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WINTHROP-STEARNS  .nc.  n 


Mvclfott,  trod* mark  r*g.  U.  S.  & Canada 


IN  THE  MANAGEMENT  OF  CONSTIPATION 


Mucilose  should  be  taken  with  1 or  2 glasses  of  water. 


In  the  management  of  constipation  bland  bulk 

helps  to  reestablish  normal  elimination.  Mucilose  represents 

an  especially  well  suited  product  because  it  is  of  vegetable  origin 

and  absorbs  50  times  its  own  weight  of  water,  forming 

a bland,  non-absorbable,  non-digestible,  soothing  gel. 

With  Mucilose  there  is  the  added  convenience  and  ease  of 
adjusting  the  dosage  form  to  meet  the  clinical  need  of  the  patient. 
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Mucilose  Granules  Special  Formula  (with  dextrose), 

tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  crunchy  granules. 

Mucilose  Flakes  Special  Formula  (with  dextrose), 

tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  easily 
dispersed  in  water  or  other  liquids. 

Mucilose  Flakes  Concentrated,  tins  of  4 oz.  and  1 lb. 

Sugar  free  (non-caloric),  especially  useful  for  the  management  of 
constipation  in  the  diabetic  and  obese  patient. 

Mucilose  Compound  Tablets,  bottles  of  100  and  1000. 

Mucilose  with  methylcellulose.  Easy  to  swallow,  convenient  to  carry. 

Mucilose  with  Cascara  Granules,  tins  of  4 oz. 

Contain  1 grain  of  powdered  cascara  per  heaping  teaspoonful  (5  Gm.). 
Particularly  valuable  during  transitional  treatment  of  the 
confirmed  user  of  strong  laxatives. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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M&R  Pediatric  Research 
Conferences 


A continuing  examination  of  current  research  in  specific  fields  of  pediatric  interest 

1.  Megaloblastic  Anemia 

Current  Status  of  Folic  Acid  and  Vitamins  Bn  and  C 

2.  Retrolental  Fibroplasia 

3.  Carbohydrate  Metabolism 

^ 4.  Calcium  and  Phosphorus  Metabolism 
5.  Pulmonary  Hyaline  Membranes  (in  press) 


The  purpose  of  the  M&R  Pediatric  Research 
Conferences,  as  expressed  in  the  first  Con- 
ference Report,  is  to  assist  in  the  correlation  of 
the  latest  research  information  on  specific 
topics  of  general  interest  in  the  care  of  infants 
and  children,  and  to  stimulate  further  re- 
search by  exchange  of  information.  These  ob- 
jectives arose  from  the  original  aim  of  the 
Conferences,  which  was  to  keep  the  scientific 
staff  of  M & R Laboratories  abreast  of  latest 
developments  in  pediatric  research.  The  range 
of  subject  matter  is  reflected  in  the  titles  of  the 
first  five  Conferences. 

The  first  of  the  Conferences  was  held  on 
November  16,  1950;  and  so  enthusiastic  has 
been  the  response  during  the  past  two  years,  in 
terms  of  participation  and  general  interest,  that 
M&R  plans  to  continue  its  sponsorship  in- 
definitely as  a long-term  program. 

The  Fourth  Conference  dealt  with  calcium- 
phosphorus  metabolism  and  included  discussions 
of  the  most  recent  authoritative  thinking  on 
such  vital  and  timely  subjects  as:  effect  of  diet- 
ary calcium  and  phosphorus  in  newborn  in- 


fants; actions  of  vitamin  D and  related  sterols; 
renal  excretion  of  phosphate  in  newborn  in- 
fants ; effect  of  parathyroid  hormone  on  renal 
phosphate  excretion  ; effects  of  estrogens,  andro- 
gens and  administration  of  strontium ; and 
effects  of  immobilization.  The  Fourth  Confer- 
ence Report  is  now  available  to  physicians  who 
can  obtain  it  by  writing  to  M & R Laboratories, 
Columbus  16,  Ohio. 


M&R  Laboratories,  Columbus  16,  Ohio 

Gentlemen:  Please  send  me  the  Report  of  the  Fourth 
M&R  Pediatric  Conference,  "Calcium-Phosphorus 
Metabolism.” 

Name M.D. 

Please  Print 

Street  Address 

City Zone State 

Practice  — please  indicate: 

General  □ Specialty 

Intern  □ Resident  □ 
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with  complete  Safety  and  Simplicity 


IRWIN,  NEISLER  & CO. 


oral  provides  5 grains  of  aminophylline  per 
dose  . . . the  highest  concentration  sup- 
plied for  oral  administration.  For  the 

r first  time,  Cardalin  provides  two 
synergistic  protective  factors  (Aluminum 
Hydroxide  and  Ethyl  Aminobenzoate) 
to  counteract  the  nausea  and  local  gas- 
tric irritation  that  usually  accompany 
high,  oral  aminophylline  dosage. 

Each  Cardalin  tablet  contains: 

Aminophylline 5.0  gr. 

Aluminum  Hydroxide  2.5  gr. 

Ethyl  Aminobenzoate 0.5  gr. 
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Ephedrine  HC1  24  mg.,  Phenobarbital  24  mg.,  Phyllin  120  mg.,  Potassium  Iodide  0.3  Gm. 

a prescription  of  carefully  selected  drugs,  each 
having  a particular  action  in  asthma  therapy. 

prescribe:  i/2  or  1 tablet  every  3 or  4 hours, 
not  more  than  three  tablets  per  day. 

Literature  and  trial  quantity  on  request. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 
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io~fravert 


(INVERT  SUGAR ) 


twice  the  calories  of  5%  Dextrose 
in  equal  infusion  time 

with  no  increase  in  fluid  volume  or  vein  damage 

With  70%  Travert  solutions,  a patient’s  carbohydrate 
needs  can  be  more  nearly  satisfied. 

Travert  solutions  are  sterile,  crystal  clear, 
colorless,  non-pyrogenic  and  non-antigenic.  They  are 

prepared  by  the  hydrolysis  of  cane  sugar  and  are  composed  of 
equal  parts  of  D-glucose  (dextrose)  and  D-fructose  (levulose). 

Nine  Travert  solutions  enable  the  physician  to  correct 
electrolyte  imbalances,  acidosis  and  alkalosis, 

as  well  as  supply  twice  the  calories  of  5%  dextrose. 

Travert  is  a trademark  of  Baxter  laboratories,  inc. 


products  of 


BAXTER  LABORATORIES, 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 
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Oral  Preparations  for  Anemia 

*Armatinic  Activated 
Capsulettes 

*Armatinic  Special  Capsulettes 
*Armatinic  Liquid 
*Crystamin®  Forte  Capsules 
L.I.R.B.M. 

Liver  Extract  Solution  U.S.P. 

Liver  and  Yeast  with  Iron 


in  the  vast 
field  of 


Tablets 


Crystalline  Vitamin  B12 
In  jectables 

*Crystamin®  '30' 

*Crystamin®  '60' 

*Crystomin®  '120' 

*Crystamin®  MM  (2000  meg./ cc.) 

Liver  Injectables 

Liver  Injection  Crude,  U.S.P.,  2 meg. 

Liver  Injection,  U.S.P.,  10  meg. 

Liver  Injection,  U.S.P.,  20  meg. 

*New  products  of  The  Armour  Laboratories 


For  the  best  in  hematinics,  always  remem- 
ber the  name  of  The  Armour  Laboratories, 
a leader  in  the  field  of  research  devoted  to 
the  treatment  of  the  anemias.  The  reality 
of  research  in  The  Armour  Laboratories  is 
evidenced  by  practice-proven  products  to 
assure  optimal  response  in  the  anemias. 
Whenever  antianemia  agents  are  indicated 
. . . think  of  ARMOUR! 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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New!  High  Potency  Anticholinergic  Agent 


Mg.  per  mg., 
the  most  effective 
of  the  newer 
anticholinergics 


BROMIDE 

(Oxyphenonium  bromide  Ciba) 


Antrenyl  bromide  is  a new  high  potency 
anticholinergic  agent  indicated  in  the  management  of 
peptic  ulcer  and  spasm  of  the  gastrointestinal  tract.  Milligram 
per  milligram,  it  is  the  most  potent  of  the  newer 
anticholinergics,  recommended  dosage  being  only  about 
one-tenth  that  of  certain  commonly  used  agents. 
antrenyl  has  a marked  inhibitory  effect  on  gastric  secretion 
and  motility  of  the  gastrointestinal  tract.  Side  effects 
are  generally  mild,  and  there  is  usually  no  esophageal  or 
gastric  irritation.  A recent  report1  described  the  side 
effects  as  less  pronounced  than  those  of  other  drugs 
ordinarily  used  in  the  management  of  peptic  ulcer. 

In  this  study,  patients  receiving  antrenyl  usually  obtained 
relief  from  acute  symptoms  within  24  to  36  hours. 
Prescribe  antrenyl  as  adjunctive  therapy  in  your  next 
few  cases  of  peptic  ulcer  and  note  its  advantages. 

Available  as  antrenyl  Bromide  Tablets,  5 mg., 
scored:  bottles  of  100,  and  as  antrenyl  Bromide 
Syrup,  5 mg.  per  teaspoonful  (4  cc.);  bottles  of  1 pint. 
Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 


j/ur«» 


1.  Rogers,  M.  P.,  and  Gray,  C.  L.;  Am.  J.  Digest.  Dls.,  19:180,  1952. 
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moderation  for  variation .. 


in  the  blended 
diuretic  regimen 


In  the  long-term  regimen,  Calpurate 
meets  the  clinical  need  for  moderate 
diuretic  action,  sustained  effective- 
ness, and  minimal  toxicity. 
Calpurate  also  promotes  in- 
creased cardiac  output. 

Calpurate  is  the  chemical  com- 
pound, theobromine  calcium 
gluconate . . . unusually  free 
from  gastrointestinal  and  oth- 
er side  effects . . . does  not  con- 
tain the  sodium  ion. 


to  i lighten  the  load 9 in 
congestive  heart  failure 

Calpurate  is  particularly 
indicated : 

when  edema  is  mild  and  renal 
function  adequate  . . . 
during  rest  periods  from  digitalis 
and  mercurials  . . . 


where  mercury  is  contraindicated  or  sen- 
sitivity to  its  oral  use  is  present . . . 


for  moderate,  long-lasting  diuresis  in 
chronic  cases. 


CJalpurate 

U AITDIC  ■ A Dnn  ATABICC 


® 


the  moderate , 
non-toxic  diuretic 


MALTBIE  LABORATORIES,  INC.  • NEWARK  1,  N.  J. 

SUPPLIED:  Calpurate  Tablets  of  500  mg.  (7 *4  gr.) 
Calpurate  Powder 

Calpurate  with  Phenobarbital  Tablets— 

16  mg.  (%  gr.)  phenobarbital  per  tablet 
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for  effective  cough  therapy 


Endo  Products  Inc.,  Richmond  Hill  18,  N.Y. 


head  off! 


Hycodan* 

W (Dihydrocodt 


BITARTRATE 
(Dihydrocodeinone  Bitartrate) 


Three  forms  available:  Oral  Tablets  (5  mg.  per  tablet). 
Syrup  (5  mg.  per  teaspoonful) , Powder  (for  compounding) . 

May  be  habit  forming;  narcotic  blank  required. 
Average  adult  dose  5 mg.  Literature  on  request. 


9 
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k vagal  blocking  agent 
for  peptic  ulcer 
with  LOW  incidence 
Df  SIDE  EFFECTS 

PRANTAL*methylsulfate  (diphen- 
nethanil  methylsulfate ) is  an 
sffective  anticholinergic  agent 
for  treatment  of  peptic  ulcer. 
Pain,  pyrosis,  nausea,  and  other 
symptoms  of  this  syndrome  are 
rapidly  relieved.  Troublesome 
side  effects  seldom  occur. 


CORPORATION 

RLOOMFIELO,  N.  J. 

Ill  Canada:  Sobering  Corporation,  Ltd., Montreal,  Qiie. 


PR ANTAL 
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Carbromal  with  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 
To  calm  the  tense  and  nervous  patient 


CAR-SED-INE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  or  producing 
unwanted  drowsiness. 

CAR-SED-INE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  ”...  a dependable  seda- 
tive. It  allays  excitement 
and  anxiety  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  ".  . . certainly  ...  is 
effective  in  relieving  the 
patient’s  emotional  disturb- 
ances.”2 

FORMULA:  each  tablet  contains 
Carbromal.  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1.000  tablets. 

1.  krantz,  J.C.  & Carr.  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 
Williams  & ^ ilkins  Co.,  Baltimore, 
Md„  1951. 

2.  Goodman,  L.  & Gilman,  ^ At:  -'Che 

Pharmacological  Basis  of  TherafWitics. 
The  Macmillan  Co.,  New  Yo-k  City, 
1941.  : ' 


RAYMER 


PHARMACAL  COMPANY 

PturmarrutkaJ  Manufacturers 
Jasper  and  U dlard  Streets,  Philadelphia  34.  Pa. 


Serving  the  medical  profession  for  nea-ly  a thi'd  of  a century. 
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Complete  relief  of  symptoms  was  obtained  by  most  menopausal  patients,  Perloff  reported, 
and  the  greatest  percentage  of  patients  who  "expressed  clearcut  preferences  for  any 
drug  designated  'Premarin/"  Period,  w.  h.;  Am.  j.  obst.  & Gynec.  58  684  (Oct.)  194?. 
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PREMARIN 


in  the  menopause  H ’’ 


Estrogenic  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine).  Tablets  and  liquid. 

Highly  effective  • Well  tolerated  • Imparts  a feeling  of  well-being 
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to  transform 
the  day-like 

feces  of  CHRONIC 

CONSTIPATION 


KONDREMUL 
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softens , 


" bulks  up” 
the 

fecal  mass . . . 


thus 

encouraging 

more 

nearly  normal 
evacuation 


KONDREMUL  consists  of  millions  of 
microscopic  droplets,  each  enveloped  in 
a tough  film  of  Irish  moss.  When  proper- 
ly administered,  KONDREMUL  does  not 
interfere  with  absorption  of  nutrients, 
and  danger  of  oil  leakage  is  minimized. 

KONDREMUL  Plain— Pleasant-tasting, 
safe,  and  non-habit-forming.  Contains  55% 
mineral  oil.  Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascara)  - 0.66 
Gm.  nonbitter  Ext.  Cascara  per  table- 
spoon. Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) 
—0.13  Gm.  phenolphthalein  (2.2  gr.)  per 
tablespoon.  Bottles  of  1 pt. 

For  bulk  taxation  without 
danger  of  impaction 

KONDRETABS*  — Irish  moss  concen- 
trate-methylcellulose  tablets.  KONDRE- 
TABS begin  to  liquefy  in  the  stomach  . . . 
do  not  gel  until  they  reach  the  colon, 
where  velvety,  easily  evacuated  bulk  is 
formed.  Bottles  of  50  and  100  flavored 
tablets. 


THE  E.  L.  PATCH  COMPANY 

STONEHAM  • MASSACHUSETTS 


♦Trademark  of  The  E.  L.  Patch  Co. 
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Gantrisin 

i 

'Roche’ 


antibacterial  action  plus... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®— brand  ol  sulfisoxazole 
(3,4-dimethyl-5-sulfani!amido-isoxazole) 


HOFFMANN-LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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INDEX  TO  ADVERTISERS 


Abbott  Laboratories 28 

American  Hospital  Supply  Corp 7 

, The  Armour  Laboratories 9 

Ayerst,  McKenna  & Harrison Between  16—17 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D I 

Thiamine  Mononitrate  i 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


Dr.  Barnes  Sanitarium 107 

Bilhuber  Knoll  Corp 6 

Brigham  Hall  Hospital 107 

Broadlawn  Manor  Nursing  Home 109 

Brown’s  Medical  Bureau 109 

Burroughs  Wellcome  & Co 27 

Chicago  Pharmacal  Company 31 

Chilcott  Laboratories 42 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover,  11 

Clifton  Springs  Sanitarium 2 

Coca  Cola  Company 112 

The  Coordinating  Council  for  Cerebral  Palsy 31 

Denver  Chemical  Mfg.  Co 103 

H.  E.  Dubin  Laboratories 109 


Eastern  School  for  Physicians  Aides 109 

Endo  Products,  Inc 14 


Halcyon  Rest 107 

Hoffmann-La  Roche  Inc 18-19 

Holbrook  Manor 107 


Irwin,  Neisler  & Co 5,  105 

Eli  Lilly  & Company 34 

Louden-Knickerbocker  Hall 109 

Maltbie  Laboratories 13 

Mead  Johnson  & Co 4th  cover 

1 Medical  Services  Agency Ill 

Merck  & Co 25 

Wm.  S.  Merrell  & Co Between  104-105 

M & R Dietetic  Labs 3 

Minute  Maid  Corporation 29 

Philip  Morris  & Co 30 


National  Discount  & Audit  Co 107 


E.  L.  Patch  Company 17 

Chas.  Pfizer  & Co 3rd  cover 

Physicians  Press 106 

Picker  X-Ray  Corp 33 

Pinewood  Sanitarium 107 


Raymer  Pharmacal  Company 16 

J.  B.  Roerig  & Co 24 

A.  H.  Robins  Co.,  Inc Between  32-33 


Schering  Corp 15 

G.  D.  Searle  & Co 41 

Sharp  & Dohme,  Inc 22—23 

Frances  Shortt  Medical  Agency 109 

Sky  View  Terrace 109 

Smith,  Kline  & French  Labs 101 

E.  R.  Squibb  & Sons 20-21 


West  Hill 107 

Winthrop-Stearns,  Inc 1 

Wyeth  Incorporated 26 


Zemmer  Pharmaceuticals Ill 
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INDEX  TO  ADVERTISED  PRODUCTS 


Alpha  Estradiol  (Chicago  Pharmacal  Co.) 31 

Aminophyllin  (H.  E.  Dubin  Laboratories) 109 

Antrenyl  (Ciba  Pharmaceutical  Products,  Inc.) 11 

Beminal  (Ayerst,  McKenna  & Harrison) Between  16-17 

Bentyl  (ffm.  S.  Merrell  & Co.)  Between  104-105 

Calpurate  (Maltbie  Laboratories,  Inc.) 13 

Cardalin  (Irwin,  Neisler  & Co.) 5 

Car-sed-ine  (Raymer  Pharmacal  Company) 16 

Codempiral  (Burroughs  Wellcome  & Co.) 27 

Cortone  (Merck  & Co.) 25 

Cremo-suxidine  (Sharp  & Dohme) 22-23 

Dextri-Maltose  (Mead  Johnson  & Company) 4th  cover 

Eskaphen  B (Smith,  Kline  & French  Labs.) 101 

Gantrisin  (Hoffmann-LaRoche,  Inc.) 18-19 

Hematinics  (Armour  Laboratories) 9 

Homicebrin  (Eli  Lilly  & Company) 34 

Hycodan  (Endo  Products,  Inc.) 14 

Kolantyl  (Wm.  S.  Merrell  & Co.) Between  104-105 

Kondremul  (E.  L.  Patch  & Co.) 17 

Metandren  Linguets  (Ciba  Pharmaceutical  Prod- 
ucts)   2nd  cover 

Methium  (Warner-Chilcott) 42 

Mucilose  (Winthrop-Stearns,  Inc.) 1 

Pablate  (A.  H.  Robins  Co.,  Inc.) Between  32-33 

Pharmaceuticals  (Zemmer  Company) Ill 

Prantal  (Schering  Corporation) 15 

Premarin  (Ayerst,  McKenna  & Harrison)...  Between  16-17 

Rub  A-535  (Denver  Chemical  Mfg.  Co.) 103 

Robitussin  (A.  H.  Robins  Company) Between  32-33 

Selsun  (Abbott  Laboratories) 28 

Sul-Pondets  (Wyeth  Inc.) 26 

Terramycin  (Chas.  Pfizer  & Co.) 3rd  cover 

Theragran  (E.  R.  Squibb  & Sons) 20-21 

Travenol  (American  Hospital  Supply  Corp.) 7 

Veratrite  (Irwin,  Neisler  & Co.) 105 

Vallestril  (G.  D.  Searle  & Co.) 41 

Viterra  Therapeutic  (J.  B.  Roerig  & Co.) 24 

Medical  and  Surgical  Equipment 

X-Ray  Equipment  (Picker  X-Ray  Corp.) 33 

Miscellaneous 

Cigarettes  (Phillip  Morris  & Co.) 30 

Coca-Cola  (The  Coca-Cola  Co.) 112 

Orange  Juice  (Minute  Maid  Corporation) 29 

Prescription  Blanks  (Physicians  Press) 106 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains:  ^ 

Vitamin  A (synthetic)  25,000  U.S.P.  unit! 

Vitamin  D . I 1,000  U.S.P.  unit: 

Thiamine  Mononitrate  ! 10  mg 

Riboflavin  *|  5 mg 

Niacinamide  I 150  mg 

Ascorbic  Acid  1 150  mq 


Bottles  of  HU,  100  and  1000. 


i 


Cremosuxidine®  is  a smooth,  delicious,  chocolate-mint  flavored  suspension  of  Sulfasuxidine®— the 
virtually  nontoxic  intestinal  bacteriostat — with  detoxicant  kaolin  and  pectin  for  control  of  infectious  and 
non-specific  diarrheas.  Since  Sulfasuxidine  remains  in  high  concentration  in  the  intestines  and  is  only 
sparingly  absorbed,  Cremosuxidine  is  sound,  effective  therapy  for  diarrhea,  even  in  infants  and  children. 
Supplied  in  Spasaver®  bottles  of  16  fluidounces.  Sharp  & Dohme,  Philadelphia  1,  Pennsylvania. 
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Can  Diet  Alone  Provide 
Adequate  Replacement  Therapy? 


“As  important  as  food  is  in  the 
treatment  and  rehabilitation  of 
persons  with  nutritive  failure,  it 
is  inadvisable  and  impractical  to 
depend  on  diet  therapy  alone.”1 

For  the  treatment  of  deficiency 
diseases  intensive  nutrition  therapy 
with  5 to  10  times  the  daily  main- 
tenance requirements  of  the  missing 
essential  nutrients  is  recommended 
by  the  National  Research  Council. 


viterra  therapeutic  supplies  high 
therapeutic  dosages  of  important 
Vitamins,  Minerals,  and  Trace  Ele- 
ments, and  therefore  presents  a 
convenient  and  dependable  method 
of  furnishing  the  potent  amounts 
of  essential  nutrients. 

1.  Spies,  T.D.:  Section  on  Metabolism 
and  Nutrition,  1948  Year  Book  of  En- 
docrinology, Metabolism  and  Nutrition, 
(Chicago:  Year  Book  Publishers,  Inc.) 
p.  265. 


Whenever  more  potent  and  more  complete  Vitamin-Mineral  therapy  is  indicated,  specify 

Vi  terra  Therapeutic 


ALL  IN  ONE  CAPSULE: 


VITAMIN  A.  . . . 

..25,000  U.S.P.  Units 

COPPER  

VITAMIN  D . . . . 

..  1,000  U.S.P.  Units 

IODINE 

VITAMIN  B12.  . . 

IRON 

10.0  mg. 

VITAMIN  B,... 

MAGNESIUM 

6.0  mg. 

VITAMIN  B2.  . . 

5 mg. 

MANGANESE 

1.0  mg. 

NIACINAMIDE.  . 

100  mg. 

MOLYBDENUM 

0.2  mg. 

VITAMIN  C.  . . . 

PHOSPHORUS  

80.0  mg. 

CALCIUM 

POTASSIUM 

COBALT 

ZINC 

J.  B.  ROERIG  AND  COMPANY  • 5 3 6 LAKE  SHORE  DRIVE,  CHICAGO  II,  ILLINOIS 
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Primary  Site  of  Pathology  and  Indications 

1.  EYE — Inflammatory  eye  disease.  2.  NOSE — Intractable  hay  fever.  3.  LARYNX — Laryngeal 
edema  (allergic).  4.  BRONCHI  — Intractable  bronchial  asthma.  5.  LUNG  — Sarcoidosis. 
6.  HEART — Acute  rheumatic  fever  with  carditis.  7.  BONES  AND  JOINTS — Rheumatoid 
arthritis;  Rheumatoid  spondylitis;  Acute  gouty  arthritis;  Still’s  Disease;  Psoriatic  arthritis. 
8.  SKIN  AND  CONNECTIVE  TISSUE— Pemphigus;  Exfoliative  dermatitis;  Atopic  dermatitis; 
Disseminated  lupus  erythematosus;  Scleroderma  (early);  Dermatomyositis;  Poison  Ivy. 
| 9.  ADRENAL  GLAND  — Congenital  adrenal  hyperplasia;  Addison’s  Disease;  Adrenalectomy 

for  hypertension,  Cushing’s  Syndrome,  and  neoplastic  diseases.  10.  BLOOD,  BONE  MAR- 
ROW, AND  SPLEEN — Allergic  purpura;  Acute  leukemiat  (lymphocytic  or  granulocytic); 
Chronic  lymphatic  leukemia.)  1 1.  LYMPH  NODES — Lymphosarcoma);  Hodgkin’s  Disease). 
12.  ARTERIES  AND  CONNECTIVE  TISSUE— Periarteritis  nodosa  (early).  13.  KIDNEY— 
Nephrotic  Syndrome,  without  uremia  (to  induce  withdrawal  diuresis).  14.  VARIOUS  TISSUES 
— Sarcoidosis;  Angioneurotic  edema;  Drug  sensitization;  Serum  sickness;  Waterhouse-Frider- 
ichsen Syndrome. 

(Transient  beneficial  effects. 


Cortone  is  the  registered 
trade-mark  of  Merck  & Co., 
Inc.  for  its  brand  of  cortisone. 


MERCK 


MERCK  & CO.,  Inc. 

Afaniifacturing  Chemists 

RAHWAY.  NEW  JERSEY 


Cortove 

ACETATE 

(CORTISONE  ACETATE,  MERCK) 


The  many 
indications  for 
Cortone  highlight 
its  therapeutic 
importance  in 
everyday  practice 
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Same  hard  candy  form  as  Pondets 
Easy  to  take — pleasant  tasting 


the  combined  therapeutic  advantages  of 
two  potent  antibiotics,  an  efficient  sulfon- 
amide and  a highly  active  topical  anes- 
thetic. Highly  effective  in  certain  local 
infections  of  the  oropharynx. 


Penicillin — Bacitracin— Sulfadiazine 
Troches  with  Benzocaine 

Each  SUL-PONDET  contains  20,000 
units  crystalline  potassium  penicillin  G,  50 
units  bacitracin,  2 gr.  sulfadiazine,  and 
3 mg.  benzocaine.  Jars  of  36. 

Also  available:  PONDETS — Penicillin 
(20,000  units)  and  Bacitracin  (50  units). 
Vacuum-packed  in  tins  of  48. 


Now 


•CODEMPIRAL' 


•CODEMPIRAL' 


•CODEMPIRAL’ 


•CODEMPIRAL’ 


•CODEMPIRAL’ 


•CODEMPIRAL’ 
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FOR  YOUR  Rx  ONLY — This  simple  yet  notably 
effective  new  treatment  for  seborrheic  derma- 
titis of  the  scalp  is  Selsun  Sulfide  Suspension. 
With  Selsun,  a six-week  treatment  will  usually 
restore  the  scalp  to  a healthy,  scurf-free  condi- 
tion; then  applications  at  intervals  of  one  to 
four  weeks  will  control  both  scaling  and  itch- 
ing for  most  patients.  Applied  while  washing 
the  hair,  then  rinsed  out.  Leaves  scalp  clean 
and  odorless,  won’t  stain  clothing  or  linens. 
CLINICAL  TRIALS'  2 3 with  400  patients  showed 
Selsun  to  be  effective  in  81  to  87  percent  of 
all  cases  of  seborrheic  dermatitis  of  the  scalp, 
and  in  92  to  95  percent  of  cases  of  common 
dandruff.  Itching  and  burning  usually  stopped 
after  the  first  two  or  three  applications.  Many 
of  the  cases  had  failed  to  respond  to  other 
methods  of  treatment. 

TOXICITY  STUDIES'  2 showed  SELSUN  had  no  ill 
effects  when  used  externally  as  recommended. 
An  ethically  promoted  product,  Selsun  is  dis- 
pensed only  on  the  prescription  of  a physician. 
At  pharmacies  in  4-fluidounce  ft  n n . ■ 
bottles,  with  tear-off  labels.  (XulJOii/ 

SELSUN 

TRADE  HARK 

SULFIDE 

(SELENIUM  SULFIDE,  ABBOTT) 

NOTE:  Federal  law  prohibits  dispensing  without 
prescription. 

1.  Slinger,  W.  N.,  and  Hubbard,  D.  M.  (1951),  Arch. 
Dermat.  & Syph.,  64:41,  July. 

2.  Slepyan,  A.  H.  (1952),  Ibid.,  65:228,  February. 

3.  Ruch,  D.  M.  (1951),  Communication  to  Abbott  Lab- 
oratories. 
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THE  TRUTH  ABOUT 

FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-Frozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 


a.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

C.  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts: 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.2 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer .'s 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples— 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 


NllNUtE 

MAID 


C®1e*XTII«T'P 

orange 
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MINUTE  MAID  CORPORATION,  488  Madison  Ave.,  New  York  22,  N.  Y. 

Wallace  R.  Roy,  Ph.D.,  Director  of  Research 


PROOF  WITH  ONE  PUFF? 


So  distinct  is  the  superiority  of  Philip  Morris 
over  any  other  leading  brand,  that  we  believe 
you  will  notice  the  difference  with  a single  puff. 
Won’t  you  try  this  simple  test,  Doctor,  and  see? 


Take  a PHILIP  MORRIS  anti  any  other  cigarette 

1.  Light  up  either  one  first.  Take  a puff— get  a good 
mouthful  of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come 
directly  through  your  nose. 

2.  Now.  do  exactly  the  same  thing  with  the  other  cigarette. 


Notice  that  Philip  morris  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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POSTGRADUATE  COURSE 
IN 

CEREBRAL  PALSY 

Dates:  February  2 — April  24,  1953 

For 

Qualified  physicians,  physical  and 
occupational  therapists 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  and  Surgeons, 
Columbia  University 

List  of  scholarship  sources  sent  upon  request 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 
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IN  ESTROGENIC 

THERAPY 

To  restore  hormone 
balance  in  treatment  of 
the  menopausal  syn- 
drome, functional 
primary  amenor- 
rhea, ovarian  hypo- 
gonadism, senile 
vaginitis,  pruritus 
vulvae  . . . 


ALPHA-ESTRADIOL,  U.  S.  P.  Chimedic 

For  Intramuscular  Administration 


The  primary  follicular  hormone  as  secreted  by 
the  ovary — provides  rapid  control  of  symptoms, 
yet  is  absorbed  slowly  and  uniformly  assuring 
prolonged  estrogenic  activity  and  efficient 
utilization  of  the  hormone. 


According  to  the  U.  S.  Dispensatory,  among 
the  natural  estrogens  ".  . . only  estradiol, estrone 
and  estriol  have  sufficient  activity  to  warrant 
their  use  individually.  When  given  by  injec- 
tion, estradiol  is  the  most  active  of  the  three 
substances  . . .”1 


DIETH YLSTILBESTROL,  U.  S.  P.  Chimedic 

For  Oral  Administration 


A pure  synthetic  estrogen — is  the  most  potent 
of  the  stilbene  compounds.  "Diethylstilbestrol 
possesses  the  advantage  of  being  highly  active 
by  mouth  . . .”2  "Its  physiologic  activity  dupli- 
cates practically  all  the  known  actions  of 
natural  estrogens.”2 

Diethylstilbestrol  Chimedic  provides  a con- 
venient oral  form  of  estrogenic  therapy  with 
uniform  level  of  estrogenic  activity. 

1.  U.  S.  Dispensatory,  24th  ed.,  p.  432 
2.  New  and  NonofFicial  Remedies,  1952,  p.  342  ( 

For  the  treatment  of  estrogenic  hormone  deficiency 
states,  CHIMEDIC  hormone  preparations  satisfy 
the  most  exacting  requirements  for  purity,  potency 
and  effectiveness. 

HIGHLY  POTENT  WELL  TOLER ATED  RAPIDLY  EFFECTIVE 

CHICAGO  PHARMACAL  COMPANY 

5547  N.  Raveniwood  Ave.,  Chicago  40,  Illinois 
Pacific  Coast  Branch:  1161  W.  Jefferson  Blvd.,  Lot  Angtlei  7,  Calif. 
Northwest  Branch:  5513  Airport  Way,  Seattle  t,  Woth. 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  7 957 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 


33 


the  “one-minute”  Picker-Polaroid  radiograph. 

Introduced  a little  over  a year  ago,  this  dramatic  development 
v.  as  immediately  accepted  by  the  Armed  Services  which  requisitioned 
the  entire  output  for  military  needs.  Ever  since,  we  have  been  struggling 
to  increase  production  to  the  point  where  parallel  civilian  needs 
could  at  least  be  partly  met.  That  point  has  now  been  reached.  Limited 
quantities  are  becoming  available  to  civilian  users. 


The  Picker-Polaroid  system  is  an  adaptation  to  radiography 
of  the  self-development  principle  of  the  Polaroid  Land  Camera. 
The  whole  job  takes  only  a minute  . . . can  be  done  in  broad 
daylight . . . needs  no  darkroom,  no  solutions,  no  dryer. 

It  is  all  incredibly  simple  and  quick:  (a)  you  load  the  cassette 
(b)  make  the  exposure  (c)  put  the  cassette  in  the  automatic 
processing  box.  Wait  sixty  seconds:  open  the  box  and  there’s 
your  finished  radiograph  . . . flat,  dry,  ready  for  use. 

Its  speed  and  convenience  have  already  proven  invaluable  in 
the  operating  room  for  hip-pinning  and  similar  procedures; 
for  emergency  hospital  admissions,  for  work  with 
portable  and  mobile  x-ray  units. 


THE  CASSETTE 


THE  AUTOMATIC  PROCESSOR 


Since  quantities  are  still  limited,  those  wishing  to  obtain 
Picker-Polaroid  equipment  supplies  would  do  well  to 
communicate  at  once  with  either  their  local  Picker  office, 
or  with  Picker  X-Ray  Corporation,  25  South  Broadway, 
White  Plains,  New  York. 
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New,  Improved  r Homicebrin 
with  Vitamin  BI2 


'Homicebrin’  now  provides  six  essentia]  vitamins  in 
a smooth,  palatable,  homogenized  mixture. 


Each  5 cc.  contain: 

Vitamin  A (Palmitate) 3.000  U.S.P.  units 

Thiamin  Chloride 1 mg. 

Riboflavin 1.2  mg. 

Vitamin  Bi2  (Activity  Equivalent)  ...  3 meg. 

Ascorbic  Acid 60  mg. 

Vitamin  D 1,000  U.S.P.  units 


mM 

mm 


Prescribe  the  4-ounce  or  the  economical  1-pint  bottle, 
There  is  no  increase  in  price. 
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F/i  Lilly  and  Company 

Indianapolis  6,  Indiana,  U.S.A. 
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PINT 


M-I7 

HOMICEBRIN 


For  the  prophylaxis  or  treatment  of 
multiple  vitamin  deficiencies  in  infants 
and  children. 


(homogenized  multiple  vitamins,  lilly) 
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Editorials 


The  Annual  Meeting 


The  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be  held 
this  year  in  Buffalo  at  the  Hotel  Statler, 
May  4 to  8.  All  members  of  the  Society  are 
urged  to  note  these  dates  now  on  their  new 
memorandum  pads.  Those  whose  fancy 
turns  to  the  making  of  New  Year’s  resolu- 
tions might  well  firmly  resolve  now  to  attend. 

In  later  issues  we  shall  have  more  to  say 
concerning  certain  changes  to  be  initiated 
this  year  in  the  programming  of  the  scien- 


tific meeting.  It  is  certain  that  the  tech- 
nical exhibits  will  be  numerous  and  inter- 
esting as  always. 

For  the  present,  note  the  dates  and  the 
place  for  your  later  reference.  The  Annual 
Meeting  cannot  be  a success  without  you 
and  every  member  who  can  arrange  to  be 
there.  In  view  of  the  continuing  growth  of 
the  Society  numerically  there  is  every  reason 
to  anticipate  a record  attendance.  Reserve 
May  4 to  8.  Do  it  now. 


Pediatrics — Then  and  Now 


Fifty  years  ago,  at  the  turn  of  the  century, 
the  child  under  fifteen  received  very  little 
medical  attention  apart  from  the  care  of 
acute  illness,  and  even  that  was  largely 
symptomatic  therapy.  By  the  same  token, 
the  death  rate  in  1900  for  the  age  group  one 
through  fourteen  years  was  about  2,370  per 
100,000.  This  took  a toll  of  about  600,000 


lives  annually  due  to  all  causes,  or  0.8  per 
cent  of  the  total  population  of  the  United 
States. 

The  physician  rarely  saw  a child  who  was 
not  seriously  ill,  and  the  protracted  illness 
was  apt  to  be  the  rule  rather  than  the  ex- 
ception. The  family  doctor  cared  for  most 
children  in  the  home,  with  illnesses  requiring 
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many  visits  and  at  times  long  vigils  at  the 
bedside  of  the  very  sick  child.  Little  was 
known  about  nutrition,  and  the  children 
grew  strong  or  weak  mostly  by  chance  and 
inheritance.  Very  little  of  the  therapy  of 
that  period  was  definitive,  and  prophylaxis 
was  almost  nonexistent. 

Great  alterations  have  taken  place  in  the 
past  fifty  years  as  indicated  by  the  change 
in  mortality  statistics*  from  1900  to  1949 
for  children  one  through  fourteen  years  of 
age.  A comparison  of  these  figures  show 
that  in  the  one-through  four-year  group,  a 
92  per  cent  decrease  in  deaths  from  all  causes 
has  occurred,  and  the  five-  through  fourteen- 
year  group  shows  an  83  per  cent  decrease. 

If  we  segregate  the  12  principal  infectious 
causes  of  death,  we  find  that  there  has  been 
a 96  per  cent  decrease  in  the  one-  through 
four-year  group  and  a 95  per  cent  decrease 
in  the  five-  through  fourteen-year  group.  An 
analysis  of  the  noninfectious  causes  of  death 
(congenital  deformity  and  cancer)  shows  an 
increased  mortality  of  95  per  cent  in  the  one 
through  four-year  group  and  a 236  per  cent 
increase  in  the  five-  through  fourteen-year 
group.  These  figures  indicate  the  need  for 
a changing  concept  on  the  part  of  the  prac- 
ticing physician.  Steps  must  be  taken  to 
improve  his  knowledge  of  the  handling  of 
cancer  and  the  congenital  malformations. 

The  reasons  for  the  marked  change  in  the 
mortality  figures  are  multiple  and  include  a 
general  improvement  in  public  health  with 
greatly  improved  control  of  food,  milk, 
water  supplies,  etc.;  improved  state  of 
nutrition  of  the  population  as  a whole;  the 
great  advances  made  in  preventive  immuni- 
zation of  children  against  certain  diseases, 
and  improved  therapy  with  the  advent  of 
the  antibiotic  drugs;  improved  hospital 
care;  improved  dental  care;  a decrease  of 
the  number  of  contacts  with  infected  per- 
sons, and  improvement  in  the  national 
health  resources  and  in  health  education  of 
the  general  public. 

The  increase  in  deaths  due  to  cancer, 
leukemia,  and  Hodgkin's  disease  raises  the 
question  as  to  whether  or  not  these  condi- 
tions are  increasing  in  frequency.  We  be- 
lieve that  the  apparent  increase  is  not  all 
real  and  is  influenced  by  improved  medical 

* These  statistics  were  developed  from  data  supplied 
through  Dr.  George  Wheatley  and  Mr.  William  Holland  at 
the  Metropolitan  Life  Insurance  Company  of  New  York.. 


care  with  earlier  and  more  accurate  diag- 
nosis, and  the  saving  of  about  750,000  chil- 
dren’s fives  annually  in  1949  as  compared 
to  1900.  This  saving  of  fives  and  changes 
in  our  birth  rate  have  resulted  in  a 77  per  cent 
increase  in  the  number  of  children  from 
birth  through  four  years  of  age,  a 48  per  cent 
increase  in  the  five-  through  nine-year  age 
group,  and  a 41  per  cent  increase  in  the  ten- 
through  fourteen-year  age  group.  This  fact, 
that  there  are  more  children  living  in  this 
country  each  year,  may  well  have  an  in- 
fluence on  the  apparent  increase  in  the 
cases  of  cancer,  leukemia,  and  Hodgkin’s 
disease. 

One  of  the  interesting  facts  is  the  relative 
increase  in  accidental  deaths  as  mortality 
from  other  causes  was  reduced.  In  the  age 
group  one  through  four  years,  the  deaths 
from  accidents  in  1949  exceeded  by  93  per 
cent  the  deaths  from  influenza  and  pneu- 
monia, which  was  the  second  largest  cause 
of  death.  In  the  age  group  five  through 
fourteen  years,  accidental  deaths  in  1949 
exceeded  by  268  per  cent  the  next  largest 
cause  of  death,  which  was  cancer.  Numeri- 
cally, accidents  account  for  about  10,000 
child  deaths  per  year,  or  almost  one  third 
of  all  the  deaths  from  all  causes.  In  1951 
the  figures  show  that  39  per  cent  of  these 
deaths  are  the  result  of  motor  vehicle  acci- 
dents, 30  per  cent  result  from  drowning, 
9 per  cent  result  from  fire,  and  22  per  cent 
arise  from  various  other  forms  of  accidents. 
Since  it  is  estimated  that  the  school  age 
population  in  this  country  will  increase  by 
more  than  33  per  cent  in  the  next  ten  years, 
we  will  expect  these  figures  to  increase 
greatly  unless  we  can  accomplish  some  re- 
duction in  the  accidental  death  rate. 

Mention  should  be  made  of  rheumatic 
fever  and  rheumatic  heart  disease  which,  in 
spite  of  a reduction  of  50  per  cent  in  the 
mortality  figures  between  1900  and  1949,  still 
accounts  for  over  5,000  deaths  annually  in 
the  age  group  of  five  through  fourteen  years. 

From  all  the  above,  we  believe  that  the 
physician  of  today  who  serves  children 
should  be  well  aware  of  these  statistical 
trends.  This  awareness  should  result  in 
definite  action  along  certain  lines: 

The  physician  must  play  a large  part  in 
the  education  of  all  his  patient  families  with 
regard  to  proper  nutrition,  which  is  believed 
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to  be  a large  factor  in  the  child’s  resistance 
to  disease.  His  educational  efforts  should 
improve  also  the  public’s  awareness  of  all 
the  available  modalities  for  improving  the 
health  of  the  child,  both  physically  and 
emotionally. 

He  must  support  actively  a program  of 
periodic  medical  examination  and  evalua- 
tion of  the  apparently  well  child. 

He  must  participate  actively  in  the  pro- 
phylactic immunization  program  which  is 
considered  optimal  by  the  majority  opinion 
of  his  period. 

He  must  adapt  himself  to  a cooperative 
effort  with  official  and  voluntary  health 
services  and  school  health  programs  and  use 
his  influence  to  extend  the  areas  in  which 
suitable  health  services  are  available. 

He  must  cooperate  with  the  dental  pro- 
fession and  the  public  health  facilities  in  the 
effort  to  lessen  the  incidence  of  caries. 

He  must  keep  himself  well  informed  as  to 
available  medical  skills  which  can  correct  or 
ameliorate  many  of  the  congenital  mal- 
formations. 

He  must  take  every  opportunity  to  make 
parents  aware  of  the  dangers  of  accidental 
death  for  their  children  and  specifically  in- 
struct them  in  means  to  be  used  in  accident 
prevention. 

In  the  present-day  practice  of  medicine 
among  children,  all  of  these  interests  and 
duties  are  stressed  much  more  than  they 
were  fifty  years  ago.  It  is  estimated  that 


the  pediatrician  spends  over  50  per  cent 
of  his  working  time  in  various  forms  of  pre- 
ventive medicine,  public  health  procedures, 
and  education.  The  general  practitioner  is 
gradually  becoming  aware  of  his  opportuni- 
ties in  these  fields,  and  it  is  to  be  hoped  that 
his  interest  will  continue  to  increase,  as  it 
has  been  shown  that  at  least  60  per  cent  of 
the  children  in  this  country  receive  all  their 
medical  care  from  the  general  practitioner. 
Although  one  third  of  his  practice  is  devoted 
to  the  care  of  children,  only  30  per  cent  of 
this  service  is  devoted  to  the  field  of  health 
supervision  and  preventive  medicine. 

As  doctors  increase  their  proficiency  and 
knowledge  along  these  lines,  they  will  find  a 
very  satisfactory  replacement  for  the  many 
sick  calls  that  their  predecessors  had  to 
make  in  the  earlier  part  of  the  century. 
They  will  also  experience  a deep  sense  of 
satisfaction  as  they  recognize  their  ability 
to  mold  a child’s  physical  and  emotional 
progress  so  that  it  tends  to  become  a health- 
ier individual  in  succeeding  generations. 
By  their  knowledge  of  the  proper  use  of  the 
new  wonder  drugs,  doctors  shorten  the  length 
of  most  illnesses,  while  they  are  taking  an 
active  part  in  the  production  of  the  ever- 
decreasing  mortality  figures.  It  is  to  be 
hoped  that  as  their  knowledge  grows,  some 
of  the  more  unfortunate  of  the  conditions 
mentioned  above  will  gradually  be  con- 
quered, or  at  least  markedly  decreased,  by 
the  physicians’  expanding  knowledge. 


Chiropractic  Control 


At  the  present  time,  chiropractors  operate 
illegally  in  the  State  of  New  York.  So,  also, 
do  naturopaths,  herbalists,  and  other  cults. 
This  fact  is  either  not  comprehended  by  the 
public  or,  if  comprehended,  is  viewed  with 
indifference.  Even  some  members  of  the 
medical  profession,  according  to  Dr.  Edward 
T.  Wentworth,  president  of  the  Medical 
Society  of  the  State  of  New  York,1  have 
“failed  to  grasp  the  extent  of  the  fraud  in- 
volved in  the  practice  of  chiropractic.” 
Even  if  some  members  of  the  medical  pro- 
fession do  not  wholly  comprehend,  the  great 
majority  do  understand  the  fraudulence  of 

1 Address,  Annual  Meeting,  Fifth  District  Branch,  Water- 
town,  October  23,  1952. 


chiropractic  and  are  wholeheartedly  back  of 
any  reasonable  legislation  to  control  it. 

The  only  form  of  legislative  control  of 
chiropractic  which  makes  any  sense,  said 
Dr.  Wentworth,  “is  to  prohibit  its  practice. 
. . . But  it  is  doubtful  whether  at  this  time 
it  will  be  possible  to  secure  such  legisla- 
tion. . . .”  There  appear  to  be  “various 
powerful  interests”  who  have  made  it  clear 
that  “they  want  chiropractic  put  under  some 
sort  of  legal  control  in  this  State.” 

What  sort  of  control?  Dr.  Wentworth 
said  on  this  subject:  “If  the  legislature  and 
the  departments  of  health  and  education  in 
our  State  believe  that  it  is  important  to 
protect  an  oftentimes  impressionable  and 
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unsuspecting  public  against  the  activities  of 
charlatans,  there  are  only  two  courses  open. 
One  is  to  enforce  the  present  medical  prac- 
tice act.  The  other  is  to  require  of  all  eultists 
the  qualifications  for  the  practice  of  medi- 
cine existing  in  the  statutes. 

“Any  licensing  of  chiropractors,  just  be- 
cause they  have  been  practicing  chiropractic, 
means  elevation  to  quasiprofessional  level  of 
those  who  have  not  met  the  qualifications. 
It  means  giving  quasiprofessional  status, 
prestige,  and  official  stamp  of  approval  to 
those  who  do  not  have  the  qualifications. 
It  means  a compromise  between  scientific 
thought  and  completely  unscientific 
thought.” 

The  pubhc  for  the  most  part  is  not  capable 
of  exercising  critical  judgment  with  respect 
to  the  various  cults.  How  many  people  ask : 
Can  manipulations  or  treatments  be  intelli- 
gently undertaken  before  a diagnosis  of  the 
trouble  has  been  made?  Are  chiropractors 


able  to  diagnose  disease?  What  portion  of 
their  education  enables  them  to  do  this? 
Should  I submit  to  manipulations  when  no 
diagnosis  has  been  made  that  has  any 
foundation  in  scientific  fact?  Taking  this 
into  consideration,  Dr.  Wentworth  said : 
“To  permit  its  administration  to  people  who 
are  sick,  something  else  has  to  be  intro- 
duced into  the  chiropractic  system  by  way 
of  medical  diagnosis.  Some  one  has  to  de- 
cide what  is  the  matter  with  the  individual 
to  be  treated,  and,  with  that  settled,  whether 
the  approach  of  spinal  manipulation — any 
kind  of  manipulation  or  other  form  of  physi- 
cal therapy  is  safe  and  holds  a reasonable 
chance  of  being  beneficial.  Only  a medical 
education  will  enable  the  eultist  to  do  that.  . . 

“No  matter  how  well  one  knows  the  basic 
sciences,  if  therapy  is  based  upon  a false, 
undemonstrable  theory  of  the  cause  of  dis- 
ease, the  whole  structure  of  that  therapy  is 
false.” 
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RECENT  TRENDS  IN  CYTOLOGIC  DIAGNOSIS 

George  N.  Papanicolaou,  M.D.,  New  York  City 

( From  the  Cornell  University  Medical  College ) 


Exfoliative  cytology  has  made 

rapid  advances  in  the  past  decade  and 
may  justly  claim  a rightful  place  among  the 
morphologic  sciences.  Its  widespread  use  is 
evidence  of  its  general  acceptance  as  a stand- 
ard diagnostic  procedure.  The  most  im- 
portant contribution  of  the  cytologic  test 
is  that  it  permits  the  diagnosis  of  cancer  in 
its  earliest  stages  prior  to  the  appearance  of 
any  clinical  manifestations  of  the  disease. 
This  fact  accounts  for  its  successful  applica- 
tion as  a method  of  screening  in  cancer 
detection  centers  and  other  laboratories 
throughout  the  country. 

Originally  the  cytologic  test  was  limited 
to  the  female  genital  tract,  but  now  many 
other  fluids  and  secretions  of  the  body  are 
subjected  to  a cytologic  examination  for  can- 
cer: sputum  and  bronchial  washings  of  the 
lung;  washings  from  the  esophagus,  the 
stomach,  the  duodenum  and  colon;  urine 
from  the  kidney  pelvis  and  bladder;  secre- 
tions from  the  nasopharynx,  prostate,  and 
breast,  as  well  as  pleural,  peritoneal  and 
pericardial  exudates. 

Of  all  the  various  applications  of  the 
cytologic  test  for  cancer  diagnosis,  those 


related  to  the  uterus,  the  lung,  and  the 
urinary  bladder  have  been  developed  to  a 
higher  degree  of  accuracy  and  standardiza- 
tion. This  is  readily  understood  in  view  of 
the  more  characteristic  cytologic  picture 
presented  in  the  secretions  of  these  organs 
and  the  ease  of  obtaining  adequate  material 
for  study.  There  is  still  some  difficulty 
in  securing  satisfactory  specimens  for  certain 
organs,  such  as  the  kidney  and  prostate, 
as  well  as  in  their  cytologic  interpretation. 

Recently  great  advances  have  been  made 
in  obtaining  better  smear  preparations  from 
the  stomach,  colon,  and  rectum  through 
the  introduction  of  improved  technical 
methods  for  the  collection  of  specimens. 
Material  for  examination  is  obtained  from  the 
rectum  and  colon  by  washings  with  specially 
devised  instruments,  and  from  the  stom- 
ach by  means  of  the  “gastric  balloon” 
method. 

In  all  cytologic  examinations,  the  pro- 
curement of  satisfactory  material  is  of  para- 
mount importance.  The  specimens  should 
be  collected  with  care,  preserved  immedi- 
ately in  the  standard  alcohol-ether  fixative 
solution,  and  sent  promptly  to  the  labora- 


39 


40 


CANCER  DIAGNOSIS 


[N.  Y.  State  J.  M. 


tory  for  examination.  The  preparation  of 
adequate  smears  and  a proper  staining  are  of 
no  lesser  significance.  In  gynecologic  cases, 
smears  from  the  vagina,  cervix,  and  endome- 
trium are  essential  for  a thorough  cytologic 
exploration  of  the  cervix  and  corpus  uteri. 

The  cytologic  diagnosis  of  malignancy  is 
based  upon  a number  of  general  criteria. 
These  pertain  to  changes  affecting  the  cell  as 
a whole  or  its  nuclear  or  cytoplasmic  com- 
ponents. Those  affecting  the  nucleus  are  by 
far  the  most  important,  such  as  dispropor- 
tionate enlargement  in  relation  to  the  size  of 
the  cell,  hyperchromasia,  prominence  of 
nucleoli,  irregular  mitotic  and  amitotic  divi- 
sions, and  other  abnormal  changes. 

Nuclear  at^qfia  constitutes  one  of  the 
earliest  signs  of  malignancy.  In  the  pre- 
invasive  and  early  invasive  carcinomas  of  the 
cervix,  one  often  encounters  marked  nuclear 
abnormalities  in  cells  which  show  little  or  no 
deviation  from  the  original  normal  type. 
In  the  more  advanced  stages  of  malignancy, 
the  cells  display  more  pronounced  changes  in 
both  structure  and  form,  resulting  in  the  ap- 
pearance of  distinctly  abnormal  and  bizarre 
forms,  completely  different  from  the  original 
cell  type. 

Malignant  cells  appearing  in  clusters 
furnish  additional  criteria,  such  as  anisocyto- 
sis  and  anisokaryosis,  irregularity  in  pattern, 
loss  of  cell  boundaries,  crowding,  engulf- 
ment,  and  others.  The  presence  of  such 
clusters  offers  more  conclusive  evidence  of  a 
malignant  process. 

In  earlier  years,  the  cytologic  diagnosis  of 
cancer  was  based  almost  exclusively  on 
general  criteria  of  malignancy  common  to  all 
cancer  cells.  Only  in  rare  instances  was  any 
attempt  made  to  differentiate  between  the 
various  types  of  malignant  neoplasms. 
Now,  as  our  experience  broadens  and  the 
distinctive  traits  of  the  many  malignant 
varieties  become  more  apparent  to  us,  we  are 
often  able  to  recognize  not  only  malignancy 
as  such  but  also  its  specific  tjrpe.  It  is  thus 
possible  to  distinguish  with  a fair  degree  of 
accuracy  a squamous  cell  carcinoma  of  the 
cervix  from  an  adenocarcinoma  of  the 


endometrium,  or  between  an  epidermoid 
carcinoma  and  an  adenocarcinoma  or  an  oat 
cell  carcinoma  of  the  lung.  It  may  be  even 
possible  to  make  a differential  diagnosis  in 
smears  between  a primary  endometrial 
adenocarcinoma  and  a metastatic  ovarian 
cystadenocarcinoma. 

In  spite  of  the  great  strides  made  in  the 
cytologic  diagnosis  of  cancer,  we  still  have  to 
depend  on  the  biopsy  as  the  most  conclusive 
proof  of  malignancy.  A positive  smear  re- 
port is  not  a final  diagnosis  in  itself  and 
should  not  be  accepted  as  such  without  fur- 
ther confirmation.  It  does  not  eliminate  the 
need  of  a careful  clinical  workup  and  a 
thorough  pathologic  examination  of  a tissue 
section  by  a qualified  pathologist. 

There  are,  however,  instances  in  which  a 
confirmation  of  smear  findings  by  biopsy  or 
even  exploratory  operation  is  not  possible,  as 
in  cases  of  lesions  of  organs  such  as  the  kid- 
ney or  lung  which  are  not  easily  accessible  to 
biopsy.  In  those  cases,  the  cytologist  as- 
sumes a much  greater  responsibility,  since  a 
major  operation  may  be  performed  and  an 
important  organ  removed  on  the  basis  of  his 
findings.  He  should,  therefore,  exercise  ex- 
treme caution  in  rendering  a definitely  posi- 
tive report.  Repeat  cytologic  tests  are 
strongly  advised  in  all  these  cases,  and  only 
definitely  conclusive  (class  V)  cytologic  evi- 
dence should  be  considered.  A competent 
and  careful  cytologist  should  be  able  to 
maintain  an  accuracy  of  about  100  per  cent 
in  his  class  V reports.  The  clinician,  on  the 
other  hand,  has  to  weigh  carefully  all  existing 
evidence  before  he  decides  his  course  of  ac- 
tion. The  difficult  problem  which  con- 
fronts him  as  well  as  all  of  us  at  the  present 
time  is  whether  cytologic  evidence  should  be 
considered  as  valid  by  itself  or  whether  it 
should  be  ignored  in  the  absence  of  histo- 
pathologic confirmation. 

Should  one  choose  to  ignore  it,  he  relin- 
quishes the  advantages  of  an  early  diagnosis 
and  assumes  the  responsibility  of  a delay 
which  might  prove  to  be  fatal  to  the  patient. 
If  cancer  is  to  be  conquered,  a diagnosis  at 
the  earliest  possible  stage  is  imperative. 


Democracy  needs  more  free  speech,  for  even  the  speech  of  foolish  people  is  valuable  if  it  serves 
to  guarantee  the  right  of  the  wise  to  talk. — David  Cushman  Coyle 


Fig.  1.  Parabasal  cell  dyskaryo- 
sis.  Cervical  smear.  Intraepithe- 
lial carcinoma  of  the  cervix. 


Fig.  3.  Vaginal  smear.  Adeno- 
carcinoma of  the  endometrium. 


Fig.  2.  Vaginal  smear.  Squam- 
ous cell  carcinoma  of  the  cervix. 
Grade  III. 


Fig.  4.  Sputum  specimen.  Bron- 
chogenic carcinoma,  pleomor- 
phic type. 


Fig.  5.  Voided  urine  specimen. 
Carcinoma  of  the  bladder. 


Fig.  6.  Gastric  balloon  speci- 
men. Adenocarcinoma  of  the 
stomach.  Grade  II. 
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A NEW  PRODUCT 

Clinical  evidence  indicates  that  much  estrogen  therapy  is 
accompanied  by  a high  incidence  of  unfortunate  side  actions 
such  as  withdrawal  bleeding,  nausea  and  edema. 

G.  D.  Searle  & Co.  presents  VALLESTRIL 
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as  an  effective  estrogenic  substance  with  a strikingly  low  incidence 
of  these  undesirable  side  effects. 

VALLESTRIL  is  only  available  in  3 mg.  scored  tablets. 
For  treatment  of  the  physiologic  or  artificial  menopause  — 3 mg. 
(one  tablet)  twice  daily  for  two  weeks.  Then  a maintenance  dose  of 
one  tablet  daily  for  an  additional  month  or  longer  if  symptoms 
require  continued  administration. 

• Trademark  of  G.  D.  Searle  & Co. 
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ganglionic  block  in  hypertension 

to  reduce  blood  pressure  and  relieve  symptoms — a new,  potent  oral  hypotensive 


Extensive  clinical  use  has  demonstrated 
Methium’s  ability  to 

1.  reduce  blood  pressure  to  more  normal 
levels 

2.  relieve  hypertensive  symptoms 

3.  provide  symptomatic  relief  in  some  cases 
even  where  pressure  cannot  be  lowered. 

An  autonomic  ganglionic  blocking  agent, 
Methium  ( hexamethonium  chloride)  inhib- 
its nerve  impulses  that  produce  vasoconstric- 
tion—thereby  causing  blood  pressure  to  fall. 

In  successfully  treated  patients,  receding 
pressure  is  accompanied  by  relief  of  head- 


ache, dizziness,  palpitation  and  fatigue.  In 
other  cases,  where  blood  pressure  does  not 
respond  to  therapy,  symptomatic  improve- 
ment may  nonetheless  be  noted. 

Methium  is  a potent  drug  and  should  be  used 
with  great  caution  when  complications  exist 
—impaired  renal  function,  coronary  artery 
disease  and  existing  or  threatened  cerebral 
vascular  accidents.  Complete  instructions  for 
prescribing  Methium  are  available  on  writ- 
ten request  or  from  your  Chilcott  detail  man 
and  should  be  consulted  before  using  the  drug. 

Methium  is  supplied  in  both  125  mg.  and  250 
mg.  scored  tablets  in  bottles  of  100  and  500. 
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Scientific  Articles 

RECURRENT  HEADACHE  IN  CHILDREN:  A STUDY  OF 
100  CLINIC  CASES 

George  R.  Krupp,  M.D.,  Rockville  Centre,  New  York,  and  Arnold  P.  Friedman,  M.D., 

New  York  City 

( From  the  Headache  Clinic  of  the  Division  of  Neuropsychiatry,  Montefiore  Hospital) 


THIS  report  is  based  on  a study  of  100  children, 
seen  at  the  Montefiore  Hospital  Headache 
Clinic  during  the  past  four  years,  because  of 
chronic  recurring  headaches  which  limited  their 
activity.  These  children  ranged  from  three  to 
fourteen  years  of  age.  Headaches  due  to  infec- 
tions, tumors,  or  other  organic  causes  were  not  fre- 
quently encountered  in  this  series,  since  such  cases 
are  usually  diagnosed  and  treated  before  being 
sent  to  a headache  clinic.  Since  75  of  our  patients 
had  migraine,  and  17  tension  headache,  we  will 
limit  our  present  discussion  to  these  two  types  of 
headache. 

By  “migraine”  we  mean  that  form  of  headache 
which  is  characteristically  unilateral,  occurs  in 
bouts  usually  associated  with  gastrointestinal  or 
ocular  symptoms,  is  often  preceded  by  visual  or 
psychologic  disturbances,  and  is  followed  by 
sleep.  There  is  usually  a history  of  similar  head- 
aches in  the  parents  or  other  members  of  the 
family. 

The  underlying  causes  of  migraine  are  un- 
known. However,  the  mechanism  of  the  symp- 
toms is  fairly  well-established  and  may  be  ex- 
plained on  a vascular  basis.1  Initial  vasocon- 
striction of  the  cerebral  arteries  produces  visual 
and  possibly  other  preheadache  phenomena  prior 
to  the  onset  of  the  headache.  This  prodromal 
period  is  then  followed  by  dilation  and  distention 
of  cranial  arteries  primarily  in  the  distribution  of 
the  external  carotid  artery.  It  is  this  arterial 
dilation  with  increased  amplitude  of  pulsation 
that  is  presumed  to  cause  the  headache. 

We  define  “tension  headache”  as  that  type 
which  is  limited  to  head  pain  occurring  in  relation 
to  constant  or  periodic  emotional  conflicts  which 
may  be  conscious  or  unconscious.2  Such  an 
emotional  state  may  induce  functional  changes  in 
the  caliber  of  the  cranial  vessels  and  spasm  of  the 
skeletal  muscles  of  the  head  and  neck.  Tension 
headaches  have  no  prodroma,  are  usually  bilat- 
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eral,  occipital,  or  frontal,  and  may  be  accom- 
panied by  a variety  of  associated  signs.  Fre- 
quency and  duration  are  variable,  but  an  attack 
may  last  for  weeks. 

We  make  a distinction  between  tension  head- 
ache and  psychogenic  (conversion)  headache.3 
This  latter  type  of  headache  is  uncommon  in 
children  and  yet  fairly  frequent  in  adults.  Clini- 
cally, psychogenic  headaches  cannot  be  differen- 
tiated from  tension  headaches.  However,  the 
headache,  as  a conversion  symptom,  represents  a 
symbolic  expression  of  an  unconscious  conflict. 
It  differs  from  the  tension  headache  in  that  there 
is  no  demonstrable  involvement  of  end  organs 
(muscles  or  vessels).  The  tension  headache  is  a 
psychosomatic  symptom  involving  the  autonomic 
nervous  system  and  cranial  muscles. 

Method  of  Study 

Each  of  our  100  children  was  studied  in  the 
following  manner : First,  a case  history  was  taken 
by  questioning  both  parents  and  child  separately. 
A thorough  physical  examination,  both  neuro- 
logic and  medical,  was  made,  with  laboratory 
studies  included,  as  indicated.  These  studies  in- 
cluded visual  field  determinations,  electroenceph- 
alogram, and  blood  determinations.  Whenever 
feasible,  a battery  of  psychologic  tests  and  four 
or  five  psychiatric  interviews  were  included.  The 
mothers  of  the  children  who  were  studied  psychiat- 
rically  were  also  interviewed  by  the  psychiatrist 
and  social  worker. 

Results 

Of  75  children  with  migraine  35  per  cent  com- 
plained of  headaches  before  the  fourth  year. 
There  was  no  difference  in  the  incidence  in  the 
two  sexes.  A history  of  headache  was  noted  in 
85  per  cent  of  the  parents.  Of  this  group  70  per 
cent  gave  a history  of  classical  migraine. 

In  some  children  the  headache  may  start  with- 
out any  of  the  usual  symptomatic  picture  of  mi- 
graine, later  developing  the  typical  syndrome. 
The  syndrome  in  children  was  similar  to  that  in 
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adults,  except  that  in  children  it  was  less  severe, 
and  abdominal  complaints  were  more  prominent. 
However,  it  should  be  emphasized  that  children 
are  familiar  with  abdominal  pain  but  may  well 
find  it  difficult  to  describe  the  intensity  of  head- 
ache. 

The  headaches  were  preceded  in  40  per  cent  of 
the  cases  by  either  gastric,  psychologic,  or  visual 
symptoms.  These  preheadache  symptoms  fre- 
quently overlapped  the  headache,  unless  they 
were  visual.  Visual  symptoms  usually  disappear 
before  the  headache  begins.  It  was  noted  that  as 
the  children  grew  older  they  tended  to  complain 
more  of  throbbing  and  unilateral  pain.  The  ma- 
jority of  the  headaches  were  frontal,  temporal, 
and  retro-orbital.  Associated  with  them  were 
gastrointestinal  disturbances,  photophobia,  and 
a variety  of  autonomic  disturbances  including 
sweating,  chilly  sensations,  pallor,  etc.  It  was 
our  impression  that  children  with  migraine  have 
a history  weighted  with  attacks  of  biliousness, 
abdominal  pain,  and  vomiting.  In  some,  the 
gastrointestinal  symptoms  occurred  apart  from 
the  headache,  while  in  others,  they'  occurred  as 
part  of  the  attack. 

In  a group  of  15  children  with  migraine  pre- 
viously studied  at  the  clinic,  it  was  noted  that 
obvious  neurotic  symptomatology  was  present.4 
It  was  indicated  that  psychologic  factors  played 
an  important  part  in  migraine  of  childhood. 
Hence,  particular  emphasis  was  placed  in  the 
present  study  on  the  psychologic  factors.  It 
was  noted  that  although  precipitating  factors  are 
not  always  known,  stress  situations  of  various 
kinds  are  usually  the  principal  exciting  causes  of 
the  attack.  Fear  of  failure,  disappointment,  re- 
jection, fatigue,  unusual  stimulation,  crying,  and 
other  anxiety-producing  situations  are  some  of 
the  many  causes  that  may  precede  headache. 
On  days  when  important  school  examinations 
occurred,  children  frequently  had  headaches. 
Attendance  at  the  movies,  watching  television,  or 
even  an  athletic  event,  may  be  an  exciting  factor, 
possibly  because  of  stimulation  of  unconscious 
fantasy,  rather  than  visual  activity.  Many 
children  developed  headaches  during  arguments 
with  their  parents  or  siblings.  Frequently',  both 
the  mother  and  child  would  develop  a migraine 
episode  during  an  argument  with  each  other. 
The  inability'  to  express  and  control  hostile  feel- 
ings toward  loved  ones  is  certainly'  a factor  in 
many'  of  the  headaches.  However,  some  children 
had  headaches  in  less  hostility-producing  situa- 
tions, such  as  going  to  a party  or  playing  ball. 
Often  the  headaches  would  disappear  or  decrease 
during  summer  vacations. 

The  children  were  usually'  of  superior  intelli- 
gence. There  was  no  one  dynamic  pattern  pres- 
ent in  all  the  children,  and  all  ty-pes  of  personali- 


ties were  seen.  There  was,  however,  a predis- 
position in  the  group  toward  certain  personality- 
traits.  These  consisted  of  sensitivity,  need  for 
approval,  cleanliness,  thoroughness,  and  the  need 
to  take  seriously  responsibilities,  such  as  school, 
etc.  These  children  were  ranked  in  the  upper 
level  of  the  class  and  were  considered  good  stu- 
dents, orderly  and  reliable,  by-  their  teachers  and 
parents.  Despite  their  good  performances,  feel- 
ings of  inadequacy,  excessive  guilt,  and  a strong 
super  ego  (conscious  or  unconscious  conscience) 
were  common  features  presented  by  the  children. 
The  inhibition  of  aggressive  thoughts  and  actions 
was  frequently  found,  but  not  in  all  cases.  In 
those  children  where  hostility-  was  repressed,  there 
was  a strong  need  for  approval  by  the  parents  and 
teachers,  and  the  headache  would  often,  though 
not  always,  be  related  to  unexpressed  hostility 
toward  these  authority'  figures.  Psychologic 
tests  confirmed  these  observations.  The  per- 
sonalities of  these  children  are  not  specific  for  mi- 
graine and  may  in  fact  be  present  in  children  with 
other  disorders  or  in  a child  who  is  symptom-free. 
About  one  fourth  could  be  diagnosed  as  psycho- 
neurotic. A diagnosis  of  primary  behavior  dis- 
order or  psychosis  could  not  be  made  in  any  of  the 
children.  Practically  all  the  children  who  were 
studied  gave  some  evidence  of  psychogenic  symp- 
toms, such  as  nail-biting  (frequent),  feeding 
disturbances,  thumb-sucking,  hair-pulling,  tem- 
per tantrums,  enuresis,  phobias,  or  frequent 
nightmares. 

Treatment 

Sy-mptomatic  treatment  of  migraine  in  chil- 
dren, as  in  adults,  must  be  adjusted  to  the  in- 
dividual patient’s  requirements.5  In  a few 
cases,  aspirin,  if  given  early  in  an  attack,  would 
produce  symptomatic  relief.  However,  we  have 
found  that  a combination  of  1 mg.  of  ergotamine 
tartrate  and  100  mg.  of  caffeine  (Cafergot)  when 
given  early  in  an  attack  (prodromal  or  early 
headache  phase)  is  the  most  effective  sympto- 
matic treatment.  In  children,  one  tablet  is  given, 
with  additional  doses  of  one  tablet  at  half  hour 
intervals  if  the  first  dose  fails  to  bring  relief  in 
one-half  hour.  Maximum  dose  is  four  tablets. 
If  the  effective  dosage  is  found  to  be  two  or  three 
tablets,  this  dose  can  be  given  in  its  entirety-  at  the 
start  of  the  next  attack.  In  younger  children, 
one  tablet  is  usually'  sufficient.  If  side-effects 
such  as  increased  nausea,  tremor,  and  dizziness 
develop,  smaller  doses  or  suppositories  may-  have 
to  be  employ-ed.  Occasionally',  belladonna  al- 
kaloids are  useful  in  eliminating  such  side-effects. 
In  children,  as  in  adults,  the  oral  combination  of 
ergotamine  tartrate  and  caffeine  (Cafergot)  is  ef- 
fective in  about  85  per  cent  of  the  cases. 

Prophylactic  therapy  is  important  in  reducing 
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the  frequency  and  severity  of  attacks.  The  par- 
ents are  usually  able  to  understand  that  this 
disorder  is  a psychosomatic  problem  because  of 
what  they  have  observed  in  their  children  and  in 
themselves.  Many  of  them  have  similar  head- 
aches. It  must  be  borne  in  mind,  however,  that 
while  limitation  of  the  child’s  activities  such  as 
parties,  irregular  sleep,  irregular  meals,  and  mov- 
ies may  reduce  the  frequency  of  headaches,  such 
restrictions  may  also  create  new  personality  prob- 
lems. Even  during  our  diagnostic  investiga- 
tions, we  are  aware  of  the  necessity  of  de-empha- 
sizing incapacities  produced  by  the  headaches. 
The  importance  of  emotional  factors  in  migraine 
is  discussed  with  the  parents.  They  learn  to 
understand  some  of  the  aggravating  circum- 
stances related  to  the  child’s  headaches,  they 
learn  not  to  be  anxious,  nor  to  give  excessive  at- 
tention, and  they  are  shown  the  importance  of  a 
warm,  yet  realistic  attitude.  In  this  way  pro- 
phylactic treatment  is  carried  on  during  the  at- 
tack as  well  as  during  the  intervals  between  the 
attacks.  The  parents  must  be  instructed  to  mini- 
mize their  own  headaches  in  the  presence  of  the 
child.  We  feel  that  this  is  one  of  the  most  sig- 
nificant aspects  of  prophylactic  therapy.  In  some 
children,  particularly  when  neurotic  symptoma- 
tology is  outstanding  or  when  the  headaches  are 
frequent  and  overwhelming,  psychotherapy  is 
suggested.  It  was  noticed  that  the  majority  of 
our  series  improved  as  soon  as  psychiatric  in- 
vestigation was  started  and  when  the  parents 
understood  the  nature  of  the  disease.  Failure  of 
therapy  may  be  the  consequence  of  failure  to 
orient  the  parents  to  the  child’s  problems. 

In  our  opinion,  the  prognosis  of  migraine  in 
children  is  generally  poor.  This  is  confirmed  by 
the  statistics  concerning  600  adults  in  our  clinic, 
35  per  cent  of  whose  headaches  began  in  child- 
hood. An  emphasis  on  psychologic  factors  in 
children  with  this  condition  may  do  much  to 
alter  its  natural  course.  A modification  of  paren- 
tal attitudes  may  be  the  most  effective  means  of 
reducing  the  frequency  of  migraine.  When  the 
child’s  need  for  self-assertiveness  and  love  is  not 
understood  by  parents  who  are  rigid  and  strict 
in  their  training,  the  chances  of  his  developing 
psychoneurotic  and  psychosomatic  symptoms  are 
much  greater.  A child  who  is  growing  in  an  at- 
mosphere where  aggression  and  independence  is 
curtailed  may  develop  inhibitions,  guilt,  and 
feelings  of  inadequacy,  which  may  play  a role  in 
migraine  as  well  as  in  other  disorders. 

Tension  Headache 

As  observed  in  the  17  children  of  this  series  with 
tension  headaches,  the  prodromal  phase  is  almost 
always  absent,  and  associated  symptoms  are  less 
prominent.  The  headaches  tend  to  be  mild,  ach- 


ing, rather  than  throbbing,  and  less  regular  in 
frequency.  Unilaterality  is  not  prominent.  The 
headaches  may  be  of  long  or  short  duration. 

The  same  features  in  the  environment  (com- 
petitive athletics,  social  activities,  physical  fa- 
tigue) and  in  the  individual  (guilt,  rejection,  hos- 
tility) precipitate  these  headaches.  Fatigue  is  an 
important  causative  agent  in  these  headaches. 
Some  children  may  get  headaches  after  hard  play 
or  after  returning  from  the  school’s  gymnasium. 
In  some,  the  headaches  may  be  related  to  the 
strain  of  work  beyond  their  capacity.  Headaches 
related  to  the  tension  and  exertion  of  school 
may  fade  away  in  periods  of  relaxation  in  sum- 
mer vacations. 

Since  only  a few  of  the  17  children  were  studied 
psychiatric-ally,  it  was  difficult  to  reach  definite 
general  conclusions.  It  would  seem,  however, 
that  their  personalities  were  not  essentially  dif- 
ferent from  children  with  migraine.  The  manage- 
ment of  tension  headache  is  not  significantly  dif- 
ferent from  the  management  of  migraine.  Salicyl- 
ates, however,  can  often  replace  Cafergot  for 
symptomatic  relief. 

Summary 

This  paper  has  been  devoted  to  a discussion  of 
migraine  and  tension  headaches  as  they  were  ob- 
served in  a series  of  100  children,  ranging  from 
three  to  fourteen  years  of  age,  who  were  referred 
to  the  Montefiore  Hospital  Headache  Clinic 
because  of  chronic  recurring  headaches.  The 
main  features  of  diagnosis  and  treatment  were 
discussed,  and  the  importance  of  psychologic 
factors  was  emphasized. 
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Discussion 

Florence  C.  Stein,  M.D.,  Brooklyn  {By  invitation). 
—I  am  very  pleased  to-be  given  an  opportunity  to 
discuss  this  report  of  the  work  of  Drs.  Krupp  and 
Friedman  on  recurrent  headache  in  children.  Be- 
cause of  the  short  time  allowed  for  their  presenta- 
tion, it  must  have  been  necessary  to  omit  many  of 
the  other  very  interesting  findings  which  might 
have  answered  the  many  questions  which  have  no 
doubt  arisen  in  your  minds,  as  they  have  in  mine. 

When  reading  or  listening  to  a paper,  we  all  tend 
to  select  and  retain  those  ideas  which  are  in  line 
with  our  interests  and  in  accord  with  our  own  con- 
victions. Therefore,  you,  as  pediatricians,  have 
noted  particularly  the  remarks  on  differential  di- 
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agnosis,  symptomatic  treatment,  and  the  hereditary 
factors. 

Being  in  the  field  of  child  psychiatry  and  inter- 
ested in  the  prevention  of  personality  disorders, 
including  the  psychosomatic,  I was  interested 
mainly  in  the  statements  of  Drs.  Krupp  and  Fried- 
man concerning  the  psychologic  factors,  which 
they  found  played  an  important  part  not  only  in  the 
migraine  of  childhood,  but  also  in  that  of  their 
adult  patients.  When  we  take  this  fact  in  conjunc- 
tion with  the  statement  that  there  is  a strong 
hereditary  element  and  that  85  per  cent  of  the  par- 
ents had  a history  of  headache,  70  per  cent  of  these 
having  a history  of  classical  migraine,  we  have  the 
direction  of  further  research  distinctly  pointed  out. 

Let  us  take  these  ideas  one  by  one.  First,  there 
is  the  matter  of  heredity.  If  this  is  a genetic  factor, 
is  it  a physiologic  mechanism  potentially  ready 
to  be  set  in  motion  by  chemical  factors  or  changes 
resulting  from  emotional  or  other  stimuli?  This  is 
one  of  the  present  theories  in  the  field  of  epilepsy, 
which  many  feel  is  closely  related  to  migraine. 
Lennox  has  stated  that  in  epilepsy  there  is  an  imbal- 
ance in  the  acid-base  equilibrium  in  the  nerve  cells 
of  the  cortex  in  the  direction  of  alkalinity,  and  it  is 
postulated  that  when  this  balance  is  further  thrown 
off  by  chemical  reactions  to  emotional  stimuli, 
seizures  result.  Anticonvulsants  which  help  to 
maintain  the  balance  help  to  control  the  seizures. 

In  migraine,  instead  of  cerebral  nerve  cells,  we 
have  an  involvement  of  cerebral  and  cranial  arter- 
ies, especially  the  external  carotid.  Might  we  be 
right  to  assume  that  individuals  who  later  develop 
migraine  are  born  with  a certain  vulnerability  of 
the  sympathetic  nerve  endings  in  these  arteries  to 
certain  chemical  changes  due  to  emotional  stimuli. 

I have  been  wondering  whether  Drs.  Krupp  and 
Friedman  have  had  the  opportunity  to  study  the 
genetic  aspects  by  the  use  of  twins,  as  was  done 
in  epilepsy  and  schizophrenia.  I know  of  one  pair 
of  identical  girl  twins  who  have  classical  migraine, 
and,  if  I recall  correctly,  their  mother  also  suffers 
from  headache. 

Leaving  the  hereditary  factor,  I should  like  to 
discuss  the  environmental.  The  authors  of  this 
paper  have  said  that  many  of  the  children  who  were 
studied  lived  with  parents  who  had  migraine,  and 
the  authors  have  given  you  a picture  of  the  per- 
sonality of  the  individual  who  suffers  from  this 
condition — a person  with  hostility,  who  is  unable 
to  express  this  hostility  and  unable  to  control  it  or 
direct  it  into  healthy  channels.  He  or  she  is  a com- 
pulsive person  who  takes  responsibilities  seriously, 
a person  who  is  thorough,  sensitive,  needs  approval, 
etc.  A child  with  a mother  who  has  such  a per- 
sonality stands  a good  chance  of  being  adversely 
influenced  by  it  and  of  developing  either  neurotic 
traits  or  behavior  problems  as  a result.  Were  he 
genetically  predisposed  to  migraine,  he  might  then 
express  his  emotional  problems  in  this  way. 

In  my  work  with  neurotic  and  behavior  problem 
children  at  the  Bureau  of  Child  Guidance,  I have 
become  increasingly  aware  of  migraine  headaches 
in  many  of  the  mothers  of  these  children.  So  far, 


we  have  made  no  attempt  to  evaluate  this  observa- 
tion statistically. 

This  work  of  Drs.  Krupp  and  Friedman  not  only 
points  the  way  to  further  research  but  also  sug- 
gests a role  which  all  of  us  might  follow  in  the  pre- 
vention of  migraine  and  other  psychosomatic  con- 
ditions such  as  hypertension,  arthritis,  asthma, 
gastric  ulcers,  and  a host  of  others.  In  working  with 
a mother  prenatally  and  in  the  child’s  early  years, 
we  have  the  unique  opportunity  of  guiding  her  in 
the  handling  of  the  child  and  thus  in  the  molding 
of  his  personality. 

The  authors  of  this  paper  noted  in  the  children 
who  were  studied  inhibition  of  aggressive  thought 
and  actions,  repressed  hostility,  and  many  neurotic 
symptoms  which  psychiatrists  believe  are  also  re- 
lated to  unexpressed  hostility  directed  toward 
parental  or  authority  figures.  From  the  moment 
we  are  born  until  we  die,  we  are  exposed  to  condi- 
tions which  provoke  hostility.  We  are  always 
being  asked  to  do  something  which  we  do  not  want 
to  do,  to  give  up  something  which  we  do  not  want 
to  give  up,  or  we  have  things  done  to  us  which  we 
do  not  like.  The  child  comes  from  the  warmth  and 
security  of  the  uterus  into  a world  where  people 
immediately  begin  to  do  things  to  him  and  demand 
things  from  him,  and  not  always  in  return  for  the 
warmth  and  security  of  maternal  love.  He  may  be 
deprived  of  breast  feeding  and  given  a less  satis- 
factory bottle  which  may  even  be  propped  up  by 
some  device  so  that  he  loses  even  the  comfort  of  his 
mother’s  arms  during  the  feeding.  He  is  expected 
to  suffer  his  hunger  until  his  scheduled  time.  He 
is  often  started  on  toilet  training  long  before  he  is 
prepared  for  it  in  neurophysiologic  development, 
and  he  is  subjected  to  harsh,  impatient  handling  not 
only  on  the  part  of  compulsive  mothers,  but  on  the 
part  of  those  who  have  read  books  which  advocate 
early  training  and  those  who  are  impatient  to  get 
past  that  stage  of  bottles  and  diapers. 

Too  early  and  too  harsh  training,  unsatisfied 
hunger,  both  for  adequate  nourishment  and  for 
love,  too  many  demands  on  a child  for  accomplish- 
ments beyond  his  capacity,  and  too  much  insist- 
ence that  a child  be  able  to  give  up  the  pleasures 
of  the  moment  for  the  rewards  of  the  distant  future — 
these  demands  of  adults,  made  in  the  name  of 
training  the  child  to  grow  up  to  be  an  acceptable, 
well-adjusted,  happy  citizen — may  result  in  quite 
the  opposite,  namely,  an  unhappy,  pessimistic, 
quarrelsome,  neurotic,  hypochondriacal,  miserable 
specimen  of  the  human  race. 

We  who  can  get  at  the  parents  early  in  the  child’s 
life  can  help  them  to  take  it  easy  in  their  training 
program  so  that  a child  may  not  build  up  too  much 
hostility  and  may  have  outlets  for  expressing  it  oc- 
casionally in  saying  “I  don’t  like  you”  or  “I  don’t 
want  to  do  it”  without  being  punished  for  his 
audacity.  It  is  my  belief  that  a child  brought  up 
in  a warm,  accepting  family,  given  emotional  se- 
curity and  an  early  start  toward  becoming  an  inde- 
pendent personality,  will  have  less  chance  of  de- 
veloping migraine  or  other  psychosomatic  symptoms, 
regardless  of  genetic  or  inherited  predisposition. 
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SINCE  its  inception  more  than  fifty  years  ago, 
health  service  to  school  children  has  been 
furnished  by  practicing  physicians  of  the  city, 
working  on  a part-time  basis  for  the  Department 
of  Health.  At  the  present  time  there  are  four 
full-time  pediatricians  and  a staff  of  250  part- 
time  physicians  of  the  Bureau  of  School  Health 
engaged  in  this  activity.  Public  health  nursing 
service  is  furnished  by  the  Bureau  of  Nursing  in 
an  amount  equivalent  to  375  full-time  nurses. 
Actually  47  per  cent  of  available  nursing  time  of 
the  Department  of  Health  is  applied  to  health 
service  to  children  of  school  age. 

There  are  approximately  one  and  a quarter 
million  children  attending  the  public  and  paro- 
chial elementary  and  high  schools  in  the  city. 
They  attend  over  1,000  elementary  and  100  second- 
ary schools,  including  annexes.  The  Bureau  of 
School  Health  serves  all  but  31  public  secondary 
schools  and  upon  full  expansion  will  include  these 
schools  as  well. 

The  school  health  service  is  not  a treatment 
agency.  All  children  with  health  problems  dis- 
covered are  referred  either  to  their  private  phy- 
sicians or  to  other  treatment  agencies.  The 
major  objective  of  the  school  health  service  is  to 
strive  to  discover  the  child  in  need  of  health  care, 
either  physical,  developmental,  or  emotional,  and 
to  see  that  he  receives  proper  medical  treatment. 

Elementary  and  Junior  High  School 
Health  Service 

The  program  for  carrying  out  the  objectives  of 
the  school  health  service  takes  the  following 
form  in  elementary  and  junior  high  schools: 

1.  All  children  newly  admitted  to  the  schools, 
public  or  parochial,  are  required  by  law  to  have  a 
history  and  physical  examination,  either  by  their 
own  physicians  or  by  the  school  physician,  at  the 
option  of  the  parent. 

2.  An  upper  grade  routine  examination,  at 
the  present  time  the  sixth  grade,  has  been  added 
within  the  past  two  years. 

3.  Pupils  who  will  enter  high  schools  are  re- 
quired to  have  a routine  health  examination. 
This  is  done  in  the  eighth  or  ninth  grade  of  ele- 
mentary or  junior  high  school  and,  as  in  the  case 
of  the  other  examinations,  it  is  performed  at  the 
option  of  the  parent,  either  by  the  private  phy- 
sician or  the  school  doctor.  The  distribution  of 
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examination's  among  these  two  groups  will  be 
described  in  the  second  half  of  this  presentation. 

When  the  examination  is  performed  by  the 
school  physician,  especially  in  the  new  admission 
group,  the  parent  is  urged  to  be  present  in  order 
that  a good  history  may  be  obtained  and  in  order 
that  she  may  be  properly  advised  in  the  carrying 
out  of  the  instructions  on  the  health  needs  of  her 
child.  Seventy-five  per  cent  of  the  parents  are 
regularly  present  at  new  admission  examinations 
and  about  70  per  cent  at  the  upper  grade  examina- 
tions. 

In  addition  to  routine  examination,  there  is  a 
responsibility  for  finding,  in  all  grades,  the  child 
who  may  present  a health  problem.  For  this 
purpose  there  is  scheduled  on  a regular  basis  a 
teacher-nurse  conference  for  each  class  once  a 
year.  At  such  conferences  the  nurse  and  teacher 
review  the  medical  record  and  the  teacher’s 
health  record  of  each  child  in  the  class  and  decide 
whether  or  not  a health  problem  may  be  present. 
Should  there  be  a doubtful  problem  present,  the 
child  is  referred  to  the  school  physician  for  screen- 
ing. At  such  times  the  physician  reviews  the 
case,  does  as  much  of  an  examination  as  is  neces- 
sary to  determine  whether  further  inquiry  is  ad- 
visable, and  returns  the  child  to  the  classroom 
with  instructions  for  the  teacher.  This  is  called 
a screening  examination.  If,  at  the  teacher- 
nurse  conference,  a clear-cut  problem  is  thought 
to  exist,  the  child  is  scheduled  for  a complete  ex- 
amination by  the  school  physician.  The  parent 
is  requested  to  be  present  on  the  appointed  day, 
and  upon  the  basis  of  the  doctor’s  findings,  re- 
ferral for  treatment  is  made.  This  is  known  as  a 
special  referral  examination. 

As  will  be  pointed  out  in  more  detail  later,  a 
large  number  of  these  children  are  sent  to  private 
practitioners,  and  future  school  health  supervision 
is  dependent  upon  the  information  and  recom- 
mendation to  the  school  by  the  practitioner. 

While  new  admission  and  upper  grade  ex- 
aminations, together  with  screenings  and  speci- 
ally referred  children,  constitute  a major  activity 
of  the  school  health  service,  they  by  no  means 
cover  the  total  work  performed.  For  instance, 
there  are  each  year  about  500,000  morning  in- 
spections of  pupils  with  suspected  illness  who  are 
referred  to  the  nurse  or  physician  by  the  classroom 
teacher  at  the  beginning  of  the  school  day.  In 
addition,  the  nurse  and  school  doctor  see  another 
half  million  each  year  who  return  for  follow-up 
report  on  current  or  completed  health  care. 
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In  speaking  of  follow-up,  there  is  perhaps  no 
more  important  activity  of  the  school  health 
service  than  this  one.  There  is  little  use  in  de- 
voting great  effort  to  finding  the  child  with  a 
health  problem,  unless  something  is  done  to  see 
that  the  child  is  placed  under  adequate  medical 
care.  Therefore,  a major  duty  of  the  public 
health  nurse  assigned  to  the  school  health  service 
is  that  of  assisting  and  encouraging  the  parent  in 
solving  the  health  problem  discovered  in  the 
school  child.  She  does  this  by  parent  conferences 
at  the  school,  by  home  visits  when  necessary,  by 
conference  with  and  advice  to  the  teaching  staff, 
and  by  her  knowledge  of  treatment  facilities,  in- 
cluding the  private  phj^sician.  The  school  phy- 
sician, for  his  part,  often  confers  with  the  family 
physician  on  matters  of  special  class  placement  of 
the  handicapped  or  chronically  ill  child,  explain- 
ing the  advantages  or  limitations  which  a given 
school  may  have  in  carrying  out  recommenda- 
tions of  the  private  physician. 

To  facilitate  further  the  diagnosis  and  proper 
educational  placement  of  children  presenting 
problems  of  physical  adjustment  to  school  cur- 
riculum, the  Department  of  Health,  through  its 
Bureau  of  Physically  Handicapped  Children, 
has  made  available  to  the  private  physician  and 
school  doctor  confidential  consultation  sendees, 
including  laboratory  facilities  for  cardiac,  ortho- 
pedic, and  ophthalmologic  cases.  There  is  no 
charge  for  these  services  and,  as  mentioned  above, 
confidential  reports  are  returned  to  the  referring 
physician. 

Another  health  service  rendered  to  the  school 
pupils  is  concerned  with  those  who  are  candidates 
for  interschool  athletic  competition.  The  pre- 
vious health  record  is  reviewed  by  the  school 
physician,  and,  if  necessary,  examination  is  done 
before  the  pupil  is  permitted  to  engage  in  com- 
petitive sports  with  teams  from  other  schools. 
In  a like  manner,  the  school  physician  reviews 
the  health  records  of  applicants  for  high-school 
placement.  While  all  pupils  are  required  to  have 
a pre-high-school  health  examination  either  by 
the  private  doctor  or  the  school  physician,  the 
above  appraisal  of  the  child  by  the  school  physi- 
cian serves  to  guide  the  secondary  school  staff  in 
suitable  academic  or  vocational  placement.  This 
appraisal  is  done  well  in  advance  of  the  time  when 
the  applicant  will  enter  high  school,  so  that  if 
adjustment  of  high-school  admission  is  required, 
no  time  is  lost.  By  this  means  severely  handi- 
capped children  are  prevented  from  enrolling  in  a 
vocational  high  school  only  to  find  too  late  that, 
because  of  their  handicap,  they  are  unable  to 
carry  out  the  work  at  the  school.  The  appraisal 
in  broad  general  terms  is  related  to  physical  dis- 
ability and  limitations  and  is  not  to  be  construed 
as  offering  specific  vocational  guidance. 


Summarizing  the  elementary  and  junior  high- 
school  health  service,  this  program,  which  is  de- 
signed to  discover  the  child  in  need  of  health 
guidance  and  care,  includes  the  following: 

1.  Periodic  health  examinations  for  (a) 
newly  admitted  children,  (6)  children  of  an  upper 
grade  (at  present  the  sixth  grade),  (c)  pre-high- 
school  entrance,  and  ( d ) high-school  applicants. 

2.  Case-finding  through  teacher-nurse  con- 
ferences whereby  pupils  are  referred  to  the  school 
physician  for  (a)  screening,  ( b ) complete  ex- 
amination. 

3.  Follow-up  program  including  (a)  nurse- 
parent  conference,  ( b ) doctor-parent  conference, 
(c)  nurse  home  visit,  and  (d)  doctor  and  nurse  con- 
ferences with  education  staff  and  community 
health  agencies,  including  the  private  physician. 

4.  Training  program  for  doctors,  teachers, 
nurses,  and  medical  students  in  school  health 
service. 

High-School  Health  Service 

The  Bureau  of  School  Health  now  serves  46 
vocational  high  schools  and  their  annexes  and  28 
academic  high  schools.  These  figures  represent 
more  than  half  of  the  total  high-school  student 
body.  Efforts  are  being  made  to  serve  all  second- 
ary schools,  eventually,  but  we  are  hampered  in 
this  aim  by  a serious  shortage  of  nursing  staff, 
which  at  this  time  shows  no  signs  of  improvement. 
The  program  here  is  similar  to  that  in  elementary 
schools  in  that  it  strives  to  discover  the  student  in 
need  of  health  care,  either  physical,  mental,  or 
emotional,  and  to  place  him  under  suitable  care. 

There  are  certain  differences,  however,  in  mode 
of  operation  because  of  the  fact  that  at  the  second- 
ary school  level  we  are  dealing  with  an  older 
group  than  at  the  elementary  level ; since  most  of 
the  students  are  at  some  phase  of  adolescence, 
the  service  has  to  be  oriented  to  the  facts  of  phys- 
iologic and  emotional  growth  patterns  displayed 
by  this  group.  As  with  the  younger  pupils,  en- 
trance examination  is  required  of  those  who 
have  not  been  examined  prior  to  admission  to 
high  school.  Here  again  the  family  physician 
plays  an  important  part.  Another  routine  health 
examination  or  conference  is  done  at  some  time 
during  the  last  year  at  high  school,  preferably 
during  the  first  half  of  the  final  year. 

In  the  intervals,  students  are  referred  to  the 
medical  room  by  the  various  classroom  teachers 
and  by  the  health  education  staff.  The  latter, 
concerned  with  all  health  teaching  and  physical 
education,  comes  into  contact  with  all  students 
and  does  an  excellent  screening  job.  The  school 
nurse  and  physician  work  very  closely  with  the 
health  education  counsellors.  Since  students, 
as  they  grow  older,  may  be  expected  to  take  more 
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and  more  responsibility  for  their  personal  health, 
parents  are  not  routinely  asked  to  be  present  at 
examinations;  when  occasion  arises,  however, 
they  are  called  in.  Much  of  the  health  work  is  in 
the  nature  of  consulting  with  students  who  are 
often  perplexed  by  the  normal  problems  of  adoles- 
cence and  unevenness  in  physical  growth  and 
emotional  maturation.  Time  does  not  permit  me 
to  go  into  further  detail  with  this  topic,  but  it  is 
at  present  the  subject  of  widespread  medical  and 
educational  interest,  as  you  know. 

Included  in  the  program  are  provisions  for 
examining  students  who  wish  to  enter  employ- 
ment either  temporarily  or  permanently.  In 
New  York  City  the  law  requires  that  they  be  ex- 
amined by  a Health  Department  physician. 
With  the  entire  school  health  record  available, 
the  physician  is  in  a position  to  render  a very  im- 
portant service  to  these  students  since  they  may 
not  avail  themselves  of  further  medical  or  health 
guidance  once  they  leave  school.  Actually,  about 
15  per  cent  are  given  limited  certificates  of  em- 
ployment because  of  medical  conditions  which 
are  found  and  must  return  after  a six-month  in- 
terval for  re-examination.  In  addition  to  this 
service,  chest  x-rays  are  provided.  Occasionally 
there  is  discovered  an  early,  active  tuberculosis 
which  would  undoubtedly  have  gone  on  to  serious 
proportions  before  the  individual  himself  would 
have  become  aware  of  the  condition. 

The  working-paper  examination  program  in 
high  schools  had  its  origin  in  the  activities  of  the 
six  larger,  regular,  working-paper  clinics  which 
operate  in  the  five  boroughs.  To  these  clinics 
come  boys  and  girls  from  twelve  to  eighteen  years 
of  age,  both  resident  and  from  out  of  town,  who 
wish  to  work  in  the  city.  It  is  surprising  to  note 
the  wide  variety  of  remediable  conditions  found 
in  this  group.  A public  health  nurse,  relieved  of 
j clerical  duties,  counsels  these  boys  and  girls  in 
obtaining  treatment.  As  in  all  other  branches  of 
the  school  health  service,  many  of  them  are  re- 
ferred to  private  practitioners  for  medical  care. 

Training  Program 

It  should  be  clear  from  the  brief  description  of 
services  noted  above  that  some  specialized  knowl- 
edge of  services  devoted  to  the  health  of  school 
age  children  is  required  of  the  physicians  partici- 
pating in  it.  To  make  certain  that  these  physi- 
cians understand  and  can  function  efficiently  and 
sympathetically  in  the  service,  an  orientation 
course  is  given  to  all  newly  appointed  doctors. 
For  the  course,  which  is  of  six  weeks  duration,  a 
staff  composed  of  members  of  the  Board  of  Edu- 
cation, Department  of  Health,  and  of  the  var- 
ious medical  schools  in  the  city  has  been  formed. 
All  aspects  of  health  supervision  in  the  school 
situation,  educational,  medical,  and  emotional, 


are  authoritatively  presented.  The  mentally  and 
physically  handicapped  child,  the  emotionally 
disturbed,  the  epileptic,  the  diabetic,  the  car- 
diac, the  orthopedic,  and  many  others  are  con- 
sidered from  the  point  of  view  of  the  school  en- 
vironment. Finally,  the  physician  is  assigned  for 
about  two  weeks  of  field  work,  where  he  actually 
does  the  school  health  job  under  close  supervision 
of  an  experienced  physician,  before  he  receives 
a regular  school  assignment. 

Another  aspect  of  orientation  in  school  health 
work  concerns  the  classroom  teacher.  It  is 
often  remarked  that  the  teacher,  by  virtue  of  her 
daily  contact  with  children,  is  the  key  person  to 
observe  health  deviations  in  the  child  and  to  refer 
him  early  for  medical  appraisal.  Yet  in  her  un- 
dergraduate training  there  is  little  or  no  oppor- 
tunity to  see  a school  health  service  in  action  and 
to  learn  how  to  use  it.  With  the  cooperation  of 
Queens  College,  the  College  of  the  City  of  New 
York,  and  Hunter  College,  we  have  arranged  a 
program  of  student  teacher  orientation  in  school 
health  practice.  This  consists  of  preliminary 
lectures,  actual  observation  of  the  doctor  and 
nurse  working  during  a medical  session  at  the 
school,  sitting  in  at  a teacher-nurse  conference, 
and,  finally,  a review  session  with  staff  members 
of  the  Bureau  of  School  Health.  Since  this  ac- 
tivity is  timed  to  coincide  with  the  period  when 
the  student  teacher  is  assigned  to  her  field  work  in 
the  schools,  the  results  achieved  are  lasting  and 
useful.  Within  the  past  three  years  more  than 
800  student  teachers  have  received  this  practical 
introduction  into  the  health  supervision  of  the 
school-age  child. 

The  Medical  Student  and  School  Health 

Not  many  years  ago,  the  teaching  of  public 
health  to  medical  students  was  treated  in  a more 
or  less  brief,  cursory  fashion.  With  the  ad- 
vances in  knowledge  of  this  science  and  its  in- 
creasing importance,  more  time  and  improved 
courses  are  given  to  the  undergraduate  medical 
students.  School  health  has  shared  in  this  prog- 
ress, and  now  students  of  the  five  medical  schools 
in  the  city  receive  orientation  in  school  health 
service  in  a fashion  somewhat  similar  to  that  of 
student  teachers  but  with  the  teaching  adjusted 
to  the  needs  of  the  future  practicing  physicians. 
Thus,  by  direct  observation  of  the  health  service 
in  the  schools,  conferences  with  school  supervisory 
physicians,  nurses,  and  health  officers,  they  gain 
an  appreciation  of  the  importance  of  health  as- 
pects of  the  child  attending  school. 

Research  Programs 

An  activity  as  large  as  the  school  health  service 
would  be  remiss  if  it  did  not  utilize  the  oppor- 
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tunity  to  make  inquiry  into  the  problems  met 
with  in  the  health  care  of  school  children. 

A few  of  the  research  programs  now  under  way 
or  recently  completed  may  be  mentioned : 

1.  Tuberculin  testing  in  cooperation  with  the 
Bureau  of  Tuberculosis.  This  is  a four-year 
study  on  about  14,000  high-school  students  to  de- 
termine the  rate  of  conversion  from  negative  to 
positive  tuberculin  reactions.  The  study  is  being 
done  in  the  interest  of  developing  a tuberculosis 
survey  program  suitable  to  local  needs  and  per- 
haps with  wider  implications  for  other  communi- 
ties. 

2.  With  Cornell  Medical  College  and  the 
United  States  Public  Health  Service,  a study  of 
blood  pressure  on  about  3,000  elementary  school 
children. 

3.  In  conjunction  with  the  Board  of  Educa- 
tion, a study  of  the  causes  for  students  leaving 
high  school  before  graduation.  It  is  estimated 
that  an  average  of  50  per  cent  of  students  in  the 


United  States  drop  out  before  finishing  the  high- 
school  course. 

4.  In  cooperation  with  the  Rheumatic  Fever 
Project,  Lower  East  Side  Health  Center,  a com- 
parative study  of  the  school  physician’s  efficiency 
in  detecting  the  significantly  rheumatic  and  car- 
diopathic  child  with  the  limited  means  at  his 
disposal.  This  study  has  been  completed,  and 
data  are  now  being  compiled  for  publication. 

Summary 

It  is  hoped  that  the  foregoing  presentation  has 
given  some  idea  of  the  philosophy  and  practice  of 
the  school  health  service.  The  service  has  many 
other  activities,  but  time  does  not  permit  their 
being  enumerated  here.  As  a cooperative  under- 
taking with  the  Board  of  Education,  it  strives  to 
protect  the  health  of  the  school-age  child,  and 
where  possible,  to  prevent  the  development  of 
disease  and  to  help  him  to  become  a useful  citi- 
zen. 


ANNOUNCEMENT 

1953  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 

May  4 to  8 


HOTEL  STATLER,  BUFFALO 


THE  ROLE  AND  FUNCTION  OF  THE  PRIVATE  PHYSICIAN  IN  THE 
SCHOOL  HEALTH  SERVICE  PROGRAM 

Harold  Jacobziner,  M.D.,  and  Robert  W.  Culbert,  M.D.,  New  York  City 
( From  the  Department  of  Health,  City  of  New  York ) 


THE  school  health  program  in  New  York 
City  is  made  up  of  several  components,  each 
with  its  own  distinctive  purpose,  but  at  the  same 
time  so  interwoven  with  the  others  that  no  one 
can  function  completely  by  itself.  All  have  the 
same  ultimate  objective — health.1 

Good  health  supervision  requires  well  coordi- 
nated and  integrated  teamwork.  The  skill  and 
knowledge  of  all  interested  in  child  health  and 
welfare  must  be  utilized  to  the  maximum.  A 
child  cannot  and  should  not  be  thought  of  as 
subdivided  into  distinct  component  parts;  he 
must  be  treated  as  a whole.  It  is  the  total  child 
and  not  the  individual  disorder  which  is  impor- 
tant. In  addition,  the  child  cannot  be  thought 
of  as  separate  from  his  family  and  the  community 
of  which  he  is  but  a part.  The  quality  of  the 
parent-child  relationship  and  the  child’s  relation- 
ship to  the  school  environment  and  the  com- 
munity must  also  be  considered.  The  child’s 
health,  therefore,  is  not  an  isolated  incident  but 
is  dependent  significantly  on  the  health  of  the 
family  and  the  entire  community. 

Role  of  the  Family  Physician 

It  is  generally  agreed  that  health  maintenance, 
health  protection,  and  health  promotion  of  the 
school-age  child  is  chiefly  the  responsibility  of 
the  family.  The  family  physician  has  an  inti- 
mate knowledge  of  the  child’s  growth  and  develop- 
ment, he  is  familiar  with  the  family  background, 
the  child’s  health  habits  and  attitudes,  and  he 
can  institute  needed  medical  care  promptly 
as  indicated. 

The  family  physician  is  thus  in  a most  strate- 
gic position  to  provide  the  needed  health  super- 
vision for  the  school-age  child.  The  school 
health  service  in  New  York  City  recognizes 
this  fact  and  strongly  recommends  that  the 
family  physician  examine  children  prior  to  their 
admission  to  school  and  that  he  also  provide  the 
needed  health  guidance,  counseling,  follow-up 
and  treatment,  as  indicated. 

It  is  exceedingly  important,  however,  that  a 
family  physician  look  upon  the  health  appraisal 
of  the  newly  admitted  child  not  as  a mere  routine 
formality  but  as  a rare  opportunity  for  preven- 
tive medicine  at  its  best.  As  health  adviser 
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to  the  family,  he  plays  a very  important  role  in 
maintaining  and  improving  the  health  of  the 
school-age  child.  It  is,  therefore,  extremely 
important  for  the  private  physician  to  have  a 
wide  knowledge  and  understanding  of  the  school 
environment,  and  the  total  school  health  pro- 
gram, its  aims,  objectives,  philosophy,  motiva- 
tions, methodology,  etc. 

While  the  family  physician  does  not  have  to 
make  any  apologies  for  his  very  proud  record  of 
achievement  and  high  quality  of  medical  care 
given  to  his  patients,  there  is  need  for  a better 
understanding  on  the  part  of  the  private  physician 
of  the  role  and  function  of  the  school  physician 
and  the  school  health  service. 

The  Astoria  Study2  showed  a general  high 
degree  of  acceptance  of  the  school  health  program 
by  private  physicians,  but  only  one  fifth  of  over 
300  physicians  interviewed  had  had  any  personal 
contact  with  either  a school  physician  or  a school 
nurse.  Only  30  per  cent  knew  the  name  of  the 
health  officer  of  the  district  in  which  they  prac- 
ticed, and  only  5 per  cent  of  the  physicians 
had  any  knowledge  of  just  what  the  New  York 
City  school  physician  does  in  his  school  work 
and  the  limitations  placed  upon  him.  It  was 
obvious  that  the  private  physician  needed  a more 
comprehensive  outline  of  the  policies  of  the  school 
health  service  program.  It  is  hoped  that  the 
physician  of  today  is  afforded  such  an  opportunity. 
This  meeting,  arranged  by  your  chairman,  is 
certainly  a step  in  the  right  direction. 

It  may  be  worth  quoting  one  private  physi- 
cian’s statement  during  an  interview:  “There  is 
no  competition  between  the  school  medical 
services  and  the  private  practice.  I feel  that 
the  Department  of  Health  is  on  the  job  when 
it  sends  to  me  as  many  children  for  examination 
and  treatment  as  can  afford  it.  Not  only  is  it  not 
in  competition,  but  it  is  giving  service  necessary 
to  the  public  welfare  that  cannot  be  given  by 
private  physicians.”2 

Cooperation  between  the  school  health  serv- 
ices and  practicing  private  physicians  must  be 
the  keystone  if  the  school  health  program  is  to 
succeed  and  function  effectively.  The  school 
health  program  must  utilize  fully  the  services  of 
practicing  physicians,  without  unnecessary  dup- 
lication of  effort.  There  must  be  mutual  trust 
and  respect  and  an  awareness  of  the  competency, 
skills,  and  contributions  of  both  school  physicians 
and  practicing  physicians.  Both  must  be  aware 
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of  their  respective  roles  and  functions,  and  their 
interdependence  and  relation  to  one  another. 

The  family  physician  is  the  chief  liaison  officer 
in  relation  to  the  family  and  maintains  continuity 
of  care  throughout  the  child’s  stay  in  school. 
He  must,  therefore,  work  very  closely  and 
harmoniously  with  the  school  health  team  to  the 
best  advantage  of  his  little  patients  who  are 
attending  school. 

Joint  efforts  and  cooperative  action  are  essen- 
tial. The  private  physician  has  indeed  ample 
experience  in  functioning  adequately  as  a member 
of  a team,  for  he  actually  functions  in  that  capac- 
ity in  his  hospital  practice  where  man}-  skills 
and  specialties  are  represented.  Most  prac- 
ticing physicians  have  a distinct  ability  to  work 
satisfactorily  with  others.  Cooperative  medical 
teamwork  generally  tends  to  raise  the  quality 
of  medical  care  in  a community. 

Integration  must  be  based  on  a complete  under- 
standing of  the  functions  of  all  the  members  of 
the  health  team.  The  “why’s”  and  “wherefore’s” 
of  the  entire  program  must  be  clearly  understood 
in  order  to  prevent  conflicts  and  needless  duplica- 
tion of  effort.  Better  means  of  communica- 
tion and  free  interchange  of  ideas  must  be  estab- 
lished, for  objectives  are  finally  achieved  through 
interpersonal  relations  and  their  interactions. 

It  is  possible  that  much  anxiety  and  at  times 
distrust  could  be  easily  avoided  if  a wider  ex- 
change of  information  relating  to  our  services, 
aims,  objectives,  and  achievements  were  possible. 
There  is  a need  for  better  coordination  and  team- 
work between  the  preventive  and  curative  serv- 
ices. 

Role  of  the  Private  Physician  in  Case- 
Finding 

During  the  last  school  year  the  family  physician 
completed  67,975  new  admissions  out  of  a total 
of  139,739,  or  about  49  per  cent  of  all  new  admis- 
sions completed.  In  1936  the  family  physician 
completed  only  14  per  cent  of  all  new  admissions. 

In  addition  to  the  new  admission  examination, 
the  family  physician  also  does  routine  examina- 
tions for  a large  number  of  children  in  the  upper 
grades  and  examinations  for  entrance  to  high 
schools.  A count  is  not  kept  of  the  exact  number, 
but  it  runs  into  the  thousands. 

The  health  appraisal  must,  of  course,  be  done 
very  carefully  and  in  a leisurely  manner,  so  that 
it  may  serve  as  a positive  health  educational 
experience  for  parent  and  child.  It  is  advisable 
to  tell  the  child  in  simple  language  the  reason  for 
the  examination  and  for  any  needed  treatment. 
The  examination  must  also  take  into  considera- 
tion the  physical,  mental,  emotional,  and  social 
factors. 

Health  counseling  of  parent  and  child  is  essen- 


tial. The  attitude  of  the  family  physician  relat- 
ing to  the  examination  is  very  important.  He 
must  look  upon  it  not  as  a routine  requirement, 
but  as  a means  for  aiding  the  child’s  general 
health  and  progress  in  school.  The  family 
physician,  as  an  important  member  of  the  health 
team,  thus  has  a rare  opportunity,  in  performing 
his  functions  of  case-finding,  to  interpret  his 
findings  to  the  family,  to  institute  needed  treat- 
ment promptly,  to  provide  health  counseling  to 
child  and  family,  and  to  plan  for  the  child’s 
continuous  health  supervision,  since  a child  is 
in  need  of  health  supervision  in  and  out  of  school, 
in  health,  and  in  disease. 

It  is  axiomatic  that  continuity  of  supervision 
and  sendees  will  yield  the  best  results.  In  order 
to  insure  proper  health  guidance  and  adequate 
supendsion  in  the  school  environment,  the  family 
physician  has  an  obligation  to  provide  the  school 
health  services  wdth  a complete  and  detailed 
record3  containing  all  pertinent  information  ob- 
tained, relating  to  child  g,owth  and  development, 
and  health  status  in  the  preschool  years,  since 
many  adverse  health  conditions  have  had  their 
origin  prior  to  admission  of  the  child  to  school. 
Basic  information  to  be  included  in  the  record 
is  the  family  history,  personal  history,  immuniza- 
tion status,  results  of  health  appraisal,  results 
of  all  laboratory  tests,  diagnosis,  summary  of 
findings  significant  to  the  school,  recommenda- 
tions to  the  school,  recommendations  to  the  nurse, 
and  recommendations  for  follow-up.4 

The  above  information  is  needed  to  insure 
proper  health  supervision  and  proper  health 
guidance,  placement,  and  any  curricular  and 
recreational  activity  adjustments,  when  needed, 
according  to  the  individual  child’s  requirements. 
The  information  is  useful  also  for  proper  follow- 
up and  for  referral  back  to  the  private  physician, 
when  indicated. 

Role  of  the  Private  Physician  in  Follow-Up 

As  a result  of  new  admission  examinations 
completed  by  school  health  sendees  and  private 
physicians,  37,765  children  were  referred  by  the 
school  health  sendee  for  further  follow-up 
and  medical  investigation.  It  is  paradoxic 
that  out  of  this  number,  the  school  health  serv- 
ice is  responsible  for  29,392  referrals  to  the 
family  physician  for  follow-up,  and  the  family 
physician  is  responsible  for  only  8,373  recommen- 
dations for  follow-up,  although  the  number  of 
new  admission  examinations  completed  by  each 
is  nearly  equal  (Fig.  1). 

The  reason  for  this  discrepancy  is  not  quite 
clear.  A general  review  of  many  thousands  of 
records  on  school  children  examined  by  private 
physicians  reveals  that  a surprisingly  large 
number  of  children  are  marked  “normal”  al- 
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Fig.  1.  Case-finding:  new  admission  examina- 

tions in  elementary  schools  in  New  York  City,  Sep- 
tember 1950-June,  1951. 


though  they  present  many  obvious  adverse 
conditions.8 

The  number  of  adverse  conditions  unnoted 
by  the  private  physician  is  much  higher  than  the 
number  unnoted  by  the  school  physician,  by 
a ratio  of  almost  four  to  one.  There  are  several 
factors  which  may  be  offered  to  explain  this 
phenomenon : 

1.  The  private  physician  may  consider  his 
findings  “confidential  information”  and  may  be 
unwilling  to  disclose  them.  (It  may  be  stated 
here,  however,  that  all  medical  information  is 
considered  confidential  by  the  school  health 
service,  and  the  medical  record  is  not  made 
available  to  anyone  except  the  medical  staff. 
Findings  are  interpreted  to  the  teachers,  and 
only  such  information  as  is  needed  for  the  proper 
guidance  of  the  pupil  is  provided  to  the  classroom 
teacher.) 

2.  Children  examined  by  practicing  physicians 
may  have  received  better  preschool  health  super- 
vision, may  constitute  a better  socioeconomic 
group,  and  may  present  fewer  adverse  health 
conditions,  as  a result  of  previous  examinations. 
There  is  ample  evidence,  however,  that  this 
explanation  would  not  account  for  the  marked 
discrepancy  noted. 

3.  The  private  physician  looks  upon  the 
health  appraisal  for  admission  to  school  as  a mere 
formality  and  at  times  as  an  unnecessary  evil. 

4.  By  virtue  of  his  training  and  experience, 
he  is  more  interested  in  clinical  findings  and 
curative  medicine,  rather  than  in  health  super- 
vision. 


Family  Physician  as  a Treatment  Agency 

As  a result  of  special  referral  examinations, 
there  were  last  year  22,000  children  referred  by 
the  school  health  service  to  the  family  physician 
for  needed  curative  services.  These  were  all 
children  with  health  problems  who  were  selected 
on  the  basis  of  teacher-nurse  conference,  screen- 
ing, and  special  referral  examinations.  The 
school  health  service  does  not  offer  any  treat- 
ment services,  but  the  parent  is  advised  of  the 
physician’s  findings  and  recommendations,  and 
is  strongly  urged  to  institute  prompt  follow-up 
under  the  supervision  of  the  family  physician 
and  prompt  correction  of  any  remediable  defects. 

The  private  physician  is  provided  with  a 
detailed  statement  of  conditions  found  at  the 
time  of  the  examinations,  and  he  is  also  asked  to 
fill  out  in  detail  a form  provided  for  the  private 
physician’s  recommendations,  so  that  these 
recommendations  may  be  meticulously  carried 
out,  and  so  that  the  school  health  service  may 
refer  the  child  back  to  him  for  further  care  when- 
ever a need  for  such  referral  is  indicated  by  him. 

To  give  an  approximate  idea  of  the  extent  of 
referrals  made  to  family  physicians,  in  a recent 
study  on  “What  Does  the  School  Physician  See?” 
it  was  found  that  in  a ten-day  period,  out  of 
14,132  children  examined  by  school  physicians, 
9,003  children  were  discovered  with  adverse 
health  conditions  and  referred  to  their  family 
physicians  for  further  follow-up  and  care.6 

To  mention  but  a few  clinical  entities  of  medical 
interest  represented  in  this  group,  there  were 
noted  anemias  of  all  forms  and  blood  dyscrasias, 
such  as  leukemia,  sickle  cell  anemia,  and  Banti’s 
disease.  There  were  also  cataracts,  keratitis, 
retinitis,  and  appendicitis,  diverticulitis,  and 
splenitis,  meningitis,  encephalitis,  poliomye- 
litis, nephritis,  and  hepatitis,  congenital  mal- 
formations, all  common  contagious  diseases, 
renal  calculi,  and  congenital  absence  of  a kidney, 
hernias,  gastroptosis,  and  tuberculosis,  a variety 
of  clinical  entities  from  acne  to  verruca  and  from 
albinism  to  von  Recklinghausen’s  disease,  from 
adrenogenital  syndrome  to  schizophrenia,  and 
from  malaria  to  manic  depressive  psychosis  and 
pediculosis,  from  all  forms  of  traumatic  accidents 
to  pregnancy,  of  which  there  were  five  cases 
found  in  the  ten-day  study  period. 


5.  He  often  may  yield  to  patients’  requests 
not  to  stigmatize  the  child  and  not  to  mark  the 
child  as  suffering  from  any  handicapping  condi- 
tions. 

The  family  physician,  however,  has  a duty  and 
an  obligation  to  the  child  and  family  to  note 
carefully  all  findings  and  conditions  discovered 
during  the  health  examination  and  those  known 
to  him  previously. 


Family  Physician  as  a Health  Educator  and 
Counselor 

Obviously  an  important  part  of  health  counsel- 
ing, health  guidance,  and  health  promotion  begins 
with  the  health  examination  which  must  serve 
as  a health  educational  experience  and  motivate 
the  parent  and  child  in  regard  to  the  need  for 
better  health  protection.  Physicians  can  and 
LIBRARY  OF  Tfffe°uld  *n^uence  parents  on  the  meaning  of  good 
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health  and  its  importance  for  the  child’s  progress 
and  optimal  development.  The  family  physician 
can  also  influence  parent  and  child  on  the  need 
to  institute  immediate  correction  of  remediable 
adverse  health  conditions.  Indeed,  follow-up 
and  treatment  may  start  at  the  time  of  the  health 
appraisal  examination. 

The  family  physician  is  the  family  adviser  and 
cooperates  with  the  school  health  service  by 
providing  the  necessary  health  services  to  his 
patients  who  attend  school.  It  is  also  possible 
in  many  instances  for  the  family  physician  to 
correct  many  remediable  defects  prior  to  the 
child’s  entrance  into  school. 

The  family'  physician  should  also  utilize  the 
health  examination  as  a medium  for  the  “im- 
munization” of  parent  and  child  against  acci- 
dents and  for  inculcating  a basic  knowledge  on 
the  need  of  home  safety  and  accident  preven- 
tion. 

Role  of  the  Physician  in  Control  of  Com- 
municable Diseases 

The  family'  physician  administers  many'  im- 
munizations against  communicable  diseases  to 
children  of  school  age.  Thus  he  is  very  instru- 
mental in  the  control  of  communicable  diseases. 
The  physician  of  today'  no  longer  concerns  him- 
self primarily  with  the  care  of  the  sick  exclu- 
sively'. Preventive  medicine  has  become  a 
major  concern  of  the  family  physician  and  the 
pediatrician  in  particular. 

Basic  preventive  medicine  begins  at  home. 
The  entire  health  team,  however,  which  includes 
the  family'  physician  in  a dominant  role,  the 
school  physician,  the  nurse,  the  dentist,  the 
teacher,  and  other  health  specialists  must  work 
in  unison  very'  diligently,  not  only  to  prevent 
disease,  but  to  promote  ideal  well-being  and  the 
health  and  happiness  of  the  child. 

Role  of  the  Practicing  Physician  as  a School 
Physician 

School  physicians  are  practicing  physicians 
employed  on  a part-time  basis  and  highly  selec- 
ted on  the  basis  of  training,  experience,  and  spe- 
cial interest.  There  are  about  250  part-time 
school  phy'sicians.  Prior  to  their  appointment, 
they'  are  given  an  extensive  preservice  training 
course,  as  described  by'  Dr.  Culbert  in  the  pre- 
vious paper.  It  is  worth  mentioning  that  with- 
out exception  the  phy'sicians  attending  the 
course  have  commented  spontaneously  that  the 
orientation  received  in  the  course  in  regard  to 
the  functions  of  the  school  physician,  the  aims, 
objectives,  philosophy',  and  methods  of  adminis- 
tration of  the  school  health  program,  and  espe- 
cially' the  new  concept  gained,  concerning  the 
public  health  approach,  have  aided  them  signifi- 


cantly in  their  private  practices;  they  have  been 
able  to  incorporate  these  technics  in  the  health 
supervision  of  their  private  patients. 

The  physicians-in-t  raining  also  have  stated 
that  they  had  very  little,  if  any,  knowledge  relat- 
ing to  the  school  health  services  and  activities 
prior  to  their  assignments  to  the  course.  They 
invariably  suggest  that  the  Health  Department 
publicize  these  activities  to  the  profession  at 

Family  Physician  as  Consultant 

As  stated  previously,  the  school  health  serv- 
ices do  not  include  treatment.  They  are 
limited  to  case-finding,  diagnosis,  follow-up, 
and  health  guidance.  Some  diagnostic  sendees  I 
such  as  eye,  cardiac,  and  orthopedic  are  available  j 
for  school  children;  ear  diagnostic  sendees  may  i 
soon  be  included.  These  sendees  are  staffed 
by'  practicing  physicians,  qualified  specialists  , 
in  their  respective  fields,  and  may  be  utilized 
by  the  private  physician  as  well  as  by  the  school 
physician.  The  child  is  referred  back  to  the 
private  physician  with  a detailed  report  of  find-  f 
ings  and  recommendations  for  after-care. 

All  too  few  practicing  physicians  are  aware  ] 
of  these  diagnostic  sendees  available  to  them, 
for  they  are  not  widely  used  by  them. 

Private  Physician  as  Adviser  to  School 
Health  Services 

Many  private  physicians,  members  of  your 
section,  sene  on  the  Pediatric  Advisory  Board 
of  the  Health  Department  and  offer  invaluable 
aid  to  the  school  health  service.  The  guidance, 
advice,  and  counsel  of  the  family  physician  is 
needed  in  the  development  of  a school  health 
program  on  a sound  and  productive  basis. 

Constructive  criticisms,  suggestions,  and  rec- 
ommendations which  will  tend  to  improve  the 
sendees  are  very  much  appreciated,  and  modifi- 
cations in  the  program  are  made  periodically  on 
the  basis  of  needs,  evaluations,  and  advice.  The 
program  is  not  static,  but  flexible,  and  open  to 
experiment.  Methods  and  technics  can  be  ' 
changed  if  new  technics  are  found  which  would 
contribute  more  effectively  to  the  efficiency  of  I 
the  program  and  which  would  be  to  the  ultimate  i 
advantage  of  the  school-age  child. 

Comments 

The  school  health  sendee  in  New  York  City  | 
has  demonstrated  conclusively  during  the  past  I 
ten  years  that  it  can  operate  and  function  very  | 
effectively  in  full  cooperation  with  the  practicing 
physician. 

The  private  physician  and  the  school  physician 
must  meet  on  common  ground  and  recognize 
each  other’s  sphere  of  influence  and  contribution! 
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The  private  physician  must  be  better  informed 
on  the  aims,  purposes,  objectives,  and  procedures 
of  the  school  health  service.  He  must  also 
have  a knowledge  of  the  basic  principles  of  public 
health  and  environmental  and  preventive 
medicine,  and  thus  be  better  suited  to  carry 
out  his  function  in  the  community  of  which  he  is 
but  a part.  The  family  physician  must  consult 
more  frequently  with  the  school  physician  and 
nurse  in  regard  to  the  health  of  the  school-age 
child  under  his  care.  He  must  participate  more 
actively  in  the  school  health  service  and  be 
considered  a member  of  the  “health  team.” 

There  is  need  for  a greater  interdependence 
between  the  school  and  private  physician  for 
skills,  knowledge,  and  services.  No  one  disci- 
pline is  capable  of  meeting  all  of  the  child’s 
needs.  Modern  health  supervision  requires  con- 
certed and  well-coordinated  teamwork.  Every 
member  of  the  team  must  be  mindful  not  only 
of  his  contribution,  but  of  the  part  played  by 
others.  There  must  be  a better  meeting  of 
minds.  It  is  important  for  the  family  physician 
i to  understand  that  the  school  health  service 
does  not  interfere  with  his  practice  in  any  way. 
It  does  not  supplant  him;  it  supplements  his 
services.  The  school  health  service  actually 
enhances  his  practice  by  many  thousands  of 
referrals  resulting  from  various  types  of  examina- 
tions. 

There  is  need,  however,  for  better  means  of 
communication  and  exchange  of  information. 
The  family  physician  should  know  the  school 
medical  staff  in  his  community  better,  should 
take  an  active  interest  in  the  local  school  health 
council  or  health  committee,  and  should  partici- 
pate in  joint  planning. 

The  school  health  service  also  has  some  obliga- 
tions toward  the  practicing  physician.  It 
must  provide  a wider  understanding  of  the  pro- 
gram to  the  profession  by  publicizing  its  services 
and  activities  at  meetings  and  in  medical  bulle- 
tins. It  may  also  provide  an  opportunity  for 
inservice  training  of  practicing  physicians  in 
the  school  health  service  program. 

Better  channels  of  communication  and  inter- 
change between  practicing  physicians  and  the 
school  health  team  must  also  be  provided.  There 
is  a need  for  exploratory  discussions  which  will 
crystallize  our  thinking  and  allow  us  to  become 
better  acquainted  so  that  we  may  attain  our 
common  objective  more  effectively. 

It  has  been  noted  that  critical  and  frank  pro- 
fessional discussions  usually  result  in  a fair 
degree  of  agreement.  More  collaboration  is 
needed.  Both  need  to  learn  from  one  another 
in  order  to  contribute  to  the  best  advantage  of 
the  individual  child.  The  objectives  of  both  are 
the  same,  although  their  methods  may  be  dissim- 
ilar. 


It  must  be  emphasized  that  preventive  medi- 
cine is  not  solely  within  the  province  of  a health 
department;  it  is  also  practiced  extensively  by 
practicing  physicians.  A study  made  in  1949 
by  the  American  Academy  of  Pediatrics  on 
child  health  services  reveals  that  54  per  cent 
of  the  pediatrician’s  time  is  devoted  to  health 
supervision,  and  that  only  43  per  cent  is  devoted 
to  the  care  of  sick  children.7  Thus,  the  pedia- 
trician actually  sees  more  well  children  than  sick 
ones.  Even  general  practitioners  devote  29 
per  cent  of  their  total  pediatric  practices  to  health 
supervision. 

The  primary  focus  of  the  profession  in  the 
future  will  undoubtedly  be  on  health  rather  than 
on  disease.  Health  will  be  considered  no  longer 
solely  as  an  end  but  also  as  a means. 

Summary  and  Conclusions 

1.  The  family  physician  is  an  important 
member  of  the  school  health  service  team. 

2.  He  plays  a dominant  role  in  case-finding, 
follow-up,  diagnosis,  consultation,  treatment, 
and  health  guidance. 

3.  He  gives  continuity  of  sendees,  preventive 
and  curative,  to  the  school-age  child  throughout 
the  year. 

4.  He  has  an  intimate  knowledge  of  the 
child,  parent-child  relationship,  and  family 
background,  and  is  in  a strategic  position  to 
guide  and  supervise  the  child’s  health. 

5.  He  has  an  obligation  to  submit  to  the 
school  health  service  complete  and  accurate 
records  for  the  proper  guidance  of  the  individual 
child. 

6.  More  active  participation  in  the  school 
health  service  program  is  recommended. 

7.  The  teamwork  principle  and  wider  collab- 
oration to  the  best  advantage  of  the  school-age 
child  is  stressed. 
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Discussion 

Harry  Bakwin,  M.D.,  New  York  City. — I shall 
limit  my  comments  to  two  aspects  of  the  school 
health  program,  the  school  health  examination  and 
the  teacher-nurse  conference. 

The  school  health  examination,  as  described,  is  a 
great  improvement  over  previous  practices  where 
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children  were  herded  together  and  given  a hurried 
once-over.  Nevertheless,  the  new  examination  is 
not,  in  my  opinion,  good  enough.  It  is  not  a sub- 
stitute for  the  examination  by  the  private  physician. 
By  its  very  nature  it  cannot  be. 

A patient  comes  to  a private  physician  of  his  own 
free  choice.  He  comes  because  he  has  confidence  in 
his  doctor,  and  he  is  consequently  ready  and  willing 
to  accept  suggestions. 

An  examination  in  the  private  physician’s  office  is 
given  and  interpreted  in  the  light  of  the  physician’s 
previous  experience  with  his  patient.  This  often  ex- 
tends back  to  the  birth  of  the  child  and  includes  a 
knowledge  of  the  parents  and  siblings,  the  home,  and 
so  on.  The  private  physician  is  not  interested  pri- 
marily in  detecting  “defects.”  He  has  no  supervisor 
to  check  on  whether  he  has  recorded  as  many  de- 
fects as  his  coworkers.  The  interview  which  pre- 
cedes and  follows  the  examination  serves  primarily  to 
allay  doubts  and  uncertainties  in  the  minds  of  the 
parents,  and  this  function  of  the  physician  is  of  pri- 
mary importance.  The  school  physician  cannot 
have  this  intimate  knowledge  of  the  patient  and 
his  family.  His  examination  is  designed  primarily 
to  discover  defects,  and  thus  it  has,  in  my  opinion, 
little  value. 


The  cost  of  the  school  health  program  is  by  no 
means  negligible.  According  to  my  calculations  the 
school  health  program  should  cost  about  SI, 000, 000. 
This  calculation,  based  on  salaries,  does  not  include 
the  numerous  minor  expenses  incidental  to  this  pro- 
gram. We  need  to  ask  ourselves  whether  this 
money  cannot  be  better  spent  in  other  ways. 

In  view  of  these  considerations  I should  suggest 
that  the  school  examination,  as  described  by  Drs. 
Culbert  and  Jacobziner,  be  omitted.  Instead,  sur- 
veys for  visual  and  auditory  deficiencies,  where  cor- 
rection is  possible,  should  be  made.  Special  atten- 
tion should  also  be  given  to  speech  difficulties  and 
reading  disability. 

As  for  teacher-nurse  conferences,  I would  suggest 
that  instead  of  having  teacher  and  nurse  meet  at 
specified  times,  teachers  be  trained  and  alerted  to 
recognize  the  below-par  child  and  to  report  such 
children  to  the  school  nurse.  The  attention  of 
teachers  should  be  directed  toward  such  manifesta- 
tions as  a falling  off  in  work,  fatigability,  apathy,  ex- 
cessive irritability,  a limp,  a cough,  and  the  like.  If 
the  nurses  were  freed  from  their  duties  associated 
with  school  examinations  and  the  more  or  less  formal 
teacher-nurse  conferences,  they  would  have  more 
time  to  give  to  these  suspect  children. 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 


STUDIES  IN  SERUM  ELECTROLYTES:  XX.  RENAL  INSUFFICIENCY 
WITH  UREMIA 

F.  William  Sunderman,  M.D.,  Philadelphia,  Pennsylvania 
( From  the  Division  of  Metabolic  Research,  Jefferson  Medical  College) 


RENAL  insufficiency  may  result  from  a va- 
riety of  disorders  and  may  produce  an  equal 
variety  of  electrolyte  disturbances.  The  charac- 
ter of  such  disturbances  depends  in  large  measure 
upon  the  severity  of  the  renal  damage  as  well  as 
on  extrarenal  factors,  such  as  edema,  dehydra- 
tion, infection,  anemia,  etc.,  which  may  com- 
plicate the  picture.  It  is  almost  impossible  to 
correlate  morphologic  changes  in  the  kidney  with 
chemical  patterns  found  in  the  serum,  and  no  at- 
tempt will  be  made  at  this  time  to  review  the  var- 
ious abnormal  patterns  that  may  be  encountered. 

The  present  paper  is  concerned  primarily  with 
our  observations  of  the  serum  electrolytes  in  in- 
dividuals suffering  with  renal  insufficiency  in  the 
terminal  stage.  An  effort  has  been  made  to  cor- 
relate the  dislocations  in  the  concentrations  of 
serum  components  that  are  found  in  this  condi- 
tion with  the  changes  in  the  total  osmotic  pressure 
of  the  serum. 

It  is  recognized  that  small  variations  in  the 
total  osmotic  pressure  of  the  extracellular  fluids 
impair  the  efficiency  of  cells  and  that  large  chan- 
ges may  destroy  them.  As  Van  Slyke  has  so 
aptly  stated,  “Our  cells  have  maintained  a fastid- 
ious preference  for  a surrounding  medium  of  con- 
stant and  definite  composition;  and  if  they  are 
outraged  by  brusque  changes  in  this  medium 
they  refuse  to  perform  their  aliquot  parts  of  the 
body’s  functions,  and  we  become  ill.  If  the  in- 
sult is  too  great,  some  bloc  of  cells  may  so  far 
refuse  its  duties  that  the  entire  organism  can  no 
longer  carry  on,  and  we  die.’’1 

In  accord  with  current  concepts,  the  compo- 
nents that  make  up  the  body  media  are  in  a con- 
stant state  of  flux.2'3  While  the  concentrations 
of  the  components  may  be  different  in  the  various 
media  of  the  body,  nevertheless,  for  each  medium 
they  are  maintained  in  a state  of  relative  sta- 
bility through  the  balancing  of  a number  of  phys- 
icochemical forces.  In  the  maintenance  of  this 
constancy,  the  kidney  plays  a major  role  by  the 
simultaneous  performance  of  several  functions 
which  include  (1)  assistance  in  the  regulation 
of  the  osmotic  pressure,  (2)  the  excretion  of  end- 
products  of  metabolism,  and  (3)  the  synthesis  of 
certain  components,  as  ammonia  and  hippuric 
acid. 


Presented,  by  invitation,  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Pathology  and  Clinical  Pathology,  May  15,  1952. 


Of  the  various  tissues  of  the  body  the  one  that 
is  most  accessible  for  chemical  analyses  during 
life  is  the  blood  serum.  This  is  one  of  the  main 
reasons  that  emphasis  is  placed  upon  the  serum 
pattern  in  studies  of  electrolyte  equilibria.  An- 
other reason  might  also  be  mentioned.  Serum 
is  a part  of  the  extracellular  fluid,  and  changes  in 
the  concentrations  of  the  serum  components  re- 
flect their  concentrations  in  this  fluid.  Since 
materials  for  the  cells  can  be  obtained  only  from 
the  extracellular  fluid,  it  follows  that  changes  in 
the  serum  should  yield  information  regarding 
cellular  metabolism. 

Under  normal  conditions  the  total  osmotic 
pressure  of  the  body  fluids  is  constant,  within  a 
remarkably  small  range  of  variation.  The  pre- 
vention of  dislocations  in  the  osmotic  pressure  is 
principally  an  activity  of  the  kidney.  In  renal 
failure,  however,  extensive  changes  may  occur 
in  the  metabolic  processes  and  cause  alterations 
in  the  chemical  composition  of  the  body  fluids. 
As  a result  of  these  alterations,  changes  occur  in 
their  total  osmotic  pressure. 

It  would  seem  appropriate  at  this  time  to  com- 
ment briefly  upon  the  significance  of  the  total 
osmotic  pressure.  It  is  recognized  that  the  com- 
position of  the  serum  and  extracellular  fluids  may 
differ  strikingly  from  the  composition  of  the  cells 
and  intracellular  fluids.  Despite  this  fact,  there 
appears  to  be  little  doubt  that  these  fluids  are  in 
osmotic  equilibrium,  or  are  isotonic  with  each 
other.  The  serum  is  in  osmotic  equilibrium  with 
the  extracellular  fluid,  and  the  extracellular  fluid 
similarly  is  in  osmotic  equilibrium  with  the  in- 
tracellular. It  has  been  shown  that  the  sum  of 
the  osmotically  active  electrolytes  in  the  cor- 
puscles equals  the  sum  of  the  osmotically  active 
electrolytes  in  the  serum,  when  the  calculations 
are  made  on  a water  basis,  even  though  the  con- 
centrations of  the  individual  ions  in  the  corpus- 
cles and  serum  are  not  equal.  Since  membranes 
of  the  cells  of  the  body  allow  free  passage  of  water, 
it  would  seem  obvious  that  the  total  osmotic  pres- 
sure should  be  the  same  for  all  media  of  the  body. 

The  osmotic  pressure  is  a force  inherent  in  all 
solutions  and  is  determined  by  the  concentration 
of  dissolved  components  of  all  kinds.  In  dilute 
solutions  of  nonelectrolytes,  such  as  urea  and 
glucose,  the  osmotic  pressure  depends  upon  the 
total  number  of  nonionized  molecules  that  are 
present  per  unit  of  solvent.  In  dilute  solutions 
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of  electrolytes,  such  as  sodium  chloride  and  so- 
| dium  bicarbonate,  the  osmotic  pressure  will  depend 
upon  the  number  of  dissociated  ions  of  sodium, 
chloride,  and  bicarbonate  in  addition  to  the 
i number  of  molecules  of  sodium  chloride  and 
sodium  bicarbonate  that  are  undissociated. 

When  solutes  are  contained  in  a solvent  to 
form  a solution,  four  properties  may  be  studied 
in  relation  to  the  solvent:  (1)  vapor-pressure 
lowering,  (2)  boiling-point  elevation,  (3)  freezing- 
point  lowering,  and  (4)  osmotic  pressure.  These 
are  sometimes  called  colligative  properties  of 
solutions  since  the  measurement  of  any  one  of 
them  may  be  converted  into  that  of  any  of  the 
others.  For  clinical  purposes,  osmotic  pressure 
is  usually  expressed  in  terms  of  freezing  point 
depression  to  which  it  is  proportional. 

One  mole  of  a solute  dissolved  in  a kilogram  of 
water  lowers  the  freezing  point  1.858  C.  The  de- 
pression of  the  freezing  point  in  normal  sera 
averages  0.56  C.  Therefore,  the  total  osmotic 
pressure  of  serum  expressed  in  osmolar  concentra- 
0 56 

tion  is  — 'ar  ■ or  302  milliosmols.  Of  these  302 
1.858 

milliosmols  contributing  to  the  total  osmotic 
pressure,  approximately  290  (or  96  per  cent)  are 
electrolytes;  the  remaining  12  milliosmols  are 
nonelectrolytes.  Normally,  glucose  and  urea 
together  constitute  about  10  of  these  12  millios- 
mols. Although  normally  the  nonelectrolytes 
exert  only  about  4 per  cent  of  the  total  osmotic 
pressure,  nevertheless,  in  pathologic  conditions 
this  percentage  may  be  appreciably  increased. 

It  has  been  suggested  by  a number  of  workers 
that  for  the  maintenance  of  normal  osmotic 
pressure,  changes  in  the  osmolar  concentration 
of  the  electrolytes  balance  opposite  changes  in  the 
osmolar  concentration  of  the  nonelectrolytes. 
Ilerrick  and  Ni  demonstrated  an  inverse  relation- 
ship between  chloride  and  sugar  in  whole  blood.4'6 
In  our  laboratory  similar  inverse  relationships 
were  observed  in  the  sera  of  diabetic  patients  after 
the  ingestion  of  carbohydrates  and  after  the  ad- 
ministration of  insulin.6-8  Gram  indicated  that 
the  decrease  in  the  chloride  concentration  found 
in  the  sera  of  patients  with  chronic  nephritis  may 
be  a compensation  for  the  retention  of  nonpro- 
tein nitrogenous  substances.9 

Results 

To  determine  the  role  played  by  the  electro- 
lytes and  nonelectrolytes  in  the  maintenance  of  the 
osmotic  pressure  in  renal  insufficiency,  measure- 
ments were  made  on  the  sera  of  selected  patients 
in  the  terminal  stages  of  uremia.  The  analyses 
were  made  on  blood  samples  obtained  just  before 
or  immediately  after  death.  An  effort  was  made 
to  select  either  those  patients  who  had  died  before 
replacement  fluids  were  administered  or  those  in 


whom  it  was  believed  that  the  replacement  ther- 
apy did  not  influence  significantly  the  chemical 
pattern  of  the  serum.  A period  of  several  years 
was  required  to  collect  the  cases  included  in  this 
study. 

The  data  are  presented  in  Table  I.  The  ob- 
servations have  been  divided  into  two  groups: 

(A)  those  of  patients  in  whom  the  uremia  was  re- 
garded as  predominantly  renal  in  character,  and 

(B)  those  in  whom  the  uremia  was  believed  to  be 
predominantly  extrarenal.  This  classification 
of  cases  has  been  difficult  and,  to  a degree,  un- 
certain. 

The  first  four  cases  of  Group  A all  suffered  from 
malignant  hypertension.  In  the  sera  of  these 
four  patients,  the  concentrations  of  total  base 
and  chloride  were  markedly  decreased.  All  of 
these  patients  gave  a history  of  vomiting  so  that 
the  low  levels  of  these  components  may  be  at- 
tributed at  least  in  part  to  losses  from  this  source. 
When  diminution  of  total  base  occurs  in  the  ab- 
sence of  vomiting,  the  decrease  is  usually  be- 
lieved to  be  due  to  a loss  of  the  ability  of  the 
kidneys  to  conserve  fixed  base.  Since  anuria 
was  present  in  cases  G.  E.  and  G.  A.,  the  low  con- 
centrations observed  in  the  sera  of  these  two  pa- 
tients cannot  be  due  to  a lack  of  the  kidney’s 
ability  to  conserve  cations.  It  might  be  noted 
that  the  concentrations  of  base  bound  by  protein 
in  both  of  these  patients  were  low.  This  might 
suggest  that  the  diminution  of  the  total  electro- 
lytes was  due  primarily  to  dilution,  perhaps  as  a 
result  of  the  ingestion  of  nonsaline  fluids.  Defi- 
cit of  total  base  is  essentially  a deficit  in  sodium. 
This  is  one  of  the  most  common  of  metabolic 
disturbances  observed  clinically. 

It  might  be  noted  that  in  one  of  these  patients 
(G.E.)  the  concentration  of  serum  calcium  was 
diminished  to  3.5  mEq.  per  liter,  at  which  level 
the  patient  developed  convulsions.  Muscular 
twitchings,  with  or  without  convulsions,  in  ure- 
mia are  believed  by  many  investigators  to  be 
caused  by  a decreased  concentration  of  the  ioniz- 
able  calcium  fraction  of  serum  following  the  re- 
tention of  phosphate  by  the  kidney.  Although 
the  concentration  of  serum  calcium  at  which  symp- 
toms  occur  is  by  no  means  fixed,  nevertheless,  in- 
creased muscular  irritability  is  usually  observed 
when  the  concentration  of  total  calcium  is  less 
than  3.5  mEq.  per  liter. 

All  of  the  measured  nonprotein  nitrogen  com- 
ponents in  the  sera  in  Group  A patients  were  in- 
creased. Particular  attention  is  directed  to  the 
increase  of  these  components  in  relation  to  the 
observed  freezing-point  depressions.  In  all  ex- 
cept the  first  three  cases,  the  freezing-point  de- 
pressions were  greater  than  0.60  C.  In  these 
cases  the  concentrations  of  the  total  electrolytes 
were  greatly  decreased,  and  it  would  thus  appear 
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that  the  diminutions  in  electrolytes  were  being 
compensated  for  osmotically  by  the  increase  in 
the  nonprotein  nitrogen  components.  In  Case 
4,  the  total  electrolytes  were  also  markedly  de- 
creased although  the  freezing-point  depression 
was  0.667  C.  It  should  be  noted,  however,  that 
the  concentration  of  nonprotein  nitrogen  in  the 
serum  of  this  patient  was  increased  to  more  than 
ten  times  normal. 

Except  for  Case  5,  the  bicarbonate  concentra- 
tions in  the  sera  of  Group  A patients  were  all  di- 
minished, and  in  all  of  them,  with  the  possible 
exception  of  Case  6,  the  phosphate  concentra- 
tions were  increased.  These  findings  are  typical 
of  the  acidosis  observed  in  nephritis,  in  which 
there  is  retention  of  phosphates,  sulfates,  and  or- 
ganic acids  with  compensatory  diminution  in  bi- 
carbonate and  sometimes  chloride. 

In  Cases  5 to  7 inclusive,  the  renal  insufficiency 
was  accompanied  by  cardiac  decompensation. 
Terminally,  the  concentrations  of  base  bound  by 
protein  were  not  decreased  more  than  those  in  the 
sera  of  the  other  patients  in  this  group.  In  renal 
insufficiency  with  myocardial  failure  and  edema, 
there  is  usually  observed  a decreased  concentra- 
tion of  base  bound  by  protein  with  an  increased 
concentration  of  residual  anions  that  include 
lactic  acid.  In  Cases  5 to  7 the  concentrations  of 
total  base  were  essentially  within  the  normal 
range,  although  it  should  be  noted  that  the  con- 
centrations of  serum  potassium  and  serum  mag- 
nesium in  Cases  6 and  7 were  greatly  elevated. 
Since  potassium  and  magnesium  are  prominent 
components  of  cells,  the  increased  concentrations 
of  these  components  may  be  related  to  increased 
cellular  metabolism. 

The  concentrations  of  serum  total  base  were  el- 
evated in  the  last  three  cases  (10  to  12  inclusive) 
of  Group  A.  In  only  one  of  these.  Case  12,  was 
the  increase  in  total  base  accompanied  by  a 
corresponding  increase  in  chloride.  The  reten- 
tion of  chloride  in  this  case  was  accompanied  by  a 
pronounced  decrease  in  bicarbonate,  resulting  in  a 
pattern  frequently  referred  to  as  “chloride  acido- 
sis.” 

In  all  but  three  sera  in  Group  A,  increases  in 
the  serum  glucose  were  observed  terminally.  The 
values  of  serum  cholesterol  were  variable;  how- 
ever, in  only  one  serum  (Case  4)  was  there  a note- 
worthy increase.  In  five  out  of  the  twelve  sera, 
the  cholesterol  concentrations  were  below  200 
mg.  per  100  ml.  In  our  experience,  when  the 
values  for  nonprotein  nitrogen  increase  at  the 
same  time  that  values  for  cholesterol  diminish, 
the  prognosis  is  poor. 

In  Table  I are  also  given  measurements  of  sera 
in  Group  B patients  in  whom  the  uremia  was  con- 
sidered to  be  predominantly  extrarenal.  It  is 
questionable  as  to  whether  all  of  the  slx  cases 


listed  should  be  placed  in  this  category.  For  ex- 
ample, B.  W.  (Case  17),  in  which  the  uremia  was 
a complication  of  diabetic  coma,  was  shown  to 
have  had  extensive  renal  damage  at  autopsy. 
In  0.  B.  (Case  18).  with  multiple  myeloma,  the 
azotemia  might  be,  at  least  in  part,  attributable  to 
a blockage  of  the  renal  tubules  by  precipitated 
proteoses  and  proteins.  The  freezing-point  de- 
pressions in  both  sera  (Cases  17  and  18)  were 
greatly  increased;  in  Case  17  the  hyperglycemia 
obviously  contributed  to  this  elevation. 

In  the  other  four  patients  in  Group  B (Cases  13 
to  16  inclusive)  the  concentrations  of  serum  total 
base  were  decreased.  In  Case  13,  the  decrease  in 
concentrations  of  the  electrolytes,  the  increase  in 
urea  nitrogen,  and  decrease  in  the  freezing-point 
depression  are  typical  of  the  changes  that  occur 
during  the  precritieal  period  of  lobar  pneumonia.10 
Slight  increases  in  nonprotein  nitrogen  have  long 
been  observed  during  the  course  of  this  infection, 
Cohn  reporting  elevations  in  87  per  cent  of  55 
cases  that  he  studied.11  It  is  seldom,  however, 
that  as  high  a level  of  urea  nitrogen  is  reached  as 
that  observed  in  Case  13.  Similar  types  of 
changes  are  observed  in  the  sera  of  patients  suf- 
fering from  adrenal  insufficiency.  In  such  pa- 
tients it  is  believed  that  the  changes  are  due  to 
failure  of  the  adrenals  since  the  presence  of  coin- 
cidental renal  disease  can  usually  be  excluded.1* 
Recently,  we  have  obtained  freezing-point  de- 
pressions as  low  as  0.49  C.  in  patients  with  acute 
adrenal  cortical  insufficiency.  In  our  experience, 
a decrease  in  the  freezing-point  depression  below 
0.50  C.  is  attended  by  a poor  prognosis. 

Comment 

Urea  and  certain  of  the  other  identified  con- 
stituents of  blood  nonprotein  nitrogen  are  in  the 
main  nontoxic  in  the  concentrations  found  in 
uremia:  therefore,  it  would  be  difficult  to  hold 
them  per  se  responsible  for  the  symptoms  that 
are  encountered.  Increase  in  the  concentration 
of  these  components  does,  however,  increase  the 
total  osmotic  pressure,  unless  compensatory  ad- 
justments are  made  in  the  serum  electrolytes. 
One  of  the  most  inherent  tendencies  of  the  organ- 
ism is  the  maintenance  of  total  osmotic  pressure 
in  the  body  fluids  within  a narrow  range  of  var- 
iation. Toward  this  maintenance  small  diminu- 
tions in  the  total  electrolytes  are  compensated  for 
by  increases  in  the  concentrations  of  nonelectro- 
lytes. Since  one  of  the  most  important  functions 
of  the  kidney  is  concerned  with  the  regulation  of 
water  and  electrolyte  metabolism,  it  follows  that 
the  regulation  of  osmotic  pressure  is  also  one  of  its 
important  activities.  In  renal  insufficiency,  the 
kidney  has  apparently  lost  its  ability  to  excrete 
adequately  the  accumulated  end-products  of  ni- 
trogen metabolism  as  well  as  certain  of  the  elec- 
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trolyte  components,  such  as  phosphates,  sul- 
fates, and  organic  acids.  As  a result  of  such  re- 
tentions, the  total  osmotic  pressure  of  the  serum 
may  be  increased  to  levels  where  the  protoplasmic 
structure  of  the  organism  cannot  withstand  the 
strain.  When  critical  levels  are  reached,  death 
ensues. 

In  a series  of  over  one  hundred  measurements 
of  freezing-point  depressions  in  the  sera  of  neph- 
ritics,  no  patient  survived  whose  serum  yielded 
a value  greater  than  0.65  C. 

Summary 

Measurements  of  electrolytes  and  nonelectro- 
lytes have  been  made  in  the  sera  obtained  from  pa- 
tients in  the  terminal  stages  of  uremia.  These 
data  were  considered  in  relation  to  the  total  os- 
motic pressures  as  determined  by  freezing-point. 
Our  studies  support  the  view  that  in  renal  in- 
sufficiency with  uremia,  one  of  the  most  impor- 
tant functions  of  the  kidney  has  been  lost,  namely, 


the  maintenance  of  normal  osmotic  pressure  re- 
lationships. It  appears  that  the  critical  upper 
levels  of  total  osmotic  pressure,  beyond  which 
changes  in  the  human  protoplasmic  structure  are 
irreversible,  correspond  to  freezing-point  de- 
pressions between  0.65  and  0.70  C. 


References 

1.  Van  Slyke,  D.  D.:  Chem.  Rev.  26 : 105  (1940). 

2.  Black,  D.  A.  K.:  Brit.  M.  J.  1 : 893  (1950). 

3.  Bradiey,  S.  E.:  New  England  J.  Med.  225:  755 
(1946). 

4.  Herrick,  W.  W.:  J.  Lab.  & Clin.  Med.  9:  458  (1924). 

5.  Ni,  T.  G.:  Am.  J.  Physiol.  78:  158  (1926). 

6.  Sunderman,  F.  W.,  Austin,  J.  H.,  and  Williams,  P.: 
J.  Clin.  Investigation  11:  1261  (1932). 

7.  Sunderman,  F.  W.,  and  Williams,  E.  S.:  ibid.  14: 
245  (1935). 

8.  Williams,  E.  S.,  and  Sunderman,  F.  W.:  Am.  J.  M. 
Sc.  187:  462  (1934). 

9.  Gram,  H.  C.:  J.  Biol.  Chem.  56:  593  (1923). 

10.  Sunderman,  F.  W.,  Austin,  J.  H.,  and  Camac,  J.  G.: 
J.  Clin.  Investigation  3:  37  (1926). 

11.  Cohn,  E.:  Deutsche  med.  Wchnschr.  48:  226  (1922). 

12.  Willson,  D.  M.,  and  Sunderman,  F.  W.:  J.  Clin. 

Investigation  18:  35  (1939). 

13.  Stadie,  W.  C.,  and  Sunderman,  F.  W.:  J.  Biol. 

Chem.  91 : 217  (1931). 


ORAL  TUMORS 

Charles  G.  Darlington,  M.D.,  Plainfield,  New  Jersey 

( From  the  New  York  University  College  of  Dentistry,  New  York  City,  and  the 
Muhlenberg  Hospital,  Plainfield ) 


THERE  can  be  little  doubt  that  the  material 
which  constitutes  the  basis  of  this  study  and 
presentation  is  oral — the  mouth.  Varying  opin- 
ions are  justified  as  to  how  much  or  how  little  of 
the  material  studied  is  tumor.  The  great 
preponderance  of  this  material  is  represented  by 
imflammatory  responses:  granulomatous  condi- 
tions, hypertrophies,  hyperplasias,  protrusive 
growth  from  the  alveolar  border  which  we  still 
designate  as  epulis,  cysts  of  varying  types,  polyps 
and  so-called  papillomas,  and  many  other  equally 
benign  conditions.  In  addition  there  has  been 
an  appreciable  number  of  central  benign  giant 
cell  tumors  and  conditions  such  as  fibrous  bone 
dysplasia.  On  the  basis  of  wide  experience  in 
pathology  we  may  say  that  the  above  can  be 
characterized  as  “so-called  tumors.” 

It  is  unnecessary  to  state  that  our  particular 
interest  here  is  true  tumors.  Therefore,  we  will 
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devote  our  entire  presentation  to  our  experience 
with  such  conditions.  The  malignant  group  or 
cancer  group  will  receive  major  consideration. 

This  presentation  is  based  primarily  on  a re- 
view of  tissue  specimens  removed  from  oral 
cavities.  Such  tissues  were  made  from  lesions 
removed  in  toto  or  biopsy  specimens.  Practi- 
cally all  of  them  were  removed  by  members  of 
the  dental  profession.  The  source  of  this  large 
amount  of  material  was  the  New  York  University 
College  of  Dentistry  Oral  Surgery  Clinic,  Monte- 
fiore  Hospital  Dental  Department,  and  private 
cases  from  dentists. 

It  is  most  important  to  appreciate  that,  for 
obvious  reasons,  most  of  our  patients,  particularly 
our  dental  clinic  cases,  are  ambulatory,  “here 
today  and  gone  tomorrow.”  This  fact  helps  to 
explain  and  excuse  some  of  the  inadequacies  of 
our  records. 

The  pathologic  examination  of  such  tissues 
was  made  by  me  and  my  staff  during  the  last 
twenty-six  years.  In  an  attempt  at  evaluation, 
we  originally  prepared  two  charts  based  upon  a 
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TABLE  I. — Results  of 

Tissue  Examinations  Made 

During  the  Years 

1926,  1950, 

1951 

Total 

Tj - ___  j 

v.  i 111  1C 

Tissues 

Tissues 

Tissues 

Total 

Year 

Examined 

Examined 

Malignancies 

Examined 

Malignancies 

Malignancies 

1926 

179 

179 

a 

0 

0 

ii 

1950 

602 

154 

3 

448 

16 

19 

1951 

604 

149 

9 

455 

12 

21 

review  and  study  of  this  material.  In  the  first, 
for  each  year  starting  with  1926  we  recorded  total 
number  of  clinic  specimens  with  the  number  of 
malignancies.  In  addition,  the  total  private 
specimens  with  number  of  malignancies  was  re- 
corded. We  did  this  through  1951,  a total  of 
twenty-six  years.  It  is  not  necessary  to  burden 
you  with  this  master  chart.  As  one  might  ex- 
pect, it  shows  a progressive  increase  from  a grand 
total  of  179  tissues  with  11  malignancies  in  1926, 
to  a grand  total  of  602  tissues  with  19  malignan- 
cies in  1950,  corresponding  in  1951  with  a total 
of  604  and  21  malignancies  (Tables  I and  II). 

Our  attempt  in  the  second  chart  was  to  pre- 
pare a list  for  each  year  according  to  source  of 
tissue  examination,  such  as  clinic,  private,  etc., 
with  histopathologic  diagnoses.  Realizing  full 
well  that  figures  don’t  lie  but  that  liars  do  figure, 
in  this  presentation  we  will  be  satisfied  with  a 
selection  of  a few  major  divisions  of  which  we  can 
be  relatively  sure. 

This  chart  represented  about  7,000  specimens. 
It  shows  that,  especially  in  recent  years,  there 
has  been  an  increased  effort  on  the  part  of  the 
dentist  to  recognize  cancer ; it  shows  further  that 
the  effort  has  been  successful.  For  the  last  two 
years  I have  had  the  pleasure  of  participating  in 
the  Cancer  Coordinators  Meeting  in  Chicago  and 
Cincinnati.  This  meeting  represented  medical 
schools  and  dental  schools  throughout  the  United 
States.  I was  pleased  to  find  that  in  some  other 
parts  of  the  country  the  dental  profession  is  doing 
an  equally  good  job. 

Tumor  Diagnostic  Clinic* 

The  Tumor  Diagnostic  Clinic  of  the  New  York 
University  College  of  Dentistry  was  started  on 
March  4,  1948,  under  the  stimulus  and  guidance 
of  our  late  Dean,  Dr.  Walter  H.  Wright.  The 
staff  of  this  clinic  has  been  composed  of  special- 
ists in  oral  surgery  and  diseases  of  the  mouth, 
including  Dr.  Louis  V.  Hayes,  acting  head  in 
1948,  who  was  the  first  director  of  the  Under- 
graduate Cancer  Teaching  Project. 

In  addition,  the  Undergraduate  Cancer  Teach- 
ing Project  includes  the  chief  of  our  Dental  Diag- 
nostic Clinic,  and  a dental  radiologist  of  wide 
experience  in  dental  radiology,  both  of  these  men 
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TABLE  II. — Condensation  op  the  Results  of  6,753 
Tissue  Examinations  Made  During  a Period  of  Twenty- 
six  Years,  From  1926  to  1951 


Total 

Period 

Malignancies 

First  10  years 

75 

Second  10  years 

109 

Last  6 years 

123 

Grand  Total 

307 

dentists,  and  also  three  physicians,  two  tumor 
surgeons  specially  trained  in  head  and  neck  can- 
cer, including  oral  cancer,  and  a pathologist  with 
extensive  experience  in  dental  tumors.  The 
latter  has  been  my  job,  and  about  a year  ago 
I was  made  director  of  the  Project. 

Throughout  the  school  year  the  staff  meets 
regularly  every  Thursday  morning  to  demonstrate 
and  discuss  cases  with  senior  students  in  groups 
of  ten.  At  most  meetings  of  the  clinic,  microscopic 
tissue  sections  previously  removed  from  cases 
are  demonstrated  to  students  and  staff  by  my- 
self and  associates. 

The  cases  are  selected,  and  at  each  session  four 
to  eight  cases  are  shown,  some  old,  some  new. 
Almost  all  of  the  patients  coming  to  our  school 
come  for  dental  treatment  and  advice,  especially 
for  caries,  periodontal  conditions,  exodontia, 
and  prosthesis.  While  some  of  the  patients  are 
admitted  “off  the  street,”  so  to  speak,  a certain 
number  are  referred  by  outside  agencies  or  practi- 
tioners of  dentistry  or  medicine.  During  the 
last  year,  since  our  reputation  has  been  estab- 
lished, we  have  had  more  such  referrals.  The 
majority  of  patients  are  more  or  less  unaware 
that  they  have  oral  lesions.  A minority  do  come, 
however,  because  they  are  suspicious  or  afraid 
of  a serious  condition.  Therefore,  it  must  be 
appreciated  that  most  of  these  lesions  are  first 
detected  during  the  course  of  their  examination  in 
the  Diagnostic  Clinic  and  during  subsequent 
follow-ups.  The  early  detection  and  diagnosis 
of  such  changes  above  all  make  this  Tumor 
Diagnostic  Center  the  more  important  and  more 
valuable.  If  cancer  is  the  main  excuse  for  the 
existence  of  this  group,  and  we  readily  acknowl- 
edge that  cancer  funds  contribute  to  its  support, 
this  project  is  all  the  more  noteworthy. 

Postgraduate  Instruction 

Another  very  important  outgrowth  of  this 
clinic  has  been  postgraduate  instruction.  The 
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State  of  New  Jersey  has  been  one  of  the  first 
in  this  country  to  inaugurate  a teaching  program 
for  cancer  diagnosis  for  members  of  the  dental 
profession.  Through  the  cooperation  of  Neal 
W.  Chilton,  D.D.S.,  Bureau  of  Dental 

Health  of  the  State  of  New  Jersey  Department 
of  Health,  a full-week  course  has  been  given  to 
groups  of  twenty  “selected”  dentists  from  New 
Jersey.  This  project  was  first  inaugurated  dur- 
ing the  week  of  Janurary  9,  1950,  and  has  been 
repeated  six  times  since.  During  such  sessions, 
lectures  and  demonstrations  by  authorities  in 
the  fields  of  public  health,  cancer  research,  x-ray 
and  radiation  therapy,  and  surgical  prosthesis 
in  the  treatment  of  malignant  tumors  supple- 
ment those  of  the  regular  teaching  faculty. 
Weekly  reports  of  this  clinic  have  been  submitted 
promptly  to  members  of  its  clinic  staff.  These 
records  embody  the  names,  chart  numbers, 
and  clinical  and  pathologic  diagnoses,  when  histo- 
pathologic examinations  have  been  made.  They 
include  names  of  staff  and  students  present  and 
helpful  notations  of  discussion  presented.  Clini- 
cal photographs  in  selected  cases  also  have  been 
made. 

In  a letter  dated  May  17,  1950,  Austin  V. 
Diebert,  M.D.,  Chief,  Cancer  Control  Branch, 
National  Cancer  Institute,  says,  “I  have  had  an 
opportunity  to  see  the  program  for  the  Oral 
Cancer  Course  which  you  are  conducting  for  the 
New  Jersey  dentists  this  month.  It  is  evident 
that  considerable  planning  has  gone  into  this  and 
I am  sure  you  may  expect  gratifying  returns.” 

A letter  of  February'  5,  1952,  from  Neal  W. 
Chilton,  D.D.S.,  M.P.H.,  Bureau  of  Dental 
Health,  makes  the  following  statement:  “In 
order  to  determine  just  how  effective  our  teach- 
ing program  has  been,  several  months  ago  we 
conducted  a questionnaire  survey  of  the  dentists 
who  had  taken  the  first  six  cancer  courses.  At 
the  time  of  the  survey,  these  men  had  between 
one  and  one  and  one-half  years  post-course  ex- 
perience with  oral  cancer.  We  received  82 
replies  to  our  questionnaire. 

“It  was  learned  that  484  biopsies  had  been 
taken  by  these  82  dentists,  and  that  139  cases 
had  been  referred  to  other  people  for  biopsy  ex- 
amination. It  was  also  learned  that  1 51  cases  of 
malignant  disease  were  diagnosed  during  this 
time  either  through  the  biopsy  examination  per- 
formed by  these  dentists,  or  through  their  re- 
ferrals of  patients  for  biopsy  examination.  Of 
course,  it  must  be  realized  that  these  figures  are 
not  completely  reliable  since,  in  some  cases,  the 
data  were  only  estimated  by  the  respondents. 
Further,  some  cases  of  malignancy  may  have  been 
reported  by  more  than  one  dentist.” 

Material 

The  results  of  our  study  are  classified  and  sum- 


marized in  Tables  III,  IV,  V,  and  VI.  For  conven- 
ience, the  tumors  found  have  been  classified  into 
three  categories:  (1)  uncommon — less  frequent 

(Table  III),  (2)  epidermoid  carcinomas  (Tables 
IV and  V),  and  (3)  tumors  of  the  palate  (Table  VI). 


TABLE  III. — Uncommon,  Less  Frequent  Tumors 


Number 
of  Cases 

Malignant 

Carcinoma,  tuberculosis,  syphilis 

1 

Melanoma 

.1 

Fibroblastic  sarcoma 

13 

Lymphosarcoma 

y 

Leukemia 

, 2 

Ewing 

4 

Myeloma 

3 

Benign 

Plasmocytoma 

1 

Plasma  cell  granuloma 

1 

Eosinophilic  granuloma 

4 

Total 

41 

Uncommon,  Less  Frequent  Tumors. — Bone 
conditions  or  bone  changes  are  so  common  in  the 
oral  cavity  that  they  give  us  many  difficulties. 
The  line  between  inflammations,  dystrophies, 
dysplasias,  tumors,  benign  and  malignant,  is  not 
too  clear.  We  have  been  most  impressed  with 
the  extreme  rarity  of  connective  tissue  malignan- 
cies in  the  mouth.  This  applies  to  both  soft 
tissue  and  hard  tissue. 

I should  like  to  call  attention  to  a statement 
made  years  ago  by  the  late  Dr.  James  Ewing  to 
the  effect  that  when  he  was  a member  of  the  orig- 
inal Codman  Bone  Tumor  Registry,  he  advo- 
cated the  inclusion  of  a separate  group  for  sar- 
coma of  the  mouth.  His  reason  was  that  although 
many  of  the  lesions  were  osteogenic  in  character, 
they  were  very  low-grade  in  malignancy.  These 
are  very  different  from  the  usual  highly  malignant 
osteogenic  sarcomas  of  the  long  bones.  This  type 
of  tumor  in  the  jaws  is  slow  in  its  rate  of  growth. 
It  does  invade  but  does  not  tend  to  metastasize. 
Our  experience  is  in  full  agreement  with  Dr. 
Ewing’s  observation. 

TABLE  IV. — Squamous  Epidermoid  Carcinoma  or 
Variants 


Number 
of  Cases 


Gingiva 

138 

Floor  of  mouth 

32 

Palate 

22 

Cheek 

13 

Tongue 

21 

Lip 

6 

Total 

232 

Squamous  Cell  Epidermoid  Carcinoma. — Most 
of  the  literature  on  this  subject  or  on  cancer  of 
the  mouth  applies  to  this  most  frequent  type  of 
carcinoma.  The  textbooks  are  full  of  carcinoma 
of  the  lip  and  carcinoma  of  the  tongue.  We 
make  no  attempt  to  belittle  their  import.  Pa- 


64 


CHARLES  G.  DARLINGTON 


[N.  Y.  State  J.  M. 


tients  with  such  lesions  will  usually  seek  the  ad- 
vice of  a physician. 

The  group  of  squamous-cell  carcinomas  pre- 
sented here  represents  almost  entirely  a male 
proposition.  They  occur  in  the  carcinoma  age 
and  most  of  them  are  in  patients  over  sixty 
years  of  age.  The  most  important  findings  in 
addition  to  the  statements  just  given  have  been 
an  ulcerative  lesion,  usually  warty,  with  thickened 
or  firm  border  or  base.  The  most  significant 
and  outstanding  dental  story  has  been  tooth 
loose,  tooth  lost  or  removed,  wound  failed  to 
heal  following  extraction. 


TABLE  V. — Metastatic  Carcinoma 


Number 
of  Cases 

Breast 

4 

Unknown 

3 

Lung 

2 

Kidney 

1 

Thyroid 

? 

Total 

10 

TABLE  VI. — Tumors  op  the 

Palate 

Number 
of  Cases 

Benign 

Mixed  tumor 

34 

Aberrant  salivary  gland  tumor 

9 

Salivary  gland  tumor 

4 

Adenoma 

1 

Cylindroma 

1 

Odontogenic  mixed  tumor 

1 

Malignant 

Salivary  gland  carcinoma 

19 

75 

Tumors  of  the  Palate. — This  group,  a most  con- 
fusing one,  is  the  most  interesting,  stimulating, 
and  difficult  group,  and  it  has  not  received  the 
attention  and  recognition  it  deserves.  As  was 
mentioned  before,  the  classification  is  one  of  con- 
venience. The  confusing  nomenclature  is  ap- 
parent at  once.  The  terms  reveal  much  too  little 
concerning  behavior. 

A Tost  of  the  tumors  included  in  this  group  occur 
in  the  palate.  Can  we  say  that  as  a group  they 
are  benign,  locally  malignant,  or  low-grade  malig- 
nant? In  Table  IV,  which  represents  squamous, 
epidermoid  carcinoma,  22  cases  involving  the 
palate  were  recorded.  None  of  these  is  included 


in  this  group.  In  this  small  series  of  oral  tumors 
we  have  listed  75  tissues,  an  appreciably  large 
number  of  cases.  This  group  has  little  respect 
for  age  or  sex  and  most  of  the  tumors  are  low- 
grade  in  malignancy. 

Time  Factor. — Before  presenting  a final  sum- 
mary and  conclusions  let  us  admit  our  short- 
comings concerning  accurate  knowledge  of  the 
time  factor.  We  know  little  of  the  actual  dura- 
tion of  most  of  these  lesions.  Information 
obtained  from  the  patient  is  often  not  only  er- 
roneous but  misleading. 

Summary 

A review  of  approximately  7,000  pathologic 
tissue  specimens,  including  some  300  malig- 
nancies, constituted  the  basis  of  this  study.  These 
were  examined  in  the  Department  of  Pathology 
of  New  York  University  College  of  Dentistry 
during  the  past  twenty-six  years.  Included  in 
this  paper  are  special  comments  on  the  Cancer 
Teaching  Project  and  the  Tumor  Diagnostic 
Clinic  of  the  College.  Oral  tumors,  malignant 
and  benign,  are  classified  and  summarized  statis- 
tically. 

Conclusions 

This  study  and  also  our  Tumor  Diagnostic 
Clinic  experience  have  afforded  us  not  only  an 
unusual  opportunity  for  teaching  but  an  equal 
opportunity  for  learning. 

In  respect  to  malignancy,  epithelial  rather  than  j 
connective  tissue  changes  deserve  most  considera- 
tion. Loose  tooth,  loss  of  tooth,  failure  of  a 
wound  to  heal  following  extraction  are  a signifi-  j 
cant  story.  Sarcoma  is  very  infrequent  and,  j 
when  present,  is  less  malignant  than  sarcomas  in 
other  parts  of  the  body. 

In  the  course  of  dental  examinations  the  ma- 
jority of  these  patients  have  had  these  lesions  j 
detected.  Further,  we  feel  sure  that  as  a result  ] 
of  our  knowing  where  to  look,  and  what  to  look  ' \ 
for,  these  lesions  are  being  recognized  much 
earlier  than  previously. 

The  members  of  the  dental  profession  have  j 
shown  an  increased  appreciation  and  responsibil- 
ity in  the  detection  of  oral  malignancies. 


Success  does  not  consist  in  never  making  blunders,  but  in  never  making  the  same  one  the 
second  time. — H.  W.  Shaw 


NICOTINIC  ALCOHOL  (RONIACOL)  IN  PERIPHERAL  VASCULAR 
DISEASES  AND  ALLIED  CONDITIONS:  ITS  USE  AND  LIMITATIONS 

Martin  M.  Fisher,  M.D.,  and  Harry  E.  Tebrock,  M.D.,  New  York  City 


IN  THE  past  three  and  one-half  years  since 
November,  1948,  we  have  been  studying  and 
evaluating  the  clinical  effects  of  B-pyridyl- 
carbinol  (NU-2121*)  in  peripheral  vascular 
diseases  and  allied  conditions.  Our  interest  was 
directed  to  the  search  for  an  oral  substance  that 
would  aid  in  the  relief  of  intermittent  claudication 
without  sympatholytic  side-effects.  NU-2121  is 
the  alcohol  corresponding  to  nicotinic  acid.1-14 
In  the  human  it  has  been  shown  to  be  converted 
slowly  to  nicotinic  acid.2  It  was  demonstrated 
that  it  had  low  toxicity  in  animals.  The  pro- 
longed effects  of  the  drug  on  increasing  capillary 
blood  flow,  with  the  subsequent  dilatation  of 
collateral  vessels,  and  its  low  toxicity  in  humans, 
suggested  it  as  a possible  drug  to  be  used  in  pe- 
ripheral vascular  diseases. 

It  is  the  purpose  of  this  report  to  evaluate  the 
clinical  applications  and  limitations  of  nicotinic 
alcohol  after  a three-and-one-half-year  study, 
with  its  use  in  218  cases  of  peripheral  vascular 
diseases  and  allied  conditions. 

One  approach  to  successful  treatment  in  pe- 
ripheral vascular  diseases  has  been  to  release 
vasospasm  through  affecting  the  sympathetics.15 
Another  successful  approach  has  been  to  increase 
the  peripheral  capillary  circulation  by  vaso- 
dilatation with  nonspecific  protein  therapy,  as 
intravenous  typhoid  vaccine  in  thromboangiitis 
obliterans.  Nicotinic  alcohol  acts  in  the  same 
manner  as  typhoid  vaccine  on  the  peripheral 
capillaries  but  does  not  produce  the  untoward 
reactions  of  typhoid  vaccine  intravenously,  such 
as  fever,  etc.,  which  limits  its  use  in  the  aged. 

i Methods  of  Study 

A total  of  218  hospital  and  ambulatory  patients 
was  observed  over  a period  of  three  and  one-half 
years.  Renal  and  hematologic  studies  were  per- 
formed on  a series  of  hospital  patients  to  note  the 
acute  and  chronic  effect  on  kidney  function  and 
the  blood  elements.  Blood  urea,  urinary  con- 
centration and  dilution  tests,  and  complete  blood 
counts  were  performed  before  and  during  treat- 
ment. 

In  order  to  evaluate  this  long-term  study 
critically,  strict  emphasis  was  placed  on  objective 
evidence  of  improvement.  Patients  were  classi- 
fied either  as  improved  or  unimproved.  Those 
patients  whose  results  were  categorized  as  slight, 

* NU-2121,  now  called  Roniacol.  was  supplied  through  the 
courtesy  of  Dr.  Leo  A.  Pirk,  Hoffmann-La  Roche  Inc., 
Nutley,  New  Jersey. 


fair,  or  moderate  improvement  were  placed  in 
the  group  of  unimproved.  Improvement  had 
to  meet  the  agreement  of  the  coauthors 
after  critical  analysis  of  the  individual’s  objec- 
tive tests.  The  untrained  evaluations  of  the 
sensations  of  the  patients  were  not  considered 
unless  they  correlated  with  the  objective  tests. 

The  objective  tests  utilized  to  denote  improve- 
ment were  as  follows: 

1.  Improvement  in  intermittent  claudication 
time,,  i.e.,  100  per  cent  greater  than  the  control 
claudication  time  as  measured  by  the  ergometer.10 

2.  Healing  of  ulcers. 

3.  Comparative  increases  in  skin  temperature 
studies  before  and  during  treatment.  The 
increases  were  considered  significant  only  when 
they  were  marked  and  the  control  room  tem- 
perature was  equal. 

4.  Improvement  was  considered  after  treat- 
ment and  when  no  improvement  was  noted  after 
placebos  were  used. 

5.  Other  objective  signs  that  were  measurable 
were  used,  such  as  improvement  noted  by  loss 
of  measurable  edema,  disappearance  of  palpable 
veins,  disappearance  of  a positive  Homans’  sign, 
depression  of  elevated  sedimentation  rates, 
increased  functional  capacity,  and  increase  in 
oscillometric  readings. 

Dosage,  Side-Effects,  and  Toxicity 

No  toxicity  was  noted  in  the  renal  and  hema- 
tologic studies  done  on  hospital  cases  before 
treatment  and  after  one  week  and  four  weeks  of 
treatment. 

After  observing  218  patients,  it  was  our  experi- 
ence that  100  mg.  (2  tablets)  three  times  a day 
one  hour  before  meals,  taken  on  an  empty 
stomach,  produced  the  desired  effect  in  the 
majority  of  the  patients.  In  some  patients  it  was 
necessary  to  increase  the  daily  dosage  by  150 
mg.  In  a few  cases  of  thromboangiitis  obliterans 
and  arteriosclerosis,  1,200  mg.  daily  were  needed 
to  keep  the  patient  free  of  intermittent  claudica- 
tion, or  help  heal  ulcers. 

All  patients  were  advised  before  treatment 
that  they  were  to  expect  a flush  of  the  face 
associated  with  tingling  in  the  hands  or  the  feet. 
The  ambulatory  patients  would  note  the  flush 
in  the  morning  while  going  to  business,  around 
lunch  time,  and  in  the  evenings  when  they 
returned  home.  It  was  explained  that  the  flush 
was  a desired  effect,  and,  therefore,  patients  were 
advised  that  it  was  best  produced  on  an  empty 
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TIME,  10-MINUTE  INTERVALS 

Fig.  1.  Skin  temperature  studies  on  W.  B.  before  and  after  treatment.  The  diagnosis  was  peripheral 

arteriosclerosis. 


stomach  one  hour  before  meals.  The  dose  was 
usually  prescribed  at  7 a.m.,  11  a.m.,  and  4 p.m. 

The  intramuscular  injection  of  nicotinic 
alcohol  was  found  to  have  no  advantage  over  the 
oral  route. 

Peripheral  Arteriosclerosis 

A total  of  134  hospital  and  ambulatory  patients 
with  signs  and  symptoms  of  peripheral  arterio- 
sclerosis has  been  studied.  All  patients  in  this 
group  had  evidences  of  arterial  insufficiency 
manifested  by  rubor  on  dependency  and  pallor 
on  elevation.  All  had  diminished  oscillometric 
readings  and  showed  x-ray  evidence  of  arterio- 
sclerosis of  the  lower  extremities. 

Of  this  group  98  were  nondiabetic  and  36  were 
diabetic.  Of  the  98  nondiabetics,  72  patients 
had  evidence  of  intermittent  claudication.  Fifty- 
one  of  the  72  patients  demonstrated  at  least  100 
per  cent  improvement  from  their  control  claudi- 
cation time  during  treatment. 

For  example,  W.  B.,  a fifty-seven-year-old 
white  male,  for  three  years  had  had  intermittent 
claudication  in  his  right  leg  after  walking  one- 
half  block.  After  four  weeks  treatment  with 


nicotinic  alcohol,  he  could  walk  20  blocks  without 
intermittent  claudication.  We  gradually  raised 
his  daily  dosage,  as  the  flushes  disappeared,  from 
75  mg.  to  150  mg.,  then  to  300  mg.,  then  to  400 
mg.,  increasing  it  ever}'  fourth  week.  After  six 
months  he  was  able  to  walk  two  miles  without 
intermittent  claudication.  Therapy  was  then 
discontinued.  Three  years  later,  he  still  is  able 
to  walk  unlimited  distances  and  is  without  need 
of  treatment.  Prior  to  treatment  he  had  received 
courses  of  saline  intravenously,  typhoid  vaccine 
intravenously,  and  other  modalities,  with  only 
temporary  effect.  Prior  to  treatment,  placebos 
were  used  with  no  effect.  Frequent  repeated 
skin  temperature  studies  were  done  prior  to  the 
use  of  nicotinic  alcohol  after  different  modalities, 
such  as  tetraethylammonium  chloride,  Prisco- 
line,  and  whiskey.  Maximum  results  were  ob- 
tained in  the  skin  temperature  studies  and  the 
claudication  time  test  in  W.  B.  while  under 
treatment  with  nicotinic  alcohol.  Figure  1 shows 
the  results  of  skin  temperature  studies  before 
treatment  and  during  treatment  with  nicotinic 
alcohol,  revealing  the  marked  increase  in  skin 
temperatures. 
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M.  G.,  age  sixty-one.  for  six  months  had  had 
intermittent  claudication  in  his  right  leg  on  walk- 
ing two  blocks.  After  300  mg.  daily  for  ten 
weeks,  a total  of  21  Gm.,  he  was  able  to  walk 
four  blocks.  It  was  interesting  to  note  that  this 
patient,  who  had  had  a coronary  thrombosis  one 
year  previously,  had  no  complaints  of  chest  pain 
after  the  increased  walking  distances. 

In  the  group  of  98  nondiabetic  peripheral 
arteriosclerotics,  15  had  ulcers  of  their  feet. 
Thirteen  of  these  15  ulcers  healed  with  the  use  of 
nicotinic  alcohol.  In  the  arteriosclerotic  ulcers, 
both  diabetic  and  nondiabetic,  supplementary 
treatment  with  parenteral  penicillin  and  crys- 
talline trypsin*  locally  was  used,  with  potassium 
permanganate  foot  soaks  to  clear  off  the  necrotic 
slough,  maintain  wound  cleanliness,  and  prevent 
secondary  fungus  infection.  It  is,  therefore, 
difficult  to  evaluate  the  effects  of  wound  healing 
with  nicotinic  alcohol,  yet  we  feel  that  healing 
was  aided  when  the  feet  became  warmer. 

There  were  12  nondiabetic  peripheral  arteri- 
osclerotics with  evidence  of  gangrene  of  a toe  or 
the  foot.  No  alteration  in  their  condition  was 
noted  after  treatment  with  nicotinic  alcohol. 

In  the  group  of  diabetic  arteriosclerotics  there 
were  36  patients.  Tw'elve  of  this  group  had  in- 
termittent claudication,  of  which  eight  showed 
improvement.  Twelve  also  had  ulcers,  of  which 
four  healed.  The  same  critical  evaluation  as  in 
the  nondiabetic  ulcer  group  must  be  considered 
since  the  same  supplementary  treatment  was 
used.  Of  the  12  diabetics  with  gangrene,  all  re- 
sulted in  amputations. 

Cerebral  Arteriosclerosis 

Twelve  patients  presented  symptoms  of  ver- 
tigo. All  these  elderly  people  had  x-ray  evidence 
of  cerebral  arteriosclerosis,  weight  loss,  muscular 
weakness,  and  memory  loss.  Ear,  nose,  and 
throat  consultation  ruled  out  otosclerosis  and 
Meniere’s  disease.  In  this  group  of  12,  eight  had 
complete  loss  of  vertigo,  to  marked  diminution  in 
the  frequency  of  attacks.  The  four  who  showed 
no  improvement  had  discontinued  the  drug  be- 
fore accurate  evaluations  could  be  made. 

The  unexpected  results  in  improving  vertigo  in 
cerebral  arteriosclerosis  led  us  to  study  five  pa- 
tients with  Meniere’s  disease  and  four  with  oto- 
sclerosis. All  nine  were  previously  evaluated  by 
an  ear,  nose,  and  throat  specialist  who  confirmed 
the  diagnosis.  In  the  Meniere’s  group,  four  out 
of  five  lost  their  vertigo  while  under  treatment. 
In  the  otosclerosis  group,  two  out  of  four  had  a 
diminution  in  the  number  of  their  daily  attacks  of 
vertigo.  It  should  be  stressed  that  the  vertigo 

* Crystalline  trypsin  (Tryptar)  was  supplied  through  the 
courtesy  of  Dr.  Marvin  C.  Ziporyn  of  Armour  Laboratories, 
Chicago,  Illinois.  • 


recurred  in  all  patients  when  treatment  was  dis- 
continued. 

Thrombophlebitis 

Fifteen  patients  with  acute  and  chronic  throm- 
bophlebitis were  treated  with  nicotinic  alcohol. 
All  in  this  group  had  palpable,  tender  veins,  calf 
tenderness,  pain,  and  a positive’  Homans  sign. 
The  ten  cases  of  acute  thrombophlebitis  had  ele- 
vated sedimentation  rates  and  measurable  edema. 
In  the  five  patients  who  had  chronic  thrombophle- 
bitis (postphlebitic  syndrome)  their  edema  sub- 
sided with  bed  rest,  but  other  symptoms  and 
signs  remained  unchanged. 

Vasospastic  Diseases,  Chronic  Lymph- 
edema, Cold  Sensitivity,  Causalgia,  and 
Other  Diseases 

In  this  group  21  patients  were  studied.  There 
were  five  patients  who  had  vasospastic  disease, 
of  which  three  had  Raynaud’s  disease  and  two 
Raynaud’s  syndrome.  One  patient  with  Ray- 
naud’s disease  and  one  with  Raynaud’s  syndrome 
improved  while  under  treatment.  Improve- 
ment was  manifested  by  relief  of  spasm  in  the 
hands,  absence  of  numbness  and  tingling  in  the 
fingers,  and  freedom  from  cramps  in  the  hands 
on  arising  in  the  mornings. 

Of  the  five  patients  with  chronic  lymphedema, 
two  had  edema  praecox  of  the  lower  extremities 
and  three  had  chronic  lymphedema  with  recur- 
rent lymphangitis  of  the  upper  extremities.  None 
in  this  group  improved  after  treatment  with  nico- 
tinic alcohol. 

In  the  cold  sensitivity  group  of  four  patients, 
three  had  severe  frostbite  of  their  feet  and  one  had 
livedo  reticularis.  The  frostbite  cases  had  been 
refractory  to  any  previous  treatment.  Little 
changes  were  noted  other  than  relief  of  the  sensa- 
tion of  burning  in  the  feet.  In  the  patient  with 
livedo  reticularis,  no  objective  or  subjective 
changes  were  noted  after  nicotinic  alcohol.  This 
patient  underwent  a bilateral  sympathectomy 
which  accelerated  the  healing  of  the  ulcers  of  both 
big  toes. 

In  the  causalgia  group  were  two  patients  with 
post-traumatic  edema  of  the  hands.  No  effect 
was  noted  after  treatment  with  nicotinic  alcohol 
as  to  the  relief  of  pain,  swelling,  or  sweating. 

On  the  basis  of  the  recent  emphasis  on  the  vas- 
cular etiology  of  mutiple  sclerosis,  we  attempted 
to  evaluate  the  treatment  of  the  acute  exacer- 
bations. The  only  prospect  of  gain  from  treat- 
ment in  multiple  sclerosis  is  the  protection 
against  fresh  relapses.  Three  patients  with  mul- 
tiple sclerosis  were  treated  for  six  months  during 
exacerbations.  While  the  patients  stated  that 
they  felt  better,  no  objective  changes  were  noted. 
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Three  patients  with  rheumatoid  arthritis  who 
were  refractory  to  cortisone,  gold,  and  salicylates 
were  treated  with  nicotinic  alcohol.  Xo  objec- 
tive effects  were  noted  after  four  weeks  treat- 
ment. 

Discussion 

In  some  of  the  cases  of  intermittent  claudication 
or  ulceration  refractory  to  nicotinic  alcohol,  com- 
bined therapy  with  intramuscular  deproteinated 
pancreatic  extract.*  intramuscular  Priscoline, 
or  intramuscular  tetraethylammonium  chloride t 
often  produces  a more  satisfactory  response.  It 
was  evident  that  a patient  was  refractory  after  the 
dosage  of  nicotinic  alcohol  had  been  gradually 
elevated  to  1,200  mg.  daily  with  no  satisfactory 
clinical  response.  From  these  studies,  we  found 
old  age  no  contraindication  to  the  use  of  nicotinic 
alcohol.  Patients  up  to  the  ages  of  ninety  have 
tolerated  the  drug  in  doses  up  to  600  mg.  with  no 
adverse  effects. 

In  a controlled  series  of  some  ten  patients,  not 
included  in  the  study,  who  had  no  objective  evi- 
dence of  disease  except  psychosomatic  symptoms 
of  weakness,  generalized  malaise,  profuse  sweat- 
ing and  other  signs  of  vasomotor  instability,  the 
symptoms  of  the  patients  were  unaffected  by 
placebos.  It  was  noted  that  their  symptoms  dis- 
appeared within  one  week  after  instituting  ther- 
apy with  nicotinic  alcohol.  We  have  been  unable 
to  evaluate  these  results  on  an  objective  basis 
and  present  them  merely  as  observations  for  dis- 
cussion. 

Conclusions 

A total  of  218  patients  treated  with  nicotinic 
alcohol  was  observed  critically  over  a period  of 
three  and  one-half  years. 

In  none  of  these  patients  were  any  toxic  effects 
noted.  The  desired  “ flush”  effects  were  noted  in 
every  patient. 

The  usual  daily  dosage  at  the  onset  of  treat- 
ment was  100  mg.  three  times  a day,  one  hour 
before  meals.  If  the  flush  was  not  produced,  the 
daily  dosage  was  gradually  raised  each  week,  be- 

*  Deproteinated  pancreatic  extract  (Depropanex)  was 
supplied  through  the  courtesy  of  Dr.  William  Roger  and  Dr. 
Gilbert  Bayne  of  Sharp  & Dohme.  Inc..  West  Point,  Pennsyl- 
vania. 

t Tetraethylammonium  chloride  (Etamon)  was  supplied 
through  the  courtesy  of  Dr.  C.  C.  Von  Der  Heide  of  the 
Department  of  Clinical  Investigations,  Parke,  Davis  Co. 


ing  increased  by  150  mg.,  until  a maximum  total 
of  1 .200  mg.  daily  was  reached.  At  the  level  of 
1,200  mg.  daily,  intermittent  claudication  had 
been  relieved,  and  ulcers  had  a tendency  to  heal 
in  some  patients  with  peripheral  arteriosclerosis 
and  thromboangiitis  obliterans.  Seventy  per 
cent  of  patients  with  acute  thrombophlebitis  im- 
proved. 

Elderly  patients  tolerated  nicotinic  acid  well. 
Relief  of  vertigo  associated  with  cerebral  arte- 
riosclerosis has  been  observed.  In  Meniere’s 
disease  and  otosclerosis,  vertigo  was  relieved  to  a 
lesser  extent. 

Xo  improvement  was  noted  in  those  patients 
with  Raynaud’s  disease,  Raynaud’s  syndrome, 
chronic  lymphedema,  frostbite,  livedo  reticularis, 
post-traumatic  edema,  multiple  sclerosis,  and 
rheumatoid  arthritis. 

Oral  nicotinic  alcohol  is  an  adjunct  in  the  treat- 
ment of  selected  cases  of  peripheral  vascular  dis- 
ease. particularly  intermittent  claudication  of 
peripheral  arteriosclerosis  and  thromboangiitis 
obliterans. 

Further  studies  for  other  modalities  in  the 
treatment  of  peripheral  vascular  diseases  are  in- 
dicated. 


The  authors  wish  to  express  their  appreciation  to  Mrs. 
Marie  Zickl,  Miss  Mary  Kaufman,  and  Mrs.  Mildred  Fox 
for  technical  and  secretarial  assistance. 
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We  should  be  eternally  vigilant  against  attempts  to  check  the  expression  of  opinions  that  we 
loathe. — Justice  Oliver  Wendell  Holmes 


CORTISONE  THERAPY  OF  PENICILLIN  REACTIONS 

Jeff  Davis,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology,  Cornell  University  Medical  College) 


ALLERGIC  and  toxic  reactions  from  peni- 
cillin therapy  have  an  over-all  incidence 
of  8 to  10  per  cent.  Table  I classifies  the  reac- 
tions encountered  with  this  antibiotic  drug. 
Although  circulating  antibodies  have  not  been 
consistently  demonstrated  in  the  human,  there 
seems  ample  experimental  evidence  to  support 
the  allergic  concept  of  a variety  of  cutaneous 
manifestations  resulting  from  penicillin. 

Urticaria  is  the  most  common  type  of  reaction 
encountered.  In  general,  two  varieties  are  ob- 
served, the  early  or  immediate  variety,  which 
occurs  within  twenty-four  to  forty-eight  hours, 
and  the  delayed  or  serum  sickness  type  that 
begins  five  to  ten  days  or  more  after  the  cessa- 
tion of  the  penicillin.  It  frequently  runs  a pro- 
tracted course  associated  with  varying  degrees 
of  angioedema  and  intractable  pruritus. 

Penicillin  reactions  in  some  instances  are 
unresponsive  to  the  accepted  routine  methods  of 
treatment,  usually  consisting  of  the  administra- 
tion of  antihistamines,  adrenaline  by  various 
routes,  intravenous  calcium  and  topical  remedies. 

In  cutaneous  penicillin  reactions  that  had  failed 
to  respond  to  routine  therapy,  an  exceedingly 
small  dose  of  cortisone  was  found  to  produce  an 
excellent  effect.  Three  cases  required  only  one 
injection  of  50  mg.  of  cortisone  for  complete 
remission  of  the  reaction.  In  two  cases  this  dose 
was  repeated  in  twenty-four  hours.  None  of 
the  cases  received  more  than  a total  of  100  mg. 
of  cortisone.  There  was  no  recurrence  of  the 
clinical  or  symptomatic  manifestations  in  any 
of  the  patients  treated. 

The  following  five  patients  are  presented  as 
examples  of  treatment-resistant  cases  of  peni- 
cillin hypersensitivity  that  experienced  rapid 
and  complete  relief  from  extremely  small  doses 
of  cortisone  (Table  II). 

Case  Reports 

Case  1. — M.  A.,  a white  woman  aged  fifty-seven, 


TABLE  I. — Penicillin  Reactions 


A.  Hypersensitive 

1.  Urticaria 

(a)  With  or  without  angioedema 

(b)  Immediate  or  delayed 

2.  Maculopapular:  morbilliform,  pityriasis  rosea 

like,  miliaria,  erythema 

3.  Erythema  multiforme:  vesicular  or  bullous 

4.  Erythema  nodosum:  joint  pains 

5.  Contact  eczematoid  dermatitis 

6.  Local  reaction  at  site  of  injection 

7.  Purpura 

8.  Bronchial  asthma 

9.  Anaphalactic  shock 

10.  Exfoliative  dermatitis 

B.  Toxic:  fever,  chills,  cramps;  disturbances  in  menses, 

pregnancy,  puerperium 

C.  Infection  at  injection  site 

D.  Vascular:  angitis,  thrombi,  emboli 

E.  Central  nervous  syndrome:  convulsions,  peripheral 

neuritis 

F.  Miscellaneous 

1.  Herxheimer 

2.  Jaundice  (hepatitis) 

3.  Hydrarthrosis 

4.  Increased  blood  coagulation  time 

5.  Flareup  of  fungus  foci 


with  carcinoma  of  the  breast,  received  penicillin 
(Crystallin),  300,000  units  daily  postopera  tively  for 
five  days.  Three  days  after  the  last  injection  she 
developed  a mild  papular  rash  over  the  arms  and 
chest.  Within  several  days  a generalized  urticaria 
associated  with  intense  itching  appeared.  The 
patient  received  Pyribenzamine  four  times  daily  (50 
mg.)  for  three  days  augmented  by  adrenaline  at 
eight-hour  periods  without  modification  of  her  symp- 
toms. She  was  then  given  100  mg.  of  ACTH  in 
two  50-mg.  doses  without  improvement  of  her 
symptoms.  There  was  little  sleep  even  with  seda- 
tion. After  five  days  of  the  rash,  50  mg.  of  intra- 
muscular cortisone  were  administered.  Within  a 
five-hour  period  50  per  cent  of  the  rash  had  in- 
voluted, and  she  experienced  the  first  relief  from 
her  pruritus.  The  following  day  there  was  no 
evidence  of  the  eruption,  and  the  pruritus  had  en- 
tirely subsided.  No  further  treatment  was  given, 
and  the  eruption  did  not  recur. 

Case  2. — L.  B.,  a white  female  aged  thirty-four, 
with  adenoma  of  the  thyroid,  received  penicillin 
(Crystallin),  300,000  units  daily  postopera  tively 
for  seven  days.  On  the  tenth  day  the  patient  de- 
veloped generalized  erythematous  plaques  asso- 


TABLE  II. — Results  op  Cortisone  Therapy  op  Penicillin  Reactions 


Type  Reaction 

Duration 

(Days) 

Previous  Therapy 

Cortisone 

(Mg.) 

Time 

Required  for 
Symptomatic 
Response 
(Hours) 

Time 

Required  for 
Recovery 
(Hours) 

Urticaria 

5 

Antihistamine,  ACTH 

100 

5 

24 

Erythematous  plaques 

4 

Calcium  gluconate  intravenous, 
ephedrine 

50 

7 

48 

Urticaria 

10 

Antihistamine,  adrenaline 

100 

6 

24 

Erythema 

4 

Antihistamine,  ephedrine 

50 

8 

24 

Erythema  multiforme 

5 

Calcium  gluconate  intravenous, 
ephedrine,  antihistamine 

100 

6 

24  to  48 
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dated  with  mild  pruritus.  She  was  given  oral 
antihistamines  with  no  effect.  Intravenous  cal- 
cium gluconate  and  5 per  cent  glucose  on  three  suc- 
cessive days  were  to  no  avail.  There  was  some  ex- 
tension of  the  cutaneous  lesions,  and  early  edema  of 
the  extremities  was  evident.  Ephedrine  sulfate, 
s/4  grain,  had  been  taken  every  four  hours  without 
effect.  Although  the  pruritus  was  mild,  sleep  was 
being  interfered  with.  The  patient  was  seen  on  a 
dermatologic  consultation  on  the  fourth  day  of  the 
reaction.  Fifty  milligrams  of  intramuscular  corti- 
sone were  ordered.  There  was  marked  involution 
noted  in  the  eruption  within  seven  hours.  The  next 
day  the  reaction  had  almost  completely  subsided, 
and  in  forty-eight  hours  there  was  no  residual  in- 
volvement present.  No  further  cortisone  was  given, 
and  there  was  no  recurrence  of  the  reaction. 

Case  3. — L.  C.,  a white  male  aged  thirty-one,  with 
multiple  furunculosis,  was  hospitalized  for  general- 
ized urticaria.  There  was  edema  of  the  face  and 
extremities  as  well  as  the  oral  mucosa.  His  history 
showed  that  he  had  received  a ten-day  course  of 
daily  penicillin  injections,  the  last  one  having  been 
given  ten  days  before  admission  to  the  hospital. 
The  cutaneous  manifestations  first  appeared  five 
days  after  the  last  penicillin  injection  had  been 
administered  and  had  increased  in  severity  with 
generalized  extension  over  the  body.  Several  oral 
antihistamine  preparations  had  been  tried  without 
effect.  Adrenaline  subcutaneously  had  produced 
very  little  relief,  and  barbiturates  had  afforded  only 
a few  hours  of  respite  from  the  pruritus.  Cortisone, 
50  mg.  intramuscularly,  was  given,  and  within  six 
hours  the  patient  experienced  marked  relief  both 
clinicalty  and  symptomatically.  On  the  following 
day  the  eruption  was  50  per  cent  improved.  The 
dose  of  cortisone  was  repeated.  Twenty-four  hours 
later  the  skin  was  entirely  clear  and  the  patient  com- 
pletely free  of  pruritus.  The  patient  was  discharged 
from  the  hospital,  and  there  was  no  recurrence  of 
the  eruption. 

Case  — W.  C.,  a white  female  aged  thirty-seven, 
with  adenoma  of  the  thyroid,  developed  generalized, 
superficial,  pruritus  erythematous  plaques  over  the 
body  eight  days  after  a five-day  course  of  post- 
operative penicillin  had  been  administered.  Both 
Neo-Antergan  and  Thephorin,  each  in  50-mg.  doses 
four  times  a day,  had  given  no  relief.  Likewise 
ephedrine  hydrochloride,  0.5  cc.  of  1:1,000  every 
four  hours,  was  ineffective  in  relieving  the  symp- 
toms. Local  antipruritics  were  worthless.  The 
patient  was  seen  on  a dermatologic  consultation 
after  the  cutaneous  reaction  had  been  present  for 
four  days.  Fifty  milligrams  of  cortisone  were  given 
intramuscularly.  Within  eight  hours  there  was 
complete  relief  from  itching,  and  the  urticaria  sub- 
sided. The  following  day  the  skin  was  essentially 
normal.  No  further  cortisone  was  administered, 
and  the  eruption  did  not  recur. 

Case  5. — B.  P.,  a sixty-eight-year-old  white  male 
with  carcinoma  of  the  prostate,  received  postoper- 
ative penicillin,  300,000  units  daily  for  eight  days. 
On  the  seventh  day  of  the  penicillin  therapy  the  pa- 
tient developed  a generalized  pruritus.  The  next 


day  erythema  multiforme-like  eruptions  appeared 
on  the  trunk  and  arms.  Despite  oral  antihista- 
mines, discontinuance  of  the  penicillin,  adrenaline 
subcutaneously  at  six-hour  intervals,  and  calcium 
gluconate  intravenously,  the  eruption  became  gen- 
eralized and  the  extremities  edematous.  On  the 
fifth  day  of  the  cutaneous  reaction,  50  mg.  of  corti- 
sone were  given  intramuscularly.  Within  six  hours 
there  was  marked  amelioration  of  the  pruritus  and 
some  resolution  of  the  rash.  The  50-mg.  dose  was 
repeated  in  six  hours.  There  was  continued  im- 
provement during  the  first  twenty-four  hours;  the 
skin  was  free  from  itching,  and  the  rash  showed  com- 
plete involution  on  the  second  day.  There  was  no 
recurrence  of  the  eruption. 

Comment 

The  basis  for  the  application  of  cortisone  ther- 
apy to  the  hypersensitive  type  of  penicillin  reac- 
tion arises  from  the  experimental  demonstration 
of  its  ability  to  alter  the  allergic  tissue  mechanism 
and  from  the  clinical  benefits  that  have  been 
obtained  in  the  treatment  of  other  allergic  condi- 
tions. 

Soffer  et  al.  demonstrated  the  ability  of  corti- 
sone and  ACTH  to  suppress  the  Shwartzman 
phenomenon  in  the  animal.2  Although  the  latter 
is  not  an  allergic  mechanism  but  rather  a mani- 
festation of  tissue  hypersensitivity,  Thorn  et  al. 
and  others  have  presented  experimental  evidence 
that  ACTH  and  cortisone  effectively  decrease 
or  actually  inhibit  tissue  histamine  output  and 
afford  protection  from  methacholine,  both  agents 
purported  to  take  part  in  the  allergic  mecha- 
nism.3,4 Selye  has  shown  cortisone  and  ACTH 
capable  of  inhibiting  anaphylactoid  reactions 
in  the  rat  produced  by  administration  of  egg 
white.6 

Clinically,  cortisone  as  well  as  ACTH  have 
proved  beneficial  in  some  cases  of  bronchial 
asthma,  atopic  eczema,  erythema  multiforme, 
and  reactions  due  to  a number  of  drugs  including 
those  due  to  penicillin  sensitivity. 

The  successful  treatment  of  occasional  cases  of 
penicillin  reactions  has  been  included  in  the 
observations  on  cortisone  and  ACTH  therapy  by 
Carey  et  al.,  6 Feinberg,  7 Bordley,8  Costello,9 
Coste  and  Oury,10  Ekblad,11  and  Newman  and 
Feldman.12  Beneficial  effects  have  also  been 
noted  with  the  adrenal  steriods  in  hypersensitive 
reactions  following  the  administration  of  iodine, 
acetylsalicylic  acid,  hvdroxyphenylcinehoninic 
acid,  sulfonamides,  and  gold. 

Relapses  were  reported,  following  complete 
remissions  in  some  instances,  although  this  was 
not  a complication  of  our  own  series.  It  has  been 
suggested,  however,  that  in  spite  of  possible 
relapse  the  use  of  the  hormone  may  still  be  help- 
ful inasmuch  as  the  period  of  remission  produced 
by  the  hormone  may  be  sufficiently  long  to  coin- 
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cide  with  the  self-limited  course  of  the  penicillin 
reaction. 

In  the  reported  cases  from  the  literature  the 
total  dosages  of  cortisone  and  ACTH  ranged  from 
300  to  900  mg.  or  more.  This  is  much  greater 
than  the  total  dose  of  50  to  100  mg.  administered 
in  our  own  series.  It  is  of  course  true  that  in 
cases  having  more  severe  reactions,  higher  dosages 
will  be  required  in  order  to  obtain  a remission. 

Recently,  in  presenting  the  results  of  investi- 
gation of  antihistamine  therapy  of  dermatoses 
before  the  New  York  Academy  of  Medicine,  I 
stressed  the  effectiveness  of  these  drugs  in  the 
treatment  of  acute  urticaria.13  It  is  true  that 
antihistamines  are  successful  in  alleviating  70 
to  75  per  cent  of  the  cases  of  acute  urticaria  in- 
cluding those  cases  arising  from  drug  hypersensi- 
tivity. However,  although  the  period  of  time  re- 
quired for  the  complete  amelioration  of  symptoms 
is  brief  in  some  cases,  many  other  cases  require 
from  five  days  to  two  weeks  treatment  with 
antihistamines. 

The  steroids,  corticotropin  (ACTH)  and  corti- 
sone (Compound  E),  have  been  employed  with 
varying  degrees  of  success  in  a number  of  dermato- 
logic conditions,  particularly  of  the  collagen 
disorders,  atopic  eczema,  pemphigus,  and  others. 
In  most  instances,  however,  improvement  proves 
only  temporary.  The  risk  to  the  patient  is 
still  too  great  to  warrant  their  place  in  the  practi- 
cal management  of  benign  dermatoses,  until 
their  dosage,  mode  of  action,  and  untoward 
side-effects  have  been  more  adequately  estab- 
lished . It  is  now  generally  accepted  dermatologic 
practice  that  in  other  than  experimental  investi- 
gations these  agents  are  to  be  resorted  to  only 
in  unusually  severe  or  resistant  cases  which  are 
known  to  be  benefited  by  these  drugs  or  in  those 
dermatoses  having  a fatal  prognosis. 

Summary 

1.  Five  treatment-resistant  cases  of  penicillin 


hypersensitivity  that  failed  to  respond  to  routine 
management  showed  almost  immediate  response 
to  the  administration  of  cortisone. 

2.  Patients  experienced  symptomatic  relief, 
and  clinical  improvement  was  observed  within 
six  to  eight  hours  after  the  first  injection  of  corti- 
sone. 

3.  There  was  complete  resolution  of  the  cuta- 
neous signs  of  hypersensitivity  in  all  cases  within 
twenty-four  to  forty-eight  hours. 

4.  No  remissions  were  noted  in  any  of  the 
cases  treated. 

5.  The  total  dose  of  cortisone  did  not  exceed 
100  mg.  in  any  instance. 

6.  The  relief  of  distressing  symptoms  by  such 
small  total  doses  of  cortisone  in  patients  whose 
cutaneous  eruptions  fail  to  respond  to  conven- 
tional dermatologic  management  is  so  definite 
and  safe  that  it  would  seem  appropriate  therapy 
in  this  type  of  case. 
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PROGRESSIVE  BRONCHOSPASTIC  DISEASE: 
The  author  describes  a chronic  pulmonary  con- 
dition occurring  chiefly  in  men  over  fifty.  Early 
manifestations  are  usually  a severe  cough  and  short- 
ness of  breath  in  the  morning.  Later  on,  the  dysp- 
nea occurs  on  exertion,  becoming  progressively 
worse  until  evidences  of  impaired  gas  exchange  and 
hypoxia  appear.  The  first  sign  of  this  is  cyanosis 
on  exertion.  Evidence  of  cardiac  decompensation 
appears  late,  and  death  occurs  when  failure  becomes 


A PRIMARY  OBSTRUCTIVE  EMPHYSEMA 
irreversible.  The  author  suggests  that  this  syn- 
drome be  identified  as  “progressive  bronchospastic 
disease”  in  order  to  distinguish  it  from  other  chronic 
pulmonary  disease.  If  the  condition  is  recognized 
early,  a planned  program  of  management  may  help 
retard  progression  of  the  disease  or  even  increase 
chances  of  preventing  it. 

— Joseph  Bradford,  M.D.,  American  Practitioner, 
May,  1952 


ARRHYTHMIAS  PRODUCED  BY  INTRAVENOUS  PROCAINE  AMIDE 

Louis  J.  Acierno,  M D.  and  Richard  Gubner,  M.D.,  Brooklyn,  New  York,  and 
Ben  Poliakoff,  M.D.,  Camden,  New  Jersey 

( From  the  Department  of  Medicine,  Kings  County  Hospital) 


IX  URGENT  situations  parenteral  medication 
may  be  essential  to  restore  normal  cardiac 
rhythm.  It  has  been  pointed  out  in  a previous 
communication  that,  although  lifesaving  on 
some  occasions,  the  intravenous  use  of  quini- 
dine  may  be  hazardous.1  Procaine  amide  has 
been  found  to  be  more  efficacious  than  quinidine 
in  the  control  of  ventricular  tachycardia.2  In 
addition,  it  is  considered  to  be  less  toxic  than 
quinidine.  The  following  case  reports  illustrate 
that  procaine  amide  (Pronestvl)  employed  intra- 
venously possesses  the  same  potential  toxicity  as 
quinidine. 

Case  Reports 

Case.  1. — H.  R.,  a twenty-year-old  white  male,  was 
drinking  in  a tavern  on  April  21,  1951.  At  about 
2:30  a.m.,  after  having  engaged  in  a verbal  argument 
with  another  patron,  the  patient  was  noted  to  be 
“acting  queerly.”  Upon  investigating,  the  bartender 
noted  an  almost  empty  tube  of  rat  poison  lying  be- 
side the  patient’s  glass.  The  police  were  notified, 
and  they  immediately  brought  the  patient  to  Kings 
County  Hospital.  On  admission,  the  patient  re- 
fused to  give  his  name  or  history. 

Physical  examination  revealed  a young  white  male 
hung  in  bed,  alert  but  uncooperative.  He  smelled 
strongly  of  phosphorus,  and  was  repeatedly  vomiting 
or  retching.  Blood  pressure  was  120/64.  Radial 
pulse  and  ventricular  rate  were  recorded  at  124  per 
minute,  respirations  24  per  minute,  and  tempera- 
ture 97.8  F.  No  other  abnormalities  were  elicited 
on  physical  examination. 

Gastric  lavage  was  performed  immediately,  using 
isotonic  saline  solution  and  tap  water  until  the  wash- 
ings no  longer  had  the  odor  of  phosphorus.  Four 
ounces  of  Amphojel  were  then  placed  in  the  stom- 
ach. He  was  also  given  4 cc.  of  syrup  of  ipecac  and 
an  infusion  of  10  per  cent  glucose  in  water. 

Five  hours  after  admission  the  patient  was  still 
alert  though  now  complaining  of  “crampy”  abdomi- 
nal pain.  At  this  time,  the  abdominal  wall  was  soft 
with  no  areas  of  tenderness  on  palpation.  Within 
the  next  hour  he  was  given  10  cc.  of  paraldehyde  in- 
tramuscularly to  control  his  restlessness,  and  8 
ounces  of  milk  and  Amphojel  in  equal  parts  by 
mouth.  Shortly  thereafter,  the  patient  became 
slightly  dyspneic.  Mild  cyanosis  of  the  acral  parts 
was  now  evident,  and  the  entire  abdominal  wall  was 
tender  to  palpation.  The  lungs,  however,  were 
clear  to  auscultation.  The  heart  rate  became  even 
more  rapid  but  was  still  regular.  Retching  and  di- 
arrhea were  present.  An  indwelling  catheter  was 
inserted  because  of  oliguria.  Blood  chemistry  stud- 
ies at  this  time  were  as  follows:  carbon  dioxide  com- 


bining power,  10  vol.  per  cent;  urea,  32  mg.  percent; 
sugar,  176  mg.  percent;  phosphorus,  5.1  mg.  percent; 
and  calcium,  7.8  mg.  per  cent.  Therapy  now  con- 
sisted of  (1)  morphine  sulfate,  'A  grain  intramuscu- 
larly, (2)  oxygen  by  mask,  (3)  stomach  lavage  with 
1 per  cent  copper  sulfate  solution  and  mineral  oil  in 
equal  parts,  (4)  infusions  of  10  per  cent  glucose  in 
water  followed  by  Ringer’s  solution,  and  then  5 per 
cent  solution  of  sodium  bicarbonate,  and  (5)  trans- 
fusion with  whole  blood. 

Two  hours  later  yellow  particles  and  gangrenous 
bits  of  tissue  were  recovered  in  the  gastric  washings. 
Blood  pressure  was  now  80/70.  No  urine  was  ob- 
tained as  yet.  The  patient  was  now  mildly  manic, 
but  not  completely  disoriented.  The  pupils  were 
dilated,  equal,  regular  and  reacted  to  light.  The 
lungs  were  still  clear  to  auscultation.  The  heart 
sounds  were  now  muffled  and  of  poor  quality  with 
rapid  and  regular  rhythm.  The  deep  tendinous  re- 
flexes in  the  right  arm  and  left  leg  were  hyperactive. 
The  plantar  reflex  in  the  left  foot  was  upward.  At 
this  time,  the  patient  was  given  (1)  calcium  gluco- 
nate, 1 Gm.  intravenously,  (2)  benzedrine,  20  mg. 
intramuscularly,  (3)  penicillin,  300,000  units  intra- 
muscularly, (4)  ephedrine  sulfate,  1 ampule  intra- 
muscularly, and  (5)  caffeine  sodium  benzoate,  0.5 
Gm.  intramuscularly. 

Within  the  next  hour,  the  patient  became  coma- 
tose. Blood  pressure  was  now  60/40.  Respirations 
became  irregular  and  Kussmaul  in  type.  A total  of 
150  cc.  of  urine  was  obtained.  This  smelled  strongly 
of  phosphorus,  and  analysis  revealed  a specific  grav- 
ity of  1.015,  2 plus  albumin,  no  sugar,  2 plus  acetone 
and  25  red  blood  cells  per  low  power  field.  No  leu- 
kocytes or  crystals  were  seen.  At  this  time  a femo- 
ral vein  transfusion  of  500  cc.  of  whole  blood  was 
started. 

Ninety  minutes  later  the  blood  pressure  was  un- 
obtainable, and  the  heart  sounds  could  not  be  heard. 
The  electrocardiogram  taken  at  this  time  revealed 
the  presence  of  paroxysms  of  ventricular  tachycardia 
and  intraventricular  block  in  the  regularly  conducted 
beats  (Fig.  1A). 

In  view  of  the  arrhythmia  and  urgency  of  the  sit- 
uation, 100  mg.  of  Pronestyl  were  given  intraven- 
ously. Five  minutes  later  ectopic  ventricular  beats 
were  still  present,  and  in  the  regularly  conducted 
beats  there  was  an  increased  widening  of  the  QRS 
complexes.  Another  100  mg.  of  Pronestyl  were 
given  at  this  point  (Fig.  IB).  One  minute  following 
this  second  dose,  there  was  a marked  slowing  of  the 
ventricular  rate  with  disappearance  of  the  ectopic 
beats  (Fig.  1C).  This  persisted  for  one  minute 
when  tachycardia  rate  136  recurred,  with  marked 
widening  of  the  QRS  complexes  (Fig.  ID).  Another 
100  mg.  of  Pronestyl  were  given  intravenously. 
Immediately  thereafter,  the  tachycardia  was  abol- 
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Fig.  1.  Increasing  bundle  branch  block  and  car- 
diac arrest  produced  by  intravenous  procaine  amide 
(see  text  for  key). 


ished,  and  an  extreme  sinus  bradycardia  was  re- 
corded with  an  intraventricular  block  and  a ventric- 
ular rate  of  23  per  minute  (Fig.  IE).  At  this  time 
respirations  ceased.  Continuous  electrocardiograph 
tracings  at  the  time  of  death  revealed  chaotic  heart 
action  and  finally  cardiac  arrest. 

Because  of  the  moribund  state  of  the  patient  at 
the  time  Pronestyl  was  administered,  some  reser- 
vation is  necessaiy  in  attributing  the  changes  in 
rhythm  to  this  agent.  However,  in  view  of  the 
sequential  electrocardiographic  tracings  follow- 
ing the  usage  of  Pronestyl,  there  seems  to  be  no 
doubt  that  the  drug  hastened  this  man’s  death.. 

This  case  illustrates  a striking  similarity  in  car- 
diac effects  between  quinidine  and  Pronestyl. 
The  increase  in  intraventricular  block  and  ulti- 
mate cardiac  arrest  accompanying  the  use  of 
Pronestyl  have  been  observed  with  intravenous 
quinidine  administration. 

Case  2.—L.  R.,  a seventy-two-year-old  white 
male,  was  admitted  to  Kings  County  Hospital  be- 
cause of  the  sudden  onset  of  severe  substernal  pain 
which  persisted  for  five  days,  accompanied  by  sev- 
eral episodes  of  syncope  and  restlessness.  No  other 
complaints  were  elicited.  There  was  a history  of 
hypertension  and  a “stroke”  one  year  prior  to  this 
admission,  with  full  recovery.  An  electrocardio- 
gram taken  six  months  before  this  present  episode 
revealed  a sinus  rhythm  with  a left  bundle  branch 
block. 

Physical  examination  at  the  time  of  admission 


Fig.  2.  Paroxysms  of  ventricular  tachycardia 
produced  by  intravenous  procaine  amide  (see  text 
for  key). 


revealed  an  elderly  white  male,  alert  but  quite  rest- 
less and  complaining  of  severe  precordial  pain  and 
weakness.  Blood  pressure  was  150/100.  The 
lungs  were  clear  to  percussion  and  auscultation. 
The  heart  was  enlarged  to  the  left  and  downward  on 
percussion.  The  rhythm  was  regular  and  rapid  (177 
per  minute).  No  murmurs  were  heard.  Abdomi- 
nal examination  failed  to  reveal  any  abnormalities. 
The  impression  at  the  time  was  ventricular  tachy- 
cardia, probably  secondary  to  an  acute  myocardial 
infarction. 

An  electrocardiogram  was  taken  immediately. 
This  revealed  a tachycardia  with  wide  QRS  com- 
plexes (Fig.  2A).  A dose  of  100  mg.  of  Pronestyl 
was  given  intravenously.  One  minute  later,  the 
electrocardiogram  revealed  marked  slowing  and  ir- 
regularity of  the  ventricular  rate  with  the  presence 
of  auricular  flutter  (Fig.  2B).  Three  minutes  later, 
because  of  the  recurrence  of  the  tachycardia,  a sec- 
ond dose  of  100  mg.  of  Pronestyl  was  given  with  iden- 
tical response.  Two  minutes  later,  a third  dose  of 
Pronestyl,  100  mg.  intravenously,  produced  an  even 
more  marked  slowing  of  the  ventricular  rate.  A 
similar  response  followed  a fourth  dose  of  Pronestyl, 
100  mg.,  four  minutes  later  (Fig.  2C).  Seventeen 
minutes  following  the  first  dose,  and  after  a total 
dosage  of  400  mg.  of  Pronestyl,  0.8  mg.  of  Cedilanid 
(lanatoside  C)  were  given  intravenously.  Fifteen 
minutes  later,  because  of  recurrence  of  tachycardia, 
an  additional  200  mg.  of  Pronestyl  were  given  intra- 
venously (total  dosage  now  600  mg.).  Two  minutes 
after  this  last  dose  of  Pronestyl,  short  paroxysms  of 
ventricular  tachycardia  appeared  (Fig.  2D).  The 
auricular  flutter  was  unaffected  except  for  slight 
slowing  of  the  flutter  waves  (from  270  to  225). 
The  QRS  complexes,  initially  0.12  second,  became 
widened  to  0.15  second.  At  this  point  no  further 
Pronestyl  was  given.  The  ectopic  ventricular  beats 
disappeared  within  one  hour,  but  auricular  flutter 
persisted  throughout  the  patient’s  further  stay  in  the 
hospital,  with  the  ventricular  rate  controlled  by 
digitalis.  LIBRARY  OF  THE 
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This  case  illustrates  that,  like  quinidine,  the 
use  of  Pronestvl  intravenously  can  produce  ven- 
tricular tachycardia.  It  also  reveals  two  other 
quinidine-like  effects,  namely  , depression  of  atrio- 
ventricular conduction  indicated  by  widening  of 
the  QRS  complexes  and  slowing  of  the  ventricular 
response,  and  slowing  of  auricular  flutter  waves. 

Summary 

Two  cases  are  reported,  demonstrating  the  de- 
velopment of  serious  disturbances  in  cardiac 
rhythm  attending  the  usage  of  procaine  amide 
(Pronestvl)  intravenously.  In  one,  death  en- 
sued as  a result  of  increasing  intraventricular 
block  and  cardiac  arrest  after  administration  of 
300  mg.  of  Pronestvl  for  the  control  of  ventricular 
tachycardia  produced  by  phosphorus  poisoning. 
Since  this  subject  was  already  in  a moribund 
state  when  procaine  amide  was  given,  death  can- 
not be  directly  attributed  to  its  use,  although  se- 
quential electrocardiographic  changes  indicated 
that  it  undoubtedly  hastened  exitus.  In  the 
second  case,  marked  impairment  of  atrioventric- 
ular conduction  and  short  runs  of  ventricular 
tachycardia  were  produced  by  the  administration 
of  600  mg.  of  Pronestvl  over  a period  of  thirty- 


four  minutes  in  a subject  with  auricular  flutter 
and  pre-existing  bundle  branch  block. 

Thesd  disturbances  in  rhythm  are  identical 
with  those  which  may  be  observed  following  in- 
travenous administration  of  quinidine.  Similar 
arrhythmias  have  been  produced  in  dogs  during 
intravenous  administration  of  Pronestyl.3  Al- 
though procaine  amide  is  an  important  adjunct 
in  the  treatment  of  ectopic  ventricular  rhythms, 
caution  is  necessary  when  it  is  used  intravenously, 
particularly  in  the  presence  of  bundle  branch 
block.  Serial  electrocardiograms  should  be  taken 
during  administration  of  fractionated  doses  of 
procaine  amide  intravenously,  and  when  signifi- 
cant widening  of  the  QRS  complex  is  observed, 
further  dosage  should  be  discontinued.  In  addi- 
tion, since  procaine  amide  exerts  a hypotensive 
effect,  as  quinidine  does,  blood  pressure  should  be 
recorded  frequently  when  procaine  amide  is  given 
intravenously,  particularly  in  subjects  who  are 
in  a shocklike  state. 
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SUMMARY  OF  BLUE  SHIELD  ACHIEVEMENTS  FOR  1951 


According  to  the  Blue  Shield  Doctors’  Plan  Re- 
port for  1951,  approximately  one  out  of  every  four 
persons  in  the  Greater  New  York  area  is  now  a mem- 
ber of  New  York’s  Blue  Shield  Plan.  A total  of 
28,581  employe  groups  were  covered  by  Blue  Shield, 
these  groups  ranging  in  size  from  four  to  more  than 
50,000  members. 

Eighty-six  per  cent  of  Blue  Shield’s  mem- 
bers pay  subscription  charges  through  their  place 
of  employment. 

Blue  Shield  subscription  charges  are  paid  directly 
to  the  Plan  by  33,899  members;  205,778  were 


originally  enrolled  through  groups  but  left  their 
place  of  employment;  19,270  were  enrolled  where 
group  remittance  is  not  permitted  (U.S.  Govern- 
ment employes,  for  instance),  and  105,851  were 
enrolled  on  a nongroup  basis  because  they  work 
where  there  are  less  than  four  employes  or  because 
they  are  retired,  unemployed,  or  self-employed. 

There  were  285,190  members  who  received  Blue 
Shield  benefits  during  the  year,  and  $14,370,057 
were  paid  by  the  Plans  to  physicians  for  their  care. 
One  out  of  ever}'  eight  members  received  Blue 
Shield  benefits  during  the  year. 


CORNELL  CONLERENCES  ON  THERAPY 


Departments  of  Pharmacology  and  Medicine,  Cornell  University 
Medical  College  and  New  York  Hospital 

'"THESE  are  stenographic  reports  of  conferences  by  the  members  of  the  Departments 
of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  College  and  New  York 
Hospital,  with  collaboration  of  other  departments  and  institutions.  The  questions  and 
discussions  involved  participation  by  members  of  the  staff  of  the  college  and  hospital, 
students,  and  visitors.  A selected  group  of  these  conferences  is  published  in  an  annual 
volume,  Cornell  Conferences  on  Therapy,  by  the  Macmillan  Company. 


ION-EXCHANGE  RESINS 


Dr.  George  Reader:  Today  we  have  a 
privilege  that  comes  to  us  much  too  infrequently, 
a visit  from  Dr.  William  Dock.  We  always  look 
forward  to  having  him  tell  us  about  his  latest 
ideas  in  his  interesting  and  stimulating  presenta- 
tions. Today  Dr.  Dock  is  going  to  talk  about 
the  ion-exchange  resins. 

Dr.  William  Dock:  An  ion-exchanger  is 
simply  an  insoluble  material  which  can  remove 
specific  ions  from  a surrounding  solution,  liberat- 
ing an  equivalent  amount  of  a different  ion  into 
the  solution.  If  such  a compound  is  washed  with 
distilled  water,  there  is  no  reaction,  because  there 
are  no  ions  in  the  water  to  be  exchanged.  But  if 
a housewife  tires  of  her  “hard  water,”  she  can  in- 
vest in  a water-conditioner,  which  removes  from 
the  water  all  calcium,  magnesium,  and  other  ma- 
terials likely  to  leave  a scum  in  the  bathtub  and 
replaces  them  with  sodium  or  other  ions.  Ex- 
changers can  be  manufactured  to  pick  up  almost 
any  ions,  either  acidic  or  basic,  and  substitute  for 
them  various  radicals.  These  have  had  a place 
in  industry  for  a very  long  time.  The  original 
compounds  were  just  selected  forms  of  earth  sili- 
cates. Then  sulfonated  coal  was  widely  used, 
and  finally  synthetic  resins  were  introduced. 

One  of  the  resins  was  the  first  ion-exchanger 
tried  in  medicine.  It  was  used  as  an  extremely 
expensive  and  bulky  way  of  neutralizing  gastric 
acidity.  The  basic  form  was  given.  This  picked 
up  chloride  as  it  went  through  the  stomach  and 
gave  off,  let  us  say,  bicarbonate,  which  just  bub- 
bled away.  When  it  left  the  stomach  and  got 
back  into  the  intestine  where  there  was  a different 
electrolyte  pattern,  part  of  the  chloride  was  given 
off,  perhaps  in  exchange  for  some  combination  of 
carbonates,  phosphates,  etc. 

During  the  war  experiments  were  made  with 
all  sorts  of  resins  to  desalt  sea  water.  The  Army 


and  Navy  spent  a great  deal  of  chemical  and 
medical  talent  on  this  problem.  As  a result, 
many  people  simultaneously  had  the  idea  that  if 
one  could  desalt  the  ocean,  it  was  probably  pos- 
sible to  desalt  a citizen  much  more  readily.  That 
work  was  begun,  of  course,  with  animal  experi- 
ments and  has  had  wide  clinical  trial  in  places 
equipped  to  do  the  extensive  laboratory  work 
needed.  Then  various  modified  resins  were  de- 
veloped by  industrial  pharmaceutical  groups,  and 
these  are  now  on  the  market  in  many  forms. 

Perhaps  it  would  be  useful  to  follow  one  of 
these  resins  as  it  goes  through  the  gastrointestinal 
tract  of  a patient  to  see  what  it  does  and  what 
difficulties  it  may  cause.  Suppose  we  take  one  of 
the  early  resins  that  was  used,  say  Dow  X-50, 
made  by  the  Dow  Chemical  Company  and  mar- 
keted by  various  firms.  This  is  an  acid  resin  de- 
signed to  pick  up  sodium  and  liberate  hydrogen 
ions.  In  the  mouth  it  promptly  begins  pulling 
base  out  of  the  saliva  and  produces  thus  a very 
acid  reaction  at  the  mucosa,  giving  the  patient 
the  sensation  of  something  hot  and  acid  in  the 
mouth.  As  he  swallows,  he  might  feel  this  hot 
sensation  all  the  way  down  to  his  stomach.  By 
this  time  the  powder  would  have  taken  up  a cer- 
tain amount  of  sodium  and  potassium  ions. 
When  it  gets  into  the  stomach,  where  the  hydro- 
gen ion  concentration  is  high,  it  gives  up  the  ions 
that  it  had  picked  up  in  the  mouth  and  esophagus 
and  becomes  again  a practically  pure  hydrogen 
resin.  As  it  leaves  the  stomach  and  enters  the 
duodenum,  it  again  begins  exchanging  hydrogen 
for  sodium  and  incidentally,  potassium  too,  and 
again  gives  the  patient  a warm,  uncomfortable 
feeling  as  it  rapidly  acidifies  the  upper  gastro- 
intestinal tract.  On  passing  down  through  the  in- 
testines, it  comes  into  equilibrium  with  the  potas- 
sium and  sodium  concentrations  at  each  level. 
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When  it  finally  leaves  the  bowel,  it  takes  out  with 
it  a good  deal  of  sodium  and  potassium.  The  hy- 
drogen ions  remain  in  the  body,  and,  since  no 
chloride  is  removed  by  all  this,  it  has  an  effect  of 
producing  a distinct  acid  reaction  in  the  body. 

A normal  person  can  compensate  very  readily 
for  such  a loss  in  basic  ions  by  excreting  more 
highly  acid  urine  so  that  the  body  pH  stays  con- 
stant. The  body  bicarbonate-chloride  ratio  may 
be  disturbed  in  that  the  bicarbonate  goes  down 
and  the  chloride  in  the  blood  goes  up.  So  after 
the  patient  has  taken  enough  of  this  resin  for  a 
sufficient  length  of  time,  he  has  a compensated 
acidosis.  If  he  has  kidney  disease  he  will  prob- 
ably get  an  uncompensated  acidosis,  just  as 
though  he  had  been  fed  ammonium  chloride. 
In  terms  of  producing  acidity,  100  Gm.  of  resin 
would  be  about  equal  to  10  Gm.  of  ammonium 
chloride. 

In  our  description  we  have  this  resin  leaving  the 
body  via  the  bowel,  but  in  real  life  sometimes 
tins  does  not  happen.  These  resins  are  much  like 
barium  sulfate.  If  the  patient  normally  excretes 
very  dry  stools,  this  material  is  likely  to  form 
solid  concrete-like  casts  just  as  does  barium  sul- 
fate, so  that  instead  of  the  patient  having  a bowel 
movement,  there  is  the  problem  of  fecal  impaction. 
Therefore,  it  is  essential,  if  this  cycle  is  to  work 
properly,  that  the  patient  drink  enough  water  and 
take  enough  prunes  and  figs,  and  if  necessary 
cascara  or  licorice  or  something  of  that  sort,  so 
that  there  is  no  doubt  that  every  day  the  stools 
will  be  of  a muddy  and  not  of  concrete  consist- 
ency. This  is  not  a problem  in  ambulatory  .young 
people,  but  it  is  a very  serious  one  in  elderly  pa- 
tients who  are  known  to  be  constipated.  It  may 
be  absolutely  impossible  to  use  these  resins  in 
that  type  of  patient. 

In  order  to  minimize  a part  of  this  difficulty, 
ammonium  resins  were  substituted.  Those  who 
have  taken  ammonium  chloride  know  it  is  not 
particularly  pleasant  stuff.  The  ammonium 
resin  is  not  so  unpleasant  as  that  but  is  still  not 
ideal.  It  may  produce  a warm  feeling  in  the 
stomach  since  it  is  an  irritant  when  the  ammonium 
ion  is  given  off.  As  soon  as  that  diffuses  out  of 
the  resin,  sodium  or  potassium  takes  its  place. 
The  ammonium  is  absorbed  into  the  body  and 
there  is  promptly  converted  into  urea.  So  far  as 
acidosis  is  concerned,  one  might  just  as  well 
have  fed  hydrogen  ions  in  the  first  place,  because 
the  ammonium  ion  will  lead  to  acidosis  just  as 
surely  and  may  be  toxic  in  those  with  hepatic 
insufficiency.  However,  the  ammonium  resin  is 
a little  better  from  the  standpoint  of  upper  gas- 
trointestinal distress  and  has  largely  replaced  the 
hydrogen  resin  for  this  reason. 

All  cations  are  not  like  sodium  or  ammonium. 
Glycine,  for  example,  can  be  used  effectively. 


Glycine  is  an  amino  acid  and  it  is  a curious  thing 
that  this  nice  amphoteric  food,  which  theoreti- 
cally would  be  an  ideal  base  to  have  in  a resin,  pro- 
duces intense  nausea  even  when  given  intrave- 
nously. Glycine  resins  are  not  nice  to  take,  so 
that  was  another  good  guess  gone  wrong.  No  one 
has  produced  a resin  which  has  no  taste  and 
causes  no  discomfort  at  all. 

One  other  difficulty,  as  I have  mentioned,  is 
that  potassium  is  always  taken  out  by  resins. 
These  resins  have  a great  affinity  for  divalent 
metals,  as  compared  with  monovalent  ones,  but  j 
apparently  in  the  gastrointestinal  tract  there  is  I 
not  very  much  free  calcium  or  free  magnesium  so 
thatthe  reaction  is  primarily  with  monovalent  ions. 
The  amount  of  calcium  and  magnesium  that  is 
lost  in  the  stools  when  feeding  resins  is  extremely  ' 
small,  but  the  potassium  yield  is  quite  high,  i 
When  resins  are  given  to  a normal  subject  on  a 
normal  diet,  about  equivalent  amounts  of  potas-  - 
sium  and  sodium  are  removed  in  the  stool.  But  i 
if  the  patient  is  retaining  sodium,  if  he  is  a cirrho- 
tic on  a low  sodium  diet,  the  resin  may  take  out 
five  times  as  much  potassium  as  sodium.  That 
means  the  sodium  uptake  by  the  resin  is  dimin- 
ished and  the  potassium  uptake  is  increased. 
These  were  surprising  findings  to  us,  but,  as  is 
usually  the  case,  our  surprise  was  due  to  unfamil- 
iaritv  with  the  literature.  McCance  pointed  out, 
over  ten  years  ago,  that  when  people  are  retaining 
sodium,  either  because  of  a salt-free  diet  or  be- 
cause they  have  some  disorder  that  makes  them 
retain  sodium,  they  invariably  change  the  elec- 
trolyte composition  of  their  saliva  and  gastroin- 
testinal fluids,  as  well  as  their  sweat  and,  of 
course,  also  their  urine.  This  presumably  is  due 
to  adrenal  cortical  stimulation,  we  would  say  to- 
day. In  a patient  on  a salt-free  diet,  apparently 
the  amount  of  sodium  that  is  available  in  the 
gastrointestinal  tract  is  very  small,  while  the 
amount  of  potassium  is  normal.  Since  the  resin 
comes  into  equilibrium  then  with  an  environment 
in  which  sodium  is  sparse  as  compared  with  potas- 
sium, most  of  the  capacity  is  wasted  on  potassium 
and  the  sodium  yield  per  gram  of  resin  is  low. 

These  resins,  when  they  were  made  originally, 
had  a theoretic  capacity  of  about  10  mEq.  per  < 
gram  of  resin.  That  means  that  a gram  would  1 
take  up  one  fifth  of  a gram  of  sodium  if  exposed  to  | 
a salt  solution  of  high  concentration  for  a suf-  j 
ficient  length  of  time  and  at  the  right  hydrogen 
ion  concentration.  The  types  of  resin  most  in 
use  now  have  either  sulfone  or  carboxyl  radicals 
as  the  reactive  moiety  stuck  onto  the  insoluble  i 
nucleus.  The  carboxyl  resins  are  very  sensitive  ' 
to  pH,  working  most  efficiently  in  a medium  more  - 
alkaline  than  the  gastrointestinal  tract.  There-  < 
fore  their  capacity  in  vivo  is  very  much  less  than 
it  is  in  vitro.  The  sulfone  cation  exchangers 
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do  not  have  as  high  a maximum  capacity,  but  at 
the  pH  that  exists  in  the  body  they  work  better. 
But  even  so,  instead  of  getting  10  mEq.  uptake, 
at  the  most  one  gets  about  3 or  3.5  total.  The 
uptake  of  sodium  itself  varies  anywhere  from  a 
half  of  a milliequivalent  per  gram  of  resin  in  those 
people  on  a low  sodium  regimen  to  perhaps  two 
in  patients  who  have  a fair  amount  of  sodium 
available  for  disposal.  That  means  that  the 
amount  of  sodium  removed  would  be  at  the  most 
4 per  cent  of  the  weight  of  resin  administered. 
As  a rule  the  sodium  uptake  is  well  below  that. 
So  100  Gm.  of  resin  might  take  out  less  than  a 
gram  of  sodium.  That  is  not  very  much,  of 
course,  and  a great  deal  of  resin  has  to  be  taken  to 
get  rid  of  substantial  amounts  of  sodium.  That 
is  why  fecal  impaction  is  such  a real  risk. 

At  this  point  I might  make  a digression.  My 
friend,  Dr.  Steele,  whose  service  was  the  first  to 
use  resins  clinically,  refers  to  these  as  “rosins.” 
Rosins  belong  to  what  are  known  as  naval  stores 
and  come  out  of  pine  trees.  They  are  not  syn- 
thetic, and  they  are  of  no  medicinal  use  whatever. 
All  rosins  are  resins,  but  not  all  resins  are  rosins. 
Resin  is  a chemical  term,  and  a rosin  is  what  you 
use  to  put  on  your  violin  bow.  I am  not  quite 
sure  why  rosin  is  a naval  store  in  the  era  of  oil 
and  coal,  but  at  any  rate  it  is,  and  it  has  nothing 
to  do  with  our  type  of  resin. 

The  resins  now  in  use  are  mostly  made  by  two 
firms.  Permutit  in  New  York  is  one,  and  their 
resin  is  marketed  under  various  names  in  which 
“Permutit”  does  not  appear.  Rohm  and  Haas 
in  Philadelphia  make  “Amberlite”  which  is 
marketed  by  four  firms.  Again,  no  “Amberlite” 
occurs  in  the  names  of  any  of  these.  Each  firm 
has  its  own  name,  and  two  firms  may  be  selling 
exactly  the  same  material  with  very  different 
names,  a fact  which  adds  to  the  general  confusion 
of  the  nomenclature  of  resins  at  the  present  time. 
The  Rohm  and  Haas  resins  are  all  carboxyl  res- 
ins and  have,  as  I have  said,  a less  than  maxi- 
mum uptake  at  the  pH  present  in  the  body  and 
are  less  effective  than  sulfone  resins,  which  are 
the  Dow  or  Permutit  type. 

All  preparations  are  alike  in  being  insoluble  and 
powdery,  or  granular  and  beadlike.  The  bead- 
like  ones  are  eaten  like  Grape-Nuts.  Put  cream 
on  them  and  chew  them  up.  The)'  go  down  like 
Grape-Nuts,  too.  The  other  ones  are  powders; 
some  feel  gritty  and  some  of  them  are  almost  as 
smooth  as  malted  milk.  The  drug  firms  that  put 
them  out  have  now  added  flavors,  and  some  pa- 
tients dislike  the  flavor  more  than  they  do  the  un- 
disguised material,  so  that  patient  acceptability 
of  resins  is  not  very  high.  It  varies,  of  course, 
with  the  type  of  patient.  A lady  who  likes  to  go 
to  see  her  doctor,  or  at  least  his  nurse,  twice  a 
week  to  get  an  injection  of  mercuhydrin  and  have 


a social  occasion,  has  a maximum  amount  of 
symptomatology  when  it  is  suggested  she  keep 
away  from  the  office  and  eat  resins.  A person 
who  has  to  leave  his  job  and  lose  money  by  going 
to  a doctor’s  office  may  put  up  with  a lot  more 
tasteless  material  because  he  saves  money  and  a 
long  trip  that  he  did  not  want  to  make.  Patient 
acceptability  in  clinics  and  private  practice  varies 
tremendously,  and  there  is  a good  somatic  basis 
for  it.  If  you  eat  any  of  these  resins,  you  see  that 
this  is  not  all  in  the  psyche.  It  must  be  said 
though  that  some  of  the  resins  taste  fairly  good, 
and  some  patients  can  take  them  over  consider- 
able periods  of  time  without  too  much  distaste  or 
too  much  upper  gastrointestinal  discomfort  or 
fecal  impaction. 

The  main  problem  remaining,  then,  that  con- 
cerns the  doctor  at  the  present  time  is  the  matter 
of  potassium  loss.  The  makers  of  resins  have 
tried  to  deal  with  that  in  the  simplest  possible 
fashion  by  mixing  potassium  resin  with  ammo- 
nium or  hydrogen  resin,  so  that  as  the  resin  goes 
through  the  body  it  neither  takes  up  potassium 
nor  gives  off  any.  It  just  starts  off  with  about  the 
concentration  of  potassium  with  which  it  pre- 
sumably would  leave  the  body.  Of  course, 
the  manufacturer  cannot  quite  accomplish  this 
because  the  uptake  of  potassium  will  vary,  de- 
pending, for  instance,  on  how  much  sodium  is 
available.  Some  patients  with  these  potassium 
resins  may  get  hyperpotassemia,  and  some  of 
them  may  get  hypopotassemia.  This  will  depend 
largely  upon  kidney  function,  because  a normal 
person  on  a fairly  normal  diet  gets  enough  potas- 
sium and  has  enough  leeway  in  renal  excretion  of 
potassium  to  avoid  getting  into  trouble.  In  gen- 
eral, it  is  a safe  rule  to  say  that  resins  should  not 
be  used  on  patients  who  do  not  have  good  kidneys. 
If  the  blood  urea  is  over  50  mg.  per  cent,  one  has 
to  be  extremely  cautious.  In  the  first  place,  one 
may  get  uncompensated  acidosis  even  though  a 
resin  is  used  that  has  four  parts  of  potassium  to 
one  part  of  ammonium  resin. 

The  same  difficulties  apply  as  when  using  am- 
monium chloride  and  mercurial  diuretics.  The 
mercurial  diuretic  combined  with  ammonium 
chloride  produces  acidosis  which  may  become  un- 
compensated. The  mercurial  diuretic,  with  or 
without  ammonium  chloride,  but  particularly 
with  it,  may  produce  hypopotassemia.  Worse 
than  hypopotassemia,  it  can  pull  potassium  out  of 
the  muscles  while  the  body  holds  the  serum  level 
constant  so  that  the  only  way  one  ever  really 
knows  whether  a patient  is  going  into  potassium 
deficit  is  not  by  doing  measurements  on  serum 
but  by  having  the  food,  the  urine,  and  the  stools 
analyzed  every  day  to  see  whether  or  not  he  is  in 
potassium  equilibrium.  Over  a period  of  weeks 
a patient  can  lose  calcium  or  potassium  from  the 
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bod}'  stores  and  yet  maintain  the  serum  level  con- 
stant. In  the  case  of  calcium,  the  patient  may 
eventually  get  tetany  from  using  resins.  It  has 
happened,  even  though  the  blood  level  was  held 
constant  for  a long  period  of  tune  and  in  the  pres- 
ence of  acidosis.  That  is  extremely  rare.  Hy- 
popotassemia  has  occurred  more  frequently. 

From  the  standpoint  of  the  cardiologist  the 
chief  effect  of  this  potassium  imbalance  is  that  it 
alters  the  patient’s  response  to  digitalis.  When 
one  uses  mercurial  diuretics  or  exchange  resins 
over  any  long  period  of  time,  there  is  the  risk  of 
finding  that  the  patient’s  digitalis  tolerance  may 
drop  as  much  as  70  per  cent  when  the  potassium 
is  lowered.  Ectopic  beats,  which  are  the  first 
indicator  of  an  excessive  digitalis  effect  on  the 
heart,  can  be  produced  with  as  little  as  a third  of 
the  digitalis  dosage  required  to  produce  similar 
phenomenon  in  the  same  patient  when  the  potas- 
sium stores  of  the  body  are  well  preserved.  A 
great  deal  of  work  is  being  done  on  this  in  various 
places.  It  has  been  clearly  shown  that  the  digi- 
talis requirement  of  a patient  must  be  constantly 
re-evaluated  if  the  potassium  balance  is  altered. 
Trouble  cannot  be  avoided  just  by  following  the 
blood  level,  because  potassium  can  pass  out  of  the 
heart  muscle  into  the  blood  and  be  replaced  by 
sodium.  Even  though  the  blood  level  remains 
normal,  the  effect  is  the  same,  over  a long  term,  as 
if  it  were  lowered.  Tins  is  not  peculiar,  of  course, 
to  the  resins.  The  same  things  occur  with  mer- 
curial diuretics,  particularly  when  given  with 
ammonium  chloride. 

There  is  no  question  that  the  best  way  to  man- 
age sodium  retention  is  to  have  the  patient  on  a 
low  sodium  intake.  If  an  appetizing  low  sodium 
diet  could  be  prepared,  there  would  not  be  any 
need  for  mercurial  diuretics  or  cationic  exchange 
resins.  Tire  patient  could  be  kept  free  of  excess 
sodium  and  given  whatever  potassium  was  needed 
to  keep  him  in  balance.  The  whole  thing  would 
be  much  simpler,  with  little  difficulty  from  hvpo- 
potassemia  and  no  risk  of  acidosis.  About  the 
only  danger  would  be  acute  sodium  deficiency 
which  might  be  brought  on  by  some  gastroin- 
testinal trouble  or  the  like.  But,  of  course,  true 
low  sodium  diets  are  difficult  to  prepare,  often 
expensive,  and  usually  unpalatable.  When  the 
patient  is  allowed  to  eat  more  pleasantly,  he  gets 
too  much  salt,  and  then  the  mercurials  or  resins 
are  needed.  That  is  the  price  he  must  pay.  And 
the  doctor  must  then  pay  too  for  the  unphysio- 
logic  situation  he  creates,  with  not  only  the  usual 
hazard  of  sodium  depletion  but  also  the  dangers  of 
acidosis  and  potassium  deprivation. 

I think  that  sums  up  the  situation  as  we  see  it 
now.  There  are  reports  in  the  literature  of  pa- 
tients who  get  along  better  with  cationic  ex- 
change resins  and  mercurials  than  the}'  do  with 


either  one  alone.  There  are  other  reports  of  pa- 
tients who  cannot  take  mercury,  who  are  being 
carried  on  fairly  comfortable  diets  over  periods  of 
months  with  the  aid  of  only  cationic  exchange 
resins.  As  I see  it,  the  resins  are  a tool,  with  all 
the  usual  hazards  that  any  tool  has  of  cutting  in 
the  wrong  direction,  one  more  tool  to  aid  the  phy-  I 
sician  in  making  the  patient’s  diet  more  agreeable 
instead  of  putting  him  on  the  kind  of  diet  on  which  j 
he  should  be.  If  the  patient  has  any  tendency  to 
edema  formation,  that  is,  if  he  is  a nephrotic,  I 
cirrhotic,  or  cardiac,  these  regimens  may  be  useful 
from  the  standpoint  of  avoiding  proper  dietary  I 
management.  I think  all  of  us  are  using  them  j 
for  that  purpose  at  the  present  time. 

Dr.  Reader:  Thank  you,  Dr.  Dock!  Do  j 
we  have  any  questions? 

Dr.  Walter  Modell:  Dr.  Dock,  how  much  I 
salt  do  you  permit  patients  to  take  in  the  diet  1 
while  on  resins? 

Dr.  Dock:  We  tell  everybody  to  cut  his  I 
salt  intake  down  to  the  lowest  amount  on  which  j 
he  can  keep  himself  nourished.  That  ’ 
varies.  Some  of  our  patients  are  getting,  I am 
sure,  6 or  7 Gm.  a day.  They  are  people  who 
would  not  eat  anything  at  all  if  their  salt  intake 
were  cut  down  to  2 Gm.  a day.  Some  patients 
are  doing  quite  a good  job  on  the  salt  restriction 
but  still  have  accumulated  edema  fluid,  even 
though  getting  perhaps  only  a gram  of  salt  a day.  ' 

Dr.  Modell:  I have  another  question.  You 
said  this  treatment  accomplishes  the  same  thing 
as  taking  mercurials  or  ammonium  chloride. 
How  much  advantage  does  it  really  have  over  di- 
uretics? 

Dr.  Dock:  From  the  standpoint  of  the  pa- 
tient I don't  think  it  has  any  advantage.  At 
least  none  if  the  patient  can  still  respond  to  the 
mercurial  diuretic.  But  in  severe  cases  there 
comes  a point  where  mercury  has  no  effect  at  all. 

In  those,  probably  all  of  the  small  amount  of  so- 
dium excreted  is  resorbed  before  the  glomerular 
filtrate  reaches  the  distal  tubule,  and  thus  no  j 
added  effect  from  mercury  is  possible.  Theoret-  l 
ically,  in  that  type  of  patient  the  resins  will  still 
be  effective. 

In  practice  apparently,  especially  in  nephro-  j 
tics,  that  is  true.  Dr.  Lippman’s  patients,  I 
know,  are  on  a very  low  salt  intake  and  yet  one 
lost  40  pounds  of  fluid  in  a month  or  so  on  cationic 
exchange  resins  after  mercurial  diuretics  had  lost 
effect.  There  are  some  others  in  whom  resins 
will  work  slowly  where  mercury  will  not  work  at 
all.  The  incidence  of  these  cases  is  small.  We 
just  happen  not  to  have  seen  any  in  the  last  year 
and  so  use  hardly  any  resins  in  the  hospital  be- 
cause almost  everybody  can  be  put  on  a very  low  I 
salt  diet.  Our  dietitians  have  a 200-mg.  sodium  I 
diet  which  has  a reasonable  amount  of  protein  and  I 
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does  not  taste  too  badly.  If  we  can  keep  their 
friends  from  bringing  in  soda  crackers,  we  can  get  a 
very  good  sodium  depletion  even  without  using 
mercurial  diuretics.  But  it  is  a different  matter 
with  outpatients.  Dr.  Lippman’s  patients  were 
mostly  preparing  their  own  food  and  probably 
were  getting  a gram  or  so  of  sodium  a day.  With 
500  mg.  one  can  gain  edema  fluid  steadily.  At 
200,  on  our  diet,  it  is  pretty  difficult  to  hold  on  to 
the  fluid. 

Dr.  Reader:  Do  you  give  extra  potassium? 

Dr.  Dock:  We  do  not  when  using  the  new  res- 
ins, but  originally  we  had  everybody  drink  fruit 
juice,  and  to  treat  the  constipation  we  had  to  give 
magnesium  and  potassium  citrate  in  the  hospital. 
We  did  not  like  to  give  potassium,  because  therapy 
becomes  complicated  in  the  end.  I think  the  new 
resins  contain  the  right  amount  of  potassium  for 
most  cases.  The  standard  ones  contain  20  or  30 
per  cent  potassium  resin.  With  that  and  fruit 
juice,  patients  seem  to  get  along  all  right. 

Dr.  Solomon  Garb:  How  long  are  the  resins 
continued? 

Dr.  Dock:  The  longest  any  of  our  patients 
has  been  treated  is  eighteen  months.  It  was  not 
necessarily  continuous  for  eighteen  months,  but 
for  most  of  the  time  at  least.  Other  groups 
around  the  country  have  had  patients  on  resins 
for  over  two  years  now. 

Dr.  Harold  J.  Stewart:  I wonder  if  Dr. 
Dock  would  tell  us  something  about  his  results  in 
patients. 

Dr.  Dock:  We  have  two  or  three  nephrotics, 
half  a dozen  cirrhotics,  and  I suppose  about  20 
cardiacs  who  have  found  that  they  would  rather 
take  their  bottles  of  cationic  exchange  resin  home 
with  them  and  drop  in  for  refills  every  two  weeks 
than  come  in  two  or  three  times  a week  for  mer- 
curial injections.  That  is  what  it  really  boils 
down  to,  from  the  patient’s  standpoint,  and  can’t 
be  considered  a great  success. 

We  have  not  seen  any  tetany  for  the  past  year, 
since  the  first  few  months  that  we  were  using  res- 
ins. Nor  have  we  had  any  serious  trouble  from 
hyperpotassemia  or  hypopotassemia  or  acidosis, 
but  none  of  these  patients  has  any  significant  re- 
nal disorders.  We  are  careful  not  to  use  resins  in 
the  hypertensive  cardiac  cases  who  have  poor 
eyegrounds  and  whose  kidney  cortex  is  thinning 
out  and  who  may  get  into  kidney  trouble.  Renal 
decompensation  can  occur  without  warning  in 
that  type  of  patient. 

That  is  about  the  extent  of  our  results.  We 
have  not  attempted  any  statistical  studies,  be- 
cause in  a city  hospital  only  inpatient  statistics 
are  of  any  value,  and  in  the  last  year  we  have 
used  no  resin  at  all  in  the  hospital.  It  is  all  used 
for  outpatients,  to  save  them  the  trouble  of  coming 
into  the  cardiac  clinic  to  get  mercurial  injections, 


because  in  the  hospital  we  can  use  mercury  for  al- 
most everybody.  It  is  much  easier  for  the  nursing 
service  to  give  a mercurial  three  times  a week 
than  to  be  sure  that  the  patient  gets  resin  three  or 
four  times  a day,  and  it  is  much  easier  on  the 
house  staff  to  order  mercurials  than  to  dig  out 
fecal  impactions. 

Dr.  Stewart:  We  have  been  using  the  Lilly 
Carbo-resin  for  about  nine  months  and  perhaps 
Dr.  Weiman  will  give  a summary  of  our  experi- 
ence with  it. 

Dr.  Clinton  G.  Weiman:  The  Lilly  product 
is  a resin  with  added  potassium  and  an  anion  ex- 
changer to  lessen  the  risk  of  acidosis.  We  have 
treated  about  25  patients  in  the  Cardiac  Clinic 
with  this  material.  Most  had  normal  kidney 
function,  but  in  a few  the  blood  urea  was  as  high 
as  43  mg.  per  cent.  The  results  have  fallen  into 
three  groups.  There  is  one  group  of  patients  who 
seem  to  be  better.  They  required  two  to  three 
mercurial  injections  a week  and,  we  have  been 
able  to  reduce  significantly  the  number  of  injec- 
tions required.  All  of  our  patients,  incidentally, 
have  been  on  a diet  with  4 Gm.  of  salt  or  1 1 1?.  Gm. 
of  sodium.  This  amounts  to  a regular  ward  diet 
without  added  salt. 

In  the  second  group  the  patients  improved,  but 
we  were  not  able  to  reduce  the  requirements  for 
mercurials.  They  continued  to  accumulate  edema 
fluid  if  they  did  not  have  their  usual  mercurial, 
in  spite  of  receiving  the  cation  exchange  resin. 

In  the  last  group  were  the  patients  who  became 
worse.  They  fell  into  two  subgroups.  There 
was  one  group  in  which  patients  became  worse 
because  of  gastrointestinal  difficulties.  Usually 
this  consisted  of  constipation,  but  we  have  had 
two  patients  who  developed  severe  abdominal 
pain  and  diarrhea  and  even  blood  in  the  stool. 
We  have  noticed  that  the  older  woman  who  gives 
a history  of  constipation  is  the  one  who  is  always 
going  to  get  into  trouble  with  the  resins.  Then 
we  have  the  second  small  subgroup  in  which  pa- 
tients became  worse,  and  about  these  I would  like 
Dr.  Dock’s  opinion.  These  were  subjects  who 
required  two  to  three  mercurial  injections  a week. 
Without  mercurial  drugs  but  on  resin  therapy, 
they  accumulated  edema  fluid.  When  put  on  the 
exchange  resin  they  showed  more  signs  of  con- 
gestive failure.  They  accumulated  more  edema 
fluid,  and  after  they  had  gained  3 or  4 Kg.  we  be- 
came alarmed  and  reinstituted  mercurials.  Even 
with  the  reinstitution  of  mercurial  drugs  there 
was  no  significant  diuresis.  The  congestive 
failure  continued  to  mount.  We  put  them  back 
on  the  1-Gm.  salt  diet  and  increased  the  mercuri- 
als to  three  times  a week,  and  still  there  was  no 
diuresis.  One  of  these  patients  died.  Another 
patient  had  no  benefit  from  this  regimen  until 
ammonium  chloride  was  started,  whereupon  di- 
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uresis  occurred  and  he  became  free  of  heart  fail- 
ure. I do  not  know  the  explanation  for  this. 

Dr.  Dock:  One  thought  comes  to  mind. 
When  patients  have  quite  liberal  diets  with  a 
fair  amount  of  salt  and  fruit  juice,  and  also  take 
these  resins  that  contain  potassium,  they  may  get 
into  positive  potassium  balance.  At  that  point 
the  digitalis  dose  may  have  to  be  double  or  triple 
that  needed  when  well  dehydrated  by  mercurial 
diuretics.  That  might  have  been  a factor  in 
your  cases,  when  they  became  worse  on  resins, 
and  is  the  only  explanation  I can  suggest.  The 
resin  may  actually"  have  given  up  potassium  be- 
cause plenty  of  sodium  was  available,  and  the 
patients  may  have  gone  into  positive  potassium 
balance  for  the  first  time  in  years. 

Dr.  Joseph  Reilly:  I would  like  to  ask  Dr. 
Dock  to  comment  on  the  use  of  exchange  resins 
in  the  treatment  of  transient  hyperpotassemia. 

Dr.  Dock:  The  group  in  Pittsburgh  has  used 
sodium  resin  in  enemas  to  take  potassium  out  of 
the  body.  But  that  is  usually  a critical  emer- 
gency, and  it  is  so  much  quicker  to  use  insulin  and 
glucose  to  get  a result  in  a few  hours.  Most  pa- 
tients in  such  condition  are  nauseated  and  can’t 
take  anything  by  mouth.  Giving  insulin  is  prob- 
ably  simpler  and  less  disturbing  to  the  patient 
than  enemas  of  resin. 

I think  that  the  insulin-glucose  technic  is  the 
best  one  for  bringing  hyperpotassemia  under  con- 
trol quickly.  It  is  important  to  protect  the  heart 
in  those  patients,  and  it  is  a mistake  to  wait  for 
gradual  depletion  by  feeding  something.  Resins 
have  been  used  for  this  purpose  and  are  effective, 
but  the  rate  of  removal  of  potassium  is  too  slow. 

Dr.  R.  A.  Rees  Pritchett:  We  had  a recent 
experience  in  a patient  with  a “shocked  kidney.” 
During  his  course  he  developed  a potassium  serum 
level  of  8.  We  decided  to  give  Winthrop-Stearns 
resin  which  does  not  have  potassium  added.  We 
gave  60  Gm.  a day"  for  two  days,  and  there  was  a 
prompt  decrease  in  the  serum  potassium  level  to 
5,  then  subsequently  to  4.  The  patient  entered 
the  diuretic  phase  at  about  that  time,  and  the 
potassium  level  further  decreased  to  less  than  3. 

Dr.  Dock:  Did  yarn  then  have  to  administer 
potassium? 

Dr.  Pritchett:  Yes.  This  patient  was  in 
dire  straits.  It  was  necessary  to  give  potassium 
byr  stomach  tube. 

Dr.  Dock  : Insulin-glucose  would  work  faster. 
Furthermore,  the  potassium  would  be  in  the  pa- 
tient so  that  when  diuresis  started  there  would  be 
a backlog  of  potassium  handy. 

Dr.  Pritchett:  This  patient  developed  an- 
other complication.  The  carbon  dioxide  capac- 
ity went  down  to  10  in  conjunction  with  the  resin 
therapy',  and  the  patient  became  more  comatose. 

Dr.  Dock:  It  hardly  sounds  beneficial. 


Dr.  Reader : Dr.  Wright,  do  yrou  have  a com- 
ment? 

Dr.  Wright:  We  have  seen  two  cases  similar 
to  those  mentioned  by  Dr.  Dock  in  which  mercu- 
rials failed  to  have  any  effect,  but  the  resins  worked 
well.  Even  daily"  injections  of  2 cc.  of  mercuhy’- 
drin  produced  no  diuresis.  One  woman  we  have 
followed  now  for  a long  period  of  time.  Her  as- 
cites began  to  decrease  as  soon  as  she  was  placed 
on  resins.  There  was  originally  a question 
whether  we  would  have  to  tap  her  abdomen  be- 
cause of  the  enormous  discomfort  and  pressure. 
But  the  edema  subsided  as  a result  of  resin  ther- 
apy and  she  even  ceased  to  require  mercurial  in- 
jections. She  has  returned  to  work  in  very  good 
condition. 

There  is  one  other  point  of  interest.  I think 
relatively  little  has  been  said  about  dosage  today.  I 
Of  course,  it  varies  with  different  individuals,  but 
I would  like  to  ask  Dr.  Dock  what  his  experience 
has  been.  We  have  found  that  45  to  60  Gm.  a 
day  seems  to  be  adequate,  but  some  seem  to  re- 
quire half  as  much  again  as  that. 

Dr.  Dock:  This  will  depend  upon  two  things, 
the  degree  of  sodium  retention  and  the  amount  of 
sodium  in  the  diet.  The  dose  cannot  be  stated 
in  terms  of  fixed  amounts. 

Treatment  may  be  started  with  perhaps  15 
Gm.  three  times  a day".  That  is  the  smallest 
dose  that  I think  worth  using.  If  that  is  toler- 
ated and  seems  to  be  useful,  a fourth  dose  may"  be 
added  or  the  amount  may"  be  increased  to  an 
ounce  at  each  dose  three  times  a day",  so  that 
the  patient  gets  90  Gm.  If  the  patient  can  take 
that  much  without  trouble,  he  can  have  a good 
deal  more  freedom  about  the  amount  of  salt  put 
on  the  food.  That  is  really  what  it  comes  down 
to.  I think  that  in  each  patient  one  must  balance 
the  difficulties  of  getting  down  the  resin  against 
the  improvement  in  the  food.  The  whole  busi- 
ness is  unphysiologic  and  has  to  be  tailored  for 
each  patient. 

The  number  of  patients  in  whom  resin  alone 
will  turn  the  tide  is  quite  small  in  our  experience, 
but  we  deal  with  a different  clientele.  You  deal 
here  with  patients  referred  to  this  hospital  be- 
cause no  one  else  can  get  anywhere  with  them. 
We  get  patients  who  come  to  our  institution 
simply  because  it  is  the  hospital  they  go  to.  It 
is  an  entirely  different  population.  Very  difficult 
cases  are  not  so  common  among  our  patients  as 
they  would  be  in  a more  specialized  population. 
Dr.  Lippman,  who  has  a nephrotic  practice 
drawn  from  all  over  California,  sees  only  the  more 
difficult  cases.  He  has  at  least  a dozen  patients 
who  were  sent  back  to  work  by"  resin  treatment 
and  who  never  could  be  gotten  into  a comfortable 
state  without  it.  So  there  are  often,  in  selected 
practices,  instances  where  a resin  is  really"  marvel- 
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ous.  But  under  rough  and  tumble  conditions 
like  general  practice,  the  percentage  of  such  pa- 
tients isn’t  very  high. 

Dr.  Garb:  Would  your  patients  prefer 
taking  resins  to  parenteral  oral  mercurials? 

Dr.  Dock:  I don’t  think  so.  I think  they 
would  prefer  oral  mercury  if  it  were  practical. 
They  like  to  come  into  the  clinic  to  get  their  reg- 
ular injections,  not  even  liking  to  inject  them- 
selves. We  have  not  done  a good  job  in  teaching 
cardiacs  to  do  what  diabetics  do.  We  give  hun- 
dreds of  injections  of  mercurial  diuretics  every 
day.  We  should  long  ago  have  stopped  this  and 
at  least  have  switched  the  patients  over  to  giving 
themselves  their  injections  just  like  insulin.  It  is 
just  as  effective  when  given  at  home.  For  some 
reason  or  another,  the  block  is  obviously  in  the 
doctors,  not  in  the  patients. 

Dr.  Cary  Eggleston:  I have  encountered  a 
very  high  level  of  patient  resistance  to  taking 
these  various  clays. 

Dr.  Dock:  I think  in  private  practice  it  is 
very  high.  I have  some  friends  in  South  America 
who  say  that  no  patient  down  there  will  eat  this 
stuff.  They  just  regard  resins  as  a Yankee  curios- 
ity, of  no  interest  whatever  to  a doctor  in  prac- 
tice. Their  experience  is  just  like  yours. 

Dr.  Eggleston:  My  patients  are  not  South 
Americans. 

Dr.  Dock:  They  are  not  South  American  but 
are  very  dependent  on  the  physician  in  many 
ways.  They  expect  the  doctor  to  do  everything 
while  they  do  nothing.  That  is  why  mercurial 
injections  are  something  nice.  The  patient 
doesn’t  worry,  he  doesn’t  take  a diet.  He  just 
goes  to  the  doctor  oftener,  and  the  patient  who 
likes  hypodermics  is  the  one  who  is  not  likely  to 
take  either  to  a proper  diet  or  to  some  addition  to 
the  diet  which  is  nasty. 

Dr.  Eggleston:  My  patients  have  com- 
' plained  that  resins  are  very  disagreeable  to  take, 
and  some  flatly  refused  to  take  them. 

Dr.  Dock:  This  is  not  unknown  to  us  at  all. 

Dr.  Reader:  Is  any  particular  one  least  un- 
acceptable to  the  patient? 

Dr.  Dock:  On  the  whole,  I think  Lilly’s  is 
the  one  that  the  patients  take  best;  Resodex  is 
pretty  good,  too.  It  is  a curious  thing,  but 
Lippman’s  patients  were  all  on  the  original  Win- 
throp’s  preparation  which  was  the  toughest  of  the 
lot  to  take,  but  had  the  highest  uptake  per  gram. 
It  burned  worst  going  down  and  gave  more  upper 
abdominal  discomfort,  but  a nephrotic  can  with- 
stand a little  discomfort  every  day  in  place  of  be- 
ing all  puffed  up.  So  Dr.  Lippman  has  no  pa- 
tient resistance  with  what  I regard  as  the  worst  of 
all  of  these  resins.  The  new  product,  with  potas- 
sium, is  much  more  agreeable  to  take. 


Dr.  Eggleston  : Have  you  tried  anything  to 
disguise  the  taste? 

Dr.  Dock:  Everything  we  could  think  of 
from  malted  milk  on  down,  or  up,  but  nothing  has 
helped  much. 

Dr.  Eggleston:  That  has  been  my  experi- 
ence. 

Dr.  Modell:  Dr.  Dock,  has  any  attempt 
been  made  to  use  these  ion-exchangers  for  re- 
moval of  sodium  from  food? 

Dr.  Dock  : That  is  one  of  the  things  that  was 
done  originally.  Soups  and  such  can  be  poured 
through  a column  of  a resin  and  all  the  salt  re- 
moved. Any  liquid  food  can  be  desalted,  de- 
calciumed,  and  everything  else.  The  calcium  is 
taken  out  of  the  food  quantitatively  by  any  resin 
which  removes  sodium.  With  solid  foods,  of 
course,  one  can  only  put  the  food  and  the  resin 
into  a bath  of  water.  Eventually  all  the  ions 
will  diffuse  to  the  surface  of  the  food  and  end  up 
in  the  resin. 

Dr.  Modell:  My  point  was  that  if  all  the 
salt  was  removed  previously  from  the  food,  one 
might  allow  the  patient  to  sprinkle  some  on  at  the 
table,  if  only  for  morale  purposes. 

Dr.  Dock:  The  whole  thing  is  beyond  that. 
One  can’t  remove  just  sodium  alone,  and  the  proc- 
ess is  expensive  and  not  very  practical.  Besides, 
the  food  would  not  be  palatable  at  the  end,  so  the 
purpose  would  be  defeated. 

Dr.  Weiman:  How  do  resins  enhance  the  ef- 
fect of  mercurials? 

Dr.  Dock:  They  enhance  it  in  just  the  same 
way  that  ammonium  chloride  enhances  it.  They 
produce  acidosis,  and  that  potentiates  the  effect 
of  mercurial  diuretics.  More  base  goes  out  of 
the  kidney  in  excreting  the  acid,  and  I think  that 
is  the  main  effect.  The  usual  daily  dose  of  resins 
enhances  mercurials  much  like  10  or  15  Gm.  of 
ammonium  chloride. 

It  has  to  be  mentioned  that  compensated  acido- 
sis is  good  for  cardiacs.  If  the  carbon-dioxide 
combining  power  is  halved,  they  have  to  move 
twice  the  amount  of  air  through  the  lungs.  They 
have  less  pulmonary  edema  and  are  kept  more 
alert.  Their  respiratory  reflexes  are  at  a dif- 
ferent level,  and  the  tendency  to  nocturnal  pul- 
monary edema  is  diminished. 

Dr.  Daniel  S.  Lukas:  Is  Dr.  Dock  con- 
cerned about  added  acidosis  in  patients  with  cor 
pulmonale,  secondary  to  emphysema,  and  with 
severe  acidosis  already? 

Dr.  Dock:  I think  in  cor  pulmonale  every- 
thing does  not  work  well.  If  put  into  an  oxygen 
tent,  the  patients  really  get  into  trouble.  The 
acidosis  is  not  helped  by  giving  the  respiratory 
center  some  morphine.  So  I don’t  know  what 
effects  would  follow  use  of  resins.  We  have  not 
used  them  at  all  on  cor  pulmonale.  We  see  such 
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patients  and  have  a very  bad  time  with  most  of 
them.  We  rely  mainly  now  on  theophylline, 
helium-oxygen  by  mask,  and  treatment  for  the 
underlying  troubles  that  bring  them  into  the  hos- 
pital, such  as  infection  or  what  not. 

Dr.  Reader:  Dr.  Weiman,  do  you  have  any 
opinions  on  cor  pulmonale? 

Dr.  Weiman:  We  have  one  patient  with 
severe  cor  pulmonale,  on  exchange  resins.  He 
was  first  put  on  them  along  with  his  regular  mer- 
curial injections  and  a 4-Gm.  salt  diet.  He  was 
readmitted  in  failure,  so  apparently  the  resin  did 
not  have  any  significant  effect.  We  brought  him 
into  the  hospital  and  reduced  his  sodium  intake 
to  1 Gm.  of  salt  and  continued  resin  and  mercurial 
injections.  On  that  regimen  he  has  done  very 
well. 

Dr.  Reilly:  What  observations  or  labora- 
tory studies  do  you  make  on  these  patients? 

Dr.  Dock:  In  the  beginning  we  did  serum 
sodium  and  potassium  and  urine  sodium  and  po- 
tassium, to  see  what  was  going  on.  That  some- 
times kept  us  out  of  trouble.  These  outpatients 
we  are  talking  about  now  are  living  on  resins  with 
a minimum  amount  of  observation.  They  get 
blood  ureas  done  from  time  to  time,  the  hyperten- 
sive ones  particularly,  but  that  is  about  all  we  are 
doing  now  in  the  way  of  laboratory  follow-up. 
These  are  all  patients  with  minimal  renal  disease, 
except  for  the  nephrotics,  and  none  has  uremia. 
Patients  can  be  allowed  to  go  along  without  in- 
volved investigations,  but  I am  sure  that  if  we 
knew  the  potassium  balances  on  these  patients 
we  could  predict  which  ones  are  going  to  need 
changes  in  digitalis  dosage. 

Summary 

Dr.  Frank  C.  Ferguson:  Dr.  Dock  stated  in 
his  opening  remarks  that  the  medical  use  of  ion- 
exchange  resins  developed  from  wartime  experi- 
ments in  desalting  seawater.  It  was  felt  that  if 
salt  could  be  removed  from  the  ocean,  it  should  be 
a simple  matter  to  remove  sodium  from  a patient. 
Apparently,  however,  a single  human  represents 
a far  more  difficult  problem  than  does  the  sea. 

The  ion-exchangers  used  medically  are  syn- 
thetic materials  of  very  low  solubility.  After  oral 
ingestion  these  resins  withdraw  ions  from  the  gas- 


trointestinal fluids.  In  most  cases,  resins  are  de-  I 
signed  to  remove  sodium  but  also  take  up  calcium,  i 
magnesium  and,  most  importantly,  potassium. 

In  exchange,  hydrogen,  ammonium,  sulfone,  or  I 
carboxyl  radicals  are  liberated. 

Resins  are  used  primarily  to  remove  sodium  ] 
from  patients  retaining  edema  fluid,  such  as  those  j 
with  hepatic  cirrhosis,  nephrosis,  or  cardiac  dis-  I 
ease,  but  many  difficulties  attend  such  usage.  J 
From  the  patient’s  viewpoint,  administration  of  ] 
resins  may  involve  emotional  problems  along  with 
the  unpleasant  taste  and  consistency  of  the  sub- 
stances and  the  gastrointestinal  distress  produced 
by  many  resins.  There  is  risk  of  constipation  * 
and  severe  fecal  impaction.  The  greatest  dan-  ’’ 
gers,  though,  are  those  associated  with  changes  in 
body  electrolytes.  Acidosis  is  a frequent  oc-  1 
currence.  While  mild  degrees  of  acidosis  po- 
tentiate mercurial  diuretics  and  may  be  of  other 
benefit  in  certain  cardiac  cases,  uncompensated 
acidosis  may  occur  in  patients  with  renal  in-  I 
sufficiency.  Loss  of  body  potassium  also  occurs, 
particularly  if  little  sodium  is  available,  and  this 
may  not  be  apparent  in  the  blood  levels.  This  is 
important  since  loss  of  potassium  increases  the 
toxicity  of  any  digitalis  being  administered. 
Attempts  have  been  made  to  prevent  this  de- 
pletion by  feeding  potassium  or  by  adding  potas- 
sium to  the  resins,  but  this  maneuver  does  not 
always  prevent  potassium  loss  and  may  even  pro- 
duce hyperpotassemia  if  kidney  function  is  poor. 
Finally,  hypocalcemic  tetany  occurs  rarely. 

It  was  emphasized  that  the  rate  of  removal  of 
salt  by  resins  is  low.  One  hundred  grams  may  re- 
move less  than  1 Gm.  of  sodium,  rarely  as  much  as 
4 Gm.  Thus,  sodium-removing  resins  cannot  be 
considered  routine  therapy  for  edema  nor  an  ade- 
quate substitute  for  a low-salt  diet.  Rather,  the 
usual  use  of  resins  is  merely  to  allow  a patient  a 
more  liberal  salt  intake  and  a more  palatable 
diet.  The  most  valuable  application  lies  in  the 
occasional  edematous  patients  who  become  resist-  1 
ant  to  the  effects  of  mercurial  diuretics,  in  whom 
resins  may  produce  complete  regression  of  edema. 
Resins  may  be  dangerous  to  patients  with  poor 
renal  excretory  function  and  possibly  to  those 
with  cor  pulmonale.  Other  uses  of  resins,  for 
correction  of  hyperpotassemia  or  gastric  hyper- 
acidity, have  not  proved  practical. 


The  gem  cannot  he  polished  without  friction,  nor  man  perfected  icithout  trials. — Chinese 
Proverb 


Case  Reports 


PHOTOSENSITIZATION  INDUCED  BY  A SUN-SCREENING  AGENT 


Walter  G.  Gasner,  M.D.,  Mount  Vernon,  New  York 
( From,  the  Dermatology  Department,  Lenox  Hill  Hospital) 


TPHE  purpose  of  a sun-tan  or  sun-filtering  prepa- 
■*"  ration  is  to  induce  tanning  of  the  skin  with 
minimal  amount  of  redness  after  exposure  to  sun- 
light. Many  organic  chemicals  are  used  for  the 
purpose  of  filtering  out  the  erythema-producing  part 
of  the  sunlight  spectrum.  An  ideal  preparation 
would  be  one  which  filtered  out  all  light  rays  shorter 
than  3,200  Angstrom  units  and  allowed  the  longer 
ones  to  pass. 

Para-aminobenzoic  acid  has  been  shown  to  be  an 
excellent  filtering  agent  against  the  erythema-pro- 
ducing part  of  the  spectrum.1’2  This  agent  has 
been  incorporated  in  a number  of  commercial  sun- 
tan preparations  and  is  being  widely  used  both  in 
ointment  and  liquid  form.  Baer  and  Meltzer  re- 
ported a case  of  allergic  eczematous  contact  type 
hypersensitivity  to  the  monoglycerol  ester  of  para- 
jaminobenzoic  acid.3’4  Satulsky  reported  a case  of 
photosensitization  induced  by  monoglycerol  jiara- 
aminobenzoate.6 

There  are  a number  of  medicaments,  whether  ap- 
plied locally  or  taken  systematically,  which  will 
produce  photosensitization  of  the  skin.  The  most 
well-known  local  photosensitizer  is  a tar  ointment, 
while  any  of  the  sulfonamides  taken  internally  will 
make  the  skin  more  sensitive  to  sunlight. 


|Case  Report 

S.  K.,  a female,  aged  forty-two  years,  was  first 
seen  by  me  on  March  21,  1952,  at  which  time  she 
presented  an  eruption  limited  to  her  face,  arms, 

I and  neck  of  four  days  duration.  The  history  was 
is  follows:  On  March  17,  1952,  the  patient  for  the 
first  time  applied  to  the  face,  arms,  and  neck  a sun- 
tan cream  containing  para-aminobenzoic  acid  and 
then  exposed  herself  to  a home  ultraviolet  lamp  for 


three  minutes.  The  following  day  she  noted  itch- 
ing and  blister  formation  in  the  areas  which  had  been 
covered  with  the  sun-tan  cream.  After  three  days 
of  self-medication  with  calamine  lotion,  the  patient 
was  seen  by  me.  She  now  presented  an  erythema- 
tous bullous  eruption  on  both  arms,  face,  and  neck. 
The  rest  of  her  body  was  normal  in  appearance. 
Under  local  treatment  the  patient  cleared  up  com- 
pletely in  ten  days. 

The  patient  was  again  seen  three  weeks  later. 
The  company  which  made  the  sun-tan  cream  sup- 
plied me  with  the  regular  commercial  tube  and  the 
cream  base. 

Patch  tests  were  done  as  follows:  To  the  flexor 
surfaces  of  the  left  arm  were  applied  the  regular 
cream  and  the  cream  base.  To  the  flexor  surfaces 
of  the  right  arm  the  same  as  above  were  applied  and 
then  exposed  to  the  ultraviolet  lamp  for  one  minute. 
In  twenty-four  hours  the  area  that  contained  para- 
aminobenzoic  acid  revealed  an  erythematous  bul- 
lous eruption,  while  all  other  patch  tests  were  nega- 
tive. 

Summary 

This  is  a case  report  to  demonstrate  photosensi- 
tization induced  by  para-aminobenzoic  acid,  a prepa- 
ration that  is  used  in  a number  of  commercial  sun- 
tan lotions  and  creams. 

Professional  Building 
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It  is  one  of  the  charitable  dispensations  of  Providence  that  perfection  is  not  essential  to  friend- 
ship.— Alexander  Smith 
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LYMPHOCYTIC  REACTION  AND  BRONCHIAL  CARCINOMA 

Joseph  Litwins,  M.D.,  F.A.C.P.,  Ralph  Eichhorn,  M.D.,*  and  David  H.  Dreizin,  M.D., 
New  York  City 

( From  the  Medical  and  Laboratory  Departments  of  the  Beth  Israel  Hospital) 


T YMPHOCYTIC  reactions  accompanying  car- 
cinoma are  uncommon.  We  recently  observed 
a case  of  bronchial  carcinoma  with  cerebral  metas- 
tases  in  which  the  diagnosis  was  obscured  by  a 
lymphocytosis  observed  both  in  the  peripheral  blood 
and  in  the  sternal  marrow. 

Case  Report 

G.  S.,  a sixty-four-year-old  tailor,  was  first  ad- 
mitted to  Beth  Israel  Hospital  on  October  24, 1950, 
because  of  cough  and  headache.  On  one  occasion, 
three  weeks  before  admission,  the  sputum  was  blood- 
tinged.  Six  weeks  before  admission  he  noted 
throbbing  frontal  headache.  Weakness  of  the  left 
arm  and  leg  was  observed  three  weeks  before  ad- 
mission. The  positive  physical  findings  were  per- 
cussion dullness  in  the  right  axilla  with  diminished 
breath  sounds  and  absent  tactile  fremitus.  On 
neurologic  examination  the  deep  tendon  reflexes  were 
diminished.  The  left  arm  was  weak;  a right  cen- 
tral facial  weakness  was  observed.  The  hemogram 
showed  a normal  hemoglobin  and  red  cell  count. 
The  white  blood  count  was  34,700  with  83  per  cent 
lymphocytes.  A repeat  white  count  was  52,900 
with  78  per  cent  lymphocytes.  Neither  smear 
demonstrated  nucleated  red  blood  cells.  A chest 
x-ray  showed  a fairlyr  large,  dense  mass  in  the  region 
of  the  right  upper  lung  field,  about  5 cm.  in  diameter 
and  sharply,  delineated.  On  x-ray,  the  mediastinal 
lymph  nodes  were  obscured  on  the  right  and  not  en- 
larged on  the  left  side.  The  sternal  marrow  was 
fairly  active,  with  a differential  count  showing  80  per 
cent  lyunphocytes,  18  per  cent  polynnorphonuclears, 
and  2 per  cent  myelocytes.  Five  nucleated  red  blood 
cells  per  100  white  cells  were  seen.  The  interpreta- 
tion was  “compatible  with  chronic  lymphatic  leu- 
kemia or  lymphosarcoma.’’ 

After  four  x-ray  treatments  directed  at  the  chest 
mass  the  patient  was  discharged.  He  returned  to 
the  hospital  eight  day-s  later  in  a semicomatose  state. 
Neurologic  signs  included  bilateral  papilledema  with 
hemorrhages,  positive  left  Babinski  sign,  and  hyper- 
active deep  reflexes  on  the  left.  Skull  x-rays  showed 
a slight  atrophy  of  the  posterior  clinoid  processes. 
A craniotomy  was  performed  on  the  second  hospital 
day,  at  which  time  a cystic  tumor  mass  was  discov- 
ered in  the  right  temporal  lobe.  This  was  partially 
removed.  The  patient  died  two  days  later.  An 
electrocardiogram  taken  shortly  before  death  was 
characteristic  of  fresh  posterior  wall  myocardial  in- 
farction. 

Pertinent  autopsy  findings  were  as  follows : 

Gross  Examination. — Lungs:  Near  the  hilus  in 
the  right  upper  lobe  there  was  a palpable,  hard, 
irregular  mass.  The  mucosa  of  the  right  main 
bronchus  was  firm  and  granular.  On  section,  there 
was  a firm  gray  tumor  mass  extending  from  the 
mucosa  for  a distance  of  5 cm.  into  the  surrounding 
lung  parenchyma  of  the  upper  lobe.  The  right 
upper  lobe  bronchus  led  into  this  tumor  and  could 
not  be  traced  beyond  it.  Nodes  at  the  hilus  near 
the  right  upper  lobe  were  incorporated  within  the 
tumor  mass. 

Liver:  The  liver  weighed  1,550  Gm.  The  cap- 

* Present  address,  Houston,  Texas. 


Fig.  1.  Metastatic  lesion  in  the  putamen.  (15  X) 


sule  was  smooth  and  through  it  could  be  seen  many 
indistinct  dark  brown  areas  measuring  up  to  0.2  cm. 
in  diameter.  The  cut  surface  had  a yellow,  waxy 
hue;  the  normal  lobular  markings  were  discernible. 

Spleen:  The  spleen  weighed  110  Gm.  The  gray 
fibrous  trabeculae  were  distinct  ; the  follicles  were  in- 
distinct. 

Skeletal:  The  vertebral  marrow  was  hemor- 

rhagic and  trabecular.  No  metastases  were  noted. 

Brain : There  was  a large  dural  defect  in  the  right 
temporal  lobe  region  at  the  site  of  the  craniotomy. 
A huge  operative  defect  was  present  in  the  right 
middle  temporal  gyrus.  The  walls  of  this  defect 
were  ragged  with  tumor.  A fungating  tumor  mass 
was  adherent  to  the  adjacent  dura  and  was  con- 
tinuous with  the  tumor  tissue  in  the  temporal  lobe. 
There  was  tumor  tissue  in  the  central  medullary'  sub- 
stance of  the  right  temporal  lobe;  there  was  crumbly  j 
tumor  tissue  in  the  hippocampus  and  in  the  adjacent 
temporal  lobe  gyrus. 

Microscopic. — Brain  and  Spinal  Cord:  The  tu 
mor  in  the  putamen  was  hemorrhagic  and  necrotic 
It  consisted  of  small  round  cells  but  contained  als- 
some  bizarre  multinucleated  cells.  There  was  ai 
anaplastic  epithelial  neoplasm  (Fig.  1). 

Lungs:  Section  of  the  right  upper  lobe  reveale 
an  epidermoid  carcinoma  arising  from  the  right  uppe 
lobe  bronchus  (Fig.  2).  The  tumor  wras  compose! 
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Fig.  2.  Carcinoma  in  the  upper  lobe  right  lung. 
(15  X) 


[for  the  most  part,  of  sheets  of  polygonal  cells  with 
(many  multinudeated  bizarre  cells  containing  mi- 
totic figures.  An  occasional  keratohyalin  pearl  was 
found.  The  bronchial  mucosa  contained  numerous 
lymphocytes  and  plasma  cells.  At  the  point  of  ori- 
gin of  the  tumor  the  bronchial  cartilage  was  intact. 
In  the  peripheral  area  supplied  by  the  bronchus 
j there  was  a zone  of  fibrosis,  extensive  necrosis,  and 
sheets  of  tumor  cells  within  endothelial-lined  chan- 
nels. 

Spleen:  The  capsule  was  slightly  thickened.  The 
'pulp  was  congested  and  contained  numerous  red 
blood  cells  and  small  round  cells  with  hyperchro- 
matic  nuclei.  The  follicles  were  recognizable  but  not 
prominent  (Fig.  3). 

Kidney:  Occasional  small  subcapsular  areas  of 
fibrosis  and  foci  of  lymphocytes  were  present. 

Prostate:  Sections  of  the  prostate  showed  ag- 

gregates of  lymphocytes. 

Lymph  Nodes:  In  the  right  bronchial  lymph 

inode  there  was  a cluster  of  squamous  cells  about  a 
keratohyalin  pearl.  A number  of  epithelioid  cells 
were  present  in  the  peripheral  sinus.  No  lymphoid 
proliferation  was  noted.  There  was  some  anthra- 
cotic  pigmentation.  The  capsule  was  intact.  The 
tracheobronchial  lymph  nodes  showed  moderate 
anthracosis  with  fibrosis  and  pigment-laden  macro- 
phages. The  vessels  were  congested.  Occasional 
aggregates  of  epithelioid  cells  were  seen.  A portal 
lymph  node  show'ed  some  proliferation  of  lympho- 
cytes, but  the  peripheral  sinus  was  clear  and  the 
follicles  were  recognizable. 

Liver:  Scattered  through  the  liver,  particularly 


Fig.  3.  Absence  of  leukemic  infiltration  in  spleen. 
(15  X) 

in  the  periportal  spaces,  were  foci  of  small  lympho- 
cytes (Fig.  4).  The  liver  cords  were  not  distorted; 
some  liver  cells  contained  large  vesicular  nuclei. 

Bone  Marrow:  The  bone  marrow  was  cellular 

with  an  increased  number  of  lymphocytes  (Fig.  5). 

Final  Anatomic  Diagnoses. — 1.  Epidermoid  car- 
cinoma, right  upper  lobe  bronchus,  metastasis  to 
brain. 

2.  Lymphoid  aggregates  (bone  marrow  and 
liver). 

Discussion 

Kleeman  has  reviewed  six  previously  reported  in- 
stances of  lymphocytic  leukemoid  reactions  in  car- 
cinoma and  added  another  observed  by  him.1  The 
case  reported  here  is  apparently  the  eighth  of  car- 
cinoma and  the  second  of  bronchial  carcinoma  with 
this  hematologic  picture.  The  antemortem  diag- 
nosis of  lymphocytic  leukemoid  reaction  rather  than 
leukemia,  in  the  presence  of  carcinoma,  may  be 
suggested  by  nucleated  red  cells  in  the  peripheral 
blood,  by  a terminal  fall  in  the  lymphocyte  count, 
or  by  the  detection  of  tumor  cells  in  aspirated  mar- 
row. None  of  these  findings  was  present  in  this 
case.  In  five  of  the  seven  previously  reported  cases 
extensive  carcinomatous  replacement  of  the  mar- 
row was  found,  and  in  four  the  spleen  was  the  site 
of  metastases.  Autopsy  in  our  case  did  not  demon- 
strate carcinoma  in  either  the  bone  marrow  or  the 
spleen.  Kleeman  has  summarized  the  existing  opin- 
ions on  the  mechanisms  by  which  carcinoma  may 
sometimes  lead  to  a lymphocytic  leukemoid  reaction . 
The  clinical  and  pathologic  study  of  our  case  does 
not  cast  any  light  on  this  problem. 
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Fig.  4.  Lymphoid  aggregates  in  liver.  (15  X) 


During  the  period  of  observation  (three  weeks) 
this  case  showed  a sustained  lymphocytosis  in  the 
peripheral  blood  and  a lymphocytosis  of  80  per  cent 
in  the  antemortem  marrow.  A lymphocytic  leu- 
kemoid  reaction  with  carcinoma  is  uncommon;  an 
early  lymphocytic  leukemia,  which  was  suppressed 
by  the  carcinoma,  is  the  more  likely  diagnosis. 

More  recently  we  saw  a patient  with  a known  car- 
cinoma of  the  rectum  and  a lymphocytosis  (56  per 
cent)  in  the  peripheral  blood.  A sternal  marrow 
study  showed  a lymphocytosis  (70  per  cent).  The 
carcinoma  was  removed  surgically,  but  the  lympho- 
cytosis in  both  the  peripheral  blood  and  marrow  has 
remained.  If  the  lymphocytosis  were  part  of  the 
leukemoid  reaction  to  a carcinoma,  the  removal  of 
that  carcinoma  should  result  in  a return  to  a normal 
blood  picture.  However,  since  this  did  not  happen 


Fig.  5.  Cellularity  and  lymphoid  aggregates  in  the 
bone  marrow.  (15  X) 


within  four  months  after  surgery,  we  feel  that  this 
too  represents  a carcinoma  occurring  in  a patient 
with  lymphatic  leukemia. 

Summary 

We  have  presented  in  detail  a patient  with  car- 
cinoma of  the  bronchus,  with  metastasis,  who  had  a 
lymphocytic  reaction  in  the  peripheral  blood  as  well 
as  in  the  marrow.  We  suggest  that  this  represents 
an  early  lymphatic  leukemia  in  a patient  who  de- 
veloped bronchial  carcinoma. 

Another  patient  with  carcinoma  of  the  rectum 
had  similar  peripheral  and  sternal  marrow  findings, 
that  is,  a lymphocytosis  which  thus  far  has  persisted 
four  months  postoperatively. 
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The  most  dangerous  thing  in  the  world  is  to  try  to  leap  a chasm  in  two  jumps. — David  Lloyd 
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A CASE  OF  SCLERODERMA  AND  CALCINOSIS  CIRCUMSCRIPTA 

Albert  H.  Douglas,  M.D.,  F. A. C.P.,  Jamaica,  New  York,  and 
Wilmer  H.  Randel,  Jr.,  M.D.,  Long  Island  City,  New  York 

( From  the  Department  of  Medicine,  Queens  General  Hospital ) 


AS  INDEPENDENT  entities,  diffuse  sclero- 
^ derma  and  calcinosis  circumscripta  are  uncom- 
mon but  not  rare.  However,  the  occurrence  of 
discrete  areas  of  calcification  in  various  parts  of  the 
body  in  association  with  scleroderma  is  decidedly 
rare.  Less  than  one  hundred  cases  have  been  re- 
ported in  the  literature  since  Thibierge  and  Weis- 
senbach in  1910  first  described  the  syndrome  of 
Raynaud-like  phenomena,  generalized  scleroderma, 
and  calcinosis  of  the  skin.1  The  cases  first  reported 
involved  menopausal  women.  The  case  reported 
in  this  paper  is  of  particular  interest  because  of  the 
early  age  of  onset  and  the  rapid  development  of 
calcinosis  after  scleroderma  made  its  appearance. 

Case  Report 

E.  A.,  a twenty-six-year-old  white  woman,  was 
admitted  to  the  medical  service  of  Queens  General 
Hospital  on  October  3,  1949.  Her  illness  began  at 
the  age  of  six  when  she  had  her  tonsils  and  adenoids 
removed  because  of  poor  growth  and  weight  gain. 
No  improvement  ensued,  and  at  the  age  of  eight  she 
began  to  develop  stiffness  and  pain  in  the  hands. 
This  condition  was  much  worse  on  exposure  to  cold, 
,and  “thawing  out”  was  also  painful.  She  was  ad- 
mitted to  a city  hospital  where  she  remained  for  one 
year.  During  this  hospitalization  she  developed 
ja  hard  nodule  on  her  thumb,  biopsy  of  which  showed 
calcification.  Her  condition  slowly  progressed,  and 
by  the  time  she  was  twelve  she  was  unable  to  write, 
and  her  fingers  were  stiff  and  shiny.  Since  this 
time,  hard  nodules  have  continued  to  appear  in  the 
skin.  They  are  not  painful,  and  they  ultimately 
ulcerate  through  the  skin,  extrude  a white,  chalky 
material,  and  then  gradually  heal  with  scar  forma- 
tion. They  are  most  prominent  over  joint  surfaces 
but  have  occurred  in  other  sites.  Ulceration  may 
occur  after  a few  days  or  after  several  months. 
During  the  years,  the  patient  has  also  developed 
slowly  progressive  stiffness  of  the  skin  over  her  face 
and  chest,  and  during  the  several  months  preceding 
hospitalization,  she  noticed  occasional  mild  dys- 
phagia, especially  for  liquids.  In  1946  she  scraped 
the  inner  aspect  of  h§r  left  ankle,  an  event  which 
led  to  a persistent  ulceration.  Three  weeks  before 
admission  she  developed  a painful  lump  in  the  left 
popliteal  space.  The  pain  was  severe  enough  to 
require  mild  analgesics. 

Physical  examination  revealed  no  abnormalities 
of  temperature,  pulse,  or  respiration.  The  blood 
pressure  was  120/70.  The  patient  was  a short, 
very  thin,  white  woman  with  the  characteristic 
hawklike  facies  of  scleroderma  (Fig.  1).  The  skin 
over  the  face  was  smooth  and  shiny  but  moderately 
elastic.  Although  the  face  appeared  immobile, 
the  patient  was  able  to  smile  and  wrinkle  her  fore- 
head. There  was  slight  telangiectasia  over  her  nose. 
The  skin  over  the  anterior  chest  was  similar  to  that 
over  the  face.  Over  the  left  shoulder  were  two  hard 
nodules  about  3 mm.  in  diameter. 

Examination  of  the  extremities  showed  the  radial 
and  femoral  pulses  to  be  present,  but  the  dorsalis 
pedi  and  popliteal  pulses  could  not  be  felt.  The 


Fig.  1.  The  hawklike  facies,  the  taut  skin,  tight 
mouth,  and  subcutaneous  nodules  on  the  hands  are 
demonstrated. 


fingers  of  both  hands  were  extended  and  motion 
was  moderately  limited  by  stiffness  of  the  skin,  but 
there  was  no  ankylosis.  The  skin  was  smooth  and 
shiny,  and  the  markings  of  the  phalangeal  joints 
were  gone.  There  were  some  small  scars  over  the 
tips  of  the  fingers.  Multiple  small  hard  nodules 
were  present  on  the  fingers  and  palm  of  the  left  hand. 
There  was  greater  involvement  of  the  lower  extremi- 
ties. A large  area  of  superficial  ulceration  about 
2 inches  by  4 inches  with  a clean  base  was  present  on 
the  inner  aspect  of  the  left  leg  (Fig.  2).  There  were 
multiple  areas  of  scarring  over  both  patellae,  the 
left  tibia,  iliac  crests,  and  shoulders  from  previous 
calcific  nodules.  In  addition,  there  were  several 
hard  pea-sized  nodules  along  the  inner  aspect  of  the 
left  popliteal  space.  These  moved  with  the  tendon 
and  seemed  to  be  contained  within  it  or  to  be  at- 
tached to  it. 

The  remainder  of  the  physical  examination  was 
essentially  negative. 

Laboratory  data  were  as  follows:  red  blood  cells 
4,790,000,  hemoglobin  13.8  Gm.,  white  blood  cells 
8,700  with  70  per  cent  polymorphonuclear  leuko- 
cytes, 28  per  cent  lymphocytes,  2 per  cent  eosino- 
phils. Blood  calcium  was  12  mg.  per  cent,  phos- 
phorus 3.7  mg.  per  cent,  alkaline  phosphatase  4.0 
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Fig.  2.  The  leg  shows  an  area  of  ulceration  which 
resisted  therapy  until  a lumbar  sympathectomy  and 
skin  graft  were  done. 


units,  sugar  65  mg.  per  cent,  uric  acid  4.9  mg.  per 
cent.  Total  protein  was  8.3  Gm.  with  albumin 
4.6  Gm.  and  globulin  3.7  Gm.  Cholesterol  was  100 
mg.  per  cent  (50  per  cent  esters);  chlorides  were 
105  mg.  per  cent. 

Basal  metabolic  rate  was  found  to  be  plus  35. 

Results  of  oscillometry  were  as  follows: 


Right 

Left 

Normal 

Thigh 

4.5 

5.0 

8 to  15 

Calf 

2.5 

3.5 

3 to  8 

Arm 

6.0 

6.0 

5 to  12 

Forearm 

2.0 

2.0 

3 to  10 

X-ray  of  the  chest  was  negative  except  for  soft 
tissue  calcification  over  both  coracoid  processes 
(Fig.  3).  X-rays  of  the  hands  and  feet  showed 
numerous  soft  tissue  calcifications  but  no  osseous 
pathology  (Fig.  4).  Flat  plate  of  the  abdomen 
showed  only  soft  tissue  calcification  around  the 
left  ilium  and  pelvis.  X-rays  of  the  thighs  showed 
calcific  deposits  in  the  lower  third  of  both  thighs 
(Fig.  5).  An  esophagram  showed  smooth  walls 
with  very  feeble  peristaltic  activity  consistent  with 
scleroderma.  However,  there  was  ready  passage 
of  the  barium.  Skull  x-ray,  urine  analysis,  blood 
Wassermann,  and  electrocardiogram  were  negative. 

Biopsy  of  the  nodule  over  the  left  shoulder  re- 
vealed “lobular  calcification  of  the  skin  suggesting 
a sweat  gland  location  and  overlying  skin  atro- 
phy and  degenerated  collagen.” 

The  ulcerated  area  on  the  left  leg  was  resistant  to 
local  therapy.  On  April  13,  1950,  a left  lumbar 
sympathectomy  was  done  and  a superficial  skin 
graft  applied.  This  procedure  was  followed  by 
satisfactory  healing.  In  August,  1951,  the  patient 
received  a course  of  ACTH  with  slight  temporary 
improvement  in  the  skin  texture  about* the  mouth 
and  over  the  knuckles.  The  benefit  was  not  marked 
enough  to  warrant  prolonged  administration  of 
the  steroid. 

Discussion 

The  basic  pathology  of  diffuse  scleroderma  is  the 
so-called  “fibrinoid  degeneration”  of  the  collagen 
or  connective  tissue  of  the  body  which  results  in 
atrophy  and  fibrosis.  The  changes  are  most  marked 
in  the  skin  but  have  been  described  in  almost  every 


Fig.  3.  The  arrows  point  to  small  areas  of  calci- 
fication over  the  coracoids  and  in  the  soft  tissues  of 
the  neck. 


organ  in  the  body.  The  gastrointestinal  tract,  es- 
pecially the  esophagus,  is  very  frequently  involved 
as  the  disease  progresses,  but  clinical  involvement 
of  the  heart,2  lungs,3  and  other  viscera  has  also 
been  reported.  These  changes  usually  progress 
slowly,  although  occasionally  the  course  is  rapid, 
often  with  apparent  remissions  and  exacerbations 
until  death  occurs  as  a result  of  intercurrent  in- 
fection, malnutrition  in  cases  with  extensive  esopha- 
geal involvement,  or  as  a result  of  serious  organ 
involvement.  As  mentioned  previously,  the  oc- 
currence of  discrete  areas  of  calcification  in  various 
parts  of  the  body  in  association  with  scleroderma 
is  very  rare. 

The  etiology  and  pathogenesis  of  scleroderma  1 
and  calcinosis  has  never  been  definitely  established. 
Brody  and  Beilin4  proposed  an  attractive  theory  to  , 
explain  the  pathologic  process  based  primarily  on  j 
vasomotor  spasm,  which  has  long  been  entertained  j 
as  a possible  mechanism  for  this  process  because  of  I 
the  very  frequent  occurrence  of  Raynaud’s  phe-  J 
nomena  early  in  the  course  of  scleroderma.  They  ] 
postulated  that  if  there  was  a slow  occlusion  of  the  1 
circulation  with  much  fibrosis,  scleroderma  alone  I 
developed.  If,  in  addition,  there  were  areas  where 
circulatory  obstruction  was  sufficiently  rapid  and 
prolonged  to  cause  necrosis,  both  scleroderma  and 
calcinosis  developed.  However,  if  the  circulatory 
occlusion  was  relatively  acute  and  localized  and 
areas  of  necrosis  alone  resulted,  without  fibrosis, 
then  calcinosis  alone  occurred. 

“Calcinosis  circumscripta”  refers  to  multiple 
areas  of  calcification  localized  about  the  joints  in 
the  skin,  subcutaneous  tissues,  and  tendons;  “cal- 
cinosis universalis”  refers  to  diffuse  calcification  in 
the  skin,  subcutaneous  tissues,  muscles,  and  tendons. 
The  mechanism  of  calcium  deposition  in  either  type  i 
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Fig.  4.  X-rays  of  the  hands  show  areas  of  calci- 
fication. 


I takes  two  forms.  In  one,  calcium  is  deposited  in 
I normal  tissues  when  the  blood  calcium  level  is 
I!  high  as  in  hyperparathyroidism  or  after  excessive 
intake  of  vitamin  D.  In  the  other,  calcium  is 
deposited  in  degenerated  tissues.  The  histology 
and  the  normal  blood  levels  of  calcium  in  sclero- 
i derma  suggest  that  the  second  mechanism  is  in- 
volved in  this  disease. 

The  general  lack  of  understanding  of  the  nature 
of  scleroderma  is  reflected  in  the  lack  of  specific 
therapy  and  the  wide  variety  of  therapeutic  agents 
tried.  In  addition  to  the  general  measures  of  sup- 
portive treatment  such  as  avoidance  of  exposure  to 
cold,  physiotherapy,  and  attempts  to  maintain  ade- 
Iquate  nutrition,  such  different  methods  of  therapy 
as  the  following  have  been  reported  as  affording 
'temporary  relief  in  isolated  cases:  Priscoline,  sym- 
pathectomy, Benadryl,  para-aminobenzoic  acid, 
.dihydrotachysterol,5  parathyroidectomy.6  parathy- 
roidectomy plus  hemithyroidectomy,7'8  testos- 
terone with  or  without  added  estrogen,  and  neo- 
stigmine.9 Even  spontaneous  remissions  have  been 
reported.  More  recently  it  has  been  shown  that 
cortisone  and  ACTH  afford  temporary  relief,  es- 
pecially for  the  subjective  complaints  of  pain  and 
] stiffness. 10  In  our  case  increased  peripheral  cir- 
iculation  or  skin  temperature  could  not  be  demon- 
strated after  ACTH,  although  the  skin  did  become 
softer  and  less  taut  about  the  face  and  hands,  and 
• the  joints  seemed  more  mobile  while  the  drug  was 
1 used. 


Summary 

A case  of  diffuse  scleroderma  which  began  in  a six- 
year-old  girl  and  was  accompanied  by  the  early 


Fig.  5.  Calcific  deposits  are  seen  in  the  lower  third 
of  both  thighs. 


appearance  of  calcinosis  circumscripta  is  presented. 
Lumbar  sympathectomy  plus  a skin  graft  was  fol- 
lowed by  satisfactory  healing  of  a chronic  leg  ulcer 
that  had  been  present  for  three  years.  A course  of 
ACTH  therapy  produced  slight  temporary  improve- 
ment in  skin  texture  about  the  mouth  and  over  the 
knuckles,  but  the  benefit  was  not  enough  to  warrant 
prolonged  administration  of  the  drug. 
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The  more  you  listen  to  political  speeches,  the  more  you  realize  that  ours  is  indeed  the  Land  of 
Promise. — Harpo  Marx 
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T3EXEFITS  paid  for  doctors’  services  for  the  nine- 
month  period  ending  September  30,  1952,  in 
the  Xew  York  State  Blue  Shield  Plans,  amounted 
to  $18,911,301,  which  is  in  excess  of  two  million 


dollars  per  month.  During  the  above  period  mem- 
bership increased  by  236,558  members,  making  the 
total  membership  3,637,076. 

Statistical  tables  follow: 


TABLE  I. — Comparison  of  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium  for  Nine  Months 

Ending  September  30,  1952,  and  1951 


New  York  Buffalo  Rochester  Syracuse  Utica  Albany  Totals 


Earned  Premium  Income 
September  30,  1952 
September  30,  1951 

$19,421,998 

15,120,966 

$2,396,220 

1,780,978 

Claim  Expense  Incurred 
September  30,  1952 
September  30,  1951 

$13,762,712 

10,979,157 

$1,762,109 

1,674,113 

Administrative  Expense 
September  30,  1952 
September  30,  1951 

S 3 , 164 , 575 
2,268,145 

S 203,983 
138,129 

Claim  Expense  Ratio  to 

Earned  Premium  Income 
September  30,  1952 
September  30,  1951 

70.86 
72  61 

73 . 54 
94.00 

Administrative  Expense  Ratio 
to  Earned  Premium  Income 
September  30,  1952  16.29 

September  30,  1951  15.00 

8.51 
7 . 76 

$1,910,175 

$547,414 

$1 

,006,842 

$1 

,044,633 

$26,327,232 

1,027,828 

366,909 

878 , 508 

719,393 

19,894,532 

$1 , 522,055 

$374,650 

S 

797,692 

S 

857 , 850 

$19,077,068 

840,470 

279,052 

670,360 

588,323 

15,031,475 

S 191,611 

S 83,957 

S 

162,879 

S 

113,841 

S 3,920,846 

136,438 

56,464 

147,298 

85 , 932 

2,832,405 

79.68 

68.44 

79.22 

82.12 

72 . 46 

81.77 

76.05 

76.31 

81.78 

75 . 55  1 

10 . 03 

15 . 34 

16.17 

10.90 

14  89 

13  27 

15.39 

16.76 

11.94 

14  24 

TABLE  II. — Comparative  Claim  Data  (Paid  Basis)  for  Nine  Months  Ending  September  30,  1952,  and  1951 


Plan  Location  and 
Types  of  Contracts 

Number  of 
Claims 

1 if  D — 

Amount 

Ratio  to 
Earned 
Premium 

Number  of 
Claims 

Amount 

Ratio  to 
Earned 
Premium 

New  York 

Surgical 

107,405 

$ 7,126,918 

71  96 

88,122 

$ 6,209,460 

70.51 

Surgical,  In-Hospital  Medical 

91,067 

5 , 527 , 583 
1,108,210 

69.44 

53,418 

3,496,457 

67  41 

General  Medical 

89,734 

71.15 

70,248 

888,239 

78.72 

Total 

288,206 

$13,762,711 

70.86 

211,788 

$10,594,156 

70.06 

Buffalo 

Surgical 

61,934 

S 1,640,595 

73.15 

52,153 

$ 1,501,122 

92.95 

Surgical,  In-Hospital  Medical 

4,364 

98,514 

64.24 

4,652 

112,990 

68  06 

Total 

66,298 

S 1,739,109 

72.58 

56 , 805 

S 1,614,112 

90.63 

Rochester 

Surgical 

31,240 

$ 1,443,272 

75 . 56 

19,761 

S 754,146 

73.37 

Syracuse 

Surgical 

1 ,559 

S 53,318 

96.06 

1,044 

S 32 , 190 

74  42 

Surgical  and  Medical 

15,077 

314,857 

64.01 

11,727 

232,015 

71  69 

Total 

16,636 

$ 368,175 

67.26 

12,771 

S 264,205 

72.01 

Utica 

Surgical 

* 

* 

* 

11,287 

S 274,436 

85.27 

Surgical,  In-Hospital  Medical 

* 

* 

* 

16,242 

388,861 

69.84 

Total 

* 

$ 755,859 

75.07 

27,529 

$ 663,297 

75 . 50 

Albany 

Surgical,  In-Hospital  Medical 

18,490 

$ 842,175 

80  62 

13,206 

S 564,764 

78  50 

Grand  Total 

420,870 

$18,911,301 

71.83 

341,860 

$14,454,680 

72.66 

* Information  not  available. 
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TABLE  III. — Membership  Progress — Quarter  Ending  September  30,  1952 


By  Types  of  Contracts 

New  York  Buffalo 

Rochester  Syracuse 

Utica 

Albany  Jamestown 

Totals 

Surgical 

September  30,  1952 
June  30,  1952 

1,450,512  363,389 

1,512,413  359,340 

249,660 

241,501 

10,304 

10,429 

69,042* 

68,217 

6,375 

5,512 

2,149,282 

2,197,412 

Increase 

-61,901  4,049 

8,159 

-125 

825 

863 

48,130 

Surgical,  In-Hospital  Medical 
September  30,  1952 
June  30,  1952 

1,076,976  16,464 

1,027,736  16,833 

101,866* 

95,515 

145,316 

141,555 

1,340,622 

1,281,639 

Increase 

49,240  -369 

6,351 

3,761 

58,983 

Surgical-Medical  (Home,  Office, 
Hospital) 

September  30,  1952 
June  30,  1952 

87,453 

88,655 

59,719 

54,196 

147,172 

142,851 

Increase 

-1,202 

5,523 

4,321 

Grand  Totals 

September  30,  1952 
June  30,  1952 

2,614,941  379,853 

2,628,804  376,173 

249,660 

241,501 

70,023 

64,625 

170,908 

163,732 

145,316 

141,555 

6,375 

5,512 

3,637,076 

3,621,902 

Increase 

-13,863  3,680 

8,159 

5,398 

7,176 

3,761 

863 

15,174 

* Estimated. 

TABLE  IV. — Comparison  of 

Membership  Increases  for  Nine  Months  Ending  September  30, 

1952,  and  1951 

By  Types  of  Contracts 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Surgical 

September  30,  1952 
September  30,  1951 

-49,747 

184,322 

27,584 

7,663 

24,601 

85,101 

298 

3,247 

316* 

-1,052 

3,052 

279,281 

Surgical,  In-Hospital  Medical 
September  30,  1952 
September  30,  1951 

205,097 

210,484 

-846 

-817 

10,640* 

10,679 

13,463 

20,339 

228,354 

240,685 

Surgical-Medical  (Home,  Office,  Hospital) 

September  30,  1952  —9,472 

September  30,  1951  6,775 

14,624 

4,814 

5,152 

11,589 

Grand  Totals 
September  30,  1952 
September  30,  1951 

145,878 

401,581 

26,738 

6,846 

24,601 

85,101 

14,922 

8,061 

10,956* 

9,627 

13,463 

20,339 

236,558 

531,555 

* Estimated. 


TABLE  V. — Claim  Data  (Paid  Basis) — Year  to  September  30,  1952,  and  Comparison  of  Claim  Incidence,  September 

30,  1952,  and  1951 


Claim 

Ratio 

Average 

Incidence 

Number 

to 

Cost 

per  1,000 

Plan  Location  and 

of 

Earned 

per 

Participants 

Average  Exposure 

Types  of  Contracts 

Claims 

Amount 

Premium 

Claim 

per  Annum 

Participants 

1952 

1951 

1952 

1951 

New  York 

Surgical 

107,405 

S 7,126,918 

71.96 

$66.35 

95.1 

85.4 

1,505,187 

1 , 376 , 200 

Surgical,  In-Hospital  Medical 

91,067 

5,527,583 

69.44 

60.70 

124.5 

104.2 

975,018 

683,721 

General  Medical 

89,734 

1,108,210 

71.15 

12.35 

1261.6 

997.5 

92,191 

93,899 

Total 

288,206 

$13,762,711 

70.86 

$47.75 

. . • 

Buffalo 

Surgical 

61,934 

$ 1,640,595 

73.15 

$26 . 49 

234.0 

201.0 

352,849 

345,922 

Surgical,  In-Hospital  Medical 

4,364 

98,514 

64.24 

22.57 

342.7 

338.7 

16,977 

18,312 

66,298 

$ 1,739,109 

72.58 

$26 . 23 

Rochester 

Surgical 

31,240 

$ 1,443,272 

75.56 

$46 . 20 

169.6 

142.4 

245,580 

185,056 

Syracuse 

Surgical 

1 , 559 

$ 53,318 

96.06 

$34 . 20 

202.9 

158.4 

10,246 

8,787 

Surgical  and  Medical 

15,077 

314,857 

64.01 

20.88 

379.3 

421.9 

53 , 003 

37,056 

Total 

16,636 

$ 368,175 

67.26 

$22 . 13 

Jtica 

Surgical 

* 

* 

* 

* 

* 

225.8 

* 

66,646 

Surgical,  In-Hospital  Medical 

* 

* 

* 

* 

* 

284.8 

* 

76,023 

Total 

* 

$ 755,859 

75.07 

* 

Ubany 

Surgical,  In-Hospital  Medical 

18,490 

$ 842 , 175 

80.62 

$45.55 

175.2 

153.5 

140,734 

114,681 

Jrand  Total 

420,870 

$18,911,301 

71.83 

$44.93 

* Information  not  available. 
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TABLE  VI. — Distribution  of  Earned  Premium  Income  and  Amounts  Available  for  Unassigned  Surplus,  Nine 

Months  Ending  September  30,  1952 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany  Jamestown 

Earned  Premium  Income 

$19,421,998 

100.00% 

$2,396,220 

100.00% 

$1,910,175 

100.00% 

$547,414 

100.00% 

$1,006,842 

100.00% 

$1,044,633 

100.00% 

$36,707 
100  00% 

Incurred  Claim  Expense 

$13,762,712 

70.86% 

$1,762,109 

73.54% 

$ 1 , 522 , 055 
79.68% 

$374,650 

68.44% 

$ 797,692 
79.22% 

$ 857,850 
82.12% 

$19,379 
52 . 79% 

Administrative  Expense 

$ 3,164.575 
16.29% 

$ 203,983 
8.51% 

$ 191,611 

10.03% 

$ 83,957 
15.34% 

$ 162,879 

16.17% 

$ 113.841 

10.90% 

$ 5,871 
15  99% 

Provision  for  Future  Ma- 
ternity Benefits 

$ 438,000 

2.25% 

$ 45,0(00 

1.88% 

$ 20,194 
3.69% 

$ 15,000 

1.49% 

$ 4,000 

0.38% 

$ 3,805 
10.37% 

Provision  for  Special 
Contingent  Surplus 

$ 812,983 

4.19% 

$ 96,748 

4.04% 

$ 79,458 

4.16% 

$ 21,898 
4.00% 

$ 40,273 

4 00% 

$ 41,785 

4.00% 

$ 1 , 552 
4.23% 

Profit  and  Loss  Items 

$ 51,841 

0.27% 

-$  4.670  - 

-0.19% 

-$  9,192 

-0.48% 

-$  157  - 

-0.01% 

- $ 945  - 

-0.09% 

-$  140 

-0.38% 

Provision  for  Group  Ex- 
perience Contract  Ad- 
justments 

$ 145.000 

0.75% 

Increase  in  Reserve  for 
Physician’s  Care 

$ 4,089 
16.14% 

$ 2,151 
5 86% 

Available  for  Unassigned 
Surplus 

$ 1,046.887 
5.39% 

$ 293,049 
12.22% 

$ 126,243 

6.61% 

$ 46,715  - 
8.53% 

-$  8.845 

-0.87% 

$ 28,104 

2.69% 

TABLE 

VII. — Income, 

Gain  and  Loss 

for  Nine  Months  Ending  September  30,  1952 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany  Jamestown 

Earned  Premium  Income 

$19,421,998 

$2,396,220 

$1,910,175 

$547,414 

$1,006,842 

$1,044,633 

$36,707 

Claims  and  Expenses  In- 
curred 

16,927,287 

1,966,093 

1.713,666 

458,607 

960,571 

971,691 

25,250 

Gain  from  Underwriting 

$ 2,494,711 

S 430 , 127 

$ 196,509 

$ 88,807 

$ 46,271 

$ 72,942 

$11,457 

Underwriting  Adjustments 
Deferred  Maternity 
Benefits 

Profit  and  Loss  Items 
Increase  in  Reserve  for 
Unreported  Claims 
Provision  for  Group  Ex- 
perience Contract 
Adjustments 

$ 438,000 

51.841 

$ 45,000 

- 4,670 

$ ... 

9.192 

$ 20,194 

$ 15,000 

— 157 

$ 4,000 

-945 

$ 3,805 
- 140 

4.089 

145,000 

Total 

$ 634,841 

$ 40,330 

$ 9,192 

$ 20,194 

$ 14,843 

$ 3 . 055 

$ 7,754 

Adjusted  Gain  from  Under- 
writing 

$ 1,859.870 

$ 389 , 797 

$ 205,701 

$ 68,613 

$ 31,428 

$ 69,887 

$ 3.703 

Gain  from  Investments 

186,709 

16.813 

8,901 

2,375 

13,031 

4,012 

Gain  from  Underwriting 
and  Investments 

$ 2,046,579 

$ 406,610 

$ 214.602 

$ 70.988 

$ 44,459 

$ 73,899 

$ 3.703 

Surplus  Adjustments 
Provision  for  Special 
Contingent  Surplus 
Reduction  in  Maternity 
Reserve 

-$  812.983 

- $ 96 , 748 

-$  79,458 

50,368 

150,000 

84,150 

-$  21.898 

-$  40,273 

-$  41,785 

-$  1,552 

Difference  between  90 
per  cent  and  Parity 
Payments  to  Physicians 
for  Contingent  Bal- 
ance, December, 
1946 

- 65,625 

Total 

Increase  or  Decrease  in 
Unassigned  Surplus 

-$  812,983 

$ 1,233,596 

-$  162,373 

$ 244.237 

$ 205.060 

S 419,662 

-$  21,898 
$ 49,090 

-$  40.273 

$ 4,186 

-$  41,785 

$ 32,114 

-S  1.552 
$ 2.151 
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ANTIBIOTIC  TREATMENT  SCHEDULE  FOR  ADAPTATION  DISEASE 


To  the  Editor: 

During  the  past  two  years,  desultory  reports  sub- 
mitted to  the  Journal  have  received  impartial 
editorial  scrutiny  and  publication.  A distinct 
token  of  the  traditional  scientific  liberality  of  the 
Journal  was  thereby  rendered  because  these  re- 
ports dealt  with  described  effects  of  antibiotic  in- 
gestion which  clashed  with  any  classic  theory  of 
antibiotic  action.  The  puny  repayment  of  the 
editorial  board  and  staff  lies  only  in  the  assurance 
that  the  Journal  is  in  no  sense  a “limited”  scientific 
publication,  because  these  reports  originated  specific 
comment  and  inquiry  from  physicians  throughout 
the  world.  There  may  also  be  some  present  gratifi- 
cation in  the  continually  emerging  series  of  facts 
about  the  “antituberculosis”  drug,  isoniazid,  in 
adaptation  disease,  these  facts  likewise  failing  of 
explanation  by  classic  theory. 

Because  of  pyramiding  volume  of  inquiry  for 
specific  detail,  it  now  seems  advisable  to  assemble, 
for  the  use  of  the  interested  physician,  under  a single 
caption  and  without  the  laborious  theory  character- 
izing the  initial  reports,  the  present  state  of  the 
evolved  antibiotic  regime,  along  with  an  attempted 
classification  of  those  diseases  to  which  it  has  been 
found  applicable.  Only  that  minimum  of  descriptive 
material  based  on  prior  laboratory  and/or  clinical  in- 
vestigation, as  is  deemed  essential  for  guidance 
during  what  is  now  termed  the  APF  (for  “animal 
protein  factor”  or  “anabolism  promoting  factor  [s]”) 
schedule,  is  incorporated. 

I.  The  responsive  diseases  or  conditions: 

A.  Some  nutritional  disorders,  e.g.,  prematurity, 
certain  instances  of  growth  failure,  tropical  and  non- 
tropical  sprue,  malnutrition  of  alcoholism  or  hepatic 
cirrhosis,  cachexia  of  cancer,  tuberculosis,  mycosis,  or 
sepsis. 

B.  Atopic  dermatoses  including  those  sometimes 
classified  as  “neurodermatitis,”  herpetiform  derma- 
titis, psoriasis,  lichen  planus,  and  ichthyosis.  In- 
dividual cases  of  erythema  multiforme,  pemphigus, 
scleroderma,  lupus,  impetigo,  recurrent  furunculo- 
sis, acne  and  seborrheic  dermatitis  have  also  been 
responsive.  More  remarkably,  definitive  allergic 
and  contact  dermatidities,  as  well  as  dermatitis 
medicamentosa,  have  abated  even  in  the  continued 
presence  of  the  incitant. 

C.  “Intrinsic”  allergies,  those  without  assignable 
allergen.  Certain  patients  with  migraine,  bronchial 
asthma,  vasomotor  rhinitis,  “benign”  cardiac  ar- 
rhythmia and  hypertension,  recurrent  coryza,  re- 
current herpes,  or  nonthrombopenic  purpura  have 
been  benefited. 


D.  The  hematologic  dyscrasias.  In  the  acute  and 
chronic  leukemias  of  whatever  cytomorphology,  re- 
mission rate,  survival  time,  and  comfort  have  far  ex- 
ceeded anything  obtainable  from  “cytotoxic” 
therapies.  In  thrombopenic  purpura,  agranulocyto- 
sis, the  hypoplastic  and  aplastic  anemias,  the  ane- 
mias of  nonbleeding  malignancy,  glomerulonephritis, 
over-irradiation,  chronic  infection,  lymphogranulo- 
matosis and  intestinal  parasitism;  in  the  erythro- 
blastic arrest  (“hemolytic”)  anemias  of  adults  or 
those  occurring  in  children  (Cooley’s)  or  infants,  not 
excluding  fetal  erythroblastosis  on  an  “Rh- sensiti- 
zation” basis  (maternally  circulating  “antibodies” 
have  been  made  to  drop  significantly  in  titer),  the 
megaloblastic  anemias  of  infancy,  pregnancy,  and 
involution,  and  in  benign  systemic  lymphosis  (“in- 
fectious mononucleosis”)  the  over-all  results  pro- 
cured through  the  treatment  schedule  outlined  in 
section  II  have  surpassed  those  of  any  other  mode. 

E.  The  rheumatoid  diseases  including  arthritis, 
spondylitis,  panniculitis,  dermatomyositis,  and  cardi- 
tis. 

F.  Certain  neuropathies  such  as  multiple  and 
amyotrophic  lateral  sclerosis. 

G.  Certain  ophthalmic  disorders  such  as  chronic 
uveosis  (“iritis,”  “cyclitis,”  and  “choroiditis”), 
pathologic  progressive  myopia  on  a choroidotic 
basis,  toxic  amblyopia,  functional  accommodative 
failure  incommensurate  with  age,  recurrent  hordeola 
episcleritis,  and  vernal  conjunctivitis  all  respond  in  a 
manner  reminiscent  of  that  to  adrenocorticotherapy. 

H.  The  collagen-vascular  diseases.  Showing  a 
phenomenal  degree  of  remission,  frequently  main- 
tained throughout  the  course  of  the  schedule,  have 
been  numerous  instances  of  disseminated  lupus 
erythematosis,  polyartheritis  nodosa,  reticulo-endo- 
theliosis  (Letterer-Siwe  disease),  sarcoidosis,  and 
eosinophilic  granuloma. 

I.  Neoplastic  disease.  A significant  number  of 
Hodgkin’s  and  plasmacytic  myeloma  cases  are  under 
complete  control.  Salubrious  constitutional  and 
(in  a few  instances)  local  effects  in  carcinoma  of  the 
right  colon,  lung,  and  breast  have  been  observed. 
Actual  regression  of  osseus  carcinoma  metastasis, 
Ewing’s  sarcoma,  and  leukemic  splenomegaly  have 
occurred. 

‘Cure”  of  the  aforementioned  conditions  is  not 
to  be  inferred.  They  are  mostly  in  the  “adaptive” 
category,  and  adaptive  disease  is  controllable  at 
best.  The  anticipated  degree  of  control  should  be 
based  on  the  initial  degree  of  deterioration  prior  to 
the  induction  of  the  schedule,  and  the  prognosis  must 
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therefore  be  gauged  by  common  sense.  As  in  all 
adaptation  disease  some  reversal  is  possible;  it  ad- 
mittedly occurs  during  adrenocorticotherapy  when 
the  latter  is  properly  applied  by  one  familiar  with  the 
pathodynamics  of  these  diseases.  Since  the  out- 
lined treatment  schedule  probably  operates  through 
the  corticotropic  mechanism,  the  interested  physi- 
cian, before  applying  it,  would  do  well  to  review  the 
investigations  of  Dr.  Hans  Selye  as  set  forth  in 
“Stress”  and  the  annual  supplements  thereto  (Acta 
Medical  Publications,  Montreal,  Canada,  1950). 

II.  The  sustained  antibiotic  ingestion  schedule. 

A.  Maintenance  of  a saccharolytic  intestinal  flora. 
This  crucial  factor  in  the  schedule  “debrakes”  the 
normal  corticotropic  mechanism.  It  is  accom- 
plished by 

(1)  daily  ingestion  of  a just  sufficient  amount  of 
one  of  the  mycin  antibiotics,  singly  or  in  combination 
to  abolish  “adult”  stool  odor.  Individual  adjust- 
ment of  dosage  is  imperative.  From  10  to  250  mg. 
of  terramycin  daily  is  effective  in  about  60  per  cent  of 
adults.  Oral  streptomycin  is  equivalently  effective; 
when  it  is  combined  with  terramycin  about  80  per 
cent  of  patients  have  a fecal  floral  reversion.  Chlor- 
esium  (potassium  cuprichlorophyllinate)  appears  now 
to  be  similarly  effective  in  this  connection,  the  oral 
dose  being  about  50  mg.  daily. 

(2)  Milk,  1 quart  daily,  dialyzed  where  salt  cur- 
tailment is  imperative,  or  80  Gm.  of  lactose  should 
be  given.  For  gram-positive  bacillar}'  saccharolytic 
intestinal  implantation  (where  this  fails  from  anti- 
biotic ingestion  alone),  a soy-bean  extractive  culture 
(SoyAcidophilus,  United  Laboratories,  Pasadena) 
proved  to  be  better  than  some  milk  acidophilus 
cultures.  It  now  appears  immaterial  whether  lacto- 
bacilli  or  streptococci  come  to  predominate  in  the 
stool  as  long  as  proteolytics  are  suppressed. 

(3)  A love-protein  diet,  although  it  seems  an 
irrationality  for  cachexic  patients,  is  best,  also, 
for  intestinal  proteolytic  suppression.  For  reasons 
that  will  develop,  caloric  requirement  should  be  met 
by  a high-fat  intake. 

(4)  Iron  and  elemental  cobalt  (not  oral  B12)  is  a 
necessary  dietary  supplement  because  saccharolytic 
stools  are  rich  in  these  elements  which  pass  from  the 
body  with  them.  Some  of  the  purported  “aplastic” 
anemias  from  protracted  chloramphenicol  or  strepto- 
mycin administration  were  undoubtedly  on  this 
basis. 

(5)  A low-salt,  high-potassium  intake  should  be 
routine  in  seriously  ill  patients.  Berry  juices  should 
supplement  those  of  citrus  fruits  to  favor  an  acid  ash. 
Vitamin  C administration  is  advisable;  the  “B” 
complex  seems  entirely  handled  by  the  saccharolytic 
flora. 

The  fecal  flora  reversion  schedule  above  has,  in  it- 
self, effectively  controlled  mild  or  moderately  ad- 
vanced adaptive  disease.  In  serious,  far-advanced, 
or  “hopeless”  cases  its  imposition  has  been  attended 
by  pronounced  adrenocorticomimetic  effects,  the 
intensity  of  which  is  proportional  to  the  prior  degree 
of  systemic  deterioration  and  is  such  as,  in  them- 
selves, to  usurp  the  role  of  the  lethal  instrument. 
The  highest  order  of  clinical  skill  is  required  properly 
to  channel  these  adrenocorticomimetic  effects. 


They  are  of  three  types  and  their  proportionate 
emergences  are  unpredictable. 

Glucocorticoid  (cortisone-like)  effects  are  usually 
salubrious  in  adaptation  disease,  reducing  fever, 
accelerating  hemopoiesis,  and  restoring  electrolyte 
balance,  although  they  may  transiently  operate  to 
augment  the  catabolic  preponderance  of  cachexia. 

Minerocorticoid  (desoxycorticosterone-like)  effects 
neutralize  those  of  the  glucocorticoids  and  tend 
to  exacerbate  adaptation  disease;  they  need  curtail- 
ment. 

Androcorticoid  effects  may  be  salubrious  or  other- 
wise, depending  on  their  situation  in  the  over-all 
complex  pattern.  Section  II  B which  follows  and 
outlines  the  adjuvants  to  II  A should  therefore  be 
construed  as  merely  a guide  and  not  a substitute 
for  thorough  understanding  of  the  endocrinology 
involved. 

B.  Control  of  adrenocorticomimetic  effects  of 
intestinal  flora  reversion. 

(1)  The  untoward  minerocorticoid  response. 
These  are  contingent  on  mesenchymal  proliferation 
which  become  an  extension  of  the  original  disease 
process  and  a decompensatory  shift  in  the  electrolyte 
and  water  balance.  The  latter  are  in  the  direction 
of  sodium  and  water  retention  with  masked  or  frank 
edema  leading  to  phlebectatic  bleeding  in  the  blood 
dyscrasias  or  to  congestive  heart  failure.  Severe 
potassium  depletion  may  aggravate  this  sequence. 
Deleterious  electrolyte  inbalance  is  such  a hazard 
in  APF-treated  subjects  that  all  are  now  given  3 to  8 
Gm.  of  enteric-coated  potassium  chloride  daily 
and  a like  amount  of  ammonium  chloride  on  alternate 
days.  Where  rigorous  salt  restriction  does  not  hold 
weight  gain  rate  to  more  reasonable  figures  than 
those  so  gleefully  reported  on  the  introduction  of 
isoniazid,  mercurial  and  xanthine  diuresis  is  insti- 
tuted. In  this  connection  gratifying  results  with  Neo- 
hydrin have  simplified  the  schedule  for  outpatients, 
although  it  is  strongly  recommended  that  initiation 
of  APF  be  in  the  hospital. 

Because  of  the  real  danger  of  minerocorticoid-in- 
duced  congestive  failure,  those  with  any  hint  of 
cardiac  reserve  diminution  are  prophylacticallv 
digitalized.  Furthermore,  because  anemic  anoxia 
facilitates  this  propensity  to  cardiac  failure,  I have 
reversed  the  previous  stand  in  which  I recriminated 
blood  transfusion  in  adaptation  disease  and  attempt 
initial  correction  of  anemia  with  packed  red  cells. 
If  clinical  remission  ensues  from  APF,  cobalt  admin- 
istration may  gradually  elevate  the  hematocrit 
above  the  level  where  congestive  failure  from  an  aug- 
mented circulation  rate,  alone,  is  unlikely. 

Additional  measures  occasionally  found  useful  to 
combat  minerocorticoid  effects  are  the  administra- 
tion of  human  plasma  albumin  [Brown,  T.  M.  etal., 
Am  J.  M.  Sci.  221 : 618  (1951)],  human  plasma  cho- 
linesterase (Cutter)  infusion,  thyroid  extract  admin- 
istration (which  presumably  inhibits  somatotropic 
hormone  elaboration  from  the  anterior  pituitary)  or 
cortisone,  some  of  whose  glucocorticoid  effects  are  in- 
herently antagonistic  to  those  of  the  desoxycorti- 
costeroid  group. 

(2)  Glucocorticoid  effects.  Oral  cortisone  is  an 
APF  substance.  By  modification  of  intestinal  wall 


January  1,  1953] 


CORRESPONDENCE 


95 


permeability  it  accomplishes  the  same  final  result  on 
the  corticotropic  mechanism  as  does  mycin  ingestion. 
In  the  present  schedule,  therefore,  the  use  of  corti- 
sone or,  better  still,  oral  lipoadrenal  cortex  extract  is 
restricted  to  one  of  three  situations:  (a)  where 
minerocorticoid  preponderance  from  APF  adminis- 
tration is  not  otherwise  tractable,  (6)  where  more 
rapid  resolution  than  obtainable  from  APF-mycin 
alone  of  certain  tumors  which  are  malignant  by  vir- 
tue of  situation  (e.g.,  cord-compressing  lymphomas 
or  intracranial  metastasis  from  breast  carcinoma)  is 
mandatory,  and  (c)  substitutively,  where  symptoms 
of  Addison’s  disease  presumably  due  to  the  exhaustion 
stage  of  the  adaptation  syndrome  emerge  while  the 
patient  is  otherwise  responding  to  APF-mycin  ther- 
apy. In  any  of  these  connections  the  cortisone  or 
lipoadrenal  cortex  administration  should  be  that 
minimum  required  to  obtain  the  desired  response. 

Adverse  glucocorticoid  responses  from  APF-mycin 
ingestion  are  those  reported  from  cortisone  alone. 
Euphoria  is  a desirable  feature  of  this  schedule,  but 
the  enhanced  psychomotor  activity  entailing  has 
gone  on  to  frank  psychosis  and  even  to  mania.  Se- 
dation has  thereby  become  a problem  in  some  pa- 
tients. I can  only  offer  the  empirically  acquired 
opinions  that  this  is  better  accomplished  in  these  pa- 
tients with  antihistamines,  chloral  or  paraldehyde, 
than  with  opiates,  barbiturates,  or  alcohol,  to  which 
they  seem  to  react  adversely. 

(3)  Androsteroid  effects.  Prepuberty  males  or 
any  female  may  show  hirsutism  during  APF-mvcin 
administration.  There  may  be  increased  libido  in 
the  latter,  while  males  may  complain  of  the  reverse. 
Estrogens  should  be  given  when  untoward  effects  in 
this  direction  emerge,  always  with  the  understanding, 
however,  that  these  androgenic  manifestations  may 
be  inseparable  from  a desired  anabolism  promotion. 
Estrogens  must  be  given  where  APF-mycin  is  ap- 
plied in  the  amelioration  of  prostatic  carcinoma  or 
where  prostatism  develops  from  mycins,  as  it  simi- 


larly does  from  isoniazid  and  on  exactly  the  same 
basis. 

(4)  Other  side-effects  of  continued  APF-mycin 
administration.  Pyodermas  from  mycin-resistant 
coccal  strains  yield  to  local  measures.  Corticomi- 
metically  - induced  dyscoagulability  states  may 
necessitate  anticoagulant  therapy  or  the  control  of 
bleeding,  depending  upon  the  direction  they  take. 
Oral  and/or  intestinal  mycosis  may  be  a problem 
even  with  as  little  as  50  mg.  of  mycin  per  day.  Its 
occurrence  may  light  up  a prior  hypomyces  sensiti- 
zation, and  for  this  reason  penicillin  is  rigorously 
avoided  in  the  present  treatment  schedule.  Mycin- 
induced  mycoses  seem  particularly  tractable  to 
gentian  violet,  but  sometimes  isoniazid  or  chloro- 
phyllin  must  be  substituted  temporarily  as  the  APF 
to  be  administered. 

Anorectal  and  colon  complications  of  mycin 
administration  have  been  adequately  discussed  by 
other  writers,  and  there  is  nothing  to  add  here  except 
that  they  may  spontaneously  abate  in  the  face  of 
continued  mycin. 

As  will  be  naturally  inferred  from  the  complexities 
of  II  B,  the  application  of  APF  therapy  to  adap- 
tation disease  has  hardly  oversimplified  the  medical 
care  to  be  accorded  its  subjects.  Furthermore, 
there  is  no  present  possibility  of  rigidly  formalizing 
the  concept  of  adaptation  disease  nor  its  complete 
management  schedule.  The  one  outlined  above  is 
presented,  nevertheless,  with  the  convictions  that  it 
has  been  useful  and  that  it  holds  promise  of  better 
development,  the  advent  of  which  I will  follow  as 
closely  as  may  those  of  my  colleagues  who  have  uti- 
lized the  previous  publications  in  the  Journal  on 
this  theme  as  the  basis  for  relaying  their  invaluable 
criticisms  and  suggestions. 

Robert  D.  Barnard,  M.D. 

138-48  231st  Street 

Laurelton,  Long  Island,  New  York 


STATE  AMEF  CHAIRMEN  TO  MEET 
American  Medical  Education  Foundation  state 
chairmen  will  kick  off  the  1953  fund-raising  drive 
with  a meeting  Sunday,  January  25,  at  the  Sheraton 
Hotel  in  Chicago.  This  second  annual  meeting 
will  launch  officially  the  medical  profession’s  con- 
certed effort  during  the  coming  year  to  raise  volun- 
tary funds  to  assist  the  country’s  medical  schools. 


Keynote  speaker  will  be  Dr.  L.  D.  McGuire,  AMEF 
chairman  for  Nebraska. 

Chief  value  of  the  meeting  will  be  to  exchange 
experiences  and  ideas  on  local  fund-raising  pro- 
motions. Representatives  from  every  state  will 
be  on  hand  for  the  one-day  session. - A merican 
Medical  Association  News  Notes,  November,  1952 
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Morris  Cohen,  M.D.,  of  Brooklyn,  died  on  August 
12,  1952,  at  the  age  of  fifty-two.  Dr.  Cohen  re- 
ceived his  medical  degree  from  the  University  of 
Virginia  Medical  School  in  1924.  He  was  assistant 
attending  cardiologist  at  the  Jewish  Hospital. 

David  Geiringer,  M.D.,  of  New  York  City,  died 
on  August  27,  1952,  at  the  age  of  seventy-one.  Dr. 
Geiringer  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1907  and  interned  at  City  Hospital.  He 
was  consulting  urologist  at  New  York  Polyclinic 
Hospital.  A Diplomate  of  the  American  Board  of 
Urology  and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Geiringer  was  a member  of  the 
American  Urological  Association,  the  New  York 
Urological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Albert  Edward  Gilmartin,  M.D.,  of  Flushing,  died 
on  August  21,  1952,  at  the  age  of  seventy-seven. 
Dr.  Gilmartin  received  his  medical  degree  from  the 
Bellevue  Hospital  Medical  School  in  1897.  He  was 
a member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  H.  Globus,  M.D.,  of  New  York  City,  died 
on  November  19,  1952,  at  his  home  at  the  age  of 
sixty-six.  Dr.  Globus  was  graduated  from  the  Cor- 
nell University  Medical  College  in  1917  and  in- 
terned at  Montefiore  Hospital.  In  1921  he  joined 
the  staff  of  Mount  Sinai  Hospital  where  he  was 
neuropathologist  from  1938  to  1952  and  associate 
neurologist  from  1939  to  1945.  He  retired  last  year 
as  assistant  clinical  professor  of  neurology  of  the 
faculty  of  medicine  of  Columbia  University.  Dr. 
Globus  was  author  of  the  text,  Practical  Neuro- 
anatomy, and  founder  and  editor  of  two  publications, 
the  Journal  of  N euro  pathology  and  Experimental 
Neurology  and  the  Journal  of  the  Mount  Sinai  Hos- 
pital. He  was  also  consulting  neurologist  at  Mather 
Memorial  Hospital  in  Port  Jefferson  and  St.  Joseph’s 
Hospital  in  Stamford,  Connecticut.  Dr.  Globus  was 
the  recipient  of  the  Howe  Medal  of  the  University  of 
Buffalo  for  his  work  in  connection  with  neuro- 
ophthalmology. 

A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  Globus  was  a member  of  the 
American  Neurological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological 
Society,  the  American  Association  of  Neuropath- 
ologists, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Karen  Homey,  M.D.,  of  New  York  City,  died  on 
December  4,  1952,  in  Harkness  Pavilion  of  the 
Columbia-Presbyterian  Medical  Center,  at  the  age 
of  sixty-seven.  Dr.  Horney  received  her  medical 
degree  from  the  University  of  Berlin  in  1911  and  was 


a member  of  the  teaching  staff  of  the  Berlin  Psycho- 
analytic Institute  until  she  came  to  the  United  States 
in  1932  to  become  associate  director  of  the  Chicago 
Institute  of  Psychoanalysis.  In  1941  she  founded  the 
American  Institute  for  Psychoanalysis  in  New 
York  City  and  had  served  as  dean  since  that  time. 
The  author  of  many  books  on  psychoanalysis,  Dr. 
Horney  was  a member  of  the  American  Psychiatric 
Association,  the  Association  for  the  Advancement  of 
Psychoanalysis,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jacob  Kalish,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 5 at  Maimonides  Hospital  at  the  age  of  seventy- 
five.  A native  of  Russia,  Dr.  Kalish  came  to  the 
United  States  in  1900  and  received  his  medical  de- 
gree from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1906.  He  had  been 
attending  pediatrician  at  Beth  Moses  Hospital  and 
was  consulting  pediatrician  at  Maimonides  Hospital. 
A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Kalish  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

David  M.  Kaplan,  M.D.,  of  New  York  City,  died 
on  November  29,  1952,  at  his  home  at  the  age  of 
seventy-six.  Dr.  Kaplan,  who  was  born  in  Latvia, 
came  to  the  United  States  in  1889  and  was  graduated 
from  the  Cornell  University  Medical  College  in 
1900.  During  World  War  I he  served  in  the  LT.S. 
Army  Medical  Corps. 

Lewis  Lyova  North,  M.D.,  of  Brooklyn,  died  on 
August  22,  1952,  at  the  age  of  forty-five.  Dr.  North 
received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1933.  He  was 
assistant  attending  obstetrician  and  gynecologist  at 
Cumberland  and  Maimonides  Hospitals.  Dr.  North 
was  a member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Albert  Prescott,  M.D.,  of  Hudson  Falls, 
died  on  November  11,  1952,  in  Albany  Hospital,  at 
the  age  of  seventy.  Dr.  Prescott  was  graduated 
from  Albany  Medical  College  in  1906  and  had  prac- 
ticed in  Hudson  Falls  for  many  years.  He  had  been 
physician  at  the  Great  Meadow  Prison  in  Comstock 
and  was  health  officer  for  the  Village  of  Hudson 
Falls  and  the  Town  of  Kingsbury.  Dr.  Prescott 
was  a member  of  the  Washington  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Clayton  Sharp,  M.D.,  of  Westbury,  Long 
Island,  and  New  York  City,  died  on  December  5,  at 
Nassau  Hospital,  Mineola,  at  the  age  of  seventy- 
three.  Dr.  Sharp  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons^  in 
1901  and  served  during  World  War  I with  the  U.S. 
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Army  Medical  Corps.  From  1910  to  1929  he  was  on 
the  faculty  of  the  Columbia  University  College  of 
Physicians  and  Surgeons,  serving  as  associate  pro- 
fessor of  anatomy,  and  from  1929  to  1945  he  held  a 
similar  position  at  the  Long  Island  College  Hospital 
Medical  School.  In  1945  he  joined  the  Veterans  Ad- 
ministration and  was  attached  to  the  New  York 
regional  office.  Dr.  Sharp  was  a member  of  the 
American  Association  of  Anatomists. 

Burton  Michael  Shinners,  M.D.,  of  Buffalo,  died 
on  November  11,  1952,  at  Buffalo  General  Hospital 
at  the  age  of  forty-one.  Dr.  Shinners  received  his 
medical  degree  from  Duke  University  Medical  School 
in  1936  and  interned  at  the  Ford  Hospital  in  De- 
troit, Michigan,  and  at  the  Duke  Hospital  in  Dur- 
ham, South  Carolina.  He  was  assistant  professor  of 
neurology  at  the  University  of  Buffalo  School  of 
Medicine  and  attending  neurologist  at  the  Buffalo 
General  Hospital,  the  Children’s  Hospital,  and  the 
Mercy  Hospital. 

A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  Shinners  was  a member  of  the 
American  Neurological  Association,  the  American 


Academy  of  Neurology,  the  Buffalo  Neuropsychia- 
tric Association,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lyman  Hall  Wheeler,  M.D.,  of  Lockport,  died  on 
November  6 at  the  Veterans  Administration  Hos- 
pital, Buffalo,  at  the  age  of  eighty.  Dr.  Wheeler  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1897  and  interned  at  the 
Harlem  Hospital.  During  World  War  I he  served 
with  the  U.S.  Army  Medical  Corps,  stationed  with 
the  Twelfth  General  Hospital  in  Biltmore,  North 
Carolina.  Dr.  Wheeler  had  served  as  health  officer 
of  the  Town  of  Lockport  and  as  physician  and  health 
officer  of  the  City  of  Lockport.  In  1945  he  retired 
from  active  practice  and  was  appointed  otolaryn- 
gologist emeritus  at  the  Lockport  City  Hospital. 
He  was  also  medical  consultant  to  the  Niagara 
County  Welfare  Department.  Dr.  Wheeler  was  a 
member  of  the  Lockport  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 


WARN  AGAINST  USE  OF  NEW  DRUG  ON 

A warning  that  the  use  of  a relatively  new  anti- 
fungal drug,  Asterol  dihydrochloride,  may  be 
dangerous  to  young  children  was  issued  in  the  No- 
vember 8 Journal  of  the  American  Medical  Associa- 
tion. Six  cases  in  which  children  suffered  toxic 
mental  reactions  believed  to  be  a result  of  use  of 
the  drug  were  reported  by  three  groups  of  physicians 
from  various  parts  of  the  country.  The  doctors  be- 
lieve the  compound  to  be  a central  nervous  system 
irritant. 

The  drug,  which  is  obtainable  in  ointment,  tinc- 
ture, or  powder  form,  apparently  was  absorbed 
through  the  skin.  The  children  suffered  from  con- 
vulsions, visual  hallucinations,  muscular  spasms, 
and/or  depression.  Recovery  was  spontaneous 
upon  cessation  of  use  of  the  preparation  and  was 
without  apparent  sustained  after-effects,  the  reports 
pointed  out. 

The  children,  who  ranged  in  age  from  one  week 
to  four  and  one-half  years,  were  given  the  drug  to 
combat  ringworm  and  other  skin  irritations.  Al- 
though the  doctors  stated  that  definite  causal 
relationship  between  the  drug  and  the  mental  reae- 
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tions  could  not  be  drawn,  evidence  pointed  to  the 
drug  as  the  reason  for  the  complications. 

“The  incidence  cannot  be  calculated  at  present, 
but  it  can  be  roughly  estimated  at  less  than  one  per 
thousand  children  of  all  ages  who  are  receiving 
treatment,”  four  Los  Angeles  physicians  wrote. 
“It  seems  wise  to  avoid  the  use  of  this  medicament 
entirely  in  very  young  children,  and  even  to  caution 
against  the  frequent  use  of  large  quantities  over 
extensive  body  surfaces  in  older  children. 

“It  should  be  noted  here  that  these  warnings  were 
incorporated  into  the  literature  and  directions  for 
use  of  the  medicament  included  in  the  trade  package 
by  its  manufacturers  several  months  ago  and,  if 
closely  observed,  may  result  in  avoiding  this  most 
disconcerting  and  alarming  but  apparently  reversible 
neurotoxic  reaction.” 

Three  cases  of  toxocity  from  the  drug  were  re- 
ported by  Dr.  J.  M.  Hitch,  Raleigh,  North  Carolina. 
Two  cases  were  reported  by  Drs.  J.  Walter  Wilson, 
Harry  Levitt,  Thomas  L.  Harris,  and  Emmett  M. 
Heiligman,  Los  Angeles.  One  case  was  reported 
bv  Dr.  W.  M.  Featherston,  Elk  City,  Oklahoma. 
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Early  American  Doctor’s  Office  Dedicated  at  Cooperstown 


Now  established  as  part  of  the  early  American 
village  exhibit  at  the  Farmers’  Museum, 
Cooperstown,  is  an  Early  American  Doctor’s  Office, 
which  was  dedicated  at  ceremonies  last  October  in 
connection  with  the  annual  meeting  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York.  Dr.  Edward  T.  Wentworth,  Roches- 
ter, president  of  the  State  Society,  officially  opened 
the  office  and  presented  to  the  New  York  State  His- 
torical Association,  which  directs  the  Farmers’ 
Museum,  an  ancient  book,  dated  1817,  containing 
some  of  the  earliest  anatomic  plates  used  by  the 
medical  profession  in  the  United  States  (Fig.  1). 

Speaker  at  the  dedication  ceremonies  was  Dr. 
Louis  C.  Jones,  director  of  the  New  York  State  His- 
torical Association,  who  described  the  source  of  the 
doctor’s  office  and  its  contents  and  explained  the 
historical  research  done  in  preparing  the  exhibit. 
Dr.  Jones’  remarks  follow: 

Speaking  for  the  New  York  State  Historical  Asso- 
ciation and  its  Farmers’  Museum,  I am  proud  to 
welcome  the  members  of  the  Sixth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York  and 
proud  to  have  with  us  to  dedicate  our  doctor’s  office 
so  distinguished  a leader  of  the  profession  as  Presi- 
dent Edward  T.  Wentworth.  It  is  utterly  appro- 
priate that  you  should  share  this  occasion  with  us, 
because  the  State  Society  and  particularly  the  Sixth 
District  have  gi'ven  the  utmost  in  cooperation 
toward  the  suitable  furnishing  and  equipment  of  our 
doctor’s  office,  and  I would  particularly  like  to  be- 
speak the  services  of  Dr.  Frederick  Zeman,  chairman 
of  the  State  committee,  and  of  Mr.  Townsend 
Brown  in  explaining  our  project  to  your  members  and 
in  very  actively  helping  to  forward  to  us  the  ap- 
propriate materials. 

I want  to  tell  you  a little  about  this  building  and 
the  total  project  of  which  it  is  a part.  The  building 
itself  was  the  gift  of  Mr.  and  Mrs.  Grant  Tyler  of 
Westford,  New  York,  a little  village  two  valleys  to 
the  east  of  Cooperstown.  Scores  of  physicians  and 
their  families  contributed  instruments  and  furnish- 
ings, including  a skeleton  for  the  closet  and  a bust  of 
Aesculapius  to  stand  above  the  doctor’s  desk. 
Physicians  from  all  over  the  State  sent  to  us  items 
which  had  belonged  to  their  fathers,  grandfathers, 
and  great-grandfathers.  The  Yates  County  His- 
torical Society  has  given  us  on  permanent  loan  the 
library  of  Dr.  Andrew  F.  Oliver  (1792-1857),  who 
practiced  in  Penn  Yan.  Happily  there  came  with 
this  library  an  inventory  in  Dr.  Oliver’s  own  hand 
so  that  we  know  how  complete  this  collection  is. 
When  you  see  the  building  I hope  you  will  note  the 
wallpaper  which  is  an  accurate  reproduction  of  the 
wallpaper  found  at  the  bottom  of  layers  of  wallpaper 
in  this  building,  now  reproduced  and  called  “West- 
ford”  by  F.  Schumacher  and  Company. 

Between  this  building  and  the  druggist’s  shop  next 
door  will  be  planted  later  this  fall  a medicinal  herb 
garden,  for  our  research  has  shown  how  important 
herbs  were  to  the  practicing  country  physician  of  a 
century  and  a half  ago. 


Fig.  1.  Dr.  Edward  T.  Wentworth,  Rochester, 
{left)  president  of  the  Medical  Society  of  the  State 
of  New  York,  with  Dr.  Louis  C.  Jones,  (right) 
director  of  the  New  York  State  Historical  Associa- 
tion, at  the  dedication  of  the  Early  American 
Doctor’s  Office  at  the  Farmers’  Museum,  Coopers- 
town. 


A little  later  this  afternoon  when  Dr.  Wentworth  I 
officially  opens  this  building  to  the  public  3mu  will  j > 
notice  that  there  is  no  key  with  which  to  unlock  the  1 
door.  There  is  here  a happy  symbolism,  it  seems  to 
me,  for  through  the  hundred  years  of  service  in  the  < _ 
little  community  of  Westford  this  door  was  locked 
to  no  one  day  or  night. 

Our  research  has  connected  this  building  most  t 
constantly  with  the  name  of  Dr.  John  Drake,  born 
in  1799  in  the  village  of  Westford.  Dr.  Drake  ! 
studied  with  doctors  in  Albany  where  he  took  a 
course  of  lectures,  eventually  taking  his  M.D.  at 
Castleton,  Vermont.  He  returned  to  Westford  in 
1829  to  practice  there  until  his  death  in  1877. 
Father  of  eight  children,  he  found  time  to  take  an 
active  part  in  the  life  of  his  community.  He  was  a 
citizen  to  whom  his  neighbors  turned  with  positions 
of  responsibility ; he  was  supervisor  of  the  town, 
postmaster,  town  clerk,  member  of  the  Assembly, 
and  several  times  his  peers  elected  him  president  of 
the  Otsego  County  Medical  Society.  We  know 
many  little  things  that  have  come  down  in  the  folk- 
lore of  the  community — that  he  had  a horse  named 
“Charley,”  that  he  always  drove  a buckboard,  that 
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he  opened  the  day  with  family  prayers.  He  has  left 
in  these  parts  impressions  and  descendants — a man 
trusted,  beloved,  honored. 

Up  until  late  last  night  I had  intended  to  bring 
these  remarks  to  a conclusion  at  this  point,  but  at 
that  time  word  came  to  me  that  our  research  may 
I have  been  wrong.  We  learn,  but  have  not  had  time 
to  substantiate,  that  this  may  have  been  the  office 
of  Dr.  E.  W.  Jackson  who  practiced  in  the  same 
j community  at  about  the  same  time.  By  a happy  ac- 
cident we  have  in  our  archives  the  daybook  of  Dr. 

I Jackson  from  the  years  1833  to  1837.  It  gives  us  an 
opportunity  to  see  something  of  the  medical  eco- 
nomics of  a country  physician  in  the  1830’s.  Like 
many  another  man  in  his  position,  Dr.  Jackson 
farmed  it  on  the  side.  We  find  his  record  of  buying 
bulls,  of  logging  operations,  and  of  planting  oats.  He 
got  himself  a hired  man  for  $10  per  month;  he  paid 
casual  labor  $1.00  a day,  and  probably  it  was  a ten- 
to  twelve-hour  day.  In  a typical  month,  December, 
1836,  for  example,  he  made  52  visits  and  received 
therefor  9 pounds  and  17  shillings,  for  the  doctor 
;like  many  another  bookkeeper  of  his  time  kept  his 
record  in  both  pounds  and  dollars.  But  9 pounds  17 
shillings  translated  into  dollars  is  $49.25,  and  we  are 
safe,  I think,  in  multiplying  that  by  ten  to  get  a 
fair  picture  of  his  income  in  terms  of  values  in  1952. 
It  seems  startling  when  we  see  that  his  price  was  1 
pound  4 shillings  or  $6.00  for  an  obstetrical  case,  but 
many  a general  practitioner  these  days  charges  in  the 
neighborhood  of  $60  for  such  services.  Sometimes 
there  is  a notation  of  a “visit  and  medicine  for  the 
child  in  the  night — long  stay — 8 shillings,”  and  then 
again  the  stark  comment:  “At  home  all  day”  and 
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Donors  Listed  for  Education  Foundation — Physi- 
cians from  New  York  State  who  contributed  to  the 
American  Medical  Education  Foundation  during 
the  month  of  October,  1952,  include  the  following: 
Dr.  Walter  P.  Anderton,  Dr.  William  G.  Cahan, 
Dr.  John  H.  Garlock,  Dr.  Rudolph  H.  Schullinger, 
and  Dr.  Marguerite  P.  Sykes,  all  of  New  York  City; 
Dr.  Harold  T.  Golden,  Herkimer;  Dr.  Andrew  A. 
Eggston,  Mount  Vernon;  Dr.  Ernest  J.  Lancaster, 
New  Lebanon  Center;  Dr.  George  J.  Riley,  Troy; 
Dr.  Fred  C.  Sabin,  and  Dr.  Harry  Dan  Vickers,  Little 
Falls;  Dr.  I.  Jerome  Silverman  and  Dr.  Maxwell 
Spring,  Bronx;  Dr.  Frederick  R.  Small,  Newburgh; 
Dr.  Harry  K.  Stone,  Woodside;  Dr.  Oscar  Wilcox, 
Jr.,  Chatham;  Dr.  Harold  Lynn  Wilson,  Norwich, 
and  the  Montgomery  County  Medical  Society. 

Second  District  Branch  Elects  Officers — Dr. 

George  P.  Bergmann,  Mattituck,  was  elected  presi- 
dent of  the  Second  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  at  the  annual 
meeting  held  November  25  in  Garden  City.  The 
(other  officers  include  the  following:  Dr.  Leo  T. 
Flood,  Hempstead,  first  vice-president;  Dr.  Arthur 
E.  Corwith,  Bridgehampton,  second  vice-president; 
Dr.  William  R.  Carman,  Islip,  secretary,  and  Dr. 
Irving  Drabkin,  Rockville  Centre,  treasurer.  Dr. 
Charles  C.  Murphy,  Amityville,  was  re-elected  a 
member  of  the  Planning  Committee  for  Medical 
Policies,  of  the  State  Society. 

American  Diabetes  Association  Offers  Post- 
graduate Course — The  first  postgraduate  course  in 
diabetes  and  basic  metabolic  problems  to  be  con- 
ducted by  the  American  Diabetes  Association  will 


no  pounds,  no  shillings,  no  pence  in  the  credit 
column. 

Actually  I am  not  greatly  concerned  whether  this 
was  the  office  of  Dr.  Drake  or  Dr.  Jackson.  It 
makes  little  difference  to  us  here  at  the  Farmers’ 
Museum  because  we  are  not  reproducing  the  office  of 
Dr.  Drake  or  Dr.  Jackson.  We  are  recording  the 
office  of  a general  practitioner  in  upstate  New  York 
at  the  time  when  this  part  of  the  country  was  just 
emerging  from  the  frontier.  We  are  telling,  not  the 
story  of  the  leaders  of  men,  but  of  the  men  and 
women  themselves  who  made  a civilization  out  of  the 
wilderness.  As  we  recreate  a typical  village  street  of 
this  country  south  of  the  Mohawk  and  west  of  the 
Hudson,  as  it  was  between  the  Revolution  and  the 
Civil  War,  we  are  concerned  primarily  in  speaking  of 
and  to  the  average  citizens,  past  and  present.  We  are 
dedicated  to  the  principle  that  a democracy  is  as 
strong  as  its  average  citizen  and  that  the  story  of 
average  citizens — the  farmers,  the  blacksmiths,  the 
storekeepers,  the  few  professional  men  who  served 
them  and  lived  among  them — is  as  important  for  our 
people  to  know  and  understand  as  the  story  of  the 
leaders  whose  names  are  blazoned  on  marble  monu- 
ments. 

We  are  very  proud  to  have  had  the  assistance  of 
the  Medical  Society  of  the  State  of  New  York  in  this 
effort  to  tell  visibly  the  story  of  the  early  physician, 
and  I hope  that  you  will  feel  that  this  building  is  a 
monument  to  the  pioneers  in  your  profession  who  de- 
voted their  lives  to  the  healing  of  men  and  women 
and  to  the  bringing  of  such  medical  science  as  was 
known  in  their  time  to  the  isolated  farmhouses  of  our 
State. 


SPEAKING— 

be  offered  under  the  direction  of  Dr.  Charles  H.  Best, 
director  of  the  Department  of  Medical  Research  of 
the  University  of  Toronto,  on  January  19,  20,  and  21 
at  the  University  of  Toronto,  Canada.  Clinical 
director  for  the  course  will  be  Dr.  Ray  F.  Farquhar- 
son,  professor  of  medicine,  and  associate  clinical 
director  will  be  Dr.  Andrew  L.  Chute,  professor  of 
pediatrics.  Over  30  lectures  and  round-table  discus- 
sions have  been  planned.  The  course  is  open  to  non- 
member physicians  as  well  as  members  of  the 
American  Diabetes  Association.  Further  informa- 
tion may  be  obtained  from  the  American  Diabetes 
Association,  11  West  42nd  Street,  New  York  36, 
New  York. 

Lewis  County  Establishes  Heart  Clinic — The 

Lewis  County  Medical  Society,  in  cooperation  with 
the  New  York  State  Department  of  Health,  the 
Medical  Society  of  the  State  of  New  York,  the 
American  Heart  Association,  and  the  local  heart 
organization,  has  established  a heart  clinic  for 
children  up  to  eighteen  years  8f  age  within  the 
county.  The  object  of  the  clinic  is  to  offer  a service 
to  the  profession  whereby  the  child  patient  of  any 
doctor  is  examined,  and  the  case  reviewed  and  dis- 
cussed by  a group  of  physicians. 

Cornerstone  Ceremony  Held — The  cornerstone 
for  the  new  Henry  W.  and  Albert  A.  Berg  Institute 
for  Experimental  Physiology,  Surgery,  and  Pa- 
thology at  the  New  Y ork  U niversity-Bellevue  Medical 
Center  was  laid  at  ceremonies  held  December  3,  in 
New  York  City.  Dr.  John  Mulholland,  George 
David  Stewart  professor  of  surgery  at  the  New  York 
University  College  of  Medicine,  spoke  at  the  cere- 
monies. 
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Annual  Prize  for  Medicosurgical  Cinema — The 

annual  prize  for  medicosurgical  cinema,  which  com- 
prises 100,000  francs  cash  and  various  other  awards, 
will  be  announced  on  Tuesday,  March  24,  in  Paris, 
France.  The  prize  can  be  given  only  to  amateur 
films  unpublished,  not  subsidized,  and  not  produced 
by  any  laboratory  or  firm.  No  restriction  is  made  as 
regards  quality  of  the  film,  but  only  16  mm.  size  will 
be  accepted.  Deadline  for  the  submission  of  films  is 
March  10.  Further  information  may  be  obtained 
from  La  Presse  Medicale,  120  Boulevard  Saint  Ger- 
main, Paris. 

Genesee  County  Elections — Dr.  Joseph  S.  Eiasio, 
Oakfield,  was  re-elected  president  of  the  Genesee 
County  Medical  Society  at  the  annual  meeting  held 
December  1.  Other  officers  include  Dr.  George  S. 
Young,  Batavia,  vice-president;  Dr.  Ralph  B. 
Smallman,  Batavia,  secretary  and  treasurer,  and 
Dr.  Sidney  L.  McLouth,  Corfu,  delegate  to  the 
State  Society.  The  meeting  was  held  at  the  Genesee 
Memorial  Hospital  in  Batavia. 

Hospital  Opens  Radioisotope  Laboratory — The 

Lenox  Hill  Hospital,  in  New  York  City,  has  estab- 
lished a radioisotope  laboratory,  primarily  for  the 
diagnostic  and  therapeutic  use  of  I131  disorders  and 
for  the  use  of  P32  in  therapy  of  blood  dyscrasias.  As 
circumstances  permit,  it  will  be  expanded  for  other 
clinical  studies.  The  laboratory  will  be  known  as 
the  Hannah  Stieglitz  laboratory. 

Need  Medical  Officer  at  Camp  Kilmer — There  is  a 
critical  need  at  Camp  Kilmer,  New  Brunswick,  New 
Jersey,  for  the  services  of  a medical  officer  (general). 
Applicants  must  be  citizens  of  the  United  States, 
graduates  of  a medical  school  of  recognized  standing 
with  a degree  of  doctor  of  medicine,  currently 
licensed  to  practice  medicine  in  a state  or  territory 
of  the  United  States,  and  must  have  completed  a full 
rotating  internship  in  an  accredited  hospital.  The 
starting  salary  is  $5,940  per  year.  Interested  physi- 
cians may  apply  to  the  Civilian  Personnel  Office, 
Building  1304,  Camp  Kilmer,  Monday  through  Fri- 
day, from  8 a.m.  to  noon,  or  mail  application  for 
Federal  employment  form  57,  which  may  be  ob- 
tained from  any  first  or  second  class  post  office. 

Albany  County  Society  Elects  Officers — Dr.  John 
G.  McKeon,  Albany,  was  elected  president  of  the 
Albany  County  Medical  Society  at  the  annual  meet- 
ing held  December  3 at  the  Albany  Country  Club. 
Other  officers  are:  Dr.  Harold  P.  McGan,  vice- 
president;  Dr.  Albert  Vander  Veer,  secretary;  Dr. 
Frances  Vosburgh,  treasurer,  and  Dr.  Emerson  C. 
Kelly,  historian. 

Chosen  delegates  to  the  State  Society  were  Dr. 
Thomas  O.  Gamble,  Dr.  Homer  L.  Nelms,  and  Dr. 
Arthur  J.  Sullivan. 


American  College  of  Surgeons  To  Transfer  Re- 
sponsibility— Ceremonies  marking  the  end  of  a 
thirty-five-year  period  in  which  the  American  Col- 
lege of  Surgeons  held  sole  responsibility  for  setting 
standards  for  the  nation’s  hospitals  were  held 
Saturday,  December  6,  in  Chicago,  Illinois,  when 
the  plan  was  transferred  to  the  new  Joint  Com- 
mission on  Accreditation  of  Hospitals.  Principal 
speaker  was  Senator  Lister  B.  Hill,  of  Alabama, 
cosponsor  of  the  Hill-Burton  Act,  instrumental  in 
constructing  over  1,000  hospitals,  especially  in  rural 
communities.  Dr.  Evarts  A.  Graham,  chairman 
of  the  board  of  regents  of  the  College,  turned  the 
program  over  to  Dr.  Gunnar  Gundersen,  first  chair- 
man of  the  Commission.  From  now  on  the  American 
College  of  Physicians,  the  American  College  of 
Surgeons,  the  American  Hospital  Association,  the  j 
American  Medical  Association,  and  the  Canadian 
Medical  Association  will  share  responsibilities  of  the  j 
program. 

Award  Grants  to  Alcoholic  Clinics — Two  grants  | 
for  the  development  of  community  services  for 
chronic  alcoholics  have  been  awarded  by  the  New  ' 
York  State  Mental  Health  Commission,  according 
to  Dr.  Newton  Bigelow,  State  commissioner  of  men- 
tal hygiene  and  chairman  of  the  commission.  The 
University  of  Buffalo  Information  and  Rehabilita- 
tion Center  for  Alcoholism  received  $9,000,  and  $11,-  I 
778  went  to  a new  clinic  to  be  operated  by  the 
Syracuse  Dispensary. 

Granted  Leave — Dr.  Joseph  V.  DePorte,  direc- 
tor of  the  State  Health  Department’s  Office  of  Vital 
Statistics,  has  been  granted  a year’s  leave  of  absence 
to  become  a United  Nations  expert  on  vital  sta- 
tistics, Dr.  Herman  E.  Hilleboe,  State  health  com- 
missioner, announced.  Dr.  DePorte  will  serve  at 
the  Inter- American  Center  of  Biostatistics  at  Santi- 
ago, Chile,  which  is  being  organized  by  the  Chilean 
government  in  collaboration  with  the  United  Na- 
tions and  the  World  Health  Organization. 

David  Anderson-Berry  Prize — A David  Anderson- 
Berry  silver-gilt  medal,  together  with  a sum  of 
money  amounting  to  about  £100,  will  be  awarded 
during  1953  by  the  Royal  Society  of  Edinburgh  to 
the  person,  who,  in  the  opinion  of  the  council,  has 
recently  produced  the  best  work  on  the  therapeu-  , 
tic  effect  of  x-rays  on  human  diseases.  Applications  | 
for  this  prize  are  invited.  They  may  be  based  on  1 
both  published  and  unpublished  work  and  should 
be  accompanied  by  copies  of  the  relevant  papers. 

Applications  must  be  in  the  hands  of  the  general 
secretary,  Royal  Society  of  Edinburgh,  22  George  i 
Street,  Edinburgh  2,  Scotland,  not  later  than  March  I 
31.  1953. 


MEETINGS 

PAST 


Long  Island  Psychiatric  Society 

The  Long  Island  Psychiatric  Society,  an  affiliate 
of  the  American  Psychiatric  Association,  held  its 
third  meeting  of  the  1952-1953  season  at  Kings  Park 
State  Hospital,  Kings  Park,  Long  Island,  on  Novem- 
ber 18.  Dr.  Nathan  S.  Klime,  director  of  research, 
Rockland  State  Hospital,  discussed  “The  Interdis- 
ciplinary Approach  to  the  Study  of  Personality 
Organization.” 


Veterans  Administration  Hospital,  Northport 

Dr.  Gustav  Bychowski,  assistant  clinical  professor  I 
of  psychiatry,  New  York  University,  addressed  the  1 
members  of  the  hospital  staff  of  the  Veterans  Ad- 
ministration Hospital,  Northport,  on  November  21. 
Dr.  Bychowski’s  subject  was  “Latent  Psychosis.” 


[Continued  on  page  102) 
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with  poor  appetite 
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Each  5 cc.  teaspoonful  of  elixir  ‘Eskaphen  B 
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[Continued  from  page  100] 

Society  of  Medical  Jurisprudence 

“A  Trip  Through  the  Bronchial  Tract — The  Role 
of  Bronchoscopy  in  the  Field  of  Clinical  Medicine 
and  Surgery”  was  the  title  of  the  moving  picture 
presented  by  Dr.  Arthur  Q.  Penta,  chairman  of  the 
section  on  chest  diseases,  director,  Department  of 
Bronchoesophagology,  St.  Clare’s  and  Ellis  Hospi- 
tals, SchenectadjT,  and  visiting  lecturer  to  the  De- 
partment of  Medicine,  Temple  University  Medical 
School,  Philadelphia.  Pennsylvania,  on  December  8 
at  the  regular  meeting  of  the  Society  of  Medical 
Jurisprudence.  The  meeting  was  held  at  the  New 
York  Academy  of  Medicine  building.  Following  the 


showing  of  the  film,  a discussion,  from  the  medical, 
legal,  and  surgical  standpoints,  was  conducted. 

American  Academy  of  Obstetrics  and  Gynecology 

The  first  annual  clinical  session  of  the  American 
Academy  of  Obstetrics  and  Gynecology  was  held 
on  December  15  to  17  at  the  Palmer  House,  Chi- 
cago. During  the  meeting  there  were  six  general 
sessions  and  48  discussion  groups.  There  also  were 
at  least  15  new  scientific  exhibits  and  60  technical 
displays. 

Dr.  Carl  P.  Huber,  the  retiring  president,  was 
the  speaker  at  the  annual  banquet  on  December  16. 
The  election  of  officers  took  place  at  the  annual 
business  meeting  on  Tuesday  morning. 


FUTURE 


Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 

Dr.  Emil  Novak,  emeritus  clinical  professor, 
John  Hopkins  Medical  School,  Baltimore,  will  speak 
on  “Hormone-Producing  Tumors  of  the  Ovary”  at 
the  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases  on  January  6,  1953.  The  lecture  is  pre- 
sented by  the  gynecologic  service,  and  will  start  at 
8:30  p.m. 

New  York  Institute  of  Clinical  Oral  Pathology 

A meeting  of  the  New  York  Institute  of  Clinical 
Oral  Pathology'  will  be  held  on  Monday,  January  12, 
1953,  in  Hosack  Hall.  New  York  Academy  of  Medi- 
cine, at  8:30  p.m.  The  meeting  will  celebrate  the 
twentieth  anniversary  of  the  Institute  and  will  be 
open  to  the  dental,  medical,  and  allied  professions. 

Dr.  Charles  S.  Cameron,  vice-president,  medical, 


and  scientific  director  of  the  .American  Cancer  So- 
ciety', has  been  invited  to  be  the  guest  essayist.  His 
subject  will  be:  “Cancer:  Retrospect  and  Pros- 

pect.” 

Medical  Education  and  Licensure 

The  forty-ninth  annual  Congress  on  Medical  Edu- 
cation and  Licensure  will  be  held  on  February  9 
and  10,  1953,  in  the  Palmer  House,  Chicago.  This 
congress  is  conducted  under  the  auspices  of  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  and  the  Federation 
of  State  Medical  Boards  of  the  United  States. 

.An  open  meeting  will  be  held  at  the  Palmer  House 
immediately  preceding  the  annual  congress,  on 
February  8 from  9:00  a.m.  to  12:30  p.m.  When 
writing  for  reservations  to  the  Palmer  House,  it  is 
important  to  refer  to  the  Annual  Congress  on  Medi- 
cal Education  and  Licensure. 


PERSONALITIES 


Honored 

Dr.  Joseph  P.  LaDuca,  Niagara  Falls  school  phy- 
sician, at  a testimonial  dinner  by  the  Niagara  Falls 
Optomists  Club  on  November  16  . . . Dr.  Frederick 
Wilke,  recording  secretary'  of  the  New  York  Acad- 
emy' of  Medicine,  at  a dinner  by  the  Friends  of  St. 
Hilda’s  School. 

Appointed 

Dr.  Louis  Berger,  president  of  the  Kings  County’ 
Medical  Society,  as  chairman  of  the  Brooklyn  Can- 
cer Committee  . . . Dr.  George  B.  Jerzy'  Glass,  New 
York  City,  as  associate  clinical  professor  of  medi- 
cine at  the  New  York  Medical  College  and  asso- 
ciate attending  phy'sieian  at  Flower  and  Fifth  Ave- 
nue Hospitals  . . . Dr.  Charles  C.  Heck,  Syracuse, 
as  medical  director  for  the  Easy'  Washing  Machine 
Corporation  in  Syracuse  . . . Dr.  John  Honan  Keat- 
ing, attending  physician  and  director  of  medicine  at 
St.  Luke’s  Hospital,  as  president  of  the  New  York 
Heart  Association  . . . Dr.  Wilson  G.  Smillie,  New 
York  City',  as  first  vice-president  of  the  New  York 
Heart  Association  . . . Dr.  A.  Wilbur  Duryee,  New 
York  City,  as  secretary  of  the  New  York  Heart 
Association. 

Speakers 

Dr.  B.  J.  Duffy',  Jr.,  University  of  Rochester,  at 
the  dinner  meeting  of  District  3,  New'  York  State 
Nurses  Association,  in  October  . . . Dr.  Franz  Josef 
Kallman,  Columbia  University,  at  the  Thomas 


William  Salmon  Memorial  Lectures  at  the  New 
York  Academy  of  Medicine  during  November  . . . 
Dr.  William  B.  Rawls,  New  York  City,  on  radio 
station  WNYC,  November  5,  on  the  program  pre- 
sented by  the  New  York  Tuberculosis  and  Health 
Association  in  cooperation  with  the  New  York  Chap- 
ter of  the  Arthritis  and  Rheumatism  Foundation  . . . 
at  the  Rochester  Academy  of  Medicine  Lecture 
Series,  Dr.  Edwin  B.  Astwood,  senior  physician  at 
the  New  England  Center  Hospital  and  professor  of 
medicine  at  Tufts  College  Medical  School;  Dr. 
Dwight  E.  Harken,  assistant  professor  of  clinical 
surgery  at  Harvard  University  Medical  School,  in 
November;  Dr.  Maurice  Levine,  professor  of  psy- 
chiatry and  director  of  the  department  of  psychi- 
atry at  the  University  of  Cincinnati  College  of  Medi- 
cine, January  6,  1953;  Dr.  Richard  W.  TeLinde, 
professor  of  gynecology,  Johns  Hopkins  University', 
February  3;  Dr.  Walter  C.  .Alvarez,  consultant  in 
medicine,  Mayo  Clinic,  Rochester,  Minnesota, 
March  3,  and  Dr.  Mitchell  I.  Rubin,  professor  of 
pediatrics  at  the  University  of  Buffalo  School  of 
Medicine,  April  7. 

Dr.  Milton  Friedman,  associate  professor  of  radi- 
ology, New  York  University',  and  Dr.  George  T. 
Pack,  attending  surgeon,  Memorial  Hospital,  New 
York  City,  and  clinical  professor  of  surgery.  New 
York  Medical  College,  at  the  Fourth  Annual  Medi- 
cal and  Surgical  Symposium  of  the  Raleigh  Acad- 
emy of  Medicine,  Raleigh,  North  Carolina,  on  Nov- 
ember 7. 
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BOOKS 

Books  for  review  may  be  sent  to  the  Book  Review  Department,  1313  Bedford  Avenue,  Brooklyn,  New 
York,  or  to  the  New  York  State  Journal  of  Medicine,  386  Fourth  Avenue,  New  York  16,  New 
York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient  notification. 
Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Forensic  Medicine.  By  Keith  Simpson,  M.D. 
Second  edition.  Octavo  of  344  pages,  illustrated. 
London,  Edward  Arnold  & Co.  (Baltimore,  Williams 
& Wilkins  Co.),  1952.  Cloth,  $4.50. 

Battle  Casualties.  Incidence,  Mortality,  and 

Logistic  Considerations.  By  Gilbert  W.  Beebe, 
Ph.D.,  and  Michael  E.  De  Bakey,  M.D.  Octavo  of 
277  pages,  illustrated.  Springfield,  Charles  C 
Thomas,  1952.  Cloth,  $10.50. 

Culdoscopy.  A New  Technic  in  Gynecologic  and 
Obstetric  Diagnosis.  By  Albert  Decker,  M.D. 
Octavo  of  148  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1952.  Paper,  $3.50.  (American 
Monograph  Series) 

The  Treatment  of  Injuries  to  the  Nervous  System. 

By  Donald  Munro,  M.D.  Octavo  of  284  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $7.50. 

Textbook  of  Gynecology.  By  Emil  Novak,  M.D., 
and  Edmund  R.  Novak,  M.D.  Fourth  edition. 
Octavo  of  800  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1952.  Cloth,  $9.00. 

Basic  Medical  Physiology.  By  W.  B.  Youmans, 
M.D.  Octavo  of  436  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1952.  Cloth,  $7.50. 

Sex  After  Forty.  By  S.  A.  Levvin,  M.D.,  and  John 
Gilmore,  Ph.D.  Octavo  of  200  pages,  illustrated. 
New  York,  Medical  Research  Press  (distributed  by 
Grosset  & Dunlap),  1952.  Cloth,  $3.50. 

Physician’s  Handbook.  By  Marcus  A.  Krupp, 
M.D.,  Norman  J.  Sweet,  M.D.,  Ernest  Jawetz,  M.D., 
and  Charles  D.  Armstrong,  M.D.  Seventh  edition. 
Duodecimo  of  380  pages,  illustrated.  Los  Altos, 
Calif.,  Lange  Medical  Publishers,  1952.  Paper, 
$2.50. 

Recent  Advances  in  Nutrition  Research.  With 
Emphasis  on  the  Newer  B Vitamins.  Proceedings 
of  the  Scientific  Sessions  of  the  Seventh  Annual 
Meeting,  The  National  Vitamin  Foundation,  Incor- 
porated, New  York  City,  April  3,  1952.  Contribu- 
tors, A.  E.  Axelrod,  Ph.D.,  B.  F.  Chow,  Ph.D., 
T.  J.  Cunha,  Ph.D.,  R.  L.  Davis,  M.S.,  et  al.  Oc- 
tavo of  129  pages,  illustrated.  New  York,  National 
Vitamin  Foundation,  1952.  Paper,  $1.50.  (Nutri- 
tion Symposium  Series,  #5). 

Transactions  of  the  American  College  of  Cardi- 
ology. Vol.  I,  1951.  Editor  Bruno  Kisch,  M.D. 
Octavo  of  138  pages,  illustrated.  New  York, 
American  College  of  Cardiology,  1952. 

Physical  Foundations  of  Radiology.  By  Otto 
Glasser,  Ph.D.,  Edith  H.  Quimby,  M.A.,  Lauriston 
S.  Taylor,  B.A.,  and  J.  L.  Weatherwax,  M.A.  Sec- 
ond edition.  Duodecimo  of  581  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1952.  Cloth,  $6.50. 


Living  With  Diabetes.  By  Edward  Tolstoi, 
M.D.  Octavo  of  90  pages.  New  York,  Crown 
Publishers,  1952.  Cloth,  $2.00. 

Massage  and  Remedial  Exercises.  In  Medical 
and  Surgical  Conditions.  By  Noel  M.  Tidy. 
Ninth  edition.  Octavo  of  519  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
$6.00. 

Viruses  as  Causative  Agents  in  Cancer.  C.  P. 

Rhoads,  Consulting  Editor.  Octavo,  pp.  869-1232, 
illustrated.  New  York,  New  York  Academy  of 
Sciences,  1952.  Paper,  $4.00.  (Annals  of  the  New 
York  Academy  of  Sciences,  v.  54,  Art.  6). 

Applied  Physiology.  By  Samson  Wright,  M.D. 
With  the  Collaboration  of  Montague  Maizels,  M.D., 
and  John  B.  Jepson,  B.Sc.  Ninth  edition.  Octavo 
of  1,190  pages,  illustrated.  New  York,  Oxford 
L'niversity  Pr.,  1952.  Cloth, 

Diabetic  Glomerulosclerosis.  The  Specific  Renal 
Disease  of  Diabetes  Mellitus.  By  Harold  Rifkin, 
M.D.,  Louis  Leiter,  M.D.,  and  James  Berkman, 
M.D.  Octavo  of  102  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1952.  Fabricoid, 
$3.50.  (#130  American  Lecture  Series) 

Cardiac  Therapy.  By  Harold  J.  Stewart,  M.D. 
Quarto  of  622  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1952.  Cloth,  $10.00. 

The  Medical  Clinics  of  North  America.  Los 
Angeles  Number.  July,  1952.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Pub- 
lished bimonthly  (six  numbers  a year).  Cloth,  $18 
net;  paper,  $15  net. 

Gynecologic  and  Obstetric  Pathology.  With 
Clinical  & Endocrine  Relations.  By  Emil  Novak, 
M.D.  Third  edition.  Quarto  of  595  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $10.00. 

A Collection  of  Early  Obstetrical  Books.  An 
Historical  Essay  with  Bibliographical  Descriptions 
of  37  Items,  Including  25  Editions  of  Roesslin’s 
Rosengarten.  By  Alfred  M.  Heilman,  M.D. 
Quarto  of  79  pages,  illustrated.  New  Haven,  The 
Author,  1952. 

Research  in  Endocrinology.  By  August  A. 
Werner,  M.D.,  and  Associates.  Octavo  of  285 
pages,  illustrated.  St.  Louis,  The  Author,  1952. 

Helping  Parents  Understand  the  Exceptional 
Child.  “The  Cornerstones  of  Understanding.” 
Proceedings  of  the  Annual  Spring  Conference  on 
Education  and  the  Exceptional  Child  under  the 
Auspices  of  the  Child  Research  Clinic  of  The  Woods 
Schools  at  Langhorne,  Pennsylvania.  Octavo  of  42 
pages.  Langhorne,  Pa.,  Child  Research  Clinic, 
The  Woods  Schools,  1952. 

(Continued  on  page  106] 
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you  don’t  experiment  in 

-IfywitertSioil 

More  than  10  years  of  research,  plus 
experience  of  practice  in  thousands  of 
cases,  are  combined  to  bring  your  hyper- 


tensive patients  the  best  therapeutic 
benefits  of  Veratrum  viride  when  you 
prescribe  Veratrite®. 

These  benefits  are  (1)  prolonged  fall  in 
both  systolic  and  diastolic  blood 
pressure  without  postural  hypo- 
tension; (2)  improved  circulation 
to  vital  organs;  (3)  effective  con- 
trol of  patients  through  years  of 
sustained  therapy;  (4)  comple’te 
safety  with  simplicity  and  economy 
of  administration. 


Each  tabule  contains: 
Whole-powdered  Veratrum  Viride 
(Irwin-Neisler)  ...  40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 

* Carotid  Sinus  Reflex 


IRWIN, 


NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

& Sewe  fyxtx  /^hac&ce 


106 


HOOKS 


[N.  Y.  State  J.  M. 


r LOW  COST 
Jt/GH  OOAUTV1 


STATIONERY 


For  the 

r Medical  Profession^ 

^ PRESCRIPTION  BLANKS:  5M  for  $10  00,  3M  for  ^ 
$8.25,  1M  for  $3.50,  size  4 x SVt,  on  fine  linen 
finish  paper — pads  of  100! 

DOCTOR  . . . do  you  wish  the  best  in  stationery!  Years  of 
specializing  in  the  printed  needs  ot  the  physician  enable 
us  to  offer  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  of  ordering  by  mail! 

IF  . . . you  prefer  to  see  a sample  of  our  fine  qualify 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There's  no  obligation.  Once  you  see  their  excellent 
qualify  you,  foo,  will  become  a satisfied  customer.  Order 
them  today!  Check  one  of  the  squares  below. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

□ 5M  PRESCRIPTION 
BLANKS — $10. 

| | SEND  SAMPLES 

THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 

N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 
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Malignant  Disease  and  Its  Treatment  by  Radium 

By  Sir  Stanford  Cade,  F.R.C.S.  Volume  IV. 
Second  edition.  Octavo  of  544  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
$12.50. 

A Method  of  Anatomy.  Descriptive  and  Deduc- 
tive. By  J.  C.  Boileau  Grant,  M.B.  Fifth  edi- 
tion. Quarto  of  870  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $7.00. 

Pardon  My  Sneeze.  By  Milton  Millman- 
Octavo  of  217  pages,  illustrated.  San  Diego,  Frye  & 
Smith,  1952.  Paper. 

Handbook  of  Tropical  Dermatology  and  Medical 
Mycology.  Edited  by  Dr.  R.  D.  G.  Ph.  Simons. 
Volume  1.  Octavo  of  845  pages,  illustrated.  New 
York,  Elsevier  Pub.  Co.,  1952.  Cloth,  $15. 

Brain  Surgeon.  The  Autobiography  of  William 
Sharpe,  M.D.  Octavo  of  271  pages.  New  York, 
Viking  Pr.,  1952.  Cloth,  $3.75. 

Ophthalmic  Plastic  Surgery.  By  Sidney  A.  Fox,  I 

M. D.  Quarto  of  290  pages,  illustrated.  New 
York,  Grune  & Stratton,  1952.  Cloth,  $15. 

Nutrition  in  the  Practice  of  Medicine.  With 
Comments  on  Nutrition,  Disease  and  Geography. 
Proceedings  of  the  Nutrition  Symposium  held  at  the 
University  of  California,  School  of  Medicine,  San 
Francisco,  October  30,  1951.  Contributors,  J. 
.Arnold  Bargen,  M.D.,  Paul  R.  Cannon,  M.D.,  John 
B.  CondlifTe,  Sc.D.,  Perry  J.  Culver,  M.D.,  et  al.  i 
Octavo  of  163  pages,  illustrated.  New  York. 
National  Vitamin  Foundation,  1952.  Paper,  $1.50 
(Nutrition  Symposium  Series,  #4) 

Connective  Tissues.  Transactions  of  the  Third 
Conference,  February  14-15,  1952,  New  York. 

N.  Y.  Edited  by  Charles  Ragan,  M.D.  Octavo  of 
166  pages,  illustrated.  New  York,  Josiah  Macy, 
Jr.,  Foundation,  1952.  Cloth,  $3.50. 

Report  of  the  Department  of  Health,  City  of  New 
York,  for  the  year  1950.  John  F.  Mahoney,  M.D., 
Commissioner  of  Health.  Octavo  of  241  pages, 
illustrated.  New  York,  Department  of  Health, 
[1951]. 

Practical  Chiropody.  By  E.  G.  V.  Runting, 
F.Ch.S.  Duodecimo  of  155  pages,  illustrated.  I 
Philadelphia,  J.  B.  Lippincott  Co.,  [1951].  Cloth 
$3.00. 

The  Esophagus  and  Its  Diseases.  By  Lt.  Col. 
Eddy  D.  Palmer,  M.C.,  USA.  Illustrated  by  ( 
Phyllis  Anderson.  Octavo  of  553  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1952.  Cloth,  $15. 

Intracranial  Aneurysms.  By  Wallace  B.  Hamby, 
M.D.  Octavo  of  564  pages,  illustrated.  Spring-  j 
field,  Charles  C Thomas,  1952.  Cloth,  $14.25. 

Marshall’s  Physiology  of  Reproduction.  Edited  J 
by  A.  S.  Parkes,  Sc.D.  Third  edition.  Volume  II.  I 
Quarto  of  880  pages,  illustrated.  New  York,  Long-  | 
mans,  Green  & Co.,  1952.  Cloth,  $27.50. 

Operative  Neurosurgery.  With  Emphasis  on 
Procedures  in  Trauma.  By  Elisha  Stephens 
Gurdjian,  M.D.,  and  John  E.  Webster,  M.D. 
Quarto  of  422  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth.  S10.00. 

Viral  and  Rickettsial  Infections  of  Man.  Edited 
by  Thomas  M.  Rivers,  M.D.  Second  edition. 
Quarto  of  719  pages,  illustrated.  Philadelphia, 

J.  B.  Lippincott  Co..  1952.  Cloth.  $7.50. 

Essentials  of  Dermatology.  By  Norman  Tobias, 
M.D.  Fourth  edition.  Duodecimo  of  596  pages, 
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illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
'1952.  Cloth,  16.00. 

Rypins’  Medical  Licensure  Examinations.  Topi- 
t cal  Summaries  and  Questions.  Walter  L.  Bierring, 
M.D.,  Editor.  With  the  Collaboration  of  a Re- 
view Panel.  Seventh  edition.  Octavo  of  856 
pages.  Philadelphia,  J.  B.  Lippincott  Co.,  1952. 
Cloth,  18.00. 

Progress  in  Fundamental  Medicine.  Edited  by 
J.  F.  A.  McManus.  Contributors:  Paul  R.  Cannon, 
M.D.,  J.  A.  Cunningham,  M.D.,  Paul  Klemperer, 
M.D.,  Albert  M.  Kligman,  M.D.,  et  al.  Quarto  of 
316  pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
|1952.  Cloth,  $9.00. 

Post-Graduate  Lectures  on  Orthopedic  Diagnosis 
and  Indications.  By  Arthur  Steindler,  M.D.  Vol. 
IV.  Section  A : Arthritis  and  Diseases  of  Muscles, 
Bursae,  Tendons  and  Fasciae.  Section  B : Defi- 
ciency and  Degenerative  Diseases  of  the  Locomotor 
{System.  Quarto  of  312  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1952.  Cloth,  $9.75. 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1952.  Octavo,  illustrated. 
(Philadelphia,  W.  B.  Saunders  Co.,  1952.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

Shock  and  Circulatory  Homeostatis.  Trans- 
actions of  the  First  Conference,  October  22-23, 

1951,  New  York,  New  York.  Edited  by  Harold 
D.  Green,  M.D.  Octavo  of  245  pages,  illustrated. 
New  York,  Josiah  Macy,  Jr.,  Foundation,  1952. 
Cloth,  $3.50. 

A 40  Year  Campaign  Against  Tuberculosis.  By 
Louis  I.  Dublin,  Ph.D.  Octavo  of  115  pages,  illus- 
trated. New  York,  Metropolitan  Life  Insurance 
Co.,  1952. 

Arthritis — and  the  Miracle  Drugs.  By  Alton  L. 
Blakeslee.  Revised  edition.  Octavo  of  32  pages, 
illustrated.  New  York,  Public  Affairs  Committee, 

1952.  Paper,  25  i. 

Synopsis  of  Obstetrics.  By  Jennings  C.  Litzen- 
berg,  M.D.  Fourth  edition.  Revised  by  Chas. 
,E.  McLennan,  M.D.  Duodecimo  of  378  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1952. 
Cloth,  $5.50. 


NEWER  KNOWLEDGE  ON  HEMOPHILIA 
The  basic  defect  in  hemophilia,  a disease  less  rare 
than  commonly  supposed,  is  a deficiency  of  a plasma 
factor  identified  as  prothrombin  plastinogen.  In 
the  last  ten  years  progress  in  studies  in  the  etiology 
and  diagnosis  of  this  disorder  have  afforded  a more 
rational  basis  for  management.  Arman  J.  Quick, 
M.D.,  of  Marquette  University,  Milwaukee,  Wis- 
consin, explains  the  fundamental  principle  of  the 
prothrombin  consumption  test  for  estimating  the 
concentration  of  the  plasma  factor  in  the  blood, 
discusses  the  genetic  pattern,  and  outlines  specific 
suggestion  for  management. — Chicago  Medical  So- 
ciety Bulletin,  May  SI,  1952 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander — 59  E.  79th  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 
Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Bye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


DR.  RARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1 621 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Phvsicien  in  Charge 
Telephone : Kingsbridge  9-8440 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

!30  W.  41  St.  N*w  York  18,  N.  Y. 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


ANNOUNCEMENT 

for 

SCIENTIFIC  EXHIBITORS 
1953  ANNUAL  MEETING 

The  147th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New 
York  will  be  held  at  the  Hotel  Statler  in  Buffalo,  May  4,  5,  6,  7 and  8, 
1953. 

In  previous  years  it  has  been  rather  difficult  for  the  committee  on 
scientific  exhibits  to  arrange  floor  space  to  comply  with  all  the  requests 
of  doctors  wishing  to  show  their  work.  In  order  to  facilitate  the  job  of 
allotting  space,  therefore,  it  will  help  to  explain  to  applicants  exactly 
what  is  meant  by  some  of  the  terms  used  on  the  application  form. 

To  clarify  your  request,  state  specifically  whether  you  wish  to  use 
charts  and  similar  items  which  can  be  fitted  on  flat  or  wall  space.  This 
space  has  no  depth  and  is  measured  in  linear  feet. 

If  you  have  bulk  equipment  of  any  kind  state  your  need  for  floor  space 
with  depth.  This  space  is  measured  in  square  feet.  Radiologic  and  x-ray 
viewing  boxes  would  go  into  this  type  of  space  only. 

Concerning  view  boxes,  please  inform  the  committee  exactly  how  many 
you  need,  and  the}''  can  then  let  you  know  whether  these  are  available. 

It  would  be  well  to  make  a scale  drawing  of  your  exhibit,  better  to 
enable  the  committee  to  give  you  the  exact  size  and  type  of  space  you 
want. 

In  Buffalo  flat  wall  space  will  predominate,  although  about  30  spaces 
with  depth  can  be  set  up.  The  depth  space  will  be  located  on  the  mezza- 
nine of  the  Hotel  Statler  opposite  the  entrance  to  the  television  room. 
Exhibits  will  be  arranged  to  allow  a free  flow  of  traffic  at  all  times. 

The  wall  space  will  be  located  on  the  balcony  of  the  grand  ballroom 
of  the  Hotel  Statler  and  on  the  ballroom  floor  at  either  end  of  the  tech- 
nical (commercial)  exhibits.  The  ballroom  is  just  off  the  lobby  floor  of 
the  hotel.  These  exhibits  will  be  easily  available  to  doctors  wishing  to 
see  them. 

It  is  absolutely  necessary  that  all  applications  for  space  be  in  the  hands 
of  Dr.  Beverly  C.  Smith,  63  East  84th  Street,  New  York  28,  New  York, 
by  January  12,  1953. 

Applications  will  positively  not  be  accepted  after  this  date. 

All  exhibits  may  be  set  up  in  the  allotted  areas  beginning  at  noon  on 
Sunday,  May  3,  and  must  be  completed  in  the  mezzanine  section  by  9 a.m., 
Monday,  May  4.  They  must  be  ready  to  show  in  the  ballroom  section 
by  noon,  Monday,  May  4. 

A written  description  of  each  exhibit,  not  to  exceed  one  hundred  words, 
will  be  printed  in  the  convention  issue  of  the  New  York  State  Journal 
of  Medicine  as  well  as  in  the  official  program  of  the  meeting. 
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FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  V.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


GLADYS  BROWN 
Owner -Director 


BROWN’S 


MEDICAL  BUREAU 


MUrray  Hill 

7-1819 


7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
lor  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y, 


Buy  Savings  Bonds 


SKY  VIEW  TERRACE 

Albany  Post  Road  Route  9 Tel.  Croton  1-4731  Croton-on-Hudson,  New  York 

Nursing  home  and  hospital  for  convclescents  and  chronics.  Wc  offer  dc  luxe  accomodations  for  all  types  of  post  operatives,  convalescents,  pa- 
tients with  chronic  diseases  such  as  arthritis,  cardiacs,  cancer,  etc.,  aged  and  rest  cases.  Beautiful,  safe,  stone  and  bride  structure  over-looking 
Hudson  River.  94  beds.  Every  room  with  bath.  Elevator  service.  Lounge  and  recreation  room  air-cooled  in  summer.  Treatments  and 
medication  outlined  by  patient's  private  physician  but  hospital  physician  available  when  necessary.  Rates  begin  at  $60.00  per  week.  Brochure 

FILOMENA  DOHERTY,  R.  N.  GEORGE  VOGEL,  M.  D. 

Director  Supervising  and  Attending  Physician 

35  miles  from  New  York  City 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief"  of  severe 

bronchial  asthma 


dubin  [ 
aminophyllin 


(theophylllne-ethylenedlamine) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 


pulmonary  edema 

paroxysmal  dyspnea  -IfcpL 

of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17.  N Y. 
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effect. 
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TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1953—23,311 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 
Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York  . . . 
Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady . . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington  . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

William  A.  Milner Albany' 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy. . Bronx 
Ben  L.  Matthews . Binghamton 

Francis  P.  Keefe Olean 

E.  S.  Platt Auburn 

Edward  L.  Schwabe . . Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan.  .Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart.  . Lake  Placid 
William  A.  Gaspar. . . Malone 
Kumjian  Durand.  . Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden.  . .Herkimer 

E.  A.  Maxwell 

Carthage 

Louis  Berger Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . .Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  Amsterdam 

John  N.  Shell Freeport 

G.  W.  McAuliffe.  . .New  York 

Wilfrid  M.  Anna 

Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price . . . Clifton  Springs 
Carlos E.  Fallon. . . .Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . .Oneonta 

A.  Vanderburgh Brewster 

F.  C.  Cerniglia.  . . Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger . . Staten  Island 
A.  S.  Moscarella. Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro  . .Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus . . Watkins  Glen 
William  K.  Major.  . .Waterloo 

R.  E.  Travis Hornell 

C.  E.  Drysdale Northport 

Harry'  Jacobs Hurley ville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr. . . Kingston 

S.  L.  Edmunds.  . . .Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit  . . .Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer. . . . Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore.  . . Bronx 
N.  R.  Occhino.  . .Johnson  City 

R.  A.  Loomis Ellicottville 

Mary  W.  Kirkwood . . . Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco.  . . .New  Berlin 
I.  Robert  Wood.  . . . Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley.  . .Cortland 
George  G.  Miles.  . .Downsville 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . . Port  Henry 
Daisy  IT.  Van  Dyke.  . .Malone 
Kingston  Larger.  . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan . Herkimer 
C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers.  Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin.  . Rockville  Centre 

Herbert  S.  Ogden. . New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . .Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury . Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . Forest  Hills 
Vincent  T.  Laquidara. . . Troy 
James  Poulton  Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson.  . Potsdam 

Clarie  K.  Amyot Saratoga 

R.  E.  Isabella.  . . Schenectady 
Donald  R.  Lyon . . . Middleburg 
W.  F.  Tague. . . . Montour  Falls 
David  L.  Koch.  . .Seneca  Falls 

Milton  Tully . Hornell 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling.  . . Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn.  . Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson.  . . Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 
William  R.  Casey Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher.  . .Dunkirk 

Lawrence  L.  Hobler Elmira 

Angelo  Franco.  . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles.  . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman  . . Buffalo 
James  E.  Glavin. . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
W.  H.  Raymond.  . Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson.  .Catskill 
Arthur  H.  Mulligan . Herkimer 
Lawrence  Henderson 

Watertown 

Nicholas  Ryan Brooklyn 

John  P.  Myers. . Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester 

Max  Dreyfuss Amsterdam 

I.  Drabkin . . . Rockville  Centre 
Gerald  D.  Dorman.  .New  York 

G.  Norris  Miner I 

North  Tonawanda 

Robert  C.  Hall Utica 

C.  A.  Gwynn Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury. Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

M.  Jacobs Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn. . .Staten  Island 
Marjorie  R.  Hopper.  . . . Nyack, 

Maurice  Elder Massena  ■ 

Joseph  Lebowich Saratoga 

Carl  F.  Runge Schenectady 

Duncan  L.  Best.  . .Middleburg 
W.  F.  Tague. . . . Montour  Fall; 
David  L.  Koch. . .Seneca  Fall; 

Milton  Tully Hornel 

Warren  H.  Eller Sayvilln 

Deming  S.  Payne Liberty 

Jack  Bailey. Oweg< 

Henry'  B.  Wightman. . . .Ithaci 
Herbert  B.  Johnson . . Kingstoi, 

F.  P.  Becker Glens  Fall 

It.  E.  Borrowman 

Fort  Ed  wan 

J.  A.  Perillo Newarl 

H.  J.  Dunlap New  Rochell 

Paul  A.  Burgeson Warsav 

Paul  C.  Johnson. . . . Penn  Ya 
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104  E.  40th 


MU  3-2443 


Office  Nurses,  Secretaries,  Med.  Assts.  Physicians, 
X-Ray  & Lab.  Techs,  and  Related  Personnel 
DRUSILLA  ZUBER  Director 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 
3 Consecutive  times  . 
6 Consecutive  times  . 
12  Consecutive  times  . 
24  Consecutive  times 


$1.35 

1.20 

1.00 

.90 

.85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


PRACTICE  WANTED 


General  practitioner  wants  to  take  over  gen.  practice  on 
Long  Island.  For  information,  address  Box  619,  N.  Y.  St. 
Jr.  Med. 


WANTED 


Pediatrician,  well  qualified,  woman  doctor  acceptable,  to 
assist  other  pediatrician  in  Washington,  D.  C.  Much  op- 
portunity for  advancement.  Box  618,  N.  Y.  St.  Jr.  Med. 


WANTED 


PHONOGRAPH  RECORDS:  Are  you  converting  to  LP’s 
and  disposing  of  your  78's?  Am  buying  old  classical 
vocals  and  instrumentals.  Entire  collections  or  part.  O. 
Bramson,  86  East  38th  St.,  Brooklyn  3,  N.  Y. 


WANTED 


REFRACTIONIST,  woman,  with  contact  lense  training  for 
position  with  Opthalmologist.  Box  617,  N.Y.  St.  Jr.  Med 


WANTED 


Rural,  general  practice  desired.  Full  terms  and  details  in 
first  letter.  Box  616,  N.  Y.  St.  Jr.  Med. 


. . . 


REAL 
For  Sale 


ESTATE 
For  Rent 


FOR  RENT 


Williston  Medical  Center,  Superbly  located.  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


FOR  RENT 


For  rent  in  Valley  Stream,  L.  I.,  Professional  building. 
Office  with  two  private  entrances;  from  street  and  from 
free  parking  facilities.  Unique  opportunity  for  one  or  more 
doctors,  dentists  or  other  professionals.  Reasonable  rent, 
only  $125  monthly.  Lease  if  requested.  Kamen  Realty 
Co.,  88  Lynwood  Drive,  Valley  Stream,  L.  I.,  Valley 
Stream  5-2063. 


FOR  RENT 


Exceptionally  well  equipped  office  for  general  practitioner; 
Single  man;  100  miles  from  N.  Y.  C.;  1 - 2 years;  Vacation 
area.  Specializing.  Box  611,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


PROFESSIONAL -LIVING.  30th  Park- Lex.  two-family 
home.  Separate  entrances,  completely  remodeled,  1951. 
Triplex  avail,  purchaser;  income  upper  duplex  $3600.  Price: 
$75,000.  MUrray  Hill,  5-8981. 


FOR  RENT 


Available,  ample  space  for  consultation  and  operating  rooms. 
Share  waiting  room  with  Dentist.  Fine  building.  565  Fifth 
Ave.  MU  8-7466. 


OFFICES  TO  SHARE 


Madison  Avenue  & 68th  Street.  New,  completely  equipped 
medical  office.  Full  or  part  time  available.  Suitable  for 
most  specialties.  E.K.G.,  B.M.R.,  X-ray,  Diathermy,  Lab., 
and  Technician.  Butterfield  8-7119,  from  10  A.M.-12  noon. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  $75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


Earn  more  on  your  money.  3%  and  3J4%.  Insured  up 
to  $10,000.  No  service  charge.  Ernst  I.  Cahn,  29  B’way., 
N.  Y.  6,  BO  9-0531. 


Zf  PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  NY-1-53 

THE  ZEMMER  CO.,  Pittsburgh  13.  Pa. 
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2 drops 
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Privine 


hydrochloride  0.05  % 


(BKANO  OF  NAPHAZOLINE  HYOROCH  LORI  OF  ) 


potent,  prompt-acting 
Privine  is  a virtually 
nonirritating 
nasal  vasoconstrictor 
which  can  be  administered 
to  children  as  well 
as  adults. 
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and  other  pneumonias 
due  to  sensitive  organisms 
respond  promptly  to  therapy 
with  well -tolerated 
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pain  relief  plus  sedation 

APROMAL 


tablets 


acetyl-p-aminophenol  and  acetylcarbromal,  AMES,  0.15  Gm.  each) 


sedative  • analgesic  • antipyretic 

non-narcotic  and  non-barbiturate 


safer  control  of  paln...R  only 


*m  musculoskeletal  pain 

relief  that  Is 

prompt • prolonged  • prescribed 

APAMIDE 


tablets 


(N-acetyl-p-aminophenol,  AMES,  0.3  Gm.) 


analgesic  • antipyretic 

rapid  direct  action— no  analgesic  lag 
inherently  well-tolerated 
especially  valuable  in  salicylate  intolerance 


Indications:  Muscular  or  joint  pain,  functional 
headache,  dysmenorrhea,  respiratory  infections. 


A pamlde  or  A promal:  Adults  — 1 tablet  every  4 hours  or  as 
required.  Children  over  5 — Vi  tablet  every  4 hours.  Bottles  of  100. 

Samples  and  literature  on  request. 

Apamide  and  Apromal,  trademarks. 


AMES 

COMPANY,  INC-  ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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Each  scored  TABLET  or  teaspoonful  (5  ce.)  of  the 
LIQUID  contains: 

Crystalline  penicillin  G potassium  300,000  units 


Sulfadiazine  0.17  Gm. 

Sulfamerazine 0.17  Gm. 

Sulfamethazine  0.17  Gm. 


Cilfomide  liquid  is  easily  prepared  by  the 
pharmacist  from  Cilfomide  powder.  The  powder 
is  suitably  buffered  and  has  a pleasant  mint- 
chocolate  flavor.  By  the  addition  of  38  cc. 

(l'/3  fl.  oz.)  water,  the  preparation  becomes  a pleasant 
suspension  of  triple  sulfonamides  and  penicillin. 


INC 


Onj 


New 


YORK 


WINDSOR 


HOW  SUPPLIED 

Cilfomide  tablets,  scorecj  for  division,  bottles  of  50. 

Cilfomide  powder  (for  preparation  of  liquid),  2 oz. 
bottles  containing  3,600,000  units  of  crystalline 
penicillin  G potassium  and  6 Gm.  triple 
sulfonamides.  May  be  stored  at  room 
temperature  for  a maximum  period  of  eighteen 
months  without  loss  of  potency. 
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Rochester 

Renato  J.  A 77 art,  M.D. 
Bronx 

Peter  J.  Di  Natale,  M.D. 
Batavia 

Walter  W.  Mott,  M.D. 
White  Plains 


Dan  Mellen, 

John  J.  Masterson,  M.D.  . . 
William  H.  Ross,  M.D.  . . . 
Herbert  H.  Bauckus,  M.D.  . 


AND 

Councillors 

Term  Expires  1954 

Leo  E.  Gibson,  M.D. 
Syracuse 

Joseph  A.  Geis,  M.D. 
Albany 

Thurman  B.  Givan,  M.D. 
Brooklyn 

John  J.  H.  Keating,  M.D. 
New  York  City 


TRUSTEES 

M.D.,  Chairman 
Brooklyn 

Brentwood 

. Buffalo 


Term  Expires  1955 

Theodore  J.  Curphey,  M.D. 
Garden  City 

Harold  F.  R.  Brown,  M.D. 
Buffalo 

James  Greenough,  M.D. 
Oneonta 

Denver  M.  Vickers,  M.D. 
Cambridge 


Rome 

James  R.  Reeling,  M.D Bayside 

Fenwick  Bef.kman,  M.D.  . New  York  City 

Edward  R.  Cunniffe,  M.D.  . . . Bronx 


(See  pages  122  and  124  for  additional  Society  Officers) 


Antipruritic  Scoreboard 


relatively 

ineffective 


dangerously 

sensitizing 


effective 
and  safe 


Calmitol  avoids  the  therapeutic  pitfall 
of  sensitization.  Safe  and  effective, 
the  specific  antipruritic  ingredients  of 
Calmitol— camphorated  chloral,  hyoscyamine 
oleate  and  menthol  — raise  the  threshold 
of  skin  receptors  and  sensorv  nerve  endings, 
stopping  pruritis  at  the  point  of  origin. 

1.  Lobitz,  W.  C.,  Jr.,  and  Jillson,  O.  F.:  Postgrad.  Med.  12:2,  1952. 

2.  Goodman,  H.=  J.A.M.A.  (29:707,  1945. 

3.  Underwood,  G.  B„  et  al.:  J.A.M.A.  (30:240,  1946. 

4.  Lubowe,  I.  I.:  New  York  State  J.  Med.  50:1743,  1950. 

5.  Nomland,  R.:  Postgrad.  Med.  11:412,  1952. 


the  non-sensitizing  antipruritic 


155  East  44th  Street,  New  York  17,  N.  Y. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  1 6,  NEW  YORK 
MURRAY  HILL  3-0701 


PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

Thomas  M.  d’Angelo,  M.D.,  Flushing 
Second  District 

Austin'  B.  Johnson,  M.D.,  Cedarhurst 
Third  District 

William  C.  Rausch,  M.D.,  Albany 
Fourth  District 

William  E.  Gazeley,  M.D.,  Schenectady 

Ninth  District — Morley  T. 


Fifth  District 

Arthur  F.  Gaffney,  M.D.,  Clinton 
Sixth  District 

Elton  R.  Dickson,  M.D.,  Binghamton 
Seventh  District 

Samuel  A.  Munford,  M.D.,  Clifton  Springs 
Eighth  District 

Henry  S.  Martin,  M.D..  Warsaw 
i,  M.D.,  New  Rochelle 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

John  J.  Masterson,  M.D.,  Chairman  Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

[Address  all  communications  to  above  address] 


LEGAL  DEPARTMENT 

Counsel William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4 Telephone:  HAnover  2-0670 

AUTHORIZED  INDEMNITY  REPRESENTATIVE 

Harry  F.  Wanvig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 

EXECUTIVE  OFFICER 

Harold  B.  Smith,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 

DIRECTOR,  BUREAU  OF  WORKMEN’S  COMPENSATION 
David  J.  Kaliski,  M.D.,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  PUBLIC  AND  PROFESSIONAL  RELATIONS  BUREAU 
Frederick  W.  Miebach,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 
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This  is  possible  with  Aminodrox  because  gastric  dis- 
turbance is  avoided. 


Now  congestive  heart  failure,  bronchial  and  car- 
diac asthma,  status  asthmaticus  and  paroxysmal 
dyspnea  can  be  treated  successfully  with  Oral  amino- 
phylline  in  the  form  of  Aminodrox. 

* Aminodrox  Tablets  contain  1$  gr.  aminophylline  with  2 gr.  activated 
aluminum  hydroxide. 


Aminodrox-Forte  Tablets  contain  3 gr.  aminophylline  with  *4  gr. 
activated  aluminum  hydroxide. 


Also  available  with  £ gr.  phenobarbital. 


Bristol.  Tennessee 


. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1952-1953 


ANESTHESIOLOGY 

Moses  H.  Krakow,  Chairman Bronx 

Samuel  Guest,  Vice-Chairman Buffalo 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

Arthur  Q.  Penta,  Chairman Schenectady 

Charles  E.  Hamilton,  Secretary Brooklyn 

David  Ulmar,  Delegate New  York  City 

DERMATOLOGY  AND  SYPHILOLOGY 

Frank  A.  Dolce,  Chairman Buffalo 

Anthony  C.  Cipollaro,  Secretary . . . .New  York  City 
George  M.  Lewis,  Delegate New  York  City 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Alfred  P.  Ingegno,  Chairman Brooklyn 

Lester  S.  Knapp,  Vice-Chairman Buffalo 

Charles  A.  Flood,  Secretary New  York  City 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

Samuel  A.  Garlan,  Chairman New  York  City 

Floyd  C.  Bratt,  Vice-Chairman Rochester 

Garra  L.  Lester,  Secretary Chautauqua 

William  A.  Buecheler,  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford,  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary _. . . Rochester 

S.  Charles  Franco,  Delegate New  York  City 

MEDICINE 

George  F.  Koepf , Chairman Buffalo 

Arthur  E.  Lamb,  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook,  Delegate Buffalo 

NEUROLOGY  AND  PSYCHIATRY 

Harold  R.  Merwarth,  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick,  Delegate Buffalo 


OBSTETRICS  AND  GYNECOLOGY 


Henry  S.  Acken,  Jr.,  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster,  Secretary Syracuse 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormlev,  Chairman Albany 

Frederick  L.  Liebolt,  Secretary New  York  City 

Halford  Hallock,  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Maurice  N.  Richter,  Chairman New  York  City 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 

Russell  B.  Scobie,  Chairman Newburgh 

Harold  W.  Dargeon,  Vice-Chairman . New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman Buffalo 

William  C.  Spring,  Jr.,  Secretary New  York  City 

Frank  E.  Coughlin,  Delegate Troy 

radiology 

William  J.  MacFarland,  Chairman. ......  . Hornell 

Harold  W.  Jacox,  Vice-Chairman. . .New  York  City 

Thomas  N.  Sickels,  Secretary ; . .Watertown 

Frank  J.  Borrelli,  Delegate New  York  City 

SURGERY 

Walter  S.  Walls,  Chairman ; Buffalo 

Edward  J.  Donovan,  Secretary New  York  City 

William  F.  MacFee,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm,  Chairman Brooklyn 

John  S.  Fitzgerald,  Vice-Chairman. ......  . . . .Utica 

Thomas  A.  Morrissey,  Secretary. . . .New  York  City 


John  S.  Fitzgerald,  Delegate Ltica 


SESSIONS 

1952-1953 


HISTORY  OF  MEDICINE 

Eldridge  Campbell,  Chairman Albany 

Jerome  P.  Webster,  Secretary New  York  City 


PHYSICAL  MEDICINE 

George  M.  Raus,  Chairman Syracuse 

A.  David  Gurewitsch,  Secretary . . . .New  "iork  City 


PUBLIC  RELATIONS 


Charles  S.  Lakeman , Chairman Rochester 

Leonard  J.  Schiff,  Secretary Plattsburg 
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POWER  TO  RESIST  FOOD 


Obocell  ...  an  effective  therapeutic  substitute  for  will 
power  . . . suppresses  bulk  (hollow)  hunger  and  curbs  the 
appetite.  Obocell  also  produces  a feeling  of  well-being, 
thus  combating  the  fatigue  and  irritability  commonly  en- 
countered when  food  is  restricted.  Patients  on  Obocell 
therapy  eat  less,  do  not  violate  their  diet,  lose  weight, 
and  are  satisfied  and  happy.  Obocell  LIQUID  is  also  avail- 
able for  patients  who  prefer  liquid  medication. 


Each  Obocell  tabletcontains  Dextro-Amphetamine  Phosphate,  5mg.; 

Nicel,  150  mg.  (Nicel  is  Irwin-Neisler’s  brand  of  high-viscosity  methylcellulose). 

IRWIN,  NEISLER  & COM  PA  NY  • dec  at  ur,  Illinois 

Xete&zcA  & Sewe 


new 

CM 

more  potent  members  of  th 

Eskaci  1 

lin 

500’ 

palatable  liquid  penicillin 


S.K.F.  now  offers  ‘Eskacillin’  in  a new,  higher  concentration: 
one-half  million  units  of  procaine  penicillin  G per  teaspoonful. 

‘Eskacillin  500’  gives  you  these  advantages: 


1.  Greater  effectiveness  in  the  more  severe  infections. 

2.  The  convenience  of  b.i.d.  or  t.i.d.  dosage. 

3.  Unusual  palatability— despite  high  potency. 


tskacillin*  line— for  use  in  the  more  severe  infections: 


palatable  liquid  penicillin  plus  sulfonamides 

Each  teaspoonful  of  ‘Eskacillin  250 -Sulfas’  delivers  250,000 
units  of  procaine  penicillin  G plus  0.5  Gm.  (0.167  Gm.  each)  of 
3 sulfonamides  (sulfadiazine,  sulfamerazine,  sulfamethazine), 
thus  permitting  convenient  t.i.d.  dosage. 

‘Eskacillin  250-Sulfas’  gives  you  3 advantages  over  penicillin 
or  the  sulfonamides  alone: 

1.  Wide  antibacterial  spectrum. 

2.  High  antibacterial  intensity. 

3.  Lessened  chance  of  the  development  of  resistant  strains. 


indications 

impetigo  ecthyma  paronychia 

infectious  eczematoid  dermatoses 
furunculosis  pustular  folliculitis  otitis  externa 

cutaneous  ulcers  surgical  dressings 

impetiginized  dermatoses  seborrheic  dermatitis 

infected  burns  and  wounds  hemolytic  streptococcal  dermatoses 


Neomycin  was  more  effective  for  most  skin  infections  than  other  topical 
agents  used  in  a series  of  675  cases.1 

Bacitracin  has  been  widely  favored  for  local  treatment  of  skin  infections.* 
The  combination  of  both  antibiotics  extends  the  broad-spectrum  activity 
of  each.1 


Supplied:  Vz  oz.  tubes 


Literature  available  including  antibiotic  comparison  chart 


1.  Khoaoi, 


IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  vaiue  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 

iVl  grains  q.i.d.  before  meals  and  be* 
capsule  upon  arising  if  necessary. 

In  bottles  of  — 100  — 500  — 1000 

TABLETS  THESODATE 

*(7l/2  gr.)  0.5  Gm *(3%  gr)  °-25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7l/2  gr.)  0.5  Gm.  with  ( y2  gr.)  30  mg. 

W2  gr-)  0-5  Gm.  with  ( y4  gr.)  15  mg. 

*(3%  gr-)  °-25  Gm.  with  ( y4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  (}/4  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25  — 100. 


For  samples— just  send  your  Rx  blank  marked  14TH1 


BREWER  & COMPANY,  INC. 

WORCESTER,  MASSACHUSETTS  U.  S.  A. 


RECOMMENDED  DOSAGE 

fore  retiring. 

SUPPLIED 


HIGHEST  CURE-RATE 

REPORTED* 


In  Trichomonas  Vaginalis 

Vaginitis 


established  by  every  accepted  laboratory  procedure, 

including  parasitologic  cultures 


JLn  this  searching  study*  100  patients— 
in  whom  trichomonad  infestation  had 
been  definitely  established — were 
treated  solely  with  Vagisol  Supposi- 
tabs  (tablet-shaped  vaginal  supposi- 
tories), one  suppositab  to  be  inserted 
high  into  the  vaginal  vault  twice  daily. 

72  of  these  100  patients  were  cured 
in  18  days;  22  in  36  days,  4 in  54  days. 
Final  pronouncement  of  cure  was  based 
on  repeated  negative  cultures. 

All  of  the  98  patients  were  symptom- 
free  after  2.15  mean  patient  days  on 
Vagisol,  but  treatment  was  continued 
until  cultures  were  found  to  be  repeat- 
edly negative. 

Negative  wet  smears  were  not  ac- 
cepted as  proofs  of  cure,  since  culture 
frequently  proved  positive  when  the 
wet  mount  had  appeared  negative. 
Thus  the  hazard  of  mistaking  a tem- 
porary remission  for  a real  cure  was 
definitely  prevented. 

This  remarkable  therapeutic  superi- 
ority of  Vagisol — rapid  symptomatic 


relief  and  bacteriologically  demonstra- 
ble cure  in  a reasonably  short  time  in 
98%  of  patients  treated — is  due  to  the 
powerful  antibacterial  and  antipara- 
sitic  actions  of  phenylmercuric  acetate 
and  tyrothricin,  the  digestive  action  of 
papain,  the  surface  activity  of  sodium 
lauryl  sulfate,  and  lactose  and  succinic 
acid-induced  lowering  of  the  vaginal  pH 
with  resultant  regrowth  of  the  Doeder- 
lein  bacillus. 

Odorless,  nonstaining,  nonirritating, 
each  Vagisol  Suppositab  contains: 


Phenylmercuric  Acetate 3.0  mg. 

Tyrothricin 0.5  mg. 

Succinic  Acid 1 2.5  mg. 

Sodium  Lauryl  Sulfate 3.0  mg. 

Papain 25.0  mg. 

Lactose 0.75  Gm. 


Supplied  in  bottles  of  36. 

For  optimal  results  it  is  suggested 
that  Vagisol  therapy  be  prescribed  for 
36  days,  with  weekly  or  biweekly 
check-ups. 


Vagisol  Suppositabs  are  available  through  all  pharmacies. 
Physicians  are  invited  to  write  for  literature  and  clinical  test 
samples;  please  address  Smith-Dorsey,  Lincoln,  Nebraska, 
a Division  of  The  Wander  Company. 
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r 

Whether  vitamin 

deficiencies  be 

• 

acute  or  chronic,  mild  or  severe,  for 

truly  therapeutic  dosages  specify 

Therapeutic  Formula  Vitai 

min  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

25,000  U.S.P.  units 

Vitamin  D 

1,000  U.S.P.  units 

Thiamine  Mononitrate  i 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

^ 150  mg. 

Ascorbic  Acid  V 

150  mg. 

Bottles  of  30,  100  and  1000. 

L 

Squibb 

L.. 

INDEX  TO  ADVERTISERS 


American  Meat  Institute 142 

Ames  Company,  Inc 117 

The  Armour  Laboratories 137 

Dr.  Barnes  Sanitarium 237 

Brewer  & Co 12S 

Brigham  Hall  Hospital 237 


Burroughs  Wellcome  & Co. 


Ceribelli  & Co lot 

Children’s  Bayer  Aspirin 13f 

Ciba  Pharmaceutical  Products  Inc 113,  13c 

Crane  Discount  Corp 152 

Desitin  Chemical  Co 131 

Dome  Chemicals,  Inc 237 


Fellows  Medical  Mfg.  Co. 


Geigy  Company 


141 


Halcyon  Rest 

Hoffmann-La  Roche,  Inc. 
Holbrook  Manor 


237 

Between  128-12! 
237 


Irwin,  Neisler  & Co. 


121 


Kingsbridge  House  Private  Pavilion 
Chas.  B.  Knox  Gelatine  Co 


157 

231 


Lakeside  Laboratories 

Lederle  Laboratories 

Thomas  Leeming  & Co 

Eli  Lilly  & Company 

Louden-Knickerbocker  Hall 


167 

Between  144-14; 

121 

151 

237 


S.  E.  Massengill  & Co 123,  15 

Mead  Johnson  & Co 4th  cove 

Medical  Services  Agency 23! 

Wm.  S.  Merrell  Co 2nd  cove 


Nestle  Company 

N.Y.  Medical  Exchange  . 
Num  Specialty  Company 


147 

23! 

237 


Parke,  Davis  <fc  Co 

Pediforme  Shoe  Company 
Chas.  Pfizer  & Co 


14! 

lot 

111 


Rayrner  Pharmacal  Company 


R.  J.  Reynolds  Tobacco  Co 1 

Riker  Laboratories 139-140,  1 


Schenley  Laboratories 

Sobering  Corporation 

Sharp  & Dohme 

Smith-Dorsey 

Smith,  Kline  French  Labs. 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co. 
The  Stuart  Co 


15( 

141 

161 

130-131 

126-127,  3rd  covei 

132-131 

152 

Between  232-231 


Twin  Elms 

Upjohn  Company. 
U.S.  Vitamin  Corp. 


237 


151 

152 


Walker  Laboratories. 
Wallace  <fc  Tiernan  . . . 

Wander  Co 

H.  F.  Wanvig 

West  Hill 

Winkler  Shoes 

Winthrop-Stearns  Inc. 


121 

23; 

233 

lli 

237 

23S 

11$ 
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INDEX  TO  ADVERTISED  PRODUCTS 


HP  Acthar  Gel  (The  Armour  Laboratories) 137 

Al.  Amphylline  (Raymer  Pharmacal  Co.) 144 

Aminodrox  (S.  E.  Massengill  Co.) 123 

Amvicel  (The  Stuart  Company) Between  162-163 

Apamide  (Ames  Company) 117 

Apromal  (Ames  Company) 117 

Arobon  (The  Nestle  Co.) 147 

Aspirin  (Bayer  Co.) 136 

Aureomycin  (Lederle  Laboratories) Between  144-145 

Bacimycin  (Walker  Laboratories) 128 

Brioschi  (Ceribelli  A Co.) 150 

Butazolidin  (Geigy  Company) 145 

Calmitol  (Thomas  Leeming  A Co.) 121 

Cilfomide  (Winthrop-Stearns,  Inc.) 119 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 146 

Chloromycetin  (Parke,  Davis  & Co.) 149 

Crephex  (Schenley  Laboratories) 150 

Daxalan-Dome  Paste  Bandage  (Dome  Chemical  Co.) . . 237 

Desitin  Suppositories  (Desitin  Chemical  Co.) 134 

Digoxin  (Burroughs  Wellcome  Co.) 141 

Dodekroid  (Riker  Laboratories) 148 

Elkosin  (Ciba  Pharmaceutical  Products  Corp.) 135 

Eskacillin  Sulfas  (Smith,  Kline  A French  Labs.) 126-127 

Estinyl  (Schering  Corporation) 143 

Gelatine  (Chas.  B.  Knox  Gelatine  Co.) 234 

Homicebrin  (Eli  Lilly  A Company) 154 

Lipataine  (The  Stuart  Company) Between  162-163 

Neohydrin  (Lakeside  Laboratories) 162 

Neo-Penil  (Smith,  Kline  & French  Labs) 3rd  cover 

Neosone  (Upjohn  Co.) 153 

Nitranitol  (Wm.  S.  Merrell  Co.) 2nd  cover 

Nucarpon  (Standard  Pharmaceutical  Co.) 152 

Obocell  (Irwin,  Neisler  & Co.) 125 

Ovaltine  (Wander  Co.) *. 233 

Poly-Vi-Sol  (Mead  Johnson  A Co.) 4th  cover 

Presto-Boro  (Standard  Pharmaceutical  Co.) 152 

Privine  (Ciba  Pharmaceutical  Products  Corp.) 113 

Salcedrox  (S.  E.  Massengill  & Co.) 151 

Terramycin  (Charles  Pfizer  and  Company) 115 

Theragran  (E.  R.  Squibb  A Sons) 132-133 

Thesodate  (Brewer  A Co.) 129 

Thum  (Num  Specialty  Co.) 142 

Tracinets  (Sharp  A Dohme) 161 

Vagisol  (Smith  Dorsey) 130-131 

Veriloid  (Riker  Laboratories,  Inc.) 139-140 

Vi  Penta  Drops  (Hoffmann-La  Roche).  . . Between  128-129 
Vi-Syneral  Vitamin  Drops  (U.S.  Vitamin  Corp) 152 

Dietary  Foods 

Meat  (American  Meat  Institute) 142 

Medical  & Surgical  Equipment 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 150 

Orthopedic  Shoes  (Winkler  Shoes) 239 

Miscellaneous 

Camel  Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 114 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  CopMilc.  Squ'bb 


Each  Capsule  contains 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U S P units 
1 000  U.S  P.  units 
1 0 mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  110.  100  and  1000. 


influence 


m 


it's  the 

of  cod  live>  oil 

that  makes  the  great  difference  in 


DESITIN 

hemorrhoidal 


Prescribe  Desitin  Hemorrhoidal  Sup- 
positories in  hemorrhoids  (non-surgical), 
pruritus  ani,  uncomplicated  cryptitis,  papil- 
litis, and  proctitis. 


the  hemorrhoidal 
patient  may  sit,  move 
and  walk  in  greater  comfort 
as  Desitin  Hemorrhoidal  Suppositories  with 
Cod  Liver  Oil  act  promptly  to... 

• relieve  pain  and  itching 

• minimize  bleeding 

• reduce  congestion 

• guard  against  trauma 


Composition:  crude 
Norwegian  cod  liver  oil, 
lanolin,  zinc  oxide,  bis- 
muth subgallate,  balsam 
peru,  cocoa  butter  base. 
No  narcotic  or  anes- 
thetic drugs  to  mask 
rectal  disease.  Boxes  of 
12  foil-wrapped  sup- 
positories. 


• promote  healing  by  virtue  of  their  con- 
tents of  high  grade  crude  Norwegian  cod  liver  oil,  rich 
in  vitamins  A and  D and  unsaturated  fatty  acids  (in 
proper  ratio  for  maximum  efficacy). 

dH»uf|ot  samples 
DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  • Providence  2.  R.  I. 


135 


Ciba 

Presents 

A New  Advance 
in  Sulfonamide 


BRAND  OF  SUIFADIMETINE 


Safety  ... 


Double  scored  0.5  Gm. 
tablets. 

Bottles  of  100  and  1000. 

Syrup  (0.25  Gm.  ElKosin 
per  4 cc.),  microcrystalline 
suspension  in  strawberry- 
flavored  vehicle. 

Bottles  of  16  fluidounces. 


Remarkably  low  incidence  of  side  effects  — less  than  5% 
Lowest  acetylation  yet  reported  — less  than  10%  in  blood 
Adequate  solubility  — alkalis  not  needed 
Renal  complications  rare 
High,  sustained  blood  levels 


WIDE  ANTIBACTERIAL  SPECTRUM 


iba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


2* 1690 M 
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(Mothers  will  thank 


CHILDREN'S  SIZE 


BAYER  ASPIRIN 

Wt  trill  be  pleased  to  send  samples  on  request 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc. 
1450  Broadway.  New  York  18.  N.  Y. 


• The  Best  Tasting  Aspirin 
You  Can  Prescribe. 

• The  Flavor  Remains  Stable 
Down  to  the  Last  Tablet 

in  the  Bottle. 

• 24  Tablet  Bottle  ... 

2'/j  gr.  each  15c 

2’/*9r.®  ODiw 

Grooved  Tablets  — 
Easily  Halved. 
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In  Acute  Bursitis  and  Tendinitis 

— an  Effective  Treatment 


ACTH  dramatically  relieved  se- 
vere pain  and  restored  motion 
within  24  to  48  hours  from  onset  of 
symptoms  in  3 of  a group  of  6 pa- 
tients with  acute  calcific  rotator- 
cuff  tendinitis  of  the  shoulder.1 
The  other  three  obtained  relief 
and  regained  motion  within  a few 
days  when  treated  with  ACTH. 

Equally  successful  treatment  with 
ACTH  was  given  to  a number  of 
patients  with  acute  subacromial 
bursitis.2  In  one  instance  an  area 


of  calcification  adjacent  to  the 
deltoid  muscle  cleared  up  com- 
pletely within  less  than  4 weeks, 
as  demonstrated  roentgenograph- 
ically.  Pain  disappeared  and  func- 
tion was  restored. 


Administered  as  Easily  as  Insulin: 

Subcutaneously  or  intramus- 
cularly with  a minimum  of 
discomfort. 

Fewer  Injections: 

One  to  two  doses  per  \yeek  in 
many  cases. 

Rapid  Response,  Prolonged  Effect: 
Combines  the  two-fold  advan- 
tage of  sustained  action  over 
prolonged  periods  of  time  with 
the  quick  response  of  lyophil- 
ized  ACTHAR. 

Much  Lower  Cost : 

Recent  significant  reduction  in 
price,  and  reduced  frequency  of 
injections,  have  advanced  econ- 
omy of  ACTH  treatment. 


In  no  instance  did  pain  recur  upon 
withdrawal  of  ACTH.  The  short 
period  of  treatment  precludes 
overdosage  effects. 

HP*ACTHAR  Gel,  the  new  reposi- 
tory ACTH,  provides  complete 
convenience  and  ease  of  adminis- 
tration in  short-term  treatment  of 
these  acute  conditions. 

1.  Quigley,  T.  B.,  and  Renold,  A.  E.: 
New  England  J.  Med.  246:  1012,  1952. 

2.  Steinberg,  C.  L.,  and  Roodenburg, 
A.  L.:  J.A.M.A.  149:  1458,  1952. 

* Highly  Purified.  ACTHAR®  is  The  Armour 
Laboratories  Brand  of  Adrenocorticotropic 
Hormone — ACTH  ( Corticotropin ) 


THE  ARMOUR 


LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Spring  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  yow 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 


Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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SOLUTION 

INTRAMUSCULAR  VERILOID 


For  Rapid  Response  in 

Hypertensive  States  Accompany- 
ing Cerebral  Vascular  Disease 
Malignant  Hypertension 
Hypertensive  Crisis  (Encephalop- 
athy) 


Injected  deep  into  the  muscle,  a single 
dose  attains  its  maximum  hypotensive 
response  in  60  to  90  minutes.  By  re- 
peated injection  every  3 to  6 hours,  the 
blood  pressure  may  be  kept  depressed 
for  hours  or  days  if  necessary. 

SOLUTION 

INTRAVENOUS  VERILOID 

Given  in  proper  dilution  slowly  by  vein, 
jl  Solution  Intravenous  Veriloid  usually 
reduces  both  the  systolic  and  diastolic 
blood  pressures  in  a matter  of  minutes 
— entirely  within  the  control  of  the  phy- 
sician. This  valuable  emergency  drug 
frequently  proves  to  be  a life-saving 
measure. 

i i 

steams,  N.  S.,  and  Ellis,  L.  B. : Acute  Effects  of  Intra- 
venous Administration  of  a Preparation  of  Veratrum 
i'inde  in  Patients  with  Severe  Forms  of  Hypertensive 
Disease,  New  England  J.  Med.  246  \ 397  (Mar.  13)  1952. 


Toxemias  of  Pregnancy 

Pre-eclampsia 

Eclampsia 

In  severe  hypertensive  states  in  which 
prompt  relief  of  distressing  symptoms 
is  imperative  or  in  which  continued 
elevation  of  arterial  tension  may  be- 
come life-threatening,  the  parenteral 
solutions  of  Veriloid  offer  a valuable 
means  toward  these  therapeutic  ob- 
jectives. They  are  contraindicated  only 
in  pheochromocytoma,  aortic  coarcta- 
tion, digitalis  intoxication,  and  high 
intracranial  pressure  not  secondary  to 
hypertension. 


iKauntze,  R.,  and  Trounce,  J.:  Treatment  of  Arterial 
Hypertension,  Lancet  2:1002  (Dec.  1)  1951. 

IWilkins,  R.  W. : Recent  Experiences  with  Pharmacologic 
Treatment  of  Hypertension,  in  Hypertension,  A Sym- 
Dosium,  edited  by  E.  T.  Bell,  Minneapolis,  University 
)f  Minnesota  Press,  1951,  p.  492. 
auntze,  R.:  Discussion  of  the  Medical  Treatment  of 
ypertension,  Proc.  Royal Soc.  Med.  45 :276  (May)  1952. 


Since  the  parenteral  solutions  of  Veriloid 
are  potent  hypotensive  agents,  physicians 
should  familiarize  themselves  thoroughly 
with  their  actions  and  details  of  dosages 
and  administration,  as  presented  in  the 
leaflet  packed  with  each  ampul. 


Original  Research  Products  of 

RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard,  Los  Angeles  48,  California 
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case  briefs  from  published  reports 


0 1 234  S 6 7 t 9 10 

WEEKS  OF  TREATMENT 
DAILY  DOSE  OF  VERILOID,  9 mg. 


The  therapeutic  effect  of  Veriloid  shown  above  was  re- 
ported by  Kauntze  and  Trounce  in  Lancet.  December  1, 
1951.  As  with  all  other  hypotensive  drugs,  not  every 
patient  will  respond  equally  well.  But  diligent  patient 
supervision,  careful  adjustment  of  dosage  and  modus 
vivendi,  and  the  safety  factor  inherent  in  the  side 
actions  of  Veriloid  will  produce  similar  results  in  a 
goodly  percentage  of  patients,  a percentage  high  enough 
to  merit  the  use  of  Veriloid  in  every  case  of  hypertension, 
for  a period  long  enough  to  determine  the  patient’s 
response. 


Veriloid  is  available  in  three 
dosage  forms: 

Veriloid  {plain ) in  1,  2, 
and  3 mg.  scored  tablets; 
dosage  9 to  15  mg.  daily. 

Veriloid  with  Phenobarbi- 
tal  Veriloid- VP  , each  scored 
tablet  presenting  Veriloid  2 
mg.  and  phenobarbital  15  mg. 

Veriloid- VPM,  each  scored 
tablet  containing  Veriloid  2 
mg.,  phenobarbital  15  mg., 
and  mannitol  hexanitrate  10 
mg.  Initial  recommended 
dosage  for  VP  and  VPM.  1 to 
m tablets,  t.i.d.  or  q.i.d. 


RIKER  LABORATORIES,  INC.  ■ 

84  80  Beverly  Boulevard,  Los  Angeles  48,  California 
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Prompt  oral  digitalizing  effect.  . . There  is  practically  no  time  lag  before 

the  action  of  orally  administered  Digoxin ; it  is  apparent 


within  an  hour.  Relief  of  symptoms  of  cardiac  failure 
is  complete  in  about  six  hours,  and  full  digitalization 
is  achieved  in  eighteen  to  twenty-four  hours. 


Even  maintenance  . . . The  rate  of  elimination  of  Digoxin  is  unique ; 

it  is  fast  enough  to  permit  rapid  control  of  toxicity  in 
case  of  overdosage1 ; it  is  not  so  rapid  as  to  give  fleeting 
peaks  of  effect.  This  balance  provides  both  a practical 
margin  of  safety  and  steady  maintenance. 


Preparations  available : 

■ ‘Tabloid’®  brand  Digoxin  0.25  mg. 
for  oral  digitalization  and  maintenance. 

■ ‘Wellcome’®  brand  Digoxin  Injection 
0.5  mg.  in  1 cc.  for  rapid  digitalization 
by  intravenous  injection  (after  dilution 
with  10  times  its  volume  of  saline). 


1.  Schaaf,  R.  S..  Hurst.  J.  W.,  and  Williams  C.:  Med.  Clin.  North  America  (Mass.  Gen.  Hosp.  No.)  p.  1255  (Sept.)  19U9. 


Burrougns  Wellcome  & Co.  (U.S.A.)  Inc.,  Tuckahoe  7,  N.  Y. 
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Meat... 

and  Its  Important  Contribution 
of  Essential  Amino  Acids 

xAlthough  the  daily  allowance  of  protein  recommended  for  human  beings  has 
been  established  for  some  time,1  only  very  recently  has  a recommended  daily 
intake  of  individual  essential  amino  acids  been  proposed.2  These  new  criteria 
now  give  a more  accurate  means  for  nutritionally  evaluating  the  protein  contri- 
bution of  meat  than  was  possible  just  on  the  basis  of  the  gross  amount  of  protein 
meat  provides. 

The  table  which  follows  gives  the  proportions  of  the  recommended  daily  in- 
take of  individual  essential  amino  acids  provided  by  six  ounces  of  cooked  meat, 
the  approximate  average  per  capita  daily  consumption  in  the  American  diet. 
Note  that  though  furnishing  about  52  per  cent  of  the  daily  protein  allowance  for 
a normal  adult  male,  six  ounces  of  meat  supplies  more  than  the  recommended 
daily  intake  for  a majority  of  the  essential  amino  acids  and  a goodly  proportion 
of  the  recommended  intake  of  the  remainder. 

Percentages  of  Recommended  Daily  Intake  of  Eight  Essential  Amino  Acids  and  of  Protein 
Contributed  by  6 Oz.  of  Cooked  Meat* 


Essential  Amino  Acids 

Beet* 

Lamb4 

Pork4 

L-Isoleucine 

141 

121 

127 

L-Leucine 

150 

120 

125 

L-Lvsine 

202 

163 

172 

L-Methionine 

42 

34 

40 

LPhenylalanine 

70 

63 

70 

L-Threonine 

160 

169 

183 

L-Trvptophan 

90 

90 

100 

L-Valine 

136 

107 

113 

Protein 

56 

49 

51 

•In  the  calculations,  averages  of  the  percentages  of  protein  in  six  different  cuts  of  each  type  of  cooked  meat  were  used,  as 
were  averages  of  the  percentages  of  the  amino  acids  in  the  protein  of  the  respective  cuts. 

Every  kind  and  cut  of  meat  is  not  only  an  excellent  source  of  the  essential 
amino  acids  but  also  of  the  nonessential  amino  acids,  the  B group  of  vitamins, 
iron,  and  other  essential  minerals.  Morever,  meat  is  rapidly  and  almost  com- 
pletely digested,  has  a stimulating  influence  upon  appetite  and  digestion,  and 
gives  a gratifying  sense  of  satiety.  All  these  nutritional  and  physiologic  advan- 
tages of  meat  fully  justify  its  prominent  place  in  normal  diets  of  persons  of  all 
ages  and  in  many  special  diets. 

REFERENCES 

1.  Recommended  Dietary  Allowances,  National  Research  B.  S.:  Amino  Acid  Composition  of  Fresh  and  Cookec 

Council,  Reprint  and  Circular  Series,  No.  129,  Washing-  Beef  Cuts,  J.  Biol.  Chem.  795:23  (Nov.)  1951. 

ton,  D.  C.,  1948.  4.  Schweigert,  B.  S.;  Guthneck,  B.  T.;  Kraybill,  H.  R. 

2.  Rose,  W.  C. : Half-Century  of  Amino  Acid  Investigations,  and  Greenwood,  D.  A.:  The  Amino  Acid  Compositior 

Chem.  and  Eng.  News  59:2385  (June  9)  1952.  of  Pork  and  Lamb  Cuts,  J.  Biol.  Chem.  180:1077  (Oct-. 

3.  Greenwood,  D.  A.;  Kraybill,  H.  R.,  and  Schweigert,  1949. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  State 


CORPORATION 

BLOOMFIELD  • NEW  JERSEY 


||1  dosage  makes  ESTINYL 
Kitable  among  orally  effective 
pgens.  As  little  as  two 
Lra/f/ts  of  a milligram  daily 
t es  menopausal  symptoms 
Introduces  a sense  of 


leing  obtainable  only 
larger  doses  of 
estrogens. 


I 

STI N YL 

estradiol-Schering) 


s ble  for  treatment  of  menopause 
I her  estrogen  deficiency  states, 

K ets  of  0.02,  0.05  and  0.5  mg. 
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^ eliminate 

^ intravenous 

aminophylline! 

TABLETS 

AL'AM  PH  VLLI N E 

aminophylline-colloidal  aluminum  hydroxide-magnesium  trisilicate  compound 


Intravenous  Results  With  New  Oral  Com- 
pound— And  Without  Gastrie  Irritation. 

Al-Amphylline,  a new  development  of  the 
Ravmer  Medical  and  Research  Departments, 
presents  aminophylline  in  a new  oral  dosage 
form  that  produces  blood  levels  comparable 
to  those  attained  with  parenterally  adminis- 
tered aminophylline,  with  the  further  advan- 
tage that  these  levels  are  sustained  over  many 
hours.  In  addition,  Al-Amphylline  does  not 


The  colloidal  aluminum  hydroxide  and  the 
exceptional  purity  of  the  aminophylline  con- 
tained in  Al-Amphylline  Tablets  are  respon- 
sible for  the  fact  that  Al-Amphylline  Tablets 
are  so  well  tolerated.  Magnesium  trisilicate 
is  also  included  in  the  formula,  to  prevent 
possible  constipation. 

Since  Al-Amphylline  Tablets  are  uncoated, 
aminophylline  absorption  is  rapid,  producing 
satisfactory  blood  levels  within  an  hour  (see 
table  below). 


Aminophylline  Blood  Levels  — mg  /100  cc  Plasma 
(Aminophylline  dosage  was  0.5  Gm.  in  each  case) 

Aminophylline  Preparation 

1 hour 

3 hours 

6 hours 

AL-AMPHYLLINE  TABLETS  (4) 

1.78 

1.65 

1.35 

AL-AMPHYLUNE  TABLETS  (4) 

1.67 

1.84 

1.26 

AL-AMPHYLLINE  TABLETS  (4) 

1.18 

1.54 

1.19 

AL-AMPHYLLINE  TABLETS  (4) 

0.90 

1.16 

0.91 

Intravenous  Aminophylline  (0.5  Gm.) 

1.33 

0.84 

Intravenous  Aminophylline  (0.5  Gm.)' 

1.60 

1.30 

0.70 

Aminophylline  Suppository  (0.5  Gm.) 

0.11 

0.22 

0.38  | 

Aminophylline  Suppository  (0.5  Gm.) 

0.26 

0.51 

1.09 

1.  i.  Pharmacol.  Exper  Therap.,  100:309,  1950. 

For  use  in  all  conditions  where  aminophylline  is 
indicated.  Dosage  Range:  1 to  4 tablets  as  required. 
Supplied:  bottles  of  100,  500  and  1,000  tablets. 
Formula:  Aminophylline,  125  mg.;  Colloidal  Alumi- 
num Hydroxide,  150  mg.;  Magnesium  Trisilicate, 
250  mg.  Also  available:  Al-Amphylline  with  Pheno- 
barbital  (15  mg.  per  yellow  tablet),  bottles  of  100. 


RAYMER 


RAYMER  PHARMACAL  COMPANY 
Jasper  & Willard  Streets 
Philadelphia  34,  Pa. 


serving  the  medical  profession  for  a third  of  a century. 
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rapid  response 


“The  latent  period  between  the  initiation 
fteW  of  therapy  and  the  appearance  of  appreciable 

benefit  was  short.”1 


non-hormonal 
synthetic 
orally  effective  for  relief  of 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


ARTHRITIS 


and  allied  disorders 


BUTAZOLIDIN 


BUTAZOLIDIN 


BUTAZOLIDIN 


brings  quick  relief  and,  often,  functional  improvement, 
to  the  majority  of  patients  with  rheumatoid  arthritis, 
osteoarthritis,  spondylitis,  gout,  arthritis  with  psoriasis, 
peritendinitis,  fibrositis,  and  other  painful 
musculoskeletal  disorders.13 

• Broad  Therapeutic  Spectrum 

• Potent  Therapeutic  Effect 

• Prompt  Action 

• Low  Ratio  of  Serious  Side  Effects 

• Oral  Effectiveness 

is  well  within  the  means  of  the  average  patient. 

In  order  to  obtain  optimal  results  and  to  avoid  untoward 
reaction  it  is  highly  desirable  for  the  physician  to  become 
thoroughly  acquainted  with  the  characteristics  of 
Butazolidin  before  prescribing  it.  Physicians  are  urged 
to  read  the  package  circular  carefully  or  to  write  for  the 
Butazolidin  brochure,  which  will  gladly  be  sent  on  request. 

Availability:  Butazolidin®  (brand  of  phenylbutazone)  is 
issued  in  yellow-coated  tablets  of  200  mg.  and  in  red-coated 
tablets  of  100  mg. 

1.  Steinbrocker,  O. ; Berkowitz,  S. ; Ehrlich,  M. ; Elkind,  M.,  and  Carp,"  S. : 

Paper  read  before  the  Annual  Meeting  of  the  American  Rheumatism  Association, 
Chicago,  111.,  June  6,  1952. 

2.  Kuzell,  W.  C. ; Schaffarzick,  R.  W. ; Brown,  B.,  and  Mankle,  E.  A.: 

J.A.M.A.  149: 729  (June  21)  1952. 

3.  Smith,  C.  H.,  and  Kunz,  H.  C. : J.  M.  Soc.  New  Jersey  49  : 306,  1952. 


GEIGY  PHARMACEUTICALS,  Division  of  Qeigy  Company,  One, 
220  Church  Street,  New  York  13,  N.  Y. 
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CAPSULES  CHLORAL  II V II  RtTR  - Fellinis 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

33A  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

714  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


(jfojfone  SEDATION 


33/4  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


th  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."* 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.1 2'*"* 


DOSAGE:  One  to  two  714  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.*"* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman.  H.  T : An  Integrated  Practice  of  Medicine  (1950) 

2 Rehtuss,  M R.  et  at:  A Course  in  Practical  Therapeutics  (194ft 

3 Goodman.  L.  and  Gilman.  A:  The  Pharmacological  Basis  of 
Therapeutics  (1941).  22nd  printing.  1951. 

4.  Sollman.  T ; A Manual  of  Pharmacology.  7*h  ed.  (I94f)g 
and  Useful  Drugs,  14th  ed  U947) 


to  Avoid 


Diarrhea 


in  Oral  Antibiotic' Therapy 


The  troublesome  diarrhea,  so  frequently  encoun- 
tered as  an  undesirable  side  action  in  oral  antibiotic 
therapy,  is  effectively  prevented  by  Arobon.  The  de- 
hydration and  the  debilitating  influence  of  frequent 
bowel  movements  are  avoided,  thus  aiding  in  more 
prompt  recovery. 


Easily  prepared  . . . Tasty.  Arobon  is  quickly  and  easily 
prepared  by  simply  stirring  the  powder  into  milk  or 
water.  Although  it  contains  no  chocolate,  Arobon  is  sweet 
and  chocolate-like  in  taste,  and  acceptable  to  all  patients. 

No  Interference  with  Antibiotic  Absorption.  Carefully 
conducted  studies  have  shown  that  Arobon  does  not  impair 
antibiotic  absorption  from  the  intestinal  tract.  In  fact,  blood 
levels  tend  to  be  higher  during  the  period  Arobon  is  adminis- 
tered. A dose  of  Arobon  given  with  each  dose  of  antibiotic 
usually  keeps  bowel  activity  within  normal  limits. 

Physicians  are  invited  to  send  for  clinical  test  samples. 


Prepared  from  specially  processed  carob  flour, 
Arobon  provides  22  per  cent  of  pectin,  lignin  and 
hemicellulose.  Available  in  5 ounce  jars  through 
all  pharmacies. 


THE  NESTLE  COMPANY,  INC. 
White  Plains,  New  York 


DoMroid 


for  the  child 
whose  mother 
complains 
" He’s  not  growing 
the  way  he  should 


Each  Dodekroid  tablet  provides  10 
meg.  of  vitamin  Bu  (activity  equiva- 
lent) and  10  mg.  of  thyroid  sub- 
stance. The  tablets  are  small  and 
easily  swallowed,  or  may  be 
chewed,  or  crushed  for  administra- 
tion with  food.  Literature  and  sam- 
ples on  request. 


Dodekroid  combines  the  two  metabolic  stimulants  found 
of  value  in  overcoming  simple  growth  failure — vitamin 
Bi:  and  thyroid  substance.  In  the  absence  of  detectable 
glandular  dysfunction  or  infectious  processes,  such  growth 
failure  responds  well  to  Dodekroid.  Vitamin  Bis  mobi- 
lizes the  many  metabolic  processes  involved  in  growth 
promotion,  and  thyroid  substance,  in  the  small  quantity 
provided,  exerts  a well-established  anabolic  effect,  in- 
creasing growth  rate  and  physical  development.  Masked 
or  subclinical  hypothyroidism  is  also  corrected. 

Response  to  Dodekroid  is  usually  rapid  and  at  times 
spectacular.  Daily  dosage  ranges  from  1 to  3 tablets, 
preferably  after  meals.  If  mild  hypothyroidism  is  sus- 
pected, dosage  may  be  increased. 


RIKER  LABORATORIES,  INC  8480  Beverly  Boulevard  • Los  Angeles  48,  Calif ornia 


in  the  hands 
of  the  physician 


Often  the  critical  evaluation  of  the 
drug  to  be  administered  is  as  im- 
portant to  the  patient’s  recovery  as 
is  the  diagnosis  of  his  condition.  In 
each  case  correct  procedures  can  be 
determined  only  by  the  physician. 

Chloromycetin  is  eminent  among 
drugs  at  the  disposal  of  the  medical 
profession.  Clinical  findings  attest 
that,  in  the  hands  of  the  physician, 
this  widely  used,  broad  spectrum 
antibiotic  has  proved  invaluable 
against  a great  variety  of  infectious 
disorders. 


Chloromycetin 


notably  effective 

well  tolerated 

broad  spectrum  antibiotic 


The  many  hundreds  of  clinical  reports  on  CHLOROMYCETIN  emphasize 
repeatedly  its  exceptional  tolerance  as  demonstrated  by  the  infrequent 
occurrence  of  even  mild  signs  and  symptoms  of  gastrointestinal  distress 
and  other  side  effects  in  patients  receiving  the  drug. 


Similarly,  the  broad  clinical  effectiveness  of  CHLOROMYCETIN  has 
been  established,  and  serious  blood  disorders  following  its  use  are  rare. 
However,  it  is  a potent  therapeutic  agent,  and  should  not  be  used  indis- 
criminately or  for  minor  infections— and,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  pro- 
longed or  intermittent  therapy. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety 
of  forms,  including: 

CHLOROMYCETIN  Kapseals,®  250  mg.,  bottles  of  16  and  100. 
CHLOROMYCETIN  Capsules,  100  mg.,  bottles  of  25  and  100. 
CHLOROMYCETIN  Capsules.  50  mg.,  bottles  of  25  and  100. 
CHLOROMYCETIN  Ophthalmic  Ointment,  1%,  14-ounce  collapsible  tubes. 
CHLOROMYCETIN  Ophthalmic,  25  mg.  dry  powder  for  solution, 
individual  vials  with  droppers. 
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for 

the  patient 
coughing  himself 


palatable 


CREPHEX 

Trademark 

(EXPECTORANT  COUGH  SYRUP  SCHENIEY) 

combines  the  decongestive 
value  of  ephedrine,  the 
antihistaminic  effect  of 
pyrilamine  maleate,  and  the 
expectorant  action  of  cal- 
cium cresol  sulfonate  in  a 
pleasant,  soothing  liquid 
vehicle.  Quickly  relieves 
unproductive  coughing  and 
congestion  in  colds,  asthma, 
bronchitis,  vasomotor 
rhinitis,  and  hay  fever. 

Dosage:  Children,  H to  1 teaspoonful  t.  i.  d. 

Adults,  2 to  3 teaspoonfuls  t.  i.  d. 

Available  at  all  pharmacies. 

SCHENLEY  LABORATORIES,  INC. 

IAWRENCEBURG.  INDIANA 


schenley 


— 

(Pigf »«="»«'» 


REG  U.  S.  P*r.  orr 
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MANHATTAN—  34  WEST  36th  St. 
BROOKLYN— 288  LIVINGSTON  St. 
FLATBUSH— 843  FLATBUSH  AVE. 

Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


© Schenley  Laboratories,  Inc. 
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.SALICYLATES 


FORMULA 

Sodium  Salicylate 5 gr.  (0.3  Gm.) 

Aluminum  Hydroxide  Gel. 

dried  2 gr.  (0  12  Gm.) 

Calcium  Ascorbate..  1 gr.  (60  mg.) 
(equivalent  to  50  mg.  Ascorbic 
Acid) 

Calcium  Carbonate  .1  gr.  (60  mg.) 


rite  for  Professional  Sample  ^ 
and  Literature  « 


BRISTOL,  TENNESSEE 
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HYPOTHALAMUS 


ANALGESICS  ? 


There  is  significant  evidence  that  salicy- 
lates, through  action  on  the  hypothalamus,  stim- 
ulate the  pituitary,  producing  an  ACTH-like 
effect  on  the  adrenal  cortex.* 

This  new  concept  of  salicylate  action  ex- 
plains many  of  the  clinical  results  obtained  with 
salicylate  therapy  in  the  treatment  of  arthritides 
and  rheumatic  afflictions — observed  results  that 
cannot  be  attributed  to  analgesic  action  alone. 

MASSIVE  DOSAGE 

To  obtain  maximum  results,  high  salicylate 
blood  levels  are  required.  This  means  high  oral 
dosage — in  the  order  of  60  to  120  grains  (4  to  8 
Gm.)  a day.  This  massive  salicylate  dosage 
can  be  attained,  without  excessive  gastric  dis- 
turbance, by  using  Salcedrox. 

Salcedrox  virtually  eliminates  gastric  dis- 
turbance, because  of  the  protective  combination 
with  activated  aluminum  hydroxide  and  cal- 
cium carbonate. 

Salcedrox  also  contains  a high  dose  of  vita- 
min C,  because  it  has  been  observed  that  rheu- 
matic and  arthritic  states  show  vitamin  C defi- 
ciencies, and  salicylate  therapy  has  a tendency 
to  intensify  depletion  of  vitamin  C. 

'Proceedings  Soc.  Exp.  Bio.  Med..  1952,  v80,  51-55, 

G.  Cronheim,  et  al. 
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Something  New  for  the  Old 

The  Private  Pavilion  at  Kingsbridge  House 

(a.  unit  of  The  Home  for  Aged  and  Infirm  Hebrews  of  New  York) 

A complete  service  designed  for  temporary  or 
long-term  care  and  treatment  of  handicapped 
or  infirm  older  persons  . . . supervised  by  a 
large  resident  staff  of  graduate  physicians, 
nurses,  therapists  and  social  workers  all  highly 
skilled  in  the  science  of  geriatrics. 

• modern,  spacious  private  and  semi-private  accommodations 

• extensive  diagnostic  and  therapeutic  resources  available 

• carefully  planned  and  conducted  rehabilitation  programs 

• widely  diversified  recreational  services  and  facilities 

• residents  remain  under  the  care  of  their  personal  physician 


IV rite  for  Descrip- 
tive Brochure 


The  Private  Pavilion  at  Kingsbridge  House 

100  West  Kingsbridge  Road 

The  Bronx  68,  New  York  CYpress  8-9200 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION" 


Nil  CARP  ON 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


"FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
’ DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

presto-boro 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces.) 


' STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
aw  WEST  26 TH  ST..  NEW  YORK  1,  N.  Y. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


Upjohn 


* ; J 


l 


cortisone 

lor  inflammation, 

neomycin 

for  infection: 


Each  gram  contains: 


Cortisone  Acetate 15  mg. 

Neomycin  Sulfate 5 mg. 


(equivalent  to  3.5  mg.  neomycin  base) 

Available  in  1 drachm  tubes  with 
applicator  tip 

The  Upjohn  Company,  Kalamazoo,  Michigan 


Neosone 

Trademark 
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'Homicebrin’  now  provides  six  essential  vitamins  in 
a smooth,  palatable,  homogenized  mixture. 

Each  5 cc.  contain: 

Vitamin  A (Palmitate) 3,000  U.S.P.  units 

Thiamin  Chloride 1 mg. 

Riboflavin 1.2  mg. 

Vitamin  Bi2  (Activity  Equivalent).  . . 3 meg. 

Ascorbic  Acid 60  mg. 

Vitamin  D 1,000  U.S.P.  units 

Prescribe  the  4-ounce  or  the  economical  1-pint  bottle. 
There  is  no  increase  in  price. 


$$$$$$$$ 

VvXwAV 


Eli  Lilly  and  Company 

Indianapolis  6,  Indiana,  U.S.A. 
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For  the  prophylaxis  or  treatment  of 
multiple  vitamin  deficiencies  in  infants 
and  children. 


(HOMOGENIZED  MULTIPLE  VITAMINS,  LILLY) 
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Editorials 

Pneumonia  and  Influenza 


Pneumonia  and  influenza  are  hazards  to 
life  all  the  year  around,  according  to  the 
Statistical  Bulletin  of  the  Metropolitan  Life 
Insurance  Company,1  but  particularly  so  in 
the  winter  and  spring.  The  period  from 
December  through  April  is  that  in  which 
about  three  fifths  of  the  deaths  occur. 

About  fifteen  years  ago,  with  the  introduc- 
tion of  the  sulfa  drug  therapy,  the  death 
rate  from  both  influenza  and  pneumonia 
began  to  decline,  and  this  favorable  trend  is 
continuing  with  the  aid  of  antibiotics.  In 
the  past  eight  years,  says  the  same  source, 
the  death  rate  from  these  diseases  has  been 
reduced  “by  about  one  half.’’  Since  1936 
it  has  dropped  nearly  three  fourths. 

Yet  pneumonia  and  influenza  were  still 
responsible  for  more  than  51,000  deaths  in 
the  United  States  in  1951,  including  ap- 
proximately 3,000  deaths  from  pneumonia 
in  babies  under  four  weeks  of  age.  These 

1 November,  1952. 


diseases  claimed  some  21,000  more  lives  than 
did  tuberculosis  and  “were  outranked  only 
by  the  cardiovascular-renal  conditions  and 
cancer.” 

The  highest  death  rates  for  the  two  dis- 
eases are  among  the  very  young  and  the 
very  old.  And,  says  the  Bulletin,  attention 
needs  to  be  drawn  to  the  materially  higher 
death  rate  among  males  than  females.  The 
sex  differences  were  especially  high  just  past 
midlife,  the  rate  for  males  being  more  than 
three  times  that  for  females  among  white 
persons  at  ages  forty-five  to  fifty-four  years. 
Part  of  this  excess  male  mortality  in  the 
main  working  years  of  life  is  ascribed  to 
occupational  exposure.  The  ratio  of  the 
colored  to  the  white  death  rate  is  2.2  to  1 
among  males  and  even  higher  among  fe- 
males. Such  ratios  undoubtedly  reflect  to 
some  extent  differences  in  living  and  work- 
ing conditions  as  well  as  in  the  availability 
of  medical  care. 
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Deaths  from  pneumonia  and  influenza  are 
at  a minimum  in  August  and  September  and 
rise  steadily  to  a peak  in  the  late  winter  or 
early  spring  and  then  return  to  their  summer 
low.  It  is  pertinent  to  note  that  the  sea- 
sonal distribution  of  deaths  from  all  causes 
combined  is  similar  to  that  for  the  respira- 
tory infections.  Pneumonia  is  still  a major 
killer. 

It  should  be  realized,  as  the  Bulletin  points 


out,  that  various  forms  of  the  respiratory 
diseases  are  not  amenable  to  specific  therapy, 
that  there  are  yet  no  effective  immunization 
procedures,  and  that  there  is  no  guarantee 
that  a major  epidemic  will  not  strike  as  it 
has  at  times  in  the  past.  It  becomes  clear 
that  these  infections  continue  to  be  a public 
health  problem  of  major  proportions,  of 
which  the  medical  profession  should  take 
note. 


Current  Editorial  Comment 


Of  This  and  That.  It  would  appear  that, 
at  least  in  this  country,  women  are  on  the  in- 
crease. The  news  release  of  the  A.M.A.* 1 
goes  into  the  reasons  for  this  state  of  affairs. 
We  are  here  not  so  much  concerned  with  the 
reasons  as  the  fact  itself.  Says  the  release, 
“For  the  first  time  in  American  history,  the 
1950  census  revealed  there  are  more  women 
than  men  in  our  nation’s  population  .... 
1,430,000  more  women  to  be  exact.”  It  ap- 
pears that  since  the  contributing  factors  are 
continuing,  this  excess  will  become  even 
larger  in  the  future. 

Another  item  appears  in  the  Statistical 
Bulletin:2  “The  death  rate  for  the  first  nine 
months  was  6.6  per  1,000,  or  the  same  as 
that  a year  ago.  Only  once  before — in  1950 
— -was  a lower  mortality  recorded  for  this 
period  of  the  year.  Moreover,  the  current 
low  record  has  been  achieved  despite  the 
protracted  heat  of  the  summer  and  the 
losses  in  the  Korean  War.” 

The  prospect  of  a woman’s  world  seems 
thus  to  be  good.  We  are  not  among  those 
who  might  be  appalled  at  the  prospect. 
Neither  does  the  New  England  Journal  of 
Medicine  seem  downcast.  Editorially  it 
ommented:3 


in  1946,  female  immigrants  outnumbered 
males  by  3 to  1.  The,  emigration  of  males, 
moreover,  has  exceeded  that  of  females  2 to  1 
in  the  last  two  decades,  to  say  nothing  of  the 
war  dead  that  have  lightened  still  further  the 
masculine  scale  of  this  balance. 

In  these  days  of  intense  political  awareness 
it  can  be  but  a short  time  before  the  women  of 
the  land  discover  in  whose  hands  the  power 
lies.  With  a clear  distaff  majority  at  the  polls, 
an  enlightened  matriarchate  may  well  super- 
sede the  possibly  impending  welfare  state. 


Both  sexes  have  shown  a definite  improve- 
ment in  mortality,  but  with  a growing  excess 
of  long-surviving  females  over  the  males. 
Other  factors  have  been  a shift  in  the  sex  pat- 
tern of  immigration,  from  preponderantly 
males  to  preponderantly  females — a trend  ac- 
celerated by  the  influx  of  war  brides — until, 


1 November  21,  1952,  p.  2. 

1 Metropolitan  Life  Insurance  Co.,  October,  1952,  p.  6. 

* November  27,  1952. 


With  Mrs.  Oveta  Culp  Hobby  replacing 
Oscar  Ewing  as  head  of  the  Federal  Security 
Agency  and  Mrs.  Ivy  Baker  Priest  as 
Treasurer  of  the  United  States  in  the  next 
administration,  the  growing  influence  and 
importance  of  the  women  in  this  country’s 
affairs  seem  to  be  presently  recognized.  If 
there  are  to  be  more  women  than  men  in  the 
population  let  them  be  busy  about  the  na- 
tion’s business. 

It  is  alleged  that  the  women’s  votes  were 
highly  influential  in  bringing  about  a change 
in  administration.  A certain  danger  lies  in 
the  possibility  that  this  large  and  growing 
body  of  voters  may  not  follow  up  their  ini 
tial  activity  with  probing  fingers.  A mere 
change  is  not  enough.  It  must  be  a change 
for  the  better,  a change  to  the  advantage  of 
the  nation,  a change  benefiting  all  segments 
of  the  population,  not  merely  some  at  the 
expense  of  others.  This  means  study  and 
more  study,  inquiry  and  more  inquiry,  and. 
above  all,  persistent  follow-up.  A new  broom 
may  sweep  clean,  but  there  is  a certain  risk 
also  in  the  “house  that  is  swept  and  gar- 
nished.” 


President’s  Page 

The  precious  intellectual  heritage  of  the  scientist’s  curios- 
ity, drive,  and  systematic  discipline  in  trying  to  learn  all 
possible  of  life  processes  is  thrown  into  sharp  relief  by  perusal 
of  a modern  textbook  on  chiropractic. 

One  is  rather  amused  to  learn  that  the  human  has  not  yet 
become  adjusted  to  his  present  mode  of  living  and  cannot 
successfully  cope  with  the  disadvantages  it  entails;  that  the 
air  he  breathes,  the  positions  which  his  occupations  make 
necessary,  the  food  he  eats,  and  all  the  deleterious  influences 
of  his  artificial  life  reflexly  produce  vertebral  subluxations; 
that  while  some  of  these  subluxations  are  adjusted  during 
sleep,  those  which  are  not  automatically  replaced  form  the 
foundations  for  disease. 

The  medical  scientist  has  been  gratified  and,  it  appears, 
deluded  by  thinking  that  control  of  many  diseases  and  greatly 
increased  longevity  mean  that  man  is  doing  all  right  in  his 
shift  over  from  natural  to  artificial  life. 

The  physician  is  a bit  bewildered  by  being  told  that  his 
system  of  therapy  is  based  on  his  belief  that  symptoms 
represent  depravity  on  the  part  of  nature — an  effort  of  nature 
to  destroy  the  individual — and  that  the  true  approach  in  therapy  is  to  assist  nature  in  her 
efforts  to  rehabilitate  various  diseased  parts  of  the  organism  by  restoration  of  nerve  force 
through  spinal  adjustment.  However,  he  promptly  recovers  from  his  bewildering  depres- 
sion on  learning  that,  as  a result  of  the  concussion  of  forces  incident  to  the  application  of  the 
Chiropractic  thrust,  there  is  a condensation  of  the  ions  composing  the  nerve  cell  which  has 
suffered  a lack  of  cohesion  of  its  elements  by  vertebral  subluxation. 

The  bacteriologist  and  epidemiologist,  on  learning  the  primary  cause  of  all  contagious 
and  infectious  diseases  to  be  subluxation  of  vertebrae,  are  provided  with  a much  simpler 
approach  to  their  investigations.  Periodic  health  examinations,  multiple  screening  surveys, 
cancer  detection,  and  epidemiologic  studies  of  cardiovascular  degenerations  can  now  be 
carried  on  without  expensive  apparatus  or  even  a roof,  in  the  pleasant  atmosphere  of  a 
grove  or  beside  a spring,  by  the  simple  expedient  of  reversing  our  upper  clothing  so  that  it 
opens  behind  rather  than  in  front,  so  that  the  educated,  palpating  index  finger  can  gain 
ready  access  to  the  back  for  spinal  analysis. 

Malalignment  of  the  vertebrae — that’s  the  keynote.  To  be  sure,  it  is  necessary  to 
find  not  only  malalignment  of  the  spinous  processes  by  palpation,  but  also  of  the  articular 
processes  in  the  cervical  region,  of  the  transverse  processes  in  the  dorsal  region,  and  the 
tubercles  on  the  articular  processes  and  pedicles  of  the  lumbar  region.  That  ought  to  be 
easy  for  an  index  finger  skilled  in  legerdemain.  In  fact,  with  a little  practice,  it  can  prob- 
ably be  accomplished  by  a good  man  without  unbuttoning  the  examinee’s  clothing. 

Although  all  other  symptoms  and  signs  are  of  subsidiary  importance,  there  are  some 
clever  ancillary  possibilities.  It  is  said  that  tenderness  and  thickening  of  the  sheath  which 
•ontains  the  spinal  nerve  and  blood  vessels  can  usually  be  detected  in  the  presence  of  sub- 
luxation, by  passing  the  index  finger  downward  along  the  laminae,  where  the  nerve  will  be 
:elt  to  roll  beneath  the  finger.  Then,  there  is  the  increased  temperature  of  the  skin  over  the 
subluxated  segment  if  the  subluxation  is  acute  or  of  a serious  nature  and  decreased  tempera- 
ture if  the  subluxation  is  chronic. 

These  overwhelming  grandeurs  in  Nature’s  devotees  may  well  elevate  their  business 
to  an  art,  but  hardly  to  a science.  In  spite  of  all  the  happiness  and  satisfaction  which  my 
numerous  correspondents  say  that  chiropractors  give  them  after  physicians  have  failed, 
there  is  one  thing  sure.  We  can’t  both  be  right  in  our  approaches  to  the  nature,  causes, 
and  attempted  relief  of  human  ailments. 
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The  true  scientist  spends  his  life  searching  out  facts  and  factual  relationships.  He  1 
does  this  without  fear.  Even  though  the  facts  prove  to  be  disagreeable,  he  faces  them. 
He  has  no  resentment  against  those  who  force  him  to  think  of  disagreeable  facts.  Many 
people,  on  the  other  hand,  so  dread  disagreeable  facts  that  they  prefer  being  deluded  to 
knowing  a disagreeable  truth.  Some  even  go  so  far  as  to  deny  the  existence  of  evil  and  to 
insist  that  all  is  good. 

Scientific  medicine  recognizes  that  its  work  is  anything  but  complete,  but  in  its  reliance 
on  the  scientific  method  it  manifests  an  honest  approach  to  the  problems  involved  in  human 
distress.  It  assumes  nothing.  Even  its  hypotheses  and  theories  are  merely  mechanisms 
to  give  direction  to  investigation.  It  accepts  disproof  and  proof  with  equal  equanimity, 
but  it  rejects  utterly  the  introduction  of  undemonstrable  assumption  and  fraud  from  its 
intellectual  processes. 

It  is  high  time  that  our  State  government,  almost  all  of  whose  officials  are  keenly 
interested  in  the  health  and  welfare  of  the  people,  arrange  to  have  a highly  qualified  body 
of  men  and  women  make  a thorough  study  of  the  principles  and  procedures  of  the  various 
groups  participating  in  the  Healing  Arts  and  come  to  sound  conclusions  on  the  issue  which 
is  joined  between  science  and  assumption,  before  giving  the  official  stamp  of  approval  to 
cultists  by  licensing  them  to  continue  their  unscientific  treatment  of  disease  just  because 
they  make  a few  people  feel  better. 
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DIAGNOSIS  IN  CANCER  OF  LARYNX 

Hayes  Martin,  M.D.,  New  York  City 
( From  the  Department  of  Surgery,  Memorial  Hospital) 


THERE  is  probably  no  anatomic  form  of 
cancer  in  which  unavoidable  delay  in 
diagnosis  may  be  more  readily  demonstrated 
than  in  malignant  tumors  of  the  larynx. 
There  are  only  three  important  symptoms, 
namely,  hoarseness  in  cancer  of  the  intrinsic 
larynx  (vocal  cords,  ventricles,  and  sub- 
glottic area),  and  either  persistent  mild  dys- 
phagia or  the  appearance  of  cervical  metasta- 
sis in  cancer  of  the  extrinsic  larynx  (epiglot- 
tis, aryepiglottic  folds,  arytenoids,  and  post- 
cricoid area). 

Intrinsic  Larynx 

An  analysis  of  a large  number  of  cases  of 
cordal  cancer  reveals  that  the  majority  of 
patients  with  persistent  hoarseness  will  con- 
sult a doctor  within  six  weeks  of  the  onset  of 
this  symptom.  If  cancer  is  suspected  and 
proper  investigative  steps  are  taken,  the  true 
diagnosis  will  of  course  be  made  promptly  in 
all  instances.  Analysis  will  also  show,  how- 
ever, that  when  the  physician,  first  consulted 
for  hoarseness,  does  not  examine  the  vocal 
cords  but  only  prescribes  medication  (gar- 


gles, etc.)  there  is  an  average  delay  of  over  ten 
months  before  the  specific  diagnosis  of  cancer  is 
made.  The  patient  is  misled  by  the  reas- 
suring attitude  of  his  physician  that  his 
hoarseness  is  not  of  serious  significance,  and 
therefore  he  tends  to  procrastinate  for  weeks 
or  months  before  insisting  upon  relief.  It  is 
important  to  emphasize  both  to  the  medical 
profession  and  to  the  laity  that  persistent 
hoarseness  (over  two  weeks)  is  almost  always 
serious  in  character  and  that  it  is  imperative 
to  establish  the  cause. 

The  appearance  of  cords  when  the  chronic 
hoarseness  is  due  to  laryngitis  or  to  the  dif- 
fuse edema  and  swelling  oY  voice  strain  is 
characteristic,  and  in  such  cases  the  pos- 
sibility of  cancer  can  readily  be  eliminated  by 
simple  mirror  examination.  When  there  is 
a nonulcerated  nodule  on  the  free  edge  of  the 
cord  (mucus  polyp,  singers’  node),  or  when 
there  are  diffuse  hypertrophic  changes 
(pachydermia),  direct  laryngoscopy  with  the 
removal  of  the  polyp  or  a biopsy  specimen 
from  a suspicious  area  may  be  indicated. 
The  clinical  appearance  of  cancer  is  fairly 
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characteristic,  and  a reasonably  accurate 
though  tentative  diagnosis  of  cancer  can  be 
made  on  the  first  examination. 

Extrinsic  Larynx 

In  growths  of  the  extrinsic  larynx,  the 
early  symptoms  (mild  dysphagia  or  the  ap- 
pearance of  cervical  metastasis)  are  less  im- 
pressive than  the  hoarseness  of  cordal  cancer. 
Nevertheless,  the  patient  will  usually  consult 
his  physician  within  two  to  four  weeks  of  the 
onset.  The  patient  should  realize  that  the 
persistent  hoarseness  or  mild  dysphagia  is  not 
necessarily  due  to  a simple  cold  or  chronic 
tonsillitis,  and  that  the  “lump  in  the  neck” 
should  not  be  passed  off  simply  as  an  “en- 
larged gland”  from  infected  tonsils  or  carious 
teeth.  An  examination  of  the  throat  should 
be  made  by  one  experienced  in  this  procedure 
and  in  the  diagnosis  of  throat  ailments. 

Precocious  Cervical  Metastasis. — In  about 
20  per  cent  of  all  cases  of  cancer  of  the  ex- 
trinsic larynx,  the  first  symptom  is  the  ap- 
pearance of  what  the  patient  refers  to  as  a 
“lump  in  the  neck.”  Some  of  the  most 
tragic  instances  of  delayed  diagnosis  in  this 
form  of  cancer  are  due  to  the  failure  of  the 
physician  to  realize  that  asymmetric  enlarge- 
ment of  cervical  lymph  nodes  in  the  adult  is 
almost  always  cancerous  and  usually  due  to 
metastasis  from  a primary  growth  somewhere 
in  the  oral  cavity,  pharynx,  or  larynx.  When 
the  physician  is  not  familiar  with  the  fore- 
going, he  may  commit  one  or  more  of  the 
following  errors  in  the  management  of  the 
case  of  the  patient  who  consults  him  for  a 
“lump  in  the  neck”:  (1)  reassure  the  patient 
and  give  no  treatment  whatever,  (2)  remove 
tonsils  or  extract  teeth  with  a diagnosis  of  in- 
flammatory hypertrophy  of  a lymph  node, 
(3)  instruct  the  patient  to  massage  the 
“lump”  with  a widely  distributed  proprie- 
tary ointment  containing  iodine,  (4)  excise 
the  cervical  node  for  diagnosis  without 
search  for  a primary’  lesion.  Paradoxically, 
the  excision  of  a lymph  node,  even  though  it 
reveals  cancer,  does  not  expedite  but  rather 
may  delay  the  discovery7  of  a primary  lesion 
in  the  larynx,  pharynx,  or  oral  cavity.  It  is 


significant  that  cure  of  cancer  is  not  possible 
without  the  discovery  of  the  primary  growth. 
Briefly’  stated,  the  appearance  of  an  enlarged 
cervical  node  should  always  raise  the  ques- 
tion of  metastatic  cancer  and  should  call  for  a 
thorough  search  of  the  mouth  and  all  parts 
of  the  phary’nx  and  larymx  for  a primary’ 
growth,  which  in  some  instances  ma.v  be 
found  in  areas  below  the  level  of  the  clavicle. 


The  common  complaint  of  a choking  sen- 
sation, a “lump  in  the  throat”  (with  a finger 
pointing  to  about  the  level  of  the  hyoid 
bone),  has  long  been  known  as  globus  hys- 
tericus, especially’  when  it  occurs  in  women 
about  the  time  of  the  climacteric.  All  such 
cases  obviously7  call  for  mirror  inspection  of 
the  throat  to  rule  out  the  possibility  of  a 
growth.  Further  examination  by  endos- 
copy or  x-ray  examinations  must  remain  a 
matter  of  fine  judgment  on  the  part  of  the 
physician. 

There  are  several  lesions  occurring  in  the 
larynx  which  may’  simulate  cancer  clinically, 
namely,  benign  m ucus  polyps,  pachydermia,  pa- 
pilloma, tuberculosis,  and  syphilis.  Elaborate 
descriptions  have  been  published  in  the  past  to 
aid  in  the  clinical  differentiation  between 
such  diseases  and  laryngeal  cancer.  Even 
to  the  thoroughly’  experienced,  a differential 
diagnosis  based  on  clinical  characteristics 
alone  is  often  inaccurate.  In  doubtful 
cases  an  accurate  diagnosis  can  be  made  only7 
by  biopsy7. 

Biopsy’  of  lesions  of  both  intrinsic  and  ex- 
trinsic larynx  is  best  carried  out  by’  direct 
laryngoscopy,  although  in  some  cases  speci- 
mens can  be  readily’  removed  from  the  epi- 
glottis and  ary’epiglottic  folds  by7  a curved 
forceps  guided  by7  a laryngeal  mirror.  Lack 
of  immediate  facilities  or  experience  for  di- 
rect laryngoscopy  is  no  excuse  for  failure  to 
exclude  the  possibility7  of  cancer  by7  histologic 
examination.  In  doubtful  cases  it  is  the 
responsibility  of  the  first  doctor  consulted  to 
see  that  a biopsy  is  performed,  if  not  by  him- 
self, then  by7  a qualified  consultant. 


Differential  Diagnosis 


Life  is  a perpetual  instruction  in  cause  and  effect. — R.  W.  Emerson 


Cancer  of  the  Larynx  As  Seen 
Through  the  Laryngeal  Mirror 

The  lesions  shown  are  reasonably  early.  In 
the  more  advanced  stages,  the  appearance  is 
variable  and  often  somewhat  confusing  as  to 
the  exact  point  of  origin. 

Top  Row:  Cancer  of  the  Intrinsic  Larynx 

A.  Lesion  limited  to  about  one  third  of 
one  vocal  cord. 

B.  Spread  of  the  growth  into  the  anterior 
commissure  to  involve  the  opposite 
cord. 

C.  Further  progress  of  cordal  cancer. 
Middle  and  Bottom  Rows:  Cancer  of  the  Ex- 
trinsic Larynx,  showing  the  most  com- 
mon variations  in  point  of  origin. 

D.  Base  of  epiglottis. 

E.  Tip  of  epiglottis. 

F.  Lateral  aspect  of  epiglottis. 

0.  Epiglottis  and  aryepiglottic  fold. 

II.  Lateral  aspect  of  arytenoid. 

1.  Aryepiglottic  fold  and  arytenoid. 

J.  Postcricoid  region. 


Cancer  of  the  Intrinsic  Larynx 

Photograph  of  a surgical  specimen  removed  byr  total 
laryngectomy.  Hoarseness  is  the  initial  and  frequently 
the  only  symptom  in  cases  of  intrinsic  laryngeal  cancer 
(vocal  cords).  Note  that  the  growth  has  crossed  the 
anterior  commissure  to  involve  both  vocal  cords  and  has 
extended  into  the  adjacent  ventricle  up  to  the  base  of 
the  epiglottis. 


Cancer  of  the  Extrinsic  Larynx 

Photograph  of  a surgical  specimen  removed  by  total 
laryngectomy.  The  growth  is  confined  to  the  epiglottis 
and  the  only  symptom  complained  of  by  the  patient  was 
mild  discomfort  on  swallowing.  A clinical  diagnosis  of 
cancer  in  such  cases  can  only  be  made  by  examination 
with  a throat  mirror.  All  suspicious  lesions  should  be 
referred  for  biopsy. 


In  all  cases  of  persistent  hoarseness  a mirror  examination 
of  the  larynx  should  be  made  to  establish  whether  fur- 
ther tests  (endoscopy  and  biopsy)  are  necessary.  If  the 
physician  first  consulted  for  persistent  hoarseness  does 
not  discover  the  true  cause,  the  patient  with  early  cancer 
of  the  larynx  may  go  for  several  months  before  the  true 
diagnosis  is  established  and  treatment  begun. 


In  many  cases  of  larynx  cancer  the  primary  lesion  is 
“silent”  and  the  first  symptom  noted  by  the  patient  is  a 
“lump  in  the  neck.”  Unless  the  physician  first  consulted 
realizes  that  the  “lump  in  the  neck”  is  probably  meta- 
static cancer  and  that  in  all  likelihood  a primary  lesion 
is  present  somewhere  in  the  mouth,  larynx,  or  pharynx, 
a great  deal  of  time  is  lost  in  beginning  proper  treat- 
ment, and  the  chance  of  cure  is  always  lessened  and 
sometimes  completely  lost. 
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In  throat  infections— 


Bacitracin  and  Tyrothricin 

are  far  Better  together 


In  vitro  studies  demonstrate  bacitracin 
and  tyrothricin  together  are  many  times 
more  effective  than  either  antibiotic  alone. 
Tracinets®  Troches  also  contain  benzo- 


caine,  which  promptly  soothes  inflamed 
tissues  and  rapidly  relieves  the  irritation 
and  discomfort  of  the  throat. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 
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T racinets  are  particularly  useful  in  combating  mild.  The  potentiating  effect  of  tyrothricin 

afebrile  infections  of  the  oropharyngeal  area.  and  bacitracin  together  (as  combined 

in  Tracinets  Troches)  is  dramatic. 


Tracinets 


BAC1TRACIN-TYROTHR1CIN  TROCHES 


Pleasant-tasting  Tracinets  contain  bacitracin,  50 
units,  tyrothricin,  1 mg.  and  benzocaine,  5 mg. 
Supplied  in  vials  of  12  Troches. 


Use  of  these  potent,  topical  antibiotics  obviates  the 
danger  of  sensitizing  the  patient  to  antibiotics  that 
are  usually  employed  for  systemic  effect. 
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NEOHYDRIN 

THE  DIURETIC  TABLETS  THAT  WORK  J J 

. LIKE  AN  INJECTION 


lifetime  therapy  — 


now  to  use  this  new  drug 


Q> 


neohydrin  helps  keep  the  cardiac  patient  in 
fluid  and  electrolyte  balance  for  his  lifetime 
— a lifetime  that  might  be  impossible  with- 
out such  control  of  water  and  salt  metabolism. 

day  in,  day  out  diuresis  — 

NEOHYDRIN  daily,  maintains  a steady,  unin- 
terrupted diuresis.  This  allows  more  liberal 
salt  intake  which  benefits  the  patient  psycho- 
logically. Even  more  important,  liberalized 
salt  intake  permits  the  daily  physiologic  in- 
take and  output  of  sodium  required  by  the 
body  and  safeguards  against  salt  depletion. 


Maintenance  of  the  edema-free  state  has  been  accom- 
plished with  as  little  as  one  neohydrin  Tablet  a day. 
Often  this  dosage  of  neohydrin  will  obtain  per  week 
an  effect  comparable  to  a weekly  injection  of  MERCU- 
HYDRIN.®  When  more  intensive  therapy  is  required  one 
tablet  or  more  three  times  daily  may  be  prescribed  as 
determined  by  the  physician. 

Gradual  attainment  of  the  ultimate  maintenance  dosage 
is  recommended  to  preclude  gastrointestinal  upset  which 
may  occur  in  occasional  patients  with  immediate  high 
dosage.  Though  sustained,  the  onset  of  neohydrin 
diuresis  is  gradual.  Injections  of  mercuhydrin  will  be 
initially  necessary  in  acute  severe  decompensation. 
Contraindicated  in  acute  nephritis  and  nephrosclerosis. 
Any  patient  receiving  a diuretic  should  ingest  daily  a 
glass  of  orange  juice  or  other  supplementary  source  of 
potassium. 


prescribe  neohydrin  when  indicated  in 

congestive  heart  failure  • recurring  edema  and  ascites  • cardiac  asthma  • hypertensive  heart  disease 
dyspnea  of  cardiac  origin  • arteriosclerotic  heart  disease  • fluid  retention  masked  by  obesity  • and, 
for  patients  averse  to  their  low-salt  diet. 


TRADEMARK  APPLIED  FOR 


packaging  Bottles  of  50  tablets.  There  are  18.3  mg. 
of  3-chloromercuri-2-methoxy-propylurea  in  each  tablet. 


In  redea^c/t 
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Scientific  Articles 


THE  SURGICAL  TREATMENT  OF  CANCER  OF  THE  TONGUE 


William  F.  MacFee,  M.D.,  New  York  City 


( Director  of  Surgery  and  Attending  Surgeon,  St.  Luke’s  Hospital ) 


CARCINOMA  assumes  one  of  its  most 
dreaded  forms  when  it  affects  the  tongue. 
It  is  there  in  a position  from  which  it  can  ex- 
tend localty,  causing  great  discomfort  and  dis- 
ability, and  spread  to  the  vital  structures  of 
the  neck.  If  not  completely  eradicated,  it 
eventually  kills  the  unfortunate  host  in  a most 
unpleasant  manner. 

Distribution 

Carcinoma  is  primarily  a disease  of  the 
second  half  of  the  normal  life  span,  but  it  is 
by  no  means  unknown  in  the  younger  age 
group.  Although  its  incidence  is  low,  it  does 
occur  as  early  as  the  second  decade,1,2  and 
has  been  reported  even  in  the  new  born.3 
It  occurs  in  all  races  and  in  all  climates.  It 
affects  men  more  often  than  women,  the  ratio 
being  approximately  five  to  one.  In  1930, 
Lane-Claypon4  gave  the  incidence  of  carci- 
noma of  the  tongue  in  women  as  9.8  per  cent 
of  the  total;  in  1937,  Morrow6  and  Martin6 
reported  the  incidence  in  women  as  14  per 
cent  and  14.5  per  cent,  respectively;  in  1952 
Lyall  and  Schetlin  found  women  comprising 
29  per  cent  of  their  cases.7  While  no  definite 
conclusions  can  be  drawn  from  these  figures, 
they  at  least  suggest  an  increase  in  the  inci- 
dence of  carcinoma  of  the  tongue  in  women. 

Etiology 

The  disease -may  occur  in  more  than  one 
member  of  a family,  but  there  appears  to  be  no 
definite  hereditary  tendency.  Its  occurrence 
depends  far  more  upon  what  tfie  individual 
does  than  upon  what  his  ancestors  did.  For- 
tunately, it  is  in  a large  measure  a preventable 
disease.8  The  essential  cause  of  cancer  of  the 
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tongue,  like  that  affecting  other  parts  of  the 
body,  is  as  yet  not  known,  but  factors  which 
favor  its  development  are  known  and  have  been 
known  almost  as  long  as  medicine  has  been  a 
science.  The  part  played  in  the  initiation  of 
the  disease  by  neglected  teeth,  the  mechani- 
cal irritation  of  improperly  fitting  dental  ap- 
pliances, alcohol,  and  particularly  by  the  ther- 
mal and  chemical  irritation  of  tobacco  is  too 
well  established  to  be  doubted. 

The  extent  to  which  the  development  of 
carcinoma  of  the  mouth  and  tongue  can  be 
influenced  by  chronic  irritation  has  been  strik- 
ingly brought  out  by  Somerville9  in  a report 
from  the  London  Mission  Hospital  in  Ney- 
yoor,  Travancore,  South  India,  an  area  where  a 
quid  composed  of  tobacco,  lime,  betel  leaf, 
and  areca  nut  is  kept  almost  constantly  in  the 
mouths  of  a large  part  of  the  population. 
During  the  years  1923  to  1942,  inclusive,  in 
this  hospital  of  200  beds,  4,853  patients  were 
operated  upon  for  epithelioma  of  the  mouth, 
623  of  the  cases  being  cancer  of  the  tongue. 
Certain  diseases,  such  as  syphilis  and  diabetes, 
which  favor  the  occurrence  of  glossitis  and 
lower  the  healing  potentialities  of  the  tongue, 
also  appear  in  some  cases  to  be  partly  respon- 
sible for  the  disease. 

Leukoplakia,  certainly  in  many  cases,  is  a 
forerunner  of  cancer.  The  cause  of  leuko- 
plakia is  not  really  established,  but  this  condi- 
tion along  with  other  changes  in  the  lingual 
mucosa  favoring  cancer,  such  as  atrophy  or 
hypertrophy  of  the  papillae,  vascular  injec- 
tion, epithelial  erosion,  and  fissures,  may  be 
due  to  deficiency  of  vitamin  B complex,  as 
suggested  by  Keyes10  and  by  Martin  and 
Koop.11  Darby  has  shown  that  similar 
changes  may  be  due  to  iron  deficiency  alone.12 
An  individual  may  have  any  or  all  of  the  condi- 
tions that  favor  the  development  of  cancer 
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and  yet  never  have  the  disease,  and  it  is  upon 
this  fact  that  the  negligent  individual  bases 
optimism  concerning  his  own  chances  of  escap- 
ing cancer.  Without  optimism  and  some  spirit 
of  daring,  life  would  be  dreary  indeed,  but  in 
this  situation  faith  in  one’s  luck  may  lead  to  a 
regrettable  outcome.  Intensive  studies  in 
the  complicated  fields  of  biophysics  and  chemis- 
try have  not  yet  given  us  the  basic  causes  of 
cancer  of  the  tongue,  or  cancer  elsewhere,  and 
until  the  real  causes  are  established  we  must 
do  what  we  can  to  eliminate  indirect  causes. 

Symptoms  and  Signs 

The  patient  who  suffers  from  the  condition 
for  which  we  have  no  better  name  than  “pain- 
ful tongue,”  or  who  accidentally  discovers 
that  the  dorsum  of  his  tongue  has  a black, 
hairlike  covering,  is  quick  to  seek  medical 
advice,  but  if  he  has  instead  a small,  hard, 
painless  plaque  on  the  margin  of  his  tongue  he 
is  likely  to  attribute  it  to  the  irritation  of  a 
tooth  and  either  do  nothing  about  it  or  con- 
sult his  dentist.  Fortunately,  most  of  our 
dentists  have  been  instructed  in  the  recognition 
of  cancer  and  refer  such  patients  at  once  to  a 
physician.  Symptoms  of  real  significance, 
which,  however,  may  not  impress  the  patient, 
are  excessive  salivation,  slight  awkwardness 
of  the  tongue  in  speech  or  in  swallowing,  and 
pain  in  the  tonsillar  region  or  in  the  ear  if  the 
lesion  involves  the  posterior  third  of  the 
tongue. 

Important  objective  signs  are  inability  to 
protrude  the  tongue  completely,  a deviation 
on  protrusion,  an  unnatural  dimple  or  fold, 
an  asymmetry,  and  the  presence  of  leuko- 
plakia, of  an  ulcer,  of  glossitis,  or  of  any  ab- 
normality that  is  known  sometimes  to  be  as- 
sociated with  cancer. 

Recognition  is  not  difficult  if  the  lesion  is 
discovered  and  if  it  is  a typical  hard,  gray, 
ulcer  with  elevated  borders.  The  occasional 
failure  of  diagnosis  is  often  due  to  the  fact 
that  the  average  busy  doctor  encounters 
cancer  of  the  tongue  but  rarely  in  his  practice 
and  may  not  see  more  than  half  a dozen  cases 
during  his  entire  career.  Unfortunately,  it  is 
also  true  that  he  may  have  gone  through  medi- 
cal school  without  once  having  seen  a carci- 
noma of  the  tongue. 

The  atypical  forms  of  lingual  cancer  offer 
greater  diagnostic  difficulties  and  may  be 
missed  or  incorrectly  diagnosed  by  a doctor  of 
considerable  experience.  Some  of  the  more 
troublesome  types  are: 

1.  The  innocuous-appearing  area  with  a 
fine,  grayish,  granular,  “frosty”  surface  and 
little  or  no  ulceration.  The  borders  are  ir- 


regular and  rather  indefinite.  If  ulceration 
is  present  it  is  likely  to  be  superficial  and  patchy 
and  not  at  all  like  the  sharply  outlined  ulcera- 
tion that  is  commonly  seen.  On  palpation 
there  is  only  slight,  superficial  induration.  This 
type  of  tumor  is  often  mistaken  for  benign 
leukoplakia  or  lichen  planus.  Its  true  nature 
may  be  suspected  from  the  presence  of  en- 
larged and  indurated  cervical  lymph  nodes. 
Slaughter  believes  that  certain  flat,  extensive, 
superficial  cancers  extend  by  a process  of  pro- 
gressive lateral  cancerization  rather  than  from 
a central  focus  and  that  there  is  a progressive 
conversion  of  more  or  less  normal  cells  to 
cancer  cells  at  the  periphery  of  the  tumor.13 

2.  The  concealed  cancer  which  shows  little 
external  evidence  of  its  existence.14  Lesions 
of  this  type  may  show  only  a slight  dimple  or 
groove  in  the  overlying  mucous  membrane, 
but  on  palpation  a hard  underlying  tumor  of 
considerable  proportions  may  be  revealed. 
They  are  found  most  often  in  the  angle  be- 
tween the  tongue  and  the  floor  of  the  mouth. 

3.  Carcinomas  at  the  base  or  root  of  the 
tongue.  These  tumors  are  often  missed  be- 
cause they  are  not  easily  seen  without  the  aid 
of  the  laryngeal  mirror  or  other  special  light- 
ing device.  When  so  visualized,  they  may  be 
mistaken  for  lymphoid  tissue  of  the  tongue, 
the  so-called  lingual  tonsil,  unless  frank  ulcera- 
tion is  present.  Their  true  nature  may  be 
suspected  if  there  is  partial  or  complete  fixa- 
tion of  the  epiglottis.  Palpation  reveals  the 
characteristic  induration,  which  in  these  cases 
is  a more  reliable  sign  than  the  appearance  of 
the  tumor.  The  presence  of  a carcinoma  in 
this  portion  of  the  tongue  is  often  brought 
to  light  through  the  discovery  of  enlarged, 
firm  lymph  nodes  in  the  neck. 

In  criticism  of  our  profession  it  must  be 
admitted  that  few  cancers  of  the  tongue  are 
discovered  by  physicians  during  the  course  of  1 
routine  physical  examinations.  In  the  great 
majority  of  the  cases,  the  patient  has  noticed 
something  wrong  and  calls  attention  to  the 
tongue.  It  is  perhaps  unfortunate  that  rou- 
tine inspection  of  the  tongue,  so  faithfully 
carried  out  for  other  reasons  by  the  old  family 
doctor,  is  now  frequently  omitted.  If  the 
tongue  were  more  frequently  and  more  care- 
fully examined,  a lead  to  the  existence  of  can- 
cer might  be  provided  and  an  earlier  diagnosis 
be  made. 

Diagnosis 

We  are  frequently  called  upon  today  for  a 
clinical  decision  as  to  whether  or  not  a lesion 
discovered  on  the  tongue  is  cancer.  Through  \ 
various  means  of  communication,  the  anxious 
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patient  has  been  warned  to  seek  medical  ad- 
vice if  he  has  any  one  of  a number  of  symptoms 
or  signs  that  may  be  associated  with  cancer. 
Perhaps  the  most  common  complaint  is  pain- 
ful tongue.  The  pain  is  usually  referred  to  the 
right  or  left  margin  and  is  described  as  being 
constant  and  associated  with  slight  soreness. 
This  condition  may  have  existed  for  weeks  or 
months.  Upon  examination  there  is  slight 
redness  of  the  papillae  with  little  else. 

Other  fairly  common  disorders  are  small 
papillary  fibromas,  hemangiomas,  veruccas, 
aphthous  ulcers,  hypertrophic  lymphoid  tissue 
at  the  base,  leukoplakia,  and  various  types  of 
glossitis.  Luetic  lesions  of  the  tongue  are 
becoming  increasingly  rare  and  in  the  course 
of  a few  years  may  disappear  altogether.  They 
may  be  mistaken  for  carcinoma,  but  more 
often  carcinoma  is  mistaken  for  lues.  Sero- 
logic tests  may  prove  that  the  patient  has 
lues,  but  they  do  not  prove  that  he  has  not 
cancer.  In  this  connection  the  greater  inci- 
dence of  cancer  of  the  tongue  in  luetics  should 
be  kept  in  mind. 

Tuberculous  ulcers  may  closely  simulate 
carcinoma,  but  these,  fortunately,  are  uncom- 
mon even  in  patients  with  active  pulmonary 
tuberculosis. 

In  leukoplakia  of  the  tongue,  particu- 
larly that  of  the  warty,  hyperkeratotic  type, 
there  is  always  the  question  as  to  whether  it 
is  still  a benign  keratosis  or  has  become  an 
invasive  tumor.  These  lesions  are  frequently 
multiple,  and  benign  and  malignant  forms 
may  exist  side  by  side.  In  the  questionable 
lesion,  differentiation  must  ultimately  depend 
upon  biopsy  and  histologic  examination. 

Pathology 

The  most  common  locations  for  carcinoma 
of  the  tongue  are  the  margins  of  the  anterior 
two  thirds,  the  margins  of  the  posterior  third, 
the  dorsum,  the  under  surface,  the  base,  and 
the  tip,  in  that  order.5  Typically,  the  car- 
cinoma is  an  ulcer  with  hard,  raised  edges, 
with  irregular  outline  and  a grayish,  granular 
base.  There  are  a number  of  variations,  some 
of  which  have  been  described. 

For  practical  purposes,  all  carcinomas  of  the 
tongue  are  of  the  squamous  cell  variety  with 
strong  metastatic  potentialities.  They  are 
graded  I,  II,  III,  and  IV,  Broder’s  classifica- 
tion, according  to  the  degree  of  departure  from 
the  normal  architecture  of  the  lingual  mucous 
membrane.  The  lesser  the  degree  of  change 
from  tire  normal,  the  less  is  the  tendency 
toward  metastasis.  Spread  of  these  tumors 
beyond  the  local  site  occurs  almost  entirely 
through  lymphatic  channels  and  rarely  extends 


beyond  the  neck.  Metastasis  to  the  cervical 
lymph  nodes  has  already  occurred  in  approxi- 
mately half  the  patients  when  they  first  pre- 
sent themselves  for  treatment.  The  highest 
incidence  of  metastasis  is  in  Grades  III  and 
IV,  but  Grades  I and  II  are  by  no  means  im- 
mune. An  outstanding  weakness  in  differen- 
tiation according  to  grades  is  the  fact  that 
certain  parts  of  a tumor  may  warrant  a classifi- 
cation of  Grade  I or  II  while  other  parts  of  the 
same  tumor  may  belong  in  Grade  III  or  IV. 
Grading,  therefore,  must  serve  as  a general 
guide  and  not  as  something  absolutely  to  be 
depended  upon. 

Treatment 

Prior  to  the  discovery  of  radium,  the  treat- 
ment of  carcinoma  was  almost  entirely  surgi- 
cal. As  soon  as  it  was  found  that  radium  was 
effective  in  destroying  or  retarding  the  growth 
of  certain  cancers,  including  those  of  the  tongue, 
“ many  surgeons,  discouraged  by  the  results  of 
their  own  efforts,  were  glad  to  throw  down 
their  scalpels  and  leave  the  field  to  the  radi- 
ologists. Beginning  about  1910,  an  era  of 
radiotherapy  followed  with  ever-increasing 
intensity  of  dosage  and  a multiplicity  of  ap- 
pliances and  technics  for  its  application.15 
High  voltage  x-ray  machines  were  developed 
which  could  deliver  irradiation  comparable 
to  that  of  radium  and  over  a wider  area. 

Irradiation  therapy  in  cancer  of  the  tongue 
had  its  greatest  success  in  the  treatment  of  the 
local  primary  tumor,  particularly  in  the  undif- 
ferentiated types,  Grades  III  and  IV,  which 
had  responded  poorly  to  surgery.  Radiation 
was  less  successful  with  Grades  I and  II  but 
in  heavy  dosage  gave  fairly  satisfactory  results. 
In  the  treatment  of  metastatic  implants  in  the 
cervical  lymph  nodes,  however,  irradiation, 
in  spite  of  many  variations  of  technic,  proved 
far  less  effective  than  with  the  primary  tumor.16 

The  present  trend,  in  this  country  at  least, 
is  again  in  favor  of  surgery  as  the  most  effec- 
tive treatment  of  lingual  cancer,  both  local 
and  metastatic,  and,  as  Fraser17  predicted 
they  might  do,  the  surgeons  who  so  gladly 
laid  down  the  knife  a few  years  ago  must  take 
it  up  again.  The  equipment  and  surgical 
facilities  of  all  kinds  are  better  today  than  ever 
before,  but  relatively  few  surgeons  are  well 
grounded  in  the  surgical  technic  and  manage- 
ment of  this  disease. 

Excision  of  the  Primary  Tumor.— Since  the 
vast  majority  of  carcinomas  of  the  tongue  are 
situated  along  its  lateral  margins,  the  technic 
of  removing  the  primary  growth  (as  illustrated 
in  Figs.  1,  2,  3,  and  4)  is  based  on  the  assump- 
tion that  the  tumor  is  marginal.  The  princi- 
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Fig.  1.  Method  of  controlling  tongue  by  means 
of  traction  sutures.  Outline  of  incision  for  removal 
of  tumor. 


pies  of  excision  are  essentially  the  same,  ir- 
respective of  the  exact  location  of  the  tumor. 

Procedure:  Intratracheal  anesthesia  given 

by  way  of  a tube  introduced  nasally  is  the  most 
satisfactory  anesthesia  for  this  purpose. 

The  patient  is  placed  on  the  table  with  the 
head  tilted  slightly  backward  so  that  the 
pharynx  is  at  a lower  level  than  the  trachea. 
This  position  helps  to  prevent  blood  from  going 
down  the  trachea  and  into  the  bronchi. 

The  mouth  is  kept  open  by  a-  unilateral  gag 
of  the  Denhardt  type  placed  in  the  side  of  the 
mouth  opposite  that  of  the  lesion;  the  lips 
on  the  affected  side  can  then  be  retracted 
freely  in  any  direction,  according  to  need. 

A heavy  suture  is  placed  through  the  tip 
of  the  tongue  so  it  can  be  drawn  forward  and 
controlled.  Additional  traction  sutures  are 
placed  in  the  tongue  medial  and  posterior  to 
the  tumor  so  the  tongue  can  be  lifted  up  out 
of  the  floor  of  the  mouth  and  be  brought  still 
farther  forward  and  stabilized  (Fig.  1).  A 
gauze  sponge  is  packed  loosely  in  the  pharynx. 

The  incision  about  the  tumor  is  begun  in  the 
floor  of  the  mouth  not  nearer  than  1.5  cm. 
from  the  margin  of  the  tumor  and  carried 
posteriorly  to  a point  at  least  1.5  cm.  beyond 
the  posterior  margin  of  the  tumor.  It  is 
likewise  extended  forward  to  a point  1.5  cm. 
or  more  beyond  the  anterior  margin  of  the 
tumor,  or  to  the  tip  of  the  tongue.  A second 
arcuate  incision  is  then  made  on  the  dorsum 
of  the  tongue  not  closer  than  1.5  cm.  to  the 
medial  margin  of  the  tumor  and  extended 
anteriorly  and  posteriorly  to  join  in  elliptic 
fashion  the  incision  made  in  the  floor  of  the 
mouth.  The  depth  of  the  primary  incisions 
outlining  the  area  to  be  removed  is  through 
mucous  membrane  only. 

The  incision  in  the  floor  of  the  mouth  is  then 


Fig.  2.  Development  of  lateral  incision  exposing 
lingual  artery. 


carried  slowly  and  carefully  downward  and 
medially,  clamping  and  tying  each  small 
vessel  as  it  is  encountered  (Fig.  2).  The  lin- 
gual artery  and  vein  can  be  identified  and  tied 
before  they  are  cut,  and  bleeding  is  kept  under 
control.  At  the  posterior  angle  of  the  wound, 
ascending  branches  of  the  lingual  artery  may 
be  cut  before  being  identified  but  should  offer 
no  great  difficulty.  Near  the  tip  of  the  tongue, 
anterior  branches  of  the  sublingual  artery  pass 
almost  vertically  between  muscle  planes  but 
are  easily  controlled.  With  the  main  blood 
supphT  of  half  the  tongue  secured,  the  medial 
incision  of  the  ellipse  is  carried  vertically  deeper 
until  it  meets  the  lateral  half  of  the  ellipse,  and 
the  excision  of  the  tumor  with  a surrounding 
zone  of  healthy  tissue  is  complete  ( Fig.  3). 

The  question  of  how  wide  a zone  of  appar- 
ently uninvolved  tongue  should  be  included  is 
troublesome,  because  one  is  anxious  to  excise 
the  tumor  completely  and  at  the  same  time 
to  do  no  more  damage  than  necessary.  In 
general,  1.5  cm.  of  healthy  tissue  on  all  sides 
is  sufficient,  but  with  a highly  malignant  type 
of  tumor  it  may  be  advisable  to  excise  more 
widely.  Semken18  regularly  did  a hemiglos- 
sectomy  irrespective  of  the  size  of  the  carci- 
noma, but  in  many  cases  this  appeared  to  be 
more  radical  than  necessary. 

The  defect  created  by  removal  of  the  Ungual 
tumor,  if  not  large,  can  be  satisfactorily  closed 
by  suturing  the  margin  of  the  tongue  to  the 
mucous  membrane  of  the  floor  of  the  mouth. 
(Fig.  4).  Large  defects  are  better  managed 
by  intraoral  skin  grafting.19  Split  grafts 
shaped  to  fit  the  defects,  sutured  in  place,  and 
protected  by  moist  saline  gauze  packing  may 
reasonably  be  expected  to  survive.  They 
promote  rapid  healing  with  a minimum  of 
scar  tissue  and  permit  considerable  mobiUtv 
of  what  is  left  of  the  tongue. 

If  the  tumor  has  extended  into  the  floor  of 
the  mouth  or  involves  the  mandible,  it  be- 
comes necessary  to  extend  the  zone  of  excision 
to  include  the  parts  involved.  The  excision. 
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Fig.  3.  Outline  of  incisions  encompassing  the 
tumor,  as  seen  in  cross  section.  Lingual  arteries  are 
seen  on  either  side. 


however,  should  not  be  unnecessarily  destruc- 
tive. There  is  no  point,  for  example,  in  com- 
pletely removing  half  the  mandible,  including 
the  articular  process,  when  only  a part  of  the 
horizontal  ramus  is  involved.  When  a seg- 
ment of  the  mandible  must  be  removed,  it  is 
advantageous,  if  future  repair  is  planned,  to 
bridge  the  defect  with  a Vitallium  or  tantalum 
splint  to  maintain  the  normal  positions  of  the 
remaining  fragments. 

Excision  of  the  Cervical  Lymph  Nodes. — 

Once  the  local  tumor  has  been  disposed  of,  the 
possibility  of  cervical  lymph  node  metastasis 
must  be  considered.  It  has  been  shown  re- 
peatedly that  in  cancer  of  the  tongue  the  re- 
gional lymph  nodes  are  involved  in  approxi- 
mately half  the  cases.  It  has  likewise  been 
shown  and  is  generally  admitted  that  the 
clinical  determination  of  node  involvement  by 
palpation  is  highly  erroneous;  involved  nodes 
are  thought  to  be  uninvolved  and  vice  versa. 
With  these  facts  in  mind  one  must  decide 
whether  he  will  remove  the  cervical  nodes  in 
all  cases,  in  order  to  get  those  with  metastatic 
lesions  too  small  to  be  detected  clinically,  or 
confine  his  surgery  to  nodes  that  are  clinically 
involved.  Some  surgeons  take  the  position 
that  the  routine  excision  of  the  cervical  nodes 
is  not  justifiable,  because  in  many  cases  the 
nodes  are  not  affected  and  in  others  the  pri- 
mary tumor  cannot  be  completely  removed 
or  destroyed.  They  emphasize  the  indispu- 
table fact  that  in  these  two  groups  of  cases 
many  futile  operations  are  performed.  It  is 
only  through  routine  neck  dissections,  how- 
ever, that  metastatic  tumors  are  discovered 
and  removed  in  the  early  stage,  and  few  will 
maintain  that  the  prospect  of  cure  of  cancer, 
primary  or  metastatic,  is  not  improved  by 
early  removal. 


Fig.  4.  Cross  section  of  tongue  showing  mucous 
membrane  of  dorsum  of  tongue  sutured  to  mucous 
membrane  of  floor  of  mouth  after  removal  of  tumor. 


Fig.  5.  Lateral  view  of  neck  demonstrating  an- 
terior, posterior,  and  submental  triangles. 


Anatomij:  Anatomically,  the  cervical  lymph 
nodes  likely  to  be  involved  in  metastatic 
carcinoma  of  the  tongue  are  grouped  in  the 
three  triangles  of  the  neck. 

1.  The  upper  or  anterior  triangle  (Fig.  5) 
is  bounded  above  by  the  mandible  and  an 
imaginary  line  joining  the  angle  of  the  mandible 
and  the  tip  mastoid  process  of  the  temporal 
bone,  and  medially  by  the  anterior  belly  of  the 
digastric  muscle,  the  sternohyoid  and  the  omo- 
hyoid muscles.  The  lower  angle  is  outlined 
by  the  crossing  of  the  omohyoid  muscle  over 
the  internal  jugular  vein  and  under  the  ster- 
nocleidomastoid muscle.  The  field  of  dis- 
section en  bloc  of  lymphatics  of  the  upper 
triangle  is  included  within  the  boundaries 
described.  The  depth  of  the  plane  of  dis- 
section is  marked  by  the  jugular  vein  or  the 
carotid  artery,  depending  upon  whether  the 
jugular  vein  is  sacrificed,  by  the  descending 
branch  of  the  hypoglossal  nerve,  and  by  the 
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Fig.  6.  Landmarks  which  serve  as  guides  to  mark 
depth  of  completed  dissection. 


digastric,  the  mylohyoid,  and  the  hyoglossus 
muscles. 

The  deep  landmarks  of  the  dissection  pos- 
terior to  the  jugular  vein  are  the  upper  por- 
tions of  the  splenius  capitis,  the  levator  scapu- 
lae, and  the  scaleni  muscles.  The  dissection 
ends  below  at  the  level  of  the  crossing  of  the 
jugular  vein  by  the  omohyoid  muscle.  The 
principal  lymph  nodes  in  the  upper  triangle 
are  the  subdigastric  or  carotid  group,  which 
lies  on  and  about  the  jugular  vein  immediately 
below  the  point  of  its  crossing  by  the  posterior 
belly  of  the  digastric  muscle,  the  parotid  group 
lying  in  close  relationship  to  and  partly  within 
the  lower  pole  of  the  parotid  salivary  gland, 
the  submaxillary  nodes  lying  below  the  man- 
dible immediately  in  front  of  and  behind  the 
external  maxillary  (facial)  artery,  the  omo- 
hyoid node,  usually  single,  which  lies  on  the 
jugular  vein  immediately  above  the  omohyoid 
crossing,  and  the  deep  chain  of  cervical  lymph 
nodes  embedded  in  the  fat  behind  the  jugular 
vein.  The  nodes  of  the  upper  triangle  most 
frequently  involved  in  metastatic  carcinoma 
from  the  tongue  are  those  of  the  subdigastric 
group,  the  omohyoid  node,  and  the  submaxil- 
lary nodes. 

2.  The  lower  or  posterior  triangle  of  the 
neck  (Fig.  5)  is  bounded  anteriorly  by  the 
sternocleidomastoid  muscle,  posteriorly  by  the 
anterior  border  of  the  trapezius  muscle,  and 
interiorly  by  the  clavicle.  The  field  of  lym- 
phatic dissection  is  included  within  these 
boundaries  and  extends  to  some  extent  under 
bounding  structures.  The  depth  of  dissection 
is  marked  anteriorly  by  the  sternothyroid  and 
the  scalenus  anticus  muscles,  in  the  mid-zone 
by  the  nerves  of  the  brachial  plexus  and  by  the 
anterior  and  medial  scaleni  muscles,  and  pos- 
teriorly by  the  splenius  capitis  and  the  levator 
scapuli  muscles.  The  lymph  nodes  most 


Fig.  7.  Types  of  incisions  used  for  neck  dissec- 
tion: (.4)  double- Y or  double  forked  incision;  ( B ) 
type  of  incision  recommended  by  Semken.20  Dotted 
line  indicates  extension  of  incision  for  lower  neck 
dissection.  ( C , 1 and  2)  Lateral  and  anterior  views 
of  long,  transverse  incisions  permitting  complete 
upper  and  lower  neck  dissections. 

frequently  involved  in  this  triangle  are,  in 
order  of  frequency,  the  group  situated  in  and 
about  the  angle  between  the  jugular  and  the 
subclavian  veins,  those  above  the  midclavicle 
and  in  the  vicinity  of  the  external  jugular 
vein  and  the  thyroid  axis,  and  the  nodes  im- 
bedded in  the  fat  between  the  brachial  plexus 
and  the  anterior  border  of  the  trapezius 
muscle. 

3.  The  submental  triangle  of  the  neck 
(Fig.  5)  is  the  triangular  space  bounded  later- 
ally by  the  anterior  bellies  of  the  digastric 
muscles  and  interiorly  by  the  level  of  the  hyoid 
bone.  As  a rule  three  lymph  nodes  are  found 
in  this  triangle,  one  at  the  apex,  one  at  the 
medial  border  of  the  right  digastric  muscle, 
and  one  at  the  medial  border  of  the  left  digas- 
tric. These  nodes  are  sometimes  involved  in 
cancers  situated  toward  the  tip  of  the  tongue, 
particularly  those  extending  into  the  floor 
of  the  mouth.  The  depth  of  dissection  in  this 
triangle  is  marked  by  the  anterior  portion  of 
the  mylohyoid  muscle  (Fig.  6). 

Technic:  The  detailed  technic  of  lymph  node 
dissection  in  the  various  triangles  of  the  neck 
cannot  be  fully  discussed  at  this  time.  A num- 
ber of  different  skin  incisions  have  been  de- 
scribed, popular  among  which  are  the  double 
forked  incision  (Fig.  7A)  and  the  combination 
of  transverse  and  longitudinal  incisions  favored 
by  Semken20  (Fig.  7B).  In  a few  recent  cases, 
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I have  used  the  single  or  double  long  trans- 
verse incisions  shown  in  Figs  7C-1  and  7C-2 
with  gratifying  results,  particularly  with  re- 
spect to  the  residual  scars.  After  the  skin 
incisions  have  been  made,  the  flaps  so  outlined 
are  raised  to  expose  the  field  of  dissection. 
The  flaps  usually  include  the  underlying  pla- 
tisma. 

The  dissection  in  the  upper  or  anterior 
triangle  is  best  begun  by  incising  the  fascial 
covering  of  the  sternocleidomastoid  muscle 
longitudinally  and  dissecting  it  off  the  anterior 
and  inferior  surfaces  to  the  posterior  margin  of 
the  muscle.  This  reveals  the  position  of  the  jugu- 
lar vein,  which  then  can  be  visualized  and  used 
as  a landmark  throughout  the  operation.  A 
similar  incision  is  then  made  over  the  sterno- 
hyoid and  omohyoid  muscles  and  carried  down 
to  where  the  omohyoid  crosses  the  jugular 
vein.  The  lower  angle  of  the  triangle  is  thus 
outlined,  and  the  ansa  hypoglossi  is  usually 
seen  crossing  the  jugular  vein  at  this  level. 
The  hypoglossal  branch  of  the  ansa  provides 
a guide  as  to  the  depth  to  be  maintained  dur- 
ing this  part  of  the  dissection.  Similar 
technics  are  employed  to  develop  the  parotid 
and  the  submaxillary  or  mandibulodigas- 
tric  angles  of  the  triangle,  following  which  the 
actual  removal  of  the  node-bearing  tissue  is 
begun  in  front  and  carried  back  over  the  jugu- 
lar vein  and  downward  behind  the  vein  to  the 
level  of  the  omohyoid  crossing. 

Dissection  of  the  lower  or  posterior  cervical 
triangle  is  begun  by  incising  the  fascia  of  the 
sternocleidomastoid  muscle  and  separating 
it  from  the  posterior  and  medial  surfaces  of 
the  muscle.  The  lower  segment  of  the  inter- 
nal jugular  vein  is  thus  exposed  down  to  its 
junction  with  the  subclavian  vein.  The  angle 
between  the  two  veins  which  often  harbors 
involved  lymph  nodes  is  cleared  by  reflecting 
the  contents  of  the  angle  laterally.  When 
dissection  of  the  lower  cervical  triangle  con- 
cerns the  left  side  of  the  neck,  the  angle  be- 
tween jugular  and  subclavian  veins  must 
be  approached  with  care  because  of  the  prox- 
imity to  the  thoracic  duct,  which  usually  as- 
cends approximately  3 cm.  upward  into  the 
neck  behind  the  jugular  vein,  then  swings 
laterally  and  dowmward  in  an  arc  to  enter  the 
venous  system  at  the  junction  of  the  jugular 
vein  with  the  subclavian. 

The  posterior  angle  of  the  lower  triangle 
which  is  formed  by  the  junction  of  the  trape- 
zius with  the  clavicle  is  then  developed,  and  the 
base  of  the  triangle  is  completed  by  reflecting 
the  soft  tissues  upward  and  away  from  the 
clavicle.  The  apex  of  the  triangle  lies  between 
the  upper  third  of  the  anterior  border  of  the 
trapezius  muscle  and  the  upper  third  of  the 


posterior  border  of  the  sternocleidomastoid 
muscle.  The  fat  and  fascial  contents  of  this 
angle  are  continuous  with  that  of  the  upper  or 
anterior  triangle  of  the  neck  and  may  be  re- 
moved in  continuity  with  it.  The  depth  of 
dissection  in  the  lower  triangle  is  determined  by 
the  scaleni  muscles,  the  brachial  plexus,  and  by 
the  splenius  capitis  and  the  levator  scapulae. 
Dissection  of  the  lower  triangle  may  be  done 
at  the  same  time  as  that  of  the  upper  triangle, 
but  the  combined  procedure  prolongs  the 
operation  by  about  two  hours  and  to  some 
extent  increases  the  risk  of  operative  fatality. 

Dissection  of  the  submental  triangle  is 
simple  and  requires  only  a few  minutes.  It 
is  usually  begun  along  one  of  the  digastric 
muscles  which  form  its  legs,  carried  to  the  apex 
where  the  two  muscles  insert  at  the  mandibular 
raphe,  and  down  the  opposite  leg  to  the  base, 
which  is  represented  by  the  body  of  the  hyoid 
bone.  The  depth  of  dissection  is  marked  by 
the  mylohyoid  muscle.  Clearance  of  the  sub- 
mental  triangle  is  usually  combined  with  an 
upper  cervical  triangle  dissection,  and  its 
contents  are  removed  in  continuity  with  those 
of  the  upper  neck. 

The  pattern  of  lymphatic  removal  from  the 
neck  is  finally  determined  by  the  extent  of 
gross  involvement  by  tumor. 

If  metastasis  to  the  lymph  nodes  is  not 
clinically  obvious  or  if  it  is  sufficiently  limited 
to  permit  clean  dissection  and  removal  en 
bloc  without  cutting  through  tumor,  I can  see 
little  reason  for  excising  the  sternocleido- 
mastoid muscle,  the  spinal  accessory  nerve, 
and  the  jugular  vein,  except  to  facilitate  the 
operative  procedure.  Such  favorable  condi- 
tions are  not  likely  to  exist,  however,  if  one 
waits  until  cervical  node  metastasis  is  a cer- 
tainty. 

If,  on  the  other  hand,  metastasis  is  so  ad- 
vanced that  the  tumor  is  inseparable  from  other 
structures,  such  as  the  jugular  vein  or  sterno- 
cleidomastoid muscle,  these  structures  must 
be  removed  with  the  tumor,  as  recommended 
by  Crile  in  1906. 21  Bilateral  removal  of  the 
jugular  veins  is  not  without  risk  unless  there 
is  an  interval  of  several  weeks  or  months  be- 
tween operations.22  Sacrifice  of  any  part  of 
the  common  or  internal  carotid  artery  is 
likely  to  be  a matter  of  serious  consequence  and 
frequently  causes  hemiplegia. 

Presentation  of  the  basic  principles  pertain- 
ing to  the  surgical  treatment  of  cancer  of  the 
tongue  leaves  unanswered  the  questions  of 
what  should  be  done  in  the  individual  case  and 
to  what  extent  the  answer  should  be  influenced 
by  such  factors  as  the  age  and  state  of  health 
of  the  patient  or  by  the  size,  duration,  and 
metastatic  proclivities  of  the  tumor.  No 
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universal  rules  can  be  catalogued.  In  theory, 
every  carcinoma  of  the  tongue  should  be  widely 
excised,  and  a bilateral  complete  excision  of 
the  upper  and  lower  cervical  lymph  nodes 
should  be  carried  out.  In  practice  these  proce- 
dures involve  at  least  three  major,  although 
not  necessarily  dangerous,  operations.  Xot 
all  patients  will  submit  to  this  plan  of  treat- 
ment, and  not  all  surgeons  have  the  convic- 
tion, the  patience,  and  the  will  to  subscribe 
completely  to  it.  The  result  is  that  few  pa- 
tients with  carcinoma  of  the  tongue  are  treated 
in  a completely  rational  manner.  I believe, 
however,  that  the  surgeon  will  have  fewer 
regrets  if  he  recommends  and  carries  through 
with  what  he  knows  really  should  be  done.  It 
is  not  a kindness  to  spare  a patient  an  operation 
and  at  the  same  time  leaA'e  him  exposed  to  the 
very  real  possibility  of  lymph  node  metastasis. 

Results 

The  results  of  surgical  treatment  are  ex- 
tremely difficult  to  determine  because  no  large 
series  of  consecutive  cases  treated  consistently 
by  a standard  plan  of  procedure  is  available 
for  study.  In  carcinoma  of  the  breast  a basic 
operation  is  carried  out  in  nearly  all  cases, 
but  this  is  not  true  of  cancer  of  the  tongue. 
In  some  cases,  excision  of  the  primary  lesion 
is  combined  with  homolateral  upper  neck 
dissection  alone;  in  others  a bilateral  upper 
neck  dissection  is  done;  in  a third  group  a 
complete  neck  dissection  is  done  on  the  side 
of  lesion  and  an  upper  neck  dissection  on  the 
opposite  side.  Complete  bilateral  neck  dis- 
section is  done  in  relatively  few  cases. 

The  effect  of  this  multiplicity  of  procedures 
is  to  divide  the  total  number  of  cases  into 
groups  so  small  that  they  are  unsuitable  for 
statistical  study.  Great  variations  in  the 
extent  of  the  primary  tumor  and  in  grades  of 
malignancy  further  complicate  the  results. 

In  most  clinics  an  attempt  is  made  in  the 
individual  case  to  fit  the  operation  to  the  extent 
of  the  disease,  and  results  based  on  this  ap- 
proach to  the  problem  are  available. s-7,15'16,23 
Although  the  operative  procedures  have  not 
been  uniform,  they  have  been  in  each  instance 
the  operation  considered  appropriate  for  the 
particular  case. 

With  respect  to  the  primary  tumor,  it  is 
obvious  from  collected  reports  that  in  ap- 
proximately half  the  cases  that  appear  for 
treatment  there  is  failure  completely  to  excise 
or  destroy  the  lingual  cancer.  The  five-jrear 
survival  rate  in  patients  without  cervical 
metastasis  does  not,  as  a rule,  exceed  50  per 
cent.  In  general,  the  five-year  arrests  in 
patients  without  cervical  lymph  node  metasta- 
sis have  been  approximately  45  per  cent. 


In  patients  with  proved  cervical  lymph  node 
metastasis  the  five-year  arrests  have  been 
approximately  15  per  cent.  The  five-year 
survival  rate  in  patients  with  bilateral  cervical 
metastasis  has  not  been  determined,  but  un- 
doubtedly it  is  low. 

Conclusion 

1.  Cancer  of  the  tongue,  which  was  first 
a surgical  problem  and  then  a radiation  prob- 
lem. is  now  becoming  a surgical  problem 
again. 

2.  Surgeons  who  a few  years  ago  so  gladly 
surrendered  the  care  of  this  disease  to  the 
radiologists  must  now  relearn  the  surgical 
treatment  of  cancer  of  the  tongue,  particu- 
larly the  part  pertaining  to  neck  dissection. 

3.  The  results  of  surgical  treatment,  while 
far  from  ideal,  are  superior  to  the  results  of 
radiation  therapy,  particularly  with  respect 
to  cervical  lymph  nodes.  Carcinomas  of  the 
posterior  third  of  the  tongue,  however,  are 
frequently  of  a highly  undifferentiated  type 
and  respond  better  to  competent  radiation 
than  to  surgery. 

4.  Cancer  of  the  tongue,  like  cancer  else- 
where, does  not  always  follow  the  logical  course 
of  progression,  but  until  more  is  known  about 
the  disease  we  must  be  logical  in  our  attack 
upon  it. 

5.  Complete  excision  or  destruction  of  the 
primary  carcinoma  with  subsequent  bilateral 
dissection  of  the  cervical  lymph  nodes  appears 
to  offer  the  patient  with  cancer  of  the  tongue 
his  best  chance  of  survival. 
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THE  INFLUENCE  OF  MODERN  ANTIBIOTICS  ON  ABDOMINAL 
SURGERY 

Roswell  K.  Brown,  M.D.,  Buffalo,  New  York 

( From,  the  Department  of  Surgery,  University  of  Buffalo  School  of  Medicine ) 


THE  first  decade  of  widespread  use  of  the  anti- 
biotics witnessed  considerable  extension  of 
abdominal  surgery.  Because  of  lack  of  conclu- 
sive control  data,  it  is  difficult  to  evaluate  the 
role  of  the  antibiotics  in  these  recent  advances. 
Benefit  accrues  from  other  improvements,  such 
as  the  application  of  sound  physical  principles  in 
treating  and  preventing  gastrointestinal  disten- 
tion, anesthesia,  intravenous  administration  of 
fluids,  salts,  carbohydrates,  proteins,  vitamins, 
plasma,  and  blood.  Although  we  cannot 
differentiate  sharply  between  the  effects  of  these 
various  modern  surgical  improvements,  we  should 
find  interest  and  benefit  in  attempts  to  analyze 
and  understand  the  changes  of  our  times. 

Antibiosis  is  the  phenomenon  of  antagonistic 
action  of  living  organisms  upon  each  other.  The 
clinical  antibiotics  are  the  substances  obtained 
from  fungi  and  bacteria  which  are  used  with 
relative  safety  therapeutically  or  prophylacti- 
cally  against  the  pathogenic  micro-organisms. 
The  antibiotics  in  general  use  are  derived  from 
the  green  mold  Penicillium  and  various  Strepto- 
mycetes.  The  sulfonamides,  Furacin,  Zephiran, 
hexachlorophene,  etc.,  are  synthetic  products 
not  produced  by  microbes;  they  are  not  anti- 
biotics in  the  strict  sense  of  the  term. 

Abdominal  surgery  had  reached  an  advanced 
state  of  development  before  the  advent  of  anti- 
biotics, and  it  has  shown  relatively  little  change 
since.  This  is  in  marked  contrast  to  certain 
other  branches  of  surgery;  for  example,  such 
infections  as  acute  mastoiditis,  peritonsillar 
abscess,  and  pleural  empyema  have  become  rare. 
A sudden  drop  in  the  incidence  of  these  infections 
occurred  in  the  sulfonamide  era  before  the  use  of 
antibiotics.  There  has  been  no  comparable 
recent  change  in  abdominal  surgery,  except  for  a 
great  reduction  in  the  incidence  of  gonorrheal 
salpingitis,  a reduction  which  also  appeared  in 
the  sulfonamide  era. 

The  history  of  surgery  has  perhaps  been  influ- 
enced by  the  fact  that  the  peritoneal  cavity, 
which  contains  bacteria-filled  intestines,  is  more 
resistant  to  infection  than  most  of  the  tissues 
of  the  body.  In  general,  surgical  diseases  of  the 
abdomen  are  not  primarily  infectious  or  bacterial 
in  origin  but  mechanical  in  nature,  traumatic, 
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Fig.  1.  No  change  of  trend  when  penicillin  came 
into  widespread  civilian  use,  1945  to  1946. 


developmental,  degenerative,  and  neoplastic; 
bacteria  play  only  secondary  roles. 

The  death  rate  from  appendicitis  shows  a 
rather  consistent  decline  in  recent  years;  only 
a small  part,  if  any,  of  this  improvement  can 
reasonably  be  attributed  to  the  antibiotics  (Fig. 
1).  Our  hospital  statistics  on  peritonitis  show  a 
fairly  constant  incidence  rate  and  mortality 
rate  for  the  past  decade,  during  which  the  various 
antibiotics  came  into  use.  The  five-year  period, 
1941  to  1945,  showed  a slightly  lower  peritonitis 
mortality  rate  than  the  1946  to  1950  modern 
antibiotic  period.  In  this  series  penicillin  came 
into  general  use  in  1946,  streptomycin  in  1948, 
and  aureomycin  in  1949  and  1950. 

The  internist  and  the  bacteriologist  are  usually 
more  conversant  with  these  medicines  than  the 
surgeon;  they  make  fine  distinctions  in  thera- 
peutic indications.  The  surgeon  has  a more  inti- 
mate understanding  of  the  varying  degrees  of 
susceptibility  of  tissues  to  infection  and  especially 
of  local  wound  resistance  to  infection  during  the 
granulation  phase  of  wound  healing.  The 
surgeon  is  acutely  aware  of  the  lag  period  in 
healing — the  first  few  days  when  the  tissue  de- 
fenses are  absent  and  conditions  favor  the 
development  of  infection.  He  may  often  seek 
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Fig.  2.  Avoid  unnecessary  systemic  use  of  anti- 
biotics. 


antibiotic  protection  for  this  short  three-  to  five- 
day  danger  period  and  then  subsequently  safely 
rely  on  local  wound  resistance.  Our  medical 
and  laboratory  colleagues,  on  the  other  hand, 
may  feel  that  they  must  spend  much  of  this 
same  lag  period  in  diagnostic  delay,  awaiting 
laboratory  results. 

During  the  last  war,  in  some  U.S.  Army  tent 
hospitals  the  “pathologists”  would  appear  at 
morning  surgical  rounds  with  the  “gutter” 
plate  sensitivity  cultures  taken  the  previous 
afternoon.  Reasonable  therapy  seemed  to  re- 
sult without  accurate  knowledge  as  to  the  iden- 
tity of  the  bacteria.  Unfortunately,  sensitivity 
tests  are  too  time-consuming,  and  the  behavior 
of  a micro-organism  in  vitro  is  not  always  simi- 
lar to  its  behavior  in  vivo.  Our  laboratories 
give  us  primary  sensitivity  cultures  with  reason- 
able accuracy  and  promptness,  but  in  abdominal 
surgeiy  their  value  seems  limited,  because  ab- 
dominal surgical  conditions  are  not  primarily 
infectious  and  because  of  the  nude  range  of  bac- 
terial effectiveness  of  the  antibiotic  substances 
which  are  now  at  our  disposal.  Specific  anti- 
bacterial treatment  based  on  cultures  and 
tests  of  sensitivity  is  still  the  ideal. 

Harmful  effects  of  antibiotics  are  well  known 
in  many  syndromes,  and  there  may  still  be  many 
as  yet  unknown  untoward  results  from  anti- 
biotic drugs.  One  of  the  greatest  dangers  of 
antibiotic  use  in  abdominal  surgery  is  the  tend- 
ency to  substitute  antibiotics  for  proper  tech- 
nic. These  drugs  may  greatly  extend  the  possi- 
bilities of  safe  surgeiy;  they  may  even  at  times 
render  some  operations  unnecessary,  and  it  is 
conceivable  that  they  may  greatly  reduce  the 
mortality  and  the  morbidity.  However,  there  is 
no  excuse  for  careless  technic  in  surgery. 

Why  should  any  antibiotics  be  used  in  ab- 
dominal surgery?  The  toxic  effects  range  from 
urticaria  and  deafness  to  hemorrhagic  gastro- 


enteritis and  circulatory  collapse.  The  phenom- 
ena of  the  development  of  drug-resistant 
strains  are  well  known.  There  are  now  reports 
of  antibiotic-dependent  strains  which  apparently 
use  the  drug  as  an  essential  part  of  their  meta- 
bolic processes.  Perhaps  some  of  the  patients, 
who  have  fever  until  a few  days  after  the  anti- 
biotic is  stopped,  have  infections  with  such 
dependent  organisms. 

There  is  some  evidence  that  antibiotics  alter 
the  coagulability  of  the  blood,  but  we  find  no 
correlation  between  the  use  of  antibiotics  and  the 
incidence  of  bleeding  or  of  pulmonary  emboli. 

The  uses  of  antibiotics  may  be  classified 
simply,  as  follows : 

1.  Treatment  of  established  infection  usually 
calls  for  sj^stemic  administration. 

2.  Prevention  of  infection  should  be  ac- 
complished, if  possible,  by  use  of  antibacterial 
measures  and  antibacterial  substances  which  are 
not  absorbed  into  the  tissues  of  the  human  body 
(Fig.  2). 

This  classification  rests  upon  a sharp  definition 
of  infection  as  invasion  of  tissue  by  bacteria. 
The  presence  of  bacteria  on  or  in  a wound  does 
not  mean  infection  but  rather  contamination. 
Infection  is  not  surgically  diagnosed  by  cultures, 
useful  as  they  may  be,  but  by  the  age-old  signs 
of  dolor,  rubor,  and  calor.  The  inflammatory 
reaction  can  be  blocked  try  cortisone  or  ACTH, 
but  this  is  not  pertinent  to  the  discussion  at  this 
time.  The  treatment  of  infection,  invasion  of  the 
tissues,  is  by  the  systemic  administration  of  an 
antibiotic  to  which  the  invading  organisms  are 
sensitive.  This  may  well  be  called  the  anti- 
septic, against  infection,  use  of  antibiotics.  It 
should  be  noted  that  in  this  sense  “the  paints,” 
tincture  of  iodine,  Mercurochrome,  Merthiolate, 
Zephiran,  etc.,  are  not  antiseptics  but  bactericidal 
substances  used  in  asepsis. 

Sometimes  one  can  diagnose  only  that  there  is 
an  infection.  Which  antibiotic  should  be  used  in 
appendiceal  peritonitis,  in  cholecystic  peritonitis, 
in  acute  pancreatitis  with  unknown  infecting 
organisms?  Most  surgeons,  remembering  that 
the  first  rule  of  therapy  is  to  do  no  harm,  rightly 
choose  one,  rarely  more  than  one,  of  the  older, 
well-tried  agents.  Sometimes  one  can  make 
a correct  diagnosis  of  the  infection  by  the  ap- 
pearance of  the  lesion  and  of  the  exudate.  Im- 
mediate smears  and  microscopic  study  may  be  of 
great  therapeutic  aid  at  times. 

This  use  of  antibiotics  without  an  accurate 
bacterial  diagnosis  should,  we  believe,  always  be 
on  limited  orders — for  example,  penicillin  400,000 
units  now  and  repeat  every  twelve  hours  for  4 
doses.  Such  orders  tend  to  limit  unnecessary 
and  unintelligent  use  of  antibiotics.  Wien  the 
temporary  order  is  exhausted,  there  may  be  an 
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accurate  bacterial  diagnosis  to  guide  therapy, 
or  there  may  be  no  further  indication  for  anti- 
biotic treatment.  If  benefit  is  not  obvious 
within  forty-eight  hours,  a change  or  discontin- 
uance of  antibiotic  therapy  should  be  con- 
sidered. 

There  is  quite  general  agreement  that  because 
bacteria  invade  the  tissues,  the  topical  applica- 
tion of  antibacterial  substances  is  not  so  effec- 
tive a treatment  of  infection  as  systemic  adminis- 
tration. Perhaps  we  are  prejudiced  against 
topical  applications  by  the  tissue  damage  from 
chemical  irritation  of  antibacterial  preparations 
such  as  “the  paints.”  Benefit  from  topical  use  of 
antibiotics  is,  of  course,  difficult  to  attain  be- 
cause of  varying  absorption  rates  and  varying 
dilution  factors  from  exudation.  However,  in 
the  aseptic  or  prophylactic  use  of  antibacterial 
substances,  the  local  or  topical  effects  are  of 
great  importance  outside  the  body,  as  in  skin 
preparation  for  surgery  and  as  in  the  prepara- 
tion of  the  bowel  for  resection,  e.g.,  Neomycin 
0.5  Gin.  by  mouth  three  times  a day  for  6 doses. 
Here  the  effect  is  aseptic,  helping  to  prevent 
bacterial  contamination  of  the  tissues.  The 
action  is  in  the  bowel,  not  in  the  tissues  of  the 
body.  Systemic  effects  are  neither  needed  nor 
desirable.  This  aseptic  use  or  prophylactic 
use  may  well  be  considered  in  the  same  light  as 
the  use  of  detergents  and  bactericidal  agents  on 
the  skin  and  the  aseptic  use  of  the  autoclave — 
all  acting  outside  the  body. 

When,  during  the  course  of  operation,  the 
surgeon  encounters  pus,  as  in  a small  early 
appendiceal  abscess,  he  may  well  use  some  anti- 
bacterial substance,  aseptically,  to  reduce  the 
bacterial  contamination  of  uninfected  and  pre- 
viously uncontaminated  tissues.  This  would 
not  be  treating  the  patient,  but  reducing  the 
infectivity  of  the  pus.  A few  drops  of  pus  may 
escape  in  the  toilet  of  the  area  of  inflammation; 
this  remaining  pus,  if  it  has  been  so  treated,  will 
be  less  apt  to  cause  an  infection.  One  of  the 
bactericidal  antibiotics,  such  as  penicillin,  should 
serve  well  in  this  way  as  an  aseptic  treatment  of 
the  bacteria-laden  fluid  which  sometimes  un- 
avoidably contaminates  the  wound.  Micro- 
crystals of  sulfanilamide  have  been  used  in  this 
way  and  seem  beneficial  when  overdosage  is 
avoided. 

It  is  interesting  to  note  that  the  addition  of 
antibiotics  has  not  resulted  in  any  uniformity  of 
opinion  as  to  operative  indications  or  the  timing 
of  surgical  intervention.  Some  surgeons  believe 
that  operation  should  not  be  performed  in  the 
presence  of  spreading  peritonitis;  such  surgeons 
consider  antibiotics  as  valuable  adjuncts  in  con- 
servative management.  Other  surgeons  believe 
that  proper  treatment  of  spreading  peritonitis 


almost  always  includes  prompt  removal  of  the 
focus;  these  surgeons  consider  the  antibiotics 
as  aids  and  as  safety  measures  which  give  them 
more  assurance  in  operating  promptly. 

We  should  differentiate  between  the  contra- 
indications to  surgical  procedures;  some  are 
found  in  the  general  condition  of  the  patient; 
others  are  based  on  possible  infectious  complica- 
tions of  operation,  and  still  other  contraindica- 
tions are  based  on  possible  technical  difficulties 
in  the  operation  which  result  from  inflammation. 
We  are  not  seeking  the  easiest  surgical  manage- 
ment of  our  patients,  but  rather,  the  best  manage- 
ment. Late  inflammatory  changes,  vascularity 
and  fibrosis  about  essential  structures,  may  make 
dissection  difficult  and  increase  the  danger  of 
technical  errors.  These  untoward  effects  of  the 
inflammatory  process  are  usually  not  subject 
to  accurate  preoperative  evaluation.  Although 
the  time  interval  is  usually  considered  as  the 
determining  factor,  it  is  notoriously  unreliable. 
For  example,  we  find  no  positive  correlation 
between  the  classification  of  cholecystitis  as 
acute  or  chronic  in  preoperative  diagnosis,  post- 
operative diagnosis,  and  the  pathologist’s  diag- 
nosis. It  seems  that  acute  inflammation  should 
not,  in  these  times,  require  postponement  of 
operative  treatment;  bacterial  complications  of 
surgery  can  be  prevented ; early  acute  inflamma- 
tory changes  usually  render  the  operation  easier 
and  safer,  whereas  the  later  stages  of  inflamma- 
tion may  produce  extensive  induration  and  con- 
gestion with  distortion  of  tissues  and  obscuring 
of  anatomic  structures  in  such  a way  as  to  render 
definitive  surgery  difficult,  dangerous,  and  un- 
wise. 

Case  Report 

Case  1. — B.  H.,  a six-year-old  girl,  was  admitted 
to  the  hospital  after  six  days  of  lower  abdominal 
pain.  A large  appendiceal  abscess  was  palpable 
abdominally  and  rectally.  Drainage  was  estab- 
lished per  rectum,  yielding  several  ounces  of  yellow 
pus  which  showed  on  culture  Streptococcus  viridans, 
Str.  anaerobius,  and  Staphylococcus  aureus.  No 
colon  bacilli  were  found.  The  child  was  treated 
with  penicillin  and  aureomycin.  On  the  seventeenth 
postoperative  day,  appendectomy  was  performed 
with  great  ease.  Recovery  was  rapid.  She  left 
the  hospital  on  the  seventh  day  after  the  second  op- 
eration. 

It  is  common  practice  to  postpone  appendec- 
tomy for  two  months  after  drainage  of  an  appen- 
diceal abscess.  Experiences  such  as  this  sug- 
gest that  this  problem  should  be  restudied  to 
determine  the  optimum  time  interval.  Delay 
may  be  indicated  to  build  up  the  patient’s  general 
condition  and  to  avoid  technical  difficulties 
from  the  presence  of  inflammation,  but  there  is 
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increasing  evidence  that  spread  of  infection  by 
operation  under  such  circumstances  can  be  pre- 
vented." 

Routine  prophylactic  systemic  use  of  anti- 
biotics in  abdominal  surgery  seems  unwarranted 
and  unjustified  at  this  time.  It  is  not  antiseptic, 
because  no  true  infection  exists  at  the  time  of 
administration,  and  it  is  not  truly  aseptic,  be- 
cause asepsis  properly  deals  with  things  out- 
side the  patient’s  body,  preventing  woimd  con- 
tamination. The  risk  of  infection  in  abdominal 
surgery  should  always  be  minimal.  Systemic 
use  of  the  antibiotics  carries  the  risks  of  the 
various  toxic  effects  of  the  drugs. 

Sometimes  bacteria  of  little  or  no  pathogenic 
significance  seem  to  take  over  a sinister  role  when 
all  other  bacteria  have  been  swept  away  by  the 
antibiotics.  Surgeons  should  consider  this  as  a 
possible  result  of  structural  defects  in  the  patient  ’s 
anatomy,  which  may  be  amenable  to  surgical 
correction.  For  example,  a superficial  sloughing 
cellulitis  may  be  controlled  with  the  aid  of  the 
antibiotics  administrated  systemically,  leaving 
an  ulcer  showing  no  signs  of  inflammation  but 
with  profuse  Bacillus  pyocyaneus  (Pseudomonas 
aeruginosa)  pus.  We  all  know  that  the  B. 
pyocyaneus  did  not  cause  the  ulcer,  and  we  all 
know  how  to  stop  the  B.  pyocyaneus  by  dry- 
ing or  by  closing  the  ulcer.  The  same  principles 
frequently  apply  in  deeper  lesions  when  the  prolon- 
gation of  the  illness  is  the  result  of  the  destruction 
of  the  previous  disease  process  and  not  related  to 
the  relatively  benign  organisms  that  happen  to  be 
present  at  the  time  of  the  bacteriologic  study7. 
Obviously  proper  management  of  such  condi- 
tions involves  surgical  correction  of  the  anatomic 
defects  and  not  a search  for  antibiotic  substances 
which  wdll  counteract  the  organisms  which  in 
themselves  are  not  truly  pathogenic.  In  other 
words,  we  are  not  interested  in  treating  the  cul- 
ture; we  are  interested  in  treating  the  patient. 

Warnings 

1.  Do  not  depend  upon  antibiotics  for  the 
treatment  of  mechanical  lesions. 

2.  Do  not  substitute  dangerous  systemic  use 
of  antibiotics  for  safe  asepsis. 

3.  Do  not  use  antibiotics  without  definite 
limitations  as  to  dose  and  time  of  administra- 
tion. 

4.  Do  not  treat  the  culture.  Treat  the 
patient. 

Summary 

There  has  been  no  great  change  in  abdominal 
surgery  attributable  solely  to  antibiotics.  Ab- 
dominal surgery  deals  with  mechanical  defects 
in  which  infections  play  secondary  roles.  Anti- 
biotics are  not  needed  for  clean  surgical  opera- 


tions, but  they7  are  useful  sy'stemic  adjuncts  in 
the  treatment  of  complicating  invasive  infec- 
tions. Prophylactic  use  of  antibiotics  systemi- 
cally is  unnecessary'  and  unwise,  but  topical  use 
in  the  prevention  of  contamination  is  warranted. 

596  Delaware  Avenue 

Discussion 

R.  Sterling  Mueller,  M.D.,  New  York  City. — 
There  is  certainly  a wide  variance  today  in  regard 
to  the  most  effective  use  of  sulfonamides  and  anti- 
biotics as  to  which  antibiotic  or  what  combination  of 
antibiotics  is  most  effective.  There  is  quite  a dif- 
ference of  opinion  in  the  use  of  antibacterial  sub- 
stances prophylacticalh'. 

All  agree  that  sensitivity  tests  are  a must  where  it 
is  possible  to  obtain  cultures,  provided,  of  course, 
that  adequate  antibiotic  therapy  is  given  to  a sick 
patient  while  waiting  for  the  culture  report.  In 
fulminating  infections,  pre-  and  postoperative,  and 
especially'  in  cases  of  intestinal  obstruction,  cholan- 
gitis, and  similar  cases,  many  of  us  give  heavy'  doses 
of  penicillin  with  another  antibiotic.  By  heavy 
dosage  I mean  600,000  units  of  the  aqueous  penicil- 
lin every  six  hours,  believing  that  this  massive  dos- 
age hits  the  organism  with  a sudden  overwhelming 
effect  and  also  makes  it  less  likely'  that  tolerance  to 
the  penicillin  develops.  With  penicillin  sensitivity' 
tests,  information  obtained  refers  only  to  average 
doses  and  does  not  apply,  necessarily',  to  very  large 
doses  of  penicillin.  Then  there  is  also  the  question 
of  sy'nergism  in  the  use  of  antibiotics.  One  may'  be 
dealing  with  proteus,  not  responding  to  either  peni- 
cillin or  Chloromycetin,  but  when  both  are  given  the 
organism  may'  be  destroyed. 

In  preparation  of  the  bowel  for  surgery,  surgeons 
at  Roosevelt  Hospital  favor  a combination  of  anti- 
bacterial agents,  using  sulfasuxidine  or  sulfathala- 
dine  combined  with  either  streptomycin,  aureomy- 
cin,  or  terramy'cin.  The  preoperative  preparation 
takes  five  to  seven  days.  Postoperatively.  a com- 
bination of  penicillin  with  streptomycin  or  sulfadi- 
azine is  used.  Sulfathaladine  would  seem  to  be 
better  than  sulfasuxidine,  since  it  is  two  to  four 
times  as  potent  in  reducing  the  number  ofeoliform 
organisms.  Also  the  dosage  is  one  half  that  of  sulfa- 
suxidine. 

One  cannot  help  but  feel  that  eventually  three  an- 
tibiotics may  be  the  ideal  combination  with  a broad 
bacterial  spectrum,  using  a sulfonamide,  bacitracin, 
and  one  of  the  other  above-mentioned  antibiotics. 

1 cannot  agree  with  Dr.  Brown  in  his  statement  to 
the  effect  that  only  a small  part  of  the  improvement 
in  the  death  rate  of  acute  appendicitis  is  due  to  anti- 
biotics. In  the  city  of  Xew  York  in  1951  the  mor- 
tality' rate  of  acute  appendicitis  was  only'  2 per  100,- 
000  population  (165  deaths)  as  compared  to  three 
times  that  rate  in  1941.  At  the  Roosevelt  Hospital, 
comparison  of  three  five-y'ear  periods,  1935  to 
1940,  1940  to  1945,  and  1945  to  1950,  shows  a great 
decline  in  appendicitis  deaths.  In  the  five-year 
period  from  1935  through  1939  before  sulfonamides, 
there  were  21  deaths  in  742  appendicitis  cases,  a 
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mortality  rate  of  2.83  per  cent.  In  the  ten-year 
period  from  1940  to  1950  inclusive,  there  were  only 
14  deaths,  a reduction  of  over  60  per  cent  in  mor- 
tality. The  reduction  in  mortality  could  be  in- 
creased if  surgeons  would  not  depend  too  much  on 
the  antibiotics  and  depend  more  on  surgical  princi- 
ples in  severe  peritonitis  and  peritoneal  abscesses 
complicating  acute  appendicitis;  namely,  do  not  do 
appendectomies  in  such  peritonitis  and  abscess 
cases,  merely  simple  drainage  as  was  done  more  fre- 
quently in  the  preantibiotic  era.  I believe  it  is 
safer  to  wait  two  to  four  months  before  doing  a sec- 
ondary appendectomy  when  only  simple  drainage 
was  done  at  the  first  emergency  operation. 

Results  are  similar  in  our  series  of  perforated  ul- 
cers of  the  stomach  and  duodenum.  In  the  last 
six  years  the  death  rate  from  generalized  peritonitis 
following  perforation  has  dropped  from  63  per  cent 
to  38  per  cent.  A definite  increase  in  intraperi- 


toneal  abscesses  has  been  noted  among  the  complica- 
tions of  this  disease,  and  we  feel  this  increase  repre- 
sents those  cases  salvaged  by  antibiotics  from  a 
peritonitis  death. 

As  to  the  prophylactic  use  of  antibiotics  in  clean  or 
relatively  clean  cases  such  as  partial  gastrectomies, 
vein  operations,  chronic  cholecystectomies,  bone, 
joint  and  chest  surgery,  and  similar  types  of  cases,  I 
see  no  reason  against  the  use  of  antibiotics  postopera- 
tively.  Reactions  may  occur,  but  seldom  are  they 
serious. 

We  were  among  the  first  to  use  the  most  soluble 
sulfonamide,  sulfanilamide,  routinely  locally  in  the 
abdomen  in  peritonitis  cases,  but  at  present  we  have 
given  it  up  except  for  the  occasional  fulminating 
peritonitis  case,  where  a high  quick  level  of  sulfon- 
amide concentration  holds  the  line  while  waiting 
for  the  effect  of  parenterally  administered  antibio- 
tics. 


LIVER  DAMAGED  BY  OBESITY.  DOCTOR  SAYS 


Obesity  causes  damage  to  the  liver  and  may 
result  in  cirrhosis  of  the  liver,  a sometimes  fatal 
disease,  according  to  Dr.  Samuel  Zelman,  of  the 
Veterans  Administration  Hospital,  Topeka,  Kansas. 

The  duration  of  obesity,  rather  than  the  degree, 
is  the  determining  factor  in  the  seriousness  of  the 
damage,  Dr.  Zelman  wrote  in  the  September  Ar- 
chives of  Internal  Medicine.  The  liver  has  a remark- 
able capacity  for  regeneration.  Further  studies 
may  show  that  damage  to  the  liver  could  be  re- 
versed by  weight  loss. 

Dr.  Zelman  based  his  conclusions  on  a study  of  20 
overweight  men  whose  ages  ranged  from  twenty- 
three  to  seventy-one  years  and  weight  from  206 
to  299  pounds;  their  percentages  of  overweight 
above  ideal  standards  ranged  from  50  to  97.  All 
patients  showed  both  laboratory  and  histologic 
evidence  of  liver  disease. 

Three  reasons  were  given  by  Dr.  Zelman  for  the 
causes  of  damage  to  the  liver  in  the  obese:  (1)  the 
food  requirement  of  the  obese  person  is  greatly 
increased  over  the  normal  for  his  height  and  consti- 
tutes a functional  overload  upon  the  liver;  (2) 
the  high-carbohydrate,  high-fat,  and  relatively 
low-protein  diet  customary  among  the  obese  affects 
the  liver,  and  (3)  the  increased  requirement  of 
choline  and  vitamins  of  the  B complex,  imposed  by 
the  quantitative  and  qualitative  nature  of  the 
obese  diet,  is  not  obtained. 


“In  common  with  the  observations  of  others,  I 
have  found  as  much  difficulty  and  discouragement 
in  dealing  with  the  craving  for  carbohydrate-  and 
fat-rich  foods  manifested  by  the  obese  as  with  the 
craving  for  alcohol  of  the  chronic  alcoholic.  Psycho- 
logic determinants  are  undoubtedly  important  in 
these  patients,  but  the  demonstration  of  hypotha- 
lamic feeding  and  inhibiting  centers,  as  well  as  the 
production  of  hereditary  obesity  in  mice,  should 
caution  against  lightly  assigning  the  problem  of  the 
causation  of  obesity  entirely  to  the  psychologic 
sphere.” 

Recent  insurance  statistics  have  shown  that  249 
per  cent  more  overweight  men  died  of  cirrhosis 
of  the  liver  than  those  of  normal  weight,  Dr.  Zelman 
stated.  This  ratio  was  higher  than  that  for  any 
other  cause  of  death  except  diabetes  mellitus.  How- 
ever, the  tolerance  of  the  liver  to  obesity  appears 
to  differ  among  the  sexes.  Insurance  statistics 
showed  only  147  per  cent  more  obese  women  died 
of  cirrhosis  of  the  liver  than  women  of  normal 
weight. 

Reducing  diets  must  protect  the  liver,  Dr.  Zelman 
stressed.  He  said  such  diets  should  contain  as 
much  protein  as  possible,  and  supplementary  cho- 
line and  B vitamins  should  be  administered.  Beef 
liver,  most  of  the  fish  foods,  and  milk  protein  (skim 
milk,  cottage  cheese)  are  important  components 
of  the  low-calory,  high-protein  diet. 


THE  INFLUENCE  OF  ANTIBIOTICS  IN  THE  SURGICAL  TREATMENT 
OF  INJURIES  AND  INFECTIONS  OF  THE  EXTREMITIES 

Russel  H.  Patterson,  M.D.,  New  York  City,  and  Bertram  Bromberg,  M.D., 

Great  Neck,  New  York 


A CLEAN  wound,  in  an  otherwise  healthy 
individual,  will  definitely  heal  and  will 
heal  within  a certain  period  of  tune.  Nothing 
has  yet  been  discovered  that  will  accelerate  this 
healing  process,  but  there  are  man}'  factors,  both 
local  and  general  or  systemic,  that  will  retard  it. 
The  efforts  of  a surgeon  to  correct  these  retarding 
factors  in  wound  healing  represent  the  essence  of 
surgical  treatment.  These  adverse  local  factors 
are  inadequate  circulation,  poor  drainage,  lack  of 
rest  and  immobilization,  the  presence  of  devital- 
ized tissue  or  foreign  body,  pressure  from  splints 
or  bandages,  repeated  trauma,  and  most  signifi- 
cant of  all,  wound  infection.  Among  the  sys- 
temic factors  are  old  age,  malnutrition  with  vita- 
min deficiency,  vascular  lesions  such  as  varicose 
veins  and  arteriosclerosis,  protein  deficiency, 
lowered  blood  volume,  and  altered  fluid  and  elec- 
trolyte balances. 

Notable  advances  have  been  made  through  the 
years  in  overcoming  these  detrimental  factors. 
Lister  attempted  to  destroy  all  pathogenic  organ- 
isms in  the  operating  room,  and  Halsted  intro- 
duced rubber  gloves  and  insisted  upon  careful 
operating  technic.  Surgeons  of  World  Wars  I 
and  II  stressed  the  debridement  or  excision  of 
wounds.  Trueta  recognized  the  advantages  of 
delayed  closure  of  wounds  while  Orr  showed  the 
advantages  of  extremity  immobilization  with 
wound  packing.  Carrel  emphasized  careful  surgi- 
cal technic  and  with  Dakin  proved  that  the  num- 
ber of  pathogenic  bacteria  in  a wound  could  be 
materially  reduced  with  titred  chlorine  solution. 

The  adverse  systemic  factors  have  been  sub- 
stantially overcome  by  a better  understanding  of 
shock,  by  the  use  of  blood  and  blood  substitutes, 
by  the  restoring  of  fluid  and  electrolyte  balances, 
and  by  a fuller  knowledge  of  the  metabolic  dis- 
eases, particularly  diabetes. 

Prior  to  the  discovery  of  antibiotics,  the  sur- 
geon quickly  restored  his  patient  to  the  best 
general  condition  possible  and  then  treated  local 
wounds  by  primary  closure,  drainage,  excision, 
debridement,  or  secondaiy  closure,  the  method 
varying  according  to  his  clinical  judgment,  after 
careful  evaluation  of  the  degree  of  contamination, 
suppuration,  infection,  the  time  factor,  the  type 
of  wound,  and  the  manner  in  which  it  was  pro- 
duced. 


Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Surgery.  May  16,  1952. 


The  results  were  a great  improvement  over 
those  obtained  in  preceding  eras.  Despite  the 
most  careful  attention  to  all  of  the  fundamental 
factors  in  the  healing  process,  however,  the  sur- 
geon was  always  fearful  that  a local  infection 
might  break  down  a wound,  that  a spreading  in- 
fection might  cause  loss  of  limb  or  fife,  or  that  a 
metastatic  infection  might  produce  a secondaiy 
lung  or  brain  abscess. 

These  fears  have  been  materially  altered  by 
the  introduction  of  the  antibiotic  drugs  which 
thus  represent  one  of  the  greatest  advances  of  all 
time  in  medicine.  These  antibacterial  agents 
are  effective  against  susceptible  bacteria  that  are 
being  disseminated  in  the  blood  stream  and  bac- 
teria that  are  multiplying  and  spreading  in  the 
tissues.  Infections  in  the  diffuse  and  cellulitic 
stages,  prior  to  localization,  are  apt  to  show  dra- 
matic response,  with  minimal  tissue  destruction. 
Even  if  the  antibiotics  are  instituted  late,  the 
invasive  potential  is  commonly  overcome,  and 
the  process  localized.  These  drugs  have  been  of 
such  immeasurable  assistance  to  the  surgeon  that 
one  can  conceivably  visualize  an  era  where  sur- 
gical infection  is  nonexistent.  We  have  not  yet 
arrived  at  that  millennium,  however.  Many  of 
the  reasons  for  this  lag  are  apparent. 

These  drugs,  when  administered  orally  or 
parenterally,  are  not  effective  against  bacteria  in 
the  stages  of  the  defense  mechanism  where  the 
micro-organisms  are  in  the  walls  or  on  the  surfaces 
of  unopened  or  inadequately  drained  collections 
of  purulent  exudate,  in  tissue  cut  off  from  the  cir- 
culating body  fluids,  in  dead  or  dying  fragments 
of  tissue,  and  on  foreign  bodies.  Few  viruses  are 
affected  by  the  antibiotics,  and  many  strains  of 
bacteria  are  nonsusceptible.  Other  causes  of 
drug  failure  are  drug  resistance,  inadequate  dos- 
age, added  infection,  far  advanced  disease,  debil- 
itation of  the  patient,  and  most  important, 
ignorance  and  neglect  of  fundamental  surgical 
principles.1  Furthermore,  antibiotics  may  often 
mask  an  infection  for  prolonged  periods,  when 
otherwise  prompt  surgery  might  have  resulted  in 
a speedy  recovery. 

AVhen  the  antibiotics  first  appeared,  it  was  only 
natural  to  hope  again,  as  we  had  with  Dakin’sl 
solution  and  later  with  the  sulfonamides,  that, 
topical  sterilization  of  wounds  would  be  possible. 
Although  surface  sterilization  may  be  obtained 
in  some  instances,2  wound  healing  is  usually  not 
influenced.  The  nearest  approach  to  effectm 
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surface  sterilization  is  achieved  by  a combination 
of  local  enzymatic  debridement,  streptokynase- 
streptodornase,  and  a systemic  antibiotic. 

Only  a few  antibiotic  drugs  are  available  for 
human  use  today,  for  although  some  300  are 
known,  the  vast  majority  cause  toxic  reactions. 
The  commonly  employed  antibiotics  include 
penicillin,  streptomycin,  aureomycin,  chloram- 
phenicol, terramycin,  bacitracin,  and  lately 
polymyxin.  Sufficient  laboratory  and  clinical 
data  has  accrued  in  all  of  these  except  the  last 
named,  so  that  their  specific  spectra  and  degree  of 
overlap  have  been  adequately  demonstrated, 
along  with  their  advantages  and  disadvantages. 

Penicillin  continues  as  the  most  broadly  used 
and  the  most  effective  drug  against  gram-positive 
organisms,  including  the  staphylococcus,  and  the 
hemolytic  and  nonhemolytic  streptococcus. 
However,  it  has  several  drawbacks.  Resistant 
strains  of  staphylococci  are  now  estimated  to 
reach  50  to  75  per  cent,  and  penicillinase-pro- 
ducing mixed  infections  are  not  uncommon.  It 
must  be  recalled  also  that  approximately  5 per 
cent  of  patients  are  hypersensitive  to  the  drug. 

The  broad  spectra  drugs,  aureomycin,  chlor- 
amphenicol, and  terramycin,  are  important  addi- 
tions to  the  surgical  armamentarium.  They  are 
primarily  employed  orally  and  produce  relatively 
few  toxic  reactions.  They  are  also  effective 
against  approximately  90  per  cent  of  the  common 
surgical  organisms,  omitting  pyocyaneus  and 
proteus,  and  are  equally  useful  against  gram- 
positive  and  gram-negative  organisms.  Recently 
there  have  been  noted  in  the  literature  a consider- 
able number  of  reports  dealing  with  the  ano- 
rectal complications  of  these  drugs.3  It  is 
advisable  to  give  parenteral  vitamin  B whenever 
these  agents  are  utilized  for  long  periods. 

Bacitracin  has  an  unusually  wide  spectrum  of 
activity  against  gram-positive  and  negative 
organisms  and  is  effective  against  many  penicil- 
lin- and  streptomycin-resistant  strains.  Poly- 
myxin is  specific  for  gram-negative  organisms  and 
maintains  the  same  position  in  relation  to  these 
organisms  as  penicillin  does  in  relation  to  the 
gram-positive  organisms.  Its  activity  is  primar- 
ily bactericidal,  and  organisms  subjected  to  its 
action  reveal  little  resistance.  Both  polymyxin 
and  bacitracin,  however,  are  nephrotoxic  and 
therefore  have  limited  parenteral  application  at 
this  time. 

In  the  use  of  these  drugs  it  must  be  emphasized 
that  first,  last,  and  always,  clinical  judgment  is 
paramount.  The  presence  of  pathogenic  bacteria 
in  a wound  is  not  indicative  of  an  infection,  and 
laboratory  reports  on  cultures  from  wounds  must 
be  interpreted  in  the  fight  of  clinical  findings. 
This  is  so  well  illustrated  in  wounds  of  the  extremi- 
ties from  which  clostridia  have  been  cultured. 


Despite  positive  cultures  a definite  diagnosis  of 
gas  infection  cannot  be  made  unless  there  are  con- 
sistent clinical  signs.  The  broad  experience  of 
World  War  II  demonstrated  beyond  a doubt  that 
wounds  may  be  successfully  closed  when  surgi- 
cally clean,  regardless  of  the  existence  of  patho- 
genic organisms. 

When  a surgical  infection  is  suspected,  it  is 
usually  not  practical  to  identify  the  organism  by 
culture  and  then  follow  with  sensitivity  tests. 
Rather  a culture  is  taken,  and  from  one’s  clinical 
judgment,  or  an  "educated  guess,”  antibiotic 
therapy  is  instituted.  When  the  culture  is  re- 
ported, either  the  antibiotic  already  in  use  is  con- 
tinued, another  is  substituted,  or  another  added. 
A stained  smear  may  be  of  value,  particularly  in 
determining  the  gram  status  of  the  organism. 
When  a therapeutic  response  is  not  prompt, 
sensitivity  tests  are  useful. 

Combined  therapy  of  two  of  these  drugs  is  often 
advantageous.  Penicillin  and  streptomycin,  and 
penicillin  with  the  sulfonamides  have  given  ex- 
cellent results  in  mixed  wound  infections. 
Indiscriminate  administration  of  several  drugs 
at  one  time,  however,  is  to  be  condemned.  Anti- 
biotic antagonism  may  develop,  resistant  strains 
may  be  produced,  and  marked  alteration  in  the 
normal  bacteria  flora  of  the  mouth,  throat,  or 
intestinal  tract  may  be  induced.  The  advantage 
of  oral  administration  of  a single  antibiotic  is 
apparent,  since  any  one  of  the  broad  spectra  anti- 
biotics is  specific  in  85  to  90  per  cent  of  common 
surgical  infections,  omitting  proteus  and  pyocy- 
anase. 

We  believe  that  the  prophylactic  use  of  these 
drugs  is  indicated  (1)  in  any  patient  who  has 
had  a recent  respiratory  infection,  (2)  in  any 
operation  of  long  duration,  (3)  in  any  instance 
where  we  feel  that  the  infection  may  be  dis- 
seminated by  an  operation.  We  frequently  in- 
troduce one  million  units  of  penicillin  per  liter 
into  the  intravenous  fluids  running  throughout  an 
operative  procedure,  thereby  assuring  effective 
levels  of  the  drug. 

Trauma 

Trauma  involving  the  extremities  is  ever  pres- 
ent, and  is  present  in  significantly  higher  pro- 
portions today.  Although  the  prophylactic 
value  of  antibacterial  drugs  in  potentially  in- 
fected and  contaminated  wounds  is  unchallenged, 
it  must  be  re-emphasized  that  their  importance  is 
in  control  of  the  invasive  feature  of  infection. 
The  prompt  and  efficient  surgical  care  of  ex- 
tremity wounds  is  the  primary  and  all-important 
factor  in  determining  the  final  outcome  in  each 
instance.  It  must  be  recalled  that  efficient 
splinting,  elevation  of  the  part,  and  proper  dress- 
ings are  integral  parts  of  good  surgical  treatment. 
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Wound  suppuration  is  often  the  consequence  of 
faulty  debridement.  Wounds  adequately  cared 
for  within  six  to  eight  hours  after  injury  may 
usually  be  closed  primarily,  either  by  suture  or 
skin  graft.  This  measure  prevents  secondary 
contamination  and  is  the  most  effective  pro- 
phylactic measure  against  wound  suppuration  or 
infection. 

The  antibiotics  have  in  no  way  altered  our 
point  of  view  in  regard  to  injuries  of  the  hand, 
particularly  in  so  far  as  tendon  injuries  are  con- 
cerned. The  decision  as  to  primary7  repair,  de- 
layed repair,  or  tendon  graft  in  lacerated  flexor 
tendons,  depends  essentially  upon  the  time  factor 
and  the  degree  and  type  of  injury  to  the  hand. 
All  efforts  should  be  directed  towards  immediate 
surface  closure  of  hand  injuries,  whether  by7 
available  skin,  skin  grafting,  or  pedicle  flap. 

The  treatment  of  open  fractures  under  the  pro- 
tection of  prophylactic  antibiotic  therapy  for  con- 
trol of  spreading  infection  has  been  slowly7  modi- 
fied to  the  position  where  in  many7  instances  the 
immediate  introduction  of  skeletal  fixation  is  gen- 
erally7 accepted  and  approved.  The  fundamental 
wound  care  and  impeccable  technic  is  paramount. 

The  aspiration  of  traumatic  effusions  and  hem- 
orrhage in  joints  of  the  extremities  is  operating 
room  procedure,  to  be  performed  under  the  most 
sterile  conditions.  It  is  advantageous  in  these 
traumatic  conditions  to  offer  the  patient  advan- 
tages of  prophydactic  chemotherapy. 

In  most  instances,  penicillin  parenterally  is 
the  antibacterial  agent  employ7ed  prophylactically 
in  trauma.  It  is  readily  available,  economical, 
and  effective  against  the  gram-positive  organisms 
which  are  most  likely7  to  be  present  in  acute  wound 
infection.  Perhaps  it  may7  soon  be  advisable  to 
utilize  the  broad  spectra  antibiotics,  since  the 
number  of  penicillin-resistant  staphydoooccus 
forms  has  reached  such  a high  percentage.  The 
use  of  streptomycin  prophylactically7  for  trau- 
matic injuries  in  tuberculous  patients  is  to  be 
condemned. 

Infections 

The  skilled  application  of  the  antibiotic  drugs 
as  adjuvants  to  sound  surgical  principle  in  com- 
bating established  infection  has  resulted  in  a 
phenomenal  decrease  in  mortality7  and  morbidity7. 
The  surgeon  of  today7  may7  well  focus  his  attention 
on  the  immediate  resolution  of  the  pathologic 
process  and  its  ultimate  repair,  relieved,  in  most 
instances,  of  the  horror  of  spreading  infection. 
Maintenance  of  normal  blood  volume,  adequate 
protein  intake  to  combat  a negative  nitrogen 
balance,  as  well  as  adequate  caloric  and  vitamin 
intake,  are  essential  supportive  measures  in  com- 
bating the  toxemia  in  infections. 

The  antibiotics  are  highly  successful,  when 


used  early,  in  the  resolution  of  furuncles,  car- 
buncles, cellulitis,  and  lymphangitis.4  The  effi- 
ciency7 of  the  circulation  in  the  early7  phases  of 
these  infections  permits  adequate  delivery  of  the 
drugs  to  the  local  area  and  is  responsible  for  their 
effectiveness.  If  abscess  formation  occurs,  in  our 
opinion  a surgical  procedure  is  required,  but  as- 
piration with  instillation  of  an  antibiotic,  usually 
penicillin,  is  advocated  by7  some. 

In  the  treatment  of  gas  gangrene,  early  radical 
surgery  remains  the  most  potent  weapon.  All 
compromised  muscle  must  be  excised,  fascial 
planes  spread,  and,  if  necessary,  the  involved  limb 
must  be  amputated.  The  supplementary  use  of 
antibiotics  and  antiserum  will  often  combat  re- 
sidual cellulitis,  but  it  will  not  replace  prompt, 
adequate  surgery7.  Penicillin,  and  more  lately 
either  aureomymin,  chloramphenicol,  or  ter- 
ramycin  are  helpful  antibacterial  agents  against 
the  Clostridium  welchii. 

The  antibiotics  have  little  effect  in  tetanus; 
however,  huge  doses  of  penicillin  have  been  of 
value  in  controlling  secondary  pulmonary  com- 
plications. 

Postoperative  infection  in  a sutured  wound 
necessitates  prompt  opening  of  the  wound,  thor- 
ough irrigation,  and  protection  from  additional 
contamination.  Systemic  antibiotic  therapy  is 
indicated,  but  topical  application  is  questionable. 
Secondary  suture  or  skin  grafting  is  performed 
when  the  wound  is  clean.  Chronically7  infected 
wounds  usually7  require  surgical  revision  so  that  j 
the  circulation  to  the  area  is  improved.  Anti-  1 
biotics  are  rarely7  of  use  in  these  wounds,  since  1 
mixed  infections,  as  well  as  antibiotic-resistant  j 
forms  are  the  rule. 

The  antibiotics  have  been  responsible  for  I 
dramatic  advancement  in  the  treatment  of  acute  I 
hematogenous  osteomyelitis,  an  advancement  j 
made  possible  by7  the  early7  adequate  administra-  1 
tion  of  the  drugs  on  presumptive  evidence  alone,  i 
Complications  such  as  vascular  thrombosis,  bone  I 
necrosis,  and  abscess  formation  are  now  often  pre-  j 
vented.  If  localized  abscesses  do  develop,  H 
Caldwell  and  Wickstrom  have  advocated,  in  | 
addition  to  parenteral  penicillin,  interval  as-  I 
piration  and  local  instillation  of  the  drug.*  The  11 
abscess  is  thus  decompressed,  and  the  organism  > 
is  obtained  for  culture.  We  have  not  had  a case  j 
in  which  we  felt  this  method  was  applicable. 

By7  arresting  the  infection  in  living  bone  tissue,  i 
specific  drug  therapy  can  exert  a decidedly7  favor-  ( 
able  influence.  In  the  presence  of  a persistent 
draining  sinus,  a large  sequestrum  loses  its  con- 
nection with  living  connective  tissue  and  requires 
surgical  removal.  In  cases  where  there  has  been 
delay7  or  inadequate  treatment,  surgical  interven- 
tion is  usually  advisable,  although  every  effort  > 
should  be  made  to  keep  the  infected  bones  cov- 
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ered  with  skin.  Chloramphenicol  has  recently 
been  employed  successfully  in  a case  of  Eberthella 
typhosa  G osteomyelitis.6 

The  hope  that  systemic  or  local  antibiotic 
therapy  would  cure  chronic  osteomyelitis  has  not 
been  realized.  It  is  a valuable  adjunct  to  the 
surgical  treatment,  which  must  include  complete 
removal  of  all  infected  tissue  and  nonviable  bone. 
Immediate  skin  closure  is  essential,  when  possible, 
even  if  it  necessitates  skin  grafting. 

Although  it  has  been  possible  under  antibiotic 
therapy  to  perform  successful  bone  grafting  in  in- 
fected defects,  it  is  far  better  to  obtain  healing  be- 
fore such  reconstructive  procedures.7  A simple 
procedure  that  we  followed  in  World  War  II, 
prior  to  bone  grafting  a defect,  was  to  excise  a 
portion  of  the  skin  scar  over  the  area  and  close  it. 
If  after  one  week  no  flareup  had  occurred,  we 
found  that  it  was  usually  safe  to  proceed  with  the 
definitive  surgery. 

One  of  us  (R.H.P.)  has  utilized  the  antibiotics 
in  latent  bone  infection  by  prescribing  small 
doses,  as  required,  for  the  acute  flareup,  or  has 
used  them  prophylactically  in  conditions  which 
are  known  precursors  of  the  flareup.  We  have 
successfully  combated  exacerbations  in  two  pa- 
tients who  have  had  incurable  osteomyelitis  in 
multiple  bones  of  the  trunk  and  extremities,  in- 
cluding the  vertebrae,  for  thirty-two  and  twenty- 
eight  years  respectively,  by  simply  employing  the 
correct  antibiotic  at  the  proper  time.  If,  in 
these  patients,  some  trauma  occurs,  or  an  upper 
respiratory  infection  develops,  there  is  usually  a 
flareup  of  the  disease.  The  institution  of  a five- 
day  course  of  aureomycin  therapy  consisting  of 
1,000  mg.  daily  is  usually  sufficient  to  cause  a 
quick  subsidence  of  the  process.  These  women 
are  thus  able  to  continue  with  their  household  and 
family  duties.  Prior  to  the  antibiotics,  multiple 
hospitalizations  for  repeated  incision  and  drain- 
ages were  required.  It  is  remarkable  how  these 
small  interval  doses  control  this  intermittent  in- 
fection, which  has  involved  multiple  segments  of 
the  skeleton  for  such  a long  period,  and  which  is 
obviously  beyond  any  hope  of  surgical  cure. 

We  have  under  care  a female  secretary,  fifty- 
five  years  of  age,  who  refuses  to  have  an  ampu- 
tation of  the  right  foot  which  has  been  involved  by 
osteomyelitis  for  so  long  that  many  of  the  tarsal 
bones  are  destroyed.  She  has  multiple  sinuses  on 
the  lateral  aspect  of  the  foot.  Her  infection  is 
controlled  by  250  to  500  mg.  of  aureomycin  daily, 
with  two  weeks  out  of  five  usually  omitted.  She 
is  able  to  walk  on  the  foot  and  work  every  day. 

We  believe  that  acute  suppurative  joints  should 
be  incised  and  drained  immediately  and  a selec- 
tive systemic  antibiotic  administered.  Sub- 
sequent to  joint  decompression,  the  systemic 
antibiotic  is  more  effectively  carried  to  the  path- 


ologic tissues.  We  have  irrigated  a drained  joint 
■with  an  antibiotic  solution;  however,  the  result 
was  anything  but  conclusive.  The  method  of 
repeated  joint  aspiration  and  drug  instillation  is 
firmly  opposed. 

The  introduction  of  streptomycin,  and  more 
lately,  its  use  in  conjunction  with  para-amino- 
salicylic acid  has  altered  our  treatment  approach 
to  acid-fast  infection  of  the  bones  and  joints.  In 
some  instances,  excellent  results  have  been  re- 
ported by  surgical  drainage  combined  with 
streptomycin  therapy.8  In  general,  it  appears, 
however,  that  surgical  drainage  alone  is  not  ade- 
quate and  that  surgical  fixation  is  essential.9 
The  action  of  streptomycin  appears  to  produce  a 
generalized  effect  upon  the  well-being  of  these 
patients  with  skeletal  tuberculosis,  and  upon  the 
secondary  manifestations  of  the  tuberculous  proc- 
ess, as  illustrated  by  cessation  of  sinus  drainage, 
reduction  in  the  sedimentation  rate,  and  return  to 
a normal  hemoglobin  level. 

Classical  volumes  may  have  been  written  about 
the  infections  of  the  hand,  yet  today  the  surgical 
therapy,  based  upon  thorough  knowledge  of 
anatomic  spaces  and  compartments,  often  seems  a 
lost  art.  The  antibiotics  have  been  mainly  re- 
sponsible for  this  alteration.  The  staphylococci 
are  the  organisms  most  frequently  encountered  in 
hand  infections,  with  the  hemolytic  streptococci 
following  in  close  order. 

Cellulitis  and  lymphangitis  are  controllable  by 
antibiotics,  but  accumulations  of  pus  must  be 
evacuated  as  always,  particularly  abscesses 
secondary  to  foreign  body.  Today,  with  anti- 
biotics preventing  invasive  spread,  the  surgeon 
can  focus  his  attention  more  sharply  on  the  re- 
constructive aspect  of  the  problems  from  the  out- 
set. Recently,  smaller  doses  of  the  wide  spectra 
antibiotics  have  been  used  in  treating  hand  in- 
fections. These  drugs,  notably  terramycin,  are 
used  in  conjunction  with  bacitracin  locally.  Ten- 
don sheath  infections  require  surgery  as  soon  as 
the  diagnosis  is  made.  Incisions  should  be  prop- 
erly placed,  limited  in  extent,  and  operation 
should  be  performed  in  a bloodless  field.  Ade- 
quate splinting  and  elevation  of  the  part,  in  addi- 
tion to  other  supportive  measures  are  mandatory. 

Human  bites  introduce  anaerobic  nonhemolytic 
streptococci,  fusiform  bacilli,  and  mouth  spiro- 
chetes into  the  wound,  in  addition  to  the  hemo- 
lytic streptococci  and  staphylococci.  These  in- 
juries are  very  serious,  and  surgical  debridement 
is  imperative.  They  should  be  left  open  and 
treated  with  zinc  peroxide  or  warm,  moist  dress- 
ings, with  splinting  and  elevation  of  the  part.10 
Antibiotics  are  adjuvants  most  effective  against 
the  staphylococcal  and  streptococcal  invasive 
potential  of  the  wound. 

Suppurative,  ulcerative,  or  gangrenous  wounds 
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of  the  lower  extremity  are  usually  complicated  by 
several  factors.  There  may  be  diabetes,  or  a 
compromised  peripheral  vascular  system,  or  both. 
Staphylococcus  is  the  most  common  organism 
noted,  although  gangrenous  lesions  show  higher 
numbers  of  Clostridium  welchii  and  other 
anaerobes. 

Antibiotics,  properly  selected  and  given  sys- 
temically.  will  control  the  cellulitis  or  lymphangi- 
tis surrounding  postphlebitic  or  varicose  ulcers. 
Erysipeloid  infections  commonly  noted  in  post- 
phlebitis extremities  are  successfully  treated  con- 
servatively. Varicose  ulcers,  however,  must  be 
surgically  treated  by  ligation  of  the  veins  and 
stripping  and  excising  the  ulcers  down  to  a good 
base,  and  by  skin  grafting.  The  postphlebitic 
extremity  still  remains  a difficult  problem;  how- 
ever, chronic  ulcerative  conditions  here  are  more 
effectively  treated  by  wide  excision  down  to 
muscle  and  subsequent  skin  grafting.  Acute 
septic  endophlebitis  of  the  veins  of  the  lower  ex- 
tremity is  a relatively  common  occurrence,  and 
although  the  clot  is  not  prone  to  produce  pulmon- 
ary infarction,  septic  embolization  to  the  lungs 
and  progressive  ascending  thrombosis  are  sig- 
nificant complications.  The  antibiotic  drugs  are 
commonly  given  in  these  conditions,  and  justifi- 
ably so;  however,  definitive  treatment  is  either  by 
anticoagulant  therapy  or  surgical  interruption  of 
the  venous  pathway.11 

A marked  decrease  in  mortality  has  occurred 
with  the  advent  of  chemotherapy  in  diabetic 
surgery.  Septicemia  has  been  pretty  well  elimi- 
nated as  a cause  of  death,12  although  the  diabetic 
with  or  without  deficient  circulation  still  retains 
his  susceptibility  to  infection.  The  antibiotics, 
in  conjunction  with  adequate  surgical  treatment, 
effectively  and  more  quickly  have  brought  the  in- 
fection under  control  so  that  the  circulation  is 
frequently  again  adequate.  The  limb  can  then 
be  re-evaluated  for  proper  surgery. 

The  antibiotics  appear  to  have  produced  little 
benefit  in  reducing  postoperative  infection  in 
amputation  stumps,13  although  mortality  from 
gas  bacillus  infection  appears  to  be  significantly 
reduced.  Review  of  a large  series  of  amputations 
indicated  that  we  were  seldom  defeated  by  a sur- 
gical infection.  Failures  were  caused  by  hema- 
tomata,  wounds  closed  under  too  much  tension, 
and  instances  where  drains  were  not  inserted 
when  they  should  have  been.  We  find  it  in- 
advisable, at  all  times,  to  attempt  revision  of  am- 
putation stumps  unless  there  is  complete  epi- 
thelialization  of  the  stump.  No  amount  and  no 
kind  of  antibiotics  will  compensate  for  disregard 
of  this  principle. 

Intra-arterial  penicillin  is  often  advocated  in 
infections  of  the  extremities,  yet  its  use  has  been 
very  limited.14  In  burns  of  the  extremities  the 


best  treatment  of  infection  is  prevention.  Strict 
asepsis  is  essential,  and  all  dressings  can  well  be 
operating  room  procedures.  Small  areas  of  full- 
thickness  loss  may  be  excised  immediately  and 
skin  grafted.  Chemotherapy  is  utilized  primar- 
ily for  control  of  spreading  infection,  although 
multiple  reports  of  topically  applied  antiobiotics 
for  control  of  local  infection  preparatory  to  graft- 
ing have  been  noted  in  the  literature.15  More- 
over, polymyxin  has  been  successfully  employed 
topically  in  preventing  contamination  by  Pseudo- 
monas aeruginosa.16  The  parenteral  use  of  this 
drug  as  a prophylactic  agent  in  burn  therapy  is 
not  warranted  at  present.  It  must  be  empha- 
sized that  successful  skin  grafting  can  be  accom- 
plished in  the  face  of  the  majority  of  gram-negative 
organisms,  and  that  Pseudomonas  aeruginosa  and 
hemolytic  streptococcus  are  the  only  organisms 
that  defeat  a split  skin  graft.  Chemical  and  sur- 
gical debridement  is  essential  in  preparation  for 
the  earliest  application  of  skin,  which  is  the  ulti- 
mate, urgent  goal  in  all  burn  therapy. 

Conclusion 

The  introduction  of  potent  chemotherapeutic 
agents  has  presented  the  surgeon  of  today  with  a 
powerful  adjunct  in  the  treatment  of  injuries  and 
infections  of  the  extremities.  It  is  the  responsi- 
bility of  the  surgeon  to  prescribe  the  drug  or  drugs 
of  choice  on  the  basis  of  prompt  laboratory  identi- 
fication and  intelligent  clinical  appraisal  of  the 
problem.  These  drugs,  however,  must  not  lull 
him  into  a false  sense  of  security.  Early  diagno- 
sis with  adequate  surgery,  when  indicated,  per- 
formed under  the  strictest  aseptic  technic,  must 
still  prevail.  Antibacterial  agents,  by  controll- 
ing invasive  infection,  have  vastly  reduced  the 
mortality  and  morbidity.  In  accepting  this 
great  advance,  it  is  the  obligation  of  the  surgeon 
to  preserve  morphology  effectively  and  recon-  : 
struct  it  promptly,  and  ultimately  to  restore  ‘ 1 
function. 
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Discussion 

Robert  H.  Kennedy,  M.D.,  New  York  City. — 
With  the  advent  of  antibiotic  therapy  there  has  re- 
sulted a marked  change  in  the  required  care  of  many 
lesions  of  the  extremities,  but  this  does  not  mean 
that  adequate  surgical  care  is  one  iota  less  necessary 
than  it  always  was. 

Among  the  infections,  tenosynovitis,  felons,  and 
infection  of  the  anterior  closed  spaces  are  now  rarely 
seen  because  the  antibiotics  are  given  early,  and 
progress  of  the  infection  to  a purulent  process  or 
necrosis  may  not  occur.  Human  bites  were  formerly 
one  of  the  most  dangerous  conditions  about  the 
hands,  but  if  the  wounds  are  properly  excised  nowr, 
they  rarely  give  trouble.  Dr.  Patterson  has  com- 
mented on  acute  hematogenous  osteomyelitis,  which 
was  formerly  one  of  the  most  dangerous  conditions 
in  young  children,  frequently  causing  death.  Now 
it  rarely  requires  any  major  operative  procedure  but 
often  only  antibiotic  therapy.  The  results  are 
good;  death  is  rare.  It  is  unusual  to  see  extensive 
lymphangitis  any  more,  with  its  frequent  sequelae 
of  further  foci  of  pus  along  the  course  of  lymphatic 
vessels.  “Erysipelas”  of  the  extremities  was  form- 
erly common  and  frequently  a serious  disease  with 
prolonged  morbidity.  Now  it  is  rare  that  erysipe- 
las lasts  more  than  forty-eight  hours  under  antibiotc 
therapy. 

In  traumatic  cases  the  whole  field  of  open  wounds 
has  become  a different  problem.  Primary,  delayed 
primary,  and  secondary  sutures  can  be  properly  done 
much  more  frequently  since  we  know  that  we  have 
antibiotic  therapy  to  back  up  our  treatment.  It 
has  now  become  feasible,  in  properly  equipped  insti- 
tutions and  with  experienced  surgeons,  to  insert 
screws,  or  plates  and  screws,  in  fresh  open  fractures 
after  excision  of  devitalized  tissue  at  the  first  treat- 
ment, whereas  formerly  this  was  out  of  the  question. 
It  is  proper,  in  many  instances,  to  close  an  open 
fracture  immediately,  either  with  or  without  in- 
ternal fixation,  whereas  previously,  at  least  in  the  lower 
extremities,  this  would  have  been  malpractice.  An- 
tibiotics are  also  a successful  method  of  prophylaxis, 
in  many  instances,  against  traumatic  osteomyelitis 
while  still  in  the  early  stage.  The  incidence  of  gas 
bacillus  infection  has  become  more  rare.  Formerly, 
it  was  believed  that  it  was  questionable  whether  a 
wound  should  be  excised  if  it  had  existed  for  as  long 
as  six  hours.  Now  it  is  feasible  to  excise  wounds  as 
long  as  twenty-four  to  forty-eight  hours  after  their 
occurrence,  with  the  protection  of  antibiotics.  This 


statement  concerns  open  fractures  as  well  as  soft- 
part  wounds. 

We  do  not  have  to  worry  nearly  as  much  about 
ulceration  and  infections  in  patients  with  marked 
circulatory  disturbance,  for  example,  the  diabetic 
ulcer.  Where  amputation  is  required,  it  is  now 
usually  possible  to  do  this  in  the  leg,  whereas 
formerly  it  was  felt  that  a thigh  amputation  was  re- 
quired if  one  expected  to  save  the  patient. 

With  all  of  these  good  results,  I feel  that  there  has 
entered  into  our  thinking,  particularly  among  our 
resident  staffs,  a certain  carelessness  about  their 
surgery  because  of  undue  sense  of  protection  from  the 
antibiotics.  I think  that  in  many  institutions  the 
standards  of  what  constitutes  an  aseptic  wound  are 
being  neglected  and  that  cases  of  infected  wounds 
are  sometimes  not  reported  because  the  staff  feels 
that  the  infection  will  be  coped  with  all  right  because 
of  the  antibiotics;  they  no  longer  appreciate  what 
an  infection  is.  No  less  careful  excision  of  a wound 
is  required  because  we  have  antibiotics,  and  surgical 
technic  should  be  exactly  as  good  as  it  was  previ- 
ously, but  I fear  that  this  is  not  always  true.  Per- 
sonally I feel  that  it  is  an  insult  to  a competent  sur- 
geon to  find  that  antibiotics  have  been  ordered  on  a 
clean  case. 

Except  for  bacitracin  ointment,  there  is  no  excuse 
for  using  antibiotics  locally  on  soft  parts.  Their 
action  is  much  more  effective  parenterally,  or  by 
mouth,  in  the  case  of  aureomycin  or  terramycin.  I 
do  not  agree  with  Dr.  Patterson  as  regards  mild 
joint  infections.  Here  instillation  of  antibiotics 
into  the  closed  joint  space  is  effective,  apparently, 
when  used  in  addition  to  parenteral  therapy.  We 
must  not  forget  that  a large  number  of  the  antibi- 
otics which  are  administered  in  this  country  probably 
are  not  only  useless  but  sensitize  patients  so  that 
they  will  have  an  adverse  effect  later,  or  make  them 
refractory  to  the  individual  antibiotic.  Some  re- 
ports state  that  as  high  as  60  per  cent  of  cases  of 
staphylococcus  infection,  or  even  higher,  are  now 
found  resistant  to  penicillin.  This  problem  is  going 
to  become  a much  more  serious  one  unless  there  is  es- 
tablished more  generally  the  practice  of  proving 
which  antibiotic  a given  case  is  susceptible  to,  by 
plating  out  the  bacteria  with  pieces  of  blotting  paper 
soaked  in  the  several  commonly  used  antibiotics. 
We  should  be  ashamed  that  in  this  country  last 
year  there  were  about  25  tons  of  penicillin  used  on 
our  patients. 

The  antibiotics  have  been  a wonderful  boon  to 
us,  but  they  do  not  change  in  the  slightest  the  need 
for  trained,  conscientious  surgical  care,  with  incision 
and  drainage  where  a pocket  of  pus  or  an  area  of 
necrosis  is  present. 


M en  do  not  fail;  they  give  up  trying. — Elihu  Root 
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COARCTATION  of  the  aorta  is  a type  of  con- 
genital heart  disease  which  has  become 
correctable  largely  through  surgery.1,1  The 
roentgenologist  occupies  a prominent  role  in  both 
the  detection  and  the  evaluation  of  the  lesion. 
In  the  past,  the  first  suspicion  of  coarctation 
often  was  aroused  by  the  presence  of  rib-notching 
in  the  chest  x-ray.  Heightened  clinical  aware- 
ness has  made  this  a less  frequent  occurrence,  but 
the  advent  of  contrast  cardiovascular  visualiz- 
ation*’4 has  greatly  increased  the  importance  of 
the  radiologist’s  contribution.  The  present  re- 
port constitutes  a brief  review  of  the  salient  fea- 
tures of  the  malformation  and  is  based  upon  a 
series  of  54  patients  studied  by  angiocardiogra- 
phy. In  29  patients  surgery  was  undertaken, 
and  in  14  of  these  angiocardiography  was  done 
before  and  following  operation. 

Coarctation  of  the  aorta  usually  exists  as  a 
marked,  abrupt  narrowing  of  the  aortic  arch, 
occurring  at  a point  a short  distance  distal  to  the 
origin  of  the  left  subclavian  artery.  Upper  ex- 
tremity hypertension  and  diminished  blood  pres- 
sure and  pulsation  in  the  lower  extremities  re- 
sult. Collateral  arterial  channels  carry  blood 
(often  in  retrograde  fashion)  around  the  con- 
striction. These  enlarged  arteries  of  the  neck, 
shoulder  girdle,  and  thoracic  wall  give  rise  to 
such  physical  findings  as  bruits  or  pulsations  and 
an  important  roentgen  diagnostic  sign,  rib- 
notching.  Extensive  physiologic  studies  have 
been  made,  some  of  which  are  alleged  to  prove, 
others  to  disprove,  that  the  hypertension  in  co- 
arctation is  entirely  mechanical  in  origin.  Al- 
though it  seems  apparent  that  there  is  no  simple 
explanation  of  the  hypertension,  its  reversibility 
following  operation  in  many  cases  is  certain.  On 
the  basis  of  autopsy  studies,  it  has  been  shown 
that  the  usual  type  of  coarctation  may  be  ex- 
pected to  result  in  premature  death  in  up  to  74 
per  cent  of  patients  with  the  lesion.5  Death,  as 
well  as  most  of  the  symptoms,  due  to  coarctation 
is  usually  a result  of  hypertension  and  may  take 
the  form  of  left  ventricular  failure,  rupture  of  an 
intracranial  aneurysm,  or  dissection  or  rupture  of 
the  aorta.  Surgical  intervention,  therefore,  is 
indicated  in  any  patient  who  can  withstand  the 
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procedure,  if  the  lesion  is  anatomically  suitable 
for  operation,  and  if  the  condition  of  the  aortic 
wall  allows  suturing. 

When  marked  or  complete  coarctation  occurs 
proximal  to  a large  patent  ductus,  blood  flow  to 
the  descending  aorta  takes  place  through  the 
ductus,  resulting  in  lower  extremity  cyanosis. 
This  lesion  is  usually  referred  to  as  the  ‘ in- 
fantile" type  of  coarctation,  as  distinguished 
from  the  commonly  occurring  “adult"  type.®  If 
not  anatomically  justifiable,  the  terminology  is 
useful,  since  most  patients  with  the  “infantile” 
type  fail  to  survive  the  first  years  of  life.  Other 
atypical  forms  of  coarctation  occur.  The  nar- 
rowing may  be  proximal  to  the  origin  of  the  left 
subclavian  artery,  in  which  case  the  left  arm 
shares  in  the  hypotension  of  the  legs.  The  co- 
arctation may  occur  in  the  lower  thoracic  or  ab- 
dominal aorta,  a condition  which  cannot  be  dis- 
tinguished from  the  usual  form  of  coarctation  by 
physical  examination.7  Low  coarctation  may  be 
suspected  when  the  typical  blood  pressure  find- 
ings exist,  and  rib-notching  is  absent.  In  such  a 
situation,  thrombotic  occlusion  of  the  abdominal 
aorta  is  also  a diagnostic  possibility.  Bicuspid 
aortic  valves  may  be  associated  with  coarctation 
of  the  aorta  while  a patent  ductus  arteriosus  oc- 
casionally connects  the  left  pulmonary  artery 
to  the  aorta  proximal  to  the  site  of  nar- 
rowing. The  following  remarks  will  be  confined 
to  the  usual  type  of  coarctation  of  the  aorta, 
occurring  at  or  just  distal  to  the  left  subclavian 
artery  and  unassociated  with  physiologic  patency 
of  the  ductus  arteriosus. 

Conventional  Roentgenologic  Findings 

Rib-notching,  the  significance  of  which  was 
first  pointed  out  by  Railsback  and  Dock  in  1929.* 
is  one  of  the  commonest  findings  in  coarctation  of 
the  aorta.  The  notches  generally  are  found  on 
the  lower  margin  of  the  third  to  the  tenth  ribs 
posteriorly  (Fig.  1).  We  have  not  observed  this 
finding  in  patients  under  nine  years  of  age.  al- 
though it  has  been  reported  in  a child  of  six.  The 
notches  may  be  shallow  and  few  in  number,  or 
they  may  be  deep  and  extensive,  the  degree  of 
involvement  apparently  being  related  to  the  du- 
ration and  severity  of  the  lesion.  We  have  not 
observed  notching  in  patients  with  lesions  of  the 
lower  thoracic  or  the  abdominal  aorta.  Rib- 
notching  is  not  a pathognomonic  finding  in  co- 
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Fig.  1.  Coarctation  of  the  aorta,  conventional 
chest  roentgenogram.  The  three  cardinal  radio- 
graphic  features  are  shown:  (1)  rib  notches,  (2) 

enlargement  of  the  left  ventricle,  and  (3)  an  abnormal 
aortic  knob — in  this  case  an  unusually  small  shadow. 

arctation  since  it  may  occur  in  severe  pulmonary 
artery  stenosis  or  atresia;  it  may  be  simulated  by 
von  Rechlinghausen’s  neurofibromatosis,  and  it 
has  resulted  in  at  least  one  instance  from  dilata- 
tion of  intercostal  veins  in  a case  of  superior  vena 
caval  obstruction.  The  principal  value  of  rib- 
notching  is  that  it  directs  attention  to  the  very 
high  probability  that  coarctation  exists.  The 
diagnosis,  once  entertained,  is  readily  established 
by  physical  examination. 

A common  roentgenographic  finding  in  co- 
arctation is  the  presence  of  an  abnormal  aortic 
knob  shadow.  The  aortic  knob  may  appear  hy- 
poplastic, dilated,  or  bilobulated.  The  latter  is 
usually  the  result  of  poststenotic  dilatation  of  the 
descending  aorta,  which  also  may  produce  a 
characteristic  deviation  of  the  barium-filled 
esophagus.  Left  ventricular  enlargement  in  co- 
arctation is  due  to  hypertension  and  is  usually 
present  in  the  adult.  Dilatation  and  increased 
pulsation  of  the  left  subclavian  artery,  as  ob- 
served fluoroscopically  or  on  kymography,9  testi- 
fies to  the  important  role  in  collateral  circulation 
played  by  this  vessel.  Conventional  roentgen 
technics  may  indicate  the  presence  of  dilatation  of 
the  ascending  aorta.  Since  this  also  occurs  in  or- 
dinary hypertension,  syphilitic  aortitis,  and  aortic 
insufficiency,  as  well  as  congenital  aortic  and  sub- 
aortic stenosis,  it  is  of  confirmative  value  only. 

Contrast  aortic  visualization  is  indispensable 
for  the  adequate  examination  of  any  patient  likely 
to  undergo  surgery  for  coarctation  of  the  aorta. 
It  affords  exact  anatomic  data  regarding  the  site 
and  hemodynamic  consequences  of  the  lesion.  It 


provides  the  surgeon  with  a clear  picture  of  the 
lesion  he  is  to  attack  and  aids  him  in  planning  his 
procedure.  In  certain  cases  it  indicates  the  ne- 
cessity for  having  an  arterial  graft  available.  No 
other  technic  known  to  us  can  distinguish  de- 
cisively between  coarctation  of  the  usual  type 
and  that  of  the  descending  aorta.  To  operate  on 
coarctation  of  the  aorta  without  contrast  visuali- 
zation studies  might  be  likened  to  driving  in  un- 
familiar territory  without  benefit  of  a roadmap. 

Two  technics  are  available  for  radiographically 
visualizing  the  thoracic  aorta,  angiocardiography10 
and  thoracic  aortography  (direct  opacification 
of  the  aorta  by  retrograde  injection  or  aortic 
catheterization).11  Certain  workers  have  ex- 
pressed their  preference  for  aortography,12’13 
holding  that  angiocardiography  fails  to  provide 
adequate  visualization  of  the  lesion,  usually  be- 
cause of  insufficient  concentration  of  contrast  sub- 
stance. In  the  absence  of  heart  failure  we  believe 
it  unnecessary  to  resort  to  direct  aortography. 
Angiocardiography,  to  be  effective,  requires  ade- 
quate equipment,  familiarity  with  the  technic, 
and  experience  in  interpreting  the  films.  Where 
these  are  lacking,  failure  should  not  be  ascribed  to 
the  method.  We  regard  angiocardiography  as 
safer,  more  easily  performed,  freer  of  compli- 
cations, and  less  unpleasant  for  the  patient.  In 
the  adult,  it  does  not  require  a general  anesthetic, 
and  in  addition  it  offers  information  concerning 
the  heart  and  pulmonary  circulation  not  available 
by  aortography. 

Angiocardiography  is  customarily  performed 
in  the  left  anterior  oblique  projection;  this  affords 
an  open  view  of  the  aortic  arch  similar  to  the  ex- 
posure at  surgery.14  The  angiocardiographic 
findings  may  be  summarized  as  follows:  The 
left  ventricle  may  be  enlarged,  but  neither  the 
left  ventricle  nor  the  aortic  valve  area  is  otherwise 
unusual.  The  ascending  aorta,  often  normal  in 
the  young  patient,  is  usually  dilated  in  the  adult. 
The  innominate  and  left  subclavian  arteries  are 
markedly  dilated ; the  left  common  carotid  artery 
is  moderately  enlarged.  Collateral  channels, 
particularly  the  internal  mammary  and  shoulder 
girdle  arteries,  are  markedly  dilated  and  tortuous. 
The  intercostal  arteries  are  not  as  well  visualized. 
The  exact  site  of  coarctation  is  readily  identified 
at  a variable  distance  beyond  the  left  subclavian 
artery  (Figs.  2 and  3).  There  is  seen  to  be  an 
area  of  abrupt  constriction  which  is  obscured  in 
part  by  overlapping  of  the  poststenotic  segment  of 
the  aorta.  The  diameter  of  the  lumen  at  the  site 
of  coarctation  cannot  be  determined.  Prompt 
filling  of  the  aorta  distal  to  the  stenosis  may  occur 
via  collaterals  in  the  absence  of  any  opening. 
The  search  for  a time-lag  in  the  opacification  of 
the  descending  aorta  as  a clue  to  complete  ob- 
struction has  not  proved  rewarding.  The  length 
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Fig.  2.  Coarctation  of  the  aorta — angiocardio- 
gram in  left  anterior  oblique  projection.  The  steno- 
sis is  1.5  cm.  distal  to  the  site  of  origin  of  the  left 
subclavian  artery. 


of  the  stub  of  aorta  distal  to  the  left  subclavian 
artery  and  proximal  to  the  site  of  stricture  has 
varied,  ranging  between  no  stub  in  several  cases 
to  a 4.5-cm.  segment.  Rather  than  separate  the 
lesion  into  types,  we  prefer  to  consider  its  varia- 
tions as  points  on  a continuum  (Fig.  4).  Dilated 
intercostal  arteries  may  occasionally  be  seen  con- 
necting with  the  poststenotic  descending  aorta. 
Poststenotic  aortic  dilatation  varies  greatly  and  is 
generally  more  marked  in  older  patients.  The 
lower  thoracic  aorta  is  small. 

A correlation  of  pre-  and  postoperative  angio- 
cardiograms, with  the  surgical  specimen  and  the 
clinical  course  following  operation,  is  in  progress. 
In  postoperative  angiocardiograms  (Figs.  5 and 
6)  the  caliber  at  the  site  of  anastomosis  may  be 
measured.  There  was  residual  narrowing  at  the 
site  of  anastomosis  in  all  16  cases  studied  postop- 
eratively.  The  caliber  of  the  anastomosis  ap- 
peared to  be  related  to  the  length  of  the  segment 
of  aorta  between  left  subclavian  artery  and  co- 
arctation, as  seen  on  preoperative  films.  Gener- 
ally, the  longer  the  stub,  the  greater  the  technical 
ease  of  the  procedure  and  the  larger  the  post- 
operative lumen.  Postoperatively,  as  might  be 
expected,  the  collateral  arteries  are  not  well 
shown. 

Bv  comparing  measurements  made  on  the 
surgical  specimen  with  those  on  the  postoperative 


Fig.  3.  Coarctation  of  the  aorta.  This  is  the 
type  of  lesion  most  commonly  encountered  in  this 
series  of  54  cases  studied  angiocardiographically. 


Fig.  4.  Varieties  of  “adult  type”  coarctation  of 
the  aorta  shown  by  tracings  from  angiocardiograms. 
In  general,  a long  segment  of  aorta  between  the  left 
subclavian  artery  and  the  site  of  stenosis  facilitates 
surgery.  The  commonest  form  is  shown  at  C. 


films,  it  is  possible  to  obtain  certain  anatomic  in-  I • 
formation.  In  a typical  case  where  the  lumen  at  I 
the  site  of  coarctation  was  found  to  be  2 mm.  in  I 
diameter,  the  postoperative  diameter  was  14  mm.  1 1 
By  converting  diameter  to  area,  a preoperative  I 
area  of  3.14  sq.  mm.,  had  been  converted  to  a 1 
final  area  of  153.94  sq.  mm.,  an  increase  of  almost  I 
50  times.  It  is  recognized  that  sacrifice  of  inter-  I 
costal  arteries  in  the  process  of  the  operation  in  I J 
part  offsets  this  improvement. 

Summary  and  Conclusions 

A brief  review  of  the  salient  features  of  coarcta-  I . 
tion  of  the  aorta  from  the  roentgenologist’s  point  I ; 
of  view  has  been  presented.  Contrast  aortic  I - 
visualization  is  regarded  as  indispensable  to  the 
preoperative  study  and  of  interest  in  the  post- 
operative assessment  of  coarctation  of  the  aorta. 
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Fig.  5.  Coarctation  of  the  aorta,  preoperative 
angiocardiogram.  The  lumen  of  the  resected  coarc- 
tation was  found  to  be  3 mm.  in  diameter. 


The  authors  gratefully  acknowledge  the  cooperation  of 
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Discussion 

Edward  Keefer,  M.D.,  New  York  City. — The 
contribution  of  angiocardiography  to  the  surgery  of 
coarctation  of  the  aorta  is  well  appreciated  by  the 
surgeon  who  has  had  experience  in  this  field.  All 
cardiovascular  surgery  is  aided  immeasurably  by  this 
source  of  additional  information.  Drs.  Steinberg 
and  Dotter  have  been  pioneers  in  this  branch  of 
roentgenology  and  have  been  largely  responsible  for 
its  acceptance  as  a safe  and  useful  diagnostic  pro- 
cedure. I appreciate  very  much  the  opportunity 
of  working  with  them  and  being  stimulated  by  their 


Fig.  6.  Coarctation  of  the  aorta,  postoperative 
angiocardiogram.  The  lumen  now  measures  15  mm. 
Marked  relief  of  symptoms  followed  the  procedure. 


enthusiasm  and  drive  to  produce  a valuable  adjuvant 
to  the  ever-expanding  practice  of  medicine. 

I should  like  briefly  to  present  a case  of  coarcta- 
tion of  the  aorta  in  an  unusual  location,  which  rightly 
would  be  deemed  inoperable.  With  the  aid  of  con- 
trast visualization,  however,  the  exact  location  of 
the  coarctation,  the  pathology,  and  a satisfactory 
method  of  surgical  correction  were  found.  The  pa- 
tient, a twenty-year-old  girl,  had  known  hyper- 
tension for  the  past  ten  years.  Her  blood  pressure 
was  found  as  high  as  230/140,  and  at  rest  the  lowest 
recorded  was  178/120.  In  1946  she  received  a bi- 
lateral thoracolumbar  sympathectomy,  with  only 
transient  fall  in  pressure.  In  1948  she  was  seen 
by  Dr.  George  Robb  who  made  the  diagnosis  of 
coarctation  of  the  lower  thoracic  and  upper  abdomi- 
nal aorta  by  angiocardiography  and  noted  arm  blood 
pressure  of  186/122  and  leg  pressure  of  146/120. 
We  saw  the  patient  in  November,  1950,  and  were 
able  to  demonstrate  the  exact  level  of  coarctation 
by  angiocardiography  and  retrograde  aortography, 
using  a polyethylene  catheter  inserted  into  the  right 
femoral  artery,  and  were  thereby  able  to  formulate 
an  operative  plan  of  attack.  Dr.  Glenn  operated 
on  this  patient;  by  excising  the  spleen  and  utilizing 
the  splenic  artery,  he  was  able  to  bypass  the  aortic 
constriction  by  doing  an  end-to-side  anastomosis 
of  the  splenic  artery  to  the  proximal  thoracic  aorta. 
A graft  was  not  practical  because  the  lower  end  of 
the  coarctation  involved  the  celiac  axis,  leaving  no 
room  for  anastomosis  and  presenting  other  technical 
difficulties  such  as  interruption  of  the  renal  blood 
supply. 

One  year  postoperatively  the  patient  noted  de- 
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finitive  improvement  clinically.  Her  arm  blood 
pressure  was  138/88  and  her  leg  pressure  140/100. 
This  case  illustrates  clearly  the  necessity  of  an  ac- 
curate diagnosis  and  is  reported  in  detail  in  Surgery, 
Gynecology  and  Obstetrics. ° To  me  this  single  case 
says  more  for  arteriography  than  any  words  that  our 
best  orators  might  present. 

a Glenn,  F.,  Keefer,  E.  B.  C.,  Speer,  D.  S.t  and  Dotter 
C.  T.:  Surg.,  Gynec.  & Obst.  94:  561  (1952). 

R.  V.  Grieco,  M.D.,  Flushing. — We  are  in  an  era 
of  spectacular  advances  in  cardiovascular  surgery, 
but  accurate  diagnostic  technics,  especially  roent- 
genographic  methods,  are  needed  to  light  the  way 
of  the  intrepid  surgeon. 

In  my  opinion  this  paper,  dealing  in  the  main 
with  angiocardiography,  is  an  excellent  example  of 
such  a tool,  essential  to  the  surgeon.  The  impor- 
tance of  this  method  of  study  rests  not  only  with  its 
value  in  arriving  at  a definitive  anatomic  diagnosis 
preoperatively,  but  also  with  the  advantage  it  affords 
for  checking  on  the  results  of  the  operative  technic 
by  a postoperative  study  with  a minimum  of  risk 
to  the  patient.  It  may  take  five  to  ten  years  be- 
fore the  results  of  these  operations  can  be  fully 
evaluated.  The  fate  of  the  aortic  graft  and  the 
growth  or  aging  process  of  a sutured  aorta  are  prob- 
lems that  need  some  method  of  study  during  life. 
Angiocardiography  is  well  suited  for  this  task. 

Despite  the  criticism  of  some  outstanding  surgeons 
that  angiocardiography  is  often  very  limited  in  its 
application  and  at  times  misleading,  Drs.  Dotter  and 
Steinberg  have  demonstrated  that  this  method  can 
be  brought  to  a state  of  considerable  accuracy  in 
diagnosis,  with  safety  to  the  patient  and  ease  of  per- 
formance. Therefore,  I feel  that  this  is  the  method 
that  should  be  employed  in  the  preliminary  study 
of  this  condition,  to  be  followed,  only  when  necessary, 


by  the  more  difficult  procedure  of  retrograde  aortog- 
raphy, attended  as  it  is  with  a greater  degree  of  risk 
to  the  patient. 

The  terms  “infantile”  and  “adult”  type  of  coarc- 
tation of  the  aorta,  through  common  usage,  have 
become  so  firmly  entrenched  in  the  medical  liter- 
ature that  these  workers  find  it  expedient  to  con- 
sider the  types  as  a “useful  classification.”  How- 
ever, a number  of  other  workers  express  the  con- 
viction that  this  terminology  is  incorrect.  In  the 
opinion  of  Dr.  Gross  of  Boston,  “There  is  little  point 
in  classifying  coarctation  of  the  aorta  into  the  two 
artificial  groups,  because  a good  deal  of  overlapping 
tends  to  make  such  a classification  arbitrary  and 
useless.  It  is  becoming  clear  that  a short  aortic 
obstruction  alone  can  lead  to  a cardiac  decompensa- 
tion or  even  fatality  in  early  months  of  life.  Con- 
versely a considerable  number  of  long  aortic  strictures 
are.  found  in  adults  who  also  have  serious  intra- 
cardiac congenital  anomalies.  Such  experiences  em- 
phasize the  desirability  of  abandoning  the  separation 
into  infantile  and  adult  forms.”  I personally  favor 
this  latter  point  of  view. 

Drs.  Dotter  and  Steinberg  have  discussed  the 
more  usual  type  of  coarctation  of  the  aorta,  unasso- 
ciated with  physiologic  patency  of  the  ductus  arteri- 
osus. However,  I might  add  that  approximately 
10  per  cent  of  patients  with  coarctation  of  the  aorta 
also  have  an  associated  patent  ductus,  as  reported 
by  Abbott  and  others. 

In  my  estimation  the  authors  have  presented 
clearly  and  concisely  the  angiocardiographic  aspects 
of  coarctation  of  the  aorta,  both  preoperatively  and 
postoperatively,  a technic  which  undoubtedly  will 
have  a great  influence  on  the  future  progress  of 
cardiovascular  surgery.  It  is  highly  desirable  that 
more  studies  of  this  type  be  undertaken  in  a field 
that  is  so  young  and  promising. 


REPORTS  NEW  METHOD  OF  TREATING  BELL’S  PALSY 


A new,  rapid  way  of  treating  Bell’s  palsy,  by 
local  anesthetization  with  procaine  hydrochloride 
of  a small  group  of  sympathetic  nerve  cells  in  the 
neck,  was  reported  in  the  September  6 Journal  of 
the  American  Medical  Association. 

Bell’s  palsy,  a usually  innocuous  but  psychologi- 
cally distressing  disease,  is  the  distortion  of  the  face 
as  a result  of  paralysis  of  the  muscles  on  one  side  of 
the  face.  The  cause  of  most  cases  of  the  disease  is 
unknown,  and  treatment  has  been  generally  unsuc- 
cessful. Although  recovery  is  usually  spontaneous, 
it  is  long  delayed  in  many  instances,  causing  psycho- 
logic and  economical  difficulties. 

According  to  the  author  of  the  article,  Dr.  Daniel 
M.  Swan,  Quincy,  Massachusetts,  the  drug  is 


believed  to  cause  the  blood  vessels  to  dilate,  im- 
proving circulation  and  easing  the  paralysis.  The 
success  of  this  new  method  of  therapy  suggests 
that  the  blood  vessels  play  an  important  role  in 
the  causation  of  the  disease,  confirming  a previously 
believed  theory. 

Dr.  Swan  reported  on  two  cases  of  Bell’s  palsy 
treated  by  this  new  method.  Both  patients  recov- 
ered about  80  per  cent  of  the  use  of  the  affected  face 
muscles  after  several  such  treatments,  and  complete 
recovery  was  noted  within  two  months.  This 
return  of  facial  function,  he  said,  was  more  rapid 
“than  could  have  been  expected  in  the  natural 
course  of  the  disease,  even  with  the  application  of 
the  best  previously  known  therapy.” 
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THE  literature  dealing  with  the  etiology  of 
primary  pyelocaliectasia  contains  a “theatre 
of  arguments,”  as  Deming  says.1  Few  clinical 
entities  have  been  the  subject  of  as  many  in- 
vestigations seeking  to  clarify  the  pathogenesis 
involved.  The  radiologic  literature  itself,  how- 
ever, makes  little  or  no  mention  of  the  differences 
of  opinion  concerning  the  etiology,  pathogenesis, 
and  therapeutic  approach  to  the  problem  of 
primary  ureteropelvic  obstruction.  It  is  there- 
fore appropriate  to  present  a series  of  31  un- 
selected, consecutive  cases  of  surgically  proved 
primary  pyelocaliectasia.  This  series  will  be 
shown  to  present  so  striking  a uniformity  of 
pathologic  findings  as  to  compel  a re-evaluation 
of  the  entire  subject. 

History 

A well-documented  background,  tracing  the 
early  writings  on  this  subject,  has  been  supplied 
by  Schmidt.2  He  has  cited  the  beliefs  of  the 
pioneer  investigators  in  this  field,  Englisch, 
Israel,  and  Bazy,  among  others,  who  in  the  middle 
of  the  nineteenth  century  explained  the  occur- 
rence of  primary  pyelocaliectasia  on  the  basis  of 
a developmental  anomaly.  These  authors  mini- 
mized the  role  of  accessory  vessels  as  a cause  of 
primary  pyelocaliectasia.  In  1907,  Eckehorn 
(cited  by  Schmidt)  published  one  of  the  basic 
works  in  this  field,  in  which  he  collected  24  cases 
described  in  the  literature  and  added  25  of  his 
own  in  support  of  his  contention  that  accessory 
vessels  could  play  a significant,  if  not  primary, 
role  in  the  production  of  primary  pyelocaliectasia. 
Eventually,  in  1921,  this  matter  was  given  ex- 
tended consideration  at  the  Urological  Congress 
at  Vienna.2  No  definite  conclusion  was  reached, 
but  the  consensus  was  in  support  of  the  develop- 
mental origin  of  pyelocaliectasia.  It  was  ac- 
knowledged, however,  that  accessory  vessels,  in 
rare  and  special  circumstances,  could  act  as  a 
primary  cause  of  obstruction. 

Schmidt  studied  16  cases  of  primary  uretero- 
pelvic obstruction  in  1927  and  1928.  Of  this 
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* Dysgenesis  is  defined  by  Dorland’s  dictionary  as  “de- 
fective development  or  malformation.”  In  this  regard 
we  are  applying  this  term  to  the  narrowing  of  the  upper 
ureter,  causing  pyelocaliectasia.  We  consider  the  narrowing 
to  be  a developmental  affair,  and  therefore  we  feel  the  term 
dysgenesis  is  applicable. 


number  37  per  cent  were  found  to  have  a small 
accessory  vessel  compressing  the  ureter  and  caus- 
ing obstruction.  He  contended  that  the  chief 
reason  for  the  older  concepts  was  the  inadequate 
means  of  investigation  of  the  upper  urinary 
tract  then  available.  Only  those  cases  with 
advanced  disease  came  to  surgery,  and  proper 
evaluation  of  the  underlying  pathologic  changes 
was  extremely  difficult  because  of  the  profound 
changes  which  had  evolved  over  a long  period. 
These  findings  included  pyelectasia,  peripelvic 
adhesions,  angulation  of  the  ureter,  etc.  Other 
opinions  expressed  in  the  foreign  literature  were 
those  of  Marion,  cited  by  Bidgood  and  Roberts, 
and  Alberran,  quoted  by  Campbell,  who  ascribed 
the  ectasia  to  hypermobility  and  treated  their 
patients  by  nephropexy.3,4 

In  this  country,  occasional  references  to  this 
problem  appeared  in  the  early  1900’s  for  the  first 
time.  Mayo,  Braasch  and  MacCarthy  in  1909 
and  Braasch  in  1914  stressed  the  importance  of 
anomalous  vessels  in  the  causation  of  pyelo- 
caliectasia.5,6 In  1918,  Geraghty  and  Frontz 
published  a report  of  14  cases  of  pyelocaliectasia 
in  which  microscopic  study  demonstrated  the 
presence  of  inflammatory  changes  at  the  uretero- 
pelvic junction.7  .These  authors  stated  that  ob- 
struction at  the  ureteropelvic  junction  is  most 
often  due  to  intramural  fibrosis  and  stenosis 
secondary  to  infection.  In  disputing  the  im- 
portance of  accessory  aberrant  vessels,  these 
workers  pointed  to  the  frequent  occurrence  of 
renal  hypermobility  and  aberrant  vessels,  with- 
out evidence  of  renal  disease.  Schreiber  studied 
100  unselected  consecutive  autopsies  and  found 
an  incidence  of  12  per  cent  of  symptomatic 
ureteral  “stricture.”8  He  reported,  in  addition, 
a 10  per  cent  incidence  of  latent,  symptomless 
pyelocaliectasia  due  to  “stricture.”  Aside  from 
these  studies,  little  mention  of  stenosis  or  stric- 
ture at  the  ureteropelvic  junction  as  the  pre- 
dominant factor  in  the  causation  of  pyelocaliec- 
tasia appeared  in  the  American  literature. 
During  the  third  part  of  the  fourth  decade, 
Hinman,  Young,  Stevens,  and  more  latterly, 
Soley,  as  well  as  Beard,  among  others,  published 
findings  in  support  of  the  accessory  vessel 
theory.9-18  However,  in  the  early  thirties,  the 
pendulum  began  to  swing  once  again  in  favor 
of  causes  other  than  vascular  to  explain  uretero- 
pelvic obstruction.  Krogius  reported  two  cases 
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of  bilateral  pyelectasia  due  to  narrowing  of  the 
ureteropelvic  junction.14  His  specimens  showed 
zones  of  thin  constriction.  Bidgood  and  Roberts 
(1935)  reported  an  instance  in  which  resection 
of  a band  causing  angulation  of  the  ureter  was 
followed  by  the  discovery  of  a persistent  fibrous 
narrowing  of  the  ureter  unaffected  by  the  surgery 
described.3  In  1940,  Jewett  analyzed  71  cases 
of  primary  pyelocaliectasia  and  concluded  that 
four  cases  were  due  to  bands  or  kinking,  24  to 
accessory  vessels,  and  43  to  stenosis.15  In  the 
43  cases  of  stenosis  accessory  vessels  were  en- 
countered ten  times.  Jewett  felt,  however, 
that  in  five  of  these  the  intrinsic  lesion  was  pre- 
dominant since  in  his  experiences  he  found  that 
isolated  stenosis  occurred  three  times  more  fre- 
quently than  stenosis  in  the  presence  of  accessory 
vessels.  Further,  he  observed  that  in  the  24 
instances  of  accessory  vessels  as  the  primary 
cause,  there  were  no  examples  of  concomitant 
ureteral  stricture.  Referring  to  the  33  cases  of 
isolated  stenosis,  this  investigator  described  the 
character  of  the  constricted  zone  as  delicate  and 
thin.  In  these  instances  there  was  no  evidence 
of  inflammation  detected  microscopically.  In  17 
cases  of  uncomplicated  primary  stenosis,  without 
evidence  of  microscopic  inflammatory  involve- 
ment, 11  cases  had  infected  urine,  nevertheless. 
He  concluded  that,  inasmuch  as  no  acquired 
factor  could  adequately  explain  this  thin  and 
delicate  narrowing  at  the  ureteropelvic  junction, 
in  all  likelihood  this  type  of  pure  stenosis  repre- 
sented a congenital  or  developmental  defect. 
Henline  reported  a series  of  66  cases  in  1935  in 
which  he  found  anomalous  vessels  in  29  cases 
and  narrowing  in  31  cases.16  * Subsequently,  in 
1948,  he  reinvestigated  this  matter  and  de- 
scribed his  experiences  in  70  cases,  62  of  which 
were  operated  upon.17  In  this  communication 
he  found  that  intrinsic  lesions  of  the  type  re- 
ferred to  as  congenital  narrowing  were  responsible 
for  the  presence  of  disease  in  44  cases  (71  per 
cent),  that  extrinsic  causes,  (aberrant  vessels) 
were  found  in  2 (3.2  per  cent)  and  combined 
intrinsic  and  extrinsic  causes  were  found  in  16 
(25  per  cent).  Henline  stressed  the  fact  that  the 
involved  segment  of  ureter  frequently  appeared 
normal  exteriorly,  but  actually  contained  a con- 
stricted lumen  upon  examination  of  the  incised 
specimen. 

In  1941,  Creevy  devoted  a paper  to  the  subject 
of  unusual  types  of  obstruction  at  the  uretero- 
pelvic junction  in  which  he  described  the  result 
of  38  operations  for  noncalculus  pyelocaliec- 
tasia.18 In  22  instances,  he  found  more  than  one 
cause.  In  the  remaining  16  cases  ascribable  to  a 
single  cause,  narrowing  was  responsible  for 
changes  in  five,  spasm  in  four,  peripelvic  fascia 
or  adhesions  in  four,  granuloma  projecting  intra- 


lumenally  in  one,  and  mucosal  polyps  in  two 
instances.  Creevy  stated  that  anomalous  vessels, 
found  in  15  instances  were  not  regarded  as  the 
sole  cause  of  the  process  since  these  were  ac- 
companied by  fascial  distortion  in  seven,  spasm 
in  five,  and  stricture  in  three.  He  refuted  the 
widely  quoted  hypothesis  of  Quinby  that  the 
trauma  produced  by  pulsation  of  the  accessory 
vessels  against  the  uieteropelvic  junction  results  in 
chronic  inflammatory  narrowing  with  obstruc- 
tion. This  author  felt  that  the  Quinby  con- 
cept was  erroneous  since  aberrant  veins  which 
do  not  pulsate  may  also  cause  similar  pyelo- 
caliectasia. 

Finally,  the  monograph  of  Ostling  in  1942 
devoted  solely  to  the  genesis  of  pyelocaliectasia 
is  of  interest.19  On  the  basis  of  study  of  fetuses 
of  varying  age,  Ostling  claimed  that  embry- 
ologically,  the  ureter,  which  in  the  fetus  is 
considerably  shorter  as  compared  to  the  length  of 
the  body  than  the  relationship  pertaining  at  birth, 
is  provided  with  numerous  folds  which  yield  as 
the  rate  of  growth  demands.  Occasionally, 
a fold  persists  beyond  fetal  life  as  a subepithelial 
ridge  or  spur  which  projects  intraluminally,  re- 
sulting in  a variable  degree  of  narrowing.  These 
anomalies  are  often  noted  at  the  ureteropelvic 
junction.  Ostling  presented  19  cases  of  primary 
ureteropelvic  obstruction  which  were  found  to 
have  folds  at  the  ureteropelvic  junction  resulting 
in  narrowing  of  the  lumen  and  obstruction. 
Four  were  due  to  distortion  of  the  renal  pelvis 
without  narrowing  of  the  lumen  and  obstruction. 
Four  were  due  to  distortion  of  the  renal  pelvis 
without  narrowing  of  the  ureter,  two  showed  dis- 
tortion of  the  renal  pelvis  with  dilation  of  the 
ureter  below  the  ureteropelvic  junction,  and  the 
remaining  cases  exhibited  distortion  of  the  renal 
pelvis  with  narrowing  at  the  ureteropelvic  junc- 
tion. 

Material 

We  are  presenting  in  Table  I the  pertinent 
clinical,  roentgenographic,  and  operative  findings 
in  31  surgically  proved  cases  of  primary,  non- 
calculus, ureteropelvic  obstruction,  observed  in 
the  Veterans  Hospital,  Bronx,  in  the  past  three 
years. 

In  20  of  the  31  cases,  narrowing,  stricture,  or 
stenosis  was  recorded  as  the  sole  operative  finding 
in  the  area  of  the  upper  ureter.  In  these  20  cases, 
there  were  no  concomitant  anomalous  structures, 
that  is,  vessels  or  bands.  In  five  additional  cases, 
stenosis  was  considered  as  primary  but  was 
complicated  by  the  presence  of  accessory  struc- 
tures. Of  these  five  cases,  two  showed  accessory 
vessels  of  fine  caliber,  two  showed  small  non- 
constricting bands,  and  one  demonstrated  peri- 
ureteral fibrosis.  In  an  additional  case,  there 
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TABLE  I. — A Series  op  31  Cases  of  Primary,  Noncalculus,  Ureteropelvic  Obstruction,  Observed  in  the  Veterans 

Hospital,  Bronx,  in  the  Past  Three  Years 


Case 

Num- 

ber 

Age 

(Years) 

Symptoms 

Roentgenographic 

Findings 

Operative 

Findings 

Type  of 
Obstruction 

1 (Fig.  1)  27 

Pain,  right  side  of 
back,  18  months 
duration.  Relief 

in  recumbent  posi- 
tion 

Marked  dilatation  of 
right  pelvis  with 
abrupt  cutoff  at 
ureteropelvic  junc- 
tion. Caliectasia 
present 

Marked  dilatation  of  right 
kidney.  Definite  nar- 
rowing at  ureteropelvic 
junction,  but  no  indica- 
tion, scarification,  or 
vessels  seen 

Intrinsic  narrowing 

2 

26 

Hospitalized  three 
times  because  of 
"hydronephrosis” 

Right  pyelocaliecta- 

sis 

Extreme  narrowing  at 
ureteropelvic  junction. 
Proximal  ureter  noted  to 
be  smaller  than  normal 

Marked  intrinsic 

narrowing 

21  Pyuria,  2'/s  years; 

aching  pain,  left 
iliac  crest  and  cos- 
tovertebral angle 


26  Pain  in  right  flank 
awakening  patient 
from  sleep  on  sev- 
eral occasions 


39 


6 (Fig.  2)  38 


8 (Fig.  3)  24 


20 


10 


11 


Right  nephrolithiot- 
omy  done  in  1943. 
Persistent  pain  re- 
curring at  inter- 
vals 

Pain,  left  costoverte- 
bra  angle;  tender- 
ness 


31  Low  back  pain,  3 
years  duration,  in- 
terfering with  sleep 
after  3 or  4 hours. 
Relieved  by  walk- 
ing about 


Episode  of  total 
hematuria  follow- 
ing a fall  7 years 
previously ; 6 

months  prior  to 
admission,  oc- 
currence of  total 
hematuria 

Pain  in  both  lumbar 
regions  shortly 
prior  to  admission. 
Left  renal  explora- 
tion, 1948;  irre- 
mediable damage 
found;  left  neph- 
rectomy done 


23  Pain  in  right  flank, 
l*/»  years,  with 
acute  episodes  re- 
curring every 
month 


36  Severe  right  renal 
pain  since  1945. 
Hospitalized  three 
times 


Bilateral  pyelectasia 


Right  pyelocaliecta- 
sia 


Abrupt  termination 
of  dilated  right 
pelvis  at  uretero- 
pelvic junction 

Left  kidney  pelvis 
dilated.  Proximal 
ureter  dilated,  end- 
ing abruptly 


Blunt  termination  at 
ureteropelvic  junc- 
tion. Left  pyelec- 
tasia 


Left  pyelocholecta- 
sis 


I.V.P.  1947,  severe 
bilateral  hydro- 
nephrosis with 
severe  atrophy. 
Only  retrograde 
study  feasible  in 
1949,  since  no  dye 
excretion  observed. 
Urine  4 4-  albu- 
min, B.  U.N.  71, 
creatinine  7.5,  P. 
S.P.  no  excretion  in 
2 hours 


Right  pyelectasia 


Bilateral  pyelectasia, 
considerably  more 
marked  on  right 


in  diameter,  but  other- 
wise not  remarkable. 
Incision  of  ureteropelvic 
junction  revealed  pin- 
point caliber  lumen. 
No  bands  or  vessels 
seen 

Pelvis  markedly  dilated  at 
the  ureteropelvic  junc- 
tion. Severe  degree  of 
constriction  noted.  No 
vessels  or  adhesions 
noted.  Two  calculi  noted 
in  dilated  pelvis 

Right  kidney  pelvis  dilated 
to  two  or  three  times 
normal;  constriction 
found  at  ureteropelvic 
junction.  Fibrous  band 
noted  about  kidney 
pelvis 

Reoperated.  Pelvis  moder- 
ately dilated,  coming  to 
a point  at  markedly  con- 
stricted ureteropelvic 
junction 

Immediately  below  ure- 
teropelvic junction, 
ridgelike  spur  or  valve 
extending  for  */t  cm.  in 
length  resulting  in  nar- 
rowing of  lumen 

Pelvis  moderately  dilated, 
funnel  shaped,  ending 
in  a narrow  ureteropelvic 
junction.  Pelvis  incised, 
ureteropelvic  junction 
found  to  admit  only  a 
fine  probe 

Pelvis  moderately  dilated. 
Ureter  small,  markedly 
narrowed 


Right  pyeloplasty,  June 
16,  1949.  Kidney  pa- 
renchyma reduced  to 
one  fourth  of  normal. 
Pelvis  greatly  dilated, 
containing  500  cc.  urine. 
Ureteropelvic  junction 
showing  marked  degree 
of  narrowing;  2 to  3 
mm.  in  diameter,  not 
permitting  entry  of  a 
number  10  French  cath- 
eter. Ureteropelvic  junc- 
tion covered  externally 
by  a film  of  fibrous  tis- 
sue contributing  to  kink- 
ing of  ureter.  No  bands 
or  vessels  noted 
Pelvis  of  right  kidney  con- 
siderably dilated,  with 
abrupt  narrowing  of 
ureteropelvic  junction. 
Ureter  not  obstructed, 
however.  Several  small 
aberrant  vessels  enter- 
ing lower  pole 
Right  kidney,  ureteropelvic 
constriction  noted.  No 
bands  or  vessels 


Severe  degree  of  in- 
trinsic constric- 
tion 


Intrinsic  constriction 
and  bands 


Marked  intrinsic 
constriction  at 
ureteropelvic  junc- 
tion 

Obstruction  due  to 
an  intramural  spur 
or  valvelike  pro- 
jection 


Intrinsic  constriction 
found 


Intrinsic  obstruction 


Intrinsic  obstruction; 
bilateral 


Intrinsic  narrowing; 
small  aberrant  ves- 
sels 


Constricted  uretero- 
pelvic zone 
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TABLE  1. — ( Continued ) 


Case 

Num- 

ber 

Age 

(Years) 

Symptoms 

Roentgenographic 

Findings 

Operative 

Findings 

Type  of 
Obstruction 

12 

32 

Known  sarcoid  with 
suspected  renal 

disease 

Dilatation  right  renal 
pelvis  with  abrupt 
narrowing  at  junc- 
ture noted 

Operated  in  1951;  anoma- 
lous vein  causing  ob- 
struction 

Anomalous  vein 

13  (Fig.  4)  23 

Severe  pain,  right 
flank  and  right 
side  of  abdomen, 
awakening  patient 
from  sleep  on  sev- 
eral occasions 

Right  p3’elocaliecta- 
sia,  considerable 
retention  of  opaque 
substance  noted  at 
the  end  of  120 
minutes.  Radi- 

Right  pelvis  enlarged  to 
three  or  four  times  nor- 
mal dimensions.  Obvi- 
ous zone  of  constriction 
at  ureteropelvic  zone 
noted 

Intrinsic  narrowing 

34 


15 


16 


Sporadic  pain  over 
a 7-year  period  in 
the  region  of  right 
costovertebral 
angle.  Severe  pain 
May,  1949 

28  Intermittent  left 
lumbar  pain  since 
1943,  relieved  by 
lying  down 


20  Dull  aching  since 
1943 


17 


18 


23 


22 


19  (Figs.  5.  57 
6,  and  7) 


20 


26. 


21  (Fig.  8)  31 


22  (Fig.  9)  21 


Hematuria,  total  3 X 


Pain  left  side  and 
left  costovertebral 
angle,  18  months 
duration 


Sharp  left  lumbar 
pain,  radiating  to 
left  testicle,  3 
years 


Left  lumbar  ache,  1 
month.  History  of 
left  kidney  stone, 
1 year  ago 


Left  kidney  now 
functionary: 
marked  hydro- 
nephrosis in  1945; 
chills  and  fever  oc- 
curring recur- 
rently 

Pain  in  the  right 
lumbar  region, 
over  2 years,  re- 
quiring bed  rest 
and  sedation 


olucent  transverse 
filling  defect  ob- 
served at  uretero- 
pelvic  junction 
Right  pyelocaliecta- 
sia 


Right  kidney,  nor- 
mal; left  kidney, 
dilatation  of  all 
calyces.  Calculus 
noted  in  the  in- 
ferior collecting 
system 

Left  hydronephrosis 


Bilateral  hydroneph- 
rosis, more  marked 
on  right 


X-ray  dilatation  of 
left  renal  pelvis, 
with  trapping  of 
ureter  noted  in  the 
30-minute  upright 
study 

Advanced  left  pyelo- 
caliectasia.  Cal- 
culus noted  in  left 
kidney.  Right  kid- 
ney, similar  but 
less  marked 
changes 

Narrowing  of  both 
ureteropelvic  junc- 
tions; 3-mm.  cal- 
culus, left  kidney 


Now  functional  left 
kidney.  Marked 
hydronephrosis 
right 


Marked  bilateral 
pyelocaliectasia 


Pelvis  dilated  five  to  seven 
times  normal  size.  Obvi- 
ous narrowing  at  right 
ureteropelvic  junction. 
No  aberrant  vessels  seen 

Kinking  of  upper  ureter  in 
form  of  “S.”  Pelvis 
dilated  beyond  repair. 
Nephrectomy 


Pyeloplasty,  left,  May  16, 
1950.  Parenchyma  of 
left  kidney,  thinned  out, 
pelvis  greatly  distended 
in  balloon  fashion,  emp- 
tying into  a small  ureter 
through  a constricted 
ureteropelvic  junction. 
No  evidence  of  extrinsic 
pressure,  bands,  or  ves- 

Pyeloplasty,  left,  June  20, 
1950.  Pelvis  dilated, 
ending  in  a markedly 
narrowed  ureteropelvic 
junction 

High  insertion  of  ureter 
and  doubling  back  of 
this  structure;  peri- 
ureteral adhesions  noted. 
Pelvic  wall  thin  and 
markedly  dilated 

Left  nephrectomy.  T_'re- 
teropelvic  narrowing 
found,  uncomplicated  by 
vessels  or  bands 


Left  pyelolite  pelvis  and 
calyces  dilated.  Con- 
striction noted  at  the 
ureteropelvic  junction; 
no  external  causes  for  con- 
striction noted.  No  in- 
trinsic stenosis  observed, 
however 

Small  caliber  ureteropelvic 
junction.  No  vessels. 
Fine  adhesions  noted, 
analyzed.  No  improve- 
ment noted 


Right  side,  right  renal  pel- 
vis, size  of  lemon.  Ad- 
hesive bands  found:  not 
obstructive,  however. 
Peculiar  implantation  of 
ureter;  no  os  between 
pelvis  and  ureter  found. 
Left  pelvis  enlarged  and 
ureteropelvic  junction 
found  reduced  to  the  size 
of  a pinpoint  opening 


Intrinsic  narrowing 


Kinking 


Intrinsic  narrowing 


Intrinsic  narrowing 


High  insertion  of 
ureter;  peripelvic 
adhesions 


Intrinsic  narrowing 


No  band,  no  vessel. 
Focal  constriction 
of  the  ureter  at  the 
ureteropelvic  junc- 
tion 


Intrinsic  narrowing 


Bilateral.  Right; 

. peculiar  implanta- 
tion, ureter  and 
no  os  visualized 
between  pelvis  and 
ureter.  Left; 
ureteropelvic  open- 
ing reduced  to  a 
pinpoint  opening 
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Fig.  1.  Case  1. — Marked  degree  of  pelvic  dilata- 
tion in  a twenty-seven-year-old  male,  with  an  eigh- 
teen-month history  of  pain  in  the  right  loin.  Bed 
rest  frequently  necessary  for  relief.  Operation  dis- 
closed marked  narrowing  at  the  ureteropelvic  junc- 
tion. No  accessory  structures  were  noted. 


Fig.  2.  Case  6. — Left  pyelocaliectasia  in  a 
thirty-eight-year-old  male  with  left  costovertebral 
angle  pain.  Operation  showed  an  intramural  spur- 
like projection  causing  narrowing  of  lumen. 


Fig.  3.  Case  8. — Marked  pyelectasia  in  this 
twenty-four-year-old  patient  whose  sole  complaint 
was  two  episodes  of  hematuria,  seven  years  apart. 
Operation  showed  a marked  narrowing  at  the 
ureteropelvic  junction. 


Fig.  4.  Case  13. — Right  pyelectasia  found  in  a 
patient  twenty-three  years  of  age,'  complaining  of 
right-sided  pain,  severe  enough  to  prevent  sleep. 
Note  the  radiolucent  filling  defect  at  the  ureteropelvic 
junction.  At  operation  pelvis  was  enlarged  to  four 
times  normal  dimensions  and  there  was  an  obvious 
zone  of  constriction  at  the  ureteropelvic  junction. 
No  accessory  vessels  or  bands  were  found. 
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TABLE  I. — ( Continued. ) 


Case 

Num- 

ber 

Age 

(Years) 

Symptoms 

Roentgenographic 

Findings 

Operative 

Findings 

Type  of 
Obstruction 

23  (Fig.  10)  23 

Asymptomatic,  ob- 
struction discov- 
ered during  rou- 
tine genitourinary 
investigation 

Hydronephrosis  left 

Left  nephrectomy.  Left 
kidney  virtually  with 
a hydronephrotic  sac. 
Parenchyma,  atrophic, 
measuring  */,  cm.  at 
most.  Marked  caliec- 
tasia  and  pyeleetasia, 
ureteropelvic  junction, 
intrinsically  stenosed. 
Urine,  2 + albumin, 

loaded  with  white  blood 
cells 

Intrinsic  narrowing 

24  (Fig.  11)  23 

Pain  in  left  flank,  18 
months 

Left  pyeleetasia 

A number  10  French  cath- 
eter passed  with  great 
difficulty  through  nar- 
rowed ureteropelvic 

junction.  Also  some 
adhesions  observed, 

causing  kinking 

Intrinsic  narrowing 

25  (Fig.  12)  25 

Pain  in  right  costover- 
tebral angle  since 
1945,  occurring  in 
acute  episodes  re- 
quiring hypoder- 
mic sedation. 
Hematuria  during 
first  attack  only 

Dilatation,  pelvis; 
calyces  on  right 

Right  kidney  parenchyma 
normal.  No  evidence  of 
kinking,  aberrant  ves- 
sels, or  adhesions.  In- 
trinsic stricture  noted  1 
cm.  distal  to  normal 
ureteropelvic  junction 
and  extending  for  2‘/s 
cm.  in  length 

Intrinsic  narrowing 

26  (Fig.  13)  20 

Pain  in  right  kidney 
region  since  sum- 
mer of  1948;  sud- 
den, sharp,  and 
radiating  to  right 
lower  quadrant, 
accompanied  by 
nausea  and  vomit- 
ing 

Dilatation  right 
renal  pelvis; 
calyces 

Right  pyeloplasty.  Pelvis 
dilated  tremendously, 
(10  times).  No  aberrant 
vessels  noted.  Catheter- 
ization of  ureteropelvic 
j unction  revealed  zone 
of  stenosis,  which  ad- 
mitted a number  10 
French  catheter  with 
great  difficulty.  Similar 
uretral  zone  of  stenosis 
also  observed  at  point  8 
cm.  distal  to  this  involve- 
ment 

Intrinsic  narrowing 

27  (Fig.  14)  32 

4-day  pain,  right 
costo vertebra; 
previous  episode 
of  right  pyelitis 

Right  pyelectasis 

Right  pyeloplasty;  right 
ureteropelvic  junction, 
markedly  constricted 

Intrinsic  narrowing 

28 

27 

Aching  pain,  right 
costovertebral 
angle,  radiating 

anteriorly,  since 
1949.  Mass  filling 
right  flank 

Marked  right 
pyeleetasia 

At  operation,  markedly 
narrowed  ureteral  lu- 
men, admitting  a num- 
ber 10  French  catheter 
only 

Intrinsic  narrowing 

29 

20 

Pain,  left  flank,  since 
1948.  Nausea  and 
vomiting,  relieved 
by  pills 

Marked  hydro- 
nephrosis; left 
pyelocal  iectasia 

An  “apparent”  anomalous 
vessel,  going  to  lower 
pole,  causing  obstruc- 
tion. Ptosis  of  kidney 
with  added  factor  of  an- 
gulation 

Anomalous  vessel 

and  angulation 

30 

25 

Hematuria 

Left  pyelocaliectasia 
calculus  in  pelvis 

A band,  compressing  urete- 
ropelvic junction,  found 
and  severed.  No  further 
complaints  thereafter 

Band  constriction, 
ureteropelvic  junc- 
tion 

31 

35 

Aching  pain,  left 
loin.  Treated  for 
sciatica  for  1 year. 
Developed  hema- 
turia 

Left  renal  calculus 
and  left  pyelocali- 
ectasia revealed  by 
original  urinary 

studies 

Left  ureteropelvic  junc- 
tion markedly  narrowed, 
with  a large  staghorn 
calculus  in  pelvis.  Cal- 
culus removed  and  peri- 
ureteral adhesions  sev- 

Intrinsic  narrowing 

ered.  Patient  later  de- 
veloped repeated  epi- 
sodes of  colic  with  pas- 
sage of  calculi.  Read- 
mitted for  left  low 
abscess  due  to  spon- 
taneous perforation  of 
ureteropelvic  junction 
proximal  to  site  of  nar- 
rowing. Treated  by 
retrograde  dilatation  of 
left  ureteropelvic  junc- 
tion, with  some  relief 
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Fig.  5.  Case  19. — Original  investigation  because 
of  sharp  left  lumbar  pains  of  three  years  duration  in 
this  fifty-seven-year-old  patient  revealed  a marked 
left  pyelectasia. 


Fig.  6.  Case  19. — Relatively  normal  right  kidney 
pelvis;  left  kidney  not  completely  outlined. 


Fig.  7.  Case  19. — Eighteen  months  following  left 
nephrectomy  for  severe  renal  damage  which  was 
proved  to  be  due  to  intrinsic  narrowing  of  the 
ureteropelvic  junction.  The  right  kidney  pelvis  has 
now  undergone  obvious  dilatation. 


Fig.  8.  Case  £/.— Marked  pyelocaliectasia  in  a 
thirty-one-year-old  patient  with  a nonfunctioning 
left  kidney  and  progressive  right  pyelocaliectasia. 
Recurrent  chills  and  fever  for  several  years.  Ex- 
ploration of  right  kidney  demonstrated  a ureter  of 
small  caliber  in  addition  to  fine  adhesions  which  were 
lysed.  No  improvement  was  noted.  Progressive 
renal  damage  (nonprotein  nitrogen,  19  mg.  per  100J. 
A right  ureteropelvic  plastic  operation  was  refused. 
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Fig.  9.  Case  22. — Severe  bilateral  pyelocaliec- 
tasia  in  a patient  twenty-one  years  of  age  who 
gave  a two-year  history  of  right-sided  pain  requiring 
bed  rest  and  sedation.  Bilateral  exploration 
showed  reduction  of  each  ureteropelvic  junction  to 
pinpoint-sized  caliber. 


Fig.  10.  Case  23. — Severe  left  pyelectasia  in  an 
asymptomatic  individual  investigated  for  impo- 
tence. Extreme  degree  of  narrowing  in  the  uretero- 
pelvic junction.  Kidney  irreparably  damaged. 


Fig.  11.  Case  24. — Left  pyelectasia  in  a twenty- 
three-year-old  patient  with  an  eighteen-month  his- 
tory of  pain  in  the  left  flank  found  operatively  to  be 
due  to  marked  intrinsic  narrowing  of  the  uretero- 
pelvic junction. 


L 


Fig.  12.  Case  25. — Pyelocaliectasia  discovered 
in  a t w e n t y- fi v e-y e a r-o  1 d male  complaining  of  pain 
in  the  right  costovertebral  angle  for  several  years,  > 
each  operation  requiring  morphine  sedation.  At  ; 
operation  intrinsic  narrowing  was  noted  just  below 
the  ureteropelvic  junction  extending  for  a distance  I 
of  2l/i  cm.  No  bands  or  vessels  were  noted. 
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Fig.  13.  Case  26.— Right  pyelectasia  in  a twenty- 
vear-old  male  with  recurrent  episodes  of  sharp  right 
lower  quadrant  pain,  nausea,  and  vomiting.  Oper- 
ation showed  a markedly  dilated  pelvis.  No  ac- 
cessory structures  were  noted. 


Fig.  14.  Case  27. — Marked  degree  of  pyelectasia 
in  a thirty-two-year-old  female  with  a four-day 
history  of  right  costovertebral  angle  pain  and  right 
pyelitis.  Severe  degree  of  ureteropelvic  constriction 
found  at  operation. 


I was  found  an  intraluminal  ridge.  In  the  five 
i remaining  cases,  the  causative  factor  noted  for 
each,  respectively,  was  as  follows:  (1)  high 

insertion  of  the  ureter,  (2)  obstruction  due  to 
kinking,  (3)  compression  by  an  anomalous 
artery,  (4)  compression  by  an  anomalous  vein, 
and  (5)  obstruction  due  to  an  anomalous 
band  (Table  II). 

From  the  Table  II  it  may  be  noted  that 
intrinsic  obstruction  in  the  form  of  narrow- 
ing was  responsible  for  pyelocaliectasia  in  84 
per  cent  of  our  cases.  In  most  of  this  group, 
(65  per  cent)  narrowing  occurred  as  an  isolated 
cause,  and  in  15  per  cent,  accessory  bands  or 
vessels  were  present  but  did  not  play  a significant 
role  in  producing  obstruction.  Pertinent  ex- 
trinsic or  other  factors  were  found  in  only  five 
of  the  31  cases,  with  vessels,  bands,  kinking, 
and  high  ureteral  insertion  contributing. 

Comment 

Our  results  are  thus  in  accord  with  the  con- 
clusions reached  by  Henline,  who  found  that  in- 
trinsic lesions  were  responsible  for  the  develop- 
ment of  so-called  primary  pyelocaliectasia  in 
71  per  cent  of  his  cases,  and  that  only  in  a minor- 
ity of  cases  are  aberrant  or  anomalous  vessels  to 

Ibe  seen.17  Jewett’s  series,  published  in  1940, 
contains  a relatively  high  percentage  of  cases 


cent.15  Ostling  found  few  instances  of  accessory 
vessels  as  a cause  of  obstruction.19  It  is  im- 
portant to  re-emphasize  the  frequency  of  in- 
trinsic lesions  as  opposed  to  extrinsic  causes  of 
ureteropelvic  obstruction,  since  there  is  still 
widespread  acceptance  of  the  concept  that  ac- 
cessory vessels  are  the  prime  cause  of  this  dis- 
order. We  wish  to  stress  that  even  when 
accessory  vessels  are  found  at  operation,  considera- 
tion of  the  caliber  of  the  upper  ureter  is  of  vital 
importance.  Disregard  of  this  principle  has 
often  resulted  in  failure  to  benefit  the  patient, 
and  further  operative  intervention  is  frequently 
required.  Henline  stressed  the  fact  that  he 


TABLE  II. — Summary  op  Operative  Findings  in  31  Cases 
op  Ureteropelvic  Obstruction 


Operative  Description  of  Defect 

Number 

Per  Cent 

Intrinsic  Obstruction 

Isolated  narrowing  with- 

out  accessory  structures 
Intrinsic  narrowing  with 

20 

65 

accessory  structures 

5 

15 

Intraluminal  ridge 

1 

4 

26 

84 

Extrinsic  Obstruction 

Vessels 

2 

6 

Bands 

1 

3 

Kinking 

I 

4 

4 

13 

Other 

High  insertion 

1 

3 

Total  Cases 

31 

100 
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observed  numerous  patients  who  obtained  tem- 
porary relief  of  symptoms  following  initial  lysis 
of  blood  vessels  or  bands,  only  to  develop  re- 
crudescence of  their  disability.  Reinvestiga- 
tion, in  many  of  these  cases,  showed  that  the  real 
cause  for  the  ureteropelvic  disorder  had  not  been 
relieved,  and  that  these  patients  had  suffered 
progressive  renal  damage. 

It  is  also  necessary  to  negate  the  importance 
of  periureteropelvic  adhesions  as  a cause  for 
obstruction.  Campbell  demonstrated  that  these 
adhesions,  with  resultant  kinking  and  distortion 
of  the  proximal  ureter,  occur  in  all  long-standing 
cases  of  ectasia.4 

Of  further  importance  are  those  cases  in  which, 
operatively,  no  apparent  anatomic  cause  for 
pyelocaliectasia  can  be  found.  In  the  past, 
these  types  of  pyelocaliectasia  were  either  ex- 
plained on  the  basis  of  an  incidental  small  band 
observed  at  the  ureteropelvic  junction  or  as- 
cribed to  spasm  or  sphincteric  imbalance  due  to 
disturbed  neuromuscular  physiology  at  the  ure- 
teropelvic junction.9  Jewett,  in  denying  the  valid- 
ity of  neuromuscular  imbalance  as  the  cause  of 
ureteropelvic  obstruction,  emphasized  the  exist- 
ence of  minimal  degrees  of  stenoses  which  are 
grossly  not  apparent,  but  which  do  have  potential 
significance.  To  these  types  of  narrowing, 
Jewett  applies  the  term  “stenoses  of  wide 
caliber.”15  It  is  this  type  of  “stenoses  of  wide 
caliber”  which  is  often  ignored  or  unrecognized 
by  surgeons.  In  the  presence  of  an  established 
pyelocaliectasia,  a ureter  of  slightly  reduced 
caliber  should  be  regarded  as  definitely  obstruc- 
tive. 

The  prompt  institution  of  drainage,  in  instances 
of  even  the  most  advanced  type  of  renal  failure 
due  to  bilateral  ureteropelvic  obstruction,  may 
occasionally  result  in  relief.  It  is  therefore  vital 
that  surgeons  be  alerted  more  generally  to  these 
possibilities  of  improvement,  even  in  instances  of 
long-standing  disease  due  to  intrinsic  lesions. 

We  have  become  increasingly  impressed, 
during  the  past  several  years  with  the  frequency 
of  occurrence  of  variable  degrees  of  pyelocaliec- 
tasia due  to  ureteropelvic  narrowing  observed 
in  routine  pyelograms.  These  alterations  in 
caliber  are  occasionally  bilateral,  frequently 
unsuspected,  and  frequently  of  no  pertinent 
clinical  significance  at  the  time  of  examination. 
Such  constriction  may  be  encountered  in  indi- 
viduals presenting  obscure  symptoms,  including 
abdominal  and/or  back  pain.  The  relationship 
of  this  finding  to  the  symptoms  is  difficult  to 
evaluate.  We  feel  that  these  patients  belong 
to  the  so-called  “stenoses  of  wide  caliber”  group 
discussed  above.  We  believe  that  these  patients 


usually  are  in  a state  of  adequate  compensation 
at  the  time  of  initial  investigation  but  that  this 
status  does  not  necessarily  remain  unchanged 
indefinitely.  An  example  of  this  type  of  evolu- 
tion is  represented  by  Case  19,  in  which  original 
studies  of  the  urinary  tract  demonstrated  a 
tremendous  degree  of  left  pyelocaliectasia  and  a 
discrete  distention  of  the  right  renal  pelvis. 
Subsequent  to  left  nephrectomy,  however,  there 
developed  a definite  pyelectasia  on  the  right, 
probably  as  a result  of  superimposed  effort. 
Case  23  graphically  illustrates  the  degree  of 
obstruction  which  may  occur  secondary  to  a ure- 
teropelvic anomaly,  in  the  absence  of  complaint 
on  the  part  of  the  patient. 

We  feel  that  ureteropelvic  obstruction  due 
to  primary  upper  ureteral  dysgenesis  exists  in 
all  gradations,  from  the  extreme  to  the  very 
mild.  It  is  important  that  the  radiologist  and 
urologist  be  aware  of  the  rather  frequent  oc- 
currence of  this  entity.  An  accurate  diagnosis, 
with  an  awareness  by  all  concerned  of  the  etio- 
logic  factors  involved,  may  frequent!}'  prove 
life-saving. 

Summary  and  Conclusions 

1 . A historical  survey  of  the  literature  dealing 
with  the  pathogenesis  of  primary,  noncalculus, 
ureteropelvic  obstruction  is  presented. 

2.  A series  of  31  surgically  proved  cases  of 
primary  ureteropelvic  obstruction  from  our  clinic 
is  presented  and  analyzed. 

3.  The  concept  that  in  the  majority  of  in- 
stances the  cause  for  such  obstruction  is  intrinsic 
is  reaffirmed  and  re-emphasized. 

4.  The  term  “dysgenesis”  of  the  upper 
ureteral  segment  is  suggested. 

5.  The  frequency  of  occurrence  of  uretero- 
pelvic obstruction  in  all  gradations  is  emphasized. 
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Hans  Abeles,  M.D.,  New  York  City 

( From  the  Brooklyn  Regional  Office,  U.S.  Veterans  Administration,  and  the  Bureau  of  Tuberculosis, 
Department  of  Health,  City  of  New  York ) 


ONE  of  the  contributions  of  the  modem  era 
of  routine  chest  roentgenograms  and  mass 
survey  programs  has  been  the  discovery  of  “si- 
lent,” isolated,  mediastinal  masses  with  increas- 
ing frequency.  It  is  worth  while  to  recall  that 
the  Bureau  of  Tuberculosis  of  New  York  City’s 
Department  of  Health  was  the  pioneer  public 
health  organization  which  popularized  the  mass 
chest  survey  in  the  1930’s,  and  the  senior  author 
(D.  E.  E.)  had  a part  therein.1-2 
It  is  our  purpose  to  limit  this  discussion  to  the 
circumscribed,  solitary  masses,  so  often  made 
known  accidentally,  and  to  present  an  approach 
to  the  analysis  of  such  lesions. 

The  age  of  the  patient  may  provide  a lead  to 
the  mediastinal  abnormality.  An  enlarged  thy- 
mus is  essentially  a condition  of  infancy.  Some 
bronchiogenic  and  gastroenteric  cysts,  as  well  as 
malignant  neurogenic  tumors,  notably  the  neuro- 
blastomas, are  also  discovered  in  children.  Most 
benign  cysts  and  tumors  of  the  mediastinum 
are  found  in  the  young  and  middle-aged  adults. 
Metastatic  changes  and  aneurysms  are  expected 
in  the  older  ages. 

The  location  of  the  shadow  is  important  in  the 
differential  diagnosis.  It  may  also  help  to  desig- 
nate the  site  of  origin.  The  following  is  a com- 
posite classification  of  mediastinal  masses  accord- 
ing to  location:3-4 

I .  Anterior  Mediastinum 

A.  Embryonic  Rests 

1 .  Dermoid,  teratoma 

2.  Bronchiogenic  cyst 

B.  Connective  Tissue  Tumors 

1 .  Lipoma,  xanthoma 

2.  Fibroma,  fibromyoma 

3.  Lymphangioma,  hemangioma 

4 .  Sarcoma 

C.  Aberrant  Tissues 

1 .  Thymoma 

2 .  Intrathoracic  goiter 

3 .  Parathyroid  adenoma 

D.  Diaphragmatic  Hernia  through  Mor- 
gagni’s Foramen 

E.  Mediastinal  Abscess  or  Other  Inflam- 
mation 
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II .  Middle  Mediastinum 

A.  Masses  of  Lymph-Node  Origin 

1 . Hodgkin’s  disease 

2 . Lymphosarcoma 

3 . Leukemia 

4 . Boeck’s  sarcoid 

5 . Erythema  nodosum 

6 . Periarteritis  nodosa 

7.  Lupus  erythematosus  dissemin- 
ata 

8 . Tuberculosis 

9.  Fungus  disease:  histoplasmo- 

sia,  coccidioidomycosis 

10.  Bronchiogenic  carcinoma 

B.  Masses  of  Vascular  Origin 

1 . Aneurysms  of  the  aorta 

2.  Aneurysms  of  the  pulmonary  ar- 
tery 

3 . Malformations  of  the  aorta 

C.  Masses  of  Cardiac  Origin 

1 . Rhabdomyoma 

2.  Pericardial  Coelomic  Cyst  ^ 

3 . Pericardial  Effusion 

III . Posterior  Mediastinum 

A.  Neurofibroma  and  Ganglioneuroma 

B.  Paravertebral  Abscess 

1 . Tuberculosis 

2 . Brucellosis 

C.  Chondroma — Chondrosarcoma 

D.  Tuberculoma 

E.  Mediastinal  Abscess 

F.  Esophageal  Tumors 

1.  Achalasia 

2.  Esophageal  diverticulum 

3 . Esophageal  hiatus  hernia 

G.  Hernia  through  Foramen  of  Bochdalek 

H.  Aneurysms  of  Descending  Aorta 

IV.  Superior  Mediastinum 

A.  Embryonic  Rests 

1 . Dermoid 

2 . Paratracheal  cyst 

B.  Aberrant  Tissues 

1 . Thymoma 

2 . Substernal  thyroid 

3 . Parathyroid  adenoma 

C.  Lymph-Node  Masses 

D.  Neurofibroma  and  Ganglioneuroma 

E.  Masses  of  Vascular  Origin 

1 . Aneurysm 

2 . Cystic  hygroma 
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F.  Paravertebral  Abscess 

G.  Gastroenteric  Cyst 

H.  Connective  Tissue  Tumors  Lipoma 

The  thymomas,  dermoids,  and  teratomas  occur 
in  the  anterior  and  superior  mediastinum.  The 
neurogenic  tumors,  arising  in  the  intercostal 
nerves  or  sympathetic  nerve  trunks  and  ganglia, 
usually  are  located  in  the  posterior  or  superior 
mediastinum  along  the  paravertebral  gutter. 
Tumors  arising  in  aberrant  tissues,  such  as  adeno- 
mas of  displaced  thyroid  or  parathyroid,  usually 
occupy  the  superior  or  anterior  mediastinum. 
Pericardial  cysts  are  in  the  anterior  and  middle 
regions,  close  to  the  heart,  but  most  often  in  the 
region  of  the  right  cardiophrenic  angle.  Bron- 
chiogenic  cysts  are  in  the  superior  and  middle 
divisions  in  relation  to  the  trachea  and  major 
bronchi.  The  gastroenteric  cysts  are  in  the  pos- 
terior division,  in  close  relation  to  the  esophagus. 
The  rare  benign  tumors  of  mesenchymal  origin, 
such  as  fibroma,  most  often  occur  in  the  anterior 
mediastinum. 

Considerable  overlapping  in  location  of  these 
masses  occurs,  a fact  which  is  not  surprising  when 
one  considers  that  they  may  arise  from  tissues, 
such  as  nerves  and  mesenchymal  tissues,  which 
have  a universal  distribution,  or  from  aberrant 
tissues,  or  from  faulty  embryogenesis,  wandering 
far  from  the  parent  anlage.  Also,  the  larger 
masses  are  more  difficult  to  localize  with  respect 
to  position  or  site  of  origin. 

A careful  study  of  the  morphologic  character- 
istics of  the  lesion  is  essential  and  often  most  re- 
vealing. Cystic  densities  are  apt  to  be  round,  or 
ovoid  in  shape,  with  extremely  sharp  margins, 
and  characteristically  often  show  some  change  in 
shape  and  position  upon  inspiration  and  expira- 
tion, as  well  as  when  the  position  of  the  patient 
is  changed.  This  change  is  due  to  a gravita- 
tional pull  of  the  fluid  contents,  depending  upon 
the  degree  of  tension  of  the  fluid  contents,  because 
they  are  usually  attached  by  a pedicle  or  stalk  to 
the  site  of  origin,  and  because  they  are  commonly 
movable  and  subject  to  displacement  by  the  pull 
of  the  negative  pressure  in  the  thorax. 

Dermoid  cysts  may  be  recognized  by  a charac- 
teristic pear-shaped  appearance  due  to  attach- 
ment by  a stalk  to  the  upper  anterior  mediasti- 
num.6 Cystic  tumors,  when  close  to  the  great 
vessels,  will  show  pulsations  transmitted  and  even 
expansile  in  character.  By  contrast,  most  large 
aneurysms  need  not  pulsate  because  of  the  pres- 
ence of  large  laminated  clots.  When  communi- 
cation with  air-containing  structures  is  estab- 
lished, fluid  levels  are  apt  to  be  found  in  the  cyst. 

The  benign  solid  tumors  of  the  mediastinum 
may  be  well  defined,  but  they  do  not  show  the 
sharply  etched  margins  which  characterize  the 
cyst.  Hazy  margins  and  lobulation  may  occur. 


The  teratomas,  particularly,  may  be  lobulated. 
The  malignant  tumors  will  often  reveal  their 
character  by  irregular  infiltrating  margins. 

Consideration  of  the  reasons  for  variations  of 
marginal  characteristics  leads  one  to  the  conclu- 
sion that  simple  phy siologic  and  mechanical  prin- 
ciples play  a role.  Sharp,  convex  margin  forma- 
tion is  a function  of  (a)  slow  growth  with  accom- 
modation of  the  mass  to  surrounding  structures, 

(b)  uniform,  unicentric,  or  concentric  growfih  of 
cellular  components,  (c)  in  the  case  of  the  cystic 
mass,  thin  walls  with  uniform  pressure  of  the 
fluid  contents  at  the  periphery,  and  ( d ) complete 
lack  of  reaction  of  surrounding  tissues  to  the  mass. 

Haziness  of  contour  is  commonly  attributable 
to  a zone  of  compression  atelectasis  or  congestion 
of  surrounding  lung  tissue,  or  a zone  of  pleuro-  I 
pulmonary  or  mediastinal  fibrosis  which  may  be  j 
a product  of  (a)  more  rapid  growth  with  less 
complete  accommodation,  (b)  peripheral  adhe- 
sions, and  (c)  occasionally,  reaction  to  the  neo- 
plasm or  cyst,  due  to  complications  such  as 
edema,  hemorrhage,  cystic  degeneration,  and  in-  I 
fection. 

Irregular  or  lobulated  contours  are  attributable  I 
to  (a)  multicentric  foci  of  growth,  ( b ) irregular  I 
or  disproportionate  growth  of  component  tissues,  I 

(c)  retracting  or  dense,  fibrous  septa,  ( d ) periph-  I 
eral  adhesions,  (e)  localized  complications  within  I 
the  mass,  or  (/)  early  invasion  of  a malignant  I 
tumor.  Frankly,  irregular  edges  indicate  malig-  I 
nant  infiltration. 

Calcification  is  occasionally  observed  in  medi-  | 
astinal  tumors.  Mural  calcification  can  occur  I 
in  the  echinococcus  and  dermoid  C3rsts,  terato-  I 
mas,  thy roid  cysts,  and  adenomas.  The  presence  I 
of  a tooth  or  of  densities  presenting  typical,  ma-  I 
ture,  osseous  structures  is  a very  significant  clue  1 
to  the  diagnosis  of  teratoid  tumors.  The  neuro-  I 
genic  tumors  may  occasionally  show  small  areas  1 
of  calcification.  As  noted  above,  study  of  mor-  tfi 
phology  is  invaluable  but  not  foolproof. 

4.  Most  benign  mediastinal  masses  are  asyunp-  y; 
tomatic.  Close  questioning  in  some  cases  may  jl 
reveal  minor  symptoms  such  as  slight  dyspnea  or  i 
vague  substernal  pressure,  or  minimal  pain  to  * 
which  the  patient  pays  no  heed. 

When  symptomatology  and  secondary  mani-  ; 
festations  arise,  it  is  because  of  pressure  upon, 
and/or  invasion  of  the  contiguous  mediastinal 
structures.  They  will  depend  upon  the  size,  lo- 
cation, and  rapidity  of  growth. 

The  chief  factors  of  symptomatology  and  clini-  1 1 
cal  signs  are  as  follows: 

I . Compression  Phenomena  : Vague  Dis- 1 
comfort  Associated  with  the  Mass  Itself ? 

A.  Compression  of  Bronchi 

1 . Dry  cough 

2.  Occasional  hemoptysis 
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3.  Frank  bronchial  obstruction  (ob- 
structive emphysema,  atelectasis,  and 
pneumonitis)  suggesting  malignancy 
or  aneurysm 

B.  Compression  of  Nerves 

1 . Horner’s  syndrome  (cervical  sym- 
pathetics) 

2.  Brassy  cough  or  hoarseness  (re- 
current laryngeal) 

3.  Hiccoughing  or  variable  dyspnea 
(phrenic  nerve) 

4.  Intercostal  neuralgia  (intercostal 
nerves  or  sensory  nerve  roots) 

5 . Brachial  plexus  symptoms 

6.  Palpitation  and  cardiac  arrhyth- 
mia (cardiac  nerves) 

7 . Peripheral  type  pain  (due  to  pres- 
sure on  nerves  of  pleura,  pericar- 
dium, or  periosteum) 

C.  Compression  of  veins 

Mild  compression  is  common  and 
not  conducive  to  symptoms. 

A superior  vena  cava  syndrome  is 
almost  always  indicative  of  ma- 
lignancy. 

D.  Compression  of  the  esophagus 

Dysphagia  is  more  common  in  ma- 
lignancy. 

E.  Compression  of  the  lung 

Dyspnea 

F.  Pressure  erosion  of  osseous  structures 

II.  Endocrine  Effects 

Mediastinal  tumors  which  secrete  hor- 
monal substances,  such  as  intrathor- 
acic  goiter,  parathyroid  adenoma,  and 
pheochromacytoma,  may  be  recog- 
nized by  the  associated  endocrinologic 
syndromes. 

In  this  connection,  it  is  worth  noting 
that  15  to  30  per  cent  of  patients  pre- 
senting symptoms  of  myasthenia 
gravis  will  have  thymic  tumors  and, 
therefore,  all  cases  of  myasthenia 
gravis  must  be  carefully  screened  for 
possible  thymoma.6 

III.  Intrinsic  Complications 

Hemorrhage  and  infection  with  second- 
ary changes  in  lungs  or  mediastinum, 
and  attendant  clinical  findings. 

IV.  General  or  Toxic  Effects  of  Malig- 
nancy 

A check  list  of  diagnostic  procedures  is  pre- 
sented, as  follows: 

1 . A complete  history  and  physical  examina- 
tion. 

2 . A complete  laboratory  workup,  including 
blood  count,  essential  blood  chemistry,  agglutinin 
tests,  etc. 


3 . A thorough  x-ray  examination,  to  include 
the  following: 

а.  Posterior-anterior,  lateral,  oblique  views, 
apical,  lordotic  by  overshot  and  bucky 
technic,  and  barium  in  esophagus. 

б.  Fluoroscopy:  routine,  vertical  or  prone,  in 
various  positions  with  and  without  barium. 

c.  Pneumothorax  and  pneumoperitoneum 
which  may  help  to  localize  masses  more 
accurately,  particularly  to  separate  pul- 
monary, pleural,  and  subdiaphragmatic 
lesions  from  primary  mediastinal  tumors. 

d.  Bronchography,  which  is  of  great  value  in 
determining  displacements  and  the  sec- 
ondary manifestations  of  mediastinal  tu- 
mors affecting  the  bronchial  tree. 

e . Tomography  (body  section  x-ray)  which  is 
a valuable  aid  toward  greater  accuracy  in 
the  analysis  of  morphologic  characteristics 
of  a lesion,  separating  the  lesion  from  over- 
lapping structures,  and  to  disclosing  the 
presence  and  type  of  calcification  or  fluid 
levels  within  a mass.7 

/.  Angiocardiography,  which  is  especially 
valuable  in  the  differentiation  of  vascular 
and  nonvascular  tumors.8-9 

g.  Kymography,  which  has  its  place  in  the 
study  of  pulsatile  characteristics,  and  par- 
ticularly in  distinguishing  transmitted 
from  expansile  pulsations. 

4.  Bronchoscopy,  valuable  in  excluding  endo- 
bronchial disease. 

5 . Direct  puncture  or  aspiration  biopsy, 
where  feasible  and  indicated. 

6.  Superior  mediastinal  biopsy,  a recent  pro- 
cedure which  consists  of  fishing  out  a lymph  node, 
valuable  in  the  diagnosis  of  nodal  diseases, 
lymphoma,  metastatic  nodes,  sarcoidosis,  tuber- 
culosis, etc. 

7.  Therapeutic  test  of  irradiation,  useful  in 
differentiating  malignant  lymphomas  and  radio- 
sensitive thymomas  from  the  bulk  of  mediastinal 
tumors  and  cysts  which  are  completely  radiore- 
sistant. 

8.  Ascheim-Zondek  test  to  be  performed 
routinely  in  all  cases  of  anterior  mediastinal 
mass,  since  a small  but  definite  percentage  of 
teratoid  tumors  harbor  a choriocarcinoma. 

9.  Radioactive  iodine,  now  used  to  pick  up  a 
functioning  intrathoracic  goiter. 

10.  Exploratory  surgery,  that  is,  thoracot- 
omy. 

It  must  be  emphasized  that,  despite  all  our 
methods  of  analysis,  the  diagnosis  of  an  isolated 
mediastinal  mass  may  remain  in  doubt.  A 
shrewd  guess  can  often  be  ventured  following  de- 
tailed analysis,  but  a guess  is  not  a diagnosis. 
The  final  diagnosis,  in  most  instances,  requires  a 
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Fig.  1.  Case  1. — (A)  Posterior-anterior  view : mass,  at  right  cardiohepatic  angle,  merging  with  diaphragm 
and  heart.  (B)  Lateral  view:  mass,  anterior,  overlying  the  heart. 


thoracotomy.  Many  of  the  benign  masses,  and 
even  some  of  the  malignant  lesions,  such  as  tera- 
toma which  has  not  yet  infiltrated  beyond  the 
capsule,  may  be  successfully  extirpated  by  surgi- 
cal intervention,  leading  to  cure.  Since  this  pro- 
cedure, with  present  technics  and  improved  pre- 
and  postoperative  care,  is  relatively  innocuous, 
with  low  morbidity  and  almost  nonexistent 
mortality,  there  should  be  no  hesitation  to  rec- 
ommend thoracotomy,  both  for  diagnosis  and 
treatment,  when  the  diagnosis  cannot  be  arrived 
at  by  any  other  means. 

Case  Reports 

Case  1. — H.  A.,  male,  thirty-three  years  old, 
asymptomatic,  was  referred  to  the  Brooklyn  Re- 
gional Office  on  May  22,  1950,  because  of  a mass  in 
the  right  mediastinum,  which  had  been  found  on 
routine  chest  x-ray  in  1942  at  the  U.S.  Army  Hospi- 
tal. 

Subsequent  study  at  U.S.  Army  General  Hospital 
showed  no  change  in  the  mass  from  1942  to  1945. 
The  patient’s  only  complaint  was  slight  cough  during 
the  interval. 

Chest  roentgenogram  on  January  26,  1945,  re- 
ported a large  density  above  right  diaphragm,  ad- 
jacent to  heart  (Fig.  1).  Diagnostic  pneumothorax 
in  Trendelenburg  position  showed  the  mass  to  be 
migrating  upward  and  separating  both  from  the  dia- 


phragm and  heart  border.  In  addition,  several 
smaller  masses  were  identified. 

The  impression  was  of  benign,  cystic  tumor,  with 
smaller  cysts,  all  pedunculated,  attached  to  medias- 
tinum. 

Thoracoscopy  was  performed  on  January  29, 1945. 
A large  yellow  tumor  was  seen  lying  anteriorly  in 
the  pleural  cavity,  with  the  lung  pushed  upward  and 
posteriorly.  The  tumor  was  covered  by  a smooth, 
glistening  capsule,  with  several  blood  vessels  visible 
on  its  surface.  The  tumor  was  discrete  and  showed 
no  tendency  toward  infiltration  into  the  lung,  chest 
wall,  of  mediastinum. 

The  postoperative  diagnosis  was  lipoma  of  an- 
terior mediastinum,  projecting  into  right  pleural  cav- 
ity. 

This  case  illustrates  the  value  of  fluoroscopy  and 
special  positions  in  identifying  the  mass  and  its 
relationship  to  the  mediastinum  and  diaphragm. 

Case  2. — J.  B.,  male,  thirty-one  years  old,  was  re- 
ferred to  the  Brooklyn  Regional  Office  on  June  16. 
1950,  by  the  New  York  Cit*'  Department  of  Health 
because  of  a right  mediastinal  shadow  found  on  a 
routine  survey  x-ray  in  1948.  The  patient  was 
asymptomatic  and  all  tests  were  nonproductive. 

Past  history  revealed  gun  shot  wound  in  the  left 
chest,  during  1943  in  southwest  Pacific,  with  surgical 
removal  of  the  bullet.  X-rays  at  that  time  showed 
a normal  mediastinum. 
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Fig.  2.  Case  2. — (A)  Posterior-anterior  view:  well-defined  mass  in  right  cardiophrenic  angle.  (B)  Lateral 
view:  mass  overlying  the  heart  in  the  anterior  costop hrenic  sulcus. 


Physical  examination  revealed. scar  in  left  anterior 
chest  wall  but  otherwise  was  negative.  X-ray 
examinations  showed  an  oval-shaped  density, 
smoothly  outlined,  7 cm.  in  diameter,  lying  an- 
teriorly next  to  right  side  of  the  heart  and  in  the 
cardiophrenic  angle  (Fig.  2).  Upon  fluoroscopy,  it 
was  found  to  be  separate  from  heart  and  diaphragm. 

On  July  28,  1950,  a pericardial  cyst,  8 cm.  in  di- 
ameter, and  an  interpleural  lipoma  were  removed. 
Recovery  was  uneventful. 

This  case  presents  the  typical  appearance  and 
location  of  a pericardial  cyst.  It  is  interesting  to 
note  that  in  1943  the  chest  x-ray  did  not  dis- 
close the  condition. 

Case  3. — L.  S.,  male,  fifty-six  years  old,  had  a rou- 
tine annual  checkup  on  March,  1950,  and  a mass  was 
discovered  on  x-ray  of  his  chest.  Previous  annual 
industrial  x-rays  were  negative.  The  patient  had 
been  asymptomatic,  except  for  one  year  when  he  ex- 
perienced slight  dyspnea  on  climbing  stairs. 

Physical  examination  was  negative.  X-ray  ex- 
aminations showed  an  egg-shaped  mass  attached  to 
the  right  anterior  heart  border,  which  disappeared  in 
the  left  lateral  decubitus  position,  a result  considered 
due  to  either  emptying  of  mass,  or  movement  on  long 
pedicle.  Angiocardiogram  on  September  1,  1950, 
showed  no  communication  between  the  mass  and 
heart  (Fig.  3).  The  impression  was  that  of  a peri- 
cardial cyst. 


On  September  14,  1950,  a pedunculated  mass, 
about  8 cm.  in  diameter,  found  hanging  from  the 
midportion  of  the  mediastinum,  at  the  base  of  the 
heart,  and  extending  into  the  right  pleural  space, 
was  removed. 

Pathologic  diagnosis  was  malignant  thymoma  in- 
vading the  capsule.  Radiation  therapy  was  insti- 
tuted, 4,784  r to  anterior  mediastinum  through  four 
portals,  over  a thirty-six-day  period. 

This  case  illustrates  the  difficulty  in  differen- 
tiating a benign  from  a malignant  lesion  on  radio- 
graphic  evidence.  This  mass  was  smooth  in  out- 
line, presenting  the  features  of  a benign  lesion. 
It  was  anterior,  but  well  above  the  cardiophrenic 
angle,  a fact  which  gives  some  evidence  against 
pericardial  cyst.  The  only  clue  to  its  malignant 
nature  was  the  rapidity  of  growth. 

Case  4- — B.  H.,  female,  forty-seven  years  old,  a- 
symptomatic,  had  a routine  mass  survey  x-ray  in  the 
New  York  City  Department  of  Health. 

Past  history  revealed  pneumonia  at  the  age  of  ten. 
Physical  examination  was  noncontributory.  X-ray 
examinations  showed  smoothly  marginated,  rounded 
mass  in  right  anterior-inferior  mediastinum,  adja- 
cent to  right  heart  border.  Ascheim-Zondek  test 
was  negative.  Tomography  showed  no'  calcifica- 
tion. 

Test  dose  of  radiotherapy  to  tumor  area  caused  a 
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Fig.  3.  Case  3. — (A)  Posterior-anterior  view:  circumscribed  mass  adjacent  to  upper  right  heart  border. 
(B)  Lateral-anterior  oblique  view:  mass  projecting  from  the  upper  anterior  heart  border. 


Fig.  4.  Case  5. — Lateral  view,  November  26, 
1947:  two  distinct  masses,  larger  than  in  1945, 


50  per  cent  reduction  in  its  size.  On  March  30,  I 
1949,  surgery  was  performed. 

Pathologic  examination  revealed  thymoma.  Fre- 
quent mitoses  were  noted,  suggesting  the  possibility 
of  malignancy. 

As  in  the  preceding  case,  the  difficulty  in  differ- 
entiating a benign  from  a malignant  lesion  on  ra-  | 

diographic  evidence  is  again  illustrated.  The  I : 

value  of  a diagnostic  test  of  radiation  therapy  in  h 
differentiating  a radiosensitive  thymoma  is 
demonstrated. 

■ i 

Case  5. — R.  F.,  female,  seventeen  years  old,  a-  I 
symptomatic,  had  a routine  mass  survey  x-ray  in  the  I 
New  York  City  Department  of  Health  on  Novem-  • 
ber  1, 1945. 

Physical  examination  was  entirely  normal;  tuber-  1 
culin  test  was  1 mm. , negative.  X-ray  examination 
on  November  1,  1945,  and  December  13,  1945, 
showed  a mass  in  midportion  of  anterior  mediasti-  ft 
num,  with  lobulated  borders  projecting  toward  the  I 
right.  Patient  on  November  26,  1947,  complained 
of  occasional  chest  pain,  left  side,  and  a weight  loss  I 
of  six  pounds.  X-ray  examination  showed  moderate 
enlargement  of  the  mass  which  appeared  to  be  com- 
posed of  at  least  two  separate  densities  on  the  lateral  I 
view.  Patient  was  hospitalized  on  February  5, 1948.  I 
Angiocardiogram  and  radioactive  iodine  studies  were 
noncontributory  (Fig.  4). 

Surgery  was  performed  on  February  14,  1948. 

Two  separate  masses  were  noted  within  the  anterior 
mediastinum,  the  first  the  size  of  a fist  situated  in  | 
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Fig.  5.  Case  6. — (A)  Posterior-anterior  view:  circumscribed,  rounded  mass  at  upper  right  heart  border. 
(B)  Right  anterior  oblique  view:  mass  projecting  to  the  right. 


the  middle  and  upper  third  of  the  anterior  mediasti- 
num, and  the  second  a mass  located  in  the  cardio- 
phrenic  angle  behind  the  mediastinal  pleura,  within 
the  anterior  mediastinum. 

Pathologic  report  revealed  lymph  nodes,  involved 
by  Hodgkin’s  disease. 

Patient  was  seen  by  one  of  the  authors  (H.  A.)  in 
a follow-up  about  three  years  postoperative^.  A 
small  node  had  developed  in  the  right  axilla  for  which 
she  received  x-ray  therapy. 

This  is  a rare  case  of  an  isolated  anterior  medi- 
astinal mass  of  the  lymphoma  group.  The  lobu- 
lated  contours  and  position  are  suggestive  of  a 
teratoma.  However,  the  visualization  of  two 
separate  masses  on  the  lateral  view  of  the  last  x- 
ray  examination  is  the  clue  to  the  lymphomatous 
character  of  the  lesion. 

Case  6.—J.  C.,  male,  draftee,  thirty  years  old, 
asymptomatic,  was  referred  to  the  New  York  City 
Department  of  Health  on  December  14, 1942. 

Past  history  revealed  pneumonia  at  age  of  two 
years.  Physical  examination  revealed  friction  rub 
at  right  base,  but  otherwise  was  negative. 

X-ray  examination  showed  smooth,  but  sharply 
circumscribed  mass  in  the  anterior  mediastinum, 
projecting  to  the  right  (Fig.  5). 

Surgery  was  performed  on  January  25,  1943. 
Pathologic  examination  revealed  teratoma  of  me- 
diastinum, no  evidence  of  malignancy. 

The  radiographic  appearance  of  this  mass  is 


suggestive  of  a bronchiogenic  cyst.  However, 
the  location  of  the  mass  is  more  in  keeping  with  a 
dermoid  or  thymoma . 

Case  7. — L.  C.,  male,  fifty-nine  years  old,  on  Feb- 
ruary 24,  1949,  came  in  complaining  of  a several 
months  progressive,  nonproductive  cough,  and 
hoarseness.  Two  small  round  masses  were  discov- 
ered in  the  retrocardiac  region,  one  at  the  level  of 
left  hilus,  and  the  other  more  posteriorly,  at  the  level 
of  the  tenth  thoracic  vertebra.  Patient  was  hospi- 
talized. 

Past  history  revealed  that  right  Horner’s  syn- 
drome, had  been  found  three  years  previously. 
Physical  examination  was  negative,  aside  from 
Horner’s  syndrome,  right. 

X-ray  examination  showed  twro  rounded,  homoge- 
neous masses  with  sharply  defined  contours  in  the 
posterior  mediastinum.  One  of  these,  6 by  6.5  cm., 
was  located  behind  the  left  side  of  the  heart;  the 
other,  4 by  4 cm.,  was  in  the  region  of  the  left  hilus. 
On  fluoroscopy,  they  showed  minimal  pulsation.  The 
esophagus  wras  displaced  by  both  masses. 

Provisional  diagnosis  was  primary  bronchiogenic 
carcinoma,  left  lower  lobe,  writh  metastasis  to  left 
hilus.  Surgery  wras  performed  on  June  1,  1949,  and 
localized  fusiform  and  saccular  aneurysm  of  aorta 
w-as  found.  Because  of  bleeding,  Oxycel  was  laid 
down  about  the  area.  Recovery  was  uneventful. 

This  case  illustrates  how  closely  aneurysm  of 
the  aorta  may  resemble  tumors  of  the  mediasti- 
num. The  very  sharply  defined,  rounded  con- 
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Fig.  6.  Case  8. — (A)  Posterior-anterior  Anew:  large,  well-defined  ovoid  mass  projecting  from  right 
side  of  mediastinum  with  deviation  of  esophagus  to  left.  (B)  Lateral  view:  mass  in  midposterior  medi- 
astinum with  deviation  of  esophagus  forward. 


tours  are  characteristic  of  cystic  or  benign  solid 
tumors,  although  bronchiogenic  neoplasms  and 
aneurysms,  as  in  this  case,  may  closely  simulate 
such  lesions.  Angiocardiography  may  have  re- 
solved the  problem.  Also,  a detailed  analysis  of 
the  pulsation  characteristics  may  have  been  of 
some  help.  Perhaps  the  only  tenuous  clues,  in 
retrospect,  were  the  multiplicity  and  location  of 
the  masses. 

Case  8. — E.  A.,  male,  twenty-five  years  old,  was 
asymptomatic.  Tumor  mass  in  right  side  of  pos- 
terior mediastinum,  at  level  of  right  hilus,  was  found 
in  routine  chest  x-ray  on  October  8,  1948.  Bron- 
choscopy on  December  16,  1948,  showed  narrowing 
of  the  right  intermediate  bronchus  by  pressure  from 
the  extrinsic  mass. 

X-ray  examination  showed  a rounded  mass,  with 
very  sharply  circumscribed  margins,  situated  in  mid- 
posterior  mediastinum,  projecting  toward  the  right 
(Fig.  6). 

On  December  30,  1948,  a large  cystic  mass  was  ex- 
cised from  the  posterior  mediastinum,  with  unevent- 
ful convalescence.  At  time  of  operation,  it  was 
noted  that  the  thoracic  duct  was  ligated  on  the  right 
side  and  that  the  duct  itself  or  branches  from  it  had 
entered  into  the  cyst,  or  had  been  closely  adherent  to 
the  surface  of  the  cyst. 


Pathologic  report  was  cyst  of  vessel,  aneurysm, 
apparent!}-  thoracic  duct. 

This  mass  presents  the  roentgen  features  char- 
acteristic of  a cyst.  Diagnosis  of  the  exact  type 
of  cyst  depends  on  examination  of  contents  and 
of  lining  membrane. 

Case  9. — G.  A.,  male,  thirty-one  years  old.  asymp- 
tomatic, had  a routine  chest  x-ray  on  September  18. 
1950,  which  showed  a shadow  in  the  right  paracar- 
diac area. 

Physical  examination  was  negative. 

X-ray  examination  of  chest  showed  a rounded 
mass  with  well-defined  borders  in  the  inferior-pos- 
terior mediastinum,  to  the  right  of  heart,  but  with 
no  pulsation  under  fluoroscopy.  Esophagus  was 
displaced  to  the  left  and  anteriorly  (Fig.  7). 

On  March  16,  1951,  thoracotomy  was  performed, 
just  above  the  right  diaphragm,  adjacent  to  the 
esophagus:  there  was  an  ovoid  cystic  mass.  12  cm. 
in  diameter.  There  was  no  obvious  connection  with 
any  of  the  adjacent  structures.  Postoperative  con- 
valescence was  uneventful. 

Pathologic  examination  showed  that  the  cyst  was 
a neurofibroma,  with  cystic  degeneration. 

The  sharply  defined  borders  of  this  mass  are 
compatible  with  a cystic  lesion.  By  position, 
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Fig.  7.  Case  9. — (A)  Posterior-anterior  view:  sharply  circumscribed,  rounded  mass  behind  lower  right 
heart,  displacing  esophagus  to  left.  (B)  Lateral  view:  mass  posterior  to  heart,  displacing  esophagus 
forward. 


one  might  assume  this  mass  to  belong  in  the 
category  of  a gastroenteric  cyst.  Bronchiogenic 
and  pericardial  cysts  are  more  or  less  ruled  out  by 
its  location.  However,  this  case  illustrates  that 
neurofibromas  may  occur  anywhere  in  the  medi- 
astinum since  they  arise  from  universally  distrib- 
uted nerves.  It  also  illustrates  one  of  the  com- 
plications of  benign  tumors  of  the  mediastinum, 
namely  cystic  degeneration. 

Case  10. — W.  H.,  male,  thirty-four  years  old,  col- 
ored, came  into  the  Brooklyn  Regional  Office  on 
March  30,  1951,  with  history  of  dull  ache  across 
epigastrium  and  lower  chest,  relieved  by  flatus.  In 
view  of  service-connected  duodenal  ulcer,  a gastro- 
intestinal series  was  done.  This  showed  the  ulcer, 
and  also  a superior  mediastinal  shadow.  Patient 
was  hospitalized  on  April  26,  1951. 

On  December  29,  1950,  three  months  previously, 
patient  had  come  in  with  a two  months  complaint 
of  dull  pain  in  left  chest,  and  also  left  lumbar  pain 
radiating  into  buttocks. 

Physical  examination  revealed  a patient  who  was 
pale,  chronically  and  acutely  ill,  with  evidence  of 
recent  weight  loss.  There  was  some  stiffness  of  lower 
back,  with  rigid  paravertebral  muscles.  Neurologic 
examination  revealed  hypoactive  reflexes  in  the  lower 


extremities,  with  an  absent  right  knee  jerk.  No 
other  abnormalities  were  noted.  Lumbar  puncture 
was  normal. 

Patient  ran  a febrile  course.  He  was  lethargic 
and  complained  of  severe  left  chest  pain.  Provi- 
sional diagnosis  of  tuberculous  abscess  at  third 
thoracic  was  made,  and  the  patient  was  treated 
with  streptomycin  and  PAS. 

On  x-ray  examination  spine  showed  slight  ero- 
sion of  bodies  of  the  third,  eighth,  and  ninth  thoracic 
and  the  fourth  lumbar.  In  the  course  of  surgery 
on  May  22, 1951,  50  cc.  white  creamy  pus  were  evac- 
uated from  the  area  of  the  third  thoracic.  Acid- 
fast  bacillus  was  recovered  from  pus.  Patient 
was  scheduled  for  a spinal  fusion. 

X-ray  examination  showed  a well-defined  superior 
mediastinal  mass  interposed  between  the  dorsal 
spine  and  esophagus,  with  trachea  projecting  to- 
ward the  left.  The  esophagus  was  displaced  for- 
ward and  slightly  toward  the  left.  The  superior 
margins  of  this  mass  were  not  well  visualized. 

The  roentgen  problem  in  this  case  was  the  dif- 
ferentiation of  an  inflammatory  or  other  nonneo- 
plastic mass  from  a tumor. 

Conclusions 

1.  Increasing  popularity  of  chest  x-ray  mass 


206 


EHRLICH,  WITTEN,  AND  ABELES 


[N.  Y.  State  J.  M. 


surveys  has  brought  to  light  and  will  further 
bring  to  light  an  increasing  number  of  asympto- 
matic mediastinal  masses. 

2.  The  relative  location  of  these  masses  in  the 
mediastinum  is  charted. 

3.  Differential  diagnosis  is  discussed  on  the 
basis  of  (a)  age  of  patient,  ( b ) location  of  shadow, 
(c)  morphologic  appearance,  and  ( d ) secondary 
manifestations  due  to  pressure  or  invasion  of  con- 
tiguous structures,  endocrine  effects,  and  compli- 
cations. 

4.  A review  of  procedures  in  diagnosis  is 
charted. 

5.  A small  series  of  isolated  mediastinal  shad- 
ows of  variegated  etiology  is  presented. 

6.  Definitive  diagnosis  of  an  isolated  medias- 
tinal mass  requires  thoracotomy. 

We  wish  to  express  our  grateful  acknowledgment  of  the  dili- 
gent photographic  work  performed  by  Mr.  Carl  Wishner,  x- 
ray  technician,  Brooklyn  Regional  Office,  Veterans  Adminis- 
tration. We  also  wish  to  thank  the  members  of  the  profes- 
sional and  clerical  staff  of  the  Medical  Division,  for  their 
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Discussion 

I.  D.  Bobrowitz,  M.D.,  Otisville.- — This  has  been 
an  illuminating  presentation  of  an  important  and 
interesting  problem.  There  are  a few  points  that  I 
would  like  to  emphasize. 

A basic  consideration  is  the  extreme  value  of  rou- 
tine chest  roentgenography  in  the  diagnosis  of  me- 
diastinal densities.  These  lesions  are  silent  for  a 
variable  and  often  considerable  period  of  time  dur- 
ing which  their  presence  can  be  detected  by  x-ray. 
Only  in  this  manner  can  the  lesion  be  seen  before  it 
has  grown  to  a size  sufficient  to  cause  symptoms. 
It  is  interesting  to  note  that  of  the  ten  cases  pre- 
sented by  Ehrlich,  eight  were  discovered  by  a rou- 
tine chest  roentgenogram  and  of  these,  seven  were 
asymptomatic  and  one  had  only  a mild  complaint. 
At  time  of  removal,  three  of  the  densities  were  malig- 
nant and  five  were  not,  but  in  these  latter  cases, 
with  delay  in  diagnosis,  malignant  transformation 
might  well  have  taken  place.  It  is  worth  repeating 
that  lesions  of  the  mediastinum,  including  malig- 
nancies, may  be  present  without  symptoms. 

Thoracotomy  has  a very  important  place  in  the 
handling  of  these  lesions.  Although  some  medias- 


tinal tumors  and  cysts  have  a characteristic  appear- 
ance and  location,  there  can  be  much  similarity 
roentgenologically,  and  a definite  diagnosis  cannot  al- 
ways be  made  by  x-ray  alone.  Even  the  informa- 
tion obtained  from  other  special  diagnostic  methods 
may'  not  be  conclusive.  The  final  answer  can  be 
provided  only  by  thoracotomy,  and  in  practice, 
most  mediastinal  densities  must  be  explored.  The 
advances  made  in  recent  years  in  surgical  technics, 
anesthesiology,  and  pre-  and  postoperative  care, 
combined  with  the  availability  of  blood  and  anti- 
biotics, make  the  morbidity  of  the  operation  negli- 
gible. There  should  be  no  delay  in  doing  an  ex- 
ploratory' thoracotomy.  A policy  of  watchful 
waiting  is  not  wise  in  treating  mediastinal  masses. 

There  are,  however,  other  lesions  in  or  near  the 
mediastinum  of  an  inflammatory,  neoplastic,  or 
structural  nature,  which  resemble  primary'  medias- 
tinal tumors  or  cyrsts.  Differentiation  of  these  con- 
ditions may  be  evident  from  a complete  mediastinal 
and  chest  workup  without  thoracotomy'. 

The  value  of  early  diagnosis  lies  in  the  fact  that 
prompt  surgical  removal  of  the  lesion,  which  is  the 
only'  definitive  treatment  for  mediastinal  tumors, 
can  be  planned.  With  treatment  delayed  the  lesion 
might  grow  so  large  that  an  operation  in  the  future 
would  be  quite  hazardous.  Moreover,  nonmalig- 
nant  tumors  can  be  removed  before  encroachment 
on  vital  organs,  infection,  cystic  degeneration,  or 
malignant  transformation  have  taken  place.  Most 
important,  malignant  lesions  can  be  treated  in  the 
earlier  stages  while  still  resectable  and  before  ex- 
tension has  occurred. 

In  Ehrlich’s  group  there  was  one  case  with  aneu- 
rysm, and  it  was  noted  that  angiocardiography'  would 
have  been  of  much  diagnostic  help.  Angiocardiog- 
raphy wall  differentiate  vascular  abnormalities  or 
aneurysms  from  mediastinal  tumors,  and  thereby 
operative  treatment  may  be  avoided.  However, 
even  if  a vascular  lesion  is  not  present,  angiocardiog- 
raphy is  of  considerable  benefit.  It  is  such  a safe, 
valuable  procedure  that  it  will  become  a routine  in- 
vestigative method  in  patients  with  mediastinal 
masses.  Robb,  Dotter,  and  Steinberg  have  em- 
phasized that  benign  tumors  displace  and  spread 
blood  vessels,  whereas  malignant  growths  cause 
constriction,  occlusion,  or  poly'poid  invasion  of  ves- 
sels. The  thoracic  surgeon  can  obtain  much  infor- 
mation about  the  cardiovascular  structures  around 
the  tumor,  which  can  help  him  in  planning  the  re- 
moval of  the  lesion. 

The  final  point  is  to  note  that  in  the  diagnosis  and 
treatment  of  these  mediastinal  densities,  a group 
effort  is  involved.  Each  member — the  radiologist, 
chest  specialist,  thoracic  surgeon,  bronchoscopist, 
and  pathologist — has  a contribution  to  make. 
With  cooperative,  integrated  work,  the  group  can 
provide  the  best  services  for  the  patient. 

Ehrlich  and  his  associates  have  outlined  the 
proper  methods  to  accomplish  a complete  study,  ac- 
curate diagnosis,  and  appropriate  treatment  of  the 
isolated  mediastinal  density. 

Sol  Fineman,  M.  D.,  New  York  City. — We  are  all 
aware  of  the  difficult  and  frequently  hopeless  task  we 
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undertake  in  attempting  to  differentiate  these  iso- 
lated mediastinal  masses.  Many  of  these  medias- 
tinal masses  prove  to  be  benign,  and  their  surgical 
removal  before  they  have  compromised  important 
adjacent  structures  is  of  the  utmost  importance  and 
is  often  a life-saving  measure  for  the  patient. 

In  the  differential  diagnosis  of  isolated  medias- 
tinal shadows  the  authors,  in  part,  rely  on  clues  ob- 
tained from  a consideration  of  the  following:  (1) 
age  of  the  patient,  (2)  location  of  the  tumor,  and 
(3)  morphologic  characteristics  of  the  tumor.  They 
state  that  most  benign  cysts  and  tumors  of  the  me- 
diastinum occur  in  the  young  and  middle-aged.  A 
certain  proportion  of  cases  is  still  left  to  be  found  in 
the  older  age  group. 

In  discussing  the  location  of  the  mass,  the  authors 
state  that  location  may  help  to  designate  the  site  of 
origin,  but  they  also  admit  that  there  is  considerable 
overlapping  in  the  location  of  these  masses.  Loca- 
tion, therefore,  is  not  a completely  reliable  guide  as 
to  the  origin  of  the  mass. 

In  their  discussion  of  the  morphologic  characteris- 
tics of  these  mass  shadows,  the  writers  conclude  that 
study  of  the  morphology  of  these  masses  is  invalu- 
able, but  not  foolproof.  They  admit  that  in  the 
specific  instance  it  may  not  be  possible  to  differen- 
tiate the  cystic  from  the  solid  tumor,  or  some  of  the 
localized  lymphomatous  masses,  notably  Hodgkin’s, 
from  the  benign  solid  tumors,  or  even  the  malignant 
from  the  benign  lesions. 

As  they  state,  a malignant  teratoma,  neuroblas- 
toma, or  fibrosarcoma  may  show  all  the  characteris- 
tics of  a benign  lesion.  Bronchiogenic  neoplasms, 
aneurysms,  and  lymphomas  may  closely  mimic  one 
another,  or  closely  resemble  benign  tumors.  Mor- 
phologic characteristics,  therefore,  are  often  of  little 
help  in  the  differential  diagnosis  of  these  isolated 
mediastinal  shadows. 

In  discussing  diagnostic  procedures  which  may  be 
useful  in  the  differential  diagnosis  of  these  masses, 


the  writers  assign  considerable  importance  to  the 
therapeutic  test  of  irradiation.  It  is  well  to  remem- 
ber, however,  that  some  malignant  lymphomas  may 
be  extremely  radioresistant  and  that  in  these  cases, 
the  therapeutic  test  of  irradiation  may  be  completely 
ineffective  and  misleading. 

The  writers  justly  conclude  that  despite  all  meth- 
ods of  analysis  the  diagnosis  of  an  isolated  medias- 
tinal mass  may  remain  in  doubt.  They  state  that 
a shrewd  guess  can  often  be  ventured  following  de- 
tailed analysis  but  that  a guess  is  not  a diagnosis. 
The  authors  conclude  that  the  final  diagnosis,  in 
most  instances,  is  made  by  means  of  a thoracotomy. 

I am  almost  in  full  agreement  with  this  statement. 
It  is  well  to  remember,  however,  that  even  thoracot- 
omy may  fail  to  make  the  correct  diagnosis,  and 
that  the  final  diagnosis  may  have  to  be  made  by  the 
pathologist,  and  often  even  by  him  only  after  mi- 
croscopic examination  of  the  resected  mass. 

An  analysis  of  the  ten  case  reports  in  this  paper 
emphasizes  the  difficulties  which  beset  the  roent- 
genologist in  his  attempt  to  diagnose  these  cases. 
Of  the  ten  cases,  the  preoperative,  specific  diagnosis 
was  wrong  in  one  case,  and  correct  in  a second  case. 
In  the  remaining  eight  cases  no  specific  diagnosis 
could  be  made.  This  is  no  reflection  whatsoever  on 
the  diagnostic  skills  of  the  writers  of  this  paper.  It 
merely  indicates  the  almost  insurmountable  dif- 
ficulties we  all  have  to  face  in  our  attempts  to  diag- 
nose isolated  mediastinal  shadows.  A review  of 
the  literature  of  the  past  fifteen  years  on  isolated 
mediastinal  shadows  clearly  reveals  that  the  same 
difficulties  have  been  faced,  but  have  not  been  sur- 
mounted to  date,  by  the  other  students  of  the  sub- 
ject. 

Continued  intensive  study  of  the  subject,  such  as 
was  presented  here  today,  is  clearly  indicated,  if  we 
are  to  make  any  further  progress  in  the  roentgeno- 
logic differential  diagnosis  of  these  baffling  isolated 
mediastinal  shadows. 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 


CONGENITAL  CYSTIC  DISEASE  OF  THE  KIDNEY 

Louis  H.  Baretz,  M.D.,  F.A.C.S.,  and  Philip  Baron,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Urology,  Jewish  Hospital  of  Brooklyn) 


IX  REVIEWING  the  literature  on  renal  cystic 
disease  one  is  struck  with  the  variation  of  de- 
scriptive titles,  such  as  polycystic  disease,  multi- 
ple discrete  cysts  of  the  kidney,  unilateral  multi- 
cvstie  disease,  multilocular  cysts  of  the  kidney, 
solitary  renal  cysts,  and  cystic  replacement  of 
the  kidney. 

In  addition  to  the  report  of  an  interesting  cys- 
tic entity  of  the  kidney,  it  is  the  endeavor  of  the 
writers  to  clarify  briefly  the  terminology  of  renal 
cystic  disease,  present  the  theories  of  their  etiol- 
ogy, and  discuss  the  differential  diagnosis. 

Review  of  the  Literature 

Polycystic  kidney,  polycystic  disease,  or  multi- 
ple discrete  cysts  of  the  kidney  are  usually  bilat- 
eral and  congenital  in  origin.  Each  kidney  is 
composed  of  innumerable  isolated  cysts  separated 
by  areas  of  normally  functioning  renal  tissue. 
Function  of  the  kidney  is  normal,  and  pyelo- 
graphic  studies  reveal  a characteristic  deformity 
of  pelvis  and  caliees.  The  ureter  is  normal. 

Solitary  renal  cyst  is  commonly  a single,  en- 
capsulated cyst  of  varying  size,  occupying  upper 
or  lower  poles  or  the  hilar  area  of  the  kidney. 
Within  the  cyst  are  occasional  evidences  of 
broken-down  septa.  The  walls  are  lined  with 
cuboidal  epithelia.  The  remainder  of  the  kidney 
is  usually  normal.  Pyelogram  may  reveal  a 
normal  pelvis  and  caliceal  system  or  a compres- 
sion by  the  cyst  suggestive  of  cyst  or  tumor. 

Multilocular  cyst  is  usually  a single  large  cyst 
within  which  are  innumerable  other  cysts  and 
between  which  there  is  no  renal  tissue.  The  re- 
mainder of  the  kidney,  however,  is  composed 
of  normal  renal  parenchyma,  with  possibly  a 
smaller  cyst  here  and  there. 

The  case  herein  reported  depicts  a complete 
replacement  of  all  renal  tissue  by  cysts,  with  no 
evidence  of  microscopic  renal  tissue. 

Occurrence. — As  compared  with  polycystic  dis- 
ease and  solitary  cysts,  the  unilateral  cysts  of  a 
multilocular  nature  are  uncommon,  only  31  hav- 
ing been  reported.  Two  cases  of  complete  renal 
replacement  similar  to  that  of  the  writers  are 
included  in  these  31  reports.  Most  of  these  have 
been  described  in  infants  and  young  children, 
evidence  of  their  congenital  origin.  Although 
theories  of  acquired  nature  of  cysts  have  been 
propounded,  it  is  felt  by  many  investigators  that 
all  cystic  diseases  of  the  kidney  are  of  congenital 
origin.  Only  such  cystic  degenerative  changes  as 


ma}’  follow  tuberculosis,  tumor,  and  infection 
can  be  considered  acquired. 

Etiology. — Kampmeier  believes  that  “even- 
human  kidney  in  fetal  life  passes  thru  a period 
characterized  by  numerous  cystic  renal  tubules 
most  of  which  disappear.  The  persistence  of 
these  cystic  tubules  manifests  itself  later  as  cystic 
kidneys.”1  Hilldebrandt’s  theory  is  the  one 
most  generally  accepted  at  this  time,  namely, 
the  failure  of  union  of  the  secreting  elements  and 
the  collecting  tubules  so  as  to  form  cysts 
which  persist  at  birth.2 

One  may  well  be  concerned  as  to  whether  or  not 
the  remaining  kidney  may  be  the  seat  of  potential 
cystic  change  after  the  involved  kidney  has  been 
nephrectomized.  Follow-ups  in  many  of  the 
cases  reported  over  several  years  have  failed  to 
reveal  any  cause  for  such  concern. 

Diagnosis. — Polycystic  disease  may  be  un- 
heralded by  any  symptomatology  and  is  often  un- 
diagnosed until  the  middle  thirties  or  forties, 
when  hypertension  may  be  discovered,  appar- 
ently of  the  essential  type.  Abdominal  enlarged 
renal  masses  may  or  may  not  be  palpable,  but  the 
intravenous  pyelogram  frequently  will  disclose 
large  renal  shadows  with  characteristic  pelvic  and 
caliceal  deformities. 

Similarly,  a solitary  renal  cyst,  may  be  asymp- 
tomatic, and  may  be  discovered  casually  upon 
abdominal  x-ray  or  by  excretory  pyelogram. 
This  can  be  readily  confused  with  renal  neoplasm, 
and  exploratory  operation  is  usually  indicated  to 
ascertain  definitely  the  nature  of  the  renal  mass. 

It  is  in  the  infant  or  young  child  that  the  multi- 
locular cyst  of  the  kidney  or  other  forms  of  mas- 
sive unilateral  kidney  change  are  most  frequently 
encountered.  The  mother  often  becomes  aware 
of  an  increase  in  the  size  of  the  abdomen,  gener- 
ally more  marked  on  one  side.  The  examining 
physician  usually  considers  the  large  asympto- 
matic mass  a Wilms's  tumor,  and  operation  is 
definitely  indicated.  The  pyelographic  picture 
may  be  of  little  aid  in  the  differential  diagnosis. 
In  the  writers’  case,  there  was  absence  of  func- 
tion of  the  involved  kidney,  which  is  not  usual  in 
Wilms’s  tumor  or  multilocular  cyst. 

Treatment. — Polycystic  disease  requires  no 
surgical  treatment,  unless  the  cysts  are  productive 
of  bleeding  or  severe  infection.  Occasionally, 
one  is  justified,  in  the  presence  of  severe  infection, 
in  doing  a nephrectomy,  providing  the  opposite 
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Fig.  1.  Gross  specimen  with  loculated  cysts  and 
double  ureter. 


kidney  can  carry  the  burden.  Multiple  punc- 
tures or  removal  of  many  cysts  may  be  indicated. 

In  the  solitary  cyst,  removal  of  the  cyst  by 
enucleation  or  resection  without  sacrificing  the 
kidney  is  the  accepted  procedure. 

Multilocular  cysts  are  frequently  so  large  that 
a nephrectomy  is  the  operation  of  choice. 

Case  Report 

R.  M.,  a three-year-old  white  female,  entered 
the  Jewish  Hospital  of  Brooklyn  on  March  18,  1951, 
with  the  history  of  a mass  in  the  left  upper  quadrant, 
noted  for  the  first  time  two  weeks  before.  She  had 
enjoyed  good  health  up  to  that  time  when  she  de- 
veloped an  upper  respiratory  infection.  During 
the  routine  physical  examination,  her  physician 
noted  a mass  in  the  renal  region.  There  were  no 
urinary  symptoms,  and  no  flank,  costovertebral,  or 
abdominal  tenderness.  Urologic  consultation  was 
requested,  and  the  patient  was  immediately  hospi- 
talized with  the  diagnosis  of  Wilms’s  tumor. 

The  past  and  family  history  were  essentially  nega- 
tive. 

On  physical  examination,  the  patient  was  a well- 
developed  child,  quite  cooperative,  and  in  no  acute 
distress.  Temperature  was  99.6  F.,  pulse  120,  and 
respirations  24.  The  positive  findings  were  con- 
fined to  the  abdominal  examination.  In  the  left 
upper  quadrant,  there  was  disclosed  a somewhat 
soft,  poorly  delineated  mass.  It  moved  freely  with 
respiration.  Urine  cultures  were  sterile.  Blood 
chemistry  and  blood  counts  were  normal. 

On  intravenous  urography,  the  right  urinary  tract 
was  normal,  but  there  was  complete  absence  of 
function  on  the  left,  and  the  left  renal  shadow  was 
markedly  enlarged.  The  impression  was  that  we 
were  dealing  with  either  a Wilms’s  tumor  or  a con- 
genital hydronephrosis  with  ureteropelvic  obstruc- 
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Fig.  2.  Gross  specimen,  cut  section  showing  cysts. 


Fig.  3.  Photomicrograph  showing  ossification  in 
wall  of  cyst.  (Low  power) 


tion.  Papanicolaou  examination  'of  the  urine  re- 
vealed no  neoplastic  cells. 

Cystoscopy,  under  general  anesthesia,  revealed  a 
normal  bladder  contour  and  clear  urine.  The  right 
ureteral  orifice  appeared  normal.  The  left  could 
not  be  determined  after  careful  search. 

On  March  23,  1951,  under  general  anesthesia,  a 
left  nephrectomy  was  performed  through  a left  lum- 
bar incision.  The  findings  were  a large  multilocular 
mass  about  the  size  of  a small  grapefruit  replacing 
the  kidney.  In  the  distal  aspect,  corresponding  to 
what  might  have  been  renal  pelvis,  was  a small 
double  cord  resembling  a double  ureter.  This 
merged  downward  for  2 cm.  into  a single  threadlike 
filament  which  appeared  to  be  an  atresia  of  the  ure- 
ter, and  which  ended  blindly  about  6 cm.  below. 

Pathologic  report  (Dr.  David  M.  Grayzel). — Kid- 
ney, left,  multicystic  mass,  measuring  10.5  by  8 by  5 
cm.,  weighing  205  Gm.  (Fig.  1).  External  examina- 
tion of  the  hilus  reveals  the  presence  of  a Y-shaped 
ureter.  The  two  limbs  of  the  Y are  at  the  pelvic 
end  and  measure  2.2  cm.  in  length  to  form  a narrow 
ureter  4 cm.  long.  Also  present  is  an  entirely  sep- 
arate ureter  4.5  cm.  in  length.  The  kidney  itself  is 
converted  into  a main  cyst  measuring  7 cm.  in  diam- 
eter. Attached  to  the  periphery  of  this  cyst  are 


210 


BARETZ  AND  BARON 


[N.  Y.  State  J.  M. 


Fig.  4.  Photomicrograph  showing  (.4)  cyst  wall 
with  absence  of  renal  parenchyma,  and  ( B ) peri- 
pelvic  fat.  (Low  power) 


four  other  cysts,  varying  from  1 cm.  to  3 cm.  in  di- 
ameter. The  limbs  of  the  Y of  the  ureter  are  dis- 
tended and  thin-walled.  On  section,  it  is  noted  that 
all  but  one  of  the  cysts  intercommunicate. 

The  cysts  contain  a total  of  200  cc.  of  dark  am- 
ber, urine-like  water  fluid  (Fig.  2).  The  inner  sur- 
faces are  gray-white,  smooth,  and  contain  several 
small  areas  of  calcific  deposits  (Fig.  3).  The  walls 
of  the  cysts  measure  up  to  0.1  cm.  in  thickness,  and 
no  distinct  renal  parenchyma  can  be  determined. 

The  Y-shaped  ureter  contains  urine.  There  is 


apparently  a constriction  between  the  ureter  and  the 
point  from  which  the  two  limbs  arise.  All  surfaces 
are  lined  by  smooth  muscle. 

Microscopically,  the  cyst  wall  consists  of  dense, 
collagenous,  fibrous  connective  tissue.  The  lining 
cells  are  for  the  most  part  desquamated,  but  where 
present,  consist  of  low  columnar  or  cuboidal  cells. 
In  none  of  these  fragments  are  any'  glomerular  struc- 
tures present  (Fig.  4). 

Patient’s  postoperative  course  was  uneventful. 
She  was  discharged  on  the  eighth  postoperative 
day. 

Summary 

1.  The  most  commonly  found  cystic  diseases 
of  the  kidney'  are  poly'cystic  disease,  solitary'  cyst 
of  the  kidney,  and  multilocular  cysts  of  the 
kidney. 

2.  The  theories  of  etiology  of  cystic  disease 
are  discussed. 

3.  Differential  diagnosis  of  a unilateral  mass 
in  infants  and  children  is  outlined. 

4.  The  writers  add  a case  report  of  a rarer 
ty'pe  of  congenital  kidney  disease  with  complete 
cystic  replacement  of  the  kidney. 
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BOOKLET  ON  HEALTH  SERVICES  FOR  CHILDREN 


Distribution  of  a new  booklet  describing  existing 
health  services  for  children  in  New  York  State  and 
outlining  present  needs  in  the  field  was  announced 
recently  by  Dr.  Herman  E.  Hilleboe,  State  health 
commissioner. 

The  booklet  is  intended  to  aid  physicians,  educa- 
tors, community'  health  and  welfare  leaders,  and 
other  interested  citizens  in  reviewing  health  serv- 
ices for  children  in  their  communities  and  taking 
steps  that  may  be  necessary  to  correct  deficiencies. 
Entitled  “Child  Health,  is  Everybody’s  Business,” 
the  booklet  was  published  jointly'  by  the  New  York 
State  Study  Committee  of  the  American  Academy' 
of  Pediatrics,  the  Child  Health  Section  of  the  New 
York  State  Citizens  Committee  of  100  for  Children 
and  Youth,  the  Medical  Society  of  the  State  of 
New  York,  and  the  Bureau  of  Maternal  and  Child 


Health  of  the  New  York  State  Department  of 
Health. 

Covered  in  the  illustrated  publication  are  the 
essentials  of  health  services  needed  by  children 
during  periods  of  apparent  good  health  as  well  as 
during  illness.  Emphasis  is  placed  upon  care  by 
family'  physicians  with  supplementation  by  com- 
munity health  resources  as  needed.  Among  the 
particular  subjects  covered  are  hospital  care  for 
children,  special  services  for  premature  infants  and 
handicapped  children,  dental  care,  and  health  super- 
vision of  infants  and  preschool  children. 

“Child  Health  Is  Everybody’s  Business”  is  being 
distributed  widely  to  agencies  and  individuals 
interested  in  children’s  health.  Persons  who  desire 
copies  may  write  the  New  York  State  or  New  York 
City'  Department  of  Health. 
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TRANSIENT  MUSCLE  CRAMPS  AFTER  THE  ORGANIC 
MERCURIAL  DIURETICS 

Walter  Modell,  M.D.,  New  York  City 

( From  the  Department  of  Pharmacology,  Cornell  University  Medical  College,  the  Cardiovascular  Research 
Unit,  the  Beth,  Israel  Hospital,  and  the  Cardiac  Service  of  the  Hospital  for  Joint  Diseases ) 


A WIDE  variety  of  untoward  reactions  have 
followed  the  use  of  the  organic  mercurial 
diuretics  in  the  treatment  of  congestive  heart 
failure  during  the  past  thirty  years.  There  have 
been  serious  and  even  fatal  reactions,  but  the 
most  frequent  are  the  reactions  of  less  conse- 
quence, some  of  which  may  escape  cursory  ex- 
amination and  some  of  which  patients  may  not 
complain  of  to  the  physician.  Transient  mus- 
cular cramps  which  may  occur  from  two  to  fifteen 
hours  after  an  injection  and  last  five  minutes  or 
more  fall  into  the  last  group.  The  cramps  are 
sometimes  troublesome  to  cardiac  patients  who 
are  already  heavily  burdened  with  other  more 
serious  symptoms,  and  occasionally  they  are 
painful  enough  to  threaten  the  continuation  of  an 
effective  program  of  treatment.  While  the 
cramps  have  been  described  1-4  they  often  are 
not  considered  matters  of  great  importance,  and 
there  are  extensive  reviews  of  the  subject  of 
diuretics  which  fail  even  to  mention  them.5'6 

The  mechanism  of  the  production  of  the  cramps 
has  not  been  determined.  Because  it  seemed 
reasonable,  rather  than  because  of  direct  evi- 
dence, they  have  been  ascribed  to  excessive  diure- 
sis, dehydration,  sodium  or  chloride  depletion, 
electrolyte  disturbances,  and  in  some  cases  to  low 
levels  of  calcium  in  the  blood.2,  7-9 

The  transient  muscle  cramp  following  an  in- 
jection of  a mercurial  diuretic  has  not  been  stud- 
ied, and  it  was  felt  that  information  could  be  ad- 
duced which  would  make  it  possible  to  reduce  the 
incidence  of  the  cramps  without  appreciably  cur- 
tailing the  use  of  the  mercurial  diuretics.  Ac- 
cordingly, a plan  of  study  was  outlined  in  which 
patients  requiring  such  treatment  were  to  be 
given  varying  doses  of  mercurial  diuretics,  and  an 
attempt  was  to  be  made  to  correlate  the  ap- 
pearance of  cramps,  the  clinical  features  of  the 
patients,  the  treatment,  and  the  diuresis  produced 
by  the  drugs. 

Method 

Thirty-six  patients  were  selected  from  our  com- 
bined cardiac  clinics  on  the  basis  of  the  fact  that 
they  were  regularly  receiving  mercurial  diuretics 
for  the  relief  of  congestive  failure,  that  the}-  were 
willing  to  return  the  day  after  an  injection  for 
weighing  and  examination,  and  that  they  did  not 
suffer  from  cramps  in  the  muscles  on  effort  or  from 
nocturnal  muscular  cramps.  The  patients  were 


receiving  from  one  to  three  injections  of  the 
mercurial  diuretic  per  week,  but  only  one  in- 
jection per  week  was  used  for  study  purposes. 
Digitalis  was  used  when  necessary.  No  patients 
received  ammonium  chloride. 

The  patients  were  met  in  the  morning,  weighed 
without  hat  or  coat  on  an  accurate  balance,  and 
examined.  They  were  given  an  intramuscular 
injection.  The  following  morning  they  were 
weighed  on  the  same  balance  in  the  same  state  of 
dress.  The  weight  loss  during  the  twenty-four- 
hour  period  was  taken  as  a measure  of  diuresis. 
The  patients  were  questioned  concerning  symp- 
toms, especially  cramps  occurring  while  at  rest 
during  the  twenty-four  hours  preceding.  The 
examiner  had  no  knowledge  of  the  material  in- 
jected, the  dose,  or  the  weight  loss  as  a result  of 
the  injection. 

Two  mercurial  diuretics  were  used,  Mer- 
cuhydrin  and  Thiomerin.  In  addition,  there 
were  some  injections  of  aminophylline,  and  a few 
injections  of  saline  were  made  for  control  pur- 
poses. The  doses  varied  from  0.5  cc.  to  2.0  cc. 
The  particular  dose  injected  was  selected  at 
random  in  each  case;  there  was  no  regular  se- 
quence of  dosage. 

A large  number  of  injections  did  not  provide 
useful  information  because,  for  one  reason  or 
another,  the  patients  did  not  return  twenty-four 
hours  after  the  injections.  All  patients  who  re- 
ceived fewer  than  five  injections  were  eliminated. 
Because  of  these  limitations,  the  number  of 
patients  providing  data  for  analysis  was  reduced 
to  28;  the  number  of  injections  they  received 
totaled  267,  of  which  243  were  mercurial  diuretics. 
Thus,  the  average  patient  received  between  nine 
and  ten  injections,  none  received  fewer  than  five, 
and  one  received  as  many  as  eighteen. 

In  the  analysis  of  the  data  only  muscular 
cramps  of  the  extremities,  which  developed  while 
the  patient  was  at  rest,  were  considered  to  be  an 
effect  of  the  diuretic.  Only  their  presence  or 
absence  was  considered,  and  no  significance  was 
given  to  intensity  or  duration.  Cramps  de- 
veloping immediately  after  injection  at  the  site  of 
injection  were  eliminated. 

Table  I lists  the  patients  and  gives  pertinent 
data  relating  to  them.  For  the  purpose  of  con- 
venience in  referring  to  them,  they  are  divided 
into  two  groups;  Group  A consists  of  the  17 
patients  who  had  no  cramps  after  any  injection. 
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TABLE  I.— Characteristics  of  Patients  Used  in  Study 


Number  of 
Doses  of 
Mercurial 
Per  Week 

Weight 

(Pounds) 

Number 

Age 

Sex 

Digitalis 

Etiologic 

Anatomic 

Physiologic 

i 

67 

M 

i 

0 

Group  A* 

138  Arteriosclerosis 

Enlarged  heart 

Regular  sinus 
rhythm 
Regular  sinus 

2 

63 

F 

2 

0 

173 

Arteriosclerosis, 

Enlarged  heart. 

3 

73 

F 

1 

0 

130 

hypertension 

Arteriosclerosis. 

dilated  aorta 
Enlarged  heart. 

rhythm 
Regular  sinus 

4 

62 

M 

2 

0 

166 

hypertension 

Arteriosclerosis, 

coronary 
sclerosis 
Enlarged  heart 

rhythm 
Regular  sinus 

5 

64 

M 

i 

0 

152 

hypertension 

Arteriosclerosis 

Enlarged  heari 

rhythm 
Regular  sinus 

6 

71 

M 

3 

0 

196 

Arteriosclerosis 

Enlarged  heart 

rhythm 
Regular  sinus 

7 

73 

F 

1 

0 

124 

Arteriosclerosis. 

Enlarged  heart. 

rhythm 
Regular  sinus 

8 

55 

M 

2 

0 

150 

hypertension 

Arteriosclerosis. 

coronary 
sclerosis 
Enlarged  heart 

rhythm 
Heart  block 

9 

66 

F 

i 

0 

195 

hypertension 

Arteriosclerosis 

Enlarged  heart. 

Regular  sinus 

10 

71 

M 

2 

Yes 

143 

Arteriosclerosis 

sclerosis  of 
aorta 

Enlarged  heart. 

rhythm 
Regular  sinus 

11 

51 

F 

2 

0 

133 

Lues,  hyperten- 

coronary 
sclerosis 
Enlarged  heart. 

rhythm 
Regular  sinus 

12 

67 

M 

i 

Yes 

161 

sion 

Arteriosclerosis 

aortic  insuffi- 
ciency 

Enlarged  heart 

rhythm 
Auricular  fi- 

13 

69 

F 

2 

0 

148 

Arteriosclerosis, 

Enlarged  heart. 

brillation 
Regular  sinus 

14 

51 

M 

i 

Yes 

134 

hypertension 

Arteriosclerosis 

dilated  aorta 
Enlarged  heart. 

rhythm 
Regular  sinus 

15 

59 

M 

2 

0 

173 

Arteri  oscler  osis . 

coronary 
sclerosis 
Enlarged  heart 

rhythm 
Regular  sinus 

16 

74 

F 

2 

0 

152 

hypertension 
Arteri  osclerosis , 

Enlarged  heart 

rhythm 
Regular  sinus 

17 

68 

M 

2 

0 

160 

hypertension 
Arteri  osclerosis 

Enlarged  heart 

rhythm 
Regular  sinus 

Average 

18 

65 

64 

F 

1.7 

1 

0 

155 

Group  Bf 

156  Arteriosclerosis 

Enlarged  heart, 

rhythm 
Auricular  fi- 

19 

71 

M 

2 

Yes 

186 

Arteriosclerosis 

coronary 
sclerosis 
Enlarged  heart 

. brillation 

Regular  sinus 
rhythm 
Auricular  fi- 

20 

69 

M 

2 

Yes 

160 

Arteriosclerosis 

Enlarged  heart 

21 

58 

F 

2 

0 

137 

Arteriosclerosis. 

Enlarged  heart. 

brillation 
Regular  sinus 

22 

63 

F 

2 

0 

183 

lues,  hyper- 
tension 

Arteriosclerosis, 

aortic  insuffi- 
ciency 

Enlarged  heart 

rhythm 
Regular  sinus 

23 

58 

F 

i 

Yes 

196 

hypertension 
Arteriosclerosis . 

Enlarged  heart 

rhythm 
Auricular  fi- 

24 

67 

F 

2 

0 

165 

hypertension 

Arteriosclerosis 

Enlarged  heart. 

brillation 
Regular  sinus 

25 

60 

M 

1 

0 

143 

Arteriosclerosis 

dilated  aorta 
Enlarged  heart 

rhythm 
Regular  sinus 
rhythm 
Regular  sinus 

26 

60 

F 

2 

• 0 

176 

Lues,  hvperten- 

Enlarged  heart 

27 

62 

M 

2 

0 

152 

sion 

Arteriosclerosis. 

Enlarged  heart 

rhythm 
Regular  sinus 

28 

73 

F 

2 

Yes 

159 

hypertension 

Arteriosclerosis. 

Enlarged  heart 

rhythm 
Regular  sinus 

Average 

64 

1.7 

165 

hypertension 

rhythm 

* Group  A.  These  patients  did  not  have  cramps  at  any  time, 
t Group  B.  These  patients  had  cramps  after  some  of  the  injections. 


and  Group  B consists  of  the  1 1 remaining  patients 
who  suffered  cramps  in  an  extremity  after  one  or 
more  injections. 

Results 

The  results  are  summarized  in  Table  II 
Approximately  20  per  cent  of  the  1.0  and  2.0-cc. 
injections  of  the  mercurial  diuretics  caused 


cramps  (45  of  215).  There  were  no  cramps  from 
the  other  injections  (0.5-cc.  doses  of  mercurials, 
aminophylline  and  saline  injections),  and  these 
are  not  considered  in  the  statements  which  follow. 
All  the  cramps  occurred  in  11  of  the  28  patients 
(Group  B);  the  remaining  17  patients  (Group  A) 
did  not  suffer  cramps  at  any  time.  Thus,  all  the 
cramps  occurred  in  40  per  cent  of  the  patients  in 
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TABLE  II. — Diuresis  (weight  loss)  and  Champs  after 
Mercurial  Diuretics  in  the  Two  Groups  of  Patients 


Dose  of 

Average 

, Cramps . 

Mercurial 

1 Number . 

Weight  Loss 

Per  Cent  of 

(cc.) 

Patients  Injections 

(Pounds) 

Present  Injections 

1.0 

17 

70 

Group  A 

1.69  ± 0.8* 

No 

2.0 

17 

63 

2.4  ±0.9* 

No 

1.0 

11 

28 

Group  B 

1.9  ±0.3* 

No 

57 

1 .0 

10 

21 

3.1  ±0.3* 

Yes 

43 

2.0 

5 

9 

1.7  ±0.5* 

No 

27 

2.0 

11 

24 

3.6  ±0.4* 

Yes 

73 

* Standard  error  of  the  mean. 


whom  the  incidence  was  55  per  cent  (45  of  82  in- 
jections), while  in  Group  A there  were  no  cramps 
after  a total  of  133  injections. 

The  two  groups,  A and  B,  were  much  the  same 
in  composition  (Table  I).  Each  received  1.7  in- 
jections of  mercurial  diuretics  per  week.  The 
sexes  were  more  or  less  equally  divided,  and  the 
average  age  was  the  same.  The  kind  of  heart 
disease  was  the  same.  Patients  in  both  groups 
had  the  same  range  of  weight  although  the  aver- 
age of  Group  A was  somewhat  less  than  that  of 
Group  B.  In  each  group  some  patients  received 
digitalis,  but  most  of  them  did  not. 

In  Group  B the  1.0-cc.  injections  which  caused 

I cramps  produced  an  average  weight  loss  of  3.1 
pounds,  while  the  injections  which  did  not  cause 
cramps  produced  a weight  loss  of  only  1.9 
pounds.  The  same  relationship  held  for  the  2.0- 
cc.  doses;  the  injections  which  were  followed  by 
cramps  produced  an  average  diuresis  of  3.6 
pounds  and  those  which  did  not  cause  cramps  pro- 
duced only  half  the  diuresis,  1.7  pounds. 

No  difference  was  detected  between  the  effects 
of  Mercuhydrin  and  Thiomerin,  and  they  are  not, 
therefore,  distinguished  in  the  table. 

Comment 

Patients  receiving  mercurial  diuretics  may  be 
divided  into  two  groups,  those  who  develop 
cramps  in  the  extremities  after  the  injections 
and  those  who  ordinarily  do  not.  The  reasons 
for  such  a division  are  not  clear.  In  our  study, 
40  per  cent  of  the  patients  complained  of  cramps, 
yet  they  did  not  seem  to  differ  in  any  other  im- 
portant detail  from  those  who  did  not  have 
cramps.  This  fact  probably  indicates  that  there 
is  a group  of  patients  who  are  relatively  sensitive 
to  this  effect  of  mercurial  diuretics  and  a group 
who  are  relatively  insensitive  to  it. 

It  might  be  suspected  that  this  division  could 
be  correlated  with  sensitivity  to  the  diuretic 
action  of  the  mercurials,  but  this  seems  not  to  be 
the  case.  The  average  weight  loss  from  all  1.0 
and  2.0-cc.  injections  in  Group  A was  2.0  pounds, 
and  it  was  only  slightly  higher,  2.7  pounds, 


in  Group  B.  In  Group  A the  range  of  diuretic 
response  was  from  a gain  in  weight  to  a loss  of 
6.5  pounds  from  a single  injection.  In  Group 
B the  range  of  responses  which  caused  cramps 
was  approximately  the  same,  from  a loss  of  0.5 
to  that  of  7.5  pounds. 

In  Group  B,  however,  although  cramps  did 
occur  in  some  instances  after  as  small  a diuresis 
as  0.5  pounds,  there  was  a clear  relationship 
between  the  extent  of  diuresis  and  the  incidence 
of  cramps;  the  larger  the  diuresis  the  higher  the 
incidence  of  cramps.  Thus,  the  average  diuresis, 
after  all  doses,  which  caused  cramps  was  3.4 
pounds,  whereas  the  doses  which  failed  to  cause 
cramps  produced  an  average  diuresis  of  1.9 
pounds. 

The  amount  of  mercury  injected  is  not  the 
cause  of  the  cramps,  for  the  diuresis  after  in- 
jections which  failed  to  cause  cramps  was  the 
same  in  the  case  of  both  doses,  1.9  and  1.7 
pounds  after  the  l.Oand  2.0-cc.  doses,  respectively, 
while  the  diuresis  after  the  injections  which  pro- 
duced cramps  was  also  about  the  same  for  each 
dose,  3.1  and  3.6  pounds,  respectively.  Thus  the 
apparent  relationship  between  size  of  dose  and 
cramps  (43  per  cent  after  1.0  cc.  and  73  per  cent 
after  2.0  cc.  in  Group  B)  is  due  really  to  the  fact 
that  the  diuresis  tends  to  be  greater  after  the 
larger  doses. 

Our  data  give  no  indication  of  the  mechanisms 
involved  in  the  production  of  the  muscular 
cramps.  The  question  of  the  significance  of 
sodium  chloride  disturbances  arises  naturally 
enough,  because  muscle  cramps  are  a symptom 
of  low  blood  sodium  chloride  levels,  mercurial 
diuretics  greatly  increase  the  rate  of  elimination 
of  sodium  chloride,  and  serious  depletion  of 
sodium  chloride  has  been  reported  as  a result  of 
the  use  of  the  mercurial  diuretics.4  Thus,  a 
temporary  disturbance  of  sodium  chloride  levels 
may  be  important  in  the  production  of  the 
cramps.  Clear  and  definite  proof  of  such  a 
mechanism  presents  serious  practical  problems 
which  we  have  not  yet  been  able  to  solve.  In 
the  ambulatory  patient,  for  example,  there  is  the 
problem  of  getting  blood  for  sodium  chloride  and 
other  electrolyte  determinations  during  the  cramp. 
The  cramp  may  occur  in  the  patient’s  home  at 
some  undetermined  time  after  the  injection,  as 
late  sometimes  as  2 a.m.  the  following  morning. 

The  question  also  arises  whether  the  transient 
cramp  may  be  a forerunner  of  more  serious  de- 
rangements in  electrolyte  equilibrium.  This 
seems  not  to  be  the  case,  for  some  of  our  patients 
have  complained  of  cramps  regularly  after  in- 
jections for  long  periods  of  time.  In  Case  28, 
for  example,  each  of  six  successive  injections 
produced  cramps  without  other  ill  effects. 

The  data  do  not  reveal  how  it  is  possible  to 
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distinguish  between  patients  without  actual 
trial.  Experience  with  the  patient  may  be  used 
for  this  purpose.  In  the  case  of  patients  thus 
identified,  the  evidence  suggests  that  the  inci- 
dence of  cramps  may  be  reduced  by  adjusting  the 
doses  so  that  the  diuresis  after  each  injection  is 
less  than  2.0  pounds.  If  the  dose  is  further  ad- 
justed so  that  the  response  is  in  the  range  of  1.5 
poimds,  the  possibility  is  great  that  cramps  will 
not  appear  at  all. 

In  this  connection  the  observation  that  the 
response  to  a mercurial  diuretic  is  related  to  the 
amount  of  edema  present  may  be  of  practical 
importance.  After  edema  is  removed  and  a 
“dr}-  state”  is  achieved,  the  patient  is  relatively 
resistant  to  diuretics,  and  doses  of  the  mercurials 
tend  to  produce  relatively  small  weight  losses.10 
It  seems  probable,  therefore,  that  a regimen  with 
the  mercurial  diuretic  which  prevents  the  re- 
accumulation  of  edema,  using  smaller  dQses  more 
frequently  than  is  the  custom  with  the  larger 
doses,  will  significantly  reduce  the  incidence  of 
cramps.11 

Summary  and  Conclusions 

1.  The  symptom  of  transient  muscular  cramps 
of  the  extremities  following  the  injection  of  organic 
mercurial  diuretics  was  examined  in  28  patients 
with  congestive  heart  failure  who  were  receiving 
this  drug  regularly  for  the  treatment  of  their 
illness. 

2.  Cramps  appeared  after  one  fifth  of  the  in- 
jections. 


3.  All  the  cramps  occurred  in  two  fifths  of  the 
patients. 

4.  These  patients  appear  to  be  more  sensitive 
to  the  development  of  cramps  than  the  remaining 
60  per  cent,  but  neither  the  reason  for  this  divi- 
sion nor  a method  of  identifying  the  different 
patients  without  trial  was  established. 

5.  In  those  patients  developing  the  cramps,  the 
incidence  is  related  more  closely  to  the  size  of  the 
diuresis  rather  than  to  the  size  of  the  dose  of  the 
diuretic. 

6.  Cramps  are  not  necessarily  a forerunner  of 
more  serious  reactions. 

7.  It  is  suggested  that  the  incidence  of  cramps 
can  be  significantly  reduced  by  adjustment  of  the 
dose  of  the  mercurial  diuretic  so  that  the  diuresis 
is  less  than  2.0  pounds. 
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MEDICAL  MEDIATION  COMMITTEES  NOW 

A major  goal  in  the  medical  care  program  for  tfie 
United  States  has  been  reached  with  the  establish- 
ment of  mediation  committees  in  each  of  the  48 
states,  the  District  of  Columbia,  and  Hawaii, 
according  to  a statement  issued  oy  the  Council  on 
Medical  Service  of  the  American  Medical  Associa- 
tion. 

The  establishment  of  these  committees  is  the 
result  of  a four-year  campaign  for  the  creation  of 
such  patient-physician  relations  bodies.  The  com- 
mittees investigate  complaints  concerning  the  pro- 
fessional conduct  and  ethical  deportment  of  individ- 
ual physicians  and  attempt  amicable  adjustments. 

The  council  also  reported  that  voluntary  health 


FUNCTIONING  IN  ALL  STATES 
coverage  continues  to  gain  both  in  quality  and 
* quantity.  It  was  estimated  that  by  1953  approxi- 
mately 90,000,000  persons  will  be  covered  by  some 
form  of  protection  against  the  costs  of  illness,  acci- 
dent, and  hospitalization. 

In  addition,  the  council  reported,  community 
health  councils  have  increased  from  48  in  1943  to 
1,190  in  1951,  and  have  shown  substantial  gains 
during  the  last  year;  12  indigent  medical  care  studies 
have  been  made  under  the  direction  of  the  council, 
and  plans  are  being  formulated  for  nine  others; 
placement  services  for  physicians  have  been  estab- 
lished in  37  states,  and  approximately  600  com- 
munities now  have  emergency  medical  call  systems. 


PRACTICAL  ASPECTS  OF  THYROIDECTOMY 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery,  St.  Peter’s  Hospital) 


CERTAIN  aspects  of  thyroidectomy  which 
have  proved  beneficial  are  presented  here 
in  a concise  summary. 

Procedure 

Exposure. — The  usual  collar-like  incision  of 
the  skin  is  made  about  2 to  4 cm.  above  the 
sternoclavicular  junction.  A low  incision  is 
made  in  order  to  facilitate  exposure  of  the  lower 
thyroid  areas  wherein  vital  structures  are  found. 
In  addition,  the  low  incision  eliminates  “dead 
space”  where  fluid  may  accumulate.  The  area 
close  to  the  clavicle  is  more  fixed  and  therefore 
“dead  space”  is  eliminated.  It  must  be  remem- 
bered that  thyroid  incisions  are  made  while  the 
patient’s  head  is  extended.  Following  operation, 
with  the  head  in  a normal  position,  the  incision 
may  descend  as  much  as  2 to  3 cm.  The  skin 
flap  is  dissected  up  to  the  thyroid  cartilage  in 
order  to  allow  exposure  of  the  thyroid  poles. 

Division  of  Prethyroid  Muscles. — Whether  or 
not  to  divide  the  prethyroid  muscles  is  a matter 
for  the  individual  surgeon  to  decide.  Any 
method  to  which  the  surgeon  has  become  accus- 
tomed is  the  best  in  his  hands.  My  personal 
preference  is  to  divide  the  muscles  high  at  the 
junction  of  the  upper  and  middle  thirds  in  order 
to  avoid  the  ansa  hypoglossi  nerve.  This  high 
division  does  not  interfere  with  the  healing  of  the 
low  skin  incision,  nor  does  the  division  of  these 
muscles  increase  serum  collections.  The  ex- 
cellent exposure  of  the  thyroid  gland  when  the 
muscles  are  divided  far  outweighs  any  .objection 
offered  against  this  procedure. 

So-Called  Thyroid  Capsule. — At  the  operating 
table,  the  surgeon  does  not  find  a true  thyroid 
capsule  which  will  enable  him  to  enucleate  the 
gland.  It  is  true,  however,  that  there  exist 
certain  lines  of  cleavage  which  form  a sheath 
with  attachments  to  the  thyroid  gland.  The 
so-called  capsule  is  a reflexion  of  a plane  of  the 
deep  cervical  fascia.  A layer  of  thin  areolar 
tissue  is  found  on  the  inner  surface  of  the  sterno- 
thyroid muscle.  This  layer  is  associated  with 
the  pretracheal  fascia  which  in  turn  continues 
as  the  anterior  portion  of  the  sheath  of  the  thy- 
roid gland.  This  anatomic  formation  permits 
the  identification  of  cleavage  planes,  which  when 
followed,  mobilize  the  thyroid  gland.  This 
anatomic  arrangement  gives  rise  to  the  faulty 
interpretation  that  a separate  thyroid  capsule 
completely  encircles  the  gland.1 


Thyroid  Vessels. — An  axiom  of  major  signifi- 
cance to  the  thyroid  surgeon  is  never  to  clamp 
blindly  in  a pool  of  blood.  There  are  so  many 
vital  structures  in  a small  circumscribed  area 
that  the  clamp  may  crush  what  is  not  intended  to 
be  clamped.  For  this  reason,  it  is  preferable  to 
ligate  the  major  thyroid  vessels  first;  then  any 
technic  which  pleases  the  operator  may  be  fol- 
lowed according  to  his  individual  plan.  The 
major  vessels  in  question  are  the  superior  and 
inferior  thyroid  vessels,  the  middle  thyroid  vein, 
and  the  ima  vessels.  There  is  no  middle  thyroid 
artery.  Double  ligation  of  the  arteries  results 
in  a diminution  of  blood  supply  to  the  gland,  so 
that  it  may  be  dissected  with  a less  bloody  field. 
The  middle  thyroid  vein  should  be  ligated  and 
divided  as  soon  as  it  is  identified  because,  when 
damaged,  it  bleeds  briskly,  like  an  artery.  The 
same  is  true  of  the  thyroid  ima  vessels. 

The  superior  thyroid  artery  is  the  first  branch 
of  the  external  carotid  artery.  The  superior 
thyroid  vessels  are  located  between  the  pre- 
tracheal and  prethyroid  laminae  and  are  found 
a little  above  the  thyroid  cartilage.  The  inferior 
thyroid  artery  is  larger  and  carries  more  blood 
than  the  superior  vessel.  It  arises  via  the  thy- 
rocervical trunk  from  the  subclavian  artery, 
emerges  from  behind  the  carotid  sheath,  penetrates 
the  posterior  aspect  of  the  pretracheal  fascia,  and 
passes  medially  to  the  gland  where  it  may  divide 
into  two  or  more  branches.  The  inferior  thyroid 
veins  and  ima  vessels  are  situated  inferiorly 
between  the  prethyroid  and  pretracheal  fascial 
laminae.  Knowledge  of  their  location  makes 
possible  their  rapid  identification  and  immediate 
ligation. 

The  Laryngeal  Nerves. — Possible  injury  to  the 
laryngeal  nerves  is  always  thought  of  by  the 
thyroid  surgeon.  Both  laryngeal  nerves,  su- 
perior and  inferior,  supply  the  sensory  and  the 
motor  innervation  of  the  larynx. 

The  superior  laryngeal  nerve  arises  from  the 
vagus  at  the  ganglion  nodosum.  Both  motor  and 
sensory,  this  nerve  divides  into  two  branches, 
one  external  and  one  internal.  The  external 
branch  (motor)  supplies  the  cricothyroid  muscle 
and  serves  as  the  tensor  of  the  vocal  cords.  The 
internal  branch  (sensory)  innervates  the  mucosa 
of  the  larynx,  epiglottis,  and  part  of  the  pharynx. 
Section  of  the  superior  laryngeal  nerves  causes  a 
loss  of  sensation  in  the  laryngeal  mucosa  and  a 
paralysis  or  relaxation  of  the  cricothyroid 
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muscles,  resulting  in  a lowering  of  pitch  and  a 
diminution  in  the  clearness  of  the  voice.  The 
loss  of  sensation  causes  an  inability  to  perceive 
the  entrance  of  foreign  bodies  into  the  larynx. 
The  superior  laryngeal  nerve  can  be  protected 
if  the  superior  pole  is  ligated  as  the  gland  is 
retracted  downward  and  if  the  pole  is  ligated 
even  with  the  point  of  entrance  of  the  blood  vessels 
into  the  pole. 

The  inferior  laryngeal  (recurrent  laryngeal) 
arises  at  the  level  of  the  subclavian  artery  on  the 
right  side,  goes  around  the  artery,  and  ascends 
toward  the  thyroid  gland.  The  left  recurrent 
arises  from  the  vagus  in  front  of  the  aortic  arch 
and  ascends  toward  the  left  lobe  of  the  thyroid. 
Both  right  and  left  recurrent  nerves  may  course 
outside  or  inside  the  inferior  thyroid  artery  or 
between  its  branches. 

The  inferior  laryngeal  nerve  supplies  the  motor 
branches  to  the  intrinsic  muscles  of  the  larynx. 
It  enters  the  larynx  behind  the  inferior  cornu  of 
the  thyroid  cartilage.  It  is  known  that  the 
inferior  laryngeal  nerve  is  composed  of  two  bun- 
dles of  fibers,  one  for  the  adductor  and  the  other 
for  the  abductor  muscles.  Injun"  to  one  inferior 
laryngeal  nen-e  affects  the  adductors,  but  res- 
piration continues.  The  loss  of  the  voice  may 
be  temporary,  since  the  unimpaired  vocal  cord 
mayr  pass  over  the  middle  line  and  contact  the 
paralysed  one.  Phonation  then  occurs. 

Unilateral  injury"  to  the  abductor  fibers  re- 
sults in  a fixed  midline  paraly’sis  of  the  vocal 
cord.  Respiration  continues  as  well  as  phona- 
tion, because  the  impaired  cord  allows  ample 
breathing  space  and  brings  both  cords  into  close 
approximation. 

If  both  nerves  are  injured,  bilateral  “abductor 
paralysis”  results.  The  vocal  cords  are  in  per- 
manent adduction.  The  patient  can  speak 
but  cannot  breath.  Tracheotomy  then  must 
be  performed. 

In  order  to  avoid  injury"  to  the  recurrent  nerve 
some  surgeons  have  advocated  a routine  identi- 
fication of  the  nerve.  In  such  cases  the  inferior 
thyroid  artery-  is  the  guide  to  finding  the  nen-e. 
Routine  nerve  identification  is  not  always  nec- 
essary- especially  for  the  noninitiated  in  this  pro- 
cedure. Other  precautions  must  be  taken, 
however. 

Most  injuries  to  the  recurrent  nen-e  occur  at 
the  lower  pole  of  the  thy-roid  gland  and  at  the 
point  of  its  entrance  to  the  lary-nx  through  the 
inferior  constrictor  phary-ngeal  muscle.  The 
surgeon,  therefore,  must  avoid  undue  trauma 
in  these  areas,  and  he  should  expose  the  postero- 
lateral surface  of  the  lobe  by  retracting  it  for- 
ward. Thereafter  constant  visualization  of  the 
operative  site,  with  a knowledge  of  the  anatomic 
pathway-  (unless  the  nerve  travels  within  the 


gland  as  an  anomaly)  will  prevent  nene  injury. 

Avoiding  Removal  of  Parathyroids. — Acciden- 
tal removal  of  the  parathyroid  glands  results  in 
tetany.  The  safest  method  of  presenting  these 
structures  is  not  to  include  them  in  the  portion 
of  thyroid  being  resected.  These  structures  are 
found  usually  in  the  posterolateral  surfaces  of 
the  thyroid  gland. 

The  parathyroid  gland  is  kidney-  bean  in 
shape,  mahogany  brown  in  color,  and  has  molded 
edges ; it  is  concave  on  the  inside  and  convex  on 
the  outside.  The  parathyroids  change  color, 
becoming  darker  upon  exposure  to  the  air  because 
of  embarrassed  circulation. 

Before  discarding  any  thyroid  tissue  from  the 
operating  table,  the  surgeon  should  examine  all 
specimens  to  ascertain  the  presence  of  any-  ac- 
cidentally- removed  parathyroid.  These  glands 
are  commonly-  found  along  the  main  vascular 
channels. 

If  a parathyroid  has  been  removed  uninten- 
tionally, it  should  be  transplanted.  It  is  nec- 
essary to  return  the  gland  to  surroundings  similar 
in  temperature  and  physiochemistry  to  those 
from  which  it  came.  For  this  reason  it  is  best 
to  transplant  a parathyroid  into  the  thyroid 
remnant.  It  is  not  definitely  known  how  many 
glands  must  be  removed  before  tetany  occurs. 
However,  the  removal  of  one  gland,  with  three 
active  remaining  glands,  usually  does  not  result 
in  tetany 

The  Thyroid  Remnant. — Following  thyroidec- 
tomy-, bilateral  stumps  of  the  lobes  remain. 
Their  cut  surfaces  are  rough,  with  minute  bleeding 
not  often  visualized.  In  order  both  to  eliminate 
the  rough  surfaces  and  to  control  the  bleeding, 
the  remnant  may  be  sutured  against  the  sides  of 
the  trachea,  thus  eliminating  the  possibility  of 
having  the  rough  cut  surface  of  the  remnants 
become  adherent  to  the  sternothyroid  muscle. 
Absorbable  catgut  is  best  for  this  type  of  suturing, 
but  fine  black  silk  may  be  employed  as  well. 
Tracheal  sutures  must  be  placed  with  care  in 
order  to  prevent  tracheal  perforation  or  an  ex- 
cessive reaction  resulting  in  a tracheitis. 

Closure  of  Operative  Site. — Prior  to  closing  the 
wound  the  anesthetist  is  requested  to  flex  the 
patient’s  head.  This  procedure  relaxes  the 
muscles  under  tension  and  also  may-  stimulate 
bleeding  from  any-  vessel  insecurely-  ligated. 
Thus  any-  bleeding  point  can  be  seen  and  con- 
trolled before  the  incision  is  closed. 

The  prethyroid  muscles  are  approximated  with 
interrupted  mattress  sutures  (black  silk)  and 
accurately-  closed  in  the  midline.  If  the  muscles 
are  not  approximated  satisfactorily-,  the  skin 
flap  may  become  adherent  to  the  trachea.  If 
this  does  occur,  the  skin  moves  with  every  act  of 
swallowing,  resulting  in  an  unsightly  deformity-. 
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Usually  closure  of  the  wound  is  accomplished 
without  drainage.  If  deep  bleeding  has  been 
controlled  with  difficulty  and  the  surgeon  an- 
ticipates the  possibility  of  bleeding,  a drain 
should  be  inserted  deeply  into  the  operative  site 
and  allowed  to  emerge  from  the  lateral  edge  of 
the  operative  skin  incision. 

Minor  bleeding  from  the  skin  edges  usually  is 
no  problem.  Bleeding  of  this  type  can  be  con- 
trolled by  metal  skin  clips.  Metal  clips  do  not 
alter  the  healing  of  the  skin  flap  if  they  are  not 
pressed  too  tightly.  In  persons  with  a keloid 
tendency  (ascertained  by  the  presence  of  keloid 
formation  in  other  operative  scars)  it  is  prefer- 
able to  employ  silk  to  close  the  skin. 

If  the  surgeon  finds  keloid  formations  on  the 
body  of  his  thyroid  patient,  radium  may  be  used 
prophylactically.  This  form  of  therapy  may  be 
started  eight  to  ten  days  following  thyroidectomy. 
If  radium  does  not  prevent  keloid  formation, 
it  may  reduce  the  severity  of  it.  Beveling  of  the 
skin  incision,  and  a careless,  inexact  approxima- 
tion of  the  skin  flaps  after  surgery  may  be  factors 
in  accentuating  keloid  formation. 


Immediate  Postoperative  Care 

1.  The  patient  is  always  given  intravenously 
5 per  cent  glucose  in  water  or  saline,  depending 
upon  the  age  of  the  patient  and  whether  or  not 
he  has  lost  salt  via  perspiration. 

2.  Sodium  iodide,  15  grains,  is  given  in  the 
intravenous  glucose. 

3.  An  ice  collar  is  placed  about  the  neck  for 
twenty-four  hours.  This  prevents  serum  accu- 
mulation and  diminishes  edema. 

4.  Syrup  of  hydriodic  acid  (2  drams)  is  given 
every  four  hours  as  soon  as  the  patient  can  take 
it  orally.  This  is  an  excellent  liquefying  expec- 
torant. 

5.  The  patient  is  placed  in  a sitting  position 
as  soon  as  possible. 

6.  The  patient  is  allowed  out  of  bed,  and  eats 
a regular  diet  the  day  after  surgery. 
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CANCER  OF  LUNG  NOW  MOST  COMMON  FORM 


Cancer  of  the  lung  has  steadily  increased  in  inci- 
dence until  it  is  now  the  most  common  form  of 
cancer,  according  to  Drs.  Louis  H.  Clerf  and  Peter 
A.  Herbut,  Philadelphia.  During  1948,  cancer  of 
the  lung  caused  more  than  16,000  deaths  in  the 
United  States.  The  treatment  of  such  cancer,  most 
prevalent  in  men  between  the  ages  of  forty  and  sev- 
enty years,  depends  upon  early  diagnosis  and  im- 
mediate institution  of  therapy,  the  doctors  wrote 
in  the  October  25  issue  of  the  Journal  of  the 
American  Medical  Association. 

Lung  cancer  presents  no  characteristic  clinical 
picture,  the  doctors  pointed  out.  In  its  early  stages, 
the  disease  may  show  no  symptoms,  and  its  onset 
may  be  so  insidious  that  it  may  not  be  suspected 
by  either  the  patient  or  his  physician  until  the  case 
is  hopeless.  The  most  common  first  symptom  of 
cancer  of  the  lung  is  a cough.  This  cough  is,  in 
general,  of  an  irritative  character,  may  be  trouble- 
some at  night,  and  is  often  nonproductive  of  spu- 
tum. 

Blood  in  the  sputum  should  never  be  disregarded, 
as  it  may  be  a sign  of  lung  cancer,  the  doctors  said. 


Other  factors  indicative  of  carcinoma  of  the  lung 
include  pain  or  discomfort  in  the  chest  region,  short- 
ness of  breath,  wheezing  respiration,  and  abnormal 
chest  shadows  in  x-rays.  Although  hoarseness, 
weakness,  and  weight  loss  are  not  of  themselves  of 
any  significance  in  detecting  lung  cancer,  their 
presence  should  merit  further  investigation  when 
they  are  observed  in  conjunction  with  the  symp- 
toms discussed  above. 

X-ray  studies  of  the  chest  are  unquestionably 
the  most  important  single  diagnostic  aid  in  deter- 
mining the  presence  of  lung  cancer.  If  abnormal 
findings  are  present,  a bronchoscopic  examination 
should  be  given.  This  examination  should  en- 
compass visualization  of  the  bronchial  tree,  micro- 
scopic examination  of  the  tumor,  and  collection 
of  secretion  for  microscopic  study.  Such  secre- 
tions include  sputum,  spontaneously  discharged 
bronchial  secretions,  and  bronchial  washings.  The 
latter  form  of  secretion  is  preferred  by  the  doctors, 
who  stated  that  they  were  able  to  make  positive 
diagnoses  in  476  of  540  patients  (88.3  per  cent) 
as  a result  of  such  procedure. 


NECROLOGY 


Charles  Taylor  Adams,  M.D.,  of  Edwards,  died  on 
November  21,  1952.  at  his  home  at  the  age  of 
seventy-one.  Dr.  Adams  was  graduated  from  the 
Syracuse  University  College  of  Medicine  in  1907  and 
started  his  practice  that  fall  in  Edwards.  He  was  a 
member  of  the  medical  staff  of  the  Van  Duzee  Hos- 
pital in  Gouverneur  and  had  served  as  county  coro- 
ner. Dr.  Adams  was  active  in  Edwards  civic  life, 
having  been  president  of  the  Board  of  Education. 
He  was  a member  of  the  St.  Lawrence  County 
Medical  Society,  the  Medical  Society'of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Aaron  Grover  Baldwin,  M.D.,  of  Waterford,  died 
on  November  25,  1952,  at  his  home  at  the  age  of 
sixty-five.  Dr.  Baldwin  was  graduated  from  the 
Cornell  University  Medical  College  in  1911.  Dur- 
ing World  War  I he  served  as  a captain  in  the  U.S. 
Army  Medical  Corps.  For  the  past  twenty-five 
years  Dr.  Baldwin  had  been  an  examining  physician 
for  the  New  York  State  Workmen’s  Compensation 
Board. 

Samuel  Skinner  Brown,  M.D.,  of  Lynbrook,  died 
on  December  13,  1952,  at  a nursing  home  in  Rock- 
ville Centre,  at  the  age  of  eighty-seven.  Dr.  Brown 
received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1888  and  prac- 
ticed for  many  years  in  Brooklyn,  moving  to  Lyn- 
brook in  1943.  He  had  retired  several  years  ago. 
Dr.  Brown  was  a member  of  the  Kings  County 
Medical  Society  (of  which  he  was  a past-president), 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Asa  Redmond  Dimock,  M.D.,  of  Vista,  Cali- 
fornia, formerly  of  Saratoga  Springs,  died  in  Novem- 
ber, 1952,  in  California,  at  the  age  of  seventy-three. 
Dr.  Dimock  received  his  medical  degree  from  the 
Bellevue  Hospital  Medical  College  in  1892  and 
practiced  in  New  York  City  until  his  enlistment  in 
the  U.S.  Army  Medical  Corps  during  World  War  I. 
He  served  as  a captain  and  was  stationed  at  Platts- 
burg  Barracks,  Fort  Oglethorp,  Georgia,  and  Fort 
Bragg,  North  Carolina.  After  his  discharge  from 
the  Army,  Dr.  Dimock  practiced  in  Kinderhook  and 
Valatie  until  1921,  when  he  became  superintendent 
of  the  Saratoga  County  Tuberculosis  Sanitorium 
near  Middle  Grove.  He  served  in  this  position  until 
his  retirement  about  ten  years  ago.  Dr.  Dimock 
had  been  a member  of  the  Saratoga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Byron  Foster,  M.D.,  of  Webster,  died  on 
November  30,  1952,  in  Park  Avenue  Hospital, 
Rochester,  at  the  age  of  sixty-eight.  Dr.  Foster  was 
graduated  from  the  L'niversity  of  Buffalo  School  of 
Medicine  in  1907  and  during  World  War  I served  in 
France  with  the  U.S.  Army  Medical  Corps  as  chief  of 
medical  services  of  Camp  Hospital  26.  He  had  been 
Webster  town  and  village  health  officer  for  many 
years  and  was  also  examining  physician  for  the 


Webster  Board  of  Education.  Dr.  Foster  was  a 
member  of  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Norman  Walter  Getman,  M.D.,  of  Oneonta,  died 
on  December  7,  1952,  at  the  age  of  sixty-seven.  Dr. 
Getman  received  his  medical  degree  from  the  Uni- 
versity of  Kansas  City  in  1910.  A member  of  the 
medical  staff  of  the  Fox  Memorial  Hospital  in 
Oneonta,  he  had  served  as  coroner  of  Otsego  County 
for  more  than  thirty-six  years.  Dr.  Getman  was  a 
member  of  the  Otsego  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sol  Roland  Goldstein,  M.D.,  of  Rochester,  died 
on  November  20,  1952,  at  his  home  at  the  age  of 
forty-seven.  Dr.  Goldstein  was  graduated  from  the 
Cornell  LTniversity  Medical  College  in  1930  and  in- 
terned at  the  Rochester  General  Hospital.  He  was 
associate  attending  physician  at  Rochester  General 
Hospital  and  had  been  on  the  city  health  officer’s 
staff  for  eighteen  years.  Dr.  Goldstein  was  a mem- 
ber of  the  Rochester  Academy  of  Medicine,  the 
Rochester  Pathological  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Howe  Gray,  M.D.,  of  Westport,  died  on 
November  27,  1952,  in  Community  Hospital, 
Elizabethtown,  at  the  age  of  sixty-seven.  Dr.  Gray 
received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1909  and  in- 
terned at  St.  Mary’s  Hospital  in  Brooklyn.  During 
World  World  War  I he  served  with  the  L’.S.  Army 
Medical  Corps.  Dr.  Gray  was  a member  of  the 
Essex  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  .American  Medical 
Association. 

Samuel  Greenberg,  M.D.,  of  Brooklyn,  died  on 
December  10,  1952,  at  his  home  at  the  age  of  sixty- 
six.  Dr.  Greenberg  received  his  medical  degree 
from  the  New  York  University  and  Bellevue  Hospi- 
tal Medical  College  in  1912.  He  was  a member  of 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Gutfreund,  M.D.,  of  Pomona  Park, 
Florida,  formerly  of  Eldred,  died  on  November  5, 
1952,  in  Florida  at  the  age  of  ninety.  Dr.  Gut- 
freund received  his  medical  degree  from  the  New 
York  l’niversity  Medical  College  in  1898.  He  served 
as  health  officer  for  the  towns  of  Highland  and  Lum- 
berland  for  many  years  and  had  been  a member  of 
the  Sullivan  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ira  Alfred  Hinsdale,  M.D.,  of  New  York  City, 
died  on  November  24,  1952,  at  Sharon  Hospital, 
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Sharon,  Connecticut,  at  the  age  of  sixty-two.  Dr. 
Hinsdale  was  graduated  from  the  Cornell  Univer- 
sity Medical  College  in  1919  and  interned  at  Bellevue 
Hospital  and  the  New  York  Eye  and  Ear  Infirmary. 
He  was  honorary  senior  assistant  surgeon  at  the 
New  York  Eye  and  Ear  Infirmary.  A Diplomate  of 
the  American  Board  of  Otolaryngology,  Dr.  Hins- 
dale was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Hinz,  M.D.,  of  the  Bronx,  died  on  De- 
cember 17,  1952,  at  Union  Hospital  at  the  age  of 
sixty-five.  Dr.  Hinz  was  graduated  from  the  Cornell 
University  Medical  College  in  1905  and  interned  at 
Fordham  Hospital.  He  was  consulting  pediatrician 
at  Fordham  and  Union  Hospitals  and  a member  of 
the  Bronx  Pediatric  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Moses  Minas  Housepian,  M.D.,  of  New  York 
City,  died  on  December  11,  1952,  at  his  home  at  the 
age  of  seventy-six.  Dr.  Housepian,  a native  of 
Ivessab,  Syria,  came  to  the  United  States  in  1900 
and  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1905. 
During  World  War  I he  went  to  Armenia  where  he 
gave  free  medical  service  to  Armenian  refugees  who 
escaped  from  the  Turkish  massacres.  Dr.  House- 
pian was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Hall  McConnell,  M.D.,  of  New  York  City, 
died  on  December  21,  1952,  at  French  Hospital,  at 
the  age  of  seventy-nine.  Dr.  McConnell  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1895  and  interned  at 
Lebanon  Hospital.  In  1906  he  joined  the  staff  of 
the  French  Hospital,  becoming  director  of  medical 
service  in  1910  and  president  of  the  medical  board 
until  his  retirement  in  1948.  During  World  War  I 
Dr.  McConnell  served  as  a volunteer  in  France  and 
received  four  decorations  from  the  French  govern- 
ment. He  later  accepted  a commission  in  the  U.S. 


Army  Medical  Corps.  He  was  director  emeritus  of 
medical  service  at  French  Hospital.  A Fellow  of  the 
American  College  of  Physicians,  Dr.  McConnell  was 
a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

S.  Easton  McManis,  M.D.,  of  Endicott,  died  on 
December  17,  1952,  at  the  age  of  sixty-two.  Dr. 
McManis  received  his  medical  degree  from  the  Uni- 
versity of  Cincinnati  in  1924.  He  was  a member  of 
the  medical  staff  of  the  Ideal  Hospital  in  Endicott 
and  was  also  coroner  for  Broome  County.  Dr. 
McManis  was  a member  of  the  Binghamton  Acad- 
emy of  Medicine,  the  American  Academy  of  General 
Practice,  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  O.  Paquin,  Jr.,  M.D.,  of  Clarksville,  died 
on  December  1 at  St.  Mary’s  Hospital,  Troy,  at  the 
age  of  thirty-four.  Dr.  Paquin  received  his  medical 
degree  from  Tufts  Medical  School  in  1943  and  in- 
terned at  Boston  City  Hospital.  During  World 
War  II  he  served  with  the  U.S.  Navy  Medical  Corps, 
being  stationed  at  Chelsea  Naval  Hospital,  Boston, 
Massachusetts.  Dr.  Paquin  was  attending  pathol- 
ogist at  St.  Mary’s  Hospital  in  Troy.  A Diplomate 
of  the  American  Board  of  Pathology  in  clinical 
pathology  and  pathologic  anatomy,  Dr.  Paquin  was 
a member  of  the  New  York  State  Society  of  Pathol- 
ogists, the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Vincent  Quinn,  M.D.,  of  Utica,  died  on 
December  17,  1952,  at  the  age  of  seventy-seven. 
Dr.  Quinn  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
College  in  1901.  For  forty  years  he  had  served  as 
examining  physician  for  the  Utica  public  schools. 
Dr.  Quinn  was  a member  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


DESCRIBES  NEW  METHOD  FOR  WEIGHING  BEDRIDDEN  PATIENTS 


A simple  apparatus  for  weighing  patients  who 
are  confined  to  bed  was  described  in  the  August  30 
Journal  of  the  American  Medical  Association. 
Weight  changes  are  important  factors  in  many 
medical  cases. 

In  an  article  written  by  Dr.  John  V.  Galgiani, 
of  the  Hospital  for  Women  and  Children,  San 
Francisco,  the  apparatus  was  described  as  a lifting 
lever  and  scales  hung  over  the  patient’s  bed  from 
any  type  of  overhead  frame.  A lifting  board,  a 


2 by  6 foot  sheet  of  3/4  inch  plywood,  is  slid  under  the 
patient,  and  four  lifting  wires  are  attached  to  the 
corners  of  the  board  by  snap  hooks.  The  weigh- 
ing apparatus  with  the  patient  is  raised  an  inch  or 
two  above  the  bed  and  the  weight  determined. 

“This  apparatus  has  been  found  to  be  inexpen- 
sive, easily  constructed,  and  accurate  and  safe  in 
operation.  It  was  built  in  the  maintenance  shop 
of  a hospital  and  required  only  materials  readily 
available.” 
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American  College  of  Surgeons — Organization  of  a 
Bronx  Chapter  of  the  .American  College  of  Surgeons 
has  been  completed,  and  the  charter  has  been 
granted.  Formal  presentation  will  be  held  at  a 
date  to  be  arranged  in  the  immediate  future. 

All  present  members  of  the  College  are  eligible. 
Those  qualifying  and  admitted  to  membership 
before  March  1,  1953,  will  be  regarded  as  charter 
members.  For  those  who  have  not  received  their 
application  forms,  these  may  be  had  by  contacting 
Dr.  Joseph  Deutsch,  secretary-treasurer,  269 
Alexander  Avenue,  Bronx  54,  New  York,  telephone 
MOtt  Haven  9-6060. 

Alumni  Society  of  the  Jewish  Hospital  of  Brooklyn 

— The  officers  and  members  of  the  executive  com- 
mittee of  the  Alumni  Society  of  the  Jewish  Hospital 
of  Brooklyn  for  1952-1953  are:  Dr.  Max  Harten, 
president;  Dr.  I.  Roy  Gold,  vice-president;  Dr. 
Ralph  M.  Schwartz,  secretary;  Dr.  Nathan  Feni- 
chel,  treasurer;  and  Drs.  Samuel  C and  el.  Ham*  S. 
Jerrold,  Nathan  Kreeger,  Leon  Liftman,  Hyman 
Merenstein,  Bernard  Pines,  Abraham  M.  Sands, 
Jacques  D.  Soifer,  and  A.  Irving  S wilier,  members 
of  the  executive  committee. 

World  War  H Medical  History,  Volume  I — 

The  first  volume  in  a series  of  34  on  the  history  of 
the  United  States  .Army  Medical  Service  during 
World  War  II  was  published  in  December.  The 
book.  The  Ph  ysiological  Effects  of  Wounds,  is  based 
on  battlefield  data  gathered  by  a board  which 
studied  severely  wounded  men  in  the  North  African- 
Mediterranean  theater  of  operations  during  the 
war.  Collection  of  the  material  involved  the  first 
basic  medical  research  ever  conducted  by  the  Army 
on  the  front  lines. 

Association  for  Research  in  Nervous  and  Mental 
Disease — The  thirty-second  annual  meeting  of  the 
.Association  for  Research  in  Nervous  and  Mental 
Disease  was  held  in  New  York  City  on  December  12 
and  13,  1952.  The  following  officers  were  elected 
for  the  year  1953:  Dr.  Davenport  Hooker,  presi- 
dent; E)r.  John  C.  Whitehom,  first  vice-president; 
Dr.  Lawrence  H.  Snyder,  second  vice-president; 
Dr.  Clarence  C.  Hare,  secretary-treasurer,  and  Dr. 
Rollo  J.  Masselink.  assistant  secretary. 

The  subject  for  the  1953  meeting  will  be  “Genetics 
and  the  Inheritance  of  Integrated  Neurologic  and 
Psychiatric  Patterns.” 


International  College  of  Surgeons — Qualifying 
examinations  for  Fellowship  in  the  United  States 
Section  of  the  International  College  of  Surgeons 
will  be  held  on  the  following  dates  in  1953:  February 
2 and  3,  May  4 and  5,  August  10  and  11.  and  Novem- 
ber 2 and  3.  The  examinations  will  be  given  at  the 
Cook  County  Graduate  School  of  Medicine,  and  the 
Cook  County  Hospital,  Illinois. 

Applicants  are  requested  to  address  communica- 
tions to  Dr.  Harry  A.  Oberhelman,  secretary. 
Qualification  and  Examination  Council,  15i6 
Lake  Shore  Drive,  Chicago  10,  Illinois. 

American  Society  for  the  Study  of  Sterility — 

The  .American  Society  for  the  Study  of  Sterility 
announces’ the  opening  of  the  1953  contest  for  the 
most  outstanding  contribution  to  the  subject  of 
infertility  and  sterility.  The  winner  will  receive 
a cash  reward  of  one  thousand  dollars,  and  the 
essay  will  appear  on  the  program  of  the  1953  meeting 
of  the  Society.  Essays  submitted  in  this  competi- 
tion must  be  received  not  later  than  March  1,  1953. 

Full  particulars  concerning  requirements  of  this 
competition  can  be  obtained  by  writing  to  Dr. 
Herbert  H.  Thomas.  American  Society  for  the 
Study  of  Sterility,  920  South  19th  Street.  Birming- 
ham, Alabama. 

Buffalo  Surgical  Society — The  Buffalo  Surgical 

Society  will  sponsor  the  Roswell  Park  Lecture  on 
February  26.  1953.  Dr.  Warren  H.  Cole,  professor 
and  head  of  the  department  of  surgery.  University 
of  Illinois  College  of  Medicine,  will  present  the 
lecture  this  year.  At  this  time.  Dr.  Cole  will  be 
awarded  the  Society's  gold  medal,  which  is  being 
given  for  the  sixth  time  in  honor  of  Dr.  Roswell 
Park,  professor  of  surgery,  University  of  Buffalo, 
from  1883  to  1914. 

Drafting  of  Doctors  and  Dentists — The  Selective 
Service  system  has  been  requested  to  provide  537 
physicians  and  286  dentists  for  the  Department  of 
Defense  during  the  month  of  February,  1953.  Of 
these,  337  physicians  and  241  dentists  mil  serve  in 
the  Army,  and  200  physicians  and  45  dentists  will 
be  assigned  to  the  .Air  Force.  . 

The  February  request  brings  to  a total  of  3,865 
the  number  of  physicians  and  to  1.923  the  number  of 
dentists  requested  from  Selective  Service  since  Julv, 
1951. 


MEETINGS 

PAST 


Nassau  Pediatric  Society 

The  scientific  meeting  of  the  Nassau  Pediatric 
Society  was  held  in  the  Garden  City  Hotel  on 
December  8. 

Dr.  John  Caffey,  pediatrician  and  radiologist, 
Presbyterian  Hospital,  New  York  City,  spoke  on 
“Congenital  Dysplasia  of  the  Hip.” 


National  Multiple  Sclerosis  Society 

The  semiannual  medical  meeting  of  the  National 
Multiple  Sclerosis  Society  was  held  in  December  at 
the  Hotel  Roosevelt.  Dr.  Hans  H.  Reese,  chairman, 
medical  advisory  board,  presided  and  made  the 
welcoming  address,  and  Dr.  Howard  A.  Rusk  spoke 
on  “Total  Rehabilitation  in  Multiple  Sclerosis.” 
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During  the  scientific  session,  progress  reports 
were  given  by  Dr.  Orville  T.  Bailey,  Indiana  Uni- 
versity Medical  School;  Dr.  Richard  C.  Fowler, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  Strong  Memorial  and  Rochester  Munic- 
ipal Hospitals;  Drs.  Harold  H.  Jones,  Harold  H. 
Jones,  Jr.,  and  Richard  R.  Howard,  H.  L.  Snyder 
Memorial  Research  Foundation;  Dr.  Leo  Alex- 
ander, Boston  State  Hospital;  Dr.  Morton  Nathan- 
son,  New  York  University-Bellevue  Medical  Center; 
Dr.  Peritz  Scheinberg,  University  of  Miami  School 


of  Medicine;  Drs.  B.  W.  Volk  and  A.  M.  Rabiner, 
Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases, Brooklyn;  Drs.  Burnham  S.  Walker  and 
Joseph  Foley,  Boston  University  School  of  Medicine; 
Dr.  Gilbert  S.  Gordon  and  Dr.  Eugene  Eisenberg, 
University  of  California  Medical  Center,  Langley 
Porter  Clinic,  Metabolic  Research  Laboratory; 
Dr.  Richard  M.  Brickner,  College  of  Physicians 
and  Surgeons,  Columbia  University.  Drs.  Cornelius 
H.  Traeger  and  Harold  R.  Wainerdi  reported 
on  the  medical  department. 


FUTURE 


Medical  Societies  of  the  Counties  of 
Herkimer,  Madison,  and  Oneida 

Postgraduate  instruction  for  the  Utica  Academy 
of  Medicine,  the  Medical  Societies  of  the  Counties 
of  Herkimer,  Madison,  and  Oneida,  and  the  Oneida 
County  Chapter  of  the  American  Academy  of 
General  Practice  will  be  held  on  January  15  at  the 
Hotel  Utica  in  Utica.  Dr.  William  P.  Given, 
assistant  professor  of  obstetrics  and  gynecology, 
Cornell  University  Medical  College,  New  York 
City,  will  discuss  “Practical  Application  of  Endo- 
crinology in  Gynecology.”  The  meeting  will 
begin  at  8: 30  p.m. 

Pediatric  Section  of  the  Medical  Society 
of  the  County  of  Kings  and 
Academy  of  Medicine  of  Brooklyn 

Dr.  Harry  Schwachman,  director  of  clinical  lab- 
oratories, chief  of  chronic  nutrition  clinic,  and 
assistant  professor  of  pediatrics  at  the  Children’s 
Medical  Center,  Boston,  Massachusetts,  will  speak 
on  “Clinical  Variants  of  Pancreatic  Fibrosis”  at  the 
meeting  of  the  Pediatric  Section  of  the  Medical 
Society  of  the  County  of  Kangs  and  the  Academy  of 
Medicine  of  Brooklyn,  on  Monday,  January  26, 
at  9 p.m. 


Following  the  presentation  of  Dr.  Schwachman’s 
talk,  the  presentation  of  an  award  for  meritorious 
service  will  be  made  to  Dr.  Harry  R.  Litchfield. 

The  next  meeting  of  the  section  will  be  held  on 
March  23,  at  which  time  Dr.  Charles  P.  Bailey, 
professor  and  head  of  thoracic  surgery,  Hahnemann 
Medical  College,  Philadelphia,  Pennsylvania,  will 
present  a paper  on  “Cardiac  Surgery  in  Children.” 

Hospital  for  Joint  Diseases 

A series  of  lectures  covering  the  radiographic 
analysis  of  acute  and  chronic  diseases  of  bones  and 
joints  including  granulomata,  neurotropic  lesions, 
neoplasms,  and  the  manifestations  of  nutritional  and 
metabolic  bone  changes  in  children  and  adults,  will 
be  given  by  Dr.  Maurice  M.  Pomeranz,  director  of 
radiology,  Hospital  for  Joint  Diseases,  New  York 
City,  in  affiliation  with  Columbia  University  College 
of  Physicians  and  Surgeons,  from  March  4 through 
May  20,  1953. 

The  course  will  consist  of  a didactic  lecture  lasting 
about  one  hour  and  followed  by  a lantern  slide 
demonstration  illustrating  the  disease  or  diseases 
under  discussion.  For  further  information,  tele- 
phone Miss  Amelia  Mater,  Hospital  for  Joint  Dis- 
eases, Trafalgar  6-7000,  extension  361. 


PERSONALITIES 


Honored 

Dr.  George  Francis  Cahill,  director  of  the  Presby- 
terian Hospital’s  J.  Bentley  Squier  Urological  Clinic 
and  head  of  the  department  of  urology.  College  of 
Physicians  and  Surgeons,  Columbia  University,  by 
the  presentation  of  his  portrait  to  the  Presbyterian 
Hospital . . . Dr.  Edward  H.  L.  Corwin,  executive 
secretary  of  the  Committee  on  Public  Health  Rela- 
tions of  the  New  York  Academy  of  Medicine,  at  a 
dinner  given  by  the  public  health  relations  com- 
mittee, at  which  Dr.  Haven  Emerson,  professor  of 
public  health  practice,  emeritus,  Columbia  Univer- 
sity, was  a guest  speaker,  and  Dr.  George  Baehr, 
chairman,  committee  on  public  health  relations, 
presented  to  the  Academy  a portrait  of  Dr.  Corwin 
. . . Dr.  Maurice  J.  Lewi,  the  nation’s  oldest  college 
president,  president  of  the  Long  Island  University 
College  of  Podiatry,  at  a dinner  in  honor  of  his 
ninety-fifth  birthday . . . Dr.  Ross  Golden,  by  the 
Radiological  Society  of  North  America,  a gold 
medal  for  research  on  the  human  small  intestines . . . 
Dr.  Howard  A.  Rusk,  the  1952  Dr.  C.  C.  Criss 
Award,  in  recognition  of  his  work  in  rehabilitating 
the  physically  handicapped. 

Retired 

Dr.  Robert  S.  Cunningham,  as  executive  director 
of  the  Albany  Medical  Center  Council . . . Dr. 


Francis  B.  Trudeau,  as  president  of  the  board  of 
trustees  of  the  Trudeau  Tuberculosis  Sanitorium, 
to  be  succeeded  by  Dr.  J.  Burns  Amberson,  head  of 
chest  services,  Bellevue  Hospital,  New  York  City, 
and  consulting  physician  for  the  New  York  State 
hospitals,  as  well  as  professor  of  medicine,  College  of 
Physicians  and  Surgeons,  Columbia  University. . . 
Dr.  Louis  I.  Dublin,  as  second  vice-president  and 
statistician  of  the  Metropolitan  Life  Insurance 
Company,  after  forty-five  years  of  service. 

Elected 

Dr.  William  Beneson,  former  vice-president  of  the 
Medical  Society  of  the  County  of  Queens,  as  presi- 
dent . . . Dr.  Thomas  H.  McGavack,  as  president  of 
the  New  York  Diabetes  Association. . .Dr.  Herbert 
Pollack,  as  first  vice-president  of  the  New  York 
Diabetes  Association  and  chairman  of  the  Clinical 
Society  of  the  New  York  Diabetes  Association.  . . 
Dr.  Henry  E.  Marks,  second  vice-president,  and  Dr. 
Winifred  C.  Loughlin,  secretary,  of  the  New  York 
Diabetes  Association. . .Dr.  Frederick  W.  Williams 
and  Dr.  Murray  M.  Levites,  as  vice-chairmen  of  the 
Clinical  Society  of  the  New  York  Diabetes  Associa- 
tion... Dr.  John  R.  Ford,  chief  of  staff  of  the 
Littauer  Hospital,  and  Dr.  C.  Harris  Brown,  secre- 
tary of  the  Littauer  Hospital,  Gloversville. 
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Appointed 

Dr.  Frank  E.  Adair,  attending  surgeon  emeritus 
of  Memorial  Hospital.  New  York  City,  and  past- 
president  of  the  .American  Cancer  Society,  as  presi- 
dent and  chairman  of  the  board  of  trustees  of  the 
Roscoe  B.  Jackson  Memorial  Laboratory.  Bar  Har- 
bor, Maine. . Dr.  Marcus  B.  Einhorn,  Albany,  as 
lecturer  in  dermatology  and  syphilology  at  the  Poly- 
clinic Medical  School  and  Hospital.  New  York  City 
. . . Dr.  John  Ruppe,  Tupper  Lake,  as  hospital 
medical  management  adviser  in  the  State  Health 
Department’s  Division  of  Tuberculosis  Control . . . 
Dr.  Jerome  Sidney  Peterson,  Brooklyn,  as  head  of 
the  Public  Health  Division  of  the  United  Nations 
World  Health  Organization. 

Dr.  E.  H.  L.  Corwin,  New  York  City,  as  con- 
sultant to  the  Committee  on  Public  Health  of  the 
New  York  Academy  of  Medicine. . Dr.  John  M. 
Benny,  as  assistant  superintendent  of  Meyer 
Memorial  Hospital,  Buffalo . . . Dr.  Robert  S. 
Wilkinson,  as  police  surgeon  of  the  New  York  City 
Police  Department  . Dr.  Jerome  S.  Tobis,  director 
of  the  Department  of  Physical  Medicine  and  Re- 
habilitation, New  York  Medical  College  and  Flower 
and  Fifth  Avenue  Hospitals,  and  Dr.  Earl  Gluck- 
man,  chief  of  professional  services  at  the  Veterans 
Administration  Hospital,  the  Bronx,  to  the  staff 
of  consultants  of  the  Kessler  Institute  for  Re- 
habilitation ...  Dr.  Arthur  G.  Rodgers,  as  director 
of  Binghamton  State  Hospital. 

Speakers 

Dr.  Leona  Baumgartner,  assistant  health  com- 
missioner in  charge  of  premature  birth  program, 
New  York  City,  at  the  fourth  anniversary  of  the 


“premature  transport  services,”  under  the  direction 
of  the  Departments  of  Health  and  Hospitals . . . 
Dr.  Ambrose  P.  Merrill,  superintendent  of  St. 
Barnabas  Hospital,  New  York  City,  at  the  laying  of 
the  cornerstone,  in  November,  of  the  Municipal 
Hospital  in  Springfield,  Massachusetts . . . Dr.  Ed- 
ward H.  Robitzek,  acting  director  of  medicine. 
Sea  View  Hospital,  Staten  Island,  at  the  semi- 
centennial meeting  of  the  New  York  Tuberculosis 
and  Health  Association  in  New  York  City  at  the 
Statler  Hotel  in  November. . Dr.  Madison  B. 
Brown,  executive  vice-president  of  Roosevelt 
Hospital,  at  the  meeting  of  the  American  Surgical 
Trade  Association. . .Dr.  Franklin  M.  Foote,  at  the 
annual  meeting  of  the  National  Society  for  the 
Prevention  of  Blindness. . . Dr.  Howard  A.  Rusk,  at 
the  one  hundredth  anniversary  dinner  of  the  Epis- 
copal Hospital.  Philadelphia,  Pennsylvania ...  Dr. 
C.  P.  Rhoades,  director  of  the  Memorial  Center  for 
Cancer  and  Allied  Diseases,  at  the  dedication 
of  the  Kerbs  Memorial  Hall  in  December. 

New  Offices 

Dr.  E.  Burton  Carr,  Schuyler  Lake,  practice  of 
surgery . . . Dr.  Leon  H.  Ehrlich,  Mamaroneck, 
practice  of  ophthalmology. . . Dr.  Norman  Haber, 
North  Tonawanda,  practice  of  ear,  nose,  and  throat 
. . . Dr.  Leon  Levine,  Schenectady,  practice  of  ortho- 
pedic surgery . . . Dr.  Alfred  Ross,  former  surgeon 
aboard  a U.S.  Army  transport,  general  practice  in 
Wellsville. . .Dr.  Benedict  Tarsy,  Brewster,  general 
practice ...  Dr.  John  Weiss,  general  practice  in 
Ellenville . . . Dr.  William  Zuckerman,  former  post 
surgeon  at  the  .Army  Chemical  Corps,  Oriskany 
Falls,  general  practice  in  Waterville. 


ANNOUNCEMENT 


PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  .Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  4 to  8, 
1953,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2, 19-53.  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Matheb  Cleveland,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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THE  Council  met  on  November  13,  1952,  from 
9:15  a.m.  to  1 : 55  p.m.,  at  the  State  Society’s  of- 
fices, 386  Fourth  Avenue,  New  York  City.  Dr. 
Edward  T.  Wentworth  presided. 

Report  of  Executive  Committee 

A meeting  of  the  Executive  Committee  was  held 
November  12,  1952.  Dr.  Anderton  reported  as 
follows: 

Communications. — 1.  Letter  from  Dr.  Beverly  C. 
Smith,  president  of  Physicians’  Home,  requesting 
approval  for  the  appointment  of  Drs.  Edward  R. 
Cunniffe,  Russell  L.  Cecil,  Howard  Shattuck,  and 
George  W.  Fish  to  the  board  of  directors  of  Physi- 
cians’ Home. 

Approval  was  voted. 

2.  Letter  from  the  Medical  Society  of  the 
County  of  Monroe  requesting  that  Dr.  Alexander 
Walker’s  election  to  retired  membership  be  re- 
scinded and  that  he  be  returned  to  active  member- 
ship. 

It  was  voted  that  this  request  be  granted. 

3.  Letter  of  October  14,  1952,  from  the  New 
York  State  Citizens’  Health  Council  expressing 
appreciation  of  a contribution.  The  letter  states 
that  the  contribution  entitles  this  Society  to  repre- 
sentation on  the  board  of  directors  of  the  Council 
and  suggests  that  such  a representative  be  chosen. 

The  Executive  Committee  recommended  that 
Dr.  Carlton  E.  Wertz  be  so  appointed. 

The  Council  voted  approval. 

4.  Letter  from  the  Medical  Society  of  the 
County  of  Washington  (1)  asking  approval  of  the 
Council  for  a contribution  to  the  New  York  State 
Society  for  Medical  Research. 

The  Executive  Committee  instructed  the  secre- 
tary to  write  expressing  approval  but  to  state  that  it 
is  not  necessary  to  ask  such  approval. 

The  Council  voted  approval. 

(2) — A resolution  regarding  postgraduate  medical 
education,  intern  and  resident  training,  passed  by 
that  Society  at  its  annual  meeting  on  October  14, 
1952: 

“Whereas,  the  process  of  postgraduate  medical 
education  has  become  increasingly  complex  during 
the  past  decade;  and 

“Whereas,  the  requirements  of  the  various 
specialty  boards  have  required  young  surgeons 
and  physicians  to  spend  increasingly  long  years 
with  university  hospitals;  and 

“Whereas,  this  has  operated  to  the  disad- 
vantage of  the  smaller  or  nonuniversity  hospitals 
in  obtaining  interns  and  residents  and  also  has 
deprived  these  men  of  the  use  of  a volume  of 
valuable  teaching  material ; and 

“Whereas,  the  plan  of  operation  by  the  spe- 
cialty boards  has  been  carried  out  with  the  apparent 
approval  and  cooperation  of  the  Council  on 
Hospitals  and  Medical  Education  of  the  Ameri- 
can Medical  Association ; therefore  be  it 

“Resolved,  that  the  Washington  County 
Medical  Society  request  the  Medical  Society 
of  the  State  of  New  York  to  instruct  its  delegates 
to  the  American  Medical  Association  to  introduce 
such  resolutions  in  the  House  of  Delegates  of  the 
A.M. A.  that  would  require  a thorough  study  and 
re-evaluation  of  the  present  aspects  of  post- 


graduate medical  education,  intern  and  resident 
training.” 

The  Executive  Committee  considered  this  care- 
fully, and  believe  it  would  be  wise  for  this  Society 
first  to  inquire  from  the  American  Medical  Associa- 
tion, Council  on  Medical  Education  and  Hospitals 
what  they  have  been  doing  during  the  past  months 
in  regard  to  a study  of  or  in  regard  to  postgraduate 
medical  education,  intern  and  resident  training, 
and  also  to  refer  their  reply  with  this  resolution  to 
the  State  delegates  to  the  American  Medical  Associa- 
tion. 

The  Council  voted  approval. 

5.  A communication  from  Dr.  John  A.  P. 
Millet,  which  enclosed  a memorandum  addressed  to 
the  Council  by  eight  members  of  the  Society  who 
oppose  the  requirement  of  an  oath  of  allegiance 
to  the  Constitution  of  the  United  States  as  a condi- 
tion of  membership  in  this  Society.  They  express 
the  opinion  that  an  oath  of  allegiance  should  be 
required  of  persons  applying  for  citizenship  or  enter- 
ing government  service  but  “has  no  place  in  the 
list  of  scientific  and  humanitarian  objectives  to 
which  our  honorable  profession  is  dedicated.” 

The  Executive  Committee  recommended  that  this 
be  referred  to  the  Planning  Committee  for  Medical 
Policies  which  is  undertaking  a study  of  the  matter 
of  a loyalty  oath. 

The  Council  voted  Approval. 

6.  A letter  from  Miss  Mary  Donlon,  chairman 
of  the  Workmen’s  Compensation  Board  of  the  State 
of  New  York,  dated  October  31, 1952: 

Dear  Dr.  Anderton: 

Thank  you  for  your  letter  of  October  29.  As  I am  sure 
Dr.  Keating  knows,  he  being  a member  of  our  Workmen’s 
Compensation  Advisory  Committee,  the  recodification  of 
the  Workmen’s  Compensation  Law  is  not  presently 
contemplated.  All  that  is  being  done  is  to  work  out  with 
the  cooperation  of  the  Advisory  Committee  a plan  for  the 
recodification.  The  recodification  itself  will  be  an  entirely 
separate  step. 

I am  well  aware  of  the  interest  and  cooperation  of  the 
State  Medical  Society,  and  the  assistance  of  your  repre- 
sentative, Dr.  Keating,  is  most  helpful  in  the  deliberations 
of  the  Advisory  Committee  where  these  problems  are 
under  consideration.  We  are  indeed  glad  to  have  that 
cooperation. 

7.  Letter  of  November  7,  1952,  from  Dr.  Stiles 
D.  Ezell,  secretary  of  the  New  York  State  Board  of 
Medical  Examiners,  requesting,  on  behalf  of  Dr. 
Carroll  V.  Newsom,  associate  commissioner  for 
higher  education,  a statement  from  the  Council 
regarding  the  considerations  upon  which  it  makes 
recommendations  to  Assistant  Commissioner  Kil- 
lough  for  appointment  to  the  Board  of  Medical 
Examiners. 

After  discussion,  it  was  voted  that  the  Council 
’ instruct  the  secretary  of  the  Society  to  write  to 
Assistant  Commissioner  Carroll  V.  Newsom. 

8.  Communication  from  the  Department  of 
Education,  Mr.  Robert  C.  Killough,  Jr.,  assistant 
commissioner  for  professional  education,  dated 
November  3,  1952.  Mr.  Killough  requested  a 
recommendation  from  this  Society  of  two  persons 
who  might  fill  the  vacancy  which  null  be  created  in  the 
Medical  Grievance  Committee  by  the  resignation  of 
Dr.  George  C.  Vogt,  effective  in  January,  1953. 

The  Executive  Committee  submitted  the  names 
of  Dr.  Leo  F.  Schiff  of  Plattsburg  and  Dr.  Elton  R. 
Dickson  of  Binghamton  for  nomination. 
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After  discussion,  the  Council  voted  approval. 

9.  The  Executive  Committee  also  considered  a 
request  from  Dr.  Beverly  C.  Smith,  chairman  of  the 
Scientific  Exhibits  Subcommittee  of  the  Convention 
Committee,  that  a motion  picture  subcommittee  of 
three  or  more  members,  to  review  and  select  movies 
to  be  shown  at  the  Annual  Meeting  next  May,  be 
appointed. 

The  Council  voted  to  establish  such  a committee 
and  approved  the  following  appointments:  Dr. 
Conrad  Berens,  New  York  City;  Dr.  J.  Scott 
Butterworth,  New  York  City;  Dr.  William  P. 
Corriero,  Brooklyn ; Dr.  Louis  J.  Girard,  New 
York  City,  and  Dr.  Samuel  Zwerling,  Brooklyn. 

Secretary’s  Report. — Dr.  Anderton  presented  a 
letter  of  October  20,  1952,  from  Dr.  Charles  F. 
McCarty,  secretary  of  the  Coordinating  Council  of 
the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings.  New  York,  Queens,  and  Richmond,  stating 
that  Dr.  McCarty  had  been  instructed  at  a meeting 
of  the  Coordinating  Council  to  protest  the  article 
on  the  President’s  Page  of  the  New  York  State 
Journal  of  Medicine  for  September  1,  1952,  as 
being  contrary  to  the  vote  of  the  1952  House  of 
Delegates.  Dr.  Anderton  also  presented  a letter  of 
November  7,  1952,  from  Dr.  Vincent  J.  Collins, 
secretary  of  the  New  York  State  Society  of  Anes- 
thesiologists, expressing  the  objections  of  the  exec- 
utive committee  and  board  of  directors  of  that 
society  to  the  articles  on  the  President’s  Page  of  the 
September  1 and  October  1 issues. 

President  Wentworth  requested  Vice-President 
John  Edwards  to  take  the  chair. 

The  Council  voted  to  go  into  executive  session. 

The  Council  in  executive  session  passed  the 
following  two  resolutions: 

First,  that  the  Council  express  in  an  early  issue  of 
the  Journal  its  understanding  that  Dr.  Went- 
worth’s recent  articles  on  the  President’s  Page  of 
the  New  York  State  Journal  of  Medicine 
were  intended  to  present  both  sides  of  the  issues 
involved  and  not  to  express  any  final  personal  con- 
clusion of  his,  and  certainly  not  to  express  an 
official  position  of  the  State  Society. 

The  second  resolution  was  that  the  Publication 
Committee  study  and  make  recommendations  to 
the  Council  as  to  the  purpose  of  the  President’s 
Page.  After  approval  by  the  Council,  such  purpose 
shall  be  clearly  stated  at  the  top  of  the  President’s 
Page. 

The  report  of  the  executive  session  was  adopted. 
Dr.  Wentworth  resumed  the  chair. 

It  was  voted  that  copies  of  these  two  resolutions 
be  sent  to  the  Coordinating  Council  and  to  the 
New  York  State  Society  of  Anesthesiologists. 

Dr.  Anderton  read  a letter  of  November  7,  1952, 
from  Dr.  Fenwick  Beekman,  tendering  his  resigna- 
tion as  trustee  and  expressing  a desire  that  it  be 
acted  upon  as  soon  as  possible. 

After  discussion,  it  was  voted  to  accept  Dr. 
Beekman’s  resignation  with  deep  and  heartfelt 
regret. 

It  was  voted  that  the  election  of  the  trustee  for 
the  unexpired  term  of  Dr.  Beekman  be  deferred 
until  the  December  meeting  of  the  Council. 

It  was  voted  that  the  secretarjr  send  a letter 
expressing  the  appreciation  of  the  Council  for 
Dr.  Beekman’s  services. 

Remission  of  annual  dues  was  voted  for  two 
members  for  1951,  19  members  for  1952,  and  one 


member  for  1953  because  of  illness ; and  for  four  mem- 
bers for  1951,  30  members  for  1952,  and  six  members 
for  1953  because  of  service  with  the  armed 
forces.  It  was  also  voted  to  request  that  the  Ameri- 
can Medical  Association  remit  1950  dues  of  two 
members,  1951  dues  of  nine  members,  1952  dues 
for  43  members,  and  1953  dues  of  12  members. 

Last  month  the  Board  of  Trustees  postponed  con- 
sideration of  your  recommendation  to  appropriate 
S500  for  stenotype  recording  of  possible  panel  dis- 
cussions at  the  Annual  Meeting,  feeling  that  the 
matter  should  come  before  the  Finance  Committee 
when  it  considers  the  budget.  The  Board  of  Trus- 
tees approved  additional  appropriations  for  the  15 
budget  items,  which  you  recommended  because  of 
overexpenditures.  And  they  appropriated  funds 
for  a meeting  of  the  Journal  .Associate  Editorial 
Board. 

“At  your  last  meeting,  your  secretary  was  re- 
quested to  contact  Dr.  William  J.  MacFarland, 
chairman  of  the  Section  on  Radiology,  in  regard  to 
the  formation  of  a State-wide  organization  of  radi- 
ologists. He  referred  me  to  Dr.  Alfred  E.  Loomis 
Bell,  of  Brooklyn,  a former  chairman  of  the  Section. 
As  a result,  it  is  hoped  to  call  a meeting  of  repre- 
sentative radiologists  from  various  parts  of  the 
State  in  the  near  future,  at  Syracuse. 

“On  October  13,  your  secretary  attended  a meet- 
ing of  the  Directors  of  Schools  of  Nursing,  at  the 
Hotel  Roosevelt,  New  York  City;  October  15,  the 
Seventh  District  Branch  meeting  at  Sampson 
Air  Base;  the  following  day,  the  Eighth  District 
Branch,  at  Batavia,  and  October  18,  a meeting  of 
the  Scientific  Subcommittee  of  the  Convention 
Committee,  in  Buffalo.  On  October  22,  there  was 
an  informal  meeting  in  regard  to  the  Nurse  Practice 
Act,  with  members  of  the  New  York  State  and 
Greater  New  York  State  Hospital  Associations  and 
of  the  Public  Health  Relations  Committee  of  the 
New  York  Academy  of  Medicine.  Those  who  were 
present  will  probably  attend  a meeting  called  by  the 
New  York  League  of  Nursing  Education,  on  October 
31,  to  consider  the  Nurse  Practice  Law. 

“October  23  found  your  secretary  in  Watertown 
attending  the  Fifth  District  Branch  meeting; 
on  the  27th,  he  attended  the  meeting  of  the  Medical 
Society  of  the  County  of  New  York,  and  on  the  29th 
enjoyed  a very  memorable  celebration  of  the  100th 
anniversary  of  the  Medical  Society  of  the  County  of 
Livingston,  at  Mount  Morris.  This  meeting, 
including  addresses  by  President  Wentworth  and 
Councillor  Winslow,  impressed  me  deeply  with  the 
cultural  background  of  many  members  of  our 
profession. 

“Following  Election  Day,  your  secretary  proposes 
to  be  at  the  Fourth  District  Branch  meeting,  in 
Plattsburg,  and  the  following  day  at  a meeting  of 
county  public  welfare  commissioners,  at  the  State 
Social  Welfare  Department  in  Albany.  He  is  also 
scheduled  to  attend  a dinner  of  the  NewT  York 
Chapter  of  the  International  College  of  Surgeons, 
in  New  York  City,  that  evening,  if  possible. 

“Your  secretary  has  been  impressed  by  the  very 
fine  scientific  caliber  at  the  district  branch  meetings 
this  year,  and  the  enthusiasm  for  them  among  the 
members  who  have  attended.  The  district  branches 
are  interested  in  the  study  which  has  been  under- 
taken by  the  Planning  Committee  and  are  cooperat- 
ing. 

“The  annual  conference  of  constituent  medical 
society  secretaries  is  scheduled  for  the  Hotel  Ten 
Eyck,  Albany,  Thursday,  November  20.  It  is 
planned  to  commence  the  meeting  during  luncheon, 
and  adjourn  by  four  o’clock.  All  Councillors  and 
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Trustees  are  always  welcome  at  the  secretaries 
conference. 

“Several  commendatory  letters  have  been  re- 
ceived from  members  regarding  the  brochure  You 
and  the  Medical  Society  of  the  State  of  New  York, 
for  which  the  Public  Relations  Committee  and 
Public  and  Professional  Relations  Bureau  deserve 
high  praise. 

“You  will  be  pleased  to  learn  that  Dr.  Fenwick 
Beekman,  Trustee,  has  told  me  that  he  is  progress- 
ing favorably,  but  very  slowly.  He  is  able  to  walk 
outdoors,  but  his  interest  and  activities  are  very 
much  restricted  by  his  physicians. 

“Dr.  Beverly  C.  Smith,  president  of  Physicians’ 
Home,  requests  that  a letter  regarding  the  home  be 
sent  by  the  county  societies  to  each  member  with  his 
1953  dues  bill.  The  letter  describes  the  work  done 
by  Physicians’  Home  and  the  methods  used  to  main- 
tain the  fund.  It  appeals  to  every  member  to  make 
the  12.00  voluntary  contribution  and,  if  possible, 
to  become  a regular  contributing  member  at  $10.00 
or  more  a year.  Annual  members  pay  $10.00  to 
$100  a year,  and  sustaining  members  pay  $100  to 
$1,000. 

“Dr.  Smith  suggested  that  Physicians’  Home 
supply  copies,  be  sent  to  county  society  treasurers 
with  billheads  from  your  headquarters  office, 
except  for  New  York  and  Kings  Counties.  These 
latter  county  society  offices  would  receive  the 
letters  direct  from  Physicians’  Home. 

“Your  secretary  respectfully  recommends  acced- 
ing to  Dr.  Beverly  C.  Smith’s  request. 

It  was  voted  to  accede  to  Dr.  Smith’s  request. 

The  Treasurer's  report  was  adopted. 

Reports  of  Committees 

Legislation. — Dr.  J.  Stanley  Kenney,  chairman, 
reported : 

“We  have  had  two  meetings  of  the  Legislation 
Committee,  on  September  24  and  the  day  before 
yesterday. 

“The  committee  had  referred  to  it  resolutions 
regarding  legislation  that  were  passed  by  the 
House  of  Delegates.  At  our  September  meeting 
these  resolutions  were  delegated  to  subcommittees, 
and  at  subsequent  meetings  the  whole  committee 
considered  the  subcommittee  reports. 

“There  were  three  resolutions  referred  to  us  under 
workmen’s  compensation.  The  Legislation  Com- 
mittee unanimously  voted  that  a bill  be  introduced 
in  the  1953  Legislature  to  repeal  the  Podiatry  Law, 
which  gives  podiatrists  the  right  to  treat  workmen’s 
compensation  cases.  I ask  the  Council  for  their 
approval  of  this  recommendation.” 

The  Council  voted  approval. 

Dr.  Kenney  continued: 

“It  was  unanimously  voted  that  bills  be  rein- 
troduced in  the  1953  Legislature  to  restore  the 
functions  of  the  four  New  York  counties  having  a 
population  of  one  million  or  more,  dealing  with 
problems  of  arbitration  and  methods  of  settling 
disputed  medical  bills,  the  same  as  in  1952.” 

The  Council  voted  approval. 

“It  was  unanimously  voted  that  a bill  be  reintro- 
duced in  the  1953  Legislature  to  change  the  place 
of  arbitration  of  compensation  medical  bills  to  the 
county  in  which  the  treatment  was  rendered,  as 
distinguished  from  the  county  of  residence  of  the 
workmen  involved.” 

The  Council  voted  approval. 

“It  was  unanimously  voted  that  the  State  Medical 
Society  through  its  Council  use  its  best  efforts  to 


secure  the  restoration  of  workmen’s  compensation 
functions  formerly  possessed  by  the  four  New 
York  county  medical  societies  having  a population 
of  one  million  or  more.” 

The  Council  voted  approval. 

“It  was  voted  that  the  Disability  Benefits  Law 
be  amended  so  that  physicians  operating  under  its 
provisions  be  granted  the  same  safeguards  as  are 
contained  in  our  present  Workmen’s  Compensation 
Law.  There  are  two  clauses  in  that  Disability 
Benefits  Law  which  leave  the  physician  ‘out  on  a 
limb.’  When  we  brought  them  up  before  Miss 
Donlon  two  years  ago,  she  said  the  law  was  new  and 
to  give  it  two  years  to  be  in  effect  and  see  what  would 
happen.  We  feel  we  should  not  leave  things  to 
chance  and  that  we  should  have  amended  these 
provisions  so  that  the  doctor  will  be  protected 
under  the  Disability  Benefits  Law  the  same  as  he  is 
under  the  Workmen’s  Compensation  Law.” 

The  Council  voted  approval. 

“The  foregoing  were  considered  in  consultation 
with  Dr.  Kaliski  representing  the  Workmen’s 
Compensation  Bureau. 

“We  had  referred  to  us  the  Condon-Rabin  Bills  of 
last  year,  which  in  substance  are  to  establish  the  prin- 
ciple of  free  choice  of  prepaid  voluntary  health 
insurance  plan.  The  committee  recommends  that 
such  a bill  be  reintroduced  and  that  we  work  actively 
for  its  passage.” 

The  Council  voted  approval. 

“It  was  unanimously  voted  that  a bill  be  reintro- 
duced in  the  1953  Legislature  to  allow  free  choice  of 
physicians  in  voluntary  nonprofit  medical  care 
plans.  That  is  the  former  Panken  Bill.” 

The  Council  voted  approval. 

“We  have  referred  to  this  committee  a resolution 
of  the  House:  ‘The  House  of  Delegates  voted  that 
the  Panken  and  Condon-Rabin  Bills  of  1952  be 
studied  by  the  Medical  Society  of  the  State  of  New 
York  along  with  all  other  legislation  having  to  do 
with  contractual  provisions,  with  a view  to  decision 
as  to  action  which  the  Society  may  advisedly  take 
to  conserve  the  best  interests  of  the  medical  pro- 
fession. It  was  also  voted  that  a comprehensive 
report  of  such  findings  be  published  in  the  New 
York  State  Journal  of  Medicine  before  the  next 
annual  meeting.’ 

“The  committee  felt  as  this  was  not  strictly  a 
legislation  matter;  it  should  be  referred  back  to  the 
Council  with  the  suggestion  that  the  president  of 
the  Medical  Society  appoint  a committee  having 
representatives  from  the  Committees  on  Medical 
Care  Insurance,  Economics,  and  Legislation  to  carry 
out  the  recommended  study.  It  was  also  suggested 
that  this  committee  confer  with  representatives  of 
United  Medical  Service  toward  achieving  the 
formulation  of  a comprehensive  medical  care  plan 
which  would  be  more  readily  acceptable  to  mu- 
nicipal subscribers  and  similar  groups.” 

After  discussion,  the  Council  voted  that  this 
committee  be  appointed. 

The  president,  with  the  approval  of  the  Council, 
appointed  the  following  committee:  Dr.  Renato  J. 
Azzari,  Bronx,  chairman,  Dr.  Chas.  Gordon  Ileyd, 
New  York  City,  Dr.  Douglas  Quick,  New  York 
City,  and  Dr.  Harold  B.  Smith,  Albany,  adviser. 

Dr.  Kenney  continued: 

“The  Injunction  Bill,  which  was  introduced  a year 
ago,  was  studied  by  a subcommittee,  of  which  Dr. 
George  Lawrence,  of  Queens,  was  chairman,  and 
they  reported  as  follows  to  the  Legislation  Com- 
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mittee:  ‘The  House  of  Delegates  in  May,  1952, 
voted  “that  the  Society  cause  the  reintroduction  in 
the  1953  Legislature  of  a bill  authorizing  the  State 
Attorney-General  to  apply  for  relief  by  injunction 
in  restraint  of  any  act  which  is  illegal  under  the 
Medical  Practice  Act,  similar  to  the  1949  Senate 
Intro.  94,  and  to  work  actively  for  its  passage.” 

‘This  bill  would  permit  the  Attorney-General 
to  apply  to  the  Supreme  Court  “for  an  order  en- 
joining or  restraining  commission  or  continuance  of 
the  acts  complained  of.”  It  would  be  a way  of 
stopping  chiropractors  and  other  cultists  while 
their  practices  are  illegal.  Other  professions  are 
protected  by  such  injunction  laws,  and  this  sub- 
committee feels  that  our  profession  should  have  the 
same  protection. 

‘We  therefore  recommend  the  reintroduction  of 
an  injunction  bill  similar  to  Senate  Intro.  94  of  1949, 
by  or  for  the  State  Medical  Society.  We  further 
recommend  that  the  Society  do  all  in  its  power  to 
further  the  passage  of  the  bill.’ 

“I  move  the  approval  of  this  recommendation.” 
The  Council  voted  approval. 

“Hospital  Practice  of  Medicine.  The  reference 
committee  of  the  House  of  Delegates  in  May,  1952 
approved  a resolution  as  follows: 

‘Whereas,  hospitals  are  engaged  in  the  prac- 
tice of  medicine  through  the  medium  of  hiring 
physicians,  particularly  in  the  fields  of  anes- 
thesiology, pathology,  roentgenology,  and  physio- 
therapy, and  in  some  instances  hiring  full-time 
surgeons,  internists,  and  other  specialists  on  a 
salary  basis;  and 

‘Whereas,  some  hospitals  are  collecting  fees 
from  private  patients  for  the  services  rendered 
by  these  hired  physicians,  at  a profit  to  the 
hospitals;  be  it 

‘ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  of  the 
Friedman  Bill  (Senate  Int.  2402-49)  which  was 
passed  by  the  State  Senate  at  the  1949  session  of 
the  Legislature  of  the  State  of  New  York,  this  bill 
being  designed  legally  to  prohibit  any  hospital 
from  practicing  medicine  as  defined;  and  be  it 
further 

‘Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  work  actively  for  its  passage.’ 
“This  was  unanimously  carried  by  the  House  of 
Delegates. 

“It  is  the  opinion  of  the  subcommittee  that  this 
action  is  binding  on  all  the  officers  of  the  Society 
and  all  others  having  to  do  with  furthering  the 
interests  of  our  members  and  the  free  choice  prin- 
ciple. Therefore,  the  committee  recommends  to 
the  Council  that  a bill  similar  to  the  Friedman  Bill 
be  again  introduced  in  the  State  Legislature  in 
January,  1953,  and  that  the  State  Medical  Society 
and  all  the  officers  work  actively  for  its  passage.” 
The  Council  voted  approval. 

“Practice  of  Psychiatry.  The  report  of  the  sub- 
committee studying  this  bill  was  tabled.  It  will 
be  considered  at  a subsequent  meeting. 

“The  Reed-Keogh  Bills  for  Retirement  Income 
for  the  Professions  and  Self-Employed  Groups 
(Federal  legislation).  The  chairman  stated  that  in 
all  probability  the  Reed-Keogh  Bills  would  be  re- 
introduced in  Congress  again  next  year.  The 
committee  recommends  that  the  Council  give 
wholehearted  support  to  this  legislation  and  work 
in  close  liaison  with  the  Bar  Association  and  similar 
groups  toward  its  passage. 

“I  move  that  this  recommendation  to  support  the 
Reed-Keogh  Bills  be  adopted.” 


The  Council  voted  approval. 

“In  order  to  expedite  the  work  of  the  Legislation 
Committee — it  requires  no  action  I believe — it  is 
recommended  that  certain  physician  members  of 
the  Legislation  Committee  be  appointed  to  act  as 
an  executive  committee  with  power  to  act  on  emer- 
gency bills  and  problems.  I was  granted  that 
privilege,  and  I appointed  Dr.  John  C.  Brady,  Dr. 
Aaron  Kottler,  Dr.  Elton  Dickson,  Dr.  Harold  B. 
Smith,  and  Dr.  J.  Stanley  Kenney,  ex  officio.” 

The  Council  voted  to  adopt  the  report  as  a whole. 

Blood  Banks  Commission. — Dr.  Andrew  A. 
Eggston,  chairman,  called  on  Mr.  Martin,  Legal 
Counsel. 

Mr.  Martin  stated:  “I  have  drafted  this  certificate 
of  incorporation  of  Blood  Banks  Association  of  New 
York  State,  Inc.  It  is  a simple  document,  and  I 
will  read  the  important  paragraph  to  you,  the  ob- 
jects: 

‘To  federate  into  one  organization  the  Blood 
Banks  of  the  State  of  New  York,  to  foster  coopera- 
tion between  blood  banks,  to  encourage  the  de- 
velopment of  blood  banks  where  needed,  to  extend 
medical  knowledge  and  advance  the  science  and 
art  of  blood  banking,  to  promote  and  encourage  all 
phases  of  research  in  blood  banking,  to  enlighten 
the  public  in  regard  to  the  problems  of  blood  bank- 
ing, and  to  plan  for  needs  in  time  of  disaster.’ 

“Those  are  the  stated  purposes  of  the  Blood 
Banks  Association  of  New  York  State,  Inc.,  not  yet 
in  existence.  The  directors  until  the  first  annual 
meeting  will  be  Dr.  Anderton,  Dr.  Curphey, 
Dr.  Eggston,  Dr.  Kenney,  Dr.  Masterson,  Dr. 
Mellen,  Dr.  Vickers,  Dr.  Wentworth,  and  Dr. 
Winslow,  all  members  of  the  Council  and/or  Board 
of  Trustees  of  the  Society.  It  is  my  understanding 
that  that  is  in  conformance  with  the  expressed  wish 
that  the  directors  until  the  first  meeting  shall  be 
members  of  the  Board  of  Trustees  and/or  Council. 
It  includes  the  chairman  of  the  Board  of  Trustees 
and  the  president  of  the  Society  and  the  president- 
elect, and  several  past-presidents. 

“As  soon  as  we  get  this  signed  today,  we  will  go 
to  Albany  and  apply  for  a charter  for  this  organiza- 
tion. 

“At  the  next  meeting  I can  let  you  know  whether 
we  have  it  definitely  established.  Just  one  further 
point,  of  course  when  it  is  established  that  group 
of  directors  will  hold  the  first  meeting,  and  then 
probably  the  next  initial  step  will  be  to  elect  officers 
and  adopt  bylaws.” 

Dr.  Eggston,  chairman,  stated:  “This  is  a short 
report,  giving  the  recommendations  of  the  meeting 
October  7.  We  did  not  hold  a meeting  this  month 
because  we  believed  we  had  to  make  progress  along 
some  other  lines  first,  and  we  did  not  think  it  was 
practical  to  spend  the  money  of  the  Commission  to 
have  another  meeting,  but  we  do  intend  to  have 
one  before  the  next  meeting  of  the  Council. 

“Pursuant  to  the  recommendation  adopted  on  Oc- 
tober 7,  1952,  by  the  Blood  Banks  Commission  of  the 
Medical  Society  of  the  State  of  New  York,  members 
of  the  Council  and  Trustees  have  each  received  a 
copy  of  the  brochure  presenting  a summary  concern- 
ing the  need  for  a blood  banks  association  in  New 
York  State. 

“This  summary  was  not  presented  at  the  Council’s 
last  meeting  because  of  the  necessity  of  making  cer- 
tain changes. 

“Incorporated  in  the  brochure  is  a proposed 
budget  for  the  first  year  of  operation  of  the  Blood 
Banks  Association  of  New  York  State.  This 
budget  was  unanimously  approved  by  the  Commis- 
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sion  as  constituting  the  necessary  starting  capital  of 
the  Association,  including  a clearing  house  and 
blood  assurance  program.  It  should  be  noted  that 
testimony  to  the  commission  has  brought  out  the 
fact  that  blood  banks  throughout  the  State  show  a 
surplus  in  operational  funds,  and  the  counsel  of  these 
experienced  blood  bank  directors  will  be  of  inesti- 
mable value  in  amortizing  the  loan  requested  as  start- 
ing capital  from  the  Medical  Society  of  the  State  of 
New  York. 

“I  want  to  emphasize  that  it  is  a loan.  You  have 
all  received  this  summary.  It  expresses  concisely 
the  objects  of  this  Blood  Bank  Association,  the  need 
for  it,  the  public’s  attitude,  and  the  necessity  for 
having  it.” 

( The  summary  is  attached  to  the  file  copy  of  these 
minutes. ) 

Dr.  Eggston  then  read  the  various  items  in  the 
budget,  amounting  to  $47,895.00. 

After  discussion,  Dr.  Williams  offered  the  follow- 
ing motion,  seconded  by  Dr.  Curphey:  “That  the 
Council  recommend  to  the  Trustees  that  $10,000  be 
allocated  as  a loan  to  the  newly  formed  Blood  Banks 
Association,  and  that  this  $10,000  be  followed  at 
four-month  intervals  with  another  $10,000  until  the 
full  total  had  been  met,  and  that  the  situation  be  re- 
evaluated by  both  the  Council  and  Trustees  at  each 
four-month  interval.” 

Dr.  Keating  moved  and  Dr.  Geis  seconded  that 
the  motion  be  tabled  for  a month. 

The  motion  was  put  to  a vote  and  was  carried,  10 
to  4. 

Citizens’  Health  Education  Committee. — Dr.  J. 

Stanley  Kenney,  chairman,  submitted  the  following 
report: 

Two  meetings  of  the  Citizens’  Health  Education 
Committee,  appointed  by  President  Wentworth  to 
conduct  the  public  education  campaign  for  the  edu- 
cation of  the  people  of  the  State  of  New  York  in  the 
dangers  of  cult  practice,  were  held  at  the  State  So- 
ciety’s headquarters  on  Thursday,  October  9,  and 
Thursday,  October  30.  The  committee  invited 
members  of  the  staff  of  the  Bureau  of  Public  and 
Professional  Relations  to  be  present. 

The  committee  reviewed  the  action  taken  so  far  to 
implement  the  campaign,  the  letter  of  October  16 
signed  by  President  Wentworth  to  every  county  so- 
ciety president,  urging  that  the  president  name  a 
Citizens’  Health  Education  Committee  and  report 
the  names  of  this  committee  to  the  State  Society 
and  urging  the  county  society  to  pass  a resolution 
opposing  licensing  chiropractors  and  other  cultists. 
The  committee  also  reviewed  and  approved  a kit 
prepared  by  the  Bureau  of  Public  and  Professional 
Relations  to  provide  local  committees  with  complete 
information  regarding  the  conduct  of  an  education 
campaign  against  such  licensing.  This  kit,  which 
contains  a s'.ep-by-step,  suggested  procedure  for 
county  societies,  also  contains  informational  mate- 
rial on  the  practice  of  chiropractic,  suggested  resolu- 
tions for  county  societies  and  organizations  within 
the  counties  interested  in  health,  suggested  newspa- 
per release,  and  suggested  speeches  on  the  subject  of 
cults.  The  kit  is  being  placed  in  the  hands  of  every 
county  society  president  and  of  each  county  society 
chairman  of  the  Citizens’  Health  Education  Com- 
mittee. 

The  committee  authorized  sending  telegrams  on 
October  30  to  all  county  society  presidents  who  had 
not  yet  answered  the  initial  appeal  for  the  appoint- 
ment of  a local  committee.  There  have  been  53 
replies  to  date. 

The  committee  laid  the  groundwork  for  a broad 


educational  campaign  having  four  major  points. 
The  first  of  these,  the  activation  of  county  medical 
societies,  is  well  under  way,  through  the  kit  men- 
tioned above.  The  second  is  the  approach  to  the 
press,  which  is  being  accomplished  by  preparation  of 
materials  for  editorial  writers  to  enable  them  to 
comment  on  the  State  Society’s  attitude  with  re- 
gard to  licensing  chiropractors  and  other  cultists. 
The  third  approach  is  to  legislators,  and  the  fourth 
is  to  secure  the  cooperation  of  all  other  interested 
persons  and  groups.  This  means  organizations  of  all 
types  interested  in  health  as  well  as  various  institu- 
tions and  agencies  which  have  a direct  interest  in  the 
chiropractic  problem,  such  as  deans  of  medical 
schools,  research  laboratories,  academies  of  medicine, 
hospital  councils,  scientific  societies,  and  civic  or- 
ganizations in  the  health  fields. 

There  is  a comparable  approach  to  the  Woman’s 
Auxiliary.  A letter  has  gone  to  county  society  pres- 
idents of  the  Woman’s  Auxiliary,  signed  by  the  State 
president  of  the  Woman’s  Auxiliary,  asking  each 
county  society  president  to  name  a committee  to 
work  with  the  medical  societies  in  bringing  about 
the  defeat  of  chiropractic  licensure.  It  is  expected 
that  the  Woman’s  Auxiliaries  will  play  an  important 
part  in  the  distribution  of  literature  and  in  securing 
the  cooperation  of  other  organizations.  To  further 
this,  your  chairman  appeared  at  the  district  branch 
meetings  of  the  Woman’s  Auxiliary  to  outline  our 
work. 

In  order  further  to  implement  the  campaign,  the 
committee  came  to  the  conclusion  that  a meeting  of 
all  county  society  local  chairmen  who  are  spearhead- 
ing the  educational  campaign  should  be  held  in  Al- 
bany on  Wednesday,  November  19.  This  is  the 
date  preceding  the  annual  secretaries  meeting.  It 
was  felt  that  such  a meeting,  with  travel  expenses 
paid  by  the  State  Society,  will  enable  all  those  en- 
gaged in  carrying  on  the  campaign  to  obtain  a 
briefing,  to  exchange  information,  and  to  render  re- 
ports on  progress.  Following  this  conference,  the 
committee  will  make  available  the  services  of  the 
field  representatives  to  counties  requesting  their 
assistance. 

The  committee  authorized  the  expenditure  of 
funds  for  a number  of  necessary  printed  materials. 
These  include  campaign  stationery,  letterheads  to 
carry  the  appeal  for  cooperation  to  groups  and  or- 
ganizations on  the  State  level,  bulletins  to  permit  the 
transmittal  of  vital  information  to  persons  engaged 
in  the  campaign,  and  envelopes. 

A pamphlet  for  popular  consumption,  intended  to 
convince  the  man  on  the  street  that  chiropractic  is 
dangerous  and  that  he  should  interest  himself  in 
opposing  its  licensure,  also  was  approved.  An  ini- 
tial print  order  of  200,000  copies  was  authorized. 
The  pamphlet  will  be  mailed  to  each  member  of  the 
Society,  with  a return  postcard  for  ordering  in  quan- 
tity. Members  of  the  Woman’s  Auxiliary  will  be 
urged  to  distribute  copies  through  lay  organizations. 

In  connection  with  the  financial  aspects  of  the 
campaign  the  committee  would  remind  the  Council 
and  the  Trustees  that  it  is  not  possible  to  conduct  a 
public  health  education  campaign  in  a state  as  large 
as  New  York  without  considerable  expense.  The 
committee  has  spent  to  date,  charged  against  the 
Public  and  Professional  Relations  Bureau,  over  $700 
for  miscellaneous  items,  printing,  processed  letters 
for  county  societies,  extra  stenographic  personnel, 
postage,  and  engraving  and  artwork.  The  printing 
of  letterheads,  bulletin  headings,  and  envelopes  will 
approximate  in  cost  $800,  and  there  will  be  consid- 
erable necessary  other  expenses. 
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Dr.  Kenney  supplemented  this  report  as  follows: 
"We  are  trying  to  develop  a program  to  enlist  the 
aid  of  organizations  that  are  friendly  to  this  effort, 
and  I have  designated  Dr.  Curphey  to  be  responsible 
to  follow  through  on  these  contacts. 

“I  went  before  the  public  health  relations  com- 
mittee of  the  New  York  Academy  of  Medicine  a week 
ago  last  Monday  and  presented  our  entire  program. 
We  are  making  a very  earnest  effort  to  contact  the 
deans  of  the  medical  schools.  The  trend  seems  to  be 
that  we  will  get  strong  support  from  that  group. 

‘‘In  my  opinion  it  is  necessary  to  have  the  Society 
on  record  as  having  a policy,  so  it  has  been  the  con- 
sidered thinking  of  all  of  us  who  have  been  working 
in  this  for  the  last  couple  of  months  to  recommend 
the  creation  of  a high  plane  scientific  commission 
by  the  legislature,  to  be  appointed  by  the  Governor. 
We  feel  that  is  the  soundest  and  quickest  approach 
we  can  make  to  the  cult  problem  tins  year. 

“I  can  also  state  that  the  special  subcommittee 
of  the  Interdepartmental  Conference  in  Albany, 
which  has  been  instructed  by  the  Governor’s  counsel 
to  make  recommendations  as  to  how  to  cope  with 
this  chiropractic  problem,  will  recommend  in  the 
first  place  the  establishment  of  a nonpartisan  scien- 
tific commission.  1 believe  it  is  proper  that  at  this 
time  this  Council  state  that  it  is  the  policy  of  the 
Medical  Society  of  the  State  of  New  York  to  recom- 
mend to  the  legislators  and  the  Board  of  Regents  the 
establishment  of  such  a scientific  nonpartisan  com- 
mission to  make  a complete  study  and  survey  of  the 
entire  field  of  the  cults  and  healing  arts,  including 
medicine  if  you  want,  with  the  view  to  ascertaining 
all  available  facts  regarding  the  entire  subject  of  cults 
and  cultists  and  report  proper  and  adequate  scientific 
facts  and  information,  for  any  future  approach  to 
the  solution  of  this  problem.” 

Constitution  and  Bylaws. — Dr.  Frederick  W.  Wil- 
liams, chairman,  submitted  the  following  report: 

“On  May  21,  1952,  the  Nassau  County  Medical 
Society  submitted  a proposed  revision  of  its  bylaws. 
These  were  studied  by  counsel,  who  recommended 
several  changes.  The  committee  approves  the  revi- 
sion with  the  changes  suggested  by  Martin,  Clear- 
water, and  Bell  and  recommend  that,  with  those 
changes,  it  be  approved  by  the  Council. 

“Amendments  to  the  bylaws  of  the  Seventh  Dis- 
trict Branch,  which  were  submitted  during  the  slim- 
mer, are  regarded  by  counsel  for  this  Society  as  be- 
ing in  order  and  as  containing  nothing  controversial. 
The  committee  recommends  their  approval  by  the 
Council.” 

It  was  voted  to  adopt  the  recommendations  of  the 
committee  in  regard  to  the  Nassau  County  Medi- 
cal Society  bylaws  and  the  Seventh  District 
Branch’s  amendments  to  bylaws. 

Convention. — Dr.  Carlton  E.  Wertz,  chairman, 
stated: 

“The  Program  Committee  met  and  have  planned 
a very  fine  program  for  the  meeting  next  May.  It 
was  voted  to  suggest  to  the  Council  that  the  entire 
membership  be  polled  through  the  New  Yoke 
State  Journal,  of  Medicine  as  to  whether  all  an- 
nual conventions  should  be  held  in  New  York  City.” 
It  was  moved  by  Dr.  Givan,  seconded  by  Dr. 
d’Angelo,  that  the  entire  membership  be  polled 
through  the  New  York  State  Journal  of  Medi- 
cine as  to  whether  all  annual  conventions  should  be 
held  in  New  York  City. 

It  was  moved  by  Dr.  Kenney  and  accepted  by  Dr. 
Givan  to  amend  the  above  motion  to  read  that  the 
county  medical  societies  have  a letter  directed  to 
them  asking  that  they  bring  this  matter  before  their 


meetings  and  report  to  the  secretary  of  the  State 
Society'  at  their  earliest  convenience. 

The  amendment  was  put  to  a vote  and  tea*  car- 
ried; then  the  motion  as  amended  was  put  to  a 
vote  and  was  carried. 

The  report  as  a whole  was  adopted. 

Economics. — The  following  reports  from  Dr.  Ren- 
ato  J.  Azzari,  chairman,  were  distributed  in  the 
agenda  and  supplementary  agenda. 

Following  is  the  report  of  the  Bureau  of  Medical 
Care  Insurance,  Mr.  George  P.  Farrell,  director. 

Your  director  has  attended  the  following  District 
Branch  Meetings:  October  15,  Seventh  District 
Branch,  Sampson  Air  Base,  Geneva,  and  October 
16,  Eighth  District  Branch,  Batavia. 

A display  of  descriptive  literature  and  progress 
charts  on  the  New  York  State  Blue  Shield  plans  was 
made  available  at  these  branch  meetings,  and  time 
was  allotted  to  your  director  for  a brief  explanation 
of  the  progress  of  the  plans. 

On  October  29, 1952,  your  director  was  present  at 
a press  conference  of  the  American  Federation  of 
Medical  Centers,  Inc.,  at  the  Waldorf-Astoria  Hotel. 

On  June  19,  1952,  the  Council  referred  to  your 
committee  a resolution  adopted  by  the  1952  House  of 
Delegates,  to  investigate  and  report  on  group  disa- 
bility and  sickness  insurance  coverage  for  members 
of  the  Medical  Society  of  the  State  of  New  York. 
Following  is  a summary  of  the  survey  which  has 
been  completed. 

Counties  sent  questionnaire  61 

Questionnaires  returned  60 

County  not  reporting:  1 

(Putnam,  District  IX,  18  members) 

Number  of  counties  reporting  with  programs  56 
Number  of  counties  reporting  no  programs  4 


Membership  in  the  Medical  Society  with  no  pro- 
grams are  as  follows: 

Greene  Countv  (District  III) 

2S 

Columbia  County  (District  HI) 

51 

Lewis  County  (District  V) 

16 

Tioga  County  (District  VI) 

27 

Total 

122 

Membership  bt  District  Branches 


District 

Branch 

Total  Mem- 
bership 

Members 

Insured 

Per 

cent 

I 

14,034 

*8,531 

61 

II 

1,320 

563 

43 

III 

789 

393 

50 

IV 

667 

*297 

45 

V 

1,154 

*376 

32 

YI 

667 

*326 

49 

VII 

1,171 

*574 

49 

VIII 

1,654 

1,033 

62 

IX 

1,624 

*1,114 

69 

Total 

23,080 

13,207 

57 

* Approximate. 

Note:  Members  insured  not  included  in  the 
above: 

IV —  Fulton 

V —  Oneida,  Herkimer,  Madison 

YU — Steuben,  Seneca,  Ontario,  Livingston 
VIII — Wyoming,  Allegany,  Orleans 
Recapitulation. — Of  the  60  counties,  reporting, 
there  are  56  which  have  a Group  Disability  Insur- 
ance Program  for  their  members.  The  total  mem- 
bership of  the  four  counties  which  do  not  have  a pro- 
gram is  122,  or  0.005  per  cent  of  total  membership  in 
the  State  Society. 
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The  eleven  counties  (see  note)  which  did  not  re- 
port the  number  of  members  insured,  have  a total 
membership  in  the  State  Society  of  713.  It  is  rea- 
sonable to  assume  that  approximately  410  members 
are  insured,  which  would  increase  the  total  members 
insured  to  13,617. 

There  was  also  distributed  a report  by  Mr.  Far- 
rell on  a press  conference,  inaugurating  a national 
plan  for  inexpensive  prepaid  medical  care,  which 
was  held  at  the  Waldorf-Astoria  on  October  2 
1952,  by  the  American  Federation  of  Medical  Cen- 
ters, Inc. 

It  was  voted  to  adopt  the  reports  as  distributed. 

Ethics,  Questions  on. — Dr.  Thurman  B.  Givan, 
chairman,  read  the  following  report: 

“The  questions  of  proration  of  fees  between  two  or 
more  physicians  by  United  Medical  Service  is  one 
which  must  be  approached  from  several  attitudes. 
The  argument  in  favor  of  the  procedure  is  based  on 
the  right  of  a physician  to  be  compensated  equitably 
for  professional  efforts  legitimately  expended,  in 
conjunction  with  a colleague,  in  the  care  of  a patient. 
Opposed  to  this  is  the  view'  that  any  such  proration 
constitutes  fee-splitting,  and  is  therefore  improper. 

“The  evils  of  fee-splitting  include  overcharging  of 
patients;  the  encouragement  of  ‘ghost’  surgery  and 
of  unnecessary  surgery;  rebating  as  an  inducement 
for  referral  of  patients,  without  regard  either  to  the 
services  rendered  by  the  referring  physician,  or  the 
capability  of  the  physician  to  wrhom  the  case  is  re- 
ferred. 

“The  present  question,  since  it  arises  in  the  main 
in  ‘service’  cases,  where  the  total  fee  is  fixed,  obvi- 
ously does  not  relate  to  overcharging.  In  so  far  as 
control  over  ghost  surgery  and  unnecessary  surgery 
is  a function  of  the  medical  boards  of  the  various 
hospitals  rather  than  of  the  insurance  company 
w'hich  pays  the  fee,  consideration  of  these  practices 
should  be  excluded  from  our  present  determination. 
Consideration  of  the  capability  of  the  surgeon  to 
whom  a case  is  referred  must  be  excluded  for  the 
same  reason. 

“Proration  of  a United  Medical  Service  fee,  with 
the  knowledge  and  consent  of  the  patient,  is  in  ma- 
jor respects  entirely  equivalent  to  the  rendering  of 
a combined,  itemized  bill.  The  latter,  if  not  out  of 
proportion  with  respect  to  the  services  rendered  by 
each  physician  concerned,  is  not  in  conflict  with  the 
most  recent  stand  taken  by  the  board  of  regents  of 
the  American  College  of  Surgeons  in  a ‘Statement  on 
Certain  Unethical  Practices  in  Surgerv,’  adopted  on 
April  15,  1952. 

“Each  statement  (bill)  should  be  rendered  on  a 
separate  billhead.  We  ask  that  United  Medical 
Service  furnish  us  a large  number  of  cases  in  the  fu- 
ture so  that  the  question  can  be  better  studied  as  to 
what  is  an  equitable  proration,  i.e.,  whether  surgical, 
medical,  postoperative  treatment,  etc. 

“We  of  the  committee  are  therefore  of  the  opinion 
that  proration  of  fees  by  United  Medical  Service,  if 
done  with  the  knowledge  and  consent  of  the  patient, 
and  if  not  out  of  proportion  to  the  respective  services 
rendered,  doeg  not  constitute  procedure  which  vio- 
lates the  related  provisions  of  the  Code  of  Ethics.” 

It  was  voted  to  approve  the  report. 

Finance. — Dr.  Maurice  J.  Dattelbaum  reported 
that  the  Finance  Committee  had  met  and  studied  70 
per  cent  of  the  budget  for  1953.  A full  report  would 
be  submitted  in  December.  The  proposed  budget 
was  distributed. 

Malpractice  Insurance  and  Defense  Board. — The 

appeal  of  a doctor  w as  heard  in  executive  session. 


The  Council  reconvened,  and  the  secretary  re- 
ported that  the  Council  in  executive  session  voted 
that  the  doctor’s  appeal  from  exclusion  by  the  Mal- 
practice Insurance  and  Defense  Board  from  group 
malpractice  insurance  be  referred  back  to  the  Board 
for  further  consideration. 

The  Council  voted  that  the  recommendation  of  the 

executive  session  be  accepted. 

Medical  Licensure  and  Medical  Service. — 

Rural  Medical  Service — Dr.  Anderton  read  a por- 
tion of  a letter  from  Dr.  James  Greenough,  chair- 
man, who  was  ill. 

“I  was  unable  to  get  the  Rural  Health  Committee 
together  on  either  October  29  or  31  and  so  have  post- 
poned the  first  meeting.  I have,  however,  obtained 
from  Mr.  Gates,  the  executive  secretary  for  the  A.- 
M.A.  Committee,  quite  a lot  of  material  in  regard  to 
the  aims  of  the  committee.  I hope  while  I am  con- 
valescing to  be  able  to  arrange  a meeting  of  my 
committee.” 

It  was  voted  to  adopt  the  report. 

Nursing  Education. — Dr.  Joseph  A.  Geis,  chair- 
man, reported: 

“A  meeting  was  held  on  October  22,  which  was 
attended  by  Dr.  Anderton,  and  another  on  October 
31,  which  was  attended  by  both  Dr.  Anderton  and 
myself.  There  wras  general  discussion  on  the  ques- 
tion of  nursing  education,  but  the  meeting  consid- 
ered the  question  of  nursing  scholarships. 

“The  meeting  of  the  regular  Coordinating  Council 
is  planned  for  the  afternoon  of  our  January  meeting. 
This  will  be  held  with  the  regular  meeting  of  our 
Nursing  Education  Committee.” 

The  report  was  approved. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  acting  chairman,  reported  that  at  the 
meeting  on  November  12, 1952,  several  routine  mat- 
ters w'ere  discussed  and  acted  upon. 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported: 

“Several  routine  matters  wrere  discussed  at  our 
meeting,  and  quite  a few  will  require  action  by  the 
Council. 

“The  first  is  that  it  w'as  moved,  seconded,  and 
passed  to  notify  hospitals  when  their  staff  listings 
are  deleted  from  the  Medical  Directory.  In  the 
Medical  Directory  it  has  not  been  the  policy  to  ap- 
prove for  publication  the  staff  list  of  any  hospital 
that  is  not  a public  hospital.  We  recently  published 
in  the  Directory  the  staff  of  the  Union  Health  Center 
in  New  York  City.  We  felt  that  in  view  of  the  fact 
that  they  were  not  doing  any  charity  work  or  public 
work,  and  this  health  center  is  devoted  entirely  to 
the  care  of  certain  employes,  it  should  not  be  listed 
in  the  Directory.” 

The  Council  voted  approval  of  the  above  decision. 

Dr.  Masterson  continued: 

“It  was  moved,  seconded,  and  passed  that  Dr. 
Anderton  look  into  the  matter  of  storing  certain  pa- 
pers in  the  New  Y<?rk  Academy  of  Medicine  building, 
and  report  to  the  next  meeting.  The  New  York 
Academy  of  Medicine  wrote  that  they  had  storage 
facilities  for  valuable  books  or  documents,  and  they 
would  be  very  glad  to  let  us  use  them  without 
charge. 

“It  was  moved,  seconded,  and  passed  to  increase 
the  drawing  accounts  of  the  Journal  salesmen  if 
and  when  their  accrued  commissions  so  warrant. 
This  would  not  mean  any  expense  to  the  Society.  It 
would  just  give  the  Journal  business  manager  the 
privilege  of  increasing  the  drawing  accounts  of  Jour- 
nal salesmen. 
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“For  your  information,  we  have  been  advised  by 
the  Mack  Printing  Company  that  after  December 
31,  1952,  there  would  be  a rate  increase  of  10  per 
cent  for  the  printing  of  the  Journal. 

“The  monthly  report  of  the  editor  was  accepted. 
“It  was  moved,  seconded,  and  passed  to  have  the 
monthly  reports  of  the  editor  and  business  manager 
mailed  to  committee  members  prior  to  regular  com- 
mittee meetings. 

“It  was  moved,  seconded,  and  passed  to  approve 
the  appointment  of  Dr.  Raymond  Pfeiffer  to  the 
associate  editorial  board. 

“At  the  last  meeting  of  the  Board  of  Trustees  the 
matters  of  hiring  additional  space  in  this  building 
and  holding  Council  meetings  elsewhere  were  re- 
ferred to  the  Publication  Committee  and  the  Office 
Management  Committee.  It  was  moved,  sec- 
onded, and  passed  that  the  committee  recommend 
to  the  Council  and  to  the  Board  of  Trustees  to  hold 
a few  meetings  in  the  board  room  of  the  United  Med- 
ical Sendee,  at  2 Park  Avenue,  near  32nd  Street. 

“There  being  no  further  discussion,  the  motion 
was  put  to  a viva  voce  vote.  As  there  was  doubt  as 
to  the  outcome  it  was  put  to  a hand  vote  and  was 
carried  7 in  favor  and  2 opposed.” 

Dr.  Masterson  continued: 

“Another  matter  referred  to  the  Office  Manage- 
ment Committee  and  the  Publication  Committee 
was  the  question  of  securing  additional  space  in 
this  building. 

“In  the  near  future  there  may  be  two  spaces  avail- 
able in  this  building,  one  on  the  17th  floor  and  one  on 
the  6th  floor.  We  recommended  at  the  last  meeting 
to  the  Trustees  that  we  secure  additional  space  in 
this  building  when  available,  and  it  was  again 
moved,  seconded,  and  passed  to  recommend  to  the 
Board  of  Trustees  that  we  secure  additional  space  in 
this  building  when  available. 

The  Council  voted  again  to  recommend  to  the 
Board  of  Trustees  that  additional  space  be  secured 
in  this  building. 

Dr.  Masterson  stated  further: 

“A  letter  was  read  from  the  United  States  Xaval 
Radiological  Laboratory.  In  it  they  asked  whether 
we  had  devoted  an  issue  of  the  Journal  to  civil  de- 
fense and  if  not,  if  we  contemplated  a future  issue 
devoted  to  this  subject.  It  was  the  sense  of  the 
meeting  that  we  would  not  devote  an  issue  to  civil 
defense  because  there  has  been  so  much  literature  on 
civil  defense  from  the  State  Health  Department,  we 
did  not  think  it  was  necessary.” 

Planning  Committee  for  Medical  Policies. — Dr. 
Peter  J.  Di  Natale,  chairman,  stated: 

“Concerning  the  resolution  referred  to  it  about  the 
district  branches,  the  Planning  Committee  recom- 
mends that  each  district  branchbe permitted todecide 
for  itself  whether  or  not  they  wish  to  continue  the 
scientific  sessions.” 

It  was  voted  to  adopt  the  recommendation. 

Dr.  Di  Natale  continued:  “The  Planning  Com- 
mittee recommends  that  a Council  Committee  on 
Industrial  Health  be  appointed.” 

After  discussion,  it  was  voted  that  a Council  Com- 
mittee on  Industrial  Health  be  appointed. 

Dr.  Di  Natale  continued:  “We  have  the  resolution 
in  regard  to  the  loyalty  oath.  That  is  a ‘hot  potato’, 
and  the  legal  information  that  we  had  expected  from 
Mr.  Martin,  our  counsel,  was  not  forthcoming  yes- 
terday. He  expects  an  opinion  from  another  group 
of  lawyers  within  the  next  week  or  two,  and  we  will 
give  you  our  report  at  the  next  meeting  of  the  Coun- 
cil.” 


It  was  voted  to  accept  the  report. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  presented  the  following  report: 

“The  following  postgraduate  lectures  have  been 
arranged  since  our  last  report  to  the  Council: 
Rensselaer  County,  November  11;  Schoharie 
County,  November  12  to  18;  Allegany  County, 
November  13;  Geneva  Academy  of  Medicine, 
November  17;  United  Hospital,  Port  Chester, 
November  20;  Fulton  County,  November  20; 
Mohawk  Valley  Obstetrical  and  Gynecological 
Society,  Utica,  November  25;  Rochester  General 
Hospital,  December  4;  Montgomery  County,  De- 
cember 9,  and  Oneida  County,  A. G.P.,  December  18.” 

Dr.  Curphey  stated  that  publication  of  the  Heart 
Bulletin  was  being  delayed  pending  action  by  this 
Society  on  the  request  of  the  New  York  State  Acad- 
emy of  General  Practice  to  have  its  name  used  as  a 
cosponsor.  The  Heart  Assembly  had  written  him  a 
letter  stating  that  they  had  received  inquiries  about 
the  delay  and  asking  if  he  could  supply  further  in- 
formation. The  Subcommittee  on  Heart  Disease,  to 
whom  the  question  was  referred,  were  divided  in 
their  opinion,  and  Dr.  Curphey  requested  instruc- 
tions from  the  Council  as  to  how  he  should  answer 
the  letter  of  the  Heart  Assembly. 

After  discussion,  it  was  voted  not  to  accede  to  the 
request  of  the  New  York  State  Academy  of  General 
Practice  to  have  its  name  included  as  cosponsor  of 
the  Heart  Bulletin. 

It  was  stated  that  this  decision  was  no  reflection 
on  our  interest  in  and  support  of  the  New  York 
State  Academy  of  General  Practice.  However,  it 
was  felt  that  if  the  A AGP  is  accredited  perhaps  the 
American  College  of  Physicians  and  similar  national 
organizations  should  also  be. 

Cancer  Subcommittee. — Dr.  Curphey  stated: 

“I  have  a brief  report  from  the  Subcommittee  on 
Cancer,  which  I shall  not  read,  except  to  call  your 
attention  to  a very  brief  article  by  Dr.  Handy,  the 
State  Health  Department’s  representative  on  this 
subcommittee.  He  wants  the  approval  of  the 
Council  on  this  outline  of  policy.  New  York  State 
Health  Department  policy  on  cancer  detection  cen- 
ters. 

“The  subcommittee  went  through  the  article,  ap- 
proved it  in  principle,  but  requested  a change  in  one 
particular  sentence  which  I shall  read.  As  it  orig- 
inally came  to  the  committee,  the  words  were:  ‘The 

New  York  State  Department  of  Health  feels  that 
cancer  detection  centers  should  be  encouraged  not  as 
programs  designed  to  supply  definite  service  to  any 
appreciable  portion  of  the  population,  but  rather  as 
centers  with  certain  basic  objectives  set  up  by  the 
medical  profession  and  official  voluntary  agencies  in- 
terested in  the  field  of  cancer  control.  ’ 

“There  was  a lot  of  discussion  about  the  philos- 
ophy of  encouraging  the  establishment  of  cancer  de- 
tection centers,  and  it  was  the  consensus  that  in- 
stead of  having  ‘centers’  in  this  policy  statement  of 
the  Health  Department  that  we  substitute  the  word 
‘program’  in  the  first  part,  and  ‘projects’  for  ‘cen- 
ters’ in  the  second  part.  This  leaves  the  thing  open; 
that  is,  if  a local  community  desired  to  have  a cancer 
detection  center,  well  and  good,  that  falls  under  the 
general  heading  of  cancer  detection  program. 

“I  would  request  the  Council's  approval  of  this 
policy  statement  as  brought  out  by  the  New  York 
State  Health  Department.” 

After  discussion,  it  was  voted  to  lay  this  matter  on 
the  table,  have  it  documented  and  sent  to  the  coun- 
cillors. 
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With  regard  to  two  other  subcommittees  of  the 
Committee  on  Public  Health  and  Education  Dr. 
Curphey  reported: 

“Dr.  Hoople  expressed  a desire  to  have  the  Sub- 
committee on  the  Hard  of  Hearing  and  the  Deaf  reap- 
pointed and  Dr.  Gordon  likewise  that  the  regional 
chairmen  on  maternal  and  child  health  be  reap- 
pointed. I would  recommend  that  the  president 
consider  the  reappointment  of  these  committees.” 

It  was  voted  to  adopt  the  report. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

During  the  month  the  activities  of  the  Public  and 
Professional  Relations  Bureau  were  mostly  devoted 
to  the  promotion  of  the  chiropractic  education  cam- 
paign. For  this  purpose,  the  field  representatives 
were  assigned  to  specific  projects  at  headquarters 
while  they  carried  on  their  normal  field  activities  as 
much  as  possible. 

The  principal  objective  was  the  preparation  and 
completion  of  a “Working  Kit  for  a Public  Educa- 
tion Campaign  Concerning  the  Dangers  of  Cults, 
Quacks,  and  Chiropractors.”  This  kit  is  for  the 
guidance  of  key  men  such  as  the  county  society  pres- 
ident and  campaign  committee  members.  It  con- 
tains a detailed  plan  of  action  which  each  county 
medical  society  may  follow  as  well  as  13  items  which 
can  be  used  in  bringing  the  campaign  to  the  public 
and  the  medical  profession.  Mr.  Messinger  and 
Mr.  Tracey  worked  on  most  of  the  kit,  while  Mr. 
Walsh  adapted  the  plan  to  the  Woman’s  Auxiliary. 
Mr.  Brown  concentrated  on  bringing  the  develop- 
ments of  the  campaign  to  the  county  medical  socie- 
ties. 

Ready  for  the  printer  is  another  pamphlet  to  pre- 
sent the  case  against  chiropractic  to  the  public, 
“What  Price  Your  Life.”  This  piece  in  two  colors 
will  be  sent  to  each  member  of  the  State  Medical  So- 
ciety with  a letter  stating  that  copies  will  be  avail- 
able for  distribution  to  patients,  without  charge. 

In  order  to  activate  the  campaign,  a special  letter, 
requesting  county  medical  society  presidents  to  ap- 
point a special  committee  to  carry  on  the  campaign, 
was  prepared  for  Dr.  Wentworth’s  signature  and 
mailed.  As  a followup,  telegrams  were  sent  to  those 
societies  which  did  not  respond  to  the  letter.  The 
field  representatives  also  were  active  in  urging  the 
county  societies  to  name  a committee,  through 
personal  visits  and  telephone  calls.  In  order  that 
Dr.  Wentworth’s  letter  explaining  the  campaign 
might  reach  each  member  of  the  Society,  it  was  fea- 
tured on  the  first  page  of  the  October  issue  of  the 
News  Letter. 

Several  conferences  were  held  with  the  State 
Society’s  Citizens’  Health  Education  Committee. 
Dr.  Kenney,  Dr.  Curphey,  Dr.  Harold  B.  Smith,  and 
your  chairman,  with  Mr.  Miebach  and  his  staff, 
mapped  out  plans  for  the  campaign.  Every  item  in 
the  working  kit  and  all  other  published  materials 
have  been  examined  and  approved  by  the  Citizens’ 
Health  Education  Committee.  Your  committee 
is  grateful  for  the  fine  spirit  of  cooperation  that  the 
education  committee  has  shown. 

Another  project  was  the  mailing  of  the  new  book- 
let explaining  the  State  Medical  Society’s  functions, 
“You  and  the  Medical  Society  of  the  State  of  New 
York.”  It  went  to  each  of  the  more  than  23,000 
members.  There  has  been  much  favorable  reaction 
to  it.  One  letter  from  a member  stated,  “After 
forty  years,  I learned  something  about  our  Society. 
I think  there  should  be  a companion  copy  made  up 
for  lay  distribution  through  our  reception  rooms.” 
Dr.  Erschler,  president,  Onondaga  County  Medical 


Society,  arranged  for  the  distribution  of  280  copies 
to  the  students  at  the  Syracuse  Medical  School.  It 
is  the  intention  of  your  committee  to  make  copies  of 
the  booklet  available  to  the  other  eight  medical 
schools  in  the  state. 

The  decision  to  make  these  booklets  available  to 
medical  students  was  prompted,  in  part,  by  the  ex- 
cellent reception  given  to  your  committee’s  offer 
to  medical  school  deans  to  supply,  without  cost, 
copies  of  the  News  Letter  for  senior  medical  students. 
At  the  time  of  making  this  report  your  committee 
has  received  responses  from  8 out  of  the  9 medical 
schools  in  the  State  expressing  appreciation  and  ask- 
ing for  690  copies  of  each  issue. 

Continuing  the  work  of  the  previous  month,  the 
Public  and  Professional  Relations  Bureau  distributed 
special  releases  covering  the  fifth,  sixth,  seventh,  and 
eighth  District  Branch  meetings.  The  Bureau  also 
sent  news  releases  announcing  postgraduate  lectures 
in  the  following  counties:  Fulton,  Ontario,  Otsego, 
Richmond,  Schoharie,  and  Ulster. 

The  field  representatives  handled  the  registration 
at  district  meetings  in  their  respective  territories. 
Mr.  Messinger  worked  at  the  seventh  and  eighth  dis- 
trict meetings,  while  Mr.  Brown  attended  the  fifth 
and  sixth.  Mr  Miebach  and  your  chairman  par- 
ticipated in  a panel  discussion  on  medical  economics 
and  public  relations  at  the  seventh  District  Branch. 

Almost  70,000  people  last  summer  visited  the  Hall 
of  Springs,  Saratoga  Spa,  where  the  Public  and  Pro- 
fessional Relations  Bureau  had  erected  an  exhibit 
entitled  “Helping  Your  Doctor  Help  You,”  accord- 
ing to  a letter  from  the  Saratoga  Springs  Authority. 
Appreciation  for  “making  our  efforts  in  the  Hall  of 
Springs  successful  this  year”  was  expressed  by  a 
representative  of  the  Authority. 

The  Bureau  assisted  the  Woman’s  Auxiliary  in 
reviewing  and  typing  the  annual  reports  of  the  State 
officers,  committee  chairmen,  and  county  society 
presidents.  Mr.  Walsh  prepared  an  article  on  the 
A.M.A.’s  first  PR  Institute  and  cooperated  with  Dr. 
Harold  B.  Smith,  Executive  Officer,  in  writing  an 
article  on  chiropractic  for  the  Distaff.  Other  mate- 
rials for  the  Distaff  were  reviewed.  The’  Bureau 
also  cooperated  with  the  State  Auxiliary  public 
relations  chairman  in  furthering  the  health  poster 
contest. 

Another  project  on  which  the  Bureau  helped  was 
the  100th  anniversary  celebration  of  the  Livingston 
County  Medical  Society.  Through  Mr.  Messinger, 
field  representative  for  the  area,  the  Bureau  assisted 
in  preparing  a history  of  the  society  and  the  fifty- 
year  doctors,  the  agenda,  photographs,  releases, 
dinner  arrangements,  and  the  securing  of  congratu- 
latory messages  from  medical,  civic,  and  political 
leaders.  Your  chairman  participated  in  the  pro- 
gram where  he  outlined  the  chiropractic  education 
campaign.  The  comment  of  the  president  of  the  so- 
ciety after  the  dinner  meeting  was  that  it  was  the 
most  successful  society  meeting  he  had  ever  at- 
tended. 

Dr.  Winslow  added:  There,  is  only  one  correc- 
tion. Our  report  states  that  eight  of  the  State  med- 
ical colleges  have  authorized  the  receiving  of  our 
News  Letter  by  their  senior  class.  Recently  the 
ninth  has  come  into  line;  so  our  News  Letter  goes  to 
all  of  the  senior  medical  classes  in  the  State.  With 
this  addition,  I move  the  adoption  of  the  report.” 

The  report  was  adopted. 

Veterans  Administration,  Liaison  with. — Dr. 

Herbert  H.  Bauckus,  chairman,  stated: 
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“On  Tuesday,  we  had  a well-attended  meeting. 
M e spent  a couple  of  hours  on  routine  business  and 
also  discussed  various  features  relating  to  medical 
care  of  veterans.  Specifically  just  this  one  point, 
the  State  Society  and  our  delegates  and  others  have 
received  from  the  Tennessee  Medical  Association  a 
copy  of  a proposed  resolution  that  they  are  going  to 
introduce  in  the  House  of  Delegates  of  the  A.M.A. 
It  was  voted  by  the  Liaison  Committee  that  we  de- 
fer action  on  this,  pending  report  of  the  American 
Medical  Association  committee  on  the  subject,  which 
we  expect  to  have  presented  in  Denver.” 

The  report  was  accepted. 

Woman’s  Auxiliary,  Advisory  to. — Dr.  Walter  W. 
Mott,  chairman,  presented  the  following  report: 

“As  suggested  by  the  State  chairman,  the  Aux- 
iliary is  arranging  its  activities  so  that  it  will  be  in  a 
position  to  give  maximum  support  to  all  the  activi- 
ties of  the  Citizens’  Health  Education  campaign 
while  continuing  its  other  programs.  To  date,  Mrs. 
Norton  has  sent  a letter  to  each  count}'  president 
asking  for  the  appointment  of  a county  auxiliary 
chairman  to  work  with  the  county  society’s  citizens’ 
health  education  committee;  has  requested  Mrs. 
Michael  Slovak  to  serve  as  State  chairman  of  the 
Auxiliary  campaign  committee  and  has  designated 
the  district  chairman  of  legislation  to  serve  as  dis- 
trict campaign  chairman.  The  district  chairmen 
have  also  been  invited  to  attend  the  State  campaign 
committee’s  Albany  conference  on  November  19  and 
later  to  call  a special  meeting  of  their  county  auxil- 
iary' campaign  chairmen  so  that  all  information  ob- 
tained at  the  Albany  meeting  can  be  transmitted  to 
the  county  campaign  chairmen.  I am  sure  that  your 
Auxiliary  will  also  be  pleased  with  the  special  cam- 
paign guide  that  is  to  be  made  available  for  their 
use. 

"The  chairman  of  the  poster  committee  sent  a 
letter  to  32  county  chairmen  urging  each  to  be  on  the 
alert  for  opportunities  to  develop  the  good  will 
which  the  contest  is  generating  between  school  au- 
thorities_and  our  profession.  She  is  also  busy  select- 
ing a place  in  which  the  more  than  250  county  post- 
ers can  be  displayed  before  the  judges  who  will  pick 
the  State  winners.  A radio  broadcast  describing 
the  poster  contest  will  also  be  conducted  shortly. 

‘‘The  State  Fair  committee’s  financial  report 
indicates  that  S163.20  of  the  S500  allotted  for  this 
project  has  been  returned  to  our  treasurer.  Part  of 
this,  however,  will  be  needed  to  pay  a bill  still  out- 
standing. 

“Several  county  auxiliaries  conducted  special  pro- 
grams to  ‘Get  Out  the  Vote’  among  doctors  and 
their  wives,  while  others  are  exhibiting  films  on  nurs- 
ing to  high  school  students  as  part  of  the  nursing 
recruitment  program. 

“The  chairman  of  civil  defense  is  cooperating  in 
the  Federal  ‘Volunteer  Registration  Campaign’  to  be 
conducted  from  November  11  to  27.  Interesting 
reports  on  some  of  the  Auxiliary  philanthropic  proj- 
ects are  reported  in  the  present  issue  of  the  Distaff. 
Several  Auxiliary  members  made  a special  study  of 
the  International  Labor  Organization,  and  doctors 
desiring  information  on  this  subject  should  consult 
them. 

“The  president,  Mrs.  Harry  I.  Norton,  attended 
the  Conference  of  State  Auxiliary'  Presidents  of  the 
A.M.A.  Woman’s  Auxiliary  in  Chicago.” 

It  icas  voted  to  approve  the  report. 

Workmen’s  Compensation. — Dr.  John  J.  H.  Keat- 
ing, chairman,  presented  the  following  report: 


Your  chairman  and  director  attended  a meeting  of 
the  Workmen’s  Compensation  Advisory  Committee 
presided  over  by  Miss  Mary'  Donlon,  chairman  of 
the  Workmen’s  Compensation  Board,  on  October 
29,  1952. 

The  agenda  was  interesting.  One  item  involved 
the  setting  up  of  tentative  standards  for  determining 
industrial  loss  of  hearing.  A special  committee  of 
experts  in  this  field  has  been  appointed  with  Dr. 
Willis  M.  Weeden,  medical  director  of  the  Work- 
men’s Compensation  Board,  as  a participant. 

The  question  of  recodification  of  the  Workmen’s 
Compensation  Law  was  discussed.  Mr.  Marshall 
Dawson  has  been  appointed  as  adviser.  According 
to  Miss  Donlon  the  important  question  to  consider  is 
whether  a recodification  of  the  Workmen’s  Compen- 
sation Law  is  necessary'  at  this  time.  The  chairman 
of  the  Workmen’s  Compensation  Board  is  of  the 
opinion  that  no  revision  is  contemplated.  How- 
ever, a mere  restatement  of  many  sections  of  the  law 
may'  be  tantamount  to  revision . Therefore,  it  would 
be  necessary  at  this  time  to  study  what  should  be 
the  scope  of  recodification,  if  it  is  at  all  necessary; 
and  whether  this  enormous  job  is  justified  under 
present  conditions.  The  Advisory  Committee  will 
be  in  touch  with  the  situation,  and  no  decision  will  be 
made  without  reference  back  to  the  committee  for 
final  opinion  as  to  the  necessity'  for  recodification. 

One  item  on  the  agenda  concerned  medical  bene- 
fits with  special  reference  to  insurance  carrier  re- 
sponsibility' under  the  Workmen’s  Compensation 
Law.  It  has  come  to  the  attention  of  the  chairman 
of  the  Workmen’s  Compensation  Board  that  insur- 
ance carriers  often  decide  the  question  of  giving  au- 
thorization for  various  medical  and  surgical  proced- 
ures on  the  opinion  of  lay  claim  adjusters  who  are 
not  familiar  with  the  medical  aspects  of  a case.  We 
have  long  recommended  the  separation  of  medical 
and  claims  divisions  of  insurance  carriers  so  that 
medical  matters  would  receive  attention  of  qualified 
physicians  in  the  interest  of  prompt  and  effective  ad- 
ministration of  the  law.  The  chairman  of  the  Work- 
men’s Compensation  Board  also  indicated  that  in- 
surance carriers  frequently  pay  bills  for  medical 
sendees  of  a special  nature  rendered  by  general 
practitioners  not  really  qualified  to  perform  such  spe- 
cial services.  Miss  Donlon  was  of  the  opinion  that 
adequate  medical  care  is  a right  of  the  injured  worker 
and  that  physicians  should  restrict  their  practices  to 
what  they  are  qualified  to  do  as  indicated  by  then- 
compensation  code  rating.  Carriers  should  not  en- 
courage the  performance  of  surgical  operations,  for 
example,  by  physicians  not  qualified  to  do  major  op- 
erative work.  This  has  always  been  the  endeavor  of 
the  medical  societies.  Greater  attention  should  be 
given  to  cooperation  between  insurance  carriers  and 
compensation  committees. 

The  question  of  doctors’  appearances  at  compen- 
sation hearings  was  discussed  at  length.  Testimony 
of  the  physician  is  essential  in  many  cases,  and  failure 
to  produce  the  doctor  or  failure  of  the  physician  to 
appear  often  causes  postponements  and  adjourn- 
ments of  hearings.  It  was  agreed  that  a meeting  of 
the  Joint  Council  of  the  Medical  Society-,  Insurance 
Carriers  and  Self-Insurers  would  be  held  in  the  near 
future  to  discuss  this  question. 

Your  chairman  has  been  notified  that  at  a meeting 
of  the  Council  on  October  9,  “suggestions  were  made 
that  the  representative  of  tliis  Society  on  the  Advis- 
ory- Committee  to  the  Workmen’s  Compensation 
Board  ‘be  someone  closely  connected  with  work- 
men’s compensation  work  in  general’  and  that  more 

[Continued  on  page  234] 
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Make  breakfast  count 
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Breakfast,  termed  by  many  authori- 
ties the  most  important  meal  of  the 
day,  especially  for  children,  can  be 
made  a really  nutritious  meal  when 
Ovaltine  in  hot  milk  is  the  morning 
beverage.  Children  enjoy  the  warm- 
ing comfort  of  this  hot  drink  at 


children  a nutritional  head  start  for 
the  day,  providing  a good  share  of 
the  nutrients  they  require  to  be  at 
their  best  at  school  and  at  play.  Note 
the  generous  contribution  of  essen- 
tial nutrients  made  by  a cupful  of 
Ovaltine  in  hot  milk.  Ovaltine  is 


breakfast  and  can  obtain  real  benefits 
from  its  wealth  of  nutritional  essen- 
tials. Delicious  hot  Ovaltine  gives 


available  in  two  forms,  plain  and 
sweet  chocolate  flavored.  The  latter 
is  the  favorite  of  most  children. 


THE  WANDER  COMPANY,  360  NORTH  MICHIGAN  AVE.,  CHICAGO  1,  ILLINOIS 


Here  are  the  nutrients  that  a cupful  of  hot  Ovaltine,  made  of 
Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk,*  provides: 


PROTEIN 

. 10.5  Gm. 

IRON  .... 

4 mg. 

NIACIN 

....  2.3  mg. 

FAT 

. . 10.5  Gm. 

COPPER  . . . 

0.2  mg. 

VITAMIN  Bi.  . . . 

CARBOHYDRATE  . . 

. . 22  Gm. 

VITAMIN  A . 

1000  I.U. 

VITAMIN  C . . . 

....  10  mg. 

CALCIUM 

. . 370  mg. 

VITAMIN  Bi  . 

0.39  mg. 

VITAMIN  0 . . . . 

....  140  I.U. 

PHOSPHORUS  . . . 

. . 315  mg. 

RIBOFLAVIN  . 

0.7  mg. 

CALORIES 

225 

*Based  on  average  reported  values  for  milk. 


* 


1 
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Convalescence  is  associated  with  protein  loss  of 
serious  magnitude,  yet  little  is  known  of  the  funda- 
mental nature  of  the  loss.1  Loss  of  nitrogen  cannot 
be  prevented;  however,  nitrogen  balance  can  be 
maintained,  wound  healing  enhanced,  and  conva- 
lescence shortened,  by  a high  protein  diet.2 

Otherwise  the  patient  uses  his  own  “available" 
nitrogen  stores  to  accomplish  the  healing  defect.1 

The  patient  “is  better  off  before  his  nitrogen  stores 
have  been  wasted  than  after.  Surgeons  have  long 
noted  that  chronically  debilitated  patients  are  poor 
operative  risks.”1  Decubitus  ulcers  heal  quickly  in 
heavily  protein-fed  patients.4 

These  facts  are  clear,  as  is  also  the  fact  that  Knox 
Gelatine,  which  is  pure  protein,  offers  a useful 
method  of  supplementing  the  ordinary  dietary 
protein. 

Knox  Gelatine  is  easy  to  digest,  while  its  supple- 
mentary dietary  nitrogen  will  furnish  protein  with- 
out other  substances,  especially  salts  of  potassium 
which  are  retained  during  convalescence;  without 
excess  fat  and  carbohydrate,  which  are  not  needed 
especially;  and  without  a food  volume  which  may 
interfere  with  intake. 

1 Howard.  J E Protein  Metabolism  Ouring  Convalescence  After  Trauma  Arch 
Surg  50.166.  1945 

2 Co  Tui.  Minutes  of  the  Conference  on  Metabolism  Aspects  of  Convalescence 
Including  Bone  and  Wound  Healing  Josiah  Macy.  Jr  Foundation.  Fifth  Meeting 
Oct  8-9.  p.  57,  1943 

3 Whipple,  G.  H and  Madden.  S C Hemoglobin.  Plasma  Protein  and  Cell  Pro- 
tein: Their  Interchange  and  Construction  in  Emergencies.  Medicine  23:215,  1944 

4 Mulholland,  J H.,  Co  Tui,  Wright.  A M , Vinci,  V..  and  Shafiroff,  B Protein 
Metabolism  and  Bed  Sores  Am  Surg  118:1015.  1943 


AVAKABU  AT  OIOCIST  1TOEES  IN  ACNvaOff  FAAWT 
SIZE  A NO  31-ENVEIOTE  ECONOMY  SIZE  EACXAOCJ 


Write  today  for  your  free  copy 
"Feeding  the  Sick  and  Convalescent." 

Knox  Gelatine.  Johnstown,  N.  YM  OepL  NYS 
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attention  should  be  given  by  the  Society  to  questions 
arising  from  the  disability  benefits  insurance  pro- 
gram. It  was  voted  that  these  suggestions  be  re- 
ferred to  the  Committee  on  Workmen’s  Compensa- 
tion.” The  Society  is  represented  on  the  disability 
benefits  program  by  Dr.  Andrew  A.  Eggston. 

Your  director  was  invited  to  preside  at  a meeting 
of  the  Essex  County  Medical  Society  Compensation 
Committee  by  the  president  of  that  society  on  Octo- 
ber 30,  in  connection  with  a resolution  passed  by  the 
society  concerning  relationships  between  the  medical 
profession  in  Essex  County  and  the  medical  bureau 
and  hospital  of  the  Republic  Steel  Company  in 
Mineville.  After  a thorough  discussion,  another 
meeting  was  held  the  next  morning,  with  representa- 
tives of  the  Republic  Steel  Company,  the  State  In- 
surance Fund  and  the  society,  at  which  the  basis  for 
harmonious  relationships  between  the  doctors  and 
the  Republic  Steel  Company  officials  and  their 
medical  director  was  agreed  upon  and  should  prove 
effective. 

It  was  voted  to  adopt  the  report. 


INTERNATIONAL  LABOR  ORGANIZATION 
The  LTnited  States  Chamber  of  Commerce  is 
establishing  a special  service  to  furnish  information 
to  the  employer  delegate  to  International  Labor 
Organization  conferences  “because  of  the  increasing 
gravity  and  complexity  of  ILO  problems.”  William 
G.  Van  Meter,  a Chamber  attorney,  will  direct  the 
new  service. — Capitol  Clinic,  October  7, 1952 


DOCTORS  CURB  EXCESSIVE  FEES 

Hartford  (Connecticut)  County’s  867-member 
medical  society  recently  adopted  a new  bylaw  which 
is  aimed  at  curbing  doctors  who  try  to  saddle  patients 
with  exorbitant  charges. 

The  Hartford  Times,  reporting  the  society’s 
action,  said: 

“The  move  is  another  step  by  the  public  rela- 
tions-conscious  organization  to  strengthen  the  posi- 
tion of  the  profession  with  the  public  by  imposing 
shackles  on  any  who  might  tear  down  public  confi- 
dence through  gross  overcharging.  It  is  believed 
to  be  the  first  of  the  state’s  eight  county  medical 
societies  to  give  its  officials  such  broad  powers.” 

The  newspaper  said  that  the  county  society 
amended  its  bylaws  to  give  the  committee  on  medi- 
cal ethics  and  deportment  a strong  weapon  to 
“police”  its  ranks  in  matters  of  overcharging. 

One  provision  of  the  bylaw  is  that  the  committee 
can  call  in  three  impartial  doctors  who  are  specialists 
in  the  field  involved  and  get  their  advice  on  the 
reasonableness  of  fees  for  service  given. 


KNOX  GELATINE  U.S.P.  ALL  PROTEIN  NO  SUGAR 
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BOOKS  REVIEWED 

Physical  Medicine  in  General  Practice.  With 
twenty-two  contributors.  Edited  by  William  Bier- 
man,  M.D.,  and  Sidney  Licht,  M.D.  Third  edition. 
Octavo  of  798  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1952.  Cloth,  $12.50. 

This  is  a compilation  of  22  contributors  and  what 
they  think  of  physical  medicine  in  general  practice. 
It  seems  to  be  the  trend  of  the  times,  particularly  in 
physical  medicine,  to  edit  and  to  have  various  con- 
tributors. It  may  be  a good  trend,  but  the  reviewer 
prefers  the  ideas  of  one  or  a few  in  the  compilation  of 
a work.  Nothing  can  be  said  other  than  good  about 
the  book.  The  contributors  are  well  informed  and 
know  their  field.  John  J.  Hauff 

Statistics  for  Medical  Students  and  Investigators 
in  the  Clinical  and  Biological  Sciences.  By  Fred- 
erick J.  Moore,  M.D.,  Frank  B.  Cramer,  M.A.,  and 
Robert  G.  Knowles,  M.S.  Octavo  of  113  pages, 
illustrated.  Philadelphia,  Blakiston  Co.,  1951. 
Cloth,  $3.25. 

This  small  and  concise  text  for  “medical  students” 
seems  to  miss  its  target.  From  the  title  one  gets  the 
impression  that  it  is  aimed  primarily  for  the  use  of 
students  of  medicine.  The  manner  of  presentation, 
complexity  of  mathematics,  and  general  difficulty  in 
reading  and  understanding  seem  to  make  this  a 
volume  which  will  be  anything  but  popular  with  its 
prospective  users.  This  reviewer  has  the  feeling 
that  the  average  medical  student  does  not  need 
quite  the  detailed  and  complex  statistical  tests,  etc., 
which  are  presented  here.  Although  the  material 
presented  is  handled  in  an  efficient  manner,  which  is 
easily  assimilated  by  one  experienced  in  statistics, 
it  is  felt  that  this  approach  is  not  sufficiently  simple 
and  clear  to  be  attractive  to  medical  students. 

Schuyler  G.  Kohl 

An  Introduction  to  the  Study  of  Viruses.  By 

Kenneth  M.  Smith,  F.R.S.  Octavo  of  106  pages, 
illustrated.  New  York,  Pitman  Publishing  Corp., 
1950.  Cloth,  $2.50. 

This  small  volume  of  only  104  pages  contains  a 
very  stimulating  account  of  the  main  biologic  charac- 
teristics of  the  viruses.  No  particular  virus  is  dis- 
cussed at  length  or  in  any  one  place  in  the  book; 
instead,  the  different  viruses  are  considered,  as 
occasion  demands,  to  illustrate  the  different  topics. 
Among  these  are  the  transmission  and  spread  of 
viruses,  their  isolation  and  purification,  their  physi- 
cal and  chemical  properties,  their  serologic  identi- 
fication, and  the  control  of  virus  diseases. 

As  the  author  is  especially  interested  in  the  plant 
viruses,  many  of  the  illustrations  and  examples  are 
taken  from  this  source.  Arnold  H.  Eggerth 

Formulary  and  Therapeutic  Guide.  R.  Gordon 
Douglas,  Chairman  [Formulary  Committee].  Duo- 
decimo of  355  pages.  New  York  Appleton-Century- 
Crofts,  1951.  Cloth,  $3.00. 

This  compendium  is  streamlined  for  the  busy 
practitioner.  The  information  concerning  drugs 
with  dosages  should  be  very  helpful.  The  volume 
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The  first  douche  preparation 
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should  be  available  for  reference  in  any  busy  office. 

Ikving  Greenfield 

Trauma,  Growth,  and  Personality.  By  Phyllis 
Greenacre,  M.D.  Octavo  of  328  pages.  New  York, 
W.  W.  Norton  & Co.,  1952.  Cloth,  $4.50. 

The  content  of  this  book  stems  from  ten  years  of 
clinical  studies  from  the  author’s  private  practice  or 
psychiatric  clinics  of  Cornell  University  Medical 
School,  where  Dr.  Greenacre  is  professor  of  clinical 
psychiatry,  and  also  a well-known  practicing  psycho- 
analyst in  New  York. 

All  but  one  of  the  selected  psychoanalytic  studies 
comprising  this  volume  have  appeared  in  various 
psychiatric  journals,  but,  nevertheless,  one  per- 
ceives pertinent  connections  which  give  a base  for 
the  understanding,  from  the  psychoanalytic  point  of 
view',  of  personality  development,  deviations,  and 
reconstruction  methodology . 

The  book  should  have  a wide  appeal  not  only  to 
psychoanalysts  but  also  to  all  analytically  oriented 
psychiatrists  and  those  interested  in  the  field  of 
genetic-dynamic  psychology'.  Well-chosen  refer- 
ences and  a comprehensive  topical  and  author  index 
complete  this  valuable  publication. 

Frederick  L.  Patrt 

The  Physician.  As  Man  of  Letters,  Science  and 
Action.  By  Thomas  Kirkpatrick  Monro,  M.D. 
Second  edition.  Octavo  of  259  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $4.50. 

This  book  contains  a collection  of  data  relative  to 
medical  men  who  distinguished  themselves  in  ways 
other  than  in  the  practice  of  medicine.  One  selects 
the  well-known  names  of  Oliver  Goldsmith  and  John 
Keats,  the  poets,  who  studied  medicine.  And  the 
well-known  doctors,  Edward  Jenner,  the  discoverer 
of  vaccine,  and  John  McCrae  of  McGill  University, 
Canada,  the  author  of  In  Flanders  Fields. 

Among  American  medical  men  who  gained  a 
reputation  in  the  literary  field  are  such  names  as 
John  S.  Billings,  Oliver  Wendell  Holmes,  William 
James,  Silas  Weir  Mitchell,  and  William  Sydney 
Thayer,  who  published  a volume  of  poetry. 

Comment,  how'ever,  is  to  be  made  that  in  the 
earlier  days  the  study  and  the  practice  of  medicine 
were  not  as  time-consuming  as  they  are  now'. 
More  time  was  available  to  pursue  other  intellectual 
activities.  Alas,  the  student  and  practitioner  of 
today  must  devote  all  his  energy  and  ability  to  the 
demands  of  his  profession,  and  the  number  of  these  is 
legion.  S.  R.  Blatteis 

Doctors  in  Blue.  The  Medical  History  of  the 
Union  Army  in  the  Civil  War.  By  George  Worth- 
ington Adams.  Octavo  of  253  pages,  illustrated. 
New  York,  Henry  Schuman,  1952.  Cloth,  $4.00. 

Dr.  Adams,  now'  dean  and  professor  of  history  at 
Colorado  College,  has  made  a valuable  contribution 
to  the  history  of  medicine.  If  one  with  the  medical 
“know'how'”  of  1952  reads  this  interesting  book,  he 
will  be  unhappily  impressed  by  the  ignorance  and 
inefficiency  of  the  medical  department  of  the  Army 
of  those  times.  One  general  expressed  the  opinion 
that  the  “medical  department  was  merely  tolerated 
...as  an  unpleasant  necessity.”  With  such  a lay 
attitude,  and  w'ith  the  lack  of  knowledge  of  hygiene 
and  sanitation,  it  is  not  to  be  wondered  that  the  care 
of  the  sick  and  the  wounded  was  distressingly  inade- 
quate. We  must  remember,  however,  the  medical 
department  w'as  not  prepared  for  such  a problem  as 
the  Civil  War  presented. 

Dr.  Adams  shows  how  improvements  followed  the 


bitter  experiences  of  the  first  years  If  we  allow 
ourselves  to  go  back  to  1860,  w'e  will  be  more  charit- 
able and  sympathetic  as  wre  read  the  story  of  camps 
and  hospitals,  of  malaria,  typhoid,  dysentery,  dis- 
ease, and  the  surgical  care  of  the  injured.  It  makes 
interesting  reading  today  for  doctors  and  for  laymen, 
too.  Joseph  Raphael 

Body,  Mind  and  Sugar.  By  E.  Abrahamson, 
M.D.,  and  A.  W.  Pezet.  Octavo  of  206  pages,  illus- 
trated. New  York,  Henry  Holt,  1951.  Cloth,  $2.95. 

This  book  was  W'ritten  for  the  laity.  Its  major 
thesis  is  that  hyperinsulinism  (not  associated  with 
pancreatic  adenoma)  is  behind  many  of  the  undiag- 
nosed ailments  of  our  time  and  is,  in  fact,  the  great 
masquerader.  Such  conditions  as  peptic  ulcer, 
asthma,  rhumatic  fever  relapses,  alcoholism,  rheu- 
matoid arthritis,  and  many  neuroses  have  hyper- 
insulinism in  their  background. 

The  diagnosis  is  made  by  finding  a low  blood  sugar 
in  a G-HR  specimen  in  this  course  of  a glucose  toler- 
ance test.  The  treatment  is  dietary — avoid  the 
natural  sugars,  use  a high  fat  and  a good  protein 
diet.  This  depresses  pancreatic  activity  and  re- 
duces the  amount  of  available  insulin. 

For  the  laity  this  book  is  dramatic.  Here  is  an 
easy  treatment  for  a host  of  ailments,  and  no  drugs 
necessary.  All  this,  of  course,  remains  to  be  proved. 

Felix  T Atm  man 

A Textbook  of  Clinical  Neurology.  With  an 
Introduction  to  the  History  of  Neurology.  By 
Israel  S.  Wechsler,  M.D.  Seventh  edition.  Octavo 
of  801  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1952.  Cloth,  $9.50. 

In  the  introduction  Dr.  Wechsler  makes  several 
observations  worth  recording  such  as:  “No  amount 
of  method  ever  made  a neurologist,  but  it  is  equally 
certain  that  the  w'ant  of  it  often  marred  one”; 
“Diagnostic  interpretation  has  no  place  either  in 
taking  a history  or  eliciting  objective  findings,”  and, 
“Accurate  observation  and  correct  notation  alone 
constitute  a thorough  examination.”  Such  points  of 
commitment  may  be  said  to  have  been  carried  out 
by  Dr.  Wechsler  in  the  w'riting  of  his  book. 

There  are  three  features  which  merit  attention  in 
Dr.  Wechsler’s  book,  and  barely  touched  or  ignored 
in  other  textbooks.  . These  are  the  chapters  on  an 
introduction  to  the  history  of  neurology,  a “first” 
in  a textbook  on  neurology,  a chapter  on  the  neu- 
roses, and  an  elaborate  consideration  of  psychologic 
diagnosis. 

The  revision  has  been  thorough  and  complete, 
bringing  the  text  up  to  date.  A comparison  of  this 
book  with  the  earlier  editions  should  convince  any 
reader  that  the  specialty  of  neurology  does  progress. 
Vast  forward  strides  have  been  made.  In  the  hands 
of  this  skilled  and  experienced  clinician,  such  prog- 
ress has  been  searchingly  appraised  and  clearly 
expressed. 

In  this  new  edition  there  has  been  noted  progress 
in  the  treatment  of  the  meningitides  and  other  infec- 
tions of  the  nervous  system  including  neurosyphilis. 
New'  information  on  the  encephali  tides,  angiog- 
raphy, the  management  of  injuries  of  the  brain  and 
spinal  cord,  the  surgery  of  tumors,  the  Meniere 
syndrome,  and  cerebellar  function  has  been  in- 
cluded. Electromyography  and  double  simultane- 
ous stimulation  are  new. 

This  edition,  the  seventh,  should  find  the  same 
enthusiastic  reception  accorded  the  previous  editions. 
It  is  recommended.  Harold  It.  Merwarth 

(Continued  on  page  238] 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Kates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE.  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervoua, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Bye 
Beach.  Telephone:  Rye7-0550  Write/or  illustrative  booklet. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN, 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR  NJKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D..  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  IJ.  MALONE,  M.D.,  Physician-in-Charee 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 
Classification,  Individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


WEST  HiEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DOCTOR  . . . . 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children's  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 


...recommend... 


Order  from  your  supply  house  or  pharmacist 


for  the  successful  treatmenLof . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°o  , 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  . Powder  . Packets  • Ointment 


. °«er  Of  L 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4”  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula”  consisting  of  zioc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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[Continued  from  page  236] 

Standard  Nomenclature  of  Diseases  and  Opera- 
tions. Richard  J.  Plunkett,  M.D.,  Editor,  and 
Adaline  C.  Hayden,  R.R.L.,  Associate  Editor. 
Fourth  edition.  Octavo  of  1,034  pages,  illustrated. 
Published  for  the  American  Medical  Association  by 
Blakiston  Co.,  Philadelphia,  1952.  Cloth,  S8.00. 

This  book  is  review  ed  not  from  the  standpoint  of  a 
record  librarian  but  from  that  of  a practicing  physi- 
cian who  has  to  deal  with  the  signing  of  the  modern 
standard  or  usual  type  of  death  certificate.  No 
doubt  from  the  librarian’s  standpoint  it  is  exhaustive 
and  very  useful;  however,  to  the  average  practi- 
tioner it  is  cumbersome  and  less  practical. 

M.  E.  Marten 

Better  Nursing.  A Study  of  Nursing  Care  and 
Education  in  Washington.  By  Jean  A.  Curran, 
M.D.,  and  Helen  L.  Bunge,  R.X.  Octavo  of  174 
pages.  Seattle,  University  of  Washington  Press, 
1951.  Paper,  S3. 00. 

This  report  of  a study  of  nursing  care  and  nursing 
education  in  the  State  of  Washington  is  one  which 
should  be  widely  distributed  and  studied  intensively. 
It  takes  an  objective  approach  in  analyzing  the 
problems  and  a realistic  approach  in  proposing 
remedial  measures. 

The  philosophy  of  teamwork  among  the  health 
profession  and  between  the  health  professions  and 
the  lay  public  is  exemplified  throughout  the  study. 

Twenty-two  positive  and  significant  suggestions 
for  improving  nursing  care,  sendee,  and  education 
form  the  bulk  of  the  report. 

These  are  broad,  general  principles,  specific 
enough  to  have  meaning  but  flexible  enough  to  be 
applied  elsewhere  than  in  the  State  of  Washington. 

There  are  helpful  guides  relative  to  the  kinds  of 
data  required  for  such  a study,  the  sources  of  study 
data,  the  means  for  collecting  new  material,  and  the 
methods  of  summarizing  the  data  which  were  col- 
lected. 

The  summary  of  the  problems  appears  in  section 
four,  and  section  five  includes  an  excellent  review  of 
the  implications  to  nursing  should  a national 
emergency  be  proclaimed.  I.  L.  Magelaner 

The  Unipolar  Electrocardiogram.  A Clinical  In- 
terpretation. By  Joseph  M.  Barker,  M.D.,  assisted 
by  Joseph  J.  Wallace,  M.D.,  advised  by  Wallace  M. 
Yater,  M.D.  Octavo  of  655  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1952. 

Dr.  Barker  has  produced  one  of  the  best  books  on 
electrocardiography  that  has  appeared  in  recent 
years.  The  first  few  chapters  on  the  electro- 
physiology of  the  heart  beat  are  extremely  well  done 
in  that  they  present  the  material  in  a manner  that  is 
understandable  to  the  reader  not  well  versed  in 
higher  mathematics.  The  role  of  the  unipolar  elec- 
trocardiogram in  the  diagnosis  of  myocardial  infarc- 
tion is  clearly  presented,  and  the  definite  but 
limited  value  of  the  unipolar  limb  leads  is  explained. 
The  localization  of  infarcts  and  the  effects  of  injury, 
ischemia,  and  necrosis  on  the  form  of  the  ventricular 
complex  are  well  portrayed. 

The  reader  will  find  the  book  of  great  value  as  a 
reference  source  in  the  solution  of  difficult  electro- 
cardiographic patterns,  since  the  last  half  is  devoted 
to  the  arrhythmias,  the  effect  of  drugs  on  the  heart, 
and  electrolyte  imbalance. 

The  work  is  highly  recommended. 

Edwin  P.  Maynard,  Jr. 

Handbook  of  Cardiology  for  Nurses.  The  Dis- 
ease, the  Patient,  Modern  Concepts  of  Treatment. 


By  Walter  Modell,  M.D.  Octavo  of  246  pages, 
illustrated.  New  York,  Springer  Publishing  Co., 
1952.  Cloth,  $3.50. 

This  is  an  excellent  book  which  will  serve  the  pur- 
pose of  teaching  to  the  nurses  the  extremely  difficult 
chapter  on  heart  diseases.  Being  the  first  of  this 
kind  the  author  should  be  congratulated  on  the 
skillful  presentation  of  the  subject  without  slipping 
into  too  much  detail  A few  printing  mistakes 
should  be  eliminated,  especially  on  page  60.  The 
book  is  highly  recommended  for  any  advanced  nurse 
and  for  libraries.  Max  G.  Berliner 

Dynamic  Psychiatry.  Basic  Principles.  Volume 
1.  By  Louis  S.  London.  M.D.  Octavo  of  98  pages. 
New  York,  Corinthian  Publications,  1952.  Cloth, 
$2.00. 

The  author  is  a well-known  psychiatrist  and 
psychoanalyst  who  has  contributed  materially  to  the 
literature  of  abnormal  behavior.  In  the  volume 
under  discussion,  he  describes  the  evolution  of 
psychotherapy  from  antiquity  to  the  time  of  Freud. 
He  discusses  the  meaning  and  interpretation  of 
dreams,  devotes  a chapter  to  the  psychology  of  the 
libido,  and  describes  his  own  theory  of  mental  illness 
on  the  traumatization  of  the  libido.  He  continues 
with  the  treatment  of  various  phases  and  aspects  of 
the  libido  in  different  ages  and  in  different  mental 
disorders.  The  book  is  one  that  will  be  useful  to 
psychiatrists  and  to  students  in  the  field  of  abnormal 
behavior.  Irving  J.  Sands 

The  Musculoskeletal  System.  A Symposium. 
Presented  at  the  Twenty-Third  Graduate  Fortnight 
of  the  New  York  Academy  of  Medicine,  October 
Ninth  to  Twentieth,  1950.  Edited  by  Maidon  .Ash- 
ford, M.D.  Octavo  of  368  pages,  illustrated.  New 
York,  Macmillan  Co.,  1952.  Cloth,  $6.50. 

This  text  contains  the  formal  lectures  of  17  out- 
standing clinicians  and  investigators  in  the  field  of 
medicine  and  allied  sciences  presented  as  a sym- 
posium at  the  Twenty-Third  Graduate  Fortnight  of 
the  New  York  Academy  of  Medicine  on  the  common 
diseases  and  disabilities  of  the  musculoskeletal  sys- 
tem. It  includes  presentations  of  the  basic  struc- 
tures and  chemistry  of  connective  tissue,  muscle 
physiology,  disorders  of  muscle  functions,  metabolic 
bone  diseases,  collagen  diseases,  and  rheumatoid 
arthritis,  together  with  the  effects  of  cortisone  and 
ACTH  on  rheumatic  diseases.  It  acquaints  the 
practitioner  with  the  recent  advances  in  knowledge 
of  and  procedures  for  rehabilitation  of  victims  of 
muscular,  arthritic,  and  skeletal  disabilities. 

Henry  P.  Lange 

The  Thoracic  Surgical  Patient.  Preoperative, 
Anesthetic  and  Postoperative  Care.  By  Lew  A. 

Hochberg,  M.D.  Octavo  of  364  pages.  New  York, 
Grune  <fc  Stratton,  1952.  Cloth,  $8.75. 

The  emphasis  in  this  book  wisely  is  placed  not  on 
operative  technic,  which  is  still  in  rapid  flux,  but  on 
the  basic  normal  and  pathologic  physiology  of  the 
patient. 

The  first  chapter  gives  a most  necessary  founda- 
tion for  the  student  or  anyone  who  may  intend  to 
enter  the  chest.  General  surgeons,  now  more  fre- 
quently using  the  abdominothoracic  approach, 
should  certainly  find  much  of  value  in  the  principles 
here  concisely  described.  That  there  were  six  other 
contributors  besides  the  author  may  account  for  the 
somewhat  excessive  repetitions  of  the  preoperative 
and  postoperative  care  occurring  in  each  chapter. 

William  H.  Field 
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SUPEHIOH  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patricia  Zcixfesittj, — 
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219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 
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N.  Y.  St.  Jr.  Med. 
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1-family  brick,  12  rooms,  3 baths,  finished  basement,  oil 
heat,  2-car  garage;  2 porches — front  and  rear,  50  x 112  lot, 
located  on  “Doctor’s  Row,”  1373  President  St.,  Brooklyn. 
Call  between  8-11  A.  M.  or  6-8  P.  M.,  SLocum  6-5415, 
except  Saturdays. 
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The  average  person  experiences  two  colds  per  year.  If  these  last 
five  days  each,  then  the  population  of  the  United  States  suffers 
IV2  billion  days  of  illness  per  year  due  to  this  cause  alone. 

/^Synergistic  Therapy 

A physiologically  balanced  formulation  of  three 
well  known  and  widely  used  compounds: 

1.  Neo-Synephrine®  HCI,  0.5% — dependable  decongestant 

2.  Thenfadil®  HCI,  0.1% — powerful  antihistaminic 

3.  Zephiran®  chloride  1:5000  — wetting  agent  and 
preservative  for  greater  efficiency 


Nasal  Solution 


well  tolerated  • rapidly  effective 
no  antibiotic  sensitization 

NTZ  is  applied  by  droplet  instillation  (2  or  3 drops  to  V2  dropperful), 
tampon,  atomizer  or  nebulizer  (except  those  having  metal  parts). 
Bottles  of  30  cc.  (1  fl.  oz.) 


common  cold  • allergic  rhinitis 
sinusitis 


v 1 / 


WINTHROP  STEARNS 


Neo-Synephrine,  Thenfadil  and  Zephiran,  trademarks  reg.  U.  S.  & Canada. 

brand  of  phenylephrine,  dethvlandiamine  and  benzalkonium  chloride  (refined),  respectively 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  lor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 

THE  SANITARIUM  1 

REST,  RELAXATION,  MEDICAL  CARE  I 

The  Sanitarium  has  all  the  atmosphere  of  a I 
fine  hotel  with  individual  rooms  and  tasteful  I 
decorations.  A special  feature  is  made  of  I 
occupational  therapy  of  all  kinds  with  I 
competent  staff  and  facilities.  Other  fea-  I 
tures  are  large  cheerful  solarium,  billiard  I 
room,  complete  gymnasium,  complete  bath  I 
and  massage  department.  The  spacious  I 
grounds  include  a nine-hole  golf  course.  I 
All  the  sanitarium  facilities  are  open  to  I 
guests  who  do  not  wish  examination  and  I 
medical  care,  but  come  simply  for  the  1 
baths  and  massages  and  rest  and  recrea-  a 
tion.  Modern  medical  equipment  and  I 
superb  location  offer  the  combined  advan-  1 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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IRON  DEFICIENCY  ANEMIAS 


therapy 


Minimum  side  effects— Irocine— only  2.1%,  Ferrous  Sulfate— 20% 

*/ron  Sodium  Malaie  with  catalyzing  elements  -Vitamin  8,2  (activity  equivalent  to  1 
meg.),  copper  sulfate  U.S.P.  (4  mg.),  desiccated  liver  N.F.  (200  mg.).  Thiamine  hydro- 
chloride U.S.P.  (0.17  mg.).  Vitamin  D (67  U.S.P  units). 
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More  than  10  years  of  research,  plus 
experience  of  practice  in  thousands  of 
cases,  are  combined  to  bring  your  hyper- 
tensive patients  the  best  therapeutic 
benefits  of  Veratrum  viride  when  you 
prescribe  Veratrite®. 

These  benefits  are  (1)  prolonged  fall  in 
both  systolic  and  diastolic  blood 
pressure  without  postural  hypo- 
tension; (2)  improved  circulation 
to  vital  organs;  (3)  effective  con- 
trol of  patients  through  years  of 
sustained  therapy;  (4)  complete 
safety  with  simplicity  and  economy 
of  administration. 


Each  tabule  contains: 
Whole-powdered  Veratrum  Viride 
(Irwin-Neisler) ...  40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 

* Carotid  Sinus  Reflex 


yferatrite 
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I INVERT  SUGAR) 
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armatinic  a^wzZed- 

FOR  COMPREHENSIVE  ANTIANEMIA  THERAPY 

armatinic^*/ 

FOR  THE  PATIENT  WHO  DOES  NOT  TOLERATE  IRON 


3 vigorous  improvement 


Effective  potencies  of  all  hemopoietic 
factors  are  supplied  in  Armatinic 
Capsulettes  for  comprehensive 
antianemia  therapy. 

Vitamin  B12  PLUS  Activator— 
The  Intrinsic  Factor 

The  additive  influence  of  the  intrinsic 
factor — desiccated  duodenum — has  a 
marked  stimulating  hemopoietic 
effect.  According  to  recent  research, 
orally  ingested  vitamin  B12  has  an 
antianemia  efficacy  similar  to  that  of 
injectable  B12  preparations  when 
activated  and  potentiated  by 
desiccated  duodenum.1'4  Moreover, 
folic  acid  has  been  shown  to  be  one  of 
the  most  active  vitamin  Bi 2 
potentiators.5'9 

Armatinic  Activated  may  be  used  in 
either  the  macrocytic  or  microcytic 
anemias  (except  in  the  initial  treatment 
of  pernicious  anemia),  whereas 
Armatinic  Special  fulfills  a unique 


armatinic  armatinic 

activated  special 

Capsulettes  COMPOSITION  Capsulettes 
200  mg.  Ferrous  Sulfate  No  Iron  Salt 
Exsiccated 

10  meg.  ‘Crystamin  10  meg. 

1 mg.  Folic  Acid  I mg. 

50  mg.  Ascorbic  Acid  (Vitamin  C)  50  mg. 

350  mg.  tliver  Fraction  II 

(N.  F.)  with  Desiccated 
Duodenum  350  mg 

*The  Armour  Laboratories  Brand  of  Crystal, 
line  B12 


fThe  liver  is  partially  digested  with  duodenum 
during  manufacture. 


requirement  for  the  macrocytic  anemia 
patient  in  supplying  the  most  potent 
activated  hemopoietic  factors 
without  iron. 


References:  (1)  Holl,  8 E Brit.  Merf  J 2 585-589,  1950,  (2)  Bethell. 
F H.  Un.v  Hosp  Bull.,  Ann  Arbor  15:  49.  1949,  (3)  Bethell.  F H , 
et  ol.  Ann  Int.  Med  35:  518-528,  1951,  (4)  Spies,  T D J.A.M.A 
145  66-71,  1 9 5 1 > (5)  May.  C.  D Am.  J Dis  Child  80  2.  1950/ 
(6)  tuhley,  A l.  and  Wheeler,  W.  E.:  Heolth  Center  J (Ohio  St. 
Univ  ) 3.  1,  1949,  (7)  Reisner,  E.  H,  and  Weiner,  1.  Bull  New  York 
Acad  Med.  27  391,  1951,  (8)  Griffenhogen,  G B.,  and  De  Guio, 
E F J Am  Phorm  Assn..  Sc  Ed  41  181184.  1952,  (9)  Diez,  Rivos. 
F..  Morales.  F H.,  and  Meyer  l M Ann  Int  Med  36  1076.  1952. 
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. . and  be  sure  to  take  your  VITAMINS. !” 


When  the  management  of  heart  disease 
requires  caloric  or  salt  restriction,  vitamin  intake  may 
be  decreased  because  of  unpalatability  or  inadequate 
volume  of  food.  A balanced  vitamin  preparation 
offers  a dependable  method  for  guarding 
against  such  an  eventuality. 


MERCK  & CO.,  Inc.,  Rahway,  N.  J. — as  a pioneer  manufacturer  of  Vitamins — serves 

the  Medical  Profession  through  the  Pharmaceutical  Industry. 
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George  M.  Lewis,  Delegate New  York  City 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Alfred  P.  Ingegno,  Chairman Brooklyn 

Lester  S.  Knapp,  Vice-Chairman Buffalo 

Charles  A.  Flood,  Secretary New  York  City 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

Samuel  A.  Garlan,  Chairman New  York  City 

Floyd  C.  Bratt,  Vice-Chairman Rochester 

Garra  L.  Lester,  Secretary Chautauqua 

William  A.  Buecheler,  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford,  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary Rochester 

S.  Charles  Franco,  Delegate New  York  City 

MEDICINE 

George  F.  Koepf,  Chairman Buffalo 

Arthur  E.  Lamb,  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook,  Delegate Buffalo 

NEUROLOGY  AND  PSYCHIATRY 

Harold  R.  Merwarth,  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick,  Delegate Buffalo 


OBSTETRICS  AND  GYNECOLOGY 


Henry  S.  Acken,  Jr.,  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster,  Secretary Syracuse 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley,  Chairman Albany 

Frederick  L.  Liebolt,  Secretary New  York  City 

Halford  Hallock,  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Maurice  N.  Richter,  Chairman New  York  City 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 

Russell  B.  Scobie,  Chairman Newburgh 

Harold  W.  Dargeon,  Vice-Chairman . New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman Buffalo 

William  C.  Spring,  Jr.,  Secretary. . . .New  York  City 
Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman. . New  York  City 

Thomas  N.  Sickels,  Secretary Watertown 

Frank  J.  Borrelli,  Delegate New  York  City 

SURGERY 

Walter  S.  Walls,  Chairman . Buffalo 

Edward  J.  Donovan,  Secretary New  York  City 

William  F.  MacFee,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm,  Chairman Brooklyn 

John  S.  Fitzgerald,  Vice-Chairman Utica 

Thomas  A.  Morrissey,  Secretary. . . .New  York  City 

John  S.  Fitzgerald,  Delegate Utica 


SESSIONS 

1952-1953 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Eldridge  Campbell,  Chairman Albany  George  M.  Raus,  Chairman Syracuse 

Jerome  P.  Webster,  Secretary New  York  City  A.  David  Gurewitsch,  Secretary New  York  City 

PUBLIC  RELATIONS 

Charles  S.  Lakeman , Chairman Rochester 

Leonard  J.  Schiff , Secretary Plattsburg 
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(Sapid 


WM 


FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


ARTHRITIS 
RHEUAAATISM 
BURSITIS  • 
MYOSITIS  • 
NEURITIS 
SCIATICA 
LUMBAGO 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modern 
non-greasy,  stainless,  vanishing 
base  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A- 53  5 contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  M%,  Methyl  Salicy- 
late 12%. 

Rub  A- 53  5 may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  F-32 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 


COMPLETE 
ANEMIA  THERAPY 
REQUIRES 
A COMPLETE 
HEMATINIC 


FERROUS  SULFATE  U.S.P 4.5  gr. 


NOTE:  All  the  plus  fac- 
tors furnished  in  the 
Heptuna  Plus  formula. 


all  in  one  w capsule 


Heptuna  plus 


A Roerig 


VITAMIN  B12. 


5.0  meg. 


FOLIC  ACID 

0.33  mg 

ASCORBIC  ACID 

50.0  mg 

COBAIT 

01  mg 

COPPFR 

1 mg 

MOLYBDENUM 

0 7 mg 

CALCIUM 

37.4  mg 

IODINE 

0.05  mg 

MANGANFSF 

0 033  mg 

MAGNESIUM 

7 mg 

PHOSPHORUS 

79  0 mg 

POTASSIUM 

1.7  mg 

ZINC 

0 4 mg 

VITAMIN  A 

5,000  USE  UNITS 

VITAMIN  D 

500  III  UNITS 

THIAMINE  HYDROCHLORIDE 2 mg. 

RIBOFI AVIN  7 mg 

PYRIDOXINE  HYDROCHLORIDE 0.1  mg. 

NIACINAMIDF  10  mg. 

CALCIUM  PANTOTHENATE. 


0.33  mg. 


With  other  B-Complex  Factors  From  Liver 


Preparation 


J.  B.  ROERIG  AND  COMPANY,  S3*  lake  sioie  Dim.  c h i c a e o u.  m. 
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whether 
the 
cough 
is... 


Cherry-flavored  Pyribenzamine  Expectorant  contains, 
per  teaspoonful  (4  cc.),  30  mg.  Pyribenzamine  citrate 
(tripelennamine  citrate  Ciba) , 10  mg.  ephedrine  sulfate 
and  80  mg.  ammonium  chloride.  In  pints  and  gallons. 


Pyribenzamine  Expectorant 


specify  palatable 


triple  antitussive  action 


without  codeine  side  effects 


Action  of  Pyribenzamine  relieves  histamine-in- 
duced congestion  and  irritation— Action  of  ephed- 
rine relaxes  bronchial  musculature  — Action  of 
ammonium  chloride  liquefies  bronchial  secretions. 


7/  1889M 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1953 

ANNUAL  CONVENTION 


• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 


MAY  4 to  8 , 


HOTEL  STATLER,  BUFFALO 
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ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


is  (Jonsert/atit/e  t/iera^y 


a 


SAFE,  INEXPENSIVE 


/Ra\i  -Formosil 

^9  Buffered  formic  ocid  and 


Buffered  formic  ocid  and 
colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36^  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50(516.50),  and  100(530.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 


i I 
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In  very'  special  cases 
A very 

superior 
Brandy 


Specify 


in 


THE  WORLD'S  PREFERRED 

COGNAC  BRANDY 

For  o beautifully  illustrated  book 
on  the  story  of  Hennessy.  write— 
Schieffelin  & Co.,  Dept.  HT,  30  Cooper  Square,  N.Y.  54 


r LOW  COST 
tftGH  OOAUTVi 

STATIONERY 

FFor  the 

Medical  Profession^ 

r RESCRIPTION  BLANKS:  5M  for  $10.00,  3M  for  ^ 
$8.25,  1M  for  $3.50,  size  4 x SVh  on  fine  linen 
- finish  paper — pads  of  100! 

DOCTOR  ...  do  you  wish  the  best  in  stationery!  Years  of 
specializing  in  the  printed  needs  of  the  physician  enable 
us  to  offer  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  of  ordering  by  mail! 

IF  . . . you  prefer  to  see  a sample  of  our  fine  quality 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There's  no  obligation.  Once  you  see  their  excellent 
quality  you,  too,  will  become  a satisfied  customer.  Order 
them  today!  Check  one  of  the  squares  below. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

| 5M  PRESCRIPTION 

BLANKS— $10. 

| | SEND  SAMPLES 

THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 

N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 


A 

SYMBOL 

OF 

SERVICE 


Physicians’  Home 


for  three  decades  has  given  aid  to  needy,  retired  physicians, 
their  wives  and  widows  throughout  the  State.  The  need  for 
such  aid  was  never  greater.  Your  contribution  will  help  con- 
tinue this  worthy  service. 


BEVERLY  C.  SMITH,  M.D.,  President 
63  East  84th  Street  * New  York  28,  N.  Y. 


T 

prolonged 
relief 
from 
nasal 
congestion 
within 
2 minutes 
with 
just 

2 drops 
of 

Privine  hydrochloride  0.05  % 

(BRAND  OF  N APHAZOLI N E HYDROCHLORIDE) 

potent,  prompt-acting 
Privine  is  a virtually 
nonirritating 
nasal  vasoconstrictor 
which  can  be  administered 
to  children  as  well 
as  adults. 


I 2/  163  5 M 


Summit,  N.  J. 
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in  mixed  vitamin  therapy  specify 

TH  ERAG  RAN 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.  S.  P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 

Bottles  of  30.  100  and  1000. 


Squibb 

•TMEfcAiBAN'  IS  A T AA  PC  » APrf  cr  E.  P.  SC.IH6B  * S3NS. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 269 

American  Hospital  Supply  Corp 247 

American  Pharmaceutical  Company 346,  347 

Armour  Laboratories 249 

Ayerst,  McKenna  & Harrison,  Ltd Between  256-257 


Dr.  Barnes  Sanitarium 349 

Bilhuber-Knoll  Corp 246 

Brigham  Hall  Hospital 349 

Broadlawn  Manor  Nursing  Home 349 

Brown’s  Medical  Bureau 351 

Burroughs  Wellcome  & Company 271 


Ciba  Pharmaceutical  Products,  Inc 2nd  Cover,  255,  259 

Clifton  Springs  Sanitarium 242 


Denver  Chemical  Mfg.  Company 253 

Doak  Company 264 

H.  E.  Dubin  Laboratories 264 


Eastern  School  for  Physicians  Aides 351 


Halcyon  Rest 349 

Hoffmann- La  Roche,  Inc 266-267 

Holbrook  Manor 349 


Irwin,  Neisler  & Company 245 


Eli  Lilly  & Company 274 

Louden-Knickerbocker  Hall 349 


Maltbie  Laboratories,  Inc 265 

Mead  Johnson  & Company 4th  cover 

Merck  & Company 251 

The  Wm.  S.  Merrell  Co Between  344-345 


National  Discount  & Audit  Co 264 


Chas.  Pfizer  & Company 3rd  Cover 

The  Physicians  Press 258 

Pinewood  Sanitarium 349 


Raymer  Pharmacal  Company 257 

Reed  & Carnrick 243 

Regan  Furniture  Company 272 

A.  H.  Robins  Company Between  272-273 

J.  B.  Roerig  & Company 254 


Schieffelin  & Company 258 

G.  D.  Searle  & Company 281 

Sharp  & Dohme,  Inc 262-263 

Frances  Shortt  Medical  Agency 351 

Smith,  Kline  <fc  French  Labs 352 

E.  R.  Squibb  & Sons 260-261 

Standard  Pharmaceutical  Company 272 


Transmarine  Tours 351 


Warner-Chilcott  Labs 282 

West  Hill 349 

Winthrop-Stearns,  Inc 241 

Wyeth  Incorporated 273 


Zemmer  Company 349 
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INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Labs.) 264 

Armatinic  (Armour  Laboratories)  249 

Beminal  (Ayerst,  McKenna  & Harrison,  Ltd.) 

Between  256-257 

Bentyl  (Wm.  S.  Merrell  Company) Between  344-345 

Bilron  (Eli  Lilly  & Company) 274 

Buro-Sol  (Doak  Company) 264 

Codempiral  (Burroughs  Wellcome  & Co.) 271 

Drammaine  (G.  D.  Searle  Co.) 281 

Dromoran  (Hoffmann  La  Roche,  Inc.) 267 

Gerifort  (American  Pharmaceutical  Co.) 346 

Heptuna  Plus  (J.  B.  Roerig  & Co.) 254 

Irocine  (Reed  & Carnrick) 243 

Kolantyl  (Wm.  S.  Merrell  Company) Between  344-345 

Lusyn  (Maltbie  Laboratories,  Inc.) 269 

Natalins  (Mead  Johnson  & Co.) 4th  Cover 

NTZ  Nasal  Solution  (Winthrop-Stearns,  Inc.) 241 

Nucarpon  (Standard  Pharmaceutical  Co.) 272 

Nutri-Drops  (American  Pharmaceutical  Co.) 347 

Pabalate  (A.  II.  Robins  Co.) Between  272-273 

Peritrate  (Warner-Chilcott  Labs.) 282 

Pharmaceuticals  (The  Zemmer  Co.) 349 

Phenergan  (Wyeth  Incorporated) 273 

Premarin  (Ayerst,  McKenna  & Harrison,  Ltd.) 

[ i. Between  256-257 

Presto-Boro  (Standard  Pharmaceutical  Co.) 272 

Privine  (Ciba  Pharmaceutical  Products) 259 

Pyribenzamine  Expectorant  (Ciba  Pharmaceutical 
Products) 255 

Quadrinal  Tablets  (Bilhuber-Knoll  Corp.) 246 

Ray-Formosil  (Raymer  Pharmacal  Co.) 257 

Redisol  (Sharp  & Dohme) 262-263 

Robitussin  (A.  H.  Robins  Co.) Between  272-273 

Rub  A-535  (Denver  Chemical  & Mfg.  Co.) 253 

Sedulon  (Hoffmann-La  Roche,  Inc.) 266 

Terramycin  (Chas.  Pfizer  & Co.) 3rd  Cover 

Theragran  (E.  R.  Squibb  & Sons) 260-261 

Toryn  (Smith,  Kline  & French  Labs.) 352 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts)   2nd  Cover 

Travert  (American  Hospital  Supply  Corp.) 247 

Veratrite  (Irwin,  Neisler  & Co.) 245 

Vi-Daylin  (Abbott  Labs.) 269 

Vitamins  (Merck  & Co.) 251 


Miscellaneous 


Cognac  Brandy  (Schieffelin  & Co.) 258 

Office  Furniture  (Regan  Furniture  Co.) 272 

Prescription  Blanks  (Physicians'  Press) 258 


in  the  office  . . . 


sick  people 

need  nutritional  support 

Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains  : 

25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 

5 mg. 

150  mg. 

150  mg. 

Bottles  of  30.  100  and  1,000. 

Squibb 

'theragran*  is  a traocmark  of  e.  r.  squibs  t sons. 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


262 


In  spite  of  its  fabulous  therapeutic  potency,  vita- 
min Bu  is  virtually  nontoxic.  Chow  reports  that, 
“experimentally, over  100,000,000 times  the  minima! 
effective  dose  is  without  toxic  effects.”1 


The  therapeutic  usefulness  of  vitamin  Bu 
is  constantly  being  expanded.  In  addition 
to  its  value  in  the  treatment  of  pernicious 
anemia,  nutritional  macrocytic  anemias, 
and  as  an  appetite  stimulant,  there  is  now- 
evidence  that  Vitamin  B12  is  an  important 
agent  in  the  treatment  of  viral  hepatitis.4 
“Patients  (with  hepatitis)  who  received 
vitamin  B12  had  a more  rapid  return 
to  normal  appetite  and  liver  size  . . . ”4 
than  those  not  receiving  supplemental 
vitamin  B12. 

Supplied:  Redisol  Soluble  Tablets,  25 
meg.  crystalline  vitamin  B12,  vials  of  36, 
bottles  of  100 : 50  meg.,  vials  of  36.  Redisol 
Elixir,  5 meg.  vitamin  Bu  per  5 cc.,  in  pint 
Spasaver®  and  gallon  bottles.  Redisol 
Injectable,  30  meg.  vitamin  Bu  per  cc.,  in 
10-cc.  vials;  100  meg.  per  cc.,  in  10-cc.  vials. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 

1 . Spies,  T. : International  Conference  on  Vitamins  and  Hor- 
mones, Havana,  Cuba,  1952. 

2.  Chow.  B.F. : Southern  Med.  J-,  45:604,  1952. 

3.  Conley,  C.L.,  Green.  T.W'.,  Hartman,  R.C.  and  Krevans, 
J.R.:  Am.  J.  Med.,  13:284,  1952. 

4.  Campbell,  R.R.  and  Pruitt,  F.W.:  Am.  J.  Med.  Sci., 
224: 252,  1952. 
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The  most  potent 


Vitamin  Bu  is  rapidly  replacing  liver  extract  for  injection  therapy,  since  “it  causes 
less  discomfort  at  the  site  of  injection,  does  not  give  rise  to 
untoward  reactions  and  is  less  expensive  than  liver."1 
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In  terms  of  weight,  and  by  a very  wide  margin,  the  two  most  potent  nutritional  substances  are  vitamin  BIt 
and  vitamin  D.  And  of  these  two,  vitamin  Bn  is  100  times  more  potent.  A single  microgram  of  vitamin  B,  . 

is  therapeutically  active. 

therapeutic  nutrient  known"1 


Re  dis  ol 

VITAMIN  BP 

/SHARP\ 

\DOHME ) 

^ TABLETS  ELIXIR  INJECTABLE 

LIBRARY  O*  THE 

C 0 LLEGL  Or'  > • i a il€3AiH 

rrtT  PHILADELPHIA 
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COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

!30  W.  41  St.  New  York  18,  N.  Y. 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


dubin  [ 
aminophyllin 


(theophylline-ethylenedlamlne) 


‘useful  as  a peripheral  vasodilator  and 
myocardial  stimulant"  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17.  N Y 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


I 
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n GASTROINTESTINAL  SPASM 


AT  HO  LYTIC  . . . 


parasympathomimetic 


Parasympatho lytic  (as  well  as 
spasmolytic)  in  all  therapeutic 
dosages,  homatropine  methylbromide 
affords  dependable  relief  of  gastro- 
intestinal spasm.  It  is  thus  superior  to 
many  agents  which  are  actually 
parasympathomimetic  in  customary 
dosages  and  parasympathoh/f/c  only 
in  high  dosages  attended  by 
disturbing  side  effects. 


In  Lusyn  the  antispasmodic  efficacy 
of  homatropine  methylbromide  is 
reinforced  by  phenobarbital  to  allay 
emotional  tension.  Lusyn  also 
provides  the  antacid-adsorbent 
efficiency  of  Alukalin. 


For  intestinal  spasm,  biliary  spasm, 
pylorospasm,  cardiospasm  and 
irritable  colon. 


MALTBIE  LABORATORIES,  INC. 

Newark  1 New  Jersey 


LUSYN 

(NEW  FORMULA) 


Cranial  center 


Vagus  nerve 


Preganglionic  nerve  fiber 

f|\ 

Parasympathetic  ganglion 
"Postganglionic  nerve  fiber 

■SSsSssSSsHBBBMB 


Each  tablet  contains: 

Homatropine  methylbromide  ..5  mg.  (V12  gr. ) 

( increased  from  2.5  mg. ) 
Alukalin  (activated  kaolin). ...300  mg.  (5gr.) 

Phenobarbital 15  mg.  (%  gr. ) 

( increased  from  8 mg. ) 

Supplied:  Bottles  of  100,  500 
and  1000  tablets. 


HOFFMANN.  LA  ROCHE  INC.  ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
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a new 
synthetic 
narcotic 

for  longer-lasting 
pain  relief 


Caution:  Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 


DROMORAN®— brand  of  methorpbinan  (dl-3-hydroxy-N-methyl- 
morphinan) 


•Average  doge 


DROMORAN 

(dl)  Hydrobromide 

‘ROCHE’ 


Hoffmann-La  Roche  Inc.  • Roche  Park  • Nutlet  10  • New  Jerset 
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Sgt.lst  Cl  ass 
Einar  H.  Ingman 
U.  S.  Army 

Medal  of  Honor 

The  REDS  in  AMBUSH  on  the  ridge  had 
lain  concealed,  withholding  their  fire.  Now 
they  opened  up.  The  two  squads  were 
trapped.  Their  leaders  were  wounded; 
others  were  dropping. 

Sergeant  Ingman  took  command.  He  re- 
organized the  survivors,  assigned  fields  of 
fire,  encouraged  the  men  to  fight.  A red 
machine  gun  opened  fire.  The  sergeant 
charged  it  alone,  hit  it  with  a grenade. 

Then  he  tackled  another  gun.  A grenade 
and  a burst  of  fire  knocked  him  down, 
badly  wounded.  He  got  up,  reached  the 
gun,  and  dispatched  the  entire  crew.  When 
his  squad  reached  him.  they  found  Ser- 
geant Ingman  unconscious— but  100  of 
the  enemy  fleeing  in  panic. 

“Bucking  the  Communists,”  says  Ser- 
geant Ingman,  “takes  an  awful  lot  of 
staying  power.  The  G.I.’s  have  got  it.  You 
have,  too,  when  you  invest  part  of  your 
hard-earned  pay  regularly  in  U.  S.  Defense 
Bonds.” 

Bonds  are  first  of  all  a cash  saving  for 
you.  But  they’re  also  back  of  our  country’s 
production  power.  W hich  couples  up  with 
G.I.  fire  power  to  keep  the  peace  for  all. 


Peace  is  for  the  strong! 

For  peace  and  prosperity  save  with 
U.  S.  Defense  Bonds ! 


Now  E Bonds  pay  3 % ! Now,  improved 
Series  E Bonds  start  paying  interest  after  6 
months.  And  average  3%  interest,  compounded 
semi-annually  when  held  to  maturity!  Also, 
all  maturing  E Bonds  automatically  go  on 
earning— at  the  new  rate— for  10  more  years. 
Today,  start  investing  in  Series  E Defense 
Bonds  through  the  Payroll  Savings  Plan. 


The  U.S.  Government  does  not  pay  for  this 
advertisement.  It  is  donated  by  this  publica- 
tion in  cooperation  with  the  Advertising 
Council  and  the  Magazine  Publishers  of 
America. 


“The  sergeant  charged  alone  . . •” 
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(HOMOGENIZED  MIXTURE  OF  VITAMINS  A,  D.  Bi.  B2,  B12.  C AND  NICOTINAMIDE.  ABBOTT) 


loUR  out  a shimmering  spoonful  of  Vi-Daylin 
. . . notice  its  unclouded  yellow-honey 
appearance  . . . sniff  its  pleasant,  citrus-like  odor 
. . . then  taste  it!  That  delicious  lemon-candy 
flavor  explains  why  children  accept  Vi-Daylin 
eagerly  right  from  the  spoon  — and  willingly 
come  back  for  more. 


NOW  CONTAINS  3 TIMES  THE  B12 


But  take  a look  at  Vi-Daylin’s  improved  formula. 
Here,  truly,  is  effective  multivitamin  therapy. 
Seven  important  vitamins  in  every  spoonful  — 
and  now  three  times  as  much  vitamin  Bi2. 

One  5-cc.  teaspoonful  daily  is  the  average  dose 
for  children  up  to  the  age  of  12.  Mixes  with  milk, 
juices  and  soft  foods  for  infants.  Stable 
without  refrigeration.  Vi-Daylin  is  available 
at  all  pharmacies  in  90-cc.,  si  0 0 
8-fluidounce  and  1-pint  bottles.  CJJjvTO'tfc 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Spring  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  7957 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 


Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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•CODEMPIRAL' 


HIGH  LEVEL  ANALGESIA 
'•with  MILD  SEDATION 


i 


CODEMPIRAL 


r 

To  relieve  PAIN  associated  with 

ANXIETY  and  TENSION 


i® 


Each  capsule  contains: 

Codeine  Phosphate  gr.  Vi 

Phenobarbital  gr.  V* 

Acetophenetidin  gr.  2'A 

Aspirin  gr.  3 V4 

Bottles  of  IOO 

Subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe  7,  New  York 


•CODEMPIRAL’ 
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•CODEMPIRAL’ 


•CODEMPIRAL’ 


•CODEMPIRAL’ 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


egan 


Wise  man ! He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

‘for  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NUCARPON' 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTD-BOR0 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


'STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
253  WEST  26TH  ST..  NEW  YORK  I,  N.  Y. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  a nything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
asscioates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 


Air  velocity— 200  miles  per  hour 


In  coughing,  the  expulsive  air  speed  often 
irritates  mucosal  tissue  and  induces  more 
coughing.  Phenergan  Expectorant  is  valu- 
able in  arresting  this  vicious  cycle.  It  relieves 
local  irritation  on  contact ...  combats  any 
existing  allergic  component  of  cough  . . . 
when  prescribed  for  night  cough, 
promotes  uninterrupted,  restful  sle 


At  your  option:  with  or  without  codeine 

PHENERGAN®  EXPECTORANT 

PROMETHAZINE  EXPECTORANT 

WITH  CODEINE*  PLAIN  (without  codeine) 


llHRAlfY  OF™  the 

collect  ft 

OF  FT 


SUPPLIED:  Bottles  of  1 pint 

Narcotic 


® 

Philadelphia  2,  Pa. 
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‘BUron'  is  indicated  in  gall-bladder-type 
indigestion,  constipation,  biliary 
dyskinesia,  and  following  cholecystectomy. 


(IRON  BILE  SALTS,  LILLY) 
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Editorials 

Tasks  for  the  Future 


A progressive  program  was  laid  down  by 
Dr.  Louis  H.  Bauer,  in  his  president’s  page 
of  December  27,  1952, 1 to  which  we  call  the 
attention  of  our  membership.  He  wrote,  in 
part: 

There  are  certain  things  that  must  be  done  if 
we  are  to  preserve  our  American  system  of 
medicine.  These  are:  (1)  work  with  rural 
communities  to  establish  facilities  for  physi- 
cians, so  that  we  shall  have  a better  distribution 
of  physicians;  (2)  see  that  good  medical  care 
for  the  indigent  is  available  everywhere,  just  as 
it  is  in  some  states;  (3)  extend  public  health 
coverage  to  areas  lacking  it ; (4)  develop  plans 
for  the  care  of  the  chronic  invalid;  (5)  expand 
our  voluntary  insurance  program  not  only  to 
cover  more  persons  but  to  cover  those  over 
age  sixty-five  and  those  suffering  from  illness 
of  long  duration;  (6)  clean  our  own  house,  by 

1 J.A.M.A.  ISO:  1675  (Dec.  27)  1952. 


disciplining  those  physicians  who  are  tarnish- 
ing the  reputation  of  the  whole  profession  by 
their  unethical  acts  of  overcharging,  accepting 
kickbacks,  and  making  commercial  arrange- 
ments with  pharmacists;  (7)  see  that  the 
public  is  protected  so  that  they  can  always 
obtain  the  services  of  physicians;  (8)  revitalize 
our  county  societies  and  make  them  leaders  in 
their  communities  in  all  health  matters,  and 
(9)  inculcate  the  newly  trained  physician  in  the 
traditions  and  ethics  of  medicine. 

Many  of  these  things,  it  will  be  recog- 
nized, are  being  done.  In  some  areas  more 
progress  has  been  made  than  in  others,  but 
that  is  understandable  when  it  is  realized 
that  the  first  five  points  of  the  program  re- 
quire the  active  cooperation  of  many  non- 
medical agencies  and  organizations,  the  pro- 
vision of  hospital  and  other  facilities  where 
these  do  not  now  exist,  and,  finally,  the 
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creation  of  an  economic  and  educational 
background.  These  are  might}",  although 
not  insuperable,  tasks.  They  require  time, 
patience,  and  organizing  ability.  There  is 
little  drama  and  much  hard  work  connected 
with  them;  nevertheless,  they  must  be 
accomplished  if  the  American  system  of 
medicine  is  to  be  preserved. 

The  balance  of  Dr.  Bauer’s  proposed  pro- 
gram deals  with  management  within  the 
organized  profession.  Of  particular  im- 
portance, in  our  opinion  is  point  nine.  The 
young  man  or  woman  who  is  newly  trained 
and  just  entering  practice  is  entitled  to  know 
the  rules  under  which  his  or  her  professional 
life  must  be  conducted.  The  history  of  the 
medical  profession,  which  is  the  tradition  of 
medicine,  should  be  a teaching  function  of 
the  schools.  In  a crowded  curriculum, 
however,  it  may  be  necessarily  curtailed. 
As  a postgraduate  teaching  function,  where 
should  it  be  carried  on?  It  is  perhaps  a 
neglected  function  of  the  various  county 
societies?  After  all,  the  principal  contact  of 
the  newly-trained  physician  is  with  his 
county  society.  Is  it  here  that  disciplinary 
action  must  arise  in  cases  of  alleged  in- 
fraction of  the  code.  Should  it  be  also  a 


function  of  the  county  society  to  teach  the 
tradition  and  ethics  of  medicine  in  its  formal 
program  of  postgraduate  instruction?  If 
not,  where  should  it  be  effectiveh"  taught? 

Point  nine  concerns  the  proposal  to 
revitalize  the  county  societies  and  to  “make 
them  leaders  in  their  communities  in  all 
health  matters.”  There  is  much  to  be  done, 
apparently,  at  this  grassroots  level.  The 
several  societies  vary  in  size,  perhaps  more 
than  is  generally  realized,  and  also  in  admin- 
istrative structure.  Some  have  executive 
secretaries  functioning  whole  time,  some 
have  voluntary  part-time  assistance  of 
physician  secretaries,  some  meet  at  monthly 
intervals,  some  do  not  because  of  geographic 
and  weather  conditions.  Also,  there  are 
considerable  variations  in  dues  level  and  in 
expense  of  operation.  Recent  trends  have 
been  toward  improvement  of  public  rela- 
tions by  these  bodies  in  their  respective  areas, 
with  exceptional  progress  already  noted,  to 
include  protection  of  the  public  as  called  for 
in  Dr.  Bauer’s  point  seven.  However,  it 
seems  that  the  energy  and  fresh  inspiration 
necessary  for  revitalization  must  come  in 
great  part  from  the  younger  group  of 
physicians.  The  future  is  theirs. 


Current  Editorial  Comment 


The  Fundus  of  the  Eye  in  Color.  In 

July,  1952,  Ciba  Pharmaceutical  Products, 
Inc.,  published  a noteworthy  issue  of  its 
“Clinical  Symposia.”1  The  entire  volume  is 
devoted  to  the  fundus  of  the  human  eye 
with  reproductions  from  the  original  color 
plates  made  by  Dr.  Arthur  J.  Bedell,  F.A. 
C.S.,  D.Sc.,  LL.D.,  of  Albany,  New  York,  a 
former  president  of  the  Medical  Society  of 
the  State  of  New  York  in  1934,  and  now  pro- 
fessor emeritus  of  ophthalmology,  Albany 
Medical  College. 

This  volume  reflects  great  credit  upon  Dr. 
Bedell  for  the  work  he  has  done  since  1927 
when  the  first  of  his  pictures  of  the  fundus 
of  the  human  eye  were  reproduced  in  black 
and  white,2  and  upon  the  Ciba  Company  for 
making  these  instructive  pictures  available. 
The  volume  should  be  preserved  by  all  who 
receive  it,  not  only  as  a work  of  art  but  as  a 
medium  of  instruction.  While  in  the  past 

1 Volume  4,  July.  1952. 

* New  York  State  J.  Med.  27:  951  (Sept.  1)  1927. 


much  fine  work  by  numerous  artists  has  been 
done  in  the  matter  of  paintings  of  the  fundus, 
it  was  not  until  about  1926  that  the  Norden- 
son  photographing  ophthalmoscope  became 
available  in  this  country,  although  it  had 
been  devised  in  1915  in  Upsala,  Sweden. 
When  Dr.  Bedell  began  his  extensive  collec- 
tion, relatively  slow  black  and  white  plates 
and  the  even  slower  Agfa  and  Lumiere  color 
plates  had  to  be  used.  Later,  kodachrome 
film  facilitated  the  making  of  fundus  pic- 
tures and  somewhat  improved  their  quality. 
Also  the  Nordenson  camera-ophthalmoscope 
was  later  improved  to  eliminate  the  white 
spot  seen  in  early  pictures  in  the  form  of  a 
figure  8. 

The  enormous  cost  of  the  photoengrav- 
ings and  four-color  reproduction  has  been  a 
regrettable  handicap  to  the  wider  use  of  color 
photographs  not  only  of  the  fundus  but  of  the 
anterior  segment  as  well.  Color  is  perhaps 
more  valuable  than  the  architecture  of  the 
fundus  of  the  eye  in  evaluating  early  disease, 
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although  both  are  necessary.  For  this 
reason  the  outstanding  feature  of  this  volume 
of  Ciba  Symposia  is  its  value  as  a teaching 
medium,  since  it  combines  both  color  and 
architecture  well. 

The  196  photographs  reproduced  from 
Dr.  Bedell’s  collection  of  more  than  100,000 
color  photographs  should  be  preserved  not 
only  for  their  instructional  worth  but  also  as 
a work  of  art. 


Public  Relations  of  Modern  Medicine. 

In  a recent  monthly  message  Dr.  Louis  H. 
Bauer,  president  of  the  American  Medical 
Association,  had  sound  advice  for  the  pro- 
fession on  the  subject  of  public  relations.1 

The  public  has  its  most  intimate  contact  with 
the  profession  through  the  individual  physician 
and  his  office  assistants.  The  primary  aim  of 
the  medical  profession  is,  or  should  be,  to 
render  service  to  the  public.  The  patient 
should  feel  that  his  physician  is  a friend  and 
confidant.  The  medical  profession  at  one  time 
held  that  enviable  position  in  the  eyes  of  the 
public.  Now,  altogether  too  often,  the  patient 
feels  that  he  is  merely  an  incident  in  the  doc- 
tor’s life.  This  has  come  about  gradually  by 
overspecialization  in  medicine  and  by  the  com- 
mercial attitude  demonstrated,  not  by  all,  but 
by  some  physicians. 

The  foundation  of  medical  public  relations 
is  the  individual  physician.  His  character 
and  acts  determine  largely  the  attitude  of 
the  public  toward  the  profession.  No  public 
relations  bureau,  either  county,  state,  or 
national,  can  originate,  it  can  only  dissemi- 
nate what  the  individual  practitioners  are  and 
do. 


' J.  A.  M.  A.  ISO:  420  (Sept.  27)  1952. 


The  time  is  long  since  past  when  a physician 
could  devote  himself  only  to  the  scientific  as- 
pects of  medicine.  He  must  consider  and  be 
familiar  with  the  social  and  economic  aspects  as 
well.  He  must  take  an  active  part  in  his 
county  medical  society.  The  county  medical 
society  in  some  areas  is  an  organization  highly 
influential  and  respected ; in  other  areas  it  has 
lost  or  failed  to  gain  this  position.  The  usual 
reason  for  such  failure  is  that  a great  many 
members  do  not  attend  meetings  or  take  an  in- 
terest in  its  activities.  Where  medical  societies 
are  inactive,  other  organizations  acquire  the 
support  of  the  public,  sometimes  to  the  detri- 
ment of  medical  and  public  interests.  County 
societies  must  actively  demonstrate  to  the 
citizens  of  their  area  that  they  exist  primarily 
for  the  betterment  of  medical  care  and  public 
health  in  the  community. 

On  the  national  level  various  additional 
services  for  the  dissemination  of  information 
to  the  public  are  available  and  are  being 
utilized  to  the  fullest  extent,  as  are  those  on 
the  State  level. 

The  A.M.A.  itself  can  disseminate  both 
scientific  news  and  socioeconomic  information 
through  correspondence,  press  releases,  special 
articles  and  brochures,  radio,  television,  and 
contacts  with  other  organizations.  All  these 
methods  are  used  by  the  Association.  With 
the  general  public,  however,  an  impersonal,  na- 
tional organization  does  not  have  the  influence 
that  the  trusted  family  physician  has.  He  is, 
and  always  will  be,  the  most  important  com- 
ponent of  the  profession’s  public  relations. 

Public  relations  cannot  be  manufactured, 
nor  can  they  be  derived  from  any  source 
other  than  the  individual.  A constant  con- 
sciousness of  this  fact  should  guide  each  phy- 
sician in  all  his  relationships  with  his  pa- 
tients and  his  community. 


Nothing  in  life  is  to  he  feared.  It  is  only  to  be  understood. — Marie  Curie 


What  men  want  is  not  talent,  it  is  purpose;  not  the  power  to  achieve,  bid  the  will  to  labor. — 
Bulwer-Lytton 
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DIAGNOSIS  IN  CANCER  OF  THE  TESTICLE 

Archie  L.  Dean,  M.D.,  New  York  City 
( From  the  Department  of  Surgery,  Memorial  Hospital) 


WITH  tumors  which  are  so  likely  to 
metastasize  while  apparently  insignifi- 
cant, it  is  essential  to  lose  no  time  before  mak- 
ing the  correct  diagnosis.  In  our  experience, 
young  men  with  testis  tumors  visited  their 
physicians  within  an  average  period  of  three 
months  after  the  first  symptom,  but  recog- 
nition of  the  tumors  was  so  long  delayed 
and  they  spread  so  rapidly  that  when  the 
correct  diagnosis  was  made  88  per  cent  had 
demonstrable  metastases,  and  a high  pro- 
portion were  incurable.  To  avoid  such 
serious  errors,  every  patient  with  an  intra- 
scrotal  swelling  must  be  examined  with  the 
greatest  care  and  the  determination  that  in 
every  case  a testis  tumor  must  either  be  dis- 
covered or  definitely  ruled  out.  Also,  when 
a young  man  complains  of  a unilateral  back- 
ache or  presents  an  enlarged  signal  node,  the 
scrotal  contents  should  be  investigated. 

After  examining  the  patient  erect  to  de- 
termine the  presence  or  absence  of  a vari- 
cocele, all  of  the  clothing  should  be  removed 
and  he  should  be  placed  on  an  examining 


table  in  the  dorsal  position.  Inspection  of 
the  scrotum  may  show  a unilateral  enlarge- 
ment, which,  at  the  time  of  the  first  visit,  is 
seldom  larger  than  twice  the  size  of  its  nor- 
mal mate.  There  is  rarely  ecchymosis  sug- 
gesting trauma,  and  the  overlying  skin  is  not 
red  and  inflamed.  However,  if  the  tumor  is 
large,  the  scrotum  may  be  so  stretched  that 
the  skin  appears  tense  and  glazed.  In  a 
carefully  studied  series  of  several  hundred 
patients,  20  per  cent  of  the  tumors  were  er- 
roneously diagnosed  as  hydroceles.  If  the 
hydrocele  or  the  tumor  is  sufficiently  large, 
differentiation  can  be  made  by  inspection 
alone,  because  hydroceles  extend  along  the 
spermatic  cord  and  produce  a swelling  be- 
neath the  skin  at  the  base  of  the  penis  which 
apparently  shortens  this  organ.  On  the 
other  hand,  with  few  exceptions,  tumorous 
enlargement  is  confined  to  the  testis. 

Testis  tumors  are  rarely  tender,  but  pal- 
pation should  be  exceedingly  gentle  because 
there  may  be  danger  of  disseminating  metas- 
tases by  handling.  Also,  for  the  same 
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Fig.  1.  An  hydrocele  showing 
extension  of  swelling  to  hase  of 
penis  with  apparent  shortening 
of  the  organ. 


Fig.  2.  A testis  tumor  of  same 
size  with  swelling  limited  to  testis 
and,  therefore,  no  apparent 
shortening  of  penis. 


Fig.  3.  An  adult  teratoma 
which  may  reach  considerable 
size  without  metastasis. 


Fig.  4.  A highly  malignant 
tumor  hut  insignificant  in  size 
with  metastases  to  abdomen,  me- 
diastinum, left  supraclavicular 
region,  and  lungs. 
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reason,  intrascrotal  lesions  should  not  be  ex- 
amined by  groups  in  a clinic.  The  first  point 
to  be  determined  by  palpation  is  whether 
the  swelling  is  of  the  testis  or  epididymis. 
Although  closely  associated  anatomically, 
these  organs  have  a different  embryologic 
origin  and,  to  a great  extent,  are  subject  to 
different  diseases.  If  the  tumor  is  of  the 
testis,  the  epididymis  and  spermatic  cord 
usually  are  normal.  Irrespective  of  the  size 
of  the  growth,  the  shape  of  a normal  testis 
will  be  maintained  because  of  the  density  of 
the  tunica  albuginea.  The  tips  of  the  ex- 
amining fingers  may  sink  into  cystic  depres- 
sions, or  stony  hard  areas  may  be  found  in- 
dicative of  cartilage  or  bone.  The  swelling 
is  often  surrounded  by  fluid,  rendering  ac- 
curate palpation  impossible.  Taking  great 
care  not  to  puncture  the  tunica  albuginea, 
this  fluid  can  be  aspirated  safely.  Usually 
it  is  clear  and  amber  colored.  If  bloody,  it 
suggests  that  the  tumor  has  grown  into  the 
epididymis  because  all  of  the  testis  is  covered 
by  the  impermeable  tunica  albuginea. 

The  two  most  constant  diagnostic  char- 
acteristics of  testis  tumors  are  hardness  and 
heaviness.  These  tumors  may  be  so  dense 
that  they  feel  as  hard  and  as  heavy  as  a 
stone.  A practiced  examiner  may  recog- 
nize this  density  and  diagnose  a tumor  when 
the  growth  is  no  larger  than  1 cm.  in  diam- 
eter and  is  deeply  situated.  On  the  other 
hand,  increased  density,  although  present, 
may  be  more  diffuse  when  the  limits  of  the 
growth  are  less  clear-cut.  In  such  es- 
pecially difficult  cases,  particularly  so  if  the 
tumor  is  small,  the  examiner  will  make  a 
correct  diagnosis  only  when  he  is  exceedingly 
painstaking  and  somewhat  courageous. 
Usually  the  spermatic  cord  is  normal.  In  a 
small  proportion  of  cases  (once  in  75  proved 
tumors  in  our  series),  the  growth  infiltrates 
the  spermatic  cord  for  a varying  distance. 
Occasionally,  nutritional  demands  of  the 
tumor  result  in  such  enlargement  of  the 
spermatic  artery  that  its  pulsations  may  be 
palpable.  Such  is  not  the  case  with  small 
tumors.  Neither  incisional  biopsies  nor  the 
much  less  traumatizing  aspiration  biopsy 
should  be  used  to  obtain  specimens  of  testis 
tumors,  because,  when  breaks  are  made 
through  the  tunica  albuginea,  the  growth  is 
likely  to  fungate  rapidly. 

A gumma  of  the  testis  may  not  be  distin- 
guishable from  a tumor  by  physical  exami- 
nation. Since  serologic  tests  for  syphilis  are 
practically  always  strongly  positive  when  the 
patient  has  a testicular  gumma,  they  should 
be  made  whenever  a testis  tumor  is  suspected. 


When  reactions  are  negative,  the  possibility 
of  a gumma  can  be  dismissed. 

Occasionally,  the  most  experienced  clini- 
cian may  be  unable  to  recognize  a testis 
tumor  after  examining  only  the  scrotal  con- 
tents. However,  if  he  can  discover  a char- 
acteristic metastasis  in  its  usual  location  in 
the  abdomen  cephalad  to  the  affected  testis 
or  find  any  one  of  several  other  possible 
clues,  the  diagnosis  will  be  clarified.  For 
this  reason  and  also  to  determine  the  extent 
of  the  disease,  the  upper  regions  of  the  body 
of  all  patients  with  testis  swellings  must  be 
carefully  examined.  The  earliest  demon- 
strable lymphatic  metastasis  usually  is  situ- 
ated in  the  abdomen  on  the  same  side  as  the 
affected  testis  and  slightly  cephalad  of  the 
umbilicus.  It  is  nontender,  rounded,  firm, 
fixed,  and  retroperitoneal.  The  retro- 
peritoneal position  is  shown  on  the  left  side 
when  gas  can  be  percussed  in  the  overlying 
intestine,  while  on  the  right,  if  the  stomach  is 
distended  with  air,  the  mass  is  covered. 

Excretion  urograms  should  be  taken  in  all 
patients  with  testis  tumors.  The  presence 
and  extent  of  retroperitoneal  metastases 
often  can  be  estimated  accurately  by  the 
displacement  and  pressure  deformities  they 
produce  in  the  kidney  and  upper  ureter. 
Similar  roentgenograms  made  later  are  use- 
ful to  show  the  results  of  treatment. 

Continuing  the  examination  along  the 
pathways  of  lympathic  spread,  it  is  usually 
impossible  to  discover  epigastric  or  medias- 
tinal nodes  because  of  their  depth,  but  the 
signal  node,  or  Virchow’s  node,  may  be  felt, 
if  enlarged,  in  the  left  supraclavicular  fossa 
behind  the  clavicular  insertion  of  the 
sternocleidomastoid  muscle.  This  node  be- 
comes most  prominent  if  the  patient  is  up- 
right. In  all  cases,  the  breasts  should  be  ex- 
amined. Gynecomastia  frequently  is  caused 
by  secretions  of  testis  tumors  of  trophoblas- 
tic origin,  and  the  swelling  usually  has  grave 
prognostic  significance.  The  Ascheim-Zon- 
dek  test  may  profitably  be  used  to  study 
hormonal  changes  in  the  patient,  but  clear- 
cut  findings  of  clinical  value  are  to  be  ex- 
pected only  when  the  tumors  are  of  tro- 
phoblastic origin  or  contain  trophoblastic 
elements.  Only  carefully  performed  quan- 
titative tests  on  twenty-four-hour  samples  of 
urine  have  significance,  and  the  reports 
should  indicate  the  number  of  mouse  units  in 
each  liter  of  urine.  Assays  of  less  than  500 
mouse  units  per  liter  are  of  no  clinical  im- 
portance. Strongly  positive  findings,  how- 
ever, may  aid  in  making  the  diagnosis  and 
perhaps  in  showing  the  extent  of  the  disease. 
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The  test  is  especially  valuable  in  estimating 
prognosis  because  tests,  when  repeated, 
often  reflect  tumor  regression  under  treat- 
ment or  recurrence  of  disease  after  treatment 
has  stopped. 

In  addition  to  excretion  urograms,  roent- 
genograms of  the  chest  should  be  made 
routinely  in  search  of  a continuation  of 
lymph-borne  metastases  in  the  mediastinum 
or  blood-borne  metastases  which  are  usually 
first  demonstrable  in  the  lungs.  The  latter 
characteristically  appear  as  round,  dense, 
clear-cut  shadows,  usually  multiple  but 
occasionally  single.  The  round  shape  shows 
that  the}'  are  intravenous  metastases  be- 
cause, no  matter  how  large  they  may  be- 
come, they  always  maintain  the  roundness  of 
the  vein  lumen  in  which  their  growth  began. 

It  may  happen  that  one  has  carefully  com- 
pleted all  diagnostic  procedures  and  is  still 
uncertain  of  the  diagnosis;  no  evidence  of 
disease  can  be  found  outside  of  the  scrotum, 
and  the  condition  within  the  scrotum  is  not 
clear.  When  such  is  the  case,  one  should 
refer  the  patient  without  delay  to  a con- 
sultant of  greater  experience.  If  this  is  im- 
practicable and  one  is  convinced  that  the 
lesion  is  definitely  of  the  testis,  one  should 
promptly  operate  and  remove  it. 

Most  swellings  of  the  testis  are  tumors. 
A minority  may  be  gumma,  infarcts,  hema- 
toceles, or  torsion  of  the  spermatic  cord. 
Occasionally  the  walls  of  a hydrocele  are  so 
greatly  thickened  as  to  feel  solid  and  fail 
to  transmit  light.  In  any  such  doubtful 


case,  even  if  the  lesion  is  not  malignant,  it 
has  probably  destroyed  the  function  of  the 
testis.  Therefore,  with  the  penalty  for 
delayed  treatment  of  a tumor  so  great,  and 
the  loss  in  case  of  diagnostic  error  so  small, 
the  best  interests  of  the  patient  generally 
are  carried  out  when  testis  lesions  closely 
simulating  tumors  are  promptly  removed. 

When  properly  performed,  orchiectomy 
for  tumor  is  a simple  operation  which  com- 
pletely removes  the  primary  growth  without 
spreading  metastases.  Too  frequently,  how- 
ever, the  operation  is  improperly  performed, 
with  serious  consequences  to  the  patient. 
The  principal  reason  for  a bad  operation 
which  may  spread  metastases  and  be 
followed  by  a local  recurrence  is  uncertainty 
in  diagnosis.  The  doubtful  surgeon  un- 
wisely endeavors  to  recognize  the  intrascro- 
tal  enlargement  by  fully  exposing  it.  In 
so  doing,  he  cuts  down  directly  on  the  tumor, 
unnecessarily  subjecting  it  to  pressure. 
Often,  with  the  testis  laid  bare,  the  problem 
is  not  clarified,  and  the  growth,  therefore, 
is  incised.  This  may  help  dispel  diagnostic 
uncertainties,  but  the  cost  is  great,  because 
incisions  through  the  tunica  albuginea  into  a 
tumor  are  frequently  followed  promptly 
by  local  recurrences. 

Even  though  one  may  have  lingering 
doubts,  one  should  not  pursue  diagnostic 
procedures  to  the  operation  table.  Here 
the  purpose  should  be  to  remove  the  testis 
with  about  10  cm.  of  spermatic  cord  as 
safely  as  possible. 
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Dramamine 
in  Vertigo 

The  remarkable  relief  afforded  by  Dramamine 
motion  sickness  has  led  to  studies  of  its  pos- 
>le  value  in  allied  conditions. 

Dramamine  apparently  depresses  hyperstim- 
ition  of  the  vestibular  apparatus.  Thus  it  is 
effective  means  of  relieving  the  nausea  and 
rtigo  which  characterize  dysfunctions  of  the 
ddle  ear. 


Accepted  Uses  for 
Dramamine 

(BRAND  OF  DIMENHYDRINATE) 

MOTION  SICKNESS 

NAUSEA  and  VOMITING  associated  with 
pregnancy 

drugs  (certain  antibiotics,  etc.) 
electroshock  therapy 
narcotization 

VESTIBULAR  DYSFUNCTION  associated  with 
streptomycin  therapy 

VERTIGO  in 

Meniere's  syndrome 
hypertensive  disease 
fenestration  procedures 
labyrinthitis 
radiation  sickness 
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to  prevent  attacks  in  angina  pectoris 


Effective  in  4 out  of  5 cases  — Fewer 
anginal  attacks  were  suffered  by  78.4% 1 and 
80%2  of  patients  for  whom  Peritrate  was  pre- 
scribed on  a continuing  daily  schedule.  Taken 
regularly  as  a prophylactic  measure  (rather 
than  when  attack  is  present  or  imminent), 
Peritrate  will  often  help  to 

1.  reduce  the  number  of  attacks 

2.  reduce  the  severity  of  those  attacks  that 
are  not  prevented 

3.  reduce  nitroglycerin  dependence 

4.  increase  exercise  tolerance. 


New,  long- lasting  oral  vasodilator  — 

Unlike  older,  shorter-acting  nitrates,  Peritrate 
is  slowly  absorbed  and  long-lasting,  each  dose 
providing  4 to  5 hours  protection  against 
attacks.  It  is  virtually  nontoxic  Mild,  transi- 
tory side  effects  occur  rarely  and  are  easily 
controlled.  Tolerance  has  not  developed  in 
patients  studied. 

Dosage:  Usually  1 tablet  3 or  4 times  daily. 
Available  in  10  mg.  tablets  in  bottles  of  100 
and  500.  Literature  and  samples  on  request 

1.  Humphreys,  P.,  et  al. : Angiology  3 : 1 (Feb.)  1952. 

2.  Plotz,  M.:  N.Y.  State  J.  Med.  32:2012 (Aug.  15)1952. 
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THE  SUCCESSFUL  TREATMENT  OF  UREMIA  IN  THE  BLOCKAGE 

OF  A SOLITARY  KIDNEY 

Kenneth  T.  Rowe,  M.D.,  F.A.C.S.,  Hornell,  New  York 


( From  the  Urologic  Services  of  the  Bethesda  and  St.  James  Mercy  Hospitals ) 


UREMIA  is  here  considered  to  be  the  clinical 
syndrome  of  renal  insufficiency  with  nitrogen 
retention  products  in  the  blood  giving  a chain  of 
symptoms  beginning  with  anorexia,  headache, 
vomiting,  gastrointestinal  disturbances,  restless- 
ness, mental  symptoms,  pericarditis,  pulmonary 
edema,  coma,  and  ending  finally  with  death. 
The  purpose  of  this  presentation  is  (1)  to  encour- 
age our  colleagues  to  consider  the  possibility  of 
urinary  blockage,  and  (2)  to  consider  how  to  re- 
lieve this  obstruction  by  whatever  means  is  most 
advantageous  to  the  individual.1 

The  classification  and  differential  diagnosis  of 
uremia  recently  have  been  so  well  presented  in 
the  literature  that  it  is  unnecessary  to  repeat 
them.2  In  the  simplest  classification  uremia  may 
be  divided  into  one  of  three  types:  (1)  prerenal, 
(2)  renal,  and  (3)  postrenal  or  obstructive.  In 
some  cases  we  have  more  than  one  factor  existing, 
and  in  each  case  the  possibility  of  some  obstruc- 
tive lesion,  partial  or  complete,  must  be  carefully 
ruled  out.  There  are  few  conditions  arising 
where  teamwork  between  the  clinician  and  the 
urologist  offers  the  challenge  for  success  found  in 
treating  the  obstructed  uremic  patient  with  a 
solitary  kidney.  One  is  never  justified  with  a 
“do  nothing”  attitude,  assuming  the  compen- 
satory ability  of  the  one  kidney  has  failed,  and 
waiting  for  the  end  to  occur.  Before  approaching 
the  problem  I would  like  to  emphasize  two  pro- 
cedures to  avoid:  (1)  Do  not  give  blood  trans- 
fusion to  a uremic  patient  unless  it  is  justified  by 
extreme  blood  loss  where  exsanguination  threat- 
ens, and  (2)  never  give  mercurial  diuretics  to 
even  a mild  uremic  patient  when  azotemia  and 
oliguria  exist.  Mercurial  poisioning  occurs  when 
large  or  repeated  doses  are  given  to  patients  with 
diseased  or  obstructed  kidneys  where  excretion 
of  the  drugs  is  delayed  or  inhibited.3-4 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
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The  medical  management  of  uremia  must  be 
undertaken,  with  the  full  knowledge  of  the  under- 
lying cause,  to  maintain  the  electrolytic  and 
fluid  balance  until  sufficient  renal  recovery  has 
occurred.8  The  facilities  of  an  adequate  lab- 
oratory must  be  available  not  only  to  determine 
the  blood  nonprotein  nitrogen  and  the  carbon 
dioxide  combining  power  of  the  blood  but  also 
to  determine  the  sodium  and  potassium  levels. 
Characteristic  electrocardiographic  changes  have 
been  established  which  give  valuable  guides  to  the 
serum  potassium  concentrations.  Since  the 
anuric  patient  loses  very  few  electrolytes  and  is 
putting  out  no  urine,  we  must  be  doubly  cautious 
in  the  amount  and  type  of  intravenous  fluids  giv- 
en. The  dangers  of  producing  pulmonary  edema 
and  over-hydrating  the  patient  must  be  consid- 
ered at  all  times.  Digitalization  is  often  indi- 
cated, especially  in  the  older  age  group,  or  where 
heart  disease  is  present.  Hypocalcemia  can  be 
suspected  where  there  is  muscular  twitching  or 
tetany  and  is  best  treated  by  administration  of 
calcium  gluconate  or  similar  soluble  salt. 

The  artificial  kidney  or  other  dialyzing  pro- 
cedures such  as  peritoneal  or  intestinal  lavage 
was  not  used  in  our  series  of  cases.  The  much- 
discussed  lower  nephron  nephrosis  and  the  recent 
use  of  cortisone  need  only  be  mentioned  at  this 
time,  since  we  are  devoting  our  attention  to  the 
vital  issue  of  assuring  that  there  is  no  urinary 
mechanical  obstruction. 

Realizing  the  futility  of  all  the  splendid  ther- 
apy if  mechanical  obstruction  exists  in  the  patient 
with  one  kidney,  we  must  never  commit  the  sin 
of  omission  in  neglecting  to  make  an  early  diag- 
nosis and  in  establishing  the  necessary  drainage. 
When  the  symptoms  are  clear-cut  and  unmis- 
takable, such  as  sudden  oliguria,  with  or  without 
renal  colic,  the  diagnosis  of  obstruction  is  not 
likely  to  be  missed.  When  colic  is  absent  and 
urinary  output  is  retarded  gradually,  the  diag- 
nosis of  blockage  can  be  overlooked  until  an  ad- 
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vanced  stage  is  present.  This  situation  cannot 
always  be  avoided  because  of  the  delay  on  the 
part  of  the  patient  in  seeking  medical  consultation, 
and  because  patients  who  have  had  one  kidney 
removed  are  not  always  sufficiently  instructed  to 
have  periodic  examinations  to  safeguard  the 
function  of  the  one  remaining  kidney.  It  is  the 
duty  of  every  urologist,  surgeon,  and  clinician  to 
outline  carefully  the  importance  of  this  future 
supervision  to  every  patient  having  a single  kidney. 
This  supervision  should  be  arranged  and  explained 
at  the  time  of  the  original  nephrectomy. 

In  making  the  diagnosis,  a careful  history  and 
physical  examination  generally  will  lend  valuable 
information.  Laboratory  tests  showing  in- 
creased nitrogen  retention  blood  levels  and  poor 
kidney  function  establish  the  diagnosis  of  uremia. 
Routine  urine  analysis  should  always  be  done, 
but  the  findings  are  not  diagnostic  and  are  often 
misleading.  We  are  now  at  the  crossroads  to 
establish  beyond  a question  that  there  could  or 
could  not  be  some  obstructive  lesion.  There  can 
be  no  substitute  for  cystoscopic  study  and  no 
reward  greater  than  to  be  able  to  relieve  an 
obstructed  kidney  before  irreversible  damage  has 
occurred. 

Case  Reports 

Case  1. — H.  C.,  female,  age  fifty-one,  had  been  in 
the  hospital  for  four  da\rs  under  good  medical  treat- 
ment for  renal  insufficiency.  Her  twenty-four  hour 
urinary  output  records  showed  300  cc.  the  first 
twenty-four  hours,  400  cc.  the  second,  200  cc.  the 
third,  and  on  the  fourth  day  only  150  cc.  The  urine 
specimen  showed  a fixed  specific  gravity  of  1.010, 
negative  for  albumin  and  sugar,  no  red  blood  cells, 
no  casts,  with  thirty  to  forty  white  blood  cells  per 
high  power  field.  Xo  growth  was  found  on  urine 
culture.  The  blood  nonprotein  nitrogen  was  173  and 
the  blood  carbon  dioxide  was  35.  The  patient’s 
symptoms  were  gradual  onset  of  fatigue,  dizziness, 
and  headache  for  one  week  before  hospital  admis- 
sion. During  her  four  days  in  the  hospital,  she  was 
able  to  retain  only  small  amounts  of  nourishment, 
and  adequate  treatment  was  given  to  combat  de- 
hydration and  bring  her  fluid  balance  to  normal  with 
intravenous  fluids.  Her  family  physician  stated 
that  she  had  had  a right  nephrectomy  in  1930.  She 
had  been  in  good  health  until  the  last  three  years 
when  she  had  experienced  several  episodes  similar  to 
the  present  one,  with  a gradual  increasing  blood 
pressure.  Recovery  had  been  prompt  on  the  pre- 
vious admissions,  after  two  or  three  days  in  the  hos- 
pital. At  no  time  before  had  there  been  persistent 
vomiting,  or  pain  in  the  one  remaining  kidney,  and 
the  diagnosis  of  impending  renal  insufficiency  had 
been  made.  When  seen  on  this  admission,  the  pa- 
tient was  stuporous,  breathing  was  labored,  and  an 
acetone  odor  was  present.  Her  temperature  was 
99  F.,  pulse  100,  blood  pressure  170/110.  Her  ab- 
domen was  moderately  obese,  and  a palpable  mass 
could  be  outlined  in  the  upper  left  quadrant.  Biman- 
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Fig.  1.  Case  1. — (A)  Flat  plate,  kidney,  ureter, 
and  bladder,  showing  deflection  of  catheter.  (B) 
Plate  after  injecting  Skiodan. 


ual  examination  of  this  mass  produced  distress.  The 
patient  appeared  acidotic  and  in  uremic  coma.  Be- 
fore considering  external  dialysis  or  peritoneal  lav- 
age, urologic  study  and  cystoscopy  were  recommen- 
ded. 

Cystoscopy  revealed  the  bladder  to  be  normal. 
A number  6 French  catheter  was  passed  up  the 
left  ureter  20  cm.  where  obstruction  was  encount- 
ered, and  only  after  considerable  manipulation 
could  it  be  passed  another  8 cm.  At  this  point  there 
was  a rapid  flow  of  urine  from  the  catheter,  and  200 
cc.  of  urine  drained  in  the  next  twenty  minutes.  A 
flat  kidney,  ureter,  and  bladder  x-ray  showed  dis- 
tortion and  displacement  of  the  upper  third  of  the 
ureter  laterally;  no  calculi  were  visualized  (Fig.  1A). 
A total  of  20  cc.  of  10  per  cent  Skiodan  was  injected, 
and  the  second  x-ray  plate  showed  evidence  of  a huge 
hydronephrotic  kidney  nearly  the  size  of  a football 
(Fig.  IB).  The  ureteral  catheter  was  strapped  in 
place  for  continuous  drainage.  At  the  end  of  ten 
hours  the  patient  was  rational,  had  no  further  nausea 
or  vomiting,  and  was  able  to  take  liquid  nourish- 
ment. After  three  days  the  blood  nonprotein  nitro- 
gen had  dropped  to  120,  the  carbon  dioxide  was  50, 
and  the  phenolsulfonphthalein  showed  5 per  cent 
return  at  the  end  of  the  first  twenty  minutes,  10  per 
cent  at  the  end  of  the  next  twenty,  and  8 per  cent 
the  next  twenty  minutes.  The  patient’s  tempera- 
ture remained  between  98  and  100  F.  during  this 
period  of  time.  The  blood  pressure  subsided  to 
150/85.  On  the  morning  of  the  fourth  day  the  cath- 
eter slipped  out  of  the  ureter,  and  no  urine  was 
found  in  the  bladder  six  hours  later.  A number  7 
French  catheter  was  replaced  up  the  ureter  to  the 
kidney,  and  since  the  patient  was  now  in  better  condi- 
tion, retrograde  pvelograms  were  made  and  the 
catheter  temporarily  removed  after  filling  the  kidney 
(Fig.  2 A and  B).  Xo  dye  drained  from  the  hydro- 
nephrotic  kidney,  showing  that  the  obstruction  was 
caused  by  an  angulation  below  the  ureteropelvic 
junction.  This  angulation  had  become  more  acute 
as  the  hydronephrosis  enlarged.  The  ureteral 
catheter  was  left  in  place  for  another  three  days,  and 
the  patient  prepared  for  surgical  correction  of  the 
obstruction. 
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Fig.  2. — Case  1. — (A)  Small  amount  of  Skiodan 
injected.  (B)  Kidney  injected  and  catheter  tem- 
porarily removed. 


The  left  kidney  was  exposed  through  a left,  ob- 
lique, loin  incision,  with  an  ureteral  catheter  in  place. 
The  kidney  pelvis  was  found  to  be  greatly  dilated, 
nearly  the  size  of  a grapefruit,  with  medial  enlarge- 
ment of  the  pelvis  displacing  the  ureter  downward 
and  laterally.  A major  portion  of  the  dilated  pelvic 
sac  was  resected  without  severing  of  the  ureter,  and 
a nephrostomy  tube  was  placed  through  the  middle 
calyx  of  the  kidney;  the  medial  portion  of  the  re- 
sected pelvis  was  closed  with  continuous  000  su- 
tures, leaving  the  ureteral  catheter  in  place  for  a 
splint.  The  postoperative  recovery  was  uneventful. 
Blood  nonprotein  nitrogen  dropped  to  75  on  the 
twelfth  postoperative  day;  at  that  time  the  wound 
was  completely  healed  about  the  nephrostomy  tube. 
Two  days  later,  on  the  fourteenth  postoperative  day, 
the  ureteral  catheter  was  removed  and  an  x-ray  was 
taken  while  injecting  Skiodan  in  the  nephrostomy 
tube  (Fig.  3).  This  x-ray  showed  excellent  drainage 
down  the  ureter  and  a practically  normal  renal  pelvis 
with  marked  improvement  in  the  calyceal  pattern. 
The  following  day  the  nephrostomy  tube  was  re- 
moved, and  the  wound  remained  dry  after  twenty- 
four  hours.  The  patient  left  the  hospital  on  the  six- 
teenth postoperative  day.  She  has  remained  in  per- 
fect health  for  the  past  two  and  one-half  years  and 
has  been  able  to  pursue  her  normal  occupation  as  a 
saleslady.  A recent  cystoscopy  and  retrograde  py- 
elogram  showed  practically  no  hydronephrosis  and 
only  second  degree  calycectasis.  Her  blood  non- 
protein  nitrogen  has  remained  between  35  to  40. 

Case  2. — A.  L.,  age  sixty-six,  male,  was  admitted 
to  the  hospital  with  a blood  nonprotein  nitrogen  of 
160,  blood  pressure  of  180/115  and  a history  of  hav- 
ing had  his  left  kidney  removed  ten  years  before  be- 
cause of  a large  staghorn  calculus.  Four  days  be- 
fore hospital  admission  this  man  had  become  list- 
less, drowsy,  and  at  the  time  of  admission  was  ir- 
rational. The  amount  of  urine  passed  had  become 
progressively  less  for  one  week  previous  to  the  ill- 
ness, and  earlier  there  had  been  some  dull  pain 
through  the  abdomen  radiating  to  his  back.  The 
temperature  during  this  period  had  ranged  between 
98  and  101  F.  On  his  third  hospital  day  he  had 
chills  and  temperature  of  104  F.  A diagnosis  of  renal 
failure  of  the  one  remaining  kidney  was  made  and 


Fig.  3.  Case  1. — Skiodan  injected  through  ne- 
phrostomy tube  now  flows  readily  to  the  bladder. 


the  possibility  of  obstruction  considered.  The 
amount  of  urine  passed  had  been  decreasing  from 
800  cc.  to  600  cc.  to  300  cc.  during  these  three  days. 
Urinalysis  showed  the  urine  to  be  cloudy,  with  alka- 
line reaction,  one  plus  albumin,  three  plus  pus, 
many  red  blood  cells,  moderate  number  of  granular 
casts,  and  negative  for  sugar.  Specific  gravity  was 
1.012.  Cystoscopic  examination  showed  the  blad- 
der to  be  essentially  normal.  A catheter  was  passed 
6 cm.  on  the  right  side  where  complete  obstruction 
was  encountered,  and  only  after  a great  deal  of  diffi- 
culty was  it  possible  to  pass  the  catheter  beyond  this 
obstruction  up  to  the  kidney.  The  rate  of  flow  was 
of  a continuous  stream.  The  flat  kidney,  ureter,  and 
bladder  x-ray  showed  a large  calculus  2 by  3 cm.  in 
diameter  in  the  lower  third  of  the  right  ureter.  Ret- 
rograde pyelograms  showed  a huge  right  hydro- 
nephrosis and  hydroureter.  The  kidney  function  test 
using  phenolsulfonphthalein  intravenously  showed  no 
dye  in  thirty  minutes  from  the  kidney.  The  patient 
was  kept  on  continuous  ureteral  catheter  drainage 
for  three  days  while  his  fluid  and  electrolytic  balance 
stabilized.  The  calculus  was  removed  by  an  oblique 
muscle-splitting  incision  just  above  the  right  inguinal 
region.  The  postoperative  course  was  uneventful, 
and  the  patient  left  the  hospital  on  the  fifteenth  day. 
Follow-up  examination  and  retrograde  kidney'  stud- 
ies one  yrear  later  showed  blood  nonprotein  nitrogen 
to  be  45.  Kidney  function  test  phenolsulfonphtha- 
lein showed  20  per  cent  elimination  in  thirty'  min- 
utes. The  patient  still  had  a large  right  kidney  with 
considerable  amount  of  calyceal  and  pelvic  dilata- 
tion although  he  was  asymptomatic.  It  has  now 
been  eight  years  since  this  operation  was  performed, 
and  the  patient  is  in  excellent  health. 

Case  3. — H.  M.,  male,  age  twenty-eight,  was  ad- 
mitted to  the  hospital  with  a temperature  of  102  F., 
dehydrated,  acutely"  ill,  and  with  a blood  nonprotein 
nitrogen  of  80.  He  had  passed  practically  no  urine 
for  thirty-six  hours  and  was  unable  to  retain  any" 
fluids  or  nourishment. 

In  1945  the  left  kidney  had  been  removed  at  Be- 
thesda  Naval  Hospital  because  of  multiple  cystine 
calculi.  Treatment  consisted  of  intravenous  fluids 
to  re-establish  his  fluid  balance  and  cystoscopy. 

An  irregular  sized  stone  0.5  cm.  in  diameter  was 
found  obstructing  the  ureter  at  the  brim  of  the  bony" 
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TABLE  I. — Uremia  Developing  in  Patients  With  One  Kidnet 


Case 

Patient 

Age 

Admini- 
stration of 
Non- 
protein 

nitrogen  Lesion 

Treatment 

Results 

1 

H.  C. 

50 

173 

Obstruction  in  ureteropelvic 
junction  with  huge  hy- 
dronephrosis 

Preliminary  ureteral  drain- 
age, surgical  plastic  repair 
of  renal  pelvis 

Complete  recovery 

2 

A.  L. 

66 

160 

Large  calculus  impacted  in 
lower  third  of  right  ureter 

Surgical  removal  of  calculus 

Complete  recovery;  patient 
has  been  followed  for  six 

years. 

3 

H.  M. 

28 

80 

Obstructing  calculus  at  lower 
third  of  right  ureter  with 
several  kidney  calculi 

Right  ureteral  meatotomy 
with  electrode  and  dilata- 
tion of  ureter  with  cath- 
eters 

Spontaneous  passage  and 
later  passage  of  the  small 
renal  calculi.  No  new 

calculi  formed  since  he  has 
been  on  dietary  manage- 
ment for  cystine  stones. 

4 

E.  K. 

54 

150 

Ureter  obstructed  by  ad- 
vanced pelvic  malignancy 

Cutaneous  ureterostomy 

Recovered;  died  six  months 
later  of  generalized  car- 
cinomatosis. 

5 

J.  B. 

42 

80 

Calculus  impacted  in  lower 
third  of  left  ureter 

Meatotomy  with  electrode; 
spontaneous  passage. 

Complete  recovery 

6 

G.  B. 

30 

110 

Strictures  of  left  ureter  and 
early  staghorn  calculus 
filling  the  renal  pelvis 

Dilatation  of  ureteral  stric- 
tures and  one  week  ure- 
teral catheter  drainage; 
surgical  removal  of  stag- 
horn calculus 

Complete  recovery;  has 

periodic  dilatations. 

7 

W.  H. 

60 

120 

Nonopaque  calculus  at  the 
terminal  right  ureter 

Meatotomy  with  electrode 
and  dilatation  with  spon- 
taneous passage  of  calculus 

Complete  recovery 

8 

F.  R. 

31 

250 

Tubercular  stricture  of  lower 
third  of  right  ureter 

Cutaneous  ureterostomy 

Lived  six  weeks  after  surgery 
and  died  of  tubercular 
pyelonephritis  and  uremia. 

pelvis.  Several  small  calculi  were  seen  in  the  cal- 
yces of  the  right  kidney.  Two  number  6 French 
catheters  were  passed  beyond  this  stone  to  the  kid- 
ney and  left  in  place  for  drainage  for  three  days. 
During  this  time  the  nausea  completely  subsided, 
and  his  temperature  returned  to  normal.  On  the 
fourth  day  he  was  recystoscoped,  and  a right  ureteral 
meatotomy  was  done  with  the  electric  cutting  tip 
enlarging  the  ureteral  orifice  sufficiently  to  allow  the 
passage  of  two  number  8 French  catheters.  These 
were  left  in  place  for  two  days  and  then  removed. 
The  calculus  was  passed  spontaneously  the  following 
day.  Chemical  analysis  showed  this  to  be  a cystine 
stone.  The  patient  has  now  been  followed  for  one 
year  with  dietary  management  and  ureteral  dilata- 
tion at  three  to  sis  month  intervals  with  no  recur- 
rence. 

Case  4- — E.  K.,  age  fifty-four,  female,  was  admit 
ted  to  the  hospital  with  a blood  nonprotein  nitrogen 
of  150  and  a blood  pressure  of  160/90.  She  had 
been  nauseated  and  unable  to  retain  fluids  for  several 
days  in  another  hospital,  where  she  was  being  treated 
for  advanced  pelvic  malignancy.  The  right  kidney 
was  reported  to  have  been  removed  twenty  years 
previously  because  of  obstruction  and  nephrolithia- 
sis. She  had  required  intravenous  fluids  because  of 
the  persistent  nausea  for  the  past  four  days,  and 
the  amount  of  urine  passed  had  been  less  than  100  cc. 
each  twenty-four  hours.  The  urine  showed  two 
plus  albumin,  and  no  sugar;  it  was  grossly  cloudy 
with  four  plus  pus,  a moderate  number  of  red  cells, 
and  no  casts. 

Cystoscopy  showed  a normal-appearing  bladder. 
The  kidney  function  test,  intravenous  indigo  car- 
mine, showed  no  dye  appearing  at  the  end  of  one- 
half  hour.  The  right  ureter  was  closed  completely 
and  would  admit  no  catheter.  The  left  ureter  ad- 
mitted a number  5 French  catheter,  and  after  a 


great  deal  of  difficulty  it  was  passed  to  the  renal 
pelvis.  The  flow  of  urine  was  rapid,  and  after  an- 
other twenty  minutes  some  of  the  intravenous  dye 
appeared  from  the  left  catheter. 

X-rays  showed  a large,  left  hydronephrotic  kidney 
and  dilated  ureter  down  to  the  brim  of  the  bony  pel- 
vis. From  this  point  to  the  bladder  the  ureter  was 
reduced  to  the  size  of  a thread,  as  shown  after  the 
catheter  had  been  removed.  Pelvic  examination 
showed  a frozen  pelvis  with  extensive  malignancy 
throughout.  A left  cutaneous  ureterostomy  was 
performed  after  two  days  of  preliminary  preparation, 
including  ureteral  catheter  drainage.  The  post- 
operative course  was  uneventful.  The  patient  re- 
gained ability  to  eat  and  take  nourishment  and  left 
the  hospital  in  seventeen  days  with  ureterostomy 
drainage.  Follow-up  showed  that  she  died  six 
months  later  of  generalized  carcinomatosis. 

Case  5. — J.  B.,  female,  age  forty-two,  was  admit- 
ted to  the  hospital  with  a blood  nonprotein  nitrogen 
of  80  and  a blood  pressure  of  170/100.  The  right 
kidney  had  been  removed  seven  years  before  in  an- 
other hospital  because  of  hydronephrosis  and  ob- 
struction. On  admission  she  had  a temperature  of 
102  F.  with  a history  of  intermittent  chills  and  fever 
for  three  days.  During  this  time  there  had  been 
general  abdominal  distress  associated  with  nausea 
and  vomiting  and  headache.  There  had  been  no 
colic-type  pain  associated  with  her  recent  symptoms. 
The  amount  of  urine  voided  for  three  days  previous 
to  admission  had  been  markedly  reduced  but  was 
considered  due  to  the  lack  of  fluid  intake.  Examina- 
tion showed  an  obese  female,  acutely  ill.  The  urine 
was  cloudy  and  showed  one  plus  albumin  and  three 
plus  pus,  many  red  cells,  and  few  granular  casts. 
The  specific  gravity  was  1.014  and  was  alkaline.  With 
fluid  intake  of  3,000  cc.,  including  1,500  of  intrave- 
nous glucose,  her  output  was  300  cc.  for  twenty-four 
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hours.  A diagnosis  of  an  obstructed  left  kidney  was 
made  and  confirmed  at  cystoscopy  when  catheters 
met  obstruction  6 cm.  from  the  bladder.  Two  cath- 
eters were  passed  by  this  obstruction  which  was 
shown  on  the  x-rays  to  be  a calculus  1.5  by  1 cm.  in 
size.  The  retrograde  pyelograms  showed  a large, 
grade  four,  left  hydronephrosis  and  hydroureter 
above  the  point  of  obstruction.  A meatotomy  of 
the  left  ureter  through  the  intravesical  portion  was 
done,  using  the  cutting  meatotomy  electrode.  The 
ureteral  catheter  was  strapped  in  place  for  forty- 
eight  hours.  During  this  period  the  patient’s  vom- 
iting, headache,  and  nausea  completely  disap- 
peared, and  she  passed  500  cc.  of  urine  through  the 
catheter  and  600  cc.  voided  urine  which  passed 
around  the  catheter  into  the  bladder.  On  the  third 
day  the  catheter  was  removed,  and  on  the  same  af- 
ternoon the  calculus  was  expelled. 

Follow-up  cystoscopic  examination  and  retro- 
grade x-rays  three  months  later  showed  a marked 
return  to  normal  kidney  pattern  with  only  slight 
evidence  of  pelvis  dilatation.  Kidney  function  test 
this  time  showed  20  per  cent  elimination  of  the  phe- 
nolsulfonphthalein  in  twenty  minutes.  Her  blood 
pressure  was  140/80  and  the  urine  was  crystal  clear. 
This  patient  has  been  instructed  to  have  periodic 
urologic  study. 

Case  6. — G.  B.,  age  thirty,  female,  was  admitted 
to  the  hospital,  acutely  ill,  with  a blood  nonprotein 
nitrogen  of  110  and  blood  pressure  of  150/100.  For 
several  days  previous  to  her  hospital  admission  she 
had  been  nauseated,  depressed,  and  passing  rel- 
atively small  amounts  of  cloudy  urine.  Her  ad- 
mission temperature  was  101  F.  and  during  the  next 
forty-eight  hours  ranged  between  100  and  103  F. 
The  urine  was  alkaline  in  reaction,  albumin  was  two 
plus,  loaded  with  white  blood  cells  and  many  red 
blood  cells;  no  casts  were  reported  and  no  sugar  was 
found.  Her  right  kidney  had  been  removed  pre- 
viously because  of  nephrolithiasis  and  hydronephrosis. 
Her  fluid  balance  was  re-established  with  intraven- 
ous fluids.  The  urinary  output  was  less  than  300  cc. 
per  twenty-four  hour  period  for  the  next  two  days. 
Cystoscopy  was  arranged  and  the  following  findings 
noted:  The  bladder  and  urethra  were  normal.  The 
right  ureteral  orifice  was  atrophic  and  closed.  A 
number  6 French  catheter  was  passed  with  consider- 
able difficulty  up  the  left  ureter  because  of  multiple 
strictures  encountered.  The  urinary  drainage  from 
the  catheter  was  essentially  the  same  as  reported  on 
her  admission  urine.  X-rays  showed  early  staghorn 
calculus  in  the  renal  pelvis.  Retrograde  pyelograms 
showed  the  kidney  calyces  to  be  dilated,  and  the  last 
plate  taken  after  the  catheter  was  removed  showed 
multiple  areas  of  constriction  with  intervening  areas 
of  dilatation  of  the  left  ureter.  A number  7 French 
catheter  was  then  reinserted  and  left  in  place  for 
drainage.  After  one  week  of  ureteral  catheter 
drainage  the  patient’s  general  condition  was  mark- 
edly improved,  and  the  left  pelvic  calculus  was  re- 
moved from  the  kidney  through  a posterior  loin  in- 
cision. Both  a ureteral  catheter  and  a pyelotomy 
tube  were  left  in  place  for  drainage.  The  ureteral 
catheter  was  removed  after  six  days  and  the  pyelot- 
omy tube  on  the  twelfth  day.  With  her  incision 


completely  healed  and  dry  the  patient  was  able  to 
leave  the  hospital  on  the  sixteenth  day  with  a blood 
nonprotein  nitrogen  of  45.  During  the  past  five 
years  she  has  had  periodic  ureteral  dilatation  and 
has  been  in  excellent  health  with  no  recurrence  of 
calculus. 

Case  7. — W.  H.,  male,  age  sixty,  was  admitted  to 
the  hospital  with  a blood  pressure  of  190/110  and  a 
blood  nonprotein  nitrogen  of  120  and  a history  of 
having  had  his  left  kidney  removed  fifteen  years  ago 
for  nephrolithiasis.  He  had  been  in  good  health 
until  the  past  four  days  when  he  assumed  he  had  con- 
tracted the  “flu.”  He  had  general  malaise  and  ach- 
ing, associated  with  low  grade  temperature  between 
99  and  101  F.  He  had  been  nauseated  and  unable 
to  retain  fluids  during  the  past  three  days  and  for 
the  same  period  of  time  had  put  out  practically  no 
urine.  The  doctor  referring  the  patient  to  the 
hospital  said  he  had  passed  no  urine  for  the  last 
sixteen  hours.  On  admission  to  the  hospital  the 
patient  was  catheterized,  and  six  ounces  of  cloudy 
urine  were  obtained.  A urethral  catheter  was  left 
indwelling,  and  intravenous  fluids  in  the  amount  of 
1,500  cc.  of  glucose  and  500  cc.  of  saline  and  glucose 
were  given  daily.  His  temperature  continued  to 
range  between  99  and  101  F.,  and  urinary  output  was 
less  than  six  ounces  per  twenty-four  hours.  The 
urine  was  acid  in  reaction,  showed  two  plus  albu- 
min, two  plus  pus,  many  red  cells,  and  a moderate 
number  of  hyaline  and  a few  granular  casts.  Uric 
acid  crystals  wrere  reported  found  in  the  urine.  On 
the  third  hospital  day  urologic  consultation  and 
cystoscopy  were  arranged. 

The  bladder  was  found  to  be  normal  with  no 
evidence  of  prostatic  obstruction.  The  left  ure- 
teral bud  was  closed  and  atrophic.  A ureteral 
catheter  encountered  resistance  in  the  first  3 to  4 
cm.  where  some  obstruction  was  present.  After 
several  attempts  a catheter  was  passed  by  the  point 
of  obstruction  to  the  kidney  pelvis.  The  flow  of 
urine  from  the  catheter  was  continuous.  The  kid- 
ney function  test  phenolsulfonphthalein  dye  showed 
less  than  5 per  cent  recovered  in  twenty  minutes.  A 
flat  kidney,  ureter,  and  bladder  x-ray  showed  no  evi- 
dence of  calculus  in  the  upper  urinary  tract;  how- 
ever, the  retrograde  pyelograms  showed  a dilated 
right  kidney  pelvis,  calyces,  and  ureter  down  to  the 
bladder  segment.  A diagnosis  of  nonopaque  cal- 
culus at  the  terminal  end  of  the  ureter  was  made. 
Using  the  meatotomy  electrode  the  intravesical 
portion  of  the  right  ureter  was  opened  widely  and  a 
ureteral  catheter  left  in  place  for  drainage.  The  next 
twenty-four  hours  showed  marked  improvement  in 
urinary  output  with  the  patient  voiding  1,200  cc. 
while  700  cc.  was  eliminated  through  the  catheter. 
On  the  third  day  the  catheter  was  removed,  and  the 
patient  continued  to  void  normally  and  passed 
seven  or  eight  small,  pinhead  sized  calculi  which 
were  found  to  be  uric  acid  in  composition.  The  pa- 
tient has  been  feeling  well  since  and  has  had  one 
ureteral  dilatation  with  no  recurrence  of  symptoms. 
His  blood  pressure  when  last  seen  was  150/80  and 
nonprotein  nitrogen  was  38. 

Case  8. — F.  R.,  male,  age  thirty-one,  was  admitted 
to  the  hospital  with  nonprotein  nitrogen  of  250. 
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This  patient  had  had  his  left  tubercular  kidney  re- 
moved six  years  before  and  had  been  doing  well  un- 
til three  months  previous  to  his  recent  admission. 
During  this  period  there  had  been  intervals  of  one  or 
two  days  when  he  would  pass  only  a few  ounces  of 
urine.  This  would  improve,  and  the  output  would 
appear  normal.  There  had  been  no  pain,  colic,  or 
temperature  noticed  with  these  episodes,  and  he  had 
continued  his  usual  occupation  until  one  month  pre- 
vious to  this  admission.  Lassitude,  irritability,  and 
finally  mental  confusion  were  progressively  develop- 
ing, with  his  urinary  output  averaging  between  6 
and  10  ounces  in  twenty-four  hours,  for  nearly  one 
week  previous  to  his  transfer  from  another  hospital. 
The  urinalysis  showed  grossly  cloudy  urine  with  two 
plus  albumin,  four  plus  pus,  and  many  red  blood 
cells.  Specific  gravity  was  1.010.  The  kidney 
function  test  showed  no  return  of  phenolsulfon- 
phthalein  in  three  hours.  Intravenous  fluids  had 
been  given  because  of  his  persistent  nausea  and 
vomiting.  The  urologic  study  after  admission 
showed  that  this  man  had  almost  complete  obstruc- 
tion of  the  lower  third  of.his  remaining  right  ureter 
due  to  tubercular  strictures  and  angulations.  The 
upper  third  of  the  ureter  was  normal,  and  the  kidney 
showed  third  degree  hydronephrosis  with  tubercular 
calycectasis.  It  was  impossible  to  get  any  form  of 
ureteral  catheter  up  to  the  kidney  for  drainage,  and 
with  the  condition  becoming  more  acute,  a cutaneous 
ureterostomy  was  performed  under  spinal  anesthesia. 
His  postoperative  course  temporarily  improved  and 
he  became  rational.  Urinary  output  from  the  ure- 
terostomy tube  increased  to  900  and  1 ,400  cc.  a day; 
some  intravenous  fluids  were  necessary  to  supple- 
ment the  amount  taken  by  mouth.  The  nonprotein 
nitrogen  dropped  from  250  to  150  in  the  following 
ten  days.  Following  this,  however,  there  was  no 
improvement,  and  the  patient’s  condition  remained 


stationary  for  four  weeks ; at  the  end  of  this  time  the  J 
urinary  output  again  diminished,  the  blood  non- 
protein nitrogen  became  elevated  and  reached  nearly 
300  shortly  before  death.  On  autopsy  the  right 
kidney  was  found  to  be  practically  destroyed  by  the 
tubercular  process. 

Summary 

The  cases  of  eight  uremic  patients  having  one 
kidney  previously  removed,  six  of  whom  recov-  ! 
ered,  have  been  reviewed.  Uremia  in  all  cases  was 
caused  by  various  forms  of  obstruction  to  the  re- 
maining  kidney.  The  clinician,  surgeon,  and  ur- 
ologist  must  be  positive  that  no  mechanical  uri- 
nary obstruction  exists  in  the  uremic  patient. 
Catheter  drainage  above  the  obstruction  will  im- 
prove the  otherwise  hopeless  case  to  a point  where 
corrective  surgery  is  possible  and  will  prolong  life. 

A new  ureteral  meatotomy  electrode,  used  with 
the  McCarthy  resectoscope,  has  simplified  the 
enlarging  of  the  ureteral  orifice  and  intravesical 
ureteral  segment  to  help  calculus  expulsion  and 
extraction.  X-rays  show  the  remarkable  restor- 
ation of  the  kidneys  after  the  obstruction  has 
been  corrected. 

33  Center  Street 
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CIVIL  DEFENSE  TO  STEP  UP  BLOOD  PROGRAM 


After  long  delay,  Federal  Civil  Defense  Adminis- 
tration has  decided  on  its  blood  plasma  requirements 
for  the  fiscal  year  ending  next  June  30.  Its  goal 
is  a reserve  of  1,379,000  plasma  units  (179,000  now 
on  hand),  production  of  which  will  require  3 million 
pints  of  whole  blood.  The  last  blood-collecting 
campaign,  the  well-advertised  Armed  Forces  Blood 
Program,  produced  2.9  million  pints  in  eleven  months. 

CDA  expects  eventually  to  have  a reserve  of  7.5 
million  units,  divided  equally  between  plasma  and 
blood  expanders.  This  total  conceivably  could  be 
reached  in  1954,  providing  there  are  no  unforeseen 
demands  on  the  nation’s  supply  of  blood,  and  the 
projected  rate  of  collecting  and  processing  for  the 


next  nine  months  can  be  maintained  into  the  follow- 
ing year.  As  of  September,  1952,  CDA  had  1.5 
million  units  of  expanders,  in  addition  to  its  small  : 
supply  of  plasma. 

To  finance  its  efforts  between  now  and  June  30, 
CDA  has  818,750,000  left  over  from  last  year  and 
$15,000,000  Congress  appropriated  this  year  for 
medical  stockpiling.  Collecting  and  processing  K : 
of  donated  blood  will  be  directed  by  the  National 
Blood  Program,  in  which  all  affected  associations  __ 
and  government  agencies  are  cooperating.  CDA 
will  pay  collecting  and  processing  costs  for  the 
amount  it  receives. — Capitol  Clinic,  September  23, 
1952 


EXSTROPHY  OF  THE  URINARY  BLADDER 

Harrison  C.  Harlin,  M.D.,  and  Frank  C.  Hamm,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery  {Urology),  Brooklyn  Hospital) 


EXSTROPHY  of  the  urinary  bladder,  generally 
estimated  as  occurring  once  in  approximately 
every  fifty  thousand  births,  is  one  of  the  most  dis- 
tressing of  congenital  anomalies.  There  is  an 
absence  of  the  anterior  vesical  wall  and  a corre- 
sponding portion  of  the  lower  anterior  wall  of  the 
abdomen.  Accordingly,  there  is  a protrusion 
through  the  defect  of  an  uneven,  reddened,  and 
easily  bleeding  posterior  bladder  wall  including 
the  trigone.  The  ureteral  orifices  and  the  inter- 
ureteric  ridge  may  be  hidden  beneath  a mucosal 
fold.  Squamous  metaplasia  and  cornification 
of  the  exposed  epithelium  of  the  exstrophic 
bladder  are  common.  Glandular  structures  of 
the  mucus-secreting  variety,  suggestive  of  rectal 
origin,  are  often  contained  in  the  mucosa  and 
may  represent  another  manifestation  of  metapla- 
sia, although  their  development  from  enteric 
inclusions  is  more  likely  (Fig  1).  Chronic  inflam- 
matory changes  are  the  rule. 

While  this  anomaly  is  encountered  more  fre- 
quently in  the  male,  the  previously  quoted  ratio 
of  8 to  1 seems  to  be  excessive;  2 to  1 or  3 to  1 
appears  to  be  more  accurate.  In  our  series, 
there  were  four  males  and  three  females  (Table  I). 

The  pathogenesis  of  the  condition  is  unknown, 
but  the  theory  advanced  by  Vialleton  and  Adenot 
seems  plausible.1  In  substance,  the  connota- 
tion is  that  the  mesoderm  fails  to  produce  the 
anterior  abdominal  wall  between  the  umbilicus 
and  the  genital  tubercle  because  of  extension  or 
forward  displacement  of  the  cloacal  membrane. 
Provertebral  mesoderm  cannot  grow  into  the 
hiatus,  and  the  rectus  muscles  and  pubes  remain 
separated. 

Pathology,  Anatomy 

The  malformation  may  be  complete  or  incom- 
plete, the  latter  consisting  of  a defect  of  either 
the  upper  or  lower  portion  of  the  anterior  blad- 
der wall,  the  fissura  vesicae  superior  or  inferior. 
In  these  cases,  the  symphysis  pubis  is  united, 
and  the  urethra  is  normal.  All  our  cases  were 
the  complete  type  which  is,  unfortunately,  the 
more  frequent.  The  symphysis  pubis  is  absent 
and  the  pubic  bones  are  widely  separated,  the 
intervening  space  being  filled  with  connective 
tissue  (Fig.  2).  The  recti  muscles  are  separated 
and  reach  their  insertion  in  the  pelvic  bones  by 
passing  obliquely  outward.  In  the  past,  it  was 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
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Fig.  1.  Microscopic  sections  of  exstrophic 
bladder  showing  squamous  metaplasia  and  mucus- 
secreting  glandular  structures. 


thought  that  there  was  always  a coexistent 
epispadias,  but  Higgins  cited  the  case  of  a patient 
who  had  a complete  exstrophy  of  the  bladder  and 
a normal  penis.2 

In  the  male  (Fig.  3),  the  penis  is  small  and 
flattened  transversely,  and  complete  epispadias 
is  usually  present.  Cryptorchidism  is  frequently 
found,  while  the  scrotum  may  be  bifid  or  normal. 
In  two  of  our  cases,  bilateral  cryptorchidism  was 
associated  with  a bifid  scrotum.  In  another 
male,  a bifid  scrotum  was  present  with  both  testes 
normally  descended.  In  the  remaining  case,  .the 
scrotum  was  normal  and  the  testes  were  present. 

In  the  female  (Fig.  4),  the  urethra  appears  as 
an  open  sulcus  or  may  be  entirely  absent,  as 
occurred  in  all  of  our  cases.  The  labia  are 
rudimentary,  and  the  clitoris  is  usually  completely 
cleft,  its  halves  being  situated  at  the  upper  ends 
of  the  labia  minora.  There  is  likely  to  be  a 
double  vagina  and  uterine  abnormalities. 
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Fig.  2.  Roentgenogram  showing  separation  of 
pubic  bones  with  absence  of  symphysis.  (Intra- 
venous urogram,  eight  and  one-half  year  followup, 


Other  congenital  anomalies  may  be  associated 
with  exstrophy  of  the  urinary  bladder,  such  as 
hare  lip,  cleft  palate,  spina  bifida,  inguinal  hernia,  _ 
hernia  at  the  upper  portion  of  the  exstrophied 
bladder  (Case  7),  prolapse  of  the  rectum,  and 
atresia  of  the  anus  with  the  intestine  opening  into 
the  bladder.  In  all  of  our  cases,  the  umbilicus  Tie 
seemed  to  be  absent.  This  apparent  mystery  is 
explained  by  the  fact  that  the  umbilicus  was  . 
situated  lower  than  usual  on  the  abdominal  wall 
and  was  probably  hidden  in  the  scar  tissue  at  the 
superior  border  of  the  exstrophied  bladder  mucosa.  • 
These  unfortunate  individuals  in  whom  urine  is 
being  rhythmically  ejected  from  their  exposed 
ureteral  orifices  suffer  from  local  irritation  of  the 
surrounding  tissues,  constantly  wet  clothing,  and  7 
a uriniferous  odor.  As  a result  of  the  structural 
abnormality  of  the  pelvis,  with  widely  separated  - 
pubic  bones,  the  child  walks  with  a waddling- 
type  gait.  Because  of  these  conditions,  and  the 
child’s  personal  reactions  to  them,  maintenance 
of  normal  social  relationships  is  impossible,  and 
psychologic  difficulties  become  evident  as  age 
progresses.  Correction  of  these  conditions  . 
should  be  attempted,  therefore,  before  the  child 
reaches  an  age  where  social  contact  is  necessary. 
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Fig.  3.  Complete  exstrophy  of  the  bladder,  and 
male  genitals.  Note  hernia  at  superior  portion  of 
bladder. 


Indeed,  it  is  our  belief  that  the  optimum  age  is 
about  one  and  one-half  years,  granting  that  the 
general  physical  status  is  adequate. 

Because  of  the  exposed  position  of  the  ureteral 
orifices,  ascending  infection  in  the  urinary  tract 
is  a frequent  complication.  The  combination  of 
obstruction  and  infection  results  in  injury  to  the 
urinary  tract  and  death.  Malignant  changes 
occasionally  develop  in  the  mucosa  of  the  exstro- 
phic  bladder.  Judd  and  Thompson  found  18 
reported  cases.3  The  impression  that  has  been 
handed  down  by  Mayo  since  1925  is  that  if  such 
cases  are  left  alone  with  no  surgical  treatment, 
50  per  cent  will  be  dead  by  the  tenth  year  and 
66  per  cent  will  be  dead  by  the  twentieth  year.4 

Treatment 

The  treatment  is  necessarily  surgical.  In 
1850,  Lloyd  and  Simon  first  attempted  diversion 
of  the  urinary  stream  into  the  rectum  with  a 
fatal  outcome.  From  then  until  the  turn  of  the 
century,  the  main  attempt  was  directed  at  closure 
of  the  anterior  bladder  wall.  Young  endeavored 
to  close  the  bladder  and  reconstruct  the  anterior 
abdominal  wall,  penis,  and  external  sphincter.5 
This  was  successful  only  in  the  incomplete  type 
of  exstrophy  where  the  defect  was  small  and  the 
symphysis  pubis  was  present.  In  some  instances, 
the  trigone  was  transplanted  into  the  bowel,  and 
a multitude  of  varying  technics  and  positions  of 
implanting  ureters  into  the  bowel  were  intro- 
duced. Today  there  can  be  but  little  doubt  that 
diversion  of  the  urinary  stream  into  the  bowel 
offers  the  only  method  of  rehabilitation  in  cases 
of  complete  exstrophy  of  the  bladder. 

Once  operative  intervention  has  been  decided 


Fig.  4.  Complete  exstrophy  of  the  bladder  in  a 
female. 


upon,  the  preparation  of  the  patient  becomes  an 
important  consideration.  The  operation  is 
unique  in  that  the  excretory  ducts  are  joined, 
thereby  forming  a cloaca,  a condition  occurring 
normally  in  birds,  reptiles,  etc.  Preoperative 
preparation,  therefore,  should  be  directed  not 
only  toward  conserving  the  general  strength  and 
nutrition  of  the  patient,  but  toward  preparing 
the  bowel  to  act  as  a relatively  sterile  reservoir 
for  the  urine  during  the  postoperative  period. 
In  order  to  accomplish  this,  Sulfasuxidine,  aureo- 
mycin,  or  other  therapeutic  agents  of  similar 
action  are  administered  to  render  the  lower  intes- 
tinal tract  as  sterile  as  possible.  Preparations 
are  begun  five  days  before  the  contemplated  time 
of  surgery  and  should  be  accompanied  by  the 
simultaneous  administration  of  vitamin  K,  since 
the  antibiotic  drugs  tend  to  eliminate  intestinal 
flora  which  are  intimately  connected  with  the 
formation  of  this  vitamin.  If  vitamin  K is  not 
replaced  in  this  manner,  hypoprothrombinemia 
is  apt  to  develop,  leading  to  troublesome  bleed- 
ing at  the  time  of  operation  and  the  period  fol- 
lowing it.  Vitamins  B and  C are  given  also  for 
the  general  benefit  to  the  patient;  a low  residue, 
high  protein  diet  is  used.  Parenteral  fluids 
supplant  the  diet  on  the  day  prior  to  operation. 

An  enema  is  given  in  the  afternoon  and  evening 
before,  and  again  on  the  morning  of  surgery  until 
the  return  is  clear.  A rectal  tube  is  left  in  place 
after  the  last  enema  has  been  evacuated.  Exces- 
sive use  of  enemas  not  only  is  unnecessary  but  is 
a drain  on  the  patient’s  strength  and  vitality. 
Enemas  are  not  used  in  the  early  period  of  prep- 
aration but  are  reserved  for  the  final  cleansing 
process  in  the  twelve  hours  preceding  the  surgical 
procedure. 

After  anesthesia  has  been  induced,  a Levine  tube 
is  inserted  into  the  stomach,  since  children  tend 
to  gulp  air  freely,  thus  causing  gastric  dilatation 
to  such  a degree  as  to  make  the  operation  diffi- 
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Fig.  5.  Cabot  technic  of  ureterosigmoidostomy, 
schematic  representation. 


cult.  The  actual  technic  used  in  performing  the 
ureterosigmoidostomy  is  a matter  of  individual 
preference.  After  using  technics  which  involve 
utilization  of  a trough,  mucosa-to-mucosa  anasto- 
mosis, and  a combination  of  both,  we  now  prefer 
the  method  recommended  by  Cabot.6  The  essen- 
tial departure  in  this  technic  consists  in  extra- 
peritonealizing  the  wall  of  the  sigmoid  before 
implanting  the  ureter  (Fig.  5). 

Postoperative  Complications 

1.  Anuria  or  oliguria,  caused  by  narrowing 
at  the  site  of  anastomosis  due  to  edema,  hemor- 
rhage, or  snug  suturing,  maj'  occur. 

2.  An  obstruction  may  lead  to  extasia  of  the 
ureter  and  kidney  pelvis  which,  in  the  presence 
of  infection,  leads  to  pyelonephritis  or  pyo- 
nephrosis. Nephrostomy  or  cutaneous  ureteros- 
tomy are  the  usual  methods  of  treatment  of 
this  complication,  since  reimplantation  into  the 
bowel  during  the  early  postoperative  period  Is 
frequently  followed  by  very  poor  results.  It  is 
better  to  perform  a nephrostomy,  and,  after  the 
acute  process  has  quieted  down  and  the  patient 
has  become  stabilized,  an  attempt  may  be  made 
to  effect  reanastomosis.  This  type  of  surgery 
was  not  necessary  in  our  series  of  cases. 

3.  Leakage  may  occur  at  the  site  of  anasto- 
mosis. Leakage  produces  no  untoward  sequelae, 
as  the  site  of  anastomosis  is  completely  extraperi- 


toneal,  and  any  extravasation  is  drained  to  the 
exterior.  If  the  leakage  is  due  to  loose  suturing, 
which,  by  the  way,  has  its  merits,  the  drainage  will 
cease  in  a few  days  as  suture  lines  seal  over. 

If  the  ureter  has  torn  loose,  continuous  urinary 
drainage  to  the  exterior  will  lead  to  operative 
intervention  and  repair.  In  our  series,  in  two 
instances  there  was  leakage  which  ceased  spon- 
taneously without  event. 

4.  More  rareljT,  internal  hernia  or  volvulus 
occurs;  however,  there  were  no  instances  in 
our  series. 

Electrolyte  Imbalance 

Chemical  changes  in  the  blood  and  tissues  oc- 
casionally account  for  untoward  results  following 
the  operative  procedure.  This  is  particularly 
true  in  adults  suffering  from  chronic  debilitat- 
ing diseases  but  is  very  rarely  encountered  in 
the  younger  age  groups,  as  shown  in  this  series. 
Various  figures  on  the  incidence  of  pyelonephritis, 
obstruction,  and  uremia  in  the  postoperative 
period  have  appeared  in  the  literature.  In  three 
of  our  cases,  there  was  evidence  of  mild  clinical 
pyelonephritis,  as  evidenced  by  pain  and  some 
elevation  of  temperature.  With  the  exception 
of  one  case  in  which  there  was  marked  bilateral  — 
ureteral  and  renal  pelvic  dilatation,  the  followup  c. 
intravenous  urograms  have  shown  nothing  more 
than  minimal  extasia.  Two  cases  appeared  to  c 
be  completely  normal.  In  no  instance  were  we 
able  to  demonstrate  a persistent  rise  in  nitroge-  be 
nous  component  of  the  blood ; neither  was  there 
any  other  significant  electrolytic  change. 

.Alterations  in  the  carbon  dioxide  combining  - 
power,  urea,  and  blood  chlorides  accompany 
apparent  renal  damage.  The  symptoms  of  the 
acidotic  state  are  malaise,  dizziness,  anorexia. 
nausea,  and  vomiting.  In  the  more  severe  - 
phases,  thirst  and  diarrhea  are  common.  The 
pattern  of  blood  electrolytes  is  usually  as  follows: 

(1)  depression  of  carbon  dioxide  combining  power. 

(2)  elevation  of  whole  blood  chlorides,  (3)  de- 
crease in  serum  potassium,  and  (4)  some  elevation 
of  urea. 

Ferris  and  Odel  reported  that  out  of  141  cases 
of  ureterosigmoidostomy,  79  per  cent  mani- 
fested some  degree  of  hyper  chloremia,  and  SO 
per  cent  developed  laboratory  evidence  of  acidosis 
of  some  degree  as  manifested  by  diminished 
carbon  dioxide  combining  power.7  It  must  be 
remembered  that  the  patients  represented  in  this  ■ 
group  were,  for  the  most  part,  older  individuals, 
and  the  majority  suffered  from  chronic  disease. 

In  all  cases  of  ureterointestinal  anastomosis, 
there  is  absorption  of  ions,  acids,  etc.  across  the 
rectal  mucosa.  In  the  presence  of  normal  kidney 
function  there  is  no  change  in  the  electrolyte 
pattern;  in  the  presence  of  renal  damage,  the 


February  1,  1953) 


EXSTROPHY  OF  THE  URINARY  BLADDER 


293 


Fig.  7.  Repair  of  defect  by  use  of  skin  flap. 


Fig.  6.  Repair  of  defect  by  undermining  and  su- 
turing. 

change  becomes  manifest.  This  is  probably  a 
significant  reason  why  younger  children  tolerate 
the  procedure  better  than  older  subjects  whose 
urinary  tracts  are  more  apt  to  be  damaged. 

Prevention  and  Treatment  of  Electrolyte 
Imbalance 

1.  Careful  attention  must  be  given  to  empty- 
ing of  the  bowels.  There  can  be  little  doubt  that 
retention  of  urine  in  contact  with  rectal  mucosa 
will  result  in  an  increased  reabsorption  of  electro- 
lytes and  ammonia.  Small  children  who  have 
no  established  bowel  habits  present  no  problem. 
The  older  children  may  tend  to  keep  from  having 
a sufficient  number  of  bowel  movements  and 
may  require  proper  instruction. 

2.  The  intake  of  salt  (chlorides)  must  be  low. 
The  sodium  deficit  may  be  made  up  by  adminis- 
tration of  citrate,  bicarbonate,  or  lactate.  A 
10  per  cent  solution  of  sodium  citrate  in  doses 
of  4 to  20  cc.  three  to  four  times  daily  is  excellent 
for  accomplishing  the  administration  of  alkali 
in  a palatable  form.  It  does  not  have  the  dis- 
tressing side-effects  that  result  from  soda  bi- 
carbonate (gastric  distress,  sodium  retention). 
The  sodium  ion  becomes  slowly  available  to  the 
alkali  reserve  as  the  alkali  is  metabolized. 

3.  Alkaline  ash  diet  provides  basic  ions — 

calcium,  magnesium,  potassium,  sodium— all  of 
which  will  displace  ammonia  from  chloride. 
Reabsorption  of  ammonia  and  excretion  of  urea 
are  reduced.  T 

4.  Protein  intake  is  provided  i n 
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with  body  requirements  so  that  urea  excretion  is 
reduced.  The  presence  of  urea-splitting  organ- 
isms in  the  bowel  will  greatly  increase  the  amount 
of  ammonia  available  for  reabsorption. 

5.  Substantial  fluid  intake  commensurate 
with  the  age  and  size  of  the  patient  is  essential. 

6.  Hypopotassemia  in  the  early  postopera- 
tive period  is  most  successfully  combated  by 
intravenous  administration  of  potassium  chloride. 
At  later  stages,  this  electrolyte  imbalance  can 
be  prevented  or  alleviated  by  the  regular  intake 
of  orange  juice. 

Survival 

Until  fairly  recently,  there  was  a noticeable 
lack  of  long  term  morbidity  and  mortality  figures. 
Higgins  had  cited  a survival  of  87  per  cent  of  63 
patients  from  six  months  to  fifteen  years.2  Ste- 
vens collected  reports  on  28  patients  who  sur- 
vived ten  years  or  more  following  ureterosigmoid- 
ostomy.8  Of  this  latter  group,  11  had  survived 
for  more  than  twenty  years  and  two  for  more 
than  thirty  years. 

Harvard  and  Thompson,  in  1951,  published  a 
report  on  144  cases  of  exstrophy  of  the  urinary 
bladder  treated  at  the  Mayo  Clinic  by  uretero- 
intestinal  anastomosis,  with  a 12.5  per  cent  opera- 
tive mortality.4  Of  34  patients  who  died  after 
leaving  the  hospital,  79  per  cent  were  considered 
to  be  of  renal  origin.  Figures  on  survival  rates 
were: 

Period  of 

Number  of  Survival 

Patients  (Years)  Per  Cent 


98 

5 

86. 

7 

85 

10 

74. 

1 

48 

20 

52. 

1 

8 

30 

50. 

0 

pQf  tbpjft«|thors’  seven  cases  of  exstrophy  treated 
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by  ureterointestinal  anastomosis  without  an 
operative  mortality,  all  have  remained  alive  for 
periods  extending  up  to  eight  and  one-half  years, 
without  clinical  evidence  of  acidosis  or  uremia. 
In  three  cases,  there  were  mild  transitory  episodes 
of  pyelonephritis. 

Summary 

1.  Seven  cases  of  complete  exstrophy  of  the 
bladder,  four  males  and  three  females,  have  been 
treated  by  the  authors. 

2.  Ureterointestinal  anastomosis  followed  by 
excision  of  the  bladder,  plastic  repair  of  the  re- 
sulting defect  (Figs.  6 and  7)  and,  later,  of  the 
external  genitals  (particularly  in  the  male)  is  the 
preferred  procedure  for  managing  these  cases. 

3.  The  implantation  of  the  ureter  into  a com- 
pletely extraperitonealized  knuckle  of  sigmoid, 
as  described  by  Cabot,  is  our  method  of  choice. 

4.  Possible  postoperative  complications  are: 

Immediate — (1)  urinary  leakage  at  site  of 

anastomosis,  (2)  obstruction  at  the  anastomosis 


due  to  too  tight  suturing,  edema,  or  hematoma, 
(3)  anuria  or  oliguria  and  (4)  pyelonephritis. 

Delayed — (1)  obstruction  of  the  urinary  tract, 
(2)  pyelonephritis,  (3)  electrolyte  imbalance  in 
the  form  of  hyperchloremic  hypopotassemic 
acidosis  due  to  reabsorption  of  ions,  acids,  etc. 
from  the  bowel  in  the  presence  of  renal  damage 
usually  in  the  older  age  group,  and  (4)  wound 
dehiscence. 

5.  Methods  of  prevention  and  treatment  of 
electrolyte  imbalance  are  discussed. 

80  Hanson  Place 
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MEDICAL  SCHOOLS  AGAIN  SET  RECORDS  FOR  ENROLLMENT 


Facilities  for  medical  education  in  the  United 
States  are  at  an  all-time  high.  There  has  been  an 
unprecedented  increase  in  teaching  facilities  since 
the  end  of  World  War  II,  and  medical  schools  are 
receiving  better  financial  support  than  at  any  other 
time  in  their  history.  Barring  a national  disaster, 
such  as  an  all-out  war  or  a long  depression,  a fur- 
ther expansion  of  the  facilities  for  medical  education 
and  the  size  of  the  medical  student  body  is  certain 
to  occur. 

This  appraisal  and  prediction  was  made  in  the 
52nd  annual  report  on  medical  education  in  the 
United  States  and  Canada  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American 
Medical  Association.  The  report,  published  in 
the  September  13  Journal  of  the  A.M.A.,  was 
prepared  by  Dr.  Donald  G.  Anderson.  Chicago, 
secretary  of  the  council,  and  his  associates,  Dr. 
Francis  R.  Manlove  and  Mrs.  Anne  Tipner. 

There  were  27,076  medical  students  enrolled  in 
LTnited  States  schools  in  1951-1952,  as  compared 
with  26,186  in  the  preceding  year,  an  increase  of 
3.4  per  cent,  according  to  the  report.  Last  year’s 
freshman  class  numbered  7,441  students,  or  3.6 
per  cent  more  than  the  prior  year,  which  set  a record 
with  7,182.  There  were  6.080  students  graduated 
in  1952,  a record  number  for  a regular  schedule. 
The  total  was  surpassed  only  in  1947  when,  at  the 
termination  of  the  wartime  accelerated  program, 
several  schools  graduated  more  than  one  class,  and 
in  1951  when  one  school  graduated  an  extra  class, 
making  that  year’s  total  6,135.  An  estimated 
6.500  students  will  graduate  this  year. 

More  than  S300.000.000  has  been  spent  in  expan- 
sion of  medical  school  facilities  since  the  end  of  the 
last  war,  the  report  stated.  In  addition,  there  are 
13  projects  now  in  various  stages  of  development 
that  are  aimed  at  founding  hew  schools  or  expand- 


ing some  of  the  two-year  basic  science  schools  to 
four-year  schools.  Total  funds  for  operating  the 
schools,  including  research,  increased  in  the  past 
year  from  S109.000.000  to  8120,000.000. 

“In  the  period  after  the  war,  medical  schools  and 
medical  educators  were  subjected  at  times  to  severe 
and  unfair  criticism  for  not  expanding  their  facili- 
ties more  rapidly  or  extensively,”  the  report  said. 
“It  is  to  the  credit  of  the  medical  schools  that  they 
insisted  that,  if  proper  standards  were  to  be  main- 
tained, increases  in  enrollments  would  have  to  be 
accompanied  by  the  provision  of  additional  capital 
facilities  and  bv  additional  operating  funds.  It 
is  equally  to  the  credit  of  the  American  public  that 
it  was  willing  to  increase  its  investment  in  medical 
education  so  that  additional  students  could  be 
accommodated  without  lowering  the  high  standards 
of  medical  education  that  several  generations  had 
striven  to  create  in  this  country. 

“Through  increased  legislative  appropriations, 
Federal  grants  in  aid,  gifts  for  endowment . and 
current  expenses,  alumni  funds,  and.  more  recently, 
the  efforts  of  the  National  Fund  for  Medical  Educa- 
tion and  the  American  Medical  Education  Founda- 
tion, the  funds  available  to  the  medical  schools  have 
been  more  than  doubled  since  the  end  of  World 
War  II.” 

Although  it  was  pointed  out  that  some  schools 
still  lack  adequate  basic  budgets,  the  report  stated 
that  “medical  education  is  better  supported  today 
than  at  any  time  in  its  history,  and  American  medical 
schools  as  a group  are  conducting  programs  of  educa- 
tion and  research  that  far  surpass  both  qualitatively 
and  quantitatively  any  of  their  previous  efforts.” 

In  addition  to  medical  students,  medical  schools 
offer  instructions  to  some  55.437  other  students  in 
such  subjects  as  dentistry,  pharmacy,  nursing,  and 
other  fields  related  to  medicine. 


MANAGEMENT  OF  THE  UNDESCENDED  TESTICLE 

Frank  C.  Hamm,  M.D.,  and  Harrison  C.  Harlin,  M.D.,  Brooklyn,  New  York 
(From  the  Department  of  Surgery  (Urology),  Brooklyn  Hospital) 


NUMEROUS  inquiries,  from  pediatricians 
and  practitioners  alike,  concerning  the 
proper  management  of  undescended  testicles 
have  suggested  the  need  for  presenting  our  pres- 
ent views.  Queries  most  frequently  heard  are: 
Should  hormones  be  used  in  an  endeavor  to  aid 
the  undescended  testicle  in  its  migration  to  the 
scrotum  and,  if  so,  which  hormone  and  atwhatage? 
How  long  should  the  hormone  be  used  before 
resorting  to  surgery?  Does  the  preoperative  use 
of  hormone  aid  or  hinder  the  surgeon  in  cases 
where  the  testicle  fails  to  descend?  How  many 
cryptorchids  make  a complete  descent  into  the 
scrotum  following  hormone  therapy  alone?  When 
hormones  fail,  at  what  age  should  surgery  be 
recommended? 

The  gonads  appear  in  the  human  embryo  at 
about  the  fourth  week,  as  a proliferation  of  the 
mesothelial  covering  of  the  anteromesial  side  of 
the  mesonephros.  This  undifferentiated  stage 
lasts  until  about  the  beginning  of  the  second 
month  when,  in  the  male,  the  reproductive  gland 
becomes  the  testicle.  By  the  end  of  the  third 
month  the  testicle  lies  in  the  midabdomen, 
gradually  descending  extraperitoneally  until, 
under  normal  conditions,  it  arrives  in  the  scro- 
tum between  the  seventh  and  ninth  month  in 
utero.  Complete  descent  occurs  in  approxi- 
mately 99  per  cent  of  male  births,  and  while  oc- 
casionally some  cryptorchids  may  descend  at 
puberty,  it  has  been  our  experience  that  this  will 
not  occur  in  the  adolescent  after  puberty.  The 
theory  of  the  mechanism  of  descent  is  useful  in 
explaining  these  difficulties. 

During  development  of  the  testis,  a fold  of 
mesenchyme  at  the  caudal  end  becomes  attached 
to  the  vaginal  process  of  the  peritoneum,  form- 
ing a structure  known  as  the  gubernaculum. 
During  the  sixth  month  the  vaginal  processes 
(prolongation  of  the  peritoneum)  evaginate 
through  the  abdominal  wall  Ha  the  inguinal 
canal  into  the  scrotum.  Since  the  gubernaculum 
and  the  testis  are  retroperitoneal,  they  are  placed 
behind  the  posterior  wall  of  the  vaginal  process 
and  become  covered  by  the  reflected  fold  after 
their  descent.  The  narrow  canal  connecting 
the  vaginal  process  with  the  peritoneum  closes 
under  normal  conditions.  Failure  to  close 
results  in  a congenital  indirect  inguinal  hernia. 
The  gubernaculum  was  formerly  believed  to  play 
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the  most  important  role  in  migration  of  the  tes- 
ticle from  its  original  position  under  the  dia- 
phragm to  its  final  place  in  the  scrotum.  Recent 
studies,  however,  leave  the  impression  that  it 
exerts  a passive  rather  than  an  active  influence 
on  the  process  and  that  its  main  function  seems 
to  be  that  of  guidance  of  the  testicle  under  normal 
circumstances  to  the  scrotum,  and  under  ab- 
normal conditions  to  the  perineal,  pubic,  or 
femoral  regions.  These  directions  follow  the 
four  insertions  of  the  gubernaculum,  namely 
(1)  to  the  lower  portion  of  the  scrotal  fascia,  (2) 
to  the  perineal  tissues,  (3)  to  the  pubic  bone,  and 
(4)  to  the  tissue  over  Scarpa’s  triangle. 

There  is  little  doubt  that  the  chorionic  hor- 
mone, an  anterior  pituitary-like  substance 
found  in  human  pregnancy  urine,  probably  is  the 
most  important  factor  in  causing  descent  of  the 
testes  from  an  intra-  to  an  extra-abdominal  posi- 
tion. The  greatest  amount  of  this  hormone  has 
been  found  in  the  fetus.  It  is  practically  absent 
in  boys  up  to  the  age  of  ten  years.  It  is  present 
in  large  amounts  during  adolescence  and  up  to 
the  age  of  forty,  after  which  there  is  a steady 
decline.1,2  Experimental  evidence  suggests  that 
the  hormone  not  only  causes  the  testes  to 
descend  into  the  scrotum  without  the  formation 
of  a hernia,  but  causes  about  a 50  per  cent  in- 
crease in  size,  affecting  both  the  tubules  and  inter- 
stitial tissues.  It  widens  the  inguinal  canal  and 
causes  an  increase  in  size  of  all  cord  structures 
and  scrotum  (with  the  exception  of  the  skin). 
Our  use  of  the  hormone  in  the  human  subject  has 
not  been  rewarded  with  such  striking  benefits. 

During  its  migration  the  testis  may  be  ar- 
rested in  its  normal  course  (cryptorchid)  or  may, 
by  deviating  from  its  normal  course,  become  ecto- 
pic. In  the  first  instance  the  testis  may  be  found 
in  the  abdomen,  inguinal  canal,  or  upper  scrotum, 
while  in  the  latter  it  may  come  to  lie  above  the 
symphysis  pubis,  over  Scarpa’s  triangle,  or  in 
the  perineum  proper  (Fig.  1).  Mechanical  fac- 
tors which  may  prevent  proper  descent  include: 
(1)  adhesions,  (2)  short  spermatic  vessels,  vas 
or  both  (we  have  never  encountered  a short  vas), 
(3)  faulty  development  of  the  muscles  of  the  in- 
guinal canal  associated  with  powerful  cremasteric 
action,  and  (4)  the  so-called  migrating  testicle. 
The  maldescended  testicle  is  often  surrounded  by 
a hydrocele,  and  hernia  is  almost  always  present. 
We  feel  that  hernia  may  be  found  in  all  but  the 
rarest  instance,  if  a careful  search  is  made  for  it. 

Usually  the  cryptorchid  and  ectopic  testes  in 
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Fig.  1.  Ectopic  testicle.  Note  the  location  of 
the  testis  in  the  perineal  tissues  just  to  the  right  of 
the  midline. 


the  adult  are  atrophic,  and  spermatogenesis  is 
absent  or  markedly  impaired.  In  addition  to 
atrophy  and  sterility  there  is  sometimes  inter- 
ference with  secondary  sex  characteristics.  The 
abnormally  situated  testis  may  be  more  suscepti- 
ble to  trauma  and  to  torsion.  Malignancies 
are  reported  to  arise  in  maldescended  testicles 
from  30  to  44  per  cent  more  frequently  than  in 
the  normally  placed  testicle,  and  most  large 
series  of  testis  tumors  include  the  report  that 
there  was  associated  maldescent  on  the  affected 
side  in  12  to  14  per  cent  of  the  cases.3-6  Psychic 
disturbances  are  not  uncommon  in  the  adult. 

If  the  testicles  have  not  descended  by  the  end 
of  the  first  year,  the  condition  should  be  con- 
sidered abnormal.  Some  of  these  testes  will 
come  into  the  scrotum  spontaneously  at  puberty, 
but  the  longer  the  testicle  remains  in  an  abnormal 
position,  the  greater  the  chance  for  atrophy  and 
degeneration  to  occur.  The  testis  must  be  in 
the  scrotum  for  its  fullest  physiologic  develop- 
ment and  should  be  so  placed  for  some  time  before 
puberty.  The  testicle  is  vulnerable  to  an  increase 
in  temperature.  There  is  an  increase  of  several 
degrees  between  the  temperature  found  in  the 
abdomen  as  compared  to  that  found  in  the  scro- 
tum. Increased  pressure  in  the  abdomen  may 


also  be  a factor.  It  is  our  feeling  that  the  un- 
descended testicle  should  be  brought  to  the 
scrotum  before  the  sixth  year.  Our  tendency 
at  present  is  to  advise  operation  earlier  than  we 
did  formerly.7  There  is  some  evidence  that  the 
extrascrotal  testicle  will  not  suffer  from  delay  up 
to  this  age. 

We  definitely  believe  in  a trial  of  hormonal 
therapy  in  selected  cases  at  the  above-mentioned 
ages.  The  bilateral  cryptorchid,  at  least  theoret- 
ically, offers  the  best  chance  for  success  with 
hormones,  since  it  can  be  postulated  that  there 
was  some  deficiency  in  the  chorionic  hormone  in 
utero.  Unilateral  cryptorchids  offer  little  hope 
of  response,  since  one  testicle  has  already  re- 
sponded to  the  influence  of  the  hormone  and  there 
must  be  a reason  for  the  other’s  having  failed  to  do 
so.  The  reason,  of  course,  may  be  any  or  all  of 
the  previously  mentioned  mechanical  factors 
which  prevent  proper  descent.  Ectopic  testes 
can  never  descend  spontaneously  or  with  hor- 
mone treatment  and,  therefore,  always  require 
surgery.  In  addition  to  the  ectopic  testis,  large 
hernias  and  hydroceles  are  contraindications  to 
hormonal  therapy. 

We  utilize  the  chorionic  gonadotrophic  hor- 
mone rather  than  the  androgenic  hormone  in  an 
attempt  to  cause  descent.  The  latter  is  reserved 
for  those  cases  in  which  the  testicle  does  not 
develop  after  having  been  transplanted  into  the 
scrotum.  Our  aim  is  to  cause  the  testis  to  des- 
cend into  the  scrotum  without  causing  premature 
sexual  maturity.  To  do  this  250  to  500  inter- 
national units  of  chorionic  hormone  are  injected 
intramuscularly  twice  a week  for  a period  of 
eight  weeks,  depending  on  the  age,  development, 
and  response  of  the  patient.  While  some  edema 
of  the  foreskin  and  scrotum  may  occasionall}’' 
take  place,  increase  in  size  of  the  phallus  or 
growth  of  pubic  hair  does  not  result.  Any  tes- 
ticle which  would  descend  at  puberty  should  re- 
spond to  this  course.  The  giving  of  more  units 
is  unnecessary  so  far  as  response  of  the  testis 
is  concerned,  and  adverse  conditions  may  develop, 
such  as  precocious  sexuality. 

The  literature  contains  many  varying  reports 
as  to  the  percentage  of  cryptorchids  which  will 
migrate  to  the  scrotum  following  hormonal  ther- 
apy. In  our  experience  it  occasionally  happens, 
and  although  other  authors  have  claimed  bene- 
ficial results,  anything  like  a uniform  response 
has  been  lacking. 

Procedure 

While  many  operations  for  correction  of  the 
undescended  testicle  have  been  devised,  we  pre- 
fer to  utilize  the  principles  advocated  by  Torek8 
wherein  the  testis  is  sutured  to  the  fascia  lata 
of  the  thigh  from  which  it  is  detached  at  a later 
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Fig.  2.  Suturing  of  upper  margin  of  thigh  wound 
to  corresponding  edge  of  scrotal  wound  in  such  a 
fashion  that  the  knots  of  the  sutures  are  placed  on 
the  skin  surface.  Note  ligated  hernia  sac.  The 
spermatic  cord  consists  only  of  denuded  blood  vessels 
and  vas. 

date  when  the  scrotum  and  thigh  are  separated. 
Briefly,  the  procedure  is  as  follows: 

An  inguinal  incision  is  made  which  is  exactly 
the  same  in  location  and  extent  as  that  used  for 
inguinal  hernia  repair.  The  testis  is  freed  by 
removing  all  tissues,  including  cremaster  and 
gubernaculum,  attached  to  it.  The  spermatic 
blood  vessels  and  vas  deferens  are  denuded  of 
all  their  connective  tissue  coverings  as  high  up 
as  possible,  so  that  the  testis  may  be  brought 
down  into  the  scrotum  without  traction.  A 
high  ligation  of  the  hernia  sac,  which  is  present 
in  all  but  the  exceptional  case,  is  done. 

A pocket  is  made  by  manually  dissecting 
through  the  connective  tissue  from  the  lower  end 
of  the  inguinal  wound  to  the  bottom  of  the  scro- 
tum. An  incision  is  made  down  to  the  fascia  on 
the  thigh  at  a site  previously  determined  by  tak- 
ing the  testis  out  of  the  inguinal  region  and  lay- 
ing it  on  the  thigh  without  tension. 

An  incision  is  made  in  the  most  dependent  por- 
tion of  the  scrotum  which  corresponds  to  that  in 
the  thigh.  The  upper  edge  of  the  thigh  wound 
is  then  sutured  to  the  corresponding  edge  of  the 
scrotal  wound  in  such  a fashion  that  the  knots 
of  the  sutures  are  placed  on  the  skin  surface 

(Fig.  2). 


Fig.  3.  The  testicle  is  drawn  from  the  inguinal 
region,  through  the  scrotal  wound,  and  sutured  to 
the  fascia  of  the  thigh.  Note  the  posterior  layer  of 
sutures  in  place  at  the  time  of  this  maneuver. 

The  testicle  is  then  drawn  from  the  inguinal 
region,  through  the  scrotal  wound,  and  sutured 
to  the  fascia  of  the  thigh  (Fig.  3).  The  anterior 
portion  of  the  scrotal  incision  is  then  sutured  to 
the  lower  edge  of  the  thigh  wound  by  means  of 
interrupted  black  silk.  The  inguinal  wound  is 
then  closed  with  a hernia  repair.  A small  strip 
of  gauze  is  brought  in  place  between  the  thigh 
and  the  scrotum  (Fig.  4). 

The  testis  may  be  released  in  a period  between 
sixty  to  ninety  days,  at  which  time  the  scrotum  has 
stretched  out  to  near  normal  size  (Fig.  5).  Dur- 
ing this  time  activity  is  not  limited,  after  the 
first  ten  to  fourteen  days.  The  patients  may 
hike,  play,  and  carry  on  normal  activities. 

Bilateral  undescended  testicles  should  be 
managed  separately,  the  second  being  brought 
down  at  the  time  the  first  testicle  is  released. 

Results  of  Surgical  Treatment 

At  the  Brooklyn  Hospital,  in  the  ten-year 
period  of  1942  to  1952,  there  were  42  patients 
subjected  to  operative  procedures  for  cryptor- 
chidism. The  abnormality  was  bilateral  in  nine 
instances  and  unilateral  in  33.  In  the  unilateral 
cases,  the  left  side  predominated  by  one.  In  five 
cases  the  testicle  could  not  be  found,  and  in  two 
it  was  found  in  the  abdomen.  In  19  instances 
it  was  found  in  the  inguinal  canal,  in  14  at  the 
external  ring,  and  in  eight  in  the  upper  portion 
of  the  scrotum. 
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Fig.  4.  Hernia  repair  of  inguinal  wound  without 
transplantation  of  the  cord.  A small  strip  of  gauze 
is  in  place  between  the  thigh  and  the  scrotum. 

The  age  at  which  operation  was  performed 
varied  from  seven  years  to  thirty.  Orchiectomy 
was  performed  five  times.  In  five  patients  there 
was  an  associated  hydrocele,  and  in  26  cases 
hernia  was  encountered.  Of  the  34  cases  where 
the  testicle  was  brought  dawn  into  the  scrotum, 
the  results  were  considered  entirelv  satisfactory 
in  28. 

Summary  and  Conclusions 

We  recommend  the  use  of  the  chorionic  gonad- 
otrophic hormone  in  an  endeavor  to  aid  the 
undescended  testicle  in  its  migration  to  the 
scrotum.  Intramuscular  injection  of  250  to 
.500  international  units  of  the  hormone  twice 
weekly  for  a period  of  eight  weeks  should  be  given 
before  the  age  of  six. 


Fig.  5.  First  stage  Torek  procedure  ten  weeks 
postoperative. 


While  the  literature  contains  varying  reports 
as  to  the  percentage  of  cryptorchids  which  will 
migrate  to  the  scrotum  following  hormonal  ther- 
apy, we  have  encountered  nothing  like  a uniform 
response.  Descent  occasionally  occurs. 

When  hormone  treatment  fails,  immediate 
surgery  is  recommended  since  the  testis  must  be 
in  the  scrotum  for  its  fullest  physiologic  develop- 
ment and  should  be  so  placed  for  some  time  before 
puberty. 

The  preoperative  use  of  hormone  has  not 
hindered  us  in  subsequent  surgery  on  the  testicle. 
Very  possibly,  it  has  been  an  aid,  on  occasions 
when  an  increase  in  size  of  the  testicle,  cord 
structures,  and  scrotum  may  have  resulted  from 
the  hormonal  therapy. 

80  Hanson  Place 
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FIRST  AID  GUIDE  NOW  AVAILABLE 
Useful  tips  on  how  to  handle  common  first  aid 
emergencies  have  been  compiled  in  a pocket-sized 
manual  by  the  American  Medical  Association 
Council  on  Industrial  Health  and  the  Bureau  of 
Health  Education.  The  booklet  outlines  adequate 
first  aid  instructions  for  everyday  illnesses  and 
injuries  in  a simple  way.  It  is  designed  to  guide 


those  who  have  not  received  formal  first  aid  train- 
ing as  well  as  to  refresh  the  memories  of  the  experi- 
enced. A list  of  suggested  items  for  a first  aid  kit 
also  is  included. 

Single  copies  are  available  without  charge  through 
either  of  these  A.M.A.  departments.  Quantity 
prices  will  be  supplied  on  request. 


THE  TREATMENT  OF  ANURIA 

Thomas  J.  Kirwin,  M.D.,  New  York  City 

( From  the  Department  of  Urology,  New  York  Medical  College  and  Flower  and  Fifth  Avenue  Hospitals) 


NORMAL  kidney  function  is  essential  to  good 
health.  Although  many  people  manage  to 
struggle  through  a relatively  long  lifetime  with 
kidneys  which  are  continually  “insufficient,” 
they  always  remain  close  to  the  borderline  of  in- 
validism and  under  the  threat  of  early  death. 
Renal  insufficiency,  therefore,  is  a grave  concern 
of  every  practitioner  of  medicine.  The  ability 
to  recognize  promptly  and  manage  efficiently  any 
and  all  pathologic  conditions  to  which  the  kidneys 
are  subject  should  be  among  the  chief  aims  of  med- 
ical teaching. 

The  kidney  has  three  main  functions:  (1)  reg- 
ulating the  composition  of  the  blood,  (2)  main- 
taining electrolytic  balance  and  osmotic  pressure 
in  the  body,  and  (3)  disposing  of  the  waste  prod- 
ucts of  metabolism. 

To  carry  out  these  functions,  each  kidney  has  a 
mechanism  of  something  like  a million  units 
called  nephrons.  The  component  parts  of  a neph- 
ron are:  (1)  the  malpighian  corpuscle,  a cluster 
of  capillaries  enclosed  in  a capsule  taking  the 
name  of  the  anatomist  who  first  observed  it — 
Bowman’s  capsule — the  whole  being  termed  a 
glomerulus;  (2)  proximal  convoluted  tubules; 
(3)  Henle’s  loop;  (4)  distal  convoluted  tubules, 
and  (5)  collecting  tubules. 

The  chief  work  of  the  glomerulus  is  the  removal 
of  proteins  from  the  plasma.  This  is  the  first 
stage  of  urine  production.  The  essential  factors 
in  the  production  of  urine  are  as  follows : 

1.  An  adequate  amount  of  blood  under  hy- 
drostatic pressure  sufficient  to  maintain  filtration. 

2.  Enough  glomeruli  in  good  working  order  to 
act  as  filters. 

3.  Adequate  osmotic  pressure  exerted  upon 
the  protein  content  of  the  plasma  to  insure  filtra- 
tion of  the  proteins. 

When  these  factors  are  defective  or  lacking, 
anuria  develops. 

The  kidneys  maintain  the  normal  hydrogen-ion 
concentration  of  the  blood  through  their  function 
of  excreting  phosphates,  forming  ammonia,  elim- 
inating acids  in  the  form  of  salts,  and — most  im- 
portant of  all — regulating  the  acid-base  balance. 
Alterations  in  the  hydrogen-ion  content  of  the 
blood  may  be  due  to  changes  in  the  concentration 
in  the  blood  of  either  carbonic  acid  or  bicarbonate. 
We  have  the  two  terms  “acidosis”  and  “alkalo- 
sis” to  designate  disturbances  in  the  normal  acid- 
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base  equilibrium,  according  to  whether  the  pH 
tends  to  decrease  or  increase. 

Impairment  of  renal  function  permits  retention 
in  the  blood  of  acid  radicals  which  should  be  ex- 
creted in  the  urine.  Also,  such  impairment  di- 
minishes the  formation  of  ammonia,  which  is  the 
normal  check  on  acid-formation.  In  this  way  the 
acidosis  characteristic  of  renal  failure  develops. 
In  the  management  of  anuria,  no  matter  what  the 
method  employed,  the  aim  is  to  increase  the  ex- 
cretion of  waste  products  held  in  the  blood,  and 
to  restore  the  balance  of  electrolytes,  or  to  pre- 
vent a threatened  imbalance  of  those  electrolytes. 

Five  principal  methods,  aimed  at  achieving 
these  results,  are  at  present  in  use;  these  are  as 
follows : 

1.  Sweating  and  purging. 

2.  Medication — the  oral  administration  of 
alkalis  and  diuretics,  or  other  medication  designed 
to  maintain  the  chemical  integrity  of  the  body 
fluids  until  such  time  as  kidney  function  can  be 
restored  to  normal. 

3.  Lavage  of  the  duodenum,  peritoneum,  or 
stomach. 

4.  Nerve  section  or  anesthesia  of  the  renal 
nerves,  based  on  the  assumption  that  section  of 
the  vasoconstrictor  nerves  would  prevent  alter- 
ations in  the  renal  circulation,  or  anesthetizing 
the  nerves  controlling  the  renal  muscles  would 
cause  them  to  relax  so  as  to  permit  passage  of  the 
retained  urine. 

5.  Use  of  the  “artificial  kidney”:  The  original 
“artificial  kidney”  was  designed  by  John  J.  Abel 
and  his  coworkers,  in  1913. 1 For  many  years  the 
idea  was  not  developed  in  this  country  but  was 
taken  up  by  European  scientists  before  it  gained 
recognition  in  the  United  States.  The  principle 
of  the  method  is  the  connection  of  the  artery  of  an 
animal,  by  means  of  a cannula,  to  an  apparatus 
made  of  colloidin  or  some  other  substance  to 
serve  as  a dialyzing  membrane,  in  the  form  of 
tubes  immersed  in  saline  solution  or  serum,  and 
providing  for  the  return  of  the  blood  to  the  ani- 
mal’s body  by  another  cannula  attached  to  a vein. 
The  tubes  and  cannulae  are  filled  completely  be- 
fore attachment  with  a saline  solution  which  ap- 
proximates in  composition  the  salt  content  of  the 
animal’s  serum.  This  is  displaced  into  the  body 
by  the  inflow  of  blood. 

When  circulation  has  been  established  in  the 
apparatus  there  will  be  a fall  in  blood  pressure, 
but  experiments  on  animals  have  repeatedly 
demonstrated  that,  even  after  many  hours,  there 
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may  still  be  rapid  and  complete  recover}',  if  due 
care  is  given  in  administering  the  anesthetic  and 
preserving  the  strictest  asepsis.  Serious  loss  of 
blood  is  avoided  by  driving  the  greater  part  back 
into  the  animal’s  body  at  the  end  of  the  experi- 
ment. To  avoid  coagulation  of  the  blood,  Abel 
and  his  colleagues  used  hirudin,  which  appears  to 
have  served  them  very  well  with  animals  but  was 
found  unsuited  to  humans  when  at  last  the  medi- 
cal world  woke  up  to  the  possibilities  of  using 
mechanical  means  to  combat  anuria. 

Nearly  twenty  years  after  Abel  and  those  who 
worked  with  him  made  their  initial  presentation, 
certain  scientists  in  Germany,  Scandinavia,  and 
even  in  China  began  to  busy  themselves  with  the 
potentialities  of  the  “artificial  kidney.”  In 
1944  a Dutchman  named  Kolff  built  a “kidney” 
and  used  it  for  the  first  time  on  human  subjects.2 
In  1946  Kolff  took  his  device  to  England  and  the 
following  year  brought  it  to  the  United  States. 
Independent  work  had  already  been  done  by 
Canadian  physicians  and  scientists.  All  these  in- 
vestigators had  one  thing  in  common:  They 
traced  their  basic  idea  back  to  Johns  Hopkins  and 
the  year  1913,  to  the  work  of  Abel,  Rowntree,  and 
Turner.  It  is  to  these  three,  therefore,  that  the 
honor  of  inventing  “the  artificial  kidney”  should 
be  accorded! 

The  treatment  of  anuria  by  means  of  some  type 
of  “artificial  kidney”  has  steadily  increased  since 
the  introduction  of  Kolff’s  device.  All  the  ma- 
chines now  in  use  are  of  the  Kolff  type,  or  some 
modification  of  it.  The  results  so  far  obtained, 
although  encouraging,  have  served  chiefly  to 
show  that  the  potentialities  of  dialyzing  con- 
trivances are  not  yet  fully  realized.  The  device 
which  is  being  presented  at  this  time,  although 
still  far  from  the  ideal,  is  yet  a distinct  advance 
over  any  that  have  gone  before.  In  its  develop- 
ment we  have  tried  to  eliminate  the  principal 
difficulties  encountered  with  previous  machines, 
while  at  the  same  time  constructing  a small  com- 
pact unit  having  a maximum  dialyzing  area  com- 
pletely self-contained,  yet  possessing  enough 
volume  for  dialyzing  solution  within  the  unit  it- 
self, to  obviate  the  necessity  for  changing  the 
solution  during  operation. 

In  constructing  this  machine  the  principle  of 
countercurrent  flow  has  been  utilized,  permitting 
maximum  efficiency.  The  blood  moves  in  a di- 
rection countercurrent  to  the  dialyzing  solution. 
Construction  of  this  type  permits  maximum  sur- 
face-area contact  of  the  blood  against  the  dialyz- 
ing solution.  Although  far  smaller  than  any 
“kidney”  previously  presented,  its  dialyzing 
efficiency  has  in  no  way  been  reduced.  The  ma- 
chine is  easy  to  operate  and  can  be  assembled  in  a 
half  hour.  By  circulating  the  electrolyte  fluid 
actively  through  small  chambers  from  a large  res- 


ervoir, the  machine  develops  greater  working 
power  than  other  devices  which  must  have  a cum- 
bersome tank  design  for  electrolyte  fluid  because 
of  a huge  rotating  drum.  Our  tank,  being  inde- 
pendent of  the  dialysis  chambers,  is  especially 
designed  to  save  space. 

Our  cannulation  technic,  as  finally  perfected,  is 
into  the  radial  artery  and  cephalic  vein,  and  satis- 
factory results  can  best  be  obtained  by  a team  of 
operators  specially  trained  to  work  together. 
The  priming  of  the  artificial  kidney  with  blood 
needs  less  than  600  cc.,  so  that  it  can  be  operated 
on  a single  pint  of  “bank  blood”  and  thus  can  be 
used  in  almost  any  emergency  where  larger  ma- 
chines, which  need  several  quarts  for  priming 
alone,  would  be  out  of  the  question. 

The  fact  that  the  patient’s  output  and  intake 
of  blood  is  always  in  strict  control,  under  direct 
vision,  all  the  while  the  machine  is  in  operation, 
greatly  reduces  the  danger  of  exsanguination  and 
cardiovascular  overloading.  Should  the  inflow 
of  blood  to  the  machine  be  interrupted,  the  ma- 
chine is  so  designed  that  the  outflow  will  likewise 
be  cut  off  before  any  injury  is  done  to  the  patient’s 
circulation.  This  is  possible  only  because  the  ap- 
paratus operates  in  a closed  circuit,  making  it 
practically  an  extension  of  the  patient’s  own 
cardiovascular  system  and,  like  that  system,  con- 
tinuous and  closed. 

Structurally  the  artificial  kidney  may  be  re- 
garded as  consisting  of  two  parts:  the  lower  por- 
tion, a body  and  housing  consisting  of  a 38- 
gallon  capacity  stainless  steel  tank,  rectangular 
in  shape,  with  accessor}'  parts  including  a tem- 
perature regulator,  agitator,  and  electrolyte- 
solution  pump,  and  an  upper  portion  which  rests 
upon  the  tank  housing  and  constitutes  the  dialyz- 
ing chambers  and  blood  flow  lines. 

To  prepare  the  machine  for  operation,  the 
tank  is  first  filled  with  tap  water,  to  which  suitable 
electrolytes  are  added  in  measured  quantities. 
An  agitator  keeps  this  solution  evenly  distrib- 
uted, while  its  temperature  is  kept  constant  by 
a temperature-regulating  mechanism.  Disin- 
fection is  accomplished  by  filling  all  lines  in  con- 
tact with  blood  with  aqueous  antiseptic  solution 
(Urolocide  solution,  1:1,000),  which  is  then 
drained  off  and  followed  by  repeated  rinsing  with 
sterile  normal  saline.  The  blood  lines  are  then 
primed  with  whole  blood,  and  the  machine  is 
ready  for  use. 

From  the  patient’s  outflow-cannula  the  blood 
first  passes  through  the  blood  pump,  which  is  the 
artificial  “heart”  of  the  machine,  responsible  for 
maintaining  pressure  necessary  to  continue  an 
adequate  flow.  The  blood  then  goes  through  a 
“flow-meter”  which  provides  an  instantaneous 
measure,  under  direct  vision,  of  patient-outflow 
rate.  It  then  traverses  a series  of  blood-dialvz- 
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ing  chambers,  which  are  gathered  in  a compact 
unit  and  alternated  with  a series  of  water  cham- 
bers. Fresh  electrolyte  solution  is  constantly 
pumped  at  a rapid  rate  through  these  water  cham- 
bers from  the  electrolyte  reservoir  and  returned 
to  the  tank.  The  blood  has  been  dialyzed  when 
it  leaves  the  chambers ; it  is  now  passed  through 
a clot  trap  and  returned  to  the  patient’s  veins, 
thus  completing  the  circuit. 

Careful  selection  of  patients  suited  to  undergo 
dialyzation  by  means  of  the  artificial  kidney  is  of 
the  utmost  importance.  Heparin  must  be  ad- 
ministered beforehand,  in  order  to  prevent  clot- 
ting of  the  blood  during  the  procedure,  and,  as 
the  rate  of  heparin  metabolism  varies  with  in- 
dividual patients,  we  perform  a modified  heparin 
tolerance  test  preparatory  to  dialysis.  If  there 
is  any  question  of  cardiac  decompensation,  we 
digitalize  the  patient  fully  prior  to  dialysis.  Cal- 
cium in  the  electrolyte  solution  would  precipitate 
out  unless  a partial  pressure  of  carbon  dioxide  is 
maintained  on  the  solution.  During  dialysis 
the  patient  loses  blood  calcium,  and  this  must  be 
replaced  by  intravenous  calcium  gluconate.  Care 
must  be  exercised  not  to  give  an  excessive  amount 
of  intravenous  calcium  in  a digitalized  patient. 

Experience  has  taught  us  that  an  adequate 
blood  flow  can  best  be  maintained  with  deep  can- 
nulation  of  the  antecubital  veins,  inserting  the 
largest  bore  possible  of  thin-walled  polyethylene 
tubing.  Cutdown  and  isolation  of  the  vein  must 


be  accomplished  before  the  heparin  is  adminis- 
tered, as  it  is  necessary  to  have  the  blood  clot  at 
the  site  of  insertion  of  the  cannula;  otherwise 
there  will  be  persistent  oozing.  Cannulation  can 
be  completed  ten  minutes  after  the  heparin  has 
been  administered. 

Since  the  initial  presentation  of  this  instru- 
ment two  years  ago,  we  have  been  able  to  widen 
our  clinical  experience  considerably  and  have 
found  the  instrument  useful  in  a number  of  patho- 
logic renal  conditions  other  than  acute  anuria, 
such  as  spontaneous  acute  potassium  intoxica- 
tion, abnormal  blood  sodium  levels  (either  low 
or  high),  acute  episodes  of  chronic  glomerulone- 
phritis, certain  cases  of  shock,  pulmonary  edema, 
and  congestive  heart  failure.  All  these  condi- 
tions have  in  common  the  fact  that  a diffusible 
substance  is  concentrated  in  the  blood  at  an  ab- 
normal level.  The  aim  of  therapy  is  to  alter  this 
concentration — whether  high  or  low — to  bring  it 
to  normal  values.  The  artificial  kidney  has  been 
found  to  be  a suitable  and  safe  means  of  inducing 
these  changes  in  electrolyte  concentration  and  is 
ceasing  to  be  the  “means  of  last  resort”  it  has 
heretofore  been  considered. 
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REPORT  ENZYME  HELPS  PREVENT  KIDNEY  STONES 


Hyaluronidase  (an  enzyme)  mixed  with  isotonic 
sodium  chloride  solution  has  aided  in  the  prevention 
of  kidney  stones,  it  was  reported  in  the  November 
15  issue  of  the  Journal  of  the  American  Medical 
Association. 

A study  of  24  persons  in  whom  kidney  stones 
previously  formed  at  a rapid  rate  showed  that 
injections  of  the  drug  under  the  skin  every  twenty- 
four  to  forty-eight  hours  prevented  the  formation 
of  new  kidney  stones  and  prevented  further  growth 
of  existing  stones  in  19  cases  (79  per  cent),  accord- 
ing to  the  article.  In  four  patients  (16.6  per  cent), 
the  size  of  the  existing  stones  became  smaller  and 
less  dense. 

The  article  stated  that  it  is  generally  accepted, 
although  not  conclusively  proved,  that  the  forma- 
tion of  kidney  stones  is  the  result  of  the  clumping 
together  of  crystalline  matter  in  the  urine.  Ordi- 


narily, this  is  prevented  by  the  presence  of  a colloidal 
material  which  coats  each  crystal.  This  coating 
prevents  any  tendency  toward  clumping.  In 
patients  with  a tendency  toward  kidney  stones, 
hyaluronidase  seems  to  promote  this  coating  of  the 
crystals. 

The  effect  of  the  drug  is  manifest  within  thirty 
minutes,  it  was  stated,  and  persists  for  twenty-four 
to  seventy-two  hours.  The  dosage  varies  accord- 
ing to  individual  needs.  Adequate  dosage  is  essen- 
tial, it  was  pointed  out,  as  insufficient  dosage  might 
result  in  the  exact  reverse  of  the  intended  purpose. 
In  contrast  to  many  other  medications,  an  overdose 
of  hyaluronidase  does  not  produce  adverse  effects. 

The  article  was  prepared  by  Arthur  J.  Butt, 
M.D.,  Pensacola,  Florida;  Ernst  A.  Hauser,  Ph.D., 
Cambridge,  Massachusetts,  and  Joseph  Seifter, 
M.D.,  Philadelphia. 
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THE  ADRENAL  CORTEX  IN  RELATION  TO  UROLOGY  WITH 
EMPHASIS  ON  KIDNEY  FUNCTION  AND  DISEASE 

Thomas  F.  Frawley,  M.D.,  Albany,  New  York 
( From  the  Department  of  Endocrinology  and  Metabolism,  Albany  Medical  College  and  Albany  Hospital) 


FOR  many  years  the  proximity  of  the  adrenal 
glands  to  the  kidney  has  aroused  the  interest 
of  investigators  in  establishing  various  relation- 
ships between  these  structures.  Perhaps  the 
first  recorded  instance  is  that  attributed  to 
Molinetti,  who  over  one  hundred  fifty  years  ago 
proposed  the  unique  concept  that  in  utero  the 
adrenals  served  to  divert  the  renal  circulation 
lest  the  fetus  be  poisoned  by  the  excretion  of 
urine.  Anatomic  observations  continued,  but 
physiologic  interest  smouldered  until  the  epoch- 
making  discoveries  of  Thomas  Addison  in  1855. 
Although  his  work  clearly  established  the  clinical 
importance  of  these  glands,  it  remained  for  the 
prominent  French  physiologist,  Brown-Sequard, 
to  establish  fully  that  the  adrenals  were  essential 
for  life.  This  led  to  considerable  work  by  many 
investigators  seeking  the  reason  for  this  indispen- 
sability. Many  detailed  studies  were  concerned 
with  the  histologic  structure  of  these  glands, 
while  other  studies  were  directed  toward  isolation 
of  the  “lifesaving”  material  contained  in  the 
adrenal  cortex.  Many  impure,  crude  adrenal 
cortical  extracts  were  prepared  and  used  in  the 
treatment  of  Addison’s  disease,  but  the  beneficial 
effects  were  erratic  and  infrequent  because  of  the 
low  concentration  of  hormone  and  contamination 
with  epinephrine.  One  of  the  earliest  successful 
results  was  that  obtained  by  Osier,  who  used  a 
glycerol  extract  of  fresh  sheep  adrenal  glands  and 
administered  the  material  both  by  mouth  and  by 
subcutaneous  injection.  As  the  adrenal  extracts 
became  more  purified  and  increased  in  potency, 
it  became  possible  to  maintain  the  life  of  adre- 
nalectomized  animals. 

Years  later,  chemists,  notably  Reichstein  in 
Switzerland  and  Kendall  in  the  United  States, 
began  to  analyze  these  adrenal  extracts  for  their 
specific  chemical  constituents.  A large  number 
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of  steroids  were  isolated,  and  these  proved  to  be 
the  active  material  in  the  adrenal  cortical  ex- 
tracts. With  these  specific  steroids,  some  syn- 
thetically prepared,  and  others  chemically  iso- 
lated, emphasis  shifted  to  determining  then- 
physiologic  effects. 

The  earliest  physiologic  effects  studied  were 
certain  renal  disturbances  which  are  known  to 
accompany  adrenal  cortical  insufficiency.  The 
outstanding  defect  is  an  inability  of  the  kidney  to 
limit  sodium  excretion  which,  it  was  soon  learned, 
could  be  corrected  by  the  administration  of 
desoxycorticosterone.  Studies  on  this  natriuresis 
were  repeated,  using  each  available  steroid,  and  as 
a result  it  became  possible  to  define  a variety  of 
steroids  in  terms  of  their  ability  to  promote  reten- 
tion of  salt — some  being  designated  as  “strong” 
and  others  as  “weak”  salt-retaining  steroids. 
The  majority  of  steroids  produced  electrolyte 
effects,  but  some  were  found  to  influence  predomi- 
nantly intermediary  metabolism,  particularly  that 
of  carbohydrates.  Still  others  produced  andro- 
genic effects  and  influenced  nitrogen  metabolism. 

It  has  taken  over  a century  of  difficult 
research  to  establish  our  present  concept  that 
histologically  and  physiologically  the  adrenal 
cortex  consists  of  three  zones:  the  outer  zone, 
zona  glomerulosa,  which  is  autonomous*  and 
generally  believed  to  be  the  origin  of  salt-retain- 
ing (mineralocorticoids,  desoxycorticosterone- 
like)  steroids;  the  middle  zone,  zona  fasciculata, 
which  is  under  anterior  pituitary  control,  via 
adrenocorticotropin  (ACTH)  and  the  source  of 
“S”  (sugar)  hormone  (glucocorticoids,  cortisone- 
like), and  the  inner  zone,  zona  reticularis,  also 
under  anterior  pituitary  control  via  luteinizing 
hormone  (LH),  and  the  source  of  “N”  (nitrogen) 
hormone  (17-ketosteroid,  androgen-like). 

Unquestionably  the  kidney  played  an  early  and 
most  important  role  in  providing  information  as 

* Selye  believes  that  this  zone  may  be  under  the  control 
of  somatotrophic  hormone  (STH).1 
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to  the  physiologic  activity  of  the  adrenal  cortex 
and  its  various  steroids.  As  will  be  shown  and 
discussed,  the  relationship  of  the  adrenal  cortex  to 
the  kidney  continues  to  occupy  a great  segment  of 
all  the  investigative  work  being  done  in  relation 
to  the  adrenal  cortex.  The  anatomic  relationship 
which  interested  the  earliest  investigators  has 
now  proved  to  be  associated  with  an  even  more 
intimate  physiologic  relationship.  For  the  pur- 
pose of  discussion  this  paper  will  deal  with  three 
phases  of  this  relationship:  renal  function,  renal 
diseases,  and  other  urologic  conditions. 

Renal  Function  and  the  Adrenal  Cortex 

Information  about  the  relationship  of  renal 
function  to  the  adrenal  cortex  has,  until  recently, 
been  based  solely  on  observations  of  subjects  who 
had  either  a deficiency  or  an  excess  of  adrenal 
hormone.  With  the  availability  of  steroids  and 
ACTH  to  control  the  amount  of  adrenal  cortical 
hormone  in  the  body,  more  definite  information 
has  become  available  with  which  to  evaluate 
adrenal  function  in  relation  to  kidney  function. 
The  first  reported  study  of  renal  changes  in 
Addison’s  disease  was  that  of  Smith  in  1897. 2 
Several  years  later,  in  1942,  Talbott  etal.,  in  spite 
of  many  difficulties,  obtained  studies  of  renal 
function  in  ten  patients  with  Addison’s  disease.3 

Because  of  the  renal  defect  in  sodium  retention 
in  adrenal  cortical  insufficiency,  there  results  a 
progressive  decrease  in  plasma  sodium,  depletion 
of  extracellular  fluid  volume,  and  hypotension. 
Reduced  kidney  function  results.  There  is  a 
decreased  glomerular  filtration  rate  and  renal 
plasma  flow  which  varies  in  degree  depending 
upon  the  state  of  adrenal  cortical  function.  In 
Talbott’s  studies  on  ten  patients  who  were, 
according  to  generally  acceptable  criteria,  not 
clinically  deficient  in  adrenal  cortical  hormone, 
i.e.,  had  normal  blood  pressure  and  serum  electro- 
lyte patterns,  the  glomerular  filtration  was  below 
normal  in  each  patient.  Additional  adrenal  hor- 
mone therapy  with  desoxycorticosterone  acetate 
produced  some,  but  not  complete,  return  of  kid- 
ney function  to  normal.  In  studies  by  Water- 
house  and  Keutmann,  all  but  one  of  nine 
Addisonian  patients  had  normal  or  slightly  ele- 
vated filtration  fractions  after  treatment  with 
desoxycorticosterone  acetate  or  aqueous  adrenal 
extract.4  In  adrenalectomized  rats,  Gaunt  et  al. 
estimated  that  the  filtration  rate  is  reduced  by 
about  33  per  cent.5  Whether  or  not  histologic 
changes  accompany  functional  changes  in  the 
kidneys  in  adrenal  insufficiency  remains  the  sub- 
ject of  considerable  controversy. 

There  is  little  information  available  relative  to 
the  rena]  function  in  Cushing’s  syndrome.  Some 
work  suggests  that  the  renal  tubules  are  already 
acting  at  maximum  capacity  in  regard  to  desoxy- 


corticosterone, and  therefore  the  addition  of 
desoxycorticosterone  or  hypertonic  saline  causes 
an  increased  loss  of  salt  rather  than  retention. 
The  most  complete  studies  available  relative  to 
increased  adrenal  cortical  function  and  kidney 
function  have  been  made  during  treatment 
with  ACTH.  In  patients  with  hypopituitarism 
ACTH  causes  an  increase  in  filtration  rate  and 
renal  plasma  flow.  In  one  group  of  patients 
studied  by  Ingbar  et  al.  ACTH  caused  an  in- 
crease in  renal  plasma  flow  and  as  much  as  a 43 
per  cent  increase  in  glomerular  filtration  rate.6 

It  has  been  well  established  that  adrenaline  will 
activate  the  adrenal  cortex  through  an  increased 
release  of  ACTH  from  the  anterior  pituitary 
gland.  In  regard  to  renal  function,  the  excretion 
of  electrolytes  following  chronic  adrenaline  admin- 
istrations has  been  in  the  opposite  direction  of 
that  usually  observed  with  adrenal  cortical  ster- 
oids.7 An  evaluation  of  adrenal  cortical  func- 
tion during  chronic  adrenaline  administration 
indicates  that  these  effects  are  produced  probably 
by  mechanisms  other  than  those  initiated  through 
adrenal  cortical  stimulation.  One  possibility  is  that 
this  represents  a direct  effect  of  adrenaline  on  the 
kidney,  either  on  the  glomerulus  or  on  the  tubule. 

It  should  be  emphasized  that  our  knowledge  of 
these  phases  of  renal  function  is  by  no  means 
completely  satisfactory.  One  of  the  limiting 
factors  in  performing  such  studies  is  obtaining  in- 
formation during  periods  when  patients  are  with- 
out complete  adrenocortical  replacement  therapy 
and  yet  able  to  withstand  the  rigors  associated 
with  a complete  evaluation  of  kidney  function. 

The  striking  alteration  in  kidney  electrolyte 
function  in  adrenal  cortical  insufficiency  has  al- 
ready been  mentioned,  i.e.,  the  inability  of  the 
kidney  to  limit  sodium  excretion  when  normal  or 
subnormal  quantities  of  salt  are  ingested.  A de- 
crease in  plasma  sodium  and  chloride  results,  and 
depletion  of  extracellular  fluid  volume  follows. 
Concomitantly,  potassium  retention  occurs  such 
that  the  normal  plasma  sodium  : potassium 
ratio  becomes  greatly  reduced.  Recent  evidence 
indicates  that  this  retention  of  potassium  is  a re- 
sult of  an  increased  specific  reabsorption  of  potas- 
sium.8 Following  therapy  of  the  adrenalecto- 
mized or  adrenal  insufficient  organisms  with  adre- 
nal steroids,  there  is  a retention  of  sodium  and  an 
increased  loss  of  potassium.  This  alteration  in 
potassium  excretion  is  probably  the  result  of  in- 
creased glomerular  filtration  and  tubular  rejec- 
tion. 

Increased  reabsorption  of  water  by  the  kidney 
also  occurs  in  adrenal  insufficiency  and  at  present 
appears  to  be  related  to  the  reduction  in  filtration 
and  therefore  retarded  tubular  flow  plus  increased 
pitressin  activity.  Elevated  pitressin  levels  have 
been  obtained  in  the  blood  and  in  the  urine  in 
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adrenal  insufficiency.  Advantage  is  taken  of 
this  increased  pitressin  activity  in  the  so-called 
“Mayo  Water  Test”  for  adrenal  cortical  insuffi- 
ciency’. Using  a given  load  of  water  which  is  in- 
gested over  a given  period  of  time,  there  is  a de- 
lay’ed  excretion  of  this  water  in  adrenal  cortical 
insufficiency.  Thus  far,  it  has  not  been  possible 
to  correct  this  abnormal  water  excretion  by  means 
of  desoxycorticosterone  or  adrenal  cortical  ex- 
tracts. Most  recently,  Thorn  and  his  workers 
reported  a reversion  of  this  water  test  toward 
normal  in  a group  of  Addison’s  disease  patients 
who  have  been  maintained  on  cortisone  for  a 
period  of  at  least  six  months.9 

The  adrenal  cortical  effects  on  the  renal  tubule 
are  not  confined  to  water,  sodium,  and  potassium. 
Adrenal  cortex  steroid  excretion  in  the  urine  is 
also  regulated  to  some  degree  by  tubular  activity. 
Renal  tubule  blocking  agents  such  as  caronamide 
cause  a reduction  in  the  excretion  of  17-ketoster- 
oids.10  Steroids  such  as  cortisone  and  17- 
hydroxycorticosterone  cause  a significant  in- 
crease in  the  excretion  of  glucose  and  also  of  uric 
acid.  Both  of  these  effects  are  due  to  the  influ- 
ence upon  renal  tubular  mechanisms.  The  charac- 
teristic proteinuria  response  of  normal  rats  to 
renin  can  be  abolished  by  adrenalectomy’.  This 
proteinuria  can  be  restored  b3T  the  administration 
of  cortisone  but  not  by’  the  administration  of 
ACTH  or  desox3rcorticosterone.u 

Thus,  it  can  be  seen  that  the  adrenal  cortex  in- 
fluences many  functions  of  the  kidne3\  In  the 
discussion  which  follows  it  will  be  shown  that 
some  of  these  mechanisms  may  be  applied  clini- 
cal^’ in  various  renal  disorders. 

Renal  Disease  and  the  Adrenal  Cortex 

Hypertension. — It  has  been  postulated  b3’  some 
authorities  that  the  adrenal  medullary  svmpa- 
thetic  system  is  involved  in  the  production  or  main- 
tenanceof  hypertension,  and  others  have  suggested 
that  the  pituitary-adrenocortical  system  ma3r  be 
involved  in  the  genesis  of  this  disease.  It  is  not 
the  purpose  of  this  discussion  to  decide  whether 
h ypertension  is  basically  a renal  disorder  or  a 
glandular  one  due  to  stress  or  neurogenic  in- 
fluences, but  rather  to  point  out  some  known 
facts  regarding  the  adrenal  cortex,  kidne3rs,  and 
ln-pertension. 

Frances  Sely’e  observed  in  hypertensives  an  in- 
creased serum  sodium  level  which  she  believes  is 
related  to  increased  adrenal  cortical  activity’.12 
In  studies  of  experimental  renal  hypertension  in 
rats,  Deane  and  Masson  found  enlargement  of  the 
zona  glomerulosa,  which  is  the  presumed  site  of 
origin  of  desoxy’corticosterone.13  The  hyper- 
tension of  the  so-called  “Goldblatt  kidney”  is  not 
produced  in  animals  in  which  both  adrenals  have 
been  removed.  ACTH  increases  the  renin-sub- 


strate (hy’pertensinogen)  of  the  plasma  in  normal 
dogs.14  Many  similar  evidences  of  the  role  of 
the  adrenal  cortex  in  the  development  and  main- 
tenance of  hypertension  have  been  obtained,  but 
it  should  be  stated  that  this  relationship  has  by’  no 
means  received  universal  acceptance.  Unfor- 
tunately’, there  are  no  satisfactory  methods  avail- 
able for  measuring  specifically  the  salt-retaining 
steroids  of  the  adrenal,  i.e.,  desoxy’corticosterone- 
like  steroids.  To  date,  there  is  no  clinical  test 
that  can  detect  satisfactorily’  excessive  desoxy’- 
corticosterone activity’. 

However,  the  incidence  of  hypertension  in 
patients  with  hyperpituitarism  and  hyperadreno- 
corticalism,  the  hypotension  of  patients  with 
Addison’s  disease  and  Simmonds’  disease,  the 
hypotensive  effect  of  hypophy’sectomy  or  adrenal- 
ectomy’ in  experimental  renal  hypertension,  and 
the  restoration  of  the  hypertension  by’  ACTH  or 
adrenal  cortical  hormone  administration  to  such 
animals  are  facts  which  favor  an  endocrine  con- 
trol of  blood  pressure.  Therefore,  Thorn, 
Harrison,  Criscitiello  and  Frawley  in  1950  began 
a study’  of  bilateral  complete  adrenalectomy’  in 
patients  with  severe  hypertension.15  The  per- 
formance of  bilateral  complete  adrenalectomy’ 
has  met  with  some  success.  These  workers  re- 
ported on  observations  made  in  12  patients  who 
had  complete  adrenalectomy  and  advanced 
hypertensive  cardiovascular  disease  and  chronic 
nephritis.  In  five  of  these  patients  the  hyper- 
tension was  secondary’  to  chronic  nephritis. 
The  adrenalectomy’  was  performed  according  to  a 
modification  of  the  technic  of  Young  which  per- 
mits a bilateral  exploration  through  two  separate 
incisions  posteriorly’,  one  over  each  kidney. 
Details  of  this  surgical  procedure  have  been  de- 
scribed by  Harrison  et  of.16  In  this  group  of  12 
patients,  there  were  four  deaths,  and  in  all  four 
instances  it  appeared  that  death  was  primarily’ 
due  to  the  underlying  renal  or  cardiac  disease. 
Of  the  remaining  eight  patients,  three  patients 
have  shown  little  or  no  improvement  except  dis- 
appearance of  headache.  In  only  three  patients 
was  there  a reduction  in  blood  pressure.  All 
patients  with  cardiomegaly’  have  shown  an  appre- 
ciable reduction  in  heart  size.  Other  studies  have 
been  performed  by’  Wolferth,  Jeffers,  and  their 
coworkers  utilizing  subtotal  adrenalectomy’  for 
the  treatment  of  hypertension.17  It  has  been 
interesting  to  note  that,  in  their  procedure,  if  as 
much  as  10  per  cent  of  adrenal  tissue  is  left, 
adrenal  insufficiency  does  not  develop,  and  there 
is  little  or  no  change  in  blood  pressure. 

A very’  interesting  study’  by’  Perera  and  others 
has  shown  that  cortisone  may’  cause  a reduction  in 
blood  pressure  in  essential  hypertension.18  The 
exact  mechanism  is  not  clear  as  yet,  but  it  appears 
to  be  due  to  a direct  antagonism  between  corti- 
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sone  and  desoxycorticosterone  on  blood  vessels, 
and  the  ability  of  cortisone  to  produce  a “medical 
adrenalectomy”  by  suppression  of  the  pituitary- 
adrenocortical  system.  This  latter  concept  of 
pituitary  suppression  has  been  used  successfully 
by  Wilkins  and  coworkers  in  the  treatment  of  the 
adrenogenital  syndrome  where  a reduction  in 
blood  pressure  also  is  produced,  together  with  the 
disappearance  of  hirsutism  and  masculinizing 
features.19  Cortisone  does,  on  the  other  hand, 
generally  cause  a rise  in  systolic  and  diastolic 
pressure  in  those  with  renal  disease,  regardless  of 
the  presence  or  absence  of  hypertension  before 
treatment.  In  summary,  the  evidence  available 
at  present  indicates  that  in  man  and  in  animals 
there  is  a relationship  between  the  adrenal  cortex 
and  the  maintenance  of  an  elevated  blood  pres- 
sure, whether  this  be  due  to  renal  or  other  causes. 

Glomerulonephritis  and  Nephrosis. — The  enthu- 
siasm which  has  attended  the  use  of  ACTH  and 
cortisone  and  cortisone-like  steroids  in  numerous 
clinical  conditions  has  raised  for  consideration 
their  possible  role  in  urology,  particularly  in  renal 
disease.  The  futility  of  many  other  therapeutic 
procedures  in  glomerular  nephritis  and  nephrosis, 
for  example,  has  made  any  possible  useful  meas- 
ure worthy  of  consideration.  Thorn,  Merrill, 
Smith,  Roche,  and  Frawley  in  1950  reported  on 
the  use  of  these  agents  in  a variety  of  clinical 
conditions  with  renal  disease.20 

ACTH  and  the  cortisone-like  steroids  are  not 
capable  of  preventing  antigen-antibody  reactions 
in  the  kidney  but  in  some  way  alter  the  capacity 
of  the  tissues  to  react  to  certain  antigen-antibody 
combinations.21  These  experimental  observations 
have  not  been  repeated  clinically.  There  is  often 
a beneficial  effect  upon  the  inflammatory  lesion, 
but  the  course  of  the  disease  is  not  affected. 
Generally,  the  use  of  cortisone  or  ACTH  in 
glomerulonephritis  produces  very  little  clearing  of 
the  urinary  elements,  and  there  is  often  an  asso- 
ciated increase  in  urinary  nitrogen  retention. 
These  may  be  an  actual  increase  in  hematuria  and 
proteinuria  during  cortisone  treatment.  Failure 
to  obtain  greater  improvement  in  acute  glomeru- 
lonephritis may  be  due  to  an  inability  of  the  kid- 
ney to  keep  up  with  the  increased  metabolic  needs 
produced  by  ACTH  and  cortisone. 

The  nephrotic  syndrome  presents  the  picture 
of  massive  edema  in  addition  to  albuminuria, 
generally  without  hypertension.  Inasmuch  as 
the  adrenal-insufficient  organism  characteristi- 
cally excretes  large  amounts  of  sodium  in  the 

I urine,  and  with  it  considerable  quantities  of  water, 
it  was  considered  worth  while  to  investigate  the 
possible  influence  of  adrenal  cortical  insufficiency 
in  this  syndrome.  Earlier  studies  had  also  shown 
that  an  apparent  competitive  inhibition  of  corti- 


sone on  the  excessive  sodium  retention  was  in- 
duced by  desoxycorticosterone  and  had  suggested 
the  possible  usefulness  of  ACTH  and  cortisone  as 
diuretic  agents  in  patients  with  nephrotic 
edema.  A type  of  “medical  adrenalectomy” 
may  be  produced  with  ACTH  or  cortisone. 
With  the  sudden  withdrawal  of  these  agents,  a 
state  of  temporary  adrenal  cortical  insufficiency 
develops.  As  this  state  becomes  fully  manifest  a 
diuresis  of  sodium  and  water  occurs  with  a loss  of 
edema.  ACTH  is  slightly  more  effective  than 
cortisone  in  producing  this  diuresis  as  well  as  a 
reduction  in  proteinuria.  Clinical  improvement 
may  last  a few  months,  but  recurrence  is  the  rule. 
Using  ACTH,  it  has  been  possible  to  reproduce 
the  diuresis  with  the  same  effectiveness  as  on  the 
first  attempt.  Changes  in  lipid  metabolism  have 
been  produced  with  ACTH,  causing  a temporary 
reduction  in  cholesterol. 

The  inconclusive  effects  of  ACTH  and  cortisone 
administration  in  the  course  of  acute,  subacute, 
and  chronic  glomerulonephritis  is  disappointing 
and  a striking  contrast  to  the  favorable  changes 
induced  by  these  hormones  in  patients  with 
rheumatoid  arthritis,  rheumatic  fever,  and  dis- 
seminated lupus.  It  is  a curious  fact  worthy  of 
investigation  that  the  presence  of  kidney  disease 
associated  with  diseases  known  to  respond  to 
ACTH  or  cortisone  significantly  curtails  the 
effectiveness  of  these  agents.  On  the  other  hand, 
the  potent  diuretic  effect  of  ACTH  and  cortisone 
in  patients  with  the  nephrotic  syndrome  and  the 
subsequent  reduction  in  proteinuria  observed  in 
several  patients  suggest  that  hormonal  therapy 
may  have  a definite  place  in  the  treatment  of  renal 
edema  in  patients  without  significant  nitrogen 
retention.  To  date,  there  is  no  evidence  that  the 
fundamental  course  of  the  disease  is  specifically 
altered  by  such  therapy. 

Renal  Complications  of  ACTH  and  Cortisone 
Therapy. — In  an  extensive  review  of  the  complica- 
tions of  ACTH  and  cortisone  therapy,  attention 
has  been  drawn  to  certain  untoward  reactions 
associated  with  their  use  in  renal  disease.22  The 
development  of  progressive  azotemia  and  hyper- 
tension was  emphasized . Urinary  infections  may 
develop  in  patients  receiving  cortisone.  These 
may  be  due  to  a disturbance  in  the  immune  body 
mechanisms  produced  by  these  agents.  Bacte- 
rial toxins  have  been  reported  to  produce  bilateral 
cortical  necrosis  of  kidneys  of  rabbits  pretreated 
with  cortisone  and  no  change  in  kidneys  of  animals 
not  receiving  treatment.23  Malignant  hyperten- 
sion in  periarteritis  nodosa  has  been  reported  as 
having  developed  following  the  institution  of 
cortisone  therapy.24  The  occurrence  of  renal 
calculi  in  association  with  osteoporosis  during 
prolonged  treatment  of  rheumatoid  arthritis  with 


I 


306 


SYMPOSIUM 


[X.  Y.  State  J.  M. 


cortisone  has  been  observed.  In  one  patient 
ACTH  nephritis  developed  following  ACTH 
treatment  of  pemphigus.25 

There  seems  to  be  no  question  in  the  minds  of 
those  with  extensive  experience  in  the  use  of  AC- 
TH and  cortisone  that  the  kidney  reacts  to  these 
substances  differently  from  other  organs.  In- 
creased renal  vessel  damage  and  glomerular  dam- 
age may  develop,  and,  therefore,  they  must  be 
used  with  great  care  in  renal  disease,  particularly 
if  hypertension  or  nitrogen  retention  is  present. 

Other  Urologic  Problems  and  the 
Adrenal  Cortex 

Urologic  Surgery. — The  integrity  of  the  adrenal 
cortex  is  essential  for  survival  in  major  surgical 
operations.  Major  surgery  acts  as  an  alarm 
stimulus  and  places  a demand  on  the  adrenal  cor- 
tex during  and  after  operation.  Roche,  Thorn, 
and  Hills  described  the  disappearance  of  circulat- 
ing eosinophils  during  the  first  twenty-four  to 
forty-eight  hours  after  a major  operation.26  Oper- 
ative procedures  followed  by  these  authors  in- 
cluded nephrectomy  and  laparotomy.  These 
studies  clearly  point  out  that,  prior  to  all  surgery, 
an  evaluation  of  adrenal  cortical  function  should 
be  obtained  by  observing  the  response  of  the 
eosinophil  count  to  ACTH.  An  eosinophil  count 
should  also  be  obtained  twenty-four  hours  after 
surgery.  The  absence  of  a fall  in  eosinophils  is 
an  indication  of  inadequate  adrenal  cortical  re- 
serve and  requires  therapy  with  adrenal  cortical 
hormones.  Measurements  of  the  functional  state 
and  capacity  of  the  adrenal  cortex  should  be  more 
generally  adopted  in  urologic  surgery  because  (1) 
the  type  of  disease  being  treated  often  involves 
the  adrenal  gland  (tuberculosis,  malignancy),  (2) 
operative  procedures  on  the  kidney  may  cause 
mechanical  interference  with  adrenal  blood 
supply  and  thereby  decrease  adrenal  cortical 
function,  and  (3)  in  operations  requiring  removal 
of  one  adrenal  gland,  an  evaluation  of  the  func- 
tional capacity  of  the  mate  is  absolutely  necessary. 

Prostatic  Carcinoma.- — The  possibility  that  the 
course  of  prostatic  cancer  might  be  modified 
favorably  by  removal  of  adrenal  androgens  was 
first  explored  by  Huggins  and  Scott  in  1945  for 
metastatic  cancer  of  the  prostate.27  The  tumor 
growth  was  retarded,  but  the  patient  succumbed 
to  adrenal  cortical  insufficiency.  Since  then, 
others  have  also  performed  adrenalectomy  for 
cancer  of  the  prostate  (Cox.  1947,  subtotal  adren- 
alectomy;28 Harrison,  1950,  complete  bilateral 
adrenalectomy29)  with  some  clinical  success.  The 
development  of  adrenal  cortical  insufficiency  is 
today  less  of  a problem  because  of  the  availability 
of  adrenal  cortical  hormones  for  replacement 


therapy.  Reduction  of  bone  pain,  weight  gain, 
and  a sense  of  well-being  have  characterized  the 
clinical  remissions  sometimes  obtained  by  re- 
moving the  only  known  remaining  available 
source  of  androgens  after  bilateral  orchiectomy, 
namely,  the  adrenals. 

In  the  discussion  in  previous  sections,  mention 
has  been  made  of  ‘‘medical  adrenalectomy”  in 
connection  with  hypertension  and  with  nephrosis. 
The  ability  of  small  amounts  of  cortisone  to 
cause  pituitary  suppression  of  ACTH  and  func- 
tional adrenal  cortical  atrophy,  “medical  adrenal- 
ectomy/' has  also  been  applied  in  the  treatment  of 
prostatic  cancer.  The  addition  of  cortisone  follow 
ing  bilateral  orchiectomy  suppresses  the  only  impor- 
tant known  remaining  source  of  androgens,  i.e.,  the 
adrenal  cortex.  Unfortunately,  this  suppression 
of  the  adrenal  cortex  is  often  achieved  only  when 
large  doses  of  cortisone  are  used.  Inasmuch  as 
part  of  the  administered  cortisone  is  converted  to 
1 7-ketosteroids,  which  may  reflect  androgen 
activity,  the  goal  of  complete  removal  of  all  sig- 
nificant sources  of  androgen  may  not  be  accom- 
plished. In  spite  of  this  objection,  patients  do 
obtain  relief  of  bone  pain  and  have  an  improved 
appetite  which  may  have  been  lost  following 
the  initial  success  of  orchiectomy. 

Most  recently,  hypophysectomy  has  been  re- 
ported by  Scott  in  prostatic  cancer.30  This  pro- 
cedure leads  to  a complete  pluriglandular  defi- 
ciency which  removes  all  sources  of  androgens  that 
are  under  pituitary  control.  In  one  patient  there 
was  clinical  improvement.  In.  other  studies, 
massive  irradiation  of  the  pituitary  has  not  pro- 
duced adrenal  insufficiency  in  patients  with  pre- 
viously normal  pituitary  glands. 

Renal  Transplants.— The  first  reports  of  the 
efficacy  of  ACTH  and  cortisone  in  hypersensi- 
tivity and  in  antigen-antibody  reactions  and  the 
prematurely  enthusiastic  reports  of  their  useful- 
ness in  increasing  the  success  of  skin  grafting  led 
to  a consideration  of  other  similar  applications  of 
these  steroids  in  performing  tissue  and  gland- 
ular transplants,  particularly  renal  transplants. 
Persky  and  Jacob  found  no  increase  in  the  func- 
tional survival  time  of  donor  dog  renal  transplants 
anastamosed  to  the  common  carotid  artery  and 
external  jugular  vein  of  recipient  dogs.31  Thorn 
and  Hume  have  noted  some  increase  in  survival 
time  of  kidneys  transplanted  in  humans  prepared 
with  cortisone.32  The  eventual  role  of  adrenal 
steroids  in  this  field  is  unknown  at  present,  and 
with  the  uncertainty  as  to  proper  dosage  and 
duration  of  treatment  with  these  agents,  many 
experiments  and  considerable  time  will  be  needed 
before  their  eventual  role  will  be  known. 
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Summary 

The  adrenal  glands  are  intimately  concerned 
with  the  urologic  system.  This  has  been  empha- 
sized in  the  foregoing  discussion  dealing  with  the 
physiologic  effects  which  are  produced  by  adrenal 
hormones  on  kidney  function  and  disease.  The 
kidney  provided  fertile  soil  for  obtaining  infor- 
mation concerning  effects  of  the  adrenal  on  electro- 
lytes, enzymes,  vessels,  and  antigen-antibody 
interactions.  With  few  exceptions,  the  adrenal 
steroids  have  been  disappointing  in  the  therapy  of 
kidney  disease.  In  nephrosis,  the  benefit  is  only 
temporary,  and  in  most  forms  of  nephritis,  there 
is  no  benefit  at  all.  The  reason  for  this  is  un- 
known. 

However,  the  picture  is  brightened  by  the 
prospect  of  adrenal  steroids  bringing  to  successful 
completion  the  transplantation  of  kidneys  in 
humans.  The  host  reaction  to  the  donor  kidney 
is  reduced,  and  the  success  of  such  grafts  appears 
to  be  more  likely.  Also,  the  availability  of  the 
adrenal  steroids  in  greater  quantity  means  that 
surgical  attack  on  the  adrenal  glands  for  such 
conditions  as  hypertension  and  prostatic  carci- 
noma is  less  likely  to  be  complicated  by  fatal 
adrenal  cortical  insufficiency.  It  is  now  permis- 
sible to  anticipate  and  even  suggest  that  adrenal- 
ectomy be  undertaken  in  other  urologic  conditions 
which  are  known  to  be  aggravated  by  the  adrenal 
hormones. 

Finally,  more  careful  attention  to  the  role  of 
the  adrenal  gland  in  the  response  to  urologic  pro- 
cedures is  certain  to  improve  the  results,  reduce 
complications,  and  decrease  mortality. 
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SURGERY  INVOLVING  THE  ADRENALS 
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SURGICAL  intervention  in  the  adrenals  has 
gradually  been  increasing  coincidentally  with 
the  expansion  of  the  knowledge  of  adrenal 
physiology.  This  discussion  is  a survey  of  the 
indications  for  surgery  upon  the  adrenals  with 
some  description  of  the  prevailing  methods  of 
diagnosis  and  with  the  technical  aspects  and 
management  of  the  operative  procedures. 

The  expansion  of  surgery  in  cases  with  adrenal 
involvement  is  due  largely  to  the  following 
changes:  (1)  increased  knowledge  of  the  function 
and  secretions  of  both  the  adrenal  cortex  and 
medulla,  (2)  identification  and  production  of 
steroids  of  the  cortex  which,  when  administered, 
can  replace  the  necessary  hormones  of  the  cortex 
and  maintain  life,  (3)  identification  and  produc- 
tion of  the  catechols  of  the  medulla,  (4)  in- 
creased experience  with  the  syndromes  in  adrenal 
functional  changes  and  the  diagnostic  procedures 
by  assay,  (5)  improved  technical  surgical  pro- 
cedures including  those  of  anesthesia  and  control 
of  infection,  and  (6)  widespread  interest  and 
investigation  which  continues  to  disclose  the 
many  as  yet  unknown  factors  concerning  the 
influence  of  the  adrenals  in  metabolism. 

The  various  conditions  in  which  surgery  upon 
the  adrenals  themselves  is  considered  or  in  which 
the  adrenals  play  an  important  part  are: 

1.  Hypof unction  of  the  adrenal  cortex. 

2.  Hyper  function  of  the  adrenal  cortex  or 
medulla. 

3.  Tumors  of  the  adrenals,  undifferentiated, 
cortical  or  medullary,  nonhormonal  or  hormonal. 

4.  Normal  adrenals  that  are  removed  be- 
cause of  their  effect  upon  other  diseased  condi- 
tions. 

Hypofunction  of  the  Adrenals 

The  therapy  of  Addison’s  disease  has  under- 
gone a radical  change  due  to  the  production  of 
satisfactory  substitute  hormonal  therapy.  It 
has  long  been  regarded  as  a fatal  disease,  and 
surgical  procedures  upon  a patient  were  con- 
sidered as  grave  a risk  for  anesthesia  and  opera- 
tion as  any  condition  in  clinical  practice.  These 
cases  have  been  sensitive  to  drugs  and  susceptible 
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to  infections  and  particularly  to  crises  that  were 
often  fatal,  due  to  sodium  chloride  and  fluid  loss. 
The  first  documented  survival  from  an  operative 
procedure  in  Addison's  disease  was  in  1933.' 
This  followed  the  demonstration  by  Loeb  in  1932 
that  the  crises  were  mostly  due  to  sodium  chlo- 
ride changes.2 

Surgical  cases  to  date,  with  Addison’s  disease, 
are  not  frequent.  There  were  19  cases  subject  to 
operative  procedures  in  twenty  years  in  the  Pres- 
byterian Hospital,  New  York  City,  and  in  the 
Peter  Bent  Brigham  Hospital  of  Boston,  Massa- 
chusetts.3 Of  the  cases  operated  upon  without 
proper  preparation  and  therapy,  many  did  not 
survive.  The  cases  with  proper  preparation  and 
management  responded  to  the  stress  of  operation 
similarly  to  ordinary  normal  cases,  with  consider- 
able limitation  in  patient  reserve  in  both  anes- 
thesia and  operation.  Almost  all  of  these  survived. 
The  disease  has  no  longer  been  the  great  hazard 
against  necessary  surgery. 

A similar  situation  has  arisen  in  obstetric 
practice,  where  the  management  of  labor  with 
substitution  therapy  has  successfully  carried  re- 
cent cases  through  the  serious  trial  of  labor.  The 
survival  of  patients  with  Addison’s  disease  in  both 
surgery  and  labor  depends  upon  good  preopera- 
tive preparation  and  the  continuation  of  replace- 
ment therapy  with  potent  cortical  material,  not 
only  balance  replacement,  but  much  greater 
dosage,  i.e.,  stress  replacement,  during  the  opera- 
tive period.  This  period  can  be  aided  by  use  of 
sodium  chloride,  dextrose,  and  water  to  maintain 
electrolyte  and  circulating  blood  volume  as  near 
normal  level  as  possible. 

Replacement  of  diseased  adrenals  by  trans- 
plantation of  normal  adrenals  has  long  intrigued 
the  adrenal  therapists.  Beer  transplanted  tiny 
pieces  of  normal  adrenals  into  the  recti  muscles 
with  results  not  decisive.4  To  date,  how- 
ever, transplantation  of  tissue  has  been  suc- 
cessful in  blood,  in  structural  inert  substances  as 
cornea,  fascia,  bone,  and  blood  vessel,  but  there 
has  not  been  any  basic  principle  evolved  to  trans- 
plant successfully  a complicated,  specialized  or- 
gan such  as  the  adrenal  and  have  it  continue 
to  live  and  function.  It  was  shown  experi- 
mentally long  ago  that  the  host  will  accept  only  a 
completely  inert  graft  or  will  reject,  destroy,  or 
consume  any  other  that  is  not  inert.  As  yet  this 
hurdle  has  not  been  overcome. 
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Suprarenal  Apoplexy  (Waterhouse- 
Friderichsen  Syndrome) 

This  almost  uniformly  fatal  disease,  associated 
with  a syndrome  of  cyanosis,  purpura,  petechia, 
and  bilateral  massive  adrenal  hemorrhage,  and  in 
the  large  majority  of  cases  occurring  with  a me- 
ningococcic  septicemia,  usually  terminates  fatally 
in  twenty-four  to  forty-eight  hours.  The  ter- 
mination is  characterized  by  hyperpyrexia  and 
circulatory  collapse.  The  treatment  is  suppor- 
tive adrenal  therapy,  controlling  the  vascular  col- 
lapse, and  active  combating  of  the  sepsis.  It 
seems  possible  that,  with  the  present  potent 
adrenal  hormones  and  antibiotics,  some  of  these 
uniformly  fatal  cases  may  have  some  hope  in  the 
future  without  or  with  surgery. 

Hyperfunction  of  the  Adrenal  Cortex 

The  normal  adrenal  contains  many  lipids,  cho- 
lesterol, and  other  steroids,  of  which  a large  num- 
ber have  been  isolated.  The  cortex  also  contains 
the  largest  relative  amount  of  ascorbic  acid  in  the 
body.  The  steroids  elaborated  by  the  cortex 
have  been  shown  to  have  either  androgenic,  es- 
trogenic, or  corticoid  function.  Amounts  of  the 
various  steroids  have  been  found  in  urine  extracts 
in  hyperfunctioning  adrenal  syndromes.  When 
excess  amounts  of  any  of  these  hormones  have 
been  elaborated  by  the  adrenal,  the  effect  has  been 
upon  the  individual  according  to  the  amount  of 
the  steroid  and  the  age  and  sex  of  the  patient. 
It  is  probable  that,  in  a syndrome  of  disease,  one 
steroid  alone  may  be  elaborated  anti  be  respon- 
sible for  the  syndrome.  It  is  also  probable  and 
has  been  shown  that  often  more  than  one  hor- 
mone is  elaborated  in  excess.  The  excess  may 
be  in  the  androgens  and  the  corticoids  or  in  any 
combination.  From  study  of  cases  it  appears  that 
the  hyperplasias  and  benign  tumors  are  more 
frequently  found  to  be  with  a simple  androgenic 
or  a simple  corticoid  syndrome,  and  the  mixed 
androgenic  and  corticoid  type  cases  have  been 
seen  mostly  with  cortical  carcinomas. 

The  most  important  hormone  of  the  adrenal 
is  probably  the  11-oxygenated  steroid  corti- 
sone which  has  an  effect  upon  most  tissues  and  a 
marked  effect  upon  carbohydrate  and  protein 
metabolism.  Other  allied  steroids  have  also  been 
shown  to  have  important  metabolic  effects,  such 
as  desoxycorticosterone,  upon  the  electrolyte  and 
water  balance. 

The  Adrenogenital  Syndrome 

The  adrenogenital  syndrome  is  most  frequently 
seen  with  bilateral  hyperplasia  of  the  adrenal 
cortex  but  may  also  be  seen  with  renal  tumor. 
The  syndrome  may  occur  at  any  age  but  is  more 
frequently  seen  in  infancy  and  childhood.  It  is 
found  more  often  in  the  female.  In  these  cases, 


the  signs  and  symptoms  are  those  of  adult  mascu- 
linization,  a false  precocious  male  puberty.  In 
the  male  the  chief  characteristics  are  precocious 
sexual  and  musculoskeletal  development.  Associ- 
ated with  the  syndromes  is  the  presence  of  excess 
androgens  in  the  urine,  now  determined  by  the 
estimation  of  the  17-ketosteroids.  From  experi- 
ence the  syndrome  is  associated  more  often  with 
bilateral  adrenal  hypertrophy  than  with  tumor. 

When  the  syndrome  appears  shortly  after  birth 
in  a female,  the  sex  is  frequently  in  doubt,  and 
these  cases  have  been  often  raised  as  males.  As 
males,  they  were  thought  to  be  hypospadiacs 
with  bilateral  undescended  testes.  The  presence 
of  testes,  and  with  a normal  urethra  in  the  phallus, 
gives  no  doubt  as  to  the  sex  with  the  premature 
puberty  in  a male.  It  has  been  a wise  procedure 
to  explore  all  these  pseudohermaphrodites  and  to 
determine  the  sex  at  operation  and  with  gon- 
adal biopsy.  These  syndromes  of  adrenogenital 
type  slowly  progress,  first  with  early,  rapid  skele- 
tal growth  and  then  a maturation  with  epiphys- 
eal closure  and  resulting  shorter  stature. 

The  adrenals  most  often  undergo  gradually  in- 
creasing hypertrophy.  This  has  been  shown  by 
bilateral  air  insufflation  x-rays  over  periods  of 
time  and  on  operative  exposure.  They  are  usu- 
ally deep  red,  enlarged  glands.  As  the  child 
ages,  the  excretion  of  17-ketosteroids  increases 
with  the  size  of  the  adrenals. 

Formerly  these  cases  have  been  treated  by  our- 
selves and  others  with  bilateral  adrenal  resection 
through  the  lumbar  approach,  either  in  one  or 
two  stages.  Subsequent  to  the  removal  of  por- 
tions of  these  adrenals  there  was  a reduction  in 
the  excretion  of  17-ketosteroids  and  some  im- 
provement of  the  symptoms.  In  females,  cli- 
torectomy  was  done  at  the  same  time  as  the 
adrenal  resection.  In  addition,  some  beneficial 
effect  was  produced  with  synthetic  estrogens  such 
as  stilbestrol. 

Since  the  Wilkins5  observation  that  the  output 
of  17-ketosteroids  in  these  cases  may  be  markedly 
reduced  by  diminishing  the  pituitary  activity 
with  the  administration  of  cortisone,  in  associa- 
tion with  Jailer  we  have  treated  14  of  these 
cases.6  In  each,  after  preliminary -studies,  all 
in  nontumor  cases,  the  administration  of  corti- 
sone reduced  the  excess  excretion  of  17-ketoster- 
oids in  the  urine  to  relatively  normal  levels  for 
age.  The  amount  of  cortisone  necessary  to 
maintain  these  lower  levels  was  determined  and 
the  patient  carried  on  maintenance  levels.  Pa- 
renteral administration  was  more  effective  than 
oral.  With  tumor  cases  there  was  no  reduction 
at  all  in  the  steroid  assay  in  the  urine.  Clinically 
these  nontumor  cases  improved  remarkably. 
There  was  cessation  of  acne,  regression  of  hirsut- 
ism, change  in  mental  status,  and  gradual  im- 
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provement  of  sex  status.  The  results  so  far  ap- 
pear to  be  superior  to  those  produced  by  surgery 
to  date.  The  microscopic  section  of  these  ad- 
renals showed  that  the  hypertrophic  portion  most 
resembled  the  reticulate  area  with  cells  with  aci- 
dophilic granules  in  the  cytoplasm. 

Adrenocorticoid  Syndrome 
(Cushing’s  Disease) 

This  syndrome  which  bears  Cushing’s  name 
has  characteristic  metabolic  changes  of  muscular 
weakness,  variable  hypertension,  insulin-resist- 
ing glycosuria  and  hyperglycemia,  osteoporosis, 
skin  atrophy,  mild  hirsutism,  amenorrhea  in 
female  and  impotency  in  the  male.  Clinically 
the  marked  change  in  the  individual  is  shown  by 
the  various  descriptive  terms  applied,  “moon 
face,”  “pigs  eyes,”  “buffalo  hump,”  and  the 
marked  skin-colored  stria . There  is  a trunk  obes- 
ity with  thin  extremities.  Polycythemia  and 
leukopenia  are  frequent,  and  there  is  a decreased 
resistance  to  infection  and  to  stress.  A psycho- 
sis, often  suicidal,  is  frequently  present.  The  ad- 
renal change  most  frequently  seen  with  the  dis- 
ease has  been  bilateral  adrenal  hypertrophy. 
Next,  normal  sized  adrenals  are  seen,  and  least 
often,  tumor.  The  disease  is  more  frequently 
seen  in  females  and  in  adult  life.  It  does  occur 
in  children  'without  tumor  as  a cause. 

The  symptoms  are  now  recognized  as  due  to 
excess  corticosteroids  produced  by  the  adrenal, 
either  independently  or  by  stimulation  by  the 
pituitary.  Excess  of  corticoids  has  been  shown 
to  be  present  in  the  urine,  and  typical  cases  have 
been  produced  with  prolonged  excessive  doses  of 
cortisone.  Usually  in  the  clear  Cushing’s  type 
syndrome  there  is  frequently  a reduction  of  the 
sex  hormones  in  the  urine.  The  metabolic  chan- 
ges in  this  syndrome  have  been  postulated  by 
Albright  as  the  effect  of  excessive  production  of 
corticoids  that  promote  the  conversion  of  protein 
into  glucose  and  interfere  with  the  normal  pro- 
tein synthesis.7 

The  diagnosis  now  is  often  evident  and  no 
longer  offers  too  many  difficulties.  The  status  of 
the  adrenals  has  been  determined  by  air  insuf- 
flation x-rays.  These  have  not  been  as  satis- 
factory as  those  seen  with  the  adrenogenital  syn- 
drome, due  to  the  deposits  of  fat  in  the  perirenal 
areas.  However,  the  diagnosis  between  tumor 
and  nontumor  has  been  most  satisfactory;  the 
tumors  have  so  far  been  outlined  by  the  air  and 
recognized. 

The  therapy  at  present  for  this  condition,  when 
it  is  associated  with  bilateral  adrenal  hypertrophy 
or  with  normal-sized  adrenals,  is  still  somewhat 
controversial.  Regression  of  the  symptoms  to 
normal  has  followed  more  frequently  with  bilat- 
eral subtotal  removal  of  the  adrenals  than  with 


any  other  therapy.  These  conditions  have  been 
mostly  and  apparently  satisfactorily  operated 
upon  through  the  lumbar  approach.  If  bilateral 
resection  is  done  at  one  sitting,  preparation  and 
substitution  therapy  is  advisable  before,  during, 
and  after  operation.  If  successive  resections  are 
done  in  two  sittings,  the  increased  hazard  will  be 
present  at  the  resection  of  the  second  adrenal, 
where  again  similar  substitution  therapy  is  ad- 
visable. 

It  is  probable  that  some  poor  results  in  the  past, 
in  certain  of  these  cases,  were  due  to  removal  of 
insufficient  amounts  of  adrenal  tissue.  The  re- 
maining tissue  was  still  capable  of  producing  ex- 
cessive amounts  of  corticoids.  In  a study  of 
these  cases,  we  found  that  most  of  them,  per- 
formed before  good  substitution  therapy  was 
available,  resulted  in  conservative  removal  due 
to  fear  of  a fatal  Addisonian  crisis.  Since  therapy 
against  adrenal  failure  is  now  available,  more 
complete  adrenal  removal  has  more  frequently 
produced  a regression  of  the  disease. 

Radiation  of  the  pituitary  has  been  widely  used 
in  the  past  for  Cushing’s  disease,  with  variable 
results  reported.  It  is  still  used  in  the  nontumor 
cases  as  a trial  before  resorting  to  adrenal  opera- 
tion. The  results  again  are  variable. 

Tumors  of  the  Adrenal 

The  Cortex. — Xonhormonal  tumors  of  the 
cortex  are  infrequent.  They  occur  mostly  in 
adults,  over  forty,  in  both  sexes.  These  tumors 
are  most  often  silent  and  have  been  present  usu- 
ally for  considerable  time  before  recognition.  By 
then  they  may  have  caused  some  flank  pain  or 
palpable  tumor  and  some  loss  of  weight  and 
anemia. 

By  x-ray  they  usually  show  a mass  in  the  flank 
above  and  displacing  the  kidney  downwards. 
At  times  this  mass  may  project  in  front  of  the 
kidney.  Often  an  intravenous  urogram  will 
show  the  displacement  downwards  of  the  normal 
kidney  and  the  mass  above.  We  have  not  al- 
ways recommended  ah  insufflation  x-rays  in 
these  large  tumors.  The  procedure  is  often  not 
necessary  and,  because  of  marked  venous  expan- 
sion, has  an  unwarranted  risk  of  air  embolism. 
There  may  be  a difficulty  in  the  differential 
diagnosis  between  a large,  upper  pole  cyst  and 
adrenal  tumor.  In  this  situation  aortographic 
x-rays  with  marked  arterial  puddling  in  the 
mass  area  will  show  the  difference  from  the 
completely  avascular  cyst.  Occasionally  non- 
hormonal  tumor  occurs  in  an  accessory  adrenal 
and  may  resemble  pancreatic  cyst  or  tumor. 

Surgical  removal  of  these  large,  nonhormonal 
tumors  of  the  adrenal  is  the  only  therapy.  They 
are  fairly  radioresistant.  The}'  are  best  re- 
moved according  to  their  expansion,  either 
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through  a thoracicoabdominal  approach  through 
the  tenth  or  eleventh  rib  when  high  in  the  sub- 
diaphragmatic  fossa  or  through  the  transverse 
anterior  transperitoneal  approach  if  they  expand 
down  in  front  of  the  kidney.  In  both  approaches, 
ligation  of  the  vascular  supply  before  mobiliza- 
tion of  the  tumor  is  desirous.  These  large  tu- 
mors often  have  areas  of  necrosis.  Microscopi- 
cally, the  cells  vary  greatly,  and  often  these  are 
bizarre-shaped  cells  of  tremendous  size.  The 
largest  human  cells  seen  have  occurred  in  these 
tumors.  Recovery  after  removal  is  the  rule,  and 
in  spite  of  their  size  and  duration,  freedom  from 
recurrence  or  extension  is  often  the  history. 

Hormonal  tumors  of  the  adrenal  cortex  are 
androgenic,  estrogenic,  corticoid,  and  mixed. 

The  symptoms  depend  upon  the  type  and 
amount  of  hormone  or  hormones  secreted  and  the 
age  and  sex  of  the  patient. 

Androgenic  Tumors. — These  tumors  with  the 
symptoms  of  virilism  only  occur  more  often  in 
younger  individuals.  The  condition  is  seen  in 
children  but  is  less  frequent  than  bilateral  ad- 
renal hypertrophy.  When  it  occurs  in  children, 
the  child  has  been  normal  first  and  then  a change 
occurs  towards  adult  masculinity,  more  often 
in  the  female  child  (4  to  1).  There  is  clitoral 
hypertrophy,  vaginal  atrophy,  hirsutism,  acne, 
and  increased  musculoskeletal  development. 
In  boys  the  signs  of  puberty  occur  without 
corresponding  increase  in  size  of  the  testes. 
Accompanying  the  change,  an  elevation  of  17- 
ketosteroids  occurs  in  the  urine.  Often  there 
may  be  a marked  increase  in  the  estrogens. 
There  may  be  little  difference  in  appearance  be- 
tween a tumor  case  and  a bilateral  adrenal  hy- 
pertrophy. A differential  between  these  two 
conditions  has  been  the  observation  that  corti- 
sone administered  to  the  adrenal  hypertrophy 
will  reduce  the  17-ketosteroids  in  the  urine  signifi- 
cantly, while  when  it  is  administered  to  a tumor 
case  there  is  no  reduction  of  the  17-ketosteroids. 
It  is  postulated  that  the  tumor  cells  are  indepen- 
dent of  the  pituitary  control.6  Also,  as  used  by  Pat- 
terson,8 there  is  in  tumor  an  excretion  in  excess 
of  dehydroisoandrosterone-like  compounds,  and 
this  also  was  not  influenced  by  cortisone. 

Similar  tumors  are  seen  in  older  girls  and  in 
young  women.  In  these,  at  the  onset  an  amen- 
orrhea occurs  with  the  beginning  of  hirsutism. 
There  then  follows  a recession  of  breasts  and  other 
female  sex  characteristics  and  a hypertrophy  of 
male  elements,  particularly  the  clitoris.  These 
cases,  when  due  to  tumor,  progress  in  severity  with 
the  increased  size  of  the  tumor,  and  the  assay 
levels  of  17-ketosteroids  in  the  urine  also  augment 
with  the  growth  of  the  tumor.  The  17-ketoster- 
oids in  tumor  cases  are  nbt  reduced  by  the  admin- 
istration of  cortisone. 


Once  the  symptoms  and  assays  have  shown  the 
presence  of  independent  adrenal  androgenic  ex- 
cretion, the  localization  of  the  tumor  has  been 
most  successful  with  air  insufflation.  The  clear 
fascia  planes  in  these  cases  allow  the  air  to  infil- 
trate easily  and  to  outline  the  adrenal,  and  a tu- 
mor if  present  is  easily  shown.  If  a tumor 
is  large  it  may  displace  the  kidney  down- 
wards; more  often  it  is  small.  Aortographic 
x-rays  may  be  of  help  in  outlining  the  vascular 
tree. 

The  cure  for  these  cases  has  been  surgical  re- 
moval of  the  tumor.  The  removal  is  accom- 
panied by  no  extra  risk  due  to  hormonal  effects. 
These  cases  stand  stress  and  trauma  well,  and 
there  is  no  depression  of  function  of  the  contra- 
lateral adrenal.  The  excess  hormone  produced 
by  the  tumor  being  mostly  androgens,  there  is  no 
effect  by  these  androgens  upon  the  pituitary. 
These  tumors  may  be  removed  either  through 
the  flank,  through  a thoracicoabdominal  incision 
or  with  a transverse  abdominal  transperitoneal 
approach.  No  special  hormonal  operative  man- 
agement is  necessary.  Recovery  is  the  rule  with 
complete  reversal  of  the  symptoms,  except  those 
fixed,  as  epiphyseal  closure.  With  loss  of  excess 
hair  in  women  there  is  also  a resumption  of  men- 
ses. As  yet  none  of  the  female  cases  with  andro- 
genic tumor  operated  on  by  us  have  subsequently 
become  pregnant.  The  tumors  in  these  cases  are 
composed  of  cells  with  acidophilic  granules  in  the 
cytoplasm  and  resemble  mostly  the  cells  seen  in 
the  normal  reticulate  zone  of  the  adrenal. 

Tumors  with  Excess  Estrogens.- — These  cases 
are  rare;  less  than  20  have  been  reported.  They 
are  seen  more  often  in  adult  males,  less  often  in 
children.  They  have  been  mostly  all  carcino- 
mas. The  symptoms  are  a decrease  in  the  male 
characteristics  and  an  increase  in  the  female,  such 
as  recession  in  size  of  penis,  loss  of  hair  on  chest 
and  genitalia,  recurrence  of  scalp  hair  if  bald,  loss 
of  sex  desire  and  impotence,  and  increase  in  size 
of  nipples  and  breasts.  There  may  be  a resem- 
blance to  the  symptoms  seen  in  testicular  chorion- 
epithelioma.  Large  amounts  of  excess  estro- 
gens have  been  found  in  the  urine  with  the  ad- 
renal tumor,  but  no  prolan,  whereas  in  chorion- 
epithelioma  large  amounts  of  prolan,  the  hormone 
of  syncytial  cells,  is  present.  A few  of  these  es- 
trogenic tumors,  large,  and  palpable,  were  re- 
moved, producing  cessation  of  the  symptoms  and 
recurrence  of  the  symptoms  with  metastases  of 
the  tumor.  Air  insufflation  roentograms  have 
successfully  located  some  of  these  tumors.  Re- 
moval has  been  accomplished  by  thoracico- 
abdominal or  transverse  transperitoneal  ap- 
proach. They  offer  no  problem  in  hormonal 
management  at  the  time  of  operation  and  in  this 
they  are  similar  to  the  androgenic  tumors, 
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Tumors  with  Excess  Corlicoids. — The  syndrome 
described  by  Cushing,  occurring  more  frequently  in 
adult  females  and  less  so  in  adult  males,  presents 
a somewhat  similar  picture,  as  previously  de- 
scribed, with  bilateral  adrenal  hypertrophy. 
Tumor,  however,  is  much  less  frequently  seen  as 
a cause  than  the  bilateral  hypertrophy.  These 
cases  show  the  rapid  plethoric  painful  obesity  of 
“buffalo  type,”  “moon  face,”  and  “pigs  eyes.” 
Symptomatically  there  is  no  difference  between 
the  syndrome  caused  by  tumor  and  bilateral  ad- 
renal hypertrophy.  The  17-ketosteroids  may  be 
normal  or  depressed.  In  our  hands  the  differen- 
tial diagnosis  has  been  arrived  at  by  air  insuffla- 
tion x-rays  if  possible.  These  cases,  however, 
because  of  anatomic  conditions,  do  not  outline  the 
adrenal  area  too  clearly.  When  tumor  is  pres- 
ent, the  proceedings  are  simplified.  It  requires 
one  operative  procedure.  If  tumor  cannot  be 
visualized  by  air  insufflation  x-ray,  it  may  be 
localized  by  aortography,  but  in  our  experience 
to  date  this  has  been  no  more  helpful  than  the 
air  insufflation  x-rays.  If  tumor  cannot  be  vis- 
ualized by  x-ray,  it  often  becomes  necessary  to  do 
a bilateral  adrenal  exploration.  For  simplifica- 
tion, finding  a tumor  localizes  the  side,  the  place, 
and  the  operation. 

In  contrast  to  the  surgical  therapy  of  the  un- 
complicated adrenogenital  syndrome,  operative 
correction  of  an  adrenal  tumor  with  the  corticoid 
syndrome  is  a serious  risk  to  the  patient.  Severe 
postoperative  shock  following  the  removal  of  this 
type  of  tumor  is  very  frequent  and  often  fatal.  The 
excess  corticoids  produced  by  the  tumor  depress 
the  activity  of  the  opposite  adrenal,  and  acute 
Addisonian  crisis  will  occur  unless  substitution 
therapy  is  given  before,  during,  and  after  opera- 
tive removal  of  the  tumor  and  until  the  opposite 
adrenal  resumes  function.  This  may  be  from  one 
to  six  weeks.  At  times,  in  spite  of  apparent  ade- 
quate substitution  therapy,  collapse  may  still 
occur.  These  patients  are  a poor  risk  to  both  in- 
fection and  stress. 

Removal  of  an  adrenal  tumor  with  corticoid 
syndromes,  if  there  is  a successful  operative  re- 
covery, is  followed  by  a subsiding  of  all  the  symp- 
toms and  a rapid  return  to  normal.  We  have 
seen  recovery  to  normal  in  females,  later  fol- 
lowed by  pregnancy  and  delivery  of  a normal 
child ; in  contrast  we  have  not  as  yet  seen  a preg- 
nancy following  the  removal  of  an  androgenic  tu- 
mor. 

The  corticoid  tumors  are  composed  of  cells  best 
described  as  “foam  cells”  and  more  nearly  re- 
semble the  glomerulosa  and  fasiculata  layers  of 
the  adrenal. 

Corticoid  Tumor  with  Mixed  Syndromes. — 
These  tumors  are  more  frequently  seen  in  females. 
These  tumors  are  not  infrequent  in  children,  es- 


timated about  25  per  cent  of  the  adrenal  cortical 
tumors  in  children.  When  they  occur,  they  have 
been  most  frequently  carcinomas  in  both  adult 
and  child.  In  adults  there  is  the  appearance  of  a 
corticoid  Cushing’s  syndrome  but  with  it  also  a 
marked  masculinizing  virilism.  In  addition  to 
the  marked  elevation  of  17-ketosteroids  there  is 
also  the  elevation  of  the  1 1-oxycorticoids.  The 
symptoms  progress  with  the  growth  of  the  tumor. 
Depression  of  the  urinary  17-ketosteroids  by  cor- 
tisone is  not  possible  in  these  cases.13  The  rapid 
growth  of  the  tumor  with  mixed  syndromes  often 
depresses  the  renal  shadow  downwards,  and  the 
presence  of  these  tumors  frequently  is  shown  by 
intravenous  pyelography.  At  times  they  may 
be  palpable.  In  all  cases  here,  air  insufflation 
x-rays  have  outlined  these  tumors.  Aortography 
can  be  of  aid,  because  in  these  tumors  there  is 
frequently  a marked  blood  vessel  expansion. 
Occasionally,  these  tumors  become  necrotic,  and 
the  patient  may  then  have  an  accompanying 
fever  with  elevation  of  sedimentation  rate  and 
leukocytosis. 

Operative  removal  of  these  tumors  offers  the 
only  chance  of  relief.  The  preparation  of  these 
cases  for  operation  requires  preoperative,  anes- 
thetic, and  postoperative  replacement  hormonal 
management  similar  to  those  with  the  corticoid 
syndrome.  Operative  removal  of  these  tumors 
has  been  most  satisfactory  either  by  the  thoracico- 
abdominal  route  or  the  transperitoneal  transverse 
abdominal  approach,  depending  upon  the  size  and 
the  direction  of  expansion  of  the  tumor.  The  op- 
erative risk  may  be  considerable.  When  recovery 
takes  place  there  is  a reversal  of  the  hormonal 
syndrome  to  normal.  Recurrence  may  take 
place,  because  these  tumors  often  are  followed  by 
extension.  The  metastases  have  been  most  often 
to  the  lungs  and  liver.  Since  the  metastases 
secrete  the  same  hormones,  there  will  be  a re- 
currence of  the  syndrome.  With  this  the  17- 
ketosteroids  secretion  will  again  mount,  and  again 
this  elevation  is  not  depressed  by  the  administra- 
tion of  cortisone.  Microscopically,  the  tumors 
show  variable  cells  with  foam  cells,  cells  with 
acidophilic  granules  in  the  cytoplasm,  and  other 
carcinoma  cells  completely  undifferentiated. 

Adrenal  Medullary  Tumors. — The  adrenal  me- 
dulla, derived  from  the  sympathetic  nerve  tissue, 
is  composed  of  ganglia  cells  and  pheochrome 
cells.  The  other  retroperitoneal  sympathetic 
ganglia  are  similar  in  their  composition.  When 
tumors  occur  in  the  adrenal  medulla  they  are 
either  tumors  of  the  ganglia  cells  and  nonhor- 
monal  or  tumors  of  the  pheochrome  cells  and  hor- 
monal. 

Nonhormonal  Tumors. — The  more  frequently 
seen  nonhormonal  tumors  of  the  adrenal  medulla 
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are  the  extremely  malignant  sympathicoblasto- 
mas.  Less  often  seen  are  the  more  mature  and 
less  malignant  neurocytomas. 

Sympathicoblastoma  occurs  more  frequently  in 
infancy  and  in  childhood  and  in  malignancy  rates 
with  the  seriousness  of  the  renal  embryomas  of 
Wilms.  They  occur  in  either  sex  and  in  either 
gland  and  may  occur  also  in  any  sympathetic 
ganglia.  As  age  progresses,  they  occur  less  fre- 
quently. 

The  original  tumor  is  often  symptomless,  and 
its  discovery  is  frequently  accidental  in  an  en- 
larging abdomen.  More  often  it  is  the  presence 
of  metastases  which  attracts  attention  to  the 
condition.  The  classical  syndrome  of  orbital 
and  skull  metastases  described  by  Hutchinson 
and  the  liver  and  thoracic  metastases  described 
by  Pepper  illustrate  the  role  of  metastases  in  the 
symptoms.9,10  More  often  still,  anemia  and 
other  factors  suggest  bony  lesions  in  which  often 
the  diagnosis  may  be  established  only  by  biopsy. 

Occasionally,  the  tumor  may  be  recognized  be- 
fore metastases  are  demonstrable.  If  so,  the 
tumor  may  resemble  the  flank  or  abdominal  mass 
seen  in  Wilms’  tumors.  These  masses  are  with- 
out pain  or  tenderness.  Handling  of  the  mass  is 
dangerous  for  the  patient.  The  diagnosis  may 
be  expedited  in  a child  by  transillumination  and 
by  secretory  pyelograms.  The  latter  have  been 
most  useful.  In  the  adrenal  tumor  the  films 
show  a normal  and  secreting  kidney  displaced 
downwards  by  the  mass  above.  In  a Wilms’ 
renal  tumor  the  mass  will  be  within  the  kidney 
with  calyceal  or  pelvic  distortion.  Cystoscopy 
with  retrograde  pyelograms  may  occasionally  be 
necessary  to  differentiate  these  tumors  from 
other  renal  masses.  Air  insufflation  x-rays  have 
not  been  used  by  us,  because  we  consider  the 
pathology  too  dangerous  to  temporize  with. 

Avoidance  of  trauma  to  the  tumor  and  early 
removal  through  a wide  transverse  transperito- 
neal  approach  across  the  upper  abdomen,  with 
ligation  of  all  the  vessels  to  and  from  the  tumor 
before  handling,  are  the  present  surgical  proce- 
dures. Tumor  extension  that  is  surgically  not 
removable  and  metastases  are  affected  by  radia- 
tion. They  frequently  recede  but  tend  to  ap- 
pear elsewhere.  There  are  fewer  cancers  with  a 
! graver  prognosis  than  the  sympathicoblastomas 
! of  infancy. 

More  rare  are  the  neurocytomas  of  the  older 
age  group.  These  occur  in  any  of  the  sympa- 
thetic ganglia  as  well  as  in  the  adrenal..  These 
tumors,  mostly  symptomless,  are  discovered  by 
accident  as  a tumor  mass.  For  differential  diag- 
nosis, secretory  or  retrograde  urograms,  air  in- 
sufflation x-rays,  and  aortograms  may  be  neces- 
sary. The  therapy  is  surgical  removal,  which 
has  been  done  successfully  through  all  ap- 


proaches, flank,  transperitoneal,  and  thoracicoab- 
dominal.  Because  most  are  either  benign  or  of 
low  grade  malignancy,  recurrence  is  unusual  if  the 
tumor  is  completely  removed. 

Hormonal  Tumors  of  the  Adrenal  Medulla. — 
Tumors  of  the  pheochrome  cells  of  the  sympa- 
thetic system  are  not  frequent  but  are  now  of  un- 
usual interest  because  of  the  newer  steps  in  diag- 
nosis and  therapy.  These  tumors  occur  most 
frequently  in  the  adrenal  but  may  occur  in  other 
pheochromic  tissue  in  the  abdominal  ganglia. 
They  have  occurred  rarely  in  the  thoracic  gan- 
glia. They  may  be  multiple,  estimated  at  16  per 
cent,  and  usually  only  two  are  present,  very 
rarely  more.  About  91  per  cent  are  benign  and 
about  9 per  cent  malignant.  There  has  been  an 
associated  cutaneous  neurofibromatosis  with  tu- 
mor in  5 per  cent  of  the  cases,  and  many  of  these 
were  in  multiple  tumors. 

The  secretion  of  the  pheochrome  cells  has  been 
identified  as  epinephrine  and  norepinephrine. 
When  tumors  occur,  the  secretion  of  these  two 
hormones  may  vary,  epinephrine  having  occurred 
from  0.95  mg.  to  6.95  mg.  per  gram  and  the  nor- 
epinephrine from  0.03  to  6.5  mg.  per  gram  of  tu- 
mor. 

The  symptoms  depend  apparently  upon  the 
amount  of  each  of  these  catechols  present  in  the 
blood.  The  variable  symptoms  seen  in  different 
cases  with  these  tumors  are  accounted  for  by  the 
variable  secretions.  The  effect  of  these  catechols 
vary.  Excess  epinephrine  in  the  blood  produces 
subjective  symptoms,  systolic  hypertension 
mostly  due  to  increased  cardiac  output,  glycogenic 
changes  in  blood  and  urine,  and  hypermetabolism. 
Excess  norepinephrine,  on  the  other  hand, 
produces  hypertension  because  of  increased  pe- 
ripheral resistance  and  more  sustained  in  chai- 
acter,  little  glycogenic  changes,  and  few  subjective 
symptoms.  Some  of  the  tumors  rarely  produce 
no  symptoms  at  all.  With  tumor  there  have  oc- 
curred the  following  conditions: 

1.  An  individual,  symptom-free,  in  whom  a 
tumor  has  been  found  on  accidental  examination 
at  operation  or  at  autopsy. 

2.  An  individual  with  adrenal  sympathetic 
syndrome:  (a)  with  a usual  normal  blood  pres- 
sure with  intervals  of  paroxysmal  hypertension, 
( b ) a more  or  less  continuous  hypertension  with 
paroxysmal  rises,  and  (c)  a continuous  hyper- 
tension simulating  essential  hypertension. 

The  symptom  described  as  paroxysmal  hy- 
pertension appears  to  be  present  in  about  one 
third  of  the  proved  cases.  A paroxysmal  hy- 
pertension by  itself  is  no  indication  of  tumor  of 
the  chromaffin  system.  In  fact,  it  is  more  often 
due  to  many  other  conditions,  and  the  most  fre- 
quent condition  in  which  a tumor  was  suspected 
but  not  present  was  in  hypertension  in  the  psy- 


314 


SYMPOSIUM 


choneurotic  cases.  Most  cases  which  turn  out  to 
have  a tumor  have  often  been  erroneously  treated 
as  essential  hypertension,  cardiac  neurosis,  hy- 
perthyroidism, diabetes  mellitus,  or  renal  tumor. 
When  tumor  has  been  present,  the  following  im- 
portant items  have  been  found.  Most  of  the 
cases  had  emotional  stability.  The  paroxysms 
were  most  often  produced  by  physical  or  mechani- 
cal causes,  and  often  there  was  a short  recogniz- 
able proceeding  aura.  The  pattern  was  almost 
always  the  same  in  the  same  patient  but  varied 
greatly  from  patient  to  patient. 

The  attacks  were  always  associated  with  anx- 
iety, headache,  precordial  or  epigastric  distress, 
and  variable  heart,  breath,  or  extremity  changes, 
but  in  all  profuse  sweating  occurred  with  cessa- 
tion of  the  attack.  Associated  with  the  attack 
there  has  been  an  elevation  of  systolic  and  dias- 
tolic blood  pressure,  a hypermetabolism,  and  often 
an  elevation  of  blood  sugar  and  glycosuria.  The 
attacks  are  such  as  would  be  precipitated  by  a 
symptom-producing  intravenous  dose  of  epineph- 
rine and  norepinephrine.  The  variations 
seen  most  likely  are  due  to  and  can  be  simulated 
by  the  administration  of  relative  amounts  of  these 
hormones. 

Persistent  hypertension  with  or  without  par- 
oxysmal crises  is  the  state  more  frequently  seen 
with  these  tumors.  These  hypertensives  all 
have  hypermetabolism,  shown  by  elevated  basal 
metabolism  rate,  and  are  subject  to  easy  and 
marked  sweating;  glycemia  and  glycosuria  may 
be  present,  but  these  occur  more  frequently  with 
hypertension  without  adrenal  tumor.  Any  hy- 
pertensive with  paroxysmal  attacks  as  described 
above  or  with  elevated  basal  metabolism  and 
marked  sweating  should  be  suspected  of  having 
a pheochromocytoma. 

Pharmacologic  Tests 

For  the  purpose  of  determining  whether  excess 
pressor  substances  are  present  in  a person  with 
symptoms  suggestive  of  pheochromocytoma, 
various  tests  have  been  introduced. 

First  have  been  those  which  provoke  a release 
of  the  pressor  hormones  and  the  precipitation  of 
an  attack.  The  attacks  have  been  brought  about 
by  many  causative  factors,  emotions,  fear,  anger, 
change  of  posture,  exercise,  trauma,  cold,  or  by 
the  direct  injection  of  chemicals. 

For  chemicals,  one  use  has  been  histamine  in- 
troduced by  Roth  and  Kvale.11  They  showed 
that  in  a tumor,  after  a short  initial  drop,  a dose 
of  0.05  Gm.  of  histamine  base  will  promote  an 
attack  due  to  the  release  of  an  excess  of  pressor 
hormones.  The  test  has  been  shown  to  be  quite 
reliable  when  tumor  is  present.  It  has  been  very 
rarely  negative  with  tumor.  However,  it  will 
produce  a reaction  in  hypertensives  who  have  no 
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tumor.  This  reaction  may  be  different  and  again 
may  resemble  that  seen  in  tumor. 

Guarneri  and  Evans  suggested  mecholyl  bro- 
mide in  25-mg.  doses  subcutaneously  to  incite 
paroxysms  of  hypertension  in  a tumor  case.18 
The  use  of  this  test  has  shown  side-reactions  of 
mecholyl  which  require  atropine  preliminary  for 
safety. 

La  Due  and  his  coworkers  introduced  tetra- 
ethyl ammonium  bromide  as  a precipitating  agent 
in  chromaffin  tumor  paroxysms.13  The  advan- 
tage with  this  drug  is  that  the  rise  of  the  paroxysm 
may  be  controlled  by  the  position  of  the  patient. 

The  use  of  these  provocatives  depends  upon 
the  precipitation  of  the  hypertensive  crises. 
Their  safety  would  largely  be  determined  by  the 
status  of  each  case.  In  young  patients  without 
as  yet  any  marked  vascular  changes  the  precipita- 
tion of  an  attack  would  be  no  more  risk  than 
those  the  patient  has  been  experiencing.  In 
cases  with  severe  arterial  damage  as  shown  by 
retinal  changes,  and  in  older  persons,  the  tests, 
unless  controlled,  have  greater  risks.  Hista- 
mine has  fewer  side-effects  than  mecholyl,  appar- 
ently is  more  reliable  than  tetraethyl  ammonium 
bromide,  and  for  these  reasons  has  been  the  pre- 
ferred provocative. 

Goldenberg  and  his  coworkers  introduced  the 
first  antagonist  to  the  pressor  catechols,  benzo- 
dioxane,  and  this  drug  has  been  particularly  use- 
ful in  the  larger  number  of  cases  with  sustained 
hypertension.14  This  drug,  introduced  intra- 
venously, 0.25  mg.  per  Kg.  body  weight,  has  a de- 
pressor action  in  cases  of  hypertension  due  to 
pheochromocytoma  and  has  a pressor  effect  in 
hypertensives  from  other  causes.  Its  successful 
use  has  been  reported  upon  by  many,  particularly 
by  Goldenberg  and  Aranow.  In  only  a few  cases 
that  were  later  shown  to  have  tumor  has  it  failed 
to  produce  a fall  in  pressure.  From  collected  re- 
ports it  appears  as  if  a positive  response  has  al- 
ways been  associated  with  tumor. 

Dibenamine  was  suggested  by  Spear  and  Gris- 
wold, both  as  a diagnostic  test  and  conditioner 
for  operative  work.15  Administered  slowly,  5 to 
7 mg.  per  Kg.  body  weight,  it  has  a prolonged  ac- 
tion of  a depressor  type.  It  will  reduce  the  blood 
pressure  of  other  hypertensives  because  it  is  sym-  i 
patholitic  not  just  adrenolytic,  and  its  reduction 
is  not  specific  of  pheochromocytoma.  Because, 
in  addition,  it  has  various  side-effects,  it  has  not 
been  used  often  diagnostically  but  largely  for 
therapeutic  handling  of  a proved  case.16 

Regitine,  reported  by  Grimson  et  ah,  has  been 1 
used  diagnostically  as  well  as  therapeutically.17' 
For  diagnosis  they  believed  that  it  produced  al 
more  pronounced  and  prolonged  reduction  in  the: 
blood  pressure  in  cases  of  tumor  than  benzodi- 
oxane  did.  We  have  found  similar  results  ini 
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tumor  cases  but  have  not  the  over-all  experience 
as  yet  that  we  have  had  with  benzodioxane. 

These  pharmacologic  tests  so  far  have  been 
most  helpful  in  establishing  the  presence  of  a tu- 
mor. They  are  also  only  useful  in  evaluation 
with  the  symptoms  and  with  the  signs.  Once  a 
tumor  is  shown  pharmacologically,  it  is  then  nec- 
essary to  localize  its  presence. 

Radiography 

For  localization  of  these  tumors,  plain  abdom- 
inal films  have  at  times  shown  the  mass  or  some 
suggested  calcification.  Intravenous  or  retro- 
grade pyelography  has  shown  downward  dis- 
placement of  the  kidney  by  a tumor  mass  or  a 
flattening  of  the  upper  renal  pole.  When  the 
tumor  has  been  within  the  adrenal,  perirenal  air 
insufflation  has  enabled  us  to  establish  the  diag- 
nosis. When  the  tumor  has  been  without  the  ad- 
renal, it  has  been  sometimes  difficult  to  outline  it 
with  gas.  Laminagraphic  x-rays  with  and  with- 
out gas  have  shown  these  tumors.  Aortography 
has  been  of  some  value  in  showing  the  vascular 
puddling  of  the  tumor.  Intrathoracic  tumors 
have  always  been  clearly  seen  against  the  con- 
trasting air.  The  finding  of  a tumor  shadow  is  a 
most  important  part  of  all  these  procedures  to 
establish  the  diagnosis. 

Treatment 

The  treatment  of  pheochromocytoma  is  sur- 
gical removal  of  the  tumor  or  tumors  if  more  than 
one  is  present.  It  has  been  shown  that  surgical 
removal  of  the  tumor  or  tumors  completely  re- 
lieves the  patient  of  the  symptoms  of  the  supra- 
renal sympathetic  syndrome.  A large  factor  in 
the  successful  removal  of  these  tumors  is  the  plan- 
ning of  the  procedure. 

There  have  been  several  adrenolytic  agents 
used  in  the  operative  handling  of  these  cases. 
Several  of  these  deserve  comment.  First  is 
Dibenamine  and  a second  is  Regitine.  Dibena- 
mine  has  been  used  in  5 to  7-mg.  doses  per  Kg.  of 
body  weight  given  in  an  infusion  of  300  to  500 
cc.  of  saline  administered  slowly  for  one  hour. 
The  action  of  this  drug  is  prolonged,  and  it  has 
frequent  side-effects.  It  reduces  the  blood  pres- 
sure dramatically  for  twenty-four  to  seventy-two 
hours  in  most  hypertensives,  as  well  as  in  pheo- 
chromocytoma, because  it  is  sympatholytic  as 
well  as  adrenolytic.  Hemiamnesia  and  tetany 
have  occurred  as  side-effects.  Several  courses  of 
the  drug  have  been  given  to  condition  the  patient 
for  operation.  Operative  procedures  have  been 
better  performed  in  the  later  part  of  the  depressor 
effect  because  a diagnostic  aid,  rise  of  blood  pres- 
sure while  handling  the  tumor,  may  be  eliminated 
if  the  depressor  effect  is  complete.  Also  a severe 
fall  in  pressure  may  not  be  changed  by  nor- 


epinephrine if  the  sympathetic  system  is  de- 
pressed. Regitine  has  also  been  used  as  a diag- 
nostic as  well  as  a therapeutic  adrenolytic  drug. 
It  is  used  intravenously  with  0.16  mg.  per  Kg. 
several  hours  before  operation  and  during  opera- 
tion if  handling  the  tumor  produces  a pressure 
rise.  It  is  much  less  drastic  and  apparently  safer 
than  Dibenamine  and  much  more  potent  as  a 
depressor  than  benzodioxane. 

The  anesthesia  problem  in  these  cases  has  been 
largely  concerned  with  four  important  elements, 
adequate  relaxation,  the  possibility  of  pneumo- 
thorax, the  physiologic  effect  of  excessive  secre- 
tion of  epinephrine  or  norepinephrine  during  the 
removal  of  the  tumor,  and  the  sudden  circula- 
tory depression  which  may  occur  after  extirpa- 
tion of  the  secreting  mass.  Anoxia  must  be 
avoided.  Cyclopropane  chloroform  and  ethyl 
chloride  are  unwise  choices  for  anesthesia  in  these 
pheochromocytomata.  The  circulatory  collapse 
and  hypertension  after  excision  of  the  tumor  have 
been  best  controlled  by  intravenous  drip  of  nor- 
epinephrine (4  mg.  per  L.). 

Because  of  the  multiplicity  of  these  tumors  and 
the  variablity  of  their  locations,  the  transverse 
upper  transperitoneal  abdominal  incision  has 
offered  the  best  approach  in  removal  of  these 
tumors.  The  danger  in  these  operations  is  at 
that  time  and  immediately  afterwards.  If  the 
patient  survives  these,  the  pressure  syndrome  is 
cured. 

About  8 per  cent  of  these  tumors  have  been 
found  to  be  malignant.  Wlien  malignancy  oc- 
curs, the  hypertensive  factor  is  seen  early  in  the 
disease,  and  this  symptom  wanes  as  the  tumor 
grows  and  metastasizes.  The  tumors  which  have 
been  malignant  have  metastases  mostly  to  lungs 
and  liver,  and  death  occurs  with  cachexia  of  malig- 
nancy and  often  without  any  pressure  syndromes 
in  the  later  part  of  the  disease.  The  cells  of  the 
malignant  tumors  are  mostly  pheochromoblastoma 
type  and  have  not  matured  far  enough  in  develop- 
ment to  elaborate  hormones,  which  apparently  are 
the  product  of  a mature,  differentiated  cell. 

Normal  Adrenals  Removed  Because  of 
Effect  on  Other  Diseased  Conditions 

Hypertension. — Unilateral  adrenalectomy,  bi- 
lateral subtotal  adrenalectomy,  and  more  recently 
bilateral  total  adrenalectomy  have  been  per- 
formed for  hypertension.  Unilateral  adrenalec- 
tomy apparently  has  not  produced  any  real  func- 
tional or  therapeutic  effect  upon  this  disease. 
Bilateral  partial  resection  has  shown  variable 
results.  It  appears  that  in  some  a beneficial 
effect  upon  the  symptoms  and  a variable  reduc- 
tion in  the  blood  pressure  was  obtained,  but  there 
was  no  over-all  change  that  warranted  the  accept- 
ance of  the  operation  as  a desirable  therapeutic 
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step  in  essential  hypertension.  Thorn  and  his 
group  reported  bilateral  total  adrenalectomy  in 
patients  with  severe  hypertension  with  cardiovas- 
cular and  renal  disease.18  His  early  survey  was 
that  certain  symptomatic  relief  was  obtained  in 
several  of  these  cases,  even  though  carried  upon 
adrenal  substitution  therapy.  Further  experi- 
ence in  this  field  is  necessary  before  any  estima- 
tion can  be  made  of  its  value. 

Carcinoma.— Huggins  and  others  have  per- 
formed bilateral  total  adrenalectomy  in  cases  of 
metastatic  carcinoma  of  the  prostate.19  This 
was  applied  to  cases  in  which  remission  of  tumor 
spread  had  occurred  after  bilateral  orchiectomy 
and  estrogens.  Symptomatic  improvement  has 
been  seen,  with  relief  of  pain  on  existence  with 
cortisone  and  salt  therapy,  in  a modest  number  of 
cases.  Similar  effects  have  been  obtained  with 
the  medical  removal  of  adrenal  cortical  function, 
by  giving  larger  doses  of  cortisone  to  depress  the 
adrenals  and  then  carrying  the  patients  on  main- 
tenance doses  of  cortisone. 

Substitution  Therapy 

Substitution  therapy  in  adrenal  surgery  falls 
into  three  types:  (1)  for  removal  of  a corticoid 
adrenal  tumor,  (2)  for  bilateral  subtotal  resection 
in  hypercorticism  not  due  to  tumors,  and  (3) 
for  bilateral  total  adrenalectomy. 

1.  In  preparation  for  the  removal  of  a tumor 
with  Cushing’s  syndrome,  acute  adrenal  insuf- 
ficiency is  to  be  anticipated,  since  the  contra- 
lateral adrenal  is  often  without  sufficient  func- 
tion to  maintain  life.  For  this,  ACTH  is  given 
in  25-mg.  doses  every  six  hours  for  three  or  four 
days  previous  to  operation  and  is  continued  for  at 
least  a week  or  more  after  removal  of  the  tumor. 
In  addition,  intramuscular  cortisone  acetate  is 
given  in  50-mg.  doses  every  twelve  hours,  with  5 
Gm.  of  sodium  chloride  by  mouth  given  the  day 
previous  to  operation,  and  5 mg.  of  Doca  (desoxy- 
corticosterone  acetate)  is  given  intramuscularly 
twelve  hours  before  operation.  On  the  day  of 
operation  cortisone  acetate,  150  mg.,  and  Doca, 
5 mg.,  is  given  one  hour  before  operation.  Dur- 
ing operation,  the  blood  pressure  is  maintained 
with  intravenous  norepinephrine,  4 mg.  per  L. 
Following  operation  there  is  a maintenance 
forty-eight-hour  therapy  of  ACTH,  25  mg.  every 
six  hours,  cortisone,  50  mg.  every  six  hours,  Doca, 
5 mg.  every  twenty-four  hours,  and  sodium  chlo- 
ride, 3 to  5 Gm.  by  mouth  every  twenty-four 
hours.  There  is  then  a reduction  of  cortisone 
and  Doca  of  50  mg.  for  forty-eight  hours  and  1 to 
5 mg.  every  twelve  hours.  The  cortisone  is  then 
kept  at  a dose  of  25  mg.  for  three  to  four  days 
more,  depending  upon  the  need,  and  it  is  stopped 
several  days  before  the  cessation  of  the  ACTH. 

2.  For  subtotal  resection  of  bilateral  adrenal 


hypertrophy  with  Cushing’s  syndrome,  no  sub- 
stitution therapy  is  necessary  at  the  first  sitting 
if  the  case  is  operated  upon  in  two  stages.  At 
the  second  sitting  the  patient  is  given,  the  day 
previous  to  operation,  intramuscular  cortisone 
acetate,  50  mg.  every  twelve  hours.  Twelve 
hours  before  operation  5 Gm.  of  oral  sodium  chlo- 
ride and  5 mg.  of  Doca  are  given  intramuscu- 
larly. On  the  operative  day  150  mg.  of  corti- 
sone acetate  and  5 mg.  of  Doca  are  given  one  hour 
before  operation.  The  case  is  then  treated,  as  is 
the  tumor,  with  the  gradual  reduction  of  corti- 
sone and  Doca  but  with  the  maintenance  of 
sodium  chloride.  The  duration  of  the  mainte- 
nance dose  varies  in  each  case,  most  requiring  ad- 
ministration from  ten  days  to  six  weeks. 

3.  Substitution  therapy  for  complete  bilateral 
adrenalectomy  follows  a more  sustained  pattern, 
because  no  restoration  of  adrenal  function  is  to  be 
expected.  The  therapy  is,  on  the  preoperative 
day,  cortisone,  Doca,  and  salt.  On  the  operative 
day,  therapy  includes  cortisone,  Doca,  salt, 
norepinephrine,  and  blood  replacement.  Then 
substitution  therapy  is  gradually  reduced 
to  a maintenance  level  of  25  to  50  mg.  of  cortisone 
acetate  daily  with  3 to  5 Gm.  of  sodium  chloride. 
For  later  life  the  amount  of  cortisone  necessary- 
may  be  determined  by  the  need  of  the  patient ; it 
should  be  augmented  during  stress  or  illness. 

Summary 

The  substitution  therapy-  of  adrenal  deficiency 
at  present  is  medical  and  adequate.  The  re- 
moval of  hy-perfunctioning  glands  by-  surgery-  is 
still  the  therapy  of  the  corticoid  sy-ndromes.  The 
depression  of  adrenal  function  by  cortisone  is  at 
present  the  preferred  treatment  of  androgenic 
hvperfunction  due  to  bilateral  adrenal  enlarge- 
ments. 

Removal  of  tumors,  either  nonhormonal  or 
hormonal,  by-  surgery  is  the  therapy.  Func- 
tional benign  tumors  have  very  gratify-ing  re- 
coveries when  the  tumor  is  removed.  Malig- 
nant adrenal  tumors,  when  recognized  and 
operated  upon,  often  have  metastases. 

Removal  of  normal  adrenals  for  hypertension 
is  at  present  an  experimental  problem  only.  Sur- 
gical or  medical  removal  of  the  adrenals  in  cases 
with  cancer  has  had  no  encouraging  results  in 
most  cancers,  with  the  probable  exception  of  the 
prostate  and  the  breast,  both  of  these  being  ty-pes 
of  tumors  in  w-hich  sex  hormones  seem  to  have 
some  influence  upon  the  malignant  cells. 
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Discussion 


Paul  W.  Aschner,  M.D.,  Brooklyn. — We  have 
been  privileged  indeed  to  hear  the  excellent  con- 
tributions of  Dr.  Frawley,  an  endocrinologist,  and 
of  Dr.  Cahill,  a urologist,  on  the  subject  before  us. 
The  golden  age  of  surgery  in  the  first  quarter  of  this 
century  has  been  aided  and  abetted  by  the  golden 
age  of  medicine  in  the  second  quarter.  Based  upon 
the  broad  advances  forged  by  biochemists,  physi- 
cists, and  pharmacologists  has  come  improvement 
in  our  understanding  of  the  physiology  and  func- 
tional pathology  essential  for  the  diagnosis,  therapy, 
and  surgery  of  endocrine  disorders.  The  era  of 
intense  specialization  necessitated  by  the  enormous 
mass  of  literature  to  be  digested  and  the  rapidity 
of  current  advances  has  more  and  more  required  the 
cooperative  efforts  of  “teams  of  specialists.” 

Since  the  early  recognition  of  suggestive  symptoms 
and  signs  of  the  protean  manifestations  of  disordered 
endocrine  function  places  a great  burden  upon  the 
shoulders  of  the  general  practitioner,  internist,  and 
specialist  alike,  in  a sense  we  must  all  become  gen- 
eral practitioners  again. 

Dr.  Frawley  has  come  to  the  aid  of  one  group  of 
specialists,  the  urologists,  by  bringing  together, 


from  his  own  studies  and  the  vast  literature,  the 
current  knowledge  of  the  relationship  to  kidney 
function  and  disease  of  the  adrenal  cortex.  The 
importance  of  this  complex  relationship  cannot  be 
sufficiently  stressed  now  that  potent  agents  such  as 
ACTH  and  cortisone  are  available  and  are  being 
widely  subjected  to  clinical  experimentation  in 
many  fields  of  medicine  and  surgery.  I should  like 
to  ask  Dr.  Frawley  whether  he  believes  there  are 
any  adrenal  factors  at  play  in  the  so-called  “lower 
nephron  nephrosis”  syndrome,  a serious  complica- 
tion which  we  encounter  postoperatively  with  in- 
creasing frequency,  the  etiology  and  treatment  of 
which  is  still  in  an  obscure  state.  I also  wish  him  to 
state  whether  bilateral  necrosis  of  the  kidney  cortex 
occasionally  occurring  in  pregnancy  is  related  to 
that  which  he  described  as  occurring  in  rabbits 
pretreated  with  cortisone  and  subjected  to  bacterial 
toxins. 

It  may  be  of  interest  to  Dr.  Frawlev  that  I have 
had  under  observation  for  several  years  a patient 
with  recurrrent  calculi  in  calyces  of  the  right  kidney. 
For  the  past  year  she  has  received  intensive  corti- 
sone therapy  for  rheumatoid  arthritis  with  great 
benefit.  Control  x-ray  studies  have  shown  no  change 
in  the  nephrolithiasis — the  healthy  kidney  remains 
healthy,  and  no  new  calculi  have  developed  in  the 
affected  one.  Function  is  excellent  in  both. 

Dr.  Cahill  has  for  years  been  interested  in  the 
diagnosis  and  surgery  of  adrenal  lesions  and,  in  his 
customary  thorough  way,  has  been  a great  contrib- 
utor to  diagnostic  and  therapeutic  advances  in 
this  field.  Since  he  deals  also  with  the  medulla  of 
the  adrenal  (pheochromocytoma),  it  is  not  amiss  to 
stress  the  importance  of  the  pituitary  in  the  whole 
field  of  endocrinology.  This  tiny  structure  at  the 
base  of  the  skull  is  the  “master  gland,”  made  up  of 
an  anterior  glandular  portion  and  a posterior  pars 
nervosa  connected  with  the  hypothalamus.  The 
adrenal  likewise  has  a pars  nervosa,  the  medulla,  a 
part  of  the  chromaffin  system.  If  the  adrenal  is  a 
complex  anatomic  and  functional  structure,  how 
much  more  so  is  the  pituitary,  which  exerts  control 
over  the  adrenal  and  all  the  other  ductless  glands. 

In  the  light  of  the  importance  of  knowing  the 
status  of  both  adrenal  glands  it  would  seem  that 
Young’s  bilateral  approach  (modified  by  rib  resec- 
tions to  get  more  exposure)  should  have  first  place 
in  the  surgeon’s  approach  to  these  structures. 


U.S.  PUBLIC  AID  GRANTS  INCREASE  1 PER  CENT 


Reflecting  more  liberal  allowances  authorized  by 
the  last  Congress,  Federal  public  assistance  grants 
to  states  for  October,  November,  and  December 
totalled  $350,776,837,  or  an  increase  of  about  14  per 
cent  over  the  previous  three  months.  The  new 
Social  Security  extension  law  increased  U.S.  pay- 
ments to  states  for  needy  aged,  blind,  and  disabled 
a maximum  of  $5.00  per  person  per  month,  and  for 
aid  to  dependent  children  $3.00.  The  three-month 


totals  by  categories  are:  Old-age  assistance,  $236,- 
702,266,  an  increase  of  $31  million;  aid  to  depend- 
ent children,  $90,379,602,  up  $10  million;  per- 
manently and  totally  disabled,  $14,845,395,  a $1, 
million  increase;  and  aid  to  the  blind,  $8,849,571, 
also  up  $1  million.  States  are  not  required  to  pass 
on  the  increases  to  individuals  where  present  allow- 
ances are  considered  adequate. — Capitol  Clinic, 
November  4,  1952 


BLADDER  INJURIES:  TREATMENT,  PAST  AND  PRESENT 

George  C.  Prather  M.D.,  F.A.C.S.,  Brookline,  Massachusetts 


AX  HISTORICAL  account  of  the  treatment 
of  a surgical  condition  may  well  serve  to 
emphasize  the  principles  of  treatment  that  are  in- 
volved. This  discussion  pertains  primarily  to 
past  and  present  methods  in  the  treatment  of 
bladder  injuries. 

The  first  recorded  reference  to  bladder  injury 
of  which  I am  aware  can  be  found  in  Pope’s 
translation  of  Iliad  of  Homer:  Book  V,  lines 
86  to  89,  and  Book  XIII,  lines  614  to  619. 1 The 
fatal  injury  in  both  instances  was  caused  by  the 
“spear  of  Merion.”  Hippocrates  is  alleged  to 
have  proclaimed  that  bladder  wounds  were  in- 
variably fatal,  although  Galen  is  believed  to  have 
described  a patient  who  recovered.  No  definite 
form  of  treatment  was  described  in  those  early 
times. 

A period  of  war  often  contributes  mass  data 
about  certain  types  of  injuries.  Larrey,  who 
served  as  Surgeon  General  for  the  French  Army 
during  the  Napoleonic  wars,  has  documented  his 
experiences  in  interesting  and  instructive  form.2 
Bladder  injuries  were  among  the  many  serious 
medical  and  surgical  conditions  encountered  by 
Larrey. 

Although  in  1753  Poneye3  had  described  the 
use  of  the  catheter  at  the  siege  of  Charleroy,  to 
drain  the  bladder  in  wounds  of  the  lower  abdo- 
men, and  Chopart4  in  1792  stated  that  the  use  of 
the  catheter  was  indispensable  in  the  treatment  of 
perforations  of  the  bladder,  Larrey  was  apparently 
the  first  to  use  diversion  of  the  urinary  stream 
in  a large  series  of  patients  as  a method  of  treat- 
ment. In  his  memoirs,  Larrey  described  the  use 
of  the  gum  elastic  catheter  as  a measure  “which 
constitutes  one  of  the  principal  means  to  be  em- 
ployed in  all  wounds  of  the  bladder.”  He  also 
recognized  the  value  of  this  instrument  to  close  a 
urinary  fistula  and  even  found  that  a few  vesico- 
rectal perforations  healed  spontaneously  with  the 
aid  of  a catheter.  For  foreign  body  or  stone  in 
the  bladder,  a four-minute  “subpubic  lateral 
operation  using  but  one  bistoury,  a staff  and 
forceps”  was  used — no  doubt  a lost  art  to  the  pres- 
ent day  urologist. 

Urologic  experiences  during  the  Civil  War  in 
the  United  States  also  have  been  beautifully 
recorded  by  Otis.6  During  that  period,  gun- 
shot wounds  entering  above  the  pubis  and 
penetrating  the  bladder  proved  fatal,  according 
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to  the  records;  however,  recover}'  had  been  noted 
from  injury  of  “parts  of  the  bladder  uncovered  by 
peritoneum.”  The  destructive  nature  of  urine  in 
the  tissues  was  well  recognized  as  the  principal 
factor  in  causing  death — peritonitis,  if  urine 
gained  access  to  the  “serous  sac,”  or  slough  and 
diffuse  suppuration  when  fascia  and  muscle  were 
involved. 


Treatment  during  the  period  of  the  Civil  War 
was  apparently  not  standardized.  A few  sur- 
geons suggested  “cystorraphy,”  but  the  army 
medical  officers  did  not.  Catheter  drainage  was 
advocated  by  many  doctors  but  was  not  univer- 
sally accepted. 

Rupture  of  the  bladder  was  recognized  also  in 
civilian  life  in  1870,  before  the  days  of  the  hazards 
of  present-day  rapid  transportation.  The  se- 
quence of  events  was  not  unlike  some  current 
histories.  Clark’s  description  is  illustrative: 
“Usual  history  of  these  cases  is  that  the  patient 
has  been  indulging  in  free  libations,  neglecting 
the  call  of  nature,  and  then  by  some  accident.  . . 
the  abdomen  is  forcibly  compressed  and  rupture 
of  the  bladder  is  the  result.”6 

The  principles  of  treatment  of  bladder  injury 
at  that  time  were  described  in  an  excellent  trea- 
tise by  Gross  in  1876,  who  stressed  the  prevention 
of  extravasation  of  urine  and  the  avoidance  of  in- 
fection.7 The  method  to  be  employed,  however, 
was  not  described  in  detail,  and  no  mention  of 
bladder  drainage  was  made  except  to  say  that 
when  extravasation  had  actually  occurred,  the 
bladder  should  be  drained  through  the  perineum. 
According  to  Gross,  a Dr.  Walter  (1862)  of  Pitts- 
burgh was  probably  the  first  to  use  a suprapubic 
incision  in  the  treatment  of  bladder  injury,  and 
Holmes  (1876)  advised  suturing  the  bladder  wall 
with  silver  wire  or  carbolized  gut. 

Bartels  (1878),  in  an  elaborate  paper  quoting 
cases  collected  from  the  literature,  described  the 
use  of  a permanent  catheter  to  drain  the  bladder, 
the  cleansing  of  superficial  wounds,  and  the  drain- 
age of  abscesses  as  the  important  features  of 
treatment.8 


Early  in  the  present  century  Evans  and  Fowler 
presented  an  excellent  review  of  bladder  injuries.9 
They  recommended  laparotomy,  removal  of  urine 
from  the  peritoneal  cavity  and  closure  of  bladder 
wound  for  intraperitoneal  rupture  of  the  bladder, 
and  either  catheter  drainage  or  perineal  section 
for  extraperitoneal  injuries. 

During  the  same  year  Horwitz  stressed  the  use 
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TABLE  I. — Agents  Causing  Bladder  Injury 


Penetrating 

N onpenetrating 

External 

Blow  to  lower  abdomen 

when 

Bullet 

bladder  is  distended 

Shell  fragment 

Distortion  of  bony  pelvis 

(frac- 

Stab 

ture)  with  torn  moorings  of 

Picket  fence 
Splinters 

bladder 

Railing 

Spontaneous 

Bone  fragment 

Disease  of  bladder 

i 

Surgical  scalpel 
Internal 
Cystoscope 
Resectoscope  loop 
Lithotrite 
Sounds 

Fulgurating  electrode 
Explosion 

Previous  bladder  surgery 

of  silk  to  suture  bladder  wounds,  stating  that  cat- 
gut absorbsj  causes  a leak,  and  results  in  death.10 

The  splendid  urology  text  of  Watson  and  Cun- 
ningham in  1908  stressed  the  necessity  of  prompt 
surgical  intervention  by  suprapubic  incision  and 
the  advisability  of  free  exit  of  urine.11  For  in- 
traperitoneal  rupture,  suture  of  the  bladder  on 
the  peritoneal  surface  and  catheter  drainage  was 
advised.  Likewise,  in  a text  by  Guiteras  (1912), 
the  cardinal  points  of  treatment  were  the  follow- 
ing: Open  the  abdominal  wall  and  explore  the 
bladder,  close  the  vesical  wound,  drain  the  in- 
cision down  to  bladder  wall,  and  place  an  urethral 
catheter  for  urinary  exit.12  It  is  evident  that  a 
suprapubic  catheter  for  urinary  drainage  had  not 
been  adopted  as  fundamental  at  that  time. 

During  World  War  I,  the  principle  of  adequate 
urinary  drainage  by  the  suprapubic  route  still  had 
not  become  generally  accepted.  In  Principles  of 
War  Surgery,  issued  by  the  office  of  the  Surgeon 
General  in  1918,  the  suggested  procedure  for  in- 
traperitoneal  perforations  of  the  bladder  called 
for  laparotomy  and  suture.13  Extraperitoneal 
injuries  of  the  bladder  were  to  be  approached 
suprapubically,  treated  by  primary  suture,  using 
a permanent  catheter  later  if  needed  for  closure  of 
a urinary  fistula.  A similar  manual,  issued  by 
Great  Britain’s  Army  Medical  Department,  fol7 
lowed  the  same  line  of  thought,  although  supra- 
pubic urinary  drainage  had  been  employed  at  for- 
ward stations  by  some  surgeons.14 

In  the  summation  of  experiences  in  World  War 
I,  issued  in  1927  under  the  direction  of  the  Sur- 
geon General  of  the  Army,  opinion  had  shifted  in 
favor  of  suprapubic  drainage.15  Suprapubic  cys- 
| totomy  was  advised  in  extraperitoneal  rupture, 
although  there  were  said  to  be  many  dissenters  to 
this  suggestion.  In  intraperitoneal  rupture,  a 
retention  catheter  or  perineal  tube  was  advised 
for  urinary  drainage;  suprapubic  cystotomy  was 
to  be  avoided  if  possible.  Young  apparently 
sanctioned  this  opinion,  as  similar  recommenda- 
tions appear  in  his  text  of  1926. 16 

The  importance  of  liberal  suprapubic  diversion 
of  the  urine  by  cystotomy  as  the  most  important 
step  in  treatment  was  not  stressed  until  papers  by 
Crosbie  in  1924,  Campbell,  Stirling  and  Belt  in 
1929,  all  of  whom  emphasized  this  procedure  as 
necessary  for  the  reduction  of  mortality  rate, 
even  though  the  principle  involved  had  been  in- 
dicated by  the  use  of  an  urethral  catheter  during 
the  Napoleonic  wars.17-19  A suprapubic  tube 
provides  more  efficient  urinary  drainage  than 
does  the  smaller  urethral  catheter,  especially  to 
avoid  the  fatal  consequences  of  urinary  extrava- 
sation. 

During  recent  years  immediate  cystotomy 
drainage  has  become  imperative  as  a principle  of 
treatment.  This  point  of  view  was  supported 


TABLE  II. — Types  of  Bladder  Injury 

Contusion 

Intraperitoneal  rupture 
Extraperitoneal  rupture 

Combined  intraperitoneal  and  extraperitoneal  rupture 


effectively  by  Hinman  who  stated,  “It  is  doubtful 
if  it  is  ever  wise  to  substitute  a catheter  for  free 
drainage  by  cystotomy.”20 

Experiences  during  World  War  II,  as  well  as 
current  experiences  during  civilian  life,  emphasize 
the  necessity  of  prompt  suprapubic  drainage  of 
the  bladder,  an  item  of  treatment  even  more  im- 
portant than  suture  of  the  area  of  perforation  in 
the  bladder.  Although  final  data  regarding  blad- 
der injuries  in  World  War  II  are  not  available,  a 
survey  of  Army  General  Hospitals  in  the  United 
States  in  October,  1945,  by  Robinson  and  Prather 
disclosed  a total  of  141  patients  with  bladder  in- 
juries in  process  of  recovery.21  Ninety-nine  per 
cent  of  these  patients  who  had  obviously  survived 
the  accident  had  had  suprapubic  cystotomy  as  a 
part  of  their  surgical  treatment.  Sixty-one  per 
cent  had  had  repair  of  the  bladder  perforation  in 
addition  to  cystotomy. 

Agents  Causing  Bladder  Injury 

Many  agents  are  capable  of  causing  bladder  in- 
jury, either  from  within  or  from  outside  the  blad- 
der. These  can  be  of  either  a penetrating  or  non- 
penetrating nature.  Among  the  more  common 
external  penetrating  agents  may  be  listed  bullets, 
shell  fragments,  stabs,  railings,  splinters,  bone 
fragments,  and  the  surgical  scalpel  (Table  I). 
Of  the  internal  penetrating  agents,  commonly  of 
urologic  device  are  the  cystoscope,  the  resecto- 
scope  loop,  the  lithotrite,  sounds,  the  fulgurating 
electrode,  and  explosions  during  endovesical  pro- 
cedures. 

Nonpenetrating  agents  may  also  cause  rupture 
of  the  bladder.  Most  common  is  a blow  to  the 
lower  abdomen  when  the  bladder  is  full.  Dis- 
tortion of  the  moorings  of  the  bladder  caused  by 
fracture  of  the  bony  pelvis  has  also  produced  rup- 
ture of  the  bladder. 
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Fig.  1.  Diagrammatic  sketch  of  intraperitoneal 
rupture  of  the  bladder. 


The  so-called  spontaneous  rupture  of  the  blad- 
der is  most  often  associated  with  gross  disease  of 
the  bladder  wall  or  related  to  previous  bladder 
surgery. 

Classification 

Bladder  injuries  lend  theniselves  readily  to 
simple  classification  (Table  II). 

Contusion  is  used  to  describe  a minor,  nonper- 
forating lesion  of  the  bladder  wall  commonly 
seen  after  delivery  of  a fetus,  following  surgery  on 
pelvic  structures,  or  from  the  proximal  end  of 
cvstoscopic  instruments. 

Intraperitoneal  rupture  denotes  a complete 
break  in  the  continuity  of  the  bladder  with  com- 
munication into  the  peritoneal  cavity  (Fig.  1). 
This  is  a common  type  of  injury'  associated  with  a 
blow  over  the  lower  abdomen  when  the  bladder  is 
distended.  It  has  also  been  produced  by  in- 
judicious use  of,  or  accidents  associated  with,  the 
loop  of  the  resectoscope.  Prather  and  Kaiser  re- 
ported that  of  212  tabulated  cases  of  ruptured 
bladder  associated  with  fracture  of  the  bony  pel- 
vis, 18  per  cent  were  intraperitoneal.22 

A continued  flow  of  noninfected  urine  into  the 
peritoneal  cavity  or  the  introduction  of  infected 
urine  leads  to  peritonitis. 

Omentum  sometimes  seals  the  opening  into  the 
peritoneal  cavity  temporarily,  but  will  not  pro- 
duceaneffectiveclosure  when  the  bladder  becomes 
distended. 

Extraperitoneal  rupture  denotes  a break  in  the 


rupture  of  the  bladder. 


continuity  of  the  bladder  wall  in  an  area  not  cov- 
ered by  peritoneum,  thus  permitting  escape  of 
urine  into  perivesical  tissue  (Fig.  2).  The  most 
common  cause  is  from  fracture  of  the  bony  pelvis. 
McCague  and  Sernans  described  16  extraperito- 
neal and  six  intraperitoneal  bladder  ruptures  in  a 
series  complicating  fracture  of  the  bony  pelvis.25 
Prather  and  Kaiser,  from  a survey  of  the  litera- 
ture, found  that  when  rupture  of  the  bladder  was 
associated  with  pelvic  fracture,  82  per  cent  were 
extraperitoneal.22  The  area  of  rupture  occurs 
usually  on  the  anterolateral  wall  of  the  bladder 
near  the  vesical  neck.  Urinary  extravasation 
ensues  in  the  prevesical  space.  This  fluid,  toxic 
to  undrained  tissue,  produces  necrosis,  slough, 
and  suppuration.  If  not  drained,  this  reaction 
can  extend  via  facial  planes  as  low  as  the  thighs 
or  as  high  as  the  umbilicus. 

Fractures  of  the  bony  pelvis  often  cause  rup- 
ture of  pelvic  vessels,  thus  producing  bleeding 
which  can  produce  a large  hematoma.  Occasion- 
all}'  this  results  in  a pear-shaped  bladder  on  cysto- 
gram,  which  has  been  dubbed  a “tear  drop  blad- 
der” by  Prather  and  Kaiser.  We  have  seen  the 
tear-drop-shaped  bladder  in  cases  with  the  blad- 
der wall  intact  and  in  those  with  extraperitoneal 
rupture  of  the  bladder. 

Combined  intraperitoneal  and  extraperitoneal 
rupture,  not  common  in  civilian  life,  usually  fol- 
low's penetration  of  two  sections  of  bladder  wall 
by-  bullet  or  shell  fragment. 
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| Fig.  3.  Cystogram  via  intravenous  urogram  which 
gives  no  indication  of  rupture  of  bladder. 


Fig.  4.  Rectograde  cystogram  of  same  patient 
as  in  Fig.  3 demonstrates  intraperitoneal  rupture 
of  bladder. 


( Symptoms 

There  are  a few  symptoms  which  have  become 
classical  in  rupture  of  the  bladder. 

Shock  and  evidence  of  hemorrhage  are  usually 
evident  rather  promptly,  although  exceptions 
j manifested  by  a delayed  reaction  are  on  record. 

Low  abdominal  pain,  constant  and  boring  in 
type  is  classical,  often  aggravated  if  pelvic  frac- 
ture is  present. 

An  intense  desire  to  void  but  inability  to  do  so 
is  nearly  always  present  if  the  patient  is  conscious. 

Hematuria,  gross  in  type,  evident  in  a catheter 
specimen  or  perhaps  as  a voided  specimen,  com- 
pletes the  classical  symptomatology. 

If  a patient  with  extraperitoneal  rupture  is  not 
examined  until  more  than  twenty-four  hours  have 
elapsed,  the  effects  of  extravasation  of  urine  may 
be  evident  by  beginning  redness  and  induration 
of  the  skin  in  the  suprapubic  area. 

If  the  patient  with  intraperitoneal  rupture  is 
not  examined  until  more  than  twenty-four  hours 
have  elapsed,  nausea  and  vomiting  as  symptoms 
of  peritonitis  may  make  the  condition  difficult  to 
distinguish  from  a primary  abdominal  one. 


Diagnosis 

Although  anyone  alert  to  the  possibility  may 
surmise  that  bladder  rupture  exists  from  the  symp- 
tomatology and  clinical  evidence,  we  believe 
that  a positive  diagnosis  should  be  established  at 
the  earliest  possible  moment  consistent  with  the 
general  condition  of  the  patient.  For  tangible 
evidence,  x-ray  facilities  are  required,  and  the 
following  program  is  suggested.  „ 

LIBR  AlRY 


Following  improvement  in  the  state  of  shock 
(if  it  exists)  the  patient  is  moved  to  a Bradford 
frame  for  transportation  to  the  x-ray  department. 
The  frame  and  patient  are  then  placed  on  an  x-ray 
table  as  a unit,  and  a scout  film  is  taken  of  the 
abdomen  and  of  the  bony  pelvis.  If  systolic 
blood  pressure  is  more  than  90*to  100  mm.  Hg, 
intravenous  urography  is  done  in  the  routine 
manner  for  data  about  the  upper  urinary  tract 
and  observation  of  the  bladder  outline. 

Following  the  thirty-minute  film  of  the  in- 
travenous urogram,  even  though  the  bladder  area 
shows  no  evidence  of  extravasation,  a retrograde 
cystogram  is  done  under  sterile  precautions,  using 
150  cc.  of  10  per  cent  Skiodan.  Films  of  this  in- 
jection are  made  in  the  anteroposterior  position 
and  in  the  oblique  postion  by  tilting  the  frame  and 
patient  as  a unit. 

In  some  patients  the  cystogram  as  part  of  the 
intravenous  pyelogram  reveals  the  diagnosis,  but 
we  have  seen  instances  in  which  no  suspicion  of 
rupture  existed  in  the  intravenous  routine,  and  in 
which  a large  perforation  was  demonstrated  by 
retrograde  cystogram  (Figs.  3 and  4). 

If  a catheter  cannot  be  passed  to  the  bladder, 
and  there  is  gross  bleeding  from  the  urethral 
meatus,  one  must  presume  a rupture  of  the  ure- 
thra. To  demonstrate  the  location  and  extent 
of  this  lesion  we  advise  an  urethrogram  in  the 
oblique  and  anteroposterior  positions,  using  a 
water  soluble  opaque  medium  such  as  Rayopake 
or  20  per  cent  Skiodan. 

The  indecision  and  error  involved  by  catheter 
Q^d^igjJion  tests  for  rupture  of  the  bladder,  as 
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Fig.  5.  Retrograde  cystogram  shows  intraperi- 
toneal  rupture  of  bladder. 


proved  by  the  experience  of  many  urologists, 
only  emphasize  the  condemnation  of  such  exami- 
nations except  when  proper  x-ray  facilities  are 
not  available.  Likewise,  we  do  not  favor  cysto- 
scopic  examination  as  a routine  procedure. 

Bacon  found  retrograde  cystography  reliable 
in  94  per  cent  of  112  examinations.24  Crane  and 
Schenck  found  13  of  15  cystograms  conclusive  for 
rupture.25 

When  intraperitoneal  rupture  exists,  we  expect 
to  see  the  contrast  medium  in  the  dependent  por- 
tions of  the  peritoneal  cavity  and  a tendency  for 
fluid  to  accumulate  in  the  paracolic  recess  (Fig. 
5).  In  case  of  large  rupture  there  may  be  a spec- 
tacular flame  appearance  of  the  injected  opaque 
fluid. 

When  extraperitoneal  rupture  exists  we  expect 
to  see  the  medium  beyond  the  periphery  of  the 
normal  bladder  shadow  to  indicate  perforation  in- 
to the  prevesical  and  perivesical  tissue  (Fig.  6). 

Treatment 

Immediate  surgery  is  mandatory  for  the  proper 
treatment  of  the  ruptured  bladder.  The  ob- 
jectives of  surgery  are: 

1 . Suprapubic  cystotomy  and  drainage  of  the 
bladder  by  suprapubic  tube. 

2.  Removal  of  urine  and  blood  from  the  peri- 
toneal cavity  if  intraperitoneal  rupture  has  oc- 
curred. 

3.  Drainage  of  the  prevesical  and  perivesical 
tissues  if  extraperitoneal  rupture  exists. 

4.  Suture  of  the  bladder  perforation  if  this 
can  be  done  easily. 
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Fig.  6.  Retrograde  cystogram  shows  extraperi- 
toneal rupture  of  bladder. 


If  there  has  been  interruption  of  the  continuity  i 
of  the  urethra  in  the  region  of  the  pelvic  floor  or 
prostatic  area,  diligent  effort  must  be  made  to 
splint  this  segment  by  urethral  catheter  passed 
from  the  external  meatus  to  the  bladder.  It  must  ' 
be  left  in  place  but  should  not  supplant  the  cystot- 
omy tube  for  urinary  drainage. 

With  good  progress  the  perivesical  drains  can  ; 
be  removed  about  the  fifth  to  the  seventh  post-  - 
operative  day  and  the  cystotomy  tube  about  the  • 
tenth  day.  An  urethral  catheter  can  then  be 
used  for  constant  drainage,  thus  permitting 
the  suprapubic  incision  to  heal.  The  urethral 
catheter  can  be  removed  after  the  suprapubic, 
wound  has  been  dry  for  at  least  four  consecutive  • 
days. 

Prognosis 

If  the  patient  can  survive  the  initial  shock  and 
is  not  burdened  with  other  equally'  serious  in- 
juries, the  prognosis  will  largely  depend  on  the 
promptness  of  diagnosis  and  surgical  treatment 
described.  In  any  event,  rupture  of  the  bladder 
is  a serious  injury,  and  a guarded  outlook  is  justi- 
fied. 

Conclusions 

Even  though  the  principle  of  bladder  drainage 
was  advocated  and  employed  more  than  a hun- 
dred years  ago  for  rupture  of  the  bladder,  the 
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more  effective  present-day  treatment  by  cystot- 
omy drainage  has  only  been  used  and  supported 
during  the  last  twenty -five  years.  In  addition  to 
the  recognition  of  a sound  principle  of  treatment, 
to  succeed  we  must  also  use  adequate  surgical 
neans. 

1180  Beacon  Street 
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discussion 

John  A.  Taylor,  M.D.,  New  York  City — There  is 
ery  little  in  the  paper  with  which  one  could  dis- 
gree.  Dr.  Prather’s  classification  is  a simple  one, 
nd  at  the  same  time  very  comprehensive.  I 
eartily  agree  with  him  in  the  diagnostic  use  of  con- 


trast media,  both  intravenously  and  retrogradely 
to  the  bladder.  I would  be  very  cautious,  however, 
of  doing  a urethrogram  under  pressure  where  there 
is  a ruptured  urethra,  for  fear  of  adding  insult  to  the 
torn  tissues. 

His  emphasis  on  suprapubic  drainage  is  well 
taken.  It  is  like  so  many  of  our  other  modern  day 
procedures,  which  seem  so  self-evident  that  one 
wonders  why  it  took  so  long  for  their  adoption.  I 
am  sure  there  are  very  few  here  who  have  not  been 
trained  in  adequate  suprapubic  drainage. 

I reported  one  of  my  earliest  cases — twenty-eight 
years  ago — who  had  a fractured  pelvis  with  perfora- 
tion of  the  bladder,  with  a spicule  of  bone,  4 cm.  of 
which  was  intravesical.  This  patient  had  been  in 
an  automobile  accident.  Wide  suprapubic  drainage 
was  established,  and,  because  of  his  condition  of 
shock  and  hemorrhage,  nothing  was  done  except  to 
pack  the  bladder.  The  spicule  of  bone  in  the  blad- 
der was  ultimately  absorbed,  and  his  fractured  pel- 
vis was  treated  with  a supporting  canvas  band,  and 
he  obtained  good  functional  result  and  returned  to 
his  employment  as  a truck  driver. 

I wish  to  emphasize  the  recognition,  diagnosis, 
and  urgent  treatment  of  bladder  injuries  during 
transurethral  surgery.  If  this  surgery  is  done  under 
low  spinal  anesthesia,  there  is  always  a sudden  sharp 
pain  when  injury  has  occurred.  One  case  in  ques- 
tion was  a man  on  whom  I did  a transurethral 
resection  of  the  prostate.  There  seemed  to  be  a 
considerable  spasm  of  his  urethra,  and  when  an 
assistant  introduced  a Foley  bag  over  a metal  intro- 
ducer, the  patient  experienced  sudden  sharp  pain. 
By  increasing  the  curve  of  the  introducer,  the  bag 
was  passed  to  the  bladder,  and  irrigation  seemed  to 
prove  that  it  was  intact.  As  Dr.  Prather  has  pointed 
out,  however,  this  test  is  not  an  adequate  one.  Be- 
cause of  the  sudden  pain,  a cvstogram  was  done  and 
showed  extravasation;  apparently  the  catheter  with 
introducer  had  passed  under  the  vesical  neck.  The 
patient  was  taken  immediately  to  the  operating 
room,  and  suprapubic  drainage  was  instituted,  and 
I am  sure  much  morbidity  and  probably'  a fatal 
outcome  were  avoided  with  prompt  suprapubic 
drainage. 

The  next  case  was  one  of  perforation  of  the  bladder 
with  the  resectoscope.  The  immediate  cystogram 
showed  extravesical  extravasation.  In  spite  of  ade- 
quate suprapubic  drainage,  this  patient  died  be- 
cause of  a lower  nephron  nephrosis  secondary  to 
hemolysis.  He  might  have  been  saved  today  with 
the  use  of  isotonic  solutions  which  were  not  employed 
at  that  time. 


.'URSING  CARE  OF  PATIENTS  WITH  ADVANCED  CANCER 


Even  with  advanced  disease  much  can  be  done  to 
elp  the  patient  and  improve  his  comfort.  The 
uthors  discuss  the  problems  of  nursing  care  under 
ve  headings:  rehabilitation,  nutrition,  care  of  the 
tin,  odors,  and  pain.  In  an  introductory  note  the 


paper  also  emphasizes  the  emotional  impact  of  the 
disease  and  the  role  of  the  nurse  in  understanding 
the  patient’s  needs  in  this  respect. — Elisabeth 
H.  Boeker,  R.N.,  and  Rosalie  I.  Peterson,  R.N., 
Public  Health  Nursing,  August,  1952 
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Lyon  Steine,  M.D.,  Valley  Stream,  New  York 


ALTHOUGH  strangulation  of  the  stomach, 
such  as  occurred  in  the  case  which  will  be 
presented  here,  is  a rare  complication  of  eso- 
phageal hiatus  hernia,  the  hernia  itself  occurs 
much  more  frequently  than  is  generally  recog- 
nized.1,2 McNealy  and  McCallister  reported 
that  in  a series  of  routine  x-ray  studies  of  the  up- 
per gastrointestinal  tract,  slightly  more  than  1 per 
cent  of  all  adults  were  found  to  have  protrusions 
of  some  abdominal  viscus  through  the  esophageal 
hiatus.3  Soutter  has  given  an  account  of  67 
operations  for  this  type  of  hernia  at  the  Massa- 
chusetts General  Hospital.4  Clerf  and  others 
observed  110  patients  with  this  disorder  at  the 
Jefferson  Hospital  in  Philadelphia  in  six  years.5 
Harrington  cited  from  the  Mayo  Clinic  430  cases 
of  diaphr  agmatic  hernia  of  which  343  were  of  the 
esophageal  hiatus  type  and  were  surgically  re- 
paired.6 Simmons  and  others  gave  an  analysis 
of  25  cases  which  they  had  observed.7  Brick 
of  Washington,  in  discussing  a paper  by  Pickhardt 
and  others,  stated  that  hiatus  hernias  were  found 
in  8.9  per  cent  of  3,448  patients  in  whom  routine 
upper  gastrointestinal  x-rays  had  been  made.8 

Classification 

Harrington  of  the  Mayo  Clinic  has  written 
extensively  and  authoritatively  on  the  subject 
of  hernias  through  the  diaphragm,  and  one  can- 
not discuss  this  topic  without  making  frequent 
references  to  his  numerous  published  works. 6,9-12 
Diaphragmatic  hernias  are  classified  by  Harring- 
ton as  follows:10 

1.  Nontrauma  tic.  The  commonest  sites  of 
the  protrusion  are  dorsolaterally  at  the  fissure 
pleuroperitonealis,  through  the  outer  crus,  and 
through  the  esophageal  hiatus. 

Harrington  ascribes  the  nontraumatic  hernias 
to  the  presence  in  the  diaphragm  of  weak  places 
resulting  from  failure  of  proper  fusion  of  the 
various  portions  of  the  diaphragm  during  em- 
bryonic development. 

2.  Traumatic.  These  are  caused  by  injury, 
direct  or  indirect,  or  are  a result  of  inflammatory 
necrosis  of  the  diaphragm.  Hernia  due  to  direct 
injury  results  from  penetrating  wounds,  and  the 
site  may  be  at  any  point.  When  it  is  due  to  in- 
direct injury,  it  usually  results  from  a crushing 
force.  The  commonest  sites  are  the  dome  and 
the  posterior  part  of  the  left  side. 

Hernia  through  the  esophageal  hiatus  has  been 
attributed  by  Donovan  to  the  failure  of  develop- 
ment of  the  diaphragm  at  that  point  or  to  failure 
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of  migration  of  the  stomach  because  of  a short 
esophagus.13 

Bockus  follows  Akerlund’s  classification  of 
esophageal  hiatus  hernias  and  groups  them  as 
follows:14,15 

1.  Hernias  due  to  a congenital  short  esopha- 
gus producing  the  so-called  thoracic  stomach. 

2.  The  paraesophageal  hiatus  hernia.  In  this 
type  the  lower  esophagus  remains  in  its  normal 
position,  and  a portion  of  the  cardiac  end  of  the 
stomach  herniates  through  the  hiatus  alongside  - 
the  esophagus. 

3.  Esophagogastric  hernia.  Both  the  lower  - 
end  of  the  esophagus  and  a portion  of  the  cardiac 
end  of  the  stomach  prolapse  through  the  hiatus. 
Bockus  believes  that  in  the  second  and  third 
types  a congenital  weakness  or  maldevelopment 
of  the  diaphragm  may  have  been  present  in 
man}-  cases.  The  hernia  itself  does  not  develop  • 
until  later  in  fife.  In  the  first  type  the  symp- 
toms date  usuallv  from  birth. 


Symptoms 

The  symptoms  of  esophageal  hiatus  hernia 
may  be  so  misleading  that  Harrington  refers 
to  the  disorder  as  “the  masquerader  of  the  uppei 
abdomen.”6  On  the  other  hand,  in  most  cases  . 
where  the  hernia  is  small  there  are  no  symptoms  ;a8 
whatever,  and  the  lesion  is  discovered  as  an  inci- 
dental finding  in  the  course  of  a routine  gastro- 
intestinal  x-ray  study.  The  hernia  tends  to  be 
progressive,  however,  and  the  manifestations 
change  as  it  becomes  larger  and  complications 
develop.  At  onset,  they  are  usually  mild  anc 
consist  of  epigastric  distress  often  radiating 
through  to  the  back,  coming  on  in  the  course  of  £ 
meal  or  shortly  afterwards.  As  the  amount  o 
stomach  in  the  hernia  sac  increases,  the  symptoms 
become  progressively  more  severe.  The  pair 
after  eating  becomes  greater.  The  protrusior 
of  the  stomach  immediately  anterior  to  th( 
esophagus  causes  pressure  upon  that  organ,  push 
ing  it  in  a posterior  direction;  this  causes  difficult} 
in  swallowing  with  a sensation  of  food  lodging  ir 
the  throat. 

Secondary  spasm  of  the  diaphragm  cause 
difficulty  in  belching  and  in  vomiting,  and  i; 
associated  often  with  phrenic  pain  which  is  re 
ferred  to  the  left  shoulder  and  sometimes  radiate 
down  the  left  arm.  The  presence  of  any  con 
siderable  amount  of  the  stomach  in  the  thora: 
may  create  enough  pressure  to  cause  palpita 
tion,  tachycardia,  dyspnea,  or  even  cyanosis 
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The  pressure  of  the  diaphragm  upon  the  pro- 
lapsed stomach  or  esophagus  may  cause  a trau- 
matic ulcer,  which  usually  develops  at  the  lower 
lend  of  the  esophagus  but  may  develop  on  the  lesser 
curvature  of  the  stomach.  Bleeding  from  this 
• ulcer  may  produce  anemia,  melena,  and  hema- 
temesis.  The  attacks  of  pain  at  first  are  inter- 
mittent, but  if  the  stomach  becomes  fixed  in  the 
thorax  by  adhesions,  the  attacks  become  more 
constant. 

Inability  to  take  food  without  pain  causes  loss 
of  weight,  which  is  aggravated  frequently  by 
i vomiting.  Often  the  vomitus  contains  blood. 

: Bockus  states  that  most  cases  occur  in  late  life 
, among  female  patients  who  have  been  overweight, 

: the  majority  of  cases  reported  having  been  in 
obese  persons  over  fifty.14  He  adds  that  the 
ratio  of  sex  incidence  is  about  ten  females  to  one 
male,  and  concludes  that  in  an  elderly,  obese, 
female  patient  the  repeated  occurrence  of  pain 
upon  the  assumption  of  the  recumbent  position 
is  very  significant  of  esophageal  hiatus  hernia. 
Anything  which  increases  intra-abdominal  pres- 
sure may  initiate  or  aggravate  an  attack  of  pain — 
•bending  over,  coughing,  vomiting,  straining  at 
Istool,  wearing  tight-fitting  corsets,  physical  exer- 
tion, deep  breathing,  abdominal  distention,  or 
overeating.  Relief  usually  occurs  upon  assump- 
tion of  the  upright  posture. 

If  the  colon  should  pass  through  the  hiatus, 
intestinal  obstruction  appears  very  quickly. 

Diagnosis 

The  diagnosis  is  not  difficult  if  one  thinks  of  it. 
X-ray  examination  of  the  esophagus  and  stomach 
by  the  standard  technic  usually  will  show  the 
lesion  even  if  it  is  small.  Sometimes  examination 
in  the  recumbent  position  is  necessary,  but  ex- 
amination also  should  be  done  in  the  erect  position 
to  determine  whether  or  not  the  stomach  returns 
to  its  normal  location  beneath  the  diaphragm. 
When  the  lesion  is  difficult  to  demonstrate,  the 
s i Trendelenburg  position  may  be  helpful,  as  noted 
. by  Morison.16 

v Esophagoscopy  also  may  be  of  value,  espe- 
• cially  in  distinguishing  between  congenitally  short 
esophagus  and  true  hiatus  hernia,  and  also  in 
demonstrating  malignant  lesions  in  the  esopha- 
gus or  stomach  which  may  have  been  missed 
by  the  x-ray. 

The  differential  diagnosis  presents  many  pit- 
falls.  The  numerous  and  diverse  clinical  mani- 
festations give  point  to  the  aphorism  of  Hip- 
pocrates: “The  Art  of  Medicine  is  long,  Life  is 
short,  Experience  is  fallacious  and  Judgment 
difficult.”  In  the  343  cases  operated  on  by  Har- 
•.  rington,  an  average  of  three  erroneous  diagnoses 
. bad  been  made  before  the  true  nature  of  the  condi- 
tion was  discovered,  and  34  of  the  patients  had 


been  operated  on  previously  for  the  wrong  disease.0 
Persistent  anemia  caused  by  bleeding  from  trau- 
matic ulcers  in  two  of  the  cases  of  Pickhardt  and 
others  had  caused  the  patients  to  be  treated  else- 
where for  pernicious  anemia.8  Difficulty  in 
swallowing  may  give  rise  to  a diagnosis  of  car- 
diospasm, diverticulum,  or  carcinoma  of  the 
esophagus.  The  latter  is  thought  of  especially 
when  loss  of  weight  and  anemia  also  are  present. 
When  the  weight  loss  and  the  anemia  are  asso- 
ciated with  pain  after  eating,  one  considers 
cancer  of  the  stomach. 

When  spasm  of  the  diaphragm  occurs  with 
radiation  of  the  pain  to  the  left  shoulder  and  arm, 
one  is  led  to  think  of  coronary  artery  disease, 
especially  when  there  is  also  palpitation,  dysp- 
nea, and  perhaps  cyanosis.  When  the  stomach 
becomes  incarcerated  with  severe  epigastric 
pain  radiating  to  the  back,  the  diagnosis  of  acute 
pancreatitis  might  be  made  readily.  Chronic 
indigestion  in  an  obese  woman,  accompanied  by 
persistent  belching,,  will  result  in  a diagnosis  of 
gallbladder  disease.  Sometimes  the  symptoms 
have  been  thought  to  have  been  caused  by  peptic 
ulcer.  Pickhardt  and  others  state  that  chronic 
anemia  from  traumatic  ulcer  may  exist  without 
any  gastric  symptoms.8 

The  differential  diagnosis  is  complicated  fur- 
ther by  the  fact  that  any  one  of  these  disorders 
may  coexist  with  esophageal  hiatus  hernia.  The 
diseases  most  commonly  associated  with  it  are 
peptic  ulcer,  gallbladder  disease,  and  hernias 
other  than  hiatus.  When  two  conditions  coexist, 
either  one  may  be  the  cause  of  the  symptoms. 

Treatment 

The  small  hiatus  hernias  that  cause  no  symp- 
toms and  are  discovered  as  an  incidental  finding 
need  no  active  treatment.  The  patient  should 
be  advised  to  try  to  prevent  any  increase  in  the 
size  of  the  hernia  by  following  the  regimen  of 
medical  treatment. 

Active  treatment  is  medical  or  surgical,  de- 
pending on  circumstances.  Medical  treatment 
is  recommended  for  moderate  sized  hernias  with 
moderate  symptoms.  The  patient  should  avoid 
vigorous  exercise,  especially  bending  and  lifting, 
should  wear  no  tight  corsets,  should  not  strain 
at  stool,  should  sleep  semirecumbent  and  on  the 
right  side.  If  an  attack  occurs  at  night,  it  may 
often  be  terminated  if  the  patient  gets  out  of  bed 
and  walks  about.  The  diet  should  be  bland, 
frequent  small  feedings  should  be  taken,  large 
quantities  of  carbonated  drinks  should  not  be 
ingested,  and  the  patient  should  not  eat  before 
retiring.  The  weight  must  be  kept  down.  For 
frequent,  painful  attacks,  antispasmodics  should 
be  given.  Antacids  may  be  used  to  neutralize 
the  acidity  in  the  lower  end  of  the  esophagus 
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resulting  from  the  incompetent  hiatus.  Clerf 
and  associates  recommend  also  the  use  of  the  eso- 
phagoscope  for  the  relief  of  obstruction  by  dilata- 
tion and  for  local  treatment  of  ulcerations  by 
topical  application.5  When  obstruction  is  the 
main  complaint,  repeated  dilatation  by  means  of 
an  olive-tipped  bougie,  passed  over  a previously 
swallowed  string,  may  be  effective  in  overcoming 
this  difficulty.  Iron  should  be  given,  preferably 
in  liquid  form,  for  anemia. 

Surgical  treatment  is  indicated  for  the  following 
conditions : when  one  third  or  more  of  the  stom- 
ach is  in  the  sac,  when  the  symptoms  continue 
to  progress  despite  adequate  medical  treatment, 
when  the  colon  enters  the  sac,  and  when  there 
appear  complications  such  as  ulceration,  hemor- 
rhage, and  incarceration  of  the  contents  of  the 
sac. 

As  the  contents  of  hiatus  hernias  do  not  often 
become  strangulated  or  acutely  obstructed,  the 
operation  is  almost  invariably  elective.  The 
approach  may  be  either  abdominal,  as  preferred 
by  McXealy  and  McCallister3  and  by  Harring- 
ton,6 or  thoracic,  as  advocated  by  Soutter.4 
According  to  Soutter,  the  incidence  of  recurrence 
was  found  to  be  less  and  the  relief  of  symptoms 
was  found  to  be  more  satisfactory  when  the  trans- 
thoracic approach  was  used.  The  methods  of 
operation  are  described  by  these  authors  in  the 
papers  cited.  Harrington  recommends  that  a 
temporary  phrenic  nerve  interruption  by  crush- 
ing may  be  advisable  as  a preliminary  to  surgical 
repair,  especially  when  the  stomach  is  incar- 
cerated or  strangulated.  In  his  opinion  phrenic 
nerve  interruption  cannot  in  itself  replace  surgical 
repair.  In  a series  of  29  older  patients  between 
the  ages  of  fifty  and  eighty-six,  Pickhardt  and 
others  used  phrenic  nerve  interruption  alone, 
and  if  the  symptoms  recurred,  the  nerve  was 
crushed  again  or  partially  excised.8 

Incidentally,  Bockus  reminds  us  that  the  best 
operative  results  are  obtained  by  surgeons  who 
have  had  training  and  experience  and  have  de- 
veloped skill  in  this  branch  of  surgery. 

Case  Report 

A housewife,  age  forty-five,  whose  extreme  degree 
of  plumpness  indicated  many  happy  hours  spent 
with  knife,  fork,  and  spoon,  had  passed  an  evening 
at  the  movies.  Following  her  custom,  she  stopped 
off  for  a snack  on  her  way  home  and  enjoyed  a gen- 
erous portion  of  chicken  chow  mein.  As  she  finished 
this  refreshment,  she  began  to  experience  pain  in  the 
upper  abdomen  which  grew  progressively  worse  as 
she  proceeded  home.  There  was  frequent  belching, 
which  did  not  relieve  the  pain,  and  constant  nausea, 
with  inability  to  vomit.  The  usual  household  rem- 
edies of  bicarbonate  of  soda  and  milk  of  magnesia 
being  ineffective,  her  husband  phoned  a doctor  at 
midnight. 


The  doctor  found  a very  obese  woman  sitting  on 
the  edge  of  the  bed  in  obvious  pain.  She  described 
a pressing,  squeezing  pain  in  the  pit  of  the  stomach  * 
and  left  upper  abdomen.  She  said  the  pain  was  in-  L 
creased  when  she  was  lying  down  and  thought  she 
would  feel  better  if  she  were  able  to  belch  freely  or  to  1 
vomit.  These  are  suggestive  symptoms,  but  un-  c 
fortunately  their  significance  was  not  appreciated  at 
that  time.  The  doctor  had  not  attended  her  before  - 
and  was  ignorant  of  her  previous  history  and  physi- 
cal condition.  He  was  informed  that  during  the  ; 
past  several  years  she  had  had  fairly  frequent  at-  - 
tacks  of  indigestion  which  had  been  ascribed  to  a - 
diseased  gallbladder  by  the  doctor  then  in  atten- 
dance. This  disease  she  took  to  be  the  cause  of  her 
present  complaints. 

The  skin  was  cool  and  moist,  the  temperature  - 
normal,  the  pulse  80  and  regular;  the  pupils  were 
round,  equal,  and  reacted  promptly  to  light.  The 
tongue  was  clean,  the  heart  sounds  were  normal,  and  1 
the  blood  pressure  was  180/110  A thick  layer  of  ' 
fat  made  abdominal  palpation  difficult;  the  abdom-  r 
inal  wall  was  tense,  there  was  no  tenderness  in  the  ■ 
gallbladder  area  or  in  the  epigastrium,  the  liv  r f 
dullness  was  not  obliterated,  and  there  was  no  tender-  ■/ 
ness  in  either  costophrenic  angle.  The  picture  was 
not  one  of  gallbladder  disease,  coronary  thrombosis,  - 
perforated  ulcer,  tabes,  appendicitis,  renal  colic,  or  1 
intestinal  obstruction.  The  diagnosis  appeared  to 
lie  between  simple  indigestion,  penetrating  gastric  . 
ulcer,  peptic  ulcer  of  the  esophagus,  and  acute  pan-  ^ 
creatitis.  Since  none  of  these  are  acute  surgical 
emergencies  and  the  time  was  now  well  past  1 a.m.,  ^ 
the  patient  was  given  100  mg.  of  demerol  intra- 
muscularly and  two  capsules  of  Xembutal  rectally. 
Within  a few  minutes  she  was  relieved  of  her  pain 
and  went  to  sleep. 

When  she  was  seen  the  next  morning,  eight  hours  ~ 
later,  she  reported  some  recurrence  of  her  epigastric 
pain  which  was  not  severe.  She  looked  bright,  her 
color  was  good,  the  skin  was  warm,  the  temperature 
normal,  the  pulse  rate  80,  and  the  blood  pressure 
200  /120.  There  was  some  sense  of  resistance,  and 
some  deep  tenderness  high  in  the  left  upper  quad- 
rant. A blood  count  was  done  with  normal  results 
and  the  urine  was  normal.  The  level  of  serum  amy- 
lase was  determined  and  was  reported  to  lie  within 
normal  limits. 

That  afternoon,  some  eight  hours  later,  about 
twenty  hours  following  the  onset  of  her  symptoms, 
she  was  quite  comfortable,  out  of  bed,  and  anxious 
to  know  what  she  might  eat  since  she  was  now 
hungry.  Physical  examination  showed  no  change 
from  the  morning  condition.  She  was  convinced,  as 
was  the  family,  that  over-indulgence  in  chicken 
chow  mein  had  been  the  cause  of  her  trouble.  The 
physician  was  skeptical,  and  an  appointment  was 
made  for  her  to  visit  the  doctor’s  office  the  next  day 
for  further  examination,  a reducing  diet,  and  ar- 
rangements for  a gastrointestinal  series  and  a gall- 
bladder x-ray. 

Early  the  next  morning,  however,  some  thirty-six 
hours  after  the  onset  of  illness,  her  pain  recurred. 

The  temperature  was  99,  the  pulse  rate  120,  and  the 
breathing  was  rapid,  with  short,  grunting  respira- , ____ 
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tions.  The  right  upper  abdominal  quadrant  was 
tstill  free  from  tenderness,  but  the  entire  left  side  of 
the  abdomen  was  tender  and  rigid,  with  maximum 
signs  in  the  left  upper  quadrant. 

She  was  seen  by  a surgical  consultant  who  con- 
curred in  the  diagnosis  of  peritonitis,  cause  un- 
known. She  was  operated  upon  as  soon  as  possible. 
When  the  peritoneum  was  opened,  a large  amount  of 
hazy,  blood-tinged  fluid  was  encountered  in  the  peri- 
toneal cavity.  The  gallbladder  was  normal,  as  were 
the  pancreas  and  the  left  colon.  The  stomach  at 
first  could  not  be  found,  but  suddenly  it  presented 
into  the  wound.  The  posterior  wall  was  found  to  be 
totally  gangrenous,  with  a large,  ragged  perforation 
near  the  fundus.  The  diagnosis  was  now  clear,  but 
unfortunately  the  condition  of  the  stomach  was  such 
that  a total  gastrectomy  had  to  be  done,  despite  the 
poor  condition  of  the  patient.  The  stomach  there- 
fore was  resected  and  the  small  portion  of  fundus  re- 
maining was  anastomosed  to  the  jejunum.  The  pa- 
tient was  returned  to  her  room  in  poor  condition, 
with  little  hope  that  she  would  survive.  She  was 
placed  in  an  oxygen  tent,  given  blood  transfusions, 
penicillin,  and  streptomycin.  She  expired  five 
flours  after  the  completion  of  the  operation. 

The  unfortunate  fate  of  this  woman  illustrates  the 
unhappy  consequences  which  can  ensue  as  a result 
of  the  failure  to  consider  esophageal  hiatus  hernia 
is  a possible  cause  of  upper  abdominal  pain. 


Summary 

1.  Esophageal  hiatus  hernia  is  not  an  uncom- 
mon condition. 

2.  In  the  great  majority  of  cases  it  is  asympto- 
matic. 


3.  When  symptoms  and  signs  appear,  they 
may  mimic  a number  of  pathologic  states  rang- 
ing from  coronary  occlusion  to  pernicious  anemia. 

4.  The  commonest  symptom  is  epigastric 
pain  after  eating,  especially  when  lying  down. 

5.  Treatment  may  be  medical  or  surgical 
depending  on  the  size  of  the  hernia  and  the 
amount  of  trouble  it  causes. 

6.  A case  of  gangrene  of  the  stomach  is  pre- 
sented. 

7.  The  importance  of  considering  hiatus  in 
every  case  of  recurrent  upper  abdominal  pain, 
especially  when  present  in  a middle-aged  or  older 
obese  female,  is  emphasized. 
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ANNOUNCEMENT 

PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  4 to  8, 
1953,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2, 1953,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

* Mather  Cleveland,  M.D.,  Chairman 

Committee  on  Prize  Essays 


THE  INCIDENCE  OF  PERIPHERAL  MALIGNANCY  IN  SIMMONDS’ 
DISEASE,  WITH  SPECIAL  REFERENCE  TO  CANCER  OF  THE  BREAST 

Benjamin  H.  Archer,  M.D.,  New  York  City 
( From  the  Medical  Service  of  the  Bronx  Hospital) 


IT  HAS  been  suggested  that  the  ameliorative 
effect  of  the  administration  of  sex  hormones  in 
patients  with  advanced  cancer  of  the  breast  may 
be  due  to  the  fact  that  in  massive  doses  these 
hormones  depress  pituitary  function  and  produce 
a “chemical  hypophysectomy. ’ ’ 1 However,  the 
experimental  evidence  regarding  the  beneficial 
effect  of  hypcphysectomy  on  breast  cancer  is 
contradictory,2  and  thus  far  no  reports  are  avail- 
able regarding  the  possible  efficacy  of  such  a 
procedure  in  humans  with  cancer  of  the  breast. 
In  view  of  these  considerations,  it  was  thought 
advisable  to  investigate  a clinical  condition  in 
man  which  is  akin  to  hypophysectomy,  namely 
Simmonds’  disease,  to  ascertain  whether  or  not 
there  was  am"  relationship  between  a disease 
characterized  by  severe  chronic  hypopituitarism 
and  cancer  of  the  breast. 

With  this  in  mind,  it  was  decided  to  survey  the 
entire  literature  on  Simmonds’  disease  to  deter- 
mine (1)  whether  malignancy  of  the  breast  has 
ever  been  found  in  this  condition ; (2)  whether  in 
Simmonds’  disease  cancer  has  been  observed  in 
any  of  the  organs  controlled  by  the  pituitary 
gland,  and  (3)  whether  in  this  disease  cancer  has 
been  reported  in  any  of  the  peripheral  organs  that 
are  not  under  the  control  of  the  pituitary. 

With  the  aid  of  Dr.  Sheehan  of  Liverpool,  who 
w as  kind  enough  to  furnish  me  with  a copy  of  his 
notes,  the  accompanying  table  (Table  I)  was 
constructed  to  clarify  the  relationship  of  Sim- 
monds’ disease  to  malignancy  of  the  peripheral 
organs.  Included  in  Table  I are  all  known  in- 
stances in  which  a peripheral  malignancy  was 
found  in  a case  diagnosed  clinically  as  Simmonds’ 
disease  that  later  was  subjected  to  autopsy. 
There  are  13  such  cases  in  the  world  literature.3-15 


Of  these,  four  were  not  verified  at  autopsy  as  true 
instances  of  Simmonds’  disease  and  showed  only 
mild  lesions  of  the  pituitary  gland.  It  is  of  in- 
terest that  three  of  these  four  patients  were 
males.  The  other  nine  cases  are  true  instances 
of  chronic  hypopituitarism  and  disclosed  on 
pathologic  examination  severe  or  moderately 
severe  destructive  changes  in  the  pituitary  gland. 
Eight  of  these  nine  cases  were  females.  It  is 
worthy  of  note  that  in  four  of  these  nine  patients 
the  sella  turcica  at  autopsy  was  found  to  be  an 
empty  shell  containing  no  trace  of  pituitary  sub- 
stance. 

It  is  apparent  from  a study  of  Table  I that  can- 
cer of  the  breast  has  never  been  observed  in  as- 
sociation with  Simmonds’  disease.  It  is  also  of 
interest  that  while  cancer  of  the  cervix  has  been 
reported  in  Simmonds’  disease,  there  is  no  known 
instance  in  which  cancer  of  the  ovary  has  been 
found  in  this  condition. 

Comment 

The  results  of  this  study  constitute  neither 

direct  nor  indirect  proof  that  the  presence  of  a 

clinical  condition  in  man  akin  to  experimental 

hypophysectomy  prevents  cancer  of  the  breast. 

Neither  can  it  be  considered  valid  evidence  to 

show  that  cancer  of  the  breast  in  humans,  once 

1 . - 

established,  would  be  affected  if  severe  hypopi- 
tuitarism were  induced  by  surgery  or  other  means. 
The  data  is  being  reported  simply  because  it  does 
suggest  the  possibility  that  in  the  human  a state 
of  severe  chronic  hypopituitarism  may  be  antag- 
onistic to  the  development  of  cancer  of  the 
breast  and,  perhaps,  of  cancer  of  other  sex  organs. 
The  study  also  seems  to  provide  some  basis  for 
speculation  regarding  the  possible  advantages  of 


TABLE  I. — Incidence  of  Malignancy  of  the  Peripheral  Organs  in  Simmonds’  Disease 

Case  Number 

Author  and  Date 

Age 

Sex 

Degree  of  Pituitary 
Lesion 

Organ  Involved  and 
Type  of  Malignancy 

i 

Farquharson.  Belt,  and  Duff.  1938* 

43 

Female 

Severe 

Cancer  of  the  cervix 

2 

Cooke,  19454 

59 

Female 

Severe 

Cancer  of  the  stomach 

3 

Sheehan  and  Cooke5 

38 

Female 

Moderately  severe 

Cancer  of  the  cervix 

4 

Herlant,  19466 

64 

Female 

Severe  (emptv  sella  1 

Cancer  of  the  bronchus 

5 

Maver.  1919: 

61 

Female 

Severe  (empty  sella) 

Mediastinal  malignancy 

6 

Seeger,  1939s 

62 

Female 

Severe  (empty  sella) 

Cancer  of  the  bronchus 

7 

Simmonds,  1914® 

46 

Female 

Severe 

Cancer  of  the  stomach 

s 

Hirsch,  1922'° 

oo 

Male 

Moderately  severe 

Cancer  of  the  esophagus 

9 

Berblinger,  1921 11 

66 

Female 

Mild 

Sarcoma  of  the  thyroid 

10 

Cana  van,  i9301! 

72 

Male 

Mild 

Cancer  of  the  stomach 

11 

Budde,  1921=i 

29 

Female 

Severe  (empty  sella) 

Cancer  of  the  bronchus 

12 

Offenberg,  1910“ 

64 

Male 

Mild 

Cancer  of  the  colon 

13 

Cagnetta,  1945u 

47 

Male 

Mild 

Cancer  of  the  stomach 
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surgical  subtotal  hypophysectomy  as  a therapeu- 
tic measure  for  malignancy  of  the  breast. 

1964  Grand  Concourse 
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THE  CHANGING  POPULATION 

Women  already  outnumber  men  in  the  United 
States,  and  the  indications  are  that  the  difference 
in  numbers  will  become  even  larger  in  the  future, 
statisticians  of  the  Metropolitan  Life  Insurance 
Company  have  reported. 

The  reversal  of  the  historic  sex  ratio  in  our  popula- 
tion occurred  in  1945,  the  statisticians  reported, 
and  showed  up  for  the  first  time  in  the  1950  census. 
At  that  time  there  were  about  1,430,000  more  women 
than  men. 

Many  factors  are  contributing  to  the  increasing 
proportion  of  females  in  the  population.  The 
most  important  is  the  higher  death  rate  among 
males.  At  birth,  the  ratio  of  the  two  sexes  has  been 
very  stable  for  many  years,  at  a level  of  about 
1,055  males  per  1,000  females.  On  the  other  hand, 
the  ratio  of  male  to  female  deaths  has  been  increas- 
ing; in  1930  this  ratio  was  1,210  males  per  1,000 
females,  and  by  1951  it  had  risen  to  1,333  males  per 
1 ,000  females. 

Both  sexes  have  shown  a long-term  improvement 
in  mortality,  but  the  reduction  has  been  more  rapid 
among  females.  As  a result,  the  gain  in  popula- 
tion by  natural  increase  (the  excess  of  births  over 
deaths)  has  been  greater  for  females.  In  the  six 
postwar  years,  1946  through  1951,  natural  increase 
added  half  a million  more  females  than  males  to  the 
population. 


Another  factor  has  been  the  trend  in  the  sex 
pattern  of  migration.  For  most  of  the  country’s 
history,  there  was  a marked  excess  of  males  over 
females  among  immigrants.  However,  this  pic- 
ture was  reversed  about  1930;  in  every  year  since 
then,  more  females  than  males  have  come  in. 

On  the  other  hand,  more  men  than  women  leave 
the  country.  During  the  early  1930’s  the  number  of 
male  emigrants  outnumbered  females  by  almost  two 
to  one.  This  ratio  declined  in  the  postwar  years, 
but,  combined  with  the  excess  of  females  among 
persons  entering  the  country,  there  was  a net  gain 
of  181,000  females  over  males  by  migration  in  the 
five  years  immediately  after  World  War  II. 

War  deaths  have  been  another  factor  in  widening 
the  margin  between  males  and  females  in  the 
population.  The  present  excess  of  women  over  men 
would  be  about  a third  of  a million  less  had  it  not 
been  for  our  losses  in  World  War  II. 

“The  excess  of  women  is  concentrated  largely 
at  ages  forty-five  and  over,  where  the  sex  ratio 
is  956  males  per  1,000  females,”  the  statisticians 
added.  “This  difference  increases  rapidly  with 
advance  in  age,  and  at  ages  seventy  and  over  it 
reaches  855  males  per  1,000  females.  According 
to  present  indications,  the  excess  of  females  over 
males  will  grow,  with  an  attendant  increase  in 
widowhood  and  dependency.” 


Case  Reports 


TUBERCULOUS  MENINGITIS  AND  CONCOMITANT  LEAD  INTOXICATION 


Rudolph  C.  Giannattasio,  M.D.,  Michael  J.  Pirozzi,  M.D.,  and  Andrew  V.  Bedo,  M.D., 

Brooklyn,  New  York 


( From  the  Kings  County  Hospital ) 


'"THE  two  cases  herein  reported  are  part  of  a group 
of  14  cases  of  lead  intoxication  which  were  ad- 
mitted to  Kings  County  Hospital,  Pediatric  Open 
Division,  Brooklyn,  New  York,  during  the  months 
from  February  to  December,  1951.  They  are  re- 
ported separately  and  in  detail  because  of  the  rare 
circumstance  in  which  cases  of  tuberculous  meningitis 
are  complicated  by  lead  intoxication.  A thorough 
review  of  the  literature  failed  to  reveal  additional 
cases  of  tuberculous  meningitis  coexisting  with  lead 
intoxication. 

Case  Reports 

Case  1. — D.  R.,  a one-and-one-half-year-old  white 
female,  was  admitted  to  Kings  County  Hospital 
on  August  31,  1951,  because  of  intermittent  fever 
of  two  days  duration  and  a left-sided,  tonic  convul- 
sion. 

The  present  illness  had  begun  two  days  previously 
with  intermittent  fever.  The  day  prior  to  admission 
the  patient  began  to  drag  her  left  leg.  That  even- 
ing she  had  a left-sided,  tonic  convulsion  during  which 
she  was  noted  to  be  conscious,  yet  unable  to  utter 
sounds.  However,  she  appeared  to  hear  and  see 
her  mother. 

The  past  history  was  noncontributory.  Pica 
could  not  be  elicited.  The  family  history  revealed 
that  the  child  had  had  excessive  exposure  to  the 
mother’s  sister  who  had  active  tuberculosis. 

A physical  examination  revealed  a well-developed, 
well-nourished,  white  female  in  a semistuporous 
state  with  a rectal  temperature  of  102  F.  and  a blood 
pressure  of  100/70.  The  tonsils,  pharynx,  and  ear 
drums  were  injected.  Lungs  and  heart  were  nega- 
tive. The  liver  was  palpated  1 cm.  below  the  right 
costal  margin.  Neurologically,  the  patient  had  a 
nystagmus  and  ptosis  of  the  right  upper  eyelid  but 
the  optic  disks  were  normal.  A left  hemiparesis 
and  left  facial  palsy  were  present.  The  deep  ten- 
don reflexes  were  increased  on  the  left,  and  a sign 
of  Babinski  was  elicited  on  the  left. 

A routine  urinalysis  showed  a trace  of  sugar,  ace- 
tone, a three  plus  Sul ko witch,  and  three  white  blood 
cells  per  high  power  field.  Hemoglobin  was  1 1.0  Gm. 
and  the  white  blood  count  12,200  per  cubic  milli- 
meter, consisting  of  50  per  cent  neutrophils,  35 
per  cent  lymphocytes,  and  15  per  cent  monocytes. 
There  were  no  basophilic  stippled  red  blood  cells  in 
the  Wright’s  stained  smear. 

Admission  spinal  puncture  revealed  a crystal 
clear  fluid  with  a two  plus  Band}-  and  83  lympho- 


Fig.  1.  Case  1. — X-ray  of  the  arm  and  forearm 
showing  increased  density  at  the  distal  end  of  the 
radius  and  ulna. 


cvtes.  X-ray  of  the  chest  on  admission  was  nega- 
tive, but  a typical  zone  of  increased  density  was  pres- 
ent at  the  metaphyses  of  long  bones  (Fig.  1). 

On  September  2,  1951,  the  Mantoux  in  a dilution 
of  1 : 10,000  was  positive.  A twenty-four-hour 
urine  specimen  for  lead  was  0.4  mg.  per  liter  on 
September  4, 1951,  and  a second  urine  level  of  twenty- 
four  hours  was  0.1  mg.  per  liter  on  September  8, 
1951.  Serum  calcium  and  phosphorus  in  samples 
were  drawn  on  August  31  and  were  11.0  and  4.4 
mg.  per  cent,  respectively.  The  alkaline  phos- 
phatase was  7.2  Bodansky  units.  A blood  Wasser- 
mann  was  negative. 

Subsequent  lumbar  punctures  were  performed, 
and  several  of  the  earlier  reports  may  be  found  in 
Table  I.  A spinal  fluid  culture  was  reported  posi-| 
tive  for  Mvcobacterium  tuberculosis  on  December! 
11,  1951. 

The  patient  was  given  0.5  Gm.  of  streptomycin 
intramuscularly  twice  daily  for  at  least  one  hundred ; 
and  eighty  days.  A total  of  50  mg.  of  streptomycin 
was  administered  intrathecally  three  times  a week.; 
This  was  to  be  continued  for  at  least  40  injections 
and  thereafter  until  the  spinal  fluid  returned  to 
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TABLE  I. — Spinal  Fluid  Findings 


Total 

Protein 

Chlorides 

Sugar 

in  Mg. 

in  Mg. 

in  Mg. 

Case 

Date 

Color 

Pandy 

Cells 

Per  Cent 

Per  Cent 

Per  Cent 

Culture 

D.  R. 

August  31,  1951 

Crystal 

2 plus 

83  lymphocytes 

110 

682 

Trace 

clear 

Crystal 

3 plus 

163  lymphocytes 

240 

695 

Trace 

Mycobacterium 

September  4,  1951 

clear 

tuberculosis  on 

September  6,  1951 

Crystal 

clear 

Crystal 

clear 

2 plus 

160  lymphocytes 

195 

573 

Trace 

December  11, 
1951 

September  8,  1951 

3 plus 

356  lymphocytes 

170 

555 

Trace 

A.  T. 

December  30,  1951 

Crystal 

4 plus 

300 

No  growth 

clear 

74  per  cent 
lymphocytes 
26  per  cent 

polymorpho- 

nuclears 

January  2,  1952 

Crystal 

clear 

Crystal 

3 plus 

201  lymphocytes 

175 

612 

Trace 

No  growth 

January  3,  1952 

3 plus 

195  lymphocytes 

117 

579 

Trace 

No  growth 

clear 

normal.  Para-aminosalicylic  acid,  1 Gm.,  three 
times  a day,  was  given  orally.  In  addition  to  the 
above  treatment  for  tuberculous  meningitis,  she 
received  a high  calcium,  phosphorus,  and  vitamin  D 
intake  for  lead  intoxication. 

D.  R.  became  afebrile  on  her  third  hospital  day. 
On  the  fifth  hospital  day,  her  rectal  temperature 
rose  to  100  F.  and  remained  there  with  occasional 
spikes  to  101  F.  until  September  21,  1951.  From 
September  to  January  4,  1952,  when  she  was  trans- 
ferred to  Seton  Hospital,  she  was  essentially  afebrile. 
During  her  stay  at  Kings  County  the  patient  re- 
ceived physiotherapy  to  her  left  extremities.  Al- 
though gradually  increasing  tone  in  her  left  extrem- 
ities tended  to  incapacitate  the  patient,  by  the 
date  of  her  transfer  she  was  able  to  crawl  about  her 
crib  and  hold  her  bottle  with  both  hands.  Her 
facial  palsy  remained  but  became  mild  in  degree. 

Case  2. — A.  T.,  a three-year-old  male  Negro 
was  admitted  to  Kings  County  Hospital  on  Decem- 
ber 30,  1951,  because  of  fever,  cough,  sore  throat, 
and  abdominal  pain  of  two  weeks  duration.  Three 
days  prior  to  admission  the  patient  became  drowsy 
and  lengthened  his  sleeping  periods.  During  his 
waking  hours  he  was  markedly  irritable.  He  had 
been  anorexic  for  one  week  prior  to  admission. 

Past  history  revealed  that  the  patient  was  con- 
suming the  painted  wall  in  his  home.  Family 
history  revealed  no  exposure  to  tuberculosis. 

Physical  examination  revealed  a comatose  Negro 
male,  who  had  a rectal  temperature  of  101  F., 
pulse  70,  and  blood  pressure  100/30.  Tonsils  and 
pharynx  were  injected,'  breath  sounds  in  the  lungs 
were  coarse,  and  a grade  2 systolic  murmur  was 
heard  over  the  pulmonic  area.  The  liver  was  pal- 
pable 3 cm.  under  the  right  costal  margin.  Neuro- 
logically,  there  was  passive  resistance  to  motion  at 
the  neck,  an  outward  deviation  of  the  left  eye,  and 
the  pupils  were  round,  with  the  left  larger  than  the 
right.  The  fundi  were  normal.  Muscle  tone  was 
increased  on  the  left,  accompanied  by  a positive 
Babinski  sign  and  ankle  clonus  on  the  left.  The 
superficial  abdominal  reflexes  were  absent. 

The  routine  urine  was  normal  except  for  a one 
plus  Sulko witch.  Hemoglobin  was  6.5  Gm.  The 
white  blood  count  was  16,000,  consisting  of  80  per 
cent  neutrophils  and  20  per  cent  lymphocytes.  A 
blood  smear  revealed  no  basophilic  stippling.  The 
sickle  cell  preparation  was  negative.  A blood  Was- 
sermann  was  also  negative.  A Mantoux  in  a dilu- 
tion of  1 : 10,000  was  positive.  X-rays  of  the  chest 


Fig.  2.  Case  2. — X-ray  showing  increased  density 
at  the  distal  ends  of  the  radius  and  the  ulna. 


and  long  bones  on  admission  showed  an  area  of 
infiltration  in  the  right  parahilar  region  and  a typical 
zone  of  increased  density  at  the  metaphyses  of  the 
long  bones  (Fig.  2). 

A twenty-four-hour  urine  specimen  for  lead  was 
0.210  mg.  per  liter.  A smear  of  gastric  washings 
revealed  acid-fast  bacilli  on  January  2,  1952. 
The  results  of  two  additional  lumbar  punctures  can 
be  found  in  Table  I. 

A.  T.  received  the  same  treatment  as  the  former 
case  for  tuberculous  meningitis.  However,  he 
received  a different  treatment  for  his  lead  intoxica- 
tion. Since  Ennis  reported  good  results  in  reducing 
the  mortality  and  severity  of  residua  in  lead  en- 
cephalopathy with  BAL,1  A.  T.  was  given  3 mg.  per 
Kg.  of  body  weight  of  the  substance  intramuscularly 
every  four  hours  around  the  clock. 

A.  T.,  who  remained  in  a deep  stupor  from  his  day 
of  admission,  went  rapidly  downhill  and  expired  on 
his  third  hospital  day.  Unfortunately,  a post- 
mortem was  not  permitted. 
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Comment 

In  the  differential  diagnosis  of  coma  or  convulsion 
in  children,  tuberculous  meningitis  and  lead  intoxica- 
tion must  certainly  be  considered  along  with  the 
more  common  causes  such  as  head  injury,  pyogenic 
meningitis,  acute  encephalitis,  uremia,  diabetes, 
hypoglycemia,  acute  infectious  diseases,  and  epilepsy. 

In  numerous  series  of  lead  poisonings  in  children 
encephalopathy  was  shown  to  be  present  in  a major- 
ity.2-5 Thus,  a difficult  problem  in  differential 
diagnosis  arises  since  stupor,  coma,  rigidity,  hemi- 
paresis,  focal  and  generalized  convulsions,  in- 
creased protein  in  the  spinal  fluid,  and  cranial  nerve 
palsies  of  various  types  are  as  common  to  tubercu- 
lous meningitis  as  they  are  to  lead  encephalopathy. 
In  the  14  cases  of  lead  intoxication  reported  by  the 
authors,  a spinal  fluid  cell  count,  chest  plate,  and 
Mantoux  were  of  considerable  value  in  the  dif- 
ferential diagnosis.6  Uncomplicated  cases  of  lead 
encephalopathy  showed  a normal  or  only  slightly 
elevated  cell  count  in  the  spinal  fluid.  The  highest 
count  was  20  cells.  This  finding  is  in  accord  with 
that  of  Blackman  whose  highest  count  was  60, 2 
and  it  is  the  experience  of  the  majority  of  observers 
that  pleocytosis  occurs  only  occasionally  and  is 
usually  of  slight  degree.7,8 

In  the  two  cases  presented,  where  the  spinal  fluid 
cell  count  was  83  and  300  respectively,  tuberculous 
meningitis  coexisted  with  lead  intoxication.  These 
two  cases,  as  can  be  easily  understood,  presented  a 
difficult  problem  in  diagnosis.  The  entire  clinical 
picture  could  have  been  explained  by  either  disease. 
For  a short  period  of  time  tuberculous  meningitis  was 
thought  to  be  the  only  disease  present  in  both  pa- 
tients. In  the  first  case,  where  a diagnosis  of  tuber- 
culous meningitis  was  later  confirmed  by  culture  of 
the  etiologic  agent,  a normal  chest  plate  was  seen 
on  admission  while  the  Mantoux  forty-eight  hours 
later  was  positive.  It  was  the  increased  density 
of  the  metaphyses  of  the  long  bones  which  brought 


up  the  question  of  heavy  metal  poisoning.  The 
twenty-four-hour  urine  level  for  lead  (0.1  mg.  per 
liter)  substantiated  a diagnosis  of  lead  poisoning. 

The  second  case  was  admitted  in  a coma.  His 
chest  plate  and  Mantoux  were  positive.  His  spinal 
fluid  cell  count  and  chemistry  were  consistent  with 
tuberculous  meningitis.  Nevertheless,  with  a his- 
tory of  pica,  x-rays  of  the  long  bones  were  done  also. 
These  showed  a typical  zone  of  increased  density 
at  the  metaphyses.  Subsequent  twenty-four-hour 
urinary  lead  level  determination  was  0.210  mg.  per 
liter. 

It  is  impossible  to  say  with  certainty  whether  or 
not  lead  encephalopathy  was  present  in  these  two 
cases.  The  interesting  point  is  that  both  tuber- 
culous meningitis  and  lead  intoxication  coexisted 
in  these  patients  and  that  either  one  alone  could  have 
explained  the  entire  clinical  picture. 

Summary 

1.  Two  cases  of  tuberculous  meningitis  with 
concomitant  lead  intoxication  are  presented.  The 
literature  was  reviewed  and  similar  cases  were  not 
found. 

2.  The  difficulty  in  the  differential  diagnosis 
between  lead  encephalopathy  and  tuberculous 
meningitis  is  stressed. 
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BUREAU  OF  STANDARDS  HANDBOOK  OUTLINES  X-RAY  PROTECTION  TECHNICS 


Architects  and  engineers  responsible  for  the 
location  of  x-ray  equipment  in  hospitals  and  clinics 
will  find  use  for  National  Bureau  of  Standards 
Handbook  50,  designed  as  a guide  in  setting  up  essen- 
tial protective  barriers.  The  detailed  procedures 
are  the  result  of  “extensive  computations  and 
analyses”  by  Bureau  scientists.  Included  are  x-ray 
protection  recommendations,  sample  design  prob- 
lems, and  methods  for  computing  barrier  thickness. 
The  primary  factual  data  and  basic  design  principles 


presented  are  based  on  the  recommendation  of  the 
National  Committee  on  Radiation  Protection,  while 
protection  technics,  such  as  permissible  exposure 
rate,  were  developed  by  the  International  Com- 
mission on  Radiological  Protection  and  the  Inter- 
national Commission  on  Radiological  Units.  Hand- 
book 50  and  Summary  Technical  Report  1708  de- 
scribing it  may  be  obtained  from  Bureau  of  Stand- 
ards, Washington  25,  D.  C.,  for  15  cents. — Capitol 
Clinic,  September  23,  1952 


EXCISION  OF  TRAUMATIC  ARTERIOVENOUS  FISTULA  INVOLVING  THE 
AXILLARY  VESSELS 

Aubre  de  L.  Maynard,  M.D.,  and  Robert  A.  Nabatoff,  M.D.,  New  York  City 
( From  the  Surgical  Service,  Harlem  Hospital) 


'"TRAUMATIC  arteriovenous  fistulas  are  usually 
secondary  to  penetrating  injuries  such  as  gun 
shot  or  stab  wounds.  Although  frequently  encoun- 
tered in  military  practice,  they  are  relatively  uncom- 
mon in  civilian  life.  Surgical  treatment  is  often  dif- 
ficult because  of  the  marked  vascularity  secondary 
to  the  arteriovenous  shunt.  If  the  fistula  is  small, 
it  may  become  obliterated  spontaneously,  but  sat- 
isfactory spontaneous  cures  occur  so  infrequently  (2 
per  cent)  as  to  make  consideration  of  this  possibility 
of  little  or  no  importance.1  Unless  early  operation 
is  mandatory  because  of  severe  primary  hemorrhage, 
serious  infection,  or  cardiac  decompensation,  surgi- 
cal treatment  is  best  deferred  for  three  to  six  months 
following  injury.  By  that  time  the  hematoma  is 
completely  absorbed,  the  surrounding  tissues  have 
returned  to  their  normal  status,  and  the  collateral 
circulation  is  well  developed.2,3  It  has  been  dem- 
onstrated that  the  circulatory  phenomena  accom- 
panying an  arteriovenous  fistula  can  be  attributed  to 
an  introduction  into  the  arterial  system  of  an  area 
of  lessened  resistance  through  which  blood  flows 
more  readily  than  through  the  capillary  bed  else- 
where and  through  which  blood  from  a reservoir  of 
high  arterial  pressure  has  direct  access  to  a capacious 
venous  bed  of  low  pressure  or  no  pressure.4 

Matas,  Reid,  and  Holman  have  pointed  out  the 
profound  effects  of  arteriovenous  fistulas  upon  the 
heart.6-7  “Though  most  of  the  instances  of  frank 
heart  failure  have  been  in  long-standing  cases  of 
large  arteriovenous  fistulas,  a number  of  cases  have 
been  recorded  in  which  failure  occurred  very  soon, 
for  example,  the  remarkable  case  of  Mason,  in 
which  failure  was  present  within  a few  weeks  of  the 
onset  of  a traumatic  subclavian  fistula.  . . Our 
studies  reveal  conclusively  that  demonstrable  evi- 
dence of  enlargement  of  the  heart  was  present  in 
about  one  half  of  a group  of  young  subjects  with 
peripheral  arteriovenous  fistulas  of  relatively  short 
duration,  few  of  whom  had  symptoms  of  cardiac 
strain  and  who,  for  all  practical  purposes,  had  no  evi- 
dence of  cardiac  failure.”8  The  tendency  toward 
early  cardiac  decompensation  varies  proportionately 
with  the  size  of  the  artery  involved,  the  size  and  age 
of  the  fistula,  and  the  magnitude  of  the  pulse  and 
blood  pressure  changes  following  temporary  occlu- 
sion of  the  fistula. 

Another  potential  danger  in  the  presence  of  an  ar- 
teriovenous fistula  is  the  development  of  bacterial 
endarteritis.9,10  “It  appears  that  the  most  impor- 
tant factor  is  the  unequal  pressures  in  the  two  ves- 
sels. This  permits  arterial  blood  to  flow  across  the 
shunt  with  sufficient  force  to  produce  constant 

trauma  to  the  vein  and  aneurysm The  injury 

to  the  vein  or  aneurysm  produces  an  area  favorable 
for  the  lodgement  and  growth  of  the  organisms.”10 

Many  operative  technics  have  been  utilized  in  the 
treatment  of  arteriovenous  fistulas.  The  procedure 


Fig.  1.  Photograph  made  during  the  excision  of 
axillary  arteriovenous  fistula.  The  axillary  vein 
has  been  ligated  and  divided  proximally  and  dis- 
tally  to  the  fistula,  the  excess  vein  portion  has  been 
excised,  and  the  probe  has  been  inserted  into  the 
fistulous  tract.  The  inset  is  a schematic  illustration 
of  the  method  by  which  the  fistula  was  excised  and 
arterial  continuity  re-established. 


which  has  generally  proved  most  satisfactory  is  the 
quadruple  ligation  technic.  Ligation  of  the  proxi- 
mal artery  alone  should  not  be  performed  since  this 
frequently  leads  to  the  development  of  gangrene. 11 
It  would  be  ideal  merely  to  excise  the  fistulous  tract 
and  restore  continuity  of  the  involved  vessels.  Al- 
though this  procedure  is  often  not  feasible  because 
of  marked  vascularity,  extensive  scar  tissue,  and 
calcification  within  the  fistulous  tract,  it  should  be 
attempted  in  all  cases  since  it  restores  the  arterial 
circulation  to  an  essentially  normal  status.  The 
crux  of  effective  surgical  therapy  is  excision  of  the 
fistula  and  all  communications  leading  into  it.  If 
even  one  vessel  is  overlooked,  the  stage  is  set  for 
a recurrence. 

Even  though  an  arteriovenous  fistula  is  a great 
stimulus  for  the  development  of  collateral  circula- 
tion, since  the  operative  procedure  often  involves 
ligation  of  the  major  artery  to  an  extremity,  prelimi- 
nary sympathectomy  is  a valuable  adjunct  in  ther- 
apy since  it  minimizes  vasospasm  and  stimulates 
the  maximum  development  of  collateral  blood  sup- 
ply. In  the  patient  described  in  this  report,  a pre- 
liminary stellate  ganglionectomy  was  carried  out. 
At  a second  stage,  three  weeks  later,  it  was  possible 
to  mobilize  the  axillary  artery  and  vein  proximally 
and  distally  to  the  fistula  and  the  fistulous  tract  it- 
self. Arterial  continuity  was  re-established  by  ex- 
cision of  the  venous  component  of  the  fistula  and 
suture-closure  of  the  opening  in  the  artery  (Fig. 
1). 
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Case  Report 

History. — I.  B.,  a thirty-seven-year-old  colored 
female,  was  admitted  to  Harlem  Hospital  on  Novem- 
ber 20,  1951,  because  of  a "pounding”  sensation  in  the 
head  and  left  shoulder  region.  In  November,  1949, 
she  had  suffered  a stab  wound  of  the  left  shoulder  and 
had  been  treated  by  simple  suture  of  the  laceration. 
There  had  been  no  complications.  Approximately 
one  year  after  this  injury  she  began  to  notice  a ‘ quiv- 
ering’' sensation  in  the  left  shoulder  region,  associ- 
ated with  frequent  palpitation  of  the  heart.  One 
and  one-half  years  after  the  injury  she  began  to  ex- 
perience easy  fatigue  and  shortness  of  breath  on 
exertion.  She  was  admitted  to  the  hospital  because 
these  symptoms  gradually  increased  in  intensity. 

Examination. — The  patient  was  a well-developed, 
well-nourished  female  in  no  distress.  There  was  a 
palpable  thrill  and  continuous,  loud  bruit  over  the 
left  supraclavicular  and  upper  anterior  thoracic  re- 
gions. The  point  of  greatest  intensity  was  1 cm. 
below  the  midpoint  of  the  left  clavicle.  Blood  pres- 
sure was  88  systolic  and  54  diastolic  in  the  left  arm, 
and  110  systolic  and  50  diastolic  in  the  right  arm. 
The  left  hand  was  cooler  and  more  moist  than  the 
right.  The  remainder  of  the  examination  was 
negative. 

Laboratory  Data. — The  blood  creatinine  was  1.3 
mg. ; urea  nitrogen,  8 mg. ; glucose,  85  mg.  Kahn 
tost  was  negative,  and  urine  was  normal.  The  re- 
sults of  the  red  blood  count,  white  count  and  differ- 
ential, and  electrocardiogram  were  within  normal 
limits.  Roentgenograms  revealed  no  abnormalities 
of  the  heart  or  lungs.  Angiocardiogram  revealed  an 
arteriovenous  communication  in  the  region  of  the 
left  axillary  vessels. 

Course. — The  history  and  physical  findings  were 
typical  of  an  arteriovenous  fistula.  In  order  to 
eliminate  vasospasm  and  stimulate  the  maximum 
development  of  collateral  circulation,  a left  stellate 
ganglioneetomy  was  performed  on  December  18, 
1951.  The  incision  was  made  midway  between  the 
vertebral  spines  and  the  medial  border  of  the  scap- 
ula, and  extended  from  the  base  of  the  neck  to  below 
the  inferior  border  of  the  scapula.  The  trapezius, 
rhomboid,  and  erector  spinalis  muscles  were  tran- 
sected, and  21/*  inches  of  the  posterior  portions  of  the 
second  and  third  ribs  were  resected.  The  parietal 
pleura  was  reflected  from  the  posterior  parietal  wall 
and  the  sympathetic  chain  identified.  It  was  mobil- 
ized from  the  upper  border  of  the  third  rib,  and  this 
segment  of  the  chain,  including  the  stellate  ganglion, 
was  excised. 

The  postoperative  course  was  uneventful,  and 
three  weeks  later,  on  January  10,  1952,  resection  of 
the  axillary  arteriovenous  shunt  was  attempted. 
Using  endotracheal  ethylene  anesthesia,  a horizontal 
incision  was  made  over  the  left  clavicle,  extending 
down  the  upper  third  of  the  arm.  A subperiosteal 
resection  of  the  clavicle,  from  the  sternoclavicular 
joint  to  about  two  inches  from  the  acromioclavicular 
junction,  was  performed.  The  subclavian  and  axil- 
lary veins  were  markedly  dilated.  Since  the  blood 
vessels  immediately  adjacent  to  the  fistula  were 
“frozen”  in  dense  scar  tissue,  it  was  necessary  to 
enter  the  chest,  through  the  beds  of  the  first  and 
second  ribs,  in  order  to  achieve  complete  control 
of  the  major  vessels  proximal  to  the  fistula.  The 
intrathoracic  portions  of  the  subclavian  vessels 
were  identified  and  encircled  with  tapes.  The  fistula 
was  then  approached.  It  was  found  in  the  first 
portion  of  the  axillary  vessels.  The  brachial  plexus 
was  markedly  adherent  to  the  axillary  artery  at  the 
site  of  the  fistula  as  a result  of  adhesions  secondary 
to  the  original  stab  wound.  It  was  necessary  to  dis- 


Fig.  2.  Photograph  taken  several  weeks  follow- 
ing operation,  illustrating  the  nature  and  extent  of 
the  operative  incision. 


sect  the  artery  away  from  the  brachial  plexus  in  or- 
der to  be  certain  that  there  were  no  small  arteries 
feeding  the  fistula  through  these  adhesions.  The  ar- 
tery and  vein  segments  immediately  proximal  and 
distal  to  the  fistula  were  then  temporarily  occluded 
with  rubber-shod  serrefine  clamps,  and  the  involved 
portion  of  axillary  vein  was  excised.  The  fistulous 
tract  then  was  opened  and  dissected  down  to  its 
junction  with  the  artery.  It  measured  5 mm.  in 
diameter  (Fig.  1).  Using  number  5 zero  Deknatel 
silk  on  an  atraumatic  needle,  the  opening  in  the  ar- 
tery was  sutured.  The  serrefine  clamps  on  the  axil- 
lary artery  were  removed,  and  a strong  pulse  was 
immediately  apparent  both  in  the  distal  portion  of 
the  axillary  artery  and  at  the  wrist. 

The  postoperative  course  was  uneventful,  the 
patient  being  ambulatory  almost  immediately  follow- 
ing operation.  The  wound  healed  by  primary 
union,  and  the  patient  was  discharged  on  January  18, 
1952  (Fig.  2.).  She  has  been  seen  frequently  in  the 
follow-up  clinic  and  has  remained  completely  well. 

Conclusions 

Some  of  the  problems  posed  by  traumatic  arterio- 
venous fistulas  are  briefly  discussed.  A case  is  de- 
scribed in  which  symptoms  did  not  develop  until  one 
year  after  the  original  injury  to  the  axillary  artery 
and  vein.  It  was  feasible  to  excise  the  fistulous 
tract  and  restore  arterial  continuity  by  suture-clos- 
ure of  the  fistulous  opening  in  the  artery. 
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AN  UNUSUAL  CASE  OF  MULTIPLE  THORACIC  ANEURYSMS 

Benjamin  Richman,  M.D.,  and  Max  Pomerance,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Cardiology,  Beth-El  Hospital) 


A NEURYSMS  of  the  blood  vessels  have  been 
1 mentioned  by  the  ancients.  Galen  knew  ex- 
ternal aneurysms  well.  Lancisi,  in  1728,  wrote  a 
monograph  on  the  etiology  of  aneurysm,  and  Mor- 
gagni described  the  symptoms  and  morbid  anatomy 
as  early  as  1761. 1 

There  has  come  to  our  attention  a most  unusual 
case  of  multiple  aneurysms  of  the  ascending,  trans- 
verse, and  descending  thoracic  aorta.  These  local- 
ized dilatations,  together  with  marked  elongation 
and  tortuosity  of  the  thoracic  aorta,  formed  a bi- 
zarre structure  which  resembled  a string  of  sausages 
folded  upon  itself  in  the  form  of  loops  which  invaded 
both  sides  of  the  chest. 

Case  Report 

A.  D.,  a sixty-year-old  white  male  engineer,  con- 
sulted a physician  because  of  dyspnea  on  the  slight- 
est exertion  for  the  past  two  years.  He  was  very 
reluctant  about  giving  a detailed  history  of  previous 
illnesses,  operations,  and  social  status. 

The  physical  examination  showed  a well-developed 
and  well-nourished  white  man.  His  temperature 
was  normal,  pulse  rate  84,  respiration  22,  and  blood 
pressure  158/100  and  148/104  in  the  left  and  right 
arm,  respectively.  There  was  no  distention  of  the 
neck  veins  or  abnormal  pulsations.  The  breath 
sounds  were  diminished  in  both  lung  fields  poste- 
riorly. The  heart  was  not  enlarged,  the  rhythm  was 
regular,  and  the  sounds  were  of  fair  quality.  There 
was  a faint  systolic  murmur  at  the  apex  and  aortic 
area  but  no  diastolic  murmurs  or  thrills.  The  ab- 
dominal examination  was  entirely  negative  except 
for  a small,  left  inguinal  hernia.  Neurologic  exami- 
nation disclosed  absent  knee  jerks.  The  pupils 
reacted  to  light  and  accommodation. 

The  blood  Kahn  reaction  was  4 plus.  The  electro- 
cardiogram showed  regular  sinus  rhythm  with  an 
occasional  premature  ventricular  systole.  There 
was  left  axis  deviation,  slightly  depressed  ST,  with 
a diphasic  T in  lead  1,  and  aVL,  diphasic  and  notched 
T wave  in  V\  to  V6  (Fig.  1).  The  electrocardio- 
graphic pattern  was  consistent  with  left  ventricular 
enlargement  and  myocardial  damage. 

Teleoroentgenography,  by  Dr.  Max  Dannenberg, 
disclosed  a large,  irregular  cardiac  shadow  which 
seemed  to  fill  the  entire  left  chest.  However,  further 
study  of  this  shadow,  particularly  in  the  oblique 
views,  revealed  that  it  consisted  of  a comparatively 
small  heart  shadow  with  several  large  irregular 
overlapping  aneurysmal  masses  situated  on  the  as- 
cending. arch,  and  descending  thoracic  aorta.  These 
variable  dilatations  were  part  of  a markedly  elon- 
gated and  tortuous  thoracic  aorta  which  twisted  upon 
itself  to  form  loops  in  various  directions.  These 
masses  invaded  both  lung  fields.  Roentgen  exami- 
nation also  showed  linear  calcification  which,  in 
some  areas,  followed  the  course  of  the  entire  tho- 
racic aorta  (Figs.  2,  3,  4,  and  5).  Fluoroscopic  ex- 
amination confirmed  the  above  findings  and  also 
demonstrated  active  arterial  pulsation  of  the  large 
masses.  On  the  basis  of  these  radiologic  findings 
and  the  blood  serology,  the  diagnosis  was  made  of 
multiple  syphilitic  aneurysms  of  the  aorta. 
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Fig.  1.  Electrocardiagram  showing  sinus  rhythm, 
left  axis  deviation,  slightly  depressed  ST  with  a di- 
phasic T in  lead  1 and  aVL,  diphasic  and  notched  T 
in  Vi  to  Vs. 


Comment 

The  incidence  of  aneurysm  is  in  direct  proportion 
to  the  incidence  of  syphilis.  It  is  hoped  that,  with 
the  modern  treatment  of  sj'philis,  aortic  aneurysm 
eventually  will  be  a medical  curiosity.  A statistical 
analysis  of  the  location  of  aneurysm  in  the  various 
portions  of  the  thoracic  aorta — ascending,  arch,  de- 
scending portion  of  the  arch,  and  the  remainder  of 
the  thoracic — shows  the  frequency  to  be  approxi- 
mately in  the  ratio  of  10  to  7 to  3 to  1.  Kampmeier, 
in  his  4,000  collected  cases  of  aneurysm,  found  the 
ratio  to  be  7 to  7 to  5 to  1. 2 In  a review  of  the 
literature  by  Epstein  and  Friedman,  5,636  cases  of 
aortic  aneurysm  were  tabulated.3  Of  these,  only 
320  or  5.7  per  cent  were  found  in  the  descending 
aorta.  Multiple  intrathoracic  aneurysms,  as  pres- 
ent in  our  case,  are  the  least  common.  Of  633 
cases  of  aortic  aneurysm  observed  by  Kampmeier, 
only  25  or  less  than  4 per  cent  were  multiple.  Be- 
cause syphilitic  aortitis,  in  the  vast  majority  of  in- 
stances, develops  in  the  thoracic  rather  than  the  ab- 
dominal aorta,  thoracic  aneurysms  are  over  ten 
times  as  frequent  as  abdominal  aneurysms.  For 
similar  reasons,  the  ascending,  transverse,  and  de- 
scending parts  of  the  arch  of  the  aorta  are  the  most 
frequent  sites  of  aneurysms. 

In  general  it  is  a good  rule  to  consider  all  thoracic 
aortic  aneurysms  as  due  to  syphilis  unless  proved 
otherwise.  Nonsyphilitic  aneurysms  may  be  arte- 
riosclerotic, congenital,  mycotic,  or  dissecting  in 
origin. 

Pathologically,  the  term  aneurysm  is  restricted  to 
a localized  saccular  or  fusiform  dilatation  of  the 
aorta  and  does  not  imply  a simple  diffuse  dilatation 
such  as  is  seen  in  simple  aortitis.  Syphilis  being  the 
most  common  cause  of  thoracic  aortic  aneurysm,  we 
shall  dwell  more  fully  on  its  pathology.  Syphilitic 
aortitis  produces  an  obliteration  of  the  vasavasorum 
of  the  aortic  wall  with  subsequent  scarring,  loss  of 
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Fig.  2.  Anteroposterior  roentgenogram  of  the 
chest  showing  a small  cardiac  shadow  with  several 
large,  irregular,  overlapping  aneurysmal  masses, 
some  of  which  show  linear  calcification. 


elasticity  of  the  media,  weakening  of  the  aortic  wall, 
and  its  dilatation.  Dotter  and  Steinberg  consider 
any  fusiform  dilatation  of  the  aorta  which  is  60  mm. 
or  more  in  diameter  as  an  aneurysm.4  In  51  cases  of 
syphilitic  aortitis  they  found  that  the  caliber  of  the 
ascending  aorta,  as  measured  by  angiocardiography, 
ranged  from  38  to  70  mm.,  averaging  45.4  mm.  as 
compared  to  normal  measurements  of  16  to  38  mm., 
all  ages  being  considered.  The  transverse  and  de- 
scending aortic  measurements  were  similarly  higher. 

.Arteriosclerosis  alone  very  rarely  produces  dilata- 
tion of  comparable  degree.  Non  syphilitic  aortic 
dilatation  tends  to  be  uniform  and  smooth  in  con- 
trast to  the  syphilitic  aorta  in  which  the  caliber 
varies  in  an  irregular  fashion.  Calcification  of  the 
aorta  has  proved  to  be  a relatively  reliable  sign  of 
syphilitic  aortitis;  however,  according  to  Dotter  and 
Steinberg,  the  presence  of  calcification  is  not  pathog- 
nomonic and  its  absence  is  of  no  diagnostic  signifi- 
cance. 

The  symptoms  and  signs  of  aortic  aneurysms  are 
determined,  to  a large  extent,  by  the  location  of  the 
lesion  and  are  usually  due  to  pressure  of  the  aortic 
tumor  and  the  frequent  coexistence  of  aortic  insuf- 
ficiency and  coronary  ostial  stenosis.  Thus,  when 
aneurysm  and  aortic  insufficiency  or  coronary  ostial 
stenosis  are  present,  symptoms  of  congestive  heart 
failure  or  coronary  insufficiency  may  predominate 
and  obscure  the  pressure  symptoms.  Aneurysm  of 
the  ascending  aorta,  because  of  its  anatomic  posi- 
tion, may  result  in  physical  signs  only,  while  that  of 
the  transverse  arch,  because  of  its  close  contiguity 
with  important  structures,  may  produce  pressure 
symptoms.  Clinically  it  is  usually  difficult,  if  not 
impossible,  to  separate  these  anatomic  entities. 


In  the  case  reported  the  presenting  symptom  was 
dyspnea  on  slight  exertion.  The  cause  for  this  was 
not  clear,  since  significant  cardiac  enlargement  and 
aortic  insufficiency  were  absent.  However,  the 
electrocardiogram  displayed  distinct  signs  of  left 
ventricular  hypertrophy  which,  with  a possible  luetic 
ostial  stenosis,  produced  chronic  coronary  insuf- 
ficiency. Dyspnea  also  may  have  been  partly  due 
to  the  reduction  of  the  vital  capacity  of  the  lung  by 
the  invasion  of  the  lung  fields  by  the  aneurysmal 
masses. 

Roentgenologically,  aneurysm  of  the  aorta  may  be 
recognized  when  the  size  and  contour  of  the  vessel 
is  sufficiently  changed.  Roentgenkymographv, 
electrokymography,  and  particularly  angiocardi- 
ography may  be  helpful  in  the  diagnosis.  The  elec- 
trocardiogram is  of  little  aid  unless  there  is  an  as- 
sociated aortic  insufficiency  which  may  produce  a 
left  ventricular  hypertrophy  pattern. 

The  differentiation  of  an  intra thoracic  tumor  from 
aneurysm  offers  the  greatest  difficulty  in  the  diag- 
nosis. The  aneurysmal  sac  may  be  full  of  laminated 
clots  and  may  not  pulsate,  thus  simulating  a tumor 
mass.  On  the  other  hand,  active  aortic  pulsation 
may  be  transmitted  to  a tumor,  thereby  simulating 
aortic  aneurysm.  .Angiocardiography  is  of  the 
greatest  help  in  the  differential  diagnosis.  Elec- 
trokymography also  may  be  helpful  by  demonstrat- 
ing the  presence  or  absence  of  expansile  pulsation 
in  all  directions.5  In  our  case  the  roentgenogram 
showed  a markedly  dilated  aorta  with  fusiform  an- 
eurysms of  its  ascending,  transverse,  and  descending 
portions  with  linear  calcification  in  the  various  parts 
of  the  aorta.  The  aneurysmal  masses  were  observed 
fluoroscopically  to  pulsate  actively. 

Xonsyphilitic  aneurysm  of  the  aorta,  especially 
arteriosclerotic  dilatation,  may  be  differentiated  by 
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Fig.  4.  Right  oblique  roentgenogram  of  the  chest 
showing  calcified  aneurysmal  masses. 


the  negative  serology  and  the  fact  that  syphilis  is  the 
most  common  cause  of  thoracic  aneurysm.  Arterio- 
sclerosis also  produces  a uniform  elongation  and 
tortuosity  which  is  practically  never  saccular  in  type. 
Since  syphilis  is  the  most  common  cause  of  aortitis  in 
the  ascending  aorta,  calcification  confined  to  this 
area  alone  would  suggest  syphilis.  In  our  case, 
there  was  linear  calcification  distributed  throughout 
the  entire  thoracic  aorta,  and,  therefore,  there  may 
have  been  a concomitant  arteriosclerosis.  However, 
as  mentioned  before,  the  presence  of  calcification  is 
not  pathognomonic  of  syphilis,  and  its  absence  is  of 
no  diagnostic  significance. 

Aneurysm  must  occasionally  be  differentiated 
from  a number  of  other  conditions,  none  of  which 
offers  real  difficulty  as  compared  with  those  already 
mentioned. 

The  treatment  of  aortic  aneurysm  is  generally 
prophylactic.  In  the  syphilitic  cases,  specific  ther- 
apy may  retard  progression  of  the  disease  and  re- 
lieve some  of  the  symptoms  but  will  not  restore  elas- 
tic tissue  which  has  been  destroyed.  An  aneurysm, 
once  formed,  will  persist  and,  because  of  local  he- 
modynamic changes,  may  progressively  widen  and 
eventually  rupture.  Attempts  have  been  made  to 
reinforce  the  aneurysmal  wall  by  wiring  and  electro- 


coagulation within  the  sac,  or  by  wrapping  the  out- 
side with  polythene  cellophane.  These  procedures 
have  not  produced  uniformly  favorable  results,  and 
it  is  hoped  that  vascular  surgery  may  make  a short- 
circuiting  operation  feasible  in  appropriate  cases. 

Conclusion 

An  unusual  case  of  multiple  luetic  thoracic  aneu- 
rysms is  reported  in  a sixty-year-old  white  male  whose 
only  complaint  was  dyspnea  on  exertion.  Roent- 
genograms showed  these  aneurysmal  dilatations  to 
be  part  of  a markedly  elongated  and  tortuous  aorta 
which  was  folded  upon  itself,  forming  loops  which 
impinged  upon  the  lungs.  The  positive  serology, 
location  of  the  aneurysm,  shape  of  the  aorta,  and 
distribution  of  calcification  suggested  a syphilitic 
etiology  with  concomitant  arteriosclerosis. 

1480  President  Street 


We  wish  to  express  our  appreciation  to  Dr.  Max  Dannen- 
berg  for  making  these  roentgenograms  available  to  us  and 
aiding  us  in  their  interpretation. 
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There’s  only  one  corner  of  the  universe  you  can  be  certain  of  improving,  and  that’s  your  own 
self.  So  you  have  to  begin  there,  not  outside,  not  on  other  people. — Aldous  Huxley 


LATERAL  FORCE  FRACTURE  OF  THE  WRIST 

Michael  Burman,  M.D.,  and  Jacob  Frank,  M.D.,  New  York  City 

( From  the  Home  and  Hospital  of  the  Daughters  of  Israel ) 


'T'HE  typical  fracture  of  the  wrist  is  the  Colics'  frac- 
"*■  ture,  the  radius  breaking  through  its  narrow 
waist  by  an  axial  force  to  which  is  added  a dorsal 
thrust  by  the  fall  on  the  palm  of  the  outstretched 
hand.  A lateral  force  fracture  of  the  wrist  is 
unusual,  its  discovery  being  based  on  the  axiom  that 
the  form  of  fracture  follows  the  vectorial  force. 
Analysis  of  the  roentgenograms  thus  may  reveal  the 
direction  of  the  force  which  gives  the  form  of  frac- 
ture. The  force  of  reduction  is  directed  oppositely 
to  the  force  of  fracture  as  a rule.  The  recognition  of 
discrete  entities,  such  as  this  one,  follows  the  applica- 
tion of  this  axiom  and  its  corollaries. 

Case  Report 

On  April  17,  1952,  a bedfast  man.  ninety-nine 
years  old  or  a little  more,  who  suffered  in  the  latter 
of  his  many  years  from  senile  arteriosclerosis,  struck 
his  left  wrist  against  the  side  rails  of  his  bed. 

The  anterior-posterior  roentgenogram  (Fig.  1A) 
showed  the  ulna  broken  through  its  neck  and  the 
radius  through  its  waist.  The  force  of  fracture 
thrust  the  hand  radially.  The  proximal  stump  of 
the  relatively  longer  ulna,  overlapping  the  ulnar 
head,  pushed  through  the  skin  and  compounded  the 
fracture. 

The  lateral  roentgenogram  (Fig.  IB)  showed  the 
proximal  fragment  of  the  ulna  displaced  volarly, 
much  more  so  than  the  proximal  fragment  of  the 
radius.  The  ununited  fracture  of  the  ulnar  styloid 
process  antedated  this  accident;  so,  too,  did  the 
osteoporosis,  which  allowed  this  fracture  by  minimal 
trauma.  The  fracture  was  easily  reduced  and  im- 
mobilized by  plaster,  with  elbow  flexed  and  the 


A B 

Fig.  1. — (A)  Anterior-posterior  roentgenogram. 
( B ) Lateral  roentgenogram. 


forearm  supinated,  after  the  wound  had  been 
dressed.  The  man  died  on  May  4,  1952,  the  trauma 
of  fracture  probably  accelerating  his  death. 


FLUSH  METHOD  PRACTICAL  FOR  BLOOD  PRESSURE  OF  NEWBORN 


The  flush  technic,  a visual  method  for  blood 
pressure  determinations,  is  simpler  and  more  prac- 
tical for  newborn  infants  than  auscultatory  or  pal- 
pation methods,  as  revealed  by  tests  at  the  St. 
Louis  Children’s  Hospital.  Results  on  three  new- 
born babies  compared  favorably  with  established 
blood  pressure  findings.  Results  were  similarly 
satisfactory  when  the  technic  was  compared  with 
auscultatory  and  palpation  methods  in  seven  older 
children  with  normal  pressures,  three  with  hyper- 
tension, and  three  with  coarctation  of  the  aorta. 

In  the  flush  method,  the  cuff  of  the  sphygmoma- 
nometer is  placed  on  the  infant’s  ankle  or  wrist  in 
the  usual  manner.  .An  improvised  rubber  bandage 
is  wrapped  around  the  foot  or  hand,  starting  dis- 


tally, forcing  the  blood  from  the  extremity.  The 
cuff  is  inflated  to  a pressure  slightly  above  the 
suspected  systolic  pressure:  the  bandage  is  then 
removed  and  the  pressure  slowly  released  from  the 
cuff  not  faster  than  six  to  seven  millimeters  per 
second.  The  approximate  systolic  pressure  is  the 
reading  at  which  the  extremity  suddenly  flushes  as  * 
blood  re-enters. 

It  is  concluded  that  this  method  ‘ is  a reasonably 
accurate  and  simple  means  of  determining  the 
approximate  systolic  pressure  in  normal  newborn 
infants  and  in  infants  with  [certain]  abnormalities.” 

— D.  Goldring,  M.D..  and  H.  Wohlmann,  M.D.,  - 

Journal  of  Pediatrics,  March,  1952 
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Peter  Francis  Amoroso,  M.D.,  of  New  York  City, 
died  on  December  27,  1952,  at  Columbus  Hospital 
at  the  age  of  sixty-one.  Dr.  Amoroso  received  his 
medical  degree  from  Fordham  University  in  1914 
and  interned  at  Gouverneur  Hospital.  An  honorary 
member  of  the  medical  staff  of  Columbus  Hospital, 
he  had  served  as  deputy  commissioner  and  as  com- 
missioner of  correction  for  New  York  City,  from 
1934  to  1946,  when  he  became  a medical  examiner 
for  the  New  York  State  Insurance  Fund.  Dr. 
Amoroso  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Eugene  Bar,  M.D.,  of  Port  Jervis,  died  on  De- 
cember 16,  1952,  at  his  home  at  the  age  of  sixty-six. 
Dr.  Bar  received  his  medical  degree  from  the  Uni- 
versity of  Kolozsvar,  Hungary,  in  1914. 

Morris  Beilin,  M.D.,  of  Albany,  died  on  December 
23,  1952,  at  the  age  of  sixty-two.  Dr.  Beilin  was 
graduated  from  the  Albany  Medical  College  in  1909. 
During  World  War  I he  served  overseas  as  a first 
lieutenant  with  the  U.S.  Army  Medical  Corps,  and 
from  1918  to  1924  he  was  coroner’s  physician  in 
Albany.  Dr.  Beilin  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Saul  Arthur  Binderman,  M.D.,  of  New  York  City, 
died  on  December  30,  1952,  at  his  home  at  the  age  of 
sixty.  Dr.  Binderman  was  graduated  from  the 
i Columbia  University  College  of  Physicians  and 
Surgeons  in  1916.  During  World  War  I he  served 
as  a first  lieutenant  with  the  U.S.  Army  Medical 
Corps.  He  was  an  instructor  in  internal  medicine 
at  the  New  York  Polyclinic  Medical  School  and 
Hospital.  Dr.  Binderman  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Roscoe  Talbot  Breen,  M.D.,  of  Utica,  died  on 
December  7,  1952,  in  Memorial  Hospital,  Utica,  at 
the  age  of  fifty-nine.  Dr.  Breen  received  his  medi- 
cal degree  from  the  Hahnemann  Medical  College, 
Philadelphia,  in  1922.  He  was  a member  of  the 
I medical  staff  of  St.  Luke’s  and  Memorial  Hospital, 
both  in  Utica.  Dr.  Breen  was  a member  of  the 
Utica  Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Wolcott  Clausen,  M.D.,  of  Rochester, 
died  on  December  29,  1952,  at  the  age  of  sixty-four. 
Dr.  Clausen  received  his  medical  degree  from  the 
Johns  Hopkins  University  Medical  School  in  1915. 
He  was  professor  of  pediatrics  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry  and 
chief  of  pediatrics  at  the  Strong  Memorial  Hospital 
and  the  Strong  Memorial  Hospital  Outpatient  De- 
partment. Dr.  Clausen  was  a member  of  the  Ameri- 


can Academy  of  Pediatrics,  the  American  Pediatric 
Society,  the  Monore  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Berthold  Flesch,  M.D.,  of  New  York  City,  died 
on  December  28,  1952,  at  Lenox  Hill  Hospital  at  the 
age  of  seventy-nine.  A native  of  Hungary,  Dr. 
Flesch  came  to  the  United  States  as  a young  man 
and  was  graduated  from  the  New  York  University 
and  Bellevue  Hospital  Medical  School  in  1899.  He 
was  consulting  gynecologist  at  Lenox  Hill  Hospital. 
Dr.  Flesch  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  Fried,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 25,  1952,  in  a private  sanitarium  in  Ossining,  at 
the  age  of  forty-six.  Dr.  Fried  received  his  medical 
degree  from  the  Long  Island  College  Hospital  Medi- 
cal School  in  1931.  He  was  attending  physician  at 
the  Bushwick  Hospital  and  associate  attending 
physician  at  Kings  County  Hospital,  both  in  Brook- 
lyn. A Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  Dr.  Fried  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

George  N.  Georgiade,  M.D.,  of  New  York  City, 
died  on  December  14,  1952,  at  his  home  in  Jamaica 
at  the  age  of  seventy-five.  Dr.  Georgiade  received 
his  medical  degree  from  the  University  of  Paris  in 
1908. 

Bertha  Gladstem,  M.D.,  of  New  York  City,  died 
on  December  30,  1952,  at  Mount  Sinai  Hospital  at 
the  age  of  sixty-two.  Dr.  Gladstern,  a native  of 
Russia,  received  her  medical  degree  from  the  Khar- 
kov Women’s  College  of  Medicine  in  1915  and  came 
to  the  United  States  in  1923.  She  was  senior  clini- 
cal assisting  ophthalmologist  at  the  Mount  Sinai 
Hospital  Outpatient  Department. 

Charles  E.  Goodell,  M.D.,  of  Jamestown,  died  on 
December  17  in  Tucson,  Arizona,  at  the  age  of 
sixty-six.  Dr.  Goodell  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1910  and 
interned  at  Buffalo  General  Hospital.  He  was  a 
member  of  the  medical  staff  of  the  Jamestown 
General  and  the  Women’s  Christian  Association 
Hospitals,  both  in  Jamestown.  A Fellow  of  the 
American  Academy  of  Surgeons,  Dr.  Goodell  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the 
Chautauqua  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Henry  litis,  Jr.,  M.D.,  of  Brooklyn  and 
Glendale,  died  on  December  21  at  his  home  at  the 
age  of  forty-one.  Dr.  litis  received  his  medical  de- 
gree from  the  Long  Island  College  Hospital  Medical 
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School  in  1937  and  interned  at  Brooklyn  Hospital. 
He  was  associate  attending  surgeon  at  Brooklyn 
Hospital,  attending  surgeon  at  Beth  Deaconess 
Hospital,  and  clinical  assistant  attending  surgeon  at 
Ixrng  Island  College  Hospital.  Dr.  litis  was  a 
member  of  the  Brooklyn  Surgical  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Amos  John  Minkel,  M.D.,  of  Hamburg,  died  on 
December  10  in  the  Buffalo  General  Hospital  at  the 
age  of  sixty-two.  Dr.  Minkel  was  graduated  from 
the  University  of  Buffalo  School  of  Medicine  in  1914 
and  during  World  War  I served  overseas  with  the 
U.S.  Army  Medical  Corps.  He  was  attending 
surgeon  at  Our  Lady  of  Victory  Hospital  in  Lacka- 
wanna. Dr.  Minkel  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Daniel  Poll,  M.D.,  of  New  York  City,  died  on  De- 
cember 24,  1952,  at  his  home  at  the  age  of  sixty-five. 
Dr.  Poll  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1910  and 
during  World  War  I served  as  a medical  officer  with 
the  Canadian  .Army  and  then  with  the  U.S.  Army 
Medical  Corps,  in  France.  He  was  consulting 
physician  at  Mount  Sinai  Hospital,  where  he  had 
been  honored  in  1947  by  the  presentation  of  a 
plaque  “in  appreciation  of  thirty-seven  years  of 
distinguished  service.”  A Diplomat©  of  the  Ameri- 
can Board  of  Internal  Medicine,  Dr.  Poll  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Denton  Shea,  M.D.,  of  Brooklyn,  died  on 
December  30,  1952,  at  his  home  at  the  age  of 
seventy.  Dr.  Shea  was  graduated  from  the  Colum- 


bia University  College  of  Physicians  and  Surgeons  in 
1896  and  interned  at  St.  Mary’s  Hospital  in  Brook- 
lyn. He  was  a member  of  the  Kings  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Merton  Ross  Skinner,  M.D.,  of  Le  Roy,  died  on 
December  16,  1952,  at  his  home  at  the  age  of 
seventy-nine.  Dr.  Skinner  received  his  medical  de- 
gree from  the  Hahnemann  Medical  College,  Phila- 
delphia, in  1898  and  interned  at  Genesee  Hospital  in 
Rochester.  He  had  served  several  terms  as  coroner 
of  Genesee  County  and  ten  years  as  health  officer  for 
the  Town  of  Stafford.  Dr.  Skinner  was  a member  of 
the  American  Institute  of  Homeopathy. 

Maxwell  Slater,  M.D.,  of  New  York  City,  died  on 
December  30,  1952,  at  the  age  of  seventy.  Dr. 
Slater  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1905. 
He  was  attending  surgeon  in  ophthalmology  at  the 
Good  Samaritan  Hospital.  A Diplomat©  of  the 
.American  Board  of  Ophthalmology,  Dr.  Slater  was 
a member  of  the  New  York  Society  for  Clinical 
Ophthalmology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Homer  M.  Wellman,  M.D.,  of  Jamestown,  died  on 
December  16,  1952,  at  the  Women’s  Christian  Asso- 
ciation Hospital  in  Jamestown  at  the  age  of  seventy- 
six.  Dr.  Wellman  received  his  medical  degree  from 
the  University  of  Michigan  Medical  School  in  1903 
and  started  his  practice  in  Blairsville,  Pennsylvania. 
During  World  War  I he  served  with  the  U.S.  Army 
Medical  Corps  and  was  awarded  the  Purple  Heart. 
Dr.  Wellman  remained  in  the  Reserve  Officers 
Corps,  advancing  to  the  rank  of  colonel  before  his 
retirement  in  1940.  He  was  a member  of  the  medical 
staff  of  the  Jamestown  General  Hospital  and  attend- 
ing pediatrician  at  the  Women’s  Christian  Associa- 
tion Hospital  there. 


ABUSES  OF  CORTISONE  AND  CORTICOTROPIN 


Although  the  usefulness  and  hazards  of  cortisone 
and  ACTH  have  not  been  finalty  determined,  there 
is  strong  evidence,  both  experimental  and  clinical, 
that  some  conditions  are  adversely  affected  by  these 
hormones.  Presence  of  these  diseases,  therefore, 
constitutes  at  least  a relative  contraindication  to 
their  use.  Among  these  contraindications,  pres- 
ence of  peptic  ulcer,  tuberculosis,  and  emotional 
disturbances  constitutes  three  of  the  more  important, 
and  the  author  confines  himself  to  these.  He 
strongly  counsels  against  use  of  these  hormones  in 
undiagnosed  illnesses,  not  only  because  they  may 
turn  out  to  be  contraindicated,  but  also  because 


they  suppress  certain  symptoms,  thus  serving  only 
to  make  diagnosis  more  difficult.  The  history 
should  include  careful  evaluation  of  present  and 
past  gastrointestinal  complaints  and  disturbances,  j 
Present  emotional  status  of  the  patient  should  be  j 
evaluated,  including  in  the  history'  a survey  of  past  j 
emotional  illnesses  as  well  as  past  general  psychologic  j 
adjustment.  Unless  the  patient  has  recently  had  j 
a chest  examination,  this  should  be  included  in  the  j 
general  checkup  before  embarking  on  a program  of  I 
hormone  therapy. 

— Robert  M.  Salassa , M.D.,  Minnesota  Medicine,  ] 
July,  1952. 
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Cancer  Diagnosis  and  Treatment — Under  the 
fellowship  program  of  the  New  York  State  Depart- 
ment of  Health,  the  New  York  City  Department  of 
Health,  and  the  Medical  Society  of  the  State  of  New 
York,  a course  in  “Cancer  Diagnosis  and  Treatment” 
is  being  offered  in  cooperation  with  the  Columbia  Uni- 
versity Faculty  of  Medicine  from  April  20  to  May  2, 
1953.  This  is  a full-time  two-week  course,  the  aim 
of  which  is  to  familiarize  the  physician  with  con- 
temporary theory  and  practice  in  cancer  diagnosis 
and  therapy.  Didactic  as  well  as  practical  demon- 
strations will  be  given  by  the  staff  of  the  Francis 
Delafield  Hospital,  which  is  the  unit  for  neoplastic 
disease  in  the  Columbia-Presbyterian  Medical 
Center.  The  maximum  class  will  be  limited  to 
twelve,  and  applicants  should  indicate  on  the  back  of 
the  application  blanks  their  present  hospital  ap- 
pointments. 

Application  blanks  for  the  course  may  be  ob- 
tained from  the  University  or  from  the  Bureau  of 
Cancer  Control,  New  York  State  Department  of 
Health,  39  Columbia  Street,  Albany,  New  York. 
The  Columbia  University  Faculty  of  Medicine  is 
located  at  630  West  168th  Street,  New  York  32, 
New  York. 

The  completed  forms  should  be  forwarded 
promptly  to  the  University  accompanied  by  a check 
for  the  registration  fee  payable  to  the  University. 

The  words  “New  York  State  Department  of 
Health  Fellowship”  should  be  written  across  the  top 
of  the  forms. 

Should  the  quota  be  filled,  the  registration  fee 
will  be  returned.  The  fellowships  for  all  New  York 
State  physicians  applying  for  same  and  accepted  for 
the  course  will  be  paid  directly  to  the  University. 


Special  Training  Awards — Doctors  in  New  York 
State  who  have  been  given  special  training  awards 
under  the  clinical  traineeship  program  of  the 
National  Heart  Institute,  recently,  are:  Dr.  Shirley 
L.  Ferris,  Albany  Hospital  and  Albany  Medical 
College;  Dr.  William  S.  Webster,  Children’s  Hos- 
pital, Buffalo;  Dr.  Leon  B.  Hainey,  Jr.,  Harlem 
Hospital,  New  York  City;  Dr.  Alfred  J.  Kaltman, 
Lenox  Hill  Hospital,  New  York  City;  Dr.  Robert 
A.  Shimm,  Mount  Sinai  Hospital,  New  York  City; 
Drs.  A.  Gregory  Jameson  and  Dr.  Leo  A.  Strutner, 
Jr.,  New  York  University-Bellevue  Hospital,  New 
York  City,  and  Dr.  Nicholas  E.  Capeci,  Presbyterian 
Hospital,  New  York  City. 

Traineeships  carry  stipends  of  $3,000  per  year  for 
trainees  without  dependents  and  $3,600  for  those 
with  dependents.  Eligible  for  such  special  study  are 
doctors  who  are  citizens,  have  completed  a general 
internship,  have,  at  least  one  additional  year  of  ex- 
perience or  training,  and  are  not  over  forty  years  of 
age. 

Applications  for  the  traineeships  may  be  obtained 
from  the  National  Heart  Institute,  Public  Health 
Service,  Bethesda  14,  Maryland. 


Grants  To  Combat  Blindness — Applications  for 
the  1953-1954  grant-in-aid  awards  of  the  National 
Council  To  Combat  Blindness  will  be  considered  by 
the  organization’s  committee  on  research  at  its 
fourth  annual  meeting  to  be  held  in  the  spring  of 
1953. 

Completed  applications  should  be  received  in  the 
office  of  the  Council  no  later  than  April  15,  1953. 
Forms  may  be  obtained  by  addressing:  Secretary, 
National  Council  To  Combat  Blindness,  Inc.,  1186 
Broadway,  New  York  1,  New  York 


t 


Lowell  M.  Palmer  Fund  Established — The  estab 
| lishment  of  the  Lowell  M.  Palmer  Fund  for  senior 
fellowships  in  the  medical  sciences  has  been  an- 
nounced by  Dr.  Joseph  C.  Hinsey,  dean  of  Cornell 
I University  Medical  College.  The  fund  has  been 
' created  by  gifts  to  Cornell  from  Carleton  M. 

Palmer,  former  chairman  of  the  Board  of  E.  R. 
i Squibb  and  Sons,  in  memory  of  his  father,  the  late 
Lowell  M.  Palmer. 

Cornell  Medical  College  will  handle  the  adminis- 
tration of  the  Fund,  but  the  recipients  of  the  senior 
! fellowships  will  not  be  limited  to  the  Cornell  staff 
and  will  be  chosen  bya  board  which  includes  repre- 
sentatives from  several  other  medical  schools.  The 
I board  will  consist  of  Dr.  Walsh  McDermott  as 
chairman  and  Dr.  Geoffrey  Rake  as  vice-chairman, 
acting  as  permanent  members,  together  with  four 
rotating  members  to  serve  for  a period  of  one  year. 
Although  the  fund  may  receive  periodic  increments, 
i it  will  be  self-liquidating.  It  is  anticipated  that 
approximately  five  Lowell  M.  Palmer  Senior  Fellow- 
ships will  be  available  during  the  first  year  of  the 
operation  of  the  fund. 


Donors  Listed  for  Education  Foundation — Physi- 
cians from  New  York  State  who  contributed  to  the 
American  Medical  Education  Foundation  during 
the  month  of  November,  1952,  include  the  following: 
Dr.  Vitus  William  Badia,  Dr.  Benjamin  Harris 
Balser,  Dr.  James  H.  Barnard,  Dr.  Lester  Blum, 
Dr.  Anthony  S.  Bogatko,  Dr.  David  M.  Bosworth, 
Dr.  Harold  Brandaleone,  Dr.  George  S.  M.  Cowan, 
Dr.  John  Garb,  Dr.  Arthur  W.  Blick,  Dr.  Suzanne 
A.  Howe,  Dr.  Jed  H.  Irvine,  Dr.  Leon  T.  LeWald, 
Dr.  Constantine  J.  MacGuire,  Dr.  May  R.  Mayers, 
Dr.  Albert  J.  Schein,  Dr.  Lester  J.  Schultz,  Dr. 
Adelaide  Ross  Smith,  Dr.  Abraham  B.  Tamis,  Dr. 
Lester  J.  Unger,  and  Dr.  Frederick  A.  Wurzbach, 
all  of  New  York  City;  Dr.  Louis  H.  Bauer,  Hemp- 
stead; Dr.  Thomas  F.  Cacioppi,  Claverack;  Dr. 
William  O.  Jackson,  Avoca;  Dr.  Joseph  Frederick 
Kenzie,  Bath;  Dr.  Anna  W.  Perkins,  Westerlo; 
Dr.  Theodore  Perl,  Syracuse;  Dr.  Leonard  J.  Schiff, 
Plattsburg;  Woman’s  Auxiliary,  Medical  Society  of 
the  County  of  Monroe,  and  the  Putnam  County 
Medical  Society. 
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MEETINGS 

PAST 


Schenectady  County  Medical  Society 

The  regular  meeting  of  the  Schenectady  County 
Medical  Society  was  held  on  January  6 at  the 
Mohawk  Golf  Club.  Dr.  Maurice  E.  Bruger, 
associate  professor  of  medicine,  New  York  Univer- 
sity Post-Graduate  Medical  College,  and  director, 
Department  of  Clinical  Pathology,  University  Hos- 
pital, New  York  City,  spoke  on  “Human  and 
Experimental  Arteriosclerosis.” 

At  the  December  meeting.  Frederic  Snyder  spoke 
on  “Keeping  Ahead  of  the  Headlines.” 

New  York  Academy  of  Medicine 

Dr.  William  Malamud,  professor  and  chairman  of 
the  Department  of  Psychiatry  and  Neurology,  Bos- 
ton University  School  of  Medicine,  spoke  on  “Or- 
ganic Factors  and  Personality  Functions,”  at  the 
New  York  Academy  of  Medicine  on  January  7. 
This  lecture  was  the  fifth  in  the  current  series  of  the 
“Lectures  to  the  Laity.” 

Society  of  Medical  Jurisprudence 
The  regular  meeting  of  the  Society  of  Medical 
Jurisprudence  was  held  on  January  12  at  the  New 
York  Academy  of  Medicine.  Mr.  Edward  T.  W elch, 
member  of  the  New  York  Bar  and  president  of  the 
Society  of  Medical  Jurisprudence,  1951  and  1952, 
spoke  on  “Judicial  Progress  in  Medical  Jurispru- 
dence,” and  Dr.  Howard  J.  Hutter,  colonel,  medical 
department,  U.S.  -Army,  retired;  instructor  in 
radiology,  New  York  University-Bellevue  Medical 
Center,  and  president,  Society  of  Medical  Juris- 
prudence, 19o3,  spoke  on  “Evolutionary  Trends  in 
Medical  Jurisprudence.” 


Jefferson  County  Medical  Society 

The  January  meeting  of  the  Jefferson  County 
Medical  Society  was  held  on  January  13  at  the 
Black  River  Valley  Club  as  a joint  meeting  with  the 
Dental  Society. 

Dr.  John  Duggan,  assistant  professor  of  medicine. 
Syracuse  University'  College  of  Medicine,  discussed 
“Bacterial  Flora  of  the  Mouth  in  Relation  to  Endo- 
carditis and  Other  Diseases.’' 

Practitioners’  Conference 

The  sixty-second  practitioners’  conference  was 
held  on  January  14  at  the  New  York  Hospital- 
Comell  Medical  Center.  Hyperthyroidism  was  dis- 
cussed by  a panel  consisting  of  Dr.  Rulon  W. 
Rawson,  internal  medicine;  Dr.  Ephraim  Shorr, 
metabolic  disorders;  Dr.  Lawrence  W.  Sloan,  sur- 
gery, and  Dr.  Sidney  C.  Werner,  internal  medicine. 

Central  New  York  Surgical  Society 

Postgraduate  instruction  was  held  for  the  Central 
New  York  Surgical  Society  on  January'  15  at  the 
Hotel  Syracuse  in  Syracuse.  Dr.  A.  Wilbur  Duryee, 
attending  physician  and  chief,  peripheral  vascular 
clinic,  University  Hospital,  New  York  City',  pre- 
sented a paper  on  “The  Medical  Management  of 
Occlusive  Arterial  Diseases  and  Venous  Throm- 
bosis,” and  Dr.  Gerald  H.  Pratt,  associate  clinical 
professor  of  surgery,  New  York  L'niversity  College 
of  Medicine,  and  chief,  cardiovascular  surgical  serv- 
ice and  clinic,  St.  Vincent’s  Hospital,  New  York 
City,  spoke  on  “The  Surgical  Management  of 
Occlusive  Arterial  Diseases  and  Venous  Throm- 
bosis.” 


FUTURE 


New  York  Cancer  Society 

The  monthly  meeting  of  the  New  York  Cancer 
Society  will  be  held  Tuesday  night,  February  3,  at 
8:30  p.m.  at  the  New  York  Academy  of  Medicine, 
New  York  City.  Topic  for  the  meeting  will  be 
“Hormones  and  Cancer.” 

Dr.  Gray  H.  Twombly,  professor  of  gynecology, 
New  York  University  Medical  College,  will  speak  on 
“Etiologic  Relationships  of  Hormones  and  Cancer,” 
and  Dr.  Alan  T.  Kenyon,  professor  of  medicine. 
University  of  Chicago  Medical  School,  will  lead  the 
discussion.  The  second  paper  will  be  “Endocrine 
Therapy  of  Cancer,”  by  Dr.  Charles  Huggins,  pro- 
fessor of  surgery,  University  of  Chicago  Medical 
School,  and  Dr.  Ira  T.  Xathanson.  assistant  profes- 
sor of  surgery',  Harvard  Medical  School,  Boston, 
Massachusetts,  will  lead  the  discussion. 

.All  physicians  and  medical  students  are  invited  to 
attend. 

New  York  Chapter,  Arthritis  and  Rheumatism 
Foundation 

A two-session  conference  on  “The  Rheumatic  Dis- 
orders in  Industry:  Technics  for  Keeping  Patients 
Employable,”  will  be  held  at  the  New  York 
Academy  of  Medicine  Building  on  Wednesday  and 
Thursday,  February  4 and  5,  under  the  sponsorship 
of  the  New  York  Chapter  of  the  Arthritis  and  Rheu- 
matism Foundation. 

General  aspects,  and  particularly  industrial 
aspects,  of  the  rheumatic  disorders  will  be  presented 


by  Dr.  Joseph  J.  Bunim.  Dr.  S.  Charles  Franco.  Dr. 
Willis  M.  Weeden,  Dr.  Edward  W.  Loman,  and  Mr. 
Henry  Viscardi,  Jr. 

Papers  on  specific  measures  to  keep  patients  with 
rheumatic  disorders  employable  will  be  presented  by 
Dr.  Charles  Ragan.  Dr.  Alexander  Gutman,  Dr. 
Edward  F.  Hartung,  Dr.  Otto  Steinbrocker,  Dr. 
Richard  H.  Freyberg,  and  Dr.  W.  A.  L.  Thompson. 

.An  invitation  to  the  conference  may  be  obtained 
from  the  New  York  Chapter,  Arthritis  and  Rheuma- 
tism Foundation,  432  Fourth  Avenue,  New  A’ork  16, 
New  A’ork. 

Nassau  Pediatric  Society 

The  February  scientific  meeting  of  the  Nassau 
Pediatric  Society  will  be  held  at  the  Garden  City 
Hotel,  February  9,  at  9 p.m.  Dr.  Harry  Bakwin, 
clinical  professor  of  pediatrics,  New  A’ork  Univer- 
sity Medical  School,  will  speak  on  “The  Diagnostic 
Approach  to  Behavior  Problems.” 

International  College  of  Surgeons 

A regional  meeting  of  the  Pennsylvania  and  sur- 
rounding states  surgical  divisions  of  the  United 
States  Section  of  the  International  College  of  Sur- 
geons will  be  held  in  Philadelphia  at  the  Bellevue- 
Stratford  Hotel,  February  13  and  14.  Dr.  W. 
Wayne  Babcock  will  be  the  honorary  chairman.  Dr. 
Moses  Behrend,  chairman,  and  Dr.  Albert  Behrend, 
cochairman. 
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Albany  Hospital 

A series  of  18  seminars  on  recent  advances  in  medi- 
cine and  the  basic  sciences  was  begun  at  the 
Albany  Medical  College  on  January  8 and  will  con- 
tinue through  May  7,  sponsored  by  the  Medical 
College  and  the  Albany  Veterans  Administration 
Hospital.  These  seminars  represent  an  important 
segment  of  the  1952-1953  postgraduate  program  of 
the  College,  and  are  held  on  Thursday  afternoon. 

Hospital  for  Joint  Diseases 

Courses  in  postgraduate  training  in  orthopedic 
surgery  will  be  offered  by  the  Hospital  for  Joint  Dis- 
eases in  affiliation  with  Columbia  University  College 
of  Physicians  and  Surgeons  beginning  March  16  and 
ending  March  28.  The  courses,  which  will  consist 
of  12  morning  and  11  afternoon  sessions,  will  include 
a series  of  lectures,  case  demonstrations,  and  con- 
ferences on  the  clinical,  diagnostic,  therapeutic, 
pathologic,  bacteriologic,  chemical,  and  radiologic 
aspects  of  skeletal  diseases. 

For  further  information,  telephone  Miss  Amelia 
Mater,  Hospital  for  Joint  Diseases,  TR  6-7000, 
extension  361. 

Cancer  Teaching  Day  Program 

A two-day  cancer  teaching  session  sponsored  by 
the  Albany  Medical  College,  the  Albany  County 
Medical  Society,  the  New  York  State  Division  of 
Cancer  Control,  and  the  Medical  Society  of  the 
State  of  New  York,  will  be  held  on  April  16  and  17 
in  Huyck  Auditorium,  Albany  Medical  College. 

“Newer  Methods  of  Treatment  of  Cancer,”  will 
be  discussed  Thursday  morning  at  9 a.m.  by  Dr. 
Rulon  Rawson,  Memorial  Hospital,  New  York  City, 
who  will  discuss  “Physiologic  Concepts  in  the 
Treatment  of  Thyroid  Cancer”;  10  a.m.,  “Radia- 
tion Therapy,”  by  Dr.  James  Nickson,  Memorial 
Hospital,  New  York  City;  10:30  a.m.,  “Hormonal 


Factors  in  the  Treatment  of  Neoplastic  Disease,” 
by  Dr.  O.  H.  Pearson,  Memorial  Hospital, 
New  York  City;  11  a.m.  “Chemotherapy,”  by  Dr. 
J.  H.  Burchnal,  Memorial  Hospital,  New  York  City, 
and  11:30  a.m.,  a discussion  period. 

Pre-  and  postoperative  care  will  be  the  topic  of 
the  afternoon  session  which  will  start  at  2 p.m.,  with 
Dr.  T.  H.  Randall,  Memorial  Hospital,  New  York 
City,  discussing  “Electrolyte  Balance”;  3 p.m., 
“Cardiac  Problems,”  by  Dr.  John  LaDue,  Memorial 
Hospital,  New  York  City;  3:45  p.m.,  “Blood  Re- 
placement,” by  Dr.  Allyn  B.  Ley,  Memorial  Hos- 
pital, New  York  City,  and  4:30,  discussion  period. 

The  evening  session  on  psychiatric  problems  will 
begin  at  8 p.m.  with  Dr.  Guy  Robbins,  Memorial 
Hospital,  New  York  City,  talking  on  “Early  Diagno- 
sis-Culpability”; 8:45  p.m.,  “Problems  of  Patient,” 
by  Dr.  Jacob  Finesinger,  University  of  Maryland; 
9:15  p.m.,  “Postoperative  Problems,  Rehabilita- 
tion,” by  Dr.  Arthur  Sutherland,  Memorial  Hos- 
pital, New  York  City,  and  9:45,  a discussion  period. 

The  Friday  session  will  be  held  at  the  Albany 
Veterans  Administration  Hospital  on  the  third  floor, 
and  “Soft  Tissue  Tumors”  will  be  the  morning  topic 
with  Dr.  Fred  W.  Stewart,  Memorial  Hospital,  New 
York  City,  lecturing  on  “Pathology,”  at  9,  to  be 
followed  by  a discussion;  Dr.  Lemuel  Bowden, 
Memorial  Hospital,  New  York  City,  “Treatment,” 
at  10  a.m.,  and  “Melanomas,”  by  Dr.  Theodore 
Miller,  Memorial  Hospital,  New  York  City,  at  11 
a.m. 

“Carcinoma  of  Cervix,”  will  be  the  topic  of  the 
afternoon  meeting  and  will  start  at  2 with  a talk  on 
“Early  Diagnosis,”  by  Dr.  Emerson  Day,  Memorial 
Hospital,  New  York  City;  3 p.m.,  “Surgical  Ther- 
apy,” by  Dr.  Virginia  Pierce,  Memorial  Hospital, 
and  4 p.m.,  “Radiation  Therapy,”  by  Dr.  James 
Nickson,  Memorial  Hospital.  Discussion  periods 
for  this  session  will  depend  upon  the  time. 


PERSONALITIES 


Honored 

By  the  medical  staff  of  Morrisania  City  Hospital 
on  its  twenty-fifth  anniversary,  four  former  mem- 
bers now  serving  as  consultants:  Dr.  Nathan  B.  Van 
Etten,  past  president  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association,  who 
has  practiced  for  sixty-two  years;  Dr.  J.  Lewis 
Amster,  past  president  of  the  Bronx  County  Medi- 
cal Society,  who  has  practiced  for  fifty  years;  Dr. 
David  Greenberg,  former  director  of  medicine  who 
has  become  consulting  physician,  also  a past  presi- 
dent of  the  Bronx  County  Medical  Society,  and  Dr. 
George  E.  Milani,  former  director  of  surgery  who 
has  become  consulting  surgeon  and  is  also  a past 
president  of  the  Bronx  County  Medical  Society. 

Dr.  Rufus  Cole,  by  the  New  York  Academy  of 
Medicine,  the  Academy’s  medal  for  distinguished 
service  in  medicine . . . Dr.  Grosvenor  Farmer, 
Watertown,  believed  to  be  New  York  State’s  oldest 
physician,  on  his  one  hundred  and  third  birthday.  . . 
Dr.  Seth  Milliken,  the  1953  Goodwill  Award. 

Retired 

Dr.  Edwin  C.  Johnson,  Newcomb,  in  December, 
1952,  after  thirty  years  of  practice. 


Appointed 

Dr.  Richard  E.  Banner,  Savannah,  as  senior 
tuberculosis  physician  at  Biggs  Memorial  Hos- 
pital . . . Dr.  Lloyd  H.  Gaston,  executive  director  of 
the  expanded  St.  Luke’s  Hospital,  New  York  City . . . 
Dr.  W.  Donald  Leslie,  Buffalo,  as  Erie  County 
medical  director. . .Dr.  Harry  I.  Reynolds,  Schenec- 
tady, to  a five-year  term  on  the  board  of  managers 
of  Glenridge  Sanatorium. 

Elected 

Dr.  Bernard  J.  Burke,  president;  Dr.  Dayton  S. 
Griffith,  vice-president,  and  Dr.  William  A.  Jarrett, 
secretary-treasurer,  of  the  medical  staff  of  Little 
Falls  Hospital . . . Dr.  Robert  D.  Kelsey,  Franklin- 
ville,  as  president  of  the  Olean  General  Hospital . . . 
Dr.  Justus  B.  Rice,  New  York  City,  as  director  of 
medical  research,  Winthrop-Stearns,  Inc. . . . Dr. 
Seldon  T.  Williams,  Attica,  as  president  of  the 
medical  staff  of  the  Wyoming  County  Community 
Hospital  in  Warsaw;  Dr.  Melvin  S.  Martin,  vice- 
president,  Dr.  P.  A.  Burgeson,  re-elected  staff  secre- 
tary, and  Dr.  C.  H.  Harville  to  continue  as  chief  of 
obstetric  service . . . Dr.  Alexander  T.  Martin,  as 
president  of  the  NewYork  Academy  of  Medicine. 


BOOKS 

Books  for  review  may  be  sent  to  the  Book  Review  Department,  1313  Bedford  Avenue,  Brooklyn,  New 
York,  or  to  the  New  York  State  Journal  of  Medicine,  386  Fourth  Avenue,  New  York  16,  New 
York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient  notification. 
Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  REVIEWED 


The  Genetics  of  Micro-Organisms.  By  D.  G. 

Catcheside.  Octavo  of  223  pages,  illustrated. 
New  York,  Pitman  Publishing  Corp.,  1951.  Cloth, 
$4.50. 

This  volume  on  microbial  genetics  is  extraor- 
dinarily well  done  and  complete.  Coming  at  a 
time  when  interest  in  this  important  subject  is 
increasing  tremendously,  it  fills  a very  real  need,  for 
there  is  no  other  treatise  now  available  that  can 
compare  with  it. 

Over  a third  of  the  book  is  devoted  to  the  genetics 
of  Neurospora.  The  basic  principles  are  discussed; 
the  essential  technics  are  described;  many  of  the 
biochemical  syntheses  that  were  so  brilliantly  eluci- 
dated by  such  studies  are  given  in  full.  The  genet- 
ics of  other  molds  and  of  yeasts  are  taken  up  in  the 
same  way. 

One  chapter  is  devoted  to  the  genetics  of  protozoa, 
chiefly  Paramecium  aurelia,  which  is  so  important  in 
the  study  of  cytoplasmic  inheritance. 

The  final  chapters  deal  with  the  genetics  of  bac- 
teria and  bacteriophage.  An  extensive  bibliography 
is  provided.  Arnold  H.  Eggerth 

World  Population  Problems  and  Birth  Control. 

Conference  Chairman:  C.  G.  Hartman.  Octavo  of 
867  pages,  illustrated.  New  York,  New  York 
Academy  of  Sciences,  1952.  Paper,  $3.00.  (.An- 
nals of  the  New  York  Academy  of  Sciences,  V.  54, 
Art.  5,  pp.  729-868,  May  2,  1952) 

This  monograph  consists  of  a series  of  papers  pre- 
sented at  a conference  on  “World  Population  Prob- 
lems and  Birth  Control”  held  by  the  Section  on 
Biology  of  the  New  York  Academy  of  Sciences, 
October  19  and  20,  1951. 

Fourteen  papers  are  included,  many  by  authors 
prominent  in  the  field  of  human  fertility.  Recent 
advances  in  our  knowledge  of  contraception  and 
infertility  are  included. 

Alexander  H.  Rosenthal 

Surgery  of  the  Chest.  By  Julian  Johnson,  M.D., 
and  Charles  K.  Kirby,  M.D.  Illustrated  by  Edna 
Hill.  Octavo  of  387  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1952.  Cloth,  $9.00.  (A 
Handbook  of  Operative  Surgery) 

The  authors  approach  fulfillment  of  the  opening 
sentences  of  their  book:  “Our  objective,  both  in  the 
text  and  in  the  illustrations,  has  been  to  present  the 
step  by  step  details  of  operative  technic  in  as  clear  a 
manner  as  possible.”  Unfortunately',  at  times  the 
illustrations  are  too  sketchy  and  represent  only  their 
practices.  These  are  minor  faults  and  should  not 
deter  anyone  interested  in  the  field  of  thoracic  sur- 
gery from  owning  the  book.  This  work  is  a valu- 
able contribution  and  highly  recommended  to  any- 
one interested  in  the  subject. 

Lew  A.  Hochberg 


Studies  in  Visual  Optics.  By  Joseph  I.  Pascal, 
M.D.  Octavo  of  800  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby'  Co.,  1952.  Cloth,  $12.50. 

The  author  of  this  book  gives  an  extensive  and 
detailed  study  of  the  entire  field  of  visual  optics. 
Some  old  material  is  found,  such  as  the  chapter  on 
lenses  and  refraction.  However,  he  presents  in  an 
orderly  manner  a number  of  new  ideas  and  memory' 
aids.  The  chapter  on  orthoptic  exercises  and  train- 
ing of  the  amblyopic  eye  is  especially  worth  reading. 

The  graphic  study'  of  the  ocular  muscles  with  the 
use  of  the  chemical  benzene  ring  as  an  aid  to  under- 
standing is  very'  clever. 

This  book  should  be  useful  to  the  ophthalmologist 
and  to  the  student  of  optics.  Norris  C.  Elvix 

Correlative  Cardiology : An  Integration  of  Cardiac 
Function  and  the  Management  of  Cardiac  Disease. 

By  Carl  F.  Shaffer,  M.D.,  and  Don  W.  Chapman, 
M.D.  Octavo  of  525  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Co.,  1952.  Cloth,  $9.50. 

This  compact  volume  is  a summary  of  a special 
course  in  cardiology,  graphically  illustrated  and 
arranged  in  a manner  that  makes  it  a valuable  book 
for  reference.  It  contains  chapters  on  embryology, 
anatomy',  physiology,  symptomatology,  pathology, 
and  treatment  for  the  heart.  Every  conceivable 
diagnostic  procedure  is  given  in  detail.  Especially 
interesting  are  the  chapters  on  hypertension  and 
coronary'  artery'  disease,  the  etiology',  the  x-ray,  the 
electrocardiogram,  and  therapy'.  It  is  a useful  book 
for  anyone  seeking  information  on  problems  relative 
to  disease  of  the  heart.  Simon  Frucht 

Dynamic  Psychiatry.  Vol.  2.  Transvestism — 
Desire  for  Crippled  Women.  By'  Louis  S.  London, 
M.D.  Octavo  of  129  pages,  illustrated.  New 
York,  Corinthian  Publications,  1952.  Cloth,  $2.50. 

This  book  deals  with  transvestism,  “a  form  of 
sexual  deviation  in  which  the  person  desires  to  play 
the  role  of  the  opposite  sex  by  crossed  dressing.” 
The  author  reviews  its  anthropologic  and  historic 
aspects  and  presents  an  analysis  of  a case  showing 
this  form  of  abnormal  behavior.  There  are  50 
photographs  of  psy'chobiographic  fantasies  drawn  by 
the  patient  and  described  in  his  own  language.  It 
is  a highly  technical  book  that  will  be  found  useful 
by  psychiatrists  and  psychoanalysts  and  by  others 
interested  in  abnormal  sexual  behavior. 

Irving  J.  Sands 

The  Human  Pelvis.  By  Carl  C.  Francis.  M.D. 
Octavo  of  210  pages,  illustrated.  St.  Louis.  C.  \ . 
Mosby  Co..  1952.  Cloth,  $5.00. 

This  well-written  monograph  represents  the  re- 
sults of  the  author’s  experience  at  Western  Reserve 
University  in  the  study'  of  the  anatomy  of  the  pelvis. 

[Continued  on  page  346] 
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1953  CONVENTION 
WILL  HAVE  NEW  FEATURES 


Color  Television  to  be  Shown  for  the  First  Time 
in  the  Western  New  York  Area 


When  the  147th  Annual  Convention  of  the  Medical  Society  of  the 
State  of  New  York  opens  in  Buffalo  this  Spring  important  changes  will 
have  been  made  and  new  features  added  to  the  program. 

Outstanding  among  these  additions  will  be  the  Postgraduate  Lectures 
scheduled  for  Tuesday  and  Wednesday  in  the  morning  replacing  the 
section  meetings  which  now  will  be  limited  to  Thursday  and  Friday 
mornings. 

Of  great  interest  and  also  newly  placed  on  the  convention  activities 
list  will  be  the  Round  Table  Discussions  to  be  held  on  Monday,  Tuesday 
and  Thursday  evenings  during  which  doctors  attending  are  invited  to 
participate.  It  is  felt  that  these  variations  from  the  old  procedure  will 
make  a scientific  program  of  far  wider  interest  to  all  doctors  who  may 
plan  to  be  at  the  meeting. 

Because  of  its  initial  success  at  the  New  York  City  meeting  last  year, 
Smith,  Kline  & French  Laboratories  will  sponsor  color  television  from  a 
Buffalo  hospital.  Operative  procedures  and  dry  clinics  will  be  tele- 
vised to  the  Empire  State  Room  of  the  Statler  Monday,  Tuesday  and 
Wednesday  mornings. 

The  popular  General  Sessions  will  be  continued  and  will  go  on  every 
afternoon  during  the  week. 

The  Annual  Dinner  will  take  place  on  Wednesday  evening  at  7:30 
P.  M. 


According  to  advance  reports  from  the  exhibitors,  technical  and 
scientific,  some  exciting  new  products,  equipment  and  techniques  will 
be  displayed  for  the  first  time. 
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BOOKS 


[N.  Y.  State  J M. 


Lipotropics  plus 
minerals  plus  vitamins 


so  that  life  after  40  may  be 
more  vigorous  • more  useful 
• more  enjoyable  • even  longer 


Gerifort 


CAPSULES 


^PC 


vitamin  B1S  included 


Vitamin  A (Synthetic). .. 28,000  U.S.P.  Units 

Vitamin  Bi 14  Mg. 

Vitamin  B: 14  Mg. 

Vitamin  B« 5 Mg. 

Vitamin  C ..  210  Mg. 

Vitamin  D 2,800  U.S.P.  Units 

Niacinamide 180  Mg. 

Iron 20  Mg. 

Calcium 188  Mg. 

Phosphorus 160  Mg. 

3 GERIFORT  Calcium  Pantothenate. ...  20  Mg. 

capsules  M & u.ib 

Vitamin  B.j 5 Meg. 

(recent mended  Choline  Dihydroscn 

daily  dose)  Citrate 200  Mg. 

Inositol 100  Mg. 

provide:  dl-Methionine 20  Mg. 

r Rutin 60  Mg. 

Biotin SO  Meg. 

Cobalt 0.1  Mg. 

Copper 0.2  Mg. 

Magnesium 2 Mg. 

Manganese 0.5  Mg. 

Potassium 0.05  Mg. 

Zm« 1.5  Mg. 

Sample  of  GERIFORT  Capsules  on  Request 
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Manufacturing  Chemists , New  York  54,  N.Y. 
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The  descriptions  and  illustrations  are  clearly  pre- 
sented. The  Basle  anatomical  nomenclature  termi- 
nology is  used  throughout,  and  for  those  who  want 
them  the  British  revision  and  old  terminology 
synonyms  are  given,  although  this  reviewer  would 
like  to  see  them  given  up  completely. 

Of  particular  interest  to  the  clinician  are  the  chap- 
ter on  the  ossification  of  the  pelvic  bones,  the  sec- 
tions on  the  pelvic  fascia  and  accurate  descriptions  of 
the  lymphatic  drainage  of  the  pelvic  organs,  and  the 
chapter  on  the  embryology  of  the  pelvic  viscera. 

This  short  book  is  a helpful  addition  to  the  sur- 
geon’s library.  L.  Ivatz 

Stereoencephalotomy  (Thalamotomy  and  Related 
Procedures).  Part  I.  Methods  and  Stereotaxic 
Atlas  of  the  Human  Brain.  By  E.  A.  Spiegel,  M.D. 
and  H.  T.  Wycis,  M.D.  Quarto  of  176  pages,  illus- 
trated. New  York,  Grune  <fe  Stratton,  1952. 
Cloth,  S8.00 

These  authors  are  the  pioneers  in  applying  the 
principles  of  the  Horsley-Clarke  stereotaxic  instru- 
ment to  the  human  brain.  By  their  methods  they 
have  been  successful  in  producing  small,  accurately 
placed  lesions  deep  in  the  brain  via  the  introduction 
of  an  electrode  in  a previously  calculated  direction. 

In  this  book,  they  describe  the  instrument  used 
and  the  methods  by  which  distance  and  direction  for 
insertion  of  the  electrode  are  calculated.  The 
presentation  is  of  interest  almost  exclusively  to 
those  who  are  concerned  with  using  the  instrument 
or  checking  the  results  of  its  use.  The  description  is 
given  in  utmost  detail;  to  those  of  us  who  always 
had  difficulty  with  mathematics,  it  is  formidable. 

This  book,  although  small,  is  the  result  of  a tremen- 
dous amount  of  work.  It  contains  also  an  excel- 
lent atlas  of  cross-sectional  anatomy  of  the  brain. 

Everett  W.  Corradini 

Infant  and  Maternal  Care  in  New  York  City.  A 
Study  of  Hospital  Facilities.  Sponsored  by  the 
Committee  on  Public  Health  Relations,  The  New 
York  Academy  of  Medicine.  Under  the  Direction 
of  the  Subcommittee  on  Neonatal  Mortality. 
E.  H.  L.  Corwin,  General  Director  of  Study. 
Octavo  of  188  pages,  illustrated.  New  York,  Colum- 
bia University  Press,  1952.  Cloth,  S3. 50. 

This  monograph  presents  the  facts  gathered  in  a 
study  of  hospital  facilities  for  infant  and  maternal 
care  in  New  York  City.  The  study  was  stimulated 
by  the  failure  of  neonatal  mortality  to  keep  pace 
with  the  reduction  of  maternal  mortality. 

The  most  striking  finding  of  the  study  was  that  a 
considerable  number  of  maternity  services  do  not 
meet  the  minimum  requirements  for  adequate  care, 
through  insufficient  personnel  and  equipment,  con- 
sistent deviation  on  the  part  of  some  institutions 
from  acceptable  standards  for  adequate  care,  and 
failure  to  keep  records.  The  monograph  contains 
many  charts  and  tables  which  illustrate  graphically 
specific  items  of  importance. 

The  study  was  sponsored  by  the  New  York 
Academy  of  Medicine,  and  it  is  their  earnest  hope 
that  it  will  have  a success  similar  to  their  study  on 
maternal  mortality  twenty  years  ago. 

Alexander  H.  Rosenthal 

The  1951  Year  Book  of  Endocrinology.  (January, 
1951-January,  1952).  Edited  by  Gilbert  S.  Gordan 
M.D.  Duodecimo  of  415  pages,  illustrated.  Chi- 
cago. Year  Book  Publishers,  1952.  Cloth,  $5.00. 

We  welcome  Dr.  Gordan  to  the  editorship  of  the 
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Year  Book  of  Endocrinology,  1951  edition.  Rich  in 
cogent  clinical  data  as  usual,  the  book  also  con- 
tains occasional  laboratory  abstracts  to  stimulate  the 
1 clinician.  The  addition  of  endocrine  treatment  of 
neoplastic  diseases  and  other  miscellaneous  articles 
are  beneficial.  The  editorial  comments  are  most 
satisfactory.  Bernard  Seligman 

Reaction  to  Injury.  Pathology  for  Students  of 
! Disease.  Volume  II.  The  Reactions  of  Submission 
and  Adaptation  and  the  Disease  Entities  Arising  out 
, of  their  Elaboration.  By  Wiley  D.  Forbus,  M.D. 
] Quarto  of  1,110  pages,  illustrated.  Baltimore,  Wil- 
||  liams  & Wilkins  Co.,  1952.  Cloth,  $20. 

I'  Reaction  To  Injury,  Volume  II,  by  Wiley  D. 

Forbus,  completes  this  magnificent  offering  to  an 
original  new  approach  of  the  science  of  pathology 
in  a most  exhaustive  and  comprehensive  manner, 
ij  The  text  is  neatly  phrased;  the  English  is  “clear 
and  beautiful.”  Both  as  a textbook  and  as  a refer- 
ence work  it  offers  exciting  and  provocative  reading 
for  student,  general  practitioner,  and  specialist 
| alike.  The  tables  and  diagrams  are  ample  and 
I explanatory.  The  bibliography  might  have  been 
chosen  with  greater  discrimination  and  is  rather 
sparse.  The  illustrations  are  of  an  exceptionally 
| high  order,  of  generous  number  and  well  legended. 
The  colored  plates  are  admirable  and  almost  consti- 
tute an  atlas  of  pathology.  Max  Lederer 

The  Toxemias  of  Pregnancy.  By  William  J. 
||  Dieckmann,  M.D.  Second  edition.  Octavo  of  710 
| pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1952. 
, Cloth,  $14.50. 

The  first  edition  of  this  fine  book  appeared  eleven 
j years  ago.  Completely  rewritten  and  crammed 
I with  information,  it  is  easily  read  and  of  great 
interest  as  reflecting  the  views  of  our  foremost  au- 
thority on  the  subject.  All  the  world’s  literature 
i has  been  reviewed.  The  references  are  excellent. 

No  earthshaking  pronouncements  on  etiology  or 
I treatment  are  made,  yet  the  thoughtful  obstetrician 
] will  get  much  stimulation.  This  definitive  work  on 
j toxemia  should  give  its  distinguished  author  great 
satisfaction.  Charles  A.  Gordon 

Medical  Biographies.  The  Ailments  of  Thirty- 
Three  Famous  Persons.  By  Philip  Marshall  Dale, 
M.D.  Octavo  of  259  pages,  illustrated.  Norman, 
Oklahoma,  University  of  Oklahoma  Press,  1952. 
Cloth,  $4.00. 

These  little  sketches  contain  all  the  authentic 
material  the  author  could  find  about  the  health  and 
cause  of  death  of  the  persons  named,  with  comments 
by  the  author.  A varied  amount  of  general  biog- 
raphy is  included  but  usually  social  or  familial, 
thus  sometimes  psychically  associated  with  the 
somatic  as  well  as  with  the  frankly  psychic  ills  of  the 
subjects. 

Interesting  and  brief,  these  individual  sketches 
can  occupy  a few  minutes  of  one’s  pleasure. 

Walter  D.  Ludlijm,  Sr. 

Functional  Endocrinology.  From  Birth  through 
Adolescence.  By  Nathan  B.  Talbot,  M.D.,  Edna 
H.  Sobel,  M.D.,  Janet  W.  McArthur,  M.D.,  and 
John  D.  Crawford,  M.D.  Quarto  of  638  pages,  illus- 
trated. Cambridge,  Massachusetts,  Harvard  Uni- 
versity Press  for  the  Commonwealth  Fund,  1952. 

! Cloth,  $10.00. 

This  is  a book  that  one  should  own  and  treasure; 
the  format  is  excellent,  and  the  senior  author  is  a 
[Continued  on  page  348] 
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An  increasing  number  of  pediatri-  k 
cians  now  supplement  the  diet  of  / Y 
infants  and  children  with  vitamin  (jJ 
C and  B-Complex  vitamins,  as  well 
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in  agreeable,  non-alcoholic, 
drop  form.  Easy  to  give,  easy  to  take  in 
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The  recommended  dose  of  0.6  cc.  (10  minims') 
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Vitamin  A 5000  U.S.P;  Units 

Vitamin  D 1000  U.S.P.  Units 
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recognized  authority  in  the  field.  It  is  a masterful, 
easily  readable  exposition  that  stresses  the  newer 
chemical  relationships  of  the  glands  of  internal 
secretion  to  body  economy.  The  parathyroid  rela- 
tionships to  renal  disease  are  stressed.  The  book  is 
replete  with  numerous  illustrative  cases  with  their 
data  and  diagrams  of  clinical  and  theoretic  impor- 
tance. Bernard  Seligman 

Bone  Tumors.  By  Louis  Lichtenstein,  M.D. 
Quarto  of  315  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1952.  Cloth,  $10.50. 

This  treatise  is  indeed  a clear  and  excellent 
presentation  of  the  most  difficult  subject  of  bone 
tumors.  Many  of  the  chapters  of  the  book  are  com- 
prised of  the  revised  detailed  papers  previously  pub- 
lished on  this  subject  by  the  author  in  collaboration 
with  Dr.  Jaffe.  The  table  of  classification  of  bone 
tumors  is  particularly  helpful  for  the  clarification 
and  simplification  of  these  neoplasms.  Brief  and 
adequate  discussion  of  the  clinical  roentgenographic 
and  pathologic  features  together  with  a review  of 
the  kind  of  treatment  best  used  for  the  specific 
tumors  makes  it  a very  valuable  book  for  every 
physician’s  library.  The  illustrations  are  excel- 
lently reproduced  and  well  selected. 

Caspar  G.  Burn 

Biochemistry  and  Human  Metabolism.  By 
Burnham  S.  Walker,  M.D.,  William  C.  Boyd,  Ph.D., 
and  Isaac  Asimov,  Ph.D.  Octavo  of  812  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1952. 
Cloth,  $9.00. 

The  authors  have  arranged  the  material  of  Bio- 
chemistry and  Human  Metabolism  in  a physiologic 
manner  in  five  sections.  In  the  first  section  are  de- 
scribed all  proteins  and  amino  acids  that  constitute 
the  mainstay  of  different  tissue  structures  in  the 
body. 

The  second  section  consists  of  the  description  of 
the  control  of  vital  body  processes  through  the 
means  of  enzymes  and  hormones. 

A third  section  deals  with  growth  of  human  tis- 
sues and  the  part  played  by  the  nucleoproteins  in 
their  metabolism  of  reproduction  and  heredity,  and 
there  is,  also,  a discussion  of  the  uncontrollable 
growth  of  cells  and  tissues  as  found  in  cancer. 

The  fourth  section  on  metabolism  discusses  all 
phases  of  food  digestion,  assimilation,  excretion,  and 
the  various  mechanisms  of  carbohydrate,  protein, 
and  fat  metabolism. 

The  fifth  section  deals  with  the  pathology  in 
states  of  avitaminosis,  infection,  and  other  physio- 
logic disturbances. 

The  appendices  give  a bird’s-eye  view  of  various 
processes  such  as  colloids,  isotopes,  thermodynamics, 
and  acid  base. 

The  book  is  of  interest  as  a collection  of  over-all 
information  in  the  field  of  human  metabolism. 

Morris  Ant 

Surgical  Gynecology.  Including  Important  Ob- 
stetric Operations.  By  J.  P.  Greenhill,  M.D.  Illus- 
trated by  Angela  Bartenbach.  Octavo  of  350  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1952. 
Cloth,  S8.50.  (A  Handbook  of  Operative  Surgery) 


This  handbook  consists  of  two  sections,  one  on 
preoperative  preparation  and  postoperative  care 
and  the  other  on  gynecologic  operations.  The 
former  is  well  written  and  contains  sound  advice 
and  recommendations  on  shock,  hemorrhage,  and 
infection  as  well  as  urinary  tract,  pulmonary,  and 
abdominal  complications.  The  latter  section,  and 
by  far  the  greater  portion  of  the  book,  consists  of 
excellent  illustrations  of  different  steps  in  gyne- 
cologic operations.  Almost  all  gynecologic  condi- 
tions requiring  surgery  are  included.  Also  pre- 
sented are  drawings  and  descriptions  of  operations  a 
gynecologist  may  be  called  on  to  perform. 

The  material  is  presented  in  such  a way  as  to 
make  it  easily  understood  and  interesting.  This 
book  is  to  be  recommended  to  all  who  are  called 
upon  to  do  surgery,  especially  the  young  gynecolo- 
gist or  the  surgeon  who  does  a limited  amount  of 
surgery.  William  C.  Meagher 

The  Fight  Against  Tuberculosis.  An  autobiog- 
raphy. By  Francis  Marion  Pottenger,  M.D. 
Octavo  of  276  pages,  illustrated.  New  York,  Henry 
Schuman,  1952.  Cloth,  $4.00. 

The  author  was  born  in  1869  and  began  practice  in 
1894.  His  American  ancestry  dates  back  to  1660. 
He  had  the  advantage  of  a long-lived  family  his- 
tory. Modest  family  circumstances  were  the  stimu- 
lus that  determined  his  career.  An  authority  on 
pulmonary  tuberculosis,  he  is  known  and  recognized 
in  this  country'  and  abroad.  Many  of  his  contribu- 
tions show  deep  study  and  original  thought  that 
advanced  the  knowledge  and  treatment  of  the  dis- 
ease. 

Modern  technical  aids  in  the  diagnosis  of  pul- 
monary tuberculosis  have  to  a great  degree  replaced 
many  of  the  original  observations  in  the  physical 
diagnosis  of  this  disease.  The  reflexes  from  the 
lung  and  pleura,  known  as  “Pottenger’s”  sign,  are 
not  so  frequently  referred  to  as  heretofore.  His 
emphasis  on  sanatorium  treatment,  including  “rest, 
good  food,  open  air,  proper  psychology',  and  careful 
guidance,”  are  still  as  applicable  today'  as  then. 

The  use  of  certain  antibiotics  and  the  hope  that 
the  newest  product,  isonicotinic  acid  hydrazide, 
might  be  added  to  the  armamentarium  of  the  prac- 
titioner, are  changing  the  treatment  of  the  disease 
and  encouraging  the  prognosis. 

All  those  interested  in  this  disease,  and  that  in- 
cludes the  general  practitioner,  will  find  this  book 
not  only  profitable  reading  but  also  a very'  pleasur- 
able experience.  S.  R.  Blatteis 

Between  Two  Worlds.  The  Memoirs  of  a Physi- 
cian. By'  Benjamin  L.  Gordon,  M.D.  Octavo  of 
354  pages,  illustrated.  New  York,  Bookman  Asso- 
ciates, 1952.  Cloth,  $4.00. 

It  is  too  infrequently'  that  a book  having  the  charm 
of  this  one  appears  on  the  literary  horizon.  It  is  the 
sort  of  book  which  the  reader  can  hardly  set  aside 
once  he  has  started  to  read  it.  Dr.  Gordon  in  this 
delightful  autobiography  proves  again  that  truth 
can  be  stranger  than  fiction.  The  numerous  inci- 
dents which  he  recalls  from  his  full  life  will  undoubt- 
edly arouse  nostalgic  thoughts  in  the  foreign  born 
readers,  and  prove  a source  of  inspiration  to  all. 

Jerome  Weiss 
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HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 

PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 

Dll.  BARNES  SANITARIUM 

STAMFORD.  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T*I.  S-16S1 

BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 

WEST  ntLL 

West  252nd  St.  and  Fieldston  Road 
Rivcrdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridg*  9-8440 

HALCYON  KEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  VV.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includingOccupational 
therapy.  Beautifully  located  a short  distance  from  Pye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 

i 

LOUDEN-KNICKERBOCKER  HALL,  me 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  iMENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician- in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longucre  3-0799 


A DISTINCTIVE  NURSING  HOME 

• 1 Hour  from  New  York  City*  Especially  Constructed  Building  • Large  Private  and  Semi-Private  Rooms 
• Bath  in  Every  Room  • Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  * Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  of  Health 

Broadlawn  Manor  Nursing  Home 

Agnes  N.  Flack,  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I.,  N.  Y.  Telephone  AMityville  4-0222,  Ext.  29 

New  York  City  Office:  140  East  54th  Street  PLaza  3-3680 
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PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  CO.,  Pittsburgh  13,  Po. 
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Officers — County  Medical  Societies — 1953 

TOTAL  MEMBERSHIP  AS  OF  FEBRUARY  1,  1953—23,337 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua  . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 
Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady . . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins ... 

Bister 

Warren 

Washington 

Wayne 

Westchester 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy. . Bronx 
Ben  L.  Matthews . Binghamton 

Francis  P.  Keefe Olean 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan.  . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Gaspar ....  Malone 
Kumjian Durand. . . Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden . . . Herkimer 

E.  A.  Maxwell * 

Carthage 

Louis  Berger Brooklyn 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE  OR  RENT 


General  practice,  Finger-Lakes  region,  home-office,  excellent 
opportunity.  No  capital  needed.  Will  introduce.  Spe- 
cializing. Box  622,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Rockville  Centre,  L.  I. — 5 room  suite  in  air-conditioned 
medical  building.  Suitable  for  a specialist  or  GP.  Part 
or  full  time.  Hempstead  7-8573. 


FOR  SALE 


Excellent  opportunity:  General  Practice  for  sale.  Fully 
equipped,  five  rooms.  West  Bronx.  Call  Kingsbridge, 
3-3780  from  10-12  or  4-8. 


WANTED 


Rural,  general  practice  desired.  Full  terms  and  details  in 
first  letter.  Box  616,  N.  Y.  St.  Jr.  Med. 


WANTED 


PHONOGRAPH  RECORDS:  Are  you  converting  to  LP’s 
and  disposing  of  your  78's?  Am  buying  old  classical 
vocals  and  instrumentals.  Entire  collections  or  part.  O. 
Bramson,  86  East  38th  St.,  Brooklyn  3,  N.  Y. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan. -March.  $75.  JOHN  LEVBARG,  M.D. 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage. 
Retiring  doctor’s  fully  equipped  office,  dark  room.  Best 
location.  HOneywood  6-1449  or  Box  623,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


Travel .... 

MEDICAL  TOURS  to  EUROPE 


in  connection  with  the  following  Congresses: 

Oto-Rhino-Laryngo-Broncho-Esophagology 

Amsterdam  June  8-13 

Radiology  Copenhagen  July  19-25 

Psychoanalysis  London  July  26-30 

Medical  Education  London  Aug  24-29 

World  Medical  Association  Amsterdam,  Aug  31 -Sept  6 
Neurology  Lisbon,  Sept  7-12 

Intern'l  Society  of  Surgery  Lisbon,  Sept  14-20 
and  others 


For  information,  please  contact 


MRS  HILDE  W GERST 


TRANSMARINE  TOURSInc 
500  5th  Ave  New  York  N V 


LAckawanna  4-5808 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  V.  16,  N.  V.  at  40th  St.  Mu  5-8935 


GLADYS  BROWN  BROWN’S  MUrray  Hill 

Owner-Director  DHwIWH  w 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Gel  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


WANTED 


Radiologist — Boards  or  Board  eligible.  One  half  or  full 
time  from  April  15th  to  May  30th,  N.  Y.  C.  Box  621, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Peekskill,  choice  professional  offices.  Excellent  location. 
Apartment  available.  Box  624,  N.  Y.  St.  Jr.  Med.  Peek- 
skill  7-4363. 


WANTED 


Wanted  for  hospital  and  private  group  clinic  in  Detroit 
Metropolitan  area,  a displaced  doctor  who  understands  and 
speaks  English  quite  well  and  who  can  give  anesthesia  under 
the  supervision  of  a licensed  physician.  Box  625,  N.  Y. 
St.  Jr.  Med. 


syrup  • tablets 


to  replace  codeine  in 


Tonn’  is  a new.  non-nareotic  antitussive  compound  which  (1)  reduces 
the  sensitivity  of  the  cough  reflex  and  (2)  relaxes  spastic  bronchi 
to  promote  expulsion  of  dense  secretions. 


Toryn',  10  mg.,  delivers  a positive  antitussive  effect  equal  to 
that  of  codeine.  20  mg. — but  unlike  codeine  . . . 


Available:  Syrup:  In  4 fl.  oz.  bottles.  Tablets:  Bottles  of  25. 

Smith.  Kline  & French  Laboratories,  Philadelphia 


Toryn'  does  not  cause  constipation. 
Toryn  has  no  effect  on  respiration. 
Torvn  does  not  depress  the  patient. 
Toryn’  has  a remarkably  low  toxicity. 


★T.M.  Reg.  U.S.  Pat.  Off.  for  caramiphen  ethanedisulfonate.  S.K.F. 
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Ciba 

Presents 

A New  Advance 
in  Sulfonamide 


BRAND  OF  SULFADINIETINE 


Safety  ... 

® 


Scored  0.5  Gm.  tablets. 
Bottles  of  100  and  1000. 


Remarkably  low  incidence  of  side  effects— less  than  5% 
Lowest  acetylation  yet  reported— less  than  10%  in  blood 
New  improved  solubility 
Renal  complications  rare— alkalis  not  needed 
High,  sustained  blood  levels 


WIDE  ANTIBACTERIAL  SPECTRUM 


Ciba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


3*te*0M 


AMERICA’S  MOST  POPULAR  CIGARETTE 
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double  the  power 


to  resist  food 

in 


besity 


Obocell®  controls  the  two  causes  directly  responsible 
for  overeating  — bulk  hunger  and  appetite. 

Obocell  supplies  non-nutritive  bulk  to  create  a sense  of 
fullness  and  satisfaction. 

Curbs  the  appetite  at  its 
source  by  acting  on  the  central 
nervous  system,  and 
concomitantly  elevates  the 
mood  of  the  overweight  patient. 
With  Obocell  it  is  easy  to  achieve  and  maintain 
patient  co-operation  throughout  the  trying  period  of  weight 
reduction  by  dietary  restriction. 


CompositionEach  tablet  Obocell  contains  Dextro- 
Amphetamine  Phosphate  5 mg.;  *Nicel  150  mg. 
Dosage:3  to  6 tablets  daily,  preferably  one  hour 
before  meals  with  a full  glass  of  water. 
Supplied.ln  bottles  of  100,  500,  1000  tablets. 

*lrwin-Nei tier's  Brand  of  High-Viscosity  Methylcellulose. 
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overcomes  stasis 


. . the  best  bile  salt  to  use  . . . would  be  the  one  that  produced 
the  most  copious  flow  of  secretion  from  the  liver.  ...  In  short, 
/rydrocholeresis  would  be  advantageous,  if  achievable. 


“It  is.  The  preparation,  dehydrocholic  acid,  commercially 
available  as  Decholin  . does  considerably  increase  the  volume 
output  of  a bile  of  relatively  high  water  content  and  low 
viscosity.  The  drug  is  not  a cholagogue,  i.e.,  it  does  not  promote 
evacuation  of  the  gallbladder,  but  it  is  a good  'flusher’.”* 


Decholin 

dehydrocholic  acid,  Ames 


//ydrocholeresis  with  Decholin  produces  abundant, 
thin,  free-flowing  bile— “therapeutic  bile.”  This 
flushes  thickened  bile,  mucus  plugs  and  debris 
from  the  biliary  tract. 

Decholin  Tablets,  3 3A  gr.  (0.25  Gm.),  bottles  of  100,  500,  1000 
and  5000. 

Decholin  Sodium  (sodium  dehydrocholate,  Ames)  20%  aque- 
ous solution,  ampuls  of  3 cc.,  5 cc.,  and  10  cc 

♦Beckman.  H.:  Pharmacology  in  Clinical  Practice, 

Philadelphia,  W.  B.  Saunders  Company,  1952,  p.  361. 

Decholin  and  Decholin  Sodium,  trademarks  reg. 


AMES 

COMPANY,  INC.,  ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 
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HIGHLY  SUCCESSFUL  - Extensive  clinical 
investigations  have  yielded  successful  results 
with  Milibis  vaginal  suppositories  in  97  per  cent 
of  cases  of  trichomonal,  monilial,  bacterial 
and  mixed  vaginal  infections. 

RAPID  RESPONSE- 
ln  most  instances,  5 Milibis  vaginal  suppositories, 
one  inserted  every  other  night,  proved  sufficient. 


MILIBIS*  VAGINAL  SUPPOSITORIES 


Supplied  in  boxes  of  5,  each  suppository  containing  0.25  Gm.  of 
Milibis  in  a gelatin-glycerine  base. 


New  York  18,  N.  Y.  Windsor.  Ont 


•I 


Milibis,  trademark  reg.  U.  S.  & Canada  . brand  of  bismuth  glycolylarsanilate 
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In  Bronchial  Asthma 

— an  Effective  Treatment 


HPACTHAte? 

(IN  GELATIN! 


Administered  as  Easily  as  Insulin : 

Subcutaneously  or  intramus- 
cularly with  a minimum  of 
discomfort. 

Fewer  Injections: 

One  to  two  doses  per  week  in 
many  cases. 

Rapid  Response,  Prolonged  Effect : 
Combines  the  two-fold  advan- 
tage of  sustained  action  over 
prolonged  periods  of  time  with 
the  quick  response  of  lyophil- 
ized  ACTHAR. 

Much  Lower  Cost: 

Recent  significant  reduction  in 
price,  and  reduced  frequency  of 
injections,  have  increased  the 
economy  of  ACTH  treatment. 


s 


I 

I 


ACTH  continues  to  be  foremost  in  the 
treatment  and  management  of  intract- 
able bronchial  asthma.  ACTH  has 
been  dramatic  in  relieving  acute 
paroxysms  of  bronchial  asthma ; periods 
of  complete  freedom  lasting  for  several 
weeks  or  months  have  been  induced 
by  a single  course  of  ACTH  therapy.1'5 

In  5 patients  with  chronic  intractable 
asthma  treated  with  ACTH  or  corti- 
sone, incapacitating  attacks  were 
avoided  and  an  asymptomatic  state 
was  restored.  ACTH  seemed  to  bring 
about  more  uniform  results  than  corti- 
sone.6 “A  long-acting  preparation  of 
ACTH  in  gelatin  gave  the  best  results 
and  required  the  smallest  dosage.”6 

HP*ACTHAR  Gel,  the  new  repository 
ACTH,  provides  complete  convenience 
and  ease  of  administration  in  short- 
term treatment  of  bronchial  asthma. 


(1)  Bordley,  J.  E.,  et  al.:  Bull.  Johns  Hopkins 
Hosp.  85:  396,  1949;  (2)  Rose,  B.,  et  al.:  Canad. 
M.  A.  J.  62:  6,  1950;  (3)  Randolph,  T.  G.,  and 
Rollins,  J.  P.:  In  Proceedings  of  First  Clinical 
ACTH  Conference,  edited  by  J.  R.  Mote.  Phila- 
delphia, The  Blakiston  Co.,  1950,  p.  479;  (4) 
McCombs,  R.  P.,  et  al.:  Bull.  New  England  M. 
Center  12:  187,  1950;  (5)  Baldwin,  H.  S.,  and 
DeGara,  P.  F.:  J.  Allergy  23:  15,  1952;  (6) 
McCombs,  R.  P.:  New  England  J.  Med.  247:  1, 
1952. 

*Highly  Purified.  ACTHAR®  is  the  Armour  Lab- 
oratories Brand  of  Adrenocorticotropic  Hormone — 
ACTH  ( Corticotropin ) 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11.  ILLINOIS 
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anorexia  - malnutrition 
aggravated  anemia  - anorexia 
in  a degenerating  eycle 

To  break  this  vicious  chain  reaction-/ 
more  than  iron  is  required. 

Supplying  generous  amounts  of 
vitamin  B12  together  with  iron,  liver 
and  important  factors  of  the  B 
complex,  Livitamin  aids  in 
maintaining  the  appetite  and  normal 
gastrointestinal  function. 

Livitamin  is  well  tolerated 
and  may  be  given  to  children 
as  well  as  to  adults. 

This  complete  approach 
to  hypochromic  anemia  produces 
gratifying  and  prompt  improvement 
in  both  the  blood  picture  and 
clinical  manifestations. 


S.FMasswjUl 


New!  High  Potency  Anticholinergic  Agent 


Mg.  per  mg., 
the  most  effective 
of  the  newer 
anticholinergics 


antrenyl  bromide  is  a new  high  potency 
anticholinergic  agent  indicated  in  the  management  of 
peptic  ulcer  and  spasm  of  the  gastrointestinal  tract.  Milligram 
per  milligram,  it  is  the  most  potent  of  the  newer 
anticholinergics,  recommended  dosage  being  only  about 
one-tenth  that  of  certain  commonly  used  agents. 
antrenyl  has  a marked  inhibitory  effect  on  gastric  secretion 
and  motility  of  the  gastrointestinal  tract.  Side  effects 
are  generally  mild,  and  there  is  usually  no  esophageal  or 
gastric  irritation.  A recent  report1  described  the  side 
effects  as  less  pronounced  than  those  of  other  drugs 
ordinarily  used  in  the  management  of  peptic  ulcer. 

In  this  study,  patients  receiving  antrenyl  usually  obtained 
relief  from  acute  symptoms  within  24  to  36  hours. 
Prescribe  antrenyl  as  adjunctive  therapy  in  your  next 
few  cases  of  peptic  ulcer  and  note  its  advantages. 
Available  as  antrenyl  Bromide  Tablets,  5 mg., 
(03.1^)50.  scored:  bottles  of  100,  and  as  antrenyl  Bromide 

Syrup,  5 mg.  per  teaspoonful  (4  cc. );  bottles  of  1 pint. 
Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 


?/l870M 


1.  Rogers,  M.  P.,  and  Gray,  C.  L.;  Am.  J.  Digest.  Dis.,  19:180,  1952. 


for  a top  score 


against  nutritional  deficiencies... 


ABDEC  KAPSEALS* 

comprehensive  multivitamin  therapy 


ABDEC  Kapseals  provide  patients  with  the  plentiful  multivitamin  intake  that 
sound  nutrition  demands.  Their  ten  important  nutritive  factors  assure 
comprehensive  coverage.  Whether  you  prescribe  ABDEC  Kapseals  for 
prophylaxis  or  for  therapy,  you  can  count  on  their  meeting  the  nutritional 
needs  of  your  patients. 

dosage  : For  the  average  patient  1 ABDEC  Kapseal  daily. 

During  pregnancy  and  lactation,  2 Kapseals  daily.  Three 
Kapseals  daily  are  suggested  for  patients  in  febrile  illness, 
for  preoperative  and  for  postoperative  patients,  and 
for  patients  in  other  situations  in  which  vitamin  deficiencies 
are  likely  to  occur. 


each  abdec  Kapseal  contains: 

Vitamin  A 10,000  units 

Vitamin  D 1,000  units 

Vitamin  Bi  (thiamine  hydrochloride) 5 mg. 

Vitamin  B2  (riboflavin) 3 mg. 

Vitamin  Bo  (pyridoxine  hydrochloride)  . . . 1.5  mg. 

Vitamin  Bi» 2 meg. 

Pantothenic  Acid  (as  the  sodium  salt) 5 mg. 

Nicotinamide 25  mg. 

Vitamin  C (ascorbic  acid) 75  mg. 

Mixed  Tocopherols  (vitamin  E factors)  ....  5 mg. 


ABDEC  Kapseals  are  supplied  in  bottles  of  50,  100,  250, 

and  1000. 


■■■ 


Mow  much 
does /f  cost, 
“Doctor  ? 


WHEN  prescribing  an  infant  feeding  formula,  you  have  doubt 
less  often  been  asked  by  the  mother,  ”Is  it  expensive?” 


For  most  families — especially  those  with  children — todav’s  dollar 


doesn't  stretch  far.  Hence  the  anxietv  of  mothers  concerning  cost. 

J O 


BAKfR'S 


MODIFIED  ITIILK 


BAKfRS 


Modified  • 

ggfig 

- 


POWDER  and  LIQUID 


Made  from  Grade  A milk  (U.  S.  Public  Health 
Service  Milk  Code)  which  has  been  modified 
by  replacement  of  the  milk  fat  with  animal  and 
vegetable  oils  and  by  the  addition  of  carbohy- 
drates, vitamins  and  iron. 


Sold  at  an  extremely  low  price.  Baker's  provides  a 
relatively  high  protein  content  (an  ample  supply  of 
essential  amino  acids),  four  sugars,  added  iron  and 
adequate  amounts  of  vitamins  A,  D.  thiamine,  niacin 
and  riboflavin.  itli  Baker's,  there's  no  need  to  pre- 
scribe additional  vitamins  (except  C). 

Yet  the  average  cost  of  feeding  most  infants  on  Baker’s 
is  only  about  S1.50  per  week.  An  economical  answer 
to  the  question,  ’’How  much  does  it  cost,  doctor?” 


BAKER’S  MODIFIED  MILK 


THE  BAKER 

Main  Office:  Cleveland,  Ohio 
Plant:  East  Troy,  Wisconsin 


LABORATORIES  INC. 

Division  Offices:  Atlanta,  Dallas,  Denver, 
Greensboro,  N.  C.,  Los  Angeles,  San  Francisco,  Seattle 


Bacitracin  and  tyrothricin , as  combined  /'/jTracinets, 
are  many  times  more  effective  in  controlling  certain 
infectious  organisms  in  vitro  than  either  antibiotic 
alone. 


Tracinets  provide  local  anesthetic  action,  to  give 
.....  . . . prompt  symptomatic  relief  in  both  infectious  and  non- 

Antl  biotlC  synergism  explains  specific  sore  throat.  Each  troche  contains  bacitracin 

50  units,  tyrothricin  1 mg.  and  benzocaine  5 mg. 

better  response  obtained  in 
throat  infections  with 

Tracinets 


Tracinets  may  be  employed  to  protect  against 
sore  throat  in  the  early  stages  of  a cold  without 
danger  of  sensitizing  the  patient  to  antibiotics 
usually  administered  systemically. 


Bacitracin-Tyrothricin  Troches 

Which  also  contain  a 
local  anesthetic  for 
prompt  relief  of  symptoms 

SUPPLIED  IN  PLASTIC  VIALS  OF  12  TROCHES 

Sharp  & Dohme 

Philadelphia  1,  Pa. 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

Therapeutic  Formula 

Vitamin  Capsules  Squibb 

Each  Capsule  contains 

: _ 

Vitamin  A (synthetic) 

't  25,000  U.S.P.  units 

Vitamin  D 

, ^ 1,000  U.S.P.  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

1 150  mg. 

• 

Bottles  of  30.  100  anti  1000. 
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in  the  clinic  . . 


sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


Bottles  of  30.  100  and  luoo. 


I here  s a UJ}  viewer  just  right  tor  yoijl 


CIRCLINE  — the  best  illuminator  for 
general  use.  Named  for  the  famous 
GE  Qrcline  Lamp  that  furnishes  its 
top-notch,  uniform  illumination. 


DUOLINE  — a lighter,  less  expensive 
unit,  yet  with  excellent  illumination 
from  two  straight  General  Electric 
fluorescent  lamps. 


EXPLOSION-PROOF  for  operatic 
rooms.  Stainless  steel  throughot 
and,  like  the  other  GE  illuminato; 
shown,  U/L  approved. 


— 


4-IN-l  lets  you  view  four  14" 
x 17"  films  simultaneously  or 
separately  with  uniform  light- 
ing. If  desired,  only  one  or  two 
panels  can  be  lighted. 


Yes,  GE  builds  illuminators  of  every  type.  In  addition 
to  the  four  shown  here,  you  can  choose  from  70  mm 
single-frame  and  stereo  viewers  . . . 4"  x 5"  and 
4"  x 10"  single  and  orthostereoscopic  viewers  . . . GE 
High-Intensity  viewers  . . . dental  viewers.  For  com- 
plete information,  see  your  nearest  GE  x-ray  represent- 
ative, or  write 


You  can  put  your  confidence  in  — 


GENERAL 


ELECTRI 


Direct  Factory  Branches 

ALBANY  - 8 Elk  St.  NEW  YORK  CITY  - 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodlawn  Ave.  SYRACUSE  — 1020  Genesee  St. 
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‘POLYS  PORIN' 


BROAD  SPECTRUM 


POLYSPORIN’  OINTMENT 


INDICATIONS 


infected  wounds  resulting 
frem  trauma  or  surgery 


infected  burns 


infected  skin  grafts 

abscesses  and  ulcers  in 
any  accessible  location 

furuncles 


pyoderma 


ecthyma 


folliculitis 


infectious  eczematoid 
dermatitis 


impetigo 


acne 


styes 


external  ear  infections 


eye  infections  such  as: 
conjunctivitis 
blepharoconjunctivitis 
scleritis 
keratitis 

dacryocystitis,  etc. 


SECONDARY 

INFECTIONS 

superimposed  on 
any  dermatological 
condition 


AVAILABLE  IN 
tubes  of  15  Gm. 
with  applicator  tip 

lubes  of  % oz. 
with  ophthalmic  tip 


complete  information 
will  be  sent  on  request 


CAPSULES  CHLORAL  UVD  RITE  - Felhm 

ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7V. 2 gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


CpCM&m  SEDATION 


33/4  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7V2  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


DOSAGE:  One  to  two  7V. 2 gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 

EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.*'* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman,  H T : An  integrated  Practice  of  Medicin*  (1*50) 

2.  Rehtuss.  M R.  et  al:  A Course  in  Practical  Therapeutic*  (194tt 

3 Goodman,  L,  and  Gilman.  A:  The  Pharmacological  Ba*i*  « 
Therapeutics  (1941),  22nd  printing.  1951. 

4.  Soliman.  T : A Manual  of  Pharmacology.  7*h  ed  (1941)* 
and  Useful  Drug*.  14th  ed  U947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."* 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.1 2'*"* 
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to  avoid  up 


""^down  JMHIU 


digitaline  nativelle 

original  pure  crystalline  digitoxin 

for  dependable  digitalization 
for  smooth,  even  maintenance 


Send  for  brochure:  "Modern  Digitalis  Therapy."  Clinical  sample  on  request. 


VARICK  PHARMACAL  COMPANY.  INC. 

(Division  ol  E.  Fougera  & Co..  Inc.) 

75  Varick  Street,  New  York  13.  N.  Y. 
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DESITIN 


® 


the  most  widely  used 

ethical  specialty  for 

care  of  the  infant’s  skin 


1.  Heimer,  C.  B.,  Grayzel,  H.  G.  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T„  Combes,  F.  C.,  Bobroff,  A.  and  Leviticus, 
R.;  Ind.  Med.  & Surg.  18:512,  1949. 


the  pioneer  external 
cod  liver  oil  therapy 


J 

Decisive  studies1-2 
substantiate  over  25 
years  of  daily  clinical 
use  regarding  the  ability  of  Desitin 

Ointment  to protect,  soothe, 

dry  and  accelerate  healing  in... 

• diaper  rash  • exanthema 

• non-specific  dermatoses 

• intertrigo  • prickly  heat 

• chafing  • irritation 

(due  to  urine,  excrement,  chemicals  or  friction) 

Desitin  Ointment  is  a non-irritant  blend  of  high 
grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vita- 
mins A and  D in  proper  ratio  for  maximum  effi- 
cacy) , zinc  oxide,  talcum,  petrolatum,  and  lanolin. 
Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exu- 
date, urine  or  excrements.  Dressings  easily 
applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 


Q.S. 


is  now  possible 

FOR  LARGE  DOSAGE  < 
OF  ASPIRIN ... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 
40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 

is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 
"Enteric-coated  aspirin  (ASTERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 


(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acetylsalicylic  acid  therapy. 


(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 


For  samples — just  send  your  blank  marked  1 4 AS2 

‘Talkov,  R.  H.,  Ropes,  M.  W.,  and  Bauer.  W.:  The  Value  of 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242,19  (Jan.  5)  1950. 


BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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LORZINEX® 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
welting  agent  is  trichomonacidal. 

LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

before  administration  of  specific 
therapeutic  agents. 

LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 

Available  at  all  pharmacies. 

Samples  and  literature  sent 
on  request. 

Pl-2 

Pharmaceutical  Di vision 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  New  Jersey,  U.  S.  A. 


if 


TAKE 


ADVANTAGE 


OF  YOUR 


llf‘ 


£ 


It  stands  ready 
to  provide  you  with 

• expert  technician  service 
on  all  Sanborn  instruments 

• emergency  loan  Sanborn 
instruments 

• complete  stocks  of  daily- 
use  supplies  and  accessories 

and  to  demonstrate 


SANBORN 


SERVICE 


STATION 


today's  foremost 
electroca  rdio graph 


Your  local 
Service 
Center  is : 


> 


NEW  YORK  CITY -1860  Broadway 
Phone  Circle  7-5794,  5795 
ROCHESTER  — 3 Juniper  Street 
Phone  Culver  8431 


Bcuunai 


Bondi 


Upjohn 


i 


a 


N 


Each  grain  contains: 


Cortisone  Acetate 15  mg. 

Neomycin  Sulfate 5 mg. 


(equivalent  to  3.5  mg.  neomycin  base) 

Available  in  1 drachm  tubes  with 
appl  cator  tip 


cortisone 

for  inflammation, 

neomycin 

for  infection: 


Neosone 

1 rademark 


The  Upjohn  Company,  Kalamazoo,  Michigan 


OPHTHALMIC  OINTMENT 


Xylocaine®  Hydrochloride  (Astra) 
merits  special  consideration  by  the  busy 
anesthesiologist  and  surgeon.  Profound 
in  depth  and  extensive  in  spread,  its 
well-tolerated  effect  is  more  significantly 
measured  by  the  time  saved  through  its 
remarkably  fast  action,  by  which  so 
much  normally  wasted  “waiting  time” 
is  converted  to  productive  “working 
time”. 

XYLOCAINE0  HCL 


*YLOCAlNf 

^•OCHIORIO* 


Storked  Ly  leading  wholesale 
druggists  and  surgical  supply 
houses  as  a 1%  or  2% 

solution  without  Epinephrine 
and  with  Epinephrine  1 : 1 00.- 
000.  2 % solution  is  also  sup- 
plied with  Epinephrine 
1 :50,000.  All  solutions  dis- 
pensed in  SOcc.  and  20ee. 
multiple-  dose  vials,  parked 
SxSOcc.  or  5»20cc.  to  a carton. 


Pronounced  Xi  lo'coin 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 

A 4th  dimensional  approach 
to  preferred  local  anesthesia 


Bibliography  available  on  request 

ASTItA  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 


•U.S  Potent  No.  2.441.498 


SULFADIAZINE 

SULFAMERAZINE 


the  ''extra  advantage” 
in  this  triple  sulfonamide  is 


sulfacetamide 

Tricombisul®  (acet-dia-mer-sulfonamides-Schering)  provides  not  only 
sulfadiazine  and  sulfamerazine  — standard  components 
of  almost  all  triple  sulfonamide  mixtures  — but  also  sulfacetamide. 


Sulfacetamide  brings  to  the  combination  extremely  high  solubility,  high 
bacteriostatic  activity,  and  greater  safety  for  the  urinary  tract. 


TRICOMBISUL 


■I 


- 
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eliminate 


intravenous 


W 


aminophylline! 


TABLETS 


AL'AM  PH  VLLI N E 

aminophylline-colloidal  aluminum  hydroxide-magnesium  trisilicate  compound 


Intravenous  Results  With  New  Oral  Coin- 
pound — And  Without  Gastric  Irritation. 

Al-Amphylline,  a new  development  of  the 
Raymer  Medical  and  Research  Departments, 
presents  aminophylline  in  a new  oral  dosage 
form  that  produces  blood  levels  comparable 
to  those  attained  with  parenterally  adminis- 
tered aminophylline,  with  the  further  advan- 
tage that  these  levels  are  sustained  over  many 
hours.  In  addition,  Al-Amphylline  does  not 
cause  gastric  irritation. 


The  colloidal  aluminum  hydroxide  and  the 
exceptional  purity  of  the  aminophylline  con- 
tained in  Al-Amphylline  Tablets  are  respon- 
sible for  the  fact  that  Al-Amphylline  Tablets 
are  so  well  tolerated.  Magnesium  trisilicate 
is  also  included  in  the  formula,  to  prevent 
possible  constipation. 

Since  Al-Amphylline  Tablets  are  uncoated, 
aminophylline  absorption  is  rapid,  producing 
satisfactory  blood  levels  within  an  hour  (see 
table  below). 


Aminophylline  Blood  Levels  - mg./lOO  cc.  Plasma 
(Aminophylline  dosage  was  0.5  Gm.  in  each  case) 

Aminophylline  Preparation 

1 hour 

3 hours 

6 hours 

AL-AMPHYLLINE  TABLETS  (4) 

1.78 

1.65 

1.35 

AL-AMPHYLLINE  TABLETS  (4) 

1.67 

1.84 

1.26 

AL-AMPHYLLINE  TABLETS  (4) 

1.18 

1.54 

1.19 

AL-AMPHYLLINE  TABLETS  (4) 

0.90 

1.16 

0.91 

Intravenous  Aminophylline  (0.5  Gm.) 

1.33 

0.84 

Intravenous  Aminophylline  (0.5  Gm.)1 

1.60 

1.30 

0.70 

Aminophylline  Suppository  (0.5  Gm.) 

0.11 

0.22 

0.38 

Aminophylline  Suppository  (0.5  Gm.) 

0.26 

0.51 

1.09 

RAYMER 


RAYMER  PHARMACAL  COMPANY 
Jasper  & Willard  Streets 
Philadelphia  34,  Pa. 


1.  J.  Pharmacol.  Exper  Therap.,  100:309,  1950. 

For  use  in  all  conditions  where  aminophylline  is 
indicated.  Dosage  Range:  1 to  4 tablets  as  required. 
Supplied:  bottles  of  100,  500  and  1,000  tablets. 
Formula:  Aminophylline,  125  mg.;  Colloidal  Alumi- 
num Hydroxide,  150  mg.;  Magnesium  Trisilicate, 
250  mg.  Also  available : Al-Amphylline  with  Pheno- 
barbital  (15  mg.  per  yellow  tablet),  bottles  of  100. 


serving  the  medical  profession  for  a third  of  a century. 
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rapid  response 


new 

non-hormonal 

synthetic 


‘The  latent  period  between  the  initiation 
of  therapy  and  the  appearance  of  appreciable 
benefit  was  short.”1 


BUTAZOLIDIN 


(brand  of  phenylbutazone) 


orally  effective  for  relief  of 


ARTHRITIS 


and  allied  disorders 


BUTAZOLIDIN  brings  quick  relief  and,  often,  functional  improvement, 
to  the  majority  of  patients  with  rheumatoid  arthritis, 
osteoarthritis,  spondylitis,  gout,  arthritis  with  psoriasis, 
peritendinitis,  fibrositis,  and  other  painful 
musculoskeletal  disorders.1'3 


BUTAZOLIDIN 


BUTAZOLIDIN 


• Broad  Therapeutic  Spectrum 

• Potent  Therapeutic  Effect 

• Prompt  Action 

• Low  Ratio  of  Serious  Side  Effects 

• Oral  Effectiveness 

is  well  within  the  means  of  the  average  patient. 

In  order  to  obtain  optimal  results  and  to  avoid  untoward 
reaction  it  is  highly  desirable  for  the  physician  to  become 
thoroughly  acquainted  with  the  characteristics  of 
Butazolidin  before  prescribing  it.  Physicians  are  urged 
to  read  the  package  circular  carefully  or  to  write  for  the 
Butazolidin  brochure,  which  will  gladly  be  sent  on  request. 

Availability:  Butazolidin®  (brand  of  phenylbutazone)  is 
issued  in  yellow-coated  tablets  of  200  mg.  and  in  red-coated 
tablets  of  100  mg. 

1.  Steinbrocker,  O. ; Berkowitz,  S. ; Ehrlich,  M. ; Elkind,  M.,  and  Carp,"  S. : 

Paper  read  before  the  Annual  Meeting  of  the  American  Rheumatism  Association, 
Chicago,  111.,  June  6,  19S2. 

2.  Kuzell,  W.  C. ; Schaffarzick,  R.  W. ; Brown,  B.,  and  Mankle,  E.  A.: 

J.A.M.A.  149: 729  (June  21)  1952. 

3.  Smith,  C.  H.,  and  Kunz,  H.  C. : J.  M.  Soc.  New  Jersey  49:306,  1952. 


GEIGY  PHARMACEUTICALS,  Division  of  Qeigy  Company , Jnc. 
220  Church  Street,  New  York  13,  N.  Y. 


J 
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Happy  Mealtimes  make 
a vital  contribution  to 

ftUi 


Added  ounces  and  inches  are  only  part 
of  the  benefit  a baby  derives  from 
happy  mealtimes. 

Zestful  enjoyment  of  eating  has  a pro- 
found effect  on  good  nutrition  and  also 
on  a baby’s  whole  personality  develop- 
ment. 

As  soon  as  one  of  your  young  patients 
is  ready  for  solids,  you  can  recommend 
Beech-Nut  Foods  with  complete  confi- 
dence in  their  fine  nutritive  values  and 
in  their  appealing  flavor.  With  so  many 
tempting  varieties  to  choose  from,  meal- 
times can  be  happy  for  your  young  pa- 
tients from  the  very  start. 

A wide  variety  for  you  to  recommend: 
Meat  and  Vegetable  Soups,  Vegeta- 
bles, Fruits,  Desserts — Cooked  Cereal 
Food,  Strained  Oatmeal,  Cooked  Bar- 
ley 


Babies  love  them. ..thrive  on  them! 


Beech-Nut 


FOODSA  BABIES 


Every  Beech- Nut  Baby  Food 
has  been  accepted  by  the  Coun- 
cil on  Foods  and  Nutrition  of 
the  American  Medical  Associa- 
tion and  so  has  every'  statement 
in  every  Beech-Nut  Baby  Food 
advertisement. 


FOR  SPORTS 


IODEX  C Methyl  Sal 

provides  the  stimulating  and  metabolic  effects 
of  the  combined  Iodine*  and  the  analgesic 
action  of  Methyl  Salicylate. 

Iodex  c Methyl  Sal  is  also  an  adjuvant  in  the 
treatment  of  rheumatic  and  arthritic  pains. 

*The  Iodine  in  Iodex  C Methyl  Sal  is  slowly  split  off  through  percutaneous  absorption. 


MENLEY  & JAMES,  LTD.  70  West  40th  Street,  New  York  18,  N.  Y. 


3*G 


4 Bilron ’ is  indicated  in  gall-bladder-type 
indigestion,  constipation,  biliary 
dyskinesia,  and  following  cholecystectomy. 


(IRON  BILE  SALTS,  LILLY) 
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Editorials 


Doctor  Draft  Extended 


Younger  physicians,  under  some  moral 
obligation  to  the  Federal  government  be- 
cause of  having  received  their  education 
from  this  source,  or  those  deferred  from 
World  War  II  draft  in  order  to  complete 
their  studies,  have  so  far  been  sufficient  in 
number  to  meet  the  requirements  of  the 
armed  services  for  medical  personnel. 

Now  it  would  appear  that  the  bottom  of 
that  barrel  has  been  reached,  that  all  men  in 
these  categories  who  are  fit  for  service  will 
have  been  called  up  in  the  next  few  months. 
Shortly,  therefore,  men  who  have  had  mili- 
tary service  previously,  and  even  older 
medical  men,  may  have  to  be  called  for  serv- 
ice. 

The  American  Medical  Association  ami 
the  American  Dental  Association  seem  not 
altogether  satisfied  with  the  situation. 
Apparently,  they  desire  more  information 


from  the  military  services  before  giving  their 
approval  to  the  extension  of  the  physician- 
dentist  draft  law.  Hearings  before  the  new 
Congress  should  commence  soon,  since  some 
action  will  be  necessary  before  July  1,  1953, 
to  provide  the  necessary  physician-dentist 
manpower.  Conferences  between  the  pro- 
fessional associations,  representing  doctors, 
dentists,  veterinarians,  medical  schools,  and 
hospitals,  and  the  armed  services  will  be 
occupied  mainly  with  two  considerations. 

The  first  relates  to  the  present  ratio  be- 
tween professional  personnel  and  troops, 
which  now  is  about  3.6  t per  1,000.  Is 
this  ratio  higher  than  necessary  to  maintain 
high  quality  medical  and  other  professional 
services?  It  seems  obvious  that,  if  the  pro- 
portion could  be  safely  reduced,  it  might  not 
be  necessary  for  some  time  yet  to  draft  addi- 
tional groups.  Many  consideratjonspiiter 
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into  determinations  of  this  sort,  and  there  is 
certain  to  be  lengthy’  debate  before  an  effec- 
tive compromise  can  be  reached. 

The  same  consideration  covers  the  pro- 
vision of  care  for  families  of  military  depend- 
ents, wives,  and  children  of  servicemen  in 


localities  Avhere  civilian  medical  care  is 
available.  There  seems  to  be  little  reason 
for  the  diversion  of  the  time  and  skill  of 
medical  military  personnel  under  such  cir- 
cumstances and  in  view  of  the  alleged  short- 
age of  medical  manpower. 


Current  Editorial  Comment 


Hospital  Council.  The  Hospital  Council 
of  Greater  New  York  may  well  take  pride  in 
a successful  enterprise  now  in  its  fifteenth 
year  of  operation.  The  New  England  Jour- 
nal of  Medicine,1  in  a recent  editorial,  “Stud- 
ies of  Regional  Medical  Care,”  comments: 

As  a joint  effort  of  about  20  leading  volun- 
tary and  governmental  health,  hospital,  medi- 
cal, welfare,  and  business  organizations  of  the 
State,  it  set  about  its  task  by  a thorough  fact- 
finding study  of  hospital  services  in  the  metro- 
politan area.  The  survey,  under  the  leader- 
ship of  the  late  Dr.  John  B.  Pastore,  collected 
data  basic  to  community  hospital  planning, 
such  as  the  relation  between  hospital  facilities 
and  local  population  densities  in  various  parts 
of  the  City,  and  this  was  further  broken  down 
into  special  services  such  as  obstetrics  and  tu- 
berculosis and  correlated  noth  existing  and  an- 
ticipated birth  rates  and  disease  trends.  The 
Council,  which  has  a close  working  relation 
noth  the  United  Hospital  Fund  of  New  York 
City,  was  soon  in  a position  to  give  informed 
opinion  concerning  whether  in  a given  area  of 
the  City  certain  hospital  services  needed  to  be 
expanded  or,  perhaps,  converted  to  other  pur- 
poses. In  the  course  of  time,  the  recommen- 
dations of  the  Hospital  Council  haAre  come  to 
carry  great  weight  both  in  rallying  support  for 
institutions  in  need  of  expansion  and  in  avoid- 
ing duplication  of  facilities.  Indeed,  in  recent 
years  all  Hill-Burton  allocations  within  Greater 
New  York  have  been  made  in  accordance  with 
recommendations  of  the  Council.  Obviously, 
the  Hospital  Council  of  Greater  New  York  has 
made  a major  contribution  to  the  effective  and 
economical  utilization  of  the  health  services  in 
its  community. 

It  is  gratifying,  therefore,  to  learn  that  a 
committee  of  the  United  Community  Services 
of  Boston  is  undertaking  a project  along  simi- 
lar but  somewhat  broader  lines.  The  initial 
or  planning  phase  of  the  program  has  been 
made  possible  by  a grant  from  the  Rockefeller 


Foundation  for  810,000  and  from  the  Perma- 
nent Charities  Fund  for  §2,000.  When  the 
plan  of  action  has  been  completed,  the  program 
will  move  into  three  successive  phases:  the 
establishment  of  base  lines,  the  setting  up  of 
demonstrations  of  regional  co-ordination  in  an 
urban  area,  and  the  evaluation  of  the  improve- 
ments that  have  resulted  from  the  program. 

The  Committee  starts  with  a study  of  the 
distribution  and  availability  of  inpatient 
and  outpatient  hospital  facilities  according 
to  types  of  accommodations  and  adequacy 
by  accepted  standards;  the  effect  of  speciali- 
zation in  and  by  hospitals  on  the  utilization 
of  facilities,  the  availability  of  hospital  priv- 
ileges as  utilized.  Also,  the  distribution 
and  utilization  of  expensive  medical  equip- 
ment and  personnel,  the  use  of  general  hos- 
pital beds  for  long-term  cases  of  chronic  dis- 
ease, and  the  use  of  hospital  beds  by  patients 
undergoing  diagnostic  study  will  be  evalu- 
ated. 

It  js  gratifying  to  note  that  the  painstaking 
and  comprehensive  work  of  the  Hospital 
Council  of  Greater  New  York  serves  as  the 
inspiration  and  model  for  similar  studies  in 
metropolitan  Boston. 


Rumors  Thrive  on  Ignorance.  In  his 

monthly  President’s  Page  in  the  Journal  oj 
the  American  Medical  Association 1 Dr. 
Louis  H.  Bauer  cites  some  depressing  recent 
incidents : 

I ha\'e  previously  commented  on  the  fact  that 
too  many  members  of  the  American  Medical 
Association  know  too  little  about  their  organi- 
zation or  its  activities.  Recently,  additional 
eA’idence  for  such  a comment  stemmed  from 
rumors  circulated  by  nonmedical  persons.  These 
rumors  should  never  have  arisen,  but,  when  they 
did,  they  should  have  been  squelched  immediately, 


1 January  16,  1953. 


1 J.A.M.A.  150:  799  (Oct.  25)  1952. 
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as  there  were  no  sound  reasons  for  their  origin. 
For  example,  I have  recently  heard  a rumor  that 
the  American  Medical  Association  had  made  a 
large  contribution  to  the  campaign  of  a political 
candidate.  The  rumor  is,  of  course,  ridiculous. 
The  American  Medical  Association  neither  ethi- 
cally nor  legally  could  make  such  a contribution.  It 
never  has  done  so,  and  I am  sure  it  never  will .... 

Members  of  the  Association  ought  to  know  this 
and  be  prepared  to  answer  immediately  any  absurd 
charges  to  the  contrary.  But,  if  they  do  not  know 
the  facts  concerning  any  situation,  they  should  ask 
for  them  from  the  headquarters  of  the  American 
Medical  Association.  Then  they  can  answer  with 
authority  as  well  as  conviction 

This  is  bad  enough,  but  unfortunately  it 
does  not  stop  there. 

Recently  a statement  that  the  Association  had 
brought  to  a close  its  National  Educational  Cam- 
paign because  it  had  accomplished  its  purpose  re- 
sulted in  many  letters  and  telephone  calls  being  re- 
ceived by  the  Association’s  headquarters  and  its 
officers  belaboring  them  because  they  had  ceased 


their  opposition  to  compulsory  health  insurance. 
Such  cessation  of  opposition  was  never  said  nor 
implied,  as  a careful  reading  of  the  statement  would 
reveal  (see  the  Journal,  October  4,  pages  494-495). 
In  fact,  physicians  could  have  helped,  individually, 
to  counteract  the  effects  of  such  rumors.  The 
Association  has  not  and,  in  my  opinion,  never  will 
cease  its  opposition  to  compulsory  health  in- 
surance. 

Knowing  the  militant  attitude  of  the  American 
Medical  Association  toward  the  protection  of  free- 
dom in  medicine,  it  is  difficult  for  me  to  understand 
how  anyone  could  think  that  the  Association  had 
quit  fighting  for  the  principles  in  which  it  believes. 
Again,  were  there  doubt  in  anyone’s  mind,  a tele- 
phone call  or  letter  asking  for  information  would 
have  relieved  all  fears 

We  urge  all  members  of  the  Society  to 
cooperate  with  the  A.M.A.  in  the  manner 
suggested  by  Dr.  Bauer.  The  facts  are 
always  ascertainable,  and  it  seems  incredible 
that  any  physician  would  permit  such 
rumors,  if  he  heard  them,  to  go  unanswered. 
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THE  DIAGNOSIS  OF  CANCER  OF  THE  STOMACH 

George  T.  Pack,  M.D.,  New  York  City 
( From  the  Memorial  Corner  Center) 


THE  best  prospect  for  increasing  the 
curability  of  gastric  cancer  would  be  the 
recognition  of  the  disease  prior  to  the  pa- 
tient’s awareness  of  symptoms.  Routine 
fluoroscopic  studies  of  the  stomach  in 
apparently  well  patients  more  than  forty 
years  of  age  were  conducted  in  several  cen- 
ters and  demonstrated  that  about  one  in  800 
such  subjects  had  an  unsuspected  gastric 
cancer.  This  plan  is  not  feasible  for  routine 
application  because  it  should  be  repeated  at 
six-month  intervals.  Other  radiographic 
experiments  have  demonstrated  that  in 
patients  with  gastric  anacidity  gastric  can- 
cer is  found  once  in  each  100  subjects.  In 
patients  with  pernicious  anemia,  the  inci- 
dence of  gastric  cancer  may  be  as  high  as 
three  to  five  cases  per  100  examined. 

Symptomatology  of  Gastric  Cancer 

Weight  loss  is  the  most  common  symp- 
tom, occurring  in  83.5  per  cent  of  cases. 
Analysis  of  the  weight  loss  must  consider 
the  relative  loss  as  compared  with  the  origi- 
nal body  weight  as  well  as  the  rapidity  with 
which  the  weight  is  dissipated.  Gastric 
distress,  pain,  or  discomfort  occurs  in  70  per 


cent  of  cases  and  is  more  frequent  with  in- 
volvement of  the  lesser  curvature.  Cancers 
near  the  cardiac  orifice  occasionally  cause 
pain  referred  to  the  base  of  the  neck.  arm.  or 
precordia.  simulating  angina  pectoris.  Vom- 
iting in  42  per  cent  and  anorexia  in  30  per 
cent  of  cases  are  more  prone  to  occur  with 
prepyloric  cancers,  especially  if  the  patient 
eats  heavy  food.  Dysphagia  occurring  in 
40  per  cent  of  patients  with  cancers  of  the 
gastric  cardia  is  found  twice  as  often  in 
patients  with  inoperable  as  with  operable 
cancers,  although  cancers  of  the  gastric 
cardia  have  a 20  per  cent  greater  resectability 
in  our  hands  than  cancers  of  the  stomach  as  a 
whole.  Weakness  and  progressive  pallor  in 
20  per  cent  of  the  cases  occur  insidiously, 
especially  when  the  greater  curvature  (silent 
area)  of  the  stomach  is  the  site  of  the  lesion. 
Hematemesis  in  6 per  cent  and  rapid  satia- 
tion at  meals  in  4.5  per  cent  are  other  symp- 
toms of  importance. 

ETnfortunatelv,  there  are  only  a few  signifi- 
cant differences  in  the  incidence  of  the  vari- 
ous symptoms  in  patients  with  operable  and 
inoperable  cancers  of  the  stomach.  Further- 
more, in  a series  of  1,000  consecutive  cases. 
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Sagittal  view  of  flexible 
gastroseope  in  position. 


Carcinoma  of  the  cardia.  Large  oval  filling 
defect  in  the  medial  half  of  the  dome  of  the 
cardiac  portion  of  the  stomach. 

FREQUENCY  OF  PHYSICAL  FINDINGS 
IN  1110  PATIENTS  WITH  GASTRIC  CARCINOMA 


OEPINITE  HAM 
CACHEXIA  AND  (HACIATIC 


QUEETIONAELE  HAM 
METASTASIS  TO  SUPERFICIAL  NODES 
HITASTASES  TO  OTHER  OROANS 
(LIVER,  PELVIS,  PERIREOTALt 

ASCITES 

ASOOHINAL  OISTENTION 
INCREASED  PERISTALSIS 
SPASH  OP  ASOOHINAL  HUSCLES 


The  pertinent  physical  findings  in  1,110 
patients  with  gastric  cancer  in  the  order  of 
their  frequency.  [La  Due,  J.  S.,  Murison, 
P.  J.,  McNeer,  G.,  and  Pack,  G.  T. : Arch. 
Surg.  60:  305  (1950)].  (Reprinted  through 
the  courtesy  of  the  Archives  of  Surgery). 


Carcinoma  of  pars  media  producing  an  annu- 
lar filling  defect.  “Straight  line”  deformity 
of  the  lesser  curvature  and  irregularity 
along  the  greater.  Remainder  of  the  stomach 
outline  has  normal  appearance. 


Extremely  small  polypoid  neoplasm  repre- 
sented by  a small  circular  filling  defect  on 
the  anterior  wall  of  the  pars  media  near  the 
greater  curvature.  Resection.  Adenocarci- 
noma, Grade  II. 


SYMPTOMATOLOGY  IN  1112  PATIENTS  WITH  GASTRIC  CARCINOMA 

PREOUENOV  OP  SYMPTOMS 


The  most  common  symptoms  presented  l»y 
1,112  patients  with  gastric  cancer  (886  inop- 
erable and  226  operable  cancers).  The  per- 
centage of  patients  exhibiting  each  symptom 
is  indicated  by  solid,  cross-hatched,  or  open 
bars.  The  solid  bars  indicate  the  percentage 
of  total  number  of  patients,  the  cross-hatched 
bars  the  percentage  of  patients  whose  cancer 
was  considered  inoperable,  and  the  open  bars 
the  percentage  of  patients  whose  cancer  was 
resected.  [La  Due,  J.  S.,  Murison,  P.  J., 
McNeer,  G.,  ami  Pack,  G.  T. : Arch.  Surg.  60: 
305  (1950)]  (Reprinted  through  the  cour- 
tesy of  the  Archives  of  Surgery ). 
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analysis  of  the  duration  of  symptoms  re- 
veals that  this  does  not  necessarily  bear  a 
direct  relationship  to  the  resectability  of  the 
cancer.  The  first  sign  may  indicate  incura- 
bility, for  example,  the  appearance  of  a sig- 
nal node  in  the  neck,  or  ascites.  It  is  a 
strange  paradox  that  some  patients  with 
gastric  cancer  present  a long  history  of 
symptoms  and  have  a high  rate  of  resec. la- 
bility of  their  growth,  perhaps  because  the 
tumor  is  growing  more  slowly  and  does  not 
produce  such  rapid  changes  in  symptoms. 

The  incidence  of  the  first  symptoms  indi- 
cating cancer  of  the  stomach  is  not  identical 
with  the  frequency  of  symptoms  as  a whole. 
For  example,  gastric  distress  or  discomfort 
was  the  first  evidence  experienced  in  40  per 
cent  of  patients,  general  weakness  in  18  per 
cent,  dysphagia  in  12  per  cent,  anorexia  in  8 
per  cent,  vomiting  in  8 per  cent,  weight  loss 
in  7 per  cent,  eructation  in  4 per  cent,  and 
hematemesis  in  1 per  cent. 

Patients  with  the  typical  ulcer  syndrome, 
and  a history  of  at  least  two  years  duration, 
in  a third  of  the  cases  have  experienced  sud- 
den changes  in  the  character  of  the  symp- 
toms so  that  the  discomfort  is  no  longer  post- 
prandial or  relieved  by  diet  or  alkali.  This 
conversion  into  a constant  discomfort  might 
indicate  or  suggest  at  least  the  presence  of 
gastric  cancer  rather  than  benign  ulcer. 

Physical  Findings 

A palpable  abdominal  mass  found  in  46 
per  cent  of  patients  does  not  indicate  in- 
operability of  the  tumor,  since  some  of  these 
cancers  are  bulky,  intragastric  papillary 
carcinomas.  Abdominal  tenderness  is  de- 
tected in  only  17  per  cent  of  cases.  Obvious 
emaciation  and  weight  loss  is  found  in  20 
per  cent  of  patients,  and  in  16  patients  out  of 
100  the  very  first  physical  sign  noticed  is  an 
indication  of  incurability,  for  example,  the 
presence  of  a sentinel  node  in  the  neck,  an 
enlarged  nodular  liver,  firm  deposits  in  the 
pelvic  peritoneal  pouch,  ascites,  or  jaundice. 
Obstructive  pyloric  cancers  in  common  with 
benign  pyloric  stenosis  may  cause  an  enor- 
mous distention  of  the  stomach  with  visible 
peristalsis  which  may  be  seen  through  the 
intact  abdominal  wall  in  patients  who  are 
not  obese. 

X-Ray  Diagnosis  of  Gastric  Cancer 

In  1,022  patients,  the  combination  of 
fluoroscopic  and  gastrointestinal  x-ray  stud- 
ies was  91.5  per  cent  accurate  in  diagnosing 
gastric  cancer,  and  in  an  additional  3 per 
cent  a suspicion  of  gastric  cancer  was  re- 


corded but  not  specifically  stated.  In  only 
5.5  per  cent  was  an  x-ray  report  of  nor- 
mal stomach  made.  The  common  radio- 
graphic  signs  of  gastric  cancer  may  be  enu- 
merated briefly  as  (1)  filling  defects  expressed 
as  changes  in  contour  of  the  gastric  shadow; 

(2)  altered  pyloric  function  such  as  gaping  of 
the  pylorus  and  obstruction  of  the  pylorus; 

(3)  altered  function  of  the  cardiac  orifice 
such  as  a patent  but  rigid  cardia  and  ob- 
struction of  the  cardia;  (4)  an  advanced 
position  of  the  barium  meal,  i.e.,  hyper- 
motility; (5)  absence  of  peristalsis  from  the 
involved  segment  of  the  gastric  wall;  (6) 
diminished  mobility,  loss  of  flexibility  of  the 
gastric  wall;  (7)  diminution  in  the  size  of  the 
stomach;  (8)  antiperistalsis;  (9)  niche  in  the 
prepyloric  region  within  2.5  cm.  of  the 
pylorus;  (10)  widening  of  the  space  between 
the  gas  bubble  in  the  cardia  and  the  cupola 
of  the  diaphragm;  (11)  soft  tissue  densities 
in  the  cardia  outlined  by  the  gas  bubble; 
(12)  the  “meniscus”  sign;  (13)  absence  of 
rugal  markings;  (14)  niche  on  relief  studies 
without  radiating  rugal  lines,  and  (15)  niche 
on  the  greater  curvature. 

Gastroscopic  Diagnosis  of  Cancer 

Insertion  of  the  gastroscope  should  always 
be  preceded  by  fluoroscopy  and  x-ray  studies 
of  the  lower  esophagus  and  stomach  in  order 
to  be  sure  that  no  obstructive  lesions  are 
present.  The  gastroscope  is  used  as  an 
accessory  diagnostic  instrument,  but  in 
subsequently  proved  cases  of  gastric  cancer 
the  efficiency  in  our  hands  has  been  84  per 
cent.  The  rigid  gastroscope  is  passed  under 
direct  vision  to  secure  biopsies  from  obstruct- 
ing cancers  in  the  lower  esophagus  and  car- 
diac orifice  of  the  stomach.  In  experienced 
hands,  the  flexible  gastroscope  with  angled 
vision  is  quite  successful  in  visualizing  can- 
cers in  the  distal  two  thirds  of  the  stomach. 
Ulcerations,  papillary  overgrowth  and  ne- 
crotic foci,  irregularities  in  the  gastric 
mucosa,  and  rigidity  of  the  gastric  wall  may 
be  properly  interpreted  by  this  method. 
Nonobstructing  fundal  cancers  can  be  seen 
more  readily  if  the  gastroscope  is  passed  with 
the  patient  in  the  sitting  posture.  By  using 
both  x-ray  facilities  and  gastroscopic  studies, 
the  incidence  of  correct  diagnosis  based  on 
subsequently  proved  gastric  cancer  in  the 
Memorial  Hospital  is  better  than  96  per 
cent. 

Cytodiagnosis  of  Gastric  Cancer 

Mr.  Edward  Ellis,  technician  for  Dr. 
Ewing  at  the  Memorial  Cancer  Center,  as 
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TABLE  I. — Studies  of  Gastric  Acidity  Comparing  Normal  Adults  and  Patients  with  Benign  Gastric  Ulcer  and 

Resectable  Gastric  Carcinoma* 


Total 

Cases 

Achlor- 

hydria 

Free 

Hydro- 

chloric 

Acid 

Present 

Group 

1 to  20 

20  to  40  40  to  60 

Over  60 

Normal  Persons  (Men.  Age  60  to  64 1 

75 

23  0 

77  0 

7 3 

28  0 

27.1 

14.6 

Benign  Gastric  Ulcers 

81 

7.4 

92.6 

7 4 

14.9 

14  9 

54  4 

Gastric  Carcinoma 
Location  of  Tumor: 

135 

51.1 

48.9 

8.2 

14  8 

4.4 

21  4 

Pvlorus 

82 

42  7 

57.3 

6.1 

17  1 

6.1 

28  0 

Bodv 

24 

54  3 

45 . 7 

16.7 

16.7 

0.0 

12.5 

Cardia 

8 

25  0 

75.0 

25  0 

12.5 

0.0 

37.5 

Extensive 

21 

90  5 

9.5 

0.0 

4.7 

4.7 

0.0 

* La  Due.  J.  S.,  Munson,  P.  J..  MeN'eer.  G..  and  Pack.  G.  J.:  Arch.  Surg.  60  : 305  (1950). 


early  as  1928  was  identifying  gastric  cancer 
cells  in  routine  specimens  of  gastric  juice 
submitted  for  gastric  analysis.  This  method, 
however,  was  not  employed  as  a routine 
diagnostic  aid  until  Papanicolaou  evolved 
an  accurate  technic  and  specific  criteria  for 
identifying  these  cancer  cells.  The  method 
of  recognizing  gastric  cancer  cells  in  gastric 
juice  has  been  employed  in  many  institu- 
tions and  may  be  a valuable  adjunct  as  a 
laboratory  aid.  Different  procedures  are 
employed  in  various  institutions;  in  some 
hospitals  the  centrifuged  gastric  juice  is 
simply  stained;  in  others  papain  is  used  to 
dissolve  the  mucus  and  permit  a greater  con- 
centration of  cells  in  the  sediment,  and  more 
recently  Cooper  devised  an  ingenious  gastric 
balloon  for  securing  minute  fragments  of  the 
gastric  wall  for  microscopic  study. 

Role  of  Gastric  Analysis 

In  normal  male  patients  of  the  average 
gastric  cancer  age,  i.e.,  sixty  to  sixty-four. 
23  per  cent  have  achlorhydria  and  77  per 
cent  have  some  free  hydrochloric  acid  pres- 
ent in  the  gastric  contents.  In  patients  with 
benign  gastric  ulcers,  only  7.4  per  cent  have 
achlorhydria  and  92.6  per  cent  have  free 
hydrochloric  acid  present  in  the  gastric  juice. 
In  patients  with  gastric  cancer,  in  our  experi- 
ence, 51.1  per  cent  have  achlorhydria  and 
48.9  per  cent  have  some  free  hydrochloric 
acid  present.  The  more  extensive  the  cancer 


within  the  stomach,  the  higher  the  incidence 
of  achlorhydria,  reaching  90.5  per  cent  in 
those  patients  with  extensive  cancers  in- 
volving the  major  portions  of  the  stomach. 

In  patients  with  cancer  of  the  gastric  cardia. 
only  25  per  cent  have  achlorhydria.  In  com- 
paring the  measurements  of  gastric  cancer, 
according  to  size,  using  the  resected  speci- 
men. we  were  able  to  demonstrate  that  the  | 
degree  of  anaeidity  seems  to  be  somewhat 
proportionate  to  the  size  of  the  gastric  can- 
cer. On  grading  the  gastric  cancers  accord- 
ing to  the  degrees  of  malignancy,  it  is  found 
that  the  more  anaplastic  the  cancer,  the 
higher  the  incidence  of  achlorhydria  occur- 
ring within  the  stomach. 

Anemia  of  Gastric  Cancer 

Sixty-four  per  cent  of  our  patients  had  an 
abnormally  low  red  blood  count.  Xo  signifi- 
cant correlation  was  found  between  the  de- 
gree of  achlorhydria  and  the  incidence  or 
severity  of  the  anemia.  In  classifying  the 
anemias  according  to  mean  erythrocyte 
volume,  it  was  apparent  that  the  anemias 
were  normoeytic  in  45  per  cent,  microcytic 
in  23  per  cent,  and  macrocytic  in  32  per  cent 
of  cases.  In  patients  with  gastric  cancer, 
the  macrocytosis  was  uniformly  normo- 
chromic in  our  experience,  and  there  were 
other  features  which  distinguished  it  from 
the  so-called  pernicious  or  primary  anemia. 


Usually  when  people  say  they  don't  understand,  it  means  that  they  don't  want  to. — William 
Feather 
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Aqueous  solutions  of  vitamins  A and  D 
are  far  more  rapidly,  more  fully  and 
more  surely  absorbed  and  utilized 
than  oily  solutions  — passing  with 
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300  % greater  absorption  — 
100%  higher  liver  storage  — 
67%  less  loss  through 


fecal  excretion1 


vi-syneral 


vitamin  drops 


each  0.6  cc.  provides: 


VITAMIN  A (natural) 


5000  Units 


VITAMIN  D (natural)  * 


1000  Units 


ASCORBIC  ACID  (C) 


50  mg. 


THIAMINE  HCI  iBi) 


1 mg. 


RIBOFLAVIN  (B?) 


0.4  mg. 


PYRID0XINE  HCI  (Be) 


0.3  mg. 


NIACINAMIDE 


5 mg. 


PANTOTHENIC  ACID 


2 mg. 


Easy  to  take,  easy  to  give  in 
formula,  milk,  desserts,  etc.; 
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...failure,  according  to  some  of  the  newer 


evidence ...  touches  off  at  once  a mechanism  that 
hungrily  promotes  the  tubular  reabsorption 
of  sodium,  just  the  sort  of  thing  that  the 
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SPA  THERAPY  FOR  PATIENTS  WITH  CHRONIC  DISEASE 


Walter  S.  McClellan,  M.D.,  Saratoga  Springs,  New  York 

( From  the  Medical  Department  of  the  Saratoga  Spa,  Saratoga,  and  the  Department  of  Medicine,  Albany 

Medical  College,  Albany ) 


PATIENTS  visit  spas  for  treatment.  Physi- 
cians refer  patients  to  spas  for  treatment. 
Three  groups,  the  patients,  the  physicians,  and 
the  spa  authorities,  are  interested  participants  in 
the  program.  It  is  important  for  these  three 
roups  to  have  reliable  information  on  the  nature 
f the  water  and  the  facilities  available  at  spas,  as 
ell  as  the  indications  for  and  the  contraindica- 
ions  to  spa  therapy.  The  data  presented  are 
ased  on  observations  made  over  a period  of 
wenty  years  at  the  Saratoga  Spa. 

The  Saratoga  Spa  has  naturally  carbonated 
ineral  waters.  This  class  of  mineral  waters  has 
een  used  for  nearly  a century  at  Bad  Nauheim, 
in  Germany,  and  Royat,  in  France,  and  for  over 
alf  a century  at  the  Saratoga  Spa  in  programs  of 
treatment  for  conditions  affecting  the  heart  and 
circulation. 

The  application  of  any  program  of  spa  treat- 
ment requires,  in  addition  to  the  natural  mineral 
waters,  the  provision  of  adequate  facilities  for 
treatments  and  should  have  available  for  con- 
sultation physicians  who  are  familiar  with  the 
natural  agents  and  their  application.  One  of  the 
important  requirements  for  the  listing  of  spas  by 
the  Council  on  Physical  Medicine  and  Re- 
habilitation of  the  American  Medical  Association 
is  information  on  the  medical  control  in  the 
institution. 

The  program,  or  regime,  to  which  reference  will 
be  made  frequently  in  this  presentation  is  a reg- 
ulated routine  of  living  and  treatment  during  the 
stay  at  the  spa.  It  includes  the  use  of  the  mineral 
water  baths,  packs  or  inhalations,  or  other  treat- 
ments, such  as  massage,  local  or  general  heat,  or 
ultraviolet  radiation,  or  a schedule  for  drinking 
the  mineral  water.  In  addition,  the  physician 
directing  the  program  will  usually  advise  regard- 
ing periods  of  rest,  type  and  amount  of  exercise, 
and  recreation,  as  well  as  the  nature  of  a diet 
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TABLE  I. — The  Saratoga  Spa,  1932  to  1952 


Dates 

Treatments 

Given 

Patients 

Treated* 

July,  1932,  to  June,  1942 
July,  1942,  to  March,  1952 

1.250.000 

1.526.000 

125,000 

152,600 

Total 

2,776,000 

277,600 

* Estimate  based  on  average  of  10  treatments  per  patient. 


which  may  be  suitable  to  the  patient’s  condition. 
All  these  factors  must  be  integrated  in  a manner 
suitable  to  the  individual  patient  and  his  medical 
condition,  in  order  to  obtain  the  maximum  bene- 
ficial results. 

In  the  twenty-year  period  referred  to  above, 
approximately  two  and  three-quarter  million 
treatments  have  been  given  at  the  New  York 
State-owned  Saratoga  Spa,  representing  the  care 
of  approximately  a quarter  of  a million  patients 
(Table  I).  The  report  of  the  first  ten  years  ex- 
perience was  published  at  the  end  of  that  period.1 
The  distribution  of  patients,  using  the  same 
criteria  for  determining  the  number  of  patients  in 
different  medical  categories,  is  presented  in  Table 
II.  There  may  have  been  some  variation  in  the 
percentage  of  patients  in  the  different  medical 
categories,  but  no  recent  survey  has  been  carried 
out  to  indicate  this  difference.  It  seems  fair  to 
present  the  data  as  estimates,  in  order  to  provide 
a basis  for  discussion  of  the  medical  indications. 

Physiologic  Effects  of  Carbon  Dioxide 
Baths  and  Mineral  Waters 

In  the  past  decade,  McClellan,  Lessler,  and 
Doulin  studied  the  problem  of  absorption  of 
carbon  dioxide  through  the  skin  in  the  carbon 
dioxide  baths,2  and  these  observations  confirmed 
previous  studies  at  Bad  Nauheim  which  showed  a 
marked  increase  in  the  elimination  of  carbon 
dioxide  through  the  lungs  during  and  after  a bath 
in  the  naturally  carbonated  mineral  waters.3 
Also,  they  found  an  increase  of  5 to  10  per  cent 
in  the  alveolar  carbon  dioxide  tension  of  these 
patients  during  the  bath  period.  After  careful 
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TABLE  II. — Total  Number  op  Patients  By  Disease  Classifications 


July,  1932 

July,  1942 

to 

to 

Primary  Condition 

Per  Cent* 

June.  1942 

March,  1952 

Tota 

Heart  and  circulatory  disorders,  including  variations  of  blood 

pressure  30 . 8 

38,500 

47,000 

85 , 500 

Rheumatic  conditions,  including  arthritis,  myositis,  fibrositis. 

and  neuritis  23 . 7 

29,625 

36,166 

65,791 

Gastrointestinal  ailments,  including  liver  and  gallbladder 

17.6 

22,000 

26,858 

48,858 

Nervous  conditions,  including  both  functional  and  organic  disorders  8 4 

10,500 

12,818 

23,318 

Metabolic  diseases,  including  diabetes,  obesity,  and  glandular  disorders  4 1 

5,125 

6,257 

11,382 

Skin  diseases  (noninfectious) 

2.1 

2,625 

3,205 

5.830 

Miscellaneous 

3.2 

4.000 

4.883 

8.883 

No  disease,  including  general  debility 

10.1 

12,625 

15,413 

28,038 

Total 

100  0 

125,000 

152,600 

277.600 

* Based  on  survey  of  6.315  patients  in  1936. 1 

analysis  of  the  data,  the  authors  concluded  that 
the  only  source  for  the  additional  exhaled  carbon 
dioxide  was  the  carbon  dioxide  absorbed 
through  the  skin  from  the  water  in  the  bath. 
Care  was  taken,  by  using  a mask  and  breathing 
air  from  outside  the  building,  to  eliminate  the 
possible  influence  of  inhaled  carbon  dioxide  from 
above  the  bath. 

In  another  series  of  observations,  McClellan 
and  Comstock  found  that  radon  added  to  the 
bath  was  also  absorbed  through  the  skin,  both 
from  baths  of  plain  water  and,  to  a greater  degree, 
from  baths  in  the  naturally  carbonated  mineral 
water.4  Both  carbon  dioxide  and  radon  are 
important  substances  in  many  spas  about  the 
world.  The  demonstration  that  they  are  actually 
absorbed  from  the  water  of  the  bath  supports  the 
conclusion  that  the  absorbed  carbon  dioxide  or 
radon  plays  a role  in  the  physiologic  changes  ob- 
served. No  direct  observation  or  studies  with 
hydrogen  sulfide  have  been  carried  out  here. 
There  is  some  evidence  from  European  observers 
to  indicate  that  this  gas,  which  again  is  a constit- 
uent of  many  natural  mineral  waters,  is  absorbed 
through  the  skin  and  thus  will  produce  physio- 
logic effects  in  the  body. 

Further  consideration  of  the  earlier  studies  in 
this  field  will  be  found  in  a previous  communica- 
tion.5 In  general,  the  observed  effects  are  the  re- 
duction in  pulse  rate,  in  many  patients  a reduc- 
tion of  the  elevated  blood  pressure,  increased 
peripheral  venous  pressure  and  return  blood  flow 
from  the  lower  extremities  and  abdominal  vessels, 
a definite  vasodilatation  of  the  skin  capillaries  as 
evidenced  by  visible  hyperemia,  an  increased 
minute  volume  output  of  the  heart,  and  an  in- 
creased minute  volume  of  respiration,  all  of  which 
combine  to  give  the  beneficial  results  noted  in 
patients  treated  with  this  modality. 

Clinical  Applications  of  Spa  Therapy 

A.  Disorders  of  the  Heart  and  Circulation. — - 

Physicians  today  treat  increasing  numbers  of 
patients  who  suffer  from  some  disturbance  of  the 
circulatory  system.  This  is  true  particularly  in 
the  middle  and  older  age  groups,  where  degenera- 
tive disease  affecting  this  system  is  frequent. 


The  disorders  more  commonly  observed  at  this 
period  include  the  vascular  changes  of  the  coro- 
nary arteries,  with  resulting  disturbances  of  the 
heart  muscle  leading  to  sudden  or  gradually  in- 
creasing disability,  and  vascular  hypertension, 
both  benign  and  malignant  with  the  resulting 
changes  in  the  heart.  Other  major  causes  of 
heart  disability  occur  less  frequently  in  the  oldei 
age  groups  but  should  not  be  overlooked  in  any 
patient.  It  is  in  the  major  fields  of  heart  disease 
that  the  spa  program  can  play  a real  role. 

1.  Coronary  Heart  Disease — Disorders 
which  may  be  prominent  include  the  angina  of 
effort,  insufficiency  of  the  coronary  vessels,  and 
thrombosis  or  occlusion  of  the  coronary  vessels 
with  resulting  myocardial  infarct. 

Baths  in  the  naturally  carbonated  mineral 
water,  associated  with  such  accessory  treatments 
as  massage  and  exercise  as  may  be  suitable  to  the 
individual  patient,  are  used  in  a continuing  pro- 
gram of  treatment  for  these  patients.  The  re- 
sults obtained  from  the  use  of  the  carbon  dioxide 
baths  have  been  described  by  eminent  observers 
in  Europe,  including  the  findings  of  Groedel,6  whe 
studied  the  application  of  the  carbon  dioxide 
waters  of  Bad  Nauheim,  and  Descliamps,  whe 
made  observations  of  similar  waters  at  Rovat 
Fiance.7  These  observers  spoke  of  such  factors 
as  a “digitalis-like”  effect  from  the  carbon  dioxide 
baths,  or  a “cardiotonic”  effect.  These  terms 
indicate  possible  reasons  why  patients  following 
the  program  of  treatment  at  spas  with  carboi 
dioxide  waters  show  clinical  improvement  ii 
their  ability  to  exercise  without  producing  pain 
dyspnea,  or  other  evidence  of  coronary  embarrass 
ment. 

At  the  Saratoga  Spa  clinical  observations  fo 
the  past  twenty  years  support  the  conclusion 
obtained  with  similar  waters  in  Europe,  namely 
that  these  patients  do  experience  real  improve 
ment.  Comstock,  Hunt,  and  Hayden  have  re 
ported  specifically  on  107  patients  suffering  fron 
coronary  disease.8  After  careful  check,  they  con 
eluded  that  definite  clinical  improvement  wa 
evident  in  96  of  the  1 07  patients,  as  evidenced  b; 
their  increased  exercise  tolerance  and  diminutio) 
in  the  number  and  severity  of  anginal  attacks 
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In  this  series  the}-  found  that  the  objective  changes 
were  not  striking  and  could  not  be  classed  as 
significant.  Their  conclusions,  then,  indicate 
that  the  treatments  produced  functional  benefit. 

The  reasons  for  this  improvement  are  varied. 
There  is  no  question  but  that  during  the  time  the 
patients  are  at  the  spa,  the  period  of  rest,  con- 
trolled living,  and  freedom  from  many  and  diverse 
disturbances  which  occur  at  home  or  at  business 
are  of  real  value.  The  experimental  evidence,  as 
noted  above,  showing  that  carbon  dioxide  is 
absorbed  through  the  skin,  indicates  that  baths 
in  this  type  of  water  have  a definite  physiologic 
effect  on  the  circulatory  system. 

Lambert,  in  reviewing  the  possible  part  that 
the  baths  may  play  in  cardiac  function,  has  con- 
sidered the  possibility  that  the  carbon  dioxide, 
which  is  absorbed  through  the  skin  and  which 
may  permeate  the  tissues  of  the  body  to  a greater 
degree  because  of  the  increased  alveolar  carbon 
dioxide  tension  which  has  been  observed,  may 
prevent  the  destruction  of  acetylcholine  at  its 
source  and  permit  its  transport  to  the  heart  where 
it  could  act  on  the  vagus  mechanism.9  What- 
ever the  specific  reasons  for  the  improvement  ob- 
served, there  is  no  question  in  the  minds  of 
physicians  who  have  observed  patients  using 
these  modalities  but  that  they  are  the  better  for 
having  followed  the  regime,  and  subsequent 
observations  indicate  that  this  benefit  may  be 
evident  for  periods  of  six  to  twelve  months  follow- 
ing the  spa  treatment. 

2.  Vascular  Hypertension  and  Hyperten- 
sive Heart  Disease — Many  patients  with  vas- 
cular hypertension  and  nervous  instability  show- 
wide  fluctuations  in  observed  blood  pressure  read- 
ings. The  treatment  of  such  patients  with  carbon 
dioxide  water  baths  and  the  total  spa  regime  are 
helpful  as  a steadying  influence  which  results  in 
lesser  swings  in  the  pressure.  The  baths  are 
described  by  many  observers  as  being  vagotonic 
in  effect,  and  vasodilatation  in  the  peripheral 
circulatory  system  may  result.  Observations  of 
the  blood  pressure  following  baths  in  the  mineral 
waters,  as  reported  by  McClellan,  Joslin,  and 
Maguire,  showed  a significant  reduction  in  the 
level  of  the  pressure  in  30  per  cent  of  a group  of  88 
patients  and  in  52  per  cent  of  the  52  patients  who 
had  initial  pressures  above  150  mm.Hg.10  The 
individual  determination  of  blood  pressure  at  any 
time  is  of  little  value  unless  it  is  taken  in  relation 
to  the  trend  of  the  pressure  which  has  been 
observed  by  the  physician  over  a period  of  months 
or  yeai-s.  Too  much  stress  has  been  placed  on  the 
individual  observation  of  a blood  pressure  which, 
under  the  varying  circumstances  of  changing 
stress,  fear,  and  anxiety,  can  show  marked 
changes  in  a matter  of  minutes.  However,  a 
program  of  treatment  writh  the  patients  subject  to 


hypertension,  which  will  allow  for  periods  of  rest 
and  relaxation,  is  recognized  as  of  real  benefit  for 
these  patients. 

3.  Other  Heart  Conditions — It  is  possible 
for  patients  with  other  forms  of  heart  disease, 
such  as  the  inactive  rheumatic  and  those  pro- 
duced by  metabolic  and  glandular  disturbances, 
to  obtain  benefit.  In  any  patient  the  underlying 
etiologic  factor,  whether  it  be  hyperthyroidism, 
vitamin  B deficiency,  or  other  cause,  should  be 
the  major  concern  in  the  treatment,  with  the  spa 
program  used  only  as  an  accessory  form  of 
therapy. 

4.  Peripheral  Vascular  Disease — It  is 
recognized  that  peripheral  vascular  disease  may 
affect  either  the  arterial  side  of  the  circulation  of 
an  extremity  or  the  venous  side,  or  both.  If  the 
problem  is  arterial,  then  insufficient  blood  reach- 
es the  extremity,  usually  either  because  of  actual 
vascular  changes  in  the  arteries  or  because  of  a 
vasospastic  contraction  of  the  vessels.  The 
carbon  dioxide  bath  can  be  of  real  help  in  dealing 
with  the  vasospastic  component.  Observations 
by  Dorrance  and  McClellan  indicate,  following 
the  carbon  dioxide  baths,  a definite  increase  in 
the  pulse  amplitude  in  the  extremity.11  When 
this  increase  was  not  found,  it  w-as  considered 
that  the  organic  changes  in  the  vessel  wall  pro- 
duced the  limitation  of  the  circulation. 

It  has  been  show-n  that,  with  insufficiency  of 
the  venous  circulation,  the  baths  writh  mineral 
wraters  will  exert  an  additional  hydrostatic  pres- 
sure on  the  veins  of  the  extremity  and  in  this 
way  help  in  the  return  flow  to  the  heart.  Hen- 
derson et  al.  found  that  the  intramuscular  pres- 
sure was  somewhat  higher  after  the  carbon  di- 
oxide bath  and  interpreted  this  finding  as  evidence 
for  increased  muscle  tonus,  which  they  considered 
an  important  factor  in  venous  blood  flow.12 

5.  Contraindications — Experience  with  the 
use  of  the  baths  reveals  certain  contraindications. 
Any  patient  with  active  inflammatory  processes 
in  the  heart  with  febrile  reaction,  those  patients 
with  severe  decompensation  which  requires 
continuous  bed  treatment,  patients  with  advanced 
luetic  heart  disease,  with  either  severe  aortic 
regurgitation  or  aortic  aneurysm,  and  patients 
who  are  subject  to  marked  attacks  of  paroxys- 
mal dyspnea  with  severe  malignant  hypertension 
usually  do  not  benefit  and  may  be  harmed.  One 
cannot  say  that  all  these  patients  are  absolute 
contraindications,  but  each  patient  must  be 
evaluated  to  determine  whether  or  not  his 
circulatory  status  is  of  sufficient  compensation  to 
follow  the  program. 

Observations  at  the  Saratoga  Spa  showed  that 
all  patients  who  could  be  included  in  class  II  of 
the  standard  classification  could  follow  the  pro- 
gram of  treatment  and  many  derived  benefit  from 
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TABLE  III. — Results  of  Treatment  of  331  Patients  with  Rheumatoid  Arthritis  at  the  Saratoga  Springs  Veterans 

Hospital 


Baths 

(Number) 

Slight 

Improve- 

ment 

Per 

Cent 

Moderate 

Improve- 

ment 

Per 

Cent 

Marked 

Improve- 

ment 

Per 

Cent 

Un- 

improved 

Per 

Cent 

1 to  10 

8 

44  6 

3 

16.6 

0 

0 0 

7 

38  6 

1 1 to  21 

22 

27.9 

53 

63  4 

3 

3.8 

4 

4 9 

22  to  42 

40 

23  0 

117 

67  3 

14 

8 1 

3 

1 6 

Over  42 

11 

19.3 

40 

70.2 

0 

0.0 

6 

10.5 

Total*  81  24.5  213  64. 3 17  5.1  20  61 


* Total  per  cent  of  improvement,  93.9. 

the  same.  The  patients  who  were  in  class  III 
would  sometimes  benefit  from  the  program,  but 
some  of  the  patients  might  show  increased  diffi- 
culty. This  was  interpreted  as  indicating  that 
those  who  benefit  are  closer  to  class  II,  while  those 
who  did  not  are  nearer  to  class  IV.  All  patients  in 
class  IV  were  absolute  contraindications  for  the 
treatment. 

In  summary,  then,  many  patients  with  coro- 
nary heart  disease,  vascular  hypertension,  and 
those  with  possible  associated  hypertensive 
heart  disease,  patients  in  convalescence  from 
rheumatic  heart  disease,  and  patients  with  vaso- 
spastic peripheral  vascular  disease  can  be  consid- 
ered definite  and  positive  indications  for  spa  treat- 
ment. An  individual  with  any  of  these  condi- 
tions should  be  evaluated  by  his  own  physician  and 
should  follow  the  program  under  the  direction  of 
one  of  the  doctors  at  the  spa. 

B.  Rheumatic  Conditions. — The  suffering  and 
disability  of  the  8.000.000  people  in  this  country 
with  rheumatic  conditions  emphasize  the  needs  of 
this  major  group  of  chronic  disorders  for  treat- 
ment. The  American  Rheumatism  Association 
has  recognized  that  heat,  massage,  and  exercise 
are  valuable  adjuncts  in  the  treatment  of  these 
patients. 

Patients  with  rheumatic  conditions  frequently 
seek  treatment  at  spas.  Mineral  waters  contain- 
ing sulfur,  large  amounts  of  saline  materials,  and 
radioactive  substances  have  been  used  exten- 
sively for  these  conditions.  The  early useofwaters 
containing  carbon  dioxide  for  patients  w ith  cir- 
culatory disturbances  developed  from  their  use  by 
patients  with  rheumatic  conditions  who  also  had  a 
circulatory  complication.  The  author  has  re- 
viewed various  etiologic  factors  of  rheumatic  con- 
ditions, pointing  out  where  the  therapeutic  pro- 
gram of  baths  and  accessory  treatments  can  aid  in 
the  treatment  of  many  of  these  patients.13 

1.  Rheumatoid  Arthritis — Rheumatoid  ar- 

thritis is  part  of  a generalized  disease  and  frequently 
is  included  in  the  collagen  diseases.  Often  there 
are  disturbances  of  the  circulation,  since  many  of 
these  patients  have  abnormal  capillary  patterns, 
as  was  shown  by  Fischer.14  The  program  at  the 
Saratoga  Spa  is  beneficial  for  many  patients  with 
this  condition.  In  each  individual  patient  the  re- 
sults depend  on  the  stage  of  development  of  the 


disease,  the  degree  of  its  activity,  and  the  severity 
of  the  disability.  In  a recent  review  of  patients 
treated  at  the  Veterans  Hospital  in  Saratoga 
Springs  from  1943  to  1947  inclusive,  the  records  of 
331  patients  with  rheumatoid  arthritis  were 
studied.15  These  patients  received  an  intensive 
program  of  treatment,  including  baths  in  the 
natural  mineral  w aters,  the  use  of  heat  in  various 
forms  applied  to  affected  joints,  and  movement 
and  exercise  to  mobilize  joints  with  limitation. 
The  results  of  treatment  of  these  patients  are 
shown  in  Table  III.  In  the  opinion  of  the 
physicians  at  the  hospital,  93.9  per  cent  of  these 
patients  showed  improvement  of  varying  degrees. 
The  degree  of  improvement  was  indicated  on  the 
basis  of  relief  of  pain  and  swelling,  increased 
motion,  and  changes  in  sedimentation  rate. 
While  the  improvement  was  not  so  dramatic  and 
striking  as  is  found  in  the  successful  responses  to 
cortisone,  many  of  these  patients  were  helped  to 
the  degree  that  they  could  carry  on  outside  the 
hospital.  Also,  they  showed  definite  general 
improvement,  sometimes  with  gain  in  weight  and 
other  evidences  of  better  bodily  function. 

The  program  of  treatment  for  rheumatoid 
arthritis  at  the  spa  usually  includes,  as  indicated 
above,  the  bath  in  the  natural  mineral  water. 
The  temperatures  used  are  usually  between  95 
and  9S  F.  Our  experiences  indicate  that  these 
patients  will  not  tolerate  extremes  of  temper- 
ature in  either  direction,  and  the  use  of  hotter 
baths,  98  to  102  F.,  frequently  leads  to  exhaustion 
and  fatigue;  sometimes  we  have  noted  an  in- 
crease in  the  severity  of  the  symptoms  of  these 
patients.  This  response  has  been  reported  fre- 
quently in  the  European  literature  and  has  been 
labeled  the  “bath  reaction.”  It  is  noted  in  a 
certain  percentage  of  the  patients,  usually  at  the 
beginning  or  during  the  second  week  of  the  pro- 
gram, and  appeals  to  be  a real  stirring  up  of  the 
disease  process.  It  might  be  compared  with 
some  of  the  reactions  which  occur  in  the  course  of 
vaccine  therapy  when  one  exceeds  the  tolerated 
dosage.  It  is  difficult  to  prevent  this  reaction, 
and  some  spa  physicians  believe  it  is  necessary  in 
order  to  obtain  a good  reaction  with  greater  im- 
provement in  the  latter  part  of  the  treatment. 
They  feel  that  this  reaction  results  from  the 
stimulation  of  body  resistant  processes  which  may, 
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TABLE  IV. — Results  of  Treatment  of  438  Patients  with  Osteoarthritis  at  the  Saratoga  Springs  Veterans  Hospital 


Baths 

(Number) 

Slight 

Improve- 

ment 

Per 

Cent 

Moderate 

Improve- 

ment 

Per 

Cent 

Marked 

Improve- 

ment 

Per 

Cent 

Un- 

improved 

Per 

Cent 

1 to  10 

4 

12.5 

16 

50.0 

4 

12.5 

8 

25.0 

11  to  2 1 

35 

27.2 

65 

52.4 

12 

10.2 

12 

10.2 

22  to  42 

48 

20  6 

149 

63  7 

19 

8.  1 

17 

7.6 

Over  42 

14 

28  5 

30 

61.2 

3 

6.  1 

2 

4.2 

Total* 

101 

23.4 

260 

59 . 3 

38 

8.6 

39 

8.7 

* Total  per  cent  of  improvement,  91.3. 


be  the  only  way  in  which  the  disease  condition 
can  be  controlled.  Other  physicians  feel  that  it 
indicates  overtreatment  and  that  the  program 
must  be  moderated  to  meet  the  tolerance  of  the 
patient. 

2.  Degenerative  Joint  Disease  (Osteo- 
arthritis)— The  disability  resulting  from  this 
type  of  rheumatic  condition,  while  less  in  its  ex- 
tent and  permanent  severity  than  that  from 
rheumatoid  arthritis,  still  produces  considerable 
pain,  discomfort,  and  limitation  of  activity. 

In  the  review  noted  above,  438  patients  with 
degenerative  joint  disease  were  treated  at  the 
Veterans  Hospital  during  the  period  of  observa- 
tion.16 Again  on  the  same  basis  of  conclusion, 
namely,  the  opinions  of  the  physicians,  91  per 
cent  obtained  relief  of  varying  degrees  during 
their  stay  at  the  hospital.  The  details  are  given 
in  Table  IV. 

The  program  used  with  this  group  was  relatively 
more  intense.  These  patients  frequently  took 
baths  with  temperatures  up  to  100  F.  and  re- 
ceived more  intensive  treatment  with  mineral 
water  packs  and  other  forms  of  heat.  Also,  many 
of  this  group  were  somewhat  overweight,  and 
dietary  regulation  of  weight  was  an  integral 
part  of  the  treatment.  It  is  the  experience  of 
observers  at  the  spa  that  this  particular  group  of 
rheumatic  patients  can  tolerate  more  intensive 
treatment  with  mineral  baths  and  heat  than  the 
patients  with  rheumatoid  arthritis.  Their  ability 
to  dissipate  heat  is  apparently  normal  in  every 
way,  and  therefore  they  are  not  subject  to  the 
debilitating  effects  of  the  treatment  as  are  those 
in  the  rheumatoid  group. 

3.  Other  Forms  of  Rheumatic  Disorders 
(Bursitis,  Tenosynovitis,  Myositis,  and  Fi- 
brositis) — Time  does  not  permit  an  individual 
review  of  the  spa  treatment  of  each  of  these  condi- 
tions. However,  responses  by  patients  to  treat- 
ment is  frequently  gratifying.  The  program 
must  be  planned  to  meet  the  particular  individual 
condition. 

4.  Contraindications — Patients  with  arthritis 
who  are  in  an  acute  active  stage  of  the  disease, 
particularly  if  febrile  reaction  is  present,  should  not 
go  to  the  spas  for  treatment.  Also,  in  many  spas 
it  is  difficult  to  care  for  the  more  severe  forms  of 
arthritis  where  the  patients  need  bed  care  and 


nursing  attention.  In  some  places  there  are 
hospitals  or  sanitarium  accommodations  to  meet 
this  need,  and  this  factor  should  be  determined  by 
the  patient,  or  his  physician,  before  going  to  any 
particular  spa.  Septic  joint  conditions  with  defi- 
nite accumulation  of  pus  in  the  joint,  of  course,  re- 
quire surgical  attention.  The  question  always 
arises  as  to  whether  or  not  a person  with  a dis- 
located intra vertebral  disk  should  come.  In  some 
of  these  patients  some  relief  may  be  obtained, 
but,  in  general,  the  more  widely  accepted  pro- 
gram of  orthopedic  treatment  should  be  followed. 

In  summary,  then,  patients  in  either  of  the  two 
major  groups  of  rheumatic  disease  can  obtain 
benefit  from  spa  treatment.  This  has  been 
evidenced  over  the  centuries  and  can  be  verified 
by  observations  at  any  spa  where  an  adequate 
program  of  treatment  and  control  is  available. 
The  results  can  be  manifested  in  the  initiation  of  a 
good  program  of  rehabilitation,  which  is  always 
difficult  to  develop,  particularly  in  the  rheuma- 
toid arthritic  patient.  This  phase  of  the  prob- 
lem was  also  observed  with  the  group  treated  in 
the  Veterans  Hospital.  The  response  obtained 
even  in  the  most  severe  patients  with  arthritis 
is  gratifying  when  one  sees  the  change  from  a 
discouraged,  cast-down  individual  to  one  who 
shows  a spark  of  desire  to  get  well.16  This  change 
in  the  mental  outlook  of  the  patient  himself  was 
one  of  the  prominent  findings  in  the  patients 
treated  in  this  program  and  is  an  important  as- 
pect of  the  greater  problem  of  rehabilitation. 

C.  Gastrointestinal  Conditions. — The  internal 
use  of  the  naturally  carbonated  mineral  waters 
has  a place  in  the  treatment  of  patients  with  dis- 
turbed physiology  of  the  gastrointestinal  tract. 
Weiss  has  outlined  the  following  indications  for 
spa  therapy  in  conditions  affecting  the  gastro- 
intestinal tract:  gastric  neuroses,  subacute  and 
chronic  gastritis,  intestinal  atony,  chronic  colitis, 
gallbladder  disease,  chronic  hepatitis,  and  post- 
operative recurrence  of  gastric  disturbance.17 
He  emphasizes  the  importance  of  the  total  spa 
regime  in  addition  to  the  regulated  internal  use  of 
the  particular  mineral  water. 

1.  Disorders  of  the  Stomach — The  use  of 
mineral  waters  containing  salines,  bicarbonates, 
and  carbon  dioxide  gas  is  suitable  for  the  treat- 
ment of  conditions  which  result  in  underactivity 
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either  in  the  motor  function  or  the  secretory  ac- 
tivity of  the  stomach.  Gastritis  of  the  mucous  type 
and  purely  functional  disturbances  in  the  physiol- 
ogy many  times  will  respond  to  a regular  program 
with  the  use  of  these  waters.  Hellebrandt  and 
Houtz  have  studied  this  functional  activity  of  the 
stomach  by  means  of  fractional  gastric  analysis 
and  other  methods.1*  They  reported  that  the 
naturally  carbonated  alkaline-saline  waters  in- 
crease gastric  tonus,  which  may  aid  prompt 
evacuation  of  the  stomach.  They  also  found  evi- 
dence that  the  waters  dissolved  gastric  mucus  and 
that  they  at  first  depress  and  then  later  stimulate 
the  secretion  of  hydrochloric  acid.  These  studies 
indicate  the  importance  of  careful  observations  on 
the  internal  use  of  the  mineral  waters  in  order  to 
determine  their  proper  use  in  clinical  gastro- 
enterology. 

2.  The  Intestinal  Tract — Often  mineral 
waters  are  taken  internally  to  increase  elimination 
through  the  intestinal  tract.  In  general,  waters 
containing  the  various  sulfate  salts  are  distinctly 
laxative  and,  in  larger  amounts,  can  be  purgative. 
The  waters  at  the  Saratoga  Spa  which  contain 
moderate  amounts  of  magnesium  salts  can  be 
used  as  laxatives  and  usually  are  taken  in  the 
morning  an  hour  before  breakfast.  The  regular 
use  of  water  for  improving  elimination  is  impor- 
tant for  the  entire  spa  regime.  With  this  im- 
proved elimination,  considerable  benefit  may  be 
noted  in  these  patients.  There  has  been  no 
evidence  that  these  waters  are  habit-forming, 
since  patients  seem  to  obtain  the  same  relative 
response  to  the  same  amount  of  water  over  a 
period  of  years.  If  changes  do  occur,  then  a 
study  of  the  functional  capacity  of  the  intestinal 
tract  itself  is  indicated. 

The  use  of  saline-alkaline  carbonated  waters  in 
patients  with  colitis  has  been  suggested.  In  gen- 
eral, physicians  object  to  their  use  on  the  basis 
that  they  increase  intestinal  activity.  The 
rationale  for  their  use  in  this  field  is  the  replace- 
ment of  minerals  which  may  be  lost  by  excessive 
elimination.  In  order  to  avoid  the  eliminative 
effect  of  the  waters,  they  can  be  taken  in  small 
amounts  at  various  periods  throughout  the  day. 
They  increase  the  mineral  intake,  including 
sodium,  potassium,  calcium,  and  magnesium, — 
elements  whieh  build  the  body’s  alkaline  reserve. 

3.  Liver  and  Gallbladder — Again,  as  in  the 
stomach,  waters  of  the  type  described  are  of  value 
when  there  is  underactivity  in  the  eliminative 
function  of  these  organs.  As  has  been  pointed 
out  in  a review  of  this  problem.19  their  use  results 
in  a more  complete,  regular  emptying  of  the  gall- 
bladder, 'and  studies  of  the  bile  secretion  have 
indicated  that  the  bile  is  less  viscid  and  appar- 
ently is  made  up  of  more  recently  produced  bile 
of  the  hepatic  bile  radicals. 


To  be  effective  in  this  field,  the  waters  are 
usually  taken  before  meals  on  an  empty  stomach, 
since  they  will  be  more  quickly  eliminated  from  the 
stomach  and  thus  produce  their  beneficial  results. 

4.  Contraindications — In  the  field  of  gastro- 
intestinal diseases,  the  saline-alkaline  carbon 
dioxide  W aters  should  not  be  used  in  patients  who 
have  overactivity  in  the  intestinal  tract,  hyper- 
acidity, or  peptic  ulcer.  They  are  absolutely 
contraindicated  in  any  condition  associated  with 
bleeding  in  this  area.  Their  use.  of  course,  is 
contraindicated  in  any  patient  where  organic 
obstruction  of  the  intestinal  tract  due  to  hernia, 
malignancy,  or  other  cause  is  present  and  should 
be  avoided  if  there  is  evidence  of  associated 
inflammation  of  the  appendix  or  other  abdom- 
inal organs  which  might  be  overstimulated 
by  excess  intestinal  activity.  Their  use  intemally 
may  also  be  contraindicated  if  there  is  any 
associated  condition  of  the  cardiac  or  renal 
systems  which  calls  for  a reduction  in  the 
sodium  intake  (low  salt  diet),  since  these  waters 
all  contain  considerable  amounts  of  sodium  and 
chloride. 

In  general,  then,  patients  as  indicated  above, 
with  disorders  affecting  the  gastrointestinal 
tract,  may  benefit  from  a regular  program  of 
treatment  in  a properly  selected  spa.  In  addi- 
tion to  the  specific  indications  noted  above,  many 
of  these  patients  can  benefit  from  the  general 
program  of  relaxation,  using  the  mineral  baths 
and  the  total  regime  so  that  they  may  have  a 
definite  improvement  in  the  functional  disorders 
which  are  of  frequent  occurrence  in  this  field. 

D.  Miscellaneous  Conditions. — 1.  Chronic 
Respiratory  Ailments — The  treatment  of 
chronic  conditions  of  the  air  passages  with  inhala- 
tions of  mineral  waters  is  suitable  for  many  pa- 
tients with  chronic  sinusitis,  chronic  rhinitis, 
chronic  laryngitis,  chronic  bronchitis,  and  bron- 
chial asthma. 

The  program  of  treatment  includes  the  use  of 
the  natural  saline-alkaline  carbonated  mineral 
waters,  which  are  nebulized  to  a fine  mist  with 
compressed  air  and  then  inhaled  either  through  a 
special  apparatus  for  the  nose  and  throat  or  from 
the  atmosphere  of  cabinets  in  which  the  patient 
sits.  Supplementing  the  water  inhalations  is  the 
use  of  various  medicated  substances  including 
epinephrine,  iodine,  and  other  medications.  In 
reviewing  the  results  of  this  treatment  it  appears 
that  approximately  two  thirds  of  the  patients  re- 
ceived moderate  to  marked  relief  if  they  were  able 
to  take  from  10  to  15  treatments  in  a course.59 
The  improvement  was  judged  by  clinical  observa- 
tions including  improved  breathing,  decrease  of 
secretion,  and  a more  natural  appearing  mucous 
membrane  in  the  nose.  Waters  of  this  type  have 
been  shown  to  reduce  the  viscosity  of  the  nasal 1 


February  15,  1953]  SPA  THERAPY  FOR  PATIENTS  WITH  CHRONIC  DISEASE 


401 


secretions  so  that  these  may  be  eliminated  with 
greater  ease.  A frequent  result  noted  in  patients 
with  postnasal  drip  is  the  elimination  of  the  morn- 
ing accumulation.  The  inhalations  are  used  as 
accessory  treatment  in  the  whole  spa  program,  so 
that  opportunity  is  not  available  for  long-range 
follow-up,  but  the  reports  of  patients  who  return 
to  the  spa  in  successive  years  indicate  that  during 
the  interval  between  visits  at  the  spa  they  have 
experienced  relief  from  their  disturbances. 

2.  Nervous  Conditions — This  indefinite 
group  covers  many  psychosomatic  disturbances. 
These  conditions  are  present  in  conjunction  with 
many  of  the  disorders  already  discussed  in  the  pre- 
ceding sections.  The  use  of  spa  treatment  has  its 
place  in  the  general  program  for  a large  number  of 
patients  with  minor  forms  of  nervous  disturbances, 
particularly  the  ones  who  can  benefit  from  change 
of  location,  relaxation,  exercise,  and  the  other 
features  of  the  usual  spa  regime.  Nervous  pa- 
tients who  require  the  continuous  attention  of  a 
nurse  or  attendant  should  not  attempt  to  obtain 
relief  at  the  spa  unless  they  are  in  a position  to 
continue  the  services  of  the  nurse  or  attendant. 
It  is  evident,  I am  sure,  that  patients  with  true 
psychoses  are  not  in  a position  to  follow  the  pro- 
gram of  treatment  at  a spa.  However,  many 
borderline  emotional  disturbances  can  be  helped 
during  the  course  of  treatment,  particularly 
through  the  advice  and  direction  of  the  physician 
outlining  the  program.  These  patients  do  well 
with  some  form  of  physical  treatment  as  an 
accessory  to  the  necessary  psychotherapeutic 
program  which  may  be  indicated  for  their  condi- 
tion. 

3.  Metabolic  Disorders — In  this  group, 
which  usually  includes  diabetes  mellitus,  obesity, 
find  gout,  it  is  possible  for  many  patients  to  ob- 
tain real  benefit  from  regular  use  of  the  spa  treat- 
ment. There  is  some  clinical  evidence  to  indicate 
that  the  regular  and  controlled  use  of  the  natu- 
rally carbonated  mineral  waters  may  reduce  the 
requirements  for  insulin  in  patients  with  moder- 
ately severe  diabetes.  No  controlled  studies  of 
this  subject  have  been  possible  at  the  Saratoga 
Spa,  but  improved  physiologic  activity  of  the 
stomach,  intestinal  tract,  and  biliary  apparatus 
may  be  reflected  in  the  pancreas  and  so  help  the 
patient  to  produce  a greater  amount  of  natural 
insulin.  Further  studies  of  this  important 
question  are  very  desirable. 

The  program  of  spa  therapy  will,  in  no  way, 
miraculously  remove  weight  from  the  obese 
individual.  It  is  possible,  however,  for  such  per- 
sons to  follow  a regulated  dietary  program  more 
carefully  when  they  are  giving  their  attention  to 
treatment  at  the  spa.  They  may  be  less  exposed 
to  the  temptation  of  a liberal  lunch  when  they 
know  that  the  doctor  and  the  treatment  staff  are 


carefully  checking  on  their  weight.  It  is  true 
that  one  can  remove  from  2 to  3 pounds  in 
weight  by  vigorous  sweating.  For  the  most  part 
this  represents  water  loss  and  is  often  rapidly  re- 
accumulated with  the  ingestion  of  fluids,  but  a 
small  part  is  due  to  an  actual  increase  in  body 
temperature  of  one  to  three  degrees  with  a result- 
ant increase  in  metabolic  activity.  It  is  only, 
however,  with  the  well-regulated,  low  calorie 
diets  that  obese  individuals  can  expect  any 
appreciable  reduction  in  their  weight.  Many  of 
the  overweight  patients  do  have,  in  addition, 
either  some  degree  of  cardiovascular  disturbance 
or  degenerative  joint  disease.  Both  of . these 
associated  conditions  come  within  the  range  of 
treatment  with  spa  therapy. 

Patients  with  gout  have  reported  at  spas  for 
relief  for  their  conditions  and  many  times  have 
experienced  improvement.  The  patient  with  an 
acute  attack  of  gout  should,  of  course,  receive  the 
usual  forms  of  treatment,  which  today  are  quite 
effective  in  controlling  this  condition.  He  may 
obtain  additional  relief  by  the  use  of  either  cold  or 
hot  applications  to  the  acutely  inflamed  joints. 
As  a general  measure,  the  use  of  spa  treatment 
can  help  the  patient  with  gout,  but  carefully  con- 
trolled experiments  showing  that  it  will  reduce  the 
frequency  of  attacks  have  not  been  reported. 
Also,  studies  of  uric  acid  eliminations  during  spa 
therapy  require  more  control  observations. 

4.  Skin  Conditions — Cipollaro,  in  a recent 
review,  concludes  that  many  of  the  patients  with 
skin  diseases  can  benefit  from  the  spa  regime 
through  the  general  program  of  relaxation.21  It 
Is  true  that  some  skin  conditions  seem  to  respond 
well  to  baths  in  sulfur  waters,  and  some  also  show 
real  improvement  when  the  naturally  carbonated 
saline-alkaline  waters  are  applied.  It  is  impor- 
tant in  this  field  that  careful  study  of  the  skin 
condition  precede  the  referral  of  the  patient  for 
spa  treatment,  and  the  physician  should  select  the 
spa  to  be  advised.  It  is,  of  course,  important  to 
exclude,  in  any  general  bathing  establishment,  all 
patients  who  have  infectious  skin  disease  which 
might  in  any  way  be  the  source  of  spread  to  pa- 
tients or  to  staff. 

5.  Convalescence — Often  patients  are  re- 
turned to  work  or  activity  in  the  home,  following 
either  acute  medical  illness  or  after  surgical  treat- 
ment, before  they  have  fully  regained  their  re- 
serve. Many  of  such  patients  respond  admirably 
to  a program  of  spa  treatment. 

Comment 

In  any  consideration  of  spa  treatment,  the 
question  always  is  raised  as  to  whether  or  not 
there  is  any  specific  effect  from  the  mineral 
waters  themselves  or  whether  the  whole  benefit  ob- 
served may  be  entirely  psychologic,  dependent 
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upon  the  regime  rather  than  the  mineral  waters. 
The  specific  physiologic  effects  of  naturally  car- 
bonated mineral  waters  on  the  circulatory  system 
have  been  presented.  Waters  containing  radon 
and  hydrogen  sulfide  can  also  produce  chemical 
changes  in  body  metabolism.  In  analyzing  this 
problem  it  seems  evident  that  both  the  mineral 
waters  and  the  associated  spa  regime  contribute 
to  the  benefit  obtained  by  the  patients. 

No  disease  process  occurs  except  in  individual 
patients.  Much  emphasis  has  been  placed  in 
recent  years  on  the  elimination  or  the  control  of 
invading  organisms,  particularly  of  an  infectious 
nature,  by  the  use  of  sulfa  drugs  and  antibiotics. 
With  the  enthusiasm  for  studying  the  very  im- 
portant effects  of  this  large  group  of  drugs,  it  is 
easy  for  the  physician  to  forget  the  host,  the 
individual,  the  patient,  who  may  be  suffering  from 
the  disease.  It  is  perhaps  even  more  important 
to  place  our  therapeutic  stress  on  the  host  or 
patient  when  we  consider  problems  in  the  large 
field  of  chronic  disease.  Twenty  years  ago 
Edgecombe  outlined  to  this  author  the  English 
point  of  view  toward  spa  treatment  when  he 
stressed  the  metabolic  influences  of  the  treat- 
ment at  Harrogate  and  pointed  out  that  they 
could  be  either  anabolic,  catabolic,  or  metabolic.22 
One  might  express  this  same  idea  in  the  state- 
ment that  mineral  waters  and  spa  therapy  pro- 
duce chemical  changes  in  the  cells  and  fluids  of 
the  body  which  may  manifest  themselves  in 
physiologic  or  functional  alterations.  The  intel- 
ligent application  of  this  principle  by  the  physi- 
cian to  the  individual  patient  is  a major  and  im- 
portant aspect  of  the  successful  administration  of 
spa  therapy. 

This  concept  may  be  emphasized  in  another 
way,  namely,  that  the  proper  administration  of 
spa  treatment,  regardless  of  the  type  of  mineral 
water  available  in  the  program,  is  dependent  on 
the  three  P’s — physician,  patient,  program.  It 
is  only  as  the  physician  recognizes  the  possible 
disturbance  in  the  fundamental  chemical  and 
physiologic  processes  of  the  patient  and,  as  a 
corollary",  applies  a program  of  mineral  waters 
and  spa  treatment  suitable  for  producing  more 
normal  and  physiologic  response  in  the  patient, 
that  spa  therapy  can  reach  its  goal  or  ideal  for 
providing  relief  in  the  large  number  of  chronic 
conditions. 

Conclusions 

1.  The  proper  care  of  patients  with  chronic 


diseases  is  a large  medical  and  social  problem  to- 
day. 

2.  Many  of  the  chronic  conditions  considered  in 
this  paper  do  not  respond  to  any  “wonder  drug.” 

3.  Early  attention  to  methods  of  health  conser- 
vation should  be  stressed. 

4.  Spa  therapy-  represents  a program  of  treat- 
ment at  places  where  natural  agents  are  available 
under  a controlled  program  in  which  rest,  regu- 
lated exercise,  diet  control,  and  recreation  all  play 
a role. 

5.  Spa  therapy  has  demonstrated  its  place  in 
the  effective  program  of  treatment  for  selected 
patients  with  chronic  ailments  such  as  cardio- 
vascular, rheumatic,  gastrointestinal,  metabolic, 
and  skin  disorders. 

6.  Spa  therapy  can  be  effective  also  in  the  care 
of  patients  in  convalescence  from  acute  medical 
illness  or  those  recovering  from  injury.  It 
can  be  useful,  therefore,  in  the  field  of  industrial 
medicine. 

7.  Spa  therapy  is  not  a disease-specific  form  of 
treatment  but  plays  its  major  role  in  producing 
better  physiologic  and  chemical  function  in  indi- 
vidual cells,  in  organ  systems,  and  in  the  whole 
individual. 
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THE  THERAPEUTICS  OF  ULTRASOUND 

Fritz  Friedland,  M.D.,  Chestnut  Hill,  Massachusetts 

( From  the  Physical  Medicine  Rehabilitation  Service,  Cushing  Veterans  Administration  Hospital, 
Framingham,  Massachusetts) 


THE  many  indications  recommended  for  ultra- 
sonic therapy,  ranging  from  arthritis  to 
varicose  ulcers  and  from  asthma  to  pulmonary 
tuberculosis,  make  ultrasonics  appear  to  be  a 
panacea.  This  false  impression  has  caused  an 
undue  overenthusiasm  in  some  and  an  unwar- 
ranted prejudice  in  others.  In  order  to  appreciate 
the  basic  difference  between  ultrasound  and  all 
other  radiant  energies,  a brief  consideration  of  its 
fundamental  physical  characteristics  is  necessary. 

All  other  radiant  energies  used  in  medicine, 
such  as  x-ray,  short  wave,  visible  and  invisible 
light,  and  heat  radiation,  travel  through  any 
medium  and  also  through  a vacuum  with  equal 
speed,  namely  that  of  light;  sound  and  ultra- 
sound, however,  change  their  speed,  depending  on 
the  sound  resistance  of  the  medium,  and  do  not 
traverse  a vacuum,  because  the  propagation  of 
sound  depends  on  oscillation  of  matter.  The 
speed  of  sound  is  330  meters  per  second  in  air, 
1,500  meters  per  second  in  water,  and  approxi- 
mately up  to  6,000  meters  per  second  in  hard  ob- 
jects. The  law,  wave  length  equals  velocity  di- 
vided by  frequency  (1  = v/f),  is  valid  for  sound  as 
well  as  for  the  other  radiant  energies.  This  means 
that  with  a constant  frequency,  which  is  main- 
tained by  the  generating  apparatus,  the  wave 
length  changes  according  to  the  medium  traversed. 

From  the  above  it  follows  that  ultrasound  of  a 
frequency  of  1,000  kilocycles  per  second,  the 
customary  frequency  used  in  medicine,  travels 
through  biologic  tissues  with  a wave  length  of 
approximately  2 to  6 mm. ; this  means  that  vehe- 
ment tissue  oscillations  occur  within  a very 
limited  space  at  a frequency  of  1,000,000  times  per 
second.  Such  explosive  vibrations  can  be  ex- 
pected to  cause  physical  phenomena  of  great  in- 
tensities, and,  indeed,  many  such  phenomena 
have  been  observed  and  reported.  The  ultra- 
sonic effect  on  liquids,  as  reported  by  Bosco,1-2 
consists  of  the  production  of  small  jetlike  pro- 
jections on  the  surface  and  fog  formation  above 
the  surface.  Mechanical  tearing  of  the  liquid 
causing  cavitation  and  degassing  has  been  empha- 
sized by  Beckwith  and  Olson.3  Denier  describes 
such  physicochemical  effects  as  depolarization  of 
complex  molecules  such  as  starch,  breaking  down 
of  sugar  cane  into  monosaccharides,  oxidation, 
and  decolorization  of  certain  dyes.4 

Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Session  on  Physical  Medicine,  May  15,  1952. 


In  biologic  studies,  Langevin  and  his  associates 
were  first  to  report  the  death  of  small  animals 
when  exposed  to  an  ultrasonic  field.8  Frenzel 
also  reported  that  small  fishes  and  frogs  are  soon 
killed  by  ultrasonic  energy.6  However,  no 
morphologic  changes  explaining  this  sudden  death 
could  be  found.  If,  by  proper  dosage,  frogs  were 
kept  alive,  they  always  revealed  paralysis  of  the 
hind  legs  due  to  the  presence  of  severe  cord 
changes  with  large  bleedings,  softening,  and  cell 
liquefaction.  Similar  changes  were  observed  on 
the  spinal  cords  of  rats.  While  some  authors 
assume  these  destructions  to  be  due  to  the 
mechanical  stress  caused  by  ultrasound,  Woeber 
believes  such  changes  may  well  be  the  result  of 
thermal  forces.7  Flings,  Clayton,  and  Rudnick 
found  that  mice  brought  into  an  ultrasonic  field 
died  within  one  to  one  and  one-half  minutes; 
chemically  depilated  mice,  however,  died  only 
after  three  and  one-half  minutes  of  exposure, 
since  their  body  temperature  rose  more  slowly.8 
Apparently,  heating  was  the  cause  of  death. 
Hemolysis  in  vitro  and  the  bactericidal  effect  of 
ultrasound,  reported  by  many  workers,  are  fur- 
ther demonstrations  of  the  destructive  power  of 
ultrasonics.  Most  of  all,  destruction  of  biologic 
tissues,  such  as  bone,  tendons,  and  other  animal 
organs,  which  has  been  reported  by  Majno,  the 
Mayo  Clinic,  Buchtala  and  others,  has  placed 
ultrasonics  in  the  class  of  dangerous  therapeutic 
agents.9-11  However,  we  have  learned  from  the 
use  of  drugs  as  well  as  physical  therapeutic 
modalities  that  dosage  is  the  fundamental  distinc- 
tion between  therapeutic  effect  and  destructive 
result.  Indeed,  when  scrutinizing  the  many  ex- 
periments which  certainly  are  valuable  contribu- 
tions to  the  study  of  the  ultrasonic  effect  mecha- 
nism, one  finds  that  the  doses  used  are  either  in  ex- 
cess of  the  therapeutic  doses  or  at  least  too  large  in 
relation  to  the  smallness  of  the  test  animals. 

Numerous  are  the  reports  on  the  therapeutic 
application  of  ultrasound.  Unfortunately,  many 
reports  present  merely  clinical  impressions  of  the 
authors  or  observations  without  clinical  controls. 
Many  of  the  publications  also  fail  to  emphasize 
the  specific  rationale  for  the  clinical  use  of  ultra- 
sonics. Moreover,  it  appears  that  seemingly 
favorable  results  have  been  reported  mostly, 
while  therapeutic  failures  have  not  been  submit- 
ted for  publication.  Die  Ultraschall  Therapie,  a 
text  edited  by  Reimar  Pohlmari,  publishes 
collective  statistics  of  149  different  conditions  in 
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TABLE  I. — Results  op  Treatment  with  Physical  or 
Ultrasonic  Therapy 


Result 

Cervi- 

cal 

Myo- 

sitis 

Sub- 

deltoid 

Bur- 

sitis 

Herni- 

ated 

Inter- 

verte- 

bral 

Disk 

Trauma 

(Strains, 

sprains) 

Degen- 

erative 

Arth- 

ritis 

Failure 

0 

5 

16 

0 

7 

Improved 
Asymptomatic 
(completely 
or  almost 

2 

2 

9 

0 

0 

completely) 

6 

14 

4 

4 

6 

Total  Cases 

8 

21 

29 

4 

13 

which  ultrasound  has  been  tried  therapeutically.12 
Since  thus  several  thousand  cases  have  been 
tabulated,  collected  from  published  and  un- 
published reports  of  many  institutions,  these 
statistics  reflect  more  closely  both  the  positive 
and  negative  results.  In  fact,  these  statistics 
seem  to  be  more  valid  than  many  of  the  individual 
reports. 

At  the  annual  convention  of  the  American 
Congress  of  Physical  Medicine  in  1951,  we  reported 
our  experiences  with  ultrasonic  therapy  based 
on  observation  of  1,477  treatments  applied  to  161 
cases.13  Information  regarding  technical  appli- 
cation and  dosage  will  be  found  in  this  paper. 
One  of  our  prime  objectives  was  to  study  whether 
or  not  ultrasonic  therapy,  if  given  in  therapeutic 
doses,  can  be  considered  safe.  Because  no  detri- 
mental effects  were  observed  in  these  1,477 
treatments,  as  well  as  in  533  treatments  given 
since,  we  believe  we  have  shown  that  ultrasonic 
therapy  can  be  applied  safely. 

In  order  to  evaluate  the  beneficial  effect  of 
ultrasound  we  compared  our  results  with  an  equal 
number  of  control  cases  with  comparable  patho- 
logic lesions  treated  by  conventional  physical 
therapeutic  methods.  It  is  interesting  to  note 
that  the  therapeutic  results  in  either  group  were 
practically  identical ; in  two  conditions  they  were 
slightly  in  favor  of  ultrasonic  therapy.  Table  I 
shows  five  conditions  in  which  identical  results 
were  obtained  with  either  treatment;  Table  II 
illustrates  the  comparable  results  in  an  equal 
number  of  low  back  strains  and  Marie-Strumpell 
spondylitis. 

Although  our  results  are  less  favorable  than 
some  of  those  reported  in  the  literature,  they 
correspond  fairly  closely  to  the  figures  published 
in  the  above-mentioned  statistics.  It  must  be 
said,  however,  that  the  beneficial  effects  which  we 
observed  were  mainly  symptomatic  relief  of  pain, 
and  that  improvement  of  limitation  of  joint 
mobility  was  seen  only  in  those  instances  where 
the  restriction  was  due  to  pain. 

Since  the  physical  characteristics  of  ultrasound 
are  oscillation  of  matter  and  heating  of  matter  by 
absorption,  we  rationalized  that  such  conditions 


Table  II. — Comparison  op  Results  in  Treatment  op 
Low  Back  Strain  and  Marie-Strumpell  Spondylitis 


Low  Back  Marie-Strumpell 

Strain * * Spondylitis — * 

Ultra-  Physical  Ultra-  Physical 


Result 

sonics 

Therapy 

sonics 

Therapy 

Failure 

10 

15 

6 

8 

Improved 

8 

11 

3 

2 

Asymptomatic 
(completely  or 
almost  com- 

pletely) 

18 

10 

8 

7 

Total  Cases 

36 

36 

17 

17 

Average  number 

of  treatments 

9.4 

9.8 

14 

18 

which  have  always  been  treated  by  thermo- 
therapv  and  massage  were  most  suitable  for  ultra- 
sonic therapy.  This  explains  not  only  the  selec- 
tion of  our  cases  treated,  but  it  also  initially 
evades  the  yet-to-be-answered  question  as  to 
whether  the  basic  therapeutic  effect  is  due  to  heat 
or  mechanical  stress. 

Since  the  physical,  chemical,  and  biologic  phe- 
nomena of  ultrasound  are  numerous,  the  different 
investigators  have  assumed  a variety  of  ration- 
ales for  ultrasonic  therapy. 

Hintzelmann,  in  his  work  on  spondylitis,  based 
his  rationale  on  facts  known  from  colloid  and 
phonochemistry.14-16  He  selected  conditions  in 
which  the  pathologic  lesions  are  considered  to  be 
due  to  a reduced  water  content  of  the  tissues, 
causing  fibrous  degeneration  of  the  connective 
tissue.  Hornykiewytsch  and  Schulz  and  Horny- 
kiewytsch  describe  pH  changes  in  health}’  and 
inflammatory  tissues  when  exposed  to  ultra- 
sound.17- 18  Stuhlfaut  and  Wuttge  emphasize  the 
importance  of  neural  and  autonomous  reflexes 
through  which  ultrasonic  therapy  can  reach  in- 
ternal organs;  they  believe  that  the  results,  the 
failures,  and  the  possible  dangers  of  ultrasonic 
therapy  may  be  explained  by  the  different  excit- 
ability of  the  autonomous  nervous  system  of  the 
individual  patient.19 

It  may,  therefore,  be  concluded  that  the  ob- 
served results  are  either  local  or  reflex  reactions. 
In  either  case,  however,  the  changes  seen  in  bio- 
logic experiments  may  be  explained  as  the  result 
of  heat  caused  by  absorption  of  ultrasonic  energy 
or  the  powerful  mechanical  stress  due  to  vehement 
cell  pulsation  or  both.  Pohlman  gives  more  im- 
portance to  the  mechanical  effect  of  ultrasonics 
caused  by  alternating  positive  and  negative  pres- 
sures.20-21 According  to  this  theory,  this  results 
in  tearing  of  the  ultrasounded  medium  during  the 
negative  pressure  phase,  a phenomenon  called 
cavitation.  This  phase  is  followed  by  positive 
pressure  leading  to  compression  of  the  medium  in- 
to the  thus-formed  cavities.  Theismann,  how- 
ever, denies  the  importance  of  mechanical  effects 
for  the  therapeutic  result;  he  was  able  to  demon- 
strate that  destructive  changes  in  the  tissues  of 
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’ test  animals  were  identical,  whether  caused  by 
= ultrasound  or  thermal  energy.22 

It  must  be  recognized  that  in  animal  experi- 
ments heating  can  be  eliminated  by  an  appropri- 
- ate  arrangement  of  the  test.  Schmitz  reports  that 
he  ultrasounded  the  sciatic  nerve  of  a frog  under 
continuous  water  cooling  in  order  to  eliminate  any 
thermal  effects  and  to  demonstrate  pure  ultra- 
sonic response.23  He  claims  that  irreversible 
nerve  damage  occurred  after  a few  seconds  of  ex- 
posure. Such  experimental  situations  cannot  be 
obtained  in  ultrasonic  therapy  of  the  human  being. 
Therefore,  heating  of  the  tissues  in  the  form  of 
,l>  local  diathermy  and  the  resulting  local  hyperemia 
,J'  cannot  be  denied  as  having  the  main  responsi- 
bility  for  the  therapeutic  effect.  And  since  this 
' effect  cannot  be  avoided,  any  additional  thera- 
1 peutic  effect  mechanism  can  apparently  be 
’ neither  demonstrated  nor  proved.  It  is,  there- 
fore, not  surprising  that  our  own  results  in  ultra- 
sonic therapy  were  fairly  identical  to  results  ob- 
1 tained  by  thermotherapy.  This  opinion  is  also 
supported  by  more  recent  experimental  investiga- 
tions by  Lehmann,  who  conducted  studies  on  the 
tails  of  white  mice  and  found  that  the  ultrasonic 
reactions  depended  on  temperature  increases  of 
the  surrounding  medium.24  A similar  finding  was 
demonstrated  by  Lehmann  and  Vorschiitz  in 
experiments  on  the  tissue  metabolism  of  mice  and 
by  Lehmann  and  Feissel  who  reported  that  the 
ultrasonic  effect  can  be  suppressed  by  cooling.25-26 
What,  then,  is  the  advantage  of  introducing 
ultrasonics  into  the  field  of  physical  medicine? 
Because  of  its  unusual  physical  characteristics,  it 
constitutes  a new  agent  for  experimental  studies 
which  can  be  expected  to  show  certain  biologic 
effects.  This  may  result  in  explaining  and  demon- 
strating certain  physiologic  reactions,  such  as 
autonomous  reflexes  and  others.  As  a therapeu- 
tic agent  it  is  easy  to  use  and  time-saving;  the 
i duration  of  the  treatment  in  most  instances  is 
only  four  to  ten  minutes,  hardly  any  more  than  it 
takes  to  prepare  a patient  for  other  forms  of 
I thermotherapy.  'Whether  or  not  ultrasound  has 
; any  effect  beyond  heat  and  the  resulting  hypere- 
mia is,  in  our  opinion,  doubtful. 

Although  Krusen  and  his  associates  believe, 
and  we  agree,  that  physicians  should  await  fur- 
ther cautious  study  of  ultrasonic  therapy  before 
using  it  indiscriminately  in  clinical  practice,  they 
summarize  the  clinical  potentialities  of  ultra- 
sound as  follows:10 

Many  potent  therapeutic  agents  are  dangerous 
in  overdoses.  When  no  anesthesia  is  employed, 
pain  will  serve  as  a protective  mechanism  for  pre- 
vention of  overheating  of  tissues.  With  proper 
dosage,  ultrasonic  diathermy  may  produce  valu- 
able selective  heating  effects  not  previously  ob- 
tainable. It  is  recognized  that  ultrasound  may 


produce  effects,  other  than  thermal  ones,  on  the 
tissues.  However,  the  effects  are  obviously  chiefly 
those  of  heating,  and  there  is  no  need  for  ultra- 
sound to  produce  other  mysterious  effects  for  it 
to  be  of  value  in  therapy. 

In  addition  ultrasonics,  as  another  tool  in 
physical  medicine,  permits  variation  in  treatment, 
which  at  times  is  deemed  necessary  in  all  fields  of 
medicine.  Changes  in  medication  of  a similar 
nature  are  known  to  the  internist,  and  the  surgeon 
adjusts  his  procedures  according  to  individual 
circumstances.  The  psychiatrist  varies  his  clin- 
ical approach  whereby  electric  shock  and  insulin 
shock  is  an  illustration  for  the  desirability  of 
therapeutic  variation.  Therefore,  to  those  of  us 
who  utilize  physical  agents  for  the  treatment  of 
human  diseases,  it  seems  reasonable  to  expect 
that  more  patients  can  derive  benefit  from  physi- 
cal medicine  if  a greater  variety  of  therapeutic 
modalities  is  available. 

Ultrasound  has  further  been  used  as  a diag- 
nostic medium,  and,  judging  from  the  literature, 
it  may  gain  importance  when  technically  better 
methods  are  developed.  Basically,  this  method 
consists  of  transmitting  ultrasonic  radiation 
through  the  parts  of  the  body  to  be  examined. 
The  transmitted  energy  establishes  oscillations  on 
an  ultrasonic  receiver  applied  to  the  opposite  sur- 
face of  the  body.  The  energy  thus  obtained  can 
be  transformed  into  a picture  by  photoelectric 
procedures.  Dussik,  who  calls  this  method 
“hyperphonography,”  and  Hueter  and  Bolt,  who 
refer  to  it  as  “sonography,”  have  demonstrated 
the  cerebral  ventricles  in  this  manner.27-28 
Whether  or  not  this  diagnostic  method  will  in 
time  replace  the  more  dangerous  roentgeno- 
graphic  ventriculography  and  encephalography  is 
yet  to  be  seen. 

Summary 

1.  The  fundamental  characteristics  of  ultra- 
sound are  discussed.  It  is  pointed  out  that  ultra- 
sonics, unlike  all  other  radiations,  depends  on  the 
presence  of  a medium  for  its  propagation  and  that 
its  speed  and  wave  length  vary  according  to  the 
sound  resistance  of  the  medium  traversed. 

2.  For  a better  understanding  of  the  thera- 
peutic possibilities  of  ultrasound,  some  of  its  bio- 
logic reactions  are  presented.  The  responses  of 
animal  tissue  are  assumed  to  be  due  mainly  to 
either  thermal  or  mechanical  effects  or  both. 

3.  The  author’s  own  clinical  experiences, 
which  are  collected  on  a limited  number  of  indica- 
tions, lead  to  the  opinion  that  the  clinical  effects 
are  chiefly  thermal,  since  the  therapeutic  results 
coincide  largely  with  those  obtained  by  the  use  of 
thermotherapy. 

4.  The  advantages  of  introducing  this  new 
physical  agent  are  highlighted.  Ultrasonics  is  an 
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additional  therapeutic  device  which  permits  a 
greater  variation  of  physical  treatment,  although 
the  effects  produced  may  be  only  those  of  heating. 
In  addition,  ultrasound  has  possibilities  as  a diag- 
nostic agent  which,  in  time,  may  prove  to  be  of 
great  value. 
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Discussion 

H.  J.  Behrend,  M.D.,  New  York  City.- — Dr.  Fried- 
land  has  described  the  complicated  physics  of  ultra- 
sound in  an  easily  comprehended  manner,  and  he  has 
described  and  evaluated  its  known  biologic  effect. 

He  has  also  emphasized  the  three  factors  which 
are  most  important  to  the  clinician  who  wishes  to 
become  acquainted  with  a new  form  of  therapy,  as 
follows:  (1)  the  margin  of  safety,  (2)  the  thera- 

peutic effect,  and  (3)  the  therapeutic  superiority  to 
other  methods  of  physical  treatment  available. 

The  possibility  of  destructive  effects  of  ultrasound 
on  tissues  will  not  be  denied  by  anybody  who  has 
studied  its  physics  and  biologic  effects.  Dr.  Fried- 
land  reports  1,477  treatments  which  were  given 
within  the  known  therapeutic  dose  limits  without 


any  detrimental  effect.  I have  recently  reported 
my  observation  on  about  2,000  treatments  with  the 
identical  favorable  result. 

As  to  the  therapeutic  effect,  Dr.  Friedland,  for 
good  reasons,  has  selected  only  patients  suffering 
from  conditions  which  conventionally  are  being 
treated  with  applications  of  heat  and  massage.  This 
approach  gave  him  an  interesting  opportunity  to 
compare  and  evaluate  the  effects  of  ultrasonics. 
The  results  which  he  has  reported  will  be,  I am  sure, 
confirmed  by  everyone  who  has  used  this  therapeutic 
agent.  The  pain  and  spasm-relieving  effect  of  ultra- 
sound in  rheumatic  and  traumatic  disorders  is  very 
striking. 

I do  not  want  to  examine  further  the  question  as 
to  whether  or  not  the  results  obtained  are  due  just  to 
a heat  effect — so  to  speak,  a local  diathermy.  At 
this  time  the  theory  of  sole  thermal  effect  can  be 
neither  proved  nor  disproved. 

My  own  clinical  observations,  from  treating  a 
variety  of  diseases,  not  only  in  the  rheumatic  or 
traumatic  class,  have  let  me  come  to  the  conclusion 
that  the  main  therapeutic  effect  and  possibly  its 
superiority  to  other  methods  consist  in  the  treat- 
ment of  conditions  due  to  or  governed  by  imbalance 
or  pathology  of  the  nervous  system  and  the  sympa- 
thetics.  Dr.  Friedland  has  mentioned  this  so-called 
neural  approach,  which  utilizes  the  neural  and 
autonomic  reflexes.  It  has  led  to  the  so-called 
indirect  method  of  application  of  ultrasound.  Here 
the  sound  energy  is  applied  not  only  locally  over  the 
area  of  the  pathology  but  also  remote  from  the  area 
of  pathology  over  the  segmental  roots  of  the  corre- 
sponding dermatome,  myotome,  or  scleratome. 

Ultrasonic  therapy  has  been  used  abroad  exten- 
sively, and  responsible  scientists  have  contributed 
to  the  accumulation  of  a comprehensive  literature. 
It  is  true  that  undue  overenthusiasm  can  be  noted 
in  some  of  the  publications.  Dr.  Friedland  is  right 
when,  on  the  other  hand,  he  warns  of  an  “un- 
warranted prejudice.”  Experimental  research  and 
comparative  studies  are  certainly  most  necessary  in 
examining  a new  therapeutic  agent.  The  investi- 
gator, however,  ought  to  acquaint  himself  with  the 
literature  available  in  order  to  avoid  reduplication 
of  experimentation  carried  out  by  responsible  scien- 
tists. This  will  prevent  delaying  the  introduction 
and  fast  development  of  a valuable  method  of  ther- 
apy which  has  been  used  by  many  to  the  advantage 
of  the  patient. 

If  an  investigator  has  original  ideas  or  new  ap- 
proaches to  the  subject  to  offer,  this  fundamental  re- 
search, rather  than  the  repetition  of  known  experi- 
ments, will  enrich  our  knowledge. 


DR.  BAUER  WRITES  HEALTH  COLUMN 
“Health  for  Today,”  an  authoritative  health 
column  by  Dr.  W.  W.  Bauer,  director  of  the  A.M.A.’s 
Bureau  of  Health  Education,  will  be  syndicated 
six  days  a week  from  coast  to  coast  through  King 
Features  Syndicate.  The  first  article  appeared 


January  5,  1953.  In  his  column,  Dr.  Bauer  is 
discussing  health  subjects  rather  than  disease. 
He  has  received  authorization  from  the  Board  of 
Trustees — American  Medical  Association  News 
Notes,  December.  1952 


MINIMAL  DIATHERMY 

Jerome  Weiss,  M.D.,  Brooklyn,  New  York 

(From  the  Department  of  Physical  Medicine,  Hospital  for  Joint  Diseases,  New  York  Ctiy ) 


THE  value  of  heat  in  the  treatment  of  many 
ailments  has  been  recognized  since  pre- 
historic times.  Both  local  and  general  heating 
of  the  body  has  been  used  in  varying  intensities 
and  for  many  different  conditions.  Conductive 
and  radiant  heat  has  been  favored  for  many 
years  and  is  still  very  popular.  Both  dry  and 
moist  applications  of  heat  are  still  widely  used, 
and  with  excellent  effect.  However,  all  these 
forms  of  tissue  heating  require  application  of  heat 
to  the  surface  of  the  body  or  to  the  lining  of  its 
cavities.  Even  radiant  heat  has  very  little  pene- 
trative power,  serving  chiefly  to  heat  the  surface 
upon  which  it  falls.  From  this  point  on,  heating 
of  the  tissues  is  largely  by  conduction.1 

In  1891  Tesla  observed  the  heating  effect  on 
various  materials  of  high  frequency  electric  cur- 
rents. The  following  year,  in  connection  with 
investigation  on  low  volt  currents,  D’Arsonval 
studied  the  effects  of  high  frequency  currents  on 
the  human  body.  At  the  turn  of  the  century 
many  physicists  and  physicians  were  exploring 
the  possibilities  of  this  new  method  of  heating 
part  or  all  of  the  body.  For  the  first  time  it  was 
possible  to  produce  heat  within  the  tissues  with- 
out the  necessity  of  conduction  from  a surface. 
Several  available  means  of  producing  the  re- 
quired high  frequency  oscillating  current  were 
tried,  but  only  one,  the  original  D’Arsonval  oscil- 
lator, attained  any  degree  of  popularity.  This 
device  rapidly  evolved  from  the  primitive  form, 
energized  by  a static  machine,  into  the  familiar 
and  ubiquitous  sparkgap  diathermy  apparatus. 

The  basic  frequency  of  the  oscillating  current 
which  this  apparatus  delivered  varied  greatly 
I with  the  make  and  model  and  even  in  successive 
units  of  otherwise  identical  machines.  No 
attempt  was  made  to  control  the  frequency  or  to 
limit  it  to  any  one  zone.  As  a result,  the  funda- 
mental wave  length  of  these  generators  varied 
from  about  150  to  600  meters,  with  harmonics 
contributing  to  a broad  band  of  frequencies.  In- 
ductive methods  of  application  of  the  oscillating 
current  were  rarely  used,  the  customary  technic 
being  the  use  of  contact  electrodes  in  some  form, 
i A radiofrequency  ammeter  in  series  with  the 
patient  gave  a fairly  true  indication  of  the  amount 
of  current  which  he  was  receiving.  Unavoidable 
factors  of  inductance  and  capacitance,  exag- 
I gerated  by  the  high  frequency  of  the  current  used, 
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caused  a slight  and  variable  error  in  the  ammeter 
reading. 

The  value  of  this  control  on  the  current  density 
being  used  was  fully  appreciated  by  the  early 
users  of  diathermy.  The  optimum  required 
amperage  varied  widely  with  the  technic  being 
employed  and  the  part  of  the  body  under  treat- 
ment. It  was  also  influenced  by  the  particular 
condition  being  treated.  Observance  of  these 
requirements  led  to  numerous  reports  of  the  ex- 
cellent effects  of  diathermy  and  did  much  to 
hasten  its  widespread  popularity.  But  with 
this  increased  popularity,  many  diathermy  ma- 
chines found  their  way  into  the  hands  of  practi- 
tioners who  wrere  undoubtedly  well  versed  in  their 
own  particular  work  but  not  in  electrotherapy. 
To  many  of  these,  diathermy  was  just  another 
means  of  applying  heat  to  the  tissues,  and  the 
more  heat  applied  the  better  the  effect  must  be. 

Disappointment  was  inevitable,  as  wrere 
accidents  and  untow'ard  side-effects.  Conflicting 
reports  began  to  appear  in  the  literature,  some 
advocating  diathermy  for  a particular  use  and 
others  condemning  it  for  the  same  use.  Perhaps 
in  no  other  application  was  this  more  apparent 
than  in  the  treatment  of  recent  fractures.  At  the 
hands  of  some  users  the  healing  of  fractures  was 
definitely  hastened  by  the  use  of  diathermy,  while 
with  others  healing  was  consistently  impeded. 
The  same  discrepancy  was  found  in  reports  on  the 
treatment  of  bursitis.  There  must  have  been 
some  reason  for  these  differences  in  results  and 
opinions. 

It  is  possible  that  the  explanation  may  be  found 
in  the  work  of  the  German  physiologist,  Hauffe.2 
In  a small  book  published  in  1926,  Hauffe  de- 
scribes certain  effects  of  heat  on  the  balance  be- 
tween the  central  and  the  peripheral  blood  supply 
of  the  body.  According  to  Hauffe,  heat  applied 
slowdy  to  the  tissues  will  dilate  the  peripheral 
blood  vessels  and  constrict  the  central  vessels. 
Heat  applied  suddenly  to  the  tissues  will  have  the 
opposite  effect.  It  wall  constrict  the  peripheral 
vessels  and  dilate  the  central  vessels.  Many 
attempts  have  been  made  to  disprove  Hauffe ’s 
work,  but  all  experiments  have  resulted  only  in  its 
verification. 

To  promote  healing  of  traumatized  or  diseased 
tissue,  we  may  safely  assume  that  a good  and 
active  blood  supply  is  important.  Fresh  building 
material  must  be  brought  to  the  involved  area, 
and  debris  must  be  carried  away.  Deep-seated 
heat  built  up  rapidly  by  diathermy  applied  at 
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high  intensity  may  be  considered  as  heat  applied 
to  a part  sudden]}'.  Slow  elevation  of  tempera- 
ture achieved  by  application  of  diathermy  at  low 
intensity  mayr  be  considered  as  heat  applied 
gradually7. 

From  the  above,  it  would  seem  logical  that  a 
certain  mild  intensity  of  the  diathermy7  applica- 
tion would  be  the  optimum  quantity  for  the 
correction  of  any7  particular  and  suitable 
pathologic  condition.  Haphazard  application  of 
diathermy7  “as  hot  as  the  patient  can  stand  it” 
will  usually7  be  far  beyrond  this  optimum  dosage. 
It  will  also  increase  the  danger  of  a diathermy7 
burn.  According  to  Hauffe’s  concept,  as  outlined 
above,  it  would  appear  that  diathermy7  applied  at 
very7  mild  intensity  would  more  closely  approach 
the  ideal  condition  of  heat  applied  to  the  tissues 
gradually. 

It  has  been  the  experience  of  the  author  that 
when  the  skin  temperature  is  reported  by  the 
patient  to  be  more  than  slightly  warm,  the  pre- 
sumed temperature  of  the  deeper  tissues  has  al- 
ready7 passed  the  optimum  point.  Moreover,  the 
ability  of  the  patient  to  estimate  skin  temperature 
may7  vary  considerably7  in  different  individuals  or 
even  in  different  skin  areas  of  the  same  individual. 
To  make  matters  even  worse,  it  is  the  custom  of 
some  practitioners  to  apply  radiant  heat  to  the 
area  as  a preparation  for  diathermy7  treatment. 
This  completely  upsets  any  capacity  which  the 
patient  may7  have  had  to  judge  local  temperature. 
Apparently  only  the  skin  is  supplied  with  true 
heat  sensation  fibers;  the  muscles  have  none.  A 
muscle  which  is  overheated  reports  the  fact  by7  an 
“ache,”  not  by  a sensation  of  heat.3 

It  is  here  that  the  series  ammeter  is  of  such 
great  assistance.  Once  its  use  is  understood,  and 
variations  are  correlated  to  the  different  applica- 
tions of  the  diathermy,  the  ammeter  will  be  of  the 
greatest  value  in  determining  the  correct  and 
optimal  dosage.  For  this  dosage  we  have  chosen 
the  term  “minimal  diathermy7.”  For  most  appli- 
cations it  will  be  found  at  such  an  intensity  that 
the  patient  will  feel  just  the  slightest  glow  of 
warmth.  However,  it  is  the  ammeter  reading 
which  determines  the  correct  minimal  dosage,  so 
that  at  times  the  patient  will  feel  no  heat  at  all, 
although  obtaining  the  greatest  benefit  from  the 
diathermy  treatment. 

In  1924.  interest  was  aroused  in  the  application 
of  oscillating  currents  of  much  higher  frequency 
than  those  previously  used  for  diathermy7  treat- 
ment. Both  here  and  abroad,  development  of 
machines  to  furnish  such  currents  was  rapid. 
The  majority7  of  the  oscillators  used  a vacuum 
tube  circuit  to  generate  the  extremely7  high  fre- 
quencies, ranging  up  to  50,000,000  cycles  per 
second  and  even  higher.  At  least  two  machines, 
having  not  quite  such  high  frequency,  retained 


the  sparkgap  type  of  oscillator.  The  general 
term  “short-wave  diathermy7”  was  applied  to  the 
new  machines.  For  a while  the  term  “ultrashort- 
wave  diathermy7”  was  applied  to  the  generators  of 
very  high  frequency7,  but  the  distinction  is  rarely 
used  now. 

The  short-wave  oscillator,  as  usually  supplied, 
can  be  used  only7  for  treatment  by  induction, 
either  electrostatic,  electromagnetic,  or  both.  In 
these  systems  there  is  no  actual  contact  with  the 
tissues.  For  this  reason,  use  of  an  ammeter  in 
series  with  the  patient  is  not  possible.  Determina- 
tion of  dosage  must  be  by7  the  patient’s  report 
of  the  heat  sensation.  This  may7  be  extremely 
variable.  The  same  temperature  which  one 
patient  considers  hot,  another  patient  may7  find 
quite  cool.  If  preheating  of  the  body7  surface  by7 
radiant  heat  is  used,  dependence  upon  the  series 
ammeter  becomes  even  more  important,  and  in 
diathermy  treatment  by  induction  it  is  not  avail- 
able. With  no  series  ammeter  to  act  as  a guide  to 
dosage,  correct  minimal  diathermy  cannot  be 
administered  by7  induction. 

It  is  evident  from  the  above  why  the  term 
“uncontrolled  diathermy7”  has  been  applied  to  its 
use  by7  induction.  It  is  true  that  the  short-wave 
current  can  be  “controlled,”  that  is,  it  can  be  in- 
creased or  decreased  at  will.  It  is  also  true  that 
one  or  more  meters  will  be  found  on  the  panel  of 
the  short-wave  generator.  But  these  meters  in- 
dicate only7  the  factors  of  tube  function — fila- 
ment voltage  and  plate  current  and  resonance  of 
the  circuit.  They  do  not  indicate  the  actual  cur- 
rent which  the  patient  is  receiving.  The  radio 
engineer  does  not  read  the  filament  voltage  and 
plate  current  of  the  oscillator  tubes  of  his  trans- 
mitter and  from  these  estimate  the  antenna 
radiation.  Instead,  he  determines  the  radiation 
directly7  from  a meter  connected  in  series  with  the 
antenna.  Yet  the  operator,  in  applying  short- 
wave diathermy7  by7  induction,  is  content  to  esti- 
mate, by7  the  filament  and  plate  meter  reading  and 
the  setting  of  the  dials  of  his  machine,  how  much 
current  the  patient  is  receiving. 

Another  feature  of  questionable  merit  was  the 
introduction  of  higher  powered  generators  for 
short-wave  diathermy.  Rarely7  would  an  output 
greater  than  150  watts  be  required,  yet  machines 
of  600,  750,  and  even  1,000  watt  output  appeared 
on  the  market.  It  is  little  wonder  that  the 
clinical  results  of  short-wave  diathermy  left  much 
to  be  desired.4  Weissenberg  early  recognized  the 
value  of  smaller  doses  of  short-wave  diathermy 
and  reported  excellent  clinical  benefits  from  the 
use  of  generators  of  very7  low  power.5-11 

The  enthusiasm  with  which  short-wave  dia- 
thermy was  received  following  its  introduction 
furnished  the  best  indication  of  how  few  practi- 
tioners had  observed  the  value  of  minimal  dia- 
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thermy.  As  time  went  on,  there  did  occur  occa- 
sional requests  for  a controlled  means  of  applying 
the  short-wave  diathermy.  This  was  accom- 
plished by  the  use  of  contact  electrodes  and  a 
series  ammeter,  but  slight  changes  were  required 
in  most  of  the  machines.  One  manufacturer 
developed  a simple  attachment,  for  use  on  a 
short-wave  generator,  which  included  all  of  the 
necessary  features.  With  a machine  so  equipped, 
all  the  advantages  of  minimal  diathermy  could  be 
achieved,  although  errors  in  the  ammeter  reading 
were  likely  to  be  larger  at  the  higher  frequencies. 

In  July,  1947,  the  Federal  Communications 
Commission  formulated  a code  of  regulations 
governing  the  use  of  diathermy  apparatus,  to  be- 
come fully  effective  on  June  30,  1952.  Several 
frequency  bands,  all  in  the  short-wave  and  micro- 
wave  zones,  are  allocated  for  the  use  of  such  equip- 
ment. Type  approval  of  the  apparatus  is  re- 
quired, as  is  strict  limitation  of  frequency  varia- 
tion and  suppression  of  harmonics.  Type 
approval  is  limited  to  use  of  the  generator  by  in- 
duction, thus  ruling  out  use  of  contact  electrodes. 
Unless  approved,  a diathermy  machine  can  be 
used  for  medical  purposes  (contrasted  to  surgical 
uses)  only  within  an  effectively  shielded  space. 

Many  physicians  and  institutions  have  already 
installed  type-approved  diathermy  apparatus, 
but  interference  problems  have  not  been  ended  in 
all  instances.  This  trouble  is  caused  chiefly  by 
the  proximity  of  the  allocated  frequencies  to  the 
internal  intermediate  frequencies  of  certain 
makes  of  television  and  radio  receivers.  The 
present  ruling  of  the  Federal  Communications 
Commission  is  to  the  effect  that  it  is  the  responsi- 
bility of  the  owner  of  such  a receiver  to  make  the 
necessary  changes  to  render  it  free  from  inter- 
ference by  a type-approved  diathermy  generator. 
Although  simple  in  theory,  this  alteration  is  likely 
to  be  a costly  procedure,  and  unless  done  by  a 
competent  technician  it  may  adversely  affect  the 
quality  of  the  receiver. 

There  is  no  question  but  that  the  limitation  of 
radio  interference  caused  by  medical  diathermy 
equipment  has  become  necessary.  Danger  to 
aerial  and  marine  navigation  has  become  acute, 
although  by  no  means  is  all  of  the  interference 
experienced  due  to  medical  equipment.12  How- 
ever, it  is  the  opinion  of  the  author  that  a serious 
disservice  has  been  rendered  by  depriving  those 
who  require  it  of  the  benefit  of  true  minimal  dia- 
thermy, as  administered  by  practitioners  who 
have  mastered  its  technic. 

There  remains  a possible  means  of  correcting 
this  difficulty.  The  present  ruling  must  not  be 
set  aside  or  its  enforcement  deferred.  Examina- 
tion of  the  radio  spectrum13  shows  a comparatively 
uncrowded  zone  just  above  the  broadcast  band 
and  below  the  ship-to-shore  and  ship-to-ship 


band,  at  about  600  meters  (500  kilocycles).  A 
long-wave  diathermy  band  at  this  point,  held  to 
close  tolerance  by  tube  generators  with  proper 
control,  is  suggested.  This  would  permit  exact 
minimal  diathermy  technic  with  a minimum 
of  interference  with  any  radio  service.  The 
fundamental  frequency  would  be  sufficiently  re- 
moved from  the  broadcast  and  commercial  bands 
and  far  remote  from  the  television,  short-wave, 
and  frequency-modulation  zones.  Airplane  and 
navigation-aid  radio  would  also  be  unaffected  by 
such  a utility  band.  With  suitable  suppression 
of  harmonics  it  would  be  only  by  the  merest 
chance  that  interference  would  be  experienced  in 
any  zone  of  radio  communication. 

With  such  provision  accorded  and  with  suitable 
equipment  available,  we  may  look  forward  to  the 
attainment  of  superior  clinical  benefits  through  a 
better  understanding  and  use  of  minimal  dia- 
thermy. 

1703  Glenwood  Road 
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Discussion 

Melvin  C.  Goldberg,  M.D.,  Brooklyn. — We  have 
listened  to  a most  interesting  and  scholarly  discus- 
sion of  minimal  diathermy  presented  by  Dr.  Weiss. 
His  talk  has  been  most  thorough.  There  is  very 
little  that  this  discussant  can  add  to  the  subject. 
Although  I have  not  had  too  much  experience  with 
minimal  diathermy,  I have  had  the  opportunity  of 
observing  the  results  of  many  of  the  cases  treated 
with  minimal  diathermy  at  the  Hospital  for  Joint 
Diseases.  There  is  no  question  as  to  the  beneficial 
effect  it  has  on  various  conditions.  It  was  especially 
noted  that  it  had  most  beneficial  results  on  subdel- 
toid bursitis.  Yes,  even  in  the  cases  with  calcific 
deposits,  the  results,  for  the  greater  proportion  of 
cases,  have  been  excellent. 

The  determination  of  dosage  must  be  by  the 
patient’s  report  of  heat  sensation,  and  one  can  read- 
ily understand  how  variable  this  factor  will  be.  Dr. 
Weiss,  who  has  done  so  much  work  with  minimal 
diathermy,  reports  that  in  his  opinion  the  optimum 
point  is  just  before  the  patient  states  that  the  skin 
temperature  is  slightly  warm.  However,  he  feels 
that  the  optimal  dosage  is  better  determined  by  the 
usage  of  the  ammeter  in  diathermy. 

It  is  interesting  to  note  Dr.  Weiss’  explanation  of 
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the  physiology  of  minimal  diathermy,  wherein  he 
describes  that  heat  applied  slowlj-  to  the  tissues  will 
dilate  the  peripheral  blood  vessels  and  constrict 
the  central  vessels.  Heat  applied  suddenly  to  the 
tissues  will  have  the  opposite  effect.  It  will  con- 
strict the  peripheral  vessels  and  dilate  the  central 
vessels.  Accordingly,  Dr.  Weiss  reports  that 
diathermy  applied  at  very  mild  intensity  would 
more  closely  approach  the  ideal  amount  of  heat 
applied  to  the  tissues  gradually. 

There  is  no  question  that  conventional  diathermy 
applied  locally  will  produce  increased  temperature 
of  the  tissues.  The  heat  gradient  diminishes  from 
without  inward.  The  surface  is  heated  to  the  high- 
est degree  and  the  temperature  of  the  tissues  de- 
creases as  the  depth  increases.  To  promote  healing 
of  traumatized  or  ill  tissues,  a good  blood  supply  to 
the  area  is  most  important.  Coulter  and  Osborne 
have  proved  that  the  chief  advantage  of  conven- 
tional diathermy  lies  in  the  fact  that  it  is  much  more 
capable  of  producing  appreciable  rises  of  tempera- 
ture in  tissues  at  deeper  levels.  In  general,  it  is  con- 
sidered that  the  heating  which  is  produced  by  dia- 
thermy tends  to  relieve  pain  and  diminish  muscular 
spasm. 

.Along  these  same  lines,  we  must  not  forget  that 
heating  by  diathermy  is  in  accordance  with  Joule’s 
laws,  which  state  that  heat  produced  is  directly  pro- 
portional to  the  time  of  current  flow,  to  the  resist- 
ance of  the  conductor,  and  to  the  square  of  the 
strength  of  the  current.  It  is,  therefore,  obvious 
that  the  greater  the  intensity  of  the  current  and  the 
longer  its  induration,  the  greater  the  total  quantity 
of  heat  developed. 

We  can  understand  that  the  strength  of  the  cur- 
rent could  create  a most  uncomfortable  feeling  in 
the  individual  patient.  Xo  practitioner  can  with 


any  degree  of  certainty  prove  at  what  degree  of  heat 
the  best  therapeutic  results  are  achieved,  except 
through  experience.  With  most  doctors,  as  Dr. 
Weiss  points  out.  the  heat  sensation  of  the  patient  is 
the  supreme  guide  of  dosage  in  diathermy  treat- 
ments. 

Since  Dr.  Weiss  has  proved  in  a great  variety  of 
cases  that  minimal  diathermy  has  and  does  produce 
excellent  therapeutic  results  in  certain  cases, 
especially  in  that  of  bursitis,  then  in  these  cases 
minimal  diathermy  should  be  the  procedure  of 
choice. 

There  is  no  question  that  any  type  of  heat  has  an  . 
analgesic  effect.  Bier  ascribed  the  analgesic  effect  . 
of  heat  to  an  active  hyperemia,  which  accompanies 
every  type  of  heating.  He  also  ascribed  the  rapid 
disappearance  of  irritating  substances  to  the  in-  1 
creased  circulation.  This  again,  if  we  accept  ' 
Hauffe's  theory,  would  be  another  point  in  favor  of  * 
minimal  conventional  diathermy. 

I agree  with  the  statements  of  Dr.  Weiss,  since  he  t 
has  proved,  by  actual  clinical  measures,  the  value  of  ; 
minimal  diathermy.  One  thing  we  can  be  sure  of  is  - 
that  the  diathermy  "bums  we  have  heard  so  much  - 
about  in  the  past  will  not  occur  with  minimal  dia-  " 
thermy. 

If  effective  dosage  can  be  produced  by  minimal  f 
diathermy,  it  is  surely  more  pleasant  and  less 
dangerous  to  furnish  to  the  patient  than  higher  and 
more  irritating  dosages  of  diathermy. 

Dr.  Weiss,  in  conclusion,  presents  to  us  the  t 
thought  that,  with  the  new  Federal  ruling,  conven-  . 
tional  diathermy  would  be  eliminated,  and  suggests  «. 
that  a request  be  made  for  a 600-meter  long-wave 
diathermy  band.  Surely  this  can  not  do  any  harm, 
and  it  will  permit  a further  and  still  more  intensive 
investigation  of  minimal  diathermy. 
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ARMY— HELICOPTER  AMBULAXCE  EXITS 

Helicopter  ambulance  units  have  been  authorized 
as  an  integral  part  of  the  organization  of  the  Army 
Medical  Service  in  the  theater  of  operations,  the 
Department  of  the  .Army  has  announced.  The  new 
units  will  supplement  rather  than  replace  conven- 
tional means  of  evacuation,  including  litter  jeeps 
and  ambulances.  All  patients,  except  those  requir- 
ing emergency  surgery  or  other  definitive  care,  will 
continue  to  be  evacuated  in  vehicles  where  ground 
evacuation  is  feasible. 

Helicopter  ambulance  units  will  include  five  two- 
rotor  utility  helicopters  capable  of  carrying  three 
litter  patients  or  four  ambulator}"  patients,  together 
with  a medical  attendant  and  a pilot.  The  craft 
will  be  flown  by  Medical  Service  Corps  lieutenants 
who  have  received  training  in  basic  aviation  and 
helicopter  operation. 


Medical  Service  Corps  officers  are  being  en- 
couraged to  apply  for  helicopter  training.  Appli-  . 
cants  without  previous  military  or  civilian  flying  - 
experience  are  being  accepted  for  the  program  pro-  - 
vided  they  are  physically  qualified  for  flight  duty 
and  have  not  passed  their  thirtieth  birthday. 
Training  will  be  conducted  only  at  Fort  Sill. 

In  addition  to  the  five  pilots,  the  new  units  will 
have  a Medical  Service  Corps  captain  as  command- 
ing officer,  an  operations  officer,  and  21  enlisted 
technicians.  The  first  helicopter  ambulance  unit 
is  being  activated  at  the  Medical  Field  Service 
School,  Fort  Sam  Houston,  Texas,  where  it  will  be 
used  for  training  purposes.  Additional  units  willi 
be  formed  in  Korea  and  elsewhere  as  personnel  and 
equipment  become  available — J.A  December  L 
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YOUR  PUBLIC  RELATIONS  IS  SHOWING 

Leo  E.  Brown,  Chicago,  Illinois 

I (Director,  Public  Relations  Department,  American  Medical  Association) 


NEW  York  State,  with  its  24,000  physicians 
serving  a population  of  15  million,  is  recog- 
nized as  one  of  the  most  important  constituent 
societies  of  the  American  Medical  Association. 
The  public  relations  of  the  Medical  Society  of  the 
| State  of  New  York  most  certainly  affects  the 
public  relations  of  the  entire  medical  profession. 

New  York  City,  the  communications  nerve 
i center  of  the  world,  exerts  a tremendous  influ- 
I ence  in  the  formation  of  public  opinion.  Con- 
j sequently,  the  attitudes  of  the  individuals  re- 
sponsible for  the  dissemination  of  news  and 
information  out  of  this  great  city  are  of  the  ut- 
most importance.  Their  attitudes,  in  so  far  as 
r medicine  is  concerned  are,  to  a large  extent, 
i influenced  by  the  public  relations  practiced  by 
the  individual  physicians  who  serve  this  pub- 
lie. 

I do  not  wish  to  minimize  the  importance  of 
medicine’s  public  relations  program  throughout 
the  rest  of  the  State.  One  could  not  do  without 
the  other.  Both  have  essentially  the  same  ob- 
jectives and  are  using  the  same  basic  public 
relations  technics  to  achieve  these  objectives. 

All  organizations  and  individuals  have  public 
| relations  whether  or  not  they  want  it 
i or  recognize  it  as  such.  Our  major  concern  is 
, whether  it  is  good  or  bad  relations  with  the  pub- 
lic and  whether  or  not  it  is  showing.  A public 
l relations  program  does  not  become  necessary 
) simply  because  we  are  doing  things  wrong,  but 
many  times  because  what  we  are  doing  right  is 
i either  unknown  or  misunderstood. 

The  public  relations  program  of  most  organ- 
izations embraces  a number  of  special  publics. 
But  the  public  relations  program  of  the  medical 
profession  must  be  geared  to  reach  the  entire 
population  of  the  United  States.  However, 

! certain  aspects  of  our  program  must  be  designed 
i to  reach  special  publics  as  an  integral  part  of  our 
activities  to  reach  the  entire  population.  Ob- 
: viously,  special  publics  are  legion  in  number. 

; The  most  significant  and  powerful  which  medi- 
i cine  should  cultivate  are  the  agricultural  groups, 
older  people,  organized  labor,  the  racial  minority 
| groups,  the  religious  groups,  veterans,  and  wo- 
; men.  Medicine’s  public  relations  program  has 
| reached  many  individuals  in  these  groups, 
but  there  is  only  one  which  we  have  been  reason- 
ably successful  in  reaching  as  a whole — agri- 

Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
I the  Medical  Society  of  the  State  of  New  York,  Session  on 
Public  Relations,  New  York  City,  May  15,  1952. 


culture.  This  has  been  achieved  through  the  ac- 
tivities of  our  rural  health  program.  If  this  be 
true,  then  certainly  there  is  much  to  be  done. 
Granted  we  have  made  significant  progress  in 
the  field  of  medical  public  relations  during  the 
past  years,  but,  from  reports  country-wide,  we 
have  only  scratched  the  surface. 

In  my  opinion,  too  many  of  us  have  been  so 
anxious  to  reach  the  public  that  we  have  over- 
looked the  basic  fundamental  ingredient  in  our 
medical  public  relations  program,  that  of  selling 
the  individual  physician  on  the  need  and  im- 
portance of  public  relations,  but  even  more  im- 
portant, the  realization  that  the  success  of  our 
medical  public  relations  program  depends  upon 
the  public  relations  of  each  and  every  individual 
physician. 

The  public  relations  of  the  medical  profession 
is  equal  to  the  sum  total  of  the  public  relations  of 
the  individual  physician.  Consequently,  our 
first  big  job  is  to  sell  our  own  members  on  the 
necessity  of  practicing  good  public  relations  day 
in  and  day  out  as  they  serve  their  patients  and 
community.  The  unethical  or  thoughtless  act 
of  one  physician,  be  he  general  practitioner  or 
specialist,  is  bound  to  leave  public  relations 
scars  on  the  entire  profession.  Your  public 
relations  is  influenced  by  everything  you  do  or 
say,  whether  at  work  or  at  play.  It  means  that 
your  organization  must  understand  the  public, 
and  the  public  must  understand  you. 

In  addition,  your  organization  must  meet 
the  needs  of  the  public  for  the  services  you  offer. 
Good  public  relations  is  based  on  good  actions 
plus  effective  interpretation  of  these  actions. 
It  is  not  a coverup  for  shortcomings;  it  is  not  a 
propaganda  campaign  to  disguise  the  facts; 
it  is  not  a cure-all.  Good  medical  public  relations 
is  prompt,  courteous,  efficient  service,  rendered 
in  an  understanding  and  friendly  manner, 
twenty-four  hours  a day  and  three  hundred 
sixty -five  days  a year. 

Public  attitudes,  impressions,  or  criticisms  of 
American  medicine  generally  fall  into  five  cate- 
gories: (1)  doctors’  lack  of  personal  interest 

in  their  patients,  (2)  the  cost  of  medical  care, 

(3)  inability  to  get  a doctor  in  cases  of  emergency, 

(4)  waiting  time  in  doctors’  offices,  and  (5)  re- 
fusal of  physicians  to  participate  in  worthy  com- 
munity projects. 

Whether  these  criticisms  are  real  or  imaginary 
makes  little  difference.  If  real,  they  must  be 
corrected;  if  imaginary,  they  must  be  clarified. 
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It  is  interesting  to  note  that  there  is  very  little 
criticism  regarding  the  quality  of  medical  serv- 
ices rendered.  Tremendous  progress  has  been 
made  in  the  science  of  medicine.  Unfortunately, 
our  progress  in  the  art  of  medicine,  in  the  field  of 
human  relations,  has  not  kept  pace. 

Recently  I attended  the  Virginia  State  Medical 
Society's  Public  Relations  Conference.  In  their 
program  they  listed  ‘‘Ten  ways  the  individual 
physician  can  work  for  better  public  and  pro- 
fessional relations.” 

1.  Be  civic-minded  and  active  in  community 
affairs. 

2.  Schedule  appointments  you  can  meet  on 
time. 

3.  Itemize  your  bills. 

4.  Explain  to  patients  in  understandable  terms 
why  an  expensive  drug  is  prescribed  and  what 
results  may  be  expected. 

5.  Explain  hospital  costs  and  urge  them  to 
minimize  routine  costs. 

6.  Invite  patients  to  discuss  fees;  display 
A.M.A.  plaque  “To  All  My  Patients.” 

7.  Encourage  voluntary  health  insurance. 

8.  Pay  special  attention  to  reception  room. 
Keep  it  neat  and  comfortable. 

9.  Supply  sound  public  relations  literature  to 
patients. 

10.  Urge  office  personnel  to  be  public  rela- 
tions-minded. 

I believe  that  any  physician  who  conscientiously 
follows  these  suggestions  will  greatly  improve 
not  only  his  own  public  relations  but  that  of  the 
entire  medical  profession. 

We  have  made  some  progress  in  this  field  of 
physician-patient  relations,  but  there  is  still 
much  to  be  done,  and  there  are  serious  problems. 
For  instance,  in  connection  with  voluntary 
health  insurance,  let  me  read  a few  excerpts  from 
a proposed  editorial  in  the  labor  press : 

About  60  days  ago  in  Portland  a surgeon  per- 
formed a simple  appendicitis  operation  on  a wo- 
man. The  operation  was  routine.  There  were  no 
complications.  The  fee  was  $150.  That  same 
week  the  same  surgeon  performed  the  same 
operation  on  another  woman.  It  was  also  routine 
and  also  without  complications.  The  fee  was  $300. 
What’s  up,  Doctor? 

The  answer  is  simply  that  the  first  woman  had 
no  prepaid  medical  or  surgical  insurance  and  was 
charged  the  standard  fee.  But  the  second  woman 
was  covered  by  a health  and  welfare  plan  so  the 
surgeon  deliberately  ‘‘'kited”  the  bill  to  receive 
not  only  $150  from  the  plan,  but  an  additional 
$150  from  the  wage  earner  of  that  family. 

Doctors  claim  they  want  to  have  the  right  to 
set  their  own  fees.  Labor  has  agreed  that  this 
was,  indeed,  the  doctor’s  right.  But  even  fee 
schedules  set  up  by  the  doctors  themselves  have 
been  violated. 


A ‘‘fifth  column”  of  fee-happv  physicians  is 
helping  to  hasten  the  day. 

In  absence  of  any  other  evidence  it  could  be 
concluded  that  the  double  fee  practice  is  being 
condoned,  if  not  encouraged,  by  organized  medi- 
cine. 

Two  weeks  ago  an  Associated  Press  story  in  the 
Chicago  Tribune  had  this  headline:  “Charges 

Medics  Steal  Million  in  Health  Plan.”  The 
source  of  this  story  was  an  editorial  in  the  Bull-  1 
etin  of  the  Los  Angeles  County  Medical  Society;  ? 
comment  was  also  carried  in  Time  magazine. 

The  editorial  stated:  “Member  physicians 

are  robbing  California  Physicians  Sendee — and 
therefore  themselves — of  nearly  one  million  dol- 
lars a year.  In  one  doctor’s  case  he  made  the 
obvious  mistake  of  billing  for  surgery  and  subse- 
quent office  calls  when  the  patient  in  question 
had  actually  been  in  New  York  during  the  period 
the  sendees  were  allegedly  performed.” 

The  ironic  fact  is  that  while  only  200  phy- 
sician members  out  of  11,000  were  participating 
in  such  fraudulent  practices,  the  story  was  re- 
leased without  any  disciplinary  action  to  report. 
Thus  the  physicians  not  only  in  California 
but  throughout  the  United  States  were  con- 
demned in  a body  on  two  counts — for  permitting 
unethical  practitioners  to  belong  to  organized 
medicine,  and  second,  for  their  failure  to  dis- 
cipline those  involved.  However,  at  the  present 
time  the  California  Medical  Association  and  : 
California  Physician’s  Sendee  are  making  a de- 
termined effort  to  prosecute  those  involved. 

Here  I have  fisted  two  distinctly  different 
types  of  abuses  of  voluntary  health  insurance: 
one,  where  the  physician  abuses  the  plan  by 
charging  for  sendees  not  rendered;  the  other,  : 
where  the  physician  abuses  the  patient  by  in-  : 
creasing  his  fee  when  he  learns  that  the  pa- 
tient is  covered  by  insurance. 

In  the  March  22,  1952,  issue  of  the  Journal  of' 
the  American  Medical  Association,  President! 
John  Cline  has  this  to  say  about  such  practices: 

‘ A physician  should  expose  without  fear  or  favor, 
incompetent  or  corrupt,  dishonest  or  unethical  . 
conduct  on  the  part  of  members  of  the  profession. 
Xeglect  will  lead  to  the  harboring  of  unethical 
physicians  within  our  ranks.  If  we  tolerate  them, 
we  have  no  one  but  ourselves  to  blame  when  the 
public  brings  damaging  charges  against  us  ...  J l 
Unfair  and  unethical  conduct  by  a small,  ir- 
responsible segment  of  the  profession  not  only 
harms  the  patient  involved,  but  endangers  the 
freedom  of  medicine.  These  practices  must  bt 
eliminated!” 

Whether  these  practices  exist  in  New  York 
State.  I do  not  know.  But  if  they  do,  the  goocl 
public  relations  practiced  by  98  per  cent  of  youi  f 
members  can  be  completely’  wiped  out  by  the 
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per  cent  who  persist  in  violating  the  Code  of 
Medical  Ethics.  No  amount  of  money,  time, 
energy,  and  conscientious  practice  will  solve  your 
public  relations  problems  so  long  as  these  vio- 
lations are  tolerated. 

I know  that  the  establishment  of  emergency 
telephone  call  services  has  been  very  successfully 
promoted  in  New  York  State.  However,  I want 
to  use  a quote  from  the  March  22  issue  of  Editor  & 
Publisher  to  emphasize  the  need  for  medicine  to 
promote  a public  relations  program  voluntarily 
rather  than  be  forced  to  do  so  by  outside  groups. 

EMERGENCY  DOCTOR  CALL  SERVICE 
ACHIEVED— RALEIGH,  N.C.— This  city  will 
on  April  1 inaugurate  a system  for  handling  emer- 
gency medical  calls  largely  as  a result  of  a series  of 
news  articles  and  editorials  in  the  Raleigh  Times. 

Twice  within  recent  months  the  need  for  such 
facilities  has  been  emphatically  demonstrated. 
In  each  case  the  Times  reported  the  incident  com- 
plete with  pictures  and  editorial.  Subsequent 
stories  and  editorials  stimulated  Raleigh’s  doctors 
to  determine  what  could  be  done. 

The  County  Medical  Society  finally  announced 
plans  for  a call  service  by  means  of  which  medical 
emergencies  could  be  answered  by  a central 
operator  from  a standby  list  of  doctors  at  any 
hour  of  the  day  or  night. 

I question  the  authenticity  of  this  story,  but, 
nevertheless,  it  received  nation-wide  coverage. 
If  there  are  things  wrong  with  our  present  system 
of  medical  practice,  and  there  are,  then  it  is  far 
better  for  the  profession  to  correct  them  vol- 
untarily rather  than  to*  permit  others  to  claim 
that  they  are  responsible. 

I want  to  congratulate  the  Medical  Society  of 
the  State  of  New  York  for  the  support  you  have 
given  to  your  public  relations  program.  Your 
* field  service  program  has  enlisted  more  phy- 
sicians into  supporting  your  public  relations 
activities  than  ever  before.  More  county  med- 
ical societies  in  New  York  State  now  have  ex- 
ecutive secretaries  than  at  any  time  in  history. 
Their  public  relations  programs  have  received 
national  recognition  and  are  rendering  a signifi- 
j cant  contribution  to  medical  public  relations 
generally. 

Broome  County’s  revival  of  its  emergency  call 
plan,  Rochester’s  successful  meeting  with  labor, 
Westchester’s  social  worker  and  collection  con- 
sultant, Oneida,  Herkimer,  and  Madison  Coun- 
ties’ joint  support  of  an  executive  secretary, 
New  York  County’s  most  successful  TV  pro- 
gram, and  many  others  are  perfect  examples  of 
what  can  be  done  if  physicians  are  willing  to 
give  of  their  time,  talents,  and  substance  in 
supporting  a sound  public  relations  program. 

May  I commend  for  your  consideration  pro- 
grams such  as: 


1.  Santa  Clara  County’s  policy  of  providing 
medical  care  regardless  of  the  patient’s  ability 
to  pay. 

2.  Michigan,  Nebraska,  Missouri,  Illinois, 
and  Tennessee’s  promotion  of  medical  assistants 
clubs. 

3.  Ohio’s  school  health  program. 

4.  Kansas’  physicians  placement  service- — 150 
doctors  placed  last  year,  70  in  communities  of 
less  than  2,500. 

5.  Wisconsin’s  radio  spot  announcements. 

6.  North  Carolina’s  rural  health  program. 

7.  Indiana  and  Kentucky’s  telephone  post- 
graduate program. 

8.  Florida’s  committee  for  better  government. 

These  are  some  suggestions  you  may  wish  to 

investigate  and  incorporate  in  your  own  pro- 
gram for  the  coming  year. 

Medicine’s  public  relations  program  has  been 
proving  its  worth  from  Canada  to  the  Gulf  and 
from  Maine  to  California.  Use  the  keys  to  better 
public  relations  which  have  proved  successful. 
Unlock  the  doors  of  indifference,  public  criti- 
cisms, and  misunderstandings,  and  you  will  find 
it  one  of  the  soundest  investments  you  have  ever 
made. 

Discussion 

John  C.  McClintock,  M.D.,  Albany. — To  show 
our  public  relations  in  a better  light,  those  working 
in  this  field  should  inaugurate  a campaign  to  em- 
phasize the  accomplishments  of  the  medical  pro- 
fession. As  a doctor,  I feel  quite  strongly  that  the 
experts  who  advise  the  profession  on  public  relations 
could  eliminate  many  of  our  troubles  if  a program 
were  started  to  make  the  public  aware  of  its  obliga- 
tions. LTnreasonable  demands  upon  the  physician’s 
time,  failure  to  pay  bills  promptly,  and  the  im- 
portance of  obtaining  a personal  physician  before 
illness  strikes  are  but  a few  ideas  that  can  easily  be 
expanded  attractively  to  arouse  the  public  to  fulfill 
its  responsibilities  to  the  doctor.  These  are  rela- 
tively minor  considerations,  however,  when  com- 
pared with  the  major  task  facing  the  profession  and 
its  public  relations  experts. 

Mr.  Brown  has  pointed  out  the  importance  of 
persuading  individual  physicians  of  their  personal 
obligations  to  develop  good  public  relations.  He 
further  indicated  that  most  of  the  bad  publicity 
given  the  profession  at  large  originates  with  a 
minority  of  about  two  per  cent  of  our  total  member- 
ship. 

If  we  select  the  arbitrary  figure  of  18  per  cent  as 
representing  that  portion  of  our  membership  who 
conscientiously  carry  out  their  obligations  to 
organized  medicine  and  to  society,  then  we  are  left 
with  a large  group  of  apathetic,  relatively  inactive, 
and  indifferent  physicians  who  comprise  the  re- 
maining 80  per  cent.  Ways  and  means  must  be 
found  to  persuade  this  bulk  of  our  membership  to 
fulfill  completely  the  moral  obligations  of  a phy- 
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sician  and  a citizen.  The  doctor  who  refuses  to  see 
his  own  patients  at  night  without  previous  notice 
to  those  patients,  the  doctor  who  indefinitely  keeps 
patients  coining  once  or  twice  weekly  for  unneces- 
sary “shots,”  and  the  doctor  who  stays  away  from 
his  county  medical  meetings  are  all  showing  their 
poor  public  relations  just  as  much  as  do  the  two  per 
cent  who  get  into  the  public  press. 

The  scientific  side  of  medicine  in  our  country 
leads  the  world  in  its  accomplishments,  but  the 
medical  profession  as  an  organization  still  clings  to 
an  infantile  psychology  that  refuses  to  recognize  the 
changes  the  world  has  undergone  in  the  last  twenty- 


five  years.  There  is  no  longer  room  for  the  ego- 
centric prima  donna  in  our  midst.  We  can  no 
longer  tolerate  with  impunity  those  members  of  the 
profession  who  comprise  the  destructive  two  per 
cent. 

We  must  be  willing  to  discipline  our  membership 
for  their  unethical  practices;  the  80  per  cent  who  are 
now  silent  and  indifferent  must  be  persuaded  to  be- 
come vocal,  active,  and  cooperative. 

Unless  the  profession  is  willing  to  clean  its  own 
house  through  united  effort,  it  is  inevitable  that  all 
programs  designed  to  sell  the  doctor  to  the  public 
will  fail! 


> 
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CIVIL  DEFENSE  ISSUES  DETAILED  MANUAL  ON  MATCHING  FUNDS  PROGRAM  FOR 


STATES 

The  Federal  Civil  Defense  Administration  has 
issued  a comprehensive  manual  to  guide  state  and 
local  civil  defense  officials  in  getting  matching 
Federal  funds  for  health,  special  weapons,  and  other 
protective  programs.  The  publication,  Federal 
Contributions,  is  available  at  SI. 00  a copy  from  the 
Government  Printing  Office,  Washington  25,  D.C. 

The  manual  goes  into  details.  For  example,  it 
recommends  specific  medical  supplies  and  equip- 
ment for  a first  aid  station,  for  a 200-bed  im- 
provised hospital  and  for  a blood  donor  operation. 
It  also  sets  forth  legal  and  policy  limitations  and 
procurement  procedures. 

The  matching  fund  program  was  voted  $15  million 
by  the  last  Congress;  with  the  states  putting  up  an 
equal  amount,  the  over-all  program  would  total  $30 
million.  This  program  is  separate  from  the  nearly 
$34  million  blood  plasma  stockpiling  program,  an 
all-Federal  project.  In  a foreword,  Acting  FCDA 
Administrator  J.  J.  Wadsworth  declares  that  if  each 
state  and  community  “uses  available  matching 
funds  to  achieve  a balanced  pattern  of  civil  defense, 
the  end  result  will  be  the  most  effective  national 
civil  defense  program  possible  with  available 
funds.” 


Some  of  the  criteria  in  order  to  get  Federal  funds 
include: 

1.  Medical  supplies  and  equipment  must  be 
stored  in  a critical  target  area  or  within  a radius  * 
of  approximately  50  highway  miles  from  the  near- 
est boundary  of  such  area. 

2.  Critical  target  area  states  must  provide  at 
least  50  per  cent  of  their  supply  and  equipment 
requirements  for  the  first  aid  system  before  con- 
sideration can  be  given  to  requests  for  other  health 
items. 

3.  Medical  supplies  and  equipment  will  be 
limited  to  standard  items  listed  in  the  manual. 

4.  Such  supplies  and  equipment  may  be  used 
for  civil  defense  training  only  when  such  training  | 
does  not  jeopardize  their  ready  availability  in 
good  condition  for  use. 

The  report  states  that  no  contributions  will  be 
made  for  supplies  and  equipment  used  for  training 
purposes  when  they  are  available  in  (a)  first  aid 
courses  given  by  the  American  Red  Cross  and  the  ‘ 
Bureau  of  Mines,  ( b ) the  eighty-hour  course  of  the 
ARC  for  volunteer  nurses  aides,  or  (c)  hospital 
training  courses  which  can  be  given  in  existing 
hospitals. — - American  Medical  Association,  Capitol 
Clinic,  December  9,  1952 


ARE  PHYSICIANS  PEOPLE? 

John  F.  Conlin,  M.D.,  Boston,  Massachusetts 

( Director  of  Medical  Information  and  Education,  Massachusetts  Medical  Society) 


AFEAV  months  ago  in  a panel  discussion  be- 
fore a group  of  health  educators  in  Provi- 
dence, Rhode  Island,  I was  groping  for  a frame  of 
reference  on  which  to  hang  some  utterly  pro- 
found observation  or  other.  Finally,  I said, 
“Let’s  take  my  own  people,  for  example.  Phy- 
sicians are,  after  all,  people ” The  soaring 

idea  was  arrested  in  midflight  until  mirth 
subsided.  The  concept  of  physicians  as  people 
seemed  to  have  some  novelty. 

Our  elders  in  the  profession  clearly  remember 
a day  when  the  “learned  professions”  were  re- 
garded with  respect  and  even  affection.  The 
clergy,  our  brethren  of  the  legal  profession, 
educators,  the  often  ubiquitous  “professor,”  and 
others,  among  them  physicians,  were  pillars  of  the 
community.  Those  who  preceded  us  in  another 
and  more  leisurely  day  were,  traditionally,  gi- 
ants. Their  garb  often  set  them  apart.  If  old 
photographs  are  to  be  trusted,  their  facial  hir- 
sutism was  often  cultivated  to  a point  of  magnifi- 
cence. The  equipage  of  the  physician  was  well 
known  in  the  community,  and  the  clippity-clop 
of  his  faithful  beast  is  said  to  have  been  a com- 
forting and  reassuring  sound  as  he  made  his 
appointed  rounds  in  the  hours  of  darkness. 

The  advice  of  the  physician  was  often  sought 
in  matters  quite  apart  from  health.  He  served 
his  community,  not  only  on  the  board  of  health, 
but  equally  often  on  the  school  board,  the  li- 
brary committee,  as  selectman,  councillor,  town 
moderator,  or  even  as  mayor.  His  presence  and 
[Counsel  were  sought  and  freely  made  available  in 
[Committee  work  and  in  various  civic,  educational, 
religious,  and  other  community  projects.  There 
were  those,  even  then,  who  said  his  motives  were 
not  always  altruistic.  But  the  fact  maintains 
that  the  physician  was  active  in  spheres  outside 
of  his  own.  And  his  activity  was  recognized  and 
generally  appreciated. 

What  of  the  physician  today?  We  have  it 
from  no  less  an  authority  than  Benny  deVoto  in 
his  description  of  “Doctors  on  the  Boardwalk” 
that  physicians  look  like  any  other  group  of  people 
collectively.  He  has  proceeded  to  develop  the 
thesis  that  we  are,  however,  in  certain  other  re- 
spects evil.  So  we  have  one  point  established— 
that  we  do  not  think  and  act  as  one  self-appointed 
spokesman  for  the  “professional  liberals”  would 
have  us  think  and  act. 


Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York  City, 
Session  on  Public  Relations,  May  15,  1952. 


The  picture  of  physicians  painted  by  the  Wash- 
ington newscaster  for  the  A.F.L.,  Frank  Edwards, 
is  a sorry  one.  Mr.  Edwards,  with  his  peculiar 
talent  for  abuse,  at  times  goes  far  afield  for  ma- 
terial designed  to  place  physicians  in  a bad  light. 
This  I have  found  difficult  to  understand. 
I have  appeared  before  a considerable  number  of 
labor  groups  in  various  places.  We  have  often 
had  sharp  differences  of  opinion.  But  the  men 
in  the  labor  movement  whom  I know  I respect. 
The  fact  that  we  differ  in  various  opinions  is  a 
tribute  to  our  jealously  guarded  freedom  of 
speech  and  of  sources  of  information.  To  the 
best  of  my  knowledge  we  have  not  attacked 
labor  organizations  because  the  opinions  of  some 
of  their  leaders  and  spokesmen  differ  from  ours. 
But  if  the  continued  diatribes  of  Edwards  and 
much  of  the  labor  press  against  the  medical  pro- 
fession are  an  officially  tolerated  and  encouraged 
expression  of  the  true  opinion  of  organized  work- 
ers, one  very  large  group  of  our  population  re- 
gards us  as  a low  order  of  humanity. 

Then  we  have  a certain  type  of  give-away  radio 
and  television  show  which  is  becoming  increas- 
ingly prevalent.  The  peculiar  slant  of  the  spon- 
sors of  these  shows  is  that  charity,  entertainment, 
and  salesmanship  can  be  tied  up  neatly  in  one 
bright  shining  humane  package.  Their  huck- 
sters quickly  realize  the  fact  that  human  misery 
is  a saleable  commodity.  The  soap  operas 
have  long  capitalized  on  this  fact.  So  the  des- 
perate plight  of  the  parent  who  is  driven  to  the 
direst  straits  because  of  a sick  or  crippled  child 
is  spread  before  an  eager  and  palpitating  public. 
“The  doctor’s  bill  alone  would  be  more  than  a 
thousand  dollars.” 

The  inference  that  you  can’t  get  the  care  of 
skilled  physicians  or  hospitals  unless  you  put 
cash  squarely  on  the  barrelhead  is  being  increas- 
ingly resented  by  physicians  and  hospital  adminis- 
trators of  my  acquaintance.  You  physicians  who 
give  weeks  of  your  time  each  year  to  hospital  staff 
services  for  which  you  receive  no  recompense  and 
to  the  charity  care  of  patients  in  your  offices,  in  in- 
stitutions, and  in  their  homes  should  bitterly  and 
vocally  resent  the  inference  underlying  this  type  of 
exploitation.  A respected  newspaper  in  Massa- 
chusetts has  recently  expressed  itself  in  this  re- 
gard in  an  unsolicited  editorial.  So  we  may 
reasonably  conclude  that  a segment  of  our 
population  whose  ideas  of  the  medical  profession 
are  conditioned  by  what  they  see  and  hear  on 
this  type  of  show  have  little  cause  for  friendly 
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feelings.  Physicians  and  their  friends  are  prompt 
to  call  and  write  the  officers  of  their  state  societies 
as  these  events  occur  increasingly.  You  and 
your  patients  are  customers  of  these  sponsors. 
I suggest  that  you  take  it  up  with  them  directly. 

I would  touch  upon  the  matter  of  so-called 
medical  testimonials.  Again  the  hucksters  have 
moved  in  on  us,  lock,  stock,  and  barrel.  There 
seems  very  little  advertised  nowadays  in  the 
various  media — newspapers,  magazines,  posters, 
billboards,  subway  and  streetcar  cards,  radio,  and 
television — that  doesn't  lend  itself  to  endorse- 
ment by  some  vague  and  shadowy  "noted  special- 
ists say”  or  a “most  doctors”  or  "like  a doc- 
tor’s prescription”  approach.  This  goes  from 
plantar  wart  removers  to  perineal  pads  and  peri- 
wigs. 

The  unabated  and  unabashed  exploitation  of 
the  remnant  of  the  good  name  of  the  profession 
has  been  grist  to  the  mills  of  some  of  the  mental 
giants  who  come  over  the  air  as  comedians.  The 
low  comedy  portraiture  of  the  harried  physician 
arranging  his  endorsement  appointments  with 
his  office  nurse  is  a case  in  instance.  We  ought  to 
compose  some  sort  of  a special  award  for  Ed 
Wynn  and  his  writers.  On  Saturday  night. 
May  3,  1952,  Mr.  Wynn  reported  to  his  television 
audience  the  results  of  a recent  survey  which 
showed  that  “Nine  out  of  ten  doctors  prefer 
patients.”  Thank  you,  Mr.  Wynn. 

The  cigaret  advertisers  are  currently  the  worst 
offenders.  I will. gladly  offer  the  following  “en- 
dorsement” free  of  charge  to  any  tobacco  com- 
pany which  wishes  to  use  it  without  deletion 
or  alteration: 

I started  smoking  cigarets  at  the  age  of  eleven 
because  it  was  a forbidden  practice  and  a preroga- 
tive of  the  adult  I so  wanted  to  become.  I have 
smoked  cigarets  either  intermittently  or  con- 
tinuously ever  since  that  time.  The  first  puff  of 
any  cigaret  I exhale  through  my  nostrils  irritates 
them.  I can’t  tell  one  cigaret  from  another  of 
the  same  size  in  the  dark,  when  blindfolded,  or 
with  my  eyes  closed.  I can’t  honestly  see  why  any 
person  in  his  right  mind  would  insult  his  lungs  by 
dragging  into  them  unlimited  portions  of  the  com- 
bustion products  of  a field-grown  weed.  The  ad- 
vantages of  habituation  to  nicotine  are  unknown 
to  me.  I question  smoking  as  a possible  cause  of 
gastrointestinal  ulcers.  Cigaret  smoking  is  to  be 
avoided  in  certain  spastic  vascular  conditions. 
The  ulcer  patient  who  smokes  is  foolish.  The 
incidence  of  cancer  of  the  lung  is  demonstrably 
higher  in  habitual  smokers  than  in  nonsmokers. 

The  line  forms  on  the  right. 

There  are  few  things  so  irritating  to  the  physi- 
cian as  the  rich  baritone  voice  of  the  pitchman 
who  simulates  modern  medicine  by  radio — or. 
add  one  crisp  white  coat  and  pour  out  over  tele- 
vision. A run-of-the-mill  announcer  extols  the 


virtues  of  Aunt  Susan's  Snake  Oil  and  Sassafras 
Elixir,  and  then  comes  the  Voice  of  the  Doctor — 
“Good  advice,  folks,  etc.”  Are  physicians 
people? 

Before  deviating  from  this  fascinating  discus- 
sion. I would  single  out  one  recent  program  for 
special  mention.  On  Friday  evening,  April  11, 
1952,  at  9:30  p.m.,  in  Boston,  "Mr.  District 
Attorney  " was  heard  over  Station  WLAW.  This 
program  was  sponsored  by  Bristol-Myers,  which, 
as  you  all  know,  manufactures  Sal  Hepatica, 
Yitalis,  Ipana  Tooth  Paste,  and  Bufferin  Tablets. 
The  subject  of  the  evening's  crime  dissection  was 
an  unsavory  male  and  female  team  who  stole  dogs 
“for  the  vivisectors.”  The  man  ultimately  slew  - 
the  woman.  She  had  hairs  of  several  breeds  of 
dogs  on  her  coat.  There  was  a box  of  dog  collars 
and  tags  without  the  dogs  in  the  background. 
Virtue  ultimately  triumphed,  and  the  laboratory 
even  agreed  to  deal  only  with  legitimate  sources  of 
supply  of  animals  from  then  on. 

As  you  who  have  done  such  a wonderful  job 
with  the  Hatch-Metealf  bill  can  well  understand, 
a program  of  that  type  has  all  the  gentle  impact 
of  throwing  gasoline  on  a smoldering  forest 
fire.  The  airing  of  such  a program  in  any  com- 
munity where  maudlin  antivivisectionist  feeling 
runs  high  is  like  brandishing  the  proverbial  red 
flag  before  the  proverbial  bull.  Needless  to  say, 
my  telephone  was  sizzling  before  the  program  was 
minutes  underway.  Just  how  low  a pitch  is  it 
possible  to  throw?  And  who  are  our  “natural 
allies?” 

Then  we  hear  from  chamber  of  commerce,  i 
service  club,  and  other  organizational  secretaries. 
“Just  why  don't  you  physicians  come  out  of 
your  ivory  towers  and  join  and  work  with  the 
organizations  working  for  the  betterment  of  the 
community?”  That  one  is  a bit  hard  to  answer 
sometimes.  Fortunately,  the  situation  appears 
to  be  improving. 

Basically  your  modern  physician  is  of  a harried 
breed.  It  is  an  era  of  rapid  progress,  speedy 
travel,  and  quick  communication.  Our  horizons 
are  shrinking,  and  the  efforts  must  increase  to 
keep  pace  with  the  flood  of  journals,  meetings, 
breathless  communications  of  detail  men.  and 
all  the  rest.  Our  many  staff  meetings  are  com- 
pulsory. 

We  are  slaves  to  what  Dr.  Chester  Keefer  has 
called  the  "tong  system.”  A couple  of  proctol- 
ogists form  the  Patehogue  Proctological  Club. 
Then  it’s  the  Long  Island  Club,  the  Greater  New 
York  Club,  the  New  York  State,  Northeastern. 
Eastern,  American.  North  American,  W estern 
Hemisphere,  World  or  International,  and,  I 
suppose,  soon  the  Interplanetary  Proctological 
Club.  Then  the  Club  forms  a Society,  the  So- 
ciety delivers  a College  and  a Board  and  so  on. 
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{ with  extensive  geographic  ramifications.  It 
i finally  gets  to  the  point  where  a conscientious 
proctologist  hasn’t  time  for  anything  but  a suc- 
| cession  of  meetings. 

It  is  difficult  to  explain  all  this  to  people  in  our 
| communities  who  decry  our  apparent  lack  of 
j interest.  One  approach  is  to  make  it  clear  that 
j one  doesn’t  wish  to  join  an  organization  without 
being  willing  and  able  to  take  an  active  part  in 
its  programs.  Lip  service  and  dues  payment  are 
not  enough.  The  fact  is  inescapable,  however, 
that  unless  the  physicians  in  a community  ar- 
range among  themselves  for  coverage  through 
representative  membership  in  reputable  civic, 
service,  religious,  veterans  and  other  organiza- 
tions, there  is  a two-fold  loss.  One  loss  is  that 
we  fail  to  learn  at  firsthand  the  early  whisperings 
of  justifiable  criticism  or  of  misunderstandings 
which  affect  us  as  individuals  and  as  a profession. 
The  other  loss  is  one  which  we  can  completely 
ignore  only  through  selfishness.  We  have  an  ob- 
ligation as  educated  persons  and  as  members  of 
a dedicated  profession  to  make  our  advice  and 
services  and  counsel  available  to  our  fellow  citi- 
zens in  organizations,  in  addition  to  our  services 
to  them  as  individuals. 

It  is  not  too  difficult  to  find  basic  causes  for  a 
waning  respect  and  affection  for  physicians. 
Excluding  the  individual  quirks  which  all  of  us 
possess  as  humans,  it  is  easy  to  find  myriad  causes. 
To  most  Americans  the  physician  means  sickness 
or  injury.  Only  a very  small  part  of  our  popu- 
lation really  enjoys  illness  or  incapacity.  Dis- 
ability is  resented.  Its  cost  is  resented.  Un- 
allocated dollars  are  fewer  in  most  of  our  pock- 
ets. The  dollar  is  worth  increasingly  less. 
Taxes  are  increasingly  greater.  The  worker  will 
pay  for  the  work  of  his  or  another  worker’s  hands- 
automobiles,  refrigerators,  television  sets,  clothing, 
and  so  on.  But  he  didn’t  make  sickness.  He 
didn’t  want  it.  He  didn’t  order  it.  He  didn’t 
like  the  sickness.  He  didn’t  like  the  bill  for  pro- 
fessional services  which  is  to  him  its  symbol.  By 
transference  he  can  very  easily  dislike  the  author 
of  the  services  and  of  the  bill. 

This  is  one  area  where  the  quack  and  the  water- 
caster  have  the  advantage  over  the  competent 
and  ethical  physician.  The  chiropractor  and 
the  charlatan  have  little  or  nothing  to  sell.  But 
how  they  sell  it!  Those  of  you  who  have  encoun- 
tered the  fanatical  followers  of  the  chiropractors 
and  other  cultists  and  faith  healers  before  legis- 
lative committees  will  know  whereof  I speak. 
If  we  ever  sold  health  the  way  they  sell  their  hog- 
wash,  Utopia  would  have  already  arrived. 
“It’s  lucky  for  you  that  you  called  me — you’re 
threatened  with  pneumonia,”  or  “You’re  suf- 
fering from  low  blood  pressure,”  and  so  on. 

As  a profession  we  can’t  be  libeled  unless 


“group  libel”  laws  of  a state  allow  recourse. 
But  physicians  can  and  should  become  vocal 
about  much  of  the  unwarranted  criticism  which 
we  too  often  let  pass.  Public  relations-wise,  the 
professionals  state,  “You  are  what  people  think 
you  are.”  We  might  as  well  face  it.  A very 
significant  proportion  of  Americans  do  not  have 
a very  high  opinion  of  us  as  individuals. and  as 
a profession. 

For  too  many  years  our  chief  concern  through 
our  professional  organizations  has  been  with  edu- 
cational standards,  our  medical  schools,  our  hos- 
pital staff  competence  levels,  research,  postgrad- 
uate teaching,  our  professional  journals,  clinical 
sessions,  and  so  on,  down  the  list.  Most  of  what 
we  have  done  is  well  regarded  by  those  who  know 
our  doings.  It  is  for  what  we  have  not  done  that 
we  are  often  pilloried,  at  times  with  considerable 
justice.  We  have  bad  apples  in  our  barrel. 
Abortions  are  still  performed.  Fees  are  still  split. 
Patients  are  still  overcharged.  There  are  still 
failures  to  obtain  the  services  of  a physician  in 
time  of  emergency,  and  so  on.  The  record  -is 
abundantly  clear  that  we  will  not  tolerate  such 
situations.  Our  housecleaning  continues. 

The  laissez-faire  days  are  long  past.  I am  my 
brother’s  keeper.  The  Principles  of  Medical 
Ethics  of  the  American  Medical  Association,  to 
which  we  have  all  subscribed,  clearly  state, 
“A  physician  should  expose,  without  fear  or 
favor,  incompetent  or  corrupt,  dishonest  or  un- 
ethical conduct  on  the  part  of  members  of  the  pro- 
fession. . . .before  proper  medical  tribunals.  ...” 
(Principles  of  Medical  Ethics  of  the  American 
Medical  Association,  Chapter  III,  Section  4). 

Our  emergency  telephone  coverage  services 
are  increasing  apace.  Our  “grievance  com- 
mittee” functions  with  appeal  and  arbitration 
services  to  patients  who  feel  that  they  have  been 
improperly  or  unfairly  treated  are  widely  pub- 
licized and  are  being  utilized.  We  have  not 
rested  on  a defense  of  the  status  quo.  We  have 
worked  on  the  assumption  that  nothing  we  are 
now  doing  is  good  enough  and  have  set  ourselves 
to  a constant  and  continuing  effort  to  improve 
all  medical  services  in  schools,  industry,  preven- 
tive services,  voluntary,  prepaid,  budget-basis 
insurance  programs,  and  so  on  through  the  list. 

There  is  much  that  we  can  do  as  individuals  to 
improve  the  public  regard  for  us  as  a profession. 
Those  of  us  who  have  the  time  and  ability  should 
work  with  our  speakers  bureaus.  Face  to  face 
discussion  is  very  valuable.  A few  extra  min- 
utes of  explanation  of  a disease  process  to  a pa- 
tient is  valuable  not  only  toward  good  will  but  to- 
ward cooperation.  The  sketch  of  the  ulcer  or  of 
the  myocardial  infarct  accompanied  by  the  ex- 
planation of  the  particular  regime  recommended 
helps  hugely. 
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Everyone  is  by  now  familiar  with  the  advice 
to  discuss  fees  with  the  patient,  if  not  before  the 
services  are  rendered,  definitely  before  the  bill 
is  sent.  The  advantages  of  an  itemized  bill  are 
clear.  The  manners  of  our  office  personnel  are 
important.  The  necessity  of  telephone  answer- 
ing service  and  a physician  to  cover  your  calls 
during  absence  from  office  or  home  should  be 
known  to  all.  yet  there  is  still  occasional  neglect. 

In  real  truth  probably  no  patient  who  ever 
consults  a physician  professionally  is  entirely 
“normal.''  Even  at  a routine  health  checkup 
there  will  usually  be  some  element  of  apprehen- 
sion. Physicians,  being  human,  have  “bad 
days. " In  our  profession  we  seem  required  to 
rise  above  many  mundane  considerations.  The 
people  expect  it.  To  whom  much  is  given,  of 
him  much  is  expected. 

There  are  those  who  look  back  with  nostalgia 
to  the  "good  old  days"  to  which  I referred  briefly 
early  in  tliis  paper.  That  there  was  less  wear 
and  tear  on  the  coronary  arteries  we  will  probably 


RED  CROSS  ASSUMES  COST  OF  PRODUCING 
UNDECIDED 

The  American  Red  Cross  has  announced  that  it 
will  assume  costs  of  producing  gamma  globulin,  an 
action  which  will  result  in  several  changes  in  the 
national  blood  program.  Because  gamma  globu- 
lin and  serum  albumin  can  be  processed  from  the 
same  whole  blood.  Defense  Department  and 
Federal  Civil  Defense  Administration  will  begin 
storing  serum  albumin:  both  had  been  storing 

blood  plasma  until  the  Red  Cross  announcement. 
While  Red  Cross  will  assume  cost  of  producing 
gamma  globulin  for  the  nation,  it  will  not  undertake 
its  distribution  and  allocation.  How  this  gamma 
globulin  is  to  be  distributed — there  will  be  no  charge 
for  it — still  has  to  be  decided.  State  and  territorial 


all  agree.  But  I would  not  have  the  clock 
turned  back.  Besides  the  defects  of  heating, 
water  supply,  hygiene,  sanitation,  and  peripheral 
outhouses,  there  were  very  few  specifics  available 
for  the  treatment  of  disease  in  the  good  old  days. 
We  have  truly  come  a long  way. 

I may  not  have  answered  the  question  I posed 
for  you  in  the  title  of  this  paper.  Of  necessity 
I know  more  physicians  than  most  people.  The 
very  high  percentage  of  them  I admire  and  re- 
spect. I am.  frankly,  prejudiced. 

I think  I have  the  answer  to  my  own  question — 
".Are  physicians  people?"  If  we  consider  the 
ideal  picture  which  many  patients  have  delin- 
eated for  themselves  of  what  constitutes  the  good 
physician,  we  will  find  that  we  are  to  be  gentle, 
kind,  even-tempered,  always  available,  tireless, 
inexhaustibly  patient,  everlastingly  resourceful, 
and.  up  to  this  morning's  radio  broadcast,  com- 
pletely informed.  My  answer,  finally,  is — Yes. 
physicians  are  people.  That’s  what’s  wrong 
with  us. 


GAMMA  GLOBULIN:  DISTRIBUTION 

health  officers  are  expected  to  work  out  some  system 
for  distribution  and  make  their  recommendations  to 
the  Office  of  Defense  Mobilization. 

Another  problem  is  that  of  matching  supply  with 
demand.  Because  gamma  globulin  is  considered 
effective  in  prevention  of  paralysis  due  to  polio- 
myelitis. the  public  demand  for  it  is  expected  to  far 
outreach  supply  by  early  next  summer.  Although 
increased  blood  donations  are  expected  as  a result 
of  the  publicity  on  the  new  Red  Cross  campaign, 
there  is  little  or  no  possibility  of  producing,  in  the 
immediate  future,  all  the  gamma  globulin  that  will 
lie  desired — American  Medical  Association.  Capitol 
Clinic.  December  9.  1952 


PATIENT  RELATIONS— SCIENTIFIC  OR  INTUITIVE? 

William  Alan  Richardson,  Rutherford,  New  Jersey 


[Editor,  Medical  Economics) 

tj’VER  since  horse-and-buggy  days,  physi- 
J— ' cians  have  been  aware  in  some  measure  of 
what  is  now  called  public  relations.  During  the 
last  several  years,  this  awareness  has  been 
intensified.  According  to  a textbook  used  cur- 
rently in  many  business  schools,  “Public  rela- 
tions is  the  newest  function  of  management  and  is 
rapidly  coming  to  be  the  most  important.” 
To  the  extent  that  this  is  true  in  business,  it  is 
probably  true  also  in  medicine — as  witness  the 
holding  of  more  and  more  medical  meetings  on 
medical  public  relations. 

Only  a physician  with  his  head  in  the  sand 
would  fail  to  appreciate  the  truth  of  a remark 
made  by  Harry  Bullis,  board  chairman  of  General 
Mills.  “Public  relations,”  he  said,  “is  some- 
thing you’ve  got  whether  you  want  it  or  not 
and  whether  you  consciously  do  anything  about 
it  or  not.” 

People  either  think  well  of  you,  badly  of  you, 
or  don’t  know  enough  about  you  to  have  any 
opinion.  Making  sure  they  do  have  an  opinion 
of  you  and  that  it  is  a good  opinion  is  the  func- 
tion of  public  relations. 

Public  relations  is  basically  a pretty  simple 
thing.  It  just  means  doing  good  and  letting 
people  know  about  it.  Yet  for  some  individuals 
and  organizations,  doing  good  is  harder  than  it 
sounds.  George  Saas,  former  public  relations 
director  of  the  Citizens  Gas  and  Coke  Company 
of  Indianapolis,  put  it  in  these  words: 

Guys  like  me — public  relations  men — can  only 
interpret.  We  can’t  whitewash  a black  sheep. 
No  amount  of  publicity  will  improve  your  public 
relations  if,  deep  down  in  your  heart,  you’re  a 
stinker.  If  you’re  a cold-eyed,  calculating  money- 
grubber,  then  good  public  relations  is  not  for  you. 
On  the  other  hand,  if  you  live  a clean  business  or 
professional  life,  and  if  you’re  honest  in  trying  to 
give  people  a fair  shake,  good  public  relations 
becomes  a distinct  possibility. 

The  full  power  of  public  relations  was  not  felt 
by  physicians  until  socialized  medicine  became 
an  acute  issue.  Then,  in  a major  test  of  strength 
between  the  forces  of  regimentation  on  the  one 
hand  and  free  enterprise  on  the  other,  they  saw 
what  a public  relations  campaign  could  ac- 
complish. One  effect  of  this  struggle  was  to 
develop  fear  and  statesmanship  at  the  same  time. 
Whether  or  not  the  individual  doctor  wished  it, 
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lie  was  forced  to  take  a position  of  leadership  in 
his  community  and  to  make  known  that  leader- 
ship to  the  public.  This  was,  in  fact,  one  of  the 
main  things  that  helped  to  establish  public  re- 
lations as  the  fourth  pillar  supporting  the  struc- 
ture that  is  American  medicine — the  other  pil- 
lars being  the  provision  of  medical  care,  its  dis- 
tribution, and  its  financing.  Steadily  the  reali- 
zation is  spreading  that  private  medicine  can 
survive  only  to  the  extent  that  it  operates  in  the 
public  interest. 

Putting  a public  relations  program  into  effect 
means  taking  four  distinct  steps.  I’ll  discuss 
these  steps  initially  as  they  are  taken  by  a medi- 
cal association,  rather  than  by  an  individual 
physician: 

First,  j'ou  have  a scientific  survey  made. 
This  tells  you  what  people’s  attitudes  are  toward 
your  association,  why  they  harbor  those  atti- 
tudes, and  hence,  what  public  relations  problems 
you’re  up  against.  The  second  step  in  planning 
a public  relations  program  is  to  revise  your  think- 
ing and  policies  in  the  light  of  what  you’ve  learned 
from  your  survey.  Obviously,  this  necessitates 
a frank  appraisal  of  your  association  and  of  the 
services  its  members  render.  The  third  step  is  to 
draft  a specific  plan  of  action  and  to  execute  it 
in  a manner  that  will  win  public  approval.  This 
is  the  time  to  try  to  correct,  or  at  least  explain, 
the  causes  of  dissension  found  in  the  course  of 
the  survey.  The  fourth  and  last  step  is  to  tell 
your  public  relations  story  candidly  and  convinc- 
ingly to  all  who  should  hear  it. 

I repeat,  then,  the  four  steps  toward  better 
medical  public  relations  are  (1)  finding  out  what’s 
wrong,  (2)  revamping  your  policy  accordingly, 

(3)  devising  and  executing  a specific  program  of 
action,  and  (4)  telling  people  about  it. 

The  logic  of  this  planning  is  self-evident.  Until 
you  know  what’s  wrong  with  your  public  rela- 
tions, what  misconceptions  people  have  about 
you,  what  antagonisms  they  have  saved  up,  and 
what  their  grievances  are,  you  can  scarcely  do 
an  intelligent  housecleaning. 

Perhaps  the  greatest  handicap  to  the  initiation 
of  public  relations  programs  has  been  the  feeling 
among  those  vVho  must  foot  the  bill  that  public 
relations  is  an  intangible  sort  of  thing  and  that  a 
major  outlay  for  it  may  bring  only  minor  bene- 
fits, if  any.  But  now  a yardstick  is  available  to 
measure  both  methods  and  results,  and  to  do  it 
scientifically,  rather  than  by  guesswork. 

While  opinion  research,  on  which  so  many 
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public  relations  decisions  are  based,  still  isn't  an 
exact  science,  it  has  been  developed  to  a point 
where  the  hard-headed  officers  and  directors  of  big 
business  use  it  regularly  and  extensively.  Gen- 
eral Motors.  General  Foods,  Procter  and  Gamble, 
and  Johns-Manville  are  examples  of  the  mam- 
corporations  that  wouldn’t  think  of  starting  a 
public  relations  activity  without  first  sun-eying 
public  attitudes  and  then  making  follow-up 
studies  to  gauge  their  progress. 

Glenn  and  Denny  Griswold,  well-known  public 
relations  consultants,  say,  ‘‘The  curse  of  public 
relations  from  the  beginning  has  been  the  assump- 
tion on  the  part  of  many.  . . that  it  is  merely  a 
tool  for  meeting  crises  and  that  its  function  is  in 
the  nature  of  a fumigating  process.  This  atti- 
tude is  being  abandoned.  Almost  every  sub- 
stantial program  today  puts  emphasis  on  repeti- 
tion and  continuity.  Management  is  learning 
that  it  is  cheaper  and  more  effective  to  prevent 
crises  in  public  attitudes  than  to  try  to  cure 
them  after  they  have  developed.” 

Remember  that  it  is  the  deep-rooted  convic- 
tions and  attitudes  of  the  public  that  determine 
how  it  will  respond  to  the  actions  of  a medical 
association  and  its  members.  True,  those  con- 
victions and  attitudes  can  be  changed.  But 
they  can’t  be  changed  readily  in  a crisis.  It 
takes  time.  So  a continuing  public  relations  pro- 
gram is  the  answer.  Only  by  such  means  is  it 
possible  to  create  and  maintain  public  confidence 
and  public  receptivity. 

Recently.  New  York’s  State  Attorney  General 
Xathaniel  Goldstein  got  state-wide  publicity  as 
a result  of  having  viewed  with  alarm  what  he 
referred  to  as  “a  shortage  of  50.000  physicians 
in  the  United  States.”  Others  have  made  head- 
lines with  similar  statements. 

What’s  the  point?  The  point  is  that  while 
you  can  never  completely  eliminate  unfavorable 
publicity  about  the  profession,  it  is  possible, 
through  a well-conceived  public  relations  pro- 
gram that  goes  on  day  by  day.  week  by  week,  and 
year  by  year,  to  educate  the  people  so  thoroughly 
that  public  misstatements  about  medicine  are 
reduced  to  a rarity. 

Incidentally,  public  relations  programs  seldom 
show  results  in  less  than  six  months.  Quite 
often,  a year  is  allowed  in  which  to  analyze  the 
situation,  launch  a program,  and  develop  it  to 
a point  where  its  first  effects  can  be  seen.  Un- 
fortunately, some  associations  still  have  the  con- 
fused idea  that  public  relations  is  a mere  syn- 
onym for  publicity.  Those  that  do  may  spend 
lavishly  for  publicity  of  all  types  without  any 
sound,  underlying  public  relations  concept.  Or, 
conversely,  they  may  regard  publicity  as  only 
one  step  removed  from  cheap  press  agentry;  so 
they  spend  nothing  on  it  at  all. 


Besides  those  men  I have  mentioned  already, 
who  look  upon  public  relations  merely  as  a means 
of  periodic  catharsis,  there  is  also  a morally 
dishonest  minority  who  pay  lip  service  to  good 
public  relations  projects  but  who.  in  fact,  have 
little  use  for  them.  If  these  projects  promise 
to  sen  e some  selfish  purpose  of  theirs  for  a time, 
they'll  support  them  and  later  discard  them. 
Typical  of  this  group  are  the  men  who,  as  long 
as  the  threat  of  socialized  medicine  was  acute, 
touted  voluntary  health  insurance  to  the  sky, 
but  who  now,  with  the  threat  subsiding,  see  no 
reason  to  support  such  prepayment  plans  merely 
beeause  they  are  beneficial  to  the  public. 

Once  a public  relations  sun-ey  has  been  made 
and  a suitable  program  has  been  put  into  opera- 
tion, there  are  literally  scores  of  ways  in  which  to 
bring  it  to  the  attention  of  the  public.  Some  of 
the  publicity  technics  especially  adaptable  to 
medical  associations  are  these: 

First,  advertising . Among  the  tools  of  associa- 
tion public  relations,  this  finds  frequent  use. 
The  reasons  are  simple:  It’s  sure.  It’s  quick. 
And  it’s  relatively  economical.  A society  can  - 
use  advertising  both  to  put  specific  messages 
across  and  to  feature  the  general  importance  of 
medicine  in  the  life  of  the  community. 

Another  kind  of  publicity — the  most  desirable, 
in  fact — is  the  kind  that's  free.  This  often  re-  . 
suits  from  the  sending  out  of  releases  to  press  and, 
radio.  A medical  association  will  do  well  to 
issue  releases  whenever  it  has  anything  worth , « 
while  to  say.  These  should  be  written  in  concise, 
news  reporting  style,  without  padding,  without 
propaganda,  and  geared  to  some  community 
interest. 

Vitally  important  to  the  assurance  of  good  pub- , 
lie  relations  is  an  open-door  press  policy.  Med-  . 
ical  associations  often  move  with  what  newsmen 
regard  as  maddening  slowness.  Yet  since  it’s, 
ridiculous  to  try  to  hold  a trustees  meeting  even- 
time a reporter  asks  the  society  a question,  the 
solution  is  for  the  society  to  appoint  an  answer 
man.  Actually.  I should  say  answer  men,  for,  . 
there  ought  to  be  a panel  of  them  so  that  one  can 
be  on  tap  for  each  hour  of  the  twenty-four. 

An  answer  man  is  necessarily  one  in  whom  the 
society  has  confidence  and  who  can  answer  or 
help  get  answers  to  the  questions  newsmen  ask. 
Charges  against  the  profession,  in  particular, 
must  be  met  at  once,  while  they’re  still  news. 
And  that  often  means  within  minutes  or  hours, 
not  at  some  scheduled  meeting  of  a committee  of 
the  society  several  weeks  hence.  Newspapers 
and  radio  stations  should  be  told  what  specific 
individuals  will  be  available  to  answer  questions, 
where  they  can  be  reached,  and  when. 

A press  query  can  generally  be  answered  in 
one  of  three  ways.  The  spokesman  for  the  as- 
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sociation  can  say,  ‘ ‘Here  are  the  facts.”  Or  he  can 
say,  “I  don’t  have  the  answer  at  the  moment,  but 
I’ll  look  into  the  matter  and  call  you  back.”  Or 
he  can  say  “I’m  sorry.  I can’t  talk  about  that 
particular  situation  right  now,  and  here  (if  per- 
missible to  state  it)  is  the  reason  why.” 

Never  should  any  attempt  be  made  to  suppress 
information  of  an  adverse  nature.  If  the  repre- 
sentatives of  the  association  act  like  reasonable 
people,  if  they  make  every  effort  to  cooperate 
with  newsmen  instead  of  forcing  them  to  guess 
at  answers,  they’ll  be  repaid  in  kind.  Willingness 
to  comment  on  a delicate  or  unsavory  situation  is 
especially  appreciated  by  the  reporter  who  may 
be  hard-pressed  to  find  out  what’s  really  what. 
‘If  anything  will  engender  a sympathetic  attitude 
on  the  part  of  the  press,  this  is  it. 

Be  frank  in  your  relations  with  the  press  and 
radio.  Be  available  and  be  ready  to  supply  an 
answer  when  you  receive  a press  inquiry.  Try  to 
anticipate  the  needs  of  the  press  before  they  occur. 
Don’t  keep  a reporter  waiting  any  longer  than 
you  have  to;  remember  he’s  got  a deadline  to 
meet.  Conversely,  don’t  be  patronizing. 

When  there  is  really  big  news  to  break  or  com- 
ment on,  then  a press  conference  may  be  the  best 
medium.  Newsmen  welcome  such  conferences 
when  they  reflect  sincere,  honest  intent  and  es- 
pecially when  they  provide  an  opportunity  to 
question  the  source  of  the  news  in  person. 

Other  avenues  to  publicity  are  association 
reports  based  on  the  actions  or  statements  of  local 
physicians,  letters  to  newspaper  editors,  the 
provision  of  background  material  to  editors  and 
writers,  conducting  public  forums,  sponsoring 
special  events,  giving  speeches,  issuing  associa- 
tion booklets,  writing  special  letters  to  community 
leaders,  even  having  open  house  now  and  then 
at  the  medical  society  headquarters  or  at  one  of 
the  local  hospitals,  for  the  benefit  of  key  people 
in  the  community. 

Medical  societies  have  done  relatively  little  in 
the  way  of  telling  medicine’s  story  through  the 
schools.  Yet  the  potentialities  in  that  direction 
are  immense.  Some  time  ago  the  Rubber  Manu- 
facturers Association  got  out  a booklet  that  ex- 
plained dramatically  rubber’s  contribution  to 
American  life.  The  booklet  was  such  an  excellent 
teaching  tool  that,  within  a short  time  of  its 
publication,  schools  had  requested  more  than 
150,000  copies  for  use  in  their  classrooms.  The 
Association  of  American  Railroads  has  a similar 
activity.  So  has  the  Ford  Motor  Company.  The 
latter,  incidentally,  uses  educational  cartoon 
booklets. 

Few  institutions  in  a town  are  closer  to  the 
hearts  of  the  people  who  live  there  than  are  its 
schools.  The  children  of  a community  come  from 
the  homes  of  people  who  are  the  doctor’s  patients, 


and,  of  course,  many  of  the  youngsters  themselves 
are  patients.  The  things  they  learn  in  school 
about  the  medical  profession  are  bound  to  have 
an  effect  on  their  thinking  in  the  future  and  on 
the  present  attitudes  of  their  parents.  The  more 
these  youngsters  find  out  about  medicine — 
especially  private  medicine— the  more  likely  they 
are,  as  they  get  older,  to  seek  medical  advice  from 
competent,  private  physicians. 

Of  all  public  relations  activities,  the  most  im- 
portant are  what  might  be  termed  leadership 
projects.  It  isn’t  enough  for  medicine  to  do  a 
good  passive  job.  It  must  also  do  an  aggressive 
job,  fighting,  when  necessary,  for  causes  that  it 
knows  to  be  deserving. 

Leadership  projects  relate  most  often  to  the 
solution  of  problems  of  a community  nature,  in 
many  instances,  public  health  problems.  Once 
a medical  association  gets  such  a project  going, 
supporters  tend  to  spring  up  right  and  left.  All 
that’s  needed  is  to  spark  the  movement  in  the 
first  place. 

Basic  to  the  success  of  any'  broad  public  rela- 
tions program  is  the  employment  of  competent, 
professional  personnel.  This  would  appear  to  be 
self-evident.  Yet  it  is  not,  as  so  many  poorly 
devised  public  relations  programs  indicate. 
Claude  Robinson,  president  of  the  Opinion  Re- 
search Corporation,  says  that  it  takes  up  to  five 
years  of  study  and  practice  under  expert  tutelage 
to  become  competent  in  opinion  research  tech- 
nics. It’s  also  worth  pointing  out  that  those 
technics  are  changing  rapidly  and  that  the  dilet- 
tante in  the  field  cannot  possibly  keep  up  with 
them. 

Professional  help  at  the  survey  stage  is  espe- 
cially vital,  for  public  opinion  measurement  can  be 
as  misleading,  if  improperly  conducted,  as  it  is 
informative  when  done  right. 

There  are  four  common  types  of  working  ar- 
rangements with  public  relations  counsel : (1)  The 
public  relations  man  or  agency  serves  as  a consult- 
ant only.  (2)  The  public  relations  man  not  only" 
acts  as  a consultant  but  helps  with  the 
operational  planning  of  a public  relations  depart- 
ment within  the  association.  (3)  The  consultant 
is,  in  effect,  the  public  relations  department  of  the 
association;  he  not  only  guides  policy  but  he 
executes  it.  (4)  The  consultant  limits  himself  to 
doing  spot  jobs;  he  may  be  one  of  several  whom 
the  association  retains  periodically. 

Those  medical  associations  that  doubt  that  they 
can  afford  to  do  a public  relations  job  had  better 
ask  themselves  the  question,  “Can  we  afford  not  to 
do  it?”  Admittedly  such  a program  is  expensive. 
But  how  expensive  it  really  is  depends  on  how 
much  is  at  stake.  Organized  medicine- — now  a 
favorite  public  whipping-boy — knows  there  is 
plenty  at  stake;  but, so  far, not  all  its  constituents 
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have  seen  the  wisdom  of  spending  to  protect  the 
interests  of  its  practitioners  and  their  patients. 

You  may  think  at  this  point  that  I have  chosen 
to  overlook  the  public  relations  work  medicine  has 
already  done.  I have  not.  Some  of  it  has  been 
outstanding.  But,  so  far,  only  a beginning  has 
been  made.  I talked  with  an  enlightened  G.P.  the 
other  day  who  put  it  this  way : “We’ve  got  to  get 
over  thinking  that  when  we  spend  $25  apiece  for 
better  public  relations  we’ve  made  the  supreme 
sacrifice,  and  that  that  takes  care  of  our  collective 
obligation  from  then  on.  Nothing  could  be 
further  from  the  truth.” 

For  one  thing,  paying  the  cost  of  better  medical 
public  relations  isn't  an  obligation.  As  long  as 
we  have  the  opportunity  to  combat  what  we  think 
is  wrong  and  work  for  what  we  think  is  right, 
expressing  our  views  freely  in  the  process,  let  us 
recognize  this  independent  action  for  what  it  is: 
a privilege,  not  a duty.  And  since  it  is  a privi- 
lege, let  us  make  the  most  of  it. 

In  developing  medicine’s  public  relations  as 
the}'  should  be  developed,  we’re  not  limited  to  an 
outlay  of  $25.  We’re  free  to  spend  $100,  or  more. 
As  long  as  we  can,  let’s  do  it.  Let’s  raise  our 
sights  and  stop  playing  for  peanuts. 

The  labor  unions  of  this  country  learned  years 
ago  the  value  of  public  esteem  and  of  employing 
public  relations  counsel  to  help  them  gain  it. 
Their  members  are  willing  to  pay  the  freight,  too. 
Some,  with  relatively  modest  incomes,  pay  as 
much  as  S100  a year  in  dues.  Doctors,  by  con- 
trast, often  pay  dues  of  only  S10  or  $20  a year. 
As  far  as  the  public  is  concerned,  the  results  are 
dismally  in  proportion. 

Public  relations  are  of  both  the  external  and  in- 
ternal type.  Internal  public  relations  will  be  satis- 
factory' only  if  there  is  a good  line  of  communi- 
cation between  the  public  relations  policy-makers, 
the  workers,  and  the  general  membership  of  the 
association.  I won’t  take  time  here  to  describe 
these  various  lines  of  communication.  I’ll  simply 
say  that  they  include  such  things  as  an  annual 
public  relations  report  to  the  association’s 
membership;  a handbook  for  those  working  on 
the  public  relations  program ; periodic  newsletters 
explaining  changes  in  policy,  results  achieved,  and 
so  on;  regular  meetings  of  those  concerned  with 
the  public  relations  job;  perhaps  even  a sugges- 
tion system,  set  up  so  that  members  of  the 
association  can  submit  their  ideas  anonymously. 
After  all,  it’s  the  members  of  the  association  who 
furnish  the  money  and  the  manpower  to  make  a 
public  relations  campaign  successful.  All  too 
often,  these  contributing  members  are  forgotten. 
They’re  not  told  what’s  going  on,  so  they  natu- 
rally start  grousing  about  what  they  think  is  a 
lack  of  results. 

One  of  the  chief  handicaps  to  medical  public 


relations  today  is  the  feeling  among  a good  many 
of  the  smaller  societies  that  this  isn’t  their  dish 
and  that  only  the  very  large  associations  can  con- 
sider it.  Actually,  a moderate-sized  association 
may  be  able  to  do  a more  intimate,  direct,  and 
personal  public  relations  job  than  a'  large  one. 
A survey  conducted  by  the  magazine  Public 
Relations  Sews  showed  that  literally  thousands  of 
small  and  medium-sized  business  concerns  have 
come  to  the  conclusion  that  it  is  both  desirable 
and  practicable  for  them  to  establish  public 
relations  departments  or  to  retain  public  relations 
counsel.  The  same  thing  can  and  should  lie  done 
in  medicine. 

It  is  true  that  in  the  early  days  of  public 
relations  only  the  large  associations  could  afford 
the  trail-blazing  research  needed  to  establish 
sound  procedures.  But  now  a wealth  of  recorded 
experience  and  advice  is  at  the  disposal  of  any 
small  association  that  chooses  to  draw  on  it. 
Neither  the  smaller  medical  societies  nor  indi- 
vidual physicians  can  shrug  off  responsibility  by 
saying,  “This  is  a job  for  the  A.M.A.”  It  is  not. 
Each  unit  of  organized  medicine  is  confronted 
with  the  hard  fact  that  harmony  begins  at  home 
and  that  unless  all  local  units  exert  themselves  to 
the  limit,  results  across  the  country  will  be 
negligible. 

Now  a word  about  medical  public  relations 
from  the  standpoint  of  the  individual  physician. 
While  I’m  discussing  him  last  on  the  list.  I do  so 
not  to  play  down  his  importance  in  the  public 
relations  sphere  but  rather  to  emphasize  it — to 
leave  with  you  the  feeling  that,  in  the  final 
analysis,  the  practicing  physician  is  the  man  who 
can  make  or  break  medicine’s  good  name  in  the 
eyes  of  the  public. 

Most  practitioners  by  now  have  at  least  a 
fair  idea  of  what’s  causing  the  profession’s  poor 
public  relations.  But.  quite  understandably,  the 
individual  doctor  seldom  stops  to  think  that  he’s 
the  one  who  is  guilty  of  these  practices;  it  is  al- 
ways the  other  fellow.  Actually,  it  is  quite 
possible  that  he  is  guilty — at  least  in  a number  of 
small  irritating  ways.  Certainly  someone  is 
alienating  patients  and  influencing  people  to  be 
critical  of  the  medical  profession.  And  it  can’t 
always  be  someone  else.  If  there  was  ever  an 
occasion  for  the  individual  practitioner  to  do  a bit 
of  personal  soul-searching,  this  is  it.  It  is  prob- 
ably no  exaggeration  to  say  that  every  doctor 
alienates  some  patients  inadvertently.  He  may 
fail  to  answer  the  patient’s  questions  adequately. 
He  may  give  the  impression  that  he  is  unduly 
interested  in  his  fee.  He  may  make  the  patient 
wait  too  long.  Or  he  may  do  any  one  of  a hun- 
dred things  that  stir  resentment.  The  thing  to 
remember  is  that  these  are  not  rare  occurrences. 
They  happen  all  the  time. 
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Mr.  J.  M.  McKibben,  one  of  the  top  public 
relations  men  for  Westinghouse,  urges  the  appli- 
cation of  two  “commandments”:  Keep  them 
sold!  Keep  them  selling! 

Adapted  to  medicine’s  uses,  these  command- 
ments mean:  Keep  the  public  sold  on  the  value  of 
your  services,  thereby  inducing  each  patient  to  tell 
the  next  one  how  well  the  doctor  took  care  of  him. 

It  sounds  easy.  But  how  to  do  it?  You  do  it 
by  making  the  patient’s  interests  your  interests. 
You  do  it  by  mentally  acting  the  role  of  the  pro- 
spective patient  yourself.  You  keep  in  mind  the 
fact  that  when  a patient  consults  a doctor,  he 
wants  complete  attention  to  whatever  ail- 
ment he  presents.  He  is  not  satisfied  with  a 
hurriedly  scribbled  prescription  and  a pat  on  the 
back.  He  can  get  that  under  socialized  medicine. 

What  every  doctor  ought  to  have,  in  my  opin- 
ion, is  a patient’s  eye-view  of  himself  and  his 
practice.  There  are  several  ways  to  achieve 
this:  One  man  we  mentioned  in  Medical 

Economics  three  years  ago  hired  his  own  public 
relations  counsel  as  a means  of  getting  an  out- 
sider’s slant  on  his  methods.  The  public 
relations  man  in  this  case  entered  the  doctor’s 
office  as  a patient.  In  the  process,  he  made  notes 
on  the  doctor’s  personnel,  his  office  layout,  patient 
traffic  handling,  history-taking,  fee-setting,  psy- 
chologic approach,  and  so  on.  While  this  was 
strictly  a “quickie”  job  (it  took  about  eight  hours 
of  the  public  relations  man’s  time  and  cost  the 
doctor  .$75),  it  still  paid  handsome  dividends. 
Said  this  M.  D.  later,  “I  got  something  I couldn’t 
have  obtained  in  any  other  way  ■ — namely,  a 
frank,  layman’s  view  of  my  problems  and  how  to 
solve  them  to  the  best  advantage  of  patients.” 

Other  means  that  can  be  used  are  to  call  in  a 
professional  management  consultant  or,  at  the 
very  least,  to  make  a systematic  analysis  of  one’s 
own  methods  of  operation. 

Second  only  to  the  doctor  himself  in  public 
relations  importance  is  the  doctor’s  office  aide. 
While  this  point  has  been  made  time  and  again, 
and  practically  all  physicians  would  admit  the 
truth  of  it,  it  still  hasn’t  penetrated  to  the  point 
where  most  practices  reflect  attention  to  it.  It  is 
imperative  to  a medical  man’s  success  that  he 
select  the  right  aide  to  serve  as  his  good-will 
ambassador  among  patients.  It  is  no  less  im- 
perative that  he  check  to  make  sure  that  the  girl 
continues  to  make  the  best  possible  impression  on 
the  public.  Let  him  remember  that  her  attitude 
to’ward  patients  won’t  always  be  the  same  as  her 
attitude  toward  him.  The  only  way  he  can  judge 
it  adequately  is  to  find  out  from  patients  how  they 
react  to  her.  If  he  doesn’t  want  to  do  this  him- 
self, he  can  have  someone  else  do  it  for  him.  The 
main  thing  is  to  see  that  it  is  done.  He  may  per- 
haps be  astonished  by  what  he  finds  out. 


Each  girl  must  be  taught  not  only  what  to  say 
and  do,  but  how.  No  detail  should  be  left  to  chance. 
Her  training  must  include  precise  methods  of 
dealing  with  patients,  making  appointments, 
collecting  fees,  and  handling  correspondence  and 
the  telephone  in  such  a way  as  to  build  good  will 
at  every  step. 

The  power  of  human  relations  in  business  has 
been  demonstrated  repeatedly  by  customer  sur- 
veys. One  such  study  revealed  that  personal 
interest  in  the  customer  outweighed  the  quality 
of  merchandise  by  20  to  1 . Personal  interest  was 
also  cited  by  customers  as  being  up  to  ten  times 
more  important  to  them  than  either  style  or  value 
or  selection.  Personalizing  and  humanizing  what 
you  do  can  take  any  number  of  forms.  For  one 
thing,  you’ll  do  well  to  explain  yourself  and  your 
actions  more  fully.  When  you  give  patients  in- 
structions, for  example,  they  want  to  know  why. 

Mr.  Ernest  de  la  Ossa,  personnel  director  of  the 
National  Broadcasting  Company,  tells  a story 
about  some  laborers  who  were  taken  upstate  and 
required  to  dig  round  holes,  one  after  another, 
across  a wide  expanse  of  level  land.  The  daily 
monotony  of  the  work  and  its  seeming  pointless- 
ness resulted  in  slower  and  slower  work,  until  one 
of  the  older  men  finally  had  the  temerity  to  ask, 
“Why  are  we  doing  this?”  The  answer  to  these 
laborers  was  that  they  were  digging  fence-post 
holes  that  would  be  filled  later  by  a fence  crew. 
Once  the  men  had  this  answer,  they  knew  there 
was  some  point  to  what  they  were  doing,  and  they 
resumed  work  at  a productive  pace. 

It  can  be  said  of  physicians,  as  of  people  in 
general,  that  most  of  the  things  they  do,  they  do 
intuitively,  by  instinct.  They  “size  up”  patients 
that  way,  for  example.  And  they  handle  them 
accordingly.  Yet  this  is  not  an  altogether  reliable 
method. 

A doctor  who  wants  to  know  what  his 
patients  think  of  him  (so  that  he  can  capitalize  on 
his  good  points  and  rectify  his  shortcomings) 
won’t  necessarily  get  a true  reflection  of  public 
opinion  by  listening  to  a patient’s  criticism,  to  a 
story  told  by  a colleague,  or  to  his  wife’s  recital  of 
a bridge-table  conversation. 

The  impressions  he  gets  in  these  ways  are  likely 
to  be  erratic  and  inaccurate.  What’s  more,  most 
impressions  are  subjective,  so  the  observer  finds 
it  hard  to  evaluate  them  correctly.  The  weak- 
ness of  impressionistic  observation  is  found  in  the 
fact  that  two  observers  of  an  identical  situation 
often  come  up  with  entirely  opposite  conclusions. 
A physician  “observes,”  for  example,  that  his 
patients  like  him  and  are  satisfied  with  his  serv- 
ices. He  knows  them  intimately  — as  a doctor 
should  — and  he  is  sure  he  knows  what’s  in  their 
minds.  On  the  other  hand,  his  secretary  and 
some  of  his  colleagues  have  “observed”  that  some 
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of  his  patients  do  not  like  hint  and  that  they  are 
definitely  not  satisfied  with  his  services.  The 
point  is  ven-  obvious:  Patients  don’t  say 

the  same  things  to  a doctor  that  they  say  about 
him. 

Fortunately,  to  find  out  what  patients  really 
tliink  of  you,  you  don't  have  to  rely  on  instinct  or 
impression.  Public  opinion,  as  I’ve  said,  can  be 
gauged  by  means  of  accepted  and  quite  accurate 
technics.  Such  analysis  means  work  and  ex- 


pense. But  it  offers,  for  the  first  time,  objective 
results — results  that  can  be  checked  and  that  may 
be  worth  many  times  their  cost. 

Physicians  have  long  since  learned  the  value  of 
the  scientific  method  as  applied  to  the  diagnosis 
and  treatment  of  disease.  My  proposal  here  is 
that  more  of  them  apply  the  scientific  method  also 
to  their  public  relations  and  that  they  cease  to 
rely  entirely  on  their  intuition  — women  doctors, 
of  course,  excepted. 


THE  PLACE  AND  FUNCTION  OF  A COLLECTION  SERVICE  IN  A 
MEDICAL  SOCIETY  PROGRAM* 

Boyden  Roseberry,  White  Plains,  New  York 
( Executive  Secretary,  Medical  Society  of  the  County  of  Westchester) 


FIRST.  I should  like  ver\-  briefly  to  look  at 
this  question  historically.  As  you  know, 
back  in  the  so-called  early  days  of  medical 
practice,  the  collection  of  medical  bills  was  never 
a ven-  great  problem.  Now  that  doesn’t  mean 
that  the  doctor  always  got  paid,  but  he  never,  so 
far  as  I know,  used  any  formalized  method  of 
collecting  his  bills.  There  are  several  reasons  for 
this.  For  one  thing,  the  cost  of  a medical  educa- 
tion was  a fraction  of  what  it  is  today.  In  mam- 
cases,  this  consisted  merely  of  a preceptorship  in  a 
physician's  office.  As  a matter  of  fact,  county 
medical  societies  came  into  being  in  the  State  of 
New  York  at  the  behest  of  the  Legislature  and 
were  given  the  responsibility  of  determining  when 
a young  doctor  was  qualified  to  start  out  on  his 
own  to  practice  medicine.  And  our  county 
society  was  the  first  medical  society  in  the  State 
to  assume  this  responsibility — in  1 797.  Of  course, 
this  function  was  later  taken  over  by  the  State. 

In  the  early  days  economic  pressure  was  quite 
different.  The  cost  of  living  was  less.  Further- 
more, a doctor’s  diagnostic  equipment  consisted 
chiefly  of  a stethoscope  and  a thermometer.  The 
doctor’s  overhead  was  very  low,  since  he  most 
frequently  used  part  of  his  home  as  his  office  and 
did  not  maintain  a staff  of  nurses  and  secretaries. 


Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
the  Medira!  Society  of  the  State  of  New  York.  New  York  City, 
Session  on  Public  Relations.  May  15.  1952. 

♦This  was  given  extemporaneously. 


If  he  didn't  get  paid  in  cash,  he  might  get  a load 
of  potatoes,  a barrel  of  apples,  or  even  a side  of 
beef  - — and  today  a side  of  beef  would  be  a very 
good  fee  for  almost  any  procedure! 

.As  far  as  I know,  although  I have  not  done  any 
extensive  research  on  the  subject,  it  was  in  the 
1930's,  during  the  depression,  that  medical 
societies  turned  their  interest  to  the  collection  of 
unpaid  medical  bills.  At  that  time  they  had  only 
one  objective,  and  that  was  to  try  to  get  a fair  re- 
turn on  unpaid  medical  accounts,  because  many 
of  their  members  faced  a serious  economic  prob- 
lem. In  most  cases  the  procedure  followed  was  to 
approve,  and  sometimes  more  or  less  take  over,  a 
commercial  collection  agency.  Some  of  these 
still  operate  toda\\  As  a matter  of  fact,  even  in 
Westchester  a service  was  set  up  which  was  di- 
rectly affiliated  with  a commercial  agency  in  New 
York  City,  but  it  did  not  survive. 

I should  like  to  point  out  what  I think  was  the 
contribution  Rollen  Waterson  made  to  this  pic- 
ture. As  you  know,  he  had  a particular  type  of 
philosophy  in  regard  to  public  relations.  He 
thought  that  big  press,  big  radio,  lots  of  health 
talks  before  the  local  P.T.A.  were  good,  but  that 
they  were  only  a part  of  the  answer  to  the  prob- 
lem of  public  relations.  He  was  convinced  that 
the  greatest  emphasis  had  to  be  placed  on  the 
doctor-patient  relationship  and  that  an  effective 
public  relations  program  must  be  individualized 
and  must  get  back  to  the  point  where  this  rela- 
tionship often  goes  "haywire.”  He  saw  in  a col- 
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lection  service  a most  unique  opportunity  to  reach 
the  individual  who  has  hostility  toward  his  doc- 
tor, since  it  was  his  theory,  and  I think  it  isobvious, 
that  the  largest  percentage  of  people  who  have 
some  antagonism  toward  their  physicians  will  be 
found  among  those  who  do  not  pay  their  medical 
bills.  Through  a collection  service  people  are 
contacted  individually,  and  in  a majority  of  cases 
you  find  that  they  are  “sore”  about  something. 
Therefore,  a medical  society  collection  service  has 
now  developed  a dual  function,  or  at  least  it 
should  have,  and  the  objectives  of  any  program  of 
this  type  operated,  sponsored,  or  even  approved 
by  a medical  society  should  first  be  better  public 
relations,  and  second,  a fair  return  on  delinquent 
medical  accounts. 

There  seems  to  be  a great  deal  of  misunder- 
standing in  this  area  as  to  what  a bureau  of 
medical  economics  or  collection  service  should  do 
for  a medical  society.  In  any  event,  many  have 
the  impression  that  if  you  start  a collection  serv- 
ice, you  will  never  have  to  increase  your  dues, 
and  perhaps  you  may  decrease  them,  you  will  soon 
be  able  to  build  a fancy  building,  and  similar  gran- 
diose ideas.  What  I want  particularly  to  point 
out  that  these  ideas  are  completely  erroneous. 
In  the  first  place,  no  medical  society  has  any 
business  going  into  business.  If  you  plan  to 
establish  a collection  service  with  the  idea  that 
you  are  going  to  make  money  for  the  medical 
society,  it  would  be  much  better  just  to  drop  the 
whole  idea.  To  begin  with,  if  a collection  service 
of  this  type  is  operated  properly  with  the  major 
emphasis  on  public  relations,  it  is  going  to  cost  all 
you  can  make  to  operate  it.  You  will  need  highly 
qualified  people,  including  medical  social  workers 
and  other  well-trained  and  medically-orientated 
personnel.  The  reason  is  that  the  most  important 
part  of  such  a program,  in  fact  the  only  “gimmick” 
which  is  of  value  if  it  is  going  to  be  a true  public  re- 
lations program,  has  got  to  be  explanation  and  in- 
terpretation. These  people  are  “mad”  about 
something  and  you  must  have  personnel  with  good 
medical  orientation  in  order  to  rectify  their  hostili- 
ties, which  are  usually  based  on  misunderstand- 
ings. 

I would  question  the  advisability  of  a medical 
society’s  using  any  of  its  services  primarily  as  a 
money-making  scheme.  I am  even  dubious  of  a 
certain  relatively  small  county  society  that  claims 
it  makes  a profit  of  $18,000  a year  from  its  county 
publication.  If  it  is  making  a profit  of  that  size, 
I cannot  help  but  wonder  whether  it  is  publishing 
the  magazine  as  a medium  of  information  for  its 
members  or  to  make  the  $18,000.  I am  opposed 
to  the  establishment  of  telephone  answering  serv- 
ices by  a medical  society  if  there  is  an  adequate 
service  in  the  community  and  if  one  is  set  up 
primarily  to  make  money  for  the  society.  I am 


dubious  of  using  a collection  service  as  a credit 
registry  or  affiliating  such  a service  with  national 
credit  associations,  since  it  can  so  easily  be  used  by 
some  physicians  as  a basis  for  refusing  medical 
care.  The  only  reason  collection  bureaus  should 
be  set  up  by  medical  societies  is  that  the  com- 
mercial agencies  and  the  collection  lawyers  with 
their  threats  and  demands  have  done  great  dam- 
age to  the  public  relations  rating  of  the  medical 
profession,  and  a bureau  does  provide  the  means 
of  contacting  disgruntled  patients. 

Waterson’s  Bureau  of  Medical  Economics 
makes  approximately  $60,000  a year,  but  he  has 
15  or  16  full-time  people  in  this  department  and 
pays  very  good  salaries.  In  fact,  after  seven 
years  of  very  successful  operation,  they  still  have 
not  repaid  the  society  the  original  $10,000  bor- 
rowed to  establish  the  program.  Because  of  high 
taxes  on  profits,  the  only  practical  way  a bureau 
can  help  the  medical  society  financially,  as  I see  it, 
is  in  carrying  certain  expenses  of  the  society  that 
are  legitimately  chargeable  to  the  bureau,  such  as 
part  of  the  executive  secretary’s  salary,  and  the 
like.  Eventually,  if  the  income  is  adequate,  the 
society  might  have  a slight  operating  surplus  from 
dues,  and  that  is  nontaxable. 

In  Westchester,  our  bureau  is  only  in  its  second 
year.  The  first  year’s  operating  costs  were  $35,- 
000.  The  gross  income  was  $25,000,  leaving  a 
deficit  of  $10,000  which  was  met  from  dues.  This 
year,  our  operating  expenses  will  be  between 
$35,000  and  $40,000,  and  our  income  is  averaging 
$3,000  out  of  total  collections  of  $10,000  monthly, 
so  we  are  approaching  solvency.  Our  theory  in 
Westchester  County  is  that  when  we  pass  that 
point  and  are  entirely  self-supporting,  collection 
rates  should  be  reduced.  Certain  other  bureaus 
disagree  with  us  on  this  policy  and  feel  that  rates 
should  be  kept  high;  one  of  these  now  averages 
44  per  cent  whereas  ours  averages  approximately 
30  per  cent.  We  feel  that  since  this  is  a service 
established  by  physicians  for  physicians,  the 
rates  should  be  as  low  as  possible  to  maintain  the 
basic  objectives  of  the  program. 

Just  a few  words  as  to  the  mechanics  of  opera- 
tion of  a bureau.  Each  one  is  set  up  in  a different 
way  to  meet  local  needs.  For  example,  ours  is 
organized  quite  differently  from  Waterson’s.  He 
works  on  what  I call  a general  practitioner  sys- 
tem, and  we  work  on  a specialist  type  of  opera- 
tion. He  has  a collection  manager  and  seven 
assistant  collection  managers.  Each  assistant 
has  an  office  with  a full-time  secretary  and  is  com- 
pletely responsible  for  a certain  segment  of  the 
alphabetic  list  of  doctors  who  have  assigned 
accounts  for  collection.  With  this  particular 
group  of  accounts,  the  assistant  manager  handles 
all  procedures.  He  attempts  to  answer  all  ques- 
tions and  straighten  out  the  many  problems.  He 
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handles  the  so-called  “special  writes,”  the  tele- 
phone contacts,  and  the  “chase,”  which  means 
going  out  into  the  field  to  contact  people 
who  do  not  respond  to  letters.  In  other  words, 
the  seven  men  do  everything  on  the  accounts 
assigned  to  them.  They  work  on  a salary  plus 
commission.  We  do  not  believe  in  paying  com- 
missions on  any  job  in  our  collection  service.  In 
Alameda  County,  they  say  they  do  it  to  promote 
incentive.  However,  in  order  to  prevent  strong- 
arm  methods  in  collecting,  the  commission  is  paid 
on  the  full  amount  of  the  bill  even  though  part  of 
it  may  be  “charged  off”  because  of  the  patient’s 
financial  condition.  For  example,  if  a $500 
account  is  settled  for  $200.  the  collector  gets  his 
commission  on  the  full  $500.  Waterson  admits 
that  the  fallacy  of  this  system  is  that  the  collec- 
tors feel  that  almost  everybody  is  unable  to  pay  the 
full  fee.  We  pay  good  salaries  and  get  the  type 
of  person  whose  incentive  is  in  salary  increases  as 
a result  of  doing  a good  job. 

One  thing  I would  like  to  point  out  in  our  serv- 
ice is  that  we  have  no  one  who  has  ever  had  ex- 
perience in  a commercial  collection  service.  We 
started  out  with  a collection  manager  who  had 
had  such  experience,  but  in  less  than  six  months 
we  had  to  let  him  go.  I do  not  mean  that  there 
aren’t  any  people  who  have  had  commercial  col- 
lection experience  who  can  adjust  to  this  program, 
but  we  did  a thorough  screening  job  interviewing 
26  men  to  find  the  one  who  seemed  to  grasp  the 
basic  philosophy  of  our  service,  but  he  still  didn’t 
work  out  satisfactorily  in  a public  relations  pro- 
gram such  as  ours.  He  still  fell  back  on  the  old 
methods  of  threats  and  demands.  I am  con- 
vinced that  I would  rather  have  one  person  who 
has  good  medical  orientation  than  ten  who  have 
had  commercial  collection  experience.  If  you 
cannot  collect  medical  accounts  by  straightening 
out  the  misunderstandings  and  hostilities,  then 
you  are  not  doing  a good  public  relations  job. 


We  work  on  what  I call  a specialist  system  with 
each  person  from  the  file  clerk  to  the  medical 
social  worker  performing  a specialized  function  for 
the  entire  program.  The  social  worker  handles 
all  situations  requiring  medical  interpretation, 
including  the  “special  writes”  in  answer  to  the 
many  problems  presented  in  letters  from  the 
patients  each  flay.  And  the  field  men  work  en- 
tirely on  the  outside. 

At  first  we  set  up  a legal  department  to  handle 
certain  cases  where  pressure  methods  seemed  war- 
ranted, but  this  procedure  has  been  discontinued, 
since  we  are  convinced  that  it  does  not  fit  into  a 
public  relations  program.  The  hostilities  it  created 
or  aggravated  did  not  justify  the  3V2  per  cent  of 
our  total  collections  that  were  effected  through 
legal  action. 

Another  factor  that  must  be  considered  in 
establishing  a collection  service  is  the  question  of 
doctor  participation.  The  average  physician  is 
skeptical  as  to  the  results  that  can  be  achieved 
through  this  service,  and  utilization  develops 
rather  slowly. 

Now,  in  our  second  year,  just  over  400  of  our 
more  than  1.000  members  have  used  the  sendee. 
It  takes  time  to  convince  them  that  it  really 
does  help  to  re-establish  broken  patient  rela- 
tionships and  at  the  same  time  effect  a fair 
percentage  of  recovery  on  delinquent  accounts. 
Articles  and  announcements  in  our  Bulletin, 
together  with  occasional  news  letters  pointing 
out  the  achievements  of  the  program,  have  been 
our  chief  means  of  promoting  utilization. 

In  conclusion,  I should  like  to  repeat  the  princi- 
ple admonitions  that  I have  tried  to  emphasize  in 
this  rather  rambling  talk.  One  of  these  is : Don’t 
start  a collection  sendee  to  make  money  for  the 
medical  society.  Another  is:  Don’t  forget  that 
its  primary  function  is  to  straighten  out  mis- 
understandings and  improve  doctor-patient  rela- 
tionships. 
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SURGICAL  MANAGEMENT  OF  CARCINOMA  OF  THE  ESOPHAGUS 

Charles  F.  Daniels,  M.D.,  and  J.  Maxwell  Chamberlain,  M.D.,  New  York  City 
( From  the  Bellevue  and  Roosevelt  Hospitals) 


SURGICAL  excision  for  carcinoma  of  the 
esophagus  offers  the  best  chance  of  cure  at  the 
present  time.  Although  few  long  term  survivals 
have  been  reported  in  the  literature,  the  palliation 
achieved  by  restoration  of  continuity  of  the 
gastrointestinal  tract  is  justifiable,  provided  the 
resulting  mortality  and  morbidity  rates  are 
reasonable. 

The  esophagus  is  a very  distensible  organ  which 
accepts  and  passes  small  amounts  of  fluids  or 
large  pieces  of  food.  There  are  normal  points  of 
partial  obstruction  which  slow  down  the  passage 
of  food  on  its  way  to  the  stomach.  It  is  not 
surprising  then  that  tumors  may  grow  to  consid- 
erable size  before  the  patient  is  aware  that  any 
difficulty  exists.  He  may  be  further  confused 
when  the  tumor  sloughs,  enlarging  the  passage- 
way and  temporarily  improving  deglutition. 
Eventually,  however,  total  block  occurs,  proving 
the  seriousness  of  his  condition. 

The  prolonged  subclinical  course  allows  the 
tumor  time  to  spread  to  mediastinal  and  hilar 
structures  which  cannot  be  removed,  thereby 
rendering  the  patient  incurable.  It  is  this  group 
of  patients,  the  incurables,  who  at  present  need 
more  consideration  since  they  outnumber  the 
curable  at  least  ten  to  one. 

Salivation  does  not  stop  when  esophageal  ob- 
struction occurs.  Some  of  the  secretions  are 
aspirated  into  the  tracheobronchial  tree,  espe- 
cially during  the  night,  and  may  produce  foul  pul- 
monary suppuration.  If  the  teeth  and  gums  are 
infected,  a bad  situation  is  made  miserable. 
Certainly  esophageal  obstruction  is  enough,  with- 
out the  addition  of  a foul  lung  abscess. 

The  psychic  disturbances  are  great.  The 
hungry  and  thirsty  individual  is  frustrated  be- 
cause he  cannot  swallow.  He  becomes  a social 
outcast  because  of  the  odor  of  decomposing  food 
which  will  not  pass  the  lesion.  He  is  afraid  to 
swallow  because  of  the  sticking  substernal  pain  or 
the  momentary  panic  of  suffocation  associated 
with  tracheal  aspiration. 

Incurable  patients  should  not  be  denied  a 
relatively  comfortable  state  in  which  they  may 
swallow  food  and  drink.  Gastrostomy  has  failed 
as  a palliative  procedure  because  it  does  not  con- 
tribute to  the  comfort  of  the  patient  nor  does  it 
significantly  prolong  life.1  We  have  seen  a 
patient  who  had  been  discouraged  with  a gastros- 
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tomy  performed  elsewhere  four  months  previ- 
ously leave  the  hospital  gratified  with  his  esopha- 
gogastrostomy. 

Esophagogastrostomy,  described  by  Adams 
and  Phemister  in  1938  and  popularized  by  Gar- 
lock  and  Sweet  about  ten  years  ago,  gave  con- 
siderable impetus  to  surgical  thought  in  the  treat- 
ment of  these  patients.2-5  Since  that  time 
many  alternative  procedures,  both  curative  and 
palliative,  which  will  restore  deglutition  have 
been  rediscovered  or  devised. 

The  philosophy  that  all  lesions  may  be  resected 
or  bypassed  to  give  these  patients  comfort  is 
accepted.  The  majority  of  cases  may  be  man- 
aged by  the  standard  operations:  Wookey  pro- 
cedure for  upper  cervical,6  right  esophago- 
gastrostomy for  cervical  and  thoracic  down  to  the 
lower  end,7-9  and  left  esophagogastrostomy  for 
the  terminal  lesions. 

Robertson  in  1950  described  a retrosternal 
extrapleural  esophagojej  unostomy  which  by- 
passes the  lesion  and  decompresses  the  proximal 
esophagus.10  An  isoperistaltic  straight  limb  of 
jejunum  is  prepared  by  division  of  the  first  four  to 
five  arcuate  arteries  and  veins,  carefully  preserv- 
ing the  marginal  vessels.  Great  patience  and 
care  must  be  exercised  in  cleaning  the  vessels  of 
all  tissue — peritoneum,  fat,  nerves,  and  lymphat- 
ics. A wide  retrosternal  tunnel  is  then  pro- 
duced, and  the  jejunal  limb  is  passed  to  the  neck 
where  end-to-side  or  end-to-end  anastomosis  may 
be  accomplished.  The  esophagus  may  be  di- 
vided, and  the  distal  end  closed.  Continuity  is 
completed  by  end-to-side  jejunojejunostomy. 
This  procedure  is  well  tolerated  by  these  patients 
and  should  receive  wider  application  in  the 
palliative  treatment  of  esophageal  carcinoma. 
Figure  1 is  an  esophagram  of  a patient  who  had  an 
esophagogastrostomy  performed  eighteen  months 
previously  for  a lesion  just  below  the  aortic  arch. 
There  was  recurrence  at  the  site  of  anastomosis, 
obstructing  the  patient  for  the  second  time.  Cure 
was  obviously  impossible,  but  he  was  gratified 
when  he  could  again  swallow  his  saliva  and  food. 
A Robertson  end-to-side  esophagojejunostomy 
was  accomplished,  as  shown  in  Fig.  2A  and  B in 
the  lateral  and  oblique  views.  Note  the  esopha- 
gus proximal  to  the  recurrence. 

A similar  modified  Torlk  procedure  may  be 
accomplished  antethoracically  in  two  stages.11’12 
It  is  an  easier  procedure  than  the  Robertson,  but 
its  disadvantages  lie  in  the  longer  limb  of  jejunum 
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Fig.  1.  Esophagram  showing  recurrence  after 
esophagogastrostomy  performed  for  a lesion  just 
below  the  aortic  arch. 


required,  the  second  stage,  and  the  presence  of  the 
subcutaneous  tube.  When  nonresectable  ob- 
struction occurs  in  the  lower  third,  Roux  “Y” 
anastomosis  may  be  used  to  bypass  the  lesion. 

The  physical  condition  of  some  patients  may  be 
so  poor  that  no  procedure  is  feasible.  Dilatation 
and  insertion  of  Souttar  tubes  will  decompress  the 
proximal  esophagus  and  allow  oral  fluid  intake.13 
Bouginage  and  Souttar  tube  insertion  was 
carried  out  on  a patient  who  had  far  advanced 
pulmonary  tuberculosis  and  frozen  diaphragms, 
as  shown  in  Figs.  3 and  4.  He  continued  to 
swallow  fluids  until  the  time  of  his  death  four 
months  later. 

Recently  Berman  described  substitution  of  a 
plastic  tube  for  the  segmental  defect  created  by 
esophageal  resection.14  The  anastomosis  is 
readily  completed  by  mass  ligature  fixation  of 
proximal  and  distal  esophagus  at  either  extremity 
of  the  tube.  The  mediastinal  tunnel  so  created 
is  epithelialized,  and  soon  fluids  flow  through  and 
around  the  tube.  Further  experience  will  be 
necessary  for  accurate  evaluation  of  this  pro- 
cedure. It  should  be  remembered  that  such  a 
foreign  body  may  be  responsible  for  mediastinal 
abscess,  mediastinal  emphysema,  or  erosion  of 


Fig.  2.  Lateral  and  oblique  views  of  Robertson 
end-to-side  esophagojejunostomy. 


adjacent  vital  structures  such  as  the  tracheo- 
bronchial tree,  the  heart,  or  great  vessels.  It 
would  appear  that  it  would  be  most  useful  where 
little  motion  of  the  spine  exists. 

Preoperative  Preparation 

Success  in  the  operative  management  of  these 
patients  is  dependent  on  the  preoperative  care 
designed  to  prevent  postoperative  complications. 
Patients  who  have  chronic  nutritional  deficien- 
cies withstand  major  procedures  poorly  and  do  not 
heal  satisfactorily.  Liberal  transfusions  are 
given,  restoring  blood  volume.  Additional  pro- 
tein, electrolytes,  and  vitamins  are  administered 
to  place  the  patient  in  as  near  optimum  condition 
as  possible  in  terms  of  days,  not  weeks. 

Oral  hygiene  should  receive  particular  atten- 
tion. Teeth  and  gums  are  given  emergency  treat- 
ment and  extractions  are  carried  out  where  nec- 
essary. Patients  who  swallow  saliva  often 
aspirate  it,  producing  foul  pulmonary  suppuration 
which  will  become  a major  hazard  to  operation. 
Furthermore,  an  aseptic  method  of  anastomosis 
has  not  been  developed  for  esophageal  surgery, 
and  at  some  time  during  the  course  of  the  pro- 
cedure the  operative  field  is  contaminated  by  the 
patient’s  own  saliva. 
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Fig.  3.  Bouginage  and  t ube  insertion  on  a patient 
who  had  far  advanced  pulmonary  tuberculosis  and 
frozen  diaphragms.  . 


Fig.  4.  Souttar  tube  insertion  on  a patient  who 
had  far  advanced  pulmonary  tuberculosis  and  frozen 
diaphragms. 


Obstruction  in  esophageal  carcinoma  is  partially 
secondary  infection  and  edema.  Parenteral 
antibiotics  are  useful,  but  remarkable  improve- 
ment has  been  observed  by  the  addition  of  oral 
streptomycin  and  aureomycin  in  solution. 

Proximal  to  the  tumor  may  be  considerable  in- 
spissated mucus  and  decomposing  food  particles 
which  may  obstruct  the  small  lumen  actually  pres- 
ent. Oral  fluid  detergents  such  as  sorbitan 
mono-oleate  polyoxyethylene  may  clear  the  prox- 
imal esophageal  walls  and  allow  for  local  action 
of  the  antibiotics.  The  small  lumen  may  then 
open  enough  to  allow  passage  of  thin  fluids. 

Right  Side  Technic 

The  right  side  technic  is  applicable  to  most 
resectable  of  the  lesions  from  the  lower  cervical 
region  to  the  lower  one  fourth  of  the  thoracic 
esophagus.  This  approach  is  preferable  to  the  left 
side  because  the  patient  takes  the  procedure 
better,  and  because  the  operation  is  easier  to 
perform. 

The  diaphragmatic  function  is  not  disturbed 
because  the  hiatus  is  merely  dilated  rather  than 
divided.  The  postoperative  ventilation  and 
clearing  of  secretions  is  therefore  improved. 


Cardiac  arrhythmias  seem  to  be  less  frequent  both 
at  the  time  of  operation  and  postoperatively  with 
the  use  of  the  right  side  technic.  This  fact  is 
probably  due  to  less  displacement  of  the  heart  at 
operation  and  better  ventilation  postoperatively 
due  to  the  intact  diaphragm. 

Access  to  the  mediastinal  structures  from  apex 
to  base  is  readily  gained  after  division  of  the 
azygos  vein.  The  obstruction  by  the  aortic  arch, 
wdiich  makes  for  a tedious  dissection  above  and 
belowr,  is  not  encountered.  Tumor  may  be  cut 
away  from  the  aorta  and  bronchi  with  safety,  and 
therefore  more  of  the  lesions  will  be  considered 
resectable  when  approached  from  the  right  side. 
The  vessels  from  the  aorta  are  more  readily 
ligated  from  the  right  because  one  is  not  wrorking 
over  the  hill  of  the  aorta  in  an  almost  blind 
position. 

The  right  approach  allows  one  to  center  the 
operative  field  where  the  major  part  of  the  vrork 
will  be  done,  without  placing  it  at  one  end  or 
another  of  the  pleural  cavity  away  from  the 
operator.  The  technical  ease  with  which  an 
anastomosis  can  be  done  from  the  right  side  by  a 
right  handed  surgeon  not  handicapped  by 
the  upper  rib  margin  constantly  blocking  the 
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right  hand  is  obvious.  The  lesions  always  seem 
to  be  higher  at  operation  than  they  appear  on 
esophagram  and  at  esophagoscopy.  Therefore, 
when  the  left  side  approach  is  made,  one  may  be 
considerably  hampered  by  the  poor  field  of  vision. 
The  shortest  distance  to  the  thoracic  vault  or  neck 
is  through  the  right  chest,  not  the  left.  There- 
fore, when  there  is  some  question  as  to  the  re- 
quired length  of  stomach,  the  right  side  offers 
more  security.  This  approach  converts  a techni- 
cally difficult  operation  to  one  that  can  be  per- 
formed with  relative  ease  and  safety. 

Pyloroplasty  seems  to  be  a valuable  addition  to 
the  operation.  Prolonged  drainage  of  the  atonic 
stomach  is  therefore  not  necessaiy.  Experience 
has  shown  that  a myotomy  is  preferable  to  the 
Finney  type  because  of  the  high  incidence  of 
dumping  syndrome  after  that  type  of  procedure 
accompanied  by  esophagogastrostomy. 

Summary 

An  aggressive  approach  to  esophageal  resection 
is  indicated  to  restore  gastrointestinal  continuity. 
This  result  is  usually  best  achieved  by  esophago- 
gastrostomy done  by  the  right  side  technic. 
Other  methods  which  will  decompress  the  proxi- 
mal esophagus  are  of  practical  value  and  complete 
the  versatility  of  those  managing  these  patients. 
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Discussion 

Victor  H.  Kaunitz,  M.D.,  Buffalo. — Dr.  Daniels 
has  presented  a clear  and  complete  summary  of  the 
principles  in  the  management  of  carcinoma  of  the 
esophagus.  I should  like  merely  to  emphasize  cer- 
tain points. 

The  problem  of  carcinoma  of  the  hypopharynx 
and  upper  esophagus  is  a difficult  one.  The  excision 
of  these  lesions  has  been  accomplished  successfully, 
as  described  by  Wookey,  and  more  recently  by 
Grimes  and  Stevens.  The  latter  authors  reported 
the  block  resection  of  such  lesions  in  17  cases.  They 
performed  a concomitant  hemithyroidectomy  and 
radical  neck  dissection  and  constructed  a skin-lined 
swallowing  tube,  in  two  stages. 


For  tumors  of  the  thoracic  esophagus,  excision 
and  substitution  by  a plastic  tube,  as  described  by 
Berman  and  others,  may  be  used.  The  risk  of 
leakage  is  great,  however,  and  the  increased  operat- 
ing time  and  other  disadvantages  of  using  the 
stomach  for  anastomosis  would  seem  to  be  far  out- 
weighed by  the  advantages  of  an  anastomosis  be- 
tween living  tissue.  The  patient  who  can  tolerate 
an  open  thoracotomy  for  placement  of  the  tube  can 
tolerate  an  esophagogastrostomy  we  believe.  Our 
only  indication  for  use  of  the  tube  would  be  the 
presence  of  abdominal  adhesions,  such  as  following 
cirrhosis  or  peritonitis,  which  would  prevent  ade- 
quate mobilization  of  the  stomach. 

One  of  the  most  troublesome  postoperative  com- 
plications of  thoracic  esophagogastrostomy  has  been 
persistent  gastric  dilatation.  While  a dilated 
abdominal  stomach  is  serious  enough,  a distended 
thoracic  stomach  is  more  harmful,  especially  to  the 
elderly  patient  with  fibrosis  and  emphysema,  and 
consequent  impaired  ventilatory  efficiency.  The 
huge  stomach  compresses  the  adjacent  lung,  result- 
ing in  reduced  lung  volume,  vital  capacity,  and  tidal 
air.  The  anoxia  caused  by  this  diminution  in  ven- 
tilation may  be  enough  to  upset  the  balance  in  a 
delicate  situation.  A further  harmful  effect  may  be 
actual  cardiac  compression  and  mediastinal  shift. 
Pyloromyotomy  has  been  proposed  and  carried  out 
successfully  to  reduce  the  pvlorospasm  resulting 
from  the  vagotomy  which  accompanies  the  esopha- 
geal resection,  thereby  permitting  more  rapid  empty- 
ing of  the  stomach. 

In  a recent  paper  read  before  the  American  Asso- 
ciation for  Thoracic  Surgery,  Ravitch  expressed 
complete  discouragement  with  procedures  aimed  at 
curing  carcinoma  of  the  esophagus.  He  favored 
purely  palliative,  bypassing  procedures,  such  as 
intra-  or  antethoracic  esophagojejunostomies,  in 
“nonresectable  tumors.”  But  if  the  thorax  is  never 
entered,  and  the  tumor  not  inspected,  then  all 
tumors  become  nonresectable.  We  believe  that 
this  pessimistic  attitude  of  striving  only  for  pallia- 
tion, and  for  comfortable  patient  months,  is  unjusti- 
fied. As  Dr.  Daniels  has  described,  the  ease  of  the 
operation  of  esophageal  resection  and  esophagogas- 
trostomy has  been  enhanced  greatly  by  the  right- 
sided approach  in  the  chest.  We  were  skeptical  at 
first,  but  having  used  it,  recommend  it  enthusiasti- 
cally. 

The  causes  of  operative  mortality  have  been 
mainly  those  of  any  major  operation  in  patients  in 
this  age  group,  namely,  coronary  occlusion  and  pul- 
monary embolus.  Pneumonia,  heart  failure,  and 
local  complications,  such  as  atelectasis  and  empy- 
ema, can  and  should  be  prevented. 

Although  few  five-year  survivals  have  been  re- 
ported, survivals  of  three  and  four  years  following 
resection  are  not  undesirable  results.  Survival  of 
longer  than  a year,  with  the  tumor  left  in  situ  and 
growing,  is  rare.  Procedures  aimed  at  cure  of  this 
fatal  disease,  therefore,  will  provide  more  palliation 
than  procedures  aimed  solely  at  palliation,  and 
should  be  attempted  whenever  possible. 


PRELIMINARY  REPORT  ON  THERAPEUTIC  DOSES  OF  GAMMA 
GLOBULIN  IN  MEASLES  AND  MUMPS  ENCEPHALITIS  AND  POLIO- 
MYELITIS 


Louis  Odessky,  M.D.,  Kenneth  G.  Jennings,  M.D.,  Irving  J.  Sands,  M.D.,  Irwin  Schiff, 
M.D.,  and  Philip  Rosenblatt,  M.D.,  Brooklyn,  New  York 

(From  the  Communicable  Disease  Service , Kingston  Avenue  Hospital) 


FOR  several  decades,  blood  substances  have 
been  used  in  the  treatment  of  viral  complica- 
tions of  the  central  nervous  system.  As  they  be- 
came available,  parenteral  whole  blood,  pooled 
blood,  pooled  serum,  convalescent  serum,  and 
placental  gamma  globulin  were  employed,  with 
varying  but  reasonably  promising  results.  It 
was  logical,  then,  that  the  gamma  globulin 
fraction  derived  from  pooled,  normal,  human 
serum  would  be  included  in  the  armamentarium 
for  communicable  diseases  when  the  American 
Medical  Association  announced  in  1944  that  this 
gamma  globulin  fraction  was  being  made  avail- 
able for  civilian  use  after  the  requirements  of  the 
armed  forces  had  been  met.1,2  In  1944,  a series 
of  papers  was  published,  reporting  chemical, 
clinical,  and  immunologic  studies  of  gamma 
globulin.3-6  The  paper  by  Enders  and  his 
colleagues  reported  that  the  gamma  globulin 
fraction  carried  antibodies  for  measles,  poliomyeli- 
tis, and  mumps  as  well  as  for  many  other  viruses, 
bacilli,  streptococci,  and  isoagglutinins.4  It  was 
also  estimated  that  the  antibodies  in  the  gamma 
globulin  fraction  were  concentrated  15  to  30 
times  as  much  as  in  pooled  plasma. 

Since  1944,  the  number  of  patients  treated 
with  large  doses  of  gamma  globulin  has  been  in- 
creasing steadily  and  rapidly,  particularly  in 
measles.  For  the  most  part,  the  reports  were  of 
single  or  small  numbers  of  cases.  Some  cases 
showed  remarkable  improvement  when  gamma 
globulin  had  been  administered.  However,  there 
was  no  large  group  of  cases  that  included  control 
cases  with  adequate  follow-up  studies. 

Kingston  Avenue  Hospital  draws  its  patients 
from  a population  of  nearly  three  million  people. 
Hence,  we  have  encountered  a relatively  large 
number  of  instances  of  encephalitis  complicating 
measles  and  mumps  and  desperately  ill  polio- 
myelitis patients.  From  July  1,  1951,  through 
July  1,  1952,  we  have  had  35  patients  critically  ill 
with  measles  encephalitis  and  encephalomyelitis, 
and  since  January  1,  1952,  ten  patients  with  cen- 
tral nervous  system  complications  of  mumps  and 
254  cases  of  poliomyelitis. 

We  found  large  doses  of  gamma  globulin  an 
effectual  method  of  treatment  for  these  cases. 
Moreover,  three  of  us  (K.G.J.,  I.J.S.,  and  I.S.) 
have  been  associated  with  the  hospital  for  close  to 


thirty  years  and  have  had  considerable  experience 
with  these  types  of  cases,  and  we  have  acquired  a 
definite  impression  of  the  inadequacy  of  treat- 
ment in  previous  years  as  contrasted  with  the 
recent  methods  of  treatment.  Hence,  this  pre- 
liminary report. 

Measles  Encephalitis  and  Encephalomye- 
litis 

Forty-one  cases  of  measles  encephalitis  and 
encephalomyelitis  comprise  the  study  with 
therapeutic  doses  of  gamma  globulin.  The  cases 
were  divided  into  three  groups:  group  I — 14 
cases  who  received  no  gamma  globulin  in  the 
acute  phase;  group  II  — 12  cases  who  received 
4 to  16  cc.  of  gamma  globulin  in  the  acute  phase; 
and  group  III  — 15  cases  who  received  20  cc.  or 
more  of  gamma  globulin  in  the  acute  phase.  In 
group  III,  4 patients  received  gamma  globulin 
alone  (without  antibiotics  or  sulfa  drugs).  We 
found  that  group  III,  which  received  the  largest 
doses  of  gamma  globulin,  had  no  mortality,  no 
complicating  pneumonia,  and  a higher  complete 
recovery  rate  than  the  other  two  groups.  The 
patients  in  group  III  made  a more  rapid  recovery 
than  those  in  groups  I and  II.  When  group  III 
was  compared  with  590  cases  of  measles  encepha- 
litis and  encephalomyelitis  reported  in  the  litera- 
ture, many  of  whom  had  received  blood  sub- 
stances, it  was  found  that  our  results  were  superior. 
Furthermore,  when  the  report  of  patients  who  re- 
ceived large  doses  of  gamma  globulin  is  compared 
with  a previous  report  from  our  hospital  (Litvak, 
Sands,  and  Gibel7)  of  56  patients  (not  treated 
with  gamma  globulin),  with  detailed  follow-up 
studies  in  32  patients,  the  results  of  our  present 
series  are  indeed  remarkable. 

We  observed  that  therapeutic  doses  of  gamma 
globulin  shortened  the  hospital  residence,  rapidly 
resolved  neurologic  signs  and  symptoms,  and 
quickly  lowered  the  temperature,  pulse,  and 
respirations. 

After  analyzing  our  data  we  have  concluded 
that  a total  dosage  of  1 cc.  of  gamma  globulin  per 
pound  of  body  weight,  given  intramuscularly,  in 
divided  doses  within  a period  of  twenty-four  to 
forty-eight  hours  (slightly  more  if  the  patient  has 
fever  over  103  F.),  as  soon  as  neurologic  signs  and 
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symptoms  are  manifested,  is  effective  in  treating 
measles  encephalitis  and  encephalomyelitis. 

Poliomyelitis 

The  striking  results  of  gamma  globulin  therapy 
in  measles  encephalitis  and  encephalomyelitis 
encouraged  us  to  consider  its  use  in  poliomyelitis. 
Experimentally,  Bodian  had  already  demon- 
strated that  gamma  globulin,  intramuscularly,  was 
efficacious  in  neutralizing  the  viruses  of  poliomye- 
litis.8 Recently,  Hammon,  Coriell,  and  Stokes 
pointed  out  that  in  Texas  gamma  globulin  has 
been  used  in  large  doses  for  therapy  in  polio- 
myelitis.9 

One  great  difference  between  the  encephalitis- 
complicating  measles  group  and  the  poliomyelitis 
group  must  be  considered.  In  the  measles  group 
the  patient  was  brought  to  the  hospital  as  soon  as 
the  neurologic  signs  and  symptoms  appeared,  and 
gamma  globulin  was  administered  promptly.  On 
the  other  hand,  the  poliomyelitis  cases  were  admit- 
ted after  the  neurologic  signs  and  symptoms  had 
persisted  for  varying  lengths  of  time. 

Seventeen  patients  were  given  total  doses  of 
gamma  globulin  of  1 to  2.5  cc.  per  pound  body 
weight  (55  to  170  cc.  of  gamma  globulin).  Eight 
patients  were  given  a total  dosage  of  0.13  to  0.66 
cc.  gamma  globulin  per  pound  body  weight  (20  to 
50  cc.  of  gamma  globulin). 

The  patients  who  were  admitted  early  and  were 
treated  early,  although  the  poliomyelitis  was  pro- 
gressing, made  a much  more  rapid  and  complete 
recovery  than  those  in  whom  the  treatment  was 
delayed  until  after  the  fourth  day  of  the  illness. 

Where  the  central  nervous  system  was  already 
damaged  extensively  and  gamma  globulin  ther- 
apy was  delayed,  gamma  globulin  was  ineffective 

Mumps  Meningoencephalitis 

One  case  of  meningoencephalitis  complicating 
mumps  was  treated  with  therapeutic  doses  of 
gamma  globulin. 

An  eight-year-old  boy  was  diagnosed  as  mumps 
meningoencephalitis  on  admission.  He  was 
given  90  cc.  of  gamma  globulin  over  a period  of 
forty  hours  from  time  of  admission  (a  total  dosage 
of  1.5  cc.  gamma  globulin  per  pound  body  weight). 
Four  days  after  admission  the  swelling  of  the 
parotid  glands  and  the  neurologic  signs  disap- 
peared. 

Viral  Complications  of  the  Central  Nervous 
System 

It  has  been  observed  that,  although  gamma 
globulin  is  given  for  the  attenuation  or  prophy- 
laxis of  measles,  nevertheless,  encephalitis  or 
encephalomyelitis  will  occur.  Smith  and  Rosen- 
zweig  and  Klugh  have  each  reported  one  case, 
and  Odessky,  Bedo,  Weisler,  and  Xewman  have 
reported  three  cases.10-1* 


Similarly,'  Hammon,  Coriell,  Wehrle,  Klimt, 
and  Stokes  demonstrated  that  gamma  globulin 
conferred  a highly  significant  measure  of  pro- 
tection against  poliomyelitis.15  However,  the 
protection  was  not  complete,  and  a number  of 
cases  of  poliomyelitis  developed  subsequent  to  the 
administration  of  prophylactic  doses  of  gamma 
globulin. 

Obviously,  then,  we  will  still  be  confronted 
with  the  problem  of  how  to  treat  the  patients  who 
develop  central  nervous  system  complications 
following  attenuating  or  prophylactic  doses  of 
gamma  globulin.  At  our  hospital,  one  case  of 
measles  encephalitis  who  had  had  an  attenuating 
dose  of  gamma  globulin  was  treated  with  thera- 
peutic doses  of  gamma  globulin  with  excellent 
results. 

From  our  experience,  it  is  apparent  that  gamma 
globulin  alters  the  course  of  the  illness  with 
central  nervous  system  complications  if  it  is 
administered  in  therapeutic  doses  as  soon  as  the 
diagnosis  is  made,  whether  or  not  attenuating  or 
prophylactic  doses  have  been  given  previously. 

Reactions  to  Gamma  Globulin 

All  gamma  globulin  was  injected  intra- 
muscularly. Our  cases  were  followed  from  a 
period  of  time  varying  from  one  month  to  two 
years. 

There  were  no  reactions  observed  to  large  intra- 
muscular doses  of  gamma  globulin. 

Supportive  Therapy 

Supportive  therapy  must  be  employed  in  con- 
junction with  gamma  globulin  therapy  to  assure 
complete  recover}'. 

The  following  supportive  measures  are  deemed 
to  be  of  greatest  value  in  the  therapeutic  regime: 

(1)  correction  of  fluid  and  electrolyte  balance. 

(2)  oxygen,  (3)  antipyretic  therapy,  (4)  anti- 
convulsants, (5)  balanced  nutrition,  (6)  anti- 
biotics and  sulfa  drugs,  and  (7)  suction. 

Summary 

Therapeutic  doses  of  gamma  globulin  were 
administered  in  the  acute  phase  to  15  cases  of 
measles  encephalitis  and  encephalomyelitis,  17 
cases  of  poliomyelitis,  and  one  case  of  mumps 
meningoencephalitis.  Serving  as  a comparative 
group  in  the  encephahtis-eomplicating-measles 
study  were  14  patients  who  received  no  gamma 
globulin  in  the  acute  phase  and  12  patients  who 
received  4 to  16  cc.  of  gamma  globulin  in  the 
acute  phase.  There  were  S poliomyelitis  patients 
who  had  injections  of  smaller  doses  of  gamma 
globulin. 

Analysis  of  these  cases  has  shown  that,  if  thera- 
peutic doses  of  gamma  globulin  are  administered 
as  soon  as  the  signs  and  symptoms  of  central 
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nervous  system  involvement  have  manifested 
themselves,  the  patient’s  recovery  will  be  re- 
markably hastened  and  more  complete  than  in 
the  cases  which  receive  no  gamma  globulin 
or  small  doses  of  gamma  globulin. 

Supportive  therapy  must  be  given  in  conjunc- 
tion with  gamma  globulin. 

No  reactions  to  large  doses  of  gamma  globulin, 
injected  intramuscularly,  were  observed. 

A small  percentage  of  cases  with  viral  infec- 
tions will  develop  central  nervous  system  com- 
plications although  they  receive  gamma  globulin 
for  attenuation  or  prophylaxis.  Large  doses  of 
gamma  globulin  can  be  administered  for  therapy 
in  these  cases,  with  good  results. 

It  has  been  established  empirically  in  viral 
infections  complicated  by  central  nervous  system 
involvement  that  the  dose  of  gamma  globulin 
administered  intramuscularly  is  a total  dosage  of 
1 to  2 cc.  per  pound  body  weight,  given  in 


divided  doses  within  a period  of  twenty-four  to 
forty-eight  hours  after  the  appearance  of  the 
neurologic  signs  and  symptoms. 
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URGE  STUDY  OF  MENTAL  REACTIONS  OF  PATIENT  PRIOR  TO  PLASTIC  SURGERY 


Mental  reactions  of  a patient  should  be  care- 
fully studied  and  evaluated  before  plastic  surgery 
to  correct  nasal  or  ear  deformities  is  performed, 
according  to  an  article  in  the  September  Archives  of 
Otolaryngology,  published  by  the  American  Medical 
Association. 

This  is  necessary  because  one  person  may  be 
severely  handicapped  by  a given  facial  disfigurement 
whereas  another  will  adjust  himself  to  such  a degree 
that  surgical  correction  may  not  be  necessary  or 
even  advisable,  in  the  opinions  of  Drs.  Arthur 
Palmer  and  Smiley  Blanton. 

Dr.  Palmer  is  professor  of  clinical  surgery,  Cornell 
University  Medical  College,  and  attending  surgeon 
at  the  New  York  Hospital;  Dr.  Blanton  is  associate 
professor  of  clinical  psychiatry,  Vanderbilt  Univer- 
sity, Nashville. 

As  both  the  nose  and  the  ears  are  prominent  parts 
of  the  head,  persons  are  particularly  conscious  of 
any  abnormalities  present  there,  the  doctors  wrote. 
One  person,  however,  may  dismiss  from  his  thoughts 
a slight  deformity  of  the  nose,  while  a second  may 
have  reactions  that  amount  to  an  obsession  because 
of  a similar  slight  defect.  The  capacity  of  a person 
to  tolerate  deformity  depends  to  a large  extent  upon 
his  character  pattern.  Very  few  people  can  escape 
severe  emotional  disability  if  they  have  a deform- 


ity which  is  as  plainly  visible  as  a deformity  of  the 
nose  or  face. 

Emotional  reactions  before  and  after  plastic 
surgery  are  often  out  of  proportion  to  the  deformity, 
according  to  the  doctors,  who  added:  “In  consider- 
ing the  influence  of  operations  on  patients,  one  must 
appreciate  the  fact  that  people  react  on  three  levels: 
(1)  the  fundamental  character — timid,  anxious, 
irritable,  serene,  or  Calm — the  pattern  of  which 
determines  the  fundamental  philosophy  toward 
life  and  its  events;  (2)  the  unconscious  mind,  the 
repository  of  primitive  impulses  and  repressed 
memories,  which  influences  our  behavior,  and  (3) 
the  conscious  reasoning  mind.” 

The  attitude  of  a person  with  a physical  deform- 
ity toward  himself  will  depend  to  a large  extent 
on  the  attitude  of  his  associates,  the  doctors  pointed 
out.  If  the  individual  meets  with  disapproval 
openly  or  indirectly  because  of  social  prejudices, 
he  is  denied  the  opportunity  to  realize  full  develop- 
ment of  his  personality.  He  then  becomes  frus- 
trated and  overanxious.  Following  plastic  surgery, 
a careless  word  of  criticism  of  the  appearance  of  a 
person  from  an  intimate  friend  may  affect  his  own 
opinion  adversely,  whereas  a word  of  approval  and 
expression  of  pleasure  in  his  appearance  will  have  a 
most  favorable  reaction  on  the  patient’s  mind. 


CORNELL  CONLERENCES  ON  THERAPY 


Departments  of  Pharmacology  and  Medicine,  Cornell  University 
Medical  College  and  New  York  Hospital 


npHESE  are  the  stenographic  reports  of  conferences  by  the  members  of  the  Depart- 
ments of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  College  and 
Xew  York  Hospital,  with  collaboration  of  other  departments  and  institutions.  The 
questions  and  discussions  involve  participation  by  members  of  the  staff  of  the  college 
and  hospital,  students,  and  visitors.  A selected  group  of  these  conferences  is  published 
in  an  annual  volume,  Cornell  Conferences  on  Therapy,  by  the  Macmillan  Company. 


THE  PLACE  OF  ANTICOAGULANTS  IN  CORONARY  THROMBOSIS 


Dr.  Harry  Gold:  In  these  times  it  is  unlikely 
that  a practitioner  passes  many  days  of  the  week 
without  encountering  the  problem  of  anticoagu- 
lant therapy,  whether  it  is  in  peripheral  vascular 
disorders  or  in  coronary  diseases  and  related  situ- 
ations. Shall  we  use  anticoagulants  or  shall  we 
not?  Shall  we  give  it  to  all  patients  during  an 
attack  of  coronary  thrombosis,  and  when? 
Shall  we  give  it  to  prevent  the  coronary  throm- 
bosis in  an  individual  who  has  coronary  disease? 
How  these  matters  stand  will  be  explored  in  the 
conference  today.  Dr.  Wright  will  open  the 
discussion. 

Dr.  Irving  Wright:  We  can  hardly  hope  to 
explore  all  aspects  of  anticoagulant  therapy  to- 
day. For  this,  several  conferences  would  be 
necessary.  I hope  that  in  the  near  future  we  may 
find  it  possible  to  hold  a discussion  on  the  mecha- 
nisms of  thrombosis  and  the  mechanisms  by  which 
the  anticoagulants  produce  their  effects.  I 
should  like  to  utilize  this  occasion  to  bring  3Tou  up 
to  date  on  the  findings  of  the  Committee  on  Anti- 
coagulants in  relation  to  the  subject  of  myocardial 
infarction. 

It  has  been  said  that  attitudes  toward  a discov- 
ery in  medicine  pass  through  at  least  three  phases. 
The  first  reaction  to  its  announcement  is  that  the 
discovery  is  no  good  and  that  it  is  likely  not  to 
work.  When  evidence  begins  to  accumulate 
pointing  to  the  possibility  that  it  might  actually 
work,  the  reaction  takes  a new  form:  It  is  highly 
experimental,  of  doubtful  value,  and  probably 
dangerous.  When  the  evidence  becomes  over- 
whelming, the  discovery  is  labeled  “old  stuff” 
which  has  been  known  all  along.  The  history  of 
anticoagulant  therapy  is  not  free  of  these  re- 
actions. The  situation  at  the  present  time  seems 
to  be  one  in  which  the  acceptance  of  this  form  of 
therapy  is  so  general  that  one  needs  hardly  to  de- 


fend it.  In  my  travels  through  South  .America 
and  part  of  Europe  this  summer  I became  aware 
of  the  fact  that  most  doctors  there  regarded  anti- 
coagulant therapy  as  “pretty  old  stuff.”  I think 
we  should  bear  in  mind  that  there  is  much  in  the 
clinical  aspects  of  anticoagulant  therapy  which 
remains  to  be  clarified. 

The  reports  of  the  Committee  on  Ant  icoagulants 
are  based  on  experience  with  1.031  cases.  The 
results  are  clear  on  the  point  that  this  form  of 
treatment  exerts  a favorable  influence  on  the 
death  rate  and  incidence  of  thromboembolic  com- 
plications. I may  now  direct  your  attention  to  a 
few  of  the  details  of  this  evidence. 

The  death  rate  among  the  untreated  cases  with 
coronary  thrombosis  was  about  23  per  100  as 
against  15  per  100  in  the  treated  cases.  The 
possibility  that  this  improvement  in  death  rate  is 
a chance  occurrence  has  been  shown  by  statistical 
analysis  of  the  material  to  be  about  one  to  two  in 
100.  It  is  well  to  note  that  variations  in  the 
death  rate  among  cases  of  coronary  thrombosis 
are  so  great  that  small  groups  of  50  or  100  cases 
fail  to  reveal  the  true  influence  on  death  rate. 
Studies  made  with  such  small  numbers  are  of 
little  value.  This  difference  emerges  when  the 
series  is  larger.  In  these  studies  this  difference 
between  the  death  rate  in  treated  and  untreated 
cases  became  manifest  when  the  first  250  cases 
were  studied,  and  this  relationship  between  the 
incidence  of  death  in  treated  and  untreated  cases 
showed  no  conspicuous  change  at  various  levels 
as  the  size  of  the  group  studied  was  increased  to 
above  1,000  cases.  To  obtain  statistically  valid 
results  on  the  efficacy  of  anticoagulant  therapy  in 
coronary  thrombosis,  therefore,  one  must  observe 
groups  of  at  least  250  or  300  cases. 

How  long  after  the  onset  of  the  attack  of 
coronary  thrombosis  may  anticoagulant  therapy 
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)e  expected  to  exert  an  influence  on  the  death 
■ate?  This  matter  was  examined  by  a compan- 
ion of  death  rates  in  treated  and  untreated  cases 
n periods  of  weeks.  It  was  thought  at  first  that 
here  might  be  no  particular  advantage  in  begin- 
ling  anticoagulant  therapy  three  weeks  after  the 
ittack.  The  results  suggest,  however,  that  there 
vas  some  lessening  of  the  death  rate  even  if 
herapy  was  started  as  late  as  the  beginning  of 
he  fourth  week  of  the  disease.  If  started  later 
han  in  the  fourth  week,  the  anticoagulant  treat- 
nent  seemed  to  be  of  no  benefit. 

AVe  may  now  focus  our  attention  on  thrombo- 
embolic complications.  When  the  study  group 
eached  about  1,000  cases,  the  results  showed  41 
uch  complications  per  100  among  the  untreated 
eases  as  against  13  per  100  among  the  cases  on 
mticoagulant  therapy.  The  possibility  that  less- 
ening the  incidence  of  thromboembolic  phenom- 
ena is  a chance  occurrence  has  been  shown  in 
he  statistical  analysis  to  be  three  in  about  10,000. 

The  data  were  then  arranged  in  groups  accord- 
ing to  the  types  of  thromboembolic  phenomena, 
such  as  extensions  or  new  infarcts  in  the  heart, 
pulmonary  emboli,  cerebral,  peripheral,  and  ve- 
nous thromboses,  and  again  the  treated  and  un- 
treated cases  were  compared.  In  all  these  groups 
the  results  favored  the  treated  cases. 

The  data  were  examined  from  still  another 
mint  of  view  in  order  to  answer  the  question 
•vhether  the  anticoagulant  therapy  should  be  re- 
served for  only  severe  cases  or  whether  it  should 
ilso  be  used  in  cases  of  mild  and  moderate 
severity.  In  this  connection  I should  point  out 
:hat  these  classifications  of  patients  were  made  in 
iccordance  with  a system  of  criteria  set  up  at  the 
beginning  of  the  study.  They  were  not  based  on 
die  information  culled  from  hospital  charts  of 
iases  which  were  not  planned  for  this  kind  of 
study.  Routine  hospital  records  drawn  from  the 
files  frequently  fail  to  supply  the  detailed  infor- 
mation necessary  for  a critical  classification  of  the 
patients,  yet  this  is  the  method  that  has  been 
followed  in  several  of  the  studies  that  have  been 
reported  in  the  literature.  In  our  group  classi- 
fied as  mild  and  moderate  cases,  the  death  rate  was 
12.9  per  100  among  the  untreated  patients  as 
against  7.9  per  100  among  those  receiving  anti- 
coagulant therapy.  This  is,  in  fact,  a larger  rela- 
tive reduction  in  the  death  rate  than  in  the  group 
classified  as  severe  cases  where  the  death  rate  was 
reduced  from  45  per  100  among  the  untreated  to 
35  per  100  among  the  treated  ones.  In  the  mild 
and  moderate  group,  patients  developing  thrombo- 
embolic complications  were  22  per  100  among  the 
untreated,  as  compared  with  only  eight  per  100 
lamong  those  treated. 

| Since  some  patients  had  more  than  one 
I thromboembolic  complication,  the  results  were  ex- 


amined in  terms  of  the  instances  of  complication. 
Again,  the  data  strongly  favored  the  treated 
group,  34  complications  per  100  in  the  control 
cases,  as  against  nine  per  100  in  the  treated  cases. 
We  then  set  up  a group  of  mild  or  “good-risk” 
cases,  so  mild  that  there  were  no  deaths  in  either 
the  control  or  treated  groups.  In  these  we  stud- 
ied the  effect  of  treatment  on  the  occurrence  of 
thromboembolic  complications.  There  turned 
out  to  be  20  per  100  cases  in  the  controls  and  10 
per  100  in  the  treated  group.  The  data  were 
further  pruned  down  to  exclude  extensions  of  the 
thrombus  in  the  heart  and  other  conditions  and  to 
represent  only  those  with  embolic  phenomena. 
When  the  results  were  examined  in  this  way,  it 
was  found  that  approximately  16  per  100  “good- 
risk”  cases  developed  some  embolic  complication, 
as  determined  by  clinical  means  among  the  con- 
trols, whereas  in  the  treated  group  there  were 
none.  The  total  number  of  cases  in  this  group 
was  small,  so  that  the  results  are  not  statistically 
significant,  although  they  gain  significance  from 
the  fact  that  they  follow  the  general  trend  of  all 
the  other  comparisons. 

Dr.  Harry  Gold:  Why  is  this  group  of  “good- 
risk”  cases  so  small? 

Dr.  Wright  : This  was  due  to  the  fact  that  the 
criteria  were  so  stringent  for  including  a patient 
in  this  group.  For  example,  we  eliminated  those 
wTho  had  had  a previous  myocardial  infarct,  those 
with  the  so-called  “fourth  degree”  pain  during  the 
first  week,  those  with  shock  at  the  beginning  or  on 
the  day  of  admission,  those  with  cardiac  enlarge- 
ment prior  to  the  attack,  those  with  gallop 
rhythm,  those  with  congestive  failure  in  the  first 
week,  those  with  auricular  fibrillation,  or  flutter, 
or  heart  block  during  the  first  week,  those  with 
pulse  rate  above  110  or  more,  those  with  diabetes 
during  this  illness,  those  who  were  30  per  cent  or 
more  overweight,  and  many  others.  AATiat  we 
did  was  to  try  to  eliminate  from  the  group  all 
those  conditions  which  have  been  regarded  as  add- 
ing to  the  risk  of  complications. 

There  has  been  a tendency  to  belittle  the  im- 
portance of  thromboembolic  complications.  In 
our  group  there  have  been  a considerable  number 
of  patients  who  developed  an  irreversible  hemi- 
plegia after  their  first  embolus  and  some  who,  with 
the  first  embolus,  had  to  have  a leg  amputated. 
If  one  waits  until  the  first  embolus  takes  place, 
one  takes  the  risk  of  damage  to  the  patient  that 
may  be  permanent  even  though  he  survives. 

Dr.  Gold:  AATiat  would  you  say  is  the  size  of 
the  risk?  Is  it  1 in  5,000  cases  of  coronary  throm- 
bosis or  thereabouts?  I think  I have  seen  only 
one  or  two  such  occurrences. 

Dr.  AAr right  : AVe  had  two  cases  at  one  con- 
ference here  recently  in  which  a single  embolic 
episode  produced  a hemiplegia. 
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Dr.  Gold:  Would  you  venture  a guess  as  to 
how  often  it  has  occurred  in  your  own  practice? 

Dr.  W right:  In  my  practice  I should  say  it  is 
about  one  in  100  to  500.  I should  point  out  that 
it  is  not  always  related  to  the  severity  of  the 
coronary  occlusion.  We  had  one  patient  who 
developed  a cold  white  leg  which  eventually  had 
to  be  amputated  above  the  knee,  whose  myocar- 
dial infarction  was  so  symptomless  that  it  escaped 
detection  until  the  electrocardiogram  was  made 
at  the  time  he  was  in  the  hospital  for  treatment  of 
the  leg. 

These  collaborative  studies  to  which  I have  re- 
ferred clearly  showed  the  importance  of  devising 
suitable  methods  for  ferreting  out  the  facts  about 
the  control  cases.  We  found  that  if  observations 
are  made  over  a period  of  the  first  six  weeks  of  the 
onset  of  an  attack,  more  than  25  per  cent  of  the 
patients  are  found  to  develop  at  hast  one  throm- 
boembolic complication.  The  smaller  incidence 
reported  by  others  is  due  to  a failure  to  make  a 
sufficiently  intensive  search  over  a sufficiently 
long  period  of  time,  we  believe.  There  are  in- 
cluded in  our  study  the  experiences  of  hospitals  in 
which  complications  during  an  attack  of  coronary 
thrombosis  had  previously  been  considered  to  be 
uncommon  and  in  which  the  incidence  of  compli- 
cations rose  to  approximately  25  per  cent  after 
they  began  to  participate  in  our  investigation  and 
to  use  the  methods  for  searching  for  complications 
which  were  employed  in  this  study.  I refer  to 
intensive  and  frequent  physical  examinations, 
frequent  urine  specimens,  blood  counts,  x-rays  of 
patients  who  developed  chest  pain,  serial  x-rays 
thereafter,  serial  electrocardiograms,  and  the  like. 
When  these  were  done,  it  was  found  that  16  per 
cent  of  the  control  cases  developed  one  compli- 
cation, 5 per  cent  two  complications,  3 per  cent 
three  complications,  and  1 per  cent  four  complica- 
tions. The  number  of  complications  exceeded 
six  per  100  suivivors  during  every  week,  from  the 
first  to  the  fourth,  after  the  attack.  They  reached 
a peak  incidence  of  14  in  the  second  week  and 
declined  to  less  than  three  per  100  suivivors  after 
the  fourth  week. 

The  frequency  of  complications  was  found  to  be 
greater  among  patients  who  had  already  had  a 
previous  complication,  greater  amongolder  than 
among  younger  patients,  greater  among  men  than 
among  women,  greater  among  those  whose  weight 
was  10  per  cent  or  more  above  the  normal,  or 
whose  weight  was  substandard,  greater  among 
those  considered  by  the  pfresician  to  be  severely 
ill  at  the  onset,  greater  among  those  with  con- 
gestive failure  or  shock  after  the  first  week  of 
illness,  greater  among  those  with  auricular  fibril- 
lation or  some  type  of  heart  block  in  the  first  week. 

In  terms  of  those  who  developed  at  least  one 
thromboembolic  complication,  the  control  group 


showed  more  than  twice  as  many  patients  as  th< 
treated  group,  and  more  than  three  times  a: 
many  instances  of  complication  per  100  patient: 
as  the  treated  group,  41  complications  per  100  a: 
against  13  per  100. 

How  matters  stood  at  different  periods  of  the 
attack  was  also  determined.  It  was  found  tha 
during  the  first  three  days  of  anticoagulant  ther 
apy  the  incidence  of  complications  was  seven  pe 
one  thousand  days  as  against  about  16  for  a simi  " 
lar  period  in  the  control  group.  During  the  pe 
riod  dating  from  the  fourth  day  of  anticoagulan  i 
therapy  through  four  days  after  the  last  dose  wa 
given,  the  incidence  of  complications  was  abou 
three  per  one  thousand  days  of  treatment  a - 
against  12  for  a similar  period  in  the  untreate< 
group. 

The  statistical  analysis  of  these  values  show 
that  they  are  highly  significant. 

The  level  of  the  prothrombin  time  proved  to  b 
an  important  factor.  When  the  prothrombi] 
levels  were  at  twenty-five  seconds  or  higher,  whicl  . 
is  equivalent  to  23  per  cent  of  prothrombi] 
activity  in  our  laboratory,  the  treatment  wa 
twice  as  effective  as  in  the  group  maintained  be 
low  these  levels.  This  clearly  means  that  th  . 
efficacy  of  the  treatment  is  related  to  the  dosag  > 
of  the  anticoagulant. 

The  anticoagulants  do  not  completely  eliminat 
thromboembolic  complications,  no  matter  wha  r 
prothrombin  levels  are  maintained,  althoug  k 
there  can  no  longer  be  a serious  question  of  th 
fact  that  their  proper  use  reduces  complication.4  - 
Since  thromboembolic  complications  are  high  i t 
the  first  week  and  reach  a peak  incidence  durin  r: 
the  second,  it  is  manifest  that  anticoagulan  c 
therapy  should  be  started  as  soon  as  possible  wit 
rapidly-acting  agents.  Since  the  incidence  c r 
these  complications  tends  to  remain  fairly  hig 
for  about  four  weeks  after  the  attack,  it  is  clea 
that  anticoagulants  should  be  continued  for  for  4 
weeks  or  longer.  The  prothrombin  time  shoul  i 
be  maintained  at  levels  between  twenty-five  an 
thirty-nine  seconds  for  the1  best  results,  althoug  t 
it  is  not  necessary  to  have  leAels  above  fort 
seconds  because  no  substantial  increase  in  pn 
tection  is  provided  by  such  higher  leA'els,  an 
there  is  in  them  the  risk  of  hemorrhage.  It  i 
of  course,  necessary  to  follow  the  course  of  trea 
ment  with  frequent  prothrombin  determination 
Where  this  cannot  be  done,  as  in  cases  where 
good  laboratory  is  not  aA-ailable  or  where  the) 
are  particular  contraindications  such  as  bloc 
dyscrasias.  ulcers,  and  the  like,  the  doctor  w 
have  to  use  his  judgment. 

Dr.  Gold:  Thank  you  A'erv  much,  D 

Wright.  At  the  moment  it  looks  to  me  : 
though  a strong  case  has  been  made  out  in  fa  a-'  I 
of  anticoagulants  in  coronary  thrombosis,  q > 
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hough  I cannot  vouch  for  what  will  happen  to 
t before  the  conference  is  over. 

I I think  you  did  not  say  what  anticoagulant 
ou  prefer. 

Dr.  Wright  : I prefer  not  to  take  sides  in  the 
hoice  of  anticoagulant  agents.  About  90  per 
ent  or  more  of  the  work  of  this  study  was  done 
nth  Dicumarol.  I have  some  data  on  more 
han  500  cases  in  approximately  half  of  which 
[Yomexan  was  used.  The  results  show  no  con- 
picuous  difference.  Tromexan  acted  a bit  more 
apidly,  and  the  effects  wore  off  more  rapidly. 

Dr.  Gold:  Would  you  be  willing  to  say  a 
irord  about  the  appearance  of  the  picture  of 
esults  with  anticoagulants  in  peripheral  vas- 
ular  disease?  Is  the  picture  of  incidence  of 
leaths,  complications,  and  recoveries  essentially 
he  same  as  that  in  coronary  thrombosis  with 
inticoagulants,  or  are  the  results  better  in  one 
ban  in  the  other  of  these  areas? 

Dr.  Wright:  They  are  essentially  the  same. 

[ am  reminded  of  the  meeting  of  the  American 
College  of  Surgeons  in  1947  when  Dr.  Arthur 
lllen  of  the  Massachusetts  General  Hospital 
eported  on  results  with  several  hundred  venous 
igations  for  purposes  of  prophylaxis  and  treat- 
nent  in  thrombophlebitis.  Now  that  they  are 
asing  Dicumarol  routinely  in  the  past  few  years 
t believe  they  have  performed  only  two  prophy- 
actic  ligations,  and  the  number  of  ligations  for 
treatment  in  thrombophlebitis  has  fallen  to  a very 
low  figure.  The  same  kind  of  results  have  also 
been  obtained  with  anticoagulant  treatment  in 
rheumatic  heart  disease  with  auricular  fibrilla- 
tion where  patients  tend  to  develop  multiple 
emboli. 

Dr.  Gold:  But  that  does  not  apply  to  bac- 
terial endocarditis,  does  it? 

Dr.  Wright:  There  the  experience  with  anti- 
coagulants has  been  very  bad.  I would  not 
recommend  their  use  in  any  case  of  subacute 
bacterial  endocarditis. 

Dr.  Walter  Modell:  I noticed  in  your 

first  slide  that  the  lowering  of  the  death  rate 
by  anticoagulant  treatment  took  place  almost 
entirely  in  those  with  complications.  Might 
one  then  conclude  from  your  results  that  Di- 
cumarol had  little  or  no  effect  on  the  progress  of 
the  disease  in  a case  of  coronary  thrombosis  and 
that  its  beneficial  effects  relate  to  the  matter  of 
embolus  only? 

Dr.  Wright:  Dr.  Modell’s  observation  is  a 
very  interesting  one.  It  states  a fact  which  we 
have  emphasized  in  our  reports,  namely,  that 
the  chief  benefits  of  the  anticoagulant  treatment 
lie  in  the  reduction  of  thromboembolic  compli- 
cations although  there  is  a slight  decrease  in  the 
death  rate  where  thromboembolic  complications 
were  not  observed.  We  think  that  even  in 


these  cases  the  reduction  in  the  number  of  deaths 
is  probably  due  to  interference  with  the  thrombo- 
embolic process  which  is  unrecognized  clinically. 
We  have  detailed  autopsy  studies  of  a very  high 
per  cent  of  the  patients  who  died,  and  in  a number 
of  patients  there  have  been  found  thrombo- 
embolic complications  which  escaped  detection 
during  life. 

The  question  was  raised  by  our  committee 
whether  there  might  not  be  something  to  the 
popular  belief  that  anticoagulant  therapy  might 
actually  worsen  the  outlook  for  the  disease  in 
the  heart  itself  by  increasing  subintimal  coronaiy 
hemorrhages  and  other  serious  hemorrhages 
in  the  myocardium.  This  question  was  studied 
in  autopsy  material,  and  the  study  was  extended 
to  dogs  in  which  the  coronary  arteries  were  tied 
off  to  produce  experimental  myocardial  infarc- 
tion. We  know  that  there  is  hemorrhage  in 
almost  every  infarcted  area.  However,  the  re- 
sult of  these  studies  provided  no  support  for  the 
fear  that  anticoagulant  therapy  will  appreciably 
increase  subintimal  hemorrhage. 

I might  remark,  at  this  point,  that  anticoag- 
ulants do  not  appear  to  promote  rupture  of  the 
heart  since  there  were  actually  a few  more  such 
cases  among  the  controls  than  in  the  treated 
group.  There  seems  to  be  a slight  increase  in  the 
incidence  of  hemorrhagic  pericarditis  in  the  treated 
cases.  If  a patient  with  coronaiy  thrombosis  is 
receiving  anticoagulant  therapy,  and  if  in  the 
course  of  therapy  the  heart  sounds  become  dis- 
tant with  evidence  of  cardiac  tamponade,  it  is 
well  to  bear  in  mind  the  matter  of  hemorrhagic 
pericardial  effusion  and  to  do  a tap. 

Dr.  Sidney  Rothbard:  Dr.  Wright,  what 
is  the  current  feeling  about  the  use  of  anticoag- 
ulants in  the  case  of  an  embolus  to  the  central 
nervous  system  from  the  release  of  a mural 
thrombus  after  a coronary  thrombosis? 

Dr.  Wright:  Here  a differential  diagnosis 
is  quite  important.  Of  course,  one  would  not 
wish  to  give  anticoagulants  in  the  presence  of 
hemorrhage.  A spinal  tap  will  help  to  decide 
that  point.  If  the  tap  is  bloody,  it  is  probable 
that  what  has  happened  in  the  central  nervous 
system  was  not  due  to  an  embolus  but  to  a hem- 
orrhage. In  regard  to  the  second  possibility,  a 
local  thrombus,  we  remain  undecided  in  the  mat- 
ter of  anticoagulant  treatment.  We  are  likely 
to  give  it  when  the  patient  has  had  a previous 
thrombosis,  or  perhaps  has  had  an  occlusion  of  an 
artery  of  the  leg,  or  has  some  other  evidence  of 
general  occlusive  disease,  and  if,  in  such  a case, 
the  spinal  tap  is  negative.  The  type  of  case  in 
which  we  have  no  hesitation  whatsoever  in  using 
anticoagulant  therapy  is  the  one  specifically 
mentioned  in  your  question,  namely,  the  case  in 
which  a thrombus  in  the  heart  has  delivered  an 
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embolus  to  the  brain.  It  is  well  to  remember,  in 
such  a case,  that  a second  embolus  from  the 
heart  to  the  brain  or  elsewhere  may  prove  fatal 
and  also  that  the  early  fragile  clot  of  the  embolus 
to  the  brain  is  frequently  absorbed  fairly  rapidly 
in  the  presence  of  anticoagulants. 

Dr.  Gold:  While  you  are  on  this  question. 

Dr.  W right,  would  you  say  whether  or  not  you 
would  use  anticoagulant  treatment  in  a patient 
with  hyi>ertension  who  develops  a cerebral  ac- 
cident in  the  course  of  a coronary  thrombosis  but 
in  whom  you  cannot  be  certain  whether  it  is  an 
embolus,  or  a local  thrombus,  or  a cerebral 
hemorrhage? 

Dr.  Wright : I cannot  emphasize  too  strongly 
the  desirability  of  doing  everything  possible  to 
make  a differential  diagnosis.  If,  in  the  end, 
the  diagnosis  favors  a thrombus  or  preferably  an 
embolus,  in  all  likelihood  I would  use  anticoagu- 
lants with  particular  caution,  avoiding  the 
higher  prothrombin-time  levels  and  endeavoring 
to  maintain  the  prothrombin  time  somewhere 
around  twenty-five  seconds.  We  know  that 
the  patient  will  get  some  benefit,  even  though 
not  the  maximum,  from  the  lower  levels.  The 
decision  to  use  anticoagulants  or  not  would  de- 
pend in  some  measure  on  the  level  of  the  blood 
pressure,  since  tins  relates  to  the  incidence  of 
cerebral  hemorrhage.  I would  probably  use  the 
anticoagulant  if  the  blood  pressure  were  some- 
where around  180  100  and  would  probably  with- 
hold it  if  the  blood  pressure  were  240  160. 

Dr.  Gold:  How  about  the  situation  of  a 
patient  with  coronary  thrombosis  who  develops 
a pulmonary  embolus  with  pulmonary  bleeding? 
Would  you  use  the  anticoagulant  there? 

Dr.  Wright:  Bleeding,  in  the  case  of  the 
pulmonary  embolus,  is  no  contraindication  to  the 
use  of  the  anticoagulant. 

Dr.  Rothbard:  Suppose  it  is  a case  of  cerebral 
bleeding  from  an  embolus  to  the  brain? 

Dr.  Wright:  As  I stated  before,  if  there  is  a 
blood}'  tap,  we  would  give  no  anticoagulant. 
The  experience  is  now  quite  extensive  with  the 
pulmonary  bleeding  from  emboli  and  shows  that 
anticoagulant  therapy,  with  extremely  rare  ex- 
ceptions. does  not  increase  the  bleeding.  This  is 
also  true  of  renal  hemorrhage  due  to  embolus. 
Since  we  do  not  know  enough  about  the  situation 
in  the  brain  under  similar  circumstances,  I would 
hesitate  to  use  anticoagulant  treatment  where 
there  is  a bloody  tap  after  a cerebral  embolus. 

Dr.  McKeen  Cattell:  I wonder  if  Dr. 
Wright  would  describe  an  actual  regimen  of 
therapy  with  the  anticoagulants? 

Dr.  Wright:  There  is  what  might  be  called 
the  ideal  plan  of  treatment,  and  there  are  com- 
promises which  become  necessary  because  of 
particular  circumstances.  If  the  patient  is  very 


ill  and  presents  some  of  the  unfavorable  features 
in  an  attack  of  coronary  thrombosis,  such  as  shock 
or  embolic  complications,  and  if  the  patient 
appears  for  treatment  early,  we  are  apt  to 
use  heparin  in  the  first  twenty-four  or  thirty- 
six  hours  and  start  Dicumarol  or  Tromexan  at 
the  same  time.  We  are  now  using  Tromexan 
rather  than  Dicumarol  because  of  its  more  rapid 
action. 

Dr.  Gold  : How  much  do  you  give? 

Dr.  Wright:  We  give  50  to  75  mg.  of  heparin 
even-  four  hours.  We  test  the  clotting  time 
just  before  the  next  dose  in  the  case  of  the  first 
few  injections,  and  this  information  senes  as  a 
basis  for  adjusting  the  dose  so  as  to  avoid  raising 
the  clotting  time  above  twenty  minutes.  We 
aim  to  obtain  a clotting  time  which  is  two  to 
three  times  that  of  the  normal.  It  is  not  a par- 
ticularly satisfactory  test,  but  it  is  the  best  we  can 
do. 

Dr.  Gold:  How  about  the  dosage  of  Di- 
cumarol? 

Dr.  Wright:  We  give  300  mg.  of  Dicumarol 
immediately  and  200  mg.  the  next  day.  The 
daily  dose  is  then  tapered  off  to  100.  75.  or  50 
mg.  We  test  the  prothrombin  time  daily,  and  • 
as  I stated,  we  aim  to  produce  and  maintain  a 
prothrombin  time  between  twenty -five  and  fort}*  - 
seconds.  The  usual  dose  of  Tromexan  is  about 
four  or  five  times  that  of  Dicumarol. 

Dr.  Solomon*  Garb:  Why  don't  you  give  - 
heparin  to  all  patients  at  the  beginning,  why 
only  to  those  who  are  very  ill? 

Dr.  Wright:  That  would  be  the  ideal  way  ~ 
to  do  it.  In  the  study  which  I have  been  dis-  - 
cussing  there  were  two  hospitals  which  were 
assigned  to  that  kind  of  program.  It  turned  * 
out  that  their  data  were  not  materially  different  • 
from  those  in  which  heparin  was  not  given  rou-  F* 
finely  at  the  beginning.  However,  it  would  seem  1 
a proper  thing  to  do.  although  there  is  the  prac-  • 
tical  problem  of  getting  the  house  staff  to  do  the  - 
clotting  test  even*  four  hours  throughout  the 
night.  We  have  therefore  eliminated  from  this  L 
form  of  treatment  the  milder  cases  and  have  put 
this  plan  into  operation  only  for  the  more  serious 
ones.  The  importance  of  heparin  is  somewhat 
diminished  through  the  use  of  Tromexan.  It  is 
possible  to  obtain  anticoagulant  action  between 
twenty-four  and  thirty-six  hours,  whereas  in  the 
case  of  Dicumarol  there  is  the  delay  of  seventy- 
two  to  ninety -six  hours. 

Dr.  Gold:  Are  there  any  other  questions? 

I wonder  if  we  might  hear  from  the  back  rows? 

Student:  What  is  the  actual  incidence  of 
hemorrhagic  complications  in  the  group  of  treated 
cases? 

Dr.  Wright:  We  have  studied  that  point. 
There  are  cases  of  bleeding  in  the  group  treated 
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with  Dicuniarol  and  in  those  treated  with  Trom- 
exan.  We  divided  the  instances  of  bleeding  into 
mild,  moderate,  and  severe,  the  mild,  for  example, 
showing  a few  red  cells  in  the  urine,  the  more 
severe  ones  showing  fairly  gross  hemorrhage. 
The  latter  were  quite  rare.  Mild  bleeding  oc- 
curred at  the  rate  of  about  five  instances  per 
one  thousand  days  of  treatment  in  the  case  of 
Tromexan,  and  somewhat  fewer  in  the  case  of 
Dicumarol. 

The  incidence  of  severe  bleeding  was  0.5  per  one 
thousand  days  of  treatment  with  both  Dicumarol 
and  Tromexan.  When  one  considers  the  fact  that 
these  observations  were  made  in  five  different 
hospitals,  giving  one  a fairly  satisfactory  cross  sec- 
tion of  hospital  practice,  one  may  well  consider 
the  problem  of  hemorrhage  resulting  from  the 
treatment  as  a small  one  in  relation  to  the  problem 
as  a whole. 

Dr.  Gold:  How  frequent  are  deaths  from 
anticoagulant  therapy? 

Dr.  Wright:  Among  the  560-odd  cases  that 
received  the  anticoagulants  in  the  study  of 
1,031  cases,  there  were  two  deaths  which  seemed 
decisively  related  to  the  treatment.  There  were 
a few  questionable  ones,  in  all  four  or  five  fatal- 
ities, in  which  the  treatment  might  have  been 
implicated. 

Dr.  Gold:  Would  you  venture  a guess  as  to 
how  this  matter  would  stand  in  the  more  diver- 
sified experience  with  the  use  of  anticoagulants  by 
private  physicians  in  the  home  and  in  the  smaller 
hospitals  throughout  the  United  States  and  the 
rest  of  the  world  where  the  controls  might  not  be 
so  rigorous  as  those  applied  in  the  study  hospitals. 

Dr.  Wright:  I don’t  know  how  that  matter 
stands,  but  the  question  is  an  important  one. 
There  is  no  doubt  of  the  fact  that  the  risk  is 
greater  where  the  skill  and  facilities  for  the  use 
of  anticoagulants  are  not  as  yet  satisfactory. 
The  same  applies  to  many  other  phases  of  medi- 
cine and  especially  to  surgery. 

Dr.  Gold:  But  I suppose  you  do  suspect 
that  the  incidence  of  disasters  from  anticoagulant 
therapy  under  those  circumstances  is  higher 
than  the  figures  obtained  in  your  study  groups? 

Dr.  Wright:  It  certainly  has  been  so  in  the 
past,  but  the  instances  of  serious  bleeding  are 
rapidly  diminishing,  as  more  physicans  become 
familiar  with  the  technic  of  this  therapy.  How- 
ever, we  still  see  situations  in  which  patients, 
some  of  them  doctors  and  some  of  them  nurses, 
take  the  drug  without  supervision  and  without 
the  protection  of  the  prothrombin  test.  It  is 
this  kind  of  practice,  rather  than  the  drug,  that 
cannot  be  condemned  too  strongly. 

Dr.  Gold:  Are  there  any  other  questions? 
So  far  I am  impressed  with  the  fact  that  no 
one  seems  to  have  taken  any  issue  with  Dr. 


Wright’s  position  regarding  the  utility  of  anti- 
coagulants in  coronary  thrombosis. 

Dr.  Frank  C.  Ferguson,  Jr.:  I should  like 
to  come  back  to  your  figures  indicating  that  the 
anticoagulant  therapy  reduces  the  death  rate 
from  coronary  thrombosis.  The  point  has  al- 
ready been  made  that  the  reduction  of  the  death 
rate  applies  almost  entirely  to  those  cases  in  which 
death  was  associated  with  thromboembolic  phe- 
nomena. Might  not  one  be  justified  in  viewing 
the  situation  in  this  way:  Patients  with  acute 
coronary  thrombosis  are  individuals  particularly 
liable  to  thromboembolic  disorders  of  which 
the  coronary  thrombosis  itself  is  one  of  the 
manifestations,  and  the  benefits  from  the  an- 
ticoagulant therapy  apply  to  the  latter,  there 
being  no  conspicuous  benefit  from  the  stand- 
point of  the  death  rate  from  the  coronary  throm- 
bosis itself? 

Dr.  Wright:  I think  it  is  possible  to  look 
upon  the  situation  in  that  way  without  detracting 
from  the  significant  fact  that  when  patients  with 
coronary  thrombosis  are  treated  with  anti- 
coagulant agents,  they  are  more  likely  to  re- 
cover than  if  they  are  left  without  treatment. 
There  is  an  interesting  point  in  this  connection 
which  I don’t  believe  we  have  time  to  go  into, 
and  that  is  that  anticoagulants  may  facilitate 
the  disintegration  of  blood  clots  generally  through 
the  action  of  enzymes  in  the  blood,  and  such  an 
action  would  of  course  apply  to  the  clot  in  the 
coronary  vessel  as  well. 

Dr.  Grafton  Burke:  The  Swedish  workers 
have  reported  large  series  of  cases  in  which  they 
gave  50  mg.  doses  of  heparin  every  four  hours 
but  determined  the  clotting  time  only  in  relation 
to  the  first  dose.  What  does  Dr.  Wright  think 
about  such  a plan? 

Dr.  Wright:  The  workers  to  whom  you 
refer,  and  some  in  this  country,  go  even  further 
today  and  give  patients  such  doses  of  heparin 
every  four  hours  routinely  without  ever  testing 
the  clotting  time.  I have  no  doubt  that  con- 
siderable protection  is  provided  by  such  a method, 
but  as  a general  practice  it  is  not  a very  good 
idea.  There  is  to  be  considered  the  fact  that 
there  is  marked  individual  variation  in  the  re- 
sponse to  a 50  mg.  dose  of  heparin,  some  pa- 
tients showing  no  elevation  in  the  clotting  time 
and,  at  the  other  extreme,  some  in  whom  the 
clotting  time  is  dangerously  prolonged.  Some  do 
well  with  the  50  mg.  dose,  in  others  a 75  mg. 
dose  may  be  necessary,  and  there  are  the  rare 
cases  in  whom  as  much  as  100  mg.  may  be  re- 
quired. I do  not  believe  it  is  necessaiy  to  do  a 
clotting  time  after  ever}''  one  of  the  injections, 
once  enough  of  these  tests  have  been  made, 
after  the  first  few  doses,  to  establish  the  general 
pattern  of  the  particular  patient’s  response.  It 
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is  wise  in  any  case  to  do  at  least  one  clotting  test 
daily  to  make  sure  that  the  patient’s  responsive- 
ness has  not  undergone  a change  during  the 
course  of  the  treatment. 

Dr.  Burke:  My  reason  for  bringing  up  this 
question  is  the  fact  that  the  benefits  reported  by 
these  workers  are  substantially  the  same  as  those 
in  your  studies,  and  they  are  accomplished  by  a 
technic  of  injections  in  which  the  prolongation 
of  clotting  time  is  not  a continuous  effect  but 
an  intermittent  one.  The  technic  is  easier  and 
the  results  are  the  same. 

Dr.  Gold:  Dr.  Burke,  it  seems  to  me  that 
you  have  answered  your  own  question. 

Dr.  Burke:  But  perhaps  Dr.  Wright  has  a 
reason  for  using  a more  difficult  method  of 
anticoagulant  treatment,  one  that  requires  fre- 
quent blood  testing,  when  it  seems  from  the 
reported  results  that  an  easier  method  is  ade- 
quate. 

Dr.  Wright:  The  real  issue,  as  far  as  I can 
see,  has  to  do  with  the  use  of  heparin  as  against 
the  oral  anticoagulants.  Heparin  has  to  be 
given  by  intravenous  injection.  It  means  that  a 
doctor  has  to  give  the  patient  an  intravenous  in- 
jection every  four  hours  for  about  six  weeks  in 
order  to  provide  protective  action  similar  to  that 
obtained  by  the  methods  which  we  now  use.  It 
is  bad  enough  to  have  to  stick  the  patient’s  vein 
daily  for  prothrombin  time  in  the  case  of  the 
oral  anticoagulants.  I think  it  is  probably  worse 
to  have  to  enter  his  vein  every  four  hours  when 
heparin  is  used  as  the  anticoagulant  over  such 
long  periods  of  time  as  are  necessary.  There 
also  is  the  fact  that  heparin  is  quite  costly. 

Dr.  Gold:  The  period  is  drawing  to  an  end 
and  I am  simply  bursting  with  one  question  which 
I wish  I could  ask. 

Dr.  Wright  : By  all  means  ask  it. 

Dr.  Gold:  I am  strongly  impressed  with  the 
kind  of  analyses  that  were  made  of  the  data 
which  Dr.  Wright  presented.  I am  sure  we  all 
are.  All  the  standard  protections,  statistical 
and  otherwise,  against  error  in  the  interpretation 
of  data  seem  to  have  been  provided  in  these 
studies.  I don’t  see,  therefore,  that  we  can 
quarrel  with  the  analyses  of  the  data  and  the 
inferences  that  are  drawn  from  these  analyses. 

I would  now  like  to  focus  your  attention  on  the 
character  of  the  data  themselves.  In  this  there 
is  involved  the  question  of  the  “double  blind 
test.”  Is  not  the  fact  that  the  “double  blind 
test”  was  not  used  in  this  study  a source  of 
weakness? 

Dr.  Wright:  I am  not  sure  that  I know  what 
you  mean. 

Dr.  Gold:  I shall  explain.  In  essence,  in 
your  study  the  doctor  was  asked  to  give  one 
patient  an  anticoagulant  and  to  withold  it  from 


the  other.  He  was  also  asked  to  look  carefully, 
for  example,  for  the  number  of  times  each  of 
these  patients  developed  a pulmonary  embolus. 
The  crux  of  the  issue  is  the  decision  as  to  whether 
or  not  the  patient  has  developed  a pulmonary 
embolus.  It  would  be  very  easy  indeed  if  the 
question  of  whether  the  patient  has  had  a pul- 
monary embolus  was  always  an  indisputable  one. 
From  my  own  experience  these  decisions  are  often 
a matter  of  judgment,  and  an  element  of  doubt 
is  often  attached  to  the  diagnosis.  Wherever 
judgments  are  involved,  the  element  of  bias 
enters.  And  so  my  question  is  this:  When  a 
doctor  reports  that  the  patient  who  was  treated 
with  the  anticoagulant  had  one  third  as  many 
pulmonary  emboli  as  the  one  who  was  not  treated 
with  anticoagulants,  would  his  report  be  the  same 
if  both  patients  had  received  tablets  of  the  same 
shape  and  size,  one  being  a placebo  and  the  other 
the  Dicumarol?  We  all  know  one  sees  what 
one  wants  to  see. 

Dr.  Wright:  I will  try  to  answer  that.  I 
am  glad  that  you  brought  up  this  point. 
When  the  study  was  planned,  we  realized  that 
the  psychologic  reaction  of  the  physicians  was 
an  important  consideration.  We  therefore  in- 
vited the  collaboration  not  only  of  those  who 
were  favorably  inclined  toward  the  use  of  the 
anticoagulants  but  also  of  those  who  had  never 
used  the  drugs  for  this  purpose  and  whose  opin- 
ions concerning  them  was  unfavorable. 

Dr.  Gold:  I see  you  invited  the  enemy. 

Dr.  Wright:  Yes,  we  did  that  on  purpose, 
in  order  to  diminish  the  element  of  bias.  None 
of  us  really  knew  how  the  matter  stood  at  the 
time  the  study  was  undertaken,  and  the  Heart 
Association  commissioned  us  to  find  out  what  the 
facts  were.  Furthermore,  even  if  one  were  to 
admit  that  the  incidence  of  thromboembolic 
accidents  might  be  influenced  by  bias  in  judg- 
ment as  to  whether  a particular  case  was  or  was 
not  an  embolus,  and  we  believe  these  were  re- 
duced to  the  feasible  minimum,  there  are  the 
figures  on  death  rates  which  show  such  striking 
effect  of  the  anticoagulant  therapy.  I don’t  see 
how  psychologic  factors  could  alter  that. 

Dr.  Gold  : All  the  measures  that  you  took  to 
guard  against  bias  in  the  decisions  concerning  the 
diagnosis  of  an  embolus  are  very  good  indeed,  but 
I would  question  whether  they  are  good  enough, 
for  they  deal  entirely  with  the  matter  of  con- 
scious bias.  The  more  important  elements  of 
bias  are  unconscious,  and  I would  think  that  this 
splendid  structure  in  analysis  of  data  that  you 
have  presented  would  rest  on  a much  sounder 
base  if  the  element  of  unconscious  bias  had  been 
eliminated,  if  the  actual  observations  had  been 
made  under  conditions  in  which  both  the  control 
and  treated  patients  received  a tablet,  and  both  ' 
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the  patient  who  describes  how  he  feels  and  the 
doctor  who  makes  decisions  as  to  the  patient’s 
condition  had  been  kept  in  the  dark  about  the 
identity  of  the  medication  during  the  course  of 
the  study.  Data  obtained  in  this  way  would  be 
truly  objective.  I confess  that  the  force  of  your 
reference  to  the  marked  reduction  in  the  death 
rate  in  the  treated  cases  is  a very  strong  one,  but 
then  I will  call  your  attention  to  the  fact  that 
this  very  reduction  in  death  rate  was  closely  linkc  d 
to  the  reduction  in  the  incidence  of  thrombo- 
embolic complications.  Your  data  are  much  too 
good  to  make  me  think  that  the  use  of  the  “double 
blind  test”  in  your  study  would  erase  the  evi- 
dence of  benefits  from  anticoagulant  therapy, 
but  I cannot  help  suspecting  that  with  such  a 
design  of  investigation  the  results  might  not 
look  quite  as  good  as  they  do. 

Dr.  Wright:  While  the  so-called  “double 
blind  test”  is  doubtless  highly  desirable  from  the 
theoretic  viewpoint,  and  practical  in  small  series, 
it  presented  obvious  difficulties  in  a study  of  this 
magnitude  conducted  in  1 6 hospitals.  One  may 
also  question  whether  this  series  actually  rep- 
resents a true  random  sampling.  Many  com- 
parative studies  of  the  treated  and  untreated 
groups  disclosed  remarkable  uniformity.  It 
has  been  stated  that  the  only  ultimate  random 
sampling  of  necessity  would  include  the  entire 
global  population.  We  stopped  at  1 ,031  patients. 

Summary 

Dr.  Gold:  The  use  of  anticoagulants  in  the 
treatment  of  acute  coronary  thrombosis  was 
explored  in  the  conference  today.  The  discussion 
revolved  around  the  findings,  presented  by  Dr. 
Wright,  of  the  extensive  collaborative  investiga- 
tions of  the  special  committee  of  the  American 
Heart  Association  established  for  that  purpose. 
The  report  reveals  a very  fine  example  of  a clin- 
ical investigation  in  which  the  data  were  exam- 
ined from  every  conceivable  viewpoint  and  with 
statistical  guards  against  error  in  interpretation. 
The  committee  makes  out  a strong  case  for  the 
utility  of  anticoagulant  therapy  in  acute  coronary 
thrombosis  in  terms  of  reduction  in  death  rate, 
reduction  in  thromboembolic  complications,  the 
treatment  of  mild  as  well  as  severe  cases,  de- 
sirability of  treatment  as  early  as  possible,  the 
need  for  continuing  treatment  for  several  weeks, 
the  importance  of  following  the  course  by  daily 
prothrombin  tests,  and  the  need  for  adjusting  the 
dose  so  as  to  maintain  a prothrombin  level  of 
between  twenty-five  and  forty  seconds.  Di- 
cumarol  by  oral  administration  was  the  chief 
agent  used  in  these  studies.  It  was  indicated 
that  the  faster-acting  Tromexan  may  present 


advantages  in  some  situations.  The  indications 
are  that  results  with  anticoagulant  therapy  in 
coronary  thrombosis  are  as  good  as  they  are  in 
the  case  of  similar  problems  in  peripheral  vas- 
cular diseases.  The  question  of  using  heparin 
at  the  start  and  possibly  for  the  total  period  of 
treatment  was  discussed.  There  is  reported  in 
the  literature  the  highly  satisfactory  experience 
with  the  use  of  a fixed  dose  of  heparin  at  inter- 
vals of  four  hours  without  repeated  testing  of 
clotting  time.  Doubt  was  expressed  concerning 
the  desirability  of  this  method,  and  it  was  pointed 
out  that  an  intravenous  injection  of  heparin  at 
such  frequent  intervals  for  such  long  periods  of 
time  presents  difficulties  which  are  obviated  by 
the  plans  of  oral  medication  with  Dicumarol. 
There  was  some  discussion  of  the  point  which 
emerged  from  the  statistical  data  of  the  study 
that  the  anticoagulant  may  not  materially  alter 
the  course  of  the  disease  in  the  heart  itself  and 
that  the  striking  results  in  the  treated  cases,  as 
compared  with  the  controls,  is  due  chiefly,  if 
not  entirely,  to  the  reduction  in  thromboembolic 
complications.  It  was  pointed  out  that  the 
treatment  is  a double-edged  sword  and  can  do 
harm,  especially  by  way  of  giving  rise  to  hem- 
orrhages, but  it  was  also  pointed  out  that  if  one 
follows  the  technic  that  was  discussed,  the  dan- 
ger is  virtually  negligible.  It  appears  to  be  the 
experience  that  in  the  case  of  pulmonary  embolus 
with  bleeding  the  continuation  of  anticoagulant 
therapy  is  perfectly  safe,  but  that  it  is  wise  to 
withhold  it  in  the  case  of  cerebral  embolus  with 
hemorrhage. 

There  were  several  other  items  of  interest  in 
relation  to  the  whole  problem  of  anticoagulant 
therapy.  There  seemed  to  be  no  disposition 
on  the  part  of  the  audience  to  take  issue  with 
the  conclusion  that  anticoagulant  therapy  in 
acute  coronary  thrombosis  is  a desirable  thera- 
peutic measure,  although  a point  was  raised 
at  the  end  which  suggests  a possible  weakness 
in  the  proof  of  its  value,  namely,  that  while  the 
analysis  of  the  data  seemed  to  be  fool  proof,  the 
data  themselves  were  gathered  without  the 
“double  blind”  method  which  is  essential  to 
preclude  unconscious  factors  which  might  bias 
decisions  concerning  thromboembolic  complica- 
tions in  doubtful  cases.  It  should  be  pointed 
out  that  a form  of  random  sampling  was  applied 
in  the  endeavor  to  insure  that  the  group  assigned 
for  treatment  was  as  nearly  as  possible  like  the 
group  considered  the  controls.  There  was  full 
recognition  of  the  difficulties  of  carrying  out  a 
study  of  this  magnitude,  involving  the  partici- 
pation of  16  hospitals,  and  of  the  need  for  more 
investigations  of  this  kind. 
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TT  IS  the  purpose  of  this  paper  to  report  the  case 
of  a patient  with  cutaneous  sensitivity  to  Quo- 
tane.  According  to  the  brochure  of  the  manufac- 
turer, * Quotane  is  a topical  anesthetic  with  prolonged 
local  effect.  It  is  a new  compound,  unrelated  to 
the  “caine”  group  of  drugs,  and  is  an  amino  ether 
derivative  of  isoquinoline,  with  formula  l-(0- 
dimethylaminoethoxy)-3-n-butylisoquinoline  hydro- 
chloride (Fig.  1).  The  brochure  also  states  that 
Quotane  has  a low  sensitization  index,  and  that 
chemical  or  allergic  reactions  with  it  have  not 
appeared.  It  states  too  that  Quotane  can  be  ap- 
plied frequently  and  profusely  without  fear  of  side- 
effects. 

From  several  reports  in  the  literature  it  would 
appear  that  Quotane  is  a nonsensitizing  substance. 
Callaway,  et  al.,  reporting  its  use  in  317  cases  of 
pruritus  from  various  causes,  stated  that  no  un- 
toward reactions  developed,  other  than  slight  irri- 
tation without  sensitivity.1  Lynch  and  Ockuly,  in 
258  clinical  trials  with  Quotane  in  195  patients  with 
pruritus  of  miscellaneous  sources,  mentioned  one 
case  of  local  irritation.2  They  demonstrated  that 
the  reaction  was  due  to  the  vehicle.  Corson,  Lus- 
combe,  and  Decker,  in  treating  128  cases  with  var- 
ious types  of  pruritus,  noted  one  instance  of  irrita- 
tion and  no  evidence  of  sensitization.3  They 
stated  that  the  drug  was  of  especial  benefit  in  pruritus 
vulvae. 

In  view  of  these  statements  in  the  literature,  the 
following  case  report  of  skin  sensitivity  to  Quotane, 
with  confirmatory  testing,  is  submitted. 

Case  Report 

The  patient,  a sixty-nine-year-old  woman,  had 
consulted  her  physician  for  a vulvar  itch  and  was 
given  a prescription  for  Quotane  ointment.  She 
used  a 1-ounce  tube  every  day  or  two.  After  about 
two  weeks  the  itch  seemed  to  become  worse,  yet 
she  continued  to  apply  the  ointment  for  two  months. 
Her  physician  then  prescribed  the  use  of  Calmitol 
and  Chloresium  ointments  alternately.  When  no 
improvement  occurred,  the  patient  was  referred 
for  examination  and  advice. 

There  was  a history  of  vaginal  itching  for  three 
years.  Seven  years  previously  the  patient  had 
developed  a generalized  itch  which  continued  for 
three  years  and  cleared  spontaneously.  There  was 


a negative  family  and  personal  history  of  atopy. 
The  patient  had  been  taking  one  Seconal  capsule 
several  times  a week.  General  examination  was 
essentially  negative  except  for  a blood  pressure  of 
200/110.  The  vulvae  presented  thickening  of  the 
skin,  with  crusting  and  oozing,  also  scratch  marks 
and  numerous  bleeding  areas.  The  vaginal  mucosa, 
exposed  by  separation  of  the  labia,  was  seen  to  be 
denuded  in  many  areas,  and  there  were  many 
fresh  bleeding  points. 

After  measurable  improvement  under  bland  local 
therapy,  the  patient  was  patch-tested  with  the 
drugs  she  had  been  using  recently.  Quotane  gave 
a 2 to  3 degree  reaction  (erythema,  edema,  and 
scattered  tiny  vesicles);  Calmitol  and  Chloresium 
ointments  were  negative.  In  order  to  determine 
any  group  relationship  with  other  local  anesthetic 
drugs,4-5  additional  testing  was  done,  and  positive 
reactions  were  obtained  as  follows:  Butesin  Picrate 
3 degrees,  benzocaine  3 degrees.  Novocaine,  Nu- 
percaine,  and  Surfacaine  were  negative.  Tests  with 
other  anesthetics  were  not  done. 

In  order  next  to  study  the  role  of  possible  cross 
sensitization6  to  related  chemicals  and  to  search  for 
other  offending  factors,  further  testing  was  done 
with  the  following  results:  Paraphenvlenediamine 

(constituent  of  hair  and  clothing  dyes)  gave  a 1 to 
2 degree  reaction.  Among  the  nonreacting  sub- 
stances were  sulfathiazole,  sulfanilamide,  saccharin, 
phenol,  quinine  hydrochloride,  benzoic  acid,  para-red 
dye,  Vioform  (ointment),  Aquaphor,  lanolin,  and 
eight  of  the  commonly  employed  antihistamine 
creams  and  ointments.  Para-aminobenzoic  acid 
(5  per  cent  petrolatum)  produced  a moderate  ery- 
thema (1  degree  reaction).  Skolex,  a patented 
sun-tan  cream  containing  propylene  glycol  para- 
aminobenzoate  in  a water  soluble  base  gave  a 3 plus 
degree  reaction,  described  by  the  patient  as  the 
strongest  reaction  of  all.  Further  testing  was  not 
permitted  by  the  patient  because  of  the  local  dis- 
comfort at  the  test  sites  and  suspected  increase  in 
vulvar  itch. 

The  following  is  a resume  of  significant  test 
findings: 


Positive 

Quotane  (2  to  3 degrees) 
Benzocaine  (3  degrees) 
Butesin  Picrate  (3  degrees) 
Para-aminobenzoic  acid  (1 
degree) 

Propylene  glycol  para- 
aminobenzoic  acid 
(Skolex)  (3  plus  de- 
grees) 


Negative 

Nupercaine 

Novocaine 

Surfacaine 

Sulfathiazole 


Sulfanilamide 


* Smith,  Kline  and  French  Laboratories. 
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Paraphenjdenediamine  ( 1 

to  2 degrees)  Phenol 

Saccharin 
Antihistamines  (8) 

Comment 

It  is  the  purpose  of  the  writer  merely  to  point  out 
that  sensitivity  to  Quotane,  a new  topical  anesthetic, 
can  occur.  Owing  to  the  fact  that  testing  could  not 
be  followed  through  more  thoroughly,  only  a brief 
discussion  can  be  given  of  the  position  of  Quotane  in 
the  pattern  of  group  sensitivity  of  local  anesthetics, 
and  of  its  relation  to  possible  cross  sensitization  to 
other  substances.  The  subject  of  cross  sensitization 
between  anesthetic  drugs  and  related  compounds 
is  fully  reviewed  in  excellent  articles  by  Meltzer  and 
Baer  and  Curtis  and  Crawford.7,8 

Both  Nupercaine  (alphabutyloxycinchoninic  acid; 
diethylethylenediamine  hydrochloride)  and  Quo- 
tane (l-j9-dimethylaminoethoxy)-3-n-butyl  isoquin- 
oline hydrochloride)  are  bicyclic  products,  the  for- 
mer being  a quinoline  and  the  latter  an  iosoquino- 
line  derivative.  A reaction  to  Quotane  occurred  but 
not  to  Nupercaine.  Of  additional  interest  are  the 
reactions  to  the  local  anesthetics  benzocaine  and 
Butesin,  short  chain  esters  of  para-aminobenzoic 
acid,  and  cross  reactions  to  the  “sunburn  filter” 
chemicals,  para-aminobenzoic  acid  and  its  propylene 
glycol  ester  (present  in  Skolex).  The  lesser  reaction 
to  the  former  might  be  explained  by  the  form  in 
which  it  was  applied  to  the  skin,  namely,  in  petro- 
latum. Cross  sensitization  to  paraphenylenedia- 
mine  occurred  also,  but  not  to  the  sulfonamides 
(Sulzberger,  Kanof  and  Baer).9 

With  the  exception  of  the  reaction  to  Quotane, 
the  findings  herein  described  resemble  in  great 
measure  those  reported  by  Meltzer  and  Baer  and 
Curtis  and  Crawford.7,8  The  bizarre  test  findings 
in  this  case  are  in  conformity  with  the  statement 
that  many  different  patterns  of  epidermal  sensitivity 
to  local  anesthetics  exist,  some  having  a narrow 
range,  and  others  having  cross  sensitization  to  a 
wider  range  of  local  anesthetics  and  related  chem- 
icals.7 

The  relation  of  sensitivity  to  the  isoquinoline 
derivative  Quotane  and  sensitivity  to  the  deriva- 
tives of  para-aminobenzoic  acid  is  conjectural.  In 
an  effort  to  explain  these  findings,  further  question- 
ing of  both  patient  and  referring  physician  relative 
to  the  use  of  previous  topical  remedies  was  under- 
taken. Approximately  fifteen  months  before  Quo- 
tane was  used,  the  patient  had  been  given  Ultracain 
ointment.  This  preparation  contains  sodium  pro- 
pionate, amyl  para-aminobenzoate,  benzocaine, 
benzyl  benzoate,  and  cod-liver  oil  in  a perfumed  lano- 
lin base.  It  could  not  be  recalled  how  long  this 
preparation  was  in  use,  but  it  had  been  effective  in 
controlling  the  symptoms  at  that  time. 

The  presence  of  sensitivity  both  to  Quotane  and 
to  the  other  anesthetics  and  related  chemicals  may 
well  be  an  instance  of  collateral  or  polyvalent  sen- 
sitivity, with  one  sensitivity  unrelated  to  the  other. 
It  would  be  more  difficult  to  explain  the  findings  by 
cross  sensitization  since  these  compounds  are  not 
closely  related  structurally,  though  they  might, 
however,  be  related  spatially.  Or  possibly  there 


Fig.  1.  Structural  formulas  of  chemicals  in  dis- 
cussion. 


might  be  a conversion  in  the  skin  or  elsewhere  of 
“certain  compounds  into  other  compounds  which 
fall  within  the  scope  of  cross-sensitization.”5 

Summary 

The  test  findings  in  a case  of  contact  dermatitis 
(allergic)  of  the  vulvae  are  presented.  Quotane,  a 
new  topical  anesthetic  which  is  an  isoquinoline 
compound,  was  the  offending  agent.  Though  more 
complete  testing  could  not  be  carried  out,  it  was 
evident  that  there  were  present  additional  specific 
reactions  to  local  anesthetics  (derivatives  of  para- 
aminobenzoic  acid),  to  a “sun-filter”  chemical 


411 


MICHAEL  BURMAN 


[X.  Y.  State  J.  M. 


(propylene  glycol  para-aminobenzoate),  and  to  a 
common  hair  and  clothing  dye  (paraphenylene- 
diamine).  The  multiple  positive  reactions  can  be 
explained  in  great  measure  by  cross  sensitization 
from  one  chemical  to  another,  although  the  role  of 
collateral  sensitization  cannot  be  overlooked.  The 
implication  to  be  drawn  from  multiple  sensitivities 
to  such  substances  as  topical  anesthetics,  a com- 
monly used  hair  and  clothing  dye,  and  a sun-tan 
preparation  is  obvious.  The  reader  is  referred  to 
reports  with  a more  thorough  discussion  of  the  sub- 
ject of  cross  sensitization. 

555  Ocean  Avenge 
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PREPATELLAR  BURSITIS  SIMULATED  BY  A PAINFUL  PAD  OF  FAT 
OVERLYING  THE  BURSA 

Michael  Burman,  M.D.,  New  York  City 

( From  the  Hospital  for  Joint  Diseases  and  the  Horne  and  Hospital  of  the  Daughters  of  Israel) 


HTHE  anterior  subcutaneous  surface  of  the  patella 
A is  not  covered  by  a discrete  pad  of  fat  except  in 
the  very  obese.  Injury  to  this  pad  which  overlies 
the  prepatellar  bursa  may  simulate  bursitis,  as  in 
this  unusual  case. 

Case  Report 

A woman,  thirty  years  old,  fell  down  eight  or  nine 
steps  of  a highly  waxed  stairway  on  January  11, 
1952.  The  front  of  the  left  knee  struck  each  step. 
On  February  4,  1952,  she  complained  of  pain  in  the 
left  knee  made  worse  bv  sitting  and  walking.  She 
could  neither  kneel  nor  go  up  and  down  steps  well. 

The  patient  is  obese,  weighing  196  pounds  and 
being  5 feet  3l/2  inches  tall.  She  limped  a little. 
The  anterior  and  lateral  side  of  the  left  patella  was 
tender,  and  fibrinous  bodies  were  felt  in  a slight  ly 
distended  prepatellar  bursa.  Motions  of  the  stable 
knee  were  complete.  The  anteroposterior,  lateral, 
and  sesamoid  roentgenograms  were  negative  for  frac- 
ture or  dislocation. 


Despite  rest,  the  support  of  the  knee  by  an  elastic 
bandage,  and  the  administration  of  physical  therapy, 
the  knee  remained  painful,  especially  so  when  the 
patella  was  accidentally  struck.  There  was  a con- 
siderable swelling  over  the  patella  which  was  inter- 
preted as  a prepatellar  bursitis  with  included  fibrin 
bodies. 

An  advised  operation  was  carried  out  on  April  4, 
1952.  Under  general  anesthesia  and  with  the  use 
of  a pneumatic  tourniquet,  the  anterior  surface  of 
the  patella  was  approached  by  a curved  transverse 
incision  with  distal  convexity.  A fat  pad,  the  size  of 
a silver  dollar,  was  found  overlying  the  bursa  to  the 
roof  of  which  it  was  adherent,  and  the  bursa  itself 
was  normal.  Both  the  pad  of  fat  and  the  bursa  were 
excised,  and  a section  of  this  fat  pad  showed  nothing 
abnormal. 

The  course  of  the  patient  since  the  operation  has 
been  uneventful. 

1 14  East  54  Street 


OSTEOPETROSIS  (ALBERS-SCHONBERG  DISEASE;  MARBLE  BONE  DISEASE) 

Milton  Plotz,  M.D.,  F.A.C.P.,  and  Harry  J.  Chakales,  M.D.,  Brooklyn,  New  York 
{From  the  Bushwick  Hospital ) 


jBERS-SCHOXBERG  disease  is  spectacular 
but  rare.  Up  to  the  publication  of  the  excellent 
review  by  McCune  and  Bradley,1  only  65  case  re- 
ports, not  all  authenticated,  had  been  published  and 
only  a few  have  been  published  since.  Even  the 
name  of  this  disease  entity  is  tentative  and  uncer- 
tain. It  has  been  called,  variously,  marble  bones,  os- 
teopetrosis, and  osteosclerosis  fragilis  generalisata, 
none  of  which  has  been  entirely  satisfactory.  The 
most  commonly  used  term  of  recent  years  has  been 
osteopetrosis,  but  even  this  is  misleading  because 
the  bones  are  far  from  being  as  hard  as  stone  or  as 
strong,  fractures  being  common,  even  the  rule.2 

The  most  comprehensive  recent  description  of 
this  disease  is  that  of  Brailsford.3  He  points  out 
that  the  diagnosis  has  been  made  by  x-ray  studies  of 
the  fetus  in  utero.  The  disorder  may  be  present 
at  birth,  therefore,  but  in  milder  cases  the  skeleton 
may  be  normal  at  that  time  and  only  subsequently 
abnormal  bone  is  found  at  the  growth  centers,  es- 
pecially the  carpus  and  tarsus.  In  any  case,  this 
illness  is  usually  identified  during  childhood  and  is  of 
interest  especially  to  the  pediatrician.  Exception- 
ally, some  victims  have  lived  to  an  advanced  age. 
Our  cake  was  in  her  forties,  but  the  condition  was 
not  diagnosed  fully  until  that  decade. 

Very  little  is  known  about  the  cause  of  Albers- 
Schonberg  disease.  As  in  our  case,  there  often  is  a 
familial  history,  but  its  genetic  attributes  have  not 
yet  been  completely  worked  out.  No  relationship 
to  other  diseases  such  as  syphilis,  tuberculosis,  or 
congenital  defects  has  been  satisfactorily  established. 

The  pathologic  physiology  of  this  disorder  has 
been  summed  up  best  by  Zawisch  whose  paper 
should  be  consulted  for  details.4  Briefly,  the  pri- 
mary defect  seems  to  be  not  in  the  laying  down  of 
excessive  bone  but  rather  in  defective  resorption. 
Since  the  structure  of  bone  at  any  one  time  is  de- 
pendent on  the  interaction  of  simultaneous  deposi- 
tion and  resorption,  any  failure  of  the  latter  will  re- 
sult in  thicker  osseous  walls.  Although  these  are 
abnormally  dense,  as  shown  in  the  accompanying 
radiographic  studies,  they  are  not  unusually  hard. 
Indeed,  the  bones  are  of  the  consistency  of  chalk  and 
not  of  marble,  being  broken  or  drilled  with  ease. 

The  best  metabolic  studies  of  osteopetrosis  were 
done  by  Pincus  et  al.  who  felt  that  although  there 
might  be  a congenital  malformation  of  the  primor- 
dial mesenchymal  cell,  there  certainly  is  an  asso- 
ciated metabolic  disturbance  resembling  chronic 
hypoparathyroidism. 5 They  found  hypermineraliza- 
tion, as  indicated  by  a high  ratio  of  inorganic  to  or- 
ganic matter  and  an  increase  of  the  molecular  ratio 
of  calcium  carbonate  to  calcium  phosphate. 

Clinically,  a symptom  triad  usually  can  be  identi- 
fied: (a)  cranial  nerve  palsies,  ( b ) severe  anemia,  and 
(c)  bone  fragility.3  Actually,  unless  x-ray  studies 
are  done,  the  diagnosis  seldom  is  made  or  even  sus- 
pected except  when  investigating  the  family  tree  of  a 


Fig.  1.  Skull:  Note  enormous  thickness  of  cal- 

varium and  other  bones. 


known  sufferer.  The  final  diagnosis  is  established 
by  roentgen  ray  studies  aided,  where  possible,  by  ex- 
amination of  bone  specimens  and  a consideration  of 
the  patient’s  genealogy. 

Ultimately,  the  symptomatology  is  entirely  the 
result  of  the  morbid  changes  in  the  osseous  system. 
The  skull  is  characteristically  involved;  the  bones 
are  much  thickened,  and  all  finer  detail  is  obliter- 
ated, resulting  in  the  “pottery  skull.”3  Even  the 
cranial  nerve  foramina  may  be  invisible  by  x-ray. 
Impingement  on  these  nerves  results  in  various  cran- 
ial nerve  palsies. 

Other  bones,  especially  the  long  bones,  may  show 
gross  thickening  and  deformity  although  this  seldom 
is  pronounced  enough  to  suggest  the  diagnosis.  De- 
formities from  fractures  usually  are  recognizable  al- 
though, when  fractures  occur,  there  is  no  delay  in 
healing.3 

The  anemia  is  ordinarily  severe  and  progressive 
and  results  in  the  usual  chain  of  symptoms,  weak- 
ness, etc.  In  some  cases  the  anemia  is  the  present- 
ing symptom;  in  our  case,  the  anemia  was  erron- 
eously attributed  entirely  to  uterine  bleeding.  The 
blood  picture  is  normally  that  of  a secondary  ane- 
mia. Characteristically,  efforts  to  obtain  bone  mar- 
row for  stud.v  result  in  failure.  When  the  needle 
enters  what  should  be  the  sternal  marrow,  it  en- 
counters gritty  resistance,  and  little  or  no  material 
can  be  aspirated.  At  this  point,  the  diagnosis  of 
myelofibrosis  may  be  considered  until  the  roentgen 
films  are  studied.6 

The  differential  diagnosis  is  usually  easy.  Fluo- 
rosis sometimes  produces  increased  density  of  bone, 
but  a consideration  of  the  roentgen  picture  and  the 
associated  features  usually  facilitates  diagnosis. 
The  mottling  of  the  teeth  seen  in  fluorosis  has  not 
been  reported  in  osteopetrosis.  The  three  diseases 
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Fig.  2.  Lower  ribs  and  vertebrae:  Illustration 

shows  the  denseness  of  the  vertebrae  and  lower  ribs. 


w hich  are  most  likely  to  give  trouble  in  diagnosis  are 
Paget’s  disease,  generalized  carcinomatosis  of  bone, 
and  osteomyelosclerosis  of  anemia  and  leukemia.6 
In  none  of  these  is  the  x-ray  density  as  pronounced  or 
as  widespread  as  in  Albers-Schonberg.  The  greatest 
difficulty  may  be  encountered  in  ruling  out  the  last 
category,  the  blood  dyscrasias.  As  Brailsford  points 
out.  the  x-ray  picture  does  not  begin  to  resemble 
Albers-Schonberg  disease  until  the  disease  is  ad- 
vanced and  the  peripheral  blood  picture  is  diagnos- 
tic. 

Case  Report 

C.  A.,  a housewife,  age  forty-two.  Italian,  white, 
and  married  twenty-three  years,  reported  to  the 
gynecology  clinic  of  the  Bushwiek  Hospital,  com- 
plaining of  metrorrhagia  and  menorrhagia  for  two 
months  with  profuse  bleeding,  blood  clots,  and  lower 
back  pains. 

She  said  that  her  mother,  brother,  and  sister  had 
the  same  characteristics  of  the  head  and  face  as  her- 
self— a large,  peculiarly  shaped  face  and  square 
jaws.  The  mother  is  dead,  the  sister  died  at  the  age 
of  twenty-nine  from  pneumonia,  but  the  brother  is 
living.  She  had  been  admitted  to  another  hospital 
three  years  before  for  metrorrhagia.  The  diagnosis 
of  osteopetrosis  was  not  made  at  that  time. 

Physical  examination  revealed  a patient  with  pe- 
culiar ‘’huge,”  bony  build,  especially  of  the  head  and 
lower  jaw,  fairly  well  nourished,  no  acute  distress, 


Fig.  3.  Chest:  Note  the  extreme  denseness  and 
lack  of  detail  in  the  ribs  and  clavicles. 


Fig.  4.  Femora  and  lower  pelvis:  Note  the  lack 
of  detail  and  densitv  of  bone  structure. 

mentality  somewhat  dull,  and  hearing  disturbed,  j I 
Her  skin  was  pale,  the  eyes  reacted  to  light,  and  the  I 
mouth  showed  no  Hutchinson’s  teeth.  The  palate  I 
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was  high,  and  the  uvula  deviated  to  the  left.  There 
Jwas  no  deformity  of  the  chest.  The  heart  was  not 
enlarged,  the  rhythm  was  regular  and  quality  was 
good,  but  there  was  a blowing  systolic  murmur  at  the 
pulmonic  area.  Blood  pressure  was  160/100.  The 
liver  was  slightly  palpable,  the  spleen  not  enlarged. 
There  was  no  suggestion  of  acromegalic  changes  of 
the  hands  and  legs. 

I Vaginal  examination  revealed  a hard,  fibrotic 
•cervix  and  an  enlarged  uterus  which  was  firm  and 
[slightly  nodular.  It  was  freely  movable.  The  for- 
nices  were  normal.  The  abdominal  examination 
revealed  no  palpable  mass  or  tenderness. 

Blood  studies  were  as  follows:  hemoglobin,  40 
per  cent;  red  blood  cells,  2,400,000;  white  blood 
cells  6,000;  polymorphonuclear  leukocytes,  67  per 
cent;  lymphocytes  30  per  cent;  monocytes  2 per 
cent;  eosinophils  1 per  cent.  Sedimentation  rate 
was  26;  there  was  moderate  anisocytosis,  slight 
poikilocytosis.  Basal  metabolic  rate  was  minus 
29  per  cent.  Mazzini  test  was  4 plus,  Kahn  2 plus. 

A sternal  bone  puncture  was  attempted  twice  but 
was  unsuccessful ; the  bone  was  dense,  and  no  mar- 
row could  be  aspirated.  Blood  transfusions  were 
Igiven,  and  on  November  4,  1949,  the  patient  was 
operated  upon.  Total  hysterectomy  and  bilateral 
salpingo-oophorectomy  were  done. 

Before  the  operation,  x-ray  studies  were  made  and 
an  examination  of  the  osseous  system  revealed  the 
following:  The  skull  showed  extreme  sclerosis  of  the 
vault  of  the  skull  with  the  calvarium  increased  to 


many  times  its  original  thickness  (Figs.  1,  2,  3,  and 
4).  There  was  a moderate  obliteration  of  the  medul- 
lary cavities.  X-rays  of  the  mandible  revealed 
much  sclerosis  with  widening. 

A large  uterus  which  measured  3.5  by  7 by  3.5 
cm.  was  removed.  The  pathologic  diagnosis  was 
adenomatosis  of  the  endometrium. 

Since  the  operation,  the  patient  has  had  few  com- 
plaints and  has  continued  working.  One  year 
later,  she  had  a normal  blood  count  so  that  her  ane- 
mia on  admission  must  have  been  secondary  to 
blood  loss.  The  patient  is  one  of  a few  reported  in 
the  literature  who  do  not  have  advanced  anemia  due 
to  the  osteopetrosis  itself. 

i.  - 

Summary 

A case  of  osteopetrosis  (Albers-Schonberg  disease; 
marble  bone  disease)  in  a womin,  now  forty-four 
years  of  age,  is  reported.  The  symptoms  and  dif- 
ferential diagnosis  are  discussed. 
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DOCTORS’  INCOMES  AT  ALL-TIME  HIGH 

The  average  physician  in  private  practice  had  a 
1951  net  income,  before  taxes,  of  .$15,262 — a rise 
of  35  per  cent  in  four  years. 

This  is  revealed  in  the  December  issue  of  Medical 
Economics , national  business  magazine  for  doctors. 
The  magazine  is  publishing  the  results  of  a nation- 
wide survey  of  medical  practice,  based  on  a ques- 
tionnaire sent  to  each  of  its  134,000  M.D. -readers. 

According  to  the  survey,  the  average  U.S.  doctor 
is  in  a better  financial  position  now  than  at  any 
time  in  the  past.  But  physicians’  incomes  are 
found  to  vary  widely  when  regional  and  other 
breakdowns  are  made. 

The  farther  West  a doctor  practices,  says  Medical 
Economics,  the  higher  his  income  is  likely  to  be. 
Thus,  physicians  in  New  England  and  the  Middle 
East  have  the  lowest  incomes  in  the  country,  while 
those  in  the  Far  West  have  the  highest. 

The  following  table  gives  the  average  1951 
net  incomes  of  physicians  by  regions: 


New  England 

$12,158 

Middle  East 

12,938 

Southeast 

16,048 

Southwest 

15,947 

Central 

16,928 

Northwest 

16,431 

Far  West 

17,900 

Doctor’s  incomes  tend  to  be  highest  in  cities  of 
50,000  to  500,000,  lowest  in  cities  of  more  than  one 
million.  Of  the  ten  largest  U.S.  cities,  Cleveland 
and  St.  Louis  show  the  highest  physicians’  incomes, 
and  New  York,  Philadelphia,  and  Boston  the 
lowest. 

The  magazine  also  found  that  incomes  are  gener- 
ally highest  among  medical  men  with  from  ten  to 
twenty  years  in  practice.  They  are  lowest  among 
those  with  thirty  or  more  years  experience. 


FURTHER  SUCCESSFUL  DESENSITIZATION  TO  PENICILLIN 
Frank  Garai,  M.D.,  and  Royal  M.  Montgomery,  M.D.,  New  York  City 
( From  the  Dermatology  and  Syphilology  Clinic,  Outpatient  Department,  Roosevelt  Hospital) 


T X A previous  report  successful  desensitization  to 
penicillin  with  small  graduated  doses  of  calcium 
penicillin  was  reported.1  Since  then  there  have  ap- 
peared several  reports  about  new  penicillin  com- 
pounds, allylmercaptomethyl-penicillin  (pencillin 
0),  and  1-ephenamine  penicillin  G (Compenamine), 
which,  according  to  the  published  reports,  were  par- 
tially effective  for  use  in  penicillin-sensitive  patients. 
The  reports  on  these  new  drugs  indicated  that  they 
were  not  100  pei;  cent  effective.  Chemically  they 
are  somewhat  different  from  penicillin.  Calcium 
penicillin*  in  refracted  doses  is  being  used  in  the 
penicillin-sensitive  cases. 

Case  Report 

P.  M.f  a man  aged  fifty-three  born  in  Puerto 
Rico,  is  married  and  has  two  children.  One  daugh- 
ter. twenty-four  years  old,  has  congenita]  syphilis. 
He  has  had  chronic  cerebrospinal  syphilis  for  many 
years.  Paresthesia  is  present  in  the  right  hand,  the 
ring  and  small  fingers,  and  in  the  toes  of  the  right 
foot.  The  pupils  react  to  light  sluggishly.  The 
audiogram  shows  30  per  cent  deafness  By  bone  con- 
duction in  the  left  ear..  The  Kolmer  and  Wasser- 
mann  tests  are  four  plus.  His  spinal  fluid  Wasser- 
mann  was  negative. 

Seven  years  ago  in  Puerto  Rico  he  was  treated  for 
two  months  with  bismuth  and  silver  arsphenamine. 
Three  years  ago  in  Puerto  Rico  he  received  200,000 
units  of  penicillin  after  which  a severe  dermatitis 
developed. 

Two  and  one-half  years  ago  in  the  Johns  Hopkins 
Hospital  he  was  operated  upon  for  a calculus  of  the 
bladder.  A suprapubic  cystolithotomy  was  done. 
Xo  penicillin  was  administered  after  operation  be- 
cause of  his  sensitivity.  He  received  aureomycin 
and  streptomycin. 

The  patient  was  admitted  to  our  clinic  in  Septem- 
ber, 1951.  He  reported  his  sensitivity  to  penicillin. 
Skin  test  with  penicillin  G was  positive  but  calcium 
penicillin  was  negative.  He  was  started  with  1,000 


* The  calcium  penicillin  used  in  our  experimental  treat- 
ment was  prepared  by  the  Phzer  Chemical  Company. 


units  of  calcium  penicillin  daily.  He  became  sensi- 
tive after  a few  days  of  treatment.  He  continued 
with  200  units  daily,  and  slowly  the  daily  dose  was 
raised  to  1,000,  then  to  10,000,  20,000  and 

40,000,  and  then  to  100.000  units.  He  received  a 
total  of  one  million  units,  after  which  he  became  ' 
sensitive  again.  After  two  months  rest  he  returned 
to  our  clinic.  Skin  tests  with  calcium  penicillin 
were  negative.  For  one  month  he  received  calcium 
penicillin  in  daily  doses  of  20,000  and  40,000  units.' 
During  all  the  above-mentioned  treatment  he  re- 
ceived an  antihistamine  drug,  tripelennamine  hy- 
drochloride (Pyribenzamine).  Still,  slight  itching 
developed. 

Previous  to  treatment  his  feet  had  been  normal 
except  as  noted  above.  At  this  time  slight  scaling 
between  the  toes  was  revealed.  This  dermatophy- 
tosis  was  successfully  cleared  with  a fungicide. 

Calcium  penicillin  was  increased  in  doses  of  20,00C 
units  up  to  100.000  units.  This  dose  was  maintained 
daily  until  a total  of  6 million  units  were  given. 
Xf)  itching  developed  after  the  antihistamine  had 
been  discontinued. 

After  completion  of  the  treatment,  skin  tests  were 
made  with  crystalline  potassium  penicillin,  ally- 
mercaptomethyl  penicillin  (penicillin  O),  and  with 
1-ephenamine  penicillin  G.  The  skin  tests  were  neg- 
ative for  potassium  penicillin  and  for  penicillin  0. 
but  slightly  positive  for  Compenamine.  Blood 
Kolmer  and  Wassermann  reactions  were  positive 
1 :8,  Kline  one  plus,  Mazzini  two  plus.  The  pares- 
thesia improved  in  the  right  hand  and  slightly  in  the 
right  foot.  His  general  condition  was  improved. 

Summary 

In  successful  desensitization  to  penicillin,  prefer-  /. 
ence  is  given  to  pure  crystalline  calcium  penicillin  T 
Its  action  is  well  known.  Any  fungous  infectior 
should  be  cleared  up  before  therapy  is  started  ir 
these  sensitized  individuals. 

102  East  66th  Stree' 

57  West  57th  Street  * 

r 

r. 
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TAX  FACTS 


Here’s  how  direct  and  hidden  taxes  (state,  local, 
and  Federal)  hit  everyday  items  in  any  community: 


Cigarets 
Bread 
Milk  (qt.) 


Real 
Value 
$ 0.09 
0.09 
0.14 


Taxes 

S 0 12 
0.05 
0.09 


Price 
* 0 21 
0 14 
0.23 


Beef  (lb.) 

0 

. 58 

0 32 

0 

90 

Gasoline  (gal.) 

0 

12 

0.14 

0 

26 

Phone  (month) 

6 

60 

2.95 

9 

55 

Liquor  (fifth) 

1 

05 

3.35 

4 

40 

Coal  (ton) 

9 

00 

15.00 

24 

00 

— Secretary’s  Xews-Letler,  Illinois  State  Medical  So 
ciety,  Xovember,  1952 
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HEMISPHERECTOMY  FOR  CONVULSIONS  IN  INFANTILE  HEMIPLEGIA 
T.  H.  Mason,  M.D.,  and  I.  Shapiro,  M.D.,  Schenectady,  New  York 
( From  the  Ellis  Hospital ) 


'THE  radical  removal  of  an  entire  cerebral  hemi- 
sphere  is  indicated  in  certain  hemiplegic  states. 
(Dandy  reported,  in  1928,  the  surgical  extirpation  of 
the  right  cerebrum  for  malignant  tumors. 1,2  In  five 
patients  with  hemiplegia  and  extensive  neoplasms, 
the  immediate  results  were  not  encouraging  because 
of  the  nature  of  the  lesions,  although  one  patient 
was  said  to  have  lived  three  and  one-half  years. 
His  courage  in  accomplishing  this  surgical  feat  was  a 
stimulus  to  other  neurosurgeons.  In  1933,  Gar- 
diner recorded  three  similar  cases  of  hemispherec- 
tomy  with  one  good  survival.3,4  It  became  apparent 
that  these  patients  were  able  to  walk  with  a spastic 
lower  extremity  and  were  not  necessarily  bedridden 
or  incapacitated.2  This  procedure  was  adapted  for 
certain  infantile  hemiplegic  states  with  uncontrol- 
lable convulsive  seizures.  Krynau,  in  1950,  gave 
a brilliant  report  of  twelve  cases  of  hemispherec- 
tomy  in  patients  with  infantile  hemiplegia.6  He 
claimed  that  convulsive  seizures  were  controlled  and 
that  the  mentality  was  improved.  Other  investiga- 
tors have  found  the  operation  to  be  dramatic  for 
the  control  of  increasing  convulsive  activity.6-7 
It  is  not  universally  agreed  that  mentality  is  im- 
proved in  each  case.  The  neurologic  status,  fol- 
lowing the  resection  of  a cerebral  hemisphere,  has 
changed  our  thinking  in  regard  to  some  of  the  func- 
tions of  the  cerebral  cortex. 


Case  Report 

This  report  concerns  an  eighteen-year-old  left- 
handed  female  with  an  infantile  hemiplegia  and  re- 
curring status  epilepticus.  She  was  born  by  breech 
extraction  at  seven  months  gestation,  and  the  birth 
weight  was  three  and  one-quarter  pounds.  A spas- 
tic right  hemiparesis  was  noted  in  infancy. 

As  she  developed,  the  right  extremities  began  to 
appear  smaller  than  the  left.  The  right  upper  limb 
was  paralyzed,  and  the  hand  was  of  little  use.  At 
seven  years  of  age,  a stabilization  operation  was  per- 
formed on  the  right  ankle  improving  ambulation. 

1 The  mentality  seemed  normal,  and  she  progressed 
fairly  well  in  grammar  school.  At  eleven  years  of 
( age  she  spent  nine  months  at  a rehabilitation  hospi- 
| tal.  At  twelve  years  she  had  reached  the  seventh 
grade  and  at  this  time  had  her  first  major  convulsive 
i seizure.  The  seizures  increased  in  severity  and  fre- 
quency. Anticonvulsive  medication  was  used,  but 
because  of  repeated  major  seizures,  she  was  unable 
to  continue  her  schooling.  At  fifteen  years  of  age 
she  was  receiving  as  much  as  9 grains  of  Dilantin  and 
6 grains  of  phenobarbital  per  day.  At  seventeen 
years,  mental  deterioration  was  developing.  Al- 
though she  was  useful  at  home,  she  was  forgetful,  ex- 
tremely weak,  and  drunk  with  medication.  In  the 
five  months  prior  to  hospital  admission,  approxi- 
mately four  major  seizures  were  occurring  each  week. 
It  was  estimated  that  about  40  attacks  of  continuous 
convulsive  activity,  lasting  from  one  to  four  hours, 
had  occurred.  Hypodermic  injections  of  barbitu- 
rates, which  had  previously  been  successful  in  con- 


R (‘ad  before  the  Mohawk  Valley  Neuropsyehiatric  Society 
meeting,  May  5,  1952,  at  Ellis  Hospital,  Schenectady,  New 

York. 


trolling  the  convulsions,  no  longer  were  effective. 
She  was  brought  to  the  hospital  on  September  23, 
1951,  in  a postconvulsive  stupor  with  a lacerated 
chin,  the  result  of  a recent  seizure. 

Examination  disclosed  a drowsy,  90-pound  young 
woman  with  a typical  spastic  right  hemiplegia.  A 
supranuclear  facial  paresis,  a spastic  upper  limb  with 
hand  contracture,  and  a spastic  lower  extremity 
were  noted.  Some  gross  awkward  movement  was 
present  at  the  right  shoulder.  The  ankle  was  stabi- 
lized, and  the  toes  were  ankylosed.  The  right  ab- 
dominal reflexes  were  absent.  No  plantar  response 
was  present  on  the  right  because  of  the  fixed  joints. 
An  incomplete  right  homonymous  hemianopia  was 
demonstrated.  The  upper  gums  were  tremendously 
hypertrophied  and  secondarily  infected.  She  was 
able  to  stand  and  walk  with  support.  The  Rom- 
berg test  was  positive,  presumably  from  barbiturate 
intoxication.  The  deep  reflexes  were  present  and  in- 
creased slightly  on  the  right.  There  were  no  sen- 
sory changes. 

An  electroencephalogram  revealed  bilateral  spikes, 
waves,  and  slow  activity,  two  to  four  per  second. 
High  amplitude  waves  were  most  marked  on  the 
left.  A spread  of  seizure  discharge  affected  all  leads 
and  appeared  diffuse,  as  in  idiopathic  epilepsy.  The 
skull  films  were  normal.  A pneumoencephalogram 
was  performed  and  showed  distinct  atrophy  of  the 
entire  left  cerebral  hemisphere  with  a large  subar- 
achnoid, cystic  cavitation  in  the  region  of  the  sylvian 
fissure.  The  spinal  fluid  findings  revealed  no  ab- 
normality. 

A left  hemispherectomv  was  performed  on  Octo- 
ber 3,  1951.  The  anterior  middle  and  posterior 
cerebral  arteries  were  silver-clipped  but  not  divided. 
This  caused  considerable  shrinkage  of  the  hemi- 
sphere, and  the  color  change  from  venous  stasis  was 
striking.  The  bridging  veins  were  ligated  and  di- 
vided. The  lateral  ventricle  was  entered  by  splitting 
of  the  corpus  callosum.  The  basal  ganglia  were 
left  intact  as  the  resection  was  carried  posteriorly, 
laterally,  and  anteriorly.  The  major  vessels  were 
easily  coagulated  and  divided.  The  choroid  plexus 
was  not  disturbed.  The  entire  hemisphere  was  re- 
moved. Transfusions  were  necessary  to  compen- 
sate for  blood  loss 

On  the  evening  following  surgery,  the  patient  was 
speaking  distinctly  and  showed  a complete  flaccid 
right  hemiplegia.  There  was  no  voluntary  or  reflex 
movement  in  any  part  of  the  right  arm  or  right  leg. 
The  patient  later  appeared  confused,  and  orientation 
was  poor.  There  was  no  apparent  aphasic  diffi- 
culty. The  apathy  resembled  that  seen  following  a 
prefrontal  lobotomy.  There  was  little  insight  or 
emotion. 

During  the  next  few  days  inertia  increased,  and 
tracheobronchial  secretions  became  difficult  to  con- 
trol with  suction.  A pneumonia  developed,  and  a 
tracheotomy  had  to  be  performed.  Her  tempera- 
ture ranged  between  102  F.  and  103  F.  for  approxi- 
mately six  weeks  and  gradually  subsided.  The 
spinal  fluid,  which  had  been  xanthochromic,  slowly 
cleared  and  did  not  show  evidence  of  chronic  in- 
fection. She  became  brighter  and  more  spontane- 
ous. The  orientation  was  not  good  until  about  two 
months  after  hemispherectomy. 

The  pathologic  report  disclosed  the  entire  left 
cerebral  hemisphere  to  be  atrophic.  A huge,  cystic 
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Fig.  1.  This  picture  was  taken  six  months  follow- 
ing left  cerebral  hemispherectomy.  Xote  the  right 
hemiplegic  stance  and  eversion  of  the  leg.  Only 
slight  facial  weakness  can  be  seen. 


subarachnoid  cavity  was  present  along  the  lower 
aspect  of  the  rolandic  zone  adjacent  to  the  sylvian 
fissure.  The  cortex  was  almost  totally  lacking  in 
pyramidal  cells,  and  extensive  gliosis  was  present. 

At  two  months  postoperative  status,  an  electro- 
encephalogram revealed  very  low  amplitude,  twenty- 
per-second  waves  in  the  left  parieto-occipital  areas. 
Spikes,  waves,  and  grand  mal  activity  were  apparent 
in  all  leads.  Because  of  the  electroencephalogram 
findings,  it  was  thought  advisable  to  keep  her  on  a 
minimum  dosage  of  anticonvulsant  drug.  She  was 
retained  on  Dilantin,  D/a  grains,  twice  a day.  No 
convulsions  occurred  following  surgery.  She  be- 
came ambulatory,  and  the  associated  movements  of 
walking  were  retained. 

The  neurologic  examination,  two  months  follow- 
ing surgery,  revealed  fair  orientation  and  good 
speech.  A right  anosmia,  homonymous  hemian- 
opia,  and  supranuclear  facial  paresis  were  apparent. 
Knophthalmus  without  mvosis  was  seen  on  the  left. 
Increased  tendon  reflexes,  with  spasticity,  were  de- 
monstrable in  the  right  arm  and  leg.  Early  beginning 
contractures  were  occurring  in  the  right  hand.  Xo 
plantar  response  was  obtained  because  of  fixation 
of  the  ankle  joint.  Light  tactile  pain  and  tempera- 
ture sensations  were  perceived  in  the  entire  right 
half  of  the  body,  but  localization  was  not  precise. 
Position  and  vibratory  sensation  also  were  pre- 
served. The  Romberg  was  positive.  The  patient 


was  discharged  on  December  18,  1951,  to  the  care  of 
her  family. 

On  re-examination,  four  months  following  sur- 
gery, the  patient  was  well  orientated  as  to  time, 
place,  and  person.  She  was  able  to  read  without 
difficulty  and  seemed  to  be  gaining  insight  and  emo- 
tional response.  The  Romberg  was  negative,  but 
she  still  needed  gentle  assistance  in  walking.  The 
neurologic  examination  was  essentially  that  re- 
corded before  her  discharge  from  the  hospital.  She 
was  able  to  feed  herself  but  was  not  entirely  self- 
sufficient.  She  was  transferred  to  the  Eastern  Xew 
York  Orthopedic  Hospital  for  continued  rehabilita- 
tion. The  patient  had  no  epileptiform  activity  fol- 
lowing the  removal  of  the  left  hemisphere,  but  it 
should  be  noted  that  3 grains  of  Dilantin  were  ad- 
ministered daily  for  four  months.  Complete  with- 
drawal of  anticonvulsant  medication,  at  that  time, 
caused  no  seizures.  No  attacks  have  occurred  to 
this  date  and  the  patient  receives  no  antiepileptic 
drugs.  Her  appetite  is  good,  and  she  is  gaining 
weight  and  strength. 

An  electroencephalogram  at  four  months  revealed 
a return  to  alpha-like  rhythm,  with  low  amplitude 
and  twelve-  to  sixteen-per-second  waves  in  all  leads. 
The  voltage  was  higher  on  the  unoperated  side,  and 
occasional  spikes  were  present.  The  large  slow 
waves  had  completely  disappeared.  Continuous 
low  amplitude  activity  persisted  on  the  side  of  the 
extirpation. 

The  accompanying  photograph  shows  the  patient 
six  months  following  the  operation  (Fig.  1).  Right 
hemiplegic  stance  and  eversion  of  the  leg  are  present. 
Only  slight  facial  weakness  can  be  seen. 


: 


Comment 

Uncontrollable  convulsive  seizures  in  infantile 
hemiplegia  may  be  dramatically  relieved  by  the  re- 
moval of  an  entire  diseased  cerebral  hemisphere. 
Krynau  claims  that  in  addition  to  the  control  of 
convulsive  activity,  the  mental  status  is  enhanced.5 
The  time  interval  following  operation  is  too  short  to 
make  it  possible  to  determine  whether  the  mentality 
will  be  improved  in  this  case.  An  interesting  neuro-  j 
physiologic  feature  of  hemispherectomy  is  the  pres- 
ervation of  basic  sensory  modalities  on  the  con-  I 
tralateral  side.  It  is  accepted  that  crude  forms  of 
sensation  may  be  perceived  by  the  thalamus.  The 
ipsilateral  representation  of  sensory  modalities  may 
be  greater  than  previously  supposed.  The  complete  j 
absence  of  the  motor  and  premotor  areas,  and  the 
retention  of  the  associated  movements  of  ambula- 
tion substantiate  the  opinion  that  these  automatic 
movements  are  largely  controlled  by  the  deeper 
centers  in  the  basal  ganglia.  It  is  quite  possible 
in  these  patients  that  some  initiation  of  movement  I 
may  originate  from  the  uncrossed  pyramidal  sys-  I 
tern. 

The  most  startling  feature  of  hemispherectomy  is  I 
the  fact  that  by  such  radical  excision  of  the  cerebral  I 
cortex,  complete  control  of  convulsive  activity  may  I 
result,  without  further  need  for  anticonvulsive  med-  I 
ication.8-10  One  may  assume  that  the  focus  or  initial  I 
charge  emanates  from  the  atrophied,  dysfunctioning  I 
cerebral  cortex.  The  wide  cortical  resection  inter-  9 
rupts  the  feed-back  mechanism  from  the  basal  gar.-  I 
glia  on  one  side,  and  this  procedure  may  be  a factor  I 
in  suppressing  convulsive  seizures.  The  persistence  I 
of  electrical  impulses  on  the  side  of  extirpation  may,  I 
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e a reflection  of  activity  of  the  basal  ganglia  or 
'lalamu.s.  Krynau  postulates  the  spread  of  epilep- 
ic  foci  as  follows:  “The  continual  bombardment 
|f  the  normal  hemisphere  from  the  diseased  cere- 
rum,  via  the  commissural  fibers,  leads  to  dysrhyth- 
lia  and  subsequent  secondary  foci  from  which  con- 
ulsive  activity  may  arise.”6  In  this  patient  the 
urns  were  so  hypertrophied  prior  to  surgery  that 
he  upper  incisors  were  barely  visible.  They  were 
hronically  inflamed  and  infected.  Hemispherec- 
amy  removed  the  need  for  anticonvulsant  drugs, 
t is  of  pharmacologic  importance  that  gum  reces- 
ion,  estimated  at  90  per  cent,  resulted  from  the 
withdrawal  of  Dilantin.  Apparently,  then,  the 
ontinual  use  of  Dilantin  perpetuates  the  state  of 
hronic  hypertrophy  of  the  gums. 

Nummary 

; This  report  corroborates  the  recent  claims  that  the 
emoval  of  an  entire  diseased  hemisphere  is  indicated 
i certain  cases  of  hemiplegia  for  the  control  of  con- 


TUBEItCULOSIS DEATHS  DECLINING 

Tuberculosis  took  only  one  third  as  many  lives 
in  the  United  States  in  1952  as  twenty  years  ago, 
although  our  population  has  increased  by  more  than 
a fourth  in  that  time.  Nevertheless,  tuberculosis 
remains  a major  medical  and  public  health  problem" 
ill  this  country,  because  the  known  frequency  of  the 
disease  has  not  declined  at  the  same  rapid  pace  as 
the  death  rate. 

There  are  now  1,200,000  cases  of  tuberculosis  in 
the  United  States,  according  to  the  latest  estimates, 
and  in  400,000  of  these  the  disease  is  active.  About 
250,000  of  the  active  cases  are  outside  of  hospitals 
and  sanatoria,  and  of  them  150,000  are  either  un- 
diagnosed or  unreported.  These  people  are  the 
chief  source  of  the  spread  of  tuberculous  infection. 
In  addition,  each  year  approximately  115,000  new 
cases  occur  which  require  medical  treatment  and 
supervision. — Metropolitan  Information  Service,  De- 
cember 12,  1952 


vulsive  seizures.  Many  interesting  neurophysio- 
logic features  are  present  in  the  hemispherectomized 
patient,  namely,  the  retention  of  basic  sensory  mo- 
dalities and  the  preservation  of  automatic,  associ- 
ated movement  for  walking.  The  mentality  even- 
tually may  be  improved  because  epileptic  deteriora- 
tion and  drug  intoxication  have  been  aborted  by  the 
extirpation  of  the  diseased  cerebral  hemisphere. 
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NEW  CODE  GOES  INTO  EFFECT 

A new  code  of  International  Sanitary  Regulations, 
bringing  up  to  date  the  laws  governing  relations 
among  nations  in  disease  control  work,  went  into 
effect  on  October  1.  The  document,  binding  on  this 
country  as  well  as  others,  reaffirms  a number  of 
practices  and  procedures,  modifies  others,  and  estab- 
lishes some  new  standards.  The  new  code  was  pro- 
vided for  in  the  WHO  constitution,  approved  by 
Congress  in  1948.  The  WHO  Assembly  adopted 
the  regulations  in  1951.  Member  countries  were 
allowed  ninety  days  in  which  to  file  protests.  The 
U.  S.  did  not  protest. 

The  regulations  have  the  standing  of  a treaty, 
and  as  such  require  the  same  degree  of  compliance 
as  any  domestic  or  national  law.  Regulations  are 
available  at  International  Document  Center, 
Columbia  University  Press,  New  York  City.  Ask 
for  WHO  Technical  Report  Series  No.  41.  Price 
is  65  cents. — Capitol  Clinic,  October  7,  1952 


SELF-INFLICTED  INFECTIONS  IN  NARCOTIC  ADDICTS 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 


'T'HE  illicit  use  of  narcotics  in  increasing  numbers 
"L  among  the  youth  of  our  nation  is  leading  not  only 
to  social  and  moral  decay,  but  also  to  physical  and 
mental  invalidism.  In  this  brief  discussion,  atten- 
tion is  called  to  a new  source  of  physical  debility  re- 
sulting from  this  nefarious  scourge  of  drug  addiction. 
During  the  past  six  months  two  young  men  addicted 
to  heroin  required  surgical  intervention  for  severe, 
rapidly  spreading  infections  in  the  hands,  forearms, 
and  arms. 

In  years  gone  by,  it  was  a common  practice  among 
addicts  to  share  their  needle  with  fellow  addicts. 
Thus  it  was  that  syphilis  was  frequently  transmitted 
among  them.  The  modern  addict  usually  has  his 
own  “equipment”  and,  therefore,  does  not  ordinarily 
inject  himself  with  the  needle  of  a fellow  addict. 
The  present-day  addict,  like  the  old-timer,  rarely 
sterilizes  his  needle.  He  often  must  give  himself  a 
“shot”  when  he  craves  it,  and  this  desire  may  occur 
when  he  is  in  a location  that  is  neither  convenient 
nor  clean.  For  this  reason  many  addicts  inject 
themselves  while  in  cellars,  hallways,  alleys,  or  pub- 
lic toilets.  When  they  are  at  home  or  at  a friend's 
house,  they  almost  always  choose  the  bathroom. 
They  can  lock  the  door  behind  them  and  take  their 
time  in  administering  the  drug. 

The  unsterile  status  of  the  needle,  the  failure  to 
cleanse  the  skin  prior  to  injection,  plus  the  unhy- 
gienic surroundings  favor  the  development  and 
spread  of  local  infection.  In  two  addicts  severe  in- 
fections occurred  which  necessitated  incision  and 
drainage.  One  patient,  with  a symbiotic  infection, 
had  a wide  debridement  of  a wound  in  his  arm  which 
included  a segment  of  the  biceps  muscle.  A second- 
ary closure  of  the  wound  was  necessary.  Such  in- 
fections originate  at  the  site  of  drug  injection. 
They  all  drain  foul  pus  (streptococci  and  staphylococ- 
cus hemolyticus  are  the  organisms  by  culture). 
When  the  wound  sloughs,  it  assumes  a crater-like 
form.  The  wounds  are  round,  about  the  size  of  a 
quarter  or  half  dollar. 

Both  patients,  chronic  heroin  addicts,  were  ema- 
ciated and  anemic.  In  the  beginning  of  their  drug 
careers  they  spent  their  money  on  drugs  rather  than 
on  food.  The  price  of  the  drug  is  very  high,  and  one 
of  these  patients  stated  that  he  spent  $35  every  two 
days  for  a supply  which  lasted  only  two  days.  The 
money  spent,  of  course,  depends  upon  the  amount  of 
the  drug  the  addict  is  accustomed  to  take.  With  the 
establishment  of  addiction  to  the  drug,  the  appetite 
decreases,  and  there  is  no  real  desire  for  food. 
Hence,  the  addict  loses  weight  and  can  develop 
various  types  of  anemias. 

The  two  patients  who  were  observed  by  us  had 
similar  stories,  and  one  case  history  is  presented  as 
illustrative  of  both. 


Case  Report 

G.  I.,  a white  male,  twenty-three  years,  served  in 
the  armed  forces  after  World  War  it.  His  parents 
are  of  moderate  circumstances;  he  has  a good,  clean 
home  and  works  as  a clerk.  He  was  introduced  into 
the  heroin  habit  by  a girl  friend  at  one  of  the  widely 
publicized  drug  parties.  Thereafter  he  became  a 
real  addict,  selling  his  watch  and  rings  in  order  to  ^ 
buy  the  drug.  He  would  leave  home  for  weeks  at  a 
time.  His  family  never  knew  where  he  was,  and  he 
never  told  them.  They  became  suspicious  that  he 
was  an  addict  but  were  so  ashamed  that  they  kept  it 
a secret.  Finally,  one  day  he  returned  home  after 
an  absence  of  six  weeks,  acutely  ill.  Fearing  that 
the  boy  might  die,  the  father  called  a doctor  who 
ordered  him  admitted  to  the  hospital. 

On  admission  the  patient  was  pale,  emaciated, 
anemic,  and  appeared  acutely  ill.  He  was  perspir- 
ing freely;  his  temperature  was  103  F.  Examination 
of  his  arms,  forearms,  and  hands  revealed  multiple 
abscesses,  sloughing  areas  over  both  biceps,  celluli- 
tis, and  multiple  draining  sinuses  on  the  dorsal  as- 
pects of  both  hands.  His  antecubital  veins  were 
hardened,  red,  and  indicated  the  presence  of  both  an 
acute  and  chronic  phlebitis.  Study  of  the  organisms 
by  local  smear  and  culture  identified  the  presence  of 
the  staphylococci  and  the  streptococci  strain ; blood 
culture  was  negative  for  pathogenic  organisms. 

The  patient  was  given  antibiotic  therapy,  a blood 
transfusion,  and  a high  vitamin,  high  caloric  diet. 
Vitamins,  liver,  and  amino  acids  were  given  paren- 
terally.  He  was  not  allowed  any  narcotic,  but  „ 
phenobarbital  was  given  as  needed  for  restlessness.  ■ 
Incision  and  drainage  of  several  abscess  areas  were 
necessary.  The  large  sloughing  areas  of  the  arms 
were  debrided,  and  many  sloughs  were  removed. 
Subsequently  the  patient  was  operated  upon  for 
secondary  closure  of  many  wounds  and  was  hospital- 
ized for  three  weeks  during  which  time  he  was  free 
from  heroin.  Since  his  return  home,  he  has  not 
taken  the  drug.  The  repaired  wounds  have  healed, 
the  infections  have  subsided,  and  he  has  gained  20 
pounds  in  weight. 

Summary  and  Conclusions 

1.  A brief  discussion  is  presented  of  severe  in- 
fections of  the  upper  extremities  resulting  from  un- 
sterile injections  administered  by  addicts  to  them- 
selves. 

2.  In  addition  to  the  social  and  moral  problem 
associated  with  narcotic  addiction,  thought  must  be 
given  to  the  physical  debility  resulting  from  improper 
food  intake  and  the  development  of  severe  infec- 
tions. 

3.  The  infection  mentioned  in  this  report  may 
spread  through  the  antecubital  veins  to  produce  a 
bacteremia  and/or  a septicemia. 

4.  In  the  patients  mentioned  here,  surgical  in- 
tervention wras  necessary  for  the  evacuation  of  the 
infectious  material  to  aid  in  the  healing  of  the 
wounds. 


Special  Article 


LONGEVITY  AND  ITS  PROBLEMS 

Theodore  G.  Klumpp,  M.D.,  New  York  City 
{President,  Winthrop-Stearns,  Inc.) 


A CENTURY  and  a half  ago,  Horace  Walpole 
^ wrote  these  lines:  “About  the  time  I die,  or  a little 


later,  the  secret  will  be  found  of  how  to  live  forever.” 
Feeling  that  enough  time  had  passed  to  vouchsafe  a 
reply,  Helen  Bevington  answered: 


Horace,  be  comforted  to  die. 

One  century  has  meandered  by 
And  half  the  next  since,  it  was  true, 
The  temporal  state  eluded  you. 

Now  as  I read  your  pensive  letter, 

I wish  myself  that  times  were  better 
And  I might  boast  how  men  contrive, 
As  you  foretold,  to  stay  alive. 

By  now  we  should  possess  the  key 
To  fleshly  immortality 
And,  if  we  wanted  to,  endeavour 
To  live  forever  and  forever. 

This,  to  my  infinite  regret, 

Is  not  a custom  with  us  yet. 

I write  you,  Horace,  for  good  cheer 
Life  is  about  as  usual  here. 


Unfortunately,  life  is  about  as  usual  here,  so  far 
as  our  knowledge  of  the  nature  of  the  aging  process 
is  concerned. 

Our  research  has  hardly  scratched  the  surface  of 
such  conditions  as  heart  disease  and  coronary  throm- 
bosis, apoplexy,  nephritis,  arthritis,  and  cancer, 
which  are  only  a few  of  the  cheerful  prospects  of 
advancing  years. 

It  is  common  knowledge  that  our  population  is 
increasing,  and,  at  the  same  time,  people  are  also 
living  longer.  But  the  death  rate  is  not  keeping 
pace  with  the  birth  rate,  so  that  the  proportion  of 
older  persons  in  our  midst  is  rapidly  increasing. 
Since  the  turn  of  the  century,  our  population  has 
doubled,  but  the  number  of  persons  over  sixty-five 
has  quadrupled.  Today  there  are  approximately 
12  million  persons  sixty-five  years  of  age  and  over. 
By  1980,  in  only  twenty-eight  years,  it  is  anticipated 
that  we  will  have  approximately  twice  that  number. 
If  the  total  population  increases  as  expected,  in 
1980  one  of  every  seven  persons  living  will  be  sixty- 
five  years  of  age  or  over,  and  two  of  every  five  will 
be  forty-five  years  of  age  or  over.  In  other  words, 
in  less  than  thirty  years  we  may  expect  to  have  a to- 
tal of  at  least  66  million  persons  who  are  forty-five 
and  over  and  24  million  sixty-five  and  over.  This 
means  that  we  shall  have  more  people  over  forty- 
five  years  of  age  than  the  total  number  employed  at 
the  present  time. 

Another  factor  of  importance  that  is  not  so  easily 


Presented  at  the  annual  meeting  of  the  Third  District 
Branch.  Medical  Society  of  the  State  of  New  York.  Rensselaer, 
September  18,  1952. 


susceptible  to  statistical  analysis,  but  is  nevertheless 
clearly  true,  is  that  our  older  persons  are  healthier 
in  body  and  mind  than  they  used  to  be.  Spectacu- 
lar advances  in  medical  and  public  health  knowledge 
and  their  prompt  application  to  the  prevention  and 
treatment  of  disease  have  been  largely  responsible 
for  this.  There  is  every  reason  to  believe  that  these 
advances  will  continue,  with  the  result  that  in  the 
future  in  living  longer  we  will  also  be  healthier. 

What  is  the  significance  of  these  developments  as 
far  as  the  economics  of  employment  is  concerned? 
To  be  sure,  we  cannot  consider  this  problem  from 
the  standpoint  of  employment  alone,  for  it  goes  far 
beyond  that.  The  age  shift  in  our  population  prom- 
ises to  become  one  of  the  most  important  factors  in 
influencing  the  entire  economic  and  political  struc- 
ture of  the  nation.  For  one  thing,  if  old  folks  are 
not  content  and  their  basic  needs  are  not  wisely  met, 
they  can  act  as  a united  group,  the  power  of  which 
has  already  been  demonstrated  in  regional  tests. 
A bloc  of  some  20  million  voters,  joined  by  a few 
million  more  of  those  approaching  sixty-five,  can 
very  easily  make  their  own  political  and  economic 
decisions  without  much  regard  for  the  views  of 
others.  Under  such  circumstances  the  wisdom  that 
is  supposed  to  come  with  age  may  not  be  so  clearly 
manifest  to  the  rest  of  us.  When  Winston  Churchill 
so  truly  said.  “You  can  measure  the  civilization  of  a 
people  by  the  way  they  treat  their  older  folks,” 
he  was  not  thinking  of  a day  when  we  might  begin 
to  wonder  how  the  old  folks  are  going  to  treat  the 
rest  of  us. 

With  this  in  mind,  I see  no  way  of  escaping  the 
conclusion  that  future  developments  must  be  con- 
sidered from  two  distinct  points  of  view:  from  the 
standpoint  of  the  needs  and  wants  of  olden-  people, 
the  “human”  side,  and  from  the  standpoint  of  the 
economics  of  the  problem.  The  two  must  be  rec- 
onciled or  there  will  be  trouble.  Fortunately,  many 
students  of  the  problem  believe  the  two  points  of 
view  can  be  harmonized. 

The  “Human”  Side 

What  do  our  elders  want  and  need?  Basically 
they  want  and  need  the  same  things  as  the  rest  of 
us — happiness  and  a fair  measure  of  security.  Ob- 
viously the  formula  for  happiness  contains  many 
and  varying  ingredients,  and  there  is  no  one  pre- 
scription that  will  satisfy  every  need.  But  the  ex- 
perience of  untold  generations  has  shown  that  most 
human  beings  are  not  basically  happy  unless  they 
have  something  useful  to  do,  and  this  is  particularly 
true  of  older  individuals.  It  was  Robert  Burton  who 
said,  “Employment,  which  is  nature’s  physician 
is  so  essential  to  human  happiness  that  indolence 
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is  justly  considered  as  the  mother  of  misery.” 
Youth  can  loaf  content  with  opiate  dreams  of  future 
achievements.  But  as  we  grow  older  the  realities 
of  life  are  more  clearly  seen  and  less  easily  denied, 
and  as  we  approach  fifty  and  sixty  we  can  no  longer 
derive  solace  from  the  pipe  dreams  of  future 
achievements.  Age  plays  for  real  stakes,  not  pastime. 
Older  persons  must  have  something  to  do,  and 
it  must  be  real.  And  the  most  real  thing  we  have  to 
sustain  us  in  this  life  of  ours  is  useful  work. 

Retirement  is  a successful  experience  for  those 
who  have  been  wise  and  foresighted  enough  to  plan 
for  it.  But  what  they  have  planned  for  is  most  often 
merely  a different  kind  of  occupation.  It  is  some- 
times euphemistically  called  a hobby,  which  is 
nothing  more  than  work  with  the  sting  of  need 
taken  out  of  it.  You  are  an  intellectual  group  with 
diversities  of  interest  enabling  you  to  adapt  your- 
selves to  a different  way  of  life  with  relative  ease. 
Most  of  you  have  more  things  that  you  want  to  do 
than  time  in  which  to  do  them.  But  you  represent 
only  a very  thin,  small,  upper  crust  in  our  social 
structure.  Unfortunately,  most  persons  fail  to 
cultivate  a secondary  occupation  interest,  and  even 
if  they  could,  they  would  rather  continue  with  what 
they  have  been  accustomed  to  doing.  And  there  is 
reason  to  believe  that  it  is  biologically  unsound  to 
toss  such  individuals  on  the  scrap  heap  before  they 
are  read}’  for  it.  For  any  living  organism  that  has 
been  accustomed  to  a set  routineforfortyorfiftyvears 
can’t  suddenly  be  shaken  from  its  orbit  without 
untoward  consequences.  Anyone  who  has  studied 
Cannon’s  ideas  on  homeostasis  will  recognize  this. 
It  is  a biologic  fact  that  functions  and  living  tissues 
that  are  not  used  decline  and  atrophy.  Applied  to 
longevity,  it  is  also  true  that  nature  tends  to  elim- 
inate those  who  have  relinquished  their  functional 
usefulness.  Atrophy  of  disuse,  both  physical  and 
mental,  is  the  most  insidious  and  deadly  poison 
known  to  man.  The  philosopher,  Lord  Bertrand 
Russell,  now  in  his  eightieth  year,  wrote,  “Most  of 
the  men  I have  known  who  have  retired  from  work 
have  died  of  boredom  shortly  afterward.  A man  who 
has  been  active,  even  if  he  has  thought  throughout 
his  life  that  a leisurely  existence  would  be  delightful, 
is  apt  to  find  life  unbearable  without  some  activity 
upon  which  to  employ  his  faculties.  I am  convinced 
that  survival  is  easier  for  those  who  can  enjoy  life, 
and  that  a man  who  has  sufficient  vitality  to  reach 
old  age  cannot  be  happy  unless  he  is  active.” 

From  a strictly  scientific  point  of  view,  the  aging 
process  begins  at  conception.  The  very  instant  that 
cells,  tissues,  or  organs  stop  growing  thev  begin  to 
decline.  This  decline  marks  the  beginning  of  old 
age.  It  starts  slowly,  but  it  begins  earl}-  in  life. 
The  thing  popularly  called  old  age  is  in  truth  only 
that  period  during  which  the  rate  of  decline  has  pro- 
gressed to  the  point  where  its  manifestations  are 
visible  to  the  naked  eye.  But  the  important  point 
is  that  the  rate  of  decline  is  not  the  same  for  all  hu- 
man beings,  nor  is  it  equivalent  for  all  organs  and 
functions  of  the  body.  In  the  clinic  every  physician 
sees  individuals  who  are  physically  spent  at  forty-five 
and  others  who  are  in  full  possession  of  their  facul- 
ties at  sixty-five.  Not  infrequently,  as  far  as  wis- 


dom and  judgment  are  concerned,  they  are  at  thei  e 
prime  in  the  vicinity  of  sixty-five.  What  the  re 
sponsible  factors  are  we  really  don’t  know,  despiti 
the  following  intriguing  suggestion: 


The  horse  and  mule  live  thirty  years. 
And  nothing  know  of  wine  or  beers. 
The  goat  and  sheep  at  twenty  die 
And  never  taste  of  scotch  or  rye. 

The  cow  drinks  water  by  the  ton. 

And  at  eighteen  is  mostly  done. 

The  dog  at  fifteen  cashes  in 
W ithout  the  aid  of  rum  or  gin. 

The  cat  in  milk  and  water  soaks 
And  after  twelve  short  years  it  croaks- 
The  modest,  sober,  bone-dry  hen 
Lays  eggs  for  nogs,  then  dies  at  ten. 

All  animals  are  strictly  dry; 

They  sinless  live  and  early  die. 

But  sinful,  ginful,  rum-soaked  men 
Survive  for  three  score  years  and  ten. 
And  some  of  us,  though  mighty  few, 
Stay  pickled  ’till  we’re  92!! 


Retirement 

Our  society  has  been  quite  illogical  and  inconsis- 
tent in  its  attitude  toward  the  older  worker  as  far  a; 
compulsory  retirement  is  concerned.  On  the  on< 
hand,  it  is  apparent  that  we  have  no  objection  t< 
electing  and  appointing  older  individuals  to  posi 
tions  of  the  greatest  responsibility  in  government 
business,  and  the  professions.  Indeed,  oftentime.- 
their  careers  are  just  starting  at  a time  of  life  whei 
society  is  systematically  dumping  others  on  the  serai 
heap.  For  instance,  in  the  81st  Congress  more  thar  r 
34  per  cent  of  the  senators  were  over  sixty  years  o as 
age.  In  the  House  of  Representatives  a total  o I 
almost  19  per  cent  was  over  sixty.  A study  wasjr 
made  of  top  business  executives  as  listed  in  Poor’. 
Directory.  Here  again,  more  than  44  per  cent  were 
over  sixty  years  of  age.  I am  certain  that  a stud} 
of  leadership  of  the  various  professions  would  revea 
the  same  large  proportion  of  individuals  in  thq  oldei 
groups. 

And  yet,  on  the  other  hand,  as  far  as  the  rank  anc 
file  of  workers  is  concerned,  we  have  little  objectioi 
to  the  imposition  of  blind  and  unselective  compul- 
sory retirement  rules  which  automatically  eliminah 
those  in  the  ranks  who  have  reached  the  same  age 
regardless  of  their  fitness,  ability,  and  contributioi 
to  the  group  for  which  they  labor.  More  preciou; 
than  oil  or  fertile  soil,  than  ore  and  minerals,  thai 
trees  or  an  equable  climate,  are  the  human  resources 
of  a country.  All  other  things  were  here  wher 
Columbus  came  to  America,  but  it  took  intelligent 
industrious  men  to  make  our  country  what  it  if 
today. 

We  may  not  fully  realize  it,  but  it  does  not  pay  tc 
waste  the  contributions  of  those  who  through  yean 
of  experience  have  learned  to  do  their  jobs  well  anc 
are  willing  and  able  to  continue  to  do  so  faithfully 
Training  and  experience  can  only  be  replaced  b} 
training  and  experience,  and  when  we  retire  a com- 
petent older  worker,  his  successor  has  the  burden 
inevitably,  of  supporting  him  as  well  as  himself 
But,  if  the  premise  is  that  individuals  over  sixty-fiv< 
are  not  worth  their  keep,  then  least  of  all  should  w« 
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)ermit  persons  above  those  ages  to  occupy  the  top 
ind  critical  positions  in  our  social  structure.  If  we 
^knowledge,  as  is  certainly  true,  that  some  are  and 
:ome  are  not  fit  and  pulling  their  weight  at  those 
iges,  then  we  should  use  our  intelligence  to  devise 
nethods  of  determining  for  all  workers,  not  just  the 
ipper  crust,  which  are  and  which  are  not  fit.  Cer- 
.ainly  a man  isn’t  fit  one  day  and  unfit  the  next 
because  one  page  of  the  calendar  has  been  turned. 
\s  the  great  physiologist,  Dr.  A.  J.  Carlson,  stated. 
‘The  physiologic  age  of  the  worker  is  not  synony- 
nous  with  his  chronologic  age,  owing  to  the  indi- 
vidual variables  in  heredity,  mode  of  living,  acci- 
lents,  and  sequelae  of  disease.” 

At  the  present  time  our  life  expectancy  is  sixty- 
seven  years.  When  you  and  I were  born  (and  that 
sn’t  so  long  ago),  our  life  expectancy  was  a little 
>ver  forty-three  years.  As  medical  science  pro- 
gresses the  life  span  may  increase  to  limits  hardly 
yet  dreamed  of.  We  might  even  look  forward  to 
the  experience  of  an  interesting  person:  His  name 
was  Christen  Jacobsen  Dragenberg.  Dragenberg 
was  a Dane  who  lived  to  be  one  hundred  forty-six 
years  of  age,  from  1626  to  1772.  He  went  to  sea 
when  he  was  thirteen,  took  part  in  the  wars  of  three 
kings  against  Sweden,  served  many  nations  in  mer- 
chant navies,  when  nearly  seventy  was  taken  pris- 
oner by  Algerian  pirates,  was  sold  as  a slave,  es- 
caped slavery  after  fifteen  years,  and  at  the  age  of 
eighty-four  again  went  to  war  against  Sweden.  At 
one  hundred  eleven  he  married  a woman  of  sixty, 
outlived  her,  proposed  at  one  hundred  thirty  to 
several  women  but  was  rejected.  Mastering  his 
disappointment,  he  lived  on  for  sixteen  years. 
Described  as  being  of  impetuous  temperament,  he 
lived  a life  far  from  blameless,  but  in  his  last  five 
years,  from  one  hundred  forty-one  to  one  hundred 
forty-six,  exhibited  a conduct  described  as  ‘‘quite 
respectable.”  If  one  man  can  live  a life  as  full  as 
this,  there  is  no  reason  why  science  cannot  make  it 
possible  eventually  for  many  more  of  us  to  marry  at 
one  hundred  eleven,  propose  and  be  accepted  at  one 
hundred  thirty,  and  live  to  one  hundred  forty-six. 
In  other  words,  I agree  with  George  Bernard  Shaw 
when  he  said,  “It  is  a shame  to  waste  such  a wonder- 
ful thing  as  youth  on  youth.” 

We  choose  and  select  when  we  hire,  and  I see  no 
reason  why  we  can’t  do  the  same  thing  when  we 
retire  our  workers.  One  of  the  best  teachers  it  has 
been  my  privilege  to  know  and  an  outstanding 
figure  in  public  health  work,  Dr.  Milton  J.  Rosenau, 
was  retired  from  the  Harvard  faculty  on  the  basis 
of  a compulsory  retirement  rule.  He  moved  to 
another  university  where  the  rules  were  not  so 
blind  and  where  perhaps  they  could  not  afford  the 
luxury  of  scrapping  their  best  brains  by  the  calen- 
dar. He  continued  his  inspiring  teaching,  which  I 
can  assure  you  could  be  emulated  by  very  few  others, 
and  was  subsequently  elected  president  of  the  Ameri- 
can Public  Health  Association.  The  story  is  told 
that,  as  he  lay  on  his  deathbed,  he  cocked  open 
one  eye  as  he  had  a habit  of  doing,  saw  the  pretty 
nurse  standing  before  him,  and  spoke  his  last  few 
words,  “I  feel  I am  taking  a turn  for  the  nurse.” 
From  a sociologic  standpoint  inflexible  chrono- 
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logic  retirement  rules  are  a reflection  on  the  state  of 
our  intelligence  in  solving  what  ought  to  be  a simple 
problem.  Whenever  society  adopts  a rule  that 
eliminates  the  fit  with  the  unfit,  destro\'s  the  good 
with  the  bad,  or  punishes  the  innocent  with  the 
wicked,  it  is  not  a good  rule.  Civilization  pro- 
gresses by  changing  rules  of  this  kind.  In  an  im- 
jjerfect  society  human  beings  are  pushed  around  as 
a faceless  mob.  But  social  progress  may  be  meas- 
ured, in  the  last  analysis,  by  the  degree  of  skill  and 
discrimination  with  which  society  solves  the  individ- 
ual problems  of  its  members.  I am  afraid  Winston 
Churchill  had  the  right  idea  when  he  stated  that  we 
are  still  an  immature  civilization. 

The  argument  has  been  advanced  that  we  must 
clear  out  the  older  workers  to  make  room  for  the 
younger  men  so  that  their  progress  upward  in  an 
organization  will  not  be  unduly  stymied.  On  the 
face  of  it,  this  line  of  reasoning  appears  to  have 
some  merit.  But  it  is  only  another  way  of  stating 
that  there  are  more  workers  than  there  are  jobs. 
During  the  war,  when  there  was  a manpower  short- 
age, no  one  was  afraid  that  the  old,  the  lame,  the 
blind,  and  the  halt  were  taking  jobs  away  from 
younger  and  more  able  workers.  At  other  times 
similar  arguments  have  been  applied  against  the 
employment  of  women  in  business,  government, 
and  the  professions.  Certainly  there  is  no  arbitrary, 
age  at  which  older  workers  begin  to  repress  the 
advancement  of  younger  individuals.  In  a sense, 
every  older  individual  higher  on  the  ladder  of  ad- 
vancement, whether  he  be  sixty-five  or  fifty-five, 
or  forty-five,  is  holding  a job  that  a younger  indi- 
vidual aspires  to  and  feels  he  can  fill.  That  is 
always  true,  and  it  will  be  just  as  true  if  we  force 
everyone  to  retire  at  fifty  or  even  forty-five,  as  we 
will  have  to  do  by  1980,  if  we  don’t  find  a more 
logical  way  of  reducing  the  disparity  between  jobs 
and  workers. 

Economics 

We  must  not  lose  sight  of  the  fact  that  someone 
must  support  those  that  we  retire  to  idleness.  The 
more  workers  we  retire,  and  particularly  if  we 
should  lower  the  retirement  ages,  the  greater  will 
be  the  economic  burden  we  will  place  on  those  who 
work.  The  whole  problem  is  the  adjustment  of  the 
number  of  workers  to  the  number  of  jobs  available. 
To  attempt  to  strike  a balance  by  eliminating  all 
workers  over  a certain  age  is  an  unfair  penalty 
on  age  and  experience.  In  a refined  and  delicate 
way  it  is  a perpetuation  of  the  jungle  law  of  the 
fang  and  claw,  where  the  leaders  of  the  pack  sur- 
vive only  until  the  younger  beasts  growfierce  enough 
to  eliminate  them.  In  modern  civilization  we  are 
less  violent,  but  the  end  result  is  approximately  the 
same. 

One  of  the  most  important  steps  in  solving  this 
problem  is  the  successive  reduction  in  working 
hours  for  all  workers,  rather  than  reduction  of  more 
and  more  older  workers  to  a state  of  parasitism. 

I venture  to  say  that  a thirty-hour  week  in  industry 
will  come  within  the  lifetime  of  many  of  us. 

Another  view  that  is  widely  held  is  that  older  in- 
dividuals become  overconservative,  and  that  to  make 
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progress  we  must  eliminate  these  obstacles  in  the 
path  of  progress.  Here  again  there  are  such  wide 
variations  in  human  reaction . patterns  that  I don’t 
see  how  one  can  logically  draw  generalizations  that 
will  fit  individual  cases.  A leopard  does  not  change 
his  spots  as  he  grows  older;  they  merely  become  more 
distinctive.  Certainly  Bernard  Baruch,  eighty- 
two  years  of  age,  Arturo  Toscanini,  age  eighty-five, 
Herbert  Hoover  at  seventy-eight,  General  Mac- 
Arthur  at  seventy-two,  Grandma  Moses  at  ninety- 
two,  and  Ambassador  Walter  Gifford  at  sixty-seven 
are  no  obstacles  in  the  path  of  progress,  and  neither 
Alben  Barkley  nor  Tommy  Manville  have  become 
more  conservative  as  they  have  grown  older.  As 
far  as  the  great  mass  of  jobs  now  subject  to  compul- 
sory retirement  is  concerned,  it  makes  no  difference 
at  all  whether  an  individual  grows  more  or  less  con- 
servative. If  individuals  in  key  positions  become 
too  conservative  with  age,  or  even  too  reckless,  as 
they  sometimes  do,  to  meet  the  best  interests  of  the 
organization  a retirement  board  operating  on  a 
selective  basis  can  function  to  correct  this  develop- 
ment, as  well  as  any  other  that  may  arise. 

From  an  economic  standpoint  is  it  a sound  prop- 
osition to  permit  older  workers  to  continue  working 
so  long  as  they  are  productive  and  desire  to  do  so? 
As  far  as  our  national  economy  is  concerned  there 
seems  to  be  a number  of  good  reasons  why  it  is  so. 
First,  we  must  keep  in  mind  the  fact  that  our  na- 
tional wealth,  purchasing  power,  and  standard  of 
living  rest  squarely  on  productivity.  Our  economic 
stream  seems  to  flow  best  when  we  have  the  largest 
number  adding  something  to  it  and  dipping  out  a 
commensurate  amount.  When  large  numbers  of 
the  population  are  unemployed  they  are  neither 
contributing,  nor,  by  the  same  token,  are  they  in 
position  to  consume  as  much.  In  other  words,  the 
economic  turnover  is  at  a low  level. 

If  we  did  nothing  about  it  and  maintained  pres- 
ent-day working  standards  and  conditions,  we 
might  well  be  confronted  with  a potential  labor 
surplus  of  over  30  million  workers  by  1980.  Eco- 
nomic forecasting  (not  unlike  election  forecasting)  is 
a hazardous  undertaking,  but  he  who  approaches 
the  task  from  the  standpoint  of  a static  economy 
in  the  United  States  is  certainly  going  to  be  wrong. 

With  this  in  mind,  we  must  allow,  in  our  estimates, 
latitude  for  increased  employment  through  the 
development  of  new  industries.  On  the  other 
hand,  we  are  witnessing  an  unprecedented  surge  of 
interest  in  science,  and  its  accomplishments  are 
providing  the  pattern  of  a great  socioeconomic  revo- 
lution. One  of  the  major  incentives  of  this  scien- 
tific boom  is  the  saving  of  time  and  labor,  which  in 
the  end  amount  to  the  same  thing.  We  must  antic- 
ipate the  continued  introduction  of  new  labor- 
saving  devices,  perhaps  on  a scale  never  dreamed  of 
before.  The  first  fruits  of  this  golden  age  of  science 
are  only  beginning  to  ripen.  In  the  future  they  will 
come  to  maturity  at  an  accelerated  pace  with  respect 
to  life  and  labor-saving.  The  net  effect  of  this  may 
be  against  a substantial  increase  of  man  hours  of 
available  work  in  relation  to  man  hours  of  availa- 
ble workers. 


If  we  will  employ  one  fifth  of  the  24  million  over 
sixty-five  years  of  age  which  we  will  have  by  1980, 
at,  let  us  say,  an  average  of  $2,500  per  annum,  it 
will  mean  12  billion  dollars  per  year  that  they  will 
earn  for  themselves,  and  this  load  of  support  will 
be  taken  largely  off  the  shoulders  of  younger  work- 
ers, themselves  included,  whether  by  taxes  or  direct 
contributions. 

Let  us  look  at  it  from  another  point  of  view.  We 
are  witnessing  today  a great  groundswell  of  public 
sentiment  in  favor  of  State  or  Federal  old-age  pen- 
sions for  those  over  sixty-five.  A figure  of  $100  a 
month  has  been  prominently  mentioned  as  an  objec- 
tive. By  1980  this  could  cost  the  country  28  billion. 
800  million  dollars.  When  this  sum  is  added  to 
other  welfare  benefits  that  have  already  been  or 
have  every  promise  of  being  adopted,  we  are  con- 
fronted with  an  astronomic  figure,  which  statesmen 
such  as  Bernard  Baruch  declare  we  cannot  and  will 
not  be  able  to  afford.  As  Mr.  Baruch  put  it  in  this 
connection,  “We  dare  not  undertake  more  than  our 
economy  can  stand  or  we  will  defeat  our  own  purpose. 
We  must  get  away  from  employment  policies  based 
on  cold  arithmetical  averages  and  take  advantage  of 
the  skills  and  judgment  of  older  people.  How- 
hideous  a mockerj*  it  would  be  if.  as  a result  of  ad- 
vances in  medicine,  surgery,  hygiene,  and  higher 
living  standards,  older  people  were  left  willing  and 
able  to  work — but  society  deprived  them  of  some- 
thing useful  to  do.”  We  are  just  beginning  to  wake 
up  to  the  fact  that  the  price  is  too  high,  not  in  terms 
of  human  decency  but  in  terms  that  even  the  busi- 
nessman can  understand. 

Conclusion 

The  added  years  that  science  has  given  man 
place  a new  and  greater  responsibility  on  all  of  us 
as  we  grow  older.  We  must  make  a greater  effort 
to  avoid  the  mental  and  physical  atrophy  of  disuse, 
to  which  I have  referred.  Many  of  the  unpleasant 
characteristics  of  old  age  are  due  to  the  fact  that 
those  involved  have  given  up:  they  have  stopped 
trying  and  stopped  using  their  faculties  to  the  fullest 
extent.  Science  hasshown  they  have  quit  learning, 
not  because  they  couldn’t  help  it,  but  because  they 
chose  to.  They  have  lost  sight  of  what  Oliver  Wen- 
dell Holmes  said,  “To  be  seventy  years  young  is 
sometimes  far  more  cheerful  and  hopeful  than  to  lie 
forty  years  old.” 

And  here  is  one  of  life’s  great  paradoxes:  The 
quest  and  goal  of  labor  is  to  win  security,  comfort, 
rest,  freedom  from  worry,  freedom  from  hard 
work,  and  freedom  from  the  struggle.  And  yet  the 
irony  of  it  is  that  when  a person  finally  and  com- 
pletely achieves  such  a goal,  he  is  through — and  he 
might  as  well  be  dead.  The  essence  of  life  is  its 
struggle.  Viewed  in  this  light.  Mother  Nature  is  a 
hard  woman.  But  she  is  wise  and  tells  us  in  Robert 
Louis  Stevenson’s  words,  “To  travel  hopefully  is 
better  than  to  arrive.”  And  on  our  journey  we  must 
hold  fast  to  the  point  of  view  of  youth,  expressed  in 
the  inscription  in  the  library  of  the  University  of 
Pittsburgh,  “Here  is  eternal  spring,  for  you  the  very 
stars  of  heaven  are  new.” 


NECROLOGY 


Gilbert  Monroe  Beck,  M.D.,  of  Buffalo,  died  on 
January  9 at  Buffalo  General  Hospital  at  the  age  of 
fifty-three.  Dr.  Beck  was  graduated  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1923  and 
interned  at  the  Buffalo  General  Hospital.  During 
World  War  II  he  served  in  the  U.S.  Army  Medical 
Corps  with  the  rank  of  lieutenant  colonel  and  was 
Stationed  in  North  Africa,  Italy,  France,  and  the 
Philippines.  Dr.  Beck  had  been  a member  of  the 
faculty  of  the  University  of  Buffalo  School  of  Medi- 
cine for  twenty-four  years  and  was  professor  of  psy- 
chiatry there.  He  was  also  chief  psychiatrist  at 
the  Buffalo  General  Hospital. 

A Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology,  Dr.  Beck  was  a member  of  the 
American  Psychiatric  Association,  the  American 
Association  for  Research  in  Psychosomatic  Prob- 
lems, the  Central  Neuropsychiatric  Association,  the 
i Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Herman  Joseph  Blumenthal,  M.D.,  of  Brooklyn, 
died  on  November  30,  1952,  at  the  age  of  fifty-six. 
Dr.  Blumenthal  received  his  medical  degree  from  the 
Yale  University  School  of  Medicine  in  1921.  He 
was  attending  physician  in  arthritis  at  the  Kings 
County  Hospital  and  the  Adelphi  Hospital,  both  in 
Brooklyn.  Dr.  Blumenthal  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Moses  Buchberg,  M.D.,  of  New  York  City,  died 
on  August  23,  1952,  at  the  age  of  sixty-four.  Dr. 
Buchberg  received  his  medical  degree  from  the 
University  of  Vienna  in  1911. 

Milton  Gardner  Burch,  M.D.,  of  Hornell,  died  on 
December  19,  1952,  at  his  home  at  the  age  of  sixty- 
four.  Dr.  Burch  was  graduated  from  the  Albany 
Medical  College  in  1911  and  interned  at  the  Arnot- 
Ogden  Hospital  in  Elmira,  opening  his  practice  in 
Hornell  the  following  year.  During  World  War  I he 
served  overseas  as  a captain  in  the  U.S.  Army 
Medical  Corps.  Coroner  of  Steuben  County  for  the 
past  thirty  years,  Dr.  Burch  had  served  as  chief  of 
staff  at  the  Bethesda  Hospital  for  many  years  and 
was  attending  physician  at  St.  James  Mercy  Hos- 
pital, both  in  Hornell.  He  was  a member  of  the 
Steuben  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  L.  Carroll,  M.D.,  of  Brooklyn,  died  on 
October  20,  1952,  at  the  age  of  sixty-nine.  Dr. 
Carroll  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1907. 

Aurelius  de  Yoanna,  M.D.,  of  Brooklyn,  died  on 
September  14,  1952,  at  the  age  of  sixty-one.  Dr.  de 
Yoanna  received  his  medical  degrees  from  the  Uni- 
versity of  Paris  in  1892  and  the  Bellevue  Hospital 


Medical  School  in  1897.  He  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Abraham  A.  Goldman,  M.D.,  of  Brooklyn,  died  on 
December  27,  1952,  in  Kings  County  Hospital  at  the 
age  of  fifty-one.  A native  of  Poland,  Dr.  Goldman 
received  his  medical  degree  from  the  University  of 
Wilno  in  1927  and  came  to  the  United  States  in 
1947.  He  was  clinical  assistant  attending  physician 
at  Kings  County  and  Beth-El  Hospitals  Outpatient 
Departments.  Dr.  Goldman  was  a member  of  the 
Brooklyn  Academy  of  Medicine,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Clark  Sumner  Gould,  M.D.,  of  Walton,  died  on 
December  29,  1952,  at  the  Delaware  Valley  Hos- 
pital at  the  age  of  seventy-two.  Dr.  Gould  was 
graduated  from  the  Cornell  University  Medical 
College  in  1903  and  interned  at  the  New  York  Hos- 
pital for  Children.  For  over  twenty-six  years  he 
had  served  as  coroner  of  Delaware  County  and  since 
1912  as  health  officer  for  the  town  of  Walton.  Dr. 
Gould  was  on  the  medical  staff  of  the  Delaware 
Valley  Hospital  and  a member  of  the  Delaware 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Eugene  J.  Healey,  M.D.,  of  Mamaroneck,  died  on 
January  13  at  his  home  at  the  age  of  sixty-five. 
Dr.  Healey  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medical 
College  in  1911  and  interned  at  St.  Vincent’s  Hos- 
pital, New  York  City.  He  had  practiced  in  Mamaro- 
neck for  thirty-five  years  and  was  on  the  staff  of  the 
United  Hospital,  Port  Chester.  Dr.  Healey  was  a 
member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Raymond  James  Knapp,  M.D.,  of  Amsterdam, 
died  on  December  27  in  St.  Mary’s  Hospital  at  the 
age  of  sixty-nine.  Dr.  Knapp  was  graduated  from 
the  Syracuse  University  College  of  Medicine  in 
1907.  He  was  on  the  staff  of  the  Amsterdam  City 
and  St.  Mary’s  Hospitals.  Dr.  Knapp  was  a mem- 
ber of  the  Montgomery  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Orthello  Sidney  Langworthy,  M.D.,  formerly  of 
Hamilton,  died  on  September  30,  1952,  at  the  age  of 
sixty-one.  Dr.  Langworthy  received  his  medical 
degree  from  the  New  York  University  Medical  Col- 
lege in  1891  and  had  practiced  in  Hamilton  until  his 
retirement,  when  he  went  to  live  in  Baltimore,  Mary- 
land. 

Samuel  Aaron  Lewin,  M.D.,  of  Staten  Island,  died 
on  January  13  at  Staten  IslaiuLHpsjiiWrJ'ompkins- 
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ville,  at  the  age  of  seventy-seven.  Dr.  Lewin  re- 
ceived his  medical  degree  from  the  New  York  Eclec- 
tic Medical  School  in  1911.  He  was  formerly  chief 
diagnostician  in  Richmond  for  the  Bureau  of  Pre- 
ventable Diseases  of  the  New  York  City  Health 
Department.  A writer  and  lecturer  on  medical  sub- 
jects, Dr.  Lewin  was  a member  of  the  Richmond 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Mark  Mohr,  M.D.,  of  Brooklyn,  died  on  January 
6 at  Maimonides  Hospital  at  the  age  of  sixty-four. 
Dr.  Mohr  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
College  in  1911.  He  was  on  the  pediatric  staff  at 
Maimonides  Hospital.  A Licentiate  of  the  Ameri- 
can Board  of  Pediatrics,  Dr.  Mohr  was  a member  of 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Lillian  Delger  Powers,  M.D.,  of  New  York  City, 
died  on  January  12  in  San  Rafael,  California,  at  the 
age  of  eighty-seven.  Dr.  Powers  received  her 
medical  degree  from  the  Cooper  Medical  College 
(now  a part  of  Stanford  LTniversity)  in  1904.  She 
was  a member  of  the  American  Psychiatric  Associa- 
tion, the  American  Psychoanalytic  Association,  the 
New  York  Society  for  Clinical  Psychiatry,  the  New 
York  Psychoanalytic  Society,  the  New  York  Count}' 


Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Ignatius  Reardon,  M.D.,  of  Tuekahoe, 
died  on  January  15  at  his  home  at  the  age  of  seventy- 
five.  Dr.  Reardon  received  his  medical  degree  from 
the  New  York  University  and  Bellevue  Hospital 
Medical  College  in  1912  and  interned  at  City  Hos- 
pital. Before  his  retirement  ten  years  ago  he  had 
been  instructor  in  internal  medicine  at  the  Columbia 
LTniversity  College  of  Physicians  and  Surgeons  and 
president  of  the  medical  board  of  City  Hospital. 
During  World  War  I he  served  as  a major  in  the 
U.S.  Army  Medical  Corps.  Dr.  Reardon  was  con- 
sulting physician  at  City  Hospital  and  French  Hos- 
pital and  a member  of  the  New  York  Pathological 
Society. 

Edmund  Jean  Rhodebeck,  M.D.,  of  New  York 
City,  died  on  September  28,  1952,  at  the  age  of 
fifty-nine.  Dr.  Rhodebeck  was  graduated  from  the 
Columbia  University  College  of  Physicians  and  Sur- 
geons in  1920  and  interned  at  St.  Luke’s  Hospital. 

Eugene  P.  Roberts,  M.D.,  of  New  York  City,  died 
on  January  9 at  his  home  at  the  age  of  eighty-four. 
Dr.  Roberts  received  his  medical  degree  from  the 
New  York  Homeopathic  Hospital  Medical  School  in 
1894  and  had  practiced  in  New  York  City  since  that 
time.  He  served  as  a medical  examiner  for  the  New 
York  City  Board  of  Health.  Dr.  Roberts  was 
active  in  Harlem  community  work  and  had  received 
the  Lincoln  University  Abraham  Lincoln  Award. 


DESCRIBE  THREE  NEW  INSULIN  PREPARATIONS 


Three  new  long-acting  insulin  preparations,  which 
offer  promise  in  reducing  the  complexities  of  insulin 
administration  to  diabetics,  were  described  in  the 
December  27  issue  of  the  J.A.M.A. 

The  new  preparations,  consisting  of  insulin 
mixed  with  small  amounts  of  zinc,  have  activity 
ranges  from  about  eighteen  to  more  than  thirty 
hours,  according  to  K.  Hallas-Moller,  Ph.D.; 
M.  Jersild,  M.D.;  K.  Petersen,  M.Sc.,  and  J. 
Schlichtkrull,  M.Sc.,  of  Copenhagen,  Denmark. 

According  to  the  authors,  preliminary  studies  of 
65  patients  with  severe  cases  of  diabetes  have  shown 
“that  satisfactory  blood  sugar  control  can  be  ob- 
tained in  such  patients  with  a single  injection  of  the 


appropriate  one  of  the  three  types  of  zinc  insulin.” 
They  .reported  that  the  currently  available  insulin 
preparations  with  protracted  action,  if  given  in  one 
daily  injection,  are  incapable  of  providing  satis- 
factory regulation  of  the  blood  sugar  level  in  a con- 
siderable number  of  patients  with  difficult  cases  of 
diabetes. 

“The  results  we  have  attained  indicate  that  these 
zinc  insulin  preparations  may  offer  a solution  to 
the  problem  of  providing  a single  daily  injection  for 
such  patients,”  they  added.  Zinc  insulin  was  given 
to  the  patients  daily  at  8 a.m.  The  amounts  of 
insulin  varied  according  to  individual  reactions  to 
the  drug. 


MEDICAL  NEWS 


World  Medical  Association — The  first  western 
hemisphere  conference  of  the  World  Medical  Associa- 
tion will  he  held  at  Richmond,  Virginia,  April  23  to 
25,  1953.  Dr.  Louis  H.  Bauer,  president  of  the 
American  Medical  Association  and  secretary-general 
of  the  World  Medical  Association,  will  moderate  at  a 
general  session  at  which  panel  reports  will  be  made. 

Dr.  Howard  A.  Rusk,  chairman,  professor,  and 
director  of  the  Department  of  Rehabilitation  and 
Physical  Medicine,  New  York  University  College  of 
Medicine,  will  be  guest  participant  in  panel  discus- 
sions. 

Honor  guests  at  the  association’s  meeting  will  be 
seventy-five-year-old  physicians  from  each  state  who 
will  tour  Virginia’s  springtime  gardens  and  historic 
sites. 

Hill-Burton  Grants — Projects  approved  for  Hill- 
Burton  grants  in  the  State  of  New  York  have  been 
announced  for  the  North  Shore  Hospital,  Manhasset, 
at  a total  cost  of  $3,398,954,  including  Federal  con- 
tribution of  $442,500  and  designed  to  supply  186 
additional  beds;  St.  Elizabeth  Hospital,  at  a total 
cost  of  $3,398,954,  including  Federal  contribution  of 
$500,000  and  designed  to  supply  100  additional  beds, 
and  St.  Luke’s  Memorial  Center,  at  a total  cost  of 
$3,859,000,  including  Federal  contribution  of  $700,- 
000  and  designed  to  supply  200  additional  beds,  both 
in  Utica. 

Hill-Burton  hospital  construction  in  New  York 
State  which  includes  the  three  hospitals  mentioned 
consists  of:  completed  and  in  operation,  51  projects 
at  a total  cost  of  $38,496,133,  including  Federal  con- 
tribution of  $12,371,507  and  supplying  2,432  addi- 
tional beds;  under  construction,  17  projects  at  a 
total  cost  of  $27,982,319,  including  Federal  contribu- 
tion of  $7,587,243  and  designed  to  supply  1,403 
additional  beds,  and  approved,  but  not  yet  under 
construction,  seven  projects  at  a total  cost  of 
$13,548,000,  including  $3,317,666  Federal  contribu- 
tion and  designed  to  supply  837  additional  beds. 

Research  and  Professional  Education  Projects — - 

The  National  Foundation  for  Infantile  Paralysis 
announced  the  approval  of  research  and  professional 
education  projects  for  investigations  dealing  with 
virus  research  to  the  Mount  Sinai  Hospital,  New 
York  City,  under  the  direction  of  Dr.  Gregory 
Shwartzman,  head  of  the  department  of  micro- 
biology, and  for  projects  seeking  improved  methods 
of  treatment  to  Mount  Sinai  Hospital,  New  York 
City,  under  the  direction  of  Dr.  Horace  L.  Hodes, 
pediatrician-in-chief,  and  Columbia  University, 
under  the  direction  of  Dr.  Alvan  L.  Barach,  clinical 
professor  of  medicine. 

An  award  was  made  to  New  York  University 
College  of  Medicine,  New  York  City,  under  the 
direction  of  Dr.  Howard  A.  Rusk,  professor  and 
chairman,  Department  of  Physical  Medicine  and 
Rehabilitation,  to  increase  the  numbers  of  skilled 
professional  persons  required  in  carrying  out  re- 
search and  in  providing  adequate  care  for  patients. 

Postgraduate  Courses  in  Brooklyn — The  Medical 
Society  of  the  County  of  Kings,  in  joint  cooperation 


with  the  State  University  of  New  York  College  of 
Medicine,  is  offering  part-time  courses  in  the  various 
branches  of  medicine,  beginning  March  and  April. 
Included  are  several  new  courses  not  previously 
offered : a course  in  modern  chemotherapy  in  clinical 
practice  and  a course  in  neuroanatomy  which  will 
include  the  building  of  the  Hausman  brain  model. 
The  course  in  gynecologic  and  obstetric  pathology 
will  again  be  given.  The  latter  two  courses  are  of 
special  interest  to  candidates  for  the  American  Board 
examinations. 

Enrollment  in  some  courses  is  limited,  so  that  early 
registration  is  advised.  Applicants  desiring  further 
information  are  requested  to  write  to  the  Registrar, 
Joint  Committee  on  Postgraduate  Education,  1313 
Bedford  Avenue,  Brooklyn  16,  New  York. 

First  Annual  Clinical  Session — The  first  annual 
clinical  session  of  the  American  Academy  of  Ob- 
stetrics and  Gynecology  was  held  in  December  in 
Chicago. 

Among  the  educational  scientific  exhibits  awards 
presented  were  third  place  to  Drs.  Edward  G. 
Winkler  and  Gordon  J.  Hippert,  University  of 
Buffalo  School  of  Medicine,  Edward  J.  Meyer 
Memorial  Hospital,  and  Sisters  of  Charity  Hospital, 
Buffalo,  New  York,  and  honorable  mention  to  Dr. 
Maxwell  Roland,  New  York  Post-Graduate  Medical 
School,  New  York  University,  Bellevue  Medical 
Center,  and  Queens  General  Hospital,  New  York 
City. 

The  second  clinical  session  will  be  held  next 
December  in  Cincinnati,  Ohio,  at  the  Netherland- 
Plaza  Hotel. 

Medicine-Surgery  Courses — The  New  York  Uni- 
versity Post-Graduate  Medical  School  is  presenting 
courses  in  medicine,  surgery,  and  related  specialties. 
These  courses,  which  are  open  to  physicians  who 
hold  the  degree  of  doctor  of  medicine  and  have  com- 
pleted at  least  one  year  of  approved  internship 
training,  began  in  January  with  courses  on  “Ad- 
vanced Bronchoesophagology  and  Laryngology,” 
and  “Pediatric  Refresher  Courses.” 

Applications  and  further  information  may  be  ob- 
tained from  Office  of  the  Dean,  B-7,  477  First 
Avenue,  New  York  16,  New  York. 

World  Congress  on  Fertility  and  Sterility — The 

first  World  Congress  on  Fertility  and  Sterility  will 
be  held  May  25  through  May  31,  1953,  at  the  Henry 
Hudson  Hotel,  New  York  City.  Twenty-three 
scientific  sessions,  conducted  in  English,  French,  and 
Spanish,  will  be  held,  as  well  as  medical  round  table 
discussions,  question  and  answer  periods,  scientific 
exhibits,  and  motion  pictures. 

Space  will  be  limited  at  the  Congress,  and  it  is 
advised  that  those  interested  in  attending  write  to 
the  Chairman  of  the  Local  Arrangements  Commit- 
tee, 1160  Fifth  Avenue,  New  York  29,  for  advance 
registration. 

Research  Grants — Arthritis  research  grants  for 
basic  research  in  the  field  of  arthritis  and  the  rheu- 
matic diseases  have  been  awarded  to:  Dr.  Baruch 
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S.  Blumberg,  College  of  Physicians  and  Surgeons,  Thomas  G.  Kantor,  Bellevue  Medical  Center,  and 
Columbia  University;  Dr  William  C.  Robbins,  Dr.  Harold  B.  Houser,  State  University  of  New  York 
New  York  Hospital-Cornell  Medical  Center;  Dr.  College  of  Medicine,  Syracuse. 

MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

The  regular  meeting  of  the  Eastern  New  York  Eye, 
Ear,  Nose  and  Throat  .Association  was  held  on 
January  8 at  the  Mohawk  Golf  Club,  Schenectady. 

Dr.  John  Rainey  spoke  on  “Treatment  of  Nose 
Bleeding.’’  and  Dr.  John  Cetnar  discussed  “External 
Diseases  of  the  Eye,”  which  was  illustrated  by  koda- 
chrome  pictures. 

Suffolk  County  Medical  Society 

Postgraduate  instruction  was  held  in  January  for 
the  Suffolk  County  Medical  Society  at  the  Central 
Islip  State  Hospital,  Central  Islip.  Dr.  Perrin  H. 
Long,  executive  officer  and  professor  of  medicine, 
State  University  of  New  York  College  of  Medicine, 
Brooklyn,  spoke  on  “The  Present  Status  of  Anti- 
biotic Therapy’,”  and  Dr.  A.  W.  Freireich,  assistant 
clinical  professor  of  medicine.  New  York  University 
Post-Graduate  Medical  School,  New  York  City,  on 
“Recent  Advances  in  the  Treatment  of  Poisoning.” 

Richmond  County  Medical  Society 

Dr.  George  G.  Deaver,  professor  of  clinical  re- 
habilitation, New  York  University  College  of  Medi- 
cine, presented  a paper  on  “Physical  Medicine  and 
Rehabilitation  in  Relation  to  the  More  Common 
Problems  in  General  Practice,”  at  the  postgraduate 
instruction  for  the  Richmond  County  Medical 
Society  in  January.  The  meeting  was  held  at  the 
Willowbrook  State  School,  Staten  Island. 

Onondaga  County  Medical  Society 

A teaching  day,  under  the  auspices  of  the  Central 
New  York  Association  of  Gynecologists  and  Obste- 
tricians, the  Onondaga  County  Medical  Society,  the 
State  University  of  New  York  College  of  Medicine  at 
Syracuse,  the  Department  of  Health,  City  of  Syra- 
cuse, the  New  York  State  Department  of  Health, 
and  the  Medical  Society  of  the  State  of  New  York, 
was  held  on  January’  22  in  Syracuse. 

“Sterility  and  Fetal  Salvage”  was  the  topic  of  the 
symposium.  A round  table  discussion  on  problems 


in  sterility  was  held  in  the  morning  with  Dr.  Cly’de 
L.  Randall,  professor  of  obstetrics  and  gynecology’, 
University  of  Buffalo  School  of  Medicine,  as  modera- 
tor. Dr.  Edward  Stanbrook,  professor  of  psychia- 
try, State  of  New  York  College  of  Medicine  at 
Syracuse,  discussed  the  “Psychology  of  Sterility’”; 
Dr.  Harry  Gilmore.  “Diagnosis  and  Therapy  of 
Female  Sterility  ”;  Dr.  John  Hamel,  “Reproductive 
Function  and  Therapy'  of  the  Male,”  and  Dr. 
Chester  E.  Clark,  “Surgical  Aspects.” 

Dr.  Merton  Hatch,  vice-president,  Central  New 
York  -Association  of  Gynecologists  and  Obstetricians, 
presided  as  chairman  at  the  afternoon  session,  at 
which  “Newer  Concepts  of  Fetal  Salvage”  was  the 
general  topic.  Dr.  Tyree  C.  Wyatt,  professor  of 
pediatrics,  State  L’niversity  of  New  York  College  of 
Medicine  at  Syracuse,  and  Dr.  William  Alsever 
spoke  on  pediatric  responsibilities.  Obstetric  re- 
sponsibilities, with  Dr.  Curtis  J.  Lund,  professor  of 
obstetrics  and  gynecology,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  acting  as  modera- 
tor, was  discussed  by  Dr.  Ferdinand  Schoeneck  who 
spoke  on  "Relationship  of  Previous  Obstetric  His- 
tories to  Fetal  Salvage”;  Dr.  Charles  Lloyd,  “Hor- 
monal Relationships  in  Normal  and  Abnormal 
Pregnancies  to  Fetal  Salvage”;  Dr.  Edward  C. 
Hughes,  “Relationship  of  Endometrial  Decidual 
Function  to  Fetal  Growth”;  Dr.  Charles  Gwynn, 
“The  Rh  Problem,”  and  Dr.  .Albert  W.  Van  Ness, 
“Report  on  the  Preconceptional  Treatment  Clinic.” 
Dr.  William  R.  Willard,  dean,  State  of  New  York 
College  of  Medicine  at  Syracuse,  made  comments  at 
the  evening  session,  and  Dr.  J.  Malgieri  spoke  on 
“Obstetric-Gynecologic  Relationship  to  Anorectal 
Phy’siology.” 

New  York  Society  for  Circulatory  Diseases 

The  New  York  Society’  for  Circulatory  Diseases 
held  its  regular  meeting  on  February’  10  at  the  New 
York  Academy’  of  Medicine.  .Among  the  speakers 
were  Dr.  Raymond  E.  Weston,  head  of  the  cardio- 
vascular and  metabolic  research  service,  Montefiore 
Hospital,  and  Dr.  Jacob  Grossman,  research  associ- 
ate to  Dr.  Weston.  Dr.  Simon  Dack  presided. 


FUTURE 


Children’s  Hospital  of  Buffalo 

A symposium  on  “Renal  Function  in  Infants  and 
Children”  has  been  announced  by’  the  Children’s 
Hospital  of  Buffalo  and  the  University  of  Buffalo 
School  of  Medicine,  will  be  held  on  March  2 and  3, 
1953,  at  the  Children’s  Hospital,  Buffalo. 

Members  of  the  medical  and  allied  professions  are 
invited.  For  further  information  write  to  the 
Department  of  Pediatrics,  Children’s  Hospital,  219 
Bryant  Street,  Buffalo  22,  New  York. 

American  College  of  Surgeons 

A four-day’  sectional  meeting  of  the  American 
College  of  Surgeons  will  be  held  in  Boston,  Massa- 
chusetts, March  2 to  5,  at  the  Hotel  Statler.  The 
program  will  include  panel  discussions,  symposia, 
surgical  clinics  in  19  leading  Boston  hospitals,  scien- 


tific papers,  and  cine  clinic  films.  Teaching  clinCs 
in  the  surgical  specialties  will  be  presented  in  the 
hospitals. 

Dr.  Samuel  F.  Marshall,  Boston,  New  England 
Baptist  and  New  England  Hospitals  and  Lahey 
Clinic,  is  chairman  of  the  local  committee  on  ar- 
rangements. 

American  College  of  Chest  Physicians 

The  annual  meeting  of  the  American  College  of 
Chest  Physicians  will  be  held  at  the  Hotel  New 
Yorker,  New  York  City’,  May’  28  to  May’  31,  1953. 

Physicians  wishing  to  present  papers  at  the  meet- 
ing should  submit  titles  and  abstracts  to  Dr.  Arthur 
M.  Olsen,  chairman,  Committee  on  Scientific  Pro- 
gram, American  College  of  Chest  Phy’sicians,  Mayo 
Clinic,  Rochester,  Minnesota. 
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Saranac  Lake  Medical  Society 

The  second  annual  tuberculosis  symposium  for 
general  practitioners  will  be  held  in  Saranac  Lake, 
New  York,  from  July  13  through  July  17,  1953. 
The  symposium,  which  is  sponsored  by  the  Saranac 
Lake  Medical  Society  and  the  Adirondack  Counties 
Chapter  of  the  New  York  State  Academy  of  General 
Practice,  is  approved  by  the  American  Academy  of 
General  Practice  for  twenty-six  hours  of  formal 
credit  for  its  members. 

The  symposium  will  be  held  in  various  sanatoria 
and  laboratories  in  the  Saranac  Lake  area.  Morn- 
ing sessions  will  be  from  8:30  to  12:30,  and  after- 
noon sessions  from  2 to  3:30,  Monday,  Wednesday, 
and  Thursday.  Elective  sessions  will  be  held  on 
Tuesday  and  Friday  afternoons.  Physicians  desir- 


ing to  make  patient  rounds  will  have  the  opportunity 
each  afternoon  at  4. 

Speakers  and  panel  members  at  the  tuberculosis 
symposium  will  include  physicians,  surgeons,  and 
scientists  from  Saranac  Lake  and  surrounding  areas. 

Complete  information  concerning  this  program 
can  be  obtained  from:  Dr.  Richard  P.  Bellaire, 

Tuberculosis  Symposium  for  General  Practitioners, 
P.O.  Box  707,  Saranac  Lake,  New  York. 

American  Occupational  Therapy  Association 

The  American  Occupational  Therapy  Associat  ion 
will  hold  its  thirty-sixth  annual  conference  in  Hous- 
ton, Texas,  at  the  Shamrock  Hotel,  November  13  to 
November  20,  1953. 


PERSONALITIES 


Honored 

The  late  Dr.  Foster  Kennedy,  former  president  of 
the  neuropsychiatry  section  of  the  Pan  American 
Medical  Association,  at  the  Calixto  Garcia  Hospital 
of  Havana  University  on  January  16,  when  the  new 
neurologic  ward  was  opened  as  a memorial. 

Elected 

Dr.  Jane  Sands  Robb,  associate  professor  of 
pharmacology  at  the  State  University  College  of 
Medicine,  Syracuse,  to  fellowship  in  the  New  York 
Academy  of  Sciences ...  Dr.  Maurice  L.  Tainter, 
Rensselaer,  as  vice-president  of  the  New  York 
Academy  of  Sciences. 

Appointed 

Dr.  Louis  I.  Dublin,  former  second  vice-president 
and  statistician  of  the  Metropolitan  Life  Insurance 
Company,  as  consultant  to  the  Health  Inlormation 
Foundation  in  New  York  City.  . . Dr.  Joseph  Daniel 
Gioia,  as  pathologist  and  director  of  pathology  at  St. 
Francis  Hospital,  Poughkeepsie.  . . Dr.  William  A. 
Sawyer,  Rochester,  as  head  of  the  new  medical  and 
health  department  of  the  International  Association  of 
Machinists ...  Dr.  Frederick  Zak,  New  York  City, 
as  pathologist,  and  Dr.  John  J.  Snodgrass,  New 
York  City,  as  radiologist,  at  the  North  Shore  Hos- 
pital, Long  Island.  . .Dr.  Harold  C.  Wiggers,  profes- 
sor of  physiology  and  pharmacology,  Albany  Medi- 
cal College,  as  Dean  of  the  Albany  Medical  College, 
to  become  effective  April  1. 

Speakers 

Dr.  Louis  II.  Bauer,  at  the  dedication  of  the  new 
laboratory  named  for  Dr.  Casimir  Funk,  in  New 
York  City. . .Dr.  Joost  A.  M.  Meerloo,  instructor  in 


psychiatry  at  Columbia  University,  to  the  members 
of  the  hospital  staff  of  the  Veterans  Administration 
Hospital,  Nort.hport,  Long  Island . . . Dr.  Edward 
T.  Wentworth  and  Dr.  Marcus  D.  Ivogel,  at  the 
dedication  of  the  new  building  of  the  New  York 
State  Pharmaceutical  Association  in  New  York  City. 

New  Offices 

Dr.  Kent  Cooper,  formerly  of  Maplewood,  New 
Jersey,  general  practice  in  Katonah . . . Dr.  Percival 
Henri  Faivre,  ophthalmologist  and  former  super- 
vising psychiatrist  at  Middletown  State  Homeo- 
pathic Hospital,  ophthalmology  in  Middletown . . . 
Dr.  Edmond  Frede,  former  resident  physician  at 
Harlem  Valley  State  Hospital,  general  practice  in 
Athens... Dr.  Raymond  W.  Rapp,  formerly  of 
Chicago,  Illinois,  general  practice  as  a member  of 
the  Foster-Hatch  Medical  group  in  Penn  Yan . . . 
Dr.  Arnold  Riley,  formerly  a member  of  the  staff  at 
the  Mt.  Morris  Tuberculosis  Hospital,  general  prac- 
tice in  Holley.  . .Dr.  Leslie  Van  Nostrand,  general 
practice  for  Dr.  Vincent  Russo  in  Fonda. 

Dr.  Joseph  Asin,  Rochester,  general  practice  in 
Newark  . . . Dr.  Norman  S.  Brink,  Syracuse,  general 
practice  with  Dr.  Ardow  Ameduri  in  Utica  . . . Dr. 
Joseph  Chibnick,  New  York  City,  general  practice 
with  Dr.  L.  Samets  in  Massena  . . . Dr.  John  Clough, 
Missouri,  practice  of  surgery  in  Massena  . . . Dr. 
Francis  X.  Dever,  practice  of  obstetrics  and  gyn- 
ecology in  Glens  Falls  . . . Dr.  J.  M.  Katz,  formerly 
of  Italy,  general  practice  in  East  Syracuse  . . . Dr. 
Ruth  Steinman,  Brooklyn,  practice  of  pediatrics  in 
Ithaca  . . . Dr.  Kenneth  H.  Meyer,  former  assistant 
resident  of  medicine  at  Ellis  Hospital,  general  prac- 
tice in  Schenectady  . . . Dr.  John  W.  Platt,  practice 
of  ear,  nose,  and  throat  with  Dr.  Karl  W.  Gruppe 
in  Utica  . . . Dr.  Edward  L.  Powers,  Jr.,  general 
practice  in  Rome. 


AMEF  '52  FUNDS  TOTAL  MORE  THAN  $886,430 


Contributions  to  the  American  Medical  Education 
Foundation  in  1952  totaled  more  than  $886,430. 
This  includes  an  American  Medical  Association 
grant  of  $500,000  voted  by  the  House  of  Delegates 
in  December,  1951,  at  Los  Angeles.  *In  all,  6,739 
contributions  have  been  recorded  from  6,697  indi- 
viduals, 11  laymen,  and  31  organizations. 

Distribution  of  Class  A gi  ants  for  the  79  medical 


schools  in  the  country  was  made  in  August — $15,000 
for  each  of  the  72  four-year  schools,  $7,500  for 
each  of  the  six  two-year  schools,  and  $11,250  for 
one  three-year  school. 

Particularly  encouraging— contributors  up  4,863 
over  1951 — -total  receipts  up  $140,513  over  1951. — 
American  Medical  Association  News  Notes,  January, 
1053 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


'"THE  Council  met  on  December  11,  1952,  from 
-*-9:25  a.m.  to  2: 20  p.m.  in  the  board  room  of 
United  Medical  Service,  Inc.,  2 Park  Avenue,  New 
York  City. 

Report  of  the  Executive  Committee 

Dr.  Anderton  reported  that  the  Executive  Com- 
mittee had  considered  the  following  communica- 
tions: 

1.  Letter  from  Dr.  William  H.  Ross,  requesting 
that  his  resignation  as  a trustee  be  presented  to  the 
Council,  and  Dr.  Anderton’s  reply  expressing  appre- 
ciation of  Dr.  Ross’s  services  to  the  State  Society  and 
regret  at  his  resignation. 

It  was  voted  that  Dr.  Ross’s  resignation  be  ac- 
cepted with  deep  regret  and  that  the  secretary 
write  him  a letter  and  have  all  members  of  the 
Council  sign  it. 

2.  Letter  from  Dr.  Herbert  Berger,  president  of 
the  Medical  Society  of  the  County  of  Richmond. 

3.  Letter  from  Dr.  Samuel  Garlan,  chairman  of 
the  Section  on  General  Practice,  requesting  permis- 
sion of  the  Council  for  Dr.  Murray  Steele  to  speak 
at  a scientific  session  of  the  next  Annual  Meeting. 
Dr.  Steele  is  not  a member  of  the  State  Society.  The 
rule  of  the  sections  and  sessions  is  that  participants 
in  the  program  from  New  York  State  must  be  mem- 
bers of  the  Society. 

After  discussion,  it  teas  voted  that  an  exception  be 
made  in  the  case  of  Dr.  Steele  and  that  he  be  al- 
lowed to  participate  at  the  next  annual  convention 
of  the  State  Society  as  an  invited  guest. 

4.  Letter  from  Dr.  Joseph  Levine,  secretary  of 
the  Nassau  Roentgenological  Society,  embodying 
a resolution  adopted  at  a meeting  of  that  Society, 
was  referred  by  the  Executive  Committee  to  the 
Subcommittee  on  Medical  Expense  Insurance. 

5.  Letter  from  Dr.  William  Carson,  secretary 
of  the  Medical  Society  of  the  County  of  St.  Law- 
rence, expressing  great  approbation  of  the  annual 
meeting  of  secretaries  in  Albany. 

6.  Letter  from  Dr.  Herbert  S.  Ogden,  secretary 
of  the  Medical  Society  of  the  County  of  New  York, 
was  read  for  information. 

7.  A letter  in  the  agenda  from  Dr.  Louis  H. 
Bauer,  secretary-treasurer  of  the  World  Medical 
Association,  United  States  Committee,  Inc.,  re- 
quests a donation.  Dr.  Dattelbaum  informed  the 
Executive  Committee  that  SI, 000  is  in  the  budget 
for  1953. 

8.  Letter  from  Dr.  David  L.  Koch,  secretary- 
treasurer  of  the  Medical  Society  of  the  County  of 
Seneca,  regarding  the  resignation  of  Dr.  Harold  A. 
O’Connor,  which  it  is  necessary  to  explain  to  the 
Council.  Dr.  O’Connor  was  dropped  from  member- 
ship in  the  Societies  for  nonpayment  of  his  1950 
dues.  He  wishes  to  pay  1950  dues,  and  the  Medical 
Society  of  the  County  of  Seneca  wishes  to  accept 
them,  to  reinstate  him  as  of  1950,  and  to  accept  his 
resignation  as  of  December  31,  1950.  This  is  at 
variance  with  the  Bylaws,  which  require  a member 
who  has  been  dropped  to  be  reinstated  before  he  can 
resign,  and  in  order  to  be  reinstated  he  is  required  to 
pay  the  dues  of  the  year  in  which  he  was  dropped 
and  the  dues  of  the  year  in  which  he  is  reinstated. 
The  action  of  the  Seneca  County  Medical  Society  is 
at  variance  with  the  Bylaws  of  the  State  Society.  I 
move  that  it  is  the  opinion  of  this  Council  that 


we  have  not  the  power  to  grant  the  request  of  the 
Seneca  County  Medical  Society. 

It  was  so  voted. 

9.  A communication  from  Dr.  Robert  C. 
Nevins,  who  requests  permission  to  have  his  mem- 
bership transferred  from  the  Medical  Society  of  the 
County  of  Queens  to  the  Nassau  County  Medical 
Society.  His  office  is  one  block  from  Nassau  County, 
and  all  his  hospital  connections  and  most  of  his 
practice  are  in  Nassau.  It  is  necessary  for  the 
Council  to  approve  such  a transfer  according  to  the 
Bylaws.  I move  that  this  approval  be  granted  pro- 
vided the  Medical  Societies  of  the  Counties  of  Queens 
and  Nassau  have  no  objection. 

It  was  so  voted. 

10.  Letter,  dated  November  20,  1952,  from  John 
F.  McCormack,  vice-president  and  secretary  of 
United  Medical  Service: 

We  shall  be  very  pleased  to  have  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  use  our  Board 
Room  for  meetings  at  9:00  a.m.  on  Thurdays,  December 

11,  1952,  January  8.  and  February  12,  1953.  Even  though 
the  last  date  is  a legal  holiday,  we  shall  be  able  to  accom- 
modate the  Council. 

Welcome. 

11.  Letter,  dated  November  19,  1952,  from  Mar- 
tin, Clearwater,  and  Bell: 

We  have  this  date  received  a letter  from  the  Division  of 
Corporations,  Department  of  State  of  the  State  of  New 
York,  that  the  “Certificate  of  Reinstatement”  of  the  Medi- 
cal Society  of  the  State  of  New  York,  which  we  recently 
prepared,  has  been  received  and  filed  as  requested. 

It  is  our  belief  that  this  matter  can  now  be  considered 
closed. 

12.  Letter,  dated  November  7,  1952,  from  Dr. 
Vincent  Bonafede,  secretary-treasurer  of  the  Medi- 
cal Society  of  the  County  of  Livingston: 

Dear  Dr.  Wentworth: 

On  behalf  of  the  Medical  Society  of  the  County  of  Living- 
ston and  also  personally,  I wish  to  convey  to  you,  and 
through  you  to  the  Medical  Society  of  the  State  of  New 
York,  our  deepest  gratitude  for  your  participation  in  cele- 
brating our  centennial  anniversary  on  October  29,  1952. 
Will  you  please  be  kind  enough  to  express  our  fondest  ap- 
preciation to  Dr.  W.  P.  Anderton,  Dr.  Floyd  S.  Winslow, 
and  to  Mr.  Miebach  for  their  personal  participation  and 
cooperation? 

The  Medical  Society  of  the  State  of  New  York  deserves 
and  merits  special  commendation  for  its  whole-hearted 
support  and  guidance  in  aiding  us  to  make  this  event  a 
memorable  one,  and  particularly  to  Mr.  Carl  Messinger. 
your  field  representative  in  public  relations,  who  aided  us 
immeasurably  with  his  time,  suggestions,  and  efforts. 

Dr.  Anderton  continued:  “Reports  were  con- 
sidered from  several  of  the  representatives  on  ad- 
visory committees  in  the  chapters  of  the  Student 
American  Medical  Association.  Dr.  Wentworth,  I 
believe,  feels  that  these  gentlemen  should  be  ap- 
pointed for  the  present  year: 

Dr.  Thomas  O.  Gamble,  Albany  Medical  College; 
Dr.  John  Scudder,  College  of  Physicians  and  Sur- 
geons, Columbia  University;  Dr.  William  H.  Casse- 
baum,  Cornell  University  Medical  College;  Dr. 
John  F.  MacGuigan,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals;  Dr.  Thomas 
M.  d’Angelo*  New  York  University  College  of  Medi- 
cine; Dr.  Alfred  P.  Ingegno,  State  University  of 
New  York  at  New  York  City,  College  of  Medicine; 
Dr.  William  W.  Street,  State  LTniversity  of  New 
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York  at  Syracuse,  College  of  Medicine,  and  Dr. 
William  J.  Orr,  University  of  Buffalo  School  of  Medi- 
cine. 

“The  representative  for  the  University  of  Roches- 
ter School  of  Medicine  and  Dentistry  has  been  un- 
decided. I move,  sir,  that  your  appointments  of 
these  gentlemen  be  approved  by  the  Council  and 
that  you  be  allowed  to  select  the  representative  for 
the  University  of  Rochester  School  of  Medicine  and 
Dentistry.” 

It  was  so  voted. 

Dr.  d’ Angelo  stated  that  the  Student  American 
Medical  Association  chapter  at  the  New  York  Uni- 
versity College  of  Medicine  has  200  members,  only 
four  of  whom  are  in  the  fourth  year.  This  is  due  to 
the  fact  that  the  chapter  was  organized  so  recently 
and  that  the  representative  is  a third-year  man. 
Weekly  meetings  are  now  held  at  which  medical  films 
are  shown.  The  representative  of  the  chapter,  Mr. 
Anthony  Shaw,  asked  Dr.  d’ Angelo  to  outline  a 
program  which  would  provide  information  regarding 
activities  of  the  American  Medical  Association,  the 
State  Society,  and  the  county  societies.  Dr.  Mc- 
Ewen,  the  Dean,  stated  that  Dr.  d’Angelo  would  be 
asked  to  attend  a meeting  of  the  executive  com- 
mittee of  the  faculty  with  representatives  of  the 
student  chapter  to  establish  a program  for  the  com- 
ing year.  The  dues  of  the  chapter  are  $2.00  a year, 
$1.00  of  which  goes  to  the  central  office  in  Chicago. 
Dr.  d’Angelo  recommended  that  an  appropriation 
be  budgeted  by  this  Society  to  pay  the  expenses  of 
delegates  from  student  chapters  in  this  State  to  the 
annual  convention  held  in  Chicago  in  December. 

After  discussion,  Dr.  Anderton  offered  the 
amendment  that  the  recommendation  be  made  for 
an  appropriation  not  to  exceed  $520. 

Approval  was  voted. 

Dr.  Wentworth  stated  that  the  Executive  Com- 
mittee had  approved  the  appointment  of  the  follow- 
ing two  committees.  He  had  obtained  the  collabo- 
ration of  Dr.  Frederic  W.  Holcomb  in  selecting  the 
membership  of  the  first  one. 

Committee  on  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York — Dr.  A.  H. 
Aaron,  Buffalo,  chairman;  Dr.  Thomas  O.  Gamble, 
Albany,  and  Dr.  James  R.  Reuling,  Bayside. 

He  announced  the  appointment  of  the  following: 

Committee  on  Industrial  Health — Dr.  Peter  J.  Di 
Natale,  Batavia,  chairman;  Dr.  Frank  R.  Ferlaino, 
New  York  City,  and  Dr.  Anthony  J.  Lanza,  New 
York  City. 

He  stated  that  the  personnel  of  the  Subcommittee 
on  the  Hard  of  Hearing  and  the  Deaf  was  under 
consideration  by  Dr.  Theodore  J.  Curphey.  Dr. 
Curphey  recommended  that  the  following  be  ap- 
pointed : 

Dr.  Edmund  P.  Fowler,  Sr.,  New  York  City, 
chairman;  Dr.  Gordon  D.  Hoople,  Syracuse;  Dr. 
Charles  A.  Anderson,  Brooklyn;  Dr.  Grey  don  G. 
Boyd,  New  York  City;  Dr.  C.  Stewart  Nash, 
Rochester,  and  Mr.  Clarence  D.  O’Connor,  New 
York  City,  adviser. 

It  was  so  voted. 

Dr.  Curphey  stated:  “Dr.  Gordon,  the  chairman 
of  the  Subcommittee  on  Maternal  Health,  has  re- 
quested a reinstitution  of  the  various  regional  com- 
mittees.” He  so  moved. 

The  motion  was  seconded  and  carried. 

The  list  of  regional  chairmen  in  obstetrics  and  in 
pediatrics  follows: 


Region  One  ( New  York,  Richmond,  Bronx) 
Obstetrics — Dr.  R.  Gordon  Douglas,  New  York 
City 

Pediatrics — Dr.  Harry  Bakwin,  New  York  City 
Region  Two  (Kings,  Queens,  Nassau,  Suffolk) 
Obstetrics — Dr.  Charles  W.  Mueller,  Brooklyn 
Pediatrics — Dr.  Charles  A.  Weymuller,  Brooklyn 
Region  Three  ( Westchester,  Rockland,  Dutchess, 
Putnam,  Orange) 

Obstetrics — Dr.  Julian  Hawthorne,  Rye 
Pediatrics — Dr.  Reginald  A.  Higgons,  Port 
Chester 

Region  Four  (Schenectady,  Fulton,  Montgomery, 
Schoharie,  Greene,  Ulster) 

Obstetrics — Dr.  William  M.  Mallia,  Schenectady 
Pediatrics — No  appointment. 

Region  Five  (Albany,  Washington,  Saratoga,  Colum- 
bia, Warren,  Rensselaer) 

Obstetrics — Dr.  Joseph  O’C.  Kiernan,  Albany 
Pediatrics — Dr.  Hugh  F.  Leahy,  Albany 
Region  Six  (Clinton,  Essex,  Franklin,  St.  Lawrence) 
Obstetrics — Dr.  Elmer  Wessell,  Plattsburg 
Pediatrics— Dr.  Ivan  R.  Wood,  Plattsburg 
Region  Seven  (Jefferson,  Lewis,  Herkimer,  Hamilton) 
Obstetrics — Dr.  Wendell  D.  George,  Watertown 
Pediatrics— Dr.  H.  Louis  George,  Jr.,  Watertown 
Region  Eight  (Onondaga,  Oswego,  Oneida,  Madison, 
Cortland,  Cayuga) 

Obstetrics — Dr.  Edward  C.  Hughes,  Syracuse 
Pediatrics — Dr.  Tyree  C.  Wyatt,  Syracuse 
Region  Nine  ( Broome , Tioga,  Chenango,  Otsego, 
Delaware,  Sullivan) 

Obstetrics — No  appointments. 

Pediatrics — Dr.  John  B.  Burns,  Binghamton 
Region  Ten  (Monroe,  Orleans,  Wayne,  Livingston, 
Ontario,  Yates,  Seneca) 

Obstetrics — Dr.  Ward  L.  Ekas,  Rochester 
Pediatrics — Dr.  Albert  D.  Kaiser,  Rochester 
Region  Eleven  (Chemung,  Schuyler,  Steuben,  Tomp- 
kins, Allegany) 

Obstetrics— Dr.  R.  Scott  Howland,  Elmira 
Pediatrics — Dr.  George  R.  Murphy,  Elmira 
Region  Twelve  (Erie,  Niagara,  Chautauqua,  Catta- 
raugus, Genesee,  Wyoming) 

Obstetrics — Dr.  Lewis  F.  McLean,  Buffalo 
Pediatrics — Dr.  William  J.  Orr,  Buffalo 
Dr.  Wentworth  reported  that  Governor  Battle  of 
Virginia  had  requested  Governor  Dewey  to  designate 
a physician,  born  in  1878,  to  attend  the  World 
Medical  Association  meeting  and  Pan-American 
Medical  Congress  in  Richmond,  Virginia,  next 
April,  as  a guest  of  the  State  of  Virginia.  Deputy 
Health  Commissioner  Brumfield  asked  that  this 
Society  select  such  a physician.  With  the  approval 
of  the  Executive  Committee,  the  request  had  been 
referred  to  the  Committee  on  Medical  Licensure  and 
Medical  Service  with  instructions  to  communicate 
directly  with  Dr.  Brumfield. 

He  reported  further  that  Dr.  Peter  J.  Di  Natale 
had  been  appointed  to  represent  this  Society  at  the 
Congress  of  Industrial  Health  to  be  held  in  Chicago 
on  January  20,  1953. 

It  was  voted  that  the  report  of  the  Executive  Com- 
mittee be  approved. 

Secretary’s  Report. — Remission  of  annual  dues  was 
voted  for  one  member  for  1950,  one  for  1951,  seven 
for  1952,  and  one  for  1953  because  of  illness;  for  five 
members  for  1951,  20  for  1952,  and  six  for  1953  be- 
cause of  service  in  the  armed  forces.  It  was  voted 
to  request  that  the  American  Medical  Association 
remit  1950  dues  of  two  members,  1951  dues  of  14 
members,  1952  dues  of  31  members,  and  1953  dues 
of  10  members.  It  was  also  voted  to  request  that 
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two  members  be  excused  from  future  payments  of 
American  Medical  Association  dues. 

Weather  Report — Large  emotional  storm  felt 
in  many  parts  of  the  State  about  middle  November, 
1952,  preceded  by  flood  of  letters  to  physicians  from 
six  of  their  fellows.  Reactions  varied  from  laughter 
to  gnashing  of  teeth,  regarding  the  requirement  of 
loyalty  oath  for  members  of  the  State  Society. 

November  26,  office  in  Room  112,  Hotel  King 
Edward,  120  West  44th  Street,  New  York  City,  was 
visited  by  Dr.  W.  P.  Anderton.  A lady,  identifying 
self  as  Mrs.  Dorothy  Garson,  in  charge,  stated 
monies  received  were  being  deposited  in  Com  Ex- 
change Bank,  for  Dr.  Leo  Maver.  Same  office,  same 
secretary,  used  in  the  appeal  for  funds  to  help  in  the 
defense  of  Dr.  Edward  K.  Barsky,  Dr.  Louis  Miller, 
and  Dr.  Jacob  Auslander,  March,  1952. 

Weather  Forecast — More  storms  at  House  of 
Delegates. 

During  the  past  month,  your  secretary  has  at- 
tended the  following: 

November  13 — Journal  Associate  Editorial 
Board. 

November  14 — Conference  of  the  Medical  Service 
and  Medical  Licensure  Committee,  representatives 
of  the  New  York  State  Department  of  Education, 
New  York  State  Hospital  Association,  and  the  Hos- 
pital Association  of  Greater  New  York. 

November  18 — Conference  with  Dr.  J.  Stanley 
Kenney  and  representatives  of  the  Dental  Society  of 
the  State  of  New  York;  and  Citizens’  Health  Educa- 
tion Committee  with  representatives  of  Massa- 
chusetts and  New  Jersey  Medical  Societies. 

November  19 — At  Albany,  meeting  of  county  so- 
ciety representatives  of  local  Citizens’  Health  Edu- 
cation Committees. 

November  20 — At  Albany,  conference  of  county 
society  secretaries. 

November  22 — At  Syracuse,  civil  defense  demon- 
stration. 

November  24 — -At  Albany,  Public  Health  and 
Education  Committee  meeting  with  members  of  the 
State  Health  Department. 

November  25— Second  District  Branch  meeting, 
Garden  City. 

From  November  28  to  December  6,  your  secre- 
tary will  be  absent  from  his  desk,  on  account  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Annual  dues  bills  are  being  distributed  to  county 
societies,  first  week  in  December.  Also,  a letter,  as 
authorized,  from  Physicians’  Home. 

Visit  to  New  York  State  Medical  Library,  Educa- 
tion Building,  Albany,  November  20,  revealed  un- 
happy  crowding  of  books,  and  insufficient  room  in 
stacks. 

At  their  meeting,  on  November  13,  1952,  the 
Board  of  Trustees  voted  to  “recommend  to  the  Coun- 
cil that  the  Finance  Committee  submit  a midyear 
budgetary  revision.”  It  was  also  voted  “that  the 
following  statement  by  Dr.  Reuling  be  read  to  the 
Council  at  the  beginning  of  its  next  meeting: 

“ ‘It  seems  to  me  that  the  Board  of  Trustees  should 
advise  the  Council  that  we  are  again  faced  with  the 
necessity  of  borrowing  money  to  pay  the  current 
year’s  operations.  That  money  must  be  paid  out  of 
next  year’s  income  dues,  which  creates  a bad  situa- 
tion, particularly  in  view  of  the  fact  that  dues  were 
raised  not  too  long  ago.  The  Trustees  realize  that 
when  a budget  is  prepared  that  shows  a $30,000  or 
$40,000  deficit  the  expediency  of  borrowing  cannot 
be  avoided.  We  are,  however,  using  up  our  income 
from  investments  at  the  direction  of  the  House  of 
Delegates  to  pay  current  year’s  expenses.  That  in 


itself  is  not  a prudent  measure,  and  as  a Trustee  I 
can  see  no  alternative  but  either  to  increase  dues 
again  or  to  have  the  Council  live  within  their  dues 
income.’  ” 

It  was  voted  to  approve  the  secretary’s  report 

and  the  recommendations  contained  therein. 

Dr.  Wentworth  stated  that  the  House  of  Dele- 
gates had  referred  to  the  Council  a resolution  re- 
questing study  by  some  committee,  of  matters  per- 
taining to  the  free  choice  of  physician  and  free  choice 
of  insurance  plan  in  New  York  City  for  govern- 
mental employes.  The  action  included  printing  in 
the  New  Yqrk  State  Journal  of  Medicine  the 
findings  of  this  committee  some  time  before  the 
next  meeting  of  the  House.  This  resolution  was  re- 
ferred to  the  Legislation  Committee  early  in  the 
year%  At  the  November  meeting  of  the  Council,  at 
Dr.  Kenney’s  request,  the  chair  appointed  a special 
committee  trying  to  fulfill  the  stipulations  of  the 
resolution.  It  was  found  that  the  members  ap- 
proached were  unwilling  to  serve  on  the  committee, 
and  Dr.  Kenney  agreed  that  the  resolution  was 
properly  referred  in  the  first  place.  Dr.  Wentworth 
wished  it  to  be  a matter  of  record  that  the  Council 
rescinded  its  action  of  November  13,  1952,  and  re- 
approved its  original  action  referring  the  resolution 
to  the  Committee  on  Legislation. 

It  was  so  voted. 

The  Treasurer’s  report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Harold  B.  Smith,  executive  officer,  requested 
that  the  Council  go  on  record  as  being  opposed  to 
legislation  to  permit  over-the-counter  sales  of  so- 
called  reading  eyeglasses. 

It  was  so  voted. 

Reports  of  Committees 

Legislation. — Dr.  Anderton  read  a letter  from  Dr. 
J.  Stanley  Kenney,  chairman,  stating  that,  following 
approval  by  the  Council  of  his  November  report,  the 
Legislation  Committee  program  had  been  referred 
to  the  Albany  office  for  implementation. 

He  enclosed  a letter  of  November  26  from  the 
secretary  of  the  Dental  Society  of  the  State  of  New 
York.  He  expressed  the  opinion  that  combined 
legislative  action  of  the  two  societies  “through  our 
Albany  office  and  existing  permanent  legal  counsel 
on  a contributory  basis”  was  not  practical  and  rec- 
ommended that  no  action  be  taken  at  present  to 
establish  such  a relationship.  He  suggested  that  the 
possibility  of  furnishing  them  with  the  requested  50 
copies  of  legislative  bulletins,  abstracting  dental 
legislations  as  proposed,  might  be  considered  at  a 
future  time  if  the  need  arose,  the  Dental  Society  to 
assume  its  proper  share  of  any  expenses  involved  in 
fulfilling  its  requests. 

He  stated  that  the  local  committee  on  arrange- 
ments for  the  1953  American  Medical  Association 
convention  would  need  cooperation  from  all  sources, 
county  and  State,  and  suggested  that  the  Trustees 
be  requested  to  make  an  appropriation  for  expenses 
connected  with  that  meeting. 

He  reported  that  he  planned  to  spend  a day  with 
the  officers  and  business  manager  of  the  California 
Blood  Bank  Commission  in  the  hope  of  obtaining 
information  which  would  be  useful  to  the  Blood 
Banks  Association  of  New  York  State  and  the  Blood 
Banks  Commission  of  this  Society. 

He  expressed  the  opinion  that  the  Citizens’ 
Health  Education  Conference  on  November  19  and 
[Continued  on  page  466] 
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the  meeting  with  the  Regents  on  the  following 
afternoon  had  given  real  impetus  to  activities  com- 
plementing the  campaign  of  the  Citizens’  Health 
Education  Committee.  He  felt  that  a letter  should 
be  written  in  the  name  of  the  committee  to  the 
Governor,  the  legislative  leaders,  and  others,  ex- 
pounding the  advantages  of  the  commission  ap- 
proach to  the  solution  of  the  immediate  cult  prob- 
lems. This  idea  is  supported  by  the  public  relations 
staff  of  the  American  Medical  Association. 

The  report  was  accepted. 

Citizens’  Health  Education. — Supplementing  Dr. 
Kenney’s  letter,  Dr.  Theodore  J.  Curphey  reported: 

“Since  the  last  meeting  of  the  Council  on  Novem- 
ber 13,  the  Citizens’  Health  Education  Committee 
has  accomplished  the  following: 

“1.  Effected  the  appointment  of  Citizens’ 
Health  Education  Committees  in  59  of  the  61  county 
medical  societies  throughout  the  State,  to  cooperate 
with  the  State  committee. 

“2.  Sponsored  a general  meeting  in  Albany  on 
November  19  to  outline  the  program  to  oppose 
licensure  of  cultists  to  representatives  of  county 
medical  societies.  Citizens’  Health  Education  Com- 
mittee members  from  38  county  medical  societies, 
in  addition  to  representatives  of  the  Woman’s 
Auxiliary,  attended  this  very  successful  meeting. 

“3.  Met  with  members  of  the  Board  of  Regents. 

“4.  Activated  the  Woman’s  Auxiliary  in  support 
of  the  State  Society’s  opposition  to  cultists.  At 
present  there  are  36  county  auxiliaries  with  Citizens’ 
Health  Education  Committees,  out  of  46  county 
auxiliaries. 

“5.  Printed  200,000  copies  of  a pamphlet  en- 
titled 'What  Price  Your  Life’  setting  forth  in  popular 
language  the  dangers  of  the  chiropractic. 

“6.  Mailed  to  every  member  of  the  Medical 
Society  of  the  State  of  New  York  a copy  of  the 
brochure,  'What  Price  Your  Life,’  together  with  a 
card  to  use  in  ordering  quantities  to  be  distributed 
in  his  community,  and  a covering  letter  appearing 
for  his  support  in  the  campaign. 

“7.  Orders  have  reached  the  office  from  3,200 
individual  physicians  for  120,800  copies  of  the 
pamphlet,  ‘What  Price  Your  Life’ — these  have  come 
in  at  the  rate  of  several  hundred  a day,  but  one 
day’s  orders  amounted  to  1,000  requests.  Of  the 
above  orders,  approximately  500  orders  for  approxi- 
mately 40,000  pamphlets  have  been  filled  to  date. 
Because  of  the  great  demand  for  the  pamphlet,  it 
was  necessary  to  place  an  order  for  an  additional 
200,000  copies. 

“8.  Wrote  letters  to  a list  of  State  organizations 
having  an  interest  in  the  preservation  of  health 
standards,  soliciting  their  support  in  the  current 
campaign. 

“9.  Issued  periodic  bulletins  to  members  of  local 
campaign  committees  giving  reports  on  progress. 

“10  Enlisted  the  aid  of  the  Public  and  Profes- 
sional Relations  Bureau  in  the  publication  of  a 
special  News  Letter  devoted  to  the  campaign  against 
cults. 

“11.  Arranged  for  the  personal  visitation  of  the 
field  men  of  the  Public  and  Professional  Relations 
Bureau  to  local  Citizens’  Health  Education  Com- 
mittees to  assist  in  the  implementation  of  the  cam- 
paign. 

“12.  Met  with  Dr.  Harry  Mustard,  director,  and 
Mr.  Beekman  Pool,  counsel,  of  the  State  Charities 
Aid  Association,  with  regard  to  enlisting  the  coopera- 
tion of  the  Association  and  furthering  legislation  re- 
garding cults. 


“13.  Arranged  for  a translation  from  the  French 
of  a report  on  chiropractic  submitted  to  the  Legisla- 
ture of  the  Province  of  Quebec,  Canada.” 

It  was  voted  to  recommend  to  the  Board  of  Trustees 
that  they  approve  the  additional  expenditure  of 
$3,500  to  cover  the  expense  of  200,000  copies  of 
the  pamphlet,  “What  Price  Your  Life.” 

Dr.  Curphey  also  reported  regarding  other  con- 
templated action  of  the  committee. 

The  report  was  approved. 

American  Medical  Education  Foundation. — Dr. 

Anderton  reported  that  the  Trustees  had  voted  at 
the  November  meeting  to  contribute  $25,000  to  the 
American  Medical  Education  Foundation. 

Dr.  Wentworth  announced  that  there  would  be  a 
meeting  of  the  Foundation  in  Chicago  and  that  Dr. 
William  C.  Rausch,  chairman  of  the  committee,  had 
been  nominated  to  represent  this  Society. 

Blood  Banks. — Dr.  Andrew  A.  Eggston,  chairman, 
stated : 

“Your  Blood  Banks  Commission,  as  a result  of  a 
meeting  held  this  week,  has  the  following  report  to 
submit: 

“The  chairman  of  the  Commission  reported  that 
the  American  Medical  Association  is  now  urging 
formation  of  commissions  or  other  organizations  in 
each  state. 

“It  is  felt  that  the  Medical  Society  of  the  State  of 
New  York  has  already  made  considerable  progress 
and  that  the  program  is  on  a much  sounder  basis  than 
man}'  of  the  other  programs  that  have  been  ob- 
served. 

“Partly  due  to  the  above  and  partly  due  to  a con- 
tinued urgent  need  for  blood  donors  on  the  part  of 
community  blood  banks  throughout  the  State, 
members  of  the  commission  unanimously  voted  the 
following  resolution: 

‘Whereas,  the  Blood  Banks  Association  of 
New  York  State,  now  in  the  process  of  incorpora- 
tion, is  about  to  embark  on  its  program  for  the 
year  of  1953;  and 

‘Whereas,  the  Blood  Banks  Association  has 
submitted  a budget  of  approximately  $48,000  for 
the  year  1953;  therefore  be  it 

‘Resolved,  that  the  Blood  Banks  Commission 
recommend  to  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  that  it  request  the 
Board  of  Trustees  to  make  available  as  a loan  to 
the  Blood  Banks  Association  a sum  equivalent  to 
one  quarter  of  the  1953  budget,  or  $12,000,  for 
operation  during  the  first  three-month  period.’ 

(A  corrected  detailed  budget  has  been  submitted 
and  is  included  in  the  file  copy  of  these  minutes.) 

“The  Blood  Banks  Association  feels  that  in  the 
first  quarter  of  1953  the  primary  purpose  for  funds 
will  be  to  secure  membership  throughout  the  State. 
They  are  encouraged  in  this  by  the  fact  that  their 
last  scientific  meeting,  held  in  conjunction  with  the 
Annual  Meeting  of  the  Medical  Society  of  the  State, 
had  the  largest  attendance  at  any  specialty  meeting 
in  the  State,  a total  of  483.  It  is  felt  that  this 
attendance  may  be  considered  as  tangible  evidence 
of  the  interest  on  the  part  of  physicians,  blood  bank 
administrators,  and  technicians,  comprising  the  ap- 
proximately 200  blood  banks  throughout  the  State. 

“I  would  like  to  make  a motion  that  this  resolution 
presented  by  the  Commission  receive  favorable 
action  by  the  Council.  They  must  have  a certain  I 
amount  of  money  in  order  to  function.” 

At  this  point  Dr.  Curphey  stated:  “It  gives  me  a ] 
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great  deal  of  pleasure  to  introduce  Dr.  John  Clem- 
nier,  who  is  a member  of  the  Blood  Banks  Commis-  T 
sion,  immediate  past-president  pro  tem  of  the  New 
York  State  Association  of  Blood  Banks,  and  himself 
an  operator  of  a successful  blood  bank,  a nonprofit 
blood  bank  in  Albany.  Dr.  Clemmer,  besides  pre- 
senting a brief  outline  of  the  policy  and  the  plan,  will 
stand  ready  to  answer  any  questions  that  the 
Council  might  ask  him  in  respect  to  the  operations  of 
the  Commission  and  the  Blood  Banks  Association.” 

Dr.  Clemmer  gave  a clear  and  concise  resume  of 
the  whole  blood  bank  situation,  outlining  the  policy 
and  plan  of  the  Blood  Banks  Association  of  New 
York  State  and  answering  questions  of  members  of 
the  Council. 

Mr.  Martin  stated-  that  at  present  the  Blood 
Banks  Association  of  New  York  State,  Inc.,  is  not 
in  existence  until  the  signature  of  the  judge  and  the 
approval  of  the  Department  of  State  have  been  ob- 
tained, for  filing  and  issuance  of  a certificate  of  in- 
corporation. 

After  discussion,  Dr.  Eggston  stated:  ‘‘I  would 
like  to  offer  an  amendment  to  this  resolution  that 
the  Council  request  the  Board  of  Trustees  to  make 
available  as  a loan  to  the  Blood  Banks  Association, 
if  and  when  legally  constituted,  a sum  equivalent  tc 
one  quarter  of  the  annual  budget  presented,  or 
§12,000,  for  operation  during  the  first  three-month 
period.  If  they  don’t  get  started  by  the  first  ol 
January  or  first  of  February,  that  it  be  given  then- 
then,  the  §12,000 — and  that  covers  whether  it  if  " 
legally  constituted  or  not.” 

The  amendment  was  put  to  a vote  and 

unanimously  carried. 

Economics. — Dr.  Renato  J.  Azzari,  chairman 
submitted  the  following  report  of  the  SubcominiUei 
on  Medical  Expense  Insurance,  of  which  Dr.  Carltoi 
E.  Wertz  is  chairman: 

The  Subcommittee  on  Medical  Expense  Insurant 
of  the  Council  Committee  on  Economics  held 
meeting  November  13,  1952,  at  the  office  of  th 
State  Society.  The  full  committee  was  in  at 
tendance. 

The  chairman  stated  there  were  several  matter 
for  the  attention  of  the  Subcommittee  carried  ove 
from  a previous  meeting,  and  that  the  House  o 
Delegates  has  asked  that  the  State-wide  contract  b 
activated.  The  chairman  further  stated  that  som 
groups  had  cancelled  their  Blue  Shield  contracts  be 
cause  of  the  inability  of  Blue  Shield  to  give  State 
wide  coverage  on  a uniform  basis,  and  it  was  hi 
opinion  that  Blue  Shield  would  have  retained  thi 
business  if  a uniform  State-wide  contract  had  bee 
available. 

Dr.  Wertz  advised  the  group  that  at  a meetin 
held  in  Utica,  of  District  III  of  National  Blue  Shiel 
Plans,  a motion  was  presented  by  Dr.  Evans  { 
Rochester,  and  seconded  by  Dr.  Heslin  of  Alban; 

. . It  was  recognized  in  the  meeting  that  b< 
cause  of  the  inability  of  the  Buffalo  and  Utic 
plans  to  enter  into  a service-type  contract,  an 
State-wide  contract  would  necessarily  be  initiate 
on  an  indemnity  basis.”  The  following  motion  wi 
unanimously  adopted:  . that  this  group  recoj 

nizes  the  need  for  a uniform  contract  for  State-wic 
industries,  which  because  of  existing  circumstano 
must  be  on  an  indemnity  basis,  and  recommends  th: 
the  State  Society  proceed  with  the  development  • 
such  a contract  as  soon  as  possible.” 

It  was  agreed  that  the  State-wide  contract  wou 
necessarily  have  to  bo  on  an  indemnity  basis. 

Dr.  Heyd  suggested  the  following  procedure:  ( 
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:nd  out  what  is  common  to  all  seven  plans;  (2)- 
/hat  deviations;  (3)  what  increment  of  premium 
j/ould  be  necessary  for  reinsurance,  and  that  Mr. 
'arrell  assemble  his  actuarial  studies  in  this  matter 
nd  confer  with  Mr.  Coleman,  actuary  of  United 
dedical  Service. 

Dr.  Heyd  moved  that  Mr.  Farrell  talk  with  Mr. 
loleman  and  start  implementation  on  paper  as 
allows:  (1)  that  this  plan  should  embrace  all  of  the 
lontracts  in  the  seven  different  prepaid  plans  in  New 
fork  State;  (2)  that  these  be  studied  so  as  to  pro- 
ect  a uniform  contract  acceptable  to  each  plan; 
3)  that  this  plan  be  conceived  as  indemnity;  (4) 
hat  Mr.  Farrell,  with  his  data,  discuss  this  with  the 
ctuaries  of  the  plans  and  consult  with  Mr.  Coleman 
f United  Medical  Service  for  these  purposes:  (a) 
iremium  rate  for  a basic  master  plan,  (b)  premium 
or  the  differential  coverage  between  the  plans,  and 
c)  premium  for  reinsurance  of  items  not  covered  by 
!,11  plans;  (5)  that  there  be  considered  in  the  projec- 
ion  utilization,  co-insurance,  and  experience  rating 
jdeas,  and  (6)  if  and  when  these  projects  are  con- 
idered  again  that  it  will  be  the  duty  of  the  com- 
mittee to  consider  all  the  details  and  respective 
.uthority  of  the  plans  in  regard  to  its  administration, 
/lotion  was  seconded  and  unanimously  carried. 

Dr.  Wertz  read  in  part  from  the  Reference  Com- 
nittee’s  Report  on  catastrophic  coverage  by  New 
{ ork  State  Blue  Shield  Plans  as  follows:  “Resolved, 
hat  the  Medical  Society  of  the  State  of  New  York 
equest  the  board  of  directors  of  Blue  Shield  Plans  in 
*iew  York  State  to  study  the  possibility  of  offering 
such  coverage  on  a sound  actuarial  basis.”  It  was 
Dr.  Curtis’  opinion  that  each  plan  would  have  to 
vork  out  an  additional  premium  for  this  coverage 
oeally. 

Mr.  Farrell  reported  that  California  Blue  Shield 
lad  not  experienced  as  much  liability  in  this  type  of 
coverage  as  anticipated.  He  stated  further  that  a 
study  had  been  made  at  the  General  Electric  in 
Schenectady  and  they  plan  to  expand  it  and  reduce 
premium  on  it.  Dr.  Curtis  moved  that  Mr.  Farrell 
je  authorized  to  go  to  Schenectady  to  make  a further 
study  of  the  plan  of  General  Electric  and  report  to 
:he  plans  and  the  committee. 

The  question  of  paying  claims  where  one  or  more 
loctors  render  service  to  a subscriber  of  Blue  Shield 
was  discussed  at  length,  and  it  was  brought  out  in  the 
iiscussion  that  individual  plans  would  have  to  work 
sut  this  problem. 

A motion  was  made  that  the  following  be  sent  to 
the  executive  director  of  each  plan  for  his  informa- 
tion as  a guide  in  handling  cases  where  the  services 
|of  one  or  more  doctors  are  involved:  (1)  that  pro- 
rating of  fees  for  duly  authenticated  services  ren- 
dered by  one  or  more  doctors  to  a particular  patient 
is  ethical;  (2)  that  the  proration  be  based  on  con- 
sideration of  the  services  rendered  by  the  participat- 
ing physicians  by  mutual  agreement;  (3)  that  the 
,company  would  have  no  objection  to  paying  a pro- 
rated bill  when  rendered  by  individual  doctors,  pro- 
vided the  total  did  not  exceed  the  maximum  fee 
allowance;  (4)  that  the  consideration  of  this  and  the 
mechanism  for  paying  these  obligations  be  left 
solely  in  the  experience  of  the  local  plan,  and  (5) 
that  notification  to  the  patient  as  to  the  proration  of 
fees  be  made  by  the  plan.  Motion  was  seconded  and 
unanimously  carried. 

In  the  matter  of  compiling  the  figures  on  the 
State-wide  program,  Mr.  Farrell  was  authorized  to 
figure  on  a surgical,  in-hospital  medical  plan,  with 
obstetrics. 

[Continued  on  page  470) 
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The  report  ims  approved. 

Dr.  Azzari  also  submitted  the  report  of  Mr. 
George  P.  Farrell,  director  of  the  Bureau  of  Medical 
Care  Insurance,  as  follows: 

November  13,  1952 — Attended  a meeting  of  the 
Subcommittee  on  Medical  Expense  Insurance; 
November  20,  the  Annual  Meeting  of  County 
Medical  Society  Secretaries,  in  Albany;  November 
30  and  December  1,  meetings  of  the  Blue  Shield 
Commission  in  Denver,  Colorado,  and  December  2, 
3,  and  4,  the  interim  session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  also  in 
Denver. 

The  following  pages  contain  the  Quarterly  Prog- 
ress Report  on  the  Blue  Shield  Plans  in  New  Yorl 
State  (approved  by  the  Medical  Society  of  the  State 
of  New  York)  for  the  period  ending  September  30, 
1952,  and  have  been  mailed  to  the  secretary  of  each 
county  medical  society,  presidents  and  executive 
directors  of  the  plans,  and  others  interested  in  the 
report. 

{The  pages  referred  to  are  included  in  the  file  copy 
of  these  minutes.) 

The  progress  report  icas  approved. 

Dr.  Azzari  stated:  “A  meeting  of  this  committee 
was  held  yesterday  in  the  office  of  the  State  Society 
December  10,  1952.  Present  were  Dr.  Irwin  Siris, 
Dr.  Edward  T.  Wentworth,  Dr.  W.  P.  Anderton, 
and,  on  invitation,  Dr.  Morris  Weintrob. 

"The  committee  considered  the  resolution  re- 
ferred to  it  by  the  Council  at  its  June,  1952,  meeting 
in  regard  to  making  suitable  provision  for  the 
gathering  of  medical  economic  data  from  all  possible 
sources  and  that  such  data  be  presented  regular! 
through  publication  in  the  State  Journal  of 
Medicine  when  considered  advisable,  and  releases 
included  in  the  State  Society’s  News  Letter. 

"After  discussion,  in  reviewing  the  material  which 
is  now  available  in  the  office  of  the  State  Society,  and 
the  correlation  of  articles  published  in  monthly 
periodicals  on  all  phases  of  medical  economics,  it  was 
decided  that  this  material  should  be  surveyed  and 
presented  to  the  editorial  board  for  its  consideration 
and  publication  in  the  State  Journal;  that  such 
material  should  be  timely  and  for  the  interest  of  the 
medical  profession. 

“It  was  felt  that  the  setting  up  of  a bureau  and  the 
hiring  of  a librarian  was  not  practical  at  this  time 
because  of  the  expense  entailed. 

“Another  resolution  referred  to  the  committee  by 
the  Council  had  to  do  with  a survey  recently  made 
regarding  group  disability  and  sickness  insurance  in 
all  of  the  counties  in  New  York  State  for  members 
of  the  Medical  Society  of  the  State  of  New  York. 

“A  questionnaire  was  sent  to  the  61  county 
medical  societies  and  reports  were  received  from  60. 
Fifty-six  counties  have  at  the  present  time  a group 
disability  and  sickness  insurance  program  in  effect 
with  approximately  13,617  members  insured,  or  59 
per  cent  of  the  total  membership. 

"It  was  pointed  out  that  this  percentage  applied 
to  the  total  membership  in  the  Medical  Society  of 
the  State  of  New  York  and  did  not  take  into  account 
those  members  who  are  ineligible  for  coverage. 
Therefore,  the  actual  per  cent  of  eligible  members 
covered  would  be  somewhat  greater. 

“It  was  interesting  to  note  that  the  four  counties 
reporting  no  program  in  effect  have  a total  member- 
ship of  122,  which  represents  0.005  per  cent  of  the 
total  State  Society  membership.  ! 

“Of  the  56  counties  reporting,  practically  without 
IContinued  on  page  4721 
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exception  each  expressed  satisfaction  with  the  pres- 
ent program  in  effect.  There  was  one  exception, 
Schenectady  County. 

“After  discussion,  it  was  decided  that  the  local 
county  medical  societies  should  determine  the  type 
of  group  disability  and  sickness  insurance  coverage 
desired  by  their  members.  It  was  agreed  that,  if 
further  exploration  in  group  disability  and  sickness 
insurance  coverage  was  requested  by  the  House  of 
Delegates,  several  reliable  insurance  companies 
could  present  their  plans  in  writing  to  the  proper 
committee  in  the  State  Society  which  would  confer 
with  the  representatives  of  the  county  medical  so- 
cieties.” 

The  decisions  of  the  committee  regarding  the  com- 
pilation of  medical  economic  data  and  group  dis- 
ability insurance  for  members  were  approved  by 
the  Council. 

The  report  as  a whole  was  approved. 

Public  Medical  Care  Subcommittee — Dr.  Denver 
M.  Vickers,  chairman,  stated: 

“I  think  many  of  you  have  probably  received  a 
copy  of  the  letter  from  the  Oswego  Academy  of 
Medicine.  It  was  referred  to  the  Subcommittee  on 
Public  Medical  Care  some  months  ago.  Recently  a 
letter  has  come  to  Dr.  Wentworth  and  also  to  me. 

“Oswego  County  appointed  a new  welfare  com- 
missioner a short  time  ago.  He  attempted,  in  the 
administration  of  his  office,  to  cut  welfare  fees,  with 
a laudable  objective,  but  he  did  not  first  confer  with 
the  Oswego  Academy  of  Medicine  nor  with  the  doc- 
tors in  the  vicinity.  They  had  been  paid  for  hospital 
operations  and  the  ordinary  fee  for  house  and  office 
calls.  He  attempted  to  cut  the  whole  thing  and 
stirred  up  quite  a hornet’s  nest. 

“At  the  present  time  it  has  settled  back,  after  long 
negotiations,  to  the  old  schedule  which  they  had 
before.  The  Oswego  Academy  of  Medicine,  how- 
ever, asks  that  we  take  up  the  question  of  the  fee 
schedule  with  the  State  Department  of  Social 
Welfare.  They  have  set  a fee  in  the  State  depart- 
ment of  S2.00  and  S3. 00  as  the  reimbursible  limit  to 
the  local  welfare  departments.  Local  welfare  de- 
partments, by  the  way,  can  set  their  own  fees  for 
doctors.  That  is  mostly  at  the  county  level.  As 
you  know,  Oswego  is  a city  which  has  its  own  welfare 
department,  but  the  State  will  reimburse  them  only 
up  to  the  $2.00  and  83.00  level.  That  figure  has  been 
there  for  many  years,  and  we  will  take  it  up  with  the 
State  department  and  see  if  it  cannot  be  raised. 
This  is  for  information  only  and  requires  no  action.” 
He  reported  that,  a month  or  so  ago,  he  and  Dr. 
Anderton  attended  a meeting  for  the  purpose  of  re- 
viewing the  contents  and  wording  of  the  medical 
manual  which  is  to  be  published  by  the  New  York 
State  Department  of  Social  Welfare.  The  commit- 
tee consists  of  doctors,  representatives  of  the  local 
welfare  commissioners,  and  representatives  of  the 
State  Department  of  Social  Welfare.  The  work  in- 
volves an  immense  amount  of  detail  and  requires 
much  care  to  make  sure  the  book  says  just  what  you 
want  it  to  say,  both  from  the  doctor’s  standpoint 
and  from  the  official  Welfare  Department  stand- 
point. A subsequent  meeting  of  the  committee  was 
held  during  the  week  of  the  American  Medical  Asso- 
ciation interim  meeting,  and  consequently  Dr. 
Vickers  and  Dr.  Anderton  were  unable  to  be  present. 
Dr.  Vickers  felt  that  the  manual  would  require  local 
welfare  districts  to  have  a doctor  on  the  staff  to 
supervise  the  work  of  the  department.  The  report 
required  no  action. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman,  read 


a letter  from  the  recently  opened  Liberty-Loomis 
Hospital  to  Dr.  Wentworth  asking  his  opinion  as  to 
whether  approval  requirements  could  be  met  if  an 
osteopath  were  appointed  to  the  medical  staff. 
Dr.  Wentworth  had  replied  that  the  question  would 
be  presented  to  the  Council  at  its  December  meet- 
ing and  that  he  would  appreciate  “information  con- 
cerning the  source  of  the  desire  to  have  an  osteopath 
on  your  staff.”  In  the  meantime  the  question  had 
been  referred  to  the  Committee  on  Questions  on 
Ethics.  The  committee  felt  that  it  was  not  a ques- 
tion of  ethics  and  presented  it  to  the  Council  for  any 
action  they  wished  to  take. 

After  discussion,  it  was  decided  to  write  to  Dr. 
Crosby,  the  executive  of  the  hospital  accrediting 
board,  to  ascertain  what  its  stand  is  and  report 
back  to  the  Council  before  replying  to  the  hospital. 
Finance. — Dr.  Maurice  J.  Dattelbaum  requested 
that  the  Council  go  into  executive  session  to  con- 
sider the  budget  for  1953,  Mrs.  Grimm,  Miss 
Dougherty,  Mr.  Alexander,  Mr.  Martin,  and  mem- 
bers of  the  Board  of  Trustees  to  remain. 

It  was  voted  that  the  meeting  go  into  executive 
session. 


(A  copy  of  the  budget  is  attached  to  the  office  copy 
of  these  minutes.) 

Report  of  the  Executive  Session. — Dr.  Anderton 
stated:  “While  the  Council  was  in  executive  ses- 
sion the  budget  for  1953  was  discussed  in  detail  by 
Dr.  Dattelbaum,  chairman  of  the  Finance  Com- 
mittee, and  others.  It  was  voted  by  the  Council  to 
refer  this  budget,  with  the  changes  enumerated  by 
Dr.  Dattelbaum,  to  the  Board  of  Trustees. 

“It  was  also  voted  that  there  be  placed  on  the 
agenda  of  the  Council  meeting  in  January  a dis- 
cussion of  how  to  make  up  the  annual  deficit.” 

It  was  voted  to  accept  the  report. 

Medical  Licensure  and  Medical  Service.— Rural 
Medical  Service — Dr.  James  Greenough,  chairman, 
stated:  “I  have  reviewed  a large  amount  of  material 
which  I received  from  the  American  Medical  Asso- 
ciation and  brought  together  an  agenda  which  I 
hope  to  hold  a meeting  on,  within  the  next  two 
weeks.  I would  like  to  have  the  approval  of  the 
Council  to  attend  the  meeting  of  the  A.M.A.  Com- 
mittee on  Rural  Health  at  Roanoke,  Virginia, 
February  26  to  28.” 

Approval  was  voted. 

Nursing  Education. — Dr.  Joseph  A.  Geis,  chair- 
man, reported: 

“All  arrangements  have  been  made  for  the  meet- 
ing of  the  Coordinating  Council  on  Problems  of 
Nursing  to  follow  our  next  Council  meeting  in 
January.  The  agenda  is  drawn  up,  and  Miss 
Manley  is  practically  ready  for  the  meeting  to  be 
held  that  afternoon  at  2:30.” 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported : 

“The  Publication  Committee  met  yesterday.  The 
number  of  Directories  to  be  printed  for  the  1953 
edition  was  discussed.  It  was  voted  to  print  26,000 
copies.  It  was  noted  that  this  will  be  1,000  copies 
less  than  the  1951  edition  and  that  there  was  a 
possibility  of  running  short  early  in  1954. 

“We  are  taking  this  action  because  at  present  we 
have  over  1,500  copies  left  of  the  last  edition.  They 
cost  us  S2.00  apiece,  and  we  hope  to  save  that.  We 
are  hoping  that  we  will  have  enough  and,  therefore, 
save  about  S3, 000. 

“At  the  last  meeting  of  the  Council,  the  following 
[Continued  on  page  474] 
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resolution  was  passed  and  referred  to  the  Publication 
Committee:  ‘That  the  Publication  Committee 

stud}*  and  make  recommendations  to  the  Council  as 
to  what  the  purpose  of  the  President’s  Page  shall  be. 
After  approval  by  the  Council,  such  purpose  shall  be 
clearly  stated  in  print  at  the  top  of  the  President’s 
Page.’ 

“The  Publication  Committee  studied  this  resolu- 
tion and  discussed  it  thoroughly.  It  was  moved, 
seconded,  and  passed  to  place  the  following  on  the 
President’s  Page  in  the  Journal:  ‘The  purpose  of 
the  President’s  Page  is  to  give  the  president  the 
opportunity  to  express  his  personal  opinion  on 
matters  of  interest  to  the  membership.’ 

“It  was  the  sense  of  the  meeting  that  the  editor 
speak  to  the  president  regarding  publishing  an  edi- 
torial explaining  the  article  of  the  president  in  con- 
nection with  his  statements  published  on  page  2592 
of  the  November  1,  1952,  issue  of  the  Jontm. 

“The  editor  reported  that  he  had  received  the 
resignation  of  Dr.  Louis  H.  Bauer  as  a member  of  the 
associate  editorial  board.  It  was  moved,  seconded, 
and  passed  to  accept  Dr.  Bauer’s  resignation  with 
regret. 

“After  discussion,  it  was  moved,  seconded,  and 
passed  to  appoint  Dr.  Arthur  M.  Master  to  the 
associate  editorial  board. 

“After  considerable  discussion,  it  was  moved, 
seconded,  and  passed  to  appoint  Dr.  Norman  S. 
Moore  as  assistant  editor.  It  was  noted  that  Dr. 
Moore  would  serve  without  salary,  that  he  was 
deeply  interested  in  the  Journal,  and  that  he  has 
been  a frequent  contributor.  It  was  the  sense  of  the 
meeting  to  ask  the  Council  to  request  the  Board  of 
Trustees  to  appropriate  $500  to  cover  expenses  for 
Dr.  Moore  for  1953.” 

After  discussion,  it  was  voted  to  refer  back  to  the 
committee  for  further  consideration  its  recom- 
mendation that,  “The  purpose  of  the  President’s 
Page  is  to  give  the  president  the  opportunity  to 
express  his  personal  opinion  on  matters  of  interest 
to  the  membership.” 

With  the  above  exception,  it  was  voted  to  approve 
the  report. 

Planning  Committee  for  Medical  Policies. — Dr. 

Peter  J.  Di  Natale,  chairman,  reported: 

“Your  Planning  Committee  met  yesterday  and 
discussed  the  issue  of  implementing  the  loyalty  oath 
resolution  referred  to  it  by  this  Council.  The  resolu- 
tion was  discussed  in  great  length.  It  had  also  been 
discussed  at  previous  meetings  of  our  Planning 
Committee.  The  previous  actions  of  the  House  of 
Delegates  and  the  reference  committee  of  the 
House  that  reported  on  the  resolution  were  re- 
viewed. You  will  recall  at  a previous  meeting  of  the 
Council  your  chairman  reported  that  the  Planning 
Committee  requested  an  opinion  from  another 
qualified  legal  firm,  in  addition  to  Mr.  Martin’s. 
That  opinion  has  been  given  us. 

“There  was  much  discussion.  We  left  out  some  of 
the  emotion  involved,  patriotism,  etc.,  and  your 
Planning  Committee  submits  the  following  report: 
It  is  of  the  unanimous  opinion  that,  while  we  agree 
with  the  principles  of  Americanism  embodied  in  this 
resolution,  and  while  we  agree  with  the  intent  of  the 
resolution,  there  is  much  doubt  about  the  proper 
legal  implementation  and  enforceability  of  this 
resolution,  and  we,  therefore,  accept  the  opinion  of 
the  legal  firm  and  recommend  to  the  Council  that  no 
action  be  taken  to  implement  this  resolution  at  this 
time.” 


( The  opinion  is  attached  to  the  office  copy  of  these 
minutes.) 

After  discussion,  it  was  voted  that  the  recom- 
mendation of  the  committee  be  approved. 

Public  Health  and  Education. — Dr.  Theodore 
J.  Curphey,  chairman,  reported  that  he  had  arranged 
postgraduate  lectures  in  five  counties  and  had  at- 
tended nine  meetings.  He  stated  that  at  the  joint 
meeting  of  the  committee  with  representatives  of  the 
State  Department  of  Health  on  November  24,  the 
possibility  of  staffing  the  Department’s  orthopedic 
clinics  so  as  to  permit  a wider  distribution  of  the 
work  among  qualified  orthopedic  surgeons  was  dis- 
cussed. A study  is  being  conducted  and  will  be  re- 
ported. The  public  education  campaign  of  this 
Society  on  the  subject  of  chiropractic  was  outlined 
in  detail.  He  reported  that  Dr.  Douglas  D.  Yollan 
of  the  American  Medical  Association  Council  on 
Hospitals  and  Education  had  visited  him  on  Novem- 
ber 26  and  had  been  informed  of  the  past  develop- 
ment, present  status,  and  future  plans  of  this 
Society’s  postgraduate  education  program. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

Your  committee  and  the  Public  and  Professional 
Relations  Bureau  continued  to  concentrate  most  of 
their  activities  during  the  month  in  bringing  the 
Citizens’  Health  Education  Campaign  to  key  mem- 
bers of  county  societies  and  to  the  State  Society 
membership  as  a whole. 

The  “Working  Kit  for  a Public  Education  Cam- 
paign Concerning  the  Dangers  of  Cults,  Quacks  and 
Chiropractors”  came  off  the  press  during  the  month 
and  more  than  300  copies  were  mailed  to  county 
society  Citizens’  Health  Education  Committee 
members,  county  society  presidents,  executive  secre- 
taries, and  other  important  individuals.  This  proj- 
ect required  the  full-time  attention  of  the  secre- 
tarial staff  of  the  Public  and  Professional  Relations 
Bureau  as  well  as  extra  help  in  filling  the  kit  with 
materials  and  mailing.  Each  kit  was  accompanied 
by  a letter  signed  by  Dr.  Kenney,  Dr.  Curphey,  and 
Dr.  Winslow  as  members  of  the  State  Society 
Citizens’  Health  Education  Committee. 

Another  project  that  occupied  considerable  time 
was  the  mailing  of  a copy  of  the  new  pamphlet, 
“What  Price  Your  Life,”  to  each  one  of  the  more 
than  23,000  members  of  the  State  Society.  A suit- 
able letter  was  mailed  with  the  piece,  which  explained 
the  evils  of  chiropractic  in  simple  language.  A re- 
turn postcard  containing  an  order  blank  also  was 
included.  The  number  of  cards  received  indicates 
that  there  will  be  many  requests  for  the  pamphlet. 
Another  indication  of  favorable  reaction  was  an 
order  for  7,000  copies  of  the  pamphlet  from  the  New 
York  State  Pharmaceutical  Association  and  an 
order  for  4,000  copies  from  Sheffield  Farms  Com- 
pany, Inc. 

One  of  the  big  events  thus  far  in  the  chiropractic 
campaign  was  the  meeting  at  the  Ten  Eyck  Hotel  in 
Albany,  November  19,  under  the  auspices  of  the 
Citizens’  Health  Education  Committee.  Working 
once  again  very  closely  with  Dr.  Kenney  and  Dr. 
Curphey,  the  entire  Public  and  Professional  Rela- 
tions Bureau  staff  spent  manv  days  preparing  for 
the  meeting  and  traveled  to  Albany  to  help  in  its 
conduct.  This  meeting  was  the  subject  of  a front- 
page story  in  the  December  issue  of  the  News  Letter. 

The  field  representatives  made  visits  to  Citizens’ 
Health  Education  Committee  members  in  their  re- 
spective territories  to  ascertain  progress  and  to 
[Continued  on  page  476] 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALCYON  ItEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


HR.  KARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  S-1621 


HOLBROOK  MANOR  NiKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Oflice:  GRamercy  5-4875 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician -in -Charge 

NEW  Y’ORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


WEST  1UM.L 

W'eat  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Phrsician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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stimulate  active  participation  in  the  campaign  by  as 
many  individuals  as  possible.  In  addition,  each  of 
the  field  men  was  assigned  specific  roles  at  head- 
quarters to  further  the  development  of  the  cam- 
paign. 

A meeting  was  held  at  the  Society’s  headquarters 
on  November  IS  to  discus  another  pamphlet. 

On  November  20,  Mr.  Miebach  and  the  field  staff 
attended  the  meeting  of  county  society  secretaries 
at  the  Hotel  Ten  Eyck  in  Albany. 

Your  committee  held  a meeting  at  the  State 
Society’s  headquarters  on  November  12.  Among 
the  items  discussed  were  the  public  relations  budget 
for  1953,  the  chiropractic  campaign,  and  press  and 
radio  codes. 

Releases  were  distributed  to  papers  in  the  areas 
where  the  Second  and  Fourth  District  Branch  meet- 
ings were  held. 

The  Public  and  Professional  Relations  Bureau  lent 
assistance  to  the  Woman's  Auxiliary  in  furthering 
the  chiropractic  campaign  and  in  other  activities. 
District  chairmen  were  invited  to  attend  the  Albany 
meeting  of  the  State  Citizens’  Health  Education 
Committee.  Eleven  came. 

A letter  also  was  sent  to  each  county  chairman  of 
the  health  poster  contest,  urging  her  to  consult  the 
Distaff  article.  Final  judging  mil  take  place  at  the 
Queens  Countv  Medical  Societv  building  on  April 
25. 

It  <ms  poled  to  approve  the  report. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man. reported  that  the  ladies  of  the  Woman’s 
Auxiliary  and  Mrs.  Norton,  the  president,  wished 
him  to  convey  their  best  wishes  for  a very  Happy 
Christmas  and  New  Year.  They  also  wanted  him 
to  thank  the  Council  for  the  help  given  them. 

He  presented  the  following  report : 

‘ The  major  efforts  of  the  Auxiliary  have  been 
directed  toward  implementing  the  Citizens'  Health 
Education  Committee.  A chairman  has  been  ap- 
pointed in  each  district,  and  each  has  been  supplied 
with  copies  of  the  special  campaign  guide,  'It's  Your 
Health,  Too,’  for  distribution  to  county  chairmen  in 
the  district.  The  district  chairmen  are  also  ex- 
pected to  call  a meeting  of  all  CHEC  chairmen  in 
their  area  so  that  they  can  exchange  ideas  and  sug- 
gestions for  assisting  their  county  societies. 

‘'At  the  invitation  of  the  county  CHEC,  one 
county  auxiliary  (Richmond  arranged  for  a county- 
wide  meeting  of  representatives  of  aJ]  voluntary  and 
public  agencies  concerned  with  health.  Represent- 
atives of  more  than  30  agencies  gathered  to  hear  a 
panel  of  physicians,  including  the  county  president 
and  chairman  of  CHEC,  explain  our  profession’s 
position  on  chiropractic  and  answer  questions.  As 
was  expected,  some  chiropractors  were  present. 

“Thus  far  36  county  Auxiliaries  have  appointed 
CHEC  chairmen. 

"Mrs.  Norton,  the  president,  visited  the  Societv* 
office  recently  and  discussed  the  Auxiliary  needs  for 
the  1953  convention  and  reviewed  the  work  that  is 
being  done  on  the  membership  files.  She  also  went 
to  Garden  City  to  attend  the  Second  District  Branch 
meeting. 

“Copies  of  State  officers’  and  chairmen’s  reports 
for  1951-1952  were  prepared  and  distributed  to  each 
county  president. 

“The  health  poster  contest  chairman  has  arranged, 
through  the  courtesy  of  Queens  County  Medical 
Society,  to  have  the  judging  conducted  in  its  build- 
ing on  April  25.  The  chairman  is  now  in  the  process 
of  securing  a panel  of  qualified  judges. 


'The  conference  issue  of  Di-staff  has  been  pre- 
pared and  copies  distributed  to  the  more  than  4,000 
Auxiliary  members. 

"Copies  of  13  original  articles  that  appeared  in  the 
1952-1953  Ladder  were  mailed  to  the  chairmen  of 
the  county  auxiliary  committees  concerned. 

“This  report  will  also  contain  a resume  of  the 
Auxiliary’s  most  recent  activities,  prepared  and  sub- 
mitted by  the  president,  Mrs.  Norton.  I urge  each 
of  you  to  read  it  in  detail.’’ 

Report  of  the  State  .4  ujriliary  President  to  the 
Council. — “My  last  report  to  the  Council  was 
written  in  late  August.  Since  that  time  our  various 
county  auxiliaries  have  been  busy  launching  their 
plans  for  the  year  ahead.  Onondaga  County 
women,  under  the  able  leadership  of  Mrs.  Raymond 
J.  Pieri.  staffed  a most  successful  State  Fair  exhibit. 
Featured  were  medical  society  public  relations.  Blue 
Shield  plans,  nurse  recruitment,  weight,  and  nutri- 
tion information.  Over  12,000  people  passed  and 
inspected  the  exhibit  each  day. 

"The  Tompkins  County  Auxiliary  was  hostess  for 
the  annual  fall  conference  of  county*  presidents  and 
presiden  ts-elect.  Ninety-four  women  were  in  attend- 
ance at  the  two-day  session.  During  this  meeting 
we  distributed  the  Ladder,  our  yearly  publication, 
containing  the  plans  and  suggestions  of  each  State 
chairman. 

“As  president  I have  attended  the  district  meet- 
ings in  Poughkeepsie,  Albany,  Sampson,  Batavia, 
Watertown,  and  Garden  City.  The  first  vice- 
president,  Airs.  Arthur  L.  Bennett,  represented  me 
at  Cooperstown  and  Plattsburg.  I have  also  v isited 
the  county*  auxiliaries  of  Ontario,  Cayuga,  Richmond, 
and  Clinton. 

"Early  in  November  the  president-elect  and  I 
journeyed  to  Chicago  for  the  Annual  Conference  of 
State  Presidents  and  Presiden ts-Eleet.  Among  the 
speakers  were  Dr.  Ernest  B.  Howard,  assistant 
secretary  of  the  A.M.A.;  Mr.  Arthur  L.  Conrad, 
president  of  the  Heritage  Foundation,  who  chose  for 
his  topic  The  Meaning  of  Education  in  the  Modern 
World';  and  Mrs.  Oscar  Ahlgren,  president  of  the 
General  Federation  of  Women’s  Clubs,  who  spoke 
on  The  Time  Has  Come.’  Panel  discussions  fea- 
tured organization,  civil  defense  program,  nurse 
recruitment.  Today  s Health,  the  American  Medical 
Education  Foundation,  community  service,  and 
legislation. 

"In  November  an  especially  fine  issue  of  Distaff 
reached  the  membership.  This  publication  gets 
better  and  better,  and,  to  these  prejudiced  eyes, 
seems  ‘tops'  of  all  the  papers  of  the  various  state 
auxiliaries. 

“At  present  the  Auxiliary  is  concerning  itself  with 
the  Citizens'  Health  Education  Committee.  Since 
this  is  a project  in  which  the  doctors  have  definitely- 
requested  our  help,  and  one  in  which  the  outcome 
has  particular  significance,  not  only  for  the  continued 
good  health  of  the  general  public  but  also  for  the 
maintenance  of  the  high  standards  of  the  Medical 
Practice  Act,  the  Auxiliary  is  desirous  of  showing  its 
cooperation. 

“Another  endeavor  of  the  Auxiliary  is  the  school 
health  poster  contest-  Thirty-three  county  auxili- 
aries are  participating.  Most  of  them  have  their 
final  plans  made  for  judging,  and  many  have  radio 
programs  to  excite  community  interest.  State- 
wide judging  will  take  place  April  25  at  the  Queens 
County  Medical  Society  headquarters.  Adequate 
facilities  were  graciously  offered  by  this  society. 

“On  behalf  of  our  4,252  members,  may  I wish  you. 
Dr.  Mott,  Dr.  Post,  and  Dr.  Wertz,  and  all  the 
[Continued  on  page  478 J 
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the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  ol  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospi.al. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION; 

Combat  local  infection  and  stimulate  healing 
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of  the  ulcer  and  surrounding  areas. 
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DOME  CHEMICALS  INC.  W 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4 ” x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna's  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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Physicians’  Home 


for  three  decades  has  given  aid  to  needy,  retired  physicians, 
their  wives  and  widows  throughout  the  State.  The  need  for 
such  aid  was  never  greater.  Your  contribution  will  help  con- 
tinue this  worthy  service. 


BEVERLY  C.  SMITH, 
63  East  84th  Street 


M.D.,  President 
New  York  28,  N.  Y. 
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gentlemen  of  the  Council  of  the  Medical  Society  of 
the  State  of  Xew  York  the  choicest  blessings  of  the 
Christmas  season  and  much  happiness  and  good 
health  in  the  year  ahead.” 

President  Wentworth  stated  that  the  report  would 
be  printed. 

Unfinished  Business 

Dr.  Beekman’s  Successor 

It  was  voted  to  postpone  the  election  of  a trustee  to 
replace  Dr.  Fenwick  Beekman  until  the  next 
meeting  of  the  Council. 

New  Business 

Report  of  Delegates  to  the  American  Medical 
Association  Meeting. — Dr.  Floyd  S.  Winslow,  chair- 
man of  the  delegation,  reported: 

"The  Medical  Society  of  the  State  of  New  York 
was  ably  represented  at  the  House  of  Delegates  of 
the  American  Medical  Association,  in  Denver, 
Colorado,  December  2 to  4,  1952,  by  the  following: 
Drs.  W.  P.  Anderton,  Albert  F.  R.  Andresen.  Carlton 
E.  Wertz,  Herbert  H.  Bauckus,  Leo  F.  Schiff,  James 
R.  Reuling,  Floyd  S.  Winslow,  Norman  S.  Moore, 
Edward  P.  Flood,  Harold  F.  R.  Brown,  J.  Stanley 
Kenney,  John  J.  Masterson,  Maurice  J.  Dattelbaum, 
Peter  M.  Murray,  George  W.  Kosmak,  A.  H.  Aaron, 
R.  J.  Azzari,  Edward  T.  Wentworth,  Thomas  M. 
d’Angelo,  Andrew  A.  Eggston.  Denver  M.  Vickers, 
Joseph  A.  Geis,  and  Peter  J.  Di  Xatale. 

“Also  present  were  Dr.  Louis  H.  Bauer,  president 
of  the  American  Medical  Association;  Dr.  Chas. 
Gordon  Heyd,  past-president  of  the  American  Medi- 
cal Association;  Dr.  Edward  R.  Cunniffe,  chairman 
of  the  Judicial  Council;  Dr.  Harvey  B.  Matthews, 
delegate  from  the  Section  on  Obstetrics  and  Gyne- 
cology ; Mr.  George  P.  Farrell,  director  of  the 
Medical  Care  Insurance  Bureau,  and  Mr.  Frederick 
W.  Miebach,  director  of  the  Public  and  Professional 
Relations  Bureau. 

“Dr.  Norman  S.  Moore  and  Dr.  Harvey  B.  Mat- 
thews were  members  of  the  Credentials  Committee. 
Dr.  Floyd  S.  Winslow  was  chairman  of  the  Commit- 
tee on  Executive  Session.  Dr.  Carlton  E.  Wertz 
was  chairman  of  the  Reference  Committee  on  Insur- 
ance and  Medical  Service.  Dr.  Albert  F.  R.  Andre- 
sen was  chairman  of  the  Reference  Committee  on 
Medical  Education  and  Hospitals.  Dr.  Herbert 
H.  Bauckus  was  a member  of  the  Reference  Com- 


mittee on  Reports  of  Officers.  Dr.  Maurice  J. 
Dattelbaum  performed  efficiently  as  Chairman  of 
Tellers. 

“Your  delegation  met  from  1:15  to  1:45  p.m.  on 
December  2. 

“Dr.  A.  H.  Aaron  introduced  a resolution  regard- 
ing induction  of  certain  physicians  into  the  armed 
services.  With  other  somewhat  similar  resolutions 
and  various  matters  regarding  selective  sertfce,  this 
was  referred  to  the  Board  of  Trustees. 

“A  resolution  from  the  Medical  Society  of  the 
County  of  Washington,  calling  for  ‘a  thorough  study 
and  revaluation  (by  the  American  Medical  Associa- 
tion) of  the  present  aspects  of  postgraduate  medical 
education,  intern,  and  resident  training,’  of  Novem- 
ber 13,  1952,  was  referred  by  the  Council  to  your 
delegates,  with  the  request  to  inquire  from  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  what  they  have  been 
doing  in  regard  to  such  a study.  In  conference  with 
Dr.  Donald  G.  Anderson,  secretary  of  the  Council  on 
Medical  Education  and  Hospitals,  Dr.  Winslow  and 
Dr.  Anderton  learned  that  a special  advisory  com- 
mittee on  internships  will  report  to  the  House  of 
Delegates;  when  Dr.  Douglas  D.  Vollan  has  studied 
postgraduate  education,  he  will  report  next  fall;  and 
that  the  Council  on  Medical  Education  and  Hos- 
pitals is  having  a special  committee  to  confer  with 
the  specialty  boards  and  the  advisory  board  in  re- 
gard to  resident  training.  Therefore,  the  resolution 
from  the  Medical  Society  of  the  County  of  Washing- 
ton was  not  introduced. 

“Dr.  Dattelbaum  and  Dr.  Anderton  appeared  be- 
fore the  Reference  Committee  on  Miscellaneous 
Business  in  regard  to  American  Medical  .Association 
reimbursement  to  state  and  county  medical  societies 
for  expenses  in  the  collection  of  American  Medical 
Association  dues.  This  was  referred  by  the  House 
of  Delegates  to  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association,  with  a recommendation 
that  reimbursement  be  prorated  according  to  ex- 
penses. 

“Dr.  Eggston  discussed  blood  banks  before  the 
appropriate  reference  committee.  Other  delegates 
attended  several  other  meetings  of  reference  com- 
mittees. 

“Your  delegation  was  conscientious  in  attending 
the  sessions  of  the  House  of  Delegates,  over  which 
Speaker  James  R.  Reuling  presided  with  great 
ability.” 

The  report  was  accepted. 


■ 


* 


ANNO  UNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York. 

• at  the  Hotel  Statler.  from 

• May  4 to  8,  1953. 
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FOR  RENT 

REAL  ESTATE 
For  Sale  For  Rent 

ieneral  Practitioner,  in  Military  Service,  desires  to  rent 
>ffice  to  Specialist  only.  Excellent  location.  Thriving  com- 
nunity  of  Hicksville.  Call  Hicksville  3-0869. 

FOR  RENT 

FOR  RENT 

Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist. 
Otolaryngologist,  Urologist  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 

Office  in  Oceanside,  L.  I Previously  occupied  by  M.  D. 

10,000  pop.  Centrally  located.  Mr.  Chwatsky,  371  Long 
Seach  Rd.,  Oceanside,  L.  I.,  IlO  6-3210. 

TO  LET 

'or  Radiologist,  Orthopedist,  Internist.  Complete  Suite. 
> rooms.  Equipped  with  all  X-Ray  machines.  Main  thor- 
>ughfate.  Active  town,  30  minutes  from  New  York  City. 
3ox  627,  N.  Y.  St.  Jr.  Med. 

WANTED 

Psychiatric  Group  in  formation.  Spacious  New  York  office 
on  Fifth  Avenue,  and  private  hospital  ownership  in  West- 
chester. Financial  investment  required.  Psychiatric  Board 
members  preferred.  Box  626,  N.  Y.  St.  Jr.  Med. 

HOUSE  FOR  SALE 

WANTED 

Brooklyn,  New,  2 family  brick,  1 baths,  5/6  rooms,  de- 
ached  garage.  Front  entrance  basement,  suitable  for  offi- 
■es.  Ideal  location — projects,  schools,  transportation. 

Ave.  "S”  Corner  E.  2nd  St.  GEdney  4-1510. 

Wanted  for  hospital  and  private  group  clinic  in  Detroit 
Metropolitan  area,  a displaced  doctor  who  understands  and 
speaks  English  quite  well  and  who  can  give  anesthesia  under 
the  supervision  of  a licensed  physician.  Box  625,  N.  Y. 
St.  Jr.  Med. 

FOR  SALE 

COURSES 

Seneral  practice  in  Western  N.  Y.  Unopposed  practice. 
1000  people,  hospital  connections.  Gross  820,000.  House 
with  office  attached.  Selling  practice  due  to  sudden  death 
of  physician.  Box  676,  Ontario,  N.  Y. 

’radical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  $75.  JOHN  LEVBARG,  M.D. 
219  West  86th  St.,  N.  A'.  C.  EN  2-6845. 

FOR  SALE 

FOR  SALE 

Staten  Island:  8 room  house,  large  grounds,  garage. 
Retiring  doctor’s  fully  equipped  office,  dark  room.  Best 
ocation.  HOneywood  6-1449  or  Box  623,  N.  Y.  St.  Jr.  Med. 

ECT  machine  "Rahm”  complete  c forceps,  etc.,  not  used. 
Price  $150.  (Purchase  price  $300.)  Write  Dr.  F.  949 
West  End  Ave.,  3 c,  N.  Y.  25,  N.  Y 

CLASSIFIED 

ADVERTISEMENTS 

FOR  SALE 

Flushing,  N.  Y.  Luxurious  colonial  brick  home,  custom-built, 
modern.  Exclusive  section,  convenient  to  everything.  Block 
front  fourteen  lots,  twelve  large  rooms,  trees  like  park.  Four 
colored  tile  bathrooms,  three  stall  showers.  Recreation  room 
30  x 40,  street  level;  garages.  Suitable  doctors,  convalescent 
home,  private  hospital.  Inspection  by  appointment.  Owner. 
Flushing  9-8674,  1537. 

CLASSIFIED  RATES 

Rates  per  line  per  insertion : 

One  time $1.35 

3 Consecutive  times  ....  1 .20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

FOR  RENT 

i Rockville  Centre,  L.  I. — 5 room  suite  in  air-conditioned 
1 medical  building.  Suitable  for  a specialist  or  OP.  Part 
| or  full  time.  Hempstead  7-8573. 

OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 


76  FIRST  AVENUE,  NEW  YORK  3,  N.  Y. 


GRamercy  7-5504 
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supplemental  ultraviolet  therapy  in  the 
patient’s  home ...  a valuable  adjunct 
in  physical  rehabilitation 


The  value  of  ultraviolet  ancil- 
lary  treatment  in  physical  reha- 
bilitation is  generally  recognized. 
For  making  up  dietary  deficien- 
cies, increasing  blood  hemoglobin 
levels,  improving  the  absorption 
of  calcium,  iron,  nitrogen  and 
phosphorus,  and  for  many  other 
bactericidal  or  therapeutic  uses, 
proper  exposure  of  the  patient  to 
ultraviolet  has  proved  highly  ef- 
fective. 

Busy  physicians  have  found 
they  can  ease  their  schedules  by 
prescribing  home  ultraviolet  treat- 
ments. And  the  Hanovia  Prescrip- 
tion Model  Ultraviolet  Quartz 
Lamp  has  been  developed  espe- 
cially to  deliver  the  most  effective 
wavelengths  in  the  stimulating 
portion  of  the  ultraviolet  spec- 
trum, as  shown  in  the  chart. 

For  supplementary  home  treat- 
ments your  patients  can  purchase 
Hanovia  Prescription  Model  Ul- 
traviolet Lamps  on  convenient 
payment  terms.  IX  rite  for  litera- 
ture and  the  name  of  our  nearest 
representative  or  dealer.  Hanovia 
Chemical  & Mfg.  Co.,  Dept.  JM-2 
100  Chestnut  St.,  Newark  5,  N.  J. 


h n n o u i n 


WORLD’S  LARGEST  PRODUCERS  OF  ULTRAVIOLET  EQUIPMENT  FOR 

INDUSTRY  • THE  LABORATORY 


HOSPITALS 


THE  MEDICAL  PROFESSION 


THE  HOME 
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Mucilose* 

BLAND  BULK  HYDROGEL 

"Ut  Bwd 


WINTHROP- STEARNS 


MvcIIom,  trod*morfc  r*g.  U.  $.  4 Co  no  da 


IN  THE  MANAGEMENT  OF  CONSTIPATION 


In  the  management  of  constipation  bland  bulk 

helps  to  reestablish  normal  elimination.  Mucilose  represents 

an  especially  well  suited  product  because  it  is  of  vegetable  origin 

and  absorbs  50  times  its  own  weight  of  water,  forming 

a bland,  non-absorbable,  non-digestible,  soothing  gel. 

With  Mucilose  there  is  the  added  convenience  and  ease  of 
adjusting  the  dosage  form  to  meet  the  clinical  need  of  the  patient. 


1 

2 

3 

4 

5 


Mucilose  should  be  taken  with  1 or  2 glasses  of  water. 


Mucilose  Granules  Special  Formula  (with  dextrose), 

tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  crunchy  granules. 


Mucilose  Flakes  Special  Formula  (with  dextrose), 

tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  easily 
dispersed  in  water  or  other  liquids. 


Mucilose  Flakes  Concentrated,  tins  of  4 oz.  and  1 lb. 

Sugar  free  (non-caloric),  especially  useful  for  the  management  of 
constipation  in  the  diabetic  and  obese  patient. 


Mucilose  Compound  Tablets,  bottles  of  100  and  1000. 

Mucilose  with  methylcellulose.  Easy  to  swallow,  convenient  to  carry. 


Mucilose  with  Cascara  Granules,  tins  of  4 oz. 

Contain  1 grain  of  powdered  cascara  per  heaping  teaspoonful  (5  Gm.). 
Particularly  valuable  during  transitional  treatment  of  the 
confirmed  user  of  strong  laxatives. 


i 

1 

'i 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 

THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful  : 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with  : 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard  j 
room,  complete  gymnasium,  complete  bath  I 
and  massage  department.  The  spacious  I 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and  I 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Conclusive  Evidence*1 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 

AND 


Cholesterol  and  Phospholipids  in  balance 


Lipozyme  Tablets 

TO 

Reduce 

Cholesterol 

Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


Cholesterol  Imbalance  Pathological  condition 


LIPOZYME 

(Approximately  1 GM  per 
(tablet  in  correct  balance 
|of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  & Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 
“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E.:  J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 


Available  at  all  Pharmacies  in  bottles  of  100  each. 

NARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 
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Transfusion  Reactions  During  Twelve  Years  of  Banked  Blood  at  the  Presbyterian 
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Trends  in  Platelet  Research,  James  L.  Tullis,  M.D 

Methods  for  Testing  the  Functional  Behavior  of  Blood  Platelets,  Bernardino  Rovatti, 

M.D 

The  Effects  of  Platelet  Transfusions  in  Dogs  Made  Pancytopenic  by  X-Radiation, 

George  Brecher,  M.D.,  and  E.  P.  Cronkite,  M.D 

Concentration  and  Transfusion  of  Platelets  Separated  from  Normal  Blood,  Allen  H. 

Minor,  M.D.,  and  Lee  Burnett,  M.S 

The  Transfusion  of  Human  Blood  Platelets,  Erwin  0.  Hirsch,  M.D 

Therapeutic  Trials  with  Thrombocytosin  in  the  Treatment  of  Purpura  Hemor- 
rhagica, Sylvan  E.  Moolten,  M.D 
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Cardalin  tablets  rapidly  produce  clinical  response 
of  the  same  magnitude  as  that  obtained  by  intra- 
venous administration  of  aminophylline.  Cardalin 
thus  permits  the  physician  to  institute  and  maintain 
effective  oral  treatment  in  conditions  formerly  con- 
sidered amenable  only  to  rectal  or  parenteral 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


Cardalin  contains  5 grains  of  aminophylline  per  tablet . . . 
the  highest  concentration  supplied  for  oral  administration. 
Two  protective  factors  (Aluminum  Hydroxide  and  Ethyl  Ami- 
nobenzoate)  counteract  the  local  gastric  irritation  so  com- 
mon to  oral  aminophylline  therapy.  Extensive  clinical  studies 
have  established  the  excellent  therapeutic  action  of  Cardalin. 

Cardalin  — Each  Cardalin  tablet  contains:  Aminophylline,  5 
grains;  Aluminum  Hydroxide,  2.5  grains;  Ethyl  Aminobenzoate,  0.5 
grains.  Cardalin  is  best  tolerated  after  meals  and  preferably 
administered  with  one-half  glassful  of  milk. 

CardaOn-Pben  now  available  containing  phenobarbital  (!4 
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Irt  Congestive  Heart  Failure 


Jkeocaldn 


brand  of  Theobromine-calcium  salicylate 

Diuretic  and  Myocardial  Stimulant 
7 1 grain  tablets  and  powder.  Dose:  1 to  3 tablets,  repeated. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


ow  available 


for  civilian  use! . . 


Gen  tran* 

(DEXTRAN) 


SOLUTION 


effective,  proven  plasma 
volume  expander  for  use 
the  treatment  of  shock 


Gentran  is  a clinically  effective  and 
safe  plasma  volume  expander  designed 
for  the  prevention  and  treatment  of  shock 
due  to  hemorrhage,  burns,  surgical  pro- 
edures,  and  other  conditions.  Prepared 
for  Intravenous  infusion,  it  is  a sterile, 
nonpyrogenic  6%  w/v  solution  of  dex- 
tran  in  saline. 

. . . does  not  interfere  with  typing  or 
cross-matching  . . . requires  no  refrigera- 
tion ...  is  liquid  at  ordinary  temperatures 
. . . available  to  your  hospital . . . 500  cc. 
containers  . . . easily  administered  with 
standard  Plexitron  solution  set . . . 


Gentran 


SOLUTION 


♦trade  name 


products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 
STR1BUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 


MERICAN  HOSPITAL 


SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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jr  a fresh  response 


and  a vigorous  improvement 


armatinic 

FOR  COMPREHENSIVE  ANTIANEMIA  THERAPY 

armatinic 

FOR  THE  PATIENT  WHO  DOES  NOT  TOLERATE  IRON 


ARMATINIC 

ARMATINIC 

ACTIVATED 

SPECIAl 

Capsulettes 

COMPOSITION 

Capsulettes 

200  mg. 

Ferrous  Sulfate 
Exsiccated 

No  Iron  Sail 

10  meg. 

*Crystamin 

10  meg. 

1 mg. 

Folic  Acid 

1 mg. 

50  mg. 

Ascorbic  Acid  (Vitamin  C)  50  mg. 

350  mg. 

tLiver  Fraction  II 

(N.  F.)  with  Desiccated 
Duodenum  350  mg 

*The  Armour  Laboratories  Brand  of  Crystal- 
line 

fThe  liver  is  partially  digested  with  duodenum 
during  manufacture. 


Reference* 
F.  H Un.v 
et  ol.  Ann. 
145  66-71 
(6)  luhley, 
Univ  ) 3.  1, 
Acad  Med 
E F J Am 
F.,  Morales, 


Effective  potencies  of  all  hemopoietic 
factors  are  supplied  in  Armatinic 
Capsulettes  for  comprehensive 
antianemia  therapy. 

Vitamin  B12  PLUS  Activator— 
The  Intrinsic  Factor 

The  additive  influence  of  the  intrinsic 
factor — desiccated  duodenum — has  a 
marked  stimulating  hemopoietic 
effect.  According  to  recent  research, 
orally  ingested  vitamin  B12  has  an 
antianemia  efficacy  similar  to  that  of 
injectable  B12  preparations  when 
activated  and  potentiated  by 
desiccated  duodenum.1'4  Moreover, 
folic  acid  has  been  shown  to  be  one  of 
the  most  active  vitamin  B12 
potentiators.5'9 

Armatinic  Activated  may  be  used  in 
either  the  macrocytic  or  microcytic 
anemias  (except  in  the  initial  treatment 
of  pernicious  anemia),  whereas 
Armatinic  Special  fulfills  a unique 
requirement  for  the  macrocytic  anemia 
patient  in  supplying  the  most  potent 
activated  hemopoietic  factors 
without  iron. 


: (1)  Holl.  B E = Brit.  Meet  J 2 585-589.  1950,  (2)  Belhell, 
Hosp  Bull  , Ann  Arbor  15  49,  1949,  (3)  Bethell,  F H , 
Int.  Med  35=  518-528,  1951,  (4)  Spies.  T D J.A.M.A. 
1951,  (5)  Moy,  C.  D Am  J Dis  Child.  80=  2,  1950, 
A l . and  Wheeler,  W E = Health  Center  J (Ohfo  St. 
1949,  (7)  Reisner,  E H , and  Weiner,  l.  Bull  New  York 
77  391,  1951,  (8)  Griffenhogen,  G B.,  and  De  Guia, 
Phorm  Assn.,  Sc.  Ed  41  181-184,  1952,  (91  Diez,  Rivos, 
F H.,  ond  Meyer  ( M Ann  Int  Med  38  1076,  1952. 
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THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11,  ILLINOIS 
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Potent  oral  estrogen 
Prompt  uniform  action 
Minimal  side  effects 
No  unpleasant  breath  odors 
Economical 

SUPPLIED:  One  convenient  strength  only — 
designed  for  simple  dosage  schedule  — 1 mg. 
tablets  in  boxes  of  30,  100,  500  and  1000, 
individually  cellophane  wrapped. 


A PRODUCT  OF  REED  & CARNRICK 

JERSEY  CITY  6,  N.  J. 

A trusted  name  since  1860 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1952-1953 


ANESTHESIOLOGY 

Moses  H.  Krakow,  Chairman . . . Bronx 

Samuel  Guest.  Vice-Chairman Buffalo 

Irving  M.  Pallin.  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

.Arthur  Q.  Penta,  Chairman Schenectady 

Charles  E.  Hamilton,  Secretary Brooklyn 

David  Ulmar,  Delegate New  York  City 

DERMATOLOGY  AXD  SYPHILOLOGY 

Frank  A.  Dolce,  Chairman Buffalo 

Anthony  C.  Cipollaro.  Secretary.  New  A ork  City 
George  M.  Lewis,  Delegate. . . New  York  City 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Alfred  P.  Ingegno,  Chairman  Brooklyn 

Lester  S.  Knapp,  Vice-Chairman  Buffalo 

Charles  A.  Flood,  Secretary New  York  City 

Harry  L.  Segal,  Delegate - Rochester 

general  practice 

Samuel  A.  Garlan.  Chairman  New  York  City 

Floyd  C.  Bratt,  Vice-Chairman.  Rochester 

Garra  L.  Lester.  Secretary Chautauqua 

William  A.  Buecheler.  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford.  Chairman Syracuse 

C.  Douglas  Sawyer.  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary Rochester 

S.  Charles  Franco.  Delegate. . . New  York  City 

MEDICINE 

George  F.  Koepf,  Chairman ...  ......  Buffalo 

.Arthur  E.  Lamb.  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook.  Delegate Buffalo 

NEUROLOGY  AXD  PSYCHIATRY 

Harold  R.  Merwarth.  Chairman Brooklyn 

Irving  Hyman.  Secretary Buffalo 

William  F.  Beswick.  Delegate Buffalo 


OBSTETRICS  AND  GYNECOLOGT 


Henry  S.  Acken,  Jr..  Chairman Brooklyn 

Eugene  R.  Duggan.  V ice-Chairman Rochester 

J.  Edward  Hall.  Secretary Brooklyn 

Raymond  J.  Pieri.  Delegate Syracuse 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner.  Chairman Buffalo 

Franklin  R.  Webster.  Secretary Syracuse 

Everet  H.  Wood.  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley.  Chairman Albany 

Frederick  L.  Liebolt.  Secretary New  York  City* 

Halford  Hallock.  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGT 

Maurice  N.  Richter.  Chairman New  York  City 

Samuel  Sanes.  V ice-Chairman Buffalo 

M.  J.  Fein.  Secretary New  York  City 

Ham-  P.  Smith.  Delegate New  York  City 

PEDLATRICS 

Russell  B.  Scobie.  Chairman Newburgh 

Harold  W.  Dargeon.  Vice-Chairman  New  York  City 

Frederick  W.  Bush.  Secretary Rochester 

Frederick  H.  Wilke.  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward.  Chairman . . . . Saranac  Lake 
Berwyn  F.  Mattison.  V ice-Chairman  Buffalo 

William  C'.  Spring.  Jr..  Secretary.. . .New  York  City 
Frank  E.  Coughlin.  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland.  Chairman . . . Hornell 

Harold  W.  Jacox.  V ice-Chairman . . New  York  City 

Thomas  N.  Sic-kel,  Secretary Watertown 

Frank  J.  BorrellL  Delegate New  Y’ork  City 

SURGERY 

Walter  S.  Walls.  Chairman Buffalo 

Edward  J.  Donovan.  Secretary.  . . .New  York  City 
William  F.  MacFee,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm.  Chairman . Brooklyn 

John  S.  Fitzgerald.  Vice-Chairman Utica 

Thomas  A.  Morrissey.  Secretary. . New  A ork  City 
John  S.  Fitzgerald.  Delegate Utica 


SESSIONS 

1952-1953 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Eldridge  Campbell,  Chairman Albany  George  M.  Raus.  Chairman .Syracuse 

Jerome  P.  Webster,  Seaetary New  York  City  A.  David  Gurewitsch,  Secretary. . New  York  City 

PUBLIC  RELATIONS 

Charles  S.  Lakeman,  Chairman Rochester 

Leonard  J.  Schiff,  Secretary Plattsburg 


492 


Anytime . . . 
Anywhere 

prompt,  safe. 

Gratifying 

Relief 


Whenever  symptoms 
of  urogenital 
infection  occur — - 

Wherever 
the  patient 
mar  he  ..  . 

Pyridium  exerts  a purely  local  analgesic  action  to  relieve 
the  distress  of  pain,  burning,  urgency,  and  frequency 
in  a matter  of  minutes. 

Pyridium  is  compatible  with  antibiotics  and 
other  specific  therapy  and  may  he 
used  concomitantly. 


( Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  registered  trade-mark 
of  Nepera  Chemical  Co.,  Inc. 
for  its  brand  of  phenylazo-diamino-pyridine  MCI. 
Merck  & Co.,  Inc.,  sole  distributor  in  the  L nited  States. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 


RAHWAY.  NEW  JERSEY 
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Four  potent  antibacterials 

offer  five  major  advantages 


It  is  in  the  treatment  of  pneumonia,  tonsilitis  and  scarlet  fever  in  children  that  the  most  dramatic 
results  have  been  reported  following  oral  use  of  penicillin  with  triple  sulfonamides. 


Pentresamide- 


SHARP 

DOHME 


TABLETS  TRIPLE  SULFONAMIDE  WITH  PENICILLIN 
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(Superior  results  with  penicillin-sulfonamide 
combinations  have  been  widely  reported  in  the 
treatment  of  many  systemic  infections.  Simul- 
taneous oral  administration  of  penicillin  and 
three  sulfonamides  offers  five  major  advantages: 

(1)  wider  antibacterial  range,  (2)  possible  syner- 

I 

•gistic  action,  (3)  minimized  bacterial  resistance, 
(4)  reduced  renal  toxicity,  (5)  convenient  dosage 
form. 

A number  of  hypotheses  have  been  advanced 
to  explain  the  superiority  of  penicillin-sulfona- 
mide combinations.  Although  Bigger  agrees 
with  many  other  investigators  that  an  additive 
antimicrobial  effect  may  be  involved,  he  further 
reasons  that  “If . . . the  point  of  attack  is  differ- 
ent, such  organisms  as  had  survived  the  action 
of  the  first  substance  would  become  exposed  to 
that  of  the  second,  and,  if  susceptible  to  it, 
would  succumb.”1 


It  is,  of  course,  well  known  that  penicillin 
and  the  sulfonamides  do,  in  fact,  attack  micro- 
organisms in  different  ways.  Penicillin  inter- 
feres with  bacterial  multiplication,2  whereas 
bacterial  “starvation”  is  effected  by  the  sul- 
fonamides. 

The  many  advantages  of  triple  sulfonamide 
therapy  are  now  thoroughly  established. 

Dosage : 

Adults- — Mild  or  moderately  severe  infections 
(due  to  susceptible  organisms)  and  preopera- 
tively  to  prevent  secondary  infections:  1 or  2 
tablets  four  times  a day.  Children — According 
to  weight  and  condition. 

Pentresamide-250  is  supplied  in  bottles  of 
60  and  250  tablets  (slotted). 

Sharp  & Dohme,  Philadelphia  1,  Pa. 

1.  Bigger,  J.W.:  Lancet,  2: 46,  1950. 

2.  Herrell,  W.E.:  Penicillin  and  Other  Antibiotic  Agents, 
W.B.  Saunders,  Philadelphia,  1945. 


Penicillin  and  the  sulfonamides 

attack  bacteria 
in  different  ways 


Each  Pentresamide-250  Tablet 
contains  potassium  penicillin-G, 
250,000  units;  sulfamerazine,  0.1  Gm.; 
sulfadiazine,  0.2  Gm.; 
sulfamethazine,  0 2 Gm. 


When  the  obese  patient  indulges  in  a few  between  meal  "snacks”,  a 
week’s  self-denial  may  be  thrown  away.  Success  in  treatment  of  obes- 
ity depends  upon  the  establishment  of  new  eating  habits. 

AM  PLUS  treated  patients  show  excellent 
response  in  weight  reduction  because 

• the  dextro-Amphetamine  Sulfate  in  Amplus 
helps  to  keep  the  appetite  under  control 


• the  Vitamins,  Minerals  and  Trace  Elements 
in  Amplus  help  to  maintain  an  adequate 
nutritional  state 


AM  PLUS 


HELPS  YOUR  OBESE  PATIENT 
TO  COOPERATE  WITH  YOU 


dextro-Amphetamme  Sulfate  _ 5 mg 
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Calcium. 
Cobalt, 
Copper. 
Iodine, 
Iron 


242  mg 

0.1  mg 

1 mg 

0.15  mg 

3.33  mg 

0.33  mg 

0 2 mg 

2 mg 

187  mg 

1.7  mg 

0.4  mg 

5.000  U S P Units 
_400  U.S.P.  Units 
Thiamine  Hydrochloride  2 mg 

Riboflavin 2 mg 

Pyridoxme  Hydrochloride  0 5 mg 

Niacinamide 20  mg 

Ascorbic  Acid 37.5  mg 


Manganese  _ 
Molybdenum . 
Magnesium  _ 
Phosphorus- 

Potassium 

Zinc 

Vitamin  A 

Vitamin  0 


J.  B 


ROERIG  AND  COMPANY  CHICAGO  1 1,  ILLINOIS  Calcium  Pantothenate _ 3 mg. 
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Trasentine^-Plieriofoarbital 

(brand  of  adiphenine) 

relief  of  smooth-muscle  spasm,  easing  of  pain 

Worry,  anxiety,  fear— such 
“pressures”  often  account  for 
visceral  spasticity.  To  offset 
them,  Trasentine-Phenobar- 
bital  provides  mild  sedation  — 
as  well  as  effective  spasmoly- 
sis,  rapid  relief  of  pain. 

Whenever  you  suspect  a 
psychosomatic  factor  in  vis- 
ceral spasm,  Trasentine-Phen- 
obarbital  is  a logical  prescrip- 
tion. Each  tablet  contains  50 
mg.  Trasentine  hydrochloride 
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Meat... 

and  the  Weight  Reduction  Diet 
in  Cardiac  Disease 

The  important  relationship  between  obesity  and  the  outlook  in  cardia 
disease  and  hypertension  is  vividly  emphasized  in  a recent  publication  of  Th 
American  Heart  Association.* 

For  reasons  not  entirely  understood  at  present,  “heart  disease  and  hig 
blood  pressure  are  more  common  in  overweight  persons  than  in  those  c 
desirable  weight.”  The  predisposition  to  atherosclerosis  in  obesity  and  th 
increased  physical  burden  of  carrying  excess  weight  are  undoubtedly  cor 
tributing  factors.  Hence,  as  this  publication  points  out,  weight  reduction  : 
the  first  line  of  defense  in  decreasing  the  incidence  of  cardiac  disease,  and  i 
improving  the  prognosis  after  cardiac  disease  or  hypertension  has  developer 

Meat  occupies  a prominent  position  in  the  weight  reduction  diets  ou- 
lined  in  this  American  Heart  Association  booklet.  This  recommendation 
in  sharp  contrast  to  the  erroneous  belief  held  in  former  years  that  meat 
harmful  in  hypertension  or  cardiac  disease.  “There  is  no  evidence  that  re 
meat  or  any  other  form  of  protein  in  moderation  has  any  adverse  influent 
on  blood  pressure.” 

The  magic  formula  for  reducing  is  simply  “Eat  less.”  Two  types  of  die: 
are  outlined.  One  “allows  moderate  amounts  of  meat  and  other  protein 
small  amounts  of  fat  and  moderate  amounts  of  carbohydrates.”  The  oth< 
is  “high  in  protein  with  plenty  of  meat,  eggs  and  cheese,  moderate  in  fat  an 
low  in  carbohydrates.”  Diet  No.  1 provides  70  Gm.  of  protein,  60  Gm.  < 
fat,  and  120  Gm.  of  carbohydrate;  caloric  yield,  1,300.  Diet  No.  2 provid< 
100  Gm.  of  protein,  80  Gm.  of  fat,  and  60  Gm.  of  carbohydrate;  calor 
yield,  1,360. 

The  inclusion  of  generous  amounts  of  meat  in  these  diets — 12  to  I 
ounces  of  cooked  meat  or  two  substantial  servings  each  day  in  Diet  No.  2- 
is  a reflection  of  the  important  role  meat  plays  in  any  weight  reduction  reg 
men.  It  is  generously  included  because  of  its  high  content  of  protein  of  exce 
lent  biologic  value  and  because  lean  meat  contains  unobjectionably  sma 
amounts  of  fat. 

*Food  For  Your  Heart,  a Manual  for  Patient  and  Physician,  Department  of  Nutrition,  Harva 
School  of  Public  Health,  Harvard  University,  The  American  Heart  Association,  Inc.,  New  Yoi 
1952.  Copies  available  through  local  Heart  Association. 

The  Seal  of  Acceptance  denotes  that  the  nutritional  state- 
ments made  in  this  advertisement  are  acceptable  to  the  Council 
on  Foods  and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Insti 

Main  Office,  Chicago  . . . Members  Throughout  the  United  Stat 
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The  Gentarth  formula  constitutes  a new,  direct 
ipproach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
irthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
avorable  results  in  both  rheumatoid  arthritis 
ind  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
ynovial  cavities.3-4  Inclusion  of  salicylate,  as 
n the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
'protect  against  increase  in  prothrombin  time- — 
necessary  precaution  in  prolonged  salicylate 
herapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


Each  tablet  contains: 

Jy 

Sodium  Gentisate 

100  mg. 

Raysal 

325  mg. 

( representing  43%  Salicylic  Acid  and 

< 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination ) 

ii ) 

Succinic  Acid 

130  mg 

RAYMEIt 


Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J.,  Lombardi , A. A.,  and  Svigals , C.:  New  York  Med. 
College  Bull .,  13:92,  1950. 

2.  Meyer , K.  and  Ragan , C.:  Mod.  Concepts  of  Card.  Disp.,  17:2, 1948. 

3.  Quick , A.J.:  J.  Biol.  Chem.,  101:475,  1933. 

4.  Guerra,  J.:  J.  Pharm.  Exper.  Ther .,  87:1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 
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pain-free  activity 


''The  best  results  were  obtained  in  patients  . . 
treated  ivith  sodium  gentisate  and  salicylate 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 


t. 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 
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Thf  rapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


.1 

i 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Ravmer  Pharmaeal  Company 

Reed  <fc  Carnrick 

Regan  Furniture  Co 

A.  H.  Robins  Co.  Inc 

J.  B.  Roerig  & Company .... 


G.  D.  Searle  & Co 
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Frances  Short  Medical  Agency 

E.  R.  Squibb  & Sons.  . 

Standard  Pharmaceutical  Co. . 
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496 
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494-495 
585 
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585 
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When  you  want  truly  therapeutic 

dosages  of  all  vitamins  indicated 

in  mixed  vitamin  therapy  specify 

Therapeutic  Formula  Vitamin  Capsules  Squ'bb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

'T  25,000  U S.  P.  units 

Vitamin  D 

j 1.000  U.S.P.  cr.i*s 

Thiamine  Mononitrate 

10  rr.g. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

V 150  mg. 

Bottles  of  20,  ICO  und  1000. 

'?Mr.n«cnAN*  is  a trademark  of 

c.  n.  souioo  & son:. 

*•  ; i! 
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3 GERIFORT  capsules 
rec“tse  contain: 


Vitamin  A (Synth.)  28,000  U.S.P.  Unite 

Vitamin  B: 14  Mg. 

Vitamin  B: 14  Mg. 

Vitamin  B*  5 Mg. 

Vitamin  C 210  Mg. 

Vitamin  D 2,800  U.S.P.  Units 

Niacinamide  180  Mg. 

Iron 20  Mg. 

Calcium  188  Mg. 

Phosphorus  160  Mg. 

Iodine  0 1 Mg. 

Calcium  Pantothenate  20  Mg. 

Folic  Acid  15  Mg. 

Vitamin  E 10  Int.  Unite 

Vitamin  Bi; 5 Meg. 

Choline  Bitartrate  200  Mg. 

Inositol  1 00  Mg. 

dl-Methionine  20  Mg. 

Rutin  60  Mg. 

Biotin 50  Meg. 

Cobalt  0.1  Mg. 

Copper  0 2 Mg. 

Magnesium  2 Mg. 

Manganese  0 5 Mg. 

Potassium  0 05  Mg. 

Zinc 1-5  Mg. 


samples  and  literature  on  request. 


I 


Steiglitx,  E.  J.:  in  Handbook  of 
Nutrition,  A.M.A.,  1951. 
Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 
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new! 


Each  ingredient  in  non-narcotic,  non-habit- 
forming Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 


Supplied  on  Rx  only 
in  bottles  of  100 
compressed  tablets 


In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 


* Samples  and  literature  on  request 


MERICAN  PHARMACEUTICAL  COMPANY 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


Doctor, 
be  your  own 
judge... 
try  this 
simple  test 

YY  ith  so  many  claims 
made  in  cigarette  ad- 
vertising, you,  Doc- 
tor, no  doubt  prefer 
to  judge  for  yourself. 
So  won’t  you  make 
this  simple  test? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 

1.  Light  up  either  one  first.  Take  a puff  — get  a good  mouthful 
of  smoke  — and  s-l-o-w-I-y  let  the  smoke  come  directly  through 
your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 
Notice  that  PHILIP  MORRIS  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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NEW 

prescription 

product 


for  Seborrheic  Dermatitis  of  the  Scalp 

. . . itching ? scaling  Completely  Controlled 
in  majority  of  cases 

• Now,  after  years  of  research,  an  outstanding  new  treatment  for  seborrheic  dermatitis 
of  the  scalp  . . . Selsun  Sulfide  Suspension.  Its  advantages:  truly  effective  control  of 
scaling;  prompt,  often  immediate,  relief  of  itching  and  burning;  marked  simplicity  of  use; 
wide  range  of  effectiveness,  from  simple  dandruff  to  severe  seborrheic  dermatitis.  Plus 
the  fact  that  Selsun  is  promoted  ethically,  and  is  supplied  only  on  a physician's  prescription 

• Optimum  results  are  obtained  in  four  to  eight  weeks,  after  w'hich  control  of  symptoms 
is  maintained  for  one  to  four  weeks  with  each  application.  Itching  and  burning 
usually  stop  after  the  first  two  or  three  applications.  Clinical  investigators1"3  treated 

400  patients  with  Selsun,  reported  complete  control  in  92  to  95  percent  of  cases 
of  common  dandruff,  and  81  to  87  percent  of  all  cases  of  seborrheic  dermatitis. 

Many  cases  had  failed  to  respond  to  other  methods  of  treatment. 

• Convenient  to  use,  Selsun  is  simply  applied  while  washing  the  hair,  then  rinsed 
out.  No  messy  ointments.  No  complicated  application  and  removal  procedures. 

Leaves  scalp  clean,  odorless  and  with  no  residue  to  stain  linens.  Toxicity 
studies1-2  showed  Selsun  to  have  no  ill  effects  when  used  externally  as 
recommended.  Selsun  is  available  at  pharmacies  n n . . 

in  4-fluidounce  bottles.  Why  not  give  it  a trial?  vllJulHL 


PRESCRIBE 


Selsun 

TRADE  MARK 

S U LFIDE  c 


( Selenium  Sulfide , Abbott) 


REFERENCES: 

1.  Slinger.  W.  N..  and  Hubbard,  D.  M.  (1951), 
Arch.  Dermat.  & Syph..  64:41  July. 

2.  Slepyan.  A.  II.  (1952),  Ibid.,  65:228.  February. 

3.  Hu ch.  D.  M.  (1951),  Communication  to 
Abbott  Laboratories. 


1-95 


"I  coughed 
all  night" 
patient 

Syrup  SEDULON  'Roche' 


non-narcotic— in  place  of  codeine 


HOFFMANN-LA  ROCHE  INC.  ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 


507 


a new 
synthetic 
narcotic 

for  longer-lasting 
pain  relief 


Caution:  Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 

DROMORAN®— brand  of  methorpbin&n  (dl-3-hydroxr-N-methyl- 
morphioan) 

•Average  dot* 


DROMORAN 


(dl)  Hydrobromide 


‘ROCHE’ 


Hoffmann-La  Roche  Inc.  • Roche  Park  • Nutlet  10  • New  Jersey 


v-  Now  combined ! 

Bicillin  — the  new  penicillin  compound 

Sulfose  — sulfadiazine,  sulfamerazine 
and  sulfamethazine 

for 

Broad  antimicrobial  spectrum 
High  antibacterial  potency 

In  Bicillin-Sulfas,  the  physician  has  at  his  command 
a unique  preparation,  incorporating  both  Bicillin — the 
new  penicillin  compound — and  Sulfose — the  sulfon- 
amide combination  recognized  as  unsurpassed  for 
effectiveness  and  safety. 

Each  teaspoonful  (5  cc.)  contains:  Bicillin,  150,000 
units,  sulfadiazine,  sulfamerazine  and  sulfamethazine, 
0.167  Gm.  each,  as  a palatable  suspension  in  a special 
alumina  base. 

Supplied : Bottles  of  3 fl.  oz. 

Suspension 

Bicillin-Sulfas 

BENZETHACIL  AND  TRIPLE  SULFONAMIDES 
Dibenzylethylenediamine  Dipenicillin  G and  Triple  Sulfonamides 

Also  available: 

Oral  Suspension  Bicillin 
Tablets  Bicillin  (Long  Acting) 

Injection  Bicillin  (Long  Acting) 


s 


Philadelphia  2,  Pa. 


SAFE,  INEXPENSIVE 


DRa\i  -Formosil 

Buffered  formic  acid  and 


Buffered  formic  acid  ond 
colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
! symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36 i a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50  ($16.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEolCAl  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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moderation  for  variation .. 


in  the  blended 
diuretic  regimen 


In  the  long-term  regimen.  Calpurate 
meets  the  clinical  need  for  moderate 
diuretic  action,  sustained  effective- 
ness, and  minimal  toxicity. 
Calpurate  also  promotes  in- 
creased cardiac  output. 


when  edema  is  mild  and  renal 
function  adequate  . . . 
during  rest  periods  from  digitalis 
and  mercurials  . . . 


Calpurate  is  the  chemical  com- 
pound, theobromine  calcium 
gluconate . . . unusually  free 
from  gastrointestinal  and  oth- 
er side  effects . . . does  not  con- 
tain the  sodium  ion. 

to  ‘ lighten  the  load'  in 
congestive  heart  failure 

Calpurate  is  particularly 
indicated: 


where  mercury  is  contraindicated  or  sen- 
sitivity to  its  oral  use  is  present . . . 
for  moderate,  long-lasting  diuresis  in 
chronic  cases. 


CJalpurate 

U A I ▼ O I e I A D AD  ATADICe 


the  moderate , 
non-toxic  diuretic 


MALTBIE  LABORATORIES,  INC.  • NEWARK  1,  N.  J. 

SUPPLIED:  Calpurate  Tablets  of  500  mg.  < 7 V;  gr.) 
Calpurate  Powder 

Calpurate  with  Phenobarbital  Tablets— 

16  mg.  (*4  gr.)  phenobarbital  per  tablet 


f 


(Wief 


FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


ARTHRITIS 
RHEUMATISM 
BURSITIS 
MYOSITIS 
NEURITIS  « 
SCIATICA  • 
LUMBAGO  • 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modern 
non-greasy,  stainless,  vanishing 
base  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A-535  contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  M%,  Methyl  Salicy- 
late 12%. 

Rub  A-535  may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  F-33 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 
163  Varick  Street,  New  York  13,  N.  Y. 
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Give  YOUR  patients . . . 


SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 

IN 

ELECTROMEDICAL  APPARATUS 
ELECTRO  SURGICAL  APPARATUS 
X-RAY  SPECIALTIES 


MAXIMAL  comfort  and  satisfaction. 
POSITIVE  therapeutic  advantages. 


THESE  COME  WITH  EVERY 

Model  SW660  DIATHERM1 


hade  d.  THE  LIEBEL-FLARSHEIM  COMPANY 

CINCINNATI  15,  OHIO 


M 

EAJ 


MORE  EFFECTIVE, 
EASIER  TO  ADMINISTER 


I 


>1:1 


in  hypertension 

~DJ  7A 
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A synergistic  hypo- 
tensive formula  that 
permits  effective 
thiocyanate  therapy 
with  lower,  safer 
thiocyanate  dosage 
plus  effective 
symptomatic  relief1 


• • • 


Each  TURASED  tablet  contains: 


Pentobarbital  Sodium  % gr.  (16.2  mg.) 

(Warning:  May  be  habit-forming) 
Potassium  Thiocyanate  % gr.  (48.7  mg.) 

Sodium  Nitrite ^ gr.  (32.5  mg.) 

Rutin 10  mg. 


SUPPLIED:  Bottles  of  100  and  500  coated 
(yellow)  tablets. 


1.  Parsonnel,  A.  E.,  et  al.:  J.  M.  Soo.  New  Jersey 
47:504,  1950. 


THE 

E.  L.  PATCH  CO. 


STONEHAM, 

MASSACHUSETTS 


. y 


.. 


TURASED  / PATCH 


Unmatched  Formula 

for  the  Treatment  of 
Pernicious  Anemia 


m 

© 

MI 

'*  Sue  Ampoule  Nc.R 

&ETICULOGE* 

fortified 

w.  contains:  20  n*t  * 
Bi?  Activity.  U-5J- 
from  Liver;  20 

pETICULCk 

FORTIFIt 

Chloride.  Preser^* 
Phenol 

■J®ct  Intramuscular!? 
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Editorials 


Symposium  on  Blood 


It  is  the  privilege  of  the  Journal  to 
resent  in  this  issue  a symposium  on  blood 
> which  many  eminent  physicians  have 
intributed.  At  the  146th  Annual  Meeting 
the  Medical  Society  of  the  State  of  New 
ork  in  1952,  there  was  held,  on  May  12,  the 
rst  meeting  of  the  Blood  Banks  Associa- 
on  of  New  York  State,  at  which  time  these 
apers  and  discussions  were  presented. 

The  papers  are  grouped  under  the  general 
eadings  of  plasma  fractionation,  blood 
rouping  and  typing,  transfusion  reactions, 
loot!  platelets,  motion  pictures,  and  ex- 
, ibits.  As  always,  some  of  the  discussion 
f the  papers  from  the  floor,  being  extempo- 
aneous,  was  not  recorded,  and  thus  much 
iformation  of  value  was  lost.  However, 
he  subject  matter  has  been  so  thoroughly 
overed  by  the  formal  papers  that  the  mem- 
bership will  find  in  this  issue  a valuable  re- 


view of  the  present  state  of  our  knowledge 
on  this  topic. 

Blood  and  its  derivatives  have  become 
one  of  the  most  important  therapeutic 
modalities  of  modern  times.  Its  collection, 
processing,  storage,  distribution,  and  uses 
pose  major  problems,  many  of  them  as  yet 
but  partially  solved.  Many  of  the  answers 
to  these  problems,  both  civilian  and  military, 
will  depend  upon  the  development  of  fur- 
ther knowledge  through  scientific  research 
and  experimentation . Even  now  the  volume 
of  blood  being  collected  and  distributed  by 
many  agencies  is  only  partially  realized. 
Yet  at  any  time  the  demand  could  be  sud- 
denly and  enormously  enlarged. 

It  is,  therefore,  of  the  greatest  importance 
that  scientific  sessions  of  this  kind  be 
continued  under  the  leadership  of  the 
Medical  Society  of  the  State  of  New  York. 
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Building  America’s  Health,  I 

Immediately  following  President  Truman’s  executiv 
order  establishing  the  President’s  Commission  on  the  Healt 
Needs  of  the  Nation,  in  December.  1951,  many  intelliger 
people  thought  of  it  as  possibly  a political  maneuver.  0 
the  whole,  the  press  expressed  hope  that  the  Commissio 
could  accomplish  a great  deal  in  providing  Congress  wit 
needed  information  and  sound  suggestions  for  health  legisk 
tion.  Physicians,  upon  looking  over  the  membership  of  tt 
Commission,  were  uncertain  about  whether  it  would  pro\ 
to  be  another  recommendation  for  compulsory  health  ii 
surance  or,  in  the  words  of  Dr.  Magnuson,  “a  burial  of  n; 
tional  compulsory  health  insurance  for  good.” 

Now  that  the  work  is  done,  such  disappointment  as  M 
Truman  may  experience  must  be  in  not  having  the  oppo 
tunity  to  implement  the  recommendations  rather  than  i 
the  recommendations  themselves.  The  report  certain 
does  not  bury  nationalization  of  health  services. 

Most  of  the  press  has  made  the  report  out  to  be  quite  t 
important  document.  Certainly  there  were  people  on  tl 
Commission  who  possess  the  brains,  experience,  and  intere 
in  public  welfare  necessary  to  make  it  such. 

It  would  seem  worth  while  for  every  physician  to  give  it  more  than  a cursory  glan 
and,  as  Mr.  Truman  suggested,  to  avoid  emotionalism  in  so  doing.  The  introduction  is 
compendium  of  useful  platitudes,  adequate  for  any  ambitious  young  writer  in  the  medic  . 
social  field.  The  shortcomings  of  the  doctor  who  inverts  the  first  principle  of  the  Code 
Ethics  are  well  catalogued  for  use  by  his  critics.  Socialistic  emphasis  is  given  to  respon 
bility  of  all  elements  of  society  for  provision  of  comprehensive  health  services  for  all  peop 
equally. 

Inasmuch  as  the  avowed  purpose  of  the  Commission  was  to  interpret  rather  than  colle 
facts,  the  Commission  had  for  its  consideration  the  reports  of  all  recent  surveys.  In  evalu 
ting  the  Commission's  proposals  it  is  of  more  than  passing  interest  to  take  down  the  reco 
and  look  at  the  proposals  made  approximately  fifteen  years  ago  when  we  had  another  e] 
demic  of  studies  which  were  well  documented.  It  is  significant  to  note  that  none  of  the  r< 
ommendations  of  those  previous  groups  leaving  a record  was  completely  adopted,  but  tl 
many  of  them,  except  compulsory  health  insurance,  have  been  shown  gradually  to  be  socia 
and  economically  sound.  It  certainly  is  not  begging  the  question  to  assert  that  there  1 
been  progress  in  medicosocial  thinking. 

Historical  Background 

The  Committee  on  the  Costs  of  Medical  Care  (1926).  supported  by  eight  foundatio 
launched  a study  which  lasted  five  years  and  cost  a million  dollars.  Its  final  report,  ‘‘Me 
cal  Care  for  the  American  People,”  published  in  1932,  was  dissected  in  an  editorial  of  I 
cember  3.  1932,  in  the  J.A.M.A.,  where  the  signers  of  the  majority  report  were  said  to 
“lining  up  with  great  foundations,  public  health  officialdom,  social  theory,  socialism,  co 
munism  inciting  to  revolution.” 

The  American  College  of  Surgeons  (1934)  published  in  its  June  Bulletin  recommen< 
tions  concerning  medical  care  which  were  also  noted  by  the  A.M.A.  A certain  amount 
bickering  took  place  upon  the  question  of  who  properly  represented  the  American  medi 
profession,  the  A.M.A.  or  the  A.C.S. 

The  American  Foundation  (1936),  “the  purpose  of  which  is  the  collection  and  comp 
tion  of  opinion  and  fact  that  may  have  a bearing  on  problems  of  government,  and  the  ( 
semination  of  these  opinions  and  facts  for  the  information  of  those  whom  they  may  conce 
without  drawing  conclusions  or  engaging  in  propaganda,”  started  a compilation  of  medi 
opinion  which  involved  correspondence  with  2,200  physicians  and  the  receipt  from  their 


516 


tf  arch  1,  1953] 


PRESIDENT’S  PAGE 


517 


13,000  letters.  This  material  was  classified,  edited,  and  published  as  a source  book  of  in- 
formation on  the  social  problems  of  medicine  as  seen  by  the  doctor  himself,  under  the  title, 

‘American  Medicine — Expert  Testimony  Out  of  Court.” 

Following  the  passage  of  the  Social  Security  Act  (1935),  President  Roosevelt  appointed 
m Interdepartmental  Committee,  “in  order  that  the  full  benefits  of  the  varied  federal  pro- 
grams, under  the  Act’s  provisions,  might  reach  with  minimum  delay  and  maximum  effec- 
iveness  the  individual  men,  women,  and  children  for  whose  aid  and  service  the  program  was 
wrought  into  existence.”  In  July,  1938,  the  Interdepartmental  Committee  called  a National 
Jealth  Conference  in  Washington  to  which  were  invited  physicians  and  members  of  corre- 
ated  professions,  representatives  of  organized  labor,  mutual  aid  and  welfare  organizations, 
arm  bureaus,  the  press,  hospital  administrators,  insurance  organizations,  industry,  and 
government  employes.  A report,  based  upon  three  years  of  investigation  by  a technical 
■ommittee  of  the  Interdepartmental  Committee  and  particularly  upon  the  1937  report  of 
the  U.S.  Public  Health  Service,  entitled  “The  Need  for  a National  Health  Program,”  was 
^resented  to  the  conference,  and  some  opportunity  for  previously  prepared  discussion  was 
riven.  “The  Need  for  a National  Health  Program”  was  based  upon  a study  of  health  and 
nedical  service  in  800,000  families,  including  2,800,000  people. 

On  September  16,  1938,  the  House  of  Delegates  of  the  A.M.A.  met  in  special  session  in 
Chicago  to  consider  the  recommendations  of  the  National  Health  Conference.  Action  was 
taken  on  each  one,  and  a committee  was  appointed  to  confer  and  consult  with  proper  Federal 
•epresentatives. 

J'j  j i 

Comparative  Study 

Now,  let  us  look  into  these  records  and  the  Magnuson  report  for  information  on  what 
progress  has  been  made  in  fifteen  years  and  what  changes  appear  in  the  health  needs  of  the 
nation  as  interpreted  by  the  latest  study  group. 

To  the  proposition  that  government  is  in  medicine  to  stay  there  has  been  no  dissenting 
opinion  for  twenty  years.  All  groups  recommend  wider  application  of  medical  science  to 
the  needs  of  the  people  as  a proper  governmental  function,  particularly  in  the  field  of  pre- 
ventive medicine.  Although  the  President’s  Commission  (1952)  recognizes  that  about  a 
third  of  the  people  live  where  there  is  no  full-time  health  officer  coverage,  that  about  a fifth 
of  them  live  where  there  are  no  local  public  health  services,  and  that  continuing  development 
of  coverage  by  local  full-time  health  departments  is  necessary,  the  emphasis  of  the  report  is 
placed  upon  personal  health  services. 

Federal  Department  of  Health 

We  find  the  A.M.A.  recommending  in  1938  “the  establishment  of  a federal  department 
of  health  with  a secretary  who  shall  be  a doctor  of  medicine  and  a member  of  the  President’s 
cabinet.”  In  order  to  work  from  a better  vantage  point  in  its  attempts  to  influence  govern- 
mental action  in  the  whole  field  of  health,  preventive  as  well  as  curative,  social  as  well  as 
technical,  medicine  needs  a department  in  the  administrative  side  of  the  Federal  govern- 
ment. The  Commission  (1952)  affirms  that  the  United  States  is  almost  alone  among 
civilized  nations  in  having  no  adequate  departmental  representation  of  the  public  interest  in 
health.  There  are  several  possibilities  for  such  a department : one  combining  health  with 

security  and/or  education,  a separate  department  of  health,  a secretary  with  or  without 
cabinet  rank,  and  a secretary  who  is  or  is  not  necessarily  a physician. 

Few  physicians  know  enough  about  cabinet  procedures  to  make  a good  decision  about 
which  arrangement  is  most  apt  to  provide  for  the  people  the  most  favorable  governmental 
action  in  health  matters.  It  is  natural  for  the  physician  to  think  that  a physician  would 
understand  the  problems  involved  better  than  would  a layman ; but  if  such  a physician  were 
picked  from  the  U.S.  Public  Health  Service,  the  military  services,  or  from  a group  of  out- 
standing hospital  administrators,  is  there  not  a definite  chance  that  he  might  be  prejudiced 
against  private  individual  practice?  Such  a man  might  well  approach  his  job  as  department 
head  fully  convinced  that  organized  and  regulated  service  along  the  lines  of  interrelated 
groups  of  physicians  is  more  important  to  the  people  than  freedom  of  choice  of  individual 
physicians.  Perhaps  a layman,  conditioned  by  his  individual  experience,  might  be  more  apt 
to  support  the  individual  practice  idea.  Experience  seems  to  show  that  inclusion  of  security 
and/or  education  in  the  same  department  with  health  would  not  work  out  to  the  best  in- 
terests of  the  people’s  health.  At  best  there  is  a big  gamble  involved. 
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The  Commission  on  Health  Needs  of  the  Nation  (1951)  proposed  a Department  of 
Health  and  Security  on  the  ground  that  health  and  security  functions  should  be  integrated. 
The  Commission  was  impressed  with  the  fact  that  progress  in  health  conditions  involves  not 
only  activities  of  the  health  professions  but  also  better  housing,  better  nutrition,  better 
health  education,  and  economic  security.  Consequently',  it  recommended  integration  of  all 
these  activities  in  one  department.  One  wonders  if  this  represents  a subtle  influence  by 
those  commissioners  who  are  for  compulsory  health  insurance,  at  least  in  so  far  as  the  bene- 
ficiaries of  old  age  and  survivor’s  insurance  are  concerned?  The  Commission  did  not  stip- 
ulate cabinet  rank  for  the  secretary.  Of  course  it  did  not  suggest  a physician  as  secretary 
because  it  recommended  inclusion  of  security  in  the  department.  Two  minority  reports 
urged  a Department  of  Health  of  cabinet  rank. 

The  December,  1952,  House  of  Delegates  of  the  A.M.A.  decided  that  the  best  arrange- 
ment would  be  a separate  Department  of  Health  of  cabinet  rank,  but  with  the  secretary  not 
necessarily  a physician.  The  latter  decision  is  a compromise  from  its  June,  1938,  position. 

General  Practice 

In  1932,  the  minority  report  of  the  Committee  on  the  Costs  of  Medical  Care  recom- 
mended that  “united  attempts  be  made  to  restore  the  general  practitioner  to  the  central 
place  in  medical  practice.”  The  profession  has  accomplished  something,  chiefly  through 
the  activities  of  the  general  practitioners  themselves,  in  furtherance  of  that  idea.  The 
Commission  states  that,  along  with  the  shortage  of  all  specialists  except  surgeons,  there  are 
not  enough  general  physicians  and  that  most  of  them  are  too  busy  to  give  adequate  attention 
to  the  individual  patient.  It  states  that  because  of  the  fundamental  importance  of  physi- 
cian-patient relationship,  everyone  should  have  a personal  physician.  The  only  recom- 
mendations likely  to  be  productive  of  improvement  in  general  practitioner  service  are  that 
even'  physician  should  have  some  kind  of  hospital  connection  and  that  an  intensive  field 
study  should  be  made  of  the  general  physician’s  work,  conditions  of  work,  education,  train- 
ing, and  economic  status.  The  Academies  of  General  Practice,  the  American  and  State 
Medical  Associations,  and  many  of  the  medical  schools  would  seem  to  be  way  ahead  of  the 
Commission  in  understanding  of  this  most  important  need,  that  everyone  have  a personal 
physician.  This  is  another  instance  of  the  general  impression  given  in  the  report  that  the 
health  needs  of  the  nation  require  organization  of  medical  service. 

Care  for  the  Medically  Indigent 

The  next  subject  for  consideration  is  the  financial  responsibility  for  medical  care  of  the 
medically  indigent. 

The  Committee  on  the  Costs  of  Medical  Care  (1932)  decided  that  “adequate  and 
assured  payment  must  be  provided  to  the  individuals  and  agencies  which  furnish  the  care.”' 
The  .American  College  of  Surgeons  report  on  medical  service  (1934)  stated,  “The  care  of  the 
indigent  sick  should  be  a direct  obligation  upon  the  community  and  (unless  otherwise  com- 
pensated by  intangible  benefits  such  as  staff  and  teaching  appointment,  opportunity,  and 
experience)  physicians  fulfilling  this  public  service  should  receive  remuneration.” 

In  “American  Medicine — Expert  Testimony  Out  of  Court”  (1936)  one  finds,  “It; 
merits  repetition  that  a very  large  majority  of  our  correspondents  declare  for  square  recog- 
nition of  the  principle  that  the  care  of  the  indigent  is  a logical  charge  upon  tax  funds,  local 
to  the  greatest  degree  possible,  but  with  state  aid  and  with  federal  aid  to  a degree  that 
particular  situations  make  these  necessary.” 

The  National  Health  Conference  (1938)  recommended  “federal  grants  in  aid  to  the 
states  toward  the  costs  of  a medical  care  program  for  recipients  of  public  assistance  and 
other  medically  needy  persons.”  In  acting  upon  that  recommendation  the  A.M.A.  advo- 
cated “recognition  of  the  principle  that  the  complete  medical  care  of  the  indigent  is  a re- 
sponsibility of  the  community,  medical  and  allied  professions  and  that  such  care  should  be 
organized  by  local  governmental  units  and  supported  by  tax  funds.” 

The  Commission  on  the  Health  Needs  of  the  Nation  (1951)  supported  such  genera 
statements  and  proposed  the  use  of  Federal  funds  to  supplement  those  of  states  and  loca 
communities,  for  the  payment  of  premiums  of  insurance  policies  to  be  issued  by  voluntary 
insurance  plans,  to  provide  comprehensive  medical  care  for  all  medically  indigent.  Ii 
went  much  further  in  its  recommendations  concerning  prepayment  plans,  but  these  wall  bt 
discussed  in  my  next  President’s  Page. 
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CANCER  OF  THE  BREAST 

Frank  E.  Adair,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Department  of  Surgery,  Memorial  Hospital) 


^ ANCER  of  the  breast  represents  the 
most  common  type  of  cancer  which 
ttacks  women.  Rather  recently,  in  a 
pecial  study  of  the  American  Cancer  So- 
iety,  physical  examinations  were  made  on 
■ 1,700  people,  who  had  a routine  checkup. 
During  the  course  of  these  examinations, 
'45  females  were  found  to  have  some  type  of 
ancer;  93  had  breast  cancer;  next  in 
irder  of  frequency  were  50  cases  of  skin 
ancer,  and  next  was  uterine  cancer,  38 
■ases.  In  New  York  State  there  is  an  inci- 
lence  of  00  women  who  develop  breast 
ancer  per  100,000  population,  or  one  new 
ireast  cancer  developed  in  women  annually 
o each  1,666  of  the  population.  It  is  ob- 
ious  that  every  practitioner  of  medicine  or 
urgery  will  surely  have  to  meet  this  disease 
ace  to  face  many  times  during  the  course  of 
lis  practice.  He  must,  therefore,  be  pre- 
>ared  either  to  be  suspicious  of  its  presence 
>r  be  in  a position  to  make  a definite  diag- 
losis  or  refer  the  patient  to  a consultant; 
itherwise,  the  patient’s  lesion  may  escape 
letection  for  some  time,  and  the  opportunity 


to  save  the  patient’s  life  may  have  gone  by 
forever.  I have  often  been  impressed  that 
the  cancerous  diseases  seem  not  to  be  thought 
of  in  many  instances  until  the  disease  has 
gone  to  the  axilla  (stage  II),  when  the  pa- 
tient’s chances  of  cure  have  been  reduced  by 
a half.  Because  of  this  fact,  it  seems  worth 
while  for  us  to  review  the  subject. 

Cancer  of  the  breast  is  not  an  uncommon 
disease;  therefore,  every  lesion  of  the  breast 
must  first  be  thought  of  as  a possible  malig- 
nant tumor,  and  the  responsibility  of  the 
physician  is  paramount  until  he  either  es- 
tablishes a diagnosis  himself  or  places  the 
patient  in  the  care  of  one  who  can  quickly 
establish  the  diagnosis.  Because  the  breast 
is  outside  of  the  chest  wall,  it  is  usually  an 
easy  matter  to  palpate  any  tumor  or  thick- 
ening which  occupies  a position  in  the  breast  . 
Even  if  it  becomes  necessary  to  remove  the 
breast  lump  in  order  to  make  a microscopic 
diagnosis,  this  is  not  difficult  to  do.  The 
lump  can  then  be  analyzed  by  frozen  section 
and  the  diagnosis  established  beyond  any 
question. 
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There  is  no  escaping  the  responsibility  of 
the  physician  in  arriving  at  a diagnosis 
within  a reasonable  time.  Time  is  the 
most  important  single  item  in  the  case. 

The  examination  of  both  breasts  (for 
comparison)  must  be  conducted  with  the 
patient  in  both  the  sitting  and  reclining 
positions.  In  certain  breasts,  signs  are 
elicited  in  one  position  which  cannot  be 
demonstrated  in  the  other  position. 

Although  cancer  of  the  breast  may  develop 
at  any  age  past  sixteen,  still  the  commonest 
tumor  developing  past  the  menopause  is 
cancer,  while  the  reverse  is  true  in  those 
under  the  age  of  menopause;  in  the  latter 
group,  the  benign  tumors,  such  as  fibro- 
adenomata,  cysts,  etc.,  are  numerically 
much  more  common  than  cancer. 

A very  baffling  problem,  which  is  con- 
stantly being  presented,  is  the  lumpy, 
painful  breast.  For  approximately  seven 
to  ten  days  before  the  monthly  period,  the 
breast  undergoes  physiologic  changes,  due 
to  the  ovarian  hormone  influence.  It  be- 
comes congested,  tender,  and  lumpy — a con- 
dition we  call  premenstrual  mastitis.  With 
the  onset  of  the  period,  this  congestion  is 
released,  and  the  breast  returns  to  normal. 

Painful  mastitis  is  always  a difficult  con- 
dition to  treat  successfully.  It  seldom 
needs  an  operation.  It  occurs  more  es- 
pecially during  the  second  and  third  decades. 
Reassurance  and  hot  compresses,  as  well  as 
anything,  give  relief. 

It  is  well  to  remember  that  every  cancer  of 
the  breast  starts  as  a solitary  small  nidus. 
Our  cures  are  in  direct  proportion  to  the 
size  of  the  tumor  growth.  The  earlier  we 
make  the  diagnosis  of  these  small  lesions, 
the  more  nearly  will  our  cures  be  100  per 
cent.  The  smaller  the  tumor,  the  more  nec- 
essary it  becomes  to  perform  a surgical 
biopsy. 

After  the  two  main  considerations,  namely, 
the  age  of  the  patient  and  the  presence 
of  a lump,  come  the  other  classical  signs,  such 
as  nipple  retraction;  attachment  of  the 
tumor  to  overlying  skin,  as  represented  by 
skin  attachment  and  dimpling  of  the  skin; 
hardness  of  the  tumor;  deformity  of  the 
breast;  painlessness  of  the  lump,  etc.  The 


presence  of  axillary  enlarged  lymph  node 
is  not  an  early  sign  of  cancer,  even  though  it  i 
helpful  in  aiding  us  in  diagnosis.  If  w« 
wait  until  the  disease  leaves  the  breast  am 
goes  to  the  axilla,  our  cures  will  be  halved 
On  the  average,  it  requires  only  six  month 
for  cancer  of  the  breast  to  metastasize  t< 
the  axilla. 

For  cure,  we  must  rely  chiefly  on  radica 
surgery  to  do  a total  extirpation  of  the  breas 
and  the  entire  axillary  contents.  Althougl 
the  cure  percentage  may  differ  slightly  ii 
the  hands  of  different  surgeons,  still  th 
approximate  cure  rate  is  80  per  cent  if  th 
disease  is  confined  to  the  breast,  and  approx 
imatelv  40  per  cent  if  both  the  breast  am 
axilla  are  involved. 

The  most  unfavorable  sites  for  a breast 
cancer  to  grow  are  the  inner  upper  and  inne 
lower  quadrants,  and  also  the  central  areola 
area.  The  other  quadrants  offer  a bettel 
chance  for  cure. 

In  Sweden,  a mild  dose  of  preoperative  x 
ray  precedes  the  radical  mastectomy,  which 
in  turn,  is  followed  by  mild  (3,000  r)  post 
operative  x-ray  therapy.  In  America,  w 
feel  that  x-rajr  therapy  adds  to  the  numbe 
of  cases  of  lymphedema  of  the  arm,  and  w< 
therefore,  use  less  x-ray  therapy  in  the  opei 
able  cases  than  is  used  in  Sweden. 

For  recurrence  and  metastasis,  x-ray  thei 
apy  is  of  the  greatest  help.  In  advance 
metastatic  conditions,  the  androgens  ar 
used  at  any  age,  particularly  in  the  presenc 
of  painful  bone  involvement.  The  dose  i 
100  mg.  of  testosterone  proprionate,  injecte 
into  the  gluteal  muscles,  three  times  a wee! 
for  an  indefinite  period.  In  the  elder  wome 
(sixty  and  over),  the  use  of  the  estrogens  i 
indicated.  Estinyl,  0.5  mg.  three  time 
daily  by  mouth,  or  stilbestrol,  5 mg.  thre 
times  daily  by  mouth,  are  used  indefinitel) 
as  indicated. 

In  summation,  it  would  appear  that  th 
most  important  aspects  surrounding  the  cas 
are  alertness  and  conscientiousness  on  th 
part  of  the  physician  not  to  overlook  an 
breast  lesion;  then,  next,  to  arrive  at 
diagnosis  without  loss  of  undue  time,  anc 
last,  to  see  that  a competent  radical  maste< 
tomv  is  performed. 


Man’s  brain  is,  after  all,  the  greatest  natural  resource. — Karl  Brandt 


i 


Careful  inspection  may 
disclose  irregularities  of 
contour  (caused  by  masses 
or  depressions),  either 
presumptive  or  neoplastic. 


Pig-skinning,  or  orange  peel 
appearance,  of  the  skin  is 
highly  suggestive  of  neo- 
plasm. 


In  addition  to  variations  in 
size  of  the  breasts,  inspec- 
tion will  reveal  nipple  ab- 
normalities, the  most  signifi- 
cant being  flattening  or  in- 
version. 


When  neither  simple  in- 
spection nor  light  manipula- 
tion discloses  abnormalities, 
careful  palpation  may  do 
so.  Gentle  compression  of 
successive  sectors  of  the 
breast  may  disclose  skin 
adherence. 


Following  inspection  and  palpation  (by  the  flat  of  the 
fingers)  in  recumbent  and  sitting  positions,  the  fine 
examination  of  identified  mass  is  accomplished  with 
the  finger  tips. 


Abnormalities  not  apparent  in  normal  light  may  be 
brought  out  by  indirect  illumination,  i.e.,  by  passing 
light  source  from  the  sides.  Fine  irregularities  and 
depressions  may  be  disclosed  by  this  method. 


Transillumination  — viewing 
the  breast  through  a power- 
ful light  source  (a  pen  light 
battery  will  do)— will  often 
suggest  the  nature  of  masses, 
benign  dominant  tumors 
tending  to  have  sharp  bor- 
ders, malignant  ones,  shaded 
peripheries. 


Cross  section  of  active  duodenal  ulcer.  35x. 


dearie  Introduces  Pro-Banthine 


Smaller  dosage,  better  taste,  fewer  side  effects  in  new  product 


he  laboratories  of  G.  D.  Searle  & Co., 
'ter  continued  research  in  anticholin- 
*gic  agents,  now  introduce  a new  and 
nproved  drug  for  use  in  the  treatment 
f peptic  ulcer,  intestinal  hypermotility 
nd  other  parasympathotonic  condi- 
ons,  in  its  recently  perfected  Pro- 
anthine. 

Because  of  its  high  potency  and  greater 
3ecificity,  Pro-Banthine  permits  smaller 
osage.  In  a dosage  of  one  tablet  (15  mg.) 


with  meals  and  two  tablets  at  bedtime, 
mimimal  side  effects  may  be  expected. 

Pro-Banthine  has  a neural  inhibiting 
effect  on  both  the  sympathetic  and  para- 
sympathetic ganglia  as  well  as  an  atro- 
pine-like  action  on  the  postganglionic 
nerve  endings  of  the  parasympathetic 
system. 

Provided  in  oral  dosage  form — 15  mg. 
sugar-coated  tablets. 

SEARLE  Research  in  the  Service  of  Medicine 


rand  of  Propantheline  Bromide.  Trademark  of  G.  D.  Searle  & Co. 
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to  lower  a hypertensive’s  blood  pressure 


It  is  desirable  to 

1.  reduce  blood  pressure  to  near- normal  or 
normal  levels 

2.  alleviate  hypertensive  manifestations 

3.  improve  patient  s condition  even  if  blood 
pressure  is  not  markedly  altered. 

These  objectives  are  now  attainable  with  Methium 
—an  “orally  effective  ganglionic  blocking  agent.  1 
The  clinically  significant  drop  in  blood  pressure 
usually  results  in  disappearance  of  subjective 
symptoms  such  as  headache,  dizziness,  fatigue, 
palpitation. 

Methium  is  indicated  specifically  in  cases  of 
severe  hypertension  unresponsive  to  the  conven- 
tional therapy  of  bed  rest  and  sedatives.  Once 


lower  blood  pressure  levels  are  reached  and  main- 
tained. the  slowly  increased  Methium  dosage  can 
usually  be  stabilized  and  benefits  sustained  for 
prolonged  periods. 

Prior  to  treatment  each  hypertensive  should 
be  evaluated  individually.  Therapeutic  response 
to  Methium  varies.  It  is  a potent  drug  and  should 
be  used  carefully.  In  the  presence  of  complications 
such  as  impaired  renal  function,  coronary  artery 
disease  and  existing  or  threatened  cerebral  vas- 
cular accident,  caution  is  particularly  indicated. 
Complete  instructions  for  prescribing  Methium 
are  available  cn  request  and  should  be  consulted 
before  using  the  drug. 

Methium  is  supplied  in  both  125  mg.  and 
250  mg.  scored  tablets  in  bottles  of  100  and  500. 
1.  Grimson,  K.  S.,  et  a!.:  J.A.M-A.  149:215  (May  17)  1952. 
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Scientific  Articles 


BLOOD  BANKS  ASSOCIATION 
OF  NEW  YORK  STATE 

SCIENTIFIC  SESSION 

John  Scudder,  M.D.,  Chairman 
Education  and  Scientific  Standards  Committee 

(The  following  papers  were  presented  at  the  First  Scientific  Session  of 
the  Blood  Banks  Association  of  New  York  State,  held  May  12,  1952,  in 
New  York  City,  in  conjunction  with  the  146th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York.) 


INTRODUCTION 


Dr.  John  Scudder:  May  I welcome  you  to  the 
First  Scientific  Session  of  the  Blood  Banks 
\ssociation  of  New  York  State.  The  organiza- 
tion meeting  took  place  in  Albany  on  March  1 and 
2 of  1952,  in  response  to  a resolution  passed  by  the 
Bouse  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  that  a State  association  of 
olood  banks  be  formed.  The  Committee  on 
Education  and  Scientific  Standards  of  this  Asso- 
ciation was  instructed  to  arrange  this  program. 

I have,  here,  greetings  and  wishes  for  success  of 
this  new  Blood  Banks  Association  from  Dr. 
Leonard  W.  Larson,  chairman  of  the  Committee 
on  Blood  Banks  of  the  American  Medical  Associa- 
tion; Dr.  Julius  W.  Davenport,  president  of  the 
American  Association  of  Blood  Banks;  and  Dr. 
Marcus  D.  Kogel,  commissioner  of  hospitals  of 
the  City  of  New  York. 

Dr.  Hollis  Ingraham’s  remarks,  which  will  fol- 
low, will  convey  to  you  a message  from  Dr. 
Herman  E.  Hilleboe,  commissioner  of  health  for 
New  York  State. 

This  program  has  been  arranged  in  three  sec- 
tions: motion  pictures,  exhibits,  and  scientific 

papers.  “Clinical  Shock,”  P.M.F.  5108,  has  just 
been  released  by  the  United  States  Army  Signal 


Corps;  “Emergency  Blood  Collection  and  Admin- 
istration,” prepared  by  Dr.  John  K.  Miller,  State 
Department  of  Health,  is  an  excellent  teaching 
film.  The  “Intravenous  and  Intra-arterial  Trans- 
fusion” shows  the  pump  which  makes  pressure 
transfusion  safe.  The  film  on  “Platelets”  was 
secured  from  Professor  A.  Roskam  of  Belgium. 
This  brings  new  information  on  platelets. 

The  scientific  exhibits  form  the  second  part  of 
the  meeting.  The  plasma  fractionation  machine, 
shown  by  Dr.  E.  J.  Cohn,  Dr.  James  L.  Tullis, 
and  Robert  Tinch,  illustrates  for  the  first  time  the 
simultaneous  phlebotomy  of  two  donors  and  the 
fractionation  of  the  blood  into  its  various  com- 
ponents. Dr.  John  K.  Miller,  from  the  New 
York  State  Department  of  Health,  will  illustrate 
“Training  of  Teams  for  Blood  Grouping  and  Rh 
Testing  for  Emergencies.”  Dr.  Philip  Levine 
and  his  staff  will  demonstrate  new  aspects  of  Rh 
tests.  The  demonstration  of  the  “Cup  Test”  for 
emergency  grouping  and  Rh  typing  by  Dr. 
Charles  P.  Emerson  is  of  special  interest. 

Platelet  preservation  studies  by  Dr.  Robert 
Hartman  and  the  morphology  of  platelets  with 
the  use  of  the  phase  microscope  by  Professor 
Rovatti,  together  with  the  electron-microscope 
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transparency  of  platelets  by  the  Radio  Corpora- 
tion of  America,  will  give  a new  understanding  of 
some  of  the  functions  of  platelets.  General  Sam 
F.  Seeley’s  charts  depicting  the  various  mecha- 
nisms in  shock,  together  with  the  autotransfusion 
apparatus  and  the  intra-arterial  and  intravenous 
pressure  transfusion  pump,  will  illustrate  some  of 
the  newer  methods  in  the  treatment  of  shock. 

The  third  part  of  this  program  is  the  series 
of  papers  to  be  delivered. 

Dr.  Hollis  Ingraham,  Albany:  Members  and 
friends  of  the  Blood  Banks  Association  of  New 
York  State,  Dr.  Hilleboe,  New  York  State 
commissioner  of  health,  regrets  that  he  is  unable 
to  be  with  you  today.  He  asked  me  to  extend  his 
warmest  greetings  and  assure  you  of  his  continued 
interest  in  and  of  his  earnest  desire  to  cooperate 
with  this  Association. 

In  the  day-to-day  work  of  the  Department  of 
Health  there  are  constant  reminders  of  the  ever- 
growing importance  of  blood  and  blood  deriva- 
tives in  the  saving  of  life  and  the  prevention  of 
disease.  The  growing  threat  of  atomic  warfare 
has  magnified  these  needs  beyond  any  previously 
comprehended.  Indeed,  it  seems  certain  that  it 
will  be  impossible  for  any  single  organization  to 


provide  blood  in  sufficient  quantities  to  meet  the 
needs  of  civil  defense.  The  Blood  Banks 
Association  of  New  York  State  can  serve  to  bring 
together  all  those  interested  in  the  problems  of 
blood  and  blood  banking  and,  thus,  to  stimulate 
the  development  of  a comprehensive  and  more  • 
nearly  adequate  program,  both  for  the  purpose  of 
peace-time  public  health  and  for  civil  defense. 

Your  youthful  organization  is  thus  challenged  . 
by  an  immense  and  complex  problem,  but,  by  the 
same  token,  it  has  unequaled  opportunities  to  ad- 
vance the  cause  of  human  health  and  welfare. 

Dr.  Richard  Lewisohn,  New  York  City: 
Thanks,  Dr.  Scudder,  for  asking  me  to  say  a few 
words  in  this  most  interesting  symposium. 

We  have  traveled  a long  road  since  the  original  j 
animal  experiments  were  published  which  showed, 
nearly  forty  years  ago,  that  sodium  citrate  in  a 
.dose  of  0.2  per  cent  is  perfectly  safe  for  human 
blood  transfusion.  Yet  strong  opposition,  ex- 
tending over  many  years,  was  encountered. 

Since  the  introduction  of  the  blood  banks, 
citrate  transfusion  has  been  firmly  established. 
Without  the  most  simple  citrate  technic  the 
great  advances  in  modern  surgery  would  have 
been  impossible. 
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PLASMA  FRACTIONATION 


NEWER  TECHNICS  FOR  THE  SEPARATION  AND  FRACTIONATION 

OF  WHOLE  BLOOD 

James  L.  Tullis,  M.D.,  Boston,  Massachusetts 

( Special  Associate  in  Cytology  to  the  University  Laboratory  of  Physical  Chemistry  related  to  Medicine  and 
Public  Health  and  Associate  Director  of  the  Blood  Characterization  and  Preservation  Laboratory, 

Harvard  University) 


\ T)BOPER  economy  in  the  use  of  blood  and 
I JL  blood  derivatives  is  of  increasing  medical 
1 significance.  Blood  programs  throughout  the 
B country  are  confronted  with  the  specter  of  an 
I ever-increasing  demand  without  significant  in- 
H crease  in  supply.  The  requirements  of  whole 
■ blood  for  civilian  and  military  surgery,  plus  the 
Ij  modest  requirements  of  plasma  for  stockpiling 
I in  civilian  defense,  already  strain  our  quota  of 
I donors.  In  the  event  of  a national  disaster,  our 
I resources  of  whole  blood  would,  inevitably, 
I prove  deficient.  Fractionation  of  blood  into  its 
I several  parts  can  greatly  increase  our  potential 
k supply  and  lessen  the  impact  of  such  a tragedy. 
I Utilization  can  be  predicated  on  individual  need 
I only  if  and  when  each  component  of  blood  is 
separated  from  the  other.  The  present  practice 
of  treating  anemia  or  acute  hemorrhage  with  red 
cells,  white  cells,  platelets,  gamma  globulins, 
lipoproteins,  enzymes,  hormones,  and  clotting 
components,  instead  of  with  the  fractions  wrhich 
are  specifically  indicated,  is  completely  irrecon- 
cilable with  the  needs  of  the  future. 

The  development  of  biomechanical  equipment 
to  fractionate  whole  blood  has  undergone  sig- 
j nificant  advances  in  recent  months.  The  blood 
centrifuge  being  demonstrated  before  this  meeting 
represents  but  one  of  many  types  of  such  bio- 
[ mechanical  equipment  (Figs.  1,  2,  3,  4,  5). 
Its  development  is  almost  entirely  due  to  the 
imagination  and  stimulus  of  Dr.  Edwin  J.  Cohn 
of  Harvard  University.  The  interest  of  Dr.  Cohn 
in  plasma  fractionation  and  albumin  production 
during  World  War  II  is  well  known  to  many  of 
you.  It  was  not  until  1948,  however,  that  his 
interests  turned  to  whole  blood  and  the  separation 

Presented,  by  invitation,  at  the  First  Scientific  Session  of 
the  Blood  Banks  Association  of  New  York  State,  New  York 
City,  May  12,  1952. 

Concurrent  with  the  presentation  of  this  paper,  an  appara- 
tus for  the  atraumatic  fractionation  of  blood  in  a continuous- 
flow  system  was  demonstrated.  The  apparatus  was  de- 
veloped by  Dr.  Edwin  J.  Cohn  in  the  University  Laboratory 
of  Physical  Chemistry  related  to  Medicine  and  Public 
Health,  Harvard  University,  and  is  being  produced  by  the 
American  Optical  Company,  Southbridge,  Massachusetts. 


Fig.  1.  Removable  cartridge  for  two  phleboto- 
mies. Glass  centrifuge  bowls  have  been  removed 
to  show  collecting  cup  and  inflow  feed  tube. 


and  preservation  of  each  of  its  parts.  At  that 
time,  a conference  was  called  by  the  Research  and 
Development  Board  of  the  Defense  Department, 
in  cooperation  with  the  American  National 
Red  Cross,  to  bring  together  research  workers 
interested  in  all  components  of  blood,  both  cyto- 
logic and  protein.  The  results  of  the  conference1 
were  later  summarized  in  three  poignant  state- 
ments: (1)  Blood  should  never  be  exposed  to 
glass,  or  foreign  surfaces.  (2)  Blood  should  never 
be  exposed  to  large  concentration  of  anticoagu- 
lant. (3)  Blood  components  could  be  preserved 
longer  and  more  easily  in  their  separated  state 
than  in  whole  blood.  These  conclusions  were,  in 
a large  part,  responsible  for  the  inauguration  at 
Harvard  University  of  an  active  inquiry  into  the 
state  in  nature  of  each  of  the  parts  of  blood  and 
into  the  development  of  biomechanical  equip- 
ment to  achieve  such  natural  states  more  rapidly. 

Indeed,  if  separated  blood  could  be  preserved 
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Fig.  2.  Same  photograph  as  Fig.  1,  with  glass 
centrifuge  bowls. 


more  successfully  than  whole  blood,  and  if  econ- 
omy in  the  use  of  blood  indicated  the  need  for 
such  separation,  machinery  should  be  developed 
to  accomplish  this  as  promptly  as  possible  after 
removal  of  blood  from  the  donor’s  arm.  If 
nonwettable  surfaces  were  less  harmful  to  plate- 
lets, white  cells,  lipoproteins,  and  clotting  com- 
ponents than  the  rubber  tubing  and  glass  bottles 
generally  used,  such  machinery  should  have  pro- 
tective surfaces.  If  anticoagulants  were  harmful 
to  blood,  such  machinery  should  have  decalcifying 
resins.  Stated  in  words,  such  a course  seemed 
both  obvious  and  simple.  But,  between  the 
statement  of  facts  and  the  accomplishment  of 
the  goal,  lay  the  collaborative  thinking  of  many 
individuals  and  groups.  Time  precludes  the 
enumeration  of  all  of  them,  but  it  is  fitting  to 
record  that,  without  their  help,  much  of  the 
present  achievement  would  still  be  theory.  With- 
out the  help  of  Drs.  Gibson,  Walters,  and  the 
late  Edward  Buckley,  the  original  observation 
of  Steinberg  on  the  decalcification  of  whole  blood 
by  cation  exchange  resin  would  not  have  been 
developed  into  the  eminently  satisfactory  ex- 
change column  used  in  this  machine  as  a means 
of  preventing  clotting.  Without  the  work  of 
Rochow  and  others  on  nonwettable  surfaces, 
the  original  observations  of  Jacques  and  coworkers 
would  not  have  been  developed  into  the  lacquer 
and  vapor  silicone  surfaces  which  are  readily 
applied  to  either  glass  or  metal  parts.  Without 
the  observations  of  Hughes,  Surgenor,  Gurd, 
Batchelor,  and  others  on  metal  interactions  with 
proteins,  much  of  the  simplification  in  plasma 
fractionation  would  not  yet  be  accomplished. 
Without  the  collaboration  of  D’hont,  Tinch, 


Fig.  3.  Uprating  cabinet  with  two  cartridges  (four 
bowls)  ready  for  operation. 


Gordon,  Ellis,  and  others,  many  of  the  engineer- 
ing advances  would  not  have  been  made. 

It  should  be  pointed  out  that  this  apparatus 
was  developed  originally  as  a research  tool,  a 
machine  to  fractionate  blood  into  its  several 
parts  immediately,  before  the  autocatalytic 
process  of  enzymatic  degradation  could  begin, 
and  thus  yield  products  in  their  natural  state, 
suitable  for  preservation.  As  such,  the  apparatus 
has  served  its  role  well  and  has  already  yielded 
plasma  containing  proteins  which  are  in  a state 
of  purity  never  previously  achieved.  This 
purity  has  led  to  a greater  stability  of  protein 
solutions  (SPPS),*  which  in  turn  has  led  to  fur- 
ther simplification  of  the  mechanical  apparatus, 
each  step  complementing  the  other.  From  this 
beginning,  many  other  applications  inevitably 
developed . Because  of  the  speed  and  facility  with 
which  the  fractionation  could  be  accomplished, 
it  was  apparent  that,  in  blood  banking  operations, 
the  centrifuge  had  a potential  usefulness  which 
could  far  outreach  its  role  in  the  research  labora- 
tory. 


* Stable  plasma  protein  solution  of  Cohn. 
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Fig.  4.  Angle  view  from  below  plate. 


This  centrifuge  may  be  used  for  direct  frac- 
tionation during  the  collection  of  blood  from  a 
donor  or  for  the  processing  of  outdated  banked 
blood  with  salvage  of  the  two  harder  components, 
'albumin  and  gamma  globulin.  It  operates 
[as  a continuous-flow,  closed  system,  in  which  the 
separation  of  the  cytology  components  begins 
jthe  instant  the  blood  leaves  the  donor’s  arm  and 
enters  a resin  column.  By  the  time  the  phlebot- 
omy is  completed,  the  separation  of  the  cellular 
elements  is  likewise  complete.  Insomuch  as  only 
a part  of  the  blood  is  in  the  centrifuge  bowl  at 
any  one  time,  the  machinery  is  light,  compact, 
and  easily  portable. 

The  blood  leaves  the  vein  of  the  donor  through 
a specially  designed  laminar-flow  needle  with  an 
interior  which  has  been  coated  with  arquad  to 
render  it  nonwettable.  The  blood  then  passes 
through  a plastic  tube  to  a silicone-coated  metal 
column  containing  an  exchange  resin.  In  a 
manner  which  may  be  likened  to  the  softening  of 
water,  calcium  is  removed  from  the  blood  in 
exchange  for  sodium,  thus  obviating  the  use  of 
anticoagulants.  By  pretreatment  of  the  resin 
j column  with  trace  amounts  of  calcium,  the  plate- 
i lets  can  be  sequestered  on  to  the  same  resin  beads 
1 and  later  recovered  by  use  of  a solution  contain- 
ing acetate  and  metal-complexing  agents. 

The  blood  leaves  the  bottom  of  the  resin  column 
at  a flow  rate  of  50  milliliters  per  minute  and  is 
now  free  of  calcium,  magnesium,  potassium,  and 
i platelets.  It  then  passes  through  a heat  ex- 
change unit  which  promptly  chills  it  to  the  opti- 
mal temperature  for  preservation  of  the  various 
component  parts,  and  thence  it  flows  into  the 
centrifuge  bowl.  The  capacity  of  this  bowl  is 
\ such  that  the  high  density  solution  which  it 
I contains  prior  to  the  beginning  of  a phlebotomy, 
plus  the  hematocrit  of  a full  500-milliliter  bleed- 
ing, exactly  fills  it.  As  blood  enters  the  bowl, 
the  red  cells  pass  through  the  high  density  media 
| and  aggregate  at  the  periphery.  The  plasma 
! and  white  cells  pass  along  the  surface  of  the  high 


Fig.  5.  Plate  view  from  above  to  illustrate  collect- 
ing cup  and  feed  tube. 


density  solution  and  flow  down  into  a lower 
centrifuge  projection  which  does  not  contain 
high  density  solution.  The  white  cells  are  re- 
moved at  that  point,  and  the  cell-free  plasma 
then  flows  down  into  a plastic  bag  below  the 
centrifuge.  At  the  conclusion  of  the  separation, 
the  centrifuge  bowl  is  stopped  abruptly.  In  the 
absence  of  further  centrifugal  force  the  red  cells 
fall  straight  down  from  the  open  bowl  in  a con- 
tainer separate  from  the  one  in  which  the  white 
cells  are  collected.  The  red  cell  bag  contains 
whatever  preservative  solution  is  desired. 

As  soon  as  the  cell  separation  is  complete,  the 
plasma  is  treated  with  zinc  to  precipitate  the  un- 
stable globulins.  This  material  then  may  be 
forced  by  gas  pressure  into  a secondary  protein 
centrifuge  bowl  for  separation  of  the  globulin 
precipitate.  The  supernatant  material  from 
this  separation,  called  stable  plasma  protein 
solution  (SPPS),  contains  essentially  all  of  the 
albumin  and  is  thus  ideally  suited  as  a colloid 
solution  for  the  treatment  of  shock.  Clinical 
studies  on  this  material  are  now  under  way.  Its 
ease  of  preparation,  long  time  stability  without 
refrigeration,  and  decreased  hepatitis  hazard* 
make  it  a potentially  formidable,  therapeutic 
agent  in  plasma  volume  expansion. 

The  increased  speed  of  protein  fractionation 
which  has  resulted  from  these  newer  biomechani- 
cal machines  has  increased  the  stability  of  the 
protein  solutions.  It  is  entirely  possible  that  all 
parts  of  blood  eventually  can  be  preserved  for 
therapeutic  use.  With  such  developments,  it  is 
fitting  that  those  of  us  in  clinical  medicine  ac- 
custom our  thinking  to  the  administration  of 
specific  blood  components  for  the  treatment  of 
specific  blood  deficiencies. 

Reference 
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* The  production  of  SPPS  from  a single  blood  donation 
rather  than  a plasma  pool  reduces  the  potential  hepatitis 
infectivity  to  the  same  ratio  as  whole  blood.  Moreover, 
incomplete-  evidence  tends  to  indicate  that  contaminating 
virus  will  precipitate  with  the  globulins  in  the  zinc  paste, 
thus  leaving  SPPS  virus-free. 
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THE  blood  group  substances  are  of  interest  to 
this  discussion  primarily  because  of  their  pres- 
ence in  red  blood  cells.  However,  blood  group 
substances  are  also  present  in  water-soluble  form 
in  various  secretions  and  tissue  fluids,1-3  e.g., 
saliva,  serum,  urine,  gastric  mucosa,  pseudomu- 
cinous ovarian  cyst  fluid,  and  meconium.4  It  is 
from  these  sources  that  purified  materials  suitable 
for  chemical  study  have  been  obtained.  Purified 
blood  group  A and  0 substances  have  been  pre- 
pared from  hogs;5,6  horses  have  yielded  A and  B 
substances,7  and  A,  B,  and  O preparations  have 
been  obtained  from  humans8,9  and  cattle.10  In 
addition,  substances  chemically  indistinguishable 
from  the  blood  group  substances  but  without 
blood  group  activity  have  been  obtained  from 
cattle  and  horses. 

The  presence  of  blood  group  activity  in  secre- 
tions or  tissue  fluids  is  determined  by  the  hemag- 
glutination-inhibition technic.  This  test  de- 
pends upon  the  ability  of  a soluble  blood  group 
substance  to  inhibit  the  hemagglutination  of 
human  erythrocytes  by  homologous  antiserum. 
Thus,  if  the  saliva  of  an  individual  secreting  A 
substance  is  mixed  with  a suitably  diluted  anti-A 
serum  and  incubated  for  a short  time,  and  then 
human  A erythrocytes  are  added,  no  hemagglu- 
tination will  occur.  However,  hemagglutination 
will  take  place  if  the  saliva  was  obtained  from 
type  0 or  type  B individuals,  or  from  non- 
secretors  of  type  A. 

The  hemagglutination-inhibition  test  may  be 
used  not  only  to  locate  sources  of  blood  group 
substances,  but  also  to  follow  their  purification. 
For  this  purpose,  one  determines  the  minimum 
quantity  of  a preparation  which  will  completely 
inhibit  hemagglutination  under  standard  condi- 
tions. However,  this  procedure  is  only  semi- 
quantitative,  and  quantitative  immunochemical 
methods  must  be  used  for  more  precise  estimates 
of  the  purity  of  blood  group  preparations. 

Chemical  analysis  indicates  that  the  blood 
group  substances  are  polysaccharide-polypeptide 
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complexes.11,12  The  molecular  weight  is  approxi- 
mately 250,000. 13  of  which  about  75  per  cent  is 
polysaccharide  and  the  remainder  polypeptide. 
Four  sugars  have  been  found  in  the  polysaccha- 
ride moiety,14  1-fucose,  d-galactose,  d -gluco- 
samine, and  chondrosamine,  while  the  polypeptide 
portion  has  been  found  to  contain  at  least  15 
amino  acids. 

The  blood  group  substances  of  different  speci- 
ficities (A,  B,  or  0)  within  a species  are  chemically 
indistinguishable.14  Thus  hog  A and  O prep- 
arations can  be  differentiated  only  by  serologic 
or  immunochemical  methods.  However,  chemi- 
cal differences  among  blood  group  substances 
from  different  species  have  been  found.  Foi 
example,  the  methylpentose  content  of  hog 
materials  ranged  from  6 to  13  per  cent,  humar 
preparations  varied  from  9 to  18  per  cent,  the 
methylpentose  content  of  horse  substances 
averaged  7 per  cent,  and  those  from  bovine  stom 
ach  linings  gave  values  of  1.5  to  5.2  per  cent 
Blood  group  substances  from  different  specie: 
were  also,  by"  immunochemical  methods,  showx 
not  to  be  identical. 

Although  the  different  blood  group  prepa 
rations  within  a species  cannot  be  distinguishec 
chemically",  some  chemical  or  structural  differenci  N 
must  underlie  the  serologic  differences  betweei , " 
the  A,  B,  and  0 substances.  Elucidation  of  th»  ! 
underlying  basis  for  the  blood  group  activity  o 
these  materials  is  one  of  the  fundamental  prob 
lems  to  be  solved  in  this  field.  This  problem  i ' i 
complicated  by  the  observation  that  the  compo 
sition  of  blood  group  substances  with  equa 
activity  may  vary  in  a single  species.  In  th  1 
study"  of  hog  A substances,  it  was  found  that  th 
fucose  content  of  preparations  varied  from  6 to  1 
per  cent  in  materials  having  identical  activity  a 
measured  both  by"  hemagglutination-inhibitio 
and  quantitative  immunochemical  methods 
Therefore,  it  may  be  necessary",  before  a correla 
tion  between  structure  and  activity  may"  be  as 
certained,  to  determine  the  extent  to  wdiic 1 ! 
chemical  composition  may"  vary"  without  affectin , 
blood  group  activity". 
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Blood  groups  in  man  are  inherited  as  simple 
lendelian  traits,  and  it  is  interesting  to  consider 
rat  the  chemical  variations  discussed  above  may 
e genetically  determined.  Morgan  has  clearly 
tated  the  present  position  of  this  problem  in 
aese  words:3  “It  is  evident  that  there  must  be 
greater  appreciation  by  the  chemist  of  the  finer 
iological  differences  that  exist  in  the  blood  group 
ubstances  of  individuals  of  different  genotypes  if 
omogeneous  molecular  species  characteristic  of 
he  blood  group  are  to  have  their  chemical  con- 
titution  related  to  the  specific  immunological 
roperties  of  the  substances.” 

In  addition  to  their  theoretic  interest,  purified 
food  group  substances  are  of  practical  impor- 
ance  because  they  can  be  used  to  neutralize  anti- 
i and  anti-B  antibodies  in  the  sera  obtained  from 
miversal  (group  O)  donors,  and  because  they  can 
>e  used  in  the  production  of  potent  blood  group- 
ng  sera.  The  use  of  group  0 sera  to  transfuse 
ndividuals  of  types  A and  B has  been  complicated 
Sy  the  finding  that  some  of  the  group  0 sera  have 
tigh  anti-A  and/or  anti-B  titers.  These  individ- 
uals have  become  known  as  “dangerous  universal 
lonors,”  since  transfusion  of  their  sera  into  per- 
sons of  type  A or  B results  in  transfusion  reactions, 
't  has  been  reported  that  when  serum  is  used  as 
liluent,  the  hemagglutinins  in  some  of  these  sera 
lire  difficult  to  neutralize  with  solutions  of  blood 
;;roup  substances.15,16 

In  view  of  the  fact  that  blood  group  substances 
lave  been  shown  to  be  species  specific,  Kabat  and 
lis  group  have  recently  undertaken  the  study  of 
he  specificity  of  the  hemagglutinins  in  the  sera 
ibtained  from  “dangerous  universal  donors.” 
Preliminary  results  indicate  that  blood  group 


substances  from  different  species  vary  in  their 
ability  to  neutralize  hemagglutinins  in  these 
sera  when  serum  is  used  as  diluent,17  and  further 
investigation  may  lead  to  more  satisfactory 
methods  of  avoiding  reactions  in  the  use  of  these 
sera  for  transfusions. 

Our  knowledge  of  the  chemistry  of  the  blood 
group  substances  is  limited  almost  exclusively  to 
the  ABO  system  and  is  far  from  complete  even 
within  these  limits.  One  has  only  to  consider  the 
Rh  system,  not  to  mention  many  other  systems 
being  discovered  almost  daily,  to  realize  the  tre- 
mendous task  ahead  for  those  interested  in  eluci- 
dating the  chemistry  of  the  blood  group  sub- 
stances. 
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EMERGENCY  TRANSFUSIONS 

Erxest  Witebsky,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Bacteriology  and  Immunology,  University  of  Buffalo  School  of  Medicine,  and  the 
Buffalo  General  Hospital ) 


EMERGENCY  transfusions  have  become  so 
increasingly  important  that  the}’’  seem  a 
worth-while  subj  ect  f or  discussion . F or  consider- 
ation of  this  problem,  emergency  transfusions 
may  be  divided  into  two  major  groups:  (1)  emer- 
gency transfusions  for  the  acutely  bleeding  indi- 
vidual patient,  and  (2)  emergency  transfusions  for 
groups  of  patients  in  a major  disaster. 

The  Individual  Patient 

Each  blood  transfusion  service  experiences  the 
impact  and  tension  of  an  emergency.  This 
tension  starts  with  the  surgical  team  and  is 
conveyed,  directly  or  indirectly,  to  the  blood 
bank  team.  Undoubtedly,  the  determination 
of  a patient's  blood  group  and  crossmatching  can 
be  done  within  a few  minutes,  if  necessary. 
However,  under  these  circufnstances  the  danger 
of  mistakes  cannot  be  overestimated,  and  errors 
should  be  avoided  by  all  means  whenever  pos- 
sible. In  many  instances  the  emergency  nature 
of  a transfusion  could  have  been  prevented  by 
planning  ahead  of  time.  The  surgeon,  therefore, 
should  be  impressed  by  the  necessity  of  antici- 
pating his  needs  possibly  a day  or  two  prior  to 
surgery.  Of  course,  there  will  always  be  a cer- 
tain number  of  emergencies  which  preclude  any 
preliminary  studies  of  the  blood.  It  is  then  up 
to  the  person  or  team  responsible  for  the  prepara- 
tion of  the  blood  to  decide  whether  or  not  the 
required  blood  can  be  dispensed  with  safety’. 
If  that  is  not  the  case,  it  seems  to  be  much  better 
to  issue  plasma  or  "safe”  universal  blood. 

At  the  beginning  of  the  last  war  almost  every- 
one believed  in  using  plasma,  and  the  signifi- 
cance of  whole  blood  was  not  fully  appreciated. 
The  pendulum  now  has  swung  to  the  other  side, 
and  many  surgeons  avoid  giving  plasma.  This 
reluctance  is  mainly,  and  understandably, 
based  upon  the  possible  transmission  of  hepati- 
tis. This  fear  seems  to  be  exaggerated  if  the 
danger  of  the  emergency  itself  is  weighed  against 
the  danger  of  the  possible  transmission  of  hepa- 
titis. 

In  our  own  hospital  we  have  prepared  and  have 
given  nearly  4,000  units  of  plasma  within  the 
last  ten  years  without  observing  one  case  of 
hepatitis  due  to  plasma  transfusions.  We  have 
no  explanation  for  these  favorable  statistics  so 
far  and  certainly  have  no  special  tricks  up  our 
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sleeves  which  could  be  credited  for  the  lack  oi 
the  occurrence  of  hepatitis  following  plasma  trans- 
fusions. Incidentally,  we  prepare  only  relatively 
small  pools  at  a time.  On  the  other  hand,  ir 
the  same  period  of  time  we  have  seen  a few  cases 
of  hepatitis  following  the  transfusion  of  whole 
blood.  It  is  hoped  that  the  methods  of  irradia 
tion  of  plasma  will  be  improved  soon  so  as  tc 
eliminate  completely’  the  infectious  hepatitis  virus 

We  have  relied  heavily  on  the  use  of  O blooc 
neutralized  by’  the  addition  of  A and  B sub 
stances  in  emergency  transfusions.  The  additiox 
of  A and  B substances  acts  as  a filter  and  as  a safe- 
guard in  preventing  the  interaction  of  the  isoag 
glutinins  anti-A  and  anti-B  with  the  A or  I 
properties  of  the  patient’s  cells.  They  were  no 
intended,  however,  to  suppress  completely  tff 
isoagglutinins  present  in  0 blood.  It  was  fel 
that  a reduction  in  isoagglutinins  of  75  to  85  pe 
cent  would  be  sufficient.  In  that  way’  high-titere< 
0 bloods  are  reduced  to  low  titers  and  low-titered  ( 
bloods  are  converted  into  very  low-titered  bloods 
The  use  of  low-titered  O blood  seems  to  be  reason 
ably’  safe,  although  nobody  seems  to  know  wha 
“low-titer”  actually  means.  The  amount  of  ( 
blood  given  also  has  to  be  taken  into  consideratior 
and  it  should  be  reasonable  to  assume  that  severs 
pints  of  low-titered  0 blood  might  do  as  muc 
damage  as  one  pint  of  high-titered. 

The  damage  caused  by  the  transfusion  of  ir 
compatible  isoagglutinins  does  not  necessaril 
need  to  result  in  death  or  even  in  a severe  heme 
lytic  transfusion  reaction,  although  they  hav 
occasionally  been  observed.  Incompatible  isc 
agglutinins  destroy  the  patient’s  blood  cells  over 
period  of  several  day’s  or  even  weeks,  at  a rathe 
slow  rate.  However,  this  destruction  may  fc 
very’  extensive,  yret  the  patient  may  not  exhib 
any’  obvious  clinical  manifestations,  and  only 
accurate  blood  studies  are  carried  out  is  the  bloo 
loss  detected.  For  this  reason  we  have  felt  the 
O blood  should  alway’S  be  neutralized  with  A am 
B substances  before  being  given  to  patients  of  ui 
known  blood  groups  or  of  blood  groups  oth< 
than  0,  because  it  will  introduce  a considerab) 
measure  of  safety’.  In  recent  years  several  iii 
vestigators  have  felt  that  the  concentration  of 
and  B substances  should  be  increased.  T1 1 
necessity  of  an  almost  complete  elimination  < 
incompatible  isoagglutinins  seems  to  be  esp 
daily’  desirable  in  exchange  transfusions  carrif 
out  in  erythroblastic  babies. 
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There  remains,  however,  an  occasional 
ype  of  O blood  whose  isoagglutinins  are  different 
•om  those  usually  found.  These  isoagglutinins 
jre  referred  to  as  “of  the  immune  type”  because 
ne  has  the  impression  that  they  are  the  product 
;f  immunization.  They  are  characterized  by 
ieir  strong  combining  power  with  A and  B prop- 
■ties  and,  consequently,  are  difficult  to  neutral- 
;e.  Even  in  such  cases  the  A and  B substances 
;duce  some  of  the  activity  of  the  isoantibodies 
ad  might  help  to  prevent  more  severe  damage  of 
le  patient’s  own  cells. 

In  emergency  situations  the  possible  signifi- 
ince  of  incompatibilities  due  to  the  Rh  factor  is 
rer-rated  in  many  instances.  The  transfusion 
j:  Rh  positive  blood  to  Rh-negative  male  patients 
‘ho  have  not  been  previously  transfused  is  usu- 
•fly  harmless  and  justified.  We  have  had  sev- 

ElI  cases  of  severe  hemorrhage  from  the  gastro- 
estinal  tract  in  Rh-negative  male  patients. 
:ly  a few  pints  of  Rh-negative  blood  were 
lilable,  not  enough  to  save  the  patients,  and  so 
;se  patients  were  given  10  pints  or  more  of  Rh- 
sitive  blood  within  a day  or  so,  making  it  pos- 
le  for  the  surgeon  to  operate  and  save  their 
es.  We  have  extended  the  transfusion  of  Rh- 
sitive  blood  to  Rh-negative  patients  in  other 
(stances,  such  as  malignancies,  without  running 
• to  any  trouble.  Of  course,  one  must  be  sure 
<iat  the  patient  has  not  been  sensitized  by  a pre- 
' ous  transfusion  of  Rh-positive  blood.  If  an 
h-negative  patient  treated  with  Rh-positive 
i ood  as  an  emergency  procedure  needed  further 
! ansfusions  a week  or  two  later,  then  we  have 
1 ways  used  Rh-negative  blood  exclusively.  The 
>e  of  Rh-positive  blood  for  Rh-negative  male 
iktients  would  free  the  limited  amount  of  Rh- 
,'jgative  blood  available  for  female  Rh-negative 
itients,  who  should  have  first  priority. 

atients  in  Major  Disasters 

As  far  as  emergency  transfusions  in  major 
>mmunity  disasters  are  concerned,  they  too  seem 
) fall  into  two  groups:  (1)  disasters  as  they 
ight  occur  in  peacetime  and  (2)  disasters  as 
ney  might  occur  in  wartime. 

Peacetime. — Peacetime  disasters  are  usually 
i >calized  to  one  community  or  a more  or  less  re- 
acted area.  Therefore,  the  medical  and  hos- 
i :tal  facilities  of  the  community  proper  as  well 
J those  of  the  respective  state  and  even  the  na- 
on  at  large  are  available.  One  of  the  worst  dis- 
iters  of  this  kind  was  the  Cocoanut  Grove  fire  in 
oston.  The  several  hundred  casualties  at  that 
me  certainly  strained  the  facilities  of  even  the 
rge  and  well-equipped  community  of  Boston, 
is  felt  that,  on  the  whole,  the  attitude  toward 
ood  transfusions  in  cases  of  peacetime  commu- 


nity disasters  should  be  much  the  same  as  in 
cases  of  single  emergency  transfusions  and 
should  demand  the  same  considerations  as 
previously  mentioned.  Neutralized  O blood,  which 
could  be  given  in  large  amounts  to  individ- 
ual patients,  and  plasma  seem  to  be  the  best 
therapeutic  agents,  and  the  most  reliable,  to  start 
the  treatment  of  victims.  It  should  not  be  dif- 
ficult soon  thereafter  to  determine  the  blood 
groups  and  the  Rh  types  of  the  patients  involved 
and  then  to  proceed  with  transfusions  of  blood  of 
the  homologous  type. 

Wartime. — Blood  transfusions  in  community 
disasters  in  times  of  war  offer  entirely  different 
aspects  from  community  disasters  in  peacetime. 
If  atom  bombs  are  dropped,  the  disaster  might  be 
expected  to  involve  large  populated  areas.  The 
number  of  casualties  would  be  enormous.  The 
quantitative  problem  would  be  of  such  propor- 
tions as  to  change  completely  the  qualitative  ap- 
proach. In  contrast  to  peacetime  disasters,  such 
a catastrophe  might  very  well  destroy  the  major 
hospital  and  medical  facilities  of  the  community. 
In  addition,  one  must  take  into  consideration  the 
fact  that  such  a catastrophe  might  not  be 
limited  to  one  city  but  might  involve  several 
cities  within  a short  period  of  time.  The 
first  line  of  defense  for  such  a large  catastrophe 
should  be  found  and  built  up  in  the  suburbs  and 
in  the  surroundings  of  the  target  areas.  Many 
smaller  hamlets,  villages,  and  towns  in  the  im- 
mediate neighborhood  will  have  to  bear  the  brunt 
of  procuring  the  tremendous  blood  supply  which 
will  be  needed.  Only  a total  effort  might  result 
eventually  in  a partial  fulfillment  of  the  minimal 
requirements  necessary  to  save  a certain  number 
of  casualties. 

As  far  as  planning  for  civilian  defense  is  con- 
cerned, it  seems  to  be  obvious,  therefore,  that  de- 
centralization of  existing  facilities  and  the  crea- 
tion of  a large  number  of  blood  bank  and  trans- 
fusion centers  are  imperative.  In  the  case  of  the 
State  of  New  York,  for  instance,  there  are  150 
State-approved  laboratories  outside  of  New  York 
City,  distributed  throughout  the  State,  many 
of  which  are  involved  in  blood  banking. 
These  laboratories  should  be  encouraged  to 
enlarge  their  facilities.  I am  sorry  to  note,  how- 
ever, that  there  is  quite  a tendency  to  accomplish 
just  the  opposite  by  centralizing  blood  transfu- 
sion service  in  such  a way  as  to  eliminate  many 
smaller  and  even  some  of  the  larger  blood  banks. 
It  is  difficult  for  me  to  understand  this  tendency, 
especially  in  the  face  of  the  present  uncertain 
political  situation.  The  best  possible  approach 
to  the  problem  seems  to  be  to  create  as  many 
diversified  local  facilities  as  possible  and  to  coordi- 
nate all  efforts  under  one  centralized  direction. 


A NEW  METHOD  FOR  THE  RAPID  DETERMINATION  OF  BLOOD 
GROUPS  IN  EMERGENCY  SITUATIONS 

Charles  P.  Emerson,  M.D.,  Boston,  Massachusetts 
( Director  of  Laboratories,  Massachusetts  Memorial  Hospital) 


OX  THIS  occasion  I have  elected  to  introduce 
an  innovation  in  ABO  and  Rh  testing 
technic,  one  which  appears  to  offer  certain  practi- 
cal advantages  over  the  familiar  test  tube  and 
slide  methods  of  blood  grouping.  The  proce- 
dure to  be  described  is  a modification  of  the  rapid 
blood  grouping  method  recently  published  by 
Allen,  Diamond,  and  Madden.1  In  contrast  to 
the  latter  method,  however,  which  employs  glass 
slides,  agglutination  tests  are  carried  out  in 
common  3-ounce  paper  drinking  cups  of  the  type 
containing  approximately  10  per  cent  wax  (Dixie 
drinking  cup  number  4).  Such  a device,  when 
tilted,  permits  the  mixing  of  blood  and  agglutinat- 
ing serums  in  a falling  or  spreading  surface  film, 
insuring  intimate  and  extensive  contact  between 
red  cell  antigens  and  antibodies.  In  this  situa- 
tion, moreover,  the  relative  proportions  of  group- 
ing serum  and  cells  vary  over  a wide  range,  thus 
affording  optimum  conditions  for  anti-A  and 
anti-B  reactions,  on  the  one  hand,  and  for  Rh 
agglutinations,  on  the  other.  This  circumstance 
may  explain  the  unusual  rapidity  with  which 
these  reactions  are  observed  to  proceed  and  the 
unique  sensitivity  of  erythroagglutination  tests 
conducted  in  this  manner. 

Other  advantages  of  the  paper-cup  method  of 
blood  grouping  include  the  fact  that  this  equip- 
ment is  cheap,  available  in  ample  supply,  re- 
quires no  preliminary  preparation  or  processing, 
and  can  be  discarded  after  a single  use.  Cups 
can  be  labeled  securely  and  legibly.  Tests 
conducted  in  such  a receptacle  are  adequately 
protected  against  contamination  by  other  speci- 
mens or  reagents,  against  spillage,  and  against 
erroneous  interpretation  attributable  to  prema- 
ture drying  of  the  specimen.  On  the  other  hand, 
interpretation  of  the  test  remains  possible  long 
after  drying  has  occurred,  so  that  no  time  limit 
need  be  observed  in  its  completion. 

Materials 

Materials  required  for  the  performance  of  the 
cup  test,  whether  applied  to  capillary  blood  speci- 
mens or  to  samples  contained  in  test  tubes  or 
bottles,  include  the  following: 

3-ounce  paper  cups  (processed  with  approxi- 
mately 10  per  cent  wax),  flat  bottom  type. 
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Fig.  1.  Positive  and  negative  agglutination  test 
with  anti-A,  anti-B,  and  anti-D  grouping  sera. 
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Grouping  serums  (anti-A,  anti-B,  and  anti-D  I 
of  standard  commercial  quality  and  potency! 
as  specified  by  National  Institutes  of  Healtli 
regulations.  .Anti-D  serum  should  be  of  “slid* 
testing”  or  “hyper-immune”  type.  These  rei 
agents  should  be  contained  in  dropper  bottle 
and  each  serum  distinguished  by  a coloring  dy 
or  by  the  absence  of  dye.  When  used  for  th 
testing  of  capillary  blood,  these  serums  shouh 
be  processed  by  the  preliminary  addition  o 
heparin,  for  example,  2 to  5 mg.  per  5 milliliter 
of  serum. 

Other  items  required  for  the  test  consis 
merely  of  a suitable  marking  device  and,  fo 
the  securing  of  capillary  blood  specimen.' 
Bard-Parker  blades,  alcohol  sponges,  and  dr 
sponges. 

Method 

Wien  bottled  blood  is  to  be  tested,  an  aliquc 
sample  is  poured  into  one  empty  cup.  The  latte 
is  drained  into  a second  cup  and  this,  in  turn,  int 
a third  cup.  Drainage  of  all  three  cups  is  ac 
conlplished  by  inversion  for  at  least  five  second: 
Each  having  been  placed  in  an  upright  positioi 
2 drops  (approximately  0.1  milliliter)  of  grouj 
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ing  serum  are  introduced  into  the  center  of  the 
blood  film,  anti-A  into  the  first,  anti-B  into  the 
second,  and  anti-D  into  the  third.  After  one 
minute’s  standing,  these  cups  are  placed  on  their 
sides,  a maneuver  which  converts  each  prepara- 
tion into  a “falling  film.”  If  a test  is  positive, 
agglutination  is  usually  apparent  within  a period 
of  five  seconds  after  tilt,  and  its  presence  is  un- 
equivocal within  a period  of  thirty  seconds.  The 
agglutination  of  A2  and  Du  cells  may  require  a 
somewhat  longer  interval  of  time,  for  example, 
sixty  seconds.  If  no  agglutination  is  observed 
after  two  minutes  of  spontaneous  sedimentation, 
the  test  may  be  considered  negative. 

The  following  routine  is  prescribed  for  the 
rapid  blood  grouping  of  individuals,  that  is,  of 
potential  blood  donors  or  recipients: 

A finger  tip  of  the  individual  to  be  tested  is 
wiped  clean  with  an  alcohol  sponge,  punctured 
with  a Bard-Parker  blade,  then  wiped  dry.  After 
a preliminary  squeeze,  sufficient  to  expel  a 5- 
mm.  drop  of  blood  onto  the  skin  surface,  the 
finger  is  introduced  into  the  cup  and  the  blood 
smeared  on  the  bottom.  The  second  and  third 
cups  having  been  loaded  by  a similar  routine, 
one  drop  of  the  appropriate  grouping  serum  is 
added  to  each  cup.  Blood  and  serum  having 
been  thoroughly  mixed  by  a rotary  movement, 
i second  drop  of  the  same  serum  is  added.  The 


specimen  is  left  undisturbed  for  one  minute,  the 
cup  is  then  tilted  on  its  side,  and  the  falling  blood 
film  is  observed  for  the  presence  or  absence  of 
agglutination,  as  previously  described. 

The  appearance  of  positive  and  negative  ag- 
glutination tests  with  anti-A,  anti-B,  and  anti-D 
grouping  sera  is  illustrated  in  Fig.  1,  which  de- 
picts a series  of  tests  performed  on  bloods  of 
various  groups. 

I should  like  to  call  your  attention  to  the  fact 
that  the  reaction  between  Du  cells  and  standard 
anti-D  hyperimmune  serum  is  obviously  positive, 
illustrating  the  unusual  sensitivity  of  the  cup 
test.  Demonstration  of  the  Du  antigen  in  this 
case  was  not  possible  by  the  modified  test-tube 
or  slide  method,  requiring  the  performance  of 
an  indirect  Coombs  test  for  its  detection. 

Summary 

In  summary,  a new  method  for  the  detection 
of  the  ABO  and  Rh  blood  groups  has  been  de- 
scribed which,  because  of  its  unusual  sensitivity, 
simplicity,  speed,  and  safety  from  the  standpoint 
of  clerical  and  technical  error,  deserves  investiga- 
tion as  the  possible  method  of  choice  in  emergency 
situations. 
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IMMUNIZATION  TO  THE  RARE  BLOOD  FACTORS 

Philip  Levine,  M.D.,  Raritan,  New  Jersey 
{Director  of  Biology,  Ortho  Research  Foundation) 


SINCE  1949  a number  of  new  blood  factors 
have  been  described  with  the  aid  of  antibodies 
produced  by  the  antigenic  stimulus  of  transfu- 
sions and  or  pregnancies  associated  with  hemoly- 
tic disease.  Among  these  the  following  may  be 
included  : Cellano  or  k (the  genetic  allele  of  Kell 
or  K).  Guth  or  s (the  genetic  allele  of  S),  Duffyb  or 
Fy°  (the  genetic  allele  of  Fy*),  Kidd  (Jk*),  and  a 
group  of  so-called  “private”  or  “family”  blood 
factors  which  include  Miltenberger  (Mi3)  and 
Jay  (Tj*).1* 

In  order  to  identify  these  antibodies,  it  is 
essential  to  have  on  hand  a panel  of  preferably 
group  0 bloods  of  known  antigenic  constitution. 
Some  of  these  bloods  are  exceedingly  rare  and 
limited  to  members  of  isolated  families.  This  is 
applicable  to  the  Cellano  factor,  genetically  KK. 
which  has  an  incidence  of  0.2  per  cent,  and  particu- 
larly to  the  private  blood  factors.  Examples  of 
five  antibodies  identified  with  a selected  panel  of 
test  cells  are  given  in  Table  I. 

Anti-C’,  described  in  1946  by  Callendar  and 
Race*  as  one  of  several  antibodies  in  a particular 
serum,  is  exceedingly  rare  when  it  occurs  by  itself, 
particularly  in  a patient  who  received  numerous 
transfusions  (E.O.  in  Table  I).  Since  the  Ss 
factors  are  allelic,  the  predicted  incidence  of  s 
positive  reactions  agrees  very  well  with  the 
observed,  and  the  same  holds  for  the  Kk  system. 
It  is  indeed  fortunate  that  these  factors  form 
genetic  systems  so  that  the  situation  is  thereby 
simplified  to  a considerable  degree.  In  all  cases 
of  hemolytic  disease,  it  is  essential  to  test  the 
husband's  blood,  as  illustrated  in  the  Milten- 
berger (Mi3)  serum,  provided  that  there  is  no 
ABO  incompatibility.  In  this  unusual  case,  the 
serum  failed  to  react  with  300  bloods  and  positive 
reactions  were  obtained  with  two  of  the  three 
children  and  one  of  the  paternal  grandparents.6 

The  situation  is  much  more  complicated  in  the 
case  of  patients  immunized  by  transfusions  who 
may  produce  a number  of  intragroup  iso- 
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agglutinins,  the  final  identification  of  which  can 
be  made  only  by  specific  absorption.  As  indi- 
cated below,  specificity  tests  at  4,  18,  and  37  C. 
may  reveal  significant  clues,  since  not  all  anti- 
bodies are  maximally  active  at  37  C. 

The  resolution  of  problems  dealing  with  identi- 
fication of  antibodies  is  considerably  facilitated 
if  the  antigenic  constitution  of  red  blood  cells  is 
determined.  As  an  illustration  one  may  cite  the 
case  of  a patient  immunized  by  transfusion  who 
was  Rli  negative  and  Cellano  negative  (KK).: 
Thus  one  could  anticipate  the  presence  of  both 
anti-D  and  anti-k,  and  this  was  confirmed  in 
direct  and  absorption  tests  with  highly  selected 
bloods.  Since  this  patient  was  in  group  0,  the 
incidence  of  compatible  bloods  is  as  low  as  1 
407.  Far  more  complicated  cases,  with  5,  7,  anc 
4 intragroup  atypical  antibodies,  respectively 
were  reported  by  several  workers. 3,8  9 

A highly  remarkable  case  studied  recently  deal: 
with  a sixty-six-year-old  patient  suffering  fron 
gastric  carcinoma  in  whose  serum  a hemolysir 
(anti-Tj*)  was  observed  which  acted  on  5,00( 
random  bloods  and  failed  to  react  on  its  owi 
blood  and  that  of  a sister.10  A similar  case  wai 
observed  in  a thirty-seven-year-old  patient  living 
in  South  Africa  who  had  several  miscarriages,1 
and  two  additional  examples  of  the  same  anti 
body  were  referred  by  Dr.  Walsh  of  the  Austral 
ian  Red  Cross  Transfusion  Sendee  in  two  un 
married  sisters  who  were  never  transfused.  Thu 
there  are  four  examples  of  the  antibody  in  thre< 
different  continents,  and  aside  from  these  fou 
bloods,  only  one  otlie  compatible  blood  is  avail 
able  in  whose  serum  the  antibody  could  not  b 
demonstrated.  All  five  individuals,  fortunately 
are  in  group  O.  The  essential  data  in  these  fou 
sera  are  given  in  Table  II. 

The  question  arises  as  to  the  nature  of  the  anti  | 
body,  i.e.,  immune  versus  naturally-occurring 
The  specific  absorption  by  the  tumor  cells  seem 
to  support  its  immune  nature,  but  this  can  hard! 
apply  to  the  two  Australian  sera.  It  is  also  c 
interest  that  three  of  the  four  sera  contain  th 
antibodv  in  the  form  of  a hemolvsin.  which  is  ir 
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TABLE  I.— Identification  of  Antibodies 


Antigens  in  Selected 
Test  Cells 

I 

E.O. 

II 

M.B. 

hi 

A.G. 

~“Tv 

W.T. 

V 

So.Afr.t 

VI 

Milt. 

R'R1 

SS 

kk 

0 

+ + + 

0 

0 

+ + 

0 

R'r 

Ss 

kk 

0 

+ + 

+ + 

0 

+ + 

0 

R'r 

Ss 

kk  Cw 

+ + + 

4"  4- 

+ + 

0 

+ + 

0 

R2R2 

ss 

kk 

0 

+ + + 

0 

0 

+ + 

0 

R2r 

SS 

Kk 

0 

0 

+ + + 

+ + 

+ + 

0 

R°r 

SS 

Kk 

0 

0 

+ + + 

+ + 

+ + 

0 

r'r 

Ss 

kk 

0 

+ + 

+ + 

0 

+ + 

0 

r"r 

Ss 

KK 

0 

4-  4- 

+ + 

+ + + 

0 

0 

IT 

SS 

kk 

0 

+++ 

0 

0 

+ + 

0 

Husband  or  donor 

nt** 

nt 

+ + 

+ + 

nt 

+ 4- 

* Serum  I contains  anti-C"  : 2 per  cent  positive  reactions.  Serum  II  contains  anti-S  : 54  to  58  per  cent  positive  reactions. 
Serum  III  contains  anti-s  : 88  per  cent  positive  reactions.  Serum  IV  contains  anti-K  : 8 per  cent  positive  reactions.  Serum  V 
contains  anti-k  : 99.8  per  cent  positive  reactions.  Serum  VI  contains  anti-Mi»  : reactions  limited  to  blood  relatives  of  husband 
t Blood  from  patient  in  South  Africa  referred  by  Dr.  Shapiro,  Johannesburg. 

**  nt  indicates  that  the  blood  was  not  tested. 

In  some  of  these  cases  it  is  necessary  to  apply  the  indirect  Coombs  technic  in  order  to  obtain  the  reactions. 


TABLE  II. — The  Jay  (Tj*)  Factor:  Four  Examples 

and  Only  Five  Compatible  Donors* 


Name 

Antibody 

Antigenic 

Stimulus 

Age 

(years) 

Location 

Mrs.  D.S.J. 

Hemolysin 

Tumor 

66 

Virginia, 

U.S.A. 

Mrs.  Me. 

Agglutinin 

M iscar- 
riages? 

37 

South 

Africa 

( Sisters 

Hemolysin 

(No  obvious 

22 

Australia 

< Normal 
/ donors 

Hemolysin 

\ source 

19 

Australia 

* The  serum  of  Mrs.  D.S.J.  was  compatible  with  the  red 
cells  of  her  sister  whose  serum  did  not  contain  the  antibody. 


deed  highly  exceptional  since  almost  all  other 
known  antibodies,  with  rare  exceptions,  are 
agglutinins. 

In  an  attempt  to  clarify  the  ever-increasing 
complexity  of  the  numerous  blood  factors,  their 
specific  antibodies  were  classified  as  either 
“naturally-occurring”  or  “warm  immune”  on  the 
basis  of  the  several  characteristics  shown  in  Table 
III.  As  a result  of  this  analysis,  it  became  neces- 
sary to  include  a third  variety  characterized  by 
properties  intermediate  between  the  naturally 
occurring  and  warm  immune  isoantibodies.2 

It  will  be  noted  that  anti-M  and  anti-S  may 
occur  as  naturally-occurring  antibodies  and  as 
warm  immune  antibodies.  It  is  very  likely  that 
naturally-occurring  agglutinins  may  be  converted 
to  warm  agglutinins  by  the  antigenic  stimulus  of 
pregnancy,  transfusion,  or  both.  At  some  time 
during  the  course  of  this  conversion,  the  antibody 
may  assume  properties  intermediate  between  the 
extreme  varieties.12 


Hemolytic  transfusion  reactions  or  hemolytic 
disease  due  to  factors  other  than  Rho  (D)  are 
undoubtedly  very  rare,  but,  nevertheless,  their 
detection  is  of  paramount  importance.  For  the 
prevention  of  intragroup  transfusion  reactions, 
compatibility  testing  by  the  indirect  Coombs 
technic  is  the  method  of  choice.  In  hemolytic 
disease,  as  already  mentioned,  tests  of  the 
mother’s  serum  on  the  husband’s  cells,  excluding 
ABO  incompatibility,  will  detect  the  presence  of 
blood  factors  which  have  very  low  incidence  in 
the  general  population.  As  an  example,  one  may 
cite  the  Kell  factor  (8  per  cent),  Cw  (about  1.5  to 
2 per  cent),  and  the  “private”  blood  factors.  In 
this  connection  reference  must  be  made  to  the 
remarkable  case  of  presumably  chromosome  dele- 
tion D — /D — , in  which  the  C-c  and  E-e  factors 
are  lacking,  so  that,  as  a result  of  isoimmunization 
by  pregnancy,  anti-C,  anti-c,  and  anti-e  were  pro- 
duced.13 For  cases  of  this  sort  compatible  bloods 
are  exceedingly  rare  and  are  limited  to  individ- 
uals with  the  identical  antigenic  makeup  of 
D — /D— . 

It  is  suggested  that  workers  in  blood  banks  and 
transfusion  services  submit  to  specialists  in  the 
field,  who  have  facilities  for  comprehensive 
studies,  all  bloods  presenting  difficulties  either  in 
typing  or  identification  of  antibodies.  Un- 
doubtedly, other  blood  factors  exist,  the  discovery 
of  which  will  add  considerable  to  our  general 
knowledge. 


TABLE  III. — Properties  of  Intragroup  Isoantibodies  (Modified  After  Levine2) 


Naturally  Occurring 

Intermediate 

Warm  Immune* 

Optimum  temperature 

18  to  20  C. 

20  to  37  C. 

37  C. 

■ Titer 

Low 

Intermediate 

High 

Antigenic  activity 

Weak,  rare 

Weak,  occasional 

Distinct 

Positive  antiglobulin  test 
Clinical  importance  in 

None 

Occasional 

Alwayst 

Transfusion 

None 

Rare 

Important 

Hemolytic  disease 

None 

Not  proved 

Important 

LTse  in  paternity  disputes 

Not  useful 

Selected  sera  only 

Very  useful 

Blood  factors 

Ai,  A2.  P,  S,  Le»,  Leb,  M,  N 

Lu“,  S.  M,  N,  Gr 

Kk,  Fy»,  Ss,  Jk\  M N (rare),  Tj« 

* Includes  rare  sera  containing  hemolysins, 
t With  incomplete  antibodies. 
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Addendum. — Since  this  manuscript  was  submitted,  three 
other  examples  of  D — /D — were  observed,  one  by  Waller, 
Race,  and  Sanger,  and  two  by  Levine.  In  three  of  the  four 
cases  in  which  a history  could  be  elicited,  the  patients  were 
the  offspring  of  cousin  marriages,  each  of  the  parents  con- 
tributing the  D — chromosome. 
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THE  NEWER  BLOOD  FACTORS  ENCOUNTERED  IN  BLOOD 
TRANSFUSIONS 

Richard  E.  Rosenfield,  M.D.,  Peter  Vogel,  M.D.,  and  Grace  Ohno,  New  York  City 

( From  the  Blood  Bank  of  Mount  Sinai  Hospital  and  the  Rh  Laboratory,  Bureau  of  Laboratories,  Department 
of  Health,  City  of  New  York ) 


BECAUSE  of  the  marked  increase  in  blood 
transfusions  in  recent  years,  the  problem  of 
isoimmunization  has  increased  in  importance. 

Blood  banks  now  uniformly  classify  patients 
and  donors  according  to  blood  group  and  Rh 
type.  By  and  large,  it  is  assumed  that  simple 
crossmatch  is  adequate  if  only  homologous  bloods 
are  administered.  However,  because  of  the 
individuality  of  blood,  immunization  to  other 
factors  is  always  possible. 

Although  uncommon,  these  immunizations 
may  become  difficult  problems  leading  to  severe 
hemolytic  reactions  and  death.  With  a better 
understanding  of  the  more  rare  isoantibodies, 
such  incompatibilities  now  can  be  readily  detected 
and  compatible  bloods  selected.  This  may  be 
illustrated  by  the  following:  We  observed  a 
patient  who  suffered  a reaction  to  his  very  first 
transfusion,  due  to  anti-Fya  (“natural”?),  but 
who  was  subsequently  transfused  many  times 
with  benefit  and  without  reaction  when  Fya  nega- 
tive bloods  were  selected  for  him.1 

Theoretically,  anyone  can  be  immunized  by 
transfusion  to  a blood  factor  that  he  lacks.  For- 
tunately, few  individuals  do  respond  readily  to 
such  stimulation.  From  clinical  experience, 
it  is  known  that  patients  suffering  from  either 
disseminated  lupus  erythematosus  or  acquired 
hemolytic  anemia  are  more  prone  to  such  im- 
munization.2,3 In  addition,  any  individual 
strongly  immunized  to  one  blood  factor  may 
develop-  antibodies  to  other  blood  factors  with 
additional  transfusions.3 

Two  examples  of  multiple  isoantibodies  may 
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TABLE  I. — Hemagglutinins  Encountered  at  Blood 
Bank,  Mount  Sinai  Hospital,  New  York  City,  for 
Period  of  Thirty-eight  Months  from  January  1,  1949. 
to  March  1,  1952.* 


Antibody 

Number  of  Examples 
Encountered 

Anti-Rho 

40 

Anti-rh' 

8 (all  with  anti-Rho) 

Anti-rh" 

14  (7  with  hemolytic  anemia) 

Anti-rh' 

i 

Anti-rhw 

i 

Anti-K 

6 

Anti-Fy» 

1 

Anti-M 

1 

Anti-S 

1 

Anti- Lea 

7 

Anti-Leb 

n 

Anti-P 

4 

Anti- A i 

5 

Anti-O 

5 

Anti-Bi 

1 

Unidentified  isoagglutinin  4 

High-titer  cold  agglutinin  3 

Incomplete  panagglutinin  (acquired  hemolytic  anemia)  12 


*38,000  blood  specimens  examined;  30,000  blood  trans- 
fusions. 


f 


be  cited  to  illustrate  this  aspect:  (1)  A twenty- 
four-year-old  hemophiliac  has  suffered  reactions 
to  most  of  the  blood  transfusions  he  has  received 
in  the  past  four  years;  his  serum  contains  anti-K, 
anti-S,  and  at  least  one  other  unidentified  iso- 
agglutinin.* The  finding  of  compatible  bloods 
for  this  patient  is  now  a difficult  problem,  be- 
cause we  are  unable  to  be  certain  of  all  the  anti- 
bodies in  his  serum.  (2)  A random  crossmatch 
for  a patient  suffering  from  metastatic  carcinoma 
of  the  kidney  was  found  to  be  due  to  intense  im- 
munization to  hr'.  For  over  three  years,  with 
careful  cross-matching,  this  patient  was  given 
many  subsequent  transfusions  of  compatible 
blood  without  reaction.  Although  this  patient 
developed  additional  antibodies  to  rh",  rh",  and  K 

* Since  identified  as  anti-N  and  anti-f. 
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TABLE  II. 


-Behavior  op  Human  Isoantibodies  with 
Various  Technics. 


Antibody 

Saline 

Albumin  Trypsin 

Antiglobulin 

A-B 

Rho-rh'-rh"- 

(+) 

+ 

+ 

(+) 

rhw-hr'-hr" 

± 

+ 

(+) 

(+) 

K-k 

± 

=fc 

± 

(+> 

Ky» 

dr 

± 

— 

(+) 

•Jk» 

dr 

— 

— 

(+> 

Le*-Le1> 

(+) 

+ 

( + ) 

+ 

M-N 

(+) 

+ 

— 

4- 

S-s 

± 

± 

4- 

(+) 

P 

(+) 

+ 

+ 

± 

Lu“ 

(+) 

. + 

+ 

± 

Key:  (+)  preferred 

+ almost  always  positive 
± may  be  positive  or  negative 
— almost  always  negative 

factors,  the  new  antibodies  were  readily  detected 
and  identified  because  of  the  sequence  in  their 
development  and  did  not  seriously  interfere  with 
finding  compatible  bloods. 

Multiple  isoantibodies  may  occur  in  preg- 
I nancy.  We  have  encountered  Rh  negative 
I women  strongly  immunized  to  the  Rh  factor  and 
also  immunized  to  Fya,  K,  or  Jka.  It  is  urgent, 
therefore,  that  the  serum  of  the  mother  be  used 
to  crossmatch  donor  blood  for  exchange  trans- 
i fusions  in  hemolytic  disease  of  the  newborn. 

Since  January,  1949,  The  Mount  Sinai  Hospital 
I has  administered  over  30,000  blood  transfusions. 

I We  have  analyzed  our  instances  of  atypical  iso- 
j immunization  over  this  period  with  the  result 
shown  in  Table  I. 

By  a preliminary  screening,  we  have  detected 
'almost  all  of  these  antibodies  prior  to  transfusion 
! and  have,  in  this  way,  avoided  a large  number  of 
hemolytic  reactions. 

In  all  probability,  only  the  Rh-Hr,  K,  Fya, 
M,  S,  s,  Jka,  and  Fyb  antibodies  are  capable  of 
! causing  severe  reactions,  and  of  these  only  Rh- 
Hr,  K,  Fya,  Jka,  S,  and  M have  been  proved 
: ito  do  so4-10.  The  P,  Lea,  Leb,  “cold”  M,  A,, 
Bi,  and  0 antibodies  are  best  considered  as  the 
cause  of  confusion  in  performing  crossmatches, 
rather  than  as  being  capable  of  causing  severe 
transfusion  reaction. 

As  far  as  is  known  at  present,  crossmatch  by 
the  following  technic  will  detect  every  human 
isoantibody  thus  far  described:  (1)  Inactivate 
serum  of  patient  to  remove  complement  (e.g., 
56  C.  for  ten  to  thirty  minutes) ; (2)  prepare  a 

washed  2 per  cent  cell  suspension  of  the  red  cells 
af  the  donor;  (3)  mix  0.1  milliliter  of  patient’s 
serum  with  0.1  milliliter  of  donor  red  cell  sus- 
aension  and  centrifuge;  (4)  resuspend  the  sedi- 
mented red  cells  with  minimal  agitation  and 
sxamine  a portion  at  100  X magnification  for 
evidence  of  agglutination;  (5)  incubate  the 
•emaining  cells  of  this  test  at  37  C.  for  sixty 
minutes, • (6)  wash  the  incubated  red  cells  of 
his  test  four  times  and  resuspend  in  0.1  milliliter 
>f  fresh  saline,  warm  washed  cells  two  to  three 


minutes  in  a 37  C.  water  bath,  and  add  0.1 
milliliter  of  properly  standardized  antiglobulin 
serum,11-13  and  (7)  centrifuge  immediately, 
resuspend  the  button  of  red  cells  with  minimal 
agitation,  and  examine  at  100  X for  evidence  of 
agglutination.  Agglutination  in  either  saline 
or  the  indirect  antiglobulin  test  denotes  incom- 
patibility of  the  donor  red  cells.  Other  methods 
of  crossmatch  are  in  common  use  but  none  detect 
all  human  isoantibodies  (Table  II). 

It  is  not  practical  for  a blood  bank  to  perform 
routine  crossmatches  which  require  over  an  hour 
to  complete.  The  demand  for  blood  from  the 
average  bank  is  so  great  as  to  tax  the  most 
modest  technic.  For  this  reason  it  is  desirable  to 
supplement  the  crossmatch  with  a routine  system 
of  antibody  study  at  the  time  that  the  patient’s 
specimen  is  received  for  typing.  Thus,  if  a blood 
bank  receives  12  or  more  bloods  in  a morning 
for  typing,  it  is  not  difficult  to  test  the  sera 
from  these  specimens  for  the  presence  of  atypical 
isoagglutinins.  Kellner  and  associates  suggested 
that  the  serum  from  every  patient  be  tested 
against  trypsin-treated  group  O RffiRlij  red  cells 
so  that  Rh  immunization  can  be  detected  in  ad- 
vance.14 Actually,  any  Rh  positive  group  0 
bloods  may  be  used  for  this  purpose,  with  equal 
success.  It  is  even  better  to  select  three  to  five 
bloods  positive  for  all  factors,  including  K. 

The  technic  for  this  is  as  follows:  0.1  milliliter 
quantities  of  patient’s  serum  is  distributed  into 
each  of  the  three  small  typing  tubes  (7  mm.  by 
75  mm.).  Into  tube  “A”  0.1  milliliter  of  a 
2 per  cent  saline  suspension  of  group  A red  cells 
is  added,  and  into  tube  “B”  is  added  0.1  milliliter 
of  2 per  cent  saline  suspension  of  group  B red 
cells.  This  constitutes  a “serum  grouping”  to 
confirm  “cell  grouping.”  Into  the  third  test 
tube,  “O-T,”  0.1  milliliter  of  a 2 per  cent  cell 
suspension  of  a mixture  of  five  trypsin-treated15 
group  O Rh  positive  red  cells  is  added,  and  this 
tube  is  then  incubated  at  37  C.  for  one  hour.  The 
third  test  tube  will  not  fail  to  detect  Rh  anti- 
bodies in  any  serum,  and  makes  the  information 
available  before  crossmatches  are  attempted. 

This  procedure  has  been  in  use  successfully  in  a 
number  of  institutions.  It  has  been  extended 
at  our  own  hospital  so  that  a fourth  tube  is  set 
up  to  test  the  patient’s  inactivated  serum  against 
a mixture  of  five  untreated  group  O red  cells  in 
saline  at  room  temperature.  Such  a test  reveals 
numerous  examples  of  “natural”  isoagglutinins, 
including  Lea,  Leb,  O,  M,  and  P.  These  anti- 
bodies have  thus  been  defined  before  they  could 
cause  needless  confusion  during  crossmatching. 

Where  a blood  bank  is  furnished  the  informa- 
tion that  a patient  has  received  previous  blood 
transfusions  or  that  the  patient  has  any  other 
history  suggesting  isoimmunization,  crossmatch 
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by  the  indirect  antiglobulin  test  should  always 
be  performed.  Kellner  is  now  using  this  as  his 
routine  method  of  crossmatch.  Where  chill, 
temperature  rise,  or  any  suspicion  of  reaction  is 
reported  following  transfusion,  crossmatches 
always  should  be  rechecked  by  the  indirect  anti- 
globulin technic. 

Summary 

1.  A few  examples  of  rare  isoimmunization 
with  some  of  the  complications  that  may  arise 
are  mentioned. 

2.  A thirty-eight  month  experience  is  tabu- 
lated (106  antibodies  to  15  different  blood  factors). 

3.  Antibodies  for  all  of  the  recognized  blood 
group  systems  are  tabulated,  with  their  usual 
behavior  by  the  saline,  albumin,  trypsin,  and  anti- 
glpbulin  technics. 

4.  An  antiglobulin  method  of  crossmatch, 
which  can  detect  all  of  these  antibodies,  is  given. 
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TRANSFUSION  REACTIONS  DURING  TWELVE  YEARS  OF  BANKEE 
BLOOD  AT  THE  PRESBYTERIAN  HOSPITAL 

John  Scudder,  M.D.,  New  York  City 

( Director  of  Blood  Bank,  Presbyterian  Hospital,  and  Assistant  Professor  of  Surgery,  Columbia  Universit 
College  of  Physicians  and  Surgeons) 


TODAY,  I am  presenting  a table  covering  the 
Blood  Bank  transfusion  reaction  rate  for  a 
continuous  period  of  twelve  years  (Table  I). 

How  do  we  arrive  at  these  figures?  With  each 
bottle  of  blood  a reaction  card  is  sent  with  the 
patient’s  name,  hospital  number,  blood  group, 
etc.  On  the  back  of  this  card  there  are  five 
subdivisions : 

Grade  0 No  reaction 

Grade  I Urticaria 

Grade  II  Febrile  reaction 

Grade  III  Chill 

Grade  IV  Collapse,  requiring  stopping  of  the 
transfusion. 

These  cards  are  filled  in  by  either  the  intern 
or  nurse  in  charge  and  returned  to  the  Blood  Bank 
within  twenty-four  hours.  Grade  IV  reactions 
are  reported  immediately  by  telephone  to  the 
Blood  Bank.  The  patient  is  seen  at  once  by  a 
member  of  the  Blood  Bank  staff,  and  steps  are 
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initiated  to  determine  the  cause  of  the  sever 
reaction. 

Every  patient  who  receives  a transfusion  i 
visited  by  a member  of  the  Blood  Bank  staff  withi 
twenty-four  to  forty-eight  hours.  The  patient’ 
chart  is  inspected,  with  particular  attention  be 
ing  paid  to  the  temperature  sheet,  the  nurses 
notes,  and  the  doctor’s  progress  reports.  Fo 
loving  these  “rounds,”  an  entry  into  the  tram 
fusion  ledger  is  made,  and  a daily  written  repot 
is  given  to  the  director  of  the  Blood  Bank. 

At  the  end  of  each  month,  all  these  reactior 
are  tabulated.  In  the  annual  report  of  the  Bloo 
Bank,  the  “gross  reaction  rate”  and  the  “chi 
rate”  for  the  year  are  determined  and  recordec 

From  the  figures  in  Table  I,  it  is  apparent  thr 
there  has  been  a steady  decrease  in  the  reactio 
rate  from  10.9  per  cent  in  1941  to  a low  of  4. 
per  cent  in  1949.  The  chills  per  100  transfusio  . 
have  declined  from  4.2  in  1941  to  1.7  in  1951. 

Time  does  not  permit  further  evaluation  excel 
to  mention  some  of  the  factors  responsibli 
cognizance  of  the  Rh*  factor,  the  use  of  the  a 
bumin  system  which  in  turn  has  yielded  to  tt 
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TABLE  I. — Presbyterian  Hospital  Blood  Bank  Reactions 


1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

1948 

1949 

1950 

1951 

Total  transfusions 

1,564 

2,489 

2,954 

4,066 

4,200 

4,483 

6,248 

7,654 

9,346 

10,862 

12,869 

11,931 

Total  reactions 

129 

273 

256 

419 

421 

466 

639 

471 

460 

571 

655 

651 

Total  chills 

41 

105 

77 

94 

101 

144 

194 

197 

218 

211 

237 

199 

Per  cent  reactions 

8.2 

10.9 

8.6 

9.7 

10.0 

10.4 

10.2 

6.2 

4.9 

5.2 

5.0 

5.4 

Per  cent  chills 

2.6 

4.2 

2.6 

2.3 

2.4 

3.2 

3.1 

2.5 

2.3 

1.9 

1.8 

1.7 

Incompatibilities  due  to  error 

1 

1 

1 

1 

2 

3 

3 

2 

I 

Incompatibilities,  rare  blood  groups 

1 

1 

2 

1 

globulin  system  as  typified  in  the  indirect  Coombs 
test  for  crossmatching,  and  the  recent  recognition 
of  the  Kell  and  Duffy  systems.  All  these  have 
aided  in  reducing  the  reactions  to  transfusion. 
The  use  of  disposable  equipment  may  be  a factor. 


Conclusion 

The  gross  reaction  rate  of  Blood  Bank  trans- 
fusion has  decreased  within  a twelve-year  period 
from  10.9  to  4.9  per  cent.  The  percentage  of 
chills  has  also  declined  from  4.2  to  1.7. 


PREVENTION  OF  ALLERGIC  TRANSFUSION  REACTIONS 

Harry  E.  Ferris,  D.D.S.,  M.Sc.D.,  Seymour  Alpert,  M.D.,  and  Charles  S.  Coakley,  M.D., 
Washington,  D.C. 

{From  the  Department  of  Anesthesiology,  George  Washington  University  School  of  Medicine  and  University 
Hospital) 


PERTINENT  information  is  presented  in  a 
study  on  the  prevention  of  allergic  trans- 
fusion reactions.  A total  of  1,349  blood  trans- 
fusions was  given  in  the  George  Washington  Uni- 
versity Hospital  between  the  months  of  October, 
1950,  and  April,  1951. 1 These  included  a series 
of  742  control  and  a 607  experimental  series 
to  which  25  mg.  of  Pyribenzamine  was  added. 
The  antihistamine,  Pyribenzamine,  was  supplied 
in  1-cc.  ampules  containing  25  mg.  dissolved  in 
distilled  water,  and  this  was  injected  via  a sterile 
syringe  into  the  air  vent  needle  directly  into  the 
bottle  of  blood  to  be  transfused. 

In  the  control  series  55  reactions  were  noted; 
21  were  of  an  allergic  nature  and  32  were  py re- 
presented at  the  First  Scientific  Session  of  the  Blood  Banks 
Association  of  New  York  State,  New  York  City,  May  12,  1952. 


genic.  In  the  experimental  series  with  Pyri- 
benzamine, there  was  one  reaction  of  an  allergic 
nature,  no  pyrogenic  reactions,  and  there  was 
one  hemolytic  reaction. 

The  patients  who  had  Pyribenzamine  used 
prophylactically  had  a considerably  smaller 
incidence  of  transfusion  reactions.  It  is  impor- 
tant to  note  that  the  symptoms  of  the  hemolytic 
reaction,  which  is  not  a histamine  reaction,  were 
not  masked  by  the  addition  of  the  antihistamine 
to  the  blood.  The  complete  lack  of  pyrogenic 
reactions  in  patients  who  received  prophylactic 
antihistamine  tends  to  point  to  the  fact  that 
pyrogenic  reactions  may  occur  on  an  allergic 
basis  as  a response  to  histamine  liberation. 

1.  Ferris,  H.  E.,  Alpert,  S.,  and  Coakley,  C.  S.:  Am. 
Pract.  3 : 3 (Mar.)  1952. 


HEPATITIS  IN  MICE,  OF  PRESUMED  VIRAL  ORIGIN 

Janet  Jordan  Fischer,  M.D.,  Baltimore,  Maryland 


{From  the  Johns  Hopkins  University  Hospital) 

IN  VIEW  of  the  increased  incidence  of  epidemic 
hepatitis  during  the  war  and  the  occurrence 
of  hepatitis  following  the  use  of  blood  products, 
we  became  interested  in  establishing  this  infec- 
tion in  laboratory  animals.  The  problem  has 
been  complicated  by  the  occurrence  of  trans- 
missible indigenous  forms  of  hepatitis  in  birds, 
horses,  swine,  dogs,  and  mice. 

Presented  at  the  First  Scientific  Session  of  the  Blood 
Banks  Association  of  New  York  State,  New  York  City, 
May  12,  1952. 

This  work  was  supported  by  a fellowship  from  the  National 
Foundation  for  Infantile  Paralysis. 


Considering  the  numerous  negative  results 
obtained  by  others  and  also  by  ourselves,  follow- 
ing the  inoculation  of  human  material  into  ani- 
mals, we  decided  to  use  adjuvants  in  our  attempts 
to  adapt  the  virus  to  Swiss  albino  mice.  It  was 
found  that  urethane  increased  the  severity  of 
infection  with  pneumonia  virus  of  mice  and  re- 
sulted in  an  increased  titer  of  that  agent.  Ac- 
cordingly, an  attempt  was  made  to  adapt  the 
agent  of  human  hepatitis  to  mice  given  urethane. 

Two  sources  of  virus  were  tested.  One  was 
pooled  serum  taken  during  the  incubation  period 
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from  patients  who  subsequently  developed  homol- 
ogous serum  jaundice.  The  other  was  a 5 per 
cent  saline  extract  of  the  liver  of  a patient  (C.B.) 
who  died  of  acute  yellow  atrophy  twenty-seven 
days  after  accidental  inoculation.  These  mate- 
rials had  been  kept  with  dry  ice  until  used. 
Neither  source  was  tested  for  human  infectivitv. 
Serial  passages  at  one,  two,  and  four  weeks  were 
carried  out  using  0.3  cc.  per  mouse  of  a 10  to 
15  per  cent  saline  extract  of  pooled  livers,  spleens, 
and  kidneys  inoculated  intraperitoneally.  The 
mice  inoculated  with  each  source  of  material 
were  given  0.1  per  cent  urethane  to  drink  through- 
out the  entire  period.  Two  uninoculated  control 
series,  with  and  without  urethane,  were  included. 

In  the  fourth  passage  of  the  group  on  urethane 
and  originally  inoculated  with  the  patient’s  liver, 
one  mouse  developed  hepatosplenomegaly  and 
serous  ascites  four  weeks  after  injection.  In  the 
subsequent  passage  two  mice  developed  this  pic- 
ture. No  urethane  was  given  in  the  positive 
series  after  the  fifth  passage,  and  the  disease  has 
been  continued  without  urethane  for  11  more, 
or  a total  of  15  monthly  passages. 

Course 

Three  to  four  weeks  after  inoculation  the  mice 
become  very  thirsty  and  show  slow  abdominal 
enlargement,  decreased  activity,  and  tachypnea. 
After  two  to  four  weeks,  a fairly  rapid  diuresis  is 
usually  followed  by  complete  recovery.  Less 
than  1 per  cent  die. 

Grossly,  the  mice  show  from  a trace  to  20  cc. 
of  yellowish  ascitic  fluid  which  clots  on  standing, 
has  a cell  count  of  about  1,000  per  cu.  mm.,  and 
contains  about  3 per  cent  of  protein.  The  spleen 
is  enlarged  two  to  four  times.  The  liver  is  en- 
larged, slightly  mottled,  thickened,  and  friable. 

Microscopically,  the  livers  show  mononuclear 
cell  infiltration  around  the  portal  and  central 
veins,  in  the  subcapsular  area,  and  in  small 
scattered  foci.  Occasional  giant  cells  are  seen. 
There  are  frequent  hemorrhages.  The  sinu- 
soids are  dilated.  Occasionally  there  are  areas 
of  necrosis.  Rarely  this  may  appear  most  prom- 
inently in  the  central  areas.  No  inclusion 
bodies  have  been  demonstrated. 

Ascitic  fluid,  blood,  and  liver  spleen  or  kidney 
extracts  separately  have  all  been  infectious,  but 
only  to  a titer  of  1/1000.  All  strains  of  mice  and 
all  ages  tested  are  susceptible,  but  unpredictable 
negative  experiments  often  occur,  and  mild  forms 
of  the  disease  are  difficult  to  recognize.  All 
routes  of  injection  including  intracerebral  have 
resulted  in  liver  disease,  but  inoculations  intrana- 
sally  and  by  mouth  have  failed. 

Guinea  pigs,  rabbits,  hamsters,  monkeys, 
and  embryonated  eggs  were  not  obviously  in- 
fected. Infectivitv  for  mice  survives  storage 


for  at  least  three  hours  at  room  temperature,  six 
weeks  at  4 C.,  and  six  months  at  —70  C.  It  is 
usually  lost  by  lyophilization  or  heating  at  56  C. 
for  one  hour.  We  have  been  unable  either  to 
filter  the  agent  through  a Seitz  pad,  or  to  dem- 
onstrate infectivity  of  the  supernatant  after 
centrifugation  at  3,000  revolutions  per  minute 
for  one  hour. 

These  observations  do  not  necessarily  imply  a 
large  particle  size  to  an  agent  of  this  low  infec- 
tivity titer.  The  disease  described  is  not  identi- 
cal with  any  of  the  known  mouse  infectious  dis- 
eases such  as  leptospirosis,  Encephalitozoan  in- 
fection, Ehrlich’s  ascitic  tumor,  PYM,  leukemia, 
lymphocytic  choriomeningitis,  or  the  hepatitis  of 
Gledhill  and  Andrewes.  The  bacteriologic  cul- 
tures, including  those  for  pleuropneumonia -like 
organisms,  have  been  negative. 

Preliminary  experiments  with  streptomycin, 
terramycin,  and  sulfadiazine  in  the  doses  tested 
had  no  effect,  but  penicillin  given  ora  11}-  or  intra- 
peritoneally throughout  the  whole  experimental 
period  inhibited  the  disease.  Experiments  with 
cortisone  given  orally  or  parenterally  have  been 
inconclusive. 

Our  disease  was  not  neutralized  by  homologous 
hyperimmune  rabbit  serum,  convalescent  mouse 
serum,  human  gamma  globulin,  or  sera  from 
patients  convalescent  frofn  hepatitis. 

Complement  fixation  studies  with  mouse 
ascitic  fluid  antigen  have  been  positive  in  low 
titer  with  mouse  convalescent  sera  and  with 
certain  sera  from  patients  at  the  peak  of  their 
hepatitis. 

Infectious  organ  extracts  and  ascitic  fluid  were 
inoculated  orally  and  parenterally  into  ten  volun- 
teers. No  typical  hepatitis  with  jaundice  en- 
sued. At  about  two  weeks  all  developed  an 
illness  compatible  with  atypical  serum  sickness, 
with  some  abnormal  liver  function  tests,  and 
several  patients  continued  to  have  a mild  illness. 

Two  subsequent  attempts  to  isolate  the  agent 
from  the  original  human  liver  wrere  successful, 
but,  recently,  control  series  of  mice  inoculated 
with  supposedly  normal  human  serum  have  also 
developed  the  disease.  This  suggests  that  the 
strain  of  mice  employed  may  carry  the  agent. 

Conclusion 

The  identity  of  the  agent  described  is  still 
unknown.  There  is  no  evidence  that  our  agent 
is  the  cause  of  hepatitis  in  man.  However,  the 
mouse  disease  described  resembles  in  some  re- 
spects human  hepatitis,  and  it  may  prove  to  be  a 
useful  laboratory  tool  in  studying  that  infection. 
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PLATELETS:  HISTORICAL  DEVELOPMENT 

ArmandJ.  Quick,  M.D.,  Milwaukee,  Wisconsin 
( From  the  Department  of  Biochemistry,  Marquette  University) 


IN  OPENING  this  panel  on  platelets,  one  cannot 
help  but  recall  that  Starling’s  Principle  of 
Human  Physiology , which  some  of  us  used  as  a 
textbook  and  considered  the  “Bible  of  Physi- 
ology,” contained  the  statement  that  platelets 
might  merely  be  artifacts.  Thus,  only  a quarter 
of  a century  ago,  the  very  existence  of  platelets 
was  still  doubted.  It  is  interesting,  therefore, 
to  review  briefly  the  history  of  these  cells  and  to 
learn  why  they  have  suddenly  been  placed  in  the 
limelight  on  the  hematologic  stage. 

In  1842  Donne  reported  a third  type  of  blood 
cell  which  was  distinct  from  the  erythrocyte  and 
the  leukocyte.1  Three  and  a half  decades  passed 
before  it  was  discovered  that  these  cells  were 
related  to  blood  clotting.  Hayem,  in  1878, 
demonstrated  that  platelets,  which  he  called 
hematoblasts,  appeared  to  initiate  clotting.2 
Four  years  later  Bizzozero,  in  a brilliant  study, 
clearly  showed  the  relation  of  platelets  to  in- 
travascular clotting.3  The  stupid  opposition  of 
his  contemporaries  which  delayed  recognition 
of  his  important  contributions  should  serve  to 
comfort  those  who  share  a similar  experience  of 
having  their  new  ideas  viciously  attacked  be- 
cause they  happen  to  differ  with  those  of  a small 
coterie  of  investigators  who  constitute  them- 
selves as  authorities  and  wield  their  power  as 
members  of  editorial  boards. 

In  1896  Delezenne  observed  that  when  goose 
blood  was  centrifuged  highly  to  remove  the  cellu- 
lar elements,  the  resulting  plasma  lost  its  ability 
to  clot.4  Specifically,  the  incoagulability  re- 
sulted from  the  removal  of  a nucleated  cell 
which  Dekhuyzen  five  years  later  named  throm- 
bocyte.6 It  is  now  generally  accepted  that  this 
cell  is  the  equivalent  of  the  platelet,  at  least  in 
function,  but  is  more  primitive.  Interestingly, 

Presented  at  the  First  Scientific  Session  of  the  Blood 
Banks  Association  of  New  York  State,  New  York  City, 
May  12,  1952. 


in  bird  and  frog  blood,  both  the  erythrocyte  and 
the  thrombocyte  are  nucleated. 

Concomitant  with  the  theoretic  advances  in 
the  study  of  platelets,  a number  of  pertinent 
clinical  observations  were  made.  Brohm,  in 
1881,  discovered  that  the  platelets  were  reduced 
in  Werlhof’s  disease,  and  this  was  soon  confirmed 
by  Krauss  and  Denys.6-8  Hayem,  in  1896, 
reported  that  the  blood  from  patients  with  throm- 
bocytopenia did  not  show  clot  retraction.9  In 
1906  Wright  showed  that  platelets  originated 
from  the  megakaryocytes  of  the  bone  marrow.10 
The  next  important  advance  came  ten  years 
later  when  Kaznelson  reported  complete  clinical 
recovery  of  primary  thrombocytopenic  purpura 
following  splenectomy.11  Mention  should  also 
be  made  of  the  discovery  of  Stewart  and  Zucker, 
in  1913,  that  platelets  are  the  source  of  a powerful 
vasoconstrictor.12 

The  first  third  of  the  present  century  was  con- 
spicuously barren  in  regard  to  advances  in  blood 
clotting.  The  confusion  which  characterized 
this  period  is  especially  well  illustrated  by  the 
conflicting  concepts  expressed  concerning  the 
function  of  the  platelets.  One  group  of  investiga- 
tors held  that  the  platelets  contained  thrombo- 
plastin which,  presumably,  was  liberated  when 
these  cells  underwent  lysis.  Others  strongly 
opposed  this  view  and  maintained  that  throm- 
boplastin and  all  other  essential  clotting  factors 
were  in  the  plasma.  A number  of  investigators 
stated  that  platelets  had  no  role  in  the  clotting 
of  blood.  In  addition  to  this  confusion  of  ideas 
remained  the  puzzling  fact  that  the  clotting  time 
is  almost  always  normal  even  in  severe  thrombo- 
cytopenia. 

The  beginning  of  the  denouncement  of  the 
enigma  of  the  platelet  can  be  traced  to  1947, 
when  it  was  found  in  our  laboratory  that  practi- 
cally no  prothrombin  was  consumed  when  plasma 
depleted  of  platelets  was  clotted.13  As  a result 
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of  these  studies,  the  important  conclusion  was 
drawn  that  platelets  do  not  contain  thrombo- 
plastin but,  instead,  furnish  a factor  which  reacts 
with  a plasma  constituent,  thromboplastinogen, 
to  form  active  thromboplastin.  It  was  further 
postulated  that  thrombin  was  responsible  for  the 
lysis  of  platelets  and  that  this  constituted  the 
basis  of  the  autocatalytic  reaction  in  blood 
clotting.  That  the  platelets  require  a specific 
agent  for  their  lysis  had  long  been  postulated. 
Wright  and  Minot,  in  1917,  suggested  that  plasma 
contained  such  a metamorphosing  agent,  which 
they  stated  was  not  thrombin.14  It  was  difficult 
to  correlate  the  latter  statement  with  the  ob- 
servation that  every  means  or  agent  which  either 
removes  thrombin  or  prevents  its  formation 
causes  a stabilization  of  platelets. 

Current  studies,  which  my  colleagues,  Hussey 
and  Epstein,  and  I are  earning  out,  promise  to 
throw  new  light  on  the  lysis  of  platelets.  It 
appears  that  the  metamorphosing  agent  is  throm- 
boplastinogen, but  that  it  only  becomes  active 
after  it  has  been  in  contact  with  thrombin.  Thus, 


the  latter  agent  is  essential  for  the  disintegration 
of  platelets,  but  its  action  is  through  thrombo- 
plastinogen. The  three  agents  that  enter  into 
the  autocatalytic  reaction  of  blood  clotting  are, 
therefore,  platelets,  thromboplastinogen,  and 
thrombin. 
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TRENDS  IN  PLATELET  RESEARCH 

James  L.  Tullis,  M.D.,  Boston,  Massachusetts 

( Special  Associate  in  Cytology  to  the  University  Laboratory  of  Physical  Chemistry  related  to  Medicine  and 
Public  Health  and  Associate  Director  of  the  Blood  Characterization  and  Preservation  Laboratory,  Harvard 
U niversity) 


IT  WOULD  seem  pertinent  to  discuss  briefly 
some  general  trends  in  platelet  research  in  an 
effort  to  clarify  the  role  which  these  formed  ele- 
ments may  occupy  in  the  blood  banking  of  today 
and  tomorrow. 

Through  the  application  of  a few  simple  facts 
relative  to  avoidance  of  wettable  surfaces  and 
agitation,  the  preservation  of  platelets  has 
recently  been  accomplished.  This  advance  has 
resulted  in  a potential  scope  of  platelet  useful- 
ness which  may  soon  outstrip  our  most  enthu- 
siastic hopes.  It  is  now  possible  to  preserve 
platelets  for  at  least  one  year.1  The  technics 
for  such  preservation  are  sufficiently  simple  to 
allow  their  general  application  in  the  not  far 
distant  future.  It  is  entire!}'  possible  that  the 
preservation  of  platelets  will  eventually  become  a 
standard  blood  banking  procedure.  With  the 
addition  of  such  a therapeutic  tool  to  our  arma- 
mentarium of  blood  products,  every  effort  should 
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be  made  to  increase  our  understanding  of  the 
fundamental  defects  which  give  rise  to  clinical 
thrombopenia.  If,  for  example,  a given  case  of 
thrombocytopenic  purpura  were  due  to  circulating 
antiplatelet  antibody,  it  would  be  wasteful  and 
perhaps  harmful  to  administer  preserved  platelets. 
If,  on  the  other  hand,  a given  case  of  thrombocyto- 
penic purpura  were  due  to  marrow  hypoplasia  and 
deficient  platelet  production,  the  transfusion  of 
preserved  platelets  might  prove  lifesaving. 

Modern  concepts  of  the  fundamental  physio- 
logic mechanisms  which  obtain  in  different  types 
of  thrombopenia  are  undergoing  constant  change. 
The  striking  work  of  Harrington,  Minnich, 
Hollingsworth,  and  Moore  has  reopened  the 
entire  field  of  immunologic  factors  in  acute  idio- 
pathic thrombocytopenic  purpura  and  indicates 
that  at  least  some  cases  of  idiopathic  thrombocy- 
topenic purpura  are  due  to  circulating  antibody.2 
The  work  of  Hirsch  and  Gardner  on  direct  trans- 
fusion of  platelet-rich  blood  has  similarly  shown  a 
separation  of  recipients  into  those  who  can  and 
those  who  cannot  successfully  receive  platelets.3 
At  a recent  meeting  of  the  Blood  Club,  consider- 
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able  evidence  was  presented  to  emphasize  the 
role  of  platelet-immuno  factors  in  thrombopenia 
as  originally  suggested  by  Dameshek,  many  years 
ago.  Moreover,  evidence  is  accumulating  that 
no  single  clinical  type  of  thrombopenia  is  always 
due  to  a single  factor.  For  example,  chronic 
“secondary”  thrombopenia  may  sometimes  be 
due  to  spleen  filtration,  sometimes  to  circulating 
lysins,  sometimes  to  hormonal  depression,  or 
even  to  combinations  of  these  factors. 

Proper  separation  of  these  etiologic  factors 
demands  the  development  of  a simple  laboratory 
test  for  the  screening  of  the  presence  or  absence 
of  circulating  antiplatelet  antibodies.  As  yet, 
such  a test  does  not  exist,  but  encouraging  prog- 
ress is  being  made  in  this  direction. 

Proper  surfaces  are  absolutely  essential  in 
work  with  platelets.  In  no  other  branch  of 
cytology  is  it  so  important  to  maintain  a smooth, 
nonwettable  vessel.  Platelets  are  promptly  dena- 
tured by  contact  with  glass,  rubber  tubing,  most 
types  of  metal,  and,  indeed,  all  of  the  materials 
commonly  used  in  blood  bank  equipment.  Even 
gas  bubbles  or  excess  air  interphase  lead  to  par- 
tial platelet  degradation.  Plastics,  for  the  most 
part,  are  nonwettable  and  thus  present  a more 
physiologic  surface  for  all  blood  components. 
The  ease  with  which  glass  bottles  and  steel  needles 
now  can  be  rendered  nonwettable,  however, 


eliminates  any  need  for  a change  from  the  basic 
types  of  glass  equipment.4  The  importance  of 
physiologic  (nonwettable)  surfaces  was  generally 
appreciated  by  blood  transfusionists  more  than 
half  a century  ago.  Paraffin  coating  was  used 
on  syringes  and  tubes  in  order  to  avoid  coagula- 
tion during  direct  transfusion.  Unfortunately, 
the  introduction  of  citrate  and  other  anticoagu- 
lants inhibited  clotting  so  effectively  that  it  was 
no  longer  necessary  to  treat  blood  gently  and 
physiologically.  Untreated  glass  or  metal  could 
then  be  used.  This  resulted  in  inevitable  de- 
struction of  platelets  which,  in  turn,  markedly 
decreased  the  effectiveness  of  blood  transfusion 
in  the  treatment  of  thrombocytopenic  purpura. 

With  proper  attention  to  these  two  fundamen- 
tals— the  avoidance  of  nonwettable  surfaces 
and  the  avoidance  of  excess  gas  interphase  or 
physical  agitation — -there  is  no  reason  why  any 
standard  laboratory  cannot  readily  adapt  itself 
to  whatever  role  platelet  research  may  develop. 
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METHODS  FOR  TESTING  THE  FUNCTIONAL  BEHAVIOR  OF  BLOOD 
PLATELETS 

Bernardino  Rovatti,  M.D.,  Milan,  Italy 
( From  the  University  of  Pavia) 


REPEATED  transfusions  for  hemostatic 
purposes  and  exchange  transfusions,  which 
we  have  adopted  to  remove  antiplatelet  antibodies 
and  scattering  factors  of  platelets,  give  us  the 
opportunity  to  test  on  a functional  basis  the 
behavior  of  these  blood  cells. 

Blood  platelets,  or  thrombocytes,  can  be  con- 
sidered blood  cells,  although  their  formation 
differentiates  them  from  all  other  cells  and  their 
particular  cytologic  aspects  are  undoubtedly 
the  expression  of  highly  specialized  functions. 

Generally,  platelets  have  adhesive  and  agglu- 
tination tendencies  even  before  the  so-called 
thrombinic  spreading  phenomenon  takes  place, 
and  often  this  tendency  is  increased.  There- 
fore, the  only  accurate  method  we  have  found  for 
their  counting  is  the  indirect  method  in  which 
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fingertip  blood  is  collected  directly  in  a diluent- 
fixing solution,  and  then,  knowing  the  red  cell 
count  which  has  been  previously  determined,  we 
can  determine  the  platelet  count. 

The  formation  of  white  thrombi  not  only  is 
dependent  on  the  number  of  thrombocytes  but, 
also,  on  their  functional  behavior.  The  forma- 
tion of  white  thrombi  can  be  tested  for  clinical 
evaluation  by7  vital  staining  of  the  second  or 
third  drop  of  fingertip  blood.  In  the  hemo- 
static process  one  should  take  into  consideration 
the  functional  conditions  of  the  injured  vessels; 
we  suggest  that  when  testing  the  bleeding  tend- 
ency one  should  record  not  only  the  time  of 
blood  loss  but,  also,  the  weight  of  blood  which  is 
shed  each  half  minute. 

Circulating  platelets,  as  a result  of  several  fac- 
tors, have,  normally,  a negative  charge  which 
can  be  increased  by  treatment  with  physiologic 
anticoagulants.  The  diminished  charge  of  the 
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platelets  in  vivo  facilitates  their  adhesion  to  the 
injured  walls  of  the  vessels,  and  this  depends 
primarily  on  the  migration  of  carbon  dioxide 
ions  from  the  plasma  through  the  red  cells,  which 
contain  carbonic  anhydrase,  and  then  so  liberated 
into  the  plasma  again  if  the  blood  is  shed.  (Ti- 
trated blood  preservation  in  the  icebox  retards 
both  the  cytologic  modifications  and  the  dis- 
charge and  conglutination  of  platelets.  In 
many  cases  of  thromboembolic  diseases  the  nega- 
tive charge  of  these  cells  is  diminished,  and  in 
cases  of  hemorrhagic  disorders  the  transfusion 
of  incompatible  blood  increases  the  charge  of 
platelets  and  aggravates  the  bleeding  tendency 
at  the  same  time.  In  severe  hemolytic  reactions 
we  also  observed  thrombocytopenia,  and,  by 
testing  the  filtered  patient's  plasma  against  sus- 
pensions of  normal  platelets  of  the  same  blood 
group  in  polyvinylpyrrolidone  solutions,  we  had 
complete  agglutination  in  ten  to  twenty  minutes. 

For  further  testing  the  functional  behavior  of 
the  platelets  we  suggest  an  index  of  adhesiveness 
which  expresses  the  ratio  between  the  in- 
direct and  the  direct  count  of  platelets.  The 
indirect  count  is  done  as  previously  described, 
and  the  direct  count  by  using  a red-cell -pipette 
by  which  the  platelet  number  decreases  in 
the  solution  because  of  adhesion  to  the  capil- 
lary glass  wall. 

Normally  the  index  of  adhesiveness  varies 
from  1.20  to  1.40;  it  decreases  physiologically 
during  the  bleeding  time  of  the  menstrual  cycle 
and  hemorrhagic  disorders,  and  increases  during 
pregnancy  and  very  often  after  operations.1 

The  tendency  of  platelets  to  conglutinate  can 
be  tested  with  a fixed  and  stained  smear  of  the 
first  small  drop  of  blood  from  the  fingertip  by 


counting  the  groups  of  2,  3,  or  more  platelets 
winch  we  find  by  counting  100  isolated  platelets. 
The  normal  values  of  the  agglutinogram  in  hu- 
man beings  are:  33(plus  or  minus  two)  groups  of 
2 platelets;  14(plus  or  minus  two)  groups  of  3 
platelets,  and  8(plus  or  minus  two)  groups  of  4 
platelets.5  When  there  is  a hemorrhagic  tendency, 
a left  deviation  is  shown,  and  in  thromboembolic 
disorders  a right  deviation  is  found;  the  agglu- 
tinogram is  also  useful  for  control  after  trans- 
fusion and  during  treatment  with  anticoagulants. 

Both  the  index  of  adhesiveness  and  the  ag- 
glutinogram are  executed  without  mixing  the 
blood  with  any  other  substance  and  are  employed 
for  detecting  functional  abnormalities  of  platelets 
in  clinical  or  experimental  conditions. 

The  adhesiveness  and  the  agglutination  tend- 
ency of  platelets  to  build  white  thrombi 
seem  to  be  dependent  on  increased  stickiness 
after  seeping  to  the  plasma  of  active  substances 
of  these  cells,  among  which  is,  moreover,  a ther- 
mostable vasoconstrictor  substance  that  does 
slightly  raise  the  blood  pressure  but  helps  the 
response  of  damaged  vessels  to  the  hemostatic 
process. 

The  resultant  clumping  tendency  of  platelets, 
as  we  have  controlled  them  by  studying  the 
speed  of  retraction  of  blood  clot,  also  is  very  im- 
portant in  the  formation  of  red  thrombi,  because 
the  formation  of  a few  groups  of  many  platelets 
gives  a better  blood  clot  than  the  formation  of 
many  groups  of  a few  platelets. 
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THE  EFFECTS  OF  PLATELET  TRANSFUSIONS  IN  DOGS  MADE 
PANCYTOPENIC  BY  X-RADIATION* * 


George  Brecher,  M.D.,  and  E.  P.  Cronkite, 
( From  the  National  Institutes  of  Health  and  the  Naval 

THE  purpose  of  this  presentation  is  to  give  a 
summary  of  experimental  work  carried  on  at 
the  Naval  Medical  Research  Institute  and  the 
National  Institutes  of  Health  on  the  role  of 
platelets  in  postradiation  hemorrhage.  Credit 
for  these  investigations  belongs  primarily  to  Dr. 
E.  P.  Cronkite  of  the  Naval  Medical  Research 
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* The  opinions  and  assertions  are  those  of  the  authors  and 
are  not  to  be  construed  as  reflecting  the  policy  or  opinions  of 
the  Naval  Service. 


M.D.,  Berhesda,  Maryland 

Medical  Research  Institute,  Bethesda,  Maryland) 

Institute.  In  addition,  Drs.  D.  P.  Jackson  and 
N.  R.  Shulman  and  Mr.  G.  Jacobs,  of  that  insti- 
tution, and  Dr.  G.  H.  L.  Dillard  of  the  National 
Institutes  of  Health  have  made  significant  con- 
tributions to  various  phases  of  this  work. 1,5 

To  talk  to  the  Blood  Banks  Association  of  New 
York  State  about  experimental  whole  body  radia- 
tion injury  in  the  dog  requires  a brief  explanation 
of  the  possible  interest  such  work  may  hold  for 
this  group.  Dogs  given  400  to  600  r whole- 
bod}’  irradiation  develop  a severe  aplasia  of  the 
bone  marrow,  a high  susceptibility  to  infection, 
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Fig.  1.  Maintenance  of  circulating  platelet  level 
by  transfusion  in  dog.  # 347  exposed  to  600  r. 
— ■ — platelet  count  taken  thirty  minutes  after 
each  daily  transfusion;  - — • — platelet  count  taken 
immediately  before  each  daily  transfusion,  i.e. 
twenty-four  hours  after  the  previous  transfusion. 
Comparison  of  the  two  solid  lines  thus  gives  a meas- 
ure of  the  loss  of  transfused  platelets  from  the  circu- 
lation in  twenty-four  hours.  — A — mean  platelet 
count  of  six  untreated  dogs  exposed  to  the  same  dose 
of  radiation  (600  r). 

usually  manifested  by  tonsillar  lesions  duplicat- 
ing human  agranulocytic  angina,  and  anemia 
partly  due  to  cessation  of  red-cell  production  and 
partly  due  to  hemorrhage.  It  is  the  nature  of 
this  hemorrhagic  diathesis  and  its  treatment  or 
prevention  which  was  believed  to  be  of  some  in- 
terest to  this  meeting. 

The  bleeding  tendency  manifests  itself  occasion- 
ally in  the  skin,  very  frequently  in  the  gastro- 
intestinal tract,  and  in  other  organs.  However, 
as  with  practically  all  hemorrhagic  diatheses, 
the  extent  and  distribution  of  hemorrhages  is  so 
variable  that  the  effect  of  any  treatment  would  be 
extremely  difficult  to  gauge,  if  it  were  not  for 
the  invariable  involvement  of  lymph  nodes 
which,  in  all  untreated  dogs,  are  grossly  hemor- 
rhagic and,  on  histologic  sections,  show  innumer- 
able red  cells  either  free  or  in  macrophages  in 
the  sinuses.  After  the  tenth  day  following  the 
irradiation,  when  the  platelet  count  has  reached 
very  low  levels,  less  than  10,000  per  cubic  mil- 
limeter, this  involvement  of  the  lymph  node 
has  been  so  general  and  constant  a feature  that 
we  feel  that  absence  of  free  red  cells  in  the  sinuses 
of  the  lymph  nodes  is  a rigid  and  reliable  test  of 
actual  prevention  of  hemorrhages. 

As  already  indicated,  the  thrombocytopenia 
| and  the  bleeding  tendency  appear  well  correlated . 
i The  hyperheparinemia  described  by  Allen  and 
Jacobson  as  probably  the  most  important  cause 


DAYS  AFTER  IRRADIATION 

Fig.  2.  Whole  blood  clotting  time  of  dog  § 
347.  — ■ — Clotting  time  thirty  minutes  after  each 
daily  transfusion.  — # — clotting  time  immediately 
before  each  daily  transfusion,  i.e.,  twenty-four 
hours  after  the  previous  transfusion.  — A — 
Mean  clotting  time  of  six  untreated  dogs  exposed  to 
same  dose  of  radiation  (600  r). 

of  the  bleeding  tendency  was  not  found  by  others 
in  the  spontaneous  development  of  the  bleeding 
state  in  untreated  dogs.3  On  re-examination  of 
his  data,  Allen  now  states  that  the  increased 
amount  of  heparin  occurred  only  in  dogs  that 
received  blood  transfusion  and  may  be  due  to  a 
reaction  to  transfusions.  Fibrinogen,  prothrom- 
bin, accelerator  globulin,  antihemophilic  factor, 
and  serum  prothrombin  conversion  accelerator 
precursor  are  all  present  in  at  least  normal 
amounts  in  these  irradiated  dogs.  Massive  plate- 
let transfusions  now  allow  maintenance  of  normal 
or  near-normal  platelet  levels  in  the  irradiated 
animals.  Using  the  method  of  Dillard,  the 
platelet  level  of  the  irradiated  dogs  could  be 
maintained  at  100,000  platelets  per  cubic  mil- 
limeter or,  better,  by  daily  tranfusions.4  In  such 
dogs  the  clotting  time,  which  is  markedly  pro- 
longed in  the  controls,  remained  normal;  clot 
retraction,  which  is  absent  in  controls,  returned, 
and,  most  important,  bleeding  was  prevented. 
No  organ  hemorrhages  were  found,  and  the  lymph 
nodes  showed  no  red  cells  in  their  sinuses.  These 
results  have  now  been  obtained  in  eight  consecu- 
tive dogs  (Figs.  1,  2,  and  3). 

As  one  may  suspect  from  the  numerous  red 
cells  in  the  sinuses  of  the  lymph  nodes  of  control 
dogs,  red  cells  are  not  always  retained  in  the 
lymph  nodes  themselves,  and  considerable  num- 
bers escape  through  the  efferent  lymphatics  and 
can  be  demonstrated  in  the  thoracic  lymph,  as 
Furth  has  beautifully  shown.5  Furth  and  Woods,6 
in  Oak  Ridge,  partly  in  cooperation  with  us, 
have  given  platelet  transfusions  to  six  dogs  whose 
platelet  level  had  fallen  to  very  low  levels  and 
who  already  had  manifestations  of  bleeding 
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Fig.  3.  Prothrombin  utilization  of  dog  § 347. 
— ■ — Prothrombin  utilization  thirty  minutes  after 
each  daily  transfusion.  — # — Prothrombin  utiliza- 
tion immediately  after  transfusion,  i.e.,  twenty-four 
hours  after  the  previous  transfusion.  — A — 
Mean  prothrombin  utilization  of  six  untreated  dogs 
exposed  to  the  same  dose  of  radiation  (600  r). 


tendency,  as  evidenced  in  the  high  content  of 
red  cells  in  the  thoracic  lymph.  In  five  of  these 
six  dogs,  an  elevation  of  the  platelet  level  to 
100,000  or  better  by  platelet  transfusion  led  to  a 
rapid  clearing  of  the  bloody  lymph  and  a drop 
of  the  red-cell  count  in  the  lymph  from  one  or 
several  hundred  thousand  to  a few  thousand 
within  one  to  four  hours.  The  relatively  small 
number  of  red  cells  which  continue  to  be  seen  in 
the  thoracic  lymph  can  probably  be  explained  by 
the  continued  washing  out  of  the  red  cells  from 
the  lymph  nodes.  Thus,  it  would  appear  that 
the  thrombocytopenia  is  the  major  cause  of  the 
hemorrhage  and  that  bleeding  can  be  prevented 
or  stopped  in  the  irradiated  dogs  by  platelet 
transfusions. 

It  has  been  pointed  out  repeatedly  that  there 
is  an  excellent  correlation  between  the  prothrom- 
bin utilization  and  the  level  of  platelets.  This  is 
certainly  true  in  these  irradiated  dogs  during  the 
period  when  the  platelet  count  gradually  falls 
to  reach  a very  low  or  zero  level  by  the  tenth 
day.  The  transfused  platelets,  however,  do  not 
readily  correct  the  deficiency  in  prothrombin 
utilization,  even  though  the  bleeding  is  prevented. 

While,  in  general,  the  prothrombin  utilization 
in  the  transfused  dogs  was  improved  and  occa- 
sionally corrected,  on  several  days  the  elevation 
of  the  platelet  level  did  not  improve  the  pro- 
thrombin utilization,  and,  often,  the  partial 
correction  of  prothrombin  utilization  was  short- 
lived, lasting  less  than  twenty-four  hours. 

The  possibility  must  be  considered  that  the 
platelet  deficiency  does  not  account  for  all 
coagulation  defects  in  these  dogs.  Ferguson  has 
recently  shown  that,  with  internal  radiation  by 
radioactive  gold,  a deficiency  of  prothrombin 


utilization  can  be  produced  with  a relatively 
small  drop  in  the  platelet  level.7  Tocantins  has 
found  a slight  to  moderate  elevation  of  lipid 
antithromboplastin  in  the  blood  of  the  irradiated 
dogs.8  Whether  these  observations  can  explain 
the  discrepancies  between  the  levels  of  transfused 
platelets  and  prothrombin  utilization  is  uncertain. 
It  may  well  be  that  the  separated  platelets  used 
for  transfusion  have  already  been  damaged. 

Unfortunately,  no  in  vitro  test  has  yet  been 
developed  to  measure  platelet  viability.  Plate- 
let morphology  was  found  to  be  of  little  help. 
The  prothrombin  utilization  does  not  reflect 
platelet  viability.  As  few  as  8,000  platelets  per 
cubic  millimeter  correct  in  vitro  the  prothrombin 
utilization  of  the  thrombopenic  blood  of  irradiated 
dogs.  This  can  be  done  with  platelets  stored  for 
at  least  two  weeks,  yet  storage  of  a platelet  sus- 
pension in  plasma  at  5 C.  for  as  little  as  twenty- 
four  hours  so  far  has  resulted  in  suspensions  that 
did  not  circulate.  It  may  well  be  that,  as  in  the 
case  of  red  cells,  normal  survival  in  the  circula- 
tion after  transfusion  will  turn  out  to  be  the  only 
measure  of  full  viability  of  the  platelet. 

Whether  or  not  transfusion  of  platelets  that 
are  unable  to  circulate  can  still  correct  any  of  the 
clotting  defects  and  correct  part  or  all  of  the 
bleeding  tendency  has  not  been  systematically 
studied.  One  recent  observation,  however,  ap- 
pears to  throw  some  light  on  this  question.  One 
of  the  irradiated  dogs  studied  behaved,  at  first, 
very  much  like  the  others  and  responded  to 
transfusions  with  an  elevation  of  its  platelet 
level.  Beginning  with  the  tenth  day,  however, 
continued  daily  transfusion  of  freshly  prepared 
platelet  suspensions  failed  to  increase  the  platelet 
level,  with  the  exception  of  a single  day  when 
it  rose  to  120,000.  Each  platelet  transfusion 
improved  prothrombin  utilization  and  reduced 
the  clotting  time  for  a brief  period  in  the  ab- 
sence of  a rise  in  the  platelet  count,  but  this 
improvement  was  quite  short-lived  and  always 
disappeared  in  less  than  twenty-four  hours.  The 
dog  bled  from  the  gastrointestinal  tract  and  be- 
came moribund  on  the  twenty-first  day  after 
irradiation.  At  autopsy  there  were  multiple 
hemorrhages  in  various  organs  and  the  generalized 
involvement  of  lymph  nodes  seen  in  all  control 
dogs  (Fig.  4). 

Preliminary  studies  on  plasma  obtained  from 
this  dog  on  the  twenty-first  postradiation  day 
indicated  the  presence  of  a platelet-agglutinating 
factor.  At  this  time  it  is  impossible  to  say 
whether  or  not  this  represents  a sensitizing  effect 
of  multiple  platelet  transfusion  with  formation 
of  an  actual  antibody.  The  existence  of  different 
platelet  types  has  not  been  excluded.  No  con- 
clusion can  be  drawn  from  this  single  observation, 
but  it  strongly  suggests  that  it  is  the  elevation  of 
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Fig.  4.  Failure  of  P'latblet  Transfusions  to  Maintain  Circulating  Platelet  Level  in  Dog  #380 
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* Platelet  transfusions  were  given  daily  and  the  determinations  "before  transfusion”  therefore  represent  measurements  made 
twenty-four  hours  after  the  last  transfusion. 
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the  circulating  platelet  count  and  not  simply  the 
transfusion  of  platelets  per  se  which  prevents  or 
stops  bleeding  in  the  irradiated  dog. 
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CONCENTRATION  AND  TRANSFUSION  OF  PLATELETS  SEPARATED 
FROM  NORMAL  BLOOD 

Allen  H.  Minor,  M.D.,  and  Lee  Burnett,  M.S.,  New  York  City 
( From  the  Laboratory  for  Experimental  Cytology,  Lenox  Hill  Hospital ) 


THE  beneficial  hemostatic  effects  of  trans- 
fusions of  platelet-rich  blood  from  polycy- 
themic donors  to  patients  with  thrombocytopenic 
purpura  have  been  described  by  Stefanini  and 
his  associates  and  by  Hirsch  and  Gardner.1-2 
Their  studies  have  suggested  the  desirability  of 
a method  for  obtaining  large  numbers  of  func- 
tionally intact  platelets  from  normal  blood. 
There  are  two  procedures  in  the  literature  de- 
scribing such  methods — that  of  Freeman,  in  which 
columns  of  ion-exchange  resin  are  used,3  and  that 
of  Dillard,  Brecher,  and  Cronkite,  which  makes 
use  of  Sequesterene  Na-2  as  an  anticoagulant, 
and  differential  centrifugation.4 

The  method  developed  in  this  laboratory  may 
be  applied  to  blood  collected  in  an  acid-citrate- 
dextrose  solution  and  thus  involves  no  significant 
change  in  the  procedure  for  blood  collection  now 
widely  used.5  The  apparatus  required  is  simple, 
consisting  of  700-milliliter  sedimenting  bottles  con- 
taining 60  milliliters  of  a 6 per  cent  solution  of  high 
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molecular  weight  dextran*  in  saline ; 500-milliliter 
round-bottom  centrifuge  bottles  containing  20 
milliliters  of  a 2 per  cent  solution  of  Triton 
WR-1339*  in  saline;  serum  stoppers  to  fit 
these  bottles;  tubing,  about  8 inches  in  length, 
fitted  with  needle  adapters  at  each  end,  and  long 
aspirating  needles  for  the  removal  and  transfer 
of  fluids.  All  of  the  needles  and  glassware  are 
siliconed  before  use,  and  sterile  precautions  are 
observed  throughout  the  procedure. 

Four  or  five  pints  of  blood  are  generally  used 
for  the  preparation  of  a platelet  concentrate  for 
transfusion.  These  bloods  may  be  of  any  group 
and  type,  inasmuch  as  the  final  concentrate  con- 
tains essentially  no  erythrocytes  and  a negligible 
quantity  of  plasma.  The  blood  is  collected  by 
gravity  in  standard  collection  bottles.  Care 
should  be  taken  to  avoid  the  formation  of  clots,  for 
these  invariably  lower  the  final  yield  of  platelets. 
Venipuncture  is  performed  with  a very  sharp, 
wide-bore  needle  which  is  passed  directly  into 

* High  molecular  weight  dextran  is  available  at  Phar- 
macia Laboratories,  270  Park  Avenue,  New  York  City: 
Triton  WR-1339,  at  Rohm  and  Haas  Co.,  West  Washington 
Square,  Philadelphia,  Pennsylvania. 
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the  lumen  of  the  vein,  and  by  swirling,  the  blood 
is  kept  mixed  with  the  acid-citrate-dextrose  solu- 
tion in  the  bottle.  As  soon  as  possible  after  collec- 
tion, each  pint  of  blood  is  transferred  to  a sedi- 
menting bottle  containing  the  dextran  solution. 
This  is  accomplished  by  gravity  and  gentle  suc- 
tion, avoiding  the  formation  of  froth  which  tends 
to  trap  the  erythrocytes.  The  blood  is  allowed  to 
sediment  at  room  temperature  for  two  hours.  The 
high  molecular  weight  dextran,  which  is  a rou- 
leaux-forming  agent,  causes  an  acceleration  of 
erythrocyte  sedimentation,  so  that,  at  the  end 
of  the  two-hour  period,  essentially  all  the  red 
cells  have  settled  out.  The  supernatant  plasma 
contains  about  75  per  cent  of  the  white  cells, 
about  the  same  number  of  red  cells  as  white 
cells,  and  nearly  ah  the  platelets. 

The  supernatant  fluid  in  each  sedimenting 
bottle  is  aspirated  into  a 500-milliliter  centrifuge 
bottle  containing  the  dilute  Triton.  This  rea- 
gent is  a nonionic  surface-active  agent,  which  is 
used  to  prevent  the  irreversible  agglutination  of 
platelets  brought  together  by  centrifugation  and, 
thereby,  permits  them  subsequently  to  be  re- 
suspended as  discrete  elements. 

The  contents  of  each  bottle  are  mixed  by  in- 
version and  spun  in  a blood  plasma  centrifuge 
at  2,000  revolutions  per  minute  for  thirty  minutes. 
The  formed  elements  initially  present  in  suspen- 
sion are  packed  in  the  sediment,  and  the  cell- 
free  fluid  is  aspirated  until  only  about  10  milli- 
liters remain. 

Then  40  milliliters  of  nonpyrogenic,  physio- 
logic saline  are  added  to  this  residual  material, 
and  the  sediment  resuspended  by  vigorous  shak- 
ing. This  resuspension  occurs  without  any  loss 
of  platelets. 

In  the  final  steps,  the  concentrated  suspensions 
are  pooled  and  centrifuged  briefly  at  low  speed — 
for  seven  to  ten  minutes  at  800  revolutions  per 
minute — so  as  to  bring  down  the  erythrocytes 
and  leukocytes  while  leaving  nearly  all  the 
platelets  in  suspension.  This  supernatant  sus- 
pension is  then  removed  as  completely  as  pos- 
sible, and  the  platelet  concentrate  is  ready  for 
transfusion. 

The  volume  of  a concentrate  prepared  from 
four  pints  of  blood  by  this  procedure  is  about 
200  milliliters,  consisting  for  the  most  part  of 
saline.  It  contains  about  350  billion  platelets, 
which  represent  a recovery  of  about  80  per  cent 
of  the  total  number  of  platelets  originally  present 
in  the  acid-citrate-dextrose  blood,  concentrated 
eight  to  ten  times.  These  platelets  appear  mor- 
phologically intact,  are  discrete,  and  will  stain  nor- 
mally. They  will  induce  normal  clot  retraction 
and  prothrombin  consumption  when  added  in  vitro 
to  platelet-poor  plasma  or  thrombocytopenic 
blood.  A totalof  33  platelet  transfusions  prepared 


by  the  method  described  has  now  been  given  to 
15  patients  who  were  thrombocytopenic  and 
bleeding  when  first  transfused.  There  were 
seven  cases  of  idiopathic  thrombocytopenic  pur- 
pura and  eight  cases  of  purpura  secondary7  to 
aplastic  anemia,  acute  leukemia,  or  drugs. 

In  11  of  these  15  cases,  the  first  platelet  trans- 
fusion was  followed  by  a more  or  less  pronounced 
beneficial  effect  on  bleeding,  lasting  from  one  to 
five  days;  in  three  other  cases,  this  effect  followed 
subsequent  platelet  transfusions.  It  was  as- 
sociated with  a return  to  normal,  or  near  normal, 
of  bleeding  time,  capillary  fragility,  and  prothrom- 
bin consumption.  Six  of  the  cases  studied  under- 
went major  surgery  within  a few  hours  following 
a platelet  transfusion;  there  were  four  splenec-  J 
tomies,  one  nephrectomy,  and  one  hysterectomy. 

In  five  of  these  cases  the  various  attending  sur- 
geons expressed  their  opinion  that  the  degree  of 
bleeding  encountered  was  less  than  anticipated 
and  at  no  time  caused  an}7  concern. 

In  contrast  with  the  hemostatic  effect  of  these  \ 
transfusions,  the  increase  in  the  capillar}7  platelet 
count  five  to  ten  minutes  after  a transfusion 
has  been  small . In  no  instance  has  it  approached 
the  increase  of  60-  to  80,000  platelets  per  cubic 
millimeter  which  might  be  expected  from  calcu- 
lations of  the  total  number  of  platelets  trans- 
fused. Temporarily,  therefore,  these  trans-  ; 
fused  patients  may  resemble  those  cases  of 
thrombocytopenia  who  do  not  bleed. 

In  the  series  of  33  transfusions  there  have  been 
three  reactions.  These  have  occurred  during  or 
shortly  following  the  transfusions,  have  lasted  ' 
from  a few  minutes  to  several  hours,  and  have 
consisted  of  chills,  fever,  and  an  increase  in  the 
pulse  rate.  They  have  occurred  only  with  the 
use  of  stored  platelets  and  have  not  been  ob-  1 
served  in  the  21  instances  when  freshly  prepared 
platelets  were  transfused.  Two  of  the  reactions  L> 
followed  the  transfusion  of  platelets  stored  eight-  f 
een  to  twenty-four  hours  in  the  refrigerator,  and  ■' 
the  third  in  the  one  instance  when  the  platelets  : 
were  stored  for  forty-eight  hours.  This  latter 
reaction  was  the  most  severe  and  was  associated  1 - 
at  its  height  with  a bleeding  time  of  less  than  - 
thirty  seconds. 

Summary 

In  summary,  a method  has  been  described 
by  means  of  which  fresh  blood  may  be  proc- 
essed to  yield  large  numbers  of  platelets  dis- 
cretely suspended  and  concentrated  in  physio- 
logic solution.  Transfusions  of  platelet  con- 
centrates prepared  by  this  method  have 
had  beneficial  hemostatic  effect  in  bleeding  r- 
thrombocytopenic  patients. 

It  should  be  emphasized  that  platelet  trans- 
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fusions  represent  a form  of  symptomatic  replace- 
ment therapy  only.  Our  experience  to  date 
suggests  that  these  transfusions  may  be  useful 
in  the  control  of  severe  bleeding  resulting  from 
thrombocytopenia  and  may  serve  to  minimize 
such  bleeding  during  major  surgery. 
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THE  TRANSFUSION  OF  HUMAN  BLOOD  PLATELETS 

Erwin  O.  Hirsch,  M.D.,  Boston,  Massachusetts 
( From  the  Peter  Bent  Brigham  Hospital) 


WE  HAVE  transfused  human  blood  plate- 
lets by  giving  whole  fresh  blood  without 
the  use  of  anticoagulants.  The  technic  consists 
of  placing  donor  and  recipient  side  by  side  and 
transferring  blood  from  the  donor  to  the  recipient 
by  means  of  100-cc.  silicone-coated  syringes,  or 
by  means  of  disposable  plastic  containers  having 
a capacity  of  125  cc.  Only  severely  thrombo- 
cytopenic subjects  have  been  used  as  recipients. 
Since  it  is  necessary  to  raise  the  platelet  count 
of  such  a patient  to  at  least  50,000  or  60,000 
platelets  per  cubic  millimeter  in  order  to  obtain 
reversal  of  the  hemostatic  defect,  and  the  normal 
platelet  count  is  250,000,  it  would  be  necessary 
to  infuse  an  amount  of  blood  equal  to  at  least 
one  fifth  of  the  recipient’s  blood  volume.  In  an 
adult  male  this  would  involve  1 to  1 y2  liters  of 
blood.  A transfusion  of  this  size  taken  from 
, three  normal  donors  is  entirely  practical  in 
severely  anemic  patients  whose  cardiovascular 
system  is  good.  It  is  more  practical,  however,  to 
! utilize  polycythemic  donors  with  high  platelet 
| counts.  If  such  a donor  has  a platelet  count  of 
three  times  normal,  only  500  cc.  of  blood  are 
required. 

In  aplastic  anemia  transfused  platelets  sur- 
vive five  to  six  days  (Fig.  1).  It  is  believed  that 
1 this  represents  the  normal  life  span  of  platelets, 
since  in  this  disease  the  only  cause  of  the  throm- 
I bocytopenia  is  the  failure  of  platelets  to  be  pro- 
iduced.  With  the  rise  in  platelet  count  there  is 
cessation  of  spontaneous  bleeding  and  return 
of  all  hemorrhagic  tests  toward  normal.  Clinical 
, i improvement  lasts  usually  five  to  six  days. 

; If  such  a patient  is  given  repeated  trails- 

X 
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PLATELETS 


Fig.  2.  Repeated  transfusions  in  a ease  of  aplastic 
anemia. 

fusions,  the  height  of  the  platelet  count  achieved 
following  transfusion,  the  survival  of  the  trans- 
fused platelets,  and  the  effect  on  the  clinical  state 
of  the  patient  become  progressively  less,  until, 
finally,  no  effect  is  produced  at  all.  This  indi- 
cates that  resistance  to  transfused  platelets  can 
develop  as  a consequence  of  repeated  trans- 
fusions (Fig.  2). 

In  idiopathic  thrombocytopenia  the  survival 
of  transfused  platelets  was  always  less  than  that 
seen  in  aplastic  anemia.  In  self-limited  thrombo- 
cytopenia the  survival  in  most  instances  was 
three  hours  or  less,  while  in  chronic  idiopathic 
thrombocytopenia  the  survival  varied  between 
one  and  three  days  (Fig.  3).  In  spite  of  these 
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SELFLIMITED  THROMBOCYTOPENIA  CHRONIC  THROMBOCYTOPENIA 


Fig.  3.  Platelet  survival  in  idiopathic  thrombocyto- 
penia. 


short  platelet  survivals,  beneficial  effects  on  the 
hemorrhagic  state  were  seen  in  most  instances. 

Two  patients  with  pancytopenia  but  with 
normal  bone  marrow  were  studied.  Normal 
platelet  survival  was  noted  in  both. 

From  these  data  it  appears  that  platelet  de- 
struction alone  could  account  for  the  low  platelet 
count  in  all  instances  of  self-limited  thrombo- 
cytopenia. In  chronic  idiopathic  thrombocyto- 
penia, however,  there  are  instances  when  plate- 
let destruction  is  not  sufficiently  rapid  to  account 
completely  for  the  thrombocytopenia.  Some 
interference  with  the  megakaryocytes  must  be 
postulated  in  these  cases.  In  pancytopenia  with 
normal  bone  marrow,  since  there  is  no  increased 
platelet  destruction,  the  low  platelet  count  must 
be  due  to  failure  of  normal-appearing  megakaryo- 
cytes to  produce  platelets. 

In  one  instance  each  of  chronic  myelogenous 
leukemia,  Hodgkin’s  disease,  giant  follicle  lym- 


phoma, tuberculous  splenomegaly,  and  con- 
gestive splenomegaly  (Banti’s  syndrome)  plate- 
let destruction  was  very'  rapid  and  could  account 
for  the  severe  thrombocytopenia  in  these  patients. 

All  patients  who  showed  rapid  platelet  destruc- 
tion had  never  received  any  blood  transfusions 
previously'.  An  equal  number  of  patients  were 
studied  who  destroyed  platelets  rapidly  but  had 
received  previous  transfusions.  In  such  patients, 
platelet  destruction  may  have  been  due  to  sen- 
sitization against  transfused  platelets,  and  the 
data  obtained  in  these  patients  are  not  included 
in  the  present  report. 

Platelet  transfusions,  i.e.,  transfusions  of  fresh 
blood  containing  sufficient  numbers  of  platelets 
to  raise  the  platelet  count  to  at  least  50,000, 
have  been  a valuable  therapeutic  tool  in  several 
patients.  One  patient  with  pancytopenia  and 
severe  menorrhagia  was  given  direct  transfusions 
at  monthly  intervals  with  her  menstrual  periods. 

Tiffs  resulted  in  a shortening  of  the  period,  a 
decreasing  of  the  amount  of  blood  lost,  and  a 
considerable  reduction  in  the  number  of  trans- 
fusions necessary'.  On  one  occasion,  it  seemed 
almost  certain  that  a cerebral  hemorrhage  was 
halted  before  irreversible  damage  had  resulted. 

In  one  patient  with  severe  hemorrhagic  gastritis 
complicated  by  extreme  thrombocytopenia,  ten 
liters  of  blood  were  required  in  the  course  of 
forty'-eight  hours  merely  to  keep  him  out  of  shock. 
Following  a direct  transfusion,  bleeding  stopped, 
and  no  further  transfusions  were  required.  The 
patient  has  since  made  a complete  recovery. 

Direct  transfusions  of  blood,  if  properly  used, 
may'  be  lifesaving  and  certainly  may'  diminish 
the  number  of  blood  transfusions  needed  in  some  k 
patients. 


THERAPEUTIC  TRIALS  WITH  THROMBOCYTOSIN  IN  THE 
TREATMENT  OF  PURPURA  HEMORRHAGICA 

Sylvan  E.  Moolten,  M.D.,  New  Brunswick,  New  Jersey 
{From  the  Research  Division,  St.  Peter’s  General  Hospital ) 
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SINCE  1944  the  writer  has  been  engaged  in 
studies  on  two  agents  which  seem  to  behave 
as  physiologic  antagonists  in  the  manner  in 
which  they  influence  (1)  the  rate  of  formation  of 
platelets  and  (2)  the  fate  of  platelets  in  circula- 
tion as  reflected  in  their  acquisition  of  adhesive- 
ness and  in  changes  in  the  bleeding  time.1-6 
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This  study  was  aided  by  a grant  from  the  Ethicon  Suture 
Laboratories,  Inc.,  New  Brunswick,  New  Jersey. 


Numerous  evidences  point  to  the  spleen  as  the 
source  of  one  of  these  agents,  thrombocytopen 
(Troland  and  Lee,  1938),  a substance  which  may 
have  principal  importance  in  the  development  of 
idiopathic  thrombocytopenic  purpura.7  In  an 
attempt  to  reproduce  the  findings  of  Troland  and 
Lee,  acetone  extract  was  made  of  the  resected 
spleen  of  a twenty-three-y'ear-old  patient  who 
had  been  suffering  for  several  years  from  idio- 
pathic thrombocytopenic  purpura.1  Lipoidal 
inclusions  were  observed  in  the  hyperplastic 
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reticulum  cells  of  this  spleen  which  prompted  the 
use  of  ether  and  other  fat  solvents  in  the  further 
refinement  of  the  extracted  material.  Pro- 
nounced thrombocytopenia  followed  injection 
of  the  final  fractions  into  rabbits. 

Further  studies  embodying  the  same  extrac- 
tion principle  enabled  the  writer  to  demonstrate 
a similar  substance  in  normal  (bovine)  spleen, 
although  in  comparatively  much  smaller  concen- 
tration. The  effect  of  intramuscular  injections  of 
such  material  in  rabbits  was  characterized  by  a 
decline  in  platelet  level  lasting  ten  to  twenty 
days  or  more,  depending  on  dosage,  accompa- 
nied by  moderate  prolongation  of  bleeding  time, 
although  actual  purpura  was  not  observed.  In 
a limited  study,  thrombocytopen  obtained  in  the 
same  manner  was  found  capable  of  lowering  the 
total  platelet  count  and  platelet  adhesiveness  of 
patients  having  abnormally  high  count  and  ad- 
hesiveness, and  a clinical  course  marked  by  re- 
peated episodes  of  thrombosis  (“essential  throm- 
bophilia”).4 

In  the  course  of  these  preliminary  studies  of 
thrombocytopen,  an  antagonistic  material  was 
obtained  from  the  spleen  and  from  certain  other 
tissues  extracted  by  the  same  procedure  as  that 
devised  for  thrombocytopen.  This  material  was 
separable  from  thrombocytopen  in  splenic  ex- 
tracts by  fractional  crystallization.  It  was  found 
in  abundance  in  lymph  nodes,  adipose  tissue, 
and  egg  yolk.  Its  intramuscular  injection  or  oral 
feeding  in  rabbits  was  followed  by  thrombocyto- 
sis, often  marked . Accordingly,  it  was  given  the 
name  “thrombocytosin.”  Subsequent  studies 
in  the  rabbit  and  in  man  also  revealed  its  capacity 
to  induce  a significant  rise  in  platelet  adhesive- 
ness and  shortening  of  bleeding  time. 

The  fact  that  thrombocytosin  is  associated 
naturally  with  body  fat  and  is  capable  of  elevating 
platelet  count  and  adhesiveness  has  suggested  to 
the  writer  its  importance  in  the  pathogenesis  of 
thrombosis.  Collateral  evidence  for  this  view- 
point exists  in  the  experience  of  clinicians  who 
have  long  been  aware  that  fat-rich  diets  and  the 
presence  of  obesity  predispose  to  thrombosis. 
Fat-poor  diets  in  surgical  patients  have  been 
reported  to  reduce  the  incidence  of  postoperative 
thrombosis.8  A remarkable  rise  in  the  incidence 
of  thrombosis  in  the  general  population  was  re- 
corded in  Europe  following  World  War  I and 
again  following  World  War  II,  in  both  instances 
coinciding  with  restoration  of  an  abundant  food 
supply.9-10 

The  possibility  that  thrombocytosin  may  be 
stored  in  body  tissues  and  later  mobilized  is  sug- 
gested by  the  development  of  increased  platelet 
numbers  and  adhesiveness  and  increased  pre- 
disposition to  thrombosis  in  conditions  associ- 
ated with  cellular  breakdown  or  heightened 


catabolism.  These  include  extensive  surgical 
or  accidental  trauma  to  tissues,  ischemic  necrosis 
(myocardial  infarction,  arteriosclerotic  gangrene) , 
and  cancer.4  Similar  changes  may  be  seen  during 
administration  of  cortisone.11  Widespread  der- 
matitis or  irritation  of  the  skin  by  chemicals  or 
exposure  to  ultraviolet  light  may  also  be  associ- 
ated with  greatly  increased  platelet  count  and 
increased  platelet  adhesiveness.4,12,13  The  mecha- 
nism of  such  mobilization  of  thrombocytosin  is 
speculative;  it  may  depend  on  the  activation  of 
proteolytic  enzymes  which  have  been  shown  to 
be  increased  in  the  serum  following  several  types 
of  physical  injury,  following  administration  of 
corticotropin  and  cortisone,  in  pneumonia,  and  in 
cancer.14,15 

The  activation  of  lipolytic  enzymes  may  be 
similarly  involved,  as  indicated  by  the  par- 
ticularly high  incidence  of  thrombosis'  in  cases 
of  carcinoma  of  the  pancreas,16,17  in  which  a char- 
acteristic increase  in  circulating  lipases  occurs.18 
Examination  of  the  bone  marrow  in -such  cases 
may  reveal  at  autopsy  an  exceptional  number  of 
megakaryocytes  and  exceptionally  active  seg- 
mentation of  their  cytoplasm  into  platelets.19 

Conversely,  for  several  years  fat-rich  diets 
have  been  known  to  benefit  thrombocytopenic 
purpura.20  In  1937,  Schiff  and  Hirschberger 
observed  remissions  in  purpura  induced  by  diets 
abundant  in  eggs  or  enriched  by  a certain  brand 
of  sesame  oil.21  They  postulated  a hypothetic 
substance  (Factor  “T”)  but  were  unable  to  re- 
produce their  original  findings  on  subsequent 
trial.  The  beneficial  effects  reported  following 
ultraviolet  treatment  in  purpura  have  been  at- 
tributed to  the  absorption  of  breakdown  prod- 
ucts that  stimulate  the  formation  of  platelets,12 
an  explanation  foreshadowing  the  writer’s  con- 
cept of  increased  mobilization  of  stored  thrombo- 
cytosin. 

As  a working  theory,  it  may  be  proposed,  there- 
fore, that  the  balance  between  the  activities  of  these 
opposing  agents,  thrombocytopen  and  thrombo- 
cytosin, determines  the  normal  platelet  count 
(numbering  200,000  to  350,000  by  the  technic  em- 
ployed in  the  present  studies*),  the  normal  num- 
ber of  adhesive  platelets3  (60,000  to  110,000),  and 
the  remarkable  suspension  stability  of  the  plate- 
lets in  the  circulation  as  contrasted  with  then- 
pronounced  tendency  to  clump  and  adhere 
under  unphysiologic  conditions.  As  a corollary, 
it  may  be  proposed,  also,  that  the  tendency  to 
thrombosis  and  the  tendency  to  purpura  repre- 
sent opposite  extremes  in  the  altered  physiology 
of  platelets,  the  tendency  to  thrombosis  reflec- 
ing  unbalanced  predominance  in  the  activity  of 
thrombocytosin  compared  with  thrombocytopen, 
and  the  condition  of  idiopathic  thrombocyto- 

* Fonio  (modified). 
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penic  puipura  indicating  the  unbalanced  pre- 
dominance of  thrombocytopen  activity  com- 
pared with  that  of  thrombocytosin. 

Support  for  this  theory  has  been  obtained 
in  a number  of  cases  of  thrombocytopenic  pur- 
pura treated  with  thrombocytosin.  After  the 
harmlessness  of  thrombocytosin  had  been  es- 
tablished in  repeated  animal  trials,  therapy  was 
attempted  first  in  patients  with  secondary  throm- 
bocytopenic purpura  resulting  from  leukemia 
and  extensive  body  irradiation.1  The  results 
obtained,  although  transitory  and  unspectacular, 
appeared  to  justify  more  extended  trial  in  both 
primary  and  secondary  purpura.  A few  repre- 
sentative cases  are  presented. 

Case  Reports 

Case  1. — A.  B.,  a sixty-four-year-old  woman,  had 
been  complaining  of  mild  purpura  for  ten  years, 
manifested  by  recurrent  ecchymoses,  particularly 
in  the  legs  and  thighs.  Two  years  before  observa- 
tion purpura  increased  in  severity  and  extent,  af- 
fecting her  arms  and  causing  much  painful  disability 
in  the  muscles.  Examination  on  August  8,  1950, 
revealed  occasional  petechiae  and  numerous  recent 
and  fading  ecchymoses  of  a large  size.  Her  blood 
pressure  was  195/100;  fundi  showed  mild  angio- 
sclerosis;  fluoroscopically,  her  heart  exhibited  hyper- 
trophy and  dilatation  of  the  left  ventricle.  Hemo- 
globin was  73,  red-cell  count  3,870,000,  white  cells 
7,750,  polymorphonuclears  48  per  cent,  lympho- 
cytes 39  per  cent,  eosinophils  4 per  cent,  and  mono- 
cytes 9 per  cent.  Platelets  were  36,000,  adhesive 
platelets  0,  bleeding  time  (Ivy)  twenty-one  and  a 
half  minutes.  When  asked  about  her  dietary  habits, 
she  stated  that  she  ate  everything,  but  when  ques- 
tioned about  details,  she  admitted  that  her  diet 
consisted  chiefly  of  coffee,  bread,  sandwiches, 
stewed  fruits  or  orange  juice,  and  one  to  two  glasses 
of  milk  daily.  She  ate  one  to  three  eggs  a week  and 
only  had  meat  occasionally. 

Because  of  the  patient’s  obvious  dietary  inade- 
quacy she  was  advised  to  take  five  egg  yolks  daily, 
also  more  meat  and  milk.  She  was  examined  again 
in  four  months,  at  which  time  she  had  experienced 
no  clinical  improvement.  Platelet  count  was  12,000, 
adhesive  platelets  0,  bleeding  time  more  than 
twenty-three  minutes.  A single  dose  of  thrombo- 
cytosin  (30  mg.)  was  given  intramuscularly.  Four 
days  later,  bleeding  time  was  eight  and  one-half 
minutes,  platelets  13,000,  adhesive  platelets  600. 
Clinically  she  had  improved  greatly.  Treatment 
was  continued  with  whatever  small  amounts  of 
thrombocytosin  could  be  accumulated  for  her,  doses 
ranging  from  27  mg.  to  100  mg.  Clinically  her  im- 
provement continued  rapidly;  ecchymoses  and 
petechiae  became  fewer  and  disappeared  much  more 
quickly  than  previously.  Six  months  after  begin- 
ning treatment  her  platelet  count  was  110,000, 
bleeding  time  was  five  and  a half  minutes,  and  she 
was  clinically  well.  Thrombocytosin  was  discon- 
tinued, but  she  was  advised  to  continue  the  pre- 
scribed diet.  Follow-up  studies  indicate  that  her 


improvement  has  been  maintained  without  treat- 
ment, platelet  count  being  154,000  (September  25, 
1952). 

Case  2. — R.  D.,  a male  child,  was  first  seen  on 
June  4,  1949,  at  the  age  of  three  years,  with  a 
history  of  typical  thrombocytopenic  purpura  of  two 
months  duration  for  which  a splenectomy  had  been 
recommended.  The  onset  of  purpura  followed  a 
mild  attack  of  mumps.  In  addition  to  purpuric 
and  petechial  hemorrhages  of  the  skin  and  con- 
junctivae,  he  had  frequent  epistaxes  and  on  one 
occasion  had  hematuria  lasting  one  week.  The  tip 
of  the  spleen  was  barely  palpable.  Bleeding  time 
(Ivy)  was  more  than  twenty  minutes,  platelet 
count  25,000.  A total  of  50  mg.  of  thrombocytosin 
was  injected  intramuscularly.  Two  days  later  the 
platelet  count  was  38,000,  and  some  lessening  of 
bleeding  tendency  had  been  observed  clinically, 
but  bleeding  time  was  unchanged.  Doses  of  100  to 
150  mg.  were  continued,  at  first  by  injection,  later 
orally.  Clinical  improvement  was  rapid,  and  one 
month  after  treatment  had  been  begun  he  was  al- 
most free  of  purpura.  Rise  in  platelet  count  and 
adhesiveness  was  much  slower,  but  the  platelet 
count  rose  progressively  toward  normal,  reaching 
190,000  in  about  four  months.  Bleeding  time  be- 
came slowly  shorter  but  did  not  reach  the  normal 
range  until  several  more  months  had  elapsed.  The 
size  of  successive  blots  obtained  on  filter  paper  in 
performing  tests  for  bleeding  time  (tested  every  ten 
seconds)  was  observed  to  contract  more  rapidly 
than  previously,  even  before  a change  in  bleeding 
time  occurred.  Treatment  with  thrombocytosin 
was  discontinued  at  the  end  of  eight  months. 
Subsequent  follow-up  studies  indicated  that  clinical 
and  hematologic  remission  has  been  maintained. 
A platelet  count  twenty-two  months  after  begin- 
ning of  treatment  was  300,000.  During  the  entire 
period  of  treatment  this  patient  received  a total 
of  less  than  700  mg.  of  thrombocytosin  intramuscu- 
larly and  about  4.5  Gm.  orally. 

Case  3. — R.  O.,  a male  twenty-one  years  old,  was 
examined  first  on  January  19, 1951,  at  which  time  his 
platelet  count  was  2,000,  bleeding  time  (Ivy)  more 
than  twenty  minutes.  Symptoms  of  purpura  had 
begun  about  five  years  previously.  One  year  later 
he  was  hospitalized  because  of  a prostrating  nasal 
hemorrhage;  at  that  time  he  had  many  ecchymoses 
over  his  body.  His  platelet  count  remained  low, 
and  splenectomy  had  been  urged.  Following  a 
total  of  800  mg.  of  thrombocytosin*  given  in  100 
mg.  doses  intramuscularly  twice  a week,  his  plate- 
let count  began  to  rise  and,  in  another  month,  on 
weekly  injections  had  risen  to  224,000.  During  the 
succeeding  year  of  observation  he  has  maintained 
his  improvement  clinically;  his  last  platelet  count 
(March  29,  1952)  was  142,000,  bleeding  time  four 
minutes  and  ten  seconds. 

Case  J+. — E.  S.,  a five-year-old  boy,  developed 
epistaxes  and  generalized  ecchymoses  acutely  a few 
days  before  observation.  At  that  time  (December 
4,  1951),  his  platelet  count  was  6,200,  bleeding  time 
(Ivy)  more  than  twenty  minutes.  Treatment  with 
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Fig.  1.  ' Platelets,  thousand  per  cubic  millimeter.  — •—  Bleeding  time  (Ivy),  minutes. 

■ Thrombocytosin  (injection),  100  mg.  [I]  Thrombocytosin  (Oral),  100  mg. 


thrombocytosin*  was  begun  in  doses  of  50  to  100 
ng.  intramuscularly,  once  a week,  for  the  first 
nonth,  but  with  failure  of  improvement  the  dose 

* Obtained  from  American  Cholesterol  Products,  Inc., 
Mill  town,  New  Jersey,  through  the  kindness  of  Mr.  Lester 

lonrad. 


was  increased  to  twice  a week,  whereupon  improve- 
ment began  almost  at  once  hematologically  and 
clinically,  the  platelet  count  rising  to  146,000. 
When  the  injections  were  dropped  to  once  a week, 
the  platelet  count  dropped  to  79,000,  and  a slight 
relapse  was  observed  in  his  bleeding  tendency. 
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Therefore,  the  injections  were  resumed  twice 
weekly,  and  the  count  rose  to  316,000.  Treatment 
was  then  stopped  completely,  and  the  count  fell 
again  to  139,000  and  then  gradually  rose  spontane- 
ously to  175.000.  When  the  patient  was  last  ex- 
amined on  May  13,  1952,  the  platelet  count  was 

281.000,  bleeding  time  nine  and  one-half  minutes, 
and  he  was  clinically  well. 

Case  5. — A.  M.,  a male  infant  of  ten  months, 
developed  severe  thrombocytopenic  purpura 
abruptly  four  days  before  observation.  When  ex- 
amined on  April  2,  1952,  his  skin  was  covered  with 
ecchymoses  and  petechiae,  and  intestinal  bleeding 
was  manifested  by  tarry  stools.  His  initial  plate- 
let count  was  79,000,  but  the  platelets  seemed  totally 
lacking  in  granulomere,  being  no  more  than  faintly 
stained  clear  disks  of  protoplasm  (hyalomere). 
Bleeding  time  (Ivy)  was  too  long  to  measure. 
Treatment  was  begun  at  once  with  daily  doses  of  50 
mg.  of  thrombocvtosin  intramuscularly  for  eight 
days.  The  child  received  no  transfusions  or  other 
treatment.  On  April  7 bleeding  had  stopped. 
The  red  blood-cell  count  had  now  dropped  to  1,- 

560.000,  On  the  following  day  his  platelets  were 

67.000,  reticulocytes  7.3  per  cent,  and  the  red 
blood-cell  count  had  risen  to  2,350,000.  From 
then  on  improvement  was  rapid;  on  April  11,  plate- 
let count  was  228,000,  bleeding  time  less  than  four 
minutes,  and  all  evidences  of  hemorrhagic  tendency 
had  disappeared.  One  week  later,  platelet  count 
was  582,000.  Clinical  and  hematologic  improvement 
was  maintained  during  the  entire  subsequent  fol- 
low-up period,  the  last  observations  being  made  in 
October,  1952. 

Case  6.- — J.  P.,  a male  infant,  aged  two  years  and 
four  months  at  the  time  of  first  observation  (June 
20,  1952),  had  suffered  from  purpura  since  the  age 
of  three  months.  He  was  born  on  February  15, 1950, 
with  no  apparent  abnormality;  bleeding  time  was 
two  and  one-half  minutes,  clotting  time  three  and 
one-quarter  minutes.  Circumcision  was  unevent- 
ful. He  was  placed  on  a routine  formula.  He  was 
observed  in  Children’s  Hospital  (Philadelphia),  on 
March  15,  1950,  at  the  age  of  one  month  because  of 
unexplained  diarrhea,  attributed  to  an  allergy  to 
cow’s  milk.  On  May  29.  1950,  he  was  readmitted 
because  of  widespread  petechial  hemorrhages  of  the 
skin  and  subsiding  otitis  media.  Hemoglobin  was 
7.2  Gm„  red  cells  2,530,000.  White  cells  numbered 
6,650  with  1 per  cent  eosinophils.  Bleeding  time 
was  ten  minutes,  platelet  count  60,000,  dropping 
to  30,000.  Examination  of  bone  marrow  showed 
hyperplasia  of  the  erythrocytic  series  and  an  abun- 
dance of  megakaryocytes.  The  diagnosis  of  idio- 
pathic thrombocytopenic  purpura  was  suggested, 
probably  on  the  basis  of  allergy  plus  infection. 

On  July  6,  1950,  he  was  readmitted  for  trans- 
fusion. Numerous  petechiae  were  present  over  the 
neck,  back,  abdomen,  and  particularly  the  flexor 
folds  of  the  extremities.  These  were  much  more 
marked  after  each  transfusion.  Platelet  count  was 

44.000,  white  blood  cells  11,350,  eosinophils  29  per 
cent.  He  was  readmitted  on  October  17,  1950,  be- 
cause of  the  persistent  tendency  to  petechial  hemor- 
rhages occurring  in  showers  about  every  two  months. 
Platelet  count  was  20,000,  capillary  fragility  was 


markedly  positive,  bleeding  time  was  twelve  min- 
utes. Bone  marrow  showed  marked  erythroid  hyper- 
plasia and  normal  numbers  of  megakaryocytes,  but 
the  latter  were  not  extruding  platelets.  On  October 
23,  1950,  the  patient  was  subjected  to  splenectomy, 
following  which  his  platelet  count  rose  to  a peak  of 
410,000  on  the  fifth  day,  falling  to  230,000  on  the 
day  of  discharge,  November  2,1950. 

On  April  7,  1951,  he  was  readmitted  for  treat- 
ment of  a local  infection  at  the  site  of  diphtheria- 
pertussis-tetanus  toxoid  given  two  weeks  previously. 
His  temperature  was  102  F.  Petechiae  were  present 
over  the  elbows  and  knees.  On  April  26,  1951,  a 
second  injection  of  toxoid  was  followed  by  severe 
anaphylactic  shock  accompanied  by  coma  and 
convulsions  during  a period  of  twelve  hours.  One 
week  later  he  developed  eczema  of  the  ears  and  face. 
Examination  of  bone  marrow  smears  by  Dr.  Max 
Strumia  on  September  13,  1951,  revealed  the  pres- 
ence of  a large  number  of  normal  bone  marrow 
cells,  including  megakaryocytes,  also  a number  of 
megaloblasts  and  more  than  the  usual  number  of 
very  old  forms  of  granulocytes.  These  findings, 
which,  in  an  adult,  might  suggest  incompletely 
treated  pernicious  anemia,  were  held  to  warrant 
treatment  with  large  doses  of  folic  acid  and  Bi2. 
In  April,  1951,  because  of  continued  purpura, 
the  patient  was  placed  on  cortisone  orally  in  doses 
of  100  mg.  daily. 

On  January  23,  1952.  he  was  readmitted  because 
of  an  acute  febrile  illness  of  eight  days  which 
failed  to  respond  to  aureomycin,  terramycin,  or 
penicillin.  Examination  revealed  a chubby,  moon- 
faced boy.  Many  petechiae  were  present  despite  a 
platelet  count  of  170.000  and  normal  bleeding  and 
clotting  time.  White-cell  count  was  3,800  with  50 
per  cent  atypical  monocytes.  An  heterophil  anti- 
body test  was  negative.  Blood  cultures  revealed 
diphtheroids  and  coagulase-negative  staphylococci. 
Bone  marrow  examination,  February  4,  1952,  re- 
vealed increased  myeloid  activity,  and  young  and 
bizarre  myelocytes.  Megakaryocytes  appeared 
normal  in  number  and  quality.  He  had  one  bloody 
stool  on  February  7.  Cortisone  was  gradually 
withdrawn  over  a period  of  four  weeks  and  re- 
placed by  ACTH  up  to  40  mg.  daily.  Later,  ACTH 
was  gradually  reduced  and  by  February  28,  1952, 
all  hormonal  therapy  had  been  discontinued.  At 
that  time  the  blood  eosinophils  had  risen  to  45  per 
cent  and  platelets  had  fallen  to  40.000  but  gradually 
rose  to  60.000  to  100,000.  On  February  12,  he  had 
become  afebrile,  and  antibiotics  were  stopped. 
His  blood  pressure,  which  had  risen  at  times  to 
150/105,  was  now  105/88. 

Following  discharge,  he  remained  well  for  about 
two  months  and  then  had  a severe  hemorrhagic  re- 
lapse. His  hemoglobin  dropped  to  3 Gm.  and  trans- 
fusions were  necessary.  Cortisone  was  resinned  in 
doses  of  200  mg.  daily  and  maintained  between  175 
to  200  mg.  daily;  smaller  doses  resulted  in  pur- 
pura. A program  of  gradual  reduction  in  cortisone 
was  then  instituted. 

When  first  brought  to  the  writer’s  observation  * 


* Dr.  S.  Robert  Lewis,  Princeton.  New  Jersey,  who  re 
ferred  the  patient,  generously  permitted  use  of  his  clinics 
records  of  the  case. 
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(June  20,  1952),  the  patient  was  receiving  140  rag. 
of  cortisone  daily,  yet  had  considerable  purpura. 
Platelet  count  was  20,000,  bleeding  time  more  than 
fifteen  minutes.  Because  of  the  pronounced  evi- 
dences of  cortisone-induced  Cushing’s  syndrome 
and  the  history  of  repeated  infections  at  sites  of 
parenteral  injection,  it  was  decided  to  give  throm- 
bocytosin  by  the  oral  route  exclusively.  A crude 
fraction  was  prepared  from  dried  egg  yolk  powder 
by  means  of  acetone-methanol  extraction,  100  mg. 
of  which  were  equivalent  to  approximately  4.0  Gm. 
of  starting  material.  The  patient  was  fed  2.1  Gm.  of 
this  material  in  divided  doses  during  a period  of  six 
days.  Almost  at  once  marked  clinical  improvement 
was  noted  by  his  parents;  his  general  condition 
improved,  his  color  seemed  more  natural,  his  “spir- 
its soared,”  and  his  petechiae  and  ecchymoses  faded. 
On  the  third  day  of  treatment  withdrawal  of  corti- 
sone was  commenced,  but  two  days  later,  when  the 
dose  had  been  lowered  to  110  mg.,  petechiae  and 
ecchymoses  reappeared.  Thrombocytosin  was  con- 
tinued on  a daily  dosage  of  400  mg.  Meanwhile, 
the  supply  of  thrombocytosin  had  become  ex- 
hausted. 

When  the  patient  was  seen  next,  July  7,  four 
days  after  his  last  dose,  platelet  count  was  35,000 
and  bleeding  time  was  more  than  fifteen  minutes. 
Because  of  relapse  in  his  purpura,  transfusion  be- 
came necessary,  and  the  dosage  of  cortisone  was 
raised  again  to  150  mg.  No  further  thrombocytosin 
was  administered  until  his  condition  had  again 
become  stabilized.  On  August  19,  his  platelet 
count  was  9,000,  and  he  exhibited  many  petechiae 
and  ecchymoses  and  much  gingival  bleeding,  de- 
spite cortisone.  Thrombocytosin  was  resumed  in  a 
dosage  of  600  mg.  daily,  during  which  there  was 
slow,  gradual  improvement.  On  September  8, 
platelet  count  was  48,000,  bleeding  time  was  twelve 
minutes,  and  petechiae  few.  By  adjusting  the 
individual  doses  throughout  each  day  it  was  found 
possible  to  minimize  the  residual  bleeding  tendency, 
especially  gingival  hemorrhage.  In  general,  the 
latter  improved  visibly  within  two  to  three  hours 
after  the  morning  dose.  On  September  22,  platelet 
count  was  55,000  and  bleeding  time  had  become 
shortened  to  eight  minutes.  Cortisone  was  re- 
duced now  to  75  mg.  daily. 

A few  days  later  the  child  developed  an  inter- 
current illness  manifested  by  diarrhea  and  vomit- 
ing; as  a result  he  was  unable  to  take  either  corti- 
sone or  thrombocytosin.  Nevertheless,  his  pur- 
pura continued  to  fade  progressively  and  on  October 
7 he  was  completely  free  of  purpura.  Platelet  count 
was  now  202,000,  bleeding  time  two  minutes.  Cor- 
tisone was  gradually  reduced  during  the  ensuing 
four  weeks  to  30  mg.  a day;  thrombocytosin  was 
continued  in  a dosage  of  400  mg.  daily.  Although 
the  platelet  count  fell  to  97,000,  bleeding  time  re- 
mained normal,  and  the  patient  remained  completely 
free  of  purpura.  At  the  same  time  the  physical 
evidences  of  Cushing’s  syndrome  lessened  progres- 
sively and  his  general  condition  remained  excellent 
to  the  time  of  latest  observation  (November  4). 
During  the  entire  period  of  observation  he  received 
a total  of  34.5  Gm.  of  oral  thrombocytosin.  * 

In  view  of  the  excellent  results  which  appeared  to 
follow  the  administration  of  crude  thrombocytosin 


prepared  from  dried  egg  yolk  powder,  inquiry  was 
made  of  the  child’s  dietary  history.  It  was  then 
learned  that  in  addition  to  his  original  allergy  to 
milk  he  had  evinced  marked  intolerance  for  eggs 
and  had  eaten  very  few  during  his  entire  life.  No 
evidence  of  intolerance  for  the  thrombocytosin 
preparation  was  observed. 

In  addition  to  the  aforementioned  cases, 
thrombocytosin  was  given  to  several  other  cases, 
including  four  others  diagnosed  as  idiopathic 
thrombocytopenic  purpura,  but  in  too  small  a 
dosage  or  for  too  short  a time  to  justify  their 
inclusion  in  the  present  series.  In  two  of  these, 
marked  improvement  occurred,  nevertheless, 
but  the  patients  were  lost  to  observation.  In 
another,  a twenty-one-month-old  baby  boy, 
marked  improvement  occurred,  particularly  a 
spectacular  shrinkage  in  the  size  of  the  filter- 
paper  blots  obtained  in  testing  his  bleeding  time ; 
unfortunately,  supplies  of  thrombocytosin  dwin- 
dled at  that  time  to  the  vanishing  point,  relapse 
followed,  and  the  child  was  placed  on  other  treat- 
ment, including  transfusions  and  cortisone,  and 
eventually  died  in  Children’s  Hospital,  Boston. 
Autopsy  showed  aplastic  marrow. 

This  case  was  one  of  considerable  theoretic  in- 
terest, the  patient  being  one  of  twins,  the  sibling 
(not  identical)  being  entirely  healthy.  The 
onset  of  purpura  began  shortly  after  birth; 
bone  marrow  examination  (Dr.  Lowell  A.  Erf) 
revealed  defective  development  and  extreme 
paucity  of  megakaryocytes.  Slight  fibrinogen- 
openia  was  also  present.  Although  examination 
of  the  healthy  twin  brother  and  the  mother  of 
the  patient  failed  to  indicate  evidence  of  a famil- 
ial disorder,  the  history  was  elicited  from  the 
mother  that  during  the  last  three  months  of 
pregnancy,  because  of  edema,  her  diet  had  been 
sharply  curtailed  in  proteins  with  particular 
restrictions  on  eggs  and  meat;  she  took  very 
little  milk  at  any  time. 

A fourth  patient,  a hypertensive  female  of 
fifty-nine  with  an  initial  platelet  count  of  1,100, 
showed  mild  improvement,  the  count  rising  to 
17,000,  but  again  supplies  became  inadequate  so 
that  she  obtained  only  80  to  100  mg.  once  a week; 
this  patient  had  been  suffering  previously  from 
mild  cerebral  symptoms  and  finally  developed 
massive  cerebral  hemorrhage  and  died. 

Through  the  kindness  of  Dr.  John  Hen- 
derson, medical  director  of  Johnson  and  John- 
son, New  Brunswick,  New  Jersey,  supplies  of  an 
injectable  preparation  of  thrombocytosin  were 
distributed  to  several  clinics  and  individual  physi- 
cians. f At  the  time  of  writing,  a few  reports  have 


* Initial  supplies  of  oral  thrombocytosin  were  prepared  in 
the  Research  Division  of  the  hospital.  Subsequent  supplies 
were  kindly  furnished  by  Mr.  A.  Schnerring,  Neshanic,  New 
Jersey. 

t Some  of  the  material  was  prepared  for  injection  by 
courtesy  of  Ethicon  Suture  Laboratories,  New  Brunswick, 
New  Jersey. 
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been  obtained  of  their  results  in  thrombocyto- 
penic  purpura.  Of  the  three  physicians  who  sub- 
mitted reports,  one  obtained  no  evidence  of 
improvement  in  three  patients  tested  (no  details 
given).  Another  (Dr.  A.  P.  Gavilan,  Durango, 
Mexico)  reported  in  detail  the  results  in  a pa- 
tient with  severe  purpura  in  whom  complete 
remission  followed  a dose  of  60  mg.  Another 
(Dr.  Warren  X.  Bell,  Philadelphia)  had  similar 
success  in  a patient  suffering  from  idiopathic 
thrombocytopenic  purpura  who  previously  had 
been  splenectomized.  Following  a total  of  1,600 
mg.  in  a period  of  twenty-one  days,  the  platelet 
count  rose  from  20,000  to  normal  with  complete 
correction  of  the  defects  in  prothrombin  con- 
sumption, oil  clot  retraction  time,  and  adhesive 
platelets.  When  medicat  ion  was  stopped,  gradual 
reversal  occurred.  Amelioration  of  hemorrhage 
was  also  observed  by  him  in  a patient  with  leu- 
kemia. 

Later  experience  has  shown  that  the  dosage 
schedule  originally  recommended  by  the  writer 
may  have  been  inadequate  for  the  majority  of 
cases  when  first  treated,  so  that  improvement 
was  delayed  or  failed  to  occur.  At  the  present 
time,  dosage  is  based  on  the  weight  of  the  patient 
and  ranges  between  .50  mg.  and  250  mg.  intra- 
muscularly or  between  200  mg.  and  1,000  mg. 
orally  each  day  until  remission  is  established, 
whereupon  the  amounts  are  reduced  gradually  un- 
til the  patient’s  requirements  appear  to  be  met 
satisfactorily  by  diet  alone.  In  general,  the  re- 
sults observed  at  present  with  the  oral  product 
appear  promising  enough  to  permit  its  exclusive 
use  in  most  cases,  particularly  in  children  and  in 
other  patients  in  whom  intramuscular  injection 
may  be  undesirable. 

Thrombocytosin  Treatment  in  Hemophilia 

Although  it  is  recognized  that  the  mechanism 
of  abnormal  bleeding  in  hemophilia  is  based 
essentially  on  an  inherited  anomaly  of  blood 
coagulation,  the  incidental  role  of  blood  platelets 
may  deserve  more  than  passing  attention.  In  a 
parallel  condition,  congenital  afibrinogenemia, 
in  which  abnormal  bleeding  is  similarly  depend- 
ent on  the  coagulation  anomaly,  it  has  been 
demonstrated  that  the  predisposition  to  hemor- 
rhage is  inconstant  despite  the  constant  absence 
of  fibrinogen  in  the  blood,  the  fluctuations  ap- 
parently coinciding  with  variations  in  the  platelet 
count.22 

The  therapeutic  possibilities  of  thrombocytosin 
were  put  to  test  in  three  patients  with  hemo- 
philia who  first  came  under  observation  at  the 
ages  of  six  months,  eighteen  months,  and  three 
years,  respectively.  One  of  these  had  a tendency 
to  moderate  thrombocjdopenia ; the  other  two 
had  normal  platelet  counts.  Treatment  was 


begun  initially  with  intramuscular  injections  of 
thrombocytosin;  later,  sole  reliance  was  placed 
on  oral  thrombocytosin.  In  all  three  cases 
measurable  clinical  improvement  was  observed 
from  the  start,  manifested  in  lessened  tendency 
to  massive  or  prolonged  hemorrhage,  either  from 
lacerations  of  the  skin,  lip,  or  tongue,  or  in  the 
form  of  spontaneous  or  traumatic  hematomas  in 
the  deeper  tissues.  When  large  hematomas  ap- 
peared, it  was  observed  that  rapid  increase  in 
dosage  tended  to  arrest  further  growth  of  the 
hematoma  and  to  promote  its  rapid  resorption. 
.Although  no  change  was  observed  in  the  under- 
lying coagulation  defect,  improvement  could 
often  be  correlated  with  rise  in  platelet  count. 
The  results  obtained  with  oral  thrombocytosin 
seemed  to  compare  favorably  with  those  of  the 
parenteral  form. 

Comment 

At  present,  few  data  are  available  on  which  to 
base  any  speculations  concerning  the  mode  of 
action  of  thrombocytopen  and  of  its  antagonist, 
thrombocytosin.  Studies  of  the  bone  marrow 
before  and  after  splenectomy  in  cases  of  idio- 
pathic thrombocytopenia  suggest  that  the  cyto- 
plasm of  the  megakaryocytes  is  the  principal  sub- 
strate of  the  action  of  thrombocytopen.  Thus, 
in  untreated  cases  the  platelets  are  very  few 
in  number,  not  only  in  the  circulating  blood  but 
also  in  the  bone  marrow;  furthermore,  they  tend 
to  be  abnormally  large,  reflecting  defective  seg- 
mentation of  the  cytoplasm  of  their  parent  mega- 
karyocytes. Such  platelets  undergo  lysis  much 
more  slowly  than  normal  platelets23  and  can  be 
shown  to  possess  diminished  adhesiveness.4'24 
The  megakaryocytes  themselves  appear  to  have 
retained  their  entire  cytoplasm  and  exhibit 
smoothly  rounded  outer  edges  as  further  evi- 
dence of  suppressed  segmentation  into  plate- 
lets.23 All  these  findings,  together  with  the  ac- 
companying bleeding  tendency,  are  abruptly 
reversed  by  removal  of  the  spleen.  Additional 
evidence  in  support  of  the  concept  that  the 
spleen,  through  thrombocytopen,  exerts  a hor- 
monal suppressive  influence  on  the  megakaryo- 
cytes and  platelets  is  seen  in  the  pronounced 
thrombocytosis  and  increased  platelet  adhesive- 
ness4 which  follow  removal  of  the  spleen  in  a 
person  without  bleeding  tendency;  in  such  cases 
the  tendency  to  thrombosis  has  been  observed 
to  be  two  to  three  times  as  great  as  that  which 
follows  other  operations  of  similar  magnitude.26 

Judging  from  the  writer’s  experience  with 
thrombocytosin,  its  action  is  manifested  in  an 
increased  breakdown  of  the  cytoplasm  0f  mega- 
karyocytes into  platelets  and,  in  turn,  an  in- 
creased breakdown  of  platelets,  beginning  with 
increased  adhesiveness  and  completed  in  increased 
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rate  of  lysis.  These  effects  probably  constitute 
the  basis  for  its  effectiveness  in  amelioration  or 
cure  of  hemorrhagic  disorders.  In  all  these  re- 
spects its  action  mimics  the  effect  of  splenec- 
tomy. 

Certain  evidences  suggest  the  possibility  that 
dietary  deficiency  may  underlie  a certain  propor- 
tion of  cases  of  purpura.  In  the  case  of  the 
aforementioned  fraternal  twin  with  congenital 
purpura  whose  mother  had  subsisted  during  late 
pregnancy  on  a diet  seriously  deficient  in  eggs 
and  meat  as  sources  of  thrombocytosin,  rela- 
tively small  doses  of  this  agent  brought  about 
remarkable  remission,  which  was  maintained  as 
long  as  the  material  could  be  supplied.  In  the 
case  of  the  sixty-four-year-old  patient  with  a 
history  of  purpura  for  ten  years,  the  diet  was 
also  seriously  defective  in  the  same  factors,  and 
relatively  small  doses  were  sufficient  to  bring 
about  remission  (Case  1).  The  same  possibility 
existed  in  the  case  of  the  two-year-old  infant 
(Case  6)  in  whom  both  splenectomy  and  cortisone 
had  failed  to  establish  a cure;  from  birth 
on  he  had  an  allergic  intolerance  for  cow’s  milk 
and  for  the  same  reason  had  rarely  eaten  an  egg. 
Here,  too,  oral  administration  of  a crude  throm- 
bocytosin extracted  from  egg  powder  produced  a 
much  more  satisfactory  result  clinically  and 
hematologically  than  any  treatment  employed 
previously.  In  such  cases,  therefore,  it  may  be 
inaccurate  to  regard  thrombocytopenic  purpura 
as  a manifestation  of  “hypersplenism,”  i.e., 
overproduction  of  thrombocytopen,  particularly 
when  splenectomy  has  failed  to  give  the  expected 
relief.  Instead,  it  may  be  preferable  to  regard 
it  as  substantially  the  result  of  an  inadequate 
dietary  supply  of  thrombocytosin. 

Objections  may  be  raised  to  inclusion  of  all  the 
aforementioned  cases  as  examples  of  remission 
induced  by  thrombocytosin,  particularly  those 
with  very  short  duration  of  symptoms  before 
treatment.  Hirsch  and  Dameshek  have  per- 
tinently drawn  attention  to  the  frequency  with 
which  acute  cases  with  negative  past  history 
undergo  spontaneous  recovery  within  a few 
weeks  after  onset.27  This  criticism  may  be  well 
merited  in  Cases  4 and  5.  Nevertheless,  the  ap- 
parent parallelism  between  variations  in  dosage 
of  thrombocytosin  and  the  curve  of  platelet  and 
clinical  response  in  Case  4,  also,  the  very  rapid 
onset  of  remission  following  eight  daily  injec- 
tions of  thrombocytosin  in  Case  5 offer  a certain 
measure  of  support  for  the  viewpoint  that 
thrombocytosin  had  at  least  contributed  to  the 
speed  of  such  recovery.  In  the  remaining  cases 
cited  here  there  was  little  doubt  regarding  the 
chronic  nature  of  their  disorder  and  the  un- 


likelihood of  any  foreseeable  spontaneous  remis- 
sion in  the  near  future. 

Summary 

Evidence  is  offered  in  support  of  the  viewpoint 
that  thrombocytosin,  a lipoidal  substance  ex- 
tracted from  egg  yolk  and  other  fatty  materials 
of  animal  origin,  is  capable  of  elevating  platelet 
count  and  platelet  adhesiveness,  thereby  induc- 
ing remission  in  certain  cases  of  idiopathic  throm- 
bocytopenic purpura.  This  agent  appears  to  be- 
have as  the  physiologic  antagonist  to  thrombo- 
cytopen, a lipoidal  substance  found  in  the  spleen. 
Both  factors  may  therefore  be  concerned  in 
maintaining  the  normal  balance  between  platelet 
production  and  platelet  loss  within  the  body. 

The  concept  is  proposed  that  unbalanced  ex- 
cess of  thrombocytosin,  either  dietary  in  origin 
or  mobilized  from  tissue  stores  by  trauma  and 
other  disease,  may  predispose  to  thrombosis. 
Conversely,  it  is  suggested  that  unbalanced  over- 
production of  thrombocytopen  or  inadequate  die- 
tary intake  of  thrombocytosin  may  account  for 
idiopathic  thrombocytopenic  purpura.  Examples 
are  cited  in  which  dietary  deficiency  in  thrombo- 
cytosin may  have  been  principally  responsible  for 
purpura.  In  a limited  study,  thrombocytosin 
was  found  to  exert  a certain  degree  of  ameliora- 
tive effect  in  hemophilia  also. 
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MOTION  PICTURES 


EMERGENCY  BLOOD  COLLECTION  AND 
ADMINISTRATION 

New  York  State  Department  of  Health 
Office  of  Medical  Defense 
Albany 

The  medical  defense  training  film  entitled  “Emer- 
gency Blood  Collection  and  Administration”  was 
produced  by  the  New  York  State  Department  of 
Health’s  Office  of  Public  Health  Education.  It 
demonstrates  the  technics  of  venipuncture,  collec- 
tion of  blood  (using  a disposable  donor  set),  collec- 
tion of  blood  by  syringe,  and  the  administration  of 
blood.  In  simple  language,  the  step-by-step  pro- 
cedures and  technics  are  shown  for  each  of  the 
operations. 

The  film  is  intended  for  use  in  training  volunteer 
personnel,  both  professional  and  lay,  in  the  Civil 
Defense  Emergency  Blood  Services  Program,  who 
will  be  performing  venipunctures  as  members  of 
teams,  and  it  will  supplement  the  Technical  Manual, 
Student  Guide,  and  Instructor’s  Planbook,  tech- 
nical aids  previously  prepared  by  the  Department 
for  the  State  Civil  Defense  Commission. 

It  is  also  available  for  use  in  training  nurses  in 
venipuncture  and  intravenous  therapy. 

The  film  is  16-mm.  black  and  white,  sound,  and  is 
available  from  the  Department’s  film  library  for  loan 
(from  Regional  Health  Offices)  to  local  approved 
laboratories  and  civil  defense  jurisdictions  concerned 
in  the  training  of  emergency  blood  collection  teams, 
and  can  be  purchased  from  the  Health  Education 
Service,  18  Dove  Street,  Albany,  New  York  for  $75 
(including  reel,  can,  and  fiber  shipping  case)  f.o.b. 
New  York  City. 


CLINICAL  SHOCK  (P.M.F.  5108) 

United  States  Army 
Office  of  Surgeon  General 
Procurement  Division 

According  to  the  mechanical  concept  as  developed 
by  Blalock,  Phemister,  and  others,  shock  is  a com- 
plex syndrome  characterized  by  reduction  in  the  ef- 
fected circulating  blood  volume. 

After  a brief,  historical  sequence,  this  film  de- 
scribes the  circulatory  system,  the  area  in  which  the 
processes  of  shock  take  place.  Shock  is  presented 
in  four  classifications  according  to  origin:  (1) 

oligemia,  (2)  propulsive  failure,  (3)  venous  pooling, 
and  (4)  capillary  dilatation.  Each  form  of  shock 
is  depicted  both  in  terms  of  animation  and  in  clinical 
experience. 

In  each  classification  the  defensive  mechanisms 
which  are  called  forth  by  the  body  to  counteract 
the  deteriorative  processes  of  shock  are  shown.  Di- 
agnostic procedures  are  shown,  followed  by  recom- 
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mended  methods  of  treatment.  The  general  prin- 
ciples of  shock  management  receive  maximum 
emphasis:  (1)  Determine  the  cause,  (2)  determine 
physiologic  disturbances,  (3)  remove  the  cause,  (4) 
correct  the  physiologic  disturbances,  and  (5)  prevent 
anoxia. 

The  film  ends  with  two  contrasting  sequences 
which  underline  the  importance  of  shock  manage- 
ment according  to  the  principles  expounded.  In  the 
penalpinate  sequence,  an  actual  case  history  is  re- 
created in  which  the  principles  of  management  are 
not  followed,  and  in  which  the  patient  dies.  In  the 
last  sequence  an  extremely  radical  operation  is 
shown  in  which  correct  management  of  shock  justi- 
fies a good  prognosis. 


INTRA-ARTERIAL  TRANSFUSION  PUMP 

John  Scudder,  M.D. 

Director  of  Blood  Banks 
Francis  Delafield  and  Presbyterian  Hospitals 
New  York  City 

This  film  shows  a special  transfusion  set  incor- 
porating a piece  of  rubber  tubing  in  the  circuit  so 
that  the  pump  can  be  connected  to  the  set  while  the 
transfusion  is  in  progress.  The  pump  delivers  1.7 
cc.  per  revolution;  500  cc.  can  be  administered  in 
less  than  one  minute  if  necessary.  When  it  is  neces- 
sary to  give  an  intra-arterial  transfusion  at  a defi- 
nite and  even  pressure,  an  aneroid  manometer  may 
be  used  as  part  of  the  system.  Fluid  in  the  circuit 
compresses  a rubber  diaphragm,  and  the  pressure 
is  transmitted  to  an  attached  manometer.  During 
an  intravenous  transfusion  the  venous  pressure  can 
be  indicated  by  a water  manometer  similarly  incor- 
porated in  the  system. 

This  intravascular  transfusion  pump  is  safe, 
portable,  simple  to  operate,  and  does  not  require 
sterilizing.  It  can  be  recommended  wherever  there 
is  need  for  emergency  transfusion  under  pressure. 


PLATELETS 

Professor  M.  J.  Roskam 
University  of  Liege 
Belgium 

[! 

Characterization  of  the  hemostatic  process  is 
shown,  including  observation  on  dark  field  of  plate- 
lets, sticking  of  platelets  at  foreign  surfaces  and  at 
yeast  cells  in  vitro,  and  several  aspects  of  circulating 
platelets  and  of  viscous  metamorphosis  of  these  cells 
before  and  after  clumping. 

An  analysis  of  the  mechanism  producing  thrombo- 
sis shows  progressive  platelet  agglutination  in 
vivo  in  the  small  vessels  of  30  to  70  microns  diame- 
ter of  rabbit  mesentery,  observed  until  white 
thrombi  are  formed  depending  on  experimental  ^ 
modifications  of  blood  flow  through  the  capillaries 
and  on  injury  of  the  walls. 
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EXHIBITS 

RESULTS 

WITH  ANTIHEMOPHILIC  PLASMA 

Prepared  by  the  Hyland  Laboratories,  Los  Angeles,  California. 

COAGULATION  TIME  IN  PERSONS  WITH  HEMOPHILIA  BEFORE  AND  AFTER  ADMINIS- 

TRATION  OF  FROZEN  OR  DRIED  ANTIHEMOPHILIC  PLASMA 

U'DilLURtHUll  1.  1111L 

Plasma 

Before 

After  Transfusion ■. 

Transferred 

Transfusion 

Elapsed  Time 

(Minutes) 

Patient 

Age  (Years) 

(Milliliters) 

(Minutes) 

(Hours) 

Frozen  Antihemophilic  Plasma 

1 

3 

100 

80 

1 

5 

2 

Child 

100 

24 

1 

12 

24 

24 

3 

10 

50 

35 

2 

7 

6 

4 

24 

4 

4 

12 

100 

151 

2 

30 

12 

30 

24 

40 

Dried  Antihemophilic  Plasma 

5 

48 

50 

103 

6 

11 

24 

11 

48 

6 

6 

Child 

50 

32 

6 

8 

20 

10 

7 

Child 

50 

15 

2 

5 

8 

Child 

50 

25 

6 

8 

9 

Child 

50 

31 

2 

7 

6 

4 

10 

Child 

50 

Condition  acute, 

17 

Condition  greatly 

no  test 

improved 

11 

14 

50 

56 

4 

45 

23 

55 

12 

6 

50 

65 

9 

9 

13 

12 

50 

50 

6 

22 

24 

73 

14 

10 

50 

70 

6 

18 

24 

25 

15 

42 

50 

22 

6 

23 

24 

25 

72 

14 

Same  patient 

50 

17 

6 

10 

(several  days  later) 

24 

22 

16 

10 

50 

65 

6 

31 

24 

30 

17 

15 

50 

56 

3 

24 

6 

18 

8 

4 

24 

40 

18 

10 

50 

135 

4 

56 

Same  patient 

100 

52 

6 

23 

24 

15 

(48  hours  later) 

300 

Fresh  blood,  no  tests,  bleeding  stopped  immediately 

19 

Adult 

100 

75 

4 

33 

22 

28 

20 

Child 

50 

No  tests, 

poor  veins,  results  satisfactory 

21 

Child 

50 

65 

6 

9 

24 

18 

22 

12 

50 

255 

8 

21 

24 

60 

NOTE:  In  tabulating  these  data  there  has  been  no  selection  of  patients,  other  than  on  the  basis  of  correct 
diagnosis.  This  was  done  by  the  patient’s  physician. 
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BLOOD  PUMP  FOR  INTRA-ARTERIAL  AND 
INTRAVENOUS  TRANSFUSIONS 


? Demonstrated  by  John  Scudder,  M. L).,  Director 
of  Blood  Banks,  Delafield  and  Presbyterian  Hos- 
pitals, Xew  York  City.  Designed  by  the  American 
Optical  Company. 


Shown  at  the  First  Scientific  Session  of  the  Blood  Banks 
Association  of  New  York  State,  Xew  York  City,  May  12, 
1952. 


BLOOD  PLATELET 


A shadowed  image  of  a partially  spread  blood 
platelet.  (5,000  X)  Shown  through  the  courtesy 
of  Dr.  J.  Hillier,  RCA  Laboratories. 


BLOOD  BANKS  ASSOCIATION  ORGANIZED  UNDER  STATE  MEDICAL  SOCIETY  AUSPICES 


As  a result  of  a resolution  by  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  the  Blood  Banks  Association  of  New  York 
State  has  been  organized  to  coordinate  the  needs 
of  the  public,  medical  profession,  and  approximately 
200  blood  banks  within  the  State. 

To  study  the  entire  problem  of  blood  banking, 
the  1952  House  of  Delegates  created  the  Blood 
Banks  Commission,  with  a membership  of  twelve 
appointed  by  the  Society’s  president,  Dr. 
Edward  T.  Wentworth,  representing  the  fol- 
lowing: hospital  and  community  blood  banks; 

American  Red  Cross;  State  Health  Department; 
State-approved  laboratories;  the  newly  formed 
Blood  Banks  Association,  and  the  State  Medical 
Society,  with  its  presidentelect,  Dr.  Andrew  A. 
Eggston,  as  chairman. 

In  a series  of  meetings  over  approximately  four 
months,  the  Commission  unanimously  agreed  that 
an  .Association  was  needed  by  the  public,  medical 
profession,  and  blood  banks.  In  the  public  interest, 
an  Association  was  needed  to  establish  new  blood 
banks;  to  secure  blood  donors,  with  emphasis  on 
the  civilian  population;  to  make  blood  available 
at  reasonable  cost  throughout  the  State,  and  to  as- 
sist in  plans  for  a supply  of  blood  in  the  event  of 
atomic  attack  or  civilian  catastrophe. 

Need  from  the  viewpoint  of  the  medical  profes- 
sion was  to  provide  a common  meeting  ground  for 
all  nonprofit  agencies  interested  in  the  field  of  blood 
banking,  to  extend  scientific  education  and  re- 
search, to  determine  standards  for  blood  therapy, 
to  develop  more  uniform  and  higher  standards  of 
technical  performance,  and  to  provide  a constant 
supply  of  blood  through  recruitment  of  donors. 

Blood  banks’  need  for  the  Association  is  as  fol- 
lows: to  develop  a clearing  house  on  a State-wide 
basis,  to  strengthen  existing  blood  banks  by  assur- 
ing them  a supply  of  donors,  and  to  standardize 
equipment  and  to  provide  central  buying. 


First  organizational  meeting  of  the  .Association  was 
held  in  Albany  in  March,  1952,  with  Dr.  John  J. 
Clemmer  elected  president  pro  tem.  At  its  first  an- 
nual meeting  in  New  York  City  during  the  State 
Medical  Society  convention,  the  Association  elected 
Dr.  Jacob  Geiger  of  Manhattan  as  president,  Dr. 
Ernest  Witebsky,  vice-president,  and  Dr.  Robert  S. 
Jenks,  secretary-treasurer.  In  addition  to  officers, 
the  Executive  Board  includes  the  following:  Drs. 
Milton  A.  Carvalho,  John  J.  Clemmer,  Quentin 
M.  Jones,  John  Scudder,  and  Lester  J.  Unger. 

At  this  time  the  Association  presented  its  first 
scientific  program,  under  the  chairmanship  of  Dr. 
John  Scudder.  of  full  day  length  and  record  attend- 
ance by  blood  bank  directors,  general  practitioners, 
and  the  technical  staffs  of  blood  banks.  The  caliber 
of  the  papers  is  evident  from  those  published  in  this 
issue. 

Upon  receipt  of  its  charter  as  a nonprofit  cor- 
poration of  the  State  of  New  York,  the  Association 
will  launch  a membership  campaign,  organize  a 
clearing  house,  and  hold  its  second  scientific  meet- 
ing during  the  annual  State  Society  convention 
in  May. 

During  1953,  the  Association  will  study  inten- 
sively the  problem  of  donor  procurement  with  a 
series  of  pilot  projects  for  its  blood  assurance  pro- 
gram. L’nder  this  plan,  the  citizen  will  be  able  to 
insure  the  blood  needs  of  his  immediate  family  on 
the  same  principle  that  he  insures  himself  against 
other  emergencies.  These  pilot  projects  will  be 
staged  with  the  permission  and  assistance  of  the 
various  county  medical  societies.  From  the  view- 
point of  the  physician,  the  public  relations  value  of 
the  blood  assurance  program  will  be  high,  as  it  will 
create  a link  of  good  will  between  the  medical  profes- 
sion and  the  average  citizen  who  is  enrolled. 

Funds  for  the  development  of  this  Association 
are  being  loaned  by  the  State  Medical  Society 
through  its  Blood  Banks  Commission. 


IMPERFORATE  ANUS  ASSOCIATED  WITH  URINARY  TRACT 
FISTULA 

Frank  C.  Hamm,  M.D.,  and  Harrison  C.  Harlin,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Surgery  {Urology),  the  Brooklyn  Hospital) 


RELATIVELY  little  appears  in  the  literature 
concerning  the  importance  of  congenital 
fistula tion  between  the  sigmoid  colon  or  the  upper 
rectum  and  the  urinary  tract  in  patients  with  im- 
perforate anus.  Failure  to  recognize  the  associ- 
ated communication  may  result  in  serious  perma- 
nent damage  to  the  kidneys,  as  will  be  demon- 
strated on  one  of  the  cases  encountered  by  us 
(Case  1). 

Experienoe  with  two  recent  patients  may  be  of 
interest  to  those  encountering  these  cases.  Some 
knowledge  of  the  variations  that  may  be  found  is 
useful  in  preparing  a plan  of  action,  since  little 
time  is  available  once  a case  is  encountered 
(Fig.  1). 

Atresia  of  the  anal  canal  or  of  the  lower  por- 
tion of  the  rectum  occurs  in  approximately  one 
out  of  every  5,000  births.  It  is  reported  as 
occurring  equally  in  the  male  and  female.  In 
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imperforate  anus,  the  portion  of  hind-gut  caudal 
to  the  allantois  fails  to  grow  down  and  join  the 
anal  plate.  In  the  three  weeks  embryo,  the 
urinary  tract  and  the  lower  intestinal  tract  are,  at 
first,  one  cavity,  the  cloaca.  The  urogenital 
membrane  eventually  divides  the  cloaca  into  an 
anterior  and  a posterior  portion,  the  anterior  be- 
coming the  urinary  bladder  and  genitalia,  the 
posterior  becoming  the  rectum.  The  latter  de- 
scends towards  the  perineum,  meeting  a fold  of 
proctoderm.  The  membrane  separating  the 
embryonic  anus  from  the  rectum  is  absorbed,  pro- 
ducing a continuous  canal.  Failure  to  complete 
any  of  the  above-mentioned  steps  results  in  mal- 
formation. 

Although  rectal  atresia  is  reported  to  occur  in 
equal  frequency  in  either  sex,  a termination  of  the 
bowel  in  the  urinary  tract  occurs  more  frequently 
in  the  male.  Similar  terminations  in  the  female 
appear  to  be  rare,  owing  to  an  early  segregation  of 
the  urinary  and  genital  passages.  Other  abnor- 
mal bowel  openings  do  occur  in  the  female,  not- 
ably in  the  vagina  or  the  vulva. 


'o.  1.  Variations  of  types  of  imperforate  anus,  with  and  without  fistulation,  in  the  male  and  the  female. 
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Fig.  2.  Estimation  of  distance  of  terminal  bowel 
from  the  perineum,  by  placing  the  tip  of  a metal 
sound  against  the  perineum  and  holding  the  child 
in  an  upside-down  position  while  a roentgen  ex- 
posure is  made.  Note  the  pocket  of  gas -collected 
in  the  terminal  portion  of  the  gut. 


The  nature  of  the  rectal  occlusion  may  vary 
from  a thin  diaphragm  to  a total  absence  of  anus 
and  rectum.  The  urinary  fistula  is  less  apt  to  be 
found  in  the  former,  the  thin  diaphragm  type  of 
occlusion,  than  in  the  more  severe  types  where  the 
incidence  of  urinary  fistula  is  about  50  per  cent. 

Diagnosis 

The  urinary  fistula  may  be  assumed  to  be  pres- 
ent, therefore,  in  the  male  infant  with  the  more 
severe  type  of  atresia.  The  distance  of  the 
terminal  bowel  from  the  perineum  can  usually  be 
estimated  by  holding  the  infant  upside  down, 
allowing  the  gas  to  ascend  to  the  terminal  portion 
of  the  gut.  The  tip  of  a metal  sound  is  then 
placed  against  the  perineum.  On  roentgen  ex- 
amination the  distance  can  be  estimated  (Fig.  2) . 

Communication  with  the  urinary  tract  often 
can  be  determined  by  examination  of  the  urine, 
the  presence  of  feces  or  meconium  confirming  the 
diagnosis. 

Further  localization  of  the  site  of  the  fistula  can 
be  made  by  introduction  of  a catheter  into  the 
bladder.  A number  5 or  6 French  ureteral 


Fig.  3.  Fistulous  tract  between  urethra  and 
rectum,  demonstrated  by  injection  of  contrast 
medium  through  a catheter  in  the  urethra.  In  this 
particular  instance,  a small  ureteral  catheter  was 
passed  into  the  urethra  and  through  the  fistulous 
tract  into  the  gut.  Injected  contrast  medium  out- 
lined both  bowel  and  fistula.  Following  this  pro- 
cedure, a small  rubber  catheter  was  inserted  into 
the  bladder,  and  a cystogram  was  made.  The 
roentgen  exposure,  made  under  fluoroscopic  con- 
trol, represents  the  result  of  the  combined  procedure. 


I « 


catheter  will  usually  pass.  The  bladder  is  filled 
with  a radiopaque  material  under  fluoroscopic  It. 
control,  and  roentgen  exposures  are  made  at  suit-  1 1 
able  intervals.  Injection  of  this  material  should  l:t'- 
also  be  made  while  the  catheter  is  slowly  being  I c 
pulled  out  into  the  urethra.  The  utilization  ofliL; 
both  these  procedures  will  outline  a fistulous  tract  | 
between  the  lower  portion  of  the  bowel  and  the 
bladder  or  urethra,  if  such  a communication  exists 
(Fig.  3). 


Lt  i 


Treatment 


Errors  in  management  result  from  the  following 

1.  Failure  to  recognize  a high-lying  termina 
bowel,  and  proceeding  with  surgery  on  the  assump- 
tion that  the  terminal  bowel  lies  just  beneath  th( 
skin,  whereas  it  may  terminate  as  high  as  the 
posterior  wall  of  the  urinary  bladder. 

2.  Failure  to  recognize  the  communicatioi 
between  the  bowel  and  the  urinary  bladder  result  I 
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Fig.  4.  Intravenous  urogram,  disclosing  exten- 
sive damage  to  the  upper  urinary  tract.  There  is  a 
suggestion  of  anomalous  type  kidneys,  possibly  of 
‘ the  horse-shoe  variety. 

► 

« ing  in  (a)  difficulty  in  bringing  the  terminal  bowel 
ie  down  to  the  perineum,  and  (6)  recurrent  urinary 
t infection,  if  the  communication  is  allowed  to  per- 
sist. 

If  means  are  not  at  hand  for  establishing  the 
, proper  diagnosis,  or  if  the  general  condition  of  the 
,jt  infant  is  unsatisfactory,  a colostomy  is  the  im- 
t.  mediate  operation  of  choice.  This  allows  a pro- 
longed period  for  study  of  the  pathology  involved 
and  for  improvement  in  the  general  status  of  the 
jj  child.  At  the  optimum  time  an  abdomino- 
l(t  perineal  procedure  can  then  be  done.  One  should 
,|j  always  examine  the  dimple  in  the  perineum  care- 
,t.  fully  in  an  effort  to  discover  some  remnant  of 
rectal  sphincter.  On  the  other  hand,  one  may 
proceed  with  a primaiy  abnominoperineal  opera- 
tion at  once  if  all  conditions  are  satisfactoiy. 
i Gross,  utilizing  these  principles,  reports  a small 
, operative  mortality  from  the  surgical  procedure 
itself.1  The  major  causes  of  death  in  the  post- 
. operative  period  include  associated  anomalies, 
bronchopneumonia,  infectious  diarrhea,  intestinal 
obstruction,  septicemia,  and  peritonitis.  Post- 
operatively,  approximately  70  per  cent  of  the 
; children  have  good  sphincter  control,  while  an 


Fig.  5.  Illustration  of  sounds  introduced  into 
the  urethra  both  from  the  external  meatus  and 
internal  meatus. 


additional  15  per  cent  have  equivocal  function 
which  improves  in  time.  The  remaining  15  per 
cent  will  probably  never  have  control.  In  the 
older  children  this  condition  is  best  managed  in 
the  same  manner  as  an  abdominal  colostomy. 

Case  Reports 

Case  1.- — K.  A.  U.,  a white  male  child,  age  four 
and  one-half  years,  was  first  seen  at  the  Brooklyn 
Hospital.  The  history  was  briefly  that  of  congenital 
absence  of  the  rectum.  At  birth  the  infant  voided 
through  his  urethra.  No  urine  passed  per  urethra 
after  operation. 

On  examination  an  underdeveloped,  somewhat 
chronically  ill,  male  child  was  seen.  Situated  in 
his  perineum  was  an  irregular  sclerotic  opening  with 
urine  and  feces  issuing  in  a more  or  less  continuous 
stream.  It  was  impossible  to  introduce  any  instru- 
ment into  the  bladder  through  the  urethra.  Intra- 
venous urogram  indicated  no  demonstrable  dye 
appearing  in  the  right  renal  area.  There  was 
marked  renal  destruction  on  the  left.  The  urogram 
suggested  the  possibility  of  an  anomalous  type  of 
kidney,  possibly  a horseshoe  type.  It  was  further 
noted  that  the  coccyx  and  lower  one  third  of  the 
sacrum  were  absent  (Fig.  4). 

The  immediate  problems  for  solution  were,  there- 
fore, (1)  re-establishment  of  the  continuity  of  the 
urethra  and  (2)  closing  of  the  vesicocolic  fistula. 

Procedure. — A suprapubic  cystostomy  was  done. 
Sounds  were  introduced  into  the  urethra  both  from 
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Fig.  6.  Roentgenogram  revealing  continuity  of 
tubing  (number  10  French)  through  urethra. 


A B 


Fig.  7.  (A  and  B)  Illustrations  revealing  prin- 
ciple of  the  Whitehead  type  pull-through  pro- 
cedure. 


the  external  meatus  and  internal  meatus  (Fig.  5). 
After  a channel  had  been  established,  a rubber 
tubing,  number  10  French,  was  drawn  through  the 
urethra  out  of  the  suprapubic  wound.  The  ends 
tied  together,  the  tube  was  allowed  to  remain  in- 
dwelling for  several  days  (Fig.  6).  The  patient  was 
then  allowed  to  return  home  to  recover.  He  then 
was  returned  to  the  hospital  for  treatment  of  the 
vesicoeolic  fistula.  A transverse  colostomy  was  done 
(Dr.  A.  W.  Martin  Marino),  and  after  a sufficient 
period  of  convalescence,  a Whitehead  type  of  opera- 
tion was  performed,  entirely  through  the  perineum. 


Pli 


A circular  incision  was  made  around  the  opening  in 
the  bowel,  just  above  its  juncture  with  the  perineum 
The  longitudinal  layer  was  identified  and  the  bowel 
pulled  down  so  that  a generous  cuff  could  be  excised. 
This  included  the  opening  into  the  bladder  (Fig. 

7,  A and  B).  This  technic  has  been  described  pre-|  . 
viouslv  and  was  advocated  by  Young. 

Folloic-Up. — The  boy’s  health  has  improved!.' 
(Fig.  8).  At  the  age  of  eight  years,  he  still  has  si 
colostomy.  He  is  very  anxious  to  have  the  con- 1 
tinuity  of  his  bowel  re-established,  but  we  are  reluc-  L 
tant  to  recommend  it,  owing  to  fibrosis  of  his  peri-  ■ 
neum,  which  prevents  the  opening  from  falling  to- 
gether (Fig.  9). 
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Fig.  9.  Photograph  of  perineum.  Note  the  dense 
scar  tissue. 


Case  2. — S.  0.  N.,  a white  male  infant,  was  seen 
at  the  Brooklyn  Hospital  on  the  day  of  his  birth. 
Since  no  urine  had  been  voided  and  an  imperforate 
anus  had  been  noted  (Fig.  10),  a small  ureteral 
catheter  was  passed  into  the  bladder  through  the 
urethra,  and  meconium  was  found  in  the  urine. 
This  finding  established  the  diagnosis  of  urinary 
tract  fistula.  The  distance  of  the  blind  end  of  the 
bowel  from  the  dimple  in  the  perineum  was  esti- 
mated (as  demonstrated  in  Fig.  2).  Because  of  the 
poor  general  condition  of  the  infant,  a colostomy  was 
performed.  Progress  has  been  satisfactory,  and  a 
combined  abdominoperineal  approach  to  bring  the 
bowel  down  and  at  the  same  time  resect  the  urinary 
fistula  is  to  be  carried  out.  Further  roentgeno- 
graphic  studies,  done  under  fluoroscopic  control, 
revealed  the  site  of  the  urinary  fistula  to  be  in  the 
posterior  urethra  (Fig.  3). 

The  prognosis  in  this  instance  appears  good. 


Fig.  10.  Note  absence  of  anus,  a small  dimple 
occuping  its  usual  position. 


The  baby  is  developing  normally,  and  the  urinary 
system  is  uninjured.  He  has  had  three  attacks  of 
acute  pyelonephritis.  By  means  of  a thorough 
and  complete  workup  the  exact  status  of  bowel, 
fistula,  and  urinary  tract  is  known.  Definitive 
surgery  may  be  undertaken,  with  full  understand- 
ing of  the  conditions  at  hand. 

Reference 

1.  Gross.  H.,  discussion  of:  Moore,  T.,  and  Lawrence.  E.: 
Surgery  32:  353  (1952). 


IV 


i BIRTHRATE  INCREASES 

More  babies  were  born  in  the  United  States  during 
j 1952  than  in  any  previous  year  in  the  nation’s 
j history,  Metropolitan  Life  Insurance  Company 
statisticians  report.  The  total  is  estimated  at 
r 3,875,000,  and  the  year’s  birth  rate  was  approxi- 
mately 25  per  1,000  population.  The  past  year 
■ was  the  sixth  in  succession  in  which  the  number  of 
births  exceeded  3,500,000. 

( The  maintenance  of  the  birth  rate  at  the  current 
high  level  is  described  by  the  statisticians  as  “rather 
(unexpected, ” in  view  of  a decline  since  1946  in  the 
marriage  rate. 

“Last  year’s  record  reflects  a large  number  of 
second,  third,  and  fourth  children  born  of  post- 


World  War  II  marriages.  This  is  to  some  extent 
the  result  of  the  relatively  low  age  at  marriage  in 
recent  years  and  also  may  be  considered  as  indicat- 
ing a change  in  attitude  as  to  the  size  of  the  family.” 

The  babies  born  in  1952  were  blessed  with  a good 
start  in  life,  it  was  observed. 

“Infant  mortality  was  probably  the  lowest  ever 
experienced  in  any  year.  The  infant  mortality  rate 
was  a little  over  28  per  1,000  live  births  in  1952,  the 
third  successive  year  in  which  the  rate  has  been 
less  than  30.  The  reduction  in  infant  mortality 
over  the  past  ten  years  has  brought  about  a saving 
of  50,000  infant  lives  in  1952  alone.” — Metropolitan 
Information  Service,  December  31,  1952 


NONPROTEIN,  NON-NITROGENOUS  ALLERGENIC  PHENOMENA 

Theodore  M.  Feinblatt,  M.D.,  and  Edgar  A.  Ferguson,  Jr.,  Brooklyn,  New  York 

( From  the  Kings  County  Hospital) 


THE  formation  of  such  sugars  as  arabinose, 
dextrose,  and  rhamnose,  during  the  hydroly- 
sis of  ragweed  antigen1  and  the  increase  in  the 
glucose  fraction  on  hydrolysis  of  ragweed  pollen,2 
have  been  determined  to  be  an  essential  factor  in 
the  improvement  of  oral  absorption  of  pollens. 
Further  studies,  by  means  of  passive  transfer 
tests,  in  which  as  many  positive  passive  transfer 
reactions  were  recorded  as  with  injected  antigens, 
have  demonstrated  the  degree  of  attenuated 
specificity  of  these  treated  hydrolyzed  oral 
pollens.3 

The  nonspecificity  of  the  hydrolyzed  (split  into 
the  sugar  fraction  and  the  basic  toxic  antigen) 
oral  hay  fever  pollen  is  shown  dramatically  in  an 
interesting  case.  Complete  relief  from  horse- 
dander  allergy'  was  experienced  during  treatment 
with  oral  hydrolyzed  hay  fever  antigens.  The 
relief  lasted  as  long  as  the  treatment  continued. 

Case  Report 

A young  lady,  aged  thirty,  height  66  inches, 
weight  135  pounds,  a native  of  Texas,  in  whom  horse- 
dander  allergy  was  demonstrated  by  contact  derma- 
titis, asthmatic  attacks  when  in  the  presence  of 
horses  or  the  stable,  and  positive  skin  test,  was 
given  two  tablets  daily,  containing  10  micrograms 
of  treated,  hydrolyzed,  tall  and  short  ragweed 
pollens  (Ambrosia  elatior  and  A.  trifida).  No 
horse-dander  treatment  was  given. 

On  her  return  to  Texas,  contact  with  horses  was 
re-established,  without  any  of  the  usual  distressing 
symptoms  and  signs  associated  therewith  in  the 
past. 

When  oral  hay-fever  antigen  was  discontinued, 
the  allergy  to  horse  dander  returned  within  three 
weeks.  When  treatment  was  resumed,  the  horse- 
dander  allergy  again  disappeared. 

This  case  demonstrated  the  phenomenon  of 
cross-desensitization  which  is  based  upon  the  less 
specific  nature  of  an  allergen  partly'  deprived  of 
its  sugar  component  by  hydrolysis. 

A series  of  interesting  cases  of  cross-desensiti- 
zation is  tabulated  (Table  I).  The  case  cited 
above  is  ty’pical  for  the  group  and  is  included  in 
the  table  as  Case  23. 

Most  of  the  cases  were  sensitive  to  ragweed, 
and  in  most  the  sensitivity  to  ragweed  was  pri- 
mary. The  test  of  cross-desensitization  was  con- 
ducted on  the  next  most  important  positive  re- 
action. In  each  of  the  cases  cited  in  Table  I, 
the  degree  of  benefit  given  byr  treatment  with  two 
tablets  daily',  containing  10  micrograms  of  treated 
hvdroh'zed,  tall  and  short  ragweed  pollens 


(Ambrosia  elatior  and  A.  trifida)  was  repeated  on 
the  next  most  important  positive  response. 

The  mechanism  of  these  reactions  is  based  upon 
a phenomenon  which  was  originally  described  by 
Landsteiner.'*  Landsteiner  coined  the  name 
“hapten”  to  designate  any'  substance  whichr 
when  injected  alone,  does  not  give  rise  to  the  for- 
mation of  antibodies  but  which,  when  combined 
with  a protein  of  proved  antigenicity  and  in- 
jected, gives  rise  to  antibodies  that  will  react 
specifically'  with  the  hapten.  The  specificity  of 
these  reactions  depends  upon  the  particular 
hapten  which  was  present  in  the  protein-hapten 
combination. 

As  shown  by'  Landsteiner,  there  are  two  specie- 
sensitivities  in  the  animal  kingdom.  The  first  is 
sensitivity'  to  certain  protein  and  nitrogenous 
substances  themselves,  and  the  second  is  sensi- 
tivity in  which  the  protein  is  nonspecific  and  the 
conditioner  yielding  specificity'  is  a hapten. 

Failure  to  appreciate  this  point  has  led  to 
many'  statements  which  would  seem  to  regard  a 
carbohydrate  as  an  antigen  in  and  of  itself. 
Much  work  in  this  field  has  been  contributed  by 
Heidelberger,  who  has  shown  the  nature  of  these 
separated  sugar-like  components  from  the  stand-  j 
point  of  the  allergist.5-9  His  discussion  of  the 
hapten  as  serologically'  reactive  has  been  the  ] 
basis  for  later  work.  It  has  been  shown  that 
when  the  antibody'  formation  is  induced  by'  com-  J 
bining  chemical  compounds  with  a protein  and  I 
then  injecting  this  modified  protein  into  the 
experimental  animal,  the  immune  serum  produced 
is  specific  for  the  grouping  of  the  nonprotein  con- 
stituent. This  nonprotein  constituent  is  com-J 
bined  in  the  modified  protein  so  that  it  now  be- 
comes an  antigen  of  protein  character. 

Heidelberger’s  work  in  this  field  has  showrl 
that  the  ty'pe-speeific  substances  of  types  one  j 
three,  four,  and  eight  of  the  pneumococcus  con  [ 
tained  varying  amounts  of  nitrogen.  Type  om 
contained  substances  reacting  as  amino  nitrogens  j 
He  failed  to  show  that  types  two  and  three  con 
tained  any'  nitrogen.  Some  authors  have  re ' 
garded  this  result  as  proof  that  carbohy'drate  ha< 
antigenic  properties.  The  most  it  can  prove  i 
that  there  is  some  ty'pe-speeific  activity*  in  th  ; 
carbohy'drate  substance  which  must  be  combine 
with  a protein  substance  to  form  a modified  pr( 
tein  which  is  type-specific. 

It  is  of  importance  to  note  that  the  nan 
“polysaccharide,”  which  has  been  ascribed  1 
these  haptens,  is  only  approximately'  descriptiv 
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TABLE  I.  Cross-Desensitization 


Case 

Initials 

Age 

Height 

Weight 

Sex 

Sensitivities 

Treatment 

Sensitivities 

after 

Treatment 

i 

M.  B. 

29 

64 

125 

F 

Ragweed,  cat  dander 

Ragweed 

None 

2 

B.  B. 

9 

55 

79 

M 

Ragweed,  wool 

Ragweed 

None 

3 

E.  B. 

8 

55 

59 

M 

Ragweed,  dust 

Ragweed 

None 

4 

D.  B. 

16 

65 

121 

F 

Vernal  grass,  ragweed 

Vernal  grass 

None 

5 

P.  B. 

13 

62 

132 

F 

Ragweed,  oak 

Ragweed 

None 

6 

.1.  C. 

3.5 

41 

45 

M 

Ragweed,  eggs 

Ragweed 

None 

7 

P.  C. 

7.5 

55 

85 

F 

Ragweed,  oak 

Ragweed 

Slight 

8 

C.  C. 

40 

68 

194 

M 

Ragweed,  dust 

Ragweed 

None 

9 

R.  D. 

11 

58 

95 

M 

Ragweed,  dust 

Ragweed 

None 

10 

E.  G. 

13 

66 

148 

M 

Ragweed,  wool 

Ragweed 

Slight 

11 

L.  G. 

3.5 

38 

33 

M 

Ragweed,  goldenrod 

Ragweed 

Slight 

12 

K.  G. 

3 

40 

42 

M 

Ragweed,  timothy 

Ragweed 

Slight 

13 

J.  H. 

26 

67 

138 

M 

Ragweed,  goldenrod 

Ragweed 

Slight 

14 

V.  H. 

50 

66 

189 

F 

Ragweed,  oak 

Ragweed 

Slight 

15 

R.  H. 

33 

75 

215 

M 

Ragweed,  ailanthus 

Ragweed 

None 

16 

J.  K. 

20 

67 

125 

M 

Ragweed,  milk 

Ragweed 

None 

17 

.1.  L. 

19 

63 

84 

F 

Ragweed,  oak 

Ragweed 

Slight 

• 18 

M.  O. 

10 

58 

80 

F 

Ragweed,  eggs 

Ragweed 

None 

19 

M.  P. 

8 

49 

52 

M 

Ragweed,  fish 

Ragweed 

None 

20 

R.  R. 

18 

69 

199 

M 

Ragweed,  oak 

Ragweed 

None 

21 

.1.  R. 

15 

71 

174 

M 

Ragweed,  fish 

Ragweed 

None 

22 

.1.  R. 

13 

.57 

57 

F 

Ragweed,  fish 

Ragweed 

None 

23 

M.  G. 

30 

66 

135 

F 

Ragweed,  horse  dander 

Ragweed 

None 

None  of  these  substances  are  true  polysaccharides, 
since  all  contain  hexuronic  acid  groupings,  and 
some  contain  hexosamine.  By  definition  poly- 
saccharides are  regarded  as  “high  molecular 
weight  polymers  often  built  up  from  a single  pen- 
tose or  hexose.”10 

Summary 

1.  Case  histories  typical  of  cross-desensitiza- 
tion phenomena  are  presented. 

2.  A review  of  the  nature  of  the  polysaccha- 
ride-nitrogen derivatives  as  “polysaccharide-an- 
tigens” is  given.  Significant  features  of  these 
haptens  are  as  follows:  (a)  They  may  be  regarded 
in  a different  light  from  true  carbohydrates  in  that 
they  may  contain  nitrogen;  (6)  they  do  not  con- 
form to  the  narrow  definition  of  polysaccharide 
given  by  Feiser  in  the  reference  cited10  because 
of  the  hexuronic  acid  or  hexosan  groupings;  (c) 
they  have  the  ability  only  to  lend  specificity 


to  some  nonspecific  protein  products  when  com- 
bined with  these;  (d)  they  do  not  support  the 
growth  of  the  usual  polySaccharide-splitting  bac- 
teria, nor  are  they  affected  by  the  usual  poly- 
saccharide-splitting  enzymes. 

150  Woodruff  Avenue 
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USE  OF  MORE  POTENT  COBRA  VENOM  FOR  INTRACTABLE  PAIN 


After  clinical  experience  with  cobra  venom  over  a 
period  of  five  years,  it  has  been  concluded  that  this 
agent  can  be  used  in  greater  doses  than  has  been 
commonly  believed.  The  analgesic  effect  of  cobra 
venom  becomes  evident  only  after  repeated  injec- 
tions and  broader  clinical  trials  are  warranted,  and 
treatment  should  be  continued  up  to  thirty  days 
before  the  physician  in  charge  concludes  that  it  is 
ineffective. 

Although  the  pharmacologic  action  of  cobra 
ivenom  has  not  been  determined,  it  is  believed  that 


it  may  be  in  the  autonomic  mechanism.  Once  ef- 
fective levels  of  this  agent  are  established,  they  can 
be  maintained  with  small  quantities.  This  presents 
an  advantage  over  the  morphine  alkaloids  which, 
although  prompt  in  action,  produce  a transient 
effect  and  evoke  a tolerance  which  demands  ever- 
increasing  dosage.  Moreover,  while  the  morphine 
preparations  lead  to  addiction,  this  apparently  is 
not  true  of  cobra  venom.— Ralph  G.  Hills,  M.D.,  and 
Warfield  M.  Firor,  M,D,,  The  American  Surgeon, 
September,  1952 


A NEW  HOME  TREATMENT  FOR  EARLY  CASES  OF  “CROUP” 

Robert  J.  Mehr,  M.D.,  Kew  Gardens,  New  York 


ALL  too  often  cases  seen  at  home  by  physi- 
cians are  neglected  in  the  medical  literature 
because  the  observers  are  not  “case-report 
minded,”  or  because  large  collections  of  cases 
are  not  ordinarily  available  to  the  individual  in 
his  private  practice.  “Croup,”  or  acute  laryngo- 
tracheobronchitis,  is  most  commonly  seen  by  the 
physician  at  home,  and  the  vast  majority  of  the 
cases  never  reach  a hospital.  Hence,  it  is  not 
surprising  that  most  of  the  literature  deals  with 
the  therapy  of  the  late  case.1  It  is  the  author’s 
belief  that  if  more  definitive  therapy  were  insti- 
tuted in  the  early,  home  cases,  there  would  be 
less  need  for  later  heroic  measures.  A new  plan 
of  treatment  which  has  been  found  to  work  well 
in  a series  of  eight  consecutive  cases  will  be  de- 
scribed. 

“Croup”  is  seen  usually  in  children  and  strikes 
at  night,  often  without  warning.  The  child  sud- 
denly is  awakened  from  a sleep,  with  a harsh 
cough  which  resembles  the  barking  of  a puppy 
and  the  characteristic  inspiratory  stridor.  Both 
of  these  are  as  frightening  to  the  child  as  they 
are  to  the  parents,  and  the  little  patient  usually 
starts  to  cry,  thereby  increasing  the  laryngeal 
congestion  as  well  as  the  stridor.  Left  untreated, 
the  attack  may  progress  to  a point  where  the 
cough  and  the  stridor,  which  also  are  associated 
with  hoarseness,  become  worse,  even  to  the  point 
where  respiration  is  so  embarrassed  that  fatalities 
have  resulted.  In  other  cases  the  acute  situa- 
tion subsides  of  its  own  accord  after  several 
hours  and  the  child  is  able  to  sleep.  The  morning 
brings  a “calm,”  and  aside  from  a low  grade 
fever  which  may  be  present,  the  daytime  is 
apparently  normal;  the  next  night,  however, 
again  hails  the  appearance  of  the  “croup”  which 
was  in  evidence  the  previous  night.  This  cycle 
is  repeated,  often  for  three  to  five  days,  until  the 
infection  is  finally  thrown  off. 

Material  and  Method 

The  treatment  outlined  below  describes  a 
method  which  has  been  used  successfully  by  the 
author  in  eight  consecutive  cases  in  his  private 
practice. 

The  aim  of  the  treatment  is  threefold:  (1) 
to  reduce  rapidly  the  laryngeal  stridor,  (2)  to 
put  the  child  at  ease,  and  (3)  to  attack  the  infec- 
tion, which  is  probably  mixed  bacterial  and 
viral.2 

The  specific  treatment  used  is  as  follows: 

1.  Intramuscular  injection  of  aqueous  pro- 
caine penicillin,  combined  in  the  same  syringe 


with  Benadryl,  is  given.  The  average  dose  for 
a child  three  to  five  years  of  age  is  450,000  units 
of  penicillin  and  10  mg.  of  Benadryl. 

2.  Chloramphenicol  is  prescribed  in  doses  of 
50  mg.  per  Kg.  body  weight  for  the  first  twenty- 
four  hours,  reduced  to  25  mg.  per  Kg.  per  day 
for  the  next  forty-eight  to  seventy-two  hours. 
The  antibiotic  has  been  used  as  a capsule  or  sus- 
pension, orally  or  by  rectal  administration  of  the 
capsule.  Rectally,  the  capsule  may  be  inserted 
after  perforation  of  each  end ; the  dosage  should 
be  increased  by  20  per  cent.  The  chlorampheni- 
col is  given  every  six  hours,  and  the  parents  are 
instructed  to  be  sure  to  give  the  medication 
“around  the  clock,”  being  careful  to  awaken  the 
child  at  the  scheduled  hours. 

3.  Other  adjuvant  recommendations  may 
include  the  use  of  steam  to  humidify  the  air  in 
the  room,  and  the  prescription  of  an  expectorant 
cough  mixture  containing  an  antihistaminic 
agent.3 

Case  Report 

A case  typical  of  the  almost  uniform  results  ob- 
tained in  this  series  is  described : 

K.  A.  M.,  a four-year-old  boy,  previously  in  good 
health  except  for  mumps  and  varicella,  awakened 
suddenly  from  a sound  sleep  with  a “croupy”  cough, 
exhibiting  inspiratory  stridor  and  crying  profusely. 
He  had  gone  to  sleep  three  hours  before  and  had 
shown  no  indication  of  impending  illness.  Physical 
examination  revealed  an  inspiratory  wheeze  on 
auscultation;  there  was  slight  indrawing  of  the 
intercostal  spaces  on  inspiration;  the  temperature 
was  99  F.  rectally;  all  other  findings  were  negative. 
Treatment  consisted  of  the  immediate  intramuscular 
injection  of  10  mg.  of  Benadryl,  combined  in  the 
same  syringe  with  450,000  units  of  aqueous  suspen- 
sion of  procaine  penicillin.  Chloramphenicol  was 
prescribed.  200  mg.  every  six  hours  for  four  doses, 
then  100  mg.  every  six  hours  for  eight  additional 
doses  (weight  of  boy,  40  pounds).  Within  five 
minutes  the  child’s  breathing  was  easier,  the  laryn- 
geal stridor  practically  had  disappeared  except  for 
some  accentuation  of  the  inspiratory  phase,  the 
cough  had  subsided,  and  the  child  had  dozed  off  to 
sleep.  The  next  day  the  temperature  rose  to  a 
maximum  of  100.5  F.;  there  was  slight  hoarseness 
and  an  occasional  cough.  Xo  croupy  cough  or 
stridor  occurred  that  night  or  on  subsequent  nights. 

Comment 

The  results  obtained  by  this  plan  of  treatment 
in  early  cases  of  acute  laryngotracheobronchitis 
have  been  as  follows: 

1.  The  laryngeal  stridor  is  reduced  remark- 
ably and  dramatically  in  about  five  minutes  as  a 
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result  of  the  effect  of  the  intramuscularly  in- 
jected antihistamine. 

2.  The  Benadryl,  by  its  sedative  action,  also 
serves  to  calm  the  child  and  to  induce  early  sleep. 

3.  The  injected  penicillin  commences  the 
attack  on  the  etiologic  agent  in  the  infection. 
The  main  purpose  of  the  injection  is  to  bring  to 
bear  a large  amount  of  antibiotic  early  in  the 
illness  before  it  becomes  more  severe. 

4.  The  chloramphenicol  takes  up  the  anti- 
biotic action  thereafter,  and  it  is  probably  more 
reliable  and  effective  because  of  its  wider  spec- 
trum. 

Summary 

A plan  of  treatment  for  early  cases  of  “croup” 
seen  at  home  has  been  described  in  detail.  It 
has  been  used  successfully  in  a series  of  eight 
cases,  having  been  dramatic  in  its  rapid  relief 
of  the  distressing  symptoms  of  the  disease  and 
outstanding  in  its  prevention  of  recurrences  on 
subsequent  nights  after  the  initial  night  of  attack. 


There  were  no  complications  or  toxic  effects 
encountered  from  the  drugs  used. 

122-01  Metropolitan  Avenue 

Addendum — Since  the  writing  of  the  original 
report,  articles  have  appeared  which  suggest  that 
chloramphenicol  may  cause  aplastic  anemia  in 
some  cases.4,  5 It  has  seemed  wise,  therefore, 
to  substitute  another  “wide-spectrum”  antibiotic 
for  the  chloramphenicol  in  the  plan  of  treatment 
outlined  above.  With  this  purpose  in  mind, 
three  more  cases  seen  were  treated  in  all  other 
respects  as  in  the  original  plan,  but  with  Terra- 
mycin  used  in  two  cases  and  aureomycin  in  one 
case.  Results  were  as  effective  as  previously 
reported,  and  the  switch  in  antibiotic  did  not 
seem  to  alter  the  results. 
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SELECTIVE  SERVICE  SYSTEM 
Deferment  of  Priority  8 Physicians  To  Serve  as 
Hospital  Residents. — The  National  Advisory  Com- 
mittee to  the  Selective  Service  System,  Washington, 
D.C.,  has  issued  Information  Bulletin,  volume  4, 
number  5,  which  is  as  follows:  When  the  supply  of 
Priority  1 and  Priority  2 physicians  is  exhausted,  as 
will  occur  in  the  near  future,  the  only  source  of 
physicians  available  for  service  as  junior  medical 
officers  will  be  recent  medical  graduates  who  are 
obligated  for  military  service  under  the  basic  Selec- 
tive Service  Law  and  other  medical  graduates  who 
are  in  Priority  3 under  the  provisions  of  Public 
Law  779.  In  order  that  this  group  may  be  available 
for  service  before  older  Priority  3 physicians  are 
called,  the  Committee  recommends  that,  until 
further  notice,  medical  graduates  be  considered 
available  for  military  service  immediately  on 
completion  of  one  year  of  internship  and  not  be 
recommended  for  deferment  for  residency  training. 


Hospitals  should  fill  their  residencies  from:  (1) 
medical  graduates  who  already  have  had  military 
service,  which  constitutes  almost  80  per  cent  of 
current  interns;  (2)  physicians  who  are  being  dis- 
charged from  service,  the  number  of  whom  now 
equals  the  number  of  physicians  being  called  to 
active  duty,  and  (3)  women  and  other  physicians 
who  are  not  obligated  for  military  service.  The 
National  Advisory  Committee  also  recommends 
that  hospital  residents  registered  under  the  basic 
Selective  Service  Law  and  those  in  Priority  3 under 
Public  Law  779  be  released  when  called  by  Selective 
Service  and  replaced  by  physicians  from  the  above 
suggested  groups.  Special  consideration  should  be 
given  to  those  who  have  only  a few  months  to  com- 
plete their  training.  These  must  be  considered  on 
an  individual  basis  considering  both  the  person  and 
the  institution. 

— J.A.M.A.,  December  13,  1958 


Case  Reports 


ASTHMA  FOLLOWING  BACILLUS  COLI  HYPERSENSITIVITY 


Joseph  D.  Sacca,  M.D.,  F.A.C.A.,  Flushing,  New  York 


( From  the  Departments  of  Medicine  and  Allergy,  Mary  Immaculate  Hospital,  Jamaica) 


Y\7’E  HAVE  long  known  that  the  invasion  of 

v human  tissues  by  various  groups  of  bacteria 
results  in  infection,  the  outcome  of  which  depends 
upon  the  ability  of  these  tissues  to  form  specific  anti- 
bodies whose  function  it  is  to  neutralize  or  destroy 
the  invading  organisms.  This  process  is  a basic 
example  of  active  immunization  of  tissues  to  bac- 
teria following  contact,  and  this  immunity  usually 
has  the  tendency  to  remain  in  the  tissue  for  varying 
periods  of  time.  This  reaction  can  be  demonstrated 
in  the  normal  human,  both  in  vivo  and  in  vitro,  by 
agglutination  tests  and  by  various  intradermal  tests 
of  which  the  Schick  and  Dick  tests  are  classic  ex- 
amples. On  the  other  hand,  some  susceptible 
individuals  are  rendered  hypersensitive  to  these  bac- 
teria and  will  show  an  abnormal  reaction  following 
the  intradermal  injection  of  specific  bacterial  ex- 
tracts. This  altered  reactivity  or  hypersensitivity 
to  bacteria  is  what  we  now  call  “bacterial  allergy.” 

Bacterial  allergies  are  still  not  too  well  understood 
although  experimentation  has  shown  that  some  bac- 
teria are  more  apt  to  sensitize  than  others.  A very 
common  example  of  this  principle  is  found  in  the 
characteristic  reaction  of  the  tissues  sensitized  by 
the  tubercle  bacillus,  as  can  be  easily  demonstrated 
by  the  tuberculin  intradermal  test.  Other  common 
bacteria,  on  the  other  hand,  sensitize  only  some 
selected  or  susceptible  individuals.  Bacterial  foci  of 
infection,  believed  to  cause  these  hypersensitivities 
and  resulting  in  manifestations  such  as  asthma, 
rhinitis,  urticaria,  neuralgias,  arthralgias,  etc.,  have 
been  too  commonly  seen  to  be  coincidental  by  many, 
of  us  in  our  daily  medical  practice.  A sudden  flare-up 
of  a dormant  asthma  following  an  acute  sinusitis  or 
tonsillitis,  which  dramatically  responds  to  a few 
injections  of  penicillin,  is  fairly  usual  and  again  has 
been  seen  commonly  by  many  of  us.  The  bacteria 
usually  encountered  in  these  reactions  are  most 
commonly  the  staphylococci,  streptococci,  and 
pneumococci,  and  in  some  cases  the  diagnosis  of  the 
allergy  can  be  made  by  intradermal  tests.  In  the 
following  case  report,  a different  organism,  the  Bacil- 
lus coli,  located  in  a rather  unusual  place,  was  found 
to  be  the  sensitizing  agent. 

Case  Report 

A sixty-four-year-old  white  female  with  severe 


bronchial  asthma  was  first  seen  by  me  on  August  22, 
1951.  She  gave  a past  history  of  having  had  severe 
asthma  of  twenty  years  duration  with  man}'  bouts  of 
status  asthmaticus  resulting  in  as  many  hospitaliza- 
tions during  this  period  of  time.  Complete  set  of 
intradermal  diagnostic  tests,  performed  on  several 
different  occasions,  were  always  negative,  and  the 
patient  finally  was  advised  a change  of  climate  seven 
years  ago.  She  moved  to  Florida  but  the  asthma 
persisted;  after  several  months,  she  decided  to 
return  again  to  New  York.  There  was  no  other  past 
or  family  history  at  all  suggestive  of  allergy. 

Initial  examination  on  August  22  revealed  a 
severely  dyspneic,  exhausted-looking,  thin  woman. 
Examination  was  negative  except  for  typical 
asthmatic  wheezing  and  rales  in  the  chest.  Treat- 
ment given  consisted  of  1 cc.  of  1 to  500  epinephrine 
in  oil  intramuscularly  and  33A  grains  of  aminophyl- 
line  intravenously.  Following  this  treatment  there 
was  some  temporary  relief.  Two  days  later,  on  a 
second  call,  the  patient  was  found  in  a true  status 
asthmaticus.  She  was  admitted  by  ambulance  to 
Mary  Immaculate  Hospital  on  August  24,  and  put 
in  an  oxygen  tent.  Sputums  were  collected  for  cul- 
ture, and  she  was  started  on  25  mg.  of  ACTH  intra- 
muscularly every  sLx  hours.  In  addition,  she  re- 
ceived epinephrine,  potassium  iodide,  one  million 
units  of  penicillin,  and  1 Gm.  of  streptomycin  daily 
to  prevent  pneumonic  consolidation. 

The  patient  gradually  improved,  and  onthefiftl 
hospital  day  she  was  permanently  removed  fron 
her  oxygen  tent  and  allowed  out  of  bed.  The  peni 
cillin,  streptomycin,  and  iodides  were  continued 
The  ACTH  was  gradually  reduced  in  dosage  to  2; 
mg.  every  twelve  hours.  On  September  1,  becausi 
of  her  great  progress,  ACTH  was  discontinued,  am 
the  patient  was  started  on  100  mg.  oral  Cortone  dail; 
in  two  divided  doses.  By  this  time,  laboratory  re 
ports  were  received  which  revealed  the  following:  j 

Complete  blood  count  was  normal  except  for  an 
per  cent  eosinophilia;  the  urine  was  normal;  anx-ra 
of  the  chest  showed  signs  of  chronic  bronchitis,  anj 
the  sputum  cultures  consistently  were  predominant! 
B.  coli.  At  this  time,  an  autogenous  vaccine  pr< 
pared  with  these  organisms  was  requested. 

Since  the  patient’s  progress  was  excellent,  she  wf| 
discharged  on  September  4,  the  twelfth  hospital  da; 
on  50  mg.  of  Cortone  daily  in  two  divided  dose 
Her  posthospital  progress  was  so  good  that  tl 
Cortone  was  discontinued  completely  one  we* 
later.  Two  weeks  following  discharge  the  patio 
was  absolutely  symptom-free,  and  she  was  given 
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first  test  dose  of  the  autogenous  B.  coli  vaccine  in  a 
dilution  of  1 to  100  of  the  original  five  billion  bac- 
teria per  cc.  preparation.  A total  of  0.1  cc.  of  this 
dilution  was  given  intradermally,  and  within  thirty 
minutes  there  appeared  a large  local  reaction  the 
size  of  a silver  dollar.  This  dose  was  repeated  twice 
weekly  until  the  reaction  became  less  pronounced. 
The  dosage  then  was  gradually  increased  by  0.1  cc. 
until  she  was  receiving  the  more  concentrated  vac- 
cine at  weekly  intervals.  During  all  this  time,  she 
remained  absolutely  asymptomatic,  slept  well,  and 
gained  weight.  On  June  16,  1952,  the  date  of  the 
last  examination  previous  to  the  writing  of  this 
paper,  her  chest  was  absolutely  clear  of  wheezes  and 
rales. 

Conclusion 

A case  of  severe,  intractable  bronchial  asthma  has 


been  presented  in  which  repeated  sputum  cultures 
have  shown  almost  pure  B.  coli  organisms.  There- 
fore, according  to  the  previous  theories  presented, 
the  problem  was  approached  by  diagnosis  of  the 
asthma  condition  as  a B.  coli  bacterial  allergy  with 
the  focus  in  the  pulmonary  tract.  The  next  attempt 
was  to  try  to  eradicate  the  focus  with  the  use  of  ex- 
pectorants and  antibiotics  while  the  oxygen  and 
ACTH  kept  the  symptoms  under  control.  After 
this  approach  had  been  used,  the  patient  was  still 
presumably  sensitive  to  B.  coli,  and  was  then  de- 
sensitized with  diluted  autogenous  vaccine.  The  re- 
action encountered  following  the  initial  1 to  100  dose 
intradermally  was  believed  to  be  a confirmation  of 
the  diagnosis. 

46-68  Hollis  Court  Boulevard 


THERAPEUTIC  APPLICATION  OF  HEAT:  ITS  USES  AND  ABUSES 


Heating  in  its  more  intense  forms  should  not  be 
used  at  all  or  else  with  great  caution  in  very  young 
children,  old  people,  debilitated  patients,  or  those 
with  chronic  disease  such  as  diabetes,  general 
arteriosclerosis,  myocardial  degeneration,  or  chronic 
nephritis.  Local  heat  should  not  be  applied  over 
areas  of  malignant  degeneration  or  hemorrhage, 
nor  should  it  be  used  in  patients  with  hemorrhagic 
disease.  Where  there  is  sensor}'  impairment  due  to 
damage  of  the  central  nervous  system,  use  of  heat 
should  be  avoided  or  employed  with  caution.  Heat 
is  contraindicated  in  all  acute  processes  associated 


with  fever,  suppuration,  acute  inflammation,  or 
edema.  It  increases  all  pain  and  disability  when 
used  in  the  early  stages  of  trauma,  sprains,  frac- 
tures, or  acute  bursitis  and  arthritis.  Heat  should 
not  be  applied  over  the  lower  back  during  preg- 
nancy. It  is  contraindicated  in  all  acute  processes 
associated  when  cancer  is  present.  Even  moderate 
degrees  of  heat  are  dangerous  applied  to  the  ex- 
tremities when  the  peripheral  circulation,  arterial, 
or  venous,  is  impaired. — George  Morris  Piersol , 
M.D.,  New  England  Journal  of  Medicine,  September 
J,  1952 


A NEW  ANTIFERTILITY  FACTOR  (PRELIMINARY  REPORT) 


In  a study  of  300  married  couples,  the  antifer- 
tility action  of  phosphorylated  hesperidin  was 
complete  during  the  time  both  sexes  were  taking 
the  drug.  Of  the  total,  the  only  two  apparent 
'ailures  involved  couples  who  interrupted  medica- 
ion.  The  rationale  upon  which  this  method  of 
mtifertility  control  rests  is  the  hypothesis,  based 
)n  experimental  work  in  antihemorrhagic  factors  by 
>ther  investigators,  that  when  hyaluronidase  is  in 
>roper  concentration  in  the  cells  of  the  spermatozoa 
md  ovum  and  in  the  surrounding  intestinal  fluids, 
i hesperidin  derivative  at  the  proper  saturation  may 
.ct  as  an  inhibitor.  This  inhibitory  action  on  the 
iyaluronidase  occurs  at  the  moment  the  sperm 


comes  into  contact  with  the  coronal  cell  layer  of 
the  ovum.  Given  orally,  phosphorylated  hesperidin 
can  be  taken  indefinitely  without  toxic  effects,  with 
restoration  of  fertility  when  medication  is  aban- 
doned. It  must  be  taken  for  ten  consecutive  days 
by  both  partners  before  antifertility  action  is 
assured  and  must  be  continued  at  the  prescribed 
divided  dosage  daily.  Omission  of  the  drug  for 
forty-eight  hours  will  restore  fertility.  If  medica- 
tion is  interrupted,  the  ten  days  of  consecutive 
therapy  must  be  repeated  to  assure  antifertility 
blood  levels.  Much  more  data  will  be  necessary 
before  general  use  of  this  factor  is  warranted.— 
Benjamin  F,  Sieve,  M.D,,  Science,  October  10,  1952 


PNEUMONECTOMY  FOR  TUBERCULOUS  BRONCHOSTENOSIS  IN  AN 
EIGHTY-TWO-YEAR-OLD  PATIENT 

Clarence  J.  Schein,  M.D.,  New  York  City 

( From  the  Surgical  Division , Montefiore  Hospital) 


'T'HE  SURGICAL  technic  of  pulmonary  resection 
has  been  well  established  and  standardized.  In 
the  early  years  following  Graham’s  initial  successful 
pneumonectomy  for  cancer  in  1933,  the  mortality 
rate  was  high  and  related  directly  to  technical 
factors.1  These  patients  were  exposed  to  the 
hazards  of  prolonged  anesthesia,  hemorrhage,  bron- 
chial fistula,  empyema,  atelectasis,  and  infection  in 
the  remaining  lung.  Such  causes  for  morbidity  and 
mortality  have  been  reduced  by  an  understanding 
of  the  open  thorax,  calculated  blood  replacement, 
individual  ligation  technic,  antibiotics,  and  the  reali- 
zation of  the  importance  of  maintaining  a clear  air- 
way and  of  regulating  mediastinal  displacements  in 
the  early  postoperative  period.2  The  technical  scope 
of  the  operation  has  been  broadened  to  include  resec- 
tion of  the  chest  wall,  intrapericardial  ligation  of  the 
pulmonary  vessels,3  pleuropneumonectomy, 4,5  radi- 
cal mediastinal  lymph-node  dissection,6’7  and  partial 
excision  of  the  lateral  tracheal  wall.8  These  tech- 
nical advances  have  increased  the  ability  to  remove 
pulmonary  parenchyma  safely  and  have  broadened 
the  scope  of  resectional  surgery. 

In  the  past  ten  years  the  causes  of  death  in  pul- 
monary resection  have  been  related  less  to  technical 
factors  than  to  nonpreventable  and  unpredictable 
cardiovascular  complications  and  pulmonary  insuffi- 
ciency. Congestive  heart  failure,  cerebral  embolus, 
pulmonary  embolus,  and  renal  failure  figure  promi- 
nently. Along  with  technical  advances  there  has 
been  an  increased  accuracy  in  preoperative  diagnosis 
due  principally  to  the  application  of  the  Papani- 
colaou technic  for  examining  exfoliated  cells  in 
bronchial  secretions  and  sputum.9  However,  in 
some  cases  exploratory  thoracotomy  remains  the  sole 
method  of  establishing  a diagnosis.10 

This  report  is  concerned  with  the  performance  of 
pneumonectomy  in  a patient  in  the  ninth  decade  of 
life.  It  was  not  possible  to  establish  a definite 
histologic  diagnosis  preoperatively.  The  diagnosis 
was  believed  to  be  probable  carcinoma  of  the  lung. 
The  patient  accepted  the  great  operative  risk  rather 
than  go  on  with  her  current  disability. 

Case  Report 

History. — B.  T.  was  an  eighty-two-year-old  white 
housewife.  For  the  past  five  months  she  had  noticed 
an  increasingly  productive  cough  and  a right-sided 
wheeze.  At  the  time  of  her  admission  to  the  Monte- 
fiore Hospital,  on  May  19,  1950,  she  was  bringing  up 
large  amounts  of  sputum.  She  had  not  noted 
hemoptysis.  There  had  been  no  symptoms  refer- 
able to  the  chest  prior  to  the  present  illness.  The 
past  history  was  completely  negative  except  for  a 
hysterectomy  in  1914  and  a cataract  extraction  in 
1&49. 

Examination.— The  patient  was  a well-developed 
and  well-nourished  woman  appearing  considerably 
younger  than  her  stated  age.  Her  temperature  was 


Fig.  1.  Posteroanterior  roentgenogram  showing 
an  area  of  atelectasis  in  the  right  lower  lung  field 
with  depression  of  the  horizontal  fissure. 


99  F.,  pulse  rate  82,  and  blood  pressure  150/74. 
There  was  no  lymphadenopathy  or  clubbing. 
Breath  sounds  were  markedly  diminished  over  the 
lower  half  of  the  right  lung  field,  and  there  was  a 
prominent  wheeze.  The  heart  was  not  enlarged,  but 
the  sounds  were  poor  and  there  were  apical  and  aortic 
systolic  murmurs;  the  rhythm  was  regular. 

Laboratory  Data. — Hemogram  revealed  a red 
blood  cell  count  of  3.4  million  and  a hemoglobin  of 
9.3  Gm.;  the  white  blood  count  was  4,900  with  a 
normal  differential.  Urinalysis  and  electrocardio- 
gram were  normal. 

X-Ray. — The  left  lung  was  clear.  The  right  lung 
revealed  a hazy,  almost  triangular  density  in  the 
lower  portion  of  the  lung  field,  the  base  being  toward 
the  spine  with  the  apex  in  the  peripheral  portion  of 
the  mid-lung  field.  The  horizontal  fissure  was 
definitely  depressed  (Fig.  1).  On  the  lateral  view 
there  was  an  atelectasis  of  the  middle  lobe  which 
accounts  for  the  shadow  on  the  posteroanterior 
view  (Fig.  2).  Both  costophrenic  sulci  were  open. 
Opacification  of  the  right  bronchial  tree  was  done 
by  means  of  an  intratracheal  catheter  and  Lipiodol. 
The  trachea,  just  proximal  to  the  carina,  showed 
some  compression  on  the  left  side  due  to  the  sclerotic 
and  tortuous  aorta.  The  main  bronchus  to  the 
bifurcation  of  the  upper  lobe  was  entirely  normal. 
The  upper  lobe  bronchi  disclosed  no  abnormalities. 
Just  beyond  this  point  the  lumen  was  narrowed  con- 
siderably, to  a diameter  of  2 to  3 mm.  There  was  no 
filling  of  the  middle  lobe  bronchus.  The  apical  seg- 
ments of  the  lower  lobe  filled  adequately,  disclosing 
it  to  be  normally  aerated.  The  anterior  basal 
bronchus  of  the  lower  lobe  filled.  The  remainder  of 
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Fig.  2.  Lateral  view'  demonstrating  atelectasis  of 
the  right  middle  lobe. 

the  lower  lobe  was  atelectatic,  and  the  proximal 
portion  of  the  basal  bronchi  showed  a cylindric 
bronchiectasis  accompanying  the  collapse.  Minimal 
amount  of  spill  into  the  left  main  bronchus  and  the 
esophagus  was  present  (Figs.  3 and  4). 

Bronchoscopy. — The  carina  and  right  upper  lobe 
orifice  and  the  left  bronchial  tree  were  normal. 
The  intermediate  bronchus  was  stenotic,  and  the 
lumen  measured  3 to  4 mm.  in  diameter;  the 
bronchoscope  could  not  be  passed  beyond  the  stric- 
ture to  visualize  the  middle  or  lower  lobe  orifices. 
The  mucosa  in  the  stenotic  area  was  red  and  in- 
jected. Biopsy  of  the  structured  area  showed  a tall, 
columnar  epithelium,  with  an  edematous  and  con- 
gested submucosa  which  was  infiltrated  by  mono- 
nuclear cells,  lymphocytes,  and  plasma  cells;  these 
findings  are  consistent  with  chronic  bronchitis. 
There  wras  no  microscopic  evidence  of  tuberculosis. 
A Papanicolaou  smear  revealed  no  tumor  cells. 

Course. — There  was  no  fever.  The  patient 
coughed  continually  and  expectorated  large  amounts 
of  purulent  sputum.  She  was  unable  to  rest  or 
sleep.  The  preoperative  diagnosis  was  carcinoma  of 
the  lung,  but  the  possibility  of  a benign  broncho- 
stenosis with  bronchiectasis  and  infection  in  the 
right  middle  and  lower  lobe  wras  considered  also. 
Brock  has  reported  on  the  relative  infrequency  of 
tuberculous  bronchostenosis  of  the  intermediate 
bronchus. 1 1 

Operation. — On  May  29,  1950,  an  exploratory 
thoracotomy  was  performed  through  the  third 
anterior  interspace  dividing  the  third  and  fourth 
costal  cartilages.  There  W'as  complete  pleural 
symphysis.  The  lower  and  middle  lobes  were  firm 
and  hard;  the  right  main  stem  bronchus  was 
thickened,  tortuous,  and  intimately  adherent  to  the 
pulmonary  artery.  No  hilar  lymph  nodes  were 
encountered.  In  order  to  avoid  the  sequelae  of  in- 
fection behind  the  stenotic  bronchus  a resection  was 


Fig.  3.  Bronchogram  revealing  a stricture  of  the 
intermediate  bronchus  with  absence  of  middle  lobe 
filling. 


decided  upon.  A pneumonectomy  had  to  be  per- 
formed because  of  the  gross  extent  of  the  main  stem 
bronchial  involvement  and  because  the  pulmonary 
artery  could  not  be  separated  from  the  bronchus. 

Pathologic  Examination.- — The  gross  findings 
demonstrated  that  the  intermediate  bronchus  had 
been  perforated  by  a tuberculous  lymph  node  wdth  a 
resulting  tuberculous-  pneumonia  in  the  lower  and 
middle  lobes.  There  were  areas  of  bronchiectasis  in 
these  lobes  as  W'ell  as  in  the  apical  segment  of  the 
upper  lobe.  The  final  diagnosis  was  fibrocaseous 
pulmonary  tuberculosis  with  organizing  tuberculous 
pneumonia  and  tuberculous  lymphadenitis. 

Postoperative  Course. — -The  patient’s  course  was 
uneventful  until  the  seventh  postoperative  day 
when  she  exhibited  signs  and  symptoms  of  increasing 
heart  failure.  This  was  controlled  with  mercurials 
and  digitalis.  Her  remaining  course  in  the  hospital 
was  uncomplicated,  and  she  wras  discharged  on  the 
fifteenth  postoperative  day  with  the  wound  healed. 
A three-month  follow-up  showed  no  abnormalities 
except  for  increasing  signs  of  congestive  heart  failure 
in  spite  of  rigorous  medication.  She  died  in  conges- 
tive heart  failure  five  months  postoperatively. 

Comment 

The  desirability  of  performing  resectional  surgery 
in  patients  of  such  advanced  age  is  not  known.  It  is 
difficult  to  review  completely  the  published  experi- 
ence of  resectional  surgery  at  this  age  because  of  the 
titular  difficulty  involved  in  tracing  reported  cases 
in  the  Index  M edicus.  Large  series  of  resections  are 
reported  by  Adams,  Churchill  el  al.,  Gibbon  et  al., 
and  Ochsner  et  of.12-16  There  are  no  specific  indica- 
tions by  age  group  listings  of  patients  in  their 
eighties  having  been  operated  upon.  It  may  be  that 
the  poor  results  obtained  in  this  group  have  dis- 
couraged operation.  However,  Rosenblatt,  Aufses, 
and  Lisa  report  a successful  middle  lobe  lobectomy  in 
an  eighty-two-year-old  woman  who  presented  middle 
lobe  atelectasis  and  a Papanicolaou  smear  positive 
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Fig.  4.  Right  lateral  bronchogram  demonstrate 
ing  the  relation  between  the  atelectatic  middle  lobe 
and  absence  of  middle  lobe  bronchial  filling.  The 
apical  segment  is  visualized.  The  basal  bronchi 
show  cylindrical  bronchiectasis. 

for  malignant  cells.16  The  resected  lobe  showed 
bronchiectasis  and  chronic  infection. 

Operation  at  this  age  is  a calculated  risk.  De- 
Bake}'  states  that  about  half  of  the  24.5  per  cent 
hospital  mortality  in  resection  for  carcinoma  of  the 
lung  is  due  to  nonpreventable  cardiovascular  com- 
plications.17 Ochsner  states  that  fatalities  increase 
with  the  age  of  the  patient  primarily  because  of 
early  postoperative  deaths.15 

This  patient  survived  the  resection,  was  sympto- 
matically improved,  and  pathologically  cured.  Her 
death  from  arteriosclerotic  heart  disease  and  conges- 
tive heart  failure  was  not  related  to  the  operation. 


It  has  not  been  determined  whether  age  aloue 
should  contraindicate  the  performance  of  an  appar- 
ently curative  operation.  The  short  life  expectancy, 
the  extremely  high  probability  of  unpreventable  and 
unpredictable  cardiovascular  complications,  and  the 
low  percentage  of  curability  for  carcinoma  (the 
commonest  disease  for  which  the  operation  would  be 
undertaken),  makes  resection  a hazardous  procedure 
from  which  little  benefit  could  seem  to  be  derived. 
However,  where  the  symptoms  are  intolerable  and 
the  general  condition  of  the  patient  makes  for  a fan- 
operative  risk,  resection  may  be  the  sole  chance  for 
palliation  and  salvage.  Definitive  opinion  will  have 
to  be  individualized  and  will  have  to  await  further 
experience. 

Summary 

1.  A case  of  pneumonectomy  in  the  ninth  decade 
is  reported. 

2.  The  value  of  exploratory  thoracotomy  and  re- 
section at  this  age  is  undetermined. 

3.  The  major  hazard  in  these  patients  is  unpre- 
ventable and  unpredictable  cardiovascular  compli- 
cations. 

2 West  71st  Street  I 
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PHYSICIAN  EMPLOYED  PART-TIME  UNDER  THE  KEOGH-REED  BILLS 


To  the  Editor: — Less  than  20  per  cent  of  my 
income  comes  from  salary  as  a county  employe  and 
the  remainder  is  from  private  practice,  as  a self- 
employed  person.  Would  I be  eligible,  if  I chose, 
to  participate  in  the  proposed  Keogh-Reed  Bill  pen- 
sion program  and  retain  the  pension  rights  I have 
earned ? M.D.,  New  Jersey 

Answer: — Any  person  who  receives  75  per  cent 
or  more  of  his  earned  income  as  a self-employed 
person  would  be  qualified  to  participate  in  the 
pension  program  under  the  provisions  of  the  revised 


Keogh-Reed  Bills  (H.R.  8390  and  H.R.  8391),  which 
will  be  reintroduced  in  the  83rd  Congress  in  January. 
It  would  be  possible  for  the  eligible  person  to 
exclude  10  per  cent  or  S7,500,  whichever  is  the 
lesser,  of  his  earned  net  income  from  current  income 
taxation,  even  though  his  employment  includes 
participation  in  a pension  program.  If  he  is  age 
fifty-five  or  over  by  December  31,  1952,  but  not 
over  age  seventy-five,  he  could  exclude  more  than 
10  per  cent,  depending  on  his  age,  until  1972. — 
./..4..1/..4.,  December  13,  1952 


PREGNANCY  FOLLOWING  CORONARY  OCCLUSION 

Milton  D.  Klein,  M.D.,  F.A.C.S.,  Bronx,  New  York,  Arthur  Fischl,  M.D.,  F.A.C.P. 
Long  Island  City,  New  York,  and  Irving  A.  Shey,  M.D.,  Bronx,  New  York 
( From  the  Department  of  Obstetrics,  Lebanon  Hospital,  New  York  City) 


"PREGNANCY  following  coronary  occlusion  is  un- 

common.  This  is  to  be  expected  since  coronary 
artery  disease  is  rare  in  women  of  childbearing  age. 
When  it  does  occur,  pregnancy  is  usually  avoided. 
Review  of  the  current  literature  reveals  only 
three  authentic  cases  of  pregnancy  subsequent  to 
myocardial  infarction.  Horwitz  et  al.,  in  1943,  re- 
ported a successful  delivery  by  cesarean  section  in  a 
thirty-five-year-old  primigravida  who  had  had 
anterior  myocardial  infarction  twenty  months  pre- 
viously.1 Leff,  in  1950,  observed  a young  primi- 
gravida who  experienced  coronary  occlusion  six 
months  prior  to  her  pregnancy.2  She  was  delivered 
by  forceps  and  survived.  Recently,  Mendelson 
described  a gestation  in  a thirty-five-year-old  colored 
multipara  who  had  had  coronary  arterial  disease 
three  years  previously.3  She  was  a known  hyperten- 
sive and  had  had  a bilateral  thoracicolumbar 
sympathectomy.  Her  pregnancy  was  terminated  at 
twenty-two  weeks  because  of  severe  functional  in- 
capacity and  retinal  pathology.  To  the  above  we 
add  the  following  case,  not  only  to  illustrate  a clinical 
rarity,  but  also  to  emphasize  the  management  from 
an  obstetric  viewpoint. 

Case  Report 

N.  A.,  a thirty-four-year-old  gravida  2 Para  I, 
was  seen  on  May  17,  1951,  when  she  was  about  four 
weeks  pregnant.  Her  last  menstrual  period  had 
occurred  on  April  1,  1951,  and  the  estimated  date  of 
confinement  was  January  8,  1952.  She  had  had  a 
right  oophorectomy  in  1943,  a spontaneous  abortion 
in  1946,  and  a normal  delivery  of  a six-pound,  four- 
ounce  infant  in  1947. 

Her  mother,  age  sixty-seven,  has  a history  of 
diabetes,  cardiac  disease,  and  cholecystitis.  Her 
father  died  in  1943  at  the  age  of  sixty-three.  He 
was  told  several  months  before  his  death  that  he  had 
a “heart  condition.”  A brother  died  at  the  age  of 
twenty-six.  This  apparently  healthy  individual 
developed  a sudden  severe  stomach-ache  and  died 
within  twelve  hours.  One  living  sister,  thirty-eight 
years  old,  has  rheumatic  heart  disease. 

The  patient’s  past  medical  history  revealed  that 
there  were  no  serious  childhood  diseases.  A heart 
murmur  was  discovered  some  years  ago,  but  physical 
activities  were  never  restricted.  She  was  also  told 
that  she  had  gallbladder  disease. 

The  onset  of  her  cardiac  episode  dates  back  to 
December  26,  1948,  at  which  time,  during  physical 
exertion,  she  experienced  sharp  pain  across  her 
chest,  accompanied  by  shortness  of  breath.  She 
j rested  in  bed  for  several  hours,  and  the  symptoms 
disappeared.  Several  days  later  (New  Year’s  Eve) 
she  attended  a night  club,  and  although  she  ab- 
stained from  alcoholic  beverages,  she  admitted  being 
very  active,  dancing  and  blowing  on  the  various 
“noisemakers.”  At  midnight,  at  the  acme  of  excite- 
I ment,  she  suddenly  was  seized  with  severe  precordial 
pain,  knifelike  and  crushing,  across  the  chest.  There 
| was  a sensation  of  numbness,  allin  theleftarmandleft 
I shoulder.  She  became  nauseated  and  vomited 

Presented  at  the  Bronx  Obstetrical  and  Gynecological 
Society,  February  25,  1952. 


A B CD 


Fig.  1.  Serial  tracings  before  and  after  delivery, 
showing  acute  coronary  changes  and  their  gradual 
reversion  to  normal.  Before  delivery:  (A)  January 
1,  1949,  (B)  January  17,  1949,  (C)  April  5,  1951. 
After  delivery:  ( D ) January  29,  1952;  tracing  still 
shows  low  QRS  in  lead  I;  Ti  is  inverted;  T waves 
in  V3  and  Vs  are  still  inverted;  coving  and  Q waves 
in  chest  leads  are  now  absent.  (Retouched  photo- 
graph; dots  represent  R and  S of  QRS  complex.) 


several  times.  A doctor  was  summoned  immedi- 
ately; he  administered  morphine  and  recommended 
hospitalization. 

She  entered  the  hospital  on  January  1, 1949,  with  a 
diagnosis  of  acute  cholecystitis.  However,  x-ray 
studies  of  the  gallbladder  failed  to  reveal  any 
pathology.  Her  symptoms  persisted,  and  a medical 
consultant  was  summoned.  The  physical  findings 
were  negative,  with  the  exception  of  distant  heart 
sounds  and  a systolic  murmur  at  the  apex.  There 
was  some  tenderness  in  the  right  upper  quadrant,  and 
splinting  was  noted  on  deep  palpation.  The  fundi 
showed  normal  vascularity.  The  blood  pressure 
was  108  systolic  and  70  diastolic.  The  electro- 
cardiogram showed  the  following:  There  was  a deep 
Q wave  in  lead  I.  QRS  in  lead  I was  of  low  amplitude. 
ST  segment  was  elevated  in  lead  I,  and  T wave  was 
diphasic.  The  ST  segment  was  elevated  in  lead  II 
and  depressed  in  lead  III.  Chest  leads  showed  ab- 
sent R waves  in  all  leads,  deep  Q waves,  and  in- 
verted T waves  (Fig.  1A).  A diagnosis  of  acute 
anterior  coronary  occlusion  was  made. 

The  following  day  the  temperature  was  102  F. 
The  sedimentation  rate  was  42  mm.  in  one  hour,  the 
white  blood  count  17,000,  the  blood  sugar  81  mg., 
and  the  blood  cholesterol  220  mg.  Urinalysis 
showed  2 plus  sugar  and  a trace  of  albumin.  A 
repeat  urine  examination  was  normal.  The  sedi- 
mentation rate  one  week  later  was  72  mm.  in  one  hour. 
A repeat  electrocardiogram  two  weeks  later  showed 
progressive  changes,  with  deep  Q wave  in  lead  I,  and 
ST  segments  reverting  to  normal  (Fig.  IB). 
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Dicumarol  therapy  was  instituted,  and  after 
three  weeks  of  bedrest,  she  was  discharged  from  the 
hospital.  At  home  she  remained  in  bed  for  seven 
additional  weeks,  after  which  activity  was  gradually 
resumed.  ' A follow-up  electrocardiogram  on  Feb- 
ruary 5,  1951  (approximately  one  month  after  onset) 
showed  progressive  stages  of  healed  anterior  coronary. 
The  QRS  complex  in  lead  I was  very  small;  the  Q 
wave  was  present  in  lead  I;  Tx  was  sharply  inverted, 
coronary  type:  T:  was  diphasic.  The  chest  leads 
showed  marked  inverted  ‘T-’  wave,  absent  R wave, 
and  deep-coved  coronary  T wave.  The  blood  count 
was  4.720.000  red  blood  cells;  the  hemoglobin  was 
13  Gm.;  the  white  cells  totaled  9,250,  of  which  64 
per  cent  were  polymorphonuclear  leukocytes,  2S 
per  cent  lymphocytes,  12  per  cent  eosinophils,  and  6 
per  cent  monocytes.  The  sedimentation  rate 
(Westergren)  was  28  nun.  in  one  hour.  Serial 
electrocardiograms  on  April  5,  1949  (Fig.  1C),  July 
4,  1949,  and  April  15.  1951,  revealed  progressive 
healed  stages  of  old  anterior  coronary.  With  the 
exception  of  occasional  upper  respiratory  infection, 
this  patient  has  remained  in  apparent  good  health. 

In  view  of  the  above  history,  the  question  arose  as 
to  whether  this  patient  be  permitted  to  continue  her 
pregnancy.  She  was  told  to  see  her  cardiologist  for 
an  evaluation  of  her  cardiac  status.  It  was  decided 
that  the  pregnancy  should  not  be  interrupted.  The 
patient  remained  under  the  close  supervision  of  both 
the  obstetrician  and  cardiologist. 

Her  prenatal  course  was  uneventful.  She  was 
instructed  to  avoid  undue  physical  effort  and  to  rest 
three  hours  even-  afternoon.  Salts  were  restricted 
and  fluids  curtailed  to  1,500  cc.  daily,  and  she  was 
advised  to  partake  of  frequent  small  feedings  rather 
than  three  large  meals  each  day.  She  was  warned  to 
guard  against  respiratory  infection  and  notify  her 
doctor  immediately  should  this  or  any  other  illness 
occur.  The  blood  pressure  averaged  120  systolic 
and  70  diastolic,  pulse  82.  and  respirations  about  20 
per  minute.  The  total  weight  gain  was  19  pounds. 
At  the  thirty-eighth  week  of  gestation,  she  was  told 
to  spend  most  of  her  time  in  bed.  Walking  about 
the  house,  bathroom  privileges,  and  eating  her  meals 
out  of  bed  were  permitted. 

On  January  8,  1952,  she  was  admitted  to  the 
hospital  in  active  labor.  The  blood  pressure  was 
140  70,  and  the  pulse  was  90.  Abdominal  exami- 
nation showed  a vertex  presentation,  with  the  fetal 
heart  audible  in  the  left  lower  quadrant  and  of  good 
quality.  On  rectal  examination  the  cervix  was 
found  to  be  2‘/i  fingers  dilated,  effaced  and  thin; 
the  vertex  was  at  the  level  of  the  spines.  She  was 
sedated  with  demerol  and  scopolamine.  Her  pulse 
and  respirations  were  charted  every  half  hour. 
After  four  hours  a vaginal  examination  was  made, 
and  the  cervix  was  noted  to  be  full}'  dilated  with  the 
vertex  in  left  occiput  transverse  position  at  the 


spines.  A pudendal  block  with  1 per  cent  procaine 
was  performed.  A manual  rotation  from  left 
occiput  transverse  to  left  occiput  anterior  was  done, 
and  Elliot  forceps  applied.  When  downward  trac- 
tion was  made,  ether  with  100  per  cent  oxygen  was 
administered  for  a few  seconds  until  the  head  reached 
the  perineum.  The  ether  was  then  discontinued,  an 
episiotomy  was  done,  and  a living  infant  weighing  5 
pounds,  14  ounces  was  delivered.  Her  postpartum 
course  was  uneventful. 

On  January  29,  1952  (three  weeks  postpartum) 
she  complained  of  vague  pains  across  the  chest. 
The  electrocardiogram  showed  evidence  of  an  old 
healed  anterior  coronary.  The  QRS  complex  in 
lead  I was  low;  Ts  was  inverted.  A deep  Q wave 
was  present  in  V*  and  V*.  There  were  inverted  T 
waves  in  all  V leads.  T wave  was  now  inverted  in 
aYL  (Fig.  ID).  She  was  advised  against  further 
pregnancies. 

Comment 

The  strong  desire  for  a child  may  tempt  the 
woman  with  coronary  art  ery  disease  to  risk  pregnancy 
and  labor.  Should  this  pregnancy  be  terminated? 
Mendelson  reported  a maternal  mortality  of  24  per 
cent  in  coronary  disease  complicating  pregnancy.* 1 2 3 
Most  deaths,  however,  occurred  during  a pregnancy 
when  hvpertension  preceded  or  cardiac  failure  im- 
mediately followed  the  acute  infarction.  When  the 
cardiac  accident  occurred  dining  the  nonpregnant 
state  and  there  were  no  other  medical  complications, 
the  patient  usually  did  well  during  her  subsequent 
pregnancy.  N evertheless,  we  feel  that  these  patients 
should  be  evaluated  in  terms  of  the  coronary  lesion 
and  the  myocardial  function  as  soon  as  pregnancy 
occurs.  Close  cooperation  between  the  obstetrician 
and  cardiologist  is  mandator}-.  Good  prenatal  care, 
elimination  of  the  second  stage  of  labor,  and  proper 
anesthesia  are  cardinal  points  in  the  management  of 
such  a patient. 

Summary 

A total  of  three  cases  of  coronary  occlusion  with 
subsequent  pregnancy  has  been  reported  in  the 
literature.  .An  additional  case  of  this  entity  is  pre- 
sented. 


We  wish  to  thank  Mr.  Wallace  Heller  and  Mr.  Irving 
Taffel  for  their  photographic  assistance. 
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More  than  10  years  of  research,  plus 
experience  of  practice  in  thousands  of 
cases,  are  combined  to  bring  your  hyper- 
tensive patients  the  best  therapeutic 
benefits  of  Veratrum  viride  when  you 
prescribe  Veratrite®. 

These  benefits  are  (1)  prolonged  fall  in 
both  systolic  and  diastolic  blood 
pressure  without  postural  hypo- 
tension; (2)  improved  circulation 
to  vital  organs;  (3)  effective  con- 
trol of  patients  through  years  of 
sustained  therapy;  (4)  complete 
safety  with  simplicity  and  economy 
of  administration. 


you  don’t  experiment  in 


^/eratrite 


IRWIN,  NEISLER  & COMPANY  * DECATUR,  ILLINOIS 

& te&icA  & c Sewe  tyntr  ?^zacZce€ 


JfypeileHSiott 


Each  tabule  contains: 
Whole-powdered  Veratrum  Viride 
(Irwin-Neisler) ...  40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 

* Carotid  Sinus  Reflex 
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Royal  Albert  Abbott,  M.D.,  of  Geneva,  died  on 
November  12,  1952,  at  the  age  of  seventy-four. 
Dr.  Abbott  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  College  in  1913 
and  had  practiced  in  Brooklyn  until  his  retirement 
in  1946.  A Fellow  of  the  American  College  of 
Surgeons,  Dr.  Abbott  was  a member  of  the  Geneva 
Academy  of  Medicine,  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Grace  Margaret  Bates,  M.D.,  of  New  York  City, 
died  on  January  24  at  the  House  of  Holy  Comforter, 
the  Bronx,  at  the  age  of  seventy-one.  Dr.  Bates 
was  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1928. 

Walter  Ernest  Block,  M.D.,  of  Auburn,  died  on 
January  4 at  the  Auburn  City  Hospital  at  the  age 
of  fifty-four.  Dr.  Block,  a native  of  Cologne,  Ger- 
many, received  his  medical  degree  from  the  Uni- 
versity of  Cologne  in  1923  and  came  to  the  United 
States  in  1936.  He  had  practiced  for  eight  years  in 
Cayuga  before  moving  to  Auburn.  Dr.  Block  had 
been  on  the  staff  of  the  Mercy  Hospital  and  was 
chief  of  the  general  practice  staff  at  the  Auburn 
City  Hospital.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Cayuga  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herman  R.  Castro,  M.D.,  of  New  York  City, 
died  on  January  2 at  the  age  of  fifty-five.  Dr. 
Castro  received  his  medical  degree  from  the  George 
Washington  University  Medical  School  in  1921. 
He  was  a member  of  the  New  York  Society  for 
Clinical  Psychiatry,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Francis  E.  Du  Bois,  M.D.,  of  Winter  Park, 
Florida,  and  formerly  of  New  York  City,  died  on 
January  31  in  Florida  at  the  age  of  seventy-seven. 
Dr.  Du  Bo  Is  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1903.  He  had  been  a member  of  the  staff  of  St. 
Luke’s  Hospital  and  was  a past-president  of  the 
American  L’rological  Association. 

E.  Paul  Harman,  M.D.,  of  Brooklyn,  died  on 
January*  19  at  Brooklyn  Hospital  at  the  age  of 
eighty.  Dr.  Harman  was  graduated  from  the  New 
York  University  Medical  School  in  1896  and  in- 
terned at  Gouverneur  Hospital.  He  had  been  re- 
tired from  practice  since  1938.  For  twenty-five 
years  Dr.  Harman  was  supervising  medical  inspector 
for  the  New  York  City  Board  of  Health. 

Philip  Foster  Hoffman,  M.D.,  of  White  Plains, 
died  on  February  2 in  Hahnemann  Hospital,  Phila- 
delphia, Pennsylvania,  at  the  age  of  seventy-three. 
Dr.  Hoffman  received  his  medical  degree  from  the 


Hahnemann  Medical  College,  Philadelphia,  in  1900 
and  had  practiced  in  White  Plains  for  thirty-eight 
years,  retiring  last  September.  He  was  a member 
of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Constantine  Austin  Kosik,  M.D.,  of  the  Bronx, 
died  on  January  27  at  his  home  at  the  age  of  fifty- 
six.  Dr.  Kosik  was  graduated  from  the  University 
of  Buffalo  School  of  Medicine  in  1922  and  interned 
at  Fordham  Hospital  in  New  York  City.  He  was 
associate  attending  surgeon  at  Fordham  Hospital. 
A Fellow  of  the  American  College  of  Surgeons,  Dr. 
Kosik  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society-  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Eugene  Kraft,  M.D.,  of  Rochester,  died  on 
January  13  at  the  age  of  sixty-three.  Dr.  Kraft 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1916.  He  was  a retired  major 
of  the  New  York  National  Guard.  Dr.  Kraft  was 
a member  of  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leslie  E.  Luehrs,  M.D.,  of  New  York  City,  died 
on  January  26  at  his  home  at  the  age  of  fifty-nine. 
Dr.  Luehrs  received  his  medical  degree  from  the 
Rush  Medical  School,  Chicago,  in  1916.  During 
World  War  I he  served  with  the  U.S.  Army  Medical 
Corps  as  a lieutenant.  Dr.  Luehrs  was  a member 
of  the  .American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
.Association. 

Walter  Joseph  McCann,  M.D.,  of  New  York 
City,  died  on  January  28  at  his  home  at  the  age  of 
fifty.  Dr.  McCann  was  graduated  from  the  Colum- 
bia University  College  of  Physicians  and  Surgeons 
in  1930  and  interned  at  Morrisania  City  Hospital. 
He  was  associate  attending  skeletal  surgeon  at 
Morrisania  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Hamilton  Mehrhof,  M.D.,  of  Ontario, 

died  on  January  4 at  Strong  Memorial  Hospital, 
Rochester,  at  the  age  of  forty-two.  Dr.  Mehrhof 
was  graduated  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry  in  1934  and 
interned  at  Kings  County  Hospital,  Brooklyn.  He 
was  assistant  attending  surgeon  at  the  Strong 
Memorial  Hospital  and  on  the  staff  of  the  Park 
Avenue  Hospital,  both  in  Rochester.  Dr.  Mehrhof 
was  a member  of  the  Wayne  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  ami 
the  American  Medical  .Association. 

[Continued  on  page  580] 
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THE  TRUTH  ABOUT 


FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-Frozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 

a.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

C>  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts: 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.2 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer.3 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples— 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 
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David  Michael  Morgemstern,  M.D.,  of  Richmond 
Hill,  died  on  November  3,  1952,  at  the  age  of  fifty- 
one.  Dr.  Morgernstern  received  his  medical  degree 
from  the  New  York  Homeopathic  Medical  School  in 
1928.  He  was  clinical  assistant  attending  physician 
at  the  Queens  General  Hospital  and  a member  of 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  L.  Parrish,  M.D.,  of  Brooklyn,  died  on 
January  29  at  his  home  at  the  age  of  seventy-six. 
Dr.  Parrish  received  his  medical  degree  from  the 
Bellevue  Hospital  Medical  College  in  1898.  He  was 
emeritus  director  of  pediatrics  at  St.  John’s  Hospital 
and  consulting  pediatrician  at  Kings  County, 
Wyckoff  Heights,  Methodist,  and  Brooklyn  Eye 
and  Ear  Hospitals.  A Fellow  of  the  American 
College  of  Physicians,  Dr.  Parrish  was  a member 
of  the  American  Academy  of  Pediatrics,  the  Brook- 
lyn Academy  of  Pediatrics,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Precht,  M.D.,  of  Ridgewood,  died  on 
January  30  at  the  Bethany  Deaconess  Hospital  at 
the  age  of  sixty-nine.  Dr.  Precht  received  his 
medical  degree  from  the  Long  Island  College 
Hospital  Medical  School  in  1905.  He  was  assistant 
attending  physician  at  the  Bethany  Deaconess 
Hospital  and  a member  of  the  Queens  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Rich,  M.D.,  of  Yorktown  Heights,  died 
on  January  22  at  his  home  at  the  age  of  eighty-seven. 
Dr.  Rich  was  graduated  from  the  New  York  LTni- 
versity  Medical  College  in  1889  and  had  practiced 
for  sixty-three  years,  being  the  oldest  practicing 
physician  in  Westchester  County.  Dr.  Rich  was 
health  officer  for  the  town  of  Yorktown  for  sixteen 
years.  He  was  a member  of  the  American  Public 
Health  Association,  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Herbert  Schein,  M.D.,  of  Staten  Island,  died  on 
January  30  at  his  home  at  the  age  of  fifty-one. 
Dr.  Schein  was  born  in  Breslau,  Germany,  and 
received  his  medical  degree  from  the  University  of 
Cologne  in  1925.  Since  1948  he  had  been  senior 
supervising  psychiatrist  at  the  Willowbrook  State 
School.  Dr.  Schein  was  a member  of  the  American 
Psychiatric  Association,  the  Rudolf  Virchow  Medi- 
cal Society,  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emanuel  Barnett  Schoenbach,  M.D.,  of  Brooklyn, 
died  on  September  6,  1952,  at  the  age  of  forty-one. 
Dr.  Schoenbach  received  his  medical  degree  from 
the  Harvard  University  Medical  School  in  1937. 
He  was  director  of  medicine  at  Maimcyiides  Hos- 


pital and  professor  of  medicine  at  the  State  Univer- 
sity of  New  York  College  of  Medicine  at  New  York. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Diplomate  of  the  American  Board 
of  Preventive  Medicine  and  Public  Health,  Dr. 
Schoenbach  was  also  a Fellow  of  the  American 
College  of  Physicians.  He  was  a member  of  the 
American  Federation  for  Clinical  Research,  the 
American  Society  for  Clinical  Investigation,  the 
New  York  Academy  of  Medicine,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Julius  Simon,  M.D.,  of  the  Bronx,  died  on  Janu- 
ary 10  at  the  age  of  sixty-six.  Dr.  Simon  received 
his  medical  degree  from  the  University  of  Heidel- 
berg in  1912.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Percy  Rivington  Turnure,  M.D.,  of  Northport, 
died  on  January  23  at  the  French  Hospital,  New 
York  City,  at  the  age  of  eighty-three.  Dr.  Turnure 
was  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1898  and  interned 
at  New  York  and  Roosevelt  Hospitals.  During 
World  War  I he  served  with  both  the  French  and 
American  forces  and  organized  the  Fitzgerald 
.Mobile  Hospital  Unit.  He  was  chief  of  the  French 
Hospital  at  Pacy-sur-Eure  in  France  during  part 
of  the  conflict.  From  1910  to  1930  Dr.  Turnure 
was  attending  physician  and  senior  surgeon  at 
French  Hospital,  where  he  was  recently  consulting 
surgeon.  A Fellow  of  the  American  College  of 
Surgeons,  he  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  H.  van  Gilluwe,  M.D.,  of  New  York  City, 
died  on  January  11  at  the  age  of  sixty-five.  Dr. 
van  Gilluwe  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  School  in  1918. 
He  was  assistant  attending  anesthetist  at  the  Flower 
and  Fifth  Avenue  Hospitals  and  consulting  anes- 
thetist at  St.  Vincent’s  Hospital.  A Fellow  of  the  ! 
American  College  of  Anesthesiologists  and  a Diplo- 
mate of  the  American  Board  of  Anesthesiology,  j 
Dr.  van  Gilluwe  was  a member  of  the  American 
Society  of  Anesthesiologists,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ernest  Zucker,  M.D.,  of  Newfield,  died  on  Janu- 
ary 10  at  Tompkins  County  Memorial  Hospital, 
Ithaca,  at  the  age  of  fifty-one.  Dr.  Zucker,  a native 
of  Budapest,  Hungary,  received  his  medical  degree 
from  the  University  of  Vienna  in  1925  and  prac- 
ticed in  Shanghai,  China,  for  several  years.  He 
came  to  the  United  States  in  1951  and  began  his 
practice  in  Newfield.  Dr.  Zucker  was  a member  of 
the  Tompkins  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


It  is  better  to  understand  little  than  to  misunderstand  a lot. — Anatole  France 
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for  effective  cough  therapy 
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BITARTRATE 
(Dihydrocodeinone  Bitartrate) 


Three  forms  available:  Oral  Tablets  (5  mg.  per  tablet). 
Syrup  (5  mg.  per  teaspoonful) , Powder  (for  compounding) . 

May  be  habit  forming;  narcotic  blank  required. 
Average  adult  dose  5 mg.  Literature  on  request. 
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MEDICAL  NEWS 


Donors  to  Education  Foundation — Contributors 
from  New  York  State  during  the  month  of  Decem- 
ber, 1952,  to  the  American  Medical  Education 
Foundation  included  the  following:  Dr.  Siegfried 

Alexander,  Dr.  Thomas  P.  Almy,  Dr.  Adolph  A. 
Apton,  Dr.  Donald  B.  Armstrong,  Dr.  Benjamin 
Ashe,  Dr.  George  Baehr,  Dr.  Harry  Bakwin,  Dr. 
Earl  B.  Brown,  Dr.  Harry  Cohen,  Dr.  Max  P. 
Cowett,  Dr.  J.  Homer  Cudmore,  Dr.  Phebe  Lott 
DuBois,  Dr.  Cary  Eggleston,  Dr.  Haven  Emerson, 
Dr.  Maxwell  J.  Fein,  Dr.  Abraham  J.  Fleischer,  Dr. 

E.  D.  Friedman,  Dr.  James  P.  Hennessey,  Dr. 
Charles  Gordon  Heyd,  Dr.  Robert  D.  Huebner, 
Dr.  D.  Rees  Jensen,  Dr.  Benjamin  Karen,  Dr. 
Elihu  Katz,  Dr.  Morris  Leff,  Dr.  Mary  H.  Mark- 
ham, Dr.  Louis  M.  Mascitelli,  Dr.  Arthur  M. 
Master,  Dr.  Herbert  Willy  Meyer,  Dr.  Bernard 
Milch,  Dr.  Z.  Rita  Parker,  Dr.  Abraham  Raab,  Dr. 
Loton  H.  Rasmussen,  Dr.  Mervyn  Schacht,  Dr. 
Godchaux  Schnerb,  Dr.  Wolfgang  Seligmann,  Dr. 
Emanuel  Singer,  Dr.  Hamilton  Southworth,  Dr. 
Harold  L.  Temple,  Dr.  J.  Russell  Twiss,  Dr.  William 
G.  Von  Stein,  and  University  Heights  Sanitarium 
Inc.,  all  of  New  York  City. 

Also:  Dr.  Charles  H.  Alessi,  Rome;  Dr.  Eugene 
Bifulco,  Dr.  R.  R.  Steen,  and  Dr.  Benjamin  M. 
Stein,  all  of  Hempstead;  Dr.  Ellis  M.  Black,  Dr.  H. 
Elias  Diamond,  Dr.  Pasquale  F.  Gianatasio,  and  Dr. 
William  Horowitz,  Bronx;  Dr.  Bernard  J.  Burke, 
Little  Falls;  Dr.  Milton  A.  Carvalho  and  Dr.  Irving 
Werner,  Binghamton;  Dr.  Leon  A.  Chadwick,  Syra- 
cuse, and  the  Onondaga  County  Medical  Society; 
Dr.  Joseph  H.  Cornell,  Schenectady;  Dr.  Edwin  C. 
Coyne  and  Dr.  Arthur  H.  Milbert,  Yonkers;  Dr. 
Rufus  B.  Crain,  Dr.  William  M.  Daly,  Dr.  Jesse  E. 
Guldin,  Dr.  How-ard  B.  Leve,  Dr.  William  S.  Mc- 
Cann, Dr.  Leo  F.  Simpson,  Dr.  Howard  A.  Spindler, 
and  Dr.  Simon  Lewis  Wronker,  Rochester. 

Also:  Dr.  John  B.  D’Albora,  Dr.  H.  M.  Levin, 
Dr.  Irving  Nachamie,  Dr.  Benjamin  Pollet,  Dr. 
A.  S.  Werner,  and  Dr.  Samuel  Zane,  Brooklyn; 
Dr.  John  H.  Dale,  Jr.,  Dr.  Peter  A.  Duncan,  Dr. 
John  E.  Gundy,  and  Dr.  Reginald  A.  Higgons,  Port 
Chester;  Dr.  Morris  A.  Denman,  Livingston;  Dr. 
William  L.  Donnelly,  Rockville  Centre;  Dr.  Walter 

F.  Duggan,  Dr.  John  S.  Fitzgerald,  and  Dr.  Robert 
Carr  Hall,  Utica;  Dr.  David  J.  Fant,  Suffern;  Dr. 
Willard  G.  Fischer,  Dr.  John  J.  O’Brien,  and  Dr. 
John  David  Persse,  Buffalo;  Dr.  Murray  Mac  G. 
Gardner,  Watertowui;  Dr.  T.  J.  Goodfellow,  Sara- 
toga Springs;  Dr.  Dorothy  Grey,  Belfast;  Dr.  W.  B. 
Harris,  Marlboro;  Dr.  Melvin  J.  Herwar,  Bayside; 
Dr.  William  W.  Heroy,  Huntington;  Dr.  John  W. 
Hirshfeld,  Ithaca. 

Also:  Dr.  Henry  W.  Kaessler,  Bronxville;  Dr. 
Raymond  F.  C.  Kieb,  Beacon;  Dr.  Herbert  S.  King, 
Staten  Island;  Dr.  Homer  J.  Knickerbocker, 
Geneva;  Dr.  Jack  Lehman  and  Dr.  Sigmund  Wein- 
berger, Jackson  Heights;  Dr.  Niels  G.  Madsen, 
Honeove  Falls;  Dr.  Mary  Marshall  Man,  Rye; 
Dr.  Morris  L.  Miller,  Great  Neck;  Dr.  Arthur 
Nightingale,  New  Hyde  Park;  Dr.  Eric  D.  Pearson 
and  Dr.  Hans  Tachau,  Plattsburg;  Dr.  Danial 


Rakov,  Maybrook;  Dr.  Robert  W.  Raymond, 
Albany;  Dr.  Elizabeth  Rockwell,  White  Plains; 
Dr.  Walter  Shifton,  Albion;  Dr.  Margaret  E.  Sulli- 
van, Flushing;  Dr.  William  J.  Tracy,  Hornell;  Dr. 
Denver  M.  Vickers,  Cambridge;  Dr.  Paul  Watson, 
Newburgh;  Dr.  Herman  G.  Weiskotten,  Skaneateles, 
and  Dr.  Bruno  Sandan,  Franklin  Square. 

Continuation  of  Lectures  at  Montefiore  Hos- 
pital— March  6,  Dr.  Ephraim  Shorr,  associate  pro- 
fessor of  medicine,  Cornell  University,  and  attending 
physician,  New  York  Hospital,  Cornell  Medical 
Center,  will  lecture  on  “Metabolic  Aspects  of  Cush- 
ing’s Syndrome,”  and  this  will  be  followed  by  a 
presentation  of  cases  with  discussion  by  the  members 
of  the  hospital  staff  on  March  20  and  April  3. 
“Modification  of  Acute  and  Chronic  Irradiation 
Injury  in  Experimental  Animals  by  Injection  of  Bone 
Marrowy  and  Tissues  Originating  from  Hemato- 
poetic  Organs,”  by  Dr.  Egon  Lorenz,  chief,  Labora- 
tory of  Biophysics,  National  Cancer  Institute, 
Bethesda,  Maryland,  and  “Clinical  Radiation  Ef- 
fects,” by  Dr.  Maurice  Lenz,  professor  of  clinical 
radiology,  Columbia  University,  will  be  presented 
on  April  17. 

Dr.  Howard  R.  Bierman,  Laboratory  of  Experi- 
mental Oncology,  Laguna  Honda  Home,  San  Fran- 
cisco, California,  will  discuss  “The  Balance  Concept 
of  Leukemia  in  Man,”  on  May  1,  and  the  presenta- 
tion of  cases  with  discussion  by  the  hospital  staff 
will  be  held  on  May  15.  The  last  in  the  series  of  lec- 
tures will  be  held  on  June  5 at  which  time  Dr. 
Lewis  L.  Engle,  Medical  Laboratories  of  the  Collis 
P.  Huntington  Memorial  Hospital,  Harvard  LTni- 
versity,  Boston,  Massachusetts,  will  present  a paper 
on  “The  Metabolism  of  Estrogenic  Substances,”  and 
Dr.  Ralph  L.  Dorfman,  executive  director,  Worcester 
Foundation  for  Experimental  Biology,  Shrewsbury, 
Massachussetts,  wall  discuss  “The  Metabolism  of 
Natural  Steroids.”  The  final  discussion  period  by 
the  hospital  staff  and  presentation  of  cases  will  be  on 
June  19. 

The  conferences  will  be  held  at  3:00  p.m.,  in  the 
Social  Hall  of  the  Montefiore  Hospital,  Gun  Hill 
Road,  Bronx.  Chairman  of  the  program  is  Dr.  D. 
Laszlo,  and  Dr.  Abraham  Oppenheim  is  the  secre- 
tary. 

Manhattan  State  Hospital — Dr.  J.  A.  Weber,  pro- 
fessor emeritus  of  anatomy,  University  of  Geneva, 
Switzerland,  will  spend  several  months  as  visiting 
research  scientist  at  Manhattan  State  Hospital, 
Ward’s  Island,  New  York  City.  Dr.  Weber  wall 
continue  his  studies  on  the  synapse,  with  particular 
emphasis  on  its  structure  in  brain  biopsies  of  psy- 
chotic patients. 

Camp  Doctor  Needed — The  Ten  Mile  River  Scout 
Camps  have  an  opening  for  a doctor  to  serve  as  head 
of  health  services  for  the  summer  of  1953.  Twelve 
camp  divisions,  knowrn  as  the  Ten  Mile  River  Scout 
Camps,  near  Narrowsburg,  have  six  infirmaries  with 
one  or  more  medical  staff  and  would  come  under  the 
direction  of  the  health  officer. 

[Continued  on  page  584] 


582 


ssn V 


583 


Anxieties  about  feeding  totaled  33  per  cent 


A record  of  complaints  made  by  100  mothers  of  normal  newborn  infants 
illustrates  in  striking  fashion  the  extent  to  which  baby’s  "eating  and 
digestion”  constitute  a source  of  maternal  anxiety.  Of  178  complaints  cited 
by  Carithers.i  a total  of  58  (or  33  per  cent)  were  concerned  with  prob- 
lems related  to  feeding.  1.  Carilhers,  H.A.-.J.  Pediat,  38 -.654  (May)  1951 


To  reduce  the  incidence  of  feeding  problems . . . Similac 


With  Similac,  as  with  breast  milk,  the  action  of  gastric  juice  produces  a 
fine,  soft,  fluid  curd  with  zero  tension,  assuring  rapid,  easy  digestion  and 
a reduced  incidence  of  digestive  disorders.  A constant  and  correct  source 
of  nutrition,  the  full,  balanced  Similac  formula  provides  fat,  protein  and 
carbohydrate  closely  approximating  the  content  of  mother’s  milk  in  quan- 
tity and  quality;  50  mg.  of  vitamin  C per  reliquefied  quart;  vitamin  B12 
and  folic  acid  (naturally  occurring,  in  breast-milk  quantities);  other  vita- 
mins, and  minerals  in  favorable  proportions. 


Similac. 

There  is  no  closer  equivalent  to  the  milk  of  healthy,  well-nourished  mothers. 


Supplied:  Similac  Powder  in  tins  ot  1 lb.,  with  measuring  cup:  Similac  Liquid  in  tins  ot  13  II.  oz. 
nu\»'v!4  M & R Laboratories,  Columbus  16,  Ohio 
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The  doctors  interested  in  the  opening  should  be 
licensed  in  New  York  State,  and  while  they  may  not 
be  practicing  physicians,  they  should  have  a 
knowledge  of  medicine,  hygiene,  and  public  health. 
The  period  of  sendee  would  be  from  June  25  to 
August  31  with  some  precamp  work  which  will  in- 
clude aid  in  the  selection  and  training  of  the  medical 
staff.  The  salary  for  the  summer  is  S750,  plus 
board  and  transportation.  Arrangements  for  family 
accommodations  are  available  at  a nominal  cost. 

Candidates  who  are  interested  can  write  to 
Robert  E.  Broadwell,  Director,  Ten  Mile  River 
Scout  Camps,  120  West  42  Street,  New  York  36, 
New  York,  Wisconsin  7-4251. 

Foundation  of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery — The  Foundation  of  the 
American  Society  of  Plastic  and  Reconstructive 
Surgery  announces  the  regulations  of  the  fourth 
annual  scholarship  contest,  as  follows: 

1.  The  contest  is  restricted  to  residents  in  train- 
ing, and  plastic  surgeons  who  have  been  in  practice 
no  longer  than  five  yea  rs. 

2.  Two  main  prizes  are  offered,  each  consisting 
of  a six-months  plastic  surgical  scholarship  with 
active  assistantship  and  full  maintenance  in  a 
number  of  selected  leading  services. 

3.  The  subject  matter  of  the  essay  must  be  the 
result  of  some  original,  either  clinical  or  laboratory, 
research  in  plastic  and  reconstructive  surgery,  and 
about  5,000  words  in  length. 

4.  Traveling  expenses  between  the  services  in  the 
United  States  will  be  alotted. 

5.  A silver  plaque  or  certificate  of  honorable 
mention  is  also  offered  for  a winning  essay  in  senior 
classification  to  contestants  active  in  practice  of 
plastic  and  reconstructive  surgery  for  more  than  five 
years. 


6.  Manuscripts  will  not  be  accepted  by  the 
Award  Committee  after  August  1,  1953. 

The  winning  essays  will  appear  on  the  program  of 
the  annual  meeting  of  the  Society,  to  be  held  at 
Coronado,  California,  November  2 to  6,  1953. 

Further  information  may  be  obtained  by  writing 
to  the  Award  Committee,  care  of  Dr.  Jacques  W. 
Maliniac,  chairman,  30  Central  Park  South,  New 
York  19. 

Among  the  winners  of  the  1952  scholarship  con- 
test was  Dr.  J.  William  Littler,  New  York  City,  for 
his  paper  on  “The  Neurovascular  Pedicle  Method  of 
Digital  Transposition  for  Subtotal  Reconstruction 
of  the  Thumb.” 

Isotope  Laboratory — The  Clifton  Springs  Sani- 
tarium and  Clinic,  Clifton  Springs,  New  York,  has 
established  an  isotope  laboratory  for  the  use  of 
radioactive  material  in  the  diagnosis  and  treatment 
of  disease.  Approval  for  the  use  of  radioactive  iodine 
and  phosphorus  has  been  obtained  from  the  Atomic 
Energy  Commission.  The  radioactive  materials  are 
standardized  by  the  University  of  Rochester  for 
administration  and  study  at  Clifton  Springs.  Diag- 
nostic studies  of  thyroid  disease  using  radioactive 
iodine  are  being  conducted  at  present. 

U.S.  Medical  Team  Going  to  India — Fifteen  medi- 
cal scientists,  including  two  Nobel  Prize  winners, 
left  in  February  for  India  under  the  joint  sponsorship 
of  the  World  Health  Organization  and  the  Unitarian 
Service  Committee,  to  exchange  the  latest  medical 
knowledge  with  Indian  physicians,  medical  educa- 
tors, and  public  health  specialists  in  Madras  and 
Bombay. 

Dr.  Samuel  Z.  Levine,  professor  of  pediatrics,  Cor- 
nell University  Medical  College,  is  chairman  of  the 
team. 


MEETINGS 

PAST 


Chemung  County  Medical  Society 

The  members  of  the  Chemung  County  Medical 
Society  were  guests  of  the  Westinghouse  Electric 
Corporation,  Horseheads,  at  a dinner  for  the  Janu- 
ary meeting.  During  the  dinner,  Mr.  Eugene  Ritter, 
of  Westinghouse,  explained  the  construction  and 
operation  of  a new  tube  which  is  predicted  will  re- 
place the  fluoroscope. 

Albany  County  Medical  Society 

The  January  meeting  of  the  Albany  County 
Medical  Society  was  held  on  January  28.  Dr. 
Arthur  M.  Master,  associate  professor  of  clinical 
medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  spoke  on  “The  Diagnosis  and 
Treatment  of  Acute  Coronary  Diseases  Including 
the  ‘2-Step’  Exercise  Electrocardiogram.” 

Society  of  Medical  Jurisprudence 

“Medicolegal  Responsibilities  Under  the  Amended 
Geneva  Convention  of  1949”  was  discussed  by  Mr. 
Samuel  Rowe,  at  the  February  meeting  of  the  Soci- 
ety of  Medical  Jurisprudence,  held  at  the  New  York 
Academy  of  Medicine. 

Schenectady  County  Medical  Society 

The  monthly  meeting  of  the  Schenectady  County 
Medical  Societv  for  February  was  held  at  the 
Mohawk  Golf  Club.  Dr.  Maurice  S.  Segal,  clinical 


professor  of  medicine,  Tufts  College  of  Medicine, 
and  director,  Department  of  Inhalational  Therapy, 
Boston  City  Hospital,  spoke  on  “Chronic  Puimonarv 
Emphysema — Its  Physiopathology  and  Treatment.” 

Mount  Sinai  Hospital 

Clinical  conference  on  “Diseases  of  the  Pancreas” 
was  held  at  the  Mount  Sinai  Hospital  on  February 
16.  “Physiologic  Considerations”  were  discussed 
by  Dr.  David  A.  Dreiling;  “Islet  Cell  Adenoma,” 
by  Dr.  Luis  Vallecillo;  “Chronic  Relapsing  Pan- 
creatitis,” by  Dr.  Isidore  Mandelbaum,  and  “Cystic 
Fibrosis  of  Pancreas,”  by  Dr.  Joseph  Rosenthal. 
Discussants  were  Drs.  Henry  Dolger,  John  H.  Gar- 
lock,  Alexander  Richman,  Percy  Klingenstein,  and 
Herman  Anfanger. 

The  next  clinical  conference  will  be  held  on  Mon- 
day, March  16. 

Nassau  Ophthalmological  Society 

The  scientific  meeting  of  the  Nassau  Ophthal- 
mological Society  was  held  on  February  23  at  The 
Flagstone,  Hempstead.  Dr.  Paul  Chandler,  Boston, 
Massachusetts,  presented  a paper  on  “Narrow  Angle 
Glaucoma.” 

The  other  scientific  meetings  scheduled  for  the 
year  1953  will  be  held  on  April  27,  Septembei  28, 
and  November  23. 

[Continued  on  page  586] 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 

Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NDCARPON* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/i  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTD-BDBD 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

^ For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

< Widely  used  by  Civilians  and  Armed  Forces. 


' STANDARD  PHARMACEUTICAL  CO.,  INC. 
353  WEST  36TH  ST..  NEW  YORK  1,  N.  Y. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


GLADYS  BROWN  BROWN’S  MUrray  Hill 
Owner -Director  Dll  v ft  ll  w 71819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PHONE:  CH  2-8686 

Foi  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1 936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 
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New  York  Cancer  Society 

The  fifth  meeting  of  the  New  York  Cancer  Society 
will  be  held  on  Tuesday  night,  March  3.  at  the  New 
York  Academy  of  Medicine.  Papers  to  be  pre- 
sented are:  Evaluation  of  Folic  Acid  Antagonists 

in  the  Treatment  of  Disseminated  Cancer,’’  by  Dr. 
Sidney  Farber.  Children’s  Cancer  Research  Founda- 
tion, Boston,  Massachusetts;  Accomplishments  of 
Nitrogen  Mustards  and  Related  Compounds,”  by 
Dr.  David  A.  Karnofsky,  Sloan-Kettering  Institute 
for  Cancer  Research,  New  York  City,  and  "Status  of 
Preclinical  Development  of  Cancer  Chemothera- 
peutic Agents,”  by  Dr.  George  A.  Carden,  Jr.,  Col- 
lege of  Physicians  and  Surgeons.  Columbia  Univer- 
sity, New  York  City.  Dr.  Alfred  Gellhom,  Francis 
Delafield  Hospital,  Columbia-Presbyterian  Medical 
Center.  New  York  City,  will  be  the  discussant. 

All  physicians  and  medical  students  are  cordially 
invited  to  attend  the  meeting  which  will  begin  at 
8:30  p.m. 

American  Association  of  the  History  of  Medicine 
The  American  Association  of  the  History  of  Medi- 
cine will  hold  its  annual  meeting  April  10.  11,  and 
12,  at  Columbus,  Ohio.  Dr.  Linden  F.  Edwards, 
Department  of  Anatomy,  Hamilton  Hall,  Ohio 


State  University,  Columbus  10,  is  chairman  of  the 
program  and  arrangements  committee. 

Alumni  Association,  New  York  Eye  and  Ear 
Infirmary 

The  .Alumni  Association  of  the  New  York  Eye  and 
Ear  Infirmary  will  hold  its  annual  scientific  program 
from  April  20  to  24.  The  scientific  sessions  in 
ophthalmology  will  be  held  Monday  and  Tuesday, 
and  the  ear,  nose  and  throat  on  Thursday  and  Fri- 
day. The  sessions  will  be  held  in  room  440  at  the 
New  York  Academy  of  Medicine.  Morning  sessions 
will  start  at  9:30  and  the  afternoon  sessions  at  2. 
Clinical  and  surgical  demonstrations  will  be  held  at 
the  New  York  Eye  and  Ear  Infirmary  on  Wednes- 
day. 

A copy  of  the  program  may  be  obtained  by  writing 
to  Dr.  Hunter  H.  Romaine,  New  York  Eye  and  Ear 
Infirmary,  218  Second  Avenue,  New  York  3. 

Empire  State  Association  of  Medical 
Technologists 

The  annual  seminar  of  the  Empire  State  Associa- 
tion of  Medical  Technologists  will  be  held  in  Buffalo 
at  the  Hotel  Statler  on  April  24,  25,  and  26. 


PERSONALITIES 


Honored 

Dr.  Josephine  Neal,  former  associate  director  of 
the  Bureau  of  Laboratories,  New  York  City  Depart- 
ment of  Health,  as  a recipient  of  an  Elizabeth  Black- 
well  Citation  for  distinguished  sendee  in  the  field  of 
medicine  . . . Dr.  William  S.  Tillett,  New  York 
University  College  of  Medicine,  by  the  Borden 
Company  Foundation.  Inc.,  for  research  in  the 
mechanism  of  blood  clot  liquefaction  . . . Dr.  Seth 
Minot  Milliken,  New  York  City,  with  the  Goodwill 
Annual  Award  for  1953  . . . Dr.  J.  Fred  Richardson, 
Amenia,  at  a testimonial  evening,  in  recognition  of 
his  twenty-five  years  of  practice  in  the  community. 

Appointed 

Dr.  Hugh  D.  Black,  associate  staff  member  of 
Chenango  Memorial  Hospital,  Norwich,  as  Che- 
nango County  coroner  . . . Dr.  Robert  W.  Graves, 
professor  and  director  of  the  Department  of  Neu- 
rology. Albany  Medical  College,  and  neurologist-in- 
chief.  Albany  Hospital,  as  special  consultant  to  the 
National  Institutes  of  Health,  Bethesda,  Maryland 
. . . Dr.  John  G.  Hayes,  assistant  professor  of  gyne- 
cology and  obstetrics,  Albany  Medical  College,  as 
chief  obstetrician  at  Brady  Maternity  Hospital  . . . 
Dr.  Isadore  Rudnikoff.  Yonkers,  as  director  of 
medical  service  at  Yonkers  General  Hospital. 

Elected 

Dr.  I-ouis  Dlugasch,  New  York  City,  as  president 
of  the  medical  board  of  Beth  David  Hospital,  New 
York  City  . . . Dr.  Benjamin  Miller,  East  Durham, 


president;  Dr.  Mahlon  H.  Atkinson,  Catskill,  vice- 
president,  and  Dr.  T.  Earl  McQuade,  Coxsackie, 
secretary,  of  the  medical  staff  of  Greene  County 
Memorial  Hospital . . . Dr.  John  J.  Pohl,  Trov,  presi- 
dent; Dr.  John  J.  Curlev,  Troy,  vice-president,  and 
Dr.  John  J.  Squadrito,  Troy,  secretary,  of  the  medi- 
cal staff  of  St.  Mary's  Hospital  in  Troy  . . . Dr. 
Foster  Murray.  Brooklyn,  president-elect;  Dr.  H. 
McLeod  Riggins.  New  York  City,  first  vice-presi- 
dent; Dr.  A.  J.  Lanza,  New  York  City,  secretary: 
and  Dr.  Clara  Gross,  New  York  City,  and  Dr. 
Henry  J.  Barrow,  Bronx,  as  members  of  the  board 
of  the  New  York  Tuberculosis  and  Health  Associa- 
tion. 

Speakers 

Dr.  Leona  Baumgartner,  New  York  City,  at  the 
presentation  of  the  Elizabeth  Blackwell  Citations  of 
the  New  York  Infirmary  at  ceremonies  held  at  the 
Manhattan  General  Hospital  on  January  25  . . . Dr. 
Julius  Lempert,  director,  Lempert  Institute  of 
Otology,  New  York  City,  at  the  First  Western 
Hemisphere  Conference  of  the  World  Medical 
Association,  Richmond,  Virginia,  on  April  24,  1953. 

New  Offices 

Dr.  George  Holton,  chief  of  surgery,  Veterans 
Administration  Hospital.  Batavia,  practice  of  sur- 
gery in  Canandaigua  for  Dr.  Willis  F.  Weeden,  in 
association  with  Dr.  Ivan  J.  Gotham.  Jr.  . . . Dr. 
Samuel  I..  Pettit,  former  captain  in  the  United 
States  Air  Force,  practice  of  pediatrics  in  Ogdens- 
burg. 


The  great  charm  of  the  past  is  that  it  is  over. — Ada  Leverson 
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Training  in  Psychotherapy 
for  Psychiatrists 

SCHOLARSHIPS 

The  Postgraduate  Center  for  Psycho 
therapy  offers  training  leading  to  certification  to  a 
limited  number  of  psychiatrists  who  are  qualified  for 
training  in  psychoanalytically  oriented  psychotherapy. 
Accepted  candidates  are  granted  scholarships  which 
pay  for  didactic  courses,  clinical  seminars  and  super- 
vision. 

The  training  program  involves  instruction  in  dynam:c  | 
psychotherapeutic  methods  and  techniques. 

Didactic  courses  and  clinical  seminars  are  held  evenings,  j 
Hours  for  supervised  clinical  experience  to  be  arranged. 

For  further  information  and  application  forms,  write: 

Lewis  R.  Wolberg,  M.D.,  Medical  Director 

POSTGRADUATE  CENTER 
FOR  PSYCHOTHERAPY 

218  East  70th  Street,  New  York  21,  N.  Y. 

• 

Applications  for  the  Sept.  795 3 semester 
must  bejubmitted  not  later  than  May  1st. 


Py 


r LOW  COST 
JftGH  OUAUTYl 

* STATIONERY 


For  the  _ 
rMedical  Professioiv 

^ PRESCRIPTION  BLANKS:  5M  for  $10.00,  3M  for 
1M  for  $3.50,  $ize  4 x 5 Vj , on  fine  linen 
- finish  paper — pads  of  100! 

DOCTOR  ...  do  you  wish  the  best  in  stationery?  Years  ot 
specializing  in  the  printed  needs  ot  the  physician  enable 
us  to  otter  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  ot  ordering  by  mail! 

IF . . . you  prefer  to  see  a sample  of  our  line  quality 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There’s  no  obligation.  Once  you  see  their  excel'ent 
quality  you,  too,  will  become  a satisfied  customer.  Order 
them  today!  Check  one  of  the  squares  below. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

□ 5M  PRESCRIPTION 
BLANKS— $10. 

| [ SEND  SAMPLES 

THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 

N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 


LORZINEX® 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
wetting  agent  is  trichomonacidal. 

LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 
before  administration  of  specific 
therapeutic  agents. 

LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 

Available  at  all  pharmacies. 

Samples  and  literature  sent 
on  request. 

PI-2 

Pharmaceutical  Di vision 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9.  New  Jersey,  U.  S.  A. 


BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  January,  1953.) 


Endocrine  Treatment  in  General  Practice. 

Edited  by  Max  A.  Goldzieher,  M.D.,  and  Joseph  W. 
Goldzieher,  M.D.  Octavo  of  474  pages,  illustrated. 
New  York,  Springer  Publishing  Co.,  1953.  Cloth, 
88.00. 

Your  Health,  Sir!  By  Miriam  Lincoln,  M.D. 
Duodecimo  of  211  pages.  New  York,  Harper  and 
Brothere,  1953.  Cloth,  S2.75. 

Ambulatory  Proctology.  By  Alfred  J.  Cantor, 
M.D.  Second  edition.  Octavo  of  563  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  1952.  Cloth, 
-SI  0.00. 

Atlas  of  Medical  Mycology.  By  Emma  Sadler 
Moss,  M.D.,  and  Albert  Louis  McQuown,  M.D. 
Quarto  of  245  pages,  illustrated.  Baltimore,  Wil- 
liams and  Wilkins  Co.,  1953.  Cloth,  88.00. 

Neomycin.  Nature,  Formation,  Isolation,  and 
Practical  Application.  By  Selman  A.  Waksman, 
Ph.D.  With  the  Collaboration  of  Hubert  A.  Leche- 
valier,  Vincent  Groupe,  Walter  J.  Nickerson,  Wil- 
liam L.  Ruigh,  et  al.  Octavo  of  219  pages,  illus- 
trated. New  Brunswick,  Rutgers  University  Press, 
1953.  Cloth. 

Clinical  Obstetrics.  By  Members  of  the  Staff  of 
the  Pennsylvania  Hospital.  Edited  by  Clifford  B. 
Lull,  M.D.,  and  Robert  A.  Kimbrough,  M.D. 
Quarto  of  732  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1953.  Cloth,  810.00. 

Poliomyelitis.  Papers  and  Discussions  Presented 
at  the  Second  International  Poliomyelitis  Confer- 
ence. Compiled  and  Edited  for  the  International 
Poliomyelitis  Congress.  Quarto  of  555  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1952. 
Cloth,  87.50. 

Our  Common  Neurosis.  Notes  on  a Group  Ex- 
periment. By  Charles  B.  Thompson,  M.D.,  and 
Alfreda  P.  Sill.  Octavo  of  210  pages.  New  York, 
Exposition  Press,  1952.  Cloth,  83.50. 

Unipolar  Lead  Electrocardiography  and  Vector- 
cardiography. Including  the  Standard  Leads,  the 
aV  and  V Leads,  the  Cardiac  Arrhythmias  and  the 
Principles  of  Vectorcardiography.  By  Emanuel 
Goldberger,  M.D.  Third  edition.  Octavo  of  601 
pages,  illustrated.  Philadelphia,  Lea  and  Febiger, 
1953.  Cloth,  810.00. 

A Manual  of  Clinical  Allergy.  By  John  M. 
Sheldon,  M.D.,  Robert  G.  Lovell,  M.D.,  and  Ken- 
neth P.  Mathews,  M.D.  Quarto  of  413  pages,  illus- 


trated. Philadelphia,  W.  B.  Saunders  Co.,  1953. 
Cloth,  88.50. 

The  Anatomy  of  the  Nervous  System.  Its  De- 
velopment and  Function.  By  Stephen  Walter 
Ranson,  M.D.  Revised  by'  Sam  Lillard  Clark, 
M.D.  Ninth  edition.  Quarto  of  581  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1953. 
Cloth,  88.50. 

Treatment  of  Mental  Disorders.  By  Leo  Alex- 
ander, M.D.  Quarto  of  507  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Cloth, 
810.00. 

American  Pocket  Medical  Dictionary.  A Dic- 
tionary of  the  Principal  Terms  used  in  Medicine, 
Nursing,  Pharmacy,  Dentistry,  Veterinary  Science, 
and  Allied  Biological  Subjects.  Nineteenth  edition. 
Sextodecimo  of  639  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1953.  Cloth,  83.25  plain;  83.75  with 
thumb  index. 

Gifford’s  Textbook  of  Ophthalmology.  By- 

Francis  Heed  Adler,  M.D.  Fifth  edition.  Octavo  of 
488  pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1953.  Cloth,  87.50. 

Clinical  Electrocardiography  in  Children.  By- 

Gertrude  H.  B.  Nicolson,  M.D.  Octavo  of  118 
pages,  illustrated.  New  York,  Macmillan  Co.,  1953. 
Cloth,  83.25. 

Second  Annual  Report  on  Stress.  By  Hans  Sely-e, 
M.D.,  and  Alexander  Horava,  M.D.  Octavo  of  526 
pages,  illustrated.  Montreal,  Canada,  Acta,  Inc., 
1952.  Cloth,  810.00. 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1953.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Published 
bimonthly  (six  numbers  a year).  Cloth,  818  net; 
paper,  815  net. 

Use  of  Antibiotics  in  Tropical  Diseases.  H.  W. 

Brown,  Conference  Chairman.  Octavo  of  318  pages, 
illustrated.  New  York,  New  York  Academy-  of 
Sciences,  1952.  Paper,  84.00.  ( Annals  of  the  New 
York  Academy  of  Sciences,  v.  55,  art.  6.  pages  967- 
1284) 

Handbook  of  Orthopaedic  Surgery.  By  Alfred 

Rives  Shands,  Jr.,  M.D.,  in  collaboration  with 
Richard  Beverly  Raney,  M.D.  Illustrated  by  Jack 
Bonacker  Wilson  and  others.  Fourth  edition. 
Octavo  of  644  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby-  Co.,  1952.  Cloth,  88.00. 


Man  reaches  his  full  height  only  through  compulsions,  responsibilities,  and  suffering. — 
Will  Durant 
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The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL 

(The  Pioneer  Post-Graduate  Medical  Institution  in  America,  Organized  in  1881) 


OBSTETRICS  AND  GYNECOLOGY 

A full  time  course.  In  Obstetrics:  Lectures;  pre-natal 
clinics;  witnessing  normal  and  operative  deliveries;  op- 
erative obstetrics  (manikin).  In  Gynecology:  Lectures; 
touch  clinics;  witnessing  operations;  examination  of  pa- 
tients pre-operatively;  follow-up  in  wards  post-opera- 
tively.  Obstetrical  and  gynecological  pathology.  Anes- 
thesia. Attendance  at  conferences  in  obstetrics  and 
gynecology.  Operative  gynecology  on  the  cadaver. 

For  Information  about  these  and  other  courses  Address: 


EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full-time  refresher  course  con- 
sisting of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions; operative  eye,  ear,  nose  and  throat  on  the  cadaver: 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
laryngeal  surgery  and  surgery  for  facial  palsy;  refrac- 
tion; radiology;  pathology,  bacteriology  and  embryology ; 
physiology;  neuro-anatomy;  anesthesia;  physical  medi- 
cine: allergy;  examination  of  patients  preopera tively 

and  follow-up  postoperatively  in  the  wards  and  clinics. 

THE  DEAN,  345  West  50th  Street,  New  York  City  19 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 

“useful  as  a peripheral  vasodilator  and 
myocardial  stimulant"  in 

pulmonary  edema 
paroxysmal  dyspnea  -.Cigg ' 

of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17.  N Y. 


dubin 


aminophyllin 


(theophylline-ethylenedlamine) 

readily 
soluble  for 
rapid 

therapeutic 

effect. 
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When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  a nything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 


MEMORIAL  CENTER  for  CANCER 
AND  ALLIED  DISEASES 
PEDIATRIC  DEPARTMENT 

announces 

A Comprehensive  three  day  course 

APRIL  29,  30  and  MAY  1,  1953  for 
PEDIATRICIANS,  GENERAL  PRACTI- 
TIONERS, HEALTH  OFFICERS 

Current  developments  and  established  methods  in 
diagnosis,  differential  diagnosis  and  management 
of  benign  and  malignant  tumors,  Hodgkin's  disease, 
leukemia  and  reticuloendothelioses  in  childhood  are 
included. 

CONTENT  OF  COURSE:  Demonstrations  examina- 
tions of  children  in  Pediatric,  Surgical,  Chemotherapy, 
Radiotherapy  Clinics;  Ward  rounds  and  Seminars, 
under  the  direction  of  the  Staffs  of  Memorial  Hos- 
pital and  Sloan-Kettering  Institute  for  Cancer  Re- 
search. FEE  $35.00 

FOR  INFORMATION  ADDRESS: 

DIRECTOR,  PEDIATRIC  SERVICE 

MEMORIAL  CENTER 

444  EAST  68th  STREET 
NEW  YORK,  NEW  YORK 
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Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N . Y . Geo rge  K.  Prat t,  M . D Med.  Director. 

Greens  Farms , BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


WEST  HELL 

^ est  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson.  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The ''sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  thock  treatment.’ 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  -Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  prosram,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

S30  W.  41  St.  New  York  18,  N.  Y. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  .Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HOLBROOK  MANOR  "K5 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  ?n  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 


HALCYOA  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Tele. moke:  Rye7-0550  Write  for  illustrative  booklet. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE.  M.D.,  Physician-in- Charge 

NEH  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


A DISTINCTIVE  NURSING  HOME 

• 1 Hour  from  New  York  City*  Especially  Constructed  Building  . Large  Private  and  Semi-Private  Rooms 
. Bath  in  Every  Room  * Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  • Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  of  Health 

Broadlawn  Manor  Nursing  Home 

Agnes  N.  Flack,  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I..  N.  Y.  Telephone  AMityville  4-0222,  Ext.  29 

New  York  City  Office:  140  East  54th  Street  PLaza  3-3680 
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REAL  ESTATE 
For  Sale  For  Rent 


FOR  RENT 


WiUiston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton  Park,  Long  Island.  Garden  City  7-7739. 


FOR  RENT 


41  ST.  E.  TUDOR  CITY.  Grand  Central  area.  Large 
Doctor’s  office,  ground  floor.  Will  alter  to  suit.  Ideal 
location  for  specialist.  Call  MU  4-7812.  Monday  thru 
Friday,.  9-5. 


TO  LET 


For  Radiologist,  Orthopedist,  Internist.  Complete  Suite. 
5 rooms.  Equipped  with  all  X-Ray  machines.  Main  thor- 
oughfare. Active  town,  30  minutes  from  New  York  City. 
Box  627,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Rockville  Centre,  L.  I. — 5 room  suite  in  air-conditioned 
medical  building.  Suitable  for  a specialist  or  GP.  Part 
or  full  time.  Hempstead  7-8573. 


OFFICE  TO  SHARE 


Busy  practitioner  wishes  to  share  his  fully  equipped  office 
with  a speciahst.  Full  or  part  time.  Telephone  Scarsdale, 
3-7428. 


FOR  RENT 

PROFESSIONAL  APARTMENT 


Flatbush.  Doctor's  office  and  apartment,  six  rooms.  Two 
entrances.  Unusual  opportunity.  Populated  locality.  For- 
mer physician  left  State.  Gedney  8-3203, 


FOR  SALE 


Established  General  Practice.  Equipped  office,  home  com- 
bination. Rapidly  expanding,  New  Hyde  Park,  L.  I,  Spe- 
cializing. Call  mornings.  Floral  Park,  4-4730. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Box  630,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Four  Acre  Estate  suitable  for  convalescent  Home.  18  room 
house  situated  on  Lake  Hopatcong,  New  Jersey.  Good  Op- 
portunity for  Doctor  or  Nurse.  Box  631,  N.  Y.  St.  Jr.  Med. 


HELP  WANTED,  FEMALE 


CAMP  doctor,  female,  licensed  physician,  general  practi- 
tioner, pleasant  personality.  Month  of  August,  Vermont 
girls'  camp.  Box  628,  N.  Y.  St.  Jr.  Med. 


WANTED 


Wanted  for  hospital  and  private  group  clinic  in  Detroit 
Metropolitan  area,  a displaced  doctor  who  understands  and 
speaks  English  quite  well  and  who  can  give  anesthesia  under 
the  supervision  of  a licensed  physician.  Box  625,  N.  Y. 
St.  Jr.  Med. 


GENERAL  PRACTICE  OF  DECEASED  PHYSICIAN 
AVAILABLE 


Long  established,  good  practice  of  doctor  who  had  excel- 
lent standing  and  reputation.  Office  located  in  Mamaro- 
neck,  Westchester  County,  N.  Y.,  in  deceased’s  eight-room 
home.  Office  and  home  also  available.  Fine  opportunity, 
especially  for  young  doctor.  Reply  to  Box  629,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage. 
Retiring  doctor’s  fully  equipped  office,  dark  room.  Best 
location.  HOney wood  6-1449  or  Box  623,  N.  Y.  St.  Jr.  Med. 


BUY 


SAVINGS  BONDS 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion  : 


One  time $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15t.h  of  each  month.  All  advertise- 
ments are  payable  in  advance.  # 
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ONE  fllNOfe 

15  rkw  tyailqble 
rCtv \i\Mi  vSi 


You’ve  probably  already  heard  of 
the  “one-minute”  Picker-Polaroid  radiograph. 

Introduced  a little  over  a year  ago,  this  dramatic  development 
was  immediately  accepted  by  the  Armed  Services  which  requisitioned 
the  entire  output  for  military  needs.  Ever  since,  we  have  been  struggling 
to  increase  production  to  the  point  where  parallel  civilian  needs 
could  at  least  be  partly  met.  That  point  has  now  been  reached.  Limited 
quantities  are  becoming  available  to  civilian  users. 


THE  PACKET 


THE  CASSETTE 


The  Picker-Polaroid  system  is  an  adaptation  to  radiography 
of  the  self-development  principle  of  the  Polaroid  Land  Camera. 
The  whole  job  takes  only  a minute  . . . can  be  done  in  broad 
daylight . . . needs  no  darkroom,  no  solutions,  no  dryer. 

It  is  all  incredibly  simple  and  quick:  (a)  you  load  the  cassette 
(b)  make  the  exposure  (c)  put  the  cassette  in  the  automatic 
processing  box.  Wait  sixty  seconds:  open  the  box  and  there’s 

your  finished  radiograph flat,  dry,  ready  for  use. 

Its  speed  and  convenience  have  already  proven  invaluable  in 
the  operating  room  for  hip-pinning  and  similar  procedures; 
for  emergency  hospital  admissions,  for  work  with 
portable  and  mobile  x-ray  units. 


Since  quantities  are  still  limited,  those  wishing  to  obtain 
Picker-Polaroid  equipment  supplies  would  do  well  to 
communicate  at  once  with  either  their  local  Picker  office, 
or  with  Picker  X-Ray  Corporation,  25  South  Broadway, 
White  Plains,  New  York. 
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Ciba 

Presents 

A New  Advance 
in  Sulfonamide  Safety 


■ ■ ■ 


Scored  0.5  Gm.  tablets. 

Botti«  of  100  and  looo.  • Remarkably  low  incidence  of  side  effects— less  than  5% 

• Lowest  acetylation  yet  reported— less  than  10%  in  blood 

• New  improved  solubility 

• Renal  complications  rare— alkalis  not  needed 

• High,  sustained  blood  levels 

WIDE  ANTIBACTERIAL  SPECTRUM 


Ciba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  i. 


for  higher  penicillin 


on  the  ESKACILLINS* 

the  palatable  liquid  penicillin  preparations  for  oral  use 


Because  they  are  readily  soluble  in  gastric  juice,  the  Eskacillins’ 
are  more  rapidly  absorbed  than  are  the  newer,  highly  insoluble  salts 
of  penicillin  such  as  benzethacil.  Consequently,  you  obtain  far 
higher  blood  levels  with  the  'Eskacillins’. 


Smith.  Kline  & French  Laboratories.  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 


Dmparison  of  the  average  serum 
centrations  in  the  same  patients  after 
ngle  oral  dose  . . . 


(averages  of  a series  of  patients,  oral  fasting) 


'Eskacillin'  vs.  one  of  the  newer,  highly  insoluble  penicillin  salts 


■■■■■■  ‘Eskacillin’,  300,000  units 
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Source:  Foltz,  E.  L.,  and  Schimmel,  N.  H.:  Antibiotics  & Chemotherapy,  to  be  published. 


' teaspoonful 


the  ‘Eskacillin s' 


‘Eskacillin  50' 

50,000  units 

‘Eskacillin  100' 

100,000  units 

‘Eskacillin  250’ 

250,000  units 

‘Eskacillin  500’ 

500,000  units 

3cillin  100-Sulfas' 

100,000  units 
sulfonamides 

acillin  250-Sulfas’ 

250,000  units 
sulfonamides 

potassium  penicillin  G 
potassium  penicillin  G 
procaine  penicillin  G 
procaine  penicillin  G 

potassium  penicillin  G plus  0.5  Gm.  of  three 
(sulfadiazine,  sulfamerazine,  sulfamethazine) 

procaine  penicillin  G plus  0.5  Gm.  of  three 
(sulfadiazine,  sulfamerazine.  sulfamethazine) 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  386  Fourth  Ave.,  New  York  16,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5. 00  per  year.  Entered  as  second-class  matter  March  73,  7939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24,  1912. 


VOLUME  53 


MARCH  15,  1953 


NUMBER  6 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims 
expressed  in  the  articles  contributed  by  individual  authors.  Contributions  are  ac- 
cepted for.original  publication  only. 


SCIENTIFIC  ARTICLES 

The  Clinical  Effect  of  ACTH  on  Acute  Rheumatic  Fever,  J.  T.  Acfuilma,  M.D.,  and 
Charles  E.  Bat  brick,  M.D 655 

Female  Senility:  Report  of  a Series  of  217  Cases  Using  Glutest,  A New  Fortified  Andro- 
gen, William  L.  Gould , M.D.,  and  Irving  Strosberg,  M.D 661 


The  Haematype  System:  A Method  for  Recording  Blood  Grouping  and  RHn  Determina- 
tion Permanently,  Accurately,  and  Rapidly,  Milton  Scblachman,  M.D.,  F.A.C.P.,  and 


Andrea  Saccone,  M.D 667 

Admission  to  Hospital : A Stumbling  Block  in  Impending  Delirium,  Max  Levin,  M.D.  669 

An  Evaluation  of  Pancreatic  Function  Tests,  David  A.  Dreiling,  Sr.,  M.D 671 

Clinical  Evaluation  of  Phenylbutazone  (Butazolidin),  A New  Antiarthritic  Agent, 
Charles  S.  Byron,  M.D.,  F.A.C.P  , and  Harold  B.  Orenstein,  M.D 676 

Electrocardiographic  "Abnormalities"  in  Noncardiac  Patients,  Mardoqueo  I.  Salomon, 

M.D ' ...  681 

The  Treatment  of  Headaches,  Murray  M.  Braaf,  M.D.,  and  Samuel  Rosner,  M.D.,  F.I.C.S.  687 

Removable  Foam  Rubber  Forceps  Mittens,  Emanuel  M.  Greenberg,  M.D  694 


( Continued  on  page  598) 


596 


597 


analgesic  • antipyretic 


rapid  direct  action  — no  analgesic  lag 

inherently  well-tolerated 

especially  valuable  in  salicylate  intolerance 

indications-.  Muscular  or  joint  pain,  functional 
headache,  dysmenorrhea,  respiratory  infections. 

pain  relief  plus  sedation 

APROMAL 

tablets 


N-acetyl-p-aminophenol  and  acetylcarbromal,  AMES,  0.15  Gm.  each) 

sedative  • analgesic  • antipyretic 


non-narcotic  and  non-barbiturate 


safer  control  of  pain... I ? only 


prompt-  prolonged  • prescribed 


*in  musculoskeletal  pain 

relief  that  is 


APAMIDE 


(N-acetyl-p-aminophenol,  AMES,  0.3  Gm.) 


tablets 


A patnide  or  Apromal:  Adults  — 1 tablet  every  4 hours  or  as 
required.  Children  over  5 — 'A  tablet  every  4 hours.  Bottles  of  100. 


Samples  and  literature  on  request. 
Apamide  and  Apromal,  trademarks. 


AMES 

COMPANY, 


INC  - ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 

45953 
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LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  Ihe  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

home  chemicals  inc. 

Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 
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Daxalar.  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  concent)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months  . 

Dome  paste  bandage  is  a flesh  colored,  4~  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Lnna  s Formula  consisting  of  zioc 
oxide,  glycerine,  eelarin  and  calamine.  This  Una's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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. . . with  Few  and  Mild  Side  Effects 

Supplied  in  small  easy-to-swallow  tablets  of  0.5  Gm.,  envelopes  of 
6 tablets  — the  customary  adult  dose  — boxes  of  5 and  25  envelopes. 


Wl  NTH  HOP -STEARNS  INC.  NEW  YORK  is,  n.  y.  • WINDSOR,  ont 
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am 


he  is  willing  to  try  almost 
anything  to  obtain  relief, 
but  his  troubles  are  not 
likely  to  be  helped  bv 

— ineffective  calamine1 

— irritating  phenol2 

— sensitizing  local  anesthetics 
of  the  “caine”  group3 

— antihistaminics  which  are 
known  as  “great  sensitizers"3 

his  relief  is  assured 

with  non-sensitizing, 
effective  calmitol. 

The  ingredients  of  Calmitol  — 
camphorated  chloral, 
hvoscvamine  oleate  and  menthol  — 
raise  the  threshold  of  sensorv 
nerve  endings  and  skin  receptors 
and  promptly  stop  itching. 


1.  Goodman,  H.;  J.A.M.A.  (29  707,  1945. 

2.  Lubowe,  I.  I.:  New  York  State  J.  Med.  50  1743,  1950. 

3.  Nomland,  R.:  Postgrad.  Med.  // :41 2,  1952. 
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CALMITOL 


the 

non-sensitizing 

antipruritic 
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The  Prescription  for 


‘Empiral’* 


sedation 

Combined 

analgesia 

when  pain,  anxiety,  and  restlessness 
aggravate  each  other. 

Each  compressed  product  contains: 

Phenobarbital  gr.  % 

Acetophenetidin gr.  2'/i 

Aspirin gr.  3% 

Bottles  of  100 

trademark 
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to  Avoid 


Diarrhea 


in  Oral  Antibiotic' Therapy 


The  troublesome  diarrhea,  so  frequently  encoun- 
tered as  an  undesirable  side  action  in  oral  antibiotic 
therapy,  is  effectively  prevented  by  Arobon.  The  de- 
hydration and  the  debilitating  influence  of  frequent 
bowel  movements  are  avoided,  thus  aiding  in  more 
prompt  recovery. 

Easily  prepared  . . . Tasty.  Arobon  is  quickly  and  easily 
prepared  by  simply  stirring  the  powder  into  milk  or 
water.  Although  it  contains  no  chocolate,  Arobon  is  sweet 
and  chocolate-like  in  taste,  and  acceptable  to  all  patients. 

No  Interference  with  Antibiotic  Absorption.  Carefully 
conducted  studies  have  shown  that  Arobon  does  not  impair 
antibiotic  absorption  from  the  intestinal  tract.  In  fact,  blood 
levels  tend  to  be  higher  during  the  period  Arobon  is  adminis- 
tered. A dose  of  Arobon  given  with  each  dose  of  antibiotic 
usually  keeps  bowel  activity  within  normal  limits. 

Physicians  are  invited  to  send  for  clinical  test  samples. 


Prepared  from  specially  processed  carob  flour, 
Arobon  provides  22  per  cent  of  pectin,  lignin  and 
hemicellulose.  Available  in  5 ounce  jars  through 
all  pharmacies. 


THE  NESTLE  COMPANY,  INC. 
White  Plains,  New  York 


a 3 -way  attack  on  intranasal  infection 

'Drilitor  provides 

— 

1.  double  antibiotic  action 

'Drilitor  contains  2 antibiotics— anti-gram-positive  gramicidin  and 
anti-gram-negative  polymyxin  — to  attack  bacterial  infection. 

2.  decongestive  action 

Drilitol'  contains  the  vasoconstrictor— Paredrinef  Hydrobromide— 
to  relieve  intranasal  congestion. 


3.  anti-allergic  action 

'Drilitol'  contains  the  antihistaminic— thenylpyramine  hydrochloride— 
to  counteract  local  allergic  manifestations. 


'Drilitol'  is  indicated  for  the  treatment  of  common  upper  respiratory  tract 
disorders  such  as:  rhinitis,  nasopharyngitis,  bacterial  colds,  sinusitis, 
coryza  and  allergic  rhinitis. 

rilitoT 

antibiotic,  decongestive,  anti-allergic 

Smith . Kline  & French  Laboratories,  Philadelphia 


★ T M.  Reg.  U.S.  Pat.  Off. 


tT.M.  Reg.  U.S.  Pat.  Off.  for  hydroxvamphetamine  hydrobromide.  S.K  F. 


DRIllTOl* 

SOLUTION 


in  prescribing, 
be  sure  to  specify: 


‘Drilitol  Spraypak’ 

R 

UV[y 

/n#4M/«^3Ww. 


OR 


'Drilitol’  Solution 

I wt-  ILaAo  /KodtAL' 

f O' t-  0s  jUuj 


points  to 
remember  about 


bromide 


New  High  Potency  Anticholinergic 
for  adjunctive  therapy  in 
Peptic  Ulcer 

Spasm  of  Gastrointestinal  Tract 

1.  Mg.  per  mg.,  one  of  the  most  potent 
of  all  anticholinergic  agents. 

2.  Recommended  dosage  approximately 
one-tenth  that  of  certain  other 
anticholinergics. 

3.  No  bitter  aftertaste. 

4.  In  individual  doses,  well  tolerated 
and  side  effects  absent 

or  generally  mild. 

5.  Usually  no  esophageal  or  gastric  irritation. 

6.  Convenient  q.i.d.  dosage  schedule. 

7.  Economical. 


Supplied : 

tablets,  5 mg.,  scored;  bottles  of  100. 
syrup,  5 mg.  per  teaspooninl  (4  cc.)  ; 


8.  Two  easy-to*take  forms:  Tablets  and  Syrup 


bottles  of  1 pint. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT.  NEW  JERSEY 


CO  Mb  si 


*/  1»02M 


particularly  effective  against 


Experimental  and  clinical  studies 
indicate  Magnamycin  is 
exceptionally  well  tolerated 


AW  available 

Magnamycin  Sugar  Coated  Tablets  (ICC  mg.) 
Bottles  of  25  and  100 


ANTIBIOTIC  DIVISION 


those  gram-positive  organisms 
often  resistant  to  penicillin 


...active  in  vitro  against  other 
micro-organisms  including: 


h 


• 1 


A 


9 


BAYER 


CHILDRENS  SIZE 


% The  Best  Tasting  Aspirin 
You  Can  Prescribe. 

^ The  Flavor  Remains  Stable 
Down  to  the  Last  Tablet 
in  the  Bottle. 


SWALLOWED 

WHOLE 


0 24  Tablet  Bottle  . . . 

2Vi  gr.  each  15«f 

2,/^©0D«W. 

Grooved  Tablets  — 
Easily  Halved. 


lf>  will  be  pleased  to  send  samples  on  request 

THE  BAYER  COMPANY  DIVISION  ot  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18.  N.  Y. 


In  Bronchial  Asthma 
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— an  Effective  Treatment 


ACTH  continues  to  be  foremost  in  the 
treatment  and  management  of  intract- 
able bronchial  asthma.  ACTH  has 
been  dramatic  in  relieving  acute 
paroxysms  of  bronchial  asthma;  periods 
of  complete  freedom  lasting  for  several 
weeks  or  months  have  been  induced 
by  a single  course  of  ACTH  therapy.1'5 

In  5 patients  with  chronic  intractable 
asthma  treated  with  ACTH  or  corti- 
sone, incapacitating  attacks  were 
avoided  and  an  asymptomatic  state 


HPACTHAR^? 

(IN  GELATIN)  ^ 


was  restored.  ACTH  seemed  to  bring 
about  more  uniform  results  than  corti- 
sone.6 “A  long-acting  preparation  of 
ACTH  in  gelatin  gave  the  best  results 


Administered  as  Easily  as  Insulin : 

Subcutaneously  or  intramus- 
cularly with  a minimum  of 
discomfort. 

Fewer  Injections: 

One  to  two  doses  per  week  in 
many  cases. 

Rapid  Response,  Prolonged  Effect: 
Combines  the  two-fold  advan- 
tage of  sustained  action  over 
prolonged  periods  of  time  with 
the  quick  response  of  lyophil- 
ized  ACTHAR. 

Much  Lower  Cost: 

Recent  significant  reduction  in 
price,  and  reduced  frequency  of 
injections,  have  increased  the 
economy  of  ACTH  treatment. 


and  required  the  smallest  dosage.”6 

HP*ACTHAR  Gel,  the  new  repository 
ACTH,  provides  complete  convenience 
and  ease  of  administration  in  short- 
term treatment  of  bronchial  asthma. 


(1)  Bordley,  J.  E.,  et  al.:  Bull.  Johns  Hopkins 
Hosp.  85:  396,  1949;  (2)  Rose,  B.,  et  al.:  Canad. 
M.  A.  J.  62:  6,  1950;  (3)  Randolph,  T.  G.,  and 
Rollins,  J.  P.:  In  Proceedings  of  First  Clinical 
ACTH  Conference,  edited  by  J.  R.  Mote.  Phila- 
delphia, The  Blakiston  Co.,  1950,  p.  479;  (4) 
McCombs,  R.  P.,  et  al.:  Bull.  New  England  M. 
Center  12:  187,  1950;  (5)  Baldwin,  H.  S.,  and 
DeGara,  P.  F.:  J.  Allergy  23:  15,  1952;  (6) 
McCombs,  R.  P.:  New  England  J.  Med.  247:  1, 
1952. 

*Highly  Purified.  ACTHAR®  is  the  Armour  Lab- 
oratories Brand  of  Adrenocorticotropic  Hormone — 
ACTH  ( Corticotropin ) 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 


CHICAGO  11,  ILLINOIS 


PHYSIOLOG  I C 


-UAO-t^  - -US-dc/^ 

THERAPEUTICS  THROUGH 


BIORESEARCH 


sick  people 


need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


INDEX  TO  ADVERTISERS 


Alkalol  Company 719 

American  Pharmaceutical  Co 618-619 

Ames  Company,  Inc 597 

Armour  Laboratories 613 

Dr.  Barnes  Sanitarium 717 

Brewer  & Company,  Inc 617 

Brigham  Hall  Hospital 717 

Burroughs,  Wellcome  Co 603 

Ceribelli  & Company 715 

Childrens  Bayer  Aspirin 612 

Ciba  Pharmaceutical  Products,  Inc 593,  608 

Crane  Discount  Corporation 713 

Desitin  Chemical  Company.  624 

Doho  Chemical  Corp 653 

Dome  Chemicals,  Inc 598 


Fellows  Medical  Mfg.  Co 

632 

Geigy  Company 

625 

Hall  Brooke 

Halycon  Rest 

Hanover  Chemical  & Mfg.  Co. . . 

Hoffmann-La  Roche,  Inc 

Holbrook  Manor 

718 

717 

628 

. . Between  624-625 
717 

Irwin,  Neisler  & Co 

639 

Charles  B.  Knox  Gelatine 

715 

Lakeside  Laboratories 

Tbos.  Leeming  & Co.  Inc 

Lederle  Laboratories 

Eli  Lilly  & Company 

Louden-Knickerbocker  .Hall 

654 

601 

. . Between  632-633 

642 

717 

S.  E.  Massengill  Company 635 

Mead  Johnson  & Co 4th  cover 

Wm.  S.  Merrell  & Company 2nd  cover 


The  Nestle  Company,  Inc 605 

Num  Specialty  Co 713 


Parke,  Davis  & Co 627 

Pediforme  Shoe  Company 713 

Chas.  Pfizer  & Co 609,610,611 


Raymer  Pharmacal  Company 616 

R.  J.  Reynolds  Tobacco  Co 620 

Riker  Laboratories,  Inc 621-622,  626 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.  S.  P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 

Bottles  of  30.  100  and  1000. 


Squibb 


1 nWOEf'AUK  OF  E.  ».  3QUI0B  A S3U3. 


Schenley  Laboratories,  Inc 713 

Schering  Corporation 633 

Sharp  & Dohme 3rd  cover 

Shulton  Inc 636-637 

Smith-  Dorsey 630-63 1 

Smith,  Kline  & French  Labs 

594-595,  606-607,  634.  640-641,  Between  616-617 

E.  R.  Squibb  & Sons 614-615 

The  Stuart  Company Between  608-609 


Twin  Elms 717 


U.  S.  Vitamin  Corp 715 

Upjohn  Company 629 

Walker  Laboratories,  Inc 711 

The  Wander  Company 638 

H.  F.  Wanvig 719 

West  Hill 717 

Winkler  Shoes 718 

Winthrop-Stearns  Inc 599 
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INDEX  TO  ADVERTISED  PRODUCTS 


H.  P.  Aethar  (Armour  Laboratories) 613 

Al.  Amphylline  (Raymer  Pharmacal  Co.) 616 

Amchlor  (Brewer  & Company) 617 

Amvicel  (The  Stuart  Company) Between  608-60!) 

Antrenyl  (Ciba  Pharmaceutical  Products,  Inc.) 608 

Apamide  (Ames  Co.  Inc.) 597 

Apromal  (Ames  Co.  Inc.) 597 

Arobon  (The  Nestle  Co.  Inc.) 605 

Aspirin  (The  Bayer  Co.) 612 

Aureomycin  (Lederle  Laboratories,  Inc.)  . . . Between  6.32-623 

Bacimycin  (Walker  Labs.) 711 

Brioschi  (Ceribelli  & Co.) 715 

Butazolidin  (Geigy  Co.) 62.5 

Calmitol  (Thos.  Leeming  & Co.) 601 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 632 

Chloromycetin  (Parke,  Davis  & Co.) 627 

Cortogen  (Schering  Corporation) 633 

Daxaian-Dome  Paste  Bandage  (Dome  Chemicals.  Inc.)  598 

Dexamyl  (Smith,  Kline  & French  Labs.) 640-641 

Dexedrine  Sulfate  (Smith,  Kline  & French  Labs.) 

Between  616-617 

Desitin  (Desitin  Chemical  Co.) 624 

Dodekroid  (Riker  Laboratories) 626 

Drilitol  (Smith,  Kline  & French  Labs.) 606-607 

Ediol  (Schenley  Laboratories,  Inc.) 713 

Elkosin  (Ciba  Pharmaceutical  Products) 593 

Empiral  (Burroughs  Wellcome  & Co.). 603 

Eskacillins  (Smith,  Kline  & French  Labs.) 594-595 

Gantrisin  (Hotfmann-La  Roche,  Inc.) Between  624-625 

Gelatine  (Knox  Gelatine) 715 

Gentamin  (American  Pharmaceutical  Company) 619 

Irrigol  (The  Alkalol  Company) 719 

Lipotaine  (The  Stuart  Company) Between  608  609 

Livitamin  (The  S.  E.  Massengill  Company) 635 

Magnamycin  (Chas.  Pfizer  & Co.) 609-10-11 

Neohydrin  (Lakeside  Laboratories) 654 

Nitranitol  (Wm.  S.  Merrell  & Company) 2nd  cover 

Obocell  (Irwin,  Neisler  & Co.) 639 

O-Tos-Mo-San  (Doho  Chemical  Corp.) 653 

Ovaltine  (The  Wander  Co.) 638 

Paredrine-Sulfathiazole  (Smith,  Kline  & French  Labs.) 

Between  616-617 

Poly-Vi-Sol  (Mead  Johnson  & Co.) 4th  cover 

Prenacaps  (American  Pharmaceutical  Company) 618 

Reticulogen  Fortified  (Eli  Lilly  & Company) 642 

Telepaque  (Winthrop-Stearns) 599 

Theragran  (E.  R.  Squibb  & Sons) 614-615 

Thum  (Num  Specialty  Company)  713 

Thylox-Sulphur  Cream  (Shulton,  Inc.) 636-637 

Tracinets  (Sharp  & Dohme) 3rd  cover 

Trophite  (Smith,  Kline  & French  Labs.) 634 

Vagisol  (Smith  Dorsey) 630-63 1 

Veriloid  (Riker  Laboratories) 621-622 

Vi-Syneral  Vitamin  Drops  (U.  S.  Vitamin  Corp.) 715 

Zymatinic  (The  Upjohn  Company) 629 


Medical  and  Surgical  Equipment 

Ultraviolet  Lamps  (Hanovia  Chemical  & Mfg.  Co.)  . . 628 


Miscellaneous 


Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 620 

Orthopedic  Shoes  (Pediforme  Shoe  Company) 713 

Orthopedic  Shoes  (Winkler  Shoes) 718 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mr . 
150  mg. 


Bottles  of  30,  100  and  1,000. 


Squibb 

‘THeHAORAN*  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS, 


eliminate 

l,  intravenous 

aminophylline! 


TABLETS 

ALAM  PH  VLLI N E 

aminophylline-colloidal  aluminum  hydroxide-magnesium  trisilicate  compound 


Intravenous  Results  ith  New  Oral  Com- 
pound— And  Without  Gastric  Irritation. 

Al-Amphylline,  a new  development  of  the 
Ravmer  Medical  and  Research  Departments, 
presents  aminophvlline  in  a new  oral  dosage 
form  that  produces  hlood  levels  comparable 
to  those  attained  with  parenterallv  adminis- 
tered aminophylline.  with  the  further  advan- 
tage that  these  levels  are  sustained  over  many 
hours.  In  addition.  Al-Amphylli>e  does  not 
cause  gastric  irritation. 


The  colloidal  aluminum  hvdroxide  and  the 
exceptional  purity  of  the  aminophylline  con- 
tained in  Al-Amphylline  Tablets  are  respon- 
sible for  the  fact  that  Al-Amphylline  Tablets 
are  so  well  tolerated.  Magnesium  trisilicate 
is  also  included  in  the  formula,  to  prevent 
possible  constipation. 

Since  Al-Amphylline  Tablets  are  uncoated, 
aminophvlline  absorption  is  rapid,  producing 
satisfactorv  blood  levels  within  an  hour  (see 
table  below). 


Aminophyllme  Blood  Levels  - mg./ 100  cc  Plasma 
(Aminophylline  dosage  was  0.5  Gm.  in  each  case) 


Amnopfayilme  Preparation 

1 hour 

3 hours 

6 hours 

AL-AMPHYLLINE  TABLETS  (4) 

1.78 

1.65 

1.35 

AL-AMPHYLLINE  TABLETS  (4) 

1.67 

1.84 

1.26 

AL-AMPHYLUNE  TABLETS  (4) 

1.18 

1.54 

1.19 

AL-AMPHYLLINE  TABLETS  (4) 

0.90 

1.16 

0.91 

Intravenous  Aminophylline  (0.5  Gm.) 

1.33 

0.84 

Intravenous  Aminophylline  (0.5  Gm.y 

1.60 

1.30 

0.70 

Aminophylline  Suppository  (0.5  Gm.) 

0.11 

0.22 

0.38 

Aminophylline  Suppository  (0.5  Gm.) 

0.26 

0.51 

1.09 

RAVMER  PHARMACAL  COMPANY 
Jasper  & Willard  Streets 
Philadelphia  34,  Pa. 


1.  J.  Pharmacol.  Exper  iherap.,  100:309, 1950. 

For  use  in  all  conditions  where  aminophylline  is 
indicated.  Dosage  Range:  1 to  4 tablets  as  required. 

Supplied:  bottles  of  100,  500  and  1.000  tablets. 

Formula : Aminophylline,  125  mg.;  Colloidal  Alumi-  serving  the  medical  profession  for  a third  of  a century, 
num  Hydroxide.  150  mg.;  Magnesium  Trisilicate, 

250  mg.  Also  available : Al-Amphylline  with  Pheno- 
barbital  (15  mg.  per  yellow  tablet),  bottles  of  100. 


WHICH  WOULD  YOUR  PATIENTS  PREFER? 
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ONE-HALF  GRAM  ENTERIC-COATED 
AMMONIUM  CHLORIDE  TABLETS 


uuuuuut 

afc  osiLf,  o 

AMCHLCC 

ONE  GRAM  ENTERIC-COATED 
AMMONIUM  CHLORIDE  TABLETS  (Brewer) 


"Ea$y-to-*wallow"  AMCHLOR  is  processed  in  such  a manner  that 
each  enteric-coated  tablet  contains  1 Gram  of  ammonium  chloride 
and  yet  is  not  much  larger  than  the  IVi  gr.  enteric-coated  tablet. 
Thus  the  same  dose  can  be  given  with  only  one-half  the  number 
of  tablets. 

FROM  COAST  TO  COAST  both  physicians  and  patients  are  show- 
ing a decided  preference  for  AMCHLOR. 


The  next  time  you  prescribe  ammonium  chloride 

specify  — 

AMf.HI 

THE  ONE  GRAM  enteric-coated  tablet 
of  ammonium  chloride 
for  your  patients'  convenience! 

for  samples  just  send  your  Rx  blank  marked  — 14  AM  3 


BREWER  & COMPANY,  INC.  WORCESTER  8,  MASSACHUSETTS  U.S.A. 


618 


Daily  recommended  dose  of  3 Prenacaps  provides: 


Vitamin  A (Synthetic) 12,000  U.S.P.  Units 

\ itamin  D (Irrad.  Ergost.) 1,200  U.S.P.  Units 

Vitamin  B; 9 mg. 

Vitamin  B_> 9 mg. 

Vitamin  C 90  mg. 

\ itamin  Bi_>  (Oral  Concentrate) 3 meg. 

Folic  Acid 1.5  mg. 

Niacinamide 30  mg. 

Iron  20  mg. 

Calcium 650  mg. 

Phosphorus 450  mg. 


bottles  of  100 
capsules 


contain  vitamin  Bu  and  folic  acid 


convenient , easy  to  take,  1 cell  tolerated 


healthier  mothers — Numerous  studies  agree  that  in  well  nourished 

pregnant  women  there  is  a lower  incidence  of 
abortions,  premature  births,  stillbirths  and 
neonatal  deaths.  There  are  fewer  obstetrical 
complications,  easier  labor  and  delivery. 


healthier  infants — Babies  of  well  nourished  mothers  are  born  health- 
ier, more  resistant  to  and  less  likely  to  develop 
colds,  bronchitis,  pneumonia,  anemia  and  rickets. 


sample  of  Prenacaps 

and  literature1'10  on  request 


^\merican  PHARMACEUTICAL  CO 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

over  36  years  of  service  to  (he  medical  profession 


619 

new! 


Each  ingredient  in  non-narcotic,  non-habit- 
forming Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 

In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

MERIGAN  PHARMACEUTICAL  COMPANY 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


Supplied  on  Rx  only 
in  bottles  of  100 
compressed  tablets 


THERE  MUST  BE  A REASON  WHY 


SO  MILD,  SO  FLAVORFUL! 


A 


RAPID 


SUSTAIN  E D 


SOLUTION 

INTRAMUSCULAR  VERILOID 

Injected  deep  into  the  muscle,  a 
single  dose  attains  its  maximum 
hypotensive  response  in  60  to  90 
minutes.  By  repeated  injection 
every  3 to  6 hours,  the  blood 
pressure  may  be  kept  depressed 
for  hours  or  days  if  necessary. 
Solution  Intramuscular  Veriloid 
provides  1.0  mg.  of  alkavervir 
(mixed  Veratrum  viride  alkaloids) 
per  cc.  of  isotonic  buffered 
aqueous  solution. 

SOLUTION 

INTRAVENOUS  VERILOID 

Given  in  proper  dilution  slowly 
by  vein.  Solution  Intravenous  Veri- 
loid usually  reduces  both  the  sys- 
tolic and  diastolic  blood  pressures 
in  a matter  of  minutes — entirely 
within  the  control  of  the  physician. 
This  valuable  emergency  drug 
frequently  proves  to  be  a life- 
saving measure.  Contains  0.4  mg. 
of  alkavervir  (mixed  Veratrum 
viride  alkaloids)  in  0.25  per  cent 
acetic  acid  solution. 


THE  PARENTERAL  SOLUTIONS  OF 

Veriloid 


Acting  rapidly  in  a significantly 
high  percentage  of  patients,  the 
parenteral  solutions  of  Veriloid 
afford  a positive  means  of  reduc- 
ing critically  elevated  blood  pres- 
sure. They  have  been  found  of 
great  value  for  the  relief  of  the 
distressing  symptoms  of  pro- 
longed, severe  blood  pressure 
elevation,  and  in  hypertensive 
emergencies  when  the  degree  of 
hypertension  assumes  life-threat- 
ening proportions.  These  paren- 
teral hypotensive  agents  are  indi- 
cated in  hypertensive  states  ac- 
companying cerebral  vascular 
disease,  malignant  hypertension, 
hypertensive  crisis  (encephalop- 
athy), toxemias  of  pregnancy, 
pre-eclampsia,  and  eclampsia. 

RIKER  LABORATORIES,  INC. 

8480  BEVERLY  BLVO. . LOS  ANGELES  48.  CALIF 


VERILOID,  GENERICALLY  DESIGNATED  ALKAVERVIR,  IS 

'ffioctuctT— 


BLOOD  PRESSURE  (mm.  Hg) 


case  briefs  from  published  reports 


'The  blood  pressure  remained 
tonsiderably  reduced . . . there 
has  been  much  subjective  im- 
provement, and  the  patient  has 
returned  to  full  work."* 


from  25<M60  n'0' 


. Hg-  to  ™/9s 


BY  MEANS  OF 


WEEKS  OF  TREATMENT 


Veriloid  is  available  in 
three  dosage  forms: 

Veriloid  (plain)  in  1,  2,  and  3 mg. 
scored  tablets;  starting  dosage  9 to 
15  mg.  daily,  to  be  adjusted  accord- 
ing to  response  and  tolerance. 

Veriloid  with  Phenobarbital  (Veri- 
loid-VP),  each  scored  tablet  present- 
ing Veriloid  2 mg.  and  phenobarbital 
15  mg. 

Veriloid-VPM,  each  scored  tablet 
containing  Veriloid  2 mg.,  phenobar- 
bital 15  mg.,  and  mannitol  hexani- 
trate  10  mg.  Initial  recommended 
dosage  tor  VP  and  VPM.  1 to 
tablets  t.i.d.  or  q.i.d. 


This  male  patient,  41  years  of  age,  was  given  the 
same  dose  of  Veriloid  tablets  (26  mg.  daily)  for  a 
period  of  five  months.  During  that  time,  he  was  able 
to  resume  his  normal  sedentary  occupation  at  full 
activity.  Note  the  prompt  and  sustained  reduction 
in  diastolic  pressure  and  the  subsequent  good  reduc- 
tion in  systolic  pressure. 

Not  every  patient  shows  this  spectacular  response 
to  oral  Veriloid.  However,  a sufficiently  large  num- 
ber do,  warranting  the  administration  of  this  hypo- 
tensive agent  to  every  patient  with  elevation  of  blood 
pressure  sufficient  to  require  treatment. 

♦Kauntze,  R. , and  Trounce.  J.:  Treatment  of  Arterial  Hy- 
pertension with  Veriloid,  Lancet  2:1002  (Dec.  1)  1951. 


RIKER  LABORATORIES,  INC. 


8480  BEVERLY  BLVO.  • LOS  ANGELES  48,  CALIF. 
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Your  gifts  to  the  American  Cancer  Society  help  guard  those 
you  love. 

Your  dollars  support  research  in  a hundred  laboratories  A 

and  universities  . . . spread  life-saving  information  . . . ease 
pain  and  suffering  . . . provide  facilities  for  treatment  and 
care  of  cancer  patients.  $ 

It  is  a sobering  fact  that  cancer  may  strike  anyone  to-  j 

morrow:  strike  back  today  with  a gift  to  the  American 
Cancer  Society.  You  may  mail  it,  simply  addressed 
CANCER,  c/o  your  local  post  office. 


American  Cancer  Society  ^ 


FULL 

SPIED 

AHEAD 

in  TISSUE  REPAIR 


DESITIN  Ointment 
proves  in  everyday  prac- 
tice its  ability  to  ease  pain, 
renew  vitality  of  sluggish 
cells,  and  stimulate  smooth 
tissue  repair  in  lacerated, 
denuded,  chafed,  irritated, 
ulcerated  tissues  — in  con- 
ditions often  resistant  to 
other  therapy.1'3 


OINTMENT 

the  pioneer  external  cod  live r jmI  therapy 

in  WOUndS  (especially  slow  healing) 
Ulcers  (decubitus,  varicose,  diabetic) 

burns,  perianal  dermatitis 
non-specific  dermatoses 


Protective,  soothing,  healing,  Desitin  Ointment  is  a non- 
irritating blend  of  high  grade,  crude  Norwegian  cod  liver  oil 
(with  its  unsaturated  fatty  acids  and  high  potency  vitamins  A 
and  D in  proper  ratio  for  maximum  efficacy),  zinc  oxide, 
talcum,  petrolatum,  and  lanolin.  Desitin  Ointment  does  not 
liquefy  at  body  temperature  and  is  not  decomposed  or 
washed  away  by  secretions,  exudate,  urine  or  excrements. 
Dressings  easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 


write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 


1.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff.  A., 
Leviticus.  R.:  Ind.  Med.  & Surg.  18  512. 1949. 

2.  Turell,  R.:  New  York  St.  J.  M.  50  2282.  1950. 

3.  Heimer,  C.  B.,  Grayzel,  H.  G..  and  Kramer,  B 
Archives  Pediat.  68:382,  1951. 
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for  relief  of 

ARTHRITIS 


and  allied  disorders 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


NEW  SYNTHETIC  NON-HORMONAL 

A totally  new  concept  in  management  of  rheumatic  disorders,  treatment  with 
Butazolidin  offers  a combination  of  clinical  advantages  not  shared  by  any  other  agent. 

Relieves  pain  in  approximately  3 of  every  4 cases  within  a few  days  of  commencing  treatment 

Produces  functional  improvement  in  many  cases  by  reducing  swelling  and  spasm  and  increas- 
ing mobility 

Has  favorable  effect  in  virtually  all  forms  of  arthritis  and  many  types  of  painful  musculo- 
skeletal disorders 

Maintains  effectiveness  for  as  long  as  treatment  is  continued 

Effective  by  mouth,  thus  well  adapted  to  routine  use  in  either  bedridden  or  ambulatory  patients 


In  order  to  secure  optimal  results  with  minimal  risk  of  side 
reactions  physicians  are  urged  to  send  for  the  brochure 
“Essential  Clinical  Data  on  Butazolidin”  and  other  inform- 
ative literature. 


Butazolidin®  (brand  of  phenylbutazone)  is  available  as  coated  tablets  of  200  mg.  and  100  mg. 

A selection  from  the  bibliography  on  Butazolidin  ...( 1 ) Freyberg,  K.;  Kidd,  E.  C.,  and  Boyce,  K.  C. : Studies  of 
Butazolidin  and  Butapyrin  in  Patients  with  Rheumatic  Diseases.  Paper  read  before  the  Annual  Meeting  of  the  American  Rheuma- 
tism Association,  Chicago,  June  6,  1952.  (2)  Kuzell,  W.  C.,  and  others:  Phenylbutazone  (Butazolidin)  in  Rheumatoid  Arthritis 
and  Gout,  J.A.M.A.  149: 729,  1952.  (3)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W.:  Butapyrin  in  Gout,  Stanford  M.  Bull.  9:194.  1951. 
(4)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin),  Bull.  Rheumat.  Dis.  3: 23,  1952.  (5)  Kuzell,  W.  C., 
and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin)  and  Butapyrin  in  Arthritis  and  Gout,  California  Med.  77: 319,  1952. 
(6)  Smith,  C.  H.,  and  Kunz,  H.  G. : Butazolidin  in  Rheumatoid  Disorders,  J.  M.  Soc.  New  Jersey  49:306,  1952.  (7)  Stein- 
brocker,  O.,  and  others:  Phenylbutazone  Therapy  of  Arthritis  and  Other  Painful  Musculoskeletal  Disorders,  J.A.M.A.  J50:1087, 
1952.  (8)  Stephens,  C.  A.  L.,  Jr.,  and  others:  Benefits  and  Toxicity  of  Phenylbutazone  (Butazolidin)®  in  Rheumatoid  Arthritis, 
J.A.M.A.  750:1084.  1952. 


CEICY  PHARMACEUTICALS 

Division  of  Geigy  Company,  Inc.,  220  Church  St.,  New  York  13,  N.  Y. 
In  Canada:  Geigy  (Canada)  Limited,  Montreal 
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for  the  child  who 
“is  not  growing 

the  way  he  should” 

Competent  investigation  has  shown  that  sim- 
ple growth  failure  occurs  as  frequently  as  in 
one  child  in  three.  Economic  or  social  status 
apparently  is  no  barrier. 

DODEKROID  is  specifically  designed  to  over- 
come simple  growth  failure. 


VITAMIN  B12  has  been  found  to  intensify  the 
activity  of  the  metabolic  processes  involved 
in  growth. 

THYROID,  in  the  small  dosage  provided,  exerts 
a definitely  proven  anabolic  effect  which  aids 
in  growth  promotion  and  corrects  masked 
hypothyroidism  if  present. 

Response  to  Dodekroid  as  noted  in  improved 
appetite  is  usually  rapid  and  at  times  spec- 
tacular. Objectively,  improvement  can  be 
demonstrated  on  a Wetzel  grid.  Daily  dosage 
ranges  from  1 to  3 tablets,  preferably  after 
meals.  If  mild  hypothyroidism  is  suspected, 
dosage  may  be  increased. 

BIBLIOGRAPHY 

Johnston.  J.A.:  J.A.M.A.  777:1587  (Aug.  28)  1948. 

Wetzel,  N.C.;  Fargo.  W.C.;  Smith.  I.H.,  and  Helikson,  J.: 

Science  7/0:651  (Dec.  16)  1949. 

Chow,  B.F.:  J.  Nutrition  43:323  (Feb.  10)  1951. 

Wetzel,  N.C.;  Hopwood,  H.H.;  Kuechle,  M.E.,  and 

Grueninger,  R.M.:  J.  Clin.  Nutrition  7:17  (Sept.-Oct.) 

1952. 

(Caliski,  S.R.:  Texas  State  J.  Med.  47:186  (July)  1947. 

Wilde.  E. : J.  Pediat.  40: 565  (May)  1952. 


Each  Dodekroid  tablet  provides  10  meg. 
of  vitamin  B l 2 (activity  equivalent)  and 
10  mg.  of  thyroid.  The  tablets  are  small 
and  easily  swallowed.  They  may  be 
chewed,  or  crushed  for  administration 
with  food.  Literature  and  samples  are 
available  on  request. 


RIKER  LABORATORIES,  INC.  8 4 80  Beverly  Boulevard  • Los  Angeles  48.  California 


in  the  hands 
of  the  physician 


Often  the  critical  evaluation  of  the  drug  to  be 
administered  in  urologic  infections  is  as  impor- 
tant to  the  patient’s  recovery  as  is  the  diagnosis 
of  his  condition.  In  each  case  correct  procedures 
can  be  determined  only  by  the  physician. 


notably  effective 
well  tolerated 
broad  spectrum  antibiotic 

Chloromycetin 


Similarly,  the  broad  clinical  effectiveness  of 
CHLOROMYCETIN  has  been  established,  and 
serious  blood  disorders  following  its  use  are 
rare.  However,  it  is  a potent  therapeutic  agent, 
and  should  not  be  used  indiscriminately  or  for 


CHLOROMYCETIN  is  eminent  among  drugs  at 
the  disposal  of  the  urologist.  Clinical  findings 
attest  that,  in  the  hands  of  the  physician,  this 
widely-used,  broad  spectrum  antibiotic  has 
proved  invaluable  against  a great  variety  of  in- 
fectious disorders  of  the  urinary  tract. 

The  many  hundreds  of  clinical  reports  on 
CHLOROMYCETIN  emphasize  repeatedly  its 
exceptional  tolerance  as  demonstrated  by  the 
infrequent  occurrence  of  even  mild  signs  and 
symptoms  of  gastrointestinal  distress  and  other 
side  effects  in  patients  receiving  the  drug. 


minor  infections  — and,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made 
when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 

CHLOROMYCETIN  (chloramphenicol,  Parke- 
Davis)  is  available  in  a variety  of  forms,  includ- 
ing the  following: 

Chloromycetin  Kapseals,®  250  mg.,  bottles  of  16 
and  100.  Chloromycetin  Capsules,  100  mg.,  bottles 
of  25  and  100.  Chloromycetin  Capsules,  50  mg., 
bottles  of  25  and  100.  Chloromycetin  Ophthalmic 
Ointment,  1%,  %-ounce  collapsible  tubes.  Chloro- 
mycetin Ophthalmic,  25  mg.  dry  powder  for  solu- 
tion, individual  vials  with  droppers. 
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HANOVIA 

ULTRAVIOLET 

IRRADIATION 

a valuable  therapeutic  supplement 
in  the  treatment 
of  dietary  deficiencies 


Hanovia 
Prescription  Model 
Ultraviolet  lamp 
available  on 
easy  payment  terms 


Exposure  of  the  skin  to  the  proper  wavelengths 
of  ultraviolet  light  forms  vitamin  D within  the 
organism  and  improves  the  absorption  and 
utilization  of  calcium,  nitrogen,  and  phos- 
phorus. It  exerts  a glycogen  storing  effect, 
preventing  the  lowering  of  the  respiratory  quo- 
tient after  muscular  exercise,  which  lowering 
is  due  to  glycogen  impoverishment.1 

Bierman-  reported,  “The  blood  changes  pro- 
duced by  ultraviolet  radiation  are:  increased 
number  of  red  and  white  cells  and  platelets, 
lowered  blood  sugar,  increased  sugar  tolerance. 


increased  blood  calcium,  relative  lymphocy- 
tosis and  eosinophilia.” 

In  cases  where  frequent  office  visits  are  im- 
practical or  undesirable,  satisfactory  treatment 
may  be  maintained  in  the  home,  under  your 
supervision,  with  a Prescription  Model 
Hanovia  Ultraviolet  Quartz  Lamp.  Available 
to  your  patients  at  surgical  supply  houses  or 
write  for  literature  to: 

Hanovia  Chemical  & Mfg.  Co.,  Dept.JM-3, 
100  Chestnut  St.,  Newark  5,  N.  J.  Hanovia 
showrooms  and  dealers  in  principal  cities. 


1 Council  on  Physical  Medicine  and  Rehabilitation , A.M.A.  1950. 

- Bierman,  Wm.,  "Physical  Medicine  in  General  Practice ",  Paul  P.  Hoeber  Inc.,  1947  p.  290. 


HIGH  RADIANT  ENERGY  IS  PRODUCED  IN  THESE  SIGNIFICANT  THERAPEUTIC  WAVELENGTHS 
BY  HANOVIA  PRESCRIPTION  MODEL  ULTRAVIOLET  QUARTZ  LAMPS 
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MOST  EFFECTIVE  RAYS  FOR  VITAMIN  D,  INCREASED 


ABSORPTION  OF  CALCIUM  AND  RETENTION  OF  PHOSPHORUS 
MOST  EFFECTIVE  IRON  UTILIZATION 


AND  INCREASED  HEMOGLOBIN  LEVELS 
MAXIMUM  BACTERICIDAL  ACTION 


SIGNIFICANT  RAYS  FOR  FORMATION  OF  GLYCOGEN 


IMPROVED 
UTILIZATION  OF 
CALCIUM,  IRON, 
NITROGEN, 
PHOSPHORUS 


The  specific  wavelengths  shown  on  the  chart  are  the  significant  ones  for  the  effects 
indicated.  The  effects,  however,  are  not  limited  to  those  wovelengths  alone. 

HnnoiMfl 


WORLD  S URGEST  PRODUCERS  Of  ULTRAVIOLET  EQUIPMENT  FOR  HOSPITALS  • THE  MEDICAL  PROFESSION  • INDUSTRY  • THE  LAIORATORY  • THE  HOI 
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anemia 
in  children... 


Each  cc.  contains: 
Liver  Concentrate 
Ferrous  Gluconate 
Riboflavin  .... 
Thiamine 

Hydrochloride 
Pyridoxine 

Hydrochloride 
Nicotinamide  . . 
Folic  Acid  .... 
Vitamin  B12 

Activity 

Alcohol 

Available  in  dropper 
and  60  cc. 


65  milligrams 
65  milligrams 
1 milligram 

1 milligram 

0.5  milligram 
8 milligrams 
1 milligram 

1 microgram 

1.5% 
bottles  of  30 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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CAPSULES 

ODORLESS 


CHLORAL  HYDRATE  - Fellows 

• NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7Vi  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


Vh  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellow: 


EXCRETION— Rapid  and  complete,  therefor 
no  depressant  after-effects.* 


Professional  samples  and  literature  on  request 

pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1.  Hyman,  H T An  integrated  Practice  of  MediclM  (1950) 

2.  Rehfui*.  M Ret  alA  Course  In  Practical  Therapeutic*  (Iff 
3 Goodman,  L . and  Gilman,  A:  The  Pharmacol  of  »cal  Basra 

Therapeutic*  (1941),  22nd  printing,  1951 

4.  Sol  I man.  T.,  A Manual  of  Pharmacology.  ^h  ed  (If* 
and  Useful  Drug*,  14th  ed  U947) 


3%  gr.  (0.25  Gm.)  BLUE  and  WHITI 
CAPSULES  CHLORAL  HYDRATE -Feffowt 


Small  doses  of  Chloral  Hydrate 


(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranqui 
and  relaxed  yet  is  able  ti 
maintain  normal  activity 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals 


Restful  sleep  lasting  from  five  t< 
eight  hours.  "Chloral  Hydrate  produce  “ 
a normal  type  of  sleep,  and  i 
rarely  followed  by  hangover."  ^ 
Pulse  and  respiration  are  slowed  ii 
the  same  manner  as  in  normal  sleep 
Reflexes  are  not  abolished,  and  thi 
patient  can  be  easily  and  completel' 
aroused  . . . awakens  refreshed.1 2 * 4'* 


DOSAGE:  One  to  two  7Vi  gr.,  or  two  t< 
four  3%  gr.  capsules  at  bedtime 


'IMk,  | Jtaly  $ 
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CORTOGEN" 

Acetate  (cortisone  acetate,  Schering)  Tablets,  5 mg.  and  25  mg.; 

Injection,  25  mg.  per  cc.,  10  cc.  multiple-dose  vials; 
Ophthalmic  Suspension— Sterile,  0.5%  and  2.5%,  5 cc.  dropper  bottles. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
In  Canada:  Schering  Corporation,  Ltd.,  Montreal 
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“...for  the  first  time  in  his  life 

* • ** 

r=  " ■ l 

he  developed  a real  appetite.” 


Here  is  a case  history  from  a Philadelphia  Pediatrician.  It  illustrates 
the  clinical  results  achieved  with  'Trophite’  in  below-par  children: 


Patient:  Jim  B.,  age  12,  height  55  inches,  weight  75  pounds.  ".  . . 
had  been  a very  marked  feeding  problem  since  birth  . . . was  always  called 
the  'runt’  ...  a psychological  problem.” 


Treatment:  ' He  was  started  on  'Trophite’  and  for  the  first  time 
in  his  life  he  developed  a real  appetite.”  One  teaspoonful  of  ’Trophite’ 
daily  for  2 years. 

Results:  During  first  year  he  gained  13  pounds  and  grew  3 inches. 

"His  appetite  continued  to  improve  . . .”  At  the  end  of  2 years  he  weighed 
10834  pounds  and  was  6334  inches  tall — a total  gain  in  weight  of  3314 
pounds  and  increase  in  height  of  814  inches. 


Comment:  ".  . . no  longer  the  'runt’  in  his  class  ...  a much  happier  and 
better  adjusted  child.” 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Trophite 


B12  plus  B]_ 


to  increase  appetite  and  growth 
in  below-par  children 


*T.M.  Reg.  U.S.  Pat.  Off. 


One  teaspoonful  (5  cc.)  delivers  25  meg.  of  Vitamin  B12  and 
10  mg.  of  Vitamin  B,. 


for  the  common  hypochromic  and 
hyperchromic  anemias;  nutritional  and 
megaloblastic  anemias  of  pregnancy, 
pellagra  and  sprue. 

Provides  comprehensive  therapy  with 
Iron,  Liver  and  Vitamins,  including 
Vitamin  B12. 

THE  S.  E.  MASSENGILL  COMPANY  • Bristol,  Tennessee 


exceptionally 

well-tolerated 

sulphur 

of  minimum  particle  size 
for  maximum  therapeutic  effe( 


THYLOX  SULPHUR 


for  adjunctive  therapy 
in  acne, 

seborrheic  dermatitis, 
and  other  skin  disorders 
responsive  to  sulphur 


witk  1M»  S*ilpk>«r«  — a spmaJ  ml* 

phux  of  koppfr»  Co-.  Lac-  Soic  krcmr.  Skuhoo.  lac. 


■ THYLOX  SULPHUR  —of  a particle  diameter  uniformly  2 microns  or  less  — 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages . . . 

Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 

Extensive  sulphur  surface  area  permits  prompt  formation  of  therapeutically 
effective  polysulphides 

Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur,  and 
the  necessity  for  using  sulphur  in  excessive  amounts 


CREAM 


THYLOX  SULPHUR  CREAM 

Contains  4%  Thylox  Sulphur 
(anhydrous),  plus  0.5%  hexachloro- 
phene,  in  a greaseless  absorption  base. 
Blends  readily  with  the  skin,  has  no 
sulphur  odor,  is  easily  removed  with 
warm  water.  Available  in  lK-oz.  tubes. 


THYLOX  SULPHUR  SOAP  * 

Contains  1W'<  Thylox  Sulphur 
(anhydrous),  pi  us  hexachlorophenel%. 
Suggested  for  routine  skin  cleansing 
when  long-term  sulphur  therapy  is  indi- 
cated. Available  in  boxes  of  3 cakes, 
3%  oz.  each  cake.* 


TO  PHYSICIANS  ON  REQUEST  SHULTON,  IflC.  CLIFTON,  NEW  JERSEY 


a broad 
spectrum 

dietary  supplement 


When  anorexia  interferes  with  the  in- 
take of  needed  foods  in  adequate 
amounts,  the  resultant  effect  on  the 
nutritional  status  of  the  patient  is  con- 
siderably more  apt  to  involve  deficiency 
in  several  nutrients  than  in  one  particu- 
lar nutrient.  In  consequence,  unpre- 
dictable subclinical  deficiency  states 
may  arise,  which  can  seriously  impede 
convalescence.  Hence  when  anorexia 
is  present,  it  is  good  prophylactic 
therapy  to  prescribe  a dietary  supple- 
ment of  broad  nutrient  spectrum,  capa- 
ble of  improving  the  intake  of  virtu- 
ally all  indispensable  nutrients. 


The  dietary7  supplement  Ovaltine  in 
milk  enjoys  long-established  usage  in 
clinical  practice.  As  is  evident  from  the 
appended  table,  it  supplies  notable 
amounts  of  virtually  all  nutrients  known 
to  take  part  in  metabolism.  Its  bio- 
logically complete  protein  provides  an 
abundance  of  all  the  essential  amino 
acids.  It  is  delightfully  palatable,  eas- 
ily digested,  bland,  and  well  tolerated. 

Ovaltine  is  available  in  two  varieties, 
plain  and  chocolate  flavored,  giving 
choice  according  to  preference.  Serv- 
ing for  serving,  both  varieties  are  virtu- 
ally alike  in  their  wealth  of  nutrients. 


THE  WA  NDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Ovaltine 


Three  Servings  of  Ovoltine  in  Milk  Recommended  for  Daily  Use  Provide  the  Following 
Amounts  of  Nutrients 


(Each  serving  made  of  ’A  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 


•CALCIUM 1.12  Gm. 

CHLORINE 900  me. 

COBALT 0 006  me. 

•COPPER 0.7  me. 

FLUORINE 3.0  me. 

•IODINE  0.15  me. 

•IRON 12  me. 

MAGNESIUM  120  me. 

MANGANESE  0.«  me. 

•PHOSPHORUS 940  me. 

POTASSIUM 1300  me. 

SODIUM 560  me. 

ZINC 2.6  me 


37  me 
0 03  me. 
200  me 


VITAMINS 

•ASCORBIC  ACID 

BIOTIN 

CHOLINE 

FOLIC  ACID 0 05  me 

•NIACIN 6-7  me. 

PANTOTHENIC  ACID 3-0  me 

PYRIDOXINE 0-6  me 

•RIBOFLAVIN 2X  me 

•THIAMINE 1-2  me 

•VITAMIN  A 3200  I U. 

VITAMIN  Bu 0 005  me 

•VITAMIN  D 420  l-U. 


•PROTEIN  tnoloeically  complete- 32  Gm. 

•CARBOHYDRATE 65  Gm 

•LIPIDS  30  Gm. 

•Nutrients  for  which  daily  dietary  allowances  are  recommended  by  Use  National  Research  Council. 


Obocell®  controls  the  two  causes  directly  responsible 
for  overeating — bulk  hunger  and  appetite. 

Obocell  supplies  non-nutritive  bulk  to  create  a sense  of 
fullness  and  satisfaction. 

Curbs  the  appetite  at  its 
source  by  acting  on  the  central 
nervous  system,  and 
concomitantly  elevates  the 
mood  of  the  overweight  patient. 
With  Obocell  it  is  easy  to  achieve  and  maintain 
patient  co-operation  throughout  the  trying  period  of  weight 
reduction  by  dietary  restriction. 

Composition:Each  tablet  Obocell  contains  Dextro- 
Amphetamine  Phosphate  5 mg.;  *Nicel  1 50  mg. 

Dosage:  3 to  6 tablets  daily,  preferably  one  hour 
before  meals  with  a full  glass  of  water. 

Supplied:  In  bottles  of  100,  500,  1000  tablets. 

*lrwin-Neisler's  Brand  of  High-Viscosity  Methylcolluloso. 


IRWIN,  NEISLER  & C O M PA  N Y • DECATUR,  ILLINOIS 


A new  case  history  with  photographs 


The  unique  value  of  'Dexamyl'  in  providing  symptomatic  relief 
from  mental  and  emotional  distress  is  clearly  demonstrated  in 
this  case  history — reported  by  a Philadelphia  general  practitioner. 

★ ★ ★ 


Patient : .C.R.  (shown  in  photos  on  opposite  page),  age  52. 

"He  came  to  me  ...  complaining  of  weakness,  pain  in  his  left 
shoulder  and  left  arm,  loss  of  interest  in  his  work,  and 
' figgityness ' . He  felt  a 'cloudiness  in  his  mind',  asso- 
ciated with  secret,  insidious  fears  that  some  serious  mental 
illness  was  impending."  [His  brother  has  had  a definite 
psychiatric  ailment.]  "He  was  very  pallid  and  anemic  ... 
with  hypotensive  cardiovascular  disease." 

A cardiologist  made  two  EKG  studies  and  reported  (incor- 
rectly) that  they  showed  "...  no  evidence  of  coronary  insuf- 
ficiency . . . Then,  one  day  about  2 years  ago,  the  patient 
suffered  a coronary  attack."  He  was  unable  to  work  for  3 months 

Medical  Treatment : "5  months  after  the  coronary  attack,  I 

cautiously  began  using  tablet  doses  of  'Dexamyl',  to  re- 
lieve his  persistent  psychic  uneasiness.  I saw  him  daily 
to  check  on  side  effects.  There  were  none.  The  dosage  was 
gradually  increased  to  1 'Dexamyl'  tablet,  t.i.d." 

Results : " 'Dexamyl'  was  used  here  in  a true  cardiac  case 

of  active  pathology.  There  were  absolutely  no  side  effects. 

The  patient  singled  out  this  tablet  immediately  as  the  one 
that  freed  his  mood  ...  made  his  existence  tenable." 


* 

tablets  and  elixir 

to  relieve  anxiety,  depression  and  inner  tension 

Each  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate, 
S.K.F.),  5 mg.;  amobarbital  (Lilly),  Y2  gr.  Each  5 cc.  teaspoonful  of 
the  elixir  is  the  dosage  equivalent  of  one  tablet.  *t  m u s pat.o« 

Smith,  Kline  & French  Laboratories,  Philadelphia 


These  unposed  photographs  of  patient  C.R.  were  snapped  during  an 
actual  interview  with  his  physician.  See  the  opposite  page  for  the  case 
history  of  this  patient. 


In  0.5 -tv.  und  5 -tv.  t’ials. 


TINY-DOSE  . . . HIGH-POTENCY 
AMPOULES 


Each  cc.  contains: 

20  meg.  of  vitamin  Bi:>  activity,  U.S.P..  as 
contained  in  liver  extract,  phis  20  meg.  of 
crystalline  vitamin  Bis  plus  5 mg.  of  thia- 
min chloride. 


Reticulo  gen  Fortified 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1953  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D.,  Editor  Emeritus 
Laurance  D.  Redway,  M.D.,  Editor 
Norman  S.  Moore,  M.D.,  Assistant  Editor 

Alvina  Rich  Lewis,  Assistant  to  the  Editor  Thomas  E.  Alexander,  Easiness  Manager 

Publication  Committee 


Maurice  J.  Dattelbaum,  M.D. 
W.  P.  Anderton,  M.D. 

George  G.  Adie,  M.D. 

I.  J.  Brightman,  M.D. 

Harold  F.  R.  Brown,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Samuel  A.  Garlan,  M.D. 

Louis  N.  Hellman,  M.D. 
Reginald  A.  Higgons,  M.D. 


James  M.  Kelly 
Joseph  A.  Mui.laney 


Associate  Editorial  Board 


Frederic  D.  Zeman,  M.D. 
Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 


Laurance  D.  Redway,  M.D. 

John  J.  Masterson,  M.D.,  Chairman 

Arthur  M.  Master,  M.D. 
Peter  M.  Murray,  M.D. 
George  H.  O’Kane,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Howard  A.  Rusk,  M.D. 
Irving  J.  Sands,  M.D. 

Leo  F.  Simpson,  M.D. 
Carlton  E.  Wertz,  M.D. 


John  A.  Bassett 
Pacific  Coast  Representative 


VOLUME  53 


MARCH  15,  1953 


NUMBER  6 


Editorials 


Announcement 


At  the  November  13  meeting  of  the  Coun- 
cil of  the  Medical  Society  of  the  State  of 
New  York,  as  printed  on  page  224. of  the 
Journal  for  January  15,  1953,  in  the 
Secretary’s  Report,  the  following  resolution 
was  passed : 

That  the  Council  express  in  an  early 
issue  of  the  Journal  its  understanding 


that  Dr  Wentworth’s  recent  articles  on 
the  President’s  Page  of  the  New  York 
State  Journal  of  Medicine  were  in- 
tended to  present  both  sides  of  the  issues  in- 
volved and  not  to  express  any  final  per- 
sonal conclusion  of  his,  and  certainly  not 
to  express  an  official  position  of  the  State 
Society. 


The  American  Medical  Association  Comes  to  New  York 


The  one  hundred  second  annual  ses- 
sion of  the  American  Medical  Association 
will  be  held  in  the  City  of  New  York  dur- 
ing the  week  of  June  1 to  5,  1953.  It  is 
the  first  convocation  of  the  Association  in 
this  city  since  1940  and  will  be  an  event  of 
the  greatest  medical  importance.  Members 
of  the  medical  profession  of  the  city  and  the 
State  will  be  hosts  to  their  fellow  physicians 
from  all  over  the  United  States. 


This  meeting  bids  fair  to  be  the  most  out- 
standing session  in  the  history  of  the 
American  Medical  Association.  It  is  no 
mere  coincidence  that  its  president,  Dr. 
Louis  H.  Bauer,  is  a New  York  State  phj'si- 
cian,  from  Hempstead,  and  we  are  justly 
proud  of  his  achievements.  This  fact  alone 
should  have  a special  appeal  to  all  physicians 
in  our  own  State  to  be  present  at  his  vale- 
dictory this  June.  It  is  not  too  fanciful  to 
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anticipate  that  the  attendance  by  physicians 
at  the  general  and  section  meetings  and 
other  activities  during  convention  week  may 
reach  20.000,  and.  with  the  addition  of  the 
many  national,  alumni,  and  other  society 
meetings  which  convene  just  prior  to  and 
during  the  amiual  session,  the  total  at- 
tendance may  well  exceed  the  record  set  at 
the  centennial  meeting  in  Atlantic  City  in 
1947.  Undoubtedly  there  will  be  many 
visitors  from  our  friendly  neighbors  to  the 
North  and  South,  as  well  as  from  the  nations 
across  the  seas. 

Because  of  the  limitations  of  space  and 
the  exceptional  number  of  applicants  de- 
siring to  present  the  results  of  their  scientific 
investigations  and  research,  the  task  of  Dr. 
Hull's  committee  is  a most  difficult  one. 
For  this  reason  the  scientific  exhibits  should 
be  of  an  unusually  high  caliber,  evoking  the 
interest  of  general  practitioners  and  spe- 
cialists alike.  The  technical  and  commercial 
exhibits  also  will  have  to  undergo  the  same 
rigid  screening.  All  this  adds  up  to  quality 
rather  than  quantity. 

We  hope  you  will  plan  now  to  attend  this 
outstanding  session.  You  will  find  that 
the  broad  variety  and  scope  of  the  subjects 
to  be  presented  and  discussed  in  the  various 
scientific  sessions  and  exhibits  will  be  such 
as  to  suit  the  taste  and  needs  of  everyone. 
In  addition.  New  York  Citjr,  which  is  the 
social,  cultural,  business,  and  amusement 
center  of  our  country,  offers  the  visitor 
countless  opportunities  for  relaxation  and 
diversion.  Remember,  too,  that  if  you  are  a 
member  of  the  American  Medical  Associa- 
tion, there  is  no  registration  fee  for  at- 
tendance at  this  meeting. 

The  headquarters  hotel  and  the  meeting 
place  of  the  house  of  delegates,  board  of 
trustees,  and  the  important  councils  and 
committees  of  the  A.M.A.  will  be  the  Wal- 
dorf Astoria.  The  general  scientific  ses- 
sions will  be  held  in  the  grand  ballroom  of 
the  Hotel  Commodore.  The  meeting  rooms 
of  the  various  sections  will  be  announced 
in  detail  later.  As  of  now  it  is  planned  to 
hold  them  at  the  following  hotels:  Biltmore, 
New  Yorker,  Waldorf  Astoria,  Belmont 
Plaza,  Roosevelt,  and  Astor,  and  at  Town 
Hall.  The  scientific  and  technical  exhibits 
will  be  housed  in  Grand  Central  Palace, 
which  is  just  one  block  from  the  Lexington 


In  order  to  ensure  that  you  have 
your  hotel  reservation  and  to  avoid 
the  inconvenience  of  registering  at 
the  time  of  the  session,  we  urge  you 
to  do  two  things:  (1)  to  make  your 
hotel  reservations  now  and  (2)  to 
register  in  advance.  Forms  for  these 
purposes  will  appear  in  both  the 
Journal  of  the  American  Medical  Asso- 
ciation and  in  our  own  New  York 
State  Journal  of  Medicine.  Make 
use  of  these.  It  is  important  to  re- 
member that  all  reservations  for  rooms 
must  be  cleared  with  the  local  sub- 
committee on  hotels.  Contacting  in- 
dividual hotels  will  be  useless,  since 
your  application  will  in  any  case  be 
referred  to  the  subcommittee. 


Avenue  entrance  of  the  Waldorf  Astoria. 
The  Hunter  College  auditorium  will  be 
the  scene  of  the  inaugural  ceremonies  of 
President-Elect  Edward  J.  McCormick  and 
the  new  officers  on  the  Tuesday  evening  of 
convention  week.  This  will  be  open  to  the 
public  and  will  be  broadcast  over  a national 
radio  network. 

Of  special  interest  to  everyone  attending 
the  convention  will  be  the  color  telecasts 
piped  through  closed  circuits  to  the  Hendrik 
Hudson  Room  of  the  Roosevelt  Hotel. 
This  feature  has  now  become  an  accepted 
and  popular  technic  in  the  over-all  educa- 
tional program,  which  is  the  primary  ob- 
jective of  every  A.M.A.  convention.  We  are 
fortunate  this  year  to  have  New  York  Hos- 
pital and  Cornell  University  Medical  Col- 
lege take  over  the  selection  and  preparation 
of  this  important  program.  The  technical 
direction  will  again  be  under  the  skilled 
guidance  of  Dr.  Lewis  Lang  of  the  Public 
Relations  Department  of  the  Smith,  Kline 
and  French  Laboratories  of  Philadelphia. 
We  wish  to  acknowledge  at  this  time  with 
deep  appreciation  the  efforts  of  that  firm 
as  sponsor  of  this  outstanding  example  of 
medical  education. 

As  general  chairman  of  the  local  com- 
mittee on  arrangements,  I extend  a hearty 
welcome  to  everyone  who  plans  to  partici- 
pate in  this  great  medical  convocation,  and 
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on  behalf  of  the  committee  I assure  you  of 
our  best  efforts  to  make  your  visit  to  New 
York  City  both  comfortable  and  enjoy- 
able. Detailed  arrangements  and  the  names 
of  the  members  of  this  committee  will  be 
published  in  early  issues  of  the  Journal  of  the 
American  Medical  Association  as  well  as 
our  New  York  State  Journal  of  Medi- 
cine and  the  bulletins  of  the  five  county 
medical  societies  of  Greater  New  York. 


Please  feel  free  to  call  upon  us  in  any 
capacity  in  which  we  can  be  of  assistance. 
The  committee  feels  that  it  is  a real  privilege 
and  honor  to  act  as  your  hosts  while  in  New 
York  City.  We  want  you,  when  you  leave 
us,  to  carry  with  you  the  pleasant  and  long- 
lasting  memory  of  a most  impressive  and 
satisfying  experience. 

J.  Stanley  Kenney,  M.D. 


The  District  Branches 


During  the  fall  of  1952  eight  of  the  dis- 
trict branches  again  held  their  annual 
meetings  throughout  the  State.  Oppor- 
tunity was  afforded  the  membership  to 
meet  with  and  talk  to  the  officers  of  the 
Medical  Society  of  the  State  of  New  York 
and  to  hear  addresses  by  the  president  and 


attendance  by  members  was  less  by  315. 
Percentagewise,  calculated  on  the  basis  of 
eight  branch  meetings,  the  1952  attendance 
was  better  than  that  of  1951,  6.1  to  3.8  per 
cent,  an  increase  of  2.3  per  cent. 

It  is  interesting  to  note  that  the  member- 
ship in  each  of  the  nine  branches  increased 


the  president-elect  and  the  president  of  the 
Woman’s  Auxiliary.  The  First  District 
Branch  did  not  hold  a meeting  in  1952. 


1951 

Total 

Per  Cent 

Mem- 

Total 

of 

District 

ber 

Attend- 

Members 

Member- 

Branch 

ship 

ance 

Present 

ship 

First 

13,970 

96 

81 

0.6 

Second 

1 ,238 

65 

54 

4.4 

Third 

773 

101 

88 

11.4 

Fourth 

668 

183 

170 

25.5 

Fifth 

1,128 

157 

120 

10.6 

Sixth 

674 

78 

66 

9.8 

Seventh 

1,152 

162 

148 

12.9 

Eighth 

1 ,613 

118 

102 

6.3 

Ninth 

1,602 

58 

43 

2.7 

Totals 

22,818 

1,018 

872 

3.8 

1952 

1 

Total 

Per  Cent 

Mem- 

Total 

of 

District 

ber 

Attend- 

Members 

Member- 

Branch 

ship 

ance 

Present 

ship 

First* 

14,144 

Second 

1 ,345 

52 

45 

3.4 

Third 

784 

121 

102 

13.01 

Fourth 

667 

88 

73 

10.9 

Fifth 

1,154 

98 

83 

7 1 

Sixth 

669 

46 

34 

5 08 

Seventh 

1 ,171 

100 

79 

6.74 

Eighth 

1 ,656 

83 

70 

4.22 

Ninth 

1 ,630 

91 

71 

4.35 

Totals 

9,076 

679 

557 

6.  13 

* The  First  District  Branch,  with  the  largest  single  mem- 
bership, did  not  present  a program. 

The  above  analytic  survey  of  the  per- 
formance of  the  district  branches  in  1951 


and  1952  is  interesting. 

The  total  membership  of  the  branches 


increased  by  402.  However,  the  total 
attendance  was  less  in  1952  bv  339,  and 


in  1952  over  1951,  but  that  the  percentage  of 
members  present  at  each  of  the  eight 
branches  holding  meetings  was  less  in  1952 
except  in  the  case  of  the  third  and  ninth 
districts.  Percentagewise,  the  attendance 
at  the  meetings  of  the  third  and  fourth  dis- 
tricts was  the  greatest  of  all  the  branches 
in  both  years  under  consideration. 

If  the  per  cent  of  membership  in  relation 
to  the  total  membership  of  the  branches  is 
considered  for  both  years  minus  the  First 
District  Branch,  the  adjusted  rate  for  the 
nine  branches  in  1951  would  have  been  8.0 
as  against  6.1  per  cent  for  1952,  a percentage 
loss  of  1.9. 

While  accurate  figures  covering  the  cost  to 
the  Society  and  to  the  eight  branches  are 
not  available,  it  may  be  assumed,  in  all 
probability,  that  these  would  not  be  signifi- 
cantly less  for  the  eight  branches  in  1952 
than  in  1951,  while  the  programs  apparently 
interested  1.9  per  cent  fewer  members. 
Granting  that  it  is  highly  unscientific  to 
draw  conclusions  from  a comparison  of  only 
two  years  data,  one  may  yet  speculate  that 
if  the  above  loss  rate  continues,  the  not  too 
distant  future  will  find  the  meetings  very 
exclusive  affairs.  There  will  be,  of  course, 
an  irreducible  minimum  of  officers  of  the 
branches  and  of  the  Medical  Society  of  the 
State  of  New  York  and  guests,  which,  like 

[Continued  on  page  649] 


President’s  Page 

Building  America’s  Health,  II 


In  my  previous  President’s  Page,  I discussed  the  his- 
torical background  of  the  Magnuson  report  emanating  from 
the  Commission  for  the  Health  Needs  of  the  Nation,  appointed 
by  President  Truman  in  1951  and  making  its  report  at  the 
end  of  1952.  The  membership  is  referred  to  the  source 
material  cited  in  my  previous  page.  I continue,  in  this  issue, 
discussion  of  the  proposals  relating  to  provision  of  medical 
care  for  various  groups. 

Low  Income  Group 

The  Committee  on  the  Costs  of  Medical  Care  (1932) 
advocated  group  practice  or  other  better  coordination  of 
local  health  services  and  medical  care  insurance.  ‘‘Inevita- 
bly the  Committee  has  been  led  to  the  conclusion  that  the 
costs  of  medical  care  should  be  distributed  over  groups  of 
people  and  over  periods  of  time.”  The  minority  report  of 
that  Committee,  in  dealing  with  the  development  by  state  or 
county  medical  societies  of  plans  for  medical  care,  cautioned 
that  they  must  be  under  the  control  of  the  medical  profession, 
that  they  must  guarantee  not  only  nominal  but  actual  free 
choice  of  physician,  that  the  funds  must  be  administered  on  a 
nonprofit  basis,  and  that  the  patient  must  be  responsible  for  direct  payment  of  a certain 
minimal  sum. 

The  American  College  of  Surgeons,  studying  this  report,  concluded  that  “the  periodic 
prepayment  plan  providing  for  the  costs  of  medical  care  of  illness  and  injury  of  individuals 
and  of  families  of  moderate  means  offers  a reasonable  expectation  of  providing  them  with 
more  effective  methods  of  securing  adequate  medical  service.” 

“Expert  Testimony  Out  of  Court”  showed  “that  a good  many  physicians  think  that  the 
theory  of  insurance  is  applicable  to  health,  but  that  some  do  not;  that  there  is  little  objection 
to  voluntary  insurance  except  on  the  ground  that  people  will  not  take  it  out.” 

The  National  Health  Conference  (1938)  concluded  that,  “if  medical  care  is  to  be  avail- 
able to  all  families  with  small  or  modest  incomes  at  costs  they  can  afford,  the  costs  must  be 
spread  among  groups  of  people  and  over  periods  of  time.”  The  A.M.A.  in  considering  that 
recommendation  reasoned,  “Your  committee  repeats  its  conviction  that  voluntary  indem- 
nity insurance  may  assist  many  income  groups  to  finance  their  sickness  costs  without  sub- 
sidy.” 

In  other  words,  the  idea  of  voluntary,  nonprofit  medical  indemnity  insurance  was  gener- 
ally accepted  fifteen  years  ago.  During  the  past  few  years  the  indemnity  idea  has  been 
giving  way  to  the  service  idea.  Upon  that  concept  the  Magnuson  Commission  was  free  to 
build.  There  was  no  need  for  it  to  consider  and  it  did  not  consider  state  medicine. 

Compulsory  Health  Insurance 

In  order  to  clear  the  way  for  general  discussion  of  the  whole  health  insurance  problem 
at  one  time,  let  us  first  look  at  the  records  concerning  compulsory  health  insurance.  The 
majority  report  of  the  Committee  on  the  Costs  of  Medical  Care  did  not  get  dangerously  near 
it,  but  one  of  the  minority  recommendations  was  that  “the  industrial  states,  at  least,  should 
immediately  begin  to  plan  for  the  adoption  of  legislation  which  will  require  all  persons 
in  certain  income  groups,  certain  occupations,  or  certain  areas  to  subscribe  for  health  in- 
surance; that  such  health  insurance  will  eventually  be  necessary  and  that  it  is  unnecessary 
and  perhaps  undesirable  to  encourage  a voluntary  system. ” 

From  “Expert  Testimony  Out  of  Court”  one  excerpts,  “that  a great  many  physicians 
are  opposed  to  compulsory  insurance  on  the  ground  of  its  cost,  the  possibilities  of  malinger- 
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ing,  the  danger  of  injuring  the  quality  of  medical  care,  the  lack  of  preventive  measures  and 
the  fact  that  it  does  nothing  for  the  indigent  and  unemployed  and  is  an  additional  burden 
on  those  with  low  wages  and  incomes.” 

Even  the  National  Health  Conference  (1938)  was  conservative  in  its  attitude.  ‘‘Plan- 
ning for  a program  of  medical  care  of  a magnitude  to  serve  the  entire  population 
essentially  must  be  approached  as  an  objective  to  be  fully  attained  only  after  some  years  of 
development.  The  role  of  the  federal  government  should  be  principally  that  of  giving  finan- 
cial and  technical  aid  to  the  states  in  their  development  of  sound  programs  through  proce- 
dures largely  of  their  own  choice.” 

The  A.M.A.  position  is  clear  in  the  approved  committee  report  to  the  1938  House  of 
Delegates,  “Your  committee  is  not  willing  to  foster  any  system  of  compulsory  health  in- 
surance. Your  committee  is  convinced  that  it  is  a complicated  bureaucratic  system  which 
has  no  place  in  a democratic  state.  It  would  undoubtedly  set  up  a far-reaching  tax  system 
with  a great  increase  in  the  cost  of  government.  That  it  would  lend  itself  to  political  con- 
trol and  manipulation  there  is  no  doubt.” 

The  Magnuson  Commission  (1952)  does  not  reject  compulsory  health  insurance.  “It 
must  continue  to  receive  study  and  consideration  as  a possible  solution  to  the  problem.” 
Moreover,  the  Commission  includes  the  use  of  Social  Security  funds  to  pay  insurance  pre- 
miums for  those  drawing  old  age  and  survivor’s  insurance  benefits.  These  funds  are  not  now 
adequate  in  that  the  reserves  are  not  increasing  enough  to  meet  future  needs  of  those  who 
will  soon  draw  upon  them.  Social  Security  taxes  upon  employer  and  employe  will  have  to 
be  increased  without  adding  medical  care  and  hospital  expenses.  The  use  of  such  funds  for 
hospital  and  medical  care  is  compulsory  health  insurance. 

Call  it  by  any  name  you  will  and  think  of  it  in  any  way  you  wish,  it  is  a system  of  pro- 
viding health  care  for  employed  people,  after  they  are  retired,  by  nation-wide  compulsory 
prepayment.  Compulsion  is  exercised  by  the  Federal  government  now  over  both  employer 
and  employe  to  provide  some  old  age  and  survivor  security.  This  proposal  spreads  the  same 
compulsion  to  add  more  of  such  security.  To  be  sure,  the  recipients  might  well  be  indigent 
or  at  least  too  poor  to  carry  all  of  their  medical  expenses  themselves;  and,  when  coupled 
with  subsidization  of  cost  of  premiums  for  health  insurance  for  the  rest  of  the  low  income  and 
dependent  people,  the  proposal  carries  an  aura  of  humanitarianism,  perhaps  even  sound  social 
policy;  but  such  thinking  is  fuzzy  because  economically  it  is  a political  trick  to  raise  money 
by  double  taxation  (OASI  and  Income  Tax)  for  government  use  to  avoid  revealing  the  whole 
expenditure  openly  and  completely  as  a budgetary  item  in  general  taxation. 

The  nation’s  economy  isn’t  going  to  rise  or  fall  because  of  this  one  item  of  expense,  but 
it  does  seem  better  to  raise  the  money,  if  the  general  idea  is  to  be  followed,  to  cover  the  old 
age  and  survivor  group  in  just  the  same  way  as  for  all  other  medically  indigent  and  low  in- 
come people. 

It  seems  hardly  reasonable  to  infer  that  the  insurance  proposal  of  the  President’s  Com- 
mission leads  to  control  of  health  service  by  big  government.  Inasmuch  as  the  premium 
funds  would  be  administered  by  states  and  distributed  through  voluntary  insurance  plans 
which  are  controlled  by  county  medical  societies,  health  sendee  should  be  in  the  hands 
of  the  profession  just  as  much  as  it  is  now.  Isn’t  that  the  all-important  part  for  us,  in  any 
social  plan  to  provide  health  service  for  people  who  cannot  afford  to  pay  for  it  themselves, 
namely,  that  the  medical  profession  control  the  conditions  of  professional  practice? 

Any  taxation  is  compulsory.  Medicine  does  not  object  to  taxation  for  necessary  ex- 
pense. Medicine  agrees  that  health  service  for  those  who  cannot  afford  to  pay  for  it  them- 
selves is  a necessary  public  expense.  But  inclusion  of  the  OASI  group  and  their  employers 
in  a double  taxation  scheme  for  the  purpose  of  making  the  whole  bill  seem  smaller  or  for  the 
purpose  of  getting  control  of  medical  funds  by  a department  of  security  should  be  rejected. 

Low  Income  Group 

To  return  now  to  further  consideration  of  the  Commission’s  (1952)  proposal  to  reduce 
the  costs  of  medical  care  for  self-supporting  people  in  the  low  income  group,  the  proposal 
is  to  use  general  tax  funds  of  the  Federal  government  for  subsidization  of  states  to  pay  that 
part  of  the  insurance  premium  which  the  individual  cannot  cover.  That  proposal  raises  all 
of  the  difficulties  involved  in  service  rendered  by  the  Veterans  Administration  to  the  non- 
service-connected  disability  case  where  statement  is  made  by  the  veteran  that  he  cannot 
afford  the  medical  expense  involved  in  his  care. 
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Most  people  indulge  in  purchasing  things  which  they  cannot  afford  when  the  thing.' 
provide  pleasure,  but  when  it  comes  to  paying  for  something  they  don't  want,  it  seems  to 
be  easy  not  be  be  able  to  afford  it.  Some  sort  of  ‘‘means  test”  will  have  to  be  used  by  the 
states,  or  possibly  by  local  communities,  which  would  determine  how  much  of  the  premium 
each  individual  can  afford.  It  can  be  done,  but  it  is  an  expensive  and  politically  dangerous 
job.  Simple  resort  to  amount  of  income  tax  payment  as  a standard  of  ability  to  pay  for  a 
premium  is  hardly  adequate  in  borderline  cases. 

Complete  coverage  of  the  low  income  group  will  never  be  accomplished  on  a partial 
payment  basis  without  a compulsory  provision.  There  is.  then,  very  little  real  difference  j 
between  this  premium  subsidization  by  government  and  compulsory  health  insurance. 
There  certainly  is  no  difference  from  the  point  of  view  of  potential  abuses  by  politicians  and 
by  the  individual  policyholder.  Governmental  underwriting  of  the  insurance  system  re- 
moves all  incentive  from  the  individual  policyholder  to  help  in  keeping  his  insurance  plan 
solvent. 

Ml  of  us  who  were  involved  in  formulation  of  voluntary  health  sendee  plans  were  im- 
pressed by  the  fact  that  comprehensive  coverage  costs  would  be  so  great  that  the  very  people 
who  needed  the  plan  most  couldn't  possibly  afford  to  buy  the  policy.  Subsidization  was  con- 
sidered, but  that  didn't  offer  any  likelihood  of  eliminating  abuses.  The  moral  importance 
of  taking  care  of  one’s  self  is  a social  principle  which  the  doctor  is  very  happy  to  support. 
The  object  of  sound  social  planning  should  be  to  enable  people  to  take  care  of  themselves, 
not  to  relieve  them  of  the  responsibility  of  doing  so. 

A primary,  fixed,  deductible  expense  to  be  paid  by  the  policy-holder  was  considered. 
In  the  proposed  plan  of  governmental  underwriting  for  the  indigent  and  low  income  groups, 
the  theory  is  that  there  is  no  money  to  pay  a fixed  primary  expense.  One  may  well  antici- 
pate that  many  sound  economic  thinkers  will  recognize  the  enormous  costs  involved  in 
government  underwriting  of  complete  medical  care  for  all  people  through  any  insurance 
plan,  whether  voluntary  or  compulsory.  If  there  are  enough  of  them  in  the  Congress,  the 
proposals  may  get  little  favorable  action.  To  many  in  the  profession,  cognizant  of  ex- 
periences abroad,  will  come  the  abhorrent  thought  that  if  the  proposals  are  implemented,  and 
Congress  learns  only  through  experience  of  the  enormous  costs,  some  future  economy  drive 
might  put  over  state  medicine,  in  which  even-  doctor  would  be  as  much  an  employe  of  the 
Federal  government  as  is  a military  surgeon. 

The  Weimar  Republic,  over  a very  short  period  of  its  existence,  wrote  into  law  every- 
thing that  could  possibly  be  formulated  to  protect  the  individual  from  the  cradle  to  the 
grave  against  all  noxious  influences  in  his  environment,  but  the  Republic  fell  to  Hitler  like 
a clay  pigeon.  Why?  Because  German  economy  could  not  support  such  grandiose  social- 
ism. 

"Complete  health  services  available  to  all  is  a basic  human  right,”  says  the  President's  j 
Commission  1952).  That  is  a wonderful  example  of  thinking  by  slogan.  It  is  something 
like  the  loyalty  oath.  Who  wants  to  say  anything  against  it?  At  least  the  physician, 
cognizant  of  how  much  of  complete  health  service  would  be  thrown  away  if  forced  upon  a 
great  many  humans,  can  raise  the  question.  "Who  determines  what  is  a basic  human  right?” 
Certainly  complete  health  service,  as  a basic  human  right,  is  not  something  which  can  be 
defined  by  a bureau  in  Washington  or  in  .Albany,  or  even  in  a county  seat.  It  is  defined  by 
every  individual  in  accordance  with  his  own  notions  of  what  it  takes  to  keep  him  happy. 
That  can  include  chiropractic  adjustments  and  how  to  get  over  a hangover  in  a hum-. 

The  Commission  says,  ‘ The  genius  for  organization,  so  characteristic  of  .American  life 
in  general,  is  conspicuous  in  health  services  by.  . . .its  absence.”  Certainly  it  is.  Organiza- 
tion in  .American  life  is  dependent  upon  piling  things  and  people  around  here  and  there  and 
upon  classifying,  sorting,  standardizing,  controlling,  and  regimenting.  But  you  cannot 
standardize  individual  notions  of  what  is  needed  in  health  service.  You  can’t  even  define 
complete  medical  care.  It  is  an  abstraction.  The  individual  can  define  it  for  his  own  pur- 
poses providing  he  evaluates  comprehensive  coverage  in  terms  of  his  own  earning  capacity 
as  well  as  in  terms  of  his  disability.  Such  individual  evaluation  puts  the  brakes  on  social- 
istic dreams  of  giving  even-body  everything  for  nothing  because  it  brings  “even-body" 
down  to  the  medically  indigent,  and  “everything”  down  to  what  the  doctor  deems  essential. 

.After  all,  the  proposals  of  the  Commission  on  the  Health  Needs  of  the  Nation  are 
proposals,  not  law.  They  do  contain  some  very  daring  challenges  to  our  thinking : for  exam- 
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pie,  the  issue  between  individual  practice  and  marked  extension  of  organized  service  through 
hospitals  and  regional  medical  centers  for  group  practice;  governmental  underwriting  of 
voluntary  health  insurance  plans  so  that  they  may  give  comprehensive  coverage,  including 
care  of  the  indigent,  the  aged,  care  in  chronic  and  catastrophic  disorders  by  the  estimated 
amount  of  750  million  dollars  annually  as  the  Federal  government’s  share  (this,  by  the  way, 
will  probably  prove  to  be  not  more  than  a third  enough  if  the  proposal  should  be  completely 
operative);  Federal  governmental  support  of  professional  education  to  help  in  overcoming 
shortages  in  health  personnel,  to  the  tune  of  100  million  dollars  annually,  and  introduction  of 
dental  service,  then  nursing  service,  into  the  insurance  plan. 

Such  things  don’t  happen  overnight.  Should  the  present  Congress  look  favorably  upon 
the  report  of  the  Commission,  it  is  not  likely  that  it  will  come  up  for  serious  consideration 
immediately.  Then  it  should  take  a Congressional  committee  a year  or  two  to  study  the 
proposals,  hold  public  hearings,  and  decide  where  to  start  action.  There  will  be  much  argu- 
ment also  inside  the  states  and  between  the  states  and  the  Federal  government  over  state 
participation.  It  will  probably  take  ten  or  fifteen  years  even  to  train  enough  physicians  to 
man  the  projects.  The  number  of  doctor-hours  needed  above  those  of  the  present  approach 
is  enormous.  We  probably  are  not  meeting  even  present-day  concepts  of  necessary  medical 
care,  and  the  needs  implied  in  these  proposals  go  far  beyond  that. 

So,  doctor,  “Take  it  easy.”  First,  let’s  see  what  the  A.M.A.  proposes. 

£ . *7T 


Editorials 


[Continued  from  page  645] 

Horatius  at  the  bridge,  will  hold  on  grimly 
to  the  last  man.  Column  2 records  their 
numbers  but  conveys  no  adequate  informa- 
tion relative  to  their  admirable  hardihood, 
patience,  and  endurance. 

It  is,  of  course,  possible  that  the  statistical 


picture  for  1953  will  be  brighter.  Strange 
things  happen.  Let  us,  in  this  connection, 
remember  Cuthbert,  who  sang: 

I have  a motto, 

Always  cheerful  aud  bright. 

Often  to  myself  I’ve  said: 

“Cheer  up,  Cuthbert,  you’ll  soon  be  dead; 

“It’s  a short  life  but  a gay  one!” 


The  only  real  security  that  a man  can  have  in  this  world  is  a reserve  of  knowledge,  experience, 
and  ability. — Henry  Ford 
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CARCINOMA  OF  THE  LUNG 

Herbert  C.  Maier,  M.D.,  New  York  City 


PRIMARY  carcinoma  of  the  lung  is  now 
one  of  the  most  common  types  of  cancer 
in  males  but  is  less  frequent  among  females. 
If  surgical  treatment  of  this  lesion  is  to  be 
effective,  the  diagnosis  must  be  suspected 
early  and  therapy  instituted  without  delay. 
At  present,  the  five-year  survival  rate  is  dis- 
tressingly low  because  so  few  patients  are 
operated  upon  at  a favorable  stage.  The 
physician  is  often  responsible  for  contribut- 
ing to  the  delay  in  therapy  because  of  some 
prevalent  misconceptions  about  the  patho- 
logic, clinical,  and  radiologic  features  of  this 
disease. 

The  rapidity  of  local  growth  and  the  stage 
at  which  metastases  develop  may  vary' 
rather  widely.  The  failure  of  a small  mass 
seen  on  the  x-ray  to  grow  appreciably  in  a few 
months  or  even  in  a year  or  more  does  not 
exclude  carcinoma  of  the  lung.  Also,  a 
small  untreated  cancer  of  the  lung  may  de- 
velop metastases  while  the  original  lesion 
remains  almost  stationary  in  size.  Failure 
to  appreciate  these  facts  can  result  in  long 
delay  in  therapy  in  some  of  the  cases  most 
favorable  from  the  pathologic  standpoint. 


Early  diagnosis  of  most  cases  of  cancer  of 
the  lung  depends  primarily  on  a good  roent-  I 
genologic  examination.  Therefore,  surveys 
and  routine  chest  x-rays  are  important  j 
sources  of  the  earlier  cases.  Many  a patient  I 
with  bronchogenic  carcinoma  already  has  I 
metastases  before  he  has  sufficient  symptoms  ‘ 
to  make  him  visit  a physician.  The  total 
absence  of  any  symptoms  on  the  most  care-  ; 
ful  questioning  and  even  a recent  gain  in 
weight  should  not  be  considered  to  be  in-  1 
compatible  with  primary'  cancer  of  the  lung. 
The  roentgen  appearance  of  bronchogenic 
carcinoma  varies  widely'.  Confusion  with 
pneumonia  and  tuberculosis  is  common.  A i 
sharp  border  to  a rounded  mass  should  not 
be  considered  as  indicating  that  the  lesion 
is  benign.  Many  a little  rounded  density'  ; 
in  the  chest  x-ray’  is  a carcinoma.  Much 
harm  can  be  done  by  attributing  undue  relia- 
bility’ to  the  roentgen  interpretations  alone. 

Although  reports  have  repeatedly’  ap- 
peared in  the  literature,  stating  that  in  60  to 
75  per  cent  of  cases  of  bronchogenic  carci- 
noma the  lesion  canbeseenbronchoscopieally', 
such  a statement  gives  the  physician  a false 
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Fig.  1.  A small  shadow  at  the  pulmonary  hiluui 
can  easily  be  missed.  A single  slight  hemoptysis 
was  the  clue  to  bronchogenic  cancer  in  this  patient. 
Six  weeks  before  the  above  film  was  taken,  a chest 
roentgenogram  had  been  considered  negative. 


impression  of  the  significance  of  a negative 
bronchoscopy  because  such  data  do  not  ap- 
ply to  early  cases.  In  about  only  10  to  15 
per  cent  of  the  early  cases  can  the  lung  can- 
cer be  seen  through  the  bronchoscope.  In 
some  clinics  today,  cytologic  studies  of  bron- 
chial secretions  obtained  by  bronchoscopy 
have  permitted  the  establishment  of  a posi- 
tive diagnosis  in  a considerably  larger  per- 
centage of  casesthan  direct  endoscopic  biopsy. 
At  present,  the  importance  of  cytologic  diag- 
nosis varies  greatly  between  different  hospi- 
tals, because,  as  yet,  there  are  few  who  can 
make  such  cytologic  diagnoses  with  a high  de- 
gree of  accuracy.  Therefore,  a negative  bron- 
choscopic  or  cytologic  report  may  be  of 
limited  significance  in  ruling  out  early  cancer 
of  the  lung. 

Patients  with  bronchogenic  carcinoma  in 
the  operable  stage  may  have  no  symptoms 
or  only  slight  cough.  Slightly  blood- 
streaked  sputum  requires  as  full  an  investiga- 
tion as  a large  hemoptysis.  Too  often  it  is  er- 
roneously assumed  that  the  blood  came  from 
a bleeding  point  in  the  throat.  However, 
many  pulmonary  cancers  cause  no  hemopty- 
sis. Symptoms  of  secondary  infection  be- 
yond the  bronchial  neoplasm  often  are  the 
presenting  clinical  feature  and  mask  the  un- 
derlying cancer.  Today,  many  a patient 
with  bronchial  cancer  is  first  diagnosed  as 
having  virus  infection.  In  any  recurrent 
pneumonia  in  the  same  area,  bronchial  ob- 
struction of  some  type  must  be  considered. 


Fig.  2.  This  small  area  of  density  in  the  lung  is 
produced  by  a primary  carcinoma.  It  simulates  a 
number  of  other  lesions,  and  diagnosis  could  be 
established  only  by  surgical  removal  and  pathologic 
examination. 


Fig.  3.  An  area  of  infiltration  found  by  x-ray  in 
an  upper  lobe,  as  is  seen  in  this  film,  is  often  in- 
correctly assumed  to  be  tuberculosis.  Carcinoma 
can  occur  in  any  portion  of  any  lobe. 


Weight  loss,  chest  pain,  and  weakness  are 
usually  present  only  in  cases  too  advanced 
for  curative  treatment.  Pain  in  the  joints 
and  clinical  findings  suggesting  rheumatoid 
arthritis  when  combined  with  clubbing  of  the 
fingers  indicate  pulmonary  osteoarthropathy, 
which  is  usually  caused  bv  a small  peripheral 
bronchogenic  carcinoma,  and  removal  of 
such  a lesion  results  in  a prompt  subsidence 
of  the  joint  pains  and  of  the  swelling. 
Localized  wheezing  may  be  a significant 
sign  of  partial  bronchial  obstruction. 

In  some  patients  with  bronchogenic  can- 
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Fig.  4 (A  and  B).  A sharply  defined  border  to  a mass  in  the  lung  does  not  indicate  that  the  lesion  is 
benign.  Many  a bronchogenic  carcinoma,  like  the  one  illustrated  above,  may  show  such  a deceptive 
appearance. 


cer,  the  first  striking  symptoms  are  produced 
by  extrapulmonary  extension  of  the  lesion 
or  by  distant  metastases.  Persistent  pain 
in  the  shoulder  region  may  be  caused  by  a 
small  carcinoma  at  the  apex  of  the  lung  with 
invasion  of  the  region  of  the  brachial  plexus 
and  base  of  neck.  In  some  patients,  the 
symptoms  suggest  a possible  gastric  lesion, 
and  the  lung  cancer  is  found  during  the  gas- 
trointestinal fluoroscopic  examination. 
Signs  of  brain  tumor  may  be  produced  by 
metastases  from  a silent  pulmonary  car- 
cinoma. 

The  differentiation  of  primary  and  metas- 
tatic masses  can  be  difficult.  The  fact  that 
a patient  is  known  to  have  had  a primary 
cancer  elsewhere  does  not  necessarily  mean 
that  a solitary  mass  in  the  lung  is  a metas- 
tasis. Patients  with  a previously  treated 
cancer  who  live  long  enough  not  uncom- 
monly develop  other  primary  lesions. 
Therefore,  if  a solitary  pulmonary  mass  can- 
not be  proved  to  be  a metastasis,  it  should 
be  treated  as  though  it  might  be  another 
primary  neoplasm. 


Summary 

In  summary,  the  following  points  warrant 
emphasis : 

If  a patient  has  any  symptoms  at  all  sug- 
gestive of  bronchogenic  carcinoma,  a roent- 
genogram of  the  chest  is  mandatory.  Phy- 
sical examination  alone  is  no  way  of  ruling 
out  a lung  lesion. 

When  a chest  x-ray  shows  any  of  the  vari- 
ous types  of  shadows  consistent  with  a pos- 
sible diagnosis  of  carcinoma,  immediate  fur- 
ther investigation  is  indicated.  Even  though 
such  further  studies  fail  to  prove  the  nature 
of  the  lesion,  in  many  instances  exploratory 
thoracotomy  is  indicated  without  delay.  In 
some  cases  a few  weeks  of  antibiotic  therapy 
may  almost  rule  out  carcinoma  by  showing 
complete  clearing  of  the  roentgen  shadows. 
Partial  clearing  justifies  no  final  conclusions. 
In  general,  no  more  than  a few  weeks  should 
be  permitted  to  elapse  before  reaching  a de- 
cision concerning  probable  diagnosis  and 
therapy.  Delay  because  the  patient  is  re- 
latively free  of  symptoms,  in  spite  of  a per- 
sistent roentgen  finding,  is  not  justified. 


Hope  i*  a light  diet,  but  very  stimulating. — Balzac 
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When  Clinical  Proof  is  Your  Guide 


are  indicated  . . . 


far///  The  NEW  0-I0S-M0-SAN 

is  a Specific  in  Suppurative  Ear  Infections  — 
both  Acute  and  Chronic,  also  External  Otitis 
because  it  is  . . . 

(GRAM-POSITIVE  - GRAM-NEGATIVE)  - it  KILLS 
BACTERIA,  including  BACILLUS  PROTEUS, 

B.  PYOCYANEUS,  E.  COLI,  BETA  HEMOLYTIC 
STAPHYLOCOCCUS  AUREUS 

(Isolated  from  ear  infections  and  found  resistant 
to  antibiotics  in  laboratory  tests) 

it  KILLS  FUNGI  - including  ASPERGILLI, 
TRICOPHYTON,  MONILIA,  and 
MICROSPORUM 


NON-TOXIC  • NON-IRRITATING 
STABLE  • CLEAR 


BACTERICIDAL . . . 

and 

FUNGICIDAL... 


PROVED  EFFECTIVE  AGAINST  ANTIBIOTIC  RESISTANT  STRAINS  OF  ORGANISMS 


FORMULA: 

A NEW,  improved  process,  using 
Doho  glycerol  base,  results  in  a 
chemical  combination  having 
these  valuable  properties. 

Urea  2.0  GRAMS 

Sulfathiazole  1.6  GRAMS 

Glycerol  (DOHO)  Base 

16.4  GRAMS 
(Highest  obtainable  spec,  gray.) 


Substantiating  Laboratory  and  Clinical  data  in  press. 


TRY  NEW  O-TOS-MO-SAN  in  your 
most  stubborn  cases,  the  results  will 
prove  convincing. 


AURALGAN— After  40  years  STILL  RHINALGAN  — safe  nasal  decongestant, 
the  auralgesic  and  decongestant  * Acts  locally  NOT  systemica'ly. 
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oral  diuretic  without  equal 


"...  superior ...  in  promoting  sodium  and  water  excretion.”1 
“...three-fourths  the  diuretic  action  of  the  standard 
[meralluride  by  injection]...”2 
“...a  valuable  substance  to  replace  parenteral  diuretics 
in  patients  who  require  continuous 
diuretic  medication.”3 


NEOHYDRIN8 


THE  DIURETIC  TABLETS  THAT  WORK 


. • jm 

LIKE  AN  INJECTION 

• 

1-  Moyer,  J.  H..  and  Handley,  C.  A.:  Federation  Proc.  11: 378.  1952. 

2.  Greiner.  T.;  Gold.  H.:  Warshaw.  L-:  Palumbo.  F.;  Weaver.  J.:  Mathes.  S., 
and  Marth,  R.:  Federation  Proc.  11: 352,  1952. 

3.  Goldman.  B.  R..  and  Steigmann.  F. : J.  Lab.  & Clin.  Med.  40: 303.  1952. 

how  to  use  this  new  drug 

Maintenance  of  the  edema-free  state  has  been  accomplished  with 
as  little  as  one  or  two  NEOHYDRIN  Tablets  a day.  Often  this  dos- 
age of  neohydrin  will  obtain  per  week  an  effect  comparable  to  a 
weekly  injection  of  MERCUHYDRIN.®  When  more  intensive  ther- 
apy is  required  one  or  two  tablets  three  times  daily  may  be 
prescribed  as  determined  by  the  physician. 


Gradual  attainment  of  intensive  therapy  is  recommended  to 
preclude  gastrointestinal  upset  which  may  occur  in  occa- 
sional patients  with  immediate  high  dosage.  In  rare 
instances  a sensitivity  to  NEOHYDRIN  may  arise.  Though 
sustained,  the  onset  of  neohydrin  diuresis  is  gradual. 
Injections  of  MERCUHYDRIN  will  be  initially  necessary 
in  acute  severe  decompensation. 

Contraindicated  in  acute  nephritis  and  nephrosclerosis. 
Any  patient  receiving  a diuretic  should  ingest  daily 
a glass  of  orange  juice  or  other  supplementary 
source  of  potassium.  Any  patient  receiving  a 
diuretic  should  be  watched  for  signs  of  deple- 
tion in  sodium  and  chlorides  especially 
in  hot  weather.  Such  depletion  may 
first  manifest  itself  as  a refractivity 
to  the  diuretic  and  can  be  corrected 
by  ingestion  of  sodium  chloride. 

packaging 

Bottles  of  50  tablets, 
are  18.3  mg.  of 
3-chIoromercuri-2- 
methoxy- propyl- 
urea  in  each  tablet. 
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THE  CLINICAL  EFFECT  OF  ACTH  ON  ACUTE  RHEUMATIC  FEVER 

J.  T.  Aquilina,  M.D.,  and  Charles  E.  Bathrick,  M.D.,  Buffalo,  New  York 


{From  the  University  of  Buffalo  School  of  Medicine  and  the  Medical  Service,  Veterans  Administration 

Hospital) 


BEFORE  the  adrenocortical  hormone  (corti- 
sone) and  the  pituitary  adrenocorticotropic 
hormone  (ACTH)  were  generally  available,  sali- 
cylates and  amidopyrine  were  used  in  treatment 
of  acute  rheumatic  fever.  Since  the  advent  of 
these  hormones,  reports  have  appeared  in  the 
literature  which  indicate  that  ACTH  and  corti- 
sone may  be  beneficial  in  rheumatic  fever. 

Hench  and  his  associates  first  reported  that 
cortisone  had  a favorable  influence  on  three 
patients  with  acute  rheumatic  fever  and  rheu- 
matic carditis.1  In  the  same  report,  based  on  use 
in  a fourteen-year-old  boy,  he  opinioned  that 
ACTH  may  also  favorably  influence  acute  rheu- 
matic fever.  In  April,  1950,  Massed  et  al.  re- 
ported favorable  results  in  all  but  one  of  ten 
patients  treated  with  ACTH  for  acute  rheumatic 
fever.2  Later,  Massed  and  Warren,  in  their  total 
series  of  20  patients,  noted  therapeutic  failures  in 
four  of  the  cases.3  McEwen  et  al.  reported  en- 
couraging results  on  subsidence  of  fever  and 
arthritis  in  rheumatic  fever,  with  use  of  AC'TH.4 
Thorn  et  al.  observed  dramatic  response  in  a case 
of  severe  rheumatic  fever,  where  ACTH  was  ad- 
ministered for  only  seventy-two  hours.5  Wilson 
and  Helper  reported  excellent  results  with  ACTH 
in  treatment  of  acute  rheumatic  carditis.6 

The  literature  reveals  that  in  most  instances 
daily  maintenance  dosages  of  25  to  50  mg.  of 
ACTH  were  administered  intramuscularly  in 
treatment  of  rheumatic  fever.  Barnes  is  of  the 
opinion  that  in  patients  critically  id  with  rheu- 
matic fever,  80  to  1 00  mg.  of  intramuscular  ACTH 
daily,  given  in  divided  doses,  may  be  desirable  the 
first  few  days.7  In  no  instance  is  the  drug* re- 
ported to  have  been  administered  by  intra- 
venous route. 

Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  Published  by  the  authors  are  the  result 
of  their  own  study  and  do  not  necessarily  reflect  thefopinion 
or  policy  of  the  Veterans  Administration. 


The  purpose  of  this  paper  is  to  report  our  re- 
sults with  ACTH  in  treatment  of  six  young 
adults  suffering  with  acute  rheumatic  fever.  In 
five  of  the  cases  the  intravenous  method  was 
used.  To  our  knowledge  this  is  the  first  report 
on  the  effectiveness  of  intravenous  ACTH  in 
treatment  of  rheumatic  fever. 

Method  of  Treatment  and  Study 

This  report  is  based  on  the  observation  of  six 
patients  with  acute  rheumatic  fever,  four  of  whom 
had  definite  electrocardiographic  evidence  of 
rheumatic  carditis.  All  of  the  patients  were 
placed  on  a low  sodium  diet  and  received  an 
average  of  less  than  2 Gm.  of  sodium  daily  while 
on  ACTH  therapy.  In  those  cases  where  hjTpo- 
potassemia  developed  as  a result  of  hormonal 
therapy,  oral  potassium  chloride  was  given.  As  a 
rule  all  patients  had  a complete  blood  count, 
hematocrit,  sedimentation  rate,  total  circulating 
eosinophils,  and  electrocardiogram.  A chest  x- 
ray  and  fluoroscopy  of  the  heart  was  done  either 
before  or  soon  after  therapy  was  started,  and  a 
repeat  fluoroscopy  was  made  during  subsequent 
course  of  treatment.  Antistreptolysin  titer  of 
the  serum  was  frequently  determined.  In  most 
instances  a vital  capacity  was  done  during  ther- 
apy. 

ACTH  was  administered  in  all  six  cases.  Five 
of  the  patients  received  the  drug  intravenously, 
and  one  intramuscularly.  By  the  intravenous 
method  20  to  25  mg.  of  ACTH,  diluted  in  1 ,000 
cc.  of  5 per  cent  glucose  in  distilled  water,  was  ad- 
ministered at  the  rate  of  about  25  drops  per 
minute,  the  infusion  taking  eight  to  ten  hours. 
Indications  for  discontinuing  the  therapy,  other 
than  side-reactions  of  the  drug,  were  based  on  a 
three-day  observation  of  clinical  improvement, 
return  to  normal  of  temperature,  pulse,  sedimen- 
tation rate,  and  electrocardiogram,  and  dis- 
appearance of  joint  symptoms.  If  there  was  re- 
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eurrence  of  symptoms  and  elevation  of  tempera- 
ture and  pulse  after  ACTH  had  been  withheld  for 
three  days,  the  drug  was  resumed  on  the  same 
dosage  schedule  as  initially. 

Case  Reports 

Case  1. — R.  B.,  a nineteen-year-old  white  male, 
was  admitted  on  January  30.  1951,  with  chief  com- 
plaints of  night  sweats  and  joint  pains.  Patient 
stated  that  he  was  well  until  November,  1950,  when 
he  developed  sjTnptoms  of  an  upper  respiratory 
infection  and  sore  throat.  This  condition  lasted 
about  two  weeks,  but  did  not  totally  incapacitate 
him.  He  had  no  fever  but  had  intermittent  chilly 
sensations  which  persisted  until  December  30,  when 
he  developed  stiffness  in  all  joints.  He  continued  to 
work,  but  on  January  2 his  joints  became  painful. 
On  Januan-  5 his  right  knee,  foot,  and  ankle  were 
extremely  painful.  He  consulted  his  physician  who 
sent  him  to  a private  hospital,  where  he  was  treated 
with  penicillin  and  aspirin.  During  the  first  few 
days  the  patient  had  fever,  and  his  left  wrist  and 
elbow  became  red.  hot.  tender,  and  swollen.  After 
three  weeks  of  this  salicylate  therapy  he  was  trans- 
ferred to  the  Buffalo  Veterans  Administration  Hos- 
pital. 

On  admission  to  this  hospital  the  patient  was  not 
acutely  ill.  His  temperature  was  99  F.  rec tally, 
pulse  95.  respiration  20.  and  blood  pressure  128  '68. 
There  was  a soft  systolic  murmur  heard  best  at  the 
mitral  area.  The  left  wrist,  knees,  and  ankles  were 
tender,  and  there  was  pain  in  the  neck.  Initial 
laboratory  data  revealed  the  following:  red  blood 
count.  4.800,000;  white  blood  count.  6.400;  hemo- 
globin. 13.2  Gm.  percent;  sedimentation  rate,  28: 
hematocrit,  48.  Urine  and  blood  cultures  were 
negative.  An  electrocardiogram  on  January  31  re- 
vealed first  degree  heart  block  with  a P-R  interval 
of  0.52  seconds. 

On  February  2 the  patient  was  started  on  intra- 
muscular ACTH,  receiving  25  mg.  even.’  six  hours 
until  February  8,  when  it  was  increased  to  25  mg. 
every  four  hours.  On  February  15  the  dosage  was 
reduced  to  25  mg.  even.’  six  hours,  and  further 
reduced  to  every  eight  hours  on  February  19.  On 
February  21  the  hormone  was  discontinued.  In 
addition  to  ACTH  therapy  the  patient  received  one 
million  units  of  penicillin  even’  twelve  hours  for  the 
first  seven  days  after  admission. 

Within  twenty-four  hours  after  ACTH  was  initi- 
ated the  patient  had  complete  disappearance  of  all 
joint  symptoms.  He  had  a sensation  of  well-being, 
and  his  vital  capacity  increased  from  3.7  to  4.8  liters. 
Electrocardiograms  on  February  2.  3.  and  4 showed 
wandering  pacemaker  from  the  S-A  anode  to  the 
A-V  node,  and  first  degree  A-V  block.  On  February 
7.  five  days  after  starting  ACTH,  the  electrocardio- 
gram returned  to  normal  and  remained  normal  ex- 
cept for  occasional  changes  of  hypopotassemia. 
Cardiac  fluoroscopy,  before  and  after  ACTH  ther- 
apy,  was  normal. 

The  patient  received  a total  of  2.310  mg.  of  ACTH 
over  a period  of  twenty  days.  The  only  side-effects 
noted  were  rounding  of  the  face  and  electrolyte  dis- 
turbances on  the  electrocardiogram.  On  February 


2 the  sedimentation  rate  was  28.  Within  seven 
days  of  ACTH  therapy  it  dropped  to  12  mm.  and 
remained  normal  following  discontinuance  of  the 
drug  on  February  21.  After  fourteen  days  of 
ACTH  the  white  blood  count  rose  to  15,000  but  re- 
turned to  normal  as  soon  as  therapy  was  discon- 
tinued. 

The  patient  was  discharged  on  March  23,  1951. 
As  far  as  we  know  he  has  had  no  recurrence  of 
rheumatic  fever  and  has  remained  asymptomatic. 


Case  2. — R.  F.,  a twenty-five-year-old  white 
male,  was  admitted  on  June  1.  1951.  with  chief  com- 
plaints of  pain  and  swelling  of  the  knees,  chills,  and 
fever.  Patient  stated  that  he  had  been  well  until 
May  10,  when  he  noted  pain  and  swelling  of  the  right 
knee.  These  sjTnptoms  disappeared,  but  several 
daj’s  later  there  was  swelling  in  both  knees,  elbows, 
and  wrists,  and  the  ankles  became  red,  hot.  and 
tender.  The  svmptoms  migrated  from  joint  to 
joint.  Patient  further  stated  that  at  the  age  of 
fourteen  he  had  been  told  that  he  had  leakage  of  the 
heart,  but  he  had  passed  all  phj’sical  examinations 
and  entered  the  armed  forces  without  diffieultj’. 
One  brother  and  one  sister  were  reported  to  have 
rheumatic  heart  disease. 

Phj’sical  examination  on  admission  revealed  an 
acutelj’  ill,  slightly  obese  male,  with  temperature 
102  F.  rectallj’,  pulse  120.  and  respiration  25. 
There  was  pain,  tenderness,  and  warmth  of  the 
shoulders,  elbows,  wrists,  dorsum  of  the  hands, 
fingers,  and  ankles.  The  heart  was  regular  and 
rapid,  with  a split-second  sound  at  the  apex.  White 
blood  count  was  15.000,  hematocrit  41.  sedimenta- 
tion rate  40.  hemoglobin  10.8  Gm.  per  cent. 

During  the  first  three  daj’s  of  hospitalization 
patient  had  a temperature  rise  to  104  F.  rectallj’. 
He  developed  effusion  in  the  left  knee  joint,  which 
yielded  20  cc.  of  thick,  yellow  gelatinous  fluid  on 
aspiration.  On  June  4,  patient  was  started  on 
intravenous  ACTH.  He  was  given  25  mg.  in  1.000 
cc.  of  5 per  cent  glucose  in  distilled  water,  daily  for 
five  dajs.  Within  fifteen  hours  after  the  initiation 
of  this  therapy  there  was  a dramatic  clinical  response. 
Temperature  dropped  to  normal,  and  there  was  a 
proportional  decrease  in  the  pulse  rate.  Patient 
felt  markedlj’  improved  and  was  able  to  move  all 
joints.  On  June  9.  ACTH  was  discontinued,  and  the 
patient  remained  asjTnptomatic  until  June  12.  when 
he  had  recurrence  of  joint  sjTnptoms  and  rise  in 
temperature  to  100  F.  rectallj*.  On  June  13.  ACTH 
was  resumed  at  25  mg.  intravenouslj-  for  the  first 
few  daj’s.  The  patient  became  afebrile,  and  his 
joint  sjTnptoms  disappeared.  Sedimentation  rate  be- 
came normal  in  eight  daj’s,  although  the  white  blood 
count  ranged  between  12.000  and  15.000.  He  was 
then  maintained  on  20  mg.  dailj'  until  Julj’  2.  when 
the  hormone  was  discontinued  because  he  developed 


igns  of  Cushing's  syndrome,  with  severe  acne  of  the 
ace  and  chest.  On  Julj’  4.  the  patient  again  had 
levation  of  temperature  to  102  F.  rectallj’.  with 
tulse  120.  and  swelling  of  the  right  foot.  It  was 
hen  decided  to  salicjiize  him  to  the  point  of  toxic- 
tv.  The  response  to  salicj’lates  was  not  as  dra- 
matic as  with  ACTH.  On  salicjiates  the  patient  de- 
'eloped  a first  degree  A-\  block  which  had  not  been 
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present  while  he  had  been  on  ACTH  therapy;  ap- 
proximately one  week  lapsed  before  there  was  any 
improvement  in  the  joint  symptoms  and  a return  to 
normal  temperature.  Patient  was  continued  on 
salicylates  for  about  three  weeks,  during  which  time 
the  sedimentation  rate  averaged  35  mm.,  and  the 
white  blood  count  6,000.  He  gradually  improved 
and  was  discharged  August  3,  1951. 

Patient  was  seen  in  our  follow-up  clinic  in  May, 
1952,  and  was  asymptomatic.  The  electrocardio- 
gram and  other  laboratory  data  were  normal. 


Case  3. — J.  A.  C.,  a twenty-four-year-old  white 
male,  was  admitted  on  June  18,  1951,  with  chief 
jomplaint  of  joint  pains.  Patient  stated  that  he 
md  been  well  until  June  11,  when  he  developed  pain 
n both  ankles.  The  following  day  the  pain  in- 
volved the  knees,  back,  and  right  wrist.  Patient 
;ave  a history  of  rheumatic  fever  in  1944,  while  in 
;he  armed  forces.  He  had  been  told  that  he  had  a 
nurmur,  but  after  five  months  of  convalescence  he 
lad  been  returned  to  full  active  duty.  Since  1944, 
ie  has  had  a sore  throat  about  once  a year. 

On  admission,  patient  was  moderately  ill,  with 
temperature  of  100  F.  orally,  pulse  100,  respiration 
JO,  and  blood  pressure  130/80.  There  was  a soft 
systolic  murmur  heard  over  the  apex.  The  tonsils 
vere  large  but  not  infected.  There  was  pain, 
,enderness,  and  swelling  of  both  knee  joints,  with 
some  fluid.  Electrocardiogram  was  normal.  Initial 
aboratory  findings  revealed  the  following:  white 
>lood  count,  12,000;  hemoglobin,  13  Gm.  per  cent; 
edimentation  rate,  37;  and  hematocrit,  46. 

Intravenous  ACTH  therapy  was  started  on  June 
!4.  Patient  received  25  mg.  in  1,000  cc.  of  5 per 
sent  glucose  in  distilled  water,  daily  for  the  first 
,hree  days,  and  20  mg.  daily  for  the  next  four  days. 
Ie  was  then  maintained  on  a gradually  decreased 
losage  until  July  7,  when  the  hormone  was  discon- 
inued.  Over  the  fourteen-da y period  210  mg.  were 
,dministered.  Within  twenty-four  hours  after 
iCTH  had  been  started  there  was  a precipitous  drop 
n the  patient’s  temperature  and  pulse.  Five  days 
ater  the  murmur  disappeared,  and  the  joint  symp- 
oms  cleared.  Within  two  weeks  the  sedimentation 
ate  became  normal,  although  the  white  blood  count 
emained  about  the  same.  He  continued  to  improve 
,nd  was  gradually  ambulated  and  discharged  on 
ulv  27.  On  this  date  the  sedimentation  rate  was 
5 mm.,  and  the  white  blood  count  8,000. 

When  seen  in  our  follow-up  clinic  on  October  23, 
951,  the  patient  had  no  complaints.  There  were  no 
nurmurs  present,  and  the  sedimentation  rate  and 
lectrocardiogram  were  normal.  When  last  seen  in 
he  clinic  in  May,  1952,  the  physical  examination 
l.nd  all  laboratory  data  were  within  normal  limits. 


Case  4- — W.  B.,  a twenty-seven-year-old  white 
Jbale,  was  admitted  on  July  21,  1951,  with  chief 
omplaints  of  joint  pains,  chills,  and  fever.  Two 
veeks  previously  he  had  noted  low  grade  pain,  and  a 
catch”  in  the  left  side.  He  had  continued  to  work 
intil  three  days  before  hospitalization,  when  he 
I loted  throbbing  pain  in  the  right  shoulder,  assor- 
ted with  chills,  fever,  and  perspiration. 

On  admission  patient  was  moderately  ill.  Tem- 


perature was  103  F.  rectally,  cardiac  rate  was  120 
with  no  murmurs,  and  blood  pressure  was  118/70. 
The  knee  joints  were  red,  hot,  tender,  and  swollen 
and  contained  fluid.  There  was  pain  in  the  right 
shoulder.  Electrocardiogram  showed  a first  degree 
heart  block  with  a P-R  interval  of  0.28  seconds. 
White  blood  count  was  17,000,  sedimentation  rate 
28,  and  hematocrit  43. 

On  July  22  the  patient  was  started  on  intravenous 
ACTH.  He  was  given  20  mg.  in  1,000  cc.  of  5 per 
cent  glucose  in  distilled  water.  Within  twenty-four 
hours  there  was  a precipitous  drop  in  temperature 
and  pulse  to  normal.  The  patient  felt  much 
improved,  and  within  three  days  the  electrocardio- 
gram returned  to  normal.  Vital  capacity  increased 
from  3.1  to  4.1  liters.  Twelve  days  after  ACTH 
was  initiated  the  sedimentation  rate  was  normal, 
although  the  white  blood  count  remained  slightly 
elevated  at  14,000.  Patient  was  continued  on 
intravenous  ACTH  for  fifteen  days,  during  which 
time  the  dosage  was  gradually  reduced  to  10  mg. 
daily,  until  a total  of  240  mg.  was  administered. 
One  week  after  ACTH  was  stopped  the  white  blood 
count  returned  to  normal.  He  continued  to  improve 
and  was  discharged  on  September  6.  He  was  last 
seen  in  follow-up  clinic  on  October  3,  at  which  time 
he  was  asymptomatic.  There  were  no  murmurs 
present,  and  the  sedimentation  rate  and  electro- 
cardiogram were  normal. 

Case  5. — -A.  E.,  a thirty-three-year-old  white 
male,  entered  this  hospital  on  May  12,  1951,  with 
chief  complaint  of  pain  and  swelling  of  the  ankles. 
Patient  stated  that  he  had  been  well  until  two  weeks 
before  admission,  when  he  “wrenched”  his  back. 
Following  this  he  had  had  cramps  in  the  muscles  of 
his  thigh,  and  a week  later  the  pain  had  migrated  to 
the  ankles,  which  began  to  swell.  There  was  no 
history  of  upper  respiratory  infection. 

On  admission  the  patient  was  moderately  ill.  His 
temperature  was  100  F.  orally,  pulse  86,  respiration 
18,  and  blood  pressure  150/90.  He  had  warm, 
tender  ankle  joints,  with  a subcutaneous  nodule  near 
the  left  ankle.  The  heart  was  regular,  with  sinus 
arrhythmia  but  no  murmurs.  White  blood  count 
was  7,000,  sedimentation  rate  40,  and  hematocrit 
45.  Electrocardiogram  showed  T wave  changes 
consistent  with  rheumatic  myocarditis. 

Patient  was  observed  for  about  a week,  during 
which  time  he  ran  a low  grade  fever,  between  100  and 
100.4  F.  rectally,  and  complained  of  joint  pains. 
Sedimentation  rate  remained  elevated,  and  the  elec- 
trocardiogram continued  to  show  T wave  changes. 
On  May  18,  when  diagnosis  of  rheumatic  fever  was 
tenable,  patient  was  started  on  intravenous  ACTH, 
and  received  20  mg.  daily  for  three  days.  Within 
eighteen  hours  his  temperature  became  normal, 
joint  symptoms  disappeared,  and  the  electrocardio- 
gram returned  to  normal.  On  May  22,  two  days 
after  ACTH  was  discontinued,  there  was  return  of 
symptoms  to  pretreatment  level,  and  hormonal 
therapy  was  resumed  on  May  23.  As  in  the  first  in- 
stance, the  patient  became  afebrile  within  less  than 
twenty-four  hours.  There  was  complete  disappear- 
ance of  all  symptoms,  and  on  this  occasion  the 
nodule  on  the  left  ankle  disappeared.  On  June  8, 
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the  drug  was  discontinued  because  of  signs  of 
Cushing’s  syndrome  and  electrolyte  disturbances. 
On  June  9,  the  patient  had  recurrence  of  tempera- 
ture to  100  F.  rectally,  but  his  symptoms  were  not 
as  pronounced  as  they  had  been  before  treatment 
with  ACTH.  However,  within  another  week  the 
patient  had  recurrence  of  joint  symptoms,  the 
sedimentation  rate  became  elevated,  and  he  con- 
tinued to  run  a low  grade  fever.  On  June  21,  the 
third  course  of  intravenous  ACTH  was  started,  at 
dosage  of  20  mg.  daily.  Again  the  patient  promptly 
became  afebrile  and  asymptomatic,  and  within  ten 
days  of  therapy  the  sedimentation  rate  dropped  to 
normal,  although  the  white  blood  count  remained 
about  the  same.  On  June  28,  ACTH  was  increased 
to  25  mg.  a day.  On  these  higher  doses  the  patient 
remained  asymptomatic,  but  he  developed  severe 
signs  of  Cushing’s  syndrome,  rounding  of  the  face 
and  acne,  which  necessitated  a gradual  reduction  to 
10  mg.  daily.  On  July  23,  hormonal  therapy  was 
stopped;  subsequently  there  was  a rise  in  the  sedi- 
mentation rate  for  a few  days.  The  white  blood 
count  was  unchanged.  The  patient  continued  to 
improve  and  remained  asymptomatic.  When  the 
patient  was  discharged  on  September  1,  the  electro- 
cardiogram was  normal,  white  blood  count  was  5,000, 
and  sedimentation  rate  11. 

This  patient  was  last  seen  in  follow-up  clinic  on 
January  8,  1952.  Examination  of  the  heart,  electro- 
cardiogram, sedimentation  rate,  and  fluoroscopy 
were  normal. 

Case  6. — E.  J.  B.,  a forty-year-old  white  male,  was 
admitted  on  November  2,  1951,  with  chief  complaint 
of  joint  pains.  Patient  stated  that  in  1944,  while  in 
service,  he  had  been  diagnosed  as  having  acute 
rheumatic  fever.  He  had  had  recurrences  in  1945, 
1946,  and  1947,  and  had  been  medically  discharged 
in  1949,  with  diagnosis  of  rheumatic  heart  disease 
with  mitral  stenosis  and  insufficiency.  Since  dis- 
charge from  the  Army,  patient  has  had  frequent  sore 
throats  and  joint  pains,  for  which  he  received  anti- 
biotic therapy  by  his  private  physician.  In  July, 
1950,  he  noticed  progressive  weakness,  palpitation, 
and  irregularity  of  the  heart,  with  occasional  swelling 
of  the  feet  and  ankles.  In  October,  1951,  he  noted 
acute  swelling  of  the  right  knee,  which  was  red,  hot, 
and  tender.  He  entered  a private  hospital  and  was 
treated  with  aureomycin  and  aspirin.  He  continued 
to  have  joint  pains  and  was  transferred  to  this  hos- 
pital for  further  treatment. 

On  admission  the  patient’s  temperature  was  98.6 
orally,  pulse  90,  respiration  20,  and  blood  pressure 
120/80.  There  was  a presystolic  crescendo  murmur, 
heard  best  at  the  mitral  area.  The  left  wrist  was 
red,  hot,  tender,  and  swollen.  The  tonsils  were  en- 
larged but  not  infected.  Initial  laboratory  findings 
revealed  the  following:  hemoglobin,  13  Gm.  per  cent; 
hematocrit,  53;  white  blood  count,  8,000;  fasting 
eosinophilic  count,  240;  sedimentation  rate,  16. 
X-ray  of  the  chest  and  fluoroscopy  of  the  heart  were 
normal.  The  electrocardiogram  was  definitely  ab- 
normal, revealing  inverted  To,  T3  and  T in  a\  F. 

Patient  was  started  on  intravenous  ACTH  on 
November  3 and  given  20  mg.  in  1,000  cc.  of  5 per 
cent  glucose  in  distilled  water.  Within  twenty-four 
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hours  he  became  afebrile.  His  joint  symptoms  sub- 


sided, and  he  felt  much  improved.  Therapy  was  con- 


tinued, with  decreasing  amounts  of  ACTH  for  four- 


teen days.  Within  seven  days  after  the  drug  had 
been  initiated,  the  electrocardiogram,  although  still 
abnormal,  began  to  show  improvement.  The  sedi- 
mentation rate  remained  between  16  and  17  mm.  per 
hour.  ACTH  was  gradually  tapered  off  and  stopped 
on  November  17.  Ten  days  later  the  patient  had  re- 
currence of  joint  symptoms,  the  sedimentation  rate 
became  elevated  to  45  mm.,  and  temperature  rose 
to  100  F.  orally.  ACTH  was  resumed  on  November 
26,  and  again,  as  in  the  first  course,  there  was  marked 
improvement  within  less  than  twenty-four  hours. 
The  therapy  was  continued  until  December  4.  The 
murmurs  gradually  disappeared,  and  the  sedimenta- 
tion rate  returned  to  normal.  On  December  21  the 
patient  was  given  leave,  prior  to  a tonsillectomy.  He 
returned  to  the  hospital  on  January  2,  1952,  asymp- 
tomatic and  afebrile.  Tonsillectomy  was  performed 
on  January  7 and  was  uneventful. 

When  discharged  on  January  23,  the  patient  was 
asymptomatic.  The  presystolic  crescendo  murmur, 
easily  heard  at  time  of  admission,  was  barely  de- 
tectable. To  our  knowledge  the  patient  continues  in 
remission. 


Summary  and  Conclusions 


Six  patients  treated  with  ACTH  for  acute  [ 
rheumatic  fever  are  presented.  Table  I sum- 
marizes the  important  clinical  data.  Five  of  the 
six  patients  received  intravenous  ACTH,  with 
dosages  ranging  from  20  to  25  mg.  daily.  Only 
one  patient  received  the  drug  by  intramuscular 
route.  In  three  cases  the  patients  had  complete 
remission  following  a single  course  of  ACTH, 
which  consisted  of  fourteen  to  twenty  days  of  I 
continuous  therapy. 

Three  of  the  five  patients  who  received  intra-  ! 
venous  ACTH  had  relapse  following  discon-  i 
tinuance  of  the  drug.  In  one  of  these  three  cases 
the  hormone  was  stopped  entirely  because  the 
patient  developed  severe  acne.  However,  in  the 
other  two  cases  remissions  were  produced  after  , 
resumption  of  ACTH  therapy. 

In  all  six  cases  the  following  were  noted : 

1.  There  was  prompt  amelioration  of  all 
symptoms  and  a sense  of  well-being,  within 
twenty-four  hours. 

2.  There  was  rapid  subsidence  of  temperature 
within  eighteen  hours,  with  a corresponding 
diminution  of  the  pulse. 

3.  In  four  cases  with  abnormal  electrocardio- 
grams the  tracings  returned  to  normal  within 
three  to  five  days,  or  showed  marked  improvement 
within  seven  days.  It  is  interesting  to  note  in 
Case  2 (R.  F.),  that  when  ACTH  was  discon- 
tinued because  of  severe  acne,  and  the  patient 
placed  on  salicylates,  he  developed  a first  degree 
heart  block,  suggesting  that  ACTH  may  have 
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TABLE  I. — Summary  of  Ci.inical  Data  in  Six  Cases  of  Acute  Rheumatic  Fever  Treated  with  ACTH. 


Age 

ACTH  Dosage  and 

Case 

(Years) 

Clinical  Data 

Electrocardiogram  Course 

Results 

1(R.  B.) 


2(R.  F.) 


19 


25 


3(J.  A.  C.) 


4(W.  B.) 


5(A.  E.) 


24 


27 


33 


utt 


6(E.  J.  G.) 


40 


First  episode  of  rheumatic 
fever.  Temperature  99  F. 
rectally.  Pulse  95.  Mi- 
gratory joint  symptoms. 

Systolic  murmur  at  apex. 
Fluoroscopy  normal. 
Sedimentation  rate  28. 

White  blood  count  6,400 

First  episode  of  rheumatic  Normal 
fever  at  age  of  14.  None 
since.  Admitted  with 
temperature  102  F.  rec- 
tally, pulse  120;  red,  hot, 
tender,  swollen,  joints  Normal 
with  effusion  in  left  knee. 
Fluoroscopy  normal. 
Sedimentation  rate  40. 

White  blood  count  15,000 


1 degree  A-V  block 
(P-R  0.52) 


Intramuscular  ACTH; 
75  to  150  mg.  daily, 
from  February  2 to 
February  21,  1951 
(20  days). 

Total:  2,310  mg. 


First  Course: 

Intravenous  ACTH; 
25  mg.  'daily,  from 
June  4 to  June  9, 
1951  (5  days) 

Second  Course: 

Intravenous  ACTH; 
20  to  25  mg.  daily, 
from  June  13  to  July 
2,  1951  (19  days) 


1 degree  A-V  block  Salicylized  from  July  4, 
(P-R  0.24)  on  to  July  24,  1951  (21 
salicylates  days) 


First  episode  of  rheumatic  Normal 
fever  in  1944.  Tempera- 
ture 100  F.  orally.  Pulse 
100.  Red,  hot,  tender 
knee  joints  with  swelling. 
Fluoroscopy  normal. 
Sedimentation  rate  37. 

W’hite  blood  count  12,000 


First  episode  of  rheumatic 
fever.  Temperature  103 
F.  rectally.  Pulse  120. 
Red,  hot,  tender,  swollen, 
knee  joints,  with  fluid. 
Sedimentation  rate  28. 
White  blood  count  17,000 


First  episode  of  rheumatic 
fever.  Temperature  100 
F.  orally.  Pulse  86. 
Migratory  joint  pain. 
Fluoroscopy  negative. 
Sedimentation  rate  40. 
White  blood  count  7,000 


1 degree  A-V  block 
(P-R  0.28) 


Abnormal.  ST-T 
wave  changes  of 
rheumatic  myo- 
carditis 


Recurrent  rheumatic  fever 
since  1944.  Present  epi- 
sode began  with  acute 
joint  symptoms.  Presys- 
tolic  crescendo  murmur. 
Fluoroscopy  negative. 
Sedimentation  rate  16. 
White  blood  count 
8,000 


Abnormal.  ST-T 
wave  change  of 
rheumatic  myo- 
carditis 


Intravenous  ACTH; 
20  to  25  mg.  daily, 
from  June  24  to  July 
7,  1951  (14  days) 


Intravenous  ACTH; 
10  to  20  mg.  daily, 
from  July  22  to  Au- 
gust 5,  1951  (15  days) 


First  Course: 

Intravenous  ACTH; 
20  mg.  daily,  from 
May  18  to  May  20, 
1951  (3  days) 

Second  Course: 

Intravenous  ACTH; 
20  mg.  daily,  from 
May  23  to  June  8, 
1951  (16  days) 

Third  Course: 

Intravenous  ACTH; 
20  to  25  mg.  daily, 
from  June  21  to  July 
23,  1951  (32  days) 


First  Course: 

Intravenous  ACTH; 
20  mg.  daily,  initially ; 
gradually  decreased 
from  November  3 to 
November  17,  1951 
(14  days) 

Second  Course: 

Intravenous  ACTH; 
20  mg.  daily,  from 
November  26  to  De- 
cember 4,  1951  (9 

days) 


Complete  disappearance  of 
joint  symptoms.  Electro- 
cardiogram normal 

within  5 days.  Murmur 
disappeared.  Sedimen- 
tation rate  normal  in  7 
days 


Afebrile  and  asymptomatic 
within  15  hours 


Afebrile  and  asymptomatic 
in  less  than  24  hours. 
Sedimentation  rate  nor- 
mal in  8 days.  Developed 
severe  acne,  and  ACTH 
stopped 

Response  to  salicylates  not 
dramatic.  Sedimentation 
rate  remained  elevated. 
Developed  1 degree  A-V 
block 

Afebrile  and  asymptomatic 
within  24  hours.  Sedi- 
mentation rate  returned 
to  normal  in  14  days 


Afebrile  and  asymptomatic 
within  24  hours.  Electro- 
cardiogram normal  in  3 
days.  Sedimentation 
rate  normal  in  12  days. 
White  blood  count  re- 
turned to  normal  7 days 
after  stopping  ACTH 

Afebrile  and  asymptomatic 
in  18  hours.  Electrocar- 
diogram returned  to  nor- 
mal 


Afebrile  and  asymptomatic 
in  24  hours.  Nodule  on 
left  ankle  disappeared. 
Sedimentation  rate  nor- 
mal in  10  days 

Afebrile  and  asymptomatic 
in  24  hours.  Sedimenta- 
tion rate  normal  in  10  days. 
Developed  severe  Cush- 
ing's syndrome;  ACTH  re- 
duced and  then  discon- 
tinued 

Afebrile  and  asymptomatic 
in  24  hours.  Electrocar- 
diogram showed  improve- 
ment within  7 days. 
Sedimentation  rate  nor- 
mal in  11  days 


Murmur  improved 


suppressed  the  development  of  rheumatic  myo- 
carditis. 

4.  Sedimentation  rate  returned  to  normal 
within  seven  to  fourteen  days,  whereas  the  white 
blood  count  remained  about  the  same  and  even 
became  slightly  elevated,  although  it  returned  to 
normal  about  a week  after  ACTH  was  discon- 
tinued. 


jpg? 


It  is  too  early  to  conclude  that  ACTH  will  pre- 
vent further  cardiac  damage,  since  intensive 
follow-up  is  necessary  to  determine  the  extent  to 
which  this  hormone  may  prevent  or  reduce 
residual  cardiac  damage.  Preliminary  observa- 
tions, however,  tend  to  substantiate  the  finding 
that  ACTH  will  suppress  rheumatic  activity,  and 
may  even  shorten  the  course  of  the  disease.  It  is 
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reasonable  to  conclude  that  if  the  inflammatory 
process  of  the  heart  can  be  suppressed,  residual 
damage  to  the  heart  may  be  prevented  or  at  least 
minimized. 

The  advantage  of  intravenous  ACTH  therapy 
over  the  intramuscular  route  is  that  theoretically 
it  should  act  better,  because  in  its  administration 
over  an  eight-  to  ten-hour  period  it  perfuses  the 
adrenal  gland,  and  hence  should  be  more  physio- 
logic in  its  action. 

As  for  the  dosage  of  ACTH,  this  varies  in  each 
individual  case.  We  feel  that  most  patients  with 
acute  rheumatic  fever  should  be  started  on 
ACTH  as  soon  as  possible  after  the  diagnosis  is 
made  and  should  be  maintained  on  an  unin- 
terrupted course  of  intravenous  therapy  for  two 
weeks,  at  dosage  of  20  to  25  mg.  daily.  Indica- 


tions for  discontinuing  the  therapy  are  clinical 
improvement,  return  of  the  electrocardiogram  to 
normal,  diminution  in  the  temperature  and  pulse, 
and  return  of  the  sedimentation  rate  to  normal. 
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THE  booms  are  on,  and  in  full  swing,  both 
the  baby  boom  and  the  aged  boom.  Man 
is  living  longer  than  ever,  and  woman  even  longer. 
The  expectation  of  life  of  females  is  71.0  years, 
of  males  65.5  years,  and  of  both  68.3  years.1 

According  to  Kretschmer,  the  life  span  in- 
creased from  forty-two  to  sixty-five  years  be- 
tween 1900  and  1940;  and  whereas  only  17  per 
cent  of  the  total  population  was  forty-five  years 
old  or  more  in  1900,  the  percentage  for  this 
group  had  increased  to  26.5  in  1940.2  If  this 
trend  continues,  it  is  estimated  that  more  than 
half  of  the  population  will  be  included  in  this  age 
group  in  1970.  Already  this  change  has  fur- 
thered the  development  of  gerontology,  the  sci- 
ence for  the  study  of  problems  involved  in  the 
aging  process,  and  geriatrics,  the  specialty  for 
treatment  of  disease  of  old  age.  It  is  apparent 
that  sociologic,  economic,  and  medical  adjust- 
ments also  will  have  to  be  made. 

Stieglitz  classifies  the  problem  of  gerontology 
into  three  major  divisions:  (1)  the  biology,  (2) 
the  clinical  problems  of  aging  men,  and  (3)  the 
socioeconomic  problems  of  aging,  both  normal 
and  abnormal.3  The  primary  objective  of  medi- 
cal science  is  not  the  mere  prolongation  of  life 
but  the  assurance  of  greater  health,  vigor,  and 
usefulness.  The  objective  of  geriatric  medicine 
is  to  add  breadth  and  depth,  rather  than  mere 
length  to  life. 

Stieglitz  also  states  that  anatomic  changes, 
called  “senescent  degenerations,”  occur  in  every 
argan  and  tissue  of  the  body.  The  essential 
changes  are  dehydration  and  waste  of  tissue. 
Circulation  is  maintained  with  difficulty,  so 
that  tissues  supplied  by  terminal  vessels  are 
insufficiently  nourished.  There  is  impairment 
if  sensation,  and  there  may  be  anesthesia.  The 
skin  becomes  dry  and  atropic,  and  heat  regula- 
tion is  poor. 

“Nothing  is  more  evident  than  that  the  decay- 
ng  processes  of  age  must  terminate  in  death. 
Yet,  there  is  no  man  who  does  not  believe  that 
le  may  live  another  year;  and  there  is  none  who 
loes  not,  upon  the  same  principle,  hope  for  an- 
other year  for  his  parent  or  his  friend.”4 
Old  age!  Has  not  the  time  come  when  these 
,wo  words  should  be  separated?  Age  does  not 
lecessarily  mean  old,  for  a man  of  fifty  can  be 
>lder  than  a man  of  sixty.  As  men  and  women 
ire  getting  older  in  years,  it  is  found  that  they 


are  not  necessarily  getting  older  physically  and 
mentally.  Many  of  the  most  capable  leaders 
in  this  country  are  those  in  their  sixties  and  seven- 
ties. Indeed,  many  world  leaders  are  in  these 
age  groups.  The  time  has  come  to  divorce  the 
concept  of  old  age  and  senility  from  mere  chrono- 
logic reckoning  alone. 

Treatment 

Throughout  the  years,  attempts  have  been 
made  to  take  care  of  infants  and  children  prop- 
erly. However,  we  have  not  yet  learned  how 
to  take  care  of  people  as  they  are  aging.  It  is 
not  just  a matter  of  tucking  old  people  away 
somewhere,  or  simply  just  letting  them  remain 
about  the  house  or  in  some  institution,  waiting 
for  them  to  die.  It  is  rather  a matter  of  prepar- 
ing them  to  live,  just  as  with  younger  ones. 
Happiness  is  the  biggest  factor  in  life  and  con- 
tinues to  be  quite  basic  with  older  people.  This 
becomes  more  difficult  as  friends  and  family  die, 
for  an  aged  person  is  no  happier  with  only  the 
companionship  of  a younger  generation  than  the 
younger  generation  is  with  the  companionship 
of  the  older. 

What  causes  women  to  become  old?  It  is  an 
oversimplification  to  reply  that  people  are  as 
old  as  their  arteries.  Practically,  there  is  a 
great  deal  of  truth  in  this  statement,  but  what 
makes  the  arteries  grow  old? 

In  previous  articles  we  discussed  aging  in  men, 
and  in  this  article  we  shall  discuss  aging  in  women 
as  well  as  a new  preparation,  Glutest,*  which  has 
proved  clinically  helpful.5,6  The  results  with 
this  preparation  will  be  described  for  women  from 
sixty  to  ninety-nine  years  of  age. 

As  with  men,  it  might  arbitrarily  be  said  that 
the  age  of  sixty  is  where  female  senility  begins. 
The  climacteric  can  arbitrarily  be  chosen  in  the 
limits  between  the  ages  of  forty  to  sixty. 

Steroids  are  potent  drugs,  and  dramatic  results 
with  them  no  longer  offer  great  surprises.  How- 
ever, other  than  in  carcinoma,  the  literature  shows 
no  use  of  androgens  in  female  senility.  Even  the 
estrogens,  which  are  used  in  menopause,  are  fre- 
quently avoided  in  women  as  they  become  older, 
with  increasing  pathology. 

Glass  states  that  estrogens,  even  in  conserva- 
tive doses,  give  side-reactions  such  as  withdrawal 

* Glutest  was  supplied  by  Amherst  Research  Division, 
Research  Supplies,  Albany,  New  York.  • 
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Fig.  1.  Comparison  of  results  of  treatment  with  Glutest,  with  various  components  of  Glutest,  and  with 
normal  saline  in  70  cases  (not  concurrent)  of  female  senility  divided  into  seven  groups  of  ten  each. 


bleeding.7  They  are  alleged  to  stimulate  and 
accelerate  the  growth  of  benign  and  malignant 
neoplasms  of  the  breast  and  uterus.  Thus,  they 
may  be  more  dangerous  as  one  becomes  older. 
On  the  other  hand,  Masters  states  that  andro- 
gens administered  in  postmenopausal  women 
may  cause  a transient  lowering  of  blood  pressure 
in  hypertensive  groups.8 

The  use  of  androgens  in  tumor  formation  in 
women  may  be  more  important  than  we  now 
realize.  When  work  along  this  line  is  perfected, 
a solution  to  this  problem,  including  prevention 
and  cure,  may  be  established.  After  all,  it  is 
not  too  many  years  ago  that  this  endocrinologic 
work  was  undertaken,  and  it  is  still  not  too  se- 
riously considered  by  many. 

We  find  important  results  with  the  androgens 
not  only  in  tumor  formation  but  also  in  the  phys- 
iologic and  other  pathologic  conditions  asso- 
ciated with  aging  and  senility,  a fact  which  may 
explain  the  beneficial  effects  noted  with  Glutest, 
the  fortified  androgen  described  in  this  paper. 
The  synergistic  action  of  the  glutamic  acid  plus 
the  addition  of  thiamine  chloride  to  testosterone 
are  most  helpful  in  increasing  the  efficacy  of 
the  entire  combination  (Fig.  1).  This  effect  is 
comparable  to  the  beneficial  results  noted  with 
thiamine  chloride  and  glutamic  acid  in  Glukor, 
the  steroid  combination  wherein  chorionic  gona- 
dotropin replaces  testosterone,  as  used  in  the 
studies  on  the  male  climacteric  and  male  senility.5,6 


In  these  men,  as  now  with  women,  the  results  1 
noted  with  these  compounds  were  frequently  as  j 
dramatic  as  those  seen  with  other  endocrines  j 
such  as  ACTH  and  ACE. 

In  senility,  an  ideal  steroid  would  be  one  that  I 
would  do  only  good  and  no  harm.  It  should 
produce  no  side-effects,  be  safe  to  use  even  if  ! 
there  is  a possibility  of  malignancy,  and  should  J 
result  in  euphoria.  Glutest  in  the  female  and 
Glukor  in  the  male  seem  to  accomplish  these  I 
results  clinically. 

If  androgens  have  therapeutic  value  in  malig-  1 
nancy,  they  may  have  preventive  possibilities  j 
as  well.  Furthermore,  if  androgens  favorably  | 
affect  the  most  serious  complication  of  senility,  < 
malignancy,  perhaps  they  will  affect  similarly  the  j 
lesser  pathologic  conditions.  Clinically,  this 
fact  has  been  borne  out.  The  results  were  rather 
encouraging,  regardless  of  pathology.  In  217 
cases  of  female  senility  in  which  this  medica- 
ment was  used,  less  tension,  decreased  irritability 
and  nervousness,  increased  appetite,  less  insom- 
nia, and  a sensation  of  euphoria  were  noted. 

In  the  preparation  of  this  drug,  many  vitamins 
other  than  thiamine  chloride,  and  many  drugs 
other  than  glutamic  acid  were  tried.  But  here, 
also,  as  with  Glukor,  this  combination  seemed  to 
be  the  best.  Estrogens  were  added  to  this  com- 
bination, but  sufficient  improvement  to  warrant 
its  continued  use  was  not  found.  Furthermore, 
there  seemed  to  be  too  much  danger  in  using 
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estrogens  in  these  elderly  women  in  whom  the 
incidence  of  malignancy  is  greatest.  It  would 
also  be  too  difficult  to  state  whether  estrogen  had 
any  influence  in  aggravating  any  existing  malig- 
nancy. It  was  decided,  therefore,  to  drop  estro- 
gen from  the  preparation,  and  the  resulting  com- 
bination proved  harmless  in  women,  no  matter 
how  old,  regardless  of  pathology. 

Observations 

This  preparation  was  used  in  women  from  the 
ages  of  sixty  to  ninety-nine.  The  lower  limit  of 
sixty  was  taken  arbitrarily  because,  in  a subse- 
quent paper,  the  use  of  this  medicament  in  wo- 
men within  the  climacteric  span  between  forty 
and  sixty  will  be  discussed.  The  present  study 
on  the  use  of  this  drug  covers  a period  of  seven 
years.  The  ages  of  the  women  to  whom  this 
preparation  was  given  were  as  follows: 

Number  of 


Age  Patients 

60  to  70  years  71 

70  to  80  years  63 

80  to  90  years  59 

over  90  years  24 


Of  the  217  cases  treated,  76  were  guests  of  the 
Jewish  Home  and  Hospital  for  the  Aged  and  the 
remainder  were  private  patients.  The  longest 
period  of  treatment  was  five  years,  the  shortest 
seven  weeks,  and  the  average  one  year  and  four 
months.  No  untoward  results  were  noted.  In 
using  a drug  of  this  type  in  senility,  the  impor- 
tance of  complete  innocuousness  cannot  be  over- 
emphasized. Here,  too,  as  with  Glukor,  there 
was  never  an  antagonism  with  any  other  medica- 
ment administered.  In  practically  all  the  cases 
pathology,  such  as  hypertension,  arteriosclero- 
sis, arthritis,  myocarditis,  diabetes,  cholecystitis, 
chronic  bronchitis,  cerebrovascular  disease, 
chronic  nephritis,  etc.,  was  found. 

Dosage 

The  preparation  is  made  up  of  testosterone, 
thiamine  chloride,  glutamic  acid,  and  procaine 
hydrochloride  in  the  following  proportions: 


Per  Cent 

by 

Volume 

Constituent 

Units 

40.0 

Testosterone 

25  mg.  per  cc 

25.0 

Vitamin  B (thiamine 

100  mg.  per  cc 

chloride) 

35.0 

L + Glutamic  acid 

150  ppm. 

This  solution  contains  1 per  cent  procaine 
hydrochloride.  The  dose  is  1 cc.  intramuscularly. 
It  is  usually  given  twice  weekly  from  four  to  six 


!■ 

weeks  or  until  there  is  sufficient  improvement, 
and  then  at  a maintenance  level  of  once  weekly 
for  as  long  as  necessary.  The  length  of  effec- 
tiveness per  dose  varies  with  individual  cases. 

The  common  acute  respiratory  infections  as 
well  as  acute  digestive  disturbances  were  the 
greatest  temporary  deterrents  to  the  drug’s 
action  because  of  their  general  debilitating  effects. 

More&ver,  in  the  preliminary  stages  of  this  study 
it  was  noted  that  the  therapy  under  description 
gave  negative  results  with  marked  mental  cases, 
those  cases  with  severe  cardiovascular-renal 
failure,  and  those  who  were  moribund  and  in 
terminal  stages  of  grave  disease.  Such  cases, 
therefore,  are  not  included  in  the  series  to  be 
described. 


Those  who  respond  favorably  usually  do  so 
within  the  first  six  injections.  More  often  than 
not  the  response  is  immediate.  The  following- 
effects  may  be  noted:  The  patient  may  become 
more  alert,  relaxed,  and  less  tremulous,  and  the 
facies  may  be  flushed.  All  this  adds  up  to  a feel- 
ing of  well-being,  a euphoria,  and,  therefore,  the 
continued  injections  result  in  a growing  interest 
in  personal  appearance  and  in  the  surroundings. 
In  several  of  the  cases  studied,  there  was  a mini- 
mal response  to  the  first  injections;  however,  after 
a series  of  four  or  more,  the  noticeable  effects 
became  more  pronounced.  These  cases  require 
more  frequent  injections. 

In  general,  it  can  be  said  that  injections  of 
this  medicament  give  these  older  people  a “lift,” 
enabling  them  to  feel  less  helpless.  In  essence, 
this  effect  constitutes  one  of  the  principal  objec- 
tives in  caring  for  the  aged. 


In  all,  386  cases  were  used  in  this  series  which 
extended  over  a period  of  five  years.  Of  these, 
70  were  women  who  received  the  treatment  at 
the  Jewish  Home  and  Hospital  for  the  Aged. 
As  part  of  the  control  procedure,  another  70 
women  at  this  institution  who  were  not  given 
this  medicament  were  observed,  although  six  of 
these  subsequently  did  receive  it.  In  addition, 
123  cases  were  treated  in  our  private  practices. 
Here,  too,  123  who  did  not  originally  receive 
treatment  were  observed  for  control  purposes, 
although  18  of  these  finally  did  get  the  medica- 
ment. 

In  the  procedure  that  was  followed  at  the  Home 
for  the  Aged,  the  cases  were  not  concurrent.  The 
women  were  divided  alternately,  as  they  were 
admitted,  into  two  major  groups,  those  who  re- 
ceived this  therapy  (Group  1)  and  those  who  did 
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not  (Group  2).  Members  of  Group  1 were  al- 
ternately assigned  to  seven  subgroups  as  de- 
scribed later.  In  this  way,  approximately  the 
same  amount  of  pathology  was  found  in  the  indi- 
viduals of  each  group. 

A careful  record  was  made  of  the  history  and 
physical  examination  at  the  beginning,  and  partic- 
ular attention  was  given  to  the  medication  re- 
ceived before  admission.  This  procedure  actu- 
ally served  as  the  first  control.  In  other  words, 
it  was  noted  whether  there  was  any  improvement 
with  this  therapy  over  the  status  with  previous 
therapy'  in  Group  1.  These  results  were  readily' 
compared  with  those  for  Group  2 to  make  cer- 
tain that  it  was  not  just  the  change  in  the  environ- 
ment that  brought  about  any7  observed  degree  of 
improvement. 

Usually7  the  preadmission  therapy'  was  con- 
tinued for  three  weeks,  with  modifications  if 
needed.  After  this  period,  during  which  time 
the  patient  became  more  acclimated,  those  as- 
signed to  Group  1 were  started  on  Glutest,  or  on 
one  of  its  components,  or  a combination  of  its 
components  as  indicated  below.  Members  of 
Group  1 also  continued  to  receive  any'  other  neces- 
sary' medication.  Those  assigned  to  Group  2 
were  given  only  the  required  and  prescribed  drugs, 
other  than  Glutest. 

Group  1 at  the  Home  comprised  seven  sub- 
groups of  ten  cases  each,  as  indicated  in  Fig.  1. 
The  treatment  administered  in  the  seven  sub- 
groups was  as  follows:  (1)  normal  saline  injec- 
tions, (2)  thiamine  chloride  injections,  (3)  glu- 
tamic acid  injections,  (4)  testosterone,  (5)  testos- 
terone plus  thiamine,  (6)  testosterone  plus  glu- 
tamic, and  (7)  Glutest.  Any  improvement  which 
occurred  in  each  of  these  seven  groups  was  noted, 
as  illustrated  in  Fig.  1. 

At  the  end  of  six  weeks,  the  treatment  was 
stopped  in  each  of  these  seven  groups,  and 
the  time  required  for  each  individual's  condi- 
tion to  revert  to  the  starting  point  was  noted. 
This  reversion  took  longest,  an  average  of  almost 
six  weeks,  for  those  receiving  Glutest;  an  aver- 
age of  five  weeks  for  those  receiving  testosterone 
plus  glutamic  avid,  or  testosterone  plus  thia- 
mine; an  average  of  four  weeks  for  those  receiv- 
ing testosterone  alone,  and  an  average  of  three 
weeks  for  those  receiving  glutamic  acid  or  thia- 
mine. Xo  real  degree  of  improvement  was  noted 
with  those  receiving  the  saline  injection. 

The  degree  of  improvement  may'  be  noted  in 
Fig.  1,  where  marked  improvement  is  shown  with 
Glutest;  moderate  improvement  with  testos- 
terone plus  glutamic  acid,  as  well  as  with  testos- 
terone plus  thiamine;  slight  improvement 
with  testosterone,  glutamic  acid,  and  thiamine, 
and  none  with  saline.  After  any'  improvement 
had  disappeared  for  at  least  two  weeks  in  those 


cases  comprising  Group  1,  Glutest  was  given. 
Immediate  and  marked  improvement  was  noted 
in  the  70  cases,  as  is  also  shown  in  Fig.  1. 

In  Group  2 at  the  Home,  six  cases  who  even- 
tually did  get  treatment,  improved  in  the  same 
manner  comparatively,  as  those  in  Group  1. 
The  same  results  hold  true  with  our  two  groups 
of  office  patients.  Thus,  the  217  cases  written 
up  in  this  paper  who  did  get  treatment  were 
the  following:  70  in  Group  1 at  the  Home  for 
the  Aged,  123  in  private  practice,  six  of  Group  2 
at  the  Home  for  the  Aged  who  eventually' 
did  get  this  medicament,  and  18  in  private  prac- 
tice who  originally'  did  not  receive  it,  but  did 
subsequently. 

Other  than  the  necessary'  cathartics,  analgesics, 
sedatives,  insulin,  etc.,  no  medication  was  given 
during  test  control  periods.  Frequently7,  much 
of  the  medication  that  had  been  given  previously' 
was  found  to  be  unnecessary7  after  Glutest 
therapy7  was  instituted. 

Among  the  vitamins  used,  other  than  thia- 
mine chloride,  were  vitamins  A,  D,  Bi2,  ribo- 
flavin, pyridoxine  hydrochloride,  niacinamide, 
ascorbic  acid,  etc.  In  the  Glutest  combination, 
however,  thiamine  chloride  gave  the  best  results. 
Included  in  the  tonics  tried,  other  than  glutamic 
acid  per  se  or  as  folic  acid,  were  those  containing 
calcium,  cobalt,  copper,  iron,  iodine,  manganese, 
magnesium,  molybdenum,  phosphorus,  potas- 
sium, zinc,  amphetamine,  arsenic,  and  strych- 
nine. Here,  too,  glutamic  acid  was  found 
to  be  best.  Varyring  amounts  of  glutamic 
acid  and  testosterone  were  tried;  the  final  com- 
position of  this  preparation  gave  the  most  favor- 
able results. 


Mortality 

It  is  not  intended  to  imply  that  this  medica- 
ment may  have  any7  life-prolonging  qualities. 
However,  there  is  a statistical  fact  that  should  be 
noted.  In  the  five  y7ears  that  this  drug  was 
given  at  the  Jewish  Home  for  the  Aged,  the  mor- 
tality7 rate  was  7.4  per  cent,  compared  to  25.4  per 
cent  in  49  similar  homes,  and  compared  to  21.0 
per  cent  in  the  five  years  preceding  its  use  at 
this  same  institution.  Admittedly7,  such  a com- 
parison may7  not  be  valid,  since  other  factors 
must  be  considered.  Among  these  would  be 
included  for  each  home  the  types  of  cases  ad- 
mitted and  the  facilities  available,  to  mention 
only7  two.  Nevertheless,  for  the  record,  it  should 
be  mentioned  that  the  Jewish  Home  for  the  Aged 
did  have  its  share  of  hard-core  cases,  particularly 
because  there  are  three  separate  wings,  ambulant, , 
convalescent,  and  hospital,  permitting  the  ad- 
mission of  all  types  of  cases,  from  those  in  com- 
paratively7 good  health  to  those  actually  mori- 
bund. 
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' Theoretic  Considerations 

The  exact  mechanism  of  the  action  of  this 
preparation  is  difficult  to  determine.  As  with 
other  steroids  so  commonly  used  at  present,  only 
a theory  may  be  ventured.  Judging  from  the 
clinical  response,  a plausible  assumption  would 
be  that  this  drug  works  on  an  etiologic  basis.  In 
other  words,  it  may  be  that  this  preparation 
tends  to  correct  an  endocrinologic  deficiency  or 
dysfunction  that  may  exist  as  women  get  older. 
This  does  not  mean  that  only  one  portion  of  the 
endocrinologic  mechanism  as,  for  example,  the 
ovarian  tissue  may  be  affected  alone.  Perhaps, 
we  are  dealing  here  on  an  etiologic  rather  than  a 
direct  therapeutic  basis.  With  Glukor  in  the 
male  climacteric,  this  etiologic  assumption  was 
rather  dramatically  observed  in  cases  of  angina 
pectoris.5  Here,  without  such  therapeutic  aids 
as  nitroglycerin,  morphine,  etc.,  this  steroid  alone 
caused  prompt  relief  in  some  cases.  There  be- 
ing no  antispasmodic,  sedative,  hypnotic,  etc., 
in  Glukor,  it  was  naturally  assumed  that  the 
drug  worked  on  an  etiologic  basis.  If  this  was 
so,  it  would  tend  to  substantiate  the  impressions 
of  the  many  writers  and  investigators  who  be- 
lieve that  the  male  climacteric  is  responsible  for 
many  of  the  pathologic  changes  noted  during 
this  period.  On  this  basis,  and  after  noting  the 
actions  of  these  steroids,  Glukor  in  male  climac- 
teric and  male  senility  and  Glutest  in  female 
senility  and  female  climacteric  (paper  to  be  com- 
pleted), we  venture  the  theory  that  perhaps  a 
basic  change  in  aging  is  due  to  gonadal  decline. 
This  decline  disturbs  the  entire  endocrinologic 
mechanism  which,  in  turn,  functionally  and  even 
organically,  hastens  the  onset  of  changes  in  our 
systems  as  we  grow  older. 

This  hypothesis  would  sound  like  so  much 
fantasy  were  it  not  for  the  fact  that  other  ster- 
oids are  performing  heroic  tasks  which  would  have 
ippeared  unbelievable  just  a few  years  ago.  The 
sxact  mechanism  of  the  steroids  can  only  be 
theorized  at  this  time.  More  important  for  us 
now  is  that  clinically  they  are  helpful. 

I 

Case  Reports 

Case  1. — Mrs.  S.  W.,  age  eighty-six,  was  a small- 
framed, elderly  female  whose  chief  complaint  was 
extreme  exhaustion.  Despite  her  willingness  to 
cooperate,  she  continued  to  show  increasing  fatigue 
and  loss  of  appetite.  The  usual  measures  for  these 
complaints  were  initiated,  but  to  little  avail.  She 
could  sit  on  the  edge  of  the  bed  to  eat  what  little  she 
could  tolerate,  and  then  would  topple  back  into  the 
oed.  She  literally  had  to  be  carried  to  the  bath- 
room. 

Injections  of  Glutest  were  given.  At  first,  there 
vas  no  apparent  response,  but  after  a series  of  five 
ai weekly  injections,  it  was  noted  that  there  was  more 


endurance  and  there  were  fewer  complaints  of  tired- 
ness. The  eyes  showed  alertness,  and  facial  wrinkles 
became  less  noticeable.  She  soon  had  her  meals  in 
the  dining  room  and,  instead  of  taking  the  usual  nap 
after  meals  she  would  enter  the  sitting  room  and  en- 
gage in  small  talk  with  the  neighbors.  The  patient 
became  interested  in  her  roommates,  often  assisting 
them  in  one  way  or  another.  She  has  since  sur- 
vived two  bouts  of  pneumonia,  the  more  recent  one 
followed  by  an  acute  cardiac  failure.  The  injec- 
tions were  continued  throughout  both  illnesses. 

Case  2. — Mrs.  C.  L.,  age  seventy,  was  an  obese, 
hypothyroid  diabetic  individual  who  was  inclined  to 
sit  in  one  position  all  day.  She  seemed  listless  and 
uninterested  in  her  surroundings  and  in  the  various 
social  activities  in  the  Home,  and  rarely  engaged  in 
conversation.  She  would  walk  only  after  great  per- 
suasion and  often  had  to  be  helped  to  the  bathroom. 
If  no  one  was  immediately  available,  she  would  wet 
herself  rather  than  call  someone  or  attempt  to  go  to 
the  bathroom  by  herself. 

The  patient  was  started  on  injections  twice  weekly, 
and  it  was  soon  noted  that  she  walked  willingly  and 
without  assistance.  Her  attitude  became  more 
pleasant  and  cheerful.  The  almost  constant,  sor- 
rowful facial  expression  gave  way  to  a smiling  ap- 
pearance. She  has  lost  some  weight  and  now  takes 
interest  in  her  neighbors. 

Case  3. — Mrs.  R.  G.,  age  seventy-four,  was  a small, 
wiry,  neurotic  person  with  dull  eyes,  whose  face  was 
deeply  lined  with  wrinkles.  She  was  always  com- 
plaining, spurned  all  companionship,  and  kept  to 
herself  a good  deal.  She  complained  of  exhaustion 
and  inability  to  sleep. 

The  effect  of  the  therapy  was  immediate.  Her 
face  flushed,  eyes  brightened,  and  the  facial  wrinkles 
smoothed  out.  As  the  injections  were  continued,  it 
was  noted  that  she  began  to  primp,  and  became  very 
much  interested  in  her  appearance  and  in  her  fellow 
guests.  There  was  definitely  less  whining  and  com- 
plaining, and  the  patient  seemed  to  be  quite  happy 
most  of  the  time. 

Presently,  she  is  taking  an  active  part  in  all  the 
activities  of  the  Home,  including  singing  and  handi- 
craft. 

Case  4- — Mrs.  F.  K.,  age  seventy,  was  an  obese 
and  highly  emotional  woman,  who  appeared  a good 
deal  older  than  she  actually  was.  There  was  a his- 
tory of  a left-sided  hemiplegia,  but  the  patient  was 
able  to  get  around  with  the  aid  of  a cane.  When 
any  member  of  the  nursing  or  medical  staff  would 
stop  to  talk  with  her,  she  would  start  to  cry.  She 
was  easily  agitated  by  her  neighbors  and,  on  occa- 
sion, threatened  them  with  her  cane.  She  was  in- 
clined to  be  by  herself  and  seldom  engaged  in  con- 
versation. 

The  very  first  injection  caused  a flushing  of  the 
face  and  nothing  more.  After  several  injections, 
there  was  noted  a relaxed  and  calmer  demeanor. 
The  patient  became  interested  in  her  roommates  and 
would  often  be  seen  talking  with  them.  She  seldom 
cried.  No  great  retrogression  was  observed  when 
the  injections  were  discontinued;  however,  she  ap- 
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parently  noticed  a difference  in  herself,  since  she  was 
most  anxious  to  have  them  again. 

Summary 

Hitherto,  as  women  became  older  there  seemed 
to  be  less  and  less  indication  for  the  use  of  endo- 
crines.  In  female  senility  practically  none  were 
used  except,  perhaps,  a limited  amount  of  tes- 
tosterone in  carcinoma.  The  use  of  estrogens  has 
been  rightfully  feared  in  the  aging  woman. 

In  Glutest,  a new  fortified  androgen,  there 
appears  to  be  available  a most  useful  preparation 
for  female  senility. 

In  a series  of  217  cases  of  female  senility, 
Glutest  was  found  to  be  clinically  effective,  yet 
harmless,  regardless  of  age  or  pathology. 


For  assistance  with  chemical  problems  in  this  work,  the 
authors  wish  to  acknowledge  the  help  of  Dr.  Harold  M. 
Faigenbaum.  professor  of  inorganic  chemistry,  Rensselaer 
Polytechnic  Institute. 
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IT’S  SIMPLE  TO  REDUCE— JUST  WATCH  YOUR  DIET 


The  best  exercise  for  reducing  is  a rapid  move- 
ment of  the  head  from  right  to  left  when  the  mashed 
potatoes  and  gravy  are  passed.  This  expression  is 
based  on  sound  reasoning,  according  to  Dr.  Frank 
H.  Krusen,  Rochester,  Minnesota,  chairman  of  the 
Council  on  Physical  Medicine  and  Rehabilitation  of 
the  American  Medical  Association.  Proper  reduc- 
tion of  the  intake  of  food  is  the  only  logical  method 
of  reducing  weight. 

“The  person  who  desires  to  reduce  weight  must  be 
reasonably  intelligent,  strongly  motivated  to  reduce, 
have  sufficient  will  power  to  remain  on  the  low- 
calorie  diet,  and  realize  the  importance  of  keeping 
his  weight  down,”  Dr.  Krusen  stated  in  a report  to 
the  Council  on  Foods  and  Nutrition  of  the  A.M.A. 
The  report  appeared  in  the  January  24  J.A.M.A. 

A carefully  prescribed,  well-balanced,  low-calorie 
diet  is  the  only  way  to  lose  weight,  Dr.  Krusen  said. 
Once  a person  has  got  over  the  first  ten  days  of  the 
adjustment  to  the  new  eating  habit  pattern,  he  can 
continue  on  the  low-calorie  regimen  more  easily. 

“Baths,  massage,  and  exercises  are  only  of  value  in 
a secondary  role  to  maintain  tone,  and  elasticity  of 
tissues  which  have  been  deprived  of  much  adipose 
tissue  following  the  reduction  of  weight  by  proper 
dieting,”  he  added.  “Mechanical  gadgets  and 
‘spot  reducing’  appliances  and  exercises  are  utterly 
useless  for  removal  of  regional  accumulations  of 
fat.” 

Hot  baths  only  produce  a transient  loss  of  weight 
through  the  production  of  profuse  perspiration; 
the  body  soon  regains  sufficient  water  to  make  up 
for  this  transient  dehydration,  Dr.  Krusen  pointed 
out.  There  also  is  no  scientific  proof  that  massage 
of  any  type  can  be  effective  as  a reducing  measure, 
he  added.  The  value  of  nearly  all  devices  for  “spot 
reducing”,  the  treatment  of  regional  accumulation 
of  fat,  is  absolutely  nil,  Dr.  Krusen  stated. 


Exercise  is  of  extremely  limited  value  in  causing  a 
general  reduction  of  weight,  Dr.  Krusen  said. 
The  amount  of  vigorous  exercise  necessary  to  achieve 
any  appreciable  reduction  in  weight  is  so  great  that 
such  a regimen  is  not  only  very  difficult,  but  it  also 
may  be  dangerous,  because  it  throws  additional 
strain  on  the  already  overtaxed  heart  and  blood 
vessel  system  of  the  obese  person. 

Reducing  pills,  vitamin  supplements,  slenderizing 
creams,  laxatives,  candies  to  be  taken  just  before 
eating,  one-food  diets,  “Hollywood  diets,”  seven- 
day  and  fourteen-day  diets  of  bizarre  ingredients,  ! 
anil  bath  powders  are  among  the  things  that  have 
been  widely  exploited  as  weight  reducers,  according 
to  Dr.  Krusen. 

But,  there  is  no  easy  way  to  reduce  fat,  he  stated, 
adding: 

“Many  nonmedical  ‘weight-reducing  parlors’  or 
‘slenderizing  salons’  exploit  various  combinations  of 
baths,  massage,  and  exercise.  Usually  such  plans 
for  reduction  of  weight  depend  basically  on  a special 
low-calorie  diet  which  is  introduced  somewhat  sur- 
reptitiously in  conjunction  with  the  highly  touted 
physical  procedures. 

“While  psychiatric  problems  often  contribute  to 
the  desire  to  overeat,  I am  convinced  that  many 
adults  whose  work  forces  them  to  lead  sedentary 
lives  and  who  in  their  youth  were  athletic  and 
developed  the  habit  of  heavy  eating,  gain  weight 
simply  because  when  they  were  more  active  phys- 
ically, they  learned  to  like  large  quantities  of  food. 
They  overeat  simply  because  they  thoroughly  enjoy 
fine  food.” 

Once  proper  weight  is  obtained,  a person  must  be 
taught  how  to  establish  a pattern  of  normal  main- 
tenance diet,  Dr.  Krusen  concluded.  Otherwise, 
he  almost  surely  will  revert  to  his  original  habit 
pattern  of  excessive  eating. 


THE  HAEMATYPE  SYSTEM:  A METHOD  FOR  RECORDING  BLOOD 
GROUPING  AND  RH0  DETERMINATION  PERMANENTLY, 
ACCURATELY,  AND  RAPIDLY 

A Preliminary  Report  on  an  Evaluation  Study 

Milton  Schlachman,  M.D.,  F.A.C.P.,  Elmhurst,  New  York,  and  Andrea  Saccone,  M.D., 
New  York  City 

( From  the  Departments  of  Medicine  and  Pathology,  New  York  Medical  College,  Metropolitan  Hospital 
Division) 


THE  present  emergency  has  created  interest 
in  the  methods  of  rapid  and  accurate  blood 
grouping  in  preparation  for  any  eventual  disaster. 
Several  careful  studies  have  appeared  in  the  past 
year,  utilizing  different  technics  to  determine  the 
efficiency  and  accuracy  of  these  methods  in  mass 
blood  grouping.1-4 

It  is  the  purpose  of  this  communication  to 
introduce  a card*  which  wall  greatly  simplify  both 
routine  blood  grouping  and  a mass  blood  group- 
ing program.  The  card  contains  the  Anti-A, 
Anti-B,  and  Anti-Rh0  sera  in  a lyophilized  state 
and  will  yield  blood  grouping  and  Rho  determi- 
nation in  the  form  of  a permanent  record  (Figs.  1, 
2,  and  3). 

A comparative  study  was  undertaken  in  order 
to  determine  its  accuracy. 

Method  and  Materials 

The  cards  require  merely  the  addition  of  a drop 
of  normal  saline  to  the  Anti-A  and  Anti-B  ovals, 
the  addition  of  a very  small  amount  of  blood, 
either  finger,  clotted,  or  oxalated,  and  mixing  for 
a few  seconds.  A large  drop  of  blood  is  placed  in 
the  Anti-Rho  oval  and  mixed  thoroughly.  The 
card  is  tilted  gently  up  and  down.  If  agglutina- 
tion has  not  occurred  in  the  Anti-Rho  oval  after 
three  minutes,  a drop  of  normal  saline  is  added. 
This  will  often  bring  out  a weak  Rh0  positive  reac- 
tion and  will  wash  out  rouleau  formation. 

The  open  slide  technic  is  employed  at  the 
Metropolitan  Hospital.  All  Rh0  negative  reac- 
tions are  checked  by  the  test  tube  method  and  un- 
certain ABO  reactions  by  reverse  groupings. 
Two  individuals  made  simultaneous  tests  with 
the  Haematype  cards  and  the  open  slide  method, 
and  the  results  were  compared.  Clotted  blood 
was  used  in  this  evaluation  study.  The  bloods 
were  rechecked  by  the  test  tube  and  reverse 
grouping  technics  when  a discrepancy  existed 
between  the  two  methods. 

Results 

Five  hundred  patients  were  the  basis  for  the 
comparison.  There  was  complete  agreement  on 

* Supplied  by  Haematype  Inc.,  Jamaica,  New  York. 
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Fig.  1.  Haematype  card  with  the  sera  fixed  in  the 
ovals. 

the  ABO  groups,  except  in  three  instances,  where 
the  Haematype  cards  detected  group  A B bloods 
which  were  not  demonstrated  with  the  open  slide 
technic.  Rouleau  formation  was  interpreted  as 
Rh0  positive  agglutination  with  the  Haematype 
cards  in  four  cases.  These  bloods  gave  an  Rh0 
negative  reaction  with  the  open  slide  technic.  A 
recheck  by  the  test  tube  method  revealed  them  to 
be  Rho  negative  bloods. 

Comments 

This  study  indicates  that  the  Haematype  sys- 
tem is  an  accurate  and  rapid  method  for  doing 
blood  grouping  and  Rh0  determination  which  will 
yield  permanent  records.  There  were  no  errors 
made  in  the  ABO  groupings.  The  0.8  per  cent  of 
error  in  the  Rho  determination  wTas  due  to  mis- 
interpretation of  rouleau  formation  for  agglutina- 
tion. These  figures  compare  favorably  with 
those  of  Ahronheim,  who  found  a 0.1  per  cent 
error  in  the  ABO  grouping  and  a 0.7  per  cent 
error  in  the  Rh0  determination  in  using  the 
costlier  and  longer  test  tube  and  reverse  group- 
ing technics.4 

The  Haematype  cards  are  a modification  of  the 
open  slide  technic,  and  some  may  object  to  this 
method  for  accurate  blood  grouping.  However, 
Allen  et  al.,  in  their  pilot  mass  typing  program  of 
1,206  individuals,  found  an  over-all  error  of  0.08 
per  cent  for  the  open  slide  technic  as  compared 
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Fig.  2.  Agglutination  in  the  Anti-A  and  Anti-Rho  Fig.  3.  No  agglutination  in  any  of  the  ovals.  This 
ovals  and  no  agglutination  in  the  Anti-B  oval.  This  patient  is  Type  O,  Rho  negative, 

patient  is  Type  A,  Rho  positive. 


with  0.41  per  cent  for  the  test  tube  and  reverse 
grouping  methods.* 1 2 3 4 

The  Haematvpe  system  has  several  advantages 
over  the  open  slide  technic.  A permanent  rec- 
ord is  obtained,  making  it  possible  to  recheck  the 
results  and  completely  eliminate  clerical  errors, 
which  may  be  considerable.  It  is  more  rapid,  for 
the  sera  are  fixed  to  the  card.  The  dried  state  of 
the  sera  seems  to  increase  its  avidity.  The 
agglutination  is  more  readily  seen  because  of  the 
white  background. 

The  prepared  cards  were  left  at  room  tempera- 
ture for  as  long  as  four  months  without  loss  of 
sera  avidity.  The  cards  yielded  accurate  results 
after  incubation  at  37  C.  for  four  weeks.  Re- 
peated freezing  and  thawing  experiments  did  not 
interfere  with  the  accuracy  of  the  cards. 

The  Haematvpe  system  is  ideally  suited  for  a 
mass  blood  typing  program,  for  it  can  be  done  in  a 
hospital,  laboratory,  doctor's  office,  or  any  con- 
venient center.  The  equipment  required  is  a 
Haematvpe  card,  saline  solution,  toothpicks,  and 
a suitable  lancet  for  finger  puncture. 


Summary 

1.  The  Haematvpe  system  is  introduced, 
which  utilizes  the  sera  fixed  to  a card  and 
requires  merely  saline  and  blood  to  obtain  blood 
grouping  and  Rho  determination  as  a permanent 
record. 

2.  The  Haematvpe  cards  showed  an  accuracy 
comparable  with  that  of  the  open  slide  technic  in 
an  evaluation  study  of  500  patients. 

3.  The  Haematvpe  system  is  a rapid  and 
accurate  method  for  blood  grouping  and  Rh0 
determination  and  eliminates  the  possibility  of 
clerical  error. 


The  open  slide  technic  tests  were  done  by  Mrs.  Fannie 
Kaminick,  Junior  Bacteriologist,  Metropolitan  Hospital.  We 
gratefully  acknowledge  her  interest  and  kind  cooperation. 
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THE  TREATMENT  OF  CONSTIPATION  IN  PREGNANT  WOMEN 


The  desirability  of  finding  a suitable  and  safe 
laxative  to  relieve  the  constipation,  which  is  a fre- 
quent complication  of  pregnancy  after  the  second 
month,  encouraged  the  author  to  make  a clinical 
trial  of  Glvsennid  (Sandoz),  a combination  of 
sennocides  A and  B derived  from  Cassia  angusti- 
folia.  Results  of  trials  in  91  patients  over  a period 
of  five  vears  support  the  conclusions  of  other  inves- 
tigators that  this  preparation  is  safe  (except  where 


there  is  obstruction  or  open  lesion  of  the  gastro- 
intestinal tract),  nontoxic,  and  in  most  cases  stim- 
ulates evacuation  without  attendant  griping. 
In  this  series,  86  out  of  91  patients  were  relieved,  and 
72.5  per  cent  were  free  from  griping.  Glvsennid  is 
dispensed  in  small  tablets  which  are  tasteless  and 
easv  to  swallow. — Michael  C.  C.  Lilienfeld,  M.D., 
American  Practitioner  and  Digest  of  Treatment, 
August,  1952 


ADMISSION  TO  HOSPITAL:  A STUMBLING  BLOCK  IN  IMPENDING 
DELIRIUM 


Max  Levin,  M.D.,  New  York  City 
( From  the  Hospital  for  Joint  Diseases ) 

ADMISSION  to  the  hospital  is  supposed  to 
help  a sick  man  and  usually  does,  but  some- 
times it  does  the  opposite.  Elsewhere  I have 
shown  that  admission  to  the  hospital  may  precip- 
itate a delirium  in  a patient  teetering  on  the 
verge  of  this  psychosis.1 

A good  example  is  bromide  delirium.  A 
patient  overdosed  with  this  drug  may  break 
down  and  become  delirious  a few  hours  or  days 
after  he  has  entered  the  hospital,  even  if  in  this 
interval  he  has  taken  no  drugs  to  add  to  his  bur- 
den. 

To  be  sure,  when  a man  becomes  delirious  soon 
after  admission,  one  cannot  prove  that  he  would 
not  have  become  delirious  even  if  he  had  stayed  at 
home.  But  there  have  been  many  such  cases, 
and  coincidence  might  account  for  some  but  not 
all.  Moreover,  there  are  good  theoretic  reasons 
to  assume  that  the  change  from  home  to  hospital 
places  a specific  kind  of  burden  on  the  highest 
cerebral  centers  and  thus  facilitates  the  outbreak 
of  the  psychosis.1 

Doctors  send  patients  into  the  hospital  every 
day,  and  if  this  step  can  do  harm  to  a patient  on 
the  verge  of  delirium,  doctors  ought  to  know  about 
it.  The  trouble  with  putting  this  knowledge  to 
practical  use,  though,  is  that  so  often  the  doctor 
does  not  know  that  his  patient  is  on  the  verge  of 
delirium. 

Ignorance  of  delirium  is  widespread,  even 
among  psychiatrists.2  This  fact  is  strange,  for 
of  all  the  big  words  in  psychiatry,  “delirium”  is 
the  one  we  learned  first.  “Delirium”  entered 
our  vocabulary  before  we  were  fourteen,  whereas 
we  did  not  learn  such  words  as  schizophrenia 
until  we  entered  medical  school. 

The  ease  with  which  one  may  overlook  an 
impending  delirium  may  be  seen  in  a typical 
case  of  a neurotic  woman  of  forty-five  who  had 
been  taking  bromide  for  headache,  irritability, 
and  insomnia.  Instead  of  becoming  better,  her 
course  went  downhill,  and  without  telling  her 
doctor  she  doubled  the  dose  of  bromide  on  the 
assumption  that  two  cooks  are  always  better 
than  one.  Her  rate  of  deterioration  shot  up, 
and  she  became  a “nervous  wreck.”  She  had 
grown  forgetful  to  an  appalling  degree,  her  head- 
aches and  other  pains  had  become  alarming,  and 
she  became  tremulous  and  unsteady  on  her  feet. 

Now  it  was  her  doctor’s  turn  to  have  insomnia, 
and  he  lay  awake  wondering  what  he  might  have 


overlooked.  Consultants  were  called  in.  and  they 
too  were  puzzled.  Could  it  be  a brain  tumor  or 
some  other  dread  malady?  There  was  only  one 
possible  course  left,  to  send  her  to  the  hospital 
for  a complete  checkup.  She  went  to  the  hos- 
pital, and  the  next  day  ran  out  into  the  hall  in 
panic  and  was  found  to  be  completely  out  of  her 
senses.  A quantitative  serum  bromide  test 
then  cleared  up  the  mystery. 

Why  did  no  one  think  of  the  bromide  test 
several  weeks  earlier  when  delirium  could  have 
been  averted?  As  for  physicians,  although  much 
has  been  written  about  bromide  intoxication, 
many  of  our  colleagues  are  unaware  of  the 
dangers  of  this  drug.  As  for  laymen,  they  can- 
not be  expected  to  know  what  some  doctors  do 
not  know.  Moreover,  many  people  take  bro- 
mide in  the  form  of  proprietary  nostrums  bought 
in  the  drug  store,  and  the  warnings  on  the  label 
are  in  such  small  print  as  to  discourage  all  but 
the  sharpest  eye  from  taking  notice  of  them. 

In  the  case  just  cited  the  delirium  was  due  to 
bromide,  but  it  broke  out  a day  after  admission 
to  the  hospital ; this  event,  I submit,  could  have 
precipitated  it.  How  could  admission  to  the 
hospital  bring  an  impending  delirium  out  into 
the  open?  This  question  was  discussed  in  the 
earlier  article.1 

The  sine  qua  non  of  delirium  is  disorientation. 
When  disoriented  for  place,  the  patient  cannot 
keep  track  of  his  bearings  and  does  not  know  where 
he  is.  Typically,  when  he  is  in  the  hospital,  he 
thinks  he  is  at  home.3  When  a man  is  on  the 
verge  of  delirium,  he  has  not  yet  lost  his  power  of 
orientation  but  is  on  the  verge  of  losing  it;  he 
is  holding  on  to  it  by  a thread.  At  such  a mo- 
ment any  unusual  change  in  situation,  such  as 
in  the  transfer  from  home  to  hospital,  puts  a 
strain  on  the  highest  cerebral  centers,  which, 
in  their  weakened  condition,  break  down  under 
the  new  burden,  like  the  camel’s  back  under  the 
final  straw. 

One  may  be  inclined  to  doubt  that  a seemingly 
simple  change  of  situation  may  cause  so  much 
trouble.  When  one  takes  a sleeper  in  New  York 
and  wakes  up  in  Chicago,  it  does  not  seem  to 
require  any  great  effort  to  keep  in  mind  that  one 
is  now  in  Chicago.  But  even  the  simplest  mental 
function  imposes  on  the  brain  a burden  which 
one  can  bear  when  one  is  well,  but  not  when  one  is 
on  the  verge  of  cracking  up.  A little  physical 
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exercise  may  be  nothing  to  a healthy  man  but 
may  prove  catastrophic  to  a man  in  the  pre- 
paralytic stage  of  poliomyelitis,  tipping  the  bal- 
ance in  favor  of  paralysis.  The  fact  that  orienta- 
tion is  lost  in  delirium  shows  that,  easy  as  the 
function  is,  the  cerebral  centers  that  subserve  it 
are  vulnerable  and  can  break  down  under  the 
combined  action  of  toxemia  and  the  strain  of 
adaptation. 

The  cerebral  strain  involved  in  transfer  from 
home  to  hospital  should  not  be  taken  lightly. 
The  strange  sights,  sounds,  and  smells  are  be- 
wildering. Wolff  and  Curran  have  pointed  out 
that  patients  already  delirious  are  sensitive  to 
new,  rapidly  changing,  or  complex  situations.4 
For  example,  one  patient  the}’-  describe  as  be- 
coming “very  restless,  anxious,  apprehensive, 
and  muddled  when  moved  from  his  own  room  to 
the  roentgen  room.” 


In  conclusion,  I submit  that  a patient  on  the 
verge  of  delirium  should  be  kept  at  home  if 
possible.  If  he  is  sent  to  the  hospital,  he  should 
be  shielded  from  bustle  and  excitement,  and  from 
any  activity  that  fatigues  the  brain.  It  would 
be  naive  to  suppose  that  since  the  patient  is 
highly  nervous,  his  mind  must  be  taken  off  him- 
self with  occupational  and  recreational  therapy. 
Basket  weaving,  cards,  and  checkers  may  tax 
him  enough  to  exhaust  his  already  meager  re- 
sources and  so  topple  him  over  the  brink  into 
delirium. 
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MONTHLY  PENICILLIN  THERAPY  PREVENTS  RECURRENCES  OF  RHEUMATIC  FEVER 


Routine  year-round  prevention  against  recur- 
rences of  rheumatic  fever  with  orally  administered 
penicillin  was  advocated  in  an  article  in  the  January 
31  issue  of  the  Journal  of  the  American  Medical  As- 
sociation.. 

A five-year  study  of  children  suffering  from  rheu- 
matic fever  has  confirmed  reports  that  200,000  units 
of  penicillin  given  four  times  a day  for  seven  consec- 
utive days  the  first  week  of  each  month  will  reduce 
significantly  the  number  of  recurrences  of  the  disease. 
The  study  was  made  by  Dr.  Kate  H.  Kohn,  Dr. 
Albert  Milzer,  and  Helen  MacLean,  A.B.,  Chicago, 
all  of  whom  are  associated  with  the  departments  of 
microbiology  and  cardiovascular  research,  Medical 
Research  Institute,  Michael  Reese  Hospital. 

“The  natural  history  of  the  disease,  with  its  high 
recurrence  rate  and  serious  sequelae,  makes  pro- 
phylaxis imperative,”  the  authors  stated.  “The 
rheumatic  child  should  receive  routine  year-round 
penicillin  prophylaxis  through  puberty  and  possibly, 
if  exposure  to  concentrated  streptococcal  infection  is 
great  (such  as  in  schools  or  in  the  Army),  until  the 
age  of  twenty-five. 

“In  the  last  two  years  of  our  study,  more  than  one 


third  of  the  recurrences  occurred  in  children  aged 
thirteen  years  or  older.  The  great  number  of  cases 
of  rheumatic  fever  in  the  armed  services  during 
World  War  II  also  demonstrates  the  need  of  con- 
tinuing prophylaxis  well  into  adult  lfe.” 

Routine  monthly  courses  should  be  supplemented 
by  semimonthly  courses  during  the  time  of  year 
when  the  infection  is  most  prevalent,  the  authors 
added.  As  an  example,  they  cited  that  approxi- 
mately 50  per  cent  of  the  recurrences  in  the  Chicago 
area  occurred  during  February  and  March.  The 
children  studied  lived  at  home,  attended  public 
schools,  and  led  normal  lives  in  so  far  as  their  heart 
status  permitted,  the  authors  pointed  out.  Some 
of  the  children  received  the  monthly  penicillin 
therapy,  while  the  remainder  received  no  treatment 
and  acted  as  a control  group. 

During  the  third  year  of  the  study,  there  were  no 
recurrences  among  the  treated  group,  as  against  20 
recurrences  in  the  control  group.  There  was  one 
recurrence  in  the  treated  group  during  the  fourth 
year,  compared  to  26  in  the  control  group.  In  the 
fifth  year,  one  recurrence  occurred  in  the  treated 
group;  19  occurred  in  the  control  group. 


AN  EVALUATION  OF  PANCREATIC  FUNCTION  TESTS 

David  A.  Dreiling,  Sr.,  M.D.,  New  York  City 

( From  the  Surgical  Service  and  the  Division  of  Chemistry,  Mount  Sinai  Hospital) 


IN  SPITE  of  much  clinical  and  investigative 
research  in  the  past  decade,  the  diagnosis  of 
diseases  of  the  external  pancreatic  gland  has 
continued  to  plague  the  clinician.  The  old  adage, 
“To  think  of  it  is  to  make  the  diagnosis,”  is 
not  enough  in  pancreatic  disease  inasmuch  as  the 
internist  is  acutely  aware  of  this  organ.  Pre- 
sumptive diagnoses  of  pancreatic  disease  are 
very  frequently  made,  but  remain  just  as  often 
unproved,  or,  what  is  worse,  are  accepted  with- 
out adequate  substantiation. 

The  difficulty  in  the  diagnosis  of  pancreatic 
disease  is  easy  to  understand.  This  diagnosis, 
in  most  clinics,  depends  upon  gross  qualitative 
laboratory  tests.  Thus,  from  the  very  onset, 
the  choice  lies  between  the  presence  of  pancreatic 
secretion  and  the  complete  absence  of  pancreatic 
secretion.  ' Precise,  early  recognition  of  pancre- 
atic disorders  requires  a quantitative  test  of  pan- 
creatic function.  The  purpose  of  this  communica- 
tion is  to  review  the  more  important  laboratory 
procedures  from  which  external  pancreatic 
function  may  be  determined  and  to  estimate  the 
usefulness  and  reliability  of  these  procedures  in 
the  diagnosis  of  pancreatic  disease.  Such  an 
analysis  must  include  a discussion  of  three  types 
of  test  procedures:  (1)  examination  of  the  blood 
for  pancreatic  enzymes,  (2)  examination  of  the 
feces  chemically,  and  (3)  examination  of  the 
duodenal  contents.  A consideration  of  clinical 
symptomatology,  roentgenograph}',  and  other 
laboratory  data  is  beyond  the  scope  of  this  paper. 

Examination  of  the  Blood  Enzymes 

The  demonstration  by  Elman  that  pancreatic 
duct  occlusion  and/or  pancreatic  inflammatory 
reactions  result  in  an  immediate  but  transient 
serum  amylase  elevation  remains  one  of  the  major 
contributions  to  the  diagnosis  of  pancreatic 
disease.1  The  blood  amylase  rises  rapidly  in 
the  first  few  hours  of  illness,  reaches  a maximum 
usually  within  twenty-four  hours,  and  then 
falls  precipitously  to  normal  from  the  forty- 
eighth  to  the  seventy-second  hour.  There  is 
some  evidence  that  a rise  in  the  serum  lipase 
occurs  during  the  second  or  tliird  day  and  may 
persist  during  the  first  week  of  illness.2 

At  first  glance,  it  would  appear  that  these 
blood  enzyme  concentrations  (the  urinary  enzyme 
levels  need  no  comment  since  they  merely  reflect 
the  blood  contents3-4)  would  constitute  an  ideal 
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simple  diagnostic  test.  This  has  not  been  the 
case.  Patients,  unfortunately,  do  not  always 
present  themselves  at  the  very  onset  of  sickness 
Thus,  a primary  elevation  may  be  missed,  and 
therefore,  a normal  blood  amylase  does  not  ex- 
clude pancreatic  disease.  On  the  other  hand,  the 
demonstration  of  an  elevated  blood  amylase  has 
been  taken  by  some  to  be  an  absolute  indication 
of  pancreatic  disease.1  Yet  it  has  been  repeat- 
edly noted  that  high  amylases  may  occur  in 
acute  gallbladder  disease,5  common  duct  stone,5 
biliary  dyskinesia,6-8  and,  most  recently,  even  after 
morphine  injection.9-10  Another  disadvantage  of 
the  serum  enzyme  concentration  test  is  that  the 
level  of  enzyme  cannot  be  correlated  either  with 
the  severity  of  pathology  or  with  the  prognosis.1-11 

The  evanescence  of  amylase  elevations  and  the 
failure  of  quantitative  applicability  have  led 
to  the  development  of  the  so-called  provocative 
blood  enzyme  tests.6,12-24  In  these  proce- 
dures, a pancreatic  secretogogue  is  given  parenter- 
ally,  following  which  the  blood  enzyme  level  is 
determined  at  intervals  for  three  to  five  hours. 
The  stimulants  used,  either  singly  or  in  combina- 
tion6-24 are  secretin12-13  parasympathomimetic 
drugs  such  as  Prostigmin,16-17  Mecholyl,15-20 
Urecholine,15-22  and  the  sphincter  motor  agent, 
morphine.14-15,21*23  Depending  upon  the  number 
and  types  of  stimuli  used,  two  types  of  tests  have 
been  described:24  (1)  those  in  which  the  stimulus 
causes  a rise  in  serum  amylase  in  normal  patients 
(the  failure  of  the  amylase  to  rise  is  then  indica- 
tive of  pancreatic  insufficiency  as  seen  in  chronic 
pancreatitis)  and  (2)  those  in  which  the  stimulus 
causes  no  elevation  of  serum  amylase  in  normal 
patients  but  does  cause  elevation  in  those  with 
pancreatic  duct  obstruction  (a  positive  response, 
thus,  would  indicate  pancreatic  cancer). 

Despite  initial  promising  reports,  this  approach 
has  not  been  successful  in  the  hands  of  most 
investigators.7-15-20-22-24  The  experience  at  Mount 
Sinai  Hospital,  as  yet  unpublished,  comprises 
about  200  studies  in  patients  with  and  without 
pancreatic  disease,  using  combinations  of  secre- 
tin, Mecholyl,  Urecholine,  and  morphine.  The 
responses  obtained  in  these  patients  have  not 
correlated  with  the  known  state  of  pancreatic 
function  as  determined  by  operation  and/or 
secretin  test. 

A critical  analysis  of  all  the  pancreatic  blood 
enzyme  researches  boils  down  to  the  inescapable 
truism  postulated  by  Elman  in  1929,  namely, 
that  in  the  early  stages  of  acute  pancreatitis 
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and  acute  pancreatic  duct  obstruction,  there  is 
a definite  but  transient  elevation  of  the  serum 
enzymes.  Elevations  are  significant  when  pres- 
ent, but  normal  blood  enzyme  levels  do  not  ex- 
clude pancreatic  disorders. 

Examination  of  the  Feces 

The  appearance  of  bulky,  foul,  greasy  stools 
in  pancreatic  disease  has  been  the  basis  of  the 
second  type  of  laboratory  procedure  in  the  diag- 
nosis of  pancreatic  disease.  In  this  type  of  test 
of  pancreatic  function,  the  stool  is  analyzed 
chemically  for  nitrogen  content,  total  fat,  un- 
digested fat,  and  fatty  acid  concentration.  In 
order  to  obtain  quantitative  data,  such  an  exam- 
ination must  always  be  done  after  prepara- 
tion of  the  patient  for  three  days  on  a fixed  diet. 
Stool  analysis  gives  information  not  only  as  to 
the  completeness  of  digestion  but  also  as  to  the 
extent  of  absorption  of  foodstuffs.  A high  nitro- 
gen, high  total  fat,  high  unsplit  fat,  and  low  fatty 
acid  content  obviously  means  incomplete  enzy- 
matic digestion.  On  the  other  hand,  high  nitro- 
gen content,  high  total  fat,  low  unsplit  fat,  with 
high  fatty  acid  content  indicates  incomplete 
absorption.  From  the  theoretic  point  of  view, 
these  concepts  are  sound.  In  practice,  however, 
there  is  an  additional  variable  which  affects 
both  the  completeness  of  digestion  and  the  extent 
of  absorption,  that  is,  intestinal  transit  time. 
When  the  transit  is  rapid,  completeness  of  diges- 
tion and  absorption  is  so  interfered  with  that  a 
positive  differentiation  between  pancreatic  dis- 
ease and  nonpancreatic  digestive  disorders  as- 
sociated with  hyperperistalsis  or  absorption 
defect  is  impossible.  Thus,  steatorrhea  and  azo- 
torrhea  may  be  seen  in  sprue,  pellagra,  Whipple’s 
disease,  hyperthyroidism,  ileitis,  ulcerative  coli- 
tis, achylia  gastrica,  and  other  intestinal  diseases. 19 

That  patients  with  chronic  pancreatitis  display 
changes  in  stool  composition  is  not  to  be  doubted. 
The  excellent  studies  of  Dornberger  and  others 
have  shown  this  to  be  true.25  -27  However,  the 
observed  changes  are  not  specific  and  not  diag- 
nostic. In  an  unreported  series  of  53  patients 
with  proved  chronic  pancreatitis,  only  eight 
patients  (17  per  cent)  had  stool  abnormalities. 
In  Dornberger’s  series  of  20  patients  with  chronic 
pancreatitis,  there  were  six  cases  (30  per  cent) 
whose  stool  analysis  data  fell  outside  the  normal 
ranges  Amongst  these  20  patients,  there  were 
ten  mild  cases  and  ten  patients  with  advanced 
disease.  Five  of  the  six  patients  with  abnormal 
stool  findings  were  in  the  advanced  disease  group. 
These  findings  and  the  reports  of  others  make  it 
clear  that  stool  abnormalities  are  evidenced  only 
in  the  advanced  stages  of  pancreatic  disease.19'28 
This  latter  fact,  supported  by  the  observations 
of  Brunschwig29  and  other  surgeons  who  have 
performed  major  pancreatic  resections  with  sur- 


prisingly minimal  digestive  disturbance  in  their 
patients,  has  given  rise  to  the  impression  among 
clinicians  that  the  pancreas  has  tremendous 
reserve  capacity.  Unfortunately,  this  concept 
has  been  interpreted  by  some  to  mean  that  tre- 
mendous damage  to  the  pancreas  is  required 
before  there  is  an  alteration  of  the  pancreatic 
secretion.  The  concept  of  tremendous  reserve 
digestive  capacity  is  correct,  and  therefore  analy- 
sis of  the  stool  cannot  be  used  as  a quantitative 
test  of  pancreatic  function.  The  concept  of 
tremendous  reserve  secretory  capacity,  I believe,  is 
incorrect  because,  as  will  be  shown,  the  pancreatic 
function  can  be  studied  quantitatively  by  analysis 
of  the  duodenal  drainage. 

Examination  of  the  Duodenal  Drainage 

The  earliest  direct  approach  to  the  study  of 
pancreatic  function  was  made  by  Einhorn  who 
analyzed  duodenal  drainage  specimens  obtained 
by  means  of  a duodenal  tube.  His  qualitative 
determinations  of  enzyme  concentrations  were 
refined  by  Hollander,  Ehrman,  and  Volhard  who 
used  olive  oil  and  starch  as  specific  stimulants 
to  pancreatic  flow.30  It  remained  for  Hammar- 
sten,  Lagerlof,  and  Agren  to  introduce  the  first 
quantitative  test  of  pancreatic  function.31  These 
observers  succeeded  in  purifying  the  secretin 
extract  of  Bayliss  and  Starling32  and  in  producing 
an  intravenous  preparation  which  was  free  from 
cholecystokinin  and  pyrogen.  The  Norwegian 
investigators  further  demonstrated  that  with 
suction  and  with  a double  lumen  gastroduodenal 
tube,  uncontaminated  duodenal  drainage  could 
be  obtained  quantitatively.  Since  these  classical 
studies,  there  have  been  numerous  reports  on 
the  clinical  application  of  the  secretin  test.31'33-50 

In  the  secretin  test,  the  patient  is  intubated 
fluoroscopically  after  a twelve-hour  fast.  Then 
1.0  clinical  units  of  secretin  per  Kg.  body  weight 
(a  submaximal  stimulus  which  is  dissipated  within 
eighty  minutes)  is  injected  intravenously,  and 
the  duodenal  drainage  is  collected  for  eighty 
minutes.  The  duodenal  flow  following  secretin 
is  high  in  water  content,  high  in  bicarbonate 
concentration,  and  low  in  enzyme  concentration. 
Volume  and  bicarbonate  secretion  are  definitely 
stimulated  by  secretin.51  The  enzyme  output 
is  not  affected ; in  fact,  the  enzyme  concentration 
falls  as  the  rate  of  secretion  rises.51  The  total 
volume,  the  maximum  bicarbonate  concentra- 
tion, and  the  total  enzyme  content  characterize 
the  pancreatic  response  to  secretin.47  -50  In 
accordance  with  the  modern  concept  of  paral- 
lelism of  enzyme  secretion31'52-55  only  the  enzyme 
amylase  need  be  studied. 

In  order  to  demonstrate  how  the  quantitative 
data  obtained  with  the  secretin  test  can  be  applied 
in  the  diagnosis  of  pancreatic  disease  and  also  to 
illustrate  the  practical  limitation  of  the  proce- 
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TABLE  1. — Secretin'  Response  Data  in  172  Cases  Without  Pancreatic  Disease 


Amylase  Secretion 

Volumes  Maximum  Concen-  Quantity 

Total  (ml.  per  Bicarbonate  tration  Total  (units 

(ml.)  Kg.)  (mEq.  per  L.)  (units  per  ml.)  Units  per  Kg.) 


Heterogeneous  Series  (91  Cases) 
Range 
Mean 

Standard  deviation 
Coefficient  of  variation 
Homogeneous  Series  (81  Cases) 
Range 
Mean 

Standard  deviation 
Coefficient  of  variation 


99  to  449  1.7  to  7.5  60  to  140 

204  3.6  104 

67.0  1.2  15.6 

33  per  cent  35  per  cent  15  per  cent 

107  to  492  1.8  to  7.6  80  to  140 

191  3.2  108 

56.3  0.6  7.7 

30  per  cent  18  per  cent  7 per  cent 


1.0  to  20.0  311  to  2.551  5.5  to  41.3 

5.2  1,044  17.6 

2.8  519  8.6 

54  per  cent  50  per  cent  49  per  cent 

0.9  to  17.6  309  to  2,366  6.1  to  34.6 

4.3  867  14.2 

1.8  213  3.1 

37  per  cent  25  per  cent  21  per  cent 


dure,  the  pertinent  data  from  800  secretin  tests 
will  be  presented. 

Material 

Normal  Patients. — Table  I is  a summary  of  the 
secretin  response  data  obtained  in  172  patients 
without  pancreatic  disease.47  Ninety-one  of 
these  were  investigated  when  secretin  was  not 
generally  available,  and  consequently  the  secretin 
used  was  from  different  sources.  Eighty-one 
patients  were  studied  with  the  Wyeth  Secretin, 
prepared  according  to  the  method  of  Dr.  M.  H.  F. 
Friedman.56  The  data  clearly  indicates  that 
studies  performed  with  a single  standardized 
preparation  give  statistically  better  results,  as 
judged  by  lower  coefficients  of  variation,  than 
studies  conducted  with  different  secretin  ex- 
tracts. Within  the  homogeneous  group,  the 
most  consistent  data  is  seen  in  the  bicarbonate 
responses.  The  coefficient  of  variation  in  the 
volume  and  enzyme  data,  even  when  adjusted 
for  body  weight,  which  appears  to  reduce  the 
scatter,  is  still  more  than  twice  the  coefficient  of 
variation  of  the  bicarbonate  data.  The  enzyme 
concentration  data  shows  the  greatest  variability 
of  all.  It  must  be  emphasized,  however,  that 
the  scatter  in  the  total  enzyme  secretion  data  is 
not  as  great  as  for  enzyme  concentration  and 
not  significantly  larger  than  in  the  volume  data. 
The  conclusion  seems  inescapable  that  in  this 
material,  enzyme  secretion  data  appears  as  statis- 
tically valid  as  the  volume  data,  a conclusion 
which  is  at  variance  with  that  of  some  investiga- 
tors.57 

The  normal  ranges  can  be  calculated  from  the 
data  in  Table  I,  using  an  interval  of  2 sigma  on 
either  side  of  the  mean.  This  will  include  97  per 
cent  of  the  patients  without  pancreatic  disease. 
Actually,  only  the  lower  limit  is  important  since 
from  the  clinical  point  of  view  external  hyper- 
secretion of  the  pancreas  has  never  been  de- 
scribed. The  derived  values  are  given  in  Table  II. 

Patients  with  Pancreatic  Cancer. — The  secretin 
response  data  of  patients  with  cancers  of  the 
pancreas  might  be  expected  to  exhibit  reduction 
in  the  volume  responses  and,  secondary  to  this 
and  to  a lesser  degree,  a reduction  in  the  total 
amylase  secretion.  This  alteration  in  pancreatic 


TABLE  II. — Ranges  of  Norms  Derived  from  Secretin 
Response  Data  in  81  Control  Patients 


Total 
Volume 
(Ml.  per  Kg.) 

Maximum 
Bicarbonate 
Concentration 
(mEq.per  L.) 

Total 
Amylase 
(Units  per  Kg.) 

2.0 

90 

6.0 

or 

or 

or 

more 

more 

more 

secretion,  from  a theoretic  point  of  view7,  results 
from  obstruction  in  the  pancreatic  duct  system. 
Table  III  lists  the  secretin  response  data  of  61 
patients  with  proved  pancreatic  cancers.50  These 
are  grouped  according  to  the  position  and  extent 
of  the  tumor.  It  will  be  observed  that  abnormal- 
ities are  most  consistently  seen  in  the  volume  data 
and  that  the  greatest  deviations  occur  in  tumors 
which  involve  the  gland  diffusely.  Tumors  of 
the  head  and  body  produce  lesser  changes  in 
secretion.  Tail  neoplasms  cause  no  alteration 
in  pancreatic  secretion. 

The  data  presented  supports  the  hypothesis 
that  the  alteration  of  the  secretin  response  in 
pancreatic  cancers  is  a quantitative  one  depending 
upon  the  site  and  degree  of  pancreatic  duct  ob- 
struction. The  potency  of  the  juice  is  diminished 
in  the  extensive  lesions  because  of  the  vast  amount 
of  parenchyma  destroyed,  and  probably  also  be- 
cause of  the  chronic  inflammatory  reaction  that 
occurs  in  association  with  the  cancer.  That 
these  findings  are  not  merely  nonspecific  can  be 
demonstrated  by  review  of  the  secretin-test  data 
of  patients  with  cancers  of  organs  contiguous  to 
but  not  involving  the  pancreas.  This  is  done  in 
Table  IV.  The  secretin  responses  in  each  of  the 
15  patients  are  normal. 

The  limitations  of  the  secretin  test  in  the  diag- 
nosis of  pancreatic  cancer  are  clear.  First, 
tumors  which  do  not  cause  major  pancreatic  duct 
obstruction  cannot  be  detected.  These  include 
tail  carcinomas  and  those  involving  the  accessory 
duct  system.  Second,  in  the  diffuse  lesions 
affecting  large  portions  of  the  gland,  the  secretin 
response  data,  which  includes  both  reduction  in 
quantity  and  potency  of  the  secretion,  cannot 
be  differentiated  from  the  responses  in  the  end 
stages  of  chronic  pancreatitis,  as  will  be  subse- 
quently shown.  Such  a differentiation,  indeed, 
is  not  often  possible  at  the  operating  table. 
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TABLE  III. — Summary  of  Secretin  Response  Data  in  61  Cases  with  Pancreatic  Tumors 


^-Average  Pancreatic  Response-. 

Nura- 

Bicar- 

, 

— Normal  Responses- 

ber 

Volume 

bonate 

Amylase 

Volume s 

< — Bicarbonate — ■ 

A m ylase . 

of 

(ml.  per 

(mEq. 

(units 

Num- 

Per 

Num- 

Per 

Num- 

Per 

Tumor 

Cases 

Kg.) 

per  L.) 

per  Kg.) 

ber 

Cent 

ber 

Cent 

ber 

Cent 

Diffuse 

12 

1 . 1 

52 

4.5 

0 

0 

1 

8 

3 

25 

Head 

30 

1.4 

80 

5 0 

2 

6 

14 

47 

11 

37 

Body 

14 

1.6 

86 

5 . 3 

2 

14 

7 

50 

6 

43 

Tail 

5 

3.8 

108 

13.0 

5 

100 

5 

100 

5 

100 

Average  normal 

series 

81 

3.2 

108 

14.2 

Lower  limit 

normal  series 

81 

2.0 

90 

6.0 

Patients  with  Pancreatitis. — Investigation  of 
the  pancreatic  secretion  following  secretin  in 
patients  with  pancreatitis  leads  to  confusing 
'■  results  unless  care  is  taken  to  include  only  proved 
cases.  It  seems  most  reasonable,  during  the 
experimental  approach,  to  make  diagnostic  re- 
quirements most  rigorous  in  order  to  assure  more 
certain  correlation  of  the  laboratory  findings 
with  the  pathologic  state.  Thus,  for  the  diag- 
nosis of  acute  pancreatitis,  either  a significantly 
elevated  blood  amylase  or  the  demonstration  of 
pancreatic  pathology  with  fat  necrosis  at  laparot- 
omy is  necessary.  Chronic  pancreatitis  should 
be  diagnosed  only  when  one  or  more  of  three 
criteria  are  satisfied:  (1)  repeated  acute  abdom- 
inal attacks  with  repeated  elevation  of  the  blood 
amylase,  (2)  pancreatic  calcinosis  on  the  x-ray 
film,  and  (3)  operative  pancreatic  biopsy. 

The  secretin  response  data  of  95  patients  with 
proved  pancreatitis  are  summarized  in  Table  V. 
Forty-two  of  the  patients  were  investigated  after 
single  acute  attacks  of  pancreatitis.  The  re- 
maining 53  patients  satisfy  the  criteria  for  a 
diagnosis  of  chronic  pancreatitis. 

In  the  patients  with  acute  pancreatitis,  the 
data  indicates  that  volume,  bicarbonate,  and 
amylase  response  abnormalities  are  found,  or  the 
secretin  test  may  be  entirely  normal.  Indeed, 
if  the  responses  are  correlated  with  the  interval 
of  time  between  the  onset  of  symptoms  and  the 
performance  of  the  test,  it  becomes  evident  that 
the  pancreatic  secretion  in  acute  pancreatitis 
returns  to  normal  ranges  within  the  first  weeks 
of  illness.  Therefore,  the  secretin  test  has  very 
limited  value  in  the  diagnosis  of  acute  pancrea- 
titis. Its  only  application  may  be  in  the  prognos- 
tic sense  in  that  the  persistence  of  abnormal 
secretion  following  subsidence  of  clinical  illness 
may  be  indicative  of  permanent  parenchymal 
damage. 

The  data  in  patients  with  proved  chronic 
pancreatitis  is  quite  different  from  that  obtained 
in  patients  with  acute  pancreatitis.  It  will  be 
observed  that  in  chronic  pancreatitis,  the  bicar- 
bonate concentration  is  markedly  and  consist- 
ently depressed.  The  volume  and  enzyme 
secretion  appear  to  be  affected  to  a much  lesser 
degree.  Whether  this  dissociation  means  a 
differentiation  of  function  between  the  acinar 


TABLE  IV. — Secretin  Response  Data  op  15  Patients 
with  Tumors  of  Organs  Contiguous  to  the  Pancreas 


Pancreatic  Response 

✓ Data » 

Vol-  Bicar-  Amyl- 
ume  bonate  ase 

Operative  Location 

(ml.  per  (mEq.  (units 

of  Tumor 

Kg.)  per  L.)  per  Kg.) 

1. 

Carcinoma,  duodenum* 

7.5 

90 

30.0 

2. 

Retroperitoneal  carcinoma 

3.1 

113 

29.0 

3. 

Carcinoma,  common  duct 

2.1 

93 

13.0 

4. 

Carcinoma,  common  duct* 

2.5 

125 

7.0 

5. 

Retroperitoneal  carcinoma* 

3.2 

98 

15.3 

6. 

Carcinoma,  left  kidney* 

3.1 

98 

31.0 

7. 

Retroperitoneal  carcinoma 

2.7 

113 

8.7 

8. 

Carcinoma,  common  duct 

2.3 

91 

16.3 

9. 

Carcinoma,  common  duct* 

3.0 

111 

24.3 

10. 

Carcinoma,  portal  fissure 

2.9 

109 

7.4 

11. 

Retroperitoneal  sarcoma* 

3.2 

121 

22.7 

12. 

Retroperitoneal  sarcoma* 

2.1 

90 

21  2 

13. 

Carcinoma,  common  duct 

2.1 

131 

25.1 

14. 

Carcinoma,  duodenum* 

2.3 

94 

7.6 

15. 

Carcinoma,  duodenum 

2.0 

140 

15.1 

* Biopsy. 


and  intralobular  duct  cells58  or  a differential  loss 
of  function  is  not  clear.  It  certainly  does  not 
imply  that  in  inflammatory  disease  of  the  pan- 
creas the  ability  to  produce  a potent  buffering 
juice  is  more  consistently  and  characteristically 
lost  than  the  ability  to  produce  an  enzyme- 
potent  secretion.  The  prominence  of  the  defect 
in  bicarbonate  secretion  is  caused  by  the  use  of 
the  specific  stimulus,  secretin,  which  affects  the 
bicarbonate  secretion  but  does  not  influence  the 
rate  of  enzyme  secretion.51  Friedman59  and 
others34,43  have  commented  upon  a dissociation 
between  volume  and  enzyme  secretion. 34,43,59 

The  insensitivity  of  the  secretin  test  to  the 
quantitative  changes  in  enzyme  secretion,  which  ■ 
must  be  present  in  chronic  pancreatitis,  is  a 
remedial  defect  of  the  procedure.  To  overcome 
this  drawback,  various  investigators  have  com- 
bined the  secretin  stimulus  with  insulin,59,60 
Mecholyl,61  or  more  recently  with  Urecholine.62 
These  agents,  although  potent  enzyme  stimuli, 
have  the  serious  disadvantage  of  producing  not 
only  cardiovascular  side-reactions  and  disturbing 
changes  in  gastrointestinal  motility  but  also  of 
stimulating  the  production  of  large  amounts  of 
gastric  acid.  To  obtain  duodenal  drainage  un- 
contaminated by  gastric  juice  with  such  agents  is  a 
very  difficult  problem.  What  is  needed  to  com- 
plete the  secretin  test  by  adding  more  significance 
to  the  enzyme  data  is  a standardized  preparation 
of  pancreazymin.51 
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TABLE 


Acute  pancreatitis 
(42  patients) 
Chronic  pancreatitis 
(53  patients) 

No  pancreatic  disease 
(81  patients) 


V. — Secretin  Response  Data  in  42  Patients  with  Acute  Pancreatitis  and 
53  Patients  with  Chronic  Pancreatitis 


, — Average  Pancreatic  Response — . 

Bicar-  / — Normal  Responses . 

Volume  bonate  Amylase  Volume . , — Bicarbonate — . — -Amylase . 

(ml.  (mEq.  (units  Num-  Per  Num-  Per  Num-  Per 

per  Kg.)  per  L.)  per  Kg.)  ber  Cent  ber  Cent  ber  Cent 


2.5 

97 

11.9 

33  79 

28 

69 

31 

74 

[I 

2.1 

47 

5.7 

29  59 

2 

4 

21 

40 

3.2 

108 

14.2 

Average  values 

Vj{ 

2.0 

90 

6.0 

Lower  limit  normals 

'I 


Summary  and  Conclusions 

From  the  foregoing  analysis  of  the  various 
laboratory  procedures  used  in  the  diagnosis  of 
pancreatic  disease,  the  following  conclusions 
have  been  drawn: 

1.  Blood  amylase  elevations,  when  present, 
are  of  diagnostic  significance.  No  correlations 
can  be  made  on  a quantitative  basis.  The  results 
of  the  various  so-called  provocative  blood  enzyme 
tests  are  indeterminate. 

2.  Chemical  analysis  of  the  stool  furnishes 
information  as  to  the  completeness  of  digestion 
and  absorption  but  cannot  be  used  as  a reliable 
quantitative  index  of  pancreatic  function. 

3.  The  secretin  test  yields  quantitative  data 
concerning  the  external  pancreatic  secretion.  Its 
value  in  the  diagnosis  of  acute  pancreatitis  is 
limited  by  the  rapidity  with  which  the  external 
secretion  returns  to  normal  ranges.  Pancreatic 
cancers  and  chronic  pancreatitis  can  be  diag- 
nosed by  the  characteristic  alterations  produced 
in  the  secretin  test  responses.  In  the  advanced 
stages  of  both  diseases,  the  secretin  responses 
are  no  longer  diagnostically  distinct.  A combined 
secretin-pancreazymin  test  may  resolve  this 
difficulty  and  appears  to  offer  the  best  type  of 
quantitative  procedure  for  the  study  of  pancreatic 
secretion  and  the  diagnosis  of  pancreatic  disease. 
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CLINICAL  EVALUATION  OF  PHENYLBUTAZONE  (BUTAZOLIDIN), 
A NEW  ANTIARTHRITIC  AGENT 

Charles  S.  Byron,  M.D.,  F.A.C.P.,  and  Harold  B.  Orenstein,  M.D.,  Brooklyn 
( From,  the  Central  Medical  Group  of  Brooklyn) 


DURIXG  recent  months  a new  synthetic 
agent,  phenylbutazone  (Butazolidin)  has 
become  widely  used  in  the  treatment  of  arthritic 
disorders.  The  first  clinical  report,  covering  a 
series  of  140  cases  observed  for  a period  ranging 
from  one  to  five  months,  has  been  presented  by 
Kuzell  and  his  coworkers.1  In  most  instances, 
the  drug  was  administered  orally,  but  in  the  more 
acute  cases  intramuscular  administration  was  em- 
ployed. The  authors  reported  that  in  48  pa- 
tients with  acute  gout,  there  was  improvement  in 
all  instances,  accompanied  by  a lowering  of  serum 
uric  acid.  In  rheumatoid  arthritis,  a suppressive 
effect  was  noted  in  all  instances,  but  there  was  a 
prompt  return  of  symptoms  four  to  seven  days 
after  discontinuing  medication.  A beneficial 
effect  was  also  noted  in  ankylosing  spondylitis, 
rheumatoid  arthritis  with  psoriasis,  and  in  rheu- 
matoid arthritis  with  degenerative  disease.  The 
toxicity  was  of  low  order.  In  only  17  cases  was 
therapy  discontinued  because  of  complications. 
The  toxic  manifestations  included  rash,  edema, 
nausea,  activation  of  peptic  ulcer,  vertigo,  and 
pain  at  the  site  of  injection  (when  given  paren- 
terally).  Two  instances  of  anemia,  where  other 
causes  may  have  been  responsible,  were  found. 
Other  observers  describe  a reduction  of  plasma 
uric  acid  in  all  cases  treated  with  Butazolidin, 
without  an  increased  urinary  excretion,2  and  a 
good  analgesic  effect  in  rheumatoid  arthritis.3 
Favorable  response  of  joint  swelling  and  fever  in 
rheumatic  fever  has  also  been  observed,4,5 
the  effect  on  the  joints  becoming  evident  in  three 
to  four  days.  Xo  influence  on  the  development 
of  carditis  was  noted.4-5  Steinbrocker  observed 
a 25  per  cent  incidence  of  toxic  reactions,  com- 
posed mainly  of  skin  rash,  gastrointestinal  dis- 
turbance, and  edema.3  Steinbrocker  reported 
therapeutic  results  similar  to  those  of  Kuzell  in 
the  treatment  of  rheumatoid  arthritis,  osteoarthri- 
tis, and  gout. 

Currie  treated  81  patients  with  Butazolidin 
parenterally.6  Seventy-seven  said  that  their 
symptoms  were  relieved.  However,  objective 
evidence  of  improvement  was  seen  in  24  only. 
During  administration  of  the  drug,  the  eosino- 
phil count  was  unaffected,  and  in  5 patients  whose 
17-ketosteroid  excretion  was  measured,  no  signif- 
icant change  was  noted. 

Chemistry  and  Pharmacology 

Butazolidin  was  first  synthesized  by  the  chem- 


ists of  J.  R.  Geigy,  S.A.,  of  Basle,  Switzerland. 
A combination  of  Butazolidin  and  aminopyrine 
is  available  in  Europe  imder  the  name  of  Irgapy- 
rin  and  was  tested  experimentally  in  the  United 
States  imder  the  name  of  Butapyrin.  The  litera- 
ture. in  large  part  European,  both  pharmacologic 
and  clinical,  deals  essentially  with  this  compound 
substance  which  can  be  administered  orally  or 
parenterally.  Studies  of  Butazolidin  alone 
quickly  revealed  that  this  substance  had  a strong 
analgesic,  antipyretic,  and  anti-inflammatory 
effect,  with  significantly  less  toxicity  than  Irgapy- 
rin. 

Chemically,  Butazolidin  is  3,5-dioxo-l,2-di- 
phenyl-4-n-butyl  pyrazolidine  with  the  following 
structural  formula : 

H 

I 

CHsCH-C  H»CHj — C C = O 

o-i  A 


\n/ 


It  is  a white  or  slightly  yellow  crystalline  powder 
with  a somewhat  bitter  taste  in  the  pure  state. 
It  is  insoluble  in  water  but  may  be  dissolved  in 
alkalis,  ethyl  alcohol,  and  other  organic  solvents. 

The  route  of  metabolism  and  the  mode  of  ac- 
tion of  Butazolidin  are  known  only  to  a limited 
extent.  The  action  is  apparently  not  mediated 
through  a pituitary-adrenal  mechanism.  Kuzell 
found  that  Butazolidin  failed  to  give  a positive 
ascorbic  acid  depletion  test  (Sayers)  in  intact  and 
hypophysectomized  rats.1  Mach  found  no  spe- 
cific eosinopenic  response.7  Xeither  did  he  find 
evidence  of  increased  17-ketosteroid  excretion. 
Mach  further  reports  the  occurrence  of  sodium  re- 
tention and  edema  in  a patient  with  Addison's 
disease  to  whom  Butazolidin  had  been  adminis- 
tered. Retention  of  sodium  may,  therefore,  be 
produced  by  direct  effect  upon  the  kidney. 

The  blood  level  of  Butazolidin  following  a sin- 
gle dose  persists  longer  than  that  of  aminopyrine 
(about  five  days).8  The  analgesic  effect  is  ap- 
proximately equivalent  to  that  of  acetopheneti- 
din,  the  antipyretic  effect  to  that  of  antipyrine. 
It  raises  the  pain  threshold  to  electrical  stimula- 
tion of  the  pulp  of  incisor  teeth  in  rabbits.  It  can 
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intensify  and  prolong  the  effect  of  certain  other 
drugs,  perhaps,  because  of  its  effect  on  excretion. 
Importantly,  Butazolidin  has  a definite  anti-in- 
flammatory effect,  almost  one  half  that  of  corti- 
sone.8 Wilhelmi  found  that  Butazolidin  signif- 
icantly delays  the  appearance  of  erythema  on  the 
shaved  back  of  guinea  pigs  exposed  to  ultra- 
violet rays.9  It  reduces  the  edema  in  the  rabbit 
ear  and  lowers  capillary  permeability  in  the 
mouse  ear  irritated  with  croton  oil. 

Clinical  Method 

Several  hundred  patients  with  rheumatic  and 
allied  disorders  have  been  treated  with  Butazoli- 
din by  the  authors  in  the  past  eleven  months.  Of 
these,  131  have  been  selected  for  this  report. 
This  group  consists  of  all  patients  who  developed 
complications,  interdicting  the  continuation  of 
therapy,  and  those  observed  over  a period  of  four 
to  eleven  months.  The  patients  were  selected  in 
order.  The  only  control  used  was  the  previous 
history  and  therapeusis  of  the  individual  patient. 
Many  of  them,  particularly  in  the  rheumatoid 
group,  had  run  the  gamut  of  all  methods  of  ther- 
apy, including  gold  and  cortisone.  The  patients 
with  rheumatoid  arthritis  were  classified  accord- 
ing to  the  criteria  established  by  the  New  York 
Rheumatism  Association  and  the  American 
Rheumatism  Association.10  The  Butazolidin 
was  administered  orally',  in  dosages  of  200  mg. 
four  times  during  the  day  after  meals.  Salt  in- 
take was  restricted,  and  the  patients  were  in- 
structed to  report  immediately  any  untoward 
symptoms.  Ten  of  the  patients  had  liver  func- 
tion tests  performed  before  and  after  the  institu- 
tion of  therapy.  At  the  beginning,  the  patients 
were  seen  at  weekly  intervals.  At  each  visit 
general  physical  examinations  were  performed, 
including  a check  of  the  blood  pressure  and 
weight.  Examination  of  urine,  complete  blood 
counts,  and  sedimentation  rates  were  also  done  at 
weekly  intervals  on  all  patients. 

Results 

The  various  conditions  treated  are  noted  in 
Table  I. 

Gout. — Eight  patients  with  gout  were  observed. 
The  longest  period  of  observation  has  been  seven 
months;  two  patients  have  been  on  medication 
for  this  period  of  time.  The  shortest  period  of 
observation  has  been  four  months.  All  the  pa- 
tients initially  exhibited  an  elevation  in  uric  acid 
from  5.8  to  9 mg.  per  cent.  Following  therapy, 
the  uric  acid  fell  to  normal  within  one  week  in  all 
cases.  Six  had  an  excellent  symptomatic  re- 
sponse. One  had  a good  result,  and  one  had  mod- 
erate improvement.  Reduction  of  dosage  in 
most  of  these  patients  resulted  in  a rise  in  uric 


TABLE  I. — Responses  to  Therapy* 


•Grade  of  Response . 

I II  III  IV  Totals 


Rheumatoid  arthritis 

17 

20 

3 

0 

40 

Osteoarthritis 

8 

11 

5 

11 

35 

Traumatic  arthritis 

1 

0 

1 

0 

2 

Gout 

6 

1 

1 

0 

8 

Ankylosing  spondylitis 

1 

1 

1 

0 

3 

Chronic  back 

1 

0 

0 

2 

3 

Acute  back 

2 

0 

0 

3 

5 

Fibrositis 

2 

1 

1 

1 

5 

Pulmonary  osteoarthropathy 

1 

0 

0 

0 

i 

Erythema  nodosum 
Raynaud’s  disease 

1 

1 

0 

0 

2 

0 

0 

0 

1 

1 

Migraine 

0 

0 

2 

0 

2 

Metastatic  carcinoma 

0 

0 

2 

0 

2 

Depression  state 

0 

0 

0 

1 

1 

Bursitis,  acute 

15 

3 

1 

2 

21 

55 

38 

17 

21 

131 

* Grading  of  response  is  the  same  as  for  rheumatoid  arth- 
ritis (see  footnote  to  Table  II). 


acid.  Two,  however,  are  being  maintained  on 
400  and  600  mg.  daily,  respectively.  There  have 
been  no  side-reactions  in  this  group. 

Rheumatoid  Arthritis. — There  were  40  patients 
in  this  group.  The  therapeutic  results  are  classi- 
fied according  to  the  criteria  of  the  American 
Rheumatism  Association  (Table  II).  The  long- 
est period  of  treatment  in  this  group  has  been 
eleven  months,  the  shortest,  four  months,  except 
in  those  cases  where  therapy  had  to  be  discon- 
tinued because  of  severe  side-reactions.  Not  one 
patient  failed  to  respond  to  therapy,  and  the 
surprising  total  of  37  fell  into  the  I or  II  grade  of 
response.  The  sedimentation  rates,  however, 
did  not  keep  pace  with  this  response;  some  were 
lowered,  many  remained  stationary,  and  a com- 
paratively few  fell  to  within  normal  limits.  Most 
of  the  patients,  like  Kuzell’s,  required  full  dosage 
for  maintenance  of  this  suppression.  In  some 
cases,  particularly  those  in  which  a fall  in 


TABLE  II. — Rheumatoid  Arthritis:*  Response  to 
Butazolidin 


. — Grade  of  Response  to  Therapy . 

Stage  Class  I II  III  > eIV  Totals 


I 

I 

0 

0 

0 

0 

0 

II 

3 

2 

0 

0 

5 

III 

1 

2 

0 

0 

3 

IV 

0 

0 

0 

0 

0 

II 

I 

2 

3 

0 

0 

5 

II 

4 

4 

1 

0 

9 

III 

2 

5 

2 

0 

9 

IV 

0 

0 

0 

0 

0 

III 

I 

0 

0 

0 

0 

0 

II 

0 

0 

0 

0 

0 

III 

0 

0 

0 

0 

0 

IV 

2 

1 

0 

0 

3 

IV 

I 

0 

0 

0 

0 

0 

II 

2 

2 

0 

0 

4 

III 

0 • 

0 

0 

0 

0 

IV 

1 

1 

0 

0 

2 

17 

20 

3 

0 

40 

* Classification  according  to  the  criteria  of  the  American 
Rheumatism  Association  is  as  follows:  “Stage”  refers  to 

clinical  and  roentgenologic  progression  of  the  disease,  Stage  I 
being  the  mildest,  Stage  IV  the  most  advanced.  "Class" 
refers  to  functional  capacity.  Class  I having  complete  func- 
tion for  usual  duties,  Class  IV  being  largely  or  wholly  in- 
capacitated. "Grade”  refers  to  response,  Grade  I being 
complete  remission.  Grade  IV  being  unimproved. 
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sedimentation  rate  was  demonstrated,  dosage 
could  be  reduced  and  even  discontinued  for  a rel- 
atively long  period  of  time.  One  patient,  a fe- 
male of  fifty-two  years,  had  had  rheumatoid  ar- 
thritis for  thirty  years  with  free  periods  only  dur- 
ing a pregnancy  and  for  several  weeks  after  a 
gastrectomy  which  was  performed  for  a bleeding 
ulcer.  Medication  was  discontinued  after  four 
months  of  therapy.  At  this  time,  all  symptoms 
had  subsided,  and  the  sedimentation  rate  was 
within  normal  limits.  She  remained  symptom- 
free  and  sign-free  for  six  months,  after  which  re- 
currence of  swelling  and  pain  took  place.  She 
is  again  on  therapy.  The  response  after  this  in- 
terval was  as  good  as  on  the  first  administration. 
Two  other  patients  in  this  series  have  been  symp- 
tom-free after  discontinuation  of  therapy.  Of  the 
remainder,  some  are  maintained  on  dosages  vary- 
ing from  200  to  600  mg.  a day.  The  majority 
require  600  to  800  mg.  daily  for  complete  relief. 
The  accompanying  psoriasis  of  one  patient  cleared 
completely  after  two  weeks  of  therapy. 

Osteoarthritis. — Nineteen  of  35  patients  with 
osteoarthritis  had  a Grade  I or  II  response.  All 
of  these  19  had  some  evidence  of  inflammatory  re- 
action and  might  be  classified  as  “mixed  types.” 
The  other  16  had  very  little  or  no  response. 
Here,  again,  where  results  were  achieved,  dosage 
had  to  be  maintained  at  a fairly  high  level. 

Ankylosing  Spondylitis. — Three  patients  were 
treated  for  ankylosing  spondylitis.  One  had  a 
Grade  I response,  one  had  a Grade  II  response, 
and  one  had  a Grade  III  response.  The  patient 
with  the  Grade  I response  is  still  under  therapy 
after  six  months  with  no  pain  and  much  greater 
mobility.  He  had  formerly  been  under  cortisone 
treatment  for  about  one  year.  The  results  with 
this  form  of  therapy  were  apparently  much  better 
than  those  achieved  with  cortisone.  Therapy 
in  the  two  other  patients  had  to  be  discontinued 
because  of  severe  gastrointestinal  symptoms: 
pain,  nausea  and,  in  one  case,  diarrhea. 

Miscellaneous  Disorders. — In  two  patients  with 
traumatic  arthritis,  one  had  a Grade  I response, 
the  other  had  a Grade  III  response.  Two  pa- 
tients with  acute  back  conditions  responded  well, 
three  did  not.  Of  five  patients  with  fibrositis, 
three  had  a good  response,  two  little  or  no  re- 
sponse. Of  two  patients  with  erythema  no- 
dosum, one  had  a Grade  I and  one  had  a Grade  II 
response.  Raynaud’s  syndrome,  associated  with 
joint  symptoms,  was  not  benefited.  Two  pa- 
tients with  migraine  had  a Grade  III  response. 

Perhaps  the  most  striking  results  were  obtained 
in  acute  bursitis  or  tendinitis.  Of  21  patients 
treated,  15  had  a Grade  I response,  three  had  a 
Grade  II  response,  one  had  a Grade  III  response, 
and  two  failed  to  respond.  Subsidence  of 


TABLE  III. — Toxic  Reactions 


Xumber  of 
Reactions 

Skin 

4 

Gastrointestinal 

12 

Edema 

5 

Anemia 

2 

Submaxillary-salivarv 

gland  swelling 

i 

A ertigo 

i 

TOTAL 

25  (17  per  cent  of  total  patients > 

Severe  reactions  requir- 
ing discontinuation 

of  therapy 

12  (9  per  cent  of  total  patients) 

symptoms  and  signs  was  noted  within  twenty- 
four  hours,  and  total  treatment  seldom  exceeded 
one  week. 

Because  of  the  euphoria  that  sometimes  at- 
tended the  administration  of  Butazolidin,  the 
drug  was  administered  to  one  patient  with  a 
marked  depression  state.  No  influence  was 
noted.  Two  patients  with  metastatic  carcinoma 
who  required  hourly  or  two-hourly  administra- 
tion of  narcotics  were  given  Butazolidin,  with  the 
result  that  narcotic  administration  could  be  re- 
duced to  two  or  three  times  daily.  There  was  no 
effect  on  the  ultimate  outcome.  The  effect  in 
one  patient  with  a metastatic  fibrosarcoma  of  the 
pharynx  with  lung  involvement  and  pulmonary 
osteoarthropathy  deserves  mention.  This  pa- 
tient had  been  under  cortisone  therapy  for  five 
months  with  very  little  influence  on  the  arthrop- 
athy. During  that  period,  he  had  developed 
considerable  edema  of  both  lower  extremities. 
The  administration  of  Butazolidin  was  followed 
by  a startling  reaction.  Within  a few  days,  joint 
symptoms  cleared  up.  and  the  edema  of  both 
lower  extremities  subsided.  In  total  effect,  he 
had  a Grade  I response.  The  clubbing  subsided 
fully  50  per  cent,  a phenomenon  which  the  au- 
thors have  never  previously  observed. 

Complications 

Twenty-five  complications  in  22  patients  (17 
per  cent)  in  this  series  were  noted  (Table  III). 
The  complications  were  serious  enough  to  require 
discontinuation  in  12  (9  per  cent).  Four  of  these 
involved  the  skin.  Two  were  macular  papular 
eruptions,  which  cleared  up  immediately  after 
discontinuation  of  the  drug.  One  patient  with 
acute  bursitis,  who  had  had  a previous  history  of 
sensitivity  to  poison  ivy,  was  relieved  of  her 
bursitis  symptoms  within  twenty-four  hours. 
She  took  the  drug  for  two  days.  On  the  third 
day,  while  visiting  in  the  country,  she  was  handed 
a bouquet  of  flowers,  which  she  took  in  her  left 
hand.  That  night  she  developed  a hemorrhagic 
vesicular  eruption  which  was  confined  to  the  left 
hand.  This  persisted  for  about  one  week.  For 
the  sake  of  completeness,  we  are  including  this 
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case  as  a complication.  The  fourth  patient,  one 
with  osteoarthritis,  received  medication  for  two 
weeks  without  beneficial  effect.  Five  days  after 
the  discontinuation  of  therapy,  she  developed 
erythema  nodosum  involving  both  lower  extremi- 
ties, a temperature  of  102  F.,  and  considerable 
prostration.  She  was  relieved  of  all  signs  and 
symptoms  after  two  days  of  cortisone. 

The  most  frequent  complications  encountered 
were  those  referable  to  the  gastrointestinal  tract. 
Most  of  these  were  of  a mild  nature,  consisting  of 
epigastric  pain  and  some  anorexia.  There  were 
some,  however,  who  experienced  persistent  pain, 
nausea,  and  diarrhea.  In  most,  the  symptoms 
were  readily  controlled  by  the  administration  of 
antispasmodics  and  aluminum  hydroxide  prepara- 
tions. On  this  regime,  therapy  usually  could  be 
continued.  In  four  cases,  however,  therapy  had 
to  be  discontinued.  One  patient,  with  osteoar- 
thritis that  responded  only  moderately  to  ther- 
apy, developed  jaundice  one  week  following  dis- 
continuation of  therapy.  During  hospitaliza- 
tion five  days  later,  the  jaundice  disappeared. 
All  liver  function  tests  were  reported  as  normal, 
and  a gallbladder  series  revealed  no  pathology. 
One  patient  with  a latent  duodenal  ulcer  experi- 
enced recurrence  of  symptoms  within  two  days  of 
administration  of  the  drug. 

Most  patients  exhibited  a gain  in  weight  after 
the  first  week  of  therapy.  This  weight  gain  us- 
ually disappeared  as  therapy  continued.  In  five 
patients,  however,  edema  was  overt,  involving 
both  the  face  and  lower  extremities.  One  pa- 
tient who  had  taken  the  drug  for  six  days  had  a 
gain  of  10  pounds  during  that  period.  Following 
the  discontinuation  of  the  drug,  the  edema  grad- 
ually subsided  over  a period  of  two  weeks.  This 
patient  had  previously  had  a toxemia  of  preg- 
nancy. The  edema  subsided  in  the  other  patients 
about  five  days  after  discontinuation  of  the  drug. 

There  were  two  patients  with  a tendency  to- 
ward development  of  anemia.  One  of  these  had 
had  a previous  gastrectomy  for  a bleeding  ulcer. 
Therapy  was  continued  on  both  patients  and, 
under  the  administration  of  hematinics,  the 
hemoglobin  rose  to  normal  levels.  Several  pa- 
tients with  rheumatoid  arthritis,  who  had  pre- 
viously been  anemic,  exhibited  a rise  in  the  red 
blood  count  and  hemoglobin  without  the  use  of 
hematinics.  One  patient  developed  an  enlarge- 
ment of  submaxillary  salivary  glands.  This  sub- 
sided after  therapy  was  discontinued.  Vertigo 
occurred  in  one  patient. 

All  patients  who  developed  complications  us- 
ually exhibited  them  during  the  first  or  second 
week  after  the  institution  of  therapy. 

One  patient  accidently  swallowed  20  tablets, 
(0.2  Gm.  per  tablet)  without  developing  any  un- 
toward signs  or  symptoms. 


Liver  function  tests  before  and  after  therapy  in 
ten  patients  revealed  no  change. 

Comments 

Our  experience  with  Butazolidin  has  led  us  to 
believe  that  this  is  a highly  potent  anti-inflam- 
matory, analgesic  drug,  particularly  beneficial 
in  rheumatoid  arthritis,  mixed  types  of  arthritis, 
bursitis,  and  gout.  The  development  of  drug 
resistance  has  not  been  encountered.  More  re- 
cently, we  have  advised  crushing  the  tablets  to  a 
powder  before  ingestion,  with  results  that  appear 
to  be  somewhat  better.  Suppression  of  symp- 
toms is  frequently  obtained  with  smaller  dosage 
when  the  tablet  is  crushed,  suggesting  the  use  of  a 
capsule  rather  than  a tablet. 

In  our  later  series,  not  included  in  this  report, 
there  is  a larger  number  of  patients  with  acute 
low  back  strain.  Ninety  per  cent  of  these  re- 
spond within  forty-eight  hours. 

The  important  determining  factor  in  the  use  of 
this  drug  will  be  its  toxicity.  In  our  series,  we 
have  encountered  no  serious  complications,  but 
we  have  been  aware  of  the  possibility  of  neutro- 
penia, even  though  we  have  not  encountered  this 
complication. 

It  is  suggested  that  mercurial  diuretics  should 
not  be  administered  for  relief  of  edema  for  four  or 
five  days  after  discontinuance  of  therapy  since, 
before  that,  the  level  of  Butazolidin  may  be  high 
enough  to  inhibit  the  action  of  the  diuretic. 
Such  inhibition  apparently  occurred  in  one  pa- 
tient. 

The  action  of  Butazolidin  on  uric  acid  metabo- 
lism is  of  particular  interest.  The  fall  in  the 
plasma  level  of  uric  acid  is  not  accompanied  by  a 
rise  in  the  urinary  excretion.  We  are,  at  present, 
studying  the  biliary  excretion  of  uric  acid  and 
Butazolidin  in  a patient  with  a biliary  fistula. 
The  results  of  this  study  will  be  reported  sub- 
sequently. Gastric  secretion  and  uropepsin  ex- 
cretion studies  are  to  be  carried  out  in  an  effort  to 
gain  some  knowledge  of  the  effect  of  Butazolidin 
on  the  gastrointestinal  tract. 

Conclusions 

1.  Butazolidin  was  administered  to  131  pa- 
tients. 

2.  It  was  found  to  be  an  effective  drug  in  the 
treatment  of  rheumatoid  arthritis,  gout,  mixed 
arthritis,  bursitis,  and  one  case  of  pulmonary 
osteoarthropathy. 

3.  The  action  is  largely  a suppressive  one, 
since  most  patients  require  continuous  therapy. 

4.  Complications  occurred  in  22  patients. 
The  drug  had  to  be  discontinued  in  only  12.  The 
toxic  effects  noted  were  referable  to  the  skin, 
gastrointestinal  tract,  salt  metabolism,  and 
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blood.  One  patient  had  vertigo,  and  one  had 
enlargement  of  the  submaxillary  salivary  glands. 

Addendum.  Since  the  completion  of  this 
paper,  two  cases  of  neutropenia,  and  one  case  of 
agranulocytosis  following  Butazolidin  adminis- 
tration have  been  reported  in  “Letters  to  the 
Editor”  of  the  Lancet .n  The  case  with  agranu- 
locytosis improved  rapidly  when  the  drug  was 
discontinued. 


Thanks  are  expressed  to  Dr.  Albert  Hemming  and  Mr. 
Oscar  Swarth  of  the  Geigy  Company  for  making  this  drug 
available. 
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THE  FUTURE  OF  MEDICAL  MEETINGS 
Dr.  Frank  B.  Wynn,  in  his  chairman’s  address 
before  the  Section  on  Pathology  and  Physiology 
at  Saratoga  Springs,  Kew  York,  in  1902,  discussed 
the  status  of  medical  conventions  of  that  period  and 
made  recommendations  for  the  future.  Among 
other  factors,  he  proposed  the  “curtailment  of  pro- 
grams, the  condensation  and  elimination  of  papers, 
and  the  introduction  of  practical  features,  which  will 
entertain,  instruct,  and  make  plain  the  latest  ad- 
vances in  medical  science.” 

Changes  during  the  intervening  half  century  have 
been  many.  The  number  of  papers  presented  at 
A.M.A.  meetings  has  been  reduced.  In  1902  there 
were  394  papers  as  compared  to  327  in  1952,  in 
spite  of  the  fact  that  attendance  increased  from 
1,425  at  Saratoga  Springs  to  11,716  at  the  recent 
Chicago  meeting.  The  illustration  of  papers  by 
lantern  slides  has  become  a standard  procedure, 
with  color  slides  being  increasingly  used.  Some 
authors  also  use  motion  pictures.  Public  address 
systems  make  for  easier  listening  by  larger  audiences. 
Other  features  have  been  added  to  the  general 


and  section  lectures.  The  scientific  exhibit,  con- 
fined to  pathology  in  1902,  has  been  broadened  in 
scope  to  include  all  of  medicine,  with  continuous 
demonstrations  throughout  the  meeting.  Motion 
pictures  are  also  shown  daily,  and  in  recent  years  a 
“live”  color  television  program  has  become  an 
attractive  feature  of  the  scientific  assembly. 

These  activities,  taking  place  simultaneously, 
have  created  new  problems  that  again  call  for  a re- 
evaluation  of  the  type  of  scientific  program  most 
suitable  for  today’s  medical  audience.  The  Council 
on  Scientific  Assembly  recently  called  a meeting 
of  section  secretaries  and  section  representatives  to 
the  scientific  exhibit  to  discuss  the  matter.  It  is 
not  anticipated  that  any  radical  changes  in  the  type 
of  medical  meeting  now  in  vogue  will  be  made  sud- 
denly, but  plans  are  under  way  for  an  evolutionary 
modification  designed  to  give  the  members  of  the  • 
American  Medical  Association  at  the  annual  and 
clinical  sessions  timely  programs  reflecting  the  best 
in  today’s  medicine. — Journal  of  the  American  Medi- 
cal Association,  January  31,  1953 


ELECTROCARDIOGRAPHIC  “ABNORMALITIES”  IN 
NONCARDIAC  PATIENTS 


Clinical  Studies  of  the  Effect  of  Some  Dihydrogenated  Ergot  Alkaloids  on  Certain 
Electrocardiographic  Abnormalities 

Mardoqueo  I.  Salomon,  M.D.,  Bronx,  New  York 

( From  the  Morrisania  City  Hospital) 


WHILE  the  general  electrophysiologic  prin- 
ciples of  the  ST  and  T vectors  in  the  nor- 
mal heart,  and  the  pathologic  substratum  of  the 
abnormal  ST  and  T vectors  in  the  diseased  heart 
are  rather  well  known  (although  still  imperfectly 
understood),  the  interpretation  of  the  “abnor- 
malities” that  appear  in  the  electrocardiograms  of 
some  normal  people  is  still  a matter  of  nebulous 
conjecture. 

As  a matter  of  fact,  the  ever-growing  use  of  pro- 
vocative electrocardiographic  tests  (hypoxia  and 
vasoconstrictor  tests,  and  mainly  the  so-called 
exercise  tests)  has  brought  to  light  a large  per- 
centage of  electrocardiographic  abnormalities  in 
many  people  whose  hearts  are  indubitably  healthy 
and  whose  electrocardiograms  at  rest  are  en- 
tirely normal.  Indeed,  Master  places  the  per- 
centage of  “false”  positive  tests  as  high  as  6 to 
8!1,2  In  my  own  experience,  which  is  based 
mainly  on  the  so-called  double  two-step  test,  the 
percentage  of  “false”  responses  is  still  higher, 
even  considerably  higher  in  people  with  healthy 
hearts  but  with  anemia,  bronchiectasis,  climac- 
teric disorders,  etc. 

Moreover,  “abnormal”  tracings  are  exceedingly 
common,  mainly  on  effort,  but  frequently  also 
at  rest,  in  that  “enfant  terrible”  of  cardiology, 
neurocirculatory  asthenia.  Parenthetically,  it 
should  be  noted  here  that  ballistocardiographic 
records  of  these  patients  are  also  frequently  “ab- 
normal,”2'3 a circumstance  already  noted  by 
Starr  and  for  which  he  ingeniously  believes  the 
cause  to  be  the  inability  of  the  heart  to  adjust 
itself  to  certain  mechanical  efforts.4 

It  would  be  erroneous,  however,  to  believe  the 
above-mentioned  groups  to  be  the  only  ones  with 
ST  and/or  T abnormalities  in  the  absence  of 
“organic”  heart  disorders.  Indeed,  such  is  by  no 
means  the  case.  Graybiel  and  White,5  Plooij,6 
and  later  Master  and  his  associates,7  and  finally 
very  recently  Magendantz  and  Shortsleeve8  have 
described  many  apparently  startling  abnormali- 
ties in  the  configuration  of  the  ST  and  T vectors 
in  some  healthy  individuals.9'10  Fear,  excitement, 
anxiety,  mental  tension,  certain  psychoses,  etc., 
appear  to  be  the  factors  that  “release  the  trigger.” 
Nevertheless,  the  exact  mechanism  of  these  puz- 
zling vectocardiographic  alterations  remains  un- 
known, although  according  to  Laubry  and  his  as- 


sociates their  common  denominator  would  be  a 
sort  of  neurovegetative  dystonia  or  autonomous 
imbalance  of  the  patient.11  Be  that  as  it  may, 
the  different  hypotheses  advanced  in  order  to  ac- 
count for  these  changes  (tachycardia,  hyperven- 
tilation, actual  relative  coronary  insufficiency, 
etc.)  apply,  at  best,  to  a certain  percentage  of 
these  patients  only12  and  are  utterly  implausible 
in  the  vast  majority  of  them,  as  any  experienced 
observer  will  easily  realize.  Thus,  as  frequently 
happens  in  science,  we  are  confronted  with  a 
fact,  but  its  explanation  is  missing. 

Obviously,  no  effort  should  be  spared  in  order 
to  rule  out  any  underlying  pathology  when- 
ever one  is  confronted  with  such  a problem,  just 
as  no  effort  should  be  spared  to  rule  out  the  organic 
substratum  of  a systolic  murmur  at  the  apex,  let  us 
say.  On  the  other  hand,  however,  the  opposite  er- 
ror, that  is,  making  a cardiac  cripple  out  of  a 
healthy  individual,  is  a very  grave  mistake  too. 
As  Roesler  aptly  pointed  out,  what  may  seem  to 
the  physician  only  a matter  of  diagnosis  may 
constitute  for  his  patient  a nightmare.13 

Materials  and  Methods 

It  was  the  idea  of  ruling  out  the  nonorganic 
substratum  of  the  above-named  electrocardio- 
gram “deviations”  that  led  many  observers  to  try 
different  procedures  on  their  patients.  Rest  and 
persuasion,  by  allaying  fear  and  excitement,  oc- 
casionally yield  good  results,  but  their  efficiency 
is,  at  most,  erratic  and  of  little  value  in  exercise 
tests.  Many  investigators  have  tried  certain 
ergot  derivatives,  mainly  ergotamine  and  allied 
drugs. 1’2'9-11  While  these  certainly  do  remove 
many  of  the  “false”  vectocardiographic  abnor- 
malities, they  suffer  from  two  great  defects:  (1) 
Not  infrequently  they  abolish  even  organic  al- 
terations of  the  electrocardiogram,  a fact  noticed 
by  several  observers.9  (2)  Occasionally  they  in- 
duce real  angina  pectoris;1-14  hence,  they  cannot 
be  looked  upon  as  innocuous — a very  serious 
drawback.  Parenthetically,  their  mode  of  action 
is  very  imperfectly  understood,  and,  in  fact, 
highly  controversial,  as  pointed  out  by  Laubry, 
Master,  and  others.11 

Master  and  his  coworkers  tried  to  obviate  these 
defects  by  using  a much  more  harmless  and  ap- 
parently more  eclectic  ergot  derivative,  namely, 
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dihydroergocornine. 1 In  their  hands  this  drug 
seems  to  have  yielded  indubitably  interesting  re- 
sults. Unfortunately,  they  have  had  to  admit 
that  exceptions  occurred  even  with  this  product; 
what  is  more,  the  drug  was  able  to  influence  both 
subjectively  and  objectively  a case  of  tobacco  an- 
gina (a  very  fascinating  case,  a “must”  reading 
for  observers  interested  in  the  pharmacodynam- 
ics of  nicotine).15  The  drug  even  had  some  un- 
desirable side-effects,  and  finally  its  production 
was  stopped  by  its  manufacturer,  the  Sandoz 
Company,  which  decided  to  replace  it  by  another 
product,  also  a dihydrogenated  ergot  derivative, 
known  under  the  trade  name  of  Hydergine.  Its 
chemical  name  is  CCK  179,  and  it  contains  O.lmg. 
of  the  following  products:  dihydroergocornine, 
dihydroergocristine,  and  dihydroergokryptine, 
all  as  methanesulfates,  in  ampules  of  1 cc.* 

I wish  to  point  out  that  although  several  ar- 
ticles of  considerable  interest  were  published  con- 
cerning the  different  ergot  derivatives  and  their 
pharmacodynamic  properties,16-21  their  mode  of 
action  upon  the  heart  is  still  shrouded  in  deep 
mystery.  Readers  interested  in  these  problems 
will  derive  great  joy  from  the  reading  of  some  of 
the  papers  mentioned  in  the  reference  list  of  this 
article.  However,  in  this  paper  we  shall  be  deal- 
ing mostly  with  one  aspect  of  the  problem, 
namely,  the  effect,  if  any,  which  the  ergot  deriva- 
tive exerts  upon  the  vectocardiographic  configura- 
tion and  more  especially,  on  the  ST,  T,  and  Q 
vectors  of  certain  organic  heart  diseases,  thus 
modifying,  abolishing,  or  “normalizing”  abnor- 
mal electrocardiographic  patterns.  With  this  ob- 
jective in  mind,  ten  patients,  selected  from  my 
private  clientele,  were  submitted  to  the  experi- 
ment described  below. 

Technic 

The  following  routine  procedure  was  used  on 
the  patients:  The  pulse  rate,  blood  pressure, 
and  electrocardiogram  were  taken  with  the  pa- 
tient in  supine  position.  Then  Hydergine  was 
administered  intravenously  and  electrocardio- 
graph recordings  were  repeated.  The  results  (in- 
cluding the  pulse  rate,  evident  from  the  electro- 
cardiogram) were  compared  with  the  “controls.” 
My  experience  has  shown  that  if  any  changes 
take  place  under  the  impact  of  the  drug,  they  ap- 
pear within  half  an  hour  after  the  injection;  thus, 
later  records  are  useless  from  my  viewpoint. 
I might  add,  parenthetically,  that  on  some  pa- 
tients I also  investigated  the  influence  of  Hyder- 
gine upon  the  phonocardiogram  and  ballisto- 
cardiogram; the  results  of  these  observations, 
however,  are  still  too  inconclusive,  and  their 

* Generous  supplies  of  Hydergine  were  placed  at  the  au- 
thor’s disposal  for  use  in  clinical  research  by  Mr.  Erickson, 
chief  of  the  department  of  investigation  of  the  Sandoz 
Company. 


publication  will  await  more  data  for  corrobora- 
tion or  rectification. 

Case  Reports 

Each  patient  in  this  series  underwent  a com- 
plete physical  examination;  nevertheless,  only 
the  cardiovascular  status  will  be  dwelt  upon, 
within  the  limits  of  necessity.  Unless  otherwise 
stated,  remaining  systems  of  the  patients  were 
negative. 

Case  1. — This  forty-three-year-old  Puerto  Rican 
male  was  brought  into  my  office  three  days  after  the 
(apparent)  onset  of  a “heart  attack.”  Although 
he  looked  quite  ill,  his  physical  examination  was 
essentially  negative;  only  his  heart  sounds  seemed 
rather  distant.  The  blood  pressure  was  120/70 
(its  previous  values  are  unknown,  for  he  had  been 
healthy  and  had  never  had  to  see  a doctor).  Fluoros- 
copy of  the  chest  revealed  a silent  left  ventricular 
border,  but  otherwise  no  abnormalities.  The  elec- 
trocardiogram showed  the  typical  pattern  of  an  acute 
anterior  infarction,  and  this  diagnosis  was  con- 
firmed later  by  serial  changes.  The  intravenous 
injection  of  */*  cc.  of  Hydergine  produced  no  changes 
in  the  pulse  rate,  blood  pressure,  or  electrocardio- 
gram. 

Case  2. — A fifty-nine-year-old  Spaniard  was  seen 
two  weeks  after  the  onset  of  a “heart  attack.” 
A grade  3 systolic  murmur  over  the  basal  area  of  the 
heart  was  the  only  abnormality  to  be  found  on  physi- 
cal examination.  His  blood  pressure  was  110/60. 
Fluoroscopic  survey  disclosed  no  abnormalities. 
The  electrocardiogram  was  compatible  with  the 
diagnosis  of  a posterior  wall  infarction  with  peri- 
carditis (later  changes  corroborated  the  diagnosis). 
Here  again,  no  changes  could  be  observed  in  this 
electrocardiographic  configuration:  after  the  ad- 

ministration of  '/j  cc.  of  Hydergine,  his  pulse  rate 
and  his  blood  pressure,  too,  persisted  unchanged. 

Case  3. — A fifty-nine-year-old  Spaniard  was 
brought  into  my  office  in  moderate^  severe  conges- 
tive heart  failure,  involving  the  left  side.  He  gave 
a history  of  hypertension  of  “very  many”  years  du- 
ration. His  blood  pressure,  however,  was  found  to  be 
only  170/95  at  the  time  of  my  examination.  A grade 
3 systolic  murmur  was  heard  over  the  basal  and 
mesocardial  areas.  Diffuse  rales  were  present 
mostly  at  the  pulmonary  bases.  On  fluoroscopy 
the  left  ventricle  was  found  to  be  definitely  enlarged, 
the  outflow  tract  more  so  than  the  inflow  segment,  , 
with  a pronounced  high  rounding:  the  remaining 
chambers  were  within  normal  limits.  The  aorta 
was  dilated  and  enlarged  diffusely,  and  its  ascending 
portion  showed  a tangerine-sized  aneurysm.  His 
serology,  both  in  the  blood  and  in  the  spinal  fluid, 
was  always  negative.  His  patellarv  reflexes  were 
absent,  but  the  remainder  of  his  neurologic  examina- 
tion was  completely  negative.  Pulmonary  congest 
tion  was  visible  under  the  fluoroscopic  screen.  The 
electrocardiogram  revealed  a finical  pattern  of  the 
so-called  left  ventricular  strain  in  a semivertical 
heart.  (In  this  paper  the  position  of  the  heart  is 
judged  according  to  Wilson’s  criteria.)  Here  again 
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no  change  was  induced  by  the  administration  of 
Hvdergine  (‘/2  cc.)  either  in  the  electrocardiogram 
or  in  the  pulse  rate.  The  drop  in  the  blood  pressure 
was  very  slight  (160/90). 

Case  4.— A seventy-six-year-old  Italian  female 
had  suffered  from  “essential  hypertension”  for 
many  years,  with  several  “spells”  of  hypertensive 
encephalopathy  during  the  last  eight  years,  that  is, 
since  she  had  come  under  my  care.  In  more  or  less 
frank  congestive  failure  of  the  left  side  of  her  heart 
for  the  past  four  years,  she  had  a blood  pressure  of 
220/140,  and  typical  signs  and  symptoms  of  left 
cardiac  decompensation,  in  spite  of  low  salt  diet, 
digitoxin,  which  she  was  taking  rather  erratically, 
and  mercurial  diuretics,  when  I decided  to  submit  her 
to  the  CCK  179  trial.  On  fluoroscopy,  the  aorta 
was  found  to  be  diffusely  elongated,  enlarged,  and 
tortuous,  and  the  left  ventricle  markedly  enlarged,  in 
both  the  outflow  and  inflow  tract;  congestion  of  the 
pulmonary  field  was  pronounced.  The  electro- 
cardiogram showed  the  typical  pattern  of  left  ventric- 
ular strain  with  digitalis  effect  in  an  almost  hori- 
zontal heart.  Although  the  pulse  rate  (75)  re- 
mained utterly  unaffected  by  the  administration  of 
V*  cc.  of  Hvdergine,  her  blood  pressure  dropped 
markedly,  pari  passu  with  the  passing  of  time,  until 
finally,  at  the  end  of  the  experiment,  she  reached  a 
normal  level  (160/75).  The  electrocardiogram, 
however,  remained  practically  unchanged;  in  fact, 
the  standard  leads  showed  no  changes  whatsoever 
under  the  impact  of  the  drug,  while  in  V4  the  formerly 
isoelectric  ST  segment  and  the  J point  became  slight- 
ly depressed  ( V2  mm.  in  relation  to  the  PR  level). 

Case  5. — A sixty-five-year-old  Puerto  Rican 
female,  of  Spanish  descent,  with  some  admixture  of 
Negro,  gave  a history  of  long-standing  hypertension 
with  some  precordial  distress  on  exertion.  Her 
blood  pressure  was  200/130.  A grade  2 systolic 
murmur  over  the  apex  area  was  the  only  abnormal 
finding  on  physical  examination.  The  fluoro- 
scopic screen  revealed  a high  rounding  of  the  left 
ventricular  border;  no  other  abnormalities  could 
be  found.  A slight  depression  of  ST2  and  a still 
less  marked  depression  of  the  same  segment  in  V4 
could  be  noted.  She  had  a rather  marked  left 
axis  deviation.  The  position  of  the  heart,  as  judged 
from  the  unipolar  limb  and  precordial  leads,  was 
indeterminate.  As  a result  of  1 cc.  of  Hydergine, 
the  following  changes  were  noted:  The  pulse  rate 
dropped  from  80  to  75,  the  blood  pressure  gradually 
to  125/70.  In  the  electrocardiogram,  the  changes 
were  not  less  striking.  ST  segment  depression  dis- 
appeared gradually,  although  incompletely;  indeed, 
its  diminution  proceeded  pari  passu  with  the  ten- 
sional  lowering,  with  the  ST  segment  becoming  iso- 
electric at  the  end  of  the  experiment. 

Case  6. — A sixty-five-year-old  Spaniard,  in  left 
side  cardiac  decompensation  for  some  time,  had  a 
blood  pressure  of  170/95  when  I submitted  him  to 
the  experiment  under  discussion.  A grade  3 systolic 
murmur  at  the  apex  was  the  only  auscultatory  ab- 
normality over  his  precordium.  A small  hydro- 
thorax at  the  right  base,  which  could  be  detected 
clinically,  was  confirmed  on  thoracentesis  and  seen 


under  the  screen;  the  latter  also  revealed  an  en- 
largement of  the  left  ventricle,  involving  both  tracts. 
The  electrocardiogram  disclosed  the  picture  of  a 
left  ventricular  strain  in  a semihorizontal  heart. 
The  injection  of  1 cc.  of  CCK  179  caused  no  changes 
in  the  pulse  rate  (100),  but  the  blood  pressure 
dropped  gradually  to  140/80.  The  electrocardio- 
gram underwent  the  following  changes:  The  ST, 
depression  was  replaced,  at  the  end  of  the  experi- 
ment, by  an  elevation  attaining  0.75  mm.  In  the 
standard  leads,  the  original  ST  depressions  (1  mm. 
in  lead  I,  l1/*  mm.  in  lead  II)  diminished  gradually, 
pari  passu  with  the  tensional  lowering,  until,  at  the 
end  of  the  experiment,  only  half  of  the  original  values 
remained!  Curiously  enough,  no  T changes  at  all 
could  be  observed. 

Case  7. — This  forty-eight-year-old  Puerto  Rican 
female,  an  old  diabetic,  with  a history  of  long- 
standing hypertension  and  “heart  disease,”  had  a 
harsh,  grade  5 systolic  murmur  over  the  whole  pre- 
cordium; there  were  no  symptoms  of  the  heart 
disorder,  and  she  seemed  to  be  perfectly  well  in 
general.  Her  blood  pressure,  however,  was  220/140. 
Curiously  enough,  no  abnormalities  could  be  de- 
tected on  fluoroscopy,  not  even  a “high  rounding.” 
The  electrocardiogram  showed  a typical  left  bundle 
branch  block  and  left  axis  deviation  in  a horizontal 
heart.  The  intravenous  administration  of  1 cc. 
of  Hydergine  caused  no  changes  either  in  the  pulse 
rate  (75)  or  in  the  electrocardiographic  configura- 
tion; the  pressure  dropped  to  180/110. 

Case  8. — A fifty-seven-year-old  Puerto  Rican 
was  brought  into  my  office  one  day  after  what 
appeared  to  be  the  onset  of  acute  coronary  in- 
sufficiency (in  Master’s  concept  of  this  term).  The 
clinical  examination  was  entirely  negative.  As  a 
matter  of  fact,  his  blood  pressure  was  170/85. 
Fluoroscopically  not  hing  abnormal  could  be  detected 
in  the  thoracic  cavity.  His  electrocardiogram  was 
normal,  except  for  a sinus  tachycardia  (120).  No 
changes  were  observed  following  the  administra- 
tion of  1 cc.  of  Hydergine.  Parenthetically,  I 
would  like  to  add  that  this  patient  improved  in  a 
few  days  without  ever  having  any  electrocardio- 
graphic alterations,  and,  in  fact,  I do  not  even  know 
of  the  real  explanation  for  his  “attack.”  Perhaps 
it  was  an  extracardiac  affair.  I certainly  would  be 
reluctant  to  rule  out  a coronary  insufficiency  or 
infarction. 

Case  .9. — A history  of  long-standing  “heart 
disease”  was  given  by  a fifty-one-year-old  Puerto 
Rican,  in  frank  congestive  heart  failure  involving 
both  sides  of  the  heart,  with  pulmonary  and  hepatic 
congestion,  marked  ankle  edema,  etc.  I do  not 
know  what  his  blood  pressure  had  been  previously; 
when  I first  saw  him,  it  stood  at  175/85.  A faint 
systolic  murmur  at  the  apex  was  probably  functional. 
(This  term,  as  pointed  out  elsewhere  by  me,  des- 
ignates murmurs  due  to  weakening  of  a ventricle 
without  organic  valvular  disease.)  The  fluoroscope 
revealed  enlargement  of  the  left  ventricle,  of  the 
right  ventricle,  and  of  both  portions  of  the  right 
atrium,  and,  obviously,  pulmonary  congestion. 
The  electrocardiogram  showed  a left  ventricular 
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Fig.  1.  Case  9. — (A)  Lead  I before  injection. 
(B ) Lead  I after  injection. 


strain  “pattern,”  with  left  axis  deviation  in  a hori- 
zontal heart,  and  also  evidence  of  an  old  anterior 
wall  infarction  in  the  (right)  precordial  leads.  The 
injection  of  1 ce.  of  Hydergine  caused  no  changes  in 
the  pulse  rate  and  only  a moderate  fall  in  blood 
pressure  (150/75).  As  far  as  the  precordial  leads 
are  concerned,  no  change  occurred.  In  the  bipolar 
and  unipolar  limb,  however,  the  ST  depression 
diminished  markedly,  mainly  in  lead  I:  curiously 
enough,  the  QRS  voltage  in  these  leads  diminished 
by  about  two  ninths  of  its  original  value  (Fig.  1 ). 

Case  10. — A sixty-one-year-old  Puerto  Rican  male 
had  an  old  history  of  “hypertension  with  heart 
troubles.”  He  was  in  moderate  left-sided  decom- 
pensation when  seen  by  me  the  first  time:  his  blood 
pressure  was  270/140.  As  I found  out  later,  he 
reached  300/170  when  fully  compensated.  A 
grade  5 systolic  murmur  was  audible  over  the  whole 
precordium.  Basal  rales  were  abundant  in  both 
lungs.  The  screen  revealed  a tremendously  en- 
larged left  ventricle  (both  outflow  and  inflow  tracts). 
The  pulmonary  congestion  was  readily  discernible. 
The  electrocardiogram  was  highly  interesting:  The 

P wave  was  diphasic  in  lead  I,  isoelectric  in  II, 
and  diphasic-negative  in  III.  its  main  vector  pointing 
to  the  left  and  posteriorly.  The  QRS,  of  about 
0.12  duration,  was  multiphasic  and  mainly  negative 
in  lead  I and  aVL,  and  chiefly  positive  in  III  and 
a YF,  thus  indicating  an  electrically  vertical  posi- 
tion. The  mean  frontal  QRS  vector  pointed  to 
about  plus  130  degrees.  A deep  S could  be  seen 
in  the  right  precordial  leads,  with  a very  tall  R in  the 
left  ones:  the  latter  ones  showed  a depressed  ST 
segment  with  a negative  T.  Obviously,  then,  we 
were  dealing  with  a marked  left  ventricular  hyper- 
trophy, prolonged  conduction  time  and  considerable 
clockwise  rotation;  the  right  ventricular  surface 
turned  anteriorly  and  leftward.  The  injection  of  1 
cc.  of  Hydergine  caused  no  alteration  in  his  pulse 
rate:  the  blood  pressure  dropped  to  200  130.  The 
electrocardiogram  underwent  the  following  changes: 
(1)  As  in  Case  9,  the  voltage  of  the  QRS  diminished 
by  two  tenths.  (2)  The  length  of  ST-T  increased, 
in  spite  of  the  unchanged  pulse  rate,  the  lengthening 
visibly  involving  both  the  ST  and  T segment  (Fig.  2). 

Parenthetically,  I wish  to  mention  that  only  in 
Case  3 did  I notice  side-effects  of  the  drug,  a 
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Fig.  2 Case  10. — (A ) Lead  I before  injection.  (B) 
Lead  I after  injection. 

mildly  stuffed  nose.  Otherwise,  my  patients 
were  entirely  free  from  untoward  reaction.  Thus, 
it  appears  that  at  least  in  the  mentioned  dose 
Hydergine  is  a safe  drug,  even  in  the  presence  of 
very  serious  heart  disease.  Obviously,  it  is  far 
above  some  other  rather  dangerous  ergot  deriva- 
tives. 

Comment 

Before  going  into  discussion  of  the  above  cases. 
I wish  to  call  attention  to  the  fact  that  I have  in- 
tentionally avoided  the  use  of  such  terms  as 
“ischemic  vector,”  '‘injury  vector,”  etc.,  for  the 
very  simple  reason  that  they  are  too  pretentious 
from  a physiopathologie  point  of  view.  In  this 
respect  I entirely  agree  with  Grant,  for  example, 
who  rightly  insists  on  the  multiplicity  of  factors 
able  to  cause  the  appearance  of  “abnormal’'"  T 
waves  in  conditions  other  than  ischemia."  In- 
cidentally, and  from  a strictly  elect rophysiologic 
viewpoint,  the  term  “injury  vector,”  as  applied  to 
ST  depressions,  is  a misnomer,  for,  as  a matter  of 
fact,  the  depression  appears  at  the  precise  mo- 
ment when  the  “injury”  does  not  manifest  itself, 
thus  causing  the  return  to  the  basic  line,  as  was 
aptly  pointed  out  by  Grant  and  others.  In  other 
words,  the  less  explicitly  histopathologic  terms  are 
less  descriptive,  but  indubitably  also  less  prone  to 
be  too  generalized  or  too  pretentious. 

In  regard  to  the  problem  of  skin  resistance 
which  was  discussed  some  time  ago  by  Richter" 
in  his  interesting  papers,  its  importance  in  the  ap- 
pearance of  certain  abnormalities  in  the  electro- 
cardiogram is  obvious.  Recently.  ^ esell  and 
his  associates  started  to  study  this  .problem 
again,  and  they  seem  to  have  found  that  a de- 
ficient or  too  “energetic”  rubbing  in  of  the  skin  in 
the  place  of  application  of  the  electrodes  may  be 
the  cause  of  some  alterations  in  the  resistance, 
thus  causing  alterations  in  the  ST  vector,  espe- 
cially in  nervous,  apprehensive,  or  vasolabile  in- 
dividuals who,  by  a change  in  the  moisture  of 
their  skin,  could  perhaps  become  especially  prone 
to  certain  vectorial  abnormalities'  in  their  elec- 
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trocardiograms.24  This  interesting  suggestion 
should  be  kept  in  mind. 

If,  now,  we  turn  our  attention  specifically  to 
the  effects  of  Hydergine  on  the  pulse  rate,  blood 
pressure,  and  electrocardiographic  configuration 
of  our  patients,  we  shall  see  that  the  following 
happened : 

Only  in  one  case,  an  old  hypertensive,  in  fail- 
ure, was  there  a drop  in  the  pulse  rate,  and  that 
drop  was  very  slight.  All  the  remaining  cases 
showed  no  changes  in  this  respect. 

As  far  as  the  blood  pressure  is  concerned,  it 
dropped  considerably  in  some  hypertensives  (I 
had  only  “essential”  hypertensives  in  my  series), 
moderately  in  one,  very  slightly  in  one,  but  little 
or  not  at  all  in  the  normotensives.  Hence,  there 
is  partial  agreement  between  my  experience  and 
that  of  other  observers,  such  as  Thorner,  Stolpe- 
stad,  and  Griffith.25 

From  the  viewpoint  of  the  impact  of  Hydergine 
on  the  electrocardiogram,  we  can  state  the  fol- 
lowing: Where  the  blood  pressure  remains  en- 
tirely unaffected,  the  electrocardiogram  remains 
so,  too.  However,  the  converse  is  not  true;  in 
other  words,  the  electrocardiogram  can  remain 
unchanged  even  in  the  presence  of  rather  drastic 
changes  in  the  blood  pressure,  as,  for  instance,  in 
Case  7,  or  still  more,  in  Case  4,  where  the  altera- 
tion in  the  electrocardiogram  was  rather  para- 
doxical. Parenthetically,  it  should  be  recalled 
that  Duchosal,  Master,  and  other  observers  did 
describe  abnormal  electrocardiograms  which  be- 
came normal  after  exercise!26  I do  not  know  of 
any  plausible  explanation  of  this  strange  phenom- 
enon.* On  the  other  hand,  the  degree  of  altera- 
tion or  “normalization”  of  the  electrocardio- 
gram is  not  proportionate  to  the  drop  in  blood 
pressure;  witness  Case  6,  where  the  pressure 
dropped  little,  but  the  electrocardiogram  changed 
rather  much.  Nevertheless,  in  a given  case,  the 
electrocardiogram  normalization  proceeds  pari 
passu  with  the  drop  in  the  arterial  tension. 

From  the  point  of  view  of  specific  vectorial 
changes,  no  alteration  at  all  has  been  noticed  in 
the  QRS-T  angle,  which  remained  as  wide  after 
as  before  the  injection  of  Hydergine.  Obviously, 
in  the  kind  of  patients  described,  except  Case  8, 
the  width  of  the  angle  was  due  to  a combination 
of  several  factors:  ventricular  hypertension, 

myocardial  ischemia,  and  probably  other  fac- 
tors. On  the  other  hand,  the  small  systolic  size 
of  the  heart,  so  common  in  neurocirculatory  as- 
thenia and  so  interesting  to  watch  under  the 
screen  for  its  bizarre  hemodynamic  behavior,27 
could  not  be  observed  in  my  patients,  evidently 

* Sodi  Pallares30  seems  inclined  to  accept  Alzamora’s  ex- 
planation, according  to  which  a subendocardial  ischemia 
would  appear  in  a myocardium  afflicted  with  a subepicardial 
lesion  or  ischemia;  thus  this  theory  postulates  a double  zone 
of  ischemia. 


because  of  the  fact  that  ulterior  major  pathologic 
phenomena  were  “hiding”  the  original  configura- 
tion. Parenthetically  it  may  be  added  here  that 
some  observers  do  attribute  to  the  small  systolic 
size  the  appearance  of  certain  “false”  T abnor- 
malities and  believe  that  ergot  derivatives  abolish 
those  abnormalities,  momentarily,  by  altering, 
again  momentarily,  the  general  hemodynamics  of 
the  cardiovascular  system,  thus  abolishing  the 
smallness  of  the  heart.22  This  problem,  however, 
is  far  from  being  solved.  What  is  more,  Scherf, 
Schachmann,  and  others28  were  able  to  block 
the  autonomous  ganglia,  and  yet  the  pharmaco- 
dynamic properties  of  ergot  derivatives  still  per- 
sisted at  least  as  far  as  their  influence  on  the 
electrocardiogram  is  concerned. 

Hence,  I believe  that  the  widespread  use  of  the 
term  “sympathicolytic,”  as  applied  to  the  alka- 
loids of  ergots,  is  unjustified,  although,  as  a mat- 
ter of  fact,  they  seem  to  be  sympathicolytic  also,  f 
However,  their  properties  are  multifaceted  and 
probably  encompass  even  some  direct  action  on 
the  vessels.15  Be  that  as  it  may,  it  seems  to  me 
that  their  modus  operandi  on  the  heart  is  still 
unknown.  Thus,  we  are  in  agreement  with 
Laubry,  Master,  and  others  in  this  regard. 

Interestingly  enough,  the  0.04,  or  so-called  Q,  ** 
vector  has  also  remained  impassive  in  my  series 
of  cases,  even  though  the  “voltage”  of  QRS  has 
shown  a slight  diminution  in  two  cases.  The 
length  of  the  cycles  remained  unchanged,  except 
in  Case  10,  in  which  ST-T  increased. 

Summary 

In  summarizing,  we  can  draw  the  following 
conclusions: 

1.  Hydergine  exerts  practically  no  effect  on 
the  pulse  rate. 

2.  It  has  an  inconstant,  but  undeniable  effect 
on  the  blood  pressure,  namely  a hypotensive  one. 

3.  Where  the  pressure  remains  unchanged, 
the  electrocardiogram  remains  so,  too. 

4.  On  the  other  hand,  even  when  the  blood 
pressure  undergoes  changes,  the  effect  on  the 
electrocardiogram  is  inconstant  and  even  er- 
ratic. The  effects  consist  of  (a)  diminution  or 

t Curiously  enough,  even  after  sympathectomy  (Smith- 
wick’s  technic)  has  failed  to  lower  the  blood  pressure  in  cer- 
tain hypertensives,  certain  electrocardiographic  abnormalities 
which  existed  before  the  operation  tend  to  disappear;  the 
ventricular  gradient  vector,  previously  deviated  to  the  left, 
returns  to  a more  or  less  normal  position  (Ramos  and  Borges, 
as  quoted  by  Sodi  Pallares30).  In  view  of  this  curious  fact, 
it  seems  to  us  that  it  would  be  very  interesting  to  submit  a 
large  group  of  hypertensives  to  the  action  of  CCK  179  for  a 
long  period  of  time,  thus  preventing  perhaps  the  ill  effects  of 
prolonged  hypertension  on  their  hearts. 


**  Incidentally,  the  only  logical  name  for  the  '‘abnormal’' 
Q wave  observed  in  myocardial  necrosis  is  "initial  vectorial 
allodromia,”  as  suggested  by  Donzelat31  and  accepted  by 
several  leading  authorities,  for  the  duration  of  that  wave  is 
variable  and  the  term  0.4  vector  is  often  a misnomer. 
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even  abolition  of  ST  depressions  (this  is  the  most 
frequently  observed  effect  of  the  drug);  (6)  oc- 
casionally, a paradoxic  depression  of  ST  in  a 
formerly  isoelectric  segment;  (c)  prolongation  of 
ST-T  wave  (observed  in  only  one  case);  (d) 
lowering  of  the  QRS  voltage. 

Conclusions 

I wish  to  stress  that,  notwithstanding  the  great 
importance  of  a carefully  taken  clinical  history, 
the  importance  of  the  electrocardiographic  con- 
tribution toward  the  establishment  of  a final  diag- 
nosis in  many  a heart  problem  is  of  paramount 
value.  There  are  many  cases  where  the  subjec- 
tive aspects,  even  in  indubitable  coronary  dis- 
ease, are  atypical,  bizarre,  or  even  misleading.  On 
the  other  hand,  angina  pectoris  can  exist,  even 
kill,  in  the  absence  of  coronary  disease,  and  a re- 
cent publication  should  remind  us  of  this  dis- 
tressing fact.29  Furthermore,  cardiospasm,  di- 
verticula, and  hernias  in  some  segments  of  the 
digestive  tract  can  mimic  very  closely  “real” 
angina  pectoris,  textbooks  notwithstanding. 
Mental  tension,  anxiety,  etc.,  both  subjectively 
and  objectively  (electrocardiographically)  can 
mimic  coronary  disease  with  all  its  ominous  im- 
plications, hence  the  importance  of  “ruling  out” 
those  pseudoabnormalities.  Unfortunately, 
however,  and  regardless  of  its  value  in  hyperten- 
sion and  some  peripheral  angiopathies,  CCIv  179 
is  not  a panacea  for  “false”  electrocardiographic 
abnormalities. 

1450  Bryant  Avenue 
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WEATHER— A FACTOR  IN  FOOD  INTAKE 

Infants  on  a self-demand  feeding  schedule  were 
found  to  respond  to  heat  stress  by  increasing  their 
water  intake  while  decreasing  their  milk  consump- 
tion. Conversely,  in  lower  temperatures  food  in- 
take rose  proportionately  as  water  intake  fell. 

Six  normal  infants,  fourteen  to  231  days  old,  were 
observed  by  Cooke  of  Yale  University  for  twenty  to 
180  days.  At  temperatures  of  91  F.,  caloric  intake 
consistently  dropped;  this  was  accompanied  by  an 


increased  water  intake.  Thus  the  total  fluid  intake 
remained  constant. 

The  author  suggests  a dilute  feeding  mixture 
(50  calories  per  100  cc.)  during  hot  weather,  in 
preference  to  concentrated  mixtures  supplemented 
by  water.  He  feels  that  this  assures  an  adequate 
intake  of  water  in  relation  to  calories,  protein,  and 
electrolytes. — R.  E.  Cooke,  M.D.,  Yale  Journal  of 
Biology  and  Medicine,  February,  1952 


Case  Reports 


A CASE  OF  FAMILIAL  POLYPOSIS  OF  THE  COLON  TREATED  BY  ONE-STAGE 
COLECTOMY  AND  ILEOPROCTOSTOMY 


M.  A.  Tumolo,  M.D.,  Brooklyn,  New  York 


( From  St.  Peter's  Hospital) 


'"THE  following  is  the  report  of  a case  of  familial 
polyposis  of  the  colon  treated  by  a one-stage 
total  colectomy  and  ileoproctostomy.  This  report 
will  include  comments  applying  only  to  this  case 
or  similar  ones,  no  attempt  being  made  to  present 
an  exhaustive  review  of  the  subject  since  the  recent 
literature  on  it  has  been  greatly  enriched  with  a 
number  of  excellent  articles.1,2  Perhaps  the  grow  ing 
interest  in  the  condition  arises  from  the  possibilities 
presented  by  just  such  a case  as  this  one. 

It  is  now'  generally  believed  that  familial  polyposis 
of  the  colon  is  one  of  the  few-  conditions  that  begins 
as  a benign  lesion  and,  uidess  treated  early  and 
radically,  eventuates  in  a malignancy  in  100  per  cent 
of  cases.1"3  This  condition,  therefore,  is  recognized 
f0  as  a good  field  in  which  to  practice  cancer  control. 


of 


The  members  of  a family  in  which  it  has  been  found 


(jor  an  be  thoroughly  and  successfully  investigated 
’.v  simple  methods,  and  the  condition  brought  to 
01  / ght,  and  thus  to  earlier  treatment,  often  before 
-ymptoms  have  occurred.  In  this  way,  there  will 
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be  a greater  chance  of  prevention,  if  the  lesions  are 
benign,  or  of  cure,  if  they  have*  already  turned 
malignant.  The  significance  of  this  fact  can  be 
grasped  more  readily  if  it  is  realized  that  any  person 
with  familial  polyposis  of  the  colon  probably  will 
have  cancerous  changes  in  one  or  more  of  the  polyps 
by  the  time  he  reaches  the  age  of  thirty-five  years.1, 1 

If  anything  is  to  be  gained  in  this  condition,  it 
will  be  mostly  in  the  early  cases  before  malignant 
degeneration  has  occurred,  that  is,  in  those  picked 
up  either  accidently  in  routine  checkups  or  in 
those  found  as  a result  of  family  checkups  where 
some  other  member  has  been  found  with  the  condi- 
tion. The  majority  of  such  patients  thus  found, 
therefore,  wdll  be  in  their  early  adult  life,  between  the 
ages  of  twenty  and  forty  years-  a period  in  life  of 
greatest  marital,  social,  and  economic  stress,  making 
it,  difficult  for  the  patient  to  accept  the  treatment  of 
choice,  that  is,  total  colectomy  with  permanent 
ileostomy  and  removal  of  the  rectum,  especially 
w'hen  all  methods  of  study  and  examination  reveal 
the  condition  still  to  be  benign.  The  problem  will 
be  made  easier  if  the  patient  can  be  assured  that  his 
rectum  will  not  be  removed,  that  he  will  be  able  to 
defecate  in  a normal  manner  after  the  operation, 
and  that  he  will  not  be  handicapped  at  a time  in 


life  when  such  a handicap  looms  so  large.  This 
applies  only  to  those  W'ho  are  fortunate  enough  to 
have  minimal  or  no  involvement  of  the  rectum  with 
polyps  that  are  benign.  In  such  cases,  the  chances 
for  the  development  of  cancer  will  probably  be  nil  if 
the  patient  accepts  the  price  he  must  pay  for  the 
convenience  of  normal  defecation,  that  is,  post- 
operative periodic  proctoscopic  examination  at 
three-month  intervals,  for  life,  to  remove  any  and  all 
polyps  that  may  appear  subsequent  to  operation. 
The  reason  for  the  periodic  examinations  is  that  in 
familial  polyposis  of  the  colon  the  tendency  to 
polyp  formation  remains  and  is  inherent  in  the 
mucosa  of  the  colon  and  rectum  throughout  life. 
The  above  procedure  is  advocated  in  spite  of  recent 
reports  that  in  25  per  cent  of  cases  where  the 
rectum  was  not  removed,  cancer  developed  and  the 
patient  died  despite  periodic  examinations.6,6 
Ilow'ever,  this  paper  is  concerned  with  only  one  type 
of  case,  one  writh  very  little  involvement  of  the 
rectum,  if  any,  and  this  a benign  involvement. 
Where  there  is  marked  involvement  of  the  rectum, 
with  adenomatous  polyps  that  are  sessile,  it  would 
probably  be  best  to  remove  the  rectum  along  with 
the  rest  of  the  colon  and  leave  the  patient  with  a 
permanent  ileostomy. 

One  other  factor  tending  to  make  a patient  hesi- 
tate to  submit  to  radical  treatment  is  the  staged 
operations  that  have  been  the  accepted  form  of 
procedure  in  handling  such  cases  in  the  past.3,3 
In  the  eyes  of  the  patient,  this  procedure  entails 
not  only  multiple  operative  risks  but  also  prolonged 
discomfort,  invalidism,  procrastination,  and  added 
expenses.  Fortunately,  because  of  present-day  ad- 
vances in  surgical  technic,  preoperative  preparation, 
anesthesia,  and  postoperative  care,  the  trend  is  to 
consider  multiple  operations  unnecessary,  undesir- 
able, and  of  secondary  choice.  For  the  past  year 
or  so,  the  trend  has  been  toward  one-stage  total 
colectomy  with  ileoproctostomy  wherever  conditions 
warrant  it.7"10  The  only  conditions  necessary  are 
a patient-  with  minimal  benign  lesions  in  the  rectum, 
as  staled  above,  favorable  operative  findings,  and 
the  ability  of  the  surgeon.  Mention  of  physical 
status  of  the  patient  is  omitted  since  it  is  a rule  to  do 
only  as  much  surgery  as  the  patient  can  stand. 
Since  the  type  of  ease  discussed  here  would  be  a 
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Fig.  1.  X-ray  of  colon  showing  the  diffuse  polyposis. 


young  adult  whose  condition  would  be  discovered  as 
a result  of  a family  investigation,  the  patient  would 
be  in  fairly  good  condition,  and  with  the  help  of 
present-day  preoperative  preparation  and  care, 
in  as  good  condition  as  any  surgeon  could  hope  for 
in  the  contemplated  surgery.  In  fact,  his  condition 
should  be  much  better  for  the  one-stage  procedure 
than  for  the  subsequent  procedures  of  a multiple- 
stage  operation,  for  if  his  condition  is  not  con- 
sidered favorable  at  the  time  of  the  initial  operation, 
it  will  be  less  so  for  the  subsequent  operations, 
regardless  of  their  magnitude. 

Case  Report 

A thirty-two-year-old  white  female  came  to  the 
office  one  year  ago  with  a history  of  rectal  bleeding 
and  diarrhea,  about  twelve  stools  daily,  for  the  past 
four  years.  During  this  time  she  had  been  assured 
repeatedly  by  her  private  physician  that  the  bleeding 
was-due  to  hemorrhoids.  Meanwhile,  two  years  ago, 
her  fifty-eight-year-old  father  was  found  to  have 
familial  polyposis  of  the  colon  with  cancer  forma- 
tion in  two  of  the  polyps.  After  a checkup  at  that 
time,  she  was  found  to  have  a similar  condition  but 
with  benign  polyps  in  her  rectum.  Her  physician 
advised  radical  surgery,  but  she  had  lost  faith  in 
him  completely,  despite  the  fact  that  he  had  carried 
her  through  two  cesarean  sections  successfully  after 
she  had  had  three  miscarriages  in  the  seven  years  of 
her  married  life.  She  then  began  the  rounds  of 
doctors  and  clinics,  becoming  more  confused,  be- 
wildered, and  despondent  each  day,  as  she  stated, 
not  knowing  what  to  do,  since  some  of  the  doctors 
would  advise  one  procedure  and  others  something 
entirely  different. 

Examination  showed  nothing  remarkable  in  her 
physical  condition  other  than  that  she  was  moder- 
ately anemic,  underweight,  nervous,  and  had  a well- 
healed  operative  scar  in  the  lower  abdomen  from  her 
previous  sections.  Sigmoidoscopic  examination  re- 


vealed five  polyps  in  the  rectum,  each  about  3 mm. 
in  diameter.  The  sigmoidoscope  could  not  be 
passed  into  the  sigmoid  because  of  pain  due  to  a 
sharp  angulation  of  the  bowel  at  the  rectosigmoid. 
However,  it  was  possible  to  view  the  inside  of  the 
adjacent  several  inches  of  sigmoid  revealing  similar 
pathology  above. 

Hospitalization  was  advised  on  the  basis  of  these 
findings,  and  on  the  basis  of  the  x-ray  films  of  a 
barium  enema  which  showed  the  typical  picture  of 
diffuse  polyposis  throughout  the  colon  from  cecum 
to  sigmoid  (Fig.  1).  The  patient  was  told  that  her 
rectum  could  be  saved,  that  a two-stage  operation 
would  be  planned,  but  that  if  conditions  were 
favorable  at  the  time  of  operation,  it  would  be  done 
in  one  stage.  She  also  was  told  that  it  would  be 
advisable  to  leave  the  rectum  in  only  if  she  felt  she 
could  and  would  return  for  repeated  periodic  ex- 
aminations after  the  operation,  perhaps  for  the  rest 
of  her  life,  to  make  certain  that  any  new  polyps 
would  be  removed  as  they  appeared.  She  consented 
to  this  and  entered  the  hospital  two  weeks  later. 

On  her  admission  to  St.  Peter’s  Hospital,  June  18. 
1951,  the  blood  count  was  3.6  million  red  blood  cells  I 
with  a hemoglobin  of  10  Gm.;  urine  analysis  was 
negative;  blood  urea  nitrogen  was  9.5  mg.  per  cent ; 
plasma  proteins  were  8.8  Gm.  total,  albumin  5.9  | 
Gm. ; prothrombin  time  was  fourteen  seconds  with  a 
control  of  fifteen  seconds;  x-rays  of  the  gastro- 
intestinal tract  showed  polyposis  of  the  colon  with 
evidence  of  a deficiency  state  in  the  small  bowel 
and  hypermotility.  The  pathologic  report  of  one  j 
of  the  polyps  removed  from  the  rectum  by  sigmoidos-  I 
copy  showed  it  to  be  a benign  adenomatous  polyp. 
After  the  usual  one-week  preparation  for  large  bowel 
surgery,  including  nonresidue  diet,  oral  antibiotics 
and  chemotherapeutics,  daily  enemata,  high  colonics,  | 
transfusion,  and  vitamins  B,  C,  and  K,  she  was  sub- 
mitted to  surgery,  and  a total  colectomy  with  ileo- 
proctostomv  was  done  in  one  stage.  Her  postopera-  I 
tive  course  was  uneventful  except  for  an  ileus  on  the  I 
third  day,  and  a low  grade  infection  in  the  pelvis 
that  subsided  in  two  weeks  without  abscess  forma-  I 
tion.  She  was  put  on  a soft,  bland  diet  until  she  | 
gained  control  of  her  bowels  and  then  on  a diet  I 
gradually  increasing  in  residue  and  variety.  Her  I 
stools,  which  had  been  bloody  and  numerous,  12  to  | 
14  dailj-  before  operation,  diminished  to  seven  I 
daily  after  two  weeks,  and  were  soft  but  not  bloody. 
By  the  time  she  left  the  hospital  on  July  22,  1951, 
three  and  one-half  weeks  postoperative,  her  red 
blood  cells  had  increased  to  4.6  million  and  her  I 
hemoglobin  to  14  Gm.  Her  weight,  which  was  I 
100  pounds  on  admission  to  the  hospital,  dropped 
to  96  pounds  one  week  after  operation  and  on  dis-  I 
charge  was  94  pounds.  However,  she  left  the 
hospital  in  good  condition,  much  better  condition 
than  when  she  had  entered,  and  her  morale  was  | 
excellent. 

No  evidence  of  malignancy  could  be  felt  or  seen  at  j 
operation.  The  polyps  were  soft,  and  all  were  of  the 
same  consistency.  After  completion  of  the  opera- 
tion, the  colon  was  opened  for  inspection  and  was 
found  studded  from  end  to  end  with  polyps  varying  i 
in  size  from  3 mm.  to  5 cm.  (Fig.  2).  However,  one  I 
lesion  in  the  sigmoid  appeared  to  have  turned 
malignant  (Fig.  3).  It  was  flat,  sessile,  slightly 
indurated,  and  about  2 cm.  in  diameter.  This  had 
not  penetrated  to  the  serosa  and  could  not  be  felt 
through  the  intact  bowel  wall  as  the  colon  was  being 
removed.  There  were  many  soft  discrete  glands 
throughout  the  mesocolon,  varying  in  size  from  I 
several  millimeters  to  l1/:  cm.,  which  did  not  appear  I 
malignant.  At  the  time  of  open  anastomosis  be-  I 
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Fig.  2.  Specimen  removed  at  operation,  con- 
sisting of  terminal  8 inches  of  ileum  and  entire 
colon,  from  cecum  to  end  of  sigmoid,  and  showing 
the  diffuse  polyposis,  both  large  pendunculated 
polyps,  and  a carpet  of  small  sessile  adenomatous 
polyps.  Arrow  points  to  site  in  sigmoid  from  which 
the  polyp  with  malignant  degeneration  was  re- 
moved. 
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Fig.  3.  Cross  section  of  the  polyp  undergoing 
malignant  degeneration.  The  transition  from  nor- 
mal mucous  membrane  to  cancerous  degeneration 
can  be  seen,  as  well  as  the  fact  that  the  cancer  does 
not  extend  through  muscularis. 


patient’s  father.  Then,  after  sigmoidoscopic  ex- 
amination and  barium  enema,  she  was  found  with 


the  same  condition.  If  this  examination  had  been 


tween  the  side  of  the  ileum  and  the  end  of  the 
rectum,  one  polyp  was  removed  from  inside  the 
rectum  since  it  was  in  the  line  of  anastomosis.  An- 
other polyp,  situated  in  the  transverse  colon,  pedun- 
culated and  about  1 cm.  in  diameter,  was  literally 
“sweating”  blood,  and  may  have  been  the  cause  of 
her  bloody  stools  (Fig.  4).  This  polyp  was  not 
malignant.  The  liver  had  no  metastases  and  ap- 
peared normal.  The  pathologic  report  of  the  speci- 
men removed  was  multiple  adenomatous  polyps 
and  adenocarcinoma  of  the  colon. 

At  follow-up  examination,  three  months  after 
operation,  it  was  found  that  she  had  improved  to 
the  point  where  she  weighed  105  pounds,  could  eat 
everything,  and  could  limit  her  bowel  activity  to  one 
or  two  movements  a day.  There  were  no  new  polyps 
in  the  rectum,  the  remaining  ones  having  been  re- 
moved through  the  sigmoidoscope  before  she  left 
the  hospital.  The  site  of  the  anastomosis  between 
the  ileum  and  the  rectum  was  easily  visible  and  was 
well-healed  and  patent  to  the  width  of  a finger. 
She  continued  to  come  for  her  re-examinations  faith- 
fully, as  she  had  promised,  and  when  last  seen,  in 
June,  1952,  just  one  year  after  operation,  she  had 
gained  20  pounds,  was  happily  caring  for  her  two 
young  children,  and  looked  the  picture  of  health  and 
happiness.  She  was  able  to  eat  whatever  she 
pleased,  and  could  control  her  bowels  at  will,  even 
to  the  point  of  not  moving  them  all  day  long,  if 
necessary.  However,  she  normally  had  one  or 
two  movements  daily  without  diarrhea  or  bleeding. 
No  other  polyps  have  been  found  at  the  re-examina- 
tions  to  date. 

Comments 

In  the  case  presented  above,  the  symptoms  of 
bloody  stools  and  diarrhea  were  completely  ignored 
by  the  patient’s  private  physician  who  was  satisfied 
that  the  cause  was  hemorrhoids,  without  further 
investigation  until  three  years  later  when  another 
physician  discovered  polyposis  of  the  colon  in  the 


done  when  her  symptoms  began,  and  she  had  been 
subjected  to  surgery  at  that  time,  she  might  have 
been  spared  the  unfortunate  occurrence  of  malignant 
degeneration  of  one  of  her  polyps,  since  the  only  one 
found  after  four  years  of  symptoms  was  an  early 
lesion,  2 cm.  in  size,  and  it  is  known  that  it 
takes  about  two  years  for  a malignancy  to  encircle 
the  gut  wall  completely,  a distance  of  about  10  cm.10 
The  cancer  found  in  this  case,  therefore,  would  be  at 
most  about  six  months  old  since  it  covered  approxi- 
mately one  fifth  the  circumference  of  the  colon. 

In  addition  to  this  patient,  a younger  sister, 
twenty-eight  years  of  age,  has  been  suffering  with 
an  abdominal  condition  for  several  years  and  is  being 
treated  as  an  “ulcer”  patient  without  benefit  of 
x-ray  diagnosis!  A brother,  who  died  thirty-two 
years  ago  at  the  age  of  twenty-six  months,  was  said 
to  have  had  cancer  of  the  stomach.  It  is  not  sur- 
prising to  find  malignancies,  other  than  polyposis 
of  the  colon,  in  other  members  of  the  family,  since 
this  tendency  has  been  shown  to  be  present  in  such 
families. 

Certainly,  this  case  stresses  the  importance  of 
investigating  rectal  bleeding  and  reveals  the  two 
characteristic  features  of  the  disease,  namely,  that 
it  is  familial  and  that  it  tends  to  become  malignant 
early  in  its  course  if  not  treated.  Not  the  least 
important  part  of  the  treatment  is  the  periodic 
postoperative  follow-up  examination,  for,  as  demon- 
strated, it  is  likely  that  a malignancy  may  develop 
in  a polyp  within  six  months  of  the  last  examina- 
tion. Such  examinations  are  necessary,  therefore,  at 
intervals  of  at  least  three  months,  not  six  months  or  a 
year,  as  suggested  by  some,  in  order  to  insure  against 
malignant  degeneration  of  a polyp  in  the  rectum. 
Perhaps,  if  this  procedure  were  carried  out  reli- 
giously, less  than  25  per  cent  of  patients  in  whom  the 
rectum  is  not  removed  would  die  of  cancer  of  the 


M.  A.  TUMOLO 


[\.  Y.  State  J.  M. 


«98 


Fig.  4.  Cross  section  of  one  of  the  large  benign 
pedunculated  polyps  seen  on  gross  specimen. 


rectum  while  coming  for  periodic  examinations  to 
prevent  it. 

Several  other  interesting  points,  well  worth  dis- 
cussing, were  brought  out  in  the  operation  on  this 
patient.  The  Miller-Abbott  tube  could  not  be 
passed  preoperatively  because  of  the  patient’s 
nervous  condition,  which  caused  her  to  retch  con- 
tinually and  bring  up  the  tube  whenever  it  was 
passed.  During  the  operation,  therefore,  every- 
thing possible  was  done  to  prepare  for  an  anticipated 
postoperative  ileus,  complicated  by  an  obstruction 
at  the  anastomosis  due  to  edema,  a situation  which 
occurs  often  in  patients  undergoing  surgery  after 
long  nutritional  disturbances.  It  was  felt  that  a 
good-sized  patent  anastomosis  would  be  preferable 
to  a small  one  allowing  sphincter-like  control  at  this 
point,  which  would  have  been  done  if  the  Miller- 
Abbott  tube  had  been  in  place  and  functioning. 
The  side  of  the  distal  end  of  the  ileum  was  anasto- 
mosed to  the  end  of  the  rectum,  making  an  anasto- 
mosis that  was  patent  to  the  width  of  two  fingers 
after  completion.  This  proved  to  be  a valuable 
precaution  for,  on  the  third  postoperative  day. 
after  twenty-four  hours  of  oral  fluids,  the  patient 
became  distended  and  vomited,  despite  continuous 
Wangensteen  suction  through  a Levine  tube  in  her 
stomach.  She  had  an  ileus  that  could  not  be 
relieved  and  was  rapidly  getting  worse  until,  on 
rectal  digital  examination,  it  was  possible  to  reach 
the  anastomosis  which  had  been  pushed  down  low 
in  the  rectum  by  the  distended  loops  of  small  gut 
above,  and  a finger  was  passed  cautiously  through 
the  narrowed  edematous  anastomosis  into  the  dis- 
tended terminal  ileum.  On  withdrawal  of  the  finger, 
a copious  flow  of  about  one  pint  of  serosanguinous 
fluid  was  evacuated  through  the  rectum.  Harris 
irrigations  then  were  instituted,  and  the  patient 
successfully  overcame  the  ileus.  This  problem 
would  certainly  have  proved  more  serious  in  this 
case  had  the  ileum  been  anastomosed  to  the  sigmoid, 
or  the  end  of  the  ileum  to  the  end  or  side  of  the 
rectum,  for  neither  of  these  procedures  would  have 
been  sufficient  to  handle  the  situation  as  nicely  as 
the  large,  competent,  easily  accessible  anastomosis 
that  was  performed. 


Another  important  consideration  is  the  question 
of  whether  to  remove  all  of  the  sigmoid  and  do  an 
ileoproctostomy, 11,12  or  to  be  satisfied  with  removing 
only  part  of  the  sigmoid  and  do  an  ileosigmoid- 
ostomy. 4,13-15  Although  it  is  easier  to  do  the  latter 
and  the  temptation  to  do  it  would  be  great  after  a 
prolonged  procedure,  the  added  work  necessary  to 
anastomose  the  ileum  to  the  rectum,  and  remove 
the  whole  of  the  sigmoid,  is  well  worth  the  extra 
trouble  for  several  good  reasons:  (1)  This  procedure 
is  more  consistent  with  the  purpose  of  the  operation 
in  that  it  removes  just  that  much  more  of  the 
polyp-bearing  area  and  with  it  the  accompanying 
tendency  to  cancer  formation  in  a region  much  more 
difficult  to  reach  with  the  sigmoidoscope.  (2) 
This  procedure  makes  it  easier  to  remove  polyps 
that  may  continue  to  appear  postoperatively  at  the 
periodic  examinations.  (3)  If,  as  frequently  hap- 
pens, the  ordeal  of  this  periodic  examination  is 
made  painful  and  disagreeable  to  the  patient, 
because  of  spasm,  narrowing,  or  sharp  angulation, 
when  the  sigmoidoscope  must  pass  the  rectosigmoid 
junction  to  get  into  the  remaining  sigmoid,  the 
patient  will  become  discouraged  and  not  return 
for  the  subsequent  examinations  which  are  so  neces- 
sary for  the  successful  handling  of  the  case.  (4) 
The  remaining  sigmoid  may  not  be  entirely  acces- 
sible to  the  reach  of  the  sigmoidoscope  and,  therefore, 
polyps  will  be  missed.  (5)  There  is  a greater  chance 
for  perforation  through  the  wall  of  the  sigmoid  into 
the  general  peritoneal  cavity  in  removing  polyps 
in  the  sigmoid  by  any  means,  than  in  removing  them 
similarly  from  the  rectum.16,17  (6)  In  cases  where  a 
Miller-Abbott,  Harris,  or  Cantor  tube  cannot  be 
passed  successfully  preoperatively  in  order  to  pre- 
vent postoperative  ileus,  and  edema  occurs  at  the 
anastomotic  site  causing  obstruction,  it  would  be  a 
relatively  easy  matter  to  pass  or  guide  a small 
catheter  or  even  a rectal  tube  from  below  through 
the  anastomosis  in  the  rectum  and  allow  for  de- 
compression by  Harris  irrigations,  whereas  it  would 
be  practically  impossible  to  aid  the  patient  thus  with 
an  ileosigmoidostomv. 

A final  point  requiring  consideration  during 
operation  is  the  determination  of  the  presence  or 
absence  of  malignant  degeneration  of  one  or  more  of 
the  polyps.  In  this  case,  the  whole  colon  was 
palpated  before  its  mobilization  was  attempted,  and 
again  more  carefully  as  it  was  being  mobilized,  for 
the  purpose  of  feeling  for  indurated  masses  that 
might  indicate  cancer;  however,  none  was  found. 
Through  the  wall  of  the  colon  all  the  polyps  were 
felt  as  soft  tumors  of  the  same  consistency.  The 
regional  glands  in  the  mesocolon,  although  numer- 
ous, and  varving  in  size  from  several  millimeters  to 
1 y2  cm.,  were  all  discrete,  soft,  and  round,  and  did 
not  appear  malignant.  In  short,  the  picture  was 
one  of  a benign  lesion.  It  was  felt  that  a complete 
radical  dissection  and  removal  of  all  the  regional 
lymph  nodes  and  the  mesocolon  was  not  necessary, 
and  that  as  much  of  the  mesocolon  as  possible  could" 
be  saved  to  cover  the  bare  area  left  after  the  removal 
of  the  colon.  However,  when  the  colon  was  opened 
for  examination  after  the  operation  was  completed, 
a 2-cm.  mass  was  found  in  the  sigmoid  6 inches 
proximal  to  its  distal,  cut  end.  This  was  flat. 
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sessile,  more  indurated  than  the  other  polyps,  and 
appeared  to  be  undergoing  malignant  degeneration. 
After  examination  by  the  pathologist,  it  was  re- 
ported to  be  an  adenocarcinoma  involving  the 
mucosa  and  the  submucosa,  but  not  the  muscularis 
(Fig.  3).  Although  this  could  be  considered 
an  early  carcinoma,  which  probably  had  not  yet 
metastasized  to  the  regional  nodes,  the  whole 
mesocolon  with  all  its  glands  would  have  been 
removed  had  this  been  known  at  the  time  of  opera- 
tion. It  has  been  found  that  the  regional  glands 
were  involved  in  50  per  cent  of  cases  where  the 
cancer  had  not  yet  involved  the  serosa  of  the 
colon.18  In  retrospect,  on  the  basis  of  these  findings 
and  the  fact  that  we  cannot  see  microscopic  changes 
at  operation,  we  feel  that  it  would  be  best  to  do  a 
complete  gland  dissection,  with  removal  of  all  the 
mesocolon  possible  in  all  cases  of  familial  polyposis 
of  the  colon,  regardless  of  whether  evidence  of 
cancer  can  or  cannot  be  demonstrated  during  the 
operation.19  Short  of  this,  the  next  best  procedure 
is  to  have  a competent  person  present,  preferably  a 
pathologist,  to  examine  the  specimen  as  soon  as  it  is 
removed  to  see  that  no  malignancy  has  been  over- 
looked, and  then  to  continue  with  the  operation 
accordingly. 

A word  about  the  technic  followed  in  operating. 
Under  spinal  anesthesia,  the  abdomen  was  opened 
through  a left  paramedian  incision,  extending  from 
the  level  of  the  symphysis  pubis  to  1 inch  above  the 
level  of  the  umbilicus.  The  whole  colon,  from  cecum 
to  sigmoid,  was  mobilized  first  by  separating  its 
lateral  attachments  to  the  abdominal  parietes 
and  the  flexures,  and  freeing  it  from  the  greater 
omentum.  The  mesocolon  of  the  mobilized  colon 
and  mesentery  of  the  terminal  8 inches  or  so  of 
ileum  were  then  cut  and  ligated  and  the  gut  excised 
between  paired  clamps  at  its  proximal  end,  in  the 
mobilized  terminal  ileum,  and  at  its  distal  end,  the 
upper  limit  of  the  rectum.  The  end  of  the  ileum 
remaining  was  then  closed,  and  its  side  was  anasto- 
mosed to  the  upper  end  of  the  rectum,  using  two 
layers  of  atraumatic  catgut  sutures  for  the  anasto- 
mosis. A Penrose  drain  was  left  in  the  pelvis  and 
brought  out  through  the  lower  angle  of  the  ab- 
dominal wound. 

Summary 

Familial  polyposis  of  the  colon  is  a fertile  field 
for  the  control  of  cancer.  Its  discovery  in  one 
person  is  the  warning  signal  that  it  will  probably 
be  found  in  others  in  the  family.  Any  case  found 
should  be  treated  immediately  with  radical  surgery, 
for  only  in  this  way  can  the  malignant  degeneration 
that  is  characteristic  of  the  disease  be  prevented. 
In  the  case  reported  in  this  paper,  malignant  de- 
generation had  already  occurred  in  one  of  the 
polyps,  despite  the  fact  that  the  patient  was  only 
thirty-two  years  of  age,  and  despite  the  fact  that 
her  condition  was  discovered  only  after  it  had  been 
found  in  her  father,  fifty-eight  years  of  age,  in  whom 
two  of  the  polyps  had  become  cancerous.  Although 
the  condition  had  been  revealed  in  the  family  two 
years  ago,  and  soon  after  that  in  the  patient  also, 


it  took  her  almost  one  year  to  decide  to  submit  to 
the  surgery  recommended.  Ironically  enough,  the 
cancer  that  was  found  in  her  sigmoid  was  an  early 
one,  probably  not  more  than  six  months  old.  One 
can  only  speculate  that  had  she  been  operated  on 
sooner,  when  familial  polyposis  was  first  known  to 
exist  in  her  family,  cancer  would  have  been  pre- 
vented in  her  case.  Her  delay  in  consenting  to 
surgery  was  due  mainly  to  the  fact  that  she  could  not 
bear  the  thought  of  losing  her  rectum  and  living 
with  a permanent  ileostomy  for  the  rest  of  her  life. 
This  is  an  important  consideration  in  the  age  group 
where  early  treatment  will  do  most  good.  In  such 
cases,  where  there  are  only  a few  small  polyps  in  the 
rectum  or  none  at  all,  the  procedure  of  choice  should 
be  a total  colectomy  with  ileoproctostomy,  prefer- 
ably in  one  stage,  as  was  done  in  the  present  case. 
Nothing  will  be  lost  and  much  may  be  gained,  for  the 
patient  will  return  for  repeated  proctoscopic  ex- 
aminations to  remove  any  more  polyps  that  may 
grow  in  the  rectum  and,  since  her  ordeal  was  mini- 
mized, she  will  encourage  others  in  her  family  with 
polyposis  to  submit  to  the  treatment  sooner. 

Conclusions 

1.  A case  of  familial  polyposis  of  the  colon 
treated  with  a one-stage  total  colectomy  and  ileo- 
proctostomy is  reported. 

2.  The  urgency  of  the  condition,  regarding  early 
treatment  so  that  cancer  can  be  prevented,  is 
stressed. 

3.  Reasons  are  given  for  leaving  only  the  rectum 
intact  and  for  removing  the  whole  sigmoid  along 
with  the  colon. 

4.  The  advisability  of  removing  all  regional 
nodes  and  as  much  of  the  mesocolon  as  possible 
along  with  the  colon,  in  all  cases  of  familial  poly- 
posis of  the  colon,  is  mentioned. 

5.  The  importance  of  the  follow-up  is  stressed. 
The  patient  should  return  for  examination  post- 
operatively,  at  least  once  every  three  months,  to 
insure  against  the  development  of  rectal  cancer. 
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Edward  Lucien  Ayme,  M.D.,  of  New  York  City, 
died  on  February  3 at  the  age  of  ninety.  Dr.  Ayme 
was  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1885.  During 
World  War  I he  served  in  the  U.S.  Army  Medical 
Corps,  with  the  rank  of  major.  Dr.  Ayme  had 
served  on  the  staffs  of  Roosevelt  Hospital,  the  Hos- 
pital for  the  Ruptured  and  Crippled,  New  York 
Post-Graduate  Hospital,  and  Misericordia  Hospital. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morton  M.  Bandler,  M.D.,  of  Wingdale,  died  on 
January  5 at  the  age  of  forty-five.  Dr.  Bandler 
received  his  medical  degree  from  the  University  of 
Lausanne  in  1938.  He  was  supervising  psychi- 
atrist at  the  Harlem  Yalley  State  Hospital  in  Wing- 
dale.  Dr.  Bandler  was  a member  of  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Peter  Bisher,  M.D.,  of  New  York  City,  died  on 
February  16  at  the  Medical  .Arts  Center  Hospital  at 
the  age  of  seventy-eight.  Dr.  Bisher,  a native  of 
Russia,  came  to  the  United  States  at  the  age  of 
fifteen  and  was  graduated  from  the  New  York  Uni- 
versitv  and  Bellevue  Hospital  Medical  School  in 
1899. 

John  Edward  Burke,  M.D.,  of  Schenectady,  died 
on  February  11  at  the  age  of  sixty-nine.  Dr.  Burke 
was  graduated  from  the  Albany  Medical  College  in 
1915  and  had  retired  in  1949  after  thirty-two  years 
as  chief  school  physician,  chief  medical  supervisor, 
and  assistant  superintendent  in  charge  of  health  and 
physical  education.  Dr.  Burke  was  a member  of 
the  American  Public  Health  Association,  the  Mo- 
hawk Yalley  Neuropsychiatric  Society,  the  Schenec- 
tady County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Julius  Ferber,  M.D.,  of  New  Y ork  City,  died  on 
February  6 at  the  Manhattan  General  Hospital  at 
the  age  of  sixtv-five.  Dr.  Ferber  received  his 
medical  degree  from  the  New  Y’ork  University  and 
Bellevue  Hospital  Medical  School  in  1912.  He  was 
assistant  attending  physician  at  Gouvemeur  Hos- 
pital and  chief  attending  physician  at  the  Union 
Health  Center.  Dr.  Ferber  was  a member  of  the 
New  Y'ork  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Y'ork,  and  the  American 
Medical  .Association. 

Nathan  Francis,  M.D.,  of  Rochester,  died  on  Janu- 
ary 23  at  the  Rochester  General  Hospital  at  the  age 
of  fifty-five.  Dr.  Francis  received  his  medical  de- 
gree from  the  New  Y'ork  University  and  Bellevue 
Hospital  Medical  School  in  1929.  He  was  associate 
attending  physician  at  Rochester  General  Hospital 
and  had  been  on  the  medical  staff  of  the  Monroe 


County  Department  of  Public  Welfare.  A Fellow 
of  the  American  College  of  Allergists,  Dr.  Francis 
was  a member  of  the  American  Academy  of  Allergy, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Y'ork,  and  the  American 
Medical  .Association. 

Meyer  M.  Harris,  M.D.,  of  New  Y'ork  City,  died 
on  December  22,  1952,  at  the  age  of  sixty.  Dr. 
Harris  was  graduated  from  the  Cornell  University 
Medical  College  in  1920  and  interned  at  Lebanon 
Hospital.  He  was  principal  research  internist  at 
the  Psychiatric  Institute.  Dr.  Harris  was  a mem- 
ber of  the  American  Association  for  Research  in 
Psychosomatic  Problems,  the  Society  for  Experi- 
mental Biology  and  Medicine,  the  New  Y'ork  Acad- 
emy of  Medicine,  the  New  York  County  YIedical 
Society,  the  Medical  Society  of  the  State  of  New 
Y'ork,  and  the  American  Medical  .Association. 

Jacob  Heller,  M.D.,  of  Brooklyn,  died  on  February 
16  at  Mount  Sinai  Hospital.  Manhattan,  at  the  age 
of  seventy-seven.  Bora  in  Minsk,  Russia,  Dr 
Heller  came  to  the  L'nited  States  in  1892  and  was 
graduated  from  the  Cornell  University  Medical  Col- 
lege in  1899.  He  interned  at  Beth  Israel  Hospital.  ' , 
From  1915  to  1925  Dr.  Heller  was  chief  of  obstet-  , 
rics  at  the  Brooklvn  Women’s  Hospital,  and  from 
1918  to  1936  he  was  medical  director  of  the  Bedford  ] 
Maternity  Hospital.  He  retired  in  1942.  Dr. 
Heller  was  a member  of  the  Kings  County  YIedical 
Society,  the  YIedical  Society  of  the  State  of  New 
Y'ork,  and  the  American  YIedical  -Association. 

Carl  Herbert  Howell,  M.D.,  of  New  Y ork  City,  i 

died  on  October  3,  1952,  at  the  age  of  eightv-one.  ■ 
Dr.  Howell  received  his  medical  degree  from  the 
Bellevue  Hospital  YIedical  School  in  1895.  He  was  . 
a member  of  the  New  Y'ork  County  YIedical  Society, 
the  YIedical  Society  of  the  State  of  New  Y'ork,  and  : 
the  American  YIedical  Association. 

■ - 

Abraham  Koplowitz,  M.D.,  of  Brooklyn,  died  on 
February  1 at  the  Beth-El  Hospital  at  the  age  of 
seventy-two.  Bom  in  Arasne,  Russia,  Dr.  Koplo- 
witz came  to  the  L’nited  States  at  the  age  of 
seven.  He  received  his  medical  degree  from  the 
Long  Island  College  Hospital  YIedical  School  in  1899 
and  interned  in  Beth  Israel  Hospital  in  Ylanhattan. 

He  was,  for  ten  years,  director  of  obstetrics  and 
gynecology  at  Beth-El  Hospital  and  had  also  served 
as  past-president  of  its  medical  board.  Dr.  Koplo- 
witz was  also  consulting  gynecologist  at  the  Jewish 
Sanitarium  and  Hospital  for  Chronic  Diseases  and 
consulting  obstetrician  and  gynecologist  at  Beth-El 
and  Brookl  vn  Women’s  Hospitals. 

In  1947.  Dr.  Koplowitz  was  president  of  the  Kings , 
County  YIedical  Society  and  since  then  served  as  a 
member  of  the  board  of  trustees.  He  was  the  au-  * 
thor  of  many  articles  on  obstetrics  and  gynecology,  t 
A Diplomate  of  the  American  Board  of  Obstetrics  s 
and  Gynecology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Koplowitz  was  a member  of 
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the  Brooklyn  Gynecological  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Allan  Lerner,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 11  at  his  home  at  the  age  of  forty-five.  Dr. 
Lerner  received  his  medical  degree  from  the  LTni- 
versity  of  Paris  in  1936  and  during  World  War  II 
served  in  the  U.S.  Army  Medical  Corps.  He  was 
assistant  attending  allergist  at  Beth-El  Hospital  and 
at  Beth-El  Hospital  Outpatient  Department  and 
assistant  attending  pediatrician  at  Maimonides 
Hospital.  A Fellow  of  the  American  College  of 
Allergists,  Dr.  Lerner  was  a member  of  the  American 
Academy  of  Allergy,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Willis  E.  Merriman,  M.D.,  of  Utica,  died  on  Feb- 
ruary 14  at  his  home  at  the  age  of  seventy-seven. 
Dr.  Merriman  was  graduated  from  the  Albany  Medi- 
cal College  in  1902.  He  had  been  superintendent 
of  the  Manhattan  State  Hospital,  New  York  City, 
and  director  of  the  Utica  State  Hospital,  retiring 
in  1946.  Dr.  Merriman  was  a member  of  the  Ameri- 
can Psychiatric  Association,  the  Utica  Academy  of 
Medicine,  the  Mohawk  Valley  Neuropsychiatric 
Society,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  S.  Palombo,  M.D.,  of  Brooklyn,  died  re- 
cently at  the  age  of  fifty-two.  Dr.  Palombo  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1927.  He  was  assistant  attending  psychiatrist  at 
Kings  County  Hospital.  Dr.  Palombo  was  a mem- 
ber of  the  American  Psychiatric  Association,  the 
New  York  Society  for  Clinical  Psychiatry,  the 
Brooklyn  Psychiatric  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

William  Ward  Plummer,  M.D.,  of  Buffalo,  died  on 
February  16  at  the  age  of  seventy-five.  Dr.  Plum- 
mer was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1902.  He  was  professor 
emeritus  of  orthopedic  surgery  at  the  University  of 
Buffalo  School  of  Medicine  and  during  World  War 
II  served  as  a civilian  consultant  to  the  Army  Sur- 
geon General.  Dr.  Plummer  was  consulting  ortho- 
pedic surgeon  at  Children’s  Hospital  and  Buffalo 
General  Hospital  and  chief  consulting  orthopedic 


surgeon  at  the  Meyer  Memorial  Hospital,  all  in 
Buffalo.  A Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Plummer  was  a member 
of  the  American  Academy  of  Orthopedic  Surgeons, 
the  American  Orthopaedic  Association,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  M :Jical  Association. 

Clarence  A.  Renouard,  M.D.,  of  Forest  Hills, 
died  on  January  12  at  the  age  of  sixty-four.  Dr. 
Renouard  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1924 
and  had  been  attending  surgeon  at  St.  John’s  Hos- 
pital in  Long  Island  City.  Dr.  Renouard  was  a 
member  of  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Spencer  G.  Strauss,  M.D.,  of  New  York  City, 
died  on  February  14  at  Lenox  Hill  Hospital  at  the 
age  of  sixty-five.  Dr.  Strauss  was  graduated  from 
the  Columbia  University  College  of  Physicians  and 
Surgeons  in  1913  and  interned  at  the  Lenox  Hill 
Hospital.  During  World  War  I he  served  with  the 
U.S.  Navy  Medical  Corps.  Dr.  Strauss  was  a mem- 
ber of  the  American  Rheumatism  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  H.  Wolff,  M.D.,  of  Massapequa,  Long  Is- 
land, died  on  February  7 at  the  age  of  fifty-eight. 
Dr.  Wolff  was  graduated  from  the  New  York  Uni- 
versity Medical  College  in  1942.  He  was  assistant 
adjunct  physician  in  physical  medicine  at  the  Hos- 
pital for  Joint  Diseases,  New  York  City.  Dr. 
Wolff  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Floyd  Eugene  Woodhouse,  M.D.,  of  Elmira,  died 
on  February  1 at  the  Arnot-Ogden  Memorial  Hos- 
pital at  the  age  of  eighty-four.  Dr.  Woodhouse  re- 
ceived his  medical  degree  from  the  University  of 
Wooster,  Cleveland,  Ohio,  in  1891  and  had  prac- 
ticed in  Elmira  for  the  past  sixty  years.  He  was 
consulting  physician  at  St.  Joseph’s  Hospital  and 
consulting  physician  and  obstetrician  at  the  Arnot- 
Ogden  Memorial  Hospital.  Dr.  Woodhouse  was  a 
member  of  the  Chemung  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


NIACIN  FOR  DYSMENORRHEA 
Results  of  niacin  therapy  in  women  with  dys- 
menorrhea were  evaluated  by  follow-up  of  40 
patients  for  six  months.  These  were  from  a total 
of  111  women  given  niacin  (100  mg.)  twice  daily 
and  every  three  hours  during  cramps.  Of  the  40 
followed  up,  35  or  87.5  per  cent  reported  satisfactory 


results.  The  niacin  was  given  orally.  It  was  tried 
because  it  met  the  four  requirements  of  therapy  in 
this  condition:  availability,  economy,  nontoxicity 
and  harmlessness,  and  hope  for  correction  or 
“cure.” — A.  P.  Hudgins,  M.D.,  American  Prac- 
titioner and  Digest  of  Treatment,  November,  1952 
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Mary  Putnam  Jacobi  Fellowship — The  Women’s 
Medical  Association  of  Xew  York  City  offers  the 
Man-  Putnam  Jacobi  Fellowship  to  a graduate  wo- 
man physician,  either  American  or  foreign,  for  the 
year  1953.  This  fellowship  grant  of  one  thousand 
dollars,  starting  October  1,  is  given  for  medical  re- 
search or  clinical  investigation  limited  to  a special 
field  of  medicine.  Five  hundred  dollars  are  avail- 
able October  1,  with  the  second  five  hundred  dollars 
following  at  the  end  of  the  fourth  month.  There  is 
the  possibility  of  a third  award  of  five  hundred  dol- 
lars if  the  committee  judges  the  work  done  to  be  of 
special  merit. 

Applications  for  the  fellowship  must  be  filed  with 
the  secretary.  Dr.  Isabel  Schamagel,  139  East  36th 
Street,  Xew  York  16,  before  April  1,  and  will  be 
acted  upon  by  May  1.  Applications  must  be  ac- 
companied by  statement  from  a physician  of  a recent 
physical  examination,  transcripts  of  her  college  and 
medical  school  records,  personal  letters  of  recom- 
mendation from  two  or  more  physicians  under  whom 
she  has  studied,  a statement  by  the  applicant  of  the 
problems  she  proposes  to  investigate,  a statement 
from  the  person  under  whom  she  proposes  to  study 
of  his  or  her  interest  in  her  project,  and  a recent  pho- 
tograph with  her  age. 

The  recipient  of  the  fellowship  will  be  expected  to 
give  her  full  time  to  the  study  and  to  make  re- 
ports to  the  committee  at  four  month-intervals  with 
a view  to  publication  at  the  end  of  the  fellowship. 

Editor  Retires — Dr.  George  W.  Kosmak,  Xew 
York  City,  editor  emeritus  of  the  Xew  York  State 
Journal  of  Medicine,  has  retired  as  editor  of  the 
American  Journal  of  Obstetrics  and  Gynecology  and 
has  been  appointed  advisory  editor. 

Postgraduate  Course  on  Diseases  of  the  Chest — 

The  sixth  annual  postgraduate  course  on  diseases  of 
the  chest,  sponsored  by  the  council  on  postgraduate 
medical  education  of  the  American  College  of  Chest 
Phvsicians  and  the  Laennec  Society  of  Philadelphia, 
wilt  be  held  at  the  Bellevue-St  rat  ford  Hotel,  Phila- 
delphia, Pennsylvania,  March  23  through  27. 

The  number  of  registrants  for  this  course  is  lim- 
ited, and  applications  will  be  accepted  in  the  order 
in  which  they  are  received.  Applications  must  be 
sent  to:  American  College  of  Chest  Phvsicians,  112 
East  Chestnut  Street,  Chicago  11,  Illinois. 

Residencies  in  Psychiatry— The  Veterans  Ad- 
ministration Hospital,  Lyons,  Xew  Jersey,  has 
available  residencies  in  psychiatry  for  a one-  to 
three-year  period  which  are  fully  accredited  by  the 
American  Board  of  Psychiatry  and  Xeurology. 
The  training  can  commence  at  any  time,  and  the 
program  consists  of  lectures,  conferences,  and  semi- 
nars under  the  direction  of  the  Department  of  Psy- 
chiatry, Xew  York  Medical  College,  and  offers  in- 
tensive training,  both  intramurally  and  through  ro- 
tation in  special  hospitals  in  the  adjacent  area.  There 
is,  in  addition,  a series  of  extensive  guest  lecturers  as 
well  as  an  annual  institute  at  the  hospital. 

Mental  Health  Lectures — A series  entitled  “The 
Experts  View  Mental  Health”  will  start  on  March 


19  and  continue  on  Thursday  evenings  through 
April  23.  Sponsored  by  the  Adelphi  College  Grad- 
uate Council  and  its  Mental  Health  Center,  the  lec- 
tures will  be  held  in  the  Waldorf  School  Auditorium, 
Adelphi  College,  Garden  City. 

The  first  in  the  series  will  be  given  by  Dr.  Sandor  j 
Rado,  director,  Psychoanalytic  Clinic,  Columbia 
University,  and  clinical  professor  of  psychiatry, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  who  will  present  a paper  on  “Learning 
How  Your  Mind  Works.”  The  series  will  be  con- 
tinued by  the  following  speakers:  Dr.  Sandor  Lo- 
rand,  clinical  professor  of  pstchiatry,  State  Univer- 
sity of  Xew  York  Medical  School,  director,  Psycho- 
analytic Institute,  State  University  of  Xew  York,  ; 

' Types  of  Mental  Treatment;  Who  Practices  ] 
Them”;  Dr.  Henriette  Klein,  associate  clinical  pro-  1 
fessor  of  psychiatry,  College  of  Physicians  and  Sur- 
geons, Columbia  University,  “What  Fears  Mean  in 
Childbirth”;  Dr.  Mark  Kanzer,  associate  profes-  . 
sor  of  psychiatry,  State  University  of  Xew  York 
Medical  School,  “How  You  Become  Your  Own 
Worst  Enemy”;  Dr.  Richard  L.  Frank,  clinical  pro- 
fessor of  psychiatry,  State  University  of  Xew  York 
Medical  School,  “Religion  and  Psychiatry — Part- 
ners in  Mental  Health,”  and  Dr.  John  A.  P.  Mittet,  ] 
chief,  psychosomatic  clinic,  Presbyterian  Hospital, 
and  associate  professor,  Columbia  University,  Col- 
lege of  Physicians  and  Surgeons,  “Your  Physical 
Ailments  and  Your  Mind.” 

Seminar  for  Physicians  in  General  Practice — The 

Department  of  Health  of  the  City  of  Xew  York  is 
sponsoring  a series  of  eighteen  Saturday  morning 
lectures  which  began  on  January  17  and  are  held  in 
the  second  floor  auditorium  of  the  Health  Depart- 
ment building,  125  Worth  Street,  Xew  York  City. 
The  last  ten  in  this  series  and  their  dates  are: 

March  21 — “Office  Management  of  Cardiac 
Arrythmias,”  Dr.  Marsh  McCall,  director  of  medi- 
cine, Beekman  Downtown  Hospital;  March  28-y  ' 
“Psychologic  Aspects  of  Pregnancy,”  Dr.  Justin 
Callahan,  instructor  in  gynecology  and  obstetrics, 
Cornell  University  Medical  College,  and  "Psycho- 
logic Aspects  of  Child  Care,”  Dr.  H.  Bakwin,  profes- 
sor of  pediatrics,  Xew  York  University  Medical 
School. 

April  4 — “Medical  Problems  of  the  Older  Patient 
in  General  Practice,”  Dr.  Frederic  Zeman,  chief 
physician,  Hospital  and  Home  for  Aged  and  Infirm 
Hebrews;  April  11 — “The  Prevention  and  Manage- 
ment of  Prematurity,”  Dr.  L.  M.  Heilman,  profes- 
sor of  obstetrics  and  gynecology,  State  University  of 
Xew  York,  and  Dr.  Richard  Day,  associate  profes- 
sor of  pediatrics.  College  of  Phvsicians  and  Surgeons; 
April  18 — “Diagnosis  and  Treatment  of  Hyperten-  - 
sion,”  Dr.  Joseph  Perera,  associate  professor  of 
medicine,  College  of  Physicians  and  Surgeons;  j 
April  25 — “Care  and  Management  of  the  Xew- 
born,”  Dr.  Samuel  Karelitz,  assistant  clinical  pro- 
fessor of  pediatrics,  College  of  Physicians  and  Sur- 
geons. 

May  2 — “The  Doctor’s  Office — A Cancer  Detec- 
tion Center,”  Dr.  Abraham  Oppenheim,  assistant 
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visiting  surgeon,  Harlem  and  Montefiore  Hospitals; 
May  9 — “Headache,”  Dr.  Arnold  Friedman,  Neuro- 
logical Institute,  Presbyterian  Hospital,  and  May 
16 — “Clinical  Observations  on  Migraine  and  Its 
Treatment,”  Dr.  Sol  Hirsch. 

Hill-Burton  Grants — Hill-Burton  grants  approved 
in  the  State  of  New  York  as  of  February  1 are: 
Abraham  Jacobi  Infirmary  Center  at  a total  cost  of 
$184,100,  including  Federal  contribution  of  $61,367; 
Booth  Memorial  Hospital  at  a total  cost  of  $3,357,- 
100,  including  Federal  contribution  of  $1,119,033, 
to  supply  235  additional  beds,  and  St.  Vincent’s 
Hospital  at  a total  cost  of  $1,552,960,  including 
Federal  contribution  of  $490,987,  to  supply  70  addi- 
tional beds,  all  in  New  York  City. 

The  status  of  all  Hill-Burton  hospital  construction 
in  New  York  State  including  the  above  is:  Com- 
pleted and  in  operation — 50  projects  at  a total  cost 
of  $38,086,597,  including  Federal  contribution  of 
$12,234,995,  and  supplying  2,364  additional  beds; 
under  construction — 18  projects  at  a total  cost  of 
$28,445,345,  including  Federal  contribution  of 
$7,741,585,  and  designed  to  supply  1,472  additional 
beds,  and  approved,  but  not  yet  under  construc- 


tion— ten  projects  at  a total  cost  of  $18,642,160, 
including  $4,989,053  Federal  contribution  and  de- 
signed to  supply  1,142  additional  beds. 

Lasdon  Foundation  Grant — Dr.  Robert  H.  Broh- 
Kahn,  scientific  director  of  the  Lasdon  Foundation, 
Inc.,  Yonkers,  has  announced  that  a grant  of  $15,000 
has  been  awarded  to  Harvard  Medical  School  and 
its  affiliated  Peter  Bent  Brigham  Hospital  to  support 
the  research  for  the  further  study  of  the  transplan- 
tation of  vital  organs  in  human  beings. 

The  Lasdon  Foundation  is  a nonprofit  philan- 
thropic institution  dedicated  to  the  primary  goal  of 
humanitarian  service  through  scientific  research. 

Named  to  State  Board — Dr.  John  J.  Clemmer, 
Albany,  director,  Bender  Hygiene  Laboratory,  Al- 
bany, and  Dr.  Alexander  P.  Preston,  Middletown, 
associate  attending  surgeon,  Elizabeth  A.  Horton 
Memorial  Hospital,  Middletown,  have  been  ap- 
pointed by  the  Board  of  Regents  of  the  New  York 
State  Education  Department  as  members  of  the 
Board  of  Medical  Examiners,  to  succeed  Dr.  Arthur 
W.  Wright,  Albany,  and  Dr.  George  E.  Taylor, 
Hornell. 


MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose,  and  Throat 
Association 

The  181st  regular  meeting  of  the  Eastern  New 
York  Eve,  Ear,  Nose,  and  Throat  Association  was 
held  on  February  5 at  the  Hendrick  Hudson  Hotel, 
Troy.  During  the  dinner,  Dr.  Leonard  A.  Hulse- 
bosch  spoke  on  the  historical  Bemis  Sanatorium  in 
Glens  Falls.  Dr.  George  Marks  Richards,  Albany, 
spoke  on  “Sutures  in  Eye  Surgery,”  and  Dr.  Ernest 
Kopp  spoke  on  “Carcinoma  of  the  Antrum,”  at  the 
scientific  session. 

Nassau  Pediatric  Society 

The  February  scientific  meeting  of  the  Nassau 
Pediatric  Society  was  held  on  February  9 at  the 
Garden  City  Hotel.  Dr.  Harry  Bakwin,  New  York 
City,  was  the  guest  speaker  and  spoke  on  “Diagnos- 
tic Approach  to  Behavior  Problems.” 

St.  Lawrence  County  Medical  Society 

The  February  12  meeting  of  the  Medical  Society 
of  the  County  of  St.  Lawrence  was  held  in  Ogdens- 
burg,  in  the  Nurses  Auditorium  at  the  A.  Barton 
Hepburn  Hospital.  Dr.  Clark  White,  Raybrook, 
spoke  on  “Histoplasmosis.” 

Jefferson  County  Medical  Society 

The  February  17  meeting  of  the  Jefferson  County 
Medical  Society  was  held  at  the  Black  River  Valley 
Club.  Dr.  Edward  Stainbrook,  professor  of  psychi- 
atry, College  of  Medicine,  Syracuse  University, 
spoke  on  “Recent  Advances  and  Understanding  of 
Mental  Illness.” 

Albany  County  Medical  Society 

The  February  meeting  of  the  Albany  County  Med- 
ical Society  was  held  on  February  25.  “Impact  of 
Steroid  Physiology  and  Therapy  on  Medicine  and 
Surgery  Today”  was  the  topic  of  the  talk  presented 


by  Dr.  Thomas  F.  Frawley,  associate  professor  of 
medicine,  Albany  Medical  College.  Drs.  Arthur 
D.  Hengerer,  Kenneth  B.  Olsen,  and  Christopher 
Stahler  were  the  discussants. 

National  Committee  on  Alcoholism 

A one-day  conference  on  “Alcoholism”  was  held 
by  the  National  Committee  on  Alcoholism  at  the 
Hotel  Statler,  New  York  City,  on  March  6.  Dr. 
Harold  W.  Lovell,  associate  professor  in  neurology. 
New  York  Medical  College,  presided  as  chairman  of 
the  morning  session.  Dr.  Marvin  Block,  member  of 
the  faculty,  University  of  Buffalo  School  of  Medi- 
cine, discussed  the  doctor’s  aid  to  the  alcoholic,  and 
Dr.  Arnold  Z.  Pfeffer,  assistant  clinical  professor  of 
psychiatry,  New  York  University  School  of  Medi- 
cine, the  value  of  the  alcoholic  clinic. 

Edward  Gamaliel  Janeway  Lecture 

Thg  Edward  Gamaliel  Janeway  Lecture  was  pre- 
sented by  Dr.  Lewis  Thomas,  professor  of  pediatrics 
and  medicine,  University  of  Minnesota  Medical 
School,  on  March  6 in  the  Blumenthal  Auditorium, 
The  Mount  Sinai  Hospital  of  New  York.  Dr. 
Thomas  spoke  on  “Implications  of  the  Generalized 
Shwartzman  Phenomenon  in  the  Pathogenesis  of 
Cardiovascular  Disease.” 

Kings  County  Medical  Society,  Section  on  Allergy 
The  Section  on  Allergy  of  the  Medical  Society  of 
the  County  of  Kings  met  on  March  12.  Dr.  Albert 
F.  R.  Andresen,  clinical  professor  emeritus  of  medi- 
cine, State  University  of  New  York  College  of  Medi- 
cine at  New  York  City,  lectured  on  “Allergic  Mani- 
festations in  the  Gastrointestinal  Tract,”  and  Dr. 
M.  Murray  Peshkin,  consulting  allergist,  Mount 
Sinai  Hospital,  New  York  City,  and  Dr.  Mary  E.  H. 
Loveless,  associate  professor  of  medicine,  Cornell 
University,  College  of  Medicine,  were  the  discus- 
sants. 
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Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 

Dr.  Paul  Klemperer,  pathologist,  Mount  Sinai 
Hospital,  New  York  City,  will  deliver  the  fourteenth 
of  the  series  of  Dr.  Henry  Joachim  Lectures  on  the 
application  of  fundamental  sciences  in  medicine,  on 
March  16.  Dr.  Klemperer  will  speak  on  “Collagen 
Diseases.” 

“Newer  Concepts  in  the  Management  of  Cerebral 
Palsy,”  will  be  the  first  in  a series  of  panel  discus- 
sions, beginning  March  18.  The  second  in  this 
series  will  be  held  on  April  8,  and  the  subject  to  be 
discussed  will  be  “Surgery  in  the  Chronically  111.” 
The  final  discussion  in  this  group  will  be  “Care  of 
the  Chronically  111  Child,”  on  May  13.  These  will 
be  held  in  the  Joseph  Albert  Temple  of  the  hospital 
and  will  start  at  3 p.m. 

Pediatric  Section,  Kings  County  Medical  Society 
and  Academy  of  Medicine  of  Brooklyn 

Dr.  Charles  P.  Hailey,  professor  and  head  of  thor- 
acic surgery,  Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia,  will  present  a paper  on  “Cardiac 
Surgery  in  Children”  at  the  meeting  of  the  Pediatric 
Section  of  the  Medical  Society  of  the  County  of 
Kings  and  the  Academy  of  Medicine  of  Brooklyn, 
on  March  23,  at  9 p.m.  The  meeting  will  be  held  in 
the  Kings  County  Medical  Society  auditorium  in 
Brooklyn. 

American  College  of  Allergists 

The  ninth  annual  congress  and  graduate  instruc- 
tional course  in  allergy  of  the  American  College  of 
Allergists  will  be  held  April  24  to  29  at  the  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  Credit  for  at- 
tending this  course  will  be  acceptable  toward  the  re- 
quired one  hundred  hours  of  informal  study  by  the 
American  Academy'  of  General  Practice.  Regis- 
tration will  be  on  Sunday,  April  26,  2 p.m.,  and  each 
morning  of  the  congress  at  8 a.m. 

Alumni  Association,  State  University  College  of 
Medicine  at  New  York  City 

The  annual  Alumni  Day  of  the  State  University' 
College  of  Medicine  at  New  York  City  will  be  held 
on  Saturday,  April  25.  A scientific  session  will  be 
held  at  the  Polhemus  Clinic  and  will  be  followed  by' 
the  business  meeting.  The  73rd  annual  dinner  will 
begin  at  7 p.m.  at  the  Hotel  Granada,  Ashland  Place 
and  Lafayette  Avenue,  Brooklym. 

American  Goiter  Association 

The  1953  meeting  of  the  American  Goiter  Associa- 
tion will  be  held  May  7,  8,  and  9,  at  the  Drake  Hotel, 


Chicago,  Illinois.  During  the  meeting,  papers  and 
discussions  dealing  with  goiter  and  other  diseases  of 
the  thyroid  gland  will  be  presented. 

University  of  Buffalo  School  of  Medicine 

Refresher  courses  in  pediatrics  will  be  held  at  the 
University  of  Buffalo  School  of  Medicine  under  the 
sponsorship  of  the  Medical  Society  of  the  State  of 
New  York  and  the  Bureau  of  Maternal  and  Child 
Health,  New  York  State  Department  of  Health, 
May  18  through  May  30,  and  June  8 through  June 
20.  These  courses  are  designed  to  meet  the  needs  of 
general  practitioners. 

Interested  physicians  should  write  to  the  Bureau 
of  Maternal  and  Child  Health,  New  York  State  De- 
partment of  Health,  39  Columbia  Street,  Albany  7, 
New  York. 

Society  for  Investigative  Dermatology 
The  Society  for  Investigative  Dermatology  will 
hold  its  fourteenth  annual  meeting,  May  30  to  31  at 
the  Hotel  Belmont  Plaza,  New  York  City.  For 
further  information,  queries  and  communications 
should  be  sent  to  the  secretary-treasurer  of  the  So- 
ciety, Dr.  Herman  Beerman,  255  South  17th  Street, 
Philadelphia,  3,  Pennsylvania. 

American  College  of  Cardiology 

The  second  annual  convention  of  the  American 
College  of  Cardiology'  will  be  held  in  Washington, 
D.C.,  at  the  Statler  Hotel,  on  June  7,  8,  and  9,  1953. 
“Diagnosis  of  Cardiac  Diseases”  will  be  the  topic  of 
the  scientific  program.  Also  present  will  be  scientific 
exhibits  on  cardiovascular  research  and  commercial 
exhibits  outlining  the  latest  advances  in  cardiac  in- 
strumentation, pharmacology',  and  therapy',  and 
displaying  recent  publications  in  the  field  of  cardiol- 
ogy. 

Further  information  may  be  obtained  from  the 
secretary  of  the  College,  Dr.  Philip  Reichert,  480 
Park  Avenue,  New  York  22. 

Pan-Pacific  Surgical  Association 

The  executive  office  of  the  Pan-Pacific  Surgical 
Association  announces  that  the  Sixth  Pan-Pacific 
Surgical  Congress  will  be  held  in  Honolulu,  Novem- 
ber, 1954. 

Included  in  the  scientific  program  will  be  sessions 
in  all  divisions  of  surgery  and  related  fields,  with  pa- 
pers presented  by  topflight  surgeons  from  the  Pacific 
area  countries. 

For  further  information  concerning  the  Sixth 
Congress  or  membership  in  the  Association,  doctors 
may'  write  to  the  Pan-Pacific  Surgical  Association, 
Suite  7,  Young  Building,  Honolulu,  Hawaii. 


PERSONALITIES 


Appointed 

Dr.  Edwin  B.  Bilchick,  New  York  City',  as  chief  of 
the  otolaryngology  clinics  of  the  Vanderbilt  Clinic, 
Columbia  University-Presbyterian  Hospital  Medical 
Center  . . . Dr.  Ralph  Friedlander,  New  York  City, 
former  chief  of  surgery  and  chief  of  thoracic  surgery, 
Veterans  Administration  Hospital,  Brooklyn,  as 
full-time  director  of  surgery',  Bronx  Hospital  . . . Dr. 
Leonard  J.  Goldwater,  professor  of  occupational 
medicine,  Columbia  University  School  of  Public 
Health,  as  a member  of  the  Corresponding  Com- 


mittee on  Occupational  Safety'  and  Health  of  the 
International  Labor  Office  . . . Dr.  Jogindar  Singh 
Grewal,  presently'  serving  temporarily'  as  pathologist 
at  Binghamton  City'  Hospital’s  Kilmer  Laboratory, 
as  head  of  the  new  pathology  department  at  The 
Hospital  in  Sidney  . . . Dr.  Howard  A.  Rusk,  New 
York  City,  director  of  the  Institute  of  Physical  Med- 
icine and  Rehabilitation,  New  York  University- 
Bellevue  Medical  Center,  as  head  of  the  rehabilita- 
tion mission  to  Korea  for  the  American-Korean 
Foundation. 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


T'HE  Council  met  on  January  8,  1953,  from  9:30 
L a.m.  to  1 : 25  p.m.  in  the  Board  Room  of  United 
Medical  Service,  Inc.,  2 Park  Avenue,  New  York 
City.  Dr.  Edward  T.  Wentworth  presided. 

Secretary’s  Report 

Dr.  Anderton  reported  that  the  Executive  Com- 
mittee had  taken  the  following  actions  with  regard 
to  communications: 

1.  They  voted  to  request  the  Council  to  approve 
a resolution  of  December  8,  1952,  from  the  Medical 
Society  of  the  County  of  New  York  creating  a 
Grievance  Committee,  describing  its  duties,  and  re- 
questing approval  of  this  action  by  the  Council. 

Approval  was  voted. 

2.  They  referred  to  the  Council  a letter  dated 
December  23,  1952,  from  Dr.  Jacob  Geiger,  presi- 
dent of  the  Blood  Banks  Association  of  New  York 
State,  applying  for  the  privilege  of  using  limited 
space  and  listing  at  the  Society’s  office. 

Permission  was  granted  the  Blood  Banks  Associa- 
tion to  use  the  address  of  this  Society  on  its  sta- 
tionery. 

The  question  of  space  was  referred  to  the  Office 

Administration  and  Policies  Committee. 

3.  They  referred  to  the  Council  a card  of  appre- 
ciation from  the  family  of  Mrs.  Anna  Roetger  for  the 
expression  of  sympathy  from  the  Society  at  the  time 
of  Mrs.  Roetger’s  death. 

4.  The  committee  also  referred  to  the  Council  a 
letter  of  December  22,  1952,  from  the  Medical 
Society  of  the  County  of  Monroe,  Dr.  Gordon  M. 
Hemmett,  secretary,  requesting  reinstatement  of 
Dr.  Charles  W.  Hennington  as  a member  in  good 
standing  as  of  December  31 , 1951,  and  his  election  to 
retired  membership;  also  Dr.  Anderton’s  reply  indi- 
cating that  this  Society  will  regard  the  letter  as  a 
request  to  remit  Dr.  Hennington’s  dues  for  1951  and 
1952,  to  reinstate  him  to  good  standing,  and  to 
request  that  the  American  Medical  Association  take 
similar  action,  and  then  to  place  his  application  for 
retired  membership  on  the  agenda  of  the  1953  House 
of  Delegates. 

Approval  was  voted. 

The  Council  voted  to  remit  1952  annual  State  dues 
of  10  members  because  of  illness  and  of  38  members 
because  of  service  with  the  armed  forces,  and  to 
remit  1953  dues  of  five  members  because  of  service 
in  the  armed  forces.  The  Council  also  voted  to  re- 
quest remission  of  American  Medical  Association 
dues  of  two  members  for  1951,  of  46  members  for 
1952,  and  of  eight  members  for  1953. 

In  accordance  with  your  recommendations  last 
month,  the  Board  of  Trustees  authorized  payment 
for  two  pamphlets,  and  for  an  amount  not  to  exceed 
$520  to  defray  expenses  of  delegates  to  the  Student 
American  Medical  Association.  The  Trustees  took 
under  advisement  for  a month  the  1953  budget,  and 
recommended  including  hi  it  the  item  of  $500  you 
have  advocated  for  the  expenses  of  Dr.  Norman  S. 
Moore,  as  assistant  editor  in  1953. 

The  day  following  your  last  meeting,  your  secre- 
tary attended  a regional  American  Medical  Associa- 
tion legislation  conference,  at  the  Hotel  Governor 
Clinton,  New  York  City.  Several  county  medical 
society  legislation  committees  were  also  represented. 
December  15,  he  attended  meetings  of  the  Subcom- 
mittee on  General  Practice  and  the  Public  Health 


and  Education  Committee;  December  16,  delivered 
short  address  at  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Monroe;  December  18, 
attended  a meeting  of  the  Committee  to  Evaluate 
Legislative  Activities  and  a meeting  of  the  Citizens’ 
Health  Education  Committee;  December  26,  visited 
the  A.M.A.’s  Washington  office. 

It  is  with  deep  regret  that  your  secretary  advises 
you  of  the  death,  on  December  22,  of  Mrs.  Anna 
Roetger,  who  had  been  in  charge  of  our  membership 
department  for  several  years.  Mrs.  Roetger  had 
been  a faithful  employe  of  the  Society  for  forty 
years.  Miss  Doris  K.  Dougherty  and  your  secretary 
extended  sympathy  in  the  name  of  the  Society  to 
Mrs.  Roetger’s  daughter,  at  Merrick,  Long  Island, 
and  flowers  were  sent  to  the  funeral. 

The  employes’  Christmas  party  was  postponed 
from  December  23  until  next  month. 

The  report  was  approved. 

The  Treasurer's  report  was  approved. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Andrew  A. 
Eggston,  chairman,  reported: 

“In  the  past  month  there  has  been  no  formal  meet- 
ing of  the  Blood  Banks  Commission.  Its  members 
have  met  and  worked  informally  with  the  Blood 
Banks  Association  in  order  that  organizational 
efforts  may  proceed  rapidly  as  soon  as  funds  may  be 
provided  by  action  of  the  Trustees. 

“The  president  of  the  Association,  Dr.  Jacob 
Geiger,  has  been  in  close  touch  with  Mr.  Martin, 
legal  counsel  of  the  Medical  Society  of  the  State  of 
New  York,  in  order  that  a charter  as  a nonprofit 
corporation  may  be  secured  from  the  State  of  New 
York  as  soon  as  possible.  Mr.  Martin  has  informed 
Dr.  Geiger  that  incorporation  should  be  completed 
in  January.  I would  like  to  have  him  discuss  this 
whole  question  of  incorporation. 

“Acting  upon  the  suggestion  of  Commission 
members,  the  Association  has  furthered  plans  for 
the  creation  of  an  Advisory  Council  from  commerce, 
finance,  and  industry,  which  will  be  composed  of  out> 
standing  leaders  serving  voluntarily.  Purpose  of  the 
group  will  be  to  advise  the  Association,  actuarially 
and  public  relations-wise,  in  the  development  of  its 
blood  assurance  program  to  provide  a supply  of 
donors  to  meet  the  civilian  blood  needs  of  the  citizens 
of  New  York  State. 

“The  Association  has  completed  plans  for  a mem- 
bership campaign,  subject  to  Council  approval  of  a 
communication  addressed  to  Dr.  Anderton  request- 
ing space  and  mailing  privileges  in  the  offices  of  the 
State  Medical  Society. 

“The  Commission  requests  temporary  assignment 
of  a staff  member  from  the  Public  and  Professional 
Relations  Bureau  to  assist  in  its  work  during  the 
next  three  months. 

“We  have  already  had  that  up  to  a certain  point, 
without  any  compensation  to  the  public  relations 
department  because  we  have  not  the  funds  available. 
In  the  course  of  discussion  this  was  brought  out — 
that  we  request  the  Board  of  Trustees  to  take  such 
action  as  is  necessary  to  make  the  $12,000  loan 
available  when  the  Association  is  actually  incor- 
porated. This  request  is  made  in  order  to  prevent 
another  month  or  two  delay  in  making  funds  avail- 
able. In  other  words,  they  would  like  to  have 
definite  action  from  the  Board  of  Trustees,  if  and 
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when  the  Association  is  ready  to  start  functioning, 
and  to  make  sure  that  the  money  will  be  available. 
That  is  simply  a request  to  the  Board  of  Trustees. 

“Dr.  Kenney  has  been  in  California.  He  has 
gathered  a good  deal  of  information.  I think  it 
would  be  well  for  him  to  discuss  the  question  of  this 
Blood  Bank  Association  as  it  functions  in  Cali- 
fornia.” 

Dr.  Kenney  gave  an  outline  of  the  system  that 
has  worked  in  California  and  is  expanding  and  pay- 
ing for  itself.  He  felt  that  the  problem  in  New 
York  was  much  more  difficult  because  of  the  situa- 
tion that  exists  in  various  areas  and  because  of  the 
fact  that  the  Red  Cross  has  certain  prerogatives. 
However,  he  was  certain  that  the  difficulties  were 
not  unsurmountable  and  that  a system  equally  as 
good  as  California’s  could  be  developed  and  adapted 
in  New  York. 

The  Council  voted  approval  of  the  report. 

Citizen’s  Health  Education. — Dr.  J.  Stanley 
Kenney,  chairman,  reported  that  all  61  county 
medical  societies  now  have  Citizen’s  Health  Educa- 
tion committees.  He  reported  that  the  board  of 
directors  of  the  State  Charities  Aid  Association  has 
agreed  to  sponsor  a bill  to  establish  a commission  to 
study  the  healing  arts  in  New  York  State  and  that 
the  committee  wishes  this  Society  to  collaborate  in 
the  introduction  of  such  a bill.  The  committee  felt 
that  it  would  be  appropriate  to  repeat  its  recom- 
mendation of  such  a commission,  with  its  reasons 
therefor,  to  the  Governor,  the  Regents,  and  the 
legislative  leaders. 

Dr.  Kenney  expressed  satisfaction  with  the  prog- 
ress of  the  campaign,  stating  that  127  organizations 
had  been  requested  by  letter  for  their  support,  that 
the  pamphlet  “What  Price  Your  Life?”  had  been 
widely  distributed,  with  the  cooperation  of  the 
Dental  Society,  the  Greater  New  York  Hospital 
Association,  and  other  organizations,  that  another 
pamphlet  would  be  published  shortly,  and  that 
particular  efforts  would  be  made  during  the  legisla- 
tive session  to  see  that  the  program  receives  needed 
publicity  in  local  areas.  He  stated  that  the  Com- 
mittee wished  to  go  on  record  again  as  expressing  its 
appreciation  for  the  cooperation  received  daily  from 
the  Public  and  Professional  Relations  staff  through 
Dr.  Winslow's  department. 

It  was  voted  to  approve  the  report. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  reported,  for  the  approval  of  the 
Council,  a revised  constitution  and  bylaws  of  the 
Medical  Society  of  the  County  of  Genesee,  with  cor- 
rections by  our  counsel.  Also  the  committee  recom- 
mended approval  of  amendments  to  the  constitution 
and  bylaws  of  the  Medical  Society  of  the  County  of 
St.  Lawrence,  with  a few  corrections  from  the  coun- 
sel and  the  committee. 

It  was  voted  to  approve  both  as  recommended. 

He  stated:  “Your  committee  has  before  it  the 

constitution  and  bylaws  of  the  Woman’s  Auxiliary. 
There  is  a question  of  giving  honorary  members  the 
right  to  vote.  Honorary  members  shall  pay  no 
dues  but  shall  have  all  the  rights  and  privileges  of 
active  members.  The  committee  and  counsel  have 
approved  all  of  the  rest  of  the  provisions  in  the  pro- 
posed constitution  and  bylaws  of  the  Woman’s 
Auxiliary,  and  we  would  like  to  ask  the  Council 
whether  they  would  approve  this  as  a policy  for  the 
Woman’s  Auxiliary. 

“Local  autonomy  should  prevail,  so  we  recom- 
mend in  the  State  Auxiliary  that  they  have  the 
privilege  of  extending  the  right  to  honorary  members 
to  vote,  but  I don’t  think  it  should  necessarily  ex- 


tend to  honorary  members  in  a county  auxiliary. 
That  is  the  recommendation  of  your  committee.  I 
move  its  approval.” 

Approval  was  voted. 

Economics. — Public  Medical  Care  Subcommittee. — 
Dr.  Denver  M.  Vickers,  chairman,  reported: 

“We  had  one  request  from  the  State  Department 
of  Social  Welfare  regarding  reimbursement  for  fees 
paid  by  the  local  welfare  district  to  the  Mother 
Cabrini  Clinic  for  Multiple  Sclerosis  in  Olean. 
Correspondence  with  the  Cattaraugus  County  Medi- 
cal Society  brought  to  our  attention  that  the  indi- 
vidual behind  the  clinic  had  a workmen’s  compensa- 
tion rating  as  a general  practitioner.  The  com- 
mittee, therefore,  has  recommended  to  the  State 
Department  of  Social  Welfare  that  they  treat  the 
welfare  charges  and  the  so-called  clinic  as  dependent 
upon  the  individual  who  is  running  it. 

“The  second  item  that  was  referred  to  us  was  from 
Elmira.  The  anesthetists  of  the  county  society  in 
Elmira  or  the  organization  of  doctors  in  the  city 
asked  that  the  anesthetists  be  paid  for  their  services 
to  welfare  patients  in  hospitals,  even  though 
surgeons  are  not  paid.  They  had  their  arguments 
logically  enough,  but  we  have  deferred  action  on  this 
matter,  preferring  to  wait  until  the  whole  fee 
schedule,  which  I hope  will  be  revised,  can  be  con- 
sidered. 

“That  is  a question  that  is  more  and  more  preva- 
lent throughout  the  State.  The  surgeons  are  being 
paid  or  the  physicians  are  being  paid  for  their  wel- 
fare work  in  hospitals,  and  if  they  are  paid,  by  all 
means  the  anesthetists  should  be,  but  in  the  mean- 
time there  is  no  good  reason  for  singling  out  the 
anesthetists.” 

Approval  was  voted. 

“Another  matter  which  has  recently  come  up  is 
from  the  State  Department  of  Social  Welfare. 
They  ask  whether  they  should  issue  a certificate  of 
compliance  for  two  hospitals  in  Watertown  which 
allow  surgeons  to  operate  with  a nurse  assistant. 
The  American  College  of  Surgeons — and  I presume 
the  Joint  Commission  that  is  inspecting  hospitals 
now — has  recommended  that  surgeons  have  an 
assistant  who  is  a doctor.  Occasionally,  throughout 
the  State,  surgeons  operate  without  an  M.D. 
assistant.  These  two  hospitals  were  approved,  or 
provisionally  approved,  by  the  American  College  of 
Surgeons  at  their  last  inspection  in  1951. 

“Your  committee  feels  that  if  the  Joint  Commission 
for  Accreditation  or  the  American  College  of  Sur- 
geons has  approved  these  hospitals,  the  State  De- 
partment of  Social  Welfare  should  also  approve 
them  by  a certificate  of  compliance,  so  they  can 
reimburse  fees  paid  to  these  hospitals  by  the  local 
welfare  districts. 

“If  the  State  Department  of  Social  Welfare 
wishes  to  approve  of  hospitals  which  the  American 
College  of  Surgeons  or  the  Joint  Commission  does 
not  approve,  that  is  up  to  them.  That  contingency 
might  arise,  but  as  long  as  the  American  College 
and/or  the  Joint  Commission  has  approved  these 
hospitals,  it  does  not  seem  to  be  a function  of  the 
State  Medical  Society  to  say  whether  these  hospitals 
should  be  approved  even  by  our  own  State  Depart- 
ment of  Social  Welfare. 

“I  move  to  authorize  the  committee  to  transmit 
this  information  and  report  to  the  State  Department 
of  Social  Welfare.” 

After  discussion,  the  Council  voted  that  the  sub- 
committee notify  the  New  York  State  Depart- 
ment of  Social  Welfare  that,  in  the  instances  of 
certain  hospitals  in  Watertown,  it  is  the  opinion  of 
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the  Council  that  approval  by  the  American  Col- 
lege of  Surgeons  in  1951  should  justify  the  issu- 
ance of  a “certificate  of  compliance”  for  the  sake 
of  reimbursement  of  fees. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman, 
stated  that,  in  addition  to  the  case  previously  re- 
ported, letters  had  been  received  from  the  Suffolk 
County  Medical  Society  and  the  Bronx  County 
Medical  Society  requesting  an  opinion  as  to  whether 
the  Joint  Commission  on  Accreditation  of  Hospitals 
will  approve  hospitals  in  this  State  which  permit 
osteopaths  to  use  their  facilities.  He  stated  that 
information  on  the  subject  had  been  requested  from 
the  Joint  Commission. 

After  discussion,  it  was  voted  to  defer  action  until 
a reply  has  been  received  from  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  and  that  the 
secretary  notify  the  Suffolk  and  Bronx  county 
medical  societies  of  that  fact. 

Dr.  Givan  reported  that  the  Medical  Society  of 
the  County  of  Schenectady  had  transmitted  a letter 
which  one  of  its  members  wishes  to  send  to  all  of  his 
patients.  The  Committee  on  Ethics  recommended 
that  he  be  permitted  to  send  the  letter,  being  sure 
that  it  went  only  to  his  legitimate  patients  of  recent 
years. 

It  was  voted  that  the  recommendation  of  the  Com- 
mittee on  Ethics  be  disapproved. 

Dr.  Givan  continued : 

“As  to  the  Blue  Shield,  you  remember  a month  or 
two  ago  the  committee  handed  down  an  opinion  on 
the  question  of  prorating  fees  when  two  doctors  on 
a contract  of  the  United  Medical  Service  had  bills  to 
send  to  the  United  Medical  Service  for  a service  to 
a patient,  and  we  suggested  that,  so  long  as  each 
doctor  sends  a separate  bill  to  the  United  Medical 
Service  and  copies  of  it  are  sent  to  the  patient,  we 
saw  no  real  objection  to  its  being  handled  in  that 
way,  and  the  Council  approved. 

“Since  that  time  some  of  the  counties  have  gone 
on  record,  in  fact,  two,  Queens  and  Richmond,  as 
disapproving  it. 

“In  Kings  County  last  night  we  had  our  comitia 
minora  meeting,  and  they  approved  of  it  in  princi- 
ple, but  postponed  final  action  for  one  month  until 
we  got  some  information  that  was  coming  from  Dr. 
Hawley’s  Committee  of  the  United  Hospital  Associa- 
tion.” 

After  discussion,  it  was  voted  that  this  matter  be 
left  on  the  table  until  a report  is  received  from  the 
committee  of  the  seventeen  county  medical  soci- 
eties who  have  the  matter  under  consideration. 
Legislation. — Dr.  J.  Stanley  Kenney,  chairman, 
stated: 

“The  committee  has  not  had  any  new  matters  re- 
ferred to  it  that  required  a meeting  of  the  committee 
since  the  last  meeting  of  the  Council.  The  legisla- 
ture opened  yesterday,  and  Dr.  Smith  was  present.” 
Executive  Officer. — Dr.  Harold  B.  Smith  reported: 
“I  received  a telephone  call  from  Miss  Briggs,  my 
secretary,  this  morning.  Just  today  or  late  yester- 
day Mr.  Abraham,  of  Senator  Desmond’s  office, 
came  to  the  office  and  asked  for  the  Medical  Soci- 
ety’s approval  of  a bill  to  repeal  the  premarital 
Wassermann  requirement. 

It  was  voted  to  refer  this  to  the  Committee  on 
Public  Health  and  Education. 

Malpractice  Insurance  and  Defense.— Dr. 

Thomas  M.  d’ Angelo,  chairman,  requested  that  the 
Council  recommend  to  the  Board  of  Trustees  that 
the  secretary  be  empowered  to  write  to  Wolfe, 
Corcoran  & Linder,  employing  them  to  make  the 
yearly  audit  for  the  Group  Plan. 


The  Council  voted  approval. 

Medical  Licensure  and  Medical  Service. — Dr. 

Leo  E.  Gibson,  chairman,  stated: 

“I  have  two  reports.  We  were  given  the  duty  of 
choosing  a doctor  to  attend  the  first  western  hemi- 
sphere conference  of  the  World  Medical  Association, 
in  Richmond,  Virginia,  in  April.  The  only  qualifica- 
tion for  this  gentleman  was  that  he  be  seventy-five 
years  old  or  more.  We  endeavored  to  choose  an 
individual  from  the  list  given  us  by  the  Department 
of  Health,  who  was  active  physically  and  could 
attend.  In  my  communication  with  Dr.  Brumfield 
he  requested  that  we  choose  ten  or  twelve  names. 
We  chose  Dr.  George  C.  Sincerbeaux  of  Auburn  and 
Dr.  George  Hawley  of  Baldwinsville.  These  two 
are  men  I know,  and  I know  they  are  active  and  still 
in  practice.  We  also  chose  Dr.  Joseph  Raphael  of 
Brooklyn,  Dr.  Joseph  B.  Ringland  of  Oswego,  Dr. 
Scott  L.  Smith  of  Poughkeepsie,  Dr.  George  Whipple 
of  Rochester,  Dr.  Harry  E.  Brudiek  of  Syracuse,  Dr. 
Coryell  Clark  of  Cold  Spring,  Dr.  Alfred  Westlake 
of  Elmira,  Dr.  Thomas  D.  McMenamin  of  Highland 
Falls,  and  Dr.  Percy  E.  Banks  of  Newburgh.  These 
names  have  been  submitted  to  Dr.  Brumfield.” 

It  was  voted  to  approve  the  list. 

Dr.  Gibson  continued: 

“Early  in  1952,  consideration  of  the . Education 
Law  in  relation  to  the  practice  of  medicine  by  in- 
terns and  residents  in  legally  incorporated  hospitals 
was  submitted  to  this  committee  for  study. 

“In  New  York  State,  there  is  a law  which  provides 
that  all  interns  and  residents  working  in  hospitals 
shall  be  graduates  of  a medical  school  approved  by 
the  Department  of  Education.  This  law  has  been 
in  existence  for  over  twenty  years  but  has  not  been 
enforced.  Last  year,  with  new  personnel  in  the 
Department  of  Education,  activity  was  instituted  to 
enforce  it. 

“Early  in  1952,  the  problem  was  submitted  to  this 
committee,  and  after  consideration  we  recommended 
that  enforcement  of  the  act  be  postponed  until  July, 
1953.  It  was  also  recommended  at  the  same  time 
that  a committee,  acting  in  conjunction  -with  the 
New  York  State  Hospital  Association,  the  Hospital 
Association  of  Greater  New  York,  and  the  Medical 
Society  of  the  State  of  New  York,  be  created  to 
study  the  whole  problem  of  interns  and  residents  as 
affected  by  the  law  under  consideration. 

“Conferences  have  been  held  with  representatives 
of  all  these  organizations,  including  Mr.  Robert 
Killough,  Jr.,  assistant  commissioner  for  profes- 
sional education;  Dr.  Stiles  D.  Ezell,  secretary  of 
the  Board  of  Medical  Examiners,  and  Dr.  Charles 
A.  Brind,  counsel,  the  State  Department  of  Educa- 
tion. Dr.  W.  C.  Rappleye,  dean  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  University, 
attended  all  these  meetings. 

“Three  important  facts  were  considered,  as  fol- 
lows: 

“1.  There  is  no  shortage  of  residents  and  interns 
in  the  large  hospitals  in  Manhattan. 

“2.  There  is  a marked  shortage  in  the  upstate 
hospitals. 

“3.  However,  the  hospital  associations  maintain 
that  if  they  are  forced  to  give  up  foreign  interns  and 
residents  who  are  graduates  of  schools  not  approved 
by  the  Department  of  Education  of  the  State  of 
New  York,  it  will  be  catastrophic.  There  are  a con- 
siderable number  of  house  officers  in  and  around 
New  York  City  who  are  graduates  of  schools  not 
approved  by  the  Department  of  Education. 

“The  problem  to  decide  was  whether  the  Educa- 
tion Law,  in  relation  to  the  practice  of  medicine  by 
interns  and  residents  in  legally  incorporated  hos- 
pitals, be  repealed  or  amended  or  that  continuous 
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postponement  of  enforcement  of  the  part  under 
consideration  be  recommended.  Dr.  Brind  has 
offered  an  amendment  to  the  act. 

“In  resume,  the  amendment  means:  Let  the 

hospital  take  the  responsibility  of  choosing  interns, 
a condition  which  has  been  present  for  many  years. 
When  an  intern  becomes  a resident  he  would  be 
licensed  temporarily  by  the  Department  of  Educa- 
tion, certifying  that  he  is  eligible  or  he  will  be  eligible 
to  undertake  or  qualify  for  permanent  license.  A 
resident  would  need  to  come  from  a recognized 
school,  if  the  Department  of  Education  were  to 
permit  him  to  take  the  licensure  examination. 

“It  was  Dean  Rappleye’s  opinion  that  the  law 
should  be  continually  postponed  rather  than 
amended  in  the  above  manner. 

“It  was  the  opinion  of  the  committee  that  the 
amendment  would  definitely  increase  rather  than 
decrease  the  qualifications  for  residents.  Inasmuch 
as  a resident  would  need  to  come  from  an  approved 
school  if  the  Department  of  Education  were  to  per- 
mit him  to  take  the  licensure  examination,  an  intern 
would  have  to  qualify  at  the  end  of  his  internship 
and  be  eligible  for  license  if  he  expected  to  become  a 
resident.  While  this  fact  would  not  provide  more 
interns,  it  would  not  decrease  the  number  and  might 
be  a method  of  obtaining  better  interns. 

“Dr.  Ezell  and  Mr.  Killough  approve  this  pro- 
posed amendment  and  state  that  it  will  provide  a 
workable  and  enforceable  statute,  whereas  the 
present  statute  is  not  acceptable.  The  committee 
approves  the  amendment  to  the  law  in  principle, 
and,  inasmuch  as  it  involves  legislation,  we  suggest 
it  be  submitted  to  the  Committee  on  Legislation, 
and  I so  move.” 

After  discussion,  it  was  voted  to  table  the  report 
until  next  month.  It  was  understood  that  each 
member  of  the  Council  would  receive  a copy  of  the 
report  to  study. 

Nursing  Education. — Dr.  Joseph  A.  Geis,  chair- 
man, stated: 

“The  committee  will  have  a meeting  at  2.30  this 
afternoon  in  conjunction  with  a group  from  the 
registered  nurses,  from  the  practical  nurses,  the 
examining  division,  and  others.  We  have  invited 
our  president,  our  secretary,  and  the  chairman  of 
our  Legislation  Committee,  and  I extend  an  invita- 
tion to  anyone  in  the  room  who  wishes  to  attend  the 
meeting.” 

Office  Administration  and  Policies. — Dr.  John  J. 

Masterson,  chairman,  made  several  requests  of  a 
routine  nature  which  the  Council  approved  and  re- 
ferred to  the  Board  of  Trustees. 

Dr.  Masterson  also  recommended  that  the  Trus- 
tees be  requested  to  make  a gift  of  money  to  Mrs. 
Roetger’s  daughter.  This  recommendation  was 
made  in  view  of  Mrs.  Roetger’s  long  service  and  the 
very  short  duration  of  her  final  illness. 

The  report  was  approved. 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported  the  committee  had  met  on  January  7, 
1953.  There  was  a general  discussion  regarding 
revamping  the  Journal.  It  was  decided  to  place 
the  table  of  contents  of  the  Journal  on  the  front 
cover  in  so  far  as  practical.  It  was  the  sense  of  the 
meeting  that  samples  of  the  new  cover  be  submitted 
to  the  committee.  It  was  decided  to  ask  the  Coun- 
cil to  request  the  Trustees  to  approve  an  appropria- 
tion not  to  exceed  $250  to  cover  the  cost  of  preparing 
samples  of  a new  Journal  cover  and  other  revisions. 
The  Council  voted  to  approve  this  portion  of  the 
report. 

Dr.  Masterson  stated: 


“There  was  a general  discussion  of  the  President’s 
Page,  which  had  been  referred  back  to  the  committee 
from  the  Council.  It  was  noted  that  at  the  Novem- 
ber, 1952,  meeting  of  the  Council  the  following  reso- 
lution was  passed : 

‘That  the  Council  express  in  an  early  issue  of 
the  Journal  its  understanding  that  Dr.  Went- 
worth’s recent  articles  on  the  President’s  Page  of 
the  New  York  State  Journal  of  Medicine 
were  intended  to  present  both  sides  of  the  issues 
involved  and  not  to  express  any  final  personal  con- 
clusion of  his,  and  certainly  not  to  express  an 
official  position  of  the  State  Society.’ 

“This  resolution  will  be  printed  on  an  editorial 
page  of  the  Journal  in  an  early  issue. 

“I  move  approval  of  that  portion  of  the  report.” 
Approval  was  voted. 

“At  the  same  meeting  in  November  a resolution 
was  passed  that  the  Publication  Committee  study 
and  make  recommendations  to  the  Council  as  t-o  the 
purpose  of  the  President’s  Page.  After  approval  by 
the  Council,  it  was  indicated  that  such  purpose 
should  be  clearly  stated  at  the  top  of  the  President’s 
Page.  The  Publication  Committee  recommends  the 
following  be  printed : 

‘The  purpose  of  the  President’s  Page  is  to  give 
the  President  the  opportunity  to  express  his 
personal  opinion  on  matters  of  interest  to  the 
membership.  The  views  he  expresses  do  not 
necessarily  constitute  the  opinions  or  beliefs  of  the 
Medical  Society  of  the  State  of  New  York.’ 

“The  committee  wishes  to  point  out  that  they 
know  of  no  other  President’s  Page  earn  ing  a head- 
ing of  that  kind.  We  were  requested  by  this  resolu- 
tion in  November  to  bring  in  this  heading,  which  was 
to  be  on  the  President’s  Page.  Whether  you  want 
this  heading  to  be  published  on  the  President’s  Page 
or  not  is  up  to  you  to  decide.” 

After  discussion,  the  Council  voted  to  rescind  the 
action  that  would  require  publication  of  the  pur- 
pose of  the  President’s  Page. 

Dr.  Masterson  continued: 

“A  letter  from  the  Joint  Council  of  Pathologists, 
Radiologists,  Anesthesiologists,  and  Physiatrists  was 
read.  Since  the  letter  was  addressed  to  the  Council, 
it  was  the  sense  of  the  meeting  that  it  be  read  at  the 
January  Council  meeting.  It  was  also  suggested 
that  Dr.  Anderton  write  to  the  Joint  Council  of 
Pathologists,  Radiologists,  Anesthesiologists,  and 
Physiatrists  pointing  out  certain  paragraphs  relating 
to  the  Council  minutes  of  the  November  13,  1952, 
meeting,  which  will  be  published  in  the  January  15, 
1953,  issue  of  the  New  York  State  Journal  of 
Medicine,  which  refer  to  this  matter. 

“It  was  also  indicated  that  this  letter  should  con- 
tain a statement  to  the  effect  that  the  correspond- 
ence columns  of  the  Journal  are  open  for  com- 
ment.” 

It  was  voted  to  approve  the  report  as  a whole. 
Public  Health  and  Education. — Dr.  Theodore  J. 
Curphev,  chairman,  reported  that  he  had  attended 
four  meetings  during  the  month  and  had  arranged 
five  postgraduate  lectures  during  January  in  four 
counties. 

1.  He  stated  that  at  a meeting  on  December  11, 
1952,  at  the  New  York  Academy  of  Medicine,  Dr. 
Alfred  Angrist,  a member  of  the  Academy  Com- 
mittee on  Medical  Education,  had  pointed  out  the 
advantages  of  television  as  a postgraduate  teaching 
medium,  particularly  since  a lecture  may  be  kept 
up  to  date  by  technical  devices  now  available  which 
permit  separate  editing  and  revision  of  the  audio 


March  15,  1953] 


MINUTES  OF  THE  COUNCIL 


709 


and  the  visual  portions  of  a film.  It  was  stated 
there  that  a television  subscription  service  could  be 
expected  to  be  self-sustaining.  A program  service  of 
several  hours  a week  and  grants-in-aid  for  the  opera- 
tion of  television  stations  may  be  obtained  by  educa- 
tional institutions  from  the  Foundation  for  Adult 
Education.  It  was  suggested  that  the  selection  of 
lecturing  personnel  and  curricula  might  devolve  on 
a committee  representing  several  interested  groups, 
including  this  Society. 

It  was  brought  out  that  under  present  plans  there 
are  10  television  channels  available  in  New  York 
State  for  educational  purposes,  but  that  if  the  Legis- 
lature does  not  act  before  June,  1953,  these  channels 
will  go  by  default  to  commercial  networks.  The 
New  York  Board  of  Regents  has  plans  for  a pro- 
posed network  of  10  stations,  of  which  the  Federal 
Communications  Commission  has  granted  permits 
for  five.  At  the  suggestion  of  the  Legislature,  which 
has  appropriated  $25,000  for  the  purpose,  the  Gover- 
nor has  appointed  a commission  to  determine 
whether  the  $4,500,000  necessary  to  operate  the  10 
stations  should  be  appropriated. 

Dr.  Curphey  stated  that  the  commission  would 
hold  a hearing  on  January  14  to  discuss  the  question 
whether  or  not  educational  groups  should  support 
the  idea  of  retaining  certain  channels  that  are  now 
temporarily  earmarked.  He  moved  that  this 
Society  support  the  educational  broadcast  move- 
ment and  that  representatives  be  sent  to  the  public 
hearing  on  January  14. 

After  discussion,  the  motion  teas  carried. 

2.  Dr.  Curphey  reported  that  the  Subcommittee 
on  General  Practice  had  received  a report  from  the 
Special  Committee  to  Study  the  Needs  of  the  General 
Practitioner  giving  its  opinion  that  the  most  urgent 
need  is  for  suitable  postgraduate  medical  education, 
but  withholding  specific  recommendations.  The 
subcommittee  wishes  to  interest  general  practi- 
tioners in  making  competent  office  examinations  for 
cancer  detection.  They  suggest  that  a blank  form 
for  such  examinations  be  prepared  by  Dr.  George 
Adie,  chairman  of  the  Cancer  Subcommittee,  dis- 
tributed directly  to  physicians,  and  included  in  the 
final  article  of  the  series  on  cancer  detection  now 
appearing  in  the  New  York  State  Journal  of 
Medicine.  The  subcommittee  also  discussed  the 
proposed  cardiovascular  clinic  research  project  of 
the  New  York  State  Department  of  Health  and  the 
proper  approach  to  the  solution  of  problems  of  hos- 
pital relationships. 

3.  Dr.  Curphey  requested  action  by  the  Council 
on  the  statement  of  policy  of  the  New  York  State 
Department  of  Health  on  cancer  detection  centers. 
The  statement  was  first  presented  to  the  Council  for 
approval  in  November  but  had  been  tabled.  In  re- 
sponse to  suggestions  from  the  Subcommittee  on 
Cancer,  the  Health  Department  consented  to  changes 
in  the  wording  of  the  statement,  making  it  refer  to 
“cancer  detection  programs”  rather  than  “cancer 
detection  centers.”  Copies  of  the  revised  state- 
ment were  sent  to  the  Council  in  November. 

The  matter  was  discussed,  and  Dr.  Curphey 
stated : 

“The  State  Society  is  asked  to  establish  broad 
policy  in  respect  to  the  development  of  these  cancer 
detection  programs.  It  is  not  the  subcommittee’s 
intention  to  recommend  any  one  approach  to  the 
detection  of  cancer  in  any  one  area  of  the  State.  If 
the  man  or  the  county  chooses  to  use  the  aid  of  the 
local  health  department  and  other  aids,  we  feel  that 
that  is  their  right.  If  the  county,  as  is  the  case  in 
Nassau  County,  feels  that  the  cancer  detection  pro- 
gram should  be  entirely  in  the  hands  of  the  doctors 
in  their  offices,  we  think  that  is  also  our  right.  I 


want  to  emphasize  that,  that  this  declaration  of 
policy,  for  which  I am  asking  the  approval  of  the 
Council,  does  not  commit  the  State  Society  to  any 
one  fixed  approach  in  the  detection  of  cancer.” 

Dr.  Edwards  moved  as  an  amendment  that  we 
once  more  reiterate  all  our  former  policies  and 
stipulate,  before  the  Health  Department  statement 
is  approved,  that  any  program,  center,  or  clinic  must 
have  the  approval  of  the  local  county  society  before 
the  Council  can  approve  it. 

The  amendment  was  unanimously  carried. 

After  discussion,  it  was  voted  that  this  matter  be 
taken  back  through  the  Committee  on  Public 
Health  and  Education  to  the  State  Department 
of  Health. 

It  was  voted  that  Dr.  Curphey  be  empowered  to 
take  the  official  record  of  the  minutes  with  him  to 
the  meeting  so  that  he  would  be  briefed  as  to  the 
shades  of  opinion  expressed  in  the  Council. 

4.  Dr.  Curphey  stated  that  the  State  Health 
Department  had  been  requested  by  the  Governor, 
“because  of  the  morbidity  and  mortality  of  certain 
executives  in  the  government,”  to  set  up  a research 
program,  named  “A  Program  of  Control  and  Re- 
search on  Coronary  Heart  Disease  and  Hyperten- 
sion,” involving  periodic  examinations  over  a certain 
period  of  time,  of  male  employes  of  the  State 
government  more  than  forty  years  of  age  who  work 
in  Albany.  The  examinations  would  be  conducted 
by  a group  in  the  Albany  Medical  College.  Those 
members  of  the  Heart  Disease  Subcommittee  who  had 
expressed  an  opinion  on  the  subject  approved  in 
general.  Dr.  Curphey  was  requested  by  the 
Health  Department  to  ask  for  an  expression  of 
opinion  from  the  Council.  The  project  had  re- 
ceived the  endorsement  of  the  Medical  Society  of 
the  County  of  Albany,  and  a brochure  describing  it 
contains  a statement  to  that  effect.  Dr.  Curphey 
requested  that  the  Council  approve  the  program. 
After  discussion,  it  was  voted  that  the  matter  be 
referred  back  to  the  committee  for  further  study. 
The  report  was  approved. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

In  accordance  with  the  pattern  of  the  past  several 
months,  your  committee  and  the  Public  and  Profes- 
sional Relations  Bureau  devoted  most  of  their  time 
to  the  Citizens’  Health  Education  Campaign. 

To  implement  the  past  months  work,  which  had 
been  given  over  to  preparing  a program  and  pub- 
lishing special  materials,  the  field  representatives 
toured  their  territories.  Mr.  Brown  visited  the 
Citizens’  Health  Education  Committees  in  the  Fifth 
and  Sixth  Districts,  while  Mr.  Messinger  talked  to 
similar  groups  in  the  Seventh  and  Eighth  Districts. 
Mr.  Tracey  worked  with  the  campaign  representa- 
tives in  the  Second  and  Fourth  Districts,  while  Mr. 
Walsh  concentrated  on  the  committees  in  the  Third 
and  Ninth  Districts.  These  trips  brought  to  light 
the  fact  that,  in  spite  of  extensive  instructions  sent 
by  mail,  many  men  did  not  clearly  understand  the 
mechanics  of  the  campaign.  The  field  men,  through 
their  contacts,  were  able  to  straighten  out  these 
difficulties,  with  the  result  that  the  campaign  is  now 
functioning  efficiently. 

Since  it  is  felt  that  the  Woman’s  Auxiliary  can 
play  an  important  role  in  the  campaign,  the  field 
men  contacted  the  key  women  in  the  county  and 
district  branch  setups.  The  purpose  of  these  visits 
was  to  find  out  what  is  being  done  and  to  assist  local 
groups  to  further  the  campaign.  One  of  the  proj- 
ects suggested  by  the  field  men  was  the  distribution, 
through  the  Auxiliary,  of  the  pamphlet  “What 
Price  Your  Life?” 
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A letter  was  prepared  for  Mrs.  Michael  Slovak, 
chairman  of  the  State  Auxiliary  Citizens’  Health 
Education  Committee,  and  sent  to  every  county 
president  and  county  chairman  urging  them  to  ac- 
cept as  personal  responsibility  the  suggestion  that 
members  of  even-  woman’s  organization  have  the 
opportunity  to  read  ‘‘What  Price  Your  Life?” 

As  a means  of  maintaining  interest  in  the  cam- 
paign, the  Bureau  distributed  each  week  a special 
campaign  bulletin.  This  is  mimeographed  with  an 
attractive  letterhead  to  catch  the  busy  practitioner’s 
attention  and  contains  news  of  campaign  activities 
as  well  as  suggestions  for  expanding  the  efforts  of  the 
local  committees. 

The  January  issue  of  the  Newsletter  was  used 
again  to  further  the  campaign.  In  addition  to  a 
front  page  article,  containing  a report  that  the 
first  printing  of  200,000  copies  of  "What  Price  Your 
Life?”  had  been  distributed  through  the  Bureau  and 
that  another  200,000  had  been  ordered,  this  issue 
featured  an  order  blank  for  the  convenience  of 
physicians  desiring  campaign  materials. 

Special  materials  designed  to  present  to  legislators 
and  newspaper  editors  our  views  on  the  subject  of 
chiropractic  also  are  in  preparation.  In  this  con- 
nection, 1,000  copies  of  the  editorial  on  chiropractic 
from  New  York  Medicine  have  been  purchased  for 
distribution  to  editors  of  newspapers. 

Your  chairman  and  Mr.  Miebach  were  among  the 
more  than  400  physicians  and  laymen  who  attended 
the  A.M.A.’s  fifth  annual  Medical  Public  Relations 
Conference  in  December  in  connection  with  the 
Denver  clinical  session. 

On  December  12,  Mr.  Miebach  was  present  at  a 
regional  meeting  of  representatives  of  state  medical 
societies  from  New  York,  Delaware,  Xew  Jersey, 
and  Pennsylvania  called  bv  Dr.  Frank  E.  Wilson, 
director  of  A.M.A.’s  Washington  office. 

At  the  invitation  of  the  chairman  of  the  State 
Dental  Society’s  Public  and  Professional  Relations 
Committee,  Mr.  Walsh  represented  the  Bureau  at  a 
special  meeting  of  the  committee  called  to  discuss 
public  relations  problems. 

Continuing  its  work  of  cooperating  with  the 
Woman’s  Auxiliary,  the  Bureau  helped  with  revising 
membership  lists,  and  conferences  regarding  future 
programs  of  the  public  relations,  organization,  and 
nurse  recruitment  committees  were  held  with  the 
Auxiliary  president  and  the  chairmen.  Arrange- 
ments were  made  with  the  legislation  chairman  for 
preparation  of  a letter  to  all  county  chairmen,  con- 
taining legislative  index  card  to  be  made  available  to 
even,-  Auxiliary  unit. 

A similar  card  will  be  sent  to  Citizens’  Health 
Education  Committee  chairmen  in  the  various 
counties  throughout  the  State. 

Dr.  Winslow  added:  “There  is  a letter  to  Dr. 

Anderton  from  Dr.  Lull,  secretary  of  the  American 
Medical  Association,  and  referred  to  our  committee: 

Dear  Doctor  Anderton: 

During  the  Clinical  Session  of  the  Association  in  Denver, 
the  attention  of  the  Board  of  Trustees  was  called  to  the 
fact  that,  in  some  areas,  it  is  customary  for  physicians  to 
watch  for  statements  unfavorable  to  medicine  in.  say.  edi- 
torials and  speeches.  As  soon  as  one  of  the  physicians 
learns  of  the  remarks,  he  seeks  the  person  responsible  and 
attempts  to  impart  truthful  information.  This  action  has. 
in  some  instances,  resulted  in  public  retraction  of  the 
statements. 

The  Board  of  Trustees  approved  of  this  idea  in  principle 
and  believes  that  it  can  be  implemented  with  success  on  the 
local  level.  In  accordance  with  its  request,  therefore.  I 
am  forwarding  the  proposal  to  you  for  whatever  action 
your  society  may  wish  to  take 

“It  has  long  been  the  practice  of  the  Public  Rela- 
tions Committee  to  conduct  themselves  in  this  man- 


ner, and  it  will  be  our  policy  in  the  future  to  do  so.” 
It  was  voted  that  the  report  as  a whole  be  adopted 
and  that  a copy  of  Dr.  Lull’s  letter  be  sent  to  each 
county  medical  society  so  that  it  can  be  imple- 
mented on  a local  level. 

It  icas  voted  that  this  Council  give  a vote  of 
thanks  to  Dr.  Winslow  for  the  great  amount  of 
work  done  and  the  reasonable  cost  at  which  he 
has  done  it  in  the  last  year. 

Veterans  Administration,  Liaison  with. — Dr. 

Herbert  H.  Bauckus,  chairman,  stated: 

“I  report  for  the  Veterans  Medical  Plan,  of  which 
I am  the  president,  and  as  chairman  of  the  Liaison 
Committee. 

"In  our  Veterans  Plan  in  taking  care  of  service- 
connected  cases  there  has  been  a great  diminution, 
because  of  the  5 per  cent  reduction  in  funds  alloted 
to  Veterans  Administration.  That  should  not  hap- 
pen to  service-connected  illnesses  in  veterans  when 
they  are  spending  so  much  money  to  take  care  of 
nonservice-connected  cases. 

"The  medical  directors  representing  the  Veterans 
Administration  in  Xew  York  State  in  the  four 
branch  offices  have  written  to  the  physicians  and  to 
representatives  of  the  county  physicians  that  they 
have  had  to  curtail  some  of  the  care  of  the  service- 
conneeted  case  because  they  did  not  have  funds,  and 
they  asked  us  and  our  coordinators  to  select  cases 
that  really  need  more  attention  than  others,  be- 
cause the\-  had  a limited  amount  of  money.  That  is 
a reflection  on  the  general  plan  when  the  service- 
connected  case  is  refused  care  in  this  way.  As  a 
matter  of  fact,  many  service-connected  veterans 
went  to  their  own  physicians  for  care,  and  when 
they  were  taken  away  to  a large  extent  from  the 
local  practicing  physician  and  made  to  go  to  the 
clinic  many  went  to  their  own  physician — again  an 
example  of  where  you  were  taking  away  care  from 
the  service-connected  case  yet  apparently  taking 
care  of  all  the  nonservice-connected  cases  that  were 
admitted  to  the  hospital. 

“The  report  of  Capitol  Clinic,  of  the  American 
Medical  Association.  December  2,  1952,  is  headed 
VA  Management  Report  Released;  Medical  De- 
partment Reorganization  Lender  Way.’  It  says, 
The  report  raises  a series  of  questions  about  non- 
service-connected  cases  and  recommends  that 
Congress  look  into  this  problem.’ 

“This  presents  an  excellent  opportunity  for  medi- 
cine to  show  its  hand.  Unfortunately,  the  House  of 
Delegates  of  the  A.M.A.  did  not  support  the  report 
of  the  special  committee  of  the  Board  of  Trustees. 
Xevertheless,  the  time  is  here,  with  the  change  in 
administration  and  with  the  changed  possibility  in 
the  allocation  of  funds,  and  the  pointing  out  that 
the  VA  is  not  able  to  take  care  of  all  service-con- 
nected cases,  to  do  this  without  offending,  for  ex- 
ample, the  American  Legion,  who  made  such  an 
objection  at  the  A.M.A.  House  of  Delegates  meet- 
ing in  Colorado. 

“In  this  report  I have  a few  lines  underscored, 
which  I would  like  to  read:  ‘V.4  Should  Seek- 

Clarifications  from  Congress  on  Nonservice  Disabil- 
ities. Veterans  Administration  should  seek  clarifica- 
tion or  revision  of  the  law  dealing  with  medical  care 
of  nonservice-connected  disabilities,  the  Booz,  Allen 
A Hamilton  management  survey  advises.’ 

“The  report  notes  that  it  is  apparent  Congress  in- 
tended VA  to  render  care  to  nonservice-connected 
cases  because  it  has  authorized  construction  of  more 
beds  than  are  needed  for  service-connected  dis- 
abilities. ‘Yet  the  beds  authorized  are  too  few  to 
take  care  of  the  potential  nonservice-connected 
load,’  the  report  adds.  It  said  VA  officials  estimate 
(Continued  on  page  712] 
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between  41,000  and  51,000  beds  would  be  ample  to 
meet  all  future  needs  for  service-connected  dis- 
abilities only — or  about  a third  of  the  131,000  beds 
YA  expects  to  have  in  its  own  hospitals  on  comple- 
tion of  the  present  building  program.  But  to  care 
for  all  potential  chronic  and  long-term  disability 
cases  in  YA  hospitals — nonservice  as  well  as  service- 
connected — would  require  building  25  per  cent  more 
beds  than  currently  planned,  the  report  states. 

‘ The  report  then  points  out  that  YA  takes  care  of 
as  many  nonservice-connected  disabilities  of  the 
acute,  general  medical,  and  surgical  types  as  it  can. 
It  adds:  ‘Any  one  of  the  nation’s  anticipated  total 
of  approximately  22,000,000  veterans  might,  of 
course,  become  a candidate  for  hospital  care  in  this 
final  category  ....  Current  conditions  create  varia- 
tions and  confusion  which  are  extremely  difficult,  if 
not  impossible,  to  plan  for  ....  Where  legislation  is 
the  source  of  ambiguity  and  other  difficulties  of 
planning,  YA  should  seek  clarification  or  revision  of 
the  law.’ 

“I  want  to  point  out  that  Admiral  Boone,  medical 
director  of  the  Veterans  Administration,  presented 
many  of  these  points  in  Colorado  and  at  other  meet- 
ings during  the  past  few  years,  and  he  is  in  favor  of 
taking  care  of  the  nonservice  case  in  the  hospital. 
He  states  that  it  is  difficult  to  do  anything  about  the 
eligibility  and  the  means  test,  but  he  also  states  that 
in  his  opinion  most  cases  should  be  taken  care  of 
anyway.  He  furthermore  states  and  writes  that  the 
government  should  collect  from  Blue  Shield  and 
Blue  Cross  and  other  organizations  for  the  care  of 
this  kind  of  veteran.  With  that  sort  of  argument 
apparently  he  has  delayed  the  more  direct  change 
we  have  all  talked  about  and  hoped  for. 

“I  intend  to  ask  for  a meeting  of  our  Liaison  Com- 
mittee during  the  next  month,  and  our  Board  of 
Directors.” 

It  was  voted  to  approve  the  report. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man, reported: 

“The  Auxiliary  has  continued  to  place  major 
emphasis  on  the  Citizens’  Health  Education  Cam- 
paign (CHEC).  Thirty-nine  of  our  46  auxiliaries 
now  have  special  CHEC  committees,  and  each  is 
anxious  to  cooperate  with  its  county  committee. 
Three  projects  the  Auxiliary  is  prepared  to  under- 
take are  the  administrative  details  of  a public  meet- 
ing on  chiropractic,  the  distribution  of  copies  of 
‘What  Price  Your  Life?’  to  every  women’s  organiza- 
tion in  the  county,  and  the  mailing  of  individual 
copies  to  people  on  the  ‘prominent  persons  list’  who 
might  not  otherwise  receive  one. 

“Mrs.  Michael  Slovak,  State  chairman,  also  sent 
a letter  to  every  county  president  and  chairman 
urging  them  to  accept,  as  a personal  responsibility, 
the  task  of  seeing  that  the  members  of  even*  organi- 
zation they  hold  membership  in  has  the  opportunity 
to  read  ‘What  Price  Your  Life?’  Attached  was  an 
order  blank  and  a suggested  list  of  county  women’s 
organizations  to  be  contacted. 

“The  value  of  the  Auxiliary’s  part  in  arranging  a 
public  meeting  at  which  a panel  of  physicians  can 
explain  our  profession’s  viewpoint  on  chiropractic 
was  demonstrated  in  Richmond  County  where  the 
auxiliary  served  as  hostesses  at  a public  meeting 
attended  by  representatives  of  30  to  40  health  organ- 
izations. 

“Special  conferences  were  also  held  between 
count v chairmen  of  the  Society  and  Auxiliary 
CHEC  Committees  in  Albany  and  Nassau  at  which 
the  liaison  representatives  discussed  practical  ways 
in  which  the  two  committees  could  coordinate  their 
campaign  plans. 


[N.  Y.  State  J.  M. 


“Mrs.  Slovak  is  State  Auxiliary  legislation  com-  I 
mittee  chairman  and  has  also  made  it  possible  for 
each  county  auxiliary  chairman  to  supply  each  i 
member  with  a card  containing  the  names  and 
addresses  of  her  national  and  state  representatives. 

“State  Auxiliary  President,  Mrs.  Norton,  pre- 
pared a special  Christmas  message  in  which  she  ; 
urged  the  members  to  continue  their  efforts.  Con- 
ferences regarding  the  future  programs  of  public 
relations,  organization,  and  nurse  recruitment  com- 
mittees were  also  held. 

“The  Health  Poster  Contest  chairman  reported  \ 
that  the  panel  of  judges  has  almost  been  completed  t 
and  will  include  our  president,  Dr.  Wentworth.  In 
addition  to  Dr.  Wentworth,  the  three  persons  who  * 
have  accepted  invitations  to  serve  are  Mr.  Pop- 
polizzo,  art  director.  New  YY>rk  State  Department  ^ 
of  Education;  Mr.  Chapman,  president,  New  York  S 
State  Parent-Teachers  Association,  and  Mr.  Julian  * 
Levi,  a well-known  artist.  An  invitation  has  also  1 
been  sent  to  Mr.  Hume  Hosier  of  Mills  College,  New 
York,  but  no  reply  has  been  received. 

“A  revised  edition  of  the  constitution  and  bylaws  i 
of  the  Auxiliary  will  be  submitted  for  vour  approval  1 
todav  and,  I would  urge  you  approve  it  so  that  the  . 
Auxiliary  will  be  prepared  to  go  forward  with  the  • 
plans  for  its  annual  convention.” 

It  was  voted  to  approve  the  report. 

Unfinished  Business 

Election  of  Trustees. — Dr.  J.  Stanley  Kenney  I 
and  Dr.  Leo  F.  Schiff  were  elected  trustees  to  fill 
the  vacancies  caused  by  the  resignations  of  Dr. 
Fenwick  Beekman  and  Dr.  William  H.  Ross,  until 
the  next  meeting  of  the  House  of  Delegates. 

Session  on  Legal  Medicine. — Secretary  Anderton 
stated:  “At  the  last  meeting,  on  account  of  the  lack  1 
of  a quorum,  a motion  for  the  creation  of  a Session  1 
on  Legal  Medicine  could  not  be  passed.  It  was  | 
recommended.  This  was  referred  to  the  Council  j 
from  the  last  House  of  Delegates.  I so  move.” 

Approval  was  voted. 

New  Business 

Podiatry  Committee. — Dr.  Carlton  E.  Wertz  re-  I 
ported  he  had  been  informed  that  a committee  con-  ] 
sisting  of  two  podiatrists  from  New  York  City  and-  j 
a physician  from  upstate  New  York  is  being  formed  I 
to  deal  with  questions  arising  with  regard  to  services  I 
performed  by  podiatrists  under  the  Workmen’s  I 
Compensation  Law.  A surgeon,  who  had  been  1 
approached  regarding  the  possibility  of  his  nomina-  j 
tion  as  the  physician  member  of  the  committee,  I 
wished  to  know  whether  acceptance  would  compro-  1 
mise  him  in  any  way  in  the  estimation  of  this  Soci-  I 
etv.  Dr.  Wertz  asked  the  feeling  of  the  Council. 

It  u-as  voted  that  there  is  no  objection  to  Dr. 

Payne’s  appointment  on  said  committee.  (Dr. 

Williams  voted  in  the  negative.) 

Selective  Service. — Dr.  Harold  F.  Brown  stated 
that  the  military  affairs  committee  of  the  Medical 
Society  of  the  County  of  Erie  wished  to  register  a 
complaint  regarding  the  practice  of  calling  men 
thirty-eight  years  of  age  and  over  to  military  service 
when  men  of  younger  age  had  not  yet  been  con-  J 
tacted.  He  wished  to  know  through  whom  such  a 
complaint  should  be  routed.  It  was  stated  that  the 
Advisory  Committee  to  the  Selective  Service  Sys-  \ 
tern  “only  has  to  decide  on  whether  a man  is  avail- 
able or  not  and  has  nothing  to  do  with  the  age  quali- 
fication.” Dr.  Wertz  suggested  that  a committee  of 
this  Society  undertake  the  responsibility  of  receiving 
such  complaints  and  answering  them. 

It  was  voted  that  this  be  referred  to  the  Medical 

Defense  Committee. 
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Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  84.75. 

Morbus  Alzheimer  and  Morbus  Pick.  A Genetic, 
Clinical  and  Patho-Anatomical0 Study.  By  Torsten 
Sjogren,  Hakon  Sjogren,  and  Ake  G.  H.  Lindgren. 
(Translated  by  Donald  Burton.)  Octavo  of  152 
pages,  illustrated.  Copenhagen,  Ejnar  Munks- 
gaard,  1952.  Paper,  25  Swedish  crowns.  ( Ada 
Psychialrica  et  Neurologica  Scandinavica.  Supple- 
mentum  82). 

Pain  Sensations  and  Reactions.  Bv  James  D. 
Hardy.  Ph.D.,  Harold  G.  Wolff,  M.D.',  and  Helen 
Goodell,  B.S.  Octavo  of  435  pages,  illustrated. 
Baltimore,  Williams  A Wilkins  Co.,  1952.  Cloth, 
86.50. 

The  Well-Adjusted  Personality.  Preventive 
Psychiatry  for  Everyday  Use.  By  Phillip  Polatin, 
M.D.,  and  Ellen  C.  Philtine.  Octavo  ol  266  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1952.  Cloth, 
83.95. 

You  and  Tuberculosis.  By  James  E.  Perkins, 
M.D.,  and  Floyd  M.  Feldmann,  M.D.,  in  collabora- 
tion with  Ruth  Carson.  Duodecimo  of  176  pages. 
New  York,  Alfred  A.  Knopf,  1952.  Cloth,  82.50. 

Shock  Syndrome.  Consulting  Editor,  John  Scud- 
der,  M.D.  Octavo  of  197  pages,  illustrated.  New 
York,  New  York  Academy  of  Sciences,  1952.  Paper, 
83.75.  ( Annals  of  the  New  York  Academy  of  Sci- 
ences, v.  55,  art.  3.  pages  345-542). 

The  Chick  Embryo  in  Biological  Research.  Con- 
sulting Editor,  D.  A.  Kamofsky,  M.D.  Octavo  of 
307  pages,  illustrated.  New  York,  New  York 
Academy  of  Sciences,  1952.  Paper,  84.00.  ( Annals 
of  the  New  York  Academy  of  Sciences,  v.  55,  art.  2. 
pages  37-344) 

Medical  Mycology.  An  Introduction  to  its  Prob- 
lems. By  G.  C.  Ainsworth,  Ph.D.  Octavo  of  105 
pages,  illustrated.  New  York,  Pitman  Publishing 
Corp.,  1952.  Cloth,  82.75. 

A Half-Century  of  Public  Health  Progress  in  New 
York  State.  Compiler,  George  J.  Xelbach.  Com- 
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B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injuriijus  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

SentI  for  a sample 

CERIBELU  & CO. 

121  VARICK  STREET  NEW  YORK 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Convalescence  is  associated  with  protein  loss  of 
serious  magnitude,  yet  little  is  known  of  the  funda- 
mental nature  of  the  loss.1  Loss  of  nitrogen  cannot 
be  prevented;  however,  nitrogen  balance  can  be 
maintained,  wound  healing  enhanced,  and  conva- 
lescence shortened,  by  a high  protein  diet.2 

Otherwise  the  patient  uses  his  own  “available” 
nitrogen  stores  to  accomplish  the  healing  defect.3 

The  patient  “is  better  off  before  his  nitrogen  stores 
have  been  wasted  than  after.  Surgeons  have  long 
noted  that  chronically  debilitated  patients  are  poor 
operative  risks.”1  Decubitus  ulcers  heal  quickly  in 
heavily  protein-fed  patients.4 

These  facts  are  clear,  as  is  also  the  fact  that  Knox 
Gelatine,  which  is  pure  protein,  offers  a useful 
method  of  supplementing  the  ordinary  dietary 
protein. 

Knox  Gelatine  is  easy  to  digest,  while  its  supple- 
mentary dietary  nitrogen  will  furnish  protein  with- 
out other  substances,  especially  salts  of  potassium 
which  are  retained  during  convalescence;  without 
excess  fat  and  carbohydrate,  which  are  not  needed 
especially;  and  without  a food  volume  which  may 
interfere  with  intake. 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


1 Howard,  J.  E.  Protein  Metabolism  During  Convalescence  After  Trauma  Arch 
Surg  S0  166.  1945 

2 Co  Tui.  Minutes  of  the  Conference  on  Metabolism  Aspects  of  Convalescence 
Including  Bone  and  Wound  Healing  Josiah  Macy,  Jr.  Foundation,  Fifth  Meeting 
Oct  8 9.  p 57,  1943 

3 Whipple.  G.  H.  and  Madden.  S.  C.  Hemoglobin.  Plasma  Protein  and  Cell  Pro- 
tein: Their  Interchange  and  Construction  in  Emergencies.  Medicine  23:215,  1944 

4 Mulholland,  I.  H , Co  Tui,  Wright,  A.  M.,  Vinci.  V.,  and  Shafiroft.  B Protein 
Metabolism  and  Bed  Sores.  Am.  Surg.  118:1015,  1943. 


AVAILABLE  AT  OROCERY  STORES  IN  4-ENVaOPf  FAMILY 
SIZE  A NO  32-ENVELOPE  ECONOMY  SIZE  PACKAGES 


Write  today  for  your  free  copy 
"Feeding  the  Sick  and  Convalescent." 

Knot  Gelatine.  Johnstown.  N.  Y..  Dept.  NYS 


2* 


i-s- 

IN* 

■U 


KNOX  GELATINE  U.S.P.  ALL  PROTEIN  NO  SUGAR 
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piled  for  the  State  Committee  on  Tuberculosis  and 
Public  Health  of  the  State  Charities  Aid  Associa- 
tion. Quarto  of  34  pages.  New  York,  State  Chari- 
ties Aid  Association,  n.d. 

Medicine  and  Pathology.  Edited  by  Y.  Zachary 
Cope,  M.D.  Octavo  of  565  pages,  illustrated. 
London,  His  Majesty’s  Stationery  Office,  1952. 
Cloth,  $11.  (History  of  the  Second  World  War. 
United  Kingdom  Medical  Series.  Editor-in-Chief, 
Sir  Arthur  S.  MacNalty,  M.D.) 

Manual  of  Applied  Nutrition.  Dietary  Depart- 
ment, The  Johns  Hopkins  Hospital.  Duodecimo  of 
96  pages.  Baltimore,  Johns  Hopkins  Press,  1952. 
Paper,  -S2.50. 

The  (Old)  Farmer’s  Almanack,  Calculated  on  a 
New  and  Improved  Plan  for  the  Year  of  Our  Lord 
1953.  Established  in  1792  by  Robert  B.  Thomas. 
Duodecimo  of  112  pages,  illustrated.  Dublin,  X.H., 
Yankee  Press,  1952.  Paper,  25  cents. 

Das  Buch  der  Tatsachen.  Die  integrale  Wahrheit 
iiber  CARC1N.  (Sammlung  der  authentischen 
Dokumente).  Octavo  of  68  pages.  Paris,  France, 
[Centre  d’Expansion  du  CARCIN],  1952. 

Cornell  Conferences  on  Therapy.  Yolume  Five. 
Edited  by  Harry  Gold,  M.D.,  Managing  Editor, 
David  P.  Barr,  M.D.,  McKeen  Cattell,  M.D., 
Frank  C.  Ferguson,  Jr.,  M.D.,  et  al.  Octavo  of  299 
pages.  New  York,  Macmillan  Co.,  1952.  Cloth, 
$4.00. 

Sexual  Adjustment  in  Marriage.  By  Henry  Olsen, 
M.D.  Octavo  of  310  pages.  New  York,  Henrv 
Holt,  1952.  Cloth,  $6.00. 

Monographs  in  Medicine.  Series  1.  Editor, 
William  B.  Bean,  M.D.  Associate  Editors,  Morton 
Hamburger,  M.D.,  John  A.  Leutscher,  Jr.,  M.D., 
and  Stewart  Wolf,  M.D.  Octavo  of  655  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1952. 
Cloth,  S12. 

X-Ray  Diagnosis  of  Chest  Diseases.  By  Coleman 
B.  Rabin,  M.D.  Quarto  of  208  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
S12. 

Glands,  Sex,  and  Personality.  By  Herman  H. 
Rubin,  M.D.  Octavo  of  205  pages.  New  York, 
Wilfred  Funk,  1952.  Cloth,  82.95. 

The  Low  Fat  Diet  Cook  Book.  By  Dorothy  Myers 
Hildreth  and  Eugene  A.  Hildreth,  M.D.  Octavo  of 
136  pages.  New  York,  Medical  Research  Press 
(Distributor,  Grosset  & Dunlap),  1952.  Cloth, 
82.95. 

International  Review  of  Vitamin-Research.  Vol. 
XXIV,  No.  1/2.  Octavo,  illustrated.  Bern,  Switzer- 
land, Yerlag  Hans  Huber,  (Sole  distributors  for  the 
U.S.A.  and  Canada,  New  York,  Grune  <fc  Stratton), 
1952.  52  Swiss  francs  for  one  volume;  14  Swiss 

francs  for  one  cop3r. 

Scientific  Autosuggestion  for  Personality  Adjust- 
ment and  Development.  Your  Key  to  Mental  and 
Physical  Health.  By  Alfred  E.  Johns,  Ph.D. 
Octavo  of  104  pages,  illustrated.  New  York,  The 
Modern  Coue  Institute,  1952.  Cloth,  82.95. 

Muscle  Relaxation.  As  an  Aid  to  Psychotherapy. 
By  Gerald  Garmany,  M.B.  Octavo  of  65  pages. 
London,  Eng.,  Actinic  Press,  1952.  Cloth,  5/6. 
(Physical  Medicine  Series,  Vol.  1.) 

Annotated  Bibliography  of  Vitamin  E.  1950  & 
1951.  Compiled  by  Philip  L.  Harris  and  Wilma 
Kujawski.  Vol.  II.  Quarto  of  106  pages.  Roches- 


ter, N.  Y.,  Research  Laboratories  of  Distillation 
Products  Industries  (Division  of  Eastman  Kodak 
Co.),  1952.  Paper,  82.00. 

Report  of  the  New  York  State  Veterinary  College 
at  Cornell  University  for  the  Year  1950-51.  Octavo 
of  1 17  pages.  [State  University  of  New  York] , 1952. 

It’s  Your  Hospital  and  Your  Life!  By  Lucv  Free- 
man. Octavo  of  32  pages,  illustrated.  New  York, 
Public  Affairs  Committee,  (Chicago,  American  Hos- 
pital Association),  1952.  Paper,  25  cents. 

The  Literature  on  Streptomycin,  1944-1952.  By 

Selman  A.  Waksman,  Ph.D.  Octavo  of  553  pages. 
New  Brunswick,  N.  J.,  Rutgers  University  Pr.,  1952. 
Cloth,  -85.00. 

Biochemistry  of  Disease.  By  M.  Bodanskj% 
M.D.,  and  O.  Bodansky,  M.D.  Second  edition  re- 
vised by  Oscar  Bodansky,  M.D.  Octavo  of  1,208 
pages,  illustrated.  New  York,  Macmillan  Co.,  1952. 
Cloth,  812. 

Dermatology.  Essentials  of  Diagnosis  and  Treat- 
ment. By  Marion  B.  Sulzberger,  M.D.,  and  Jack 
Wolf,  M.D.  [Fourth  edition].  Octavo  of  592 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1952.  Cloth,  810.00. 

Functional  Neuroanatomy.  By  Wendell  J.  S. 
Krieg,  Ph.D.  Second  edition.  Quarto  of  659  pages, 
illustrated.  New  York,  Blakiston  Co.,  1953.  Cloth, 
89.00. 

Rheumatic  Diseases.  Diagnosis  and  Treatment. 

By  Eugene  F.  Traut,  M.D.  Quarto  of  942  pages, 
illustrated.  St.  Louis,  C.  V.  Mosbv  Co.,  1952. 
Cloth,  820. 

Advances  in  Internal  Medicine.  Editors:  William 
Dock,  M.D.,  and  I.  Snapper,  M.D.  Vol.  V.  Quarto 
of  464  pages,  illustrated.  Chicago,  Year  Book  Pub- 
lishers, 1952.  Cloth,  810.50. 

The  Rockefeller  Foundation.  Annual  Report, 

1951.  Octavo  of  557  pages,  illustrated.  New  York, 
[The  Foundation],  n.d. 

Ionic  Transfer  in  Nerve  in  Relation  to  Bio-Elec- 
trical  Phenomena.  By  Abraham  M.  Shanes,  Ph.D. 
Octavo  of  36  pages,  illustrated.  New  York,  New 
York  Academy  of  Sciences,  1952.  Paper,  81.00. 

( Annals  of  the  New  York  Academy  of  Sciences,  v.  55, 
art.  1.  pages  1-36) 

Operating  Room  Technic.  St.  Mary’s  Hospital, 
Rochester,  Minnesota.  Fourth  edition.  Octavo  of 
345  pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1952.  Cloth,  86.50. 

Blood  Clotting  and  Allied  Problems.  Transac- 
tions of  the  Fifth  Conference,  January  21  and  22, 

1952,  New  York,  New  York.  Edited  by  Joseph  E. 
Flynn,  M.D.  Octavo  of  368  pages,  illustrated. 
New  York,  Josiah  Macy,  Jr.,  Foundation,  1952. 
Cloth,  84.95. 

Metabolic  Interrelations  with  Special  Reference 
to  Calcium.  Transactions  of  the  Fourth  Conference, 
New  York,  N.  Y.,  January  7-8,  1952.  Edited  bv 
Edward  C.  Reifenstein,  Jr.,  M.D.  Editorial 
Assistant:  Shirley  L.  Wells,  M.S.  Octavo  of  362 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr., 
Foundation,  1952.  Cloth,  84.50. 

A Half  Century’s  Progress  Against  Tuberculosis 
in  New  York  City,  1900-1950.  By  Godias  J.  Drolet 
and  Anthony  M.  Lowell.  Quarto  of  77  pages  (text) 
and  79  pages  statistical  tables.  Illustrated.  [New 
York],  New  York  Tuberculosis  and  Health  Associa- 
tion, 1952. 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Hates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Assf.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  ThcNanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment.’ 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  King, bridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


A 

SYMBOL 

OF 

SERVICE 


Physicians’  Home 


for  three  decades  has  given  aid  to  needy,  retired  physicians, 
their  wives  and  widows  throughout  the  State.  The  need  for 
such  aid  was  never  greater.  Your  contribution  will  help  con- 
tinue this  worthy  service. 


BEVERLY  C.  SMITH,  M.D.,  President 
63  East  84th  Street  * New  York  28,  N.  Y. 
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FOR  SALE 


Allison-Hanes  Proctoscopic  Table.  Practically  new.  Call 
Plaza  9-0939,  2 P.  M.  to  4 P.  M.,  Monday  through  Friday. 


LOCATION  WANTED 


Pediatrician  Vet..  Licentiate.  Desires  Ass’n.  in  Suburb  of 
N.  V.  C.  Will  invest.  Box  634,  N.  Y.  St.  Jr.  Med. 


MEDICAL  TYPIST  SERVICE 


Typist  for  medical  documents,  or  for  medical  letters. 
Telephone  GR  3-3660,  between  10:00  A M.  and  6:00  P.  M„ 
YE  2-5238.  7:30  to  11:00  P.  M. 


FOR  RENT 


Large,  long  established,  active  general  practice.  Rockville 
Centre,  L.  I.,  for  rent  by  M.D.,  to  be  called  to  active  duty. 
Complete  modern  equipment.  Opportunity  for  permanent 
practice.  Will  introduce.  RO  6-0076. 


FOR  RENT 


Williston  Medical  Center,  Superbly  located.  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist.  Dermatologist. 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


FOR  SALE 


Doctor’s  Office  and  residence  on  Main  St.  Garage.  Prop, 
runs  to  stream.  Doctors  needed.  A.  D.  Morriss,  Bkr., 
Washingtonville,  N.  Y. 


FOR  RENT 


Exceptionally,  well  equipped  office,  for  general  practice: 
summer  resort  area;  100  miles  from  X.  Y.  Lucrative;  ul- 
timate sale  of  property  if  satisfied;  Specialize.  Box  638. 
N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Internist's  five  room,  fully  equipped  modern  office  and  prac- 
tice. White  Plains.  X.  Y..  area.  All  diagnostic  and  lab- 
oratory facilities.  Physiotherapy  equipment.  Price  — less 
than  present  inventory  value.  Terms.  Box  636,  X.  Y.  St. 
Jr.  Med. 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt, M.D .,Med.  Director. 
Greens  Farms , BOX  31 , Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


HELP  WANTED,  FEMALE 


CAMP  doctor,  female,  licensed  physician,  general  practi- 
tioner, pleasant  personality.  Month  of  August,  Vermont 
girls'  camp.  Box  628,  N.  Y.  St.  Jr.  Med. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


HELP  WANTED 


Doctor  X.  Y.  State  License,  to  supervise  Medical  and 
Health  services  in  large  system  of  camps.  Ten  weeks. 
Summer  1953.  Contact  Robert  E.  Broadwell.  Boy  Scouts 
of  America,  120  West  42nd  Street.  N'ew  York  36,  X.  Y., 
WI  7-4251. 


FOR  RENT  OR  SALE 


DECEASED  GENERAL  PRACTITIONER'S  office  and 
11-year  practice;  excellent  location,  in  fast  growing  com- 
munity, on  south  shore  of  Nassau  Countv.  Call  Massapequa 
6-2072. 


WANTED 


Physician  to  assume  active  general  practice.  Modern,  fully 
equipped  office.  Will  introduce.  Leaving  for  specialty 
training.  Will  transfer  on  percentage  basis.  Box  632.  X. 
Y.  St.  Jr.  Med. 


FOR  RENT 


NEW  PROFESSIONAL  BLDG.  AIR  CONDITIONED. 
Exceptionally  good  area,  for  radiologist,  dermatologist,  aller- 
gist. E.  X.  T..  psychiatrist,  ophthalmologist.  All  other 
medical  specialties  already  leased.  Occupancy  May  1.  1953. 
Fastest  growing  area  on  L.  I.,  with  none  of  the  above 
specialties  represented.  Call  Massapequa  6-2448. 


FOR  RENT 


Four  room,  ground  floor  office,  just  made  available,  in  full' 
occupied  Med.  Arts.  Bldg.,  in  city  of  20.000.  40  miles  north 
of  X.  Y.  city.  Rent  S85.  Inquire  Suite  A.  1106  Main  S... 
Peekskill,  N‘.  Y.  Phone  Peek.  7-1990. 


FOR  SALE 


Staten  Island.  Settle  estate.  New  ten  room  brick  home — 
office,  four  bedrooms,  two  baths,  three  room  professional 
suite.  Sound  proofed,  separate  entrance.  Corner  100  x 100. 
Excellent  location.  Box  637,  N.  A*.  St.  Jr.  Med. 


SUPERIOR  PERSONNEL  Assistants  and  execu* 
tives  in  all  fields  of  m edici ne — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patricia  Srdcj&niq, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N Y C.  (AGENCY  MURRAY  HILL  2-0676 


OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamerey  7-5504 
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Free 


sample-The  Alkalol  Company,  Taunton  30,  Mass. 


Yotir  GROUP  PLAN 

OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

• Conceived,  organized  and  supervised  by  your  State 

Medical  Society  for  the  exclusive  benefit  of  its 
members  . . . 

• 32  Years  of  continuous,  dependable  malpractice  protec- 

tion, including  the  Society’s  expert  legal  defense 
service. 

Carried  by  The  Employers  Mutual  Liability  Insurance  Company  of  Wisconsin 

• 

HARRY  F.  WANVIG 

Indemnity  Representative  of  the 

jiHebtcal  £l>octetp  of  tfje  ^>tate  of  Jleto  Horfe 

70  Pine  St.,  New  York  5 
Tel:  DIgby  4-7117 


Soothing,  aseptic 


vaginal  douche 


IRRIGOL 
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1953  CONVENTION 
WILL  HAVE  NEW  FEATURES 


Color  Television  to  be  Shown  for  the  First  Time 
in  the  Western  New  York  Area 


When  the  147th  Annual  Convention  of  the  Medical  Society  of  the 
State  of  New  York  opens  in  Buffalo  this  Spring  important  changes  will 
have  been  made  and  new  features  added  to  the  program. 

Outstanding  among  these  additions  will  be  the  Postgraduate  Lectures 
scheduled  for  Tuesday  and  Wednesday  in  the  morning  replacing  the 
section  meetings  which  now  will  be  limited  to  Thursday  and  Friday 
mornings. 

Of  great  interest  and  also  newly  placed  on  the  convention  activities 
list  will  be  the  Round  Table  Discussions  to  be  held  on  Monday,  Tuesday 
and  Thursday  evenings  during  which  doctors  attending  are  invited  to 
participate.  It  is  felt  that  these  variations  from  the  old  procedure  will 
make  a scientific  program  of  far  wider  interest  to  all  doctors  who  may 
plan  to  be  at  the  meeting. 

Because  of  its  initial  success  at  the  New  York  City  meeting  last  year. 
Smith,  Kline  & French  Laboratories  will  sponsor  color  television  from  a 
Buffalo  hospital.  Operative  procedures  and  dry  clinics  will  be  tele- 
vised to  the  Empire  State  Room  of  the  Statler  Monday,  Tuesday  and 
Wednesday  mornings. 

The  popular  General  Sessions  will  be  continued  and  will  go  on  every 
afternoon  during  the  week. 

The  Annual  Dinner  will  take  place  on  Wednesday  evening  at  7:30 
P.  M. 

According  to  advance  reports  from  the  exhibitors,  technical  and 
scientific,  some  exciting  new  products,  equipment  and  techniques  will 
be  displayed  for  the  first  time. 


721 


•It 


HIGHLY  SUCCESSFUL  — Extensive  clinical 
investigations  have  yielded  successful  results 
with  Milibis  vaginal  suppositories  in  97  per  cent 
of  cases  of  trichomonal,  monilial,  bacterial 
and  mixed  vaginal  infections. 

RAPID  RESPONSE- 

In  most  instances,  5 Milibis  vaginal  suppositories, 
one  inserted  every  other  night,  proved  sufficient. 


Supplied  in  boxes  of  5,  each  suppository  containing  0.25  Gm.  of 
Milibis  in  a gelatin-glycerine  base. 


MILIBIS*  VAGINAL  SUPPOSITORIES 


Ntw  Yo*k  18,  N.  Y.  WiNDioa.  Ont 


Milibis,  trademark  reg.  U.  S.  & Canada,. brand  of  bismuth  glycolylarsanilate 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 
• 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Sprinss,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Meat... 

and  the  Low  Sodium  Diet 

The  beneficial  effect  of  sodium  restriction  in  the  management  of  hyper- 
tension and  many  types  of  cardiac  disease  is  firmly  established.  A low  sodium 
diet  aids  in  preventing  edema  and  frequently  leads  to  a significant  reduction 
in  arterial  tension. 

To  emphasize  the  importance  of  sodium  restriction  and  to  enable  the 
physician  to  present  his  patient  with  an  informative  discussion  of  the  subject, 
The  American  Heart  Association  has  just  published  a valuable  pamphlet 
entitled  “Food  For  Your  Heart.”*  Covered  also  in  this  booklet  is  the  impor- 
tance of  weight  reduction  in  the  management  of  the  cardiac  patient. 

Dietary  recommendations  for  three  levels  of  sodium  restriction  are 
given.  In  all  of  them,  meat  is  an  important  constituent  of  the  diet.  In  the 
diet  providing  moderate  sodium  restriction  (0.5  to  1.5  Gm.  of  sodium),  4 to 
6 ounces  of  unsalted  meat,  fish  or  fowl  are  allowed.  In  severe  restriction 
(0.5  Gm.  sodium),  3 to  4 ounces  of  meat  are  permitted  daily.  The  weight  re- 
duction-moderate sodium  restriction  diet  calls  for  5 to  6 ounces  of  meat  daily. 

This  booklet  again  emphasizes  the  valuable  application  of  meat  in  the 
dietary  management  of  cardiac  disease,  hypertension,  and  obesity.  Since,  as 
the  manual  emphasizes,  infectious  diseases  and  such  scourges  as  typhoid 
fever  have  now  been  controlled  with  antibiotics,  chemotherapeutic  agents 
and  modern  sanitation,  “many  physicians  and  scientists  consider  nutrition 
the  most  important  environmental  factor  in  health.” 

Meat,  with  its  wealth  of  high  quality  protein,  B complex  vitamins  and 
important  minerals,  plays  an  important  role  in  the  aim  toward  better  national 
health.  That  the  generous  consumption  of  meat  by  the  American  people  is  a 
significant  factor  in  attaining  this  goal  is  reflected  in  the  statement  that 
“most  physicians  feel  that  the  high  American  consumption  of  protein  is  a 
good  thing.” 


*Food  for  Your  Heart,  a Manual  for  Patient  and  Physician,  Department  of  Nutrition, 
Harvard  School  of  Public  Health,  Harvard  University,  The  American  Heart  Association, 
Inc.,  New  York,  1952.  Copies  available  through  local  Heart  Association. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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In  Congestive  Heart  Faiture 


STh£ocalcin 


brand  of  Theobromine-calcium  salicylate 

Diuretic  and  Myocardial  Stimulant 
~]/2  grain  tablets  and  powder.  Dose:  1 to  3 tablets,  repeated. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 
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^ratrite 


Veratrite®  brings  your  hypertensive  patients 


Prolonged  fall  in 
blood  pressure  without 
postural  hypotension 


Marked  and 
maintained  relief  of 
subjective  symptoms 

Complete  safety  with 
simplicity  and  economy 
of  administration 

I 


Each  tabule  contains: 

Whole-powdered  Veratrum  viride 
(Irwin-Neisler).  . . .40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital V*  grain 

Administer  2 hours  after  meals. 
‘Carotid  Sinus  Reflex 


the  best  therapeutic  benefits  of  Veratrum 
viride,  as  has  been  shown  by  more  than 
fifteen  years  of  clinical  and  experimental 
research  plus  experience  in  many  thousands 
of  ambulatory  cases. 

Sustained  control  of  blood  pressure  with 
a minimum  of  untoward  side  reactions  and  a 
maximum  of  safety  is  the  significant  con* 
tribution  made  by  Veratrite  to  the  long-term 
management  of  hypertension. 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

/CeteaacA  & Sewe 
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ow  available 
for  civilian  use! . . 


Gen  tran 

(DEXTRAN) 


SOLUTION 


D>~~~ 

an  effective,  proven  plasma 
volume  expander  for  use 
in  the  treatment  of  shock 

Gentran  is  a clinically  effective  and 
safe  plasma  volume  expander  designed 
for  the  prevention  and  treatment  of  shock 
due  to  hemorrhage, /burns,  surgical  pro- 
dures,  and  other  conditions.  Prepared 
for  intravenous  infusion,  it  is  a sterile, 
nonpyrogenic  6%  w/v  solution  of  dex- 
tran  in  saline. 

. . . does  not  interfere  with  typing  or 
cross-matching  . . . requires  no  refrigera- 
tion ...  is  liquid  at  ordinary  temperatures 
. . . available  to  your  hospital  . . . 500  cc. 
containers  . . . easily  administered  with 
standard  Plexitron  solution  set . . . 


Gentran 


SOLUTION 


♦trade  name 


products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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announce  the 

44th  Presentation  of  Medical  Color  Television 
at  The  New  York  State  Medical  Society,  Buffalo,  N.  Y. 

May  4,  5 and  6 


Smith,  Kline  & French  Laboratories 
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“where  the  liver  is  damaged 

administration  of 


LIPOTROPICS 

is  indicated"1 


IN  GERIATRIC  PATIENTS 

“There  is  no  doubt  that  many  persons,  especially  those 
of  advanced  age,  have  functional  and  structural  hepatic 
alterations.  Many  times  the  hepatic  deficiency  is  but 
slightly  apparent  or  nonapparent — ”* 

IN  OBESE  PATIENTS 

“The  present  study  indicates  the  uniform  presence  of  liver 
damage  in  human  obesity  as  manifested  by  liver  function 
tests  and  biopsies.”2 

Lipotropic  therapy  combats  fatty  infiltration  of  the  liver 
and  helps  restore  normal  hepatic  function. 

LAKESIDE  LIPOTROPICS  ..  . three  forms  for 

optimal  dosage  and  individualized  therapy 

1.  Poliak,  O.  J.:  Delaware  State  M.  J.  24:157.  1952. 

2.  Zelman,  S.:  Arch.  Int.  Med.  90:141,  1952. 


For  massive  dosage; 
highly  palatable, 
sugar-free  vehicle. 

LIPOLIQUID 

Each  tablespoonful  (15  cc.)  contains: 

Choline*  (equivalent  to 
9.15  Gm.of  choline 

dihydrogen  citrate)  . 3.75  Gm. 

Vitamin  B,a  U.S.P.  , 4.20  meg. 

Inositol 75.00  mg. 

•As  tricholine  citrate. 

Pint  bottles. 

Dosage:  1 to  2 tablespoonfuls 
daily  for  adults. 


High  dosage  capsule 

LIPOCAPS* 

Each  orange  capsule  contains: 
Choline  bitartrate  . . 450  mg. 
dl-Methionine  ...  150  mg. 

Inositol 100  mg. 

Bottles  of  100. 

Dosage:  One  capsule  three 
times  daily. 


. inc.,  MILWAUKEE  i,  Wisconsin 


For  moderate  dosage  and 
supplementation 

LIPOTROPIC  CAPSULES 

(LAKESIDE) 

Each  pink  capsule  contains: 

Choline  dihydrogen  citrate  200  mg. 
dl-Methionine  ....  100  mg. 

Inositol 100  mg. 

Bottles  of  100. 

Dosage:  1 or  2 capsules  three 
times  daily. 
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William  A.  Buecheler,  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford,  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary Rochester 

S.  Charles  Franco,  Delegate New  York  City 

MEDICINE 

George  F.  Koepf,  Chairman Buffalo 

Arthur  E.  Lamb,  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook,  Delegate Buffalo 


OBSTETRICS  AND  GYNECOLOGY 

Henry  S.  Acken,  Jr.,  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster,  Secretary Syracuse 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley,  Chairman Alban}' 

Frederick  L.  Liebolt,  Secretary New  York  City 

Halford  Hallock,  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Maurice  N.  Richter,  Chairman New  York  City 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary. .'. New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 

Russell  B.  Scobie,  Chairman Newburgh 

Harold  W.  Dargeon,  Vice-Chairman . New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman Buffalo 

William  C.  Spring,  Jr.,  Secretary.. . .New  York  City 
Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman. . . New  York  City 

Thomas  N.  Sickel,  Secretary Watertown 

Frank  J.  Borrelli,  Delegate New  York  City 

SURGERY 

Walter  S.  Walls,  Chairman Buffalo 

Edward  J.  Donovan,  Secretary New  York  City 

William  F.  MacFee,  Delegate New  York  City 


NEUROLOGY  AND  PSYCHIATRY 


Harold  R.  Merwarth,  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick,  Delegate Buffalo 


UROLOGY 

Frank  C.  Hamm,  Chairman Brooklyn 

John  S.  Fitzgerald,  Vice-Chairman Utica 

Thomas  A.  Morrissey,  Secretary. . . .New  York  City 
John  S.  Fitzgerald,  Delegate Utica 


SESSIONS 

1952-1953 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Eldridge  Campbell,  Chairman Albany  George  M.  Raus,  Chairman Syracuse 

Jerome  P.  Webster,  Secretary New  York  City  A.  David  Gurewitsch,  Secretary. . . .New  \ork  City* 


PUBLIC  RELATIONS 


Charles  S.  Lakeman,  Chairman Rochester 

Leonard  J.  Schiflf,  Secretary Plattsburg 
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company  inc. 


...as  condition  improves 

the  benefits  of  Prophyllin  Wet 
Dressing  can  be  maintained  by  prescribing 
PROPHYLLIN  OINTMENT 


Prophyllin  Powder,  for 
preparation  of  wet  dressings, 
in  cartons  of  12  packets. 
Each  packet  contains 
2.3  gm.  powder,  sufficient 
to  prepare  8 ounces  of 
solution  containing 
1 per  cent  sodium  propionate 
and  0.0025  per  cent  water- 
soluble  chlorophyll.  Also 


4-oz.  and  16-oz.  jars.  Note: 
When  dissolved,  Prophyllin 
is  free  of  propionate  odor. 

Prophyllin  Ointment, 

1%-oz.  and  4-oz.  tubes. 
Prophyllin  Ointment 
contains  5 per  cent  sodium 
propionate  and  0.0125  per  cent 
water-soluble  chlorophyll. 


a sounder  basis 

for  the  treatment  of  skin  disorders... 

NEW 

Prophyllin  Wet  Dressing 

avoids  treatment  dermatitis 

Wet  dressings  are  highly  recommended  for  their  marked 
freedom  from  irritation  and  their  beneficial  effect  in  a wide 

variety  of  dermatoses.  Now,  Prophyllin  provides  sodium 
propionate  and  water-soluble  chlorophyll  to  increase  the 

safety  and  efficacy  of  this  preferred  mode  of  therapy. 

• more  physiologic 

• nonastringent,  nontoxic 

• nonirritating,  nonsensitizing 

• relieves  itching  and  irritation 

• mildly  bacteriostatic  and  fungistatic 


Mount  Vernon,  New  York 
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Each  ingredient  in  non-narcotic,  non-habit- 
forming Gen ta min  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very-  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 

In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

American  pharmaceutical  company 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


Supplied  on  Rx  only 
in  bottles  of  100 
compressed  tablets 

I I 
I I 
I | 


3 GERIFORT  capsules 


(recommended 
daily  dose) 


contain : 


Vitamin  A (Synth.)  88,000  U.S.P.  Units 

Vitamin  Bi 14  Ms. 

Vitamin  B? 14  Ms. 

Vitamin  Be 5 Ms. 

Vitamin  C 810  Ms. 

Vitamin  D 8,800  U.S.P.  Units 

Niacinamide 180  Ms. 

Iron 80  Ms. 

Calcium 188  Ms. 

Phosphorus 160  Ms. 

Iodine 0.1  Ms. 

Calcium  Pantothenate  80  Ms. 

Folic  Acid 1.5  Ms. 

Vitamin  E .10  Int.  Units 


Vitamin  Bn 

5 

Mcs. 

Choline  Bitartrate 

800 

Ms. 

Inositol 

100 

Mg. 

dl-Methionine 

80 

Mg. 

Rutin 

. .60 

Mg. 

Biotin 

50 

Mcs. 

Cobalt 

0.1 

Mg. 

Copper 

0.8 

Mg. 

Magnesium 

....  8 

Mg. 

Manganese  . . 

0.5 

Mg. 

Potassium  . . . . 

0 05 

Ms. 

Zinc 

...1.5 

Ms. 

1.  Steislitx,  E.  }.:  in  Handbook  o! 

Nutrition,  A.M.A.,  1951. 

8.  Tuohy,  E.  L.:  in  Handbook  of 
Nutrition.  A.M.A.,  1943. 
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1.  immediate  2.  sustained  3.prolonged 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplement- 
ing therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Cap- 
sules Ray-Trote  introduce  a timing  element 
essential  for  the  safest  and  most  satisfactory 
control  of  hypertension. 

Nitroglycerin  : Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 

Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slow  er  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 

Veratrum  viride:  Veratrum  viride  is  probably 
the  most  active  and  reliable  cardiac  depressant. 

3-stage  action 
to  control  hypertension 

RAY-TROTE 

Capsules  Improved 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  viride  (standardized  to 

1.0%  alkaloid  content! 65  mg. 

Phenobarbital 15  mg. 


Supplied  in  bottles  of  100 , 500  and  1,000  capsules.  Also 
available.  Capsules  Ray-Trote  with  Rutin.  In  addition  to 
the  Ray-Trote  formula,  each  capsule  contains  Rutin, 
20  mg. 


Although  slow  to  act,  its  depressant  effect  on 
blood  pressure  is  prolonged,  exceeding  that  of 
sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in 
a single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Note:  Raymer  veratrum  viride  is  both  chemically  and 
physiologically  standardized  ( see  kymograph  tracings) 
to  insure  uniform  action. 

Phenobarbital:  Capsules  Ray-Trote  also  con- 
tain phenobarbital,  to  maintain  a calmer,  more 
restful  hypertensive  patient. 

Dosage  : One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow  , or  patient  complains  of  nausea. 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


TIME 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


a.  Pressor  response  to  carotid 
sinus  reflex  (in  dogj  during 
control  period. 


RAYMER 


Serving  the  Medical 


b.  Injection  of  Raymer  standard- 
ized veratrum  viride  effects 
marked  (57*^ ),  and  almost  instan- 
taneous. fall  in  blood  pressure. 

c.  Raymer  standardized  veratrum 
viride  completely  abolishes  pres- 


sor response  o carotid  sinus  reflex 
—providing  a conclusive  physio- 
logical measure  of  therapeutic 
hypotensive  activity  and  uniform 
potency  of  the  drug. 


RAYMER  PHARMACAL  COMPANY 


Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets.  Philadelphia  34,  Pa. 


Profession  for  Nearly  a Third  of  a Century 
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TRANQUILIZER...  RELAX  ANT...  ANTIDEPRESS  ANT 


n 


QnjjqwaA 


Each  tablet  or  spoonful 
(5  c.c.)  contains: 

Mephenesin  250.0  mg. 

d-Amphetamine  phosphate 

(dibasic)  2.5  mg. 

Butabarbital  8.0  mg. 

Bottles  of  50,  100,  and  1000  tablets. 
Elixir:  Bottles  of  8 oz. 


TRIPLE-ACTING  to  produce 
neuromuscular  relaxation  and 
promote  tranquility,  thus  breaking 
the  chain  of  fatigue,  aches  and  pains, 
depression,  and  the  numerous  other 
symptoms  associated  with  tension. 


A PRODUCT  OF  REED  & CARNRICK 

A trusted  name  since  1860  JERSEY  CITY  6,  N.  J.  TO R O NTO,  O NT.,  C AN. 


Gantrisin 


'Roche’ 


antibacterial  action  plus 


• • • 


greater  solubility 


Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  little  danger  of  renal  blocking 
and  little  or  no  need  for  alkalinization. 


Gantrisin  not  only  produces  a high 
blood  level  but  also  provides  a 
wide  antibacterial  spectrum. 

economy 

Gantrisin  is  a relatively  economical 
antibacterial  agent. 

less  sensitization 

Gantrisin  is  a single  drug — not  a mixture 
of  several  compounds  of  fundamentally 
unrelated  chemical  structure — 
so  that  there  is  less  likelihood  of 
sensitization. 

GANTRISIN® — brond  of  sulfisoxczole 
(3,4- di  me  rhy  1 -5- su  I f o ni  lo  mi  d o-»so  x az  O lei 

TABLETS  • AMPULS  • STRIP 


high  blood  level 


Poche  Pork  • Nutley  10 


New  Jtrtoy 


739 


In  patients  with  peripheral  vascular 
disease,  Roniacol  Tartrate  'Roche1  usually 
brings  about  prompt,  prolonged  vasodilation. 
While  the  effect  of  Roniacol  Tartrate 
resembles  that  of  nicotinic  acid,  it  lasts 
longer  and  is  less  likely  to  produce 
severe  flushing  or  other  side  reactions. 
Patients  usually  do  not  develop  tolerance. 
They  can  take  the  drug  for  prolonged 
periods  without  fear  of  untoward  effects. 
Available  in  scored  50-mg  tablets. 


HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 
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Roniacol®  Tartrate 

tablets 

brand  of  bela-pyridyl  cardinal  tartrate 
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in  the  office  . „ . 


sick  people 


need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30.  100  and  1000. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 763 

Alkalol  Co 754 

American  Hospital  Supply  Corp 727 

American  Meat  Institute 723 

American  Pharmaceutical  Co 734-735 

Armour  Laboratories 747.  759.  769 

Ayerst,  McKenna  Harrison 743 

Dr.  Barnes  Sanitarium 917 

Barrows  Chemical  Co 758 

Bilhuber-Knoll  Corp 724 

Brewer  & Company 767 

Brigham  Hall  Hospital 917 

Brown’s  Medical  Bureau 917 

Cambridge  Instrument  Co 773 

Chicago  Pharmacal  Co 913 

Ciba  Pharmaceutical  Products 2nd  cover.  753 

Clifton  Springs  Sanitarium 722 

Coca  Cola  Company 920 

Denver  Chemical  Co 744 

Desitin  Chemical  Co 770 

Doak  Company 913 

Dorset  Foods  Inc 773 

H.  E.  Dubin  Laboratories 915 

Eastern  School  for  Physicians’  Aides 917 

Endo  Products  Corp 772 

Fellows  Medical  Mfg.  Co 766 

Halcyon  Rest 917- 

Hall  Brooke 917 

Hoffmann- La  Roche 738-739 

Holbrook  Manor 917 

Irwin,  Neisler  & Co 725 

Ives-Cameron  Co 755 

Lakeside  Laboratories 731 

Liebel-Flarsheim  Company 911 

Eli  Lilly  & Company 774 

Long  Island  Home 917 

Louden- Knickerbocker  Hall 917 

Maltbie  Laboratories,  Inc 750 

Mead  Johnson  & Company 4th  cover 

Merck  <fc  Company 751 

Win.  S.  Merrell  <fc  Co Between  752-753 

Philip  Morris  Co 768 

National  Discount  & Audit  Co 915 

Chas.  Pfizer  & Co 3rd  cover,  765 

Picker  X-Ray  Corp 752 

Pinewood 917 

Ravmer  Pharmacal  Co 736,  756 

Reed  & Carnrick 737 

Regan  Furniture  Company 748 

A.  H.  Robins  Co Between  736,  737 

I.  B.  Roerig  Co 742 

Rystan  Company,  Inc 733 

W.  B.  Saunders  <fc  Co 915 

Schenley  Laboratories 757 

Schering  Corporation 761 

Schieffeiin  & Co 748 

G.  D.  Searle  & Co 781 

Sharp  & Dohme 745 

Frances  Short t Medical  Agency. . 917 

Smith.  Kline  d:  French  Labs.  729.  760,  771.  Between.  760-761 

E.  R.  Squibb  <fc  Sons 740-741 

Standard  Pharmaceutical  Co 748 

St.  Martin’s  Press 754 

U.  S.  Vitamin  Corp 764 

Upjohn  Co 749 

Varick  Pharmacal  Co 746 

Warner-Chilcott  Co 782 

West  Hill 917 

Winthrop-Stearns - • • 721 

Wyeth  Incorporated 762 

Zemmer  Company 919 
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INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (Alkalol  Company) 754 

Alpha-Estradiol  (Chicago  Pharmacal  Co.) 913 

Aminophyllin  (H.  E.  Dubin  Laboratories) 915 

Armatinic  (Armour  Laboratories) 759 

Bentyl  (Wm.  S.  Merrell  & Co.) Between  752-753 

Buro-sol  (Doak  Co.,  Inc.) 913 

Car-sed-ine  (Raymer  Pharmacal  Co.) 756 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 766 

Cholan  (Maltbie  Laboratories  Inc.) 750 

Cortogen  (Schering  Corporation) 761 

Cortone  (Merck  & Co.,  Inc.) 751 

Deltamide  (Armour  Laboratories) 747 

Dencotar  (Denver  Chemical  Co.) 744 

Desitin  (Desitin  Chemical  Co.) 770 

Dexedrine  Sulfate  (Smith,  Kline  & French  Laborato- 
ries   Between  760-761 

Digitaline  Nativelle  (Varick  Pharmacal  Co.) 746 

Donaseda  (Ives-Cameron  Co.) 755 

Dpnnatal  (A.  H.  Robins  Co.) Between  736-737 

Ediol  (Schenley  Laboratories,  Inc.) 757 

Edrisal  (Smith,  Kline  & French  Labs.) 771 

Elkosin  (Ciba  Pharmaceutical  Products) 753 

Gantrisin  (Hoffmann-La  Roche,  Inc.) 738 

Gentamin  (American  Pharmaceutical  Co.)  734 

Gentran  (American  Hospital  Supply  Co.) 727 

Gerifort  (American  Pharmaceutical  Co.) 735 

Homicebrin  (Eli  Lilly  & Company) 774 

Kaopectate  (Upjohn  Co.) 749 

Kolantyl  (Wm.  S.  Merrell  & Co.) Between  752-753 

Lipotropics  (Lakeside  Laboratories) 731 

Mabutone  (Reed  4 Carnrick) 737 

Mejalin  (Mead  Johnson  & Co.) 4th  cover 

Mihbis  (WTnthrop-Stearns) 721 

Nucarpon  (Standard  Pharmaceutical  Co.) 748 

Nugen  Tablets  (Barrows  Chemical  Co.) 758 

Peritrate  (Warner-Chilcott  Co.) 782 

Permapen  (Chas.  Pfizer  & Co.) 765 

Phenaphen-Codeine  (A.  H.  Robins  Co.  Inc.) 

Between  736-737 

Premarin  (Ayerst,  McKenna  & Harrison  Ltd.) 743 

Presto-Boro  (Standard  Pharmaceutical  Co.) 748 

Pro-Banthine  (G.  D.  Searle  & Co.) 781 

Prophyllin  Ointment  (Rystan  Company  Inc.) 733 

Ray-Trote  (Raymer  Pharmacal  Co.) 736 

Redisol  (Sharp  & Dohme) 745 

Roniacol  (Hoffmann-La  Roche  Inc.) 739 

Sulfose  (Wyeth  Incorporated) 762 

Steraject  (Chas.  Pfizer  & Co.) 3rd  cover 

Theocalcin  (Bilhuber-Knoll  Corp.) 724 

Theragran  (E.  R.  Squibb  & Sons) 740-741 

Thesodate  (Brewer  & Company,  Inc.) 767 

Toryn  (Smith,  Kline  & French  Labs.) 760 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Co.) 

2nd  cover 

Veratrite  (Irwin,  Neisler  <fc  Co.) 725 

Vi-Daylin  (Abbott  Laboratories) 763 

Vifort  Capsules  (Endo  Products  Inc.) 770 

Vi-Syneral  (U.S.  Vitamin  Corp.) 764 

Viterra  (J.  B.  Roerig  & Co.) 742 


Dietary  Foods 

Dorset  Foods  (Dorset  Food  Co.) 773 

Meat  (American  Meat  Institute) 723 


sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Medical  and  Surgical  Equipment 

Diathermy  Supplies  (Liebel-Flarsheim) 911 

Surgical  Instruments  (Cambridge  Instrument  Co.).  . . . 773 

X-Ray  Equipment  (Picker  X-Ray  Corp.) 752 


Miscellaneous 

Books  (Saunders  Co.) 91 5 

Cigarettes  (Philip  Morris  Co.) 768 

Coca-Cola  (Coca-Cola  Company) 920 

Cognac  (Schieffelin  & Co.) 748 

Furniture  (Regan  Furniture  Co.) 748 

Medical  Color  Television  (Smith.  Kline  & French  Labs.)  729 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


'4  25,000  U.S.P.  units 

t ^ 1,000  U.S.P.  units 

10  mg. 
5 mg. 
150  mg. 

I 150  mg. 

Bottle*  of  30.  100  and  1000. 
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COLLEGE  OF  THYSICIANS 
QF  PHILADELPHIA 


742 


when  all  depen 


ds  on  BALANCE 


No  single  nutritional  ele- 
ment can  function  except 
in  conjunction  with  other 
nutrients  in  constant  and 
harmonious  balance. 

VITERRA  assures 
a uniform  daily  supply 
of  all  Vitamins,  Minerals 
and  Trace  Elements  es- 
sential to  establish  and 
maintain  correct  nutri- 
tional balance,  whenever 
balanced  supplementation 
is  indicated. 


each  capsule  contains 


Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  B12 1 meg. 

Thiamine  Hydrochloride 3 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Niacinamide  25  mg. 

Ascorbic  Acid 50  mg. 

Calcium  Pantothenate 5mg. 

Mixed  Tocopherols  (Type  IV) 5 mg. 

Calcium  213  mg. 

Cobalt  0.1  mg. 

Copper 1 mg. 

Iodine  0.15mg. 

Iron  10  mg. 

Manganese 1 mg. 

Magnesium 6 mg. 

Molybdenum  0.2  mg. 

Phosphorus  165  mg. 

Potassium 5 mg. 

Zinc 1.2  mg. 


Vi terra 


J.  B.  ROERIG  AND  COMPANY, 


5 3 4 LAKE  SH0IE  DRIVE.  CHICAGO  11.  III. 
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. . . sense  of  well-being  . . . 

Relief  of  menopausal  symptoms  was  complete 
practically  96  per  cent  of  patients 
receiving  “Prcmarin”  and 
“General  tonic  effects  were  noteworthy 


PREMARIN 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 
IVrlotf.  W.  H.:  Am.  I OI»t.  A Gyncc.  S.CCX4  (Oil.)  i * j 40  L 


AYERST,  McKENNA  & HARRISON  LIMITED  Mie  York,  N.  Y.  Montreal,  Canada 
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Announcing 

Two  New  Dencotar®  Products 
Containing  Specially  Processed  Crude  Coal  Tar 


1.  Removes 


Dencotar  Ointment  7M  oz 


Dencotar  Shampoo  4 oz. 


Dencotar  Ointment: 

A new  tar  ointment  that  is  not  messy  or 
unpleasant  to  use.  It  contains  specially 
processed  crude  coal  tar  in  a new  type  cos- 
metic base  with  starch.  Will  not  stain  skin 
or  clothing.  It  is  non-greasy.  The  special 
base  and  the  processing  of  the  tar  brings 
maximum  therapeutic  effects  with  mini- 
mum amount  of  tar.  Dencotar  Ointment 
is  safe,  clean  and  more  efficacious  than 
ordinary  crude  coal  tar  preparations. 

Indications:  For  all  skin  conditions  requir- 
ing tar:  Eczema  — subacute  or  chronic  — 
nummular  eczema,  psoriasis,  atopic  derma- 
titis, neurodermatitis,  seborrheic  dermatitis 
and  all  chronic  dermatoses,  with  or  with- 
out itching. 


Formula:  Menthol,  .125%;  precipitated 
sulphur,  1%;  specially  processed  crude 
coal  tar  1.5%;  starch  5%;  non-greasy, 
water  miscible  base,  Qs. 


Dencotar  Shampoo: 

A delightful  shampoo  for  cleansing  hair 
and  scalp  and  for  removal  of  loose  dan- 
druff. It  may  be  used  on  oily  or  dry  scalp 
and  hair.  New  Dencotar  Shampoo  contains 
a specially  processed  crude  coal  tar  in  a 
castile  soap  base.  Will  not  stain  hair. 

In  seborrhea  of  the  scalp  it  is  suggested 
that  Dencotar  Shampoo  be  used  in  conjunc- 
tion with  Dencotar  Ointment. 


Reference:  Fanburg,  S.  J.,  Journal  of  the  Medical 
Society  of  New  Jersey,  Vol.  49,  P 56,  Feb.  1952. 


Samples  and  literature  on  request 

The  Denver  Chemical  Mfg.  Co.,  Inc.  Dept.  (DA-34)  163  Varick  Street,  New  York  1 3,  N.  Y. 
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In  addition  to  specific  hematopoietic  activity , evi- 
dence continues  to  accumulate  that  in  malnutrition , 
chronic  illness  and  retarded  growth  in  children , vita- 
V min  Bn  supplementation  yields  . . statistically  sig- 
nificant enhancement  of  weight  gains  . . -”1 
1.  Chow,  B.F.:  Southern  M.J.  45: 604,  July,  1952 


Microphotographs  of  Bn  crystals.  Their  molecules 
are  relatively  mammoth  in  size — the  largest  of  the 
water-soluble  vitamins.  And  vitamin  Bn  is  as  excep- 
tional in  potency  as  it  is  in  size. 


Mammoth  molecule 
effective 

in  microscopic  dosage 

Redisol. 

Crystalline  Vitamin  B12  tablets  elixir  injectable 


Redisol,  vitamin  Bn  is  available  as  soluble 
tablets;  25  meg.  crystalline  vitamin  Bn,  vials 
of  36 , bottles  of  100;  50  meg.,  vials  of  36. 
Redisol  Elixir,  5 meg.  per  5 cc.,  in  pint 
Spasavfr  * and  gallon  bottles.  Redisol  Inject- 
able, 30  meg.  per  cc.,  in  10  cc.  vials;  100  meg. 
per  cc.  in  10  cc.  vials. 


Vitamin  B]2— only  nutrient 
therapeutically  active 
in  microgram  dose 

Sharp  & Dohme 

Philadelphia  1,  Pa. 
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/c  avcid 

nnd  down  JijJJJJJJU 

(/cMtge . . . 

digitaline  nativelle 

original  pure  crystalline  digitoxin 

for  dependable  digitalization 
for  smooth,  even  maintenance 

• constant,  unvarying  potency 


• complete  absorption 


• dissipation  uniform 


0>  ® 0>  ®> 

Send  for  brochure:  "Modern  Digitalis  Therapy.”  Clinical  sample  on  request. 

VARICK  PHARMACAL  COMPANY.  INC. 

(Dirision  of  E.  Fougera  Sc  Co..  Inc.) 

75  Varick  Street.  New  York  13.  N.  Y. 
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GREATER  TOLERANCE 

QUADRI-SULFA  MIXTURE 


DELTAMIDE 


Composition: 

Each  Tablet  or  each  teaspoon  (5  cc.) 
Chocolate-flavored  Suspension  of 
Deltamide  contains: 

Sulfadiazine 0.167  Gm. 

Sulfamerazine 0.167  Gm. 

Sulfomethazine 0.056  Gm. 

Sulfacetamide 0.111  Gm. 

Each  Tablet  or  teaspoon  (5  cc.)  of 
suspension  provides  0.5  Gtn.  of  total 
sulfonamides. 

Supplied:  Deltamide  tablets  in 

bottles  of  100;  Deltamide  Suspen- 
sion in  4 oz.  and  16  oz.  bottles. 

Indicated  in  infections  due  to  Group 
A hemolytic  streptococci,  staphylo- 
cocci, pneumococci,  meningococci, 
gonococci,  and  other  microorgan- 
isms responsive  to  sulfonamides. 


DELTAMIDE — a quadruple  sulfonamide 
tablet  and  suspension — represents  the  lat- 
est development  in  multiple  sulfonamide 
therapy.  Deltamide  utilizes  the  fact  that 
an  increase  in  the  number  of  sulfonamides 
in  sulfonamide  mixtures  provides  the  sig- 
nificant advantages  of  greater  clinical  safety 
with  lowered  incidence  of  toxic  and  allergic 
reactions. E1  2 

By  combining  four  of  the  most  use- 
ful sulfonamides,3  Deltamide  is  su- 
perior on  four  counts: 


1.  Lehr,  D.:  Brit.  M.  J.:  2:  543-548, 1948. 

2.  Lehr,  D.:  Brit.  M.  J.:  2:  601,  1950. 

3.  Hawking,  F.,  and  Lawrence,  J.  S.: 
The  Sulfonamides,  New  York,  Grunc 
and  Stratton,  1951. 


• Rapid  initial  absorption 

• Effective  blood  levels 

• High  urinary  solubility 

• Very  low  toxieitv 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 


CHICAGO  11.  ILLINOIS 


PHYSI010GIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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Whether  you're  furnishing  a new 
office  or  "toning -up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8S90  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


In  very  special  cases 
A very 

superior 
Brandy 


COGNAC  BRANDY 

For  o beautifully  illustrated  book 
on  the  story  of  Hennessy.  write— 
Schieffelin  & Co..  Dept.  HT,  30  Cooper  Square.  N.Y.  54 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


VUCABPON' 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


"FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING" 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

presto-bubo 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  WEST  26TH  ST..  NEW  YORK  I,  N.  Y. 


Upjohn 


diarrhea . . . 


in  an  aromatized  and  carminative 
vehicle 


Available  in  bottles  of  10  oz.  and 
1 gallon 


The  Upjohn  Company,  Kalamazoo.  Michigan 
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Top  Flushing  Efficiency 

plus  smooth  muscle  relaxation  in  biliary  tract  disorders  with 

Choi  can 

MALTBIE  LABORATORIES,  INC.  • NEWARK  1,  N.  J. 

Maltbie ...  first  to  develop  American  process  for  converting 
crude  viscous  ox-bile  into  chemically  pure  dehydrocholic  acid 

Each  tablet  contains:  Dehydrocholic  acid  Maltbie 250  mg.  (3%  gr.) 

Homatropine  methylbromide 2.5  mg.  (1/24  gr.) 

Phenobarbital 8 mg.  (%  gr-) 

m : n ; mvi  i : i*  X X x * ;lf  ^ 


Chologogue 

Promotes  evacuotion 
of  the  gallbladder 

+ 

Utilizes  only  bile  of  normal  viscosity 
present  in  the  gallbladder 

Choleretic 

Stimulates  secretion 
of  normal  bile  j 

by  the  liver 

+ + 

Utilizes  increased  amounts  of  bile  of  nor- 
mal viscosity 

Hydrocholeretic 

Stimulates  secretion 
of  fluid  bile 
by  the  liver 

+ + + 

Utilizes  copious  amounts  of  free-flowing 
bile  - adequate  in  absence  of  spasm  of 
sphincter  of  Oddi 

Hydrocholeretic, 

parasympatholytic, 

sedative 

Stimulates  secretion 
of  fluid  bile  by  the 
liver,  and  relaxes 
sphincter  of 
Oddi  spasm 

++++ 

Utilizes  copious  amounts  of  free-flowing 
bile  and  relaxes  smooth  muscle  sposm  for 
greater  therapeutic  efficacy 
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. . . “ truly  extraordinary  ” results 
in  intractable  bronchial  asthma 


Cortone 

ACETATE 

(CORTISONE  ACETATE,  Merck) 


In  a review  article  on 
hormonal  therapy,1  complete 
relief  of  symptoms  was 
reported  in  62  per  cent  of 
116  asthma  patients.  Another 
24  per  cent  were  made 
“quite  comfortable.” 

Duration  of  relief  varied 
widely,  with  remissions 
occasionally  lasting  as  long  as 
several  months.  The  author 
calls  these  results 
“truly  extraordinary.” 

'Evans. R.R.,  and  Rackemann,  F.  M. : A.M.A. 

Arch.  hit.  Med.  90:96-127,  July  1952. 


All  Cortone 
Tablets  carry 
this  trade-mark: 


If 


Before  treatment.  Observe  typical  facies  and 
tense  sternocleidomastoid. 


After  therapy  with  Cortone.  Note  relaxa- 
tion of  accessory  muscles  of  respiration. 


Cortone  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  cortisone. 

O Merck  & Co.,  Inc. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 


It’s  SO  easy  to  use  . . . the  automatic  “Century"  Control  really  monitors 
operation;  relieves  you  of  technical  worries. 


It’s  SO  dependable  . . . identical  “Century"  settings  pr 
results  time  after  time  — yesterday,  today,  tomorrow. 

oduce  identical 

It’s  SO  trouble-free  . . . “Century”  stamina  has  been  amply  proven  in 
the  experience  of  thousands  and  thousands  of  users  the  world  over. 

It’S  SO  handsome  . . . looks  as  distinguished  as  it  is. 
Owners  are  proud  of  their  “Centurys”. 


Definitely  the  fine  x-ray  unit  in  the  moderate 
price  class  . . . and  so  widely  esteemed  that 
there  are  more  Picker  “Century”  100  ma  units 
actively  in  use  than  any  other  similar  apparatus. 
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A New  Advance 
in  Sulfonamide  Safety 


BRAND  OF  SULFADIMETINE 


Scored  0.5  Gm.  tablets. 
Bottles  of  100  and  1000. 


Remarkably  low  incidence  of  side  effects— less  than  5% 
Lowest  acetylation  yet  reported— less  than  10%  in  blood 
New  improved  solubility 
Renal  complications  rare— alkalis  not  needed 
High,  sustained  blood  levels 

WIDE  ANTIBACTERIAL  SPECTRUM 


Ciba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


MMOM 
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For  Mucous 
Membrane 

Bland, 

Effective! 

FP6£  sample  — The  Alkalol 
Company,  Taunton  30,  Mass. 


m A MONUMENTAL  REFERENCE  WORK 
• BY  42  DISTINGUISHED  SPECIALISTS 

MEDICINE 

Edited  by  HUGH  G.  GARLAND,  M.D.,  F.R.C.P. 

Senior  Clinical  Lecturer  in  Neurology,  University 
of  Leeds 

and  WILLIAM  PHILLIPS,  M.D.,  B.Sc.,  F.R.C.P. 

Senior  Physician . Cardiff  Royal  Infirmary 

l p-to-date,  comprehensive,  authoritative 
treatment  of  the  nature,  meaning,  manifesta- 
tions and  measurement  of  health  and  disease, 
both  physical  and  mental. 

2200  pages.  165  pages  of  special  art  plates, 
7 in  color;  hundreds  of  half-tone  and  line 
illustrations.  10'x7l4'T.  Published  April  30. 
Two  volumes,  $25.00. 

Send  for  complete  eight-page  prospectus,  including 
table  of  contents  for  both  volumes,  detailed  descrip- 
tion of  approach,  specimen  pages. 

ST.  MARTIN’S  PRESS,  Dept.  4-N 

103  Park  Avenue  New  York  17 


this 

sword 

challenges 


CAHCER 


Under  the  sign  of  the  cancer 
sword  the  American  Cancer 
Society  seeks  to  save  lives  by 
spreading  vital  facts  to  you, 
your  neighbors,  and  your  phy- 
sicians ...  by  supporting  re- 
search ...  by  providing  im- 
proved services  for  cancer 
patients. 

Only  under  the  sign  of  this 
sword  is  there  a three-fold,  na- 
tional attack  on  cancer.  Cancer 
Strikes  One  in  Five.  Your  Dol- 
lars Will  Strike  Back. 

Mail  Your  Gift  to  “ Cancer ” 
Care  of  Your  Local  Postoffice 
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nutritional  debility 


in  this  circling  syndrome.. 


DONASEDA* 


smooth  muscle  spasm 


nervous  tension 


Smooth  muscle  spasm  — initiated  by  nervous  tension  or  as  a 
consequence  of  organic  diseases  — is  most  often  accompanied  by  a loss 
of  appetite  leading  to  nutritional  debility.  When  this  self-perpetuating 
cycle  is  created,  “Donaseda  ' provides  threefold  corrective  action. 

The  specially  prepared,  whole  leaf  Belladonna  Alkaloids  and 
phenobarbital,  carefully  blended,  provide  the  desired  spasmolytic  and 
sedative  actions.  The  inclusion  of  B complex  factors  (particularly 
B!  and  B12)  helps  to  increase  appetite,  maintain  proper 
nutritional  status,  and  safeguard  the  integrity  of  nervous  tissue. 

Whether  the  origin  of  the  smooth  muscle  spasm  is  central  or  local,  Donaseda 
is  useful  because  its  ingredients  are  compounded  to  quiet,  relax,  and  nourish. 


IVES-CAMERON  COMPANY,  INC.  • 22  East  40th  Street,  New  York  16,  N.  Y 


DONASEDA’ 


TAB  LETS 


ELIXIR 


Each  tablet  contains: 


Each  5 cc.  (1  tsp.)  contains: 
Total  Belladonna  Alkaloids 


Powdered  Extract 


0.2  mg. 
0.25  grain 


Belladonna,  USP  0.25  grain 

Phenobarbital  USP 0.25  grain 


Phenobarbital  USP 


Warning:  May  be  habit  forming 


Warning:  May  be  habit  forming 


Vitamin  Bi  (Thiamine  HC1 ) 5.0  mg. 

Vitamin  B2  (Riboflavin)  2.0  mg. 

Vitamin  B9  (Pyridoxine  HC1 ) 0.5  mg. 


Vitamin  Bi  (Thiamine  HC1 ) 5.0  mg. 

Vitamin  B2  (Riboflavin)  2.0  mg. 

Vitamin  B«  (Pyridoxine  HC1)  0.5  mg. 


Vitamin  Bu  USP 
Niacinamide 


1.5  meg. 
10.0  mg. 


Vitamin  Bi2  USP 
Niacinamide 


1.5  meg. 
10.0  mg. 


15%  Alcohol  (By  volume) 

In  a flavored  sherry-wine  base 
Dosage:  1 tsp.  t.i.d.,  or  as  needed 
Supplied: 


Dosage:  1 tablet  t.i.d.,  or  as  needed 
Supplied: 


Bottles  of  100’s  on  prescription  only 


Bottles  of  16  oz.  on  prescription  only 


*Trade-mark 
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Carbromal  ivith  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 
To  calm  the  tense  and  nervous  patient 


CAR-SED-INE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  or  producing 
unwanted  drowsiness. 

CAR-SED-INE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  ”...  a dependable  seda- 
tive. It  allays  excitement 
and  anxiety  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  ”.  . . certainly  ...  is 
effective  in  relieving  the 
patient’s  emotional  disturb- 
ances.”2 

FORMULA:  each  tablet  contains 
Carbromal,  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1,000  tablets. 

1.  Krantz,  J.C.  & Carr.  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 
Williams  & Wilkins  Co.,  Baltimore, 
Md.,  1951. 

2.  Goodman,  L.  & Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics. 
The  Macmillan  Co.,  New  York  City, 
1941. 


RAYMER 


PHARMACAL COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


Serving  the  medical  profession  for  nearly  a third  of  a century. 


for  caloric  boost 
without  gastric  burden 
. . .when  weight  gain 
is  the  objective 


TRADEMARK 


[oral  fat  emulsion  schenley] 

Just  2 tablespoonfuls  of  EDIOL* 
oral  fat  emulsion  q.i.d.  add  600 
extra  calories  to  the  daily  diet 
without  increasing  bulk  intake  or 
blunting  the  appetite  for  essen- 
tial foods.  This  EDIOL  regimen 
is  the  caloric  equivalent  of: 

6 servings  of  macaroni 
and  cheese,  or 
1 dozen  Parker  House  rolls,  or 
12  pats  of  butter,  or 
8 boiled  eggs,  or 
6 baked  potatoes,  or 
9’/2  slices  of  bread 

EDIOL  is  an  exceptionally  palat- 
able,creamy  emulsion  of  coconut 
oil  (50% ) and  sucrose  (121/2%  ). 

The  unusually  fine  particle  size 
of  EDIOL  (average,  1 micron)  fa- 
vors ease  of  digestion  and  rapid 
assimilation.  For  children,  or 
when  fat  tolerance  is  a problem, 
small  initial  dosage  may  be 
prescribed,  then  increased  to 
the  level  of  individual  tolerance. 

Available  through  all  pharma- 
cies, in  bottles  of  16  fl.oz. 


schenley 


SCHENLEY  LABORATORIES,  INC. 

L A WR  E N C E B U R G,  INDIANA 
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NUGEN  Tablets! 

CLINICALLY  TOLERATED  for 

Prolonged  PAIN  RELIEF 
in  GOUT  . . . ARTHRITIS  . . 


Sis 


RHEUMATISM 

Associated  with 

HYPERURICEMIA 


SUPPLIED: 

Bottles  of  50,  250  and 
500  Tablets 

EACH  ENTERIC  COATED  TABLET  CONTAINS: 

Sodium  Gentisate  ....  300  mg. 

Sodium  Nucleate 20  mg. 

Colchicine 0.3  mg. 


* II 


DOSAGE:  ACUTE  CASES  . . . Clinical  management  requires  two  Nugen  Tablets 
every  two  hours  until  pain  is  relieved  (4  to  6 doses  are  usually  sufficient)  unless 
gastrointestinal  symptoms  appear. 

FOR  MAINTENANCE:  One  or  two  tablets  three  times  daily. 

WRITE  TODAY  FOR  LITERATURE  AND  SAMPLES 

BARROWS  CHEMICAL  COMPANY,  INC. 

Biochemicals  . . . Pharmaceuticals  . . . Manufacturing  Chemists 

42  Lispenard  Street,  New  York  13,  N.  Y. 
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IN  ANEMIA 


4 resp°n$e" 


Effective  potencies  of  oil  hemopoietic  factors  are 
supplied  in  Armatinic  Activated  Capsulettes  for 
comprehensive  antianemia  therapy. 

porous  implement! 

Vitamin  Bi 2 PLUS  Activator 

In  Armatinic  Activated  Capsulettes  the  desiccated  duo- 
denum supplies  a source  of  intrinsic  factor  to  enhance 
the  utilization  of  the  oral  B|2.  In  addition,  Armatinic 
Activated  also  supplies  folic  acid,  another  demonstrated 
B , 2 potentiator.  Patients  with  macrocytic  and  microcytic 
anemia,  except  pernicious  anemia  in  relapse  or  per- 
nicious anemia  with  associated  neurological  symptoms, 
will  be  effectively  maintained  with  Armatinic  Activated. 

The  markedly  increased  hemopoietic  effect  achieved 
with  Armatinic  Activated  provides  maximum  therapeutic 
response  at  minimal  cost.  The  high  therapeutic  efficacy 
of  ferrous  sulfate  and  ascorbic  acid  is  readily  obtained 
with  small  Armatinic  Activated  dosage  to  assure  a 
prompt  and  satisfactory  hemoglobin  response. 

An  outstanding  advantage  of  Armatinic  Acti- 
vated Capsulettes  is  their  virtual  freedom  from 
gastrointestinal  side-actions. 


Each  ARMATINIC  ACTIVATED  Capsulette  contains: 
Ferrous  Sulfate,  Exsiccated. . .200  mg. 

*Crystamin 10  meg. 

Folic  Acid 1 mg. 

Ascorbic  Acid  (Vitamin  C)..  . . 50  mg. 

**Liver  Fraction  II  (N.F.)  with 

Desiccated  Duodenum. ..  350  mg. 

*The  Armour  Laboratories  Brand  of  Crystal- 
line B , 2. 

**The  liver  is  partially  digested  with  duo- 
denum during  manufacture. 

Supplied  in  bottles  of  100  and  1000. 


Development  of  Hematological 
Intrinsic  Factors 

The  Armour  Laboratories  has  pio- 
neered in  the  development  of  poten- 
tiating and  activating  hematological 
agents.  The  use  in  Armatinic  Acti- 
vated of  the  Instrinsic  factors  as 
supplied  by  desiccated  duodenum  is 
a research  development  of  The 
Armour  Laboratories. 


armatinic 

[ Capsulettes 

ac&ixzTed- 

PHYSIOLOGIC 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11,  ILLINOIS 

THERAPEUTICS  THROUGH  BIORESEARCH 
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Human  study  shows  10  mg.  of 
' Toryn ’ equal  in  antitussive  effect 
to  20  mg.  of  codeine 


Dr.  Magnus  Blix1,  collaborating  with  Prof.  Ernst  Barany,  at  the  University 
of  Upsala,  Sweden,  compared  the  effects  of  'Toryn’  and  codeine  on  the  human 
cough  threshold.  Using  a new  technique  involving  ammonia  gas  inhalation, 
they  found  that  10  mg.  of  'Toryn’  produced  an  antitussive  effectf  equal  to  that 
of  20  mg.  of  codeine. 

Results  of  this  controlled  study  on  30  volunteers  are  presented  in  the  graph  below. 


Minutes 


COMPARATIVE  EFFECTS  OF  ‘TORYN’  & CODEINE 
ON  COUGH  THRESHOLD  IN  MAN 


Percent 


ingestion  and  effect  (minutes)  cough  threshold 

(minutes) 


1.  Blix,  M.:  On  the  Antitussive  Effect  of  (Jl-diethylaminoethyl  1-phenyl- 
cyclopentane-l-carboxylate)  ethanedisulfonate,  S.K.F.  ( Toryn').  In  manuscript. 
t(Avetage  percentage  rise  in  cough  threshold)  x (duration  of  activity) 


fORYN*  — syrup,  tablets 


a new,  non-narcotic  compound  to  replace 
codeine  in  cough  control 

Smith,  Kline  & French  Laboratories , Philadelphia 


Reg.  U.  S.  Pat.  Off.  for  caramiphen  ethanedisulfonate,  S.K.F. 
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CORTOGEN* 

Acetate  (cortisone  acetate,  Schering)  Tablets,  5 mg.  and  25  mg.; 

Injection,  25  mg.  per  cc.,  10  cc.  multiple-dose  vials; 
Ophthalmic  Suspension— Sterile,  0.5%  and  2.5%,  5 cc.  dropper  bottles. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
In  Canada:  Schering  Corporation,  Ltd.,  Montreal 


CORTOGEN 
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free  flow 

IN  URINARY  TRACT  INFECTIONS 


Free  flow  of  urine  is  essential  to  successful  chemo- 
therapy. Thus,  it  is  important  to  select  the  sulfon- 
amide preparation  which  is  least  likely  to  produce 
crystalluria. 

On  the  score  of  both  potency  and  solubility  in 
acid  urine,  SULFOSE  is  unsurpassed. 


SU  LFOSE 


Triple  Sulfonamides  Wyeth 

ORAL  SUSPENSION  TABLETS 


Philade'phia  2,  Pa. 


t&e  cedt 


VI-  DAY  LIN 

(Homogenized  Mixture  of  Vitamins  A,  Bi,  B2,  B)2,  C,  D,  and  Nicotinamide,  Abbott) 


In  your  book,  Vi-Daylin  is  a potent,  stable,  fish-free, 
readily  miscible  multivitamin  preparation.  In  their  book,  it’s  filed  under 
candy:  a smooth,  golden,  lemon-like  treat  that  happens  once  a day 
. . . and  oughta’  happen  more. 

There’s  good  medicine  in  every  spoonful — six  important  vitamins 
plus  B12.  And  good  psychology,  too.  Anything  that  clear 
and  tempting  has  to  be  good. 

Compare  the  taste.  Compare  the  formula.  Then  give  it  a trial. 

It’s  a good  bet  you’ll  remember  Vi-Daylin  every  time  a little  patient 
needs  a good  helping  of  vitamin  cheer.  In  nj  , . 
bottles  of  90-cc.,  8-fluidounces,*and  one  pint.  vAATUTylX 


I 


Each  5-cc.  teaspoonful  of  VI-DAYLIN  contains: 


Vitamin  A 3000  U.S.P.  units 

Vitamin  D 800  U.S.P.  units 

Thiamine  Hydrochloride 1.5  mg. 

Riboflavin 1.2  mg. 

Ascorbic  Acid 40  mg. 

Vitamin  Bt2  Activity 3 meg. 

(by  microbiological  assay) 

Nicotinamide 1 0 mg. 
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both  minerals 

cuu£  vitamins 
are  basic  in 

building  nutritional  health 

Established  beyond  doubt  is  the  clini- 
cal fact  that  minerals  are  as  nutri- 
tionally essential  as  vitamins  . . . that 
mineralsand  vitamins  are  interrelated 
in  maintaining  numerous  vital  phys- 
iologic functions ...  and  that  deficien- 
cies of  both  occur  together. 
VI-SYNERAL  is  based  on  the  original 
concepts  of  Dr.  Casimir  Funk  assert- 
ing the  nutritional  interrelationship  of 
vitamins  and  minerals.  Available  in  5 
separately  balanced  formulas  for  each 
of  5 main  groups:  ADULTS  • INFANTS 
and  CHILDREN  • ADOLESCENTS- 
GRAVID  (expectant  .and  nursing 
mothers)  • SPECIAL  GROUP  (middle- 
aged  and  aged). 


vi-syneral  ^ 

VITAMIN-MINERAL  PRODUCT 
WITH  WORLD-WIDE  ACCEPTANCE 


Samples,  literature  and  attractive  vitamin-mineral  color  chart  for  office  display  on  request. 

U.S.  VITAMIN  CORPORATION 

CASIMIR  FUNK  LABORATORIES,  INC.,  (affiliate) 

250  EAST  43rd  STREET,  NEW  YORK  17,  N.  Y. 
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ora!  penicillin 
which  can 
be  given 
with  meals 


PERMAPEN 

ORAL  SUSPENSION 

Palatable,  easy -to -take  peach -flavored 
Permapen  Oral  Suspension  will  maintain 
constant  demonstrable  blood  levels  of 
penicillin  in  most  patients  when  just  one 
teaspoonful  is  given  every  eight  hours. 
These  blood  levels  are  independent  of  the 
relation  of  dosage  to  meals  — in  fact, 
Permapen  may  be  given  with  meals  with- 
out loss  of  efficacy. 

Supplied : 2 fl.  oz.  bottles,  300.000  units 
per  5 cc.  teaspoonful. 


(brand  or  di benzyuethylen ediamine  dipenicillin  g) 


intramuscular 
penicillin 
which  gives 
most  prolonged 
lJ  blood  levels 


PERMAPEN 

AQUEOUS  SUSPENSION 

Free-flowing,  easy-to-give  Permapen 
Aqueous  Suspension  can  eliminate  the 
Streptococcus  carrier  state  in  most  rheu- 
matic fever  patients  because  just  one 
injection  will  produce  demonstrable  blood 
levels  in  almost  all  patients  for  14  days 
or  longer— levels  prolonged  far  beyond 
those  attainable  with  other  penicillin 
compounds. 


Supplied : 


ANTIBIOTIC  DIVISION 


In  sterile,  single-dose  dispos- 
able Steraject*  cartridges, 
600.000  units  each,  with  foil- 
wrapped,  sterile  needle. 

♦ TRADEMARK,  CHAS.  PFIZER  & CO.,  INC. 


CHAS  PFIZER  & CO  INC. 
BROOKLYN  6.  N Y 


CiPSUES  C ULURU  HYDRATE-  Fellm 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  — Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7V2  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


33/4  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3 34  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  334  gr.  capsule  three 
times  a day  after  meals. 


7Vi  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."* 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.*  *"* 


DOSAGE:  One  to  two  7Vt  gr.,  or  two  to 
four  334  gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.*'* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman,  H.  T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss.  M.  R.  et  at:  A Cowrie  In  Practical  Therapeutics  (19*1) 

3.  Goodman,  L..  and  Gilman.  A.-.  The  Pharmacological  Bam  of 
Therapeutics  (1941),  22nd  printing.  1951. 

4.  Sollman,  T.i  A Manual  of  Pharmacology,  7’h  ed.  (lMB)g 

Useful  Drugs,  14th  ed  (J947) 


Please  visit  the  Fellows  Booth — No  8. — when  attending  the  Convention. 
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REPEATEDLY  SHOWN  and  proven  by  objective  tests  on 
human  subjects'  — this  is  one  of  the  most  effective  of  all  the 
commonly  known  Xanthine  derivatives.  Because  of  the 
enteric  coating  it  may  be  used  with  marked  freedom  from 
the  gastric  distress  characteristic  of  ordinary  Xanthine 
therapy.  Thus  THESODATE,  with  its  reasonable  prescrip- 
tion price  also,  enjoys  a greater  patient  acceptability. 

Available:  in  bottles  of  too,  500,  1000. 

TABLETS  THESODATE 

*(7V=  gr.)  0.5  Gm.  *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7'/j  gr.)  0.5  Gm.  with  (Vi  gr.)  30  mg. 

(7'/j  gr.)  0.5  Gm.  with  (Vi  gr.)  15  mg. 

*(3%  gr.)  0.25  Gm.  with  (Vi  gr.)  15  mg. 

THESODATE  WITH  POTASSIUM  IODIDE 
(5  gr.)  0.3  Gm.  with  (2  gr.)  0.12  Gm. 

THESODATE,  POTASSIUM  IODIDE  WITH  PHENOBARBITAL 

(5  gr.)  0.3  Gm.,  (2  gr.)  0.12  Gm.  with  (Vi  gr.)  15  mg. 

*ln  capsule  form  also,  bottles  of  25  and  100. 

1.  Risemon,  J.  E.  F.  and  Brown,  M.  G.  Arch.  Int.  Med.  60:  100,  T““ 

2.  Brown,  M.  G.  and  Riseman,  J.  E.  F.  JAMA  109:  256,  1937. 

3.  Riseman,  J.  E.  F.  N.  E.  J.  Med.  229:  670,  1943. 


For  sample  s just  send  your  Rx  blank  marked  1 4TH4 


PROOF  WITH  ONE  PUFF? 


So  distinct  is  the  superiority  of  Philip  Morris 
over  any  other  leading  brand,  that  we  believe 
you  will  notice  the  difference  with  a single  puff. 
Won’t  you  try  this  simple  test,  Doctor,  and  see? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 

1.  Light  up  either  one  first.  Take  a puff  — get  a good 
mouthful  of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come 
directly  through  your  nose. 

2.  Now.  do  exactly  the  same  thing  with  the  other  cigarette. 


Notice  that  philip  morris  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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The  Armour  Laboratories  extends  greet- 
ings to  you  at  the  1953  meeting  of 
the  New  York  State  Medical  Society. 
Please  come  and  see  us  at  our  booth. 


THE  ARMOUR  LABORATORIES 


DESITIN 


1.  Heimer,  C.  B„  Grayzel,  H.  G.  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T„  Combes,  F.  C.,  Bobroff,  A and  Leviticus, 
R.-.  Ind.  Med.  & Surg.  18:512,  1949. 


the  most  widely  used 

ethical  specialty  for 

care  of  the  infant’s  skin 


Decisive  studies1-2 
substantiate  over  25 
years  of  daily  clinical 
use  regarding  the  ability  of  Desitin 

Ointment  to protect,  soothe, 

dry  and  accelerate  healing  in... 

• diaper  rash  • exanthema 

• non-specific  dermatoses 

• intertrigo  • prickly  heat 

• chafing  • irritation 

(due  to  urine,  excrement,  chemicals  or  friction) 

Desitin  Ointment  is  a non-irritant  blend  of  high 
grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vita- 
mins A and  D in  proper  ratio  for  maximum  effi- 
cacy) , zinc  oxide,  talcum,  petrolatum,  and  lanolin. 
Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exu- 
date, urine  or  excrements.  Dressings  easily 
applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 


the  pioneer  external 
cod  liver  oil  therapy 
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Edrisal*  relieves  cramps 

“The  most  satisfactory  antispasmodic  for  use  in  spastic 

dysmenorrhea  is,  in  my  experience,  ‘Benzedrine’  Sulfate  ...” 

Janney,  J.C.:  Medical  Gynecology,  ed.  2,  Philadelphia, 

W.B.  Saunders  Co.,  1950,  p.  365. 

'Edrisal5  relieves  pain 

“ ‘Edrisal’  was  more  effective  than  any  other  analgesic 
previously  used  ...” 

Wells,  R.L.:  M.  Ann.  District  of  Columbia  20:360,  1951. 

'Edrisal5  relieves  depression 

“Mental  depression  was  always  relieved.” 

Hindes,  H.J.:  Indust.  Med.  15: 262. 

Each  ‘ Edrisal ’ tablet  contains:  Benzedrine*  Sulfate  (racemic  amphetamine 
sulfate,  S.K.F.),  2}^  mg.;  acetylsalicylic  acid,  2 Yi  gr.;  and  phenacetin,  2 gr. 
Recommended  dose:  2 tablets.  Prescription  size:  Bottles  of  50  tablets. 

For  severe  or  intense  pain,  ‘Edrisal  with  Codeine  gr.'  is  obviously  preferable — 
even  to  ‘Edrisal’. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

* T.M.  Reg.  U.S.  Pat.  Off. 


vitamin 


vitamin  C 
and 

vitamin  E 


vitamins 


VI  FORT 


CAPSULES 

aqueous  polyvitamin  in  small  particle  size 


NO  FISHY  TASTE  OR  ODOR 

bottles  of  30,  100, 
and  250  soft  gelatin 
capsules 

also  supplied 
as  drops 

1.  Sobol.  A.  E..  and  Retanbtrg. 

A.  Aj  A.M.A.  Am.  J.  Dis.  Child. 
•4:609.  19S2. 


vitamin  A 1^  to  2^ 
times  better  absorbed 
from  VIFORT  than  from 
comparable 
polyvitamin  capsules' 


synthetic 
vitamin  D 


VIFORT  for  maximum  polyvitamin  absorption 


Oido 


lust  write  te 
ENDO  PRODUCTS  INC. 


RICHMOND  HILL  18.  N.  Y. 
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-for  your  patients  on  special  diets 


DORSET  ',nn  csAol^uE«  SOUPS 

SALT-FREE  • SUGAR-FREE  • DELICIOUS  • PURE 

Patients  find  diets  easier  to  take  if  they  include  delicious  Dorset  diet 
pack  Soups 

These  fine  foods  are  carefully,  conscientiously  made  in  an  ultra-modern 
plant  under  constant.  Government  inspection.  They  are  absolutely 
free  of  salt  and  sugar — yet  they  retain  a wonderfully  natural,  fresh  flavor. 

Long  after  the  need  for  a special  diet,  folks  go  right  on  enjoying  Dorset 
Soups!  Recommend  them  with  complete  confidence  as  to  their  purity, 
wholesomeness,  freedom  from  salt  and  sugar,  and  their  low  calory  and 
low  sodium  content. 

Five  truly  delicious  soups:  Chicken  Broth,  Vegetable,  Tomato  with 
Rice,  Pea,  and  Cream  of  Mushroom. 

At  grocery  stores  everywhere. 

They  STAY  on  the  diet  when  they  DIET  WITH  DORSET! 

DORSET  FOODS,  LTD.  • Long  Island  City,  N.  Y. 


CAMBRIDGE  ELECTROCARDIOGRAPHS 


AT  THE  147th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Hotel  Statler,  Buffalo,  N.  Y.,  May  4 to  8 

Doctor,  you  ore  cordially  invited  to  visit  the  Cambridge  Booth,  No.  26,  to  see  our  complete  line  of  Cardiac  Diag- 
nostic Instruments.  The  exhibit  will  include  the  well  known  Cambridge  "Simpli-Scribe”  direct-writing  portable 
Electrocardiograph,  the  Cambridge  Standard  String  Galvanometer  Electrocardiograph;  both  in  the  Simpli- 
Trol  Portable  and  the  Mobile  Model  Electrocardiograph-Stethograph  with  Pulse  Recorder. 

Also  exhibited  will  be  several  other  important  Cambridge  instruments,  including — Operating  Room  Cardioscope,  Ed- 
ucational Cardioscope,  Multi-Channel  Direct- Writing  Recorder,  Electrokymograph,  Plethysmograph  and  pH  Meter. 

CAMBRIDGE  INSTRUMENT  COMPANY,  INC. 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 
Grand  Central  Terminal  New  York  17,  New  York 


CAMBRIDGE  “SIMPLI-TROL” 
PORTABLE  MODEL 


CAMBRIDGE 

“SIMPLI-SCRIBE” 

DIRECT  WRITER 
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'Homicebrin’  now  provides  six  essential  vitamins  in 
a smooth,  palatable,  homogenized  mixture. 

Each  5 cc.  contain: 

Vitamin  A (Palmitate) 3.000  U.S.P.  units 

Thiamin  Chloride 1 mg. 

Riboflavin 1.2  mg. 

Vitamin  B12  (Activity  Equivalent). . . 3 meg. 

Ascorbic  Acid 60  mg. 

Vitamin  D 1,000  U.S.P.  units 

Prescribe  the  4-ounce  or  the  economical  1-pint  bottle. 
There  is  no  increase  in  price. 


WWW 
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Eli  Lilly  and  Company 

Indianapolis  6,  Indiana,  U.S.A. 


For  the  prophylaxis  or  treatment  of 
multiple  vitamin  deficiencies  in  infants 
and  children. 


► ^ 

Homicenrin 


(HOMOGENIZED  MULTIPLE  VITAMINS,  LILLY) 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1953  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D.,  Editor  Emeritus 
Laurance  D.  Redway,  M.D.,  Editor 
Norman  S.  Moore,  M.D.,  Assistant  Editor 

Alvina  Rich  Lewis,  Assistant  to  the  Editor  Thomas  E.  Alexander,  Business  Manager 

Publication  Committee 


Maurice  J.  Dattelbaum,  M.D. 
W.  P.  Anderton,  M.D. 

George  C.  Adie,  M.D. 

I.  J.  Brightman,  M.D 
Harold  F.  R.  Brown,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Samuel  A.  Garlan,  M.D. 

Louis  N.  Hellman,  M.D. 
Reginald  A.  Higgons,  M.D. 


James  M.  Kelly 
Joseph  A.  Mullaney 


Laurance  D.  Redway,  M.D. 

John  J.  Masterson,  M.D.,  Chairman 

Associate  Editorial  Board 

Arthur  M.  Master,  M.D. 
Peter  M Murray,  M.D. 
George  H.  O’Kane,  M.D. 
Raymond  L Pfeiffer,  M.D. 
Howard  A.  Rusk,  M.D. 
Irving  J.  Sands,  M.D. 

Leo  F.  Simpson,  M.D. 
Carlton  E.  Wertz,  M.D. 

Frederic  D.  Zeman,  M.D. 

Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 

John  A.  Bassett 
Pacific  Coast  Representative 


VOLUME  53 


APRIL  1,  1953 


NUMBER  7 


Editorial 

The  Annual  Meeting 


The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  at  the  Hotel  Statler,  Buffalo,  May  4 
to  8,  1953.  If  they  have  not  already  done 
so,  the  membership  is  reminded  to  make 
room  reservations,  since  space  is  at  a prem- 
ium. 

We  are  informed  that  the  dance,  so 
popular  last  year  with  the  members,  their 
wives,  and  guests,  will  be  held  again  this 
year  following  the  banquet.  The  House  of 
Delegates  will  be  called  to  order  on  Monday 
morning,  May  4.  Registration  of  members 
and  guests  will  also  commence  at  9 a.m. 
that  day  and  continue  thereafter  until  the 
last  day  of  the  meeting. 

A number  of  changes  have  been  scheduled. 
For  the  first  time  this  year,  section  meetings 
will  be  limited  to  one  meeting  for  each 
section,  instead  of  two  as  formerly.  These 
section  meetings  will  be  of  purely  specialist 
interest.  However,  the  sections  will  con- 
tribute papers  of  broad  general  interest  to 
both  specialists  and  general  practitioners, 


which  will  be  delivered  at  the  general  ses- 
sions, to  be  held  every  afternoon  throughout 
the  meeting,  a total  of  five  general  sessions 
instead  of  the  former  two.  It  is  hoped  by  this 
change  to  broaden  the  scope  of  discussion  at 
the  sessions  and  to  avoid  such  conflicts  be- 
tween sections  at  which  papers  of  general 
interest  were  presented  as  occurred  in  former 
years.  There  will  be  no  other  meetings 
scheduled  at  the  time  of  the  general  sessions. 
This  change  in  procedure  is  experimental. 
It  is  designed  to  free  specialist  members 
from  other  obligations  at  the  time  of  the 
general  sessions  meetings,  with  the  expect- 
ation that  these  specialist  members  will 
enrich  the  discussion  at  the  general  sessions. 
This  they  have  been  unable  to  do  previously 
by  reason  of  the  afternoon  meetings  of 
their  sections. 

In  the  mornings  of  Tuesday  and  Wednes- 
day, May  5 and  6,  brief  lectures  on  the  post- 
graduate level  will  be  delivered  on  a variety 
of  topics.  Also  on  Thursday  evening, 

[Continued  on  page  780] 
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THE  early  diagnosis  of  ovarian  carcinoma 
is  among  the  most  difficult  of  all  such 
problems  and  for  two  very  good  reasons. 
In  the  first  place,  the  ovaries  are  located 
deep  in  the  pelvis  at  a point  where  their 
enlargement  must  be  to  a great  size  before 
producing  a mass  evident  to  the  patient. 
Second,  these  tumors  arise  in  organs  which 
are  usually  at  the  time  functionless  and 
are  always  out  of  contact  with  any  vital 
physiologic  system  whose  disturbance  would 
attract  the  patient’s  attention.  It  is  often 
only  when  some  other  organ  system,  such 
as  the  gastrointestinal  tract,  has  been  in- 
vaded that  symptoms  arise  which  will 
bring  the  patient  to  the  physician.  With 
a lesion  whose  presence  is  manifested  only 
at  such  a late  stage  in  its  course,  it  is  almost 
obvious  that  early  diagnosis  must  depend 
on  the  recognition  of  the  condition  while 
it  is  still  symptomless. 

Methods  of  Control  of  Cancer  of  the  Ovary 

A program  for  the  prevention  of  death 
from  cancer  of  the  ovary  must  depend  to  a 
considerable  extent  upon  the  correct  han- 
dling of  the  patient  under  three  special  con- 
ditions. These  are  the  proper  application 


of  the  routine  gynecologic  examination, 
intelligent  decision  on  the  question  of  the 
preservation  of  the  ovaries  at  the  time  of 
all  pelvic  operations,  and,  finally,  the  right 
management  of  minor  ovarian  enlargements. 

1.  Routine  Gynecologic  Examinations. — 
The  current  interest  in  the  early  detection 
of  cancer  of  the  cervix  by  means  of  the 
Papanicolaou  vaginal  smear  has  offered 
a new  opportunity  for  the  detection  of 
ovarian  tumors.  The  examination  of  the 
adnexa  requires,  however,  a degree  of  ex- 
perience and  skill  considerably'  beyond  that 
needed  for  the  simple  taking  of  an  acceptable 
vaginal  smear.  In  order  to  make  an  ex- 
amination of  the  adnexa  as  successful  as 
possible,  time  and  care  must  be  devoted  to 
it.  Obviously,  the  bladder  must  have  been 
emptied  before  the  examination  is  at- 
tempted, and  certainly  no  decisions  must  be 
reached  if  the  patient  has  not  had  a bowel 
movement  on  the  day  of  the  examination. 
The  patient  must  be  thoroughly  relaxed 
and  not  concerned  with  the  possibility  of 
being  hurt  by  the  examiner.  The  classical 
maneuvers  for  the  palpation  of  the  ovaries 
must  be  carried  out  on  each  side  of  the  uterus 
and  the  areas  explored  both  adjacent  to  the 
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pelvic  wall  and  near  the  uterine  cornua. 
These  maneuvers  should  preferably  be  re- 
peated during  the  course  of  a rectal  exam- 
ination after  the  vaginal  examination  has 
been  completed.  It  should,  however,  be 
noted  that  perhaps,  in  the  majority  of  in- 
stances, the  ovary  cannot  be  actually  pal- 
pated as  a discrete  body.  In  the  absence 
of  any  tenderness  or  mass  in  the  region  in 
which  the  ovaries  should  be  found,  the  ex- 
aminer may  be  satisfied  that  no  tumor  is 
present.  It  is  much  better  to  make  this 
assumption  than  to  prejudice  the  patient 
against  further  routine  examinations  by 
repeated,  pain-producing  efforts  to  palpate 
the  ovary  itself. 

2.  Decisions  as  to  Routine  Removal  of 
Ovaries  at  the  Time  of  Hysterectomy. — Each 
year  there  is  seen  on  any  large  gynecologic 
service  a number  of  patients  in  their  fifties 
or  sixties  who  have  developed  carcinoma  in 
the  ovaries  retained  after  a hysterectomy 
for  fibroids  or  for  some  other  pelvic  opera- 
tion. Each  of  these  cases  emphasizes  again 
the  importance  of  the  question  of  whether 
to  retain  the  ovaries  of  patients  approaching 
the  end  of  their  reproductive  years  or  to  re- 
move them  routinely  in  order  to  prevent  a 
rare  case  of  carcinoma. 

There  appears  to  be  little  doubt  that,  in 
patients  under  the  age  of  forty,  the  ovaries 
should  be  retained  in  order  to  preserve 
their  endocrine  function.  After  fifty  there 
is  a similar  lack  of  dispute,  because  there  is 
little  point  in  retaining  even  slightly  dan- 
gerous organs  which  are  by  that  time  quite 
functionless.  During  the  decade  between 
forty  and  fifty,  there  will  be  continued  dis- 
agreement as  to  whether  an  artificial 
menopause,  premature  by  a few  years,  is 
justifiable  for  the  prevention  of  a very  rare 
case  of  ovarian  carcinoma  developing  years 
later  in  the  retained  ovaries.  In  each  case 
where  a pelvic  operation  is  to  be  done,  the 
surgeon  should  also  consider  the  individual 
patient’s  psychologic  point  of  view  in  re- 
gard to  a surgical  menopause.  Such  re- 
tained ovaries  should  also  be  most  carefully 
scrutinized  at  the  time  of  operation,  and,  if 
even  the  smallest  papilloma  is  noted  on  the 
surface,  the  ovaries  should  be  sacrificed. 
Probably,  as  a general  rule,  ovaries  should 
be  preserved  before  the  age  of  forty-five  and 
their  routine  removal  recommended  to  the 
patient  after  that  age. 

3.  The  Management  of  Minor  Ovarian 
Enlargements— The  normal  ovary  usually 
has  dimensions  of  approximately  4 by  3 by  2 
cm.  It  is,  however,  subject  to  monthly 


fluctuations  in  size  and  may  be  considerably 
larger  when  a corpus  luteum  is  present. 
Minor  variations  in  function,  associated 
with  the  failure  of  a series  of  follicles  to 
rupture,  are  also  accompanied  by  an  en- 
largement which  may  be  quite  evident  to 
the  examining  physician.  A very  real  prob- 
lem arises  when  a moderately  enlarged  ovary 
is  palpated.  On  the  one  hand,  the  chance 
will  always  be  very  large  that  such  a mod- 
erate increase  in  size  is  due  to  a benign 
condition,  but,  on  the  other  hand,  if  very 
early  carcinomas  of  the  ovary  are  ever  to  be 
found,  they  must  be  discovered  when  the 
ovary  has  only  slightly  increased  in  size. 

Certain  general  rules  of  management  may 
be  laid  down.  Most  enlargements  of  the 
ovary,  until  the  organ  measures  two  inches 
in  diameter,  found  in  women  before  the 
time  of  the  menopause  are  due  to  the  pres- 
ence of  cystic  change  in  the  follicle-corpus 
luteum  apparatus.  The  chance  of  the  con- 
dition’s being  due  to  such  a physiologic  dis- 
turbance is  increased  if,  in  addition  to  the 
simple  finding  of  such  an  enlargement,  it 
is  noted  that  the  ovary  is  very  tender,  and 
also  if  a history  of  low  abdominal  discom- 
fort, some  menstrual  irregularity  or  ste- 
rility can  be  elicited.  In  young  women, 
therefore,  the  discovery  of  enlargements  of 
the  ovary,  under  two  inches  in  diameter, 
should  not  be  followed  by  immediate  oper- 
ation but  by  a period  of  careful  observation 
at  intervals  of  a few  months.  To  operate 
on  all  of  the  slight  enlargements  of  the  ovary 
in  young  women,  in  the  apprehension  of  a 
possible  malignancy,  would  increase  to 
absurd  proportions  the  number  of  already 
unnecessary  operations  on  the  ovary. 

Exploratory  operation  is,  however,  in- 
dicated on  ovarian  enlargements,  above  two 
inches  in  diameter,  especially  if  these  are 
persistent  after  an  observation  period  of 
two  to  three  months.  Operations  are  also 
indicated  if  the  tumor  should  appear  to  be 
solid  or  hard  in  consistence.  After  the  men- 
opause, operations  are  indicated  in  prac- 
tically all  demonstrable  enlargements  of  the 
ovary,  of  any  degree,  since  after  the  cessa- 
tion of  ovarian  function,  enlargements  due 
to  disturbances  of  the  follicular-corpus 
luteum  mechanism  are  physiologically  al- 
most impossible,  and  any  enlargement  may 
be  the  beginning  of  a malignant  neoplasm. 
A single  exception  may  be  made  in  those 
cases  in  which  the  record  of  some  previous 
gynecologic  examination  shows  that  the 
ovarian  enlargement  has  been  present  and 
has  not  increased  over  a long  period. 
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Differential  Diagnosis  of  Ovarian  Tumors 

The  discovery  of  a mass  in  the  pelvis  is 
not  all  that  is  necessary  in  the  making  of 
the  diagnosis,  however,  because  other  con- 
ditions producing  a mass  in  the  pelvis  may 
readily  be  mistaken  for  ovarian  tumors. 
This  error  is  always  possible  but  is  less  likely 
to  occur  if  alternative  causes  are  constantly 
kept  in  mind. 

1.  Fibroids  of  the  Uterus. — The  differ- 
ential diagnosis  between  a uterine  fibroid 
and  an  ovarian  tumor  is  usually  easy  but 
under  certain  circumstances  may  be  diffi- 
cult and  indeed  impossible  without  an  ex- 
ploratory operation.  Making  this  distinc- 
tion is  very  important  for  the  clinician, 
because  the  small  or  moderate-sized  fibroid, 
giving  no  symptoms,  requires  no  surgery, 
whereas  practically  all  ovarian  tumors, 
except  the  follicular  or  corpus  luteum  cysts, 
must  be  removed. 

The  subserous  fibroid,  springing  by  a 
pedicle  from  one  of  the  cornua  of  the  uterus, 
may  in  its  physical  signs  imitate  a solid 
ovarian  tumor.  The  classical  test  by  which 
to  distinguish  the  fibroid  of  the  uterus  from 
an  ovarian  tumor  is  to  note  whether  the 
unknown  mass  does  or  does  not  move  with 
the  uterus,  when  the  latter  is  displaced  by 
the  examining  hand.  This  maneuver  will 
be  successful  in  the  vast  majority  of  cases 
in  making  the  distinction  possible.  On  the 
other  hand,  there  remains  the  rare  fibroid 
tumor  with  a long  narrow  pedicle,  which 
may  seem  to  be  separate  from  the  fundus 
of  the  uterus.  In  such  doubtful  cases,  an 
indication  exists  for  the  removal  of  the  un- 
known tumor,  for  no  risks  must  be  taken. 

A second  type  of  fibroid,  which  may  be 
mistaken  for  an  ovarian  tumor,  is  the  large 
intraligamentus  or  retroeervial  fibromvoma, 
which  is  found  to  be  fixed  in  position  and 
quite  hard  in  consistency.  This  type  of 
tumor  may  simulate  in  its  physical  charac- 
teristics a relatively  large  and  advanced 
cancer  of  the  ovary  which  will  also  appear 
as  fixed  to  surrounding  pelvic  structures. 
Since  this  type  of  fibroid  tumor  usually  re- 
quires removal  for  itself,  the  differential 
diagnosis  is  chiefly  of  theoretic  importance. 
However,  with  these  findings,  the  surgeon 
should  be  prepared  to  handle  a relatively 
difficult  gynecologic  operation. 

2.  Pelvic  Inflammatory  Disease. — There 
are  some  cases  of  pelvic  inflammatory  dis- 
ease, secondary  to  gonorrheal  infection  of 
the  tubes,  in  which  the  physical  findings  of 
carcinoma  of  the  ovary  may  also  be  imitated. 
In  these  cases  there  may  be  bilateral,  firm 


masses,  consisting  of  indurated  fallopian 
tubes  with  enlarged  edematous  ovaries, 
firmly  adherent  to  the  cul-de-sac  of  Douglas 
and  the  lateral  pelvic  walls.  The  bilateral 
character  of  the  masses,  their  firmness  and 
fixation,  may  closely  resemble  the  findings 
in  some  cases  of  bilateral  carcinoma  of  the 
ovary.  The  differential  diagnosis,  however, 
should  not  be  excessively  difficult.  The 
history  of  an  earlier  acute  attack  of  pelvic 
inflammation,  associated  with  signs  of  acute 
peritoneal  irritation  and  fever,  should  be 
sufficient  to  lead  the  examiner  to  suspect 
that  the  condition  is  not  a neoplasm.  In 
addition,  the  erythrocyte  sedimentation  rate 
should  remain  high  so  long  as  inflammatory 
masses  of  any  size  are  still  present. 

In  spite  of  these  points  of  distinction, 
patients  with  carcinoma  of  the  ovary  have 
with  some  frequency  been  kept  under  ob- 
servation for  a number  of  months  under  the 
mistaken  diagnosis  of  subsiding  acute  pelvic 
inflammation.  Again,  if  a diagnosis  of 
pelvic  inflammatory  disease  cannot  be  made 
with  certaint\T,  an  abdominal  exploration 
is  justified  and  indeed  imperative. 

3.  Endometriosis. — The  presence  of  the 
typical  bilateral  enlargement  of  the  ovaries, 
with  some  nodular  induration  in  the  cul-de- 
sac,  so  characteristic  of  endometriosis,  also 
simulates  somewhat  the  clinical  picture  of  a 
carcinoma  of  the  ovary.  The  history  of 
recurring  cyclical  pain  at  the  time  of  the 
periods,  the  common  disturbance  of  the 
menstrual  periods,  and  the  development  of 
the  condition  in  the  twenties  or  thirties  is 
usually  sufficient  to  make  the  diagnosis  of 
endometriosis.  In  most  cases  of  suspected 
endometriosis  an  operation  is  indicated,  so 
that  no  significant  error  should  arise  from 
the  confusion  of  endometriosis  with  a car- 
cinoma of  the  ovary. 

4.  Other  Malignant  Tumors. — For  its 
size,  the  ovary  is  probably  that  tissue  in 
the  body  most  susceptible  to  the  develop- 
ment of  metastatic  tumors  from  outside 
sources.  A mass  in  the  ovary  has  frequently 
been  noted  as  the  first  sign  of  a cancer  of  the 
stomach  or  colon  and  sometimes  even  of  the 
pancreas,  gallbladder,  or  breast.  It  has 
been  estimated  that,  when  the  diagnosis  of 
cancer  of  the  ovary  has  been  made  before 
operation,  in  approximately  one  third  of 
the  cases  the  tumor  in  the  ovary  is  actually 
metastatic.  One  of  the  steps  in  the  diagnosis 
of  ovarian  carcinoma  must  therefore  be  the 
careful  elimination  of  other  sites  as  primary 
sources.  This  elimination  can  be  made 
only  by  the  most  meticulous  physical  ex- 
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Principle  Problems  in  Differential  Diagnosis  of  Cancer  of  the  Ovary 


Uterine  fibroid 


Multicystic  ovaries 


Endometriosis 


Pyosalpinx 


Bilateral  cancer  of  the  ovary 


Palpation  of  early  cancer  of  the  ovary 


animation,  and  as  a rule  by  a systematic 
x-ray  survey  of  the  gastrointestinal  tract. 

5.  Benign  Ovarian  Tumors. — The  most 
difficult  problem  of  all  in  the  differential 
diagnosis  of  cancer  of  the  ovary  is,  of  course, 
its  separation  from  the  benign  tumors  of 
the  same  organ.  This  cannot,  of  course, 
always  be  done  by  physical  examination 


alone,  and  many  tumors  presumably  benign 
must  be  removed  for  fear  that  a malignancy 
may  be  present. 

In  general,  the  benign  ovarian  tumor  is 
cystic  rather  than  solid,  is  movable  rather 
than  fixed  in  position,  and  is  unaccompanied 
by  any  indurated  or  nodular  areas  in  the  cul- 
de-sac.  The  probability  of  the  tumor’s  being 
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benign  is  also  favored  by  the  relative  youth 
of  the  patient  and,  in  the  case  of  the  follic- 
ular cysts,  by  tenderness  and  some  men- 
strual disturbances. 

The  benign  ovarian  tumor  remains,  how- 
ever, an  object  which  must  be  handled  with 
the  greatest  caution.  Even  though  malig- 
nancy is  absent,  the  benign  ovarian  tumor 
is  subject  to  a variety  of  possible  complica- 
tions, such  as  torsion,  rupture,  or  intracystic 
hemorrhage.  The  finding  of  a presumably 
benign  tumor,  under  two  inches  in  diam- 
eter, must  be  followed  by  the  closest  pos- 
sible observation.  If  there  is  reason  for 
supposing  that  such  a benign  enlargement 
is  not  simph*  the  result  of  a functional 
disorder  of  the  follicles,  then  it  should  be 
surgically  removed,  both  to  prevent  the 
possibility  of  one  of  the  acute  complications 
noted  and  also  because,  in  the  occasional 
tumor  regarded  as  benign,  areas  of  malig- 
nant change  may  be  found. 

6.  Ascites  from  Other  Causes. — The  de- 
velopment of  abdominal  enlargement  with 
fluid  is  so  characteristic  of  carcinoma  of  the 
ovary  that  there  is  a tendency  to  assume  this 
to  be  the  cause  of  sudden  ascites,  even  with- 
out other  corroborating  evidence.  The 
diagnosis  of  carcinoma  of  the  ovary  should 
not  be  made,  however,  without  the  presence 
of  a palpable  mass,  which,  though  perhaps 
concealed  by  the  presence  of  the  fluid,  should 
always  be  readily  detectable  after  para- 
centesis. The  discovery  of  neoplastic  cells 
in  the  centrifuged  ascitic  fluid  may  be  of  aid 


in  determining  that  the  ascites  is  due  to 
neoplasm,  but  swollen  mesothelial  cells  may 
resemble  the  cancer  cell  closely,  and  this 
method  can  scarcely  serve  to  distinguish  a 
cancer  primary  in  the  ovary  from  one  arising 
elsewhere. 

Conclusion 

Ovarian  carcinoma  remains,  then,  one  of 
the  forms  of  cancer  whose  diagnosis  must 
depend  almost  entirely  upon  the  clinical 
acuity  and  manual  sensitivity  of  the  phy- 
sician himself.  The  tumors  are  essentially 
inaccessible  to  diagnostic  x-raj’  technics,  to 
any  ordinary  biopsy  method,  or  to  the  appli- 
cation of  some  modification  of  the  Papanico- 
laou test.  The  detection  of  the  malignant 
tumor  of  the  ovary  is  complicated  by  the 
known  existence  of  a large  number  of  neo- 
plastic and  inflammatory  processes  pro- 
ducing masses  in  the  same  region,  and  of 
a great  variety  of  benign  tumors  producing 
rather  similar  physical  findings.  It  is  only 
by  the  almost  intuitive  combination  of  the 
physician’s  sense  of  probabilities,  derived 
from  the  patient’s  age  and  symtomatology, 
with  a group  of  physical  signs,  none  alone 
absolutely  dependable,  that  the  correct 
course  of  action  can  be  arrived  at.  In 
determining  this  course  of  action,  the  con- 
scientious physician  will  constantly  face  the 
dilemma  between  a decision  in  favor  of 
overfrequent  exploratory  operations  and 
the  risk  involved  in  a waiting  policy  when 
the  diagnosis  is  not  quite  certain. 
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May  7,  there  will  be  a round  table  discussion 
for  the  benefit  of  physicians  who,  for  one 
reason  or  another,  cannot  attend  daytime 
meetings.  This  discussion  will  be  conducted 
by  a moderator  and  a panel  of  experts. 
Each  expert  will  give  a preliminary  pres- 
entation of  his  subject.  There  will  then 
follow  an  informal  question  and  answer 
period  conducted  by  the  moderator. 

Television  in  color  will  be  presented  for 
the  first  time  in  the  Buffalo  area  with  both 
operative  and  clinical  procedures  being 
shown  on  a closed  circuit.  This  program 
will  be  seen  at  9 a.m.  on  Monday,  Tuesday, 
and  Wednesday,  originating  at  Buffalo 
General  Hospital  and  presented  through 
the  courtesy  of  Smith,  Kline  and  French. 


While  it  is  yet  too  early  to  announce  the 
guest  speaker  at  the  annual  banquet,  we 
can  assure  the  membership  that  he  will  be 
well  worth  hearing.  Xor  will  any  member 
wish  to  miss  the  addresses  of  the  retiring 
president  and  of  the  incoming  president. 

Our  good  friends,  the  exhibitors,  will  have 
many  new  and  interesting  things  to  be  seen. 
The  scientific  and  motion  picture  exhibits 
will  present  much  careful  and  painstaking 
work  as  always.  And  the  commercial  ex- 
hibitors who  make  the  Annual  Meeting 
financially  successful  will  be  on  hand  to 
bring  visitors  up  to  date  with  the  latest 
developments  in  their  respective  lines. 

Plan  nowr  to  come.  The  city:  Buffalo, 

New  York.  The  dates:  May  4 to  8.  The 
place:  Hotel  Statler. 


Searle  Research 
Progress  Report: 

Continued  investigational  work  has 
resulted  in  Pro-Banthine,  a new  anti- 
:holinergic  drug  with  high  potency, 
>mall  dosage,  minimal  side  effects, 
agreeable  taste  and  convenient  dosage 
schedule. 

The  new  anticholinergic,  Pro- 
Banthine*  (brand  of  propantheline 
bromide)  provides  a powerful  drug  in 
the  therapy  of  peptic  ulcer,  intestinal 
hypermotility  and  other  conditions  of 
parasympathotonia. 

The  high  potency  of  Pro-Banthine 
permits  its  use  in  small  dosage.  With 
the  suggested  dosage  of  one  tablet  (15 
mg.)  with  meals  and  two  at  bedtime 
there  is  little  likelihood  of  untoward 
manifestations. 

Pro-Banthine  has  a pronounced  in- 
hibiting action  on  stimuli  at  (a)  the 
parasympathetic  and  sympathetic 
ganglia  and  (b)  the  effector  organs  of 
the  parasympathetic  system. 

Pro-Banthine  is  produced  for  oral 
use  in  15  mg.  sugar-coated  tablets. 

SEARLE 

Research  in  the  Service  of  Medicine 


•Trademark  of  G.  D.  Searle  & Co. 


Top — Section  through  duodenal 
bulb  just  distal  to  pylorus  through 
center  of  ulcer  crater. 

Center — Healing  ulcer  with  scar 
tissue  and  regeneration  of  tissue 
layers. 

Bottom— Healed  ulcer  with  restora- 
tion of  mucosa. 
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to  prevent  attacks  in  angina  pectoris 


Nocturnal  angina  pectoris  (as  well  as  day-time 
attacks)  responds  gratifyingly  to  Peritrate. 
Investigators  report  that  in  patients  on  Peri- 
trate "insomnia  due  to  pain  was  much  reduced 
and  they  were  able  to  enjoy  reasonably  good 
sleep.”1  Others  had  less  palpitation  during  the 
night  “and  were  able  to  sleep  on  the  left  side” 
which  they  had  been  unable  to  do  prior  to 
Peritrate.2  When  required,  an  extra  I-IV2  tab- 
lets taken  on  retiring  brought  “striking  relief.”1 

Prophylactic  Management 

Peritrate— a long-lasting  coronary  vasodilator 
—prevents  rather  than  relieves  attacks.  The 
prophylactic  action  of  each  dose  lasts  4 to  5 
hours.  One  to  2 tablets  of  Peritrate,  taken  3 to 
4 times  daily,  can  . . . 


1.  reduce  the  number  of  attacks  and 

2.  reduce  the  severity  of  non-preventable 
attacks. 


1.  Humphreys,  P.,  et  al.:  Angiology  3: 1 (Feb.)  1952. 

2.  Plotz,  M.:  New  York  State  J.  Med.  52: 2012  (Aug. 
15)  1952. 

3.  Perlman,  A : Angiology  3:16  (Feb.)  1952. 


Effective  in  4 out  of  5 Patients 

Fewer  or  less  severe  attacks  occurred  in  80% 
and  78.4%  of  patients,1'2  and  in  the  majority 
the  need  for  nitroglycerin  was  reduced.  Clini- 
cal improvement  has  been  verified  by  EKG  ' 
findings  and  exercise  tolerance  may  improve 
measurably.2'3 

Available  in  10  mg.  tablets  in  bottles  of  100, 
500  and  5000. 

Literature  and  samples  on  request. 


Peritrate0 

TETRANITRATE 

(BRAND  OF  PENTAERYTHRITOL  TETRANITRATE) 
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NEW  YORK 


1953  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

May  4 to  8 — Hotel  Statler,  Buffalo 


House  of  Delegates 

The  regular  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
10  a.m.  on  Monday,  May  4,  1953,  in  the 
Assembly  Room,  17th  floor  of  the  Hotel 
Statler,  Buffalo. 

In  accordance  with  Chapter  II,  Section  3 
of  the  Bylaws,  the  House  will  assemble  ac- 
cording to  the  following  schedule: 

Monday,  May  4,  1953,  10  a.m. 

Tuesday.  May  5,  1953,  9 a.m.  and  2 p.m. 

Wednesday,  May  6,  1953,  9 a.m. 

At  the  last  adjourned  session  (9  a.m., 
Wednesday,  May  6)  the  election  of  officers, 
councillors,  trustees,  and  delegates  to  the 
American  Medical  Association  will  occur  in 
accordance  with  Chapter  III,  Section  1 of 
the  Bylaws. 

Frederic  W.  Holcomb,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 

147th  Annual  Meeting 

The  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  May  6,  at  7 p.m.  in 
the  Niagara  Room,  Lower  Lobby,  Hotel 
Statler,  Buffalo. 

Calling  the  Society  to  order  by  the  Presi- 
dent. 

Reading  of  the  Minutes  of  the  146th 
Annual  Meeting  by  the  Secretary. 
Edward  T.  Wentworth,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Assembly  Room,  17th  floor 
of  the  Hotel  Statler,  May  4,  after  9 a.m.; 
for  members  and  guests  in  the  foyer  of  the 
Empire  State  Suite,  Monday,  May  4,  at 
8:30  a.m.,  in  the  ballroom,  starting  at  12 
noon,  on  Tuesday,  Wednesday,  and  Thurs- 
day, May  5,  6,  and  7,  from  9 a.m.  to  6 p.m., 
and  on  Friday,  May  8,  from  9 a.m.  to  4 
p.m. 


Exhibits 

Scientific  Exhibits  will  be  located  on  the 
ballroom  floor,  the  ballroom  balcony,  and 
the  mezzanine. 

Technical  Exhibits  will  be  located  in  the 
ballroom. 

Scientific  Motion  Pictures  will  be  shown 
in  the  ballroom  foyer. 

Television  program  (in  color)  will  be 
shown  in  the  Empire  State  Suite,  the  mez- 
zanine floor. 

Television  Program 

A series  of  telecasts  in  color  of  operative 
and  clinical  procedures  from  the  Buffalo 
General  Hospital  will  be  presented  by  the 
Medical  Society  of  the  State  of  New  York, 
sponsored  by  Smith,  Kline  and  French 
Laboratories.  The  program  will  be  given 
in  the  Empire  State  Suite,  mezzanine  floor, 
Monday,  Tuesday,  and  Wednesday,  May 
4,  5,  and  6,  starting  at  9 a.m.  See  program 
on  page  803. 

Scientific  Program 

General  Sessions — -every  afternoon,  Mon- 
day through  Friday,  May  4 to  8,  2 p.m. 

Section  and  Session  Meetings — Thursday 
and  Friday  mornings,  May  7 and  8,  9 a.m. 

Postgraduate  Lectures — Tuesday  and  Wed- 
nesday mornings,  May  5 and  6.  9 a.m. 

Round-Table  Discussion — Thursday  night, 
May  7,  8 p.m. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in  the 
Niagara  Room,  Lower  Lobby,  Wednesday, 
May  6 at  7 p.m.,  guest  speakers  to  be 
announced. 

Tickets  will  be  available  at  the  regis- 
tration desk  in  the  ballroom. 

The  Woman’s  Auxiliary 
See  page  805  for  program. 


783 


SCIENTIFIC  PROGRAM 

Alfred  P.  Ingegno,  M.D.,  Chairman , Brooklyn 
Julius  E.  Stolfi,  M.D.,  Associate  Chairman  for  General  Sessions,  Brooklyn 
William  F.  Lipp,  M.D.,  Associate  Chairman  for  Postgraduate  Lectures,  Buffalo 
M.  Luther  Musselman,  M.D.,  Associate  Chairman  for  Pound  Table  Discussion,  Buffalo 

and 

Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 


Alfred  P.  Ingegno,  M.D.,  Chairman 
Julius  E.  Stolfi,  M.D.,  Brooklyn,  Associate  Chairman 


'T’HE  presentations  at  these  Sessions  will  consist  of  half-hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour 
specified.  Members  and  guests  are  requested  to  be  in  their  seats  at  least 
five  minutes  in  advance  of  the  meeting  time. 


Monday,  May  4 — 2:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Present  Status  of  X-Ray  Therapy  in  Neo- 
plastic Diseases 

Eugene  P.  Pendergrass,  M.D.,  Philadelphia, 
Pennsylvania,  Professor  of  Radiology,  Uni- 
versity of  Pennsylvania  School  of  Medicine; 
Director  of  Radiology',  Hospital  of  the  Uni- 
versity of  Pennsylvania — By  invitation 

2.  Palliative  Measures  in  the  Management  of 
Nonresectable  Primary  and  Metastatic 
Pulmonary  Neoplasms 

Edgar  Mayer,  M.D.,  New  York  City,  Clinical 
Professor  of  Industrial  Medicine,  New  York 
University  College  of  Medicine 

One-half  Hour  Recess  to  Visit  Exhibits 

3.  Analysis  of  Cancer  in  Infancy  and  Child- 
hood 

John  E.  Franklin,  M.D.,  New  York  City, 
Associate  Attending  Pediatrician,  Memorial 
Hospital 

4.  Pigmented  Nevi:  Relationship  to  Malig- 

nant Melanoma  and  Treatment 

George  M.  Lewis,  M.D.,  New  York  City', 
Professor  of  Clinical  Medicine  (Dermatology), 
Cornell  University'  Medical  College 


Tuesday,  May  5—2:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Recent  Advances  in  the  Treatment  of 
Hematologic  Disorders 

Marvin  L.  Bloom,  M.D.,  Buffalo,  Instructor 
in  Medicine,  University  of  Buffalo  School  of 
Medicine 

2.  New  Agents  in  the  Management  and  Treat- 
ment OF  THE  ARTHRITIDES 

L.  Maxwell  Lockie,  M.D.,  Buffalo,  Professor 
and  Head  of  Department  of  Therapeutics, 
University  of  Buffalo  School  of  Medicine 

One-half  Hour  Recess  to  Visit  Exhibits 

3.  Physical  Medicine  and  Rehabilitation  in 
Home  Care  Programs 

Donald  A.  Covalt,  M.D.,  New  York  City, 
Associate  Professor  of  Rehabilitation,  New 
York  University  College  of  Medicine;  Clini- 
cal Director,  New  York  University  Institute 
of  Physical  Medicine  and  Rehabilitation 

4.  Current  Status  of  Medical  Management  of 
Pulmonary  Tuberculosis 

E.  Osborne  Coates,  M.D.,  Trudeau,  .Assistant 
Medical  Director,  Trudeau  Sanatorium 


Questions  and  Answers 
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Wednesday,  May  6 — 2:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Criteria  for  and  Results  of  Mitral  Valve 
Surgery 

Robert  P.  Glover,  M.D.,  Philadelphia,  Penn- 
sylvania, Clinical  Professor  of  Thoracic 
Surgery,  Hahnemann  Medical  College  and 
Hospital ; Clinical  Professor  of  Thoracic  Sur- 
gery, Temple  University  School  of  Medicine 
— By  invitation 

2.  Cineangiocardiography  in  Congenital 
Heart  Diseases:  A Study  of  100  Cases 

James  S.  Watson,  Jr.,  M.D.,  Rochester,  Lec- 
turer in  Radiology,  LTniversity  of  Rochester 
School  of  Medicine  and  Dentistry;  Consultant 
in  Radiology,  Strong  Memorial  Hospital 
Raymond  Gramiak,  M.D.,  Rochester,  Fellow 
in  Cinefluorography,  LTniversity  of  Rochester 
School  of  Medicine  and  Dentistry — By  invita- 
tion 

Sydney  A.  Weinberg,  Rochester,  Associate  in 
Radiology,  University  of  Rochester  School  of 
Medicine  and  Dentistry — By  invitation 

One-half  Hour  Recess  to  Visit  Exhibits  . 

3.  Cardiac  Asthma:  Pathogenesis,  Differen- 
tial Diagnosis,  Treatment 

Charles  Schuman,  M.D.,  New  York  City, 
Attending  Physician,  Gouverneur  and  Sea- 
view  Hospitals 

4.  Physiology  and  Modern  Methods  of  Resus- 
citation 

Max  S.  Sadove,  M.D.,  Chicago,  Illinois,  Pro- 
fessor of  Surgery;  Head  of  Division  of  Anes- 
thesiology', LTniversity  of  Illinois  College  of 
Medicine — By  invitation 

Questions  and  Answers 

Thursday,  May  7 — 2:00  P.M. 

Niagara  Room,  Lower  Level 

1.  Sodium  Disturbances,  Including  Low-Salt 
Syndrome 

J.  Murray  Steele,  M.D.,  New  York  City, 
Professor  of  Medicine,  New  York  University 
College  of  Medicine;  Director,  Research 
Service,  Goldwater  Memorial  Hospital — By 
invitation 


2.  Disturbances  in  Potassium  Commonly  En- 
countered in  Medical  and  Surgical  Dis- 
eases 

Raymond  E.  Weston,  M.D.,  Bronx,  Head  of 
Cardiovascular  Service,  Montefiore  Hospital 

One-half  Hour  Recess  to  Visit  Exhibits 

3.  Therapeutic  Implications  of  Gallstones* 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  Clin- 
ical Professor  Emeritus  of  Medicine,  State 
University  of  New  York,  College  of  Medicine 
at  New  York  City;  Attending  Physician, 
Long  Island  College  Hospital 

4.  Management  of  Cirrhosis  of  the  Liver 

Joseph  Post,  M.D.,  New  York  City,  Assistant 
Professor  of  Clinical  Medicine,  New  York 
LTniversity  College  of  Medicine 

Questions  and  Answers 

Friday,  May  8 — 2:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Obesity:  Causes  and  Treatment 

Willard  O.  Thompson,  M.D.,  Chicago,  Illinois 
— By  invitation 

2.  Fact  and  Fancy  in  the  Chemical  Treatment 
of  Hypertension 

Richard  Gubner,  M.D.,  Brooklyn,  Visiting 
Physician,  Kings  County  Hospital;  Assistant 
Director,  Medical  Research,  Equitable  Life 
Assurance  Society,  New  York  City 

3.  The  Ophthalmoscopic  Signs  of  Diabetes  and 
Hypertension 

Arthur  J.  Bedell,  M.D.,  Albany,  Emeritus 
Professor  of  Opthalmology,  Albany  Medical 
College,  Union  University 

4.  Clinical  Diagnosis  and  Evaluation  of 
Treatment  of  Peripheral  Vascular  Dis- 
eases 

Beverly  C.  Smith,  M.D.,  New  York  City 
Questions  and  Answers 

* The  A.  Walter  Suiter  Lecture. 
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SECTIONS 

All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secre- 
tary of  the  Section  or  Session. 

Discussants  should  have  their  remarks  typed  and  should  hand  them  to 
the  Secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  and  Session  meetings  shall  begin  promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To 
participate  in  the  election  of  any  Section,  a member  must  be  registered  with  such 
Section  and  must  have  recorded  his  name  and  address  in  the  Section  registry — 
Bylaws,  Chapter  XII,  Section  3. 


SECTION  ON 
ANESTHESIOLOGY 

( hairman Moses  H.  Krakow,  M.D.,  Bronx 

Vice-Chairman . . . Samuel  Guest,  M.D.,  Buffalo 

Secretary Irving  M.  Pallin,  M.D.,  Brooklyn 

Thursday,  May  7 — 9 A.M. 

Buffalo  Room,  Mezzanine  Floor 

1.  Chairman’s  Address — Anesthesiology  in  Pres- 
ent-Day Medical  Practice 

Moses  H.  Krakow,  M.D.,  Bronx,  Director  of 
Anesthesiology,  Lebanon  Hospital 

2.  Clinical  and  Experimental  Observations 
on  the  Use  of  Hexamethonium  for  the 
Production  of  Controlled  Hypotension 

Olga  Schweizer,  M.D.,  New  York  City, 
Director,  Department  of  Anesthesiology, 
Memorial  Center  for  Cancer  and  Allied 
Diseases 

Discussion:  Daniel  Tausig,  M.D.,  New  York 

City,  Assistant  Attending  Anesthesiologist, 
Presbyterian  Hospital;  Assistant  Professor  of 
Anesthesiology,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

3.  The  Clinical  Use  of  Trichlorethylene 

Paul  W.  Searles,  M.D.,  Buffalo.  Professor  of 
-Anesthesia,  University  of  Buffalo  School  of 
Medicine;  Director,  Department  of  Anes- 
thesia, Edward  J.  Meyer  Memorial  Hospital 
Discussion:  Richard  Ament,  M.D.,  Buffalo,  In- 
structor in  Anesthesiology,  University  of  Buffalo 
School  of  Medicine;  Clinical  Assistant  in 
Anesthesia,  Buffalo  General  and  Children’s  Hos- 
pitals 

4.  Panel  Discussion  of  Cases 

Paul  M.  Wood,  M.D.,New  York  City,  Modera- 
tor, Assistant  Clinical  Professor  of  Anesthesiol- 
ogy, New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals;  Consulting  Anes- 
thesiologist, Surgeon  General’s  Office,  United 
States  Army 

Richard  N.  Terry,  M.D.,  Buffalo,  Assistant 
Clinical  Professor  of  Anesthesiology,  Uni- 
versity of  Buffalo  School  of  Medicine;  Chief, 
Department  of  Anesthesiology,  Buffalo  Gen- 
eral Hospital 

J.  Gerard  Converse,  M.D.,  Albany,  Director 
of  Anesthesia,  Albany  Hospital;  Assistant 
Professor  of  Anesthesiology,  Albany  Medical 
College 

B.  Victor  di  Iorio,  M.D.,  Utica,  Anesthetist-in- 
Charge,  Utica  Memorial  Hospital 


SECTION  ON 
CHEST  DISEASES 

Chairman.  Arthur  Q.  Penta,  M.D.,  Schenectady 

Secretary.  .Charles  E.  Hamilton,  M.D.,  Brooklyn 

Thursday,  May  7 — 9 A.M. 

Parlor  D,  Mezzanine  Floor 

1.  Supra-and  Infradiaphragmatic  Disease: 
Differential  Diagnosis  and  Management 

Emil  A.  Naclerio,  M.D.,  New  York  City, 
Associate  in  Charge  of  Thoracic  Surgery,  Har- 
lem Hospital 

Aubre  de  L.  Maynard,  M.D.,  New  York  City, 
Director  of  Surgery.  Harlem  Hospital 
Discussion:  Francis  W.  O’Donnell,  M.D.,  Buf- 
falo, Attending  Thoracic  Surgeon.  Millard  Fill- 
more Hospital;  Instructor  in  Surgery,  Uni- 
versity of  Buffalo  School  of  Medicine 

2.  Recent  Advances  in  Esophageal  Diseases 

Howard  A.  Andersen,  M.D.,  Rochester, 
Minnesota,  Consultant,  Department  of  Medi- 
cine, Mayo  Clinic — By  invitation 
Discussion:  Willard  J.  Davies,  M.D.,  Rockville 
Centre,  Attending  Physician,  Meadowbrook, 
Mercy  Hospitals 

3.  The  Significance  of  the  Bronchopulmonary 
Segment 

Chevalier  L.  Jackson,  M.D.,  Philadelphia, 
Pennsylvania,  Professor  of  Laryngology  and 
Broncho-Esophagology,  Temple  University 
School  of  Medicine — By  invitation 
Discussion:  J.  Maxwell  Chamberlain,  M.D., 
New  York  City,  Associate  in  Surgery  (Belle- 
vue), College  of  Physicians  and  Surgeons  of 
Columbia  University ; Attending  Thoracic  Sur- 
geon, Roosevelt  Hospital 

4.  Pitfalls  in  the  Diagnosis  and  Treatment  of 
Pulmonary  Diseases  as  Experienced  by  the 
Thoracic  Surgeon 

William  A.  Hudson,  M.D.,  Detroit,  Michigan, 
Director  of  the  Hudson  Clinic;  Clinical  Pro- 
fessor of  Surgery,  Wayne  University  College 
of  Medicine — By  invitation 
Discussion:  Richard  L.  Woodruff,  M.D.,  Syra- 
cuse, Attending  Surgeon,  St.  Clare’s,  Ellis 
Hospitals 

SECTION  ON 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman Frank  A.  Dolce,  M.D.,  Buffalo 

Secretary 

. . . Anthony  C.  Cipollaro,  M.D.,  New  York  City 
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Thursday,  May  7 — 9 A.M. 

Parlor  E,  Mezzanine  Floor 

1.  The  Diagnosis,  Classification,  and  Treat- 
ment of  Bullous  Dermatoses 

Maurice  J.  Costello,  M.D.,  New  York  City, 
Associate  Professor  of  Clinical  Dermatology 
and  Syphilology,  New  York  University  Post- 
Graduate  Medical  School 
Discussion:  Rudolph  Ruedemann,  Jr.,  M.D., 
Albany,  Associate  Professor  of  Dermatology 
and  Syphilology,  Albany  Medical  College, 
Union  University 

2.  Antibiotic  Drug  Eruptions 

John  T.  Crissey,  M.D.,  Buffalo,  Instructor  of 
Dermatology  and  Syphilology",  University  of 
Buffalo  School  of  Medicine — By  invitation 
Discussion:  J.  Lowry  Miller,  M.D.,  New  York 
City,  Associate  Clinical  Professor  of  Derma- 
tology, College  of  Physicians  and  Surgeons  of 
Columbia  University 

3.  Hirsutism  due  to  Masculinovoblastoma:  A 

Preliminary  Report 

Joseph  J.  Hallett,  M.D.,  Rochester,  Instructor 
of  Dermatology  and  Syphilology,  University 
of  Rochester  School  of  Medicine  and  Dentistry 
Jacob  W.  Holler,  M.D.,  Rochester,  Associate 
Chief  of  Medicine,  Highland  Hospital 
Discussion:  Grosvenor  W.  Bissell,  M.D.,  Buf- 
falo, Chief,  Medical  Service,  Veterans  Hospital; 
Assistant  Professor  of  Medicine,  University  of 
Buffalo  School  of  Medicine 

4.  The  Diagnosis  and  Treatment  of  Industrial 
Dermatoses 

Adrian  Brodey,  M.D.,  New  York  City,  Lec- 
turer, Department  of  Dermatology"  and 
Syphilology,  New  York  Polyclinic  Medical 
School  and  Hospital 

Discussion:  James  W.  Jordon,  M.D.,  Buffalo, 
Associate  Professor  of  Dermatology  and  Syphil- 
ology, University  of  Buffalo  School  of  Medicine 

5.  The  Care  of  the  Plantar  Wart 

Herbert  H.  Bauckus,  M.D.,  Buffalo,  Assistant 
Professor  of  Dermatology  and  Syphilology, 
University  of  Buffalo  School  of  Medicine 
Discussion:  Royal  M.  Montgomery,  M.D., 

New  York  City,  Clinical  Professor  of  Derma- 
tology and  Syphilology,  New  York  Polyclinic 
Medical  School  and  Hospital 

6.  Necrobiosis  Lipoidica  Diabeticorum  with 
Xanthomatosis 

Philip  E.  Schwartz,  M.D.,  New  York  City, 
Fellow,  Department  of  Dermatology  and 
Syphilology",  New  York  Polyclinic  Medical 
School  and  Hospital — By  invitation 
Peter  V.  Bisconti,  M.D.,  New  York  City, 
Lecturer,  Department  of  Dermatology"  and 
Syphilology,  New  York  Polyclinic  Medical 
School  and  Hospital 

Discussion:  Shepard  Quinby,  M.D.,  Buffalo, 
Associate,  Dermatology  and  Syphilology,  Uni- 
versity of  Buffalo  School  of  Medicine 


SECTION  ON 

GASTROENTEROLOGY  AND 
PROCTOLOGY 

Chairman.  . .Alfred  P.  Ingegno,  M.D.,  Brooklyn 
Vice-Chairman . Lester  S.  Knapp,  M.D.,  Buffalo 

Secretary 

Charles  A.  Flood,  M.D.,  New  York  City 


Thursday,  May  7 — 9 A.M. 

Empire  State  Room,  Mezzanine  Floor 

1.  Long-Range  Evaluation  of  Modern  Meth- 
ods of  Treatment  of  Chronic  Ulcerative 
Colitis 

Z.  T.  Bercovitz,  M.D.,  New  York  City,  Assist- 
ant Clinical  Professor  of  Medicine,  New 
York  University  Post-Graduate  Medical 
School;  Assistant  Attending  in  Medicine, 
University  Hospital 

Discussion:  A.  LI.  Aaron,  M.D.,  Buffalo, 

Clinical  Professor  of  Medicine,  University 

of  Buffalo  School  of  Medicine 

Sidney  M.  Fierst,  M.D.,  Brooklyn,  Clinical 

Assistant  Professor  of  Medicine,  State  University 

of  New  York,  College  of  Medicine  at  New  York 

City 

2.  Treatment  of  Hepatic  Tumors 

George  T.  Pack,  M.D.,  New  York  City,  At- 
tending Surgeon,  Gastric  and  Mixed  Tumor 
Service,  Memorial  Center  for  Cancer  and 
Allied  Diseases 

Theodore  R.  Miller,  M.D.,  New  York  City, 
Assistant  Attending  Surgeon,  Gastric  and 
Mixed  Tumor  Service,  Memorial  Center  for 
Cancer  and  AlliedDiseases 
Discussion:  Elmer  Milch,  M.D.,  Buffalo,  Assist- 
ant Clinical  Professor  of  Surgery,  University  of 
Buffalo  School  of  Medicine 

3.  Chairman’s  Address — Observations  Regard- 
ing Therapy  of  Bleeding  Peptic  Ulcer 

Alfred  P.  Ingegno,  M.D.,  Brooklyn,  Clinical 
Assistant  Professor  of  Medicine,  State  Uni- 
versity of  New  York,  College  of  Medicine  at 
New  York  City;  Associate  Attending  Physi- 
cian, Long  Island  College  Hospital 

4.  Emergency  Treatment  of  Bleeding  Esoph- 
ageal Varices  and  the  Results  of  Porta- 
caval Shunts  in  89  Patients 

Robert  R.  Linton,  M.D.,  Boston,  Massa- 
chusetts, Assistant  Clinical  Professor  of  Sur- 
gery, Harvard  Medical  School;  Visiting  Sur- 
geon, Massachusetts  General  Hospital — By 
invitation 

Discussion  of  Third  and  Fourth  Papers:  John  D. 
Stewart,  M.D.,  Buffalo,  Professor  of  Surgery  and 
Head  of  Department  of  Surgery,  Edward  J. 
Meyer  Memorial  Hospital 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  Clini- 
cal Professor  Emeritus  of  Medicine,  State  Uni- 
versity of  New  York,  College  of  Medicine  at 
New  York  City 

5.  Treatment  of  Polyps  of  Colon  and  Rectum 

Arthur  D.  Hennessy,  M.D.,  Buffalo,  Associate 
in  Proctology,  University  of  Buffalo  School 
of  Medicine;  Chief  Proctologist,  Emergency 
Hospital 

Discussion:  A.  W.  M.  Marino,  M.D.,  Brooklyn, 
Clinical  Associate  Professor  of  Surgery,  State 
University  of  New  York,  College  of  Medicine 
at  New  York  City 

William  Lipp,  M.D.,  Buffalo,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Buffalo 
School  of  Medicine 

6.  Hypobaric  Sacral  Anesthesia  in  Anorectal 
Surgery 

Emil  Granet,  M.D.,  New  York  City,  Assistant 
Surgeon  (Proctology),  French  Hospital 
Edwin  J.  DePolo,  M.D.,  New  York  City, 
Director  of  Anesthesiology,  French  Hospital 
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Discussion:  Isaac  Skir,  M.D.,  Brooklyn,  Clini- 
cal Assistant  in  Surgery,  State  University  of 
New  York,  College  of  Medicine  at  New  York 
City 

SECTION  ON 
GENERAL  PRACTICE 

Chairman 

Samuel  A.  Garlan,  M.D.,  New  York  City 

Vice-Chairman 

Floyd  C.  Bratt,  M.D.,  Rochester 

Secretary . . . .Garra  L.  Lester,  M.D.,  Chautauqua 

Friday,  May  8 — 9 A.M. 

Assembly  Room,  17th  Floor 

. Detection  of  the  Early  Signs  of  Heart 
Disease  in  General  Practice 

Elliot  Hochstein,  M.D.,  New  York  City, 
Assistant  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College;  Assist- 
ant Attending  in  Medicine,  New  York  Hos- 
pital 

Question  Period 

2.  Neurology  in  General  Practice  (Diagnosis 
and  Treatment) 

Wallace  B.  Hamby,  M.D.,  Buffalo,  Professor 
and  Head  of  Division  of  Neurosurgery,  Uni- 
versity of  Buffalo  School  of  Medicine 
Question  Period 

3.  Antibiotics:  Use  and  Abuse 

Perrin  H.  Long,  M.D.,  Brooklyn,  Professor 
and  Executive  Officer,  Department  of  Medi- 
cine, State  University  of  New  York,  College 
of  Medicine  at  New  York  City;  Director  of 
Medical  Service,  University  Division,  Kings 
County  Hospital 
Question  Period 

4.  The  Newer  Concepts  of  the  Treatment  of 
Severe  Burns 

William  L.  Estes,  Jr.,  M.D.,  Bethlehem,  Penn- 
sylvania, Medical  Director,  Bethlehem  Steel 
Corporation — By  invitation 
Question  Period 

SECTION  ON 
INDUSTRIAL  MEDICINE 
AND  SURGERY 

Chairman. . . .Donald  B.  Sanford,  M.D.,  Syracuse 

Vice-Chairman 

C.  Douglas  Sawyer,  M.D.,  Brooklyn 

Secretary.  James  H.  Sterner,  M.D.,  Rochester 

Thursday,  May  7 — 9 A.M. 

Parlor  A,  Mezzanine  Floor 

1.  Cardiac  Problems  from  the  Standpoint  of 
the  Part-Time  Industrial  Physician 

Max  Kutzer,  M.D.,  Syracuse,  Associate  Pro- 
fessor of  Clinical  Medicine,  State  University  of 
New  York  at  Syracuse,  College  of  Medicine; 
Attending  Physician,  University  Hospital 
Discussion:  Morris  E.  Missal,  M.D.,  Rochester, 
Visiting  Physician,  Rochester  General  and 
Strong  Memorial  Hospitals;  Consultant  Cardi- 
ologist, Eastman  Kodak  Company 

2.  Occupational  Dermatitis  as  Encountered 
by  the  Part-Time  Industrial  Physician 

M.  Edward  Goebel,  M.D.,  Brooklyn,  Con- 
sultant Dermatologist,  Consolidated  Edison 
Company  of  New  York;  Assistant  Clinical 


Professor  of  Dermatology  and  Syphilology, 
State  University  of  New  York,  College  of 
Medicine  at  New  York  City 
Raymond  A.  Havrilla,  M.D.  New  York  City, 
Dermatologist  to  Consolidated  Edison  Com- 
pany of  New  York;  Attending  Dermatologist, 
St.  Clare’s,  Lenox  Hill  Hospitals 
Discussion:  Anton  W.  Sohrweide,  M.D.,  Syra- 
cuse, Consultant  Dermatologist,  Solvay  Proc- 
ess Division,  Allied  Chemical  and  Dye  Corpo- 
ration 

3.  Rheumatoid  Arthritis  in  Industrial  Medi- 
cine 

Arthur  L.  Watkins,  M.D.,  Boston,  Massa- 
chusetts, Assistant  Clinical  Professor  of  Medi- 
cine, Harvard  Medical  School;  Chief  of 
Physical  Medicine,  Massachusetts  General 
Hospital — By  invitation 

Discussion:  Lewis  Dickar,  M.D.,  Brooklyn, 
Director,  Physical  Medicine,  Maimonides  Hospi- 
tal; Clinical  Instructor  in  Medicine,  State  Uni- 
versity" of  New  York,  College  of  Medicine  at 
New  York  City" 

SECTION  ON 
MEDICINE 

Chairman George  F.  Ivoepf,  M.D.,  Buffalo 

Vice-Chairman . . . Arthur  E.  Lamb,  M.D.,  Brooklyn 
Secretary Edward  D.  Cook,  M.D.,  Buffalo 

Thursday,  May  7 — 9 A.M. 

Assembly"  Room,  17th  Floor 

1.  Major  Surgery  in  Patients  with  Chronic 
Auricular  Fibrillation 

John  A.  Finkbeiner,  M.D.,  New  York  City", 
Resident  in  Medicine,  Memorial  Center  For 
Cancer  and  Allied  Diseases — By  invitation 
Felix  Wroblewski,  M.D.,  Brooklyn,  Clinical 
Assistant  in  Medicine,  Memorial  Center  for 
Cancer  and  Allied  Diseases 
John  S.  LaDue,  M.D.,  New  York  City",  Asso- 
ciate Attending  Physician,  Medical  Service, 
Memorial  Center  for  Cancer  and  Allied 
Diseases 

Discussion:  Edward  P.  Maymard,  Jr.,  M.D., 
Brooklyn 

John  H.  Bogle,  M.D.,  Brooklym 

2.  Ion  Exchange  Resins  in  the  Management  of 
Edema 

George  E.  Miller,  M.D.,  Buffalo,  Associate 
Professor  of  Medicine,  University  of  Buffalo 
School  of  Medicine;  Research  Division, 
Department  of  Medicine,  Buffalo  General 
Hospital 

Discussion:  George  A.  Sheehan,  M.D.,  Brooklyn 
Julius  E.  Stolfi,  M.D.,  Brooklyn 

3.  The  Role  of  Antibiotic  Drugs  in  the  Treat- 
ment of  Tuberculosis 

Frederick  Beck,  M.D.,  Ray"  Brook,  Director, 
Ray"  Brook  State  Tuberculosis  Hospital 
Discussion:  Charles  J.  Kaufman,  M.D.,  Castle 
Point 

David  Ultnar,  M.D.,  New  York  City 

4.  Mechanism  of  Cardiac  Pain 

Joseph  T.  Roberts,  M.D.,  Buffalo,  Chief, 
Cardiology  Section,  Veterans  Administration 
Hospital 

Discussion:  Henry  D.  Fearon,  M.D.,  Brooklyn! 
Victor  Grover,  M.D.,  Brooklyn 
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SECTION  ON 

NEUROLOGY  AND  PSYCHIATRY 

Chairman , 

Harold  R.  Merwarth,  M.D.,  Brooklyn 

Secretary Irving  Hyman,  M.D.,  Buffalo 

Thursday,  May  7 — 9 A.M. 

Reception  Room,  17th  Floor 

1.  The  Possible  Role  of  Cyanide  in  the 
Demyelinizing  Disorders 

Richard  C.  Fowler,  M.D.,  Rochester — By  in- 
vitation 

Paul  H.  Garvey,  M.D.,  Rochester 
Antony  J.  Durbetaki,  Rochester — By  invita- 
tion 

Discussion:  Niels  C.  Klendshoj,  M.D.,  Buffalo 
Frederick  H.  Hesser,  M.D.,  Albany 

2.  Paraplegia  with  Lumbar  Disc 

Carl  J.  Graf,  M.D.,  Buffalo 
Discussion:  William  F.  Beswick,  M.D.,  Buffalo 

3.  The  Superior  Saggital  Sinus  and  Its  Tribu- 
taries: Functional  Alterations  Attending 
Various  Pathologic  Conditions 

Howard  Freedman,  M.D.,  Brooklyn 
Discussion:  Wallace  B.  Hamby,  M.D.,  Buffalo 
George  A.  Cohn,  M.D.,  Buffalo 

4.  Some  Unconscious  Determination  of  Voca- 
tional Choice 

S.  Mouchly  Small,  M.D.,  Buffalo,  Professor 
and  Head  of  Department  of  Psychiatry,  Uni- 
versity of  Buffalo  School  of  Medicine 
Discussion:  Nathaniel  Cantor,  Buffalo,  Pro- 
fessor of  Sociology  and  Anthropology,  Uni- 
versity of  Buffalo — By  invitation 

SECTION  ON 

OBSTETRICS  AND  GYNECOLOGY 

Chairman. . .Henry  S.  Acken,  Jr.,  M.D.,  Brooklyn 

Vice-Chairman 

Eugene  R.  Duggan,  M.D.,  Rochester 

Secretary J.  Edward  Hall,  M.D.,  Brooklyn 

Friday,  May  8 — 9 A.M. 

Buffalo  Room,  Mezzanine  Floor 

1.  The  Value  of  Estrogens  in  Obstetrics  and 

THE  PUERPERIUM 

Theodore  Neustaedter,  M.D.,  New  York  City, 
Associate  Professor  of  Clinical  Obstetrics  and 
Gynecology,  New  York  University  College  of 
Medicine;  Attending  Obstetrician  and  Gyne- 
cologist, University  Hospital 

2.  The  Significance  of  Abnormal  Uterine 
Bleeding  Due  to  Ovarian  Dysfunction 

Inglis  F.  Frost,  M.D.,  Morristown,  New 
Jersey,  Chief,  Endocrine  Clinic,  Woman’s 
Hospital,  New  York  City — By  invitation 

3.  The  Use  of  Cortisone  and  ACTH  in  Gyne- 
cology and  Obstetrics 

Georgeanna  S.  Jones,  M.D.,  Baltimore, 
Maryland,  Assistant  Professor,  Department 
of  Gynecology',  Johns  Hopkins  University' 
School  of  Medicine — By  invitation 

4.  The  Advantages  and  Risks  of  Preserving 
Ovaries  After  the  Age  of  Forty-five 

Clyde  L.  Randall,  M.D.,  Buffalo,  Professor  of 
Obstetrics  and  Gynecology,  University  of 
Buffalo  School  of  Medicine 
Paul  R.  Gerhardt,  M.D.,  Albany,  Director, 
Division  of  Cancer  Control,  New  York  State 
Department  of  Health 


SECTION  ON 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

Chairman.  . . .Martin  L.  Gerstner,  M.D.,  Buffalo 
Secretary . . Franklin  R.  Webster,  M.D.,  Syracuse 

Thursday,  May  7 — 9 A.M. 

Parlor  C,  Mezzanine  Floor 

1.  Modern  Trends  in  Cataract  Surgery 

Thurber  LeWin,  M.D.,  Buffalo,  Ophthalmolo- 
gist, Buffalo  General,  Deaconess,  Children’s 
Hospitals 

Discussion:  Morris  Head  Newton,  M.D.,  Little 
Falls,  Consultant,  ENT,  Little  Falls  Hospital; 
Consultant  Ophthalmologist,  Herkimer  Me- 
morial Hospital 

2.  Indications  and  Complications  of  the  Reces- 
sion Operation  of  the  Inferior  Rectus 
Muscle 

Harold  Whaley  Brown,  M.D.,  Montclair, 
New  Jersey,  Ophthalmologist,  Bellevue,  Uni- 
versity Hospitals,  New  York  City;  Director 
of  Myology,  Brooklyn  Eye  and  Ear  Hospital 
Discussion:  W.  Tilden  Boland,  M.D.,  Elmira, 
Ophthalmologic  Surgeon,  Arnot-Ogden  Me- 
morial, St.  Joseph’s  Hospitals 

3.  Ocular  Signs  and  Sequelae  Associated  with 
Head  Injury 

John  F.  Gipner,  M.D.,  Rochester,  Chief 
Ophthalmologist,  Strong  Memorial;  Con- 
sultant Ophthalmologist,  Rochester  General, 
Genesee  Hospitals 

Discussion:  Eugene  W.  Anthony,  M.D.,  Fulton, 
Ophthalmologist,  Lee  Memorial  Hospital 

4.  Treatment  of  the  Chronic  Discharging 
Middle  Ear  (Illustrated  by  a motion  picture  in 
color) 

Joseph  A.  Sullivan,  M.D.,  Toronto,  Canada, 
Associate  Professor  of  Otolaryngology,  Uni- 
versity of  Toronto  Faculty  of  Medicine; 
Chief,  Department  of  Otolaryngology,  St. 
Michael’s  Hospital — By  invitation 
Discussion:  George  J.  Prenatt,  M.D.,  Buffalo, 
Associate  Otorhinolaryngologist,  Sisters  of 
Charity,  Edward  J.  Meyer  Memorial  Hospitals 

5.  Malignancies  Involving  the  Ear,  Nose,  and 
Throat 

David  W.  Brewer,  M.D.,  Syracuse,  Associate 
Otolaryngologist,  Memorial  Hospital;  Clini- 
cal Assistant  Professor  of  Otolaryngology, 
State  University  of  New  York  at  Syracuse, 
College  of  Medicine 

Discussion:  Glenn  H.  Leak,  M.D.,  Buffalo, 

Cancer  Coordinator,  Associate  in  Surgery,  Uni- 
versity of  Buffalo  School  of  Medicine 

6.  Postoperative  Tonsil  Hemorrhages 

Richard  J.  Bellucci,  M.D.,  New  York  City, 
Assistant  Surgeon,  Manhattan  Eye,  Ear  and 
Throat  Hospital 

Discussion:  Jerome  J.  Glauber,  M.D.,  Buffalo, 
Attending  Otolaryngologist,  Millard  Fillmore; 
Assistant  Otolaryngologist,  Children’s,  Edward 
J.  Meyer  Memorial  Hospitals;  Ernest  Benja- 
min Emerson,  Jr.,  M.D.,  Rochester,  Assistant 
Surgeon,  Otorhinolaryngology  and  Endoscopy, 
Strong  Memorial,  Genesee  Hospitals 

SECTION  ON 
ORTHOPEDIC  SURGERY 

Chairman John  W.  Ghormley,  M.D.,  Albany 
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Secretary 

Frederick  Lee  Liebolt,  M.D.,  New  York  City 

Friday,  May  8 — 9 A.M. 

Reception  Room,  17th  Floor 

1.  Cysts  of  the  Semilunar  Cartilage 

Pio  Blanco,  M.D.,  Buffalo,  Assistant  Professor 
of  Orthopedic  Surgery,  University  of  Buffalo 
School  of  Medicine 

Discussion:  .Anthony  V.  Postoloff,  M.D., 

Buffalo,  Pathologist,  Millard  Fillmore  Hospital; 
George  H.  Marcy,  M.D.,  Buffalo,  Orthopedist, 
Millard  Fillmore  Hospital 

2.  The  Reconstruction  of  the  Knee  Joint  in 
Rheumatoid  Arthritis 

Robert  L.  Preston,  M.D.,  New  York  City, 
Associate  Orthopedic  Surgeon,  New  York 
University-Bellevue  Medical  Center 
Discussion:  Frederick  Lee  Liebolt,  M.D.,  New 
York  City 

3.  The  LTpper  Extremity  Amputee 

Jerome  Lawrence,  M.D.,  Brooklyn,  Ortho- 
pedic Sugeon,  Veterans  Administration  Hos- 
pital 

Discussion:  Frank  N.  Potts,  M.D.,  Buffalo 

4.  The  Role  of  the  Surgical  Approach  in  the 
Treatment  of  Acute  Hematogenous  Osteo- 
myelitis with  Antibiotic  Agents 

Joseph  Buchman,  M.D.,  New  York  City, 
Orthopedic  Surgeon,  Hospital  for  Joint  Dis- 
eases 

Richard  L.  Fenton,  M.D.,  New  York  City 
Discussion:  Joseph  D.  Godfrey,  M.D.,  Buffalo; 
Benjamin  E.  Obletz,  M.D.,  Buffalo 

5.  The  Etiology  of  Slipping  of  the  Capital 
Femoral  Epiphysis 

Peter  J.  Dulligen,  Jr.,  M.D.,  Brooklyn, 
Senior  Surgeon,  St.  Mary’s  Hospital 
Discussion:  Eugene  J.  Hanavan,  Jr.,  M.D., 
Buffalo 

6.  Treatment  of  Epiphysiolysis  of  the  Hip 
by  Fixation  with  Threaded  Steel  Pins 

David  R.  Telson,  M.D.,  Brooklyn,  Director  of 
Orthopedic  Surgery,  St.  Joseph’s  Hospital 
Discussion:  Melvin  H.  Jahss,  M.D.,  New  York 
City 

SECTION  ON 

PATHOLOGY  AND  CLINICAL 
PATHOLOGY 

Chairman 

. Maurice  N.  Richter,  M.D.,  New  York  City 

Vice-Chairman Samuel  Sanes,  M.D.,  Buffalo 

Secretary M.  J.  Fein,  M.D.,  New  York  City 

Friday,  May  8 — 9 A.M. 

Empire  State  Room,  Mezzanine  Floor 

1.  The  Changb  in  the  Major  Causes  of  Death 
in  Children  and  Infants  as  Observed  at 
Children’s  Hospital,  Buffalo,  in  the  Last 
Twenty  Years 

Kornel  L.  Terplan,  M.D.,  Buffalo,  Professor 
and  Head  of  Department  of  Pathology",  Uni- 
versity of  Buffalo  School  of  Medicine;  Pa- 
thologist, Children’s  Hospital — By  invitation 
Adenoma  and  Adenocarcinoma  of  the 
Appendix 

Siegfried  Tannhauser,  M.D.,  Buffalo,  As- 
sociate in  Pathology",  University  of  Buffalo 
School  of  Medicine;  Pathologist,  Deaconess 
Hospital 


3.  Cholinesterase  of  Blood  in  Relation  to 
Organic  Phosphate  Insecticides 

Niels  C.  Klendshoj,  M.D.,  Buffalo,  Assistant 
Professor  of  Pathology";  Assistant  in  Medi- 
cine, L'niversity  of  Buffalo  School  of  Medicine 
Milton  Feldman,  Ph.D.,  Buffalo — By  invita- 
tion 

4.  Cervical  Smears  and  Biopsies  in  Women 
Without  Gynecologic  Complaints 

Frederick  W.  Brason,  M.D.,  Dunkirk,  Pa- 
thologist, Brooks  Memorial  Hospital;  Cyto- 
pathologist,  Cancer  Detection  Center,  Edward 
J.  Meyer  Memorial  Hospital,  Buffalo — By 
invitation 

Samuel  Sanes,  M.D.,  Buffalo,  Associate  Pro- 
fessor of  Pathology,  University  of  Buffalo 
School  of  Medicine;  Director  of  Pathology, 
Edward  J.  Meyrer  Memorial  Hospital 
Elmer  Friedland,  M.D.,  Buffalo,  Assistant 
Clinical  Professor  of  Medicine,  University  of 
Buffalo  School  of  Medicine;  Director,  Cancel- 
Detection  Center,  Edward  J.  Meyer  Memorial 
Hospital 

5.  Amniotic  Fluid  Pulmonary  Embolism:  Re- 
port of  a Case 

Bernard  W.  Juvelier,  M.D.,  Lackawanna, 
Instructor  in  Pathology,  University  of  Buffalo 
School  of  Medicine;  Consulting  Pathologist, 
Our  Lady"  of  Victory  Hospital,  Buffalo 


SECTION  ON 
PEDIATRICS 

Chairman. . . Russell  B.  Scobie,  M.D.,  Newburgh 

Vice-Chairman 

. . Harold  W.  Dargeon,  M.D.,  New  York  City 
Secretary.. . Frederick  W.  Bush,  M.D.,  Rochester 

Thursday,  May  7 — 9 A.M. 

Georgian  Room,  Mezzanine  Floor 

(In  Cooperation  With  Section  on  Obstetrics 
and  Gynecology) 

1.  Anesthesia  and  Analgesia  as  Factors  in 
Fetal  Survival 

Louis  M.  Heilman,  M.D.,  Brooklyn,  Professor 
and  Executive  Officer.  Department  of  Obstet- 
rics and  Gynecology,  State  University  of 
New  York,  College  of  Medicine  at  New  York 
City" 

2.  F etal  Mortality  in  Cesarean  Section 

A.  Obstetric  Viewpoint 

Robert  Landesman,  M.D.,  New  York 
City,  Instructor  in  Obstetrics  and  Gyne- 
cology", Cornell  University"  Medical  Col- 
lege 

B.  Pediatric  Viewpoint 

David  M.  Little,  Jr.,  M.D.,  New  Haven, 
Connecticut,  Assistant  Clinical  Professor 
in  Anesthesia,  Yale  University  School  of 
Medicine — By  invitation 

3.  Prematurity 

A.  Obstetric  Viewpoint 

Alan  F.  Guttmacher,  M.D.,  New  York 
City",  Director,  Department  of  Obstet- 
rics and  Gynecology",  Mt.  Sinai  Hospital 

B.  Pediatric  Viewpoint 

Alfred  J.  Vignec,  M.D.,  New  York  Cit.v, 
Director  of  Pediatrics,  St,  Vincent’s  Hos- 
pital 

4.  General  Discussion  of  All  Papers 
A.  Obstetric  Viewpoint 


2. 
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Curtis  J.  Lund,  M.D.,  Rochester,  Pro- 
fessor of  Obstetrics  and  Gynecology, 
University  of  Rochester  School  of  Medi- 
cine and  Dentistry — By  invitation 
B.  Pediatric  Viewpoint 

David  H.  Weintraub,  M.D.,  Buffalo, 
Associate  in  Pediatrics,  University  of 
Buffalo  School  of  Medicine 

SECTION  ON 

PREVENTIVE  MEDICINE  AND  PUBLIC 
HEALTH 

Chairman 

. . . .Clayton  M.  Steward,  M.D.,  Saranac  Lake 

V ice-Chairtnan 

Berwyn  F.  Mattison,  M.D.,  Buffalo 

Secretary 

William  C.  Spring,  Jr.,  M.D.,  New  York  City 

Thursday,  May  7-9  A.M. 

Chinese  Room,  Mezzanine  Floor 

1.  Accidents  During  Infancy  and  Childhood 

Jim  F.  Lincoln,  M.D.,  Cooperstown,  Resident 
Surgeon,  Mary  Imogene  Bassett  Hospital — 
By  invitation 

Discussion:  William  G.  Beadenkopf,  M.D., 

Albany,  Epidemiologist,  New  York  State 
Department  of  Health — By  invitation ; John 
H.  Powers,  M.D.,  Cooperstown,  Associate  Sur- 
geon, Mary  Imogene  Bassett  Hospital;  Assist- 
ant Clinical  Professor  of  Surgery,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity, New  York  City 

2.  Preventive  and  Social  Medicine  in  Great 
Britain 

Duncan  W.  Clark,  M.D.,  Brooklyn,  Professor, 
Environmental  Medicine  and  Community 
Health,  State  University  of  New  York,  Col- 
lege of  Medicine  at  New  York  City 
Discussion:  C.  H.  Stuart-Harris,  M.D.,  Shef- 
field, England,  Professor  of  Medicine,  The  Uni- 
versity, The  Royal  Hospital  (At  present,  Re- 
search Scientist,  New  York  State  Department 
of  Health) — By  invitation 

3.  Cardiac  Screening  in  a School  Health 
Program 

Berwyn  F.  Mattison,  M.D.,  Buffalo,  Com- 
missioner, Erie  County  Department  of  Health 
Edward  C.  Lambert,  M.D.,  Buffalo,  Pediatric 
Cardiologist,  School  Health  Service,  Erie 
County  Department  of  Health 
William  E.  Mosher,  M.D.,  Buffalo,  Deputy 
Commissioner,  Erie  County  Department  of 
Health,  Maternal  and  Child  Health  Service 
Discussion:  Alfred  Yankauer,  M.D.,  Albany, 
Director,  Bureau  of  Maternal  and  Child  Health, 
New  York  State  Department  of  Health — By 
invitation 

4.  Outbreak  of  Typhoid  in  a Rural  Area 

Daniel  P.  McMahon,  M.D.,  Binghamton, 
District  Health  Officer,  New  York  State 
Department  of  Health 

Arthur  C.  Hartnagel,  M.D.,  Berkshire,  Local 
Health  Officer 

Discussion:  Wendell  R.  Ames,  M.D.,  Buffalo, 
Deputy  Health  Commissioner,  Erie  County 
Department  of  Health 

SECTION  ON 
RADIOLOGY 

Chairman. William  J.  MacFarland,  M.D.,  Hornell 


Vice-Chairman 

Harold  W.  Jacox,  M.D.,  New  York  City 

Secretary.  . Thomas  N.  Sickels,  M.D.,  Watertown 

Friday,  May  8 — 9 A.M. 

Parlor  E,  Mezzanine  Floor 
ROUND  TABLE  DISCUSSION 

Film  Reading  Session 

Interesting  proved  cases  will  be  presented  for  dis- 
cussion. 

Discussion  Leaders : 

Paul  A.  Riemenschneider,  M.D.,  Syracuse, 
Moderator,  Associate  Professor  of  Radiology, 
State  University  of  New  York  at  Syracuse,  Col- 
lege of  Medicine;  Director  of  Radiology,  Syra- 
cuse Memorial  Hospital 

A.  L.  Loomis  Bell,  M.D.,  New  York  City,  Pro- 
fessor of  Radiology,  State  University  of  New 
York,  College  of  Medicine  at  New  York  City; 
Director  of  Radiology,  Long  Island  College 
Hospital 

Frank  J.  Borrelli,  M.D.,  New  York  City,  Professor 
of  Radiology,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals;  Director 
of  Radiology,  Flower  and  Fifth  Avenue  Hos- 
pitals and  affiliated  hospitals 

John  A.  Evans,  M.D.,  New  York  City,  Professor 
of  Radiology,  Cornell  University  Medical  Col- 
lege; Director  of  Radiology,  New  York  Hos- 
pital 

Clayton  H.  Hale,  M.D.,  Syracuse,  Professor  of 
Radiology,  State  University  of  New  York  at 
Syracuse,  College  of  Medicine;  Director  of 
Radiology,  Hospital  of  the  Good  Shepherd 

John  F.  Roach,  M.D.,  Albany,  Professor  of  Radi- 
ology, Albany  Medical  College,  Union  Univer- 
sity; Director  of  Radiology,  Albany  Hospital 

G.  Newton  Scatchard,  M.D.,  Buffalo,  Professor  of 
Radiology,  University  of  Buffalo  School  of 
Medicine;  Attending  Radiologist,  Children’s 
Hospital 

Theodore  B.  Steinhausen,  M.D.,  Rochester, 
Instructor  in  Radiology,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry;  Senior 
Attending  Radiologist,  Highland,  Park  Avenue 
Hospitals 

Henry  K.  Taylor,  M.D.,  New  York  City,  Clinical 
Professor  of  Radiology,  New  York  University 
Post-Graduate  Medical  School;  Radiologist, 
Goldwater  Memorial  Hospital 

SECTION  ON 
SURGERY 

Chairman Walter  Scott  Walls,  M.D.,  Buffalo 

Secretary 

Edward  J.  Donovan,  M.D.,  New  York  City 

Friday,  May  8 — 9 A.M. 

Chinese  Room,  Mezzanine  Floor 

1.  Chairman’s  Address — The  Common  Duct  Stone 
Problem 

Walter  Scott  Walls,  M.D.,  Buffalo,  Assistant 
Professor  of  Surgery,  University  of  Buffalo 
School  of  Medicine;  Assistant  Attending 
Surgeon,  Buffalo  General  Hospital 

2.  Diagnosis  and  Treatment  of  Acute  Abdomi- 
nal Emergencies  in  Infancy 

Jose  M.  Ferrer,  Jr.,  M.D.,  New  York  City, 
Assistant  Attending  Surgeon,  Presbyterian 
Hospital;  Instructor  in  Surgery,  College  of 
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Physicians  and  Surgeons  of  Columbia  Univer- 
sity 

Discussion:  Wilfred  W.  Fuge,  M.D.,  Buffalo 

3.  Thromboendarterectomy:  Indications  and 

Results  in  the  Treatment  of  Localized 
Obstructions  of  Large  Arteries 

Rutherford  S.  Gilfillan,  M.D.,  San  Francisco, 
California,  Clinical  Instructor  in  Surgery, 
University  of  California  Medical  School; 
Consultant  in  Vascular  Surgery,  Laguna 
Honda  Hospital  and  Marin  General  Hospital 
— By  invitation 

Discussion:  W.  J.  Merle  Scott,  M.D.,  Rochester 
William  F.  Clark,  M.D.,  Rochester 

4.  Technic  of  R.adical  Mastectomy  with 
Reference  to  Extension  of  the  Dissection 
to  Mediastinal  and  Cervical  Nodes 

Herbert  Willy  Meyer,  M.D.,  New  York  City, 
Professor  of  Clinical  Surgery,  New  York  Uni- 
versity Post-Graduate  Medical  School;  At- 
tending  Surgeon,  University  Hospital 
Discussion:  John  R.  Paine,  M.D.,  Buffalo 

SECTION  ON 
UROLOGY 

Chairman Frank  C.  Hamm,  M.D.,  Brooklyn 

Vice-Chairman. . .John  S.  Fitzgerald,  M.D.,  Utica 

Secretary 

. . .Thomas  A.  Morrisey,  M.D.,  New  York  City 

Friday,  May  8 — 9 A.M. 

Parlor  D,  Mezzanine  Floor 

1.  Concerning  Ltrinary  Bladder  Activity  in 
Diseases  of  the  Brain  and  Spinal  Cord 

Samuel  H.  Rothfeld,  M.D.,  Brooklyn,  Clinical 
Instructor  in  Urology,  State  University  of 
New  York,  College  of  Medicine  at  New  York 
City 

Discussion:  Robert  S.  Hotchkiss,  M.D.,  New 
York  City,  Professor  and  Chairman,  Depart- 
ment of  Urology,  New  York  University  Post- 
Graduate  Medical  School 

2.  A New  Operation  for  the  Cure  of  Priapism 

Oswald  S.  Lowsley,  M.D.,  New  York  City, 
Director  and  President,  Oswald  S.  Lowsley 
Foundation  of  Urology,  St.  Clare’s  Hospital 
Abel  Gonzales,  M.D.,  New  York  City — By 
invitation 

Discussion:  Fedor  L.  Senger,  M.D.,  Brooklyn, 


Clinical  Professor  of  LTrology,  State  University 
of  New  York,  College  of  Medicine  at  New  York 
City 

3.  Urologic  Complications  of  Regional 
Enteritis 

Harrison  C.  Harlin,  M.D.,  Brooklyn,  Clinical 
Instructor  in  Urology,  State  University  of 
New  York,  College  of  Medicine  at  New  York 
City 

Discussion:  Gordon  D.  Oppenheimer,  M.D., 
New  York  City,  Chief  of  Urology,  Mt.  Sinai 
Hospital 

4.  The  Female  Perineum  in  Infections  of  the 
Urinary  Tract 

John  Heslin,  M.D.,  Albany,  Professor  of 
Urology,  Albany  Medical  College,  Union 
University 

Discussion:  John  H.  Morrisey,  M.D.,  New  York 
City,  Chief  Attending  Urologist,  City  Hospital; 
Assistant  Attending  Urologist,  New  York  Hos- 
pital 

5.  Calyxectomy:  Demonstrating  Thoracolum- 
bar Approach  (Motion  Picture) 

Robert  E.  Nelson,  M.D.,  Brooklyn,  Resident 
in  Urology,  Veterans  Administration  Hospi- 
tal— By  invitation 

Discussion:  George  E.  Slotkin,  M.D.,  Buffalo, 
Associate  Professor  of  Urology',  University  of 
Buffalo  School  of  Medicine 

6.  The  Effect  of  Banthine  and  Similar  Agents 
on  the  Urinary  Bladder 

John  W.  Draper,  M.D.,  New  York  City,  Asso- 
ciate Professor  of  Surgery  (Urology)  Cornell 
University'  Medical  College;  Visiting  Surgeon 
•in  Charge  of  Urology,  Second  Surgical  Divi- 
sion, Bellevue  Hospital 

Adrian  W.  Zorgniotti,  M.D.,  New  York 
City — By  invitation 

Discussion:  Harold  B.  Hermann,  M.D.,  Brook- 
lyn, Clinical  Assistant  Professor  in  Urology, 
State  University  of  New  York,  College  of  Medi- 
cine at  New  York  City 

7.  Retropubic  Prostatectomy 

Miles  W.  Thomley,  M.D.,  Brooklyn,  Clinical 
Instructor  in  Urology,  State  University'  of 
New  York,  College  of  Medicine  at  New  York 
City 

Discussion:  Leo  Edelman,  M.D.,  New  York 
City,  Consulting  Urologist,  Mt.  Sinai  Hospital 


SESSIONS 


SESSION  ON 
HISTORY  OF  MEDICINE 

Chairman Eldridge  Campbell,  M.D.,  Albany 

Secretary 

Jerome  P.  Webster,  M.D.,  New  York  City 

Friday,  May  8 — 9 A.M. 

Parlor  A,  Mezzanine  Floor 
Symposium 

HISTORY  OF  WOUND  TREATMENT 

1.  The  Middle  Ages:  Theodoric  on  Primary 
Wound  Healing 

Eldridge  Campbell,  M.D.,  Albany,  Albany 
Medical  College,  Union  University 

2.  The  Seventeenth  Century:  The  Powder  of 
Sympathy 


Jerome  P.  Webster,  M.D.,  New  York  City', 
Professor  of  Clinical  Surgery,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity 

3.  The  Healing  of  Wounds  in  China 

Edward  H.  Hume,  M.D.,  New  A'ork  City' 
Discussion:  Mark  Kai-Hsi  Wang,  M.D.,  Albany', 
Albany  Medical  College,  Union  University 

4.  Modern  Wound  Surgery 

Paul  A.  Kennedy,  M.D.,  Buffalo,  Associate  in 
Surgery,  University  of  Buffalo  School  of 
Medicine 

Discussion:  John  R.  Paine,  M.D.,  Buffalo, 

Professor  of  Surgery',  University  of  Buffalo 
School  of  Medicine;  Head  of  Department  of 
Surgery',  Buffalo  General  Hospital 
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SESSION  ON 
PHYSICAL  MEDICINE 

Chairman George  M.  Raus,  M.D.,  Syracuse 

Secretary 

. A.  David  Gurewitsch,  M.D.,  New  York  City 

Friday,  May  8 — 9 A.M. 

Georgian  Room,  Mezzanine  Floor 

1.  Treatment  of  Early  Poliomyelitis  with 
Hubbard  Tank  and  Immersion  Exercises 

Henry  V.  Morelewicz,  M.D.,  Buffalo,  Chief, 
Department  of  Physical  Medicine  and  Re- 
habilitation, Chronic  Disease  Research  Insti- 
tute; Professor,  Physical  Medicine  and  Re- 
habilitation, University  of  Buffalo  School  of 
Medicine 

Discussion:  Morton  Hoberman,  M.D.,  ‘New 

York  City 

2.  Further  Light  on  the  Rationale  of  Physical 
Medicine  Procedures 

Hans  J.  Behrend,  M.D.,  New  York  City, 
Physician-in-Charge,  Physical  Medicine,  Gold- 
water  Memorial  Hospital;  Associate  Physi- 
cian, Physical  Medicine,  Hospital  for  Joint 
Diseases 

Discussion:  Thomas  E.  Walsh,  M.D.,  Syracuse 

3.  Muscular  Fitness  and  Orthopedic  Dis- 
ability 

Hans  Kraus,  M.D.,  New  York  City,  Visiting 
Physician,  Physical  Medicine  and  Rehabilita- 


tion, Bellevue  Hospital;  Associate  Physician, 
Physical  Medicine  and  Rehabilitation,  Uni- 
versity Hospital 

Discussion:  A.  David  Gurewitsch,  M.D.,  New 
York  City 


SESSION  ON 
PUBLIC  RELATIONS 

Chairman.  .Charles  S.  Lakeman,  M.D.,  Rochester 
Secretary . . . .Leonard  J.  Schiff,  M.D.,  Plattsburg 

Friday,  May  8 — 9 A.M. 

Niagara  Room,  Lower  Lobby 

1.  Public  Relations  in  a Small  County 

William  T.  Boland,  M.D.,  Elmira 

2.  Why,  What,  and  How  of  the  Public  Educa- 
tion Meeting 

Harold  Jarvis,  Buffalo,  Executive  Officer, 
Medical  Society  of  the  County  of  Erie — By 
invitation 

3.  Do  Your  Patients  Really  Like  You? 

Ernest  Dichter,  Ph.D.,  New  York  City, 
Psychologic  Consultant — By  invitation 

4.  Public  Relations  Factors  of  Physician- 
Hospital  Relationship 

Elmer  Hess,  M.D.,  Erie,  Pennsylvania,  Chair- 
man, American  Medical  Association  Council 
on  Medical  Service — By  invitation 
General  Discussion 


POSTGRADUATE  LECTURES 


Presented  with  the  cooperation  of  the  Postgraduate  Department  of  the  University 
of  Buffalo  School  of  Medicine. 

William  F.  Lipp,  M.D.,  Chairman 

Tuesday  Morning,  May  5 — Georgian  Room,  Mezzanine  Floor 


9:00  The  Treatment  of  Arthritis 

Bernard  M.  Norcross,  M.D.,  Instructor  in 
Medicine 

9:20  The  Management  of  Sterility  by  the 
General  Practitioner 
Harry  G.  LaForge,  M.D.,  Assistant  Clini- 
cal Professor  of  Obstetrics  and  Gyne- 
cology 

9:40  The  Treatment  of  Peptic  Ulcer 

A.  H.  Aaron,  M.D.,  Clinical  Professor  of 
Medicine 

10:00  Pitfalls  in  Radiologic  Diagnosis 
Norman  Heilbrun,  M.D.,  Assistant  Clini- 
cal Professor  of  Radiology 


10:20  Intermission 

10:30  The  Use  and  Abuse  of  Antibiotics 

David  K.  Miller,  M.D.,  Professor  of 
Medicine 

10:50  Laboratory  Aids  in  the  Diagnosis  of 
the  Collagen  Diseases 

Samuel  Sanes,  M.D.,  Associate  Professor 
of  Pathology 

11:10  Common  Proctologic  Problems 

J.  Edwin  Alford,  M.D.,  Associate  in  Proc- 
tology 

11:30  Recess  To  Visit  Exhibits 


Wednesday  Morning,  May  6 — Georgian  Room,  Mezzanine  Floor 


9 : 00  The  Differential  Diagnosis  of  Jaundice 

William  H.  C.  Chappie,  M.D.,  Associate 
in  Medicine 

9:20  Heart  Failure,  Diet,  Digitalis,  Diuret- 
ics, and  Resins 

Dexter  S.  Levy,  M.D.,  Assistant  Clinical 
Professor  of  Medicine 

9:40  The  Use  of  ACTH,  Cortisone,  and 
Phenylbutazone 

John  H.  Talbott,  M.D.,  Professor  of 
Medicine 

10:00  The  Treatment  of  Skin  Infection 

Earl  D.  Osborne,  M.D.,  Professor  of 
Dermatology  and  Syphilology 


10:20  I NTERMISSION 

10:30  The  Management  of  Backache 

Joseph  D.  Godfrey,  M.D.,  Associate  in 
Orthopedic  Surgery 

10:50  The  Growing  Problem  of  Cancer  of  the 
Lung 

Joseph  E.  Macmanus,  M.D.,  Assistant 
Clinical  Professor  of  Surgery 

11:10  Newer  Agents  in  the  Treatment  of 
Tuberculosis 

Howard  G.  Dayman,  M.D.,  Assistant 
Professor  of  Medicine 

11:30  Recess  To  Visit  Exhibits 


[Continued  on  page  801  ] 


BLOOD  BANKS  ASSOCIATION  OF 
NEW  YORK  STATE 


SCIENTIFIC  SESSION 

Thursday,  May  7 

Niagara  Room,  Lower  Lobby 

Morning,  9 A.M. 


Address  of  Welcome 

Jacob  Geiger,  M.D.,  New  York  City 

President,  Blood  Banks  Association  of 
New  York  State 


Introduction 

Ernest  Witebsky,  M.D.,  Buffalo 

Vice-President,  Chairman  of  Scientific 
Standards  Committee,  Blood  Banks  Asso- 
ciation of  New  York  State 


1.  Polyvinylpyrrolidone  (PYP)  as  an  Ad- 
junct to  Blood  in  the  Treatment  of 
Traumatic,  Hemorrhagic,  and  Burn 
Shock 

John  Scudder,  M.D.,  New  York  City 
Columbia-Presbyterian  Medical  Cen- 
ter 

John  W.  V.  Cordice,  Jr.,  M.D.,  New 

York  City 
Harlem  Hospital 

2.  A Small  Hospital’s  Blood  Bank  Ex- 
perience 

Robert  S.  Jenks,  M.D.,  Batavia 
Genesee  Memorial  Hospital 


3.  Practical  Evaluation  of  Platelet 
Transfusions 

Allen  H.  Minor,  M.D.,  New  York  City 
Lee  Burnett,  B.S.,  New  York  City 
Lenox  Hill  Hospital 

4.  The  Kell  Factor  in  Blood  Transfusion 
and  Erythroblastosis 

Alexander  S.  Wiener,  M.D.,  Brooklyn 
Jewish  Hospital  of  Brooklyn 

5.  The  Clearing  House  and  Blood  Assur- 
ance Program  of  the  Blood  Banks 
Association  of  New  York  State 

Lester  Unger,  M.D.,  New  York  City 
University  Hospital 

Discussion — John  J.  Clemmer,  M.D.,  Al- 
bany 

Bender  Hygienic  Laboratory 

6.  Round  Table  Discussion:  Present  Blood 
Banking  Problems 

Jacob  Geiger,  M.D.,  Moderator,  New 
York  City 

John  J.  Clemmer,  M.D.  Albany 
Israel  Davidsohn,  M.D.,  Chicago,  Illi- 
nois 

John  Scudder,  M.D.,  New  York  City 
Lester  Unger,  M.D.,  New  York  City 
Alexander  S.  Wiener,  M.D.,  Brooklyn 
Ernest  Witebsky,  M.D.,  Buffalo 


Afternoon,  3 to  4 P.M. 

Buffalo  General  Hospital  Blood  Bank,  100  High  Street 
Laboratory  Demonstration  of  Blood  Grouping  and  Blood  Banking  Procedures 
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Hotel  Statler,  Buffalo,  May  4 to  8,  195  3 

Beverly  C.  Smith,  M.D.,  Chairman,  New  York  City 
J.  G.  Fred  Hiss,  M.D.,  Syracuse 
Arthur  Purdy  Stout,  M.D.,  New  York  City 
W.  Warriner  Woodruff,  M.D.,  Saranac  Lake 
Samuel  Sanes,  M.D.,  Buffalo 


BALLROOM  FOYER 
Booths  100  Through  106 


High  Lights  of  Forty  Years  in  Prevention  of 
Blindness 

Prevention  of  Blindness  Service 

New  York  State  Department  of  Social  Welfare 
New  York  City 

Advances  made  in  prevention  of  blindness  over  a 
period  of  forty  years,  during  which  the  Commission 
for  the  Blind  has  been  in  existence  in  New  York 
State,  will  be  shown  by  posters.  Reference  will  be 
made  to  ophthalmia  neonatorum,  fireworks  law, 
medical  social  work,  and  educational  activities. 
{Booth  100 ) 

Bone  Marrow  Studies  in  Paget’s  Disease  of 
Bone:  New  Diagnostic  Findings 

Michael  A.  Rubinstein,  M.D. 

A.  Smelin,  M.D. 

A.  Freedman,  M.D. 

Montefiore  Hospital 
New  York  City 

In  a series  of  cases  of  Paget’s  disease,  bone  marrow 
aspiration  from  iliac  crest  revealed  the  presence  of 
characteristic,  hitherto  unknown,  cells  in  all  con- 
secutive cases  studied.  The  morphologic  properties 
of  these  cells  are  described,  and  their  importance  as 
a new  aid  in  the  diagnosis  of  Paget’s  disease  is 
discussed.  The  pathology,  x-ray,  and  biochemical 
changes  of  Paget’s  disease  are  discussed  and  corre- 
lated with  the  occurrence,  number,  and  appearance 
of  the  characteristic  cells  found  in  bone  marrow  as- 
piration. Results  of  search  of  these  cells  in  other 
bone  diseases  associated  with  elevated  alkaline  phos- 
phatase in  the  serum  are  reported.  {Booth  101) 

The  Treatment  of  Acute  Rheumatic  Fever 
with  Cortisone 

Irving  G.  Kroop,  M.D. 

E.  T.  Heffer,  M.D. 

S.  R.  Slater,  M.D. 

Jewish  Sanitarium  and  Hospital 
for  Chronic  Diseases 
Jewish  Hospital  of  Brooklyn 
Brooklyn 

Clinical  and  laboratory  observations  in  19  patients 
with  acute  rheumatic  carditis  treated  with  cortisone 


are  presented,  with  a follow-up  of  one  and  one-half 
to  two  years.  The  problem  of  adequate  dosage  will 
be  presented,  and  the  fact  that  early  and  adequate 
therapy  with  cortisone  in  first  attacks  of  carditis 
may  prevent  residual  cardiac  damage  will  be  empha- 
sized. {Booth  102) 

Voluntary  Prepaid  Blue  Shield  Medical 
Care  Plans 

Bureau  of  Medical  Care  Insurance 

Medical  Society  of  the  State  of  New  York 
New  York  City 

Descriptive  material  of  seven  plans  in  New  York 
State  will  be  displayed.  The  seventh  annual  progress 
report  will  be  presented.  {Booth  103) 

Building  Good  Public  Relations 
Public  and  Professional  Relations  Bureau 

Medical  Society  of  the  State  of  New  York 
New  York  City 

This  exhibit  presents,  by  means  of  pictures,  maps, 
and  other  visual  aids,  the  constructive  activities  of 
the  Bureau  designed  to  effectuate  its  two-fold  objec- 
tive of  building  good  public  relations  between  the 
individual  patient  and  individual  doctor  and  of 
stimulating  county  medical  societies  in  the  develop- 
ment of  public  service  projects.  {Booth  104) 

New  York  State  Journal  of  Medicine 
The  Directory 
Publication  Committee 

Medical  Society  of  the  State  of  New  York 
New  York  City 

Publication  of  the  New  York  State  Journal  of 
Medicine  and  the  Medical  Directory  of  New  York 
Stale  are  two  of  the  important  services  carried  on  by 
the  Medical  Society  of  the  State  of  New  York  for  its 
members.  Copies  will  be  displayed  here,  and  a 
representative  from  the  publication  staffs  will  be  on 
hand  to  answer  questions.  {Booth  105) 

Library  Services 
New  York  State  Medical  Library 

State  Department  of  Education 
Albany 

A representative  of  the  State  Medical  Library  will 
be  present  to  answer  questions  concerning  services 
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and  facilities  of  the  library.  All  members  of  the  rently.  Books  and  journals  are  sent  on  request,  or 

-Medical  Society  of  the  State  of  New  York  are  invited  material  on  a desired  subject  will  be  selected.  The 

to  use  this  library  in  the  Education  Building  in  Al-  only  obligations  imposed  on  borrower  are  the  prompt 

bany.  There  are  over  60,000  volumes  in  the  library,  return  of  material  borrowed  and  pavment  of  return 

and  over  600  medical  periodicals  are  received  cur-  postage.  ( Booth  106) 

BALLROOM  BALCONY 
Booths  107  Through  118 


Prevention  of  Allergic  Transfusion  Reactions 

Charles  S.  Coakley,  M.D. 

Harry  E.  Ferris,  D.D.S. 

Seymour  Alpert,  M.D. 

George  Washington  University  Hospital 
Washington,  D.C. 

An  antihistamine  was  added  to  all  blood  trans- 
fusions in  an  attempt  to  prevent  allergic  transfusion 
reactions.  This  resulted  in  an  almost  complete  ab- 
sence of  allergic  and  pyrogenic  reactions.  One  cubic 
centimeter  of  pyribenzamine  solution  containing  25 
mg.  was  added  to  the  blood  to  be  transfused,  mixed 
well,  and  administered  in  the  usual  manner.  There 
were  no  untoward  results  due  to  the  use  of  antihis- 
tamine, and  the  prophylactic  use  of  this  technic  is 
demonstrated.  ( Booth  107) 

The  Diagnostic  and  Prognostic  Significance  of 
Serum  Complement  Levels  in  Glomerulonephri- 
tis and  the  Nephrotic  Syndrome 

Kurt  Lange,  M.D. 

Lawrence  B.  Slobody,  M.D. 

Frank  Graig,  M.D. 

Jacob  Oberman,  M.D. 

Ruth  Strang,  M.D. 

New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 
New  York  City 

Serum  complement  is  always  markedly  lowered  in 
acute  glomerulonephritis.  Complement  is  moder- 
ately lowered  in  “pure  nephrosis”  and  the  nephrotic 
syndrome  of  glomerulonephritis.  Complement  levels 
reflect  the  immunologic  basis  of  the  disease,  a com- 
plement binding  antigen-antibody  reaction.  Low 
levels  are  not  due  to  complement  loss  in  urine,  de- 
creased formation,  or  anticomplementary  sub- 
stances. With  clinical  healing,  complement  rises  to 
normal.  Complement  levels  are  normal  in  other  renal 
diseases,  including  diseases  with  proteinuria. 

ACTH  therapy  in  the  nephrotic  syndrome  par- 
tially suppresses  antibody  formation.  Complement 
rise  indicates  effective  therapy.  Complement  always 
rises  to  normal  preceding  diuresis,  whether  induced 
by  ACTH  or  nitrogen  mustard  or  “spontaneous” 
after  infection.  ACTH  or  cortisone,  when  given  re- 
peatedly in  high  doses  for  short  periods,  seems  to 
prolong  clinical  remissions.  Complement  levels 
correlate  well  with  the  morphology  of  autopsied 
tissue.  Complement  determination  in  nephritis 
and  the  nephrotic  syndrome  represents  a simple, 
diagnostically  and  prognostically  valuable  test. 
{Booth  108) 

Newer  Diagnostic  Methods  in  Urology 

S.  H.  Rothfeld,  M.D. 

F.  C.  Hamm,  M.D. 

H.  C.  Harlin,  M.D. 

Veterans  Administration  Hospital 
Brooklyn 

The  use  of  perirenal  air  insufflation  together  with 
translumbar  arteriography  is  of  inestimable  value  in 


determining  the  differentiation  of  neoplasm  and 
renal  cyst,  congenital  anomalies,  vascular  supply  to 
the  kidneys  prior  to  surgery,  etc.  These  procedures 
are  without  danger.  Up  to  the  time  of  this  exhibit, 
over  300  cases  have  been  diagnosed.  ( Booth  109) 

Intravenous  Trypsin  in  Thrombotic  and  In- 
flammatory* States 

Irving  Innerfield,  M.D. 

Alfred  Angrist,  M.D. 

Alfred  Schwarz,  M.D. 

New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Jewish  Memorial  Hospital 
New  York  City 

Data  documenting  the  safety  and  efficacy  of  in- 
travenous trypsin  in  clinical  disturbances,  charac- 
terized by  thrombi  and/or  an  acute  inflammatory 
reaction,  will  be  presented.  The  effect  of  trypsin 
upon  acute  inflammation  will  be  demonstrated  by 
micrographs  showing  augmented  phagocytosis, 
thrombolysis,  and  bacterial  lysis.  {Booth  110) 

Management  of  Advanced  Mammary  Carcinoma 

Breast  Service 

Radiation  Therapy  Service 
Hormone  Chemotherapy  Section 
Radiation  Chemistry  Section 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

A systematic  review  detailing  the  magnitude  of  the 
problem  and  the  rationale  for  treatment  will  be  pre- 
sented. Effective  therapeutic  modalities,  the  cri- 
teria for  their  employment,  and  the  response  to  be 
expected  will  be  enumerated.  Complications  and 
side-effects  and  their  management  and  control  will 
be  discussed.  Incorporated  in  this  exhibit  is  a pre- 
liminary report  on  the  response  to  controlled,  simul- 
taneous therapy  with  both  hormones  and  irradiation. 
Charts,  graphs,  radiographs,  and  color  transparen- 
cies will  be  used  for  illustrations.  {Booth  111) 

Rehabilitation 

Henry  V.  Morelewicz,  M.D. 

University  of  Buffalo,  Chronic  Disease  Research 
Institute 
Buffalo 

This  exhibit  will  point  out  a team  in  action.  It 
will  show  various  types  of  patients  and  what  is  being 
done  for  them  by  the  rehabilitation  team.  {Booth 
112) 

Tubulin — A Hormone  of  the  Kidney 

Benjamin  Jablons,  M.D. 

A.  H.  Wolfson,  B.S. 

Jodh  K.  Sanghi,  M.B. 

Goldwater  Memorial  Hospital 
Welfare  Island 
New  York  City 

Charts  show  effects  of  tubulin  in  ( 1 ) neutralization 
of  untoward  diabetogenic  effect  and  sodium  chloride 
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and  water  retention  following  cortisone  and  ACTH 
administration;  (2)  increase  in  peripheral  circulating 
eosinophils;  (3)  increase  in  urinary  excretion  of 
water,  sodium,  potassium,  and  chloride  ions;  (4) 
increased  renal  plasma  flow  as  demonstrated  by 
endogenous  creatinine  clearance,  and  (5)  increase  in 
nitrogenous  metabolite  excretion,  creatinine,  urea, 
uric  acid,  and  total  nitrogen.  ( Booth  113 ) 

Blood  Levels  of  a Low  Toxicity  Sulfonamide 
(Sulfadimetine) 

Thomas  H.  McGavack,  M.D. 

W.  T.  Strauss,  M.D. 

S.  Pearson,  Ph.D. 

S.  Stern,  B.S. 

New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Metropolitan  Hospital  Research  Unit 
New  York  City 

The  exhibit  will  present  the  results  of  a study  with 
sulfadimetine.  Bloods  were  analyzed,  eight,  thirty- 
two  and/or  fifty-six  hours  after  loading  dose  was 
given.  After  fifty-six  hours,  blood  levels  equal  to  or 
greater  than  8 mg.  per  100  ml.  were  found  in  95  per 
cent  of  those  who  received  4 Gm.  every  eight  hours,  in 
47  per  cent  of  the  people  who  received  3 Gm.  every 
eight  hours,  and  in  44  per  cent  of  the  cases  who  were 
given  2 Gm.  every  eight  hours.  Eight  of  15  in- 
dividuals with  blood  levels  higher  than  10  mg.  per 
100  ml.  had  90  per  cent  or  more  of  the  blood  sul- 
fonamide in  the  free  form.  This  was  true  in  only  one 
of  14  people  who  had  blood  levels  lower  than  10  mg. 
per  100  ml.  ( Booth  114 ) 

A Suggested  Method  of  Interpreting  Arrhyth- 
mias in  Electrocardiograms 

Walter  T.  Zimdahl,  M.D. 

University  of  Buffalo,  Chronic  Disease  Research 
Institute 
Buffalo 

The  interpretation  of  arrhythmias  in  the  electro- 
cardiogram has  undergone  no  metamorphosis  since 
the  days  of  Thomas  Lewis.  Standard  textbooks 
continue  to  use  the  same  method  of  teaching  the 
arrhythmias  to  the  student.  They  devote  the  in- 
terpretation to  the  relationship  between  the  P and 
QRS  complexes.  This  chart  uses  only  the  ventricu- 
lar complex  to  start  the  interpretation.  From  this 


basic  complex,  using  only  one  variable,  the  cate- 
gories of  arrhythmias  are  then  identified.  This  is  a 
suggested  method  which  the  author  offers  only  as  a 
guide.  ( Booth  115) 

Injuries  to  the  Menisci  of  the  Knee  Joint 

Frederick  Lee  Liebolt,  M.D. 

New  York  Hospital-Cornell  Medical  Center 
New  York  City 

The  exhibit  demonstrates  435  injuries  to  the  me- 
nisci of  the  knee  joint  in  1,505  consecutive  operations. 
Many  types  of  tears  other  than  “bucket  handle”  are 
demonstrated,  indicating  that  many  forces  besides 
rotation  come  into  play.  {Booth  116) 

Definitive  and  Differential  Diagnosis  of 
Poliomyelitis 

Hart  E.  Van  Riper,  M.D. 

The  National  Foundation  for  Infantile  Paralysis 
New  York  City 

The  exhibit  presents  pertinent  data  on  the  symp- 
tomatology, muscles  and  nerves  most  frequently  in- 
volved, traumatizing  factors,  the  physical  examina- 
tion, and  clinical  laboratory  findings  which  con- 
tribute to  making  a diagnosis  of  poliomyelitis. 
{Booth  117) 

Long-Term  Antibiotic  Therapy  in  Chronic 
Bronchitis  and  Infectious  Asthma 

Walter  Finke,  M.D. 

Genesee  Hospital 
Rochester 

The  exhibit  depicts  the  rationale  of  planned, 
rather  than  episodic,  antibiotic  therapy  in  chronic 
bronchitis  and  infectious  asthma.  The  value  of 
various  antibiotics  for  prolonged  treatment  is  sum- 
marized. A simplified  aerosol  method  for  home 
treatment,  using  a bicycle  pump  and  self-made  air 
reservoir,  is  demonstrated.  The  results  of  long-term 
antibiotic  therapy  in  200  patients,  including  a con- 
trolled study  of  children,  are  presented.  It  was 
found  that  even  “hopeless”  cases  of  chronic  bron- 
chitis and  infectious  asthma  with  advanced  bronchi- 
ectasis and  emphysema  may  improve  considerably. 
More  lasting  improvement,  and  even  cure,  can  be 
achieved  in  the  early  stages  of  these  respiratory  ail- 
ments. {Booth  118) 


MEZZANINE  FLOOR 

Booths  201  Through  230 


Functional  versus  Organic  Chest  Pain:  Dif- 
ferentiation by  Dihydroergocornine  (DHO- 
180) 

Arthur  M.  Master,  M.D. 

Leon  Pordy,  M.D. 

Kenneth  Chesky,  M.D. 

Charles  I.  Garfield,  M.D. 

Benjamin  Richman,  M.D. 

The  Mount  Sinai  Hospital 
New  York  City 

Accurate  diagnosis  in  cardiac  disease  is  compli- 
cated by  the  fact  that  the  electrocardiogram,  taken 
at  rest  or  after  standard  exercise,  may  show  ab- 
normal functional  cardiac  disturbances  as  well  as 
true  organic  heart  disease.  The  electrocardiographic 
alterations  found  in  functional  cases  at  rest  or  after 
exercise  have  been  obviated  following  intravenous 
injection  of  Dihydroergocornine  (DIIO-180),  a 


“sympatholytic”  agent.  On  the  other  hand,  cardio- 
graphic  abnormalities  in  organic  heart  disease  re- 
main unchanged  after  administration  of  DHO-180. 
With  few  exceptions,  as  shown  by  follow-up  studies 
of  over  300  cases,  DHO-180  has  been  found  valuable 
in  the  differential  diagnosis  of  functional  heart  dis- 
turbance and  organic  heart  disease.  {Booth  201) 

Hypobaric  Sacral  Anesthesia  in  Anorectal 
Surgery 

Emil  Granet,  M.D. 

Albeit  Brintz,  M.D. 

Edmund  R.  Nightingale,  M.D. 

French  Hospital 
New  York  City 

For  anorectal  surgery  the  inverted  jackknife 
position  should  generally  supplant  the  lithotomy 
position.  Its  advantages  are  discussed.  The  in- 
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verted  position  is  suited  to  the  use  of  the  hypobaric 
(light)  anesthesia.  Advantages  of  hypobaric  saddle 
block  include:  (1)  easy  administration  by  thecal 
puncture  with  patient  already  in  the  inverted  operat- 
ing position;  (2)  minimal  amount  of  drug  necessary 
(Nuper caine  2 to  3 mg.);  (3)  drug  floats  upward  to 
localize  about  the  cauda  equina;  (4)  duration  of 
anesthesia,  one  to  two  hours,  and  (5)  postspinal 
headaches  are  rare.  In  the  inverted  position,  the 
pressure  of  the  spinal  fluid  is  negative — hence,  mini- 
mal leak  of  fluid.  Clinical  observations  are  dis- 
cussed. ( Booth  202) 

The  Diagnosis  and  Treatment  of  Pinworm 

Infection  in  Children 

Thomas  S.  Bombalo,  M.D. 

Francis  J.  Gustina,  M.D. 

E.  J.  Meyer  Memorial  Hospital 
University  of  Buffalo  School  of  Medicine 
Buffalo 

A simple  cellophane  tape  technic  for  the  office 
diagnosis  of  pinworn  infection  is  described  and  dem- 
onstrated. Microscopic  specimens  of  pinworm  eggs 
and  adult  worms,  including  an  ovipositing  female, 
are  demonstrated.  The  treatment  of  pinworm  in- 
fection is  described,  and  the  results  of  treatment  with 
various  oxyuricides  are  reported.  ( Booth  203) 

Synthetic  Organ  Mechanisms 

Arthur  E.  MacNeill,  M.D. 

University  of  Buffalo  School  of  Medicine 
Buffalo 

A theory  of  synthetic  organ  mechanism  design  will 
be  presented  by  charts  and  diagrams.  Three  exam- 
ples of  apparatus  will  be  presented  to  show  the  cur- 
rent work  of  the  exhibitor  in  applying  this  theory  to 
practical  investigative  and  clinical  therapeutic  prob- 
lems: (1)  a blood  pumping  mechanism  synthesized 
to  respect  the  physical  principles  of  the  basic  blood 
pumping  mechanisms  found  in  nature,  (2)  an  exter- 
nal capillary  bed  mechanism  (blood  dialyzer)  having 
10,000  sq.  cm.  of  membrane  area  in  a box  only  2'/?  by 
1 »/2  by  24  inches  in  size,  and  (3)  a proposed  design 
for  a synthetic  urinary  bladder  control  mechanism 
(tidal  drainage)  of  great  versatility.  ( Booth  £04) 

The  Effect  of  Stilbestrol  Therapy  When 

Abortion  Threatens 

Clyde  L.  Randall,  M.D. 

Richard  W.  Baetz,  M.D. 

Donald  W.  Hall,  M.D. 

Paul  K.  Birtch,  M.D. 

University  of  Buffalo  School  of  Medicine 

Buffalo  General  Hospital 
Buffalo 

This  report  is  based  upon  the  study  of  over  8,000 
cervical  smears  taken  as  a means  of  determining 
progesterone  levels  in  early  pregnancy.  Our  ob- 
servations suggest  that  while  20  to  25  per  cent  of 
pregnant  women  experience  bleeding  in  early  preg- 
nancy, approximately  5 per  cent  actually  abort. 
The  apparent  effectiveness  of  stilbestrol  therapy 
(given  after  smears  indicate  a progesterone  de- 
ficiency in  early  pregnancy)  on  the  smear  and  the 
apparent  effect  of  such  therapy  on  the  ultimate  in- 
cidence of  abortion  have  been  compared  in  both  a 
treated  and  untreated  series  of  cases.  {Booth  205) 

Surgical  Anatomy  of  the  Portal  System 

John  L.  Madden,  M.D. 

John  M.  Lore,  Jr.,  M.D. 


Frank  P.  Gerold,  M.D. 

St.  Clare’s  Hospital 
New  York  City 

Representative  color  photographs  and  color 
transparencies  of  an  anatomic  dissection  of  the  ab- 
dominal contents  of  15  fresh  necropsy  specimens  will 
be  presented.  These  were  prepared  by  the  injection 
of  neoprene  latex  into  the  abdominal  aorta  (red) 
and  sigmoid  veins  (blue),  respectively.  The  color 
photographs  show  in  detail  the  anatomy  of  the  portal 
system,  its  related  arterial  supply  and  associated  or- 
gans, viz.  stomach,  duodenum,  small  and  large 
bowel,  liver,  gallbladder,  spleen,  pancreas,  and  kid- 
neys. In  addition,  the  technic  of  this  anatomic 
study  will  be  described,  and  the  equipment  used  will 
be  displayed.  {Booth  206) 

Medical  Procedure  in  Workmen’s  Compensation 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York  City 

Documents  used  in  preparing  a case  in  compensa- 
tion; the  relationship  of  the  physician  to  the  case; 
the  various  steps  followed,  illustrating  the  impor- 
tance and  urgency  of  the  medical  reports;  the 
interrelationship  of  (1)  the  attending  physician,  (2) 
the  carrier’s  physician,  (3)  the  State  examiner,  and 
(4)  possible  consultants.  A special  exhibit  relating 
to  the  Disability  Benefits  Law  will  be  shown.  {Booth 
207) 

I N TR  A PE  R I TO  N E A I.  HEMORRHAGE  SIMULATING  ACUTE 

Appendicitis 

John  Ambrusko,  M.D. 

University  of  Buffalo  School  of  Medicine 
Buffalo 

Everyone  in  practice  is  confronted  with  the  acute 
surgical  abdomen.  Many  of  these  cases  are  clini- 
cally acute  appendicitis.  If  at  the  time  of  surgery 
the  appendix  does  not  appear  unusual,  the  surgeon 
must  be  prepared  to  seek  further  for  the  cause  of  the 
clinical  picture.  Five  examples  of  clinically  acute 
appendicitis  are  shown  by  means  of  colored  photo- 
graphs and  drawings.  At  surgery,  intraperitoneal 
hemorrhage  was  found.  The  various  causes  of  the 
hemorrhage  are  photographed.  {Booth  208) 

Employment  Problems  of  Cardiac  Patients 

Lewis  H.  Bronstein,  M.D. 

Leonard  Goldwater,  M.D. 

Herman  J.  Bennett,  M.D. 

Irvin  Klein,  M.D. 

Henry  A.  Sampson,  M.D. 

New  York  University  College  of  Medicine 

Bellevue  Hospital 
New  York  City 

Methods  have  been  developed  for  evaluating 
occupational  potentialities  of  cardiac  patients. 
These  methods  apply  to  unemployed  cardiacs 
seeking  work  and  to  employed  persons  who  may  de- 
velop heart  disease.  A team-work  approach  with 
physician,  social  worker,  vocational  counsellor,  and 
psychologist  has  been  applied  successfully.  Such 
teams  are  often  assembled  in  what  is  known  as  a 
“Work  Classification  Unit.”  {Booth  209) 

Heart  Disease  and  the  Physician 

Herman  E.  Hilleboe,  M.D. 

George  James,  M.D. 

Granville  W.  Larimore,  M.D. 

New  York  State  Department  of  Health 
Albany 
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This  exhibit  depicts  the  importance  of  heart  dis- 
ease, with  special  reference  to  its  incidence  in 
physicians,  and  suggests  four  practical  steps  for 
minimizing  its  effects.  ( Booth  210) 

Documentation  in  Science  and  Medicine 

Charles  Bishop,  Ph.D. 

Chronic  Disease  Research  Institute 
University  of  Buffalo  School  of  Medicine 
Buffalo 

The  problem  of  finding  specific  information  in  the 
plethora  of  recorded  scientific  and  medical  informa- 
tion is  becoming  almost  overwhelming.  Newer 
documentation  approaches  will  be  demonstrated. 
An  original  scheme  for  producing  and  coordinating 
abstract  journals  and  abstract  cards  will  be  de- 
scribed. The  traditional  method  of  publishing  re- 
sults in  a standard  journal  will  be  examined,  with 
emphasis  on  alternative  methods  of  publication. 
Documentation  and  library  “tools”  will  be  displayed. 
These  will  include  microcards  (with  reader),  punch- 
cards,  and  various  compendia  and  indices.  ( Booth 
211 ) 

Current  Trends  in  Premature  Care 

Alfred  J.  Vignec,  M.D. 

St.  Vincent’s  Hospital 
New  York  City 

Care  and  treatment  of  premature  infants  in  a 
modern  autonomous  premature  unit  as  compared 
with  care  under  general  nursery  conditions.  Ma- 
terial and  statistical  data  drawn  from  St.  Vincent’s 
Hospital,  New  York  City,  covering  the  two  years 
before  the  organization  of  the  unit  and  the  first  two 
full  years  of  its  operation.  Comparative  survival 
rates,  amount  of  time  spent  in  incubators,  methods 
of  feeding,  types  of  morbidity,  methods  of  treat- 
ment, improvement  of  nursing  care,  etc.,  are  included. 
( Booth  212) 

Office  Gynecology' 

Edward  G.  Winkler,  M.D. 

Gordon  J.  Hippert,  M.D. 

William  A.  Potts,  M.D. 

Edward  J.  Meyer  Memorial  Hospital 

Sisters  of  Charity  Hospital 
Buffalo 

Kodachrome  slides  will  describe  the  preponderance 
of  commonly  seen  vaginal  and  cervical  lesions. 
These  slides  will  be  projected  automatically  in  a 
small  booth  with  appropriate  commentary.  Elec- 
trically controlled  boxes  on  either  side  of  the  pro- 
jected slides  will  produce  an  outline  of  the  classifica- 
tion of  vaginal  and  cervical  lesions  as  these  condi- 
ions  are  being  described.  ( Booth  213) 

The  New  Murless  Head  Extractor  in  Cesarean 
Sections 

Abner  I.  Weisman,  M.D. 

Salvatore  R.  Carrabba,  M.D. 

Clair  E.  Folsome,  M.D. 

New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Metropolitan  Hospital 
New  York  City 

The  exhibit  consists  of  a series  of  charts  and 
schematic  illustrations  depicting  the  use  of  the  new 
single-blade  forceps  originally  described  by  Murless, 
of  Durban,  South  Africa,  by  which  cesarean  section 
is  facilitated.  The  delivery  of  the  head  with  the  use 
of  this  Dew  blade  is  simple,  safe,  and  scientifically 


sound.  The  authors  introduce  a modification  of 
Murless’  original  blade,  which  is  a further  improve- 
ment. ( Booth  21 4 ) 

Long-Term  Studies  of  Maximal-Length  Vena 
Cava  Autografts 
to  Bridge  Aortic  Defects  in  Dogs 

Robert  A.  Nabatoff,  M.D. 

Arthur  S.  W.  Touroff,  M.D. 

Milton  Gross,  B.A. 

The  Mount  Sinai  Hospital 
New  York  City 

Segments  of  inferior  vena  cava  (between  the  renal 
and  iliac  veins)  were  excised  and  used  to  bridge  ex- 
perimental aortic  defects  in  dogs.  Following  excision 
of  the  vena  cava,  the  venous  pressure  in  the  popliteal 
vein  returns  rapidly  to  normal,  after  a transient 
(forty-eight  to  seventy-two  hours)  elevation.  Post- 
operative venograms,  infrared  photographs,  and  in- 
jections of  plastic  material  (Vinylite)  reveal  the 
development  of  a rich  collateral  network  (within  one 
week)  chiefly  via  the  vertebral,  internal  iliac,  and 
dorsal  abdominal  wall  veins.  Aortograms,  elasticity 
studies,  and  postmortem  examinations  following 
operation  reveal  progressive  shortening  and  dilata- 
tion of  the  grafts.  At  the  end  of  three  years,  this 
“ballooning”  effect  is  marked.  All  of  these  phases  of 
the  research,  step  by  step,  are  illustrated  in  the 
exhibit.  ( Booth  215) 

Surgical  Lesions  of  the  Stomach 

John  Ambrusko,  M.D. 

Edward  Rozek,  M.D. 

Kenmore  Mercy  Hospital 
Kenmore 

With  increasing  accuracy  of  diagnosis,  more  and 
varied  gastric  diseases  which  are  amenable  to  sur- 
gery are  found.  Each  lesion  presents  an  individual 
problem  which  requires  an  individual  answer.  Ten 
different  surgical  lesions  of  the  stomach  are  presented. 
Each  demands  a different  surgical  procedure,  illus- 
trating the  absolute  necessity  of  individualizing  each 
operation  to  a particular  problem.  Pre-  and  post- 
operative radiologic  studies  are  shown.  ( Booth  216) 

Rehabilitation  of  the  Tuberculous 

J.  Goldberg,  M.D. 

B.  Berner 
A.  Brundidge 
H.  Doppelt 
Mrs.  E.  Taylor 
R.  Mahoney 

Veterans  Administration  Hospital 
Castle  Point 

The  exhibit  includes  photographs  and  description 
of  the  in-hospital  patient  activities  in  the  physical 
therapy,  manual  arts  therapy,  occupational  therapy, 
and  education  therapy  sections  of  the  physical  medi- 
cine and  rehabilitation  service.  The  role  of  the 
vocational  adviser  is  also  stated.  Placards  depict 
the  rehabilitation  service  supplements  of  the  medical 
program.  ( Booth  218) 

Studies  with  a New  Synthetic  Anticholinergic 
Compound  (Win  4369,  Monodr al) 

Alfred  P.  Ingegno,  M.D. 

Vincent  P.  Mazzeo,  M.D. 

Gastrointestinal  Research  Unit,  Long  Island  College 
Hospital 

State  University  of  New  York,  College  of  Medicine 
at  New  York  City 
Brooklyn 
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Win  4369  Monodral  ( 2-diet  hylaminoethyl  2 
cyclopen  tyl-2-( 2 thienyl)  hydroxyacetate  metho- 
bromide)  is  a new  parasympatholytic  drug  which 
has  been  found  to  exert  blocking  effects  on  gastro- 
intestinal motility  and  secretory  action  in  the  experi- 
mental animal  and  in  humans.  Balloon-kymo- 
graphic  and  radiographic  studies  in  man  have 
shown  distinct  reduction  of  upper  gastrointestinal 
motility  with  oral  doses  of  5 to  20  mg.  Doses  of 
5 to  15  mg.  also  inhibit  nocturnal  gastric  secretion 
and  that  following  insulin  hypoglycemia.  In  2 mg. 
doses,  intramuscularly,  there  is  marked  inhibition  of 
colonic  activity.  Side-effects  are  minimal,  and 
preliminary  clinical  trials  suggest  that  the  drug  will 
be  of  value  in  the  management  of  conditions  asso- 
ciated with  hypersecretion,  hypermotility,  and 
spasms.  The  exhibit  illustrates  these  effects  with 
the  aid  of  diagrams,  graphs,  tables,  and  photo- 
graphs. {Booth  219) 

Simple  Test  for  Pregnancy,  Ovulation,  and 
Estrogen  Activity  Using  the  Cervical  Mucus 
Secretion 

Maxwell  Roland,  M.D. 

New  York  University  Post-Graduate  Medical 
School 

New  York  City 

Rationale  of  test:  The  cervical  mucus  undergoes 
changes  during  the  menstrual  cycle  and  pregnancy. 
A “fernlike”  phenomenon  is  observed  in  the  micro- 
scopic dry  smear  from  the  fifth  to  the  twenty-second 
clay  of  the  normal  cycle.  Following  this  to  the  onset 
of  menstruation  only  cellular  elements  are  present. 
When  a woman  is  one  or  two  days  late  (or  more)  the 
absence  of  “fern”  indicates  pregnancy.  The  ab- 
sence of  “fern”  just  prior  to  menstruation  indicates 
ovulation.  In  the  menopause,  the  absence  of  “fern” 
indicates  lack  of  estrogen.  This  test  is  simple  and 
can  be  performed  in  the  phvsican’s  office  in  a few 
minutes.  No  staining  is  necessary.  ( Booth  220) 

The  Artificial  Uterus 
The  Fourth  Stage  of  Labor 
Inflatable  Obstetric  Forceps  Mittens 

Emanuel  M.  Greenberg,  M.D. 

City  Hospital 
New  York  City 

Further  work  on  the  artificial  uterus  is  presented. 
This  includes  representation  of  the  actual  working 
models.  Experimentation  is  being  carried  on  at 
present  with  the  rat  because  of  its  similarity  of  pla- 
centation  (hemochorial)  with  the  human.  The 
placenta  is  not  separated  from  the  fetus;  the  integ- 
rity of  the  fetus,  cord  and  placenta  (“F.C.P.”)  is 
retained  as  one  unit.  Composition  of  nutrient  solu- 
tions for  placental  lake  chamber  is  given.  The 
artificial  uterus  is  presented  as  the  first  example  of 
this  new  science  of  “animal  hydroponics.”  ( Booth 
221) 

Public  Service  Activities  of  the  Medical 
Society  of  the  County  of  New  York 

Herbert  S.  Ogden,  M.D.,  Secretary 
Robert  D.  Potter,  Executive  Secretary 

Medical  Society  of  the  County  of  New  York 
New  York  City 

The  many  public  service  activities  of  the  society  are 
described,  including  twenty-four-hour  emergency 
call  service,  national  network  TV  program  “Here’s 
To  Your  Health,  work  of  the  mediation  committee 
on  fee  complaints,  workmen’s  compensation  qualify- 


ing boards,  collection  bureau,  specialists  panel,  and 
medical  panel  to  advise  the  State  supreme  courts. 
{Booth  222) 

Nonoperative  Treatment  of  the  External 
Hemorrhoid 

J.  M.  Gross,  M.D. 

Beth-El  Hospital 
Brooklyn 

Not  all  external  hemorrhoids  require  cutting  for 
relief  of  pain  or  control  of  bleeding.  Kodachrome 
enlargements  and  diagrams  will  present  and  classify 
the  various  types  of  external  hemorrhoids.  The  in- 
dications and  contraindications  of  conservative 
treatment  and  a new  method  of  nonoperative  treat- 
ment will  be  demonstrated.  {Booth  223) 

Plastic  Surgery  and  Removal  of  Scars  of  the 
Face 

Rosarie  Rossell  Bender,  M.D. 

Buffalo 

Wax  models,  drawings,  and  photographs  will  be 
used  to  illustrate  and  describe  methods  and  tech- 
nic, before  and  after  results,  indications,  and  con- 
traindications for  repair  and  plastic  procedures. 
{Booth  22^) 

Progress  in  the  Treatment  of  Parkinsonism 

H.  H.  Merritt,  M.D. 

L.  J.  Doshay,  M.D. 

A.  Zier,  M.D. 

Neurological  Institute,  Columbia-Presbyterian 
Medical  Center 
New  York  City 

A panorama  of  the  treatment  resources  for  parkin- 
sonism prior  to  1918,  prior  to  1945,  and  as  of  today. 
A presentation  of  current  understandings  of  etiology, 
types  of  parkinsonism,  symptomatology,  pathology, 
and  treatment.  Relative  merits  of  chemotherapy, 
physiotherapy,  psychotherapy,  and  surgical  therapy 
in  parkinsonism.  A breakdown  of  chemotherapy 
into  descriptions  of  the  structure,  dose,  action,  and 
side-effects  of  various  belladonna  compounds  and 
the  many  new  synthetic  drugs,  in  addition  to  those 
not  yet  on  the  market,  MKO  2,08958,  U-0382, 
W483,  etc.  Current  and  contemplated  research 
will  also  obtain  attention.  {Booth  225) 

The  Cytologic  Approach  to  Gynecologic 
Abnormalities 

E.  L.  Hecht,  M.D. 

W.  E.  Studdiford,  M.D. 

New  York  University-Bellevue  Medical  Center 
New  York  City 

The  exhibit  will  stress  the  importance  of  the 
cytologic  method  in  gynecologic  diagnosis  and  will 
be  divided  into  four  parts:  (1)  a section  on  car- 
cinoma of  the  cervix  stressing  the  importance  of  the 
cytologic  method  in  diagnosis  of  preinvasive  cancer 
(charts  and  Kodachrome  transparencies);  (2)  sec- 
tion on  endometrial  carcinomas  stressing  the  newly 
developed  technic  of  the  endometrial  aspiration 
smear  (analysis  of  cases  and  Kodachrome  trans- 
parencies); (3)  section  on  hyperestrinism  and  its 
relationship  to  fibromyomas,  endometrial  hyper- 
plasia, carcinoma  of  the  endometrium,  and  ovarian 
cysts  and  tumors  (analysis  of  cases  and  Kodachrome 
transparencies);  and  (4)  plastic  model  of  the  female 
genital  tract  and  demonstration  of  material  and 
technic  of  taking  smears.  {Booth  226) 
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Mitral  Commissurotomy:  Evaluation  and 

Results 

Robert  P.  Glover,  M.D. 

O.  Henry  Janton,  M.D. 

Thomas  J.  E.  O’Neill 

Hahnemann  Medical  College  and  Hospital 
Episcopal  Hospital,  Lankenau  Hospital 

Presbyterian  Hospital 

Philadelphia,  Pennsylvania 
The  operation  of  commissurotomy  for  mitral 
stenosis  has  been  employed  by  the  authors  and  their 
associates  for  the  past  four  years.  The  indications 
for  its  use,  after  a period  of  trial  and  error,  can  now 
be  clearly  defined.  Details  of  its  exacting  technic  in 
an  experience  of  over  400  cases  have  crystallized  and 
are  briefly  presented.  The  intermediate  pre-  and 
postoperative  management  of  patients  submitting 
themselves  for  surgical  consideration  is  outlined. 
Physiologic  data  as  obtained  by  cardiac  catheteriza- 
tion before  and  after  surgery  at  varying  intervals  is 
available.  The  present  status  of  each  case  in  our 
personal  series  (over  350  cases)  is  accurately  tabu- 
lated, as  are  the  causes  of  our  mortality  (4.9  per 
cent).  {Booth  227) 

Pneumoperitoneum  in  the  Preoperative  Prepa- 
ration for  Abdominal 
Surgery 

Bernard  Maisel,  M.D. 

George  T.  Pack,  M.D. 

Thomas  G.  Rigney,  M.D. 

Cornell  Medical  Center 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

Pneumoperitoneum  employed  prior  to  exploratory 
laparotomy  produced  marked  visceroptosis  facilitat- 
ing the  operations  of  total  gastric  resection,  splenec- 
tomy, vagectomy,  portocaval  and  splenorenal  venous 
shunt  operations,  and  partial  hepatectomy.  {Booth 
228 ) 

Indwelling  Catheterization  of  the  Umbilical 
Vein  in  Premature  Infants 

Harry  D.  Pasachoff,  M.D. 

Harry  Wallerstein,  M.D. 

Laura  G.  Morgan,  M.D. 


Morrisania  City  Hospital 
New  York  City 

In  the  lives  of  small  premature  infants  the  first  few 
days  are  critical  for  survival.  Technical  difficulties 
have  precluded  the  use  of  the  intravenous  route  to 
supply  nutritive  fluids  or  medication.  This  exhibit 
will  demonstrate  that  a polyethylene  tube  can  be 
left  in  the  umbilical  vein  of  small  premature  infants 
for  many  days  without  harm  and  freely  permit  the 
continuous  or  repeated  administration  of  nutritive 
fluids  and  medication  while  at  the  same  time  per- 
mitting the  withdrawal  of  blood  for  chemical  study. 
The  umbilical  vein  is  a readily  accessible  channel. 
The  method  is  described,  and  18  cases  are  presented. 
{Booth  229 ) 

Hydatidiform  Mole  Due  to  Puccinia  Rubigo- 
Vera 

Max  Gutmann,  M.D. 

New  York  City 

The  photoscopies  of  hydatidiform  mole  and 
Puccinia  dispersa  show  an  exact  similarity.  There- 
fore, I have  to  conclude  the  hydatidiform  mole  is 
due  to  telia  of  Puccinia  dispersa  bromata  or  P. 
rubigo-vera.  After  telia  aecniospores  are  formed, 
aecniospores  produce  in  the  plant  hypertrophy  of 
cells.  In  hydatidiform  mole  we  observe  cystic  de- 
generation, endometritis,  and  nephritis.  There  we 
have  a lead  in  etiology  of  mentioned  diseases.  The 
Puccinia  group  belongs  to  the  large  group  of  rust 
fungi  completely  overlooked  by  research  as  an  etio- 
logic  factor  in  cancer,  goiter,  rheumatic  fever,  lupus 
erythematosus,  arteriosclerosis,  hemosiderosis,  pink 
disease,  and  conditions  producing  deficiency  of 
vitamin  B and  ascorbic  acid.  The  rust  fungi  also 
play  a role  in  the  Rh  factor  and  produce  in  the  plant 
anemia,  atrophy,  hypertrophy,  tumors,  malforma- 
tion, etc.  {Booth  230) 

Blood  Derivatives 

David  N.  W.  Grant,  M.D. 

American  Red  Cross 
Washington,  D.C. 

A table  display  visualizing,  by  means  of  photo 
transparencies,  art  work,  and  copy,  the  use  of  blood 
derivatives,  with  some  emphasis  on  immune  serum 
globulin  for  poliomyelitis.  {Booth  200) 
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ROUND  TABLE  DISCUSSION 


M.  Luther  Musselman,  M.D.,  Buffalo,  Chairman 


Thursday  Evening,  May  7 — 8:00  P.M.  Chinese  Room,  Mezzanine  Floor 

Review  of  Recent  Advances  in  Diagnosis  and  Treatment 


A.  H.  Aaron,  M.D.,  Buffalo,  Moderator,  Clinical  Professor  of  Medicine,  University  of  Buffalo  School  of 

Medicine 


Marshall  Clinton,  M.D.,  Buffalo,  Assistant  Professor 
of  Pharmacology  and  Instructor  in  Medicine,  Uni- 
versity of  Buffalo  School  of  Medicine 
Dexter  S.  Levy,M.D.,  Buffalo,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Buffalo  School 
of  Med. 


William  F.  Lipp,  M.D.,  Buffalo,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Buffalo  School 
of  Medicine 

Elmer  Milch,  M.D.,  Buffalo,  Assistant  Clinical  Pro- 
fessor of  Surgery,  University  of  Buffalo  School  of 
Medicine 


SCIENTIFIC  MOTION  PICTURES 


Monday,  May  4 through  Friday,  May  8 

Ballroom  Foyer,  Main  Floor 


Conrad  Berens,  M.D.,  Chairman,  New  York  City 
William  P.  Corriero,  M.D.,  Brooklyn 
Louis  J.  Girard,  M.D.,  New  York  City 
Samuel  Zwerling,  M.D.,  New  York  City 


Monday,  Wednesday,  Friday 

Morning 

9:00  Medical  Film  Guild  Newsreel 
9:15  A Clinic  on  Deafness 

New  York  Polyclinic  Medical  School  and 
Hospital,  New  York  City 
9:51  Allergy:  Immunology  and  Treatment 
University  of  Pittsburgh  School  of  Med- 
icine, Pittsburgh.  Pennsylvania 
10:42  Multiple  Personality  (A  Psychiatric 
Study) 

Columbia  University,  New  York  City 
11:18  Ocular  Biomicroscopy:  Technic  and 

Interpretation 

Milton  L.  Berliner,  M.D.,  New  York  City 
Goodwin  N.  Breinin,  M.D.,  New  York 
City 

Afternoon 

2:00  The  Atomic  Apothecary 

Medical  Film  Guild,  Ltd.,  New  York  City 
2:33  Urinary  Infections:  Bacteriology> 

Pathology,  Treatment 

St.  Louis  University  School  of  Medicine, 
St.  Louis,  Missouri 

Cornell  University  Medical  College,  New 

York  City 

3:15  Occupational  Health  Problems 

Samuel  G.  Feuer,  M.D.,  State  University 
of  New  York,  College  of  Medicine  at  New 
Yrork  City 

4:00  Hypertensive  Crises:  Clinical  Man- 

agement, Pharmacology,  Physiology 

Boston  University  School  of  Medicine, 

Boston,  Massachusetts 

Harvard  Medical  School,  Boston,  Massa- 
chusetts 

4:51  Cinefluorographic  Studies  on  Angio- 
cardiography 

University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester 
5 : 03  Requests 

The  films  are  shown  through  the  courtesy  of  Mr. 
Joseph  P.  Hackel,  Medical  Film  Guild,  Ltd.,  New 
York  City,  in  cooperation  with  the  Medical  Society 
of  the  State  of  New  York. 


Tuesday,  Thursday 

Morning 

9:00  Medical  Film  Guild  Newsreel 
9:15  Occupational  Health  Problems 

Samuel  G.  Feuer,  M.D.,  State  University 
of  New  York,  College  of  Medicine  at  New 
York  City 

10:00  Hypertensive  Crises:  Clinical  Man- 

agement, Pharmacology,  Physiology 
Boston  University  School  of  Medicine, 
Boston,  Massachusetts 
Harvard  Medical  School,  Boston,  Massa- 
chusetts 

10:51  Urinary  Infections:  Bacteriology, 

Pathology,  Treatment 

St.  Louis  University  School  of  Medicine, 

St.  Louis,  Missouri 

Cornell  University  Medical  College,  New 

York  City 

11:36  Multiple  Personality  (A  Psychiatric 
Study) 

Columbia  University,  New  York  City 
Afternoon 

2:00  Allergy:  Immunology  and  Treatment 
University  of  Pittsburgh  School  of  Medi- 
cine, Pittsburgh,  Pennsylvania 
2:51  Ocular  Biomicroscopy:  Technic  and 

Interpretation 

Milton  L.  Berliner,  M.D.,  New  York  City 
Goodwin  N.  Breinin,  M.D.,  New  York 

City 

3:35  Cinefluorographic  Studies  on  Angio- 
cardiography 

University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester 
3:50  A Clinic  on  Deafness 

New  York  Polyclinic  Medical  School  and 
Hospital,  New  York  City 
4:26  The  Atomic  Apothecary 

Medical  Film  Guild,  Ltd.,  New  York  City 

4:55  Requests 

The  Motion  Picture  Exhibit  will  close  at 
12  noon  on  Friday,  May  8. 


802 


TELEVISION  PROGRAM 
IN  COLOR 


Empire  State  Room,  Mezzanine  Floor 

Presented  by 

The  Medical  Society  of  the  State  of  New  York 
in  cooperation  with 
Buffalo  General  Hospital 

John  D.  Stewart,  M.D.,  Chairman , Buffalo 
Eugene  M.  Sullivan,  M.D.,  Lackawanna 
John  H.  Talbott,  M.D. , Buffalo 

DIRECTED  AND  SPONSORED  AS  A SERVICE  TO  MEDICAL  EDUCATION 
BY  SMITH,  KLINE  & FRENCH  LABORATORIES 


Monday,  May  4 


9:00-  Inguinal  Herniorrhaphy  ( operation ) 

9:20  R.  K.  Brown,  M.D. 

9:20-  Hemorrhoidectomy  ( operation ) 

9:40  J.  E.  Alford,  M.D. 

9:50-  First  Aid  in  the  Management  of 
10:00  Trauma  ( demonstration ) 

J.  M.  Dziob,  M.D. 

10:05-  Fractures  of  the  Elbow  ( demonstra - 
10:15  tion) 

G.  H.  Marcy,  M.D. 

10 : 20-  Fractures  of  the  Ankle  ( demonstration ) 

10:30  F.  M.  Zaepfel,  M.D. 

Intermission  To  Visit  Exhibits 


Morning 

1 1 : 00-  Dermatology  Clinic 

11:10  E.  D.  Osborne,  M.D. 

11 : 15-  Coronary  Heart  Disease 

11:25  D.  S.  Levy,  M.D. 

11:30-  Indigestion  in  the  Middle  Aged 

11:40  W.  F.  Lipp,  M.D. 

11:45-  Rheumatoid  Arthritis 
11:55  L.  M.  Lockie,  M.D. 

12:00-  Cirrhosis  of  the  Liver 
12:10  D.  K.  Miller,  M.D. 

12:15-  Examination  of  the  Infant 

12:25  L.  G.  MacKinney,  M.D. 


9:00- 
9:20 
9:20- 
9:40 
9 : 50- 
10:00 


10:05- 

10:15 

10:20- 

10:30 


Tuesday,  May  5 


Morning 


Meniscectomy  ( operation ) 

J.  D.  Godfrey,  M.D. 

Hysterectomy  ( operation ) 

R.  C.  McDowell,  M.D. 

Diagnosis  of  the  Acute  Abdomen 
(demonstration) 

W.  H.  Potter,  M.D. 

Surgery  of  the  Elderly  (demonstration) 

H.  W.  Hale,  M.D. 

Management  of  Chest  Trauma  (dem- 
onstration) 

P.  A.  Kennedy,  M.D. 

Intermission  To  Visit  Exhibits 


11:00 

11:10 

11:15- 

11:25 

11:30- 

11:40 

11:45- 

11:55 

12:00- 

12:10 

12:15- 

12:30 


Neurologic  Examination 

I.  Hyman,  M.D. 

Diabetes 

J.  F.  Painton,  M.D. 

Cardiac  Failure 

A.  C.  Rekate,  M.D. 

Thyroid  Disease 

G.  W.  Bissell,  M.D. 

Management  of  Anemias 

L.  E.  Hummel,  M.D. 

Physical  Rehabilitation 

H.  V.  Morelewicz,  M.D. 
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9:00- 

9:20 

9:20- 

9:40 

9:50- 

10:00 


10:05- 

10:15 


10:20- 

10:30 


Wednesday,  May  6 
Morning 

Ligation  and  Stripping  of  Varicose 
Veins  ( operation ) 


R.  W.  Egan,  M.D. 

Cholecystectomy  (operation) 

W.  L.  Butsch,  M.D. 

Proctoscopic  Examination  ( demonstra- 
tion) 

W.  H.  Bernhoft,  M.D. 

Examination  of  the  Breast  (demon- 
stration) 

E.  T.  McGroder,  M.D. 

Examination  of  the  Back  (demonstra- 
tion) 

J.  P.  Cole,  M.D. 


Intermission  To  Visit  Exhibits 

11:00-  Metabolic  Disorders  of  Childhood 
11:10  W.  J.  Orr,  M.D. 

11:15-  Gout 
11:25  J.  H.  Talbott,  M.D. 

11 :30-  Congenital  Heart  Disease 
11:40  W.  S.  Webster,  M.D. 

11:45-  Peripheral  Vascular  Disease 
11:55  S.  H.  Margulis,  M.D. 

12:00-  Treatment  of  Tuberculosis 
12:10  D.  R.  McKay,  M.D. 

12:15-  Lymphoma 
12:25  G.  L.  Sheehan,  M.D. 


WOMAN’S  AUXILIARY 


to  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


ANNUAL  CONVENTION 

Hotel  Statler,  Buffalo,  May  3 to  May  7,  1953 


5 P.M.- 
8 P.M. 


8 P.M.- 
10  P.M. 


8:30  a.m.- 
3:30  p.m. 


9 A.M.- 

11  A.M. 

9 A.M.- 

12  NOON 
11  A.M.- 

12  NOON 
1 P.M.— 

3:30  p.m. 
4 P.M.— 
7:30  p.m. 


PROGRAM 


Sunday,  May  3 


Tuesday,  May  5 


Registration  of  Delegates,  Alternates, 
and  Guests 

Registration  for  Tour,  Buffet  Supper, 
Luncheon,  Tea,  and  Dinner — - 
Foyer  of  Chinese  Room , Mezzanine 
Floor 

Reception  for  out-of-town  guests — 
Chinese  Room 


8:30  a.m.— 
12:30  p.m. 


9 A.M.— 
12:30  p.m. 
1 : 00  p.m. 


Registration  of  Delegates,  Alternates, 
and  Guests 

Registration  for  Luncheon,  Tea,  and 
Dinner — Chinese  Room 

House  of  Delegates — Chinese  Room 
Annual  Luncheon  honoring  State 
President,  Mrs.  Harry  I.  Norton — 
Twentieth  Century  Club 


Monday,  May  4 


Wednesday,  May  6 


Registration  of  Delegates,  Alternates, 
and  Guests 

Registration  for  Tour,  Buffet  Supper, 
Luncheon,  Tea,  and  Dinner — 
Foyer  of  Chinese  Room,  Mezzanine 
Floor 

Board  of  Directors  Meeting — Presi- 
dent’s Suite 

Round  Table  Discussions — Chinese 
Room 

Committee  Meetings 


8:30  a.m.— 
10:30  a.m. 


9 A.M.— 

12  NOON 
1 : 30  p.m.— 
3:30  p.m. 
4 p.m. — 

6 P.M. 


7 :30  p.m. 


Registration  of  Delegates,  Alternates, 
and  Guests 

Registration  for  Tea  and  Dinner — 
Mezzanine  Floor 

House  of  Delegates — Chinese  Room 

House  of  Delegates — Chinese  Room 

Tea  honoring  county  presidents. 
Norton  Union,  University  of  Buf- 
falo. Doctors  invited. 

Dinner  of  the  Medical  Society  of  the 
State  of  New  York — Niagara  Room 


House  of  Delegates — Chinese  Room 
Chartered  bus  trip  to  Niagara  Falls 
Buffet  Supper  honoring  Past  State  9:30  a.m. 
Presidents — Georgian  Room 


Thursday,  May  7 

Postconvention  meeting — Hospitality 
Room 


OFFICERS 


President,  Mrs.  Harry  I.  Norton,  Rochester 
President-Elect,  Mrs.  Thomas  M.  d’Angelo,  Flushing 
First  Vice-President,  Mrs.  Arthur  L.  Bennett,  Buffalo 
Second  Vice-President,  Mrs.  John  E.  Buettner,  Syracuse 
(’orresponding  Secretary,  Mrs.  Charles  I.  Miller,  Rochester 
Recording  Secretary,  Mrs.  Albert  Vander  Veer  II,  Albany 
Treasurer,  Mrs.  Arthur  F.  Holding,  Albany 

Convention  Committee 

Mrs.  Joseph  A.  Zavisca,  Chairman,  Buffalo 

805 


WOMEN  S MEDICAL  SOCIETY  OF 
NEW  YORK  STATE 


ANNUAL  MEETING 
Monday,  May  4 


PROGRAM 


9:00  a.m. 
12:00  Xoox 
2:00  p.m. 

7 : 00  p.m. 


Business  Meeting,  Parlor  B,  Mezzanine  Floor 
Luncheon,  Parlor  C,  Mezzanine  Floor 
Scientific  Meeting,  Parlor  B.  Mezzanine  Floor 
Supper,  Buffalo  Room,  Mezzanine  Floor 


OFFICERS 


Honorary  Presidents 

Mary'  T.  Greene.  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 

President 

S.  Elisabeth  Vuornos,  M.D. 

12  Chestnut  St.,  Liberty- 

Vice  Presidents 

Anna  P.  Walsh,  M.D. 

391  Jersey  St..  Buffalo 
My-rtle  Wilcox- Vincent,  M.D. 

134  Main  St.,  Binghamton 
Isabel  M.  Scharnagel.  M.D 

139  E.  36th  St..  New  York  City 

Secretary 

Anna  Samuelson  M.D. 

1455  Sheridan  Ave.,  New  York 
City 

Treasurer 

Marian  Walsh  Schierer.  M.D. 

361  Porter  Ave.,  Buffalo 


COUNCILLORS 

1st  District  Branch 

Madge  C.  L.  McGuinness.  M.D. 

48  E.  62nd  St..  New  York  City 

2nd  District  Branch 

Isabelle  F.  Borden,  M.D. 

83-09  35th  Ave.,  Jackson  Heights 

3rd  District  Branch 

Matie  E.  Green,  M.D. 

11  South  Lake  Ave.,  Albany 

4th  District  Branch 

Mary  H.  Rowley,  M.D. 

1520  Union  St..  Schenectady 


5th  District  Branch 

Marguerite  McCarthy-Brough.  M.D. 
1811  W.  Genesee  St.,  Syracuse 


6th  District  Branch 

Margaret  Vencko,  M.D. 

88  Oak  St.,  Binghamton 


7th  District  Branch 

Julia  A.  Delehanty,  M.D. 

41  Main  St.,  Geneseo 


8th  District  Branch 

Harriet  Hosmer,  M.D. 

333  Linwood  Ave.,  Buffalo 


Honorary  Councillors 

Helene  J.  C.  Kuhlmann,  M.D. 
Emily  Dunning  Barringer,  M.D. 
Lois  L.  Gannett.  M.D. 

Esther  Parker,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  S.  Morse.  M.D 
Mary  J.  Kazmierczak,  M.D. 
Clara  H.  Pierce,  M.D. 

Elise  S.  L'Esperance.  M.D 
Madge  C.  L.  McGuinness,  M.D. 
Marguerite  P.  McCarthy,  M.D. 
Theresa  Scanlan.  M.D. 

Helen  G.  Walker.  M.D. 

Adelaide  Romaine,  M.D. 


Honorary  Members 

Judge  Dorothy  Keny  on 
Catherine  Macfarlane,  M.D. 


CHAIRMEN  OF  COMMITTEES 


Scientific  Program 

Harriet  Hosmer,  M.D. 

333  Linwood  Ave.,  Buffalo 


Legislative 

Lois  Plummer,  M.D. 

131  Linwood  Ave.,  Buffalo 


Medical  Education 

Mary’  T.  Greene,  M.D. 

Sanitarium,  Castile 

Public  Health 

Sophie  Rabinoff,  M.D. 

166  E.  96th  St.,  New  York  City 


Public  Relations 

Leoni  Claman,  M.D. 

40  E.  88th  St.,  New  York  City- 


Membership 

Marguerite  P.  McCarthv-Brough, 
M.D 

1811  W.  Genesee  St.,  Syracuse 


Resolutions 

Helen  L.  Miller,  M.D. 

375  Park  Ave.,  New  York  City 


Medical  Economics 

Florie  D.  Frothingham.  M.D. 

133  E.  58th  St.,  New  York  City- 


Arrangements 

Annabel  B.  Miller.  M.D.  (Buffalo) 

14  Highgate  Ave..  Buffalo 
Gertrude  Felshin,  M.D.  (New  York) 
888  Park  Ave.,  New  York  City- 


Publicity 

Elizabeth  P.  Olmsted,  M.D.  (Buffalo) 
568  Lafayette  Ave.,  Buffalo 
Adelaide  Romaine,  M.D.  (New  York) 
35  W 9th  St.,  New  York  City 


TECHNICAL  EXHIBITS 


THIS  year,  for  the  first  time,  the  technical  exhibits  will  be  located  in  the  main  ballroom 
and  ballroom  foyer  of  the  Buffalo  Statler.  These  rooms  are  directly  off  the  main  lobby 
near  the  Delaware  Avenue  entrance  of  the  hotel,  which  will  make  the  exhibits  much  more 
accessible  than  heretofore.  They  will  be  set  up  together  with  a number  of  scientific  ex- 
hibits. From  reports  we  have  received,  many  new  products  and  services  will  be  shown  for 
the  first  time  at  our  meeting.  Leading  pharmaceutical  houses,  equipment  firms,  and  others 
will  be  anxious  to  have  your  patronage.  Indeed,  this  highly  important  and  interesting 
feature  of  the  Annual  Meeting  requires  your  attention  and  support. 

Here  is  a preview  of  the  exhibitors. 


Abbott  Laboratories,  North  Chicago,  Illinois  (Booth 
42),  will  exhibit  two  important  products,  Pentothal 
Sodium,  an  ultrashort-acting  barbiturate  for  intra- 
venous anesthesia,  and  Vi-Daylin,  a homogenized 
mixture  of  seven  vitamins.  Nearly  2.000  reports 
in  the  world’s  medical  literature  of  the  past  nineteen 
years  discuss  the  properties  of  Pentothal.  Vi- 
Daylin  looks  like  yellow  honey  and  tastes  like 
lemon  candy.  It  will  not  curdle  milk  and  has  no 
fishy  odor. 

The  Alkalol  Company,  Taunton,  Massachusetts 
(Booth  24),  will  feature  Alkalol,  the  balanced,  alka- 
line, saline  solution  for  the  treatment  of  mucous 
membranes  and  irritated  tissues.  It  is  bland,  non- 
toxic, and  effective,  and  has  been  a favorite  since 
1896.  We  are  also  showing  Irrigol,  a powder  which 
in  solution  makes  an  aseptic,  slightly  astringent 
vaginal  douche.  It  is  widely  used  also  for  colonic 
irrigations  and  as  an  effective  rectal  enema. 

A.  S.  Aloe  Company,  St.  Louis,  Missouri  (Booth  81). 
Visit  our  booth  where  the  Aloe  representative  will 
show  you  a cross  section  of  the  complete  line  of 
physicians’  equipment  and  supplies  carried  by  the 
A.  S.  Aloe  Company.  Highlighted  will  be  New 
Model  Steeline,  tomorrow’s  treatment  room  furni- 
ture today,  featuring  the  body  contour  table  top, 
magnetic  door  catches,  and  advanced  design,  all 
in  new  decorators  colors. 

American  Hospital  Supply  Corporation,  Evanston, 
Illinois  (Booth  10),  will  exhibit  Baxter  intravenous 
solutions,  including  Travert,  the  new  invert  sugar 
solution  providing  twice  the  calories  as  dextrose  in 
the  same  infusion  time;  Baxter  blood  transfusion 
and  plasma  equipment,  together  with  the  complete 
line  of  Baxter  expendable  accessories  for  the  intra- 
venous solutions  and  blood  and  plasma  bottles. 

Ames  Company,  Elkhart,  Indiana  (Booth  60),  will 
feature  Apamide,  prescription  analgesic,  antipyretic 
(N-acetyl-p-amitiophenol)  of  rapid  and  prolonged 
action,  and  Apromal,  non-narcotic,  nonbarbiturate 
sedative  (acetylcarbromal)  plus  N-acetyl-p-amino- 
phenol. 

The  Armour  Laboratories,  Chicago,  Illinois  (Booths 
16  and  17),  will  feature  HP  Acthar  Gel,  Tryptar, 
Aerosol,  Crystamin,  Armatinic  Capsulettes  and 
Armatinic  Liquid,  Thyrar  and  Crystar.  Armour 


Laboratories  representatives  will  be  glad  to  discuss 
with  you  the  latest  developments  in  these  products. 

Ayerst,  McKenna  & Harrison,  Li- 
mited, New  York,  New  York  (Booth 
4).  You  are  cordially  invited  to 
stop  by  at  our  booth  to  relax  and 
discuss  with  our  representatives  the 
Ayerst  line  of  prescription  special- 
ties. Literature  and  information  rel- 
ative to  Premarin,  Trilene,  Anta- 
buse, and  other  Ayerst  products  may 
be  had  at  the  booth.  Representa- 
tives will  be  glad  to  discuss  new  developments  and 
answer  any  questions. 

The  Borden  Company,  New  York,  New  York  (Booth 
44).  Meet  Bremil,  conforming  to  the  pattern  of  hu- 
man milk;  Mull-Soy  for  your  milk-allergic  patients; 
Dryco,  for  prematures  and  other  infant  feeding 
problems;  Biolac,  a liquid  modified  milk  for  infant 
feeding;  Beta  Lactose,  the  improved  milk  sugar; 
Klim  powdered  whole  milk,  and  the  Special  Skim- 
med Milks. 

Brewer  & Company,  Inc.,  Worcester,  Massachusetts 
(Booth  35).  This  exhibit  consists  of  specialties 
centering  around  Thesodate,  the  original  enteric- 
coated  tablet  of  theobromine  sodium  acetate, 
and  Luasmin,  a combination  of  theophylline  sodium 
acetate,  phenobarbital,  and  ephedrine  for  the  treat- 
ment. of  asthma.  Also,  Brewer  Capsules  and  am- 
pules, other  specialties  including  Soduxin  (Sodium 
Succinate,  Brewer)  and  standard  pharmaceuticals 
manufactured  by  Brewer  & Company,  including  a 
complete  line  of  vitamin  preparations  for  internal 
use  and  injection.  Gel-Ets,  the  newest  mode  in 
oral  vitamin  therapy,  and  Amchlor,  enteric-coated, 
1-Gm.  tablets  of  ammonium  chloride,  are  also  fea- 
tured. 

In  addition,  the  company’s  representatives  will 
feature  Asteric,  a special  enteric-coated  aspirin 
for  massive  dosages,  and  the  two  newest  Gel-ets, 
Phob  (phenobarbital)  and  Diethylstilbestrol  in 
various  strengths.  Literature  will  be  available  on 
the  new  Brewer  specialties,  Injectable  Quinidine 
Hydrochloride;  Sus-Phrine,  aqueous  suspension  of 
epinephrine  1-200  for  subcutaneous  injection  in  the 
treatment  of  asthma,  and  Kaolose  Gel,  a mixture 
of  kaolin  and  methylcellulose  in  a unique  gel  form 
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for  the  management  of  irritable  bowel,  whether 
accompanied  by  diarrhea  or  constipation. 

Burroughs  Wellcome  & Co.  (U.S.A.) 

Inc.,  Tuckahoe,  New  York  (Booth  29). 

Aerosporin  Otic  Solution  Sterile  has  a 
wide  antibacterial  action  and  is  espe- 
cially effective  against  Pseudomonas  ae- 
ruginosa. It  consists  of  Aerosporin 
Sulfate  Polymyxin  B Sulfate  in  acidified  propylene 
glycol.  It  is  hygroscopic  and  has  a low  surface 
tension.  .Also  featured  will  be  Polysporin  Polymyxin 
B,  Bacitracin  Ointment.  It  has  a broad  antibacte- 
rial action  and  is  used  for  treating  pyogenic  conditions 
of  the  eye  and  skin  and  infected  lesions,  also  for 
preventing  infections  in  clean  wounds  and  burns. 

Cambridge  Instrument  Company,  Inc.,  New  York, 
New  York  (Booth  26).  The  well-known  Cambridge 
Simpli-Seribe  Model  Direct- Writing  Portable  Elec- 
trocardiograph and  the  Cambridge  Standard  String 
Galvanometer  Electrocardiograph,  both  in  the 
Simpli-Trol  Portable  and  the  Mobile  Model  Elec- 
troeardiograph-Stethograph  with  Pulse  Recorder, 
will  be  displayed  at  this  booth.  Also  exhibited 
will  be  several  other  important  Cambridge  instru- 
ments including  Operation  Room  Cardioscope, 
Educational  Cardioscope,  Multi-Channel  Direct- 
Writing  Recorder.  Elect  rokymograph . Plethysmo- 
graph,  and  pH  Meter.  The  Cambridge  engineers  in 
attendance  will  be  glad  to  discuss  your  problems  and 
make  recommendations  accordingly. 

Camel  Cigarettes,  New  York,  Xew  York  (Booth  69), 
will  mark  your  initials  on  an  attractive  plastic  ciga- 
rette case  filled  with  a package  of  those  mild,  flavorful 
Camels.  This  exhibit  features  a display  of  some  of 
the  tobaccos  used  in  blending  this  famous  cigarette 
which  leads  all  other  brands  by  many  billions. 

Carnation  Company,  Los  Angeles,  California  (Booth 
80).  You  are  cordially  invited  to  visit  our  booth 
where  you  will  see  an  attractive  animated  display 
illustrating  the  reasons  why  Carnation  Evaporated 
Milk  deserves  consideration  as  your  first  choice 
for  infant  formulas.  Carnation  medical  specialists 
will  answer  all  questions  on  our  sole  processing  and 
sterilization  technics. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit, 
Xew  Jersey  (Booth  33),  will  feature  Apresoline,  a 
phthalazine  derivative  which  is  an  orally  effective 
and  relatively  safe  therapy  in  hypertension  of  di- 
verse etiology.  Representatives  in  attendance  will 
be  very  glad  to  discuss  and  to  provide  literature  on 
this  and  other  Ciba  products. 

The  Coca-Cola  Company,  Atlanta.  Georgia  (Booths 
58  and  59).  Ice-cold  Coca-Cola  served  through  the 
cooperation  and  courtesy  of  The  Coca-Cola  Bottling 
Company  of  Xew  York,  Inc.,  and  The  Coca-Cola 
Company. 

Davies,  Rose  & Company,  Limited,  Boston,  Massa- 
chusetts (Booth  76),  cordially  invites  members  of 
the  Society  to  visit  its  booth.  Although  most 
physicians  need  no  introduction  to  our  outstanding 
cardiac  therapies,  Pil.  Digitalis  and  Tablets  Quini- 
dine  Sulfate,  Xatural,  our  representative,  Mr. 
Houghton  V.  Orne,  will  be  on  hand  to  greet  you 
and  to  explain  the  dependability  of  this  firm’s 
laboratory’  productions. 


The  Denver  Chemical  Manufacturing  Company,  Inc., 

X ew  York , X ew  York  ( Booth  55 ).  You  are  cordially 
invited  to  visit  our  booth  to  see  a demonstration 
of  Denco  reagents,  Sugar  Test  Deneo  (Galatest 
powder),  Acetone  Test  Denco,  and  the  new  Albumin 
Test  Denco.  These  simplified  tests  offer  the  ad- 
vantages of  accuracy,  simplicity,  and  economy 
in  routine  urinalysis.  A combination  kit  contain- 
ing Sugar  Test  Denco  and  Acetone  Test  Denco  is 
made  especially  for  use  by  the  diabetic  patient. 

Desitin  Chemical  Company,  Providence,  Rhode 
Island  (Booth  38).  Desitin  Ointment  is  the  pio- 
neer in  external  cod  liver  oil  therapy.  Indications: 
diaper  rash,  slow  healing  wounds,  bums  of  all  de- 
grees, lacerations,  hemorrhoids,  and  fissures.  Des- 
itin Powder  is  a unique,  dainty  medicinal  powder 
saturated  with  cod  liver  oil.  Eiesitin  Hemorrhoidal 
Suppositories  with  Cod  Liver  Oil  coat  anorectal 
area  with  soothing,  lubricating  cod  liver  oil,  give 
prompt  relief  of  pain,  allay  itching.  Desitin  lotion 
is  the  original  cod  fiver  oii  lotion,  soothing,  protec- 
tive, mildly  astringent  and  healing,  in  nonspecific 
dermatitis,  pruritis,  poison  ivy,  etc. 

The  Dietene  Company,  Minneapolis,  Minnesota 
( Booth  62b  Visit  our  exhibit  and  examine  the  Free 
Diet  Service  for  physicians.  The  diets  are  nutri- 
tionally well-balanced,  easy  to  follow,  and  made  to 
appear  as  if  they  were  typed  in  your  office.  Meri- 
tene,  the  economical  and  palatable  whole  protein 
supplement,  and  Dietene,  the  Council-accepted 
reducing  supplement,  will  be  on  display. 

Doak  Company,  Inc.,  Cleveland,  Ohio  (Booth  74).  is 
pleased  to  exhibit  a line  of  nationally  recognized 
dermatologic  preparations,  time-honored  for  their 
therapeutic  superiority.  Our  professional  service 
representatives  will  be  happy  to  acquaint  you  with 
the  merits  of  Doak  preparations  and  the  indications 
for  their  use.  Included  among  the  several  products 
on  display  will  be:  Buro-Sol  Powder  (Soluble 

Powder  .Aluminum  Acetate,  Doak),  antiphlogistic 
and  astringent  wet  application  or  compress;  Lotic 
Alsulfa,  Doak,  highly  dispersed  colloidal  sulfur 
lotion;  Tersus.  Doak.  the  original  soapless  deter- 
gent with  a constant  pH  of  6.8.  This  is  an  excellent 
skin  cleanser  and  shampoo,  indicated  in  soap  allergy, 
eczema,  acne,  and  seborrheic  dermatitis. 

Doho  Chemical  Corporation,  Xew  York,  Xew  York 
(Booths  56  and  57),  is  pleased  to  exhibit  Auralgan, 
the  ear  medication  for  the  relief  of  pain  in  otitis 
media  and  removal  of  cerumen;  Rhinalgan,  the 
nasal  decongestant  which  is  free  from  systemic  or 
circulatory  effect  and  equally  safe  to  use  on  infants 
as  well  as  the  aged,  and  the  new  O-tos-mo-san.  the 
effective,  nontoxic  ear  medication  which  is  fungi- 
cidal and  bactericidal  (gram  negative-gram  positive) 
in  the  suppurative  and  aural  dermatomvcotic  ears. 
Mallon  Chemical  Corporation,  subsidiary  of  the 
Doho  Chemical  Corporation,  is  also  featuring  Rec- 
talgan,  the  liquid  topical  anesthesia,  also  bacteri- 
cidal and  fungicidal  for  control  of  secondary  in- 
vaders, particularly  recommended  for  treatment 
of  mold  infections  (Monilia)  occurring  after  anti- 
biotic therapy,  also  for  relief  of  pain  and  discom- 
forture  in  hemorrhoids,  pruritus,  and  perineal 
suturing. 

Dome  Chemicals,  Inc.,  Xew  York,  Xew  York  (Booth 
21).  High  Potency  Vitamin  A applied  topically  has 
now  been  proved  to  act  as  a drug  in  inhibiting  scab- 


April  1,  1953] 


TECHNICAL  EXHIBITS 


809 


ness  of  the  skin.  Here  this  therapy  is  exhibited  alone 
and  in  combination  with  Estrone  U.S.P.  and  Neo- 
mycin. Preparations  available  are  Vi-Dom-A 
Creme,  High  Potency  Vi-Dom-A  Creme,  High  Po- 
tency Es-A  Creme,  and  Es-A-Mycin  Creme.  Also 
being  shown  are  all  the  old  Dome  favorite  originals 
such  as  Domeboro,  Daxalan,  Vi-Dom-A  Pillettes, 
etc.  In  charge  of  exhibit  will  be  Mr.  I.  B.  Wershaw. 

Eaton  Laboratories,  Inc.,  Norwich,  New  York 
(Booth  12).  For  rapid,  painless,  topical  antibac- 
terial therapy,  Furacin  is  now  available  in  a new 
dosage  form,  Furacin  Soluble  Powder.  This  is  de- 
signed for  application  on  wounds,  burns,  ulcers, 
otitis,  and  vaginitis.  Demonstration  of  its  ad- 
ministration from  powder  insufflators  will  be  made. 
When  pregnancy  is  contraindicated,  Lorophyn 
Suppositories  offer  an  effective,  simple  technic. 

Fellows  Medical  Mfg.  Co.,  Inc.,  New  York,  New 
York  (Booth  8).  Felo’Ral  Capsules,  the  only,  the 
first  nonbarbiturate  antispasmodic  sedative  in  soft 
gelatin  capsules,  will  be  featured.  Felo’Ral  Cap- 
sules (pink  and  white)  contain  chloral  hydrate 
plus  a fixed  ratio  of  the  naturally  occurring  bella- 
donna alkaloids.  Fellows  Chloral  Hydrate  Cap- 
sules, 33/4-grain  and  7*/rgrain,  the  effective  and 
safe  sedative  and  hypnotic  without  “hangover,” 
without  gastric  distress,  will  also  be  shown,  together 
with  other  Fellows  products. 

C.  B.  Fleet  Company,  Inc.,  Lynchburg,  Virginia 
(Booth  67),  cordially  invites  you  to  stop  at  their 
booth  to  see  the  exhibit  of  Phospho-Soda  (Fleet). 
Phospho-Soda  (Fleet)  is  a solution  containing,  in 
each  100  cc.  sodium,  biphosphate  48  Gm.  and  sodium 
phosphate  18  Gm.  There  is  only  one  Phospho- 
Soda  (Fleet). 

General  Electric  Company,  X-Ray  Department, 

Milwaukee,  Wisconsin  (Booth  5),  is  introducing 
the  Imperial,  a new  diagnostic  x-ray  unit  whose 
unusual  design  is  a complete  “break  with  tradition.” 
The  table  is  mounted  on  a pivoting  ring,  slides  in 
and  out  like  a Bucky  tray,  offers  180  degrees  of 
uninterrupted  angulation.  There  is  no  tube  stand. 
The  spot-film  device  requires  approximately  30 
per  cent  less  counterweighting.  Imperial  space 
requirements  are  864  cubic  feet  less  than  conven- 
tional units. 

The  Harrower  Laboratory,  Inc.,  Jersey  City,  New 
Jersey  (Booth  7).  When  Harrower  investigators 
isolated  the  active  laxative  principle  of  prunes, 
they  established  an  entirely  new  concept  in  the 
management  of  functional  constipation.  This  prin- 
ciple is  incorporated  in  two  Harrower  products, 
Prulose  Complex  and  Isocrin.  Used  alone  or  in 
conjunction  with  one  another,  they  cover  every 
conceivable  laxative  requirement,  without  side- 
effects,  and  with  complete  flexibility  of  individual 
dosage. 

Holland-Rantos  Company,  Inc.,  New  York,  New 
York  (Booth  79).  Physicians  interested  in  medical 
contraception  are  invited  to  discuss  with  Holland- 
Rantos  representatives  professional  criteria  for 
selection  of  method.  Council-accepted  and  time- 
tested  Koromex  Diaphragms,  Koromex  Jelly, 
and  Koromex  Cream,  separately  and  in  sets,  will 
be  shown.  See  also  trichomonicidal,  fungicidal,  and 
bactericidal  Nylmerate  Jelly  and  Nylmerate  Solu- 
tion Concentrate  for  effective  therapy  in  Tri- 
chomonas vaginalis,  moniliasis,  nonspecific  vaginitis, 
etc. 


Irwin,  Neisler  & Company,  Decatur,  Illinois  (Booth 
68).  You  will  be  among  friends  at  the  Irwin, 
Neisler  booth  again  this  year.  We  will  be  pleased 
to  answer  your  questions  or  help  with  your  prob- 
lems regarding  Cardalin,  the  first  therapeutic  oral 
dosage  form  of  aminophylline.  If  you  have  no 
problems,  just  stop  by  to  say  “hello!” 

Ives-Cameron  Company,  Inc.,  New  York,  New  York 
(Booth  64),  cordially  invites  you  to  visit  their  booth, 
where  competent  representatives  will  be  happy  to 
discuss  with  you  their  specialties  in  the  intestinal, 
arthritic,  and  deficiency  disease  fields. 

Jeffrey-Fell  Company,  Buffalo,  New  York  (Booth 
70).  Our  representatives  will  be  on  hand  to  greet 
our  many  friends  of  the  Medical  Society.  You  are 
cordially  invited  to  visit  our  display  of  surgical 
instruments,  medical  equipment,  and  supplies, 
w-here  many  new-  items  of  timely  interest  will  be 
shown. 

Keleket  X-Ray  Corporation,  Covington,  Kentucky 
(Booth  23),  will  feature  a new  compact,  diagnostic 
x-ray  unit.  Full  sized  in  every  detail,  it  is  designed 
to  afford  full  range  facilities  to  the  doctor  in  his 
office  or  clinic.  It  is  accommodated  readily  in  an 
8-  by  10-foot  room.  Experienced  and  courteous 
personnel  are  on  hand  to  answer  your  inquiries, 
demonstrate  this  economical  new  equipment,  and 
point  out  its  simple  automatic  features. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  New  York,  New  York  (Booth  6).  You  are 
cordially  invited  to  visit  our  exhibit,  where  you  will 
find  representatives  who  are  prepared  to  give  you 
the  latest  information  on  Lederle  products. 

The  Liebel-Flarsheim  Company,  Cincinnati,  Ohio 
(Booth  63),  manufacturers  of  electromedical  equip- 
ment for  over  thirty-five  years,  and  Geo.  Wm. 
Finegan,  Inc.,  Rochester,  New  York,  invite  you  to 
visit  their  booth.  The  latest  short-wave  diathermy 
and  Bovie  electrosurgical  apparatus  will  be  avail- 
able for  examination  and  demonstration.  Capable 
representatives  will  be  on  hand.  We  hope  you  will 
stop  at  the  exhibit  to  see  this  apparatus  and  become 
better  acquainted  with  us. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booths  36  and  37).  You  are  cordially  invited  to 
visit  the  Lilly  exhibit.  New  antibiotics,  cardiac 
drugs,  decongestants,  antihistamines,  antithyroid 
drugs,  and  aids  for  the  diabetic  are  featured  in  the 
display.  Lilly  medical  service  representatives  will 
welcome  your  questions  about  these  and  other 
recent  therapeutic  developments. 

M.  & R.  Laboratories,  Co- 
lumbus, Ohio  (Booth  66). 

Your  Similac  representatives 
are  happy  to  take  part  in  this 
meeting.  They  are  pleased 
to  have  the  opportunity  to 
discuss  with  you  the  role  of 
Similac  in  infartt  feeding. 

They  have  for  you  the  latest 
Pediatric  Research  Confer- 
ence reports.  Also  available 
are  current  reprints  of  pediatric  nutritional  interest. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  14),  will  feature  the  change  in  the  formu- 
lation of  Dextri-Maltose,  the  dried  carbohydrate, 
designed  specially  for  use  in  infant  formulas.  In 
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addition  to  Xatalins,  small  capsules  containing 
vitamins  and  minerals,  designed  particularly  for 
use  in  pregnancy  and  lactation,  the  Yi-Sols  and  four 
Pablum  cereals  will  be  on  display.  Representatives 
in  attendance  will  be  glad  to  furnish  information 
regarding  the  above  products. 

Medical  Film  Guild,  New  York,  New  York  (Ballroom 
Foyer).  Scientific  Motion  Picture  Theatre.  The 
recognition  given  Medical  Film  Guild,  Ltd.  by  the 
medical  profession  is  a distinct  honor  and  may  be 
due  to  the  painstaking  effort  taken  in  making  each 
film  a postgraduate  report  on  the  subject  covered. 
These  films  range  from  pediatrics  to  geriatrics  and 
include  many  in  internal  medicine  such  as:  Hyper- 
tensive Crises,  Allergy,  Hypothyroidism,  Management 
of  the  Failing  Heart,  Urinary  Infections.  Medical 
Film  Guild  has  recently  formed  a department  of 
experimental  photography  and  has  produced  such 
original  endeavors  as:  Ocular  Biomicroscopy, 

The  Atomic  Apothecary,  Occupational  Health  Prob- 
lems (With  Special  Attention  to  the  Overcoming 
of  Hazards  at  Atomic  Energy  Centers).  We  cor- 
dially invite  doctors  who  wish  to  broaden  their 
teaching  activities  to  investigate  how  films  may 
bring  their  subjects  before  thousands  at  local  medical 
meetings  instead  of  the  few  who  attend  isolated 
lectures.  Bear  in  mind  that  a motion  picture  film 
will  reach  thousands  in  a relatively  short  time. 
In  one  year  our  films  reached  69.000  doctors  at 
local  medical  meetings  and  over  30.000  at  medical 
conventions.  Tell  the  chairman  of  your  local  medi- 
cal meeting  about  our  films,  most  of  which  are  avail- 
able at  no  charge. 

Merck  & Company,  Rahway,  New  Jersey  (Booth 
53),  is  featuring  Cortone,  Hydrocortone,  Nalline, 
and  other  medicinal  preparations.  Cortone  has 
produced  striking  clinical  improvement  in  rheuma- 
toid arthritis  and  related  rheumatic  diseases; 
bronchial  asthma:  eye  diseases  including  non- 

specific iritis,  iridocyclitis,  and  uveitis,  and  skin 
diseases  including  cases  secondary  to  drug  reactions. 
Hydrocortone  is  recommended  for  injection  into 
the  articular  cavity  of  a rheumatoid  or  osteoarthritic 
joint.  Nalline  is  a specific  antidote  in  the  treat- 
ment of  overdosage  with  morphine  and  its  deriva- 
tives, as  well  as  meperidine  and  methadone.  Repre- 
sentatives at  the  Merck  booth  will  be  glad  to  pro- 
vide information  on  these  and  other  medicinal  prepa- 
rations, such  as  antibiotics,  Xeo-Antergan,  Urecho- 
line,  and  Vinethene. 

Philip  Morris  & Company,  New  York,  New  York 
( Booth  11),  will  show  the  results  of  research  on  the  ir- 
ritant effects  of  cigarette  smoke.  These  results  show 
conclusively  that  Philip  Morris  are  less  irritating 
than  other  cigarettes.  An  interesting  demonstra- 
tion on  smokers  will  be  made  at  the  exhibit  which 
will  show  the  difference  in  cigarettes. 

National  Dairy  Council,  New  York,  New  York  (Booth 
77).  “Ice  Cream  is  a Nutritious  Food”  is  the  theme 
of  the  National  Dairy  Council  display.  A full  color 
photograph  of  ice  cream  is  accompanied  by  graphic 
presentation  of  scientific  facts  showing  the  food 
value  of  ice  cream.  Printed  materials  are  on  dis- 
play and  will  be  furnished  to  persons  requesting 
them. 

Nepera  Chemical  Company,  Inc.,  Yonkers,  New 
York  (Booth  61).  Featured  at  the  Nepera  booth  is 
Biomydrin,  an  ethical  nasal  spray  based  upon  a 


modern  concept,  a single  preparation  incorporating 
the  substances  preferred  in  the  therapy  of  nasal 
congestion.  Neohetramine,  the  antihistamine  of- 
fering potency  of  activity  with  virtual  freedom  from 
toxicity.  Mandelamine,  widely  recognized  prod- 
uct in  the  treatment  of  urinary  infections. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  72),  cordially  invites  you  to  visit  their 
exhibit.  The  Ortho  display  will  feature  Preceptin 
vaginal  gel,  their  new  product  for  conception  control 
designed  for  use  without  a vaginal  diaphragm. 
Preceptin  vaginal  gel  has  achieved  an  outstanding 
record  of  clinical  effectiveness  and  has  been  widely 
acclaimed  by  the  medical  profession.  Your  in- 
quiries on  Preceptin  vaginal  gel  are  invited. 

Parke,  Davis  & Company,  Detroit,  Michigan  (Booth 
1).  A cordial  welcome  awaits  you  at  our  booth. 
Members  of  our  medical  service  staff  will  be  on  hand 
to  greet  you  and  discuss  any  of  our  products  in 
which  you  may  be  particularly  interested. 

Pet  Milk  Company,  St.  Louis,  Missouri  (Booth  20). 
Specially  trained  representatives  will  be  in  attend- 
ance to  discuss  the  use  of  Pet  Milk  in  infant  feeding, 
and  to  present  many  services  that  are  time-savers 
for  busy  physicians.  Miniature  Pet  Milk  cans  will 
be  given  to  visitors  at  the  exhibit. 

Chas.  Pfizer  & Company,  Brooklyn,  New  York 
(Booth  31).  Terramvcin,  newest  of  the  broad- 
spectrum  antibiotics,  forms  a dramatic  central 
feature  of  this  display.  The  newest  dosage  forms 
of  Terramycin  are  exhibited,  and  indications  for 
use  are  described. 

Philosophical  Library,  New  York,  New  York  (Booth 
48),  will  feature  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  the  following  of 
its  new  books:  The  Conception  of  Disease,  by  Dr. 
Walther  Riese;  The  Philosophy  of  Psychiatry, 
by  Dr.  Harold  Palmer;  and  the  recent  publication, 
Spinoza  Dictionary,  by  Dagobert  D.  Runes,  with  a 
preface  by  Albert  Einstein. 

Picker  X-Ray  Corporation,  White  Plains,  New  York 
(Booths  49  and  50),  invite  you  to  visit  their  exhibit 
where  the  latest  accessories  and  equipment  avail- 
able for  x-ray  work  are  on  display.  A staff  of  tech- 
nical specialists  will  be  pleased  to  assist  you  with 
any  x-ray  planning  or  technical  problem. 

The  Purdue  Frederick  Company,  New  York,  New 
York  (Booth  46),  is  exhibiting  Chlorogiene  Duch- 
ettes,  the  exclusive,  therapeutic  chlorophyll-lactose 
douche,  and  Chlorogiene  Colpotabs,  chlorophyll- 
lactose  vaginal  insert  tablets.  Chlorogiene  has 
been  demonstrated  to  be  clinically  effective  in  the 
control  of  leukorrhea,  leukorrhea  odor,  and  pruri- 
tus in  varied  vaginal  disorders.  Samples  and 
literature  are  available  at  the  Purdue  Frederick 
Company  booth.  Professional  service  representa- 
tives are  on  hand  to  furnish  details  and  information 
on  Chlorogiene. 

L.  & B.  Reiner,  Inc.,  New  York,  New  York  (Booth 
27),  presents  the  revolutionary  new  Jones  Air-Basal 
that  requires  no  oxygen  tank.  It  tests  the  widest 
range  of  sizes  of  patients  and  different  types  of 
breathers  and  combines  ease  of  operation  with  the 
minimum  service  requirements.  Also  displayed  is  the 
H.  G.  Fischer  X-Ray  apparatus  and  Teca  Physical 
Rehabilitation  equipment. 
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Riker  Laboratories,  Inc.,  Los  Angeles,  California 
(Booth  25),  presents  Veriloid  (Brand  of  Alkavervir), 
a powerful  hypotensive  agent.  Veriloid  provides  a 
means  of  reducing  blood  pressure  within  a matter  of 
minutes.  It  is  supplied  in  intravenous  and  intra- 
muscular forms.  Accepted  by  the  Council  on  Chem- 
istry and  Pharmacy  of  the  A.M.A. 

Ritter  Company,  Inc.,  Rochester,  New  York  (Booth 
78).  Remove  backbreaking  labor  from  daily  of- 
fice routine.  See  the  remarkable  Ritter  Universal 
motor-operated  examination  and  treatment  table 
featuring  extreme  high-low  range.  Do  yourself  a 
favor  by  investigating  all  of  the  benefits  you  will  de- 
rive from  this  investment  in  a lifetime  of  con- 
venience and  comfort  for  both  patient  and  doctor. 

A.  H.  Robins  Company,  Inc., 

Richmond,  Virginia  (Booth  30). 

Physicians  attending  the  Annual 
Meeting  of  the  Medical  Society  of 
the  State  of  New  York  are  ex- 
tended a cordial  invitation  to  visit 
the  exhibit  of  the  A.  H.  Robins 
Company,  which  is  this  year  cele- 
brating its  seventy-fifth  year  of  service  to  the 
medical  profession.  Experienced  representatives 
will  be  in  attendance  to  welcome  you  and  an- 
swer inquiries  relative  to  Robins’  prescription  special- 
ties. 

J.  B.  Roerig  & Company,  Chicago,  Illinois  (Booth 
19).  Members  of  the  Medical  Society  of  the  State 
of  New  York  are  cordially  invited  to  visit  our  ex- 
hibit. Professional  service  representatives  will  be 
on  hand  to  welcome  all  interested  visitors. 

Rystan  Company,  Inc.,  Mount  Vernon,  New  York 
(Booth  15).  Rystan’s  exhibit  features  the  Chlo- 
resium  line  of  water-soluble  chlorophyll  prepara- 
tions, particularly  Council-accepted  Chloresium 
Ointment  and  Solution  for  the  treatment  of  resistant 
wounds,  burns,  and  ulcerations.  Reprints  of  re- 
cently published  clinical  studies  are  available  as 
well  as  a complete  monograph  incorporating  more 
than  90  references  bearing  on  Chloresium  therapy. 

Sanborn  Company,  Cambridge,  Massachusetts 
(Booth  40).  Sanborn  instruments  to  be  shown  will 
include  the  direct- writing  Viso-Cardiette;  the 
Metabulator,  latest  model  metabolism  tester,  and 
the  Electrophrenic  Respirator.  Fall  data  will 
also  be  available  concerning  the  Sanborn  Poly-Viso 
and  Twin-Viso  (multichannel  biophysical  research 
recorders),  the  Electromanometer  (for  pressure  re- 
cordings), and  other  new  Sanborn  instruments  for 
cardiac  and  other  research,  teaching,  and  diagnosis. 

Saratoga  Springs  Authority,  Saratoga  Springs, 
New  York  (Booth  65).  The  New  York  State- 
owned  Saratoga  Spa  presents  a new  exhibit  to  em- 
phasize naturally  carbonated  mineral  water  treat- 
ments. State  colors  of  blue  and  gold  predominate. 
Exhibit  panels  include  color  transparencies  showing 
bath  houses  and  recreational  features.  Two  panels 
describe  facilities  for  rehabilitation  and  recreation. 
Literature  will  be  distributed  by  an  attendant,  and 
State-bottled  Geyser  water  will  be  served  to  booth 
visitors. 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania (Booth  9).  The  new  Conn  Current  Therapy 
1953,  Parsons  and  Ulfelder’s  Atlas  of  Pelvic  Opera- 
tions, Dunphy  and  Botsford’s  Physical  Examination 


of  the  Surgical  Patient,  Banks  and  Laufman’s 
Atlas  of  Surgical  Exposures  of  Extremities,  and 
Todd,  Sanford,  and  Wells’  Clinical  Diagnosis  by 
Laboratory  Methods  (12t,h  edition)  are  just  a few 
of  the  new  Saunders  books  on  display,  along  with 
many  of  our  standard  works. 

Schering  Corporation,  Bloomfield,  New  Jersey 
(Booth  3).  Members  of  the  Medical  Society  of  the 
State  of  New  York  and  their  guests  are  cordially 
invited  to  visit  the  Schering  exhibit  where  new  thera- 
peutic developments  will  be  featured.  Included  in 
this  exhibit  will  be  Prantal,  Methylsulfate,  Schering, 
the  first  selective  anticholinergic  agent,  and  Dor- 
mison,  the  nonbarbiturate  hypnotic.  Schering 
representatives  will  be  present  to  discuss  with  you 
these  products  as  well  as  other  products  of  our  manu- 
facture. 

G.  D.  Searle  & Company,  Chicago,  Illinois  (Booth 
18).  You  are  cordially  invited  to  visit  the  Searle 
booth  where  our  representatives  will  be  happy  to 
answer  any  questions  regarding  Searle  products  of 
research.  Featured  will  be  Vallestril,  the  new 
synthetic  estrogen  for  menopausal  symptoms; 
Ban  thine,  the  true  ant  icholinergic  drug  for  the  treat- 
ment of  peptic  ulcers,  and  Dramamine,  for  the  pre- 
vention and  active  treatment  of  motion  sickness. 

Smith,  Kline  & French  Laboratories, 

Philadelphia,  Pennsylvania  (BoQth  34). 

We  extend  a cordial  invitation  to  you  to 
visit  our  booth  where  “Dexedrine”  Span- 
sules  will  be  featured.  Each  capsule  con- 
tains more  than  100  tiny  pellets  with  varying 
disintegration  times.  The  “Dexedrine”  (15  mg.) 
is  released  gradually,  yet  uniformly,  over  a span  of 
eight  to  ten  hours.  Thus,  in  weight  reduction,  one 
“Dexedrine”  Spansule,  taken  on  arising,  curbs 
appetite  evenly  and  effectively  throughout  the  day. 

E.  R.  Squibb  & Sons,  New  York,  New  York  (Booth 
32).  New  Squibb  products  and  new  brochures  of  use- 
ful interest  to  you  on  products  already  introduced  will 
be  featured.  As  in  former  years,  your  Squibb  repre- 
sentative again  cordially  invites  you  to  visit  the 
Squibb  booth. 

The  Stuart  Company,  Chicago,  Illinois  (Booth  43). 

Tampax  Incorporated,  New  York,  New  York  (Booth 
75).  On  display  at  the  Tampax  booth  are  the  Dickin- 
son anatomic  charts,  medical  reprints  on  tampons, 
and  the  three-dimensional  Tampax  teaching  model. 
A new  booklet  on  menstruation  is  available  for 
patients.  Our  educational  consultants  will  gladly 
discuss  with  you  the  correct  use  of  the  three  absor- 
bencies, Junior,  Regular,  and  Super  Tampax. 

Travenol  Laboratories,  Inc.  (Subsidiary  of  Baxter 
Laboratories,  Inc.),  Morton  Grove,  Illinois  (Booth 
39),  will  exhibit  Piromen,  a sterile,  nonprotein,  non- 
antigenic  bacterial  component  in  a colloidal  dis- 
persion for  parenteral  use.  Piromen  is  a stimulant 
for  the  endocrine  and  reticuloendothelial  systems, 
proved  of  value  in  the  treatment  of  certain  skin 
disorders,  eye  disorders,  and  allergies. 

Universal  Products 
Corp., Norristown,  Penn- 
sylvania (Booth  A). 

You’ve  often  wished  to 
have  a light  at  the  end 
of  your  finger.  The  new 
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“Surgeon’s  Fingalyte”  shown  here  is  just  that.  Bulb 
on  finger  tip,  it  penetrates  into  all  cavities,  gives 
perfect  cold  transillumination,  and  saves  the  physi- 
cian’s time.  Other  features  include  a headlight 
(weighing  only  two  ounces)  and  all  of  your  diag- 
nostic lighting  needs  contained  in  a small  case. 
Also  the  surgeon’s  “X-L-Lyte”  with  a record  of 
over  80,000  in  use. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
(Booth  54).  The  importance  of  cortisone  is  ex- 
panding as  clinicians  discover  broadening  uses. 
The  scope  of  its  application  increases  from  month  to 
month.  The  Upjohn  Company  is  justly  proud  of 
its  part  in  the  development  of  cortisone  and  in  its 
discovery  of  new  production  methods.  It  is  our 
aim  to  make  cortisone  available  to  ever-increasing 
numbers.  Competent  representatives  welcome  your 
inquiries  and  discussion. 

U.S.  Vitamin  Corporation,  Xew  York,  New  York 
(Booth  52).  See  the  “oil-in-water”  demonstration  of 
liposoluble  vitamins  A and  D made  completely 
water-soluble,  a vitamin  technical  achievement 
originated  and  developed  by  the  U.S.  Vitamin  Cor- 
poration Research  Laboratories.  Three  pharma- 
ceutical firsts,  Yi-Syneral  Vitamin  Drops,  multi- 
vitamins in  drops  solution;  Yi-Syneral  Injectable, 
multivitamin  parenteral  solution,  and  now  Yi- 
Aquamin,  aqueous  vitamins  and  minerals  in  a 
single  capsule.  We  cordially  invite  you  to  our 
booth  for  detailed  literature  and  professional 
samples. 

Varick  Pharmacal  Company,  Inc.,  E.  Fougera  & 
Company,  Inc.,  Xew  York,  Xew  York  (Booth  2), 
cordially  invite  physicians  to  discuss  with  profes- 
sional service  representatives  new  preparations  of 
importance  to  your  everyday  practice.  Descriptive 
literature  and  samples  of  all  products  will  be 
available. 

Walden  Industries,  Inc.,  Xew  York,  Xew  York 
(Booth  71),  are  showing  “Quick-Clix”  clinical  photo- 
graphic projection  bulb  and  Strobe  outfits  equipped 
with  remote  control  automatic  preset  aperture  and 
shutter  operating  mechanism  for  finer  color  and 
black  and  white  photography.  They  are  also  show- 
ing their  now  sensational  “Walco”  units  for  simple, 


standardized,  daily  routine  clinical  photography, 
extremely  low  priced  to  introduce  widespread  use 
of  clinical  photography. 

Wallace  & Tieraan  Products,  Inc.,  Belleville, 
Xew  Jersey  (Booth  45),  will  feature  Desenex,  the 
well-known  undecylenic  acid  fungicide;  Salundek 
(new),  with  the  improved  formulation,  for  treating 
tinea  capitis;  Sotradecol,  for  safe,  effective  sclero- 
therapy; Azochloramid,  the  time-tested  choline 
topical  antiseptic,  and  Lorzinex,  the  new  cleansing 
and  therapeutic  douche  preparation  effective  at  the 
normal  vaginal  acid  pH. 

Westinghouse  Electric  Corporation,  Baltimore, 
Maryland  (Booth  73).  A graphic  demonstration 
of  the  Fluorex  Image  Amplifier,  which  allows  the 
physician  to  fluoroscope  in  a lighted  room  and  actu- 
ally see  more  detail,  is  one  of  the  features  of  the 
Westinghouse  X-Ray  Division  exhibit. 

Westwood  Pharmaceuticals,  Division  of  Foster- 
Milburn  Company,  Buffalo,  Xew  York  (Booth  22), 
displays  its  vaginal  anti-infectives,  Gentia-Jel  and 
Westhiazole,  now  packaged  in  plastic,  single-dose, 
disposable  applicators.  These  plastic  applicators 
make  possible  antimycotic  therapy  in  the  office  and 
at  home,  with  gentian  violet,  without  the  mess  and 
inconvenience  usually  associated  with  this  specific 
moniliacide.  Demonstrations  will  be  made  at  the 
Westwood  booth. 

White  Laboratories,  Inc.,  Kenilworth,  Xew  Jersey 
(Booth  13),  manufacture  a large  line  of  ethically 
promoted  pharmaceuticals  including  pediatric  prod- 
ucts, hormonal  preparations,  penicillin  products, 
vitamins,  obstetric  drugs,  including  the  well-known 
Mol-Iron  line,  and  Gitaligin,  the  digitalis  glycoside 
with  the  widest  reported  margin  of  safety. 

Winthrop-Steams,  Inc.,  Xew  York,  Xew  York  (Booth 
47 ) will  feature  the  following  products : Telepaque, 
the  new,  highly  effective  and  well-tolerated  oral 
cholecystopaque  medium.  Gives  denser,  clear-cut 
pictures  of  the  gallbladder  and,  in  a substantial 
number  of  cases,  also  permits  visualization  of  the 
biliary  ducts;  Apolamine,  for  more  efficient  control 
of  nausea  and  vomiting  due  to  pregnancy,  radiation 
sickness,  and  other  causes. 


Credentials 

Charles  F.  McCarty,  Chairman,  Kings 
Edward  L.  Schwabe,  Chautauqua 
George  Schwartz,  Bronx 
Frank  A.  Gagan,  Dutchess 
Ferdinand  H.  Herrman,  Queens 

President’s  Report 

Henry  E.  McGarvey,  Chairman,  Westchester 

Joseph  C.  O’Gorman,  Erie 

Edwin  A.  Griffin,  Kings 

William  E.  Pelow,  Onondaga 

David  W.  Beard,  Schoharie 

Reports  of  Secretary,  Censors,  and  District  Branches 
Theodore  R.  Proper,  Chairman,  Orange 
Moses  H.  Krakow,  Bronx 
Stanley  B.  Folts,  Seneca 
Joseph  A.  Lane,  Monroe 
David  Fertig,  Westchester 

Reports  of  Treasurer,  Trustees,  and  Finance  Com- 
mittee 

R.  Edward  Delbridge,  Chairman,  Monroe 
Thomas  F.  McCarthy,  Bronx 
Thomas  M.  Watkins,  St.  Lawrence 
Kenneth  M.  Lewis,  New  York 
Kenneth  F.  Bott,  Greene 


Planning  Committee  for  Medical  Policies 
John  F.  Kelley,  Chairman,  Oneida 
Peter  M.  Murray,  New  York 
Christopher  Wood,  Westchester 
George  D.  Anderson,  Saratoga 
John  C.  Brady,  Erie 


M alpractice  Insurance  and  Defense  Board 
Legal  Counsel 

Walter  S.  Bennett,  Chairman,  Washington 
Frank  LaGattuta,  Bronx 
Solomon  Schussheim,  Kings 
Austin  B.  Johnson,  Second  District  Branch, 
Nassau 

Homer  L.  Nelms,  Albany 


Constitution  and  Bylaws  Committee  of  Council 
Aaron  Kottler,  Chairman,  Kings 
Orin  Q.  Flint,  Delaware 
Frank  J.  Cerniglia,  Queens 
Homer  J.  Knickerbocker,  Ontario 
James  M.  Blake,  Schenectady 
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Council — Part  I 

POSTGRADUATE  EDUCATION 
MEDICAL  DEFENSE 

George  A.  Burgin,  Chairman,  Herkimer 
John  L.  Sengstack,  Suffolk 
J.  Homer  Cudmore,  Xew  York 
Richard  P.  Doody,  Rensselaer 
Sydney  L.  McLouth,  Eighth  District  Branch, 
Genesee 

Council — Part  II 

MATERNAL  AND  CHILD  WELFARE 

Harold  B.  Davidson,  Chairman,  New  York 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Waring  Willis,  Westchester 
Gerald  B.  Manley,  Livingston 
R.  Scott  Howland,  Chemung 

Council — Part  III 

PUBLIC  HEALTH  ACTIVITIES  A INDUSTRIAL  HEALTH, 

RURAL  MEDICAL  SERVICE,  GENERAL  PRACTICE, 
PROBLEMS  OF  ALCOHOLISM 

William  E.  Gazeley,  Chairman,  Fourth  District 
Branch,  Schenectady 

William  A.  Buecheler,  Section  Delegate,  Onondaga 
Adelaide  Romaine,  New  York 
Stanley  C.  Pettit,  Richmond 
Felix  Ottaviano,  Madison 

Council — Part  IV 

PUBLIC  HEALTH  ACTIVITIES  B — CANCER,  BLOOD 
BANKS,  HEART  DISEASE,  MENTAL  HYGIENE,  FILM 
REVIEW 

Edward  F.  Shea,  Chairman,  Ulster 
W.  Laurence  Whittemore,  New  York 
Morris  Maslon,  Warren 
Charles  S.  Lakeman,  Monroe 
Alfred  Angrist,  Queens 

Council — Part  V 

PUBLIC  HEALTH  ACTIVITIES  C — PHYSICAL  MEDI- 
CINE AND  REHABILITATION,  GERIATRICS,  DIABETES, 
CEREBRAL  PALSY,  SCHOOL  HEALTH,  HARD  OF  HEAR- 
ING AND  THE  DEAF 

Dwight  Y.  Needham,  Chairman,  Onondaga 
Madge  C.  L.  McGuinness,  New  York 
Olin  J.  Mo  wry,  Oswego 
Norman  S.  Moore,  Tompkins 
A.  W.  Martin  Marino,  Kings 

Council — Part  VI 

ECONOMICS,  PUBLIC  MEDICAL  CARE,  MEDICAL  LICEN- 
SURE AND  MEDICAL  SERVICE,  HOSPITAL  AND  PRO- 
FESSIONAL RELATIONS 

Gerald  D.  Dorman,  Chairman,  New  York 

Harry  Golembe,  Sullivan 

Henry  J.  Barrow,  Bronx 

Herbert  E.  Wells,  Erie 

Morris  Weintrob,  Kings 

Council — Part  VII 

MEDICAL  CARE  INSURANCE 

Elmer  T.  McGroder,  Chairman,  Erie 
William  B.  Rawls,  New  York 
John  M.  Galbraith,  Nassau 
John  W.  Latcher,  Otsego 
Walter  Dreyfuss,  Montgomery 


Council — Part  VIII 

LLAISON  WITH  VETERANS  ADMINISTRATION,  WAR 
MEMORLAL,  AMERICAN  MEDICAL  EDUCATION  FOUNDA- 
TION 

Charles  Sandler,  Chairman,  Bronx 
Arthur  J.  Sullivan,  Albany 
Henry  Joseph  Noerling,  Columbia 
Henry  I.  Fineberg,  Queens 
Charles  H.  Loughran,  Kings 

Council — Part  IX 

LEGISLATION 

Charles  W.  Mueller,  Chairman,  First  District 
Branch,  Kings 
Samuel  Sanes,  Erie 
Samuel  B.  Burk,  New  York 
Thomas  M.  Watkins,  St.  Lawrence 
E.  Kenneth  Horton,  Nassau 

Council — Part  X 
workmen’s  compensation 

T.  Scudder  Winslow,  Chairman,  New  York 
William  C.  Rausch,  Third  District  Branch,  Al- 
bany 

Harold  W.  Grosselfinger,  Rockland 
John  L.  Norris,  Monroe 
James  A.  Lynch,  Bronx 

Council — Part  XI 

PUBLICATION,  PUBLIC  RELATIONS 

Ezra  A.  Wolff,  Chairman,  Queens 
Clifton  H.  Berlinghof,  Broome 
Samuel  Z.  Freedman,  New  York 
Benjamin  M.  Bernstein,  Kings 
W.  Walter  Street,  Onondaga 

Council — Part  XII 

CONVENTION,  NURSING  EDUCATION,  WOMAN’S  AUXIL- 
IARY, OFFICE  ADMINISTRATION  AND  POLICIES, 
ETHICS,  BELATED  BILLS 

Edward  P.  Flood,  Chairman,  Bronx 

Clarence  G.  Bandler,  New  York 

Arthur  F.  Gaffney,  Fifth  District  Branch,  Oneida 

John  S.  Fitzgerald,  Section  Delegate,  Oneida 

Fred  R.  Bromberg,  Suffolk 

Miscellaneous  Business  A 

George  J.  Lawrence,  Jr.,  Chairman,  Queens 

Leonard  J.  Schiff,  Clinton 

George  E.  Anderson,  Kings 

William  G.  Roberts,  Yates 

Reid  R.  Heffner,  Westchester 

Miscellaneous  Business  B 

E.  Dean  Babbage,  Chairman,  Erie 
Sylvester  C.  Clemans,  Fulton 
Charles  A.  Anderson,  Kings 
Walter  T.  Heldmann,  Richmond 
John  Edward  Lowrv,  Queens 


Special  Committee  on  Constitution  and  Bylaws 

A.  H.  Aaron,  Chairman,  40 est  North  Street, 
Buffalo 

Thomas  O.  Gamble,  222  Lancaster  Street,  Albany 
James  R.  Reuling,  217-07  40th  Avenue,  Bayside 


RESUME  OF  INSTRUCTIONS  OF  THE  195  2 HOUSE  OF  DELEGATES 
AND  ACTIONS  THEREON  BY  THE  COUNCIL,  BOARD  OF 
TRUSTEES,  AND  OFFICERS 


Blood  Banks  (Section  173). — The  House  approved 
a resolution  establishing  a Blood  Banks  Commission 
of  the  Medical  Society  of  the  State  of  New  York 
delineating  its  composition  and  recommending 
appropriation  for  it  of  $2,000  with  a recommenda- 
tion for  “further  study.” 

At  its  June  meeting,  the  Board  of  Trustees  appro- 
priated $2,000  for  the  Blood  Banks  Commission. 
( For  details  regarding  the  setting  up  of  the  Blood  Banks 
Association  of  New  York  State  see  the  annual  report 
of  the  Blood  Banks  Commission  in  this  issue.) 

Workmen’s  Compensation  Fee  Schedule  (Section 
133). — The  House  of  Delegates  approved  committee 
report  recommending  that  the  chairman  of  Work- 
men’s Compensation  Board  “give  prompt  considera- 
tion to  an  increase  in  fees  for  general  practitioners 
with  special  reference  to  the  first  office  visits  which 
should  be  $5.00  instead  of  $3.00.  Subsequent  office 
visits  should  be  $3.00  instead  of  $2.50  with  propor- 
tionate increases  for  home  and  hospital  visits  by 
general  practitioners.  Fee  for  subsequent  visits  to 
specialists  should  be  restored  to  $5.00  from  the 
present  $3.00.”  The  House  also  voted  “that  the 
chairman  of  the  Workmen’s  Compensation  Board  be 
urged  to  revise  upward  the  fees  for  testimony  before 
referees,  there  having  been  no  change  since  this  was 
originally  set  in  1936.”  It  was  voted  to  refer  this  to 
the  Workmen’s  Compensation  Committee  with  the 
suggestion  that  a letter  be  composed,  addressed  to 
Miss  Mary  Donlon,  for  President  Wentworth  to 
sign.  (See  Annual  Reports  in  this  issue,  Council — 
Part  X.) 

Podiatry  Bill  (Section  133). — The  House  urged 
“that  every  effort  be  made  to  have  repealed  the  law 
permitting  podiatrists  to  treat  compensation  cases 
independently  ‘before  September  1,  1953,  the  date 
for  this  law  to  become  effective’.”  The  Council 
referred  this  jointly  to  the  Workmen’s  Compensa- 
tion Committee  and  the  Legislation  Committee. 

In  November,  1952,  the  Council  voted  approval  of 
a recommendation  of  the  Committee  on  Legislation 
“that  a bill  be  introduced  in  the  1953  Legislature  to 
repeal  the  Podiatry  Law,  which  gives  podiatrists  the 
right  to  treat  workmen’s  compensation  cases.” 
This  recommendation  was  made  after  consultation 
with  the  Workmen’s  Compensation  Bureau.  (See 
Annual  Reports  in  this  issue,  Council — Part  X.) 

Arbitration  of  Compensation  Medical  Bills  in  New 
York  City  (Section  133). — The  reference  committee 
recommended  and  the  House  endorsed  the  recom- 
mendation of  the  Workmen’s  Compensation  Com- 
mittee that  bills  be  reintroduced  in  the  1953  Legisla- 
ture to  restore  the  function  of  the  four  New  York 
Counties  having  a population  of  one  million  or  more 
dealing  with  problems  of  arbitration  and  methods 
of  settling  disputed  medical  bills,  the  same  as  in 
1952. 

The  Council  referred  this  recommendation  jointly 
to  the  Committee  on  Workmen’s  Compensation  and 
the  Committee  on  Legislation.  After  consultation 
with  the  Workmen’s  Compensation  Bureau,  the 
Legislation  Committee  reported  in  November, 


Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1952  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  September  1, 
1952,  Part  II. 


1952,  that  such  bills  would  be  reintroduced  in  the 
1953  Legislature.  The  Council  voted  approval. 
(See  Annual  Reports  in  this  issue,  Council — Part  X.) 

County  Medical  Society  Functions  under  Work- 
men’s Compensation  Law  (Section  133). — The 
House  of  Delegates  concurred  in  the  reference  com- 
mittee’s opinion  regarding  restoration  to  county 
medical  societies  in  New  York  City  of  the  functions 
with  which  they  were  vested  under  the  Workmen’s 
Compensation  Law  prior  to  the  establishment  of 
the  Medical  Practice  Committee.  It  was  felt  that 
such  decentralization  of  responsibility  should  be 
effectuated  in  the  near  future. 

The  Council  referred  this  recommendation  jointly 
to  the  Committee  on  Workmen’s  Compensation  and 
the  Committee  on  Legislation.  The  Council  ap- 
proved the  recommendation,  in  the  November,  1952, 
report  of  the  Legislation  Committee,  “that  the  State 
Medical  Society  through  its  Council  use  its  best 
efforts  to  secure  the  restoration”  of  those  functions. 
This  recommendation  was  made  after  consultation 
with  the  Workmen’s  Compensation  Bureau.  (See 
Annual  Reports  in  this  issue,  Council-— Part  X.) 

Place  of  Arbitration  of  Workmen’s  Compensation 
Medical  Bills  (Section  133). — In  accordance  with  a 
recommendation  endorsed  by  the  House  of  Dele- 
gates, and  after  consultation  with  the  Workmen’s 
Compensation  Bureau,  the  Committee  on  Legisla- 
tion reported  in  November,  1952,  that  “a  bill  to 
change  the  place  of  arbitration  of  compensation 
medical  bills  to  the  county  in  which  the  treatment 
was  rendered  as  distinguished  from  the  county  of 
residence  of  the  workmen  involved”  would  be  rein- 
troduced in  the  1953  Legislature.  The  Council 
voted  approval.  (See  Annual  Reports  in  this  issue, 
Council — Part  X. ) 

Thoracic  Surgery  Code  Letters  (Section  133). — 

The  House  also  voted  that  “the  chairman  of  the 
Workmen’s  Compensation  Board  again  be  urged  to 
recognize  the  subspecialty  of  thoracic  surgery  under 
the  Workmen’s  Compensation  Law  and  M-17  as  its 
code  letters.”  The  Council  referred  this  action  to 
the  Committee  on  Workmen’s  Compensation.  (See 
Annual  Reports  in  this  issue,  Council — Part  X.) 

Free  Choice  of  Insurance  Plan  (Section  154). — 
The  House  of  Delegates  instructed  the  Council  to 
cause  the  reintroduction  in  the  1953  Legislature  of  a 
bill  similar  to  the  Condon-Raybin  Bill  of  1952 
(Seriate  Intro.  2416,  Assembly  Intro.  2745)  and  to 
work  actively  for  its  passage  and  that  “some  lati- 
tude is  allowed  in  the  wording  for  varying  the  bills 
to  meet  possible  legislative  objections.”  The  Coun- 
cil referred  this  to  the  Legislation  Committee. 

In  November,  1952,  the  Legislation  Committee 
obtained  Council  approval  of  its  recommendation 
“that  such  a bill  be  reintroduced  and  that  we  work 
actively  for  its  passage.”  (See  Annual  Reports  in 
this  issue,  Council — Part  IX.) 

Free  Choice  of  Physician  (Section  156). — The 
Council  was  instructed  by  the  House  of  Delegates 
“to  cause  the  introduction  in  the  1953  Legis- 
lature   of  a bill  similar  to  the  Panken  Bill  of 

1952  (Senate  Intro.  1082),  and  to  work  actively  for 
its  passage,  but  with  some  leeway  allowed  in  carry- 
ing it  out.”  The  Council  referred  this  to  the  Legis- 
lation Committee. 
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The  committee  reported  in  November  that  the 
former  Panken  Bill  would  be  reintroduced  in  the 
1953  Legislature;  the  Council  approved.  (See 
Annual  Reports  in  this  issue,  Council — Part  IX.) 

Study  of  Panken  and  Condon-Raybin  Bills  of 
1952  (Section  158). — The  House  of  Delegates  voted 
that  the  ‘ Panken  and  Condon-Raybin  Bills  gf  1952 
be  studied  by  the  Medical  Society  of  the  State  of 
New  York  along  with  all  other  legislation  having  to 
do  with  contractual  provisions,  with  a view  to  de- 
cision as  to  action  which  the  Society  may  advisedly 
take  to  conserve  the  best  interests  of  the  medical 
profession.”  It  was  also  voted  that  a comprehen- 
sive report  of  such  findings  be  published  in  the  New 
York  State  Journal  of  Medicine  before  the  next 
annual  meeting.  This  also  was  referred  to  the  Legis- 
lation Committee.  ( See  Annual  Reports  in  this 
issue.  Council — Part  IX.) 

Injunction  (Section  159). — The  House  voted  that 
the  Society  cause  the  reintroduction  in  the  1953 
legislature  of  a bill  authorizing  the  State  Attorney- 
General  to  apply  for  relief  by  injunction  in  restraint 
of  any  act  which  is  illegal  under  the  Medical  Practice 
Act,  similar  to  the  1949  Senate  Intro.  94,  and  to 
work  actively  for  its  passage.  The  Council  voted  to 
refer  this  to  the  Legislation  Committee. 

The  Legislation  Committee  obtained  Council 
approval  at  the  November  meeting  of  the  recom- 
mendation of  its  subcommittee  on  the  subject,  that 
such  a bill  be  reintroduced  for  the  State  Society  and 
that  the  Society  do  all  in  its  power  to  further  its 
passage.  (See  Annual  Reports  in  this  issue,  Coun- 
cil— Part  IX.) 

Hospital  Practice  of  Medicine  (Section  160). — It 

was  voted  by  the  House  of  Delegates  to  cause  the 
reintroduction  of  the  Friedman  Bill  of  1949  (Senate 
Intro.  2402 1 “designed  to  prohibit  any  hospital  from 
practicing  medicine  as  defined”  and  that  the  Society 
should  “work  actively  for  its  passage.”  This  was 
referred  to  the  Legislation  Committee. 

The  committee  recommended  in  November  that 
such  a bill  “be  again  introduced  in  the  State  Legis- 
lature in  January,  1953,  and  that  the  State  Medical 
Society  and  all  the  officers  work  actively  for  its  pas- 
sage:” the  Council  voted  approval.-  (See  Annual 
Reports  in  this  issue,  Council — Part  IX.) 

Evaluation  of  Legislative  Activities  (Section  161). 
— Expressing  the  hope  for  “constructive  results”,  it 
was  voted  by  the  House  that  a special  committee  be 
appointed  by  the  president  to  evaluate  activities 
of  the  Legislation  Committee  and  Albany  office  and 
expressing  the  thought  “that  a study  be  made  by 
this  committee  as  to  the  feasibility  of  a different 
approach  to  our  legislative  program  which  may  in- 
sure satisfactory  results.” 

In  September,  1952,  after  asking  and  receiving 
suggestions  and  advice  on  the  membership  of  this 
committee,  the  president  appointed  Dr.  Ezra  A. 
Wolff  of  Queens,  chairman,  Dr.  Harold  B.  Davidson 
of  New  York,  and  Dr.  Charles  Loughran  of  Kings. 
(See  A nnual  Reports  in  this  issue,  Special  Committees. ) 

Practice  of  Psychiatry  (Section  162). — It  was 
voted  by  the  House  of  Delegates  “that  the  Legisla- 
ture of  the  State  of  New  York  be  requested  to  pro- 
tect the  public  interest  further  by  strengthening  the 
Education  Law,  accomplishing  this  by  specifically 
including  mental  and  nervous  diseases  within  the 
meaning  of  the  law,  confining  the  diagnosis  and 
treatment  of  such  conditions  to  duly  licensed  physi- 
cians, and  that  the  Medical  Society  of  the  State  of 
New  York  cause  to  be  introduced  a bill  (similar  to 
Senate  Intro.  1836  in  the  year  1949)  carrying  out 


the  intent  of  this  resolution  and  actively  work  for  its 
passage.”  This  was  referred  to  the  Legislation 
Committee.  (See  Annual  Reports  in  this  issue. 
Council — Part  IX. ) 

Chiropractic  (Section  163). — It  was  resolved  by 
the  House  that  the  Medical  Society'  of  the  State  of 
New  York  oppose  any  bills  for  the  licensing  of  chiro- 
practors and  other  cultists,  that  the  Medical  Society 
of  the  State  of  New  York  take  measures  to  secure 
the  cooperation  of  all  interested  persons  and  groups 
in  opposing  any  bills  to  license  such  cultists,  and 
that  the  Society',  with  the  assistance  of  other  persons 
and  groups,  conduct  a program  for  the  education  of 
the  people  of  the  State  of  New  York  in  the  dangers 
of  cult  practice. 

On  June  19,  1952,  the  president  reported  to  the 
Council  that  a committee  had  been  appointed  to 
implement  this  resolution.  The  chairmen  of  the 
Legislation  Committee,  the  Public  Relations  Com- 
mittee, and  the  Public  Health  and  Education  Com- 
mittee had  been  designated.  The  president  was 
given  power  to  appoint  anv  one  else,  when  this  com- 
mittee feels  the  need  of  further  appointees. 

Scientific  Sessions — Annual  Meetings  (Section 
138). — On  recommendation  of  the  Planning  Com- 
mittee for  Medical  Policies,  a reference  committee 
and  the  House  of  Delegates  voted  in  regard  to  sci- 
entific sessions  at  Annual  Meetings  “that  in  future 
programs  more  time  be  alloted  to  large  general  ses- 
sions on  subjects  that  are  timely  and  of  outstanding 
importance  to  all  physicians.”  This  was  first  re- 
ferred to  the  Committee  on  Constitution  and  By- 
laws. Dr.  Frederick  W.  Williams,  chairman,  re- 
ported that,  in  the  opinion  of  the  committee,  this 
does  not  require  any  change  in  the  Constitution  or 
Bylaws.  This  report  of  the  committee  was  ap- 
proved by  the  Council. 

Dr.  Alfred  P.  Ingegno  reported  the  consensus  of 
the  Subcommittee  on  Scientific  Program  to  be  that  a 
program  providing  more  general  sessions,  post- 
graduate lectures,  and  panel  discussions,  and  limit- 
ing specialty  meetings  to  one  session,  was  desirable. 
After  discussion  of  the  program  as  proposed  by  Dr. 
Ingegno,  chairman  of  the  Scientific  Program  Sub- 
committee, approval  was  voted  in  principle  and  the 
matter  was  referred  to  the  Scientific  Program  Sub- 
committee to  implement. 

Training  in  Public  Relations  for  Interns  and 
Residents  (Section  139). — The  House  approved  a 
resolution  advocating  training  in  public  relations  for 
interns  and  residents  and  that  steps  be  taken  to  re- 
quest hospital  medical  boards  to  arrange  for  instruc- 
tion with  a selection  of  lecturers  to  come  from  those 
general  practitioners  “who  deserve  a reputation  for 
displaying  great  personal  care  and  concern  for  their 
patients.”  Furthermore,  the  delegates  to  the 
American  Medical  Association  were  instructed  to 
present  a resolution  to  the  House  of  Delegates  of 
that  body  favoring  establishing  a course  in  medical 
colleges  to  teach  students  the  art  of  understanding 
the  patient’s  emotional  and  environmental  prob- 
lems as  well  as  showing  him  that  his  physician  under- 
stands him  and  his  difficulties  and  is  interested  in 
helping  solve  them.  However,  as  this  was  recom- 
mended in  principle  and  referred  to  the  Council  for 
action,  the  secretary  did  not  feel  empowered  to 
transfer  this  matter  to  the  delegates  to  the  American 
Medical  Association  for  its  1952  session. 

The  council  voted  to  refer  this  to  the  Planning 
Committee  for  Medical  Policies.  With  regard  to 
instruction  which  would  enable  physicians  to  under- 
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stand  a patient’s  emotional  and  environmental 
problems,  the  committee  stated,  in  a preliminary 
report  in  September,  1952,  that  medical  schools  are 
providing  such  instruction  to  an  increasing  extent 
and  that  probably  it  would  be  best  to  send  a letter 
to  the  deans  of  medical  schools  expressing  the 
Society’s  approval  of  such  developments;  also  a 
communication  to  the  chiefs  of  staff  of  the  hospitals, 
acquainting  them  with  these  developments  in  the 
realm  of  social  science  and  urging  them  to  stress  this 
aspect  of  medical  care.  The  committee  wished  to 
postpone  any  definite  recommendation  until  a later 
meeting  of  the  Council.  (See  Annual  Reports  in 
this  issue.  Planning  Committee.) 

Medical  Economic  Information  (Section  141). — 
The  following  resolution  as  a program  was  agreed 
to  “in  principle”  by  the  House  although  its  reference 
committee  was  “unable  to  determine  the  cost.”  It 
was  referred  to  the  Council : 

“Whereas,  the  changing  social  order  is  creat- 
ing many  problems  which  seriously  affect  the 
medical-economic  aspects  of  our  profession;  and 
“Whereas,  although  some  attention  is  neces- 
sarily paid  to  these  problems  by  various  com- 
mittees of  our  State  Medical  Society,  much  bene- 
fit from  the  vast  body  of  data  thus  obtained,  un- 
fortunately, is  lost  because  of  the  lack  of  a specific 
committee  or  individual  charged  with  the  respon- 
sibility of  coordinating  all  such  medical-economic 
data  and  of  making  same  readily  available  for 
study  in  order  to  determine  an  effective  course  of 
study;  now  therefore,  be  it  hereby 

“Resolved,  that  the  Council  of  the  State  Medi- 
cal Society  make  suitable  provision  for  the  gather- 
ing of  medical-economic  data  from  all  possible 
sources,  the  filing  and  crossfiling  of  such  data  in 
easily  digestible  form  at  the  executive  offices  of 
this  State  Medical  Society,  the  regular,  timely 
publication  of  such  data  in  our  State  Medical 
Journal,  and,  when  considered  advisable,  the 
issuance  of  medical-economic  releases  in  the  State 
Medical  Society’s  Newsletter.” 

The  Council  voted  to  refer  this  to  the  Committee 
on  Economics  to  report  to  the  Council  as  to  its 
feasibility,  with  the  suggestion  that  the  gentleman 
who  introduced  the  resolution  be  invited  to  meet 
with  the  committee. 

The  committee  reported  on  December  11,  1952, 
that  after  reviewing  the  material  which  is  now  avail- 
able in  the  office  of  the  State  Society,  and  the  cor- 
relation of  articles  published  in  monthly  periodicals 
on  all  phases  of  medical  economics,  it  was  decided 
that  this  material  should  be  surveyed  and  presented 
to  the  editorial  board  for  its  consideration  and  publi- 
cation in  the  State  Journal;  that  such  material 
should  be  timely  and  for  the  interest  of  the  medical 
profession. 

The  committee  felt  that  the  setting  up  of  a bureau 
or  the  hiring  of  a librarian  was  not  practical  at  this 
time  because  of  the  expense  entailed.  These  deci- 
sions were  approved  by  the  Council. 

History  (Section  191). — The  House  of  Delegates 
reference  committee  reported  regarding  a proposed 
history  of  the  Medical  Society  of  the  State  of  New 
York.  It  recommended  “a  small  brochure  describ- 
ing the  growth  and  development  of  the  Society  with 
a chronologic  table  of  meetings  and  principal  offi- 
cers, perhaps  appearing  as  a special  issue  of  the 
Journal.”  The  House  concurred  in  this  and  also 
deemed  it  inadvisable  to  spend  the  sums  of  money 
previously  contemplated  for  this  project. 

The  Council  referred  this  to  the  Publication  Com- 


mittee. That  committee  reported  that  a sub- 
committee consisting  of  Dr.  Laurance  D.  Redway, 
Dr.  W.  P.  Anderton,  Dr.  George  W.  Kosmak,  and  Dr. 
Frederic  D.  Zeman  had  been  appointed  to  investi- 
gate further  a brochure  on  the  subject. 

Hospital  and  Professional  Relations  (Section 
116). — Several  matters  from  the  report  of  the  refer- 
ence committee  which  studied  the  annual  report  of 
the  Committee  on  Professional  and  Hospital  Rela- 
tions were  referred  to  the  Council. 

1.  Educational  program  in  the  Journal  and  the 
Newsletter  recommending  that  physicians  refer 
private  patients  needing  x-rays  or  pathology  ex- 
aminations to  private  practitioners  rather  than  to 
hospital  departments  “when  equal  quality  of  service 
can  be  obtained  from  men  in  private  practice.” 

The  Council  discussed  this  and  voted  to  refer  it 
to  the  Committee  on  Hospital  and  Professional  Rela- 
tions to  advise  the  Publication  Committee  how  to 
implement  the  program.  (See  Annual  Reports  in 
this  issue,  Council — Part  VI.) 

2.  The  recommendation  that  the  Workmen’s 
Compensation  Committee  consider  and  the  Journal 
print  a special  article  regarding  the  Workmen’s 
Compensation  Law  for  its  practical  application  when 
bills  are  rendered  by  a hospital  for  services  in  path- 
ology or  radiology.  It  was  voted  by  the  Council  to 
refer  this  to  the  Committee  on  Workmen’s  Compen- 
sation, and  through  them  to  the  Publication  Com- 
mittee. 

3.  A recommendation  that  the  Legislation  Com- 
mittee study  and  report  regarding  revamping  the 
Medical  Practice  Act  so  as  to  declare  practice  of 
pathology,  x-ray,  anesthesiology,  electrocardiog- 
raphy as  practices  of  medicine.  It  was  voted  that 
this  be  referred  to  the  Legislation  Committee. 

4.  A recommendation  that  the  appropriate  com- 
mittee of  the  State  Society  meet  representatives  of 
the  State  Hospital  Association  to  explore  problems 
and  misunderstandings  common  to  both  and  attempt 
to  settle  them  on  a fair  and  equitable  basis  using  the 
following  principles: 

(a)  The  practice  of  pathology,  x-ray,  anesthesi- 
ology, physical  medicine,  and  electrocardiography, 
and  the  treatment  of  nervous  and  mental  diseases 
are  the  practice  of  medicine. 

(b)  The  physician  should  have  control  of  his  pro- 
fessional service. 

(c)  Neither  the  hospital  nor  the  doctor  shall  ex- 
ploit the  patient  or  each  other. 

(d)  The  authority  for  medical  standards  is  vested 
in  the  medical  profession. 

(e)  “A  physican  should  not  dispose  of  his  profes- 
sional attainments  or  services  to  any  hospital,  cor- 
poration, or  lay  body,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions  which 
permit  the  sale  of  the  services  of  the  physician  for  a 
fee.  Such  a procedure  is  beneath  the  dignity  of 
professional  practice  and  is  harmful  alike  to  the  pro- 
fession of  medicine  and  the  welfare  of  the  people.” 
(Principles  of  Professional  Conduct.) 

After  discussion,  it  was  voted  that  this  matter  is 
within  the  province  of  the  Hospital  and  Profes- 
sional Relations  Committee. 

5.  As  groups  of  x-ray  physicians  in  New  York 
State  feel  the  need  of  a State-wide  organization  to 
strengthen  their  professional  and  ethical  status,  the 
House  of  Delegates  authorized  the  Council  to  help 
effectuate  such  an  organization.  In  October,  1952, 
the  executive  committee  recommended  and  the 
Council  voted  to  request  that  the  secretary  contact 
the  chairman  of  the  Section  on  Radiology  for  recom- 
mendations, to  be  reported  to  the  Council,  in  regard 
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to  implementing  the  formation  of  a State  x-ray 
society.  Dr.  Anderton  reported  in  November  that 
the  chairman  had  referred  him  to  Dr.  Alfred  E. 
Loomis  Bell  of  Brooklyn,  a former  chairman.  As  a 
result,  it  was  hoped  to  call  a meeting  of  representative 
radiologists  from  various  parts  of  the  State  in  the 
near  future  at  Syracuse. 

Retirement  Funds  for  Self-Employed  Individuals 
(Section  119). — It  was  voted  by  the  House  to  ap- 
prove the  principles  embodied  in  the  Reed-Keogh 
Bills  and  the  Ives  amendment  in  the  United  States 
Congress  regarding  retirement  funds  for  self-em- 
ployed individuals,  and  that  the  Society  work  for 
enactment  of  such  a law.  It  was  voted  by  the 
Council  to  refer  this  to  the  Committee  on  Legisla- 
tion. 

In  November,  1952,  the  Council  approved  the 
committee’s  recommendation  that  the  Council  give 
wholehearted  support  to  this  legislation  and  work  in 
close  liaison  with  the  Bar  Association  and  similar 
groups  for  its  passage. 

Establishment  of  General  Practice  Residencies 
in  Hospitals  (Section  121). — A resolution  was  passed 
that  “this  Society  strongly  urge  every  voluntary 
hospital  in  the  State  to  consider  the  establishing  of 
general  practice  residencies  at  the  earliest  possible 
date.” 

After  discussion,  it  was  voted  by  the  Council  that 
the  chairman  of  the  Hospital  and  Professional  Rela- 
tions Committee  be  empowered  to  write  a letter  to 
the  president  of  the  New  York  State  Hospital 
Association  and  the  Hospital  Association  of  Greater 
New  York,  requesting  that  they  print  in  their  pub- 
lications a statement  of  such  beliefs  as  have  been 
expressed. 

Establishment  of  General  Practice  Departments 
in  Voluntary  Hospitals  (Section  122). — The  House 
resolved  that  the  Committee  on  Hospital  and  Pro- 
fessional Relations  report  at  the  148th  Annual  Meet- 
ing about  data  obtained  on  the  hospital  census  in  the 
State  concerning  integration  of  general  practi- 
tioners into  hospital  staffs,  with  a special  analysis  of 
the  general  practice  departments.  It  was  voted  to 
refer  this  to  the  Subcommittee  on  General  Practice. 

Care  of  Aging  Population  (Section  123). — After 
seven  “whereas”  paragraphs  regarding  illness  among 
the  aged  and  compulsory  as  compared  with  volun- 
tary prepayment  insurance,  the  House  resolved 
“that  a study  be  made  bjr  the  Public  Medical  Care 
Subcommittee  of  the  Medical  Society  of  the  State 
of  New  York  of  a plan  to  be  presented  to  the  New 
York  State  Legislature  whereby  ‘such  problems  can 
be  alleviated  by  State  aid.’  ” 

After  discussion,  the  Council  voted  that  this  be 
referred  to  the  Public  Medical  Care  Subcommittee 
of  the  Economics  Committee  with  the  suggestion 
that  Dr.  Leonard  Horn  of  Rochester  be  invited  by 
the  subcommittee  to  discuss  the  matter. 

Council  Committee  on  Industrial  Health  (Section 
135). — In  considering  the  report  of  the  president, 
the  House  supported  establishment  of  a Council 
Committee  on  Industrial  Health  and  referred  the 
matter  to  the  Council  for  “further  development.” 
It  was  voted  that  this  be  referred  to  the  Planning 
Committee  for  Medical  Policies. 

In  November,  1952,  the  Planning  Committee 
recommended  and  the  Council  voted  that  such  a 
committee  be  appointed.  At  the  December  Council 
meeting  the  President  appointed  Dr.  Peter  J.  Di 
Natale  as  chairman,  Dr.  Frank  R.  Ferlaino,  and  Dr. 
Anthony  A.  Lanza. 

Preceptorships  in  General  Practice  in  Medical 
Schools  (Section  143). — The  House,  in  approving  the 


report  of  the  Reference  Committee  on  Miscellaneous 
Business  A,  resolved  that  the  Medical  Society  of  the 
State  of  New  York  approved  the  principle  of  pre- 
ceptorship  training  in  general  practice  for  medical 
students  and  that  this  principle  be  referred  to  the 
Council  for  study  and  implementation  in  coordina- 
tion with  the  medical  schools. 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
General  Practice  of  the  Council  Committee  on  Pub- 
lic Health  and  Education. 

District  Branches  (Section  129). — The  House 
recommended  that  the  Council  refer  to  the  Planning 
Committee  for  Medical  Policies  for  further  study  the 
resolution  “that  the  nine  district  branches  be  abol- 
ished in  so  far  as  their  scientific  programs  are  con- 
cerned” and  “that  a study  be  undertaken  to  modern- 
ize the  functions  of  the  nine  district  branches  to 
relate  them  more  realistically  to  the  present-day 
needs  of  the  Medical  Society  of  the  State  of  New 
York.”  It  was  voted  to  refer  this  to  the  Planning 
Committee  in  conformity  with  the  expressed  desire 
of  the  House. 

At  its  November,  1952,  meeting,  the  Council 
adopted  the  recommendation  of  the  Planning  Com- 
mittee that  each  district  branch  be  permitted  to 
decide  whether  or  not  to  continue  holding  scientific 
sessions.  {See  Annual  Reports  in  this  issue,  Reports 
of  the  District  Branches ) 

Group  Disability  Insurance  for  Members  (Section 
117). — The  House  voted  that-  “disability  insurance 
for  illness  and  accident  be  made  available  to  our 
members  and  that  the  proper  group  or  committee  i 
investigate  available  types  and  complete  arrange- 
ments as  soon  as  practical.”  The  Council  voted  to 
refer  this  to  the  Committee  on  Economics. 

In  November,  1952,  the  committee  submitted 
a detailed  report  of  a survey  which  it  had  made  of 
group  disability  and  sickness  insurance  coverage 
now  provided  for  members  by  county  medical  j 
societies.  At  the  December  Council  meeting,  the 
committee  announced  its  decision,  based  on  that 
report  , which  stated  that  56  of  the  61  county  societies  j 
have  such  group  insurance.  It  was  advocated  that 
county  medical  societies  should  determine  the  type 
of  group  disability  and  sickness  insurance  desired 
by  their  members  and  that,  if  further  exploration  of 
the  subject  was  requested  by  the  House  of  Delegates, 
several  reliable  insurance  companies  should  be  asked 
to  present  their  plans  in  writing  to  the  proper  com- 
mittee in  the  State  Society,  which  would  confer  with 
the  representatives  of  the  county  medical  societies. 
This  decision  was  approved  by  the  Council. 

Session  on  Legal  Medicine  (Section  148). — The 

House  of  Delegates  referred  to  the  Council  a resolu- 
tion “to  establish  a Session  on  Legal  Medicine  as  a 
part  of  the  scientific  sessions  at  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York.” 

At  its  meeting  in  January,  1953,  the  Council  adopted 
a motion  to  recommend  “that  a session  on  legal 
medicine  be  instituted  in  the  year  1954.” 

Oath  of  Allegiance  (Section  147). — The  House  of 
Delegates  adopted  a resolution  “that  any  person, 
before  admission  to  the  Medical  Society  of  the  State 
of  New  York,  must  give  an  oath  of  allegiance  to  up- 
hold the  Constitution  of  the  United  States  before 
he  can  become  a member,  and  that  any  person  who 
is  now  a member  of  this  Society  should  be  required 
to  give  such  an  oath  within  one  year  from  the  date 
of  its  adoption.”  In  June,  1952,  the  Council 
approved  referral  of  this  action  to  the  Planning 
Committee  for  Medical  Policies  for  implementa- 
tion. After  studying  the  report  made  by  the  Com-  i 
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mittee  on  Law  Reform  of  the  Association  of  the  Bar 
of  the  City  of  New  York  with  regard  to  a similar 
resolution  and  after  obtaining  an  opinion  on  the 
subject  from  the  legal  counsel,  Mr.  William  F. 
Martin,  and  from  the  law  firm  of  Wilkie,  Owen, 
Farr,  Gallagher  & Walton,  the  Planning  Committee 
recommended  “that  no  action  be  taken  to  implement 
this  resolution  at  this  time,”  because  “there  is  much 
doubt  about  the  proper  legal  implementation  and 
enforceability  of  this  resolution.”  The  Council 
approved  this  recommendation. 

Special  Committee  on  Amendments  to  Constitu- 
tion and  Bylaws  of  this  Society  (Section  184). — The 
House  voted  that  “the  Speaker  be  empowered  by 
the  House  to  create  a special  committee  of  three  on 
amendments  to  Constitution  and  Bylaws.”  In 
December,  1952,  President  Wentworth  announced 
that,  in  view  of  provisions  in  the  Bylaws  regarding 
the  appointment  of  special  committees,  he  and 
Speaker  Holcomb  had  collaborated  in  appointing  a 
committee,  consisting  of  Dr.  A.  H.  Aaron,  Buffalo, 
chairman;  Dr.  Thomas  O.  Gamble,  Albany,  and  Dr. 
James  R.  Reuling,  Bayside,  for  this  purpose.  These 
appointments  were  approved  by  the  Council. 

Public  and  Professional  Relations  Bureau  (Sec- 
tion 179). — The  House  adopted  a recommendation 
that  the  name  of  the  Public  Relations  Bureau  be 
changed  to  “Public  and  Professional  Relations 
Bureau.”  In  September,  1952,  Dr.  Floyd  S.  Wins- 
low, chairman  of  the  Committee  on  Public  Relations, 
reported  to  the  Council  that  this  change  had  been 
effected. 

Contributions  to  American  Medical  Education 
Foundation  (Section  183). — The  House  of  Dele- 
gates instructed  the  Board  of  Trustees  to  make  a 
contribution  to  the  American  Medical  Education 
Foundation  of  an  amount  to  be  determined  by  them. 
In  November,  1952,  the  Trustees  voted  to  contribute 
$25,000  to  the  American  Medical  Education  Founda- 
tion, and  a check  for  that  amount  was  sent  to  the 
Foundation. 

American  Medical  Education  Foundation  (Sec- 
tion 99).— The  House  of  Delegates  adopted  a resolu- 
tion that  “to  the  statement  sent  to  each  member  for 
the  American  Medical  Association  dues”  for  1953 
“there  be  added  the  item  of  $10.00  as  a . . . voluntary 
contribution  to  the  American  Medical  Education 
Foundation.”  These  instructions  were  carried  out 
by  the  treasurer.  The  resolution  also  provided 
“that  the  American  Medical  Association  be  memor- 
ialized to  urge  the  adoption  of  a similar  method  of 


fund  raising  on  a.national  basis.”  In  response  to  a 
letter  transmitting  this  resolution  to  the  American 
Medical  Association,  the  secretary  was  informed 
that  the  Board  of  Trustees  of  the  Association  com- 
mended and  approved  the  plan  but  felt  that  it  could 
not  be  accomplished  on  a national  basis. 

Physicians’  Home  (Section  106).— The  House 
adopted  a resolution  “to  have  attached  to  the 
annual  statement  of  dues  the  phrase  ‘Voluntary 
Assessment  for  the  Physicians’  Home,  $2.00.”’ 
These  instructions  were  carried  out  by  the  treasurer. 

Poison  Labels  for  Containers  of  Methyl  Salicylate 
(Section  108). — In  response  to  a resolution  that  it 
was  the  opinion  of  the  House  of  Delegates  “that  con- 
tainers of  methyl  salicylate  should  in  all  instances 
bear  a ‘poison  label’,”  officials  of  the  New  York 
State  Department  of  Health  have  recommended 
that  that  Department  “change  its  regulations  to 
correct  the  possible  dangers  of  this  drug”  on  a 
State-wide  basis. 

A.M.A.  Resolutions. — Dr.  Carlton  E.  Wertz  in- 
troduced the  resolution  which  called  upon  the  Coun- 
cil on  Medical  Education  and  Hospitals  to  limit  its 
approval  of  specialty  boards  to  those  which  comply' 
with  “Essentials  for  Approved  Examining  Boards  in 
Medical  Specialties”  and  limiting  approval  to  holders 
of  the  degree  of  Doctor  of  Medicine.  Although  this 
was  not  adopted  by  the  House  of  Delegates  it  was 
referred  for  study  to  the  Board  of  Trustees  and 
Council  on  Medical  Education  and  Hospitals. 

Dr.  J.  Stanley  Kenney  introduced  the  resolution 
regarding  attempt  of  the  International  Labour 
Organization  to  socialize  medicine  in  the  United 
States.  This  was  reported  favorably  by  the  Refer- 
ence Committee  on  Legislation  and  Public  Relations 
and  adopted. 

Also  adopted  was  the  resolution  about  restriction 
of  American  Medical  Association  membership  on 
account  of  race,  by  certain  county  medical  societies. 
This  was  introduced  by  Dr.  Herbert  H.  Bauckus 
and  approved  by  the  Reference  Committee  on  Mis- 
cellaneous Business. 

Dr.  Leo  F.  Schiff  introduced  the  resolution  ad- 
vocating participation  by  specialists  in  local  emer- 
gency medical  services,  without  injuring  their 
speciality  status.  It  was  adopted. 

The  resolution  urging  that  Congress  adopt  the 
Reed-Keogh  Bills,  which  was  introduced  by  Dr. 
W.  P.  Anderton,  was  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations  and 
was  adopted. 
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To  the  House  of  Delegates,  Gentlemen: 


In  this  report 
the  only  apho- 
rism in  which  I 
shall  indulge  is 
that  anyone  who 
enjoys  hard 
work  can  have  a 
wonderful  time 
working  for  the 
State  Society. 
The  only  refer- 
ence to  history 
needed  is  that 
the  State  Society 
is  so  concerned 
making  it  that 
there  is  little 
time  for  inquiry 
about  the 
ancients.  The 
only  prediction  I 
have  to  offer  is 
that,  because 
this  Society  lists 
in  its  member- 
ship those  with 

every  type  of  social  philosophy  known  to  man.  its 
conclusions  and  its  actions  will  (eventually)  reflect 
the  broadest  possible  consideration  rather  than  er 
rat.ic  impetuosity. 

This  report  deals  with  practical  and  factual  mat- 
ters only.  There  has  been  no  need  to  look  beyond 
the  work  outlined  by  last  year’s  House  of  Delegates 
to  keep  all  officers,  Councillors,  Trustees,  com- 
mittees, commission,  and  employed  personnel  busy 
throughout  the  year. 

The  District  Branches. — This  went  into  the  hop- 
per by  way  of  recommendation  from  the  House  that 
the  Planning  Committee  study  the  resolution  “that 
nine  district  branches  be  abolished  insofar  as  their 
scientific  programs  are  concerned,”  and  “that  a 
study  be  undertaken  to  modernize  the  functions  of 
the  nine  district  branches  to  relate  them  more  realis- 
tically to  the  present-day  needs  of  the  Medical 
Society  of  the  State  of  New  York.” 

It  came  out  as  a recommendation  by  the  Planning 
Committee  and  adoption  by  the  Council  that  each 
district  branch  be  permitted  to  decide  for  itself 
whether  or  not  it  wishes  to  continue  scientific  pro- 
grams. In  reaching  that  conclusion  the  individual 
members  of  the  Planning  Committee  and  the  officers 
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of  the  Society  gathered  a great  deal  of  information 
from  the  districts  by  correspondence,  by  attendance 
at  executive  committee  meetings  of  the  districts, 
and  at  annual  meetings  of  the  districts.  At  some  of 
these  meetings  the  matter  was  actively  discussed. 

Beyond  any  question  of  doubt,  most  of  the  up- 
state districts  want  the  scientific  programs  continued 
at  annual  meetings.  They  all  realize  that  mem- 
bership attendance,  percentage-wise,  is  not  large, 
but  neither  is  attendance  at  county  society  or  annual 
State  Society  meetings.  Nevertheless,  there  is 
attendance  by  those  who  need  and  want  instruction, 
as  well  as  bv  those  more  interested  in  social  activi- 
ties. Anyone  who  has  attended  these  meetings 
through  the  years  and  has  watched  the  audience 
realizes  the  earnestness  with  which  many  practi- 
tioners absorb  the  scientific  offerings.  Papers  upon 
scientific  subjects  are  far  more  popular  than  papers 
on  medicosocial  subjects.  Perhaps  more  papers  by 
the  membership  of  the  districts  themselves  might 
stimulate  interest,  but  the  eagerness  with  which 
“big  name”  speakers  are  sought  suggests  desire  to 
get  in  close  touch  with  teachers  and  leaders  in  the 
profession.  Last  fall,  three  of  the  districts  had 
seven  speakers  from  the  faculties  of  three  Canadian 
medical  schools  and  six  from  the  faculties  of  New 
York  State  medical  schools.  They  all  had  good 
audiences.  Anyone  who  has  done  undergraduate 
teaching  and  has  also  talked  to  practitioners  in  the 
rural  areas  appreciates  the  heart  warming  enthusiasm 
and  earnest  attention  of  the  doctor  in  practice  on  the 
front  line.  Moreover,  he  is  a man  the  State  Society 
exists  to  serve. 

The  district  branches  are  not  dead.  Several  of 
them  have  very  active  executive  committees. 
Several  have  formulated  new’  constitutions  and  by- 
laws in  the  past  two  years.  From  each  is  selected 
by  the  president  a member  of  the  State  Society 
Nominating  Committee.  Each  provides  a member 
of  the  Planning  Committee  on  Medical  Policies. 
The  president  of  each  district  branch  is  a member  of 
the  Board  of  Censors  of  the  State  Society,  an  organi- 
zation which  has  certainly  been  called  into  action 
this  year.  All  of  these  activities  represent  realistic 
relationship  to  the  present-dav  needs  of  the  Medical 
Society  of  the  State  of  New  York. 

The  cordiality  with  which  the  officers  of  the  State 
Society  are  urged  to  attend  and  participate  in  the 
proceedings  of  the  district  branch  meetings,  as  well 
as  the  hopsitality  and  kindly  understanding  shown 
them  when  in  attendance,  marks  one  of  the  outstand- 
ing satisfactions  of  serving  as  an  officer. 
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The  Loyalty  Oath. — This  subject  is  included  in 
this  report  because  about  six  per  cent  of  the  mem- 
bers of  the  State  Society  filed  with  the  president  a 

rotest  against  “the  ‘loyalty’  oath  resolution  passed 

y the  House  of  Delegates  in  May,  1952.” 

The  recommendation  of  the  Planning  Committee 
on  Medical  Policies  to  the  Council  and  the  decision 
of  the  Council  not  to  implement  the  resolution  were 
based  upon  legal  opinion  that,  although  the  resolu- 
tion is  not  an  effective  amendment  to  the  Bylaws 
of  the  Society  which  set  forth  the  conditions  of  mem- 
bership, it  could,  in  form,  be  made  into  an  amend- 
ment, and  that,  if  that  were  done,  the  courts  could 
well  decide  that  such  a requirement  for  membership 
is  arbitrary  and  unreasonable  and  consequently  in- 
valid and  unenforceable.  Cases  were  cited  to  show 
that  the  courts  have  already  indicated  that  that 
would  be  the  result. 

Discussion  in  the  opinion  pointed  out  the  force  of 
the  argument  that  deprivation  of  membership  in  the 
Society  is  tantamount  to  loss  of  the  right  to  prac- 
tice medicine  effectively,  that  only  those  conditions 
to  membership  can  be  imposed  upon  its  members  as 
are  reasonably  necessary  to  further  and  protect  the 
purposes  of  the  Society  and  the  proper  practice  of 
medicine  in  the  State,  and  that  the  proposed  oath 
bears  no  reasonable  relationship  to  the  purposes  of 
the  Society  or  to  the  protection  or  furtherance  of 
standards  and  safeguards  essential  to  the  practice 
of  medicine. 

It  was  further  pointed  out  that  litigations  involv- 
ing claimed  infringement  of  personal  and  constitu- 
tional rights  are  bitterly  fought  and  long  contested. 

Blood  Banking. — In  1951,  the  House  of  Delegates 
recommended  that  “a  State  Association  of  Blood 
Banks  is  a necessity  at  this  time.” 

On  October  11,  1951,  the  Council  voted  “to  spon- 
sor the  formation  of  a State  Association  of  Blood 
Banks.” 

On  March  13,  1952,  the  Council  approved  a re- 
quest of  the  Blood  Banks  Association  for  assistance 
in  a study  of  means  of  financing  the  Blood  Banks 
Association. 

In  1952,  the  House  of  Delegates  established  a 
Blood  Banks  Commission  and  suggested  $2,000  or 
more  for  support  of  the  Blood  Banks  Commission, 
“to  supervise  the  further  development  of  the  organi- 
zation of  the  Blood  Banks  Association”  and  to  re- 
port to  the  Council  and  to  the  House  of  Delegates. 
The  president  appointed  the  Blood  Banks  Commis- 
sion. The  Council  approved  the  appointments  and 
recommended  to  the  trustees  appropriation  of 
$2,000  for  support  The  trustees  appropriated  the 
money. 

In  November,  1952,  a certificate  of  incorporation 
of  the  Blood  Banks  Association  of  New  York  State 
was  filed  for  processing  in  Albany.  The  objects  of 
the  Association  were  stated  to  be:  “To  federate  into 
one  organization  the  blood  banks  of  the  State  of  New 
York,  to  foster  cooperation  between  blood  banks,  to 
encourage  the  development  of  blood  banks  where 
needed,  to  extend  medical  knowledge  and  advance 
the  science  and  art  of  blood  banking,  to  promote  and 
encourage  all  phases  of  research  in  blood  banking, 
to  enlighten  the  public  in  regard  to  the  problems  of 
blood  banking,  and  to  plan  for  needs  in  time  of  dis- 
aster.” 

The  incorporating  directors  are  nine,  all  of  whom 
are  members  of  the  Council  and/or  Board  of  Trus- 
tees of  the  Society.  Only  two  of  these  incorporate 
ing  directors  can  be  considered  as  carrying  any 
authority  in  blood  banking.  There  has  never  been 
any  thought  on  the  part  of  the  Blood  Banks  Associa- 


tion that  it  wishes  to  function  without  policy  con- 
trol by  the  State  Society.  But,  inasmuch  as  a con- 
siderable loan  by  the  State  Society  to  the  Asso- 
ciation is  needed  to  enable  the  Association  to 
get  on  its  feet,  the  Council  felt  it  wise  to  keep  finan- 
cial control  pending  decision  upon  the  exact  mech- 
anism of  relationship  between  the  State  Society  and 
the  Association.  The  charter  was  granted  by  the 
State  in  January.  The  board  of  directors  met  in 
February,  elected  additional  directors  from  the 
original  Association,  elected  officers,  and  appointed 
a committee  to  formulate  and  propose  constitution 
and  bylaws. 

There  is  need  for  the  State  Society  to  have  an 
organization  which  can  carry  out  official  collabora- 
tion with  the  elements  of  government,  Federal  and 
State,  involved  in  the  national  blood  program  and  a 
civil  defense  blood  program.  The  State  Society,  at 
this  time,  has  very  little  direct  information  concern- 
ing the  over-all  demands  upon  the  people  for  blood. 
Every  American  Red  Cross  regional  center  and  de- 
fense center  was  asked  to  increase  its  procurements 
from  30  to  40  per  cent  between  January  and  July, 
1953,  to  meet  an  increased  need  in  the  national  blood 
program.  This  need  consisted  in  continuing  de- 
mand for  group  O whole  blood  for  Korea,  plasma 
and  serum  albumin  programs,  and  gamma  globulin 
program  for  the  prevention  and  modification  of 
measles,  infectious  hepatitis,  and  polio  epidemics. 
All  of  this  demand  is  over  and  above  routine  civilian 
needs. 

The  feature  of  blood  banking  which  has  immediate 
importance  to  the  practitioners  of  New  York  State 
is  the  very  real  difficulty  in  procurement  of  adequate 
blood  for  routine  civilian  needs.  Although  at  least 
38  counties,  urban  and  rural,  are  very  well  covered 
by  the  American  Red  Cross  and  community  banks, 
there  are  regions  in  the  State  where  the  problem  of 
procurement  is  not  at  all  solved  by  the  American 
Red  Cross  and  the  presently  existing,  noncoordi- 
nated  hospital  and  community  blood  banks.  Under 
present  conditions  of  procurement,  the  demand  for 
human  blood  is  far  greater  than  the  supply. 

This  discrepancy  will  increase  in  the  immediate 
future  because  of  the  demand  for  gamma  globulin. 
It  would  take  six  times  as  much  blood  as  is  now  pro- 
cured for  all  purposes  to  give  every  child  under 
fifteen  a prophylactic  dose  each  year.  It  is  esti- 
mated that  only  about  5 per  cent  of  the  nation’s 
children  can  be  covered.  Consequently,  distri- 
bution 'wall  be  restricted  to  certain  epidemic  areas, 
allocations  to  be  made  by  the  Office  of  Defense 
Mobilization  on  recommendation  of  the  National 
Research  Council.  That  is  not  going  to  relieve 
the  practitioner  of  the  insistent  demands  of  appre- 
hensive parents. 

In  the  immediate  future  something  must  be  done 
to  secure  more  donors  to  meet  the  needs  in  Greater 
New  York.  That  doesn’t  necessarily  imply  im- 
portation of  blood  from  outside  the  city,  but  it  does 
require  overcoming  the  appalling  lack  of  coordina- 
tion of  effort  in  getting  blood  in  the  city.  The 
blood  assurance  program  offers  possibilities  and  must 
be  considered  very  carefully.  It  is  not  practical 
for  individual  blood  banks.  Many  such  banks 
must  be  coordinated  to  give  adequate  insurance 
coverage. 

The  fundamental  problem  is  to  get  the  600,000 
pints  of  blood  needed  annually  by  the  practitioners 
of  the  State,  for  routine  civilian  needs.  The  second 
problem  is  to  have  a system  which  will  make  it  pos- 
sible to  cover  the  expense  incident  to  the  bleeding 
of  donors,  processing  of  blood,  and  distribution  of 
blood  and  derivatives  to  patients.  For  this  the 
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State  Blood  Banks  Association  is  necessary.  It 
has  become  clear  during  discussions  of  the  Blood 
Banks  Association  and  the  Blood  Banks  Commission 
that  voluntary  physician  service  is  inadequate, 
and  that  trying  to  run  the  Association  on  a shoe- 
string would  be  almost  as  bad.  A highly  competent 
director  who  knows  thoroughly  the  problem  of 
blood  banking  and  transfusion  is  needed.  He 
should  be  a physician,  but  perhaps  not  necessarily 
full-time,  providing  that  a competent,  hard-headed 
business  man  can  be  found  to  cover  administration. 
The  Association  will  have  to  be  underwritten  finan- 
cially until  it  can  earn  safe  financial  reserves.  Xo 
one  has  been  able  to  produce  convincing  figures 
upon  the  amount  of  such  a loan  or  appropriation 
needed  or  how  long  would  be  needed  for  its  retire- 
ment. A guess  would  be  $75,000  and  five  years. 
Experience  seems  to  show  that  once  well  established 
it  will  be  self-supporting  and  will  provide  blood  to 
the  patient  at  lower  prices  than  are  now  possible, 
except  through  the  system  of  popular  financial 
support  of  the  .American  Red  Cross.  There  is  no 
assurance  that  such  support  will  always  be  adequate 
to  cover  the  blood  program  of  the  American  Red 
Cross.  Therein  lies  the  potential  danger  of  control 
of  the  whole  blood  banking  system  by  the  Federal 
government. 

It  is  to  be  noted  that  I have  stated,  “loan  or 
appropriation.”  If  the  Blood  Banks  .Association 
is  to  continue  as  an  organization  separate  from  the 
State  Society  it  would  be  a loan.  If  the  State  Society 
is  to  incorporate  the  -Association  as  an  integral  part 
of  its  operations,  the  better  term  is  appropriation. 

It  is  not  necessary  to  dilate  on  the  delays,  insuf- 
ficiencies. and  inefficiencies  inherent  in  the  red  tape 
of  Federal  government  control  of  procurement  and 
distribution  of  a human  tissue  which,  when  needed, 
is  needed  at  once. 

At  present  the  American  Red  Cross  stands  as  a 
great  bulwark  of  protection  of  local  control  of  blood 
banks  by  physicians,  hospitals,  and  citizens,  against 
Federal  government  control  of  the  whole  blood  pro- 
curement program.  If.  for  any  reason,  the  American 
Red  Cross  finds  it  necessary  to  give  up  its  blood  pro- 
gram, and  organized  medicine  doesn't  stand  ready  to 
take  over  leadership  in  physician-hospital-citizen  con- 
trol of  local  blood  banks,  government,  because  of  ne- 
cessity in  the  interests  of  the  health  of  the  people, 
will  be  forced  to  take  over. 

The  Medical  Society  of  the  State  of  Xew  York 
has  responsibility  to  the  people  of  this  State  to 
have  a Blood  Banks  .Association  organized,  trained, 
and  at  work,  covering  all  parts  of  the  State  not 
covered  by  the  .ARC  and  ready  to  take  over  where 
and  if  the  .ARC  is  unable  to  earn.-  the  load. 

Here  is  another  opportunity  for  the  State  So- 
ciety to  render  valuable  aid  to  many  practitioners, 
to  pathologists,  to  hematologists,  to  hospitals,  and. 
above  all,  to  patients.  If  the  Blood  Banks  .Asso- 
ciation is  managed  tactfully  and  does  not  try  to 
push  in  where  it  is  not  needed  or  wanted,  it  can  do 
an  immense  amount  of  good. 

The  all-important  and  very  practical  thoughts 
for  the  House  to  consider  ( at  the  time  of  this  writing 
are  whether  the  Blood  Banks  Commission  has 
completed  its  work  and  whether  it  is  time  for  the 
State  Society  to  absorb  the  Blood  Banks  .Association 
as  an  integral  part  of  its  operations. 

Industrial  Health — The  objectives  and  scope 
in  the  field  of  industrial  health  are  quite  different 
from  those  in  workmen’s  compensation. 

The  principles  involved  are  (1)  that  every  indus- 
trial employe  should  have  the  best  health  possible 


because  he  is  then  better  adjusted  to  life  and  con- 
sequently a more  effective  and  better  producer, 
and  ( 2 that  medicine  has  a responsibility  to  provide 
health  coverage  for  industrial  workers.  Here, 
also,  lies  a great  opportunity  for  the  practitioner 
to  apply  the  principles  of  public  health. 

Much  assistance  to  this  end  is  provided  by  full- 
time industrial  physicians  in  large  industries.  Such 
physicians  become  specialists  in  the  field.  Although 
this  concept  picks  out  industrial  workers  as  a spe- 
cially privileged  group,  it  may  be  argued  that  if 
their  health  needs  are  met.  the  menace  of  govern- 
ment medicine  would  be  reduced. 

Labor  unions  are  sponsoring  health  services  to 
an  increasing  extent.  Fringe  benefits,  in  organ- 
ization and  financing  of  medical  care,  not  only  for 
the  worker  but  also  for  his  family,  are  becoming  of 
increasing  importance  in  wages.  Small  industries 
and  mercantile  establishments  are  unable  to  retain 
the  services  of  full-time  doctor  sp>ecialists  in  indus- 
trial health.  exceDt  occasionally,  where  they  com- 
bine to  do  it.  Ninety  per  cent  of  the  American 
industries  employ  less  than  100  workers. 

Dependence  for  this  medical  service  must  be  upon 
private  practitioners  in  the  vicinity  of  the  plants 
to  be  served.  Such  practitioners  need  initial  in- 
doctrination and  continuing  training  in  the  field  of 
industrial  health.  The  State  Society  makes  avail- 
able some  training  through  the  Section  on  Industrial 
Medicine  and  Surgery  and  the  Public  Health  and 
Education  Committee,  augmenting  postgraduate 
courses  in  some  medical  schools,  for  those  doctors 
who  already  have  an  interest,  but  there  aren’t 
enough  who  have  an  interest  to  build  up  a backlog 
of  trained  medical  personnel  eager  to  take  over  this 
concept  of  combined  preventive  and  curative  med- 
icine for  the  individual  worker  (six  million  in  Xew 
York  State). 

The  big  argument  for  a State  Society  bureau  in 
this  field  is  that  someone  has  to  sell  to  industry  the 
idea  of  financial  support  of  in-plant  health  services 
and.  at  the  same  time,  induce  and  train  practitioners 
to  do  the  work  so  that  every  industrial  employe, 
not  just  those  working  for  large,  broad-minded 
industries,  has  opportunity  for  the  best  health 
possible.  This  is  an  up>-hill  job.  After  eleven  years 
of  such  effort  the  Pennsylvania  State  Society  suc- 
ceeded in  raising  its  number  of  physicians  interested 
in  industrial  health  from  215  to  373.  of  whom  99  are 
full-time  and  274  part-time  industrial  physicians. 

Stimulating  physicians  to  become  interested  in 
this  work  and  then  making  it  possible  for  them  to 
learn  the  work  involves  more  than  the  State  So- 
ciety. but.  at  least,  we  should  have  the  mechanism 
of  cooperation  with  the  X'ational  Association  of 
Manufacturers,  the  American  Management  Asso- 
ciation. the  Division  of  Occupational  Health  of  the 
U.S.P.H.S..  and  the  A.M.A.  Council  on  Industrial 
Health,  which  have  very  active  programs  for  stim- 
ulating industrial  medical  service  in  both  large  and 
small  industries.  Industry  and  public  health  serv- 
ices are  pointing  out  what  they  consider  to  be  a 
very  beneficial  social  change  involving  medicine. 
Medicine  should  be  alert  not  only  to  fulfill  its  duty 
but  also  to  protect  private  practice.  The  position 
of  the  part-time  physician  in  this  field  warrants 
such  guidance  and  protection  as  his  State  and  countv 
societies  can  give. 

Aside  from  early  detection  of  occupational  dis- 
eases. prevention  of  injury  to  workmen,  emergency 
care  of  injuries,  and  what  every  good  practitioner 
ought  to  know,  there  are  certain  sp>ecific  categories 
of  knowledge  involved:  air  pollution,  illumination 

and  vision  in  relation  to  occupation,  effects  of  in- 
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dustrial  noise  and  impaired  hearing,  occupational 
dermatoses,  the  older  worker  in  an  aging  popula- 
tion, occupational  cancer,  employment  of  the  phys- 
ically handicapped,  rehabilitation  not  covered  by 
industrial  compensation,  job  placement  requiring 
knowledge  of  all  in-plant  conditions,  multiple 
screening  and  periodic  health  examination,  health 
education  of  the  worker,  human  relations  psychol- 
ogy, the  scope  of  medical  nursing  in  industry,  and 
how  to  carry  out  nontechnical  research  projects. 

Already  a joint  committee  of  the  A.M.A.  Council 
on  Industrial  Health  and  the  American  Academy  of 
General  Practice  has  launched  a program  for  edu- 
cation of  the  general  practitioner  in  this  field. 
Considerable  activity  is  anticipated  at  once.  Ma- 
terial has  gone  out  to  the  state  Academies  of  Gen- 
eral Practice,  outlining  the  need  for  education  in 
industrial  health,  urging  them  to  set  up  specific 
courses,  and  giving  the  names  of  specialists  in 
industrial  medicine  who  have  indicated  willingness 
to  help  on  the  program.  Members  of  the  Academy 
will  receive  “credits”  for  such  courses.  The  im- 
plications of  such  activity  are  obvious  to  our  Com- 
mittee on  Public  Health  and  Education,  its  Sub- 
committee on  General  Practice,  and  the  Committee 
on  Industrial  Health. 

Usually,  the  small  industry  executive'  also  has  to 
be  educated.  He  has  to  be  made  to  recognize  that 
injury  to  workmen  often  means  failure  on  his  part. 
He  has  to  be  shown  that  absenteeism  is  increasing 
with  the  law  covering  disability  insurance;  that 
commonly  quoted  statistics  show  as  high  as  90  per 
cent  of  absenteeism  to  be  due  to  nonoccupational 
illness;  that  because  he  is  paying  for  disability 
insurance  he  is  increasingly  involved  in  the  health  of 
his  employes;  that  utilization  of  in-plant  health 
service  reduces  absenteeism  30  per  cent,  occupational 
diseases  62  per  cent,  accident  frequency  45  per  cent, 
labor  turnover  27  per  cent,  and  compensation  in- 
surance premiums  29  per  cent,  and  that  better 
human  relations  exist  between  management  and 
labor  when  sickness  is  minimized. 

This  work  of  interesting  the  plant  executives  and 
the  doctors  has  to  be  done  in  specific  localities 
where  the  uncovered  plants  and  the  doctors  to 
cover  them  exist,  but  if  county  societies  get  no 
more  than  printed  information  and  stimulation 
from  the  State  Society  and  the  A.M.A.  Council  on 
Industrial  Health,  the  work  bogs  down.  Moreover, 
it  takes  more  than  voluntary  doctor  personnel  to 
interest  the  chambers  of  commerce  and  the  in- 
dividual industrial  and  merchandising  executives. 
There  is  necessary  a continuing  coordination  of  such 
interests  as  health  councils,  organized  labor,  unor- 
ganized labor,  associated  industry,  medical  societies 
and  the  State  Departments  of  Labor,  Welfare,  and 
Health.  There  is  necessary  a coordinator,  at  least 
one  field  director,  to  institute  pilot  plans  on  an  experi- 
mental basis. 

There  is  plenty  of  opportunity  to  render  the  in- 
dustrial workers  of  the  State  great  service.  The 
question  facing  the  House  is  whether  to  recommend 
to  the  trustees  allotment  of  funds  to  implement  the 
opportunity  at  once  by  establishing  a Bureau  of 
Industrial  Health  with  full-time  director  and  clerical 
staff  or  to  await  further  development  of  plans  by 
the  new  Council  Committee  on  Industrial  Health. 
The  present  committee  is  Dr.  Peter  J.  Di  Natale, 
chairman ; Dr.  Anthony  J.  Lanza,  who  is  also  chair- 
man of  the  A.M.A.  Council  on  Industrial  Health,  and 
Dr.  Frank  It.  Ferlaino,  medical  director  of  the  New 
York  executive  office  of  General  Motors  Corpora- 
tion. The  forthcoming  report  of  that  committee 
warrants  full  and  sympathetic  consideration. 


Visitations.— In  rendering  account  of  stewardship 
it  seems  to  be  customary  to  speak  of  the  barnstorm- 
ing circuit.  Before  the  Pennsylvania  House  of 
Delegates  your  president  gave  a thoroughly  pre- 
pared extemporaneous  speech.  Thunderous  ap- 
plause followed  announcement  of  his  nativity  over  a 
Pennsylvania  coal  mine  sixty-eight  years  before. 
When  the  din  died  down  the  Speaker  of  the  House 
quipped,  “This  man  may  still  carry  some  of  the 
blood  of  Pennsylvania  in  his  veins,  but  he  sounds 
as  though  most  of  it  comes  from  Ireland.” 

At  Cooperstown  we  opened  the  door  of  the  Doc- 
tor’s Office  in  the  Farmers’  Museum.  For  nearly 
a century  the  little  two-room  building  had  been  the 
office  of  country  doctors  at  Westford.  There  had 
never  been  a lock  on  this  house.  It  was  always 
open  day  and  night  to  the  ailing.  Moved  to  its 
new  setting  and  restored  by  the  Farmers’  Museum, 
it  has  been  equipped  with  the  assistance  of  our 
Society.  In  our  dedicatory  address  we  dealt 
with  swamp  fever  and  its  treatment  by  blood  let- 
ting, calomel,  jalap  and  cold  water  dousing,  among 
other  things,  taken  from  the  annual  report  of  a 
president  of  this  Society  in  1816. 

At  Cooperstown,  also,  we  represented  the  State 
Society  on  a tour  of  the  Baseball  Hall  of  Fame, 
where  we  heard  John  Masterson  win  a heated  argu- 
ment with  the  curator  on  the  proposition  that  there 
ought  to  be  at  least  one  Dodger  in  the  galaxy  of 
stars. 

On  two  occasions  we  had  to  compete  on  the  ros- 
trum with  that  silver-tongued  orator  from  Chicago, 
Leo  E.  Brown,  director  of  the  A.M.A.’s  Depart- 
ment of  Public  Relations.  He  can  talk  almost  as 
“long,  loud,  and  lucidly”  as  Stan  Kenney,  but  we 
pinned  the  tail  on  him  in  Ithaca  by  giving  the  ladies 
of  the  Auxiliary  the  story  of  the  children  playing 
pregnant. 

Although  we  did  risk  our  life  once  by  appearing 
at  the  speakers  table  in  Kings  to  loop  Charles 
Loughran  with  the  president’s  medal,  most  of  the 
hazards  of  the  big  city  were  ventured  by  such  gay 
blades  as  Kenney,  Eggston,  and  Anderton  with 
their  savoir  faire.  There  are  innumerable  requests 
by  colleges,  medical  organizations,  surgical  organ- 
izations, organizations  of  allied  professionals  and 
aspirants  to  represent  the  State  Society  at  din- 
ners, dances,  and  dedications,  at  convocations, 
conferences,  and  classrooms,  at  seminars,  awards, 
and  picnics.  Our  secretary  takes  it  all  so  seriously. 
He  has  no  wastebasket.  Some  one  has  to  be  found 
to  cover  every  occasion.  Norman  Moore  took 
care  of  the  American  Society  of  Human  Genetics 
for  me  in  an  emergency.  Although  I was  down  on 
the  program  to  tell  them  all  about  this  fascinating 
influence  on  harmony  and  discord,  Peter  Di  Natale 
insisted  that  I had  to  plan  policy  at  the  appointed 
time.  Norman  did  it  with  liquor. 

On  the  occasion  of  the  formal  dedication  of  a new 
home  by  the  State  Pharmaceutical  Association, 
where  there  were  as  many  speakers  on  the  stage  as 
people  in  the  pit,  your  secretary  and  president 
joined  the  two  professions,  “’til  death  us  do  part.” 

We  participated  in  the  proceedings  at  five  district 
branch  meetings  and  seven  county  society  meetings, 
mostly  on  the  legerdemain  of  spinal  analysis.  We 
presented  scrolls  and  souvenirs  to  physicians  who 
had  been  in  practice  fifty  and  sixty  years.  In- 
variably your  president  was  taken  by  strangers  to 
be  one  of  the  recipients. 

With  the  immediate  past-president  and  the  sec- 
retary we  maneuvered  numerous  reconnaissances 
and  a few  sneak  attacks  on  State  officialdom,  where 
we  learned  much  of  the  synonymity  of  deviousness 
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and  diplomacy.  For  the  first  time  in  twenty  years 
there  were  coddling  moth  larvae  in  my  apples, 
because,  when  the  second  brood  was  hatching  in 
Monroe  County,  I was  spraying  politicians  in  Al- 
bany. 

Finally,  the  routine  address  given  by  your  presi- 
dent before  the  New  York  State  Department  of 
Health  Annual  Health  Conference,  at  Lake  Placid 
in  June,  is  really  a stunt  for  one  who  has  never  been 
a health  officer,  not  even  a little  S200-a-year  one 
on  part-time. 

At  the  beginning  of  the  president-elect-year  the 
Lake  Placid  talk  loomed  up  as  the  most  difficult 
job  in  the  two-year  period.  So,  two  years  ago,  in 
January,  through  the  courtesy  of  the  office  of  the 
Commissioner  of  Health,  I went  to  Albany  to  study 
public  health  in  action.  I went  home  with  books 
of  notes  and  a packing-case  of  literature.  I didn’t 
get  a degree  in  public  health  or  find  out  what  to  do 
about  the  Placid  speech,  but  I did  find  out  what  a 
superior  lot  of  people  we  have  in  the  State  Depart- 
ment of  Health,  as  fine  a lot  of  people  as  one  could 
want  for  working  associates,  a group  obviously  de- 
lighted that  a practitioner  had  an  interest  in  its 
problems  and  wanted  to  learn  rather  than  criticize. 

Every  State  Society  president  has  recognized 
the  spirit  of  fair  play  and  good  sportsmanship  mani- 
fested by  the  Commissioner  in  his  relationships  with 
the  State  Society.  I wish  to  give  personal  testi- 
mony to  the  great  kindness  with  which  the  Commis- 
sioner and  his  staff  have  explained  to  me,  through- 
out this  two-year  period,  every  feature  of  public 
health  in  which  I have  sought  information  in  order 
to  understand  what  the  practitioner  wants  and 
needs  from  public  health  officialdom. 

Because  of  its  confidential  nature  it  is  impossible 
to  reveal  the  extent  and  manner  of  help  we  have  had, 
directly  and  indirectly,  through  other  State  agen- 
cies, in  our  campaign  against  cults,  from  the  State 
Department  of  Health. 

The  Lake  Placid  speech  was  finally  ground  out 
and,  much  to  my  surprise,  published  by  the 
American  Journal  of  Public  Health  under  the  title 
“Medical  Thinking.”  Reprints  have  been  sought 
by  many  schools,  health  departments,  and,  what  is 
most  gratifying  of  all,  by  somewhat  discouraged 
individual  doctors  working  in  the  public  health 
field.  Why?  Simply  because  one  who  has  never 
been  anything  but  a practitioner  could,  at  the 
end  of  his  career,  write : 

“Now  to  public  health  officialdom  permit  me  to 
advise:  Do  not  ever  be  discouraged  in  your  daily 
work  by  what  seems  to  you  unreasonable,  short- 
sighted, and  selfish  failures  on  the  part  of  practition- 
ers, even  on  the  part  of  organized  medicine,  to  grasp 
the  great  values  which  are  so  obvious  to  you.  You 
know  well  how  we  changed  our  stand  on  sanitary 
surveillance  of  tuberculosis  and  venereal  disease,  on 
mass  x-ray  chest  surveys  and  care  of  crippled  chil- 
dren. We  have  obstructed  your  work  in  the  past, 
possibly  we  are  doing  so  right  now  in  the  matter  of 
multiple  screening  surveys,  and  certainly  will  do 
so  in  the  future.  The  point  is  that  when  you  are 
right,  we  eventually  find  it  out  and  cooperate.” 

Comments. — The  work  of  the  Medical  Society  of 
the  State  of  New  York  is  accomplished  through 
80  groups,  (Council,  Board  of  Trustees,  committees, 
subcommittees,  sections,  sessions,  board  of  censors, 
and  commission).  This  involves  almost  500  elec- 
tions or  appointments.  Excluding  the  counsel  and 
his  staff  there  are  63  employes. 

As  spokesman  for  the  Society,  the  president  pays 
tribute  to  every  employe  for  the  faithful  and  loyal 


service  rendered.  To  that  end  the  name  and  assign- 
ment of  each  is  herewith  recorded. 
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Bonzer,  William  H. 
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Acevedo,  Robert 

MacMullan,  Luella  F. 

Ward,  Lois 

Without  such  interested  and  conscientious  per- 
sonnel, some  of  whom  work  for  us  for  a lower  fi- 
nancial remuneration  than  they  could  command 
elsewhere,  the  officers  and  committees  would  be 
helpless. 

Just  how  it  can  be  accomplished  is  not  yet  clear, 
but  some  sort  of  supplement  to  formal  social  se- 
curity for  those  who  serve  the  Society  through 
their  active  years  is  the  constant  concern  of  your 
Board  of  Trustees. 

Although  it  is  impossible  to  single  out  the  many 
who  deserve  special  merit,  I should  be  remiss  if  I 
didn’t  again  call  to  the  attention  of  the  House  the 
great  good  fortune  of  the  Society  in  having  as  the 
technical  head  of  this  considerable  bureau,  Walter  P. 
Anderton,  our  general  (and  genial)  secretary.  One 
never  thinks  of  him  as  an  employe.  He  is  ever  and 
always  a member,  never  a bureaucrat.  He  is  the 
least  bureaucraticallv-minded  individual  in  the 
Society.  The  House  really  ought  to  take  steps  to 
force  him  to  take  a vacation  at  some  time  during 
the  ensuing  year.  The  only  command  the  president 
ever  gave  him  was  to  take  a vacation  in  August. 
He  said  he  would,  but  in  the  midst  of  the  agreed 
upon  half-vacation  which  he  promised,  I ran  into 
him  upstate  making  a survey  of  towns  for  the  place- 
ment of  young  physicians. 

In  Thomas  E.  Alexander,  the  Society  enjoys  the 
efficient  services  of  a man  skilled  in  office  manage- 
ment and  accomplished  in  the  intricacies  of  account- 
ing. His  work,  being  well  done,  attracts  little 
attention,  but  if  it  were  not  well  done,  what  a tur- 
moil we  would  be  in.  This  year  we  give  him  spec- 
ial commendation  for  evacuating  the  old  office  and 
re-establishing  in  new  quarters  without  losing  a step. 

Miss  Doris  K.  Dougherty’s  knowledge  of  every- 
thing which  has  transpired  and  where  to  find  its 
documentation,  of  precedents  established,  and  of 
the  characteristic  attitudes  of  our  various  commit- 
tees and  bureaus  is  reminiscent  of  Miss  Baldwin 
and  of  inestimable  value. 

Mrs.  Augusta  Grim’s  name  doesn’t  appear  among 
the  list  of  employes,  but  we  never  could  get  far 
without  her.  She  and  her  marvelous  little  machine 
give  us  the  verbatim  transactions  of  the  House  of 
Delegates,  the  Council,  the  Board  of  Trustees,  the 
Board  of  Censors,  the  Planning  Committee  on 
Medical  Policies,  and  the  Blood  Banks  Commission. 

One  really  has  to  have  been  president  to  know 
how  much  trouble  William  F.  Martin,  Esquire, 
the  counsel,  and  Robert  J.  Bell,  Esquire,  the  at- 
torney, can  prevent.  Everyone  knows  about  their 
treatment.  Their  tireless  and  cooperative  interest 
and  helpfulness  in  a multiplicity  of  details  in  the 
affairs  of  this  Society  have  been  a source  of  repeated 
gratification. 


Colonel  Harry  F.  Wanvig,  the  old  soldier  whose 
title  never  dies,  the  secretary  ex  officio  (whatever 
that  means)  of  the  Malpractice  Insurance  and  De- 
fense Board — with  his  name  you  are  all  familiar 
in  connection  with  ever-increasing  bills,  but  to  know 
this  stalwart  gentleman  one  has  to  see  him  work 
out  at  the  meetings  of  that  Board.  He  seems  to 
have  dedicated  his  life  to  preservation  of  Society- 
controlled  malpractice  insurance.  Believe  me, 
that  is  no  easy  task. 

A Few  Statistics  and  a Directory. — 

Membership  in  the  State  Society  on  December  31, 

1952— 23,343 

Number  in  military  service — 170 
Delegates  to  the  House — 251 
Membership  in  both  State  Society  and  A.M.A. — 
16,059 

Delegates  to  the  A.M.A. — 17 
Number  of  delegates  to  A.M.A.  before  A.M.A. 
dues  complication — 23 

Current  Endowments  to  the  A.M.A. 

President — Louis  H.  Bauer,  Hempstead 
Vice-President — Leo  F.  Schiff,  Plattsburg 
Speaker,  House  of  Delegates — James  R.  Reuling 
Bayside 

Chairman,  Judicial  Council — Edward  R.  Cunniffe, 
Bronx 

General  Chairman,  Local  Committee  on  Arrange- 
ments, Annual  Session,  New  York,  June  1 to  5, 

1953 —  J.  Stanley  Kenney,  New  York  City 
Chairman,  Council  on  Medical  Education  and 

Hospitals — H.  G.  Weiskotten,  Skaneateles 

Member,  Council  on  Medical  Service — Carlton 
E.  Wertz,  Buffalo 

Member,  Council  on  Constitution  and  Bylaws — 
Floyd  S.  Winslow,  Rochester 

Member,  Council  on  Pharmacy  and  Chemistry— 
James  Bordley  III,  Cooperstown 

Members,  Council  on  Physical  Medicine  and 
Rehabilitation — Howard  A.  Rusk,  New  York  City, 
and  A.  C.  Cipollaro,  New  York  City 

Member,  Council  on  Foods  and  Nutrition — L.  A. 
Maynard,  New  York  City 

Members,  Council  on  Industrial  Health — A.  J. 
Lanza,  New  York  City,  chairman,  M.  N.  Newquist, 
New  York  City,  and  J.  H.  Sterner,  Rochester 
Member,  Committee  on  Mental  Health — M.  R. 
Kaufman,  New  York  City 

So  much  writing  and  so  much  talking  puts  one 
back  in  college  days  with  their  struggles  to  get  words 
into  meaningful  juxtaposition  and  sequence,  only  to 
find  that  so  many  can’t  read. 

It  has  been  a pleasure  to  be  your  president;  I 
heartily  bespeak  your  continuing  cooperation  and 
support  for  my  sueessor,  Dr.  Andrew  A.  Eggston 
Deus  Vobiscum. 

Edward  T.  Wentworth,  M.D.,  President 
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To  the  House  of  Delegates,  Gentlemen: 

General  Statement. — It  is  a pleasure  to  report  to 
you  that  the  Medical  Society  of  the  State  of  New 
York  is  ending  another  successful  and  prosperous 
year.  The  details  of  its  many  activities,  committees, 
subcommittees,  commission,  and  boards  appear 
elsewhere. 

Moving. — On  May  28  and  29,  1952,  the  head- 
quarters office  of  the  Society  was  moved  from  292 
Madison  Avenue  to  386  Fourth  Avenue,  New  York 
City.  The  new  quarters  are  larger  than  formerly, 
but  are  crowded.  Commencing  in  December,  1952, 
through  the  generosity  of  United  Medical  Service, 
the  Council  met  in  the  handsome  board  room  at  2 
Park  Avenue  for  three  months,  but  in  March  re- 
turned to  the  council  chamber  at  386  Fourth  Avenue. 

Financial. — Your  Society  has  not  been  living 
within  its  income.  This  is  due  to  increases  in  most 
expenses  and  increase  in  the  number  and,  in  several 
instances,  the  size  of  committees.  The  treasurer’s 
report  includes  well-chosen  comments  on  this  mat- 
ter. 

Placement  Service. — During  the  past  year,  your 
secretary  has  cooperated  with  the  Placement  Service 
of  the  American  Medical  Association,  in  helping 
several  localities  obtain  physicians.  Dr.  Bernard 
Friedson,  otorhinolaryngologist,  has  settled  at 
Saratoga  Springs,  and  the  following  general  prac- 
titioners have  established  themselves:  Dr.  Edward 
D.  Andrews,  Cherry  Valiev  (Otsego  County);  Dr. 
Feldman,  Munnsville  (Madison  County);  Dr.  Hans 
Hanke,  Wayland  (Steuben  County);  Dr.  Zenta  A. 
Kraklio,  McGraw  (Cortland  County);  Dr.  Leopold 
Leber,  West  Berne  (Albany  County);  Dr.  Arnold  O. 
Riley,  Holley  (Orleans  County),  Dr.  Jaroslow 
Sachno,  West  Leyden  (Lewis  County),  and  Dr. 
Elsa  Lehman,  Ontario  (Wayne  County).  We  still 
have  11  available  locations  on  the  list. 

Trustee  Resignations. — For  reasons  of  health,  Dr. 
William  H.  Ross  and  Dr.  Fenwick  Beekman  have 
resigned  from  the  Board  of  Trustees;  Dr.  Beekman 
resigned  in  November,  and  Dr.  Ross  in  December, 
1952.  The  splendid  activities  of  these  gentlemen  on 
vour  Board  of  Trustees  have  made  them  much 
missed.  Dr.  Leo  F.  Schiff  and  Dr.  J.  Stanley  Ken- 
ney, who  have  replaced  them,  were  elected  by  the 
Council  to  serve  until  you  meet.  They  have  al- 
ready proved  themselves  valuable  members  of  the 
board. 

Council. — The  Council  has  met  monthly,  except 
in  July  and  August.  The  meetings  have  been  well 
attended.  Their  deliberations  have  covered  a wide 
scope  and  have  required  much  time,  even  though  the 
Executive  Committee  has  been  able  to  digest  a cer- 
tain amount  of  details  each  month. 

A.M.A.  Delegates. — In  1950,  our  Society  had  23 
delegates  to  the  American  Medical  Association.  At 
that  time  all  members  of  the  State  Society  were 
automatically  members  of  the  A.M.A.  However, 
since  American  Medical  Association  members  are 
required  to  pay  annual  dues,  our  representation  has 
been  diminished  to  17  in  1953,  because  many  mem- 
bers of  the  State  Society  no  longer  belong  to  the 
American  Medical  Association. 

Dues. — In  accordance  with  your  instructions,  an 
item  of  S2.00  voluntary  subscription  for  Physicians’ 
Home  was  on  members  dues  bills  for  the  year  1953. 
Also,  as  you  directed,  the  bills  included  an  item  of 


voluntary  subscription  for  the  American  Medical 
Education  Foundation. 

Junior  Membership.— A junior  membership  has 
been  instituted  in  accordance  with  your  amend- 
ments to  our  Constitution  last  year.  There  are  nine 
junior  members,  all  from  Westchester  County. 

District  Branches. — Attendance  at  district  branch 
meetings  last  fall  was  about  what  it  has  been  of  late 
years.  The  Second  District  Branch  voted  to  discon- 
tinue meetings  of  its  membership  and  to  function 
somewhat  like  the  First  District  Branch,  through  an 
executive  body. 

Secretaries  Meeting. — It  is  a pleasure  to  report 
the  successful  annual  meeting  of  county  society 
secretaries,  at  Albany,  November  20,  1952.  Com- 
mon problems  were  informally  discussed,  much  to 
the  satisfaction  of  all  who  were  present. 

Representatives. — Dr.  Carlton  E.  Wertz  was 
chosen  by  the  Council  to  represent  the  State  Society 
on  the  executive  committee  of  the  New  York  State 
Citizens’  Health  Council.  He  has  been  chairman  of 
that  committee.  Dr.  J.  Stanley  Kenney  has  been 
appointed  chairman  of  the  local  committee  of  ar- 
rangements for  the  American  Medical  Association 
meeting  in  New  York  City,  June  1 to  5,  1953.  He 
has  been  accomplishing  this  important  assignment 
with  the  same  ability  which  has  made  him  an  out- 
standing member  of  our  Society. 

The  delegates  from  your  Society  to  the  annual 
meeting  of  the  Medical  Society  of  the  State  of 
Pennsylvania  were  President  Edward  T.  Wentworth 
and  Secretary  W.  P.  Anderton;  Dr.  Walter  W.  Mott 
represented  your  Society  at  the  annual  meeting  of 
the  Connecticut  State  Medical  Society,  and  Presi- 
dent Wentworth  and  Dr.  Floyd  S.  Winslow  go  to  the 
annual  meeting  of  the  Medical  Society  of  New 
Jersey. 

Liaison  with  State  Government — Cordial  liaison 

has  been  continued  with  the  New  York  State  De- 
partment of  Health  and  Department  of  Education. 
Your  Medical  Defense  Committee,  under  the  able 
chairmanship  of  Dr.  John  J.  Masterson,  has  worked 
with  the  Health  Department  on  civil  defense  pre- 
paredness. The  Public  Health  and  Education  Com- 
mittee, so  well  guided  by  its  chairman.  Dr.  Theodore 
J.  Curphey,  has  cooperated  also  with  the  Health 
Department  in  many  matters  concerning  the  health 
of  the  people  of  New  York  State  and  the  continuing 
education  of  physicians. 

On  the  Medical  Grievance  Committee  of  the  De- 
partment of  Education,  Dr.  George  C.  Yogt,  after 
several  years  of  enviable  accomplishments  as  chair- 
man, has  been  succeeded  by  Dr.  Ralph  I.  Lloyd. 
Dr.  John  J.  Clemmer  and  Dr.  Alexander  P.  Preston 
have  become  members  of  the  New  York  State  Board 
of  Medical  Examiners,  succeeding  Dr.  Arthur  W. 
Wright  and  Dr.  George  E.  Taylor. 

Deaths. — Last  August,  Dr.  Harry  Aranow,  long  a 
councillor,  passed  away  after  a long  illness.  His 
conscientious  accomplishments  for  our  Society  will 
long  survive. 

It  is  with  a note  of  sadness  that  your  secretary  also 
reports  the  death  of  Mrs.  Anna  Roetger,  who  had 
been  in  the  employ  of  the  Society  for  forty  yeare,  and 
for  several  years  in  charge  of  the  membership  de- 
partment. Appropriate  expressions  of  condolence 
were  transmitted  from  the  Society  to  Dr.  Aranow  s 
and  Mrs.  Roetger’s  families. 
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Comments. — During  the  past  year  the  secretary’s 
monthly  reports  to  the  Council  have  described  his 
peregrinations  and  other  activities  and  have  been 
published  in  the  Journal. 

He  takes  this  opportunity  again  to  express  his 
warm  thanks  for  the  wholehearted  cooperation  he 
has  received  from  the  officers,  councillors,  trustees, 
and  members  of  the  Society,  as  well  as  from  mem- 
bers of  the  staff,  during  the  past  year.  It  has  indeed 
been  a pleasure  to  work  with  President  Wentworth, 
Past-President  Kenney,  Treasurer  Dattelbaum,  and 
Chairman  of  Trustees  Mellen,  and  many  others. 
To  Miss  Doris  K.  Dougherty,  executive  assistant  to 
the  secretary,  I cannot  pay  sufficiently  high  tribute 
for  her  patient  and  efficient  cooperation.  It  is  also  a 
pleasure  to  record  my  thanks  to  Mr.  Thomas  E. 
Alexander,  office  manager,  accountant,  and  business 
manager  of  the  Journal  and  Directory,  for  his  dili- 
gent and  painstaking  attention  to  the  interests  of  the 
Society. 

Membership. — Membership  records  show  the 
following: 


1951 —  Membership 22,124 

1952—  Members  reinstated. . . . 833 

1 952 — N e w members 971 


23  928 

1952— Deaths 312 

1952 — Resignations 262 

1952— License  revocation 1 

1952 — License  suspended 1 


576 


23,352 

1952 — Delinquent  members. . . 715 


1952 — Total  membership 22,637 


Honor  counties  (all  of  whose  members  paid  their 
dues  in  1952)  include  Cortland,  Fulton,  Mont- 
gomery, Orleans,  Otsego,  Schenectady,  Seneca, 
Steuben,  Sullivan,  and  Wyoming. 


Comparative  totals  of  membership  since  1941: 


1941  . . . 

...  17,791 

1947  . . . 

...  21,303 

1942  . . . 

...  18,313 

1948 

...  21,171 

1943  . . . 

. . . 18,652 

1949  . . . 

...  21,489 

1944  . . . 

. . 18,941 

1950  . . . 

...  21,861 

1945  . . . 

. . 19,234 

1951  . . . 

...  22,124 

1946  . . . 

. . 20,524 

1952  . . . 

. . . 22,637 

During  1952,  remissions  of  dues  were  voted  for 
illness  or  service  in  the  armed  forces  as  follows: 


County 

Illness 

Service 

Total 

Albany 

3 

3 

Allegany 

1 

1 

Bronx 

7 

13 

20 

Broome 

1 

4 

5 

Cattaraugus 

1 

1 

Cayuga 

1 

1 

Chautauqua 

1 

1 

Chenango 

1 

1 

Cortland 

1 

1 

Erie 

2 

15 

17 

Essex 

1 

1 

Kings 

26 

11 

37 

Livingston 

1 

1 

Monroe 

7 

6 

13 

Montgomery 

1 

1 

2 

Nassau 

3 

10 

13 

New  York 

35 

49 

84 

Niagara 

4 

4 

Oneida 

1 

5 

6 

Onondaga 

5 

5 

Ontario 

2 

2 

Orange 

1 

1 

Oswego 

1 

1 

2 

Otsego 

1 

1 

Queens 

11 

(1  rescinded) 

32 

(1  rescinded) 

43 

Rensselaer 

1 

1 

Richmond 

1 

1 

St.  Lawrence 

2 

2 

Schenectady 

6 

(1  rescinded) 

6 

Seneca 

1 

1 

Steuben 

1 

1 

Suffolk 

3 

3 

Ulster 

2 

2 

Washington 

1 

1 

Westchester 

3 

5 

8 

Wyoming 

5 

5 

Total 

119 

178 

297 

Rescinded 

1 

2 

3 

118 

176 

294 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 


REPORT  OF  THE  TREASURER 


To  the  House  of  Delegates , Gentlemen: 

Appended  is  the  condensed  report  of  the  annual 
audit  made  of  the  books  of  the  Society  by  the  firm 
of  Patterson  and  Ridgway,  Certified  Public  Ac- 
countants. 

The  Society  was  unable  to  operate  within  its 
income  in  so  far  as  the  General  Fund  was  con- 
cerned. We  suffered  a net  loss  of  $11,072.08.  Sur- 
plus arising  from  Investment  Fund  activities 
amounted  to  $23,049.34. 

In  the  reports  submitted  by  your  treasurer  during 
the  past  few  years,  a table  showing  the  net  income 
or  loss  since  1946  has  been  presented.  This  table  is 
again  presented  below  with  1952  added. 


1946  $ 6,553.26* 

1947  96,180.67* 

1948  59, 595. 98 t 

1949  26,243.87* 

1950  40,697.83* 

1951  46,375.08 

1952  11,072.08* 


$ 74,775.65 * • 


* Italics  denote  figures  in  red. 

t In  1948,  the  surplus  of  $59,595.98  resulted  from  a dues 
increase  of  $5.00  per  member. 

This  table  excludes  income  from  investments,  and 
over  a seven-year  period  shows  a net  loss  of  $74,- 
775.65.  In  five  of  the  seven  years,  we  have  oper- 
ated at  a deficit.  The  average  deficit  is  more  than 
$10,000  per  year.  Without  our  investment  income, 
our  financial  situation  would  be  extremely  serious. 

In  Table  I,  which  follows,  there  is  submitted  a 
comparative  schedule  of  income  and  expenditures 
for  the  previous  six  years.  In  order  to  present  these 
figures  in  comparative  form,  it  has  been  necessary 
to  slightly  rearrange  the  figures  as  shown  in  the 
Statement  of  Operating  Income  and  Expenditures. 

There  are  many  figures  in  Table  I.  They  are 
printed  so  that  you  may  have  the  opportunity  of 
studying  them.  In  the  table  is  contained  a financial 
history  of  your  State  Society. 


Detailed  comment  on  these  reports  would  be 
long  and  perhaps  tedious.  The  high  lights,  how- 
ever, must  be  pointed  out.  The  Journal  suffered 
a net  loss  of  S 12,466  before  the  allocation  of  dues. 
This  was  due  to  a decrease  in  advertising  revenues 
and  an  over-all  increase  in  the  cost  of  printing  and 
paper.  The  Public  and  Professional  Relations 
Bureau  spent  approximately  $27,800  more  in  1952 
than  it  did  in  1951.  The  Council  and  Board  of 
Trustees  approved  the  expenditure  of  monies  in 
connection  with  a Citizens’  Health  Education 
Campaign.  Much  of  the  increase  was  spent  for 
this  purpose. 

In  November,  1952,  a contribution  of  $25,000  to 
the  American  Medical  Education  Foundation  was 
approved. 

Expenses  of  moving  the  office  from  292  Madison 
Avenue  to  386  Fourth  Avenue  amounted  to  more 
than  $11,500. 

Year  after  year,  your  treasurer  has  sounded 
warnings  that  income  must  at  least  equal  outgo. 
Again,  in  this  report,  this  very  same  fact  is  brought 
to  your  attention.  We  must  either  increase  our 
income,  decrease  our  expenditures,  or  both.  If  you 
will  refer  to  the  report  of  the  Finance  Committee, 
you  will  see  that  a deficit  of  more  than  $52,000  is 
forecast  for  1953.  We  cannot  continue  long  at  this 
pace.  It  is  respectfully  pointed  out  that  in  years  in 
which  general  business  is  good  and  operating  at  a 
profit,  the  dues  of  the  Society  should  more  than 
equal  expenditures,  in  order  to  allow  for  the  lean 
years.  It  is  also  pointed  out  that  it  would  be  well 
if  our  surplus  at  the  very  least  was  equal  to  one 
year’s  dues  income. 

During  the  year,  the  treasurer  finds  it  necessary 
to  call  on  many  different  people — members,  officers, 
and  employes  of  the  Society.  To  them  is  extended 
sincere  appreciation  for  cooperation  and  helpfulness. 
A special  note  of  thanks  is  to  be  given  to  Mr. 
Thomas  E.  Alexander  for  his  assistance  to  the 
treasurer.  Dr.  Thomas  d’Angelo,  assistant  treas- 
urer, has  been  most  helpful  on  many  occasions. 
Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasure 


Auditor’s  Certificate 


To  the  Board  of  Trustees, 

Medical  Society  of  the  State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1952,  and  the  related  statements  of 
operating  income  and  general  and  other  funds  for 
the  year  then  ended.  Our  examination  was  made 
in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of 
the  accounting  records  and  such  other  auditing 
procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

We  did  not  confirm  the  unpaid  members’  dues  by 
correspondence  with  the  members. 


In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  operating  income  and  general 
and  other  funds  present  fairly  the  financial  position 
of  the  Medical  Society  of  the  State  of  New  York  at 
December  31,  1952,  and  the  results  of  its  operations 
for  the  year  then  ended,  in  conformity  with  gen- 
erally accepted  accounting  principles  applied  on 
a basis  consistent  with  that  of  the  preceding  year. 

Patterson  anb  Ridgwat 
Certified  Public  Accountants 

February  16,  1953 
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AX X CAL  REPORTS 


IN.  Y.  State  J.  M 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

BALANCE  SHEET 
December  31,  1952 


ASSETS 


GENERAL  FUND 


Current  Assets 

Cash  in  Banks  and  on  Hand $53,982  96 

Less:  Due -American  Medical  .Association 500  00  $ 53,482.96 


Accounts  and  Notes  Receivable 14,295.23 

Less:  Reserve  for  Doubtful  Accounts  and  for  Agency 

Commissions 2,169.93  12,125.30 


Due  from  War  Memorial  Fund — per  contra 400  00 

Dues  Receivable — net.  estimated 10.000  00 

Due  from  Endowment  Fund — per  contra 250.00 

Inventory  of  Paper  Stock 19 . 972  66 


Total  Current  Assets 

Prepaid  Expenses 

Advance  Costs  (net  . Medical  Director y 1953 . 71 .005  44 

Less:  One  Half  Estimated  Dehcit  Absorbed  in  1952 . . . 47.456.00  23,549.44 


Sundries 6,121.29 


$ 96,230  92 


Total  Prepaid  Expenses 29,670.73 

Furniture  and  Fixtures — At  Nominal  Value 2.00 

.Advances  to  Veterans  Medical  Service  Plan  or  New  York 16,972.53 

Less:  Reserve 1,212.00  15,760.53 


Total  General  Fund 141.664. 18 


INVESTMENT  FUND 


Cash  in  Banks 47 , 652  48 

Investments  at  C 't  Market  or  Redemption  Value  $632,993.21  $66,000.00 

U S.  Treasury  Bonds  Pledged  as  Collateral  to  Secure  Loan  of  $33,000.00 

from  Bank — per  contra) 521 . 3S0  56 

Accrued  Interest  Receivable 9.015.99 

Loans  Receivable  from  General  Fund — per  contra 17,000.00 


Total  Investment  Fund 595 , 049  03 


ENDOWMENT  FUNDS 

Cash  in  Bank 13,418.28 

Less:  Due  General  Fund — per  contra 250  00 

Total  Endowment  Funds 13, 168.28 


WAR  MEMORIAL  FUND 


Cash  in  Bank 18.468.08 

Investments — U.S.  Treasury  Bonds  (Market  Value  $206,694.50  215,852.42 

Accounts  Receivable 1 • 306  25 

Accrued  Interest  Receivable 1 .347.42 


236,974  17 


Less:  Due  General  Fund — per  contra 400  00 

Total  War  Memorlil  Fund 236,574. 1< 

TOTAL  ASSETS $986.455 .66 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

BALANCE  SHEET 
December  31,  1952 


LIABILITIES  AND  CAPITAL 


GENERAL  FUND 
Current  Liabilities 

Loan  Payable  to  Bank  (Secured  by  $66,000.00  U.S.  Treasury  Bonds — 

per  contra) 

Loan  Payable  to  Investment  Fund — per  contra 

Accounts  Payable 

Commissions  Payable — Journal  and  Directory  Advertising  Sales 

Taxes  Payable  (Including  Withholdings) 

Total  Current  Liabilities 

Deferred  Credits 

Journal  Advertising,  Circulation  and  Reprints 

Advertising- — Medical  Directory,  1953 

Annual  Meeting,  1953 

Membership  Dues,  1953 

Total  Deferred  Credits 

General  Fund 

Total 


$33,000  00 
17,000.00 
10,800.02 
1,409.01 
6,240.82 


$ 68,449.85 

4,537.44 

15,036.50 

11,110.00 

7,970.00 


38,653.94 

34,560.39 


141,664.18 


INVESTMENT  FUND 


595,049.03 


ENDOWMENT  FUNDS 

Lucien  Howe  Prize  Fund 5,423.99 

Merritt  H.  Cash  Prize  Fund 2,059.31 

A.  Walter  Suiter  Lectureship  Fund 5,684.98 

Total 13,168.28 

WAR  MEMORIAL  FUND 236,574.17 

TOTAL  LIABILITIES  AND  CAPITAL $986,455.66 


Note:  Claim  has  been  made  against  the  Society  for  certain  sales  taxes,  and  an  application  for  exemp- 
tion from  the  same  has  been  filed.  Pending  the  outcome  of  such  application,  the  ultimate  liability,  if  any, 
is  not  determinable  at  this  time. 


832  ANNUAL  REPORTS  [X.  Y.  State  J.  M 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

STATEMENT  OF  OPERATING  INCOME  AND  EXPENSES 
For  the  Year  Ended  December  31,  1952 


OPERATING  INCOME 


Members’  Dues  for  the  Current  Year — After  Reserve .$437,180.00 

Less:  Allocation  to  Journal  Circulation  Income,  as  Authorized  by  the 

Board  of  Trustees 57,917.50 


Arrears  (Dues) 

Interest  on  Savings  Accounts 

Operating  Income  from  the  Journal  (Deficit) 
Plus:  Allocation  of  Dues 


Sales  of  1949  and  1951  Directories  (Net) 


.$379,262.50 

2,220.00 

855.47 

12,^66.39* 

57,917.50 


45,451. 11 
3,367.15 


431,156.23 


OPERATING  EXPENSES 


Administrative 102,657.88 

Public  and  Professional  Relations  Bureau 93 , 334 . 88 

Legislation  Bureau — Albany  office 25,828.73 

Workmen’s  Compensation  Bureau 23 , 396 . 84 

Bureau  of  Medical  Care  Insurance 19 , 094 . 39 

Scientific  Activities 19,952.04 

District  Branches 2,764.94 

Planning  Committee  for  Medical  Policies 1,088.83 

Woman’s  Auxiliary 6,890.95 

Malpractice  Defense  and  Insurance  Board 2 , 625 .91 

Malpractice  Audit 1 , 000 . 00 

Counsel — Retainer  and  Expenses 27 , 000 . 00 

Annual  Meeting 3,872.91* 

Traveling  Expenses 26,126.11 

American  Medical  Education  Foundation 25,000.00 

World  Medical  Association 1,000.00 

Committee  on  Alcoholism 26.23 

A.M.A.  Convention — Students 129.01 

AM. A.  Conference  Room  Expense 769.81 

National  Society  for  Medical  Research 100 . 00 

New  York  State  Society  for  Medical  Research 400.00 

Conference  of  Presidents 50.00 

New  York  State  Citizens’  Health  Council 1,000.00 

Middle  Atlantic  States  Conference 53.22 

New  York  State  Blood  Banks  Commission 588.54 

Special  Legal  Services 1 , 000 . 00 

Pensions 5 1 000 . 00 

Veterans  Medical  Service  Plan  of  New  York 249.23 

Medical  Directory 47 , 456 . 00 

Moving 2,881.70 

Alterations 8,635.98 


Total 


442,228.31 


Excess  of  Income  Over  Operating  Expenses 


ill, 072. 08* 


* Italics  denote  figures  in  red. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

STATEMENT  OF  GENERAL  AND  OTHER  FUNDS 
For  the  Year  Ended  December  31,  1952 


War 

Lucien 

Merritt 

A.  W.  Suiter 

General 

Investment 

Memorial 

Howe 

H.  Cash 

Lectureship 

Fund 

Fund 

Fund 

Prize  Fund  Prize  Fund 

Fund 

BALANCE  AT  JANUARY  1,  1952  $45,632.47  $571,999.69  $237,676.29  $5,300.37  $2,110.13  $5,602.00 

ADDITIONS 

Assessments  Collected 

Interest  on  Bank  Balances 

Income  from  Securities 

Profit  or  Loss  (Net)  from  Sale  of 
Securities 


Total  Additions 

DEDUCTIONS 

Excess  of  Operating  Expenses 
over  Income,  Not  Including 
Income  from  Securities.  ...  11 

Custodian  and  Investment  Fees. 

Prizes 

Benefits  Disbursed 


Total  Deductions 

11,072.08 

2,022.57 

6,500.00 

100.00 

50.00 

Net  Increase  or  Decrease 

11,072.08* 

23,049.34 

1,102.12* 

123.62 

60.82* 

82.98 

BALANCE  AT 

DECEMBER  31,  1952 

$34,560.39 

$595,049.03 

$236,574.17 

$5,423.99 

$2,059.31 

$5,684.98 

* Italics  denote  figures  in  red. 

CASH  IN  BANKS  AND  ON  HAND— December  31,  1952 


72.00 

771.01 

24,338.24  5,325.88 

37.34* 

25,071.91  5,397.88 

,072.08 

2,022.57 

6 , 500 . 00 


123.62  49.18  132.98 


123.62  49.18  132.98 


100.00  50.00 


GENERAL  FUND $ 53, 982. 96 1 

INVESTMENT  FUND 47,652.48 

TOTAL $101,635.44 


Union  Dime 

ENDOWMENT  FUNDS  Savings  Bank 

Lucien  Howe  Prize  Fund $ 5 , 423 . 99 

Merritt  H.  Cash  Prize  Fund 2,159.31 

A.  Walter  Suiter  Lectureship  Fund 5,834.98 

TOTAL $13,418.28 

WAR  MEMORIAL  FUND 

Bayside  National  Bank $18,468.08 


t Includes  $500.00  due  American  Medical  Association. 


INVESTMENTS 


The  investments  of  the  Society  (Investment  Fund)  are  summarized  as  follows: 


Cost 

U.S.  Government  Bonds $297 ,116.86 

Railroad  Bonds 5,551.25 

Mortgage 4 , 209 . 83 

Preferred  Stocks 23 , 536 . 88 

Common  Stocks 190 , 965 . 74 


Market 

$294,566.60 

6,090.00 

4,209.83 

23,486.63 

304,640.15 


Total 


$521,380.56  $632,993.21 


The  investments  of  the  Society  (War  Memorial  Fund)  are  summarized  as  follows: 

U.S.  Government  Bonds $215,852.42  $206,694.50 


These  securities  (except  the  mortgage,  which  is  held  by  the  Society  in  the  office)  are  in  the  possession  of 
the  Chase  National  Bank  as  Custodian  for  the  Trustees  of  the  Medical  Society  of  the  State  of  New  York. 


REPORT  OF  THE  BOARD  OF  TRUSTEES 


To  the  House  of  Delegates,  Gentlemen: 

The  following  report  will  include  the  period  from 
May  2,  1952,  to  February  12,  1953.  A supple- 
mentary report  covering  the  period  from  February 
to  May,  1953,  will  be  presented  to  the  House  of 
Delegates. 

Ten  meetings  of  the  Board  of  Trustees  were  held 
during  1952;  no  meetings  are  conducted  in  July  and 
August.  These  meetings  were  attended  by  your 
president,  president-elect,  secretary,  treasurer,  as- 
sistant treasurer,  and  legal  counsel,  as  well  as  the 
trustees.  The  attendance  has  been  most  consistent 
with  almost  no  absences. 

Dr.  Fenwick  Beekman  and  Dr.  William  H.  Ross 
submitted  their  resignations  to  the  Board  of  Trus- 
tees. Such  men  cross  our  paths  too  infrequently, 
and  their  wisdom  was  a constant  source  of  strength. 
The  Board  will  feel  their  absence  keenly.  The 
individual  worth  of  each  man  has  been  greatly 
sensed.  Their  pride  in  giving  to  the  Society  the 
best  they  had  in  them  and  their  willingness  to 
project  their  aid  through  the  Board  and  officers  of 
the  Society  has  been  a great  asset. 

Dr.  Leo  F.  Schiff  and  Dr.  J.  Stanley  Kenney  have 
succeeded  Dr.  Beekman  and  Dr.  Ross  as  trustees. 
Their  past  experience  and  willingness  to  lend  every 
effort  toward  the  betterment  of  this  organization 
will  be  a great  help  to  us  all.  We  are  indeed  for- 
tunate to  have  two  such  capable  men  join  the  Board. 

The  Board  is  charged  with  many  responsibilities, 
such  as  supervision  of  financial  affairs,  investments, 
and  the  War  Memorial  Fund. 

Details  of  the  finances  of  the  Society  will  be  found 
in  the  treasurer’s  report.  The  Investment  Com- 
mittee has  again  been  ever  watchful  of  our  securities 
and  has  placed  our  funds  to  the  best  advantage. 
The  position  of  our  securities  is  where  we  believe  it 
to  be  sound.  The  Investment  Committee  has  con- 
ferred with  executives  of  the  Chase  National  Bank 
and  the  Society’s  financial  status  has  been  reviewed. 
The  Board  of  Trustees  was  invited  to  attend  this 
meeting. 

In  Table  I,  there  is  submitted  a schedule  showing 
by  years  a summary  of  the  Society’s  surplus  and 
balance  of  investments. 


TABLE  I. — Financial  Statistics 


Year  Ending 
December  31 

Surplus 

(General  Fund) 

Balance  of 
Investments  at 
End  of  Year1 

1944 

$520,637 

§337,248 

1945 

538.399 

446,696 

1946 

544 , 800 

444,223 

1947 

477,777 

481 ,943 

1948 

556,184 

490,900 

1949 

550 , 299 

512,164 

1950 

540 ,557 2 

534,932 

1951 

617,632 

564 , 063 

1952 

629,609 

586 ,033 3 

1 Includes  investment  cash  account  and  loan  repayable 
from  General  Fund.  Investments  at  cost.  Excludes  War 
Memorial  Fund. 

2 As  of  January  1,  1950,  the  Board  of  Trustees  decided  to 
segregate  our  investment  funds  from  our  general  funds. 
These  and  subsequent  figures  have  been  adjusted  in  order 
to  conform  with  the  figures  submitted  for  prior  years. 

3 Market  v alue  of  investments  and  cash  in  investment 
account,  including  loan  repayable  from  General  Fund,  on 
December  31,  1952,  was  $586,033. 


Tables  II,  III,  and  IV  show  the  details  of  our 
portfolio  at  December  31,  1952,  with  transactions 
relating  thereto.  Table  V shows  the  War  Memorial 
Fund. 

Again  we  can  touch  on  the  subject  of  spending. 
This  should  be  curbed  as  much  as  possible  and  care 
and  thoughtfulness  used  in  adjusting  our  expenses 
to  fit  our  resources.  At  times  in  the  past  we  have 
spent  more  than  we  have  taken  in  up  to  a certain 
date.  This  necessitated  our  borrowing  money  to 
carry  us  over  until  our  income  at  a later  date  was 
sufficient  to  balance  our  accounts.  The  trustees 
have  requested  a complete  review  of  expenses  at 
the  end  of  each  six-month  period.  This,  we  believe, 
will  be  a step  along  the  path  of  better  financial 
control. 

The  Council  has  sometimes  voted  the  expendi- 
tures of  money,  and  we  have  received  this  as  a 
mandator}'  act.  We  believe  any  Board  of  Trustees 
will  do  anything  reasonable  which  is  requested  by 
the  Council.  So  much  of  this  is  necessary  because 
of  the  high  cost  of  modern  procedure.  We  would 
like  to  create  a definite  boundary  line  which  would 
inhibit  our  spending  over  a certain  amount,  thereby 
placing  us  in  keeping  with  our  available  funds  for 
expenditures.  We  believe  this  would  be  of  value, 
and  we  also  believe  it  is  necessary  to  regulate  our 
costs  to  produce  a better  financial  status. 

Mr.  William  F.  Martin,  our  legal  counsel,  has 
reported  no  unexpected  expenses  or  actions  for  the 
year.  His  department  has  functioned  in  a most 
efficient  manner. 

In  May  the  Society  offices  were  moved  to  larger 
quarters  at  386  Fourth  Avenue.  This  change  has 
given  us  some  relief  in  much  needed  floor  space  for 
the  housing  of  our  larger  personnel  and  additional 
equipment.  With  ever-increasing  progress  and  the 
demands  on  our  Society,  we  believe  that  an  even 
greater  area  may  be  necessary  to  house  our  offices 
in  the  not  too  distant  future.  Sometime  it  may 
occur  to  the  Society  to  plan  or  think  about  new 
quarters.  This  may  be  far  away.  A large  organi- 
zation such  as  our  Society,  however,  with  ever- 
increasing  needs,  will  necessitate  some  eventual 
changes.  Perhaps  some  suggestions  along  this  line 
might  be  invited.  This  may  evolve  from  our  very 
efficient  Planning  Committee  for  Medical  Policies. 

The  War  Memorial  Committee  is  continuing  its 
good  work  and  is  progressing  as  planned.  Again  it 
is  well  to  think  that  we  continue  to  honor  those 
heroes  of  only  a few  years  past.  This,  we  believe, 
is  one  of  our  most  worth}'  deeds,  and  we  are  sure 
the  children  of  those  men  whom  we  honor  are 
greatly  benefited. 

The  work  of  the  Board  progressed  smoothly  during 
the  year.  One  of  the  persons  responsible  for  this  is 
our  hard  working  secretary,  Dr.  Walter  P.  Anderton. 

Respectfully  submitted, 

Dan  Mellen,  M.D.,  Chairman 

John  J.  Masterson,  M.D. 

Leo  F.  Schiff,  M.D. 

Herbert  H.  Bauckus,  M.D. 

James  R.  Reuling,  M.D. 

J.  Stanley  Kenney,  M.D. 

Edward  R.  Cunniffe,  M.D. 


( Tables  II  and  III  are  on  pages  836  and  837) 
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TABLE  IV.— Summary  of  Investments  (Investment  Fund  Only) 


Cost 
(January 
1,  1952) 

Additions 

Deductions 

Profit  or 
Loss 

Cost 

(December 
31,  1952) 

Market  Value 
(December 
31,  1952) 

Income 

During 

1952 

U.S.  Government  Bonds.  . . 

Railroad  Bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 

Savings  Accounts 

. $297,137.07 

5,551.25 
4,524.71 
19,929.65 
192 , 740 . 06 
95.01 

$25,000.00 

3,607.23 

2,011.73 

42,771.01 

$25,020.21 

314.88 

3,748.71 

$37.34* 

$297,116.86 

5,551.25 

4,209.83 

23,536.88 

190,965.74 

42,866.02 

$294,566.60 
6,090.00 
4,209.83 
23,486.63 
304,640. 15 
42,866.02 

$ 7,971.82 

300.00 
254.52 

1,038.75 

14,773.15 

771.01 

$519,977.75 

$73,389.97 

$29,083.80 

$37.34*  $564,246.58 

$675,859.23 

$25,109.25 

* Italics  denote  figures  in  red. 

Table  V. — Investments — War  Memorial  Fund  (December  31,  1952) 


Income 

Interest  Rate 

Market 

During 

Bonds 

(Per  Cent)  Maturity 

Par 

Cost 

Value 

1952 

U.S.  Government  Bonds 
U.S.  Savings  Series  “G” 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 


2'/» 

1961 

$75,000.00 

$ 75,000.00 

$ 71,100.00 

$1,875  00 

2 

1953/51 

15,000.00 

15,000.00 

14,892.00 

300 . 00 

2*/« 

1962/59 

15,000.00 

15,075.32 

14,580.00 

325 . 84 

2>A 

1967/62 

25,000.00 

25,474.75 

23,785.00 

574.81 

2*  A 

1970/65 

25,000  00 

25,302.35 

24 , 100 . 00 

600.23 

2»A 

1980 

60,000.00 

60,000.00 

58,237.50 

1,650.00 

$215,852.42  $206,694.50  $5,325.88 


REPORT  OF  THE  FINANCE  COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

The  duty  of  the  Finance  Committee  is  to  obtain 
from  all  departments  of  the  Society  the  estimate  of 
the  money  each  will  need  during  the  succeeding  year 
and  to  prepare  and  stuffy  each  item  of  each  budget 
for  recommendation  to  the  Council. 

The  duty  is  peculiar.  The  Society  is  limited,  on 
one  hand,  in  so  far  as  its  gross  income  is  concerned. 
On  the  other  hand,  many  and  varied  are  the  re- 
quests for  money  for  each  of  our  departments.  It  is 
often  the  unhappy  job  of  your  committee  to  reduce 
or  entirely  eliminate  some  budgetary  items.  In 
these  instances,  the  possibility  exists  that  some 
worth-while  activity  may  be  curtailed.  Then,  too, 
the  committee  is  occasionally  faced  with  a request 
which  appears  to  be  much  larger  than  actually  re- 
quired. Truly,  it  is  often  an  unhappy  situation. 

As  in  past  years,  we  again  must  look  forward  to  a 
deficit.  Increases  in  expenditures  are  in  most  cases 
the  rule.  Here  and  there,  we  find  a department  or 
activity  which  is  requesting  less  for  1953. 

As  usual,  your  committee  held  informal  meetings, 
with  some  of  the  preliminary  work  being  done  by 
mail.  On  December  11,  1952,  the  completed  budget 
was  presented  to  the  Council. 

Following  this  report  is  a comparative  tabulation 
of  1952  income  and  expenses  with  the  proposed  bud- 
get for  1953. 

During  the  year,  after  the  original  budget  is  ap- 
proved, the  Council  at  various  intervals  is  requested 
to  approve  either  additional  appropriations  or  ap- 
propriations for  entirely  new  and  worth-while 
projects.  There  are,  therefore,  a great  many 
changes  in  the  budget.  This  makes  it  almost  im- 
possible to  carry  out  the  mandate  of  the  House  of 
Delegates  to  “live  within  our  income.” 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 
Thomas  M.  d’Angelo,  M.D. 

Frederic  W.  Holcomb,  M.D. 


SUMMARY  OF  BUDGET 


1952 

Actual 

1953 

Budget 

Income: 
Dues  (net) 

$381 ,483 

$378,400 

Interest 

855 

725 

Journal 

45,451 

36,686 

$427,789 

$415,811 

Expenditures: 

Administrative 

$102,658 

$115,670 

Public  and  Professional  Relations 
Bureau 

93,335 

101 ,046 

Legislation  Bureau 

25,829 

28,035 

■Workmen’s  Compensation  Bureau 

23,397 

24,557 

Bureau  of  Medical  Care  Insurance 

19,094 

19,749 

Scientific  Activities 

19,952 

21,794 

Woman’s  Auxiliary 

6,891 

10,180 

Travel 

26,126 

30,250 

Annual  Meeting 

3.873* 

11,693 

Medical  Directory , 1949 

70* 

Medical  Directory,  1951 

3,297* 

Medical  Directory,  1953 

47.456 

47,338 

District  Branches 

2,765 

5,300 

Planning  Committee 

1 ,089 

850 

Malpractice  Insurance  Board 

2,626 

2,500 

Malpractice  Audit 

1 ,000 

1 ,000 

Legal 

27,000 

27,000 

Middle  Atlantic  States  Conference 

53 

75 

Committee  on  Problems  of  Alcohol- 
ism 

26 

A.M.A.  Delegates  expense  fund 

770 

750 

Conference  of  Presidents 

50 

75 

Special  legal  fees 

1 ,000 

Veterans  Medical  Service  Plan  of 
New  York 

249 

400 

Societies  for  Medical  Research 

500 

500 

World  Medical  Association 

1 .000 

1 ,000 

Pension 

5,000 

5,000 

A.M.A.  Convention  (student) 

129 

520 

Moving  expenses 

2,882 

Alterations 

8,636 

Citizens’  Health  Council 

1 ,000 

750 

New  York  State  Blood  Banks  Com- 
mission 

588 

2,000 

A.M.A.  June.  1953,  Convention 

10,000 

American  Medical  Education  Foun- 
dation 

25,000 

Total 

$438,861 

$468,032 

Excess  of  income  over  expenditures 

$ 11,072* 

$ 52,221* 

* Note:  Italics  denote  figures  in  red. 
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TABLE  II. — Investments,  General 


Bonds 

Interest  Rate 
(Per  Cent) 

Maturity 

January  1,  1952 * 

Par  Cost 

U.S.  Government  Bonds 

U.S.  Savings  Series  “F" 

May, 

1953 

$30,000.00 

$22,200.00 

U.S. 

Savings  Series  “G” 

2*A 

January, 

1954 

10,000.00 

10,000.00 

U.S 

Savings  Series  “G” 

2>/t 

November, 

1954 

10,000.00 

10,000.00 

U.S. 

Savings  Series  “G” 

2>/« 

February, 

1955 

4,000.00 

4,000.00 

U.S. 

Savings  Series  “G" 

2' A 

October, 

1959 

51,300.00 

51,300.00 

U.S. 

Treasury 

2>A 

March, 

1954/2 

5,000.00 

5,000.00 

U.S. 

Treasury 

2 

September  15,  1953/1 

1,500.00 

1,476.19 

U.S. 

Treasury  (see  Note  A) 

2' A 

December 

15,  1968/3 

9,000.00 

9,000.00 

U.S. 

Treasury  (see  Note  A) 

21 A 

June 

15,  1969/4 

9.000.00 

9,000.00 

U.S. 

Treasury 

2V« 

December 

15,  1969/4 

5,000.00 

5,000.00 

U.S. 

Treasury  (see  Note  A) 

21 A 

March 

15,  1970/65 

31,000.00 

31,000.00 

U.S. 

Treasury 

2*A 

March 

15,  1971/66 

5,000.00 

5,000.00 

U.S. 

Treasury  (see  Note  A) 

21 A 

December 

15,  1962/59 

15,000.00 

15,160.88 

U.S. 

Treasury 

2»A 

April 

1.  1980 

99,000.00 

99,000  00 

U.S. 

Certificates  of  Indebtedness  Series  "B” 

l’A 

July 

1,  1952 

20,000.00 

20,000.00 

U.S. 

U.S. 

Certificates  of  Indebtedness  Series  “B" 

Treasury  (see  Note  A) 

DA 

2*A 

June 

March 

1,  1953 
15,  1959 

$297,137.07 


Railroad  Bonds 


New  Orleans,  Texas  & Mexico,  1st  Mortgage  B 

New  Orleans,  Texas  ifc  Mexico,  1st  Mortgage  (Certificate 

5 

April 

1954 

1,000.00' 

of  Deposit) 

5 

April 

1954 

5.000.00 

Mortgage 

T.  R.  Marrone — Brooklyn  property 

5 

July 

1,  1935 

$ 5,233.21 

Note  A:  These  bonds,  with  the  exception  of  $3,000.00  U.S.  Treasury  Bonds  2'A,  due  June  15,  1969.  are  held  by  the  Chase 
Note  B:  Book  value. 


TABLE  III. — Investments 


January  1,  1952 . . Additions.  1952 

Shares  Cost  Date  Shares  Cost 


Preferred  Stocks 


Rochester  Gas  & Electric  cum.  pfd.  4 per  cent  

Rockland  Light  & Power  cum.  pfd.  4.65  per  cent 

Pure  Oil  Conv.  cum.  pfd.  5 per  cent 

Consolidated  Edison  of  New  York,  cum.  pfd.  $5.00 

Total  Preferred  Stocks 


Common  Stocks 


Consolidated  Natural  Gas 

Union  Pacific 

Allied  Chemical  & Dye... 
Continental  Can 


Dow  Chemical 


General  Motors 

Hercules  Powder 

International  Nickel 

Johns-ManviUe 

Kennecott  Copper 

Montgomery  Ward 

Mueller  Brass 

New  Jersey  Zinc 

Standard  Oil  of  New  Jersey 

Texas  Company 

Union  Carbide  & Carbon 

United  Paramount  Theaters,  Inc. 

United  Shoe  Machinery 

Westinghouse  Electric 

American  Gas  & Electric 

Consumers  Power 

Illinois  Power 

Ohio  Edison 


Peoples  Gas,  Light  & Coke 


Total  Common  Stocks 


50  $ 5,211.81 
100  10,020.59 
50  4,697.25 

February  25  33  $3,607  23 


S 

19,929.65 

$3,607  23 

102 

$ 

4,564.51 

June  20 

12 

$ 624.00 

100 

6,464.40 

240 

10,412.10 

300 

10,954.91 

January  23 

2 

165.001 

121 

5,511.93 

January  23 

100  rights 

exercised 

22.73) 

121  rights 

27.50 

200 

5,318.00 

135 

6,026.65 

100 

4,565. 00 

145 

7,962.34 

100 

3,815.00 

200 

9,018.24 

200 

3,721.75 

150 

9,053.78 

638 

24,240.34 

614 

14,995.37 

150 

3,818. 12 

50 

1,578.92 

150 

9,943.50 

300 

11,750.82 

123  90 

4,869. 48 

400 

11,879.70 

165 

4,987.35 

330 

9,708.79 

63 

7,551.56 

December  15 

12 

1,200  00 

$192,740.06  $2,011.73 


» Italics  denote  figures  in  red. 


April  1,  1953] 
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Fund  (December  31,  1952) 


Market  or  Income 

. Additions,  1952 — Deductions.  1952 . Profit  or  . December  31,  1952 Redemption  During 

Date  Amount  Date  Amount  Lots  Par  Cost  Value  1952 


August  1 
February  20 


§30,000 

.00 

s 

22,200 

.00 

S 

29,400 

.00 

SI, 050 

.00 

10,000 

.00 

10,000 

.00 

9,820 

.00 

250 

.00 

10,000 

.00 

10,000 

.00 

9,790 

.00 

250 

.00 

4,000 

.00 

4,000 

.00 

3,904 

.00 

100 

.00 

51,300 

.00 

51,300 

.00 

48,683 

.70 

1,282 

.50 

March  1 

S 5 

,000 

.00 

21 

.47 

1 .500 

00 

1,476 

. 19 

1,489 

.20 

30. 

.00 

9,000 

00 

9,000 

.00 

8,739 

.00 

225. 

00 

9,000 

00 

9,000 

.00 

8,658. 

00 

225. 

00 

5,000 

00 

5,000 

.00 

4,610 

00 

125. 

.00 

31,000 

00 

31,000 

.00 

29,183 

40 

775. 

.00 

5,000 

.00 

5,000 

.00 

4,806 

.00 

125 

.00 

Amortization 

20 

.21 

15,000 

00 

15,140 

.67 

14,433 

.00 

317 

.29 

99,000. 

.00 

99,000 

.00 

96,092 

.00 

2,722 

.50 

June  19 

20 

,000 

.00 

186 

.98 

§20,000 

.00 

20,000 

00 

20,000 

.00 

19,993. 

.30 

187 

.50 

5,000. 

.00 

5,000. 

00 

5,000. 

00 

4,965. 

00 

98. 

.58 

$25,000. 

00 

§25, 

,020 

21 

$297,116 

86 

$294,566. 

60 

$7,971. 

82 

* 

1 ,000. 

001 

s 

5,551. 

25 

S 

6,090. 

00 

S 300. 

00 

5,000. 

00) 

Monthly  installments 

S 

314 

88 

$ 4,918. 

33 

$ 

4,209 

83 

S 

4,209. 

83  (B) 

S 254 

52 

National  Bank  as  collateral  to  secure  a loan  of  $33,000.00  due  March  23,  1953. 


December  31,  1952) 


Additional  Shares 

Received  as  a Result  Profit  or  Balance, 

of  Stock  Dividends  Deductions,  1952 • Loss  on  December  3l.  1952  Market 

and  Split-Ups  Date  Shares  Amount  Sales  Shares  Cost  Value 


Income 

During 

1952 


50 

S 5,211.81 

$ 4,681.25  S 

200 . 00 

100 

10,020.59 

9,800  00 

465  00 

50 

4,697.25 

5,412.50 

250.00 

33 

3,607.23 

3,592.88 

123.75 

S 23,536.88  S 23,486.63  $ 1,038.75 


June 

20 

100  rights 
exercised 

June 

9 102  rights  June 

20 

2 rights 

sold  $ 4.75  1.89  114  S 5,185.65  $ 6,612.00  $ 270.00 


100 

6,464.40 

11,525.00 

600 . 00 

240 

10,412.10 

18,450  00 

720  00 

300 

10,954.91 

14,475.00 

600 . 00 

February  18 

3.03 

January  3 

21  rights 

387.525 

5,681.28 

16,566.69 

299.40 

sold 

11.95 

7.18 

September  30 

252.08 

January  23 

100  rights 

exercised 

22.73 

November  6 

378  rights 

November  20 

378  rights 

December  8 

9.45 

sold 

60 . 40 

42.08 

200 

5,318.00 

13,775.00 

800.00 

135 

6,026.65 

10,091.25 

405.00 

100 

4,565. 00 

4,637.50 

260 . 00 

145 

7,962.34 

10,730.00 

616.25 

100 

3,815.00 

7,850.00 

600.00 

200 

9,018.24 

12,400.00 

600.00 

February  25 

200 

3,630.44 

91.31 * 

150 

9,053.78 

9,037.50 

450.00 

638 

24,240.34 

49,604.50 

2,711.50 

614 

14,995  37 

35,458.50 

1,842.00 

150 

3,818.12 

10,743.75 

375.00 

50 

1,578.92 

687.50 

62.50 

150 

9,943. 50 

5,962.50 

375 . 00 

300 

11,750.82 

14,325.00 

600.00 

123.90 

4,869. 48 

8,409.71 

369.00 

400 

11,879.70 

15,200.00 

800.00 

165 

4,987.35 

6,847.50 

363.00 

330 

9,708.79 

12,746.25 

676 . 50 

December  15 

60  rights 
exercised 

December  15 

3 rights 
sold 

18.38 

2.82 

75 

8,736.00 

8,505.00 

378.00 

$3,748.71 

$37.34* 

$190,965.74 

$304,640.15 

$14,773.15 

— v : 


REPORT  OF  THE  COUNSEL 


TABLE  I. — Number  of  Suits  Instituted  and  Disposed 
of  in  1952-1953 


To  the  House  of  Delegates,  Gentlemen: 

This  is  the  tenth  annual  report  of  your  present 
counsel  on  the  activities  of  the  Legal  Department 
of  the  Medical  Society  of  the  State  of  New  York. 
The  period  covered  dates  from  February  11,  1952, 
to  and  including  January  31,  1953. 

It  was  in  1921  that  George  W.  Whiteside  became 
counsel  for  the  Society,  which  position  he  held  until 
his  resignation  in  1926.  Lloyd  Paul  Stryker  suc- 
ceeded to  the  post  and  was  counsel  until  his  resigna- 
tion in  1930.  Lorenz  J.  Brosnan,  who  had  been 
associated  with  both  Mr.  Whiteside  and  Mr.  Stryker 
for  many  years,  became  counsel  and  held  the  position 
until  his  death  in  1943.  I started  in  the  office  of 
the  counsel  in  June  of  1928.  This  spring  marks  the 
twenty-fifth  year  of  my  service  in  the  office. 

Mr.  Robert  J.  Bell  has  been  in  the  office  since 
1931  and  has  been  a member  of  the  firm  now  for 
several  years.  I draw  great  consolation  from  his 
continued  skillful  efforts.  He  is  a specialist  in 
litigation,  which  forms  the  largest  volume  of  our 
work.  From  judges,  lawyers,  and  doctors  all  over 
the  State,  my  own  opinion  of  him  is  constantly  being 
re-echoed.  He  is  realistic  in  his  appraisal  of  situa- 
tions, courteous,  and  most  considerate  of  the  clients 
we  represent.  In  addition  to  his  court  work,  he  is 
an  active  participant  in  the  work  of  the  Malpractice 
Insurance  and  Defense  Board. 

Mr.  John  J.  De  Luca,  Mr.  Robert  W.  Prier,  Mr. 
William  C.  Richardson,  and  Mr.  John  Richard 
Burns  are  the  other  members  of  our  legal  staff. 
Mr.  De  Luca  is  in  his  eighth  year  of  service  in  the 
office;  he  is  an  expert  in  appellate  work,  makes  a 
great  many  appearances  in  court,  and  takes  care  of 
a large  volume  of  correspondence  which  reaches  us 
from  the  State  Society,  county  medical  societies, 
individual  doctors,  and  other  parties.  Mr.  Prier 
continues  as  the  managing  attorney  of  the  office. 
He  has  tried  a number  of  cases  and  skillfully  handles 
the  day-to-day  allocation  of  literally  hundreds  of 
court  appearances  in  the  matters  which  we  have  in 
the  office.  Mr.  Richardson  supervises  the  initial 
investigation  and  correspondence  on  our  cases  and 
attends,  in  rotation  with  the  other  lawyers,  a large 
volume  of  examinations  before  trial  and  pretrial 
hearings  and  conferences.  The  most  recent  addi- 
tion to  our  staff,  Mr.  Burns,  who  worked  with  us 
summers  during  his  student  days  at  Cornell  Law 
School,  assists  the  other  attorneys  and  of  late  has 
been  particularly  active  in  matters  before  the  Board 
of  Censors  of  the  State  Medical  Society,  the  organi- 
zation of  the  Blood  Banks  Association,  and  the 
constant  review  of  proposed  changes  in  the  constitu- 
tions and  bylaws  of  State  and  county  societies.  He 
assists  with  the  volume  of  pleadings  connected  with 
our  litigation. 

The  past  year  has  by  far  been  the  busiest  year  in 
my  experience  with  this  office.  Litigation  has  in- 
creased, and  the  activities  of  the  Society  have 
raised  many  legal  problems.  All  of  the  legal  staff 
spend  a large  part  of  their  time  traveling  throughout 
the  State  and  even  outside  the  State  attending 
depositions,  trials,  and  conferences. 

Litigation. — A tabulation  of  new  cases  and  those 
disposed  of  during  the  year  (Table  I)  is  attached  to 
this  report.  Before  commenting  on  those  cases, 
attention  should  be  called  to  the  fact  that  it  is  an 
enumeration  of  intake  and  final  disposition  of  suits 
only.  Many  suits  that  arose  in  past  years  and  are 
as  yet  pending  do  not  appear.  Some  court  calen- 


Instituted 
1952-1953 
(12  Months) 

Disposed  of 
1952-1953 
(12  Months) 

1. 

Blood  transfusions 

9 

4 

2. 

Eye 

4 

4 

3. 

Eye  operations 

3 

0 

4. 

Assaults 

2 

1 

5. 

False  imprisonment 

3 

1 

6. 

T onsillectomies 

3 

8 

7. 

Foreign  bodies 

14 

17 

8. 

Electroshock 

5 

4 

9. 

Anesthesia 

19 

13 

10. 

Prescription  and  drugs 

5 

7 

11. 

Injections 

8 

6 

12. 

Broken  Needles  3 

Operations 

2 

13. 

Gallbladder,  etc. 

10 

4 

14. 

Gynecology 

21 

11 

15. 

Appendectomies 

2 

2 

16. 

Hernia 

3 

5 

17. 

Ear,  nose,  and  head 

6 

2 

18. 

Thyroidectomies 

2 

2 

19. 

Other  surgical  procedures 

21 

14 

20. 

Obstetric 

7 

10 

21. 

Plastic  surgery 

14 

10 

22. 

Infections 

3 

3 

23. 

Diagnosis 

21 

14 

24. 

X-ray  diagnosis 

9 

4 

25. 

Fractures  and  orthopedics 

Burns 

24 

16 

26. 

Diathermy  and  infrared,  etc. 

9 

3 

27. 

X-ray  and  radium 

7 

5 

28. 

Other  burns 

8 

10 

29. 

Falls  from  tables 

9 

3 

30. 

Miscellaneous 

18 

15 

Total 

272 

200 

Actions  for  death 

39 

32 

Infants  actions 

30 

15 

Total 

Settled 

Terminated  in  favor  of  de- 
fendant physician 
Judgment  for  plaintiff 

Total 

69 

How 

Disposed 

Of 

165 

35 

0 

200 
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dars  are  years  behind.  Besides  the  suits,  a large 
volume  of  claims  are  examined  each  year,  and,  in 
addition  to  claim  work,  inquiries  at  the  rate  of  five 
a day  for  each  working  day  of  the  year  reach  this 
office.  Either  as  a result  of  letters  or  telephone 
communications,  literally  scores  of  potential  mal- 
practice claims  or  suits  are  disposed  of  without  the 
necessity  of  ever  formally  making  them  a charge 
against  the  experience  of  the  group  malpractice  plan. 

Many  doctors  call  to  discuss  current  problems  pre- 
sented to  them  in  the  care  of  a patient.  We  have 
received  repeated  expressions  of  thanks  for  the  help 
that  has  been  extended  in  this  manner.  Very  often 
prompt  and  candid  discussion  of  a problem  faced 
by  a doctor  may  solve  it.  Sometimes  by  agreeing 
to  some  adjustment  of  a bill,  acceding  to  some  re- 
quest by  the  patient,  or  by  promptly  advising  con- 
sultation, trouble  is  avoided.  The  group  carrier 
has  been  most  helpful  with  this  phase  of  the  work. 
To  cite  one  example  which  probably  oversimplifies 
the  problem — if  a doctor  calls  this  office  and  says 
that  he  has  just  broken  off  a needle  in  a patient  and 
must  call  in  a surgeon  for  an  opinion  as  to  whether 
or  not  it  should  be  removed  and  that  an  x-ray  must 
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be  paid  for  or  a Berman  locator  must  be  obtained,  it 
is  altogether  probable  that  that  expense  will  be 
underwritten  by  the  company  to  promote  good  will 
and  avoid  a law  suit;  this,  despite  the  fact  that  the 
mere  breaking  off  of  a needle  may  not  be  negligence 
on  the  doctor’s  part.  The  doctor  must  act  quickly 
to  keep  a happy  patient,  and  we  aim,  wherever  pos- 
sible, to  encourage  him  to  do  so. 

Another  example  recently  arose  when  a doctor 
ran  into  serious  complications  following  an  ab- 
dominal operation.  He  immediately  called  for  our 
help,  and,  with  the  concurrence  of  the  company, 
specialists  were  brought  into  the  case,  the  hospital 
bill  for  corrective  work  was  underwritten,  and 
although  considerable  time  has  gone  by  and  the 
patient  is  not  wholly  out  of  the  woods  as  yet,  a 
cordial  relationship  has  been  maintained  and  no 
sign  of  litigation  is  apparent. 

I have  heard  of  various  plans  in  other  states  re- 
ferred to  as  models  of  malpractice  claim  prevention. 
Actually,  this  office  has  been  practicing  claim  pre- 
vention for  many  years  in  connection  with  our 
State  Malpractice  and  Insurance  Plan.  We  en- 
courage full,  fair,  and  prompt  reporting  of  trouble, 
and  I believe  that  the  best  results  for  both  physician 
and  patient  come  about  when  this  is  done.  We  are 
constantly  in  conference  with  attorneys  relative  to 
potential  malpractice  claims  that  reach  their  offices. 
Very  often,  after  we  go  over  the  facts  and  the  litera- 
ture with  them,  they  convince  the  client  that  the 
whole  matter  should  be  dropped.  The  law  suits 
that  eventuate  represent  but  a fraction  of  the  mat- 
ters yearly  presented  to  us,  and  it  should  be  borne 
in  mind  that  we  do  not  by  any  means  see  or  hear  of 
all  the  malpractice  claims  and  suits  that  arise  in 
the  State  of  New  York. 

A cardinal  principle  of  the  necessary  cooperation 
between  the  doctor  and  his  insurance  carrier  is  that 
the  doctor  promptly  report  trouble.  The  group 
plan  has  been  liberal  in  this  matter,  but  some  further 
restrictions  may  be  necessary.  We  have  recently 
seen  another  insurance  company  refuse  coverage  in  a 
foreign  body  claim  where  the  doctor  knew  of  the 
presence  of  the  foreign  body  and  did  not  tell  his 
company  until  several  months  thereafter.  Admis- 
sions by  the  doctor  that  he  is  insured,  discussion  of 
the  terms  under  which  a settlement  could  be 
effected,  payment  by  the  doctor  of  bills  for  corrective 
work  by  others  after  his  services  are  finished,  admis- 
sions by  the  doctor  to  the  effect  that  he  has  been 
wrong — these  are  but  a few  instances  of  what  should 
not  be  done.  No  one  can  commit  an  insurance 
company  to  any  payment  before  first  getting  the 
company’s  approval.  This  warning  is  issued  be- 
cause of  a number  of  flagrant  situations  that  have 
recently  come  to  our  attention.  To  labor  the  topic 
with  one  more  illustration — if  a tooth  is  broken  off 
in  the  course  of  an  operation,  do  not  expect  the 
insurance  company  to  pay  the  dental  bill  unless  you 
have  called  about  the  matter  first  and  have  reached 
an  agreement. 

In  these  days  of  inflation,  the  question  of  how 
much  insurance  a doctor  should  carry  is  of  great 
concern.  Some  doctors  don’t  have  any.  At  least 
once  a week,  on  the  average,  we  have  a claim  or  suit 
brought  against  a doctor  who  has  none.  Some  of 
the  reasons  given  for  this  lack  of  insurance  are:  He 
never  took  it  out  because  he  was  always  going  to 
but  never  got  around  to  it,  or  he  thought  he  was  in 
a branch  of  medicine  where  he  would  not  need  it,  or 
he  cut  it  out  because  he  thought  it  was  an  expense 
he  could  safely  eliminate,  or  he  was  connected  with 
an  institution  which  he  thought  would  protect  him 
if  anything  happened. 


Some  doctors  who  do  carry  insurance  find  them- 
selves in  the  sad  position  of  exposure  to  a large 
verdict  without  adequate  insurance.  Very  often 
the  amount  of  coverage  bears  no  relation  to  the 
nature  of  the  doctor’s  work,  the  quantity  of  his 
work,  or  his  own  financial  worth.  I would  advise  a 
young  doctor,  immediately  upon  his  being  admitted 
to  the  Medical  Society,  to  take  out  insurance.  The 
nature  of  some  cases  brought  against  physicians  is 
such  that  if  a verdict  is  returned  against  the  doctor, 
not  even  bankruptcy  is  available  in  escaping  the 
financial  obligation.  Recently,  one  of  our  clients 
had  to  pay  $15,000  out  of  his  own  pocket  to  add  to 
the  rather  small  total  of  insurance  that  he  carried, 
in  order  to  dispose  of  a tragic  situation.  In  an 
adjoining  state,  a verdict  was  recently  returned 
against  a surgeon  which  was  $65,000  in  excess  of  his 
insurance. 

As  I have  said  in  the  past,  no  type  of  practice 
seems  to  be  immune  from  the  perils  of  a malpractice 
suit.  There  is  an  increasing  tendency  on  the  part  of 
plaintiffs’  lawyers  to  name  in  their  pleadings  every 
participant  in  a situation,  and  sometimes  only  after 
appearing  in  the  action  and  attending  lengthy 
examinations  before  trial  are  some  of  the  wholly 
innocent  participants  excused. 

The  defense  of  a malpractice  action  by  an  un- 
insured doctor  is  a burdensome  matter.  Right  here, 
attention  should  be  called  to  the  invaluable  service 
performed  by  the  State  Society  on  behalf  of  its 
members.  No  other  society,  to  my  knowledge, 
renders  a service  of  the  sort — that  is,  the  defense  of 
uninsured  members.  We  have  several  hundred 
pending  uninsured  matters.  In  the  calendar  year 
just  passed,  twenty  Supreme  Court  actions  were 
brought  against  uninsured  doctors.  We  have  had 
several  instances  of  trials  of  over  a week’s  duration. 
The  expense  of  this  service  is  very  great  and  may 
have  to  be  curtailed  in  the  near  future.  When  it  is 
necessary  for  a defense  lawyer  to  prepare  a case  for 
a lengthy  period  of  time,  attend  examinations  before 
trial,  and  then  go  to  trial  and  stay  there  a week  or 
more,  it  seems  only  fair  that  every  doctor  should,  if 
possible,  take  out  insurance.  The  out-of-pocket 
expense  of  photostating,  typing,  printing  of  appeal 
records,  travel,  etc.,  should,  in  all  justice,  not  be  a 
charge  against  the  general  membership.  And  yet, 
it  has  been  the  practice  of  the  Medical  Society  of 
the  State  of  New  York  to  furnish  this  service,  and 
my  office  is  charged  with  the  entire  management 
thereof.  I dwell  at  length  on  this  situation  because 
litigation  is  an  increasingly  expensive  undertaking. 

Section  50d  of  the  General  Municipal  Law  affords 
indemnity  for  malpractice  suits  to  those  doctors 
who  gratuitously  treat  patients  in  municipal  insti- 
tutions. Several  doctors  have  recently  found,  to 
their  sorrow,  that  if  they  accept  any  compensation 
for  their  work,  they  are  not  protected  while  working 
at  municipal  institutions.  If  they  are  salaried 
personnel,  even  in  the  lowest  grades,  e.g.,  an  intern 
getting  a small  monthly  stipend  and  keep,  the  bene- 
fits of  Section  50d  are  not  theirs.  Some  attempt  is 
being  made,  with  the  cooperation  of  the  State  Medi- 
cal Society,  to  effect  a change  in  this  law  to  protect 
the  intern  in  such  a situation. 

While  I wish  to  pay  great  tribute  to  the  loyal  and 
cooperative  assistance  that  has  been  given  me  by 
the  membership  of  the  Society,  I must  point  out 
that  I am  detecting  an  increasingly  cynical  attitude 
on  the  part  of  some  members  of  the  profession  in 
relation  to  the  troubles  of  their  fellows.  One  doctor 
recently  told  me  in  an  important  matter  that  he 
“wouldn’t  go  across  the  street  to  help  the  doctor 
involved.”  Another  doctor,  while  apparently  grate- 
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ful  for  the  help  that  we  were  giving  him  in  disposing 
of  his  own  case  in  a rural  community,  was  actively 
participating  behind  the  scenes  in  the  preparation  of 
a case  this  office  was  handling  for  another  local  doc- 
tor who  had  aroused  his  jealousy.  Recently,  still 
another  physician  cooperating  with  us  in  the  de- 
fense of  a case  wherein  several  doctors  of  his  own 
hospital  staff  were  involved  threatened  to  withdraw 
his  help  on  the  eve  of  trial  unless  we  met  a very 
substantial  financial  demand  on  his  part.  In  several 
other  instances,  our  att  empts  to  dispose  of  dangerous 
cases  were  enormously  complicated  by  stiff  charges 
for  services  rendered  by  the  subsequent  doctor. 
There  are  innumerable  instances  where  doctors  have 
unjustly  plotted  and  planned  malpractice  cases 
against  their  fellows  even  though  they  did  not  appear 
in  court  in  the  matter. 

If  there  is  any  one  recurrent  reason  for  the  fre- 
quency of  malpractice  cases,  it  is  the  criticism  by  a 
doctor  of  a fellow  doctor.  Material  gathered  by 
the  present  carrier  indicates  that  in  at  least  one  third 
of  all  cases  and  claims  evidence  of  this  could  be 
found.  Even  if  there  is  justice  in  the  patient’s 
claim,  more  discreet  conduct  would  promote  the 
interest  of  both  patient  and  physician.  Recently, 
one  doctor  took  a patient,  who  had  no  intention  of 
making  a claim,  to  a lawyer  and  encouraged  the 
patient  and  lawyer  to  sue  the  first  doctor.  Fre- 
quently, unjustified  and  thoughtless  criticism  by  one 
doctor  of  the  previous  conduct  of  another  doctor 
is  found  in  documentary  form,  either  in  hospital 
records  or  correspondence.  It  is  always  well,  before 
you  jump  to  conclusions  about  a case  based  merely 
upon  what  you  heard  from  the  patient,  to  call  up 
the  prior  doctor  and  get  his  version  of  what  took 
place.  He  frequently  will  turn  out  not  to  wear  the 
horns  that  his  dissatisfied  patient  has  placed  on  his 
brow.  Some  doctors  whom  we  need  to  help  us  in  an 
adequate  factual  presentation  of  our  cases  are  ex- 
tremely reluctant  to  have  anything  to  do  with  a 
malpractice  action  and  present  the  real  problem  of 
our  trying  to  go  along  without  them. 

For  several  years  now,  a liberalized  pretrial  pro- 
cedure in  use  in  the  courts  of  Xew  York  State  has 
lessened  the  burdens  of  preparation  for  the  plain- 
tiffs’ attorneys.  They  can  examine  into  every  facet 
of  a case.  The  accuracy  of  the  doctor’s  testimony 
can  be  checked  before  trial  with  all  available  evi- 
dence. The  plaintiff  need  not  wait  for  trial  and 
gamble  as  to  whether  or  not  he  can  produce  a wit- 
ness but  can  force  that  witness  to  testify  before 
trial.  While  the  defendant  also  derives  great  bene- 
fit from  the  right  to  examine  the  plaintiff,  I think  it 
can  be  fairly  said  that,  in  malpractice  cases,  the 
advantage  is  usually  with  the  plaintiff. 

Verdicts  in  negligence  actions  are,  on  the  average, 
greatly  in  excess  of  what  they  were  a generation  ago. 
This  applies  with  equal  force  to  malpractice  actions. 
Recently,  in  a southeastern  state  a 8200,000  verdict 
was  returned  in  a claimed  negligently  performed 
circumcision  of  a child;  in  Xew  Jersey  a $125,000 
verdict,  reduced  by  the  judge  to  $90,000,  was  re- 
turned in  a case  where  it  was  claimed  that  a woman’s 
leg  was  lost  because  of  negligence  in  the  reduction 
of  a fracture.  I can  think  of  at  least  five  recent 
settlements  in  nearby  areas  that  exceeded  $40,000 
each.  Referring  to  the  situation  a decade  ago.  a 
verdict  in  a negligence  action  in  the  neighborhood 
of  $100,000  was  a newsworthy  event.  Today,  it  is 
not  uncommon.  Higher  wages  and  increased  cost 
of  hospital  and  medical  bills  are  important  factors. 
A final  word  of  caution:  Xew  drugs,  new  anesthetic 
agents,  new  diagnostic  procedures,  new  surgical 
methods  are  all  wonderful  if  they  are  used  with  a 


full  understanding  of  their  benefits  and  their 
dangers.  They  should  be  placed  only  in  the  hands 
of  men  who  are  thoroughly  familiar  with  the  latest 
literature  with  relation  to  their  use.  Trusting  to  the 
law  of  averages  can  boomerang.  We  have  observed 
for  many  years  cases  where  certain  drugs  have  been 
prescribed  or  administered  long  after  the  literature 
has  pointed  out  the  dangers  of  their  use. 

I wish  to  end  with  the  same  thought  that  I began 
— promptly  report  trouble.  A foreign  body,  an 
injured  ureter,  a brachial  plexus  paralysis,  exfoliative 
dermatitis  that  developed  in  the  course  of  treatment, 
a diathermy  bum,  fracture  from  shock  therapy,  a 
fall  off  a doctor's  table  resulting  in  an  injury,  an 
anesthetic  complication,  a recurrent  laryngeal  nerve 
paralysis  after  a thyroidectomy,  blood  transfusion 
errors,  and  many  other  types  of  problems  are  im- 
measurably easier  to  contend  with  if  promptly  re- 
ported. 

I am  impressed  with  the  great  protection  afforded 
to  the  members  by  the  group  plan  of  insurance.  In 
addition  to  the  factors  that  I have  discussed  above, 
particular  attention  should  be  called  to  the  work  of 
the  Malpractice  Insurance  and  Defense  Board. 
Its  members,  now  seven  in  number  and  representa- 
tive of  even-  section  of  the  State,  meet  once  a 
month  in  Xew  York  City.  The  problems  presented 
since  the  last  meeting  and  some  that  continue  to  be 
problems  from  meeting  to  meeting  are  discussed. 
Even-  member  takes  a certain  amount  of  homework 
with  him  and  must  report  back  at  the  next  meeting. 
Xo  member  of  the  group  plan  can  have  his  insurance 
cancelled  or  modified  unless  this  board  of  his  fellow 
doctors  so  decides.  There  is  assigned  to  subcom- 
mittees of  the  board  the  burden  of  interviewing 
doctors  whose  coverage  is  in  question.  This  is  an 
extremely  tedious  and  often  unpleasant  task  and 
calls  for  the  board  member  nearest  the  home  of  the 
insured  to  discuss  with  him  his  problem.  There  is 
also  in  attendance  at  these  meetings  an  indemnitv 
representative  and  a member  of  the  legal  staff. 
Preparation  of  the  material  for  these  meetings  takes 
a great  deal  of  time.  The  findings  of  the  subcom- 
mittees are  then  reported  back  to  the  Malpractice 
Insurance  and  Defense  Board.  Even  after  their 
vote  determines  the  question,  appeals  have  been 
taken  to  the  Council  of  the  State  Society.  Another 
facet  of  the  work  of  the  Malpractice  Insurance  and 
Defense  Board  relates  to  the  coordination  of  the 
activities  of  its  various  subcommittees  who  seek  to 
set  up  standards  in  relation  to  such  special  fields  as 
plastic  surgery,  x-ray.  and  shock  therapy.  Mam- 
experts  in  these  fields  render  gratuitously  a great 
amount  of  assistance. 

I wish  to  pay  my  recurrent  tribute  to  the  excellent 
work  of  my  various  associates  outside  this  office. 
The  Yorkshire  Indemnity  Company,  which  was  the 
carrier  for  the  group  until  June  of  1949,  continues, 
through  Mr.  Horace  Crowell,  vice-president,  and 
Mr.  Thomas  Finnegan  and  Mr.  Anthony  Falke  of 
its  staff,  to  render  us  sympathetic,  efficient  help  with 
the  large  number  of  their  cases  that  are  pending. 
Since  June  of  1949,  the  Employers  Mutual  Liability 
Insurance  Company  of  Wisconsin  has  been  the  car- 
rier. Mr.  B.  E.  Kuechle,  vice-president  in  charge  of 
claims,  and  Mr.  Clarence  Johnson  of  the  claim  de- 
partment, through  Mr.  Frank  W.  Appleton  of  their 
Xew  York  City  office,  are  constantly  in  touch  with 
us.  Mr.  Appleton,  in  particular,  has  done  a great 
deal  of  constructive  analytical  work  in  a constant 
effort  to  improve  the  service  that  his  company 
renders.  Their  work  is  ever  on  the  increase. 
Everywhere  in  the  State  of  Xew  York,  as  soon  as 
we  are  notified  of  a claim  or  case,  we  are  able  to  have 
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a representative  at  the  doctor’s  service  promptly. 
We  request  all  doctors  to  extend  assistance  to  the 
representative  of  the  group  carrier  who  calls  upon 
them,  and  this  goes  both  for  problems  that  are  your 
own  and  those  of  fellow  doctors.  The  investigators 
are  uniformly  courteous  and  fair  and  seek  nothing 
from  those  they  interview  but  cooperation  in  an 
effort  to  elicit  the  facts  of  the  case.  They  carry 
credentials  signed  by  this  office. 

Let  me  say  a word  here  about  the  deliberations 
that  are  attendant  upon  a decision  to  try  or  settle  a 
malpractice  claim  or  suit.  These  deliberations  are 
preceded  by  a factual  preparation  of  a case.  Dis- 
cussions are  then  had  with  the  defendant,  with  ex- 
perts, and  with  representatives  of  the  insurance 
company.  Before  a settlement  is  decided  upon,  the 
doctor  must  consent  in  writing.  The  company, 
which  is  zealous  in  guarding  its  funds,  must  pass  an 
opinion,  and  this  office,  based  upon  our  past  experi- 
ence and  our  present  investigation  and  research  in 
the  case,  must  make  the  decision.  If  a settlement 
is  to  be  effected,  the  amount  must  be  authorized  by 
the  company.  Sometimes  it  is  quite  apparent  that 
we  cannot  win  a case;  sometimes  we  are  not  sure, 
but  the  gamble  of  not  settling  is  a great  one.  Every 
claim  or  case  is  carefully  scrutinized  and  stands  on 
its  own  facts.  These  facts  are  not  always  those 
given  to  us  by  our  clients  in  the  first  instance.  Very 
often  there  is  added  much  information  obtained  both 
informally  and  in  the  course  of  court  procedures. 
As  part  of  the  disposition  of  these  matters,  we  appear 
daily  in  different  courts  throughout  the  State.  We 
utilize  a corps  of  investigators,  associate  counsel, 
and  calendar  answering  service  in  various  parts  of 
the  State.  Physical  examinations  to  delineate 
claimed  injuries  are  held,  and  sometimes  several 
specialists  are  employed  to  examine  one  claimant. 
It  is  just  impossible  in  a report  of  this  length  to 
detail  the  procedures  that  have  been  worked  out. 
I am  sure  that  any  statistical  summary  is  but  a cold 
and  inanimate  expression  of  the  work  that  goes  on. 

We  are  constantly  examining  litigants  under  the 
new  pretrial  procedures  in  the  courts.  We  are  con- 
ferring daily  with  one  or  another  judge  in  relation 
to  cases  that  are  about  to  come  to  trial.  Very  often 
facts  come  to  our  attention  at  these  hearings  that 
alter  some  previous  opinion  we  may  have  had. 

Your  counsel  has  read  in  numerous  reports  of  a 
far  western  group’s  malpractice  defense  and  insur- 
ance program  that  a decision  is  always  reached  as 
to  whether  a matter  should  be  settled  or  tried,  and 
that  if  a decision  is  reached  to  settle  the  matter,  it 
is  then  disposed  of,  but  that  once  a decision  is  made 
to  go  to  trial,  every  case  so  tried  has  been  won.  I 
am  sure  that  no  such  clear-cut  determination  could 
ever  be  made  under  conditions  prevailing  in  this 
State.  One  practical  illustration  is — there  was  a 
case  that  we  wanted  to  settle,  but  after  an  extended 
series  of  conferences  with  the  plaintiff’s  attorney, 
and  even  with  two  different  Supreme  Court  judges, 
nothing  like  we  thought  would  be  a fair  settlement 
could  be  reached,  and  it  was  not  until  the  eighth 
day  of  trial  that  we  finally  obtained  a figure  that  we 
felt  was  proper  under  the  circumstances.  This 
illustration  is  just  typical  of  many  matters  that  we 
handle.  Granted  that  you  want  to  settle,  you  may 
have  to  wait  a long  time  and  do  a lot  of  work  before 
you  can  dispose  of  the  case  in  a satisfactory  manner. 
Another  facet  of  this  picture  is  that  trials  do  not 
work  out  the  way  you  always  think  they  will,  and 
you  would  be  derelict  in  your  duty,  indeed,  if  testi- 
mony adduced  at  the  trial  changed  the  picture 
favorably  or  unfavorably  and  you  did  not  change 
your  thoughts  in  keeping  with  the  situation. 


One  other  note  of  warning — do  not  be  overeager 
in  litigating  unpaid  bills,  particularly  where  the 
patient  has  already  expressed  dissatisfaction  with 
the  services  rendered.  A considerable  volume  of 
malpractice  cases  arise  as  counterclaims  in  such 
suits  instituted  for  services.  These  counterclaims 
cause  loss  of  time  and  considerable  trouble  which 
far  outweigh  the  advantage  of  any  possible  collec- 
tion. 

In  the  present  reported  period,  this  office  has 
handled  the  defense  of  272  cases.  This  is  an  in- 
crease of  31  over  the  last  reported  period  and  an 
increase  of  67  over  the  total  of  two  years  ago.  There 
is  a lag  between  the  number  of  cases  disposed  of  as 
contrasted  to  cases  commenced.  Many  of  these 
cases  become  dormant  after  much  preliminary  work 
has  been  done  on  them. 

I must  say  that  I have  had  recourse  to  the 
gratuitous  help  of  many  doctors  throughout  the 
State.  The  roll  of  those  who  have  been  of  great 
service  would  be  an  exceedingly  long  one.  In  every 
community  of  the  State,  there  is  someone  on  whose 
warm,  sympathetic  consideration  we  can  rely. 

Counsel  Work. — Routinely,  all  meetings  of  the 
Council  and  Board  of  Trustees  of  the  State  Medical 
Society  are  attended  by  one  or  more  representatives 
of  this  office.  Numerous  meetings  of  committees 
and  discussion  groups  of  the  Society  were  attended 
in  connection  with  legal  problems  that  have  arisen. 
Conferences  with  officials  of  various  county  societies 
have  been  held.  A considerable  volume  of  work 
ensued  in  the  preparation  for  and  attendance  of  a 
representative  of  this  office  at  a recent  meeting  of 
the  Board  of  Censors  in  connection  with  a disci- 
plinary procedure.  A written  record  of  this  meet- 
ing was  prepared  by  this  office,  consultations  were 
had  with  counsel  for  both  sides,  and  the  trial  occu- 
pied a full  day.  In  connection  with  another  pend- 
ing appeal  before  the  Board  of  Censors,  a voluminous 
record  and  briefs  of  both  sides  have  been  examined, 
and  the  trial  has  been  set  for  the  very  near  future. 

Your  counsel  participated  in  the  deliberations 
leading  to  the  formation  of  the  Blood  Banks  Asso- 
ciation of  New  York  State,  Inc.  Arrangements 
were  made  to  obtain  a charter  for  that  organization, 
and  the  initial  organizational  meetings  have  been 
attended. 

There  has  been  a large  volume  of  correspondence 
which  is  referred  to  this  office  by  the  State  Society. 
Numerous  proposed  changes  in  the  bylaws  of  county 
societies  and  district  branches  have  been  examined. 

I am,  as  ever,  deeply  grateful  to  Dr.  Walter  P. 
Anderton,  secretary  of  the  Medical  Society,  for  the 
great  help  that  he  renders  in  our  mutual  attempts  to 
answer  the  knotty  questions  that  ever  seem  to 
arise.  Editors  of  the  New  York  State  Journal 
of  Medicine  have  consulted  with  us  relative  to 
their  problems. 

Advice  was  given  on  the  following  matters 
throughout  the  year:  the  problem  of  ownership  of 
x-ray  plates,  the  legality  of  podiatrists  giving  x-ray 
treatments,  the  legal  aspects  of  therapeutic  abor- 
tions, the  question  of  physicians  who  practice  in 
other  states,  questions  relating  to  the  obtaining  of 
consents  to  operations  and  the  forms  of  such  con- 
sents, questions  relative  to  disclosures  by  physicians 
in  court  or  to  public  authorities,  the  legality  of 
rebates  by  a pharmacist  or  laboratory,  questions  of 
the  regulations  of  the  Federal  Communications 
Commission  regarding  the  use  of  diathermy  ma- 
chines, the  question  of  rules  pertaining  to  hospital 
records,  the  legal  problems  involved  in  partnership 
contracts,  the  legal  aspects  of  postmortem  examina- 
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tions,  the  question  of  liability  of  a physician  who 
employs  a resident  physician  not  licensed  in  this 
State,  the  incorporation  of  clinics  and  dispensaries, 
the  preservation  of  x-ray  plates  by  a physician  or  a 
hospital,  the  time  limitation  on  actions  against 
physicians,  advice  to  component  medical  societies 
in  the  conduct  of  their  affairs,  the  protection  of  a 
physician  against  suit  by  virtue  of  reports  to  the 
Health  Department  and  other  agencies,  the  question 
of  Social  Security  for  physicians,  requests  for  book 
reviews,  the  liability  of  persons  associated  with  the 
hospital  staff,  questions  pertaining  to  health  and 
accident  insurance,  and  questions  pertaining  to 
ethical  problems  encountered  by  a physician  in  his 
practice. 

Of  course,  within  the  limits  of  our  obligations,  we 
are  at  the  sendee  of  all  members  of  the  Society,  and 
we  try  to  help  with  all  the  problems  that  are  pre- 
sented to  us.  I have  inquired  in  the  course  of  pre- 
paring this  report  as  to  the  volume  of  those  inquiries 
and  find  that  there  is  not  a week  that  goes  by  that 
we  do  not  get  a score  of  telephone  requests  for  in- 
formation. Some  of  these  seek  a solution  of  very 
involved  problems  and  are  time-consuming.  I 
repeat  a word  of  caution  that  I issued  in  this  report 
last  year — if  you  are  an  officer  or  an  official  of  a 
society  which  has  some  connection,  real  or  tenuous, 
with  the  practice  of  medicine,  you  may  not  expect 
the  State  Society  or  its  counsel  to  solve  all  your 
legal  difficulties  unless  you  request  and  receive  per- 
mission from  the  governing  board  of  the  State 
Society.  Of  course,  the  officers  of  the  county  soci- 
eties may  and  do  call  us  frequently,  but  even  some 
of  their  problems  should  be  handled  in  toto  at  the 
county  level.  In  disciplinary  proceedings,  particu- 
lar!}', the  view  of  the  State  Society  should  not  be 


sought  until  the  matter  has  been  disposed  of  at  the 
county  level. 

During  the  year,  your  counsel  and  his  associates 
have  appeared  before  a number  of  medical  societies, 
medical  schools,  hospital  associations,  hospital 
staffs,  and  other  groups  of  nurses  and  doctors  to 
address  them  concerning  medicolegal  problems. 

Legislative  Advice  and  Activities. — During  the 
period  covered  by  this  report,  your  counsel  and  his 
staff  have  conferred  with  various  groups  relative  to 
proposed  amendments  to  the  laws  affecting  the  prac- 
tice of  medicine  and  the  medical  profession.  Meet- 
ings of  the  Legislation  Committee  are  attended. 
We  have  conferred  with  Dr.  Harold  B.  Smith,  execu- 
tive officer.  We  have  again  attended  a number  of 
meetings  of  bar  associations  and  of  joint  committees 
of  bar  associations  and  medical  societies  seeking  tax 
relief  under  the  terms  of  the  Reed-Keogh  Bill,  for 
self-employed  members  of  the  profession,  and  some 
progress  has  been  effected.  On  several  occasions, 
we  have  conferred  with  hospital  representatives  and 
various  other  groups  concerning  proposed  legisla- 
tion. 

Conclusion. — Your  counsel  wishes  to  express  his 
deep  appreciation  of  the  work  of  his  own  staff  and 
the  staff  of  the  office  of  H.  F.  Wanvig  Company,  the 
indemnity  representative.  I wish  to  state  that  the 
volume  of  correspondence  between  their  office  and 
ours  has  been  very  heavy  during  the  past  year. 
The  work  of  this  office  has  been  lightened  by  the 
loyalty  and  cooperation  of  many  members  of  the 
Society  throughout  the  State  and  of  associate  coun- 
sel with  whom  we  are  continually  in  communication. 

Respectfully  submitted. 

William  F.  Martin,  Counsel 


REPORT  OF  THE  BOARD  OF  CENSORS 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  VI,  Section  2,  of  the 
Bylaws,  the  Board  of  Censors  of  the  Medical  Society 
of  the  State  of  New  York  met  at  the  headquarters 
office,  the  morning  and  afternoon  of  Januarv  9, 
1953. 

The  following  decision  from  an  appeal  by  Dr. 

from  the  decision  of  the  Medical  Society  of 

the  County  of  Queens,  Inc.,  was  handed  down: 

The  Board  of  Censors  of  the  Medical  Society  of 
the  State  of  New  York  has  completed  hearings  on 

the  appeal  of  Dr. from  the  decisions,  findings, 

and  recommendations  of  the  board  of  censors,  comi- 
tia  minora,  and  membership  of  the  Medical  Society 
of  the  County  of  Queens,  Inc.,  in  connection  with  the 

complaint  of  Mr.  and  Mrs. and  the  complaint 

of  Air.  and  Mrs. . 

The  Board  of  Censors,  after  reviewing  the  records, 
testimony,  and  evidence  submitted  in  connection 

therewith  and  after  hearing  Dr. testify  in  his 

own  defense,  rendered  the  following  decision: 

1.  The  decision  of  the  board  of  censors,  comitia 

minora,  and  the  membership  of  the  Medical  So- 
ciety of  the  County  of  Queens,  Inc.,  that  Dr. 

is  guilty  of  unethical  conduct  in  violation  of  the 
Principles  of  Professional  Conduct  in  connection 
with  the  complaint  of  Mr.  and  Mrs. is  sus- 

tained. 

2.  It  is  the  further  decision  of  the  Board  of  Cen- 
sors that  the  recommendation  of  the  Medical  So- 
ciety of  the  County  of  Queens,  Inc.,  be  modified  to 


the  extent  that  Dr. be  suspended  from  all  priv- 

ileges of  membership  in  the  Societv  until  Januarv 
1,  1954. 

3.  It  is  the  further  decision  of  the  Board  of  Cen- 

sors that  the  decision  of  the  board  of  censors,  comi- 
tia minora,  and  the  membership  of  the  Medical  So- 
ciety of  the  County  of  Queens,  Inc.,  that  Dr. 

is  guilty  of  violation  of  Section  1 of  the  Principles  of 
Professional  Conduct  which  state  “Upon  entering 
the  medical  profession  everyone  incurs  an  obligation 
to  advance  the  science  and  art  of  medicine,  to  guard 
and  uphold  its  high  standard  of  honor,  to  conform  to 
the  principles  of  professional  conduct  and  generally 
to  comport  himself  as  a gentleman”  in  connection 
with  the  complaint  of  Mr.  and  Mrs. is  sus- 

tained. 

4.  It  is  the  further  decision  of  the  Board  of  Cen- 
sors that  the  recommendation  of  the  Medical  So- 
ciety of  the  County  of  Queens,  Inc.,  be  modified  to 

the  extent  that  Dr. be  suspended  from  all 

privileges  of  membership  in  the  Society  until  Janu- 
ary 1,  1954,  this  suspension  to  run  concurrently  with 
the  doctor’s  previous  suspension. 

Report  of  a second  meeting,  scheduled  for  March 
13,  1953,  will  not  be  received  in  time  to  be  published 
in  the  April  1,  1953,  issue  of  the  New  York  State 
Journal  of  Medicine  but  will  be  handed  to  you  as 
a supplementary  report. 

Respectfully  submitted, 

W.  P.  Andf.rton,  M.D.,  Secretary 


REPORT  OF  THE  COUNCIL 


To  the  House  of  Delegates,  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the  ex- 
ecutive and  administrative  affairs  of  the  Society  in 
the  period  following  your  last  meeting,  May  12  to 
16,  1952.  The  various  matters  that  came  before  it, 
actions  thereon,  and  recommendations  are  here  pre- 
sented. 

Committee  on  Constitution  and  By-Laws 

The  Council  Committee  on  Constitution  and 
Bylaws  has  the  following  membership: 

Frederick  W.  Williams,  M.D.,  Chairman. . Bronx 


Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 

James  R.  Reuling,  M.D.,  Adviser Queens 


Your  committee  has  reviewed  amendments  and 
revisions  of  the  constitutions  and  bylaws  of  the 
following  component  or  affiliated  organizations  of 
this  Society: 

Amendments. — Bylaws  of  the  Medical  Society  of 
the  County  of  Monroe,  bylaws  of  the  Seventh  Dis- 
trict Branch,  constitution  and  bylaws  of  the  Medical 
Society  of  the  County  of  St.  Lawrence,  bylaws  of  the 
Medical  Society  of  the  County  of  Cortland,  bylaws 
of  the  Onondaga  County  Medical  Society,  and  by- 
laws of  the  Medical  Society  of  the  County  of  New 
York. 

Revisions. — Constitution  and  bylaws  of  the 
Medical  Society  of  the  County  of  Ontario,  bylaws 
of  the  Nassau  County  Medical  Society,  constitution 
and  bylaws  of  the  Medical  Society  of  the  County  of 
Genesee,  and  constitution  and  bylaws  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 

All  of  the  proposed  changes  were  reviewed  by 
legal  counsel,  by  each  member  of  the  committee, 
and  by  the  secretary  of  the  Society,  before  the  chair- 
man reported  to  the  Council.  The  Council’s  de- 
cision was  transmitted  to  each  body  from  which 
the  proposed  changes  emanated. 


PART  I 

Postgraduate  Medical  Education 

The  Council  Committee  on  Public  Health  and 
Education  has  as  its  members: 

Theodore  J.  Curphey,  M.D.,  Chairman 

Garden  City 


A.  H.  Aaron,  M.D Buffalo 

Charles  D.  Post,  M.D Syracuse 


Advisers 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Albany 

John  F.  Mahoney,  M.D.,  Commissioner  of  Health, 
City  of  New  York 

The  functions  of  this  committee  are  as  follows: 

1.  To  arrange  postgraduate  medical  instruction 
for  the  members  of  the  Society. 

2.  To  act  as  a liaison  committee  between  the 
Society  and  the  State  Department  of  Health  for  the 
purpose  of  coordinating  the  efforts  of  both  groups  in 
those  fields  of  medical  interest  in  which  there  is 
already  common  agreement  and  for  resolving  dif- 
ferences of  opinion,  leading  to  ultimate  common 


action  in  matters  that  initially  provide  room  for 
divergent  viewpoints. 

3.  To  coordinate  the  work  of  its  various  sub- 
committees with  that  of  the  Society  as  a whole  and 
to  present  to  the  Council  and  the  House  of  Delegates 
the  recommendations  of  these  committees  regarding 
matters  of  policy  and  contemplated  action  in  their 
respective  fields  of  interest.  Following  upon  this, 
future  action  and  policy  is  determined  solely  by 
action  of  the  Council  or  the  House  of  Delegates. 

The  Council  Committee  once  more  takes  pleasure 
in  acknowledging  its  great  debt  to  and  its  sincere 
appreciation  of  the  assistance  of  Dr.  Walter  P. 
Anderton,  secretary  of  the  State  Society;  to  Miss 
Doris  K.  Dougherty,  his  executive  assistant;  to 
Mr.  Frederick  Miebach  of  the  Public  and  Profes- 
sional Relations  Bureau  and  his  staff,  and  to  Miss 
Sue  Baker,  our  loyal  and  energetic  executive  assist- 
ant, whose  multitudinous  tasks  increase  with  each 
succeeding  year’s  activity  of  the  committee. 

Sincere  thanks  also  go  to  the  Medical  Society  of 
the  County  of  Queens  for  the  continuing  facilities 
and  cooperation  we  receive  at  the  hands  of  the  officers 
and  staff  of  that  society. 

Since  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  in  May,  1952,  the 
committee  has  arranged,  as  of  February,  1953,  post- 
graduate instruction,  presented  as  lecture  series, 
symposiums,  or  single  lectures,  for  31  groups: 

Number 

op 


County 

Instruction 

Lectures 

Allegany 

Low  Back  Pain 

1 

Cayuga  j 

Surgery  of  Pancreas 

1 

^Carcinoma  of  Lung 

1 

Chautauqua 

Pulmonary  Disease 

1 

Chemung 

Arthritis 

1 

(Academy  of 
General 

Practice) 

Cortland 

General  Medicine 

5 

1 

Fatigue  Syndrome 

1 

Fulton  ( 

Peripheral  Vascular  Disease 

1 

1 

Anemia 

1 

Jrffc-o. 

1 

1 

j Arteriosclerosis 

1 

Monroe  i 

Peripheral  Vascular  Disease 

1 

(Rochester 

Arthritis 

1 

General 

Hospital) 

Gynecology  in  General  Practice 

1 

Montgomery 

Orthopedics 

1 

Acid-Base  Balance 

1 

Oneida 

Radioactive  Substances 

3 

Onondaga  \ 

(Collagen  Diseases 
Diabetes 

1 

1 

Skin  Cancer  1 

Gynecology  in  General  Practice  1 
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Ontario 

General  Medicine 

10 

(Geneva 

Academy) 

( Arteriosclerosis 

1 

Otsego 

( Dermatology 

1 

(Alcoholism 

1 

[Arthritis 

1 

Queens 

■ ACTH  and  Electrolytes 
(Radioactive  Isotopes 

1 

1 

Rensselaer 

General  Medicine 

4 

Richmond 

(Estrogens 

(Poliomyelitis 

1 

1 

St.  Lawrence 

(Forensic  Medicine 
(Physical  Medicine 

1 

1 

Saratoga  (in- 

General Medicine 

10 

cluding 
Academy 
of  General 

Practice) 

Schoharie 

General  Medicine 

5 

[Fractures 

1 

Steuben 

[ Surgery  in  Cardiac  Disease 
(jaundice 

1 

1 

Suffolk 

General  Medicine 

7 

Sullivan 

(Antibiotics 

1 

(Orthopedics 

6 

Tompkins 

(Arthritis 
(Plastic  Surgery 

1 

1 

Ulster 

(Ulcerative  Colitis 
(Cardiovascular  Emergencies 

1 

1 

Warren 

Carcinoma 

1 

W ayne 

General  Medicine 

6 

Three  organizations  not  identified  with  a partic- 
ular county  or  city  made  use  of  the  committee’s 
services  during  the  year:  The  Mohawk  Valley 

Obstetrical  Society  scheduled  a lecture  on  “Hor- 
mone Allergy  in  Pregnancy”  and  one  on  “Toxemias 
in  Pregnancy”;  the  Central  New  York  Surgical 
Society  had  a symposium  of  two  speakers  on  “Oc- 
clusive Arterial  Disease  and  Venous  Thrombosis”; 
the  Central  New  York  Association  of  Gynecologists 
and  Obstetricians  was  provided  with  two  speakers 
on  “Fetal  Salvage”  and  “Sterility.” 

Regional  Meetings  and  Teaching  Days. — For 
regional  meetings  (consisting  of  only  one  session  of 
postgraduate  instruction)  and  for  regional  teaching 
days,  invitations  are  sent  to  the  members  of  the 
medical  societies  in  counties  adjacent  to  that  in 
which  the  instruction  is  given.  The  committee  will 
arrange  for  the  speakers  and  for  printing  and  dis- 
tribution of  programs  to  county  medical  societies, 
medical  schools,  hospitals,  the  New  York  State 
Journal  of  Medicine,  the  Journal  of  the  A merican 
Medical  Association,  and  the  Bureau  of  Public 
and  Professional  Relations  of  the  Medical  Society  of 
the  State  of  New  York,  for  publication  in  local  news- 
papers. 

The  following  is  a list  of  counties  where  regional 
meetings  or  teaching  days  have  been  held  this  year, 
or  will  be  held  in  the  near  future: 
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Number 

of 

County 

Region 

Instruction 

Lectures 

Albany* 

Columbia 

Cancer 

16 

Fulton 

Greene 

Montgomery 

Rensselaer 

Saratoga 

Schenectady 

Schoharie 
Warren 
Was  hingt on 

Broome* 

Chemung 

Chenango 

Cortland 

Delaware 

Otsego 

Cancer 

4 

Schuyler 

Tioga 

Tompkins 

Oneida 

Herkimer 

Surgery  in  Dia- 

1 

betes 

Madison  (includ- 

Gastrointestinal 

ing  Utica  Acad- 

Symposium 

4 

emy  of  Medi- 

Gastrointestinal 

cine,  Oneida 
County  Acad- 

Symposium 
Endocrinology  in 

3 

emy  of  General 

Gynecology 

1 

Practice) 

Hysterectomy 

Symposium 

3 

Industrial 

Medicine 

Symposium  2 

* Traveling  expenses,  honoraria  of  speakers,  and  printing 
of  programs  provided  by  the  New  York  State  Department  of 
Health. 


Television  Teaching  Day  at  Annual  Meeting,  1952. 
— Last  year  the  committee  replaced  the  usual  lec- 
ture program  by  a series  of  televised  broadcasts  in 
color  jointly  arranged  with  the  Television  Sub- 
committee of  the  Convention  Committee  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
Television  Committee  of  the  New  York  University- 
Bellevue  Medical  Center.  The  attendance  at  these 
sessions  was  considerably  better  than  at  any  other 
session  in  recent  years  and  confirms  the  impression 
of  the  committee  that  this  medium  of  postgraduate 
education  offers  great  opportunities  for  the  future. 
That  this  opinion  is  shared  by  the  Scientific  Program 
Subcommittee  of  the  Convention  Committee  is 
demonstrated  by  the  fact  that  television  broadcasts 
play  a larger  part  in  the  program  this  year,  necessitat- 
ing the  abandonment  of  the  Teaching  Day  as  a 
regular  feature  of  the  activities  of  this  committee, 
in  the  broader  interest  of  a more  integrated  tele- 
vision teaching  program  running  through  several 
days  of  the  meeting. 

The  general  interest  of  the  Council  committee  in 
this  medium  of  education  is  borne  out  by  the  attend- 
ance of  your  chairman  at  a meeting  sponsored  by  the 
New  York  Academy  of  Medicine  on  the  use  of  tele- 
vision in  medical  education  and  his  appearance  at  the 
open  hearing  held  in  New  York  City  on  January  24, 
1953,  on  the  proposed  use  of  certain  television  chan- 
nels for  educational  purposes,  as  well  as  the  filing  of 
a brief  by  our  secretary,  Dr.  Anderton,  and  by  Dr. 
Alfred  Angrist  with  the  Temporary  State  Commis- 
sion on  the  use  of  Television  for  Education  in  New 
York,  at  a State-wide  hearing  in  Albany. 

In  connection  with  the  use  of  audiovisual  aids  in 
education,  the  committee  has  had  under  study  the 
past  year  the  matter  of  delivering  medical  lectures 
to  county  society  groups  bv  telephone  transmission, 
as  is  currently  the  practice  in  dentistry  and  medicine 
in  certain  states.  No  final  report  is  available  at  this 
time,  since  the  problem  is  complex  and  needs  con- 
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siderably  more  study,  based  largely  on  the  continu- 
ing experience  of  those  groups  now  using  this  method 
of  postgraduate  education. 

Another  facet  of  this  problem  of  postgraduate 
medical  education  deals  with  the  critical  scrutiny 
that  our  present  methods  of  postgraduate  instruc- 
tion, through  the  medium  of  the  “Course  Outline 
Book,”  are  receiving  at  the  hands  of  this  committee. 
From  a review  of  the  experience  of  the  past  four 
years,  during  which  the  volume  has  been  twice  re- 
vised, it  would  seem  that  actually  only  a small  part 
of  the  lectures  listed  are  being  requested  by  the 
county  societies.  Thus,  of  525  lecturers  available 
for  the  hundreds  of  subjects  listed  under  40  general 
headings,  in  1952-1953  only  approximately  70 
speakers  were  requested  for  110  lectures.  This 
small  return  on  the  volume  of  work  entailed  in  set- 
ting up  the  lectures,  through  the  assistance  of  the 
medical  schools  and  the  various  committees  of  the 
Society,  as  well  as  the  cost  of  printing  each  revision 
of  the  book,  casts  grave  doubt  on  the  effectiveness  of 
the  present  approach  and  suggests  the  need  for  ex- 
ploring other  possible  channels  for  wider  dissemina- 
tion of  more  popular  educational  lecture  material 
to  the  members  of  the  Society.  Because  of  the  knowl- 
edge that  the  Special  Committee  to  Study  the  Needs 
of  the  General  Practitioner  has  certain  recommenda- 
tions to  make  at  the  coming  Annual  Meeting  in  re- 
spect to  the  continuing  medical  education  of  all 
physicians  in  New  York  State,  the  committee  has 
decided  to  withhold  the  1953  revision  of  the  “Course 
Outline  Book,”  pending  clarification  of  the  entire 
problem  at  the  coming  session  of  the  House  of 
Delegates. 

It  might  be  mentioned,  too,  that  the  committee 
has  been  studying  the  experience  of  other  states  in 
postgraduate  medical  education  and  has  made  an 
“on-the-spot”  study  of  the  recently  reorganized 
program  of  the  Massachusetts  State  Medical  So- 
ciety in  Boston,  which  embraces  certain  new  and 
apparently  successful  departures. 

Luncheon  for  Postgraduate  Education  Chairmen. — 
There  were  only  24  county  medical  society  post- 
graduate program  chairmen  present  at  the  luncheon 
held  on  the  Teaching  Day  (May  13,  1952)  at  the 
Hotel  Statler,  New  York  City.  However,  lively 
and  constructive  discussion  evolved,  with  special 
emphasis  on  the  desirability  of  stimulating  the  in- 
terest of  the  hospitals  in  the  county  medical  society 
postgraduate  programs;  the  possibility  of  forming 
regional  postgraduate  committees  following  the  geo- 
graphic lines  of  the  district  branches;  the  wider 
dissemination  of  programs  by  modern  methods,  par- 
ticularly telephone  transmission;  a more  careful 
analysis  by  the  local  chapters  of  the  Academy  of  Gen- 
eral Practice  of  the  wishes  of  the  membership  with 
regard  to  postgraduate  education  subjects,  and  the 
necessity  for  channeling  through  the  Medical  So- 
ciety the  requests  from  local  chapters  of  the  Acad- 
emy of  General  Practice. 

Joint  Meetings  with  State  Department  of  Health. 
— During  the  past  year  frequent  meetings  have  been 
held  at  which  the  officers  of  the  Society  and  the 
Council  committee  have  met  with  Commissioner 
Hilleboe  and  members  of  his  staff  for  the  purpose  of 
discussing  policy  and  lines  of  action  on  matters  of 
joint  interest.  As  a result  of  the  continuing  liaison 
between  the  two  groups,  a cordial  relationship  has 
led  to  a further  cementing  of  the  ties  that  bind  these 
two  organizations  working  for  the  common  interests 
of  the  health  of  the  people  of  the  State.  In  these 
days,  when  government  agencies  are  inclined  to 
view  their  functions  in  respect  to  public  health  on 
such  a broadly  inclusive  basis  as  to  excite  concern 


on  the  part  of  many  engaged  in  the  private  practice 
of  medicine,  and  when  those  engaged  in  such  prac- 
tice are  at  times  prone  to  lose  sight  of  the  increasing 
need  for  widening  their  concepts  in  respect  to  their 
service  to  the  sick  patient,  not  only  as  to  his  disease 
but  also  in  terms  of  his  whole  environment,  joint 
meetings  of  this  sort  are  vital  if  the  potential  energies 
of  these  two  bodies  of  medical  opinion  in  the  State 
are  to  be  fused  in  the  interest  of  better  medical  serv- 
ice to  the  people. 

It  is  gratifying,  therefore,  to  report  that  these 
meetings  with  the  State  Health  Department  have 
been  attended  by  an  atmosphere  of  complete  good 
will  and  mutual  confidence  as  well  as  a frank  ac- 
knowledgment of  those  differences  of  opinion  which 
might  exist  from  time  to  time  in  matters  under  con- 
sideration. It  must  also  be  recorded  that  in  no  in- 
stance has  the  State  Health  Department  taken  any 
action  in  the  field  of  medical  practice  that  might  be 
interpreted  as  being  contrary  to  the  established  pol- 
icy of  the  Medical  Society  of  the  State  of  New  York, 
so  that  your  chairman,  on  behalf  of  the  committee, 
reports  with  pleasure  at  this  time  the  existence  of  a 
close  working  relationship  with  Commissioner 
Hilleboe  and  his  department,  whereby  there  is  every 
assurance  of  the  support  by  the  State  Health  Depart- 
ment for  the  concept  of  the  type  of  medical  care 
sponsored  by  the  Society. 

During  the  year  the  following  topics  were  dis- 
cussed : 

( 1 ) Policy  of  the  State  Health  Department  cover- 
ing tumor  clinics;  (2)  Cardiovascular  Research 
Center  of  the  Health  Department  at  the  Albany 
Medical  College;  (3)  laboratory  practice  of  medi- 
cine (an  Ad  Hoc  Committee  has  been  formed  to 
study  existing  laws  as  they  concern  laboratory 
practice  with  the  possibility  of  revising  them  to  more 
truly  represent  the  position  of  such  practice  in  the 
State);  (4)  chiropractic  legislation;  (5)  periodic 
health  examinations;  (6)  staffing  of  orthopedic 
clinics;  (7)  availability  of  gamma  globulin  for  pre- 
vention of  poliomyelitis,  and  (8)  telephone  trans- 
mission of  postgraduate  education. 

New  York  State  Citizens’  Health  Council. — The 
Eighth  Annual  Institute  of  the  New  York  State 
Citizens’  Council  was  held  June  25  to  28,  1952,  at 
Cazenovia,  and  the  session  on  health  constituted 
the  first  annual  meeting  of  the  New  York  State 
Citizens’  Health  Council,  organized  at  Albany  on 
February  28  and  29,  1952.  A constitution  and  by- 
laws were  adopted,  policies  were  agreed  upon,  and 
officers  were  elected.  Your  chairman  was  ap- 
pointed to  the  executive  committee.  The  latter 
met  on  September  25  in  Syracuse  to  set  up  a pro- 
gram aimed  at  attracting  member  agencies  and  to 
determine  how  activities  of  the  Council  could  be 
financed.  On  January  22,  1953,  the  executive  com- 
mittee met  in  New  York  City  with  the  State  Chari- 
ties Aid  Association  with  a view  to  obtaining  col- 
laboration with  that  organization  as  a member  of  the 
Council.  At  its  January  29  meeting  in  Albany  the 
executive  committee  planned  to  develop  member- 
ship for  the  Council  from  the  various  State  agencies 
interested  in  health.  It  was  suggested  that  in  the 
instance  of  agencies  having  medical  advisory  com- 
mittees the  president  of  the  State  Medical  Society 
be  requested  to  write  a letter  to  these  physicians 
urging  them  to  join  the  Citizens’  Health  Council. 

Citizens’  Health  Education  Committee. — This 
committee,  composed  of  the  chairmen  of  the  Legis- 
lation Committee,  the  Public  Relations  Committee, 
and  the  Public  Health  and  Education  Committee, 
was  formed  to  develop  and  conduct  a program  for 
the  education  of  the  people  of  the  State  of  New  York 
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in  the  dangers  of  cult  practice,  also  to  secure  the 
cooperation  of  all  interested  persons  and  groups  in 
opposing  any  bills  to  license  chiropractors  and  other 
cultists.  A full  report  of  the  activities  of  this  com- 
mittee will  be  found  elsewhere  in  the  annual  reports 
to  the  Society. 

Addresses  of  Chairman. — During  the  past  year 
your  chairman  has  had  the  privilege  of  addressing 
the  annual  meeting  of  the  New  York  State  Associa- 
tion of  School  Physicians  at  Lake  Placid  (on  June  3, 
1952)  and  the  St.  Lawrence  County  Medical  Society 
(April  17,  1952).  The  topic  in  the  first  instance 
was  "Cancer  in  Childhood”;  on  the  other  occasion 
it  was  ‘The  Medical  Examiner  System.” 


PART  II 

Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child  Wel- 
fare has  the  following  membership: 

Charles  A.  Gordon,  M.D.,  Chairman Brooklvn 

Ralph  L.  Barrett,  M.D New  York  City 

Edward  C.  Hughes,  M.D Syracuse 

William  J.  Orr,  M.D Buffalo 

Frederick  H.  Wilke,  M.D New  York  City 

Thurman  B.  Givan,  M.D Brooklyn 

James  K.  Quigley,  M.D Rochester 

Eugene  R.  Duggan,  M.D Rochester 

Michael  F.  Mogavero,  M.D Buffalo 

It  is  pertinent  to  note  that  in  July,  1952.  Dr. 
Alfred  Yankauer  was  appointed  director  of  the 
Bureau  of  Maternal  and  Child  Health  of  the  State 
Health  Department,  succeeding  Dr.  Edward  R. 
Schlesinger,  who  has  always  been  most  cooperative 
and  helpful. 

There  has  been  no  meeting  of  this  subcommittee 
during  the  past  year,  but,  through  correspondence, 
efforts  have  been  made  to  crystallize  the  members 
ideas  how  best  to  develop  a joint  program  with  the 
State  Health  Department,  with  particular  emphasis 
on  the  role  of  the  local  regional  chairmen  in  obstet- 
rics and  pediatrics.  It  has  been  suggested  that 
they  be  requested  to  report  on  present  activities  in 
these  fields  of  hospitals,  county  medical  societies, 
or  other  professional  or  lay  groups  in  their  regions; 
also  as  to  the  facilities  available  in  each  county  for 
blood  procurement  and  transfusion,  including  blood 
type  and  Rh  determination.  It  is  hoped  that  these 
regional  chairmen  in  obstetrics  can  obtain  continu- 
ing statistics  on  maternal  and  infant  mortality  and 
hold  conferences  for  their  review  as  one  means  of 
stimulating  group  consciousness  of  the  problems. 

The  State  Medical  Society  has  cooperated  hi  the 
publicizing  and  distribution  of  two  important  bro- 
chures on  child  welfare.  One  of  these,  “Safety 
Vaccine,”  represented  a joint  project  of  the  Metro- 
politan Life  Insurance  Company,  which  printed  the 
material  prepared  by  the  Committee  on  Accident 
Prevention  of  the  American  Academy  of  Pediatrics; 
the  Mead  Johnson  Company,  which  addressed  the 
6,737  envelopes  to  physicians  of  New  York  State 
treating  children  under  five  years  of  age;  the  State 
Health  Department,  which  supplied  the  postage; 
the  Council  Committee  on  Public  Health  and  Edu- 
cation, which  provided  an  accompanying  letter  on 
the  committee’s  letterhead,  and  the  Woman’s  Aux- 
iliary of  the  Queens  County  Medical  Society,  who 
stuffed  most  of  the  envelopes. 

The  second  brochure,  “Child  Health  is  Every- 
body’s Business,”  was  issued  as  a joint  publication 
of  the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Citizens’  Committee  of  One 


Hundred  for  Children  and  Youth,  and  the  Bureau 
of  Maternal  and  Child  Health  of  the  State  Depart- 
ment of  Health.  Copies,  with  an  accompanying 
letter  from  your  chairman,  were  sent  to  every  county 
medical  society  president  in  the  State,  urging  him 
to  publicize  the  booklet. 

PART  III 

Public  Health  Activities  A 

Industrial  Health. — The  Subcommittee  on  Indus- 
trial Health  and  Accident  Prevention  was  not  re- 
appointed for  the  current  year  pending  the  study 
being  made  by  the  Planning  Committee  on  Medical 
Policies  of  this  particular  field  of  activity  of  the 
State  Medical  Society.  At  the  November  13,  1952, 
meeting  of  the  Council,  the  Planning  Committee 
recommended  that  a Council  Committee  on  Indus- 
trial Health  be  appointed.  The  Council  approved 
t he  recommendation. 

This  committee  has  been  designated  and  is  al- 
ready functioning,  with  the  following  membership: 
Dr.  Peter  J.  Di  Natale,  Batavia,  chairman;  Dr. 
Anthony  J.  Lanza,  New  York  City,  and  Dr.  Frank 
R.  Ferlaino,  New  York  City. 

Rural  Medical  Service. — The  Subcommittee  on 
Rural  Medical  Service  of  the  Council  Committee  on 
Medical  Licensure  and  Medical  Service  has  the 


following  membership: 

James  Greenough,  M.D.,  Chairman Oneonta 

Norman  S.  Moore,  M.D Ithaca 

Gerald  B.  Manley,  M.D Geneseo 

Maredith  H.  Wyttenbach,  M.D Elmira 

Glenn  C.  Hatch,  M.D Penn  Yan 

Granville  W.  Larimore,  M.D.,  Adviser Albany 


The  Subcommittee  on  Rural  Medical  Service  met 
January  13,  1953,  in  Ithaca  with  all  members  pres- 
ent. In  addition  to  the  committee,  Dr.  W.  P. 
Anderton,  secretary  of  the  State  Medical  Society, 
was  present,  and  Dr.  John  Hirshfeld  of  Ithaca  at- 
tended as  a guest. 

An  agenda  was  provided  for  the  meeting,  covering 
most  of  the  topics  which  have  been  under  consider- 
ation by  the  Committee  on  Rural  Health  of  the 
American  Medical  Association  and  the  various 
state  rural  health  committees.  The  chief  topics 
which  appeared  to  be  of  importance  in  New  York 
State  rural  medical  service  were: 

1 . The  formation  of  local  health  councils.  It  was 
felt  that  unless  such  a local  health  council  arose 
spontaneously,  with  wide  participation  by  the  vari- 
ous agencies  interested  in  rural  health  in  the  com- 
munity, it  would  be  ineffective  and  unlikely  to  suc- 
ceed in  promoting  rural  health.  The  primary 
purpose  of  such  councils  should  be  to  investigate  the 
local  health  needs,  to  determine  the  local  health  fa- 
cilities and  how  they  are  used,  and  to  work  for  the 
most  important  projects  shown  by  the  survey  to  be 
needed. 

2.  Promotion  of  prepaid  medical  insurance  plans, 
either  Blue  Cross,  Blue  Shield,  or  commercial,  in 
the  rural  communities,  in  order  to  protect  the 
citizens  from  loss  due  to  serious  illness. 

3.  A study  of  ways  and  means  of  attracting  ca- 
pable medical  personnel  to  rural  communities  and 
methods  of  sustaining  and  improving  the  standardsof 
rural  medical  care  by  postgraduate  education. 
Some  voluntary  method  of  evaluation  of  clinical 
results  in  rural  hospitals  should  be  advocated. 

4.  The  promotion  of  health  education  through 
county  medical  societies,  schools,  and  extension 
services. 
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Other  subjects  touched  on  were:  The  extent  of 
public  health  coverage  by  the  State  and  county 
health  departments;  facilities  provided  in  rural 
communities  by  the  Hill-Burton  Bill,  the  New  York 
State  Joint  Hospital  Survey  and  Planning  Com- 
mission, and  by  local  communities;  rural  morbidity 
and  mortality;  accident  prevention,  and  the  func- 
tioning of  the  welfare  law. 

Further  study  of  each  of  the  most  important  sub- 
jects was  apportioned  to  the  individuals  of  the 
committee.  A second  meeting  of  the  committee  is 
planned  for  April  26,  at  which  time  each  member 
will  report  on  the  information  he  or  she  has  ob- 
tained. At  this  meeting  it  is  hoped  to  suggest  a 
plan  for  the  improvement  of  rural  medical  health, 
which  will  be  submitted  to  the  House  of  Delegates 
in  a supplementary  report. 

The  chairman  of  the  committee  planned  to  attend 
the  Eighth  National  Conference  on  Rural  Health 
of  the  American  Medical  Association  in  Roanoke, 
Virginia,  in  February,  to  obtain  further  information 
to  submit  to  the  committee. 

General  Practice. — The  Subcommittee  on  General 
Practice  has  the  following  membership: 


Flovd  C.  Bratt,  M.D.,  Chairman Rochester 

Louis  Bush,  M.D Baldwin 

Samuel  A.  Garlan,  M.D New  York  City 

Vito  S.  Lee,  M.D Utica 

Garra  L.  Lester,  M.D Chautauqua 

Jacob  A.  Mishkin,  M.D Watertown 

Howard  R.  Seidenstein,  M.D New  Rochelle 


There  have  been  two  meetings  of  this  subcom- 
mittee during  the  past  year,  on  May  15  and  on 
December  15,  1952.  The  importance  of  periodic 
health  examinations  in  the  doctor’s  office  for  the 
early  detection  of  cancer  was  emphasized  at  both 
meetings,  and  Dr.  George  C.  Adie,  chairman  of  the 
Subcommittee  on  Cancer,  was  requested  to  draw  up, 
with  the  cooperation  of  Dr.  Paul  Gerhardt  of  the 
State  Health  Department,  a form  to  be  used  by  the 
physician. 

The  necessity  for  all  practitioners  to  join  in  the 
efforts  of  the  State  Medical  Society  and  other  or- 
ganizations to  prevent  the  passage  of  legislation 
licensing  chiropractors  was  discussed.  The  sub- 
committee promised  full  cooperation  in  the  Society’s 
program. 

Postgraduate  education  remains  a primary  con- 
cern of  the  General  Practice  Subcommittee,  and  con- 
siderable progress  has  been  made  in  setting  up 
“practical”  courses,  particularly  at  the  University 
of  Buffalo  School  of  Medicine.  Also,  Dr.  Mishkin 
has  worked  out  a plan  in  Jefferson  County  whereby 
no  doctor  has  to  travel  more  than  50  miles  for  post- 
graduate instruction.  The  faculty  of  Queens  Col- 
lege in  Kingston,  Ontario  has  generously  cooperated 
in  this  project. 

Dr.  Garlan  reported  on  the  deliberations  of  the 
Special  Committee  to  Study  the  Needs  of  the  General 
Practitioner  in  New  York  State,  and  as  a result  of 
discussion  of  these  deliberations  the  subcommittee 
voted  “to  approve  a resolution,  to  be  presented  to 
the  Council  in  the  near  future,  to  the  effect  that 
there  be  established  a Council  Committee  on  Gen- 
eral Practice.” 

Such  a resolution  was  submitted  to  the  February 
12,  1953,  meeting  of  the  Council,  but  no  action  was 
taken. 

House  of  Delegates  Resolutions. — The  Council  of 
the  Medical  Society,  at  its  June  19,  1952,  meeting, 
referred  to  the  Subcommittee  on  General  Practice  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation a resolution  of  the  House  of  Delegates  that 


“the  Committee  on  Hospital  and  Professional  Rela- 
tions report  at  the  148th  Annual  Meeting  about 
data  obtained  on  the  hospital  census  in  the  State 
concerning  integration  of  general  practitioners  into 
hospital  staffs,  with  a special  analysis  of  the  general 
practice  departments.” 

Your  chairman  transmitted  this  information  to 
Dr.  Floyd  C.  Bratt,  chairman  of  the  Subcommittee 
on  General  Practice,  and  it  was  agreed  that  such  a 
study  could  well  be  assigned  to  the  Special  Com- 
mittee to  Study  the  Needs  of  the  General  Practi- 
tioner. It  was  also  believed  appropriate  that  the 
special  committee  should  look  into  the  matter  of 
preceptorship  training  in  general  practice,  as  out- 
lined in  the  other  resolution  referred  from  the  House 
of  Delegates  to  the  Subcommittee  on  General  Prac- 
tice: “The  House,  in  approving  the  report  of  the 
Reference  Committee  on  Miscellaneous  Business  A, 
resolved  that  the  principle  of  preceptorship  training 
in  general  practice  for  medical  students  be  approved 
and  that  this  principle  be  referred  to  the  Council  for 
study  and  implementation  in  coordination  with  the 
medical  schools.” 

PART  IV 

Public  Health  Activities  B 

Cancer. — The  Subcommittee  on  Cancer  has  the 
following  membership: 

George  C.  Adie,  M.D ., Chairman. . . . New  Rochelle 

Harry  Golembe,  M.D Liberty 

Victor  C.  Jacobsen,  M.D Troy 

E.  Forrest  Merrill,  M.D Rochester 

Timothy  J.  Riordan,  M.D New  York  City 

Irwin  Siris,  M.D New  York  City 

James  Craig  Potter,  M.D.* Rochester 

Bradley  L.  Coley,  M.D New  York  City 

Charles  S.  Cameron,  M.D.  (American  Cancer . . . : . 

Society) New  York  City 

Paul  R.  Gerhardt,  M.D.  (New  York  State 

Department  of  Health) Albany 

Beginning  in  August,  1952,  the  articles  on  cancer, 
written  by  prominent  men  in  each  field,  have  been 
published  in  the  New  York  State  Journal  of 
Medicine.  The  series  will  consist  of  18  articles 
and  has  been  sponsored  by  the  American  Cancer 
Society,  the  New  York  State  Department  of  Health, 
and  the  Medical  Society  of  the  State  of  New  York, 
the  contributions  of  the  first  two  organizations  mak- 
ing the  project  possible  financially. 

To  emphasize  the  importance  of  certain  types  of 
examination,  your  committee  has  prepared  line 
drawings  with  brief  descriptions.  The  two  sites  to 
be  depicted  first  are  the  breast  and  the  rectum. 
These  illustrations  are  simple  and  graphic.  They 
are  to  be  published  repeatedly  in  the  New  York 
State  Journal  of  Medicine  constantly  to  remind 
physicians  of  the  value  of  examining  these  organs 
thoroughly  and  drawing  attention  especially  to  the 
incidence  of  cancer.  Credit  for  this  project  is  due 
Dr.  Irwin  E.  Siris. 

During  the  year  there  were  two  letters  of  inquiry, 
one  from  the  New  Jersey  Medical  Society  and  the 
other  from  the  Hawaii  Territorial  Medical  Asso- 
ciation, requesting  information  regarding  the 
method  of  liaison  between  our  State  Medical  So- 
ciety, the  American  Cancer  Society,  and  the  Depart- 
ment of  Health. 

At  the  November  5,  1952,  meeting  of  the  com- 
mittee, the  Department  of  Health  requested  ap- 
proval of  its  policy  on  cancer  detection  centers. 
With  some  minor  changes  in  wording,  the  com- 
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mittee  agreed  to  submit  the  request  to  the  Council 
for  final  approval.  During  this  discussion  the  refer- 
ence committee  recommendation  on  the  report  of 
the  Subcommittee  on  Cancer  which  was  adopted  by 
the  1951  House  of  Delegates  was  brought  up.  In 
brief,  this  proposed  that  the  detection  center  should 
be  set  up  as  a diagnostic  clinic,  not  only  for  the  de- 
tection of  cancer  but  for  all  other  diseases,  and,  in 
addition,  that  the  principal  emphasis  be  laid  on  the 
doctor’s  office  as  the  best  place  to  have  such  an  ex- 
amination made.  The  recommendation  also  stressed 
the  cooperation  of  the  State  Department  of  Health 
in  such  a program.  This  was  discussed  fully  in  the 
committee  meeting,  and  at  the  suggestion  of  Dr. 
Hilleboe  it  was  decided  to  review  the  entire  plan  of 
health  diagnostic  clinics,  detection  centers,  and 
tumor  clinics  and  to  report  to  the  Council  within  a 
year.  Recognizing  the  ever-changing  methods  of 
health  evaluation,  it  was  agreed  that  this  whole  sub- 
ject should  be  reconsidered,  because  the  last  ap- 
proval by  the  Council  was  obtained  in  1947  and 
1949.  Your  committee,  in  conjunction  with  the 
State  Department  of  Health  and  the  American 
Cancer  Society,  will  study  this  subject  with  a view 
to  following  the  recommendation  of  the  reference 
committee  of  the  House  of  Delegates  and  whatever 
else  may  have  become  pertinent  since  that  was 
adopted. 

The  chairman  of  the  Subcommittee  on  General 
Practice,  Dr.  Floyd  C.  Bratt,  has  requested  this 
committee  to  recommend  a form  to  be  used  by  phy- 
sicians for  periodic  health  examinations  with  em- 
phasis on  detection  of  early  cancer.  This  is  being 
studied  in  conjunction  with  the  Bureau  of  Cancer 
Control,  and  it  is  hoped  that  a satisfactory  form  will 
be  produced. 

For  your  information,  the  committee  would  like 
to  include  excerpts  from  the  report  of  the  Bureau  of 
Gancer  Control  written  by  Dr.  Paul  R.  Gerhardt, 
inasmuch  as  some  of  this  information  pertains  to  the 
activities  of  your  committee. 

A postgraduate  course  in  cancer  diagnosis  and 
treatment  for  physicians  was  given  by  the  Columbia 
University  Faculty  of  Medicine  at  Delafield  Hospi- 
tal. This  is  the  first  such  course,  instigated  by  the 
Department  of  Health  with  the  blessing  of  your  com- 
mittee, given  in  the  eastern  part  of  the  State.  It 
was  sufficiently  well  attended  to  allow  us  to  hope 
that  other  institutions  in  this  part  of  the  State  will 
cooperate  likewise  in  the  near  future. 

In  the  so-called  upstate  area  there  are  56  tumor 
clinics  and  15  detection  centers  and  11  tumor  diag- 
nostic clinics. 

The  Bureau  of  Cancer  Control  of  the  New  York 
State  Department  of  Health  is  to  be  commended  on 
the  State-wide  interest  and  promulgation  of  pro- 
fessional and  lay  education,  increased  attention  to 
nursing  activities  in  this  field,  and  the  valuable  in- 
formation compiled  in  the  cancer  morbidity  sta- 
tistics. 

The  committee  wishes  to  thank  Dr.  Charles  S. 
Cameron,  medical  director  of  the  American  Cancer 
Society,  for  his  valuable  advice  and  enthusiasm  in 
helping  the  committee  achieve  some  of  its  ideas. 
The  role  of  the  Bureau  of  Cancer  Control  of  the 
New  York  State  Department  of  Health,  headed  by 
Dr.  Paul  R.  Gerhardt,  has  greatly  aided  the  work  of 
the  committee,  because  of  the  insight  of  the  director 
into  our  needs. 

Hard  of  Hearing  and  the  Deaf. — Upon  the  sug- 
gestion of  the  former  chairman,  Dr.  Gordon  D. 
Hoople,  this  subcommittee  has  been  recently  re- 
activated. Its  membership  is: 


Edmund  P.  Fowler,  M.D.,  Chairman 


New  York  City 

Gordon  D.  Hoople,  M.D Syracuse 

Charles  A.  Anderson,  M.D Brooklyn 

Grevdon  G.  Boyd,  M.D New  York  City 

Stuart  Nash,  M.D Rochester 

Karl  W.  Gruppe,  M.D Utica 

Clarence  D.  O’Connor,  Ph.D.,  Adviser 

New  York  City 

Mrs.  Eleanor  Ronnei,  Adviser New  York  City 


Thus  far  there  have  been  no  meetings. 

Mental  Hygiene. — At  the  request  of  the  American 
Medical  Association’s  Council  on  Mental  Health, 
which  itself  has  just  been  reactivated,  the  Subcom- 
mittee on  Mental  Hygiene  has  been  reappointed 
after  a lapse  of  one  year.  The  membership  is  as 
follows: 

Bernard  S.  Wortis,  M.D.,  Chairman 


New  York  City 

Lewis  I.  Sharp,  M.D New  York  City 

Curtis  Prout,  M.D White  Plains 

Harry  A.  Steckel,  M.D Syracuse 

George  R.  Lavine,  M.D Rochester 


The  A.M.A.  Council  on  Mental  Health  has  asked 
for  the  assistance  of  state  medical  associations  in 
reviewing  and  bringing  up  to  date  a report  made 
several  years  ago  by  the  then  Committee  on  Mental 
Health,  upon  which  little  follow-up  has  taken  place. 
It  is  hoped  that  concerted  effort  on  the  part  of  all 
state  medical  societies  will  be  put  forth  to  ameliorate 
conditions  in  this  often  neglected  area  of  public 
health. 

Your  Council  committee  chairman  had  a meeting 
with  Dr.  Margaret  Ross,  director  of  the  New  York 
State  Society  for  Mental  Health,  on  February  11, 
1953,  for  the  purpose  of  integrating  the  work  of  that 
organization  with  the  activities  of  our  Subcommittee 
on  Mental  Hygiene.  It  is  expected  that  a member 
of  Dr.  Ross’s  committee  will  be  appointed  to  serve 
on  the  subcommittee. 

Heart  Disease. — The  Subcommittee  on  Heart 
Disease  has  the  following  membership: 

Arthur  M.  Master,  M.D.,  Chairman 


New  York  City 

J.  G.  Fred  Hiss,  M.D Syracuse 

George  M.  Wheatley,  M.D New  York  City 

Morris  E.  Missal,  M.D Rochester 


There  have  been  no  meetings  of  this  subcommittee 
since  the  last  annual  report,  except  in  conjunction 
with  the  joint  meeting  of  the  Council  Committee  on 
Public  Health  and  Education  with  representatives 
of  the  State  Health  Department  on  February  11, 
1953.  This  was  held  for  the  purpose  of  clarification 
of  the  exact  objectives  of  the  Health  Department’s 
Cardiovascular  Health  Center  for  Control  and  Re- 
search in  Coronary  Heart  Disease  and  Hyperten- 
sion, to  be  set  up  in  the  Albany  Medical  College. 
The  original  draft  of  the  project  had  been  sub- 
mitted to  the  members  of  the  subcommittee  by  mail 
for  their  opinions,  but  despite  their  approval  and 
recommendation  to  the  Council,  the  latter  raised 
some  specific  questions  as  to  basic  philosophies 
involved,  which  demanded  clarification.  As  the 
result  of  the  recommendation  of  the  join  tconference, 
the  Council  voted  at  its  February  12,  1953,  meeting 
to  approve  the  project. 

Drs.  Master,  Hiss,  and  Wheatley  have  been  desig- 
nated members-at-large  of  the  New  York  Heart 
Assembly,  sponsored  by  the  State  Charities  Aid 
Association.  The  Assembly  held  its  first  session 
March  14  and  15,  1952,  at  Albany. 
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Blood  Banks. — This  subcommittee  was  discon- 
tinued following  the  formation  of  the  Blood  Banks 
Commission  of  the  Medical  Society  which  resulted 
from  a directive  of  the  House  of  Delegates  session  in 
May,  1952.  The  organization  of  the  Blood  Banks 
Association  of  New  York  State  had  already  taken 
place  March  2,  1952,  and  its  incorporation  was 
finally  effected  in  January,  1953. 

It  is  pertinent  to  draw  attention  once  more  to  the 
objectives  of  the  State-wide  blood  banks  organiza- 
tion, as  stated  by  Dr.  Robert  S.  Jenks,  chairman 
pro  tern  of  the  public  relations  and  donor  procure- 
ment committee  of  the  Association: 

1.  Constantly  to  remind  the  physician  and  the 
recipient  of  their  individual  responsibility  for  donor 
replacement. 

2.  Inform  the  public  that  no  charge  is  made 
for  blood  under  this  program. 

3.  Bring  about  eventual  elimination  of  the  so- 
called  “professional  donor.” 

4.  Establish  means  to  eliminate  the  “two  for 
one”  stigma. 

5.  Indicate  why  the  blood  banks  association 
offers  the  best  blood  program. 

6.  Sell  the  blood  insurance  idea  and  program. 

7.  Publicize  a disaster  program  for  both  civilian 
and  military  emergencies. 

8.  Encourage  the  idea  of  the  member  banks 
being  the  collecting  agency  for  blood  for  defense 
needs. 

9.  Encourage  the  public  to  support  the  local  or 
neighborhood  hospital  by  donating  to  its  own  blood 
bank  or  that  hospital’s  banking  agency. 

10.  Arrange  for  recognized  blood  credits,  good  in 
any  member  hospital,  and  expand  this  as  much  as 
possible. 

11.  Supply  donors  with  blood  type  cards. 

12.  Encourage  the  profession  to  institute  a 
“blood  conservation”  program  to  promote  reason- 
able and  proper  use  of  blood  without  abusing  the 
supply. 

13.  Encourage  participation  of  other  blood 
banking  units. 

Medical  Film  Review. — The  Subcommittee  on 
Medical  Film  Review  has  the  following  member- 
ship: 

John  L.  Norris,  M.D.,  Chairman Rochester 

Edward  C.  Hughes,  M.D Syracuse 

Louis  J.  Girard,  M.D New  York  City 

Granville  W.  Larimore,  M.D.,  New  York  State 
Department  of  Health,  Adviser Albany 

Kenneth  B.  Olson,  M.D.,  Albany  Medical  College 
Albany 

The  Film  Review  Subcommittee  has  had  an  ac- 
tive and  productive  year.  Many  films  have  been 
reviewed,  25  of  which  have  been  recommended  for 
purchase  for  the  film  library.  Most  of  the  films 
are  already  available  in  the  library. 

Reviews  have  been  published  in  each  issue  of 
Health  News  as  new  films  have  been  purchased,  with 
the  result  that  the  use  of  films  has  been  gratifying. 

The  catalogue  of  films  available  in  the  library, 
originally  published  last  year,  is  being  brought  up 
to  date,  and  a new  issue  will  be  published  in  March 
of  this  year.  It  is  planned  to  send  a copy  of  this 
catalogue  to  all  those  in  the  State  who  might  be 
interested  in  using  films  for  teaching  in  medical 
schools,  hospitals,  and  medical  societies. 

We  wish  to  express  our  appreciation  to  the  New 
York  State  Department  of  Health,  through  Dr.  Lari- 
more, for  its  help  in  establishing  and  maintaining  the 
film  library  and  for  publishing  the  reviews  and  film 
catalogue. 


Following  is  a list  of  films  which  our  committee 
has  recommended  for  purchase  by  the  film  library: 
“Sciatic  Pain  and  the  Intervertebral  Disc,”  “Frac- 
tures: An  Introduction,”  “Functional  Anatomy  of 
the  Hand,”  “Scoliosis,”  “Surgical  Approach  to  the 
Knee  Joint,”  “Surgical  Approach  to  the  Spine  and 
Sacroiliac,”  “Surgical  Approach  to  the  Elbow  Joint,” 
“Surgical  Approach  to  the  Foot  Joint,”  “Surgical 
Approach  to  the  Hip  Joint,”  “Surgical  Approach 
to  the  Wrist  Joint,”  “Surgical  Approach  to  the 
Ankle  Joint,”  “Surgical  Approach  to  the  Acromio  and 
Sterno  Joints,”  “Surgical  Approach  to  the  Shoulder 
Joint,”  “Feelings  of  Depression,”  “Psychosomatic 
Disorders,”  “Grief:  A Peril  in  Infancy,”  “Mental 
Symptoms,”  “Psychoneurosis  with  Compulsive 
Trends  in  the  Making,”  “Hypnotic  Behavior,” 
“Alcoholism,”  “Congenital  Malformations  of  the 
Heart:  Embryology,”  “Congenital  Malformations 
of  the  Heart:  Acyanotic  Congenital  Malforma- 

tions,” “Diseases  of  the  Ear,  Nose  and  Throat,” 
“Diseases  of  the  Trachea,”  and  “Glaucoma:  What 
the  General  Practitioner  Should  Know.” 


PART  V 

Public  Health  Activities  C 

Physical  Medicine  and  Rehabilitation. — The 

membership  of  this  subcommittee  is: 

Walter  S.  McClellan,  M.D.,  Chairman 


Saratoga  Springs 

Arthur  S.  Abramson,  M.D New  York  City 

Gustave  Aufricht,  M.D New  York  City 

Donald  A.  Covalt,  M.D New  York  City 

Louis  A.  Goldstein,  M.D Rochester 

Alfred  L.  Lane,  M.D Rochester 

George  M.  Raus,  M.D Syracuse 

Willis  M.  Weeden,  M.D New  York  City 


There  have  been  no  meetings  of  this  committee 
since  the  last  annual  report.  The  chairman  is  very 
busy  at  this  writing  preparing  to  leave  his  work  at 
the  Saratoga  Spa.  He  expects  to  be  located  in 
North  Carolina  after  April  1.  Our  best  wishes  go 
with  him  as  well  as  appreciation  of  his  work  on  the 
committee  in  the  past. 

He  has  suggested  that  a small  group  of  his  com- 
mittee look  into  the  matter  of  the  law  with  reference 
to  the  training  of  students  eligible  to  take  exami- 
nation for  licensed  physiotherapists.  Dr.  Abramson 
has  voiced  concern  over  the  difficulties  in  setting  up 
a physical  therapy  school  because  of  the  present  law 
requiring  a four-year  training  program. 

Diabetes. — The  Subcommittee  on  Diabetes  has 
the  following  membership: 

Frederick  W.  Williams,  M.D.,  Chairman 

New  York  City 


Leonard  J.  Schiff,  M.D Plattsburg 

Edwin  W.  Gates,  M.D Niagara  Falls 


A meeting  of  the  subcommittee  was  held  on  Octo- 
ber 8,  1952,  to  which  Mr.  J.  Richard  Connelly, 
executive  director  of  the  American  Diabetes  Asso- 
ciation, and  Mr.  Theodore  Kingsley,  executive 
director  of  the  New  York  Diabetes  Association,  were 
invited.  With  the  aid  of  these  organizations,  in- 
tensive diabetes  detection  drives  by  county  medical 
societies  were  stimulated  throughout  the  State  dur- 
ing Diabetes  Detection  Week,  November  17  to  22, 
1952.  Sixty-one  radio  transcriptions  were  dis- 
tributed, as  well  as  219  radio  scripts  and  78,000 
leaflets.  A press  notice  for  Diabetes  Week  was 
released  in  the  name  of  President  Wentworth.  A 
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letter  was  sent  by  the  chairman  to  the  president  of 
each  county  society,  urging  the  appointment . of 
diabetes  committees  where  there  were  none,  and  sug- 
gesting that  the  societies  enlist  the  aid  of  local  mem- 
bers of  the  American  Diabetes  Association  in  setting 
up  their  detection  drives. 

Thirty-three  counties  have  chairmen  on  dia- 
betes, while  nine  county  societies  operate  through 
the  efforts  of  their  secretaries.  An  attempt  will  be 
made  to  induce  the  remaining  county  medical  socie- 
ties to  activate  a committee  or  at  least  a chairman 
so  that  continuing  education  for  self-testing  may 
become  general  throughout  the  State. 

Geriatrics. — The  Subcommittee  on  Geriatrics  has 
the  following  membership: 

Frederick  D.  Zeman,  M.D.,  Chairman 

New  York  City 


C.  Ward  Crampton,  M.D New  York  City 

Scott  Lord  Smith,  M.D Poughkeepsie 


The  views  of  Dr.  Zeman  and  his  committee  were 
recently  sought  by  Mr.  Albert  Abrams,  director  of 
the  New  York  State  Joint  Legislative  Committee 
on  Problems  of  the  Aging,  relative  to  a brochure 
on  resources  for  the  aged  citizen.  The  committee’s 
comments  on  the  submitted  draft  were  compiled  and 
forwarded  to  Mr.  Abrams,  but  it  is  not  yet  known 
whether  or  not  the  suggestions  were  incorporated 
in  the  final  brochure. 

The  committee  is  aware  of  the  steadily  mounting 
interest  on  the  part  of  the  public  and  the  medical 
profession  in  this  field  of  medicine,  and  believes  that 
an  active  liaison  should  be  established  between  the 
State  Society  committee  and  the  county  medical 
societies.  At  its  February  17,  1953,  meeting  the 
committee  felt  that  its  chief  objectives  are: 

1.  Stimulation  of  the  individual  physician’s  in- 
terest in  the  medical  and  social  problems  of  old  age. 
This  inevitably  involves  practitioners  concerned 
with  chronic  illnesses  such  as  diabetes,  heart  dis- 
ease, and  arthritis. 

2.  Cooperation  with  community  organizations 
interested  in  old  age  problems.  The  public  rela- 
tions value  of  serving  on  community  committees  and 
speaking  at  meetings  for  lay  groups  was  stressed. 
This  type  of  community  service  can  also  function  as 
a channel  of  information  from  the  county  medical 
society  to  the  lay  agencies. 

3.  The  encouraging  of  over-all  community  plan- 
ning and  research  in  problems  of  old  age. 

4.  Organization  of  at  least  one  program  yearly 
for  county  medical  society  scientific  meetings. 

5.  Constant  study  of  proposed  legislation  deal- 
ing with  the  aging  population  of  the  State.  This 
particular  concern  would  serve  to  keep  before  the 
county  medical  society  the  importance  of  this  field 
of  medical  practice,  and  would  help  in  the  work 
of  the  Legislation  Committee. 

The  committee  discussed  the  possibility  of  formu- 
lating a guide  for  physicians  in  which  certain  basic 
facts  could  be  set  forth,  with  emphasis  on  the  need 
of  the  old  person  for  the  personal  care  of  the  prac- 
titioner, rather  than  the  type  of  service  he  would 
find  in  a hospital  clinic  or  medical  center.  It  was 
finally  decided  that.,  while  such  a brochure  would  be 
of  value  and  while  the  technical  aspects  could  be 
discussed  with  the  State  Health  Department,  at 
present  the  committee  would  concentrate  on  inform- 
ing the  county  medical  societies  that  it  is  anxious 
to  stimulate  local  interest  in  this  field  and  would 
like  their  suggestions  as  to  how  best  to  activate  the 
individual  physician  in  solving  the  medical  and 
social  problems  of  the  aged,  with  due  regard  for  local 
conditions.  The  next  step  would  be  to  assemble  and 


discuss  these  suggestions  in  order  to  formulate  a 
constructive  State-wide  program. 

School  Health. — The  Subcommittee  on  School 
Health  is  composed  of  the  following  members: 


William  E.  Ayling,  M.D.,  Chairman Syracuse 

Joseph  A.  Geis,  M.D Albany 

Edgar  Bieber,  M.D Dunkirk 

Mary  Steichen,  M.D Great  Neck 

Floyd  A.  Reed,  M.D Yonkers 


Two  meetings  have  been  held,  June  4,  1952,  at 
Lake  Placid  and  January  22,  1953,  in  Syracuse. 
The  committee  is  anxious  to  stimulate  the  interest 
of  school  boards  in  matters  of  student  health,  and 
Dr.  Geis  offered  the  cooperation  of  the  Bureau  of 
Health  Service  of  the  Department  of  Education. 
Both  Dr.  Ayling  and  Dr.  Geis  will  attempt  to  enlist 
the  assistance  of  the  State  School  Boards  Associa- 
tion to  the  same  end,  offering  the  services  of  the 
committee  on  a consultant  basis.  In  an  effort  to 
encourage  better  relations  between  school  boards 
and  school  physicians  and  to  arouse  the  interest  of 
the  local  medical  society  in  these  matters,  a letter 
from  the  president  of  the  State  Society  was  sent  to 
each  county  society  urging  the  appointment  of  a 
committee  on  school  health.  This  was  followed  by 
two  more  letters,  in  July  and  November,  and  as  a 
result  27  counties  have  appointed  such  committees, 
while  11  will  carry  on  this  activity  through  their 
public  health  committees.  The  remainder  have  not 
indicated  any  appointments. 

The  committee  requested  the  Council  Committee  < 
on  Public  Health  and  Education  to  inform  them  as 
to  how  best  to  cooperate  with  the  State  Health 
Department  on  matters  of  school  health  in  the 
schools  under  their  jurisdiction.  Dr.  Schlesinger 
will  take  this  under  consideration  and  report  at  the 
June,  1953,  meeting  of  the  school  physicians  in  Lake 
Placid. 

The  committee  has  also  recommended  that  ap- 
proval of  the  Council  be  sought  for  the  appointment 
of  two  more  members  to  the  committee,  one  to  repre- 
sent communities  with  school  health  services  of  local 
health  departments  and  the  other  to  represent  the 
school  health  services  of  New  York  City. 

PART  VI 

Economics 

The  Council  Committee  on  Economics  has  the 
following  membership: 

Renato  J.  Azzari,  M.D.,  Chairman , Bronx 

Irwin  E.  Siris,  M.D New  York  City 

Gerald  B.  Manley,  M.D Geneseo 

The  committee  met  on  December  10,  1952.  The 
following  matters  were  referred  to  it  for  considera- 
tion: 

A resolution  of  the  1952  House  of  Delegates  was 
referred  by  the  Council  June  19,  1952,  as  follows: 
“Whereas,  the  changing  social  order  is  creating 
many  problems  which  seriously  affect  the  medical- 
economic  aspects  of  our  profession ; and 

“Whereas,  although  some  attention  is  neces- 
sarily paid  to  these  problems  by  various  com- 
mittees of  our  State  Medical  Society,  much  bene- 
fit from  the  vast  body  of  data  thus  obtained,  un- 
fortunately, is  lost  because  of  the  lack  of  a specific 
committee  or  individual  charged  with  the  re- 
sponsibility of  coordinating  all  such  medical- 
economic  data  and  of  making  same  readily  avail- 
able for  study  in  order  to  determine  an  effective 
course  of  study;  now  therefore,  be  it  hereby 
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“Resolved,  that  the  Council  of  the  State  Medical 
Society  make  suitable  provision  for  the  gathering 
of  medical-economic  data  from  all  possible  sources, 
the  filing  and  crossfiling  of  such  data  in  easily 
digestible  form  at  the  executive  offices  of  this 
State  Medical  Society,  the  regular,  timely  publica- 
tion of  such  data  in  our  State  Journal  of 
Medicine,  and,  when  considered  advisable,  the 
issuance  of  medical-economic  releases  in  the  State 
Society’s  Newsletter." 

It  was  pointed  out  in  the  discussion  that  it  would 
be  impractical  to  establish  a separate  department  or 
bureau  to  handle  this  work,  because  of  the  expense 
involved.  It  was  suggested  that  an  existing  com- 
mittee or  individual  could  review  the  material  which 
is  available  in  the  State  Society  office,  correlate 
articles  published  in  the  monthly  periodicals  on  all 
phases  of  medical-economic  subjects  for  survey  and 
presentation  to  the  editorial  board  for  its  considera- 
tion and  publication  in  the  New  York  State  Jour- 
nal of  Medicine,  and  when  advisable,  in  the 
Society’s  Newsletter;  and  that  the  selection  of  ma- 
terial should  be  timely  and  of  interest  to  the  medical 
profession.  It  was  the  feeling  of  your  committee 
that  the  editor  of  the  Journal  would  welcome  this 
suggestion.  The  committee’s  suggestion  was  re- 
ported to  the  Council  and  approved. 

A second  1952  House  of  Delegates  resolution  was 
referred  by  the  Council  to  your  committee  as  fol- 
lows: “That  disability  insurance  for  illness  and 

accident  be  made  available  to  our  members  and  that 
the  proper  group  or  committee  investigate  available 
types  and  complete  arrangements  as  soon  as  prac- 
tical.” 

It  was  deemed  advisable  to  survey  the  State  to 
determine  the  number  of  county  medical  societies 
which  have  group  insurance  programs  for  this  type  of 
coverage.  A questionnaire  was  sent  to  the  61  com- 
ponent county  medical  societies,  and  reports  were 
received  from  60.  Fifty-eight  counties  reported 
group  disability  sickness  and  accident  insurance 
programs  in  effect  with  approximately  13,798  mem- 
bers insured,  or  60  per  cent  of  the  total  membership. 
It  is  pointed  out  that  this  percentage  applies  to  the 
total  membership  in  the  Medical  Society  of  the  State 
of  New  York  and  does  not  take  into  account  those 
members  who  are  ineligible  for  coverage.  There- 
fore, the  actual  per  cent  of  eligible  members  covered 
would  be  somewhat  greater.  It  is  interesting  to  note 
that  the  two  county  medical  societies  reporting  no 
program  have  a total  membership  of  96,  which 
represents  0.004  per  cent  of  the  total  State  Society 
membership. 

After  discussion,  it  was  decided  to  recommend 
to  the  Council  that  the  local  county  medical  societies 
should  determine  the  type  of  group  disability  sick- 
ness and  accident  coverage  desired  by  their  mem- 
bers. It  was  also  agreed  that  if  further  exploration  in 
<roup  disability  sickness  and  accident  insurance  was 
■equested  by  the  House  of  Delegates,  several  re- 
iable  insurance  companies  could  be  asked  to  present 
:heir  plans  for  presentation  to  the  proper  committee 
if  the  State  Society  which  would  confer  with  repre- 
sentatives of  the  county  medical  societies.  The  com- 
mittee’s recommendation  was  reported  to  the  Coun- 
cil and  approved. 

The  following  survey,  compiled  according  to  dis- 
rict  branches,  on  group  disability  sickness  and 
iccident  insurance  was  reviewed  by  the  committee: 
District  I. — (5  counties) 

District  membership — 14,034 
Members  insured  — 8,531  (approximate) 
Kings  County  reported  some  dissatisfaction  be- 
;ause  of  policy  limitations. 


District  II. — (2  counties) 

District  membership — - 1,320 

Members  insured  — 563 

District  III. — (7  counties) 

District  membership — 789 

Members  insured  — 426 


District  IV. — (10  counties) 

District  membership — 667 

Members  insured  — 333  (approximate) 

Schenectady  County  comments:  “Satisfaction 

divided. . . . Most  of  the  members  feel  that  if  the 
entire  State  was  under  one  roof,  better  benefits 
could  be  obtained.” 

Washington  and  Montgomery  Counties  have  no 
program.  Hamilton  County  is  not  organized. 
District  V.— (8  counties) 

District  membership — 1,154 
Members  insured  — 629  (approximate) 

District  VI. — (9  counties) 

District  membership — 667 

Members  insured  — 332  (approximate) 


District  VII. — (8  counties) 

District  membership — 1,171 

Members  insured  — 787  (approximate) 


District  VIII. — (8  counties) 

District  membership — 1,654 

Members  insured  — 1,083  (approximate) 


Erie  County  comments:  “It  is  both  inadvisable 
and  impractical  for  the  State  Society  to  undertake 
administering  a Group  Sickness  and  Accident  Insur- 
ance Plan,  thereby  unnecessarily  taking  unto  itself 
additional  administrative  problems  and  becoming 
involved  in  a matter  that  can  be  fully  handled  at  the 
county  level.” 

District  IX. — (5  counties) 

District  membership — 1,624 
Members  insured  — 1,114  (approximate) 
Putnam  County,  with  a membership  of  18,  filed 
no  report. 


Note:  Programs  are  approved  by  local  county 
medical  societies. 


Summary 


Counties  sent  questionnaire 61 

Questionnaires  returned 60 


County  not  reporting: 

(Putnam  (District  IX)  18  members) 1 

Number  of  counties  reporting  programs  in  effect.  58 
Number  of  counties  reporting  no  programs.  ...  2 


Membership  by  District  Branches 


District 

Total 

Members 

Per  Cent 

Branch 

M embership 

Insured* 

Insured 

I 

14,034 

8,531 

61 

11 

1,320 

563 

43 

III 

789 

426 

54 

IV 

667 

333 

50 

V 

1,154 

629 

55 

VI 

667 

332 

50 

VII 

1,171 

787 

67 

VIII 

1,654 

1,083 

65 

IX 

1,624 

1,114 

69 

Total 

23,080 

13,798 

60 

* Approximate. 


Recapitulation:  Of  the  60  counties  reporting, 

there  are  58  which  have  a group  disability  sickness 
and  accident  insurance  program  for  their  members. 
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The  total  membership  of  the  two  counties  which 
have  no  program  is  96,  or  0.004  per  cent  of  total 
membership  in  the  State  Society. 

On  June  19,  1952,  the  Council  referred  to  your 
committee  a letter  and  other  material  from  a doctor, 
relative  to  the  problem  of  remunerative  salariei 
positions  for  aging  physicians  physically  unable  to 
carry  on  an  active  private  practice.  The  material 
enclosed  pointed  out  what  was  considered  a need 
for  a program  by  the  State  Society  to  aid  aging  mem- 
bers of  the  medical  profession  to  locate  in  remunera- 
tive paying  positions,  either  part-time  or  full-time, 
which  they  might  be  able  to  fill. 

It  was  brought  out  in  discussion  that  doctors  of 
all  ages,  on  inquiry  to  the  State  Society  for  informa- 
tion about  locations  to  practice,  have  been  furnished 
lists  of  localities  which  have  requested  doctors  to 
locate  there,  and  they  have  also  been  referred  to 
established  medical  placement  agencies,  if  a salaried 
position  is  desired.  After  discussion,  the  committee 
decided  that  no  program  be  considered  by  the 
Society  at  this  time,  but  if  this  problem  should  be- 
come acute,  further  study  could  be  given  to  it. 
The  Committee’s  recommendation  was  reported  to 
the  Council  and  approved. 

Under  date  of  August  12,  1952,  your  chairman 
mailed  a questionnaire  to  the  presidents  of  county 
medical  societies  in  and  adjacent  to  the  metropolitan 
area,  requesting  a survey  by  each  county  medical 
society  to  determine  how  many  voluntary  and 
municipal  institutions  have  ward  bed  accommoda- 
tions, the  aggregate  number  of  ward  bed  accommoda- 
tions within  each  county  (voluntary  and  municipal 
institutions),  and  what  institutions  prohibit  the 
collection  of  a fee  for  payment  to  the  doctor  for  sur- 
gical, medical,  or  maternity  care  for  ward  patients 
who  are  insured.  The  purpose  of  the  survey  was  to 
determine  if  doctors  who  certify  to  an  insurance 
company  that  they  have  personally  rendered  medical 
service  to  an  insured  ward  bed  patient  are  per- 
mitted to  accept  payment  from  an  insurance  com- 
pany for  professional  services. 

Answers  were  received  from  16  county  medical 
societies.  The  16  counties  reported  a total  of  131 
voluntary  hospitals,  122  of  which  have  ward  bed 
accommodations  with  a bed  capacity  of  17,034. 
Ninety-three  of  the  hospitals  have  reported  that  the 
physician  may  charge  insured  ward  patients;  16 
have  reported  that  the  doctor  may  not  charge  in- 
sured ward  patients,  and  no  reports  have  been  re- 
ceived on  13  hospitals. 

There  are  27  municipal  hospitals  in  the  area,  26  of 
which  have  ward  bed  accommodations  totaling 
17,667  beds.  Twenty-one  of  the  municipal  hos- 
pitals have  reported  that  the  physician  may  charge 
insured  ward  patients,  one  that  the  doctor  may  not 
charge  insured  ward  bed  patients,  and  no  reports 
have  been  received  from  four  municipal  hospitals. 

Therefore,  out  of  a total  of  158  voluntary  and 
municipal  hospitals  in  the  area,  148  have  34,701 
ward  bed  accommodations.  Of  these,  114  institu- 
tions permit  the  doctor  to  charge  ward  bed  insured 
patients,  and  17  do  not.  No  reports  have  been 
received  to  date  from  17  institutions. 

This  is  a preliminary  study  and  is  intended  as 
informatory  to  the  county  medical  societies  in  one 
phase  of  economics  affecting  the  practice  of  medi- 
cine. 

Public  Medical  Care — The  Subcommittee  on 
Public  Medical  Care  of  the  Council  Committee  on 
Economics  is  composed  of  the  following: 

Denver  M.  Vickers,  M.D.,  Chairman. . Cambridge 


Christopher  Wood,  M.D White  Plains  I 

Charles  F.  Rourke,  M.D Schenectady 

John  C.  Kinzly,  M.D North  Tonawanda 

Samuel  Z.  Freedman,  M.D New  York  City 

Seymour  Fiske,  M.D New  York  City 

The  basic  function  of  this  committee  is  to  main- 
tain contact  with  the  State  Department  of  Social 
Welfare  and  to  assist  that  department  in  setting  up 
and  administering  the  varied  provisions  of  the  wel- 
fare law  that  affect  physicians  throughout  the  State. 

The  committee  has  met  at  occasional  intervals  in 
Albany  with  the  joint  committee  of  the  New  York 
State  Public  Welfare  Association,  the  chairman  of  I 
which  is  Mr.  Leon  H.  Abbott,  commissioner  of  I 
public  welfare  of  Syracuse.  At  these  meetings  are  I 
members  of  the  State  Department  of  Social  Welfare,  I 
commissioners  of  local  welfare  districts,  medical  con-  I 
sultants,  and  to  bring  to  the  meeting  the  point  of  I 
view  of  the  medical  profession,  there  are  the  mem-  I 
hers  of  your  committee,  of  which  one  of  the  most  I 
faithful  in  attendance  has  been  the  genial  secretary  I 
of  the  Society,  Dr.  Walter  P.  Anderton. 

It  is  difficult  to  realize  that,  even  with  the  present  I 
wave  of  prosperity  through  the  State  and  nation,  I 
there  are  currently  four  hundred  thousand  on  New  f 
York  State  relief  rolls,  a number  that,  if  taken  to-  I 
gether,  would  make  up  a good-sized  city. 

According  to  figures  tabulated  by  the  State  De-  1 
partment  of  Welfare,  medical  reasons  are  the  greatest  1 
cause  of  indigence,  recently  taking  first  place  over  i 
unemployment.  Most  of  the  doctors  in  the  State  at  > 
some  time  or  another  have  come  in  contact  with 
welfare  patients  in  one  or  another  of  their  categories,  1 
and  it  is  a tribute  to  the  Department  and  the  pro-  I 
fession  that  arrangements  ordinarily  function  as  I 
smoothly  as  they  do. 

This  year,  the  State  Department  of  Social  Welfare  I j 
appointed  Dr.  I.  Jay  Brightman  as  assistant  com-  | 
missioner  for  medical  services,  so  that  medical  ques- 
tions could  come  under  one  executive.  Dr.  Bright- 
man had  long  been  with  the  State  Department  of 
Health  and  has  been  active  in  organized  medicine,  j 
He  assumed  office  on  the  resignation  of  Mr.  Harry 
Page,  assistant  commissioner,  who  is  remembered  I 
most  kindly  by  members  of  the  committee  in  former 
years. 

The  largest  item  on  the  agenda  this  year  has  been 
the  adoption  of  a “Medical  Manual”  for  the  State  j 
Department  of  Social  Welfare,  which  will  be  a guide 
for  medical  manuals  in  the  local  welfare  districts. 

Under  the  present  law,  which  is  permissive,  46 
welfare  districts  have  “Medical  Plans”  with  a 
medical  executive,  variously  called  a consultant  or 
director,  whose  duties  are  to  supervise  the  medical 
aspects  of  the  welfare  department  and  to  confer 
with  and  advise  the  local  commissioner. 

Twenty-six  welfare  districts,  because  of  size  or 
other  reasons,  operate  under  Section  77E  of  the  old  : 
law,  and  have  no  medical  executive. 

The  addition  of  a medical  official  in  the  local  1 
department  has  seemed  to  improve  the  correlation 
of  medical  and  welfare  needs,  and  it  is  with  this  in 
mind  that  a State  manual  is  being  set  up,  covering 
the  basic  principles  as  a guide  for  medical  care  of  the 
indigents  in  the  State,  with  comparable  reports, 
forms,  and  statistics. 

Soon  it  is  probable  that  the  “Medical  Plan”  will 
be  made  compulsory  instead  of  permissive. 

In  the  larger  welfare  units,  a medical  director  is 
appointed  by  the  commissioner.  In  the  smaller 
districts,  a medical  consultant  is  appointed  for  part- 
time  work.  This  official  shall  have  a degree  of  Doc- 
tor of  Medicine,  a license  to  practice  in  the  State  of 
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New  York,  five  years  experience  in  the  practice  of 
medicine,  membership  in  a county  medical  society, 
and  preferably  some  hospital  affiliation. 

It  is  part  of  the  record  that  the  commissioner 
should  consult  with  the  county  society  regarding 
appointment,  or  the  society  may  submit  a list  of 
nominations  to  the  commissioner. 

The  medical  director  is  responsible  to  the  com- 
missioner for  “developing,  administering,  and  super- 
vising” the  medical  (-are  program.  This  covers  the 
setting  up  of  suitable  medical  records,  methods  of 
checking  and  crossindexing,  supervising  the  per- 
sonnel and  work  of  the  staff  under  him,  reviewing 
prescriptions  for  drugs  and  sick  room  supplies  when 
the  cost  of  a single  prescription  is  over  $6.00,  or 
where  the  monthly  total  exceeds  $15.  He  confers 
with  the  social  service  staff  to  coordinate  their  work. 

There  is  set  up  a medical  advisory  committee  to 
be  appointed  by  the  commissioner  after  consultation 
with  the  county  medical  society.  This  committee 
has  no  administrative  function  but  is  established  to 
advise  the  commissioner  and  to  review  special  prob- 
lems brought  to  it  by  the  medical  director. 

The  question  of  payment  to  doctors  for  hospital 
care  is  still  open.  It  is  usually  understood  that  in  a 
welfare  district  where  individuals  can  be  admitted 
to  a “service”  ward  in  a hospital  without  paying  a 
medical  fee,  the  department  may  likewise  admit 
patients  to  the  same  wards  with  the  same  privileges. 
If  the  patients  pay  a fee  for  their  doctors’  service  in 
the  ward,  the  local  welfare  district  may,  if  it  so 
elects,  also  pay  a fee. 

The  fee  schedule  of  charges  that  will  be  partially 
reimbursed  by  the  State  is  still  under  consideration 
and  will  be  published  later.  Fee  schedules  for  wel- 
fare patients  are  generally  lower  than  compensation 
or  Blue  Shield  schedules. 

It  seems  of  considerable  importance  to  the  pro- 
fession to  realize  that  at  a time  like  this,  when  a new 
“Medical  Manual”  is  being  set  up,  there  is  active 
cooperation  between  the  New  York  State  Depart- 
ment of  Social  Welfare,  the  local  welfare  districts, 
and  the  State  Medical  Society. 

The  provision  for  a medical  advisory  committee 
to  the  local  welfare  departments  seems  a most  salu- 
tory  one.  Physicians  are  public-spirited  citizens 
and  taxpayers  in  their  communities,  in  addition  to 
caring  for  the  medical  needs,  and  the  work  of  the 
welfare  department  must  be  integrated  with  the 
wishes  and  customs  of  the  communities.  The  diffi- 
cult question  of  fees  can  usually  be  resolved  if  the 
local  committee  can  meet  and  talk  with  officials  in 
the  local  welfare  department. 

There  is  still  in  the  law  the  provision  for  a full- 
time salaried  welfare  physician,  but  there  are  very 
few  such  employed  through  the  State,  and  these 
mostly  in  special  situations,  so  that  generally  the 
welfare  client  has  “free  choice”  of  physician,  as  does 
his  fellow  citizen  who  is  paying  his  own  bills  or 
having  them  paid  by  Blue  Shield  or  other  insurance 
plans. 

In  the  Aid-to-Disabled  program,  established  a 
little  more  than  a year  ago,  the  “review  teams”  are 
being  changed  from  a local  level  to  an  area  level. 
Physicians  who  are  specializing  in  one  of  the  medical 
fields  and  interested  in  rehabilitation,  are  being 
appointed  in  upstate  New  York  to  serve  as  review 
physicians  on  the  area  review  teams.  The  hope  is 
being  held  out  in  the  Department  that  more  rehabili- 
tation can  be  done  in  this  category  and  that  even- 
tually some  of  these  will  be  taken  off  the  relief  rolls. 

During  the  year,  we  received  information  concern- 
ing negotiations  in  Oswego  between  the  local  Oswego 
Department  of  Welfare  and  the  Oswego  Academy  of 


Medicine.  The  problem  of  fees  was  local,  with  the 
exception  of  the  limitation  placed  on  the  local 
department  by  the  standards  of  reimbursable  fees 
for  medical  services  set  by  the  State  Department. 
The  State  may  reimburse,  subject  to  its  own  regula- 
tions, only  up  to  a certain  amount,  for  all  services 
rendered  a welfare  client  in  varying  percentages, 
according  to  the  classification  of  the  service. 

Fulton  County  Medical  Society  filed  with  us  a 
copy  of  a resolution  favoring  a welfare  fee  schedule 
equal  to  the  minimum  rates  for  medical  care  set  by 
the  county  society. 

The  committee  also  had  a request  for  information 
from  the  Department  in  regard  to  consideration  of 
special  fees  for  the  Mother  Cabrini  Clinic  in  Clean. 
After  consultation  with  the  local  county  society,  it 
was  the  opinion  of  the  committee  that  no  unusual 
situation  existed  and  the  usual  fee  schedule  should 
be  used,  and  the  Department  was  so  advised. 

A question  raised  in  Elmira  as  to  payment  of 
anesthetists  for  welfare  cases  was  deferred,  it  being 
felt  that  the  anesthetists  warranted  no  special  con- 
sideration, and  that  this  question  was  tied  up  with 
the  consideration  of  the  fee  schedule  as  a whole. 

The  committee  was  requested  by  the  State  De- 
partment of  Welfare  to  advise  them  on  the  accredita- 
tion of  two  hospitals  in  Watertown,  which  do  not 
routinely  use  doctors  as  surgical  assistants,  but  have 
been  approved  by  the  American  College  of  Surgeons. 
The  question  was  brought  to  the  Council,  and  it  was 
reported  to  the  Department  that  if  the  hospitals 
were  approved  by  the  American  College  of  Sur- 
geons, or  more  recently,  by  the  Joint  Commission  for 
Accreditation  of  Hospitals,  the  Department  of 
Social  Welfare  might  take  that  approval  without 
too  much  question.  If  the  Department  wished  to 
use  hospitals  or  other  institutions  that  were  not 
approved  by  the  Commission,  then  they  might  well 
and  should  adopt  rules  and  inspections  of  their  own, 
regarding  surgical  assistants  as  well  as  other  multi- 
tudinous details. 

It  was  recalled  that  only  a year  ago  the  Depart- 
ment of  Social  Welfare  did  a splendid  piece  of  work 
in  organizing  the  inspection  and  classification  of 
nursing  homes,  convalescent  homes,  and  the  like,  so 
that  now  the  public  may  be  assured  that  there  is 
definite  control  of  the  service  they  are  getting  in 
these  very  useful  institutions. 

In  the  Joint  Committee,  it  was  brought  out  that 
if  the  State  Legislature  did  license  chiropractors, 
the  Welfare  Department  must  immediately  set  up 
machinery  to  approve  such  services  under  the  welfare 
medical  care  program.  We  hope  that  this  con- 
tingency will  never  arise. 

The  committee  also  has  before  it  the  resolution 
introduced  and  passed  at  the  last  meeting  of  the 
House  of  Delegates,  regarding  hospital  care  for 
those  over  sixty-five.  This  will  be  considered  by  the 
committee,  and  a supplementary  report  will  be  issued 
before  the  next  meeting  of  the  House  of  Delegates. 

Your  committee  wishes  to  be  informed  on  all 
problems  of  welfare  medicine  throughout  the  State, 
whether  or  not  any  immediate  action  can  be  taken. 
Customs  and  habits  vary  in  various  parts  of  the 
State,  and  local  preferences  must  be  always  taken 
into  consideration.  The  State  Department  of 
Social  Welfare  has  been  very  attentive  to  the  views 
of  the  physicians,  voiced  through  the  Council  Sub- 
committee on  Public  Medical  Care,  and  it  is  obvious 
to  the  present  committee  that  a very  excellent 
foundation  of  cooperation  has  been  laid  down  in  the 
past,  by  the  previous  members  of  the  committee. 

We,  in  turn,  thank  the  staff  of  the  State  Depart- 
ment of  Social  Welfare  and  the  members  of  the  Joint 
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Medical  Care  Committee  for  their  consideration 
over  this  period  of  years. 

Medical  Licensure  and  Medical  Sendee 

The  Council  Committee  on  Medical  Licensure  and 
Medical  Service  consists  of  the  following  members: 


Leo  E.  Gibson.  M.D.,  Chairman Syracuse 

Theodore  R.  Proper,  M.D Newburgh 

Ivan  X.  Peterson.  M.D Owego 

Stiles  D.  Ezell.  M.D..  Adriser.  . Albany 


The  Committee  on  Medical  Licensure  and  Medical 
Service  was  given  the  privilege  of  reviewing  the  data 
submitted  by  the  county  societies  for  the  Annual 
General  Practitioner  s Award  of  our  Society  and  of 
the  American  Medical  Association. 

Data  were  submitted  in  favor  of  three  members  of 
the  Medical  Society  of  the  State  of  New  York. 
These  were  thoroughly  studied,  and  a choice  made 
of  Dr.  Charles  D.  Graney  of  LeRoy  in  Genesee 
County. 

A request  from  Dr.  Jacob  L.  Lochner.  Jr.,  at  that 
time  secretary.  New  York  State  Board  of  Medical 
Examiners,  in  regard  to  restrictions  of  the  number  of 
publications  of  the  professional  roster  by  the  State 
Department  of  Education  was  received  by  this 
committee.  The  committee  approved  the  change 
to  the  supplement  as  suggested  by  the  Associate 
Commissioner.  Caroll  Y.  Newsom. 

In  January.  Dr.  Anderton  submitted  to  this  com- 
mittee certain  letters  in  the  controversy  between  Dr. 
Edward  B.  Leahey  of  259  Pierrepont  Avenue.  Xyack. 
New  York,  and  the  Department  of  Education,  State 
of  New  York.  Division  of  Professional  Education. 
This  controversy  arose  out  of  the  neglect  of  Dr. 
Leahey  to  pay  his  registration  fee  over  a period  of 
years.  Apparently  this  was  due  to  the  fact  that  he 
did  not  know  such  a fee  was  obligatory  while  he  was 
a house  officer. 

Section  6410  of  the  State  Education  Law  says  it 
is  the  duty  of  a physician  to  register  with  the  Depart- 
ment immediately  upon  being  licensed,  notwith- 
standing that  he  is  serving  an  internship  or  residency 
in  a hospital.  There  is  no  exception  to  the  provi- 
sion that  physicians  who  hold  licenses  and  who  prac- 
tice in  New  York  State  are  required  to  register.  A 
licensee  who  holds  a position  in  a hospital  because  he 
is  able  to  perform  the  service  which  falls  within  the 
practice  of  medicine  as  defined  in  Section  6501  is 
engaged  in  the  practice  of  medicine  for  the  purpose 
of  Section  6510,  subdivision  2. 

Dr.  Leahey  first  registered  with  the  Department 
for  the  biennial  period  of  1946  and  1947  and  appar- 
ently practiced  within  the  meaning  of  the  law  since 
1949  in  the  State  of  New  York  without  paying 
registration  fees  as  follows: 

1949- 1950 — While  resident  on  the  orthopedic 
staff  at  the  Bronx  Veterans  Hospital  for  which  a 
registration  fee  of  $4.00  was  due  and  an  additional 
fee  for  delayed  registration  of  $24.00. 

1950- 1951 — While  resident  in  orthopedic  surgery. 
New  York  State  Rehabilitation  Hospital.  W*st 
Haverstraw.  registration  fee  $5.00.  additional  fee 
for  delaved  registration  $13.00.  which  made  a total 
of  $46.00. 

Dr.  Leahey  has  paid  this  registration  fee  and 
penalties  under  protest.  Dr.  Anderton  has  written 
Dr.  R.  L.  Yeager,  secretary  of  the  Medical  Society 
of  the  County  of  Rockland,  the  following  letter: 
“The  Education  Law  of  the  State  of  New  York, 
paragraph  6510.  subsection  7 states  in  part:  ‘such 
penalties  may  for  good  cause  shown  in  the  discretion 
of  the  regents  be  remitted  or  compromised.’  There- 
fore. Dr.  Leahey  might  like  to  petition  the  Board  of 


Regents  of  the  University  of  the  State  of  New  York. 
Hon.  William  J.  Wallin.  Chancellor.  Education 
Building.  Albany.  New  York,  to  cancel  or  refund  the 
fine  of  $46.00  which  has  been  levied  upon  him.  His 
plea  might  be  based  upon  the  fact  that  during  the 
registration  period  1949.  1950.  and  1951.  he  was 
not  in  the  private  practice  of  medicine  and  his  earn- 
ings consisted  in  board  and  lodging  and  such  salaries 
as  he  received,  if  such  is  the  case.  He  might  enumer- 
ate any  dependents  which  he  had  and  should  also 
state  that  he  had  no  other  source  of  income,  if  such 
is  true.  He  could  also  send  a copy  of  his  petition  to 
his  State  Senator  and  Assemblyman  with  a request 
that  they  actively  interest  themselves  in  his  case.” 

This  committee  unanimously  approves  the  accept- 
ance of  Dr.  Anderton's  letter  as  a disposition  in  this 
matter. 

In  December,  this  committee  w as  asked  to  choose 
a representative  doctor,  over  seventy-five  years  of 
age.  to  attend  the  first  Western  Hemisphere  Confer- 
ence of  the  World  Medical  Association,  at  Rich- 
mond, Virginia.  April  23-25,  1953. 

A list  of  several  names  was  submitted  to  Dr. 
William  A.  Brumfield.  Jr.,  from  which  he  was  to 
select  a representative  to  attend  the  conference. 

Early  last  year,  consideration  of  the  Education 
Law  in  regard  to  the  practice  of  medicine  by  interns 
and  residents  in  legally  incorporated  hospitals  was 
submitted  to  this  committee  for  study.  It  may  be 
well  to  state  that  in  New  York  State  there  is  a law 
w hich  provides  that  all  interns  and  residents  working 
in  hospitals  in  New  York  State  shall  be  graduates 
of  a medical  school  approved  by  the  Department  of 
Education  of  the  State  of  New  York.  This  law  has 
been  in  existence  for  over  twenty  years  but  has  not 
been  enforced.  Last  year,  with  new  personnel  in 
the  Department  of  Education,  activity  was  insti- 
tuted to  enforce  this  law. 

Early  in  1952.  the  problem  was  submitted  to  this 
committee,  and  after  consideration  the  committee 
recommended  that  enforcement  of  the  act  be  post- 
poned until  July.  1953.  It  was  also  recommended 
at  the  same  time  that  a committee,  acting  in  con- 
junction with  the  New  York  State  Hospital  Associa- 
tion. the  Hospital  .Association  of  Greater  New  York, 
and  the  Medical  Society  of  the  State  of  New  York, 
be  created  to  study  the  whole  problem  of  interns  and 
residents  as  affected  by  the  law  under  consideration. 
On  November  14.  1952.  this  problem  was  again 
referred  to  this  committee. 

Conferences  have  been  held  with  representatives 
of  all  these  organizations,  including  Mr.  Robert 
Killough.  Jr.,  assistant  commissioner  for  professional 
education:  Dr.  Stiles  D.  Ezell,  secretary.  State 

Board  of  Medical  Examiners,  and  Dr.  Charles 
Brind.  counsel  to  the  State  Department  of  Educa- 
tion. Dr.  W.  C.  Rappleve.  dean  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  University, 
attended  all  these  meetings. 

At  this  meeting.  Dr.  Charles  A.  Brind.  counsel  to 
the  State  Department  of  Education,  offered  an 
amendment  to  the  law  which  seemed  to  us  to  solve 
the  problem  of  both  the  hospitals  and  the  Depart- 
ment of  Education.  His  amendment  was  approved 
in  principle  and  offered  to  the  Council. 

Committee  on  Hospital  and 
Professional  Relations 

The  Council  Committee  on  Hospital  and  Profes- 
sional Relations  has  the  following  membership: 

Harold  F.  Brown.  M.D.,  Chairman Buffalo 

Carlton  F.  Potter.  M.D Syracuse 
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Gerald  D.  Dorman,  M.D New  York  City 

The  advisory  subcommittee  consists  of  the  follow- 
ing: 

M.  J.  Fein,  M.D.,  Chairman New  York  City 

Vincent  J.  Collins,  M.D New  York  City 

Madge  C.  L.  McGuinness,  M.D.  .New  York  City 

E.  Forrest  Merrill,  M.D Rochester 

James  J.  Toomey,  M.D Poughkeepsie 

Samuel  A.  Garlan,  M.D New  York  City- 

W.  Tilden  Boland,  M.D Elmira 

H.  Leonard  Schlesinger,  M.D Plattsburg 

Lee  S.  Preston,  M.D Oneida 


The  Hospital  and  Professional  Relations  Com- 
mittee has  met  only  once  since  the  1952  meeting  of 
the  House  of  Delegates. 

At  this  meeting  was  considered,  at  the  request  of 
some  pathologists  in  New  York  City,  certain  activi- 
ties and  policies  regarding  laboratory  work  for  out- 
patients in  one  of  the  metropolitan  hospitals.  It  was 
decided  that  this  matter  was  not  in  the  province  of 
our  committee  until  the  medical  society  of  the 
county  in  which  the  action  had  taken  place  had 
officially  taken  a definite  position  in  the  matter. 

We  have  communicated  with  the  Hospital  As- 
sociation of  New  York  State  concerning  the  action 
of  the  House  of  Delegates  relative  to  hospital  rela- 
tions with  certain  specialists  and  also  regarding  the 
establishment  of  residencies  in  general  practice. 
Acknowledgment  of  these  requests  has  been  received 
from  the  Hospital  Association  of  New  York  State. 
We  are  awaiting  an  answer  to  the  request  for  a joint 
meeting  concerning  these  matters. 


PART  VII 

Medical  Care  Insurance 

The  Subcommittee  on  Medical  Expense  Insur- 
ance is  composed  of  the  following  members: 

Carlton  E.  Wertz,  M.D.,  Chairman Buffalo 

Charles  S.  Lakeman,  M.D Rochester 

Leo  E.  Gibson,  M.D Syracuse 

Fred  M.  Miller,  Jr.,  M.D Utica 

Stephen  H.  Curtis,  M.D Troy 

Chas.  Gordon  Heyd,  M.D New  York  City 

C.  Otto  Lindbeck,  M.D Jamestown 

Reid  R.  Heffner,  M.D New  Rochelle 

Mrs.  John  N.  Dill,  Liaison  with 

Woman’s  Auxiliary Yonkers 

The  subcommittee  has  held  two  meetings,  Novem- 
ber 13,  1952,  and  February  5,  1953. 

The  November  13,  1952,  meeting  was  devoted  to 
consideration  of  the  State-wide  contract.  Because 
of  the  inability  of  two  plans  to  accept  the  service 
feature  incorporated  in  the  proposed  State-wide 
contract  previously  agreed  upon  by  your  subcom- 
mittee, the  following  motion  of  Dr.  Merle  D.  Evans, 
Rochester,  _ and  seconded  by  Dr.  John  R.  Heslin, 
Albany,  was  unanimously  passed  at  a meeting  of 
District  III,  of  National  Blue  Shield  Plans,  in  Utica, 
and  referred  to  your  subcommittee: 

“ ...  It  was  recognized  in  the  meeting  that  be- 
cause of  the  inability  of  the  Buffalo  and  Utica 
plans  to  enter  into  a service  type  contract,  any 
State-wide  contract  would  necessarily  be  initiated 
on  an  indemnity  basis.  The  following  motion  was 
unanimously  adopted : 

“ . . . that  this  grouu  recognizes  the  need  for  a 
uniform  contract  for  State-wide  industries,  which 
because  of  existing  circumstances  must  be  on  an 
indemnity  basis  and  recommends  that  the  State 


Society  proceed  with  the  development  of  such  a 

contract  as  soon  as  possible.” 

Your  subcommittee  was  in  agreement  that,  in 
order  for  a uniform  State-wide  contract  to  be  work- 
able, it  must  be  acceptable  to  the  seven  local  plans 
in  the  State.  Therefore,  after  considerable  dis- 
cussion, a motion  was  unanimously  passed  that  a 
uniform  surgical,  in-hospital  medical  contract  on  an 
indemnity  basis  be  drafted,  keeping  in  mind  the 
following:  provisions  common  to  all  seven  plans, 
and  variations,  and  any  difference  in  rates  applicable 
to  each  plan. 

It  was  agreed  that  Mr.  George  P.  Farrell,  adviser 
to  the  subcommittee,  should  confer  with  Mr. 
James  Coleman,  actuary  of  LTnited  Medical  Service, 
and  start  implementation  on  paper  as  follows:  That 
the  contract  embrace  where  feasible  the  contract  pro- 
visions now  in  effect  in  the  seven  Blue  Shield  plans  in 
New  York  State;  that  the  plans  be  studied  so  as  to 
project  a uniform  contract  acceptable  to  each  plan; 
that  the  contract  be  conceived  as  indemnity;  that 
Mr.  Farrell,  after  obtaining  this  data,  consult  further 
with  Mr.  Coleman  on  the  following — premium  rate 
for  the  negotiating  plan;  premium  for  differential 
coverage  between  the  plans,  if  any;  premium  for 
reinsurance  of  items  not  covered  by  all  plans,  and 
that  these  be  considered  in  the  projection,  utilization, 
coinsurance  and  experience  rating  ideas,  and  that 
these  matters  be  presented  to  the  subcommittee  at 
its  next  meeting. 

At  the  February  5,  1953,  meeting  of  your  sub- 
committee, the  above  matters  were  considered  and  a 
comparison  of  fees  now  in  effect  in  six  Blue  Shield 
plans  in  the  State  was  reviewed,  and,  with  the  excep- 
tion of  one  plan,  found  to  be  quite  comparable. 
Draft  of  a proposed  uniform  State-wide  contract, 
prepared  in  accordance  with  the  subcommittee’s 
recommendations,  was  also  reviewed. 

After  discussion,  a motion  was  unanimously  carried 
to  activate  the  State-wide  plan  as  follows:  uniform 
schedule  of  benefits  as  submitted  by  the  subcom- 
mittee; each  local  plan  is  to  arrive  at  a premium 
rate  actuarially  sound  in  relation  to  its  experience; 
contract  is  to  be  on  indemnity  basis,  and  schedule  of 
benefits  and  draft  of  proposed  contract  are  to  be 
submitted  to  each  plan  for  approval. 

Further  agreement  was  reached  that  the  negotia- 
tions with  a State-wide  group  would  necessarily 
have  to  be  executed  by  the  plan  where  the  executive 
office  of  the  group  is  located.  Thus,  it  would  be 
necessary  to  have  a mutual  agreement  between  the 
plans  whereby  billing  of  the  group  and  collection  of 
premiums  would  be  the  responsibility  of  the  negotiat- 
ing plan.  However,  each  local  plan  will  enroll  and 
underwrite  the  employes  of  a State-wide  group  in  its 
respective  area. 

A motion  was  unanimously  passed  that  an  operat- 
ing agreement  be  negotiated  between  the  plans, 
whereby  a fixed  per  cent  of  premiums  collected 
would  be  payable  to  the  negotiating  plan  for  render- 
ing these  services. 

It  was  pointed  out  that  where  a composite  pre- 
mium rate  was  charged  to  a specific  group,  each 
individual  plan  would  receive  from  the  negotiating 
plan  the  premium  rate  applicable  to  its  plan.  Any 
differential  in  premium  rates  can  be  due  to  varia- 
tions in  claim  incidence  and  administrative  cost  in 
individual  plans. 

A motion  was  also  unanimously  carried  that  copies 
of  the  fee  schedule  and  draft  of  proposed  State-wide 
contract  be  presented  to  the  Council  for  approval 
before  submission  to  the  Blue  Shield  plans. 

Your  subcommittee  considered  in  part  a resolution 
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of  the  reference  committee’s  report  at  the  1952 
meeting  of  the  House  of  Delegates,  concerning  cata- 
strophic coverage  in  New  York  State  Blue  Shield 
plans.  The  resolution  stated  that  “the  Medical 
Society  of  the  State  of  New  York  request  the  board 
of  directors  of  Blue  Shield  plans  in  Xew  York  State 
to  study  the  possibility  of  offering  such  coverage  on  a 
sound  actuarial  basis.” 

There  is  a limited  amount  of  experience  available 
in  plans  offering  catastrophic  coverage,  and  the 
experience  of  the  California  Blue  Shield  plan  was 
reviewed.  The  sale  of  this  type  of  coverage  was  not 
comparable  to  the  basic  coverage  offered  by  the 
California  plan. 

Further  developments  in  this  type  of  coverage 
have  been  brought  to  the  attention  of  your  sub- 
committee, and  Mr.  Farrell  was  authorized  to  study 
such  a plan  in  effect  at  the  General  Electric  Com- 
pany in  Schenectady.  It  is  anticipated  that  a re- 
port on  latest  developments  in  the  field  of  cata- 
strophic coverage  will  be  available  at  the  1953  House 
of  Delegates  meeting. 

Your  subcommittee  was  of  the  opinion  that  it 
would  be  advisable,  after  more  information  and 
experience  on  catastrophic  coverage  was  accumu- 
lated. to  provide  this  material  to  local  Blue  Shield 
plans  for  their  consideration. 

The  problem  of  paying  claims  where  one  or  more 
doctors  render  service  to  a Blue  Shield  subscriber 
was  discussed  at  length,  and  it  was  pointed  out  that 
this  was  a matter  for  individual  plans  to  resolve. 

However,  a motion  was  unanimously  passed  to 
send  the  following  to  the  executive  director  of  each 
plan  for  his  information  and  as  a guide  in  handling 
cases  where  the  services  of  more  than  one  doctor  are 
involved:  That  prorating  of  fees  for  duly  authenti- 
cated services  rendered  by  more  than  one  doctor  to 
a particular  patient  is  ethical;  that  proration  be 
based  on  consideration  of  the  services  rendered  by 
the  participating  physicians  by  mutual  agreement; 
that  there  would  be  no  objection  on  the  part  of  the 
plan  to  paying  a prorated  bill  when  rendered  by  indi- 
vidual doctors,  provided  the  total  did  not  exceed 
the  maximum  fee  allowance;  that  the  mechanism 
for  paying  these  obligations  be  left  solely  to  the  local 
plan,  and  that  notification  to  the  patient  as  to  the 
proration  of  fees  be  made  by  the  plan.  This 
recommendation  by  the  subcommittee  was  approved 
by  the  Council. 

Your  subcommittee  considered  a letter  referred  to 
it,  in  regard  to  a proposed  amendment  to  Article 
9-c,  of  the  Insurance  Law  of  Xew  York  State,  which 
would  permit  dentists  to  participate  under  the  law, 
in  addition  to  doctors  of  medicine.  Your  subcom- 
mittee was  strongly  in  favor  of  limiting  these  serv- 
ices to  dental  surgery  only  and  agreed  that  a list  of 
procedures  be  carefully  determined.  A motion  was 
unanimously  passed  that  the  conditions  set  forth  in 
the  proposed  amendment  to  enable  the  change  in 
Article  9-c  of  the  Insurance  Law  be  circulated  to 
each  Blue  Shield  plan  in  Xew  York  State  before  it 
was  introduced,  and  that  vour  subcommittee  ap- 
proves the  amendment  in  principle,  pending  the 
actual  wording. 

Your  subcommittee  recommended  that  copies  of 
the  State  Society’s  “Standards  for  Approval  of  Xew 
York  State  Medical  Care  Plans”  be  sent  to  the 
seven  Blue  Shield  plans  in  Xew  York  State,  with  a 
request  for  written  statement  that  each  is  conform- 
ing to  the  standards.  The  information  received 
indicates  satisfactory  compliance  with  the  standards 
for  approval.  Accordingly,  your  subcommittee, 
through  the  Committee  on  Economics,  recom- 
mends that  the  Medical  Society  of  the  State  of  Xew 


York  extend  its  approval  for  a year  to  the  following 
Blue  Shield  plans:  United  Medical  Service,  Inc., 
Xew  York  City;  Western  Xew  York  Medical  Plan, 
Inc.,  Buffalo:  Genesee  Valley  Medical  Care,  Inc., 
Rochester;  Central  Xew  York  Medical  Plan.  Inc., 
Syracuse:  Medical  and  Surgical  Care.  Inc.,  Utica; 
Xortheastern  Xew  York  Medical  Sendee,  Inc.. 
Albany,  and  Chautauqua  Region  Medical  Sendee, 
Inc.,  Jamestown. 

Your  subcommittee  is  pleased  to  report  that  the 
State  of  Xew  York  Insurance  Department  has  con- 
tinued its  cooperation  by  sending  a representative 
to  its  meetings  and  wishes  to  go  on  record  as  most 
appreciative  of  the  Department’s  interest. 

Your  subcommittee  wishes  to  express  its  thanks 
to  the  officers  of  the  State  Society,  and  to  Dr. 
Renato  J.  Azzari,  chairman  of  the  Council  Com- 
mittee on  Economics,  for  their  interest  and  attend- 
ance at  meetings. 

The  able  guidance  of  Mr.  George  P.  Farrell,  direc- 
tor of  the  Bureau  of  Medical  Care  Insurance  and 
adviser  to  this  subcommittee,  lias  been  of  inestimable 
help  to  your  subcommittee  in  expediting  the  matters 
brought  before  it  for  consideration  and  action. 

Bureau  of  Medical  Care  Insurance. — -The  Bureau 
of  Medical  Care  Insurance,  Mr.  George  P.  Farrell, 
director,  reports  as  follows: 

The  activities  of  the  Bureau  are  under  the  direc- 
tion of  the  Council  Committee  on  Economics  and 
its  Subcommittee  on  Medical  Expense  Insurance. 

Your  director  reports  that  he  has  carried  out  the 
recommendations  of  the  subcommittee  in  the  matter 
of  the  State-wide  contract.  As  reported  to  the 
1952  House  of  Delegates,  the  State-wide  contract 
was  originally  conceived  as  one  embracing  the  serv- 
ice feature.  Draft  of  a surgical,  in-hospital  medi- 
cal contract,  together  with  proposed  uniform  schedule 
of  allowances,  was  agreed  upon  by  the  subcom- 
mittee and  presented  to  the  county  medical  societies 
and  the  plans. 

Your  director  is  in  agreement  with  the  subcom- 
mittee that  any  State-wide  plan,  if  it  is  to  be  prac- 
tical and  workable,  must  be  acceptable  to  the 
medical  profession  and  the  plans  throughout  the 
State.  It  is  hoped  that  further  progress  can  be  re- 
ported toward  the  State-wide  acceptance  of  the 
new  proposal  (contained  in  the  subcommittee  re- 
port) at  the  time  of  the  1953  Hou«e  meeting. 

On  January  9,  1952,  your  director  spoke  before  a 
meeting  of  the  Medical  Society  of  the  County  of 
Rensselaer,  outlining  the  extent  doctors  incomes  are 
affected  by  different  types  of  insured  patients  in 
Blue  Shield  and  commercial  plans.  Mr.  Farrell 
pointed  out  that  a large  percentage  of  the  doctors 
income  is  from  insured  patients.  He  emphasized  the 
importance  of  the  medical  profession's  taking  an 
active  interest  in  local  Blue  Shield  plans. 

Your  director  spoke  to  the  executive  committee 
group  of  the  Woman’s  Auxiliary  and  describe'!  in 
detail  the  benefits  offered  by  the  Blue  Shield  plans, 
stressing  the  importance  of  the  Auxiliary  members 
and  the  doctors  having  full  knowledge  of  the  benefits 
offered  in  different  plans,  particularly  the  plan  in 
their  own  area. 

At  the  annual  conference  session  of  the  Woman's 
Auxiliary,  held  in  Ithaca  on  October  1,  1952,  vour 
director  gave  a paper  on  the  progress  during  the  past 
year  on  Xew  York  State  Blue  Shield  plans,  and 
acted  as  moderator  at  a round-table  discussion 
regarding  different  types  of  medical  care  plans. 

Your  director  has  attended  many  meetings  during 
the  year.  On  invitation  of  Dr.  Harold  B.  Smith. 
Executive  Officer,  he  was  present  at  the  meeting  of 
county  society  legislation  chairmen  of  the  Medical 
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Society  of  the  State  of  New  York,  held  in  Albany 
February  21,  1952,  and  in  March,  at  a meeting  of  the 
blue  Shield  Commission  at  the  Fairmont  Hotel  in 
San  Francisco. 

On  March  31,  April  1,  and  April  2,  he  attended  the 
annual  conference  of  Blue  Shield  Plans.  At  the 
program  session  on  Monday,  March  31,  two  papers 
were  given  regarding  catastrophic  coverage  in  Blue 
Shield,  by  Leon  Werch,  Ph.D.,  of  the  Research 
Council  on  Economic  Security  in  Chicago,  and  it 
was  lis  opinion  that  catastrophic  coverage  should  be 
provi  e 1 for,  for  those  conditions  which  run  over  a 
long  period  of  time  and  are  costly.  He  does  believe 
that  in  a contract  which  provides  for  catastrophic 
coverage,  a deductible  amount  should  be  paid  for 
by  the  p licyholder  such  as  the  first  $100,  $300,  or 
$500  woith  of  medical  care  cost,  dependent  upon  the 
economic  status  of  the  particular  group  or  groups  of 
people  to  which  this  coverage  is  offered.  There 
was  some  question  in  his  mind  that  a contract  rate 
could  be  developed  which  would  be  saleable  to 
provide  for  catastrophic  coverage  in  the  lower 
income  groups. 

A paper  was  also  presented  by  Mr.  Joseph  Linder, 
consultant  actuary  of  the  firm  of  Wolfe,  Cochrane 
and  Linder,  consulting  actuaries  of  New  York,  and 
it  was  his  feeling  that  there  has  not  been  enough 
experience  by  either  nonprofit  or  commercial  com- 
panies in  this  particular  field  for  a Blue  Shield  plan 
to  underwrite  this  type  of  coverage  unless  it  is  in  a 
strong  financial  position. 

An  interesting  paper  was  delivered  by  Dr.  George 
W.  Stephenson,  assistant  director  of  the  American 
College  of  Surgeons,  regarding  the  division  of 
surgical  fees  for  patients  who  are  covered  by  Blue 
Shield  contracts.  Dr.  Stephenson  stated  that  70 
per  cent  of  the  hospitals  do  not  have  residents  or 
interns,  that  Blue  Shield  plans  should  do  something 
to  make  it  possible  for  plans  to  allow  for  residents 
and  assistants  fees,  and  that  the  patient  must  know 
who  gets  how  much  for  what. 

It  was  announced  at  the  business  session  of  the 
Monday  conference  that  a change  of  name  for  Na- 
tional Blue  Shield  Service,  Inc.,  had  been  completed, 
and  the  new  name  is  “National  Indemnity  of 
America,  Inc.”  The  change  of  this  name  was 
imposed  primarily  by  the  Insurance  Department  of 
Ohio.  This  national  organization  has  been  licensed 
in  the  states  of  Ohio  and  Pennsylvania. 

On  Tuesday,  April  1,  a paper  was  delivered  by 
C.  A.  Kulp,  Ph.D.,  professor  of  insurance,  Wharton 
School  of  Finance  and  Commerce,  University  of 
Pennsylvania.  Dr.  Kulp  pointed  out  that  the 
nonprofit  Blue  Shield  plans  do  operate  with  all  the 
principles  that  are  inherent  to  commercial  insurance 
companies. 

There  were  three  papers  given  on  “Qualification 
and  Functions  of  a Board  Member,”  and  it  was 
interesting  to  note  the  diversification  of  opinions, 
particularly  regarding  whether  or  not  the  majority 
of  the  board  should  be  doctors  of  medicine.  The 
opinion  was  expressed  by  some  doctors  present  that 
they  were  not  at  all  disturbed  if  the  majority  of 
board  members  were  lay  directors  who  were  well 
qualified.  It  was  the  observation  of  your  director 
that  in  all  instances  where  this  opinion  was  ex- 
pressed, it  was  by  a doctor  in  whose  area  a plan  had  a 
small  enrollment. 

At  the  Wednesday  morning  session,  Dr.  John 
W.  Cline,  president  of  the  A.M.A.,  spoke  on  “An 
Evaluation  of  Blue  Cross  and  Blue  Shield.”  Dr. 
Cline  referred  to  the  importance  of  the  voluntary 
nonprofit  medical  care  plans  which  fulfill  the  needs 
for  prepaid  medical  care  and  pointed  out  that  if  the 


plans  do  not  fulfill  these  needs,  it  will  give  to  the 
government  an  excuse  for  socialized  medicine. 

It  was  announced  at  the  Wednesday  session  by 
the  attorney  for  Blue  Shield  Medical  Care  Plans 
that  the  symbol  “Blue  Shield”  has  now  been  regis- 
tered with  the  United  States  Patent  Office  under  the 
trade-mark  act  of  1946.  In  order  to  protect  this 
Blue  Shield  symbol  against  its  use  by  any  other 
concern  except  authorized  Blue  Shield  plans,  it 
becomes  the  property  of  the  Blue  Shield  Medical 
Care  Plans. 

An  agreement  relating  to  the  service  mark  (Blue 
Shield)  was  approved  by  the  member  plans  present, 
which  will  be  submitted  to  the  respective  plans  for 
the  approval  of  their  boards  of  directors  regarding 
the  use  of  the  Blue  Shield  symbol.  The  agreement 
between  Blue  Shield  Medical  Care  Plans  and  member 
plans  will  become  effective  when  the  agreement  has 
been  signed  by  a numerical  majority  of  plans.  It 
is  important  that  local  plans  protect  themselves 
from  infringement  by  other  organizations  of  the 
use  of  the  symbol  by  cooperating  in  the  agreement 
with  Blue  Shield  Medical  Care  Plans. 

Dr.  Carlton  E.  Wertz  was  elected  as  a com- 
missioner-at-large  to  the  Blue  Shield  Commission, 
so  that  at  the  present  time,  in  addition  to  Dr. 
Wertz,  Dr.  Charles  Gordon  Heyd  is  a commissioner- 
at-large  from  New  York  State.  From  District  II, 
which  represents  the  area  served  by  the  United 
Medical  Sendee,  Dr.  Frederic  E.  Elliott  and  Mr. 
John  F.  McCormack  are  district  commissioners. 
From  District  III,  which  serves  all  of  New  York 
State  and  the  State  of  New  Jersey,  except  the  area 
served  by  the  United  Medical  Service,  Dr.  Irving  P. 
Borsher  represents  District  III,  and  a vacancy  has 
been  caused  by  the  promotion  of  Dr.  C.  E.  Wertz 
from  District  III  to  a commissioner-at-large.  It 
will  be  necessary  for  District  III  to  elect  a trustee 
member  to  fill  out  the  unexpired  term  of  Dr.  Wertz. 
On  May  11,  1952,  Dr.  Fred  M.  Miller,  Jr.,  of  Utica, 
was  elected  from  District  III,  as  trustee  com- 
missioner. 

In  April,  1952,  on  invitation  of  the  Western  New 
York  Medical  Plan,  Buffalo,  your  director  attended 
the  twelfth  anniversary  of  the  plan,  which  had  the 
signal  honor  of  enrolling  the  twenty-two  millionth 
Blue  Shield  member  nationally.  Timothy  Farrell, 
son  of  your  director,  who  was  the  first  Blue  Shield 
baby  born  under  the  plan,  was  presented  with  an 
award  by  Dr.  Carlton  E.  Wertz,  president  of  the 
plan. 

On  May  12  to  16,  1952,  your  director  attended  the 
annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York,  held  in  New  York  City.  The  Bureau 
prepared  an  exhibit  showing  the  progress  of  Blue 
Shield  plans  in  New  York,  and  descriptive  literature 
and  a composite  report  on  all  plans  approved  by  the 
State  Society  were  available  for  distribution.  In 
addition  to  attending  meetings  of  the  House  of 
Delegates,  your  director  appeared  before  reference 
committees  considering  problems  relative  to  medical 
care  insurance. 

May  10,  1952,  your  director  was  present  at  the 
tenth  anniversary  meeting  of  the  Medical-Surgical 
Plan  of  N ew  Jersey,  held  in  Atlantic  City. 

In  July,  your  director,  on  invitation  of  Dr. 
Wertz,  president  of  the  Western  New  York  Medical 
Plan,  met  with  representatives  from  the  counties 
comprising  the  area  served  by  the  plan  to  discuss 
the  offering  of  a new  indemnity  contract  with  re- 
vised schedule  of  allowances  and  increased  bene- 
fits. The  Western  New  York  Medical  Plan  offered 
this  new  program  to  the  public  in  September,  1952. 

Your  director  attended  all  the  district  branch 
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meetings  with  the  exception  of  the  second.  His 
absence  from  the  Second  District  meeting  was 
due  to  a previous  commitment.  Through  the 
courtesy  of  the  presidents  of  each  branch,  the 
Bureau  arranged  an  exhibit  and  distributed  Blue 
Shield  descriptive  literature  and  a current  state- 
ment on  the  progress  of  the  plans.  In  most  in- 
stances. your  director  was  granted  a brief  time  on 
the  programs  to  explain  the  material  on  exhibition. 
Your  director  believes  this  is  an  important  medium 
whereby  the  doctors  can  become  informed  on  the 
activities  of  the  plan  in  their  respective  areas.  • 

Your  director  attended  the  Middle  Atlantic 
States  Regional  Conference  in  Philadelphia,  Pennsyl- 
vania. 

October  29,  1952,  a press  conference  of  the 
American  Federation  of  Medical  Centers,  Inc.,  was 
held  at  the  Waldorf  Astoria  Hotel  in  New  York 
City  and  was  attended  by  your  director.  Dr. 
Edgar  H.  Norris  of  Gross  Point  Park,  Michigan, 
founder  of  the  plan,  explained  that  the  AFMC 
program  is  to  work  with  other  organizations  in  the 
field  of  health  and  medicine,  to  assist  in  the  develop- 
ment of  a program  for  community  medical  care 
based  on  (1)  the  establishment  of  self-sustaining 
medical  centers  with  clinic,  hospital,  and  other 
necessary  facilities  for  providing  modern  medical 
care;  (2)  the  operation  in  these  centers  of  efficient 
group  practice  made  possible  through  selected 
teams  of  general  practitioners,  specialists,  and  other 
personnel,  and  (3)  the  creation  of  a system  of 
voluntary  prepayment  for  medical  care  in  which  each 
individual  will  receive  preventive  and  curative 
medicine. 

The  community  medical  center  will  include: 
(1)  a clinic  with  facilities  in  or  adjacent  to  a hos- 
pital; (2)  a hospital  which  provides  an  adequate 
and  scientifically  determined  number  of  beds; 
(3)  a balanced  staff  working  as  a team,  including 
general  practitioners,  specialists,  dentists,  nurses, 
and  technicians,  and  (4)  modern  equipment  in- 
cluding complete  diagnostic  and  treatment  facili- 
ties. 

The  community  could  call  on  the  services  of  the 
AFMC  corporation,  which  in  turn  would  provide 
a team  of  consultants  to  study  the  specific  needs  of 
the  community  and  then  make  recommendations. 
Existing  facilities,  medical  personnel,  qualifications 
of  medical  personnel,  and  all  related  matters  would 
be  taken  into  consideration  in  the  study. 

It  was  felt  that,  in  the  event  additional  hospital 
facilities  would  be  required,  the  cost  would  be 
borne  by  the  community  and  the  clinical  building 
should  overshadow  the  hospital  in  its  functions. 

The  doctors  working  in  the  group,  Dr.  Norris 
stated,  would  be  paid  on  a salary  basis  plus  a bonus. 
The  amount  received  by  individual  doctors  would 
depend  upon  their  seniority  in  the  group.  He 
stated  that  this  would  take  the  individual  practice 
out  of  the  doctors  offices  and  put  it  in  the  clinic 
where  better  diagnostic  medical  care  can  be  offered 
to  the  public.  Dr.  Norris  feels  that  there  is  a mal- 
distribution of  doctors  throughout  the  country  and 
that  when  medical  centers  are  set  up,  they  would 
attract  doctors  to  areas  which  now  have  a short- 
age of  medical  personnel. 

It  was  brought  out  in  the  course  of  discussion 
that  private  insurance  companies  would  make  poli- 
cies available  to  individuals  and  families  on  a 
voluntary  basis,  to  provide  comprehensive  insurance 
covering  complete  medical  and  hospital  care,  as  well 
as  medical  education,  medical  research,  and  de- 
preciation on  plant  at  the  sum  of  approximately 
$100  per  year  per  person.  Benefits  offered  to  all 


insured  members  would  be  on  a service  basis  regard-  j 
less  of  the  insured’s  income. 

In  response  to  the  question  of  how  organized 
medicine  feels  about  the  program,  it  was  pointed 
out  by  Dr.  Pratt  of  Detroit,  Michigan,  that  they  had 
talked  with  some  individuals  in  organized  medicine 
and  planned  to  approach  the  A.M.A.  with  their 
program  for  its  consideration. 

As  adviser  to  the  Subcommittee  on  Medical 
Expense  Insurance,  your  director  has  attended  its 
meetings,  prepared  the  material  for  consideration  of 
the  subcommittee  members,  and  in  November  was  I 
present  at  the  annual  meeting  of  county  medical  I 
society  secretaries,  held  in  Albany. 

Your  director  was  present  at  the  Blue  Shield  j 
Commission  meeting  held  in  Denver,  Colorado,  I 
November  30  and  December  1,  1952,  An  informal  i 
report  was  given  by  Dr.  Novy  of  Michigan  on  the 
Committee  on  Corporate  Structure  and  Organiza- 
tion. Dr.  Novy  referred  to  a new  policy  group  to  I 
be  known  as  “trustees”  and  said  that  consideration  | 
was  being  given  to  the  nomination  of  eight  commis-  j 
sioners-at-large,  possibly  four  of  them  from  the  j 
American  Medical  Association.  It  was  hopeful  that  I 
a final  report  would  be  presented  at  the  annual  I 
meeting  of  member  plans  in  April,  1953. 

A report  was  also  given  on  the  annual  meeting 
of  the  National  Association  of  Insurance  Com- 
missioners, at  which  time  an  invitation  was  ex-  j 
tended  to  representatives  from  Blue  Cross  and  Blue  i 
Shield  plans,  the  American  Medical  Association, 
and  the  American  Hospital  Association  to  partici- 
pate in  a midwinter  meeting  held  in  New  York  City  j 
December  7 to  11,  1952,  so  that  the  commissioners  | 
would  have  a better  understanding  of  the  problems  f 
of  these  four  organizations. 

Your  director  also  attended  the  interim  session  , 
of  the  House  of  Delegates  of  the  American  Medical 
Association  at  Denver,  Colorado,  December  2,  3, 
and  4. 

Your  director  attended  the  midwinter  meeting  of 
the  National  Association  of  Insurance  Commis- 
sioners on  December  8,  1952,  at  the  Commodore 
Hotel,  New  York  City.  Dr.  Frank  Dickinson, 
director  of  the  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Association,  spoke 
on  the  unit  of  cost  of  medical  services  in  relation 
to  the  increase  in  cost  of  consumer  service.  Dr. 
Charles  Gordon  Heyd  spoke  in  behalf  of  the  Ameri- 
can Medical  Association  and  pointed  out  that  the 
increase  in  technologic  sciences  in  medicine  has  j 
surpassed  that  of  any  other  sciences  in  any  other  * 
fields,  and  that  the  doctor’s  treatment  of  patients 
today  with  the  new  technics  in  operative  procedures  f 
has  lessened  considerably  the  average  period  of  dis-  i 
ability.  Although  the  use  of  these  new  methods  of 
treatment  is  more  costly,  the  term  of  disability  is 
shorter  and  compares  very  favorably  with  the  cost 
of  technics  used  a decade  ago.  Dr.  Heyd  pointed  ' 
out  most  emphatically  that  the  doctors  would  not 
condone,  under  any  circumstances,  the  fixing  of  fees 
by  insurance  authorities.  Mr.  J.  C.  Ketchum, 
executive  vice-president  of  Michigan  Medical  Service, 
spoke  in  behalf  of  the  Blue  Shield  Commission. 

The  Bureau  has  prepared  quarterly  progress 
reports  on  the  Blue  Shield  plans  approved  by  the 
Medical  Society  of  the  State  of  New  York,  which 
have  been  presented  to  the  Council  and  mailed  to 
plan  presidents,  executive  directors,  secretaries  oi 
component  county  medical  societies,  and  to  a 
selected  list  of  those  interested  in  medical  care  : 
insurance. 

The  Bureau  also  compiled  the  Sixth  Annual 
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Progress  Report  for  1951,  showing  detailed  analyses 
of  eaeh  plan  in  regard  to  membership,  incurred 
claims,  claim  incidence,  operating  expenses,  pre- 
mium rates,  reserves,  cancellation  studies,  distribu- 
tion of  earned  premium  income,  etc.,  for  the  in- 
formation of  the  House  of  Delegates  and  members  of 
the  Medical  Society  of  the  State  of  New  York. 
These  reports  were  included  in  the  material  for 
distribution  at  the  Bureau’s  exhibit  at  the  1952 
Annual  Meeting. 

Progress  of  the  Blue  Shield  plans  in  New  York 
State  shows  that  at  December  31,  1952,  total 
membership  (subscribers  and  dependents)  was 
3,767,081 , an  increase  of  385,300. 

The  following  is  a statement  of  membership  in 
Blue  Shield  medical  care  plans  and  Blue  Cross 
Hospital  plans,  showing  comparative  increases  for 
1952: 


/ Membership n Increases - 


Location 

Medical 

Hospital 

Medical 

Hospital 

New  York 

2,719,882 

5,180,438 

250,819 

256,985 

Buffalo 

383 , 785 

628,498 

30,670 

13,421 

Rochester 

259,257 

409,015 

34,198 

6,661 

Syracuse 

75,110 

353,716 

25,291 

5,364 

Utica 

170,990 

198,207 

17,805 

13,977 

Albany 

151,297 

302,144 

19,444 

9,052 

Jamestown 

6.760 

43,226 

4,927 

2,718 

Total 

3,767,081 

7,115,244 

383,154 

308,178 

The  Blue  Shield  medical  care  plans  had  an  earned 
premium  income  during  1952  of  $35,967,609,  as 
compared  to  $27,370,775  in  1951,  an  increase  of 
$8,596,834. 

Incurred  claims  during  1952  amounted  to  $25,- 
928,396,  as  compared  to  $20,664,208  during  1951, 
an  increase  of  $5,264,188. 

These  quarterly  and  annual  progress  reports  are 
of  great  value  because  they  indicate  the  experience 
in  each  plan,  and  it  is  recommended  that  they  be 
reviewed  carefully  by  the  groups  in  each  county 
medical  society  for  the  information  of  members. 

The  Seventh  Annual  Progress  Report  for  1952 
will  be  available  for  the  House  of  Delegates  and 
members  of  the  Society  at  the  1953  Annual  Meeting. 

Your  director  wishes  to  thank  Dr.  Renato  J. 
Azzari,  chairman  of  the  Council  Committee  on 
Economics,  and  Dr.  Carlton  E.  Wertz,  chairman,  and 
members  of  the  Subcommittee  on  Medical  Expense 
Insurance  for  their  continued  support  and  coopera- 
tion. 

Your  director  washes  to  express  appreciation  to 
Mrs.  Alice  Arana  for  her  loyal  and  efficient  services 
to  the  Bureau. 


PART  VIII 

Liaison  Committee  with  Veterans 
Administration 

Through  the  Liaison  Committee  with  Veterans 
Administration,  consisting  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman . . Buffalo 


W.  P.  Anderton,  M.D New'  York  City 

Laurance  D.  Redway,  M.D Ossining 

James  R.  Reuling,  M.D Bayside 

Joseph  A.  Lane,  M.D Rochester 

Gervais  W.  McAuliffe,  M.D New  York  City 

Francis  O.  Harbach,  M.D Syracuse 


the  Veterans  Medical  Service  Plan  of  Newr  York, 
Inc.,  reports  as  follows: 

The  directors  of  the  Veterans  Medical  Service 
Plan  of  Newr  York,  Inc.,  are: 


Herbert  H.  Bauckus,  M.D Buffalo 

William  H.  Ross,  M.D. ..  Brentwood  (Resigned) 

J.  Stanley  Kenney,  M.D New  York  City 

Joseph  P.  Henry,  M.D Rochester 

Edward  R.  Cunniffe,  M.D Bronx 

W.  P.  Anderton,  M.D New'  York  City 

James  It.  Reuling,  Jr.,  M.D Bayside 

Arthur  H.  Stein,  M.D Albany 

Thomas  A.  McGoldrick,  M.D Brooklyn 


This  is  the  seventh  year  of  the  Veterans  Medical 
Service  Plan  of  New'  York,  Inc.  On  August  7,  1946, 
an  agreement  was  signed  by  General  Omar  Bradley, 
then  administrator  of  the  Veterans  Administration, 
and  by  the  president  of  the  Plan,  whereby  private 
practicing  physicians  of  New'  York  State  con- 
tracted with  the  Federal  government  to  provide 
medical  care  on  a fee  basis  to  veterans  for  service- 
connected  disease  and  disability.  Authorization  for 
services  under  this  plan  is  made  in  each  case  by  the 
Veterans  Administration. 

The  contract,  with  only  minor  fee  schedule 
changes,  has  been  renew'ed  on  a yearly  basis.  This 
year’s  contract  expires  June  30,  1953.  Although  the 
original  contract  remains  essentially  the  same,  in 
actual  practice  the  working  of  it  during  the  past  few' 
years  has  been  far  different  from  that  of  1946  and 
1947.  Reference  to  this  w'ill  be  made  later  in  this 
report. 

The  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  is  an  organization  independent  of  structure  from 
the  Medical  Society  of  the  State  of  New  York.  How- 
ever, the  Liaison  Committee  with  Veterans  Ad- 
ministration is  a standing  committee  of  our  State 
Medical  Society,  w'hich  makes  actual  participation 
possible  and  knowledge  available  for  the  practicing 
profession. 

The  Liaison  Committee  held  meetings  in  February, 
May,  and  November,  1952,  and  may  again  meet  be- 
fore its  regular  annual  conference  at  the  annual 
State  Society  meeting  in  May.  As  chairman  of  this 
committee,  and  president  of  the  Veterans  Medical 
Service  Plan,  Inc.,  I have  several  times  reported  to 
the  Council  at  its  regular  monthly  meetings.  Since 
the  inception  of  the  plan  the  Council  has  kindly  in- 
vited me  to  attend  these  meetings.  The  reports  have 
appeared  in  the  New  York  State  Journal  of 
Medicine. 

It  is  indeed  with  much  pleasure  and  a great  feeling 
of  pride  in  my  profession  that  I report  the  high 
standards  in  medical  services  continued  under  the 
plan  since  it  began  in  1946.  In  these  seven  years 
there  has  been  very  little  difficulty  in  discipline  re- 
lating to  ethics  and  the  quality  of  medical  care  under 
this  fee  basis  plan.  I sincerely  believe  practically  all 
veterans  appreciate  the  efforts  of  our  doctors. 
When  one  considers  the  many  obstacles  put  in  our 
path  by  such  things  as  peremptory  withdrawal  of 
authorization  for  needed  care  to  service-connected 
veterans  because  of  budget  reductions,  and  the 
authorization  of  but  one  call  when  four  were  needed, 
and  finally  the  transfer  of  most  all  care  to  contract 
clinics  and  to  V.A.  clinics,  except  for  house  calls  and 
in  rural  areas  where  the  “hardship”  of  location 
made  attendance  at  a V.A.  clinic  impossible,  one 
may  easily  conceive  of  the  irritation  and  impatience 
sometimes  shown  by  the  attending  doctor.  In 
many  instances,  needed  service  was  continued  by  the 
formerly  authorized  physician  without  pay,  and  in 
others  the  service-connected  veteran  preferred  to 
choose  and  continue  with  his  own  physician  and  pay 
himself.  Without  these  aids  serious  harm  to  our 
veteran  population  might  have  occurred. 

Early  in  1952  the  Liaison  Committee  and  the 
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Council  discussed  at  length  the  demands  of  the  New 
York  Regional  Office,  “Nyro,”  to  charge  physicians 
for  the  cost  of  drugs  prescribed  for  service-connected 
veterans  not  currently  authorized.  In  some  cases 
this  charge  was  taken  off  a legitimate  bill  of  the 
physician  and  the  check  reduced  by  this  amount. 
In  other  instances  a letter  of  demand  from  the  Nyro 
was  followed  by  payment  by  the  physician  to  avoid 
further  annoyance. 

We  objected  strenuously  to  such  carte  blanche 
treatment  and  pointed  out  that  the  other  regional 
offices  in  the  State  had  little  difficulty  because  of  a 
policy  which  considers  that  prescriptions  written  for 
an  eligible  veteran  by  his  physician,  who  is  periodi- 
cally treating  the  veteran  for  a sendee-connected  and 
chronic  condition,  to  be  within  the  intent  of  the 
regulation,  and  therefore  honors  prescriptions  or  re- 
fills. It  was  pointed  out  that  such  prescriptions  save 
the  added  expense  of  office  visits,  which  could  be 
issued  where  the  veteran  is  an  eligible  beneficiary. 

It  was  shown  that  most  of  these  instances  were 
ridiculous  interference  with  good  medical  care,  and  we 
succeeded  in  obtaining  an  amelioration  of  the  New 
York  area  edict.  We  cooperated  by  again  calling  at- 
tention of  our  physicians  to  the  regulations  generally 
allowing  prescriptions  only  during  current  author- 
ization. These  incidents  created  some  difficult 
public  and  personal  relations  and  furthermore 
served  to  show  that,  although  we  have  one  State- 
wide contract,  the  manner  of  processing  it  varies 
greatly  with  those  in  charge  in  regional  offices. 

The  Liaison  Committee  considered  the  problem 
relating  to  hospital  care  for  veterans  suffering  from 
nonservice  disability  or  disease.  Our  plan  deals 
only  with  sendee-connected  illness  and  does  not 
cover  hospitalization  policies.  However,  the  5 per 
cent  reduction  in  the  V.  A.  general  budget  in  part 
caused  the  cutting  down  of  medical  services  to  the 
service-connected  veterans  in  the  home-town  care 
plan.  The  direct  and  entire  responsibility  of  the 
Y.A.  is  by  legislation  in  the  sendee-connected  case. 
It  would  seem  that  if  another  category,  the  nonserv- 
ice case,  is  to  be  assumed,  another  budget  should  be 
set  up  for  this  group. 

These  and  similar  questions  of  a national  scope 
interest  and  affect  state  medical  societies,  but  they 
can  be  resolved  only  through  action  of  the  .American 
Medical  .Association. 

Because  of  the  difficulty  of  separating  fee  basis 
payments  fcpm  pension  examinations,  contract 
clinics,  and  many  other  items,  our  financial  statistics 
of  the  home-town  care  plan  van’  considerably  in  the 
methods  of  completion  and  reporting.  We  have  no 
direct  access  to  Y.A.  fee  basis  bookkeeping,  but  our 
coordinators  have  statistics  on  the  number  of 
authorizations  and  their  cost.  A comparison  of  the 
volume  of  work  in  prior  years  with  the  more  recent 
will  give  a fair  idea  of  the  trend  of  the  fee  basis  work 
since  its  beginning  in  1947.  Our  figures  must  be  con- 


sidered an  approximate  sampling. 

In  the  New  York  or  Nyro  region: 

1950 —  Fee  basis  payments $134,255 

1952 — Fee  basis  payments 139,116 

1952 — Payments  to  contract  clinics. . . 349,419 

The  contract  clinic  work  Is  directly  referred  and 

does  not  come  under  our  plan. 

In  the  Western  New  York  region: 

1 948 — F ee  basis  payments  $437,152 

1951 —  Fee  basis  payments  194.183 

1952 —  Fee  basis  payments  128.058 


(Actual  payment) 

In  the  Syracuse  area: 


1948 — Fee  basis  pavments  authorized  $400,699 

1952 — Fee  basis  payments  authorized  220,464 

(Represents  dollar  value  of  authorizations. 

Actual  final  payment  considerably  less.) 

The  several  years  experience  with  the  home-town 
plan  has  demonstrated  it  as  practical  and  useful  for 
the  veteran,  the  public,  the  U.S.  Government,  and 
the  medical  profession.  The  service-connected 
veteran  gains  free  choice  of  the  practicing  physicians 
in  his  community,  a boon  for  which  there  is  no  com- 
parable benefit  in  other  forms  of  medical  care.  It 
is  a prime  requisite  in  the  effort  to  return  the  veteran 
to  civilian  status. 

However,  the  Veterans  Administration  appar- 
ently has  decided  upon  a policy  of  attempting  to 
care  for  its  sendee-connected  disease  and  disability 
in  its  own  clinics  and  hospitals.  .Although  the  Y.A. 
in  the  home-town  care  plan  sharply  eliminates  the 
nonsen-ice  disease  or  disability,  this  does  not  so  well 
apply  to  official  policy  in  nonsenice  hospitalization 
in  the  veterans  hospitals. 

The  medical  profession  makes  no  objection  to 
complete  medical  or  hospital  care  for  sendee-con- 
nected disease  or  disability.  It  would  go  further 
and  emphasize  the  right  of  the  veteran  to  make  his 
or  her  own  choice  of  attending  doctor  and  hospital. 
It  does  not  appear  that  veteran  organizations  suf- 
ficiently recognize  or  appreciate  that  this  competi- 
tive feature  of  free  choice  is  a basic  principle  of  our 
American  Medical  Association  in  ensuring  the  high- 
est professional  standards  in  this  country. 

The  task  of  the  Veterans  Administration  in  fur- 
nishing medical  care,  hospital  care,  housing,  and  other 
facilities  to  over  twenty  million  veterans  is  indeed 
tremendous  and  requires  administrative  capability  of 
the  highest  order.  We  would  not  add  to  the  great 
difficulties  involved.  However,  the  concept  of  free 
choice  in  .American  medicine  should  not  discriminate 
against  the  veteran. 

As  suggested  earlier  in  this  report,  these  are  mat- 
ters that  can  not  be  handled  by  state  medical  so- 
cieties but  require  a national  policy  under  aegis  of 
the  American  Medical  .Association.  It  may  be  that 
the  time  for  effective  action,  if  this  is  indicated,  has 
already  passed  by. 

I note  in  the  .A.M.A.  Washington  Letter  of  Febru- 
ary 6,  1953,  the  sentence  that,  in  testimony  before 
the  House  Veterans  Affairs  Committee,  the  medical 
chief  of  the  Veterans  Administration  declared  “we 
were  able  to  defeat”  in  the  A.M.A.  House  of  Dele- 
gates last  December  a resolution  which  he  claimed 
would  have  “destroyed  our  program.”  I do  not  be- 
lieve the  A.M.A.  House  of  Delegates  had  anything 
in  mind  except  to  increase  the  effectiveness  of  all 
concerned  in  caring  for  service-connected  disabilities 
and  disease,  and  in  caring  for  those  nonservice  cases 
afflicted  by  economic  hardship.  It  would  enhance 
the  quality  of  medical  and  hospital  care  and  in  no 
way  detract  from  the  results  achieved  by  the 
Veterans  Administration  to  give  every  entitled 
veteran  the  benefit  of  free  choice  of  physician. 

War  Memorial 

The  War  Memorial  Committee  consists  of  the 
following  members: 

Fenwick  Beckman.  M.D.,  Chiirmnn , 


New  York  City  (resigned! 

Edward  R.  Cunniffe,  M.D Bronx 

Maurice  J.  Dattelbaum,  M.D Brooklyn 


It  is  with  deep  regret  that  the  War  Memorial 
Committee  reports  the  resignation  of  its  able  chair- 
man, Dr.  Fenwick  Beckman,  because  of  illness. 
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The  War  Memorial  Committee  is  finishing  the 
fifth  year  in  the  discharge  of  the  duties  entrusted  to 
it  by  the  resolution  of  the  House  of  Delegates  in 
1948,  when  it  established  the  War  Memorial  Fund. 

During  the  1951-1952  academic  year,  12  students 
were  beneficiaries  of  the  Fund.  During  the  current 
educational  year,  eleven  are  receiving  benefits.  T wo 
students  had  completed  their  four  years  of  college 
and  have  not  returned  for  postgraduate  work.  One 
of  these,  Mr.  Robert  J.  Milne,  received  a B.A.  de- 
gree in  June,  1952.  Shortly  thereafter,  he  was  ac- 
cepted in  the  U.S.  Navy  Air  Cadet  Corps.  In  a 
letter  received  from  him,  he  expressed  his  great 
appreciation  for  the  college  education  he  had  re- 
ceived and  told  us  that,  without  the  aid  of  the  Fund, 
he  would  not  have  been  able  to  obtain  it.  A new 
beneficiary,  Josepha  Picciotti,  has  enrolled  in  a 
nursing  school  in  Buffalo  and  is  currently  receiving 
our  aid. 

Many  letters  have  been  received  from  our  students 
and  their  mothers.  Through  them  we  learn  of  the 
students’  scholastic  progress  as  well  as  their  grati- 
tude for  the  assistance. 

During  1952,  $72  in  assessments  was  received  and 
$5,326  in  interest  on  investments.  Payments  to 
beneficiaries  for  the  same  period  amounted  to 
$6,500.  Since  the  Fund  has  been  in  existence,  there 
has  been  contributed  $243,052  by  our  members.  A 
total  of  $24,200  was  disbursed  to  beneficiaries.  The 
Fund  decreased  $1,102  during  the  year,  and  as  of 
December  31,  1952,  surplus  amounted  to  $236,574. 
A more  detailed  financial  report  is  included  in  the 
Report  of  the  Treasurer. 

Without  a doubt,  this  tribute  to  our  deceased 
members  who  served  in  World  War  II  is  a fitting 
testimonial  to  their  memory. 

The  details  relating  to  the  attendance  and  work  of 
the  students,  with  all  the  correspondence  and  records 
necessary  in  a project  of  this  size,  are  ably  handled 
by  Miss  Mollie  Pesikoff.  She  deserves  our  commen- 
dation for  her  work  and  efficiency. 


PART  IX 

Legislation 

The  Council  Committee  on  Legislation  consists  of 
the  following: 

J.  Stanley  Kenney,  M.D.,-  Chairman 

New  York  City 

John  C.  Brady,  M.D.,  Vice-Chairman.  .. Buffalo 

Jurgens  H.  Bauer,  M.D Syracuse 

Paul  C.  Clark,  M.D Syracuse 

Elton  R.  Dickson,  M.D Binghamton 

Thomas  O.  Gamble,  M.D Albany 

Keith  B.  Preston,  M.D Utica 

Joseph  A.  Lane,  M.D Rochester 

Aaron  Kottler,  M.D Brooklyn 

George  J.  Lawrence,  Jr.,  M.D Flushing 

James  A.  Lynch,  M.D Bronx 

George  A.  Howley,  M.D Bronx 

Samuel  Z.  Freedman,  M.D....New  York  City 

John  J.  Goller,  M.D Staten  Island 

John  M.  Galbraith,  M.D Glen  Cove 

Edwin  McD.  Stanton,  M.D Schenectady 

William  S.  Norton,  II,  M.D.  ...New  York  City 

Henry  W.  Kaessler,  M.D Bronxville 

Douglas  Quick,  M.D New  York  City 

As  this  report  is  written,  about  March  1,  the  1953 
session  of  the  State  Legislature  is  in  full  swing  and 
rapidly  approaching  the  climactic  period  when  ac- 
tion on  the  important  legislation  in  which  the  State 
Medical  Society  is  concerned  will  be  known.  We 


can  comment  only  to  say  that  a concerted  and  de- 
termined effort  is  being  put  forth  by  your  committee 
at  State  and  local  levels,  and  by  the  Albany  office,  to 
achieve  as  successful  results  as  the  over-all  condi- 
tions will  permit.  Details  of  our  program  and  the 
fate  of  the  various  bills  and  resolutions  which  we  are 
mandated  to  support  or  oppose  will  be  given  in  our 
supplementary  report  to  tne  House  of  Delegates  in 
May. 

It  would  seem  appropriate  at  this  time  for  your 
chairman  to  comment  brieriy  on  the  general  status 
of  your  legislative  machinery  and  to  make  a few 
suggestions  as  to  how,  in  his  opinion,  its  functioning 
mignt  be  made  more  effective.  We  are  aware  that 
for  some  time  now  there  has  been  criticism  of  the 
work  of  our  legislative  set-up;  some  of  it  has  been 
in  the  nature  of  rumbling,  uninformed  sniping;  most 
of  it,  however,  has  been  based  on  clear  thinking  and 
on  a sincere  determination  to  improve  this  activity 
of  organized  medicine  and  enhance  our  prestige  both 
in  Albany  and  throughout  the  State.  This  latter  is 
constructive  and  worthy  and  is  welcomed  by  all  of 
us  charged  with  the  grievous  responsibility  of  im- 
plementing the  manifold  recommendations  and 
mandates  that  are  annually  assigned  to  us.  There- 
fore, this  matter  is  a two-way  street,  and  any  changes 
or  benefits  that  can  be  attained  must  be  attained  by 
looking  not  only  into  the  activities  of  our  Council 
committee  and  our  Albany  office,  but  also  into  the 
workings  and  procedures  of  the  county  societies  and 
our  House  of  Delegates,  from  which  our  policies 
stem. 

So  we  have  welcomed  and  are  gladdened  by  the 
establishment  this  year  by  the  House  of  the  special 
committee  to  study  and  look  into  the  whole  legisla- 
tion program  of  our  State  Society,  including  our 
Albany  office.  This  committee  was  created  with  the 
special  objective  of  finding  ways  and  means  to 
strengthen  our  position,  and  it  is  fortuitous  that  its 
personnel  is  made  up  of  experienced  and  seasoned 
doctors  who,  in  our  opinion,  will  conduct  this  sur- 
vey fearlessly,  without  bias,  and  intelligently.  We 
are  pleased  to  accord  them  recognition  here  and  to 
assure  them  of  our  complete  and  unselfish  coopera- 
tion. The  members  of  this  committee  are  Dr.  Ezra 
Wolff  of  Queens  County,  chairman;  Dr.  Charles 
Loughran  of  Kings,  and  Dr.  Harold  B.  Davidson  of 
New  York. 

We  believe  we  can  say  without  prejudice  that 
during  recent  years  the  medical  profession  has  lost 
considerable  prestige  through  the  pernicious  activi- 
ties of  a very  small  segment  of  doctors  who  have 
brought  the  profession  into  disrepute.  This  loss  of 
prestige  has  naturally  extended  into  our  legislation 
activities.  We  have  been  charged  with  alleged  lack 
of  emergency  medical  care  provided  by  our  member- 
ship, also,  overcharging  and  excessive  fees  for  special 
services,  and  apathetic  and  inefficient  service  by  and 
in  hospitals.  These  and  other  allegations  are 
shared  by  some  legislators  and  have  resulted  at  times 
in  uncooperative  and  even  antagonistic  attitudes. 
This  has  been  unfortunate,  but  it  has  stimulated 
medicine  to  “clean  its  own  house,”  a result  which 
now  is  quietly  and  effectively  being  accomplished 
through  our  mediation  committees  and  our  boards  of 
censors.  As  the  result  of  the  many  opportunities 
which  your  chairman,  together  with  President  Went- 
worth and  Secretary  Anderton,  have  had  this  year 
to  come  into  close  and  formal  contact  with  high 
officials  of  our  State  administration  throughout  its 
many  subdivisions,  and  with  the  legislative  leaders, 
it  is  my  considered  opinion  that  our  position  has  been 
materially  enhanced  and  that  we  are  well  on  the  way 
to  regaining  our  lost  prestige. 
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I would  be  remiss,  indeed,  if  I did  not  publicly 
express  my  deep  appreciation  and  thanks  for  the 
cordial  and  gracious  manner  in  which  I have  been 
received  and  for  the  patient  attention  accorded  to 
the  presentation  of  our  arguments  and  briefs  by 
those  officials  of  the  Governor’s  office,  the  State  De- 
partments of  Education  and  Health,  the  Board  of 
Regents,  the  Joint  Hospital  Planning  and  Survey 
Commission,  State  political  leaders,  and  others  with 
whom  we  have  had  to  confer.  We  have  diligently 
tried  to  cooperate  with  these  representatives  of  our 
State  government  within  the  framework  of  our 
established  policies,  and  I feel  certain  that  these 
combined  efforts  can  only  lead  to  better  results 
legislatively  and  further  cordial  relationships  in  the 
solving  of  our  other  controversial  problems. 

As  is  so  well  known  to  all  of  you,  our  paramount 
problem  this  year  has  been  the  chiropractic  issue. 
As  Dr.  Harold  Smith  so  aptly  phrased  it  in  his 
bulletin  of  January  15,  “the  convening  of  the 
Legislature  was  but  a prelude  to  the  struggle  be- 
tween medical  science  and  chiropractic  empiricism.” 
This  has  proved  to  be  the  case.  The  chips  are 
down  now  as  this  is  written.  You  are  fully  aware 
of  the  scope  and  plan  of  this  campaign  to  oppose  the 
licensing  of  chiropractors  and  to  support  the  bill  for 
creation  of  a temporary  State  commission  to  survey 
and  study  all  laws  pertaining  to  practice  of  the 
healing  arts  in  this  State  and  particularly  to  secure 
such  pertinent  facts  as  will  guide  in  the  future  those 
faced  with  the  task  of  coping  with  the  many  cults 
and  other  nonmedical  groups  persistently  seeking 
licensure  by  the  Department  of  Education.  The 
State  has  been  flooded  with  campaign  literature,  and 
every  county  society  and  civic  group  locally  has  been 
alerted  through  the  offices  of  the  Citizens’  Health 
Education  Committee.  This  activity  will  be  fully 
covered  in  a separate  report. 

During  this  present  year,  and  more  particularly 
at  this  1953  legislative  session,  we  have  tried  em- 
phatically to  develop  a better  system  of  contacts  with 
our  legislators.  The  public  relations  success  of  the 
CHEC  program  is  testimony  to  the  effectiveness  of 
this  type  of  approach  if  industriously  and  chrono- 
logically carried  out.  Every  technic  of  letters,  tele- 
grams, brochures,  use  of  radio,  television  and  press, 
and  personal  contacts  has  been  employed.  The 
county  medical  societies  have  been  stimulated  as 
never  before,  and  the  groundwork  has  been  carefully 
prepared  for  the  extended  functioning  at  the  local 
level  of  these  committees  in  the  future.  On  be- 
half of  the  Council,  its  Legislation  and  Public  Rela- 
tions Committees,  we  acknowledge  a profound  debt 
of  gratitude  for  the  enlightened  and  energetic  co- 
operation we  have  received.  This  work  must  go  on, 
and  these  committees  must  never  again  be  rendered 
inactive  or  lose  the  initiative  and  momentum  which 
are  so  manifestly  theirs  at  this  time.  In  addition,  the 
central  office  must  continue  its  program  of  de- 
veloping closer  contacts  with  the  membership,  in- 
dividually, and  make  information  available  to  them 
on  important  bills  so  that  they,  the  membership,  in 
turn  can  write  or  contact  their  own  legislators  and 
their  fellow  constituents. 

The  over-all  scope  of  our  legislative  program,  in 
the  opinion  of  your  chairman,  is  too  broad  to  obtain 
the  best  results.  The  assignment  is  much  too  burden- 
some for  our  present  seCup.  It  cannot  be  done 
alone;  it  requires  close  liaison  and  cooperation  within 
our  own  framework  with  related  Council  committees, 
notably  the  Public  Relations,  Workmen’s  Compen- 
sation, Economics  (including  insurance  and  actuarial 
advice),  and  the  Hospital  and  Professional  Relations 


Committee.  We  essentially  require  expert  advice 
from  insurance  specialists  in  implementing  our  im- 
portant free-choice  bills,  both  at  the  State  and  local 
levels.  The  corporate  practice  of  medicine  issue  is  a 
particularly  controversial  and  vexatious  one,  and 
not  only  must  we  have  the  most  skilled  legal  advice 
but  also  the  special  knowledge  of  insurance  coun- 
selors and  public  relations  experts  in  the  related 
fields.  We  are  seeking  to  determine  how  we  can  ex- 
pand our  legislative  machinery  effectively  to  ac- 
complish these  objectives. 

Increased  authority  should  be  vested  in  the 
Council  committee.  This  could  be  effected  through 
the  agency  of  a small,  competent  executive  sub- 
committee with  power  to  act,  consisting  of  the 
Council  committee  chairman  and  perhaps  three  or 
four  carefully  selected  men  who,  because  of  their 
special  experience  and  knowledge  in  the  legislative 
field,  could  be  entrusted  to  make  important  decisions 
and  to  take  appropriate  actions  within  the  frame- 
work of  the  policies  laid  down  by  the  House  of  Dele- 
gates. This  subcommittee  could  also  be  the  medium 
through  which  the  Albany  office  could  be  brought 
into  closer  relationship  with  the  central  office.  A 
re-evaluation  of  the  present  activities  of  our  legisla- 
tive consultant  services  is  needed,  with  a view  to 
accomplishing  this  purpose. 

It  is  in  these  areas  that  we  believe  the  special 
committee  under  Dr.  Ezra  Wolff’s  able  leadership 
can  contribute  valuable  assistance. 

This  brings  me  to  my  next  observation.  There 
should  be  made  available  to  the  Legislation  Com- 
mittee the  services  of  one  of  our  lay  representatives 
from  public  relations,  or  perhaps  a special  staff  man 
to  serve  continuously  with  the  Council  committee 
during  the  period  of  its  greatest  activity.  Some 
agreement  should  be  reached  between  the  secretary 
and  general  manager  and  the  legislation  chairman  as 
to  how  best  to  utilize  his  services  in  the  furtherance 
of  our  legislative  program.  This  activity  might 
have  to  be  broadened  if  and  when  special  situations 
arose.  The  function  of  such  a staff  member  is  par- 
ticularly effective  at  the  county  and  district  branch 
levels,  where  the  legislators  reside  and  where  press 
relationships  can  be  strongly  developed. 

How  to  evaluate  the  functions  of  our  Albany  office 
and  how  it  might  be  reconstituted  to  make  it  more 
effective  is  a subject  of  prime  interest  to  everyone. 
This  facet  of  our  legislative  seGup  should  be  one  of 
the  most  important  concerns  of  Dr.  Wolff’s  commit- 
tee. There  is  need  for  considered  study  of  this 
particular  function.  Your  chairman  has  formulated 
some  ideas  on  this  matter  and  has  held  a preliminary 
conference  for  general  discussion  with  Dr.  Wolff’s 
committee. 

I am  convinced  that  the  supreme  authority  for 
carrying  out  our  policies  must  be  vested  in  the 
Council ; that  the  chairman  of  this  important  Coun- 
cil committee  must  be  prepared  to  give  up  much  time 
and  to  make  many  sacrifices  if  he  is  properly  to  co- 
ordinate the  program.  He  should  be  able  to  serve 
continuously  over  a span  of  years;  the  necessity  for 
changing  chairmen  as  frequently  as  has  been  the 
rule  in  recent  years  is  not  conducive  to  the  best 
functioning.  In  this  connection  the  wisdom  of  es- 
tablishing an  honorarium  similar  to  that  which  is 
now  available  to  the  chairman  of  the  Council  Com- 
mittee on  Public  Health  and  Education  should  be 
considered. 

It  is  essential  that  the  Council  Committee  on 
Legislation  should  have  the  services  of  a legal  ad- 
viser and  consultant  who  is  specially  versed  in  pro- 
cedure at  the  Capitol.  He  should  not  be  employed 
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or  used  as  a lobbyist.  His  experience  is  needed  in 
studying  and  analyzing  the  various  bills  referred  to 
us,  and  in  taking  cognizance  of  legal  implications 
and  effects  on  present  laws  as  they  concern  the 
Medical  Society.  He  should  be  prepared  to  write 
proper  amendments,  to  have  contact  with  the 
legislative  bureaus  and  reference  committees,  and  to 
perform  such  other  functions  as  would  require  his 
special  knowledge  and  technic.  I would  go  further, 
however,  and  suggest  that  a doctor  of  medicine, 
preferably  the  Council  committee  chairman  or  an 
officer,  be  the  contact  man  for  the  Society  with  top 
levels  of  government.  Only  a doctor,  a practicing 
physician,  has  the  proper  background  and  under- 
standing to  translate  and  interpret  medical  terms 
and  definitions.  I share  an  opinion  expressed  by 
that  veteran  public  health  and  legislative  repre- 
sentative of  the  Pennsylvania  Medical  Society, 
lovable  and  able  Dr.  C.  L.  Palmer,  who  in  a report  to 
his  society  says: 

“If  the  Medical  Society  thinks  it  can  select  a 
representative  in  the  form  of  a lawyer  or  anyone 
else  who  has  been  active  in  politics,  and  can  lay 
all  its  legislative  problems  in  his  lap  expecting  him 
to  perform  miracles  in  legislative  activities,  it 
would  be  one  of  the  greatest  mistakes  ever  made 
by  the  Medical  Society. 

“Legislative  problems  involve  understanding 
leadership  and  continuous  and  energetic  work  on 
the  part  of  the  membership  of  the  State  Medical 
Society.  The  membership  of  the  medical  profes- 
sion has  been  found  to  be  very  apathetic  when  it 
comes  to  legislative  procedure.  This  apathy  is 
due  to  the  fact  that  members  of  the  Medical 
Society  of  the  State  of  Pennsylvania  have  all  the 
privileges  in  the  way  of  practicing  that  they  can 
obtain.  The  limited  licensees,  such  as  chiroprac- 
tors, chiropodists,  optometrists,  osteopaths,  and 
others,  are  limited  and  have  everything  to  gain  and 
nothing  to  lose.  Therefore  they  can  enthuse  their 
memberships  to  such  an  extent  that  a thousand 
of  these  individuals  can  raise  a great  deal  of  com- 
motion in  favor  of  unwarranted  legislation.  The 
medical  profession  does  not  realize  it,  but  when 
limited  licensees,  such  as  the  chiropractors,  gain 
complete  control  of  themselves,  it  is  entirely  pos- 
sible that  they  can  on  very  reasonable  economical 
basis  start  several  schools  in  Pennsylvania  and 
graduate  thousands  of  individuals  meagerly 
trained  to  practice  upon  the  citizens  of  this 
Commonwealth,  and,  in  the  course  of  five  to  ten 
years,  it  is  entirely  possible  that  they  will  have  as 
many  or  more  members  of  their  particular  cult  as 
we  have  in  the  medical  profession  and  become  a 
powerful  group  in  formulating  legislative  policies 
for  the  entire  State.  This  must  be  emphasized  re- 
peatedly to  the  membership  of  the  Medical 
Society.” 

This  sage  advice  is  especially  applicable  in  the 
present  dilemma  facing  the  medical  profession  in 
our  State. 

This  report  would  not  be  complete  if  special 
tribute  were  not  paid  to  Dr.  Floyd  Winslow,  the 
chairman  of  our  Public  Relations  Committee,  to  Mr. 
Fred  Miebach  and  the  Messrs.  Tracy,  Messinger, 
Brown,  and  Walsh  of  the  Public  and  Professional 
Relations  Bureau,  and  to  Miss  Gretchen  Wunsch 
and  her  staff  at  the  headquarters  office.  Their  co- 
operation, their  know-how,  their  undivided  interest 
in  publicizing  our  program  have  been  without 
precedent,  at  least  during  my  many  years  of  service 
in  the  State  Society.  Theirs  has  been  an  enormous 


task  performed  willingly,  graciously,  and  effectively. 
Overtime,  late  hours,  any  and  all  conditions  have 
never  been  a deterrent.  On  behalf  of  my  com- 
mittees, both  Legislation  and  “CHEC,”  I extend 
sincere  thanks. 

Again,  our  sincere  thanks  and  appreciation  are  ex- 
tended to  the  State  and  county  woman’s  auxiliaries 
for  their  unfailing  and  influential  aid  and  coopera- 
tion in  carrying  out  our  policies  and  mandates. 
They  are  unselfish  and  devoted  to  the  best  interest 
of  the  public  welfare,  and  their  work  for  medicine  is 
without  comparison. 

Your  chairman  would  like,  also,  on  behalf  of  the 
Council  committee  and  the  officers  of  the  Society,  as 
well  as  himself,  to  pay  a special  tribute  to  Dr. 
Harold  Smith  for  his  conscientious  interest  in  our 
legislative  endeavors,  the  intelligence  and  wisdom 
he  has  brought  to  his  tasks,  and  his  ready  and  willing 
cooperation  at  all  times.  His  duties  are  difficult, 
and  until  better  liaison  is  worked  out  they  will  con- 
tinue to  be  both  difficult  and  at  times  embarrassing. 
To  Mr.  James  Beasley  go  our  profound  thanks  for 
his  advice  and  essential  efforts  in  putting  our  pro- 
gram into  action.  To  our  faithful  secretary,  Miss 
M.  A.  Briggs,  whose  special  knowledge  of  the  work- 
ings of  our  Albany  office  is  unique,  we  also  offer  our 
gratitude. 


PART  X 

Workmen’s  Compensation 

The  following  is  the  report  of  the  Council  Com- 
mittee on  Workmen’s  Compensation  for  the  past 
year.  The  committee  consists  of  the  following 
members: 

John  J.  H.  Keating,  M.D.,  Chairman 

New  York  City 

Stanley  E.  Alderson,  M.D Albany 

Walter  S.  Bennett,  M.D Granville 

Arthur  E.  Corwith,  M.D Bridgehampton 

John  H.  Garlock,  M.D New  York  City 

Harry  Golembe,  M.D Liberty 

Jamas  Greenough,  M.D Oneonta 

Joseph  P.  Henry,  M.D Rochester 

Dwight  V.  Needham,  M.D Syracuse 

Guy  S.  Philbrick,  M.D Niagara  Falls 

Theodore  R.  Proper,  M.D Newburgh 

Milton  B.  Spiegel,  M.D Brooklyn 

Charles  D.  Squires,  M.D Binghamton 

David  J.  Kaliski,  M.D.,  Director ...  New  York  City 
There  was  one  formal  meeting  during  the  year. 
The  director  has  been  in  touch  with  the  members  of 
the  committee  and  the  local  county  medical  society 
compensation  committees  by  mail  and  telephone  on 
all  important  matters.  A meeting  of  .the  Joint 
Medical  Conference  Committee  of  the  Medical 
Society  of  the  State  of  New  York,  insurance  car- 
riers, and  self-insurers  will  be  held  before  the  Annual 
Meeting,  and  any  important  decisions  will  be  made 
known  in  a supplementary  report. 

A review  of  the  annual  reports  to  the  House  of 
Delegates  by  the  Workmen’s  Compensation  Com- 
mittee and  the  Workmen’s  Compensation  Bureau 
indicates  the  wide  scope  of  our  interest  in  workmen’s 
compensation  legislation  and  in  the  administration 
of  the  Workmen’s  Compensation  Law.  Over  the 
years  we  have  discussed  practically  every  phase  of 
the  Workmen’s  Compensation  Law  as  it  involves  the 
participation  of  the  medical  profession  and  the  carry- 
ing out"  of  our  obligations  and  responsibilities  under 
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the  law.  This  catholicity  of  interest  indicates  a 
most  unselfish  attitude  on  the  part  of  the  profession. 
It  implies  a genuine  concern  to  cooperate  with  the 
workmen’s  compensation  authorities,  insurance  car- 
riers and  employers,  and  other  parties  of  interest  in 
order  to  facilitate  the  administration  of  the  Work- 
men’s Compensation  Law  to  the  end  that  claims 
may  be  settled  promptly,  thus  keeping  down  the  cost 
of  administration. 

In  discussing  these  problems,  we  did  so  in  an  en- 
deavor to  make  the  treating  physician  realize  how 
important  a part  he  plays  in  the  technical  adminis- 
tration of  the  law  in  addition  to  his  duties  in  render- 
ing medical  care.  We  have  conducted,  year  by  year, 
an  educational  program  to  the  end  that  physicians 
would  be  aware  of  their  responsibilities  and  the  im- 
portance in  carrying  out  provisions  of  the  law  as 
physicians  and  social  entities.  We  believe  that  there 
has  been  steady  improvement,  year  by  year,  in  the 
way  in  which  the  more  than  23,000  physicians  of  this 
State  have  cooperated,  but  there  is  still  an  oppor- 
tunity on  their  part  to  cooperate  more  fully  in  re- 
porting promptly  and  in  detail,  as  required  by  law; 
in  obtaining  the  necessary  authorizations,  and  in 
attending  the  necessary  hearings  before  workmen’s 
compensation  referees  and  other  authorities,  in  order 
to  facilitate  prompt  disposition  of  claims  of  injured 
workmen.  We  feel  that  over  the  years  there  has  been 
steady  improvement  in  the  carrying  out  of  those 
functions  which  have  been  delegated  to  the  county 
medical  societies  in  the  qualification  of  physicians 
and  of  medical  bureaus  and  in  the  disciplining  of 
physicians  who  have  been  guilty  of  violation  of  the 
Workmen’s  Compensation  Law.  Since  the  bulk  of 
physicians  have  already  been  qualified  and  recom- 
mended to  the  chairman  of  the  Workmen’s  Compen- 
sation Board,  to  practice  under  the  Workmen’s  Com- 
pensation Law,  the  work  of  the  county  medical  soci- 
eties in  the  future  will  be  less  onerous,  and  through 
experience  the  decisions  of  the  committee  should  be 
more  in  accordance  with  both  the  letter  and  the 
spirit  of  the  Workmen’s  Compensation  Law. 

We  believe  we  should  take  a statesman-like  attitude 
toward  the  future  of  workmen’s  compensation  in  this 
State.  We  should  try  to  foresee  future  eventualities 
in  this  important  social  legislation  field.  We  should 
attempt  to  safeguard  those  privileges  which  have 
accrued  to  us  and  which  we  believe  have  resulted  in 
a high  quality  of  medical  care  to  the  injured  work- 
men of  this  State.  We  refer  particularly  to  the 
“free-choice”  principle,  which  entitles  an  injured 
workman  to  select  his  own  physician,  be  he  either  a 
general  practitioner  or  a specialist;  the  only  limita- 
tion being  that  the  physician  who  is  selected  shall  be 
competent  and  qualified  under  the  Workmen’s 
Compensation  Law  to  treat  the  particular  injury. 
We  believe  that  physicians  should  realize  that  this 
is  the  only  State  which  provides,  by  law,  free  choice 
from  a list  of  qualified  physicians,  and  to  safeguard 
this  important  social  and  medical  advantage, 
physicians  must  so  conduct  themselves  that  not 
oniy  does  the  patient  receive  the  best  medical  care, 
but  that  the  patient  is  treated  with  the  same 
regard  and  economy  as  if  he  were  a private  patient. 
There  should  be  no  differentiation  in  practice  be- 
tween compensation  patients  and  other  patients. 
The  physician’s  responsibility  towards  these  patients 
should  be  identical,  and  the  fact  that  a third  party 
pays  the  bill  should  not  be  an  inducement  to  un- 
ethical practice  or  to  overtreatment. 

Fortunately,  in  the  many  public  hearings  which 
have  been  held  in  recent  years  on  the  cost  of  work- 
men’s compensation  in  this  State,  as  compared  to 


other  states,  although  it  has  been  claimed  that  the  costs 
in  this  State  are  inordinately  high,  there  has  been  no 
criticism  of  the  way  in  which  medical  care  has  been 
rendered,  or  of  its  average  cost.  In  our  report  last 
year  we  dwelt  in  considerable  detail  on  the  cost  of 
medical  care.  We  invite  your  attention  to  this  sub- 
ject again.  At  a recent  hearing  in  Albany  of  the 
Joint  Legislative  Committee  on  Industrial  and  Labor 
Conditions,  a large  number  of  industrial  concerns  in 
the  State,  both  individually  and  through  their 
associations,  drew  attention  to  what  they  believe  to 
be  a great  disparity  between  the  cost  of  workmen’s 
compensation  in  this  State  and  in  other  industrial 
states.  The  opinion  was  expressed  (with  what 
validity  we  are  not  in  a position  to  decide)  that  the 
costs  in  this  State  are  rising  year  by  year,  and  to 
such  an  extent,  as  compared  with  other  states,  that 
there  may  be  a migration  to  other  states  of  many  im- 
portant industries.  All  this  would  mean  a loss  of 
employment.  It  is  claimed  by  some  that  if  the 
Workmen’s  Compensation  Law  were  properly  and 
economically  administered,  employes  in  this  State 
could  receive  the  same  benefits,  including  medical 
care,  as  they  are  at  present  receiving,  but  at  a lower 
cost  to  the  employer.  Most  of  the  criticisms  con- 
cerning this  alleged  high  cost  does  not  concern  itself 
with  personnel  dealing  with  the  administration  of 
the  Workmen’s  Compensation  Law,  but  rather  with 
the  method  or  system  by  which  claims  are  adjudi- 
cated. 

Under  the  provisions  of  Section  20  of  the  Work- 
men’s Compensation  Law,  the  decisions  of  the  Work- 
men’s Compensation  Board  (and  this  means  the  de- 
cisions of  the  referees  also)  may  be  controverted 
before  the  Appellate  Division  of  the  Supreme  Court 
only  on  a question  of  law  and  not  on  a question  of 
fad.  Certain  suggestions  have  been  made  to  amend 
the  law  in  this  respect.  Undoubtedly,  the  problem 
is  so  acute  and  the  need  for  solution  so  pressing  that 
our  legislature,  in  the  near  future,  will  study  this 
problem  with  a view  to  ascertaining  first  the  validity 
of  the  criticisms  and  then,  if  possible,  devise  reme- 
dial changes  in  the  law  and  its  administration. 

In  order  to  highlight  the  great  responsibility  that 
is  placed  upon  the  Workmen’s  Compensation  Board, 
and  directly  upon  us  as  physicians,  who  form  so  im- 
portant a part  in  the  law’s  execution,  we  wish  to 
announce  that  in  1952  more  than  841,000  accidents 
were  reported.  The  chairman  of  the  Workmen’s 
Compensation  Board  stated  that,  of  these,  24.7  per 
cent  were  indexed  and  files  made  up  for  processing. 
Nearly  565,000  hearings  before  referees  and  the 
Board  were  held,  and  over  515,000  referees’  de- 
cisions handed  down;  160,000  medical  examinations 
by  State  medical  examiners  were  made.  Over  4,- 
600,000  individuals  were  entitled  to  benefits  under 
the  Workmen’s  Compensation  Law.  Under  the 
new  motion  calendar,  in  an  attempt  to  facilitate  the 
prompt  disposition  of  claims,  there  were  over  86,000 
adjudications. 

Many  of  the  criticisms  with  respect  to  the  adjudi- 
cation of  claims  have  to  do  with  certain  disputed 
cases,  especially  those  involving  the  head  and  back, 
and  the  difficulty  of  differentiating  between  real,  or 
objective,  and  subjective  complaints,  and  the  way 
in  which  compensation  is  paid  (and  medical  care 
rendered)  over  prolonged  periods  of  alleged  disa- 
bility in  many  cases  involving  only  “subjective” 
complaints.  One  cannot  overestimate  the  difficulty 
confronting  the  referees  and  medical  examiners  in 
this  type  of  case.  These  patients  play  an  important 
part  in  adding  to  the  total  cost  of  workmen’s  com- 
pensation. Certainly,  hi  the  solution  of  this  problem, 
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the  vast  experience  of  the  medical  profession  should 
be  available  to  the  State  authorities,  and,  above  all, 
physicians  who  treat  these  patients  should  not  be 
unmindful  of  the  great  responsibility  in  supplying 
proper  evidence  and  testimony  upon  which  decision 
must  be  predicated.  Fortunately,  there  has  been  no 
undue  criticism  of  the  medical  profession  with  re- 
spect to  the  type  and  quality  of  medical  care,  nor 
has  there  been  criticism  generally  for  the  allegedly 
high  cost  of  compensation  coverage  here  and  else- 
where. It  Should  be  borne  in  mind,  however,  that 
in  this  State  an  injured  workman  is  entitled  to  com- 
plete medical  and  hospital  care  for  so  long  as  a 
disability  requires  treatment,  which  is  determined 
only  by  the  needs  of  the  particular  injury.  At- 
tempts are  being  made,  with  the  patients’,  doctors’, 
and  employers’  consent,  to  apply  rehabilitation 
procedures  so  as  to  reduce  disability  and  more 
quickly  restore  an  injured  workman  to  full  produc- 
tive capacity.  This  may  be  costly  in  many  cases 
but,  if  properly  and  early  applied,  may  make  up  for 
the  cost  bv  decreasing  the  period  of  disability  and  in- 
creasing the  productive  capacity  of  the  injured 
worker.  It  should  be  borne  in  mind  that,  under  our 
present  system  of  free  and  unlimited  medical  care, 
there  is  placed  a tremendous  responsibility  on  the 
individual  physician,  whether  he  be  a general  prac- 
titioner or  a specialist,  and  upon  the  medical  socie- 
ties which  have  been  clothed  with  definite  disciplinary 
and  regulatory  responsibilities.  The  patient  is  en- 
titled by  law  to  all  the  medical  care  he  needs.  We 
would  not  wish  to  give  him  less,  but  the  doctor 
should  never  be  a party  to  needless  prolongation  of 
a claim. 

We  are  pleased  to  report  that  the  routine  activi- 
ties of  the  Bureau  have  been  conducted  in  a normal 
manner  throughout  the  year.  We  believe  we  have 
been  of  continued  assistance  both  to  physicians  and 
medical  societies.  We  receive  daily  by  mail  and 
telephone  many  inquiries  concerning  all  phases  of 
workmen’s  compensation  matters,  which  are  an- 
swered to  the  best  of  our  ability.  We  are  also  in 
constant  touch  with  insurance  carriers  and  em- 
ployers, representatives  of  the  Workmen's  Com- 
pensation Board,  and  other  interested  parties.  We 
have  continued  during  the  year  to  assist  physicians 
in  all  parts  of  the  State  in  the  collection  of  bills  for 
medical  services.  The  amounts  collected  have  been 
large  in  total,  and  we  are  pleased  to  commend  the  in- 
surance carriers  and  self-insurers  for  the  spirit  in 
which  they  have  entered  into  negotiations  in  the 
settlement  of  medical  bills.  This  has  resulted  in  a 
decrease  in  the  number  of  formal  arbitrations  held 
outside  of  the  four  New  York  counties  having  a popu- 
lation of  over  one  million. 

Last  year  we  stated  that  there  were  a few  in- 
surance carriers  who  made  routine  objections  to 
medical  bills.  We  have  continued  to  study  these 
instances  and  are  pleased  to  report  that  through 
closer  cooperation  with  these  carriers  the  practice 
has  been  almost  completely  abandoned,  and  objec- 
tions are  now  made  only  where  indicated. 

We  are  again  happy  to  commend  Mr.  Henry  D. 
Sayer  and  Mr.  Irving  Sofferman  of  the  Compensa- 
tion Insurance  Rating  Board  for  their  continued  co- 
operation throughout  the  year.  It  has  made  our 
contacts  with  insurance  carriers  much  easier  and 
more  effective. 

We  have  been  asked  to  take  a greater  interest  in 
the  operation  of  the  Disability  Benefits  Law  and 
shall  attempt  to  do  so  during  the  coming  year. 
We  have  already  made  certain  recommendations  for 
remedial  legislation  with  respect  to  this  law.  These 
are  in  the  hands  of  our  Legislation  Committee. 


Rehabilitation. — Our  interest  in  rehabilitation  of 
compensation  claimants  continues.  The  question 
as  to  how  to  apply  the  technics  of  total  rehabilitation 
to  less  severely  injured  persons  is  a problem.  There 
is  no  question  as  to  the  beneficial  effects  of  rehabilita- 
tion in  severely  injured  persons  or  those  suffering 
severe  disability  through  illness.  How  to  apply  the 
technics  of  modern  rehabilitation  to  the  so-called 
minor  injuries  affecting  the  extremities,  the  back, 
and  the  head,  at  a reasonable  cost,  is  part  of  the  prob- 
lem before  us.  A pilot  study  being  conducted  by  the 
Workmen’s  Compensation  Board  seems  to  be  pro- 
gressing favorably,  and  we  are  pleased  to  report  that 
Dr.  Willis  M.  Weeden,  medical  director  of  the 
Workmen’s  Compensation  Board  in  charge  of  this 
project,  has  recorded  full  cooperation  on  the  part  of 
physicians  as  well  as  of  employers  and  insurance 
carriers.  We  expect  a full  report  on  this  study  in 
the  near  future.  We  believe  that  if  the  facilities  for 
rehabilitation  are  made  available  throughout  the 
State,  we  can  count  on  the  cooperation  of  the  medical 
profession  in  referring  cases  for  such  rehabilitation  as 
cannot  be  provided  in  a physician’s  office  or  in  a 
particular  hospital.  This  cooperation  is  assured  in 
view  of  the  fact  that  the  physician  retains  his  in- 
terest in  the  patient  during  the  period  of  rehabilita- 
tion, either  in  an  institution  or  at  the  hands  of  a 
specialist. 

Fee  Schedule. — In  regard  to  the  fee  schedule  we 
reiterate  a statement  made  in  last  year’s  report,  since 
it  is  as  important  today  as  it  was  then : 

“At  the  present  time,  we  have  a number  of  press- 
ing problems,  especially  those  that  relate  to  the  fee 
schedule.  The  feeling  prevails  throughout  the 
State  and  is  confirmed  by  reports  from  local  county 
medical  societies,  through  our  committee,  that 
general  practitioners  are  not  adequately  com- 
pensated under  the  Workmen’s  Compensation  Law. 
There  is  an  insistent  demand  for  a revision  of  the 
fee  schedule  upwards,  especially  for  home,  office,  and 
hospital  visits  by  general  practitioners  and  the  fees 
for  subsequent  office  and  hospital  visits  by  special- 
ists. 

“It  should  be  pointed  out  here  that  the  May  1, 
1949,  revision  of  the  fee  schedule  reducing  specialist 
after-care  visits  from  $5.00  to  $3.00  was  effected 
without  a representative  of  the  Medical  Society 
participating  in  the  discussions  leading  to  this  re- 
duction. Numerous  questions  which  had  been  raised 
by  changes  in  the  fee  schedule  in  1947,  1948,  and 
1949  have  not  been  adequately  considered  or  an- 
swered, resulting  in  frequent  disputes  over  medical 
bills.  All  this  adds  to  the  cost  of  workmen’s  com- 
pensation administration.  We  again  urge  the  chair- 
man of  the  Workmen’s  Compensation  Board  to  give 
prompt  consideration  to  the  establishment  of  ade- 
quate fees  for  medical  service. 

“The  fees  for  various  operative  procedures  in  the 
surgical  specialities  are,  on  the  whole,  considered 
adequate  with  the  addition  of  8 per  cent  allowed  on 
May  1,  1951.  Where  fees  are  considered  inadequate 
(and  there  are  certain  special  fees  that  are  too  low), 
it  was  expected  that  local  members  of  our  committee 
would  submit  from  time  to  time  recommendations 
for  changes.  Few  specific  suggestions  have  been  re- 
ceived from  the  committees,  with  the  exceptions 
noted  above.  The  fees  for  specialists  in  physical 
therapy  are  considered  inadequate,  and  recommenda- 
tions have  recently  been  made  by  a special  group, 
not  only  for  a change  in  first  and  subsequent  office 
fees  but  for  special  procedures  carried  out  under  the 
new  rehabilitation  program.  Fees  for  assistance  in 
long  operations  are  inadequate.  These  and  other 
matters  concerning  workmen’s  compensation  ad- 
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ministration  will  be  considered  at  a meeting  of  our 
committee  to  be  held  before  the  meeting  of  the 
House  of  Delegates.  Any  further  recommendations 
will  be  submitted  in  a supplementary  report  to  the 
House. 

“All  the  medical  profession  asks  is  such  an  in- 
crease as  would  come  within  the  provisions  of  the  law 
permitting  physicians  to  charge  such  fees  for  com- 
pensation patients  as  they  now  charge  their  private 
patients  of  a like  standard  of  living.  It  should  be 
borne  in  mind  that  the  president  of  the  Medical  So- 
ciety has  indicated  to  the  chairman  of  the  Work- 
men’s Compensation  Board  that  no  general  revision 
of  the  medical  fee  schedule  was  requested.  We  were 
asking  for  an  increase  in  the  first  nine  items  of  the 
fee  schedule  covering  general  practice  fees  and  the 
restoration  of  the  So. 00  fee  allowed  to  specialists  in 
the  September  1,  1948,  fee  schedule  and  changed  to 
S3.00  in  the  May  1,  1949,  revision.  This  would  per- 
mit a fee  of  $5.00  for  all  subsequent  office  and  hos- 
pital visits  by  specialists  instead  of  the  S3. 00  fee  now 
allowed.  It  is  important  to  bear  in  mind  that  de- 
spite the  increase  allowed  in  the  fee  schedule  of  1947, 
the  figures  of  1948  made  available  by  the  insurance 
carriers  show  that  the  loss  ratio  has  not  increased. 
This  may  be  attributed  largely  to  improvements  in 
medical  practice.  We  point,  for  instance,  to  the 
antibiotics,  which  have  reduced  the  number  of  in- 
fections and  have  diminished  the  number  of  days  of 
disability  due  to  acute  infections. 

“A  large  upstate  city,  a self-insurer,  refuses  to 
comply  with  the  provisions  of  the  Workmen’s  Com- 
pensation Law,  Section  13-g,  and  no  relief  has  been 
afforded  the  physicians  of  that  city  despite  appeals 
to  the  chairman  of  the  Workmen’s  Compensation 
Board.  A similar  situation  in  New  York  City  in  the 
past  was  satisfactorily  resolved  by  the  then  Indus- 
trial Commissioner  after  an  opinion  was  handed 
down  by  the  Attorney  General  defining  the  obliga- 
tion of  the  City,  a self-insurer,  to  comply  with  the 
provisions  of  Section  13-g  concerning  payment  of 
bills  and  the  arbitration  of  disputed  bills." 

Group  Practice. — Section  6514  of  the  Education 
Law  was  amended  in  1947  by  adding  to  subdivision 
(f)  the  following: 

"Nothing  contained  in  this  chapter  shall  prohibit 
physicians  from  practicing  medicine  as  partners  nor 
in  groups  nor  from  pooling  fees  and  monies  received, 
either  by  the  partnerships  or  groups  or  bv  the  in- 
dividual members  thereof,  for  professional  services 
furnished  by  any  individual  physician,  member,  or 
employee  of  such  partnership  or  group,  nor  shall  the 
physicians  constituting  the  partnerships  or  groups  be 
prohibited  from  sharing,  dividing  or  apportioning 
the  fees  and  money  received  by  them  or  by  the  part- 
nership or  group  in  accordance  with  a partnership  or 
other  agreement;  provided  that  a certificate  of 
doing  business  under  an  assumed  name  shall  have 
been  filed  pursuant  to  Section  440  or  440b  of  the 
penal  law,  and  provided  further  that  no  such  prac- 
tice as  partners  or  in  groups  or  pooling  of  fees  or 
monies  received  or  sharing,  division  or  apportion- 
ment of  fees  shall  be  permitted  with  respect  to  medi- 
cal care  and  treatment  under  the  workmen’s  com- 
pensation law  except  as  expressly  authorized  by  the 
workmen’s  compensation  law.” 

In  our  report  last  year  we  suggested  that  if  group 
practice  is  advisable  or  necessary  in  ordinary  prac- 
tice, consideration  should  be  given  to  the  removal  of 
that  portion  of  the  amended  section  (f)  which  pro- 
hibits the  dividing  and  sharing  of  fees  for  services 
rendered  in  compensation  cases. 

The  Workmen’s  Compensation  Law  (Section  13-a) 


states  that  “nothing  in  this  chapter  shall  be  con- 
strued as  preventing  the  employment  of  a duly 
authorized  physician  on  a salary  basis  by  an  author- 
ized medical  bureau  or  laboratory.”  Section  13-c 
provides  for  the  obtaining  of  a medical  bureau  license 
by  a licensed  physician  wholly  or  principally  for  the 
diagnosis  and  treatment  of  industrial  injuries  or  ill- 
nesses. No  physician  may  obtain  a license  to  con- 
duct more  than  two  such  bureaus.  It  also  provides 
for  medical  bureau  licenses  for  employers  under  cer- 
tain conditions.  Thus,  in  fact,  a physician  may  em- 
ploy another  physician  and  collect  for  his  services 
in  a compensation  case,  but  where  there  is  a legal 
partnership  under  Section  6514f  of  the  Education 
Law,  no  sharing  of  fees  is  permitted  in  workmen’s 
compensation  cases. 

The  New  York  State  Society  of  Anesthesiologists 
has  requested  that  the  following  resolution  passed 
at  its  annual  meeting  on  December  11,  1952,  be 
considered : 

“That  fees  derived  from  compensation  cases  may 
be  divided  and  prorated  by  the  members  of  a legal 
partnership  that  has  been  registered  with  the 
County  Clerk’s  office.” 

It  is  claimed  by  them  that  two  physicians,  not 
necessarily  in  a joint  partnership  or  in  group  prac- 
tice but  having  a joint  bank  account,  deposit  their 
workmen’s  compensation  checks  in  this  account  to 
which  each  has  complete  and  unhindered  access. 
Another  circumstance  is  one  where  t wo  physicians,  one 
a surgeon  and  the  other  an  anesthesiologist,  husband 
and  wife,  deposit  checks  in  a joint  bank  account. 

It  is  recommended  that  physicians  interested  in 
group  practice  be  given  an  opportunity  to  appear  be- 
fore the  reference  committee  to  which  this  report  is 
referred  to  discuss  the  advisability  of  amending  the 
Education  and  Workmen’s  Compensation  Laws  to 
make  the  laws  uniform  so  far  as  group  practice  is 
concerned. 

Medical  Treatment  by  Hospitals. — Attention  is 
directed  to  the  Report  of  the  Council — Part  VI,  of 
the  Committee  on  Hospitals  and  Professional  Rela- 
tions, dealing  with  the  hospital  providing  medical 
care.  This  was  printed  in  the  New  York  State 
Journ  al  of  Medicine  of  May  1, 1952.  In  our  1952 
report  to  the  Council  we  also  referred  to  specific  in- 
stances under  the  Workmen’s  Compensation  Law 
where  hospitals  are  providing  medical  care  especially 
with  respect  to  anesthesia,  radiology,  pathology,  and 
physical  therapy.  We  drew  attention  to  the  fact 
that  number  19  of  the  Rules  of  Procedure  Relative 
to  Medical  and  Surgical  Care  and  Treatment  under 
the  Workmen’s  Compensation  Law,  printed  in  the 
medical  fee  schedule  and  in  the  law,  is  incorrect  in 
that  it  authorizes  hospitals,  in  addition  to  billing  for 
board  and  nursing  accommodations,  medical  and 
surgical  supplies,  and  nursing  facilities,  to  bill  for 
physiotherapy,  anesthesia,  and  pathologic  sendees. 
Reference  is  made  to  the  law  as  amended  on  May  29, 
1947.  This  amendment,  as  we  pointed  out,  refers 
only  to  voluntary  hospitals  which  are  permitted  to 
obtain  a license  to  conduct  an  x-ray  laboratory  and 
bill  for  x-ray  services  rendered  in  such  laboratory. 
There  is  no  provision  in  the  law  that  permits  hos- 
pitals to  charge  for  other  medical  services. 

Rule  14  printed  on  the  same  page  (48)  as  rule  19 
states:  “Hospitals  and  dispensaries  shall  not  oper- 
ate. a medical  bureau  or  clinic  for  the  purpose  of 
rendering  medical  care  and  treatment  in  workmen’s 
compensation  cases,  except  that  voluntary  hospitals 
may  be  licensed  by  the  chairman  to  operate  an  x-ray 
laboratory  or  bureau  for  x-ray  examination,  diagnosis, 
or  treatment  in  workmen’s  compensation  cases.” 
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This  rule  14  contradicts  rule  19  which,  in  addition 
to  x-ray  services,  permits  the  hospital  to  bill  for  the 
other  services  alluded  to.  We  have  drawn  this  mat- 
ter to  the  attention  of  the  Workmen’s  Compensation 
Board  on  a number  of  occasions,  but  apparently  the 
Board  is  basing  its  position  on  an  opinion  rendered  by 
an  assistant  attorney  general  on  February  24,  1937, 
reading: 

After  a careful  consideration  of  the  memorandum  to  the 
Industrial  Commissioner,  dated  February  5,  1937.  by  Dr. 

Kaliski I am  forced  to  the  conclusion  that  there  is 

no  clear  legislative  intent  to  bar  hospitals  from  charging 
for  x-ray,  physiotherapeutic  and  pathologic  (.laboratory) 

services No  such  clear  prohibition  as  is  contended 

for  can  be  read  into  the  act 

We  again  wish  to  draw  attention  to  the  provisions 
of  the  Workmen’s  Compensation  Law,  Section  13-f, 
which  states  that  fees  for  medical  service  shall  be 
payable  only  to  a physician  or  other  lawfully  qualified 
person.  “Hospitals  shall  not  be  entitled  to  receive 
the  remuneration  paid  to  physicians  on  their  staff 
for  medical  and  surgical  services.”  Thus  the  Work- 
men’s Compensation  Law  specifically  excludes 
hospitals  from  rendering  medical  care.  They  may 
not  obtain  a medical  bureau  license  (see  above)  as 
may  a physician  or  an  employer  for  his  place  of  em- 
ployment, clearly  indicating  the  intent  of  the  legis- 
lature to  keep  the  practice  of  medicine  in  the  hands 
of  duly  qualified  physicians.  The  whole  intent  of  the 
law  seems  to  be  that  only  a physician  can  render 
medical  care  and  be  paid  therefor.  The  intrusion 
of  hospitals  as  corporations  in  the  practice  of  medi- 
cine especially  under  the  Workmen’s  Compensation 
Law  is  clearly  interdicted,  despite  the  opinion  of  the 
Attorney  General  in  1937,  to  which  we  then  objected 
and  still  do  object  as  being  contrary  to  both  the 
letter  and  spirit  of  the  Workmen’s  Compensation 
Law.  This  matter  should  again  be  drawn  to  the 
attention  of  the  chairman  of  the  Workmen’s  Com- 
pensation Board  for  remedial  action. 

Thoracic  Surgery. — Despite  several  requests  by 
the  State  Society  for  the  establishment  of  a sub- 
specialty rating  (M-17)  for  thoracic  surgery,  the 
chairman  of  the  Workmen’s  Compensation  Board 
has  thus  far  failed  to  take  any  action  leading  to  the 
recognition  of  this  specialty.  It  is  our  opinion  that 
such  a specialty  group  should  be  recognized  and 
established  under  the  Workmen’s  Compensation 
Law.  Again  we  ask  for  appropriate  action  so  that 
this  recommendation  may  be  carried  out. 

Qualification  of  Physicians. — We  wish  again  to 
draw  attention  to  the  fact  that  the  qualification  of 
physicians  by  county  medical  societies  in  all  four 
counties  in  New  York  City  is  one  of  the  most  im- 
portant functions  under  the  Workmen’s  Compensa- 
tion Law.  There  has  been  sufficient  experience  to 
enable  county  medical  societies  to  apply  the 
standards  for  the  various  specialties  carefully,  im- 
partially, and  with  due  regard  for  the  type  of  prac- 
tice in  a particular  county.  There  has  been  a ten- 
dency on  the  part  of  the  Medical  Practice  Committee 
in  the  aforesaid  four  New  York  counties  to  de- 
mand a certificate  or  diploma  of  a specialty  board 
before  giving  a specialty  rating.  This  is  not  in  con- 
formity with  the  spirit  of  the  Workmen’s  Compen- 
sation Law  which  gives  original  jurisdiction  to  the 
county  medical  societies  and  to  the  Medical  Practice 
Committee  who  are  authorized  to  set  up  their  own 
standards  and  apply  them  to  all  applicants  for 
specialty  rating.  These  functions  were  delegated 
to  the  county  medical  societies  because  it  was  felt 
they  were  better  able,  because  of  their  professional 
contact  with  applicants,  to  evaluate  their  qualifica- 


tions as  well  as  their  moral  and  ethical  standing  in 
the  community. 

The  American  Medical  Association  has  indicated 
that  the  specialty  boards  have  gone  too  far  in  con- 
trolling and  restricting  medical  practice.  Many 
well-qualified  physicians  have  neither  the  time  nor 
the  money  to  apply  for  and  take  the  examinations, 
even  though  they  may  be  eligible  for  same.  Many 
older  physicians  have  been  trained  in  particular  hos- 
pitals, before  hospitals  provided  residency  training 
of  sufficient  length  to  enable  applicants  to  be  quali- 
fied for  specialty  board  examinations.  As  we  have 
indicated  on  many  occasions  and  again  emphasize, 
county  medical  societies,  and  we  believe  also  the 
Medical  Practice  Committee,  should  determine  a 
physician’s  qualifications  on  the  basis  of  education, 
experience,  and  training.  We  believe  the  standards 
which  we  have  established  are  the  equivalent  of 
those  of  the  majority  of  the  specialty  boards,  and  in 
applying  them  no  clear  violation  of  good  practice 
would  be  done  in  granting  a rating  to  a physician 
who  for  one  reason  or  another  did  not  take  his  board 
examinations,  but  met  our  standards.  We  again  call 
for  the  affirmation  of  these  principles. 

With  respect  to  x-ray  qualifications,  we  again 
draw  attention  to  the  fact  that  we  have  set  up  ex- 
amining committees  in  various  parts  of  New  York 
State  to  examine  physicians  who  apply  for  diagnostic 
radiologic  or  therapeutic  radiology  ratings.  No 
rating  should  be  granted  unless  the  physician  meets 
the  standards  with  respect  to  internship  and  resi- 
dency, or  long  experience  as  the  head  or  chief  as- 
sistant of  a radiology  department  of  an  accredited 
hospital  with  adequate  radiology  facilities.  All 
applicants  who  do  not  meet  these  standards  should 
be  referred  by  the  county  medical  society  to  the 
Workmen’s  Compensation  Bureau  for  examination 
which  will  be  conducted  at  the  nearest  point  to  the 
applicant’s  office.  The  metropolitan  area  committee 
on  radiology  during  1952  held  two  examinations  and 
examined  five  applicants.  These  applicants  were  re- 
ferred bv  county  medical  societies  in  the  metropoli- 
tan area.  Examination  facilities  are  available  in 
Buffalo,  Rochester,  Syracuse,  and  Albany,  and  per- 
haps can  be  made  available  in  other  cities. 

We  regret  to  announce  that  Dr.  Charles  Wads- 
worth Schwartz,  who  has  been  chairman  of  our 
Radiology  Examining  Committee  since  its  incep- 
tion, has  retired  from  the  committee  because  of  illness. 
We  wish  to  commend  Dr.  Schwartz  for  his  untiring 
service  to  the  State  Medical  Society.  Dr.  Henry  K. 
Taylor  will  act  as  chairman  of  the  committee,  which 
consists  of  Dr.  John  J.  Masterson,  Dr.  Raymond 
Lewis,  Dr.  Charles  Gottlieb,  Dr.  Ira  Kaplan,  Dr. 
William  H.  Boone,  and  Dr.  Ramsey  Spillman. 

Your  director,  in  the  pursuit  of  his  duties,  at- 
tended many  meetings  and  conferences  during  the 
year  and  cooperated  with  the  legislation  and  other 
committees  of  the  Council  in  workmen’s  compensa- 
tion matters. 

Podiatrists  Compensation  Law. — Chapter  787  of 
the  Laws  of  1952  becomes  effective  September  1, 
1953.  It  permits  podiatrists  to  treat  workmen’s 
compensation  claimants  independently  within  the 
limits  of  the  license  of  the  podiatrist  to  practice 
under  the  Education  Law.  The  new  provisions  of 
the  law  will  be  known  as  Section  13-k.  We  do  not 
believe  the  enactment  of  this  legislation  inures  to 
the  benefit  of  the  public.  It  will  probably  increase 
the  cost  of  workmen’s  compensation  administration 
and  add  to  the  cost  of  workmen’s  compensation 
coverage  in  this  State.  We  have  already  referred  to 
the  Legislation  Committee  the  mandate  of  the 
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House  of  Delegates  of  1952  to  take  steps  to  have  this 
legislation  repealed. 

The  House  of  Delegates  again  last  year  voted  to 
introduce  bills  to  restore  the  functions  of  the  county 
medical  societies  in  counties  having  a population  of 
one  million  or  more,  to  change  the  place  of  arbitra- 
tion from  the  county  in  which  the  claimant  resides  to 
the  county  in  which  the  medical  services  were  ren- 
dered, and  to  restore  the  functions  of  arbitration  in 
the  four  New  York  counties  in  which  the  medical 
practice  committee  functions.  All  of  these  matters 
have  been  referred  to  the  Legislation  Committee  for 
implementation  in  this  year’s  Legislature. 

There  is  a question  as  to  how  much  emphasis  will 
be  placed  upon  these  legislative  matters  in  the 
face  of  the  importance  of  defeating  the  chiropractic 
bill  this  year.  Your  committee  is  of  the  opinion  that 
greater  pressure  should  be  brought  to  bear  on  work- 
men’s compensation  legislation,  as  well  as  on  the 
chairman  of  the  Workmen’s  Compensation  Board  to 
cooperate  more  full}'  with  the  medical  profession  in 
this  State. 

We  refer  particularly  to  the  need  for  review  of  the 
fee  schedule  with  respect  to  disputed  items.  The 
chairman  of  the  Workmen’s  Compensation  Board 
could  clarify  the  situation  and  thereby  help  the 
medical  profession  and  the  employers  and  insurance 
carriers  facilitate  the  settlement  of  many  disputes. 
We  are  not  referring  to  increased  fees  which  are 
alluded  to  elsewhere. 

Industrial  Health  Committee. — Your  chairman 
and  director  have  participated  in  talks  before  the 
Planning  Committee  for  Medical  Policies  concerning 
the  establishment  of  a Council  Committee  on  Indus- 
trial Health.  The  plan  has  been  approved  in 
principle  by  the  Council  and  has  had  the  support  of 
the  Planning  Committee.  Although  workmen’s 
compensation  and  industrial  health  are  not  directly 
related,  there  is  a close  relationship  between  the  two. 
We  feel  that  there  should  be  a full-time  executive  in 
industrial  health,  preferably  a physician,  to  carry 
out  the  work  of  the  committee.  Last  year  our  rec- 
ommendation was  that  by  combining  the  department 
of  workmen’s  compensation  and  industrial  medicine, 
effective  economy  might  result  without  interfering 
with  the  autonomy  of  either  bureau. 

Codification  of  Workmen’s  Compensation  Law. — 

The  chairman  of  the  Workmen’s  Compensation 
Board  has  employed  an  outstanding  authority  on 
workmen’s  compensation  laws.  So  far  as  we  are 
able  to  ascertain,  no  decision  has  been  reached  as  to 
whether  the  Workmen’s  Compensation  Law  will  be 
recodified  or  needs  recodification.  The  study  is 
being  directed  to  determine  whether  recodification  is 
necessary  at  this  time.  We  are  vitally  interested  in 
the  outcome  of  this  study,  as  it  may  seriously 
affect  the  status  of  the  medical  profession  and  the 
medical  societies  under  the  Workmen’s  Compensa- 
tion Law. 

Arbitration  of  Disputed  Medical  Bills. — Fifty- 
seven  disputed  medical  bills  were  arbitrated  pur- 
suant to  Section  13-g  of  the  Workmen’s  Compensa- 
tion Law  in  various  parts  of  the  State,  excluding  the 
counties  of  New  York,  Bronx,  Kings,  and  Queens 
which  are  under  the  jurisdiction  of  the  Medical 
Practice  Committee  which  is  appointed  bv  the 
chairman  of  the  Workmen’s  Compensation  Board. 

The  money  in  dispute  in  the  57  arbitrated  cases 
amounted  to  811,361.09,  of  which  87,190.61  or  63.3 
per  cent  were  awarded  by  the  arbitration  commit- 
tees. In  33  of  the  cases  the  awards  were  for  re- 
duced amounts,  in  7 zero,  and  in  17  for  full  amounts. 


In  addition,  86  medical  bills  were  filed  for  arbitration 
and  were  withdrawn  for  such  reasons  as  bill  paid 
after  necessary  details  were  furnished,  accident  ad- 
judicated as  noncompensable,  fees  charged  not  in 
conformity  with  medical  fee  schedule.  There  was 
not  a single  case  filsd  for  arbitration  involving  alle- 
gations of  improper  transfer  of  medical  care  from 
one  physician  to  another,  on  the  part  of  any  carrier 
or  employer.  Since  the  first  arbitration  in  January, 
1937,  6,020  cases  have  been  arbitrated.  The 
amounts  totaled  8622,530.30,  of  which  S350, 772.42 
or  56.3  per  cent  were  awarded. 

Medical  Advisory  Committee  (Workmen’s  Com- 
pensation Board). — Your  chairman  and  director 
attended  several  meetings  of  the  Advisory  Com- 
mittee appointed  by  the  chairman  of  the  Workmen’s 
Compensation  Board.  This  is  a large  committee 
and  frequently  matters  of  interest  to  only  a limited 
number  of  members  are  discussed.  The  committee 
is  perhaps  too  large  to  function  effectively,  and  the 
meetings  are  infrequent.  It  would  seem  that  matters 
of  interest  to  the  medical  profession  are  infrequently 
on  the  agenda,  and  they  could  be  considered  more 
effectively  if  the  committee  were  smaller  and  mat- 
ters of  particular  interest  were  referred  to  a sub- 
committee. It  also  occurs  to  us  that  it  would  be 
advisable  to  hold  the  meetings  in  New  York  City 
rather  than  in  Albany,  whenever  possible. 

Comment. — Our  report  this  year  is  confined  to 
but.  a few  of  the  more  important  activities  of  the 
Workmen’s  Compensation  Bureau.  I wish  to  ex- 
press my  sincere  thanks  to  the  director  of  the  Bu- 
reau, Dr.  David  J.  Kaliski,  for  his  continued  as- 
sistance and  cooperation  during  the  year  as  for  the 
past  eighteen  years.  His  expert  knowledge  of  the 
subject  of  workmen’s  compensation  and  his  wide 
acquaintance  with  leaders  and  workers  in  the  entire 
field  of  workmen’s  compensation  and  the  high  regard 
in  which  he  is  held  are  of  inestimable  assistance  to 
us. 

Your  director  again  highly  commends  the  clerical 
staff,  Miss  Elizabeth  H.  Wheeler  and  Miss  Alice  E. 
Wheeler,  for  their  efficient  work  and  loyal  support  of 
the  Bureau  during  the  year.  Without  their  assist- 
ance the  Bureau  could  not  have  accomplished  the 
huge  amount  of  work  it  has  had. 


PART  XI 


Publication 

The  Publication  Committee  for  the  current  year 
consisted  of  the  following: 

John  J.  Masterson,  M.D.,  Chairman Brooklyn 

Walter  P.  Anderton,  M.D New  York  City 

Laurance  D.  Redwav,  M.D Ossining 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

The  composition  of  the  committee  is  in  accord- 
ance with  a resolution  of  the  House  of  Delegates 
and  includes  the  editor,  the  secretary,  the  treasurer, 
and  a member  of  the  Board  of  Trustees.  Upon 
the  retirement  of  Dr.  George  W.  Kosmak  in  June, 
1952,  to  the  position  of  editor  emeritus,  Dr.  Laurance 
D.  Redway  was  appointed  editor  of  the  Journal, 
and  the  position  of  assistant  editor  was  not  then 
filled.  For  this  reason  the  committee  has  lacked 
one  member  of  the  total  number  designated  by  the 
House  of  Delegates.  However,  in  January,  1953, 
Dr.  Norman  S.  Moore,  of  Ithaca,  was  proposed 
by  the  Publication  Committee  and  confirmed  by  the 
Council  to  be  assistant  editor. 
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Meetings  of  the  Publication  Committee  have  been 
held  monthly  throughout  the  year,  except  in  August. 
At  many  of  the  regular  meetings  the  president  and 
the  president-elect  have  been  in  attendance,  ex 
officio.  Many  questions  affecting  the  publication 
and  contents  of  the  Journal  and  the  Directory  have 
been  discussed,  and  reports  have  been  made  to  the 
monthly  meetings  of  the  Council. 

Mr.  Thomas  E.  Alexander,  business  manager,  has 
provided  information  and  valuable  technical  and 
accounting  assistance  at  all  of  the  meetings  of  the 
committee. 

It  should  be  noted  that  immediately  following  the 
Annual  Meeting  in  1952,  the  offices  of  the  Society 
were  moved  to  386  Fourth  Avenue.  The  transfer 
of  essential  files  and  records  and  the  shift  of  per- 
sonnel from  ope  locality  to  another  was  accomplished 
smoothly.  This  move  occurred  at  a time  when  the 
great  volume  of  material  from  the  Annual  Meeting 
awaited  cataloguing  and  editing.  In  addition,  the 
issues  of  the  Journal  for  the  months  of  June  and 
July  were  in  process  of  make-up  and  final  checking. 
It  is  to  the  great  credit  of  the  office  staff  and  the 
personnel  of  the  Journal  office  that  there  was  no 
delay  in  publication. 

The  Publication  Committee  had  many  problems 
to  consider  as  a result  of  the  moving  and  reassign- 
ment of  space. 

Journal. — The  Journal  has  appeared  uninter- 
ruptedly in  24  issues  throughout  the  year,  including 
a supplement,  Part  II  of  the  issue  of  September  1, 
1952,  containing  the  minutes  of  the  House  of  Dele- 
gates. 

The  editor  emeritus,  Dr.  George  W.  Kosmak, 
rendered  invaluable  assistance  to  the  new  editor  dur- 
ing the  summer  with  respect  to  the  papers  from  the 
Annual  Meeting,  for  which  he  assumed  editorial 
responsibility.  In  recognition  of  his  long  and 
distinguished  career  as  editor  of  the  Journal,  Dr. 
Kosmak  was  presented  with  a scroll  reciting  the  ap- 
preciation of  the  Medical  Society  of  the  State  of 
New  York,  and  the  Council,  on  recommendation  of 
the  Publication  Committee,  created  the  office  of 
editor  emeritus  of  the  Journal  for  the  first  time  in 
the  history  of  our  publication. 

It  should  be  pointed  out  that  during  the  year  there 
have  been  increases  in  the  costs  of  printing  and  in 
the  cost  of  paper.  Heavier  stock  than  formerly  is 
now  used  throughout  the  Journal,  with  gratifying 
results  in  the  improved  reproduction  of  half-tone 
illustrations  and  the  reproduction  of  both  black  and 
white  and  color  in  the  advertising  section.  It  should 
be  further  pointed  out  that  the  Society  has  no  con- 
trol over  increased  costs  of  printing  and  paper. 
The  careful  editing  of  all  manuscripts  by  the  Jour- 
nal staff  has  kept  authors  corrections  to  a mini- 
mum, thus  effecting  large  savings  in  this  expensive 
item. 

The  Journal  was  privileged  in  1952,  through  the 
Subcommittee  on  Cancer  of  the  Council  Committee 
on  Public  Health  and  Education,  to  obtain  a series 
of  articles  by  distinguished  writers  on  the  early  diag- 
nosis and  treatment  of  cancer.  With  the  cooper- 
ation of  the  American  Cancer  Society  and  the  Bu- 
reau of  Cancer  Control  of  the  New  York  State  De- 
partment of  Health,  the  Journal  has  been  able  to 
illustrate  these  articles  superbly,  by  the  use  of  four- 
color  inserts.  This  series  marks  the  first  time  that 
illustrations  in  color  in  our  text  have  been  made 
possible.  The  usefulness  of  this  series  of  articles 
to  the  general  practitioner,  by  reason  of  the  excel- 
lence of  the  color  illustrations,  is  immeasurably  en- 
hanced. 


In  addition,  the  Journal  has  been  privileged  to 
carry  a symposium  on  blood  as  a result  of  the  first 
meeting  in  scientific  session  of  the  Blood  Banks 
Association  of  New  York  State. 

In  addition  to  performing  the  work  of  the  editorial 
office  in  as  efficient  a manner  as  possible,  the  Jour- 
nal staff  has  cooperated  with  other  departments  of 
the  Society  in  answering  inquiries  for  information. 
Telephone  inquiries  from  members  of  the  Society, 
from  authors,  and  from  various  agencies  constitute 
a considerable  volume  of  daily  traffic  which  must  be 
handled  in  addition  to  the  usual  editorial  work.  In 
September  the  editorial  staff  lost  the  efficient  serv- 
ices of  Mrs.  Anne  G.  Colahan,  but  was  fortunately 
able  to  engage  Miss  Frances  E.  Casey,  who  had  pre- 
viously worked  with  the  Journal.  Miss  Evelyn 
Kossoff  has  replaced  Mrs.  Colahan,  under  the  direc- 
tion of  Miss  Alvina  Rich  Lewis,  assistant  to  the 
editor.  Miss  Lewis,  during  the  Annual  Meeting, 
worked  with  the  House  of  Delegates,  editing  resolu- 
tions and  reports  of  reference  committees,  with  spe- 
cial attention  to  resolutions  for  the  annual  conven- 
tion of  the  A.M.A.  The  Journal  editorial  staff  de- 
serves great  commendation  for  the  smoothness  and 
efficiency  with  which  the  change  in  location  was  ac- 
complished without  interruption  to  the  orderly  con- 
duct of  production  work  on  the  Journal  and  on  the 
minutes  of  the  House  of  Delegates  which  had  to  be 
done  during  a very  hot  and  humid  period. 

The  associate  editorial  staff  has  been  enlarged. 
Studies  are  being  undertaken,  looking  to  a revision 
of  the  Journal,  both  as  to  arrangement  of  cover  and 
contents. 


Statistical  Report,  1952 
The  following  report  of  the  work  of  the  editorial 
office  of  the  New  York  State  Journal  of  Medi- 
cine is  presented  for  the  year  1952.  Comparative 
statistics  are  given  for  1950  and  1951. 

In  1952,  there  were  24  issues  and  1 supplement, 
totaling  3,200  pages,  as  against  3,052  pages  in 
1951.  The  issues  were  divided  as  follows: 


8 issues  of  112  pages 
10  issues  of  128  pages- 
5 issues  of  144  pages 

1 issue  of  176  pages  (April  1,  Convention) 

1 supplement,'  128  pages 

During  1952,  a total  of  440  articles  was  sub-, 
mitted,  of  which  53,  or  12  per  cent,  were  rejected. 
This  compares  with  tfie  two  previous  years  as  follows: 


1950  1951 

Number  of  articles 
submitted  521  420 

Number  rejected  93  82 

Per  cent  rejected  18.0  19.5 


1952 


440 

53 

12.0 


It  should  be  pointed  out  that  many  manuscripts, 
rejected  for  publication,  were  revised  and  rewritten 
by  the  authors  ac co/ding  to  suggestions  of  the  edi- 
tor. and  were  subsequently  accepted  for  publication. 

As  of  the  issue  of  February  15,  1953,  all  of  the 
papers  from  the  1952  Annual  Meeting  will  have 
been  published.  In  1952,  all  the  Annual  Meeting 
papers  had  been  published  bv  the  issue  of  February 
1.  Of  the  440  papers  submitted  in  1952,  114  were 
from  the  Annual  Meeting. 

There  were  667  authors  represented  in  the  423  arti- 
cles published  in  1952,  as  compared  with  650  authors 
in  354  articles  in  1951.  Seven  conferences  on  ther- 
apy were  published  in  1952,  and  2 in  1951. 

Reprint  orders:  1952 — 395,  1951 — 372. 

Comparative  statistics  follow: 
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1950 

1951 

1952 

Total  number  pages 

3,124 

3.052 

3.200 

Text  pages 

1 .936 

1.880 

1.966 

Advertising  pages  (to  which 

should  be  added  covers 

and  inserts) 

1.188 

1,168 

1,106 

Number  articles  submitted 

521 

420 

440 

Number  articles  published 

399 

354 

423 

Number  authors  represented 

641 

650 

667 

Pages  scientific  text 

1.238 

1.219 

1,299 

Pages  features 

390 

382 

42S 

Pages  editorials 

124 

83 

107 

Pages  annual  reports,  etc. 

115 

96 

136 

House  of  Delegates  Minutes 

116 

100 

128 

Special  note  should  be  taken  of  the 

increase  in  the 

number  of  articles  published,  as  well  as  the  increase 
in  total  pages  and  in  text  pages. 


An  analysis  of  the  text  pages  lor  1952  follows: 


Scientific  articles 

1,219 

292  articles 
105  case  reports 
19  special  articles 
7 Conferences  on  Therapv 

Editorials 

47 

Editorial  comment 

14 

President’s  Page  (8) 

16 

Facts  About  Nutrition 

2 

Developments  in  Public  Health 

3 

Cancer  Diagnosis — (Plus  4 color  inserts) 

25 

Medical  Care  Insurance 

8 

Workmen’s  Compensation 

3 

Correspondence 

18 

Medical  News 

57 

Necrology 

39 

Books 

55 

Woman’s  Auxiliary 

3 

Council  Minutes 

75 

Annual  Reports  and  Annual  Meeting 

Information 

136 

Indexes 

28 

Physicians’  Home 

1 

District  Branches 

8 

Film  Reviews 

1 

State  Society  officers 

72 

County  Society  officers 

12 

Table  of  Contents 

48 

• Approximately  160  medical  journals  and  periodi- 
cals are  received  in  the  editorial  office  and  are  avail- 
able for  examination  and  study.  After  these  are  held 
for  three  months,  they  are  sent  to  the  Library  of  the 
Medical  Society  of  the  County  of  Kings. 

For  each  issue,  54  page  proofs  of  the  editorial  sec- 
tion are  distributed  to  editors  of  medical  journals 
and  selected  newspapers. 

Financial  Statement 

Income 


Advertising 
Cash  subscriptions 
Other 

$210,836 
• 2,637 

1,112 

$214,585 

Expenditures 

Printing,  paper,  and 
postage 

Advertising  expenses 
Editorial  expenses 
Sundry  expenditures, 

supplies,  etc. 

$128,337 

52,105 

29.569 

17.040 

227,051 

Loss  before  dues  allocation 
Dues  allocation 

$ 12,466 
57,917 

Final  net  income 

$ 45,451 

Each  year  a portion  of  the  dues  received  from 
members  is  allocated  to  the  Journal.  Before  such 
allocation,  the  Journal  suffered  a loss  of  $12,466. 
After  allocation,  a net  income  of  $45,451  remained. 
Net  income  for  1951  was  $59,752.  The  year  1952, 
therefore,  showed  a net  decrease  in  income  of  $14,- 
301. 

Directory. — The  1953  issue  of  the  Directory  is  in 
press  and  is  expected  to  be  delivered  to  the  member- 
ship about  June  of  this  year.  In  accordance  with 
resolutions  of  the  House  of  Delegates,  certain  gen- 
eral information  contained  in  the  previous  issue  is 
omitted.  A printed  notice  to  the  membership  to 
retain  the  1951  volume  for  reference  to  the  omitted 
general  information  will  be  in  each  copy  of  the  cur- 
rent issue,  and  an  editorial  to  the  same  effect  will  be 
printed  in  the  Journal  in  advance  of  delivery  of  the 
Directory. 

As  of  December  31,  1952.  1,846  copies  of  the  1951 
volume  have  been  sold.  There  were  on  hand,  as  of 
the  same  date,  1 ,676  copies.  In  order  to  avoid  over- 
printing and  binding  of  the  new  issue,  the  1953  print 
order  has  been  reduced  to  26,000  volumes.  Ex- 
pense of  overprinting  and  binding  has  thus  been  kept 
to  a minimum. 


History  of  the  Medical  Society  of  the  State  of 
New  York. — Progress  has  been  made  in  formulating 
an  outline  and  method  of  procedure  for  the  compi- 
lation of  material  and  the  writing  of  the  history  of  the 
Medical  Society  of  the  State  of  New  York  for  publi- 
cation prior  to  the  sesquieentennial  in  1957.  The 
Publication  Committee,  at  the  request  of  the  Coun- 
cil, has  designated  a subcommittee  lor  this  purpose, 
consisting  of  Dr.  Laurance  D.  Redway,  editor,  Dr. 
Frederic  Zeman,  associate  editor,  and  Dr.  George 
W.  Kosmak,  editor  emeritus. 

The  plan  of  procedure  consists  of  instituting  a new 
department  in  the  Journal  to  commence  shortly 
under  the  heading  “History  of  Medicine  in  New  York 
State.”  In  this  department,  from  time  to  time,  will 
be  published  contributions  on  this  subject,  to  be 
solicited  from  various  sections  of  New  York  State 
and  in  cooperation  with  the  Session  on  the  History 
of  Medicine  of  the  Society. 

The  second  part  of  the  program  consists  of  review- 
ing the  older  histories  of  Walsh,  the  Archives  of  the 
Medical  Society  of  the  State  of  New  York,  and  the 
New  York  State  Medical  Association.  In  this  re- 
view as  much  of  the  older  material  will  be  retained 
as  seems  accurate,  and  an  attempt  will  be  made  to 
add  to  it  from  the  available  source  material. 

It  is  contemplated  by  the  subcommittee  that  a 
brochure  will  eventually  be  compiled  which  will  be 
a short,  readable,  narrative  history.  The  second 
part  of  the  brochure  will  consist  of  the  officers  of 
the  Association  from  its  inception  in  1807,  and  a 
third  section  will  consist  of  a bibliography  of  the 
source  material. 

It  is  requested  that  the  House  of  Delegates  ap- 
prove this  procedure  in  order  that  the  subcommittee 
may  commence  its  work  and  prepare  an  estimate  of 
probable  cost  in  time  for  the  preparation  of  the 
19.54  budget. 

Comment — The  Publication  Committee  wishes 
to  commend  the  editor  of  the  Journal,  Dr.  Laur- 
ance D.  Redway,  for  the  efficiency  and  enthusiasm 
with  which  he  has  assumed  the  work  and  responsibil- 
itiesof  hisposition.  Under  his  editorship,  the  Jour- 
nal continues  its  valuable  service  to  the  medical  pro- 
fession of  New  York  State. 

The  Publication  Committee  is  appreciative 
of  the  careful  and  faithful  sendees  of  the 
personnel  of  the  production  staffs  of  the  Journal 
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and  Directory  and  of  the  business  manager 
of  these  publications,  Air.  Thomas  E.  Alexander. 
The  committee’s  appreciation  is  also  extended  to  the 
advertising  representatives,  Air.  Charles  L.  Bald- 
win, Jr.,  Mr.  James  M.  Kelley,  Air.  Joseph  Alul- 
laney,  and  Air.  John  A.  Bassett,  Pacific  Coast  repre- 
sentative. Their  work  in  soliciting  advertising  de- 
serves the  highest  commendation,  as  a glance  at  the 
record  shows.  The  meticulous  work  of  Aliss  Grace  I. 
West,  who  supervises  the  make-up  of  advertising 
copy,  deserves  the  highest  praise.  The  quality  of 
her  work  has  never  varied  during  the  many  years 
of  her  service  to  the  publications  of  the  Society. 
Appreciation  is  also  extended  to  Aliss  Camille  Alarra, 
secretary  to  the  advertising  representatives. 

Aliss  Alvina  Rich  Lewis,  formerly  production  edi- 
tor of  the  Journal  and  now  assistant  to  the  editor, 
has  performed  her  increased  duties  and  carried  her 
growing  responsibilities  with  faithfulness  and  great 
energy.  In  full  charge  of  the  make-up  of  the 
Journal,  she  has  at  the  same  time  initiated  and 
carried  out  a training  program  for  her  assistants 
and  assumed  cheerfully  much  of  the  routine  cor- 
respondence of  the  office,  arranged  interviews  with 
authors,  handled  the  daily  telephone  traffic,  and  has 
supervised  the  accession  and  disposition  of  manu- 
scripts with  great  accuracy  and  expedition.  Aliss 
Kossoff  and  Aliss  Casey  have  also  done  their  work 
creditably  and  with  enthusiasm. 

It  is  to  be  noted  that  all  papers  from  the  annual 
meeting  of  each  year  are  now  usually  published  by 
the  end  of  the  following  February.  This  has  been 
possible  by  reason  of  the  excellent  procedure  insti- 
tuted by  Dr.  George  W.  Kosmak  and  carried  out  by 
Aliss  Doris  K.  Dougherty,  assistant  to  the  secretary, 
Dr.  Walter  P.  Anderton,  and  the  Journal  office, 
whereby  annual  meeting  papers  are  promptly  re- 
ceived and  accessioned,  are  made  rapidly  available 
to  the  editor,  and  processed  for  the  printer. 

The  appreciation  of  the  Publication  Committee 
is  extended  to  Aliss  Doris  K.  Dougherty,  and  to 
Aliss  Janet  Loy,  Aliss  Eileen  Carmody,  and  Airs. 
Evelyn  De  Alarco  of  the  Directory  staff,  for  their 
unfailingly  helpful  assistance. 

In  conclusion,  the  Publication  Committee  desires 
to  recommend  to  the  House  of  Delegates  the  con- 
tinuation of  the  Publication  Committee  as  consti- 
tuted under  its  original  resolution  of  1941.  The 
original  resolution  named  the  editor,  literary  editor, 
secretary,  treasurer,  and  a member  of  the  Board 
of  Trustees  to  constitute  the  Publication  Committee. 
It  is  further  recommended,  in  view  of  the  fact  that 
we  no  longer  have  a literary  editor,  that  the  assistant 
editor  be  a member  of  the  Publication  Committee; 
also,  it  is  recommended  that  the  editor  emeritus,  Dr. 
George  W.  Kosmak,  be  a member  of  the  Publication 
Committee. 

Public  Relations 

In  accordance  with  amendments  to  the  Constitu- 
tion and  Bylaws  the  Council  Committee  on  Public 
Relations  has  been  enlarged  to  include  a chairman 
and  nine  members.  The  name  of  the  Public  Rela- 
tions Bureau  has  been  changed  to  the  Public  and 
Professional  Relations  Bureau.  The  committee  con- 


sists of  the  following: 

Floyd  S.  Winslow,  AI.D.,  Chairman Rochester 

Walter  Cane,  AI.D Hempstead 

Charles  S.  Lakeman,  AI.D Rochester 

David  H.  AlacFarland,  AI.D Utica 

John  C.  AlcClintoek,  AI.D Albany 

Henry  E.  AlcGarvey,  AI.D Bronxville 

John  D.  Naples,  AI.D Buffalo 

Cornelius  F.  Ryan,  AI.D Oneonta 


George  Schwartz,  AI.D Bronx 

Edward  Siegel,  AI.D Plattsburg 


Public  Relations  Staff. — Four  field  men  continued 
the  public  relations  program  in  1952,  under  the 
supervision  of  Air.  Frederick  W.  Aliebach,  director. 
They  covered  the  following  territories:  Air.  Town- 
send Brown,  Fifth  and  Sixth  District  Branches; 
Air.  A.  Carl  Alessinger,  Seventh  and  Eighth  District 
Branches;  Air.  Alartin  J.  Tracey,  Second  and  Fourth 
District  Branches,  and  Air.  Thomas  E.  Walsh,  Third 
and  Ninth  District  Branches.  The  First  District 
Branch  societies  were  covered  by  special  assignment. 

General  Public  Relations  Program. — Emphasis 
during  1952  was  changed  from  a direct  attack  on 
proponents  of  socialized  medicine  to  the  development 
of  a positive  plan  of  improving  public  relations  for 
the  medical  profession.  The  fight  against  com- 
pulsory health  insurance,  however,  was  by  no  means 
abandoned.  Through  the  field  representatives,  the 
Newsletter,  and  other  means,  the  county  medical  so- 
cieties and  individual  physicians  were  kept  aware 
of  the  necessity  ever  to  be  on  the  alert  for  sudden 
changes.  They  were  kept  abreast  of  developments 
that  occurred  and  were  urged  to  take  appropriate 
action.  Evidence  that  public  interest  in  the  National 
Education  Campaign  was  still  alive  was  found  in  the 
many  requests  for  literature.  The  majority  came 
from  students  interested  in  debating  the  compulsory 
health  insurance  issue.  The  positive  public  rela- 
tions program,  promoted  in  large  part  by  the  field 
representatives’  personal  visits  to  county  societies, 
was  designed  to  achieve  the  following  objectives: 

1.  To  gain  the  support  of  the  public  and  to  culti- 
vate a favorable  attitude  toward  the  individual  doc- 
tor and  his  State  and  county  medical  society. 

2.  To  resist  a drift  toward  socialism,  such  as  pro- 
posals to  adopt  a system  of  national  health  insur- 
ance, and  to  promote  instead  voluntary  prepayment 
health  insurance. 

3.  To  develop  constantly  improving  relation- 
ships between  physician  and  patient. 

4.  To  stimulate  and  encourage  county  medical 
societies  to  work  closely  with  the  State  Society  in 
the  development  of  effective  public  relations. 

Ample  evidence  that  these  objectives  were  success- 
fully achieved  is  presented  hereafter.  There  were 
three  basic  public  service  projects  at  the  county 
level  that  continued  to  be  of  major  interest:  the 
mediation  committees,  emergency  medical  call 
services,  and  medical  economics  bureaus. 

As  a means  of  evaluating  the  current  status  of 
mediation  committees  and  emergency  medical  call 
services,  the  Bureau  prepared  a special  chart,  a map 
of  New  York  State  indicating  which  county  medical 
societies  had  emergency  call  service  only,  mediation 
committee  only,  or  both.  Brought  up  to  date  at 
the  time  of  this  report,  the  chart  shows  mediation 
committees — 51,  comitia  minora  or  board  of  censors 
acting  as  mediation  committees — 5,  total — 56; 
emergency  call  services — 54.  In  addition,  several 
other  counties  are  planning  either  or  both.  It  is  to 
be  borne  in  mind,  however,  that  in  some  areas,  be- 
cause of  physical  territorial  conditions,  these  public 
services  may  be  impractical  or  unnecessary. 

A comparison  with  conditions  existing  at  the  same 
time  last  year  shows  a fine  record  of  improvement. 
There  are  four  more  mediation  committees  in  oper- 
ation today  than  a year  ago,  since  47  were  in  exist- 
ence then.  Seven  more  plans  are  functioning  to 
answer  emergency  calls.  There  were  also  47  emer- 
gency call  services  last  year. 

In  addition  to  the  promotion  of  the  establishment 
of  these  public  services,  great  emphasis  was  placed 
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on  the  need  for  publicizing  these  projects.  In  some 
instances,  there  were  mediation  committees  which 
were  unknown  to  the  public  because  they  had  never 
been  announced  in  the  press.  Through  the  field 
men  and  special  communications  from  your  chair- 
man, many  groups  were  persuaded  to  publicize  such 
committees  in  the  interest  of  good  public  relations. 
Steps  were  taken  to  have  summary  reports  of  emer- 
gency call  services  publicized  by  the  county  societies. 
This  procedure  reminded  the  public  of  the  existence 
of  these  services  and  served  to  keep  the  emergency 
call  service  project  a live  and  functioning  activitv 
throughout  the  State. 

The  medical  economics  bureaus,  of  necessity,  did 
not  grow  as  fast.  This  was  to  be  expected  because 
of  the  need  for  adequate  funds  to  launch  such  pro- 
jects. Several  counties,  nevertheless,  are  seriously 
considering  starting  such  bureaus,  either  alone  or 
in  combination  with  other  county  medical  societies. 
The  Medical  Society  of  the  County  of  Xew  York, 
however,  actually  launched  its  bureau  on  Februarv 
1 . This  brings  to  five  the  number  of  counties  in 
which  medical  economics  bureaus,  established  to 
collect  delinquent  bills  on  a sound  public  relations 
basis,  are  now  being  operated. 

Besides  encouraging  the  county  medical  societies 
in  launching,  continuing,  and  reviving,  where  neces- 
sary, public  service  projects,  the  Bureau  through  its 
field  men  and  director  assisted  the  societies  in  ways 
too  numerous  to  detail.  In  one  instance,  the 
Bureau  lent  aid  through  its  field  man  to  the  prepa- 
ration and  publicizing  of  a county  society’s  hundredth 
anniversary.  In  another,  the  director  participated 
in  a county  society  panel  discussion  on  public  rela- 
tions. 

Citizens’  Health  Education  Campaign. — Begin- 
ning in  early  fall  and  continuing  through  the  legisla- 
tive session,  the  Public  and  Professional  Relations 
Bureau  diverted  its  activities  from  its  normal  public 
relations  program.  All  the  Bureau’s  facilities,  as 
far  as  possible,  from  the  director  to  the  secretarial 
staff,  were  concentrated  on  the  successful  promotion 
of  the  Citizens’  Health  Education  Campaign  to 
educate  the  public  in  the  evils  of  cult  practices. 

From  the  outset,  a close  relationship  was  main- 
tained between  your  committee,  its  Bureau,  the 
Citizens’  Health  Education  Committee,  and  the 
Executive  Officer.  Xumerous  conferences  were  held 
to  plan  and  earn,-  out  the  necessary  projects.  The 
success  that  already  has  been  attained,  as  shown  by 
the  public  reaction  and  comments  from  other  groups, 
is  due  to  the  fact  that  all  parties  concerned  gave 
themselves  unsparingly  to  the  task  before  them. 

The  undertaking  of  the  Citizens’  Health  Educa- 
tion Campaign  made  it  necessary  for  the  field  men 
to  assume  additional  duties.  Besides  covering  their 
regular  territories  and  normal  duties  as  far  as  was 
possible,  they  were  given  special  assignments  at  the 
Bureau’s  headquarters.  Mr.  Brown  was  given  the 
job  of  contacting  the  numerous  organizations  in  the 
State  which  could  be  of  assistance  in  the  campaign. 
Mr.  Messinger  and  Mr.  Tracey  took  over  many  of 
the  writing  assignments  necessary'  in  such  an  activ- 
ity. Mr.  Walsh  was  responsible  for  getting  the 
cooperation  of  the  Woman’s  Auxiliary  and  the 
Speakers  Bureau. 

The  first  objective  was  the  preparation  of  a de- 
tailed plan  of  action  to  be  carried  on  by  the  county 
medical  societies.  This  plan  was  attractive! v set 
forth  in  a “Working  Kit  for  a Public  Education  Cam- 
paign Concerning  the  Dangers  of  Cults,  Quacks  and 
Chiropractors.”  This  kit,  prepared  for  the  guid- 
ance of  county  society'  presidents  and  local  Citizens’ 


Health  Education  Committee  members,  also  con- 
tained 13  items  of  materials,  such  a«  sample  speeches, 
suggested  news  releases,  suggested  resolutions,  and  a 
report  to  the  Xew  Jersev  State  Legislature  on  chiro- 
practic. A total  of  600  kits  was  prepared  and 
mailed  out  by  the  Bureau. 

The  second  objective  was  the  appointment  of 
“live-wire”  Citizens'  Health  Education  Committees 
by  county  . societies.  This  was  accomplished 
through  special  letters  prepared  for  Dr.  Kenney’s 
signature  and  mailed  to  county  groups  and  by  per- 
sonal visits  by  the  field  men.  Much  time  and  effort 
was  expended  in  keeping  the  county  groups  alert 
and  active.  As  a special  means  of  accomplishing 
this,  a campaign  bulletin  was  mailed  each  week. 

One  of  the  most  important  events  in  the  campaign 
was  the  meeting  held  at  the  Ten  Eyck  Hotel  in 
Albany,  Xovember  19.  Working  closely  with  the 
Citizens’  Health  Education  Committee,  headed  by 
Dr.  Kenney,  the  entire  Public  and  Professional  Rela- 
tions Bureau  staff  spent  many  days  in  preparing  for 
the  meeting.  Representatives  from  38  county- 
medical  societies  and  the  nine  district  branches  of 
the  Woman’s  Auxiliary  attended  this  first  public 
meeting  held  early  in  the  campaign.  The  latest 
tabulations  show  that  every  one  of  the  61  county- 
medical  societies  has  appointed  Citizens’  Health 
Education  Committees  with  a total  membership  of 
268. 

This  meeting  was  featured  on  the  first  page  of  the 
December,  1952,  issue  of  the  Newsletter.  The  story, 
illustrated  by'  a two-column  picture,  headlined 
“Broad  Program  to  Oppose  Licensure  of  Cultists 
Outlined  for  County-  Representatives  at  Albany,” 
was  the  main  item  in  the  issue  devoted  exclusively 
to  the  campaign.  All  through  the  campaign  the 
Newsletter  constantly-  brought  home  the  campaign 
to  the  societies’  members  through  stories,  open 
letters,  and  order  blanks. 

The  next  step  was  the  activation  of  the  Woman’s 
Auxiliary  in  cooperation  with  Mrs.  Harry  I.  Xorton, 
president,  and  Mrs.  Michael  Slovak,  Citizens’ 
Health  Education  Committee  chairman.  Special 
materials,  such  as  “It’s  Your  Health,  Too,”  were 
prepared  for  the  Auxiliary’s  guidance  by  Mr.  Walsh. 
Xumerous  communications  were  also  prepared  for 
the  signatures  of  Dr.  Kenney,  Mrs.  Xorton,  and 
Mrs.  Slovak.  These  were  sent  to  all  Citizens’ 
Health  Education  Campaign  leaders  to  keep  them 
informed  of  developments  and  to  spur  them  on  to 
greater  activities. 

With  the  groundwork  laid,  there  were  three  fields 
of  opinion  that  had  to  be  reached.  These  were  the 
public,  the  press,  and  the  legislators. 

Realizing  the  need  for  an  attractive,  simple 
pamphlet  that  would  present  the  truth  about  chiro- 
practic to  the  man-on-the-street,  a special  pamphlet 
was  prepared.  Four  hundred  thousand  copies  of 
this  pamphlet,  entitled  “What  Price  Your  Life?,” 
were  published  and  distributed  without  charge  to 
anyone  requesting  copies.  The  initial  step  in  pro- 
moting this  popular  piece  was  the  mailing  of  more 
than  23.000  copies,  with  an  appropriate  accompany- 
ing letter,  to  all  members  of  the  State  Society.  The 
letter  and  accompanying  order  card  invited  the 
members  to  order  quantity-  supplies  without  cost. 
An  indication  of  the  favorable  reaction  to  this 
pamphlet  was  an  order  for  7,000  copies  from  the 
Xew  York  State  Pharmaceutical  Association  and 
an  order  for  4.000  copies  from  Sheffield  Farms  Com- 
pany, Inc.  One  thousand  copies  were  distributed 
at  the  annual  meeting  of  the  First  District  of  the 
Dental  Society  of  the  State  of  Xew  York. 
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Two  pamphlets  used  in  previous  years  were  also  in 
popular  demand.  Numerous  requests  were  re- 
ceived for  the  34,000  copies  of  “Myth  and  Menace” 
and  the  35,000  copies  of  “Medicine  Men  and  Men 
of  Medicine”  which  the  Bureau  made  available  for 
distribution,  without  charge. 

One  segment  of  the  general  public  that  received 
special  attention  was  that  consisting  of  prominent 
persons,  considered  to  be  opinion  leaders  in  their 
communities.  As  a means  of  reaching  this  group, 
a special  pamphlet  entitled  “Science  vs.  Chiroprac- 
tic” was  given  wide  circulation  among  selected  indi- 
viduals. This  pamphlet,  prepared  by  the  Public 
Affairs  Committee,  Inc.,  a nonprofit  educational  re- 
search organization,  is  an  objective  analysis  of  chiro- 
practic by  a nonmedical  group  which  consulted 
Citizens’  Health  Education  Committee  and  others 
while  gathering  materials  for  the  booklet.  One  hun- 
dred thousand  copies  of  this  pamphlet  were  pur- 
chased and  distributed  to  opinion  leaders  in  special 
mailings  and  made  available  generally  to  any  groups 
or  individuals  interested  in  the  work. 

The  press  was  the  object  of  a special  campaign. 
Several  releases  were  sent  to  editors  in  all  parts  of 
the  State,  announcing  the  start  of  the  campaign 
and  covering  various  aspects  as  the  campaign  de- 
veloped. One  special  project  was  a release  signed 
bv  the  deans  of  various  medical  schools  in  New  York 
State  condemning  chiropractic.  For  the  purpose  of 
obtaining  editorial  comment,  copies  of  “What  Price 
Your  Life?”  and  “Science  vs.  Chiropractic”  were 
sent  to  editors  in  separate  mailings.  As  a follow- 
up, special  editorial  materials  were  sent  to  each 
Citizens’  Health  Education  Committee  chairman, 
who  was  requested  to  visit  local  editors  for  the  pur- 
pose of  obtaining  editorial  support  through  use  of 
the  materials.  The  appearance  of  favorable  edi- 
torial comments  in  the  press  indicated  that  this  plan 
of  action  might  have  been  responsible  for  such  help- 
ful publicity. 

The  first  step  in  approaching  the  State  legislators 
was  the  mailing  of  “Science  vs.  Chiropractic”  to 
each  of  the  206  assemblymen  and  senators  in  the 
Legislature.  A covering  letter  outlined  the  action 
of  the  1952  House  of  Delegates,  calling  for  a program 
to  educate  the  people  and  reaffirming  its  uncom- 
promising opposition  to  chiropractic  licensure.  The 
pamphlet,  accompanied  by  an  appropriate  letter 
from  Dr.  Kenney,  also  was  sent  to  the  Governor, 
his  Counsel,  the  Board  of  Regents,  and  other  im- 
portant State  officials.  Replies  received  expressed 
thanks  for  making  the  pamphlet  available. 

After  the  introduction  of  the  Seelye-Morgan 
Chiropractic  Bill  and  the  Metcalf-Rabin  Commis- 
sion Bill,  other  avenues  of  approach  were  followed. 
The  members  of  the  Assembly  Ways  and  Means 
Committee  and  the  Senate  Finance  Committee,  to 
which  the  Commission  Bill  was  referred,  became  the 
focal  point  of  attention. 

By  means  of  special  mailings  to  key  men,  per- 
sonal contacts,  and  the  columns  of  the  Newsletter, 
every  effort  was  made  to  have  county  societies,  indi- 
vidual physicians,  and  their  wives  convey  to  these 
committeemen  their  endorsement  of  the  Metcalf- 
Rabin  Commission  Plan  Bill.  They  were  exhorted 
also  to  present  their  views  to  their  own  local  as- 
semblyman and  senator. 

As  was  to  be  expected,  many  untrue  charges  were 
made  by  the  chiropractors  in  retaliation  of  the 
Citizens’  Health  Education  Campaign.  These 
charges  appeared  in  the  press  and  in  communica- 
tions to  legislators  and  county  medical  societies. 
As  a guide  for  county  societies  in  counteracting 
these  erroneous  claims,  the  Bureau  prepared  and 


sent  to  county  society  secretaries  a special  answer- 
ing statement.  This  statement  was  contained  in  a 
letter  sent  over  Dr.  Kenney’s  signature. 

The  task  of  obtaining  the  support  of  other  organ- 
izations was  assigned  to  Mr.  Brown,  who  worked 
under  Dr.  Curphey’s  direction.  By  a special 
mailing  and  through  personal  visits,  various  State 
groups  were  asked  to  pass  resolutions  opposing 
chiropractic  licensure.  A similar  procedure  was 
recommended  to  county  Citizens’  Health  Education 
Committees  and  woman’s  auxiliaries,  and  materials 
were  supplied  for  this  purpose.  Approximately  250 
State  organizations  were  reached  by  this  method. 
Among  the  many  additional  mailings  sent  out  over 
Dr.  Curphey’s  signature  was  one  to  the  medical 
directors  of  industrial  organizations  offering  to 
supply  complimentary  copies  of  “What  Price  Your 
Life?”  for  distribution  to  employes.  Another  simi- 
lar mailing  went  to  the  secretaries  of  the  17  districts 
of  the  New  York  State  Nurses  Association.  Among 
the  State  groups  which  have  passed  resolutions 
are  Women’s  Medical  Society  of  New  York  State, 
New  York  Bronchoscopic  Club,  New  York  Cardi- 
ological Society,  New  York  Celtic  Medical  Society, 
New  York  State  Dental  Society,  New  York  State 
Society  for  Medical  Research,  New  York  State 
Osteopathic  Association,  New  York  State  Pharma- 
ceutical Association,  Society  for  Psychopathology 
and  Psychotherapy,  New  York  State  Public  Health 
Association,  New  York  Rhino-Otolaryngological 
Society,  New  York  Association  of  School  Physicians, 
New  York  Roentgen  Society,  and  New  York  Tuber- 
culosis and  Health  Association. 

Letters  received  by  the  Bureau  from  groups  out- 
side New  York  State  during  the  campaign  revealed 
that,  the  Citizens’  Health  Education  Campaign  was 
being  watched  with  keen  interest  throughout  the 
country.  These  communications  not  only  requested 
copies  of  the  campaign  kit,  the  campaign  bulletin, 
“What  Price  Your  Life?,”  and  other  materials, 
but  many  expressly  stated  that  they  were  keep- 
ing their  eyes  on  developments  in  New  York  State. 
Among  these  groups  were  the  Indiana  State  Board 
of  Medical  Registration  and  Examination  and  the . 
medical  societies  in  the  states  of  Kentucky,  North. 
Carolina,  Michigan,  Ohio,  Pennsylvania,  and  New 
Jersey,  and  the  American  Medical  Association. 

Public  Relations  Conference. — A conference  of 
county  medical  society  public  relations  chairmen, 
the  third  of  its  kind,  was  held  for  the  first  time  in 
upstate  New  York  at  the  Hotel  Syracuse  on  Sep- 
tember 25.  Thirty-five  persons  were  present  at 
the  afternoon  business  session  which  was  hailed  as  a 
distinct  success  by  the  participants  in  the  program. 
Many  varied  subjects  in  the  field  of  medical  public 
relations  and  medical  economics,  such  as  when  and 
how  to  answer  published  criticisms  of  the  medical 
profession  and  how  to  get  the  “bugs”  out  of  medical 
public  services,  were  presented  by  a panel  of  ex- 
perts. All  present  were  invited  to  discuss  the  pres- 
entations freely,  and  many  took  advantage  of  the 
opportunity  to  do  so. 

Following  the  custom  inaugurated  last  year,  a 
“Public  Relations  Kit  for  County  Medical  Societies,” 
containing  14  different  pieces  of  public  relations  ma- 
terials, was  presented  to  each  participant  in  the 
conference.  At  a dinner  following  the  conference, 
Wesley  Clark,  Dean,  School  of  Journalism,  Syra- 
cuse University,  spoke  on  the  relationship  between 
the  physician  and  the  public  and  stressed  the  need 
for  surveys  to  find  out  the  attitude  of  the  public 
towards  the  medical  profession. 

Annual  Meeting. — The  146th  Annual  Meeting  of 
the  State  Medical  Society,  held  in  New  York  City, 
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May  12  to  16,  1952,  received  more  publicity  than 
any  other  previous  meeting  in  the  history  of  the 
Society.  An  innovation  in  the  publicity  given  was 
the  utilization  of  the  columns  of  the  Newsletter  for 
several  months  prior  to  the  meeting.  Beginning 
with  the  December,  1951,  issue,  a box  announcing 
the  meeting  or  a story  about  the  meeting  appeared 
in  each  issue.  The  front  page  of  the  May  issue  con- 
tained a chart  of  the  time  and  place  of  each  portion 
of  the  scientific  program,  used  by  many  physicians 
as  a handy  guide.  The  June  issue  featured  a com- 
plete story  of  the  meeting,  including  a breakdown  of 
attendance  figures  and  articles  and  pictures  of  the 
president  and  president-elect. 

The  custom  of  digesting  scientific  papers  in  the 
form  of  news  releases  prior  to  the  meeting  was  con- 
tinued with  great  success.  Members  of  the  press 
covering  the  convention  praised  the  work  of  the 
field  representatives  assigned  to  the  job  of  preparing 
approximately  25  such  releases.  Each  release  was 
carefully  examined  by  Dr.  George  Schwartz,  a mem- 
ber of  your  committee,  before  being  approved  for 
release. 

In  addition  to  these  scientific  releases,  98  special 
releases  were  prepared  and  mailed  pertaining  to  the 
meeting.  Of  these,  74  were  released  prior  to  the 
meeting  and  served  to  announce  the  meeting  itself 
and  the  delegates  expected  to  attend  from  the  vari- 
ous county  societies.  Other  releases  concerned  the 
fifty-year  doctors  and  the  general  practitioner 
award  of  the  year. 

A press  room,  manned  by  the  field  staff  under 
Mr.  Miebach’s  supervision,  was  operated  during 
the  meeting  for  the  reporters  of  the  New  York  press, 
wire  services,  and  magazine  writers.  Special  re- 
leases were  distributed  on  the  election  of  officers 
of  both  the  State  Medical  Society  and  the  Woman’s 
Auxiliary.  Arrangements  were  made  for  a number 
of  pictures,  including  those  of  the  outgoing  and  in- 
coming officers.  Arrangements  also  were  made 
for  a radio  and  television  appearance  of  Dr.  Percy 
G.  Waller,  general  practitioner  of  the  year. 

Publications. — The  Public  and  Professional  Rela- 
tions Bureau  turned  its  efforts  in  1952  toward  the 
distribution  of  original  pamphlets  prepared  by  the 
members  of  its  own  staff  and  minimized  the  circula- 
tion of  materials  written  by  other  sources.  This 
policy  was  the  result  of  two  factors.  The  first  was 
the  changeover  from  an  all-out  fight  against  com- 
pulsory health  insurance,  which  necessitated  the 
widespread  distribution  of  “canned”  literature,  to  a 
positive  public  relations  program.  The  second  was 
the  embarking  on  the  Citizens’  Health  Education 
Campaign  which  required  new,  original  literature  on 
chiropractic,  since  the  only  pieces  were  the  Bureau’s 
own  pamphlets  prepared  some  years  ago.  It  is 
interesting  to  report  that  in  investigating  for  mate- 
rials to  use  in  the  Citizens’  Health  Education  Cam- 
paign, the  A.M.A.  reported  that  the  Bureau’s  own 
old  materials  were  the  finest  then  available. 

Following  the  pattern  established  by  the  publica- 
tion of  last  year’s  “How  to  Write  and  Place  a News 
Release,”  the  Bureau  published  and  distributed 
other  “How  to”  booklets.  These  were  “How  to 
Conduct  a Medical  Society  Meeting,”  written  by 
Mr.  Walsh  for  the  guidance  of  presiding  officers, 
and  “How  to  Improve  Attendance  at  Medical 
Society  Meetings,”  prepared  by  Mr.  Tracey  and 
based  on  the  survey  mentioned  elsewhere  in  this 
report. 

To  meet  a long-felt,  need  for  a booklet  explaining 
the  State  Medical  Society’s  functions  to  its  own 
members,  the  Bureau  published  “You  and  the  Medi- 


cal Society  of  the  State  of  New  York,”  written  by 
Mr.  Messinger.  This  booklet  has  attracted  nation- 
wide attention.  The  attractive  pocket-size  64-page 
green  and  black  booklet  was  sent  to  each  member 
of  t he  Society,  with  a covering  note  from  Dr.  W.  P. 
Anderton,  secretary.  In  the  future,  each  new 
member  will  receive  a copy.  Copies  have  also  been 
sent  to  one  medical  school  at  the  request  of  the  local 
county  medical  society  president.  Plans  are  under 
way  to  provide  similar  copies  to  the  remaining 
eight  medical  schools  in  the  State.  In  all,  approxi- 
mately 24,000  copies  have  been  distributed,  includ- 
ing 360  to  the  State  Medical  Society’s  advertising 
department  and  50  to  the  Society’s  headquarters 
staff. 

The  reaction  to  the  publication  has  been  most 
favorable.  One  letter  received  from  a State  Society 
member  stated,  “After  forty  years,  I learned  some- 
thing about  our  Society.  I think  there  should  be 
a companion  copy  made  up  for  lay  distribution 
through  our  reception  rooms.”  Words  of  commen- 
dation and  requests  for  copies  to  be  used  as  models 
for  other  societies  have  come  from  many  groups. 
Included  among  these  are  the  A.M.A.,  the  state 
medical  societies  of  Pennsylvania,  New  Jersey, 
Kentucky,  Connecticut,  Ohio,  Utah,  Georgia,  arid 
Indiana,  as  well  as  the  county  medical  societies  of 
Santa  Clara,  California,  and  Hartford,  Connecticut. 

Newsletter. — The  year  1952  marked  the  first  full 
year  that  the  Newsletter  was  published  in  its  new 
format  and  circularized  among  all  members  of  the 
Society. 

Many  improvements  were  made  in  the  Newsletter 
during  the  year.  Through  the  use  of  special  cuts 
and  pictures  the  publication  was  made  more  appeal- 
ing. New  features  were  added,  such  as  “Rx  For 
Better  Public  Relations,”  a column  featuring,  from 
time  to  time,  worth-while  public  relations  projects, 
that  have  been  successfully  employed.  The  “County 
Society  News  Round  Up”  was  expanded  so  that  a 
full  page  was  given  to  news  of  county  society  activi- 
ties. This  department  is  watched  closely  by 
county  societies,  and  even  other  state  groups,  as  well 
as  the  A.M.A.,  for  news  of  local  interest. 

Feeling  that  the  Newsletter  could  be  a valuable 
medium  for  indoctrinating  medical  students  in  the 
policies  of  the  State  Medical  Society,  your  com- 
mittee offered  to  the  deans  of  the  nine  medical 
schools  in  the  State  sufficient  copies,  without  charge, 
for  senior  medical  classes.  All  nine  deans  not  only 
readily  accepted  the  offer  but  expressed  thanks.  As 
a result,  819  copies  of  each  edition  are  mailed  to 
the  medical  schools  for  senior  students. 

The  Newsletter  was  used  to  great  advantage  in 
presenting  the  views  of  the  State  Society  to  its 
members  and  others.  Much  space  was  given  to 
such  important  projects  as  the  Citizens’  Health 
Education  Campaign  and  the  fight  for  the  passage 
of  the  Metcalf-Hatch  dog  pound  bill.  A proof  of  the 
effectiveness  of  the  Newsletter  was  the  fact  that 
numerous  inquiries  about  these  projects  came  to  the 
Society. 

The  Newsletter,  edited  by  Mr.  Miebach  and  written 
by  Mr.  Tracey,  served  as  an  excellent  medium  for 
distributing  literature.  As  the  result  of  order  blanks 
and  stories  of  pamphlets,  the  Bureau  at  times  was 
literally  flooded  with  requests.  An  example  of  this 
will  be  found  in  the  detailed  report  herein  on  the 
Citizens’  Health  Education  Campaign. 

Evidence  that  the  Newsletter  was  rapidly  gaining 
nation-wide  fame  were  the  many  complimentary 
letters  received  from  all  parts  of  the  country.  Among 
the  medical  societies  sending  such  letters  were 
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Connecticut,  New  Jersey,  Kentucky,  Pennsylvania, 
North  Carolina,  and  Santa  Clara,  California. 

To  Dr.  George  Schwartz,  a member  of  vour  com- 
mittee, is  due  much  thanks  for  his  careful  checking 
of  each  Newsletter  issue. 

News  Releases. — Approximately  150  news  re- 
leases were  prepared  and  distributed  by  the  Bureau 
during  the  year.  These  releases  covered  many  and 
varied  subjects,  including  the  Citizens’  Health 
Education  Campaign.  Included  also  were  releases 
about  delegates  to  the  A.M.A.’s  Denver  Session,  the 
outstanding  general  practitioner  of  the  year,  Annual 
Meeting,  district  branch  meetings,  committee  ap- 
pointments by  Dr.  Wentworth,  appointments  to 
the  State  Society’s  Board  of  Trustees,  and  the  Blood 
Banks  Commission.  These  releases  were  favor- 
ably received,  especially  at  the  New  York  City  An- 
nual Meeting,  where  visitors  to  the  press  room  ex- 
pressed appreciation  for  the  help  received  through 
these  releases. 

Exhibits. — Following  the  custom  of  the  past  sev- 
eral years,  an  exhibit  was  erected  at  the  Hall  of 
Springs,  Saratoga  Spa,  during  the  summer.  Almost 
70,000  people  visited  the  Hall  during  the  period.  A 
representative  of  the  Saratoga  Springs  Authority 
expressed  thanks  for  the  exhibit,  entitled  “Helping 
Your  Doctor  Help  You,”  when  he  stated  his  appre- 
ciation for  “making  our  efforts  in  the  Hall  of  Springs 
successful  this  year.” 

In  addition  to  designing  and  erecting  its  own  ex- 
hibit at  Saratoga,  the  Public  and  Professional  Rela- 
tions Bureau  made  further  advances  into  the  exhibit 
field  by  assisting  in  other  exhibits. 

At  the  request  of  the  Woman’s  Auxiliary,  the 
Bureau  worked  closely  with  the  State  Fair  Exhibit 
chairman,  Mrs.  Raymond  Pieri,  in  preparing  and 
manning  an  exhibit  sponsored  by  the  Auxiliary  at 
the  State  Fair,  Syracuse,  August  30  to  September 
6.  On  another  occasion  assistance  was  given  to 
the  Nassau  County  Medical  Society  when  that 
group  sponsored  an  exhibit  at  the  Mineola  Fair,  for 
which  the  Society’s  executive  secretary  expressed 
his  thanks. 

Liaison  with  the  A.M.A. — Although  a close  rela- 
tionship has  always  existed  with  the  Public  Rela- 
tions Department  of  the  A.M.A.,  closer  ties  were 
maintained  with  this  group  in  1952  than  ever  be- 
fore. In  his  capacity  as  a member  of  the  Advisory 
Committee  to  the  Public  Relations  Director  of  the 
A.M.A.  a post  to  which  he  was  reappointed  for  one 
year,  Mr.  Miebach  traveled  to  Chicago  several  times 
during  the  year. 

The  entire  field  staff  attended  the  A.M.A.’s  Pub- 
lic Relations  Institute,  the  first  of  its  kind  ever  held, 
in  Chicago,  September  4 and  5.  The  purpose  of  the 
two-day  session  was  to  allow  the  participants  to 
interchange  their  public  relations  technics  and  ex- 
periences with  a view  to  improving  public  relations 
procedures  used  by  various  county  and  state  medi- 
cal societies  throughout  the  country. 

Your  chairman  and  Mr.  Miebach  were  among 
the  more  than  400  physicians  and  laymen  who  at- 
tended the  A.M.A.’s  Fifth  Annual  Medical  Public 
Relations  Conference  held  in  connection  with  the 
December,  1952,  Clinical  Session.  Mr.  Miebach 
also  was  present  at  the  regional  meeting  of  representa- 
tives of  state  medical  societies  from  New  York, 
Delaware,  New  Jersey,  and  Pennsylvania,  called  by 
Dr.  Frank  E.  Wilson  of  A.M.A.’s  Washington 
office.  The  object  of  the  New  York  City  meeting 
was  to  explain  the  functions  of  the  Washington 
office  and  to  achieve  greater  efficiency  and  cooper- 
ation for  action  in  legislative  matters. 


Several  items  published  by  the  Bureau  were  given 
nation-wide  publicity  and  commendation  when 
they  were  included  in  the  A.M.A.’s  “PR  Doctor.” 
Among  these  was  the  pamphlet  “You  and  the  Medi- 
cal Society  of  the  State  of  New  York.” 

Cooperation  with  Executive  Officer. — The  Bureau 
worked  closely  with  the  Executive  Officer  on  many 
occasions  during  the  legislative  session.  The  policy 
of  your  committee  continued  to  be  one  of  refraining 
from  taking  any  action  unless  called  upon  to  do  so 
by  the  Legislation  Committee. 

In  addition  to  assistance  in  regard  to  the  chiro- 
practic bills  discussed  elsewhere  herein,  the  Bureau 
helped  in  other  matters.  Special  attention  was 
given  to  the  Metcalf-Hatch  pound  bill.  In  addition 
to  mailing  releases  on  the  Council’s  endorsement  of 
the  bill,  the  Bureau  worked  closely  with  the  New 
York  State  Society  for  Medical  Research.  On  one 
occasion  the  Bureau  supplied  the  State  Research 
Society  with  mimeographed  copies  of  a press  release 
to  be  placed  in  the  hands  of  each  legislator.  The 
Newsletter  also  carried  a story,  and  your  chairman 
sent  a communication  to  key  men  in  county  societies 
urging  their  active  support. 

During  the  1952  legislative  session,  the  Bureau 
was  active  in  opposing  the  Seelye-Milmoe  chiro- 
practic bill  and  in  enlisting  support  for  the  Mitchell- 
TenEyck  bill  dealing  with  rehabilitation  of  alco- 
holics and  the  Condon-Rabin  bill  providing  that 
State  and  municipal  employes  should  have  free 
choice  of  medical  indemnity  plan. 

In  order  to  be  prepared  to  bring  necessary  infor- 
mation pertaining  to  proposed  bills  to  county  so- 
cieties, when  requested  by  the  Legislation  Com- 
mittee, the  field  men  and  Mr.  Miebach  attended 
the  annual  February  conference  of  county  medical 
society  legislation  chairmen  in  Albany. 

District  Branch  Meetings. — An  innovation  in  the 
Bureau’s  part  in  district  branch  meetings  was  that 
the  field  man  for  each  respective  district  branch 
was  assigned  to  registration.  This  work  was  under 
the  supervision  of  Dr.  W.  P.  Anderton.  Detailed 
reports  of  attendance  were  submitted  to  Dr.  Ander- 
ton. Also,  news  releases  were  mailed  to  the  local 
press  in  the  branch  areas. 

Public  Relations  Special  Mailings. — In  an  en- 
deavor to  keep  public  relations  chairmen  in  county 
societies  abreast  of  new  technics  and  to  inspire  them 
to  greater  effort,  the  Public  and  Professional  Rela- 
tions Bureau  sent  out  16  special  mailings.  Ex- 
amples of  materials  furnished  to  society  officials  were 
reprints  of  favorable  press  stories  on  emergency 
services  in  Onondaga  and  Genesee  counties  and 
“Welcome  to  Clinton  County.”  This  letter  detailed 
to  new  residents  available  medical  services.  Also, 
“When  You  Need  a Doctor,”  an  advertisement  paid 
for  by  the  Little  Falls  doctors,  publicized  their 
emergency  call  service. 

Survey  on  Meeting  Attendance. — The  final  report 
on  the  survey  of  physicians  in  New  York  State  to 
learn  why  some  doctors  do  not  attend  county  medi- 
cal society  meetings  was  presented  to  the  confer- 
ence of  county  medical  society  public  relations 
chairmen  in  Syracuse  in  September.  Based  on  re- 
plies received  from  30  county  medical  societies  and 
700  physicians,  the  report  contains  many  useful 
suggestions  about  how  to  improve  attendance.  Re- 
quests for  copies  of  the  survey  and  information 
about  conducting  such  a survey  have  come  from 
such  distant  places  as  Kentucky  and  Santa  Clara 
County,  California.  The  survey  received  nation- 
wide publicity  in  the  January,  1953,  Medical  Econom- 
ics. 
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Public  Relations  Session. — Working  closely  with 
Dr.  Charles  S.  Lakeman,  Session  chairman,  the 
Bureau  helped  make  preparations  for  the  Public 
Relations  Session  of  the  1953  Annual  Meeting. 
Publicity  was  given  to  the  event  in  the  Xewsletter. 

Liaison  with  Society  Committees  and  Other 
Groups. — The  Public  Relations  Committee,  through 
its  Bureau,  continued  its  policy  of  making  its  facili- 
ties available  to  other  State  Society  committees. 
The  Bureau  worked  with  Dr.  John  J.  Masterson’s 
Committee  on  Medical  Defense  by  having  its  field 
representatives  promote  participation  of  county 
societies  in  civil  defense  activities. 

Assistance  was  given  to  Dr.  Curphev’s  Committee 
on  Public  Health  and  Education  in  publicizing  the 
organizational  meeting  of  the  Blood  Banks  Associ- 
ation of  New  York  State.  The  Bureau,  at  the  re- 
quest of  the  American  Diabetes  Association  and  Dr. 
Frederick  W.  Williams,  chairman,  State  Society’s 
Diabetes  Subcommittee,  sent  out  two  news  releases 
containing  endorsement  of  Diabetes  Detection  Week. 
Working  with  the  New  York  State  Citizens’  Health 
Council,  the  Bureau  sent  out  advance  releases  of 
that  group’s  organizational  meeting. 

At  the  invitation  of  the  State  Dental  Society’s 
chairman  of  the  public  and  professional  relations 
committee,  the  Bureau’s  representative,  Mr.  Walsh, 
presented  your  committee’s  public  relations  pro- 
gram. This  was  adopted  in  part  by  the  dental 
group.  One  specific  request  of  the  dental  group  was 
for  permission  to  adapt  the  State  Society’s  ‘‘Tele- 
phone Cues  for  Medical  Personnel”  for  use  in  den- 
tists’ offices. 

In  cooperation  with  the  Health  Information 
Foundation,  the  Bureau  arranged  for  distribution 
to  each  county  medical  society  of  a copy  of  “Medical 
Public  Relations.”  This  book  was  also  distributed 
at  the  conference  of  county  medical  society  public 
relations  chairmen.  It  is  a valuable  study  of  the 
public  relations  program  of  the  Toledo  Academy  of 
Medicine  and  Lucas  County,  Ohio.  HIF  per- 
mitted our  distribution  of  these  costly  books  at  the 
conference  because  the  Foundation  felt  it  was  the 
best  way  to  reach  active  county  society  representa- 
tives. 

In  order  to  cooperate  with  county'  societies,  the 
entire  field  staff  and  Mr.  Miebach  attended  the 
annual  conference  of  county  medical  society  secre- 
taries at  the  Ten  Eyck  Hotel  in  Albany  last  No- 
vember. 

In  the  insurance  field,  the  Bureau  carried  on  asso- 
ciation with  the  Health  Insurance  Council,  an 
organization  of  insurance  associations.  We  pub- 
licized the  Council’s  annual  survey  of  accident 
and  health  coverage  in  the  United  States.  Quan- 
tities of  the  booklet  were  obtained  for  distribution. 

Public  Relations  Program  for  1953. — The  1953 
public  relations  program  will  be  conducted  with  the 
following  items  as  major  points  of  operation: 

1.  Maintenance  of  information  and  publicity' 
service. 

2.  Instituting  public  service  projects. 

3.  Promotion  of  voluntary'  health  insurance 
plans. 

4.  Expansion  of  Speakers  Service. 

5.  Liaison  with  other  committees  and  bureaus. 

6.  Health  education. 

7.  Improvement  of  public  relations  of  indi- 
vidual physician  members. 

8.  Liaison  with  the  Woman’s  Auxiliary'. 

9.  Liaison  with  State  organizations. 

10.  Field  program. 


Speakers  Service. — The  Speakers  Sendee  has 
continued  its  policy  of  assisting  State-wide  organiza- 
tions in  securing  qualified  doctors  to  address  them  on 
social  and  economic  aspects  of  medical  practice,  and 
of  discussing  and  referring  requests  for  speakers  for 
smaller  groups  to  the  medical  society  in  a county' 
where  the  talk  is  to  be  given.  The  sendee  also 
assists  county  societies  that  are  temporarily  unable 
to  provide  speakers.  Although  requests  for  speak- 
ers on  compulsory  health  insurance  have  diminished, 
requests  for  doctors  to  discuss  voluntary  medical 
care  plans  and  health  subjects  are  increasing.  Re- 
quests for  talks  on  child  care  and  mental  hygiene 
predominate.  Although  the  sendee  has  not  pro- 
mulgated as  many  mass  mailings  of  speech  mate- 
rial as  it  did  in  the  past,  there  has  been  an  increase 
in  the  amount  of  special  material  sent  out  in  re- 
sponse to  individual  requests. 

The  sendee  is  also  prepared  to  cooperate  with  radio 
and  television  stations  in  arranging  to  have  doctors 
participate  in  programs. 

Special  projects  included  a sun'ev  of  ways  in 
which  certain  activities  of  the  annual  meeting  might 
be  placed  on  radio  and  television.  This  included 
many  conferences  with  Mrs.  Harriet  Hester  of 
Marshall  & Hester,  radio  and  TV  consultants  to 
A.M.A.;  representatives  of  the  National  Broad- 
casting Company,  and  Dr.  Lester  Coleman,  pro- 
ducer of  “Here’s  to  Your  Health.”  The  service 
bureau  was  also  represented  at  a seminar  on  technics 
for  employing  television  in  public  health  education 
conducted  bv  the  Bureau  of  Health  Education  of 
the  A.M.A. 

A review  of  the  methods  employed  by  the  Medi- 
cal Society  of  the  State  of  Pennsylvania  in  distribu- 
tion of  films  and  health  platters,  and  preparation  of 
health  columns  was  conducted  through  a visit  to 
that  society’s  office  at  Harrisburg. 

Radio  platters. — Through  the  cooperation  of  the 
Bureau  of  Health  Education  of  the  A.M.A.,  the 
sendee  continues  to  assist  county  societies  and  radio 
stations  to  obtain  electrical  transcriptions  on  health 
subjects. 

Films. — The  increase  in  requests  for  information 
of  how  to  obtain  films  about  health  subjects  has  led 
to  the  establishment  of  an  information  file  through 
which  every  caller  is  assisted.  By  reference  to  the 
film  sendees  maintained  by  the  New  York  State 
and  Countv  Health  Departments,  it  appears  un- 
necessary for  the  Public  and  Professional  Relations 
Bureau  to  establish  a separate  film  library'. 

With  the  implementation  of  the  Citizens’  Health 
Education  Committee,  the  service  reviewed  the  list 
of  doctors  who  had  volunteered  to  engage  in  public 
speaking  and  sent  a letter  to  each  county  speakers 
bureau  suggesting  that  members  of  its  speakers 
bureau  review  material  on  chiropractic  and  prepare 
to  discuss  the  subject  before  local  civic,  sendee,  and 
professional  groups.  A good  number  responded,  and 
several  county  public  relations  chairmen  arranged 
such  programs. 

The  sendee  also  fostered  the  development  of 
“public  meetings”  at  which  a panel  of  physicians  dis- 
cussed our  profession’s  position  on  chiropractic 
before  representatives  of  other  county  health 
agencies.  A sample  talk  on  chiropractic  was  also 
distributed. 

Discussion  leading  to  the  participation  of  a limited 
number  of  doctors  on  radio  and  television  programs 
was  also  held. 

Several  state  and  intercounty'  membership  organ- 
izations have  expressed  interest  in  the  sendee  and 
have  invited  the  director  to  speak. 
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The  preparation  of  the  State  speakers  panel  has 
proved  valuable,  and  by  reference  to  it  the  service 
has  filled  requests  for  speakers  in  many  parts  of  the 
State.  Contact  with  it  has  also  helped  physicians 
better  to  understand  why  the  service  is  not  too 
anxious,  because  of  time,  to  ask  doctors  to  travel 
across  the  State  to  speak.  However,  the  list  is 
helpful  in  assisting  a county  society  to  obtain  a 
speaker  from  a neighboring  county.  Your  com- 
mittee earnestly  urges  more  doctors  with  forensic 
abilities  to  join  the  panel. 

In  retrospect,  the  Speakers  Service  appears  to  be 
one  of  those  services  which  must  be  constantly  alert. 
A sample  of  the  type  of  its  activity  is  illustrated  by 
the  action  it  took  when  the  Federal  Administration 
introduced  its  Social  Security  Administration  plan 
for  hospitalization  for  persons  over  sixtv-five  years 
of  age.  Upon  the  introduction  of  the  bill,  the  serv- 
ice made  a study  of  it  and  readied  several  articles 
and  letters  for  distribution.  However,  when  it  be- 
came evident  the  bill  would  not  emerge  from  com- 
mittee, this  material  was  returned  to  the  files. 

Woman’s  Auxiliary. — The  Public  and  Professional 
Relations  Bureau  has  continued  to  cooperate  with 
the  Woman’s  Auxiliary.  It  also  assists  in  unusual 
county  auxiliary  programs  and  acts  as  a clearing 
house  through  which  the  different  auxiliaries  are 
advised  of  each  other’s  activities.  As  the  liaison 
between  the  Auxiliary  and  State  Society  commit- 
tees, especially  the  Legislation  and  Public  Relations 
Committees,  it  endeavors  to  make  certain  that  the 
programs  of  the  Society  and  the  Auxiliary  supple- 
ment each  other. 

The  Bureau  has  also  aided  the  State  Auxiliary 
officers  and  chairmen  in  implementing  the  new  rung 
on  the  “Ladder  of  Auxiliary  Success” — “Assume 
Community  Responsibility.”  Three  programs,  de- 
signed to  advance  this  objective,  were  the  civil 
defense  “volunteer  registration,”  the  nurse  recruit- 
ment and  scholarships,  and  the  “register  and  vote” 
campaigns.  The  Bureau  cooperated  in  the  execu- 
tion of  the  first  two,  and  Auxiliary  participation  in 
the  third  came  as  the  natural  complement  to  the 
State  Society’s  pre-election  effort  to  have  all  eligible 
citizens  exercise  their  franchise. 

Some  of  the  special  programs  in  which  the  Auxil- 
iary and  Bureau  cooperated  were  the  campaigns  to 
publicize  the  film  “The  Doctor,”  and  the  radio 
program  “Medicine  USA”  sponsored  by  the  A.M.A. 

Two  major  public  relations  projects  in  which  the 
Auxiliary  and  the  Bureau  worked  very  closely  were 
the  exhibit  at  the  State  Fair,  and  the  first  annual 
health  poster  contest.  The  Bureau  cooperated  with 
Fair  chairmen  in  suggesting  and  gathering  material 
and  establishing  and  manning  the  exhibit  at  Syracuse ; 
in  reviewing  the  promotion  plans  and  circular,  and 
assisting  in  securing  the  approval  and  cooperation 
of  other  agencies  in  the  contest.  The  public  rela- 
tions value  of  these  programs  was  such  that  your 
committees  commend  Mrs.  Raymond  Pieri,  Syra- 
cuse, chairman  of  the  exhibit,  and  Mrs.  Isadore 
Zadek,  Mount  Vernon,  for  the  splendid  results. 

Arrangements  were  also  completed  to  have  repre- 
sentatives of  the  Auxiliary  participate  in  the  organ- 
ization meeting  of  the  Citizens’  Health  Education 
Campaign  committee,  and  to  keep  the  Auxiliary 
informed  of  all  campaign  developments.  Confer- 
ences led  to  adoption  of  a plan  under  which  the 
Auxiliary  pledged  itself  to  lend  maximum  support 
to  the  campaign  committee.  Special  campaign 
assignments  accepted  by  the  Auxiliary  included 
arranging  and  acting  as  hostesses  at  public  meet- 
ings, distribution  of  literature,  including  “What 
Price  Your  Life?”  and  “Science  vs.  Chiropractic,” 


preparation  of  prominent  persons  lists,  and  letter 
and  telegram  campaigns.  After  consultation  with 
liaison  representative,  several  county  auxiliaries 
also  volunteered  to  aid  their  parent  societies  in  the 
execution  of  other  campaign  projects. 

By  suggesting  that  Auxiliary  committee  members 
be  invited  to  attend  meetings  of  corresponding  State 
and  county  society  committees,  the  Bureau  has 
been  instrumental  in  creating  closer  working  rela- 
tionships between  the  State  and  county  societies 
and  auxiliaries.  The  invitation  extended  the 
chairman  of  the  Auxiliary  public  relations  com- 
mittee to  attend  and  speak  at  the  State  meeting  of 
county  society  public  relations  chairmen,  and  to  the 
State  and  district  legislation  chairmen  to  attend 
the  meetings  of  the  county  legislation  chairmen  in 
Albany  illustrate  this  relationship. 

The  Bureau  continued  to  assist  the  Auxiliary  with 
planning,  mimeographing,  and  mailing  of  State  offi- 
cers and  chairmen  letters  and  communications  to 
county  officers  and  chairmen.  It  also  reviewed  the 
material  prepared  for  the  Distaff  and  arranged  for 
mailing.  Other  projects  in  which  the  Bureau  has 
assisted  include  the  review  and  typing  of  the  1952- 
1953  edition  of  the  “Ladder  to  Auxiliary  Success” 
and  the  preparation  of  the  reports  of  the  State 
officers  and  chairmen  for  1951-1952.  Conferences 
also  were  held  regarding  the  content  of  the  program 
and  the  agenda  for  the  annual  convention  and  the 
fall  conference  of  county  presidents  and  presidents- 
elect.  One  cooperative  project  of  unusual  mag- 
nitude was  the  revision  of  the  more  than  4,200  mem- 
bership stencils. 

Although  the  number  and  scope  of  Auxiliary  pro- 
jects increase  annually,  the  Auxiliary  membership, 
under  the  direction  and  guidance  of  its  capable 
and  gracious  president,  Mrs.  Harry  I.  Norton  of 
Rochester,  has  been  most  cooperative  and  has  kept 
its  requests  for  clerical  and  other  services  to  a mini- 
mum. This  has  made  it  possible  for  Mr.  Thomas 
E.  Wash,  the  liaison  representative,  and  the  rest  of 
the  Bureau  staff  to  join  in  devoting  maximum  effort 
to  the  implementation  of  the  Citizens’  Health  Edu- 
cation Campaign. 

The  Public  Relations  Committee  is  also  grateful 
to  Dr.  Walter  W.  Mott  and  the  other  members  of 
the  Woman’s  Advisory  Committee,  to  State  and 
county  officers  and  chairmen,  and  the  general  mem- 
bership of  the  Auxiliary  for  their  constant  spirit  of 
cooperation. 

PART  XII 
Miscellaneous 

Convention 

The  Convention  Committee  consists  of: 

Carlton  E.  Wertz,  M.D.,  Chairman Buffalo 


W.  P.  Anderton,  M.D New  York  City 

Maurice  J.  Dattelbaum,  M.D Brooklyn 


The  146th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Hotel  Statler  in  New  York  City,  from  May  12 
through  16,  1952. 

Registration. — A new  high  was  reached  in  registra- 


tion figures : 

Physicians 4 , 622 

Guests 1 , 729 

(dentists,  medical  students,  interns, 
nurses,  technicians,  and  others) 

Technical  exhibitors 1,163 


Total  7,514 
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House  of  Delegates. — The  House  of  Delegates 
met  for  three  busy  days.  The  Tuesday  afternoon 
session  had  to  be  extended  into  the  evening.  Fifty' 
resolutions  were  acted  upon. 

Scientific  Program. — The  scientific  program  was 
arranged  by  Dr.  Alfred  P.  Ingegno,  chairman.  Sub- 
committee on  Scientific  Program,  with  the  chairmen 
of  sections  and  sessions.  About  130  papers  were 
read.  There  were  also  several  symposia,  panel  dis- 
cussions, and  an  x-ray  film  reading  session.  Several 
sections  combined  to  present  programs  of  mutual 
interest.  The  newly  formed  Session  on  Public  Rela- 
tions had  a well-attended  meeting. 

The  newly  formed  Blood  Banks  Association  of 
New  York  State  was  given  facilities  to  present  a 
scientific  meeting  which  included  papers,  motion 
pictures,  and  exhibits.  It  evoked  considerable  in- 
terest. 

Dr.  Ingegno  called  a meeting  of  the  Subcommittee 
on  Scientific  Program  on  Thursday,  May  15.  The 
purpose  was  to  discuss  a plan  for  revision  of  the  scien- 
tific program,  which  is  being  instituted  this  year. 

1953  Convention. — The  high  lights  will  be  a 
change  from  highly  specialized  papers  in  two  meet- 
ings of  each  section,  to  one  such  meeting  for  each, 
and  five  general  sessions  instead  of  the  former  two. 
At  these  general  sessions,  the  chairmen  of  sections 
and  sections  will  furnish  speakers  on  subjects  of 
broad  interest,  to  appeal  to  other  specialists  and 
general  practitioners.  Postgraduate  lectures  are 
planned  for  three  mornings  and  a panel  discussion 
for  an  evening  meeting.  Colored  television  will  be 
shown  from  one  of  the  local  hospitals. 

At  the  October  18.  1952,  Convention  Committee 
meeting,  the  scientific  program  was  discussed  as  it 
will  be  presented  May  4 through  8. 

Meeting  Place. — At  a meeting  of  the  Council  in 
November,  it  was  decided  to  poll  the  county  medical 
societies  regarding  their  desires  about  place  for  the 
Annual  Meeting.  This  has  not  yet  been  completed. 

Teaching  Day. — Dr.  Theodore  J.  Curphey,  chair- 
man, Committee  on  Public  Health  and  Education, 
arranged  the  Teaching  Day  program  on  Tuesday  as 
part  of  the  television  program.  This  was  ac- 
complished through  the  cooperation  of  the  Television 
Subcommittee  of  the  Medical  Society  of  the  State  of 
New  York  and  the  Television  Committee  of  New 
York  University-Bellevue  Medical  Center.  The 
program,  in  color,  was  sponsored  by  Smith,  Kline 
and  French  Laboratories.  The  attendance,  from 
Tuesday  through  Friday,  was  clocked  at  4,611. 

Scientific  Exhibits. — Dr.  Beverly  C.  Smith,  chair- 
man. Subcommittee  on  Scientific  Exhibits,  accepted 
83  applications.  These  exhibits  attracted  a large 
audience.  The  Committee  on  Scientific  Awards 
selected  the  following  six  exhibits  for  special  recogni- 
tion, which  was  voted  by  the  House  of  Delegates. 

Clinical  Research 

First  Award:  “Injuries  to  the  Menisci  of  the  Knee 
Joint.”  Dr.  Frederick  Lee  Liebolt,  New  York  Hos- 
pital-Cornell  Medical  Center.  New  York  City. 

Second  Award:  “The  Management  of  Hemo- 

philic Arthritis,”  Dr.  Henry  H.  Jordan  and  Dr. 
Francis  B.  Roth,  The  Hemophilia  Foundation,  Inc., 
New  York  City. 

Honorable  Mention:  “Polyvinyl  Pvrrolidone  in 
Shock,”  Dr.  John  Scudder  and  associates.  New  York 
City. 

Scientific  Research 

First  Award:  “Experimental  Cardiovascular  Sur- 


gery,” Dr.  Elliott  S.  Hurwitt  and  Dr.  FelLx  Adrian 
Kantrowitz,  Montefiore  Hospital.  New  York  City. 

Second  Award:  “Fetal  Salvage  Program — Precon- 
ceptional  Treatment  Clinic,”  Dr.  Edward  C.  Hughes, 
Dr.  Ferdinand  Schoeneck.  Dr.  Charles  IV.  Lloyd, 
Dr.  Albert  W.  Van  Ness,  and  Stella  Zimmer,  State 
l niversity  of  New  York,  College  of  Medicine  at 
Syracuse. 

Honorable  Mention:  "Hematosonography:  A 

New  Modality  for  the  Differentiation  of  Biood  of 
Psychoties  from  Nonpsychotics,”  Dr.  Raymond  R. 
Sackler.  Dr.  Frank  W.  CoTui.  Dr.  Arthur  M.  Sack- 
ler,  Dr.  Mortimer  D.  Sackler.  and  Dr.  Harry  A.  La 
Burt.  Creedmoor  Institute  for  Psychobiologic 
Studies,  Queens  Village. 

Scientific  Motion  Pictures. — The  motion  picture 
exhibit,  under  the  supervision  of  Dr.  Beverly  C. 
Smith,  was  handled  by  the  Medical  Film  Guild. 

Technical  Exhibit — According  to  Mr.  Charles  L. 
Baldwin,  technical  exhibit  manager,  138  technical 
exhibitors  occupied  146  booths.  The  exhibitors  were 
well  pleased  at  the  attention  received  from  those  in 
attendance.  From  their  point  of  view,  it  was  the 
most  successful  convention  ever  held  by  the  Medical 
Society  of  the  State  of  New  York. 

Dinner  Dance. — Another  successful  “first”  this 
year  was  the  dinner  dance,  under  the  chairmanship 
of  Dr.  William  B.  Rawls,  in  lieu  of  the  banquet,  in 
conjunction  with  the  Annual  Meeting.  This  was 
held  on  Wednesday  evening  and  was  attended  by  425 
members  and  guests.  The  sale  of  tickets  was  stimu- 
lated by  the  able  assistance  of  a Woman’s  Auxiliary 
committee. 

The  speakers  at  the  Annual  Meeting  were  Dr. 
Louis  H.  Bauer.  Dr.  J.  Stanley  Kenney.  Dr.  Edward 
T.  Wentworth,  and  Mr.  Alexander  F.  Jones,  execu- 
tive editor  of  the  Syracuse  Herald- Journal.  The 
presentation  of  the  President’s  Medal  was  made  by 
Dr.  Dan  Mellen. 

Dancing  continued  long  after  the  dinner. 

Woman’s  Auxiliary. — The  16th  .Annual  Meeting 
of  the  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  ran  concurrently  with  the 
meeting  of  the  State  Society.  The  Medical  Society 
was  pleased  to  afford  them  proper  facilities.  They, 
in  turn,  organized  a committee  of  ushers  who  gave 
assistance  in  steering  doctors  to  the  correct  meeting 
rooms.  This  was  much  appreciated. 

Miscellaneous. — A card  of  thanks  was  sent  to 
each  participant  in  the  scientific  program.  Chair- 
men of  committees  and  officers  of  sections  and  ses- 
sions. as  well  as  State  Society  officers,  expressed  their 
thanks  to  the  staff  personnel  who  worked  with  them 
in  helping  to  make  the  1952  Annual  Convention  so 
successful. 

Nursing  Education 

The  Council  Committee  on  Nursing  Education 


consists  of  the  following  members: 

Joseph  A.  Geis,  M.D..  Chairman Albany 

Elton  R.  Dickson.  M.D Binghamton 

Norman  S.  Moore,  M.D Ithaca 


The  Committee  on  Nursing  Education  attended 
two  meetings  of  the  nurse  groups  held  at  the  New 
York  Academy  of  Medicine.  There  was  consider- 
able discussion  of  many  nursing  problems,  but  no 
concrete  results  were  obtained. 

On  January  8,  1953.  there  was  a meeting  of  the 
Coordinating  Council  on  Nursing  Education  held  at 
the  Society  offices.  386  Fourth  Avenue.  All  mem- 
bers of  the  committee  attended.  One  result  of  the 
discussion  was  the  appointment  of  a committee  to 
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investigate  a study  of  nursing  at  the  grass  roots 
level.  The  Hospital  News  Letter,  Volume  III,  Num- 
ber 4,  December,  1952,  shows  in  graph  form  the 
changes  in  nursing  positions  from  1920  to  1950. 
This  shows  that  the  total  number  of  active  nurses 
has  more  than  doubled  in  thirty  years.  The 
number  of  nurses  in  public  hospitals  has  increased  by 
1,600  per  cent.  The  number  of  nurses  in  public 
health  has  doubled.  The  number  of  nurses  in  in- 
dustry and  in  doctors  offices  has  grown  enormously 
from  a negligible  number  to  each  having  more  than 
in  public  health.  In  the  same  period,  the  number  of 
private  duty  nurses  has  decreased  by  50  per  cent. 

The  committee  believes  that  this  is  one  of  the 
main  problems  in  nursing  education.  The  commit- 
tee was  firmly  convinced  that  the  private  duty 
shortage  is  a serious  disadvantage  to  the  general 
practitioner,  especially  in  the  smaller  villages  and  the 
rural  communities.  We,  therefore,  are  of  the  opinion 
that  there  would  be  a greater  chance  of  getting  bed- 
side nursing  if  the  nursing  course  were  to  be  made 
two  years  for  an  R.N.  Those  nurses  who  did  not 
want  to  do  bedside  nursing  could  then  take  post- 
graduate work  to  qualify  for  supervision,  public 
health,  nurse-teaching,  or  any  other  of  the  specialties. 

We  would  recommend  that  the  Society  endorse 
this  program. 


Woman’s  Auxiliary 

The  Council  Advisory  Committee  on  the  Woman’s 
Auxiliary  consists  of  the  following: 

Walter  W.  Mott,  M.D.,  Chairman. . . White  Plains 


Carlton  E.  Wertz,  M.D... Buffalo 

Charles  D.  Post,  M.D Syracuse 


Throughout  the  past  year  each  Auxiliary  member 
has  made  a special  effort  to  implement  the  State 
president’s  goal  of  “Assume  Community  Responsi- 
bility.” How  well  the  members  have  succeeded  is 
shown  by  the  nature  of  the  programs  the  different 
county  auxiliaries  have  undertaken.  Three  pro- 
grams demonstrate  how  the  auxiliaries  promoted  the 
welfare  of  their  communities,  the  “register  and  vote,” 
the  civil  defense  “volunteer  registration,”  and  the 
nursing  scholarship  and  nurse  recruitment  campaigns. 

Two  programs  that  illustrated  medicine’s  interest 
in  the  public  were  the  State  Fair  exhibit  and  the 
health  poster  contest.  The  exhibit  was  designed  to 
demonstrate  our  profession’s  interest  in  health  and 
medical  standards  as  they  advance  the  general  wel- 
fare; the  health  poster  contest  demonstrated  our  in- 
terest in  preventive  medicine  and  the  health  of  each 
individual  child. 

Some  special  programs  conducted  by  the  Auxiliary 
were  the  campaigns  to  publicize  the  film  “The  Doc- 
tor” and  the  A.M.A.’s  radio  program,  “Medicine 
U.S.A.” 

Lesser  publicized  programs  included  the  State- 
wide drive  to  increase  subscriptions  to  Today’s 
Health  through  a campaign  to  make  this  publication 
available  in  every  doctor’s  office.  Another  was  the 
effort  both  to  increase  the  number  of  organized 
county  auxiliaries,  including  the  activities  in  Che- 
mung and  Otsego,  and  auxiliary  membership  in  all 
the  organized  counties. 

The  Auxiliary  demonstrated  its  versatility  when  it 
rearranged  its  fall  and  winter  activities  so  that  it 
could  offer  the  maximum  of  cooperation  to  the 
Citizens’  Health  Education  Committee.  It  pledged 
itself  to  assist  in  the  following  phases:  (1)  planning 
and  conducting  public  meetings  on  chiropractic, 
(2)  distribution  of  “What  Price  Your  Life?”  and 


“Science  vs.  Chiropractic”  to  women’s  organiza- 
tions, (3)  preparation  of  “prominent  persons”  list, 
(4)  letter  and  telegram  campaigns,  and  (5)  assistance 
to  county  committees  on  local  projects  upon  request. 

Space  will  not  permit  enumeration  of  all  the  other 
Auxiliary  activities,  at  either  the  State  or  county 
level,  nor  is  it  possible  to  single  out  one  committee 
from  among  the  many  and  say  that  it  should  have 
special  mention.  All,  both  those  that  obtain  favorable 
publicity  for  our  profession  by  staging  spectacular 
events  such  as  conferences,  exhibits,  and  contests, 
and  more  prosaic  ones  such  as  the  finance,  member- 
ship, and  circulation  committees,  are  equally  im- 
portant and  so  interdependent  that  we  shall  express 
our  appreciation  to  all  at  one  and  the  same  time. 

The  Auxiliary  also  continues  its  philanthropic 
efforts.  Foremost  among  these  is  the  work  in  behalf 
of  the  Physicians’  Home.  There  are  also  countless 
county  projects  including  the  arrangements  for 
parties,  securing  musical  entertainment,  and  equip- 
ping libraries  and  day  rooms  for  institutions  for  the 
aged,  the  infirm,  and  children. 

Yet,  despite  the  demands  of  modesty,  a word  must 
be  said  of  the  Distaff,  the  Auxiliary  publication,  and 
its  tireless  editor,  Mrs.  Adolph  H.  Emerson,  and  of 
our  pleasure  when  we  note  that  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  has 
chosen  several  of  our  Auxiliary  members  to  serve  on 
its  committees.  Among  them  are  Mrs.  William  J. 
Lavelle,  chairman  of  National  Auxiliary  Convention 
Committee,  and  Mrs.  Adolph  H.  Emerson,  cochair- 
man; Mrs.  Harold  B.  Johnson,  chairman  of  Na- 
tional Nurse  Recruitment  Campaign;  Mrs.  Julius 
P.  Gale,  a member  of  the  National  Auxiliary  Civil 
Defense  Committee,  and  Mrs.  Adolph  H.  Emerson,  a 
member  of  the  Committee  on  Careers  in  Nursing. 
Other  members  have  also  been  asked  to  represent 
the  national  auxiliary  at  meetings  of  other  national 
women’s  groups. 

Physicians  interested  in  studying  the  scope  of 
Auxiliary  activities  are  urged  to  read  the  “Ladder  to 
Auxiliary  Success,”  a program  of  suggested  Auxiliary 
activities  distributed  at  the  annual  fall  conference, 
and  the  report  of  the  State  officers,  chairmen,  and 
county  presidents  which  contains  a summary  of  the 
reports  read  at  the  annual  convention  in  May. 

The  recognition  shown  the  Auxiliary  through  the 
invitations  to  chairmen  to  participate  in  the  meet- 
ings of  their  parent  committees  were  well  received. 
The  chairman  of  the  health  poster  contest  gave  a 
brief  talk  at  the  meeting  of  the  State  Society’s 
County  Public  Relations  Chairmen,  and  the  State 
chairman  of  the  Auxiliary  Citizens’  Health  Educa- 
tion Campaign  Committee  and  her  district  chairmen 
were  invited  to  participate  in  the  organization  meet- 
ing of  CHEC  at  Albany.  Several  county  society 
committees  have  also  invited  public  relations, 
legislation,  and  Citizens’  Health  Education  Com- 
mittee chairmen  to  attend  meetings  of  county  society 
committees. 

The  entire  Auxiliary  membership  participates  in 
the  pleasure  each  invited  member  derives  from  this 
display  of  confidence,  and  we  urge  both  State  and 
county  chairmen  to  give  greater  thought  to  this 
method  of  recognizing  the  Auxiliary.  All  of  us  like 
to  feel  that  we  are  part  of  the  organization  we  are 
working  for,  and  there  is  no  better  way  of  helping  the 
Auxiliary  members  to  gain  this  feeling  than  by  in- 
viting them  to  participate  in  the  deliberations  which 
precede  requests  for  their  cooperation. 

The  Auxiliary  is  also  grateful  to  the  State  officers; 
the  Council;  Dr.  Walter  P.  Anderton,  our  gracious 
secretary;  to  Dr.  Floyd  S.  Winslow,  Mr.  F.  W. 
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Miebach,  ami  other  members  of  the  Public  and  Pro- 
fessional Relations  Committee  and  Bureau  for  their 
ever-ready  assistance,  to  the  liaison  representative, 
Mr.  Thomas  E.  Walsh,  and  to  the  Misses  Buckley 
and  Battaglia  for  their  guidance  and  cooperation. 

We  also  wish  to  thank  the  president,  Mrs.  Harry 
I.  Norton,  and  through  her  every  State  and  county 
officer  and  chairman  and  each  Auxiliary  member  for 
the  splendid  sendee  they  have  rendered  the  medical 
profession  of  the  State  of  New  York  this  past  year. 
We  should  also  express  the  hope  that  our  profession, 
which  seems  to  be  beset  by  so  many  problems,  will 
soon  find  the  members  of  every  group  as  willing  and 
anxious  to  share  our  burdens  as  are  the  members  of 
the  Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 


Office  Administration  and  Policies 

The  Committee  on  Office  Administration  and 
Policies  consists  of  the  following: 

John  J.  Masterson,  M.D.,  Chairman . . Brooklyn 

Walter  P.  Anderton,  M.D New  York  City 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

Andrew  A.  Eggston,  M.D New  York  City 

The  committee  is  responsible  for  the  management 
of  the  clerical  office.  In  general,  the  employment  of 
personnel,  salary  adjustments,  and  the  setting  up  of 
procedures  is  included  in  the  committee’s  duties 
where  the  clerical  staff  is  concerned.  Meetings  are 
held  once  each  month,  except  during  July  and 
August.  Between  meetings,  daily  operation  of  the 
office  is  delegated  to  the  secretary  of  the  Society, 
Dr.  W.  P.  Anderton.  Responsible  to  Dr.  Anderton  is 
the  office  manager,  Mr.  Thomas  E.  Alexander. 

At  each  monthly  meeting,  the  committee  re- 
ceives a report  from  the  office  manager.  This  con- 
sists of  information  regarding  personnel  changes, 
salaries,  and  any  other  detail  pertinent  to  the  daily 
routine  of  any  office.  The  committee  approves  every 
salary  increase  and  in  each  instance  gives  careful 
consideration. 

The  greatest  change  during  the  year  occurred 
when  the  offices  of  the  Society  were  moved  from  292 
Madison  Avenue  to  386  Fourth  Avenue.  This  took 
place  at  the  end  of  May,  1952.  Since  that  time 
many  of  the  difficulties  attending  any  such  move 
have  been  ironed  out.  Others  remain.  We  have  the 
perennial  problem  of  not  having  sufficient  space. 
The  Council,  in  an  effort  to  give  us  more  office  space, 
lias  held  three  meetings  outside  the  office.  It  is 
hoped  that  some  solution  to  our  space  problem  can 
be  had  soon. 

For  the  past  two  years,  the  committee  has  granted 
the  staff  one  day  in  June  for  an  outing.  Each  year  it 
has  been  a boat  ride  to  Bear  Mountain  with  a picnic 
lunch  and  the  usual  games  each  staff  member  saw 
fit  to  play.  It  is  hoped  that  this  annual  outing  will 
develop  an  even  greater  spirit  of  friendliness  and  co- 
operation than  now  exists. 

The  Society  also  holds  an  annual  Christmas  party 
for  the  officers  and  staff.  From  the  number  who 
attend,  it  is  felt  to  be  a worth-while  activity. 

Each  year,  during  the  summer  months,  the  Society 
arranges  for  a physical  examination  and  chest  x-ray 
for  each  member  of  the  staff.  Those  who  choose 


take  the  examination.  The  committee  is  glad  to 
note  that  the  number  of  employes  taking  advantage 
of  this  is  gradually  increasing. 

Your  present  chairman  regrets  to  report  that  he  is 
acting  in  this  capacity  only  because  Dr.  Fenwick 
Beekman  found  it  necessary  to  resign  because  of  ill 
health.  Dr.  Beekman  served  ably  for  a number  of 
years.  Many  improvements  in  the  procedures  and 
systems  were  the  result  of  his  efforts.  Our  best 
wishes  are  extended  to  him. 

There  is  a note  of  sadness  in  this  report.  On 
December  22,  1952,  Mrs.  Anna  Roetger  passed 
away.  Many  officers  and  delegates  to  the  annual 
meetings  will  remember  her  efficient  work  at  the 
delegates  registration  desk.  She  served  the  Society 
loyally  and  faithfully  for  forty  years.  It  was  only 
the  latter  part  of  April.  1952.  when  the  staff  held  a 
supper  party  celebrating  these  forty  years.  Mrs. 
Roetger  will  be  missed  in  many  places  and  many 
ways.  The  Committee  on  Office  Administration  and 
Policies  cannot  help  saying,  "Well  done,  good  and 
faithful  servant.” 

No  report  would  be  complete  without  full  recog- 
nition being  given  to  each  and  even'  member  of  the 
staff.  The  committee  is  taking  this  opportunity  to 
express  its  deep  appreciation  to  each  one.  It  is  with 
pleasure  that  we  commend  Miss  Mary  McMahon, 
supervisor  of  the  membership  department : Mr. 

William  Bonzer,  head  of  the  mailroom,  and  Mr. 
Frank  Grassi.  supenisor  of  the  accounting  depart- 
ment: last  but  not  least,  our  efficient  and  hard 
working  secretary  and  general  manager.  Dr.  Walter 
P.  Anderton.  The  contribution  Dr.  Anderton  makes 
to  the  smooth  working  of  the  office  cannot  be 
measured.  The  committee  expresses  its  deepest 
thanks  to  him. 

This  committee  consists  of  representatives  from 
the  Board  of  Trustees,  the  Council,  and  the  secre- 
tary and  treasurer  of  the  Society.  It  is  recom- 
mended that  the  House  of  Delegates  reappoint  a 
similar  committee  on  Office  Administration  and 
Policies  for  the  coming  year. 

Ethics 

The  Council  Committee  on  Ethics  consists  of  the 
following  members: 

Thurman  B.  Givan,  M.D.,  Chairman . . Brooklyn 

William  B.  Rawls,  M.D New  York  Citv 

Ezra  A.  Wolff.  M.D Forest  Hills 

Since  this  newly  formed  committee  started  to 
function  last  fall  a few  matters  w ere  referred  to  it  up 
to  January  1,  1953. 

1.  One  question  that  continues  to  crop  up  over 
the  State  is:  What  attitude  should  approved  hos- 
pitals take  toward  allowing  osteopaths  on  their 
staffs? 

2.  Another  somewhat  controversial  subject  was 
proration  of  fees  by  the  United  Medical  Service, 
when  two  or  more  physicians  are  in  attendance  on 
the  same  patient. 

The  committee  makes  even'  attempt  to  arrive  at 
the  correct  solution  of  each  of  its  problems  before 
reporting  its  opinions  to  the  Council.  Furthermore, 
the  committee  welcomes  opinions  on  the  various 
issues  referred  to  it  by  county  medical  societies  or 
individual  members  of  the  Society. 
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REPORT  OF  THE  PLANNING  COMMITTEE  FOR 
MEDICAL  POLICIES 


To  the  House  of  Delegates,  Gentlemen: 

This  is  the  tenth  annual  report  of  this  committee, 
the  third  report  by  the  present  chairman.  The 
previous  chairmen  of  this  committee  have  been  Dr. 
Louis  H.  Bauer  and  Dr.  J.  Stanley  Kenney.  The 
district  branch  representatives  of  the  present  com- 
mittee, as  selected  by  the  district  branches,  were 
appointed  by  Dr.  Edward  T.  Wentworth,  presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York,  and  approved  by  the  Council.  These  mem- 
bers are  as  follows: 

Peter  J.  Di  Natale,  M.D.,  Chairman,  Eighth 


Batavia 

George  Schwartz,  M.D.,  First..  . .New  York  City 
Charles  C.  Murphy,  M.D.,  Second. . . .Amityville 

Edward  F.  Shea,  M.D.,  Third Kingston 

Leonard  J.  Schiff,  M.D.,  Fourth Plattsburg 

Arthur  F.  Gaffney,  M.D.,  Fifth Clinton 

Norman  S.  Moore,  M.D.,  Sixth Ithaca 

Theodore  B.  Steinhausen,  M.D.,  Seventh 

Rochester 

Robert  L.  Yeager,  M.D.,  Ninth Pomona 

John  F.  Rogers,  M.D.,  Ninth  (replacing  Dr. 

Yeager) Poughkeepsie 

The  following  are  the  standing  members  of  the 
committee  for  the  current  Society  year: 


Edward  T.  Wentworth,  M.D.,  President 

1 Rochester 

Andrew  A.  Eggston,  M.D.,  President-Elect 

Mount  Vernon 

W.  P.  Anderton,  M.  D.,  Secretary 

New  York  City 

Frederic  W.  Holcomb,  M.  D.,  Speaker... Kingston 

Dan  Mellen,  M.D.,  Trustee Rome 

The  Planning  Committee  was  originally  set  up 
with  the  specific  purpose  of  developing  and  sug- 
gesting long-range  policies  for  the  State  Society. 
Among  the  things  this  committee  was  to  consider 
were  educational  requirements  for  licensure,  social- 
izing influences  in  the  practice  of  medicine,  the  rela- 
tionship of  hospitals  and  the  practice  of  medicine, 
and  other  matters  as  the  committee  deems  important 
from  the  standpoint  of  protecting  the  public  and  the 
medical  profession  from  attempts  to  bring  about 
inadequate  medical  care  and  unwarranted  interfer- 
ence by  outside  agencies  with  the  practice  of  medi- 
cine. 

Your  committee  has  studied  for  policy  determi- 
nation this  current  year  the  following:  ( 1 ) remission 
; of  dues  for  members  temporarily  in  the  armed  serv- 
j ices  or  U.S.  Public  Health  Service,  (2)  acceptance  of 
associate  or  honorary  membership  in  New  York 
j State  Nutrition  Committee,  (3)  the  establishment 
I of  a Council  Committee  on  Industrial  Health  with 
full  prerogatives  of  such  a Council  committee,  (4) 
the  abolishing  of  the  scientific  programs  by  the  dis- 
trict branches,  (5)  training  in  public  relations  for 
interns  and  residents,  and  (6)  implementation  of 


loyalty  oath  resolution  as  passed  by  the  House  of 
Delegates. 

1.  Remission  of  Dues. — During  World  War  II, 
it  was  the  policy  of  the  State  Society  to  remit  the 
dues  for  one  additional  year  following  discharge 
from  service.  Since  World  War  II,  it  has  not  been 
the  policy  to  remit  for  the  additional  year. 

Your  committee,  after  careful  consideration  and 
study,  recommends  that  the  same  policy  that  existed 
during  World  War  II  be  followed  at  this  time  for 
those  members  serving  in  the  armed  forces  and  the 
U.S.  Public  Health  Services. 

2.  Associate  or  Honorary  Membership  in  New 
York  Nutrition  Committee. — Your  committee,  after 
discussing  the  pro’s  and  con’s  of  our  Society  accept- 
ing such  membership,  believes  we  should  be  very 
careful  about  accepting  membership  in  any  outside 
committee  and  advised  investigation  into  back- 
ground of  this  Nutrition  Committee.  Upon  investi- 
gation by  Dr.  Moore  of  our  committee,  we  found 
that  this  committee  is  an  intergroup  agency  which 
promotes  nutrition.  The  active  members  are  largely 
nutritionists  from  State  agencies. 

It  was  recommended  that  the  Medical  Society  de- 
cline the  invitation  to  membership  at  this  time. 

3.  Council  Committee  on  Industrial  Health. — 
Your  committee  has  spent  a good  deal  of  its  meeting 
time  in  discussing  this  topic.  The  importance  of  the 
subject  demanded  this  because  the  field  of  industrial 
medicine  embraces  a wide  variety  of  medical  pro- 
grams, such  as  preventive  medicine,  physical  medi- 
cine, and  rehabilitation.  It  is  also  allied  closely 
functionally  to  practice  of  medicine  in  compensation 
work.  Labor  also  is  interested  in  industrial  medi- 
cine, as  is  management. 

Because  establishment  of  a Council  committee 
might  and  could  mean  the  establishment  of  another 
bureau  in  our  Society,  we  proceeded  carefully  and 
cautiously  in  our  study.  We  invited  to  our  meet- 
ing on  various  occasions  representatives  of  the  pre- 
vious subcommittees  on  industrial  health,  repre- 
sentatives from  the  A.M.A.  Council  on  Industrial 
Health,  and  interested  persons  from  the  various  labor 
unions  and  from  labor  health  centers.  Representa- 
tives from  C.I.O.  and  A.F.L.  were  unable  to  attend. 

It  was  felt  that  the  physician  must  know  some- 
thing about  employment  practices  in  regard  to  in- 
dustrial employer-employe  relationship;  he,  too, 
must  know  about  industrial  safety  practices,  sani- 
tation, industrial  hygiene,  toxicology,  etc.  The 
industrial  practitioner,  local  county  societies,  labor 
unions,  and  industry  all  could  profit  by  our  Society’s 
becoming  a leader  in  industrial  medicine  so  that  the 
best  medical  care  may  be  made  available  to  the 
American  worker. 

Your  committee  was  of  the  opinion  that  we  should 
proceed  slowly  in  this  matter  and,  at  this  time,  rec- 
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ommend  to  the  Council  that  a Council  Committee 
on  Industrial  Health  be  appointed  with  full  Council 
committee  authority.  A pilot  study  has  been  sug- 
gested in  one  or  two  counties,  patterned  somewhat 
after  the  so-called  Pennsylvania  plan  or  any  other 
plan  suitable  to  our  needs  and  our  resources. 

4.  District  Branches. — Your  committee  studied 
this  ever  recurring  problem  and  was  of  the  opinion, 
after  obtaining  reports  from  a number  of  the  dis- 
trict branches,  that  each  district  branch  is  an 
autonomous  entity  and  should  decide  for  itself 
whether  or  not  it  wishes  to  abolish  the  scientific 
sessions  at  the  meeting. 

5.  Training  in  Public  Relations  for  Interns  and 
Residents. — “The  House  approved  a resolution 
advocating  training  in  public  relations  for  interns 
and  residents  and  that  steps  be  taken  to  request 
hospital  medical  boards  to  arrange  for  instruction 
with  a selection  of  lecturers  to  come  from  those  gen- 
eral practitioners  who  deserve  a reputation  for  dis- 
playing great  personal  care  and  concern  for  their 
patients.” 

Your  committee,  in  discussing  this  problem,  be- 
lieves that  this  is  a good  thought,  but  there  was 
some  doubt  as  to  how  this  was  to  be  implemented. 
It  was  discussed  that  perhaps  a letter  could  be 
written  by  our  Society  to  all  hospital  boards,  those 
with  interns  and  residents,  apprising  them  of  our 
desires  to  foster  better  training  in  public  relations 
for  interns  and  residents,  also,  to  medical  schools 
apprising  them  regarding  our  desires. 

It  was  brought  out  that  a number  of  medical 
schools  are  establishing  the  system  of  teaching 
human  relations  to  interns  and  residents,  and  this 
we  commend  and  express  desire  for  its  continuance. 
This  matter  is  still  in  the  study  stage  for  final  recom- 
mendations. 

6.  Implementation  of  Loyalty  Oath  Resolution. — 

Discussion  on  the  question  of  implementation  of 
the  loyalty  oath  resolution  took  place  at  all  our 
meetings,  and  in  order  to  acquaint  the  members 
of  this  House  of  Delegates  fully  with  the  complete 
information  for  their  consideration,  let  us  review 
the  previous  actions  taken  by  our  Society. 

A resolution  was  introduced  in  the  1950  session 
of  the  House  of  Delegates,  “requiring  oath  of  allegi- 
ance (loyalty  oath)  to  the  government  of  the  United 
States  as  a condition  for  membership  in  the  State 
Society  and  its  component  county  societies.”  This 
was  referred  to  the  Reference  Committee  on  Con- 
stitution and  Bylaws,  and  that  committee  reported 
to  the  House  of  Delegates  as  follows:  “Your  com- 
mittee feels  that  this  resolution  has  possible  legal 
complications  which  the  committee  can  not  fore- 
tell, and  with  which  it  does  not  feel  able  to  cope. 
It  therefore  recommends  that  this  resolution  be 
referred  to  the  Council  for  further  study  and  dis- 
position.” 

The  Council,  in  view  of  the  fact  that  the  reference 
committee  felt  that  there  might  be  legal  complica- 
tions, referred  the  resolution  to  the  counsel  for  a 
report,  and  counsel  made  the  following  report:  “I 
am  at  a loss  to  understand  why  any  such  resolution 
is  thought  to  be  desirable  at  the  present  time.  I see 
no  present  need  for  such  a resolution  in  the  Medical 
Society.  It  would  seem  to  me  to  be  particularly 
repugnant  to  submit  it  to  all  of  the  present  member- 
ship. As  you  know,  the  faculties  of  the  universities 
maintained  by  the  State  of  California  were  recently' 
asked  to  sign  a similar  pledge.  They  rose  up  in  re- 
bellion, and  the  thought  of  having  them  sign  a pledge 
was  abandoned.  There  was  no  question  that  among 
the  great  numbers  who  resisted  the  signing  of  the 


pledge  were  professors  and  instructors  of  unques- 
tionable loyalty,  who,  however,  had  theoretic  ob- 
jections to  the  signing.  I think  we  would  encounter 
a considerable  amount  of  resistance  among  our 
members.  Regardless  of  the  ultimate  constitu- 
tional question  as  to  whether  or  not  such  oaths  may 
be  required  for  membership  in  a quasipublic  society 
such  as  ours,  I would  think  it  generally  inadvisable 
to  require  the  same.” 

In  spite  of  the  report  of  the  counsel,  again  in  1951 
a similar  resolution  was  introduced.  This  was  re- 
ferred by  the  speaker  to  the  Reference  Committee 
on  Miscellaneous  Business,  Dr.  A.  H.  Aaron,  Erie 
County,  chairman,  and,  after  the  usual  study,  the 
reference  committee  reported  as  follows:  “We  ap- 
prove of  the  principle  of  this  resolution  in  all  factors 
that  will  result  in  reaffirmation  of  the  principles  of 
Americanism  embodied  in  it.  We  move  the  resolu- 
tion be  referred  to  the  Council  of  the  Medical  So- 
ciety for  further  study',  consideration,  and  action.” 
There  was  no  discussion,  and  the  recommendation  of 
reference  committee  was  passed  unanimously'. 

This  time  the  Council,  perhaps  believing  that  a 
change  in  the  Constitution  and  Bydaws  was  in- 
volved, referred  this  matter  for  study  to  the  Council 
Committee  on  Constitution  and  Bylaws,  E>r. 
Frederick  W.  Williams,  chairman.  After  study' 
and  consultations,  this  committee  reported  as  fol- 
lows: “Your  committee  is  of  the  opinion  that  the 
loyalty  of  the  men  in  the  Society  and  in  the  prac- 
tice of  the  profession  in  this  State  can  well  be  taken 
for  granted.  Our  Society  is  not  established  to  police 
the  loy'alty  of  its  members.  As  our  legal  counsel 
had  advised  against  including  any  such  loy'alty  oath 
in  our  Constitution.  yrour  committee,  therefore, 
does  not  recommend  the  introduction  of  such  an 
amendment  at  this  time.”  This  report  was  adopted 
by  the  Council  and  made  a part  of  the  Council  re- 
port to  the  House  of  Delegates,  at  the  last  session, 
May,  1952. 

The  speaker  of  the  House  referred  this  portion  of 
the  Council  report  to  the  Reference  Committee  on 
Constitution  and  By-laws,  Dr.  Thomas  O.  Gamble, 
-Albany  County,  chairman.  A member  of  the  com- 
mittee was  also  Dr.  Aaron,  who,  you  will  recall,  was 
chairman  of  a previous  reference  committee  that  re- 
ported on  this  same  subject  in  1951. 

Dr.  Gamble’s  committee  recommended  to  the 
House  that  such  an  amendment  be  not  introduced 
and  so  moved.  After  discussion,  a substitute  motion 
to  refer  this  back  to  the  reference  commit  tee  for  fur- 
ther study  was  lost.  .After  further  discussion  it 
was  voted  to  disapprove  the  recommendation  of  the 
reference  committee  and  to  approve  the  proposition 
as  follows:  “That  a loyalty  oath  be  taken  and  that 
it  be  worded  that  any  person  before  admission  to 
the  Medical  Society  of  the  State  of  New  York  must 
give  an  oath  of  allegiance  to  uphold  the  Constitu- 
tion of  the  United  States  before  he  can  become  a 
member,  and  that  any'  person  who  is  now  a member 
of  the  Society  should  be  required  to  give  an  oath 
within  one  year  from  the  date  of  its  adoption.” 

Your  Planning  Committee  has  reviewed  these 
previous  actions  of  the  House  of  Delegates.  It  has 
studied  the  advisability  and  feasibility  of  this  resolu- 
tion, and  it,  too,  was  concerned  with  the  possible 
legal  entanglements  that  our  State  Medical  Society 
might  get  involved  in,  so  we  asked  for  a review  and 
legal  opinion  from  an  outside  legal  firm. 

Your  Planning  Committee  is  well  aware  of  the 
tremendous  discussion  going  on  all  over  the  nation 
in  regard  to  loyalty'  oaths,  the  investigation  in  New 
York  City  by  the  Board  of  Education  in  regard  to 
loyalty  of  some  members  of  a teacher’s  organization, 
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! the  investigations  concerning  the  loyalty  of  some  of 
the  United  Nations  employes,  the  Feinberg  Law  in 
New  York  State  requiring  all  teachers  to  take  the 
loyalty  oath,  the  disclosures  of  the  possible  sub- 
I versive  activities  of  person  or  persons  in  our  State 
I Department.  These,  and  perhaps  more  throughout 
the  country,  have  brought  to  the  forefront  this  ques- 
tion of  “loyalty  oaths.” 

A number  of  questions  and  statements  were  dis- 
cussed by  your  Planning  Committee,  and  among 
these  were: 

1.  Why  should  any  real  American  refuse  to 
sign  this  oath? 

2.  The  American  Bar  Association  had  a resolu- 
tion before  it  “that  it  is  not  inappropriate,  with 
world  conditions  as  they  are,  that  any  American 
citizen  be  required  to  attest  his  loyalty  to  our  form 
of  government  by  anticommunist  oath,  and  that  it 
is  especially  appropriate  that  all  licensed  to  practice 
law  in  the  United  States  of  America  be  required  so 
to  do.”  The  Committee  on  Law  Reform  of  the 
Association  of  the  Bar  of  the  City  of  New  York 
studied  this  resolution  and  reported  “that  such 
oaths  for  lawyers  are  neither  necessary  nor  wise.” 

3.  Why  didn’t  the  person  or  persons  that  advo- 
cated the  passage  of  this  in  our  House  of  Delegates 
propose  such  a loyalty  oath  for  membership  in  the 
A.M.A.? 

4.  Are  there  any  state  medical  societies  through- 
out the  country  that  require  loyalty  oaths  for  mem- 
bership? 

5.  Does  the  State  Medical  Society  stand  to  lose 
considerable  membership  because  some  members 
may  be  perfectly  loyal  but  consider  this  compulsory 
signing  as  a personal  affront  to  them? 

6.  What  is  the  aim?  What  is  the  purpose? 
What  is  the  intent?  Is  it  to  reaffirm  the  loyalty  of 
the  loyal?  Is  it  to  place  stigma  of  disloyalty  on 
those  who  refuse  to  sign? 

7.  Will  it  accomplish  that  which  it  is  intended 
to  accomplish? 

8.  Should  this  be  properly  discussed  at  the  level 
of  the  county  society  first,  so  that  more  members  of 
the  Medical  Society  of  the  State  of  New  York  can 
voice  their  views? 

9.  Shall  this  oath  be  compulsory  as  it  would 
be  if  each  county  society  made  its  signing  prerequi- 
site for  membership,  and,  if  that  is  done,  will  you 
deprive  some  members  of  the  profession  of  the 
proper  practice  of  their  profession  in  certain  or  most 
hospitals  because  these  hospitals  require  membership 
in  local  or  State  Society  before  granting  hospital 
privileges? 

10.  If  this  oath  were  voluntary,  would  it  mean 
more?  Wouldn’t  those  who  are  disloyal  sign  this? 
What  would  the  mere  signing  of  an  oath  mean  to  the 
really  subversive  type  of  individual? 

11.  Shall  the  New  York  State  Education  De- 
partment be  requested  by  our  Society  to  require,  for 
original  licensure  of  M.D.’s,  the  signing  and  filing 
of  loyalty  oath  and  also  require  signing  and  filing 
of  loyalty  oath  for  M.D.’s  when  reregistration 
occurs? 

12.  Numbers  of  physicians  have  stated  that  they 
do  not  accept  the  suspicion  of  being  disloyal  by  being 
asked  to  sign  a loyalty  oath.  A compulsory  oath 
does  not  necessarily  contribute  to  making  any  per- 
son loyal. 

13.  Compulsory  signing  of  oath  might  tend  to 
create  atmosphere  of  fear  and  mistrust.  Loyalty 
cannot  be  legislated  or  imposed  by  resolution  or 
amendment. 

The  above  points  were  brought  out,  and  no  matter 
how  we  personally  feel  we  decided  to  await  outside 


legal  opinion  before  making  our  recommendations  to 
the  Council. 

The  legal  opinion  was  based  on  the  following  as- 
sumptions : 

1.  The  Medical  Society  of  the  State  of  New  York 
is  a membership  corporation  and,  as  presently  con- 
stituted, is  the  result  of  consolidation  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Medical  Association  pursuant  to  Chapter  1 
of  the  Laws  of  1904  of  the  State  of  New  York.  Under 
the  Act,  the  Society  acquired  all  of  the  property, 
rights,  powers,  and  privileges  theretofore  possessed 
by  either  of  the  consolidating  corporations  and  had 
the  power  to  establish  the  conditions  of  admission 
and  expulsion  of  its  members. 

2.  Article  1 of  the  Constitution  of  the  Society 
states  that  its  purposes  shall  be  “to  federate  into  one 
organization  the  medical  profession  of  the  State  of 
New  York,  to  extend  medical  knowledge  and  ad- 
vance the  science  and  art  of  medicine,  to  promote 
the  betterment  of  public  health,  and  to  enlighten  and 
direct  public  opinion  in  regard  to  the  problems  of 
medicine  and  health  for  the  best  interest  of  the 
people  of  the  State.” 

3.  In  addition  to  the  State  Society  there  are 
component  county  societies.  The  Constitution  and 
Bylaws  of  the  State  Society  prescribe  the  classes  of 
membership  and  the  qualifications  for  membership. 
A person  who  is  an  active  member  in  good  standing 
of  a component  medical  society  becomes  ipso  facto 
a member  in  good  standing  of  the  State  Society  upon 
payment  of  dues.  A member  pays  his  dues  to  his 
county  society  and  to  the  State  Society  by  a single 
payment  to  the  county  society  which  remits  to  the 
State  Society.  Prior  to  the  adoption  of  the  above 
quoted  resolution,  a member  could  be  expelled  from 
tne  Society  for  nonpayment  of  dues,  for  expulsion 
from  his  county  society,  and  upon  conviction  of  a 
crime  involving  moral  turpitude. 

4.  The  resolution  did  not  purport  to  amend  the 
Constitution  or  the  Bylaws  with  reference  to  condi- 
tions and  qualifications  for  membership. 

5.  Over  90  per  cent  of  all  doctors  actively  prac- 
ticing in  New  York  State  are  members  of  their  local 
county  societies  and  of  the  State  Society.  Member- 
ship in  the  Society  is  virtually  indispensable  to  the 
effective  practice  of  medicine  in  the  State.  Indeed, 
when  the  legislature  created  the  State  and  compo- 
nent county  societies,  it  empowered  these  societies  to 
examine  an  applicant  for  admission  to  practice 
medicine  and  to  give  a diploma  to  each  qualified  ap- 
plicant, which  diploma  was  necessary  to  practice. 
Most  hospitals  throughout  the  State  limit  their  staffs 
to  members  of  the  Society.  Without  membership, 
a doctor  is  virtually  deprived  of  the  opportunity  for 
a hospital  connection  so  necessary  to  the  successful 
practice  of  medicine.  Membership  in  the  Society 
also  entitles  a doctor  to  free  legal  defense  in  mal- 
practice suits  if  he  is  uninsured  and  the  privilege  of 
securing  group  malpractice  insurance.  The  Society’s 
own  literature  asserts  that  its  activities  “affect  every 
facet  of  your  professional  life.” 

Very  recently,  the  State  Society  itself  made  the 
following  representation  and  observation:  “In- 

deed, it  is  to  be  borne  in  mind  that  the  Medical 
Society  of  the  State  of  New  York  is  not  a club  or 
social  organization  but  rather  that  it  is  quasipublic 
in  nature  and  that  the  officers  of  the  Medical  Society 
of  the  State  of  New  York  are  extremely  zealous  in 
their  efforts  to  insure  that  no  doctor  who  is  licensed 
in  the  State  of  New  York  and  who  is  possessed  of 
good  character  shall  be  deprived  of  membership  in 
the  Society.  Conversely,  there  are  excluded  from 
membership  or  expelled  from  membership  any  phy- 
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sieians  whose  professional  conduct  is  improper  and 
considered  to  be  detrimental  to  the  welfare  of  their 
patients  and  the  public.  The  real  value  of  this  dis- 
ciplinary activity  by  the  Medical  Society  may  be 
appreciated  in  part,  at  least,  if  it  is  borne  in  mind 
that  it  is  quite  routine  for  a reputable  hospital  to  in- 
sist that  before  any-  doctor  may  be  appointed  to  its 
staff,  he  must  be  a member  of  his  local  medical  so- 
ciety and  a member  of  the  Medical  Society  of  the 
State  of  New  York.  The  genuinely  public  nature 
of  the  Medical  Society’s  disciplinary  activities  is 
illustrated  by  the  fact  that  any  lay  person  who  has 
a grievance  of  any  kind,  nature,  or  description 
against  a member  of  the  profession  may  have  a 
chance  to  be  heard  by  an  impartial  tribunal.” 

6.  Prior  to  and  since  the  adoption  of  the  above 
quoted  resolution,  there  has  been  no  indication  that 
persons  disloyal  to  our  form  of  government  have 
infiltrated  into  the  Society  in  any  significant  num- 
bers or  that  there  was  any  demonstrated  need  to 
prescribe  any  test  of  the  loyalty  of  the  membership 
or  to  impose  such  an  oath  as  a condition  to  con- 
tinued membership  in  order  to  safeguard  the  Society 
or  its  members  from  persons  hostile  to  its  purposes. 

7.  Many  distinguished  physicians  who  have 
been  members  of  the  Society  for  many  years  have 
stated  their  dissatisfaction  with  the  resolution  and 
their  determination  not  to  comply  with  its  provisions. 

Upon  the  foregoing  assumptions,  we  are  of  the 
opinion  that  the  validity  and  enforceability  of  the 
resolution  are  matters  of  very  serious  doubt  and 
that  any  attempt  at  enforcement  would,  in  all 
probability,  lead  to  judicial  proceedings  attacking 
its  validity. 

Your  Planning  Committee,  following  this  study 
of  legal  opinion,  advised  the  Council  that,  while  we 
of  the  Planning  Committee  agree  with  the  principles 
of  the  resolution  and  are  in  accord  with  its  intent, 
from  the  point  of  enforceability  and  legal  imple- 
mentation we  should  not  subject  our  State  Society 
to  long  legal  controversies  and  recommend  that  no 
action  be  taken  at  this  time  to  implement  the  resolu- 
tion. 

The  legal  opinion  is  on  file  with  the  secretary. 

Comments.  Your  Planning  Committee  desires 
to  make  the  following  comments: 

1.  Your  committee  recommends  that  any  phy- 
sician eligible  should  join  and  take  an  active  interest 
in  American  Legion  affairs. 

2.  Your  committee  recommends  that  individ- 
ual physicians  should  join  their  local  chamber  of 
commerce. 

3.  Your  committee  recommends  to  the  House  of 
Delegates  that  matter  brought  up  in  the  House  be 
properly  discussed  and  disposed  of  in  the  House 
when  possible  and  that  the  House  not  postpone 
action  by  referring  the  matter  to  the  Council. 

4.  Your  committee  reiterates  and  emphasizes 
point  7 in  the  1952  report  of  Planning  Committee: 
“We  believe  that  a more  determined  effort  should 
be  made  to  educate  members  of  our  profession,  the 
public,  the  judiciary,  and  the  legislature  about  the 
cultist  situation.” 

5.  Your  committee  recommends  to  the  House 
this  procedure,  as  suggested  by  Dr.  Leonard  Schiff, 
in  regard  to  the  district  branch  appointment  to  the 
Planning  Committee  for  Medical  Policies: 

“The  resolution  concerning  the  composition  of 
the  Planning  Committee  on  Medical  Policies 
which  was  adopted  by  the  House  of  Delegates  in 
1951  does  not  specify  any  particular  term  of 
office  for  the  district  representatives.  Further- 
more, it  did  not  state  when,  in  the  calendar  year, 
these  representatives  were  to  be  selected,  and  the 


usual  procedure  thus  far  has  been  to  select  them 
at  the  time  of  the  annual  district  branch  meeting. 

“The  work  of  the  Planning  Committee  on 
Medical  Policies  is  largely  of  a long-range  nature, 
and  it  is  desirable  to  have  some  continuity  of  serv- 
ice on  this  committee.  Furthermore,  the  work 
of  the  committee  usually  begins  in  the  late  sum- 
mer or  early  fall,  whereas  the  district  branches 
quite  often  do  not  meet  until  later  in  the  fall. 
In  order  to  provide  some  continuity  of  member- 
ship on  this  committee  and  to  avoid  changes  of  its 
membership  during  its  working  year  the  following 
recommendations  are  made: 

“1.  That  the  term  of  office  for  members  of  the 
Planning  Committee  on  Medical  Policies  be  es- 
tablished as  three  years.  A staggered  plan  of 
membership  can  easily  be  set  up  whereby  three 
of  the  nine  district  branches  would  select  their 
members  in  any  given  year. 

“2.  That  the  district  representatives  take  office 
immediately  after  the  session  of  the  House  of 
Delegates  following  their  election.  In  other 
words,  members  selected  in  the  fall  would  not  take 
office  until  after  the  meeting  of  the  House  of 
Delegates  the  following  spring.” 

6.  Your  committee  strongly  reaffirms  its  op- 
position to  the  practice  of  medicine  by  hospitals 
and  medical  schools  under  any  guise  and  urges  its 
members  to  be  constantly  on  the  alert  to  combat  this 
encroachment  on  the  practice  of  medicine. 

7.  Your  committee  suggests  to  the  State  So- 
ciety that  it  take  under  advisement  the  appoint- 
ment of  a lay  advisory  committee,  membership  on 
this  committee  to  consist  of  individuals  from  Ameri- 
can Legion,  American  Farm  Federation,  industry, 
labor,  clergy,  and  any  other  organizations  that  the 
State  Society  may  deem  it  advisable  to  appoint. 

Dr.  Louis  H.  Bauer  some  time  ago  suggested  this 
at  the  A.M.A.  level.  We  have  no  knowledge  that 
this  was  ever  accomplished. 

8.  Your  committee  suggests,  in  view  of  the  fact 
that  a considerable  amount  of  money  is  spent  by  the 
State  Society  in  renting  office  space,  that  it  investi- 
gate the  possibility  of  obtaining  permanent  quarters, 
alone  if  necessary  or  with  other  interested  groups. 
This  may  of  necessity  be  long-term  planning  due  to 
recent  contracts  made  with  present  setup.  This 
could  be  studied  by  the  Office  Administration  and 
Policies  Committee  and/or  any  other  committee  the 
Society  may  appoint. 

9.  Your  committee  suggests  to  the  various 
county  medical  societies  that,  whenever  possible, 
copies  of  the  resolutions  that  are  to  be  presented  at 
the  House  of  Delegates  be  made  available  to  the 
other  county  societies  so  that  individual  counties 
may  take  action  on  same  and  the  delegates  repre- 
senting such  counties  may  properly  present  -views  of 
respective  county  on  those  resolutions.  Dr.  Hol- 
comb, speaker  of  the  House  of  Delegates,  has  often 
stated  this,  and  we  wish  to  re-emphasize  this  matter. 

10.  Your  committee  humbly  suggests  that  any 
member  of  our  Society  with  any  constructive  ideas 
about  planning  medical  policies  forward  them  to  the 
secretary,  Dr.  Anderton.  They  will  be  given  due 
consideration  and  study. 

I wish  to  express  my  thanks  to  the  members  of 
the  Planning  Committee  for  their  attendance  at  our 
meetings,  for  their  splendid  cooperation  and  advice, 
also  my  thanks  to  individuals  that  appeared  before 
our  committee  to  give  us  of  their  valuable  time  and 
experience  to  guide  us  in  our  deliberations,  and  to 
any  and  all  who  helped  in  this  past  year. 

Respectfully  submitted, 

Peter  J.  Di  Natale,  M.D.,  Chairman 
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REPORT  OF  THE  SPECIAL  COMMITTEE  ON  MEDICAL  DEFENSE 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Special  Committee  on  Medi- 
cal Defense  are  as  follows: 

John  J.  Masterson,  M.D.,  Chairman..  . Brooklyn 


W.  P.  Anderton,  M.D New  York  City 

Theodore  J.  Curphey,  M.D Forest  Hills 

Andrew  A.  Eggston,  M.D Mount  Vernon 

Herman  E.  Hilleboe,  M.D Albany 

J.  G.  Fred  Hiss,  M.D Syracuse 

Joseph  W.  Howland,  M.D Rochester 

J.  Stanley  Kenney,  M.D New  York  City 

James  E.  McAskill,  M.D ! Watertown 

Abraham  M.  Rabiner,  M.D Brooklyn 

Edward  T.  Wentworth,  M.D Rochester 

Carlton  E.  Wertz,  M.D Buffalo 

Floyd  S.  Winslow,  M.D Rochester 


During  1952  your  committee  was  called  upon  to 
assist  the  Office  of  Medical  Defense  of  the  New  York 
State  Department  of  Health  in  carrying  out  the 
many  complex  responsibilities  inherent  in  preparing 
the  medical  civil  defense  of  the  State.  The  com- 
mittee gave  many  suggestions  and  approvals  for  in- 
creasing the  effectiveness  of  the  program  based  on 
recommendations  of  the  Office  of  Medical  Defense. 

Emphasis  was  placed  on  revising  previously 
adopted  plans  and  developing  new  concepts  to 
meet  an  ever-changing  situation,  procuring,  storing, 
and  delivering  various  items  of  medical  supplies, 
and  training  medical  service  personnel  at  both  the 
State  and  local  levels. 

Major  effort  during  1952  was  directed  at  the  re- 
vision of  Civil  Defense  Commission  Information 
Circular  Number  10,  dated  December  7,  1950, 
which  is  the  basic  guide  in  the  preparation  of  local 
medical  plans,  the  establishment  of  a blood  plasma 
production  and  experimental  unit,  the  development 
of  operational  and  command  procedures,  and  the 
continued  preparation  of  training  material  for  use 
by  emergency  medical  service  volunteers. 

Revision  of  Information  Circular  Number  10. — 
Much  of  the  work  in  the  revision  of  Information 
Circular  Number  10  has  been  completed.  However, 
there  are  several  phases  of  medical  planning 
which  require  additional  development.  It  is  ex- 
pected that  the  revised  information  circular,  incor- 
porating the  latest  plans  for  medical  services,  will  be 
published  in  the  early  part  of  1953. 

Improvised  Emergency  Hospitals. — Progress  can 
now  be  reported  in  planning  improvised  emergency 
hospitals.  Planning  relative  to  such  hospitals  has 
entailed  the  development  of  personnel  needs,  require- 
ments in  equipment  and  supplies,  operational  duties 
and  procedures,  design  of  a record  system,  and 
coordination  of  the  improvised  emergency  hospitals 
with  permanent  hospitals.  By  using  as  a base 
equipment  and  supplies  organic  to  a mobile  Army 
surgical  hospital,  certain  revisions  were  made  that 
would  make  this  unit  usable  for  civil  defense.  In 
the  process,  the  weight  of  the  component  elements  of 
the  unit  was  reduced  by  approximately  two  tons, 
and  the  over-all  cost  of  equipment  and  supplies  for 
all  units  was  lowered  by  approximately  §300,000. 
The  list  of  items  making  up  the  improvised  emer- 
gency hospital  is  being  processed,  and  it  is  antici- 
pated that  these  items  will  be  received  for  stock- 
piling by  late  spring,  1953. 

Operational  and  Command  Procedures. — An- 
other major  phase  of  planning  conducted  by  the 


Office  of  Medical  Defense  and  this  committee  was 
the  development  of  methods  by  which  local  chief 
medical  officers  could  carry  out  their  operations 
during  an  emergency.  This  was  done  initially  to 
assist  local  chief  medical  officers  to  prepare  solutions 
to  the  Civil  Defense  Commission’s  test  exercise 
problems.  There  was  prepared  a five-page  outline, 
presenting  a realistic  picture  of  the  problems  which 
must  be  faced  in  planning  for  defense  against  atomic 
attack,  covering  the  following  factors:  (1)  bound- 

aries, installations,  structures,  and  routes  which 
must  be  spotted  on  the  map  of  the  attacked  area; 
(2)  criteria  showing  the  extent  of  the  damage,  on  a 
map  overlay;  (3)  space  data  needed  for  all  of  the 
medical  installations,  including  calculation  of  the 
deficits;  (4)  personnel,  supplies,  and  transport 
available  and  required  and  the  requirements  in  terms 
of  aid  needed  from  other  areas,  and  (5)  formulas  for 
calculation  of  the  requirements  for  staff,  supplies, 
and  transport. 

On  the  basis  of  this  outline  there  was  prepared  an 
exhibit  which  was  sent  to  all  target  cities  in  the  State 
that  had  held  test  exercises  during  1952.  Using 
Schenectady  as  an  example  of  an  attacked  city,  the 
exhibit  demonstrated  to  local  emergency  medical 
services  staff  a method  of  estimating  their  needs  and 
their  problem  if  attacked  and  was  used  as  a basis  for 
the  solution  of  the  paper  exercise  problem  presented 
at  each  State  directed  test  exercise. 

In  addition,  materials  were  prepared  describing 
the  operations  and  procedures  for  the  medical  serv- 
ices to  be  followed  in  a zone  control  center  and  city 
control  center  of  a mythical  city.  These  materials, 
including  a description  of  the  city,  the  procedures  to 
be  followed,  duty  statements  for  participating  per- 
sonnel, samples  of  forms  used,  and  sets  of  messages 
which  could  be  used  in  zone  control  center  and  city 
control  center  exercises,  were  designed  to  assist  local 
chief  medical  officers  and  their  staffs  in  the  vital 
task  of  commanding  and  maneuvering  emergency 
medical  forces  during  an  emergency  period  follow- 
ing an  atomic  disaster. 

The  method  and  procedures  described  herein  were 
demonstrated  to  the  local  civil  defense  directors  and 
chief  medical  officers  of  the  State’s  designated  target 
areas  in  a meeting  at  Syracuse  on  March  27,  1952, 
and  the  materials  were  distributed  for  their  use. 

Procurement,  Storage,  and  Distribution  of  Medi- 
cal Supplies. — During  1952,  the  supply  problems  con- 
fronting us  included  deciding  the  numbers  and  types 
of  supplies  to  be  procured  for  stockpiling  and  train- 
ing, planning  and  storing  stockpile  supplies,  and 
packaging  and  distributing  training  supplies. 

Arrangements  were  made  to  store  stockpile  sup- 
plies in  three  upstate  correctional  institutions,  the 
proportion  of  the  supplies  to  be  stored  at  each  loca- 
tion being  determined  on  the  basis  of  the  population 
of  nearby  target  areas.  After  shipments  to  the  three 
primary  storage  locations  are  made,  the  target  areas 
will  be  given  the  option  of  receiving  their  quotas  for 
storage  within  their  own  communities. 

Methods  and  procedures  of  packaging  the  sup- 
plies as  received  from  manufacturers  are  being  de- 
veloped. In  addition,  the  problem  of  transporting 
stockpile  supplies  to  an  attacked  area  is  receiving 
full  consideration. 

As  concerns  training  supplies,  these  were  stored  at 
various  locations  throughout  the  State.  A system 
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was  devised  for  distributing  the  training  supplies  to 
local  civil  defense  personnel,  and  actual  distribution 
was  made  to  about  97  per  cent  of  the  local  directors 
throughout  the  State. 

The  Federal  Civil  Defense  Administration  had 
stipulated  that  the  states  procure  litters  measuring 
22  inches  in  width.  However,  the  Office  of  Medical 
Defense,  with  the  Medical  Advisory  Committee  of 
the  State  Medical  Society,  substantiating  its  efforts, 
advocated  that  a 26-inch  width  litter-cot  was  con- 
sidered more  practical.  The  Federal  Civil  Defense 
Administration  later  held  that  litter-cots  22  inches 
wide  were  of  sufficient  width  and  that  the  only  ac- 
ceptable alternative  was  using  both  litters  and  cots. 
After  about  a year  and  a half  of  negotiating  the 
matter  with  the  Federal  government,  approval  was 
finally  obtained  for  this  State  to  procure  aluminum 
litter-cots  26  inches  wide.  Specifications  have  been 
drawn  up  and  a contract  awarded  for  the  construc- 
tion of  50,000  aluminum  litter-cots  as  an  initial 
order.  Eventually  a total  of  100,000  litter-cots 
is  planned  for.  A commitment  has  been  obtained 
from  the  Federal  Civil  Defense  Administration  for 
its  participation  in  the  cost  of  this  item. 

The  State  Legislature  in  1951  made  available 
812,700,000  for  medical  civil  defense,  a part  of  which 
was  to  be  set  aside  for  procurement  of  medical 
supplies  and  equipment,  including  blood  supplies 
for  stockpiling.  During  1952,  New  York  State  re- 
ceived a tentative  allocation  of  $4,741,000  of  Federal 
matching  funds,  on  a dollar  for  dollar  basis,  from 
the  Federal  Civil  Defense  Administration  toward  the 
acquisition  of  these  supplies  and  equipment.  Add- 
ing its  share,  the  State  asked  the  Federal  Civil  De- 
fense Administration  to  procure  approximately 
nine  and  a half  million  dollars  worth  of  supplies. 
Approximately  90  per  cent  of  these  supplies  and 
equipment  was  received  from  the  manufacturers 
during  1952.  Over  $2,000,000  of  the  amount  went 
for  the  purchase  of  antibiotics.  The  balance  of  the 
funds  went  for  outfitting  of  first  aid  stations,  includ- 
ing such  items  as  bandages,  dressings,  medical  and 
surgical  instruments,  plasma,  and  transfusion  sup- 
plies. Plans  for  packaging  and  distributing  these 
aid  station  outfits  are  near  completion,  and  it  is  ex- 
pected that  final  packaging  may  be  completed  by 
the  end  of  1953. 

Orders  for  items  to  be  procured  for  improvised 
emergency  hospitals,  equivalent  to  about  60  of  the 
regular  Army  mobile  surgical  hospitals,  were  placed 
during  1952,  and  deliveries  are  scheduled  for  early 
1953.  The  cost  of  procurement  and  packaging  of 
these  supplies  will  be  approximately  another  $4,000,- 

000. 

In  addition  to  first  aid  station  outfits  procured 
through  Federal  matching  funds,  the  Office  of 
Medical  Defense  ordered  and  delivered  to  local  civil 
defense  jurisdictions  first  aid  station  training  units 
costing  over  $250,000.  These  units  consist  of  the 
same  representative  items  as  will  be  stockpiled 
through  the  Federal-State  purchase.  These  units 
will  be  used  in  the  training  of  professional  and  non- 
professional volunteers  and  will  be  nearly  identical 
with  the  outfits  to  be  used  in  the  actual  emergency, 
in  order  to  accustom  the  trainees  to  the  appearance 
and  the  use  of  the  mat  erials. 

Training. — During  1952,  the  committee  gave  its 
approval  to  recommendations  of  the  Office  of  Medi- 
cal Defense  for  development  of  training  aids  and 
training  publications  covering  many  phases  of  the 
civil  defense  medical  problem. 

Training  aids  issued  for  use  during  1952  include: 

1.  Emergency  blood  services  training  aids  con- 


sisting of  “Technical  Manual,”  “Instructors  Plan 
Book,”  “Guide  for  Volunteer  Technicians,”  “Guide 
for  Laboratory  Aides,”  “Training  Charts,”  training 
film  “Blood  Collection  and  Administration,”  and 
“Promotion  and  Recruitment  Tips.” 

2.  Hospital  program  consisting  of  a “Manual  of 
Hospital  Organization  for  Civil  Defense”  and  a 
“Summary  of  Expansion  of  Hospital  Facilities  for 
Civil  Defense.”  It  is  to  be  noted  that  the  American 
Hospital  Association  proposes  to  urge  the  hospital 
superintendents  of  other  states  to  purchase  or  re- 
print copies  of  this  “Manual  of  Hospital  Organiza- 
tion for  Civil  Defense.” 

3.  Nursing  program  consisting  of  a “Guide  for 
Venipuncture  and  Intravenous  Therapy.” 

4.  Self-help  and  neighbor  help  program  consist- 
ing of  a supplement  showing  the  new  approved 
method  of  artificial  respiration. 

Your  committee  also  gave  approval  to  the  prepa- 
ration of  another  supplement  to  the  “Guide  for 
Self-Help  and  Neighbor  Help  Program”  entitled 
“The  Care  of  Women  During  Labor  and  Delivery 
Following  Atomic  Attack.”  It  will  be  used  in  the 
training  of  lay  persons  in  target  areas  in  meas- 
ures to  be  taken  to  care  for  women  in  labor  during 
the  emergency  period  and  during  transport  to  medical 
installations. 

A training  program  for  medical  laides^  has  been 
initiated,  and  the  committee  has  approved  the 
recommendation  of  the  Office  of  Medical  Defense 
to  publish  and  distribute  orientation  and  recruit-  I 
ment  pamphlets  as  aids  in  this  program. 

Test  Exercises. — During  1952,  medical  services 
personnel  of  both  target  and  nontarget  areas 
throughout  the  State  participated  in  test  exercises 
as  directed  by  the  State  Civil  Defense  Commission. 
Personnel  from  the  Office  of  Medical  Defense  and 
members  of  this  committee  observed  these  exer- 
cises, assisted  in  preparing  solutions,  and  guided 
local  personnel  in  developing  their  medical 
services.  Exercises  were  conducted  in  the  target 
areas  of  Nassau  and  Alban}'  counties  and  the  cities 
of  Rochester,  Utica,  Niagara  Falls,  Buffalo,  Bing- 
hamton, Syracuse,  and  New  York.  Considerable 
improvement  was  noted  in  1952  over  1951. 

The  pattern  for  test  exercises  in  1952  involved  two 
days,  with  the  local  director  furnishing  a solution  to 
a tactical  problem,  service  by  service.  This  takes 
place  on  a Friday  and  the  physical  demonstration  by 
the  services  concerned  on  the  next  day,  Saturday. 

It  is  interesting  to  note  the  numbers  of  medical 
services  personnel  who  turned  out  for  the  Saturday 
demonstrations.  In  the  Nassau  County  exercise  ! 
only  137  reported,  among  whom  there  were  only 
nine  physicians,  eight  medical  associates,  and  17 
nurses,  while  the  balance  were  lay  volunteers.  In 
the  Albany  County  exercise,  482  local  and  automatic 
aid  personnel  reported,  including  45  physicians. 
The  Rochester  exercise  produced  285  personnel,  in- 
cluding 36  physicians.  Utica  brought  out  174  per- 
sons, while  Niagara  Falls  had  400  (local  and  auto- 
matic aid  personnel)  with  a total  of  33  physicians. 
Buffalo  had  the  largest  upstate  turnout  with  509 
local  and  automatic  aid  personnel,  including  66  phy- 
sicians. Binghamton  had  203  local  and  automatic 
aid  personnel  reporting. 

The  Syracuse  medical  demonstration  was  centered 
around  the  mobile  Army  surgical  hospital  set  up_  in 
the  Syracuse  University  gymnasium  by  the  t .S. 
Army.  These  units,  originally  developed  for  use 
in  Korea,  grew  out  of  the  experience  in  medical  care 
in  World  War  II,  when  too  much  time  elapsed  be- 
tween first  aid  and  definitive  care.  This  proved  to 
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be  of  great  value  as  a training  aid  for  the  medical 
personnel  who  will  serve  on  improvised  emergency 
hospital  staffs.  It  showed  that  careful  coordi- 
nation of  the  rate  of  flow  of  litter  cases  from  second- 
ary aid  stations  to  improvised  emergency  hospitals 
will  be  essential  in  order  that  acutely  injured  persons 
requiring  surgical  repair  will  not  be  sent  into  the 
hospital  at  such  a rate  that  many  hours  must  elapse 
before  some  can  receive  emergency  care,  while  in 
other  emergency  hospitals  personnel  might  stand 
idle  while  waiting  for  patients.  It  is  estimated  that 
close  to  3,000  persons  attended  the  demonstration, 
including  civil  defense  officials  and  medical  officers 
from  many  localities  in  New  York  State,  from  sev- 
eral other  states,  Washington,  and  Canada. 

The  New  York  City  demonstration  was  well  con- 
ducted, with  first  aid  station  teams  well  organized. 
The  hospitals  demonstrated  a serious,  well-organized 
effort  to  protect  patients  hospitalized  prior  to  attack, 
to  survey  patients  who  could  be  moved  from  the 
hospital  in  event  of  actual  attack,  and  to  organize 
the  hospital  for  the  reception  of  litter  cases. 

Recruitment. — Reports  from  all  local  civil  de- 
fense jurisdictions  indicate  that  approximately 
73,000  people  have  volunteered  for  duty  with  emer- 
gency medical  services.  While  this  falls  far  short 
of  the  quota  needed  in  the  event  of  atomic  attack, 
it  does  represent  substantial  progress.  State  and 
local  medical  societies  continued  to  be  active  in  the 
recruitment  and  enrollment  of  physicians.  Many 
jurisdictions  showed  considerable  improvement  in 


the  number  of  physicians  recruited  and  enrolled 
since  the  November,  1951,  meeting  of  the  county 
medical  society  representatives.  Committee  mem- 
bers made  it  a point  to  do  whatever  they  could  to 
stimulate  the  local  societies  in  this  matter.  Also, 
the  local  societies  were  urged  to  seek  out  the  chief 
medical  officers  for  civil  defense  and  work  out  ways 
and  means  to  increase  enrollment. 

Comments. — The  very  fine  cooperation  and  good 
will  between  the  State  Society  and  the  State  Depart- 
ment of  Health  has  been  continued  during  the  past 
year.  Dr.  Herman  E.  Hilleboe,  commissioner  of 
health;  Dr.  James  H.  Lade,  officer  in  charge  of  civil 
defense,  and  their  staff  have  worked  unceasingly 
during  the  past  three  years  on  the  medical  civil 
defense  program.  As  a result  of  their  prodigious 
efforts  the  medical  civil  defense  program  and  the 
various  civil  defense  publications  of  the  State  Health 
Department  have  received  the  universal  commenda- 
tion of  the  civil  defense  authorities.  The  citizens 
of  the  State  can  well  be  proud  of  the  accomplish- 
ments of  the  State  Health  Department  for  the  ex- 
cellent medical  and  health  programs  for  civil  de- 
fense. 

I wish  to  thank  the  members  of  our  committee 
and  the  members  of  the  Medical  Advisory  Com- 
mittee for  the  attendance  at  our  meetings  and  for 
their  whole-hearted  support. 

Respectfully  submitted, 

John  J.  Masterson,  M.D.,  Chairman 


REPORT  OF  THE  SPECIAL  COMMITTEE  ON  PROBLEMS  OF 

ALCOHOLISM 


To  the  House  of  Delegates,  Gentlemen: 

The  special  Committee  on  Problems  of  Alcoholism 
has  the  following  membership: 

John  L.  Norris,  M.D.,  Chairman  Rochester 


Marvin  A.  Block,  M.D Buffalo 

Ruth  Fox,  M.D New  York  City 

Harold  W.  Lovell,  M.D New  York  City 

Daniel  F.  Luby,  M.D Syracuse 

Milton  G.  Potter,  M.D Buffalo 

John  D.  Thomson,  M.D Syracuse 


The  committee  has  had  no  formal  meetings  during 
1952.  Individual  members  have  been  in  personal 
communication  with  each  other.  Three  of  the  mem- 


bers of  this  committee  have  served  on  the  advisory 
Committee  on  Alcoholism  to  the  New  York  State 
Mental  Hygiene  Commission  regarding  the  adminis- 
tration of  the  State  legislation  passed  in  the  1952 
State  Legislature. 

The  implementation  of  the  legislation  is  proceed- 
ing slowly  but,  we  believe,  satisfactorily. 

We  recommend  that  the  committee  be  continued 
for  another  year. 

I would  suggest  that  our  chairman  for  1953  be  Dr. 
Harold  W.  Lovell  of  New  York  City. 

Respectfully  submitted, 

John  L.  Norris,  M.D.,  Chairman 


REPORT  OF  THE  SPECIAL  COMMITTEE  TO  EVALUATE 
LEGISLATIVE  ACTIVITIES 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  to  Evaluate  Legislative 
Activities  has  the  following  membership: 

Ezra  A.  Wolff,  M.D.,  Chairman.  .Forest  Hills 

Harold  B.  Davidson,  M.D New  York  City 

Charles  H.  Loughran,  M.D Brooklyn 

This  committee,  created  in  response  to  a resolution 
adopted  by  the  1952  House  of  Delegates  to  inquire 
into  the  reasons  why  our  legislative  program  is  not 
as  fruitful  as  it  should  be,  has  had  a number  of 
meetings  devoted  to  outlining  the  scope  of  its  inves- 
tigations and  to  interviewing  individuals  connected 
with  the  handling  of  matters  within  the  State  Society 
concerning  legislation. 

Tt  is  proposed  that  every  step  in  the  process  by 


which  the  desires  of  the  membership  in  favor  of  or 
against  proposed  legislation  are  translated  into  ac- 
tion shall  be  critically  reviewed.  It  may  be  possible, 
when  all  available  facts  are  before  us,  to  draw  con- 
clusions which  will  suggest  means  of  improving  our 
results.  At  present,  our  data  are  incomplete,  and 
we  are  not  in  position  to  formulate  any  definite 
recommendations  therefrom.  We  hope,  by  the  time 
of  the  Annual  Meeting,  to  have  completed  our  task 
and  to  submit,  in  a supplementary  report,  such  sug- 
gestions as  have  crystallized  after  analysis  of  the  ma- 
terial at  our  disposal. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 
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REPORT  OF  THE  SPECIAL  COMMITTEE  ON 
AMERICAN  MEDICAL  EDUCATION  FOUNDATION 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  American  Medical  Ed- 
ucation Foundation  has  the  following  membership: 

William  C.  Rausch,  M.D., 

Chairman Albany 

Arthur  M.  Master,  M.D New  York  City 

Edwin  P.  Russell,  M.D Rome 

William  J.  Orr,  M.D Buffalo 

\\  illiam  E.  Pelow,  M.D Syracuse 

Joseph  A.  Lane,  M.D Rochester 

In  a review  of  the  history  of  the  American  Medical 
Education  Foundation  as  to  the  Medical  Society  of 
the  State  of  New  York,  we  find  that  a motion  by  Dr. 
Morris  Weintrob,  Kings,  to  the  effect  that  this 
Society  be  pledged  to  exert  effort  to  raise  §250,000 
in  1951  for  this  fund,  was  passed  in  the  House  of 
Delegates.  Dr.  Walter  P.  Anderton,  secretary  of  the 
Society,  then  notified  each  of  the  component  county 
societies  to  appoint  committees  to  collect  funds  in 
order  to  meet  this  allotment.  Only  a few  counties 
did  so. 

The  alumni  associations  of  the  nine  medical 
schools  of  the  State  then  took  up  the  task  and  did  a 
fairly  good  job,  as  per  resolution  of  Dr.  Benjamin  M. 
Bernstein,  Kings,  permitting  contribution  to  the 
fund  of  medical  education  with  permission  to  allo- 
cate all  or  any  portion  of  the  contribution  to  a par- 
ticular medical  school  at  the  request  of  the  contribu- 
tor. Education  along  these  lines  was  promulgated 
by  vour  committee,  headed  by  Dr.  Arthur  M.  Mas- 
ter, to  all  the  physicians  in  the  State,  and  they  were 
informed  that  contributions  could  be  made  to  their 
alma  mater  direct,  or  to  A.M.E.F.  with  instructions 
for  allocation. 

In  the  1952  sessions  of  the  House  of  Delegates  of 
this  Society,  Dr.  Edward  P.  Flood,  Bronx,  offered  a 
resolution  that  the  Board  of  Trustees  of  the  Medical 
Society  of  the  State  of  New  York  be  empowered  to 
contribute  §100,000  of  its  surplus  funds  to  the 
A.M.E.F.  After  considerable  discussion,  a motion 
was  adopted  “instructing  the  Board  of  Trustees  to 
make  a contribution  in  an  amount  the}'  will  deter- 
mine.” The  Board  sent  §25,000.  Also  at  these  ses- 
sions. Dr.  Waring  Willis,  Westchester,  proposed 
that  the  Medical  Society  of  the  State  of  New  York 
add  an  item  of  §10.00,  as  a voluntary  contribution, 
on  the  printed  statement  of  the  A.M.A.  dues  for  the 
year  1953,  and  that  the  A.M.A.  be  memorialized  to 
urge  the  adoption  of  a similar  method  of  fund  raising 
on  a national  basis. 

Also  in  review  let  us  not  overlook  the  exhilarating 
addresses  by  Drs.  Benjamin  Bernstein,  J.  Stanley 
Kenney,  and  Louis  H.  Bauer  in  Section  99  of  the 
proceedings  of  the  House  of  Delegates.  1952.  These 
are  worth  rereading. 

On  January  25,  1953,  in  Chicago,  Illinois,  your 
State  chairman  met  with  the  chairmen  of  the  other 
states  to  compare  notes  and  means  of  action.  I was 
privileged  to  meet  and  discuss  problems  outside  the 
regular  meeting,  with  outstanding  men,  to  mutual 
gain. 

Dr.  Edwin  S.  Hamilton,  member  of  the  board  of 
directors,  A.M.E.F.  and  A.M.A.  trustee,  presided. 
He  stressed  the  fact  that  advertising  was  of  little 
avail  and  that  contributions  must  be  obtained  by 
personal  effort  on  the  part  of  a large  State  organiza- 
tion, properly  manned  and  guided.  Dr.  Donald  G. 
Anderson,  secretary-treasurer,  A.M.E.F.,  explained 


the  cooperation  of  the  A.M.E.F.  and  the  National 
Fund  for  Medical  Education  and  informed  us  that 
each  group  raised  about  50  per  cent  of  the  funds  in 
1952.  He  hopes  that  after  some  legal  aspects  have 
been  cleared,  the  National  Fund  will  be  able  to  get 
big  business  to  make  larger  donations  in  the  near 
future. 

Drs.  Atha  Thomas.  Colorado,  and  G.  H.  Saville, 
Ohio,  were  dissatisfied  with  letter-writing,  journal 
ads.  and  felt  that  individual  calls  with  increased  and  j 
sustained  effort  would  be  the  only  means  to  a job 
well  done.  Mrs.  Frank  Gastineau,  national  A.M.- 
E.F. chairman,  the  Woman’s  Auxiliary  to  the  | 
A.M.A.,  explained  how  our  auxiliaries  can  be  helpful. 

The  keynoter  of  the  meeting  was  Louis  D.  Mc- 
Guire, Nebraska.  His  suggestions  included:  high- 
pressure  sales  on  a worthy  cause,  fight  Federal  aid. 
school  needs,  teach  alumni  to  send  funds  to  their  j 
alma  maters  through  A.M.E.F.,  person-to-person 
contact,  especially  during  office  hours,  not  at  home 
or  at  meetings,  have  paid  assistants  if  necessary, 
shame  a physician  into  giving  to  the  limit 

Dr.  Herman  Y\  eiskotten,  Syracuse,  member  of 
the  Advison-  Council  of  the  A.M.A.,  spoke  on  the 
advanced  cost  of  medical  education,  need  for  more 
teachers  in  basic  medical  sciences,  and  more  full-time 
instructors : the  fact  that  full-time  salaries  run  from  i 
§5.500  to  §15,000  and  average  about  §7,000,  that  | 
90  per  cent  of  grants  and  donations  are  used  in 
this  way.  The  next  grant  from  the  A.M.E.F.  is 
due  in  July,  1953;  four-year  schools  receive  a basic 
§15,000,  two-year  schools,  §7.500.  with  an  additional 
amount  per  student. 

From  Hiram  W.  Jones,  executive  sec  re  tar}'. 
A.M.E.F.,  we  learned  that  the  amount  distributed  to 
medical  schools  from  January,  1951,  to  date  was 
§2.819.901.15:  the  balance  in  the  special  grant  fund 
as  of  December  31,  1952.  was  §260,000:  that  the 
total  income  for  National  Fund,  January,  1951,  to  ] 
December,  1952.  amounted  to  §3.079,901.15:  that  j 
the  A.M.E.F.  raised  and  transferred  to  the  National 
Fund,  January  1,  1951,  to  date,  §1,417,752.31;  bal-  ■ 
ance  A.M.E.F.  funds  on  hand.  §234.795.15;  total 
raised  by  A.M.E.F.  January  1,  1951.  to  December 
31,  1952.  was  §1.652,547.46.  Thus  the  combined 
total  is  §3.314.696.30.  Of  this  sum,  §2,819.901.15 
has  been  distributed  to  schools,  leaving  §494,795.15 
balance  available  for  distribution.  This  balance  l 
does  not  include  the  A.M.A.  grant  of  §500,000.  The 
National  Fund  derived  its  operating  money  from  a 
special  fund  known  as  the  administrative  account, 
donations  to  which  amounted  to  §238,652  for  the 
year. 

From  January  1 to  December  31.  1952,  48  States 
and  Puerto  Rico.  Hawaii,  and  the  District  of  Co- 
lumbia reported  7.258  contributions  totaling  §406.- 
629.62.  New  York,  with  985  contributors  and  with 
§25.000  from  the  State  Society,  gave  §53,023.47. 
Indiana,  without  State  support,  had  1.212  contribu- 
tors who  gave  §58,152.54  to  lead  the  States.  A 
total  of  §337,480  was  allotted  as  grants  in  1952  to 
the  nine  medical  schools  in  New  York  State.  In- 
accurate statistics  show  that  New  York  State  physi- 
cians contributed  about  §200.000  directly  to  their 
alma  maters  in  1952.  The  county  woman's  auxil- 
iary donations  are  accredited  as  follows:  Monroe, 
§405.81;  Herkimer,  §640;  Kings,  §50;  Queens.  §25: 
Erie,  §25:  Schenectady,  §500:  Onondaga,  §500, 
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and  Rensselaer,  $100.  The  county  societies  gave  as 
follows:  Fulton,  $1,000;  Montgomery,  $500;  Put- 
nam, $100,  and  Onondaga,  $305.  So  much  for  statis- 
tics. Now  some  plain  hard  facts. 

Dwight  D.  Eisenhower,  in  a telegram  to  the 
meeting  of  the  Committee  of  American  Industry’s 
campaign  to  raise  $10,000,000  for  the  National 
Fund  for  Medical  Education,  stated,  “Only  if  our 
medical  schools  remain  financially  solvent  can  we 
hope  to  place  medical  education  on  a sound  basis, 
free  of  the  threat  of  government-sponsored  plans  or 
schemes  to  control  it.”  This  is  a statement  of 
November  20,  1952.  I do  not  believe  he  will 
change  his  ideas. 

The  6,500  doctors  graduated  by  our  79  medical 
schools  each  year  is  inadequate  to  meet  the  growing 
demand.  The  cost  of  education  has  more  than 
doubled.  The  present  limited  capacity  of  medical 
schools  to  increase  the  doctor  supply  can  only  be 
improved  when  more  money  is  made  available. 
Right  now  they  need  an  additional  $10,000,000  for 


operating  revenue  and  several  hundred  millions  for 
new  construction  and  expansion.  Since  1940, 
tuition  fees  have  risen  165  per  cent,  teaching  94  per 
cent,  administration  116  per  cent,  and  plant  opera- 
tion 45  per  cent.  So  you  see  that  our  schools  are 
caught  in  a three-way  dilemma:  (1)  pressure  for 
more  graduates,  (2)  need  for  maintaining  high  stand- 
ards, and  (3)  need  for  more  funds. 

National  headquarters  of  the  A.M.E.F.  plans  to 
instigate  an  intensive  campaign  about  April  1 for 
1953  funds,  with  a bombardment  of  literature  and 
the  goal  of  $2,000,000  from  physicians.  New  York 
State  did  not  come  up  to  expectations  in  1952  and 
must  do  better  this  year.  Your  committee  needs 
much  more  cooperation  from  the  county  societies 
alumni  associations,  and  woman’s  auxiliaries,  to  put 
New  York  at  the  head  of  the  list  where  it  belongs. 

Respectfully  submitted, 

William  C.  Rausch,  M.D.,  Chairman 


REPORT  OF  THE 

SPECIAL  COMMITTEE  TO  STUDY  THE  NEEDS 
OF  THE  GENERAL  PRACTITIONER 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  To  Study  the  Needs  of 
the  General  Practitioner  in  New  York  State  is  com- 
posed of  the  following:  Luther  B.  MacKenzie, 

M.D.,  Chairman,  New  York  City,  representing  the 
Medical  Society  of  the  State  of  New  York ; Samuel 
A.  Garlan,  M.D.,  New  York  City,  representing  the 
New  York  State  Chapter  of  the  American  Academy 
of  General  Practice;  Franklyn  B.  Amos,  M.D., 
Albany,  representing  the  State  of  New  York  De- 
partment of  Health. 

In  a preliminary  preview  of  the  situation,  it  was 
seen  that  there  were  numerous  needs,  such  as  better 
hospital  facilities,  more  adequate  laboratories,  more 
available  nursing,  and  others,  many  of  which  were 
not  within  the  competence  of  this  committee.  How- 
ever, the  committee  feels  that  a start  might  be  made 
in  meeting  these  needs,  and  makes  the  two  following 
recommendations : 

First,  that  a wide  and  concerted  appeal  be  made 
to  the  18,000  practitioners  of  the  State  to  join  the 
Academy  of  General  Practice.  Through  this  body 
the  practitioners  would  have  a united  voice  that 
would  be  heard  and  heeded  and  would  greatly  help 
in  resolving  their  own  problems.  Self-help  is  the 
best  help.  Furthermore,  by  joining  the  Academy 
of  General  Practice  every  practitioner  agrees  to  take 
a refresher  course,  which  leads  to  the  second  recom- 
mendation, having  to  do  with  education. 

Every  doctor’s  education  should  and  does  con- 
tinue throughout  his  professional  career,  and  in  re- 
cent years  many  opportunities  have  been  provided 
for  this  continuing  education.  In  the  main  these 
facilities  have  been  supplied  through  the  medical 
schools  of  the  State.  Other  courses  have  been  ar- 
ranged by  the  New  York  State  Chapter  of  the  Acad- 
emy of  General  Practice,  the  joint  program  of  the 
State  Medical  Society  and  the  State  Department  of 
Health,  and  through  other  agencies.  Despite 


the  excellence  of  these  courses  the  results  have 
been  disappointing  and  the  programs  desultory  in 
character.  The  committee  feels  that  the  appoint- 
ment of  a full-time  coordinator,  working  in  conjunc- 
tion and  cooperation  with  the  medical  schools  of  the 
State,  could  develop  long-range  programs  fitted  for 
both  urban  and  rural  practitioners. 

To  gain  the  views  of  the  nine  medical  schools,  the 
deans  were  invited  to  meet  the  committee,  and 
these  men  or  their  representatives  met  and  dis- 
cussed with  the  committee  the  views  set  forth  above. 
These  matters  are  under  consideration,  and  the 
committee  is  now  awaiting  their  written  views. 

The  committee  feels  that  the  following  recom- 
mendations would  be  desirable: 

That  a full-time  continuation  medical  education 
unit  be  established  under  the  direction  of  a full-time 
qualified  physician  who  would  act  as  coordinator. 

That  the  functions  of  this  unit  would  be  to  (1) 
analyze  the  continuation  medical  education  needs 
of  the  31,000  doctors  in  New  York  State,  particu- 
larly of  the  estimated  18,000  general  practitioners; 
(2)  collect  and  periodically  inform  the  physicians  of 
continuation  medical  education  opportunities;  (3) 
make  provision  to  supplement  existing  opportuni- 
ties, particularly  for  physicians  in  the  rural  areas,  by 
arranging  courses  for  practical  experience;  (4)  pro- 
mote the  use  of  present  or  expanded  continuation 
education  opportunities;  (5)  coordinate  all  continu- 
ation education  activities  throughout  the  State,  and 
(6)  constantly  re-evaluate  needs  and  provisions  for 
satisfying  these  needs  and  make  periodic  reports 
thereon. 

The  committee  has  considered  but  not  yet  deter- 
mined the  appropriate  administering  body. 

Respectfully  submitted, 

Luther  B.  Mackenzie,  M.D.,  Chairman 
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REPORT  OF  SPECIAL  COMMITTEE  ON  PROPOSED  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 


To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  your  Special  Committee  on  Proposed 
Amendments  to  the  Constitution  and  Bylaws  was 
held  on  Wednesday,  February  11,  1953,  in  the  head- 
quarters of  the  Society.  The  entire  committee  was 
present:  Thomas  O.  Gamble,  M.D. ; James  R. 

Reuling,  M.D.;  A.  H.  Aaron,  M.D.,  chairman,  and 
W.  P.  Anderton,  M.D.,  secretary,  ex  officio. 

Remission  of  Dues. — The  following  action  was 
taken  on  the  proposed  amendment  to  the  Bylaws 
regarding  remission  of  dues  on  account  of  financial 
hardship: 

It  was  proposed  in  the  House  of  Delegates  that 
the  last  sentence  of  Chapter  XIV,  Section  2,  of  the 
Bylaws  be  amended  by  inserting  the  words  “or 
financial  hardship”  after  the  word  “illness,”  so  that 
the  sentence  as  amended  would  read:  “The  dues  of 
any  member  of  the  Medical  Society  of  the  State  of 
New  York  may  be  remitted  for  the  current  year  on 
account  of  illness  or  financial  hardship  when  the 
request  is  made  by  the  member’s  component  county 
medical  society.” 

This  was  disapproved  by  the  committee  which 
voted:  “Whereas,  a resolution  was  introduced  in 

the  House  of  Delegates,  and  whereas,  the  committee 
feels  it  is  not  wise  to  amend  the  Constitution  and 
Bylaws  without  further  experience  and  trial  period, 
and  whereas,  a precedent  has  been  established, 
although  not  in  the  Constitution  and  Bylaws,  as  to 
the  remission  of  dues  of  members  in  the  armed 
forces;  therefore,  be  it  resolved  that  the  Council  be 
empowered  to  remit  the  dues  of  a member  of  the 
Society  for  one  year  at  a time,  provided  (1)  the 
member’s  county  society  dues  have  been  remitted; 
(2)  the  evidence  of  hardship  has  been  well  docu- 
mented, and  (3)  that  the  secretary  be  empowered, 
under  Chapter  II,  Section  2,  paragraph  A,  of  the 
Bylaws  of  the  American  Medical  Association,  to 
request  remission  of  such  a member’s  dues  to  the 
American  Medical  Association,  if  financial  hardship 
has  been  substantiated.” 

Membership. — Proposed  amendment  to  the  By- 
laws regarding  membership  in  the  House  of  Dele- 
gates: 

A resolution  was  introduced  in  the  1952  House  of 
Delegates  to  the  effect  “that  Chapter  II  of  the  By- 
laws, House  of  Delegates,  be  amended  by  inserting  a 
new  section  following  Section  2:  “Section  3.  Dele- 
gates shall  be  members  of  the  American  Medical 
Association.”  The  present  Section  3 becomes 
Section  4,  Section  4 to  become  Section  5,  etc. 
through  Section  8,  which  is  to  become  Section  9.” 

The  chairman  was  instructed  to  secure  opinion  as 
to  the  legality  of  such  an  amendment  from  William 
F.  Martin,  Esq.,  counsel.  Mr.  Martin’s  opinion  was 
that  the  proposed  amendment  would  be  legal. 

Your  committee  recommends  the  adoption  of  this 
amendment,  to  wit,  that  Chapter  II  of  the  Bylaws 
will  read  as  follows: 

CHAPTER  II 

HOUSE  OF  DELEGATES 

Section  1.  The  House  of  Delegates  shall  be  com- 
posed of:  (a)  delegates  elected  by  the  component 
county  medical  societies;  (b)  officers  of  the  Society 
and  other  members  of  the  Council  and  of  the  Board 
of  Trustees;  (c)  the  presidents  of  the  district 
branches  sitting  as  district  delegates;  (d)  a repre- 


sentative from  each  of  the  scientific  sections  to  be 
elected  by  each  such  section;  (e)  the  Commissioner 
of  Health  of  the  State  of  New  York  or  a deputy  desig- 
nated by  him,  provided  that  any  representative  shall 
be  a member  of  the  Medical  Society  of  the  State  of 
New  York.  Past-presidents  of  the  Society  shall  be 
life  members  of  the  House  of  Delegates.  Should 
the  president  of  a district  branch  be  unable  to  serve 
as  a district  delegate,  the  vice-president  shall  so 
serve,  or  in  case  of  his  inability  to  serve,  the  presi- 
dent of  the  district  branch  shall  designate  a delegate. 
Should  the  elected  delegate  of  a scientific  section  be 
unable  to  serve,  the  chairman  of  the  section  shall 
designate  a substitute.  In  case  either  the  president 
of  a district  branch  or  the  delegate  of  a scientific 
section  is  to  be  replaced,  the  president  of  the  district 
branch  or  the  chairman  of  the  section,  as  the  case 
may  be,  shall  notify  the  secretary  of  the  State  Medi- 
cal Society,  in  writing.  Each  component  county 
society  shall  be  entitled  to  elect  delegates  by  one  of 
the  two  following  optional  methods: 

(a)  Each  component  county  society  shall  be 
entitled  to  elect  as  many  delegates  as  there  shall  be 
State  assembly  districts  in  such  county  at  the  time 
of  election,  but  each  county  medical  society  shall  be 
entitled  to  elect  at  least  one  delegate; 

(b)  Any  component  county  medical  society,  which 
according  to  the  rolls  of  the  State  Society  on  May  31 
of  the  previous  calendar  year  shall  have  had  up  to 
99  members,  shall  be  entitled  to  elect  one  delegate. 
Any  component  county  medical  society  having  100 
to  199  members  shall  be  entitled  to  elect  two  dele- 
gates. Any  component  county  medical  society  with 
200  to  349  members  shall  be  entitled  to  elect  three 
delegates.  Any  component  county  medical  society 
with  350  to  499  members  shall  be  entitled  to  elect 
four  delegates.  Any  component  county  medical 
society  with  500  to  749  members  shall  be  entitled  to 
elect  five  delegates.  Any  component  county  medi- 
cal society  with  750  to  999  members  shall  be  entitled 
to  elect  six  delegates.  Any  component  county 
medical  society  with  1,000  or  more  members  shall 
be  entitled  to  elect  at  least  seven  delegates  and  one 
additional  delegate  for  each  additional  300  members; 
but  no  component  county  medical  society  shall  elect 
more  than  25  delegates. 

Section  2.  A delegate  to  this  Society  shall  not  be 
considered  in  good  standing  or  entitled  to  vote  in 
the  House  of  Delegates  if  the  component  county 
medical  society  by  which  he  was  elected  is  in  default 
of  the  payment  of  any  dues  or  assessments  imposed 
by  the  House  of  Delegates,  and  said  county  society 
has  been  duly  notified  of  such  default,  or  if  such 
component  county  medical  society  shall  at  the  time 
be  under  sentence  of  suspension  imposed  by  the 
House  of  Delegates,  or  if  such  delegate  is  not  in  good 
standing  in  this  Society,  or  in  the  component  county 
medical  society  to  which  he  belongs.  The  term  of  a 
delegate  elected  by  a county  medical  society  shall 
begin  at  the  first  annual  meeting  of  the  House  of 
Delegates  subsequent  to  his  election. 

Section  3.  Delegates  shall  be  members  of  the 
American  Medical  Association. 

Section  J+.  The  annual  meeting  of  the  House  of 
Delegates  shall  be  held  at  the  call  of  the  Speaker,  at 
least  two,  and  not  more  than  four  days  before  the 
annual  meeting  of  the  Society.  The  sessions  of  the 
House  of  Delegates  may  be  adjourned  from  time 
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to  time  as  may  be  necessary.  At  least  thirty  days 
before  the  annual  meeting  of  the  House  of  Delegates, 
the  Speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates.  This 
schedule  may  be  amended  by  the  House  of  Delegates 
during  its  convention.  No  new  resolution  shall  be 
introduced  at  the  last  scheduled  session  except  by  a 
unanimous  vote  of  the  House. 

Section  5.  A quorum  shall  consist  of  one  hundred 
duly  elected  or  constituted  members  of  the  House  of 
Delegates. 

Section  6.  The  House  of  Delegates  shall  hear  and 
finally  determine  all  appeals  taken  from  decisions  of 
the  Board  of  Censors. 

Section  7.  The  House  of  Delegates  shall  provide 
for  the  issue  of  charters  to  county  societies  in  affilia- 
tion with  this  Society. 

Section  8.  The  House  of  Delegates  shall  have 
authority  to  appoint  special  committees  from  among 
members  of  this  Society. 

Section  9.  The  following  shall  be  the  order  of 
business  at  the  sessions  of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on  Creden- 
tials. 

5.  Report  by  the  secretary  as  to  the  presence  or 

I absence  of  quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meeting 
by  title. 

8.  Report  of  the  president. 

9.  Address  by  the  president-elect. 

10.  Report  of  the  Board  of  Censors. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district  dele- 
gates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 

A.M.A.  Dues. — Proposed  amendment  regarding 
] collection  of  American  Medical  Association  dues: 
Your  committee  approves  of  this  amendment 
which  proposes  to  strike  out  Section  5 of  Chapter 
XIV  of  the  Bylaws  (Component  County  Medical 
Societies),  which  now  reads: 

“Section  5.  The  treasurer  of  each  component 
county  medical  society  shall  forward  to  the  treasurer 
of  this  Society  the  amount  of  the  State  per  capita 
assessment  on  or  before  the  first  day  of  June  of  each 
year.” 

And  the  proposed  amendment  substitutes  there- 
fore the  following: 

“Section  5.  The  treasurer  of  each  component 
county  society  of  the  Medical  Society  shall  forward 
to  the  treasurer  of  this  Society  the  amount  of  the 
State  per  capita  assessment  and  the  amount  of  all 
American  Medical  Association  dues  collected  from 
members  of  his  county  as  promptly  as  possible  but 
in  any  event  before  the  first  day  of  June  of  each 
year.” 

Junior  Membership. — Action  on  the  amendment 
regarding  junior  membership: 

Your  committee  recommends  the  following 


changes:  Whereas  Article  II  of  the  Constitution 

reads  as  follows: 

“ Membership . The  membership  in  this  Society 
shall  be  divided  into  four  classes:  (a)  junior,  (b) 
active,  (c)  retired,  (d)  honorary.” 

Your  committee  recommends  that  Article  II  of 
the  Constitution  be  amended  to  read  as  follows: 
“Membership.  The  membership  in  this  Society 
shall  be  divided  into  four  classes:  (a)  active,  (b) 
retired,  (c)  junior,  (d)  honorary.” 

In  keeping  with  the  above,  your  committee 
recommends  that  the  sequence  and  words  in  the  first 
sentence  of  Chapter  I,  Section  1,  of  the  Bylaws, 
which  now  reads,  “The  junior  and  active  members 
shall  be  all  junior  and  active  members  in  good  stand- 
ing of  the  component  county  medical  societies,”  be 
changed  to  read,  “The  active  and  junior  members 
shall  be  all  active  and  junior  members  in  good  stand- 
ing of  the  component  county  medical  societies.” 

The  amended  Section  1 of  Chapter  I of  the  Bylaws 
would  then  read  as  follows: 

“Membership.  Section  1.  The  active  and  junior 
members  shall  be  all  active  and  junior  members  of 
the  component  county  medical  societies.  A copy  of 
the  roster  of  such  members,  certified  to  be  correct  by 
the  secretary  of  such  county  society,  shall  be  evi- 
dence of  the  right  of  the  members  whose  names 
appear  therein  to  membership  in  this  Society.  No 
member  who  has  been  dropped  from  the  roll  of  a 
component  county  society  by  reason  of  failure  to 
pay  dues  shall  be  accepted  by  another  county 
society  except  by  regular  transfer  after  reinstate- 
ment in  the  original  county  society.” 

In  keeping  with  the  proposed  amendment,  which 
was  referred  to  your  committee,  it  is  recommended 
that  the  dues  for  junior  membership  be  changed 
from  one  half  of  those  of  active  members  to  one 
third  of  the  dues  of  active  members.  To  accomp- 
lish this,  the  present,  Article  IX  of  the  Constitution 
should  also  be  amended.  It  now  reads : 

“Funds.  Funds  shall  be  raised  by  annual  per 
capita  dues  or  assessment  on  each  component  county 
society  at  a uniform  per  capita  rate  throughout  the 
State,  but  the  dues  or  assessments  of  each  junior 
member  shall  be  one  half  the  amount  levied  on  each 
active  member.  Funds  may  also  be  raised  in  any 
other  manner  approved  by  the  House  of  Delegates, 
or  by  the  Council  when  the  said  House  of  Delegates 
shall  not  be  in  session. 

“The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of 
any  funds  of  the  Society.” 

Your  committee  recommends  a change  in  the  first 
sentence  of  this  Article  IX,  substituting  the  words 
“one  third”  for  the  words  “one  half.”  The  amended 
Article  IX  would  then  read : 

“Funds  shall  be  raised  by  annual  per  capita  dues 
or  assessment  on  each  component  county  society  at 
a uniform  per  capita  rate  throughout  the  State,  but 
the  dues  or  assessments  of  each  junior  member  shall 
be  one  third  the  amount  levied  on  each  active  mem- 
ber. Funds  may  also  be  raised  in  any  other  manner 
approved  by  the  House  of  Delegates,  or  by  the  Coun- 
cil when  the  said  House  of  Delegates  shall  not  be  in 
session. 

“The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of 
any  funds  of  the  Society.” 

Respectfully  submitted, 

A.  H.  Aaron,  M.D.,  Chairman 
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ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


REPORT  OF  THE  NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  XI,  Sec- 
tion 4,  the  following  members  of  the  Nominating 
Committee  were  appointed  by  Dr.  Edward  T.  Went- 
worth, president,  and  approved  by  the  Council : 


First  District 
Second  District 
Third  District 
Fourth  District 
Fifth  District 
Sixth  District 


John  J.  Masterson,  M.D. 

Kings 

John  M.  Galbraith,  M.D. 

Nassau 

Homer  L.  Nelms,  M.D. 

Albany 

William  E.  Gazeley,  M.D. 

Schenectady 

Charles  D.  Post,  M.D. 

Onondaga 

Norman  S.  Moore.  M.D. 
Tompkins 


Seventh  District 
Eighth  District 
Ninth  District 
Member-at-Large 
Member-at-Large 


Leo  F.  Simpson,  M.D. 

Monroe 

John  C.  Kinzly,  M.D. 

Niagara 

Earl  C.  Waterbury,  M.D. 

Orange 

Arthur  M.  Master,  M.D. 

New  York 

Edward  P.  Flood,  M.D. 
Bronx 


The  committee  met  at  the  Harvard  Club,  27 
West  44th  Street,  New  York  City,  on  January  8, 
1953.  The  entire  committee  attended  the  meeting; 
also  present  were  Dr.  Edward  T.  Wentworth,  presi- 
dent, ex  officio,  and  Dr.  W.  P.  Anderton,  secretary, 
ex  officio.  The  following  nominations  were  voted 
to  be  submitted  to  the  House  of  Delegates  at  the 
Annual  Meeting  in  May,  1953: 


President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 

Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 

Councillors  ( three  years) 

Floyd  S.  Winslow,  M.D.,  Monroe 
Renato  J.  Azzari,  M.D.,  Bronx 


Dan  Mellen,  M.D.,  Oneida 

Earl  C.  Waterbury,  M.D.,  Orange 

W.  P.  Anderton,  M.D.,  New  York 

. Gervais  W.  McAuliffe,  M.D.,  New  York 
.Maurice  J.  Dattelbaum,  M.D.,  Kings 

Thomas  M.  d’Angelo,  M.D.,  Queens 

Frederic  W.  Holcomb,  M.D.,  Ulster 

. . .Frederick  W.  Williams,  M.D.,  Bronx 


Peter  J.  Di  Natale,  M.D.,  Genesee 
Scott  Lord  Smith,  M.D.,  Dutchess 


Trustees 

J.  Stanley  Kenney,  M.D.,  New  York (five  years) 

Leo  F.  Schiff,  M.D.,  Clinton (five  years) 

Walter  W.  Mott,  M.D.,  Westchester (one  year) 

(To  fill  the  unexpired  term  of  William  H.  Ross,  M.D.) 


Delegates  (two  years) 

Abraham  H.  Aaron,  M.D.,  Erie 
Renato  J.  Azzari,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Peter  J.  Di  Natale,  M.D.,  Genesee 
Andrew  A.  Eggston,  M.D.,  Westchester 
James  Greenough,  M.D.,  Otsego 
Frederic  W.  Holcomb,  M.D.,  Ulster 
Herman  E.  Hilleboe,  M.D.,  Albany 


Alfred  P.  Ingegno,  M.D.,  Kings 
J.  Stanley  Kenney,  M.D.,  New  York 
John  J.  Masterson,  M.D.,  Kings 
Dan  Mellen,  M.D.,  Oneida 
Norman  S.  Moore,  M.D.,  Tompkins 
Peter  M.  Murray,  M.D.,  New  York 
Charles  D.  Post,  M.D.,  Onondaga 
William  B.  Rawls,  M.D.,  New  York 
Leo  F.  Schiff,  M.D.,  Clinton 
Frederick  W.  Williams,  M.D.,  Bronx 


Nineteen  nominations  are  being  made  for  the 
selection  of  seven  delegates  and  seven  alternates  to 
the  American  Medical  Association. 


Respectfully  submitted, 

Charles  D.  Post,  M.D.,  Chairman 
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REPORT  OF  THE  BLOOD  BANKS  COMMISSION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


To  the  House  of  Delegates,  Gentlemen: 

At  the  1951  meeting  of  the  House  of  Delegates, 
the  Blood  Banks  Commission  of  the  Medical  Society 
of  the  State  of  New  York  was  created  by  unanimous 
vote.  As  the  chairman  of  the  Reference  Committee 
on  Report  of  Council,  Part  IV : Blood  Banks,  ex- 
plained it,  the  commission  was  designed  to  super- 
vise the  further  development  of  the  organization  of 
the  Blood  Banks  Association  of  New  York  State, 
which  had  been  organized  in  Albany  on  March  2, 
1952,  and  to  act  as  liaison  body  between  the  present 
agencies  interested  in  the  collection  and  processing 
of  blood,  including  the  American  Red  Cross. 

In  August,  the  president  of  the  State  Medical 
Society,  Dr.  Edward  T.  Wentworth,  announced  the 
appointment  to  the  Commission  of  the  following 
members  (certain  of  whom  had  been  designated  by 
the  House  of  Delegates): 

Andrew  A.  Eggston,  M.D.,  president-elect,  Chair- 
man 

Edward  T.  Wentworth,  M.D.,  president 

Theodore  J.  Curphey,  M.D.,  chairman,  Commit- 
tee on  Public  Health  and  Education 

Floyd  S.  Winslow,  M.D.,  chairman,  Public  Re- 
lations Committee 

Samuel  Sanes,  M.D.,  representative,  New  York 
State  Association  of  Public  Health  Labora- 
tories 

Herbert  Brown,  Jr.,  M.D.,  and  William  Markel, 
M.D.,  representatives,  American  Red  Cross 

Quentin  Jones,  M.D.,  Lester  J.  Unger,  M.D.,  John 
Scudder,  M.D.,  and  Ernest  Witebsky,  -M.D., 
representatives,  hospital  blood  banks 

John  J.  Clemmer,  M.D.,  representative,  com- 
munity blood  banks 

Herman  E.  Hilleboe,  M.D.,  commissioner,  State 
Health  Department 

Jacob  Geiger,  M.D.,  representative,  Blood  Banks 
Association  of  New  York  State 

The  commission  was  given  an  appropriation  by 
the  Board  of  Trustees  of  $2,000  to  cover  expenses 
such  as  travel  of  members  and  transcript  of  pro- 
ceedings. This  amount  was  not  fully  expended. 

In  a series  of  meetings,  beginning  in  September, 
the  commission  agreed  that  a blood  banks  associa- 
tion in  New  York  State  is  needed  by  the  public,  med- 
ioal  profession,  and  blood  banks. 

In  the  public  interest,  an  association  is  needed  to 
establish  new  blood  banks;  to  secure  blood  donors, 
with  emphasis  on  the  civilian  population;  to  make 
blood  available  at  reasonable  cost  throughout  the 
State,  and  to  assist  in  plans  for  a supply  of  blood  in 
the  event  of  atomic  attack  or  civilian  catastrophe. 

From  the  viewpoint  of  the  medical  profession,  an 
association  is  needed  to  provide  a common  meeting 
ground  for  all  nonprofit  agencies  interested  in  the 
field  of  blood  banking,  to  extend  scientific  education 
and  research,  to  determine  standards  for  blood 
therapy,  to  develop  more  uniform  and  higher  stand- 
ards of  technical  performance,  and  to  provide  a con- 
stant supply  of  blood  through  recruitment  of  donors. 

The  blood  banks’  need  for  an  association  is  as  fol- 
lows: to  develop  a clearing  house  on  a State-wide 
basis,  to  strengthen  existing  blood  banks  b v assuring 
them  a supply  of  donors,  and  to  standardize  equip- 
ment and  provide  central  buying. 

Through  the  recommendation  of  the  commission 


and  the  legal  services  of  the  counsel  of  the  State 
Medical  Society,  the  Association  received  in  Janu- 
ary, 1953,  from  New  York  State  a charter  as  a non- 
profit corporation.  The  incorporators  are  as  fol- 
lows: Drs.  W.  P.  Anderton,  Theodore  J.  Curphey, 
Andrew  A.  Eggston,  J.  Stanley  Kenney,  John  J. 
Masterson,  Dan  Mellen,  Denver  M.  Vickers,  Ed- 
ward T.  Wentworth,  and  Floyd  S.  Winslow. 

After  careful  study  of  plans  and  budget  submitted 
by  the  executive  board  of  the  Blood  Banks  Associa- 
tion, the  commission  summarized  its  findings  in  a 
brochure  prepared  for  the  Council  and  Trustees  of 
the  State  Medical  Society.  The  commission  unani- 
mously approved  the  Association’s  budget  of  $47,- 
895.  The  proviso  was  made,  however,  that  the 
Blood  Banks  Association  should  be  controlled  by 
the  Medical  Society  of  the  State  of  New  York  and 
that  funds  for  its  starting  capital  should  be  loaned, 
upon  request  of  the  Association  and  after  its  incor- 
poration was  completed.  It  is  anticipated  that  the 
clearing  house  and  donor  procurement  program  of 
the  Association  will  enable  it  to  operate  on  a self- 
sustaining  basis. 

In  December,  1952,  the  Council  adopted  a recom- 
mendation “that  it  request  the  Board  of  Trustees  to 
make  available  as  a loan  to  the  Blood  Banks  As- 
sociation, if  and  when  legally  constituted,  a sum 
equivalent  to  one  quarter  of  the  annual  budget,  or 
$12,000,  for  operation  during  the  first  three  months 
period.” 

The  Board  of  Trustees  approved  this  recommen- 
dation at  its  January  8,  1953,  meeting. 

It  is  anticipated  that  1953  will  see  rapid  projection 
of  the  Association’s  activities.  The  Blood  Banks 
Commission  will  continue  to  act  as  a liaison  body 
with  the  Medical  Society  of  the  State  of  New  York 
and  as  a common  meeting  ground  for  all  agencies 
within  the  State  interested  in  blood  banking.  The 
commission  will  guide  the  Association.  Your  chair- 
man feels  that  the  entire  program  must  be  closely  in- 
tegrated with  the  interests  of  the  61  component 
county  medical  societies. 

On  behalf  of  the  Blood  Banks  Commission,  thanks 
are  extended  at  this  time  to  Dr.  Jacob  Geiger,  presi- 
dent of  the  Blood  Banks  Association  of  New  York 
State,  and  executive  board  members  Drs.  Ernest 
Witebsky,  Robert  S.  Jenks,  Milton  A.  Carvalho, 
John  J.  Clemmer,  Quentin  M.  Jones,  John  Scudder, 
and  Lester  J.  Unger,  who  served  from  May,  1952,  to 
February,  1953,  with  sincerity  in  promoting  this 
nonprofit  enterprise;  Dr.  W.  P.  Anderton,  secretary 
and  general  manager  of  the  Medical  Society  of  the 
State  of  New  York,  for  his  cooperation  and  enthusi- 
asm; Dr.  J.  Stanley  Kenney,  whose  interest  has 
never  flagged  since  the  Association  was  initiated  in 
his  term  as  president  of  the  Society;  Attorney  Wil- 
liam F.  Martin  and  staff,  for  legal  assistance;  Dr. 
Floyd  S.  Winslow,  for  lending  Mr.  A.  Carl  Messin- 
ger,  a member  of  the  Public  and  Professional  Re- 
lations Bureau,  who  assisted  tirelessly  and  enthusias- 
tically in  organizational  efforts,  and  Mr.  Thomas  E. 
Alexander,  accountant  of  the  State  Medical  Society, 
for  his  help  in  the  evaluation  of  necessary  starting 
capital  for  the  Association. 

Respectfully  submitted, 

Andrew  A.  Eggston,  M.D.,  Chairman 


REPORTS  OF  THE  DISTRICT  BRANCHES 


SECOND  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  Second  District  Branch  meeting  was 
held  on  November  25,  1952,  at  the  Garden  City 
Hotel. 

Dr.  Lloyd  F.  Craver,  professor  of  clinical  medicine 
at  Cornell  University  Medical  College,  spoke  on 
“Significance  of  Enlarged  Lymph  Nodes.”  We  had 
expected  Ambassador  Ernest  A.  Gross,  deputy 
representative  of  the  United  States  to  the  United 
Nations,  as  our  second  speaker;  unfortunately,  be- 
cause of  the  Korean  crisis  he  was  unable  to  attend. 
Dr.  Theodore  J.  Curphey,  of  Garden  City,  spoke 
about  “The  Chiropractor  in  Relation  to  the  State 
Medical  Society.” 

A dinner  was  held  during  the  evening,  at  which 
time  Dr.  Andrew  A.  Eggston,  of  Mount  Vernon, 
president-elect,  Medical  Society  of  the  State  of 
New  York,  and  Mrs.  Harry  I.  Norton,  of  Rochester, 
president  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  spoke.  Dr.  Louis 
H.  Bauer,  president  of  the  American  Medical  Asso- 
ciation, was  also  present  at  the  dinner  and  made  a 
short  speech  concerning  “Medicine  as  Practiced  in 
Foreign  Countries  in  Relation  to  the  Practice  of 
Medicine  in  the  United  States.” 

At  the  scientific  session  there  were  53  doctors 
present.  Forty  of  these  were  from  Nassau,  six  from 
Suffolk,  and  seven  from  other  counties.  There  were 
46  present  at  the  dinner,  which  was  also  attended 
by  the  Woman’s  Auxiliary. 

A business  meeting  was  held,  at  which  time  Dr. 
Charles  Murphy  of  Amityville  was  elected  as  our 
representative  to  the  Planning  Committee  for  Medi- 
cal Policies.  The  following  officers  were  also  elected: 
Dr.  George  P.  Bergmann,  Mattituck,  president; 
Dr.  Leo  T.  Flood,  Hempstead,  first  vice-president; 
Dr.  Arthur  E.  Corwith,  Bridgehampton,  second  vice- 
president;  Dr.  William  R.  Carman,  Islip,  secretary, 
and  Dr.  Irving  Drabkin,  Rockville  Centre,  treasurer. 

In  answer  to  Dr.  Anderton’s  letter  concerning  the 
advisability  of  continuing  the  scientific  sessions  of 
the  Second  District  Branch,  I wish  to  state  that  this 
was  a joint  meeting  of  the  Nassau  County  Medical 
Society  and  the  Second  District  Branch. 

The  average  attendance  at  a regular  Nassau 
County  meeting  is  100.  I asked  all  those  present  to 
express  their  opinion  concerning  the  meeting  of  the 
Second  District  Branch.  Everybody  present  felt 
that  there  are  too  many  meetings.  One  doctor  sug- 
gested that  the  Second  District  Branch  should  be 
abolished  entirely.  Another  doctor  stated  that 
maybe  the  District  Branch  meetings  could  be  com- 
bined with  the  annual  meeting  of  the  general  prac- 
titioner’s association,  which  in  our  county  is  very 
active  and  had  a very  large  attendance  at  its  last 
meeting.  One  of  the  general  practitioners  stated 
that  he  did  not  wish  to  combine  the  meetings  of  the 
general  practitioner’s  society  with  that  of  the  Sec- 
ond District  Branch.  Others  felt  that  the  scientific 
sessions  should  be  abolished  and  that  the  officers 


should  be  continued,  in  order  to  take  part  in  the  ac- 
tivities of  the  State  Society. 

These  are  the  expressions  of  those  present;  I hope 
this  information  will  be  of  value  to  the  State  Society. 

Respectfully  submitted, 

Austin'  B.  Johnson,  M.D.,  President 

THIRD  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  of  the  Third  District 
Branch  had  a dinner  meeting  at  the  Hotel  Governor 
Clinton,  Kingston,  on  April  30,  1952.  Each  of  the 
seven  component  counties  was  represented.  It  was 
decided  that  Albany  County  be  the  host  for  the  an- 
nual meeting  of  the  District  on  September  18,  with 
Drs.  Milner  and  Rausch  to  arrange  the  program. 
Further  details  and  items  discussed  are  in  the  hands 
of  the  State  Secretary,  Dr.  Walter  P.  Anderton, 
whose  presence  and  advice  was  highly  appreciated. 

The  forty-sixth  annual  meeting  of  the  Third  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  the  Sterling-Winthrop  Re- 
search Institute,  Rensselaer,  on  Thursday,  Septem- 
ber 18,  1952.  The  place  of  meeting  was  made  pos- 
sible through  the  courtesy  of  Dr.  Maurice  L.  Tainter, 
director,  Sterling-Winthrop  Research  Institute,  and 
Dr.  Theodore  G.  Klumpp,  president  of  Winthrop- 
Stearns. 

With  the  kind  aid  of  Messrs.  George  P.  Farrell, 
director,  Bureau  of  Medical  Care  Insurance,  and 
Frederick  W.  Miebach,  director,  Public  and  Profes- 
sional Relations  Bureau,  registration  was  begun  at 
9:00  a.m.  Employes  were  at  hand  to  escort  parties 
about  the  beautiful  Institute.  I believe  that  the 
largest  registration  in  the  history  of  this  branch  is 
due  to  three  things,  the  program,  a desire  to  keep  well 
informed,  and  the  setting. 

The  morning  session  was  opened  on  time  with  a 
“Symposium  on  Cancer”  stressing  bleeding  as  a di- 
agnostic sign.  Urology  was  covered  by  Dr.  John 
E.  Heslin,  professor  of  urology,  Albany  Medical 
College;  gynecology  by  Dr.  Arthur  J.  Wallingford, 
professor  of  gynecology,  Albany  Medical  College; 
gastrointestinal  by  Dr.  Stanley  E.  Alderson,  assist- 
ant professor  of  surgery,  Albany  Medical  College, 
and  chest  by  Dr.  Mian  Stranahan,  instructor  in 
thoracic  surgery,  Albany  Medical  College.  Each  of 
these  speakers  gave  a highly  appreciative  audience  a 
concise  review  of  this  momentous  subject.  The 
second  paper  of  the  morning,  on  “Advancing  in  Ther- 
apeutics,” covering  a scientific  basis  for  newer  med- 
ical approach  in  everyday  problems,  was  delivered  by 
our  co-host,  Dr.  Maurice  L.  Tainter,  director,  Ster- 
ling-Winthrop Research  Institute. 

The  business  session  of  the  day  was  called  to  order 
by  the  president  at  12 : 10  p.m.  A brief  resume  of  ac- 
tions taken  by  the  executive  committee  and  perti- 
nent State  Society  matters  was  followed  by  a brief 
talk  by  Director  George  P.  Farrell  on  medical  care 
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insurance.  The  nominating  committee  submitted 
the  following  slate  for  new  officers:  Dr.  John  H. 
Wadsworth,  Cobleskill,  president;  Dr.  Ranald  E. 
JVIussey,  Troy,  first  vice-president;  Dr.  Everett  A. 
Jacobs,  Hudson,  second  vice-president;  Dr.  Henry 
J.  Noerling,  Valatie,  secretary,  and  Dr.  William  M. 
Rapp,  Catskill,  treasurer.  They  were  elected  unan- 
imously. 

After  a very  delightful  meal,  prepared  by  Chef 
Perkins  of  the  Institute,  who  also  presided  at  the 
cocktail  hour,  the  following  “brass”  were  intro- 
duced: Mr.  Frederick  W.  Miebach;  Mr.  George  P. 
Farrell;  Dr.  Laurance  D.  Redway,  editor;  Dr. 
Maurice  L.  Tainter,  director  of  the  Institute;  Dr. 
Theodore  G.  Klumpp,  co-host  and  president  of 
Winthrop-Stearns;  Dr.  Frederic  W.  Holcomb, 
speaker  of  the  House  of  Delegates;  Dr.  W.  P.  An- 
derton,  secretary  of  the  State  Society;  Dr.  John  L. 
Edwards,  vice-president  of  the  State  Society,  and 
Dr.  Beverly  C.  Smith,  president  of  the  Physicians’ 
Home,  who  spoke  to  us  essentially  about  the  shrink- 
ing dollar  and  the  need  for  a larger  assessment,  and 
the  wonderful  assistance  given  by  the  Woman’s 
Auxiliary.  It  was  then  my  privilege  to  introduce 
the  president-elect  of  the  Medical  Society  of  the 
State  of  New  York,  Dr.  Andrew  A.  Eggston. 

After  due  applause,  Dr.  Eggston,  in  a forceful  and 
determined  way,  admonished  us  not  to  let  down  the 
fight  against  medical  cults.  He  then  censured  the 
too  liberal  advertising  to  the  laity  of  tobacco  and 
chlorophyll,  without  mentioning  the  deleterious 
action  of  their  use.  This  then  led  to  the  ethics  of 
medicine  and  public  relations,  by  physicians  who 
unwittingly  furnish  these  companies  with  informa- 
tion twisted  into  questionable  claims.  He  closed 
his  remarks  with  a request  that  we  reread  the  Hip- 
pocratic Oath  and  abide  by  it  more  closely  than  we 
seem  to  have  been  doing  lately. 

It  has  become  the  custom  to  have  our  lady  mem- 
bers of  the  component  county  auxiliaries  meet  on 
the  same  day.  At  their  sessions,  local  and  State 
matters  are  discussed  and  adjusted.  Therefore, 
my  next  pleasure  was  to  be  permitted  to  introduce  a 
lovely  and  most  charming  lady,  Mrs.  Harry  I.  Nor- 
ton, of  Rochester,  president  of  the  Woman’s  Auxil- 
iary to  the  Medical  Society  of  the  State  of  New 
York.  Mrs.  Norton’s  brief  and  terse  remarks  on 
Auxiliary  activities  and  the  parts  our  wives  play  in 
social  and  civic  programs  made  us  feel  very  proud 
of  the  distaff  section  of  the  medical  team.  After  a 
few  remarks  by  Dr.  J.  Stanley  Kenney,  immediate 
past-president  of  the  State  Society,  we  adjourned 
for  the  afternoon  session. 

“The  Use  of  Cortisone  and  ACTH  in  General 
Practice,”  by  Dr.  Thomas  F.  Frawley,  assistant 
professor  of  medicine,  Albany  Medical  College,  was 
a timely  paper  and  was  clearly  given  in  the  short 
time  allotted.  Dr.  John  Hayes,  assistant  professor 
of  gynecology  and  obstetrics,  Albany  Medical  Col- 
lege, reviewed  the  “Common  Problems  in  Obstet- 
rics” and  gave  some  of  the  newer  approaches  to 
these  problems.  Dr.  A.  Wilbur  Duryee,  clinical  pro- 
fessor of  medicine,  New  York  University  Post-Grad- 
uate Medical  School,  speaking  on  the  “Management 
of  Acute  and  Chronic  Arterial  Disease,”  covered 
many  of  the  newer  concepts  as  to  causes  and  treat- 
ments. The  discussion  which  followed  indicated 
the  interest  in  his  subject.  The  ladies  joined  us  for 
the  final  paper  of  the  day.  Co-host  Dr.  Theodore  G. 
Klumpp,  chairman,  President  Truman’s  Committee 
on  Geriatrics,  preached  a most  inspiring  sermon,  a 
copy  of  which  should  be  included  in  this  report. 
Some  of  the  high  lights  were:  how  we  can  grow  old 


graciously  without  loss  of  efficiency;  that  most 
men  are  being  retired  from  industry  too  early  and 
then  without  a hobby  or  other  interest  in  life;  re- 
marks against  the  corraling  of  men  and  women  in  in- 
stitutes to  lead  a rocking-chair  existence.  He  was  a 
marvelous  speaker. 

The  meeting  was  adjourned  with  a rising  vote  of 
thanks  to  our  hosts,  from  which  we  attended  the 
cocktail  hour,  compliments  of  the  Sterling-Winthrop 
Research  Institute  and  Winthrop-Stearns.  The  reg- 
istration of  physicians  was  133. 

Respectfully  submitted, 

William  C.  Rausch,  M.D.,  President 

FOURTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Fourth  District  Branch  of  the  Medical  Soci- 
ety of  the  State  of  New  York  met  at  the  Physicians’ 
Hospital,  Plattsburg,  on  November  5,  1952.  The 
meeting  of  the  executive  committee  was  called  to 
order  at  11:30  a.m.  Plans  for  augmenting  the 
health  and  accident  insurance  in  each  county  soci- 
ety, in  addition  to  any  plan  at  present  operating, 
were  presented  by  two  different  insurance  com- 
panies. While  no  formal  action  was  taken  follow- 
ing the  presentation,  it  was  the  consensus  that  it 
would  be  well  to  await  recommendations  from  the 
committee  of  the  State  Society  which  was  studying 
this  subject. 

The  representative  of  the  Fourth  District  Branch 
on  the  State  Planning  Committee,  Dr.  Leonard 
Schiff,  of  Clinton  County,  presented  for  discussion  a 
resolution  which  was  presented  to  the  last  meeting 
of  the  House  of  Delegates  of  the  State  Medical  So- 
ciety, and  which  recommended  the  elimination  of 
scientific  programs  in  the  district  branch  meetings. 
The  suggestion  that  the  district  branch  meetings 
could  be  built  around  social-economic  problems  re- 
lating to  the  practice  of  medicine  was  not  favorably 
received  by  the  majority.  The  reaction  did  indicate 
that  most  physicians  felt  that  we  had  too  many 
medical  meetings,  but  that  if  all  scientific  programs 
were  eliminated  from  the  meetings  of  the  district 
branches,  the  attendance  would  still  further  de- 
crease. It  was,  therefore,  the  consensus  of  the  exec- 
utive committee  that  the  Fourth  District  Branch 
favor  the  continuing  of  the  scientific  programs,  with, 
however,  emphasis  on  practical  development  and  on 
such  subjects  as  would  be  of  interest  to  the  general 
practitioner. 

A resolution  presented  by  the  Saratoga  County 
Medical  Society  representative,  relative  to  the 
problem  of  licensing  chiropractors,  was  favorably 
acted  upon.  This  resolution  recommended  a dy- 
namic program  by  the  State  Medical  Society  which 
could  be  presented  to  the  Legislature  at  its  next  ses- 
sion with  reference  to  the  problem  of  licensure  for 
cults. 

Dr.  J.  Stanley  Kenney  discussed  a proposal  that 
the  Legislature  be  requested  to  appoint  a fact-finding 
committee  to  study  the  nature  and  claims  for  all 
branches  of  the  healing  arts.  The  committee  ap- 
proved of  this  method  of  handling  this  problem. 

At  the  business  meeting  of  the  Branch,  Dr.  Joseph 
Geis  of  the  State  Council  presented  information 
regarding  the  status  of  the  Physicians’  Home.  It 
was  felt  that  the  needs  of  this  important  work  were 
sufficient  to  warrant  serious  consideration  on  the 
part,  of  every  member  of  the  Medical  Society  to  join 
in  this  very  worth-while  program. 
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The  scientific  program  was  most  practical  and 
timely  and  was  the  type  of  program  which  the  entire 
committee  feels  best  answers  the  problem  for  the 
Fourth  District  Branch.  It  was  ably  presented  by 
members  of  the  staff  of  the  Royal  Victoria  Hospital 
of  Montreal.  It  was  divided  into  two  parts,  the  first 
dealing  with  the  adrenal  hormones  and  their  mean- 
ing in  disease  and  the  second  being  a clinicopatho- 
logic  discussion. 

The  following  officers  were  unanimously  elected 
for  the  coming  year:  Dr.  J.  Frederick  Sarno,  Johns- 
town, president;  Dr.  Alfred  A.  Hartmann,  Malone, 
first  vice-president;  Dr.  Malcolm  J.  Magovern, 
Saratoga  Springs,  second  vice-president;  Dr.  Leon- 
ard J.  Schiff,  Plattsburg,  secretary,  and  Dr.  Roman 
R.  Violyn,  Amsterdam,  treasurer. 

At  the  conclusion  of  the  meeting,  the  Fourth  Dis- 
trict Branch  expressed  its  very  great  thanks  and  ap- 
preciation to  the  officers  and  members  of  the  Clin- 
ton County  Medical  Society  for  their  hospitality 
and  efficiency  in  entertaining  this  meeting  of  the 
Fourth  District  Branch,  and  also  the  officers  and 
staff  of  the  Physicians’  Hospital  for  their  gracious 
provision  of  meeting  rooms,  the  luncheon,  and  all 
the  effort  provided  for  the  comfort  of  those  attend- 
ing the  scientific  session  of  the  Fourth  District 
Branch. 

Respectfully  submitted, 

William  E.  Gazeley,  M.D.,  President 


FIFTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  meeting  of  the  Fifth 
District  Branch  was  held  on  May  28,  1952,  at  the 
Hotel  Onondaga,  Syracuse.  At  that  meeting  it  was 
decided  to  have  the  annual  meeting  in  Watertown 
on  October  23  and  to  have  an  afternoon  and  evening 
session,  with  the  Woman’s  Auxiliary  joining  us  for 
the  evening  meeting.  A skeleton  program  with  the 
general  topics  was  outlined  and  the  program  com- 
mittee instructed  to  arrange  the  program  to  the  best 
of  its  ability. 

The  annual  meeting  was  called  to  order  by  Dr. 
A.  F.  Gaffney,  president  of  the  District  Branch,  at 
2 : 00  p.m.  on  October  23,  1952,  at  the  Hotel  Woodruff 
in  Watertown.  The  meeting  was  opened  by  showing 
the  film,  “Cancer:  The  Problem  of  Early  Diagnosis,” 
which  had  been  loaned  by  the  New  York  State  De- 
partment of  Health  and  which  had  been  made 
under  the  direction  of  the  American  Cancer  Society. 

The  second  order  of  business  was  a talk  by  Dr. 
William  F.  Lipp,  of  Buffalo,  on  “Newer  Knowledge 
of  the  Pancreas  and  Related  Organs.”  This  was 
followed  by  an  interesting  question  period. 

Following  Dr.  Lipp  was  a lecture  by  Dr.  Donald 
A.  Covalt,  New  York  City,  on  the  “Rehabilitation  of 
the  Hemiplegic  Patient.”  This  was  also  followed  by 
a question  period. 

Mr.  George  P.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance,  had  a display  of  pamphlets 
and  yearly  progress  report  on  the  various  plans.  He 
kindly  took  a few  minutes  to  explain  to  us  the  annual 
report  of  the  progress  of  the  different  plans. 

The  final  lecture  of  the  afternoon  session  was  on 
“Epilepsy”  by  Dr.  D.  Naldrett  White,  which  like- 
wise was  followed  by  a question  period. 

All  of  these  lectures  were  made  more  interesting 
by  the  use  of  lantern  slides,  which  illustrated  their 
major  points. 

The  afternoon  session  was  followed  by  a meeting 


of  the  Fifth  District  planning  committee  and  a 
social  hour. 

It  was  explained  that  the  purpose  of  the  planning 
committee  was  to  originate  ideas  and  suggestions  of 
long-term  policy  for  the  betterment  of  the  State 
Society.  These  suggestions  would  be  carried  for- 
ward from  the  district  planning  committee  to  the 
State  Planning  Committee,  the  idea  being  that  the 
policy  should  come  from  the  individual  county  so- 
cieties. 

The  first  order  of  business  at  this  meeting  was  the 
question  of  the  type  of  the  future  meetings  of  the 
Fifth  District  Branch.  After  discussion,  it  was 
moved  and  passed  that  the  Fifth  District  meetings 
be  continued  with  no  change  in  character. 

It  was  suggested  that  a possible  redistricting  of  the 
districts  around  population  centers  would  increase 
the  efficiency  of  the  district.  Dr.  Cuthbert  thought 
that  possibly  this  should  wait  for  a combined  effort 
by  a group  of  societies  to  form  standard  boundary 
lines.  His  amendment  was  carried,  and  then  the 
motion  passed. 

Dr.  Kogan,  of  Oswego,  discussed  briefly  the  pay- 
ment for  welfare  cases  and  the  difficulty  which  was 
being  encountered  in  Oswego  County.  Members  of 
the  other  counties  agreed  with  him  in  that  there  was 
a definite  problem  in  treating  welfare  patients. 

Dr.  Gaffney  was  nominated  as  the  Fifth  District 
delegate  to  the  State  Planning  Committee,  and  the 
motion  was  carried. 

Dr.  Wentworth,  our  State  President,  suggested 
that  our  bylaws  might  be  brought  up  to  date.  It  was 
agreed  that  this  be  one  of  the  matters  considered  at 
the  next  meeting  of  the  planning  committee. 

Dr.  Pender  of  Oneida  County  moved  that  the 
planning  committee  meet  at  least  twice  a year. 
Seconded  and  carried. 

The  evening  session  of  the  meeting  started  with 
an  excellent  dinner,  served  by  the  Hotel  Woodruff 
to  the  members  of  the  branch  and  the  Auxiliary  of 
the  Fifth  District. 

This  meal  was  followed  by  an  address  by  Mrs. 
Harry  I.  Norton,  president  of  the  W oman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York. 
She  stated  that  the  Auxiliary  was  always  ready  to 
aid  us  in  any  way  possible  in  our  fight  to  better  the 
health  of  the  nation. 

Dr.  Edward  T.  Wentworth,  president  of  the 
Medical  Society  of  the  State  of  New  York,  described 
for  us  the  psychology  of  the  chiropractor  by  citing 
numerous  quotations  from  the  chiropractor’s  text- 
book, which,  in  the  light  of  present-day  knowledge  of 
illness,  were  utterly  ridiculous. 

Following  this,  Dr.  J.  Stanley  Kenney,  former 
president  of  the  Medical  Society  of  the  State  of  New 
York,  explained  to  us  the  program  being  inaugurated 
by  the  State  Society  to  prevent  the  public  from  being 
mislead  and  thus  doing  permanent  injury  to  their 
health  by  the  licensing  of  chiropractors  by  the  State 
government. 

The  principal  speaker  of  the  evening  was  then 
introduced.  He  was  Mr.  Leo  E.  Brown  of  Chicago, 
Illinois,  director  of  the  Department  of  Public  Rela- 
tions of  the  American  Medical  Association.  His  lec- 
ture, “Your  Public  Relations  Is  Showing,”  was  very 
stimulating  and  very  informative,  pointing  out  that 
public  relations  is  a local  affair  and  that  it  can  best 
be  carried  out  in  the  doctor’s  office,  not  in  some 
national  office  in  Chicago.  His  lecture  was  thor- 
oughly enjoyed  by  everybody  present. 

The  meeting  was  then  adjourned. 

Respectfully  submitted, 

Arthur  F.  Gaffney,  M.D.,  President 
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SIXTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  preliminary  organization  meeting  of  the  exec- 
utive committee  of  the  Sixth  District  Branch  was 
held  in  Binghamton,  May  27,  1952,  with  Dr.  W.  P. 
Anderton,  secretary  of  the  Medical  Society  of  the 
State  of  New  York,  in  attendance.  It  was  decided 
at  this  meeting  to  accept  an  invitation  to  join  in  ded- 
ication of  the  Doctor’s  Office  at  the  Farmers’  Mu- 
seum in  Cooperstown  at  a suitable  date  in  early  Oc- 
tober. 

At  this  meeting  a discussion  arose  regarding  the 
value  and  future  of  district  branch  gatherings,  and 
it  was  decided  to  submit  to  the  membership  of  the 
Sixth  District  a questionnaire  which  would  be  of 
value  in  charting  future  programs,  activities,  and 
policies.  Attendance  and  interest  in  these  meetings 
have  apparently  been  on  a decline  throughout  the 
State,  and  it  is  questionable  if  the  time  and  expense 
warrant  continuation  of  these  programs.  These 
faults  have  become  increasingly  apparent  with  the 
growth  of  specialization,  making  it  difficult  to  formu- 
late scientific  programs  having  a general  and  uni- 
versal appeal  to  the  many  divergent  sections  of 
medicine.  The  various  specialty  groups  have  out- 
standing speakers  at  their  symposiums,  well  versed 
in  their  particular  branch  of  medicine,  which  has 
greatly  increased  their  appeal  and  attendance,  with 
resulting  loss  to  district  meetings. 

On  July  16,  1952,  a meeting  of  the  executive  com- 
mittee waa  held  in  Binghamton  to  discuss  the  ad- 
visability of  a district  mediation  committee.  Those 
representatives  present,  from  seven  of  the  nine  coun- 
ties comprising  the  district,  expressed  a desire  for 
such  an  organization.  It  was  the  consensus  of  opin- 
ion that  appointments  to  this  committee  should  be 
on  a long-term  basis,  preferably  for  a five-year  pe- 
riod, and  that  each  county  in  the  district  appoint  an 
outstanding  physician  as  its  representative.  It  was 
the  advice  of  Mr.  William  Martin,  legal  counsel  of 
the  Medical  Society  of  the  State  of  New  York,  who 
personally  attended  this  meeting,  that  even  though' 
this  committee  might  not  have  any  authority  at  first, 
it  could  confer  with  other  State  Society  committees 
and  at  the  same  time  exert  influence  through  moral 
persuasion.  Working  in  cooperation  with  existing  me- 
diation committees  already  established  and  function- 
ing in  each  component  county,  it  could  act  as  an  ap- 
peal court  in  cases  involving  intracounty  or  intradis- 
trict controversies.  It  would  act  as  another  bul- 
wark against  abuses,  both  from  the  patient  and  pro- 
fessional standpoint,  and  give  further  confidence 
that  our  profession  is  putting  its  house  in  order. 
Definite  arrangements  regarding  this  committee 
have  been  delayed  pending  a meeting  of  the  district 
planning  committee  to  put  its  stamp  of  approval  on 
this  procedure.  A supplementary  report  will  be 
forthcoming  when  this  policy  is  finally  resolved. 

The  annual  meeting  of  the  Sixth  District  was  held 
October  3,  1952,  at  the  Farmers’  Museum  in  Coop- 
erstown. The  morning  program  was  opened  by  a 
splendid  motion  picture,  “Cancer — the  Problem  of 
Early  Diagnosis,”  loaned  by  the  New  York  State 
Department  of  Health.  The  scientific  paper  on 
“Modern  Treatment  of  the  Peptic  Ulcer”  was  ably 
presented  by  Dr.  Francis  McDonough  of  the  Lahey 
Clinic,  Boston,  Massachusetts,  who  substituted  for 
Dr.  Sara  Jordan,  who  was  taken  suddenly  ill  in 
Utica  on  the  morning  of  the  meeting.  Dr.  McDon- 
ough’s appearance  was  in  the  best  tradition  of  medi- 
cine that  no  obstacle  deters  the  man  of  medicine. 

At  a fine  luncheon  arranged  at  the  Fenimore 


Cooper  House,  which  is  part  of  the  museum,  we  were 
addressed  by  the  president  of  our  Society,  Dr.  Ed- 
ward T.  Wentworth,  and  remarks  were  made  by 
Mrs.  Arthur  L.  Bennett,  vice-president  of  the 
Woman’s  Auxiliary. 

The  afternoon  program  was  in  charge  of  Dr.  Louis 
C.  Jones,  director  of  the  New  York  State  Historical 
Association,  which  maintains  the  Farmers’  Museum. 
He  traced  the  research  and  preliminary  work  which 
the  old  tune  doctor’s  office  project  entailed,  so  ably 
reported  in  the  January  1,  1953,  issue  of  the  New 
York  State  Journal  of  Medicine.  After  his 
preliminary  remarks,  we  all  repaired  to  the  Museum 
grounds  where  Dr.  Wentworth  in  company  with  Dr. 
Jones  officially  opened  the  Early  American  Doctor’s 
Office.  (It  is  interesting  to  note  that  the  door  was 
without  a lock,  so  symbolic  that  the  physician’s  of- 
fice is  always  open  to  anyone  who  wishes  to  avail 
himself  of  the  physician’s  services.) 

It  was  the  feeling  of  all  those  who  attended  this 
meeting  that  it  was  a most  inspiring  and  profitable 
day.  It  is  to  be  regretted  that  so  small  a percentage 
of  our  membership  was  able  to  attend  on  this  out- 
standing occasion  in  New  York  State  medical  annals. 
I would  urge  a visit  to  Cooperstown  and  the  museum 
in  the  nature  of  a worth-while  pilgrimage,  with 
our  profession’s  exhibit  occupying  its  proper  role 
in  the  early  American  scene. 

The  questionnaire  sent  to  the  physicians  of  the 
Sixth  District  elicited  177  returns,  which  is  approxi- 
mately 25  per  cent  of  our  membership,  demonstrat- 
ing again  the  difficulty  of  securing  a majority  opinion 
in  a rural-urban,  upstate  district. 

To  the  question,  whether,  in  order  to  increase  in- 
terest and  attendance  at  district  meetings,  it  would 
be  advisable  to  eliminate  or  cut  down  on  scientific 
papers,  147  or  83  per  cent  voted  to  continue  but  to 
cut  down  on  number  and  length,  five  per  cent  voted 
for  elimination,  and  12  per  cent  did  not  answer. 
Suggestions  were  made  to  have  outstanding  speakers, 
purely  business  and  economic  programs  with  social 
hours  interspersed,  consideration  of  economic-legal 
programs,  more  central  meeting  places,  panel  dis- 
cussions, and  round-table  discussions.  One  mem- 
ber suggested  redistricting,  using  larger  hospitals 
and  teaching  centers  as  the  focal  point  cf  the  dis- 
trict. 

The  second  question  requested  an  opinion  as  to 
the  advisability  of  a Sixth  District  Branch  mediation 
committee  composed  of  members  elected  or  nomi- 
nated by  each  component  county  society  in  the  Sixth 
District  to  aid  in  clearing  malpractice  suits  and  neg- 
ligence claims  arising  in  the  district.  Sixty-eight 
per  cent  were  in  favor  of  such  a committee,  18  per 
cent  were  opposed,  and  14  per  cent  did  not  answer. 
Seventy-five  per  cent  stated  they  would  abide  with 
the  decisions  of  the  committee,  10  per  cent  answered 
in  the  negative,  and  15  per  cent  did  not  answer. 

The  final  question  asked  each  member  if  he  had 
an  opinion  regarding  the  feasibility  of  a district 
executive  director  to  coordinate  and  make  more  ef- 
fective a public  relations  program  and,  if  such  an  of- 
fice were  established,  would  he  be  willing  to  contribute 
toward  putting  this  program  into  effect.  Forty-six 
per  cent  of  those  replying  were  in  favor,  33  per  cent 
were  opposed,  eight  per  cent  stated  possibly,  and  13 
per  cent  did  not-answer.  It  would  appear  that  the 
majority  opinion  in  the  Sixth  District  Branch  is  op- 
posed to  this  program  on  a district  basis.  Recently 
Broome  County  has  joined  Chemung  (comprising  50 
per  cent  of  the  total  district  membership)  in  putting 
into  effect  an  executive  director  program. 

With  the  current  agitation  for  modernization  of 
the  present  district  setup,  this  report  may  be  of  some 
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value  to  charting  further  deliberations.  It  would 
appear  that  some  changes  of  mutual  benefit  to  our 
Society  and  its  membership  may  accrue  from  these 
discussions. 

Respectfully  submitted, 

Eltox  R.  Dickson',  M.D.,  President 

SEVENTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  present  officers  of  the  Seventh  District 
Branch  assumed  their  duties,  according  to  the  con- 
stitution, at  the  close  of  the  annual  meeting.  May  16, 
1952.  According  to  the  new  constitution  adopted  in 
1952  the  officers  will,  hereafter,  take  office  immedi- 
ately after  election. 

By  agreement  with  Dr.  George  Gage,  the  retiring 
president,  a meeting  of  the  executive  committee  was 
called  for  April  3.  1952.  to  plan  for  the  meeting  of 
the  Seventh  District  Branch  in  the  fall  of  1952.  It 
had  been  felt  that  the  district  branch  meetings  had 
insufficient  time  for  preparation.  The  usual  plan 
in  the  past  had  been  for  the  officers  to  meet  in  June 
and  plan  the  meeting  for  th?  following  September. 
This  was  the  reason  for  the  change  in  the  constitu- 
tion. so  the  officers  would  tak'j  office  Monday  follow- 
ing their  election.  It  was  suggested  that  this  idea  be 
incorporated  into  a modern  set  of  bylaws.  The  site 
of  the  1952  meeting  was  designated  as  Sampson  Air 
Base,  and  it  was  the  unanimous  opinion  of  the  dele- 
gates present  that  hereafter  they  preferred  having 
the  district  meetings  in  the  City  of  Rochester. 

The  delegates  from  the  various  societies  had  also 
been  invited  to  this  meeting.  Dr.  IV.  P.  Anderton, 
who  takes  over  the  work  of  Dr.  Hannon,  was  intro- 
duced. Dr.  E.  T.  Wentworth,  president  of  the 
Society,  was  next  introduced.  He  spoke  about  the 
question  of  the  continued  existence  of  district 
branches;  also  he  clarified  the  blood  bank  situation. 
Dr.  Harold  B.  Smith,  the  new  executive  officer,  was 
next  introduced.  He  discussed  various  problems 
which  come  up  before  a medical  group — what  has  to 
be  done  in  order  to  secure  adequate  legislation  and 
the  “stumbling  blocks”  to  the  enactment  of  proper 
legislation. 

The  annual  meeting  of  the  Seventh  District 
Branch  was  held  at  Sampson  on  October  15.  1952. 
The  officers  in  command  of  the  base  hospital,  Colonel 
Charles  W.  Morehouse  and  later  Colonel  Fred  C. 
Dye,  weremost  helpful  in  extending  thefacilities  of  the 
air  base  for  this  meeting. 

A tour  of  the  grounds  was  arranged  for  the  Wom- 
an’s Auxiliary,  and  this  was  well  attended  and 
much  appreciated. 

Beginning  at  9 : 00  o’clock,  there  were  movies  fur- 
nished by  the  Air  Force,  as  follows:  “The  Atom 
Bomb  Strikes,”  “Damaging  Effects  of  the  A-Bomb,” 
“The  Soviet  Union  and  Its  People,”  and  “Air 
Power.”  These  were  excellent  and  much  enjoyed. 

After  coffee,  a panel  discussion  was  held  on  “Med- 
ical Economics  and  Public  Relations.”  The  entire 
district  had  been  polled  on  questions  for  discussion. 
The  moderator  of  tins  panel  was  Dr.  Floyd  S.  Win- 
slow of  Rochester,  and  on  the  panel  were  Dr.  Ren- 
ato  J.  Azzari,  Mr.  Frederick  W.  Miebach,  Dr. 
Donovan  M.  Jenkins,  and  Mr.  Carl  T.  Weber,  exec- 
utive secretary.  Approximately  32  questions  were 
submitted  for  discussion.  It  was  impossible  to 
cover  the  entire  ground,  but  a lively  interest  was 
manifested,  and  this  was  considered  a very  success- 
ful innovation. 


At  12:15  p.m.  the  business  meeting  was  held.  ! 
President  Wentworth  was  introduced,  who  in  turn 
introduced  Dr.  Andrew  A.  Eggston,  the  president- 
elect. Dr.  Eggston  addressed  the  meeting  on  “The 
Xeed  For  Financial  and  Moral  Support  of  Better 
Medical  Education.”  This  thought-provoking  and 
timely  address  should  be  read  and  reread  by  every 
member  of  the  Medical  Society. 

Mrs.  Harry  I.  Norton,  president  of  the  Woman’s 
Auxiliary,  was  introduced  and  gave  a report,  of  the 
activities  of  the  Auxiliary.  It  is  apparent  that  the 
Woman’s  Auxiliary  of  the  Seventh  District  Branch 
is  a going  concern.  They  have  provided  the  means 
for  educating  many  nurses,  and  their  support  has 
been  of  a high  order. 

At  1:00  o’clock  an  excellent  luncheon  was  pro- 
vided by  the  Air  Force  personnel,  at  which  the  ladies 
joined  the  men. 

At  the  afternoon  session  there  were  a series  of  ex- 
cellent presentations.  At  2:00  o’clock  the  question 
of  meningococcic  meningitis,  with  special  reference 
to  the  Waterhouse-Friderichsen  syndrome  and  its 
treatment,  was  presented  by  Dr.  Richard  Whelton. 
This  paper  was  discussed  by  Dr.  Herbert  R.  Morgan, 
professor  of  bacteriology  of  the  University  of  Roch- 
ester. 

At  2:30  a paper  on  the  “Treatment  of  Simple 
Fractures  in  General  Practice”  was  given  by  Captain 
Michael  P.  Mandarino,  Jr.,  and  discussed  by  Dr. 
Alfred  L.  Lane  of . Rochester.  Following  a coffee 
break  at  3 : 00  o’clock  a clinicopathologic  conference 
was  presented  by  the  hospital  staff  and  discussed 
from  the  floor.  At  4:00  o’clock  a motion  picture.  1 
“Desert  Victory,”  was  shown,  closing  the  meeting. 

The  advisory  council  had  requested  this  type  of  a 
meeting:  a morning  session,  followed  by  the  business 
meeting,  then  luncheon  and  an  afternoon  session,  I 
and  no  evening  meeting. 

The  Air  Force  personnel  were  extremely  kind  and 
helpful  in  presenting  this  program,  and  a letter  of 
thanks  was  sent  to  Colonel  John  M.  Copenhaver, 
the  commanding  officer. 

On  October  17,  as  president  of  the  district,  I ad- 
• dressed  the  staffs  of  the  Newark  and  Lyons  Hospital 
on  the  ‘ Importance  of  the  County  Medical  Society  j 
as  a Unit  in  Medical  Organization”  and  the  history 
leading  up  to  the  present  status  of  medical  educa- 
tion. 

On  October  29,  as  president  of  the  district,  I gave 
an  historical  talk  to  Livingston  County  Medical 
Society  at  the  one  hundredth  anniversary  of  the 
founding  of  the  society. 

On  December  17, 1 addressed,  briefly,  the  Monroe 
County  Medical  Society  on  the  history  and  purpose 
of  the  district  branches. 

Dr.  Theodore  Steinhausen  is  preparing  to  canvass 
the  district  on  the  question  of  whether  the  district 
branches  should  be  continued  as  at  present  or 
whether  they  should  be  continued  in  some  other 
form. 

The  advisory  council  was  called  for  a meeting  on 
January  22,  1953,  when  problems  concerning  the 
activities  of  the  district  were  discussed.  Probably 
the  most  important  question  was  whether  or  not  the 
members  of  the  advisor}-  council  believed  the  dis- 
trict branches  should  be  continued  and  whether  in 
the  present  form.  It  was  the  unanimous  vote  of 
this  body  that  the  district  branches  should  be 
continued  as  a business  organization,  but  there  was 
little  enthusiasm  for  the  educational  value  of  the 
yearly  meeting. 

It  was  voted  to  hold  the  next  meeting  in  Roches- 
ter, preferably  on  the  last  Thursday  in  Septeniber, 
and  to  accept  the  invitation  of  the  Eastman  Kodak 
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Company  to  use  its  facilities.  It  was  moved, 
seconded,  and  carried  that  the  secretaries  of  the 
member  counties  should  serve  as  a nominating  com- 
mittee for  the  coming  election  of  officers  at  the 
September  meeting. 

Respectfully  submitted, 

S.  A.  Munford,  M.D.,  President 

EIGHTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

Another  year  for  the  Eighth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York  has  passed 
into  history.  The  year  1952  was  one  in  which  im- 
portant advances  were  made  in  branch  services — to 
the  public,  to  the  far  flung  community  of  Western 
New  York,  and  to  our  profession.  Old  projects  were 
perfected,  or  at  least  bettered,  and  new  ones  were 
instituted;  fresh  problems  vitally  affecting  our 
membership  were  attacked  with  vigor  and,  we  be- 
lieve, with  intelligence,  and  we  made  the  area  at 
large,  as  well  as  its  army  of  medical  practitioners, 
more  keenly  aware  that  the  branch  has  an  active, 
functioning  organization  geared  to  accept  the  in- 
creased responsibilities  of  the  future. 

At  the  very  outset  of  my  report  I desire  to  pay 
tribute  to  the  devoted  service  and  leadership  given 
to  the  branch  by  Dr.  Henry  S- Martin  of  Warsaw, 
who  was  elected  president  of  the  branch  at  the  1951 
annual  meeting,  took  over  the  helm  in  May  of  1952, 
and  was  guiding  our  sturdy  craft  with  a skilled  hand 
when  sudden  illness  late  in  the  year  compelled  him  to 
relinquish  his  command.  (Dr.  Martin’s  resignation 
became  effective  February  12,  1953.)  Under  the 
bylaws  of  our  branch,  I automatically  succeeded  to 
the  office  of  president,  and  consequently  there  de- 
volves upon  me  the  task  of  making  a report  which, 
but  for  the  ill  health  which  overtook  him,  would 
have  borne  the  name  of  Dr.  Martin. 

The  Eighth  District  Branch  ushered  in  the  year 
1952  at  the  annual  midwinter  dinner  meeting  of  its 
advisory  council  of  presidents  and  secretaries  and  its 
central  conference  committee  on  workmen’s  com- 
pensation at  the  Hotel  Statler,  Buffalo,  on  February 
7.  Chairmen  of  legislation  committees  of  the  com- 
ponent county  societies  were  present  by  invitation. 

In  the  absence  of  Dr.  John  C.  Kinzley  of  North 
Tonawanda,  then  president  of  the  branch  and 
chairman  of  the  advisory  council,  the  gavel  was 
wielded  by  Dr.  Martin,  incoming  president  of  the 
branch.  Thirty  branch  medical  leaders  and  guests 
were  present.  Dr.  Guy  S.  Philbrick,  Niagara  Falls, 
was  re-elected  chairman  of  the  central  conference 
committee,  and  a report  on  the  progress  of  the 
branch  movement  to  achieve  correction  of  unsanitary 
living  conditions  and  the  improvement  of  medical 
care  in  rural  labor  camps  was  presented  by  Mr. 
Joseph  J.  Guariglia,  counsel  to  the  Medical  Society 
of  the  County  of  Erie. 

The  meeting  then  proceeded  to  the  main  business 
of  the  evening,  consideration  of  bills  of  interest  or 
concern  to  medicine  pending  in  the  1952  session  of 
the  State  Legislature,  and  the  taking  of  action 
thereon.  The  discussion  was  led  by  Dr.  John  C. 
Brady,  chairman  of  the  committee  on  legislation  of 
the  Medical  Society  of  the  County  of  Erie. 

The  proposed  postgraduate  program  of  short 
courses  for  Eighth  District  physicians  was  discussed 
by  Dr.  Milton  Terris,  assistant  dean  for  postgraduate 
education  at  the  University  of  Buffalo  School  of 
Medicine.  The  newly  enacted  Durham-Humphrey 
Law,  regulating  refilled  prescriptions,  was  ex- 


plained in  detail  by  Mr.  Mearl  D.  Pritchard,  presi- 
dent of  the  Erie  County  Pharmaceutical  Association. 
The  program  wound  up  with  an  address  by  Mr. 
Joseph  M.  Kerrigan,  executive  director  of  the 
Western  New  York  Medical  Plan,  Inc. 

Pursuant  to  custom,  a large  turnout  of  branch 
medical  leaders  saluted  the  l’46th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York  at  i 
luncheon  meeting  at  the  Hotel  Statler,  New  York 
City,  on  May  12,  the  opening  day  of  the  State-wide 
convention  in  the  metropolis.  The  assemblage  com- 
prised delegates  from  the  Eighth  District  in  the  1952 
House,  branch  officers,  advisory  council  members, 
and  others.  The  main  business  was  consideration  of 
resolutions  introduced  at  the  opening  morning 
session,  both  by  Eighth  District  Branch  delegates  and 
other  delegates,  and  the  discussion  of  resolutions  yet 
to  be  introduced  by  Eighth  District  Branch  dele- 
gates. 

On  the  evening  of  June  6,  at  the  Hotel  Statler, 
Buffalo,  there  was  held  a dinner  meeting  of  the 
executive  committee  of  the  branch,  at  which  Dr. 
W.  P.  Anderton,  secretary  of  the  State  Medical 
Society,  was  also  present,  with  Dr.  Martin  presiding. 
The  meeting  selected  Batavia  as  the  place  and 
October  16  as  the  date  of  the  1952  annual  meeting  of 
the  branch.  It  also  endorsed  the  program  of  the 
Charles  J.  Sellers  Insurance  Agency  to  provide 
Eighth  District  physicians  with  an  additional  $100 
a week  in  disability  income  protection. 

The  47th  annual  meeting  of  the  branch  at  Genesee 
Memorial  Hospital,  Batavia,  was  held  against  a 
crisp,  sunny  autumnal  background.  The  day’s 
activities  opened  with  a noontime  luncheon  meeting 
at  the  Batavia  Club  of  the  advisory  council,  central 
conference  committee,  and  the  branch  planning 
committee  for  medical  policies.  Dr.  Martin  pre- 
sided, and  the  attendance  numbered  25.  This  was 
the  “curtain-raiser”  to  the  scientific  session  of  the 
annual  meeting  which  began  at  2 p.m.  At  a meeting 
of  the  branch  planning  committee  for  medical 
policies  after  the  luncheon  session,  Dr.  Peter  J.  Di 
Natale,  Batavia,  representative  for  Genesee  County 
on  the  branch  planning  committee,  was  re-elected 
for  the  ensuing  year  as  the  representative  of  the 
branch  on  the  Planning  Committee  for  Medical 
Policies  of  the  State  Medical  Society. 

The  afternoon  scientific  meeting  heard  these 
speakers:  Dr.  Marvin  L.  Bloom,  “Changing  Con- 
cepts and  Practices  in  Hematology”;  Dr.  Ray 
Fletcher  Farquharson,  “The  Diagnosis  and  Treats 
ment  of  Jaundice”;  Dr.  John  D.  Stewart,  “Surgery 
of  the  Aged,”  and  viewed  x-ray  motion  pictures 
taken  at  the  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  accompanied  by  a lecture  by  Dr. 
Charles  E.  Sherwood.  Eighty-five  attended  the 
scientific  session.  A dinner  meeting  at  the  Elks 
Home,  attended  by  150,  topped  off  the  day.  Speakers 
were  Dr.  Edward  T.  Wentworth,  president  of  the 
Medical  Society  of  the  State  of  New  York;  Mrs. 
Harry  I.  Norton,  president  of  the  Woman’s  Auxiliary 
to  the  State  Medical  Society,  and  Dr.  T.  Raymond 
McConnell,  chancellor  of  the  University  of  Buffalo. 
Dr.  Paul  A.  Burgeson,  Warsaw,  chairman  of  the 
program  committee  for  the  annual  meeting,  was 
warmly  congratulated  on  the  excellence  of  the  day’s 
program. 

At  the  annual  business  meeting  of  the  branch, 
which  followed  the  afternoon  scientific  session  at 
Genesee  Memorial  Hospital,  a series  of  proposed 
amendments  to  the  branch  bylaws  were  received 
‘and  had  their  “first  reading.”  Then  they  were 
tabled  until  the  1953  annual  meeting.  The  pro- 
posed amendments  call  for  the  creation  of  the  two 
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new  offices  of  immediate  past  president  and  presi- 
dent-elect and  the  shortening  of  the  term  of  office  of 
all  elective  officers  from  two  years,  as  at  present,  to 
one  year.  The  same  annual  business  meeting 
voted  to  recommend  to  the  branch  executive  com- 
mittee that  it  consider  the  wisdom  and  practicability 
of  holding  the  annual  meeting  of  the  branch  in  the 
spring  instead  of  the  fall,  as  at  present.  Last,  the 
meeting  voted  unanimously  that  it  was  the  sense 
and  sentiment  of  the  Eighth  District  Branch  that  the 
scientific  programs  at  the  annual  meetings  of  the 
nine  district  branches  should  be  continued  and 
steadily  improved. 

For  years  it  has  been  the  custom  of  the  branch  to 
close  the  year’s  activities  at  an  early  winter  dinner 
meeting  of  the  advisory  council  and  other  branch 
elements  on  some  evening  in  the  first  week  of  Decem- 
ber. Due  to  the  illness  of  Dr.  Martin,  then  branch 
president,  it  was  decided  to  dispense  with  this  pre- 
Christmas  get-together.  It  will  be  brought  back  in 
1953.  In  conclusion,  it  will  be  our  common  aim  in 
1953  to  build  and  improve  the  Eighth  District 
Branch  in  every  possible  way. 

Respectfully  submitted, 

Sydney  L.  McLouth,  M.D.,  President 

NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  executive  committee  of  the 
Ninth  District  Branch  of  the  Medical  Society  of  the 
State  of  New  York,  was  held  at  the  Roger  Smith 
Hotel,  White  Plains,  on  June  18,  1952.  Those 
present  included  the  officers  of  the  district  branch; 
Dr.  W.  P.  Anderton,  secretary  of  the  State  Medical 
Society,  and  the  presidents  of  the  component 
county  societies. 

The  minutes  of  the  1951  District  Branch  meeting 
were  read  and  approved. 

It  was  decided  to  hold  the  annual  meeting  at 
Poughkeepsie,  and  for  the  scientific  program  it  was 
suggested  that  the  subject  of  pulmonary  edema  be 
considered. 

The  following  program  and  dinner  committee  was 
appointed:  Dr.  John  F.  Rogers,  chairman;  Dr. 
Maxwell  Gosse,  Dr.  Earl  C.  Waterbury,  and  Dr. 
Scott  Lord  Smith,  ex  officio. 

There  was  an  informal  discussion  of  the  attend- 
ance at  and  the  value  of  the  district  branch  meet- 
ings, and  the  anticipated  chiropractors  bill.  The 
following  planning  committee  for  medical  policies 
was  appointed:  Dr.  John  F.  Rogers,  Dutchess; 
Dr.  Margaret  Loder,  Westchester;  Dr.  Earl  C. 
Waterbury,  Orange;  Dr.  Robert  L.  Yeager,  Rock- 
land, and  Dr.  William  P.  Kelly,  Jr.,  Putnam. 

The  president  was  instructed  to  appoint  a nomi- 
nating committee  to  report  at  the  annual  meeting. 


The  annual  meeting  was  held  at  the  New  Tower 
House,  Yassar  Brothers  Hospital,  Poughkeepsie, 
on  September  17, 1952. 

The  following  scientific  program  was  presented: 
“Sarcoidosis,”  Dr.  F.  J.  Lovelock,  director  of  chest 
service,  Veterans  Administration  Hospital,  Bronx, 
and  Dr.  David  Stone,  research  associate,  Depart- 
ment of  Medicine,  Veterans  Administration  Hospi- 
tal, Bronx;  “Pulmonary  Edema,”  Dr.  David  Spain, 
director  of  laboratories,  Grasslands  Hospital, 
Valhalla,  and  medical  examiner,  Westchester 
County;  “Report  on  the  International  Conference 
of  Chest  Physicians,  Brazil,  South  America.” 
Dr.  Aleksei  Leonidoff,  director  of  medicine,  St. 
Francis  Hospital,  Poughkeepsie. 

The  nominating  committee  presented  the  names 
of  the  following  candidates,  who  were  elected  unan- 
imously: Dr.  John  F.  Rogers,  Poughkeepsie, 
president;  Dr.  Harold  S.  Heller.  Spring  Valley, 
first  vice-president;  Dr.  Earl  C.  Waterbury,  New- 
burgh, second  vice-president;  Dr.  Reid  R.  Heffner, 
New  Rochelle,  secretary,  and  Dr.  William  P.  Kelly, 
Jr.,  Carmel,  treasurer. 

The  cocktail  hour  and  annual  dinner  were  held  at 
the  Nelson  House  in  Poughkeepsie,  where  we  were 
joined  by  the  members  of  the  woman’s  auxiliary  of 
the  Ninth  District  Branch. 

Dr.  Andrew  A.  Eggston,  president-elect  of  the 
State  Medical  Society,  addressed  the  meeting  with 
reference  to  several  topics  of  importance  to  this 
Society  and  organized  medicine  in  general. 

Colonel  Nelson  Dingley,  superintendent  of  the 
New  York  Military  Academy,  gave  an  interesting 
and  informative  address  on  “Today  Behind  the 
Iron  Curtain.” 

The  following  is  the  record  of  attendance  at  the 
Ninth  District  Branch  meetings  for  the  past  three 
years : 


County 

Member- 

ship 

1950 

Attendance 

1951 

1952 

Dutchess 

233 

30 

11 

46 

Orange 

203 

41 

2 

10 

Putnam 

18 

5 

0 

1 

Rockland 

121 

17 

3 

2 

Westchester 

1,028 

22 

27 

11 

It  seems  to  me  that  the  above  attendance  record 
at  the  scientific  meetings  of  the  district  branch 
bears  out  the  recommendation  that  I made  in  mv 
annual  report  for  1951.  The  officers  of  this  branch 
are  of  the  opinion  that  the  scientific  part  of  these 
meetings  could  be  discontinued  without  any  im- 
pairment of  the  function  of  the  district  branches. 

Respectfully  submitted, 

Morley  T.  Smith,  M.D.,  President 


DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  Buffalo  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  4 to  May 
8,  1953,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request.  • 

W.  P.  Anderton,  M.D.,  Secretary 


ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  20 


147th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

May  4 to  May  8,  1953 


Front  Office  Manager 

Hotel  Statler,  Buffalo  5,  New  York 

Please  reserve  accommodations  as  checked  (\/)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  6 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — per  day 

$ 5.000 
5.500 
6.000 

$ 6.500 
7.000 
7.500 

$ 8.000 
8.50Q 

Double-Bed  Room  with  Bath  for  two — 
per  day 

$ 7.50Q 
8.000 

□□ 
o o 
lO  o 

00  05 

9.50Q 

10.000 

□ D 

O O 
to  o 

o d 

Twin-Bed  Room  with  Bath  for  two — 
per  day  $9 . 00  O 

9.500 

10.000 

10.500 

n.oon 

12.00Q 

13.000 

□ □ 
o o 
© © 

d d 

Suite — Living  Room,  Bed  Room,  and  Bath  $21 . 500 

24.00Q 

28.000 

36.000 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $3.00  per  day. 

If  a room  at  the  rate  requested  is  unavailable,  reservation  will  be  made  at  the  next 
available  rate. 
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COLOR  TELEVISION  AT  MEDICAL  MEETINGS 


'THOSE  of  you  who  attend  the  coming  meeting  of 
the  Medical  Society  of  the  State  of  New  York 
will  have  an  opportunity  to  watch  live  telecasts  of 
medical  and  operative  clinics,  in  color,  as  part  of  the 
convention’s  scientific  program.  But  behind  this 
opportunity  lies  a story — the  story  of  how  a new 
medium  of  communication  was  brought  from  the 
laboratory  and  enlisted  as  an  aid  in  teaching  medi- 
cine. 

Most  medical  educators  have  been  aware  of  the 
fact  that  the  traditional  amphitheater  had  lost  most 
of  its  value  as  a place  to  observe  and  learn  surgical 
technics.  This  was  true  because  of  the  develop- 
ment of  the  modern  surgical  team  and  its  consequent 
obscuring  of  the  operative  site.  But  close-up  ob- 
servation of  skillful  surgical  technics  had  lost  none 
of  its  value  as  an  effective  way  to  learn,  and  teach- 
ing medicine  by  clinical  study  had  always  been 
limited  to  small  numbers  or  had  sacrificed  close-up 
observation  for  the  sake  of  larger  groups.  The 
perfecting  of  television  some  years  ago  seemed  to 
offer  a substantial  answer  to  these  problems  of 
medical  education. 

Television  was  first  seized  upon  as  a possible  an- 
swer by  the  Johns  Hopkins  Medical  and  Surgical 
Association  in  1947.  Then  followed  quickly  a num- 
ber of  other  telecasts  concerned  with  medicine:  at 
the  Cleveland  Clinic;  at  Creighton  Memorial  St. 
Joseph’s  Hospital,  Omaha;  at  the  American  College 
of  Surgeons  Congress.  New  York  City ; all  in  1947; 
at  the  annual  session  of  the  American  Medical  As- 
sociation, Chicago;  at  the  annual  congress  of  the 
American  College  of  Surgeons,  Los  Angeles;  and  at 
the  clinical  session  of  the  American  Medical  Asso- 
ciation, St.  Louis;  all  in  1948.  All  of  these  telecasts 
were  over  closed  circuits  and  in  black  and  white. 

The  telecast  at  the  meeting  of  the  Medical  Society 
of  Pennsylvania  in  1948  was  sponsored  by  a Phila- 
delphia pharmaceutical  firm,  Smith,  Kline  & French 
Laboratories.  Although  the  firm  realized  it  could 
do  little  to  extend  the  use  of  television  in  teaching 
institutions,  there  seemed  good  reason  why  televi- 
sion might  be  employed  on  a nation-wide  basis  at 
medical  conventions  to  aid  the  doctor  in  his  con- 
tinuing quest  for  postgraduate  instruction. 

Sounding  out  the  idea,  the  pharmaceutical  firm 
asked  Dr.  I.  S.  Ravdin,  head  of  the  Department  of 
Surgery  at  the  School  of  Medicine  of  the  University 
of  Pennsylvania,  whether  the  medical  school  would 
cooperate  in  the  presentation  of  a program  of  medi- 
cine at  the  annual  meeting  of  the  American  Medical 
Association  in  June,  1948.  He  agreed,  but  pointed 
out  the  limitations  of  black-and-white  television  for 
the  depiction  of  surgery — why  couldn’t  something 
be  done  about  color?  It  was  his  opinion  that  tele- 
vision would  not  win  complete  or  even  substantial 
acceptance  for  medical  teaching  until  it  was  in  color. 
Without  color,  kinds  of  tissue,  areas  of  infection, 
location  of  vital  arteries  and  veins,  and  the  extent  of 
circulation  could  not  be  determined.  Also,  black- 
and-white  pictures  lacked  a sense  of  depth,  and  color 
would  give  this. 


Aware  of  the  great  advantage  and  dramatic  im- 
pact color  would  lend  to  their  proposed  project  of  a 
nation-wide  series  of  medical  color  television  pro- 
grams, the  Philadelphia  company  investigated  the 
possibility  of  obtaining  color  television  equipment. 
The  scheme  was  broached  to  the  Columbia  Broad- 
casting System,  whose  experiments  in  the  field  of 
color  television  were  progressing  favorably.  Could 
transportable  color  television  equipment  of  high 
color  fidelity  and  reliability  be  built?  They  said  it 
could,  and  the  equipment  was  ordered.  At  the 
same  time,  CBS  supervised  the  design  and  manufac- 
ture of  20  receivers  which  would  accommodate  au- 
diences of  approximately  a thousand  people.  It 
was  also  arranged  that  CBS  engineers  and  techni- 
cians would  install  and  operate  the  equipment  during 
programs  at  medical  meetings. 

On  completion,  the  equipment  became  the  prop- 
erty of  the  Philadelphia  firm  but  was  shipped  di- 
rectly to  the  University  of  Pennsylvania  where  it  was 
tested  for  a few  weeks  before  the  A.M.A.  conven- 
tion. The  performance  of  the  equipment  was  highly 
satisfactory.  It  was,  on  a comparative  basis,  supe- 
rior to  technicolor. 

The  first  color  television  program  for  teaching 
medicine  and  surgery  was  presented  at  the  annual 
meeting  of  the  American  Medical  Association  in 
Atlantic  City  on  June  6,  1949.  The  response  was 
overwhelmingly  enthusiastic.  From  June  6 to  9, 
30,000  doctor-visits  were  made  to  the  telecasts 
transmitted  from  the  Atlantic  City  Hospital  to  con- 
vention hall.  This  was  also  the  first  major  public 
showing  of  color  television. 

Success  of  this  first  program  encouraged  the  con- 
tinuation of  the  venture.  Doctors  the  country  over 
agreed  that  the  medium  had  shown  tremendous  po- 
tentialities for  medical  teaching,  and  invitations 
from  other  medical  societies  to  do  color  television 
programs  at  their  meetings  resulted.  At  the  time 
of  writing  this  article,  39  programs  of  medicine  by 
color  television  have  been  presented  at  medical 
meetings.  Almost  240,000  visits  have  been  made  to 
the  hundreds  of  medical  and  operative  clinics  which 
have  been  presented.  Programs  have  been  pro- 
duced in  cities  throughout  the  United  States,  in 
Montreal,  and  in  Paris.  Among  the  many  high 
lights  was  the  first  coast-to-coast  telecast  in  color 
from  the  A.M.A.  convention  in  Los  Angeles,  1951. 

In  the  years  since  the  A.M.A.  telecast  in  1949, 
color  television  has  come  to  be  an  accepted  and  in- 
tegral part  of  postgraduate  instruction  at  many  medi- 
cal meetings,  and  steps  have  recently  been  taken 
to  try  to  tie  the  television  presentations  in  with  other 
elements  of  the  scientific  program.  Early  in  the 
venture,  it  attracted  large  audiences,  in  part,  un- 
doubtedly, because  it  was  a novelty.  Today,  it  is  a 
proved  and  reliable  medium  and  draws  large  audi- 
ences because  of  its  value  as  a teaching  aid.  This  is 
further  attested  to  by  the  fact  that  the  Universities 
of  Kansas  and  Pennsylvania  have  installed  color 
television  in  their  medical  schools  and  use  it  regu- 
larly as  an  adjunct  to  classroom  teaching. 
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Fig.  1.  A typical  operating  room  scene  as  color  television  watches  a surgical  procedure.  The  chief 
surgeon  (center,  foreground)  receives  instructions  from  the  medical  director  through  the  earpiece  visible  in 
the  picture.  Cords  attached  to  the  surgeon’s  back  are  connected  to  the  earpiece  and  to  a microphone  worn 
inside  his  mask  which  enables  the  surgeon  to  talk  directly  with  the  audience.  The  color  camera  (above, 
center)  points  directly  down  on  the  operative  site,  giving  the  audience  an  almost  unobstructed  view. 


Last  May  in  New  York  City,  color  television  was 
seen  for  the  first  time  at  a meeting  of  the  Medical 
Society  of  the  State  of  New  York.  A five-da)’  pro- 
gram of  surgical  procedures  and  medical  clinics  was 
presented.  Planning  for  the  showing  of  color  tele- 
vision at  this  year’s  meeting  began  months  ago. 
Dr.  John  D.  Stewart  was  selected  chairman  of  the 
Television  Subcommittee,  and  Drs.  John  H.  Talbott 
and  Eugene  M.  Sullivan  were  appointed  to  assist 
him.  These  gentlemen  are  responsible  for  the  con- 
tent of  the  program  and  the  invitation  of  partici- 
pants. As  early  as  last  January,  representatives 
from  Smith,  Kline  & French  went  to  Buffalo  to  dis- 
cuss the  program,  make  recommendations  on  the 
transmission  site,  and  discuss  the  technical  problems 
of  the  production.  It  is  up  to  each  of  the  individual 
participants  to  plan  his  presentation.  The  program 
is  constructed  with  the  aim  of  presenting  clinics  and 
surgical  procedures  which  will  have  practical,  “take- 
home”  value  to  the  physicians  and  surgeons  in  the 
audience.  It  is  emphasized  that  television  offers  an 
especially  effective  way  of  sharing  information  and 
experience  on  the  everyday  problems  of  medical 
practice. 

The  effectiveness  comes  as  the  result  of  televi- 
sions’ ability  to  show  close-up  views  of  any  of  a num- 
ber of  visual  aids  with  which  the  participant  wishes 
to  implement  his  presentation.  And  here  is  the 
key  to  color  television’s  success  in  presenting  clinical 


demonstrations.  Television  allows  the  doctor  to 
give  visual  representation  to  his  ideas  and  informa- 
tion through  the  use  of  patients,  charts,  x-rays, 
slides,  and  apparatus.  Further,  the  audience  sees 
these  aids  as  if  they  were  only  a few  feet  away.  For 
instance,  the  smallest  lesions  can  be  shown  in  a der- 
matology clinic.  The  advantages  which  color  tele- 
vision offers  in  showing  a surgical  procedure  speak 
for  themselves;  television  offers  a virtually  unob- 
structed view,  and  color  adds  tissue  differentiation 
and  depth. 

Because  of  its  cost  and  because  the  available  sys- 
tem of  color  television  will  probably  not  be  used, 
commercially,  the  medium  has  not,  as  yet,  won  wide 
acceptance  as  a teaching  medium  in  medical  schools. 
However,  many  of  the  hospitals  which  have  been 
built  recently  are  equipped  for  the  installation  of 
television  equipment,  which  indicates  that  its  po- 
tential value  has  been  recognized.  Even  at  medical 
meetings,  the  potentialities  of  color  television  as  a 
postgraduate  teaching  medium  have  yet  to  be  fully 
explored.  As  time  passes,  equipment  improves,  and 
doctors  and  producers  learn  more  and  more  about 
the  technic  of  teaching  medicine  on  television.  The 
trend  indicates  that  programming  will  continue  to 
improve  and  that  color  television  will  win  wider  and 
wider  acceptance  as  an  effective  and  worth-while 
medium  of  postgraduate  instruction  at  meetings  of 
the  medical  profession. 
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Francis  Argus,  M.D.,  of  Buffalo,  died  on  February 
9 at  the  Veterans  Administration  Hospital  at  the  age 
of  sixty-seven.  Dr.  Argus  received  his  medical  de- 
gree from  the  St.  Louis  University  School  of  Medi- 
cine in  1912  and  served  during  World  War  I with  the 
U.S.  Army  Medical  Corps.  He  was  honorary  con- 
sulting otorhinolaryngologist  at  Sisters  Hospital  in 
Buffalo  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


William  Frederick  Bozenhardt,  M.D.,  of  Ridge- 
wood, died  on  February  1 at  his  home  at  the  age  of 
seventy.  Dr.  Bozenhardt  was  graduated  from  the 
Cornell  University  Medical  College  in  1905  and  in- 
terned at  the  German  Hospital  of  Brooklyn,  now 
Wyckoff  Heights  Hospital.  He  was  attending 
surgeon  at  Bethany  Deaconess  Hospital  and  honor- 
ary surgeon  in  gynecology  at  Wyckoff  Heights  Hos- 
pital, both  in  Brooklyn.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Bozenhardt  was  a member 
of  the  Brooklyn  Surgical  Society,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Charles  Farnham  Collins,  M.D.,  of  New  York 
City,  died  on  February  28  at  his  home  at  the  age  of 
ninety-three.  Dr.  Collins  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1886  and  interned  at  St.  Luke’s  Hos- 
pital. He  had  practiced  in  New  York  City  for  over 
sixty  years  and  was  consulting  pediatrician  at  St. 
Luke’s  Hospital.  Dr.  Collins  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Charles  Joseph  Diss,  M.D.,  of  Uion,  died  on 
February  10  at  his  home  at  the  age  of  seventy-two. 
Dr.  Diss  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1901  and 
interned  at  Faxton  Hospital,  Utica,  and  at  the  Long 
Island  College  Hospital.  He  had  practiced  in  Ilion 
for  more  than  fifty  years  and  was  active  in  the 
establishment  of  the  Ilion  Hospital,  where  he  was 
attending  surgeon.  Dr.  Diss  was  a member  of  the 
Utica  Academy  of  Medicine,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Irving  Bachrach  Gold,  M.D.,  of  Forest  Hills,  died 
on  March  3 at  the  Prospect  Heights  Hospital, 
Brooklyn,  at  the  age  of  forty-four.  Dr.  Gold  re- 
ceived his  medical  degree  from  the  University  of 
Cincinnati  and  interned  at  the  Metropolitan  Hos- 
pital in  Cincinnati  and  Harlem  Hospital,  New  York 
City.  During  World  War  II  he  served  in  Europe 
with  the  U.S.  Army  Medical  Corps,  with  the  rank  of 


captain.  Dr.  Gold  was  a member  of  the  medical 
staff  of  Prospect  Heights  Hospital  and  a member  of 
the  American  Society  of  Anesthesiologists,  the 
Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Beatrice  M.  Hinkle,  M.D.,  of  New  York  City, 
died  on  February  28  in  the  Harkness  Pavilion  of  the 
Columbia-Presbyterian  Medical  Center  at  the  age  of 
seventy-eight.  Dr.  Hinkle  received  her  medical 
degree  from  Cooper  Medical  College,  now  the 
medical  department  of  Stanford  University,  in  1899. 
She  was  the  author  of  The  Recreating  of  the  Individual 
and  of  many  monographs  and  articles.  Dr.  Hinkle 
was  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  New  .York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Muriel  Ivimey,  M.D.,  of  New  York  City,  died  on 
February  26  at  New  York  Hospital  at  the  age  of 
sixty-four.  Dr.  Ivimey  received  her  medical  degree 
from  Johns  Hopkins  University  Medical  School  in 
1922.  For  many  years  she  was  psychiatrist  and  in- 
structor at  the  Phipps  Psychiatric  Clinic  of  Johns 
Hopkins,  the  Neurological  Institute  at  Columbia- 
Presbyterian  Medical  Center,  and  the  Payne  Whit- 
ney Clinic  at  New  York  Hospital.  Dr.  Ivimey  was 
founder  of  the  American  Institute  for  Psycho- 
analysis and  its  associate  dean  from  1943  to  1951. 
She  was  a member  of  the  American  Psychiatric 
Association,  the  New  York  Academy  of  Medicine, 
the  New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 


Jason  Joseph  Jacobson,  M.D.,  of  Mamaroneck, 
died  on  February  14  in  New  York  City  at  the  age  of 
forty-one.  Dr.  Jacobson  received  his  medical  de- 
gree from  the  University  of  Glasgow,  Scotland,  in 
1936  and  interned  at  the  Brooklyn  Jewish  Hospital. 
He  had  practiced  in  Mamaroneck  for  the  past 
twelve  years.  Dr.  Jacobson  was  a member  of  the 
American  Academy  of  General  Practice,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Charles  G.  McMullen,  M.D.,  of  Niskayuna,  died 
on  February  14  at  his  home  at  the  age  of  seventy- 
eight.  Dr.  McMullen  was  graduated  from  the 
Albany  Medical  College  in  1898  and  interned  at 
Albany  Hospital.  During  World  War  I he  served 
with  the  U.S.  Army  Medical  Corps  as  chief  surgeon 
of  Base  Hospital  33  at  Portsmouth,  England. 
Dr.  McMullen  was  chief  of  surgery  at  Ellis  Hospital, 
Schenectady,  for  many  years,  retiring  from  active 
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practice  in  1936.  He  had  also  been  clinical  pro- 
fessor of  surgery  at  Albany  Medical  College.  He 
was  consulting  surgeon  at  Mary  McClellan  Hospital, 
Cambridge,  and  honorary  surgeon  at  Ellis  Hospital. 
A Fellow  of  the  American  College  of  Surgeons,  of 
which  he  was  one  of  the  founders,  and  a Diplomate 
of  the  American  Board  of  Surgery,  Dr.  McMullen 
was  a member  of  the  Schenectady  County  Medical 
Society,  of  which  he  was  president  in  1907,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Morris  A.  Mason,  M.D.,  of  the  Bronx,  died  on 
March  4 at  the  age  of  seventy-six.  Dr.  Mason  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1911  and  practiced  in  New  York  City  until  1928, 
when  he  founded  the  Royal  Hospital,  a private  in- 
stitution. In  1939  he  helped  to  found  the  Kew 
Gardens  General  Hospital.  Dr.  Mason  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Amaldo  A.  Samorini,  M.D.,  of  Schenectady,  died 
on  February  24,  at  the  age  of  seventy-three.  Dr. 
Samorini  received  his  medical  degree  from  the  Uni- 
versity of  Rome,  Italy,  in  1900.  He  was  a member 
of  the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  Stat’  of  New  York,  and  the 
American  Medical  Association. 


Max  Scheer,  M.D.,  of  New  York  City,  died  on 
March  1 in  Syracuse  at  the  age  of  sixty-nine.  Dr. 
Scheer  was  graduated  from  the  Columbia  University 


College  of  Physicians  and  Surgeons  in  1905  and  in- 
terned at  Mount  Sinai  Hospital  and  the  Lying-In 
Hospital.  He  was  attending  dermatologist  and 
syphilologist  at  University  Hospital,  adjunct  derma- 
tologist at  Mount  Sinai  Hospital,  and  chief  of 
dermatology  and  syphilology  of  the  Skin  and  Cancer 
Unit  of  the  University  Hospital  Outpatient  Depart- 
ment. A Diplomate  of  the  American  Board  of 
Dermatology  and  Syphilology,  Dr.  Scheer  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  Manhattan  Dermatological  Society,  the  Ameri- 
can Academy  of  Dermatology  and  Syphilology,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Harry  Shiftman,  M.D.,  of  the  Bronx,  died  on 
March  2 at  the  age  of  fifty-five.  Dr.  Shiffman  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1919  and  interned  at  Lincoln  and  Bellevue  Hos- 
pitals. He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


William  Elmer  Truex,  M.D.,  of  Syracuse,  died  on 
February  10  at  the  age  of  sixty-nine.  Dr.  Truex 
was  graduated  from  the  Syracuse  University  College 
of  Medicine  in  1911  and  served  during  World  War  I 
with  the  U.S.  Army  Medical  Corps  on  the  Mexican 
border  and  in  Europe.  He  was  on  the  medical  staff 
of  the  Onondaga  Sanatorium  and  a member  of  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 
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American  Medical  Education  Foundation — Con- 
tributors from  New  York  State  during  the  month  of 
January  to  the  American  Medical  Education  Foun- 
dation are:  Dr.  Henry  J.  Barrow,  Dr.  Louise  M. 
Dithridge,  Dr.  Morris  Grosfeld,  Dr.  Charles  E. 
Kossmann,  Dr.  Oswald  La  Rotonda,  Dr.  Joseph 
Rosenheck,  and  Dr.  Marge  T.  Ross,  all  of  New  York 
City. 

Also:  Schuyler  County  Medical  Society;  Dr. 
Joseph  L.  Cottesman,  Dr.  Robert  A.  Mainzer,  and 
Dr.  Louis  S.  Nelson,  all  of  Brooklyn;  Dr.  John  A. 
Kalb,  Endicott;  Dr.  Maurice  J.  Elder,  Massena; 
Dr.  Benjamin  Karen,  Bronx. 

Also:  Dr.  James  A.  Mark,  Elmira;  Woman’s 
Auxiliary  of  the  Medical  Society  of  Richmond;  Dr. 
Dwight  V.  Needham,  Syracuse;  Dr.  F.  L.  Okoniew- 
ski,  Auburn;  Dr.  Roy  H.  Ott,  Jr.,  White  Plains; 
Dr.  Gilbert  B.  Tybring,  Jr.,  Buffalo,  and  Dr. 
Herman  G.  Weiskotten,  Skaneateles. 

Multiple  Sclerosis  Research  Grant — The  Univer- 
sity of  Buffalo  has  received  a grant  of  $27,000  for  the 
first  year  of  a proposed  two-year  study  to  explore 
the  possible  infectious  origin  of  multiple  sclerosis, 
from  the  National  Multiple  Sclerosis  Society. 

Dr.  Ernest  Witebsky,  professor  of  bacteriology 
and  immunology,  University  of  Buffalo,  will  direct 
the  research  project.  Dr.  Witebsky  plans  to 
employ  bacteriologic,  serologic,  and  immunochemi- 
cal methods,  and  special  tissue-staining  technics  are 
also  to  be  used  in  order  to  increase  the  knowledge  of 
the  disease. 

Doctor  Draft  Law — The  following  announcements 
regarding  the  Doctor  Draft  Law  have  been  made: 

Inasmuch  as  reponsibilities  of  medical,  dental,  and 
veterinary  schools,  veterans  hospitals,  state  health 
departments,  and  state  hospitals  are  rarely,  if  ever, 
limited  to  local  municipalities  or  counties,  the 
National  Advisory  Committee  directs  that  recom- 
mendations for  deferment  of  staff  members  of  those 
institutions  shall  be  directed  to,  and  acted  upon  by 
the  state  advisory  committees,  rather  than  by  local 
committees. 

O')  A special  registrant  shall  be  placed  in  Class  II-S 
only  if  (1)  he  has  been  accepted  for  admission  by  a 
professional  school  of  medicine,  dentistry,  or  veteri- 
nary medicine  to  the  class  next  commencing  for  a 
full-time  course  of  instruction  leading  to  a degree  in  a 
specialist  category  other  than  that  in  which  he  has 
previously  received  a degree  and  if  such  class  has 
commenced,  has  entered  such  school,  or  (2)  he  is  a 
student  in  any  such  professional  school  and  the 
school  in  which  he  is  in  attendance  has  certified  that 
he  is  satisfactorily  pursuing  a full-time  course  of 
instruction  leading  to  a degree  in  a specialist  cate- 
gory other  than  that  in  which  he  has  previously 
received  a degree. 

Columbia-Presbyterian  Medical  Center  To  Cele- 
brate Twenty-Fifth  Anniversary — October  12  and 
13,  1953,  have  been  set  aside  to  commemorate  the 
twenty-fifth  anniversary  of  the  Columbia-Presby- 
terian Medical  Center,  which  was  formally  opened  on 
October  12,  1928. 


Dr.  Willard  C.  Rappleye  and  Mr.  John  S.  Parke 
are  the  cochairmen  of  the  planning  committee. 
The  tentative  schedule  for  the  celebration  is: 

October  12 — morning  session,  Alumni  of  the 
Medical  Center  have  been  invited  to  present  papers. 
Afternoon  session — scientific  session  by  Medical 
Center  staff,  guided  tours,  exhibits,  cocktail  party 
at  Bard  Hall,  and  dinners  which  will  be  arranged  by 
alumni  groups. 

October  13 — morning  session  to  consist  of  a panel 
program  for  profession  and  laymen.  The  afternoon 
session  will  be  devoted  to  the  anniversary  program 
consisting  of  the  academic  procession,  distinguished 
speakers,  honorary  degrees,  and  distinguished  service 
awards. 

American  Board  of  Obstetrics  and  Gynecology— 

The  next  scheduled  examinations,  Part  II  (oral  and 
pathologic),  of  the  American  Board  of  Obstetrics 
and  Gynecology  will  be  held  at  the  Edgewater 
Beach  Hotel,  Chicago,  Illinois,  by  the  entire  board 
from  May  17  through  May  24.  Formal  notice  of 
the  exact  time  of  each  candidate’s  examination  will 
be  sent  to  him  several  weeks  in  advance  of  the 
examinations. 

Applications  for  certification  for  the  1954  (Part  I) 
examinations  are  now  being  accepted,  and  candidates 
are  urged  to  make  such  application  sometime  in 
August  or  September.  Candidates  applying  for 
admission  to  Part  I examinations  are  required  to 
submit  a list  of  all  patients,  for  whom  they  have 
been  solely  responsible,  admitted  to  the  hospitals 
where  they  practice,  for  the  year  preceding  their 
application  or  the  year  prior  to  their  request  for 
reopening  of  their  application,  with  the  diagnosis, 
pathologic  diagnosis,  nature  of  treatment,  and  end 
result,  at  the  time  application  is  made  or  at  the  time 
request  for  reopening  of  an  application  is  sent,  on 
8V2  by  11  paper,  unbound,  containing  the  name  of 
the  candidate  and  his  address. 

Requests  for  applications  for  appraisal  of  incom- 
plete training  applications  for  certification,  current 
Board  bulletins,  and  preceptorship  or  supplemental 
training  forms  should  be  directed  to  Dr.  Robert  L. 
Faulkner,  secretary,  American  Board  of  Obstetrics 
and  Gynecology,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 

New  York  University  Post-Graduate  Medical 
School — Two  postgraduate  courses  of  one-week 
duration  each  have  been  arranged  by  the  Institute 
of  Industrial  Medicine  of  the  New  York  University 
Post-Graduate  Medical  School  and  will  deal  respec- 
tively with  the  medical  aspects  of  workmen’s  com- 
pensation and  industrial  medicine.  The  courses 
will  be  held  as  follows:  “Medical  Aspects  of  Work- 
men’s Compensation,”  May  11  through  May  15, 
and  “Industrial  Medicine  and  Occupational  Health,” 
May  18  through  May  23. 

All  sessions  for  both  courses  will  run  from  9 a.m. 
to  5 p.m.  each  day  and  will  be  held  at  the  New  York 
Academy  of  Medicine,  103rd  Street  and  Fifth  Ave- 
nue. An  outline  of  the  courses  and  application 
blanks  may  be  obtained  by  writing  to  the  Institute  of 
Industrial  Medicine,  New  York  University  Post- 
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Graduate  Medical  School,  325  East  38th  Street, 
New  York  City. 

The  programs,  as  planned,  will  represent  intensive 
teaching  courses  by  outstanding  lecturers  in  their 
particular  fields,  and  will  be  of  interest  to  the 
general  practitioner,  part-time  physician  in  industry, 
as  well  as  medical  directors  of  industrial  concerns. 

World  Medical  Association — The  members  of  the 
World  Medical  Association,  United  States  Commit- 
tee, are  eligible  to  attend  the  following  meetings  as 
observers:  First  Western  Hemisphere  Conference, 
Richmond,  Virginia,  April  23  to  24;  First  World 
Conference  on  Medical  Education,  London,  Eng- 
land, August  22  to  29,  and  Seventh  General  As- 
sembly , World  Medical  Association,  The  Hague, 
Netherlands,  August  31  to  September  5. 

European  transportation  and  hotel  reservations 
will  be  at  a premium  during  these  dates,  and  it  is 
highly  desirable  that  reservations  be  made  early. 
For  the  convenience  of  those  attending,  a special 
tour  at  special  rates  has  been  arranged  for  the  meet- 
ings in  Europe.  This  offer  is  limited,  also,  and  an 
interest  in  it  must  be  indicated  when  making  reserv a- 
tions. 

Postgraduate  Course  in  Pediatrics — The  Univer- 
sity of  Buffalo  School  of  Medicine,  in  conjunction 


with  the  Medical  Society  of  Erie  County  and  the 
Eighth  District  Branch,  Medical  Society  of  the 
State  of  New  York,  has  instituted  a series  of  post- 
graduate courses  in  pediatrics  at  the  Children’s  Hos- 
pital of  Buffalo. 

The  courses  began  on  Wednesday,  March  18,  and 
will  continue  for  the  following  five  consecutive 
Wednesdays.  Participation  will  be  approved  for 
credit  by  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice. 

Civil  Defense  Program  of  New  York  City — The 
medical  staff  of  St.  Vincent’s  Hospital,  New  York 
City,  in  conjunction  with  the  Lower  West  Side 
Health  Center,  has  organized  a refresher  course  in 
the  handling  of  casualties  in  connection  with  the 
civil  defense  program.  The  course,  given  in  a 
duplicate  series  of  6 sessions,  one  on  Tuesday  nights 
and  the  other  on  Thursday  nights,  8 to  9 p.m.,  began 
Thursday,  March  5,  and  will  run  through  Thursday, 
May  21. 

The  program  is  being  held  in  the  Nurses  Residence 
of  St.  Vincent’s  Hospital,  158  West  12th  Street, 
New  York  City.  Any  physicians  interested  in 
attending  these  courses  may  do  so  by  communicat- 
ing with  Dr.  Max  Bernstein,  Lower  West  Side 
Health  District,  128  Prince  Street,  New  York  City. 


MEETINGS 

PAST 


Schenectady  County  Medical  Society 

Dr.  George  T.  Pack,  clinical  professor  of  surgery, 
New  York  Medical  College,  New  York  City,  was  the 
guest  speaker  at  the  March  3 meeting  of  the  Schenec- 
tady County  Medical  Society,  which  was  held  at  the 
Mohawk  Golf  Club.  Dr.  Pack  spoke  on  “The 
Incidence  and  Surgical  Treatment  of  Cancer  of  the 
Stomach”  at  the  scientific  session,  and,  following 
dinner,  he  showed  a colored  sound  movie  on  “Pelvic 
Evisceration  for  Advanced  Cancer.” 

Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases 

A monthly  panel  meeting  was  held  on  March  18 
at  the  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases.  The  subject  of  the  panel  was  “Newer 
Concepts  in  the  Management  of  Cerebral  Palsy.” 
Dr.  Leo  J.  Koven  was  the  moderator;  Dr.  Stanley 
M.  Aronson  discussed  “Neuro pathological  Con- 
cepts in  Cerebral  Palsy”;  Dr.  A.  J.  Berman, 
“Neurosurgical  Advances  in  the  Brain  Damaged 


Child”;  Dr.  M.  T.  Koven,  “Orthopedic  Manage- 
ment in  Cerebral  Palsy,”  and  Dr.  .Allen  S.  Russek, 
“Rehabilitation  in  Cerebral  Palsy.” 

William  Henry  Welch  Lecture 

The  William  Henry  Welch  Lecture  was  delivered 
by  Dr.  Edith  H.  Quimby,  associate  professor  of 
radiology  (physics),  College  of  Physicians  and  Sur- 
geons, Columbia  University,  New  York  City,  on 
March  26  at  the  Mount  Sinai  Hospital  of  New 
York.  Dr.  Quimby  spoke  on  “The  Use  of  Radio- 
active Isotopes  in  the  Establishment  of  Geological 
and  Archaeological  Dates.” 

Kings  County  Radiological  Society 

Dr.  J.  Buckstein.  assistant  professor  of  clinical 
medicine,  Cornell  Medical  College,  was  the  guest 
speaker  at  the  Kings  County  Radiological  Society, 
March  26.  Dr.  Buckstein  spoke  on  “The  Gastro- 
enterologist Looks  at  the  Hypopharynx.” 


FUTURE 


Hermann  M.  Biggs  Memorial  Lecture 

The  Hermann  M.  Biggs  Memorial  Lecture,  pre- 
sented annually'  at  the  New  York  Academy'  of  Medi- 
cine under  the  auspices  of  the  committee  on  public 
health  relations,  will  be  presented  as  a syunposium 
on  “Poliomyelitis;  Its  Control  and  Prevention,”  on 
April  2,  at  8: 30  p.m.,  in  Hosack  Hall.  The  following 
speakers  will  be  present: 

Dr.  Dorothy  M.  Horstmann,  associate  professor  of 
preventive  medicine,  Yale  University  School  of 
Medicine,  New  Haven,  “The  Epidemiology  and 
Pathogenesis  of  Poliomy'elitis”;  Dr.  William  McD. 
Hammon,  professor  and  head  of  the  department  of 
epidemiology  and  microbiology',  Graduate  School  of 
Public  Health,  University  of  Pittsburgh,  “Passive 
Immunization  Against  Poliomyelitis  with  Especial 


Consideration  of  the  Effectiveness  of  Gamma 
Globulin,”  and  Herald  R.  Cox,  Sc.D.,  director,  viral 
and  rickettsial  research,  Lederle  Laboratories  Divi- 
sion, American  Cyanamid  Company,  “Active 
Immunization  Against  Poliomyelitis.” 

Geriatric  Medicine 

Postgraduate  seminars  in  geriatric  medicine  will 
be  presented  at  the  Ann  Lee  Home,  Watervliet. 
April  2,  10  a.m.  to  12:30  p.m.,  Dr.  Marcus  Einhom, 
consulting  dermatologist,  Ann  Lee  Home,  instructor 
in  dermatology,  Polyclinic  Medical  School  and  Hos- 
pital, New  York  City,  and  dermatologist,  St.  Peter’s, 
Memorial,  and  Brady  Hospitals,  will  discuss  “Geri- 
atric Dermatology.”  “Roentgenologic  Aspects  of 
Aging”  will  be  the  subject  of  Dr.  Sidney  Etkin, 
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consulting  radiologist,  Ann  Lee  Home,  Albany 
County  Health  Department,  and  Albany  Regional 
Veterans  Administration  Office,  on  April  9 from 
10:30  to  11:30  a.m.,  and  from  11:30  a.m.  to  12:30 
p.m.,  Dr.  William  Pickett,  consulting  ophthalmolo- 
gist, Ann  Lee  Home,  and  ophthalmologist,  St. 
Peter’s  Hospital,  will  present  a paper  on  “Diseases 
of  the  Eye.” 

April  23,  Dr.  John  Keenan,  clinical  director,  Al- 
bany County  Department  of  Health  Chest  Clinic, 
and  clinical  assistant  in  medicine,  Albany  Hospital 
and  Albany  Medical  College,  will  discuss  “Pul- 
monary Problems”  from  10:30  to  11:30  a.m.,  and 
“Cardiac  Rehabilitation”  will  be  presented  by  Dr. 
Raymond  Harris,  cardiologist,  St.  Peter’s  Hospital, 
and  assistant  in  cardiology,  Albany  Medical  Col- 
lege and  Albany  Hospital,  from  11:30  a.m.  to  12:30 

P.M. 

The  last  of  the  seminars  will  be  held  on  April  30, 
and  the  lecturers  and  their  subjects  will  be:  10:30 
to  11:30  a.m.,  Dr.  William  Griesau,  attending  urolo- 
gist, Ann  Lee  Home,  “Urologic  Diagnosis  and 
Treatment,”  and  11:30  a.m.  to  12:30  p.m.,  “Laxa- 
tives and  Gastrointestinal  Physiology,”  Dr.  John 
Seed,  Sterling-Winthrop  Research  Institute,  Rens- 
selaer. 

This  course,  featuring  case  demonstrations  and 
therapeutic  procedures  in  geriatric  medicine,  is 
open  to  all  interested  physicians  and  medical  stu- 
dents. Sponsored  by  the  Albany  County  Departs 
ment  of  Public  Welfare,  registration  will  be 
accepted  by  Dr.  John  Phelan,  Medical  Director, 
Ann  Lee  Home,  Watervliet,  New  York. 

Wayne  County  Medical  Society 

A series  of  postgraduate  instruction  sessions, 
arranged  for  the  Wayne  County  Medical  Society  by 
the  State  Society  Council  Committee  on  Public 
Health  and  Education,  is  being  held  during  March 
and  April  at  the  Wayne  Hotel,  Lyons.  Future  ses- 
sions include  the  following: 

April  3— -“Neurosurgery,”  Dr.  Frank  P.  Smith, 
instructor  in  neurosurgery,  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

April  10 — “Urology,”  Dr.  David  S.  Parker,  asso- 
ciate surgeon  in  urology,  Rochester  General  Hos- 
pital. 

April  17 — “Diabetes,”  Dr.  Charles  B.  F.  Gibbs, 
associate  professor  of  medicine  and  chief  of  diabetic 
clinic.  University  of  Rochester  School  of  Medicine 
and  Dentistry. 

At  the  three  sessions  in  March,  speakers  included 
Dr.  Lawrence  E.  Young,  associate  professor  of 
medicine.  University  of  Rochester  School  of  Medi- 
cine and  Dentistry;  Dr.  Luther  Musselman,  instruc- 
tor in  clinical  medicine,  University  of  Buffalo  School 
of  Medicine,  and  Dr.  Chester  E.  Clark,  professor  of 
gynecology,  State  University  of  New  York  College 
of  Medicine  at  Syracuse. 

Federation  of  American  Societies  for  Experimen- 
tal Biology 

The  annual  meeting  of  the  Federation  of  American 
Societies  for  Experimental  Biology  will  be  held  at  the 
Conrad  Hilton  Hotel,  Chicago,  Illinois,  April  6 to  10. 

The  Federation  includes  the  American  Physio- 
logical Society,  the  American  Society  of  Biological 
Chemists,  the  American  Society  for  Pharmacology 
and  Experimental  Therapeutics,  the  American  So- 
ciety for  Experimental  Pathology,  the  American  In- 
stitute of  Nutrition,  and  the  American  Association  of 
Immunologists.  Scientific  sessions  reporting  new 
researches  will  be  presented  and  discussed. 


New  York  Cancer  Society 

“Carcinoma-in-Situ  of  the  Uterine  Cervix”  will  be 
the  subject  of  the  sixth  meeting  of  the  New  York 
Cancer  Society  on  April  7,  at  8:30  p.m.,  at  the  New 
York  Academy  of  Medicine.  Dr.  Richard  W.  Te 
Linde,  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  will  discuss  “The  Relation  of  Car- 
cinoma-in-Situ to  Invasive  Cancer  of  the  Cervix”; 
Dr.  Edgar  R.  Pund,  Medical  College  of  Georgia, 
Augusta,  “Experience  with  Carcinoma-in-Situ,”  and 
Mrs.  Ruth  M.  Graham,  Vincent  Memorial  Labora- 
tory, Massachusetts  General  Hospital,  Boston, 
“Radiosensitivity  and  Cytology.”  Discussants  will 
be  Dr.  Arthur  Purdv  Stout,  College  of  Physicians 
and  Surgeons,  Columbia  University;  Dr.  Lauren  V. 
Ackerman,  Washington  University  School  of  Medi- 
cine, St.  Louis,  and  Dr.  Howard  C.  Taylor,  Jr., 
Sloane  Hospital  for  Women,  Columbia-Presbyterian 
Medical  Center. 

Nassau  Pediatric  Society 

The  next  scientific  meeting  of  the  Nassau  Pediatric 
Society  will  be  held  on  April  13  at  9 p.m.,  at  the  Gar- 
den City  Hotel.  Dr.  Maclyn  McCarty,  Rockefeller 
Institute  for  Medical  Research,  will  discuss  “The 
Diagnosis  of  Rheumatic  Fever  and  Evaluation  of 
Activity  of  the  Disease.” 

American  College  of  Cardiology 

The  New  York  Society  for  Circulatory  Diseases 
will  hold  a joint  meeting  with  the  New  York  Cardi- 
ological Society  on  April  14,  8:30  p.m.,  at  the  New 
York  Academy  of  Medicine.  The  program  will  be 
dedicated  to  a symposium  on  the  “Treatment  of 
Circulatory  Disturbances  of  the  Extremities.”  Dr. 
Saul  S.  Samuels,  director  of  angiology,  Brooklyn 
Hospital  for  the  Aged,  will  speak  on  “Arterial  In- 
sufficiency”; Dr.  Jere  W.  Lord,  Jr.,  associate  pro- 
fessor of  clinical  surgery,  New  York  University 
Post-Graduate  Medical  School,  will  discuss  “Venous 
Obstruction  and  Insufficiency,”  and  Dr.  Jules  D. 
Gordon,  attending  surgeon,  Beth  David  Hospital, 
will  present  material  on  “Chronic  Lymphedema.” 

Eastern  States  Health  Education  Conference 

“The  Sociology  of  Health  Education”  will  be  the 
subject  of  the  1953  Eastern  States  Health  Education 
at  the  New  York  Academy  of  Medicine,  April  23 
and  April  24.  The  program  will  include  sessions 
and  an  evening  dinner  meeting. 

Participation  in  the  conference  is  limited.  Those 
interested  in  the  conference  should  write  to  Dr.  Iago 
Galdston,  New  York  Academy  of  Medicine,  2 East 
103rd  Street,  New  York  29. 

American  College  of  Allergists 

The  American  College  of  Allergists  will  hold  its 
annual  meeting  at  the  Conrad  Hilton  Hotel  in 
Chicago,  April  24  to  April  29.  The  first  four  days 
will  be  devoted  to  instruction  under  the  tutelage  of 
recognized  authorities  and  the  last  three  to  a dis- 
cussion on  the  recent  advances  in  the  field  of  allergy 
by  the  investigators. 

For  further  information,  write  the  American 
College  of  Allergists,  La  Salle  Medical  Building, 
Minneapolis  2,  Minnesota. 

Alumni  Society  of  the  Jewish  Hospital  of  Brooklyn 

The  annual  Alumni  Day  of  the  Alumni  Society  of 
the  Jewish  Hospital  of  Brooklyn  will  be  held  on 
April  26,  at  the  St.  George  Hotel  in  the  Colonnade 
Room  at  3:45  p.m. 
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Speakers  and  discussants  at  the  scientific  session 
will  be:  Dr.  Leo  Loewe,  “Perpetual  Search  for  the 
Ideal  Antibiotic”;  Dr.  Frederick  H.  King,  “The 
Problem  of  Ductus  Arteriosus  with  Reversal  of 
Shunt,”  with  Dr.  Adrian  Kantrowitz,  discussant; 
“Intermediary  Metabolism  of  Acetate  in  Dia- 
betes,” by  Dr.  Sanford  Lipsky,  discussed  by  Dr. 
Edmund  L.  Shlevin;  “Chronic  Leg  Ulcers  in  Sys- 
temic Disease,”  by  Dr.  Frances  Pascher,  with  dis- 
cussions by  Drs.  Jacob  W.  Kahn  and  Irving  N. 
Holtzman;  “Combined  Radiation  and  Hormone 
Therapy  in  Mammary  Carcinoma,”  by  Dr.  George 
C.  Escher,  discussed  by  Dr.  Saul  F.  Livingston.  Dr. 
Meyer  A.  Rabinowitz  will  make  the  closing  com- 
ments. 

Rocky  Mountain  Cancer  Conference 

The  seventh  annual  Rocky  Mountain  Cancer  Con- 
ference will  be  held  in  Denver  on  July  8 and  9.  As 
in  previous  years,  there  will  be  eight  outstanding 
guest  speakers  and,  on  the  first  evening,  a banquet 
and  entertainment  for  both  the  doctors  and  their 
ladies.  There  is  no  registration  fee  for  this  con- 
ference. 


Latin  American  Congress  of  Otorhinolaryngol- 
ogy 

The  third  Latin  American  Congress  of  Otorhino- 
laryngology will  be  held  in  Caracas,  Venezuela,  from 
February  21  through  February  25,  1954. 

Pan-American  Congress  of  Otorhinolaryngology 
and  Bronchoesophagology 

The  fourth  Pan-American  Congress  of  Otorhino- 
laryngology and  Bronchoesophagology-  will  be  held 
in  Mexico  City,  February  28  to  March  4,  1954. 

The  principal  papers  will  be  mainly  on  the  inner 
ear,  but  the  nose,  larynx,  bronchi,  and  esophagus 
will  also  be  discussed.  Inscription  fees  will  be  -$20.00 
U.S.  currency,  for  active  members,  and  $10.00  U.S. 
currency,  for  associate  members. 

Scientific  papers  will  be  accepted  on  the  remittance 
of  the  inscription  fee  and  a short  summary  of  it  in 
one  of  the  official  languages,  which  will  be:  Spanish, 
English,  Portuguese,  and  French.  This  summary 
must  be  sent  before  November  1,  1953. 

All  correspondence  should  be  sent  to  the  general 
secretary,  Dr.  Maximo  Garcia  Castaneda,  Hum- 
boldt 17,  Mexico  1,  Mexico. 


PERSONALITIES 


Honored 

Dr.  Leo  Davidoff,  New  York  City,  by  the  Stam- 
ford Chapter  of  Hadassah,  Stamford,  Connecticut, 
in  recognition  of  his  medical  contributions  and  work 
in  behalf  of  the  Hadassah-Hebrew  University 
Medical  School.  . .Dr.  John  H.  Garlock,  at  the 
annual  United  Jewish  Appeal  Dinner  on  March  10. 

Retired 

Dr.  Walter  S.  McClellan,  after  nearly  twenty-two 
years  as  medical  director  of  Saratoga  Spa,  to  become 
affiliated  with  the  teaching  staff  of  the  University  of 
North  Carolina,  Chapel  Hill,  North  Carolina. 

Appointed 

Dr.  M.  Bernard  Brahdy,  Mount  Vernon,  as  Dep- 
uty Health  Commissioner  of  Mount  Vernon,  in 
January.  . .Dr.  Louis  L.  Shapiro,  as  chairman  of  the 
fund-raising  committee  for  New  York  University’s 
Graduate  School  of  Public  Administration  and  So- 
cial Service.  . .Dr.  Leo  A.  Spiegel,  New  York  City,  as 
clinical  director  and  chief  psychiatrist  of  Hawthorne- 
Cedar  Knolls  School,  Hawthorne. 

Elected 

Dr.  Earle  Barnes  Mahoney,  Rochester,  as  presi- 
dentelect of  the  Society  of  University  Surgeons  for 
1954  . . . Dr.  Eugene  F.  Connally,  Troy,  as  a trustee 
of  the  United  States  Chapter  of  the  International 
College  of  Surgeons  . . . Dr.  Max  P.  Cowett,  presi- 
dent; Dr.  Michael  R.  Deddish,  vice-president; 
Dr.  Sylvan  D.  Manheim,  secretary-treasurer,  and 
council  members:  Drs.  George  E.  Binkley,  Frank 
M.  Frankfeldt,  Meyer  H.  Freund,  Harry  Goldman, 
Rudolph  V.  Gorsch,  Vincent  Hurley,  A.  W.  Martin 


Marino,  Stuart  T.  Ross,  and  Sydney  D.  Weston,  of 
the  New  York  Proctologic  Society. 

Speaker 

Dr.  Sidney  Carter,  chief,  Children's  Section,  Neu- 
rological Institute,  and  assistant  director,  Cerebral 
Palsy  Clinic,  Presbyterian  Hospital,  at  a meeting  of 
the  United  Cerebral  Palsy  Society  of  New  York 
City  in  March  . . . Dr.  Roberto  Funaro,  nutrition 
Clinics  fund,  New  York  City,  and  Dr.  Karl  E.  Ma- 
son, LTniversity  of  Rochester,  at  the  scientific  ses- 
sions, annual  meeting,  the  National  Vitamin 
Foundation,  Incorporated,  in  New  York  City  in 
March. 

In  Service 

Dr.  George  W.  Blueglass,  Schenectady,  has  been 
recalled  to  active  duty  by  the  Army  . . . Dr.  Thomas 
H.  Mason,  Schenectady,  reported  for  active  duty  in 
the  Army  Medical  Corps. 

New  Offices 

Dr.  Francis  Clifford,  general  practice  and  surgery 
in  Lockport  . . . Dr.  Robert  P.  Coolidge,  general 
practice  in  Schenectady  . . . Dr.  Marion  T.  Donato, 
general  surgery  in  Salmanca  . . . Dr.  Charles  L. 
Farabaugh,  eye,  ear,  nose,  and  throat  practice  in 
Beacon  . . . Dr.  Samuel  Kant,  formerly  of  Clayville, 
as  a member  of  the  staff  of  the  Veterans  Administra- 
tion Hospital  in  Lake  City,  Florida  . . . Dr.  George 
E.  York,  practice  of  pediatrics  in  Schenectady  . . . 
Dr.  Gerald  L.  Haines,  practice  of  neurosurgery  in 
Schenectady  . . . Dr.  William  F.  Burke,  general 
practice  in  Rockville  Centre. 
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BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  February,  1953.) 


Pheochromocytoma  and  the  General  Practitioner. 

By  Joseph  L.  DeCourcy,  M.D.,  and  Cornelius  B. 
DeCourcy,  M.D.  Octavo  of  165  pages.  Cin- 
cinnati, DeCourcy  Clinic,  1952. 

Alcoholism,  1941-1951.  A survey  of  Activities  in 
Research,  Education  and  Therapy.  By  the  Staff  of 
the  Yale  Center  of  Alcohol  Studies.  Quarto  of  91 
pages.  New  Haven,  Quarterly  Journal  of  Studies 
on  Alcohol,  [1952].  Paper,  $1.00.  (Reprinted 
from  Quarterly  Journal  of  Studies  on  Alcohol,  Vol.  13, 
number  3,  Sept.,  1952) 

How  to  Prepare  for  Marriage.  By  John  Douglas, 
M.D.,  and  Elizabeth  Hardy,  R.N.  Octavo  of  135 
pages,  illustrated.  New  York,  Pageant  Press,  1952. 
Cloth,  $2.50. 

The  People  Speak.  Excerpts  from  Regional 
Public  Hearings  on  Health.  Vol.  5.  Building 
America’s  Health.  A Report  to  the  President  by 
the  President’s  Commission  on  the  Health  Needs  of 
the  Nation.  Quarto  of  521  pages,  illustrated. 
Washington,  D.C.,  Superintendent  of  Documents, 
1953.  Paper,  $2.50. 

Pulmonary  Hyaline  Membranes.  Report  of  the 
Fifth  M & R Pediatric  Research  Conference. 
Octavo  of  94  pages,  illustrated.  Columbus,  M & R 
Laboratories,  1953. 

A Study  in  Manic-Depressive  Psychosis.  Clini- 
cal, Social  and  Genetic  Investigations.  By  Ake 
Stenstedt.  Octavo  of  111  pages,  illustrated. 
Copenhagen,  Ejnar  Munksgaard,  1952.  Paper,  20 
Swedish  crowns.  {Acta  Psychiatrica  et  Neurologica 
Scandinavica,  Supplementum  79) 

The  Basis  of  Clinical  Neurology.  The  Anatomy 
and  Physiology  of  the  Nervous  System  in  Their 
Application  to  Clinical  Neurology.  By  Samuel 
Brock,  M.D.  Third  edition.  Octavo  of  510 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1953.  Cloth,  $7.00. 

Diseases  of  the  Heart  and  Arteries.  Anatomical 
and  Functional  Disturbances  of  the  Circulation. 
Treatment.  By  George  R.  Herrmann,  M.D. 
Fourth  edition.  Quarto  of  652  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $12.50. 

Practice  of  Psychiatry.  By  William  S.  Sadler, 
M.D.  Octavo  of  1,183  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1953.  Cloth,  $15. 

Clinical  Allergy.  By  French  K.  Hansel,  M.D. 
Quarto  of  1,005  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1953.  Cloth,  $17.50. 

Biologie,  Pathologie  und  Therapie  der  Gelenke 
Dargestellt  am  Kniegelenk.  By  Arnold  Sonnen- 
schein,  M.D.  Octavo  of  496  pages,  illustrated. 
Basel,  Switzerland,  Benno  Schwabe  & Co.,  1952. 
Cloth,  52  Swiss  francs. 

Synovial  Fluid  Changes  in  Joint  Disease.  By 
Marian  W.  Ropes,  M.D.,  and  Walter  Bauer,  M.D. 
Octavo  of  150  pages,  illustrated.  Cambridge, 
Mass.,  published  for  the  Commonwealth  Fund  by 
Harvard  University  Pr.,  1953.  Cloth,  $4.00. 

Appraising  Personality.  The  Use  of  Psycho- 
logical Tests  in  the  Practice  of  Medicine.  By 


Molly  Harrower,  Ph.D;  Octavo  of  197  pages, 
illustrated.  New  York,  W.  W.  Norton  Co.,  1952. 
Cloth,  $4.00. 

The  Essentials  of  Medical  Diagnosis.  A Manual 
for  Students  and  Practitioners.  By  lit.  Hon. 
Lord  Horder,  M.D.,  and  A.  E.  Gow,  M.D.  Second 
edition  revised  with  the  assistance  of  Ronald 
Bodley  Scott,  D.M.  (Oxon.).  Duodecimo  of  462 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1952.  Cloth,  $6.00. 

Office  Management  of  Ocular  Diseases.  By 
William  F.  Hughes,  Jr.,  M.D.  Octavo  of  452  pag“s, 
illus.  Chicago,  Year  Book  Pub.  1953.  Cloth,  S9. 00. 

The  Microbiological  Assay  of  the  Vitamin  B- 
Complex  and  Amino  Acids.  By  E.  C.  Barton- 
Wright,  D.Sc.  Octavo  of  179  pages,  illustrated. 
New  York,  Pitman  Publishing  Co.,  1952.  Cloth, 
$4.00. 

Liver  Injury.  Transactions  of  the  Eleventh 
Conference  April  30  and  May  1,  1952,  New  York, 
New  York.  Edited  by  F.  W.  Hoffbauer,  M.D. 
Octavo  of  265  pages,  illustrated.  New  York, 
Josiah  Macy,  Jr.  Foundation,  1953.  Cloth,  $4.00. 

The  Pharynx.  Basic  Aspects  and  Clinical 
Problems.  Edited  by  Abraham  It.  Hollender,  M.D. 
Octavo  of  560  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1953.  Cloth,  $15. 

Headaches.  Their  Nature  and  Treatment.  By 
Stewart  Wolf,  M.D.,  and  Harold  G.  Wolff,  M.D. 
Duodecimo  of  177  pages,  illustrated.  Boston, 
Little,  Brown  & Co.,  1953.  Cloth.  $2.50. 

Elementary  Statistics  with  Applications  in  Medi- 
cine. By  Frederick  E.  Croxton,  Ph.D.  Octavo  of 
376  pages,  illustrated.  New  York,  Prentice-Hall, 
1953.  Cloth,  $10.00. 

Back  Down  the  Ridge.  By  W.  L.  White.  Oc- 
tavo of  182  pages.  New  York,  Harcourt,  Brace  & 
Co.,  1953.  Cloth,  $3.00. 

Bedside  Diagnosis.  By  Charles  Seward,  M.D. 
Second  edition.  Duodecimo  of  380  pages,  illus- 
trated. Edinburgh,  E.  & S.  Livingstone,  (Balti- 
more, Williams  & Wilkins  Co.),  1952.  Cloth,  $3.50. 

Symptoms  and  Signs  in  Clinical  Medicine.  An 
Introduction  to  Medical  Diagnosis.  By  E.  NobL 
Chamberlain,  M.D.  Fifth  edition.  Octavo  of 
480  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1952.  Cloth,  $8.00 

Textbook  of  Virology.  For  Students  and  Practi- 
tioners of  Medicine.  By  A.  J.  Rhodes,  M.D.,  and 
C.  E.  van  Rooyen,  M.D.  Second  edition.  Oc- 
tavo of  561  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1953.  Cloth,  $8.00. 

Gastric  Cancer.  By  Alfred  H.  Iason,  M.D.  Illus- 
trations by  Alfred  Feinberg.  Quarto  of  315  pp.,  illus. 
New  York,  Grune  & Stratton,  1953.  Cloth,  S7.50. 

Fundamentals  of  Clinical  Cancer.  With  Em- 
phasis on  Early  Diagnosis  and  Treatment.  By 
Leonard  B.  Goldman,  M.D.  Quarto  of  312  pages, 
illustrated.  New  York,  Grune  & Stratton.  1953. 
Cloth,  S8.75. 
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IN  ESTROGENIC 

THERAPY 

To  restore  hormone 
balance  in  treatment  of 
the  menopausal  syn- 
drome, functional 
primary  amenor- 
rhea, ovarian  hypo- 
gonadism, senile 
vaginitis,  pruritus 
vulvae  . . . 


ALPHA-ESTRADIOL,  U.  S.  P.  Chimedic 

For  Intramuscular  Administration 


The  primary  follicular  hormone  as  secreted  by 
the  ovary — provides  rapid  control  of  symptoms, 
yet  is  absorbed  slowly  and  uniformly  assuring 
prolonged  estrogenic  activity  and  efficient 
utilization  of  the  hormone. 


According  to  the  U.  S.  Dispensatory,  among 
the  natural  estrogens”.  . . only  estradiol, estrone 
and  estriol  have  sufficient  activity  to  warrant 
their  use  individually.  When  given  by  injec- 
tion, estradiol  is  the  most  active  of  the  three 
substances  . . .M1 


DIETH YLSTILBESTROL,  U. S.  P. Chimedic 

For  Oral  Administration 


A pure  synthetic  estrogen — is  the  most  potent 
of  the  stilbene  compounds.  "Diethylstilbestrol 
possesses  the  advantage  of  being  highly  active 
by  mouth  . . .”2  "Its  physiologic  activity  dupli- 
cates practically  all  the  known  actions  of 
natural  estrogens.”2 

Diethylstilbestrol  Chimedic  provides  a con- 
venient oral  form  of  estrogenic  therapy  with 
uniform  level  of  estrogenic  activity. 

1.  U.  S.  Dispensatory,  24th  ed.,  p.  432 
2.  New  and  Nonofficial  Remedies,  1952,  p.  342  j 

For  the  treatment  of  estrogenic  hormone  deficiency 
states,  CHIMEDIC  hormone  preparations  satisfy 
the  most  exacting  requirements  for  purity,  potency 
and  effectiveness. 

HIGHLY  POTENT  WELL  TOLERATED  RAPIDLY  EFFECTIVE 

CHICAGO  PHARMACAL  COMPANY 

5547  N.  Ravenswood  Aye.,  Chicago  40,  Illinois 
Pacific  Coact  Branch:  1161  W.  Jeffarcon  Blvd.,  Lee  Angeles  7,  Cold. 
Northwest  Branch:  5513  Airport  Way,  Seattle  8,  Wash. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1 .20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


BOOKS  REVIEWED 


The  Medical  Clinics  of  North  America.  Los 
Angeles  Number.  July,  1952.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Pub- 
lished bimonthly  (six  numbers  a year).  Cloth,  $18 
net;  paper,  $15  net. 

The  Los  Angeles  number  of  the  Medical  Clinics  of 
Xorth  America  consists  of  a symposium  on  “Recent 
Advances  in  Medicine.”  The  papers  are  all  good  but 
not  outstanding,  the  best  being  Schindler’s  on  large 
gastric  ulcers  not  demonstrable  at  roentgenologic 
examination.  Milton  Plotz 

Principles  of  Refraction.  By  Sylvester  Judd 
Beach,  M.D.  Octavo  of  158  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $4.00. 

Dr.  Beach’s  monograph  on  the  Principles  of  Re- 
fraction, although  short,  is  replete  with  the  wisdom 
"of  its  author.  It  is  written  with  the  informal  ease 
of  a great  teacher,  and  it  truly  reaches  the  root  of 
the  matter  in  every  paragraph  and  page. 

When  one  starts  to  read  this  book,  it  becomes 
difficult  to  put  it  down  until  finished,  and  then  a de- 
sire arises  to  go  back  and  reread  a great  deal  of  it 
to  absorb  more  thoroughly  his  many  pearls  of  wis- 
dom. 

His  chapter  on  “Ocular  Neurosis”  is  especially 
noteworthy  and  deserves  close  study  and  absorption. 

Every  ophthalmologist  should  have  Dr.  Beach’s 
monograph,  not  only  for  its  valuable  teachings,  but 
also  for  the  pleasure  of  frequent  contact  with  a 
valued  friend  and  confrere. 

Walter  V.  Moore 

Cardiography  in  General  Practice.  Electro- 
cardiography, Vectorcardiography  and  Ballisto- 
cardiography. Bv  Abraham  I.  Schaffer,  M.D. 
Duodecimo  of  135  pages,  illustrated.  Baltimore, 
Williams  <k  Wilkins  Co.,  1952.  Cloth,  $3.00. 

This  small  volume  is  a simple,  brief,  and  prac- 
tical introduction  to  the  understanding  of  electro- 
cardiography. It  is  written  exclusively  for  students 
and  physicians  who  do  not  have  much  contact  with 
the  subject.  Vital  information  is  cut  to  the  bone. 
The  author  has  included  a chapter  each  on  vector- 
cardiography and  ballistocardiography. 

Leon  M.  Levitt 

Progress  in  Fundamental  Medicine.  Edited  by 
J.  F.  A.  McManus.  Contributors:  Paul  R.  Cannon, 
M.D.,  J.  A.  Cunningham,  M.D.,  Paul  Klemperer, 
M.D.,  Albert  M.  Kligman,  M.D.,  et  al.  Quarto  of 
316  pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1952.  Cloth,  $9.00. 

This  is  the  latest  in  the  praiseworthy  trend  toward 
the  presentation  of  medical  material  in  the  form  of 
authoritative  monographic  discussions.  There  are 
excellent  papers  on  such  diverse  subjects  as  the 
diagnosis  of  fungus  infections,  coronary  artery  dis- 
ease, carcinoma  of  the  cervix,  and  the  nonsilica 
pneumonoconioses.  Little  can  be  said  in  criticism 
of  the  articles  themselves.  One  might  ask,  however, 
whether  there  is  not  some  confusion  about  the  in- 
tended audience  for  this  volume.  The  subjects  are 
so  varied  and  yet  so  specialized  that  this  reviewer 
doubts  that  a general  practitioner  or  any  specialist 
would  find  sufficient  interest  in  more  than  six  or 


seven  of  the  nine  discussions.  One  hopes  that,  in  so 
commendable  an  effort,  in  the  next  edition  the  range 
of  articles  will  be  narrower  or  the  individual  papers 
will  be  less  specialized.  Milton  Plotz 

Culdoscopy.  A New  Technic  in  Gynecologic  and 
Obstetric  Diagnosis.  By  Albert  Decker,  M.D. 
Octavo  of  148  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1952.  Paper,  $3.50.  (Ameri- 
can Monograph  Series) 

Culdoscopy  is  a new  diagnostic  procedure  for 
visualizing  female  pelvic  viscera.  Dr.  Albert  Decker, 
who  has  used  this  technic  successfully  since  1943, 
in  this  monograph  presents  his  extensive  experience 
in  great  detail.  Photographs  and  descriptions  of  all 
instruments  and  equipment  are  included,  along  with 
a clear  presentation  of  the  technic.  The  author  dem- 
onstrates its  great  value  in  the  diagnosis  of  obscure 
pelvic  disease,  such  as  atypical  tubal  pregnancy  and 
endometriosis. 

This  new  procedure  is  being  accepted  by  the  medi- 
cal profession,  and  Dr.  Decker  justly  deserves  great 
credit  for  its  introduction. 

Alexander  H.  Rosenthal 

Massage  and  Remedial  Exercises.  In  Medical 
and  Surgical  Conditions.  By  Noel  M.  Tidy. 
Ninth  edition.  Octavo  of  519  pages,  illustrated. 
Baltimore,  Williams  <fc  Wilkins  Co..  1952.  Cloth, 
$6.00. 

Here  is  a tremendous  amount  of  material  in  a 
small  book.  The  preface  to  the  first  edition  covers 
well  the  idea  of  the  book,  which  is  a textbook  for 
physical  therapy  technicians,  or  the  counterpart  in 
England.  The  physical  therapy  technician  will 
find  it  particularly  engrossing  and  informative,  and 
most  certainly  a “must.”  John  J.  Hauff 

Applied  Physiology.  By  Samson  Wright,  M.D. 
With  the  Collaboration  of  Montague  Maizels,  M.D., 
and  John  B.  Jepson,  B.Sc.  Ninth  edition.  Octavo 
of  1,190  pages,  illustrated.  New  York,  Oxford 
University  Pr.,  1952.  Cloth,  $9.00. 

This  ninth  edition  of  the  textbook  is  almost  a new 
work.  Although  the  help  of  a number  of  scientists 
has  been  called  on,  the  book  represents  a perfect 
entity  in  various  chapters  without  overlapping. 
The  presentation  covers  the  newest  viewpoints  in  a 
pleasant,  clear  way  and  is  supported  by  numerous 
diagrams  and  illustrations.  It  is  an  excellent  book 
which  can  be  highly  recommended  to  medical 
students,  as  well  as  to  general  practitioners  and 
specialists.  Max  G.  Berliner 

Cardiac  Therapy.  By  Harold  J.  Stewart,  M.D. 
Quarto  of  622  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1952.  Cloth,  $10.00. 

The  title  of  this  book  is  very  well  chosen,  for  the 
author  has  been  very  successful  in  producing  a com- 
plete guide  to  the  treatment  of  heart  disease.  The 
style  is  informal  and  direct,  giving  the  reader  the 
feeling  that  the  author  is  advising  him  directly 
about  how  to  handle  a specific  situation.  To  test 
out  the  book’s  usefulness,  this  reviewer  looked  up 
several  rather  unusual  problems  in  therapy  and 
found  them  very  adequately  handled.  The  only 
[Continued  on  page  916] 
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Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


dubin  | 
aminophyllin 


(theophylline-ethylenediamlne) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St,  • New  York  17,  N.Y. 


readily 
soluble  for 
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effect. 
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POWDER 
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busy  man  . . . 

I can’t  afford  to  waste  my  own  time — 
you  can  be  sure 
I won’t  waste  yours. 


cOLIa, 


'Itafcaicl  GUU 

• Collected  for 
members  of  the 
State  Medical  Society 

230  W.  41st  ST.,  NEW  YORK 

Phone:  LA  4-7695 


Dixon  DeVore 

your  SAUNDERS  representative 

for  New  York  State  except  Greater  Manhattan 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  a nything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 


KATE  SMITH 

says— 

“The  American  Cancer  Society  is 
leading  the  fight,  your  fight,  against 
cancer  through  its  programs  of  re- 
search   education  . . . and  service 

to  cancer  patients. 

“Cancer  strikes  one  in  five. 

“You  can  strike  back  with  a 
generous  gift.  Mail  it  to  ‘Can- 
cer,’ c/o  the  Postmaster  in 
your  town,  and  your  dollars 
will  reach  the  American  Can- 
cer Society. 

" Please  send  your  gift  today. 

The  need  is  terribly  urgent.” 
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section  on  which  he  found  himself  in  disagreement 
is  the  one  in  which  the  criteria  for  the  diagnosis  of 
uncomplicated  aortitis  are  presented.  The  author 
gives  the  x-ray  criteria  and  then  includes  heart 
failure  and  localized  substernal  pain.  Patients  with 
uncomplicated  aortitis  do  not  have  heart  failure,  be- 
cause the  heart  muscle  is  unaffected.  They  do  not 
have  retrosternal  pain  unless  the  coronary  ostia  are 
involved,  in  which  case  the  aortitis  is  no  longer  un- 
complicated. Aside  from  this  criticism,  the  sub- 
ject of  cardiovascular  syphilis  is  well  presented. 

The  details  of  cardiac  therapy  are  thoroughly 
covered  and  set  forth  in  a manner  that  reveals  the 
author’s  vast  experience  with  these  matters. 

This  work  is  high]}'  recommended. 

Edwin  P.  Maynakd,  Jr. 

Diseases  of  the  Nervous  System.  Described  for 
Practitioners  and  Students.  By  F.  M.  R.  Walshe, 
M.D.  Seventh  edition.  Octavo  of  365  pages, 
illustrated.  Baltimore,  Williams  <fc  Wilkins  Co., 
1952.  Cloth,  $5.50. 

A book  that  has  reached  a seventh  edition  in 
twelve  years  is  indeed  worthy  of  attention.  The 
author  is  an  eminent  English  neurologist  who  has 
been  a teacher  of  many  in  the  field  of  neurology  and 
who  has  written  a book  for  the  purpose  of  disseminat- 
ing simple,  basic  facts  of  the  diseases  of  the  nervous 
system. 

The  clinical  presentation  of  the  common  neuro- 
logic diseases  is  presented  clearly  and  simply  in  a 
most  facile  manner.  There  are  many  illustrations 
by  drawings  and  photographs  which  enhance  the 
value  of  the  book.  Description  of  the  psychoneuro- 
ses is  most  orthodox  and  conservative  and  does  not 
astonish  the  reader,  who  considers  that  it  is  written 
by  one  whose  chief  interest  has  been  in  the  field  of 
organic  neurology. 

As  a whole,  it  is  a very  good  book  that  will  be 
helpful  to  the  general  practitioner  and  the  students 
of  medicine  and  is,  therefore,  very  highly  recom- 
mended as  a text  and  reference  book. 

Irving  J.  Sands 

Gynecologic  and  Obstetric  Pathology.  With 
Clinical  & Endocrine  Relations.  By  Emil  Novak, 
M.D.  Third  edition.  Quarto  of  595  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $10.00. 

This  standard  and  well-known  text  on  gynecologic 
and  obstetric  pathology  has  been  brought  up  to 
date  by  Dr.  Novak  in  a third  edition.  As  the  author 
has  indicated  in  his  preface,  this  edition  constitutes  a 
thorough  revamping  of  the  book,  with  innumerable 
minor  additions  and  alterations,  and  a complete  re- 
writing of  many  sections.  New  developments  in  the 
pathology  of  carcinoma  of  the  cervix,  carcinoma, 
in  situ  hvdatidiform  mole,  and  certain  ovarian 
tumors  are  included.  Many  new  and  excellent 
illustrations  are  added. 

There  is  little  doubt  but  that  the  book  will  con- 
tinue to  enjoy  the  success  it  has  had  for  so  many 
years.  Alexander  H.  Rosenthal 

Introduction  to  Medical  Science.  By  Julius 
Jensen,  Ph.D.  (Med.)  and  Henry  W.  Noller,  M.D. 
Octavo  of  533  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1952.  Cloth,  $5.75. 

The  book  is  divided  into  six  units.  The  first 


unit  presents  a historical  survey  of  the  develop- 
ment of  medical  science.  The  following  unit  con- 
siders the  causes  of  the  various  diseases  and  includes 
chapters  dealing  with  congenital  diseases,  the  body 
defences,  nutritional  disturbances,  infectious  dis- 
eases, those  affecting  the  mesenchyme,  vascular 
system,  internal  secretions,  neoplasms,  those  due 
to  physical  and  chemical  agents,  and  psychosomatic  j 
diseases.  Other  units  deal  with  methods  of  diag- 
nosis, treatment,  and  prevention  of  disease  and  con- 
tain a number  of  illustrations. 

Edward  H.  Nidish 

The  Treatment  of  Injuries  to  the  Nervous  System. 

By  Donald  Munro,  M.D.  Octavo  of  284  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $7.50. 

Munro’s  The  Treatment  of  Injuries  to  the  Nervous 
System,  written  primarily  for  the  use  of  the  general 
surgeon  and  the  general  practitioner,  is  a well- 
illustrated  book  of  broad  scope.  It  deals  with 
craniocerebral,  spinal,  spinal  nerve  root,  peripheral 
nerve  (including  cranial  nerve),  and  autonomic  ner- 
vous system  injuries.  It  also  contains,  among 
several  other  chapters,  one  on  “The  Effect  of  Spinal 
Anesthesia  on  the  Central  Nervous  System”  and 
another  entitled  “The  Cost  of  Medical  Care  in 
Paraplegia  and  How  It  May  Be  Modified  by  Re- 
habilitation Services.” 

Description  of  the  care  of  the  bladder  in  spinal 
injuries  and  especially  the  discussion  of  the  im- 
portance of  tidal  drainage  is  thorough  and  authorita- 
tive, as  is  the  section  on  rehabilitation  of  the  para- 
plegic. 

Some  of  the  practices  at  Munro’s  Boston  City 
Hospital  Clinic,  such  as  the  use  of  solutions  of  50 
per  cent  glucose  to  decrease  cerebral  edema  and  j 
frequent  lumbar  punctures  to  treat  head  injuries, 
are  not  in  accord  with  the  views  of  most  neurosur-  j 
geons.  However,  this  book  contains  much  helpful 
information  and  should  be  a useful  addition  to  the 
physician’s  and  nurse’s  bookshelf. 

I.  M.  Tarlov 


Marshall’s  Physiology  of  Reproduction.  Edited 

by  A.  S.  Parkes,  Sc.D.  Third  edition.  Volume  II. 
Quarto  of  S80  pages,  illustrated.  New  York,  Long- 
mans, Green  & Co.,  1952.  Cloth,  $27.50. 

This  volume  is  the  second  part  of  the  third  edition 
of  a text  that  first  appeared  in  1910.  It  is  a book  that  j 
is  encyclopedic  in  its  extent  in  that  it  contains  virtu-  j 
ally  everything  that  is  known  about  the  physiologic  j 
processes  involved  in  reproduction.  The  late  Dr. 

F.  H.  A.  Marshall,  a famous  English  biologist,  j 
prepared  the  first  edition.  This  third  edition,  edited 
by  Dr.  A.  S.  Parkes,  includes  the  work  of  11  col- 
laborators, each  distinguished  in  his  respective  field.  I 

The  volume  is  a large  book,  profusely  illustrated, 
and  with  a most  detailed  and  excellent  bibliography.  I 
It  deals  with  embryonic  and  fetal  development,  I 
fetal  physiology,  parturition,  and  lactation.  It  is  * 
published  before  Volume  I because  it  has  been  com- 
pleted first.  Volume  I will  include  events  up  to  and  I 
including  fertilization. 

The  book  is  apparently  not  sufficiently  well  known  / 
or  appreciated  in  this  country  and  deserves  the  , 
careful  consideration  of  all  workers  in  the  field  of  ) 
reproduction.  Alexander  H.  Rosenthal 
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F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  Thc^sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Hall-Brooke  « • • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt, M.T)., Med. Director. 

Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5/05  • New  York:  Enterprise  6970 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


GLADYS  BROWN  RROWN’S  MUrray  Hill 
Owner-Dtrector  DU  W fill  w 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N,  Y. 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


A DISTINCTIVE  NURSING  HOME 


» 1 Hour  from  New  York  City*  Especially  Constructed  Building  • Large  Private  and  Semi-Private  Rooms 
• Bath  in  Every  Room  • Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  » Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  oj  Health 

Long  Island  Nursing  Home 

Agnes  N.  Flack,  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I.,  N.  Y.  Telephone  AMityville  4-0222,  Ext.  29 

New  York  City  Office:  140  East  54th  Street  PLaza  3-3680 


Officers — County  Medical  Societies — 1953 


TOTAL  MEMBERSHIP  AS  OF  APRIL  1,  1953—23,407 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga  

Chautauqua  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess ..... 

Erie 

Essex 

Franklin 

Fulton 

Genesee  

Greene  

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  ... 

Madison 

Monroe 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens  

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins 

Ulster  

Warren 

Washington  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

John  G.  McKeon Albany 

Leon  F.  Roper Belmont 

Thomas F.  McCarthy. . Bronx 
Mark H. Williams  .Binghamton 

Francis  P.  Keefe Olean 

Joseph  H.  Dwindle.  . Auburn 

D. D.Trantum  . . .Jamestown 

William  J.  Cusick Elmira 

H.  Lynn  Wilson Norwich 

Eric  D.  Pearson. . . .Plattsburg 

Henry  J.  Xoerling Valatie 

William  A.  Shay Cortland 

Robert  H.  Gelder Sidney 

Maxwell  Gosse.  Poughkeepsie 

William  J.  Orr Buffalo 

George  G.  Hart . . . Lake  Placid 
R.  P.  Bellaire. . .Saranac  Lake 

John  R.  Ford Gloversville 

Joseph  S.  Diasio Oakfield 

Solomon  Yarvin ....  Coxsackie 
Oscar  J.  Muller. . . Little  Falls 
George  S.  Nellis. . Watertown 

Louis  Berger Brooklyn 

Harry  E.  Chapin Lowville 

Julia  A.  Delehanty.  . .Geneseo 
Edward  G.  Hixson.  . . .Oneida 

C.  Parnall,  Jr Rochester 

Alton  J.  Spencer. . Amsterdam 
John  X.  Shell Freeport 

G.  W.  McAuliffe. . . New  York 
P.  J.  Sciarrino. . Niagara  Falls 

I.  Douglas  Kendrick.  . . .Utica 
A.  Carl  Hofriiann.  . . . Syracuse 
P.  M.  Standish.  .Canandaigua 

H.  F.  Murray,  Jr..  Port  Jervis 

Walter  Shifton Albion 

John  A.  Rodger Fulton 

Walter  D.  Luft Milford 

A.  Vanderburgh Brewster 

William  Benensou. . . Flushing 
Henry  F.  Albrecht,  Jr. . . Troy 
Herbert  Berger.  Staten  Island 

Franklyn  B.  Theis Nyack 

A.  D.  Redmond.  . Ogdensburg 

E.  A.  Suss Middle  Grove 

James  M.  Blake.  . Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus.  . Watkins  Glen 

William  K.  Major Waterloo 

Steven  E.  Pieri Corning 

Morris  W.  Molinoff  . Brentwood 
V.  G.  Bourke  Livingston  Manor 
Seymour  M.  Bulklev . .Spencer 

C.  Paul  Russo Ithaca 

Jack  Lehner Kingston 

M.  A.  Mastrianni.  .Glens Falls 
Erich  Seligmann ....  Whitehall 

James  D.  Tyner Newark 

Reid  R.  Heffner.  New  Rochelle 
Charles  O.  Wagenhals.  Warsaw 
William  P.  Rhudy.  .Penn  Yan 


Secretary 

Albert  Vander  Veer.  . Albany 
James  H.  Gray,  Jr. .Friendship 

Frank  LaGattuta Bronx 

N.  R.  Occhino. . Johnson  City 
Richard  A.  Loomis . Ellicottville 
Frank  A.  Graceffo. . . .Auburn 

Edgar  Bieber Dunkirk 

Robert  V.  Larkin Elmira 

Angelo  A.  Franco.  . New  Berlin 

I.  Robert  Wood. . . Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley  Cortland 
George  G.  Miles. . .Dowmsville 
A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin.  .Port  Henry 
Dais}-  H.  Van  Dyke . . . Malone 
Kingston  Larner . . Gloversville 
Ralph  B.  Smallman.  . Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan  Herkimer 
C.  A.  Prudhon  ....  Watertown 
Abraham  D.  Segal.  .Brooklyn 
John  P.  Myers  Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin . . . Rockville  Centre 
Herbert  S.  Ogden  ...  New  York 
C.  M.  Dake.  Jr. .Niagara  Falls 

Pasquale  Ciaglia Utica 

W.  J.  Michaels,  Jr.  . . Syracuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury. Newburgh 

Kenneth  J.  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  J.  Lawrence . . Flushing 

Leo  S.  Weinstein Troy 

James  Poulton.  .Staten  Island 
Robert  L.  Yeager.  . . .Pomona 
William  R.  Carson. . Potsdam 
C.  K.  Amyot . Saratoga  Springs 
Ralph  E.  Isabel  la  . Schenectady 
Donald  R Lyon. . . Middleburg 
William  F.  T ague  Montour  Falls 
David  L.  Koch.  .Seneca  Falls 

Milton  Tully Hornell 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Noah  J.  Kassman Ithaca 

Bartholomew  J.  Dutto  Kingston 
James  A.  Glenn.  . .Glens  Falls 
M.  J.  Greenberg . Hudson  Falls 

Jan  A.  Perillo Newark 

Harold  J.  DunlapXew  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . .Penn  Yan 


T reasurer 

Frances  E.  Vosburgh.  Albany! 

Kurt  Zinner WellsvilleJ 

Charles  W.  Frank Bronx 

Martin  Weiss.  . Binghamton 

William  R.  Casey Olean 

Allan  H.  Kirkwood. . . .Auburn 
Charles  B.  Mosher.  . Dunkirk! 
Swen  L.  Larson . . . . . .Elmira 
Angelo  F ranco  ...New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson  • 

Robert  T.  Corey Cortland! 

George  G.  Miles.  . . Downsvillef 
A.  A.  Rosenberg  Poughkeepsie 
Floyd  W.  Hoffman ....  Buffalo  ' 
James  E.  Glavin.  .Port  Henry 
Daisy  H.  t an  Dyke. . . Malone 

Paul  E.  Griffin Johnstown 

Ralph  B.  Smallman. . Batavia 
Mahlon  H.  Atkinson . . Catskilli 
Arthur  H.  Mulligan . Herkimer 

L.  E.  Henderson  . Watertown 
Nicholas  H.  Ryan  . Brooklyn 
John  P.  Myers. . Port  Leyden 
S.  J.  Jackson  . . .Mount  Morris 
Wallace  B.  Nixdorf. . . .Oneida 
Robert  J.  Calihan  . . Rochester 
Max  Dreyfuss ....  Amsterdam  . 

I.  Drabkin. . .Rockville  Centre 
Gerald  D.  Dorman.  New  York 
R.  D.  Glennie,  Jr.  Niagara  Falls 
Harold  H.  Katzman.  . . .Utica 
Charles  A.  Gwynn  . .Syracuse 

J.  A.  Stringham  . Canandaigua 
Earl  C.  Waterbury  .Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Matthew  Jacobs ....  Mahopac 

John  E.  Lowtv Flushing 

John  P.  Jaffariau Troy 

A.  Leikensohn.  Staten  Island 
Marjorie  R.  Hopper.  . . Nyack 

Maurice  Elder Massena 

J.  Lebowich . . Saratoga  Springs 
Carl  F.  Runge.  . . Schenectady 
Duncan  L.  Best  . . Middleburg 
William  F.Tague  MontourFalls 
David  L.  Koch. . .Seneca  Falls 

Milton  Tully Hornell 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman . . Ithaca 
Herbert  B.  Johnson  Kingston 

F.  P.  Becker  ...  Glens  Falls 
R.  E.  Borrowman  Fort  Edward 

Jan  E.  Perillo Newark 

Donald  R.  Reed.  . . .Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . .Penn  Yan 
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REAL  ESTATE 
For  Sale  For  Rent 


FOR  RENT 


Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


FOR  RENT 


Exceptionally,  well  equipped  office,  for  general  practice; 
summer  resort  area;  100  miles  from  N.  Y.  Lucrative;  ul- 
timate sale  of  property  if  satisfied;  Specialize.  Box  638, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Office  at  135  East  38th  Street,  New  York  City,  previously 
occupied  by  M.D.  Three  rooms.  Street  & Lobby  entrances. 
Phone  Cedarhurst  9-4979  or  write  Box  639,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Staten  Island.  Settle  Estate.  New  ten  room  brick  home — 
office  four  bedrooms,  two  baths,  three  room  professional 
suite.  Sound  proofed,  separate  entrance.  Corner  100  x 100. 
Excellent  location.  Box  637,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner  to  replace  doctor,  who  is  one  of  two 
doctors  in  rural  community,  serving  4,000  - 5,000  people, 
and  who  is  to  be  recalled  into  military  service,  if  a suit- 
able replacement  can  be  obtained.  For  details  write  to  Box 
21,  Dryden,  N.  Y. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


WANTED 


E.  E.  N.  & T.  To  take  over  office  and  practice  of  recently 
deceased  specialist  in  Western  New  York  city.  Excellent 
opportunity.  Location  serving  area  of  40,000,  two  hospitals. 
Inquire  Box  640,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


NEW  PROFESSIONAL  BLDG.  AIR  CONDITIONED. 
Exceptionally  good  area,  for  radiologist,  dermatologist,  aller- 
gist, E.  N.  T.,  psychiatrist,  ophthalmologist.  All  other 
medical  specialties  already  leased.  Occupancy  May  1,  1953. 
Fastest  growing  area  on  L.  I.,  with  none  of  the  above 
specialties  represented.  Call  Massapequa  6-2448. 


FOR  SALE 


Established,  lucrative,  General  Practice  in  wealthy  dairy 
and  industrial  town  of  6,000,  upstate  New  York  — 4 hrs. 
from  N.  Y.  C.  New  Modern  Office  Building,  constructed 
in  1952.  Leaving  to  specialize.  Write  Box  642,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Physician,  specializing,  will  sell  established  practice,  fully 
equipped  modern  office  and  home  in  Queens.  Excellent 
opportunity  young  doctor.  Box  641,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Large,  long  established,  active  general  practice,  Rockville 
Centre,  L.  I.,  for  rent  by  M D.  to  be  called  to  active  duty. 
Complete  modern  equipment.  Opportunity  for  permanent 
practice.  Will  introduce.  RO  6-0076. 


WANTED 


Physician  to  assume  active  general  practice.  Modern,  fully 
equipped  office.  Will  introduce.  Leaving  for  specialty 
training.  Will  transfer  on  percentage  basis.  Box  632,  N. 
Y.  St.  Jr.  Med. 


FOR  RENT 


Four  room,  ground  floor  office,  just  made  available,  in  fully 
occupied  Med.  Arts.  Bldg.,  in  city  of  20,000,  40  miles  north 
of  N.  Y.  city.  Rent  $85.  Inquire  Suite  A,  1106  Main  St., 
Peekskill,  N.  Y.  Phone  Peek.  7-1990. 


FOR  SALE 


Rockville  Centre,  N.  Y.  9-room  frame  and  brick  home, 
suitable  for  physician  or  dentist.  4 bedrooms,  2 baths,  at- 
tached garage.  Doctor’s  suite — 2 or  3 rooms  and  lavatory. 
$24,000.  Rockville  Centre  4-0022. 


FOR  SALE 


Doctor’s  home  and  office,  conveniently  located  near  busi- 
ness section.  Practice  established  39  years.  Selling  on 
account  of  ill  health.  Excellent  opportunity.  Walter  C.  Fox, 
Fort  Plain,  N.  Y. 


FOR  RENT 


Apt.,  formerly  occupied  by  estab.  M.D.  Town  had  3 physi- 
cians, now  1.  Others  recalled  services.  Washington ville 
3201.  N.  Y.  45  mi.  N.  Y.  C. 


FOR  SALE 


Four  bedroom,  solid  brick  colonial  home,  office  attached. 
Two  hundred  feet  frontage,  in  fine  residential  section  of 
wealthy  growing  North  Shore,  Long  Island  community. 
Forty  minutes  commuting.  Beach  privileges.  Great  need 
general  practitioner.  Schools,  station  and  bus,  five  minutes. 
Thirty-six  thousand,  net.  Replies  to  Box  643,  N.Y.  St.  Jr.Med. 


/ 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  CO.,  Pittsburgh  13,  Pa. 
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points  to 
remember  about 


Antrenyl 

OXYPHENONIUM  BROMIDE  CIBA 


bromide 


Supplied: 

tablets,  5 mg.,  scored;  bottles  of  100. 
syrup,  5 mg.  per  teaspoonful  (4  cc.)  ; 
bottles  of  1 pint. 


New  High  Potency  Anticholinergic 
for  adjunctive  therapy  in 
Peptic  Ulcer 

Spasm  of  Gastrointestinal  Tract 

1.  Mg.  per  mg.,  one  of  the  most  potent 
of  all  anticholinergic  agents. 

2.  Recommended  dosage  approximately 
one-tenth  that  of  certain  other 
anticholinergics. 

3.  No  bitter  aftertaste. 

4.  In  individual  doses,  well  tolerated 
and  side  effects  absent 

or  generally  mild. 

5.  Usually  no  esophageal  or  gastric  irritation. 

6.  Convenient  q.i.d.  dosage  schedule. 

7.  Economical. 

8.  Two  easy-to-take  forms:  Tablets  and  Syrup. 

CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 
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Physicians  Attention! 
Unusual  REAL  ESTATE  Offering 


Modern 
9 Story 
Elevator 
BLDG. 

75  (t.  x 102  ft. 
Excellent 

Condition 


Suitable 

for 

HOSPITAL 
NURSING  HOME 
SCHOOL 
CONSULATE 
CLUB 

SOCIAL  SERVICE 
ORGANIZATION 

INSTITUTION 


336-340 W.  85th  St.,  N.Y.C. 


Adjacent  to  Riverside  Drive 
Convenient  to  Transportations 


Featuring 

200  Rooms  — Cafeteria  — Dining  Room 
— Solarium  — Penthouse  — Library  — 
and  a 2 STORY  AUDITORIUM  (300  seat- 
ing capacity  complete  with  stage  — Ideal 
for  TV) 


FULLY  FURNISHED 
and  EQUIPPED 

POSSESSION  GUARANTEED 

FOR  SALE  OR 
LONG  TERM  LEASE 


Will  consider  participation  arrangement  with  proprietary  hospital  group 


BROKERS  PROTECTED  — WRITE  OR  PHONE  FOR  BROCHURE 


THE  SCHOENFELD  SYNDICATE  (Real  Estate  Dept.) 

350  Fifth  Ave.,  New  York  1,  N.  Y.  MUrray  Hill  3-2619 


OiieCatolit 


LUSCIOUS 

CHERRIES 


DELICIOUS 

CUSTARDS 


TANGY 

DRESSINGS 


DELECTABLE 
SWEET  FIGS 


GELATIN 

DESSERTS 


boon  to  the  millions  whose 


caloric  intake  must  be  reduced 


Theoretically  it  is  not  difficult  to  organize  a diet  which  will 
adequately  reduce  the  caloric  intake  of  the  individual  so  that 
orderly  weight  loss  occurs.  If  human  beings  ate  only  to  satisfy 
hunger,  it  would  not  be  so  difficult  for  obese  patients  to  stay 
on  a weight  reduction  regimen. 

Their  excessive  appetites  and  the  exaggerated  importance 
which  eating  occupies  in  their  lives  may  well  be  related  to  psy- 
chologic aberrations  and  obscure  frustrations.  It  is  this  very 
perversion  of  the  appetite  that  makes  it  so  difficult  for  the 
obese  to  remain  on  the  reducing  diet — so  many  of  the  foods 
prohibited  are  the  very  ones  that  are  most  pleasurable. 

Even  on  a well-organized  high-protein  diet,  in  which  hunger 
is  held  in  complete  abeyance,  the  craving  for  something  sweet 
becomes  more  and  more  intense,  and  if  self-discipline  is  not 
sufficiently  rigid,  "cheating”  results. 

Tasti-Diet  Low-Calorie  Dietetic  Foods  are  especially  de- 
signed to  overcome  this  problem.  Because  of  their  unique 
processing  (without  sugar)  their  caloric  content  is  as  much 
as  70%  less. 

Tasti-Diet  Dietetic  Foods — an  array  of  36  low-calorie 
fruits,  vegetables,  salad  dressings,  puddings,  jellies,  and  gela- 
tin desserts — can  make  the  difference  between  success  and 
failure  in  any  weight  reduction  program.  Through  their  use 
the  reducing  diet  can  provide — within  the  realm  of  the  proper 
caloric  limitation — an  abundance  of  salads  with  tasty  dress- 
ings, luscious  fruits  in  a sweet,  rich,  syrup-like  liquid,  delicious 
desserts  and  jellies  that  satisfy  the  craving  for  sweets. 

Physicians  are  invited  to  send  for 
literature  and  a representative  sample 
of  each  category  of  the  foods  mentioned. 


RICH  RIPE 
PEACHES 


FLOTILL  PRODUCTS,  INCORPORATED 

TASTI-DIET  DIETETIC  FOODS  DIVISION 
Stockton,  California 


Applf 


Tasti-Diet  Dietetic  Foods  are  special  purpose  foods 
processed  to  meet  specific  dietetic  needs.  Tasti-Diet 
canned  fruits,  jellies,  and  desserts  (no  sugar  added) 
are  sweetened  with  nonnutritive  artificial  sweet- 


eners; Tasti-Diet  canned  vegetables  are  processed 
without  the  addition  of  salt  or  sugar;  Tasti-Diet  dress- 
ings, containing  no  sugar  or  mineral  oil,  are  pre- 
pared especially  for  low-calorie,  low-sugar,  and 
diabetic  diets.  a 


ASTY 

LUES 
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over 


100,000 


diabetes  detection  centers/ 

"The  idea!  detection  center  is 

the  office  of  the  family  physician.”1 

Increasing  experience  in  diabetes  case-finding  indicates  that 
intermittent  surveys  and  mass  screening  drives,  although  useful,  have 
certain  limitations.  Getting  and  others,2  in  evaluating  a community 
detection  campaign  (well  publicized  in  the  area),  report  that  only  59% 
of  persons  accepting  the  free  testing  materials  actually  performed 
the  test.  Only  24%  of  those  with  positive  results  sought  medical  advice. 

To  find  the  estimated  one  million  unknown  diabetics3  and  place 
them  under  needed  medical  care,  the  indispensable  factor  for  success 
is  the  activity  of  the  individual  physician. 


1.  Blotner,  H.,  and  Marble,  A.:  New  England  J.  Med.  245: 567  (Oct.  11)  1951. 

2.  Getting,  V.  A.,  and  others:  Diabetes  7:194,  1952. 

3.  Wilkerson,  H.  L.  C.,  and  Krall,  L.  P.:  J.A.M.A.  135: 209  (Sept.  27)  1947. 


DIABETES  DETECTION  IN  DAILY  PRACTICE  - 
a nationwide  poll 

To  assist  in  the  compilation  of  nationwide  data  on  diabetes, 
gained  through  the  experiences  of  private  practitioners,  Ames 
Company  recently  mailed  a questionnaire  to  the  medical  pro- 
fession. Your  reply  will  become  a vital  part  of  a statistical 
study  to  be  published  on  the  results  of  this  questionnaire. 


AMES 

COM  PANY, 


INC. 


Elkhart,  Indiana  Ames  Company  of  Canada,  Ltd. .Toronto 
makers  of  CLINITEST®  Reagent  Tablets 
for  detection  of  urine-sugar 
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-for  your  patients  on  special  diets 

DORSET  ',N.  csao2,rue«s  SOUPS 

SALT-FREE  • SUGAR-FREE  • DELICIOUS  • PURE 

Patients  find  diets  easier  to  take  if  they  include  delicious  Dorset  diet  pack  Soups. 

These  fine  foods  are  carefully,  conscientiously  made  in  an  ultra-modern 
plant  under  constant,  Government  inspection.  They  are  absolutely  free  of 
salt  and  sugar — yet  they  retain  a wonderfully  natural,  fresh  flavor. 

Long  after  the  need  for  a special  diet,  folks  go  right  on  enjoying  Dorset  Soups! 
Recommend  them  with  complete  confidence  as  to  their 
purity,  wholesomeness,  freedom  from  salt  and  sugar,  and 
their  low  calory  and  low  sodium  content. 

Five  truly  delicious  soups:  Chicken  Broth,  Vegetable, . 

Tomato  with  Rice,  Pea,  and  Cream  of  Mushroom. 

At  grocery  stores  everywhere. 

They  STAY  on  the  diet  when  they  DIET  WITH  DORSET! 

DORSET  FOODS,  LTD.  • Long  Island  City,  N.  Y. 
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/VOW- 


more  efficient  control  of 
nausea  and  vomiting  of . . . 


PREGNANCY 


Investigations  prove  that  the  antinausea  drugs  show  a higher 
degree  of  effectiveness  when  given  together. 


Apolamine  is  a balanced  combination  of  effective  antinausea  agents 
for  a more  comprehensive  four-point  control  of  nausea  and  the 
vomiting  reflex. 

CONTROLS  THE  CEREBRAL  VOMITING  CENTER 

With  a gentle  sedation  that  depresses  the  vomiting  reflex  and  relieves 
the  patient's  nervousness. 


CONTROLS  EXCESS  PARASYMPATHETIC  STIMULI 

Which  give  rise  to  salivation,  gastric  hypersecretion  and,  in  turn,  vomiting. 

HELPS  TO  CONTROL  METABOLIC  FUNCTIONAL  IMBALANCES 

Provides  the  vitamins  of  the  B complex  which  tend  to  reduce  the  incidence 
of  nausea  and  vomiting. 

CONTROLS  LOCAL  GASTRIC  IRRITATION 

Minimizes  the  nauseous  reaction  to  various  foods  by  decreasing  the  sensitivity 
of  the  mucosal  lining  of  the  stomach. 

Each  tablet  contains  15  mg.  (l/4  grain)  Luminal®, 

0.1  mg.  (1/600  grain)  atropine  sulfate,  0.2  mg. 

(1/300  grain)  scopolamine  hydrobromide,  0.1  Gm. 

(1  1/2  grains)  benzocaine,  4 mg.  riboflavin, 

2.5  mg.  pyridoxine  HCI,  and  25  mg.  nicotinamide. 

Apolamine  is  supplied  in  bottles  of  100  tablets. 


, „ c. 

New  Yotr  18,  N.  Y.  Winoso».  Owr. 


Luminal,  trademark  rep.  U.  S.  & Canada,  brond  of  phenobarbital 
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1 . . vitamin  B12  does  exert  a 

‘growth-promoting  effect’  when 

Ii  given  as  a dietary  supplement . . . this 
evidence  is  exceptionally  strong.”1 

Redisol 

Crystalline  Vitamin  B, 2 Tablets  Elixir  Injectable 


In  addition  to  exhibiting  accelerated  growth,  . . some  of  the 
pupils  wert  improving  in  behavior , attitude,  and  scholastic 
work — -1”  as  a result  of  vitamin  Bn  supplementation . 


In  an  exceptionally  well  controlled  study  of  school  children 
with  growth  failure,  8o%  of  those  treated  with 
vitamin  B12  as  a dietary  supplement  showed 
marked  growth  responses. 


Sharp  & Dohme 

Philadelphia  1,  Pa. 


Growth  pattern  of  child  plotted  on  the  Wetzel  Grid  shows  unmistakable 
progress  during  the  4-month  period  of  vitamin  Bvi  supplementation. 


Redisol,  crystalline  vitamin  Bn,  is  available  in 
3 dosage  forms:  Redisol  Tablets,  25  meg.  in 
vials  of  36,  bottles  of  100;  50  meg.,  vials  of  36. 
Redisol  Elixir,  5 meg.  per  5 cc.  teaspoonful, 
in  pint  Spasaver®  and  gallon  bottles.  Redisol 
Injectable,  30  meg.  per  cc.;  100  meg.  per  cc., 
in  10  cc.  vials. 


1.  Wetzel,  N.C.,  Hopwood,  H.H.,  Kuechle, 
M.E.  and  Grueninger,  R.M.:  J.  Clin.  Nu- 
trition, 1:11,  Sept.-Oct.,  1952, 
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DOUBLE 


mi  POWER  TO  RESIST  FOOD 

At  Meals  and  Between  Meals 

Obocell®  controls  the  two  causes  directly  responsible 
for  overeating  — bulk  hunger  and  appetite.  Nicel* 

(in  Obocell)  slows  release  of  d-Amphetamine... prolongs 
appetite  depression... and  supplies  non-nutritive 
bulk  to  create  a sense  of  fullness  and  satisfaction. 

With  Obocell  it  is  easy  to  achieve  and  maintain 
patient  co-operation  throughout  the  trying 
period  of  weight  reduction  since  Obocell  keeps  the 
patient  on  a diet  longer. 

Each  Obocell  tablet  contains  Dextro-Amphetamine 
Phosphate,  5 mg.,  and  Nicel,*  150  mg. 

Dosage:  3 to  6 tablets  daily  with  a full  glass 
of  water,  one  hour  before  meals. 

Supplied  in  bottles  of  100,  500,  1000  tablets. 

* Irwin-Neisler's  Brand  of  High-Viscosity  Methylcellulose. 

I A COMBINED  HUNGER  AND  APPETITE  DEPRESSANT  f 

Obocell 


IRWIN,  NEISLER  & CO.,  decatur,  Illinois 

XeteazcA  & Sewe  ^<hcz  ?^tacZcc€ 
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DENCO®  SPOT  TESTS 


Acetone  Test  Denco  for  the 
rapid  detection  of  Acetone 
in  urine  or  in  blood  plasma. 


Write  tor  descriptive  literature: 


Sugar  Test  Denco  (Galatest 
Powder)  for  the  rapid 
detection  of  sugar  in  urine. 


COMBINATION  KIT 

For  office  — Medical  Bag 
Diabetic  Patients 


THE  DENVER  CHEMICAL  MFG.  CO.,  INC.  • Dept.  43H  163  Varick  Street,  New  York  13,  New  York 


( 

Just  Off  the  Press! 

HEART  and  CIRCULATION 
DIAGNOSIS  and  TREATMENT 


by  MEYER  SCLAR,  M.D.,  F.A.C.C. 

“This  book  was  written  specially 
for  the  General  Practitioner  and  the  Medical  Stud- 
ent. The  basic  concepts  of  diagnosis  and  treat- 
ment, in  the  fie|d  of  cardiology,  are  presented  in 
such  a manner  that  both  the  physician  and  student 
will  find  their  approach  to  cardiac  patients  greatly 
simplified.  In  a manual  of  this  sort  it  is  impossible 
to  cover  the  entire  field  of  cardiovascular  disease  in 
detail,  but  an  attempt  has  been  made  to  describe 
all  the  commonly  found  cardiac  conditions  and  their 
management.  The  rare  and  controversial  concepts 
are  mentioned  more  briefly.” — From  the  author’s 
preface. 

Crown  octavo.  Finely  printed  and  bound 
352  pages.  Fully  illustrated 
Price:  $7.50 

Send  your  order  to: 

FROBEN  PRESS  INC. 

Medical  Publishers 

1776  BROADWAY,  NEW  YORK  19,  N.  Y. 
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TAKE 


ADVANTAGE 


OF  YOUR 


•If* 


l 


SANBORN 


SERVICE 


STATION 


It  stands  ready 
to  provide  you  with 

• expert  technician  service 
on  all  Sanborn  instruments 

• emergency  loan  Sanborn 
instruments 

• complete  stocks  of  daily- 
use  supplies  and  accessories 

and  to  demonstrate 


today* s foremost 
electrocardiograph 


Your  local 
Servico 
Center  is : 


NEW  YORK  CITY -1860  Broadway 
Phone  Circle  7-5794,  5795 
ROCHESTER  — 3 Juniper  Street 
Phone  Culver  1431 


THERE  MUST  BE  A REASON 


WHY 


SO  MILD,  SO  FLAVOR FUL! 
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Ich  TABLET  CON1AINS: 
||«[*ITAWIN  Bu  U.S.P. 

E FACTOR  Mh 

■TiO*:  ffDfRAl  LAW  rnOMlBIll 
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OF  hematology 
department^  — 

Clinical  Report 

Biopar®  tablets  6iven 
oralW  have  replaced 

injectable  B» 

conditio- 

, amenable  only 

considered  ame 

tod  vitamin  B«- 

to  injected 


Each  tablet  contains 
Crystalline  vitamin  B12 
U.S.P.,  6 meg.;  and 
Intrinsic  Factor,  30  mg. 
fa  completely  new  in- 
trinsic factor  prepara- 
tion 40  times  more 
powerful  than  previ- 
ously used  Armour  in- 
trinsic factor  extracts). 


Biopar  tablets  are  therapeutically 
equivalent  orally  (in  the  dosage 
range  employed)  to  parenteral  vi- 
tamin B12.  Supplied  in  bottles  of  30. 

THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11.  ILLINOIS 
PHYSIOIOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


nnciincina 


FOR 


Continuous  Acid  Neutralization 

in  Peptic  Ulcer 


Comparable  to  Drip  Therapy 

but  free  from  its  inconvenience 
and  its  difficulties 


1.  Douthwaite,  A.  H.,  and  Shaw,  A.  B.: 
The  Control  of  Gastric  Acidity,  Brit. 
M.  J.  2:180  (July  26)  1952, 

2.  Douthwaite,  A.  H.:  Medical  Treat- 
ment of  Peptic  Ulcer,  M.  Press  227 : 
195  (Feb.  27)  1952. 
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free  HCI 


GASTRIC  ANALYSIS.  Superimposed  gruel 
fractional  test-meal  curves  of  five  patients  with 
peptic  ulcer. 
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free  HCI 

GASTRIC  ANALYSIS.  Same  patients,  two  days 
later,  showing  the  neutralizing  effect  of  sucking 
Nulacin  tablets  (three  an  hour). 


Continuous  neutralization  of  the 
gastric  contents,  the  sine  qua  non  of 
successful  peptic  ulcer  therapy,  is  con- 
veniently and  effectively  achieved  with 
Nulacin  tablets. 

Placed  between  the  gum  of  the  upper 
jaw  and  the  cheek,  and  allowed  to  dis- 
solve, the  Nulacin  tablet  slowly 
releases  its  acid-combining  ingredients. 
Thus  its  maintained  antacid  effect  is 
comparable  to  that  of  continuous  intra- 
gastric  drip,  but  is  entirely  free  from 
the  disadvantages  and  inconveniences 
of  the  latter.1 

Highly  palatable  and  providing  only 
11  calories,  each  Nulacin  tablet  is  pre- 
pared from  milk  combined  with  dextrins 
and  maltose  and  incorporates: 


Magnesium  trisilicate  3.5  gr. 

Magnesium  oxide  2.0  gr. 

Calcium  carbonate  2.0  gr. 

Magnesium  carbonate  0.5  gr. 

Ol.  menth.  pip q.s. 


The  efficacy  of  these  antacids  is  en- 
hanced manyfold  by  the  unique  method 
of  administration  employed  in  the  form 
of  Nulacin.2 

The  Nulacin  tablet  is  lozenge-shaped 
for  convenient  retention  in  the  buccal 
sulcus,  and  of  proper  hardness  to  avoid 
too  rapid  disintegration. 

For  the  treatment  of  active  ulcer, 
the  patient  should  be  instructed  to 
suck  Nulacin  tablets,  two  or  three 
every  hour,  beginning  one-half  to  one 
hour  after  each  meal. 

During  quiescent  periods,  the  sug- 
gested dose  is  two  tablets  between 
meals,  beginning  half  an  hour  after 
each  meal.  The  efficacy  of  the  tablet 
is  greatly  reduced  if  it  is  chewed  and 
swallowed. 

Nulacin  is  available  in  distinctive 
prescription  label  tubes  of  25  tablets 
at  all  pharmacies. 


Horlicks  Corporation 


A 

'V 


RACINE,  WI  SCONSI  N 


• nfc  jay  s*50 

Jh&'  ^ v&v*'  n«jL$  ^ 
50  P£'*ifiL  *Kfc  °^^'^abo^  ]?. 

V --  <*- 

- CJftfM/v^ 


u^x 

BaX^paAt^ 


Baker’s  Modified  Milk  is  made  from  Grade 
A Milk,  (U.  S.  Public  Health  Service  Milk 
Code)  which  has  been  modified  by  re- 
placement of  the  milk  fat  with  animal  and 
vegetable  oils  and  by  the  addition  of  car- 
bohydrates, vitamins  and  iron. 


BAKER’S  MODIFIED  MILK 
SIMPLIFIES 
INFANT  FEEDING 

*Cheadle — Artificial  Feeding  and  Food  Disorders  of  Infants,  Sixth  Edition,  (1906) 


BAKER’S  MODIFIED  MILK 


THE  BAKER 

Main  Office:  Cleveland,  Ohio 
Plant:  East  Troy,  Wisconsin 


LABORATORIES  INC. 

Division  Offices:  Atlanta,  Dallas,  Denver, 
Greensboro,  N.  C.,  Los  Angeles,  San  Francisco,  Seattle 
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to  reduce  tension 


or  to  induce  sleep 
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calms  the  restless... rests  the  sleepless 


CARBRital  is  invaluable  for  reducing  daytime  tension  or  inducing  prompt,  refreshing 
sleep  at  night.  It  combines  the  hypnotic  action  of  sodium  pentobarbital,  plus  the 
milder  hypnotic  but  more  prolonged  sedative  effect  of  carbromal.  With  carbrital, 
patients  relax  easily,  fall  asleep  quickly,  and  awaken  refreshed  and  alert. 

carbrital  is  useful  in  a wide  variety  of  indications  including  insomnia,  nervous 
tension,  and  preoperative  or  obstetrical  preparation. 

Each  CARBRITAL  KAPSEAL  (Full-strength)  contains: 


Pentobarbital  sodium 1%  grains 

Carbromal 4 grains 

Each  CARBRITAL  KAPSEAL  (Half-strength)  contains: 

Pentobarbital  sodium % grain 

Carbromal  2 grains 

Each  fluidounce  of  CARBRITAL  ELIXIR  contains: 

Pentobarbital  sodium 2 grains 

Carbromal 6 grains 


CARBRITAL  KAPSEALS,  full  or  half-strength,  may  be  taken  by 
adults  in  doses  of  one  or  more,  on  schedules  determined  by  the 
physician.  Children  may  be  given  % to  1 teaspoonful  of  CAR- 
BRITAL ELIXIR;  adults  1 to  2 teaspoonfuls  or  more  as  required. 
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When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

TH  ERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25.000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg 
150  mg. 

Bottles  of  30,  100  and  1000. 


Squibb 
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INDEX  TO  ADVERTISERS 


American  Pharmaceutical  Co 946-947 

Ames  Company,  Inc 925 

Ar-Ex  Cosmetics,  Inc 1027 

Armour  Laboratories 935,953 

Astra  Pharmaceutical  Products,  Inc 1019 

Baker  Laboratories,  Inc 938 

Dr.  Barnes  Sanitarium 1029 

Barrows  Chemical  Co 955 

Brigham  Hall  Hospital.  1027 

Burroughs  Wellcome  A Co 944 

Ceribelli  & Co 1027 

Ciba  Pharmaceutical  Products 921,945 

Crane  Discount  Corporation 1027 

Denver  Chemical  Mfg.  Co 933 

Dome  Chemicals 1021 

Dorset  Foods,  Ltd 926 

Flotill  Products,  Inc 923 

Froben  Press 933 

Geigy  Company,  Inc 949 

Halcyon  Rest 1029 

Hall- Brooke 1029 

Hoffmann-La  Roche  Inc Between  944-945 

Holbrook  Manor 1029 

Horlicks  Corporation 936-937 

Irwin,  Neisler  & Co 931 

Chas.  B.  Knox  Gelatine  Co 1025 

Lakeside  Laboratories 962 

Eli  Lilly  & Company 956 

Lederle  Laboratories Between  1024-1025 

Louden-Knickerbocker  Hall 1029 

S.  E.  Massengill  Company 943 

Mead  Johnson  & Co 4th  cover 

Wm.  S.  Merrell  Co 2nd  cover 

New  York  Medical  Exchange 1029 

Num  Specialty  Co 1027 

Parke,  Davis  & Company 939 

Pediforme  Shoe  Co 1027 

Chas.  Pfizer  & Co 3rd  cover 

• 

Raymer  Pharmacal  Company 948,952 

R.  J.  Reynolds  Tobacco  Company 934 

Sanborn  Company 933 

Saratoga  Springs  Authority 954 

Schoenfeld  Syndicate 922 

Sharp  & Dohme 929 

Shulton  Inc 950-951 

E.  R.  Squibb  Sons 940-941 

The  Stuart  Company Between  952-953 

Tarbonis  Company 1023 

Twin  Elms 1029 

Walker  Laboratories,  Inc 942 

Wallace  & Tiernan 1024 

West  Hill 1029 

Winkler  Shoes 1021 

Winthrop-S  teams,  Inc 927 
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INDEX  TO  ADVERTISED  PRODUCTS 

Acthar  (Armour  Laboratories) 953 

A1  Amphylline  (Raymer  Pharmacal  Company) 952 

Aminodrox  (S.  E.  Massengill  & Co.) . . 943 

Antrenyl  (Ciba  Pharmaceutical  Products,  Inc.) 921 

JApolamine  (Winthrop-Stearns,  Inc.) 927 

Apresoline  (Ciba  Pharmaceutical  Products) 945 

Aureomycin  (Lederle  Laboratories) Between  1024-1025 

Betazyme  (Barrows  Chemical  Co.) 955 

Biopar  (Armour  Laboratories) 935 

Brioschi  (Ceribelli  & Co.) 1027 

Butazolidin  (Geigy  Company  Inc.) 949 


Carbrital  (Parke,  Davis  & Co.) 939 

Car-sed-ine  (Raymer  Pharmacal  Co.) 948 

Clinitest  (Ames  Company) 925 

Daxalan-Dome-Paste  (Dome  Chemicals) 1021 

Denco  (Denver  Chemical  Co.) 933 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  cover 

Esomid  (Ciba  Pharmaceutical  Products) 945 

Gelatine  (Chas.  B.  Knox  Gelatine) . . . . 1025 

Gentamin  (American  Pharmaceutical  Co.) 947 

Globin  Insulin  (Burroughs  Wellcome  & Co.) 944 

Homicebrin  (Eli  Lilly  & Company) 956 

Lipozyme  (Barrows  Chemical  Co.) 955 

Lorzinex  (Wallace  & Tiernan) 1024 

Neohydrin  (Lakeside  Laboratories) 962 

Nitranitol  (Wm.  S.  Merrell  Co.) 2nd  cover 

Nulacin  ( Horlicks  Corporation) 936-937 

Obocell  (Irwin,  Neisler  & Co.) 931 

Precalcin  (Walker  Laboratories) 942 

Prenacaps  (American  Pharmaceutical  Co.) 946 

Redisol  (Sharp  & Dohme) 929 

Regitine  (Ciba  Pharmaceutical  Products) 945 

Stuart  Formula  (The  Stuart  Company)...  Between  952-953 

Tarbonis  (Tarbonis  & Co.) 1023 

Terramycin  (Chas.  Pfizer  & Co.) 3rd  cover 

Theragran  (E.  R.  Squibb  & Sons) 940-941 

Thum  (Num  Specialty  Co.) 1027 

Thylox  Sulphur  Cream  (Shulton  Inc.) 950-951 

Vi  Penta  (Hoffmann- La  Roche  Inc.) Between  944-945 

Xylocaine  HCL  (Astra  Pharmaceutical  Products, 

Inc.) 1019 


Dietary  Foods 


Dorset  Foods  (Dorset  Foods,  Ltd.) 926 

Flotill  Foods  (Flotill  Products,  Inc.) 923 

Modified  Milk  (Baker  Laboratories,  Inc.) 938 


Medical  and  Surgical  Equipment 


Orthopedic  Shoes  (Pediforme  Shoe  Company) 1027 

Orthopedic  Shoes  (Winkler  Shoes) 1021 

Viso-Cardiette  (Sanborn  Co.) 933 


Miscellaneous 


Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 934 

Cosmetics  (Ar-Ex  Cosmetics  Co.) 1027 

Medical  Books  (Froben  Press) 933 

Spring  Water  (Saratoga  Springs  Authority) 954 


in  the  office  . . . 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

THERAGRAN 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 


Vitamin  A (synthetic) 
Vitamin  D 

Th.qjn  ine  Mononitrate 
Ribotlayin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30.  100  and  1,000. 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Squibb 

•THtMCfrAW.  1»  A TWAO^HAUft  Of  £.  (*.  SQUIBB  A JONS. 
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mineral-vitamin  protection 
during  PREGNANCY 
and  LACTATIO 


organic  and  inorganic 
calcium,  phosphorus,  iron, 
and  essential  vitamins 

small,  easy-to-take 
capsules 

just  one  capsule  t.i.d. 

dry  fill,  no  fish  oil 

exceptional  tolerance 
and  patient-appeal 

bottles  of  100,  500,1000 
—all  economically  priced 


WALKER  LABORATORIES,  INC 

MOUNT  VERNON.  NEW  YORK 
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In  the  form  of  Aminodrox,  three  out  of  four  patients 
can  be  given  therapeutically  effective  Oral  doses  of 
phylline. 

This  is  possible  with  Aminodrox  because  gastric  dis- 
turbance is  avoided. 

Now  congestive  heart  failure,  bronchial  and  car- 
diac asthma,  status  asthmalicus  and  paroxysmal 
dyspnea  can  be  treated  successfully  with  oral  amino- 
phylline  in  the  form  of  Aminodrox. 

* Aminodrox  Tablets  contain  I l gr.  aminophyllinc  with  2 gr.  activated 
aluminum  hydroxide. 

Aminodrox • Forte  Tablets  contain  5 gr.  aminophyllinc  with  -4  gr. 
activated  aluminum  hydroxide. 

Also  available  with  J gr.  phenobarbital. 
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Keeping  it  simple 


for  the  diabetic 


Measuring  the  dose  is  uncomplicated  . . . Because  it  is  a clear  solution,  accurate 

measurement  of  Globin  Insulin  depends  only  upon 
understanding  the  markings  on  the  syringe. 

The  solution  is  ready  to  use  at  any  moment; 
its  homogeneity  does  not  depend  upon  the 
patient’s  skill  or  judgment. 

Sleep  is  not  likely  to  be  disturbed  . . . When  a single  daily  dose  of  Globin  Insulin  is 

given  first  thing  in  the  morning  its  maximum  action 
occurs  in  the  afternoon  and  evening  when  it  is 
most  needed ; any  tendency  to  hypoglycemia  at  this 
time  is  readily  recognized  and  offset.  The  action 
wanes  during  the  night,  therefore  nocturnal 
hypoglycemic  reactions  are  unlikely  to  occur. 


Globin  Insulin ‘B.W.& Co! 


ItO  and  80 
unit 8 per  cc. 
vials  of  10  cc. 


Burroughs  Wellcome  & Co.  (U.S.A.)  Inc. 

Tuckahoe  7,  N.  Y. 
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Regitine* 

( phentolamine  methanesulfo- 
nate  Ciba),  preferred  in  the 
diagnosis  of  pheochromocyto- 
ma,  the  cause  of  the  most  com- 
mon form  of  hypertension  of 
known  etiology.  The  injection 
of  this  adrenergic  blocking 
agent  affords  an  accurate  test 
that  is  relatively  safe,  and  can 
be  simply  performed  by  any 
physician,  unassisted,  in  his 
office. 


three  new  agents 
in  the  control  of 

I hypertension 


y 


Esomid' 

chloride  (hexamethonium 
chloride  Ciba),  a potent 
oral  hypotensive  agent, 
may  be  particularly  valu- 
able in  those  patients  with 
severe  hypertension  which 
has  failed  to  respond  to 
Apresoline.  Esomid  acts  as 
a ganglionic  blocker,  in- 
hibiting the  transmission 
of  impulses  through  all 
autonomic  ganglia. 


Complete  information 

can  be  obtained  by  writing  to 

the  Medical  Service  Division, 

Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jersey. 


Apre  s oline 

hydrochloride  (hydralazine  hydrochlo- 
ride Ciba), an  agent  of  choice (foruse) in 
the  treatment  of  hypertension.  This  orally 
effective  antihypertensive  is  believed  to 
act  centrally  to  produce  a gradual,  sus- 
tained decrease  in  blood  pressure  while 
increasing  blood  flow  through  the  kidneys. 


(Sfllbsi 
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bffttlwof  100 
capsules 


Daily  recommended  dose  of  3 Prenac-aps  provides: 


Vitamin  A (Synthetic) 12,000  U.S.P.  Units 

\ itamin  D i.Irrad.  Ergost. 1.200  U.S.P.  Units 

Vitamin  Bi 9 mg. 

Vitamin  B; 9 mg. 

Vitamin  C 90  mg. 

\ itamin  Bu  (Oral  Concentrate) 3 meg. 

Folic  Acid 1.5  mg. 

Niacinamide 30  mg. 

Iron 20  mg. 

Calcium 650  mg. 

Phosphorus 450  mg. 


contain  vitamin  Bu  and  folic  acid 


convenient,  easy  to  take,  icell  tolerated 


healthier  mothers — Numerous  studies  agree  that  in  well  nourished 

pregnant  women  there  is  a lower  incidence  of 
abortions,  premature  births,  stillbirths  and 
neonatal  deaths.  There  are  fewer  obstetrical 
complications,  easier  labor  and  delivery. 


healthier  infants — Babies  of  well  nourished  mothers  are  born  health- 
ier. more  resistant  to  and  less  likely  to  develop 
colds,  bronchitis,  pneumonia,  anemia  and  rickets. 


sample  of  Prenacape 

and  literature1*10  on  request 


y^MERICAN  PHARMACEUTICAL  CO 

Manufacturing  Chemists 

New  York  54.  N.  Y. 

over  36  years  of  service  lo  the  medical  profession 
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new! 


Each  ingredient  in  non-narcotic,  non-habit- 
forming  Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 

In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

*SampIes  and  literature  on  request 

A.MERICAN  pharmaceutical  company 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


Supplied  on  Rx  only 
in  bottles  of  100 
compressed  tablets 
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Carbromal  with  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 
To  ealm  the  tense  and  nervous  patient 


CAR-SED-INE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  or  producing 
unwanted  drowsiness. 

CAR-SED-IAE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  "...  a dependable  seda- 
tive. It  allays  excitement 
and  anxietv  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  ",  . . certainly  ...  is 
effective  in  relieving  the 
patient’s  emotional  disturb- 
ances.”2 

FORMULA:  each  tablet  contains 
Carbromal,  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare  ^ 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1.000  tablets. 

1.  Krantz.  J.C.  & Carr.  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 
^ illiams  & ^ ilkins  Co.,  Baltimore, 
Md.,  1951. 

2.  Goodman,  L.  & Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics. 
The  Macmillan  Co.,  New  York  City, 
1941. 


RAYMER 


PHARMACAL  COMPANY 

Pharmarruticai  Manufacturers 
Jaspsr  and  If  dlard  Stmts . Philadelphia  3-#»  Pa. 


Serving  the  medical  profession  for  nearly  a third  of  a century. 


what  you  must  know  about 


Accumulated  experience  in  many  thousands  of  cases  has  now  proved  conclusively  that 
Butazolidin  produces  therapeutic  results  in  arthritis  comparable  to  those  obtainable 
with  cortisone  or  ACTH.  At  the  same  time  it  has  become  equally  evident  that  like  other 
potent  pharmacodynamic  agents  Butazolidin  can  cause  toxic  as  well  as  therapeutic 
response.  In  general,  the  drug  has  been  found  to  produce  minor  reactions  in  a con- 
siderable percentage  of  cases  and  serious  reactions  in  a few.  To  a considerable  extent 
such  reactions  are  preventable  by  proper  precautions,  and  when  not  preventable  are 
often  readily  controllable.  For  this  reason  physicians  are  urged  to  familiarize  them- 
selves thoroughly  with  the  properties  and  proper  usage  of  this  potent  new  agent  before 
prescribing  it. 


The  striking  clinical  benefits  of  Butazolidin  in  arthritis  and  allied  disorders  can- 


an  effective  and  potent  anti- arthritic 


toid  arthritis  a recent  report1  indicates  “major  improvement”  in  40  of  68  cases. 
Another  notes  “marked  decrease  in  swelling,  increase  in  range  of  motion,  and  increase 
in  strength”  in  41  per  cent  of  patients  with  lesser  improvement  in  an  additional  nine 
per  cent.2  A third  study3  records  “appreciable  pain  relief”  in  69  per  cent  of  patients 
with  50  per  cent  showing  objective  evidence  of  improvement.  Similar  favorable  results 
have  been  recorded  in  gout,  spondylitis,  osteoarthritis,  bursitis,  and  other  painful 
musculoskeletal  disorders.  These  findings  illustrate  that  Butazolidin  when  properly 
used  provides  gratifying  therapeutic  benefit  in  a wide  variety  of  painful  and  disabling 


B 


(brand  of  phenylbutazone) 


not  be  due  solely  to  analgesic  effect  since  it  has  only  moderate  analgesic  effect  in 
non-rheumatic  disorders. 


Butazolidin  produces  both  improvement  of  function  and  relief  of  pain.  In  rheuma- 


disorders. 


(1)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W.:  California  Med.  77:319,  1952.  (2)  Stephens,  C.  A.  L.,  Jr.,  and  others:  J.A.M.A. 

750:1084  (Nov.  15)  1952.  (3)  Steinbrocker,  O..  and  others:  J.A.M.A.  J50:1087  (Nov.  15)  1952. 


exceptionally 
well-tolerated 
sulphur 

of  minimum  particle  size 
for  maximum  therapeutic  effec 


THYLOX  SULPHUR! 


for  adjunctive  therapy 
in  acne, 

seborrheic  dermatitis, 


THYLOX  SULPHUR  —of  a particle  diameter  uniformly  2 
approaches  the  ideal  of  results  minus  reaction  in  topical 
because  it  offers  these  advantages . . . 


microns  or  less  — 
sulphur  therapy, 


Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 


Extensive  sulphur  surface  area  permits  prompt  formation  of  therapeutically 
effective  polysulphides 


Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur,  and 
the  necessity  for  using  sulphur  in  excessive  amounts 


]REAM 


THYLOX  SULPHUR  CREAM 

Contains  4%  Thylox  Sulphur 
(anhydrous),  plus  0.5%  hexachloro- 
phene,  in  a greaseless  absorption  base. 
Blends  readily  with  the  skin,  has  no 
sulphur  odor,  is  easily  removed  with 
warm  water.  Available  in  lM-oz.  tubes. 


0 PHYSICIANS  ON  REQUEST 


THYLOX  SULPHUR  SOAPs 


Contains  IVf/o  Thylox  Sulphur 
(anhydrous) , plus  hexachlorophene  1%. 
Suggested  for  routine  skin  cleansing 
when  long-term  sulphur  therapy  is  indi- 
cated. Available  in  boxes  of  3 cakes, 
3 % oz.  each  cake.* 


SHULTON,  Inc.  Clifton,  new  jersey 
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eliminate 


intravenous 


aminophylline! 


TABLETS 

ALAMPHYLLINE 

aminophylline-colloidal  aluminum  hydroxide-magnesium  trisilicate  compound 


Intravenous  Results  With  New  Oral  Com- 
pound— And  Without  Gastric  Irritation. 

Al-Amphylline,  a new  development  of  the 
Raymer  Medical  and  Research  Departments, 
presents  aminophylline  in  a new  oral  dosage 
form  that  produces  blood  levels  comparable 
to  those  attained  with  parenterally  adminis- 
tered aminophylline,  with  the  further  advan- 
tage that  these  levels  are  sustained  over  many 
hours.  In  addition,  Al-Amphylline  does  not 
cause  gastric  irritation. 


The  colloidal  aluminum  hydroxide  and  the 
exceptional  purity  of  the  aminophylline  con- 
tained in  Al-Amphylline  Tablets  are  respon- 
sible for  the  fact  that  Al-Amphylline  Tablets 
are  so  well  tolerated.  Magnesium  trisilicate 
is  also  included  in  the  formula,  to  prevent 
possible  constipation. 

Since  Al-Amphylline  Tablets  are  uncoated, 
aminophylline  absorption  is  rapid,  producing  : 
satisfactory  blood  levels  within  an  hour  (see 
table  below). 


Aminophylline  Blood  Levels  — mg./lOO  cc  Plasma 
(Aminophylline  dosage  was  0.5  Gm.  in  each  case) 

Aminophylline  Preparation 

1 hour 

3 hours 

6 hours 

AL-AMPHYLLINE  TABLETS  (4) 

1.78 

1.65 

1.35 

AL-AMPHYLLINE  TABLETS  (4) 

1.67 

1.84 

1.26 

AL-AMPHYLLINE  TABLETS  (4) 

1.18 

1.54 

1.19 

AL-AMPHYLLINE  TABLETS  (4) 

0.90 

1.16 

0.91 

Intravenous  Aminophylline  (0.5  Gm.) 

1.33 

0.84 

— 

Intravenous  Aminophylline  (0.5  Gm.)1 

1.60 

1.30 

0.70 

Aminophylline  Suppository  (0.5  Gm.) 

0.11 

0.22 

0.38 

Aminophylline  Suppository  (0.5  Gm.) 

0.26 

0.51 

1.09 

RAYMER  PHARMACAL  COMPANY 
Jasper  & Willard  Streets 
Philadelphia  34.  Pa. 


1 J.  Pharmacol.  Exper  Therap.,  100:309,  1950. 

For  use  in  all  conditions  where  aminophylline  is 
indicated.  Dosage  Range:  1 to  4 tablets  as  required. 

Supplied:  bottles  of  100,  500  and  1,000  tablets. 

Formula:  Aminophylline,  125  mg.;  Colloidal  Alumi-  serving  the  medical  profession  for  a third  of  a century, 
num  Hydroxide,  150  mg.;  Magnesium  Trisilicate, 

250  mg.  Also  available:  Al-Amphylline  with  Pheno- 
barbital  (15  mg.  per  yellow  tablet),  bottles  of  100. 
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e most  significant  result  in  the  treatment 


of 

Bronchial 

Asthma 


(IN  GELATIN) 


Severe  bronchial  asthma  can  now  be 
treated  in  the  home  and  in  the  office 
with  a degree  of  success  similar  to  that 
obtained  with  hospital  care.  Improve- 
ment is  prompt  and  dramatic.  Neither 
the  patient’s  age  nor  the  chronicity  of 
the  asthmatic  condition  detracts  from 
the  efficacy  of  ACTHAR  treatment, 
which  has  stood  the  most  severe  of  all 


Advantages 

Administered  as  Easily  as  Insulin: 
Subcutaneously  or  intramuscu- 
larly with  a minimum  of  dis- 
comfort. 

Fewer  Injections: 

One  or  two  doses  per  week  in 
many  instances. 

Rapid  Response,  Prolonged  Effect: 


tests  of  usefulness — the  requirements  of 
the  general  practitioner.  The  use  of  the 
disposable  cartridge  syringe — an  im- 
mediately available  form  of  HP* 
ACTHAR  Gel — can  be  a life-saving 
measure  in  the  medical  emergency 
which  suddenly  arises  in  the  course  of 
long-standing  “intractable"  asthma. 


Combines  the  two-fold  advan- 
tage of  sustained  action  over 
prolonged  periods  of  time  with 
the  quick  response  of  lyophilized 
ACTHAR. 

Much  Lower  Cost: 

Recent  significant  reduction  in 
price,  and  reduced  frequency  of 
injections,  have  advanced  econ- 
omy of  ACTH  treatment. 


A DIVISION  OF 


HP*ACTHAR  Gel  has  demonstrated 
its  superiority  over  customary  measures 
in  many  instances  of  bronchial  asthma, 
and  has  brought  about  gratifying  re- 
missions lasting  as  long  as  18  months. 

*Highly  Purified.  ACTHAR®  is  The  Armour 
Laboratories  Brand  of  Adrenocorticotropic 
Hormone — ACTH  (Corticotropin). 

I 

1 

tMOUR  LABORATORIES 

ARMOUR  AND  COMPANY  • CHICAGO  11,  ILLINOIS 


HY5IOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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We  Share  with  You 
the  Care  of  Your  Patient 

Here  at  the  Spa,  the  care  of  your  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

With  the  modern  facilities  at  the  Saratoga  Spa, 
your  patient  with  a coronary  condition,  digestive 
disorder,  arthritis  and  allied  ailments  or  hyper- 
tension. receives  benefit  from  the  treatment  with 
naturally  carbonated  mineral  waters. 

A list  of  capable  physicians  who  are  available  in 
Saratoga  Springs  for  consultation  with  your 
patient  on  the  details  of  the  program,  is  available 
on  request. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
scope  to  the  therapeutic  influences  of  the  Spa’s 
famed  waters. 

"PHYSICIAN.  GIVE  HEED  TO  THINE  OWN  HEALTH” 

Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized  — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and 
physician’s  sample  carton 
of  bottled  waters,  with 
their  analvses,  write  W.S. 
McClellan.  M.D.,  Medi- 
cal Director,  Saratoga 
Spa,  155  Saratoga  Springs. 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
.American  Medical  Association. 


The  Empire  State's  Contribution  to  the  Medical  Profession 


this 

sword 

challenges 


CANCER 


Under  the  sign  of  the  cancer 
sword  the  American  Cancer 
Society  seeks  to  save  lives  by 
spreading  vital  facts  to  you, 
your  neighbors,  and  your  phy- 
sicians ...  by  supporting  re- 
search ...  by  providing  im- 
proved services  for  cancer 
patients. 

Only  under  the  sign  of  this 
sword  is  there  a three-fold,  na- 
tional attack  on  cancer.  Cancer 
Strikes  One  in  Five.  Your  Dol- 
lars Will  Strike  Back. 

Mail  1 our  Gift  to  “ Cancer n 
Care  of  1 our  Local  Postoffice 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  a nything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 
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Conclusive  Evidence* 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 

AND 


Cholesterol  and  Phospholipids  in  balance 


Lipozyme  Tablets 

TO 

Reduce 

Cholesterol 

Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


Cholesterol  Imbalance  Pathological  condition 


LIPOZYME 

Approximately  1 GM  per 
tablet  in  correct  balance 
of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  & Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 

“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E.:  J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 

Available  at  all  Pharmacies  in  bottles  of  100  each. 

BARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 


New,  Improved 
with  Vita 


rin 


'Homieebrin’  now  provides  six  essential  vitamins  in 
a smooth,  palatable,  homogenized  mixture. 


i o cc.  contain: 

Vitamin  A (Palmitate) 3.000  U.S.P. 

Thiamin  Chloride 1 

Riboflavin l.i 

Vitamin  B12  (Activity  Equivalent)..  . 3 

Ascorbic  Acid 60 

Vitamin  D 1.000  U.S.P 


units 


meg. 


units 


Prescribe  the  4-ounce  or  the  economical  1-pint  bottle. 
There  is  no  increase  in  price. 


nd  Company 

Indiana,  U.S.A. 


Indianapolis 


Wwm 

mm 


For  the  prophylaxis  or  treatment  of 


multiple  vitamin  deficiencies  in  infants 


and  children. 


(HOMOGENIZED  MULTIPLE  VITAMINS,  LILLY) 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1953  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D.,  Editor  Emeritus 
Laurance  D.  Redway,  M.D.,  Editor 
Norman  S.  Moore,  M.D.,  Assistant  Editor 

Alvina  Rich  Lewis,  Assistant  to  the  Editor  Thomas  E.  Alexander,  Business  Manager 

Publication  Committee 

Maurice  J.  Dattelbaum,  M.D. 

W.  P.  Anderton,  M.D. 

Laurance  D.  Redway,  M.D. 

John  J.  Masterson,  M.D.,  Chairman 

George  C.  Adie,  M.D. 

I.  J.  Brightman,  M.D. 
Harold  F.  R.  Brown,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Samuel  A.  Garlan,  M.D. 
Louis  M.  Hellman,  M.D. 
Reginald  A.  Higgons,  M.D. 

Associate  Editorial  Board 
Frederic  D.  Zeman,  M.D. 

Arthur  M.  Master,  M.D. 
Peter  M.  Murray,  M.D. 
George  H.  O’Kane,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Howard  A.  Rusk,  M.D. 
Irving  J.  Sands,  M.D. 

Leo  F.  Simpson,  M.D. 
Carlton  E.  Wertz,  M.D. 

James  M.  Kelly 
Joseph  A.  Mullaney 

Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 

John  A.  Bassett 
Pacific  Coast  Representative 

VOLUME  5 3 

APRIL  15,  1953 

NUMBER  8 

Editorials 

Somatomancy 


We  are  indebted  to  the  Science  Monthly 
for  information  relating  to  somatomancy.1 
This  is  the  precursor  of  the  “science  of  hu- 
man constitution,”  according  to  Professor 
William  A.  Lessa,  social  anthropologist  and 
a student  of  * anthropobiology,  presently 
secretary  of  the  American  Anthropological 
Association. 

In  these  days  of  medicine’s  current  legis- 
lative struggles  with  cultism  of  high  and  low 
degree,  it  seems  strange  indeed  that  so  many 
enticing  possibilities  should  have  been  over- 
looked by  the  cultists  in  the  promotion  of 
their  schemes  of  exploiting  public  credulity. 
Lest  it  be  imagined  that  our  tongue  is  in  the 
cheek,  we  call  the  attention  of  our  members 
to  “body  astrophysiognomy”  circa  1619, 
“facial  astrophysiognomy”  circa  1658,  “ther- 
iologic  physiognomy”  circa  1601,  “phreno- 
logical astrophysiognomy”  circa  1900. 

> 75:  355  (Dec.)  1952. 


These  pseudosciences  were,  nevertheless, 
“among  the  forerunners  of  the  modern  spi- 
ence  of  human  constitution,  or  biotypology,” 
according  to  Professor  Lessa,  who  is  now 
engaged  at  the  University  of  California  at 
Los  Angeles  in  writing  a history  of  work  in 
this  field.  The  professor  continues:  “..so- 
matomancy has  gone  virtually  unrecognized 
as  a special  and  important  effort  on  the  part 
of  man  to  pry  loose  the  secrets  of  nature  per- 
taining to  his  destiny  and  inner  being.  It 
deserves  study  along  with  its  sister  forms  of 
divination  . . . pyromancy .. .lithomancy  and 
. . . hydromancy.  An  interesting  thing 
about  somatomancy  is  that  it  is  absent 
among  primitive  peoples,  being  found  only 
among  higher  cultures,  in  which  it  has  a long 
history.”  The  reader  of  this  editorial  is 
referred  to  Professor  Lessa’s  forthcoming 
book,  which  should  be  intensely  interesting. 

This  writer  was  struck  by  the  obvious 
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neglect  of  such  a wealth  of  potential  material 
by  our  local  cultists,  who  confine  themselves 
unimaginatively  to  such  drab  concepts  as 
alleged  subluxations  of  vertebrae  as  the 
cause  of  all  disease,  with  body  thumping  and 
spine  twisting  as  alleged  remedies  for  the 
same.  Now,  somatomancy — there  is  a fine 
upstanding  cult  designation  for  you!  How 
it  rolls  off  the  tongue  and  smites  the  ear 
authoritatively! 

A little  further  on  Professor  Lessa  dis- 
cusses theriologic  physiognomy  and  repro- 
duces an  engraving  “illustrating  the  asinine 
type  of  man,”  from  Della  Porta  who  wrote 
circa  1601.  This  serious  study  emphasizes 
that  an  “unfortunate  but  all  too  real  simi- 
larity between  somatomancy  and  constitu- 
tion is  that  both  are  almost  authoritarian  in 


their  emphasis  on  biological  factors.”  In 
conclusion,  the  author  observes  “.  . . the 
roots  of  science  often  are  to  be  found  among 
precursory  magical  and  divinatorv  arts.” 
The  modern  cults,  lacking  even  rudimen- 
tary scientific  foundations,  could  thus  be 
placed  in  historical  time  antecedent  to  the 
magical  and  divinatory  arts,  if  anyone 
wished  to  do  so,  since  these  latter  at  least 
contain  the  roots  of  science  on  good  author- 
ity. Does  it  not  seem  strange  that  the  mo- 
dern cults,  representing  such  a primitive, 
sporelike,  even  adamantine  resistance  to 
scientific  development  in  the  world  about 
them,  should  nevertheless  have  passed  up 
such  promising  hokum  as  somatomancy 
could  become  in  the  hands  of  publicity  men? 
Ah,  well,  perhaps  it  is  not  yet  too  late. 


The  New 

The  1953  Directory,  now  in  press,  will 
differ  from  the  previous  volume  by  elimina- 
tion of  the  section  containing  scientific  in- 
formation and  of  the  fisting  of  New  York 
City  physicians  by  streets.  The  action  of 
the  House  of  Delegates  mandating  this 
change  in  the  interests  of  economy  of 
publication  will  be  found  on  page  62  of  the 
minutes  as  published  in  Part  II  of  the 
Journal,  September  1,  1952.  It  was  also 
mandated  that  “when  the  1953  Directory  is 
delivered  to  the  physicians,  a note  be  in- 
cluded calling  to  their  attention  that  the 
1951  Directory  be  saved,  as  it  contains  rather 
valuable  scientific  and  general  information.” 

Many  members  of  the  Society  may  not 
have  occasion  to  use  their  new  Directory 
immediately  upon  delivery.  In  conse- 
quence they  may  dispose  of  their  1951 
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Directory  before  they  see  the  note  warning 
them  to  save  the  old  volume.  The  in- 
formation which  has  been  deleted  is  of  a 
character  that  does  not  change  materially 
from  year  to  year,  so  that  if  the  old  volume 
is  retained,  it  mil  continue  to  be  a standard 
reference  source  for  many  years  to  come. 

The  cover  of  the  new  book  will  not  be  of 
paper,  as  was  suggested,  but  of  a stiff  ma- 
terial much  like  the  old  one.  It  will  not 
curl  or  bend.  The  Publication  Committee 
hopes  that  the  new  Directory  will  serve  the 
purposes  of  the  membership  and  the  sub- 
scribers as  it  has  done  since  1899  and  that, 
with  the  1951  volume,  it  mil  afford  the  same 
aggregate  of  information  at  gs  reasonable  a 
manufacturing  cost  as  present  day  circum- 
stances permit. 

Save  your  1951  Directory. 
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THE  DIAGNOSIS  OF  EARLY  PROSTATIC  CANCER 

Perry  B.  Hudson,  M.D.,  New  York  City 

( From  the  Francis  Delafield  Hospital , Institute  of  Cancer  Research,  Columbia  University  College  of 

Physicians  and  Surgeons) 


CANCER  of  the  prostate  gland  is,  in 
essence,  a disease  of  men  over  forty- 
five  years  of  age.  The  detection  of  these 
cancers  can  be  accomplished  in  three  main 
ways:  (1)  as  an  incidental  finding  during 

routine  physical  examination  or  during 
physical  examination  for  nonurologic  dis- 
ease, (2)  as  an  unsuspected  finding  at  the 
time  of  prostatic  surgery  performed  for  what 
was  preoperatively  believed  to  be  benign 
enlargement  of  the  gland,  and  (3)  as  a result 
of  routine  perineal  surgical  biopsy  of  the 
posterior  prostatic  lobe  before  definitive 
operation  is  selected  to  relieve  prostatic 
obstruction. 

The  first  of  these  diagnostic  opportunities 
is  the  one  which  has  received  widest  notice 
and  discussion  in  the  medical  literature.  It 
remains  an  extremely  important  method  of 
uncovering  relatively  early  malignant 
growths  in  the  posterior  prostatic  lobe.  In 
other  words,  it  is  of  great  importance  never 
to  exclude  rectal  palpation  of  the  prostate 
gland  whenever  a physical  examination  is 
performed.  Although  there  are  many  con- 


siderations which  a well-trained  urologist 
must  take  into  account  in  the  “touch  pic- 
ture” of  the  posterior  aspect  of  the  prostate 
gland,  the  most  important  single  factor  is 
the  consistency  of  the  gland.  By  this  it  is 
meant  that  the  degree  of  softness  or  hard- 
ness, as  determined  by  pressure  of  the  index 
finger  upon  the  gland,  is  the  point  upon  which 
diagnosis  by  this  method  must  turn.  If,  at 
digital  palpation,  there  is  found  within 
the  prostate  gland  an  area  which  is  judged 
firm  upon  moderate  pressure,  and  particu- 
larly if  there  is  a sharp  difference  between 
this  part  of  the  gland  and  the  remainder, 
carcinoma  of  the  prostate  gland  must  be 
suspected.  More  often  than  not,  these 
malignant  tumors  seem  to  be  circumscribed 
and  nodular  in  character.  Neither  of  these 
findings  is  necessarily  required  for  further 
investigation  with  a possible  diagnosis  of 
prostatic  cancer  in  mind. 

With  present-day  technics  for  establishing 
absolutely  a diagnosis  of  prostatic  cancer,  it 
seems  reasonable  to  proceed  from  suspicion 
of  cancer — derived  from  rectal  palpation  of 
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the  gland — directly  to  surgical  biopsy  and 
frozen  section  diagnosis. 

Recently,  a method  for  detecting  cancer 
cells  in  expressed  prostatic  secretion,  ob- 
tained by  digital  massage,  has  received  wide- 
spread attention.  This  method  has  certain 
disadvantages,  the  greatest  of  which  is  that 
it  requires  massage  of  tumors  which  are 
known  to  spread  first  through  the  local 
perineural  lymphatics.  For  that  reason 
alone  it  seems  wise  to  await  evaluation  of  the 
method  in  closely  controlled  study  series  of 
cases  before  recommending  general  use  of 
this  technic. 

A great  deal  has  been  learned  about  the 
incidence  of  a finding  of  unsuspected  pro- 
static cancer  in  the  surgical  specimen  ob- 
tained at  operation  for  what  preoperativelv 
was  believed  to  be  a benign  prostatic  enlarge- 
ment. Although  statistics  on  this  subject 
vary  from  one  clinic  to  another,  there  is 
agreement  sufficient  to  indicate  that  at ' 
least  10  per  cent  of  all  the  glands  thought  to 
be  benign  actually  contain  early  malig- 
nancies. Therefore,  although  it  is  not  yet 
a generally  accepted  rule  among  urologists 
throughout  the  United  States,  the  routine 
performance  of  perineal  prostatic  biopsy  and 
frozen  section  examination,  prior  to  choice  of 
operation  for  any  prostatic  enlargement,  is 
undoubtedly  the  safest  course  to  follow. 
By  this  statement  it  is  meant  that  a great 
man}'  early  prostatic  cancers  have  not,  at 
the  time  of  operation,  reached  a point  of 
hardness  in  consistency  which  would  cause 
an  examiner  to  suspect  that  the  tumor  is 
malignant  rather  than  benign. 

At  one  university  hospital  in  New  York 
City,  routine,  arbitrary  perineal  prostatic 
biopsy  is  performed  upon  each  prostate 
gland  which  is  destined  to  come  to  surgery 
of  some  sort,  whether  the  preoperative 
clinical  diagnosis  is  malignancy  or  benign 
tumors.  During  the  course  of  the  last  year 


more  than  one  half  of  the  total  prostatec- 
tomies performed  in  this  institution  for  cure 
of  the  prostatic  cancer  have  been  performed 
on  patients  in  whom  the  diagnosis  was  made 
only  at  frozen  section  and  was  not  at  any 
time  suspected  prior  to  biopsy. 

Although  the  diagnosis  of  prostatic  cancer 
as  a result  of  signs  or  symptoms  which  de- 
velop from  metastases  may,  at  first  glance, 
not  belong  in  a consideration  of  early  pro- 
static cancer,  it  seems  worthy  of  note  for 
several  reasons.  During  the  last  few  years 
many  cases  of  disseminated  prostatic  cancer 
treated  by  hormonal  control  methods  have 
been  accumulated  and  subjected  to  statisti- 
cal study.  As  a result  of  this  evaluation  of 
several  thousand  cases  of  metastatic  disease, 
it  has  definitely  been  established  that  the 
greatest  degree  of  symptom  relief  is  obtained 
if  both  orchiectomy  and  the  administration 
of  estrogens  are  instituted  as  soon  as  the 
diagnosis  is  established.  In  addition,  it 
appears  that  prompt  institution  of  these  two 
hormonal  control  measures  provides  the 
greatest  prolongation  of  life  among  those 
individuals  whose  disease  is  admittedly 
advanced  at  the  time  of  diagnosis. 

Therefore,  it  is  clinically  advantageous  to 
perform  a serum  acid  phosphatase  assay  and 
a radiographic  study  of  the  spine  and  pelvic 
bones  upon  any  patient  suspected  of  having 
advanced  prostatic  cancer.  Whenever  con- 
firmatory evidence  of  the  gross  clinical  sus- 
picion of  metastases  is  obtained,  one  may 
justifiably  proceed  to  orchiectomy  and  estro- 
gen administration  without  delay. 

By  the  assiduous  application  of  these 
several  principles,  it  is  possible  to  increase 
the  number  of  “operable”  prostatic  cancer 
cases  out  of  all  proportion  to  those  per- 
centages which  have  crept  into  the  minds  of 
clinicians  and  convinced  them,  quite  errone- 
ously, that  prostatic  cancer  is  usually  an 
incurable  disease. 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 


This  semidiagrammatic  sagittal  view  of 
the  perineal  and  pelvic  anatomy  shows 
the  proper  method  for  palpating  the 
posterior  lamella  of  the  prostate  gland. 
Cancers  develop  most  often  in  the  pos- 
terior portion,  which  is  being  palpated 
with  the  index  finger. 


Open  perineal  prostatic  biopsy  offers  the 
greatest  chance  for  accurate  confirmation  of 
the  clinical  impression  of  a cancerous  nodule 
in  the  posterior  prostate.  This  procedure  gives 
the  pathologist  an  opportunity  to  examine 
the  nodule  itself,  some  surrounding  pros- 
tatic tissue,  and  a good  amount  of  the 
anatomic  capsule. 


Diagrammatic  recording  of  the  rectal 
“touch  picture"  found  at  palpation  of 
the  prostate  is  helpful  in  locating  sus- 
picious nodules  for  biopsy  at  a later 
date.  The  nodule  of  “third-degree  in- 
duration," or  stony  hardness,  is  marked 
for  further  evaluation.  This  is  a picture 
of  early  prostatic  cancer. 


A punch  biopsy  can  be  taken  through 
a small  nick  in  the  perineal  skin.  Note 
that  the  instrument  is  guided  with  index 
finger  of  the  left  hand  in  order  to  avoid 
rectal  injury.  The  urethral  instrument  in 
place  is  not  essential  for  the  procedure. 
It  is  quite  feasible  to  perform  this  diag- 
nostic procedure  in  the  office  or  clinic 
with  aid  of  infiltration  anesthesia. 


This  is  the  microscopic  appearance  of 
a frozen  section  from  the  case  seen  here. 
This  type  of  carcinoma  has  a cribriform 
pattern  of  small  glandular  structures. 
Such  a finding  makes  total  prostatectomy 
a reasonable  next  step  in  management 
of  the  patient. 


In  the  center  of  this  section,  made  from 
an  open  perineal  biopsy,  there  are  a 
number  of  prostatic  cancer  cells  occu- 
pying a lymphatic  space  adjacent  to  a 
nerve.  This  perineural  invasion  is  typi- 
cal of  prostatic  cancer  and  represents  the 
first  stage  extension  of  the  disease  from 
its  primary  focus.  This  finding  in  the  cap- 
sule of  the  gland  does  not,  of  itself,  pre- 
clude curative  surgery.  In  a certain 
percentage  of  instances,  this  capsule  find- 
ing alone  has  been  utilized  to  establish 
the  diagnosis.  Such  a finding  can  be 
made  much  more  often  from  open  biopsy 
than  from  the  specimen  obtained  by 
punch  biopsy. 


Fifteen  cubic  centimeters  of  clotted  blood  is  sufficient 
for  the  clinical  laboratory  test  for  levels  of  serum  acid 
phosphatase.  It  is  best  collected  in  a centrifuge  tube  and 
refrigerated  until  it  can  be  sent  to  the  laboratory. 


(This  figure  is  the  x-ray  plate  showing  metastasis.) 
The  predominantly  osteoblastic  metastasis  in  this 
patient's  spine  and  pelvis  is  the  type  most  often 
encountered  in  disseminated  prostatic  cancer. 
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Scientific  Articles 


VARICOSE  VEINS,  A CHRONIC  DISEASE:  EVALUATION  OF  TWENTY 
YEARS  OF  EXPERIENCE  IN  TREATMENT 


H.  I.  Biegeleisen,  M.D.,  New  York  City 


FOR  twenty  years  the  author  has  been  seeking 
a permanent  cure  for  varicose  veins.  During 
that  period  he  has  investigated  in  turn  every  type 
of  therapy.  The  advent  of  sodium  morrhuate 
for  injection  treatment  in  1930  began  the  cycle  of 
modern  sclerosing  agents.1  For  ten  years,  newer 
and  more  efficient  chemical  fluids  were  being  de- 
veloped. Sclerotherapy,  the  art  of  treatment 
with  sclerosing  injections,  became  an  established 
procedure. 

For  a period  of  time,  injection  treatment  held 
full  sway.  About  1940,  a movement  toward  liga- 
tion combined  with  injection  treatment  began. 
This  lasted  for  seven  years  when  another  swing  of 
opinion  became  manifest.  The  reaction  this 
time  was  away  from  injections  and  toward  more 
radical  surgery.  Stripping  operations  were  re- 
vived, and  it  was  not  long  before  excisions  were 
once  again  advocated. 

It  is  axiomatic  in  medicine  that  shifting  opin- 
ions stem  from  poor  results  in  therapy.  When 
one  considers  that  in  one  hundred  years  the  treat- 
ment for  varicose  veins  has  gone  through  two 
major  cycles  of  surgery  and  one  of  chemical  scle- 
rosis, it  is  evident  that  there  has  been  no  agree- 
ment regarding  therapy.  A study  of  the  litera- 
ture bears  this  out.  The  reports  are  confusing, 
and  no  one  has  presented  a clear  over-all  picture. 
There  is  thus  a need  for  a proper  appraisal  of  the 
entire  problem. 

The  author  first  became  aware  of  the  chronicity 
of  this  disorder  years  ago.  Despite  continual 
improvements  in  solutions  and  surgical  technic, 
too  many  relapses  occurred.  Some  observers  at- 
tempted to  ascribe  these  to  recanalization.2  The 
author’s  observations  over  a period  of  years 
pointed  to  the  fact  that  most  of  the  recurrent  vari- 
cosities were  new  dilatations  and  comparatively 
few  were  recanalized  veins.  In  other  words,  we 
are  dealing  with  a vascular  weakness  of  a per- 
sistent nature. 

Syndrome  of  Fascial  Weakness 

The  condition  of  varicose  veins  is  peculiar  to 
man.  It  is  rarely  seen  in  animals.3  It  is  often 


accompanied  by  other  manifestations  of  a sagging 
fascial  nature  such  as  hernia,  hemorrhoids,  vari- 
cocele, flat  feet,  pendulous  breasts,  and  viscerop- 
tosis. In  taking  the  history  of  individuals  with 
varicose  veins,  one  is  impressed  with  the  fre- 
quency of  these  associated  defects.  As  a matter 
of  fact,  the  presence  of  varicose  veins  as  a single 
entity  is  rather  unusual.  In  1940,  the  author 
first  called  attention  to  this  syndrome,  which  he 
called  fascial  weakness,4  and  observations  since 
then  have  strengthened  this  conviction. 

The  presence  of  these  defects  in  individuals  fol- 
lows strong  hereditary  lines.  Thus,  a patient 
who  has  a hernia  associated  with  varicose  veins 
may  come  from  a family  in  which  one  or  both 
parents  have  suffered  from  hemorrhoids  or  flat 
feet.  His  brothers  and  sisters  will  often  show 
similar  familial  manifestations. 

Mankind  is  paying  the  penalty  for  assuming 
the  upright  posture.  In  his  evolutionary  climb 
from  four-footed  to  bipedal  locomotion,  the  sup- 
porting structures  of  the  body  have  not  kept  pace 
with  this  change.  There  are  other  exhibitions  of 
anatomic  lack  of  adaptation  to  the  upright  posi- 
tion, notably  in  the  inguinal  canal  regions. 
There,  the  muscular  pattern  and  sphincter  mech- 
anisms are  unable  to  meet  the  demands  made 
upon  them. 

There  is  little  doubt  that  the  tensile  strength  of 
fascia  varies  with  the  individual.  Extreme  de- 
grees of  weakness  are,  in  the  author’s  opinion,  re- 
sponsible for  the  very  advanced  cases  of  varicose 
veins.  In  clinical  practice,  patients  with  marked 
fascial  weakness  will  develop  recurrent  varicosi- 
ties quickly,  following  any  form  of  therapy. 
This  factor  deserves  strong  consideration  and  ap- 
parently has  gone  unnoticed  up  to  the  present 
time.  It  should  be  obvious  that  an  inherited 
weakness  of  this  kind  can  never  be  eliminated  by 
any  mode  of  therapy  and,  indeed,  experience 
bears  this  out. 

Relationship  Between  Communicating 
Veins  and  Regrowth  of  Varicosities 

The  abandoned  methods  of  the  early  1900’s 
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have  been  revived,  practically  in  their  original 
form,  with  only  one  new  procedure  added,  that  is, 
the  attack  upon  the  communicating  vein  system. 
Sherman,  who  studied  the  anatomic  distribution 
of  the  communicating  vein  system,  suggested  a 
technic  for  eradicating  incompetent  perforator 
vessels.6  This  technic  has  started  a new  school  of 
thought  in  the  treatment  of  varicose  veins.  The 
theory  is  that  recurrences  are  due  to  incompetent 
perforators.  Sherman  and  his  followers  claim 
permanency  with  this  new  attack  upon  the  var- 
icosed  venous  system. 

The  existence  of  “blow-outs”  has  been  known 
for  a long  time,  and  special  tourniquet  tests  were 
developed  by  Mahorner  and  Ochsner  in  1938 
to  locate  these  vessels.6  Sherman,  in  1949,  dis- 
covered many  more  perforators  than  had  been 
previously  described  and  attached  great  impor- 
tance to  their  eradication.  He  located  the  posi- 
tion of  the  normal  communicating  veins  in  the 
lower  extremity  and  found  them  fairly  constant  in 
placement.  He  found  five  main  groups  as  fol- 
lows: (1)  medial  aspect  of  lower  extremity,  (2) 
lateral  aspect  of  leg,  (3)  lateral  aspect  of  foot,  (4) 
short  saphenous  system,  (5)  muscular  perforators 
in  calf. 

It  is  his  contention  that  recurrences  are  due  to 
lack  of  treatment  of  these  perforator  veins.  He 
has  evolved  a massive,  fairly  thorough  technic  for 
dissecting  out  the  entire  communicating  vein 
system.  In  conjunction  with  a high  ligation,  he 
removes  all  the  perforator  veins,  claiming  per- 
manency of  cure  with  this  method.  He  admits 
that  it  may  not  be  possible  to  find  every  perforator 
and  also  states  that  the  perforators  responsible  for 
vulvar  varicosities  cannot  be  eradicated  at  all. 
He  further  states  that  perforators  may  have  acces- 
sor}7 perforators,  which  sometimes  reroute  the 
blood  stream.  It  will  be  some  time  before  an 
accurate  appraisal  can  be  made  of  Sherman’s 
technic.  While  his  method  of  treatment  will  pro- 
duce relief  in  properly  selected  cases,  it  is  only 
another  type  of  partial  cure.  It  is  another  method 
of  treating  symptoms  and  not  the  disease. 

Recently,  Masset  and  Ettinger  worked  out  a 
phlebographic  technic  for  the  localization  of  in- 
competent communicating  veins.7  Their  x-ray 
technic  demonstrated  that  communicating  veins 
occur  in  pairs,  especially  on  the  lateral  side  of  the 
leg.  They  are  often  vena  comites  of  a small  ar- 
tery, which  they  overshadow  in  size  when  they 
are  dilated.  These  workers,  who  followed  their 
x-ray  studies  by  surgically  excising  the  incom- 
petent vessels,  found  even  more  perforators  than 
Sherman  and  his  school  found.  The  students  in 
this  field  feel  that  the  omission  of  any  of  the 
branches  during  the  operation  will  cause  failure. 
It  seems  clear  that  even  with  the  aid  of  anatomic 
dissection,  careful  physical  examinations,  and 


phlebographic  studies,  some  of  these  perforators 
will  be  missed.  The  zeal  of  the  workers  in  root- 
ing out  the  communicating  vein  system  seems 
exaggerated.  From  a practical  viewpoint,  it  is 
probably  a hopeless  task  to  eradicate  completely 
this  network  of  communications. 

The  role  of  the  perforators  in  the  pathogenesis 
and  treatment  of  varicose  veins  is  as  yet  unset- 
tled. New  formations  will  undoubtedly  be  re- 
tarded by  this  form  of  radical  surgery.  It  can 
have  no  permanent  effect  upon  the  tendency  of 
the  superficial  venous  system  to  become  vari- 
cosed.  In  pronounced  cases  of  communicating 
vein  incompetencv,  surgery  has  value  for  a limited 
period  of  time.  Where  these  “blow-outs”  are 
superficial  and  visible,  they  can  be  handled  by 
simple  injection  treatment.  More  work  is  needed 
properly  to  evaluate  communicating  vein  surgery 
in  its  relationship  to  the  chronicity  of  varicose 
veins.  The  incidence  of  incompetency  of  the 
communicating  system  needs  to  be  established 
because  clinically  “blow-outs”  form  a minor  fea- 
ture in  many  cases  of  varicose, veins. 

Going  further,  it  is  necessary  to  examine  the  re- 
lationship of  the  femoral  vein  to  varicose  veins, 
especially  in  cases  of  so-called  chronic  venous  in- 
sufficiency following  thrombophlebitis  of  this  ves- 
sel. While  a complete  discussion  is  not  within 
the  scope  of  this  paper,  it  seems  clear  that  when 
the  valves  of  this  deep  vein  are  destroyed,  a reflux 
of  venous  blood  occurs,  causing  a backflow7  into 
the  communicating  and  superficial  venous  chan-  . 
nels.  This  has  a tremendous  effect  on  varicose 
veins,  leg  enlargement,  and  chronicity.  No  ef- 
fective operation  has  been  devised  to  correct  the 
condition.  Deep  ligation  has  been  proposed  but 
is,  as  yet,  unsuccessful. 

One  must  conclude  that  there  is  no  surgical  i 
procedure  with  acceptable  statistical  evidence 
that  can  claim  permanency  of  cure  in  varicosis. 

It  is  questionable  whether  the  Sherman  opera- 
tion, or  its  modifications,  will  alter  that  picture  in 
the  future. 

Modern  Statistics 

Modern  injection  treatment  became  recognized 
in  1921,  wyith  the  introduction  of  quinine  as  a 
sclerosing  agent  by  Genevrier.8  For  approxi- 
mately twenty  years,  sclerotherapy  was  the  pre- 
dominant form  of  treatment  for  varicose  veins,  at 
first  in  pure  form  and  later  combined  with  liga- 
tion. Disaffection  with  results  began  to  creep  in 
toward  the  end  of  this  period,  and  gradually  the 
old  surgical  principles  were  again  advocated  until 
the  entire  range  of  previously  discarded  opera- ' 
tions  was  once  again  revived. 

At  the  present  time,  there  is  no  unanimity  of 
opinion  as  to  the  best  type  of  operation  for  this  f 
condition.  Injection  treatment,  which  had  been 
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the  method  of  choice  for  so  long,  has  been  gradu- 
ally minimized  until  now  it  is  used  by  many  sur- 
geons merely  as  an  adjunct  to  some  type  of 
operative  procedure.  The  whole  picture  is  thus 
extremely  confused  and  contradictory.  The 
numerous  conflicting  claims  and  disappointments 
have  caused  this  uncertainty.  It*  is  the  purpose 
of  this  paper  to  clarify  this  picture. 

In  recent  years,  a number  of  observers  have  be- 
gun to  appreciate  the  chronicity  of  the  problem. 
Fields  in  1950  stated  that  regardless  of  the 
method  employed,  no  patient  can  be  assured  that 
his  varicose  veins  will  be  permanently  cured.9 
His  explanation  of  recurrences  following  surgery 
was  that  they  were  due  to  inadequate  ligations 
or  overlooked  early  new  varicosities. 

Kutz  and  Hendricks,  who  tried  all  methods  of 
treating  varicose  veins,  came  to  the  conclusion 
that  patients  having  varicose  vein  surgery  should 
never  be  discharged  as  permanently  cured.10 

Stalker  believes  that  recurrent  varicose  veins 
are  untreated  varicosities  and  that  the  cure  de- 
pends upon  the  proper  operation  selected  to  suit 
the  patient.11 

Fenney  in  1951  used  an  intraluminary  stripper 
bilaterally  on  89  patients  and  unilaterally  on 
117. 12  His  statistics,  based  upon  one-  to  two- 
year  postoperative  studies,  indicated  a consider- 
able degree  of  recurrence,  but  he  believed  that 
beyond  one  year  there  was  very  little  further 
change.  Most  observers  do  not  concur  with  this 
view. 

Nabatoff,  reporting  in  June,  1950,  reviewed 
some  of  the  recent  literature.13  He  quotes  Rob- 
ertson, who  stated  that  recurrences  are  frequent 
following  any  operative  procedure.14  Multiple 
ligation  is  considered  the  operation  of  choice. 
This  observer  feels  that  following  any  operative 
procedure,  the  same  factors  which  caused  vari- 
cosities are  still  in  effect.  He  states  that  com- 
plete cures  cannot  be  expected  with  any  method. 

Boyd  is  reported  as  stating  that  varicose  veins 
are  due  primarily  to  a congenital  deficiency  or 
weakness  of  the  valves.16  The  condition  is  pro- 
gressive, and  no  single  operation  is  likely  to  be  a 
cure. 

The  medical  consensus  at  the  present  time 
seems  to  favor  multiple  resection  procedures,  a 
type  of  surgery  that  was  investigated  fairly  com- 
pletely fifty  years  ago.  This  method  has  not 
been  supported  by  proper  statistics.  An  accu- 
rate study  should  extend  over  a period  of  at  least 
five  years.  The  author’s  own  observations  over 
a period  of  twenty  years  make  him  feel  strongly 
that  no  statistics  below  five  are  of  any  value. 
Relapses  have  been  observed  after  apparently 
satisfactory  treatment,  often  as  late  as  eight  or 
more  years  following  a procedure.  Many  au- 
thors have  been  led  to  false  conclusions  by  termi- 


nating their  studies  after  a period  of  six  months  to 
one  year.  The  development  of  recurrences  is 
often  a slow  process  and  must  be  observed  over 
the  proper  period  of  time.  There  are  individuals 
who  will  relapse  quickly,  and  this  fact  has  led 
students  to  feel  that  all  recurrences  must  neces- 
sarily occur  with  the  same  rate  of  speed. 

Injection  Technic 

Numerous  technics  have  been  propounded  for 
the  injection  treatment  of  varicose  veins.  The 
author’s  experience  favors  injection  in  the  upright 
posture  and  is  discussed  in  more  detail  in  previous 
publications.16-18  In  brief,  his  method  is  to  use  a 
bland  solution  like  50  per  cent  dextrose  for  the 
first  injection.  This  is  given  in  the  midleg  re- 
gion, and  its  effect  is  studied  for  one  week.  In 
the  absence  of  any  reaction,  it  is  safe  to  proceed 
with  sclerosing  solutions  in  the  following  fashion. 

The  general  rule  is  to  use  the  weakest  solution 
that  will  accomplish  the  desired  result.  The  op- 
erator must  be  familiar  with  the  potencies  of  the 
various  sclerosing  agents  and  should  select  the 
blandest  irritant  for  his  second  injection.  Gen- 
erally, 1 cc.  of  sodium  morrhuate  is  used  at  the 
second  sitting,  also  in  the  midleg  region.  At 
weekly  intervals,  this  injection  is  followed  by  suc- 
cessively greater  amounts  of  sclerosing  solution, 
until  a reaction  upon  the  vein  is  noted.  When 
this  occurs,  it  is  safe  to  attack  the  thigh  as 
high  as  possible,  and  the  case  is  completed  by 
placing  of  the  injections  from  above  downward 
until  the  entire  varicosed  system  has  been  treated. 

If  this  plan  is  followed,  reactions  from  phlebitis 
will  be  minimized  or  eliminated,  and  strong  irri- 
tants may  be  safely  introduced  after  the  patient’s 
reaction  to  early  treatment  has  been  studied. 

Results  of  Injection  Treatment:  Twenty- 

Year  Summary 

In  preparing  a summary  of  the  results  of  in- 
jection treatment,  only  those  patients  were  in- 
cluded who  had  adequate  check-up  study  for 
proper  evaluation.  The  cases  were  divided  into 
two  groups:  patients  who  had  had  no  previous 
surgery,  and  those  who  had  had  surgery  prior  to 
sclerotherapy.  The  literature  does  not  disclose 
any  series  with  check-up  studies  that  is  compa- 
rable in  time  limits  to  the  group  presented  here. 

Sclerotherapy  Group:  No  Previous  Surgery. — Of 
the  many  case  reports  available  in  the  nonsurgical 
group,  100  with  adequate  follow-up  were  consid- 
ered sufficiently  representative  for  this  study. 

The  severity  of  the  varicose  condition  on  first 
examination  was  classified  simply  as  extreme, 
moderate,  or  slight.  The  basis  for  this  grouping 
was  the  number  and  size  of  the  enlarged  veins. 
Using  this  grouping,  there  were  16  cases  of  ex- 
treme severity,  62  were  moderate,  and  22  were 
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considered  slight.  The  average  number  of  in- 
jections for  the  initial  course  of  treatment  was  22, 
over  an  average  period  of  six  months  time.  This 
treatment  could  have  been  considerably  short- 
ened, since  in  many  instances  other  related  con- 
ditions, such  as  lymph  leg,  capillaries,  lymphe- 
dema, or  skin  comphcations,  delayed  the  progress 
of  the  case.  There  were,  of  course,  many  varia- 
tions from  this  figure.  Some  moderately  ad- 
vanced cases  received  22  injections,  and  many  ex- 
treme cases  averaged  35  injections. 

Forty  individuals  were  followed  for  a five-  to 
ten-year  interval;  in  other  words,  more  than  one 
third  of  the  patients  treated  reported  back  and 
were  observed  for  this  period  of  time.  Three  pa- 
tients came  back  for  even  longer  periods  of  ob- 
servation and  treatment. 

There  was  no  evidence  in  this  series  that 
the  number  of  injections  for  each  check-up  de- 
creased as  these  observ ations  continued.  In  other 
words,  no  tendency  was  noted  toward  a decline  in 
the  degree  of  varicose  vein  formation.  It  ap- 
peared that  in  most  cases,  there  was  an  adjust- 
ment between  the  treatment  and  the  time  factor 
so  that  a number  of  treatments  at  assigned  inter- 
vals was  necessary  to  hold  the  condition  in  check. 
The  usual  intervals  required  were  six  months,  one 
to  two  years,  two  to  five  years,  and  five  to  ten 
years.  It  was  found  that  with  conscientious  fol- 
low-up, the  interval  between  check-ups  could 
thus  be  progressively  extended  during  the  life- 
time of  an  individual  but  that  the  necessity  for 
treatment  and  the  number  of  treatments  re- 
mained a constant.  This  result  indicates  a slow- 
ing of  the  recurrence  rate  but  no  reduction  in  the 
extent  of  new  varicosities. 

Twenty-three  cases  failed  to  report  for  the  one- 
to  two-year  check-up.  Sixty  patients  did  not 
return  during  the  five-  to  ten-year  period  of  ob- 
servation. However,  from  the  facts  presented 
above  and  the  tendency  to  recurrence  exhibited 
by  these  studies,  it  is  probable  that  most  of  these 
individuals  needed  continued  check-ups  but 
failed  to  continue  treatment. 

Many  of  these  cases  showed  no  involvement  of 
the  perforator  system  of  veins,  either  clinically  or 
on  radiographic  study;  yet  regrowth  of  varices 
was  the  rule,  indicating  that  the  importance  of  the 
perforator  system  in  relation  to  recurrence  has 
been  exaggerated. 

There  did  not  seem  to  be  any  relationship  be- 
tween complications  such  as  ulcer,  phlebitis,  or 
lymph  leg,  and  the  duration  of  treatment.  A 
very  important  fact  is  that  over  the  entire  course 
of  this  study,  there  was  no  evidence  of  the  de- 
velopment of  lymph  leg  in  any  patient  undergoing 
sclerotherapy  alone.  This  does  not  mean  that  a 
lymphedema  cannot  develop  during  the  course  of 
injection  treatment.  The  author  has  observed 


occasional  instances  where  an  individual  with 
varicophlebitis  has  developed  lymphedema  dur- 
ing the  course  of  injections.  This  case,  however, 
is  such  an  isolated  instance  that  it  did  not  appear 
in  the  100  cases  selected  for  this  study. 

It  can  be  stated,  on  the  basis  of  this  study,  that 
cases  of  varicose  veins  of  varying  grades  of  se-  1 
verity  can  be  treated  satisfactorily  by  the  injec- 
tion method,  provided  that  periodic  check-ups  are  3 
carried  out  conscientiously  by  both  doctor  and 
patient.  The  chronicity  of  this  disorder  is  a fact 
that  must  be  realized  and  accepted,  and  treats 
ment  should  be  planned  on  that  basis. 

Sclerotherapy  Group:  With  Previous  Surgery.—  L 
Sixty-two  cases  undergoing  various  types  of 
venosurgery  w'ere  studied.  They  included  the  i 
author’s  private  patients  as  well  as  others.  The 
cases  were  selected  to  cover  all  the  different  types  >’ 
of  surgical  procedures.  The  list  could  have  been 
extended,  but  it  was  felt  that  the  evidence  pre-  ! 
sented  was  sufficient  for  this  study.  The  types  of 


operations  analyzed  are  enumerated  below: 

High  ligations,  single  and  double 47 

High  and  low  ligations  combined 5 

Excisions  alone  or  with  multiple  ligations 
(one  case  with  excision  of  perforator 

veins) 6 

Multiple  ligation  with  ligation  of  internal 

iliac 1 

Stripping  combined  with  ligation  or 

excision 2 

Multiple  ligations  alone 1 

62  e. 


These  surgical  procedures  were  performed  at 
varying  intervals  prior  to  injection  treatment. 
The  range  of  time  was  from  a few'  months  to  f 
thirty  years,  except  for  those  individuals  who 
were  operated  on  by  the  author  in  conjunction 
with  injection  treatment.  Thus,  an  adequate 
spread  was  present  to  provide  a broad  picture  for  ~ 
analyzing  the  late  effects  of  vascular  surgery. 

There  were  two  outstanding  conclusions  drawm 
from  this  study.  First,  every  case  of  varicose 
veins  recurred  in  some  form.  Second,  and  most 
important,  there  was  an  unusual  and  startling 
incidence  of  lymphedema  following  these  various 
types  of  operations  for  varicose  veins. 

The  degrees  of  “recurrence”  were  graded  into 
three  categories  as  follows:  slight,  10  cases;  moder- 
ate, 41  cases,  and  extreme,  11  cases.  Most  of 
these  were  not  really  recurrences  but  new  varicose 
vein  formations,  and  a special  name  should  be 
evolved  for  this  process.  “Varicogenesis”  is  a 
more  accurate  term  and  w ill  be  used  below. 

There  was  no  constant  relationship  between  the 
interval  following  vascular  surgery  and  the  de- 
gree of  varicose  veins  at  the  first  examination. 
Slight  regrowth  was  noted  after  seven  years  in 
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some  instances,  while  in  other  cases  degrees  of  ex- 
treme varicogenesis  occurred  within  a relatively 
short  period  of  time.  One  case  relapsed  within 
a year  followring  surgery.  There  appeared  to  be, 
in  all  cases,  a constant  tendency  for  the  regrowth 
of  new  veins,  but  the  rate  depended  more  upon 
the  degree  of  hereditary  venous  weakness  than 
upon  the  time  interval.  Furthermore,  it  was 
also  apparent  that  there  was  no  relationship 
between  the  degree  of  varicogenesis  and  the  kind 
of  surgical  procedure. 

Most  of  these  cases  were  given  injection  treat- 
ment, and  the  results  were  compared  with  the 
nonsurgical  group.  Some  cases  could  not  be  an- 
alyzed in  this  fashion  because  of  the  many  com- 
plications and  mixed  types  of  treatment  which 
confused  the  picture.  Those  individuals  who  did 
receive  surgery  showed  essentially  the  same  pat- 
tern of  “recurrence”  rate  as  the  group  treated 
purely  by  injection. 

The  check-up  study  extended,  in  some  cases, 
up  to  ten  years.  Periodic  examinations  were 
made  at  intervals  of  six  months,  one  to  two  years, 
two  to  five  years,  and  six  to  ten  years.  In  no 
case  was  any  permanency  of  cure  noted.  Again, 
as  noted  in  the  cases  with  no  previous  surgery, 
there  was  no  evidence  that  the  process  of  varico- 
genesis was  terminating.  There  was,  however,  a 
definite  tendency  toward  slowing  dowrn  of  the 
rate  of  vascular  regrowth  in  the  same  individual. 
This  encouraging  note  was  evidenced  by  the  fact 
that  the  time  interval  between  check-ups  could  be 
lengthened  progressively  for  such  a case.  In 
each  instance,  a balance  was  reached  after  a 
while  so  that  a brief  check-up  every  few  years 
could  keep  the  individual  controlled  effectively 
for  all  practical  purposes. 

For  those  who  argue  that  one  type  of  surgical 
procedure  is  superior  to  another,  the  author  must 
point  out  that  every  type  of  operation  is  repre- 
sented in  this  series,  including  one  case  of  perfora- 
tor surgery.  Ligations,  excisions,  single  or  multi- 
ple, stripping,  and  even  spiral  excisions — all  pro- 
duced the  same  end  result,  a new  growth  of  vari- 
cose veins.  It  is  a sad  but  significant  fact  that 
there  is  not  one  single  permanent  cure  in  either 
the  injection  or  combined  surgical  and  injection 
series  of  cases. 

What  is  even  more  disappointing  is  the  compli- 
cation of  lymphedema  in  the  surgical  series. 
This  startling  frequency  was  not  suspected  by 
the  author  until  this  study  was  made.  It  seems 
that  clinically^  one  is  not  inclined  to  relate  lymph 
legs  to  venosurgery.  Of  the  62  cases  presented, 
26  individuals  developed  lymph  legs,  either  soon 
after  vein  surgery  or  years  later.  Ten  of  these 
had  a previous  history  of  phlebitis  or  a more  ex- 
tensive phlegmasia  which  could  have  accounted 
for  the  lymph  block.  Sixteen  cases,  or  25  per 


cent,  in  this  series  developed  lymphedema  clearly 
related  to  the  venous  surgery.  Ten  cases,  or  15 
per  cent,  developed  lymphedema  that  might  have 
been  related  to  or  influenced  by  the  venosurgery. 
The  startling  fact  remains  that  42  per  cent  in 
this  series  developed  lymph  legs,  a point  which 
must  be  sharply  emphasized  in  deciding  as  to  the 
future  value  of  surgical  treatment  in  cases  of  this 
type. 

It  should  not  be  surprising  that  lymphedema  is 
such  a frequent  complication  of  venosurgery.  It 
must  be  remembered,  as  the  author  pointed  out  in 
1936,  that  varicosis  is  an  infected  or  potentially 
infected  disorder  in  which  there  is  a progressive 
tendency  for  the  development  of  phlebitis.18 
The  stagnant  dilated  blood  pools  encased  in 
thinned-out  walls  are  perfect  media  for  the  incuba- 
tion of  pathogenic  organisms.  The  author  made 
clear  some  years  ago  that  there  are  an  enormous 
number  of  cases  of  latent  phlebitis  present  which 
show  no  clinical  signs  or  symptoms.  Surgery  in 
varicose  veins  invites  the  spreading  of  these  latent 
phlebitic  infections.  The  usual  avenue  of  spread 
is  through  the  lymphatic  system  which  produces 
the  lymphedema.  It  is  also  possible  that  trauma 
to  the  satellite  lymphatics  during  the  operative 
procedure  is  responsible  for  the  ensuing  lymph 
block. 

Recently,  there  has  been  some  additional  evi- 
dence that  venosurgery  may  cause  lymph  leg. 
Shafiroff,  working  at  the  Goldwater  Memorial 
Hospital,  made  the  observation  that  incision  and 
exposure  of  the  superficial  vein  at  the  external 
malleolus  for  intravenous  therapy  is  often  fol- 
lowed by  lymphedema  of  the  foot.19  He  attri- 
butes this  to  injury  of  the  lymph  channel  that  ac- 
companies the  vein  at  that  point. 

The  author  invites  further  study  on  the  part  of 
practitioners  employing  these  methods  so  that 
confirmation  of  these  results  may  be  obtained. 
It  is  vital  that  a conclusion  be  arrived  at  in  re- 
gard to  venosurgery,  because  if  a crippling  disorder 
results  in  a significant  proportion  of  cases,  one 
must  conclude  that  surgery  is  inadvisable,  espe- 
cially since  a cure  is  impossible. 

Causes  of  Failure 

The  causes  of  failure  may  be  divided  into  two 
main  headings:  (1)  inadequate  treatment;  (2) 
regrowth  of  varicosities. 

Inadequate  Treatment. — Good  treatment, 

whether  by  surgery  or  injection  therapy,  should 
give  relief  for  a definite  period  of  time.  This  period 
of  relief  will  depend  upon  the  severity  of  the 
condition.  Improper  treatment  will  not  provide 
this  relief.  The  usual  cause  of  immediate  relapse 
is  often  recanalization.  This  is  generally  due  to 
faulty  technic. 

Cases  involving  the  great  saphenous  system 
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and  showing  a plus  Trendelenburg  reaction  re- 
quire the  obliteration  of  the  great  saphenous  vein 
up  to  the  fossa  ovalis  and  the  effective  removal  of 
its  dilated  branches.  W hen  the  lesser  saphenous 
system  is  involved,  this  vein  with  its  dilatations 
must  be  dealt  with.  Failure  to  close  completely 
the  great  saphenous  vein  will  result  in  early  re- 
lapse and  is  definitely  an  instance  of  faulty  tech- 
nic. 

Individuals  who  show  involvement  of  the  per- 
forator veins,  as  indicated  by  the  Perthes  test,  or 
the  two-tourniquet  method  of  Ochsner  and  Ma- 
homer,  must  first  of  all  have  the  saphenous  sys- 
tem dealt  with,  after  which  the  offending  perfora- 
tors must  be  injected.  Even  with  perfect  tech- 
nic, regrowth  is  the  rule.  This  important  process 
of  secondary  varicose  vein  formation  has  never 
been  described. 

Regrowth  of  Varicosities. — There  are  present  at 
all  times  pathways  for  venous  shunts  that  can  be 
opened  up  in  the  event  of  vascular  injury.  These 
are  of  two  main  types:  (1)  Actually  existing 
anastomotic  channels  are  present  in  a dormant  fash- 
ion. These  vessels  are  sometimes  identifiable 
and  anatomically  known.  (2)  There  are  poten- 
tial venous  channels  such  as  the  threadlike  satel- 
lite veins  that  often  accompany  large  branches. 
To  these  may  be  added  delayed  collateral  circula- 
tion in  the  form  of  newly  established  small  veins 
and  capillaries  which  take  some  time  to  form. 
This  process,  while  never  actually  observed  in 
varicose  veins,  undoubtedly  takes  place.  For- 
mation of  apparently  new  collaterals  has  been 
studied  in  occlusive  arterial  disease  in  man20  and 
in  experimental  arterial  occlusion  in  the  dog.21 
Tunick  observed  the  growth  of  new  capillaries 
following  the  injection  of  saline  solution  around 
the  ring  of  old  chronic  ulcers.22  Most  observers 
are  not  certain  that  these  vascular  collaterals  do 
not  merely  represent  an  opening  up  of  pre-existing 
but  apparently  completely  closed  channels. 

Enlargement  of  existing  anastomoses  and  hy- 
pertrophy of  dormant  satellite  veins  are  probably 
mainly  responsible  for  the  development  of  new 
varicosities  following  varicose  vein  treatment. 

Nature  has  provided  the  most  extensive  rami- 
fications of  venous  circulation  deliberately  so 
that  in  the  event  of  trauma  to  any  part  of  the 
superficial  or  even  the  deep  venous  system,  there 
are  immediately  available  extensive  secondary 
pathways.  In  other  words,  there  is  never  any 
shortage  of  venous  channels.  This  safety  factor, 
while  it  protects  the  body  in  the  event  of  trauma, 
works  against  any  successful  cure  for  varicose 
veins.  The  venous  system  reacts  to  varicose 
therapy  as  it  does  to  injury.  Communicating 
and  anastomotic  changes  immediately  begin,  and 
once  again  varicose  veins  may  develop  in  this 
secondary  circulation. 

Clinically,  this  can  be  demonstrated.  Anyone, 
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familiar  with  sclerosing  therapy,  knows  that  it  is 
a common  finding,  after  securing  perfectly  throm- 
bosed palpable  vessels,  to  see  later  alongside,  or 
near  them,  new  varicosities.  These  are  definitely 
not  recanalizations  but  are  enlargements  of  previ- 
ously existing  satellite  veins. 

Even  if  the  major  superficial  system  of  veins 
could  be  eliminated  theoretically  from  the  lower 
extremity,  this  member  would  not  be  deprived  of 
adequate  venous  circulation.  There  is  another 
complete  system  of  veins  returning  blood  from  the 
lower  extremity  through  the  true  pelvis.  This 
system  collects  blood  from  some  of  the  tributaries 
in  the  posterior  thighs  and  medial  subgluteal  re- 
gion. Three  veins  are  involved,  the  superior 
gluteal,  the  inferior  gluteal,  and  the  internal 
pudic.  The  superficial  tributaries  of  the  superior 
gluteal  may  become  varicosed  on  the  thigh  pos- 
teriorly. The  inferior  gluteal  may  also  become 
enlarged  and  varicosed  in  the  same  area.  Vari- 
cose veins  in  the  genital  regions  may  connect  with 
varicosities  of  the  upper  thigh  through  communi- 
cations with  the  external  pudendal  and  other 
branches  of  the  internal  saphenous  vein.  There 
is  thus  another  system  of  veins  which  returns 
blood  from  the  lower  extremity  posteriorly 
through  the  true  pelvis.  It  affords  a venous 
stream  or  by-pass  in  cases  of  thrombosis  involving 
the  other  main  channels. 

Refinements  in  surgical  technic  which  aim  at 
more  complete  elimination  of  the  venous  tree 
only  end  in  spurring  this  native  venous  instinct. 
The  author  predicts  that  there  will  not  be  a per- 
manent true  cure  of  varicose  veins  by  any 
method.  The  best  we  can  hope  for  is  elimination 
of  the  major  portion  of  the  pathology,  and  the 
maintenance  of  this  result  can  only  be  obtained  by 
periodic  control  of  new  formations.  The  ques- 
tion of  whether  this  process  can  eventually  stop 
is  yet  unanswerable.  In  an  experience  of  twenty 
years,  the  author  has  seen  only  arrest,  but  not  a 
cure,  of  this  mechanism. 

Follow-up  Treatment 

It  is  evident  that  a permanent  cure  for  varicose 
veins  is  impossible  at  the  present  time.  Surgery, 
while  it  shortens  the  course  of  treatment,  carries 
with  it,  beside  the  operative  risk,  a definite  inci- 
dence of  lymph  leg  formation.  The  author  is 
forced  to  the  conclusion  that  conservative  treat- 
ment by  sclerotherapy  remains  the  treatment  of 
choice  for  this  chronic  disorder.  The  important 
thing,  in  fact  the  vital  element,  is  repeated  check- 
up treatments. 

Varicogenesis,  which  will  continue  for  practi- 
cally the  lifetime  of  the  individual,  can  only  be 
held  in  check  by  periodic  treatment.  A sug- 
gested plan  of  observation  and  treatment  is  as 
follows:  The  initial  series  of  injections  must  be 
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completed  thoroughly.  The  saphenous  vein  and 
its  branches  must  be  sclerosed  up  to  the  fossa 
ovalis.  Communicating  veins  (“blow-outs”)  can 
also  be  injected  satisfactorily  after  they  are  lo- 
cated. Smaller  dilatations,  such  as  dilated 
venules,  must  be  dealt  with  and,  in  short,  as 
thorough  an  eradication  of  the  varicosed  vessels 
must  be  performed  as  possible. 

Following  the  initial  course  of  treatment,  the 
patient  is  instructed  to  report  in  six  months  for 
his  first  check-up.  It  is  important  for  anyone  do- 
ing this  type  of  work  to  have  a check-up  file  so 
that  he  can  notify  his  patients  and  see  to  it  that 
these  check-up  appointments  are  kept  strictly. 
At  the  six  months  check-up,  both  limbs  are  com- 
pletely surveyed  and  any  new  varicosities  are 
treated. 

The  second  check-up  should  be  performed  one 
year  later.  From  then  on,  the  frequency  of 
treatments  depends  upon  the  severity  of  the  con- 
dition. In  an  average  case,  yearly  check-ups  are 
advisable  until  signs  of  a slowing  up  of  the  varico- 
genesis  is  noted.  When  this  point  is  reached,  the 
time  interval  may  be  increased  to  two-  or  three- 
year  periods.  No  patient  should  be  discharged 
as  cured. 

Summary 

1.  In  an  experience  of  twenty  years,  the  au- 
thor has  never  seen  any  permanent  cure  of  varicose 
veins  by  either  injection  or  surgical  treatment,  or 
any  combination  of  these  methods. 

2.  In  recent  years,  there  has  been  an  increas- 
ing awareness  of  the  chronicity  of  varicose  veins. 

3.  There  have  been  two  cycles  of  surgery  and 
one  of  injection  treatment  during  the  past  hun- 
dred years. 

4.  Early  surgery  was  discarded  because  of 
poor  results. 

5.  The  condition  of  varicose  veins  is  part  of 
the  hereditary  syndrome  of  generalized  fascial 
weakness.  This  is  a defect  in  the  structural 
pattern  of  the  individual  and  cannot  be 
eradicated. 

6.  Individuals  with  varicose  veins  have  an 
inborn  tendency  toward  regrowth  of  varicose 


veins  (varicogenesis)  that  cannot  be  eliminated 
by  any  known  method. 

7.  Any  form  of  therapy  for  varicose  veins 
stimulates  collateral,  satellite,  and  anastomotic 
development.  Some  of  these  newly  formed  ves- 
sels again  become  varicosed,  causing  relapse. 

8.  Recanalization  is  generally  due  to  faulty 
technic. 

9.  Complete  surgical  removal  of  muscular 
perforators  and  their  branches  is  seldom  possible. 

10.  In  the  absence  of  proved  permanency  of 
cure  by  surgical  means,  injection  treatment  re- 
mains the  treatment  of  choice  in  most  cases. 

1 1 . This  form  of  therapy  must  be  followed  by 
consistent  and  repeated  check-up  treatments  dur- 
ing the  lifetime  of  the  individual. 

12.  The  author’s  own  sclerotherapy  series, 
with  and  without  previous  surgery,  substantiates 
the  above  conclusions  and  emphasizes  the  chronic- 
ity of  this  disorder. 

133  East  58th  Street 
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NUTRITIONAL  DISEASE  REGISTRY  ORGANIZED 


A Registry  of  Pathology  of  Nutritional  Diseases 
has  been  founded  for  the  purpose  of  collecting  and 
maintaining  pathologic  materials  and  selected  case 
records  of  nutritional  diseases.  Submission  of 
documented  material  is  invited. 

The  Registry  will  provide  consultation  services 


and  prepare  teaching  material  for  students  and  in- 
stitutions. A unit  of  the  American  Registry  of 
Pathology  of  the  Armed  Forces  Institute  of  Path- 
ology in  Washington,  D.C.,  the  Registry  is  spon- 
sored by  the  American  Institute  of  Nutrition— 
Metabolism,  March,  1952 


VASCULAR  CHANGES  IN  DIABETIC  AND  ARTERIOLOSCLEROTIC 
RETINOPATHY  OBTAINED  BY  A MODIFIED 
SOLUTION  OF  BENZYL  CINNAMATE 

Jacob  Jacobson,  M.D.,  New  York  City 


IN  THE  course  of  treatment  of  patients  affected 
with  deafness  complicated  with  tinnitus,  it 
was  established  that,  with  the  administration  of  a 
solution  of  benzyl  cinnamate,1  the  tinnitus  sub- 
sides to  a great  extent,  when  the  tinnitus  is  clin- 
ically characterized  by  noises  such  as  ringing, 
hammering,  bell  sounds,  sounds  of  singing  birds, 
or  dropping  water  sounds.  When,  however, 
patients  complain  of  a continuous  noise,  like  that 
of  escaping  steam,  or  seashell  noise,  the  solution 
of  benzyl  cinnamate  is  not  effective. 

It  has  also  been  observed  that  in  tills  latter 
type  of  tinnitus,  refractory  to  the  treatment  with 
the  solution  of  benzyl  cinnamate,  the  noises  are 
increased  when  the  heart  beats  are  accelerated  fol- 
lowing extra  effort  or  the  ingestion  of  a heavy 
meal.  This  fact  suggests  the  hypothesis  that  the 
anatomic  lesion  in  this  type  of  tinnitus  is  local- 
ized in  the  vessels  of  the  auditory  tract  where  the 
blood  stream  finds  difficulties  in  free  circulation 
through  the  vessels.  These  difficulties  may  be 
attributed  to  an  alteration  in  the  structure  of  the 
vessels  producing  a narrowing  of  the  lumen. 

With  this  fact  in  mind,  and  looking  for  a sub- 
stance which  would  be  able  to  modify  these  alter- 
ations in  the  vessels,  our  attention  was  first  di- 
rected toward  the  employment  of  cod-liver  oil  as 
a remedial  agent.  Hardin  has  established  that 
local  application  of  cod-liver  oil  accelerates  the 
liquefaction  of  necrotic  tissue,  promotes  the 
growth  of  healthy  granulations,  and  favors  a 


rapid  epithelization.2  Proto  has  demonstrated 
that  vitamin  A,  one  of  the  active  substances  of 
cod-liver  oil,  applied  locally  to  a wound,  favorably 
influences  its  repair  in  the  same  way  as  cod-liver 
oil.3 

The  combination  of  vitamin  A and  the  benzyl 
cinnamate  solution  results  in  a compound  which 
has  the  following  action:  The  vascular  changes 
provoked  at  the  site  of  the  lesion  by  the  action  of 
the  benzyl  cinnamate  solution4  will  permit  the 
vitamin  A to  reach  such  lesions  and  exercise  its 
beneficial  action  upon  the  pathology  of  the  walls 
of  the  vessels. 

The  clinical  results  obtained  with  this  modified 
solution  of  benzyl  cinnamate  were  encouraging. 
Many  patients  with  tinnitus  refractory  to  the 
treatment  with  the  solution  of  the  regular  benzyl 
cinnamate  were  improved  by  the  use  of  the  modi- 
fied solution,  and  the  progress  in  hearing  also  be- 
came more  noticeable. 

In  order  to  confirm  the  hypothesis  that  the 
modified  solution  acts  on  the  pathology  of  the 
vascular  wall,  the  action  of  this  drug  in  diabetic 
and  arteriolosclerotic  retinopathy  was  studied. 
These  lesions  offer  the  advantage  of  the  possibil- 
ity of  direct  observation  of  the  changes  in  the 
pathology  of  the  vessels  and  of  the  retina. 

Action  of  the  Modified  Solution  of  Benzyl 
Cinnamate  on  the  Vessels 

Formation  of  New  Vessels. — In  a previous  publi- 
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December  12,  1948  January  21,  1949  March  7.  1949 

Fig.  1.  Diabetic  retinopathy.  (A)  Fundus  hazy;  retina  slightly  edematous;  blood  columns  in  the 
arteries  and  veins  are  poorly  marked.  (15)  and  (C)  show  two  successive  changes  in  which  the  edema  are 
markedly  diminished  at  first  and  then  disappear.  The  outlines  of  arteries  and  veins  have  become  more 
distinct.  In  (C)  the  ratio  between  artery  and  vein  has  almost  returned  to  normal,  in  contrast  with  (A). 
(C)  shows  the  appearance  of  some  newly  formed  vessels  from  the  inferior  temporal  artery  and  vein. 
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Fig.  2.  Diabetic  and  hypertensive  retinopathy.  Preretinal  hemorrhage,  O.S.  (A)  Fundus  slightly 
hazy;  large  preretinal  hemorrhage  below  the  macula;  partial  star-shaped  exudate  between  the 
macula  and  the  papilla.  The  inferior  temporal  branch  of  the  retinal  vein  is  compressed  by  the  corre- 
sponding artery  below  the  margin  of  the  disk,  where  they  are  both  coalescent  and  their  blood  columns 
cannot  be  traced.  (B),  (C),  and  (D)  show  a gradual  regression  of  the  preretinal  hemorrhage  and  the 
edema.  The  outline  of  the  entire  vascular  tree  is  gradually  improving.  The  vessels  can  be  traced 
further  toward  the  periphery.  In  (D)  the  inferior  temporal  artery  becomes  almost  separated  from  the 
corresponding  vein  below  the  margin  of  the  disk  and  its  branches  are  easily  traced. 


cation  mention  was  made  of  the  fact  that  the 
solution  of  benzyl  cinnamate  provokes  the  forma- 
tion of  new  vessels.4  This  fact  was  clinically  es- 
tablished on  corneal  opacities  in  man  and  con- 
firmed experimentally  on  corneal  opacities  in 
animals.  The  cornea  itself,  however,  is  avascu- 
lar. It  is  only  in  pathologic  conditions  that  it 


becomes  vascularized.  The  cornea,  therefore,  is 
not  the  ideal  organ  for  investigation. 

Formation  of  new  vessels  has  been  observed  on 
the  Shrapnell  membrane  of  patients  affected  with 
chronic  conductive  type  of  deafness  treated  with 
the  drug.1  In  two  cases  of  chronic  pelvic  inflam- 
matory lesions  treated  with  12  injections  of  ben- 
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November  1,  1948  November  29,  1948  March  14,  1949 

Fig.  3.  Bilateral  arteriolosclerosis.  Macular  hole  O.S.  (A)  Marked  attenuation  of  arteries  is  easily 
visible.  There  is  no  difference  in  the  appearance  of  the  inferior  temporal  artery,  with  a branch  of  the 
inferior  temporal  vein,  which  accompanies  it.  The  blood  column  in  the  inferior  temporal  artery  is  inter- 
rupted in  several  places.  At  the  margin  of  the  disk,  the  inferior  temporal  artery  is  coalescent  with  a branch 
of  the  inferior  temporal  vein,  and  their  blood  columns  cannot  be  traced.  (B ) Fundus  clearer.  The  out- 
line of  the  vascular  tree  is  more  clearly  defined.  (C)  All  the  vessels  are  clearly  outlined  and  can  be  traced 
much  further  toward  the  periphery  than  in  (A).  The  difference  between  the  previously  mentioned  artery 
and  vein  is  clearly  visible.  The  blood  column  in  the  inferior  temporal  artery  is  continuous.  At  the  margin 
of  the  disk,  the  artery  becomes  almost  separated  from  the  vein,  and  its  blood  column  can  be  traced. 


zyl  cinnamate  solution  and  subsequently  oper- 
ated upon,  Markowitz  and  Vick  Ch'de  observed 
an  increased  vascularization  not  usually  found  in 
such  cases.5  The  advantage  of  observing  the  ac- 
tion of  the  drug  in  diabetic  and  arteriolosclerotic 
retinopathy  is  that  a careful  and  precise  observa- 
tion of  the  vascular  changes  is  possible  and  thus 
the  site  of  the  new  vessel  formation  may  also  be 
seen. 

The  formation  of  new  vessels  cannot  always  be 
considered  a favorable  sign,  as  in  the  formation  of 
new  vessels  in  retinitis  proliferant.  The  forma- 
tion of  new  connective  tissue  obstructs  the  venous 
returns,  which  in  turn  causes  the  formation  of 
new  dilated  vessels.  This  kind  of  new  vessel 
formation  must  be  considered  an  aggravating 
factor.  The  new  vessels  produced  by  this 
drug  are  of  a totally  different  type.  They  are 
formed  not  as  a result  of  strangulation  of  the 
vessels  by  new  connective  tissue,  but  as  a result 
of  action  upon  the  endarterioles  at  the  site  of  the 
lesion,  as  observed  in  the  cicatrization  of  wounds 
(Fig.  1). 

Effects  on  the  Arteries. — Following  the  adminis- 
tration of  the  modified  benzyl  cinnamate,  the 
column  of  the  blood  stream  in  the  arteries  be- 
comes more  translucid  and  more  sharply  defined. 
The  narrowing  of  the  arteries  decreases,  the 
sheathing  of  the  vessels  diminishes,  and  it  is  pos- 
sible to  observe  the  gradual  separation  of  the 
arterioles  from  the  veins  (Figs.  2 and  3).  These 
alterations  permit  better  filling  of  the  arteries 
with  the  increase  in  hydrostatic  and  osmotic 
pressures. 

Physiology  has  established  that  the  passage  of 


nutritive  substances  between  the  blood  and  the 
tissue  spaces  depends  on  the  hydrostatic  and  os- 
motic pressures.  Normally  these  pressures  are 
greater  in  the  ends  of  the  arterioles  than  in  the 
tissue  spaces.  The  nutritive  substances,  there- 
fore, pass  from  the  blood  into  the  tissue 
spaces.  When  the  arterioles  become  narrow', 
less  blood  is  circulated,  osmotic  and  hydrostatic 
pressures  are  diminished,  and  less  nutritive  sub- 
stances pass  from  the  blood  into  the  tissue,  re- 
sulting, first,  in  a local  ischemia  of  the  tissue  and, 
finally,  in  a degenerative  process. 

Following  the  administration  of  the  modified 
solution  of  benzyl  cinnamate,  as  a result  of  its 
action  mentioned  above,  the  pressures  in  the  ar- 
terioles will  be  increased,  and  a better  exchange 
between  the  nutritive  substances  of  the  blood 
and  the  tissue  will  follow. 

Effects  on  the  Veins. — The  column  of  the  blood  „ 
stream  in  the  veins  becomes  more  translucid  and  - 
more  sharply  defined,  following  the  use  of  the  • 
modified  benzyl  cinnamate  solution.  The  tortuos-  ■ 
ities  of  the  veins  and  the  caliber  of  the  dilated  . 
veins  diminish  gradually  (Figs.  1 and  4).  The 
quantity  of  circulating  blood  in  the  veins  will,  - 
therefore,  diminish,  and  the  hydrostatic  and  os-  : 
motic  pressure  in  the  veins  will  decrease. 
Physiology  has  established  that  the  osmotic 
and  hydrostatic  pressures  at  the  venous  cap- 
illaries are  lower  than  in  the  tissue  spaces.  : 
Therefore,  the  oxidized  metabolites  pass  from  the 
tissue  into  the  blood.  When  the  veins  are  tor- 
tuous and  dilated,  they  contain  more  blood,  ■ 
their  hydrostatic  and  osmotic  pressures  become 
greater  than  in  the  tissue  spaces,  less  oxi- 
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Fig.  4.  Diabetic  retinopathy.  (A)  Pronounced  congestion  and  edema.  The  veins  are  irregular  in 
caliber,  dilated,  and  tortuous.  The  arteries  are  pale  and  hardly  visible.  (B),  (C),  and  (D)  show  a 
gradual  regression  of  congestion  and  edema.  The  caliber  of  the  veins  approaches  normal  values. 
The  tortuosity  diminishes.  The  arteries  are  visible  and  clearly  outlined.  (The  increase  of  the  retinal 
degeneration  between  the  macula  and  the  inferior  temporal  vein  may  be  explained  by  spontaneous 
elimination  of  potential  necrotic  tissue  in  spite  of  its  normal  appearance  as  it  is  observed  in  cases  with 
gangrene,  where  the  amputation  is  performed  at  a distant  level  from  the  apparent  lesion.) 


dized  metabolites  pass  from  the  tissue  into 
the  blood,  and  passive  congestion  with  formation 
of  edema  will  result. 

The  modified  solution  of  benzyl  cinnamate, 
by  its  action  upon  the  pathology  of  the  veins,  as 
mentioned  above,  will  diminish  the  pressure  in 
the  veins  and  will  favor  the  elimination  of  the 
oxidized  metabolites  and  the  regression  of 
edema  and  congestion. 

Action  on  the  Tissue 

The  favorable  changes  in  the  pathology  of  the 


vascular  wall  at  the  site  of  the  chronic  inflamma- 
tory lesion,  following  the  use  of  modified  benzyl 
cinnamate  solution,  explains  to  a certain  extent 
the  mechanism  of  action  of  this  drug.  Clini- 
cally, the  action  of  this  drug  manifests  itself  by 
provoking  a regression  at  the  site  of  the  lesion,  in 
the  congestion,  in  the  edema,  in  the  infiltration, 
and  in  the  hemorrhages.  At  the  same  time,  by 
improving  the  circulation  in  an  affected  area,  this 
drug  will  make  this  area  less  vulnerable  to  new 
accumulations  of  chronic  inflammatory  changes. 

The  clinical  results  obtained  with  this  drug  in 
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the  treatment  of  diabetic  and  arteriolosclerotic 
retinopathy  are  encouraging.  In  a series  of  33 
cases  treated  with  this  drug,  in  which  the  cases 
were  chosen  among  patients  who  had  not  been 
improved  by  previous  methods  of  therapy  and 
whose  vision  was  gradually  diminishing,  25  ex- 
perienced an  improvement  of  vision  in  various 
degrees.*  (Details  of  these  cases  will  be  reported 
separately.) 

The  degree  of  improvement  of  vision  depends 
on  the  pathology  of  the  nerve.  When  there  is  a 
destruction  of  its  integrity,  no  improvement  can 
be  expected,  but  when  vision  is  impaired  because 
there  is  a lack  of  blood  supply  to  the  nerve,  as  in 
arteriosclerosis,  or  when  the  perceptive  power  of 
the  nerve  endings  is  reduced  by  an  inflammatory 
condition  which  involves  them,  the  use  of  this 
drug  will  improve  the  vision. 

The  results  obtained  by  the  action  of  this  drug 
upon  the  optic  nerve  are  parallel  and  similar  to 


those  observed  in  its  action  upon  the  auditor}’ 
nerve.  In  dealing  with  cases  of  nerve  type  of 
deafness,  in  which  the  nerve  endings  are  de- 
stroyed,  no  results  are  obtained.  In  cases  of 
nerve  type  of  deafness  in  which  the  nerve  endings 
are  functionally  impaired,  the  drug  will  cause 
an  improvement  in  hearing,  as  has  been  con- 
firmed repeatedly  by  audiogram  studies. 

225  Central  P.ark  West 
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* Since  this  paper  was  submitted  for  publication,  I have 
observed  encouraging  results  in  the  treatment  of  arterioscle- 
rotic lesions  of  the  lower  extremities. 
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THE  recent  favorable  report  of  Hollander  and 
his  associates,  regarding  the  treatment  of 
various  rheumatic  conditions  by  the  instillation 
of  hydrocortisone  (17-hvdroxycorticosterone  or 
Compound  F)  intra-articularly,  has  aroused 
widespread  interest.1  The  successful  response 
of  degenerative  joint  disease  to  this  regimen  was 
particularly  noteworthy.  Such  a simple,  non- 
toxic, relatively  inexpensive  procedure,  producing 
a rapid  and  prolonged  ameliorating  effect,  would 
be  a welcome  addition  to  our  methods  of  treat- 
ing degenerative  joint  disease. 

A clinical  study  and  appraisal  of  the  value  of 
hydrocortisone  introduced  directly  into  the 
osteoarthritic  joint  seem  indicated.  The  oppor- 
tunity to  treat  and  study  36  patients  has 
prompted  this  report.* 

Material 

Selection  of  Patients. — Of  the  36  patients,  31 
had  knee  joint  and  five  hip  joint  disease.  The  31 
knee  joint  patients  included  six  males  and  25 
females.  One  hip  joint  patient  was  male,  and 
four  were  female.  The  ages  were  as  follows: 


Age 

Number 

(Years) 

of  Cases 

Knee  Joint  Over  70 

5 

60  to  69 

4 

50  to  59 

20 

Under  50 

2 

Hip  Joint  Over  70 

3 

60  to  69 

1 

Under  50 

1 

Total 

36 

Classification  of  Cases. — Cases 

were  classified 

according  to  clinical  severity  and 
changes  as  follows: 

Clinical  Severity 

roentgenologic 

Number 
of  Cases 

Knee  joint  Very  marked 

5 

Marked 

12 

Moderate 

13 

Minimal 

1 

Hip  joint  Veiy  marked 

5 

* Hydrocortisone  acetate  for  this  study  was  supplied  by 
Dr.  James  M.  Carlisle  and  Dr.  Elmer  Alpert  of  the  Medical 
Department,  Merck  and  Company,  Rahway,  New  Jersey. 


Roentgenologic  Changes 

Number 
of  Cases 

Knee  joint 

Extensive 

7 

Moderately  extensive 

9 

Moderate 

8 

Minimal 

7 

Hip  joint 

Extensive 

3 

Methods 

Moderately  extensive 

2 

Injection  of  the  knee  joint  followed  the  pro- 
cedure outlined  by  Hollander.1  Injection  of 
the  hip  joint  was  by  the  posterolateral  approach.2 

Early  in  the  study  25  mg.  of  hydrocortisone 
were  introduced  into  the  knee  joint  and  37.5 
mg.  into  the  hip.  Subsequently,  37.5  mg.  were 
injected  into  the  knee  and  50  mg.  were  employed 
on  several  occasions  in  the  hip.  The  strength 
of  the  solution  of  hydrocortisone  was  25  mg.  to 
each  cubic  centimeter. 

Injections  were  given  at  weekly  intervals. 
When  initial  treatment  was  unsuccessful,  fur- 
ther weekly  injections  were  performed  wherever 
feasible.  In  several  instances  as  many  as  six 
instillations  were  administered.  In  general, 
when  after  three  successive  injections  there  was 
no  appreciable  improvement,  therapy  was  dis- 
continued. Where  initial  treatment  was  success- 
ful, distinct  return  of  symptoms  was  the  indica- 
tion for  additional  injection  of  hydrocortisone. 

Results 

Tables  I to  V evaluate  the  results  of  this 
study.  The  classifications  employed  are  as  fol- 
lows: very  satisfactory,  satisfactory,  fair,  and 
failure. 

Results  in  Knee  Joint  Patients. — A simple  over- 
all report  of  the  response  of  a number  of  arthritic 
joints  to  a new  treatment  is  not  very  valuable. 
Varying  factors  warrant  consideration  and  presen- 
tation. Among  the  more  important  are  the 
pretreatment  clinical  status;  measurements  of 
joint  size,  temperature  changes,  and  range  of 
motion;  the  patient’s  activities  and  occupation; 
the  duration  as  well  as  the  degree  of  response  to 
treatment;  the  necessity  for  retreatment.  The 
patient’s  report  and  the  observations  of  his  move- 
ments (does  he  still  limp?  howr  wide  a step  cap 


975 


076 


SELVAN  DAVISON 


[N.  Y.  State  J.  M. 


TABLE  I. — Over-all  Results  is-  36  Cases 


Knee 

Hip 

Very  satisfactory 

8 

3 

Satisfactory 

3 

1 

Fair 

9 

0 

Failure 

11 

1 

TABLE  II. — Results  with  Respect  to  Clinical  Severity 
(Knee) 

Very 

Marked  Marked 
(5  Cases)  (12  Cases) 

Moderate  Minimal 
(13  Cases)  (1  Case) 

Very  satisfactory  1 0 

Satisfactory  0 2 

Fair  2 5 

Failure  2 5 

6 1 

1 0 

2 0 

4 0 

TABLE  III. — Results  with  Respect  to  Extent  of 
Roentgenologic  Change  (Knee) 


Exten- 

sive 

(7  cases) 

Moder- 

ately 

Exten- 

sive 

(9  cases) 

Moderate  Minimal 
(8  cases)  (7  cases) 

Very  satisfactory 

0 

1 

3 

4 

Satisfactory 

2 

0 

0 

i 

Fair 

3 

3 

2 

i 

Failure 

2 

5 

3 

i 

he  take?  how  well  does  he  manage  stairs?)  are 
invaluable,  since  so  often  in  degenerative  joint 
disease,  a noninflammatory  condition,  specific 
objective  measurements  in  and  around  the  joint 
reveal  little  or  no  change. 

It  must  be  remembered  that  many  treatments 
are  utilized  in  degenerative  joint  disease  (e.g., 
physiotherapy,  procaine  injections,  radiotherapy, 
etc.),  and  each  can  claim  successful  results  per- 
sisting for  days  to  weeks.  An  example  of  the 
necessity  for  thorough  evaluation  prior  to  draw- 
ing conclusions  is  found  in  Case  3,  in  which  there 
was  moderate  relief  for  two  weeks  following  the 
initial  injection  of  25  mg.  of  hydrocortisone. 
With  each  subsequent  injection  the  relief  interval 
narrowed,  so  that  after  the  fifth  injection  (37.5 
mg.)  no  benefit  occurred,  and  the  patient’s  condi- 
tion was  essentially  the  same  as  prior  to  treat- 
ment. The  result  here  must  be  considered  a 
failure,  although  a report  following  only  the  first 
treatment  would  have  placed  it  in  a moderately 
successful  category.  On  the  other  hand,  in 
Case  2,  only  after  three  injections  at  weekly 
intervals  was  a favorable  response  obtained. 

Results  with  Respect  to  Objective  Measure- 
ments.— Measurement  of  the  range  of  motion 
and  the  circumference  of  the  joints  was  performed 
in  all  patients  pie-  and  postinstillation  of  hydro- 
cortisone. Twenty-one  cases  presented  measura- 
ble limitation  of  motion,  much  more  marked  in 
flexion  than  extension.  In  calculating  the  angle 
formed  by  the  knee  joint,  only  in  six  instances 
was  a distinct  change  tabulated,  even  at  the 


TABLE  IV. — Results  with  Respect  to  Duration  of 
Symptoms  (Knee) 


Under  6 

6 to  12 

1 to  2 

2 to  5 

Over  5 

Months 

Months 

Years 

Years 

Years 

Very  satisfactory 

6 

2 

0 

0 

0 

Satisfactory 

1 

0 

0 

1 

1 

Fair 

2 

1 

1 

2 

3 

Failure. 

2 

1 

1 

4 

3 

TABLE  V. — Duration  op  Benefit  i 

n Weeks  (Knee) 

Following  1 
Injection  of  25 

Following  Multiple 

Mg.  or  37.5  Mg. 

Injections 

Less  than  1 week 

11 

6 

1 to  2 weeks 

7 

5 

2 to  3 weeks 

5 

1 

More  than  3 weeks 

8 

2 

In  only  five  instances  did  initial  treatment  produce  a satis- 
factory response  lasting  one  or  more  months.  In  each  of 
these,  roentgenologic  changes  were  minimal  or  absent  and 
the  duration  of  symptoms  had  been  only  one  to  two  months. 


greatest  extent  of  improvement.  Beneficial 
objective  articular  changes,  such  as  alteration  in 
skin  temperature,  degree  of  motion,  and  circum- 
ference were  not  remarkable,  and  by  these  stand- 
ards alone,  hydrocortisone  was  unsuccessful. 


Results  in  Hip  Joint  Patients. — The  pathologic 
changes  associated  with  malum  coxae  senilis  are 
so  severe  that  extensive  restitution  of  joint  motion 
is  rare.  Distinct  relief  of  pain,  even  though  limp- 
ing and  halting  steps  remain,  is  extremely  desira- 
ble. A lien  accompanied  even  by  seme  degree  of 
increased  range  of  activity,  the  result  must  be 
considered  satisfactory.  In  tins  respect  three 
patients  reported  definite  and  very  satisfactory 
progress  with  each  injection  of  37.5  mg.  Resting 
pain,  both  night  and  day,  disappeared  almost 
entirely.  Objectively,  these  three  patients  could 
then  perform  hitherto  impossible  activities. 
Stairs  were  climbed,  treatment  tables  were 
mounted  unaided  or  with  very  little  help,  and  the 
patients  walked,  not  with  their  previous  shuffling 
gait,  but  with  actual  steps,  at  a faster  pace  and 
for  longer  distances.  Although  far  from  well, 
they  were  very  pleased  with  their  improvement 
and  indicated  desire  to  continue  treatment.  A 
fourth  case  was  a complete  failure,  even  after 
many  weeks  of  injections  of  either  37.5  or  50  mg. 
of  hydrocortisone  on  each  occasion.  A fifth 
patient  improved  after  the  initial  injection  but 
was  hospitalized  two  weeks  later  with  another 
illness. 


Undesirable  Side-Reactions  to  Hydrocortisone 
I ntra^arlicularlij . — In  seven  instances  there  was] 
severe  reactive  pain  following  the  injection  of 
hydrocortisone.  This  occurred  usually  about 
two  hours  afterward  and  persisted  for  several 
hours.  This  initial  reaction  did  not  preclude  a 
good  result. 

No  episodes  of  joint  infection  were  noted. 
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Systemic  manifestations  of  hypercortisonism, 
(hirsutism,  moon-facies,  glycosuria)  were  absent. 

Comments 

The  impression  from  the  results  cited  above  is 
that  hydrocortisone  injected  intra-articularly 
is  of  benefit  in  some  cases  of  degenerative  joint 
disease. 

1.  Four  cases  reported  as  failures  received 
only  one  injection  of  25  mg.  of  hydrocortisone 
intra-articularly.  Three  cases  were  unresponsive 
to  three  or  more  weekly  injections  of  25  mg. 
Four  unsuccessful  courses  of  three  or  more  weekly 
injections  of  37.5  mg.  were  reported.  The  possi- 
bility of  benefit  accruing  from  more  frequent  and 
higher  doses,  particularly  in  the  four  patients 
who  received  a single  treatment,  must  be  con- 
sidered. Conversely,  good  results  followed  one 
injection  of  25  mg.  in  six  cases,  and  three  patients 
were  greatly  relieved  by  two  treatments  of  25  mg. 
each. 

2.  A total  of  25  mg.  per  dose  is  probably 
insufficient  in  many  instances,  and  since  37.5 
mg.  carries  no  greater  risk,  it  should  be  employed 
initially,  both  in  knee  and  hip  joints. 

3.  After  an  initial  improvement  of  several 
days  in  a number  of  patients,  further  intra-articu- 
lar  instillations  of  hydrocortisone  were  without 
value. 

4.  When  no  appreciable  improvement  was 
reported  after  three  successive  weekly  injections, 
further  treatment  was  not  considered  practicable. 

5.  In  no  instance  was  there  greater  pain  and/ 
or  disability  following  discontinuation  of  treat- 
ment. 

6.  In  the  knee  joint  cases,  with  three  excep- 
tions, there  was  close  correlation  between  the 
clinical  picture  and  roentgenologic  changes,  and 
the  response  to  hydrocortisone  therapy. 

7.  The  remarkable  results  in  three  of  five 
cases  of  malum  coxae  senilis,  and  at  least  moderate 
success  in  one  other,  is  out  of  proportion  to  the 


results  in  degenerative  joint  disease  of  the  knee. 
No  explanation  for  this  discrepancy  is  offered. 

Summary 

1.  Thirty-one  cases  of  degenerative  joint 
disease  of  the  knee  were  treated  by  the  instilla- 
tion of  hydrocortisone  acetate  intra-articularly. 
The  results  were  as  follows:  8 very  satisfactory, 
3 satisfactory,  9 fair,  and  11  failures. 

2.  Five  cases  of  degenerative  joint  disease 
of  the  hip  were  similarly  treated.  The  results 
were  as  follows:  3 satisfactory,  1 fair,  and  1 
failure. 

Conclusion 

This  study  indicates  that  hydrocortisone  ace- 
tate employed  intra-articularly  is  a useful  but 
limited  remedy  in  degenerative  joint  disease,  and 
while  it  is  often  effective,  results  in  individual 
cases  are  unpredictable. 

Addendum. — Since  this  article  was  submitted 
for  publication  (August,  1952),  an  additional 
series  of  patients  with  degenerative  joint  disease 
of  the  knee  and  the  hip  has  been  treated  by  the 
intra-articular  instillation  of  hydrocortisone. 
In  no  case  was  the  initial  dose  less  than  1.5  cc. 
The  results,  on  the  whole,  have  continued  to  be 
favorable.  A slightly  higher  percentage  of 
patients  was  benefited  than  in  the  first  series,  a 
fact  which  may  be  partly  accounted  for  by  the 
augmented  initial  injection.  Generally,  the 
results  again  closely  paralleled  the  clinical  and 
roentgenologic  findings. 

129  East  79th  Street 

The  cooperation  of  Dr.  Kurt  Hirschfeldt,  re3ident-in-chief 
at  the  Home  for  Aged  and  Infirm  Hebrews,  is  gratefully 
acknowledged. 

References 

1.  Hollander,  J.  L.,  Brown,  E.  M.,  Jr.,  Jessar,  R.  A.,  and 
Brown,  C.  Y.:  J.A.M.A.  147:  1029  (Dec.  22)  1951. 

2.  VVeissman,  A.:  New  Yoke  State  J.  Med.  52:  333 

(Feb.  1)  1952. 


FILM’CLEARED  FOR  TV 
Three  films  produced  by  the  Metropolitan  Life 
Insurance  Company  recently  were  cleared  for  use  on 
educational  and  public  service  television  programs: 
‘‘Once  Upon  a Time” — a ten-minute  animated  car- 
toon dealing  with  state  and  highway  safety;  “Proof 
of  the  Pudding” — a ten-minute  dramatic  presenta- 
tion showing  the  essentials  of  good  nutrition  and  the 
relation  between  diet  and  health;  “Be  Your  Age” — 
an_ll* l 2/2-minute_drama  depicting  middle-aged,  over- 


weight “John’s”  recovery  from  a heart  attack  and 
his  subsequent  adjustment  to  living  with  a handi- 
capped heart. 

The  films  are  available  to  county  medical  so- 
cieties who  desire  to  cosponsor  these  films  on  tele- 
vision. They  may  be  secured  from  Metropolitan 
Life  Insurance  Company,  1 Madison  Avenue, 
New  York  10,  New  York. — American  Medical 
Association  News,  Notes  February,  1953 


PRESENT-DAY  PHYSIOLOGY  AND  MANAGEMENT  OF 
HYPERTHYROIDISM 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery,  St.  Peter's  Hospital) 


THE  extremely  beneficial  results  obtained  in 
the  treatment  of  thyroid  diseases  stem  di- 
rectly from  the  great  discoveries  made  in  recent 
years.  During  these  same  years  of  thyroid  dis- 
coveries, there  has  not  been  much  development 
in  the  elucidation  of  thyroid  physiology.  An  in- 
creasing knowledge  of  thyroid  physiology  has  not 
kept  pace  with  the  advancement  in  therapy. 
There  has  been  an  elaboration  of  factual  informa- 
tion known  previously;  however,  no  startling  new 
facts  have  been  unfolded  which  differ  in  essen- 
tials from  those  already  known.  There  has  been 
a publication  on  thyroid  physiology  which  cor- 
relates known  facts  in  a concise  form.1  It  is  re- 
peated here  briefly  because  it  elucidates  thyroid 
physiology  in  an  uncomplicated  manner. 

Physiology  of  the  Thyroid  Gland 

The  thyroid  gland  is  not  essential  as  a physio- 
logic organ,  but  it  is  necessary  for  the  maintenance 
of  health.  Its  active  hormone  is  called  thyroxin 
(tetraiodothyronine) . Thyroxin  appears  to  be 
the  active  group  of  iodothvroglobulin  which  is 
considered  by  many  physiologists  to  be  the  true 
thyroid  autocoid ; however,  since  thyroxin  is  the 
active  segment,  it  is  acknowledged  to  be  the  thj^- 
roid  hormone.  When  thyroid  extract  is  given 
either  to  an  experimental  animal  or  to  a human 
being,  it  is  taken  up  by  the  thyroid  gland,  stored 
there,  and  firmly  bound  therein.  This  is  an  im- 
mediate process. 

Under  physiologic  activity  the  function  of  the 
thyroid  gland  is  to  manufacture  thyroxin.  Thy- 
roxin in  turn  has  the  function  of  maintaining  the 
metabolic  rate.  By  means  of  its  varied  activity, 
it  alters  the  metabolism  in  accordance  with  the 
changing  body  physiology.  Iodothvroglobulin 
(through  its  active  chemical  group  thyroxin)  ac- 
celerates the  oxidation  of  proteins,  fats,  and  car- 
bohydrates. It  also  increases  the  elimination  of 
calcium  and  magnesium.  Thyroxin  acts  directly 
on  the  cardiac  muscle  to  produce  tachycardia. 
Tachycardia  continues  even  after  thyroxin  ceases 
to  be  administered  and  stops  only  after  the  effect 
of  the  drug  has  been  dissipated.  Experimentally, 
a thyroxin-stimulated  rabbit’s  heart  continues  to 
have  tachycardia  for  several  hours  even  after  the 
heart  has  been  placed  in  Ringer-Locke  solution. 

A diminution  in  thyroid  secretion,  due  either 
to  inadequate  iodine  intake  or  partial  thyroidec- 
tomy, results  in  a compensatory  hypertrophy  of 


the  gland.  The  immediate  causative  factor  for 
this  hypertrophy  is  the  antuitary  thyrotrophic  1 
hormone  from  the  pituitary  gland.  Parenteral  j 
injection  of  the  antuitary  thyrotrophic  hormone 
will  produce  a compensatory  hypertrophy  similar  § 
in  character  to  that  seen  in  the  thyroid  remnant  «} 
following  partial  thyroidectomy.  The  thyroid  1 
and  antuitary  glands  are  intrinsically  allied  to  I 
each  other. 

When  there  is  an  insufficient  systemic  thyroid  V 
hormone,  the  antuitary  is  stimulated  to  manufac-  I 
ture  more  thyrotrophic  hormone  in  order  to  replen-  . 
ish  the  deficit.  Alien  an  adequate  quantity  of  1 
circulating  thyroid  hormone  is  produced,  the  II 
antuitary  is  inhibited  and  the  thyrotrophic  hor-  I 
mone  is  no  longer  produced  to  stimulate  the  thy- 1 
roid  gland.  In  the  etiology  of  toxic  goiter  both  f 
thyroxin  and  thyrotrophic  hormone  plus  all  those  I 
factors  which  affect  these  hormones  must  be  con-  1 
sidered  and  evaluated. 

Exophthalmic  goiter  and  goiter  without  exoph-  I 
thalmos  are  the  result  of  excessive  secretion  of  I 
antuitary  thyrotrophic  hormone.  In  exophthal-  1 
mic  goiter  the  antuitary  is  stimulated  by  an  un-  j 
known  factor.  In  hyperthyroidism  without  ex-  I 
ophthalmos  the  antuitary  is  overactive  because  ,| 
there  is  an  insufficient  thyroid  secretion  so  that 
the  inhibiting  mechanism  blocking  the  secretion  * 
of  the  thyrotrophic  hormone  is  not  available.  Ir- 
respective of  the  innumerable  theories  advanced  ; 
in  the  etiologic  discussions  on  hyperthyroidism, 
one  factor  always  remains.  This  factor  is  the 
antuitary  thyrotrophic  hormone,  the  indispensable 
agent  which  produces  the  increase  in  thyroid 
gland  activity. 

Management  of  Hyperthyroidism 

Hyperthyroidism  falls  into  three  categories,  ac- 
cording to  the  major  pathology  noted  in  the  thy- 
roid gland.  These  are  (1)  primary  hyperthyroid-  I 
ism  with  or  without  exophthalmos,  (2)  adenoma-  I 
tous  goiter  with  secondary  hyperthyroidism  I 
(this  includes  toxic  adenoma),  and  (3)  thyroid  ] 
cancer. 

In  recent  years  several  new  discoveries  have  I 
been  made  which,  when  applied  to  thyroid  dis-  I 
ease,  have  proved  beneficial.  Certain  physiologic  ' 
interpretations  have  added  to  the  understand-:  I 
ing  of  the  ability  of  the  glands  to  concentrate  the  I 
iodide  ion  (often  spoken  of  as  iodine  trapping).  I 
This  trapping  is  not  the  same  as  the  thyroid’s  I 
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physiochemical  ability  to  elaborate  iodine  into 
thyroid  hormone.  This  knowledge  has  been  un- 
folded by  observation  of  the  pharmacologic  reac- 
tions following  the  administration  of  goitrogenic 
drugs. 

Thiocyanate  prevents  the  concentration  of  io- 
dide within  the  thyroid  gland,  and  the  thiouracil 
compounds  allow  the  absorption  of  iodide  but  in- 
hibit the  physiochemical  transformation  of  iodine 
into  the  hormone.  It  is  further  believed  that  the 
antithyroid  drugs  actually  prevent  the  formation 
of  thyroxin.2 

With  this  newly  gained  physiochemical  and 
pharmacologic  knowledge  a great  change  has 
taken  place  in  the  treatment  of  hyperthyroidism. 
Present-day  treatment  of  hyperthyroidism  re- 
solves around  a choice  of  three  methods.  Two 
are  medical  and  one  is  surgical.  The  medical 
methods  are  radioactive  iodine  and  the  thiourea 
drugs,  and  the  surgical  method  is  thyroidectomy. 

Radioactive  Iodine 

The  introduction  of  radioactive  iodine  therapy 
(1941)  and  the  utilization  of  the  thiouracil  drugs 
(1943)  have  provided  the  medical  therapeutic 
agents.  The  radioactive  isotopes  of  iodine  give 
off  an  intense  radiation.  The  mode  of  action  in 
suppressing  hyperthyroidism  can  be  explained 
physiologically.  The  thyroid  cell  needs  iodine 
for  hormone  production  and  the  hyperthyroid 
cell,  more  than  the  normal  cell,  is  “hungry”  for 
iodine.  Hence,  these  hyperthyroid  cells  readily 
grasp  the  iodine  containing  the  radioactive  iso- 
topes. The  isotope  in  inorganic  iodine  contains 
a large  dose  of  radiation  which  is  readily  delivered 
to  the  overactive  thyroid  cells.  If  the  dose  is 
sufficient,  actual  necrosis  of  the  thyroid  cell  can 
result. 

Radioactive  iodine  is  administered  either  in 
single  dose  or  in  divided  doses,  according  to  the 
radiologist’s  preference  for  technic.  Relief  from 
thyrotoxicosis  is  complete  if  a sufficient  dose  of 
radioactive  iodine  is  given.3  Surprisingly,  no 
great  damage  to  the  parathyroid  glands  has  been 
reported  following  the  administration  of  radioac- 
tive iodine.4 

The  major  disadvantage  of  radioactive  iodine 
is  the  possibility  of  delayed  carcinoma  formation. 
It  should  be  given,  therefore,  only  to  patients  in 
whom  this  question  may  not  arise.  It  may  be 
given  to  other  individuals  in  whom  this  disadvan- 
tage is  outweighed  by  greater  disadvantages 
which  would  result  if  another  form  of  therapy 
were  chosen.  It  is  the  therapy  of  choice  in  the 
geriatric  patient  who  is  a poor  operative  risk  or  in 
an  individual  who  has  had  recurrences  following 
one  or  two  thyroidectomies. 

Radioactive  iodine  is  not  the  treatment  of 
choice  in  adenomatous  goiter  with  hyperthyroid- 


ism for  the  following  reasons:  (1)  There  is  a 
high  incidence  of  carcinoma  in  adenomatous 
goiter.  (2)  Dosages  would  have  to  be  high  and 
would  have  to  be  repeated  at  intervals.  (3) 
Size  of  the  goiter  may  not  recede.  If  it  does, 
nodules  may  persist  which  may  necessitate  sur- 
gical removal. 

The  Antithyroid  Drugs 

Astwood’s  introduction  of  the  thiouracil  com- 
pounds showed  that  these  drugs  block  the  elabora- 
tion of  iodine  into  the  hormone.  With  this  block- 
age there  is  an  increase  in  the  activity  of  the 
antuitarv  on  the  thyroid  cells  causing  hyper- 
plasia. The  anatomic  result  of  these  drugs  on 
the  thyroid  gland  is  the  direct  opposite  of  the 
effect  produced  by  iodine.  Iodine,  when  given 
with  the  thiouracil  compounds,  is  able  to  produce 
involution  of  the  gland  in  spite  of  the  thiouracil. 
It  is  possible  to  control  the  thyroid  function  of 
almost  any  degree  of  toxicity  by  varying  the 
dosage  of  the  antithyroid  drugs.  It  is  a common 
practice  to  administer  large  doses  initially  and 
then  to  reduce  the  dosage  when  a normal  meta- 
bolic rate  has  been  reached. 

The  judicious  use  of  the  thiouracil  drugs  re- 
sults in  a satisfactory  control  of  hyperthyroidism. 
A very  high  recurrence  of  toxic  symptoms  occurs 
following  the  withdrawal  of  these  drugs.  There- 
fore, the  drug  must  be  administered  until  the 
metabolism  is  normal  for  six  to  sixteen  months  in 
order  to  assure  a cure.  Even  after  this  long 
period  of  treatment  50  per  cent  have  a recur- 
rence.5 Thus,  another  form  of  therapy  may  be 
necessary  to  produce  a cure  even  after  prolonged 
use  of  the  antithyroid  drugs. 

In  the  beginning,  thiourea  and  thiouracil  were 
the  only  drugs  available.  Thiourea  was  bitter 
to  the  taste  so  that  thiouracil  was  preferred  by 
the  patient.  This  drug,  however,  was  quite 
toxic,  and  constant  observation  was  imperative. 
Three  new  drugs  were  developed  which  had  less 
toxic  reactions,  methvlthiouracil,  mercaptoimi- 
dazole  and  propylthiouracil.  The  latter  drug  is 
preferable  because  of  its  low  toxicity.  More 
recently,  two  iodinated  thiouracil  compounds 
have  been  manufactured.  Use  of  these  iodinated 
drugs  has  not  been  extensive  so  that  an  exact 
evaluation  of  them  cannot  be  made  at  this  time. 

The  possibility  that  thiourea  compounds  might 
have  a carcinogenic  tendency  is  a warning  against 
their  use  in  certain  individuals.  For  this  reason 
it  is  not  the  treatment  of  choice  in  simple  thyroid 
adenoma  where  the  incidence  of  a hidden  malig- 
nancy may  be  as  high  as  8 per  cent.  It  should  not 
be  administered  over  a long  period  of  time  in 
adenomatous  goiters  for  the  same  reason.  In 
any  patient  who  has  received  the  antithyroid 
drugs  over  a period  of  years  the  possibility  of 
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malignant  changes  should  be  remembered.  Any 
unusual  increase  in  size  of  a goiter  under  this 
form  of  therapy,  especially  if  this  increase  is 
asymmetric,  should  be  an  indication  for  surgical 
intervention. 

Surgical  Treatment 

Mortality  and  morbidity  following  thyroid 
procedures  are  rapidly  fading  away,  a result  due 
in  a great  measure  to  the  excellent  preoperative 
regimens  employing  the  antithyroid  drugs.  The 
thyroid  patient  today  is  operated  upon  similarly 
to  any  normal  person.  No  “stealing”  of  the 
thyroid  under  Avertin  anesthesia  is  now  neces- 
sary. Among  the  advantages  of  surgical  inter- 
vention are  the  following:  (1)  The  pathology  is 
definitely  established.  (2)  The  presence  of  can- 
cer is  detected  and  radical  surgery  can  be  per- 
formed immediately.  (3)  Prolonged  medical  ther- 
apy is  eliminated.  (4)  The  goiter  is  removed  by 
surgery.  Antithyroid  drugs  may  even  increase 
the  size  of  the  gland.  Radioactive  iodine  may 
diminish  the  size  of  the  goiter  but  the  hidden 
possibility  of  malignancy,  at  some  future  date, 
remains.  (5)  Operative  therapy  produces  no 
carcinogenic  activity. 

Thyroid  Cancer 

The  pathologic  classifications  of  thyroid  cancers 
have  often  been  confusing.  From  the  point  of 
view  of  therapy  the  pathologic  slide  is  all  impor- 
tant only  in  so  far  as  it  identifies  the  type  of  cancer. 
Cope  has  suggested  that  what  “really  concerns  us 
in  the  treatment  of  cancer  is  the  biologic  behavior 
of  the  tumors.”3  This  seems  to  be  a very  rational 
approach  to  the  problem. 

A survey  of  thyroid  cancer  from  the  biologic 
point  of  view  collects  these  cancers  into  three 
groups  :3 

1.  Thyroid  cancer  similar  to  that  seen  else- 
where in  the  human  body,  i.e.,  a disease  of  the 
middle  age  and  the  geriatric  group.  In  this 
group  are  found  the  undifferentiated  cancers  and 
adenocarcinomas. 

2.  The  commonest  form  of  thyroid  malignancy 
is  papillary  adenocarcinoma.  These  cancers  of 
the  thyroid  are  encountered  in  children  and  adults 
and  are  distributed  equally  in  all  decades  of  life. 
They  are  no  more  malignant  in  children  than  in 
adults.  The  papillary  cancers  are  slow  growing 
but  metastasize  early  to  the  lymph  nodes  where 
the  tumor  may  remain  for  months  or  years. 
Since  they  invade  slowly  and  remain  in  the  lymph 
nodes  for  a long  time,  radical  surgery  offers  a good 
prognosis. 

3.  A hybrid  type  of  thyroid  cancer  often  called 
“benign  metastasizing  goiter”  or  metastasizing 


adenoma  has  been  mentioned  in  the  litera- 
ture. The  primary  thyroid  lesion  appears  to  be 
benign,  but  distant  metastases  may  occur  in  the 
bones  (it  avoids  the  lungs).  This  type  has  been 
reported  in  the  later  decades  of  life.  Hurthle 
cell  adenomas  may  belong  to  this  group. 

The  treatment  of  tlwroid  cancer  is  radical. 

It  includes  surgery,  high  voltage  radiation,  or 
radioactive  iodine.  A combination  of  these 
three  methods  is  the  usual  procedure.  Hormonal 
therapy  has  not  been  established  as  an  accepted 
method  of  therapy. 

Surgery  is  the  oldest  and  most  commonly  used 
therapeutic  method.  High  voltage  radiation  is  I 
an  ancillary  supplement  and  is  palliative  in  the  • 
undifferentiated  cancers.  Radioactive  iodine  is  | 
most  effective  in  two  forms  of  cancer:  (1)  the  j 
differentiated  adenocarcinoma  and  (2)  the  dif- 
ferentiated metastasizing  adenoma  (in  the  original 
lesion  it  often  appears  benign). 

Conclusions 

1.  Given  a patient  with  hyperthyroidism  1 
(without  evidence  of  cancer)  three  methods  of  I 
therapy  are  available. 

2.  These  methods  are  radioactive  iodine,  I 
antithyroid  drugs,  or  surgery. 

3.  Radioactive  iodine  therapy  is  the  simplest  ] 
method  for  the  patient.  Its  greatest  disadvan-  j 
tage  is  the  possibility  of  late  carcinogenesis. 

4.  Antithyroid  drug  therapy  is  simple  for  the  j 
patient.  Its  greatest  disadvantages  are  pro-  J 
longed  administration  of  the  drug,  a high  recur-  f 
rence  rate  when  the  drug  is  stopped,  and  the  dan-  I 
ger  of  carcinogenesis. 

5.  Surgery  is  still  the  time-tried  standard  of  1 
bringing  prompt  relief.  Moreover,  surgery  en-  1 
ables  the  pathologist  to  identify  properly  the 
underlying  disease. 

6.  The  rapidly  falling  morbidity  and  mor- 
tality following  thyroidectomy  eliminate  the  ob- 
jections to  surgery  in  a great  measure.  Sur- 
gery permits  the  establishment  of  the  presence 
of  cancer  and  enables  radical  therapy  to  be  insti- 
tuted immediately. 

7.  Thyroid  cancer  is  treated  by  surgery,  radia- 
tion therapy,  and/or  radioactive  iodine.  In 
some  cases  all  three  methods  may  be  employed. 
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ONE  of  the  problems  which  complicate  the 
management  of  arteriosclerosis  obliterans 
with  superficial  necrosis  is  the  maintenance  of 
adequate  drainage  and  sterility  at  the  zone  of 
junction  between  normal  and  necrotic  tissue. 
Purulent  secretions  tend  to  collect  and  obstruct 
the  avenues  of  drainage,  producing  injurious  com- 
pression of  local  tissue  and  providing  a focus  for 
growth  and  spread  of  pathogenic  bacteria.  These 
bacteria  multiply  rapidly,  in  spite  of  massive  sys- 
temic medication,  since  diminished  local  circula- 
tion does  not  permit  systemic  medication  to  reach 
high  local  concentration.  Surgical  local  debride- 
ment might  penetrate  the  protective  junctional 
zone  between  normal  and  gangrenous  tissue,  open- 
ing the  way  for  spread  of  infection.  A form  of 
superficial  local  selective  debridement  which 
would  leave  viable  tissue  intact  but  remove 
necrotic  tissue  and  occluding  discharges  could  be 
of  real  therapeutic  value. 

Tillett  and  coworkers  observed  the  extracellu- 
lar lytic  properties  of  certain  enzymes  acting  on 
fibrin  clots  of  normal  human  blood.1-4  The 
fibrinolytic  principle  was  found  in  broth  cultures 
from  hemolytic  streptococci  isolated  from  pa- 
tients with  infections  by  Group  A hemolytic 
streptococci.6  This  enzyme  activates  a precursor 
of  a fibrinolytic  factor  in  human  serum;  hence, 
Christensen  named  it  “streptokinase.” 

Sherry  and  his  associates  demonstrated  a 
second  enzyme  produced  by  these  streptococci 
which  he  called  “streptodornase.”6  Strepto- 
dornase  acts  only  on  extracellular  nucleoproteins 
or  on  nuclei  in  degenerating  cells.  It  does  not 
attack  the  nuclei  or  nucleoprotein  of  living  cells. 

Johnson  has  studied  combinations  of  strepto- 
kinase and  streptodornase  (Varidase,  Lederle).7 
He  has  observed  the  destruction  of  nuclei  of 
degenerating  cells,  disappearance  of  extracellular 
desoxyribonucleic  acid,  liquefaction  of  the  viscous 
exudate,  and  greatly  increased  effectiveness  of 
phagocytosis. 

Enzymatic  and  phagocytic  debridement  are 
accomplished  by  this  combination  of  enzymes. 
Numerous  reports  have  already  appeared  in  the 
medical  literature  covering  the  clinical  use  of 
Varidase.  Reports  on  its  use  in  arteriosclerosis 
obliterans  with  gangrene  are  scanty.  The  small 
number  of  subjects  described,  and  the  short 
period  of  observation  of  the  effects  of  Varidase  on 
these  patients,  seem  an  inadequate  basis  on  which 
to  judge  its  value.8,9 

The  potential  benefits  from  these  agents  de- 


serve more  complete  investigation.  The  18 
cases  summarized  in  Table  I,  which  have  been 
observed  during  the  past  sixteen  months,  demon- 
strate clinical  observation  of  the  action  of  these 
enzymes  under  varied  conditions.* 

The  following  is  a statistical  analysis  of  the  18 
cases  treated  with  Varidase: 

Number  of 


Age  Patients 

40  to  50  years 3 

50  to  60  years 3 

60  to  70  years 2 

70  to  80  years 8 

80  to  90  years 2 

Sex 

Male 11 

Female 7 

Diabetics 

Severe 1 

Moderate 5 

Mild 3 

Circulatory  Status 

Pulses  present  in  involved  foot  or 

feet 3 

Pulses  absent  in  foot 15 

Extent  of  Gangrene 
Minor,  involving  superficial  tissues 

only 11 

Major,  involving  an  entire  toe  or 

toes 7 

Side-Reactions 

Local  burning 3 

(One  so  severe  that  medication  had 
to  be  discontinued) 

Amputations 

Minor  (toe  or  part  of  toe) 4 

Major  (leg  or  thigh) 5 

None 9 


Comment 

Varidase  is  valuable  in  clearing  away  sloughing 
tissue  which  might  otherwise  interfere  with  drain- 
age. It  facilitates  the  escape  of  potentially 
dangerous  organisms  from  the  surfaces  of  necrotic 
areas.  These  organisms  might  otherwise  mul- 
tiply and  extend  proximally.  The  action  of 
Varidase  is  superficial.  It  acts  only  on  the  sur- 
face with  which  it  comes  in  direct  contact. 

Spreading  necrosis  due  to  local  thrombosis 
resulting  from  reduced  circulation  or  intrinsic 

* The  Varidase  used  in  this  study  was  supplied  by  the 
Lederle  Laboratories  Division  of  the  American  Cyanamid 
Company.  New  York  City. 
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local  vascular  disease  does  not  appear  to  be  influ- 
enced by  Varidase.  The  tough  mummified  tis- 
sue which  results  from  localized  necrosis  is  not 
appreciably  affected.  Exudates  retained  at  the 
zone  of  junction  between  living  and.  gangrenous 
tissue  may  be  freed  and  drainage  encouraged. 

The  vehicle  by  which  Varidase  is  applied  to  the 
tissues  to  be  treated  may  be  determined  by  the 
nature  of  the  tissues.  If  discharge  is  profuse, 
Varidase  should  be  applied  as  a wet  dressing  in 
saline  solution  as  in  Case  1 (M.T.)  or  combined 
with  aureomycin  as  in  Case  6 (J.L.).  If  the 
lesion  is  dry  and  the  patient  is  partially  ambula- 
tory, either  ointment  or  paste  is  preferable  as  in 
Case  3 (H.F.),  Case  4 (J.B.),  or  Case  5 (L.S.), 
respectively.  Small  or  ulcerated  lesions,  espe- 
cially those  in  the  web  areas  between  the  toes,  as  in 
Case  9 (H.M.),  Case  11  (M.A.),  Case  12  (YI.E.), 
etc.,  are  best  treated  by  powder.  The  latest 
technic  for  local  application,  which  is  the  jelly 
base,  as  used  in  Case  17  (P.D.)  and  Case  18  (J.R.), 
seems  simple  and  practical. 

The  impression  is  gained  from  the  observation 
of  Case  2 (V.G.),  Case  5 (L.S.),  and  Case  6 (J.L.) 
that  there  is  a tendency  for  the  area  of  necrosis  to 
spread  after  Varidase  is  used.  It  is  possible  that 
devitalized  tissue,  which  might  be  potentially 
viable,  is  attacked  by  the  enzymes.  Tissue  so 
injured  lies  in  a zone  between  necrosis  and  via- 
bility. In  the  presence  of  a grossly  inadequate 
blood  supply  Varidase  might  destroy  tissue 
which  could  survive.  Conversely,  Varidase 
might  accelerate  inevitable  tissue  necrosis,  thus 
seeding  up  the  healing  process.  On  infected 
stumps  where  necrosis  exists  adjacent  to  com- 
paratively adequate  circulation,  Varidase  acts 
very  effectively  in  clearing  up  slough.  This  was 
adequately  demonstrated  in  Case  1 (M.T.), 
Case  14  (L.M.),  and  Case  17  (P.D.). 

The  only  disagreeable  side-reaction  noted  was 
burning  at  the  site  of  application.  In  two  in- 
stances (Cases  2 and  6)  the  burning  was  produced 
by  the  solution,  and  in  one  instance  (Case  4) 


burning  was  produced  by  the  ointment.*  In 
Case  6 the  burning  was  so  severe  that  medication 
had  to  be  discontinued.  Since  this  patient  had  a 
large  sloughing  ulcer  on  the  dorsum  of  his  left 
foot,  the  area  of  contact  with  the  solution  was 
large.  This  fact  may  account  for  the  intense 
local  burning. 

Summary  and  Conclusions 

Varidase  acts  effectively  in  removing  exudates 
and  necrotic  tissue  from  the  surface  of  gangrenous 
and  ulcerated  lesions.  The  action  of  the  enzymes 
streptokinase  and  streptodornase  is  superficial 
and  of  brief  duration.  There  are  many  agencies 
which  can  neutralize  this  action,  but  with  proper 
care  these  neutralizing  influences  can  be  avoided. 

The  enzymes  are  expensive  and  fragile.  The 
manner  in  which  they  are  to  be  applied  to  the  sur- 
face under  treatment  presents  many  practical 
problems.  No  severe  untoward  reactions  were 
noted  except  local  burning  in  several  cases. 

Enzymatic  therapy  with  streptokinase  and 
streptodornase  is  helpful  in  certain  specific  aspects 
of  gangrene  due  to  arteriosclerosis  obliterans  but 
is  not  a major  factor  in  therapy.  Enzymatic 
therapy  itself  has  very  great  possibilities  in  this 
field,  provided  a practical,  effective,  durable, 
inexpensive  enzyme  can  be  produced. 
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* For  description  of  contents  of  Varidase  solution  and  oint- 
ment see  footnote  to  Table  I. 


I.Q.  UNIMPAIRED  BY  APNEA  NEONATORIUM 
Delayed  onset  of  respiration,  often  held  re- 
sponsible for  cerebral  damage,  did  not  significantly 
affect  subsequent  intellectual  development  in  41 
children  who  had  been  apneic  for  three  to  ten 
minutes.  There  were  no  other  apparent  abnormali- 
ties at  time  of  delivery. 

TTsrlin  and  Weil  of  the  University  of  Cincinnati 


found  that  the  average  I.Q.  of  the  apneic  group  was 
96.2  (range  71  to  130),  compared  to  93.0  (range 
69  to  129)  for  the  43  controls  who  had  breathed 
spontaneously.  The  children  were  thirteen  and 
fourteen  years  of  age  when  given  the  Stanford- 
Binet  Form  L intelligence  tests. — G.  L.  Usdin  and 
M.  L.  Weil,  Pediatrics,  April,  1952 
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TREATMENT  OF  BURNS 


Dr.  George  Reader:  The  topic  of  the  con- 
ference today  is  the  treatment  of  severe  burns. 
This  subject  has  undergone  many  changes  in  the 
last  few  years,  undoubtedly  influenced  by  the 
threat  of  atomic  warfare.  The  man  who  is  to 
speak  to  us  has  been  in  the  forefront  of  those 
studying  the  proper  management  of  burned  pa- 
tients and  has  had  an  experience  probably  un- 
matched in  New  York  City.  This  is  Dr.  John 
Mulholland,  professor  of  surgery  at  New  York 
University. 

Dr.  John  Mulholland:  There  are  many 
aspects  to  the  subject  “Treatment  of  Burns,” 
and  it  is  obvious  that  I can  only  touch  on  the 
high  lights  in  this  short  period.  To  introduce  the 
subject,  we  know  that  the  human  organism  is 
capable  of  surviving  in  only  a small  range  of  the 
temperatures  which  can  be  produced.  We  are 
now  faced  with  problems  which  involve  survival 
in  temperatures  from  atomic  explosions  so  ex- 
treme that  they  tax  the  imagination.  Exposure 
to  such  a temperature  for  a fraction  of  a second 
would  be  fatal.  There  would  be  no  possibility 
of  survival,  because  of  the  effect  of  heat  itself. 
This  effect  was  first  emphasized  in  the  1942 
Coconut  Grove  Fire  in  Boston.  A large  number 
of  people  were  exposed  for  short  periods  to  high 
degrees  of  heat,  supposedly  caused  by  the  ex- 
plosiveness of  synthetic  drapes.  Many  bodies 
were  found  without  burns  or  any  other  obvious 
change.  It  was  the  conclusion  that  heat,  per 
se,  caused  the  deaths.  The  experience  was  re- 
peated in  the  atomic  bomb  explosions  in  Japan 
and  in  the  use  of  flame  throwers  during  the  war. 
In  all  these  instances  the  possibilities  of  produc- 
tion of  noxious  gases,  consumption  of  oxygen  in 
the  atmosphere,  etc.,  were  excluded  as  factors  in 
death.  It  seems  definite  that  temperatures  of 
1,000  C.  to  2,000  C.  cause  instantaneous  death, 


apparently  in  the  interval  between  heartbeats, 
possibly  by  arresting  all  cell  enzyme  activity. 

As  I have  implied,  these  degrees  of  heat  lead  to 
no  problems  of  treatment.  We  should  consider 
the  case  of  individuals  exposed  to  heat  of  much 
less  intensity  but  still  beyond  the  physiologic 
range.  To  limit  the  question  still  further,  we 
can  exclude  those  persons  suffering  full  skin  thick- 
ness burns  involving  35  per  cent,  or  more,  of  the 
surface  area.  Such  burns  are  almost  invariably 
fatal.  Survival  time  can  be  altered  by  many 
measures,  but  the  ultimate  fatality  is  influenced 
little  by  any  tlierapy  known  today.  The  ac- 
ceptance of  methods  of  treatment  falls  into  three 
categories;  those  concepts  which  are  well  es- 
tablished and  generally  accepted  as  valid,  those 
about  which  controversy  exists  and  concerning 
which  careful  workers  disagree,  and  those  about 
which  little  or  nothing  is  known. 

There  is  good  agreement  concerning  the  initial 
pathology  of  burns.  Within  the  first  thirty-six 
to  forty-two  hours  a burned  area  becomes  edem- 
atous, as  a result  of  increased  filtration  from 
damaged  capillaries.  The  edema  fluid  contains 
electrolytes  and  significant  amounts  of  protein, 
which  are  then  lost  to  the  body  economy.  The 
amount  of  loss  is  related  to  the  area  and,  to  some 
degree,  the  depth  of  the  burn.  One  can  estimate 
the  replacement  needs  by  measuring  hemoconcen- 
tration  or  by  formulas  based  on  the  surface  area 
burned.  A convenient  formula  is  that  proposed 
by  Evans:  Administer  in  the  first  twenty-four 
hours  1 milliliter  of  blood  or  plasma  for  every 
kilogram  of  body  weight  for  every  percentile  of 
surface  area  burned.  Tims,  a 70  Kg.  man,  burned 
over  35  per  cent  of  his  area,  needs  2,500  cc.  of 
osmotic  fluid  in  the  first  day.  A like  amount  of 
physiologic  salt  solution  and  an  additional  2,000 
cc.  of  water  should  be  given  also.  These  are 
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large  quantities.  In  the  second  twenty-four- 
hour  period,  one  half  these  amounts  is  given. 
It  is  rarely  advisable  to  give  more  than  4,000  cc. 
of  plasma  a day,  regardless  of  the  area  of  the 
bum.  because  of  the  dangers  of  overloading  the 
circulation. 

This  fluid  therapy  is  the  essential  therapeutic 
need  within  the  first  thirty-six  to  forty-eight 
hours.  I should  mention  that  the  needed 
volumes  of  water,  not  protein  or  electrolytes, 
can  best  be  judged  by  the  urine  flow,  which 
should  be  measured  on  an  hourly  basis  with  an 
indwelling  catheter.  By  the  third  day  the 
dangers  of  edema  fluid  collection  and  dehydra- 
tion are  pretty  well  over.  Fluid  needs  may  then 
be  met  as  they  arise,  usually  with  fluids  by  mouth. 
However,  a new  problem  develops.  A diuresis 
of  the  edema  fluid  may  be  anticipated,  and  so 
extreme  caution  must  be  used  to  avoid  overload- 
ing the  circulation. 

I have  stressed  the  large  volume  of  plasma  or 
blood  that  is  required  in  burns.  The  supply  of 
such  fluids  is  limited,  and  our  stockpiles  will 
probably  be  inadequate  if  a really  great  need 
arises.  So  much  thought  has  been  devoted  to 
the  development  of  some  material  which  will  be 
plentiful  and  capable  of  osmotic  or  water-holding 
properties  in  the  circulation.  One  of  the  promis- 
ing materials  at  the  moment  is  dextran,  a 
polymerized  carbohydrate  molecule,  about  the 
size  of  serum  albumin,  produced  by  bacterial 
action  on  cane  sugar.  Much  work  in  Sweden 
and  England  has  indicated  the  feasibility  and 
safety  of  this  material.  There  are  objections  to 
the  bacterial  origin  of  this  polymer  and  to  pos- 
sible antigenic  properties  which  have  not  been 
completely  resolved.  Another  material  is  gela- 
tin. the  use  of  which  has  been  proposed  for  many 
years.  This  is  a degradation  product  of  animal 
collagen.  The  objection  here  is  the  difficulty 
encountered  in  storage,  with  gel  formation  in  the 
solutions.  The  third  is  Periston,  or  polyvinyl- 
pyrolidone  or  PYP.  This  was  synthesized  by 
the  Germans  during  the  war  as  a byproduct  of 
acetylene  manufacture.  They  claimed  to  have 
used  it  in  over  two  million  casualties  without  any 
difficulty.  There  is  the  lack  of  knowledge  re- 
garding its  metabolic  fate,  but  in  other  respects 
it  Is  effective. 

There  is  quite  a controversy  about  the  local 
treatment  of  burns  which  must  go  on  concurrently 
with  the  salt,  water,  and  colloid  replacement. 
There  are  two  major  camps  now.  On  the  one 
hand,  the  use  of  pressure  dressings,  a technic 
given  great  impetus  in  the  Coconut  Grove  dis- 
aster, is  advocated.  The  concept  is  that  early 
application  of  dressings  under  pressure  sufficient 
to  counteract  edema  fluid  collection  will  avoid 
much  of  the  loss  of  capillary  filtrate.  On  the 
other  hand  there  is  the  so-called  “open”  method, 


that  is,  no  dressings  whatever  and  the  avoidance 
of  pressure  of  any  kind,  even  of  the  bedclothes  or 
mattress.  The  basis  for  this  method  is  that  a 
burn  left  open  will  soon  collect  a surface  coating 
which  dries  to  a smooth  impermeable  coagulum. 
With  ordinary  aseptic  precautions  such  a wound 
remains  clean  and  nonsuppurating  and  gives  little 
pain  or  discomfort.  Wallace,  of  Edinburgh, 
and  Blocker,  in  this  country,  are  the  main 
proponents  of  the  “open”  method.  Blocker  re- 
ferred to  an  article  in  the  medical  literature  in 
1888  by  a doctor  who  had  an  experience  with  a 
large  number  of  burns  in  a Mississippi  steamboat 
fire.  There  were  so  many  burned  patients  that 
he  exhausted  all  his  dressings  on  the  few  patients 
he  thought  were  most  likely  to  survive.  The 
others  he  put  out  on  the  deck  in  the  open  air 
and  found,  to  Iris  amazement,  that  they  did 
much  better  than  the  ones  with  dressings. 

However  we  may  like  or  dislike  the  “open” 
method,  there  is  comfort  in  the  fact  that  it  will 
be  practical  in  the  face  of  mass  casualties.  The 
matter  of  storing  sufficient  pressure  dressings  and 
the  furnishing  of  skilled  manpower  to  apply  them 
would  be  insurmountable  in  a widespread  disaster. 

Another  controversial  area  in  our  knowledge  is 
the  nutritional  and  metabolic  disturbances 
which  occur  in  burns.  There  is  progressive  red 
cell  and  hemoglobin  loss,  the  so-called  burn 
anemia.  This  loss  cannot  be  traced.  There  also 
is  the  characteristic  loss  of  appetite  after  the 
fourth  or  fifth  day.  Pumps  for  continuous  ad- 
ministration of  nutrients  through  a stomach 
tube  have  been  devised  and  should  be  used  more 
frequently.  Weight  loss,  muscle  wasting,  and 
weakness  are  also  poorly  understood,  although 
distressingly  obvious. 

The  early  metabolic  alterations,  sodium  reten- 
tion, excretion  of  potassium  and  nitrogen,  and 
eosinopenia.  are  indicative  of  adrenal  cortical 
activity.  The  precise  role  of  the  steroids  is  not 
yet  evaluated.  It  would  seem  that  this  extra 
adrenal  function  manifest  in  burns  might  be  en- 
hanced by  further  stimulation  of  the  adrenal 
cortex.  Evans  and  his  group  believe  that  the 
burn  itself  is  a maximal  stimulus  to  the  adrenal 
cortex,  and  therefore  the  addition  of  any  other 
stimulus  or  replacement  is  unnecessary.  There 
has  been  a good  deal  of  discussion  about  this 
whole  problem,  and  it  is  not  settled. 

Our  experiences  with  ACTH  therapy  have  led 
us  to  the  belief  that  it  is  an  effective  aid.  It  is 
impossible  to  prove  this,  with  the  difficulty  in 
controlling  burn  studies,  and  impressions  gained 
on  a few  patients  may  be  misleading.  But  it 
is  my  opinion  at  this  moment  that  a patient  with  a 
burn  which  would  ordinarily  be  considered  lethal 
should  be  treated  with  cortisone  or  ACTH.  I 
would  agree  that  this  is  not  necessary  with  a 
nonlethal  burn. 
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One  case  may  be  cited  to  illustrate  not  only  a 
positive  effect  but  also  a danger  from  ACTH. 
This  was  a fifty-year-old  man  with  a full  thick- 
ness burn  of  about  30  per  cent  of  the  skin  and 
additional  burns  in  the  mouth  and  pharynx  and, 
probably,  lungs.  We  treated  him  with  ACTH 
and  the  “open”  method  from  the  onset.  He 
lived  for  thirty  days,  and  I feel  certain  that 
under  any  other  circumstances,  he  would  not 
have  survived.  On  the  thirtieth  day,  minutes 
after  taking  what  the  nurse  called  his  best  meal 
since  admission,  he  slumped  over  and  died.  At 
autopsy  the  right  upper  lobe  of  the  lung  was 
found  to  be  necrotic  but  not  suppurating.  It 
was  filled  with  aspergilli.  There  were  five 
duodenal  ulcers  present,  two  of  which  had 
perforated.  There  was  evidence  that  one  perfora- 
tion had  existed  for  several  days;  but  the  peri- 
toneal inflammation  was  minimum,  and  even 
after  reviewing  his  course  we  could  find  no  clinical 
evidence  of  the  perforation.  Without  ACTH, 
this  man  would  not  have  lived  thirty  days,  but 
having  done  so,  he  became  a victim  of  the  dangers 
of  prolonged  adrenal  cortical  stimulation. 

I shall  close  with  some  remarks  which  might 
better  be  left  to  Dr.  Conway.  Nature  is  jealous 
of  the  integrity  of  the  skin  covering  of  the  body, 
and  there  is  nothing  that  will  improve  a burned 
patient  like  a skin  graft.  As  soon  as  a burn 
is  receptive  to  a graft  it  should  be  covered. 
The  difficulty  is,  of  course,  that  the  wound  is  not 
receptive  early,  and  the  necrotic  tissue  and  skin 
slough  must  be  removed  before  the  graft  can  be 
applied.  This  is  an  extremely  perplexing  prob- 
lem. If  the  whole  burn  can  be  excised,  as  it  in- 
frequently can  be  with  electric  burns  where  very 
high  temperatures  have  been  generated  over  a 
short  period  of  time  in  a localized  area  so  that 
the  skin  is. charred  black,  the  edema  is  minimal, 
and  a skin  graft  can  be  put  on  immediately.  In 
the  difficult  burns,  such  as  those  in  which  hot 
water  has  parboiled  the  skin,  the  delineation  of 
healthy  from  burned  skin  takes  a long  time.  An 
attempt  has  been  made  to  shorten  this  time  by 
utilizing  specific  enzymes  to  digest  the  material 
which  comprises  the  coagulum  of  burned  skin. 
The  streptococcal  enzymes,  specific  for  fibrin,  or 
desoxyribose  nucleic  acid  have  been  found  to  be 
effective,  not  so  much  by  liquefying  the  burned 
slough  as  by  liquefying  the  fibrin  and  gelatinous 
material  at  the  interface  of  the  burn,  which  then 
permits  the  slough  to  separate.  The  slough  is 
degraded  collagen,  and  attempts  are  being  made 
to  develop  a collagenase  which  will  liquefy  this 
directly.  That  project  is  in  its  early  stages,  and 
I know  of  no  practical  application  of  collagenase. 
Pyruvic  acid  has  been  used  too. 

Dr.  Reader:  We  also  have  with  us  Dr. 
Henry  Randall,  who  has  done  considerable  ex- 
perimental work  on  electrolyte  balance  in  burns. 


I wonder,  Dr.  Randall,  if  you  would  give  us  some 
additional  comments  on  this  important  subject. 

Dr.  Henry  T.  Randall:  After  Dr.  Mul- 
holland’s  very  comprehensive  analysis,  I have 
been  left  with  little  to  say.  But  perhaps  un- 
derstanding of  the  acute  shifts  of  electrolytes  and 
fluids  in  patients  with  burns  will  be  helped  by  a 
review  of  normal  fluid  compartment  relationships. 

If  one  considers  the  distribution  of  water  in  the 
human  body,  it  has  been  estimated  that  the  in- 
tracellular water  is  approximately  45  per  cent  of 
body  weight.  The  interstitial  fluid,  that  fluid 
which  is  both  outside  the  blood  vessels  and  out- 
side the  cells,  is  about  15  per  cent  and  the  water 
fraction  of  plasma  about  4.5  per  cent  of  body 
weight.  Thus,  the  total  water  is  about  65  per 
cent  of  body  weight,  of  which  20  per  cent  of  the 
weight,  or  about  one  third  of  the  total  fluid 
volume,  is  outside  the  cells  and  the  remainder 
within  them.  That  is  the  normal  physiologic 
setup. 

When  there  is  a burn  with  the  sudden  shift 
of  fluid  which  Dr.  Mulholland  described,  there  is 
an  acute  depletion  of  the  interstitial  and  plasma 
compartments  which  are  sacrificed  to  form  the 
edema  of  the  burn  area.  As  a result  the  amounts 
of  circulating  plasma  and  available  interstitial 
fluid  are  markedly  reduced.  As  a general  rule, 
red  cells  are  destroyed  less  extensively  and,  thus, 
there  is  a rise  in  red  cell  concentration  in  the 
remaining  plasma,  reflected  by  an  increase  in 
hematocrit.  The  total  plasma  volume  may  be 
reduced  as  much  as  50  per  cent  and  interstitial 
fluid  probably  to  an  equivalent  degree.  In  a 
really  severe  burn  the  local  area  may  accumulate 
fluid  the  equivalent  of  as  much  as  10  per  cent  of 
the  body  weight  or  one  half  of  the  total  extra- 
cellular fluid. 

Although  the  amount  of  water  in  the  patient’s 
body  may  remain  approximately  the  same,  the 
localization  by  the  burn  of  one  half  of  the  extra- 
cellular fluid  within  the  first  twenty-four  hours 
produces  dehydration.  Not  only  has  the  patient 
lost  water  and  electrolytes  into  his  area  of  trauma, 
but,  as  Dr.  Mulholland  indicated,  he  has  also 
lost  considerable  amounts  of  plasma  protein. 
If  one  considers  the  intracellular  water  as  one 
fluid  compartment  and  the  extracellular  fluid  as 
another,  this  area  of  edema  represents  an  ab- 
normal third  fluid  space  which  is  relatively  un- 
available to  the  body.  This  is  why,  although 
the  total  body  content  of  protein,  electrolytes, 
and  water  may  be  relatively  unchanged,  the  pa- 
tient requires  large  volumes  of  isotonic  sodium 
chloride  and  plasma  or  blood  to  maintain  the 
intravascular  volume. 

Some  burn  patients  develop  acidosis  when 
treated  solely  with  sodium  chloride  solutions. 
Dr.  Moyer  has  used,  quite  successfully,  a com- 
bination of  4 Gm.  of  sodium  chloride  and  2 
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Gm.  of  sodium  bicarbonate  or  sodium  citrate  per 
liter  of  water,  to  be  taken  by  mouth.  This  mix- 
ture is  close  to  the  physiologic  ratio  in  the  extra- 
cellular fluid,  where  the  proportion  of  sodium  to 
chloride  is  nearly  3 to  2.  This  ratio  of  sodium 
chloride  and  sodium  bicarbonate  in  isotonic  con- 
centrations is  the  one  that  we  employ  intrave- 
nously, while  using  plasma,  or  combinations  of 
plasma  and  whole  blood,  to  compensate  for  the 
loss  of  intravascular  mass. 

At  the  end  of  forty-eight  hours  the  edema  of 
the  bum  has  reached  its  peak,  and  a reversal 
begins.  Somewhere  between  the  third  and  fifth 
days,  the  "third  space”  of  burn  edema  begins  to 
reabsorb,  and  all  the  extra  sodium  and  chloride 
and  water  that  was  put  in  is  returned  to  the 
circulation.  This  results  in  the  patient’s  sud- 
denly being  flooded  with  the  equivalent  of 
massive  saline  infusions,  and  at  that  point  the 
entire  therapy  must  be  reversed.  One  must 
maintain  only  a baseline  intake  of  fluid  and 
little  or  no  sodium,  because,  in  addition  to  the 
sudden  release  of  large  amounts  of  water  and  ex- 
tracellular electrolytes  from  the  traumatized 
area,  the  patient  has  considerable  difficulty  in 
disposing  of  any  excess  sodium  with  the  continual 
tion  of  his  "alarm  reaction.”  This,  of  course, 
would  be  intensified  by  administration  of  either 
ACTH  or  cortisone.  As  the  burn  edema  re- 
solves, these  patients  expand  their  extracellular 
fluid  spaces  and  not  infrequently  at  this  point  go 
into  pulmonary  edema,  if  overtreated. 

An  additional  problem  in  the  long-range  treat- 
ment, beyond  the  time  when  the  acute  shifts  are 
active,  is  the  matter  of  the  loss  of  electrolytes 
from  the  surface  of  the  burned  areas.  Moore  and 
his  associates  in  Boston  were  able  to  demonstrate 
that  from  30  to  80  per  cent  of  the  total  sodium 
lost  during  the  second  week  in  patients  with  burns 
was  from  the  surface  of  the  burned  skin.  In 
addition,  there  is  a large  loss  of  protein  from 
the  surface. 

In  summary,  the  patient  first  requires  large 
amounts  of  water,  electrolytes,  and  blood  or 
plasma  to  compensate  for  an  acute  internal  de- 
hydration. Subsequently,  in  the  face  of  resolu- 
tion of  the  edema,  the  patient  should  not  be 
given  any  added  electrolytes  and  he  requires 
very  little  water.  Then,  later,  he  comes  to  the 
point  where  he  may  again  require  large  amounts 
of  sodium  and  potassium  and  considerable 
amounts  of  protein  and  blood  to  compensate  for 
losses  from  the  surface  of  wounds  during  the  long 
healing  phase. 

Dr.  Reader:  Dr.  Luckey,  you  have  made 
some  observations  in  regard  to  the  effect  of 
burns  on  the  kidneys.  Would  you  care  to  give 
them  to  us  now? 

Dr.  Hugh  Luckey:  Our  studies  were  not 
confined  particularly  to  burns.  We  have  been 


interested  in  one  of  the  complications  of  shock, 
from  any  cause,  and  that  is  lower  nephron 
nephrosis,  as  it  was  originally  named  by  Lucke. 
We  now  call  this  situation  acute  renal  failure  as- 
sociated with  shock. 

In  bums,  as  in  any  other  situation  in  which 
shock  occurs,  renal  blood  flow  may  be  markedly 
decreased,  producing  renal  failure.  One  of  the 
big  problems  in  bums  may  be  the  management 
of  this  acute  renal  failure.  Management  may  be 
outlined  in  about  the  following  way:  The  factors 
which  produced  the  shock  must  be  treated  and 
dehydration  brought  under  control;  then  the  aim 
must  be  to  maintain  the  patient  in  optimal  salt 
and  water  balance.  Attempts  to  force  diuresis  by' 
large  amounts  of  fluid  are  ill-advised  and  usually 
end  in  pulmonary’  edema.  Remember,  I am 
not  speaking  of  the  first  few  days  after  a burn 
when  large  quantities  of  fluid  are  needed  and  the 
problem  is  dehydration.  Renal  insufficiency 
may  persist  into  the  period  of  recovery  from  the 
bum,  and  maintenance  of  fluid  and  electrolyte 
balance  in  this  situation  may  be  quite  a problem. 
Early  reports  in  lower  nephron  nephrosis  em- 
phasized the  prominent  hypochloremia  and  hy- 
ponatremia. We  have  found  that,  in  the  oliguric 
phase  and  in  the  early  recovery  phase,  the  kidney 
is  putting  out  a relatively  constant  amount  of 
sodium  chloride  and  water.  The  urine  is  of  low 
specific  gravity  and  relatively  fixed  in  concentra- 
tion of  electrolyte  at  a level  usually  in  the  range 
of  20  to  60  mEq.  per  liter.  We  could  produce 
either  high  or  low  levels  of  blood  sodium  and 
chloride  by  varying  the  amount  of  salt  in  relation 
to  the  amount  of  water  we  gave  to  the  patients. 
The  only  feasible  control  was  to  have  frequent 
laboratory’  examinations  to  determine  the  blood 
levels.  Urine  studies  for  concentrations  of 
sodium  and  chloride  may  also  be  useful. 

Potassium  imbalance  may  be  a major  problem 
in  that  hyperpotassemia  results  from  the  de-  . 
struction  of  cells.  The  use  of  resins  and  other 
means  to  remove  potassium  may  be  of  advantage 
in  some  of  these  patients  when  hyperpotassemia 
occurs. 

Dr.  Re.ader:  Dr.  Mulholland,  do  you  have  ‘ 
any  comment  about  Dr.  Luckey’s  remarks? 

Dr.  Mulhollaxd:  Xo. 

Dr.  Re.ader:  Dr.  Randall,  have  you  used 
resins  at  all  in  the  handling  of  yrour  electrolyte 
balance  problems? 

Dr.  Randall:  I have  not  had  any  experience 
with  potassium-absorbing  resins,  although  the 
department  of  medicine  at  Presbyterian  Hospital 
has  used  them. 

Actually',  there  are  several  approaches  to  the 
hyperpotassemia  problem  in  renal  shutdown. 
One  can  reduce  the  serum  potassium  level  by 
administration  of  large  amounts  of  glucose  with 
insulin,  because  insulin  and  glucose  together  re-  - 
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suit  in  glycogenesis  and  potassium  is  necessary 
to  glycogen  synthesis  in  the  liver.  Other 
methods  for  reduction  of  potassium  levels  in- 
clude irrigation  of  the  gastrointestinal  tract. 
Commonly  one  finds  10  or  12  mEq.  of  potassium 
in  gastric  juice.  From  2,000  to  2,500  cc.  of 
gastric  juice  are  secreted  per  day,  and  that 
means  25  mEq.  of  potassium  can  be  taken  out, 
but  of  course  the  sodium  and  chloride  must  be 
replaced.  In  addition,  attempts  have  been  made 
to  handle  the  problem  through  peritoneal  lavage 
and  the  artificial  kidney.  Fortunately  for  the 
patients,  perhaps  unfortunately  for  experimental 
evidence,  we  have  had  relatively  few  cases  of 
renal  shutdown,  and  we  have  not  had  any 
fatalities  in  the  last  three  years  that  we  can  say 
definitely  were  potassium  deaths.  Some  pa- 
tients got  up  to  levels  of  8 mEq.  per  liter 
and  showed  characteristic  electrocardiographic 
effects  of  high  potassium  levels,  but  levels  seemed 
to  be  held  safely  with  insulin  and  glucose.  We 
had  one  patient  who  was  in  renal  failure  with 
hyperpotassemia  for  ten  days,  who  came  out  all 
right  when  diuresis  began  and  the  potassium  fell 
promptly. 

Dr.  Joseph  Reilly:  Are  there  any  factors 
besides  the  vascular  ones  involved  in  the  renal 
failure? 

Dr.  Randall:  Probably  not.  The  kidney 
damage  results  largely  from  the  lowered  blood 
volume,  hypotension,  and  the  reduced  renal  blood 
flow. 

Dr.  Reilly:  Then  it  should  surely  be  pre- 
ventable. 

Dr.  Solomon  Garb  : There  have  been  several 
reports  of  a liver  lesion  occurring  in  association 
with  kidney  damage.  Is  there  any  explanation 
of  this? 

Dr.  Randall:  Occasionally  the  liver  in  fatal 
cases  of  burns  does  show  areas  of  focal  necrosis. 
That  is  quite  rare,  and  the  mechanism  is  not 
understood.  It  has  been  variously  attributed  to 
toxic  factors  and  bacterial  invasion.  However, 
the  same  thing  is  seen  in  shock  from  other  causes 
and  is  probably  vascular  in  origin. 

Dr.  Frank  C.  Ferguson:  Dr.  Randall, 
would  you  say  that  the  severity  of  the  changes 
produced  in  body  fluids  aDd  the  adequacy  of 
fluid  therapy  are  the  primary  factors  in  determin- 
ing mortality  in  a severe  burn? 

Dr.  Randall:  That  is  probably  correct,  if 
one  considers  the  loss  of  electrolytes  and  protein 
along  with  the  water.  Deaths  in  the  first  few 
days  are  essentially  due  to  dehydration  and 
shock,  unless  the  burn  is  overwhelmingly  exten- 
sive. 

Dr.  Ferguson:  It  doesn’t  seem  possible 
that  the  area  of  a burn  can  be  estimated  ac- 
curately. Certainly  the  depth  couldn’t  be 
measured.  Would  it  be  more  advisable  to  base 


fluid  therapy  on  measures  of  hemoconcentration 
and  the  usual  criteria  of  shock? 

Dr.  Randall:  Hemoconcentration  is  a good 
guide,  but  manifestations  of  shock,  such  as  falling 
blood  pressure,  are  late  events.  Shock  shouldn’t 
be  treated,  it  should  be  prevented.  I think  the 
usual  case  could  best  be  treated  by  estimation  of 
the  burn  surface  and  by  basing  fluid  dosage  on  the 
formula  of  Evans. 

Dr.  Ferguson:  Are  any  of  the  measures  of 
body  fluid  volumes  helpful  or  practical? 

Dr.  Randall:  Plasma  volume  measurements 
like  that  determined  with  the  dye,  T-1824, 
also  known  as  “Evans  Blue,”  are  good  indica- 
tions of  the  fall  in  circulating  volume.  There 
are  many  other  dilution  methods  which  sup- 
posedly measure  the  total  extracellular  volume. 
I am  not  sure  what  these  do  measure  for  they 
all  give  different  values.  But,  anyway,  they  are 
not  helpful  in  burns  for  they  do  not  distinguish 
the  local  edema,  the  third  space  I mentioned. 

Dr.  Reader:  Before  we  leave  the  subject  of 
fluid  therapy,  I wall  ask  Dr.  Hehre  to  tell  us 
more  about  the  plasma  substitutes.  He  has 
worked  extensively  with  dextran  and  may  know 
whether  it  has  proved  practical. 

Dr.  Edward  J.  Hehre:  These  substitutes 
are  definitely  emerging  from  an  experimental 
stage  into  practical  usage.  Dextran,  for  example, 
has  had  a number  of  successful  hospital  trials  in 
this  country  and  is  presently  being  used  in  Korea. 
It  seems  quite  effective  in  expanding  plasma 
volume  and  probably  is  the  best  of  the  substitutes 
now  known. 

One  reason  for  the  search  for  substitutes  has 
been  mentioned,  the  difficulties  in  obtaining 
really  large  amounts  of  plasma.  Dextran  is 
potentially  available  in  unlimited  quantities,  in 
contrast  to  animal  products.  Another  reason 
lies  in  the  risk  of  hepatitis  from  pooled  plasma, 
even  when  irradiated.  Most  reports  have  placed 
the  incidence  at  less  than  10  per  cent,  but  a re- 
cent Army  study  places  the  incidence  for  one 
series  in  Korea  at  the  startling  rate  of  22  per  cent. 
There  is  no  such  problem  with  dextran.  It  is 
sterilized  in  the  final  container  by  autoclaving. 

Dextran  has  some  advantages,  too,  over  other 
substitutes.  It  is  stable  in  solution  under  ex- 
tremes of  weather  and  storage,  a definite  ad- 
vantage over  gelatin.  Furthermore,  there  is  no 
significant  permanent  deposition  in  tissues  or 
impairment  of  organ  function.  Studies  with 
radioactive  dextran  indicate  that  unexcreted 
material  is  slowly  metabolized. 

Some  allergic-type  side  reactions  have  been 
encoun'  R-ed  with  certain  batches  of  dextran  but, 
from  a practical  point  of  view,  these  reactions 
appear  to  be  neither  frequent  nor  serious  with 
suitable  preparations.  Dextrans  per  se  do  have 
antibody-combining  ability  and  cross-react  with 
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certain  pneumococcal,  streptococcal,  and  sal- 
monella antiserums.  Conceivably  this  might 
cause  reactions  in  persons  who  happen  to  have  a 
sufficient  antibody  titer  at  the  time  of  infusion. 
Traces  of  material  from  the  culture  medium  or 
from  the  bacteria  which  produce  the  dextran 
might  also  cause  reactions.  The  antibody- 
evoking  ability  of  dextran,  on  the  other  hand, 
does  not  seem  to  be  a problem,  since  neither 
sensitization  nor  delayed  serum-sickness  reac- 
tions have  been  encountered. 

Dr.  Reader:  Dr.  Conway,  Dr.  Mulholland 
touched  on  the  treatment  by  the  plastic  surgeon 
in  the  care  of  burns.  I wonder  if  you  can  amplify 
that  topic. 

Dr.  Herbert  Conxvay:  My  experience  with 
ACTH  parallels  Dr.  Mulholland’s,  and  my 
opinion  is  that  ACTH  may  ultimately  find  a 
useful  role  in  the  therapy  of  burns.  There  was  a 
time  when  I thought  a small  regional  burn,  such 
as  one  on  the  back  of  the  hand,  showed  less 
edema  when  treated  with  ACTH.  However,  the 
work  of  Cannon,  Weisman,  and  their  coworkers 
in  Boston,  showed  that  this  is  not  true.  They 
did  volumetric  studies  on  burned  hands,  those 
treated  with  ACTH  and  those  without  such 
treatment,  and  found  that  there  was  no  actual 
diminution  in  tissue  volume  in  the  treated  cases. 

Plastic  surgery  is  not  of  immediate  concern  in 
burn  cases.  It  is  to  be  considered  only  in  pa- 
tients who  have  passed  through  the  stages  of 
initial  shock.  Having  survived  this  state  of 
altered  physical-chemical  fluid  balance,  the 
patient  then  presents  large  wounds,  which,  in 
well-managed  cases,  are  ready  to  accept  grafts 
of  skin.  Now  the  problem  of  achieving  successful 
grafts  in  extensive  burns  is  no  simple  one. 
Spontaneous  healing  of  a third  degree  burn,  in 
which  there  is  loss  of  full  thickness  of  the  skin,  is 
not  acceptable,  whether  aided  by  ACTH  or  not. 
Spontaneous  epithelialization  results  only  in  ex- 
tensive scar  epithelium,  a pathologic  tissue 
which  is  unstable,  may  cause  contracture,  or 
may  undergo  ulceration.  Covering  the  cutaneous 
defects  with  thick-split  grafts  of  skin  will  afford 
a serviceable,  permanent  surface,  which  will  ac- 
cept ordinary  trauma  indefinitely. 

I have  in  mind  the  case  of  a thirty-six-year-old 
veteran  who  sustained  third  degree  burns  of  the 
entire  chest  and  upper  arms.  After  recovery 
from  shock  the  burned  areas  were  treated  by  local 
application  of  pyruvic  acid-starch  paste,  as  de- 
veloped by  Conner  and  Harvey.  The  value  of 
this  agent  is  that  its  application  reduces  the  pH 
of  the  tissues  to  as  low  as  1.9,  a condition  highly 
favorable  to  rapid  separation  of  the  tenacious 
slough  of  third  degree  burns.  The  dressings 
were  changed  every  forty-eight  hours,  and  each 
time  the  loose  necrotic  tissue  was  removed  and 
pyruvic  acid  reapplied.  This  method  of  man- 


agement brought  the  patient  to  the  operating 
room  the  eighteenth  day  after  injury  with  wounds 
which  were  prepared  ideally  for  the  acceptance  of 
thick-split  grafts  of  skin.  In  many  cases  only 
twelve  or  fourteen  days  are  required  for  such 
preparation.  My  experience  dictates  that  py- 
ruvic acid  is  the  most  efficient  and  rapid  agent 
for  the  separation  of  the  necrotic  slough  of  third 
degree  burns.  I should  state,  though,  that  my 
use  of  streptodornase  and  streptokinase  in  this 
role  has  been  limited. 

The  skin  grafts  in  this  case  were  cut  quickly 
and  rapidly  with  an  instrument  known  as  the 
electrodermatome.  By  the  use  of  this  instru- 
ment the  necessary  232  square  inches  of  skin 
were  cut  in  thiee  minutes.  The  instrument  is 
electrically  operated  and  functions  on  the  basic  ' 
principles  of  a hair  clipper.  The  idea  of  cutting 
down  on  operating  time  is  something  that  might 
command  our  attention.  The  fact  that  the 
grafts  were  cut  more  rapidly  with  this  instrument 
than  they  could  have  been  cut  by  hand  repre- 
sents a forward  step  in  surgical  technic.  This 
patient  was  discharged  from  the  hospital  with 
healed  skin  grafts  on  the  thirty-second  day.  The 
ideal  objective  in  burn  therapy,  namely,  the 
replacement  of  areas  of  third  degree  burns  with 
skin  which  is  permanently  seiviceable  and  which 
prevents  the  later  development  of  deformity, 
was  accomplished  in  this  case. 

In  burns  of  greater  area  in  which  the  patient 
himself  does  not  have  sufficient  skin  donor  area, 
the  problem  of  homoplasty  comes  up.  I be- 
lieve that  Dr.  Stark  can  summarize  the  results  of 
our  investigations  on  that  subject. 

Dr.  Richard  B.  Stark:  There  are  many  in- 
stances when  extensive  burns  cannot  be  covered 
with  autogenous  skin.  In  these  cases  homo- 
plastic grafts  are  resorted  to  as  a lifesaving 
procedure.  These  grafts  have  usefulness  limited 
to  three  weeks  to  three  months,  during  which  time 
they  adhere  to  the  bed  of  granulation  tissue  and 
serve  as  a durable  seal  against  the  loss  of  protein 
and  electrolytes.  However,  homoplastic  skin 
grafts  melt  awray  at  the  end  of  this  time  by  a 
process  similar  to  liquefactive  necrosis.  The 
usual  theories  as  to  why  they  fail  involve  blood 
incompatability,  tissue  immunity,  and  incom- 
patabilitv  of  complex  protein  molecules. 

Taking  this  problem  to  the  laboratory,  we 
have  used  a transparent  tissue  chamber  technic 
in  mice  and  have  observed  that  the  normal  vas- 
cularization characteristic  of  autogenous  skin 
grafts  does  not  transpire  in  homologous  skin 
grafts.  With  autogenous  grafts,  one  sees  rapid 
budding  of  the  capillaries  with  a chemotactic  ' 
growth  of  new  vessels  toward  the  grafts.  The 
newr  vessels  growr  in  a strikingly  parallel  fashion. 
Concurrently,  one  sees  another  stigma  of  a sue-  ■ 
cessful  autogenous  graft,  a macroscopic  areola  of 
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vessels  about  the  site.  When  we  have  observed 
homologous  grafts  in  the  tissue  chamber,  all  of 
the  vessels  in  the  recipient  bed  have  thrombosed 
and  none  of  the  stigmata  of  successful  autografts 
of  skin  have  appeared.  We  have  used  ACTH 
before  attempting  homologous  grafts  in  animals, 
on  the  assumption  that  sensitization  and  produc- 
tion of  antibodies  might  be  inhibited.  In  most 
cases,  thrombosis  was  prevented,  but  the  usual 
stigmata  of  the  successful  autogenous  graft  did 
not  transpire.  There  was  no  rapid  budding  of 
capillaries,  no  chemotactic  growth  towards  the 
graft,  no  parallel  arrangement  of  vessels,  and  no 
vascular  areola.  Uniformly  these  homografts 
failed.  The  problems  of  homoplasty  are  as  yet 
unsolved. 

Dr.  Garb:  How  often  do  homologous  grafts 
fail  immediately,  without  adhering  at  all? 

Dr.  Stark:  Practically  never.  When  they 
do  fail,  failure  is  usually  due  to  the  presence  of 
factors  which  would  make  even  an  autogenous 
graft  fail,  such  as  infection  or  poor  preparation 
of  the  wound  site. 

Intern  : A homologous  graft  is  one  performed 
with  skin  from  any  individual  other  than  the 
patient,  is  that  correct? 

Dr.  Stark:  Yes,  with  one  exception.  Skin 
from  an  identical  twin  will  serve  a patient  as 
well  as  his  own.  It  is,  in  fact,  an  autogenous 
graft.  Other  than  that,  almost  anyone  can 
serve  as  a homologous  skin  donor,  without  re- 
gard to  blood  types. 

Intern:  Is  skin  grafting  necessary  only  in 
burns  of  the  third  degree? 

Dr.  Stark:  Yes. 

Dr.  Reader:  Dr.  Reilly,  did  you  have  a 
question? 

Dr.  Reilly:  What  is  the  indication  for  ap- 
plication of  streptokinase  and  the  streptodornase? 
Do  you  wait  until  the  necrotic  area  becomes 
fairly  well  defined? 

Dr.  Mulholland  : Streptokinase  and  strepto- 
dornase have  been  applied  w'hen  the  slough  is 
fairly  obvious  but  still  not  separated  and  not 
delineated  sufficiently  from  viable  tissue.  The 
theory  is  that  the  enzymes  can  detect  dead  tissue 
but  will  not  attack  the  living  cell,  so  that  the 
demarcation  will  be  biologically  accurate.  Dis- 
tinguishing between  tissue  which  is  inevitably 
to  be  destroyed  and  that  which  will  survive  and 
regenerate  is  the  main  difficulty  at  grafting. 

Dr.  Conway:  In  my  previous  remarks  I 
failed  to  emphasize  a plea  for  rapid  management 
of  burns.  That  means  not  only  early  skin 
grafting,  preferably  by  the  twrelfth  and  not 
later  than  the  eighteenth  day  after  injury,  but 
attention  to  the  over-all  management  so  that  the 
patient  may  be  discharged  at  the  earliest  possible 
date  and  without  contractures.  The  longer  the 
wound  remains  open,  the  greater  the  likelihood 
of  deformity. 


Dr.  Reader:  I have  a question,  Dr.  Mul- 
holland. What  do  you  think  should  be  done 
with  an  average  burn  as  a first-aid  measure  or 
when  the  patient  is  first  seen  by  a physician? 
Do  you  think  that  it  should  be  kept  dry,  or 
should  petrolatum  and  gauze  be  applied,  or 
what? 

Dr.  Mulholland:  As  a first-aid  measure, 
the  least  that  can  be  done  without  allow-ing 
gross  soiling  is  the  best.  A clean  towel,  or  sterile 
gauze,  if  available,  could  be  placed  over  the 
burn  and  nothing  else  done.  Severe  pain  is 
generally  evidence  of  a burn  w'hich  is  not  very 
deep.  The  deep  burns  that  involve  full  thickness 
of  skin  are  painless.  When  pain  is  a factor,  some 
measures  should  be  taken  to  relieve  it,  not  locally, 
but  generally.  Nothing  should  be  put  on  the 
surface  of  the  burn  until  the  patient  is  in  the 
operating  room  and  definitive  care  can  be  given. 

Dr.  Reader:  What  would  that  care  include? 

Dr.  Mulholland:  At  the  moment,  on  our 
service,  wre  are  taking  away  obviously  necrotic 
skin  wrhich  cannot  survive  and  which  can  be 
taken  off  without  anesthesia.  Then  wTe  are 
leaving  the  burn  exposed. 

Dr.  Reader:  I see.  Do  you  take  off  the 
tops  of  blisters  from  second  degree  burns,  or  do 
you  leave  the  blister  as  a covering  for  the  burn? 

Dr.  Mulholland:  I don’t  think  it  makes 
much  difference.  I have  a feeling  that  it  would 
be  better  to  leave  them  untouched.  If  the 
blisters  are  very  large  or  painful  a hypodermic 
needle  can  be  used  to  aspirate  the  fluid.  That 
will  relieve  pain  somewhat  and  leave  the  skin  to 
serve  as  a type  of  dressing. 

Dr.  Garb:  Why  do  you  object  to  the  use  of 
local  applications?  It  has  been  my  experience 
with  flash  burns,  extensive  and  painful  but  not 
deep,  that  pain  can  be  greatly  relieved  by  a thin 
coating  of  vaseline. 

Dr.  Mulholland:  That  is  true.  But  I have 
been  considering  only  the  severe  third  degree 
burns  which  are  likely  to  kill,  and  those  are  not 
painful.  A minor  or  superficial  burn  can  be  very 
uncomfortable,  but  it  doesn’t  cause  severe  meta- 
bolic disorders.  They  can  be  treated  on  a 
symptomatic  basis,  and  they  will  all  recover. 

Dr.  McKeen  Cattell:  It  should  be  men- 
tioned that  there  can  be  extensive  absorption  of 
drugs  applied  to  burned  skin.  Boric  acid  oint- 
ment is  a favorite  lay  remedy,  and  there  have 
been  cases  of  boric  acid  intoxication  from  this 
use. 

Dr.  Mulholland:  There  have  also  been 
instances  of  tannic  acid  poisoning. 

Dr.  Ferguson:  I am  a little  confused  about 
just  what  you  do  in  the  initial  debridement. 

Dr.  Mulholland:  We  may  not  actually  do 
any  initial  debridement.  As  I said,  if  there  is 
obviously  dead  tissue,  wre  will  take  off  as  much  as 
possible  right  away.  But  it  can’t  all  be  re- 
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moved.  Actually,  the  debridement  is  done 
principally  in  preparation  for  a graft.  It  has  to 
be  delayed  at  least  ten  or  eleven  days  until  the 
dead  tissues  are  demarcated.  As  soon  as  the 
viable  tissues  can  be  distinguished  with  certainty, 
the  slough  is  removed  chemically  or  surgically. 

Dr.  Ferguson:  Isn’t  it  difficult  to  prevent 
infection  when  the  open  method  is  used?  The 
exposure  of  the  necrotic  tissues  would  seem  like 
an  imitation  to  invaders. 

Dr.  Mulholland  : Theoretically  it  should  be, 
but  there  really  isn’t  much  difficulty  with  infec- 
tion. Nowadays  just  about  every  burn  case  is 
put  on  antibiotics  routinely,  but  even  in  the  pre- 
penicillin era  there  wasn’t  much  infection  with 
the  open  method.  The  wet,  macerated  burns 
sometimes  lead  to  fever  and  leukocytosis  and 
other  signs  of  infection.  But,  oddly,  one  can 
culture  the  same  organisms  from  dry  burns  that 
show  no  clinical  invasion.  I do  feel  that  the  use 
of  dressings  and  wet  soaks  increases  the  risk  of 
infection  and  suppuration. 

Dr.  Reader:  Finally,  I would  like  to  ask  you 
what  you  believe  the  indication  is  for  adrenal 
cortical  hormones  in  burned  patients.  Your 
earlier  remarks  seemed  undecided.  Have  you 
formulated  any  policy? 

Dr.  Mulholland:  Our  experience  has  not 
been  definitive  enough  to  create  a policy.  As  I 
said,  I think  that  if  it  were  a member  of  my 
family,  severely  burned  to  a lethal  degree,  I 
would  say  that  ACTH  should  be  used.  Lesser 
burns  will  all  get  well.  There  have  been  thou- 
sands of  different  methods  proposed  for  treating 
minor  burns,  and  they  usually  recover,  no  matter 
what  the  treatment  is.  If  Dr.  Conway  could 
skin-graft  them  on  the  tenth  or  eleventh  day, 
they  would  recover  much  quicker.  Even  if  he 
let  them  go,  they  would  live,  although  they  might 
be  deformed. 

Dr.  Garb:  I would  like  to  interject  one  final 
comment.  The  care  of  burns  has  traditional^ 
been  viewed  as  a problem  for  a surgical  sen-ice. 
That  attitude  may  be  subject  to  change.  The 
initial  surgical  treatment  is  being  reduced  and 
all  dressings  are  being  eliminated.  A burn  case 
has  become  a problem  in  fluids  and  electrolytes. 
It  would  seem  that  the  care  of  the  patient  for 
the  first  few  weeks,  until  he  is  ready  for  skin 
grafting,  should  now  devolve  upon  the  medical 
sendees. 

Summary 

Dr.  Ferguson:  This  session  reflected  the 
changed  emphasis  in  burn  therapy  which  has 
developed  in  recent  years.  Ten  or  fifteen  years 
ago,  such  a discussion  would  undoubtedly  have 
been  concerned  largely  with  types  of  dressings, 
local  application  of  drugs,  etc.,  but  today  a 
severe  burn  is  viewed  primarily  as  a derange- 


ment of  body  fluids.  A burn  damages  capillaries 
and  causes  severe  local  edema,  which  may  tie  up 
half  the  extracellular  fluid.  Hemoconcentra- 
tion,  vascular  collapse,  and  kidney  damage  re- 
sult. Therapy  within  the  first  forty-eight 
hours  must  correct  these  defects,  by  administra- 
tion of  huge  volumes  of  water,  electrolytes 
(particularly  sodium  chloride  or  mixtures  of 
salt  and  sodium  bicarbonate),  and  blood  or  plasma 
(or  suitable  substitute).  Dosage  can  be  regu- 
lated by  a formula  based  upon  the  area  of  a 
burn,  with  measures  of  hemoconcentration  and 
urine  flow  as  useful  adjuncts. 

The  problem  of  fluids  persists  after  this  initial 
period,  although  the  type  of  treatment  must  be 
reversed.  Between  the  third  and  fifth  days  after 
a burn,  the  edema  resolves,  and  masses  of  fluid 
return  to  the  effective  circulation.  This  phase 
may  be  complicated  by  continued  loss  of  fluid 
from  the  surface  of  the  burn  and  persistence  of 
renal  damage.  Generally,  only  small  amounts  of 
water  are  needed,  but  electrolyte  disturbances 
may  appear.  Treatment  must  be  cautious, 
with  the  ever-present  danger  of  pulmonary 
edema.  Unfortunately,  there  are  no  simple 
guides  to  dosage. 

If  the  patient  survives  the  metabolic  disorders, 
early  skin  grafting  must  be  considered.  This 
reduces  surface  loss  of  fluids,  speeds  recovery, 
and  eliminates  scar-tissue  sequelae.  Ideally,  a 
graft  should  be  accomplished  between  the  tenth 
and  eighteenth  day  but  is  often  hindered  by 
persistence  of  a tenacious  slough  comprised  of 
dead  tissue  and  coagulated  fluid.  Separation  of 
the  necrotic  masses  may  be  speeded  by  careful 
debridements  and  use  of  certain  enzymes  or 
chemicals.  The  best  graft  is  an  autogenous  one 
of  skin  from  different  areas  of  the  same  individual. 
Homologous  grafts  from  am-  donor  are  extremely 
valuable,  although  they  inevitably  become 
necrotic  in  one  to  three  months.  Certain  ex- 
perimental observations  on  the  cause  of  this 
failure  have  been  mentioned. 

There  is  still  controversy  about  the  merit  of 
materials  applied  to  a burn,  but  probably  these 
are  of  little  value.  The  use  of  dressings  is  also  a 
subject  of  debate,  and  there  are  now  two  schools 
of  thought.  One  advocates  the  use  of  dressings 
under  pressure.  The  other  suggests  complete 
elimination  of  all  dressings. 

Also  unsettled  is  the  value  of  adrenal  steroids 
in  treatment  of  burns.  The  subject  has  been 
raised  in  this  conference  as  it  seems  inevitably 
to  be  raised  in  connection  with  ever}-  medical 
problem.  Just  as  inevitably,  there  is  little  ob- 
jective information  available  for  consideration. 
It  may  develop  that  cortisone  and  ACTH  are 
helpful  in  reducing  mortality  from  severe  burns, 
but,  as  mentioned  briefly  today,  use  of  these 
compounds  may  also  introduce  new  difficulties. 
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ARCINOMA  of  the  breast  in  pregnant  women 
has  generally  been  considered  a fatal  disease. 
Haagensen  was  unable  to  report  apparent  well-being 
in  a single  case  of  five-year  survival.1-2  In  fact, 
Haagensen  and  Stout  include  carcinoma  of  the  breast 
occurring  during  pregnancy  or  lactation  in  their 
“criteria  of  inoperability.”  However,  recently  they 
stated  that  they  were  inclined  to  modify  their  atti- 
tude with  respect  to  this  group  of  patients  with  car- 
cinoma, evidently  having  discovered  that  some  sur- 
geons have  been  reporting  apparent  cure  in  pregnant 
women  after  mastectomy.  Both  Harrington  and 
Smith  reported  successful  results,  and  Brooks  and 
Proffitt  reported  a fifteen-and-one-half-year  cure.3-6 
Adair  says  that  he  will  report  several  cases  in  the 
near  future.7 

Reinhoff  reviewed  1,000  cases  of  carcinoma  of  the 
breast  operated  on  by  Dr.  Halsted  and  Dr.  Finney, 
Sr.8  From  the  follow-up  in  this  large  survey,  it  was 
concluded  that  dogmatic  statements  in  regard  to 
prognosis  following  radical  mastectomy  for  carci- 
noma of  the  breast  should  not  be  made,  and  certainly 
the  classification  of  inoperability  by  Haagensen  and 
Stout  did  not  hold  for  this  series  of  1,000  cases. 
Reinhoff  stated  that  not  only  in  the  Johns  Hopkins 
Hospital  but  at  other  hospitals  in  Baltimore  pa- 
tients operated  on  for  carcinoma  of  the  breast  during 
pregnancy  had  lived  for  a period  of  years  or  were  still 
living  at  the  time  of  follow-up.  One  patient,  with 
whom  he  had  personal  contact,  was  still  living  after 
about  ten  years.  She  had  a very  malignant  medul- 
lary type  of  carcinoma  of  the  breast  with  metastases 
to  the  axillary  nodes  that  had  developed  midway  in 
pregnancy.  A consideration  of  the  great  advances 
made  during  the  last  two  decades  in  the  field  of  radi- 
cal carcinoma  surgery  should  convince  one  that  rigid 
rules  of  inoperability  cannot  always  prevail.  The 
condition  of  the  individual  patient,  as  well  as  the  ex- 
perience and  skill  of  the  surgeon,  should  be  deciding 
factors  also. 

Harrington  intelligently  summarizes  the  inopera- 
bility problem  in  carcinoma  of  the  breast  by  stating 
that  operation  should  be  extended  to  all  patients  to 
whom  one  can  offer  a reasonable  chance  of  comfort 
or  longer  life,  as  well  as  a reasonable  chance  of 
cure.9  He  adds  that  justification  for  surgical  treat- 
ment has  been  found  in  many  cases  in  which  the 
patient’s  condition  was  thought  to  be  hopeless  be- 
fore operation  but  in  which  the  patient  lived  to  en- 
joy years  of  comfort.  In  the  hope  that  a concomi- 


Fig.  1.  Section  through  the  site  of  biopsy  of  the 
breast  (135 X).  There  are  infiltrating  cords  of 
atypical  epithelial  cells  separated  by  abundant 
fibrous  connective  tissue  stroma.  Individual  cells 
show  marked  variation  in  size  and  shape;  the  nu- 
clei are  hyperchromatic  and  frequently  bizarre. 
There  is  a slight  mononuclear  infiltration.  The 
diagnosis  was  infiltrating  carcinoma. 

tant  pregnancy  will  not  be  considered  a contraindica- 
tion for  radical  surgery  in  carcinoma  of  the  breast, 
the  following  case  is  reported. 

Case  Report 

E.  B.,  a thirty-seven-year-old  white  woman,  who 
was  pregnant  for  the  third  time,  had  had  one  abor- 
tion, and  had  one  living  child,  was  admitted  on  Janu- 
ary 18,  1946,  with  a painless  mass  in  the  left  breast. 
Her  last  menstrual  period  had  been  on  October  2, 
1945.  Physical  examination  revealed  a well-devel- 
oped and  well-nourished  woman,  whose  blood  pres- 
sure was  1 12  mm.  Hg  systolic  and  72  mm.  Hg  dia- 
stolic. The  uterus  was  enlarged  to  above  the 
symphysis  pubis  and  corresponded  to  a three-  to 
three-and-one-half  month  pregnancy.  The  right 
breast  was  normal,  but  examination  of  the  left 
breast  revealed  a hard,  nontender  mass,  the  size  of  a 
marble,  on  the  median  side  of  the  nipple.  This 
mass  was  not  attached  to  the  skin  or  chest  wall. 
No  enlarged  axillary  or  supraclavicular  lymph  nodes 
were  palpated.  There  were  no  other  significant 
abnormalities.  On  January  19,  1946,  a biopsy  of 
the  left  breast  was  performed;  the  diagnosis  was 
carcinoma  of  the  breast.  Consultation  with  Dr. 
Fred  Stewart  of  Memorial  Hospital  in  New  York 
City  confirmed  the  diagnosis  of  infiltrating  carci- 
noma. On  January  22,  1946,  a radical  mastectomy 
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me,  with  wide  removal  of  the  pendulous  breast 
both  pectoral  muscles,  and  thorough  dissection 
the  axillary  contents.  The  skin  was  approxi- 
mated under  tension,  and  a drain  was  inserted.  The 
postoperative  course  was  uneventful. 

Microscopic  study  showed  a carcinoma  infiltrat- 
ing into  glandular  breast  tissue.  There  were  infil- 
trating cords  of  typical  epithelial  cells  separated  by 
abundant  fibrous  connective  tissue  stroma.  Indi- 
vidual cells  showed  marked  variation  in  size  and 
shape;  the  nuclei  were  hyperchromatic  and  fre- 
quently bizarre.  There  was  a slight  mononuclear  in- 
filtration. The  pectoral  muscles  were  normal. 
The  axillary  fat  included  unenlarged  lymph  nodes. 
There  were  no  metastases  to  the  lymph  nodes. 

On  July  13,  1946,  the  patient  was  delivered  of  a 
normal  male  infant  weighing  7 pounds,  11  ounces 
(3,487  Gm.).  The  postpartum  course  was  unevent- 
ful. Follow-up  until  the  time  of  writing  (six  years 
and  four  months)  revealed  that  she  had  been  with- 
out any  serious  ailment.  She  had  no  cough,  back 
pain,  or  other  complaints.  Physical  examination 
showed  no  evidence  of  any  recurrence  of  the  disease, 
and  the  opposite  breast  appeared  normal.  Routine 
x-rays  of  the  chest  and  spine,  urinalysis,  and  blood 
cell  count  have  shown  no  abnormalities.  Since  the 
patient  was  apparently  well  after  six  years,  the  orig- 
inal tissue  was  re-examined  by  the  pathologists, 
Dr.  J.  Weme  and  Dr.  F.  Stewart.  A review  of  all 
the  sections  confirmed  the  original  diagnosis  of  car- 
cinoma (Fig.  1). 

Summary 

The  criteria  for  operability  of  cancer  of  the  breast 


in  pregnant  women  should  be  the  same  as  if  the  pa- 
tients were  not  pregnant.  Even  though  the  re- 
sults are  not  as  good  as  in  nonpregnant  women, 
there  is  a definite  survival  rate  following  mastec- 
tomy. Interruption  of  the  pregnancy  in  such  pa- 
tients is  evidently  without  beneficial  effect. 

A thirty-seven-year-old  woman,  in  whom  carci- 
noma of  the  breast  developed  when  she  was  three  and 
one-half  months  pregnant,  was  treated  by  radical 
mastectomy  without  interruption  of  the  pregnancy. 
At  the  time  of  writing,  she  has  been  well  for  more 
than  six  years,  with  no  evidence  of  recurrence  of  her 
disease.  The  child,  a boy,  also  has  been  in  good 
health.  The  successful  outcome  in  this  case  should 
serve  as  some  encouragement  to  those  engaged  in 
cancer  surgery,  a field  in  which  even  brilliantly  exe- 
cuted surgical  technics  too  often  result  in  failure  and 
disappointment. 
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PREMATURE  BABIES’  CHANCES  OF  SURVIVAL  INCREASING 


Nine  out  of  ten  premature  babies  born  today  have 
a chance  to  survive.  Modern  science  and  great 
medical  advances  during  recent  years  have  made 
this  possible,  according  to  Dr.  Edith  Potter,  Chi- 
cago, who  is  associated  with  the  department  of 
obstetrics  and  gynecology,  University  of  Chicago, 
and  the  Chicago  Lying-In  Hospital. 

However,  she  added,  research  is  constantly  being 
carried  on  to  find  additional  ways  to  prevent  pre- 
maturity and  to  help  the  premature  baby  adjust  to 
his  new  surroundings  and  to  attain  normal  baby- 
hood. Approximately  a quarter  of  a million  babies 
are  born  prematurely  in  this  country  each  year,  Dr. 
Potter  stated  in  an  article  in  a recent  Today’s 
Health,  published  by  the  American  Medical  Associa- 
tion. She  said  prematurity  is  generally  based  on 
the  weight  of  the  child  at  birth,  and  that  those 
weighing  less  than  five  and  one-half  pounds  are  con- 
sidered premature  babies. 

Although  there  are  many  reasons  for  premature 
births,  in  more  than  one  third  of  all  such  cases  no 
cause  can  be  found,  Dr.  Potter  pointed  out.  Some 
of  the  known  reasons  for  such  births  were  multiple 
birth,  hard  physical  work  by  the  mother  during  the 


latter  months  of  pregnancy,  improper  development 
of  the  child,  hormone  deficiency  in  the  mother,  an 
abnormality  of  the  mother’s  uterus,  and  the  mother’s 
being  underweight  at  the  beginning  of  pregnancy 
and  not  gaining  normally  during  the  first  few 
months.  “In  general,  the  healthier  the  mother 
and  the  more  complete  her  diet  in  required  minerals, 
vitamins,  and  proteins,  the  less  likely  she  is  to  have 
a premature  infant,”  Dr.  Potter  stated. 

The  principal  reason  that  some  premature  babies 
do  not  survive,  according  to  Dr.  Potter,  is  that  their 
lungs  are  not  sufficiently  developed.  Other  reasons 
include  extreme  susceptibility  to  disturbances  in  the 
lungs,  injury  before  birth  resulting  from  the  partial 
cutting  off  of  the  oxygen  supply  received  from  the 
mother  through  the  umbilical  cord,  bacterial  in- 
fection of  the  lungs,  stomach,  and  intestines  or  skin, 
and  Rh  incompatibility. 

Dr.  Potter  stressed  the  fact  that  “the  majority  of 
premature  babies  who  live  are  not  handicapped  by 
their  prematurity.”  Within  three  or  four  years,  it 
is  generally  impossible  to  notice  any  difference  be- 
tween the  mental  and  general  physical  development 
of  a premature  baby  and  that  of  a mature  child. 


INTERLOCKED  TWINS 


Daniel  D.  Friedman,  M.D.,  Cedarhurst,  New  York 

{From  the  Department  of  Obstetrics  and  Gynecology,  Lincoln  Hospital,  Bronx) 


TNTERLOCKING  of  twins  is  a rare  obstetric  com- 
A plication.  The  only  quoted  statistics  of  its  rarity 
are  those  of  Von  Braun  who  found  only  one  case  in 
90,000  deliveries  in  Vienna.  Various  theories  have 
been  offered  to  explain  this  obstruction  to  normal  de- 
livery. Dawson,  Petch  and  Best,  Wright,  Horder, 
and  Falke  have  reported  cases  emphasizing  a defi- 
ciency in  amniotic  fluid  in  both  amniotic  sacs  as  a 
pertinent  cause.1-6  Unusual  positions  in  utero  seem 
to  account  for  a small  percentage  of  cases,  and  Cole- 
man has  described  two  cases  of  collision  due  to  ex- 
tension of  the  heads  of  the  leading  twins,  both  being 
vertex  presentations.6  Extension  was  caused  in  the 
first  case  by  a tight  loop  of  the  cord  around  the  neck 
and  in  the  second  by  a prolapsed  arm  under  the  chin. 
Ackermann  cited  a case  in  which  the  first  twin  pre- 
sented transversey  by  a shoulder,  the  arm  of  which 
prevented  the  second  twin  from  engaging.7  Ivens 
described  the  interference  to  delivery  of  the  first 
child  presenting  as  a vertex  by  impinging  its  shoulder 
on  the  neck  of  the  second  in  a transverse  line.8  A 
similar  case  was  reported  by  Preston  in  which  a 
shoulder  locked  on  the  groin  of  the  second  fetus  lying 
transversely.9 

One  factor  which  is  present  in  the  majority  of 
cases  recorded  and  which  eventually  may  be  recog- 
nized as  the  leading  predisposing  cause  of  locked  twins 
is  primiparity  with  a high  uterine  muscular  tone. 
Lawrence  emphasized  this  factor  in  a review  of  case 
histories  of  interlocked  twins.10  We  ourselves  have 
reviewed  32  cases  of  locked  twins  and  found  24  to  be 
of  primiparous  women. 

The  most  common  type  of  interlocking  occurs 
when  the  first  fetus  enters  the  pelvis  as  a breech  and 
the  second  as  a vertex  presentation.  The  chin  of 
the  after-coming  head  of  the  first  usually  impinges  on 
the  chin  of  the  fore-coming  head  of  the  second.  Ap- 
proximately one  half  of  all  infants  delivered  follow- 
ing this  complication  were  stillborn.  The  second  most 
common  form  of  collision  occurs  when  two  vertexes 
attempt  to  enter  the  pelvis  almost  simultaneously, 
causing  the  second  to  impinge  between  the  shoulder, 
back,  or  chest,  and  the  head  of  the  first.  About  one 
third  of  the  infants  failed  to  survive  delivery  follow- 
ing this  form  of  collision.  The  third  most  common 
type  of  interlocking  occurs  with  double  breech  pres- 
entations. Onty  two  cases  of  this  type  have  been 
reported,  and  three  of  the  four  infants  failed  to  sur- 
vive. Other  forms  of  locking  associated  with  various 
transverse  attitudes  are  extremely  rare  and  usually 
result  in  very  high  fetal  mortality  rates. 

Case  Report 

A thirty-six-year-old  colored  woman,  Para  II, 
gravida  3,  was  admitted  to  the  ward  at  term  in  ac- 
tive labor.  A diagnosis  of  breech  presentation  in 
left  sacrum  posterior  position  at  station  plus  one  was 
made  on  admission.  The  cervix  was  dilated  2 to  3 
cm.  and  completely  effaced  after  six  and  one-half 
hours  of  labor.  Membranes  ruptured  spontane- 


Fig.  1. — X-ray  of  locked  twins  taken  after  one 
hour  of  second  stage  labor  revealing  the  vertex  of 
the  second  twin  to  be  impinged  on  the  neck  and 
chest  of  the  first  twin. 

ously  after  an  hour  of  labor.  The  diagnosis  of  twin 
pregnancy  was  made  shortly  after  admission,  and 
the  second  twin  was  diagnosed  as  a vertex  presenta- 
tion in  right  occiput  anterior  position.  Both  fetal 
hearts  were  located  and  found  to  be  strong  and  reg- 
ular. From  the  diagnosed  positions  of  the  twins, 
the  possibility  of  locking  was  considered,  and  an  x- 
ray  of  the  abdomen  was  taken.  Unfortunately, 
this  film  was  under-exposed  and  could  not  be  repro- 
duced, but  it  confirmed  the  previously  diagnosed 
positions.  The  breech  of  the  first  twin  was  visual- 
ized entering  the  inlet  of  the  pelvis  in  a left  sacrum 
posterior  position,  and  the  vertex  of  the  second  twin 
was  lying  on  the  brim  of  the  pelvis  in  a right  occiput 
anterior  position.  The  heads  at  this  time  were 
approximately  3 cm.  apart  with  the  upper  aspect  of 
the  head  of  the  second  twin  lying  in  the  same  plane 
as  the  lower  aspect  of  the  head  of  the  first  twin.  In- 
terlocking of  chins  was  considered  a definite  possi- 
bility. 

The  progress  of  labor  was  very  closely  observed 
thereafter,  and  in  nine  and  one-half  hours  after  the 
onset  of  labor  the  cervix  was  found  to  be  fully  dilated 
and  the  breech  had  descended  to  station  plus  two. 
Both  fetal  hearts  remained  regular.  However,  no 
further  descent  was  made  by  the  breech  despite 
strong  uterine  contractions  occurring  every  two  to 
three  minutes  and  lasting  forty  to  fifty  seconds. 
After  one  hour  of  second-stage  labor  another  x-ray 
was  taken,  and  it  definitely  confirmed  the  fact  that 
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we  were  dealing  with  locked  chin-to-chin  twins. 
The  vertex  of  the  second  twin  was  found  to  be  im- 
pinging on  the  neck  of  the  first  with  its  chin  inter- 
posed under  the  chin  of  the  first  twin  (Fig.  1).  A 
factor  not  previously  recognized  was  the  large  size  of 
the  second  twin. 

The  patient  was  immediately  placed  on  the  de- 
livery table,  ether  was  administered,  and  a sterile 
vaginal  examination  confirmed  the  x-ray  impression 
of  locked  twins.  No  attempt  was  made  to  extract 
the  breech  forcibly,  but  instead  it  was  displaced  a 
short  distance  upward  into  the  uterus.  The  head  of 
the  second  twin  was  grasped,  displaced  to  the  right, 
and  maintained  in  this  position  by  an  assistant.  A 
breech  extraction  was  then  performed,  the  first  twin 
being  delivered  with  no  difficulty.  The  amniotic  sac 
of  the  second  twin  was  found  to  be  intact  and  was 
artificially  ruptured.  Only  a small  amount  of  fluid 
was  found  to  be  present.  An  internal  podalic  ver- 
sion and  breech  extraction  was  then  easily  perform- 
ed. The  second  stage  was  completed  after  one  hour 
and  fifty  minutes.  Examination  of  the  uterus  fol- 
lowing manual  removal  of  the  placenta  revealed  it  to 
be  intact.  A single  placenta  was  removed  with  a 
double  amnion  and  a double  chorion.  The  twins 
were  binovular  males  weighing  4 pounds  9 ounces  and 
8 pounds  3Va  ounces,  respectively.  The  mother  and 
babies  left  the  hospital  after  an  uneventful  post- 
partum course. 

Comment 

An  attempt  has  been  made  to  analyze  the  pre- 
viously published  cases  of  locked  twins  with  a view 
to  determining  the  reason  for  an  extremely  high  fetal 
mortality  rate.  The  one  glaring  error  which  leads 
to  unduly  prolonged  labors  and  fetal  deaths  is  the 
failure  to  recognize  the  fact  that  the  twins  have  be- 
come interlocked.  This  error  can  be  obviated  by  a 
few  precautions  such  as  the  following: 


1.  An  attempt  should  be  made  to  diagnose  ac- 
curately all  cases  of  suspected  twin  pregnancies,  with 
the  use  of  x-ray,  if  necessary,  to  ascertain  the  posi- 
tions. 

2.  If  the  positions  are  suggestive  of  locking,  an 
x-ray  should  be  taken  early  in  labor,  especially  when 
dealing  with  primiparas  with  ruptured  membranes. 

3.  Labor  should  be  closely  observed,  especially 
during  the  second  stage.  A sterile  vaginal  ex- 
amination should  be  done  and  possibly  an  x-ray 
taken  if,  after  one  hour,  progress  ceases. 

The  mode  of  delivery  in  some  of  the  reported  cases 
was  decidedly  detrimental  to  a favorable  outcome. 
Once  the  diagnosis  of  locked  twins  is  made,  no  effort 
should  be  made  to  extract  either  twin  until  the  two 
have  been  separated  from  each  other.  In  several 
cases  delivery  was  attempted  prior  to  separation, 
and  the  result  was  a firm  impaction  of  both  present- 
ing parts  in  the  pelvis.  Unless  the  infants  can  be 
easily  separated,  cesarean  section  is  immediately  in- 
dicated. 
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WHAT  KIND  OF  INCENTIVES? 

“I  am  convinced  that  those  incentives  are  best 
which  tend  most  strongly  to  advance  the  good  of 
society  as  a whole.  And  nowhere  have  we  a better 
demonstration  of  that  thesis  than  in  these  United 
States 

“I  have  no  doubt  at  all  that  this  nation’s 
greatness  is  due  simply  to  this  fact:  Under  our 

principle  of  individual  liberty,  human  incentive  has 
been  given  its  widest  possible  scope.  To  each  of 
us  has  been  given  the  opportunity  to  do  his  best, 
to  each  the  right  to  retain  the  fruits  of  his  labors, 
to  each  the  responsibility  of  preserving  those  rights 
for  his  neighbor 

“That  nation  is  strongest  that  provides  whatever 
incentives  are  needed  to  make  its  people  do  their 
best.  That  nation  is  weakest  that  fails  to  utilize 
the  tremendous  power  of  self-interest 


“Just  as  the  Scriptures  afford  a code  of  moral 
behavior,  our  Constitution  provides  us  with  a 
declaration  of  principles  to  guide  our  conduct  as 
individuals  and  a nation.  Its  basis  is  human  free- 
dom. Its  tools  are  truth,  honesty,  and  objectivity. 
Without  them,  freedom  becomes  an  empty  word, 
devoid  of  all  real  meaning. 

“Let  us  get  back  to  the  truth,  the  honesty  and 
the  objectivity  that  have  served  us  so  well.  Let 
us  insure  our  habit  of  personal  achievement,  which 
has  made  us  a great  nation.  Then,  and  only  then, 
will  we  be  able  to  find  the  strength  that  lies  in 
devotion  to  freedom  and  so  help  restore  that  price- 
less blessing  to  a troubled  world.” 

—Crawford  H.  Greenewalt,  President,  E.  I.  du  Pont  de 
Nemours  & Co.,  Inc. 


SPASM  OF  THE  URETHRA  PREVENTING  WITHDRAWAL  OF  AN 
URETHRAL  CATHETER 

Alfred  A.  Johnson,  M.D.,  Charles  Ney,  M.D.,  and  Heino  Provet,  M.D.,  New  York  City 


| TRETHRAL  catheterization  is  generally  a simple 
^ procedure.  Any  difficulties  encountered  us- 
ually concern  the  insertion  and  not  the  withdrawal 
of  the  catheter.  Recently,  the  authors  have  had 
three  individual  cases  in  which  the  insertion  of  a soft 
rubber  urethral  catheter  was  accomplished  readily 
but  withdrawal  was  temporarily  impossible.  We 
believe  that  this  difficulty  was  the  result  of  severe 
urethral  spasm.  In  the  first  case,  the  catheter  was 
completely  tom  at  the  level  of  the  external  sphinc- 
ter, and  the  part  left  in  the  urethra  was  removed  cvs- 
toscopically.  In  the  other  cases,  relaxation  of  the 
urethral  spasm  was  accomplished  by  the  use  of  rec- 
tal diathermy.  The  catheters  were  then  easily  re- 
moved. 


Case  Reports 

Case  1. — A forty-one-year-old  white  male,  a 
spastic  paraplegic  at  the  level  of  the  fourth  and  fifth 
thoracic,  was  catheterized  on  May  5,  1951,  with  a 
number  18  French  soft  rubber  catheter,  for  the  de- 
termination of  the  residual  urine.  Prior  to  cathe- 
terization he  had  been  examined  completely,  and  no 
urethral  strictures  had  been  noted.  An  attempt  to 
withdraw  the  catheter  was  made,  but  it  was  found  to 
be  so  tightly  grasped  that  it  could  not  be  removed. 
The  patient  was  allowed  to  rest  for  a few  minutes, 
and  another  attempt  was  made  to  release  the  cathe- 
ter. This  time  the  catheter  broke,  with  about  half 
remaining  in  the  urethra.  The  patient  was  ureth- 
roscoped  immediately.  A number  24  panendoscope 
was  inserted  under  vision  to  the  severed  end  of  the 
catheter,  which  was  lying  at  the  level  of  the  external 
sphincter.  Using  a foreign  body  forceps,  the  cathe- 
ter was  grasped  and  removed  with  some  difficulty. 
The  patient  made  an  uneventful  recovery.  This 
patient  has  been  cystoscoped  and  catheterized  on 
several  occasions  since  then  without  untoward  inci- 
dent, but  at  times,  withdrawal  of  a catheter  has 
given  the  impression  that  it  was  rather  snugly 
grasped  by  the  urethra. 

Case  2. — A fifty-five-y ear-old,  well-developed, 
well-nourished  white  male  was  catheterized  on  De- 
cember 17,  1951,  with  a number  18  French  soft  rub- 
ber catheter,  for  estimation  of  residual  urine.  Fol- 
lowing this  examination,  the  catheter  was  held 
firmly  in  the  urethra.  Several  unsuccessful  at- 
tempts were  made  to  remove  it.  Rectal  diathermy 
was  applied,  and  after  a period  of  eight  minutes,  the 
catheter  was  easily  withdrawn.  This  patient  sub- 
sequently had  a complete  urologic  work-up  including 
panendoscopv  and  cystoscopy,  with  no  untoward 
effects.  A diagnosis  of  benign  prostatic  hypertro- 
phy was  made. 

Case  3. — A sixtv-seven-year-old  white  male,  in 
good  general  condition,  underwent  routine  examina- 


tion for  residual  urine  on  May  19,  1952.  Rectally, 
this  patient  had  a moderately  enlarged,  apparently 
benign  prostate.  A number  20  French  soft  rubber 
catheter  was  passed  into  the  bladder  without  diffi- 
culty, and  a residual  urine  of  l1/*  ounces  was  ob- 
tained. This  having  been  accomplished,  it  was  dis- 
covered then  that  the  catheter  could  not  be  with- 
drawn. Rectal  diathermy  was  applied,  and  after  a 
period  of  five  minutes,  the  catheter  was  easily  re- 
moved. 

Discussion 

Three  cases  have  been  presented  in  which  spasm 
of  the  urethra  prevented  withdrawal  of  a small  soft 
rubber  catheter,  which  had  been  inserted  into  the 
bladder  easily  for  a routine  residual  urine  determina- 
tion. In  the  first  case  reported,  the  catheter  was 
actually  broken  off  at  the  external  sphincter.  There 
was  no  evidence  that  the  catheter  was  defective; 
however,  it  was  not  new  and  had  been  boiled  on 
numerous  occasions.  The  difficulty  in  withdrawal 
in  our  opinion  indicated  a rather  severe  urethral 
spasm  which  was  thought  at  the  time  to  be  part  of 
the  patient’s  neurologic  disease.  Since  then,  how- 
ever, two  similar  instances  have  occurred  in  non- 
neurologic cases.  In  these  two  cases  the  catheters 
used  were  rather  new.  Both  of  these  were  cases  of 
benign  prostatic  hypertrophy,  with  no  evidence  of 
central  nervous  system  disease.  It  is  obvious  that 
in  all  three  cases  the  catheter  was  the  initiating 
cause  of  the  spasm.  The  experience  with  the  first 
case  brought  to  our  attention  the  fact  that  the  solu- 
tion to  this  problem  was  some  method  of  accom- 
plishing complete  relaxation  of  the  urethra.  Con- 
sequently, in  the  succeeding  cases,  rectal  diathermy 
was  applied  with  gratifying  results.  Other  methods 
for  the  relaxation  of  spasm  in  the  perineal  muscles 
and  urethral  sphincters  are,  of  course,  appreciated, 
that  is,  external  heat,  antispasmodic  drugs,  general 
or  block  anesthesia,  etc.  However,  since  these  three 
incidences  of  catheter  retention  occurred  in  the  of- 
fice, and  rectal  diathermy  was  readily  available,  it 
proved  a simple  and  effective  way  of  releasing  the 
retained  catheters. 

Summary 

1.  Three  cases  of  severe  urethral  spasm  prevent- 
ing withdrawal  of  a urethral  catheter  have  been 
presented. 

2.  Rectal  diathermy  was  applied  in  two  cases, 
resulting  in  easy  and  successful  removal  of  the  cath- 
eters. 

745  Fifth  Avenue 


Genius  is  the  ability  to  do  the  right  thing  the  first  lane. — Elbert  Hubbard 
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REPORT  OF  THE  COUNCIL,  PART  VI 


Economics 

Public  Medical  Care. — The  following  supple- 
mentary report  of  the  Subcommittee  on  Public 
Medical  Care  of  the  Council  Committee  on  Eco- 
nomics is  presented. 

To  your  committee  has  been  referred  a resolution 
introduced  in  the  House  of  Delegates  at  the  1952 
session,  by  Dr.  Leonard  Horn  from  the  Medical 
Society  of  the  Comity  of  Monroe,  regarding  hospi- 
talization for  individuals  over  sixty-five. 

The  resolution  is  as  follows: 

“Whereas,  the  care  of  our  aging  population  is 
rapidly  becoming  a serious  sociologic  problem; 
and 

“Whereas,  modern  medicine  with  its  scien- 
tific advances  has  contributed  to  this  problem  by 
increasing  the  number  in  this  group;  also,  by  the 
same  token,  it  has  made  the  cost  of  illness,  par- 
ticularly in  this  age  group,  a serious  economic 
problem.  People  do  not  die  as  quickly  as  for- 
merly. Their  illnesses,  now,  with  our  use  of 
antibiotics,  blood,  physical  medicine,  x-ray  ther- 
apy,  isotopes,  and  improved  surgical  procedures, 
are  more  likely'  to  become  protracted.  These  ill- 
nesses usually  require  complicated  diagnostic 
procedures  and  invariably  hospital  care;  and 
“Whereas,  Oscar  Ewing,  apparently  aware  of 
the  problem,  has  approached  it  with  a plan  sup- 
ported by  President  Truman.  This  is  a modified 
form  of  ‘compulsory  health  insurance’  for  the  age 
group  sixty-five  and  over.  His  plan  is  socialized 
medicine  as  we  have  come  to  know  it,  only  in 
slightly  camouflaged  form.  Recently  legislation 
to  implement  this  plan  has  been  introduced  in  the 
House  and  Senate;  the  Senate  bill  is  sponsored 
by  Senators  Murray  and  Humphrey;  the  House 
bill,  by  Representatives  Dingell  and  Celler;  and 
“Whereas,  it  is  intended  that  all  people  sixty- 
five  years  and  over  be  entitled  to  free  hospital 
care  without  depriving  them  of  their  right  to  a 
physician  of  their  own  choice  for  any  illness  or 
group  of  illnesses  extending  for  more  than  thirty 
days  in  any  one  calendar  year.  The  expense 
for  the  first  thirty  days  is  to  be  borne  either  by 
the  patient  (Blue  Cross  Plan,  other  insurance, 
or  b\’  himself  completely),  his  family,  or  in  the 
case  of  welfare  clients  by  the  municipality;  and 
“Whereas,  it  is  further  intended  that  these 
individuals  be  entitled  to  semiprivate  or  ward  ac- 
commodations. If  these  are  not  available,  they 
may  be  temporarily  placed  in  private  accommo- 
dations until  semiprivate  or  ward  beds  are  avail- 
able; and 


“Whereas,  the  medical  profession  should  be 
leaders  in  advocating  such  legislation  so  that 
they  may  help  in  formulating  a workable  plan 
and  avoid  pitfalls  so  apparent  in  compulsory 
health  insurance  as  advocated  by  Oscar  Ewing 
in  this  country  and  Aneurin  Bevan  in  England; 
and 

“Whereas,  municipal  implementation  is  likely 
to  be  overly  political  and  Federal  management 
too  remote  and  not  in  touch  with  local  situations; 
therefore  be  it  hereby 

‘‘Resolved,  that  a study  be  made  by  the  Medical 
Society  of  the  State  of  New  York  of  a plan  to  be 
presented  to  the  New  York  State  Legislature 
whereby  the  problems  presented  above  can  be 
alleviated  by  State  aid.” 

The  resolution  was  referred  to  a reference  com- 
mittee and  passed. 

Since  the  meeting  of  the  House  of  Delegates  in 
1952,  the  Council  Subcommittee  on  Public  Medical 
Care  has  collected  information  regarding  this  ques- 
tion from  various  periodicals;  from  editorials  in  the 
Journal  of  the  American  Medical  Association;  from 
references  in  the  address  by  Dr.  Louis  H.  Bauer  in 
Denver  last  December;  from  George  Farrell,  direc- 
tor of  the  Bureau  of  Medical  Care  Insurance;  from 
George  W.  Cooley,  secretary  of  the  Council  on 
Medical  Services  of  the  A.M.A.;  from  John  H. 
Miller  of  the  Monarch  Insurance  Company,  writing 
in  the  September  20,  1952,  Journal  of  the  A.M.A.; 
from  Frank  Dickinson,  of  the  A.M.A.  Bureau  of 
Medical  Economic  Research,  and  from  Dr.  I.  Jay 
Brightman,  Assistant  Commissioner  for  Medical 
Sendees  of  the  Xew  York  State  Department  of 
Social  Welfare. 

Dr.  Horn  met  with  the  committee  and  very  elo- 
quently presented  his  arguments.  He  suggested 
that  the  plan  might  be  financed  by  withdrawing  from 
the  State  income  tax  the  usual  ten  per  cent  deduc- 
tion or  discount  that  has  usually  prevailed  in  the 
past  few  years. 

Your  committee  appreciates  that  this  resolution 
is  not  a simple  one  and  brings  into  focus  many  angles 
of  medical  care,  with  varying  points  of  view.  It  is 
obvious  that  the  well-to-do  can  finance  their  own 
medical  and  hospital  care,  even  in  old  age.  It  is 
also  obvious  that,  in  New  York  State,  hospitaliza- 
tion can  be  fairly  readily  obtained  for  the  indigent, 
or  those  who  are  “medically”  indigent,  although  not 
at  other  times  on  relief  rolls. 

The  problem  also  must  differentiate  between 
hospitalization  for  acute  illness  and  domiciliary  or 
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custodial  care  over  longer  periods  of  time.  This 
resolution  excluded  the  first  thirty  days  of  hos- 
pitalization, somewhat  analogous  to  the  $50  deduc- 
tible insurance  on  your  car.  Acute  illness  is  usually 
termed  anything  up  to  six  weeks,  so  that  there  is  an 
unknown  number  of  individuals  who  might  require 
hospitalization  for  over  thirty  days  but  who  are  not 
strictly  custodial  or  nursing  home  problems.  This 
differentiation  would  certainly  make  for  adminis- 
trative difficulties  and  might  be  prone  to  increase 
abuses  from  both  the  participating  doctors  and  pa- 
tients. 

This  would  take  the  plan  out  of  the  usual  short 
term  sickness  insurance  and  bring  it  more  definitely 
into  the  “catastrophic”  illness  that  might  occupy 
several  months  and  use  up  all  or  a greater  portion  of 
any  funds  that  might  have  been  accumulated  dur- 
ing younger  years. 

The  problem  resolves  itself  into  two  parts:  hos- 
pitalization for  those  now  over  sixty-five  and  hos- 
pitalization for  those  in  the  younger  groups,  who 
eventually  will  reach  this  age. 

The  committee  realizes  at  once  the  importance  of 
the  Blue  Cross  or  voluntary  hospital  insurance 
agencies  in  this  situation;  if  enough  individuals  can 
be  persuaded  to  take  out  Blue  Cross  insurance,  be- 
low the  age  of  sixty-five,  most  insurance  companies 
allow  them  to  keep  on  paying  and  keep  on  being 
covered  even  if  they  are  over  age,  although  the  com- 
panies usually  do  not  take  on  new  risks  over  age 
sixty-five.  Blue  Cross  coverage  does  not  terminate 
with  employment,  but  if  the  individual  is  older  and 
unemployed,  hospital  costs  if  he  has  to  pay  them 
himself  might  well  be  “catastrophic.” 

The  question  can  also  be  connected  with  the  plans 
to  allow  income  tax  deductions  for  annuities  pur- 
chased, such  as  provided  by  the  Reed-Keogh  bill, 
which  has  the  support  of  the  Bar  Association  as  well 
as  other  professional  bodies.  This  could  well  in- 
clude money  paid  for  hospital  insurance  for  old 
age,  as  well  as  for  direct  annuities  in  money. 

The  resolution  as  originally  presented  provides 
for  hospitalization  at  State  expense  for  any  one  over 
sixty-five.  But  should  hospitalization  be  offered  to 
all  individuals  over  sixty-five,  regardless  of  ability^  to 
pay? 

There  has  been  a steady  criticism  from  the  pro- 
fession, leveled  at  schemes  that  give  benefits,  with- 
out payment  by  the  recipient,  to  those  individuals 
who  are  able  to  pay.  For  example,  at  the  last  meet- 
ing of  the  A.M.A.,  the  Veterans  Administration  came 
in  for  criticism  most  particularly  for  allowing  individ- 
uals to  be  admitted  to  VA  hospitals  when  it  was 
well  known  that  they  could  afford  to  pay  a private 
doctor  and  a private  hospital.  The  “means  test” 
adopted  by  the  VA  has  been  too  flimsy  to  stand 
up  and  by  law  has  not  yet  been  made  more  sound. 

The  question  of  rates,  if  this  question  is  taken  over 
by  Blue  Cross,  is  still  uncertain.  It  is  true  that 
many  of  the  commercial  companies  are  widening 
their  coverage  gradually,  and  find  that  individuals 
between  sixtv-five  and  seventy  are  probably  not 
admitted  to  hospitals  much  more  often  but  tend  to 
stay  longer  once  they  are  in.  Just  what  would  be 
the  fate  of  those  in  the  seventies  and  eighties  is  still 
a matter  of  actuarial  accounting,  which  information 
we  do  not  have  available  at  present. 

But,  presumably,  the  rates  for  those  over  sixty- 
five  would  be  greater  than  the  usual  rate.  Could 
Blue  Ci  •oss  enlarge  its  scope  and  offer  this  coverage, 
with  perhaps  a higher  rate  for  those  able  to  pay,  and 
if  the  individual  was  not  able  to  pay  the  difference, 
could  this  difference  between  the  usual  Blue  Cross 


rate  and  the  higher  one  for  the  advanced  age  group 
be  paid  by  State  or  welfare  funds?  Would  the  De- 
partment of  Social  Welfare  like  to  experiment  with 
coverage  of  this  sort,  purchasing  hospital  insurance 
for  the  elderly  group  from  the  voluntary  nonprofit 
hospital  insurance  groups? 

The  Blue  Cross  coverage,  on  the  other  hand,  might 
very  well  be  handled  by  collecting  a small  additional 
premium  during  the  early  adult  years,  say  thirty  to 
sixty,  which  would  cover,  wholly  or  in  part,  the 
premium  that  would  be  charged  to  the  individual 
over  the  age  of  sixty-five.  Perhaps  a few  dollars 
additional  premium  might  give  a “paid  up”  hospital 
insurance  contract,  or  a contract  that  could  then  be 
written  at  the  standard  rate  for  the  usual  age  group. 

If  any  such  scheme  as  this  was  adopted,  there 
might  be  an  analogy  to  the  early  days  of  the  Com- 
pensation Law,  when  the  State  Insurance  Fund  was 
set  up  by  the  State  to  cover  those  employers  who 
could  not  obtain  insurance  from  the  usual  commer- 
cial companies.  Now,  with  the  advances  in  labor 
laws,  almost  any  employer  can  obtain  insurance 
from  any  commercial  company,  and  the  State  Fund 
has  become  a regular  insurance  company  with  rates 
similar  to  any  of  the  others. 

So,  possibly,  if  the  Blue  Cross  organizations  could 
not  entirely  cover  this  elderly  group,  a State-spon- 
sored plan  could  be  set  up,  with  premium  paid  in 
by  the  individual,  but  the  deficit,  if  any,  under- 
written by  the  State,  so  that  hospital  insurance 
could  be  obtained  by  the  poor  risk  elderly  patient. 
This  might  give  some  semblance  of  insurance  with 
payments  by  the  patients  but  still  keep  him  off  the 
welfare  rolls,  with  whatever  stigma  that  might  carry. 

The  problem  has  implications  for  the  future. 
Assuming  that  the  per  capita  requirements  of  phy- 
sicians’ services  for  patients  sixty-five  and  over  are 
twice  those  for  younger  age  groups,  it  would  follow 
that  the  older  group,  now  comprising  about  8.3  per 
cent  of  the  population,  now  accounts  for  15  per  cent 
of  physicians’  services.  If,  by  1970,  this  group  in- 
creased to  11.3  per  cent,  which  has  been  estimated, 
it  would  then  account  for  some  20  per  cent  of  the 
total  of  all  physicians’  services. 

If  the  elderly  stay  twice  as  long  in  the  hospital 
and  are  admitted  twice  as  often,  which  figures  being 
entirely  estimates,  it  is  obvious  that,  by  1970,  34 
per  cent  of  hospital  beds  will  be  filled  by  those  over 
sixty-five.  Obviously,  there  will  then  be  not 
enough  hospital  beds  to  go  around  except  with  un- 
usual construction.  » 

Your  committee  has,  therefore,  endeavored  to 
cover  the  various  lines  of  thought  brought  up  bv 
this  resolution.  We  believe  that  the  question  is  an 
important  one  and  should  be  considered  further. 

We  recommend  the  following: 

1.  That  no  legislation  be  introduced  at  this  time. 

2.  We  do  not  recommend  blanket  hospital  in- 
surance for  all  over  sixty-five,  regardless  of  their 
ability  to  pay. 

3.  We  advise  continued  support  of  legislation  of 
the  type  of  the  Reed-Keogh  bill,  whereby  payments 
for  old  age  annuities,  which  could  include  payments 
for  hospital  care,  may  be  deducted  from  income 
tax  figures. 

4.  We  advise  continued  study  by  the  Bureau  of 
Medical  Care  Insurance  of  hospital  insurance  for 
the  elderly,  so  that  more  exact  figures  may  be  out- 
lined as  to  the  cost  of  such  insurance  over  sixty-five, 
the  number  of  days  per  year  of  hospitalization  to  be 
expected  in  the  different  age  groups,  and  the  various 
methods  of  prepaying  this  by  voluntary  nonprofit 
plans. 
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To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Thomas  M.  d’ Angelo,  M.D.,  Chairman 

Jackson  Heights 


John  C.  Brady,  M.D Buffalo 

Christopher  Wood,  M.D White  Plains 

Joseph  A.  Lane,  M.D Rochester 

John  F.  Kelley,  M.D L’tica 

Leo  F.  Schiff,  M.D Plattsburg 


Charles  Gordon  Hevd,  M.D.,  Vice-Chairman 

New  York  City 

Walter  P.  Anderton,  M.D.,  ex  officio 

New  York  City 

Maurice  J.  Dattelbaum,  M.D.,  ex  officio 

Brooklyn 

William  F.  Martin,  Counsel,  ex  officio 

New  York  City 

Harry  F.  Wanvig,  Secretary,  ex  officio 

New  York  City 

During  the  past  year  the  board  held  nine  regular 
and  two  special  meetings,  many  of  which  were  at- 
tended by  the  president,  Dr.  Edward  T.  Wentworth; 
the  president-elect,  Dr.  Andrew  A.  Eggston;  the 
speaker  of  the  House,  Dr.  Frederic  W.  Holcomb; 
Mr.  Robert  Bell,  of  the  office  of  the  legal  counsel, 
and  Mr.  Frank  B.  Martin,  of  the  office  of  the  indem- 
nity representative.  These  gentlemen  took  part 
in  discussions  of  matters  before  the  board,  and  their 
advice  was  most  helpful.  In  addition,  many  meet- 
ings were  held  by  subcommittees  of  the  board  with 
individual  members  of  the  Society  and  with  advi- 
sory committees  pertaining  to  insurance  problems 
of  various  specialties. 

New  and  Closed  Cases. — At  its  meetings  the 
board  examined  the  new  suits  and  claims  filed 
against  insured  members  and  reviewed  with  the 
legal  counsel,  each  month,  the  details  of  actions 
closed  and  disposed  of.  Regardless  of  the  policy 
years  involved,  the  following  is  a comparative 
statement  of  new  suits  and  claims  reported  and  old 
ones  closed  during  1951  and  1952: 


1952 

1951 

New  suits  and  claims  filed 

509 

456 

Suits  and  claims  closed 

467 

377 

Net  gain  in  outstanding  cases 

"42 

79 

Our  report  last  year  predicted  that  by  year’s  end 
the  incidence  of  suits  and  claims  would  probably 
reach  one  for  each  30  insured  members.  This  proved 
to  be  nearly  correct,  because  the  final  figures  show 
that  there  was  one  case  reported  for  each  29.4  in- 
sured members.  Those  reported  during  1952 
showed  a slight  increase  to  one  for  every  28.7  in- 
sureds. This  is  taken  as  somewhat  encouraging 
because  it  indicates  a slight  slowing  of  the  rate  at 
which  the  incidence  of  suits  and  claims  has  increased 
during  the  past  three  years. 

Doctors  have  frequently  expressed  a lack  of  under- 
standing as  to  why  malpractice  rates  cannot  be 
computed  as  quickly  and  accurately  as,  for  example, 
automobile  rates.  In  the  case  of  fire,  automobile, 
and  other  casualty  insurance,  nearly  100  per  cent  of 
the  losses  are  reported  and  known  by  the  end  of  each 
policy  year.  In  malpractice  insurance,  however, 
less  than  22  per  cent  have  been  reported  at  the  end 
of  the  first  year.  During  1952,  for  example,  a claim 


was  reported  for  an  act  committed  fifteen  years  ago 
under  a policy  issued  in  1937. 

The  following  table,  based  on  more  than  170.000 
policies  and  sixteen  years  experience,  clearly  demon- 
strates the  lag  in  the  reporting  of  malpractice  ac- 
tions: 


Years 

after 

Policies 

Were 

Issued 

Number 

Suits 

and 

Claims 

Reported 

Percentage 
of  Total 

Accumulated 

Percentage 

1 

910 

21.44 

21.44 

2 

1,922 

45.28 

66.72 

3 

922 

21.72 

88.44 

4 

328 

7.73 

96.17 

5 

70 

1 .65 

97.82 

6 

32 

0.75 

98.57 

7 

35 

0.82 

99.39 

8 

9 

0.22 

99.61 

9 

8 

0.19 

99.80 

10 

3 

0.07 

99.87 

11 

3 

0.07 

99.94 

12 

0 

13 

0 

14 

0 

15 

1 

0.03 

99.97 

16 

1 

0.03 

100.00 

4,244 

Thus,  it  will  be  seen  that  it  is  necessary  to  wait  an 
average  of  at  least  six  years  after  the  policies  of  any  ; 
one  year  have  expired  before  reports  have  been  re- 
ceived of  98  per  cent  of  the  suits  and  claims  which 
will  eventually  be  reported  against  them. 

Furthermore,  there  is  an  additional  lag  of  several  : 
years  before  reported  cases  can  be  disposed  of  and  . 
the  final  cost  determined.  For  example,  at  the  end 
of  1952  there  were  21  suits  with  reserves  of  $54,000 
reported  against  policies  issued  prior  to  1944,  still 
open  and  outstanding.  The  reserves  for  these  cases 
are  the  results  of  careful  estimates  by  your  legal 
counsel  and  the  claim  department  of  our  carrier, 
and  it  is  hoped  that  they  will  prove  adequate.  Ex- 
perience has  shown,  however,  that  occasionally  the 
ultimate  cost  exceeds  the  established  reserve  by  a 
substantial  amount. 

If  the  rate  of  incidence  of  claims  to  insured  mem- 
bers remained  fairly  constant  and  there  was  no  great 
fluctuation  in  the  average  costs,  these  time  lags 
would  not  prevent  making  quite  accurate  rates  for 
the  coming  year.  But,  as  our  insurance  actuaries, 
Wolfe,  Corcoran  and  Linder,  have  frequently 
pointed  out  in  their  annual  reports,  when  the  rate 
of  incidence  and  the  average  costs  increase  each 
year  by  unknown  amounts,  the  difficulty  of  com- 
puting adequate  rates  becomes  very  great.  This  is 
a problem  with  which  everyone  concerned  has 
struggled  for  many  years  without  much  success, 
and  it  poses  a real  threat  to  the  future  of  malprac- 
tice insurance  in  this  State.  There  is  no  thought  ' 
that  our  carrier  or  the  other  insurance  companies 
may  lose  confidence  in  the  cooperation  and  good 
intentions  of  the  State  Society,  but  the  time  may 
come  when  they  conclude  that  no  one  can  devise  a 
method  of  computing  rates  which,  in  the  circum- 
stances, will  keep  up  with  the  loss  costs. 
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Insurance  Costs  and  New  Rates. — The  report  of 
Messrs.  Wolfe,  Corcoran,  and  Linder  on  their 
annual  audit  and  actuarial  examination  of  the 
Group  Plan  as  of  December  31,  1952,  has  been  re- 
ceived and  examined.  The  original  has  been  filed 
with  the  secretary  of  the  State  Society,  and  a sum- 
mary of  it  will  be  presented  to  the  House  of  Dele- 
gates by  Mr.  Joseph  Linder  in  person.  Therefore, 
there  remains  for  the  board  only  the  task  of  present- 
ing an  analysis  of  that  report  together  with  com- 
ments and  recommendations. 

Mr.  Linder’s  report  shows  that  during  the  last 
three  expired  policy  years  (1949-1951),  the  average 
cost  of  insurance,  per  policyholder,  for  $5,000/ 
$15,000  limits,  has  increased  from  the  previous 
levels  as  follows: 


Metropolitan  area 
Upstate  area 


1952 

$106.32 

63.96 


1951 

$90.46 

62.72 


Mr.  Linder  has  again  pointed  out  the  inade- 
quacy of  our  contingent  loss  reserve.  It  will  be 
remembered  that  it  is  the  intention  of  both  the  So- 
ciety and  the  Company  that  these  reserves  be  modi- 
fied from  year  to  year  to  take  up  the  slack  between 
the  loss  costs  anticipated  in  the  rates  and  those 
which  may  be  actually  experienced. 

Last  year,  because  of  the  large  increase  in  the  base 
rates  which  was  necessary  at  that  time,  it  was  con- 
sidered appropriate  to  postpone  any  substantial 
adjustment  in  the  contingent  loss  factor  until  the 
adequacy  of  the  new  rates  was  tested.  This  year, 
however,  it  is  felt  that  some  readjustment  in  those 
factors  should  be  made,  and  accordingly  they  have 
been  raised  in  the  metropolitan  area  from  $8.00  to 
$15,  and  upstate  from  $6.00  to  $10.00. 

In  translating  the  new  average  costs  into  rates 
under  the  present  classification  system,  the  $30  dif- 
ferential between  surgical  and  nonsurgical  rates  has 
been  retained.  During  the  twelve  months  ending 
December  31,  1952,  the  insured  members  were 
divided  between  the  surgical  and  nonsurgical  classes 
as  follows: 


Metropolitan  area 
Upstate  area 

Total 


Surgical 

4,025 

2,277 


Nonsurgical 

6,089 

2,232 

8,321 


6,302 

Using  this  division  between  the  two  classes,  re- 
taining the  $30  differential  and  adding  new  con- 
tingent loss  factors,  the  following  rates  are  obtained : 

Surgical  Nonsurgical 


Metropolitan  area 

$122 

$ 92 

Contingent  loss  factor 

15 

15 

Total 

$137 

$107 

Upstate  area 

$ 78 

$ 48 

Contingent  loss  factor 

10 

10 

Total 

$ 88 

$ 58 

The  surcharges  now  in  force  for  the  excluded  spe- 
cialties have  been  retained  for  the  time  being,  as 
follows: 

Superficial  x-ray $10 

Deep  and  superficial  x-ray 20 

Electroshock  therapy 40 

Cosmetic  plastic  surgery 30 

Arrangements  have  been  completed  for  reclassi- 
fying all  claims  reported  under  policies  issued  prior 
to  September  1,  1951,  when  the  present  classification 


system  was  adopted.  This  will  move  forward  by 
over  two  years  the  date  on  which  the  differential 
between  the  surgical  and  nonsurgical  rates  and  the 
adequacies  of  the  surcharges  for  the  excluded  spe- 
cialties can  be  tested. 

The  board  recommends  the  approval  of  the  rates 
quoted  above  for  all  new  and  renewal  policies  effec- 
tive on  and  after  September  1, 1953. 

Review  of  Individual  Cases. — During  1951  the 
board  reviewed  37  individual  cases  to  determine  if 
any  change  should  be  made  in  their  insurance  in  the 
Group  Plan.  In  1952,  following  the  procedures 
established  during  the  previous  year,  the  board  re- 
viewed 129  cases,  with  the  following  results: 

Decisions  still  pending 6 

N o chan  ges  ordered 49 

Basic  insurance  denied  or  discontinued  at 

expiration 11 

Basic  insurance  reduced  or  increases  de- 
nied  7 

Insurance  covering  excluded  specialties  de- 
nied, discontinued,  or  limited 45 

Changes  in  classification  ordered 3 

Changes  in  medical  procedures  or  records 

ordered 3 

Deductible  clauses  approved 2 

Denial  of  liability  approved 2 

Acceptance  of  liability  recommended 1 

Total 129 

This  work  continues  to  require  an  increasing 
amount  of  the  board’s  time,  as  well  as  that  of  its 
subcommittees  which  meet  with  individual  members, 
and  also  that  of  its  advisory  committees  which  have 
given  invaluable  assistance.  It  is  an  arduous  task, 
but  its  importance  cannot  be  overemphasized,  be- 
cause through  it  an  increasing  number  of  members 
learn  each  year  that  they  can  no  longer  retain  mal- 
practice insurance  to  protect  them  from  the  conse- 
quences of  their  unjustifiable  acts. 

Jurisdiction  by  National  Casualty  Bureau.- — On 
September  1,  1952,  the  National  Casualty  Bureau 
took  jurisdiction  over  malpractice  insurance  forms 
and  rates  for  all  stock  casualty  companies  in  the 
State  and  prescribed  uniform  rates  for  them  which 
were  brought  substantially  to  the  level  of  our  Group 
Plan.  It  was  thought  that  this  might  broaden  and 
stabilize  the  malpractice  insurance  market,  but 
the  contrary  seems  to  have  been  the  case.  Com- 
panies which  heretofore  accepted  commitments 
under  their  own  forms  and  at  their  own  rates  ap- 
pear to  be  less  willing  to  accept  insurance  under  uni- 
form forms  and  higher  rates. 

Number  of  Members  Insured  in  the  Group  Plan. — 
During  1952,  the  number  of  members  insured  in  the 
Group  Plan  increased  by  1,554.  Appended  hereto 
is  a statement  showing  the  number  of  members  in- 
sured by  counties  (Table  I). 

Nonlicensed  Insurance  Companies. — The  general 
rise  in  all  malpractice  insurance  rates  has  stimu- 
lated in  this  State  the  solicitation  of  insurance  by 
insurance  organizations  not  licensed  to  transact 
business  here.  Recently,  the  American  College 
of  Physicians  approved  a plan  for  placing  the  mal- 
practice insurance  of  its  members  residing  in  New 
York  with  underwriters  at  Lloyds.  This  organiza- 
tion is  not  licensed  in  New  York  and  has  deposited 
no  funds  with  the  Superintendent  of  Insurance  to 
secure  its  malpractice  insurance  undertaking. 
Although  Lloyds  maintains  a substantial  American 
Trust  Fund  in  a New  York  City  bank,  it  is  not 
under  the  jurisdiction  of  the  State  Insurance  De- 
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Table  I. — Annual  Report  of  Members  Insured  as  of 
December  31,  1952,  Showing  Percentage  Insured  of 
County  Membership 


County 

Number 

[Members 

Number 

Insured 

Per  Cent 
Insured 

Y ates 

19 

19 

100 

Schoharie 

18 

18 

100 

Cayuga 

79 

69 

87 

Herkimer 

53 

45 

85 

Chemung 

109 

93 

85 

Oswego 

56 

47 

84 

Sullivan 

49 

40 

82 

Saratoga 

53 

43 

81 

Fulton 

64 

52 

81 

Tioga 

27 

22 

81 

Lewis 

15 

12 

80 

Wyoming 

30 

24 

80 

Broome 

250 

200 

80 

Greene 

25 

20 

80 

Nassau 

820 

641 

78 

Rensselaer 

149 

116 

78 

Chenango 

35 

27 

77 

Jefferson 

91 

69 

76 

Ontario 

104 

78 

to 

Chautauqua 

118 

88 

75 

Delaware 

41 

30 

73 

Genesee 

45 

33 

73 

Madison 

43 

31 

72 

Richmond 

196 

141 

72 

Tompkins 

88 

63 

72 

Allegany 

34 

24 

71 

Oneida 

288 

205 

71 

Orange 

201 

14.3 

71 

Schenectady 

197 

140 

71 

Warren 

72 

51 

71 

.Albany 

364 

255 

70 

Clinton 

54 

38 

70 

Westchester 

1.018 

705 

69 

Queens 

1.847 

1,254 

68 

Steuben 

109 

74 

68 

Onondaga 

503 

340 

68 

Schuyler 

9 

6 

67 

Cattaraugus 

92 

62 

67 

Cortland 

43 

29 

67 

Monroe 

716 

472 

66 

Franklin 

74 

48 

65 

Bronx 

1.487 

963 

65 

St.  Lawrence 

88 

57 

65 

Essex 

36 

23 

64 

Columbia 

48 

30 

63 

N’ew  York 

6,925 

4,322 

62 

Rockland 

121 

75 

62 

Kings 

3,390 

2.081 

61 

Ulster 

104 

63 

61 

Niagara 

174 

105 

60 

Wayne 

58 

35 

60 

Suffolk 

377 

208 

55 

Orleans 

19 

10 

53 

Otsego 

61 

32 

52 

Washington 

35 

18 

51 

Erie 

1,126 

569 

51 

Seneca 

28 

14 

50 

Putnam 

18 

9 

50 

Livingston 

43 

20 

47 

Dutchess 

239 

98 

41 

Montgomery 

62 

24 

39 

Total 

22,637 

14,623 

65 

partment  and  can  be  levied  upon  only  through  a 
suit  brought  in  the  State  or  Federal  courts.  There- 
fore, if  the  underwriters  elect  to  offer  terms  of 
settlement  of  a claim  unsatisfactory  to  the  claimant 
or  to  the  policyholder,  the  latter  would  have  no 
means  of  obtaining  a more  equitable  adjustment  ex- 
cept by  suing  the  underwriters. 

The  attention  of  the  Superintendent  of  Insurance 
has  been  invited  to  this  situation,  and  his  opinion 
has  been  requested  for  the  benefit  of  the  members 
of  the  Society  generally.  It  is  also  being  brought 
to  the  attention  of  the  trustees  of  the  American 
College  of  Physicians,  in  the  event  that  they  deem 
it  wise  to  reconsider  their  action. 

Causes  of  Malpractice  Losses. — The  board’s 
examination  of  the  primary  causes  which  produce 
unsatisfactory  results  has  shown  that  they  are  so 
wide  and  varied  as  to  preclude  any  simple  classifica- 


tion. However,  through  many  of  them  there  runs 
a discernible  thread  of  what  may  be  called  the 
secondary  causes;  that  is,  the  reasons  which  finally 
persuaded  the  patient  to  file  a suit.  Every  prac-  ’ 
ticing  physician  is  well  aware  of  the  fact  that  favor- 
able results  do  not  invariably  follow  every  oper- 
ation or  treatment;  also,  that  a malpractice  suit 
does  not  invariably  follow  every  unsatisfactory 
result.  It  is  important,  therefore,  to  determine  as 
far  as  possible  the  reasons  why  some  patients  sue 
and  others  do  not. 

Recently,  approximately  500  cases  were  reviewed 
with  this  in  mind.  In  81  of  them  the  secondary 
causes  of  suits  were  sufficiently  clear  to  classify 
them  as  follows: 

Per  Cent 

37 
23 


20 

14 

6 


Claim-minded  patients  urged  to  sue 
by  friends  or  relatives  who  were 
doctors,  lawyers,  or  nurses,  or  who 
themselves  were  members  of  these 
professions 

Doctors  who  sued  to  collect  fees  from 
dissatisfied  patients 

Callousness;  failure  on  the  part  of  the 
attending  doctor  to  respond  to  the 
desires  of  the  patients  or  to  heed 
their  complaints;  resentment  at 
the  doctor’s  attitude  or  lack  of 
frankness;  neglect 

Unnecessary  criticism  by  other  doc- 
tors 

Doctor’s  fees  too  high 


Although  the  foregoing  represents  only  those 
cases  in  which  the  secondary  cause  of  suit  was 
clearly  evident,  it  may  be  assumed  that  about  the 
same  causes  were  responsible  for  most  of  the  rest 
of  the  suits  examined.  In  any  event,  it  is  obvious 
that  some  place  along  the  line,  between  treatment 
and  suit,  the  doctor  lost  the  good  will  of  his  patient— 
a break  in  good  physician-patient  relationship  oc- 
curred— and  in  perhaps  half  of  the  cases  some  avoid- 
able act  or  neglect  on  the  part  of  the  doctor  was  to 
blame. 

The  patient  has  learned  that  the  doctor  is  no 
superman  placed  above  the  normal  responsibilities 
of  social  life.  He  is  well  aware  of  the  fact  that,  be- 
cause of  the  great  privilege  granted  the  doctor  of 
caring  for  the  health  and  lives  of  his  patients,  he  has 
assumed  higher  responsibilities  for  his  acts  than 
those  of  his  fellow  man,  and  the  patient  will  no  longer 
endure  haughty,  supercilious  treatment,  over- 
charges, and  suits  for  fees  for  unsatisfactory  results, 
without  seeking  redress  for  damage  to  his  health 
and  sensibilities  through  the  courts. 

The  world  has  marveled  at  the  tremendous  ad- 
vances made  in  the  science  of  medicine  in  recent 


years,  and  no  one  will  question  the  high  place  of 
honor  in  society  that  has  been  accorded  the  doctor 
of  medicine.  Despite  this  great  progress  in  science, 
or  perhaps  because  of  it,  there  is  growing  evidence 
in  the  public  press  and  in  the  courts  that  the  art 
of  practice,  and  consequently  the  high  place  granted 
the  doctor,  is  being  questioned. 

The  heritage  of  medicine  has  given  us  one  of  the 
grandest  emanations  from  the  human  mind — the 
Hippocratic  Oath — reflected  in  the  Sermon  on  th** 
Mount.  If  every  physician  took  to  himself  the 
spirit  of  his  oath  and  read  it  frequently,  the  con- 
fidence and  trust  of  the  public  would  be  restored, 
and  the  high  place  of  medicine  would  be  secure;  the 
doubts,  questions  and  sometimes  the  scorn  which 
now  beset  us  would  disappear,  and  the  suits  which 
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reflect  them  would  be  greatly  reduced.  The  price 
which  we  pay  for  our  malpractice  insurance  repre- 
sents the  cost  of  departure  from  the  high  character 
bf  the  art  of  medical  practice. 

It  is  the  art  of  practice  and  not  the  science  of  medi- 
cine that  is  being  attacked.  It  is  the  honesty,  heart, 
conscience,  and  understanding,  in  short,  the  caliber 
af  the  doctor,  in  his  relations  with  each  of  his  pa- 
tients, that  needs  repairing,  and  any  public  rela- 
tions program  which  does  not  have  this  as  its  prin- 
cipal aim  will  be  sterile.  Since  this  concerns  the 
circumstances  of  individual  practice,  the  responsi- 
bility for  improving  the  character  of  it  must  lie 
with  the  county  societies.  This  board  will  report 
trends  and  results  and  will  assist  when  called 
jupon.  It  will  continue  to  screen  out  of  Group 
Plan  protection  offenders  to  whom  its  attention  is 
'drawn.  Hereafter  it  will  regard  those  who  are 
•esponsible  for  suits  and  claims  because  of  callous- 
ness, overcharging,  unwise  efforts  to  collect  fees 
Tom  dissatisfied  patients,  and  by  needless  criticism 
if  fellow  members,  as  being  extrahazardous  to  the 
Troup  Plan,  and  treat  them  accordingly.  However, 
since  the  board  has  no  knowledge  of  such  offenses 
antil  suits  have  been  filed,  such  action  will  be  in  the 
nature  of  locking  the  barn  door  after  the  horse  is 
stolen. 

Suit  prevention  is  needed  more  than  penalties  for 
laving  caused  one.  In  every  county  society,  offi- 
cers and  other  responsible  leaders  should  be  aware 
if  members  whose  offenses  of  this  character  are 
iringing  discredit  upon  the  profession.  Every  un- 
lecessary  procedure,  from  psychoanalysis  to  surgery, 
cnowingly  and  intentionally  undertaken,  is  an 
ibuse  of  professional  trust.  It  is  fraud  and  should 
be  treated  as  such.  Grossly  exaggerated  fees  are 
evidence  of  venality.  Callousness,  in  whatever  form 
t may  take,  is  a violation  of  the  oath  which  ad- 
mitted the  doctor  to  the  privileged  ranks  of  medical 
jractitioners.  Fee-splitting  and  ghost  surgery, 
mder  whatever  guise  they  may  be  practiced,  are 
downed  upon  by  organized  medicine  and  assailed 
by  leaders  of  medical  thought  who  call  upon  medi- 
cine to  clean  its  own  house.  For  years  we  have  been 
content  to  point  out  that  there  is  only  a small  mi- 
nority of  members  responsible  for  these  misdeeds. 
Although  that  is  true,  the  honest,  conscientious 
and  competent  members  of  organized  medicine  can 


no  longer  avoid  their  responsibility  for  them.  Adopt- 
ing condemnatory  resolutions  is  not  enough  to  deter 
the  transgressions  of  calloused,  venal,  or  unscrupu- 
lous doctors. 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  provide  that  “a  physician 
should  expose,  without  fear  or  favor,  incompetent 
or  corrupt,  dishonest  or  unethical  conduct  on  the 
part  of  members  of  the  medical  profession.”  By 
failing  to  comply  with  this  clearly-stated  principle, 
we  acquiesce  in  the  offenses  we  condemn,  and  this 
bald  statement  of  fact  can  no  longer  be  ignored. 

Medicine  came  to  its  high  position  of  trust  through 
the  stern  discipline  of  both  the  teachers  and  the 
taught,  in  the  spirit  of  our  oath.  The  degree  with 
which  we  have  relaxed  that  discipline  marks  the  ex- 
tent to  which  our  good  name  has  been  compromised. 
Every  precept  of  our  obligation,  our  teaching,  and 
the  principles  of  conduct  we  have  adopted  urge  us 
to  corrective  action;  only  misguided  self-interest 
prevents  taking  it.  Only  doctors  can  destroy  medi- 
cine and,  by  the  same  token,  only  doctors  can  cure 
its  ills.  Let  us,  therefore,  begin  at  once  the  re-estab- 
lishment of  the  discipline  needed  to  restore  in  this 
State  the  confidence  in  organized  medicine  which 
both  we  and  the  public  need.  Let  us  deny  the  great 
privilege  of  membership  in  the  Medical  Society  of 
the  State  of  New  York  to  the  greedy,  the  calloused, 
and  those  who  practice  fraud.  If  the  Bylaws  of  the 
Society  do  not  provide  authority  for  such  action,  let 
us  amend  them.  Let  it  be  known  to  all  members 
of  the  Society  and  to  the  public  that  the  great  Medi- 
cal Society  of  the  State  of  New  York  and  its  com- 
ponent county  societies  propose  no  longer  to  con- 
done the  offenses  or  to  retain  as  members  the  of- 
fenders who  are  bringing  discredit  upon  our  pro- 
fession. Enlightened  self-interest  demands  nothing 
less.  Unless  we  act  promptly,  the  lawmakers  will. 
This  is  our  recommendation  to  the  House  of  Dele- 
gates. 

In  closing,  we  want  to  express  our  appreciation  for 
the  patience,  understanding,  and  fine  assistance 
we  have  received  from  all  the  officers  and  field  rep- 
resentatives of  the  Employers  Mutual  Liability 
Insurance  Company. 

Respectfully  submitted, 

Thomas  M.  d’Angelo,  M.D.,  Chairman 


SUPPLEMENTARY  REPORT  OF  THE  BOARD  OF  CENSORS 


To  the  House  of  Delegates,  Gentlemen: 

Your  Board  of  Censors,  consisting  of  the  nine 
district  branch  presidents,  President  Wentworth,  ex 
officio,  and  Secretary  Anderton,  ex  officio,  met  at 
the  headquarters  office  on  March  13,  1953,  attended 
by  legal  counsel,  William  F.  Martin,  Esq.,  and 
John  R.  Burns,  Esq.  Dr.  Thomas  M.  d’Angelo, 
president  of  the  First  District  Branch,  disqualified 
himself  on  account  of  membership  in  the  Medical 
Society  of  the  County  of  Queens. 

An  appeal  of  a member  of  the  Medical  Society 
of  the  County  of  Queens  was  heard.  Appellant  and 
legal  counsel  were  present.  Appellee  was  also 
represented  by  legal  counsel. 


After  reviewing  the  records,  testimony  and  evi- 
dence submitted  in  connection  herewith,  and  after 
hearing  counsel  for  appellant,  the  Board  voted  that 
a decision  of  the  Medical  Society  of  the  County  of 
Queens,  Inc.,  adopted  at  a meeting  of  said  society 
on  September  30,  1952,  in  reference  to  the  charges  of 
unethical  conduct  made  against  one  of  its  mem- 
bers, was  sustained. 

Respectfully  submitted, 

Edward  T.  Wentworth,  M.D.,  Chairman 

W.  P.  Anderton,  M.D.,  Secretary 


NECROLOGY 


Frank  D.  Allen,  M.D.,  of  Richville,  died  on  Feb- 
ruary 15  at  his  home  at  the  age  of  ninety-two.  Dr. 
Allen  was  graduated  from  the  New  York  Univer- 
sity Medical  School  in  1885  and  had  practiced  in 
Richville  since  1888.  For  fifty-seven  years  he 
served  as  health  officer,  and  for  many  years  he  was 
county  coroner.  Dr.  Allen  was  a member  of  the 
St.  Lawrence  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


John  Lincoln  Ames,  M.D.,  of  Larchmont,  died 
on  March  20  at  his  home  at  the  age  of  ninety. 
Dr.  Ames  was  graduated  from  the  Harvard  Univer- 
sity Medical  School  in  1892.  He  was  professor  of 
internal  medicine  at  Tufts  Medical  School  and  a 
consulting  physician  for  the  Boston,  Massachusetts, 
City  Hospital  until  his  retirement  six  years  ago, 
when  he  moved  to  Larchmont. 


Benjamin  Stockwell  Barringer,  M.D.,  of  New 

Canaan,  Connecticut,  formerly  of  New  York  City, 
died  on  March  14  at  his  home  at  the  age  of  seventy- 
five.  Dr.  Barringer  was  graduated  from  the  Cor- 
nell University  Medical  College  in  1902  and  in- 
terned at  New  York  Hospital.  He  joined  the  staff 
of  Memorial  Hospital  in  1920  as  attending  urologist 
and  served  for  many  years  as  director  of  the  De- 
partment of  Urology,  retiring  in  1943  as  surgeon 
emeritus.  A Fellow  of  the  American  College  of 
Surgeons,  Dr.  Barringer  had  been,  until  his  retire- 
ment, a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Herman  Benjamin  Baruch,  M.D.,  of  Wyandanch, 
Long  Island,  died  on  March  15  at  his  home  at  the 
age  of  eighty.  Dr.  Baruch  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1895  and  interned  at  Sloane  and  Mount 
Sinai  Hospitals.  He  had  served  as  United  States 
ambassador  to  Portugal  and  to  the  Netherlands. 
In  1950  he  became  president  of  the  Dr.  Simon 
Baruch  Foundation,  a medical  research  foundation 
honoring  his  father.  Dr.  Baruch  was  a member  of 
the  New  York  Academy  of  Medicine. 


Henry  Alden  Bunker,  M.D.,  of  New  York  City, 
died  on  March  19  at  his  home  at  the  age  of  sixty- 
three.  Dr.  Bunker  received  his  medical  degree 
from  the  Harvard  University  Medical  School  in 
1917  and  interned  at  Boston  City  Hospital  and  the 
Boston  Psychopathic  Hospital.  During  World 
War  I he  served  in  France  with  the  U.S.  Army 
Medical  Corps.  From  1921  to  1926  he  was  as- 
sistant director  of  the  New  York  State  Psychiatric 
Institute  on  Ward’s  Island,  resigning  to  enter 


private  practice.  Dr.  Bunker  was  an  editor  of  the 
Psychoanalytic  Quarterly  and  had  served  as  presi- 
dent of  the  New  York  Psychoanalytic  Society. 
He  was  a member  of  the  New  York  Academy  of 
Medicine,  the  American  Psychiatric  Association, 
the  American  Psychoanalytic  Association,  and  the 
New  York  Psychoanalytic  Society. 

Grosvenor  S.  Farmer,  M.D.,  of  Watertown,  died 
on  March  12  at  his  home  at  the  age  of  one  hundred 
and  three.  Believed  to  be  the  oldest  physician  in 
the  United  States,  Dr.  Farmer  received  his  medical 
degree  from  the  New  York  Homeopathic  Medical 
College  in  1874  and  practiced  in  Fulton  and  Gouver- 
neur  before  coming  to  Watertown  in  1880,  where  he 
practiced  until  his  retirement  about  ten  years  ago 
For  forty-two  years  Dr.  Farmer  was  health  officei 
for  the  town  of  Watertown.  He  was  an  honorar} 
member  of  the  staff  of  the  Good  Samaritan  Hos- 
pital. Dr.  Farmer  witnessed  many  revolutionan 
changes  in  medicine  during  his  career,  having  prac- 
ticed for  years  before  the  tuberculosis  germ  wa; 
isolated  or  x-rays  discovered.  He  lived  througl 
the  administrations  of  twenty-two  presidents,  cast- 
ing his  first  vote  for  General  U.  S.  Grant  and  hi; 
twentieth  presidential  ballot  last  November  foi 
Dwight  D.  Eisenhower.  Dr.  Farmer  was  a membei 
of  the  Jefferson  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri 
can  Medical  Association. 

Samuel  Feigin,  M.D.,  of  New  York  City,  died  or 
March  20  in  Palm  Beach,  Florida,  at  the  age  o 
fifty-eight.  Dr.  Feigin  received  his  medical  degre< 
from  the  New  York  University  and  Bellevue  Hos 
pital  Medical  School  in  1920  and  interned  at  Belle 
vue  Hospital  and  Allegheny  General  Hospital 
Pittsburgh,  Pennsylvania.  From  1920  to  1934  hi 
was  assistant  and  then  acting  director  of  Bellevui 
Hospital’s  psychiatric  division;  from  1934  to  193f 
he  was  in  charge  of  the  clinic  in  psychiatry  at  thi 
New  York  University  College  of  Medicine,  anc 
from  1930  to  1938  he  was  assistant  professor  o 
psychiatry  at  the  college.  Dr.  Feigin  assisted  ii 
organizing  the  psychiatric  clinic  at  the  Court  o 
General  Sessions  and  served  as  psychiatric  con 
sultant  to  the  New  York  City  Board*  of  Educatioi 
for  four  years.  A diplomate  of  the  America! 
Board  of  Psychiatry  and  Neurology,  Dr.  Feigii 
was  a member  of  the  New  York  Academy  of  Medi 
cine,  the  American  Psychiatric  Association,  th 
New  York  Society  for  Clinical  Psychiatry,  th 
New  York  County  Medical  Society,  the  Medics 
Society  of  the  State  of  New  York,  and  the  America! 
Medical  Association. 

Matthew  Aloysius  Hartman,  M.D.,  of  New  Yorl 

City,  died  on  March  14  at  French  Hospital  at  th 
age  of  fifty-seven.  Dr.  Hartman  received  hi 
medical  degree  from  the  Fordham  Universit; 
Medical  School  in  1920  and  interned  at  Frencl 
Hospital,  where  he  was  associate  attending  physi 
cian. 
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James  Howard  Heacock,  M.D.,  of  New  York  City, 
died  on  March  6 at  his  office  at  the  age  of  sixty-eight. 
Dr.  Heacock  received  his  medical  degrees  from  the 
St.  Louis  Homeopathic  Medical  School  in  1907 
and  from  the  New  York  Eclectic  Medical  School  in 
1910.  He  was  associate  attending  surgeon  at  the 
Polyclinic  Hospital  Outpatient  Department.  Dr. 
Heacock  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Stephen  Ivanoff,  M.D.,  of  Stony  Point,  died  on 
March  20  at  his  home  at  the  age  of  forty-seven. 
Dr.  Ivanoff  received  his  medical  degree  from  the 
Long  Island  College  Medical  School  in  1933.  He 
was  attending  physician  at  the  Nyack  Hospital  and 
a,  member  of  the  Rockland  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Louis  Launer,  M.D.,  of  Liberty,  died  on  March 
10  at  the  age  of  sixty-seven.  Dr.  Launer  received 
fiis  medical  degree  from  the  New  York  Homeopathic 
Medical  College  in  1915.  He  was  attending  physi- 
cian at  the  Maimonides  Hospital  in  Liberty  and  a 
member  of  the  Sullivan  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Salvator  G.  Maraventano,  M.D.,  of  the  Bronx, 
died  on  March  9 at  his  home  at  the  age  of  fifty. 
Dr.  Maraventano  received  his  medical  degree 
from  the  New  York  University  and  Bellevue  Hos- 
pital Medical  School  in  1926  and  interned  at  Belle- 
vue Hospital.  He  had  been  attending  surgeon  at 
the  Mother  Cabrini  Memorial  Hospital  and  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Edward  Joseph  May,  M.D.,  of  Brooklyn,  died  on 
March  1 at  the  age  of  sixty-eight.  Dr.  May  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1911.  He  was  associate  attending  obstetrician  and 
gynecologist  at  St.  Mary’s  Hospital  and  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Howard  C.  Moloy,  M.D.,  of  New  York  City, 
died  on  March  13  at  the  Columbia-Presbyterian 
Medical  Center  at  the  age  of  fifty.  Dr.  Moloy  re- 
ceived his  medical  degree  from  the  University  of 
| Western  Ontario,  London,  Ontario,  in  1927.  He 
i was  assistant  attending  obstetrician  and  gynecologist 
iand  assistant  clinical  professor  of  obstetrics  and 
gynecology  at  the  Columbia-Presbyterian  Medical 


Center.  Dr.  Moloy  had  won  recognition  for  re- 
search in  the  field  of  obstetrics  and  gynecology  and 
x-ray  technics  he  developed  to  foresee  complica- 
tions, thus  increasing  the  safety  of  the  labor  period. 
The  author  of  many  scientific  articles,  he  wrote 
Clinical  and  Roentgenological  Evaluation  of  the 
Pelvis  in  Obstetrics,  published  in  1951.  A Diploma te 
of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, Dr.  Moloy  was  a member  of  the  American 
Gynecological  Society,  the  New  York  Obstetrical 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Elizabeth  Hamilton  Muncie,  M.D.,  of  Great 
Neck,  died  on  March  15  at  her  home  at  the  age  of 
eighty-seven.  Dr.  Muncie  received  her  medical 
degree  from  the  New  York  Medical  College  and 
Hospital  for  Women  in  1891.  She  was  a former 
lecturer  on  sex  hygiene  for  the  New  York  State 
Department  of  Health  and  was  the  author  of  several 
papers  on  the  subject.  Dr.  Muncie  was  past-presi- 
dent of  the  American  Association  of  Orificial  Sur- 
geons and  a member  of  the  New  York  State  Homeo- 
pathic Society. 


Paul  E.  Plowitz,  M.D.,  of  Elmira,  died  on  March 
8 at  the  age  of  sixty-three.  Dr.  Plowitz  received  his 
medical  degree  from  the  University  of  Prague  in 
1911.  He  was  supervising  psychiatrist  at  the 
Elmira  Reformatory  and  a member  of  the  Chemung 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Jacob  Skeer,  M.D.,  of  Brooklyn,  died  on  March 
11  at  his  home  at  the  age  of  sixty.  Dr.  Skeer  re- 
ceived his  medical  degree  from  the  New  York 
Homeopathic  Medical  College  in  1918  and  in- 
terned at  Swedish  Hospital  in  Brooklyn.  He  was  at- 
tending dermatologist  and  syphilologist  at  the 
Cumberland,  Jewish,  and  Maimonides  Hospitals; 
associate  attending  dermatologist  and  syphilologist 
at  University  Hospital,  and  consulting  dermatol- 
ogist and  syphilologist  at  Beth-El  Hospital.  He 
was  also  assistant  clinical  professor  of  dermatology 
and  syphilology  at  University  Hospital.  A Diplo- 
mate  of  the  American  Board  of  Dermatology  and 
Syphilology,  Dr.  Skeer  was  a member  of  the  Ameri- 
can Academy  of  Dermatology  and  Syphilology, 
the  New  York  Academy  of  Medicine,  the  Brooklyn 
Dermatological  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Samuel  Strumwasser,  M.D.,  of  New  York  City, 
died  on  March  8 at  his  home  at  the  age  of  sixty-one. 
Dr.  Strumwasser  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1916  and  served  during  World  War  I in  France  with 
the  U.S.  Army  Medical  Corps. 


MEDICAL  NEWS 


Cancer  Teaching  Days — Cancer  teaching  days 
will  be  held  at  the  Albany  Medical  College  on  April 
16  and  at  the  Albany  Veterans  Hospital,  April  17, 
1953.  General  headings  of  the  topics  to  be  pre- 
sented are:  “Newer  Methods  of  Treatment  of 

Cancer,”  "Pre-  and  Postoperative  Care,”  “Psychi- 
atric Problems,”  “Soft  Tissue  Tumors,”  and  “Carci- 
noma of  Cervix.” 

Guest  speakers  for  the  program  are  from  the  Me- 
morial Center  for  Cancer  and  Allied  Diseases,  New 
York  City.  This  course  comprises  a portion  of  the 
postgraduate  teaching  program  of  the  Albany  Medi- 
cal College  and,  as  such,  is  approved  by  the  Academy 
of  General  Practice.  Registration  is  necessary  if 
credit  is  desired. 

The  teaching  days  are  presented  under  the 
auspices  of  Albany  Medical  College,  Albany  Veter- 
ans Hospital,  the  Medical  Society  of  the  County  of 
Albany,  the  Medical  Society  of  the  State  of  New 
York,  and  the  New  York  State  Department  of 
Health,  Bureau  of  Cancer  Control. 

Reservations  for  dinner,  Thursday  evening,  April 
16,  should  be  sent  to  Dr.  Kenneth  B.  Olsen,  Division 
of  Oncology,  Albany  Medical  College,  Albany,  New 
York. 

Annual  Essay  Award — The  American  Congress  of 
Physical  Medicine  and  Rehabilitation  has  an- 
nounced an  annual  award  for  an  essay  on  any  sub- 
ject relating  to  physical  medicine  and  rehabilitation. 
This  contest  is  primarily  directed  to  medical  stu- 
dents, interns,  residents,  graduate  students  in  the 
preclinical  sciences,  and  graduate  students  in  physi- 
cal medicine  and  rehabilitation. 

Any  subject  of  interest  or  pertaining  to  the  field  of 
physical  medicine  and  rehabilitation,  not  to  exceed 
5,000  words,  may  be  submitted.  The  American 
Congress  of  Physical  Medicine  and  Rehabilitation 
shall  have  the  exclusive  right  to  publish  the  winning 
essay  in  its  official  journal,  and  manuscripts  must  be 
in  the  office,  30  North  Michigan  Avenue,  Chicago  2, 
not  later  than  June  1,  1953.  All  manuscripts  will  be 
returned  as  soon  as  possible  after  the  name  of  the 
winner  is  announced. 

Further  information  can  be  obtained  by  writing 
the  American  Congress  of  Physical  Medicine  and 
Rehabilitation,  30  North  Michigan  Avenue,  Chicago 
2,  Illinois. 

Donors  to  Education  Foundation — Contributors 
from  New  York  State  during  the  month  of  February, 
1953,  to  the  American  Medical  Education  Founda- 
tion include  the  following:  Dr.  Ross  Golden,  Dr. 
Charles  Mandel,  Dr.  Julius  Pincus,  Dr.  Arthur  B. 
Sincoff,  and  Dr.  Milton  J.  Wilson,  all  of  New  York 
City ; Woman’s  Auxiliary  of  Broome  County  Medi- 
cal Society,  Binghamton;  Dr.  Peter  D.  Corsones, 
and  Albany  County  Medical  Society  Auxiliary, 
Albany;  Dr.  H.  J.  Knickerbocker,  Geneva;  Dr. 
George  J.  Kraunz,  Rome;  Dr.  John  B.  Krom  and 
Dr.  Kenneth  Le  Fever,  both  of  Kingston;  Dr. 
David  Levine,  Brooklyn;  Woman’s  Auxiliary, 
Medical  Society  of  Seneca,  Waterloo;  Woman’s 


Auxiliary  of  Ontario  County  Medical  Society,  Clif- 
ton Springs;  Dr.  Anthony  J.  Tocco,  Stone  Ridge, 
and  Woman’s  Auxiliary  of  Tompkins  County, 
Ithaca. 

Grants  Awarded  by  Markle  Foundation — Of  the 

twenty-one  grants  presented  by  the  John  and  Mary 
R.  Markle  Foundation  for  1953,  the  following  New 
York  State  scholars  are  the  recipients: 

Dr.  Malcolm  B.  Carpenter,  instructor  in  anat-  ! 
omv,  Columbia  University  College  of  Physicians 
and  Surgeons,  currently  assistant  resident  neurolo- 
gist, Neurological  Institute  of  New  York,  whose  ] 
field  of  interest  is  neuroanatomy  and  neurophysi- 
ology; Dr.  Heinz  F.  Eichenwald,  instructor  in 
pediatrics,  Cornell  University  Medical  College,  to 
further  his  interest  in  pediatrics  and  infectious  dis- 
eases,  and  Dr.  Theodore  H.  Noehren,  assistant  pro- 
fessor of  medicine,  University  of  Buffalo  School  of 
Medicine,  who  will  continue  his  interest  in  the  field 
of  internal  medicine — pulmonary  disease. 

The  recipients  of  the  awards  will  teach  and  con- 
tinue their  medical  research.  The  purpose  of  the 
program  is  to  help  in  relieving  the  shortage  of  medi-  j 
cal  school  teachers  and  investigators  by  offering 
both  academic  security  and  financial  aid  to  faculty 
members  at  the  start  of  their  careers  in  academic 
medicine. 

Chief  Medical  Director  Post  Open — The  Superin- 
tendent of  Schools  of  the  City  of  New  York  will  con- 
sider applications  for  the  position  of  chief  medical 
director.  The  position  of  school  medical  director 
requires  fifteen  hours  of  service  a week,  and  the 
salary  is  $9,050  per  annum. 

Application  forms  may  be  obtained  from  Dr. 
Jacob  Greenberg,  associate  superintendent  in 
charge  of  personnel,  Room  510,  110  Livingston 
Street,  Brooklyn  1,  New  York,  and  must  be  filed 
before  June  15,  1953.  All  questions  regarding 
eligibility  should  be  addressed  to : Mr.  Arthur  Klein, 
Examiner-in-Charge,  Board  of  Examiners,  110 
Livingston  Street,  Brooklyn  1,  New  York. 

Residency  Announced  by  Manhattan  State  Hos- 
pital— Manhattan  State  Hospital,  Ward’s  Island, 
New  York  City,  announces  a three-year  residency 
program  to  fulfill  the  requirements  of  the  American 
Board  of  Psychiatry  and  Neurology.  A compre- 
hensive program,  including  psychoanalytic  seminars, 
weekly7  guest  lectures,  and  affiliations  with  Mount 
Sinai  Hospital,  Kingsbridge  Veterans  Administra- 
tion Hospital,  and  New  York  State  Psychiatric  Insti- 
tute, is  available. 

Information  may  be  obtained  by  writing  to  Dr. 
John  H.  Travis,  Director,  Manhattan  State  Hos- 
pital, Ward’s  Island,  New  York  City7  35,  New  York. 

Resident  Staff  Openings — The  medical  service  of 
the  Francis  Delafield  Hospital  has  several  openings 
on  the  resident  staff  beginning  July  1,  1953.  The 
Delafield  Hospital,  a new  300-bed  unit  for  the  diag- 
nosis, treatment,  and  research  of  cancer,  is  closely 
affiliated  with  the  Columbia-Presbyterian  Medical 
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Center,  and  the  teaching  programs  are  integrated. 
The  residency  program  has  been  accredited  by  the 
Council  on  Medical  Education  of  the  American  Medi- 
cal Association  and  by  the  American  Board  of 
Internal  Medicine. 

Teaching  activities  include  daily  ward  rounds  of 
the  attending  and  resident  staff,  weekly  medical 
staff  meetings  at  the  Delafield  Hospital  and  at  the 
Presbyterian  Hospital,  weekly  combined  staff  con- 
ferences at  the  two  institutions,  clinical  pathologic- 
conferences,  and  teaching  sessions  in  radiology  and 
cardiology. 

Medical  officers  completing  their  tours  of  duty 
who  wish  additional  training  in  internal  medicine 
may  communicate  with:  Dr.  Alfred  Gellhorn,  Chief, 
Medical  Service,  Francis  Delafield  Hospital,  630 
West  168th  Street,  New  York  32,  New  York,  for 
further  information  and  application  forms. 

Grant-in-Aid — Elmer  H.  Stotz,  Pli.D.,  professor 
of  biochemistry;  Fred  V.  Lucas,  M.D.,  assistant 
pathologist,  and  Harold  A.  Neufeld,  graduate  re- 
search fellow,  of  the  University  of  Rochester, 
through  their  discovery  of  a new  enzyme,  have  re- 
ceived a 820,000  grant-in-aid  from  the  Jane  Coffin 
Childs  Memorial  Fund  for  Medical  Research. 

Douglas  P.  Arnold  Lectures — The  fourth  annual 
Douglas  P.  Arnold  Lectures  were  given  by  Dr. 
Robert  E.  Gross,  Ladd  Professor  of  Children’s  Sur- 
gery, Harvard  Medical  School,  at  the  University  of 
Buffalo  School  of  Medicine  and  the  Children’s  Hos- 
pital of  Buffalo,  on  March  26  and  27.  Dr.  Gross 
discussed  ‘‘Treatment  of  A cyanotic  Cardiovascular 
Anomalies”  and  “Surgical  Problems  in  Infancy.” 


Postgraduate  Course  Available — A comprehensive 
postgraduate  course  in  rheumatic  fever  and  rheu- 
matic heart  disease  will  be  conducted  at  the  St.  Fran- 
cis Sanatorium  for  Cardiac  Children,  Roslyn,  Long 
Island,  under  the  direction  of  Dr.  Leo  M.  Taran, 
medical  and  research  director  of  St.  Francis  Sana- 
torium, June  1 to  June  12. 

The  course  will  consist  of  informal  lectures  and 
discussions,  supplemented  by  examination  and 
study  of  patients  demonstrating  all  clinical  phases  of 
rheumatic  disease.  Part  of  the  time  will  be  de- 
voted to  roentgenography  and  electrocardiography 
and  other  laboratory  procedures,  with  special  empha- 
sis on  their  practical  application  in  rheumatic  fever 
and  rheumatic  heart  disease. 

Attendance  will  be  limited  and  applications 
should  be  submitted  before  May  1,  1953,  to: 
Reverend  Mother  Superior,  F.M.M.,  Superintend- 
ent, St.  Francis  Sanatorium  for  Cardiac  Children, 
Roslyn,  Long  Island,  New  York. 

Postgraduate  Symposium — A postgraduate  sym- 
posium on  the  “Basic  Sciences  Related  to  Anesthesi- 
ology,” in  cooperation  with  the  Departments  of 
Anesthesiology  of  the  St.  Francis,  Allegheny  Gen- 
eral, and  Mercy  Medical  Center  Hospitals,  will  be 
held  June  8 to  12,  1953,  at  the  University  of  Pitts- 
burgh School  of  Medicine. 

The  course  will  be  limited  to  50  participants,  and 
registration  and  full  particulars  may  be  obtained 
from:  Chairman  of  the  Committee  on  Graduate 
Medical  Education,  University  of  Pittsburgh  School 
of  Medicine,  3941  O’Hara  Street,  Pittsburgh  13, 
Pennsylvania. 


MEETINGS 

PAST 


Richmond  County  Medical  Society 

Dr.  Alexander  A.  Doerner  and  Dr.  Benjamin  J. 
Chester,  U.S.  Public  Health  Service  Hospital,  were 
the  speakers  at  a joint  meeting  of  the  Richmond 
County  Medical  Society  and  the  staff  of  the  U.S. 
Public  Health  Service  Hospital  on  February  18  at 
the  hospital. 

Eastern  New  York  Eye,  Ear,  Nose,  and  Throat 
Association 

Dr.  E.  Martin  Freund,  of  Albany,  spoke  on 
“Speech  Audiometry,”  and  Dr.  Henry  Little,  Hud- 
son, on  “Vitamin  B Complex  as  a Therapeutic  Agent 
in  Eye  Diseases,”  at  the  March  5 meeting  of  the 
Eastern  New  York  Eye,  Ear,  Nose,  and  Throat 
Association.  Dr.  Arthur  Q.  Penta,  Schenectady, 
presented  a paper,  “The  Role  of  Bronchoscopy  in 
the  Field  of  Clinical  Medicine  and  Surgery-,”  which 
was  illustrated  by-  slides,  as  the  final  paper  of  the 
evening. 

Jefferson  County  Medical  Society 

The  regular  monthly  meeting  of  the  Jefferson 
County  Medical  Society-  was  held  on  March  17,  at 
the  Black  River  Valley  Club,  Watertown.  Dr. 
Clayton  Hale,  Syracuse  University-  Hospital,  Sy-ra- 
cuse,  spoke  on  “General  Aspects  of  X-Ray-s.” 


Steuben  County  Medical  Society 

A joint  meeting  of  the  Steuben  County  Bar  As- 
sociation, Dental,  and  Medical  Societies  was  held  at 
the  Hotel  Wagner,  Bath,  for  the  first  annual  meeting, 
on  March  19.  Dr.  Steven  Pieri,  representing  the 
Steuben  County  Medical  Society-,  joined  Dr.  Frank 
Nicklaus,  Steuben  County  Dental  Society,  and  Mr. 
Paul  D.  Williams,  Buffalo,  in  discussing  “The  Doc- 
tors’ Place  in  the  Courtroom  and  the  Lawyers’ 
Place  in  the  Hospital.” 

Albany  County  Medical  Society 

“The  Surgical  Treatment  of  Intractable  Pain” 
was  discussed  by-  Dr.  John  E.  Scarff,  attending  neuro- 
surgeon, New  York  Neurological  Institute,  and  pro- 
fessor of  clinical  neurosurgery-,  Columbia  University- 
College  of  Physicians  and  Surgeons,  at  the  March  25 
meeting  of  the  Albany-  County  Medical  Society-. 
Drs.  Eldridge  Campbell  and  j.  Gerard  Converse 
were  the  discussants. 

Isidore  Friesner  Lecture 

Dr.  Richard  Bing,  professor  of  experimental 
medicine  and  clinical  phy-siology-,  University  of 
Alabama  Medical  School,  delivered  the  Isidore 
Friesner  Lecture  on  April  14  at  the  Mount  Sinai 
Hospital,  New  York  City.  Dr.  Bing  discussed 
“Metabolism  of  the  Human  Heart  in  Vivo.” 
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Sullivan  County  Medical  Society 

Postgraduate  instruction  in  orthopedic  surgery' 
for  Sullivan  County  Medical  Society  for  April  has 
been  scheduled  as  follows: 

April  1 — -‘‘Circulatory'  Disturbances  of  the  Ex- 
tremities,” at  the  Monticello  Hospital,  Monticello, 
Dr.  Isador  Mufson,  Xew  York  City. 

April  8 — “Backache,”  at  the  Lenape  Hotel, 
Liberty,  Dr.  Samuel  KMnberg,  Xew  York  City. 

April  15 — “Osteomyelitis,”  at  the  Monticello 
Hospital,  Monticello,  Dr.  Joseph  Buchman,  Xew 
York  Cityr. 

April  22 — “Treatment  of  Fractures  of  the  Hip,” 
at  the  Lenape  Hotel,  Liberty',  Dr.  Isadore  Zadek, 
Xew  York  City. 

April  29 — “Correction  of  Paralytic  and  Trau- 
matic Deformities,”  at  the  Monticello  Hospital, 
Monticello,  Dr.  Wallace  Green,  Xew  York  City'. 

On  May'  13,  Dr.  Barnard  KMger,  Xew  York  City, 
will  discuss  “The  Ankle  Joint”  at  the  semiannual 
meeting  which  will  be  held  at  the  Liberty  Maimo- 
nides  Hospital  in  Liberty'. 

Kings  County  Medical  Society  and  Academy  of 
Medicine  of  Brooklyn 

The  Pediatric  Section  of  the  Kings  County  Medi- 
cal Society  and  the  Academy  of  Medicine  of  Brook- 
lyn will  have  a “Residents  Xight”  on  April  27  at  the 
Kings  County'  Medical  Society'  Auditorium. 

Subjects  to  be  presented  are:  “Cystinosis,”  by' 
Dr.  Sidi  Wasser,  Dr.  Oscar  Schwartz,  discussant, 
Coney  Island  Hospital;  “Banti’s  Syndrome,”  by 
Dr.  Emilia  Sedlis,  Dr.  Silik  H.  Polayes,  discussant, 
Cumberland  Hospital;  “ACTH  Therapy  in  an  L'n- 
usual  Case  of  Acute  Leukemia,”  by  Dr.  M.  Louise 
Cason,  Dr.  Benjamin  Kramer,  discussant,  Jewish 
Hospital;  “Lipoid  Histiocytosis,”  by  Dr.  William 
Schwartz,  Dr.  Jacob  Rosenblum,  discussant,  Maimo- 
nides  Hospital;  “Pneumothorax  and  Pneumo- 
mediastinum in  the  Xewbom,”  by  Dr.  Elvyra 
Katele,  Dr.  Vincent  DeP.  Larkin,  discussant. 

Following  the  presentation  of  the  papers,  the  elec- 
tion of  officers  for  1953-1954  will  take  place. 

New  York  Cancer  Society 

The  seventh  meeting  of  the  Xew  York  Cancer 
Society  will  be  held  on  May  5, 8: 30  p.m.,  at  the  Xew 
York  Academy  of  Medicine.  “Epidemiology'  of 
Cancer”  will  be  presented  by7  Dr.  Robert  A.  Moore, 
Washington  University  School  of  Medicine,  St. 
Louis,  Missouri,  and  discussed  by'  Dr.  Alexander 
Svmeonidis,  Xational  Cancer  Institute,  Bethesda, 
Maryland.  Dr.  Michael  B.  Shimkin,  Laboratory  of 
Experimental  Oncology7,  Lagunda  Honda  Home, 
San  Francisco,  California,  will  present  a paper  on 
“The  Curability  of  Breast  Cancer,”  and  Dr.  Grant- 
ley7  W.  Taylor,  Massachusetts  General  Hospital, 
Boston,  Massachusetts,  will  be  the  discussant. 

All  physicians  and  medical  students  are  invited  to 
attend. 


International  Academy  of  Proctology 

The  fifth  annual  convention  of  the  International 
Academy  of  Proctology  will  be  held  in  Xew  York 
City,  May*  29,  30,  and  31,  1953,  at  the  Plaza  Hotel. 

A surgical  clinic  and  seminar,  to  be  held  at  the 
Jersey  City  Medical  Center  under  the  direction  of 
Dr.  Earl  J.  Halligan,  will  be  included  in  the  meeting. 
The  “Wet  Clinic”  and  seminar  will  be  held  on  May- 
28. 

The  program  for  the  convention  can  be  obtained 
by-  writing  to:  Executive  Offices  of  the  Inter- 

national Academy  of  Proctology7,  43-55  Kissena 
Boulevard,  Flushing,  Xew  York. 

American  Society  of  X-Ray  Technicians 

The  first  international  convention  of  x-ray7  tech- 
nicians will  be  held  at  the  Royal  York  Hotel, 
Toronto,  Canada,  June  28  through  July  2,  1953. 
This  convention  is  sponsored  jointly7  by  the  Cana-  : 
dian  Society  of  Radiological  Technicians  and  the 
American  Society  of  X-Ray  Technicians. 

Refresher  courses  will  be  offered  for  two  hours  ! 
each  morning.  Eight  courses  will  be  presented,  four 
by  Canadian  and  four  by  American  instructors,  j 
These  courses  are  offered  for  beginners  as  well  as  : 
advanced  technicians. 

The  afternoon  sessions  will  be  devoted  to  joint  ! 
sessions  of  the  Canadian  Society  of  Radiological  j 
Technicians  and  the  American  Society7  of  X-Ray  | 
Technicians.  At  this  time,  technical  papers  and 
essays  will  be  presented  by  technicians  of  both 
societies  and  by'  distinguished  radiologists  on  invita- 
tion. 

Two  memorial  lectures  will  be  offered : The  Welch 
Memorial  Lecture  will  be  delivered  by7  Dr.  E.  A. 
Petrie,  director,  Department  of  Radiology-,  St. 
Joseph’s  Hospital,  St.  John,  Xew  Brunswick, 
Canada,  and  the  Jerman  Memorial  Lecture  by  Dr. 
Russell  H.  Morgan,  professor  of  radiology,  Johns  j 
Hopkins  University-,  Baltimore,  Maryland. 

Guest  badges  will  be  available  which  will  allow 
anyone  to  join  the  convention  activities.  For  fur- 
ther information,  write:  Beatrice  Hurley-,  R.  T., 
Registrar,  St.  Catherine  Hospital,  East  Chicago, 
Indiana. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation 

The  thirty'-first  annual  scientific  and  clinical  ses- 
sion of  the  .American  Congress  of  Physical  Medicine 
and  Rehabilitation  will  be  held  on  August  31, 
September  1,  2,  3,  and  4,  at  the  Palmer  House, 
Chicago,  Illinois. 

Scientific  and  clinical  sessions  will  be  held  on 
August  31,  September  1,  2,  and  3.  Further  infor- 
mation may  be  obtained  by-  writing  to  the  executive 
offices,  American  Congress  of  Physical  Medicine  and 
Rehabilitation,  30  Xorth  Michigan  Avenue,  Chicago 
2,  Illinois. 


PERSONALITIES 


Honored 

Dr.  William  T.  Doran,  Xew  York  City,  at  a 
dinner  in  honor  of  his  seventy-fifth  birthday-  in 
February-. . .Dr.  Xicholas  D.  D’Esopo,  chief  of 
tuberculosis  service,  and  Dr.  Sol  Till,  ward  phy-si- 
cian,  at  Sunmount  Veterans  Hospital,  at  a farewell 


dinner  party-  in  February. . .Dr.  Scott  Lord  Smith, 
Poughkeepsie,  as  Xew-  York  State’s  guest  of  honor 
at  the  First  Western  Hemisphere  Conference  of  the 
World  Medical  Association,  to  be  held  in  Richmond, 
Virginia,  April  23  to  25. 
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Awarded 

Dr.  John  J.  Kennedy,  New  York  City,  for  excep- 
tional public  service  in  government. .. Dr.  Frazer 
Parry,  Saranac  Lake,  a fellowship  by  the  U.S. 
Public  Health  Service,  for  training  at  the  Institute  of 
Physical  Medicine  and  Rehabilitation  of  the  New 
York  University-Bellevue  Medical  Center.  . .Drs. 
Howard  J.  Fuerst,  chief  medical  resident,  and  Peter 
F.  Madonia,  senior  medical  resident,  Kings  County 
Hospital,  scholarships  for  graduate  study  at  the 
Boston  City  Hospital,  by  the  Brooklyn  Tuberculosis 
and  Health  Association ...  Dr.  Robert  L.  Hirsch, 
assistant  resident  in  medicine  at  Strong  Memorial 
Hospital,  Rochester;  Dr.  Craig  Neelands  Smith, 
assistant  resident  physician,  St.  Luke’s  Hospital; 
Dr.  Hseuen-hwa  Wang,  research  assistant  at  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, and  Dr.  Nicholas  E.  Capeci,  an  assistant  resi- 
dent at  Presbyterian  Hospital,  research  fellowships 
from  the  New  York  Heart  Association. 

Appointed 

Dr.  Donald  G.  Anderson,  executive  officer  of  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association,  Chicago,  to  succeed 
Dr.  George  Hoyt  Whipple,  as  dean  of  the  University 
of  Rochester  School  of  Medicine  and  Dentistry . . . 
Dr.  Samuel  Lubin,  director,  Departments  of  Obstet- 
rics and  Gynecology,  Cumberland  and  Swedish 
Hospitals,  Brooklyn,  as  chairman  of  the  Council  of 
the  Red  Hook-Go wanus  Community  Nursing  Serv- 
ice... Dr.  Oscar  Wilcox,  Chatham,  reappointed  to 
the  County  Board  of  Health,  Columbia  County. 

Elected 

Dr.  Norman  Jolliffe,  New  York  City,  re-elected 
president  and  Dr.  Robert  S.  Goodhart,  re-elected 
executive  vice-president,  of  the  National  Vitamin 
Foundation. ..  Dr.  Henry  Kaessler,  pediatrician-in- 
chief,  Mount  Vernon  Hospital,  and  Dr.  Eliza  Cald- 
well, attending  pediatrician,  Mount  Vernon  Hos- 
pital, re-elected  to  the  medical  advisory  board  of  the 
Planned  Parenthood  Center,  Mount  Vernon . . . Dr. 
Benjamin  Pollack,  Rochester,  president;  Dr.  Edwin 
M.  Levy,  Canandaigua,  vice-president;  Dr.  Murray 
Bergman,  Newark,  secretary-treasurer;  Drs.  Robert 
Schopbach,  Clifton  Springs,  and  Jacob  Schneider, 


Willard,  delegates-at-large,  and  Drs.  Benjamin 
Pollack,  Rochester;  L.  V.  Lopez,  Canandaigua; 
Edwin  M.  Levy,  Canandaigua;  James  F.  Murphy, 
Willard;  Murray  Bergman,  Newark,  and  Robert 
Schopbach,  Clifton  Springs,  as  members  of  the 
council  of  the  Finger  Lakes  Neuro  psychiatric 
Society. 

Resigned 

Dr.  Edwin  A.  Salmon,  New  York  City,  as  direc- 
tor, New  York  University-Bellevue  Medical  Center. 

Speakers 

Dr.  George  F.  Cahill,  New  York  City,  at  the 
annual  meeting  of  the  Florida  Medical  Association 
in  April  in  Hollywood,  Florida.  . Dr.  Harry  Mus- 
tard, New  York  City,  and  Dr.  Margaret  T.  Ross, 
Canandaigua,  at  a meeting  held  for  establishment 
of  a Manhattan  Society  for  Mental  Health,  in 
February.  .. Dr.  Joseph  Zubin,  professor  of  psy- 
chology, Columbia  University,  and  research  psy- 
chologist at  the  State  Psychiatric  Institute,  in 
March,  at  a psychiatric  forum  of  the  Brooklyn 
State  Hospital . . . Dr.  Bernard  L.  Paeella,  instructor 
in  psychiatry,  College  of  Physicians  and  Surgeons, 
Columbia  University,  and  consulting  psychiatrist  at 
the  Neurological  Institute,  at  a meeting  of  the 
members  of  the  hospital  staff  of  the  Veterans 
Administration  Hospital,  Northport,  Long  Island, 
March  6... Dr.  Frederick  Reiss,  associate  clinical 
professor  of  dermatology  and  svphilology,  at  the 
Institute  of  Tropical  and  Subtropical  Diseases  of  the 
University  of  Rome. 

New  Officers 

Dr.  Kent  Abbott,  general  practice  in  Wellsville. . . 
Dr.  David  Abisch,  New  York  City,  general  practice 
in  Newfield.  . .Dr.  Hans  Hanke,  Wayland,  general 
practice  in  Rochester. . .Dr.  Hugh  M.  McChesney, 
general  practice  in  Pulaski. . .Dr.  Ludwig  Niemanis, 
Catskill,  general  practice  in  Saugerties . . . Dr. 
Eugene  M.  Marks,  Snyder,  general  practice  in 
Alden . . . Dr.  Edward  K.  Reid,  general  practice  in 
Rome . . . Dr.  Edward  F.  Steele,  associated  with  Dr. 
William  T.  Boland,  practice  of  eye,  ear,  nose,  and 
throat,  in  Elmira. 


A DOCTOR  LOOKS  AHEAD 

Dr.  Margaret  Loder,  Rye,  New  York,  was  the 
first  woman  physician  ever  to  serve  as  president  of 
her  county  (Westchester)  society.  She  retired 
from  the  office  recently,  and  left  behind  a wonder- 
ful bit  of  advice  to  her  fellow  physicians.  Here  is 
an  excerpt,  which  served  as  the  basis  for  an  editorial 
in  the  New  Rochelle  Standard-Star. 

“We  have  just  passed  through  a period  in  which 
the  medical  profession  was  put  on  the  defensive; 
a period  in  which  programs  for  health  insurance 
were  initiated  and  efforts  made  to  furnish  good 
medical  care  to  all  of  the  people  at  a cost  which 
they  would  be  able  to  pay  and  at  the  same  time  re- 
tain freedom  of  choice  of  physician. 

“Now  that  we  are  to  have  a change  in  govern- 
ment and  policies,  it  is  not  at  all  impossible  that 
many  of  us  may  sit  back  and  feel  that  there  is  no 


need  for  continuing  to  protect  our  freedom,  and  at 
the  same  time  to  give  to  our  people  the  very  best 
that  they  can  have  at  a cost  which  each  one  will  be 
able  to  pay. 

“Perhaps  many  of  us  mil  feel  that  we  can  relax, 
and  sit  back  and  take  it  easy.  That  is  not  so.  We 
are  never  going  back  to  the  ‘good  old  days.’  The 
Cadillac  and  airplane  have  replaced  the  horse  and 
buggy,  and  the  thinking  and  demands  of  our  people 
have  not  remained  behind  but  have  kept  pace  with 
the  more  recent  methods  of  transportation.  We 
have  no  right  to  be  complacent.  The  medical  pro- 
fession must  not  wait  for  others  to  do  their  job,  they 
must  lead  the  way.” 

Like  the  newspaper,  we  can’t  help  but  give  hearty 
approval  to  that  sentiment.  Now,  merely  because 
the  “heat”  is  off,  is  no  time  for  the  medical  profes- 
sion to  relax. 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


'"THE  Council  met  on  February  12,  1953,  from  9: 15 

а. m.  to  1:20  p.m.  in  the  board  room  of  United 
Medical  Service,  Inc.,  2 Park  Avenue,  New  York 
City. 

Secretary’s  Report 

Executive  Committee. — Dr.  Anderton  reported 
that  the  Executive  Committee  had  considered  the 
following  correspondence,  the  preceding  afternoon: 

1.  To  the  Legislation  Committee  were  referred 
resolutions  from  Nassau  and  Broome  County 
Medical  Societies  approving  the  matter  of  last 
year’s  Reed-Iveogh  Bills  in  the  Congress,  which  this 
year  have  been  introduced  as  //.  R.  #10  and  H .11.  #11 
by  Representatives  Keogh  and  Jenkins. 

2.  There  was  a letter  from  Mr.  Robert  Killough, 
assistant  commissioner  for  professional  education, 
regarding  complaints  received  by  the  State  Educa- 
tion Department  concerning  professional  con- 
duct of  physicians  and  advocating  a change  in  the 
law.  The  secretary  was  instructed  to  write  that  we 
approve  in  principle  his  suggestions  but  would  like 
to  discuss  any  proposed  legislative  amendments. 

3.  Dr.  Stiles  D.  Ezell,  secretary  of  the  New  York 
State  Board  of  Medical  Examiners,  wrote  regarding 
the  proposed  establishment  of  a separate  board  of 
examiners  to  license  physiotherapists.  The  opinion 
of  the  committee  was  that  it  would  be  preferable  to 
continue  the  licensing  of  physiotherapists  as  a result 
of  examinations  given  by  the  State  Board  of  Medi- 
cal Examiners,  as  at  present,  and  that  the  State 
Board  of  Medical  Examiners  should  include  a 
physiatrist. 

4.  Copies  of  the  briefs  submitted  to  the  Tempo- 
rary State  Commission  on  Use  of  Television  for  Edu- 
cation in  New  York  were  approved  by  the  com- 
mittee. 

5.  A letter  of  thanks  was  received  from  the  Ameri- 
can Medical  Education  Foundation  for  §25,000 
which  this  Society  had  contributed. 

б.  The  appointment  of  Dr.  I.  Ogden  Woodruff  to 
represent  the  State  Society  at  the  installation  of 
Dr.  Gallagher  as  new  president  of  City  College, 
New  York  City,  was  approved. 

7.  The  Bronx  County  Medical  Society  has  writ- 
ten in  regard  to  certain  questions  about  the  relation- 
ship between  physicians  and  osteopaths.  Dr.  Givan 
is  going  to  report  about  that  this  morning. 

8.  An  invitation  came  from  the  Connecticut 
State  Medical  Society  for  representation  at  their 
annual  meeting,  April  27,  28,  and  29,  President 
Wentworth  recommends  that  Dr.  Walter  W.  Mott 
be  appointed  to  represent  the  Society.  I so  move. 

Approval  ivas  voted. 

The  report  of  the  Executive  Committee  was 

approved. 

Remission  of  1953  dues  was  voted  for  10  members 
because  of  illness,  for  92  members  because  of  service 
in  the  armed  forces,  and  for  two  members  because 
they  are  more  than  seventy  years  of  age  and  will  be 
candidates  for  retired  membership  in  May,  1953; 
remission  of  1952  dues  was  voted  for  12  members  be- 
cause of  service  in  the  armed  forces.  It  was  also 
voted  to  recommend  to  the  American  Medical 
Association  that  the  dues  of  three  members  be  re- 
mitted for  1951,  15  for  1952,  and  76  for  1953. 

As  part  of  his  report  the  secretary  inquired  if  the 
Council  desired  to  continue  meeting  in  the  board 
room  of  United  Medical  Service,  Inc. 


After  discussion,  it  was  voted  that  the  secretary 
be  authorized  to  express  gratitude  for  the  use  of 
this  room  and  explain  why  the  Council  does  not 
feel  able  to  accept  further  use  of  it. 

After  Dr.  Anderton  reported  regarding  efforts  to 
establish  a State  organization  of  radiologists, 

it  teas  voted  that  the  State  Society  carry  out  the 
wishes  of  the  House  of  Delegates  in  regard  to  the 
formation  of  a society  of  radiologists  in  this  State. 
Dr.  Anderton  announced  that  Dr.  George  F.  Lull, 
secretary  of  the  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago  10,  Illinois,  will 
welcome  suggestions  from  members  of  the  Council 
for  changes  in  the  Principles  of  Medical  Ethics. 

He  stated:  “The  day  following  our  last  meeting, 
your  secretary  attended  a meeting  of  the  Board  of 
Censors.  On  January  13,  he  was  at  a meeting  of  the 
Rural  Health  Subcommittee  of  the  Medical  Licen- 
sure and  Medical  Service  Committee,  in  Ithaca. 
On  January  15,  he  attended  a meeting  of  the  Com- 
mittee to  Evaluate  Legislative  Activities  and 
attended  the  annual  office  party  at  the  Hotel  St  at- 
ler.  On  January  19  he  attended  the  dedication  cere- 
monies of  the  New  York  State  Pharmaceutical 
Association  at  Hunter  College,  for  their  new  home 
on  East  69th  Street.  President  Wentworth  de- 
livered a memorable  address  on  that  occasion.  On 
January  21,  your  secretary  read  a short  statement 
before  the  New  York  State  Commission  on  Educa- 
tional Television,  at  Albany.  A brief  was  also  sub- 
mitted by  Dr.  Alfred  Angrist  of  Queens,  who  was 
prevented  by  illness  from  attending.  A movement 
is  on  foot  for  the  New  York  State  Department  of 
Education  to  have  allocated  to  it  certain  television 
channels.  It  was  the  opinion  of  Dr.  Curphey  and 
others  that  these  could  be  useful  in  medical  continu- 
ing education. 

“A  meeting  of  the  School  Health  Subcommittee 
of  the  Public  Health  and  Education  Committee  was 
attended  in  Syracuse  on  January  22,  and  on  Febru- 
ary 2 I attended  a luncheon  and  part  of  the  meeting 
of  the  American  Medical  Association  Council  on 
Scientific  Assembly  at  the  Hotel  Waldorf  Astoria, 
with  Dr.  J.  Stanley  Kenney,  chairman  of  the  Local 
Committee  on  Arrangements,  and  Dr.  Chas.  Gordon 
Heyd,  former  president.” 

Dr.  Anderton  read  a letter  of  February  6,  1953, 
from  the  Bronx  Count}-  Medical  Society,  requesting 
that  the  nomination  of  Dr.  Carl  R.  Ackerman  for 
director  of  United  Medical  Service,  Inc.,  be  sub- 
mitted to  the  Council  and  that  the  “prescribed 
certificate  of  clearance”  be  sent  to  Dr.  John  J. 
Masterson  of  Brooklyn. 

Approval  iras  voted. 

The  treasurer's  report  was  accepted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Andrew  A.  Egg- 
ston,  chairman,  reported: 

“We  had  a meeting  of  the  Blood  Banks  Associa 
tion  Monday,  and  the  Commission  met  Tuesday. 
Your  Blood  Banks  Commission  is  pleased  to  report 
that,  through  the  good  offices  of  the  legal  counsel  of 
the  Medical  Society  of  the  State  of  New  York,  the 
Blood  Banks  Association  of  New  York  State  has 
been  granted  a charter  as  a nonprofit  corporation  of 
the  State  of  New  York.  A meeting  of  the  incor- 
porators is  scheduled  for  today. 
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“The  Commission  has  formally  requested  each  of 
its  members  to  inform  the  agency  he  represents  con- 
cerning the  progress  made  in  plans  for  the  Blood 
Banks  Association  and  to  transmit  written  sugges- 
tions from  these  agencies  to  the  Blood  Banks  Com- 
mission chairman  concerning  ways  by  which  they 
wish  to  coordinate  their  programs  in  cooperation 
with  the  Blood  Banks  Association. 

“The  Commission  approved  a request  by  the 
Association  for  transmission  through  appropriate 
channels  to  the  Council  for  personnel  and  for  office 
space.  This  is  covered  by  a communication  to  the 
Council  addressed  to  Dr.  Anderton. 

“Further  study  is  being  made  of  the  clearing  house 
and  donor  procurement  program.  It  is  very  com- 
plicated and  will  probably  require  that  it  be  worked 
out  by  actuaries. 

“Here  is  a resolution  that  I was  instructed  to 
present  to  the  Council.  It  will  probably  be  referred 
to  the  directors  of  the  Association: 

“Whereas,  the  Blood  Banks  Association  of 
New  York  State  has  been  incorporated  through 
the  good  offices  of  the  Medical  Society  of  the  State 
of  New  York;  and 

“Whereas,  Drs.  Walter  P.  Anderton,  Theodore 
J.  Curphey,  Andrew  A.  Eggston,  J.  Stanley  Ken- 
ney, John  J.  Masterson,  Dan  Mellen,  Denver 
Vickers,  Edward  T.  Wentworth,  and  Floyd  S. 
Winslow  are  named  as  the  incorporators;  and 

“Whereas,  the  duly  elected  officers  and  execu- 
tive board  of  the  Association  before  incorporation 
have  expressed  themselves  as  being  desirous  that 
the  continuity  of  the  Association’s  organizational 
efforts  be  maintained  and  expedited;  therefore  be 
it 

“ Resolved , that  the  Blood  Banks  Commission 
recommends  that  the  above  incorporators  be 
added  to  the  existing  executive  board  of  the  Blood 
Banks  Association  of  New  York  State  and  that 
one  of  the  incorporators  be  designated  by  the 
group  to  act  as  treasurer  of  the  Association.” 

“They  want  these  nine  men,  the  incorporators, 
to  be  added  to  the  nine  men  on  the  executive  com- 
mittee of  the  Association,  so  that  there  will  be  com- 
plete understanding  and  cooperation  and  control  of 
the  functions  of  the  incorporated  Blood  Banks 
Association. 

“I  move  acceptance  of  that  part  of  the  report  that, 
refers  to  informational  data.” 

After  discussion,  it  was  voted  to  approve  the  report. 
Citizens’  Health  Education. — Dr.  J.  Stanley 
Kenney,  chairman,  stated  that  the  activities  of  the 
Citizens’  Health  Education  Committee  had  become 
an  almost  around-the-clock  job  and  that  only  the 
positive  cooperation  of  the  Public  and  Professional 
Relations  staff  had  made  it  possible  for  the  committee 
to  carry  out  the  instructions  of  the  House  of  Dele- 
gates. He  wished  the  Council  to  be  informed  about 
the  Commission  Bill. 

The  bill  is  as  follows: 

Int.  No.  1416  IN  SENATE  by  Mr.  Metcalf 
AN  ACT 

creating  a temporary  state  commission  to  study  the  laws  of 
the  state  relating  to  licensure  in  the  healing  arts,  and  making 
an  appropriation  for  the  expenses  of  the  commission. 

Section  I.  A temporary  state  commission  to  be  known  as 
the  commission  on  licensure  in  the  healing  arts  of  the  State 
of  New  York  is  hereby  created  with  the  following  powers  and 
duties:  To  make  a comprehensive  study  and  survey  of  the 

present  laws  of  the  state  governing  the  licensure  of  profes- 
sional practice  related  to  and  including  the  diagnosis,  treat- 
ment, operation  or  prescription  for  any  human  disease,  pain, 
injury,  deformity,  or  physical  or  mental  condition,  and  includ- 
ing the  laws  relating  to  optometry,  dentistry,  pharmacy, 


nursing,  podiatry,  osteopathy,  and  physiotherapy;  to  con- 
sider the  necessity  or  desirability  of  amending,  extending, 
adding  to  or  otherwise  revising  the  present  laws  of  the  state 
to  require  the  licensing  of  other  practices  related  to  human 
health  and  physical  or  mental  well-being. 

Section  2.  Such  commission  shall  consist  of  eleven  mem- 
bers, five  members  to  be  appointed  by  the  governor,  three 
members  of  the  senate  to  be  appointed  by  the  temporary 
president  thereof,  and  three  members  of  the  assembly  to  be 
appointed  by  the  speaker  thereof.  The  commission  created 
herein  shall  organize  by  the  selection  from  its  members  of  a 
chairman,  vice-chairman,  secretary,  and  such  other  officers 
as  it  deems  desirable.  Vacancies  in  the  membership  of  the 
commission,  occurring  from  any  cause,  shall  be  filled  by  the 
representative  appointing  officer  hereinbefore  referred  to. 

Section  8.  The  commission  may  employ  and  at  pleasure 
remove  such  clerical,  stenographic  and  technical  and  profes- 
sional assistants  and  considtants  as  it  may  require,  and  fix 
their  compensation  within  the  amount  appropriated  therefor 
herein. 

Section  J,.  The  members  of  the  commission  shall  receive 
no  compensation  for  their  services,  but  shall  be  reimbursed 
for  expenses  actually  and  necessarily  incurred  by  them  in  the 
performance  of  their  duties  hereunder. 

Section  5.  The  commission  shall,  from  time  to  time  and 
not  later  than  January  fifteenth,  nineteen  hundred  fifty-four, 
make  a Teport  or  reports  to  the  governor  and  the  legislature 
of  its  proceedings  and  recommendations  thereunder. 

Section  6.  The  sum  of  twenty-five  thousand  dollars 
($25,000.00),  or  so  much  thereof  as  may  be  necessary,  is 
hereby  appropriated  from  the  moneys  in  the  state  treasury 
in  the  general  fund  to  the  credit  of  the  state  purposes  fund 
and  not  otherwise  appropriated,  to  the  commission  hereby 
created  and  made  immediately  available  for  its  expenses, 
including  personal  service,  in  carrying  out  the  provisions  of 
this  act.  Such  moneys  shall  be  payable  on  the  audit  and 
warrant  of  the  comptroller  on  vouchers  certified  or  approved 
by  the  chairman  or  vice-chairman  of  the  commission  as  pre- 
scribed by  law. 

Section  7.  This  act  shall  take  effect  immediately. 

Referred  to  the  Finance  Committee  in  the  Senate  and  to 
the  Ways  and  Means  Committee  in  the  Assembly. 

Dr.  Kenney  reported  the  committee  had  decided, 
without  relaxing  its  public  education  campaign,  to 
make  a concentrated  effort  to  obtain  the  support  of 
legislators,  the  governor,  and  the  Department  of 
Education  for  this  bill.  He  stated  that  the  next 
three  weeks  would  be  critical  and  asked  the  Council- 
lors to  urge  county  committees  to  put  forth  their 
best  efforts. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  recommended  approval  by 
the  Council  of  amendments  to  the  bylaws  of  the 
Medical  Society  of  the  County  of  Cortland  and  the 
Onondaga  County  Medical  Society. 

Approval  was  voted. 

Economics. — Dr.  Renato  J.  Azzari,  chairman,  sub- 
mitted the  following  report: 

At  its  June  19,  1952,  meeting,  the  Council  referred 
to  your  committee  a letter  and  other  material  from 
a doctor,  relative  to  the  problem  of  remunerative 
salaried  positions  for  aging  physicians  physically 
unable  to  carry  on  an  active  private  practice.  The 
material  enclosed  with  the  letter  pointed  out  a need 
for  a program  by  the  State  Society  to  aid  aging 
members  of  the  medical  profession  to  locate  in  re- 
munerative positions,  either  part  or  full  time. 

It  was  brought  out  in  discussion  that  physicians 
of  all  ages,  on  inquiry,  were  furnished  lists  of  locali- 
ties which  had  requested  doctors  and  were  also  re- 
ferred to  medical  placement  agencies  if  a salaried 
position  was  desired. 

The  committee  was  of  the  opinion  that  no  program 
be  initiated  by  the  Society  at  this  time;  however,  if 
the  problem  should  become  acute,  further  considera- 
tion could  be  given. 

The  report  of  the  director  of  the  Bureau  of  Medi- 
cal Care  Insurance  follows: 

January  14,  1953,  George  P.  Farrell,  director,  con- 
ferred with  Dr.  Stephen  H.  Curtis  of  Troy  and  Mr. 
Edward  R.  Evans  and  Mr.  Ralph  Hammersley  of 
the  Albany  Blue  Shield  Plan,  at  Troy. 
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January  21,  Mr.  Farrell  attended  an  educational 
conference  at  the  Biltmore  Hotel,  New  York  City, 
conducted  by  the  Bureau  of  Accident  and  Health 
Underwriters.  It  was  felt  that  through  such  meet- 
ings there  would  be  a better  understanding  regarding 
doctors’  charges  and  hospital  costs  as  they  relate  to 
health  insurance  programs  underwritten  by  com- 
mercial companies.  It  was  also  the  general'  feeling 
that  health  plans  could  develop  broader  coverage 
when  all  parties  had  a better  understanding  of  these 
problems. 

Mr.  Farrell  reported  he  had  conferred  with  Mr. 
James  F.  Coleman,  executive  vice-president  of 
United  Medical  Service,  regarding  potential  rates 
for  a uniform  State-wide  contract. 

The  portion  of  the  report  dealing  with  remunera- 
tive positions  for  aging  physicians  was  approved. 

Approval  was  voted  for  the  report  of  the  director  of 

the  Medical  Care  Insurance  Bureau. 

Supplementary  Report 

The  Subcommittee  on  Medical  Expense  Insurance 
of  the  Council  Committee  on  Economics  met  Febru- 
ary 5,  1953,  in  the  office  of  the  State  Society,  Dr. 
Carlton  E.  Wertz,  chairman,  presiding,  and  reports 
as  follows: 

A comparison  of  fees  now  in  effect  in  six  Blue 
Shield  plans  in  New  York  State  was  reviewed,  and, 
with  the  exception  of  one  plan,  fees  were  found  to 
be  quite  comparable. 

Draft  of  a proposed  uniform  State-wide  contract 
was  also  reviewed. 

After  discussion,  it  was  moved,  seconded,  and  car- 
ried to  activate  the  State-wide  plan  as  follows:  (1) 
uniform  schedule  of  benefits  as  submitted  by  the 
subcommittee,  (2)  each  local  plan  to  arrive  at  a 
premium  actuarily  sound  in  relation  to  its  experi- 
ence, (3)  uniform  contract  shall  be  one  of  indemnity, 
and  (4)  schedule  of  fees  and  contract  to  be  submitted 
to  each  plan  for  approval. 

It  was  agreed  that  it  would  be  necessary,  in  nego- 
tiating with  a State-wide  group,  that  in  practically 
all  instances  the  negotiation  would  be  executed  where 
the  executive  office  of  the  group  was  located.  It 
would  be  necessary  to  have  a mutual  agreement 
among  the  plans  whereby  billing  of  the  group  and 
collection  of  premiums  would  be  the  responsibility 
of  the  negotiating  plan. 

Therefore,  it  was  moved,  seconded,  and  carried 
that  an  operating  agreement  be  negotiated  among 
the  plans,  to  include  a fixed  per  cent  of  premiums 
collected,  payable  to  the  negotiating  plan  for  render- 
ing these  services. 

The  subcommittee  considered  a letter  referred  to 
it,  in  regard  to  a proposed  amendment  to  Article 
9-c  of  the  Insurance  Law,  which  would  permit 
dentists  to  participate  under  this  law  in  addition  to 
doctors  of  medicine.  After  discussion  it  was  felt 
that  the  sendees  should  be  limited  to  dental  surgery 
only  and  a list  of  procedures  carefully  determined. 

It  was  moved,  seconded,  and  carried  that  the  con- 
ditions set  forth  in  the  amendment  to  enable  the 
change  in  Article  9-c  of  the  Insurance  Law  be  circu- 
lated to  each  Blue  Shield  plan  in  New  York  State 
before  being  introduced,  and  that  the  subcommittee 
approves  in  principle,  pending  actual  wording  of 
the  amendment  to  the  law. 

Motion  was  made,  seconded,  and  carried  that 
copies  of  the  fee  schedule  and  draft  of  proposed 
State-wide  contract  be  presented  to  the  Council  for 
approval  before  submitting  them  to  the  individual 
Blue  Shield  plans. 

Fee  schedule  and  proposed  contract  draft  accom- 
panied this  report. 


Dr.  Ingegno stated: 

“In  Article  Thirteen  of  the  agreement  with  the 
participating  physicians  it  says,  ‘A  subscriber  may 
choose  any  participating  physician  to  treat  him  pro- 
fessionally, and  if  a participating  physician  accepts 
such  a subscriber  as  a patient  the  participating 
physician  will  render  care  under  the  provisions  of 
this  contract.’ 

“May  I suggest  that  even  though  the  majority  of 
physicians  are  participating  physicians  the  first 
‘participating’  be  struck  out,  and  it  would  then  be- 
come, ‘A  subscriber  may  choose  any  physician  to  i 
treat  him  professionally.  If  a participating  physi- 
cian accepts  such  a subscriber  as  a patient,  he  will 
render  care  under  the  provisions  of  this  contract.’ 

“The  reason  I say  that  is  that  there  are  nonpartici- 
pating  physicians,  and  the  implication  here  is  that 
they  cannot  be  treated  under  this  plan  by  non- 
participating  physicians  if  that  first  ‘participating 
physicians’  is  kept  in;  therefore,  I believe  that  the 
word  should  be  struck  out.” 

It  was  voted  that  the  Council  make  this  suggestion 
to  the  Committee. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman,  re- 
ported: 

“At  the  last  meeting  we  had  received  some  letters 
from  county  societies  in  regard  to  osteopaths  beirg 
put  on  hospital  staffs.  Also  one  from  Bronx  County,  ; 
which  asked  certain  specific  questions;  for  instance,  I 
are  osteopaths  still  regarded  by  the  Medical  Society 
of  the  State  of  New  York  as  cultists,  and  if  so,  is  it 
considered  improper  for  a licensed  M.D.  to  associate 
with  them  professionally,  and  so  on. 

“After  presentation  to  the  Council  and  discussion,  - 
it  was  voted  to  defer  action  until  a reply  had  been  2 
received  from  the  Joint  Commission  on  Accredits-  ! 
tion  of  Hospitals,  and  that  the  secretary  notify  Suf-  4 
folk  and  Bronx  County  Medical  Societies  of  that 
fact. 

“Since  that  time  we  have  received  a letter  from 
Dr.  Crosby,  representing  the  Joint  Commission  on 
Accreditation  of  Hospitals,  reading:  ‘One  of  the 

basic  requirements  for  a survey  for  accreditation  is 
that  the  hospital  shall  be  registered  by  the  American 
Medical  Association.  As  you  know,  no  hospital  is 
registered  unless  it  is  staffed  only  by  doctors  of  I 
medicine.’ 

“That  seems  to  be  clear-cut.  The  Joint  Commis-  | 
sion  on  Accreditation  of  Hospitals  consists  of  repre- 
sentatives of  the  American  College  of  Physicians,  < 
the  American  College  of  Surgeons,  the  American 
Hospital  Association,  the  American  Medical  Asso- 
ciation, and  the  Canadian  Medical  Association.  ‘ 
That  answers  that  part  of  our  request,  but  it  does 
not  answer  the  question  from  the  Bronx  of  whether 
osteopaths  are  cultists  in  this  State.  As  you  remem- 
ber, at  our  last  meeting  Dr.  Cunniffe  stated  that 
they  are  considered  cultists  front  the  American 
Medical  Association  standpoint,  so  I ask  for  what 
action  you  want  the  committee  to  take.” 

After  discussion,  it  was  voted  that  answers  to  the 
questions  from  the  Bronx  County  Society  should 
be  postponed  until  the  stand  taken  by  the 
.American  Medical  Association  is  known. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale, 
chairman,  stated: 

“For  the  Council  Committee  on  Industrial 
Health,  I can  report  we  met  yesterday.  A more 
detailed  report  will  be  later  given  to  the  Council  and 
the  House  of  Delegates  about  what  the  Committee 
on  Industrial  Health  desires  at  this  time. 

“I  wish  to  re-emphasize  Dr.  Dattelbaum’s  idea 
that  we  may  have  to  ask  for  an  increase  in  dues  be- 
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cause  another  bureau  is  established  in  your  State 
Society.  It  is  the  opinion  of  your  Council  committee 
that  in  order  to  function  properly  there  should  be 
a full-time  director  under  the  Committee  on  Indus- 
trial Health  if  we  are  to  maintain  the  prestige  of 
industrial  medicine  in  New  York  State. 

“I  attended  the  Congress  of  Industrial  Health  in 
Chicago  on  January  20.  I talked  to  a number  of 
men  from  the  American  Medical  Association.  I 
also  spoke  with  a number  of  chairmen  of  state  society 
councils  on  industrial  health,  and  it  was  the  unani- 
mous opinion  that  we  could  not  accomplish  much 
without  a full-time  director.  Figures  were  talked 
of,  and  the  figure  that  was  mentioned  most  promi- 
nently was  the  sum  of  $25,000  a year  to  establish  a 
Bureau  of  Industrial  Health. 

Legislation. — Executive  Officer. — Dr.  Harold  B. 
Smith  stated : 

“One  of  the  main  things  of  interest  that  has  hap- 
pened in  Albany  is  the  introduction  of  the  Chiro- 
practic Bill  by  Mr.  Seelye  in  the  Senate  and  Mr. 
Morgan,  of  Erie  County,  in  the  Assembly. 

“The  bill  is  substantially  the  same  as  introduced 
last  year  by  the  chiropractors,  with  certain  changes 
which  have  no  legal  effect  that  is  different  from  that 
of  last  year.  I don’t  believe  that  the  bill  is  one  of 
which  the  Education  Department  approves. 

“Senator  Metcalf  and  Assemblyman  Raybin  in- 
troduced a bill  which  would  set  up  a commission  of 
eleven  persons,  three  from  each  house  of  the  legisla- 
ture and  five  to  be  appointed  by  the  Governor,  to 
study  the  whole  field  of  the  healing  arts  licensure  and 
regulation.  That  commission  would  not  be  com- 
pletely concerned  with  the  problem  of  chiropractic; 
it  would  be  concerned  with  all  of  the  difficulties  that 
have  arisen  in  the  administration  of  the  healing  arts 
laws  in  the  past  several  years.  As  you  recall,  in 
1926  very  extensive  legislation  ir.  that  direction  was 
enacted.  At  subsequent  times  there  have  been  so 
many  exceptions,  revisions,  and  changes  and  new 
situations  that  it  looks  like  again  there  might  be  a 
need  for  a complete  re-evaluation  of  the  whole 
licensing  law  program. 

“Senator  Metcalf,  who  showed  great  concern  last 
year  about  the  problem  of  medical  care  and  medical 
indemnity  insurance,  a couple  of  days  ago  showed 
me  a draft  of  another  bill  which  would  set  up  a 
commission  consisting  of  three  members  of  the 
Assembly,  three  members  of  the  Senate,  the  Com- 
missioners of  Health,  Education,  Welfare,  and  Men- 
tal Hygiene,  and  nine  members  to  be  appointed  by 
the  Governor,  who  shall  consist  of  a physician  in 
general  practice,  a hospital  administrator,  a medical 
director  of  an  insurance  company  furnishing  health 
and  accident  insurance,  an  officer  of  a voluntary 
health  insurance  plan,  an  industrialist,  an  officer  of 
a labor  union,  and  an  agriculturist.  Rather  than 
read  the  entire  commission  bill  he  prepared,  I will 
submit  it  to  this  body  for  such  disposition  as  they 
might  deem  desirable.  Certainly  it  will  require 
study  by  some  committee.  It  is  quite  complicated. 

“Our  own  legislation  program  is  in  the  process  of 
being  introduced  into  the  Legislature.  Mr.  Beasley 
has  all  the  workmen’s  compensation  bills  and  other 
measures  in  the  process  of  being  drafted  and  put 
in.” 

It  was  voted  that  this  Metcalf-Raybin  commission 

bill  be  referred  to  the  Subcommittee  on  Medical 

Expense  Insurance  of  the  Economics  Committee 

for  study  and  report. 

Dr.  Smith  also  reported  that  the  Friedman  Bill, 
with  respect  to  hospital  practice  of  medicine,  was 
introduced.  Also,  the  bill  which  would  permit  the 
over-the-counter  sale  of  eyeglasses  and  of  reading 


glasses  has  risen  to  a great  deal  of  prominence  due  to 
split  medical  opinion  about  it. 

Chairman. — Dr.  J.  Stanley  Kenney  stated: 

“The  legislation  package  that  we  have  is  some- 
thing that  we  are  beginning  to  be  active  about.  In 
our  concentration  upon  the  chiropractor  bill  some 
people  think  we  have  forgotten  some  14  bills  our 
House  directed  to  be  introduced  into  the  legislature. 
I have  conferred  with  Mr.  Beasley  on  several  occa- 
sions, and  he  informs  me  that  our  bills  will  be  intro- 
duced this  week. 

“I  held  a meeting  of  the  metropolitan  subcom- 
mittee of  the  Legislation  Committee  a few  days  ago. 
In  discussing  how  to  work  for  these  bills,  we  felt  it 
best  to  concentrate  on  the  ones  that  are  of  the  most 
significance  to  the  great  majority  of  people  in  the 
State.  Therefore,  we  intend  to  make  our  strongest 
effort  to  have  the  free  choice  bills  and  medical  care 
plan  bills  advanced:  the  former  Condon-Raybin 

bill,  the  free  choice  bill  that  was  known  as  the 
Panken  bill,  the  Friedman  bill,  which  Dr.  Smith  has 
already  referred  to,  and  the  one  for  a healing  arts 
study  commission.  We  are  also  going  to  do  our  best 
to  confer  with  the  podiatrists  and,  if  necessary,  with 
the  Labor  Department,  to  see  what  can  be  done  to 
repeal  the  current  podiatry  law.  I don’t  think  we 
are  going  to  get  much  help  from  the  Labor  Depart- 
ment. The  other  bills  we  are  going  to  have  intro- 
duced, and  we  will  do  what  we  can  to  further  them. 
However,  it  is  the  philosophy  of  everybody  we  talk 
to  that  if  we  try  to  push  14  or  15  bills  we  probably 
will  not  accomplish  anything.  We  are  going  to  put 
our  best  efforts  forth.  While  we  will  support  them 
all,  we  will  do  our  utmost  on  the  four  bills  that  I 
have  just  mentioned. 

“I  hope  the  Council  feels  that  this  philosophy  is 
sound.  If  you  don’t,  I want  to  be  told  now,  because 
I intend  to  convene  the  Legislation  Committee  next 
Thursday  before  the  county  legislation  committee 
chairmen  meet.” 

After  discussion,  the  report  was  approved. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Thomas  M.  d’Angelo,  chairman,  reported: 

“In  the  course  of  the  work  of  the  Malpractice 
Insurance  and  Defense  Board  we  encounter  various 
insurance  plans.  We  have  come  across  a plan  that 
the  American  College  of  Physicians  has  been  asked 
to  go  into,  the  membership,  rather,  in  New  York 
State.  They  are  compiling  a group  disability  insur- 
ance program  and  a malpractice  insurance  program 
which  are  being  written  by  two  different  organiza- 
tions, neither  of  which  is  licensed  in  the  State  of 
New  York.  We  have  formulated  a letter,  which  we 
ask  the  Council  to  approve,  to  be  sent  to  the  Super- 
intendent of  Insurance  of  New  York,  asking  for  in- 
formation.” 

After  discussion,  it  was  voted  that  the  secretary 

confer  with  counsel  before  sending  the  letter  and 

be  guided  by  his  opinion. 

Medical  Defense. — Dr.  John  J.  Masterson,  chair- 
man, stated: 

“The  State  Department  of  Health  has  practically 
completed  its  medical  defense  program.  The  only 
weakness  we  have  is  in  recruitment,  and  that  is  not 
primarily  up  to  the  Department  of  Health,  because 
that  is  done  on  a local  level. 

“At  the  last  meeting,  our  committee  was  asked  to 
take  up  the  new  assignment  of  military  affairs. 
Since  that  time  I have  gathered  considerable  ma- 
terial on  the  subject,  but  there  is  a meeting  being 
held  in  Washington  today  of  the  Defense  Depart- 
ment, the  American  Medical  Association,  the  Ameri- 
can Dental  Association,  and  the  American  Veteri- 
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narian  Medical  Association.  At  this  meeting  there 
will  be  released  the  latest  opinion  of  the  Defense 
Department  on  this  entire  subject.  As  soon  as  we 
obtain  their  decision  we  will  endeavor  to  have  it 
published  in  the  New  York  State  Journal  of 
Medicine.” 

Medical  Licensure  and  Medical  Service. — Dr. 

Leo  E.  Gibson,  chairman,  read  again  to  the  Council 
the  portion  of  his  January  report  which  deals  with 
a proposed  amendment  to  the  Education  Law  in 
relation  to  interns  and  residents.  [That  report  is 
published  on  pages  707  and  708  of  the  New  York 
State  Journal  of  Medicine  for  March  15,  1953.] 
He  continued: 

“Since  reporting  at  a previous  meeting  I have  been 
called  several  times  by  the  Department  of  Educa- 
tion through  their  counsel,  Dr.  Brind.  Dr.  Blind 
writes  on  February  2,  1953: 

‘This  confirms  our  conversation  over  the  tele- 
phone this  afternoon.  For  a great  many  years  it 
has  been  illegal  for  hospitals  to  retain  the  services 
of  interns  who  have  not  been  graduated  from 
registered  schools.  Last  year  the  Legislature 
postponed  the  operation  of  this  law  until  the  first 
of  July.  This  was  with  the  understanding  that 
the  matter  would  be  clarified  this  year.  We  are 
advised  that  there  are  over  one  thousand  persons 
who  are  now  serving  as  interns  who  would  be 
immediately  without  positions  after  the  first  of 
July  of  this  year  unless  the  law  is  amended. 

‘As  you  know,  a great  deal  of  effort  has  been 
utilized  to  arrive  at  some  satisfactory  solution  of 
this  problem.  The  Department  has  recom- 
mended that  the  way  be  cleared  through  the  re- 
moval of  the  requirements  for  interns  but  retain- 
ing the  requirement  in  respect  to  residency.  This 
means  that  a hospital  would  have  the  legal  right, 
without  reservation,  to  assume  the  responsibility 
for  the  employment  of  the  intern  but  would  need 
to  obtain  a person  who  was  qualified  for  licensure 
if  he  is  to  be  given  the  position  of  a resident.  This 
matter  has  been  carefully  considered  by  the  De- 
partment and  also  by  the  Hospital  Association  of 
the  State  and  has  received  the  latter’s  full  endorse- 
ment.’” 

(Dr.  Gibson  pointed  out  this  indicated  that  Dean 
Rappleye  had  changed  his  opinion,  reported  in 
January,  that  the  law  should  be  continuously  post- 
poned rather  than  amended. ) 

‘It  would  be  unfortunate  that  no  bill  be  pre- 
sented solving  this  problem,  because,  as  indicated, 
it  would  leave  many  hospitals  short  of  interns.  I 
think  you  will  find  that  the  bill  establishes  a 
standard  which  can  be  adhered  to  without  any 
difficulty.’ 

“There  is  in  New  York  City  apparently  a Com- 
mittee on  the  Study  of  Hospital  Internships  and 
Residencies,  and  they  have  disapproved  of  the 
present  situation,  and  in  the  last  paragraph  of  the 
report  made  in  June  of  1952  it  says:  ‘In  summary, 
it  is  not  only  justified  but  desirable  that  the  State 
Education  Law  be  enforced  as  presently  constituted 
beginning  July  1,  1953.  Enforcement  will  un- 
doubtedly inconvenience  many  of  our  community 
hospitals,  but  its  impact  should  awaken  the  hos- 
pitals interest  in  the  modern  concept  of  the  intern- 
ship as  primarily  an  educational  experience  rather 
than  as  a period  of  employment.  To  meet  the  prob- 
lem of  the  intern  shortage,  which  will  be  intensified 
by  enforcement  of  this  legislation,  the  organization 
of  many  hospitals  must  be  modified  in  a bold  but 
reasonable  and  practicable  manner.  The  modifica- 
tions required  should  result  not  only  in  the  mainte- 


nance of  existing  standards  of  medical  care  and  the 
more  efficient  use  of  interns  but  also  in  the  develop- 
ment of  more  attractive  and  satisfactory  internships 
for  our  future  graduates.’ 

“Enforcement  of  the  present  law  would,  of  course, 
remove  about  600  interns  in  New  York  City  who 
are  practicing  illegally  according  to  the  law  which  is 
presently  on  the  books,  the  enforcement  of  which 
has  been  postponed  until  July,  1953,  on  recom- 
mendation of  this  Council. 

“There  is  a controversy  that  exists  between  the 
Hospital  Association  and  the  State  Department  of 
Education.  The  State  Department  of  Education 
has  a law  on  the  statute  books  which  they  say  they 
have  postponed  and  recommended  postponement 
of  the  enforcement  for  a number  of  years,  which  has 
been  done.  Now  the  attorney  for  the  Department 
of  Education  comes  across  with  this  amendment 
which  is  acceptable  to  the  Hospital  Associations  of 
both  Greater  New  York  and  the  State.  I have  been 
called  by  the  officers  of  these  associations  expressing 
their  approval  of  this  settlement  of  the  problem. 
The  comittee  could  not  see  how  this  amendment 
could  do  anything  but  possibly  increase  the  stand- 
ards of  medical  education  by  providing  better  resi- 
dents and  leaving  the  interns  alone.  We  move  that 
the  report  be  submitted  to  the  Committee  on  Legis- 
lation.” 

After  discussion,  the  motion  to  refer  the  matter  to 
the  Legislation  Committee  was  lost. 

Dr.  Williams  moved  that  the  Council  go  on  record 
as  favoring  amendment  of  the  law  but  not  in  the 
light  of  the  amendment  just  disapproved;  that  a 
new  amendment  be  drawn  up  and  considered  and 
that  this  be  referred  to  the  Committee  on  Medical 
Licensure  and  Medical  Service. 

After  discussion,  the  motion  was  put  to  a viva  voce 
vote.  As  there  was  uncertainty  as  to  the  outcome, 
it  was  put  to  a hand  vote  and  12  were  in  favor  and 
seven  opposed. 

The  motion  was  carried. 

It  was  voted  to  recommend  t hat  the  enforcement  of 
this  law  be  postponed  for  another  year. 

Rural  Medical  Service  Subcommittee. — Dr.  James 
Creenough,  chairman,  reported: 

“The  whole  committee  met  on  January  13,  1953, 
in  Ithaca,  with  Dr.  Gibson,  chairman  of  the  Com- 
mittee on  Medical  Licensure  and  Medical  Service; 
Dr  Anderton,  and  Dr.  John  Hirshfeld  of  Ithaca. 
Three  hours  were  devoted  to  discussion  of  various 
problems  of  rural  medical  service.  At  the  end  of  the 
meeting,  the  more  important  items  were  assigned  to 
members  of  the  committee  for  further  investigation. 
The  committee  is  planning  to  meet  again  April  25, 
1953,  to  discuss  the  reports  of  the  individual  mem- 
bers 

“The  annual  report  was  submitted  to  the  secre- 
tary, January,  23,  1953.  The  committee  plans  to 
submit  a supplementary  report  after  the  meeting, 
April  26,  1953,  to  the  House  of  Delegates. 

“Your  chairman  is  planning  to  discuss  some  of  the 
phases  of  rural  medical  service  with  Dr.  John  J. 
Bourke,  chairman  of  the  New  York  State  Joint 
Hospital  Survey  and  Planning  Commission,  on 
February  19,  1953,  in  Albany,  and  to  attend  the 
annual  meeting  of  the  American  Medical  Associa- 
tion Council  on  Rural  Health  in  Roanoke,  Virginia, 
February  26  through  February  28.” 

The  report  was  accepted. 

Office  Administration  and  Policies. — Dr.  John  J. 

Mastcrson,  chairman,  reported: 

“It  was  decided  at  our  meeting  yesterday  to 
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recommend  to  the  Council  that  if  it  continues  to 
meet  elsewhere,  our  present  council  room  be  used 
for  office  space,  and  that  the  Office  Management 
Committee  report  at  the  next  Council  meeting  re- 
garding new  arrangements  with  estimated  cost. 

“It  was  decided  to  pay  bills  for  membership  appli- 
cation blanks  for  county  societies  which  have  their 
own  blanks  printed. 

“It  was  decided  to  authorize  the  secretary,  in 
cooperation  with  the  office  manager,  to  set  up  a job 
and  merit  rating  plan  for  submission  to  the  com- 
mittee.” 

It  was  voted  that,  in  view  of  the  fact  that  there  is 
need  for  more  office  space,  the  Office  Administra- 
tion and  Policies  Committee  be  requested  to  con- 
sider the  question  of  obtaining  a suitable  meeting 
place  for  the  Council. 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported : 

“The  financial  report  of  the  Publication  Com- 
mittee for  last  year  showed  a deficit  of  $12,466,  but 
after  dues  allocation  the  net  income  was  $45,451. 
The  advertising  last  year  amounted  to  $214,585.- 
Up  to  the  present  time  we  have  contracted  for 
advertising  amounting  to  $182,000,  which  at  this 
time  of  the  year  is  good. 

“There  was  a general  discussion  of  the  deadline 
for  accepting  changes  for  the  Medical  Directory. 
It  was  moved,  seconded,  and  passed  that  a deadline 
for  changes  of  hospital  appointments  and  member- 
ship in  professional  societies  be  February  15  of  any 
year  in  which  the  Directory  is  published. 

A pproval  was  voted. 

“It  was  moved,  seconded,  and  passed  to  request 
the  Council  to  recommend  to  the  Committee  on 
Office  Administration  and  Policies  to  employ  an 
assistant  to  the  Journal  production  manager. 
It  is  the  policy  of  the  Publication  Committee  on 
account  of  the  necessity  of  getting  the  publication 
out  on  time  to  have  a trained  assistant  for  everyone 
having  anything  to  do  with  the  Journal. 

Approval  was  voted. 

“It  was  decided  to  request  the  Council  to  appoint 
Dr.  Frederic  Zeman  an  associate  editor.  There  was 
a general  discussion  of  setting  up  a subcommittee  of 
the  Publication  Committee  to  prepare  a history  of 
the  Medical  Society  of  the  State  of  New  York.  This 
committee  is  to  consist  of  Drs.  Iledway,  Kosmak, 
and  Zeman.  It  was  the  sense  of  the  meeting  that 
this  committee  be?  appointed  and  that  there  be  a 
deparl  ment  in  the  Journal  relating  to  the  history  of 
the  State  Society. 

Approval  was  voted. 

“Dr.  Itedway  reported  that  there  will  be  a sym- 
posium on  blood  in  the  March  1,  1953  issue  of  the 
New  York  State  Journal  of  Medicine. 

“Samples  of  new  designs  for  the  cover  of  the 
Journal  were  submitted.  No  action  was  taken.” 
Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  attended 
seven  meetings  and  had  arranged  12  postgraduate 
lectures  in  six  counties. 

With  regard  to  some  of  t he  meetings,  he  reported: 

1.  At  the  open  hearing  on  educational  television 
held  at  the  Bar  Association  on  January  14,  your 
chairman  registered  on  behalf  of  the  Medical 
Society  its  support  of  the  proposed  use  of  certain 
television  channels  in  the  State  for  educational 
purposes,  rather  than  commercial. 

2.  The  purpose  of  the  meeting  of  January  22 
with  the  State  Charities  Aid  Association  and  the 
execut  ive  committee  of  the  ( 'itizens’  1 1 call  h ( 'ounril 
was  to  outline  for  the  SCAA  the  objectives  of  the 


Council,  with  a view  to  obtaining  collaboration  of 
the  former  as  a member  organization  of  the  Council. 

3.  The  prime  purpose  of  the  meeting  at  Albany 
of  the  executive  committee  of  the  Health  Council 
was  to  develop  membership  in  that  group  from  the 
various  State  agencies  interested  in  health.  It  was 
suggested  that  in  the  instance  of  agencies  having 
medical  advisory  committees  the  president  of  the 
State  Medical  Society  be  requested  to  write  t o these 
physicians,  following  an  invitation  from  the  Citizens’ 
Health  Council,  urging  them  to  join  it.  The  time 
and  place  of  the  next  annual  meeting  of  the  Council 
were  also  considered. 

4.  A meeting  of  the  Subcommittee  on  School 
Health  was  held  in  Syracuse  on  January  22,  but  your 
chairman  was  unable  to  attend.  Dr.  Ayling  reports 
that  his  subcommittee 

(а)  Requests  of  the  Council  committee  informa- 
tion as  to  how  best  to  cooperate  with  the  State 
Health  Department  on  matters  of  school  health  in 
schools  under  their  jurisdiction.  Dr.  Schlesinger 
was  asked  to  report  about  this  at  the  June  meeting 
of  the  Association  of  School  Physicians  in  Lake 
Placid. 

(б)  The  subcommittee  recommended  that  your 
chairman  request  approval  of  the  appointment  of 
two  more  members  to  that  committee,  one  to  repre- 
sent communities  with  school  health  services  of 
local  health  departments  and  the  other  to  represent 
the  school  health  services  of  New  York  City. 

Approval  was  voted. 

5.  At  the  January  8 meeting  the  Council  referred 
to  this  committee  a request  for  the  Society’s  approval 
of  a bill  to  repeal  the  law  requiring  premarital  Was- 
sermann  tests.  We  have  since  been  informed  by 
Dr.  Ingraham  of  the  State  Health  Department  that 
the  bill  will  not  be  presented  this  year. 

Dr.  Curphey  supplemented  his  report  by  stating: 
For  the  Subcommittee  cm  the  Hard  of  Hearing 
and  the  Deaf,  we  have  been  asked  by  Dr.  Edmund 
P.  Fowler,  the  chairman,  to  include  two  as  advisers: 
Mrs.  Eleanor  Ronnei,  New  York  League  for  the 
Hard  of  Hearing,  480  Lexington  Avenue,  New  York 
City,  and  Dr.  Karl  W.  Gruppe,  director,  Utica 
Hearing  and  Speech  Center,  258  Genesee  Street, 
Utica. 

“I  so  move,  Mr.  President.” 

The  Council  voted  confirmation. 

“The  Subcommittee  on  Mental  Hygiene  has  been 
reactivated,  and  the  following  names  arc  submitted 
to  the  Council  for  approval  on  this  subcommittee: 
Dr.  S.  Bernard  Wortis,  New  York  City,  chairman; 
Dr.  Lewis  I.  Sharp,  New  York  City;  Dr.  Curtis  T. 
Prout,  White  Plains;  Dr.  Harry  A.  Steckel,  Syra- 
cuse; and  Dr.  George  It.  Lavine,  Rochester. 

“I  move  that  these  men  be  appointed  to  the  reacti- 
vated Subcommittee  on  Mental  Hygiene  with  the 
provision  that  since  this  report  was  prepared  1 in- 
terviewed Dr.  Ross,  of  the  New  York  State  Mental 
Hygiene  Group,  who  is  anxious  to  establish  liaison 
with  the  State  Medical  Society  through  the  Sub- 
committee on  Mental  Hygiene.  She  wondered 
whether  it  would  be  possible  to  have  one  or  two 
representatives  of  their  interests  serving  on  the  sub- 
committee. I would  like  to  recommend  these 
names  and  that  consideration  be  given  to  the  estab- 
lishment of  a liaison  with  this  group.” 

The  President  made  the  above  appointments  and 
the  Council  voted  approval. 

The  Council  voted  approval  that  further  considera- 
tion be  given  to  names  to  be  submitted  in  regard 
to  I lie  liaison  members. 

Dr.  Curphey  stated:  "1  should  further  like  to  ask 
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approval  of  these  names:  Regional  Chairman  in 

Obstetrics  for  Region  Nine,  Dr.  Milton  A.  Carvalho, 
Binghamton;  Regional  Chairman  in  Pediatrics  for 
Region  Four,  Dr.  Hugh  F.  Leah}',  Albany.  I recom- 
mend these  two  appointments.” 

The  President  made  the  appointments,  and  the 
Council  voted  approval. 

‘‘The  next  request  is  for  the  establishment  of  an 
‘ad  hoc’  committee  composed  of  Dr.  Harry  P.  Smith, 
professor  of  pathology  of  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  Dr.  John  J. 
Clemmer,  of  the  Bender  Laboratories  in  Albany,  to 
study  jointly  with  Dr.  Dalldorf,  director  of  the 
laboratories  of  the  State  Health  Department,  and 
Dr.  Tompkins,  one  of  his  assistants,  the  problem  of 
a review,  with  possible  revisions,  of  the  laws  of  the 
State  as  they  concern  the  practice  of  laboratory 
medicine.” 

The  Council  voted  approval  of  the  ‘ad  hoc’  com- 
mittee. 

The  President  appointed  the  designated  gentle- 
men, and  the  Council  voted  approval. 

“I  have  here  a resolution  that  was  handed  me  this 
morning  from  Dr.  Garlan,  one  of  the  directors  of 
the  New  York  State  Academy  of  General  Practice, 
Inc.,  and  its  past  president.  The  resolution  called 
for  the  establishment  of  a Council  committee  on 
general  practice. 

After  discussion,  it  was  voted  that,  in  order  that 
this  resolution  could  be  thoroughly  studied,  no 
action  be  taken  at  this  time  but  a copy  be  sent  to 
all  members  of  the  Council. 

Dr.  Curphev  continued : 

‘‘The  next  item  deals  with  the  two  matters  that 
were  referred  back  to  our  committee  for  a joint  dis- 
cussion with  the  State  Health  Department;  the 
policy  covering  tumor  clinics  and  that  concerning 
the  proposed  cardiovascular  research  project. 

“After  a discussion  with  the  group,  the  following 
motion  was  developed:  To  recommend  to  the 

Council  approval  of  the  statement  of  policy  of  the 
State  Health  Department  as  revised  at  the  meeting 
September  24  of  the  joint  group,  with  the  under- 
standing that  a study  of  the  situation  would  be 
undertaken  by  the  Subcommittee  on  Cancer  with 
the  State  Health  Department  and  the  American 
Cancer  Society,  with  a view  to  making  indicated 
modifications  in  the  stated  policy  at  the  end  of  the 
year.” 

Approval  was  voted. 

“The  next  motion  in  respect  to  the  proposed 
cardiovascular  research  project:  To  recommend  to 
the  Council  approval  of  the  project  at  the  Albany 
Medical  College  conducted  by  the  State  Health 
Department,  and  that  an  article  appear  in  the  New 
York  State  Journal  of  Medicixe  describing  the 
project  and  stating  that  it  has  the  approval  of  the 
local  county  medical  society.” 

Approval  was  voted. 

“The  third  item  deals  with  gamma  globulin.  It 
was  agreed  that  there  was  an  important  problem  in 
respect  to  proper  presentation  to  the  public  of  the 
inadequate  supply  of  gamma  globulin  in  the  case  of 
an  epidemic  of  poliomyelitis.  It  is  proposed  that 
the  State  Health  Department  through  Dr.  Larimore, 
and  the  State  Medical  Society  through  the  Public 
Relations  Committee,  prepare  and  coordinate  the 
release  of  information  to  health  officers  and  county 
medical  societies  for  the  public  immediately,  and 
that  information  dealing  with  technical  knowledge 
be  accumulated  by  the  Health  Department  on  the 
problem  of  distribution  of  gamma  globulin. 


“In  the  course  of  discussion,  it  was  brought  out 
that  the  problem  is  very  complex ; that  much  of  the 
available  supply  is  of  questionable  potency,  by  vir- 
tue of  the  source  of  the  gamma  globulin  in  certain 
areas  of  the  country  where  poliomyelitis  is  endemic; 
that  where  there  is  a greater  exposure  rate  the  j 
gamma  globulin  is  found  to  contain  greater  protec-  J 
tive  antibodies  than  material  taken  from  an  area 
where  there  has  been  very  little  exposure.  The  Red 
Cross  gamma  globulin  by  experimental  evidence  1 
has  been  established  to  be  more  potent  than  many 
of  the  samples  of  commercial  gamma  globulin.  ] 
Those  points  were  brought  up  by  Dr.  Korns  from 
the  State  Health  Department. 

“It  was  also  stated  that  on  March  1 the  Office  of 
Defense  Mobilization  will  make  known  to  Dr.  Hille- 
boe  their  intended  allocation  of  the  available  stores 
of  gamma  globulin,  and  that  in  the  meantime  the 
National  Research  Council  is  studying  the  matter 
for  the  Office  of  Defense  Mobilization. 

“The  whole  thing  stems  to  this:  There  is  appar- 
ently an  attempt  at  a coordinated  approach  to  the 
problem  with  proper  channeling  of  information  and 
supplies  on  the  basis  of  allocation  to  the  various 
states,  and  in  the  State  of  New  York,  in  order  to 
prevent  confusion  and  to  allay  hysteria  of  the  pub- 
lic, the  State  Health  Department  and  the  State 
Medical  Society  should  cooperate  in  outlining  a 
procedure  and  properly  publicizing  it  by  means  of 
the  Public  Relations  Department,  and  to  the  State 
Health  Officers  through  Dr.  Hilleboe.” 

Approval  was  voted  for  the  Public  and  Professional 
Relations  Bureau  to  cooperate. 

“There  was  another  item,  the  question  in  respect 
to  removal  from  prescribing  drugs  like  methyl 
salicylate  and  boric  acid.  It  was  decided  no  action 
should  be  taken  because  of  the  legal  complexity  of 
the  situation. 

“Dr.  Levin,  of  the  Health  Department,  who  with 
Dr.  Aaron  and  Dr.  Crampton  was  charged  some 
time  ago  with  the  preparation  of  a policy  report 
governing  periodic  health  examinations,  presented 
the  report  last  night.  There  were  certain  points 
that  were  debatable  in  it,  specifically  the  point  con- 
cerning multiphasic  screening  as  a part  of  a periodic  ; 
health  examination.  As  a result  of  the  discussion  it 
was  moved  and  carried  to  recommend  to  the  Council 
the  continuation  of  the  subcommittee  in  an  effort  to  ; 
set  up  standards’  and  methods  of  approach  at  the 
county  society  level  in  order  to  establish  one  month 
each  year  for  the  public  to  undergo  a complete 
physical  examination.  It  is  the  consensus  that  in- 
stead of  favoring  these  multiphasic  screening  pro- 
grams of  dubious  value,  often  in  the  hands  of  agen- 
cies and  nonmedical  technical  people,  it  would  be 
better  to  publicize  through  the  county  medical 
societies  the  importance  of  periodic  examinations  . 
in  the  doctor’s  office.  I move  that  this  policy  be 
approved  by  the  Council.” 

The  Council  voted  approval. 

The  report  as  a whole  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

With  the  opening  of  the  State  Legislature,  the 
Public  and  Professional  Relations  Bureau  redoubled 
its  efforts  in  carrying  the  Citizens’  Health  Educa- 
tion Campaign  to  the  legislators,  the  press,  and  the 
people.  The  first  step  in  approaching  the  legislators 
was  the  mailing  of  “Science  vs.  Chiropractic,”  the 
new  pamphlet  just  published  by  the  Public  Affairs 
Committee,  Inc.,  a nonprofit  educational  organiza- 
tion, to  each  of  the  206  Assemblymen  and  Senators. 
The  covering  letter  outlined  the  action  of  the  11152 
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House  of  Delegates  calling  for  a program  to  educate 
the  people  and  reaffirming  its  uncompromising  oppo- 
sition to  chiropractic  licensure.  The  pamphlet, 
accompanied  by  an  appropriate  letter  from  Dr. 
J.  Stanley  Kenney,  also  was  sent  to  the  Governor, 
the  Board  of  Regents,  and  other  important  State 
officials. 

The  press  received  much  attention  during  the  past 
month.  A special  release  about  the  Citizens’  Health 
Education  Campaign  was  mailed  to  editors  through- 
out the  State.  Accompanying  the  release  was  a 
copy  of  “What  Price  Your  Life?”  The  chairman  of 
each  county  citizens’  health  education  committee 
was  notified  of  this  mailing.  As  a follow-up,  special 
editorial  materials  were  sent  to  each  citizens’  health 
education  committee  chairman,  who  was  requested 
to  visit  local  editors  to  obtain  editorial  support. 

Several  letters  were  mailed  to  organizations 
soliciting  support  in  the  Citizens’  Health  Education 
Campaign.  Sent  out  over  Dr.  Theodore  J.  Cur- 
phey’s  signature,  the  first  was  a follow-up  of  a previ- 
ous letter  to  those  which  had  not  responded.  A 
second  letter  was  addressed  to  medical  directors  of 
industrial  organizations  and  offered  to  supply  com- 
plimentary copies  of  “What  Price  Your  Life?”  for 
employes.  The  last  of  the  series  went  to  the  secre- 
taries of  the  17  districts  of  the  New  York  State 
Nurses  Association.  This  letter  also  contained  a 
copy  of  “What  Price  Your  Life?”  and  invited  the 
secretaries  to  order  additional  copies  without 
charge. 

As  a further  means  of  keeping  the  campaign 
leaders  up  to  date,  a special  weekly  campaign  bulle- 
tin was  mailed.  One  of  these  bulletins  contained  an 
abstract  from  “The  Case  Against  Naturopath}'” 
published  in  the  May,  1950,  American  Mercury. 
The  purpose  of  this  was  to  continue  to  broaden  our 
program  to  educate  the  people  in  the  evils  of  all 
cults.  The  Newsletter  also  was  utilized  when  the 
February  issue’s  front  page  featured  a story  on  the 
new  pamphlet,  “Science  vs.  Chiropractic”  and  con- 
tained an  order  blank  for  literature. 

Indications  that  the  campaign  was  gaining 
momentum  were  received  by  the  Bureau  in  the  form 
of  orders  for  literature  and  letters.  While  the 
Bureau’s  new  pamphlet  “What  Price  Your  Life?” 
continued  to  be  in  great  demand  (300,000  copies 
have  been  ordered),  enough  time  had  not  elapsed 
since  the  publication  of  “Science  vs.  Chiropractic” 
to  draw  any  definite  conclusions.  The  8,000  re- 
quests recived  to  date,  however,  and  comments 
provide  ample  evidence  that  the  pamphlet  will  be  a 
success. 

Letters  received  from  out-of-state  groups  show 
the  campaign  is  being  watched  all  over  the  country. 
The  Kentucky  State  Medica'  Association,  the 
Indiana  State  Board  of  Medical  Registration  and 
Examinat  ion,  and  the  Medical  Societies  of  the  States 
of  North  Carolina,  Michigan,  and  Ohio  are  among 
those  who  have  requested  copies  of  the  campaign 
kit,  weekly  bulletins,  and  “What  Price  Your  Life?” 

As  a result  of  the  campaign,  many  untrue  charges 
have  been  made  against  the  medical  profession  in 
the  press  and  in  communications  to  legislators  and 
county  medical  societies.  As  a guide  for  county 
societies  in  counteracting  these  erroneous  claims, 
the  Bureau  sent  to  county  society  secretaries,  a 
specially  prepared  statement  over  Dr.  Kenney’s 
signature. 

All  of  the  activities  your  chairman  has  just 
enumerated  and  many  others  could  not  possibly 
have  been  undertaken  without  the  whole-hearted 
cooperation  of  the  Citizens’  Health  Education 
Committee.  Several  conferences  were  held  with  Dr. 
Kenney,  Dr.  Curphey,  Dr.  Anderton,  Dr.  Went- 


worth, and  Dr.  Smith,  in  which  the  various  problems 
were  discussed.  The  details  involved  necessitated 
that  the  entire  field  staff  and  secretarial  force  of  the 
Bureau  be  delegated  to  these  projects.  The  field 
men,  nevertheless,  made  as  many  visits  to  their 
territories  as  time  would  permit. 

The  Woman’s  Auxiliary  continued  to  lend  its  sup- 
port in  the  Citizens’  Health  Education  Campaign, 
and  the  Bureau  assisted  the  Auxiliary.  A special 
“Auxiliary  campaign  bulletin”  was  mailed  to  the 
Auxiliary  campaign  leaders.  The  bulletin  contained 
suggestions  that  public  meetings  be  held  to  inform 
the  people  about  chiropractic  and  requested  the 
names  of  opinion  leaders,  to  whom  literature  could 
be  sent.  Another  letter  mailed  to  leaders  of  the 
Auxiliary  called  their  attention  to  “Science  vs. 
Chiropractic.” 

The  Bureau  also  cooperated  with  the  Woman’s 
Auxiliary  in  other  activities.  In  regard  to  the 
health  poster  contest,  a letter,  over  Mrs.  Isadore 
Zadek’s  signature  as  contest  chairman,  was  sent  to 
local  chairmen.  It  contained  two  suggested  news- 
paper releases,  for  the  guidance  of  local  chairmen, 
announcing  judges  and  contest  winners.  Another 
letter  contained  a request  from  Mrs.  Clare  Emerson, 
Distaff  editor,  for  reports  and  other  materials  for 
the  Distaff. 

Mr.  Miebach,  as  a member  of  the  Advisory  Com- 
mittee to  the  Public  Relations  Director  of  the 
A.M.A.,  attended  a meeting  of  that  group  in  Chicago 
on  January  28  and  29. 

The  widening  effect  of  the  Bureau’s  public  rela- 
tions activities  was  shown  when  it  received  and  ful- 
filled a request  for  a copy  of  Dr.  Andrew  A.  Eggston’s 
talk  on  “Some  Aspects  of  the  Ethics  of  Medicine” 
from  the  Minnesota  and  Ontario  Paper  Company 
of  Minneapolis. 

Although  the  great  bulk  of  the  Bureau’s  work  dur- 
ing the  month  was  concentrated  on  the  Citizens’ 
Health  Educational  Campaign,  the  normal  activities 
continued  to  function  and  prosper.  As  an  example, 
many  requests  were  received  for  copies  of  “You  and 
the  Medical  Society  of  the  State  of  New  York” 
from  organizations  in  various  parts  of  the  country. 
These  groups  include  the  Santa  Clara  County  Medi- 
cal Society  of  California,  the  Medical  Society  of  the 
State  of  Pennsylvania,  the  Connecticut  State 
Society,  and  the  Hartford  County  (Connecticut) 
Medical  Society. 

The  report  was  adopted. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man, reported: 

“During  the  past  month  the  Auxiliary  has  placed 
its  major  emphasis  on  cooperating  with  county 
societies  in  the  execution  of  the  Citizens’  Health 
Education  Campaign.  It  has  been  especially  active 
in  the  distribution  of  ‘What  Price  Your  Life?’  and 
is  now  working  on  ‘Science  vs.  Chiropractic.’  As 
part  of  this  effort,  the  State  chairman  has  addressed 
three  letters  to  the  county  citizens’  health  education 
committee  chairmen  and  cooperated  in  the  prepara- 
tion of  the  special  Citizens’  Health  Education  Cam- 
paign bulletin. 

“The  State  legislation  chairman  sent  a letter  to 
the  county  chairmen  urging  that  each  member  be 
furnished  a card  containing  names  of  local  legisla- 
tors, so  that  they  will  be  prepared  to  write  regarding 
pertinent  legislation  immediately.  The  State  chair- 
man also  made  telephone  calls  to  the  nine  district 
chairmen  to  urge  further  cooperation  in  the  Citizens’ 
Health  Education  Campaign. 

“The  editor  of  Distaff  wrote  the  county  corre- 
spondents and  contacted  several  persons  regarding 
future  articles.  The  work  of  revising  membership 
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stencils  also  proceeded  in  cooperation  with  Mrs.  Leif 
Jensen,  circulation  manager,  during  several  visits  to 
the  office. 

“The  chairman  of  the  health  poster  contest,  which 
is  now  receiving  favorable  publicity  in  the  press  in 
many  sections  of  the  State,  sent  out  a letter  contain- 
ing suggestions  for  publicizing  names  of  the  county 
winners,  and  publicly  announced  a complete  list  of 
State  judges:  Dr.  Edward  T.  Wentworth,  president, 
Medical  Society  of  the  State  of  New  York;  Mr. 
Julian  Levi,  well-known  artist;  Mr.  Vincent  J. 
Popolizio,  supervisor  of  art  education.  University 
of  the  State  of  New  York;  Mrs.  Charles  L.  Chap- 
man, Lewiston,  New  York,  president,  New  York 
State  Congress  of  Parent-Teachers,  and  Miss  Amy 
Hostler,  president,  Mills  College,  New  York  City. 

“The  State  President,  Mrs.  Harry  I.  Norton, 
visited  the  State  office  and  discussed  plans  for  the 
1953  convention  and  expressed  her  appreciation  for 
action  taken  on  the  constitution  and  bylaws. 

“The  majority  of  county  auxiliaries  are  conduct- 
ing campaigns  to  raise  funds  to  finance  nurse  recruit- 
ment scholarship  programs.” 

Workmen’s  Compensation. — Dr.  John  J.  H. 
Keating,  chairman,  submitted  the  following  report: 

A meeting  of  the  Joint  Legislative  Committee  on 
Industrial  and  Labor  Conditions  was  held  in  Albany 
on  Tuesday,  January  27,  1953.  Your  director  repre- 
sented the  Society. 

Miss  Mary  Donlon  gave  a review  of  the  activities 
of  her  department  for  the  year.  A total  of  817,774 
new  accidents  was  reported  in  1952,  of  which  24.7 
were  indexed;  564,829  regular  hearings  were  held. 
Over  515,000  referee  decisions  were  handed  down. 
Miss  Donlon  reported  that  86,275  cases  were  on  the 
new  motion  calendar  which  is  designed  to  facilitate 
prompt  decisions  in  certain  controverted  claims. 
Over  4,630,000  empoyes  in  this  State  are  entitled  to 
workmen’s  compensation  benefits  and  are  employed 
by  over  181,000  employers.  Very  little  was  said 
about  the  Disability  Benefits  Law. 

Soon  after  Miss  Donlon  concluded  her  report 
various  representatives  of  commerce  and  industry 
called  for  an  intensive  study  of  the  Workmen’s 
Compensation  Law  to  determine  the  reason  for  the 
disproportionately  high  cost  of  workmen’s  compen- 
sation coverage  in  this  State.  The  large  number  of 
hearings  necessitated  by  the  New  York  Law  and  the 
way  in  which  medical  evidence  is  evaluated  are  held 
partly  responsible.  Many  employers  feel  that  too 
much  credence  is  given  to  subjective  rather  than 
objective  evidence  in  such  instances  as  head  and 
back  injuries. 

Representatives  of  Associated  Industries  of  New 
York  State  were  concerned  with  the  disparity  be- 
tween New  York  and  other  industrial  states  and  felt 
that  the  disparity  in  cost  could  be  reduced  without 
impairing  the  benefits  accruing  to  injured  workers. 
They  claim  that  this  great  disparity  in  costs  is  acting 
as  a deterrent  to  new  industries  locating  in  New 
York  State  and  for  old  industries  to  expand  here. 
Industry,  they  claim,  must  now  absorb  part  of  the 
increased  cost  to  compete  with  similar  industries  in 
other  states.  It  was  felt  that  one  of  the  principle 
reasons  is  the  deciding  of  questions  of  fact  in  favor 
of  the  plaintiff  under  Section  20  of  the  Workmen’s 
Compensation  Law  with  particular  reference  to 
heart  conditions,  hernias,  facial  disfigurement,  and 
back  and  head  injuries.  It  was  felt  that  perhaps 
certain  amendments  to  the  Workmen’s  Compensa- 
tion Law  could  be  effected  to  permit  the  Appellate 
Division  to  determine  questions  of  fact  as  well  as 
questions  of  law,  as  under  the  present  law  the 
Workmen’s  Compensation  Board  is  final  on  all 


questions  of  fact. 

The  plea  was  made  that  the  Joint  Legislative 
Committee  begin  a careful  study  of  the  reason  for 
high  costs  in  this  State  and  whether  they  are  justified 
by  the  benefits. 

Dr.  Wentworth  stated: 

“The  House  last  year  voted  that  the  State  Society 
place  before  the  chairman  of  the  Workmen’s  Com- 
pensation Board  its  desires  concerning  certain 
specific  elevations  of  fees.  Dr.  Keating  has  placed 
this  matter  before  Miss  Donlon  in  person  at  the  time 
of  a stated  meeting  of  the  advisory  committee  of  this 
Society  with  the  Department  of  Workmen’s  Com- 
pensation. However,  in  one  of  our  early  meetings 
this  year  the  Council  voted  that  a letter  be  sent  to 
Miss  Donlon  conveying  this  information,  and  signed 
by  the  President.  For  one  reason  or  another  the 
letter  was  sort  of  forgotten,  and  last  week  it  was 
placed  before  me  to  sign.  It  strikes  me  that  the 
mandate  of  the  House  has  ahead}’  been  accomplished. 
I have  no  personal  objection  to  signing  this  letter,  but 
I don’t  think  it  is  tactful  to  send  one  at  this  time.  I 
lay  it  before  you.  I would  rather  like  the  Council 
to  rescind  its  action  that  the  letter  be  sent.” 


The  Council  voted  to  rescind  its  action  requiring 
that  the  letter  be  sent. 


New  Business 

A.M.A.  Delegates. — Dr.  Wentworth  announced: 
“We  have  a problem  which  the  secretary  and  the 
president  would  like  you  to  resolve,  regarding  the 
delegates  to  the  House  of  Delegates  of  the  American 
Medical  Association.  This  problem  is  brought  about 
by  the  reduction  in  the  number  of  delegates  and  the 
fact  that  our  delegates  are  elected  in  two  classes. 
The  secretary  will  lay  the  problem  before  you  and 
tell  you  what  has  been  customary.  The  custom 
opens  up  what  might  be  considered  as  a little  in- 
equity between  the  two  classes,  and  we  must  have 
this  settled  before  the  House  can  act  upon  it,  so  we 
would  like  to  have  your  consideration — either  ap- 
proval of  the  system  which  is  in  vogue  or  a motion 
supporting  some  different  system.” 

Dr.  Anderton  stated: 

“Mr.  President  and  gentlemen,  we  are  entitled  to 
17  members  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association.  There  are  11  delegates 
who  have  been  seated  and  are  already  members  of 
that  House  of  Delegates.  In  the  next  election  there 
were  other  men  chosen,  but  to  make  the  number  17 
we  would  suggest  taking  the  top  six  of  the  new  elec- 
tion and  the  11  who  are  already  members.” 

After  discussion,  on  request,  Dr.  Anderton  read 
Dr.  George  F.  Lull’s  letter  written  January  20,  1953: 
“According  to  the  records  in  the  office  of  the  secre- 
tary of  the  American  Medical  Association  on  De- 
cember 31,  1952,  there  were  16,059  members  of  the 
Medical  Society  of  the  State  of  New  York  enrolled 
as  active  members  of  the  American  Medical  Associa- 
tion. 

“Your  constituent  association,  therefore,  is  en- 
titled to  17  delegates  in  accordance  with  the  appor- 
tionment now  in  effect  of  one  delegate  for  each  one 
thousand  or  fraction  thereof  active  members.  J 
“A  certificate  of  election  of  delegates  and  the  dele- 
gates’ credential  cards  will  be  sent  you  within  the 
next  month.” 

After  discussion,  it  was  moved  and  seconded  that 
in  the  light  of  our  own  Constitution  we  follow  the 
policy  of  having  our  delegation  to  the  next  American 
Medical  Association  House  of  Delegates  as  the  11 
who  were  previously  seated  and  pick  the  top  six 
from  the  more  recently  elected  delegates. 

Approval  was  voted. 
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XYIOCAINE 
HvDROCHlORlD*  2 ' 


fourth  dimens 


PREFERRED  local  anesthesia 


Slocked  by  leading  wholesale 
druggists  and  surgical  supply 
houses  as  a V2%.  1%  or  2% 
solution  without  Epinephrine 
and  with  Epinephrine  1 :100,- 
000.  2 % solution  is  also  sup- 
plied with  Epinephrine 
1 :50,000.  All  solutions  dis- 
pensed in  50cc.  and  20cc. 
multiple  dose  vials,  packed 
SxSOcc.  or  5x20cc.  to  a carton. 


Xylocaine®  Hydrochloride  (Astra) 
merits  special  consideration  by  the  busy 
anesthesiologist  and  surgeon.  Profound 
in  depth  and  extensive  in  spread,  its 
well-tolerated  effect  is  more  significantly 
measured  by  the  time  saved  through  its 
remarkably  fast  action,  by  which  so 
much  normally  wasted  “waiting  time” 
is  converted  to  productive  “working 
time”. 


XYLOCAINE3  HCL 

Pronounced  Xi  lo'cain 

(Brand  of  lidocaine  *HCL) 

AN  AQUEOUS  SOLUTION 


A 4th  dimensional  approach 
to  preferred  local  anesthesia 


Bibliography  available  on  request 

ASTItA  PHARMACEUTICAL  PRODUCTS,  INC. 
WORCESTER,  MASS.  U.S.A. 

•U.s.  Patent  No.  2,441,498 


CORRESPONDENCE 


VARIOUS  CHLOROPHYLL  PREPARATIONS 


To  the  Editor, 

A recent  critical  report  on  the  various  “chloro- 
phyll” preparations,  widely  advertised  as  con- 
stituents of  cosmetics  and  confections,  received 
prominent  notice  in  the  December  6,  1952,  New 
York  Times.  Dr.  A.  M.  Corwin  of  the  Chemistry 
Department  of  Johns  Hopkins  University,  who 
rendered  the  report,  made  some  admittedly  conjec- 
tural statements  about  potential  toxicity,  probable 
lack  of  activity,  and  inconstancy  of  composition. 
Dr.  Corwin  also  pointed  out  the  possible  impropriety 
of  some  of  the  advertising  to  the  laity  by  those  in- 
corporating “chlorophyll”  in  their  marketed  prod- 
ucts. 

The  last  point  does  not  concern  me  because  my 
own  experience  has  been  limited  to  that  particular 
preparation  which  is  Council-accepted  and  therefore 
is  dispensed  only  under  medical  supervision.  Dr. 
Corwin's  other  points  are  of  concern  to  me  because 
in  two  separate  connections,  recently,  I have  listed 
this  chlorophyll  derivative,  Chloresium,  among 
certain  APF  substances  which  might  be  used  alterna- 
tively  with  the  mycin  antibiotics  or  isoniazid  in  a 
treatment  schedule  for  certain  forms  of  adaptation 
disease  and  in  a form  of  megaloblastic  anemia.1'2 
Current  theory  which  underlies  APF  therapy  calls 
for  the  protracted  use  of  the  APF  agent,  in  many  in- 
stances throughout  the  remaining  life  span  of  the 
patient,  and  some  of  the  latter  are  found  in  the 
serious  disease  category.  The  question  of  potential 
toxicity  is,  therefore,  the  most  pressing  one  and  will 
be  dealt  with  first. 

When  it  became  evident  over  a year  ago  that 
Chloresium  ingestion  would  frequently  induce  the 
same  type  of  intestinal  flora  reversion  as  would  the 
mycins  ami  when  it  also  became  evident  that  this 
effect  of  Chloresium  could  be  used  advantageously 
in  some  patients  who  became  refractory  to  this 
property  of  the  mycins,  I secured  permission  from 
the  controlling  company  to  peruse  whatever  data 
not  already  in  the  published  literature  bearing  on 
my  own  particular  problem.  I was  thereby  given 
access  to  a wealth  of  chemical  and  pharmacologic 
data  accumulated  from  the  research  of  admit  tedly 
competent  scientists  who  must  retain  their  own 
right  of  priority  in  publication;  suffice  to  say  I was 
completely  satisfied  that  Chloresium,  by  the  usually 
recognized  toxicologic  criteria,  was  safe  for  human 
consumption  over  an  infinite  period  in  ten  times  the 
daily  dose  advocated  by  the  manufacturer  or  in  my 
recent  recommendations.  If,  because  of  Chlore- 
sium’s  copper  content,  the  problematic  “copper 
poisoning”  cited  by  Dr.  Corwin  really  existed,  then 
the  Minot-Murphy  liver  diet  was  exactly  five  times 
as  dangerous  in  this  regard. 


These  conclusions  on  innocuity  seem  to  have  been 
borne  out  during  the  past  year.  Xot  only  has  no 
deleterious  effect  been  observed  in  ailing  humans 
ingesting  from  25  to  75  mg.  of  Chloresium  daily,  but 
not  infrequently  the  converse;  I have  in  mind  two 
patients  with  nontropical  sprue  who  defied  all  other 
therapy  but  made  overt  remissions  on  the  institution 
of  oral  Chloresium.  Animal  studies  in  which  I have 
participated  also  implement  this  absence  of  toxicity, 
in  one  instance  rather  surprisingly.  In  a current 
study  by  Dr.  Victor  Levine,  a bacteriologist,  and 
myself,  a series  of  massively  infected  tuberculous 
guinea  pigs  did  better  on  oral  Chloresium  than  t hey 
did  on  streptomycin,  and  when  Chloresium  was  | 
given  intravenously,  it  had  better  in  vivo  tuberculo-  j 
static  effects  than  either  streptomycin  or  isoniazid.  | 

About  Dr.  Corwin's  other  points — inconstancy  of 
composition  and  inactivity- — a few  comments  might  > 
be  in  order.  The  chlorophyllin  degradation  prod- 
ucts, made  water-soluble  by  chemical  treatment,  are  , , 
certainly  not  homogenous.  Very  few  biologic 
preparations  that  reach  the  market  are;  production  1 
and  economic  problems  enter  in  and  a compromise 
must  be  struck.  That  is,  of  course,  if  the  chemist’s 
view  with  regard  to  a medication  is  the  proper  one  < 
and  if  the  fetish  of  “purity”  may  not  defeat  its  own 
purpose.  One  of  the  “broad  spectrum”  mycins,  for 
at  least  the  first  three  years  of  its  marketing,  con- 
tained other  definable  APF’s  beside  the  antibiotic, 
and  some  of  us  wonder  if  it  was  not  actually  a better 
drug  on  that  basis  when  first  introduced.  Many  ! 
physicians  still  have  a reasonable  preference  for 
“crude”  liver  extracts  in  the  treatment  of  pernicious 
anemia. 

By  “inactivity”  we  presume  that  Dr.  Corwin 
means  that  the  chlorophyll  products  do  not  do  what 
they  are  advertised  to  the  laity  as  doing — deodorize 
all  sorts  of  things  including  the  human  body.  Re- 
sponsibility for  such  statement  is  disclaimed.  I do 
not  know  whether  or  not  those  patients  for  whom  I 
have  prescribed  it  become  “kissing  sweet,”  since  I 
am  more  interested  in  their  state  of  health  than  in 
their  potential  glamor.  But  the  stools  do  become 
odorless  in  over  half  the  number  ingesting  50  mg.  of 
Chloresium  daily,  or  else  the  patient  is  immediately 
switched  to  some  other  intestinal  antibacterial. 
Attention  was  originally  directed  to  Chloresium  in 
this  connection  because  the  original  gauge  of  APF  c 
therapy  was  the  odorless  stool.3  That  the  effect 
does  supervene  from  the  administration  of  Chlore- 
sium can  be  attested  to  bv  many  physicians  who 
have  patients  with  colostomy  now  able  to  resume  a 
social  life  worth  living  because  of  it.  This  is  no 
[Continued  on  page  1022] 
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for  the  successful  treatmentLof . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  . Powder  • Packets  . Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s Formula  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


A 

SYMBOL 

OF 

SERVICE 


Phtsiciams’  Home 


for  three  decades  has  given  aid  to  needy,  retired  physicians, 
their  wives  and  widows  throughout  the  State.  The  need  for 
such  aid  was  never  greater.  Your  contribution  will  help  con- 
tinue this  worthy  service. 


BEVERLY  C.  SMITH,  M.D.,  President 
63  East  84th  Street  * New  York  28,  N.  Y. 


OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamercy  7-5504 
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[Continued  from  page  1020] 

matter  of  the  imagination,  as  suggested  by  some 
skeptical  medical  editors.  A paragraph  taken  from 
a recent  leading  article  in  rebuttal  of  that  suggestion 
is  worth  quoting: 

“Certainly  neither  the  bacteriostatic  action  nor 
stimulation  of  cilia  can  explain  the  efficacy  of  oral 
chlorophyll  preparations  in  reducing  . . . body  odors 
which  is  widely  claimed.  Thus  LeVann  has  stated 
that  in  a mental  institution  the  commonest  reason 
for  resignation  of  staff  was  the  smell  of  incontinent 
patients  ....  these  were  given  tablets  of  a chloro- 
phyll derivative There  was  a striking  reduc- 

tion in  the  smell.  Must  we  then  suppose  that 
chlorophyll  prevents  incontinence?”1 * * 4 

I happen  to  have  known  this  editorial  writer 


slightly  but  enough  to  vouch  for  the  fact  that  while 
he  subtly  makes  it  appear  as  to  have  missed  a point, 
he  is  really  pulling  a leg.  Actually  some  of  the  body 
orifice  odors  derive  bouquet  if  not  essence  from  the 
bowel  content,  and  the  old-fashioned  mother  who 
decided  that  her  child  needed  a laxative  because  of 
foul  breath  was  conversant  with,  even  if  she  might 
have  misapplied,  some  basic  physiology.  • , 

Robert  D.  Barnard,  M.D. 

138-48  231st  Street, 

Laurelton.  New  York 

1 Barnard,  R.  D.:  New  York  State  J.  Med.  52:  2666 

(1952). 

'-Idem:  Brit.  M.  J.  2:  327  (1952). 

* Idem:  Xe w York  State  J.  Med.  50:  1852  (1950). 

* Brit.  M.  J.  2:  1086  (1952). 


1953  HOUSE  OF  DELEGATES 


The  following  resolution  will  be  presented  by 
the  delegates  of  the  Nassau  County  Medical 
Society  at  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  May  4,  1953, 
in  Buffalo. 

Whereas,  the  work  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
is  continually  increasing,  and  the  time  for  ac- 
complishing its  labors  remains  necessarily  brief, 
and  since  the  major  portion  of  the  work  of  the 
House  is  done  by  the  introduction  of  resolutions 
which  are  referred  to  committees;  and 

Whereas,  these  resolutions  have,  in  the  past, 
been  introduced  to  the  House  at  its  opening  ses- 
sion, a system  which  causes  most  resolutions  to 


be  a surprise  to  the  delegates,  leaving  no  time 
either  for  consideration  by  the  membership  of 
the  Medical  Society  of  the  State  of  New  York  or 
for  their  delegates  to  receive  any  instructions 
concerning  them;  therefore  be  it  hereby 

Resolved,  That  this  procedure  be  changed  so 
that  in  1954  and  henceforth  all  resolutions  shall 
be  presented  to  the  Secretary  of  the  Medical 
Society  of  the  State  of  New  York  by  January 
15  preceding  the  Annual  Meeting  of  the  House  of 
Delegates,  that  by  February  15  the  Secretary 
shall  have  copies  of  such  resolutions  distributed 
to  the  component  county  societies  for  their  con- 
sideration and  instruction  to  their  delegates. 
Any  exception  to  this  rule  must  receive  the  ap- 
proval of  three  fourths  of  the  House  of  Delegates. 
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AS  OLD  AS  MEDICAL  H I STO  RY. . . STI  LL 


IN  A HOST  OF  DERMAL  AFFECTIONS 


In .. . 


Eczema 

Infantile  Eczema 


^Iar,  since  the  days  of  Hippocrates,  has  been  the  basic 
medication  in  dermatologic  practice.  It  is  anti-inflammatory 
and  decongestant,  and  stimulates  lymph  circulation  in 
cutaneous  and  subcutaneous  tissues.  New  modes  of  therapy 
continue  to  come  to  the  doctor’s  attention  but  tar  has  held 
its  position  through  decades  of  usefulness  as  the  medication 
of  choice  in  the  widest  range  of  dermatologic  indications. 


Psoriasis 

Folliculitis 

Seborrheic  Dermatitis 

Intertrigo 

Pityriasis 

Dyshidrosis 

Tinea  Cruris 

Varicose  Ulcers 


Today,  all  the  advantages  of  tar  are  available  in  Tarbonis, 
without  any  of  the  drawbacks  which  beset  the  crude  drug. 
Consisting  of  a specially  processed  liquor  carbonis  detergens 
(five  per  cent),  together  with  lanolin  and  menthol,  in  a van- 
ishing cream  base,  Tarbonis  is 

• Aesthetically  acceptable,  since  it  is  greaseless,  free 
from  tarry  odor; 

• Stainless,  does  not  soil  linen  or  clothing; 

• Nonirritant,  can  be  used  on  tenderest  skin  areas; 

• As  efficacious  as  crude  tar. 


Tarbonis  is  available  on  prescription  through  all  pharmacies. 
For  dispensing  purposes  Tarbonis,  packaged  in  1 lb.  and  6 lb. 
jars,  is  available  through  Physicians’  and  Hospital  Supply 
Houses. 

THE  TARBONIS  COMPANY 


4300  Euclid  Avenue 


TARBONIS 


I 1 

THE  TARBONIS  CO.,  Dept.  NYSJM 
| 4300  Euclid  Ave.,  Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 


Physicians  are  invited  to  send  for 
clinical  test  samples  to  demon- 
strate the  antipruritic,  decongest- 
ant, and  resolving  properties  of 
Tarbonis. 


M.D. 


Address 

City Zone State. 
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LORZINEX® 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
welting  agent  is  trichomonacidal. 

LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 
before  administration  of  specific 
therapeutic  agents. 

LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 

Available  at  all  pharmacies. 

Samples  and  literature  sent 
on  request. 

PI-2 

Pharmaceutical  Division 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  New  jersey,  U.  S.  A. 


[N.  Y.  State  J.  M 
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Basic  Principles  of  Cancer  Practice.  A Book  on 
Diagnosis,  Prognosis,  and  Treatment  of  Human 
Neoplasms  for  the  General  Practitioner  and  Medical 
Student  By  Anderson  Xettleship,  M.D.  Octavo 
of  398  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1952.  Cloth,  S7.00. 

The  professor  of  pathology  takes  his  readers  for  a 
walk  through  the  broad  field  of  cancer.  The  pre-  . 
sentation,  the  plan  of  the  walk,  is  too  pedestrian  S I 
and  too  limited  to  be  of  use  to  those  already  initiated 
in  cancer  therapy,  and  too  inaccurate  and  skimpy  * 
for  the  needs  of  the  serious  student.  Like  all  pano- 
ramas, whether  on  canvas  or  in  word  pictures,  the 
area  covered  is  enormous,  but  the  important  details 
are  indistinct.  If,  in  this  volume,  the  space  given  J 
to  wordy  generalization  and  isolated  case  reports 
had  been  devoted  to  careful  factual  analyses,  the  J 
book  would  have  been  better. 

The  first  89  pages  are  devoted  to  interpretative  | 
basic  generalizations  about  cancer.  Among  these  j 
are  a few  gems  worth  emphasizing;  i.e.,  the  in-ffl 
fluence  of  anaplasia  on  the  clinical  course,  the  multi-  i 
centric  points  of  origin  of  cancer,  etc.  From  page  90 
on,  the  book  attempts  to  become  more  clinical, 
running  all  too  rapidly  through  the  cancers  of  dif-  ’ j 
ferent  organs.  The  descriptions  are  neither  well  , 
pointed  nor  original.  The  statistics  are  limited  to  1 
assertion  of  cure  rates,  and  they  are  not  quite  in 
line  with  the  usual.  The  author  states  that  90  per 
cent  of  breast  cancer  without  visible  axillary  spread 
can  be  cured  surgically,  that  50  per  cent  of  gastric  j 
carcinomas  still  confined  to  the  stomach  (grossly?)  ' 
at  the  time  of  gastrectomy  will  show  a six-year  cure  i 
rate.  The  sources  for  these  figures  are  not  given. 
There  are  other  generalizations  that  are  more  sweep-  j 
ing  than  proved.  In  discussing  breast  cancer,  Dr. 
Xettleship  says,  “Thus  there  is  a certain  pattern 
out  of  which  cancer  of  the  breast  originates,  usu- f 
ally  the  woman  who  has  not  had  children,  or  if  she  j 
has,  has  not  nursed  them.”  The  author  says  that 
the  treatment  of  all  cerebellar  tumors  in  children  is 
radical  surgical  removal  since  they  are  insensitive 
to  irradiation,  but  he  also  says,  “The  issue  in  oper- 
ated cases  to  date  has  always  been  fatal.”  The  i 
reviewer  must  inject  the  observation  that  the  medul- 
loblastomas of  the  cerebellum  are  extremely  radia- 
tion-sensitive, although  the  eventual  cure  rate  is 
minimal. 

In  the  chapter  on  leukemias  there  is  the  follow- 
ing gem,  “Lymphatic  leukemia  probably"  originates 
from  a local  lymphoma.  If  this  local  lymphoma  is 
removed  or  destroyed  it  cannot  metastasize  or  give 
rise  to  lymphatic  leukemia.”  So,  good  reader,  find 
the  original  gland  if  vou  can,  cut  it  out,  and  save  a 
life! 

This  book  is  titled  Basic  Principles  of  Cancer 
Practice.  Your  reviewer  believes  that  one  of  the 
basic  principles  is  greater  accuracy"  and  a more  thor- 
ough study  than  this  book  contains.  Other  one- 
volume.works  on  cancer  have  appeared  in  the  past. 
Excellent  among  them  are  the  books  by  Stout,  Cutler 
and  Bushke,  and  byr  Ackerman  and  Regato.  This 
book  by  Xettleship  does  not  sit  well  along  side  of 
them.  Asa  B.  Friedma.vn 
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Clinical  Ballistocardiography.  Bv  Herbert  R. 
Brown,  Jr.,  M.D.,  Vincent  deLalla,  Jr.,  M.D., 
Marvin  A.  Epstein,  M.D.,  and  Marvin  J.  Hoffman, 
M.D.  Octavo  of  188  pages,  illustrated.  New  York, 
Macmillan  Co.,  1952.  Cloth,  $5.50. 

The  authors  have  attempted  to  orientate  clinicians 
in  their  reawakened  interest  in  ballistocardiography. 
There  are  fine  discussions  on  history  and  the  types 
and  construction  of  ballistocardiographs.  The 
“normal”  ballistocardiogram  is  differentiated  from 
patterns  noted  in  various  types  of  cardiovascular, 
metabolic,  and  pulmonary  diseases.  Ballistocardiog- 
raphy is  still  in  its  teething  stage.  The  full  limits 
of  “normal”  patterns  and  the  significance  of  certain 
deviations  from  the  normal  are  not  yet  fully  under- 
stood. The  book  is  replete  with  diagrams  and  pic- 
tures of  the  different  types  of  ballistocardiographs 
and  tracings  in  both  normal  and  disease  states. 

Leon  M.  Levitt 

Essentials  of  Public  Health.  By  William  P. 
Shepard,  M.D.  With  the  collaboration  of  Charles 
Edward  Smith,  M.D.,  Rodney  Rau  Beard,  M.D., 
and  Leon  Benedict  Reynolds,  Sc.D.  Second  edi- 
tion. Duodecimo  of  581  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Co.,  1952.  Cloth.  $6.50. 

In  this  current  edition  the  author  and  his  col- 
laborators have  enjoyed  the  duly  acknowledged  help 
of  leading  authorities  in  the  specialty,  which  has 
contributed  to  making  it  an  outstanding  little 
volume.  As  indicated  in  the  preface  and  in  the  par- 
ticularly poignant  forward  by  Ray  Lyman  Wilbur, 
the  book  is  intended  principally  for  the  prospective 
and  established  medical  man  who,  although  not  a 
health  officer,  increasingly  needs  knowledge  and 
understanding  of  the  public  health  field.  Well- 
planned,  well-written  chapters,  notably  on  occupa- 
tional health;  industrial  hygiene;  statistics;  health 
education,  and  public  health  nursing  supplement 
more  traditional  sections  in  presenting  modern  con- 
cepts of  an  ever  broadening  interdisciplinary  pro- 
gram. In  comprehensive,  yet  compact  style,  it 
provides  the  essential  information  together  with  a 
timely  perspective  that  should  further  its  objective 
of  enhanced  cooperation  and  efficiency  between  prac- 
ticing physicians  and  health  officers  in  promoting 
the  public  health.  Robert  W.  Hillman 

Text-book  of  Ophthalmology.  By  Sir  Stewart 
Duke-Elder,  M.D.  Volume  V.  The  Ocular  Adnexa. 
Octavo.  Page  4,631  to  page  5,713.  Illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $22.50. 

This  volume  treats  of  the  “Ocular  Adnexa,” 
leaving  but  one  more  volume  to  complete  the  first 
real  Textbook  of  Ophthalmology  in  the  English  lan- 
guage. 

For  a long  time  the  German  Graefe-Saemisch 
Hand-Book  and  its  various  editions  have  been  the 
court  of  last  resort,  but  we  now  have  available  in  our 
own  language  the  equal  and,  in  many  respects, 
the  superior  of  this  old  favorite.  The  German  coun- 
terpart is  most  voluminous,  but  the  art  of  condens- 
ing ophthalmologic  literature,  as  exemplified  by 
Ernst  Fuchs  and  May,  is  employed  in  this  production 
by  a master  hand. 

The  book  is  well  written  and  profusely  illus- 
trated, and  excellent  judgment  has  been  shown  in 
allocating  space  to  the  various  conditions,  with 
proper  relation  to  the  importance  of  the  subject 
treated.  Photographs  of  van  der  Hoeve,  Verhoeff, 
Dandy,  and  Trotter  are  introduced  at  the  heads  of 
chapters  treating  of  conditions  to  which  each  au- 
[Continued  on  page  1026] 
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thority  has  made  distinguished  original  contri- 
butions. 

The  dedication  of  these  chapters,  like  the  rest  of 
the  book,  is  an  example  of  fine  English.  Like  the 
preceding  volumes,  a select  list  of  references  is  pre- 
sented at  the  close  of  each  section  to  facilitate  de- 
tailed investigation  of  any  condition  by  those  in- 
clined to  do  so. 

These  volumes  are  indispensable  to  every  ophthal- 
mologist. Ralph  I.  Llotd 

Textbook  of  Medicine.  By  Various  Authors. 
Edited  by  Sir  John  Couybeare,  D.  M.  (Oxon.)  and 
W.  X.  Mann,  M.D.  Tenth  edition.  Octavo  of  912 
pages,  illustrated.  Baltimore,  Williams  A Wilkins 
Co",  1952.  Cloth,  $S.00. 

This  textbook,  known  to  us  for  twenty-three  years 
since  its  first  edition  in  1929,  is  now  in  its  tenth 
edition.  Clearly  written  and  well  edited  by  Cony- 
beare  and  Mann  and  their  associates,  it  is  a splendid 
reference  volume  in  internal  medicine  to  have  at 
one’s  elbow. 

The  subjects  are  simply,  clearly,  and,  as  a rule, 
adequately  presented,  although  some  discussions 
could  be  advisably  extended.  Clarity  dominates, 
and  this  is  most  excellent.  Clinical  presentations 
are  usually  adequate.  Brevity,  perhaps,  makes  for 
more  clear  presentations,  although  many  discus- 
sions could  be  advisably  extended. 

However,  we  must  remember  that  this  is  a 900- 
page  volume,  and  naturally  many  discussions  must 
be  brief.  British  nomenclature,  drug  names,  and 
dosage  are  at  times  puzzling. 

The  volume  has  definite  value  in  bedside  prac- 
tice, and  is  a just  credit  to  Sir  John  Conybeare,  its 
originator.  Frank  Bethel  Cross 

Modem  Drug  Encyclopedia  and  Therapeutic  In- 
dex. Edited  by  Marion  E.  Howard,  M.D.  Fifth 
edition.  Octavo  of  1,431  pages,  illustrated.  Xew 
York,  Drug  Publications,  Inc.,  1952.  Cloth,  $15. 

This  volume  is  exactly  what  the  title  implies. 
It  describes  commercially  available  drugs  of  all 
sorts,  lists  the  trade  names  and  manufacturer,  de- 
scribes the  contents  of  the  preparations,  and  dis- 
cusses the  actions  and  methods  of  administration. 
This  volume  is  a handy  addition  to  textbooks  of 
pharmacology'  and  probably  would  be  useful  in  one’s 
office.  Leon  M.  Levitt 

Annual  Review  of  Medicine.  Windsor  C.  Cut- 
ting, M.D.,  Editor,  and  Henry  W.  Xewman, 
M.D.,  Associate  Editor.  Yol.  3.  Octavo  of  442 
pages.  Stanford,  California,  Annual  Reviews,  Inc., 
1952.  Cloth,  $6.00. 

The  1952  edition  of  this  splendid  series  continues 
the  superb  coverage,  of  medicine  started  t wo  volumes 
before.  It  may  be  recommended  to  all  physicians. 
A valuable  feature  is  an  annotated  list  of  reviews  in 
medicine.  Milton  Plotz 

The  Origin  of  Life  and  the  Evolution  of  Living 
Things.  An  Environmental  Theory.  By  Olan  R. 
Hyndman,  M.D.  Octavo  of  648  pages,  illustrated. 
New  York,  Philosophical  Library,  1952.  Cloth, 
$8.75. 

This  seems  a strange  creation  for  a practical 
neurosurgeon,  at  first.  And  yet,  its  origin  in  the 
challenge  represented  by  the  ‘ riddle  of  neoplasia” 
explains  this  apparent  preoccupation  with  the  need 
for  a trul\r  fundamental  and  different  approach  to 
one  of  medicine’s  “apparent  insolubles.”  In  pains- 
taking and  logical  manner,  the  author  embraces 
and  amplifies  Lamarck’s  belief  in  the  inheritance  of 


acquired  characteristics  and  indicates  that,  ulti- 
mately, “environment  is  the  determining  factor.” 

In  four  impressive  sections,  he  rejects  the  proposi- 
tion of  mutation  and  natural  selection  and  promul- 
gates his  R.R.S.  theory — so  called  because  reac- 
tion, retracement,  and  summation  are  the  “con- 
ceptual pillars.” 

This  is  heavy  going  for  even  the  biological!  v 
trained,  but  interested  readers  will  feel  amply  re- 
warded, especially  by  the  philosophic  applications 
developed  in  the  final  section  (Addenda),  which  con- 
stitutes inspired  testimony  to  the  dedicated  labors 
of  one  appalled  but  not  discouraged  by  the  limita- 
tions of  conventional  medical  mores  and  methodol- 
ogy. Robert  W.  Hillman 

Battle  Casualties.  Incidence,  Mortality,  and 
Logistic  Considerations.  By  Gilbert  W.  Beebe, 
Ph.D.,  and  Michael  E.  DeBakey,  M.D.  Octavo  of 
277  pages,  illustrated.  Springfield,  Charles  C 
Thomas,  1952.  Cloth,  $10.50. 

This  monograph  is  an  analysis  of  the  medical 
statistics  available  from  the  second  World  War. 

A study  of  the  technics  of  gathering  this  information 
is  included,  with  suggestions  for  improving  the 
methods  of  collecting  military’  medical  statistics. 

During  World  War  II  there  were  949,000  battle 
casualties,  of  which  201,500  were  killed  in  action  or 
died  of  wounds,  and  175,000  were  missing  in  action. 
Besides  these  there  were  15,000.000  hospitalizations 
for  illness  and  2.000,000  injuries  in  nonbattle  acci- 
dents. These  figures  point  up  the  tremendous  prob- 
lem of  organization  faced  by  the  military  medical 
organization  during  a war  mobilization. 

In  the  overseas  theatres  79  per  cent  of  the  hos- 
pital admissions  were  for  disease,  13  per  cent  for 
nonbattle  injuries,  and  8 per  cent  for  combat  I 
wounds.  The  patients  with  battle  wounds  had  a 1 
greater  degree  of  noneffectiveness  than  those  with 
illness  or  nonbattle  injuries. 

The  importance  of  military  duties,  sites  of  injury, 
type  of  weapon,  rate  and  rank,  and  branch  of  serv-  j 
ice  are  all  analyzed.  The  logistic  problems  raised 
by  the  numbers  of  noneffective  personnel  are  dis- 
cussed. There  is  an  instructive  section  by  Dr.  E.  D. 
Churchill,  who  was  surgical  consultant  for  the  Army  ( 
during  the  war,  on  the  “Surgical  Implications  of  the 
Evacuation  and  the  Distribution  of  Battle  Casual-  ' 
ties.” 

This  book  is  required  reading  for  those  who  are 
interested  in  military  planning  and  contains  valu- 
able information  for  all  who  are  involved  in  trau- 
matic surgery  and  civilian  defense. 

Lawrence  Katz 

Vascular  Diseases  in  Clinical  Practice.  By  Irving 
Sherwood  Wright,  M.D.  Second  edition.  Oc- 
tavo of  552  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1952.  Cloth,  $8.50. 

Irving  Wright’s  hope  that  his  first  volume  would 
be  of  value  in  peripheral  vascular  disease  problems 
has  been  thoroughly  realized.  Xow,  after  four 
years,  the  second  edition  is  with  us.  A splendidly 
printed  volume,  530  pages  present  a valuable  re- 
view of  this  group  of  blood  vessel  diseases. 

We  are  the  victims  of  our  blood  vessels! 

Atherosclerosis,  Monckeberg’s  sclerosis,  and  ar- 
teriolosclerosis  are  the  types  of  arteriosclerosis  thor- 
oughly discussed.  Pathogenic  factors  of  age,  race, 
sex,  work,  nutrition  (lipoids,  cholesterol),  infections, 
diabetes,  and  heredity  are  presented  in  detail. 
Therapy  is  thoroughly  discussed,  even  surgical  as- 
[Continued  on  page  1028] 
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pects  of  ganglioneetoray  and  peripheral  svm- 
patheetomy. 

Thromboangiitis  obliterans  rates  a special  chapter 
of  54  pages. 

Ergotism,  Raynaud’s  syndrome,  periarteritis 
nodosa,  cranial  arteritis,  and  lupus  erythematosus 
dis«eminatus  are  outstandingly  discussed. 

Then  follows  presentation  of  the  many  everyday 
vascular  mishaps — 12  pages  on  arterial  occlusion, 
40  pages  on  thrombophlebitis,  and  many  other 
vascular  inflammations,  embolisms  and  thromboses. 

And  so  in  this  volume,  there  is  thorough,  com- 
plete, and  excellent  discussion  of  blood  vessel  dis- 
ease. Frank  Bethel  Cross 

Textbook  of  Gynecology.  By  F.mil  Novak,  M.D., 
and  Edmund  R.  Novak,  M.D.  Fourth  edition. 
Octavo  of  S00  pages,  illustrated.  Baltimore,  Wil- 
liams <fc  Wilkins  Co.,  1952.  Cloth,  $9.00 

An  easily  read  textbook  intended  for  beginners 
and  no  doubt  a good  book  for  general  practitioners 
too.  Operations  are  not  described.  In  this  fourth 
edition  of  a well-known  text,  Emil  Novak’s  son 
joins  him  as  co-author.  Charles  A.  Gordon 

The  Medical  Clinics  of  North  America  Boston 
Number.  September,  1952.  Octavo,  illustrated. 
Philadelphia  W.  B.  Saunders  Co.,  1952.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

The  Boston  issue  of  the  Medical  Clinics  of  North 
America  is  devoted  to  a symposium  on  specific 
methods  of  treatment.  All  of  the  papers  are  good, 
many  particularly  so,  especially  those  by  Kaufman 
and  Isenberg  on  antiepileptic  drugs,  by  Moore  on 
bums  and  by  Schwab  on  motion  sickness. 

Milton  Plotz 

Pharmacology  and  Therapeutics.  By  Charles 
Solomon,  M.D.  With  the  collaboration  of  Elizabeth 
S.  Gill,  R.N.  Sixth  edition.  Octavo  of  656  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1952.  Cloth,  $4.50. 

This,  the  sixth  edition  for  nurses,  has  been  re- 
written and  keeps  pace  with  the  advances  in  phar- 
macology and  therapeutics.  Its  former  issues  have 
been  well  received,  as  this  one  will  be.  The  entire 
section  on  antiseptics  and  disinfectants  has  been 
rewritten  with  care,  and  a chapter  on  enzymes  has 
been  added.  A new  feature  is  the  listing  of  drugs 
alphabetically. 

The  new  format  makes  for  easier  reading. 

Bernard  Seligman 

Standard  Values  in  Blood.  Being  the  first  fascicle 
of  a Handbook  of  Biological  Data.  Edited  by  Errett 
C.  Albritton,  M.D.  Prepared  under  the  Direction 
of  the  Committee  on  the  Handbook  of  Biological 
Data,  American  Institute  of  Biological  Sciences, 
The  National  Research  Council.  Quarto  of  199 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1952.  Cloth,  $4.50. 

This  book  represents  an  attempt  to  summarize  in 
tabular  form  all  available  information  about  blood 
and  its  components  in  man  and  animals.  When  com- 
piling this  information,  an  impressive  group  of  more 
than  500  authorities  was  consulted,  who  reviewed 
the  materials.  Therefore,  this  volume  constitutes 
an  authoritative  source  of  information. 

Unfortunately,  in  certain  respects  the  book  does 
not  fulfill  the  ambitious  purposes  visualized  when 
it  was  first  undertaken.  For  example,  in  the  sec- 
tion on  bone  marrow,  the  verbal  descriptions  of  the 
various  cells  can  hardly  take  the  place  of  an  atlas. 


A further  limitation  of  the  volume,  shared  by  any 
book  which  presents  material  only  in  tabular  form, 
is  the  absence  of  explanatory  text  material.  More- 
over, in  view  of  the  ambitious  scope  of  the  volume, 
the  amount  of  space  devoted  to  individual  subjects  is 
necessarily  limited.  For  example,  only  12  pages  of  ' 
tables  deal  with  the  entire  field  of  blood  grouping, 
whereas  an  entire  volume  could  have  been  used  for 
this  subject  alone.  As  a result,  the  information  re- 
garding blood  grouping,  for  example,  is  sketchy  and 
of  limited  usefulness,  so  that  it  is  inadequate  for 
specialists  in  the  field  and,  on  the  other  hand,  proba- 
bly too  complex  to  be  understood  by  individuals  . 
not  working  in  the  field. 

Despite  its  limitations,  the  volume  is  useful,  since 
it  contains  a great  mass  of  information  otherwise  not 
readily  available.  A.  S.  Wiener 

Preventive  Medicine  and  Public  Health.  By 

Wilson  G.  Smillie,  M.D.  Second  edition.  Octavo 
of  603  pages,  illustrated.  New  York,  Macmillan 
Co.,  1952.  Cloth,  $7.50. 

The  second  edition  of  this  popular  text  for  medical  i 
students  has  been  revised  in  many  of  its  sections.  1 
Its  content  reflects  the  widespread  advance  in  sani-  j 
tation  and  in  the  control  of  communicable  disease  j 
through  reduction  of  the  amount  of  text  devoted  to  ] 
these  aspects  of  the  field,  with  a corresponding  in-  ] 
crease  in  coverage  of  matters  pertaining  to  adult  ] 
health,  conservation  of  health,  medical  care,  insur-  J 
ance,  nutrition,  accident  prevention,  etc. 

This  valuable  textbook  is  recommended  for  medi-  1 
cal  students  and  for  practicing  physicians.  Since  1 
it  is  prepared  as  an  introduction  of  the  preventive 
fields  to  students  of  medicine,  its  usefulness  to  those 
primarily  engaged  in  public  health  is,  on  that  ac-  . 
count,  accordingly  reduced. 

Duncan  W.  Clark 

Handbook  of  Tropical  Dermatology  and  Medical 
Mycology.  Edited  by  Dr.  R.  D.  G.  Ph.  Simons.  * 
Volume  1.  Octavo  of  845  pages,  illustrated.  New  • 
York,  Elsevier  Pub.  Co.,  1952.  Cloth,  $15. 

This  is  the  first  volume  of  a planned  two-volume  . | 
work  which,  when  completed,  will  cover  tropical  J 
dermatology  and  medical  mycology.  It  has  been  I 
written  by  over  80  specialists  from  20  different  I 
countries.  To  the  reviewer’s  knowledge,  there  are  1 
few  other  works  on  skin  diseases,  as  seen  in  the  I 
tropics,  that  cover  the  whole  field  so  completely.  > J 
The  book  is  very  well  illustrated,  and  the  therapy  is  J 
up  to  date  and  includes  the  use  of  the  more  recent  1 
antibiotics  and  the  modem  methods  of  therapy  best  < 
indicated  for  each  disease.  It  is  a book  that  every 
dermatologist  should  have  in  his  reference  library 
and  one  that  all  physicians  treating  tropical  derma- 
tology will  want.  John  C.  Graham 

Synopsis  of  Obstetrics.  By  Jennings  C.  Litzen- 
berg.  M.D.  Fourth  edition.  Revised  bv  Chas. 

E.  SlcLennan,  M.D.  Duodecimo  of  378  pages, 
illustrated.  St.  Louis,  C.  V.  Mosbv  Co.,  1952.  > 

Cloth,  $5.50.  ^ - 

In  this  small  volume  is  concentrated  a large 
amount  of  information  about  obstetrics.  It  is  ac-  ‘d 
curate  and  has  been  brought  up  to  date.  There  are 
even  some  illustrative  drawings  and  photographs. 
Although  presented  largely  in  tabulated,  outline 
form,  on  newer  and  important  subjects  there  is 
more  detailed  discussion.  It  will  have  its  greatest 
use  among  undergraduate  students,  although  it  will 
be  helpful  as  well  to  anyone  who  is  ‘'brushing  up” 
for  any  kind  of  examination  in  obstetrics.  ® l 

J.  Thornton  Wallace 
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tives in  all  fields  of  medicine-— young  physicians,  department 
heads,  nurses,  . staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Pabticia  Crdcfe/dy, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0S76 


KATE  SMITH 

says — 

“The  American  Cancer  Society  is 
leading  the  fight,  your  fight,  against 
cancer  through  its  programs  of  re- 
search . . . education  . . . and  service 
to  cancer  patients. 


HOLBROOK  MANOR  N1KG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


“Cancer  strikes  one  in  five. 

“You  can  strike  back  with  a 
generous  gift.  Mail  it  to  ‘Can- 
cer,’ c/o  the  Postmaster  in 
your  town,  and  your  dollars 
will  reach  the  American  Can- 
cer Society. 

"Please  send  your  gift  today. 

The  need  is  terribly  urgent.” 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Aniityville  4-0053  - AMITYVI LLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MKNTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  II.  MALONE.  M.D.,  PliYsician-in-Charee 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799  * 


Officers — County  Medical  Societies — 1953 

TOTAL  MEMBERSHIP  AS  OF  APRIL  15,  1953—23,398 


County 

Albany 

Allegany 

Bronx  

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango  . 

Clinton 

Columbia 

Cortland  ... 

Delaware 

Dutchess 

Erie  

Essex 

Franklin 

Fulton 

Genesee  ... 
Greene  ... 
Herkimer  . . 
Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe. 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange  

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 
Wyoming 
Yates 


President 

John  G.  McKeon .....  Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy. . Bronx 
Mark H. Williams  .Binghamton 

Francis  P.  Keefe Olean 

Joseph  H.  Dwindle.  . Auburn 

D. D.Trantum  . . Jamestown 

William  J.  Cusick Elmira 

H.  Lynn  Wilson Norwich 

Eric  D.  Pearson. . . Plattsburg 

Henry  J.  Noerling Valatie 

William  A.  Shay Cortland 

Robert  H.  Gelder Sidney 

Maxwell  Gosse.  Poughkeepsie 

William  J.  Orr Buffalo 

George  G.  Hart . Lake  Placid 
R.  P.  Bellaire.  . Saranac  Lake 

John  R.  Ford Gloversville 

Joseph  S.  Diasio Oakfield 

Solomon  Yarvin ....  Coxsackie 
Oscar  J.  Muller. . . Little  Falls 
George  S.  Nellis. . Watertown 

Louis  Berger Brooklyn 

Harry  E.  Chapin Lowville 

Julia  A.  Delehanty.  . Geneseo 
Edward  G.  Hixson ....  Oneida 

C.  Parnall,  Jr Rochester 

Alton  J.  Spencer  . . Amsterdam 
John  N.  Shell Freeport 

G.  W.  McAuliffe.  . New  York 
P.  J.  Sciarrino. . Niagara  Falls 

I.  Douglas  Kendrick ....  Utica 
A.  Carl  Hofmann  ...  Syracuse 
P.  M.  Standish.  .Canandaigua 

H.  F.  Murray,  Jr..  Port  Jervis 

Walter  Shifton Albion 

John  A.  Rodger Fulton 

Walter  D.  Luft Milford 

A.  Vanderburgh Brewster 

William  Benenson Flushing 

Henry  F.  Albrecht,  Jr.. . Troy 
Herbert  Berger  Staten  Island 

Franklyn  B.  Theis Nyack 

A.  D.  Redmond.  Ogdensburg 

E.  A.  Suss Middle  Grove 

James  M.  Blake.  .Schenectady 

Earl  Eaton Cobleskiil 

Milton  J.  Daus  Watkins  Glen 

William  K.  Major Waterloo 

Steven  E.  Pieri Corning 

Morris  W.  Molinoff . Brentwood 
V.  G.  Bourke  Livingston  Manor 
Seymour  M.  Bulkley.  .Spencer 

C.  Paul  Russo Ithaca 

Jack  Lehner Kingston 

M.  A.  Mastrianni.  .Glens Falls 
Erich  Seligmann.  . . Whitehall 

James  D.  Tyner Newark 

Reid  It.  Heffner.  New  Rochelle 
Charles  O.  Wagenhals  Warsaw 
William  P.  Ithudy.  Penn  Yan 


Secretary 

.Albert  Yander  Veer. . . Albany 
James  H.  Gray.  Jr. .Friendship 

Frank  LaGattuta Bronx 

N.  R.  Occhino. . Johnson  City 
Richard  A.  Loomis . El  licottville 
Frank  A.  Graceffo. . . .Auburn 

Edgar  Bieber Dunkirk 

Robert  V.  Larkin Elmira 

-Angelo  A.  Franco.  New  Berlin 

I.  Robert  Wood ....  Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley.  Cortland 
George  G.  Miles.  Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . Port  Henry 
Daisy  H.  Yan  Dyke . . .Malone 
Kingston  Lamer . . Gloversville 
Ralph  B.  Smallman. . .Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan . Herkimer 
C.  A.  Prudhon  . . Watertown 
-Abraham  D.  Segal  Brooklyn 
John  P.  Myers  Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 

FelLx  Ottaviano Oneida 

G.  M.  Hemmett. . . .Rochester 
Julius  Schiller .Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Herbert  S.  Ogden . .New  York 
C.  M.  Dake,  Jr. .Niagara  Falls 

Pasquale  Ciaglia L'tica 

W.  J.  Michaels,  Jr.  . . Syracuse 

J.  A.  Stringham  . Canandaigua 
Earl  C.  Waterbmy. Newburgh 

Kenneth  J.  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  J.  Lawrence . . Flushing 

Leo  S.  Weinstein Troy 

James  Poulton.  .Staten  Island 
Robert  L.  Yeager.  . . .Pomona 
William  R.  Carson. . Potsdam 
C.  K.  Amyot . Saratoga  Springs 
Ralph  E.  Isabella  Schenectady 
Donald  R.  Lyon . . . Middleburg 
William  F.  Tague  Montour  Falls 
David  L.  Koch.  .Seneca  Falls 

Milton  Tully Hornell 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty- 

Jack  Bailev Owego 

Noah  J.  Kassman Ithaca 

Bart  holomew  J.  Dutto  Kingston 
James  A.  Glenn. . .Glens  Falls 
M.  J.  Greenberg . Hudson  Falls 

Jan  A.  Perillo Newark 

Harold  J.  DunlapNew  Rochelle 

Paul  A.  Burge  son Warsaw 

Paul  C.  Johnson ....  Penn  Yan 


Treasurer 

Frances  E.  Yosburgh.  Albany! 

Kurt  Zinner Wellsvillel 

Charles  W.  Frank Bronx 

Martin  Weiss. . . .Binghamton I 

William  R.  Casey Olean 

Allan  H.  Kirkwood ....  Auburn 
Charles  B.  Mosher. . Dunkirk 

Swen  L.  Larson Elmira 

-Angelo  Franco. . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  T.  Coreyr Cortland  j 

George  G.  Miles . . Downsville  I 
A.  A.  Rosenberg . Poughkeepsie 
Flo\Td  W.  Hoffman  ...  Buffalo 
James  E.  Glavin . .Port  Henry  I 
Daisy  H.  Yan  Dyke.  Malone 

Paul  E.  Griffin Johnstown 

Ralph  B.  Smallman. . .Batavia 
Mahlon  H.  Atkinson  .Catskill 
.Arthur  H.  Mulligan . Herkimer 

L.  E.  Henderson  . Watertown 
Nicholas  H.  Ryan  . . Brooklyn 
John  P.  Myers.  Port  Leyden 
S.  J.  Jackson  . . Mount  Morris 
Wallace  B.  Nixdorf. . . .Oneida  , 
Robert  J.  C'alihan  . . Rochester  , 
Max  Drey  fuss ....  .Amsterdam  ' 

I.  Drabkin  . . Rockville  Centre 
Gerald  D.  Dorman . New  York 
R . D.  Glennie,  Jr.  Niagara  Falls 
Harold  H.  Katzman. . . .LTtica 
Charles  A.  Gwynn.  Syracuse  > ■ 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury . Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego  [ 

Elfred  L.  Leech Oneonta 

Matthew  Jacobs. . . . Mahopae  ■ 

John  E.  Lowry Flushing  * 

John  P.  Jaffarian Troy 

A.  Leikensohn.  . .Staten  Island 
Marjorie  R.  Hopper. . . Nyack  - 

Maurice  Elder Massena 

J.  Lebowich.  . Saratoga  Springs 
Carl  F.  Runge. . . Schenectady  - 
Dunean  L.  Best  . Middleburg 
William  F.  Tague  Mon  tour  Falls 
David  L.  Koch. . .Seneca  Falls  - 

Milton  Tully .Hornell 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty  - 

Jack  Bailey Owego 

Henry  B.  Wightman.  . Ithaca  ~ 
Herbert  B.  Johnson  Kingston  _ 

F.  P.  Becker Glens  F alls  v 

R . E.  Borrowman . F ort  Edward  j - 

Jan  E.  Perillo Newark  | [ 

Donald  R.  Reed . . . .Irvington  . 
Paul  A.  Burgeson  . . Warsaw 
Paul  C.  Johnson. . . .Penn  Yan 
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FOR  SALE 


Rockville  Centre,  N.  Y.  9-room  frame  and  brick  home, 
suitable  for  physician  or  dentist.  4 bedrooms,  2 baths,  at- 
tached garage.  Doctor’s  suite — 2 or  3 rooms  and  lavatory. 
$24,000.  Rockville  Centre  4-0022. 


FOR  SALE 


Established,  lucrative.  General  Practice  in  wealthy  dairy 
and  industrial  town  of  6,000,  upstate  New  York — 4 hrs. 
from  N.  Y.  C.  New  Modern  Office  Building,  constructed 
in  1952.  Leaving  to  specialize.  Write  Box  642,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Staten  Island.  Settle  Estate.  New  ten  room  brick  home — 
office  four  bedrooms,  two  baths,  three  room  professional 
suite.  Sound  proofed,  separate  entrance.  Corner  100  x 100. 
Excellent  location.  Box  637,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor's  home  and  office,  conveniently  located  near  busi- 
ness section.  Practice  established  39  years.  Selling  on 
account  of  ill  health.  Excellent  opportunity.  Walter  C.  Fox, 
Fort  Plain,  N.  Y. 


HOUSE  FOR  SALE  OR  RENT,  SAYVILLE,  LONG  ISLAND 


Frame  house,  6 rooms,  3 bedrooms,  oil-hotwater  heat,  lot 
50'  x 164',  within  walking  distance  to  station  and  beach. 
Residential  section.  Apply  SOuth  8-2222. 


FOR  SALE 


LAKE  MAHOPAC,  cool  spot,  modern  4-rm.  house,  attic 
basem.,  gar.,  oil,  compl.  furn.,  % acre,  $13,500.  Tel. 
MUrray  Hill,  5-8981. 


FOR  RENT 


Four  room,  ground  floor  office,  just  made  available,  in  fully 
occupied  Med.  Arts.  Bldg.,  in  city  of  20,000,  40  miles  north 
of  N.  Y.  city.  Rent  $85.  Inquire  Suite  A,  1106  Main  St., 
Peekskill,  N.  Y.  Phone  Peek.  7-1990. 


FOR  RENT 


NEW  PROFESSIONAL  BLDG.  AIR  CONDITIONED. 
Exceptionally  good  area,  for  radiologist,  dermatologist,  aller- 
gist, E.  N.  T.,  psychiatrist,  ophthalmologist.  All  other 
medical  specialties  already  leased.  Occupancy  May  1,  1953. 
Fastest  growing  area  on  L.  I.,  with  none  of  the  above 
specialties  represented.  Call  Massapequa  6-2448. 


FOR  RENT 


Nine  room  house  and  garage,  suitable  for  office  and  home 
located  in  Kingston,  N.  Y.  Previously  occupied  by  doctor. 
Only  $100.  per  month.  Box  651,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Office  at  135  East  38th  Street,  New  York  City,  previously 
occupied  by  M.D.  Three  rooms.  Street  & Lobby  entrances. 
Phone  Cedarhurst  9-4979  or  write  Box  639,  N.  Y.  St.  Jr.  Med. 




FOR  RENT 

| ■ 

Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


Nearby  Country  Club 
Available  for  Tournaments 

Excellent  18-hole  Golf  Club  offers  facili- 
ties for  Tournaments  (Monday  thru 
Friday  only).  Located  less  than  20  miles 
outside  of  New  York.  Latest  improve- 
ments; first  class  dining  facilities  (ac- 
commodates 150  persons).  For  details 
write  Dept.  “C”,  P.  O.  Box  226,  Church 
St.  Station,  N.  Y.  C.  8. 
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WANTED 


Physician  licensed  in  New  York,  would  take  over  a busy 
medical  practice  in  New  York  City  or  vicinity.  Box  646, 
N.  Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE 


General  Practice — large  enough  for  two  G.P.’s.,  with  clinic- 
home  building,  in  country  town  ripe  for  group,  within 
50  miles  N.  Y.  C.  Substantial  cash  required.  Owner 
specializing.  American  Listings,  Inc.,  15  East  53rd  Street, 
N.  Y.  C. 


WANTED 


Competent  Pediatrician  desires  Partnership,  Association  or 
will  take  over  practice  of  retiring  Physician.  Box  645,  N. 
Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner  to  replace  doctor,  who  is  one  of  two 
doctors  in  rural  community,  serving  4,000  — 5,000  people, 
and  who  is  to  be  recalled  into  military  service,  if  a suit- 
able replacement  can  be  obtained.  For  details  write  to  Box 
21,  Dryden,  N.  Y. 


WANTED 


E.  E.  N.  & T.  To  take  over  office  and  practice  of  recently 
deceased  specialist  in  Western  New  York  city.  Excellent 
opportunity.  Location  serving  area  of  40,000,  two  hospitals. 
Inquire  Box  640,  N.  Y.  St.  Jr.  Med. 


PROFESSIONAL  OFFICE  FOR  RENT 


50’s  East.  Desirable  suite  (7  rooms).  Approximately  1,000 
square  feet  available  in  modern  professional  building, 
Choice  location  and  exceptional  tenancy.  Brett,  Wyckoff. 
Potter,  Hamilton.  Call  Mr.  Shields,  EL.  5-6900. 


WANTED 


Physician  to  assume  active  general  practice.  Modern,  fully 
equipped  office.  Will  introduce.  Leaving  for  specialty 
training.  Will  transfer  on  percentage  basis.  Box  632,  N. 
Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST 
DESIRE  AFFILIATION 


Completing  Boards,  finish  Army  Service,  Jan.  1954;  Lt.  H. 
C.  Berger,  Murphy  Army  Hospital,  Waltham  54,  Mass. 


LOCATION  WANTED 


Pediatrician  Vet.,  Licentiate.  Desires  Ass’n.  in  Suburb  of 
N.  Y.  C.  Will  invest.  Box  634,  N.  Y.  St.  Jr.  Med. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


1953  CONVENTION 
WILL  HAVE  NEW  FEATURES 


Color  Television  to  be  Shown  for  the  First  Time 
in  the  Western  New  York  Area 


When  the  147th  Annual  Convention  of  the  Medical  Society  of  the 
State  of  New  York  opens  in  Buffalo  this  Spring  important  changes  will 
have  been  made  and  new  features  added  to  the  program. 

Outstanding  among  these  additions  will  be  the  Postgraduate  Lectures 
scheduled  for  Tuesday  and  Wednesday  in  the  morning  replacing  the 
section  meetings  which  now  will  be  limited  to  Thursday  and  Friday 
mornings. 

Of  great  interest  and  also  newly  placed  on  the  convention  activities 
list  will  be  the  Round  Table  Discussions  to  be  held  on  Monday,Tuesday 
and  Thursday  evenings  during  which  doctors  attending  are  invited  to 
participate.  It  is  felt  that  these  variations  from  the  old  procedure  will 
make  a scientific  program  of  far  wider  interest  to  all  doctors  who  may 
plan  to  be  at  the  meeting. 

Because  of  its  initial  success  at  the  New  York  City  meeting  last  year, 
Smith,  Kline  & French  Laboratories  will  sponsor  color  television  from  a 
Buffalo  hospital.  Operative  procedures  and  dry  clinics  will  be  tele- 
vised to  the  Empire  State  Room  of  the  Statler  Monday,  Tuesday  and 
Wednesday  mornings. 

The  popular  General  Sessions  will  be  continued  and  will  go  on  every 
afternoon  during  the  week. 

The  Annual  Dinner  will  take  place  on  Wednesday  evening  at  7:30 
P.  M. 

According  to  advance  reports  from  the  exhibitors,  technical  and 
scientific,  some  exciting  new  products,  equipment  and  techniques  will 
be  displayed  for  the  first  time. 
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CONSTIPATION 


MANAGEMENT 


With  Mucilose  Compound  Tablets  the  initial  dose  required  is  only  2 tablets  after 
each  meal  always  taken  with  2 glassfuls  of  water.  This  may  usually  be  reduced  after  three 
or  four  days.  Mucilose  Compound  Tablets  are  convenient  to  carry  and  easy  to  swallow. 


For  greater  effectiveness  Mucilose  Compound  Tablets  combine  tried  and  proved 
Mucilose  (purified  hemicellulose  from  psyllium  seed)  with  the  widely  accepted 
synthetic  colloid,  methylcellulose  (75  per  cent).  This  combination  assures  a maximum 
amount  of  bulk ...  the  formation  of  a smooth,  lubricating,  water-retaining  mass 
to  induce  normal  peristalsis  and  elimination  of  soft,  demulcent  stools. 


MUCILOSE 


MUCILOSE  COMPOUNO  TABLETS  - bottles  of  100  and  1000. 


COMPOUND  TABLETS 


MUCILOSE  FLAKES  CONCENTRATED  - tins  of  4 oz.  and  1 lb. 


MUCILOSE  FLAKES  SPECIAL  FORMULA  - (with  dextrose),  tins  of  4 oz.  and  1 lb. 
MUCILOSE  GRANULES  SPECIAL  FORMULA  - (with  dextrose),  tins  of  4 oz.  and  1 lb. 
MUCILOSE  WITH  CASCARA  GRANULES  - (1  grain  per  heaping  teaspoonful),  tins  of  4 oz. 


Mucilose.  trademark  tec  USX  Canada 


NEW  YORK  18.  N Y.  • WINDSOR,  ONT. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  tor  general  surgery  and  the 
various  surgical  specialties.  Sections  tor 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
stafts.  All  types  of  general  medical  and 
surgical  cases  are  received  tor  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  tc  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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sense  o 


Not  only  relief  trom  menopausal  distress  blit  also 
a striking  improvement  in  the  sense  of  well-being” 
was  reported  by  all  patients  on  “Premarin”  therapy, 


PREMARIN”  in  the  menopause 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


♦Glass,  S.  J„  and  Rosenblum,  G.:  J.  Clin.  Endocrinol.  (Feb.)  1943 


CtytuJ 
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NOW 

for  the  first  time 
full 

therapeutic 
dosage 
of  aminophylline 
ORALLY 


Cardalin 

PATENT  PENDING 


Cardalin-Phen 


tablets 


PATENT  PENDING 


with  safety  and  simplicity 


for  the  cardiac  patient 
for  the  asthmatic  patient 
for  diuresis 

Cardalin 

• PATENT  PENDING 

tablets 

lath  tablet  contoias: 

Aminophylline 5.0  gr. 

Aluminum  Hydroxide 2.5  gr. 

Ethyl  Aminobenzoate 0.5  gr. 

• 

Cardalin-Phen  contains,  in  addition,  Vi  gr. 
of  phenobarbitol  for  sedation. 

• 

Cardalin  and  Cardalin-Phen  tablets  are  best 
tolerated  after  meals  and  preferably  admin- 
istered with  ona-haH  glassful  of  milk. 

• 

Supplied:  Bottles  of  100,  500,  1000. 


Cardalin  and  Cardalin-Phen  contain  5 grains  of 
Aminophylline  per  tablet . . . the  highest  con- 
centration supplied  for  Oral  Administration. 
Two  protective  factors  (Aluminum  Hydroxide  and 
Ethyl  Aminobenzoate)  counteract  the  local  gastric 
irritation  so  common  to  oral  aminophylline  ther- 
apy. Prolonged  treatment  at  high  dosage  levels  can 
be  accomplished  with  Cardalin  and  Cardalin-Phen, 
as  demonstrated  by  extensive  clinical  studies. 

Cardalin  and  Cardalin-Phen  tablets  rapidly  produce 
clinical  response  of  the  same  magnitude  as  that 
obtained  by  intravenous  administration  of  amino- 
phylline. These  new  products  permit  the  physician 
to  institute  and  maintain  effective  oral  treatment 
in  conditions  formerly  considered  amenable  only 
to  rectal  or  parenteral  aminophylline  therapy. 
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Buy  Savings  Bonds 


VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
- spasms  of  gastro  intestinal  and  genitourinary  tracts, 
with  accompanying  nervousness.  5-grain  tablets. 

Oetin  1 Gr.  ; 

Literature  and  trial  quantity  on  request.  Bromural  4 Gr. 


BILHUBER-KNOLL  CORP.  orange,  new  jersey 
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ow  available 


for  civilian  use! . . 


Gen  tran* 

( DEXTRIN ) 


SOLUTIOI 


an  effective,  proven  plasma 
volume  expander  for  use 
in  the  treatment  of  shock 


Gentran  is  a clinically  effective  and 
safe  plasma  volume  expander  designed 
for  the  prevention  and  treatment  of  shock 
due  to  hemorrhage, /burns,  surgical  pro- 
cedures, and  other  conditions.  Prepared 
for^iritravenous  infusion,  it  is  a sterile, 
nonpyrogenic  6%  w/v  solution  of  dex- 
tran  in  saline. 

. . . does  not  interfere  with  typing  or 
cross-matching  . . . requires  no  refrigera- 
tion ...  is  liquid  at  ordinary  temperatures 
. . . available  to  your  hospital . . . 500  cc. 
containers  . . . easily  administered  with 
standard  Plexitron  solution  set . . . 
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products  of 
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Morton  Grove,  Illinois  • Cleveland,  Mississippi 

HSTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 
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THE  TRUTH  ABOUT 


FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-Frozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 

a.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

€•  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts: 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.3 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer.8 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples— 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 
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FOR  GREATER  TOLERANCE 


THE 


FIRST 


QUADRI-SULFA  MIXTURE 


DELTAMIDE 


Composition: 

Each  Tablet  or  each  teaspoon  (5  cc.) 
Chocolate-flavored  Suspension  of 
Deltamide  contains: 

Sulfadiazine 0.167  Gm. 

Sulfomerozine 0.167  Gm. 

Sulfamethazine 0.056  Gm. 

Sulfacetamide 0.111  Gm. 

Each  Tablet  or  teaspoon  (5  cc.)  of 
suspension  provides  0.5  Gm.  of  total 
sulfonamides. 

Supplied:  Deltamide  tablets  in 

bottles  of  100;  Deltamide  Suspen- 
sion in  4 oz.  and  16  oz.  bottles. 

Indicated  in  infections  due  to  Group 
A hemolytic  streptococci,  staphylo- 
cocci, pneumococci,  meningococci, 
gonococci,  and  other  microorgan- 
isms responsive  to  sulfonamides. 


1.  Lehr,  D.:  Brit.  M.  J.:  2:  543-518, 1948. 

2.  Lehr,  D.:  Brit.  M.  J.:  2:  601,  1950. 

3.  Hawking,  F.,  and  Lawrence,  J.  S.: 
The  Sulfonamides,  New  York,  Grune 
and  Stratton,  1951. 


DELTAMIDE — a quadruple  sulfonamide 
tablet  and  suspension — represents  the  lat- 
est development  in  multiple  sulfonamide 
therapy.  Deltamide  utilizes  the  fact  that 
an  increase  in  the  number  of  sulfonamides 
in  sulfonamide  mixtures  provides  the  sig- 
nificant advantages  of  greater  clinical  safety 
with  low  ered  incidence  of  toxic  and  allergic 
reactions.1) 2 

By  combining  four  of  the  most  use- 
ful sulfonamides,3  Deltamide  is  su- 
perior on  four  counts: 

• Rapid  initial  absorption 

• Effective  blood  levels 

• High  urinary  solubility 

• Very  low  toxicity 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  ANO  COMPANY 


CHICAGO  11.  ILLINOIS 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1952-1953 


ANESTHESIOLOGY 

Moses  H.  Krakow,  Chairman Bronx 

Samuel  Guest,  Vice-Chairman Buffalo 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 


OBSTETRICS  AND  GYNECOLOGY 

Henry  S.  Acken,  Jr.,  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 


CHEST  DISEASES 

Arthur  Q.  Penta,  Chairman Schenectady 

Charles  E.  Hamilton,  Secretary Brooklyn 

David  Ulmar,  Delegate New  York  City 


DERMATOLOGY  AND  SYPHILOLOGY 

Frank  A.  Dolce,  Chairman Buffalo 

.Anthony  C.  Cipollaro,  Secretary. . . .New  York  City 
George  M.  Lewis,  Delegate New  York  City 


GASTROENTEROLOGY  AND  PROCTOLOGY 

Alfred  P.  Ingegno,  Chairman Brooklyn 

Lester  S.  Knapp,  Vice-Chairman Buffalo 

Charles  A.  Flood,  Secretary New  York  City 

Harry  L.  Segal,  Delegate Rochester 


GENERAL  PRACTICE 

Samuel  A.  Garlan,  Chairman New  York  City 

Floyd  C.  Bratt,  Vice-Chairman Rochester 

Garra  L.  Lester,  Secretary Chautauqua 

William  A.  Buecheler,  Delegate Syracuse 


INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford,  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary Rochester 

S.  Charles  Franco,  Delegate New  York  City 


MEDICINE 

George  F.  Koepf,  Chairman Buffalo 

Arthur  E.  Lamb,  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook,  Delegate Buffalo 


NEUROLOGY  AND  PSYCHIATRY 

Harold  R.  Merwarth,  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick,  Delegate Buffalo 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster,  Secretary Syracuse 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley,  Chairman Albany 

Frederick  L.  Liebolt,  Secretary New  York  City 

Halford  Hallock,  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Maurice  N.  Richter,  Chairman New  York  City 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 

Russell  B.  Scobie,  Chairman Newburgh 

Harold  W.  Dargeon,  Vice-Chairman . New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman Buffalo 

William  C.  Spring,  Jr.,  Secretary.. . .New  York  City 
Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman . . New  York  City 

Thomas  N.  Sickel,  Secretary Watertown 

Frank  J.  Borrelli,  Delegate New  York  City 

SURGERY 

Walter  S.  Walls,  Chairman Buffalo 

Edward  J.  Donovan,  Secretary New  York  City 

William  F.  MacFee,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm,  Chairman Brooklyn 

John  S.  Fitzgerald,  Vice-Chairman Utica 

Thomas  A.  Morrissey,  Secretary.  . . .New  York  City 
John  S.  Fitzgerald,  Delegate Utica 


SESSIONS 

1952-1953 


HISTORY  OF  MEDICINE 

Eldridge  Campbell,  Chairman Albany 

Jerome  P.  Webster,  Secretary New  York  City 


PHYSICAL  MEDICINE 

George  M.  Raus,  Chairman Syracuse 

A.  David  Gurewitsch,  Secretary . . . .New  York  City 


PUBLIC  RELATIONS 

Charles  S.  Lakeman,  Chairman Rochester 

Leonard  J.  Schiff,  Secretary Plattsburg 


1044 


1045 


a sounder  basis 

for  the  treatment  of  skin  disorders... 

NEW 

Prophyllin  Wet  Dressing 

avoids  treatment  dermatitis 

Wet  dressings  are  highly  recommended  for  their  marked 
freedom  from  irritation  and  their  beneficial  effect  in  a wide 

variety  of  dermatoses.  Now,  Prophyllin  provides  sodium 
propionate  and  water-soluble  chlorophyll  to  increase  the 

safety  and  efficacy  of  this  preferred  mode  of  therapy. 

• more  physiologic 

• nonastringent,  nontoxic 

• nonirritating,  nonsensitizing 

• relieves  itching  and  irritation 

• mildly  bacteriostatic  and  fungistatic 

...as  condition  improves 

the  benefits  of  Prophyllin  Wet 
Dressing  can  be  maintained  by  prescribing 
PROPHYLLIN  OINTMENT 


Prophyllin  Powder,  for 
preparation  of  wet  dressings, 
in  cartons  of  12  packets. 
Each  packet  contains 
2.3  gm.  powder,  sufficient 
to  prepare  8 ounces  of 
solution  containing 
1 per  cent  sodium  propionate 
and  0.0025  per  cent  water- 
Also 


4-oz.  and  16-oz.  jars.  Note: 
When  dissolved,  Prophyllin 
is  free  of  propionate  odor. 

Prophyllin  Ointment, 

1%-oz.  and  4-oz.  tubes. 
Prophyllin  Ointment 
contains  5 per  cent  sodium 
propionate  and  0.0125  per  cent 
water-soluble  chlorophyll. 


company  me. 


Mount  Vernon,  New  York 


Prolonged  fall  in 
blood  pressure  without 
postural  hypotension 

Marked  and 
maintained  relief  of 
subjective  symptoms 


Veratrite®  brings  your  hypertensive  patients 
the  best  therapeutic  benefits  of  Veratrum 
viride,  as  has  been  shown  by  more  than 
fifteen  years  of  clinical  and  experimental 
research  plus  experience  in  many  thousands 
of  ambulatory  cases. 

Sustained  control  of  blood  pressure  with 


Complete  safety. with 
simplicity  and  economy 
of  administration 


Each  tabule  contains: 

Whole-powdered  Veratrum  viride 
(Irwin-Neisler).  . . .40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital V*  grain 

Administer  2 hours  after  meals. 
’Carotid  Sinus  Reflex 


a minimum  of  untoward  side  reactions  and  a 
maximum  of  safety  is  the  significant  con- 
tribution made  by  Veratrite  to  the  long-term 
management  of  hypertension. 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 


& Seswe  fhaelZce 
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proven  HYPOALLERGENIC! 

lit  a series  of  recently-conducted  studies  on  the 
allergenicity  of  foodstuffs*,  which  included  BIB  Orange  Juice 
for  Babies  as  well  as  the  by-products  orange  peel  oil  and 
orange  seed  protein,  the  following  conclusions  were  proven: 


B'& 

JUICES  FOR  BABIES 


Orange  peel  oil  possesses  primary 
toxic  properties. 

Orange  seed  protein  has  a high  degree 
of  anaphylactogenicity. 

BIB  Orange  Juice  for  Babies  is  virtually 
devoid  of  peel  oil  and  seed  protein. 

BIB  Orange  Juice  for  Babies  is 
HYPO-ALLERGENIC  and  NON-TOXIC. 


RATNER  B.,  AIRMAN,  H.  L„  and 
THOMAS,  J.  S.:  Allergenicity  of 
Modified  and  Processed  Foodstuffs, 
Annals  of  Allergy,  Vol.  10,  No.  6, 
Nov. -Dec.  1952. 


Distributed  in  Canada  through  Aylmer  Baby  Foods 

t ATION  JUICES  FOR  BABIES — JUICES  ONLY!  LAKELAND,  FLA. 


antispasmodic  action 
virtually  without  atropinism  . . . 

through  the  selective  spasmolysis 
of  homatropine  methylbromide 
(one-thirtieth  as  toxic  as  atropine)... 
plus  the  sedation  of  phenobarbital. 

Each  yellow  tablet  of  MESOPIN-PB 
or  teaspoonful  of  yellow  elixir 
contains  2.5  mg.  homatropine  methyl- 
bromide  and  15  mg.  phenobarbital. 

Also  available  as 

MESOPIN  Plain  (without  phenobarbital) 
in  white  tablets,  green  elixir,  and  powder. 


Samples?  Just  write  to 


Endo  Products  Inc.,  Richmond  Hill  18,  New  York 
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oral  penicillin 
which  can 
be  given 
with  meals 


PERMAPEN 

ORAL  SUSPENSION 

Palatable,  easy -to -take  peach -flavored 
Perrnapen  Oral  Suspension  will  maintain 
constant  demonstrable  blood  levels  of 
penicillin  in  most  patients  when  just  one 
teaspoonful  is  given  every  eight  hours. 
These  blood  levels  are  independent  of  the 
relation  of  dosage  to  meals  — in  fact, 
Perrnapen  may  be  given  with  meals  with- 
out loss  of  efficacy. 

Supplied : 2 fl.  oz.  bottles,  300.000  units 
per  5 cc.  teaspoonful. 


(brand  of  dibenzylethyleneoiamine  di penicillin  a) 


intramuscular  permapen 
penicillin 
which  gives 
most  prolonged 
blood  levels 


AQUEOUS  SUSPENSION 

Free-flowing,  easy-to-give  Permapen 
Aqueous  Suspension  can  eliminate  the 
Streptococcus  carrier  state  in  most  rheu- 
matic fever  patients  because  just  one 
injection  will  produce  demonstrable  blood 
levels  in  almost  all  patients  for  14  days 
or  longer— levels  prolonged  far  beyond 
those  attainable  with  other  penicillin 
compounds. 

Supplied  : In  sterile,  single-dose  dispos- 
able Steraject*  cartridges, 
600,000  units  each,  with  foil- 
wrapped,  sterile  needle. 

♦ TRAOEMARK,  CHAS.  PFIZER  & CO.,  INC. 


ANTIBIOTIC  DIVISION 


CHAS  PFIZER  a CO 
BROOKLYN  6.  N Y 


INC. 
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Diarrhea  controlled  by  Cremosuxidine 
-even  those  o£  complex  etiology 


MULTIPLE  CAUSES 

Since  the  etiology  of  diarrhea  is  frequently 
complex,  no  single  agent  may  be  expected 
to  effect  prompt  or  complete  relief.  Infec- 
tions organisms,  their  by-products,  other 
toxins  and  irritants — even  emotional  stress 
— are  all  known  to  contribute  toward  this 
syndrome.  Cremosuxidine  contains  three 
antidiarrhetic  agents,  each  of  which  acts 
specifically  against  the  several  causes  of 
diarrhea. 

1.  SULFASUXIDINE® 

Sulfasuxidine  succinylsulfathiazole  is  one 
Of  the  drugs  most  widely  employed  to  con- 
trol infections  of  the  intestinal  tract.  Since 
less  than  5%  is  absorbed,  this  drug  remains 
in  exceptionally  effective  concentration  for 
maximum  intestinal  bacteriostasis,  with  lit- 
tle or  no  danger  of  the  systemic  toxicity 
inherent  in  more  soluble  compounds. 

Because  of  its  Sulfasuxidine  content  (1.5 
Gm.  per  tablespoonful)  Cremosuxidine  acts 


locally  and  specifically  to  control  patho- 
genic enteric  organisms. 

2.  PECTIN 

The  ability  of  pectin  to  combine  with  many 
toxins,  rendering  them  harmless,  is  well 
known. 

Furthermore,  the  physical  properties  of 
pectin  have  a favorable  effect  on  the  bowel. 

As  incorporated  in  Cremosuxidine,  pec- 
tin (1%)  specifically  helps  neutralize  the 
diarrhetic  effects  of  many  toxins  and  aids 
formation  of  normal  stools. 

3.  KAOLIN 

Kaolin,  one  of  the  oldest  of  all  therapeu- 
tic agents,  has  been  successfully  employed 
for  many  centuries  in  the  treatment  of 
diarrhea. 

Although  chemically  inert,  kaolin  has 
unusual  adsorptive  powers,  and  is  capable 
of  removing  many  protoplasmic  irritants. 

Specifically,  the  kaolin  in  Cremosuxidine 
(1.5  Gm.  per  tablespoonful)  acts  as  an  ad- 
sorbent, to  remove  irritants  and  toxic  bac- 
terial by-products. 


Development  of  Sulfasuxidine,  the  relatively  nontoxic  intestinal  bacteriostat, 
is  one  of  many  outstanding  achievements  of  Sharp  & Dohme's  Medical  and  Research  Division. 


Pleasant-tasting  Cremosuxidine  is  willingly  taken  by  children  as  well  as  adults. 


Cremosuxidine 


' SHARP 
(SDOHMEy 


SULFASUXIDINE® 

SUSPENSION 

WITH  PECTIN  AND  KAOLIN 


1IN  COMPLEX  ETIOLOGY  . . . 

Because  of  the  completeness  of  its  formula, 
Cremosuxidine  may  be  relied  upon  to  pro- 
vide symptomatic  relief  in  most  types  of 
diarrhea,  regardless  of  etiology. 

In  most  non-specific  diarrheas,  or  diar- 
rhea due  to  organisms  susceptible  to  succin- 
ylsulfathiazole,  Cremosuxidine  is  curative. 

SUPPLIED 

Cremosuxidine,  a smooth,  homogeneous, 
pleasantly  flavored  suspension  is  supplied 
in  Spasaver®  bottles  of  16  fluidounces. 
Sharp  & Dohme,  Philadelphia  1,  "Pa. 


Pectin  and  apples  are  traditionally  associated.  Actu- 
ally, commercial  pectin  is  prepared  from  both  apples 
and  lemons.  Pectin  is  useful  in  medicine  not  only  as  a 
detoxicant,  but  because  of  its  ability  to  impart  a 
smooth,  gel-like  consistency  to  the  stool. 
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. 

in  the  office  . . . 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

Therapeutic  Formula 

Vitamin  Copsules  Squibb 

Each  Capsule  contains 
Vitamin  A (synthetic) 

?5,000  U.S.P.  units 

Vitamin  D 

1 | 1,000  U.  S.  P.  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

5 mg 

Niacinamide 

150  mg. 

Ascorbic  Acid 

^ 150  mg. 

Bottles  of  30.  100  and  1000. 

'TM(«AGn*#|-  1%  A o* 
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Frozen  Orange  Juice  (Bib  Corp.) 1047 

Meat  (American  Meat  Institute) 1054 
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Medical  and  Surgical  Equipment 

Diathermy  Equipment  (Liebel-Flarsheim) 
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Coca  Cola  (Coca  Cola  Co.) 1141 

Office  Furniture  (Regan  Furniture  Co.) 1 135 

Saunders  Co.  (Books) 1135 


When  you  want  truly  therapeutic 

dosages  of  all  vitamins  indicated 

in  mixed  vitamin  therapy  specify 

Therapeutic  Formula  Vi 

itamin  Capsules  Squibb 

Each  Capsule  contains- 

Vi4amin  A (synthetic) 

*'4  25,000  U.S.P.  units 

Vitamin  D 

1 1,000  U.S.  r.  units 

Thiam:nc  Mononi^r  j 

10  mg. 

Riboflavin  ’| 

5 mg. 

Niacinamide 

150  mg. 

Ascorbir  Acid 

1 150  mg 

Holtk'n  of  .‘10.  100  ftnil  lOOi . 
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Meat... 


and  the  Therapeutic  Value 

of  Adequate  Protein 

Much  evidence  can  be  cited  in  favor  of  a high  protein  intake  after  surgery, 
trauma,  infection,  or  burns.  In  supporting  the  many  anabolic  and  defense  mech- 
anisms of  the  organism  in  physiologic  stress,1  high-quality  protein— such  as  that 
of  meat— assumes  the  status  of  an  important  therapeutic  agent.2 

Phagocytic  activity,3  formation  of  antibodies,4  and  rapid  healing  of  wounds5 
are  favorably  affected  by  ample  protein  nutrition.  Remission  of  peptic  ulcer,6 
improved  resistance  to  infectious  disease,4  and  maintenance  of  plasma  proteins 
after  surgery7  are  other  therapeutic  effects  attributed  to  an  ample  protein  intake. 
In  the  management  of  ulcerative  colitis,  protein  represents  a primary  need.8 
Recent  advances  in  the  treatment  of  extensive  burns  and  of  hepatic  disease 
emphasize  the  value  of  high  protein  feedings.9 

These  experimental  and  clinical  findings  establish  the  therapeutic  value  of 
high  protein  intake.10  To  assure  therapeutic  protein  adequacy,  the  dietary  should 
provide  a liberal  margin  of  protein  over  normal  requirements. 

Meat  is  an  important  source  of  high-quality  protein,  containing  essential  as 
well  as  nonessential  amino  acids.  In  addition,  it  supplies  significant  amounts  of 
B group  vitamins  and  of  iron,  phosphorus,  and  other  needed  minerals. 
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Moderate  diuretic  action,  sustained  effectiveness , and  minimal  toxicity 

. . . a clinically  desirable  compound  that  makes  Calpurate  a preferred  diuretic 
in  long-term  therapy.  Calpurate  also  stimulates  cardiac  output. 

Calpurate— the  chemical  compound,  theobromine  calcium  gluconate— 
is  remarkably  free  from  gastro-intestinal  and  other  side  effects  . . . does  not 
contain  the  sodium  ion. 

To  'lighten  the  load * in  Congestive  Heart  Failure 

Calpurate  is  particularly  indicated:  when  edema  is  mild  and  renal  function 
adequate  . . . during  rest  periods  from  digitalis  and  mercurials  . . . 
where  mercury  is  contraindicated  or  sensitivity  is  present  . . . for  moderate, 
long-lasting  diuresis  in  chronic  cases. 

Dosage —may  he  individualized  as  necessary 

Usual  adult  dose  is  1 or  2 tablets  t.  i.  d.,  following  meals.  Where  there  is 
a pathological  accumulation  of  fluid,  2 tablets  at  two-hour  intervals 
for  three  doses,  with  a pause  until  the  following  day,  frequently  produces 
a greater  diuresis  and  avoids  habituation. 

Usual  adult  dose  of  Calpurate  with  Phenobarbital  is  1 or  2 tablets  t.i.d., 
following  meals. 


MALTBIE  LABORATORIES,  INC.  • NEWARK  1,  N.  J. 


Supplied: 

Calpurate  Tablets  of  500  nig.  (73a  gr. ) 
Calpurate  Powder 
Calpurate  with  Phenobarbital 
Tablets— 16  mg.  (31  gr, ) 
phenobarbital  per  tablet 


Calpurate 

The  moderate,  non-toxic  diuretic 
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COMPLETELY 

CONTROLLED 

in  81  to  87  percent 
oj  caoeo 


This  is  the  effectiveness  reported  by  clin- 
ical investigators1 * * 4'*  who  treated  more  than 
400  patients  with  Selstjn  Sulfide  Suspension. 
Simple  dandruff  was  reported  controlled  in 
92  to  95  percent  of  cases. 

Optimum  results  are  obtained  in  four  to 
eight  weeks,  after  which  each  application 
of  Selsun  will  keep  the  scalp  free  of  scales 
for  one  to  four  weeks.  Stops  itching  and 
burning  after  only  two  or  three  applications. 

Applied  and  rinsed  out  while  washing  the 
hair,  Selsun  is  simple  to  use,  leaves  the 
scalp  clean  and  odorless.  Toxicity  studies1  2 
showed  Selsun  to  have  no  ill  effects  when 
used  externally  as  recommended.  Supplied 
by  pharmacies  in  4-fluidounce  bottles, 
Selsun  is  dispensed  only  on  a physician’s 
prescription.  Detailed  literature  is  available 
on  request.  Write  Abbott  Labo-  *-t  q n , .* 
ratories,  North  Chicago,  Illinois.  CJJjuUTC 

I.  Slinger.  W.  N..  and  Hubbard.  D.  M.  (1951),  Arch. 

Dermat.  & Syph..  64:41,  July.  2.  Slepyan,  A.  H. 
(1952),  Ibid..  65:228.  February.  3.  Ruch,  D.  M. 

(1951),  Communication  to  Abbott  Laboratories. 

4.  Sauer,  C.  C.  (1952),  J.  Missouri  M.  A.  49:911, 
November. 
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3 GERIFORT  capsules 

(recommended  contain  • 

daily  dose)  COXl  tain  . 


Vitamin  A (Synth.)  28,000  U.S.P.  Units 

Vitamin  B 14  Mg. 

Vitamin  Bi 14  Mg. 

Vitamin  B« 5 Mg. 

Vitamin  C 210  Mg. 

Vitamin  D 2,800  U.S.P.  Units 

Niacinamide  180  Mg. 

Iron  20  Mg. 

Calcium 188  Mg. 

Phosphorus  160  Mg. 

Iodine 0.1  Mg. 

Calcium  Pantothenate  20  Mg. 

Folic  Acid 15  Mg. 

Vitamin  E 10  Int.  Units 

Vitamin  B12 5 Meg. 

Choline  Bitartrate  200  Mg. 

Inositol 100  Mg. 

dl-Methionine  20  Mg. 

Rutin 60  Mg. 

Biotin 50  Meg. 

Cobalt  0.1  Mg. 

Copper 0.2  Mg. 

Magnesium  2 Mg. 

Manganese  0 5 Mg. 

Potassium  0 05  Mg. 

Zinc 1 5 Mg. 


1.  Steiglitx,  E.  J.:  In  Handbook  of 
Nutrition,  A.M.A.,  1951. 

2.  Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 
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Over  36  years  of 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  oMhe  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Spring  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  J 951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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IN  SPRING  ALLERGIES 


Allay  Distress 


) Patients  suffering  from  Spring  allergies  can  be  relieved  promptly 
I of  annoying  symptoms — with  Neo-Antergan. 

Neo-Antergan  effectively  blocks  the  tissue  histamine  receptors, 

I affording  quick  comfort  with  a minimum  of  sedation  or  other 
undesirable  effects. 

| Promoted  exclusively  to  the  profession,  Neo-Antergan  is 
available  only  on  your  prescription. 

The  Physician’s  Product 

MALEATE  1 

(PYRILAMINE  MALEATE,  Merck) 

COUNCIL  ACCEPTED 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 


Research  and  Production 

for  the  Nation’s  Health 


Your  local  pharmacy  stocks 
Neo-Antergan  Maleate  in  25  and  50 
mg.  coated  tablets  in  bottles  of  100, 
500,  and  1,000. 
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RAHWAY*  NEW  JERSEY 


Cantrisiii 


'Roche' 


antibacterial  action  plus... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
ttiere  is  little  danger  of  renal  blocking 
and  little  or  no  need  for  alkalinization. 

High  blood  level 

Gantrisin  not  only  produces  a high 
blood  level  but  also  provides  a 
wide  antibacterial  spectrum. 


> 


economy 

Gantrisin  is  a relatively  economical 
antibacterial  agent. 


> 


less  sensitization 

Gantrisin  is  a single  drug — not  a mixture 
of  severol  compounds  of  fundamentally 
unrelated  chemical  structure — 
so  that  there  is  less  likelihood  of 
sensitization. 


GANTRISIN  t — fcyrond  of  sulfisoxazole 
{3,A-aimeThyJ-5-su  fa'  a-nido-isoxazz  e) 

taslets  • svrvis  • srtur 


HOFFMANN- LA  ROCHE  INC. 


Poche  Pork  • Nutloy  10 


Ne«v  Jersey 


Easy-to-take . . . 
synthetic  vitamin  A 


Synthetic  vitamin  A,  in  readily  absorbable  form, 
has  now  been  added  to  the  formula  of  Vi-Penta  Drops. 
With  synthetic  vitamin  A — an  achievement  of  the 
Roche  Research  Laboratories — there  is  no  chance  of 
unpleasant  fishy  taste  or  odor.  Vi-Penta  Drops  also 
provide  generous  amounts  of  vitamin  D,  plus  vitamin  C 
and  B-complex  factors,  to  protect  infants  and  children 
from  rickets  and  other  deficiency  diseases.  Vi-Penta  Drops 
are  an  aqueous  solution,  freely  miscible  with  milk, 
infant  formula  and  fruit  juice.  They  are  easy  to  give, 
easy  to  take  and  well  tolerated.  The  potency  of 
Vi-Penta  Drops  is  protected  by  dating  each  package. 

Available  in  vials  of  15,  30  and  60  cc. 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 


Vi-Penta®  Drops 


"Roche* 


A new  case  history  with  photographs 

The  unique  value  of  'DexamyT  in  providing  symptomatic  relief 
from  mental  and  emotional  distress  is  clearly  demonstrated  in 
this  case  history — reported  by  a general  practitioner. 


P 


Patient:  C.P.  (shown  in  photos  on  opposite  page),  age  38, 
undergoing  an  early  menopause.  "She  once  said,  'You  know. 
Doctor,  my  children  and  husband  ought  to  hate  me.  I yell 
and  shriek  and  throw  things.  If  it  weren't  for  cigarettes 
and  coffee  I think  I'd  go  crazy.  There's  not  a place  in  my 
body  that  don't  hurt  me  ...  my  head,  my  heart,  my  belly  . . . but 
oh,  my  nerves!'  Her  kind  and  understanding  husband  — a retired 
navy  gunner  — experienced  more  violent  battles  in  his  bedroom 
than  he  ever  saw  at  sea." 


Medical  Treatment : 'Dexamyl',  one  tablet  t.i.d.  for  5 weeks; 

then  \ tablet  t.i.d.  for  13  weeks;  and  now  \ tablet  p.r.n. 
Also,  adjuvant  estrogen  therapy. 


Response : 'Dexamyl'  provided  "...  sedation  without  depression; 

elation  without  euphoria.  She  recently  told  me,  'These  green 
heart-shaped  pills  . . . they  carry  me  along  without  my  coffee 
pot  and  my  cigarette  case.  They  make  me  feel  like  I'm  all 
right  and  the  world  isn't  hard  to  live  in.  My  boy  just  said 
a whole  week  went  by  without  me  hollering  at  him.'" 


DexamyT  tablets  and  elixii 

to  relieve  anxiety,  depression  and  inner  tension 

Each  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate, 
S.K.F.),  5 mg.;  amobarbital  (Lilly),  Yl  gr.  Each  5 cc.  teaspoonful  of 
the  elixir  is  the  dosage  equivalent  of  one  tablet.  *t.m.  Reg.  u.s.  Pat.  Off. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


These  unposed  photographs  of  patient  C.P.  were  snapped  during  an 
actual  interview  with  her  physician.  See  the  opposite  page  for  the  case 
history  of  this  patient. 
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Announcing 


Two  New  Dencotar-  Products 
Containing  Specially  Processed  Crude  Coal  Tar 


1.  Removes 


Dencotar  Ointment  llA  oz 


Dencotor  Shampoo  4 oz. 


Dencotar  Ointment: 

A new  tar  ointment  that  is  not  messy  or 
unpleasant  to  use.  It  contains  specially 
processed  crude  coal  tar  in  a new  type  cos- 
metic base  with  starch.  Will  not  stain  skin 
or  clothing.  It  is  non- greasy.  The  special 
base  and  the  processing  of  the  tar  brings 
maximum  therapeutic  effects  with  mini- 
mum amount  of  tar.  Dencotar  Ointment 
is  safe,  clean  and  more  efficacious  than 
ordinary  crude  coal  tar  preparations. 

Indications:  For  all  skin  conditions  requir- 
ing tar:  Eczema  — subacute  or  chronic  — 
nummular  eczema,  psoriasis,  atopic  derma- 
titis, neurodermatitis,  seborrheic  dermatitis 
and  all  chronic  dermatoses,  with  or  with- 
out itching. 


Formula:  Menthol,  125%;  precipitated 
sulphur,  1%;  specially  processed  crude 
coal  tar  1.5%;  starch  5%;  non-greasy, 
water  miscible  base,  Qs. 


Dencotar  Shampoo: 

A delightful  shampoo  for  cleansing  hair 
and  scalp  and  for  removal  of  loose  dan- 
druff. It  may  be  used  on  oily  or  dry  scalp 
and  hair.  New  Dencotar  Shampoo  contains 
a specially  processed  crude  coal  tar  in  a 
castile  soap  base.  Will  not  stain  hair. 

In  seborrhea  of  the  scalp  it  is  suggested 
that  Dencotar  Shampoo  be  used  in  conjunc- 
tion with  Dencotar  Ointment. 


Reference:  Fanburg,  S.  J.,  Journal  of  the  Medical 
Society  of  New  Jersey,  VoL  49,  E 56,  Feb.  1952. 

Samples  and  literature  on  request 

The  Denver  Chemical  Mfg.  Co.,  Inc.  Dept.  (DA-34)  163  Varick  Street,  New'  York  1 3,  N.  Y. 
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a problem  in  infant  care 


Indigestibility  of  the  feeding  formula  is  now  accepted  as  an  important 
factor  in  infantile  vomiting,  and  is  recognized  as  being  closely  related 
to  other  causative  influences  such  as  underfeeding  with  subsequent  air 
swallowing.  Cow's  milk-water-sugar  formulas,  for  example,  may  produce 
a higher  incidence  of  vomiting  because  of  large  tough  curds  which  pass 
through  the  pylorus  with  difficulty.1  The  fat  of  cow’s  milk  is  also  con- 
sidered to  prolong  passage  of  the  formula  into  the  duodenum.2  Emptying 
of  the  stomach  is  delayed  and  the  likelihood  of  overdistention  with  con- 
sequent regurgitation  increased. 


for  rapid,  unhampered  digestion — Similac 

When  Similac  is  the  prescribed  feeding,  the  likelihood  of  vomiting  is 
greatly  reduced,  for  Similac,  in  the  stomach,  forms  a fine,  soft,  near- 
liquid curd  with  a tension  of  zero  and  Similac  fat  is  altered  to  approxi- 
mate the  pattern  of  breast-milk  fat.  Similac,  like  breast  milk,  is  rapidly 
and  easily  digested.  There  is  no  delay  in  the  emptying  of  the  stomach, 
with  minimal  likelihood  of  overdistention  and  regurgitation. 

Similac* 

there  is  no  closer  equivalent  to  the  milk  of  healthy,  well-nourished  mothers. 

Supplied:  As  Powder  in  tins  containing  1 lb.,  with  measuring  cup;  as 
Liquid  in  tins  containing  13  ft.  oz. 


1.  Jeans,  P.  C.,  and  Marriott,  W-  McK.:  Infant  Nutrition,  St.  Louis,  C.  V. 
Mosby,  1947,  pp.  133,  334-336.  2.  Brennemann,  J.  0.,  in  Brennemann’s 
Practice  of  Pediatrics,  Hagerstown,  W.  F.  Prior,  1949,  vol.  1,  ch.  26,  p.  3. 


M & R Laboratories,  Columbus  16,  Ohio 
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-for  your  patients  on  special  diets 

DORSET  i °0l  ',m  csAoS?uE«  SOUPS 

SALT-FREE  • SUGAR-FREE  • DELICIOUS  • PURE 

Patients  find  diets  easier  to  take  if  they  include  delicious  Dorset  diet 
pack  Soups. 

These  fine  foods  are  carefully,  conscientiously  made  in  an  ultra-modem 
plant  under  constant,  Government  inspection.  They  are  absolutely 
free  of  salt  and  sugar — yet  they  retain  a wonderfully  natural,  fresh  flavor. 

Long  after  the  need  for  a special  diet,  folks  go  right  on  enjoying  Dorset 
Soups!  Recommend  them  with  complete  confidence  as  to  their  purity, 
wholesomeness,  freedom  from  salt  and  sugar,  and  their  low  calory  and 
low  sodium  content. 

Five  truly  delicious  soups:  Chicken  Broth,  Vegetable,  Tomato  with 
Rice,  Pea,  and  Cream  of  Mushroom. 

At  grocery  stores  everywhere. 

They  STAY  on  the  diet  when  they  DIET  WITH  DORSET! 

DORSET  FOODS,  LTD.  - Long  Island  City,  N.  Y. 


If  you  think  she's  HOT 
. . . wait  till  you  see  my 

new  L-F  DIATHERMY. 


Beautiful  ivory  or  wal* 
nutone  finish  cabinets. 
Flexible  applicators  and 
POWER  TO  SPARE.  Most 
application  set-ups  made 
in  9 seconds  or  less. 


Model  SW  660  Diathermy 


SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 

the  LIEBEL  • FLARSHEIM  company 

CINCINNATI  15.  OHIO 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


nucarpom 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  Vi  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING" 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

phesto-boho 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACHATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
233  WIST  26 TH  ST-  NEW  YORK  1,  N.  Y. 
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IN  ANEMIA 


ftr  a < respond 


Effective  potencies  of  oil  hemopoietic  factors  are 
supplied  in  Armatinic  Activated  Capsulettes  for 
comprehensive  antianemia  therapy. 

porous  improvement! 

d * *soro 

Vitamin  B12  PLUS  Activator 

In  Armatinic  Activated  Capsulettes  the  desiccated  duo- 
denum supplies  a source  of  intrinsic  factor  to  enhance 
the  utilization  of  the  oral  Bt2.  In  addition,  Armatinic 
Activated  also  supplies  folic  acid,  another  demonstrated 
B 1 2 potentiator.  Patients  with  macrocytic  and  microcytic 
anemia,  except  pernicious  anemia  in  relapse  or  per- 
nicious anemia  with  associated  neurological  symptoms, 
will  be  effectively  maintained  with  Armatinic  Activated. 

The  markedly  increased  hemopoietic  effect  achieved 
with  Armatinic  Activated  provides  maximum  therapeutic 
response  at  minimal  cost.  The  high  therapeutic  efficacy 
of  ferrous  sulfate  and  ascorbic  acid  is  readily  obtained 
with  small  Armatinic  Activated  dosage  to  assure  a 
prompt  and  satisfactory  hemoglobin  response. 

An  outstanding  advantage  of  Armatinic  Acti- 
vated Capsulettes  is  their  virtual  freedom  from 
gastrointestinal  side-actions. 


Each  ARMATINIC  ACTIVATED  Capsulette  contains: 
Ferrous  Sulfate,  Exsiccated. . .200  mg. 

*Crystamin 10  meg. 

Folic  Acid 1 mg. 

Ascorbic  Acid  (Vitamin  C). ...  50  mg. 

**Liver  Fraction  II  (N.F.)  with 

Desiccated  Duodenum. ..  350  mg. 

*The  Armour  Laboratories  Brand  of  Crystal- 
line B|2. 

**The  liver  is  partially  digested  with  duo- 
denum during  manufacture. 

Supplied  in  bottles  of  100  and  1000. 


Development  of  Hematological 
Intrinsic  Factors 

The  Armour  Laboratories  has  pio- 
neered in  the  development  of  poten- 
tiating and  activating  hematological 
agents.  The  use  in  Armatinic  Acti- 
vated of  the  instrinsic  factors  as 
supplied  by  desiccated  duodenum  is 
a research  development  of  The 
Armour  Laboratories. 


armatinic 

[ Capsulettes 

PHYSIOLOGIC 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11,  ILLINOIS 

THERAPEUTICS  THROUGH  BIORESEARCH 


106S 


Cl 


C_J 


Available  through  your  local  pharmacy  in 
three  sizes — 3/4,  1 1/2,  and  3-grain  pulcules. 


PILULES 


Tuinal 
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Editorials 

The  Kings  County  Circulating  Medical  Library 


How  many  doctors  in  New  York  State 
know  they  have  at  their  disposal  one  of  the 
great  circulating  medical  libraries  of  this 
country?  In  these  times,  when  new  medical 
journals  appear  periodically  as  medical 
practitioners  divide  themselves  into  specialty 
groups,  it  is  most  difficult  for  the  physician, 
whatever  his  special  interest,  to  keep  sup- 
plied with  newer  information,  because  re- 
ports of  discoveries  in  basic  science  and  their 
clinical  application  are  scattered  so  widely. 
Fortunately  for  the  members  of  the  Medical 
Society  of  the  State  of  New  York,  a merger, 
rather  than  expansion  of  medical  journals, 
made  possible  a valuable  tool  with  which 
these  doctors  may  conveniently  keep  up  with 
the  fast  moving  medical  stream  of  today. 

Forty-seven  years  ago  this  month,  the 
Brooklyn  Medical  Journal  ceased  publica- 
tion when  the  Kings  County  Medical  Society 


began  to  “help,  aid,  assist  and  cooperate 
with  the  Medical  Society  of  the  State  of 
New  York  in  the  successful  publication  and 
circulation  of  the  New  York  State  Jour- 
nal of  Medicine,”  in  return  for  which  the 
Medical  Society  of  the  State  of  New  York 
agreed  “to  deliver  into  custody  of  the  Medi- 
cal Society  of  the  County  of  Kings,  each  and 
every  book,  exchange  publication,  or  other 
library  medical  pamphlet  or  magazine  re- 
ceived ....  in  exchange.” 

Again,  we  wonder  if  present-day  physi- 
cians in  New  York  State  realize  that,  by 
acting  as  the  repository  for  exchange  publica- 
tions and  books,  the  Kings  County  Medical 
Society  assumed  a gigantic  custodial  task 
and  further  “agreed  to  place  each  and  all 
volumes  contained  in  its  library  in  the 
Borough  of  Brooklyn,  as  a circulating  li- 
brary, at  the  disposal  of  the  members  of  the 
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Medical  Society  of  the  State  of  New  York, 
wheresoever  situate  in  the  State  of  New 
York  and  [toj  provide  for  and  prescribe  rules 
and  regulations  for  the  proper  and  satisfac- 
tory distribution  of  all  the  volumes  in  said 
library  contained,  or  which  may  be  hereafter 
purchased  or  received  from  any  source  what- 
soever.” 

Over  the  years,  both  societies  have  kept 
the  faith  and  the  letter  of  a contract  signed 
May  8,  1906.  May  the  responsibilities  of 
both  parties  continue  to  be  discharged  with 
such  loyal  spirit. 

Education  is  something  a doctor  cannot 
neglect;  new  technics  or  the  clinical  appli- 


cation of  basic  discoveries  in  medical  science 
once  took  an  estimated  fifteen  years  to 
percolate  to  the  last  member  of  the  medical 
profession — not  so  today.  Each  physician 
learns  early  in  his  career  the  need  of  keeping 
abreast  of  his  profession.  After  nearly  a 
half  century  in  which  this  great  circulating 
library  service  has  been  available,  could  a 
greater  tribute  be  paid  to  the  wisdom  of  its 
beginning  than  a report  of  increased  use  of 
its  services  by  New  York  State  doctors.  We 
predict  that,  as  knowledge  of  the  availa- 
bility of  the  Kings  County  Library  becomes 
more  widespread,  such  a report  will  be 
forthcoming. 


Important  Notice 


We  are  informed  that  some  physicians  in 
the  Empire  State,  possibly  through  over- 
sight, have  not  as  yet  paid  their  dues  to  the 
.American  Medical  Association  for  the  years 
1951  and  1952.  Because  the  names  of  these 
physicians  have  not  yet  been  taken  from  the 
roster  of  American  Medical  Association 
members,  we  suggest  that  they  send  pay- 
ment through  their  county  society  or 
through  the  State  Society,  S25  for  1951  and 
a like  amount  for  1952. 

The  matter  is  important  in  that  for  the 
first  time  in  many  years,  the  annual  meeting 
of  the  .American  Medical  Association  is  being 
held  in  New  York  City,  June  1 to  5,  at 
Grand  Central  Palace.  More  than  15,000 
physicians  are  expected  to  register,  and 


about  30  other  conventions  will  be  meeting 
in  New  York  City  at  about  the  same  time. 
Most  important — physicians  will  need  a 
1953  A.M.A.  pocket  card  to  admit  them  to 
the  scientific  and  the  technical  exhibits,  as 
well  as  to  the  sectional  meetings. 

May  we  urge  that  any  physician  in  the 
State  who  has  not  attended  to  this  matter 
do  so  at  once.  As  large  as  possible  an 
attendance  of  our  members  at  the  scientific 
meetings  of  the  .American  Medical  Associa- 
tion, to  which  organization  New  York  City 
plays  host  in  1953,  is  desirable  not  only  as  a 
gesture  of  courtesy  to  our  distinguished 
visitors  but,  also,  as  an  opportunity  for  us 
to  keep  posted  on  the  latest  advances  in 
scientific  and  clinical  medicine. 


Current  Editorial  Comment 


Medical  Debt.  Under  this  caption  the 
J. A.M.A.  discusses  certain  aspects  of  debt 
incurred  for  professional  services.1  Says  the 
.Journal  editorially,  in  part, 

Radio  and  television  commercials  for  loan 
companies  stress  the  opportunity  of  the  listener 
to  obtain  a loan  quickly  and  easily  to  meet  a 
sudden  emergency,  which  is  usually  a medical 
or  hospital  bill.  Although  medical  bills  may 
be  the  reason  frequently  given  by  applicants 
for  loans  from  the  sponsor,  it  is  not  true  that 
medical  debts  constitute  an  undue  proportion 
of  all  consumer  debt.  Consumers  are  in- 
debted to  a variety  of  lending  agencies 


Elsewhere  in  the  Journal  Frank  G.  Dick- 
inson, Ph.D.,  of  the  Bureau  of  Medical 
Economic  Research,  presents  summarized 
data  recently  published  in  the  Federal  Re- 
serve Bulletin  on  this  subject  based  on  “a 
sample  consisting  of  approximately  2.800 
interviews  with  persons  representing  con- 
sumer spending  units.” 

The  conclusion  is  that  medical  debt  is  cur- 
rently running  about  4 to  5 per  cent  of  total 
consumer  debt.  Personal  consumer  expen- 
ditures for  medical  care  are  also  about  4 per 
cent  of  total  personal  consumer  expenditures 
for  all  commodities  and  services.  . . . 

(Continued  on  page  1072] 
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Medical  Research 


Outside  the  laboratories  where  research  is  conducted,  such 
investigation  enjoys  a romantic,  popular  reputation.  This 
magic  wand  concept,  that  if  the  scientific  investigator  is 
supplied  with  income  and  paraphernalia  his  intellectual 
curiosity  and  imagination  will  enable  him  to  discover  any- 
thing asked,  is  manifest  by  present-day  ready  financial  sup- 
port. The  wealthy,  unable  because  of  the  tax  situation  to 
spend  or  bequeath  their  fortunes,  are  putting  hundreds  of 
millions  into  foundations  formed  largely  for  purposes  of  re- 
search. 

Legislators  seem  to  be  readily  impressed  by  the  assumption 
that  if  a hundred  million  dollars  is  appropriated  from  tax 
money  to  establish  a large  scale  group-type  of  investigation, 
personnel  can  be  brought  from  out  of  the  blue  to  discover  the 
nature,  causes,  and  cure  of  any  disease  entity  just  as  readily 
as  to  make  an  atomic  bomb. 

Although  the  scientist  knows  full  well  that  the  popular 
idea  of  research  is  based  upon  a record  in  which  only  the  hits 
and  not  the  misses  are  scored,  he  has  learned  to  accept  with 
equanimity  many  failures  along  with  an  occasional  success. 
Consequently,  it  is  entirely  ethical  and  honorable  for  him  to 
j|  take  advantage  of  the  enormous  financial  support  which  flows  in  to  help  him  gain  knowledge. 

The  scientific  investigator  enjoys  good  public  relations  attained  without  ballyhoo.  (We 
I practitioners  who  apply  the  knowledge  might  meditate  on  that.) 

Essential  to  all  successful  research  projects  are  years  of  arduous,  monotonous  drudgery 
ij  and  unproductive  toil  by  men  and  women  placed  in  positions  where  they  are  allowed  to 
j indulge  their  natural  curiosity,  following  leads  as  they  appear,  unembarrassed  by  moral  urge 

I to  discover  some  particular  thing  in  some  definite  period  of  time.  The  Manhattan  Project, 

II  with  a billion  dollars  and  the  personnel  which  could  be  brought  together,  produced  the  atom 
i|  bomb,  but  it  cpuld  not  have  done  it  with  ten  billion  dollars  and  all  the  scientists  in  the  world 
: if  the  ground  had  not  been  laid  through  many  years  by  scientific  workers  who  never  dreamed 
I of  atomic  fission. 

Langmuir,  in  giving  a critique  following  a two-day  seminar  of  research  workers  in  the 
■ field  of  cancer,  told  them  that,  necessary  as  are  their  continuing  investigations,  none  of 
’ them  would  ever  make  the  discovery  of  the  cause  and  nature  of  cancer.  That  will  be  made, 
i he  told  them,  by  some  unusual  intellect  which  has  the  capacity  to  synthesize  many  dis- 
i coveries  into  a probably  simple  whole.  It  was  his  idea  that  such  a man  would  be  a scientist 
but  not  necessarily  a doctor  of  medicine. 

Spontaneous  evaluation  of  the  present  methods  of  financing  scientific  research  is  pro- 
gressing. Our  own  State  Commissioner  of  Health  has  pointed  out  that  governmental 
responsibility  of  justifying  expenditures  of  public  funds  by  results  obtained  tends  to  restrict 
researchers  in  the  choice  of  problems  for  investigation  and  to  force  them  into  pressures  for 
results  in  a limited  time.  However,  he  went  on  to  say  that  such  tendencies  can  be  controlled 
and  that  true  political  responsibility  in  support  of  research  is  creation  of  conditions  under 
which  the  imagination  and  initiative  of  scientists  are  given  the  widest  scope,  thereby  per- 
mitting greater  expenditure  of  public  funds  for  research  without  endangering  the  funda- 
mental right  of  unfettered  inquiry. 

Aside  from  the  truths  discovered  in  basic,  unfettered  inquiry  is  another  important  value, 
namely,  development  of  the  researcher  himself  when  he  is  not  required  to  work  toward  a 
specific  target  but  is  encouraged  to  look  for  and  follow  up  anything  and  everything  which  he 
does  not  understand.  When  Langmuir  first  went  to  General  Electric,  he  was  told  that  he 
could  do  anything  he  wanted  without  reference  to  whether  or  not  it  would  aid  his  company 
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or  industry.  He  spent  his  first  two  years  chasing  down  an  observation  he  did  not  under- 
stand, only  to  find  that  his  idea  about  it  was  wrong.  What  he  learned  during  that  time, 
however,  carried  him  on  to  discoveries  which  were  of  great  value  to  his  company  and  to 
America. 

Medical  schools  and  universities  are  so  avid  for  research  grants  in  aid  that  to  get  them 
they  will  jeopardize  their  economic  and  scholarship  positions  as  teaching  institutions. 
Most  schools  will  accept  grants  to  support  project  research  in  fields  in  which  they  would  not 
otherwise  be  working,  in  fields  where  the  faculty  is  not  pre-eminently  qualified,  and  under 
economic  conditions  where  provision  of  additional  funds  bv  the  university,  to  pay  overhead 
costs  not  covered  by  the  grants,  depletes  funds  properly  belonging  to  teaching. 

The  schools  are  suffering  from  the  limited  objectives  of  project  research.  The  time 
and  energies  of  teachers  are  being  so  absorbed  by  fulfilling  the  contracts  of  project  research 
that  a deterioration  in  effectiveness  of  the  teaching  programs  is  beginning.  Many  teachers 
are  paid  entirely  from  research  funds.  That  means  that  even  though  they  start  with  ideals 
of  fulfilling  the  primary  objective  of  a medical  school,  to  train  physicians,  their  interests 
change,  and  the  school  does  not  have  a complete  hold  on  them  to  fulfill  its  responsibilities  in 
teaching.  Advancement  hi  a faculty  often  depends  more  upon  accomplishment  in  research 
than  upon  ability  to  inspire  the  student. 

Those  interested  in  continuation  education  realize  that  postgraduate  education  for 
the  practitioner  requires  first-class  teachers.  The  teachers  are  at  the  schools.  What  a 
practitioner  needs  from  a teacher  is  not  to  be  told  what  the  latter  discovered  yesterday  or 
published  hi  a research  journal  last  month.  What  the  practitioner  needs  is  contact  with 
sound  clinicians  who  can  lead  him  into  broad  understanding  of  his  patients,  those  frightened 
people,  who  are  struggling  against  or  have  given  up  struggling  against  not  only  disease 
entities  but  their  own  behaviors  and  environments  so  crowded  with  stresses  of  all  kinds. 

As  practitioners  we  must  learn  to  get  away  from  habits  of  fitting  patients  into  a list  of 
regional  diagnoses,  in  order  to  start  some  specific  therapy,  and  acquire  habits  of  looking 
upon  even’  patient  as  a problem  in  clinical  research  in  sociopsychosomatic  medicine. 
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This  should  be  no  startling  revelation, 
says  Dr.  Dickinson.  With  medical  expendi- 
tures being  equal  to  slightly  more  than  4 per 
cent  of  total  personal  consumer  expenditures 
for  the  past  twenty  years  (United  States 
Department  of  Commerce),  it  would  be  ex- 
pected that  medical  debt  would  equal 
roughly  the  same  percentage  of  all  consumer 
debt.  As  a matter  of  fact,  it  can  be  argued 
that  the  unpaid  medical  bill  should  be 
greater  than  average  because  of  the  public’s 
negative  approach  to  such  bills.  People 
generally  buy  what  they  desire  first  and 
leave  to  a later  date  payments  for  an  un- 
wanted illness. 

The  concentration  of  medical  debt  among 


young  families  with  children  is  also  as  ex- 
pected. Previous  studies  have  shown  that 
it  is  the  young  families  who  incur  the  great- 
est medical  expenses,  chiefly  as  a result  of  the 
cost  of  childbearing.  But  it  is  well  known 
that  the  expenses  of  childbirth  and  infancy 
come  at  a tune  when  expenses  for  clothing, 
food,  and  other  items  are  relatively  low. 
The  medical  debt  incurred  by  these  families  t 
in  relation  to  their  medical  expenditures 
might  well  be  the  same  as  that  of  any  age 
group.  The  percentage  of  their  incomes 
spent  on  other  items  and  the  debt  for  these 
items  is  likely  to  be  lower  than  that  of  older 
groups. 

We  refer  our  readers  to  Dr.  Dickinson’s 
complete  text  on  this  subject. 


CANCER  DIAGNOSIS 


George  C.  Adie,  M.D.,  Editor 
from  the 

Council  Committee  on  Public  Health  and  Education 
Subcommittee  on  Cancer 
with  the  cooperation  of 
The  American  Cancer  Society 
and  the 

Bureau  of  Cancer  Control 
of  the 

New  York  State  Department  of  Health 


DIAGNOSIS  OF  CANCER  OF  THE  UTERUS 

William  E.  Studdiford,  M.D.,  and  Emanuel  L.  Hecht,  M.D.,  New  York  City 

{From  the  Department  of  Obstetrics  and  Gynecology,  New  York  University  College  of  Medicine,  and  the 
Obstetrical  and  Gynecological  Service  of  the  Third  {New  York  University ) Surgical  Division, 

Bellevue  Hospital) 


BY  PRESENT  established  diagnostic 
methods,  cancer  of  the  uterus  can  be 
detected  early  enough  so  that,  when  treated, 
85  to  90  per  cent  will  survive  five  years  or 
more.  The  difference  between  this  excel- 
lent potential  and  the  present  lagging  cure 
rate  depends  upon  one  factor — time.  A di- 
agnosis delayed  even  a few  weeks,  relatively 
unimportant  in  the  other  insidious  diseases, 
can  be  fatal  in  cancer.  The  general  prac- 
ticing physician  is  in  the  front  line  of  attack 
on  the  problem  of  cancer  and  its  early  de- 
tection. To  serve  the  aims  of  cancer  con- 
trol, he  must  (1)  realize  that  uterine  cancer 
is  curable  if  recognized  at  an  early  stage, 
(2)  regard  the  vaginal  examination  as  part 
of  the  general  examination,  and  (3)  verify 
every  diagnosis  of  cervical  and  uterine  pa- 
thology, availing  himself  of  the  expert  help  of 
trained  investigators,  before  instituting  any 
therapy  whatsoever. 

Cancer  of  the  Cervix 

Although  uterine  cancer  is  most  com- 


monly seen  with  advancing  age  (forty-four 
to  fifty-five  years)  7.4  per  cent  of  cervical 
cancer  is  found  in  women  during  the  first 
three  decades  of  life.  Thorough  examina- 
tion of  the  genital  tract  should  always  be  in- 
cluded in  the  general  examination.  In  the 
pelvic  examination,  the  physician  should 
note  whether  the  cervix  is  (1)  soft  or  firm  and 
elastic,  (2)  smooth  or  irregular,  (3)  nodular 
or  granular,  and  (4)  freely  movable  or  fixed 
in  its  mobility  to  adjacent  tissues. 

Just  as  the  general  examination  is  incom- 
plete without  a vaginal  examination,  the 
pelvic  examination  is  incomplete  without 
visualization  of  the  cervix.  In  visualizing 
the  cervix  with  a speculum,  the  physician 
should  look  for  areas  of  erosion,  warty  ex- 
crescences, ulceration,  polyps,  cysts,  and 
leukoplakic  spots.  He  should  apply  the 
Schiller  test,  in  which  leukoplakic  spots, 
erosion,  and  carcinoma  remain  unstained. 
He  should  take  vaginal  and  cervical  smears 
and  avail  himself  of  expert  interpretation  at 
reputable  centers.  The  fungating  or  ulcera- 
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tive  lesions  of  clinically  recognizable  cancer, 
with  their  associated  induration  and  contact 
bleeding,  should  be  readily  detected  and 
confirmed  by  biopsy. 

The  earliest  lesion  of  the  cervix,  known  as 
carcinoma  in  situ,  is  far  more  difficult  to  dis- 
cover. It  is  seen  as  a deviation  from  the 
normal  pink  color,  with  no  break  in  the  epi- 
thelium. The  cervix  is  red  and  congested, 
with  a bluish  tinge.  There  may  or  may  not 
be  a small  area  of  erosion  and  visualization ; 
it  is  easily  detected  with  the  vaginal  smear 
and.  almost  always,  verified  with  multiple 
wedge  biopsies.  If  carcinoma  in  situ  is  de- 
tected and  treated,  the  cure  rate  is  practi- 
cally 100  per  cent. 

To  the  cancer-conscious  physician,  any 
lesion  or  abnormality  indicates  thorough 
diagnostic  investigation  before  therapy  is 
initiated.  The  practice  of  routinely  coagu- 
lating what  appears  to  be  a simple  erosion 
and  of  routinely  excising  what  appears  to  be 
an  uncomplicated  cervical  polyp,  without 
verification  by  smear  and  biopsy , can  work  ir- 
reparable damage.  It  is  only  when  the 
treated  area  does  not  heal  that  the  physician 
suspects  what  he  should  have  discovered  in 
the  first  place.  The  result  may  be  fatal  de- 
lay in  the  diagnosis  of  cancer  or  possible  dis- 
semination of  the  malignancy. 

Vaginal  discharge  in  postmenopausal 
women,  or  in  women  over  forty  with  no  pre- 
vious history  of  discharge,  should  be  investi- 
gated and  diagnosed.  Bleeding  after  su- 
pravaginal hysterectomy  is  suspicious  of  cer- 
vical stump  cancer.  Depending  on  the 
medical  set-up  in  the  practitioner’s  com- 
munity, he  should  avail  himself  of  expert 
help  through  specialized  diagnostic  technics. 

Cancer  of  the  Corpus 

Abnormal  bleeding  at  any  age  must  be  re- 
garded as  suspicious  for  cancer  until  dis- 
proved. Abnormal  uterine  bleeding  is  a 
relatively  late  symptom  of  corpus  carcinoma, 
yet  it  is  the  only  symptom  that  causes  most 
women  to  seek  medical  care.  Even  then, 
women  notoriously  delay  reporting  irregular 
bleeding  to  their  physicians.  The  first  duty 
of  the  examining  physician  is  to  determine 
the  origin  of  abnormal  bleeding.  In  ex- 
amining the  uterus,  he  should  note  increased 
size,  nodularity,  or  masses.  A vital  factor 


to  bear  in  mind  is  that  cancer  may  coexist 
with  benign  lesions  such  as  fibroids,  so  that 
any  gynecologic  pathology  discovered  should 
be  investigated  with  every  diagnostic  pro- 
cedure available. 

Intermenstrual  and  postcoital  bleeding  in 
women  under  forty  must  be  investigated. 
Excessive  menstruation  before  the  meno- 
pause is  a cancer  potential  to  the  physician 
who  is  alert  to  the  significance  of  bleeding 
irregularities.  Excessive  bleeding  at  the 
time  of  the  menopause  is  a frequent  antece- 
dent to  the  development  of  cancer.  Abnor- 
mal bleeding  during  the  menopause  should 
be  investigated  with  smear  and  curettage. 
Curettage  should  be  performed  only  by  a 
specialist. 

Postmenopausal  bleeding  should  always 
be  considered  as  suspicious  of  malignancy 
until  proved  negative.  The  indiscriminate 
or  prolonged  administration  of  hormones 
may  conceal  pathology  and  delay  diagnosis 
of  cancer  until  this  is  too  advanced  for  a 
favorable  prognosis.  Abnormal  bleeding 
for  which  no  cause  can  be  found  should  al- 
ways be  referred  for  a diagnostic  curettage. 

In  order  to  determine  the  source  of  uterine 
bleeding,  the  physician  must  evaluate  the 
frequency,  duration,  amount,  and  character 
of  the  bleeding,  the  rule  being  that  functional 
bleeding  is  generally  cyclic ; organic  bleeding 
is  lawless  and  unpredictable.  No  uterine 
bleeding  should  be  treated  as  functional  until 
diagnosed. 

The  general  practicing  physician  is  in  a 
key  position  to  help  establish  cancer  control 
through  early  diagnosis.  He  can  encourage 
his  women  patients  to  report  for  periodic 
symptomless  examinations,  the  merit  of 
which  have  been  established.  He  knows 
the  family  history  and  can  keep  under  ob- 
servation members  of  a family  in  which  can- 
cer has  occurred.  He  can  teach  his  patients 
that  cancer  of  the  pelvic  organs  can  be  cured. 
He  can  instruct  young  girls  in  the  danger  of 
false  embarrassment  before  the  vaginal  ex- 
amination. By  taking  on  the  responsibility 
for  this  important  educational  activity  when- 
ever possible,  by  recognizing  the  critical 
time  factor  in  the  favorable  prognosis  of 
cancer,  and  by  regarding  all  irregular  uterine 
bleeding  as  a serious  symptom,  the  practic- 
ing physician  will  make  his  optimal  contri- 
bution to  long-range  cancer  control. 


This  article  concludes  the  series  of  eighteen  articles  on  Cancer  Diagnosis  which  hns  been  pub- 
lished in  each  issue  since  August  15,  1952. 


Palpation  of  the  cervix  is  important  in  the 
pelvic  examination. 


Vaginal  smear.  Secretion  is  aspirated  from 
the  posterior  fornix  of  the  vagina.  The 
material  obtained  from  the  posterior  fornix 
is  smeared  evenly  on  a glass  slide. 


;■ 


Spatula  made  from  tongue  depressor  is  in- 
troduced into  the  cervical  canal  for  collec- 
tion of  cervical  smear.  The  spatula  is  rotated 
through  the  entire  circumference  to  obtain 
material  from  exo-  and  endocervix  or  cer- 
vical lesion. 


Endocervical  smear  material  is  aspirated 
from  the  cervical  canal  with  a glass  pipette 
or  fine  metal  cannula  introduced  into  the 
cervical  canal.  The  anterior  view  shows 
proper  exposure  of  the  cervix  with  cannula 
in  place  for  aspiration  of  secretion. 
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Carcinoma  in  situ. 


Carcinoma  of  cervix.  Stage  I. 
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Functioning  ovary  in  a woman  of  childbearing  age. 

CONCERNING 

VALLESTRIL 

NEW  "PREFERENTIALLY  INDICATED”’  ESTROGEN 
WITH  GREATLY  LOWERED  INCIDENCE  OF 
WITHDRAWAL  BLEEDING 


A definite  contribution  to  the  field  of  estrogenic 
therapy  is  offered  in  Vallestril.* 


In  a recent  controlled  clinical  study  covering 
a period  of  two  years,  Sturnick  and  Gargill 1 
reached  these  conclusions: 

Vallestril  "is  an  effective  synthetic  estrogen 
that  is  singularly  free  from  toxic  effects  and 
complications,  especially  uterine  bleeding.  . . . 
Clinically,  it  quickly  controls  menopausal 
symptoms,  . . . .” 

Vallestril  is  available  in  scored  tablets  of 
3 mg.  For  treatment  of  the  physiologic  or 
artificial  menopause:  3 mg.  (one  tablet)  twice 
daily  for  two  weeks,  then  a maintenance  dose 
of  one  tablet  daily  for  an  additional  month  or 
as  long  as  continued  administration  is  required. 

SEARLE 

Research  in  the  Service  of  Medicine 

* Trademark  of  G.  D.  Searle  <fe  Co. 

I.  Sturnick,  M.  I.,  and.Gargill,  S.  L.:  Clinical  Assay  of 
a New  Synthetic  Estrogen:  Vallestril,  New  England 

J.  Med.  247:829,  1952. 


i Postmenopausal  ovary,  consisting  chiefly  of  sclerotic  and  fibrotic  tissue 
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To  reduce  blood  pressure 
and  alleviate  hypertensive  symptoms 


In  discussing  antihypertensive  therapy,  Grimson 
and  co-workers  conclude  . . hexamethonium 
seems  to  be  *the  best  present  medical  approach 
toward  blockade  of  the  sympathetic  nervous 
system.”1 

With  Methium  (hexamethonium  chloride),  orally 
effective  ganglion  blocking  makes  it  possible  to: 

1.  reduce  blood  pressure  to  normal  or  near- 
normal levels 

2.  produce  marked  subjective  improvement. 
Even  when  blood  pressure  is  not  lowered 
significantly,  headaches,  dizziness,  palpi- 
tation and  other  complaints  disappear  in 
the  majority  of  cases. 

Also,  "Papilledema  and  retinal  damage  usually 
regress.  Cerebral  edema  and  vomiting  can  be 
relieved.  Pulmonary  edema  may  be  lessened  or 
resolved  and  cardiac  hypertrophy  diminished.”2 


Methium  is  particularly  indicated  in  severe 
hypertension.  In  malignant  hypertension  it  is  I 
known  to  stay  the  rapid  progress  of  the  disease. 
Induction  of  lower  blood  pressure  and  increase 
of  dosage  should  be  gradual.  Once  maximal 
therapeutic  benefit  is  obtained,  dosage  can  be 
stabilized  and  therapy  maintained  indefinitely. 

Methium  is  a potent  drug  and  should  be  used 
with  particular  caution  when  complications  exist 
—impaired  renal  function,  coronary  artery  dis- 
ease and  existing  or  threatened  cerebral  vascular 
accidents.  Complete  instructions  for  the  use  of 
Methium  are  available  and  should  be  consulted 
prior  to  instituting  Methium  therapy. 

Methium  is  supplied  in  both  125  mg.  and  250  mg. 
scored  tablets  in  bottles  of  100  and  500. 

1.  Grimson,  K.  S.:  Orgain,  E.  S.;  Rowe,  C.  R..  and  Sieber, 

H.  A.:  J.A.M.A.  149:215  (May  17)  1952. 

2.  Paton.  W.  D.  M.,  and  Zaimrs,  E.  J.:  Pharm.  Reviews 
4:219  (Sept.)  1952. 
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EPIDERMOLYSIS  BULLOSA  DUE  TO  SULFONAMIDES 

David  Bloom,  M.D. , New  York  City 


( From  the  Department  of  Dermatology  and  Syphilology  of  the  New  York  University  Post-Graduate  Medical 
School,  the  Skin  and  Cancer  Unit  of  the  University  Hospital,  and  the  Services  of  Dermatology  and 
Syphilology  of  Bellevue  and  Sydenham  Hospitals) 


IN  ORDER  to  distinguish  nonhereditary  cases 
of  epidermolysis  bullosa  from  hereditary  cases 
Siemens  introduced  the  term  “bullosis  me- 
chanica  toxica”  in  contradistinction  to  “bullosis 
mechanica  hereditaria.”1  The  use  of  the  term 
“acquisita”  would  also  be  justified  for  the  non- 
hereditary cases.  However,  since  the  time  when 
this  term  was  first  introduced  by  Kablitz  in  1904, 
it  has  been  wrongly  applied  to  any  case  of  epider- 
molysis bullosa  which  appeared  late  in  life, 
whether  it  was  due  to  hereditary  factors  or  not.2 
This  term  “acquisita”  has  been  criticized  by 
some,  including  Siemens  who  prefers  the  use  of 
the  term  “tarda.”3  He  justly  argues  that  the 
appearance  of  an  abnormality  in  later  life  does 
not  speak  against  its  hereditary  basis.  Even  if 
no  other  member  of  the  family  is  found  to  be 
affected,  as  is  often  the  case  in  diseases  trans- 
mitted by  the  recessive  mode  of  inheritance,  one 
must  keep  in  mind  that  one  may  be  dealing  with 
a genodermatosis  rather  than  with  an  acquired 
condition. 

However,  in  such  a case,  where  the  criteria  for 
heredity  are  not  fulfilled,  one  should  try  to 
eliminate  the  possibility  of  exogenous  etiology 
before  definitely  considering  the  case  an  isolated 
instance  of  a hereditary  condition.  Particularly 
in  these  modern  times,  when  the  human  or- 
ganism is  frequently  exposed  to  the  toxic  effects 
of  many  new  drugs,  one  must  keep  in  mind  the 
possibility  that  abnormalities  resembling  known 
genodermatoses  may  have  been  produced  by  ex- 
ogenous agents.  The  truth  of  this  statement  is 
seen,  I believe,  in  certain  cases  of  epidermolysis 
bullosa. 

Review  of  the  Literature  Regarding  Cases 
of  Epidermolysis  Bullosa  Produced 
by  Drugs 

There  are  several  reports  in  the  literature  of 
cases  of  epidermolysis  bullosa  believed  to  have 

Presented  at  the  International  Congress  of  Dermatology, 
London,  July,  1952. 


been  caused  by  ingestion  of,  or  contact  with, 
chemical  agents.  Siemens  reported  under  the 
title  “bullosis  mechanica  toxica”  a case  of  a man, 
age  fifty-seven,  who  developed  on  walking  bullae  on 
the  pressure  areas  of  the  soles  after  three  months 
of  ingestion  of  Fowler’s  solution  for  pruritus.1 
This  condition  persisted  for  several  months. 
The  author  mentions  also  his  observation  of 
another  man,  who,  following  prolonged  ingestion 
of  arsenic,  developed  a marked  vulnerability  of 
the  skin  so  that  by  mere  pressure  and  rubbing  of 
the  skin  over  the  tibia  the  epidermis  could  easily 
be  separated  and  an  oozing  rete  or  cutis  laid  bare. 

A “typical  epidermolysis  bullosa”  was  ob- 
served by  Bloch  in  a patient  with  Hodgkin’s 
disease.4  The  fact  that  arsenic  has  been  rou- 
tinely administered  in  Hodgkin’s  disease  leads 
Siemens  to  believe  that  in  Bloch’s  case  also 
arsenic  was  probably  the  causative  factor  of  the 
eruption. 

Iodoform  as  a cause  of  epidermolysis  bullosa 
was  reported  by  Stiihmer  in  a young  man  who  for 
eight  days  was  treated  for  a wound  by  application 
of  this  drug.5  The  eruption  persisted  for  six 
months. 

Sonck  cites  Hertling’s  case  of  a woman  who 
developed  an  epidermolysis  bullosa-like  eruption 
following  thyroid  administration  for  obesity.6 

The  case  of  Wise  and  Lautman  may  be  in- 
cluded in  this  series.7  They  report  a case  of 
epidermolysis  bullosa  which  followed  a severe 
bullous  dermatitis  resulting  from  the  use  of  cement 
in  plastering. 

Epidermolysis  Bullosa-Like  Eruptions 
Produced  by  Sulfonamides 

To  the  above-mentioned  small  group  of  cases 
I wish  to  add  my  observation  of  several  cases 
which  lead  me  to  believe  that  sulfonamides, 
by  their  allergenic  and/or  toxic  effects,  are  able 
to  damage  the  skin  and  produce  an  eruption 
which  resembles  the  hereditary  type  of  epi- 
dermolysis bullosa. 
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Fig.  1 . Case  1 . — Broken  bullae  and  erythematous 
atrophic  spots  left  from  previous  lesions,  three 
months  after  beginning  of  eruption.8 


Case  Reports 

Case  1. — At  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  in  1943,  I reported 
a case  of  a white  woman,  age  forty-seven,  who 
became  sensitized  to  sulfonamides  following  fre- 
quent applications  of  10  per  cent  sulfathiazole 
ointment  to  recurrent  furuncles.8  The  sensitization 
manifested  itself  by  the  appearance  of  bullae  on  the 
face  and  mucous  membranes  whenever  she  applied 
the  ointment  or  following  insertion  of  sulfanilamide 
powder  by  the  surgeon  into  an  incised  carbuncle. 
At  an  operation  for  an  incisional  abdominal  hernia 
at  Sydenham  Hospital,  the  surgeon  inserted  5 Gm. 
of  sulfanilamide  powder  into  the  wound.  Sixteen 
days  later,  on  September  3,  1942,  the  patient  de- 
veloped a generalized  bullous  eruption  associated 
with  severe  pruritus,  fever,  and  general  malaise. 
A diagnosis  was  then  made  of  dermatitis  medic- 
amentosa due  to  sulfathiazole  and/or  sulfanilamide. 

Laboratory  examinations  revealed,  as  abnormal 
findings,  a moderate  diminution  in  the  number  of 
erythrocytes  and  in  the  hemoglobin  content,  a mild 
leukocytosis,  an  increased  urobilinogen  content  of 
the  urine  on  one  occasion,  and  a somewhat  elevated 
icterus  index.  A trace  of  sulfanilamide  was  found 
in  the  serum  of  the  blood  but  none  in  the  bullae. 
A patch  test  was  made  with  saturated  solution  of 
sulfanilamide  and  twenty-four  hours  later  with 
saturated  solution  of  sulfathiazole  and  5 pier  cent 
sulfathiazole  ointment.  There  was  no  local  reaction 
to  these  solutions  or  to  the  ointment,  but  about 
twelve  hours  after  the  application  of  sulfathiazole  a 
generalized  pruritus  developed,  followed  several 
hours  later  by  an  eruption  of  many  bullae. 

The  patient  stayed  at  Sydenham  Hospital  for 
four  months,  during  which  time  she  frequently 


Fig.  2.  Case  1.- — Large  bullae  and  healed  lesions, 
seven  months  after  beginning  of  eruption.8 


developed  new  crops  of  bullae  involving  the  trunk 
and  extremities  and  also  the  anus,  vulva,  and  the 
oral  mucous  membranes.  The  appearance  of  new 
lesions  was  usually  preceded  by  severe  pruritus. 
On  several  occasions,  there  appeared  nonpruritic, 
slightly  raised,  erythematous  macules  and  plaques, 
which  looked  like  lesions  of  erythema  multiforme. 
The  patient  gradually  improved,  following  blood 
transfusions  and  other  supportive  therapy.  How- 
ever, from  then  on,  crops  of  bullae  continued  to 
appear  from  time  to  time. 

On  February  9,  1943,  two  months  following  her 
discharge  from  the  hospital,  I presented  the  patient 
before  the  Manhattan  Dermatological  Society  with 
the  diagnosis  of  ‘‘Pemphigus  Yulgaris-Like  Eruption 
Following  Use  of  Sulfonamide  Compounds.”9 
Some  members  agreed  with  my  diagnosis,  while  to 
others  the  eruption  appeared  as  genuine  pemphigus 
vulgaris  or  dermatitis  herpetiformis. 

The  more  or  less  generalized  eruption  persisted  for 
almost  eight  months  (Fig.  1).  Since  then  the 
eruption  has  concentrated  in  areas  exposed  to  trauma 
and  pressure,  such  as  the  hands  and  feet,  vulva, 
anus,  and  the  mucous  membranes  of  the  mouth 
(Fig.  2).  Th  epatient  had  great  difficulty  in  walking, 
since  wearing  of  shoes  produced  bullae  and  denuda- 
tion of  the  skin  on  her  feet.  The  eruption  assumed 
the  appearance  of  a severe  dystrophic  t\‘pe  of  epi- 
dermolysis bullosa  and  was  diagnosed  as  such  by 
several  dermatologists  who  were  consulted  from 
time  to  time  in  the  course  of  the  next  several  years  of 
her  illness. 

In  March,  1947,  the  eruption  again  became 
generalized.  It  consisted  of  bullae  and  many  de- 
nuded areas  associated  with  extreme  weakness, 
which  led  to  her  death  one  month  later. 

Case  2. — E.  S.,  a Negress,  age  fifty-four,  was  first 
seen  at  the  New  York  Skin  and  Cancer  L'nit,  in 
September,  1949.  The  following  history  relating 
to  her  skin  condition  was  obtained  from  the  patient 
and  her  attending  physician:  During  the  years  1944, 
1946,  and  1947,  the  patient  had  had  attacks  of 
bronchitis  for  which  she  received  daily,  on  each 
occasion,  sulfadiazine  in  the  initial  dosage  of  4 Gm. 
followed  by  1 Gm.  every  four  hours,  during  a period 
of  five  days.  At  the  end  of  1946,  the  patient  de- 


EPIDERMOLYSIS  BULLOSA 


1079 


11.  May  1,  1953] 


Fro.  3.  Case  2. — Dried  bullae,  scars,  and  atrophy 
of  skin  on  dorsum  of  right  hand. 


veloped  a pruritic  urticarial  eruption  which  per- 
sisted until  June,  1947,  when  for  the  first  time 
ulcers  appeared  in  the  mouth.  Somewhat  later,  a 
generalized  bullous  eruption  developed  for  which  the 
patient  was  confined  to  the  City  Hospital  from 
' July,  1947,  to  January,  1948;  at  this  time  the 
I eruption  was  diagnosed  as  pemphigus  vulgaris. 
She  received,  then,  among  other  medications,  three 
tablets  of  acetarsone  weekly,  in  the  total  amount 
of  90  doses.  This  generalized  bullous  eruption 
gradually  assumed  the  appearance  of  epidermolysis 
I bullosa. 

When  the  patient  was  seen  at  the  New  York  Skin 
I and  Cancer  Unit  in  1949,  more  than  two  years 
I after  the  appearance  of  the  generalized  bullous 
I eruption,  there  were  in  addition  to  erosions  and 
| white  plaques  on  the  tongue  and  buccal  mucosa,  pea- 
I sized  and  larger  bullae  on  the  elbows,  hands,  and 
I fingers,  and  depigmented  scars  and  macules  on  the 
I lower  extremities  and  the  trunk  (Figs.  3,  4,  5). 
| Many  milium-like  lesions  were  present  on  the 
thighs  and  upper  extremities  (Fig.  6).  Most  of  the 
! finger  and  toe  nails  were  absent,  while  some  were 
| dystrophic  or  about  to  fall  off  (Fig.  7).  During 
® subsequent  frequent  observations  at  the  clinic  and 
for  several  weeks  at  Bellevue  Hospital,  until  re- 
cently, the  patient  was  never  free  of  any  bullae. 
The  bullous  lesions  were  serous  or  hemorrhagic  and 
located  on  areas  exposed  to  trauma  or  pressure. 

Her  family  history  revealed  that  out  of  nine  sib- 
[ lings  six  brothers  died  in  infancy,  one  of  whom  had 


Fig.  4.  Case  2. — Atrophy  of-  skin  of  left  elbow. 


Fig.  5.  Case  2. — Bulla  on  right  wrist. 


“skin  trouble,”  the  nature  of  which  could  not  be 
ascertained.  One  sister  died  at  the  age  of  twenty- 
three,  “with  lung  trouble.”  There  was  no  con- 
sanguinity of  the  parents. 

Routine  laboratory  examinations  gave  normal 
findings,  except  for  an  increased  sedimentation  rate 
of  30  mm.  No  uroporphyrin  was  found  in  the 
urine.  Biopsy  and  histologic  study  of  a bulla  re- 
vealed separation  of  the  epidermis  from  the  cutis, 
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Fig.  6.  Case  2. — Milia-like  epidermal  cysts  on  right 
thigh. 


dilatation  of  the  blood  vessels  in  the  upper  third 
of  the  cutis,  swelling  of  the  endothelium  and  in- 
flammatory perivascular  reaction  or,  in  areas,  diffuse 
infiltration  of  small  round  cells  and  wandering  con- 
nective tissue  cells.  The  elastic  fibers  were  missing 
in  the  subepidermal  zone. 

When  last  seen  in  December,  1951,  the  patient 
was  still  affected  with  an  eruption  clinically  in- 
distinguishable from  typical  hereditary  epider- 
molysis bullosa  of  mild  dystrophic  type. 

Case  3. — This  patient  was  presented  by  Dr. 
Orlando  Canizares  at  the  Atlantic  Dermatologic 
Conference  in  Xew  York,  on  March  3,  1951.  H.  B., 
a fifty-five-year-old  man,  showed  a few  bullae  and 
denuded  areas  on  the  hands  and  feet,  the  result  of 
mechanical  injury.  He  ga%’e  a history  of  having 
been  treated  for  pneumonia  with  penicillin,  sulfa- 
merazine,  and  sulfadiazine  in  January,  1950.  Six 
months  later,  he  had  been  told  that  he  had  a kidney 
infection;  for  this  condition  he  received  0.5  Gm. 
Gantrisin,  * three  times  daily  from  July  9 to  Septem- 
ber 5,  1950.  A few  days  after  this  treatment  had 
been  initiated,  the  patient  began  to  develop  bullae 
on  the  hands,  feet,  buttocks,  scrotum,  and  bearded 
region,  and  bullae  continued  to  appear  until  the 
time  of  presentation,  becoming  gradually  less  nu- 
merous, however.  The  eruption  was  diagnosed  as 
pemphigus  vulgaris  although  the  biopsy  findings 
were  “compatible  with  pemphigus  or  epidermolysis 
bullosa.”  In  January,  1951,  when  only  very  few 
bullae  appeared  daily,  a test  dose  of  Sulfasuxidine 
was  administered  and  was  followed  in  twenty-four 
hours  by  a rapid  increase  in  the  number  of  bullae. 

Laboratory  examinations  revealed  marked  al- 
buminuria with  granular  and  hyaline  casts.  No 
uroporphyrin  was  found.  The  albumin-globulin 
ratio  was  reversed.  The  bone  marrow  showed  38 
per  cent  plaemocytes  and  5 per  cent  plasmoblasts. 
This  patient  died  of  coronary  disease  in  November, 
1951,  I was  informed  recently.  Autopsy  revealed 
amyloidosis  of  the  vascular  system  which,  according 
to  the  pathologist,  might  have  been  caused  by 
periarteritis  nodosa. 

Comment 

In  these  three  cases  there  is  enough  evidence 

* 3 ,4-dimethyl-5-8ulf  aaiiamido-isoxazole. 


Fig.  7.  Case  2. — Absence  and  separation  of  nails 
of  left  hand. 


on  which  to  consider  sulfonamides  as  the  causa- 
tive factor  of  the  epidermolysis  bullosa-like 
eruption.  I have  under  observation  two  more 
patients  who  present  the  same  course  and  char- 
acter of  eruption,  but  no  satisfactory  history  can 
be  obtained  as  to  preceding  sulfa  medication. 
Although  I strongly  suspect  that  sulfonamides 
are  the  causative  factor  in  these  cases  also,  I 
am  refraining  from  giving  a detailed  report  of 
them. 

A conspicuous  feature  in  these  cases  is  the  fact 
that  they  start  with  a generalized  bullous  erup- 
tion which  may  appear  clinically  as  erythema 
multiforme  bullosum  or  as  pemphigus  and 
gradually  change  their  character  to  become  in- 
distinguishable from  the  hereditary  type  of  epi- 
dermolysis bullosa. 

It  is  of  interest  that  attention  has  been  called 
to  this  feature  as  far  back  as  1897,  when  Fox  re- 
ported a case  of  a woman,  age  fifty-four,  who  was 
affected  at  first  with  an  eruption  resembling  pem- 
phigus vulgaris,  which  later  changed  into  a condi- 
tion indistinguishable  from  epidermolysis  bullosa 
and  was  associated  with  essential  shrinkage  of  the 
conjunctivae.10 

In  1913,  at  the  New  York  Dermatological 
Society',  MacKee  presented  for  Dr.  Fordy'ce 
a case  of  a man  thirty-nine  years  of  age,  who  one 
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year  previously  had  started  to  develop  vesicles  on 
the  ears,  followed  by  eruption  of  vesicles  and 
bullae  on  the  face,  axillae,  genitals,  buttocks, 
feet,  and  forearms.11  Three  months  later  the 
patient  had  presented  a generalized  bullous 
eruption  involving  also  the  mouth.  About  four 
months  later  the  bullae,  which  had  appeared 
spontaneously  until  then,  appeared  now  in  re- 
sponse to  mild  trauma  or  pressure.  Many  milia- 
like  cysts  developed  on  the  hands,  ears,  and  body. 
This  patient  also  presented  arsenic  pigmentation. 
The  presenter  was  not  certain  whether  this  was  a 
case  of  pemphigus  vulgaris  or  epidermolysis 
bullosa. 

In  1915,  Wise  and  Lautman  made  the  following 
statement:  “There  is  a rather  well-defined  group 
of  cases  which  apparently  begin  with  the  symp- 
toms of  benign  pemphigus  to  become  subsequently 
transformed  into  the  so-called  epidermolysis 
bullosa.  One  must  regard  this  type  of  case  in 
the  light  of  transition  between  benign  pemphigus 
and  epidermolysis  bullosa  acquisita.”7 

Thus,  these  case  reports,  although  they  origi- 
nate in  an  era  in  which  sulfonamides  were  not  yet 
known,  present  a similar  sequence  of  events, 
namely,  a generalized  bullous  eruption  which 
gradually  changes  into  epidermolysis  bullosa. 
I believe  that  one  is  justified  in  suspecting  and 
considering  the  possibility  that  also  in  these  cases 
toxic  materials  like  arsenic  and  other  toxic 
agents  were  the  causative  factors. 

Summary  and  Conclusions 

1.  Several  cases  of  epidermolysis  bullosa 
produced  by  different  chemical  agents  are  re- 
viewed from  the  literature. 


2.  Three  cases  of  epidermolysis  bullosa-like 
eruption  are  reported  in  which  there  is  con- 
siderable likelihood  that  sulfonamides  were  the 
causative  factor.  Two  other  such  cases  are 
mentioned,  in  which  a satisfactory  history  as  to 
preceding  sulfonamide  medication  could  not  be 
obtained,  but  in  which  the  author  strongly 
suspects  sulfonamides  to  be  the  causative  factor. 

3.  The  conspicuous  feature  common  to  these 
cases,  namely,  a generalized  bullous  eruption 
which  gradually  changes  into  epidermolysis 
bullosa,  was  already  observed  in  the  presulfon- 
amide era.  It  is  the  author’s  contention  that  in 
these  cases  also  drugs  might  have  been  responsi- 
ble. 

4.  The  author  suggests  that  every  case  of 
epidermolysis  bullosa  which  appears  late  in  life 
and  does  not  fulfill  any  criteria  for  heredity 
should  be  investigated  for  the  possibility  of  its 
being  caused  by  exogenous  toxic  agents. 
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HOSPITAL  OF  THE  ROCKEFELLER  INSTITUTE  FOR  MEDICAL  RESEARCH 


The  Hospital  of  the  Rockefeller  Institute  occupies 
I a building,  the  reconstruction  of  which  was  com- 
pleted in  1952.  Modern  facilities  are  now  avail- 
able for  the  care  and  treatment  of  patients.  There 
ii  is  no  charge  for  any  of  the  services  of  the  Hospital. 

I Patients  having  severe  hypertension  and  not  in 
R cardiac  or  renal  failure,  a history  of  coronary  in- 
farction  and  persistent  angina  pectoris,  with  un- 
I complicated  obesity,  xanthomatosis  and  other  ab- 
i normalities  of  lipid  metabolism,  children  and  young 
1 adults  in  an  early  active  stage  of  rheumatic  fever, 
1 rheumatic  subjects  with  streptococcal  disease, 
1 pneumonia,  influenza,  or  other  respiratory  infec- 


tions, mumps,  measles,  or  infectious  mononucleosis, 
chronic  hepatitis  or  cirrhosis,  particularly  in  chil- 
dren and  young  adults,  Wilson’s  disease  in  any  stage, 
endocrine  disorders — children  showing  delay  or 
precosity  of  puberty  or  vertical  growth,  except 
diabetes,  and  patients  in  any  stage  of  illness  of 
Addison’s  disease  may  be  referred  to  the  Hospital. 
When  a patient  is  discharged,  a full  report  of  all 
findings  is  sent  to  the  physician. 

Before  sending  a patient  to  the  Hospital,  it  is  de- 
sirable to  communicate  with  the  resident  physician, 
East  66th  Street  and  York  Avenue,  New  York  21, 
REgent  4-8000.  An  ambulance  can  be  provided. 


CARCINOID  TUMOR  OF  THE  RECTUM 


Report  of  Three  Cases 

Benjamin  W.  Warner,  M.D.,  New  York  City 
( From,  the  Department  of  Surgery,  Lincoln  Hospital) 

CARCINOID  tumors  are  peculiar  to  the  gas- 
trointestinal tract,  occurring  with  the  great- 
est frequency  in  the  ileocecal  region  and  appen- 
dix, and  rather  infrequently  in  the  rectum. 
Tavenner,  Bacon  and  Peale,  in  an  exhaustive 
review  of  the  literature  in  1951,  collected  71 
cases  of  carcinoid  of  the  rectum  and  added  seven 
of  their  own.1  Since  then,  cases  by  Rosser, 
Mayo,  Freund,  and  others  have  been  recorded.2-5 

The  tumor  begins  in  the  mucosa  and  submu- 
cosa, arising  from  a granular  cell  deep  within 
the  crypts  of  Lieberktihn,  which  is  referred  to  as 
a Kultschitzky  cell,  or  pre-enterochrome  cell  of 
Erspamer  (Stout),  basigranular  or  enterochro- 
maflin  cell.6-8  These  cells,  similar  to  chromaffin 
tissue,  take  a silver  stain;  that  is,  they  reduce 
silver  salts  to  free  silver,  thus  giving  rise  to  the 
term  “argentaffin  tumors”  (Gosset  and  Mas- 
son).9,10 The  cells  have  a high  lipid  content, 
unlike  chromaffin  cells. 

Carcinoid  tumors  may  be  single  or  multiple. 
They  consist  of  small  cells  of  uniform  size,  spher- 
oidal, polyhedral,  cuboidal,  or  modified  colum- 
nar in  shape,  and  are  arranged  as  compact  masses, 
cords  or  ribbon-like  with  festooning,  and  as 
rosettes  and  alveolar  formations.  The  cyto- 
plasm is  granular,  and  the  nuclei  stain  deeply. 
Mitotic  figures  are  inconspicuous.  It  is  difficult 
to  forecast  the  malignant  potential  of  the  tumor 
from  the  histologic  picture  per  se. 

The  tumor  is  of  clinical  interest  because  of  its 
uncertain  growth;  in  many  instances  it  occurs 
as  a local  benign  lesion,  but  in  a high  percentage 
of  cases  it  is  capable  of  invasion  and  metastasis. 
This  unpredictable  life  history  of  the  tumor  was 
the  basis  for  the  compromise  term  “carcinoid,” 
which  was  originated  by  Oberndorfer  in  1907  and 
indicates  the  confusion  that  existed  regarding  the 
malignant  potential  of  this  tumor.11  In  its 
literal  definition,  “Carcinoid  is  an  epithelial 
tumor  presenting  the  picture  of  a very  malignant 
carcinoma  but  following  clinically  a rather  benign 
course.”  This  definition  is  applicable  to  the 
three  cases  herewith  reported,  but  in  the  light 
of  recorded  clinical  experience  with  invasive  and 
metastatic  carcinoid  tumors,  this  definition  is  no 
longer  valid. 

The  case  reports  will  of  necessity  be  brief, 
and  since  the  laboratory  data  and  colon  x-ray 

Presented  at  a meeting  of  the  New  York  Proctologic 
Society,  New  York  City,  October  9,  1952. 


Fig.  1.  Case  1. — Islands  and  sheets  of  compact  - 
cells  separated  by  dense  hypertrophy  of  connective  I' 
tissue  are  noted  in  the  submucosa.  Some  areas  ■' 
present  pseudoalveolar  formation  in  which  the  cells 
are  arranged  upon  an  intact  basement  membrane.  l-'; 
(20  X) 


Fig.  2.  Case  1. — Pseudoalveolar  formation,  in 
which  the  nuclei  are  palisading  with  the  long  axis 
perpendicular  to  the  basement  membrane,  is  rather 
marked.  Cells  are  cuboidal  and  polygonal  with 
granular  cytoplasm.  The  alveolar  arrangement  of 
the  cells  may  be  responsible  for  an  erroneous  diag- 
nosis of  adenocarcinoma.  (300  X) 


studies  in  all  of  the  cases  were  normal,  further 
reference  to  them  will  not  be  made. 


Case  Reports 

Case  1. — W.  B.,  female,  Negro,  age  forty-four, 
was  seen  in  the  gynecology  clinic  of  Lincoln  Hos- 
pital in  July,  1951,  because  of  vaginal  discharge  and 
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Fig.  3.  Case  2. — Beneath  the  intact  mucosal 
membrane  there  is  a tumor  consisting  of  nests  of 
densely  packed  cuboidal  cells,  arranged  in  compact 
groups  and  islands,  surrounded  by  a dense  connec- 
tive tissue  stroma  which  is  reactive  in  nature. 
(20  X) 


pruritus.  Pelvic  examination  revealed  a nodule  high 
on  the  anterior  rectal  wall,  and  the  patient  was  re- 
ferred to  the  proctology  clinic.  The  finding  of  a 
firm,  rubbery,  submucosal,  movable  nodule  about  1 
cm.  in  diameter  on  the  anterior  rectal  wall  was  con- 
firmed. On  visualization,  the  nodule  presented  as  a 
sessile  polyp  at  approximately  4 inches  from  the 
anus.  The  overlying  mucous  membrane  was  pale, 
smooth,  and  nonulcerated.  Sigmoidoscopy  was 
otherwise  negative  for  10  inches.  A biopsy  was 
taken,  and  diagnosis  of  carcinoid  of  the  rectum 
established  (Figs.  1,  2).  The  patient  was  hos- 
pitalized, and  by  means  of  a posterior  approach,  the 
rectum  was  opened  and  the  tumor  excised.  The 
wounds  were  closed  and  healed  per  primam.* 
Follow-up  for  fourteen  months  indicated  no  recur- 
rence. 

The  tissue  did  not  take  the  silver  stain,  and  it  has 
been  pointed  out  that  rectal  carcinoid  tumors  may 
not  reduce  silver  salts.  Stout  believes  that  this  is 
due  to  an  absence  of  an  enzyme  enteromin  in  the 
cells.8 


i 


| f Case  2. — M.  L.,  female,  Puerto  Rican,  age  sixty- 

five,  was  seen  at  the  proctology  clinic  of  Lincoln 
Hospital  in  July,  1951,  because  of  an  episode  of  slight 
] rectal  bleeding  one  month  previously.  Digital 
i examination  was  negative,  but  on  sigmoidoscopy  at 
the  5-inch  level  a teatlike  polyp  was  seen  on  the 
posterior  rectal  wall,  measuring  about  1 cm.  in 
I length  and  8 mm.  in  width.  The  overlying  mucous 

(membrane  was  normal  in  color,  smooth,  and  non- 
ulcerated. A biopsy  was  taken  and,  in  the  absence 
v of  the  senior  pathologist,  was  diagnosed  as  adeno- 
i carcinoma  (Figs.  3,  4).  Subsequent  examination 
■ confirmed  the  diagnosis  of  carcinoid.  The  patient 
k refused  hospitalization  and  sought  confirmation  of 
3 the  findings  at  another  institution,  but  two  exami- 
1 nations  there  failed  to  reveal  the  polyp.  The  patient 
■ returned  to  Lincoln  Hospital,  and  on  examination 


I * Operation  by  Drs.  A.  A.  Messe,  M.  M.  Nachlaa,  and 
IB.  W.  Warner. 


Fig.  4.  Case  2. — The  tumor  is  made  up  of  dense 
cell  groups,  with  rosette  architecture  and  minimal 
tendency  to  alveolar  formation.  The  cells  are  uni- 
form in  size,  and  cuboidal  and  columnar  in  shape; 
their  cytoplasm  is  granular.  While  not  demon- 
strable in  this  reproduction,  the  nuclei  are  hyper- 
chromatic,  small,  and  show  rare  mitosis.  (300  X) 


Fig.  5.  Case  3. — In  the  submucosa  are  tumor 
nests  arranged  in  islands  and  strands  (“ribbons”). 
The  cells  are  small  and  round,  with  a compact 
arrangement.  The  cytoplasm  is  granular,  and 
hypertrophied  connective  tissue  separates  the  nests 
of  tumor  cells.  (20  X) 


in  January  of  this  year,  approximately  six  months 
after  the  initial  biopsy,  there  was  no  evidence  of  the 
polyp.  Without  any  further  definitive  treatment, 
the  remainder  of  the  carcinoid  nodule  had  apparently 
sloughed  out  following  the  biopsy.  At  thirteen 
months  follow-up,  there  was  no  recurrence. 

Silver  stain  was  not  done  since  there  was  insuffi- 
cient tissue. 

Case  3. — J.  S.,  female,  white,  age  thirty-five,  was 
seen  in  November,  1951,  by  a gynecologist  because 
of  pelvic  pain.  On  vaginal  examination,  a nodule 
about  1 cm.  in  diameter  was  noted  on  the  anterior 
wall.  On  rectal  examination,  the  presence  of  a firm, 
fixed,  submucosal  nodule,  about  1 cm.  in  diameter, 
on  the  anterior  rectal  wall  about  3 inches  from  the 
anus,  was  confirmed.  The  overlying  mucous  mem- 
brane appeared  normal.  A biopsy  was  taken,  and 
the  remainder  of  the  nodule  wras  electrocoagulated. 
On  the  basis  of  the  previous  experience  with  two 
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cases,  a clinical  diagnosis  of  carcinoid  was  suggested, 
and  was  confirmed  by  the  tissue  examination  (Fig. 
5).  No  further  treatment  was  necessary  since  the 
local  electrocoagulation  was  sufficient  to  destroj’  the 
lesion.  Eleven  months  follow-up  did  not  reveal  any 
recurrence. 

Silver  stain  was  not  done. 

Comment 

The  clinical  interest  in  carcinoid  tumors  lies 
in  their  diagnosis,  their  unpredictable  behavior, 
and  their  treatment.  The  cases  presented  be- 
long apparently  to  the  group  of  local  benign 
lesions.  In  the  opinion  of  Stout,  who  graciously 
reviewed  these  slides,  “Tumors  which  are  mu- 
cosal and  submucosal  are  essentially  benign  and 
can  be  treated  by  local  excision  and  eradication 
and  I have  saved  man}'  a patient  from  an  abdo- 
mino-perineal  resection.”12 

On  the  other  hand,  the  invasive  malignant 
properties  of  carcinoid  have  been  recorded  in 
many  instances.  In  July  of  this  year,  Epps  et  al. 
recorded  a case  of  extensive  spread  to  the  broad 
ligament  from  a small  nodule  at  8 cm.  level  on  the 
anterior  rectal  wall.13  Rosser  refers  to  the  tumor 
as  a “Jekyl  and  Hyde”  tumor,  because  of  its 
malignant  potential  and  variable  behavior.2,3 

Summary 

Three  cases  of  carcinoid  tumor  of  the  rectum 
have  been  presented.  The  patients  were  all 
female,  and  in  two  cases  the  tumor  was  noted  in- 
cidental to  pelvic  examination.  In  all  cases  the 


tumor  was  single,  and  in  two  cases  it  was  located 
on  the  anterior  rectal  wall;  in  the  third  case  it 
was  on  the  posterior  wall.  In  the  first  case 
biopsy  and  excision  were  done;  in  the  second 
case  biopsy  alone  was  sufficient  to  eradicate  the 
lesion,  and  in  the  third  case  biopsy  and  electro- 
coagulation were  done.  In  the  first  case  the  tis- 
sue did  not  take  the  silver  stain.  In  the  second 
and  third  cases,  the  tissues  consisted  of  biopsy 
specimens  and  were  insufficient  for  silver  stain- 
ing. Follow-up  to  date,  on  all  three  cases,  in- 
dicates no  recurrence. 

20  West  86th  Street 


I am  grateful  to  Dr.  Frederick  Amendola,  surgical  director, 
and  to  Dr.  Maurice  Kagan,  chief  of  proctology,  Department 
of  Surgery,  Lincoln  Hospital,  for  the  privilege  of  reporting 
the  cases  that  came  under  my  observation.  I also  wish  to 
express  my  gratitude  to  Dr.  Harold  Lepow,  pathologist  of 
Lincoln  Hospital,  for  his  kind  assistance  in  preparing  this 
paper. 
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NEW  ANTIBIOTIC  PROVED  USEFUL  IN  TREATING  SEVERAL  DISEASES 


Oral  administration  of  erythromycin,  a new  anti- 
biotic, has  proved  satisfactory  in  the  treatment  of 
several  common  diseases,  it  was  reported  in  the 
March  7 Journal  of  the  American  Medical  Association 
by  Drs.  Jay  Ward  Smith,  Richard  W.  Dyke,  and 
Richard  S.  Griffith,  Indianapolis.  All  are  associated 
with  the  Indianapolis  General  Hospital. 

They  described  eight  patients  with  throat  infec- 
tions caused  by  hemolytic  streptococci  in  whom  a 
great  reduction  of  fever  and  an  alleviation  of  toxic 
symptoms  was  noted  within  twenty-four  hours  after 
treatment  with  erythromycin  was  begun.  Throat 
cultures  of  the  patients  were  negative  within  forty- 
eight  hours.  Five  persons  afflicted  with  hemolytic 
streptococcus  infections  of  other  parts  of  the  body 
also  showed  prompt  clinical  response  following  use 
of  the  drug,  they  added. 

Seven  of  eight  patients  suffering  from  lobar  pneu- 
monia treated  with  the  preparation  showed  prompt, 
favorable  response  to  such  therapy.  All  these  pa- 
tients were  seriously  ill  on  admission  to  the  hospital, 


and  the  eighth  patient,  who  later  died,  was  nearly 
moribund  on  entry. 

Other  diseases  which  responded  favorably  to 
treatment  with  erythromycin  included  bacterial 
inflammation  of  the  lining  of  the  heart,  bacterial 
inflammation  of  the  throat,  bacterial  infections  of 
the  blood,  and  localized  bacterial  infections  causing 
inflammation  of  the  skin.  In  these  cases,  no  serious 
toxic  effects  resulted  from  treatment  with  erythro- 
mycin. 

“The  number  of  cases  reported  here  is  too  small 
to  justify  any  very  definite  conclusions,  but  some 
comment  is  warranted,”  the  doctors  stated.  “It 
appears  that  doses  of  300  to  500  milligrams  of  ery- 
thromycin every  six  hours  are  effective  in  producing 
both  clinical  and  bacteriologic  remission  in  hemo- 
lytic streptococcus  throat  infections.  Erythro- 
mycin is  at  least  moderately  effective  in  the  treat- 
ment of  pneumococcus  pneumonia.  How  it  com- 
pares with  other  effective  agents  can  only  be  deter- 
mined by  extensive  clinical  trial.” 


HOOKWORM  INFECTION  AS  A DIAGNOSTIC  PROBLEM  IN 
NEW  YORK  CITY 

Alfred  J.  Weil,  M.D.,  New  York  City 

U 

(From  the  Department  of  Bacteriology , The  Bronx  Hospital ) 
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f I (HE  influx  of  immigrants  into  the  city  of 

J-  New  York  from  regions  where  hookworm  in- 
. fection  is  prevalent,1-6  particularly  from  Puerto 
Rico,  makes  the  diagnosis  of  ankylostomiasis  a 
problem  of  practical  importance  in  this  city. 
Although  this  fact  was  recognized  as  early  as 
'j  1908, 7 it  has  found  little  consideration  in  the 
literature.  No  statistical  data  on  the  incidence 
of  hookworm  infestation  among  the  immigrant 
population  are  available;  however,  the  actuality 
of  the  diagnostic  problem  is  characterized  by 
the  fact  that  the  Tropical  Disease  Laboratory  of 
the  New  York  City  Department  of  Health  (lo- 
ss cated  in  the  health  district  at  600  West  168th 
Street)  alone  averaged  143  cases,  in  which  hook- 
worm ova  were  identified  in  the  stools,  each  year 
; during  the  period  of  1947  to  1951.* * 

The  presence  of  hookworm  carriers  poses  no 
public  health  problem  in  this  city  because  the 
sanitary  conditions  militate  against  a spread  of 
■J  the  infection.  Indeed,  only  one  instance  of 
hookworm  infection  acquired  in  this  region  was 
i:  found,  when  the  available  literature  was  re- 
viewed, and  that  was  in  1910  under  conditions 
not  likely  to  be  duplicated  at  the  present  time.8 

From  the  medical  point  of  view,  the  prompt 
recognition  of  hookworm  infection  is  of  impor- 
tance both  for  its  own  sake  and  for  the  sake  of  dif- 
ferential diagnosis.  Two  grades  of  infestation 
have  to  be  distinguished: 

1.  The  classical  syndrome  of  ankylostomiasis 
concomitant  with  the  presence  of  numerous 
parasites.1-5  The  diagnosis  presents  no  dif- 
ficulties, once  the  possibility  of  such  an  infection 
is  considered.  Since  the  majority  of  the  para- 
sites are  spontaneously  eliminated  within  a 
year  or  less,1*2,9  the  typical  picture  of  the  disease 
is  likely  to  be  found  only  in  recent  arrivals  in  this 
locality. 

2.  Slight  degrees  of  infestation.  The  signs 
characteristic  for  hookworm  disease,  particu- 
larly severe  anemia,  are  lacking.  As  a rule, 
there  are  no  symptoms  directly  referable  to  in- 

s testinal  parasitism  except  eosinophilia.  What 
. makes  the  correct  diagnosis  of  low-grade  infec- 
tion a matter  of  practical  importance  is  the  long- 
. recognized  fact  that  many  of  these  patients  have 

■ abdominal  complaints,  mostly  of  vague  nature, 

* We  are  much  indebted  to  Dr.  Morris  Greenberg,  Direc- 
1 tor.  Bureau  of  Preventable  Diseases,  New  York  City  Depart- 
1 ment  of  Health,  for  making  this  figure  available  to  us  and  for 

■ permitting  us  to  quote  it  here. 


such  as  “dyspepsia,”  nausea,  pain,  mostly  lo- 
cated in  the  epigastrium  or  in  the  right  side,  and 
often  accompanied  by  lassitude. 3,5,10-17  Roent- 
genologic changes  in  the  small  intestines  have 
been  reported  from  such  slight  cases,  although 
usually  they  are  of  a less  outspoken  nature  than 
those  found  in  severe  infection.12,15,18  Anthel- 
mintic therapy  often  brings  relief  from  these 
complaints.  Since  the  parasites  are  only  gradu- 
ally eliminated,  and  small  numbers  may  main- 
tain themselves  in  the  intestines  for  five  years  or 
more,1’2,9  vague  symptoms  caused  by  hookworm 
infestation  may  be  encountered  not  only  in  recent 
immigrants,  but  also  in  people  who  have  been 
away  from  infested  localities  for  a number  of 
years.  If  the  correct  diagnosis  is  not  made, 
diagnostic  perplexities  may  arise. 

The  situation  is  vividly  illustrated  by  the  ex- 
perience in  this  hospital,  which  is  located  in  a 
district  where  the  number  of  people  of  Puerto 
Rican  origin  is  rapidly  increasing.  During  the 
period  of  June,  1950,  to  July,  1952,  eight  pa- 
tients were  admitted,  in  whom  the  presence  of 
Necator  americanus  was  established  eventually. 
The  pertinent  data  are  summarized  in  Table  I. 

Only  two  of  the  cases,  Cases  1 and  2,  had  the 
classical  syndrome  of  ankylostomiasis,  and  both 
were  recent  arrivals  from  Puerto  Rico.  In  Case  2 
some  rhabditoid  larvae  of  Strongvloides  stercoralis 
and  ova  of  Trichuris  trichiura  were  noted  in  addi- 
tion to  numerous  ones  of  N.  americanus.  In  Case 
1,  concomitant  infection  with  Schistosoma  man- 
soni,  S.  stercoralis,  and  T.  trichiura  was  present. 
These  parasites,  particularly  S.  stercoralis,  may 
well  have  had  a share  in  the  clinical  manifesta- 
tions. 

Case  3 was  admitted  for  the  removal  of  an 
ovarian  tumor,  which  eventually  turned  out  to 
be  a cystoma.  Only  a few  ova  were  found,  and 
this  finding  was  entirely  incidental.  The  same 
may  be  true  of  Case  4.  This  child  was  admitted 
with  slight  migrating  swellings  of  the  joints  as  a 
suspected  rheumatic  arthritis.  The  finding  of  a 
high  eosinophilia  directed  the  diagnostic  con- 
siderations toward  a possible  allergic  nature  of 
the  symptoms.  No  causative  agent  was  found. 
The  swellings  disappeared  spontaneously  during 
the  period  of  observation  on  the  ward.  A search 
of  the  literature  revealed  no  description  of  an 
arthritic  syndrome  as  a sequela  (allergic)  of 
ankylostomiasis.  However,  other  manifesta- 
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tions  of  allergic  reactivity  in  ankylostomiasis,  as 
witnessed  by  eosinophilia  and  the  occasional  oc- 
currence of  urticarial  rashes, 3,5,19  may  make  it 
appear  wise  to  keep  an  open  mind  concerning  the 
possibility  that  the  “rheumatic”  manifestations 
of  this  case  may  have  been  an  expression  of  al- 
lergic reactivity  to  the  nematode  antigen. 

The  remaining  four  cases,  all  residents  of  this 
city  for  three  to  six  years,  fall  into  the  category  of 
vague  complaints  caused  by  low-grade  infesta- 
tion. It  is  noteworthy  that  two  of  them  (Cases 
5 and  6)  were  first  admitted  to  the  surgical  ward 
as  possible  appendicitis  or  cholecystitis.  Case  7 
was  the  only  one  where  intestinal  parasitism  was 
considered  at  the  time  of  admission.  The  last 
case  (Case  8)  was  a pregnant,  middle-aged 
woman,  who  was  admitted  for  investigation  of  the 
reason  for  her  generally  poor  condition  and  lassi- 
tude. She  was  the  only  one  of  this  group  who 
showed  a significant  degree  of  anemia.  After 
anthelmintic  therapy,  her  anemia  improved  (after 
three  months:  3.7  X 106  erythrocytes;  10.7  Gm. 
hemoglobin),  and  she  eventually  had  an  unevent- 
ful delivery. 

The  history  of  origin  from  an  area  where  hook- 
worm is  prevalent  and,  in  the  majority  of  cases,  the 
presence  of  an  eosinophilia  are  the  guideposts  to 
the  correct  diagnosis.  As  to  the  data  concerning 
the  origin,  it  may  be  worth  while  pointing  out 
that  the  Caribbean  area  is  not  the  only  one  where 
hookworm  is  presently  prevalent.  Many  rural 
areas  in  the  Southern  states  are  still  infested,  and 
members  of  the  armed  forces  returning  from  sta- 
tions abroad,  particularly  from  the  Pacific  area, 
have  been  found  to  be  infected,  as  repeatedly 
pointed  out  in  recent  publications.16’17, 20,21 

Summary 

Among  immigrants  in  New  York  from  areas 
where  ankylostomiasis  is  prevalent,  particularly 
from  Puerto  Rico,  infestation  with  hookworm  is 
by  no  means  a rare  finding.  As  illustrated  by 
eight  cases  observed  in  this  hospital,  two  degrees 
of  infection  have  to  be  distinguished:  severe  in- 
festation producing  the  classical  syndrome  of 
hookworm  disease,  and  slight  degrees  of  infesta- 
tion. The  latter  may  persist  for  years  and  may 
be  the  cause  of  vague  abdominal  symptoms, 
which,  if  not  properly  diagnosed,  give  rise  to 
diagnostic  perplexities. 
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FUNGICIDAL  ACTION  OF  THORIUM  X ON  HAIRS  INFECTED 
WITH  MICROSPORON  AUDOUINI 

Samuel  Monash,  M.D.,  Joseph  J.  Sher,  M.D.,  Eugene  F.  Traub,  M.D.,  and 
Irwin  1,  Lubowe,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology,  New  York  Medical  College) 


npHERE  are  many  substances  available  in 
J-  liquid  form  which  effectively  kill  fungi  on 
1 the  surface  of  infected  hairs  within  fifteen  min- 
1 utes  or  less.  Among  such  are  2 per  cent  to  5 per 
cent  iodine  in  alcohol,  5 per  cent  Asterol  hydro- 
chloride  or  base  in  alcohol,  5 per  cent  salicyl- 
™ anilide  in  alcohol,  and  5 per  cent  trimethyl  cetyl 
pentachlorophenate  in  alcohol.  Nevertheless,  it 
l?  requires  many  months  of  continuous  treatment 
!lt  with  any  of  the  above  medicaments  to  cure  a case 
: of  ringworm  on  the  scalp.  Their  ineffectiveness 
^ is  due  to  the  lack  of  follicular  penetration.  The 
“ fungus  is  growing  downward  in  the  follicle, 
' avoiding  contact  with  the  fungicide  placed  on  the 
surface. 

Recently,  Witten  et  al,  reported  that  the 
alpha  particles  emitted  by  a propyl  alcohol  solu- 
tion of  thorium  X can  penetrate  into  hair  fol- 
licles, and  sweat  glands,  and  sweat  gland  ducts,  to  a 
depth  of  1.8  mm.  below  the  surface  of  the  skin.1 
It  occurred  to  us  that  if  the  alpha  particles  thus 
:.  produced  had  fungicidal  activity,  thorium  X 
might  be  useful  in  the  treatment  of  ringworm  of 
s the  scalp. 

Thorium  X is  supplied  as  a chloride  salt  ad- 
sorbed on  a small  amount  of  calcium  chloride 
in  propyl  alcohol  solution.*  The  usual  concen- 
tration is  300  microcuries  per  milliliter.  It  has  a 
half  life  of  3.64  days,  decomposing  successively 
into  thoron,  thorium  A,  thorium  B,  thorium  C, 
thorium  C',  and  thorium  D.  The  predominant 
radiation  emitted  is  composed  of  alpha  particles, 
with  some  beta  and  gamma  rays.  Because  of  the 
very  much  higher  specific  ionization  of  the  alpha 
particles,  it  is  estimated  that  the  alpha  component 
represents  over  99  per  cent  of  the  total  ionization 
I effect. 


* Supplies  of  thorium  X were  made  available  by  Fleisch- 
man.  Burd  and  Company,  New  York  City. 


Several  definitely  fluorescent  hairs,  infected 
with  M.  audouini,  were  placed  in  the  solution  to 
be  tested  and  left  there  for  one  to  fifteen  minutes. 
They  were  then  rinsed  with  70  per  cent  isopropyl 
alcohol  and  cultured  on  a Sabouraud  slant. 
Infected  hairs  from  the  same  individual  were 
rinsed  with  alcohol  and  used  as  a control.  New 
controls  were  run  each  testing  day.  Final  read- 
ings wrere  made  after  two  weeks,  although  the  con- 
trols were  invariably  positive  at  the  end  of  three 
or  four  days. 

Fresh  thorium  X solution  of  a concentration  of 
300  microcuries  per  milliliter  was  found  to  have  a 
fungicidal  effect  upon  hairs  infected  with  M. 
audouini  after  immersion  for  as  short  a time  as 
one  minute.  With  weaker  concentrations  of  a 
freshly  prepared  solution,  namely  150,  75,  50, 
and  25  millicuries  per  milliliter,  hairs  immersed 
for  fifteen  minutes  produced  no  growth.  Hairs 
were  then  immersed  in  the  same  diluted  concen- 
trations at  daily  intervals  and  cultured.  In 
solutions  twenty-four,  forty-eight,  and  seventy- 
two  hours  old,  no  growth  was  obtained  after 
immersion  for  fifteen  minutes.  In  solutions 
ninety-six  hours  old,  positive  cultures  were  ob- 
tained. There  are  indications  that  this  diminu- 
tion in  fungicidal  activity  is  only  partly  due  to 
the  natural  decrease  in  alpha  radiation.  It  may 
be  caused,  in  large  part,  by  adsorption  of  thorium 
X and  its  breakdown  products  by  the  hair  sub- 
stance and  its  adherent  fungi  which,  during  the 
preceding  four  days,  had  been  in  contact  with  the 
solution  for  fifteen  minutes  each  day. 

We  are  now  in  the  process  of  treating  some 
cases  of  ringworm  of  the  scalp  with  thorium  X 
and  will  report  the  results  later. 
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PSYCHOPATHIC  PERSONALITIES:  FAILURES  AND  CRIMINALS 

B.  Liber,  M.D.,  F.A.P.A.,  New  York  City 
( From  the  Menial  Hygiene  Clinic,  New  York  Polyclinic  Hospital) 


THE  so-called  psychopathic  personalities  are 
supposed  to  be  individuals  who  are  potential 
or  latent  psychotics.  If  nothing  extraordinary 
happens  to  them,  they  stay  more  or  less  normal. 
They  are  more  liable  than  the  average  person 
to  get  into  trouble  of  one  kind  or  another  and  are 
not  always  sure  of  what  to  do  under  stress. 

A man  who  could  not  be  called  abnormal  and 
who  appeared  for  all  intents  and  purposes  to  be 
normal  could  not  hold  a job.  He  had  had 
hundreds  of  jobs,  but  his  reasons  for  quitting  were 
always  perfect!}’  rational.  He  was  at  odds  with 
his  family.  Separated  from  his  wife  and  hated 
by  his  children,  he  was  neglected  by  his  brothers 
and  sisters  as  well.  Intelligent  and  talkative, 
his  command  of  the  language  was  impressive. 
Among  plain  people,  he  was  considered  superior. 
Whatever  he  said  was  plausible,  but  somehow, 
when  he  entered  into  details,  he  was  not  con- 
vincing. He  was  not  a drinker.  He  lived  on 
what  friends  gave  him — and  he  had  many  friends. 

A civil  engineer,  a handsome,  quiet,  decent 
man,  shared  with  his  wife  what  she  earned  as  the 
breadwinner.  His  father  had  been  a brilliant 
college  professor,  but  the  son,  overcome  by  that 
brightness,  could  never  hope  to  achieve  success. 
Once  he  had  decided  that  he  could  accomplish 
nothing,  he  lived  up  to  this  unfortunate  expecta- 
tion. He  did  not  believe  in  himself.  He  tried 
to  work,  but  without  enthusiasm,  and  ceased  at 
the  first  opportunity.  There  was  no  frustration 
since  he  desired  nothing.  Perhaps  placing  him 
in  the  right  job  would  have  called  forth  his 
abilities,  but  nobody  helped  him  and  he  lacked 
initiative.  He  led  a gray,  drab,  vegetative 
existence.  His  intelligence  was  above  normal, 
but  slow.  He  dressed  well,  but  not  objecting  to 
being  his  wife’s  parasite,  he  slept  late  and  had  no 
program  for  the  day.  His  tastes  were  aristo- 
cratic and  refined.  To  be  sure,  he  blamed  him- 
self for  his  inactivity,  but  he  had  no  will  power. 
No  amount  of  preaching,  to  which  he  seemed  to 
listen  with  approval,  gave  him  a clue  as  to  what 
to  do  about  his  situation.  Being  bored  with 
everything,  he  also  became  impotent  sexually. 
And  when,  finally,  the  wife’s  eyes  were  opened 
and  she  discarded  him,  he  did  not  blame  her  for 
this.  He  thought  she  was  right.  Fortunately, 
they  had  no  children  and  he  found  another 
woman  who  was  anxious  to  take  him  in  as  a sort 
of  pet,  or  rather  she  picked  him  up  while  he  was 
falling  down. 

As  a little  schoolboy  in  Paris,  I saw  many 


maladjusted  individuals  who  never  had  an  occu- 
pation or  whose  occupation  consisted  of  begging 
in  a sort  of  “noble”  way.  My  French  being 
good,  I wrote  for  them  innumerable  petitions, 
addressed  to  charitable  millionaires  who  rarely 
refused  to  help  the  senders  of  such  tearful  and 
deeply  moving  epistles.  At  that  time,  I could 
not  understand  that  those  able-bodied,  well- 
dressed  individuals  were  both  fakers  and  people 
unadjusted  to  life,  floating  at  the  fringe  of  society, 
no  better  than  the  members  of  the  underworld. 

In  those  years,  Paris  was  a paradise  for  all 
failures.  In  the  midst  of  the  splendid  talents 
sent  by  the  French  Provinces  and  by  the  entire 
world  to  the  great  cosmopolitan  city,  many 
people  doomed  to  failure  swarmed  there,  too, 
aspiring  to  something  high.  Some  of  them  were 
starving,  others  had  money,  but  money  only, 
and  still  others  were  only  peeping  at  beauty  while 
remaining  at  the  gates.  A good  many  were  only 
half  alive  and  had  elusively  abnormal  minds. 

Henri  Murger  has  described  Parisian  “Bohe- 
mian” life  superbly  and  with  great  sympathy, 
and  Anatole  France  has  told  us,  in  a moving  story, 
the  fate  of  the  would-be  artist  who  had  every- 
thing prepared  in  his  lovely  studio  for  painting 
the  most  exquisite  picture,  but  whose  new  brushes 
never  touched  the  canvas,  because  he  waited  for 
the  inspiration  to  come.  “I  must  see  it,”  he 
kept  saying,  and  it  never  showed  up.  Finally, 
on  his  death  bed,  in  his  last  gasp,  he  breathed  his 
lament,  “I  do  not  see  it  yet,”  or  words  to  that 
effect.  None  of  these  incompetent  individuals 
were  psychopaths.  They  were  merely  dreamers 
caught  in  an  intricate  cogwheel. 

Among  those  who  failed  to  fit  into  any  niche 
were  the  authentic  lazy  ones  who  came  to  the 
“ville  lumiere”  ostensibly  to  study  and  climb 
the  intellectual  ladder,  but  in  reality  had  noth- 
ing to  do  there  or  anywhere  else.  They  were 
human  wreckage.  I saw  them  in  Germany  and 
Austria  also,  where  they  were  registered  in  the 
universities  but  spent  their  time  in  the  “kaffee- 
haus.”  They  were  the  wealthy  students  who 
were  not  good  for  business  and  whose  fathers 
condescended  to  let  them  become  professionals 
or  at  least  acquire  an  academic  title  which 
they  almost  never  did.  As  a rule,  these  consti- 
tutionally idle  loafers  never  change.  They  die 
that  way.  Here  and  there  such  an  individual 
wakes  up  from  his  lethargy  and  whips  himself 
into  activity.  One  of  them,  a great  Spaniard, 
who  was  stagnant  for  many  years,  when  he  be- 
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gan  to  work,  toiled  hard  and  passionately  as  an 
anatomist  and  made  the  greatest  discoveries 
dealing  with  the  nerve  cells  and,  incidentally, 
achieved  celebrity. 

Now  idleness  or  even  laziness  can  be  a virtue 
or  a component  of  a philosophy  of  life.  Some- 
times, it  is  a semblance  only,  while  in  the  depths 
of  one’s  conscience  contemplation  or  creative 
work  goes  on  or  is  being  prepared.  But  true 
laziness,  when  extreme,  is  a symptom  of  mental 
maladjustment.  Persons  with  dormant,  laggard 
habits,  if  not  mentally  dull,  really  feel  that  their 
lives  are  empty,  but  they  never  follow  the  advice 
of  the  signs  in  some  offices:  “If  j7OU  have  noth- 
ing to  do,  don’t  do  it  here.”  They  live  and  un- 
intentionally the}7  realize  better  than  the  rest  of 
us  that  existence  is  aimless.  We  create  our  own 
aims,  but  they  are  incapable  of  doing  so. 

Nor  are  such  individuals  rare.  Every  com- 
munity has  some,  just  as  it  has  its  idiot  and  its 
insane.  In  one  town,  the  fable  goes,  the  inhabi- 
tants, pitying  an  asocial  person,  were  feeding  him 
until  one  day  they  decided  that  he  was  a bad 
example  for  the  children.  They  put  him  in  an 
ox-cart  and  dumped  him  in  a barn  some  distance 
from  the  center  of  the  town.  There  he  was  left 
with  a large  burlap  bag  full  of  tack  and  was  told 
that  he  would  get  one  bag  once  a month.  The 
sluggish  but  irrepressible  fellow  then  asked 
languidly,  “But  are  the  crackers  soft?” 

The  idea  that  all  the  jobless  are  lazy  or  men- 
tally abnormal,  however,  is  nonsense.  It  is 
propagated  by  people  whose  means  permit  them 
never  to  work  or  by  those  without  experience  in 
life.  Instead  of  seeing  unemployment,  itself  the 
result  of  social  problems,  as  a cause  of  poverty 
w'ith  all  its  attendant  and  untoward  effects,  they 
regard  individual  poverty  as  a result  of  unwilling- 
ness to  work.  Even  some  scientists,  in  their 
studies  of  dependency,  list  as  factors  leading  to 
poverty  such  personal  troubles  as  the  following : 
old  age,  corporal  defects,  death  in  the  family, 
misconduct,  alcoholism,  shiftlessness,  dishonesty, 
criminality,  roving  disposition,  ignorance,  acci- 
dent, laziness,  obstinate  refusal  to  work.  Each 
item  is  a truth,  but  it  is  contained  in  a big  un- 
truth. Each  represents  unscientific  thinking 
and  puts  the  cart  before  the  horse.  Pauperism, 
as  such,  is  a misnomer,  and  if  we  are  to  include 
under  it  all  the  idle  who  are  a burden  on  some- 
body’s back,  we  may  throw7  together  people  who 
are  socially  far  apart  from  each  other. 

There  must  be  something  sympathetic  in 
irregular  people,  in  people  in  rags,  because 
children  take  to  them.  Or  is  it  they  who  love 
the  children  and  the  latter  answer  in  kind? 

A girl,  whose  father  was  rich,  had  w'hat  is 
usually  called  a good,  enviable  education,  but 


which  was  planned  entirely  by  her  relatives. 
They  wanted  her  to  be  a great  pianist  and  a col- 
lege graduate.  She  submitted  and  made  her 
family  happy,  but  within  herself  this  submission 
was  but  an  effort  to  please.  She  had  no  ambition 
to  win  a diploma  and  no  inclination  whatever 
toward  any  kind  of  learning,  art,  or  school  disci- 
pline. Coaxing  her  to  do  things  above  her 
ability  and  to  live  up  to  an  artificial  reputation 
was  successful,  but  it  cost  a heavy  price.  When 
she  awoke  from  this  enslaving  upbringing,  she 
detested  herself  and  hated  her  parents.  She 
left  them  and,  refusing  their  help,  she  entered 
upon  a life  of  depravity  which  respected  nothing. 
She  was  suffering  from  no  psychosis,  just  from 
misconduct.  Here,  wealth  had  the  same  effect  as 
poverty.  Les  extremes  se  touchent. 

A man  of  twenty-seven  suffered  from  a slight 
anxiety  neurosis.  He  was  “nervous,”  jittery, 
bit  his  nails,  could  not  hold  a job,  and  mastur- 
bated excessively.  He  had  friends  and  even 
met  girls,  but  he  was  not  deeply  attached  to 
them.  He  had  studied  for  the  priesthood  and 
had  given  it  up,  but  regretted  his  decision.  In 
reality,  he  had  never  desired  to  become  a church- 
man. His  family,  nowT  disappointed,  their  hope 
and  egotism  frustrated,  chased  him  from  their 
house.  He  drifted  and  slowly  sank  into  what  the 
Germans  used  to  call  the  “Lumpen-Proletariat.” 

A young  woman,  well-developed  at  sixteen, 
loved  a man  to  whom  the  parents  were  strongly 
opposed.  “He  was  of  another  religion  and  she 
was  too  jroung,”  was  their  objection.  Her 
lover  disappeared  and  she  was  unhappy,  but  her 
parents  continued  to  give  her  a large  allowance 
which  she  spent  on  drinking  and  other  sprees. 
She  was  amoral,  irresponsible,  sexually  pro- 
miscuous only  rarely,  but  mentally  quasi- 
normal. When  she  received  nothing  from  home, 
she  worked  a day  here  and  a day  there.  Then, 
for  a few  years,  she  was  a manicurist  in  a barber 
shop.  She  said,  “I  look  at  those  bojrs  and  girls 
and  I laugh.  I don’t  feel  like  going  with  them. 
Not  any  more.  Long  ago,  yes.  I used  to  dress 
three  times  a dajr.  I dressed  to  kill.”  Later, 
she  acquired  pulmonary  tuberculosis  and  was 
unable  to  work.  She  met  a sailor  and  thought 
she  could  live  with  him  for  the  rest  of  her  life, 
but  he  disappointed  her.  This  was  how  she  told 
her  stor\- : 

“I  was  going  home,  I had  a furnished  room,  but 
somebody  followed  me  and  the  first  thing  I saw, 
a drunken  sailor  parked  himself  on  my  floor  and 
fell  fast  asleep.  The  next  day  he  was  nice  to  me 
and  he  said  from  then  on,  I’d  not  have  to  work. 

I sort  of  liked  him  and,  you  know,  if  you  want 
something  you  give  something.  After  a while, 
he  started  to  treat  me  rough  and  when  I com- 
plained to  his  friends,  he  would  say,  ‘I  don’t 
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really  beat  her,  I’d  slap  her,  but  I don’t  mean  it. 
I’d  give  her  everything  in  the  world.’  Then  one 
day,  I cooked  a nice  supper  for  him  and  waited, 
but  he  stood  me  up.  So  I went  down  and  had  a 
drink.  And  a fellow  came  along.  I saw  a face 
and  I was  faintly  attracted.  But  what  has  he 
got  to  be  so  short  for?  Still,  I didn’t  give  up. 
He  would  sit  that  distance  from  me,  three  yards, 
you  would  think  he’d  bridge  that  space,  no!” — 
She  finished  with  a fit  of  coughing. 

Since  that  day,  she  never  came  near  any  man. 
She  registered  in  the  city  welfare  office  for  relief. 

A man  brought  me  his  manuscript  for  an 
opinion.  I protested  that  I was  neither  a critic, 
nor  an  editor,  nor  a professor  of  literature,  but  he 
wanted  me  to  read  at  least  the  pages  dealing 
with  insanity  in  one  of  his  heroes.  I told  him 
that  the  stuff  was  incorrect  but  that  a publisher 
might  like  it.  He  replied,  “Oh  no,  I thought 
myself  that  it  had  no  value.”  He  tore  up  the 
pages  and  tossed  them  into  my  waste  basket. 
He  made  a living  as  a violinist.  Long  ago,  he 
had  had  aspirations  to  greatness,  but  now  he 
played  only  in  the  theater,  during  intermissions, 
and  hated  it:  “Who  the  hell  pays  any  attention 
to  us?”  One  day  he  discontinued  that  job,  and 
together  with  two  more  musicians,  he  began  to 
walk  the  streets  and  into  the  yards:  “I  prefer 
plain  people,  they  don’t  know  anything,  but  they 
listen.”  He  also  painted,  and  once,  when  he 
finished  a picture  and  wanted  to  carry  it  to  an  art 
dealer,  he  happened  to  go  into  a department  store 
and  for  the  first  time  noticed  on  the  walls  some 
originals  which  nobody  saw.  He  then  went  to 
his  room  and  slashed  the  canvas. 

One  student  failed  at  mathematics;  therefore, 
he  made  a special  effort  to  be  a mathematician. 
He  flunked  again  and  again.  Overcompensation 
did  not  work  in  this  case.  He  did  some  original 
work  in  that  specialty,  but  he  could  not  pass  an 
examination.  Being  embittered  and  without 
support  from  anyone,  he  left  the  school,  at  first 
“temporarily,”  to  do  any  menial  work  he  could 
find.  However,  he  never  returned,  and  when 
I knew  him,  he  was  selling  in  the  streets,  hot 
chestnuts  in  the  winter  and  ice  cream  in  the 
summer.  Xot  having  a license,  he  was  harassed 
by  the  police  and  often  dragged  to  court,  and 
what  with  the  fines,  he  earned  very  little. 

He  illustrated  those  sorry  episodes  thus: 
“The  common  fine  is  two  dollars.  But  one  day, 
I stopped  with  my  handwagon,  my  rolling  store, 
on  a forbidden  corner  because  a few  customers 
wanted  my  cream  at  the  same  time.  I came  be- 
fore the  stiffest  judge  on  the  bench  and  he  im- 
posed the  highest,  five  dollars.  I had  only  four 
and  a half  and  I had  to  spend  three  days  in  the 
Tombs  prison.  It  wasn’t  bad — a clean  cot, 
better  food  than  I get  on  the  outside,  nobody  hits 


you.  There  are  all  kinds  of  people,  those  arrested 
for  loitering,  for  begging,  for  lying  on  the  sidewalk 
drunk,  and  such.  The  real  nuts  are  taken  to 
Bellevue.” 

This  flotsam  and  jetsam  of  humanity  is  in  and 
out  of  detention  houses.  There  are  many  -. 
thousands  in  every  large  city.  They  are  not 
real  derelicts,  just  nuisances  to  organized  and 
orderly  society,  festering  sores  indirectly  caused 
by  all  of  us  and  about  whom  honest  thinkers  are 
rightfully  ashamed.  They  are  the  disreputable 
sinners  and  the  harlots  who  trod  after  the  Lord  of 
the  Xew  Testament  and  were  welcomed  by  Him. 
They  are  also  the  temporary  or  permanent 
tramps  and  hoboes.  They  cannot  be  dismissed 
or  put  out  of  the  wav. 

Of  course,  their  hunted  existence,  their  inferior 
social  position,  their  feeling  of  guilt,  their  in- 
efficacy and  inadequacy  in  practical  affairs,  and 
their  frustration  fashion  their  minds,  so  that  they 
cannot  be  entirely  normal.  However,  they  are 
not  necessarily  abnormal  either  but  somewhere  in  . 
between.  They  have  become  sidetracked  in  the 
first  place  through  no  fault  of  theirs  but  through 
social  conditions,  and  then  their  lowered  station 
drops  them  even  further  into  the  mire  of  indecent 
living. 

Xone  of  these  cases  belongs  in  the  classification 
of  psychoses  unless  in  an  elusive  form.  These 
people  are  derailed  individuals.  But  so  are  others 
who  otherwise  do  not  enter  into  the  impecunious 
class,  the  ruined  personalities  mentioned  above, 
the  spoiled  sons  of  the  wealthy  and  rugged 
pioneer  industrialists,  the  incompetent  inheritors 
of  fortunes,  and  the  charlatans  who  thrive 
around  them,  those  with  glib  tongues  and  per- 
sonable appearances,  those  whom  society  has 
kicked  upstairs,  parasites,  spendthrifts,  devoid  of 
ideas,  and  without  initiative. 

Among  the  psychopathic  personalities,  we  may 
even  include  some  successful  “arrivistes,”  who 
elbow  and  push  to  attain  prosperity  by  hook  and 
by  crook,  personalities  partly  created  by  circum- 
stances and  partly  by  an  attitude  of  not  caring 
about  other  people’s  lives.  The}'  “sell”  them- 
selves, they  intrude,  they  overawe.  They  have 
no  scruples,  they  easily  become  renegades,  and 
they  are  usually  on  the  side  of  those  in  power. 
Their  humble  friends  envy  and  admire  them  as 
triumphant  conquerors.  They  are  accepted  as 
“practical,”  “capable,”  and  “great”  persons. 
Their  “talent”  and  “knowledge”  is  taken  for 
granted.  I have  seen  them  not  only  in  the  com- 
mercial classes,  but  also  in  the  field  of  literature 
where  their  star  may  shine  for  a brief  period,  but 
their  empty  bluff  brings  them  only  an  income  and 
temporary  recognition.  They  are  present  wher- 
ever something  can  be  gained  without  risk  or 
effort. 
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Here  and  there,  those  whose  wrong  personalities 
are  not  sufficiently  complete  in  their  own  way, 
fail.  They  waver  too  much,  they  lack  strength, 
or  their  power  is  borrowed.  Their  energy  is  led 
by  ambitious  partners,  sometimes  also  to  failure. 

I was  acquainted  with  the  case  of  a man  who 
was  a faithful  and  financially  poor  labor  leader. 
His  was  a potentially  psychopathic  personality. 
He  had  some  dormant  aspirations  to  wealth  but 
lacked  audacity.  As  soon  as  he  married  a girl 
with  greater  mental  vigor  than  his,  she,  together 
with  her  mother,  a fiery  female,  did  all  they 
could  to  destroy  whatever  idealism  he  still  had 
and  awakened  in  him  his  old  lust  and  longing  for 
personal  social  advancement.  I warned  them 
about  a possible  inner  clash  and  catastrophe,  but 
they  listened  only  to  themselves.  Encouraged 
by  the  women,  he  changed  at  once.  Within  a 
short  time,  he  betrayed  his  own  beliefs,  climbed 
many  social  steps,  and  was  on  his  way  to  becoming 
a professional  politician.  But  he  finally  proved 
to  be  too  soft  for  that  career.  He  still  preserved 
a remnant  of  a “conscience,”  and  that  was  his 
undoing.  He  became  mentally  depressed  or 
perhaps  shrouded,  and  disappeared  from  the 
scene.  His  in-laws  had  to  provide  both  for  him 
and  for  his  family.  Within  a few  years  his  spark 
of  maladjustment  was  transformed  into  a flame 
of  psychosis. 

Some  of  these  personalities  are  normal  because 
their  lives  have  been  smooth,  but  they  are 
potentially  abnormal.  Situations  which  the 
average  mind  can  face  and  cope  with  may 
amount  to  hard  problems  for  these  unadjusted 
individuals  who  cannot  tackle  them  and  who 
then  must  take  refuge  either  in  inactivity  or  in 
unusual,  often  illegal,  actions.  Although  their 
intelligence  may  be  adequate,  under  stress  they 
resemble  the  deficient  persons  who  also  fail  to 
function  without  guidance  when  confronted  with 
difficulties.  Both  these  types  contribute  their 
share  to  criminality,  one  because  of  his  inability 
to  distinguish  between  what  we  call  “right  and 
wrong,”  the  other  because  he  is  baffled  and  does 
not  know  the  proper  way  out. 

After  all,  crime  is  relative.  It  is  either  “sin” 
or  an  offense  against  “morality,”  but  chiefly  it  is 
an  act  punishable  by  law.  Yet  taboos,  ethics, 
and  laws  are  changeable  in  the  course  of  time  and 
according  to  locality.  What  was  permitted 
yesterday  may  be  forbidden  tomorrow,  either  by 
public  opinion  or  by  courts.  What  is  accepted 
as  correct  behavior  in  the  antipodes  is  often 
condemned  in  our  own  land.  Indeed,  such  dif- 
ferences in  judgment  often  prevail  even  in  the 
same  communities,  if  various  social  circles  are 
considered. 

Our  viewpoint  regarding  which  actions  are 


honorable  and  which  dishonorable  changes  not 
only  in  such  exceptional  circumstances  as  those  in 
wartime  but  also  under  many  normal  conditions. 
All  written  and  unwritten  rules  are  subject  to 
evolution  and  undergo  frequent  transformations 
according  to  social  shifts  and  social  progress. 
This  results  in  overlapping  and,  therefore,  in 
confusion,  especially  to  twilight  mentalities. 

And  so  we  see  not  only  crime  and  the  concep- 
tion of  what  is  crime  presenting  a different  aspect 
in  different  periods,  but  criminals  originating 
from  newer  and  ever-changing  strata  of  society. 
The  individuals  exposed  to  criminality,  however, 
usually  present  the  same  mentalities.  Among 
the  many  from  whom  lawless  people  are  recruited 
we  always  have  those  who  are  at  the  fringe  of 
abnormality  and  whose  guilt  is  therefore  question- 
able. That  is  the  reason  why  not  only  sociologists 
and  law  students  but  physicians,  in  general,  and 
mental  doctors,  in  particular,  are  interested  in  the 
semipsychopathic  lawbreakers. 

Crime,  of  course,  has  much  wider  connotations 
also.  There  are  organized  criminals,  group 
offenders,  and  public  exploiters  acting  within  the 
law.  They  congregate  not  only  because  of  simi- 
lar interests  and  social  tendencies  but  also  be- 
cause of  their  analogous  minds.  Some  of  these 
dishonest  practices  have  been  revealed  recently, 
but  no  exposure  has  really  gone  to  the  roots. 

One  of  the  important  causes  both  of  crime  and 
of  mental  disturbance  is  the  money  complex 
which  is  so  widespread  in  present  society,  but 
possibly  more  prevalent  in  this  country.  Both 
from  my  clinic  work  and  from  mv  practice  I could 
quote  many  examples  of  people  who  have  be- 
come mentally  ill  because  of  their  frustrated  am- 
bition to  live  up  to  their  ideal  of  making  money 
easily  and  because  of  their  disappointment  in 
that  respect.  This  desire  has  been  inculcated  in 
them  by  directly  and  indirectly  harmful  educa- 
tion, often  to  the  exclusion  of  any  other  aim. 
Of  course,  some  of  these  victims  were  inclined  to 
mental  illness,  but  without  the  money  incitement, 
this  trend  might  have  remained  dormant. 

Such  tendencies,  instead  of  resulting  in  light  or 
advanced  mental  disorder,  often  result  in  the 
individual’s  turning  to  criminality,  either  singly 
or  in  association  with  others.  This  situation  is 
not  limited  to  any  one  particular  social  class  or 
age.  That  is  why  we  have  both  adult  and  child 
delinquency. 

Children  and  adolescents,  lately  of  both  sexes, 
are  frequently  caught  in  the  same  gearwheel  as 
the  grown-up  criminals — the  get-rich-quick  idea 
and  the  money  “morality.”  But  immature  de- 
linquency is  a complicated  matter  where  many 
factors  are  involved  and  are  at  the  bottom  of  the 
evil,  the  wrong  upbringing,  the  parents’  influence, 
imitation  of  other  youngsters,  incorrect  schooling, 
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economic  conditions,  both  poverty  and  wealth, 
etc.  However,  a good  many  of  such  young 
people  are  mentally  abnormal,  suffering  either 
from  low  intelligence  or  from  disturbed  minds. 
They  are  either  psychopathic  personalities  or 
hypophrenics. 

The  Mexican  movie,  “The  Young  and  the 
Damned”  (Los  Olvidados,  the  “Forgotten 
Ones”)  is  a good  picture  of  what  happens  to 
boys  neglected  by  society.  It  shows  that  even 
if  these  boys  crave  rehabilitation,  it  is  impossible 
because  of  the  lack  of  love.  Our  own  cinematic 
description  of  the  “Dead  End”  kids  is  even  more 
instructive  because  of  the  comparison  between 
their  life  and  that  of  the  comfortable  or  wealthy 
children  of  the  neighborhood. 

I do  not  wish  to  be  misunderstood.  Not  all 
criminals  are  abnormal  or  irresponsible.  Here 
are  contrasting  examples,  illustrating  both  illegal 
tendencies  and  real  crime  in  two  individuals. 

In  one  case  there  is  a powerful  obsession  in  a 
mental  patient  that  may  become  outspoken  at 
any  time  if  conditions  prove  favorable  for  com- 
mitting a crime.  The  fuel  is  there;  in  this  case 
it  is  hate.  Only  the  spark  is  missing,  and  it  may 
be  supplied.  In  the  other  there  is  cool,  planned, 
calculated  crime  in  a person  who  apparently  lacks 
the  excuse  of  abnormality. 

The  young  man  whose  story  I am  about  to  re- 
late had  no  unusual  features.  When  his  face 
was  relaxed,  it  was  agreeable.  Only  an  ex- 
perienced observer  of  physiognomies  could  have 
noticed  at  a more  tense  moment  in  the  conversa- 
tion, a sudden  seriousness,  an  unexpected  fold 
between  the  eyebrows,  and  a tightening  of  the 
lips,  none  of  which  would  be  of  any  significance  in 
other  people. 

He  had  a small  arsenal  hidden  in  liis  house  and 
always  carried,  close  to  his  body,  either  a hatchet, 
a chisel,  or  a long,  sharp  knife,  and  walked  in 
dark  city  blocks  searching  for  somebody,  not  any- 
body in  particular,  to  kill.  He  toyed  with  the 
thought  of  a sudden  assault  and  of  planting  the 
cold  steel  into  the  chest  of  some  unknown  passer- 
by. He  enjoyed  the  idea,  and  this  probably  was 
satisfactory  enough,  as  well  as  a substitute  for  the 
real  crime.  Of  course,  he  would  have  relished 
the  actual  slaying  more  than  the  craving.  He 
was  not  somber  or  self-reproachful.  His  fingers 
tingled  with  pleasure  at  the  expectation  of  a per- 
fect assassination.  No,  he  would  not  have  re- 
gretted it,  he  was  sure.  If  he  had  not  done  it  so 
far,  it  was  because,  as  he  said,  he  didn’t  want  to 
lose  his  freedom.  He  accused  himself  of 
“cowardice”  and  kept  postponing  the  act,  in 
the  meantime,  dispatching  as  many  animals  as 
he  could.  The  real  deed  would  have  given  him 
great  relief,  he  stated  again  and  again. 

Of  course,  he  had  had  a horrible  existence  since 


his  birth.  To  mention  only  one  chapter  of  his 
history,  his  mother  was  unknown  to  him,  and  he 
lived  with  his  father,  whom  he  hated  heartily. 
Indeed,  the  latter  was  one  of  his  latent  targets. 
Sometimes  his  manners  brought  to  mind  Raskol- 
nikov, as  described  by  Dostoievsky.  The  boy 
was  schizophrenic,  but  able  to  hold  a good  job 
and  to  earn  more  than  he  needed. 

Extreme  schizophrenics,  particularly  the  para- 
noid types,  are  expected  to  behave  violently  and 
in  the  most  unforeseen  way.  A man  of  mature 
years,  with  a shady  occupation,  had  consciously 
declared  relentless  war  on  society,  but  he  was 
otherwise  well  adjusted  and  living  ostensibly  in 
the  nicest  manner  with  his  family  until  something 
unforeseen  happened.  In  this  instance,  too,  the 
man’s  upbringing  was  to  blame,  but  the  fault 
extended  outside  his  family  and  had  to  do  with 
the  entire,  overconservative  community  and 
provincial  town  life  of  his  childhood  and  adoles- 
cence. 

None  of  the  antisocial  persons  I have  seen  were 
so  typical  and  complete  as  this  man  who  shame- 
lessly conceded  that  he  was  a bookmaker,  a horse 
player,  a gambler,  an  organizer  of  crime  (al- 
though he  himself  never  committed  one),  and  in 
constant  association  with  the  underworld.  In- 
deed, some  of  the  slang  and  obscene  terms  he 
used  in  describing  himself  and  his  various  con- 
tacts were  new  to  this  examiner.  Lately,  his 
pursuits  had  centered  mainly  around  the  dis- 
posing of  stolen  goods  brought  in  by  his  under- 
lings, and  a few  times  yearly  he  figured  as  a dis- 
tant leader  of  gangsters  in  a larger  field,  a carefully 
planned  and  very  profitable  enterprise.  He  was 
known  as  a fair  “boss”  in  money  matters.  Al- 
though he  was  the  brain  of  his  band,  he  rarely 
exposed  himself  personally.  He  never  soiled  his 
hands,  either  in  reality,  or  figuratively.  Out- 
wardly, he  respected  conformity,  as  was  easy  to 
see  in  the  way  he  dressed.  In  spite  of  this 
cautiousness,  he  had  been  arrested  a number  of 
times,  but  he  had  managed  never  to  serve  a 
sentence,  he  proudly  said.  “You  know — a pull,” 
and  he  blinked  one  eye. 

Right  from  the  beginning,  he  made  his  amoral- 
ity  clear.  He  accepted  absolutely  nothing  that 
society,  through  its  organs  of  family,  school, 
church,  courts,  police,  state,  and  public  opinion, 
was  teaching.  He  consciously  battled  all  social 
agencies,  institutions,  and  ideas  and  regarded 
them  with  contempt  as  entirely  beneath  his 
dignity,  but  he  felt  no  compunction  in  cheating 
and  harming  anyone  intentionally,  whenever 
possible. 

He  did  not  care  to  work,  “No  bossing  for  me! 
No  sir-ee!”  He  gave  man)-  examples  showing 
how  horrible  it  was  to  have  a job  and  to  be 
disciplined.  “I’ll  never  be  a goodie  goodie,” 
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he  said.  On  the  contrary,  he  was  proud  of  hav- 
ing committed  all  sorts  of  crimes  either  directly 
or  through  sombody  else.  “You  name  it  and 
I’ve  done  it,”  he  added. 

He  despised  his  parents,  brothers,  sisters,  and 
the  constellation  of  his  grandparents,  uncles, 
aunts,  and  cousins  of  both  sexes,  and  was  careful 
never  to  meet  them.  When  he  described  his 
mother’s  sobbing,  he  said,  “She  slobbered.” 
In  spite  of  that,  he  now  had  a warm  spot  in  his 
heart  for  his  own  wife  and  children.  Like  some 
prostitutes  whom  I knew,  who  made  it  a point  to 
bring  up  their  children  decently,  he  never  in- 
formed his  family  of  what  he  was  doing.  They 
thought  vaguely  that  he  was  an  agent  for  a finan- 
cial broker  and  that  his  business  and  whereabouts 
outside  of  his  home  must  remain  secret.  His 
duplicate  residence  was  unknown  to  them.  At 
the  same  time,  his  partners  had  never  heard  about 
his  private  life.  Curiously  enough,  his  children 
w'ere  brought  up  in  a strictly  conventional  man- 
ner and  had  a great  opinion  of  him,  quoting  him 
on  all  occasions. 

Now  he  came  for  a consultation.  The  problem 
was  his  son  of  seventeen,  whom  he  wanted  me 
to  see  the  next  day.  Lately,  the  boy  had  been  in 
bad  company;  he  was  gambling  and  playing 
dice.  He  belonged  to  a shady  gang  of  youngsters 
and  attended  clandestine  meetings. 

“Doctor,  I am  despaired,”  he  cried,  “my  sacri- 
fice in  trying  to  live  two  separate  lives,  which  was 
hard  to  accomplish,  is  in  vain.  I wanted  so  much 
my  children  to  be  clean.  What  shall  I do?  Can 
you  help  me?” 

“Are  you  sure  that  your  family  is  completely 
unaware  of  the  source  of  your  income?” 

“Your  question  is  correct,  doctor.  It  seems 
that  my  conduct  could  not  be  kept  hidden  for- 
ever. It  has  leaked  out  and  I have  had  signs 
that  the  older  children  have  some  knowledge 
about  my  other  existence.” 

He  was  conscious  of  that  fact,  but  he  also 
realized  that  he  could  not  go  back  to  a normal, 
settled  living.  In  a sense,  he  was  the  prisoner  of 
his  business  companions.  Besides,  he  was  unable 
to  change  his  inveterate  conviction  about  the 
worthlessness  of  ordinary  social  life.  This 
attitude,  in  turn,  was  a consequence  of  his  own 
hated  relationship  with  poverty  all  through  his 
childhood,  with  a father  who  could  never  feed  all 
the  mouths  and  who  periodically  fell  into  spells 
of  drunkenness,  and  a mother  who  punished  the 
children  cruelly. 

The  most  antisocial  individuals  are  those  who 
do  not  care  to  be  adjusted  to  society  and  who 
hate  the  scheme  of  things  into  which  they  are 
born  without  trying  to  substitute  anything  else 
for  it  and  without  submitting  to  any  theory. 
Some  are  just  indifferent  to  everything  that  is  of 


interest  to  almost  all  of  us.  Others  are  destruc- 
tive, and  their  greatest  desire  is  to  annihilate  life. 

The  majority  of  small,  normal  children  would 
do  the  same  thing  innocently,  if  left  alone.  They 
may  realize  only  imperfectly  the  meaning  of  suf- 
fering in  another  being,  and  they  do  not  under- 
stand death  at  all.  If  that  tendency  continues 
beyond  early  childhood,  they  are  either  psycho- 
paths or  mentally  defective.  Some  people  belong 
to  one  or  the  other  of  these  categories  until  the 
end  of  their  days,  and  of  course  they  are  always 
dangerous. 

Those  in  whom  there  is  a struggle  between  the 
desire  to  kill  and  the  opposition  to  or  even 
repugnance  against  killing,  and  who  may  never 
really  commit  the  slightest  act  of  violence,  dread 
the  sight  of  a knife  or  a similar  object,  and  often 
hide  the  object.  Those  who  admit,  at  least  to 
themselves,  that  murder  is  their  aim  and  that 
they  would  love  to  fulfill  their  desire,  enjoy  the 
presence  of  any  destructive  tool,  and  they  may  be 
caught  gently  caressing  a gun. 

When  it  comes  to  lighter  crimes,  like  stealing, 
we  must  adopt  a broader  view.  No  one  in  early 
childhood  understands  private  property  as  we  do 
later  in  life.  A youngster  of  three  who  takes  a 
luscious  apple  from  a fruit  store  display  does  not 
really  steal  it.  If  his  little  comrade  holds  on  to  a 
toy  and  one  must  fight  with  him  to  get  it,  he  be- 
gins to  see  the  distinction  between  “mine”  and 
“thine,”  but  it  is  not  yet  clear  to  him  why  he 
cannot  have  “thine.”  When  admonished,  his 
answer  is  usually,  “I  need  it.” 

Now  some  people,  either  those  who  are  feeble- 
minded or  even  those  with  normal  intelligence  in 
all  other  matters,  continue  through  adolescence 
and  almost  to  maturity  with  an  unripe  impression 
regarding  the  sanctity  of  private  property.  A 
boy  who  steals  candy  from  his  classmate  in  ele- 
mentary school  is  aware  of  the  meaning  of  his 
action,  but  not  as  definitely  aware  as  he  would  be 
if  he  were  an  adult.  In  the  case  that  I have  in 
mind  the  boy’s  action  was  excusable  because  of  a 
severe  mother  with  strict  food  theories.  She 
thought  that  eating  sweets  was  unhealthy  and 
should  be  forbidden,  but  that  stealing  should  be 
also.  Therefore,  she  brought  him  to  me  as  a 
problem  and  was  horrified  at  the  idea  that  she 
was  rearing  a future  criminal.  However,  I found 
her  wrong  and  the  child  normal. 

A high-school  lad  in  his  last  term  took  the  long 
unused  car  of  a neighbor  and  went  on  a short 
vacation  to  New  York  to  see  his  parents.  When 
he  returned  to  Atlanta  and  put  the  vehicle  back 
in  its  old  place  he  was  amazed  to  face  the  police 
and  the  accusation  of  theft.  He  was  normal 
from  all  viewpoints. 

A college  student  who  was  considered  bright, 
as  far  as  mathematics  and  other  subjects  were 
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concerned,  was  not  so  intelligent  in  general 
matters.  He  was  praised  for  being  immersed  in 
his  studies,  for  staying  aloof  in  sports  and  from 
girls,  and  for  living  up  to  his  reputation.  At  his 
first  attempt  to  emancipate  himself,  he  appropri- 
ated a motor  boat  from  the  many  idle  ones 
moored  near  his  home  with  the  preposterous  plan 
to  sail  to  a distant  point.  Even  in  this  case  one 
could  find  palliating  circumstances. 

Another  young  man,  completely  feeble-minded, 
was  being  used  by  his  “friends,”  a gang  of  smart 
thieves,  as  a tool  in  their  operations.  When  the 
guardians  of  the  law  got  around  to  their  activi- 
ties, it  was  he  who  was  caught,  not  the  “friends.” 
He  never  benefited  from  his  larcenies.  Was  he 
really  guilty  or  responsible? 

The  youthful  users  of  narcotics  are  not  neces- 
sarily criminals.  They  have  been  corrupted  by 
others,  and  under  certain  circumstances  they 
may  plunge  into  an  underworld  of  crime  or  prosti- 
tution. Usually  the  menace  is  illness,  physical 
or  mental,  or  both. 

A judge  recently  said  in  an  interview,  “Xot  all 
the  so-called  delinquents  are  really  criminals. 
The  court  calendars  often  are  filled  with  children 
whose  offense  may  be  jumping  over  a subway 
turnstile,  hopping  on  a bus,  begging  alms,  or 


shining  shoes  without  a permit Large 

numbers  of  children  are  kept  in  jails,  sometimes 

alongside  hardened  criminals Some  of  the 

training  schools  beat  and  starve  the  children  as 
disciplinary  measures Juvenile  de- 


linquency swings  upward  during  a defense  prepa- 
ration and  further  upward  during  a war 


period The  child  who  steals  and  is  appre- 

hended is  legally  a delinquent ; the  one  who  steals 

without  being  apprehended,  is  not The 

girl  involved  in  sex  difficulties  in  a culturally  de- 
prived home  frequently  is  labeled  delinquent; 
the  one  from  a home  better  able  to  care  for  her  is 
not.”  This,  then,  is  the  voice  of  legal  experience. 

The  behavior  of  an  individual  depends  both 
on  his  mental  makeup  and  his  environment,  on 
bis  contact  with  other  living  beings  and  even  with 
the  inanimate  world.  Social  life  as  a cause  and 
background  for  both  normal  and  abnormal 
personal  behavior  is  not  always  clearly  visible. 
All  we  discern  are  results,  our  conduct,  our  ac- 
tions. and  reactions. 

It  is,  of  course,  often  necessary  to  evaluate  an 
individual,  but  it  is  impossible  to  do  so  correctly 
if  we  consider  him  or  her  as  an  isolated  being. 
The  fact  that  a judge  or  a jury,  no  matter  how 
honest,  finds  anyone  guilty  is  not  a certainty 
that  the  trial  has  been  perfectly  impartial  and 
unbiased  and  that  the  group  among  which  the 
condemned  person  was  living  failed  to  participate 
in  his  misdeed.  From  a higher  viewpoint, 
Ruskin  was  right  when  he  wrote,  “When  a murder 
occurs  in  a community,  all  the  members  of  that 
community  should  decide  by  lot  who  must  be 
hanged,  as  they  all  share  the  same  responsibility.” 
This  statement  is  exaggerated,  but  those  folks, 
knowingly  or  unknowingly,  have  had  something 
to  do  with  shaping  the  “criminal”  and  with  caus- 
ing the  crime. 

65  West  95th  Street 


DEFENSE  DEPARTMENT  PROPOSES  REGROUPINGS  IN  DOCTOR  DRAFT 


Defense  Department’s  proposals  for  amending  and 
extending  the  Doctor  Draft  law  were  disclosed  Feb- 
ruary 12  at  a Pentagon  meeting  attended  by  repre- 
sentatives of  the  A.M.A.  and  eight  other  profes- 
sional associations.  In  brief,  the  main  provisions 
include  the  following: 

1.  All  registrants  except  those  in  the  present 
Priorities  I and  II  to  be  divided  into  two  groups., 
First  to  be  taken,  those  with  no  military  sendee 
who  would  be  inducted  by  age,  with  the  youngest 
going  first.  Next,  those  who  have  had  active  duty, 
with  those  having  the  least  active  duty  inducted 
first.  (Those  remaining  in  the  present  Priorities 
I and  II  to  be  called  immediately  on  expiration  of 
deferrals. ) 


2.  Maximum  age  for  inductions  would  be  main- 
tained at  fifty-one.  (A  lower  maximum  had  been 
discussed  informally.) 

3.  Men  called  to  duty  as  resendsts  would  be 
commissioned  in  grades  “commensurate  with  pro- 
fessional education,  experience,  or  ability”:  in  other 
words,  current  arbitrary  limitations  on  numbers  of 
higher  commissions  would  be  waived  in  case  of 
medical  officers. 

4.  Other  provisions — law  to  expire  July  1.  1955: 
national  and  state  advisory  committees  continued 
and  strengthened:  World  War  II  sendee  with  co- 
belligerents recognized  for  purposes  of  Doctor  Draft ; 
$100  special  pay  not  disturbed.  Reserve  commis- 
sions would  terminate  upon  completion  of  stipu- 
lated active  sendee. — A. M. -4.  TUa-s/ifnyton  Letter 


A NEW  NERVOUS  PATHWAY  FOR  MENIERE’S  DISEASE 

Samuel  Rosen,  M.D.,  New  York  City 
( From  the  Department  of  Otolaryngology,  Mount  Sinai  Hospital) 


Meniere,  in  1861,  described  a new  clinical  en- 
tity consisting  of  paroxysmal  vertigo, 
deafness,  tinnitus,  nausea,  and  vomiting.1  He 
pointed  to  the  internal  ear  as  the  source  of  these 
symptoms,  basing  his  concept  on  applied  knowl- 
edge gained  from  experimental  physiology. 
Meni&re  described  four  types  of  recurring  vertigo : 
(1)  Severe  rotatory  vertigo  of  sudden  onset  lasting 
several  hours,  with  nausea  and  vomiting  brought 
on  by  motion  of  the  head ; (2)  unsteadiness  with 
veering  off  to  one  side ; (3)  a to-and-fro  or  up-and- 
down  movement;  and  (4)  vertigo  in  which  the 
patient  is  suddenly  thrown  to  the  ground  by 
severe  vertigo,  with  nausea  and  vomiting.  Be- 
tween the  attacks  of  vertigo  described  above,  the 
patient  experiences  milder  vertigo  on  sudden 
movement  of  the  head,  in  bending,  or  lying  down, 
or  getting  up  in  bed.  Occasionally  the  symp- 
toms of  Meniere’s  disease  may  be  simulated  by 
cardiovascular  disease,  multiple  sclerosis,  eighth 
nerve  tumor,  lues,  etc.  These  are  not  cases  of 
true  Meniere’s  disease  and  are  not  included  in 
this  presentation. 

Little  has  been  added  to  the  description  of  this 
affliction  since  1861.  Meniere  predicted  that 
microscopic  study  of  the  internal  ear  would  sup- 
port his  opinion  that  the  internal  ear  is  the  seat  of 
the  disturbance.  Over  seventy  years  later,  his 
prediction  was  realized  when  Hallpike  and 
Cairns,  in  1938,  presented  the  first  histologic 
findings  in  two  cases  of  Meniere’s  disease,  a dila- 
tation of  the  ductus  cochlearis  with  secondary 
dilatation  of  the  utricle  and  saccule  in  the  vesti- 
bule (glaucoma  of  the  labyrinth).2  These  histo- 
logic findings  in  the  internal  ear,  which  have  been 
confirmed  frequently,  account  for  the  cochlear  as 
well  as  the  vestibular  symptoms. 

Various  hypotheses  have  been  projected  to  ex- 
plain the  mechanism  of  the  change  in  the  internal 
ear  which  gives  rise  to  the  vertigo,  deafness,  tin- 
nitus, nausea,  and  vomiting.  Some  of  the  cur- 
rent ones  are  (1)  vasomotor  changes  in  the  laby- 
rinth, (2)  compression  of  the  cells  of  the  organ  of 
Corti  by  excessive  endolymph,  (3)  allergy,  and 
(4)  parasympathetic-sympathetic  imbalance.  All 
these  and  other  theories  agree  with  Meniere  that 
the  seat  of  the  symptoms  resides  solely  in  the  in- 
ternal ear.  Treatment  is  thereby  directed  to  the 
internal  ear.  Medical  treatment  is  usually  in- 
effective. Present-day  surgery  destroys  the  in- 
ternal ear  completely,  both  the  labyrinthine  and 
cochlear  functions.  This  radical  surgical  attack 
on  the  problem  becomes  more  complicated  when 


one  realizes  that  a significant  number  of  patients 
subsequently  develop  the  affliction  on  the  sup- 
posedly healthy  side.  The  destructive  opera- 
tion, which  causes  total  deafness,  seems  a heavy 
price  to  pay  to  get  rid  of  the  vertigo. 

Is  such  radical  surgery  always  necessary?  Is 
the  internal  ear  the  only  structure  from  which 
the  Meniere’s  attacks  derive?  Are  there  other 
structures  and  pathways  in  the  nervous  system 
which  also  could  be  responsible  for  the  vertigo, 
deafness,  tinnitus,  nausea,  and  vomiting?  Can 
the  Meniere’s  attacks  occur  on  the  side  of  an  al- 
ready destroyed  internal  ear  where  total  loss  of 
labyrinthine  function  and  total  loss  of  hearing  al- 
ready exist? 

It  is  the  purpose  of  this  paper  to  demonstrate 
for  the  first  time  since  Meniere  (1861),  that  the 
internal  ear  is  not  the  exclusive  seat  of  Meniere’s 
disease,  that  other  nerve  structures  and  pathways 
are  involved  in  this  disabling  affection,  and  that 
severe  Meniere’s  attacks  do  occur  on  the  side 
of  a dead  labyrinth. 

Recently,  Rosen  demonstrated  for  the  first 
time  that  electrical  stimulation  of  the  isolated 
chorda  tympani  nerve  in  man  gave  sonic  and 
equilibratory  responses.3-6  This  was  done  under 
local  anesthesia  by  lifting  the  lower  portion  of  the 
drum,  thus  exposing  the  chorda  tympani  in  the 
tympanic  cavity.  Patients  so  stimulated  re- 
ported hearing  various  sounds  such  as  “hissing, 
buzzing,  roaring,  ringing,  bubbling,”  etc.,  and 
some  experienced  severe  rotatory  vertigo  similar 
to  the  vertigo  of  the  Meniere’s  attack. 

Rosen  also  reported  the  effect  of  sectioning  the 
chorda  tympani  alone  or  together  with  Jacob- 
son’s tympanic  plexus  in  14  cases  of  Meniere’s 
disease.3’6  In  all  14  patients  the  hearing  and 
vestibular  functions  were  preserved.  In  11  pa- 
tients the  disabling  attacks  of  vertigo  ceased,  and 
in  two  the  attacks  persisted.  In  one  patient  the 
tinnitus  disappeared  altogether,  in  seven  it  was 
no  longer  annoying,  and  in  six  the  tinnitus  was 
unaffected.  In  one  patient,  a thirty-six-year-old 
female,  the  chorda  had  been  sectioned  over  three 
years  before  for  severe  fluctuating  deafness  at  all 
frequencies,  severe  tinnitus,  and  fullness  in  the 
left  ear  of  several  years  duration.  After  the 
chorda  was  sectioned  the  hearing  returned  to  a 
useful  high  level  and  has  remained  so,  and  the 
tinnitus  and  fullness  are  almost  absent. 

How  can  these  sonic  and  equilibratory  func- 
tions of  the  chorda  tympani  be  explained?  The 
following  explanation  for  the  above  phenomena 
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Fig.  1.  Connections  of  the  facial  nerve  in  the  temporal  bone.  Note  the  branch  of  the  nervus  inter- 
medius  communicating  with  the  vestibular  portion  of  the  eighth  nerve  in  the  internal  acoustic  canal. 
( Cunningham : Textbook  of  Anatomy,  8th  ed.) 


seems  logical.  Anatomically,  the  chorda  tym- 
pani  nerve  continues  upward  from  the  geniculate 
ganglion  as  the  nervus  intermedius  (nerve  of 
Wrisberg).  The  functions  of  the  chorda  tym- 
pani  and  the  nervus  intermedius  are  similar  in  all 
known  respects.  Since  they  are  a part  of  the 
same  sensoryr  system,  they  may  be  regarded 
functionally  as  one  and  the  same  nerve,  namely, 
chorda-intermedius,  or  intermedius-chorda.  The 
nervus  intermedius,  in  its  course  upward  from  the 
geniculate  ganglion,  communicates  with  the 
vestibular  branch  of  the  eighth  cranial  nerve  in  the 
internal  auditory  canal  (Fig.  1,  Cunningham’s 
Anatomy)  then  continues  centrally  to  join  the 
tractus  solitarius  and  to  end  in  the  seventh  sensory 
nucleus  in  close  relationship  with  the  vestibular 
and  cochlear  nuclei  (Fig.  2).  By  this  pathway, 
impulses  along  the  chorda  tympani-nervus  in- 
termedius could  affect  the  vestibular  function 
peripherally  and  both  vestibular  and  cochlear 
functions  centrally.  This  pathway  makes  in- 
telligible the  results  of  chorda  tympani  stimula- 
tion in  man  (vertigo  and  tinnitus)  and  offers  an 
explanation  for  the  cessation  of  vertigo  and  relief 
of  tinnitus  obtained  by  section  of  the  chorda  tym- 
pani in  Meniere’s  disease. 

Therefore,  the  above  results  of  experimental 
stimulation  of  the  chorda  tympani  and  the 
cessation  of  vertigo  on  a chorda  section  in 
Meniere’s  disease  lead  to  the  inescapable  in- 
ference that  the  internal  ear  is  not  the  sole, 
exclusive  portion  of  the  nervous  system  from 
which  the  symptoms  of  Meniere’s  disease  derive, 
that  these  symptoms  may  be  mediated  by  way  of 


sonic  and  equilibratory  afferent  fibers  in  the  chor- 
da tympani,  thence  via  the  nervus  intermedius 
and  its  peripheral  and  central  connections.  This 
pathway  bypasses  the  internal  ear  altogether 
(Fig.  2)  and  could  be  responsible  for  the  vertigo, 
timiitus,  and  deafness  of  Meniere’s  disease  en- 
tirely independently  of  the  internal  ear. 

The  above  explanation  was  tested  in  two  pa- 
tients with  severe  Meniere’s  disease  on  the  side  of 
an  already  dead  labyrinth.  In  both  patients,  the 
other  ear  was  normal  in  all  respects.  Section  of 
the  chorda  tympani  in  both  patients  was  followed 
by  cessation  of  the  vertigo  and  almost  complete 
cessation  of  the  tinnitus. 

Case  Reports 

Case  1. — J.  S.,  male,  age  fifty-five  years,  was  ad- 
mitted to  Mount  Sinai  Hospital  on  December  20, 
1950,  complaining  of  severe  paroxysmal  attacks  of 
rotatory  vertigo  which  suddenly  threw  him  to  the 
ground.  These  were  accompanied  by  a roaring 
low-pitched,  as  well  as  high-pitched,  whistling 
tinnitus  in  the  right  ear.  During  an  attack  of  ver- 
tigo, four  months  before  admission,  the  patient 
fell,  struck  his  head,  and  sustained  a fracture  of  the 
skull  through  the  right  petrous  pyramid.  Because 
of  the  severe  and  frequent  Meniere’s  attacks  (severe 
vertigo  and  tinnitus  which  had  persisted  since  the 
skull  injury),  the  patient  was  unable  to  work.  Fol- 
lowing the  skull  fracture  there  was  total  absence  of 
caloric  response  and  total  loss  of  hearing  on  the  right 
side.  Ail  findings  in  the  left  ear  were  normal,  and 
repeated  examinations  gave  the  same  results.  Physi- 
cal, neurologic,  metabolic,  and  cardiovascular  stud- 
ies were  negative. 

On  December  23,  1950,  under  local  anesthesia,  the 
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Fig.  2.  Diagram  of  the  relations  of  the  chorda 
I tympani  nerve,  nervus  intermedius,  vestibular 
i nerve,  nerve  of  Jacobson,  and  central  connections. 

(right  chorda  tympani  was  sectioned.  There  has 
been  no  recurrence  of  the  vertigo  since  operation, 
| and  the  tinnitus  is  almost  gone.  The  patient  has 
| worked  steadily  since  his  chorda  was  sectioned. 

Before  the  chorda  was  sectioned  it  had  been  stim- 
ulated several  times  electrically.  Each  stimula- 
tion caused  a marked  increment  in  the  tinnitus  and 
severe  rotatory  vertigo. 

Case  2. — H.  S.,  male,  age  thirty-seven  years,  con- 
tracted mumps  in  August,  1948.  On  the  twelfth 
day  of  the  mumps  there  was  sudden  onset  of  buzzing 
and  whistling  tinnitus  in  the  left  ear  and  severe  ro- 
tatory vertigo.  Within  thirty-six  hours  there  was 
total  deafness  and  complete  loss  of  caloric  irritability 
on  the  left  side.  The  hearing  before  the  mumps  had 
always  been  normal  in  both  ears.  All  findings  in 
the  right  ear  were  normal  and  have  remained  so. 
Tinnitus,  however,  persisted  in  the  left  ear.  The 
vertigo  present  at  the  onset  of  the  deafness  gradu- 
ally subsided  and  disappeared  for  several  months. 


From  June,  1949,  until  October,  1951,  the  severe 
attacks  of  rotatory  vertigo  recurred  frequently  and 
persisted,  virtually  incapacitating  the  patient. 
Total  loss  of  hearing  and  total  loss  of  caloric  irri- 
tability on  the  left  side  were  found  by  every  examiner 
in  several  large  clinics.  In  October,  1951,  the  left 
chorda  tympani  was  sectioned.  Since  then  there 
has  been  no  recurrence  of  the  vertigo  and  the  tinni- 
tus is  almost  absent. 

Comment 

A new  pathway  capable  of  producing  Meniere’s 
disease  has  been  found.  For  ninety  years  (since 
Meniere’s  discovery,  1861),  we  have  focused  at- 
tention on  the  internal  ear  as  the  sole' portion  of 
the  nervous  system  responsible  for  attacks  of 
vertigo,  deafness,  and  tinnitus  (Meniere’s  dis- 
ease). Discovery  of  a new  pathway  will  stimu- 
late further  investigation  of  the  condition  and 
may  in  turn  reveal  other  structures  involved  in 
this  complex  phenomenon. 

Conclusions 

1.  The  chorda  tympani-nervus  intermedius 
carries,  among  others,  sonic  and  equilibratory 
afferent  impulses. 

2.  Section  of  the  chorda  tympani  has  proved 
effective  in  eliminating  the  vertigo  and  relieving 
tinnitus  in  Meniere’s  disease,  at  the  same  time 
preserving  hearing  and  vestibular  functions. 

3.  A new  pathway  capable  of  producing 
Meniere’s  disease  has  been  found. 

101  East  73rd  Street 
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A HALF  CENTURY  OF  HORMONES 

Ralph  Colp,  Jr.,  M.D.,  New  York  City 
( From  Mount  Sinai  Hospital) 

THE  year  1952  marked  the  fiftieth  anniver- 
sary of  the  discovery  of  hormones.  Hormones 
revealed  an  unrecognized  mechanism  of  body 
coordination  and  integration.  From  this  finding 
came  an  understanding  of  endocrine  relation- 
ships and  diseases,  and  this  knowledge  of  specific 
endocrine  reactions  today  gives  a new  approach 
to  disease  based  on  an  extended  concept  of  hor- 
mones. 

Perhaps  the  first  demonstration  of  hormone  ac- 
tion occurred  when  Berthold,  in  1849,  caused  the 
growth  of  a cock’s  comb  by  grafting  testes  in  a 
capon.  In  1855,  Claude  Bernard  used  the  term 
“internal  secretion,”  and  many  examples  of  this 
were  described.  Gull  and  Ord  associated  myxe- 
dema with  atrophy  of  the  thyroid  gland;  Hors- 
ley (confirming  experiments  of  Schiff)  showed 
that  myxedema  could  be  produced  by  excising 
the  thyroid  gland  and  reversed  by  reimplanting 
it;  Addison  described  the  disease  bearing  his 
name  and  connected  it  with  atrophy  of  the  su- 
prarenals;  Marie  related  acromegaly  and  gigan- 
tism with  enlargement  of  the  pituitary,  and 
Schafer  and  Oliver  showed  that  adrenal  medulla 
extracts,  when  injected  into  the  circulation, 
caused  a rise  of  blood  pressure  and  strengthened 
the  heart  beat. 

The  role  that  these  internal  secretions  played 
in  the  coordination  and  integration  of  the  body 
was  not  understood,  however.  At  the  end  of  the 
nineteenth  century  the  only  recognized  coordi- 
nating and  integrating  agent  was  the  nervous 
system.  Sherrington  was  just  showing  that  the 
nervous  system,  more  than  an  anatomic  net 
connecting  all  parts  of  the  bod}’,  by  a number  of 
complex  interactions  within  itself,  is  able  to 
change  the  body  parts  and  integrate  them  with 
each  other  so  that  from  a collection  of  organs 
an  individual  is  constituted. 

The  function  of  individual  organs  was  explained 
in  terms  of  their  nervous  connections,  but  it  was 
well  known  that  a pancreas,  separated  from  all 
of  its  nervous  connections,  secreted  juice  when 
acid  food  entered  the  intestine.  To  face  data  and 
form  a new  idea  free  from  prevailing  opinion  is 
probably  the  most  difficult  of  all  feats  in  scientific 
investigation.  Wertheimer  in  France,  Langley 
in  England,  and  Popielski  (a  student  of  Pavlov) 
in  Russia,  looked  at  these  facts  but  searched  for 
what  they  called  “peripheral  reflexes”  with  their 
centers  in  the  ganglion  cells  of  the  walls  of  the 
intestine  or  pancreas. 

In  1902,  Starling  and  Bayliss  at  University 
College,  London,  fresh  from  their  work  on  the 


nervous  innervation  of  intestinal  movements 
(they  showed  that  these  movements  depend  on 
local  nervous  mechanisms)  took  up  the  question 
of  pancreatic  function,  thinking  that  they  were 
dealing  with  a similar  phenomenon.  Realizing 
that  a nerveless  pancreas  secreted  in  the  pres- 
ence of  acid  food,  Starling  suddenly  grasped  a 
new  mechanism.  “It  must  be  a chemical  reflex,” 
he  said,  and  in  several  minutes  he  proved  his 
point  by  grinding  up  the  lining  of  the  intestine 
with  some  weak  acid  and  injecting  this  into  the 
blood;  an  immediate  flow  of  pancreatic  juice 
poured  out.  Acid  food  from  the  stomach,  he 
stated,  does  not  stimulate  nerves  but  effects  the 
release  from  the  intestinal  wall  of  a chemical 
substance  which,  traveling  in  the  blood  stream, 
excites  the  pancreas  to  pour  out  its  juice,  like  a 
finger  pulling  a trigger.  This  substance  was 
called  secretin  because  of  its  pancreatic  action. 

From  this  example  Starling  and  Bayliss  vis- 
ualized that  the  higher  animals,  in  addition  to 
the  nervous  system,  possess  a second  coordinating 
and  integrating  system,  blood  borne,  and  supple- 
menting the  action  of  the  nervous  system.  It 
is  made  up  of  chemical  messengers  formed  in  a 
specific  organ  which  circulate  in  the  blood  and 
regulate  the  function  of  another  organ  or  sites. 
To  these  substances  they  gave  the  name  hormones 
(a  word  suggested  by  Hardy)  which  means  “to 
excite,”  and  Bayliss  stressed  that  when  this 
word  was  used,  the  property  of  messenger  should 
also  be  understood. 

Since  their  discovery,  the  main  conceptual 
advance  has  been  an  elaboration  of  the  original 
idea  of  hormones  as  chemical  messengers.  An 
important  question  about  hormones  remains 
unanswered,  that  is,  which  enzyme  systems  they 
affect.  We  can  localize  the  enzymatic  action  of 
the  sulfa  drugs,  vitamins,  and  poisons  such  as 
cyanide,  but  we  have  not  been  able  to  do  this 
with  any  one  of  the  numerous  hormones  we 
know.  Messengers  though  they  are,  in  order  to 
exert  their  effect  hormones  must  interact  with 
each  other  and  create  a specific  pattern,  just 
as  the  nervous  system  produces  its  effect  through 
the  interaction  of  numerous  impulses;  the  term 
integrative  action  of  the  endocrines  has  been  used 
to  indicate  this  interaction. 

In  any  single  body  function,  although  one 
hormone  is  specific  and  preponderant,  other  hor- 
mones play  an  important  part.  One  pattern  of 
action,  inhibition  and  counterinhibition,  is  shown 
in  the  regulation  of  sugar  consumption  in  man. 
In  1920,  a pancreatic  hormone,  insulin,  was  dis- 
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covered  which  controlled  diabetes.  In  1931,  it 
was  found  that  excision  of  the  pituitary  relieved 
the  diabetes,  in  1935,  that  injection  of  pituitary 
hormone  caused  diabetes,  and,  in  1936,  that 
excision  of  the  adrenal  cortex  relieved  diabetes. 
Very  recently  it  was  shown  that  injections  of 
thyroid  hormone  in  an  animal  whose  pancreas 
had  been  partially  destroyed  caused  diabetes, 
that  if  the  thyroid  was  stopped  soon,  the  animal 
would  recover,  but  that  if  it  was  continued  for 
a long  period  and  then  stopped,  the  diabetes 
became  permanent.  Thus,  in  the  thirty  years 
since  the  discovery  of  insulin,  it  has  been  found 
that  all  together  four  hormones  are  involved  in 
sugar  metabolism:  insulin  from  the  pancreas, 
which  controls  diabetes ; and  countering  the  effect 
of  insulin,  the  pituitary,  adrenal  cortex,  and  thy- 
roid hormones.  Lower  forms  of  life,  the  inverte- 
brates, seem  able  to  consume  sugar  without  the 
aid  of  hormones.  One  wonders  why  the  regula- 
tion of  sugar  consumption  in  man  is  so  complex. 

One  hormone  aids  the  action  of  another — a 
synergistic  pattern  of  action.  In  the  first  half  of 
the  menses  the  female  hormone,  estrogen,  does 
its  work;  then,  as  it  decreases,  another  female 
hormone,  progesterone,  increases  and  is  in  control 
until  the  end  of  the  month,  when  it  in  turn  de- 
creases and  the  uterine  lining  is  shed.  Not  only 
is  there  an  orderly  sequence  of  estrogen-proges- 
terone, but  one  hormone  requires  the  action  of 
the  other,  for  by  itself  progesterone  can  influence 
the  uterine  lining  only  slightly,  but  following 
estrogen,  progestone  even  in  small  doses  markedly 
changes  the  lining.  This  synergistic  effect  de- 
pends on  careful  balancing,  and  the  amount  of 
each  hormone  must  be  exactly  calculated,  for 
even  though  progesterone  cannot  influence  the 
uterus  until  this  organ  is  prepared  by  estrogen, 
too  much  estrogen  causes  progesterone  to  become 
powerless. 

Another  pattern  function  somewhat  like  a 
hierarchy  that  is  commanded  into  action  from 
above  but  restricted  by  the  lower  echelons  is  the 
following:  The  blood  content  of  the  hormones 
of  three  endocrine  glands,  thyroids,  adrenals,  and 
sex,  regulates  some  of  the  pituitary  hormones, 
and  in  turn  these  pituitary  hormones  regulate 
the  thyroid,  adrenals,  and  sex  glands.  The  pi- 
tuitary is  at  the  head  of  this  hierarchy.  Vesa- 
lius  named  it  “pituita”  because  he  thought  its 
function  to  be  the  ignominous  one  of  producing 
nasal  mucus.  About  thirty-five  years  ago  it 
was  recognized  that  it  regulated  growth  and  that 
its  excessive  secretions  created  giants.  These 
secretions  were  called  “food  of  the  gods.”  To- 
day, the  pituitary  is  known  as  the  master  gland 
because  it  controls  other  endocrines.  Besides 
the  growth  hormone,  the  pituitary  pours  into 
the  blood  many  other  hormones  including  three 


whose  specific  function  is  to  set  into  action  three 
other  powerful  glands:  the  thyroid,  regulating 
general  body  metabolism;  the  adrenal  cortex, 
regulating  such  diverse  functions  as  the  amount 
of  fluids,  the  consumption  of  sugar  and  protein, 
and  general  body  defense;  the  male  and  female 
sex  glands,  regulating  sexual  manifestations. 
Thus,  the  pituitary  not  only  directs  growth  but, 
acting  behind  the  screen  of  these  three  glands, 
influences  other  body  functions.  When  the  se- 
cretions from  these  three  glands  have  risen  above 
a certain  level,  they  block  the  pituitary  stimu- 
lating hormones,  and  when  their  hormone  blood 
level  sags,  the  pituitary  pours  out  its  stimulator 
hormones  to  encourage  the  sagging  gland.  This 
pattern  of  action  assures  a constant  supply  of 
hormones,  stimulating  the  production  of  lag- 
ging hormones,  inhibiting  production  of  excessive 
hormones. 

Normally,  the  hormone  supply  is  kept  so  con- 
stant that  we  are  unaware  of  the  elaborate  mech- 
anism shielding  us.  There  are  some  cracks  in 
this  system,  however.  In  menopause,  the  ovaries 
cease  to  secrete,  and  the  pituitary  pours  out  ovary 
stimulating  hormone  which  acts  indiscriminately 
on  the  rest  of  the  body,  causing  hot  flushes.  In 
castration  the  pituitary  struggles  to  stimulate 
the  production  of  male  sex  hormones.  Micro- 
scopically the  enlarged  pituitary  cells,  look  like 
signet  rings;  called  castration  cells,  they  are 
evidence  of  a futile  attempt. 

From  the  beginning,  Starling  visualized  great 
medical  possibilities  for  hormones.  Hormones 
were,  he  said,  the  vindication  of  the  assumption 
which  had  always  been  the  basis  of  medicine, 
that  the  activities  of  the  body  could  be  controlled 
by  chemical  means.  Whereas  nerve  impulses 
could  not  be  extracted  for  therapeutic  use, 
hormones  could,  and  Starling  predicted  that  their 
use  would  eventually  see  an  “absolute  control 
over  the  workings  of  the  human  body.”  In  the 
past  fifty  years  this  has  meant  the  understanding 
and  control  of  endocrine  hypo-  and  hyperfunc- 
tion : giving  hormones  in  the  case  of  the  former 
and  suppressing  their  production  in  the  case  of 
the  latter.  In  endocrine  insufficiency,  in  some 
cases  the  mere  giving  of  hormones  has  sufficed; 
in  other  instances,  an  understanding  of  the  proc- 
esses which  hormones  control  and  their  chemical 
structure  is  required. 

Historically,  the  first  successful  hormone  ther- 
apy was  the  giving  of  whole  organ  extracts,  a 
practice  used  even  in  primitive  times,  when  cer- 
tain afflictions  were  thought  to  result  from  failure 
of  specific  body  organs.  For  example,  ovaries 
and  testes  were  prescribed  for  failing  sexual 
powers ; the  heart  of  a tiger  or  brave  enemy  was 
eaten  for  courage.  In  1891,  seventy-two-year- 
old  Brown-Sequard  injected  himself  with  dog 
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testes  extracts  and  reported  an  astonishing  de- 
gree of  rejuvenation.  (At  that  time  he  put 
forward  a concept  of  the  endocrines  as  a separate 
coordinating  and  integrating  system,  but  this 
idea  was  largely  ignored  by  contemporary  physi- 
ologists.) None  of  these  attempts  achieved 
any  real  success,  but  toward  the  end  of  the 
nineteenth  century,  the  symptoms  of  hypo- 
thyroidism were  completely  reversed  when 
dried  and  desiccated  thyroid  was  eaten,  a 
reversal  called  by  Starling  a “fairy  tale.”  These 
methods  were  empirical  therapy  practiced  before 
hormones  per  se  were  known.  Since  then, 
chemists  have  isolated  and  synthesized  the  active 
principle  of  the  thyroid,  but  these  advances  have 
not  yielded  better  results  than  those  obtained 
from  the  swallowing  of  the  dried  gland. 

The  treatment  of  adrenal  cortex  insufficiency, 
Addison’s  disease,  is  far  more  complex.  Organ 
therapy  alone  was  found  ineffective.  It  is  nec- 
essary to  control  the  individual  entities  of  salt 
and  water  distribution,  as  well  as  protein  and 
carbohydrate  metabolism,  and  the  patient  is 
always  in  danger  of  going  into  shock  from  salt 
and  water  loss,  or  of  heart  failure  from  their  reten- 
tion. Today,  although  patients  with  Addison’s 
disease  stay  alive,  their  lives  are  dependent  on 
the  latest  methods  of  constantly  measuring  and 
controlling  the  flux  of  substances  in  their  blood 
stream. 

The  control  of  the  pituitary  is  a paradox,  for 
although  we  know  most  of  its  functions  and  re- 
cently have  obtained  pure  specimens  of  many  of 
its  hormones,  we  have  not  been  able  to  avail 
ourselves  of  this  knowledge  therapeutically. 
Chemically,  hormones  may  be  classified  into  three 
groups:  phenolic  derivatives,  steroids,  and  pro- 
teins. The  pituitary  hormones  belong  to  this 
third  class  and  tend  to  form  antibodies  which 
nullify  their  use.  In  treating  pituitary  insuffi- 
ciency, the  best  that  can  be  done,  lacking  the 
hormones  of  the  master  gland,  is  to  use  those  of 
the  satellite  glands,  the  sex  and  adrenal  glands. 
Thus,  in  hormone  deficiency  diseases,  control 
ranges  from  complete  in  thyroid  deficiency, 
partial  in  adrenal  cortex  deficiency,  to  prac- 
tically no  control  in  pituitary  deficiency. 

In  controlling  hormone  overproduction,  it  is 
not  enough  to  remove  the  hyperfunctioning 
gland  surgically;  the  losses  to  the  body  of  the 
substances  which  it  regulates  must  be  made  up. 
Thus,  during  and  following  the  removal  of  the 
hyperfunctioning  parathyroid,  adrenal,  and  islet 
cell  tissues,  it  is  necessary  to  give  calcium,  salt 
and  water,  and  glucose,  respectively;  otherwise, 
these  chemicals  would  fall  to  below  physiologic 
levels.  In  the  control  of  hyperthyroidism, 
management  of  the  substances  which  the  gland 


regulates  poses  no  problem;  here  the  story  is 
that  of  direct  control  of  the  hyperfunctioning 
gland.  For  centuries  surgeons  attempted  to 
remove  toxic  thyroids,  but  only  in  the  nineteenth 
century  with  the  development  of  modern  sur- 
gery-anesthesia, hemostasis,  and  asepsis — was 
any  success  achieved.  Excision  was  further 
facilitated  with  the  use  of  iodine,  which  the  thy- 
roid alone  takes  up  and  which  causes  a hyper- 
functioning gland  to  revert  for  a time.  Re- 
cently radioactive  iodine  has  been  made,  which 
inside  the  thyroid  permanently  “knocks  out” 
the  gland.  We  now  have  a direct  chemical  means 
of  controlling  a hyperfunctioning  organ. 

Today,  our  concept  of  hormones  has  been 
extended  to  include  a radically  new  theory  of 
disease.  Following  his  study  of  the  reaction  of 
the  adrenal  cortex  to  various  stimuli,  Selye  has 
proposed  a theory  explaining  the  mechanism  of 
some  diseases,  between  thirty  and  forty  in  num- 
ber, including  arthritis,  rheumatic  fever,  high 
blood  pressure,  gout,  lupus  erythematosus, 
and  Bright’s  disease.  Selye  claims  that  these 
all  result  from  an  abnormal  body  reaction  to 
what  he  terms  stress;  the  body’s  reaction  to 
heat,  cold,  infection,  or  injuries  is  always  an 
outpouring  of  adrenal  cortex  hormones,  which  go 
to  those  sites  particularly  affected  by  stress,  but 
just  how  they  are  used  there  is  a mystery. 
After  repeated  stresses  the  body  becomes  ex- 
hausted, and  what  Selye  calls  an  “adaptive  dis- 
ease” results.  Why  in  one  person  the  disease 
should  take  the  form  of  gout  and  in  another  arthri- 
tis is  unknown.  Three  implications  follow: 
(1)  an  underlying  unity  for  varied  and  dissimilar 
diseases,  (2)  a new  concept  of  disease  in  which 
hormones  play  an  important  role,  and  (3)  a 
broadened  concept  of  hormones  to  include  not 
only  chemical  messengers  but,  under  certain  tis- 
sue conditions,  messengers  of  disease.  Following 
this  theory,  the  therapeutic  use  of  hormones  is 
quite  different  from  the  traditional  substitution 
therapy,  which  aims  to  bring  about  a normal 
condition  in  a hypo-  or  hyperendoerine  disturb- 
ance; cortisone  and  ACTH  are  given  to 
accentuate  the  normal  defense  reaction  of  the 
adrenal  cortex,  a process  like  steadying  a rocking 
boat  by  weighing  it  down  with  ballast.  Despite 
their  beneficial  effects,  these  two  drugs  fre- 
quently tend  to  produce  Cushing’s  syndrome,  a 
disease  due  to  excess  stress  on  the  adrenals. 
The  hormone  physician  today  is  a sort  of  Jekyll 
and  Hyde;  like  medical  sorcerers  of  old,  he 
deals  good  with  evil  in  the  same  dose  of  drugs. 

Hormones,  first  brought  to  fight  fifty  years  ago, 
when  in  solving  a puzzle  in  physiology  they  gave 
us  a new  mechanism  of  body  function,  now  may 
be  ready  to  give  us  a new  concept  of  disease. 
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ECTOPIC  pregnancy  is  a frequently  masked 
gynecologic  emergency  and  is  often  atypical. 
With  these  two  points  in  mind,  the  authors 
present  the  following  cases  with  the  thought  of 
further  stressing  this  fairly  serious  illness  and, 
at  the  same  time,  demonstrating  a disease  which 
may  simulate  it. 

Review  of  the  Literature 

Ectopic  pregnancy  is  not  a new  disease;  the 
subject  matter  goes  back  to  the  days  of  Albucasis 
(1100),  and  Riolan  described  the  classical  clinical 
picture  in  1604.  The  first  operative  procedure 
for  this  diagnosis  was  performed  in  1883  by  Law- 
son  Tait,  and  since  the  general  use  of  asepsis  and 
anesthesia,  the  surgical  removal  of  the  affected 
area  has  been  used  exclusively  in  the  treatment  of 
this  condition.1 

More  recently  Falls  has  written  a very 
edifying  and  erudite  description  of  this  con- 
dition.2 His  classification,  with  symptoma- 
tology according  to  the  site  of  the  pregnancy, 
is  outstanding  and  extremely  comprehensive. 
A study  of  ectopic  pregnancy  would  not  be  com- 
plete without  the  inclusion  of  Fall’s  work.  The 
recent  article  of  Rosenthal  and  Glass  stresses  the 
seriousness  of  extrauterine  pregnancy.3  In 
Brooklyn,  64  women  died  as  a result  of  ectopic 
pregnancy  from  1937  through  1950.  These 
figures  certainly  stress  the  necessity  of  early 
diagnosis,  adequate  preoperative  preparation, 
proper  surgery,  and  sufficient  postoperative 
treatment  to  return  the  individual  to  the  status 
of  a useful  citizen. 

Incidence 

Word,  in  his  recent  article,  states  that  the  fre- 
quency  of  ectopic  pregnane}’  is  increasing  an- 
nually in  the  United  States,  and  that  the  number 
of  these  which  occur  per  annum  will  soon  be  in 
excess  of  21,000. 1 In  the  colored  race  the  fre- 
quency is  greater. 

As  for  the  age  group  in  which  ectopic  preg- 
nancy occurs,  an  almost  equal  number  of  cases 
occur  in  patients  between  the  years  of  twenty 
to  thirty  and  thirty  to  forty. 

The  following  figures  represent  the  number  of 
cases  of  ectopic  pregnancy  which  occurred  during 
1951  in  Binghamton,  Johnson  City,  and  Endi- 
cott,  New  York  (a  population  in  excess  of 
150,000): 


i 


Fig.  1.  Possible  positions  of  an  ectopic  preg- 
nancy: (1)  interstitial  (very  rare);  (2)  isthmial 

(rare);  (3)  ampullary  (common);  (4)  ovarian  (ex- 
tremely rare). 


Number  of  Cases 


Binghamton  City  Hospital  8 

Wilson  Memorial  Hospital  8 

Lourdes  Hospital  6 

Ideal  Hospital  8 


30 

Possible  Sites  of  Ectopic  Pregnancy 

Figure  1 demonstrates  the  sites  which  the 
ectopic  pregnancy  may  occupy.  The  most 
common  site  is  the  ampullary  end  of  the  tube. 
This  is  the  site  which  is  demonstrated  in  Case  1 
of  our  series.  In  Case  2,  the  site  was  more 
toward  the  isthmus  of  the  tube,  a position  which 
is  uncommon.  Pregnancy  at  the  junction  of  the 
uterus  and  tube  is  very  uncommon,  and  it  can 
be  diagnosed  only  with  considerable  difficulty. 
In  rare  instances  pregnancy  may  be  present  in 
the  broad  ligament  and,  as  mentioned  by  Boyd, 
the  fetus  in  these  cases  is  usually  dead.6 
However,  there  have  been  two  cases  of  full-term 
abdominal  pregnancies  reported  by  Burleson  and 
Bragg.6  Broomes  also  recently  reported  a full- 
term  abdominal  pregnancy  with  the  delivery  of 
a living  child.7 

Etiology  and  Pathology 

One  outstanding  feature  seems  to  be  present  in 
most  cases  of  this  type,  that  is,  a pre-existing 
salpingitis,  although  there  are  some  instances  in 
which  this  may  not  be  a causal  factor.  Boyd 
stresses  that  many  factors  may  lead  to  the  arrest 
of  the  impregnated  ovum  in  the  fallopian  tube, 
but  by  far  the  most  important  of  these  is  a pre- 
existing salpingitis.6  In  this  condition  folds  of 
mucous  membrane  become  thickened  and  matted 
together,  deep  glandular  pockets  are  formed, 
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helpful  cilia  are  lost,  and  everything  conduces  to 
trap  the  ovum  in  its  downward  journey. 

The  ovum  may  develop  in  any  part  of  the  tube, 
but  the  ampullary  site  is  the  commonest.  A 
certain  amount  of  decidual  reaction  always  occurs 
at  the  site  of  implantation  in  the  tube,  but  it 
does  not  form  a sufficient  barrier  to  prevent  the 
chorionic  villi  from  burrowing  deeply  into  the 
wall  of  the  tube.  In  a considerable  number  of 
cases  there  is  a marked  decidual  reaction  in  the 
uterus,  and  in  some  cases  this  decidua  is  expelled 
as  a triangular  cast.  The  uterus  becomes  en- 
larged, owing  to  muscular  hypertrophy  caused 
by  hormonal  stimulation.  Uterine  scrapings 
may  show  decidual  cells  but  no  chorionic  villi, 
a finding  highly  characteristic  of  tubal  pregnancy. 

There  are  three  chief  ways  in  which  a tubal 
pregnancy  may  terminate ; these  are  tubal  abor- 
tion, tubal  rupture,  and  tubal  mole.  In  ex- 
tremely rare  cases  the  pregnancy  may  go  on  to 
full  term  within  the  lumen  of  the  tube. 

Tubal  abortion  is  much  the  commonest  method 
of  termination.  Owing  to  the  erosive  action  of 
the  trophoblast,  the  maternal  vessels  rupture  into 
the  gestation  sac,  converting  it  into  a tubal  mole, 
and  the  tube  itself  is  distended  with  blood,  a con- 
dition of  hematosalpinx.  Although  hemato- 
salpinx is  said  in  some  cases  to  be  due  to  in- 
flammation of  a nongravid  tube,  for  practical 
purposes  it  may"  be  regarded  as  an  indication  of 
tubal  pregnancy.  The  mole  consists  of  a firm 
mass  of  blood  clot  in  which  chorionic  villi  may 
be  demonstrated  but  in  which  fetal  parts  are 
not  to  be  found.  Blood  escapes  through  the 
ostium  and  forms  a hematocele  in  the  pouch 
of  Douglas  which  can  be  palpated  on  vaginal 
examination.  The  mole  itself  is  expelled  into 
the  uterine  cavity.  Synchronously  with  the 
tubal  abortion  there  is  a discharge  of  blood 
from  the  uterus.  This  discharge  is  derived 
not  from  the  tube,  but  from  the  thickened  and 
congested  endometrium.  At  the  same  time 
shreds  of  decidua,  or  sometimes  a complete 
decidual  cast,  may  be  passed. 

Tubal  rupture  occurs  in  about  one  fourth  of  the 
cases,  usually  about  the  end  of  the  second  month, 
and  is  due  to  the  chorionic  trophoblast’s  destroy- 
ing the  wall  of  the  tube  and  perforating  the  serous 
coat.  The  sudden  rush  of  blood  may  constitute 
one  variety  of  abdominal  catastrophe,  and  the 
patient  dies  with  symptoms  of  internal  hemor- 
rhage. 

In  rare  cases  the  fetus  may  be  so  slowly  ex- 
truded through  the  ostium  or  a rent  in  the  tubal 
wall  that  death  does  not  ensue.  Boyd  has 
quoted  a rare  case  of  a seven  months  fetus  be- 
tween the  layers  of  the  broad  ligament.5 

Piagnosis 

The  hjsfcp.ry  of  the  patient  in  the  diagnosis  of 


\ 


Fig.  2.  (1)  Darkened  area  represents  a hemato- 

cele in  ectopic  pregnancy;  (2)  uterus;  (3)  bladder; 
(4)  large  bowel. 


ectopic  pregnancy  is  of  paramount  importance. 
A story  of  previous  p.i.d.  in  a young  female,  who 
may  or  may'  not  have  missed  one  or  more  periods, 
should  certainly  make  the  doctor  cognizant  of 
this  condition.  An  associated  feeling  of  faint- 
ness, accompanied  by  pain  in  either  lower 
quadrant,  which  increases  and  which  may'  pass 
up  to  one  or  other  shoulder,  would  indicate  a 
definite  irritation  of  the  diaphragm,  probably'  by 
blood. 

If  we  observe  Fig.  2,  we  can  appreciate 
the  various  courses  of  the  bleeding  and  realize 
that  if  the  hemorrhage  passes  forward  about  the 
bladder  or  posteriorly  around  the  ureter,  our 
symptoms  will  be  urologic.  If  the  blood  passes 
into  the  cul-de-sac,  the  complaining  sy'mptom  is 
frequently  a desire  to  defecate.  Dill’s  recent 
article  stresses  the  importance  of  this  symptom, 
and  we  feel  that  it  is  imperative  that  we  recapitu- 
late it  here.1  The  latter  complaint  was  out- 
standing in  Case  1.  This  patient,  however,  had 
been  ill  for  three  weeks  and  was  treated  for  an 
acute  gastroenteritis.  Pain  was  not  outstanding. 
Hoyvever,  with  the  increased  pallor  and  lassitude, 
her  condition  became  obvious. 

Physical  examination  is  extremely  important. 
In  Pase  2,  the  physical  examination  definitely" 
indicated  a severe  abdominal  catastrophe,  as 
manifested  by  boardlike  rigidity  in  the  left  lower 
quadrant,  decreasing  blood  pressure,  and  con- 
siderable pain  on  manipulation  of  the  cervix. 
The  fallacy"  of  a history  becomes  manifest  in 
Case  2;  this  patient’s  period  had  taken  place  two 
weeks  before  the  time  of  the  emergency',  that  is, 
she  had  no  amenorrhea.  One  author  stresses 


May  1,  1953] 


ECTOPIC  PREGNANCY 


1103 


that  this  severe  pain  and  rigidity  of  the  lower 
abdomen  may  go  on  to  a quiescent  period  during 
which  a large  amount  of  blood  accumulates  and 
the  abdomen  demonstrates  more  of  a doughy 
feeling.  The  associated  pain  is  also  diminished. 

Beacham,  Collins,  Beacham,  Griffon,  and  Nix 
recently  stressed  a diagnostic  point  which  may  be 
of  considerable  significance.8  They  stated  that 
blood  which  does  not  clot  within  six  minutes  is 
diagnostic  of  hemoperitoneum  from  a ruptured 
ectopic  pregnancy  in  an  amenorrheic  female. 
They  stated  that  blood  that  clots  sooner  is  from 
a recently  punctured  artery  or  vein.  Their 
method  of  diagnosis  consists  of  the  following: 
The  bladder  is  emptied,  a speculum  is  inserted, 
the  vagina  and  cervix  are  dried,  and  Zephiran  or 
Merthiolate  is  applied.  The  posterior  lip  of  the 
cervix  is  drawn  up  with  a tenaculum,  and  anti- 
septic is  again  applied.  A number  18  spinal 
needle  is  quickly  introduced  parallel  to  the  corpus 
uteri  in  the  cul-de-sac;  the  needle  is  kept  in  one 
plane  and  should  not  penetrate  more  than  2 cm. 
Within  sixty  seconds,  fluid  is  withdrawn  into  a 
50-cc.  aspirating  syringe.  The  authors  state 
that  a lack  of  fluid  usually  means  poor  technic 
and  calls  for  another  trial.  Clear  or  faintly 
cloudy  fluid  ordinarily  arises  from  the  peritoneal 
cavity  or  occasionally  from  an  adnexal  cyst. 
Pinkish  or  blood-tinged  fluid  usually  indicates 
salpingo-oophoritis;  frank  pus  is  from  an  abscess 
or  peritonitis. 

The  authors  feel  that  the  above  procedure  is 
not  without  danger,  and  that  a posterior  col- 
potomy  with  the  introduction  of  a number  18 
needle  and  culdoscopic  visualization  should  be 
reserved  for  the  larger  centers  and  clinics  and 
should  not  be  attempted  by  an  inexperienced 
individual. 

Several  of  the  authors  have  mentioned  a sign 
known  as  Cullen’s  sign,  which  frequently  becomes 
manifest  in  thin-walled,  white  individuals.  A 
darker  circumumbilic  discoloration  caused  by 
old  blood  beneath  the  peritoneum  may  be  seen. 

Another  sign  which  is  frequently  mentioned  in 
the  literature  is  the  passage  of  a uterine  cast  per 
vagina.  The  latter  cast  represents  hormonal 
stimulation  and  an  exfoliation  of  the  uterine 
mucosa.  The  authors  have  never  had  an  op- 
portunity of  witnessing  such  an  occurrence. 

X-rays  may  be  of  some  help  in  showing  a fluid 
level  in  the  well-advanced  case.  Irregular  spot- 
ting or  intermittent  bleeding  may  or  may  not  be 
present.  It  was  not  existent  in  either  of  our 
cases  of  ectopic  pregnancy,  Case  1 or  2.  A 
shoulder  pain  has  been  mentioned  frequently  in 
the  literature,  but  it  does  not  present  itself  until 
there  is  a considerable  amount  of  bleeding  intra- 
peritoneallv.  Case  3 manifested  this  complaint 
after  thirty-six  hours. 


Changes  in  the  cervix  after  curettage  have  been 
mentioned  by  a few  authors,  but  these  changes 
are  present  in  a fairly  small  percentage  of  the 
cases.  Certainly  in  Case  1 such  a procedure 
would  have  been  a tragedy,  particularly  if  the 
diagnosis  had  been  intrauterine  pregnancy,  since 
this  particular  individual  was  extremely  desirous 
of  children. 

Shifting  dullness  was  present  in  our  first  case 
only. 

Pelvic  examination  of  the  cul-de-sac  is  not 
without  danger.  A mild  bleeding  process  may 
be  increased  considerably  by  undue  handling  of 
this  area. 

Differential  Diagnosis 

Abortion  frequently  simulates  ectopic  preg- 
nancy. However,  in  abortion  the  bloody  drain- 
age may  be  red,  clots  may  be  passed,  and  the 
bleeding  is  heavier.  With  abortion  there  is 
labor  pain  in  the  lower  midline  of  the  abdomen. 
Tenderness  is  likewise  central  and  not  lateral. 
There  is  uterine  enlargement,  the  cervix  is  soft 
and  tends  to  dilate,  and  the  adnexa  are  not  in- 
volved. 

Salpingitis  also  frequently  resembles  ectopic 
pregnancy.  In  this  condition  there  is  usually  a 
history  of  bilateral  tenderness  and  discharge 
between  periods.  The  sedimentation  rate  may 
be  increased,  and  pelvic  examination  will  fre- 
quently reveal  the  causative  factor. 

In  Case  3 of  our  series,  a diagnosis  of  subacute 
appendicitis  was  made.  The  pain  in  this  third 
case  was  moderate;  abdominal  tenderness  was 
right-sided  and  marked.  Pelvic  examination 
revealed  tenderness  on  moving  the  cervix,  which 
was  interpreted  as  a beginning  peritonitis.  In 
Case  3 there  was  a slight  mass  on  the  right  side. 
No  vaginal  bleeding  was  present,  and  there  was 
only  slight  anemia.  After  a period  of  observa- 
tion of  thirty-six  hours,  the  patient  manifested 
shoulder  pain.  The  latter  complaint  was  not 
present  in  the  other  two  cases.  There  was  no 
desire  to  defecate  and  no  shifting  dullness  or 
bulging  of  the  cul-de-sac.  Urinary  symptoms 
were  absent.  Bulging  of  the  cul-de-sac  was 
absent,  probably  because  this  patient  spent  most 
of  her  time  in  bed  and  the  horizontal  position 
allowed  irritation  of  the  diaphragm. 

Pelvic  tumors,  usually  ovarian,  max'  frequently 
be  detected  abdominally  by  holding  the  hand 
horizontally  between  the  umbilicus  and  pubis  and 
exerting  downward  pressure.  If  the  tumor  is 
ovarian,  it  will  tend  toward  one  or  the  other  side 
usually. 

Gastritis  has  also  been  mentioned  in  differen- 
tial diagnosis,  but  suffice  it  to  say  that  the  history 
and  physical  examination  should  rule  out  this 
condition. 
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TABLE  I. — Clinical  Similarity  op  Ectopic  Pregnancy 
and  Ruptured  Ovarian  Cyst  As  Demonstrated  in 
Three  Cases 


Case  1 
(G.S.) 

Case  2 
(V.P.) 

Case  3 
(A.M.) 

Diagnosis 

Ruptured 

ectopic 

pregnancy 

Ruptured 

ectopic 

pregnancy 

Ruptured 

ovary 

Pain 

Mild 

Severe 

Moderate 

Abdominal  ten- 

Slight 

Marked 

Marked 

derness 

Pelvic  tender- 

Examina- 

Extremely 

Tender  on 

ness 

tion  not 
done  since 
shock  was 
severe 

tender  on 

moving 

cervix 

moving 

cervix 

Menstrual 

Missed  two 

Due  at  time 

No  amenor- 

period 

months 

of  emer- 
gency 

rhea 

Mass  in  abdo- 
men 

Not  exam- 
ined 

None  felt 

Slight,  in 
right  side 

Bleeding 

None 

None 

None 

Anemia 

Moderate 

None 

Slight 

Shoulder  pain 

None 

None 

After  thirty- 
six  hours 

Urge  to  defecate 
at  onset  of 
pain 

Present  for 
three 
weeks 

Absent 

None 

Shifting,  dull- 
ness and  bulg- 

Shifting 

dullness 

None 

None 

ing  cul-de-sac 

Uterine  cast 

None 

None 

None 

Table  I indicates  clinical  similarity  of  ectopic 
pregnancy  and  ruptured  ovarian  cyst  as  demon- 
strated in  our  three  cases. 

Treatment 

The  discussion  of  treatment,  for  the  sake  of 
clarity,  is  divided  into  the  pre-  and  postoperative 
stage. 

If  the  patient  is  in  fairly  good  shape,  certain 
studies  may  be  made  with  the  thought  of  getting 
the  patient  properly  prepared.  Typing  and 
cross-matching  should  be  performed  on  arrival. 
If  whole  blood  is  not  immediately  available, 
plasma  should  be  used.  Too  much  stress  can- 
not be  laid  on  the  Rh  factor.  Several  of  the 
authors,  who  have  previously  discussed  the  sub- 
ject in  the  literature,  have  mentioned  death  due 
to  incompatible  blood. 

Proper  hydration  of  the  patient  is  imperative. 
Oxygen  administration  is  helpful  and  seems  to 
alleviate  some  of  the  shock  and  place  the  patient 
in  a better  stead  for  surgery. 

All  of  the  above  features  are  ideal  if  the  patient 
is  in  good  shape,  but  if  the  blood  pressure  tends 
to  fall,  the  pulse  rate  is  increased,  and  the  general 
well-being  of  the  patient  is  poor,  emergency 
surgery  should  be  instituted.  If  the  patient’s 
general  condition  is  poor,  local  anesthesia  with 
continuous  oxygen  and  the  introduction  of  whole 
blood  are  mandatory.  The  procedure  of  causing 
an  immediate  surcease  of  bleeding,  with  the 
minimum  of  manipulation,  and  prompt  closure  is 
ideal.  The  authors  do  not  condone  an  elective 
appendectomy  at  this  time. 

Postoperative^,  oxygen,  antibiotics,  hydra- 
tion, blood,  and  control  of  pain  are  imperative. 


Because  of  the  loss  of  blood  proteins,  plasma  may 
be  indicated.  Vitamin  deficiency  should  also  be 
corrected.  In  some  instances,  because  of  the 
peritoneal  irritation  and  postoperative  ileus,  a 
Wangensteen  suction  may  be  necessary. 

Mortality 

Von  Graff  and  Brown  in  1938  estimated  the 
mortality  for  ectopic  pregnancy  between  5 and 
10  per  cent.9  Since  then  there  has  been  a steady 
diminution  in  the  deaths  due  to  this  disease.  At 
the  present  time  an  over-all  mortality  throughout 
the  United  States  would  be  between  l'/2  and  3 
per  cent.  However,  with  earlier  correct  diag- 
nosis, improved  surgical  technic,  and  antibiotics, 
the  rate  should  approach  zero,  especially  since 
blood  banks  have  made  their  appearance  through- 
out the  country. 


Case  Reports 

Case  1. — The  patient,  G.  S.,  a nineteen-year- 
old  white  housewife,  was  first  seen  on  Sep- 
tember 26,  1951.  She  stated  that  she  had  been 
ill  for  three  weeks  during  which  time  she  had  had  a 
frequent  desire  to  defecate.  The  latter  complaint 
was  associated  with  some  midline  abdominal  pain 
and  some  back  pain.  She  was  treated  by  her  local 
doctor  for  an  acute  gastroenteritis.  Further  in- 
quiry revealed  that  her  bowel  movements  were 
regular  and  that  there  was  no  constipation  or 
diarrhea,  but  the  urgency  to  defecate  persisted. 
Her  last  menstrual  period  had  been  on  July  20, 
which  made  her  amenorrheic  for  two  months. 
Her  periods  had  always  been  regular  previously,  and 
there  was  no  menorrhagia  or  metrorrhagia.  The 
patient  never  had  had  a similar  attack  of  pain. 

On  the  morning  of  September  27,  1951,  on  awak- 
ening, she  had  a feeling  of  heaviness  in  her  head, 
and  her  mother  noticed  that  she  looked  ‘‘washed 
out”;  at  this  time  another  medical  man  was  called 
to  see  her.  The  latter  recommended  hospitaliza- 
tion. At  no  time  did  the  patient  manifest  chills, 
fever,  or  jaundice. 

Physical  Examination. — The  patient  appeared 
the  stated  age,  was  acutely  ill,  seemed  markedly 
exsanguinated,  and  complained  of  mild  pain  in  lower 
midabdomen.  The  blood  pressure  was  110/60, 
pulse  120,  respiration  18,  and  temperature  96  F. 
The  sclerae  were  extremely  pale,  tongue  was 
markedly  dry  and  coated.  The  patient  was  other- 
wise normal,  except  for  the  lower  abdomen  and 
pelvis.  Palpation  revealed  slight  abdominal  ten- 
derness in  the  lower  midquadrant.  Shifting  dullness 
was  present,  but  because  of  the  general  poor  ap- 
pearance of  the  patient,  it  was  felt  that  she  was 
suffering  from  extrauterine  pregnancy  and  no  pelvic 
or  rectal  examination  was  performed.  At  this  time 
the  laboratory  examination  revealed  the  following: 
white  blood  cells  24,300  with  polymorphonuclears 
89,  and  lymphocytes  11;  red  blood  cells  1,980,000; 
hemoglobin  35  per  cent;  and  color  index  89. 
Urine  was  essentially  negative. 

The  patient  was  typed  and  cross-matched  and 
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Fig.  3.  Case  1. — Pathologic  specimen. 


taken  to  the  operating  room  with  blood  running  into 
the  vein. 

Surgery. — Under  gas-ether  anesthesia  a right 
rectus  incision  was  made,  the  peritoneum  was 
opened,  and  the  abdomen  was  found  to  be  filled 
with  fluid.  In  some  instances,  the  blood  in  the 
lower  part  of  the  abdomen  was  well  organized,  and 
it  was  only  with  difficulty  that  it  was  removed. 
The  right  tube  and  ovary  were  exposed,  and  a 
pregnancy  was  found  between  the  tube  and  ovary 
with  no  blood  supply.  The  amniotic  sac  and  fluid 
were  readily  apparent  surrounding  the  embryo.  At 
the  time  of  the  rupture  a dissecting  hemorrhage  was 
present  down  to  the  pedicle  of  the  ovary.  The  tube 
and  ovary  on  the  right  side  were  clamped,  doubly 
ligated  and  excised,  and  the  operative  area  was 
peritonealized.  The  tube  and  ovary  on  the  other 
side  were  normal. 

The  wound  was  closed,  using  chromic  in  the  peri- 
toneum, fascia,  and  muscle;  clips  were  used  in  the 
skin.  Two  thousand  cubic  centimeters  of  whole 
blood  were  given  postoperatively,  and  the  patient 
was  made  ambulatory  the  following  day.  The  post- 
operative course  thenceforth  was  uneventful. 

Pathology. — Gross : right  tube  and  ovary.  Micro- 
scopic: an  irregular  mass,  approximately  one  half 
of  which  consists  of  an  edematous,  hemorrhagic, 
saclike  structure.  At  one  pole,  the  tubal  fimbriated 
end  is  recognized;  a probe  can  be  passed  through 
the  undamaged  tubal  lumen  without  too  much 
difficulty.  Protruding  through  a gaping  rent  in  the 
tubal  wall  is  an  intact  gestation  sac,  3 cm.  in  di- 
ameter, containing  an  embryo,  approximately  2.5 
cm.  long.  This  sac  is  attached  by  a soft,  villous  tis- 
sue to  the  mucosal  surface  of  the  tube.  Small,  soft 
tags  are  attached  to  an  otherwise  smooth  surfaced 
meso-ovarium. 

The  remainder  of  the  specimen  consists  of  a 
fluctuant  cyst,  4 cm.  in  diameter.  The  cyst  lining 
is  smooth  and  contains  clear  amber  fluid.  At  one 
pole  is  a portion  of  ovarian  tissue  with  a large 
corpus  luteum  (Fig.  3). 

Case  2. — This  thirty-three-year-old  white  fe- 
male was  seen  at  home  on  November  18,  1951,  at 
which  time  she  was  complaining  of  severe  left  lower 
quadrant  pain  of  one  hour  duration.  The  pain  was 
steady,  severe,  and  did  not  radiate.  She  had  some 


nausea,  but  no  vomiting,  diarrhea,  or  other  bowel 
disturbance  was  noted.  No  urinary  symptoms 
were  present.  The  patient  stated  that  her  last 
menstrual  period  had  occurred  two  weeks  prior  to 
the  onset  of  the  present  illness. 

Physical  Examination. — The  patient  was  a thin, 
thirty-three-year-old  white  female,  who  was  in 
severe  distress,  and  whose  lower  abdomen  mani- 
fested boardlike  rigidity,  particularly  of  the  left 
rectus  muscle.  Rebound  tenderness  was  present, 
and  peristaltic  activity  appeared  normal.  A pelvic 
examination  was  performed,  and  the  patient  was 
found  to  be  extremely  tender  on  moving  of  the  cer- 
vix. No  masses  could  be  felt,  and  no  shifting  dull- 
ness was  present.  Blood  pressure  was  110/60, 
pulse  95,  respiration  16,  and  temperature  96  F. 
The  results  of  laboratory  studies  were  as  follows: 
white  blood  cells  26,000,  with  polymorphonuclears 
88  and  lymphocytes  12;  red  blood  cells  4,120,000; 
hemoglobin  85  per  cent.  Urine  wras  essentially 
negative. 

This  patient  was  typed,  cross-matched,  and  trans- 
fused. 

Surgery* — Under  gas-ether  anesthesia,  a vertical 
left  rectus  incision  was  made,  the  muscular  fibers  of 
the  rectus  muscle  wTere  separated,  and  the  posterior 
sheath  and  transversalis  muscle  and  peritoneum 
were  opened  in  toto.  A large  amount  of  blood  was 
found  in  the  peritoneal  cavity.  The  left  tube  was 
found  to  be  perforated  and  almost  cut  in  two  by  the 
ectopic  pregnancy.  The  left  ovary  was  found  to 
be  viable,  and  a left  salpingectomy  was  performed. 
After  the  tube  was  dissected  off  and  the  remaining 
tissue  was  peritonealized,  the  wound  was  closed, 
using  chromic  in  the  peritoneum  and  muscle;  cotton 
was  used  in  the  rectus  sheath,  and  silk  in  the  skin. 

Pathology.—' Gross:  left  fallopian  tube.  Micro- 
scopic: a tubular  segment  6 cm.  long,  with  a rent 
and  hemorrhage  in  its  center. 

Case  3. — The  patient,  Mrs.  A.  M.,  a twenty-seven- 
year-old  white  female,  was  first  seized  with  pain  in 
the  right  lower  quadrant  at  2 a.m.  on  January  17, 
1949.  The  pain  was  sharp  in  character,  with  no 
nausea  or  vomiting;  there  was  no  change  in  bowel 
habit.  Her  periods  were  regular,  every  twenty- 
eight  days,  lasting  four  days;  the  flow  was  moderate, 
and  there  was  no  associated  pain.  There  was  no 
history  of  intermenstrua]  pain.  She  had  been 
married  four  or  five  weeks,  and  her  last  menstrual 
period  had  been  on  December  18,  1948.  She  had 
a minimal  amount  of  vaginal  discharge,  no  urgency, 
dysuria,  pregnancy,  hematuria,  or  nocturia.  Her 
past  history  was  uneventful,  and  the  patient  was 
admitted  to  the  hospital  the  following  morning  for 
observation. 

Physical  Examination. — On  admission  to  the 
hospital  she  complained  of  abdominal  pain  which 
she  stated  was  not  as  severe  as  it  previously  had  been. 
At  this  time  she  also  stated  that  she  had  severe  pain 
during  micturition.  During  this  examination  she 
had  pain  in  the  right  lower  quadrant,  with  a sug- 
gestion of  a slight  mass  in  the  right  side.  The 


* The  site  of  the  ectopic  pregnancy  was  position  2 (Fig.  1) 
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pelvic  examination  revealed  marked  tenderness  on 
moving  the  cervix;  no  shifting  dullness  or  bulging 
of  the  cul-de-sac  was  present.  The  tenderness  of 
the  cervix  was  interpreted  as  early  peritonitis 
(possibly  due  to  an  acute  appendix).  The  patient 
also  manifested  shoulder  pain.  Blood  pressure  was 
100  SO,  temperature  subnormal,  pulse  86,  respira- 
tion IS.  The  results  of  laboratory  studies  at  this 
time  were  as  follows:  white  blood  cells  19,550; 
hemoglobin  64  per  cent;  red  blood  cells  3,970,000; 
polymorphonuclears  72;  lymphocytes  26;  eosino- 
phils 2.  Urine  was  essentially  negative. 

Surgery. — Under  gas-ether  anesthesia,  a midline 
incision  was  made,  and  the  peritoneum  was  opened. 
The  appendix  was  identified  and  found  to  be  normal. 
Packs  were  placed  behind  the  uterus,  and  the  right 
ovary  was  found  to  be  ruptured;  considerable  blood 
was  discovered  in  the  peritoneal  cavity.  The 
rupture  apparently  had  commenced  in  the  fundus 
and  extended  down  to  the  pedicle  of  the  ovary. 
The  ovary  was  removed  along  with  considerable 
blood.  The  operative  area  was  peritonealized: 
the  peritoneum,  muscle,  and  fascia  were  closed  in 
the  usual  manner,  using  chromic,  except  for  the  skin 
where  silk  was  used.  The  patient  was  typed  and 
cross-matched  on  the  table,  and  1,000  cc.  of  blood 
were  given  intravenously.  The  postoperative  con- 
valescence was  uneventful. 

Pathology. — Gross:  ruptured  cystic  right  ovary. 
Microscopic:  simple  cyst,  recent  hemorrhage, 

recent  corpus  luteum,  and  lymphangieetasis  in 
ovary. 

Summary 

Three  cases  of  acute  gynecologic  emergencies 
have  been  presented.  A patient  having  a history 


of  acute  pain  in  either  the  right  or  left  lower 
quadrant,  with  an  associated  amenorrhea  and 
tenderness  on  moving  the  cervix,  should  always 
make  one  cognizant  of  an  interabdominal  emer- 
gency. particularly  if  there  is  an  associated  anemia. 
The  bathroom  syndrome,  as  mentioned  by  several 
authors,  was  not  present  in  any  of  these  three 
cases.  The  history  of  a missed  period  must  be 
interpreted  as  helpful,  when  present,  but  cannot 
be  considered  as  conclusive.  In  the  diagnosis  of 
ectopic  pregnancy  the  symptoms,  as  mentioned 
in  Table  I.  should  be  carefully  checked  with  the 
thought  that  an  ovarian  lesion  may  frequently 
simulate  ectopic  pregnancy. 
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A.M.A.  CONTRIBUTES  $5,000  TO  NETHERLANDS  FLOOD  RELIEF 


A $5,000  contribution  to  physicians  in  The  Nether- 
lands. to  help  alleviate  the  suffering  and  devastation 
brought  on  by  recent  flood  waters,  was  voted  by  the 
Board  of  Trustees  of  the  American  Medical  Associa- 
tion. 

In  a cable  sent  to  Dr.  L.  A.  Hulst.  president  of 


The  Netherlands  Medical  Association.  A.M.A 
President  Louis  H.  Bauer,  stated:  ‘'American 

Medical  Association  forwarding  your  society  im- 
mediately $5,000  to  be  utilized  as  you  see  fit. 
American  doctors  everywhere  extend  deepest  sym- 
pathy to  your  heroic  country  in  its  darkest  hour.” 


Case  Reports 


FATAL  ANAPHYLAXIS  IN  BRONCHIAL  ASTHMA  FOLLOWING  ADMINISTRA- 
TION OF  PENICILLIN 

Report  of  Two  Cases  With  Autopsy  Findings 
Theodore  J.  Curphey,  M.D.,  Hempstead,  New  York 
( From  the  Office  of  the  Chief  Medical  Examiner  of  Nassau  County,  Meadowbrook  Hospital) 


CLINICAL  experience  increases  in  the  field  of 
antibiotic  therapy,  pertinent  facts  emerge  which 
point  to  the  need  for  recognizing  certain  limitations 
and  inherent  dangers  in  the  administration  of  these 
drugs.  One  of  the  most  significant  of  these  is  the 
sensitization  of  the  patient  to  the  antibiotic  agent. 
Such  sensitization  occurs  in  certain  allergic  in- 
dividuals, and  while  most  untoward  clinical  reactions 
are  found  in  patients  who  have  been  previously 
exposed  to  the  agent,  it  must  be  recognized  that 
allergic  reactions  can  and  do  occur  in  highly  sensitive 
patients  following  exposure  even  to  the  first  dose 
of  an  antibiotic.  Furthermore,  there  is  evidence  to 
show  that  in  this  type  of  patient,  at  times  a broad 
range  of  sensitivity  exists;  allergic  reactions  will 
follow  the  administration  of  one  antibiotic,  be  it 
natural  or  synthetic,  in  a patient  who  fyas  previously 
been  sensitized  by  an  entirely  different  antibiotic 
agent.  Bedford’s  recent  case  report  demonstrates 
this  point;  his  patient  reacted  severely  enough  to  a 
first  dose  of  aureomycin  to  warrant  discontinuance 
of  its  use,  and  there  was  a previous  history  of 
sensitivity  to  penicillin  associated  with  positive 
skin  tests  to  streptomycin,  aureomycin,  terramycin, 
and  polymyxin.1  The  existence  of  this  broad  spec- 
trum of  sensitivity  in  certain  hypersensitive  patients 
must  be  kept  in  mind  and  should  be  a major  factor  in 
deciding  on  the  use  of  any  of  the  antibiotics  in 
patients  of  this  type.  In  fact,  there  are  those  who 
feel  that  in  patients  with  an  allergic  diathesis,  anti- 
biotics should  be  the  last  rather  than  the  first  reme- 
dies chosen.2 

The  following  case  reports,  in  which  death  from 
anaphylaxis  occurred  in  two  patients  with  bronchial 
asthma  after  they  had  received  parenteral  injection 
of  penicillin  procaine,  are  illustrative  of  the  fortu- 
nately infrequent  gravity  of  the  problem  of  hyper- 
sensitivity to  antibiotic  agents. 

Case  Reports 

Case  1. — F.  D.  S.,  white  female,  age  forty-three 
years,  on  December  11,  1951,  visited  physician’s 
office  complaining  of  sore  throat  and  frontal  head- 
ache. Examination  showed  a purulent  postnasal 
drip  and  moderate  infection  of  the  pharynx.  The 
lungs  were  clear  to  auscultation,  and  there  were  no 
physical  signs  suggestive  of  bronchial  asthma. 
She  was  then  given  300,000  units  of  procaine  aqueous 


penicillin  intramuscularly  in  the  gluteal  region. 
Approximately  two  or  three  minutes  later  she 
complained  of  tightness  in  her  chest  and  dryness  of 
the  throat;  at  this  time  0.3  cc.  of  adrenaline  was 
given  subcutaneously.  She  did  not  complain  of 
any  particular  taste  in  the  mouth.  Her  breathing 
became  stertorous;  it  was  associated  with  marked 
cyanosis,  and  was  followed  by  unconsciousness. 
She  was  then  given  0.5  cc.  of  1 : 1,000  solution  of 
adrenaline  intravenously  without  any  effect,  expiring 
within  approximately  five  minutes  after  the  peni- 
cillin injection. 

The  previous  history  showed  that  she  had  had 
bronchial  asthma  of  many  years  duration,  having 
been  under  the  care  of  her  present  physician  since 
1944.  She  had  been  hospitalized  on  nine  separate 
occasions  for  acute  asthmatic  attacks  and  on  several 
occasions  was  in  “status  asthmaticus,”  requiring 
injections  of  ether  in  oil  to  stop  the  seizure.  Her 
last  admission  to  the  hospital  had  been  from  May 
31  to  June  13,  1951.  She  frequently  administered 
adrenaline  to  herself  for  mild  attacks,  and  at  times 
had  shown  “adrenaline  fastness.”  About  two 
months  prior  to  death,  she  had  aborted  an  attack 
with  0.3  cc.  of  adrenaline. 

During  the  previous  five  years  she  had  received 
many  injections  of  penicillin  solution  for  occasional 
attacks  of  sinusitis  and  pharyngitis.  During  the 
past  year  she  had  received  procaine  penicillin 
aqueous  300,000  units  on  three  or  four  occasions 
without  ill  effect.  There  was  a history  of  allergy  to 
penicillin  in  oil. 

Autopsy  Findings  (Dr.  E.  V.  McGoldrick,  Deputy 
Medical  Examiner).- — The  pertinent  gross  changes 
were  confined  to  the  lungs  in  this  case.  The  right 
lung  weighed  400  Gm.,  the  left  lung  380  Gm.  Both 
lungs  had  a similar  gross  appearance,  showing  smooth, 
shiny  pleural  surfaces  ranging  in  color  from  greenish- 
gray  to  pinkish-gray.  All  the  lobes  were  markedly 
hyperventilated  and  voluminous  in  appearance.  No 
emphysematous  blebs  or  bullae  were  present,  but  on 
close  inspection  of  the  pleural  surfaces  markedly 
dilated  alveoli  could  be  readily  appreciated  by  the 
naked  eye.  On  cut  section,  the  surfaces  of  all  the  lobes 
had  a homogeneous  pinkish-red  appearance  sugges- 
tive of  diffuse  congestion.  The  dissectible  bronchi 
showed  acutely  congested  mucosal  surfaces,  and  some 
of  the  larger  branches  contained  moderately  abun- 
dant tenacious  mucoid  exudate.  The  trachea  also 
contained  a considerable  amount  of  mucoid  material. 
There  was  no  naked  eye  evidence  of  bronchiectasis. 

The  heart  showed  nothing  remarkable  beyond  the 
presence  of  a few  focal  areas  of  myocardial  fibrosis. 
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Fig.  1.  Case  1. — Bronchiole  showing  interstitial  Fig.  2.  Case  1. — Alveoli  showing  marked  disten- 
edema  with  eosinophils,  polynuclears,  and  round  tion  from  acute  emphysema.  (125  X) 

cells  in  submucosal  layer.  (300  X ) 


The  coronary  vessels  were  essentially  normal.  The 
liver,  kidney,  spleen,  pancreas,  and  brain  showed 
marked  acute  congestion.  The  uterus  showed 
multiple  fibromyomata  of  varying  size. 

Microscopic  Findings. — Sections  of  a medium- 
sized bronchus  showed  normal-appearing  cartilage 
and  smooth  muscle.  The  epithelial  lining  was 
normal.  A moderate  collection  of  round  cells  and 
occasional  eosinophils  and  polynuciears  were  seen 
in  the  submucosal  layer  (Fig.  1).  The  peribronchial 
tissue  was  edematous  and  showed  a scant  poly- 
nuclear and  eosinophilic  infiltration.  The  blood 
vessels  were  markedly  dilated  and  engorged.  Mul- 
tiple sections  taken  from  different  lobes  showed 
marked  acute  congestion  of  the  capillary  septa 
associated  with  patchy  and  irregular  dilatation  of  the 
alveoli,  the  characteristic  picture  of  an  acute 
emphysematous  process  (Fig.  2).  The  bronchioles 
showed  no  evidence  of  hypertrophy  of  the  smooth 
muscle  of  the  walls.  In  none  of  the  bronchioles  and 
smaller  bronchi  seen  was  there  any  evidence  of 
mucoid  exudate  in  the  lumen.  The  alveoli  were 
singularly  free  from  edema  fluid  or  red  cell  exudate, 
a finding  usually  noted  in  association  with  acute 
diffuse  vascular  engorgement  of  the  septal  capil- 
laries, from  whatever  cause. 

The  remainder  of  the  organs  examined  showed 
marked  vascular  engorgement  and  interstitial  edema. 
In  addition,  the  liver  showed  centrilobular  degenera- 
tive changes  probably  on  an  anoxic  basis. 

Case  2. — A.  B.  R.,  a white  male  chemical  engineer, 
sixty-three  years  of  age,  had  a long-standing  history 
of  asthma  and  bronchiectasis  and  had  received 
aerosol  penicillin  following  hospitalization  at  an 
unknown  time  prior  to  1947.  He  had  received  his 
last  dose  of  penicillin  in  1947.  On  the  evening  of 
December  24.  1951,  he  had  a typical  asthmatic 
attack,  for  which  he  took  an  Amesec*  capsule  and 
sprayed  his  throat  with  Aerolone.f  Obtaining  no 


* Amesec  capsule  contains  aminophylline  ephedrine  and 
Amytal  which  is  amobarbital.  isoamylethylbarbituric  acid. 

t Aerolone  compound  contains  cyclopentamine  and  aludrine 
compound.  Cyclopentamine  is  known  as  clopane  hydro- 
chloride. 


relief,  he  visited  his  physician  who,  following  physi- 
cal examination,  gave  him  an  intramuscular  injection 
of  400.000  units  of  crystallin  penicillin  and  0.5 
Gm.  streptomycin  in  distilled  water.  Following  this 
he  complained  that  the  asthma  was  worse  and  that 
he  was  having  great  difficulty  in  breathing.  He  was 
then  given  0.5  cc.  of  adrenaline,  followed  in  a few 
minutes  by  another  dose  of  1.0  cc.  He  then  had  a 
convulsion  and  expired  in  eight  to  ten  minutes  after 
the  injection.  The  physician  stated  that  he  noted 
no  blood  at  the  site  of  the  injection,  nor  did  the 
patient  complain  of  any  peculiar  taste  in  his  mouth 
after  the  injection. 

Autopsy  Findings  (Dr.  Treadwell  L.  Ireland. 
Deputy  Medical  Examiner). — External  examination 
showed  marked  cyanosis  of  the  lips  and  fingernail 
beds.  The  significant  gross  findings  were  confined 
to  the  lungs.  The  right  lung  weighed  460  Gm.,  the 
left  lung  450  Gm.  The  pleural  surfaces  of  the  right 
lung  showed  dense  fibrous  adhesions  that  also  ob- 
literated the  interlobar  fissures.  The  apex  of  the 
right  upper  lobe  was  nodular  on  palpation,  and 
section  in  this  area  revealed  firm,  granular-appearing 
raised  zones  of  pinkish-red  tissue  which  sank  in 
water.  The  remainder  of  the  lobe  on  section  showed 
a mottled  light  and  dark  red  surface.  The  right 
middle  lobe  was  more  firm  than  the  other  two  lobes 
and  showed  barely  visible  strands  of  grayish-white 
tissue  traversing  the  cut  surfaces.  The  surfaces 
had  a mottled  light  and  dark  red  appearance. 
Xo  frank  consolidation  was  recognized.  The 
bronchial  mucosa  was  congested,  the  medium-sized 
and  smaller  bronchioles  being  distinctly  dilated. 
In  the  smaller  bronchi  of  the  right  lower  lobe  many 
plugs  of  tenacious  inspissated  mucus  were  readily 
recognizable.  The  pulmonary  arteries  of  both 
lungs  showed  many  raised  atheromatous  plaques  in 
the  larger  branches.  The  left  lung  showed  essen- 
tially the  same  gross  changes  as  the  right  lung. 

The  heart  weighed  330  Gm.  There  was  mild 
hypertrophy  of  the  right  ventricle,  the  wall  measur- 
ing from  4 to  6 mm.  The  tricuspid  valve  ring  was 
dilated.  The  left  ventricle  measured  13  mm.  in 
thickness.  The  remainder  of  the  findings,  chiefly 
arteriosclerotic  in  nature,  were  commensurate  with 
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Fig.  3.  Case  Bronchial  wall  showing  dense 
eosinophilic  and  round  cell  infiltration.  (350  X) 


the  age  of  the  patient.  The  coronary  ostia  were 
widely  patent,  the  main  branches  showing  scattered 
nonoccluding  calcific  arteriosclerotic  plaques.  The 
kidneys  showed  early  arteriolar  nephrosclerotic 
changes.  A diaphragmatic  hernial  opening  on  the 
left  side  was  an  incidental  observation. 

Microscopic  Findings. — Sections  of  the  bronchi 
showed  the  lumina  to  be  dilated  and  to  be  com- 
pletely filled  with  mucus,  rich  in  eosinophils,  poly- 
nuclears,  and  with  fewer  round  cells.  The  walls 
and  the  peribronchial  tissue  were  densely  infiltrated 
with  many  round  cells  and  eosinophils  and  with 
fewer  polynuclears  (Fig.  3).  The  smooth  muscle 
coat  showed  no  significant  hypertrophy.  The  peri- 
bronchial vessels  were  dilated  and  congested  as  were 
the  septal  capillaries.  In  addition,  many  alveoli 
in  the  vicinity  of  bronchioles  were  seen  to  be  filled 
with  the  same  mucoid  exudate  as  seen  in  the  bronchi- 
oles themselves  (Fig.  4).  Occasional  eosinophils 
were  present  in  the  alveolar  exudate.  Sections 
taken  from  the  apical  portions  of  the  upper  lobes 
showed  in  addition  the  presence  of  pulmonary 
adenomatosis  with  interstitial  fibrosis. 

The  spleen  and  bone  marrow  showed  marked 
eosinophilic  infiltration,  and  many  eosinophils  were 
also  seen  in  the  sinusoids  of  the  liver.  These 
and  the  remaining  organs  showed  diffuse  vascular 
dilatation  and  engorgement. 

Comment 

Two  cases  of  fatal  anaphylaxis,  occurring  within 
two  weeks  of  each  other  in  the  same  community, 
following  the  administration  of  penicillin  to  allergic 
individuals,  must  be  regarded  as  pure  coincidence  in 
the  light  of  the  knowledge  of  the  widespread  use  of 
the  antibiotics  with  the  attendant  low  mortality 
reported  to  date  in  the  literature.  Despite  the  co- 
incidental features,  the  fact  remains  that  these  cases 
illustrate  the  distinct  danger  that  exists  in  the 
administration  of  antibiotic  agents  to  individuals 
likely  to  be  hypersensitive.  Because  of  the  rela- 
tively recent  use  of  these  agents,  sufficient  time  has 
not  yet  elapsed  to  accumulate  enough  recorded 


Fig.  4.  Case  2. — Bronchiole  and  adjacent  alveoli 
showing  mucoid  exudate  containing  eosinophils. 
(75  X) 


evidence  that  would  permit  the  determination  of  the 
actual  frequency  of  fatal  or  nearly  fatal  reactions, 
either  in  the  form  of  immediate  anaphylactic  re- 
actions or  delayed  or  prolonged  reactions  due  to 
sensitivity  to  the  agent.  A significant  considera- 
tion in  this  connection  is  the  fact  that  the  actual 
reaction  rate  to  penicillin  is  difficult  to  determine, 
as  is  evidenced  by  current  reports  which  give  esti- 
mates ranging  from  2 to  3 per  cent  to  as  high  as  30 
per  cent.  Barksdale,  Frost,  and  Nolan  in  1948 
reported  on  a series  of  10,000  cases  receiving  peni- 
cillin and  observed  a reaction  rate  of  approximately 
10  per  cent.3 

In  the  matter  of  fatalities  from  hypersensitivity 
to  penicillin,  the  recorded  evidence  is  more  satis- 
fying. Thus,  Flaxman,  in  the  latter  part  of  1951, 
in  his  review  of  drug  fatalities  covering  a period  of 
approximately  five  years,  reported  that  of  107 
deaths  during  that  time,  six  were  due  to  penicillin.4 
In  this  group  there  were  deaths  from  exfoliative 
dermatitis,  from  Jarisch-Herxheimer  reactions  in 
syphilitic  patients,  and  from  anaphylaxis.  More- 
over, an  analysis  of  these  deaths  suggests  that  in  at 
least  two  of  these  cases  other  causes  of  death  could 
not  definitely  be  ruled  out.  Of  this  group  of  four 
acceptable  cases  only  one  case  of  anaphylactic  death 
occurred,  namely  that  reported  by  Waldbott  in  1949, 
where  unfortunately  no  autopsy  was  granted.5 
From  this  evidence  it  would  then  appear  that  the 
two  cases  here  reported  are  the  first  in  which  autopsy 
studies  have  been  obtainable. 

It  might  be  noted  here  that  the  opportunity  pro- 
vided for  this  study  resulted  from  the  fact  that  these 
deaths  occurred  in  a community  where  there  exists 
a legally  established  Medical  Examiner’s  system  of 
investigating  sudden  and  unexpected  deaths,  and 
therefore  the  reporting  of  a death  of  this  type  was 
compulsory  and  an  autopsy  study  almost  manda- 
tory. 

Certain  definite  points  of  interest  have  emerged 


1110 


THEODORE  J.  CURPHEY 


[X.  Y.  State  J.  M. 


from  the  gross  and  microscopic  autopsy  findings  in 
these  two  cases.  For  example,  the  gross  appearance 
of  the  lung  in  Case  1,  with  the  picture  of  marked 
hyperventilation  of  all  lobes,  is  strongly  reminiscent 
of  the  findings  in  anaphylactic  death  in  the  guinea 
pig,  in  contrast  with  those  usually  seen  in  the  dog  and 
the  rabbit  and  the  human.  Of  greater  interest  still 
is  the  unusual  paucity  of  microscopic  change  in  this 
case  with  a typical  history  of  bronchial  asthma  over 
a period  of  many  years  duration.  In  such  a case 
one  would  expect  to  find  histologic  changes  of  chronic 
bronchitis,  with  or  without  bronchiectasis,  as  well 
as  evidence  of  eosinophilic  and  pleocellular  infiltra- 
tion of  the  bronchial  walls  or  the  peribronchial  or 
interlobular  connective  tissue,  changes  which  are 
incidentally  present  in  the  lungs  of  Case  2,  whose 
clinical  history  is  in  many  respects  similar  to  that  of 
Case  1.  Thus,  if  knowledge  of  the  clinical  history 
and  the  circumstances  surrounding  the  death  of 
Case  1 had  been  lacking,  it  is  questionable  whether  a 
diagnosis  of  anaphylaxis  could  have  been  made  on 
objective  evidence  only,  unless  the  diagnosis  were 
based  entirely  on  the  gross  appearance  of  the  lung, 
which  in  itself  is  not  the  typical  finding  of  anaphy- 
lactic death  in  the  human.  On  the  other  hand, 
examination  of  the  organs  in  Case  2 would  provide 
no  difficulty  in  establishing  an  allergic  background 
in  the  patient  because  of  the  marked  eosinophilic 
infiltration  present  in  the  lungs,  the  spleen,  and  the 
bone  marrow. 

Another  point  of  interest  is  the  total  absence  of 
any  smooth  muscle  hypertrophy  of  the  bronchial 
walls,  in  the  lung  sections  examined  in  both  cases, 
a finding  which  much  of  the  older  literature  had 
established  as  classical  in  bronchial  asthma.  Such 
changes  are  seen  in  autopsy  material  in  this  disease, 
but  they  are  evidently  by  no  means  a constant 
finding. 

In  view  of  recent  reports  of  vascular  changes  in 
deaths  from  anaphylaxis6  and  from  unusual  sensi- 


tivity to  penicillin,7  in  which  an  acute  inflammatory 
reaction  involving  the  arteries  and  veins  of  various 
organs  is  recorded,  such  lesions  were  sought  in  our 
histologic  material.  Xo  such  lesions  were  recog- 
nized, a fact  that  is  readily  understandable  in  view 
of  the  rapidity  of  these  deaths,  in  contrast  to  the 
shortest  time  limit  of  sixteen  hours  in  one  of  Weme’s 
cases  where  anaphylactic  death  occurred  in  twins, 
sixteen  and  twenty  hours,  respectively,  following  the 
second  injection  of  diphtheria  toxoid  and  pertussis 
antigen. 

Summary  and  Conclusions 

Two  fatal  cases  of  anaphylaxis  following  intra- 
muscular injection  of  penicillin,  in  patients  with  long- 
standing histories  of  bronchial  asthma  and  previous 
sensitization  to  penicillin,  are  here  reported,  along 
with  the  findings  at  autopsy.  It  is  believed  that 
these  two  autopsies  are  the  first  to  be  recorded  in 
anaphylactic  death  from  penicillin.  Such  fatal 
reactions  are  admittedly  rare,  and  despite  the  co- 
incidence of  observing  two  such  cases  in  a relatively 
short  time  in  one  community,  the  evidence  suggests 
that  considerable  care  should  be  exercised  in  ad- 
ministering any  of  the  antibiotics  to  patients  who 
are  likely  to  be  hypersensitive.  The  unfortunate 
outcome  in  these  two  cases  lends  support  to  a 
recent  editorial  comment  that  “for  people  with  an 
allergic  diathesis  they  (antibiotics)  should  be  among 
the  last  rather  than  the  first  remedies  chosen.”* 
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TN  RECENT  years,  as  the  direct-writing  elec- 
trocardiography has  become  increasingly  popular 
and  lead  selection  has  been  so  greatly  simplified,  the 
taking  of  twelve  leads  (three  standard  limb  leads, 
three  augmented  unipolar  limb  leads,  and  six  uni- 
polar chest  leads)  has  become  standard  practice. 
The  wide  discussion  of  unipolar  leads  in  the  litera- 
ture since  their  introduction  has  lead  to  a gradual 
decrease  in  the  usage  of  the  bipolar  chest  leads,  and 
especially  of  the  CF  lead. 

As  the  unipolar  precordial  leads  attained  wider 
usage,  many  studies  comparing  the  relative  values 
of  the  unipolar  and  bipolar  chest  leads  were  reported. 
Hoyos  and  Tomayo  reported  that  they  found  no 
significant  difference  between  the  CF  and  V leads  in 
both  normal  and  abnormal  subjects.1  Baine  and 
Redfern  concluded,  from  their  studies  of  normals 
and  abnormals,  that  the  greatest  number  of  positive 
(upright)  T waves  were  produced  in  the  CR  leads, 
while  the  greatest  number  of  negative  T waves  were 
produced  in  the  CF  leads,  and  they  felt  that  the  V 
leads  were  probably  the  median  and,  therefore,  more 
advantageous.2  Graybiel  and  White  qualify  this 
opinion  by  stating  that  when  all  T waves  are  upright 
in  the  limb  leads,  CR  will  give  the  most  positive  T’s 
and  CF  the  most  negative.3  Goldberger,  Burch, 
and  Winsor  are  of  the  opinion  that  the  unipolar 
leads  are  the  most  accurate  method  of  recording  the 
precordial  leads.4’6  Dolgin,  Grau,  and  Katz  ob- 
served no  significant  differences  in  regard  to  Q waves 
of  S-T  deviations  in  a comparison  of  precordial  elec- 
trocardiograms obtained  with  GR,  CL,  CF,  and  V 
leads.6  Rosenmun  and  Katz  recommend  the  prac- 
tice of  routinely  recording  both  standard  and  V limb 
leads  and  precordial  leads  Vi  to  Vs.7  In  general,  the 
literature  has  been  devoted  to  comparing  the  relative 
merits  of  the  two  types  of  precordial  leads,  the  ob- 
ject being  to  determine  the  type  of  lead  preferable 
for  general  usage.  Most  other  investigators  concur 
in  the  opinion  that  the  V leads  are  more  accurate, 
and,  therefore,  these  are  being  used  in  preference  to 
the  CF  leads.8,9 

Ungerleider,  Gubner,  Sprague,  and  Dock,  in  the 
American  Heart  Association  publication,  Examina- 
tion of  the  Heart,  point  out  that  w hile  the  V leads  are 
more  specific,  they  are  less  sensitive  than  the  CF 
precordial  leads.10  Gubner  and  Ungerleider  state 
that  they  have  observed  definite  cases  of  anterior 
infarction  revealed  in  CF  leads  where  V or  CR  leads 
were  normal.11  Pomerance  etal.  found  CF  leads  to 
be  more  consistent  with  clinical  findings  than  V leads 
in  six  cases  of  coronary  artery  disease.12 

The  following  two  cases  illustrate  the  superiority 
of  the  CF  leads  to  the  V leads  in  diagnosing  myo- 
cardial infarction,  the  changes  not  being  confined 
only  to  the  T waves  but  including  also  Q weaves. 


Fig.  1.  Case  1. — Electrocardiograms  on  admission 
and  during  stay  in  hospital. 


Case  Reports 

Case  1. — M.  D.,  a forty-seven-year-old  white  fe- 
male stenographer,  was  admitted  by  ambulance  to 
Kings  County  Hospital  on  June  16,  1951,  with  a 
chief  complaint  of  severe  precordial  pain.  Family 
his  ton’  revealed  that  her  father  had  died  at  the  age 
of  sixty-eight  following  a prostatectomy.  Her 
mother  is  seventy-nine  years  old  and  is  well.  There 
are  four  siblings,  all  living  and  w’ell.  There  is  no 
family  history  of  diabetes,  tuberculosis,  cholecysti- 
tis, hypertension,  or  cardiac  disease. 

Past  history  revealed  a tonsillectomy  and  adenoid- 
ectomy  w’hen  the  patient  w’as  a child  and  again 
when  she  was  in  her  midtw’enties.  An  ovarian  cyst 
wras  removed  when  she  w'as  thirty-tw’o,  an  appendec- 
tomy was  performed  w’hen  she  was  thirty-seven 
years  old,  and  uterine  fibroids  were  treated  with 
deep  x-ray  therapy  when  she  wras  forty-one.  The 
latter  was  followed  immediately  by  menopausal 
symptomatology.  The  patient  has  had  hemorrhoids 
which  have  been  medically  treated  for  the  past  tw’o 
years.  She  has  never  been  obese,  always  maintain- 
ing a normal  weight.  She  has  had  episodes  of  mild 
hypertension  during  the  past  four  years,  and  there 
were  associated  bouts  of  flushes  and  perspiration 
thought  to  be  on  a climacteric  basis.  Several  elec- 
trocardiograms performed  during  this  time  were 
within  normal  limits.  She  had  been  treated  wdth 
stilbestrol  in  the  past. 

Present  Illness. — On  June  14  and  15,  1951,  the 
patient  experienced  several  recurrent  episodes  of  a 
vise-like  precordial  pain  radiating  to  the  neck,  left 
shoulder,  and  left  arm,  on  mild  exertion.  She  was 
given  nitroglycerin  tablets  with  no  relief.  On  the 
evening  of  June  15,  1951,  the  patient  was  brought  by 
ambulance  to  Kings  County  Hospital,  complaining 
of  severe  precordial  pain  and  generalized  weakness. 
On  admission,  physical  examination  revealed  temp- 
erature 98.6  F.,  pulse  84,  blood  pressure  130/80,  and 
respiration  30.  She  appeared  to  be  in  acute  distress, 


1111 


1112 


HIRSHLEIFER  ET  AL. 


[N.  Y.  State  J.  M. 


■‘y*  -I. iY"  ~ — -•  * 


Sfolsj  J Msf 


Fig.  2.  Case  7.— Electrocardiograms  taken  Au- 
gust 30,  1951,  before  and  after  exercise  by  Master’s 
2-step  test. 


and  her  skin  was  cold  and  clammj7.  There  were 
crackling  rales  heard  at  the  left  lower  lobe  poster- 
iorly. Auscultation  of  the  heart  revealed  a regular 
sinus  rhythm  with  fair  quality  heart  sounds.  The 
remainder  of  the  examination  was  not  remarkable. 

Positive  Laboratory  Findings. — Admission  urin- 
alysis revealed  a two-plus,  positive  albumin.  Ery- 
throcyte sedimentation  rate  by  the  Cutler  method 
was  24  nun.  in  twenty  minutes.  Blood  urea  was 
31  mg.  per  cent  and  blood  sugar,  92  mg.  per  cent. 
Mazzini  test  was  negative.  An  x-ray  of  the  chest 
demonstrated  slight  widening  of  the  transverse 
cardiac  diameter  with  preponderance  of  the  left 
ventricular  border  and  minimal  hypervascular 
changes  present  in  both  lung  roots. 

Electrocardiograms,  which  included  standard 
limb  and  CF4  precordial  leads,  were  performed  on 
June  18,  1951,  June  26,  1951,  and  July  11,  1951,  re- 
vealing an  anterior  wall  myocardial  infarction 
(Fig.  1). 

Hospital  Course. — The  patient  was  treated  with 
bed  rest,  phenobarbital,  and  papaverine,  orally. 
She  was  free  of  any  complaints  after  the  first  few 
hours  in  the  hospital.  Her  transfer  to  a convales- 
cent home  took  place  on  July  30,  1951,  and  she  re- 
mained there  for  a four-wreek  period.  During  this 
time  she  was  without  symptoms;  medication  was 
discontinued,  and  activity  was  gradually  increased. 

The  patient  was  seen  again  on  August  30,  1951,  at 
which  time  her  only  complaints  were  nervousness, 
lassitude,  and  infrequent  bouts  of  perspiration. 
Examination  revealed  the  patient  to  be  extremely 
nervous  with  a pulse  rate  of  76  and  blood  pressure 
130/82.  Moderate  hippus  and  absent  gag  reflex 
w'ere  noted.  All  other  physical  findings  were  nor- 
mal. Heart  sounds  were  of  a good  quality,  sedi- 
mentation rate  was  26  mm.  in  sixty  minutes  (Cutler 
method),  hemoglobin  was  14  Gm.,  and  the  urinaly- 
sis was  negative.  On  subsequent  examinations  it 
was  found  that  her  blood  pressure  would  vary  from 
130/70  to  160/90,  depending  on  her  state  of  anxiety. 
An  electrocardiogram,  performed  on  August  30, 
1951,  including  the  standard  limb  leads,  the  aug- 
mented unipolar  limb  leads,  and  V2,  Vj,  V«,  V6,  was 
entirely  within  normal  limits.  The  patient  was 
then  subjected  to  a double  Master’s  2-step  test  and 
showed  no  electrocardiographic  change,  the  same 
leads  being  used  (Fig.  2).  This  test  was  repeated  on 
September  7,  1951,  without  any  change.  At  this 


Fig.  3.  Case  1. — Electrocardiograms  taken  Sep- 
tember 7, 1951,  comparing  V and  CF  leads.  Ballisto- 
cardiogram taken  September  7,  1951. 
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ANTERIOR  INFARCT 

Fig.  4.  Case  2. — Failure  of  V precordial  leads  to 
demonstrate  anterior  infarction. 


time,  the  CF  leads  were  taken,  revealing  definite 
evidences  of  a healing  anterior  wall  myocardial  in- 
farction (Fig.  3).  A ballistocardiogram  exhibited 
abnormally  deep  K waves  (Fig.  3). 

This  case  served  to  illustrate  that  the  taking  of  CF 
leads  in  addition  to  the  V leads  should  be  routine  in 
the  electrocardiographic  evaluation  of  patients  with 
coronary  artery  disease.  Had  the  patient  in  the 
case  presented  not  had  the  benefit  of  examination 
with  CF  as  well  as  V leads,  we  can  speculate  that  she 
probably  would  not  have  been  cared  for  as  a patient 
with  a recent  myocardial  infarction,  with  the  conse- 
quence of  a detrimental  effect  on  her  immediate  and 
future  health  and  well-being  a distinct  possibility. 

Case  2. — This  case,  illustrated  in  Fig.  4,  again 
demonstrates  the  failure  of  the  V leads  to  exhibit 
evidences  of  myocardial  infarction,  pictured  most 
clearly  in  the  corresponding  CF  leads. 

Summary  and  Conclusion 

Two  cases  of  myocardial  infarction  are  presented 
in  which  routine  precordial  V leads  failed  to  reveal 
cardiac  disease  which  was  evident  in  the  CF  leads. 
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We  want  to  emphasize  the  necessity  for  a change  in 
the  present  general  attitude  which  accepts  the  uni- 
polar precordial  leads  as  the  trustworthy  report,  and 
represents  deviations  from  these  tracings  in  the  bi- 
polar CF  leads  as  being  due  to  oversensitivity  and 
not  acceptable  diagnostically. 

In  conclusion,  it  is  essential  that  one  not  disregard 
deviations  from  the  normal  in  the  CF  leads  only  be- 
cause V tracings  are  normal. 

The  authors  are  indebted  to  Dr.  Richard  Gubner  for  his 
advice  in  the  study  of  Case  1,  and  for  submitting  Case  2 to 
be  used  in  this  report. 
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VOLUNTARY  GROUPS  SOLVING  RURAL  HEALTH  PROBLEMS 


Individual  initiative  and  voluntary  organizations 
on  local,  state,  and  national  levels  are  bringing  about 
a solution  of  the  medical  care  problems  in  small 
communities,  it  was  reported  at  the  eighth  National 
Conference  on  Rural  Health,  in  Roanoke,  Virginia. 

The  two-day  meeting,  sponsored  by  the  Council 
on  Rural  Health  of  the  American  Medical  Associa- 
tion, brought  together  medical,  farm,  and  civic 
leaders  from  all  parts  of  the  country  who  are  work- 
ing to  improve  medical  care  in  rural  areas.  Those 
attending  represented  organizations  with  several 
million  members. 

“There  is  much  evidence  warranting  the  conclu- 
sion that  the  trend  is  away  from  statism,”  Dr. 
F.  S.  Crockett,  Lafayette,  Indiana,  chairman  of 
the  council,  told  the  meeting.  Dr.  Crockett  added 
that  continuing  education  of  the  public  is  the  best 
method  for  achieving  the  goal  of  individual  and 
local  self-help  in  the  solving  of  medical  problems  in 
rural  sections. 

He  urged  expansion  of  voluntary  insurance  to 
cover  those  over  sixty-five  years  of  age  and  the 
chronically  ill,  the  promotion  of  a better  distribu- 
tion of  physicians  by  establishing  needed  hospital 
and  medical  facilities,  the  providing  of  good  medi- 
cal care  for  the  indigent,  and  the  extension  of  public 
health  coverage.  Reviewing  the  concerted  move- 
ment for  improved  rural  health  since  the  first  na- 
tional conference,  a meeting  of  doctors  and  laymen 
in  Chicago  in  1946,  he  said  that  one  point  upper- 
most in  the  planning  has  been  that  “there  was  to  be 
no  Santa  Claus  in  the  picture.”  “Our  objective  in 
this  common  effort  has  been  the  benefit  of  the  in- 
dividual and  his  community,”  Dr.  Crockett  stated. 
“This  benefit  was  not  to  be  had  for  free,  but  was  to 


be  earned  by  the  community  and  by  the  individual.” 
He  reported  that  group  strength  has  been  ob- 
tained through  the  establishment  of  rural  health 
councils,  made  up  of  representatives  of  the  medical 
profession,  farm  organizations,  extension  services, 
and  community  organizations  of  all  kinds.  “The 
trading  center  and  its  surrounding  trade  area  form 
the  logical  health  council  area,”  he  pointed  out. 
“It  has  been  observed  that  people  doctor  where 
they  go  for  commodities  and  other  services.  The 
county  being  a convenient  area  surrounding  the 
trade  center,  or  county  seat,  we  have  come  to  call 
these  local  organizations  county  health  councils. 

“This  is  the  level  where  local  self-determination 
permits  the  fullest  expression  of  individual  thinking. 
Schools,  churches,  highways,  public  health  services, 
law  enforcement,  and  everything  else  entering  inti- 
mately into  daily  living  reflect  the  attitude  toward, 
and  the  concept  of,  citizen  responsibilities.” 

Dr.  Crockett  said  that  since  1946  many  doctors 
have  settled  in  villages,  adding:  “I  doubt  if  there 
are  now  many  prosperous  communities,  where  de- 
sirable living  conditions  exist,  lacking  needed  medi- 
cal personnel.  It  is  in  communities  on  the  lower 
economic  income  level  that  the  greatest  challenge 
exists.  Places  with  poor  schools,  poor  churches,  and 
poor  roads,  homes,  and  farms  go  hand  in  hand  with 
inadequate  medical  care.” 

An  increase  in  purchasing  power  in  some  rural 
areas  would  go  far  toward  solving  the  medical  care 
problem  and  payment  for  service,  he  stated. 

Dr.  Crockett  pointed  out  that  health  councils  in 
many  states  have  brought  about  the  elimination  of 
health  hazards  and  have  taught  simple  health 
rules  to  improve  conditions. 


A REPORT  ON  THE  DEATH  OF  A PATIENT  WITH  CONVULSIVE  SEIZURES 
DURING  TREATMENT  OF  RHEUMATOID  ARTHRITIS  WITH  CORTISONE, 
ACTH,  AND  POSTPARTUM  PLASMA 

Dwight  T.  Bonham.  M.D.,  Hempstead,  New  York 

( From  the  Mercy  Hospital,  Rockville  Centre ) 


C^ORTISONE,  adrenocortical  hormone  of  the 
pituitary  body,  and  various  forms  of  post- 
partum plasma  have  been  studied  by  different  inves- 
tigators since  the  reports  of  Hench,  Kendall,  Slo- 
cumb,  and  Polley  on  Compound  E and  pituitary 
adrenocorticotropic  hormone  in  rheumatoid  ar- 
thritis.1 Since  July,  1950,  these  preparations  have 
been  given  clinical  trial  by  numerous  workers  in 
many  accredited  hospitals  in  cases  with  complica- 
tions, some  of  which  are  not  fully  understood. 

A case  of  convulsive  seizures  has  been  reported  in 
a patient  with  disseminated  lupus  erythematosus 
being  treated  with  cortisone  and  adrenocorticotro- 
pin,  but  convulsions  have  been  found  in  patients 
with  this  disease  who  were  not  being  treated  with 
adrenocorticotropic  hormones.2  A case  of  convul- 
sive seizures  during  treatment  of  asthma  with  corti- 
sone acetate  was  reported,  recently,  which  recovered 
after  the  drug  was  stopped.3  Electroencephalo- 
graphic  changes  have  been  more  pronounced  with 
pituitary  adrenocorticotropic  hormone  than  with 
cortisone,  as  noted  by  some  investigators.4  There 
was  found  to  be  a suggestive  correlation  between  the 
development  of  mental  symptoms  and  electroen- 
cephalographic  abnormalities.  At  present  the  physio- 
logic basis  of  this  effect  is  not  clear,  but  some  workers 
postulate  that  it  is  a metabolic  reaction.  Some  have 
found  platelet  thrombosis  in  the  vessels  of  the  brain 
of  patients  taking  cortisone  and  ACTH.  Castor, 
Baker,  Ingle  and  Li  found  that  ACTH  in  animals 
caused  chromatolysis  in  the  cells  of  the  paraventric- 
ular h3'pothalamic  nucleus,  while  cortisone  affected 
this  nucleus  but  induced  more  widespread  chroma- 
tolysis and  vacuolation  of  the  thalamic  and  hypo- 
thalamic nerve  cells.5 

The  following  is  a report  of  a case  with  convulsions, 
psychosis  of  euphoria,  hallucinations,  and  mental 
disorientation,  which  are  considered  essentially 
as  a secondary  toxic  reaction  to  cortisone, 
and  which  resulted  in  death  eighteen  days  after 
cortisone  was  discontinued. 


Case  Report 

T.  C.,  a fifty-nine-year-old  male,  was  admitted  to 
Mercy  Hospital,  Rockville  Centre,  on  July  14, 1950, 
with  a history  of  rheumatoid  arthritis  for  the  past 
seventeen  years.  He  was  admitted  with  swollen, 
painful,  and  tender  joints  over  the  entire  body,  with 
muscle  spasm  and  limitation  of  motion  of  all  joints, 
accompanied  by  articular  deformities  and  prominent 
rheumatoid  nodules.  The  pain  first  developed  in  his 
right  hip  in  1937  as  a disabling  pain;  within  one 
year,  his  movements  became  progressively  limited, 
making  him  unable  to  help  himself  without  assist- 
ance. 

The  patient  was  given  all  treatments,  including 
autogenous  vaccines,  gold,  and  physiotherapy,  but 
his  condition  became  progressively  worse.  There 


was  marked  loss  in  weight  from  210  pounds  to  160 
pounds,  at  which  he  remained  for  two  years  prior  to 
admission  to  the  hospital  for  cortisone  treatment. 
The  spine  and  hands  were  ankylosed,  with  the 
motion  of  the  knees  limited  to  20  degrees.  The 
patient’s  hemoglobin  on  admission  was  84  per  cent, 
12.3  Gm.,  with  an  erythrocyte  count  of  4,260,000. 
The  white  blood  count  was  2,700,  with  a neutrophil 
count  of  48  per  cent  and  a lymphocyte  count  of  51 
per  cent,  and  one  monocyte.  The  low  white  count 
had  persisted  after  gold  salt  therapy.  The  sedi- 
mentation rate  on  admission  was  22  mm.  in  one  hour, 
using  the  Cutler  method.  The  blood  chlorides  were 
478  mg.  per  cent  sodium  chloride.  The  serum 
protein  and  albumin-globulin  ratio  was  normal, 
with  a normal  blood  sugar  of  110  mg.  per  cent 
on  July  15,  1950.  The  patient  was  given  100  mg. 
of  cortisone  intramuscularly  every  eight  hours  for 
the  first  twenty-four  hours,  every  twelve  hours  for 
the  second  twenty-four  hours,  and  100  mg.  dailj’  for 
the  remaining  eight  hospital  days. 

The  hemoglobin  was  87  per  cent,  12.6  Gm.,  on 
July  25,  1950,  before  his  first  hospital  discharge,  with 
the  white  blood  and  differential  count  similar  to  that 
on  admission.  The  sedimentation  rate  fell  from  22 
to  14  mm.  (Cutler  method)  after  one  hour,  with 
chlorides  429  mg.  per  cent  sodium  chloride.  The 
electrocardiogram,  taken  July  15,  1950,  was  normal. 

The  patient  was  discharged  to  his  home  after  a 
total  of  1,200  mg.  of  cortisone,  stating  that  he  felt 
better  than  at  any  time  in  his  life.  He  was  entirely 
free  from  pain,  and  his  movement  was  limited  only 
by*  deformities.  There  was  no  swelling  or  tender- 
ness over  his  joints.  He  experienced  no  muscle 
spasm  and  ate  better  than  he  had  in  several  years. 
The  patient  returned  to  his  home  where  he  received 
100  mg.  cortisone  daily  for  two  weeks;  the  dosage 
then  varied  between  100  mg.  and  200  mg.  while  he 
was  at  home  for  ninety-seven  days.  No  nurse’s 
notes  were  kept  of  the  daily  dosage  during  that  time. 
The  patient  insisted  that  he  had  complete  relief 
from  his  symptoms  and  that,  two  weeks  before  re- 
admission to  the  hospital,  he  was  climbing  step- 
ladders,  making  screens  for  his  home,  and  was  free 
from  pain.  He  gained  thirty  pounds  in  weight  dur- 
ing the  two  weeks  prior  to  readmission  to  the  hospital 
and  had  noticed  a puffing  of  the  ankles  four  weeks 
prior  to  this  readmission.  He  was  readmitted  on 
November  1,  1950,  with  hvpopotassemia.  A graph 
of  medication,  laboratory  work,  joint  pain,  and  con- 
vulsions while  he  was  hospitalized  and  at  the  hotel 
is  noted  in  Fig.  1. 

The  patient  was  first  seen  bjr  me  on  November  7, 
1950,  during  his  second  admission,  at  which  time 
some  A-V  nicking  was  noted  in  the  fundi.  Basal 
heart  sounds  were  distant  with  A2  greater  than  P2. 
A soft  apical  systolic  murmur  was  heard,  and  the 
blood  pressure  varied  from  120  to  110  systolic,  and 
was  60  diastolic.  Edema  of  the  limbs,  body,  and  face 
was  noted.  An  electrocardiogram  taken  on  Novem- 
ber 6,  1950,  showed  low  T-waves  in  the  three  con- 
ventional leads  with  diphasic  T-waves  in  V3  and  T- 
wave  inversion  in  V5  and  V6  as  well  as  AYL.  The  cor- 
rected QT  was  prolonged  to  0.560.  These  changes 
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Fig.  1.  Record  of  medication,  laboratory  work,  joint  pain,  and  convulsions  in  patient  T.  C. 
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were  consistent  with  hypopotassemia.  The  hemoglo- 
bin was  50  per  cent,  7.4  Gm.,  with  a red  blood  count  of 

2.810.000  with  82  per  cent  neutrophils.  At  the  time 
of  readmission  the  patient  had  epistaxis  from  the  left 
nostril  and  a blood  pressure  of  160  mm.  of  mercury 
systolic,  90  diastolic.  The  hemorrhage  was  stopped 
by  a nasal  pack.  After  admission  a small  area  of 
bronchial  breathing  was  heard  under  the  spine  of  the 
left  scapula.  X-rays  of  the  chest  at  this  time  were 
normal. 

On  November  4,  1950,  the  patient  had  had  a 
slight  chill  with  a temperature  of  103.6  F.  He  com- 
plained of  extreme  pain  over  his  body.  There  was  a 
drop  in  the  blood  pressure  to  80  systolic,  and  60  dia- 
stolic on  November  5,  1950.  The  patient  was  given 

300.000  units  of  penicillin  intramuscularly  every 
eight  hours  and  terramycin,  250  mg.,  orally  every 
four  hours,  with  return  of  the  temperature  to  normal. 
Although  x-ray  in  the  posteroanterior  view 
did  not  reveal  a pneumonia,  this  seemed  to  be  the 
most  probable  etiology  of  the  chill,  fever,  and  drop 
in  pressure.  The  patient  was  given  4 Gm.  of  potas- 
sium chloride  orally  daily  and  cortisone  was  reduced 
in  a step-wise  manner  until  the  patient  was  off  the 
drug  after  ten  days  and  was  discharged  to  his  home. 

The  electrocardiogram  had  returned  to  normal, 
except  for  the  corrected  QT  which  was  0.608  on 
November  17,  1950.  The  patient,  on  this  admis- 
sion, received  a total  of  1,700  mg.  of  cortisone.  He 
was  given  his  last  cortisone  outside  of  the  hospital  on 
^December  14,  1950.  The  patient  almost  immedi- 
ately became  depressed.  The  potassium  level  at  this 


time  was  3.6  mEq.  with  freezing  of  all  joints.  He 
developed  in  the  right  hip  and  adductor  muscles 
excruciating  pain  and  spasm  which  was  not  relieved 
by  opiates  in  other  than  excessive  nauseating  dosage. 
The  patient  was  given  six  200  cc.  vials  of  postpartum 
plasma  in  an  attempt  to  alleviate  his  pain.  He  was 
given  the  first  vial  on  December  20,  1 950,  with  a vial 
every  other  day  until  three  vials  were  given.  After 
a lapse  of  three  days,  three  more  vials  were  given  in 
three  successive  days  with  no  immediate  reaction, 
the  last  being  given  on  December  31,  1950.  The 
patient’s  state  of  well-being  improved  with  the 
pooled  postpartum  plasma,  but  no  relief  was  obtained 
from  pain  in  the  right  hip.  There  was  some  im- 
provement in  motion  of  the  arms  and  left  leg.  On 
January  4,  1951,  the  patient  experienced  a chill  at 
7 : 00  a.m.  with  a drop  in  white  blood  cells  from  4,500 
to  1,850.  This  could  not  be  explained  as  reaction  by 
the  plasma.  The  neutrophil  count  was  80  per  cent. 
The  patient’s  blood  pressure  dropped  to  60  systolic 
and  30  diastolic  when  seen  by  me.  The  nurse  stated 
that  the  patient  had  previously  been  pulseless,  cold, 
and  clammy. 

X-ray  examination  of  the  chest  on  the  third  admis- 
sion revealed  a pneumonia  in  the  midportion  of  the 
right  lung  field.  The  patient  was  given  an  immedi- 
ate transfusion  of  500  cc.  of  blood  followed  by  500  cc. 
of  10  per  cent  glucose  and  distilled  water.  The 
patient  was  given  90  mg.  of  ACTH  in  divided  doses 
within  twenty-four  hours.  One  million  units  of  the 
aqueous  penicillin  was  given  and  was  repeated  every 
eight  hours.  Terramycin,  250  mg.,  was  given  every 
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four  hours  by  mouth.  The  patient’s  temperature 
was  104  F.  rectally  on  admission  and  returned  to 
normal  within  twenty-four  hours. 

The  patient  was  seen  on  January  5,  1951,  by  a 
well-known  worker  in  the  field  of  adrenocortical 
hormones  who  visited  the  patient  in  consultation. 
He  did  not  know  whether  the  episode  was  related  to 
the  plasma  that  the  patient  had  received  on  Decem- 
ber 31  or  to  pneumonia,  or  other  infections.  He 
stated  that  “apparently  plasma  has  been  of  little 
benefit  to  arthritis  thus  far.”  He  felt  that,  in  view 
of  this,  he  would  recommend  resumption  of  hormonal 
therapy  as  ACTH  .25  mg.  four  times  daily  intra- 
muscularly for  forty-eight  hours,  and  then  Cortone, 
100  mg.  daily  in  divided  doses,  three  times  daily  by 
mouth.  He  stated  that,  “If  joints  do  not  straighten 
out  as  pain  is  relieved,  I would  advise  splinting  to 
prevent  contracture  deformities  of  knees,  hips,  and 
feet.” 

The  patient  developed  a third  attack  of  pneu- 
monia with  a temperature  of  103  F.  rectally,  on 
January  18  and  again  a drop  in  blood  pressure 
to  80  systolic  and  64  diastolic.  Similar  therapy  to 
that  given  for  the  attack  on  January  4,  1951,  was 
carried  out  this  time  with  similar  amounts  of  anti- 
biotics. On  this  dosage  the  patient  developed  a 
pleurisy  over  the  pneumonic  right  lower  lobe,  accom- 
panied by  a pleural  friction  rub.  One  thousand 
units  of  terramycin,  given  daily  as  additional  medi- 
cation in  the  vein,  resulted  in  clearing  of  the  pleurisy 
and  pneumonia.  The  second  attack  of  pneumonia 
was  probably  hypostatic  because  of  the  patient’s  un- 
willingness to  be  turned  with  the  excruciating  pain  in 
the  right  hip.  After  the  patient  recovered  from  the 
third  attack  of  pneumonia,  an  orthopedic  specialist 
was  asked  to  see  the  patient  in  consultation  for  ad- 
vice as  to  splinting  of  the  lower  extremities,  particu- 
larly the  right  thigh.  The  patient  refused  to  have 
splinting,  but  because  of  the  all  too  frequent,  severe 
attacks  of  pneumonia,  the  medical  consultant  again 
saw  the  patient  on  January  25,  1951,  and  found  that 
“the  patient  had  responded  well  to  ACTH  and  cor- 
tisone except  for  the  right  leg.”  He  felt  that  “Cor- 
tone should  be  continued  as  100  mg.  daily  with  anti- 
biotics.” He  also  felt  that  it  was  imperative  that 
before  long  steps  be  taken  to  straighten  the  right  leg 
at  the  hip.  On  February  3,  1951,  the  patient  was 
given  Pentothal,  0.4  per  cent  intravenously,  and 
nitrous  oxide  oxygen  anesthesia;  at  this  time  a 
spica  was  applied  to  the  hip  and  legs.  The  cast  was 
bivalved  and  the  posterior  shell  used  when  the  pa- 
tient was  supine.  With  the  cast  and  physiotherapy, 
the  patient  soon  had  motion  of  the  thighs  and  knees 
with  little  pain. 

I was  called  to  the  hospital  at  3: 50  a.m.  on  Febru- 
ary 10  because  the  patient  had  been  awakened  at 
3 : 00  a.m.  by  twitching  and  inability  to  breathe  fully. 
He  also  was  unable  to  speak  and  had  broken  out  into 
a profuse  perspiration.  The  corner  of  the  right  side 
of  the  mouth  drooped  a bit  but  had  returned  to 
normal  by  4:00  a.m.  There  was  neurologically  no 
other  evidence  suggesting  a central  lesion.  When 
the  patient  was  first  seen  by  me  at  this  time,  it  was 
felt  that  we  might  have  been  dealing  with  cerebral 
spasm.  On  February  12,  the  patient  occasionally 
complained  of  visual  hallucinations,  and  he  also 
seemed  euphoric.  The  dose  of  Cortone  was  reduced 
to  25  mg.  every  twelve  hours  by  mouth.  On  Feb- 
ruary 13,  the  patient  was  wandering  mentally  when 
not  engaged  in  conversation.  Cortisone  was  stopped 
since  there  seemed  to  be  a toxic  reaction  to  the 
drug.  On  February  15,  the  patient  developed  muscle 
twitchings  with  generalized  convulsions.  By  Feb- 
ruary 18  the  patient  was  psychotic,  with  complete 


disorientation.  In  the  confused  state  which  varied 
between  disorientation  and  hallucinations,  the 
patient  was  seen  on  February  20  by  a psychiatrist, 
who  felt  that  the  mental  state  was  due  to  a toxic  re- 
action. He  found  no  evidence  of  cranial  nerve 
function  impairment.  The  patient  at  this  time  was 
in  no  physical  condition  for  shock  therapy.  After 
February  18  the  patient  continued  having  convul- 
sions from  one  to  three  times  in  twenty-four  hours. 
One  of  the  attacks  on  February  20,  1951,  lasted  for 
one  and  three-quarter  hours,  with  the  pulse  absent 
at  times  and  slow,  from  50  to  54,  at  other  times.  At 
this  time  the  patient  had  generalized  twitching  and 
convulsions,  with  deviation  of  the  right  eye  in  a 
lateral  squint.  The  patient  at  this  time  had  periods 
of  clear  mental  reaction,  and  was  able  to  carry  on  a 
normal  conversation  for  short  periods  of  time. 

On  February  28,  1951,  the  patient’s  nonprotein 
nitrogen  was  33  mg.  per  cent  with  a blood  calcium 
of  9.3  ; sodium  mEq.  147  per  L.;  and  potassium  3.5 
mEq.,  which  would  not  account  for  the  convulsions. 
On  the  night  of  March  1,  1951,  the  patient  had  three 
convulsions.  The  pulse  dropped  to  54  in  one  attack, 
and  the  blood  pressure  dropped  to  84  systolic  and  56 
diastolic.  At  this  time  a patch  of  bronchial  breath- 
ing was  heard  at  the  left  lung  base  in  the  posterior 
axillary  line  with  a few  crepitant  rales.  During  one 
convulsion  on  March  2,  1951,  the  patient’s  blood 
sugar  was  122.  A Thorn  test  was  to  be  done  for 
eosinophil  response  on  March  2,  1951,  but  no  eosino- 
phils were  found  in  the  count  from  venous  fasting 
blood.  On  February  27,  1951,  because  of  bronchial 
breathing  at  the  left  base  in  the  posterior  axillary 
line,  one  million  units  of  penicillin  was  started,  every 
four  hours  intramuscularly,  with  500  mg.  of  terramy- 
cin twice  daily,  intravenously.  Terramycin  could 
not  be  given  by  mouth  because  of  disorientation  and 
some  inability  to  swallow.  On  March  2,  1951,  and 
March  3,  1951,  the  patient  developed  some  diarrhea 
which  was  attributed  to  terramycin.  On  the  morn- 
ing of  March  3,  1951,  the  patient  had  inability  to 
swallow,  with  a questionable  Babinski  sign  on  the 
right  and  questionable  Hoffman  signs.  All  other 
neurologic  signs  were  normal.  At  9:20  p.m.  on 
March  3,  1951,  he  developed  twitching  of  the  arms 
and  legs,  followed  by  difficulty  in  breathing,  and  by 
mottling  of  the  lower  legs  and  shock.  The  patient 
expired  at  9 : 45  p.m. 

During  the  patient’s  third  hospitalization  of  two 
months  he  had  received  2,675  mg.  of  cortisone  and 
1,015  mg.  of  ACTH.  One  hundred  mg.  of  Cortone 
was  given  once,  15  mg.  18  times,  and  25  mg.  67 
times.  A total  of  5,575  mg.  of  cortisone  was  used  in 
eighty-eight  days  of  hospitalization,  with  1,015  mg. 
of  ACTH.  Xo  accurate  record  was  kept  of  the 
amount  of  cortisone  taken  at  home  or  at  a hotel  be- 
tween the  second  and  third  hospitalizations. 

Autopsy  Report. — The  autopsy  revealed  acute 
bronchiolitis  with  minimal  lobular  pneumonia.  The 
heart  weighed  330  Gm.  On  section  of  the  right 
coronary  artery  there  was  found  a small  area  of  calci- 
fication in  the  wall  at  a point  located  2 cm.  distal  to 
the  coronary  ostium.  On  section  of  the  myocar- 
dium there  was  found  no  evidence  of  acute  infarction 
or  fibrosis.  The  aorta  and  great  vessels  were  not  re- 
markable. 

The  kidneys  showed  mild  arteriolar  nephrosclero- 
sis with  a probable  arteriolar  thrombus  noted  in  one 
kidney.  The  liver  weighed  1,620  Gm.  Some  of  the 
lobules  of  the  pancreas  reveal  mild  periacinar  fibro- 
sis. A section  of  the  spleen  showed  marked  engorge- 
ment of  the  pulp.  The  lymphoid  follicles  were  natu- 
ral. The  prostate  gland  showed  adenocystic 
hyperplasia. 
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The  weight  of  the  adrenals,  as  determined  by  Dr. 
Leon  Sokoloff  and  his  associates  at  New  York 
University-Bellevue  Medical  Center,  was  9.50  Gm. 
right,  6.50  Gm.  left,  and  combined  16.00  Gm.,  figures 
which  are  within  normal  limits.  The  following  is  a 
comparison  of  these  figures  with  control  values: 


Average 

Combined 

Cholesterol, 

Cortical 

Weights 

Wet 

thickness 

(Gm.) 

Weight  (%) 

(mm.) 

12  healthy 

6.10  to  13.50 

4.7  to  14.9 

0.86  to  1.76 

adults 

9.35  (average) 

9.6  (average) 

1.21  (average) 

64  adults, 

6.50  to  18.40 

0.5  to  11.3 

0.85  to  2.6 

miscel- 

laneous 

diseases, 

untreated 

with 

ACTH  or 
cortisone 

11.0  (average) 

5 . 0 (average) 

1 . 30  (average) 

T.  C. 

16.0 

0.6 

1.63 

Present 

in  one  pole  of  the  right  gland  was  a cir- 

cumscribed  adenoma  that  was  1.3  by  0.8  by  0.8  cm. 
in  dimension. 

The  average  thicknesses  of  the  cortical  zones  were 
follows:  glomerulosa,  0.06  mm;  fasciculata, 
1.49  mm.;  and  reticularis  (Goormaghtigh),  0.08  mm. 
These  figures  are  within  normal  limits. 

Casual  examination  of  the  anterior  lobe  of  the 
pituitary  revealed  no  obvious  abnormality.  De- 
tailed cell  counts,  however,  could  not  be  made. 

No  platelet  thrombi  were  noted  in  the  brain. 

Brain  sections  were  studied  by  Dr.  Sokoloff  and 
reviewed  by  Dr.  L.  D.  Stevenson,  associate  professor 
of  neuropathology  at  Bellevue.  In  the  medulla 
there  was  some  chromatolysis  in  the  dorsal  nucleus 
of  the  vagus.  The  tongue  nucleus  was  normal.  A 
small  focus  of  pigmented  nerve  cells  was  present  in 
the  vicinity  of  the  dorsal  nucleus,  probably  represent- 
ing extensions  of  the  locus  caeruleus.  In  the  cere- 
bellum some  of  the  Purkinje  cells  revealed  a slight 
deviation  from  normal  in  indistinctness  of  the 
nuclear  outline.  In  the  cortex  of  the  temporal  lobe 
some  of  the  ganglion  cells  were  undergoing  chroma- 
tolysis. A small  proportion  of  these  had  slightly  elon- 
gated eccentric  nuclei.  There  was  a moderate  degree 
of  satellitosis  by  oligodendroglia.  There  was  a 
moderate  falling  out  of  Purkinje  cells  of  the  cere- 
bellum. The  large  motor  cells  of  the  striate  body 
also  displayed  satellitosis  in  fair  degree.  All  these 
changes  are  of  the  sort  that  may  be  seen  in  anoxia, 
toxic  states,  and  various  states  of  exhaustion. 

Comment 

This  case  is  being  presented  as  a warning  that 


cortisone  and  ACTH  are  not  innocuous  drugs.  It 
represents  one  of  the  40  per  cent  of  treated  individ- 
uals who  return  to  their  former  state  after  a few 
weeks  of  the  most  complete  relief  from  previous 
symptomatology.  In  an  individual  with  advanced 
changes  in  joints  the  exacerbation  of  pain  following 
cessation  of  therapy  itself  produces  a marked  psy- 
chic trauma  and  makes  management  of  the  patient 
difficult  for  the  physician,  the  nurses,  and  family. 
This  patient  represents  a case  of  severe  rheumatoid 
arthritis  that  did  not  respond  two  or  three  months 
after  therapy  was  started,  even  though  given  ade- 
quate hormone  therapy. 

The  findings  of  chromatolysis  with  indistinctness 
of  nuclear  outline  in  the  cerebellum  cortex  of  the 
temporal  lobe,  as  well  as  the  dorsal  nucleus  of  the 
vagus  nerve,  is  significant  for  further  follow-up  of 
the  study  of  mental  changes  and  convulsions  in  these 
patients.  This  finding  in  a human  is  in  line  with 
similar  findings  in  other  parts  of  the  brain  in  ex- 
perimental animals  treated  with  ACTH  and  corti- 
sone* 2 3 4 5 but  this  factor  may  not  be  the  cause  of  death. 
In  this  patient  we  may  say  that  there  was  an  absence 
of  specific  anatomic  changes  in  the  nervous  system  to 
account  for  the  convulsions  and  death.  A follow-up 
of  another  six  months  or  a year  in  a large  series  of 
cases  may  reveal  more  information  about  chemical 
and  physiologic  changes  as  a result  of  these  drugs. 
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SPACE  MEDICINE 

The  present  limit  for  motor  driven  aircraft  has 
reached  55,000  feet  while  that  for  jet  propelled  air- 
craft has  risen  to  75,000  feet.  We  are  now  dealing 
with  rockets,  and  for  these  there  is  no  altitude  limit. 
We  know  from  our  studies  in  aviation  medicine 
that  by  increasing  the  percentage  of  oxygen 
breathed,  man  may  be  kept  fully  efficient  up  to 
34,000  feet.  The  increase  in  the  oxygen  percentage 
increases  the  partial  pressure  of  oxygen  in  the  al- 

Iveoli,  and  on  this  life  depends.  Above  34,000  feet, 
man  becomes  progressively"  less  efficient,  even 
though  breathing  pure  oxygen.  This  is  because  the 
atmospheric  pressure  is  so  low  that  the  pressure  of 
oxygen  breathed  is  too  low  to  maintain  efficient 




existence.  Above  the  level  of  34,000  feet  the  cabin 
of  the  plane  must  be  pressurized,  which  can  be 
done  by  superchargers.  In  so  far  as  atmospheric 
conditions  are  concerned,  complete  anoxia  occurs  at 
52,000  feet,  and  at  65,000  feet,  the  body  fluids  will 
boil. 

At  extremely  high  altitudes,  ambient  air  is  no 
longer  usable  for  the  crew.  It  would  require  too 
bulky  equipment  to  compress  it.  When  we  get 
above  12  miles  the  ozone  concentration  is  above  the 
toxic  level.  Furthermore,  excess  water  vapor, 
carbon  dioxide,  and  other  toxic  gases  must  be  elim- 
inated.— Louis  H.  Bauer,  M.D.,  West  Virginia 
Medical  Journal,  November,  1952 


A CASE  OF  BELL’S  PALSY  FOLLOWED  BY  HERPES  ZOSTER  OTICUS 

Austin  J.  McSweeny,  M.D.,  Rome,  New  York 

( From  the  Department  of  Internal  Medicine  of  the  Griffiss  U.S.  Air  Force  Hospital) 


"DELL’S  palsy,  or  peripheral  facial  nerve  paralysis, 
is  a common  disease  which  may  be  caused  by 
a multiplicity  of  morbid  states.  Chilling  of  the  face, 
otitis  media,  trauma,  diphtheria,  syphilis,  diabetes, 
and  tumors  are  among  the  more  frequent  etiologic 
factors.  Uncommonly,  herpes  zoster  of  the  tym- 
panic membrane,  external  auditory  canal,  and  pinna 
may  precede  or  accompany  the  appearance  of  facial 
paralysis.  In  the  case  to  be  presented,  the  eruption 
of  herpes  zoster  became  manifest  fully  eight  days 
after  the  onset  of  paralysis.  Although  herpes  zoster 
is  usually  regarded  as  an  uncommon  cause  of  Bell’s 
palsy,  it  has  been  suggested  by  Walshe  that  facial 
paralysis  without  the  appearance  of  vesiculation 
frequently  may  be  caused  by  the  virus  of  herpes 
zoster.1 

Case  Report 

M.  E.,  a twenty-one-vear-old  white  male,  was  ad- 
mitted to  the  Griffiss  U.S.  Air  Force  Hospital  on 


Fig.  1.  The  patient  was  instructed  to  close  his 
eyes  and  bare  his  teeth.  The  left  lid  failed  to  close, 
and  the  eyeball  rolled  upward  (Bell’s  phenomenon). 
The  mouth  was  drawn  to  the  normal  side. 


Fig.  2.  This  photograph  was  taken  eight  days 
after  the  appearance  of  the  vesicular  eruption.  The 
black  eschars  of  herpes  zoster  can  be  seen  on  the 
concavity  of  the  ear.  Pigmentation  of  the  skin  of 
the  neck  represents  an  unrelated  condition,  nevus 
unius  lateris. 


March  17,  1952.  He  had  had  a head  cold  with 
cough  and  nasal  obstruction  for  about  a week. 
Three  days  prior  to  admission,  the  patient  noted 
weakness  of  the  left  half  of  his  upper  lip.  Upon 
awakening  the  following  morning,  the  entire  left 
half  of  his  face  was  paralyzed,  and  sensitivity  of  the 
left  ear  to  sound  was  increased. 

Physical  examination  at  the  time  of  admission 
revealed  flattening  of  the  left  half  of  the  face.  The 
patient  was  unable  to  wrinkle  his  forehead  or  closer  I 
the  left  lid,  and  attempts  at  closing  the  left  lid  reJj 
suited  in  rolling  up  of  the  eyeball.  The  moutjt 
drooped  and  was  drawn  to  the  normal  side  (Fig.  1). 

A complete  blood  count,  sedimentation  rate,  blood 
Wassermann,  and  urinalysis  were  performed,  and 
these  revealed  no  abnormalities. 

At  the  time  of  admission,  the  patient  was  startepi 
on  a regime  of  facial  massage  and  intravenous  sodium 
nitrite.  On  March  19,  1952,  he  gradually  developed 
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pain  in  the  left  ear;  however,  inspection  showed  no 
apparent  cause.  On  March  23,  1952,  pain  increased 
markedly,  and  vesicles,  surrounded  by  an  inflamma- 
tory zone,  appeared  on  the  left  auricle  (Fig.  2).  The 
ear  was  grossly  edematous  and  exquisitely  tender. 
The  external  auditory  canal  was  also  edematous; 
however,  it  contained  no  vesicles,  and  there  were 
none  on  the  tympanic  membrane.  Aureomycin 
therapy  was  initiated  at  this  time.  In  four  days, 
eschar  formation  had  begun,  and  analgesics  were  no 
longer  necessary  for  pain.  By  April  4,  1952,  when 
the  patient  was  discharged  from  the  hospital,  the 
black  eschars  of  herpes  zoster  were  entirely  gone. 
A left  facial  paralysis  and  hyperacusis  had  per- 
sisted, however.  Return  of  muscle  function  on  the 
left  half  of  the  face  and  loss  of  hyperacusis  began  on 
April  6,  1952. 

Comment 

The  geniculate  ganglion  syndrome  was  described 
by  Ramsay  Hunt  in  1907  and  1908. 2,3  Typically, 
there  is  auricular  herpes,  homolateral  facial  palsy, 
tinnitus,  deafness,  and  vertigo.  There  also  may  be 
herpetic  vesicles  on  the  anterior  two  thirds  of  the 


tongue  and  on  the  pillar  of  the  fauces.  The  auricular 
eruption  is  said  to  occur  most  commonly  on  the 
concave  or  anterior  surface,  which  derives  its  sensory 
innervation  from  the  auriculotemporal  branch  of 
the  fifth  cranial  nerve.  Hyperacusis,  in  the  case 
which  has  been  presented,  presumably  was  due  to 
paralysis  of  the  stapedius  muscle.  The  prognosis 
of  the  facial  paralysis  associated  with  herpes  zoster 
is,  as  a rule,  good,  but  permanent  facial  palsy  may 
occur. 

Summary 

A case  of  Hunt’s  syndrome  is  presented.  This 
case  is  unusual  in  that  facial  paralysis  preceded  the 
appearance  of  cutaneous  vesiculation  by  eight 
days.  Hyperacusis,  rather  than  deafness,  occurred 
on  the  affected  side. 
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SEVENTH  ANNUAL  PROGRESS  REPORT  ON  NEVT  YORK  STATE 

BLUE  SHIELD  PLANS* 


THE  Bureau  operates  under  the  direction  of  the 
Society’s  Council  Committee  on  Economics 
and  its  Subcommittee  on  Medical  Expense  Insur- 
ance. The  statements  in  this  report  reflect  the 
operation  of  the  plans  for  the  year  ending  December 
31,  1952,  and  comparisons  with  previous  years. 

Membership. — At  December  31.  1952.  member- 
ship totaled  3.767.0S1,  an  increase  of  362.704. 

Earned  Premium  Income  and  Benefits  to  Mem- 
bers.— Net  earned  income  on  premiums  received 
amounted  to  $3-5.827,609.  an  increase  of  -$S.56S,S34, 
and  incurred  benefits  to  members  were  $25,963,099, 
an  increase  of  $5,326,269. 

Payments  to  Doctors. — Claim  payments  to  doc- 
tors amounted  to  $25,474,855,  an  increase  of 
$5,884,074. 


* Approved  by  the  Medical  Society  of  the  State  of  New 
York. 


Surplus  and  Maternity  Reserves. — Total  surplus 

at  December  31,  1952,  amounted  to  $9,854,824, 
an  increase  of  $4,143,282.  Reserves  for  deferred 
maternity  benefits  amounted  to  $4,753,047,  an 
increase  of  $638,639. 

Plan  Developments. — United  Medical  Service, 
Inc.,  Xew  York  City,  increased  annual  income 
ceilings  on  the  general  medical  contract  from 
S1.S00  to  $2,500  for  an  individual,  and  from  $2,500 
to  $4,000  for  a family. 

Northeastern  New  York  Medical  Service,  Inc., 
Albany,  increased  annual  income  ceilings  as  follows: 
Individual.  $2,000  to  $3,500;  husband  and  wife, 
$2,500  to  $3,500;  and  a family,  from  $3,500  to 
$4,500. 

Western  New  York  Medical  Plan,  Inc.,  Buffalo, 
increased  the  schedule  of  allowance  to  its  members. 

Additional  information  has  been  compiled  and  is 
available  upon  request. 


TABLE  I. — Comparative  Membership  Subscribers  a.vb  Depexdexts  — December  31,  1952  axt>  1951 


Location 

1952 

1951 

Increase 

Per  Cent  of 
Increase 

.Wir  York 

Subscribers 

1 .276.934 

1,183.495 

93.439 

7 90 

Dependents 

1.442.948 

1.306,018 

136.930 

10  48 

Total 

2.719.882 

2.489.513* 

230,369 

9.25 

B ufalo 

Subscribers 

156.268 

142.373 

13.895 

9 76 

Dependents 

227.517 

210.742 

16.775 

7 96 

Total 

383.785 

353.115 

30.670 

8 69 

Rochester 

Subscribers 

106.280 

92.07S 

14.202 

15  42 

Dependents 

152.977 

132.981 

19.996 

15  04 

Total 

259.257 

225.059 

34.198 

15  20 

Syracuse 

Subscribers 

29.696 

19.267 

10.429 

54.13 

Dependents 

45.414 

30,552 

14.862 

48  64 

Total 

75.110 

49.819 

25.291 

50.77 

Utica 

Subscribers 

75 . 798 

70.647 

5, 151 

7 29 

Dependents 

95.192 

82.538 

12.654 

15.33 

Total 

170.990 

153.185 

17.805 

11.62 

Albany 

Subscribers 

64.922 

55.663 

9 . 259 

16  63 

Dependents 

86.375 

76.190 

10.185 

13  37 

Total 

151.297 

131.853 

19.444 

14.75 

Jamestown 

Subscribers 

3.115 

933 

2.182 

233  86 

Dependents 

3.645 

900 

2,745 

305  00 

Total 

Gbaxd  Totals 

6.760 

1,833 

4.927 

268.79 

Subscribers 

1.713.013 

1 .564.456 

148.557 

9.50 

Dependents 

2.054,068 

1.839.921 

214.147 

11.64 

Total 

3,767.081 

3,404,377 

362.704 

10.65 

Adjusted  to  revised  figures. 


' 
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TABLE  II. — Comparative  Membership  and  Increases  (Blue  Shield  and  Blue  Cross)  and  Per  Cent  op  Blue  Shield 
Members  to  Blue  Cross  Members  for  Years  Ending  December  31,  1952,  1951,  and  1950 


Location 

Members 

Increase 

Members 

Increase 

Members 

Increase 

New  York 
Blue  Shield 
Blue  Cross 
Per  Cent 

2,719,882 
5,180,438 
52 . 50 

230,369 

256,985 

2,489,513 

4,923,453 

50.56 

540,598 

440,842 

1,948,915 

4,482,611 

43.48 

401 ,243 
334,130 

Buffalo 

Blue  Shield 
Blue  Cross 
Per  Cent 

383,785 

628,498 

61.06 

30,670 

13,421 

353,115 

615,077 

57.41 

16,132 

16,270 

336,983 

598,807 

56.27 

125,606 

99,046 

Rochester 
Blue  Shield 
Blue  Cross 
Per  Cent 

259,257 
409,015 
63 . 39 

34,198 

6,661 

225,059 

402,354 

55.94 

95,544 

14,645 

129,515 

387,709 

33.41 

36,028 

25,415 

Syracuse 
Blue  Shield 
Blue  Cross 
Per  Cent 

75,110 

353,716 

21.23 

25,291 

5,364 

49,819 

348,352 

14.30 

8,936 

20,184 

40,883 

328,168 

12.46 

15,236 

30,208 

U tica 

Blue  Shield 
Blue  Cross 
Per  Cent 

170,990 

198,207 

86.27 

17,805 

13,977 

153,185 
184,230 
83 . 15 

14,813 

8,805 

138,372 

175,425 

78.88 

6,338 

4,434 

Albany 

Blue  Shield 
Blue  Cross 
Per  Cent 

151,297 

302,144 

50.07 

19,444 
9 , 052 

131,853 

293,092 

44.99 

30,657 

9,000 

101,196 
284 , 192 
35.61 

32,060 

17.276 

J amestown 
Blue  Shield 
Blue  Cross 
Per  Cent 

6,760 
43 , 226 
15.64 

4,927 

2,718 

Totals 

Blue  Shield 
Blue  Cross 
Per  Cent 

3,767,081 
7,115,244 
52 . 94 

362,704 

308,178 

3,403,544 
6,766, 558 
50 . 30 

706,680 
509 , 646 

2,695,864 
6,256,912 
43 . 09 

616,511 

510,509 

TABLE  III  — 

-Claim  Data  (Paid 

Basis)  for  Year  Ending  December  31,  1952 

Plan  Location  and 
Type  of  Contract 

Earned 

Premium 

Income 

Claim 

Cost 

Per  Cent 
of  Claim 
Cost  to 
Earned 
Premium 

Average 

Number  Cost 

of  per 

Claims  Claim 

Claim 
Incidence 
per  1 , 000 
Members 
per  Annum 

New  York 
Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

$13,206,184 

11,047,994 

2,115,073 

$ 

9,583, 802 
7,533,721 
1,446,216 

72 . 57 
68.  19 
68.38 

145,584  $65.83 
124,752  60.39 
114,248  12.66 

96.1 

122.2 

1,229.3 

Total 

$26,369,251 

$18,563,739 

70.40 

384,584  $48.27 

Buffalo 

Surgical 

Surgical,  In-IIospital  Medical 

$ 3,021,596 
202,467 

$ 

2,195,253 
130 , 885 

72.65 

64.64 

83,034  $26.44 

5 , 802  22 . 56 

233 . 6 
345.4 

Total 

$ 3,224,063 

$ 

2,326,138 

72.15 

88,836  $26.18 

Rochester 

Surgical 

$ 2,675,800 

$ 

1,933,207 

72.25 

41,768  $46.28 

171.3 

Syracuse 

Surgical 

Surgical-Medical 

.$  74 , 834 

698,790 

$ 

70,051 

444,744 

93.61 

63.64 

2,063  $33.96 

20,896  21.28 

200.6 
373  6 

Total 

$ 773,624 

$ 

514,795 

66.54 

22,959  $22.42 

U tica 
Surgical 

Surgical,  In-Hospital  Medical 

$ 527,983 

825,820 

$ 

354 , 583 
639,409 

67.16 

77.43 

15,454  $22.94 

24,171  26.45 

228  4 
247.2 

Total 

$ 1,353,803 

$ 

993,992 

73.42 

39,625  $25.08 

Albany 

Surgical,  In-Hospital  Medical 

$ 1,432,063 

$ 

1,112,741 

77.70 

24,165  $46.05 

168.5 

Jamestown 

Surgical 

$ 54,917 

$ 

30,243 

55.07 

640  $47.25 

148.9 

Grand  Totals 

$35,883,521 

$25,474,855 

70.99 

602,577  $42.28 
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TABLE  It. — Comparative  Number  of  Paid  Claims  (by  Contract)  for  Years  Ending  December  31,  1952  and  1951 


Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical-Medical 
(Home,  Office, 
Hospital) 

Total 

Claims 

New  York 
1952 

145,584 

124.752 

114,248 

384 , 584 

1951 

121,227 

76.002 

92,405 

289.634 

Increase 

24.357 

48,750 

21.843 

94,950 

Buffalo 

1952 

83 . 034 

5,802 

88.836 

1951 

71.252 

6.231 

77,483 

Increase 

11.782 

-429 

11,353 

Rochester 

1952 

41.768 

41.768 

1951 

29,220 

29.220 

Increase 

12,548 

12.548 

Syracuse 

1952 

2.063 

20,896 

22.959 

1951 

1,440 

15,716 

17,156 

Increase 

623 

5.180 

5.803 

Utica 

1952 

15,454 

24,171 

39,625 

1951 

15.119 

22.466 

37,585 

Increase 

335 

1.705 

2,040 

Albany 

1952 

24 , 165 

24.165 

1951 

17.656 

17 . 656 

Increase 

6.509 

6,509 

Jamestown 

1952 

640 

640 

1951 

Increase 

640 

640 

Totals 

1952 

288.-543 

178.890 

135,144 

602 , 577 

1951 

238.258 

122.355 

108.121 

468.734 

Increase 

50.285 

56.535 

27.023 

133.843 

TABLE  V. — Comparative  Claim 

Incidence  Frequency  with  Which  Claims  Occur)  per 

1 . 000  Participants  per 

Annum  by  Types  of  Contracts)  for  Years  Ending  December  31,  1952.  1951,  1950.  and  1949 

Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical-Medical 
(Home.  Office, 
Hospital) 

.Yeir  York 

1952 

96  1 

122  2 

1,229.3 

1951 

85 . 5 

106  4 

966  8 

1950 

80  1 

101.0 

902.4 

1949 

75.6 

87.4 

796.7 

Buffalo 

1952 

233.6 

345  4 

1951 

216.6 

343  9 

1950 

178  0 

329  5 

1949 

167  6 

337.0 

Rochester 

1952 

171.3 

1951 

155. 1 

1950 

132.9 

1949 

109.8 

Syracuse 

1952 

200.6 

373  6 

1951 

174  9 

417.7 

1950 

154.6 

433  7 

1949 

164.8 

486.3 

U tica 

1952 

228  4 

247.2 

1951 

226.7 

282  0 

1950 

226.2 

282  0 

1949 

225.4 

242.8 

Albany 

1952 

168.5 

1951 

148.4 

1950 

143  4 

1949 

145.3 

Jamestown 

1952 

148.9 

. . . 
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Table  VI. — Comparison  of  Earned  Premium  Income,  Incurred  Claim  and  Administrative  Expenses,  and  Claim  and 
Expense  Ratios  to  Earned  Premium  Income  for  Years  Ending  December  31,  1952  and  1951 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

James- 

town 

Totals 

Net  Earned  Pre- 
mium Income 
1952 
1951 

$26,314,650 

20,767,580 

$3,224,063 

2,398,186 

$2,675,769 

1,507,738 

$773,624 

515,387 

$1,352,523 
1,191 ,447 

$1,432,063 

990,437 

$54,917 

$35,827,609 

27,370,775 

Increase 

$ 5,547,070 

$ 825,877 

$1,168,031 

$258,237 

$ 161,076 

$ 441,626 

$54,917 

$ 8,456,834 

Incurred  Claim 
Expense 
1952 
1951 

$18,769,739 

15,101,558 

$2,354,138 

2,202,664 

$2,055,108 

1,273,501 

$524,052 

377,454 

$1,038,614 
901 ,300 

$1,185,254 

780,353 

$36,194 

$25,963,099 

20,636,830 

Increase 

$ 3,668,181 

$ 151,474 

$ 781,607 

$146,598 

$ 137,314 

$ 404,901 

$36 , 194 

$ 5,326,269 

Administrative 

Expense 

1952 

1951 

$ 4,250,909 
3,429,693 

$ 328,254 
185,193 

$ 262,147 

195,174 

$113,392 

77,701 

$ 219,418 

197,914 

$ 155,760 

116,882 

$ 9,400 

$ 5,339,280 
4,202,557 

Increase 

$ 821,216 

$ 143,061 

$ 66,973 

$ 35,691 

$ 21,504 

$ 38,878 

$ 9,400 

$ 1,136,723 

Claim  Expense 
Ratio  to 
Earned  Pre- 
mium Income 
1952 
1951 

71.33 

72.72 

73.02 

91.85 

76.80 

84.46 

67.73 

73.24 

76.79 

75.65 

82.76 

78.79 

65.91 

72.47 

75.40 

Administrative  Ex- 
pense Ratio  to 
Earned  Pre- 
mium Income 
1952 
1951 

16.15 

16.51 

10.18 

7.72 

9.80 

12.94 

14.66 

15.08 

16.22 

16.61 

10,88 

11.80 

17.12 

14.90 

15.35 

Table  VII. — Comparison  of  Earned  Premium  Incurred  Administrative  Expense  (Per  Contract  and 
for  Years  Ending  December  31,  1952,  1951,  1950,  and  1949 

per  Member) 

Net 

Premium 

Per 

Per 

Administrative 

Per 

Per 

Location 

Income 

Contract 

Member 

Expense 

Contract 

Member 

New  York 

1952 

$26,314,650 

$20 . 88 

$ 9.99 

$4,250,909 

$3 . 37 

$1.61 

1951 

20 , 767 , 580 

19.05 

9.11 

3,429,693 

3.15 

1.50 

1950 

13,811,476 

15.46 

9.62 

2,551,328 

2.86 

1.38 

1949 

9,976,541 

13.98 

6.95 

2,086,927 

2.92 

1.45 

Buffalo 

1952 

$ 3,224,063 

$20.96 

$ 8.81 

$ 328,254 

$2 . 13 

$0 . 89 

1951 

2,398.186 

17  09 

6.88 

185,193 

1.32 

0.53 

1950 

1,848,602 

16.30 

6 40 

138,442 

1.22 

0.48 

1949 

1,304,113 

17.13 

6.73 

102,456 

1.34 

0.53 

Rochester 

1952 

$ 2,675,769 

$26  42 

$10.84 

$ 262,147 

$2.59 

$1.06 

1951 

1 ,507,738 

18.82 

7.73 

195,174 

2.44 

1.00 

1950 

729,692 

15.14 

6.63 

112,621 

2.34 

1.02 

1949 

550,548 

15.22 

6.40 

76,622 

2.12 

0.89 

Syracuse 

1952 

$ 773,624 

$29 . 87 

$11.68 

$ 113,392 

$4.38 

$1.71 

1951 

515,387 

28. 15 

11.00 

77,701 

4.24 

1 .66 

1950 

343,508 

25.41 

10.  19 

43,339 

3.21 

1.29 

1949 

246,582 

23.39 

9.61 

29,373 

3.07 

1.26 

Utica 

1952 

$ 1,352,523 

$18. 18 

$ 8.18 

$ 219,418 

$2 . 95 

$1.33 

1951 

1,191,447 

17  52 

8.  14 

197,914 

2.91 

1.35 

1950 

1,090,869 

17.71 

8.23 

175,260 

2.84 

1 .32 

1949 

985,740 

16.77 

7.98 

134,399 

2.28 

1.09 

Albany 

1952 

$ 1,432,063 

$23.40 

$ 9.99 

$ 155,760 

$2 . 54 

$1.09 

1951 

990,437 

19 . 83 

8.32 

116,882 

2.34 

0.98 

1950 

762,933 

19.62 

8.50 

83,190 

2.14 

0.93 

1949 

508,729 

19.49 

8.39 

46,697 

1.78 

0.77 

J amestown 

1952 

$ 54,917 

$21.44 

$ 9.93 

$ 9,400 

$3.67 

$1.70 

Note:  Mean  averages  used  in  determining  contracts  and  membership. 
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TABLE  \ III. — Scrplcs  (per  Contract  and  per  Member)  for  Year  Ending  December  31,  1952 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

James- 

town 

Totals 

Special  Contingent  Surplus* 
Unassigned  Surplus t 

$3,485,917 

3.851.668 

$503,910 

357,762 

$251,313 

357,518 

$ 93,221 
104,106 

$296,878 

273.644 

$172,335 

103,281 

3,271 

$4,803 ,574 
5,051,250 

Total  Surplus 

$7,337,58 5 

$861,672 

$608,831 

$197,327 

$570,522 

$275,616 

$3,271 

$9 , 854 . 824 

Special  Contingent  Surplus 
Per  Contract 
Per  Member 

$2  73 
1.28 

$3.22 

1.31 

$2.36 
0 97 

$3.14 

1.24 

$2.92 

1.74 

$2.65 

1.14 

$2.80 

1.28 

Unassigned  Surplus 
Per  Contract 
Per  Member 

$3.02 

1.42 

$2.29 

0.93 

$3.36 

1.38 

$3.51 
1 39 

$3.61 

1.60 

$1.59 
0 68 

$1.05 
0 48 

$2.95 

1.34 

Total  Surplus 
Per  Contract 
Per  Member 

So  75 
2.70 

So. 51 
2.25 

$5 . 73 
2.35 

$6.64 

2.63 

$7  53 
3.33 

$4.25 

1.82 

$1.05 

0.48 

$5  75 
2.62 

* A percentage  of  earned  premium  income  (4  per  cent)  required  by  the  State  of  New  York  Insurance  Department  to  meet 
emergencies  which  may  arise  from  overutiiization,  epidemics,  etc.  This  surplus  can  be  used  only  with  the  permission  of  the 
Insurance  Department. 

t Residue  of  assets  after  establishment  of  all  necessary  reserves  for  known  liabilities  after  setting  aside  the  Special  Con- 
tingent Surplus.  In  the  New  Fork  plan  S526.291  has  been  segregated  from  Unassigned  Surplus  for  provision  for  epidemic 
and  other  contingencies  and  $ 50,000  for  provision  for  specialty  security  valuation. 


TABLE  IX. — Comparison  of  Total  Surplus  (per  Contract  and  per  Member)  and  Reserve  for  Deferred  Maternity 
Benefits  (per  Family  Contract)  for  Years  Ending  December  31,  1952,  1951,  1950,  and  1949 


Per 

Total 

Per 

Per 

Maternity 

Familv 

Location 

Surplus 

Contract 

Member 

Reserve 

Contract 

X etc  York 

1952 

$7,337,585 

$5.75 

$2.70 

$3 , 555 , 000 

$7.40 

1951 

4.297,329 

3.63 

1.74 

3,012,000 

6 81 

1950 

2,573.622 

2.74 

1.32 

2,440.000 

6.97 

1949 

1,941,407 

2.54 

1.25 

1,840,000 

6.58 

Buffalo 

1952 

$ 861,672 

$5.51 

$2.25 

S 445,000 

$4.22 

1951 

443 , 149 

3.11 

1.25 

380.000 

3.89 

1950 

438.521 

3.31 

1.30 

289,000 

3.18 

1949 

324,483 

4.91 

1.54 

203,910 

3.68 

Rochester 

1952 

$ 608.831 

$5 . 73 

$2.35 

$ 328,099 

$4  58 

1951 

209,329 

2.27 

0.93 

374,598 

6.02 

1950 

196,628 

3.64 

1.52 

132,428 

3.75 

1949 

157,246 

4.01 

1.68 

93,391 

3.67 

Syracuse 

1952 

$ 197,327 

$6  64 

$2.63 

$ 86,007 

$4.51 

1951 

96,277 

5.00 

1.93 

47,503 

3.61 

1950 

95 , 050 

5.84 

2.33 

29,295 

2.69 

1949 

74,690 

7.09 

2.91 

14,301 

2.15 

Utica 

1952 

$ 570.522 

$7.52 

$3.37 

$ 229,207 

$5.44 

1951 

482,759 

6.83 

3.15 

204,207 

5.28 

1950 

401,780 

6.15 

2.91 

175,207 

5.02 

1949 

312,604 

5.00 

2.62 

161,794 

4.88 

Albany 

1952 

$ 275,616 

$4.24 

51.82 

$ 104,000 

$3.88 

1951 

183,699 

3.30 

1.39 

97,000 

4.04 

1950 

123,851 

2.82 

1.22 

62,000 

3.21 

1949 

78,408 

2.62 

1.13 

45,000 

3.43 

Jamestown 

1952 

$ 3,271 

$1.05 

$4.75 

$ 6.634 

$6.10 

Totals 

1952 

$9,854, 824 

$4,753,947 

1951 

5,711 ,542 

4.115,308 

1950 

3,829,452 

.3.127,930 

1949 

2,888,838 

2,368,396 

Note:  Maternity  Benefits  are  also  included  on  Husband  and  Wife  Contracts  in  the  Utica  Plan._ 

Allowances  for  normal  obstetric  delivery  are  as  follows:  New  York  S75,  Jamestown  $90.  Buffalo  $65,  Rochester  and  Syracuse 
$60,  Utica  and  Albany  $50. 
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RE  RESEARCH  ON  "STRESS”  AND  ADAPTIVE  HORMONES 


To  the  Editor: 

In  perusing  the  current  literature  with  which  this 
Journal  is  concerned,  we  note  that  an  ever-in- 
creasing number  of  its  articles  deals  with  problems 
pertaining  to  research  on  “stress”  and  the  so-called 
“adaptive  hormones”  (ACTH,  ST II,  corticoids, 
adrenergic  substances,  etc.). 

We  are  writing  you  because,  in  our  opinion,  the 
success  of  research  in  this  complex  and  rapidly 
developing  field  largely  depends  upon  the  prompt 
availability  and  evaluation  of  relevant  publications, 
a task  for  which  we  should  like  to  solicit  the  assis- 
tance of  your  readers. 

In  1950,  our  Institute  initiated  the  publication  of 
a series  of  reference  volumes  entitled  “Annual  Re- 
ports on  Stress”  (Acta  Medical  Publishers,  Mon- 
treal) in  which  the  entire  current  world  literature  is 
surveyed  every  year  (usually  between  2,000  and 
4,000  publications).  Up  to  now,  we  have  had  to 
compile  the  pertinent  literature  partly  from  medical 
periodicals,  monographs,  and  abstract  journals, 
and  partly  from  reprints  sent  to  us  by  the  authors 
themselves.  Of  all  these,  reprints  proved  to  be  the 
best  source  of  data  which  we  felt  deserved  prompt 
attention  in  our  annual  reports.  Hence,  in  the  past, 
we  have  sent  out  several  thousand  individual 


reprint  requests  to  authors  who  we  know  are 
currently  engaged  in  research  on  stress  and  allied 
topics.  Even  this  procedure  did  not  give  us  the 
wide  coverage  which  would  be  desirable,  because 
it  is  materially  impossible  to  contact  all  these  authors 
individually,  and  it  often  takes  too  much  time  to  get 
the  requested  reprints. 

It  is  evident  that,  in  order  to  insure  prompt  in- 
clusion of  publications  in  the  annual  reports,  these 
surveys  must  develop  into  a cooperative  effort 
between  the  authors  of  original  papers  and  the  re- 
viewers. This  cooperation  was  greatly  enhanced 
of  late  bjr  the  publication  of  announcements  in 
several  medical  journals  encouraging  investigators 
interested  in  stress  research  to  send  us  their  reprints 
for  this  purpose  as  soon  as  they  become  available. 

We  should  be  grateful  if,  by  the  publication  of 
this  note,  you  would  also  bring  this  problem  to  the 
attention  of  your  readers. 

Hans  Selye,  M.D.,  Ph.D. 

Alexander  Horava,  M.D. 

Institute  of  Experimental  Medicine  and  Surgery, 
University  of  Montreal 
Montreal,  Canada 


TREATMENT  OF  ACUTE  AND  CONVALESCENT  POLIOMYELITIS 


To  the  Editor: 

I have  read  with  keen  interest  the  article  by  Drs. 
Raisman  and  Courten  on  “The  Importance  of 
Stretching  in  the  Treatment  of  Acute  and  Conva- 
lescent Poliomyelitis”  in  the  December  15,  1952, 
issue  of  the  Journal. 

The  paragraph  on  page  3009  which  refers  to  the 
common  fallacy  that  maximum  recovery  is  not  to  be 
expected  beyond  two  years  from  the  onset  of  the 
disease  is  particularly  interesting.  The  authors’ 
observations  correctly  confirm  the  fact  that  im- 
provement may  be  expected  for  “a  long  period  of 
time.”  This  is  a cautiously  conservative  statement. 

My  own  observation,  as  well  as  that  of  others, 
has  been  that  neither  age  nor  duration  of  the  disa- 
bility is  a factor  in  the  prognosis  for  the  restoration 
of  neuromuscular  function.  Our  entire  philosophy 
is  undergoing  a reorientation  in  this  respect. 


The  muscle  fibers  that  have  not  been  destroyed 
become  atrophied  from  disuse,  and  then  they  lie 
dormant  for  the  rest  of  the  patient’s  life.  Active, 
intensive  exercise  against  progressively  increased 
resistances  in  small  increments,  if  persisted  in  to 
plateau  level,  will  cause  these  residual  fibers  to 
hypertrophy  not  only  back  to  the  size  of  the  fibers 
in  the  normal  skeletal  muscles  of  the  body  but  well 
beyond  that,  i.e.,  to  maximum  possible  hypertrophy 
the  fibers  are  capable  of. 

If  the  number  of  residual  fibers  so  maximally 
hypertrophied  is  large  enough,  function  must  ensue. 

A.  W.  SCHENKER,  M.D. 

57  West  57th  Street 
New  York  City 
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Comment  by  Dr.  Raisman 


To  the  Editor: 

It  is  encouraging  to  leam  that  Dr.  Schenker  with 
his  phvsiatry  experience  feels  that  I have  been  con- 
servative in  expecting  recovery  to  continue  beyond 
two  years  from  the  onset  of  a polio  infection. 

I believe,  however,  that  the  possibility,  which  he 
discusses,  of  muscle  fibers  K ing  dormant  owing  to 
lack  of  exercise  must  be  analyzed  further.  When 
patients  have  been  treated  in  accordance  with  the 
method  outlined  in  our  article,  namely,  stretching 
with  the  aid  of  curare  and  intensive  physical  therapy, 
there  remains  little  likelihood  that  any  muscle  fibers 
would  be  lying  dormant  two  years  later.  The  main 
expectation  of  improvement  at  that  time  would 
be  based  on  the  possibilities  for  continued  hj-per- 
trophy  of  the  muscle  fibers  through  progressive 
resistance  exercises,  as  pointed  out  by  Dr.  Schenker. 

When,  on  the  other  hand,  weakened  muscles  are 
unable  to  function  owing  to  contractures  of  their 
opponents,  their  fibers  are  forced  to  lie  dormant 


and  inactive  until  freed  either  by  stretching  or  by 
surgical  release  of  the  contractures.  Only  then  do 
their  muscle  fibers  have  a chance  to  function.  This 
occurs,  for  instance,  when  an  equinus  contracture 
is  treated  by  lengthening  of  the  achilles  tendon. 
Then  an  apparently  paralyzed  anterior  tibial  murcle 
is  given  the  opportunity  to  contract,  and,  providing 
its  nerve  cells  were  not  all  destroyed,  it  rapidly 
develops  power.  Then  physical  therapy  and,  in 
particular,  progressive  resistance  exercises  demon- 
strate their  value. 

In  conclusion,  I certainly  agree  with  the  point  of 
view  expressed  by  Dr.  Schenker,  especially  as  it 
relates  to  patients  treated  by  the  so-called  orthodox 
methods. 

Victor  Raisman,  M.D. 

120-12  84th  Avenue 
Kew  Gardens  15,  New  York 


SYNCARDIAL  THERAPY  IN  THE  TREATMENT  OF  GANGRENE 

AND  FROSTBITES 


To  the  Editor: 

On  my  visit  to  the  last  International  Congress  for 
Physical  Medicine  I had  occasion  to  see  films  on  the 
operation  of  a new  machine,  called  syncardon,  in 
the  treatment  of  gangrene  and  frostbites.  The 
results  were  so  remarkable  that  I thought  it  ad- 
visable to  make  the  American  profession  acquainted 
with  it  as  soon  as  possible. 

The  syncardon  is  an  apparatus,  invented  by  Dr. 
Maurice  Fuchs,  using  an  entirely  new  principle  in 
the  treatment  of  gangrene  and  frostbite. 

This  is  not  the  place  to  enter  into  a discussion  of 
the  etiologic  factors  of  gangrene.  It  is  sufficient  to 
mention  the  changes  in  the  anatomic  structure  and 
the  physiology  of  the  blood  vessels.  We  know  that 
the  blood  vessels  play  an  active  part  in  the  circula- 
tion, because  of  their  elasticity.  During  the  systole 
the  blood  vessels  are  expanded,  and  in  this  way 
potential  energy  is  created  in  the  walls.  During  the 
diastole  this  potential  energy  is  changed  into  kinetic 
energy.  The  contracting  arteries  drive  the  blood 
into  the  peripheral  circulation  because  the  blood 
cannot  back  up  due  to  the  closing  of  the  aortic 
valves.  In  cases  of  aortic  insufficiency,  the  syn- 
cardon therapy  is  therefore  contraindicated. 

If,  through  any  pathologic  process,  the  walls  of 
the  arteries  lose  their  elasticity  or  show  a spasm, 
the  potential  energy  cannot  be  accumulated  and 
then  changed  into  kinetic  energy.  In  other  words, 
during  the  diastole  the  vis  a tergo  is  reduced  and 
nourishment  of  the  tissues  is  impaired  in  various 
degrees.  The  syncardon  apparatus  tries  to  correct 
this  deficiency. 


It  would  be  difficult  to  explain  the  delicate  mecha- 
nism of  this  machine,  but  it  is  easy  to  describe 
the  salient  features  as  far  as  the  therapy  is  con- 
cerned. One  of  the  features  is  a rubber  cuff  as  used 
in  a blood  pressure  apparatus.  By  increasing  and 
decreasing  the  pressure  in  this  cuff,  we  exert  a 
massage  action  on  the  blood  stream  in  that  part  of 
the  body.  However,  it  is  extremely  important  that 
this  massage  action  be  controlled  so  as  to  take  place 
in  the  diastole  only  when  the  height  of  the  pulse 
wave  has  passed  the  part  where  the  cuff  is  applied. 
This  means  that  the  pulse  wave  has  to  get  an  ad- 
ditional impulse,  so  to  speak,  in  the  rear. 

If  the  pressure  in  the  cuff  should  come  too  early, 
the  strength  of  the  pulse  wave  would  be  reduced 
by  interference.  In  order  to  obtain  the  correct 
sequence,  automatic  control  by  the  heart  beat  is 
necessary.  For  this  purpose,  two  electrodes  are 
applied  in  the  same  way  as  the  leads  in  an  electro- 
cardiogram. 

It  has  to  be  stressed  that  this  arrangement  has 
nothing  to  do  with  the  diagnosis,  but  has  only  the 
purpose  of  using  the  R elevation  as  a guiding  factor 
for  the  pressure  impulse. 

The  apparatus  is  equipped  with  a device  which 
measures  the  time  elapsed  between  the  heart  beat 
and  the  arrival  of  the  pulse  wave  at  the  cuff.  By 
increasing  the  air  presssure  in  the  cuff  shortly  after 
the  arrival  of  the  maximal  pulse  wave,  we  add  the 
force  coming  from  the  cuff  to  that  of  the  heart  mani- 
fested in  the  pulse  wave. 

Experiments  were  made  by  Fuchs  and  others 
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immediately  after  the  amputation  of  a leg.  It 
could  be  demonstrated  that  while  the  arteries  were 
not  bleeding  after  the  operation,  a spurting  of  blood 
from  the  stump  could  be  observed  during  the  syn- 
cardon  treatment. 

Holle  has  shown  by  the  use  of  the  oscillograph 
that  he  could  determine  the  value  of  the  syncardon 
after  a few  treatments.  If  no  changes  at  all  were 
observed,  he  would  consider  the  syncardon  useless. 
Further  examinations  will  have  to  be  made  to  deter- 
mine the  stage  of  disease  in  which  the  application 
of  th's  treatment  would  be  useful. 

The  syncardon  is  particularly  successful  in  cases 
oi  intermittent  claudication.  There  we  can  see  a 
definite  improvement  after  two  or  three  treatments 
and  the  complete  disappearance  of  symptoms  in  a 
few  weeks.  In  a case  which  we  treated  in  New  York 
City,  a definite  improvement  was  noticeable  after 
three  treatments. 


It  is  our  opinion  that  the  early  use  of  the  syn- 
cardon should  most  likely  obviate  the  development 
of  gangrene  and  avoid  amputation. 

Excellent  results  have  also  been  observed  in  very 
severe  frostbites,  especially  when  treatment  was 
applied  early.  Fuchs  reports  complete  recovery 
in  severe  cases  of  frostbite  after  four  weeks. 

In  cases  of  Raynaud’s  disease,  which,  so  far  as 
we  know,  is  due  to  a spasm  of  the  vessels,  complete 
cure  of  the  ulcers  was  observed. 

There  are  definite  contraindications  for  this  treat- 
ment which  are  self-evident:  infectious  conditions, 
rapidly  spreading  gangrene,  severe  cachexia,  and 
aortic  insufficiency,  the  latter  for  physiologic  reasons. 

Heinrich  F.  Woi.f,  M.D. 

85  Fifth  Avenue 
New  York  3,  New  York 


REPORT  TB  DRUG  MAY  AID  IN  THERAPY 

Isonicotinic  acid  hydrazide,  a drug  which  has 
proved  to  be  a useful  adjunct  in  the  treatment  of 
lung  tuberculosis,  may  hold  great  promise  in  the 
treatment  of  lupus  vulgaris  and  other  tuberculous 
conditions  of  the  skin,  it  was  reported  in  the  Febru- 
ary 21  Journal  of  the  American  Medical  Association. 

Lupus  vulgaris  is  a relatively  rare  skin  disorder 
which  is  very  difficult  to  treat.  It  usually  begins  on 
the  face,  and  consists  of  large,  thick,  brown,  red- 
yellow  blemishes  which  scale  and  cause  scarring. 
Two  cases  of  lupus  vulgaris  treated  with  isonicotinic 
acid  hydrazide  were  reported  by  Drs.  Lawrence  C. 
Goldberg  and  Claudia  R.  Simons,  who  are  asso- 
ciated with  the  Department  of  Dermatology,  Col- 
lege of  Medicine,  University  of  Cincinnati. 


OF  SOME  SKIN  DISEASES 

Both  patients,  in  whom  the  disease  was  present 
for  more  than  thirty  years  and  who  failed  to 
respond  to  various  other  forms  of  therapy,  re- 
sponded rapidly  to  the  drug,  the  doctors  stated, 
adding:  “The  clinical  improvement  was  more 

dramatically  matched  by  the  histopathologic  ex- 
amination, which  was  done  five  months  after  the 
initial  use  of  the  drug.” 

No  untoward  reactions  were  seen  as  a result  of 
use  of  the  drug,  the  doctors  reported.  However, 
they  stressed  that  use  of  the  drug  to  treat  such  dis- 
ease is  still  in  the  experimental  stages,  and  patients 
receiving  such  treatment  should  be  thoroughly  in- 
vestigated by  laboratory  methods  prior  to  and  dur- 
ing the  institution  of  the  drug. 
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Ralph  Almour,  M.D.,  of  Xew  York  City,  died  on 
March  27  at  Polyclinic  Hospital  at  the  age  of  fifty- 
five.  Dr.  Almour  was  graduated  from  the  Colum- 
bia University  College  of  Physicians  and  Surgeons  in 
1919.  During  World  War  II  he  served  with  the 
U.S.  Army  Medical  Corps  in  the  European  theatre, 
with  the  rank  of  lieutenant  colonel.  Dr.  Almour 
was  attending  otolaryngologist  at  the  Polyclinic 
Hospital  and  professor  of  otolaryngology  at  the 
Polyclinic  Medical  School.  A Diplomate  of  the 
American  Board  of  Otolaryngology,  he  was  a mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Albert  L.  Fagan,  M.D.,  of  Herkimer,  died  on 
March  26  at  the  Herkimer  Memorial  Hospital  at  the 
age  of  sixty-seven.  Dr.  Fagan  was  graduated  from 
the  Syracuse  University  College  of  Medicine  in  1908 
and  had  practiced  in  Herkimer  for  more  than  forty 
years.  From  1912  to  1924  he  had  served  as  health 
officer  for  the  village  of  Herkimer,  and  in  1949  he 
was  again  appointed  to  that  post.  Dr.  Fagan  was  on 
the  staff  of  the  Herkimer  Memorial  Hospital  and  a 
member  of  the  Herkimer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  A.  Foster,  M.D.,  of  New  York  City  and 
Montclair,  New  Jersey,  died  on  April  4 at  his  home 
in  Montclair  at  the  age  of  seventy.  Dr.  Foster  re- 
ceived his  medical  degree  from  the  New  York  Ho- 
meopathic Medical  College  in  1905  and  interned  at 
Metropolitan  Hospital  in  New  York  City.  He  was 
consulting  otorhinolaryngologist  at  Booth  Memo- 
rial and  Metropolitan  Hospitals.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Foster  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Harris,  M.D.,  of  New  York  City,  died  on 
April  7 at  Mount  Sinai  Hospital  at  the  age  of  fifty- 
eight.  Dr.  Harris  received  his  medical  degree  from 
the  Harvard  University  Medical  School  in  1919 
and  interned  at  Mount  Sinai  Hospital.  He  was  at- 
tending radiotherapist  at  Morrisania  City'  Hospital 
and  chief  of  the  tumor  clinic  and  attending  radio- 
therapist at  Mount  Sinai  Hospital.  Dr.  Harris  was 
also  clinical  professor  of  radiology'  at  the  Columbia 
University  College  of  Physicians  and  Surgeons. 

A Diplomate  of  the  American  Board  of  Radiology' 
and  a Fellow  of  the  American  College  of  Radiology, 
Dr.  Harris  was  a member  of  the  American  Roent- 
gen Ray'  Society,  the  Radiological  Society  of  North 
America,  the  New  York  Academy  of  Medicine,  the 
New  York  Roentgen  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Fred  St.  John  Hoffman,  M.D.,  of  Buffalo,  died  on 
March  9 at  his  home  at  the  age  of  seventy-nine. 


Dr.  Hoffman  received  his  medical  degree  from  the 
Niagara  University  Medical  School  in  1894  and  in- 
terned at  Sisters  Hospital.  During  World  War  I 
he  served  with  the  U.S.  Army  Medical  Corps,  sta- 
tioned at  Fort  Oglethorpe,  Georgia.  Dr.  Hoffman 
was  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County'  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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John  William  Kissane,  M.D.,  of  Malone,  died  on  Y 
April  2 at  the  Alice  Hy  de  Hospital  at  the  age  of  U 
seventy-four.  Dr.  Kissane  received  his  medical 
degree  from  the  McGill  University  Medical  School 
in  Toronto,  Canada,  in  1903.  He  was  chief  of  pe-  Y 
diatrics  at  the  Alice  Hyde  Hospital  in  Malone.  Dr. 
Kissane  was  a member  of  the  Franklin  County  A 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Charles  Modica,  M.D.,  of  New  York  City,  died  on 
April  4 at  the  Manhattan  General  Hospital  at  the  age 
of  fifty'.  Dr.  Modica  received  his  medical  degree 
from  Loyola  University  in  1934  and  interned  at 
Harlem  Hospital.  He  was  associate  attending 
surgeon  at  Harlem  Hospital  and  at  the  New  York 
Polyclinic  Hospital  Outpatient  Department.  Dr. 
Modica  was  a member  of  the  Harlem  Surgical  So-  4 
ciety,  the  New  York  County  Medical  Society,  the  t 
Medical  Society  of  the  State  of  New  York,  and  the  I 
American  Medical  Association. 


Zenas  V.  Orton,  M.D.,  of  Salem,  died  on  March  5 
in  New  York  City',  en  route  to  Florida  for  a vacation, 
at  the  age  of  seventy.  Dr.  Orton  was  graduated 
from  the  Albany'  Medical  College  in  1907  and  in- 
terned at  Ellis  Hospital,  Schenectady.  He  had 
practiced  in  Salem  for  forty-four  years  and  had 
served  as  health  officer  of  the  town  of  Salem  for  the 
past  twenty  y'ears.  Dr.  Orton  was  a member  of  the 
Washington  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Joseph  Gerard  Robilotti,  M.D.,  of  New  York 

City,  died  on  March  27  in  St.  Vincent's  Hospital  at 
the  age  of  fifty'.  Dr.  Robilotti  received  his  medical 
degree  from  Loyola  University  in  1931  and  interned 
at  St.  Mary’s  Hospital  in  Hoboken,  New  Jersey. 
He  was  associate  attending  physician  at  the  Univer- 
sity Hospital  Outpatient  Department  and  assistant 
attending  physician  at  St.  Vincent’s  Hospital.  For 
fifteen  years  he  had  served  as  a medical  examiner  for 
the  United  States  Immigration  and  Naturalization 
Service.  Dr.  Robilotti  was  a member  of  the  New 
York  County'  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Eliot  Schechter,  M.D.,  of  New  York  City,  died  on 
March  25  at  Mount  Sinai  Hospital  at  the  age  of 
sixty-three.  Dr.  Schechter  received  his  medical  de- 
gree from  the  New  York  LTniversity  and  Bellevue 
Hospital  Medical  School  in  1913  and  interned  at 
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Knickerbocker  Hospital.  During  World  War  I he 
served  as  a captain  with  the  U.S.  Army  Medical 
Corps.  Dr.  Schechter  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Michael  Martin  Tetelman,  M.D.,  of  New  York 
City,  died  on  March  30  while  vacationing  in  Braden- 
ton, Florida,  at  the  age  of  fifty-eight.  Dr.  Tetel- 
man was  graduated  from  the  Cornell  University 
Medical  College  in  1924  and  interned  at  French  and 
Lying-In  Hospitals  in  New  York  City.  He  was  as- 
sociate attending  surgeon  at  French  Hospital  and 
attending  surgeon  at  the  French  Hospital  Outpa- 
tient Department.  Dr.  Tetelman  was  also  college 
physician  at  the  University  Heights  Center  of  New 
York  University  and  team  physician  of  New  York 
University  varsity  sports.  A Fellow  of  the  Amer- 
ican College  of  Surgeons,  Dr.  Tetelman  was  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Philip  Van  Ingen,  M.D.,  of  New  York  City,  died 
on  March  28  at  his  home  at  the  age  of  seventy-seven. 
Dr.  Van  Ingen  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1901  and  interned  at  Presbyterian  Hospital.  Dur- 
ing World  War  I he  served  in  France  with  the  U.S. 
Army  Medical  Corps,  with  the  rank  of  lieutenant 
colonel.  Since  1921  Dr.  Van  Ingen  had  been  a 
consulting  physician  to  the  Willard  Parker  Hospital 
and  since  1938  a consulting  pediatrician  at  Roose- 
velt Hospital.  From  1921  to  1930  he  was  professor 
of  clinical  pediatrics  at  the  Columbia  University 
College  of  Physicians  and  Surgeons. 

During  the  administration  of  President  Herbert 
Hoover,  Dr.  Van  Ingen  served  as  chairman  of  the 
Committee  of  the  White  House  Conference  on  Child 
Health  and  Protection.  In  1949  he  published  a 
history  of  the  New  York  Academy  of  Medicine.  A 
Licentiate  of  the  American  Board  of  Pediatrics,  Dr. 
Van  Ingen  was  a former  president  of  the  American 
Pediatric  Society,  the  American  Academy  of  Pediat- 
rics, and  the  American  Child  Hygiene  Association 
and  was  also  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


GUIDE  FOR  PLANNING  PHYSICIANS’  OFFICES 


The  American  Surgical  Trade  Association,  with 
the  cooperation  of  the  United  States  Public  Health 
Service,  has  published  a guide  to  assist  physicians 
in  planning  their  offices.  Any  physician  desiring  a 
complimentary  copy  may  obtain  it  by  writing  to 
Homer  G.  Klene,  secretary,  American  Surgical 
Trade  Association,  176  West  Adams  Street,  Chi- 
cago 2,  Illinois. 

Prepared  under  the  general  direction  of  Dr.  John 
W.  Cronin,  chief  of  the  Division  of  Hospital  Facil- 
ities of  the  LTnited  States  Public  Health  Service, 
the  guide  was  issued  following  an  extensive  study. 
Suggestions  were  made  by  the  American  Medical 
Association,  the  Medical  Society  of  the  District  of 


Columbia,  architects  and  specialists  of  the  United 
States  Public  Health  Service,  and  manufacturers  and 
distributors  of  surgical  and  medical  equipment. 

“The  Guide  for  Planning  Physicians’  Offices” 
is  in  the  form  of  a 32-page  brochure  containing  typi- 
cal layouts  for  the  various  specialties  such  as:  gen- 
eral practice,  obstetrics  and  gynecology,  pediatrics, 
surgery,  otorhinolaryngology,  orthopedics,  ophthal- 
mology, dermatology,  pathology,  radiology,  psy- 
chiatry, urology,  and  proctology.  The  guide  also 
contains  suggestions  as  to  how  offices  can  best  be 
arranged  for  maximum  comfort  and  efficiency.  A 
key  chart  helps  to  identify  and  locate  each  piece  of 
furniture  and  equipment  in  scale  drawings. 
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Progress  in  Hospital  Construction — The  Division 
of  Hospital  Facilities,  FSA,  reports  that  one  new 
project  had  been  approved  for  a Hill-Burton  grant  in 
the  State  of  New  York  as  of  March  1.  This  project 
is  for  the  Montefiore  Hospital,  New  York  City,  at  a 
total  cost  of  $3,190,160,  including  a Federal  con- 
tribution of  $357,187,  to  supply  30  additional  beds. 

The  status  of  all  Hill-Burton  hospital  construc- 
tion in  the  State,  including  the  above,  is:  Completed 
and  in  operation,  50  projects  at  a total  cost  of 
$38,179,704,  including  Federal  contribution  of 
$12,244,396,  and  supplying  2,367  additional  beds. 

Under  construction:  18  projects  at  a total  cost 
of  $28,591,841  including  Federal  contribution  of 
$7,759,090,  and  designed  to  supply  1,472  additional 
beds. 

Approved,  but  not  yet  under  construction:  11 

projects  at  a total  cost  of  $21,832,320,  including 
$5,346,240.  Federal  contribution  and  designed  to 
supply  11,721  additional  beds. 

Dedication  of  New  Beekman-Downtown  Hospital 

— The  dedication  of  the  new  Beekman-Downtown 
Hospital  was  held  on  April  7.  A surgical  gauze 
streamer,  at  the  ambulance  entrance  to  the  building, 
was  cut  by  Governor  Thomas  E.  Dewey  to  open  the 
hospital  officially. 

Among  the  speakers  at  the  dedication  ceremonies 
was  Dr.  Marcus  Kogel,  Commissioner  of  Hospitals 
of  the  City  of  New  York. 

The  Beekman-Downtown  Hospital  serves  the 
downtown  New  York  business  community  and  pro- 
vides all  medical  services,  except  obstetric,  to  the 
people  who  live  in  the  area  from  Canal  Street  south 
to  the  Battery.  Dr.  Robert  H.  Kennedy  is  the  sur- 
gical director  and  the  chairman  of  the  medical 
board,  Dr.  Marsh  McCall  is  the  medical  director, 
and  Miss  Mabel  Davies  is  the  superintendent  of  the 
hospital. 

Life  Insurance  Medical  Research  Fund — The 

Life  Insurance  Medical  Research  Fund,  established 
to  support  research  which  will  help  prolong  life,  is 
the  pioneer  agency  supporting  research  into  the  dis- 
eases of  the  heart  and  arteries.  Grants  and  fellow- 
ships in  the  field  of  heart  disease  research,  announced 
by  the  Research  Fund,  have  been  awarded  to  the 
following  New  York  institutions,  including  post- 
doctoral research  fellowships  and  predoctoral  re- 
search fellowships: 

Columbia  University  College  of  Physicians  and 
Surgeons,  for  research  by  Dr.  Erwin  Chargaff  on 
the  chemistry  and  physiology  of  thromboplastic 
lipids  and  related  substances  and  their  role  in  in- 
travascular clotting,  $14,580;  Mount  Sinai  Hospi- 
tal, Dr.  Paul  Klemperer,  on  the  nature  and  develop- 
ment of  connective  tissue,  $14,472;  New  York 
University,  for  research  by  Dr.  Benjamin  W.  Zwei- 
fach  on  intrinsic  mechanisms  influencing  the  be- 
havior of  the  peripheral  vascular  bed,  $10,692; 
New  York  University-Bellevue  Medical  Center,  for 
research  by  Dr.  David  P.  Earle  on  renal  function 
and  electrolyte  metabolism,  $5,250,  and  by  Dr.  Lud- 
wig W.  Eichna  on  the  effects  of  venous  congestion  in 
man,  $17,280. 

Research  Foundation  of  State  University  of  New 
York,  at  New  York  City,  for  research  by  Dr.  Chand- 


ler McC.  Brooks  on  the  basic  phenomena  of  excita- 
tion and  response  of  the  heart,  $2,268,  and  by  Dr. 
Clarence  Dennis  on  the  definitive  repair  of  intra- 
cardiac  congenital  anomalies  under  direct  vision, 
$21,600;  and  Research  Foundation  of  State  Uni- 
versity of  New  York,  at  Syracuse  University,  for 
research  by  Dr.  John  M.  McKibbin  on  the  effect  of 
lipotropic  substances  on  the  distribution  of  essential 
lipids  in  tissues,  S8,316,  and  by  Dr.  Gordon  K.  Moe 
on  vascular  actions  of  autonomic  blocking  agents, 
$6,912. 

Postdoctoral  research  fellowships:  Dr.  Seymour 

Dayton,  Brooklyn,  under  the  guidance  of  Dr. 
Forrest  E.  Kendall,  Columbia  University  College  of 
Physicians  and  Surgeons;  Dr.  Stanley  N.  Rokaw, 
Brooklyn,  under  the  guidance  of  Dr.  Bernard  Bercu, 
Washington  University  School  of  Medicine,  St. 
Louis,  Missouri;  Dr.  David  Schachter,  New  York 
City,  under  the  guidance  of  Dr.  John  V.  Taggart, 
Columbia  University  College  of  Physicians  and 
Surgeons,  and  Dr.  W.  James  Sullivan,  New  York 
City,  under  the  guidance  of  Dr.  Robert  F.  Pitts, 
Cornell  University  Medical  College,  New  York  City. 

Predoctoral  research  fellowships  have  been 
awarded  to:  Fred  Atkins  Phillips,  Jr.,  Troy,  under 
the  guidance  of  Dr.  Harold  C.  Wiggers,  Albany 
Medical  College,  and  Samuel  B.  Weiss,  New  York 
City,  under  the  guidance  of  Dr.  D.  B.  Zilversmit, 
U niversity  of  Tennessee,  Memphis,  Tennessee. 

Hermann  M.  Biggs  Memorial  Lecture — “Polio- 
myelitis, Its  Control  and  Prevention,”  was  the 
topic  of  the  Hermann  M.  Biggs  Memorial  Lecture, 
presented  as  a symposium,  April  2,  at  the  New  York 
Academy  of  Medicine. 

Dr.  Dorothy  M.  Horstmann,  associate  professor  of 
preventive  medicine,  Yale  University  School  of 
Medicine;  Dr.  William  McD.  Hammon,  professor 
and  head  of  the  Department  of  Epidemiology  and 
Microbiology,  Graduate  School  of  Public  Health, 
University  of  Pittsburgh,  and  Dr.  Herald  R.  Cox, 
director,  Viral  and  Rickettsial  Research,  Lederle 
Laboratories  Division,  American  Cyanamid  Com- 
pany, explained  how  epidemics  of  poliomyelitis  are 
spread  and  how  medicine  is  discovering  ways  to  pro- 
tect children  and  adults  from  this  crippling  disease. 

This  symposium  on  poliomyelitis  constituted  the 
twenty-eighth  Hermann  M.  Biggs  Memorial  Lec- 
ture oi  the  Academy. 

American  Board  of  Internal  Medicine — The 

American  Board  of  Internal  Medicine  has  approved, 
for  credit  toward  board  certification,  one  year’s 
training  in  rehabilitation  offered  at  the  Institute  of 
Physical  Medicine  and  Rehabilitation  of  the  New 
York  University-Bellevue  Medical  Center  and  at 
other  institutions  affiliated  with  the  Medical  Cen- 
ter. 

Postgraduate  Medical  Courses  and  a Summer 
Vacation — Postgraduate  medical  courses  will  be 
available  during  July  and  August  at  Starlight, 
Pennsylvania.  Recent  advances  in  gastroenterol- 
ogy, hypertension,  nephritis,  arteriosclerosis,  dia- 
betes, and  hematology  will  be  presented  informally 
in  a comfortable,  outdoors  rustic  environment  from 
10  a.m.  to  1 p.m.,  Monday  through  Friday,  by  educa- 
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tors  affiliated  with  teaching  institutions.  During  in- 
clement weather,  the  lectures  will  be  held  indoors. 
Lectures  on  interior  decorating  and  home  economics 
by  specialists  in  these  fields  will  be  provided  for  the 
enrollees’  wives. 

Enrollment  for  each  weekly  course  of  fifteen 
hours  is  limited  to  12.  Details  may  be  obtained  by 
writing  to  the  Starlight  Plan  for  Postgraduate 
Study,  Wayne  County,  Starlight,  Pennsylvania. 


Board  of  Nurse  Examiners  Marks  Fiftieth  Anni- 
versary— The  State  Board  of  Examiners  of  Nurses, 
at  its  regular  triannual  meeting  on  March  12,  com- 


memorated the  occasion  of  the  golden  jubilee  of 
nurse  licensure  in  New  York  State.  New  York 
State  was  among  the  first  three  states  in  the  United 
States  to  enact  a nurse  practice  law  “in  order  to 
safeguard  life  and  health.” 

The  original  Board  of  Nurse  Examiners  was  ap- 
pointed by  the  Board  of  Regents  pursuant  to  the  pas- 
sage of  the  first  laws  governing  the  practice  of  nurs- 
ing in  1903.  Since  1889,  when  medical  licenses 
were  first  granted  by  law  and  the  administration  of 
the  Medical  Practice  Act  was  placed  under  the 
jurisdiction  of  the  Board  of  Regents,  all  professional 
laws  have  followed  the  same  pattern  in  New  York 
State. 


MEETINGS 

PAST 


Chemung  County  Medical  Society 

The  April  1 meeting  of  the  Chemung  County 
Medical  Society,  held  at  the  Arnot-Ogden  Memo- 
rial Hospital  Library,  was  devoted  to  the  discussion 
of  business.  A progress  report  on  the  Blood  Bank 
was  presented. 

A proposal  was  made  that  Dr.  Charles  F.  Abbott, 
who  is  now  seventy-seven-years  old,  be  granted  an 
honorary  membership  in  the  Society,  and  that  the 
State  Society  and  American  Medical  Association  be 
requested  to  grant  him  a retired  membership  and 
associate  membership. 

Schenectady  Medical  Society 

The  April  meeting  of  the  Schenectady  County 
Medical  Society  was  held  on  April  7 at  the  Mohawk 
Golf  Club.  Dr.  Thomas  H.  McGavack,  clinical 
professor  of  medicine,  New  York  Medical  College, 
spoke  on  “Hyperthyroidism — Debits  and  Credits 
for  Present  Therapy.” 

Society  of  Medical  Jurisprudence 

The  Society  of  Medical  Jurisprudence  held  its 
674th  regular  meeting  on  April  13  at  the  New  York 
Academy  of  Medicine  building.  Joseph  L.  Gormley, 
special  agent,  Federal  Bureau  of  Investigation, 
United  States  Department  of  Justice,  Washington, 
D.C.,  spoke  on  “FBI  Laboratory  Procedures  in  the 
Investigation  of  Crime.” 

Dr.  Milton  Helpern,  associate  professor  of  clinical 
medicine,  Cornell  University,  associate  professor  of 
forensic  medicine,  New  York  University,  and  deputy 
chief  medical  examiner,  City  of  New  York,  discussed 
Mr.  Gormley’s  talk  from  the  medical  examiner’s 
standpoint;  Charles  J.  L’mberger,  microanalyst  and 
toxicologist  to  the  Medical  Examiners  Laboratory, 
New  York  City,  from  the  toxicologic  aspect,  and  Dr. 
A.  W.  Freireich,  attending  physician,  Meadowbrook 
Hospital,  toxicologist,  Chief  Medical  Examiners 


Office,  Nassau  County,  and  assistant  clinical 
professor  of  medicine.  Postgraduate  Medical  School, 
New  York  University-Bellevue  Medical  Center, 
from  the  clinical  and  toxicologic  view. 

Antibiotics  Symposium 

A symposium  on  “Antibiotics”  was  presented  on 
April  16  under  the  auspices  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Chapter  of  the 
American  Academy  of  General  Practice,  the  Medical 
Societies  of  Herkimer,  Madison,  and  Oneida  Coun- 
ties, the  Medical  Society  of  the  State  of  New  York, 
and  the  New  York  State  Department  of  Health,  at 
the  Hotel  Utica  in  Utica. 

Dr.  Charles  Alessi,  president,  Oneida  County 
Chapter  of  the  American  Academy  of  General  Prac- 
tice, presided  as  chairman  of  the  meeting.  Speak- 
ers for  the  symposium  were:  Dr.  Paul  Bunn,  as- 
sociate professor  of  medicine,  State  University  of 
New  York  College  of  Medicine  at  Syracuse,  who  dis- 
cussed “Antibiotics  in  Medicine”;  Dr.  Roswell  K. 
Brown,  associate  professor  of  surgery,  University  of 
Buffalo  School  of  -Medicine,  “Antibiotics  in  Surgery',” 
and  Dr.  John  Groel,  assistant  medical  director, 
Squibb  Foundation,  New  York  City,  “Newer  My- 
cins  from  the  Laboratory  Viewpoint.”  A general 
discussion  followed  the  symposium,  after  which  Drs. 
Karl  Gruppe  and  Marshall  Menzies,  and  Mr.  Fred 
Sparks  spoke  on  “The  Deaf  Speak.” 

Karen  Horney  Memorial  Lecture 

The  Association  for  the  Advancement  of  Psy- 
choanalysis sponsored  the  Karen  Horney  Memorial 
Lecture,  which  was  held  at  the  New  York  Academy 
of  Medicine,  April  22.  Dr.  D.  Ewen  Cameron, 
president,  American  Psychiatric  Association,  and 
director,  Allan  Memorial  Institute  of  Psychiatry, 
Montreal,  Canada,  spoke  on  “Karen  Horney:  A 

Pioneer  in  the  Science  of  Human  Relations.” 


FUTURE 


West  Virginia  Academy  of  General  Practice 

The  first  annual  two-dav  scientific  assembly  of  the 
West  Virginia  Academy  of  General  Practice  will  be 
held  May  16  and  17  in  Charleston,  West  Virginia. 
Among  the  guest  speakers  will  be  Dr.  Gene  H.  Stoller- 
man,  medical  director  of  Irvington  House,  affiliated 
with  New  York  University-Bellevue  Medical  Center, 
and  instructor  in  medicine,  New  York  L'niversity 
College  of  Medicine,  who  will  speak  on  “The  Pre- 
vention of  Rheumatic  Fever,”  on  May  17. 

American  Geriatrics  Society 

The  tenth  annual  meeting  of  the  American  Geriat- 
rics Society  will  be  held  on  May  28,  29,  and  30,  at 


the  Hotel  Commodore,  New  York  City.  Scientific 
papers  and  discussions  will  be  presented  on  May  28 
and  May  29,  and  the  annual  dinner  will  be  held 
Frida y,  May  29. 

New  York  Psychoanalytic  Institute  and  Society 

The  New  York  Psychoanalytic  Institute  and 
Society  will  present  the  1953  Freud  Anniversary 
Lecture  on  May  6,  at  the  New  York  Academy  of 
Medicine.  Dr.  Phyllis  Greenacre,  guest  lecturer, 
will  speak  on  “Psychoanalysis  and  the  Cvcles  of 
Life.” 

[Continued  on  page  1134] 


BOOKS  RECEIVED 


( The  following  books  were  received  during  the  month  of  March,  1953.) 


Diabetic  Manual  for  the  Doctor  and  Patient.  By 

Elliott  P.  Joslin,  M.D.  Ninth  edition.  Octavo  of 
315  pages,  illustrated.  Philadelphia,  Lea  <fc  Febi- 
ger,  1953.  Cloth,  $3.00. 

Child  Development : The  Process  of  Growing  Up 
in  Society.  By  William  E.  Martin  and  Celia  Bums 
Stendler.  Octavo  of  519  pages,  illustrated.  New 
York,  Harcourt,  Brace  & Co.,  1953.  Cloth,  $6.50. 

Current  Therapy  1953.  Latest  Approved  Meth- 
ods of  Treatment  for  the  Practicing  Physician. 
Editor,  Howard  F.  Conn,  M.D.  Consulting  Edi- 
tors, M.  Edward  Davis,  M.D.,  Vincent  J.  Derbes, 
M.D.,  Garfield  G.  Duncan,  M.D.,  Hugh  J.  Jewett, 
M.D.,  et  al.  Quarto  of  835  pages.  Philadelphia, 
W.  B.  Saunders  Co.,  1953.  Cloth,  $11. 

Sexual  Harmony  in  Marriage.  By  Oliver  M. 
Butterfield,  Ph.D.  Duodecimo  of  96  pages,  il- 
lustrated. New  York,  Emerson  Books,  1953. 
Cloth,  $1.50. 

Manual  of  Procedures  of  the  Children’s  Division. 
Including  Objectives,  Philosophy,  Policies  and 
Staff  Functions  of  the  Children’s  Division.  By 

George  G.  Deaver,  M.D.,  and  Staff  in  collaboration 
with  the  Association  for  the  Aid  of  Crippled  Chil- 
dren, New  York  City.  Second  edition.  Quarto  of  43 
pages.  New  York,  The  Institute  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  University- 
Bellevue  Medical  Center,  1952.  Paper,  $1.00. 
(Rehabilitation  Monograph  IV.) 

Health  Saboteurs.  By  Robert  William  Davis, 
M.D.  Octavo  of  306  pages,  illustrated.  New 
York,  Pageant  Press,  1953.  Cloth,  $4.00. 

Financing  a Health  Program  for  America.  Vol. 
4.  Building  America’s  Health.  A Report  to  the 
President  by  the  President’s  Commission  on  the 
Health  Needs  of  the  Nation.  Quarto  of  363  pages, 
illustrated.  Washington,  D.C.,  Superintendent  of 
Documents,  n.d.  Paper,  $1.50. 

Pediatric  Nursing.  By  Gladys  S.  Benz,  R.N. 
Second  edition.  Octavo  of  624  pages,  illustrated. 
St.  Louis,  C.  V.  Mosbv  Co.,  1953.  Cloth,  $5.25. 

Teachers’  Guide  for  Pediatric  Nursing.  By 
Gladys  S.  Benz,  R.N.  Second  edition.  Octavo  of 
73  pages.  St.  Louis,  C.  V.  Mosby  Co.,  1953.  Paper 

Poliomyelitis.  By  W.  Ritchie  Russell,  M.D. 
Octavo  of  84  pages,  illustrated.  London,  Edward 
Arnold  & Co.  (Baltimore,  Williams  <fc  Wilkins  Co.), 
1952.  Cloth,  $3.00. 

Plastic  Surgery  at  The  New  York  Hospital  One 
Hundred  Years  Ago.  With  Biographical  Notes  on 
Gurdon  Buck.  By  Herbert  Conway,  M.D.,  and 
Richard  B.  Stark,  M.D.  Octavo  of  110  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1953. 
Cloth,  $5.00. 

The  Management  of  Abdominal  Operations. 

Edited  by  Rodney  Maingot,  F.R.C.S.  Quarto  of 
1,253  pages,  illustrated.  New  York,  Macmillan 
Co.,  1953.  Cloth,  $24. 

Microbiology  and  Pathology.  By  Charles  F. 
Carter,  M.D.,  and  Alice  L.  Smith,  M.D.  Fifth 


edition.  Octavo  of  847  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1953.  Cloth,  $5.50. 

A Short  Practice  of  Surgery.  By  Hamilton 
Bailey,  F.R.C.S.  (Eng.)  and  R.  J.  McNeill  Love, 
F.R.C.S.  (Eng.)  Octavo  of  1,254  pages,  illustrated. 
Baltimore,  Williams  <fc  Wilkins  Co.,  1953.  Cloth, 
$12.50. 

Hypnosis  in  Modern  Medicine.  By  Jerome  M. 
Schneck,  M.D.  Octavo  of  323  pages.  Spring- 
field,  Charles  C Thomas,  1953.  Cloth,  $7.50. 

Group  Psychotherapy.  Studies  in  Methodology 
of  Research  and  Therapy.  Report  of  a Group 
Psychotherapy  Research  Project  of  the  U.S.  Vet- 
erans Administration.  By  Florence  B.  Powder- 
maker,  M.D.,  Responsible  Investigator,  and  Je- 
rome D.  Frank,  M.D.,  Principal  Assistant.  In  col- 
laboration with  Joseph  Abrahams,  M.D.,  Albert  E. 
Dreyfus,  M.D.,  Henry  S.  Maas,  Ph.D.,  Robert 
MacGregor,  M.A.,  et  al.  Octavo  of  615  pages. 
Cambridge,  Mass.,  published  for  the  Common- 
wealth Fund  by  Harvard  University  Press,  1953. 
Cloth,  $6.50. 

America’s  Health  Status,  Needs  and  Resources. 
Vol.  2.  Building  America’s  Health.  A Report  to 

the  President  by  the  President’s  Commission  on  the 
Health  Needs  of  the  Nation.  Quarto  of  320  pages, 
illustrated.  Washington,  D.C.,  Superintendent  of 
Documents,  1953.  Paper,  $1.25. 

America’s  Health  Status,  Needs  and  Resources. 
Vol.  3.  A Statistical  Appendix.  Building  Amer- 
ica’s Health.  A Report  to  the  President  by  the 
President’s  Commission  on  the  Health  Needs  of  the 
Nation.  Quarto  of  299  pages,  illustrated.  Wash- 
ington, D.C.,  Superintendent  of  Documents,  1953. 
Paper,  $1.50. 

Comparative  Conditioned  Neuroses.  Consulting 
Editor,  Edward  J.  Kempf,  M.D.  Octavo  of  237 
pages,  illustrated.  New  York,  New  York  Academy 
of  Sciences,  1953.  Paper,  $3.50.  ( Annals  of  the 
New  York  Academy  of  Sciences,  v.  56,  art.  3.  pages 
143-379). 

Hormonal  and  Neurogenic  Cardiovascular  Dis- 
orders. Endocrine  and  Neuro-Endocrine  Factors 
in  Pathogenesis  and  Treatment  By  Wilhelm 

Raab,  M.D.  Octavo  of  722  pages,  illustrated. 
Baltimore,  Williams  <fc  Wilkins  Co.,  1953.  Cloth, 
$15. 

How  to  Improve  Your  Sight.  Simple  Daily  Drills 
in  Relaxation.  By  Margaret  Darst  Corbett  (Au- 
thorized Instructor  of  the  Bates  Method).  Revised 
edition.  Octavo  of  93  pages,  illustrated.  New 
Y'ork,  Crown  Publishers,  1953.  Cloth,  $1.50. 

Problems  of  Infancy  and  Childhood.  Transac- 
tions of  the  Sixth  Conference,  March  18  and  19, 
1952,  New  York,  N.Y.  Edited  by  Milton  J.  E. 
Senn,  M.D.  Octavo  of  160  pages.  New  York, 
Josiah  Macy,  Jr.  Foundation,  1953.  Cloth,  $2.50. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1953.  Octavo.  Illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1953. 

[Continued  on  page  1134] 
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exceptionally  well-tolerated 

sulphur 

of  minimum  particle  size 
for  maximum  therapeutic  effect 
for  adjunctive  therapy 

in  acne, 

seborrheic  dermatitis, 
and  other  skin  disorders 
responsive  to  sulphur 


Thylox  Sulphur— of  a particle  diameter  uniformly  2 microns  or  less— 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages . . . 

Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 

Extensive  sulphur  surface  area  permits  prompt  formation 
of  therapeutically  effective  polysulphides 

Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur, 
and  the  necessity  for  using  sulphur  in  excessive  amounts 


THYLOX  SULPHUR’  CREAM  THYLOX  SULPHUR  SOAP’ 


Contains  4%  Thylox  Sulphur  (anhy- 
drous) , plus  0.5%  hexachlorophene,  in  a 
greaseless  absorption  base.  Blends  read- 
ily with  the  skin,  has  no  sulphur  odor,  is 
easily  removed  with  warm  water.  Avail- 
able in  lVk-oz.  tubes. 


Contains  7%%  Thylox  Sulphur  (anhy- 
drous), plus  hexachlorophene  1%.  Sug- 
gested for  routine  skin  cleansing  when 
long-term  sulphur  therapy  is  indicated. 
Available  in  boxes  of  3 cakes,  3 % oz. 
each  cake.* 


PLES  AND  LITERATURE  TO  PHYSICIANS  ON  REQUEST 


LIBRARY  OF  THE 
fHIFf.F  OF  PHYSiriANS 


•Made  with  Koppcrs  Thylox  Sulphur®  — a special  sulphur  of  Kopp 


SHULTON,  Inc. 

Clifton,  New  Jersey 


ers  Co.,  Inc.  Sole  licensee,  Shulton,  Inc, 
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[Continued  from  page  1132] 

Published  bimonthly  (six  numbers  a year).  Cloth, 
SIS  net;  paper,  S15  net. 

Modem  Treatment.  A Guide  for  General  Prac- 


tice. By  Fifty-three  authors.  Edited  by  Austin 
Smith,  M.D.,  and  Paul  L.  Wermer,  M.D.  Quarto 
of  1,146  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  1953.  Cloth,  S20. 


MEDICAL  NEWS 


[Continued  from  page  1131] 

Community  Nutrition  Institute 

The  College  of  Home  Economics,  Syracuse  Uni- 
versity, and  the  Nutrition  Bureau,  New  York  State 
Department  of  Health,  are  sponsoring  the  seventh 
Community  Nutrition  Institute  to  be  held  June  14 
to  27  at  Syracuse  University. 

The  Institute  presents  a public  health  approach 
to  nutrition  problems  and  is  planned  for  nutrition- 
ists, physicians,  dieticians,  public  health  nurses, 
health  educators,  and  other  interested  persons. 
The  two-week  session  will  open  with  a presentation 
of  the  future  trends  in  nutrition. 

The  implications  of  the  general  adaptation  syn- 
drome to  the  field  of  nutrition  will  be  considered, 
and  the  action  of  the  normal  stresses  upon  man  will 
be  discussed  in  the  light  of  their  effect  upon  his 
nutrition.  This  will  be  followed  by  a study  of  the 
public  health  problems  of  diabetes  and  rehabilita- 
tion. The  role  of  the  nutritionists  will  be  related  to 
the  various  aspects  of  these  problems,  and  a critical 
study  will  be  made  of  materials  and  methods  em- 
ployed in  teaching. 


Additional  information  is  available  from  Dr.  Anne 
Bourquin,  Chairman,  Department  of  Food  and 
Nutrition,  Syracuse  University. 

Annual  Assembly  in  Otolaryngology 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  has  announced  that 
the  Annual  Assembly  in  Otolaryngology  will  be  held 
in  sections.  The  basic  section,  devoted  to  surgical 
anatomy  and  cadaver  dissection  of  the  head  and 
neck  and  hist-opathology  of  the  ear,  nose,  and  throat, 
under  the  direction  of  Dr.  M.  F.  Snitman,  will  be 
held  September  21  through  26,  1953. 

The  clinical  sections,  consisting  of  lectures  and 
panel  discussions,  with  group  participation  of  oto- 
laryngologic problems  and  current  trends  in  medical 
surgical  management,  will  be  held  September  28 
through  October  3. 

Registration  will  be  limited  and  application  for 
attendance  at  one  or  both  of  the  sections  will  be  op- 
tional. Further  information  may  be  obtained  by 
writing  to  the  Department  of  Otolaryngology, 
University  of  Illinois  College  of  Medicine,  1853 
West  Polk  Street,  Chicago  12,  Illinois. 


PERSONALITIES 


Honored 

Dr.  John  Frederic  Erdmann,  New  York  City,  at  a 
luncheon  in  honor  of  his  eighty-ninth  birthday  in 
March  . . . Dr.  Samuel  Wagreieh,  Bronx,  at  a tes- 
timonial dinner,  in  April,  by  the  Bronx  Physicians 
Division  of  the  United  Jewish  Appeal. 

Awarded 

Dr.  Alfred  P.  Fishman,  Bellevue  Hospital,  and 
Dr.  Solomon  Garb,  Cornell  University  Medical 
College,  fellowships  by  the  American  Heart  As- 
sociation . . . Dr.  Howard  A.  Rusk,  New  York  City, 
the  Dr.  Criss  Award,  presented  annually  for  public- 
spirited  men  and  women  who  have  aided  the  cause 
of  humanity  . . . the  late  Dr.  Louis  T.  Wright, 
former  director  of  Surgery  at  Harlem  Hospital,  the 
1952  American  Cancer  Society  Medal,  posthumously, 
for  his  research  in  cancer  prevention. 

Appointed 

Dr.  Thomas  B.  Brockbank,  Scarsdale,  as  medical 
director  of  the  Guidance  Institute  of  the  Catholic 
Charities  of  the  Archdiocese  of  New  York  in  West- 
chester County  . . . Dr.  Arthur  B.  Robins,  New  York 
City,  as  director  of  the  new  ambulator}’  and  home 
treatment  program  of  the  City  of  New  York  De- 
partments of  Health,  Hospitals,  and  Welfare  . . . Dr. 
George  M.  Wheatley,  as  head  of  the  Committee 
on  the  Survey  of  School  Health  Sendees,  sponsored 
by  the  Welfare  and  Health  Council  of  the  City  of 
New  York,  to  determine  whether  the  school  children 
pf  the  city  are  receiving  adequate  health  supervision. 


Speakers 

Dr.  Michael  M.  Dasco,  New  York  City,  the  first 
annual  "Michigan  Foundation  for  Medical  and 
Health  Education  Lecture”  at  the  1953  Michigan 
Clinical  Institute,  and  at  the  Geriatrics  Seminar  at 
the  University  of  Kansas  Medical  Center,  in  March  , 

. . . Dr.  J.  Louise  Despert,  before  the  Psychiatric 
Forum  Group  at  the  New  York  Academy  of  Sciences,  j i 
in  April  . . . Dr.  Morris  Fishbein,  at  the  eleventh 
annual  meeting  of  the  American  Foundation  for 
Pharmaceutical  Education  in  New  York  City,  in 
April  . . . Dr.  Alan  Gregg,  vice-president,  Rocke- 
feller Foundation,  the  sixth  series  of  Bampton  Lec- 
tures held  at  Columbia  University,  in  April  . . . Dr. 
Thomas  Hora,  at  the  first  of  a new  film  forum  series 
presented  by  the  Stephen  Wise  Free  Synagogue, 
New  York  City,  in  April  . . . Dr.  Arthur  M.  Master, 
professor  of  clinical  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  at  the  conclud- 
ing session  of  the  American  Academy  of  General 
Practice  in  St.  Louis,  in  March  . . . Dr.  Allen  O. 
Whipple  and  Dr.  George  V.  Browne,  at  the  se\Tenth 
annual  dinner  of  the  Presbyterian  Hospital’s 
Twenty-five  Year  Club,  in  March. 

New  Offices 

Dr.  Bernard  N.  Bradoff,  general  practice  in  Tucka- 
hoe  . . . Dr.  John  A.  King,  Rochester,  general  prac- 
tice in  association  with  Dr.  Bernard  R.  Nebel,  in 
Geneva  . . . Dr.  Herbert  Monheimer,  psychiatry  in 
Schenectady  . . . Dr.  David  F.  Ryan,  internal  medi- 
cine in  Katonah  . . . Dr.  W.  R.  Updegraff,  practice 
of  ear,  nose,  and  throat  in  Millbrook. 
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SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


theLIEBEL-FLARSHEIM  COMPANY 

CINCINNATI  15,  OHIO 


I want . . . 

. . . only  the  time  it  takes 

to  show  you  the  books 
you  want  to  see. 

Philip  Peckerman 

Your  SAUNDERS  Representative 

for  Queens,  and  Nassau  and  Suffolk  Counties 
TErrace  9-9860 


BUY 


SAVINGS  BONDS 


Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service ... 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man ! He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 
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PROMPT  RELIEF 


in  nonspecific,  as  well  as 
allergic  pruritus  . . . com- 
bines antihistaminic  and 
local  anesthetic  actions. 
Also  available:  Phenergan 
Lotion  with  Neocalamine. 


Philadelphia  2.  Pa. 
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a penetrant  emulsion 
for  chronic 
constipation 


I PLAIN) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeales  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss 
makes  it  more  movable 


penetrates 


softens 


“bulks  it  up"  makes  it  more  movable 


KONDREMUL  (Plain) — Pleasanl-tasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascara)  — 0.66  Gm.  nonbitter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


V 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 


KONDREMUL  / PATC 
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OPEN  MAY  22 
Heated  Rooms 


JtottetfinoaH  cMcbue+i 


Jrt  the  7/eait  of 
The  ffdit&ndacAi 


Courts  . 

ndball  . 
^Courts  . 


Scaroon  Manor 

HOTEL  • • ixn  SCHROOK  LAKE, NY 


N.Y.  Phones:  BA7-1782  • BA7-1970 


FREE  GOLF 
till  June  21 


Model  SW  660  Diathermy 

Which  one  has 
the  L-F  Diathermy 

HINT:  Time  saving  features 
make  L-F  Diathermy 
owners  happy. 


SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


THE  LIEBEL  - FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


GLADYS  BROWN  BROWN'S  MUrray  Hill 
Owner -Direct or  Dilwllli  v 71819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


• Collected  for 
members  of  the 
State  Medical  Society 

230  W.  41st  ST.,  NEW  YORK 

Phone:  LA  4-7695 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief"  of  severe 

bronchial  asthma 


dubin  [ 
aminophyllin 


(theophylline-ethylenedlamlne) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS • AMPULS 

POWDER 

SUPPOSITORIES 
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NUGEN  Tablets! 

CLINICALLY  TOLERATED  for 

Prolonged  PAIN  RELIEF 
in  GOUT  . . . ARTHRITIS  . . . 

RHEUMATISM 


Associated  with 


SUPPLIED: 

Bottles  of  50,  250  and 
500  Tablets 

EACH  ENTERIC  COATED  TABLET  CONTAINS: 

Sodium  Gentisate  ....  300  mg. 


Sodium  Nucleate 20  mg. 

Colchicine 0.3  mg. 


DOSAGE:  ACUTE  CASES  . . . Clinical  management  requires  two  Nugen  Tablets 
every  two  hours  until  pain  is  relieved  (4  to  6 doses  are  usually  sufficient)  unless 
gastrointestinal  symptoms  appear. 

FOR  MAINTENANCE:  One  or  two  tablets  three  times  daily. 

WRITE  TODAY  FOR  LITERATURE  AND  SAMPLES 

BARROWS  CHEMICAL  COMPANY,  INC. 

Biochemicals  . . . Pharmaceuticals  . . . Manufacturing  Chemists 

42  Lispenard  Street,  New  York  13,  N.  Y. 


HYPERURICEMIA 


some  cases  need 


more  power 


“When  nutritional  deficiencies 
develop,  potencies  of  from  5 
to  10  times  the  daily  maintenance 
requirements  of  all  lacking  nutrients 
must  be  supplied.”' 


FOR  POTENT  VITAMIN-MINERAL  THERAPY 

/ 

Vi  terra  Therapeutic 


I 


Each  Viterra  Therapeutic  capsule 
contains  Vitamins,  Minerals  and  Trace 
Elements  in  the  high  dosages  necessary 
for  rapid  and  complete  correction  of 
nutritional  deficiency  states. 


VITAMIN  A 

25,000  U.S.P.  Units 

VITAMIN  D 

1,000  U.S.P.  Units 

VITAMIN  B12_ 

5 meg. 

VITAMIN  Bt  _ 

10  mg. 

VITAMIN  B2 

5 mg. 

NIACINAMIDE  _ 

100  mg. 

VITAMIN  C 

150  mg. 

CALCIUM 

103.0  mg. 

COBALT 

0.1  mg. 

COPPER 

1.0  mg. 

IODINE 

0.15  mg. 

IRON 

10.0  mg. 

MAGNESIUM 

6.0  mg. 

MANGANESE  _ 

1.0  mg. 

MOLYBDENUM  _ 

0.2  mg. 

PHOSPHORUS  _ 

80.0  mg. 

POTASSIUM 

5.0  mg. 

ZINC 

1.2  ma. 

VI 

1.  Mann,  G.V.  and  Stare,  F.J.:  Nutritional  Needs  in 
Illness  ond  Disease,  J.A.M.A.,  142:409  (Feb.  11)  1950. 


J.  B.  ROERIG  AND  COMPANY  CHICAGO  11,  ILLINOIS 
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ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


IS 


(Jonseri/atii/e  t/iera^u 


SAFE,  INEXPENSIVE 


Buffered  formic  acid  and 


colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36ff  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50  ($16.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


IUYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0033  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CII  A OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


A DISTINCTIVE  NURSING  HOME 

• 1 Hour  from  New  York  Citv,  Especially  Constructed  Building  • Large  Private  and  Semi-Private  Rooms 
• Bath  in  Every  Room  • Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  • Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  of  Health 

Long  Island  Nursing  Home 

Agnes  N.  Flack,  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I.,  N.  Y.  Telephone  AMityville  4-0222,  Ext,  29 

New  York  Gty  Office:  140  East  54th  Street  PLaza  3-3680 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson.  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  Sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladlv  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbfidge  9-8440 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt,  Tsl.D., Med.  Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5/05  * New  York:  Enterprise  6970 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700— Tues-Thurs-Sat 


CLASSIFIED,  FOR  RENT,  FOR  SALE 


FOR  RENT 

FOR  SALE 

Available,  one  suite,  two  or  three  rooms.  New  professional 
building.  Port  Jefferson  Station.  X.  Y.  Port  Jefferson, 
8-0637,  or  write  Box  648.  X.  Y.  St.  Jr.  Med. 

FOR  RENT 

Office  at  135  East  38th  Street,  Xew  York  City,  previously 
occupied  by  M.D.  Three  rooms.  Street  & Lobby  entrances. 
Phone  Cedarhurst  9-4979  or  write  Box  639,  X.  Y.  St.  Jr.  Med. 

Established  medical  practice,  modern  home  and  office  ad- 
joining; 18  miles  from  Manhattan,  on  Long  Island.  Busy 
M.D.  will  acquaint  buyer  with  patients  and  remain  for  3 
to  6 months  or  longer.  Good  schools,  hospitals  and  Fifth 
Avenue  stores.  Entire  cost  may  be  amortized  in  5 years 
or  less  after  substantial  down  payment.  Owner  will  spe- 
cialize. All  correspondence  must  be  confidential.  Write  Box 
653,  N.  Y.  St.  Jr.  Med. 

FOR  RENT 

FOR  SALE 

Medical  offices,  5 rooms,  in  L.  I.  Excellently  located  cor- 
ner on  main  thorofare  of  progressive  town.  Equipped  with 
X-rays.  Suitable  for  Dermatologist,  Radiologist.  Ortho- 
pedist, Internist,  etc.  Box  650,  X.  Y.  St.  Jr.  Med. 

Doctor’s  home  and  office,  conveniently  located  near  busi- 
ness section.  Practice  established  39  years.  Selling  on 
account  of  ill  health.  Excellent  opportunity.  Walter  C.  Fox. 
Fort  Plain,  N.  Y. 

BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


HOLBROOK  MANOR  "K5 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 
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WANTED 


E.  E.  N.  & T.  To  take  over  office  and  practice  of  recently 
deceased  specialist  in  Western  New  York  city.  Excellent 
opportunity.  Location  serving  area  of  40,000,  two  hospitals. 
Inquire  Box  640,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Complete,  modern  medical  equipment.  For  sale  by  physi- 
cian, due  to  reasons  of  ill  health.  Call  RE  7-9198  9-12, 

2-6. 


DOCTOR’S  APARTMENT 


Bronx — 2074  Wallace  Ave.,  Corner  Brady  Ave.,  (Pelham 
Parkway  Section)  five  room  Apt.  Two  baths.  Street  and 
lobby  entrances.  TA  3-8900. 


FOR  RENT 


NEW  PROFESSIONAL  BLDG.  AIR  CONDITIONED. 
Exceptionally  good  area,  for  radiologist,  dermatologist,  aller- 
gist, E.  N.  T„  psychiatrist,  ophthalmologist.  All  other 
medical  specialties  already  leased.  Occupancy  May  1,  1953. 
Fastest  growing  area  on  L.  I.,  with  few  of  the  above 
specialties  represented.  Call  Massapequa  6-2448. 


WANTED 


GENERAL  PRACTITIONER  — under  35;  draft  exempt; 
capable  doing  obstetrics;  New  York  license;  join  2 man 
group  in  town  of  15,000,  50  miles  from  New  York.  State 
qualifications,  experience,  references.  Box  647,  N.  Y.  St. 
Jr.  Med. 


VACANCIES 


The  Out-Patient  Department  of  large  voluntary  Manhat- 
tan hospital,  has  vacancies  on  its  Rheumatology  and  Arth- 
ritis Staff,  afternoon  sessions.  Opportunities  for  ward  serv- 
ice available  and  for  training  in  Rheumatic  disorders  and 
the  use  of  current  procedures.  Physicians  interested,  apply 
to  Box  652,  N.  Y.  St.  Jr.  Med. 


POSITION  OPEN 


$1500  or  Percentage — Capable,  G.P.  wanted — for  summer 
months.  Must  have  car.  Address  Box  649,  N.  Y.  St.  Jr. 
Med.  Busy  resort.  Retiring — will  sell. 


LOCATION  WANTED 


General  Practice,  or  Ass’n.  in  suburb  of  N.  Y.  C.  Trained 
Gastroenterologist.  Will  invest.  Box  655,  N.  Y.  St.  Jr. 
Med. 


FOR  RENT 


Elmhurst.  Professional  3)4  modern  corner  apartment; 
main  floor.  1 and  3 blocks  from  8th  and  7th  Avenue 
Subway.  Modern  apartment  building  near  new  hospital. 
Telephone  Illinois  9-8764.  If  no  answer  Newtown  9-5967. 


FOR  RENT 


Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


FOR  SALE  OR  RENT 


Combination,  four  room  G.  P.  physicians  office  and  eight 
room  home.  Equipment,  including  X-ray  optional.  Dr. 
E.  J.  Rogers,  1664-41st  Street,  Brooklyn  18,  New  York 
Gedney  6-3689. 


It's  out  of 
this  world  . . . 


Gives  my  patients 
complete  satisfaction! 

SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 

THE  LIEBEL  - FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


FOR  SALE 


MICROSCOPE  (LEITZ)  with  Oculars  #1.  #3.  #4.  Oil 
emersion  w/o  clips  condenser.  3 CYSTOSCOPES  (Georg 
Wolfe)  stone  crasher,  w. vision,  Oper:  Cyst.  Cyst;  & Ureter 
Cyst:  combined.  Several  Instrum:  Gynec:  Box  654,  N. 

Y.  St.  Jr.  Med. 


PROFESSIONAL  OFFICES 


Peekskill — -1  or  2 rooms  ground  floor.  Excellent  location  for 
any  profession.  Ideal  for  specialist.  Choice  apt.  riverview. 
Pe  7-4363  and  Box  657,  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


NEW  ROCHELLE,  Pintard  Professional  Building,  650 
Main  St.  4 rooms,  completely  equipped.  Specialist  pre- 
ferred. Box  656,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Furnished,  suitable  for  a doctor,  convalescent  or  guest  home. 
16  rooms,  2)4  baths,  15  acres,  brook,  garage,  elevation, 
broad  views,  on  county  road,  1)4  mi.  R.  R.  & town. 
Dutchess  County.  4 miles  Hospital  at  Sharon,  Conn. 
Mrs.  C.  A.  Sjoberg,  Millerton,  N.  Y.  Tel.  52-12. 


FOR  SALE 


Established,  lucrative.  General  Practice  in  wealthy  dairy 
and  industrial  town  of  6,000,  upstate  New  York — 4 hrs. 
from  N.  Y.  C.  New  Modern  Office  Building,  constructed 
in  1952.  Leaving  to  specialize.  Write  Box  642,  N.  Y.  St. 
Jr.  Med. 
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for  your 

peptic  ulcer 

patients... 


bro.-nide 


New  High  Potency 
Anticholingeric  with 
No  Bitter  Aftertaste 


As  adjunctive  therapy  in  your  standard  peptic  ulcer  regimen*, 
Antrenyl  offers  potent  anticholinergic  action  to  inhibit  motil- 
ity of  the  gastrointestinal  tract  and  gastric  secretion. 


* Leading 

gas  t roe  n terologists 
recommend: 

rest 

sedation 

antacids 

nonirritating  diet 
anticholinergics 


Although  Antrenyl  is  one  of  the  most  potent  of  all  anticholin- 
ergic agents,  it  rarely  causes  esophageal  or  gastric  irritation 
and  has  no  bitter  aftertaste.  In  individualized  doses,  it  is  well 
tolerated  and  side  effects  are  absent  or  generally  mild. 

In  one  study'  patients  receiving  Antrenyl  obtained  relief  from 
acute  symptoms  within  24  to  36  hours.  Dosage  was  individu- 
ally adjusted  at  5 to  10  mg.  four  times  a day.  Side  effects  were 
adjudged  less  pronounced  than  those  of  other  similar  agents 
ordinarily  used  in  the  management  of  peptic  ulcer. 

Prescribe  Antrenyl  in  your  next  case  of  peptic  ulcer  and 
spasm  of  the  gastrointestinal  tract.  Available  as  tablets,  5 mg., 
scored,  bottles  of  100;  and  syrup,  5 mg.  per  teaspoonful  (4 
cc.),  bottles  of  1 pint. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N . J. 

1.  Rogers,  M.  P.,  and  Gray,  C.  L.:  Am.  J.  Digest.  Dis.  19:180,  1952. 
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There  must 
be  a reason  why. . . 

More  people  smoke 

Camels 


than  any  other 

cigarette ! 


to  d. 

to  avert  or  allay  allergic  distress... 

BENADRYL 


c * *, 


R> 


Whenever  antihistaminic  therapy  is  needed 
to  prevent  or  relieve  allergic  symptoms,  pre- 
scription of  BENADRYL  (diphenhydramine 
hydrochloride,  Parke-Davis)  has  become  a 
customary  procedure  in  the  daily  practice  of 
many  physicians.  Because  relief  is  rapidly 
obtained  and  gratifyingly  prolonged,  many 
thousands  of  patients  have  been  spared  the 
usual  discomforts  of  hay  fever,  vasomotor 
rhinitis,  acute  and  chronic  urticaria,  angio- 
neurotic edema,  pruritic  dermatoses,  contact 
dermatitis,  serum  sickness,  food  allergy,  and 
sensitization  to  penicillin  and  other  drugs. 

BENADRYL  Hydrochloride  is  available 
in  a variety  of  forms  — including  Kap- 
seals,®  50  mg.  each;  Capsules,  25  mg. 
each;  Elixir,  10  mg.  per  teaspoonful; 
and  Steri -Vials,®  10  mg.  per  CC.  for 
parenteral  therapy. 
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in  headache 


prompt. ..prolonged. ..prescribed  pain  relief 

APAMIDE  tablets 

TRADEMARK 

(N-acetyl-p-aminophenol,  Ames,  0.3  Gm.) 

analgesic-antipyretic 

acts  within  minutes  — no  analgesic  lag 
pain  relief  for  as  long  as  4 hours 
wide  margin  of  therapeutic  safety 

notably  free  from  side  effects 


pain  relief  plus  sedation 

APROMAL  tablets 


TRADEMARK 

(N-acetyl-p-aminophenol  and  acetylcarbromal,  Ames,  0.15  Gm.  each) 


analgesic-sedatiue 


non-narcotic  and  non-barbiturate 

potentiated  effect  with  minimal  dosage 
mild  sedation  for  daytime  use 


Apamide  and  Apromal  are  prescription-protected.  Dosage 
and  duration  of  treatment  are  controlled  by  you.  Par- 
ticularly valuable  in  those  patients  who  cannot  tolerate  the 
salicylates.  Average  adult  dose:  1 tablet  every  4 hours, 
or  as  required.  Bottles  of  100.  Samples  and  literature 
upon  request. 


AMES 

COMPANY,  INC.,  ELKHART,  INDIANA 
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Ames  Company  of  Canada,  Ltd.,  Toronto 
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flit. 

levophed  discontinued 


Levophed  infusion  slowed 
to  35  drops/min. 

levophed  discontinued 


Levophed  disct 


A Most  Powerful 


Pressor  Antido 
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ophed  infusion  30  drops/min. 
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i Blood  pressure  unobtainable 

Levophed  infusion  30  drops/min. 


500  cc.  whole  blood  Levophed  . anarotornv 

S S:  “SSr 


LEVOPHED* — 

BRAND  OF  LEVARTERENOL  BITARTRATE 

£e$a&e,  /Ic&nt 


Clinical  experience  with  Levophed  has  demonstrated 
the  dramatic,  often  life-saving  action  of  the  drug 

Levophed  is  indicated  for  the  elevation  and  main- 
tenance of  blood  pressure  during  all  stages  of  shock, 
including  profound,  advanced,  prolonged  and  so- 
called  "irreversible"  shock,  as  well  as  other  acute 
hypotensive  states  associated  with  surgical  and  non- 
surgical  trauma,  hemorrhage,  disease  and  central 
vasomotor  depression. 


SUPPLIED:  Levophed  bitartrafe  solution  (equiv- 
alent to  0.1  per  cent  base)  in  ampuls  of  4 cc. 
(boxes  of  1 0),  to  be  administered  in  1 000  cc. 
of  infusion  fluid. 

Write  for  pamphlet  giving  a detailed 
discussion  of  clinical  experience  with 
Levophed  and  its  manner  of  use. 

INC. 

New  Yosk  18,  N.  Y.  WiNDSOe,  Ont 


levophed,  trademark  reg.  U.  S.  & Canada 
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he  may  or  may  not 
get  poison  ivy 


If  he  does  — treatment  should  exclude 

—calamine  preparations  which  are  ineffective1 

— phenol  derivatives  which  are  irritating2 
—local  anesthetics  of  the  “caine”  group 

liable  to  cause  contact  dermatitis3 

— antihistaminics  which  may  produce  some  of  the 
most  severe  reactions  due  to  sensitization3 


but  he  can  rely  on  Calmitol  — 

because  Calmitol  does  not  sensitize  and  is 
“preferred”2  by  physicians  for  safe  relief  of  pruritus. 

because  Calmitol  contains  specific  antipruritic 
agents— camphorated  chloral,  hyoscyamine 
oleate  and  menthol— which  raise  the 
threshold  of  sensory  nerve  endings 
and  skin  receptors,  thus  inhibiting  itch 
stimuli  at  the  point  of  origin. 

1.  Goodmon,  H.:  J.A.M.A.  129:  707,  1945. 

2.  Lubowe,  I.  I.:  New  York  State  J.  Med.  50:  1743,  1950. 

3.  Nomland,  R.:  Postgrad.  Med.  11:  412,  1952. 


the  non-sensitizing  antipruritic 


155  East  44th  Street,  New  York  17,  N.  Y. 
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from  the  research  laboratories  of  the  world’s 
largest  producer  of  antibiotics  . . . 


a new  antibiotic 


of  special  value 


Clinically  active  particularly  against 
those  infections  caused  by  penicillin- 
resistant  gram-positive  pathogens  — 
staphylococci,  streptococci,  and  other 
enteric  organisms. 

Cross-resistance  with  penicillin, 
streptomycin  and  the  broad-spectrum 
antibiotics  has  not  been  observed. 


Well  tolerated. 


Magnamycin  is  not  inactivated  by  the 


Available  in  the  most  familiar,  readily 
accepted  dosage  form— sugar  coated  tablets. 

Recommended  dosage— 1.0  to  2.0  Gm. 
daily  in  divided  doses. 


Supplied : 

100  mg.  tablets , bottles  of  25  and  100 


Antibiotic  Division 


CHAS.  PFIZER  & CO.,  INC; 
Brooklyn  6,  N.  Y. 
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ing  for: 


a new  and 
istinctly  different 
hypotensive  agent 


, 


its  ability  to  control 
associated  symptoms 

its  freedom  from 
side  actions 


IV  A L RIKER  RESEARCH  PRODUCT 


In  mild  mid  moderate  hypertension  . . • 


t Rauwiloid 

' 1 ■ ■ -V 


What  it  is: 

Rauwiloid  represents  an  alkaloidal  extract  of  the  root  of  Rauwolfia  serpen- 
tina, found  chiefly  in  India.  The  hypotensive  action  of  this  drug  has  long 
been  known,  but  a purified,  standardized  dosage  form  heretofore  has  not 
been  available.  In  the  form  of  Rauwiloid,  all  the  advantageous  features  of 
the  drug  are  provided  in  a reproductible  alkaloidal  mixture  for  the  treatment 
of  hypertension.  Each  batch  of  Rauwiloid  is  biologically  tested  in  dogs  for  its 
effectiveness  in  producing  drop  in  blood  pressure,  bradycardia,  and  sedation. 

W hat  it  does: 

The  hypotensive  action  of  Rauwolfia  serpentina  is  of  moderate  intensity.* 1 
It  is  not  apparent  for  several  days  after  therapy  is  initiated  and  does  not 
attain  its  maximum  extent  for  weeks  or  even  months.2  When  therapy  is 
stopped,  the  hypotensive  effect  persists  for  some  time.3 4 5  Coincidentally  with 
the  hypotensive  action,  Rauwiloid  produces  a mild  bradycardia,  especially 
appreciated  in  the  presence  of  the  tachycardia  which  so  frequently  disturbs 
the  hypertensive  patient.  A significant  feature  of  Rauwiloid  is  the  distinct 
sense  of  well-being  and  emotional  calm  it  induces,  as  well  as  the  prompt 
relief  of  symptoms  experienced  by  the  patient.  In  a series  of  326  patients, 
drowsiness  was  noted  in  only  seven. 

The  entire  daily  dose  of  Rauwiloid  may  be  taken  at  one  time,  for 
instance  upon  retiring.  Rauwiloid  produces  no  undesirable  side  actions, 
even  when  given  in  excessive  amounts.  Dosage  therefore  is  not  critical, 
hence  dosage  calculation  is  not  necessary.  Rauwiloid  is  not  a ganglionic 
or  adrenergic  blocking  agent,  and  does  not  interfere  with  postural  reflexes. 

Available  evidence  shows  that  when  a second  hypotensive  agent  is 
given  in  conjunction  with  Rauwolfia  serpentina,  its  effect  is  exerted  in  addi- 
tion to  that  of  Rauwolfia  serpentina d In  severe  hypertension,  the  concurrent 
administration  of  Rauwiloid  and  Veriloid  leads  to  a response  which  may 
well  be  greater  than  the  sum  of  the  effects  of  the  two  drugs,  suggesting 
true  potentiation. 


The  desirable  hypotensive  action  of  Rauwiloid  is  char- 
acterized by  these  advantageous  features.  It  produces 

1 Pronounced  subjective  improvement 

2 Emotional  calm  especially  appreciated  by  appre- 
hensive patients 

3 Mild  bradycardia,  not  tachycardia 

4 No  undesirable  side  actions 

5 No  toxic  effects;  there  are  no  known  contraindications 


Indications: 

Rauwiloid  is  the  medication  of  choice  in  mild  and  moderate  hypertension; 
in  severe  and  malignant  hypertension  its  synergistic  properties  are  valuably 
employed  in  conjunction  with  other  medication.  There  are  no  known  con- 
traindications. 

Administration  and  Dosage: 

The  initial  dose  of  Rauwiloid  is  4 mg.  daily,  given  as  a single  dose  at  night, 
and  continued  until  the  desired  effect  has  been  attained.  Maintenance 
dosage  at  2 mg.  daily  can  be  instituted  when  symptomatic  and  objective 
improvement  indicates,  usually  after  one  or  two  months. 

How  Supplied: 

Rauwiloid  is  available  in  2 mg.  tablets  in  bottles  of  60,  a month’s  supply 
of  medication. 


Rauwiloid  + Veriloid  provides  the 
greater  hypotensive  response  re- 
quired for  controlling  the  symptoms 
and  objective  signs  of  severe  or  re- 
sistant hypertension.  In  this  com- 
bination, consisting  of  1 mg.  of 
Rauwiloid  and  3 mg.  of  Veriloid,  the 
effect  of  the  Veriloid  is  superimposed 
upon  that  of  the  Rauwiloid.  In  most 
patients,  the  response  appears  to  be 
greater  than  simple  summation  of 
the  two  effects,  pointing  to  syner- 
gistic potentiation.  Furthermore,  the 
calming  influence  of  Rauwiloid 
makes  it  possible  for  more  patients 
to  tolerate  Veriloid,  with  less  like- 


lihood of  side  actions,  greatly  ex- 
panding the  applicability  of  the 
combination. 

The  average  dose  of  Rauwiloid + 
Veriloid  is  one  tablet  three  times 
daily,  at  intervals  of  not  less  than 
four  hours,  ideally  after  meals.  This 
quantity  may  be  increased  to  four 
tablets  daily,  especially  after  the 
response  to  Rauwiloid  is  fully  ap- 
parent, which  may  require  from  30 
to  60  days. 

Rauwiloid  + Veriloid  is  supplied  in 
bottles  of  100  tablets,  an  average 
month’s  supply. 


RIKER  LABORATORIES,  INC. 

8 4 8 0 BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 


^ Continuous,  round-the-clock  effect  from  once-o-doy 
dosage 

^ Hypotensive  action  synergistic  with  more  potent 
hypotensive  agents 

® No  economic  hardship  for  the  patient;  notably  low 
in  price  for  active  or  maintenance  therapy,  making 
it  particularly  advantageous  in  mild  hypertension. 
The  physician  will  appreciate  the  opportunity  electively 
to  lower  the  blood  pressure  without  side  actions  with  the 
aim  of  arresting  the  hypertensive  process. 


References: 

1.  Wilkins,  R.W.,  and  Judson,  W.E.: 
The  Use  of  Rauwolfia  Serpentina  in  Hy- 
pertensive Patients,  New  England  J. 
Med.  245:48  (Jan.  8)  1953. 

2.  Wilkins,  R.W.;  Judson,  W.E.,  and 
Stanton,  J.R.:  Preliminary  Observations 
on  Rauwolfia  Serpentina  in  Hypertensive 
Patients,  Proc.  New  England  Cardiovas. 
Soc.,  1951-1952,  p.  34. 

3.  Vakil,  R.J.:  Clinical  Trial  of  Rau- 
wolfia Serpentina  in  Essential  Hyper- 
tension, Brit.  Heart  J.  2:350,  1949. 
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-for  your  patients  on  special  diets 


DORSET 


LOW  IN  CALORIES 
LOW  IN  SODIUM 


SOUPS 


SALT-FREE  • SUGAR-FREE  • DELICIOUS  • PURE 


Patients  find  diets  easier  to  take  if  they  include  delicious  Dorset  diet  pack  Soups. 

These  fine  foods  are  carefully,  conscientiously  made  in  an  ultra-modern 
plant  under  constant,  Government  inspection.  They  are  absolutely  free  of 
salt  and  sugar — yet  they  retain  a wonderfully  natural,  fresh  flavor. 

Long  after  the  need  for  a special  diet,  folks  go  right  on  enjoying  Dorset  Soups! 
Recommend  them  with  complete  confidence  as  to  their 
purity,  wholesomeness,  freedom  from  salt  and  sugar,  and 
their  low  calory  and  low  sodium  content. 

Five  truly  delicious  soups:  Chicken  Broth,  Vegetable, 

Tomato  with  Rice,  Pea,  and  Cream  of  Mushroom. 

At  grocery  stores  everywhere. 

They  STAY  on  the  diet  when  they  DIET  WITH  DORSET! 


DORSET  FOODS,  LTD.  • Long  Island  City,  N.  Y. 


IODEX 


THERAPEUTICALLY  EFFECTIVE 

cum  methyl  salicylate 

indicated  wherever  the  stimulating  and  metabolic 


effects  of  IODINE  in  IODEX  and  the  analgesic  action  of  Methyl 
Salicylate  are  needed  topically  and  for  percutaneous  absorption. 


For  strains,  sprains,  painful  joints  and 
aching  muscles  • rheumatic  pains  • relieves 
itching  in  skin  diseases. 

Samples  and  literature  sent  on  request. 


MENLEY  & JAMES.  LTD.. 

70  WEST  FORTIETH  STREET.  NEW  YORK  18.  N Y 
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DIETARY  SUPPLEMENT 


Regardless  of  cause  or  patient 
age,  the  need  for  dietary  sup- 
plementation frequently  arises. 
Whenever  such  supplementa- 
tion is  indicated  to  round  out 
the  intake  of  essential  nutrients, 
a truly  broad  spectrum  supple- 
ment— one  that  supplies  not- 
able amounts  of  all  important 
nutrients — will  serve  the  pa- 
tient optimally. 

Ovaltine  in  milk,  a delicious 
food  drink,  has  long  been  widely 


prescribed  for  this  purpose.  As 
the  appended  table  shows,  it 
supplies  substantial  amounts  of 
virtually  all  nutrients  known  to 
take  part  in  metabolism,  from 
biologically  top-grade  proteins, 
through  the  gamut  of  the  essen- 
tial vitamins,  to  the  minerals 
needed  in  trace  amounts. 

Whenever  the  patient’s  nu- 
tritional state  must  be  im- 
proved, Ovaltine  deserves  the 
physician’s  first  consideration. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Ovaltine 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for  Daily  Use  Provide  the  Following 
Amounts  of  Nutrients 


(Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 


•CALCIUM 1.12  Gm. 

CHLORINE 900  mg. 

COBALT 0.006  mg. 

•COPPER 0.7  mg. 

FLUORINE 3.0  mg. 

•IODINE 0.15  mg. 

•IRON 12  mg. 

MAGNESIUM 120  mg. 

MANGANESE 0.4  mg. 

•PHOSPHORUS 940  mg. 

POTASSIUM 1300  mg. 

SODIUM 560  mg. 

ZINC 2.6  mg. 


VITAMINS 

•ASCORBIC  ACID 37  mg. 

BIOTIN 0.03  mg. 

CHOLINE 200  mg. 

FOLIC  ACID 0.05  mg. 

•NIACIN 6.7  mg. 

PANTOTHENIC  ACID . . 3.0  mg. 

PYRIDOXINE 0.6  mg. 

•RIBOFLAVIN 2.0  mg. 

•THIAMINE 1.2  mg. 

•VITAMIN  A 3200  I.U. 

VITAMIN  Bi2  0.005  mg. 

•VITAMIN  D 420  I.U. 


•PROTEIN  (biologically  complete) 32  Gm. 

•CARBOHYDRATE 65  Gm. 

•LIPIDS 30  Gm. 

•Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council 
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D I SSOLVE  D 
ON  TONGUE 


• The  Best  Tasting  Aspirin  You 
Can  Prescribe. 

• The  Flavor  Remains  Stable 
Down  to  the  Last  Tablet 

in  the  Bottle. 

• 24  Tablet  Bottle  . . . 

21/2  gr.  each  15^ 

»*(D0Dl*r 

Grooved  Tablets — 
Easily  Halved. 


CHILDREN’S  SIZE 

BAYER  ASPIRIN 

fV e will  be  pleased  to  send  samples  on  request 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway.  New  York  18.  N.Y. 


a.1*/**** 

***** 


Whenever  diarrhea  is  encountered,  whether  in 
adults,  children  or  infants,  and  regardless  of 
severity,  Arobon  is  profitably  employed  as  the 
basic  medication.  Prepared  from  specially  proc- 
essed carob  flour,  Arobon  provides  generous 
amounts  of  naturally  occurring  pectin,  lignin, 
and  hemicellulose.  These  complex  carbo- 
hydrates exert  the  very  actions  required  for 
prompt  control  of  diarrheas:  They  are  demul- 
cent, adsorbent,  soothing,  water-binding. 


In  simple  diarrhea  of  adults,  infants  and 
children,  Arobon  usually  suffices  as  the  sole 
medication.  In  infectious  diarrhea  and  the 
dysenteries,  it  is  a valuable  adjuvant  to  specific 
therapy.  Arobon  is  safe,  devoid  of  side  actions, 
and  does  not  interfere  with  nutrient  absorption. 


Simple  to  Prepare  Arobon  is  simply  prepared:  The  powder  is 
merely  stirred  into  milk  or  water,  forming  a 
highly  palatable  drink.  Suggested  doses:  for 
children  and  adults,  1 to  2 level  tablespoonfuls 
in  milk  or  water;  for  infants,  2 to  4 level  tea- 
spoonfuls boiled  in  water.  Although  containing 
no  chocolate,  the  resulting  mixture 
has  a palatable,  chocolate -like 
taste  acceptable  to  all  patients. 


AROBON 

is  supplied  in  5 ounce 
jars  and  is  available 
through  all  pharmacies. 


THE  NESTLE  COMPANY,  INC.,  WHITE  PLAINS,  NEW  YORK 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1,000. 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


I 


''HCWAQ^AN;,  »3  A »■  SQUIBB  * SONS. 


Squibb 
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When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


Squibb 

'THERAGRAN'  IS  A TRADEMARK  OF  E.  R.  SQ-Jiea  A CONS. 
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DESITIN 

OINTMENT 


1.  Heimer,  C.  B„  Grayzel,  H.  G.  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A.  and  Leviticus, 
R.:  Ind.  Med.  & Surg.  18:512.  1949. 


the  most  widely  used 

ethic3l  specislty  for 

care  ot  the  infant’s  skin 


the  pioneer  external 
cod  liver  oil  therapy 


Decisive  studies1*2 
substantiate  over  25 
years  of  daily  clinical 
use  regarding  the  ability  of  Desitin 

Ointment  to protect , soothe, 

dry  and  accelerate  healing  in.. . 

• diaper  rash  • exanthema 

• non-specific  dermatoses 

• intertrigo  • prickly  heat 

• chafing  • irritation 

(due  to  urine,  excrement,  chemicals  or  friction) 

Desitin  Ointment  is  a non-irritant  blend  of  high 
grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vita- 
mins A and  D in  proper  ratio  for  maximum  effi- 
cacy) , zinc  oxide,  talcum,  petrolatum,  and  lanolin. 
Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exu- 
date, urine  or  excrements.  Dressings  easily 
applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,R.  I. 
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3 GERIFORT  capsules 
contain : 


(recommended 
daily  dose) 


Vitamin  A (Synth.)  28,000  U.S.P.  Un 

Vitamin  B> 

14  Mg. 

Vitamin  Bi 

14  Mg. 

Vitamin  B« 

5 Mg. 

Vitamin  C 

210  Mg 

Vitamin  D 

2,800  U.S.P.  Un 

Niacinamide 

180  Mg. 

Iron 

20  Mg. 

Calcium 

188  Mg. 

Phosphorus 

160  Mg. 

Iodine 

0 1 Mg. 

Calcium  Pantothenate 

20  Mg. 

Folic  Acid 

1 5 Mg. 

Vitamin  E 

. . .10  Int.  Units 

Vitamin  Bu 

5 Meg. 

Choline  Bitartrate 

200  Mg. 

Inositol 

100  Mg. 

dl-Methionine 

20  Mg. 

Rutin 

60  Mg. 

Biotin 

50  Meg. 

Cobalt 

Copper 

0 2 Mg. 

Magnesium 

2 Mg. 

Manganese 

0 5 Mg 

Potassium 

0 05  Mg. 

Zinc 

.1  5 Mg. 

1.  Steigliti,  E.  in  Handbook  of 
Nutrition,  A M. A.,  1951. 

!.  Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 
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Over  36  years  Oj 
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from  the  discomfort 

of  allergy 

for  a whole  day 


rerazil « 


One  ‘Perazil’  50  mg.  usually  gives 
comfort  for  12  to  24  hours. 

Chlorcyclizine  Hydrochloride , 

50  mg.,  Compressed,  scored 

Histamine  antagonist,  notable  for 
its  relative  freedom  from  side  effects 


Supplied:  In  bottles  of  100  and  500. 
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jAmSnodrox 

| ■ 

Aminodrox 

Aminodrox 


Heard  at  the  staff  meeting  . . . 


Aminodrox 


increases  the  usefulness  of  oral  aminophylline 


In  the  form  of  Aminodrox,  three  out  of  four  pa- 
tients can  be  given  therapeutically  effective  oral  doses 
of  aminophylline. 

This  is  possible  with  Aminodrox  because  gastric 
disturbance  is  avoided. 

Now  congestive  heart  failure,  bronchial  and  car- 
diac asthma,  status  asthmaticus  and  paroxysmal 

dyspnea  can  be  treated  successfully  with  oral  amino- 
phylline  io  the  form  of  Aminodrox. 

Aminodrox  Tablets  contain  1 t/2  gr.  aminophylline  with  2 gr. 
activated  aluminum  hydroxide. 

Aminodrox-Forte  Tablets  contain  3 gr.  aminophylline  with  A 
gr.  activated  aluminum  hydroxide. 

Also  available  with  1/4  gr.  phenobarbital. 


BRISTOL.  TENNESSEE 
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HowZ&rt  for  food 

feacfeloZesl  for  Life! 


Babies  love  them 


IT  is  now  clearly  recognized  that  a 
baby’s  whole  future  development 
is  profoundly  influenced  by  his  early 
experiences  with  food. 

Happy  mealtimes  help  a baby 
thrive  emotionally  as  well  as  physi- 
cally. You,  yourself,  have  noticed  how 
often  a sunny  disposition  and  sturdy 
vitality  are  found  in  the  babies  who 
eat  with  zestful  appetite. 

And  as  one  of  the  many  doctors 
w'ho  recommend  Beech-Nut  Foods, 
you  will  be  glad  to  learn  that  there  is 
a wider  choice  of  appealing  varieties 
than  ever  before  — to  keep  mealtimes 
happy  for  your  young  patients. 


thrive  on  them! 

A wide  variety  for  you  to  recom- 
mend: Meat  and  Vegetable  Soups, 
Vegetables,  Fruits,  Desserts  — Cooked 
Cereal  Food,  Strained  Oatmeal  and 
Cooked  Barley. 

Beech-Nut 

FOODS>BABIES 

Every  Beech-Nut  Baby  Food  has 

• been  accepted  by  the  Council  on 
Foods  and  Nutrition  of  the 
American  Medical  Association 
and  so  has  every  statement  in 
- *t oiuT »v»-  every  Beech-Nut  Baby  Food 
advertisement. 
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Announcing  a scientifically 
significant  development  in 
cigarette  smoking... 


with  the  exclusive  “MICRONITE”  FILTER 


Doctors  have  long  been  aware  of  the 
need  for  a really  effective  filter-tipped 
cigarette.  P.  Lorillard  Company  has  been 
conscious  of  this  problem,  and  after  years  of 
study,  experiment  and  research  believes  it 
has  developed  a cigarette  that  meets  the  need. 

It  is  the  new  KENT  cigarette  with  the 
“Micronite’  ’ * Filter.  Recent  tests  have  shown 
that  the  Micronite  Filter  approaches  7 times 
the  efficiency  of  other  filters  in  the  removal  of 
tars  and  nicotine  and  is  virtually  twice  as 
effective  as  the  next  most  efficient  cigarette. 

All  members  of  the  medical  profession  will 
be  interested  in  the  facts  about  this  new  cig- 
arette. To  avoid  possible  confusion  or  mis- 
understanding by  the  general  public,  the  de- 
tails of  the  KENT  studies  given  on  these 


pages  are  for  physicians  only,  and  will  not 
appear  in  KENT  advertising  or  promotion 
to  the  general  public. 

Micronite  as  a cigarette  filter. . . 

The  new  filter  material — called  Micronite — 
stems  directly  from  the  improved  protective 
filters  developed  to  meet  critical  air-purifica- 
tion problems  in  atomic  energy  plants. 

When  investigations  showed  that  this  fil- 
ter medium  was  capable  of  removing  all  of 
the  minute  particles  from  a stream  of  cig- 
arette smoke,  the  filter  was  modified  for  use 
in  KENT  cigarettes.  This  was  done  in  such  a 
way  as  to  permit  the  passage  of  pleasant  aro- 
matic smoke  constituents,  but  with  a removal 
of  the  more  objectionable  fractions  of  tobacco 


PATENT  APPLIED  FOP 
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1 Comparison  of  KENT  with  leading  non- 
• filter  brands.  Effects  on  Peripheral  Vascular 
System.  Drop  in  surface  skin  temperature 
at  the  last  phalanx  induced  by  smoking  one 
cigarette. 


2. 


Time  in  minutes  after  ignition  of  cigarettes 


O Comparison  of  KENT  with  Brand  “A”  con- 
’ ventional  filter  tip.  Effects  on  Peripheral 
Vascular  System.  Drop  in  surface  skin  tem- 
perature at  last  phalanx  induced  by  smok- 
ing one  cigarette.  Average  for  15  susceptible 
subjects. 


smoke  to  an  extent  never  before  accomplished. 

Efficacy  of  the  Micronite  Filter 

The  normal  human  subjects  used  in  testing 
the  Micronite  Filter  were  divided  into  two 
categories — susceptible  and  non-susceptible — 
on  the  basis  of  their  subjective  reactions  to 
cigarette  smoking.  Approximately  two-thirds 
of  the  subjects  in  this  investigation  were  non- 
susceptible  while  the  remaining  third  were 


PHYSICIANS: 

Today,  KENTs  are  sold  in  most 
major  L'.S.  cities.  If  your  city  is 
not  yet  among  them,  simply  write 
to  P.  Lorillard  Company,  119  West 
40th  Street,  New  York,  N.  Y.,  and 
special  arrangements  will  be  made 
to  assure  you  of  a regular  supply. 


definitely  susceptible.  Other  investigations 
have  reported  a somewhat  similar  ratio,  (a) 

To  study  the  effects  of  this  filter  on  physi- 
ological reactions  to  cigarette  smoke,  in  both 
susceptible  and  non-susceptible  persons,  two 
different  tests  were  employed,  both  being 
measurements  of  peripheral  blood  flow. 

The  first  test  involves  the  drop  in  skin 
temperature  occurring  at  the  finger  tip,  in- 
duced by  smoking  and  measured  according 
to  well-established  procedures,  (b,  c) 

The  second  test  is  a measurement  of  vaso- 
constriction in  the  hand,  as  recorded  plethys- 
mographically.  (d) 

The  results  of  these  measurements— de- 
termined for  Lorillard  by  an  independent  re- 
search organization — are  shown  on  the  four 
charts  reproduced  here.  Concurrently,  other 
outside  independent  laboratories  are  carry- 
ing on  further  research  on  the  chemical  and 
physiological  effects  of  cigarette  smoking 
with  netc  and  original  testing  methods. 
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O Comparison  of  KENT  with  Brand  “B”  con- 
ventional  filter  tip.  Effects  on  Peripheral 
Vascular  System.  Drop  in  surface  skin  tem- 
perature at  the  last  phalanx  induced  by 
smoking  one  cigarette.  Average  for  15  sus- 
ceptible subjects. 


A Comparison  of  KENT  with  Brand  “A”  and 
■ ■ “B”  conventional  filter  tip.  Peripheral  vaso- 
constriction induced  by  smoking  one  cig- 
arette. Peripheral  blood  flow  as  measured 
by  continuous  plethysmography  on  the  hand. 
Average  for  4 susceptible  and  8 non-sus- 
ceptible  subjects. 


From  these  charts,  the  following  general 
conclusions  may  be  drawn: 

When  cigarette  smoke  is  drawn  through 
a Micronite  Filter,  it  is  no  longer  capable 
of  producing  characteristic  changes  in  pe- 
ripheral blood  flow  in  either  susceptible  or 
non-susceptible  persons. 

The  Micronite  Filter  is  vastly  superior  to 
any  other  available  filter  now  in  use  for 
removing  tars  and  nicotine  in  cigarette 
smoke. 

Here  are  additional  observations  from  work 
now  in  progress: 

1.  When  smoke  which  has  passed  through 
a Micronite  Filter  contacts  the  conjunctival 
sac  of  the  rabbit,  far  less  irritation  occurs 
than  when  the  sac  is  exposed  to  the  smoke 
from  regular  cigarettes  or  the  smoke  from 
popular  filter-tipped  brands. 

2.  Current  studies  also  indicate  that  Mi- 
cronite-filtered  smoke  is  less  irritating  to 
mucous  membranes  than  unfiltered  smoke. 


When  the  scientific  evidence  of  the  effec- 
tiveness of  the  Micronite  Filter  is  compared 
with  the  effectiveness  of  other  filters,  it  shows 
that — 

The  problem  of  smoker  susceptibility  to 
tobacco  irritants  may  be  largely  over- 
come by  KENTs.  And  for  those  people 
whose  smoking  should  be  restricted  for 
therapeutic  reasons,  KENT  should  be 
considered  as  the  cigarette  of  choice. 

P.  Lorillard  Company  will  gladly  send  you  a 
booklet,  prepared  especially  for  the  medical 
profession,  which  describes  more  fully  the 
investigational  work  on  the  chemical  and 
physiological  advantages  of  the  new  Micro- 
nite-filtered  KENT  cigarette. 

References  Cited 
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bottie«ot  100 
eaveulee 


Daily  recommended  dose  of  3 Prenacaps  provides: 


Vitamin  A (Synthetic) 12,000  U.S.P.  Units 

Vitamin  D (Irrad.  Ergost.) 1,200  U.S.P.  Units 

Vitamin  Bi 9 mg. 

Vitamin  B> 9 mg. 

Vitamin  C 90  mg. 

Vitamin  Bi2  (Oral  Concentrate) 3 meg. 

Folic  Acid 1.5  mg. 

Niacinamide 30  mg. 

Iron  20  mg. 

Calcium 650  mg. 

Phosphorus 450  mg. 


0 contain  vitamin  Bn  and  folic  acid 


convenient,  easy  to  take,  well  tolerated 


healthier  mothers — Numerous  studies  agree  that  in  well  nourished 

pregnant  women  there  is  a lower  incidence  of 
abortions,  premature  births,  stillbirths  and 
neonatal  deaths.  There  are  fewer  obstetrical 
complications,  easier  labor  and  delivery. 


healthier  infants — Babies  of  well  nourished  mothers  are  born  health- 
ier, more  resistant  to  and  less  likely  to  develop 
colds,  bronchitis,  pneumonia,  anemia  and  rickets. 


sample  of  Prenacaps 

and  literature1"10  on  request 


y^MERICAN  PHARMACEUTICAL  C 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

over  36  years  of  service  to  the  medical  profession 
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TOR  0 R A i USE 
Ich  TABLET  CONTAINS:  ' 
line  VITAMIN  Bi2U.S.P....(n 
| FACTOR  104 

IllON:  irOTRAL  LAW  rROMIBIIS 
iNHSlfiC  WITHOUT  P«f "•tHlPTIOII. 

iRMOtlK  I .AHOIIATORIES 


Each  tablet  contains 
Crystalline  vitamin  Bi 2 
U.S.P.,  6 meg.;  and 
Intrinsic  Factor,  30  mg. 
(a  completely  new  in- 
trinsic factor  prepara- 
tion 40  times  more 
powerful  than  previ- 
ously used  Armour  in- 
trinsic factor  extracts). 


Biopar  tablets  are  therapeutically 
equivalent  orally  (in  the  dosage 
range  employed)  to  parenteral  vi- 
tamin B12.  Supplied  in  bottles  of  30. 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11.  ILLINOIS 
PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


BAC  MYC IN 


K 


L>  J 


\ in  pyogenic  skin 
\ infections 


LABORATORIES,  INC. 

MT.  VERNON.  N V. 


indications 

impetigo  ecthyma  paronychia 

infectious  eczematoid  dermatoses 
furunculosis  pustular  folliculitis  otitis  externa 

1 cutaneous  ulcers  surgical  dressings 

impetiginized  dermatoses  seborrheic  dermatitis 

infected  burns  and  wounds  hemolytic  streptococcal  dermatoses 

Neomycin  was  more  effective  for  most  skin  infections  than  other  topical 
agents  used  in  a series  of  675  cases.’ 

Bacitracin  has  been  widely  favored  for  local  treatment  of  skin  infections.’ 
The  combination  of  both  antibiotics  extends  the  broad-spectrum  activity 
of  each.’ 

Literature  available  including  antibiotic  comparison  chart. 


Supplied:  Vi  oi.  tubes 
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HESODATE 


THE  ORIGINAL  ENTERIC-COATED  TABLET 
OF  THEOBROMINE  SODIUM  ACETATE 


anmUd&i 

EFFECTIVE 

WELL-TOLERATED 

PROLONGED 

VASO-DILATION 


V*  . 


REPEATEDLY  SHOWN  and  proven  by  objective  tests  on 
human  subjects'  — this  is  one  of  the  most  effective  of  all  the 
commonly  known  Xanthine  derivatives.  Because  of  the 
enteric  coating  it  may  be  used  with  marked  freedom  from 
the  gastric  distress  characteristic  of  ordinary  Xanthine 
therapy.  Thus  THESODATE,  with  its  reasonable  prescrip- 
tion price  also,  enjoys  a greater  patient  acceptability. 

Available:  In  bottles  of  100,  500,  1000. 

TABLETS  THESODATE 

*(7'/j  gr.)  0.5  Gm.  *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7'/a  gr.)  0.5  Gm.  with  ('/a  gr.)  30  mg. 

(7>/a  gr.)  0.5  Gm.  with  (14  gr.)  15  mg. 

*(3%  gr.)  0.25  Gm.  with  (14  gr.)  15  mg. 

THESODATE  WITH  POTASSIUM  IODIDE 

(5  gr.)  0.3  Gm.  with  (2  gr.)  0.12  Gm. 

THESODATE,  POTASSIUM  IODIDE  WITH  PHENOBARBITAL 

(5  gr.)  0.3  Gm.,  (2  gr.)  0.12  Gm.  with  (14  gr.)  15  mg. 

*ln  capsule  form  also,  bottles  of  25  and  100. 

1.  Riseman,  J.  E.  F.  and  Brown,  M.  G.  Arch.  Int.  Med.  60:  100,  1937 

2.  Brown,  M.  G.  and  Riseman,  J.  E.  F.  JAMA  109:  256,  1937. 

3.  Riseman,  J.  E.  F.  N.  E.  J.  Med.  229:  670,  1943. 

For  samples  just  send  your  Rx  blank  marked  14th5 


BREWER  & COMPANY,  INC.  Worcester  8,  Massachusetts  u.s.  a. 


11  so 


NOW 


the  first  intramuscular  digitoxin 


DIGITALINE  NATIVELLE* 


INTRAMUSCULAR 

for  dependable  digitalization  and  maintenance 
when  the  oral  route  is  unavailable 

DIGITALINE  NATIVELLE 
INTRAMUSCULAR 
is  indicated  for  patients  who  are 
comatose,  nauseated  or  uncoopera- 
tive, or  whose  condition  precludes  the 
use  of  the  oral  route. 

DIGITALINE  NATIVELLE 
INTRAMUSCULAR 
provides  all  the  unexcelled  virtues  of 
its  parent  oral  preparation. 

Steady,  predictable  absorption. 

Equal  effectiveness,  dose-for-dose 
with  oral  DIGITALINE  NATIVELLE. 
Easy  switch-over  to  oral  medication. 


Clinical  investigation  has  shown  that  DIGITALINE  NATIVELLE  INTRAMUSCULAR 
is  "effective  in  initiation  and  maintenance  of  digitalization.  A satisfactory  therapeutic 
effect  was  obtained  with  minimal  local  and  no  undesirable  systemic  effects."* 


DIGITALINE  NATIVELLE  INTRAMUSCULAR  - 1-cc.  and  2-cc.  ampules,  boxes  ol  6 and  50.  Each  cc  provides  0.2  mg. 
of  the  original  digitoxin  - DIGITALINE  NATIVELLE. 

'Strauss.  V.;  Simon.  D.  L.;  Iglauer,  A.,  and  McGuire.  J.:  Clinical  Studies  of  Intramuscular  Injection  of  Digitoxin 
(Digitaline  Nativelle)  in  a New  Solvent.  Am.  Heart  J.  44: 787.  1952. 

Literature  and  samples  available  on  request. 


VARICK  PHARMACAL  COMPANY.  INC. 

(Division  ol  E.  Fougera  & Co..  Inc.) 

75  Variclc  Street.  New  York  13.  N.  Y. 


what  you  must  know  about 


Accumulated  experience  in  many  thousands  of  cases  has  now  proved  conclusively  that 
Butazolidin  produces  therapeutic  results  in  arthritis  comparable  to  those  obtainable 
with  cortisone  or  ACTH.  At  the  same  time  it  has  become  equally  evident  that  like  other 
potent  pharmacodynamic  agents  Butazolidin  can  cause  toxic  as  well  as  therapeutic 
response.  In  general,  the  drug  has  been  found  to  produce  minor  reactions  in  a con- 
siderable percentage  of  cases  and  serious  reactions  in  a few.  To  a considerable  extent 
such  reactions  are  preventable  by  proper  precautions,  and  when  not  preventable  are 
often  readily  controllable.  For  this  reason  physicians  are  urged  to  familiarize  them- 
selves thoroughly  with  the  properties  and  proper  usage  of  this  potent  new  agent  before 
prescribing  it.  . 


an  effective  and  potent  anti-arthritic 


toid  arthritis  a recent  report1  indicates  “major  improvement”  in  40  of  68  cases. 
Another  notes  “marked  decrease  in  swelling,  increase  in  range  of  motion,  and  increase 
in  strength”  in  41  per  cent  of  patients  with  lesser  improvement  in  an  additional  nine 


with  50  per  cent  showing  objective  evidence  of  improvement.  Similar  favorable  results 
have  been  recorded  in  gout,  spondylitis,  osteoarthritis,  bursitis,  and  other  painful 


used  provides  gratifying  therapeutic  benefit  in  a wide  variety  of  painful  and  disabling 
disorders. 


B 


(brand  of  phenylbutazone) 


The  striking  clinical  benefits  of  Butazolidin  in  arthritis  and  allied  disorders  can- 
not be  due  solely  to  analgesic  effect  since  it  has  only  moderate  analgesic  effect  in 
non-rheumatic  disorders. 


Butazolidin  produces  both  improvement  of  function  and  relief  of  pain.  In  rheuma- 


per  cent.2  A third  study3  records  “appreciable  pain  relief”  in  69  per  cent  of  patients 


musculoskeletal  disorders.  These  findings  illustrate  that  Butazolidin  when  properly 


(1)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W.:  California  Med.  77:319,  1952.  (2)  Stephens,  C.  A.  L.,  Jr.,  and  others:  J.A.M.A. 

750:1084  (Nov.  15)  1952.  (3)  Steinbrocker,  O.,  and  others:  J.A.M.A.  750:1087  (Nov.  15)  1952. 
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ELKOSIN  254  mg.  % 


pH  6.0  common  in  persons  in  normal  health 


A 


acid  range  so 
prevalent  in  feve 
and  infections 


pH  6.7  ELKOSIN 


282  mg.  % 


Solubility  of  free  (nonacetylated)  ELKOSIN 

( Solubility  determinations  made  with  the  free  sulfon- 
amide at  37  C.  in  normal  human  urine  %uftemT)‘ 


P 


high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 


I 


® 


SULFADIMETINE  08 A 


a new  advance  in  sulfonamide  safety 

tablets  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
suspension  in  syrup  0.25  Gm.  per  teaspoonful  (4  cc.).  Pints. 


1.  Ziegler , J.  B.;  Bagdon,  R.  E.,  and  Shabica,  A.C.:  To  be  published. 


2l  1894M 
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. . .particularly 

beneficial 

in  the  treatment 

°f 

hay  fever. 


9?  1 


m 


W 


Because  CHLOR-TRIMETON * maleate, 
chlorprophenpyridamine  maleate,  has  the 
greatest  potency  milligram  for  milligram 
of  any  available  antihistamine,  and 
because  “Chlor-Trimeton  has  a relatively  low 
incidence  of  side  reactions,”2  it  is  a drug 
of  choice  for  hay  fever  patients. 


CHLOR  - TRIMETON 

maleate 


1.  Silbert,  N.  E.:  New  England 
J.  Med.  242: 931.  1950. 

2.  EUenstadt.  W.  S. : Journal 
Lancet  70:26.  1950. 


CORPORATION 

' BLOOMFIELD.  NEW  JERSEY 


I 


( ii ior-trimeton  m 
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for  the  child  who 
“is  not  growing 

the  wag  he  should” 

Simple  growth  failure,  not  attributable  to  glandu- 
lar dysfunction  or  infectious  processes,  calls  for 
the  same  prompt  attention  that  is  indicated  in 
retarded  growth  due  to  detectable  causes. 

DODEKROID  combines  the  two  substances  found 
effective  in  simple  growth  failure. 


VITAMIN  B12  mobilizes  and  intensifies  the  meta- 
bolic activity  concerned  with  growth.  Thyroid,  in 
the  small  dosage  provided,  exerts  a definitely 
proven  anabolic  effect  which  promotes  growth 
and  development  and  corrects  subclinical  hypo- 
thyroidism if  present. 

Response  to  Dodekroid  as  noted  in  improved 
appetite  usually  is  rapid  and  at  times  spectacular. 
Objectively,  improvement  can  be  demonstrated 
on  a Wetzel  grid.  Daily  dosage  ranges  from  1 to  3 
tablets,  preferably  after  meals.  If  mild  hypo- 
thyroidism is  suspected,  dosage  may  be  increased. 


Each  Dodekroid  tablet  provides  10 
meg.  of  vitamin  Bu  (activity  equiva- 
lent) and  1 0 mg.  of  thyroid.  The 
tablets  are  small  and  easily  swal- 
lowed. They  may  be  chewed,  or 
crushed  for  administration  with  food. 
Literature  and  samples  on  request. 


BIBLIOGRAPHY 

Johnston.  J.A.:  J.A.M.A.  / .17:1587 
(Aug.  28)  1948. 

Wetzel,  N.C.;  Fargo, W.C.;  Smith. 
I.H.,  and  Helikson,  J.:  Science 
J 10:651  (Dec.  16)  1949. 

Chow,  B.F.:  J.  Nutrition  43:323 
(Feb.  10)  1951. 


Wetzel.  N.Cj  Hopwood.  H.H.; 
Kuechle,  M.E.,  and  Grueninger. 
R.M.:  J.  Clin.  Nutrition  7:17 
(Sept  .-Oct.)  1952. 

Kalislci,  S.R.:  Texas  State  J.  Med. 
43: 186  (July)  1947. 

Wilde.  E.:  J.  Fediat.  40:565  (May) 
1952. 


RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  • Los  Angeles  48,  California 


“Our  experience  with  Terramycin  by  the 
intravenous  route  has  been  good.  It  has 
been  effectively  used  without  difficulty  by 
continuous  drip  infusion  for  several  days  in 
the  smallest  infant . . 

Farley,  W.  J.,  Konieczny,  L.  :J.  Pediat.  42:177  (Feb.)  1953. 


Terramycin  Intravenous 


as  well  as 
adult  patients 


Intravenous  Terramycin,  fol- 
lowed by  oral  therapy  after  3-5 
days,  “is  a singly  effective,  su- 
perior antibiotic  in  the  treat- 
ment of  peritonitis  and  ...  a 
good  result  can  frequently  be 
obtained  with  this  drug  when 
[other  antibiotics]  have  failed. 
It  thus  has  great  usefulness  both 
as  a primary  therapeutic  agent 
and  as  an  alternate  antibiotic.” 


Reiss,  E.,  et  al. : A.  M.  A.  Arch. 
Surg.  64:5  (Jan.)  1952. 


read  (Pfizer: 

Spectrum 


weekly  in  the  J.A.M.A 
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Vials  of  250  mg.  and  500  mg. 
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Carbromal  with  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 

J 

To  ealm  the  tense  and  nervous  patient 


CAR-SED-IXE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  o’-  producing 
unwanted  drowsiness. 

CAR-SED-IAE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  ”...  a dependable  seda- 
tive. It  allays  excitement 
and  anxiety  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  ”.  . . certainly  ...  is 
effective  in  relieving  the 
patient's  emotional  disturb- 
ances.”2 

FORMULA:  each  tablet  contains 
Carbromal,  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare  ^ 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1.000  tablets. 

1.  Krantz,  J.C.  & Carr.  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 
Williams  & Wilkins  Co.,  Baltimore, 
Md.,  1951. 

2.  Goodman.  L.  & Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics. 
The  Macmillan  Co.,  New  York  City, 
1941. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  H tllard  Streets,  Philadelphia  34,  Pa. 


Serving  the  medical  profession  for  nearly  a third  of  a century. 


for  caloric  boost 
without  gastric  burden 
. . .when  weight  gain 
is  the  objective 

EDIOL 

TRADEMARK 

[oral  fat  emulsion  schenley] 

Just  2 tablespoonfuls  of  EDIOL* 
oral  fat  emulsion  q.i.d.  add  600 
extra  calories  to  the  daily  diet 
without  increasing  bulk  intake  or 
blunting  the  appetite  for  essen- 
tial foods.  This  EDIOL  regimen 
is  the  caloric  equivalent  of: 

6 servings  of  macaroni 
and  cheese,  or 
1 dozen  Parker  House  rolls, or 
12  pats  of  butter,  or 
8 boiled  eggs,  or 
6 baked  potatoes,  or 
9'/2  slices  of  bread 

EDIOL  is  an  exceptionally  palat- 
able,creamy  emulsion  of  coconut 
oil  (50%)  and  sucrose  (121/2%  ) . 

The  unusually  fine  particle  size 
of  EDIOL  (average,  1 micron)  fa- 
vors ease  of  digestion  and  rapid 
assimilation.  For  children,  or 
when  fat  tolerance  is  a problem, 
small  initial  dosage  may  be 
prescribed,  then  increased  to 
the  level  of  individual  tolerance. 

Available  through  all  pharma- 
cies, in  bottles  of  16  fl.oz. 


SCHENLEY  LABORATORIES,  INC. 

L A WR  E N C E B U R G,  INDIANA 


I 


•what  makes  a most  flexible, 
ideally  balanced 
infant  feeding  formula, 
used  alone  or  as  base?* 


HI-PRO 

. . . because  it’s  a specially-prepared, 
spray-dried , modified  COW’S 
MILK  with  nothing  else  added  . . . 
with  a ratio  of  3 High  Protein  to 
1 Low  Fat. 

for  helping  build  stronger  Muscles, 
Tissue  Turgor  and  Resistance  to 
Infection 

for  reducing  Fat  Intake 

* Normal  dilution:  1 tbsp.  Hi-Pro  to  3 oz. 
liquid.  Easily  adjustable  to  meet  require- 
ments of  all  corrective  and  preventive 
infant  feeding. 


APPROXIMATE  ANALYSIS ...  HI-PRO 


Nft  •»!  1 » • MADE  IN  THE  US  * 

UcKSON-MITCHELL  PHARMACEUTICALS  INC 

'°**«*»  SfKlU  MILK  PRODUCTS  l« 


Protein  41.0%  Moisture..... 3.0  % 

Fat  14.0%  Calcium  (Ca)  ..1.15% 

Lactose — 35.0%  Phosphorus(P)  1.65% 

Minerals 6.5%  Potassium(K)  ..1.17% 

Calories  per  oz. 121 

Calories  per  tbsp 40 

Proteins  per  oz 11.7  grams 

Proteins  per  tbsp 3.9  grams 

Available  in  1-lb.  vacuum  tins  at  all  pharmacies. 


For  Documented  Booklet  and  Profes- 
sional Samples — Write  Dept.  N. 


SPECIAL  MILK  PRODUCTS.  Inc. 


■ 
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The  most  significant  result  in  the  treatment 


of 

Bronchial 

Asthma 


(IN  GELATIN) 


Severe  bronchial  asthma  can  now  be 
treated  in  the  home  and  in  the  office 
with  a degree  of  success  similar  to  that 
obtained  with  hospital  care.  Improve- 
ment is  prompt  and  dramatic.  Neither 
the  patient’s  age  nor  the  chronicity  of 
the  asthmatic  condition  detracts  from 
the  efficacy  of  ACTHAR  treatment, 
which  has  stood  the  most  severe  of  all 


Advantages 

Administered  as  Easily  as  Ins// 1 in: 
Subcutaneously  or  intramuscu- 
larly with  a minimum  of  dis- 
comfort. 

Fewer  Injections: 

One  or  two  doses  per  week  in 
many  instances. 

Rapid  Response,  Prolonged  Effect: 
Combines  the  two-fold  advan- 
tage of  sustained  action  over 
prolonged  periods  of  time  with 
the  quick  response  of  lyophilized 
ACTHAR. 

Much  Lower  Cost: 

Recent  significant  reduction  in 
price,  and  reduced  frequency  of 
injections,  have  advanced  econ- 
omy of  ACTH  treatment. 


A DIVISION  0 


tests  of  usefulness— the  requirements  of 
the  general  practitioner.  The  use  of  the 
disposable  cartridge  syringe— an  im- 
mediately available  form  of  HP* 
ACTHAR  Gel — can  be  a life-saving 
measure  in  the  medical  emergency 
which  suddenly  arises  in  the  course  of 
long-standing  "intractable”  asthma. 
HP*ACTHAR  Gel  has  demonstrated 
its  superiority  over  customary  measures 
in  many  instances  of  bronchial  asthma, 
and  has  brought  about  gratifying  re- 
missions lasting  as  long  as  18  months. 

*Highly  Purified.  ACTHAR®  is  The  Armour 
Laboratories  Brand  of  Adrenocorticotropic 
Hormone— ACTH  (Corticotropin). 

RMOUR  LABORATORIES 

F ARMOUR  AND  COMPANY  • CHICAGO  11.  ILLINOIS 


HYSIOIOG1C  THERAPEUTICS  THROUGH  BIORESEARCH 
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proven  effective  in 
the  treatment  of 
Refractory  Anemias 


Recent  investigation  shows1  hemoglobin  concen- 
tration and  red  blood  cell  count  increased  in  every 
case,  with  high  statistical  significance,  in  refractory 
anemia  patients  plateaued  to  iron  and  getting  a 
good  diet. 

Gelatine  is  a good  hematopoietic  protein  be- 
cause it  contains  70  per  cent  of  blood-building 
amino  acids,  according  to  criteria  of  Whipple  and 
Robscheit-Robbins.2 


sn°s f.  ut 


Pedlfoime 

*EG.  u $.  FaT  OFF 

FOOTWEAR 


MANHATTAN  34  WEST  36th  ST. 
BROOKLYN  288  LIVINGSTON  ST. 
FLATBUSH  843  FLATBUSH  AVE. 

Othei  Stores  Located  At: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR 

SHOE  ALTERATION  FOLDER 


t WEDGES 
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Gelatine  contains  25  per  cent  of  glycine,  an 
amino  acid  used  in  the  synthesis  both  of  the 
hemin3  and  the  globin4  portion  of  hemoglobin, 
and  is  utilized  directly  for  these  purposes.5 

An  envelope  of  Knox  Gelatine  taken  in  water, 
or  a favorite  fruit  juice,  milk,  or  other  beverage, 
two  to  four  times  a day  according  to  need,  will 
furnish  an  abundance  of  hemin  and  globin  build- 
ing amino  acids  and  lead  to  better  utilization  of 
iron.  Large  doses  are  necessary  by  the  law  of  mass 
action,  in  order  that  the  amino  acids  will  be  used 
directly,  before  deamination  or  synthesis  into  other 
body  proteins. 


1.  Reich.  C..  end  Mulinos.  M.  G..  Treatment  of  Refractory  Nutritional 
Anemia  with  Gelatine.  Bull.  N.  Y.  Med.  Coll.  March  1953. 

2.  Whipple.  G.H.,  and  Robscheit- Robbins.  F.S.:  Amino  Acids  and  Hemo- 
globin Production  in  Anemia.  J.  Exper.  Med.  71:569.  1940. 

1.  Shemin.  D..  and  Rittenberg.  D Utilization  of  Glycine  for  the  Synthe- 
sis of  the  Porphyrin.  J.  Biol.  Chem.  159:567,  1945;  The  Biological 
Utilization  of  Glycine  for  the  Synthesis  of  the  Protoporphyrin  of  Hemo- 
globin. J.  Biol.  Chem.  166:621.  1946. 

4.  Grinsiein.  M.t  Kamen.  M.,  and  Moore.  C.V. : The  Utilization  of  Glycine 
in  the  Biosynthesis  of  Hemoglobin.  J.  Biol.  Chem  179:359.  1949. 

5.  Graff.  J.,  and  Hoverman.  H.D.:  On  the  Metabolism  of  Beta-Alanine. 
J.  Biol  Chew  1*6:369.  1950 


AVAILABLE  AT  GROCERY  STORES 
IN  4-ENVELOPE  FAMILY  SIZE  AND 
32-envelope  economy  size  packages. 

Knox  Gelatine  u.s.p. 

ALL  PROTEIN  NO  SUGAR 


Upjohn 


mixed 
surface 
infections . . . 


Each  gram  contains  5 nig.  neo- 
mycin sulfate  (equivalent  to  3.5 
mg.  neomycin  base). 

Available:  Ointment  in  Vi  oz. 
and  1 oz.  tubes,  and  4 oz.  jars. 
Cream  in  Vi  oz.  tubes. 


The  Upjohn  Company,  Kalamazoo.  M ichigan 


OINTMENT 
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CO 


CO 


Available  through  ^ -our  local  pharmacy-  in 
three  sizes — 3/4,  1 1/2,  and  3-grain  pulrules. 
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Editorials 

Present  Prospects  in  Poliomyelitis 


Both  active  and  passive  immunizations 
against  poliomyelitis  have  again  become 
lively  subjects.  Gamma  globulin  is  to  be 
our  mainstay  this  summer.  Hammon’s 
studies  leave  little  doubt  that  the  previous 
administration  of  a single  large  dose  pre- 
vented poliomyelitis  in  the  epidemics  he 
studied.  But  it  is  a frail  reed.  Its  effect  is 
transient,  perhaps  six  weeks,  while  our 
epidemics  frequently  drag  out  much  longer 
than  that.  Moreover,  the  practical  difficul- 
ties in  using  it  are  staggering.  Even  with 
our  present  plants  operating  at  capacity  and 
a huge  reserve  of  wartime  plasma  available 
for  fractionating,  we  shall  have,  this  summer, 
enough  gamma  globulin  for  fewer  than  a 
million  children,  Avhile  15  million  may  be  at 
risk.  Doubtless,  hard  choices  may  be  neces- 
sary as  the  precious  supply  is  distributed. 

One  would  like  to  blanket  every  exposed 
community  at  the  first  appearance  of  the 


disease,  but  in  that  case  the  supply  would  be 
quickly  spent.  If  we  wait  for  outbreaks  of 
high  incidence,  for  severe  epidemics,  much 
time  will  be  lost.  An  epidemic  would  have 
run  much  of  its  course  before  we  could  be 
sure  it  was  an  epidemic.  An  alternative, 
the  dosing  of  close  contacts  of  cases  of  polio- 
myelitis, has  the  disadvantage  that  half  of 
all  secondary  cases  appear  within  the  week, 
and  gamma  globulin  does  not  effectively 
prevent  poliomyelitis  when  given  so  near  the 
attack. 

This  is  the  period  of  diminishing  returns 
that  culminates  in  the  complete  ineffective- 
ness of  serum  antibody  administered  at  the 
onset  of  symptoms.  The  returns  are  likely 
to  be  meager  and  unseen,  for  control  groups 
are  now  out  of  the  question,  and  we  may 
never  know  just  how  much  we  have  ac- 
complished. But  we  will  use  it  and  will  do 
some  good. 
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The  greatest  value  of  the  gamma  globulin 
studies  may  be  indirect,  for  they  have 
taught  us  that  a barely  perceptible  level  of 
antibodies  in  the  serum  affords  protection 
against  paralytic  poliomyelitis.  Presum- 
ably, an  equal  level  of  antibodies  obtained 
by  any  means  would  do  as  much.  There- 
fore. Salk’s  report  of  a vaccine  that  has  given 
such  an  immune  response  seems  promising 
because  of  Hammon’s  study.  Again  there 
are  difficulties  but  also  important  gains. 
Some  fear  that  vaccines  containing  mineral 
oil,  as  his  does,  may  be  carcinogenic,  but  the 
risk  must  be  remote,  in  view  of  the  long 
experience  with  oil-suspended  medications. 
The  vaccine  is  tricky  to  prepare;  the  virus 
must  be  inactivated  but  not  destroyed. 
Until  these  safety  factors  are  fully  studied, 
each  lot  will  require  careful  testing. 

More  serious  questions  remain  that  can  be 
answered  only  in  the  field,  from  the  experi- 
ence of  man}'  observers.  Poliomyelitis  is 
an  enteric  disease,  and  vaccines  have  been 


History  of  the 

For  some  time  the  preparation  of  a his- 
tory of  the  Medical  Society  of  the  State  of 
New  York  has  been  authorized  by  the  House 
of  Delegates,  in  anticipation  of  the  celebra- 
tion of  the  sesquicentennial  in  1957.  Vari- 
ous delays  have  been  unavoidable,  but  now 
the  work  is  in  progress  under  the  direction 
of  a subcommittee  of  the  Publication  Com- 
mittee, of  which  subcommittee  Dr.  Frederic 
D.  Zeman,  an  associate  editor  of  the  Jour- 
nal, is  the  able  chairman. 

As  now  planned,  the  history  will  be  in 
three  sections:  the  first,  a narrative  history 
of  the  Society  from  1807  to  1957 ; the  second 
section,  a list  of  the  officers  who  have  guided 
the  policy  and  faithfully  served  the  member- 
ship of  the  Society  so  outstandingly  through 
one  hundred  and  fifty  years  of  turmoil  and 
progress  in  wartime  and  peacetime;  the 
third  section,  a bibliography  for  the  informa- 
tion of  serious  students  of  history. 

The  history  of  the  Medical  Society  in  the 
period  to  be  covered  is  virtually  the  history 
of  medicine  in  the  Empire  State,  as  made  by 
the  physicians  and  the  institutions  they 


relatively  unsuccessful  in  enteric  infections. 
Typhoid  vaccine  serves  a useful  purpose  in 
modifying  the  course  of  the  disease  but  does 
little  to  suppress  infection.  We  have  never 
controlled  typhoid  fever  by  vaccination  but 
only  by  controlling  infection.  The  problem 
may  well  be  whether  poliomyelitis  vaccines 
will  suppress  infection,  as  yellow  fever  vac- 
cines and  vaccinia  do,  or  simply  provide  pro- 
tection against  the  paralytic  complications. 

We  shall  be  grateful  in  either  case,  but.  if 
the  latter  proves  to  be  true,  we  shall  always 
be  at  risk  and  must  always  maintain  our 
artificial  immunity  or  see  infection  break 
through.  Eventually,  then,  it  would  still 
be  necessary  to  limit  infection  by  learning  to 
identify  carriers,  by  breaking  the  chain  of 
infection  as  we  have  done  so  successfully  in 
the  case  of  enteric  bacterial  infections. 

Thus,  while  we  all  rejoice  in  the  new,  hard, 
and  practical  information  we  now  have,  we 
should  remain  alert  to  see  the  next  chapter, 
for  the  story  is  not  yet  fully  told. 


Medical  Society 

have  served  and  in  some  instances  created. 
The  subcommittee  hopes  to  avoid  some  pit- 
falls  that  confront  the  writers  of  local  his- 
tory, as  stated  in  History  News:1  “[Such 
history]  is  preoccupied  with  facts  and  [is] 
correspondingly  unaware  of  problems,  since 
local  histories,  with  very  few  exceptions,  are 
written  by  antiquarians  and  not  historians. 
The  distinction  was  well  made  by  Professor 
Postan...at  Cambridge:  ‘...what  now 

distinguishes  the  honourable  occupation  of 
antiquaries  from  the  questionable  occupa- 
tion of  historians  is  that  whereas  antiquaries 
collect  facts,  historians  study  problems.  To 
a true  antiquary  all  past  facts  are  welcome, 
to  an  historian  facts  are  of  little  value  unless 
they  are  causes. . . of  the  phenomena  which 
he  studies.  History  ends  at  the  point  at 
which  facts  cease  to  answer  questions.’  ” 

In  this  tradition  the  subcommittee  hopes 
to  approach  the  work  in  hand.  To  this  end, 
a new  department  in  the  Journal  will  ap- 
pear from  time  to  time,  as  the  material 
warrants.  It  will  be  captioned  “History  of 


1 History  News.  8:  3 (Nov.)  1952. 
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Medicine  in  New  York  State.”  Members  are 
advised  to  watch  for  it  in  the  Journal.  It 
will  contain  short  articles  of  approximately 
2,000  words  on  some  phase  of  the  history  of 
the  Society.  To  achieve  success,  the  sub- 
committee will  need  help  from  physicians  all 


over  the  State  and  earnestly  solicits  the 
cooperation  of  all  interested  in  submitting  for 
publication  the  results  of  their  studies  in  all 
aspects  of  history. 

Further  announcements  will  be  made  in 
these  columns  as  the  work  progresses. 


Current  Editorial  Comment 


Fish  Lens  Protein  for  Cataract.  Following 
an  article  that  appeared  in  Science,  September 
12,  1952, 1 in  which  nonsurgical  treatment  of 
cataract  by  injections  of  fish  lens  protein  was 
favorably  reported  by  Ginsberg,  Shrop- 
shire, and  Jacobi,  much  interest  was  aroused 
in  the  public  mind.  Those  anticipating  and 
dreading  surgery  saw  in  this  procedure  a 
hope  that  has  not  been  realized. 

For  the  information  of  our  membership 
who  may  be  queried  on  this  subject  by  their 
patients,  we  call  attention  to  the  informative 
letter  published  in  the  correspondence  sec- 
tion of  the  J.A.M.A.2  In  this  communica- 
tion Dr.  Adolf  Posner  recites  the  dangers 
“inherent  in  lens  protein  treatment  of  cata- 
ract by  the  unfortunate  experience  of  a pa- 
tient in  whom  bilateral  endophthalmitis  de- 
veloped following  preliminary  iridectomies 
in  1926.  The  endophthalmitis  was  accom- 
panied by  secondary  glaucoma  and  resulted 
in  total  blindness.  Several  weeks  before  the 
operations,  the  patient  had  received  36  in- 
jections of  the  Davis  lens  antigen.  This  was 
an  extract  prepared  from  beef  lenses.” 

Dr.  Posner  refers  also  to  the  “endoph- 
thalmitis phacoanaphylactica”  of  Verhoeff 
and  Lemoine  in  1922  with  the  comment  that 
“it  has  been  established  that  this  serious 
complication  can  be  produced  in  experi- 
mental animals  by  sensitization  to  lens  pro- 
tein. This  sensitization  is  tissue  specific 
and  not  species  specific,  so  that  repeated  in- 
jections of  protein  derived  from  fish  or  other 
animal  lenses  may  sensitize  the  human  eye 
to  the  protein  of  its  own  lens.” 

He  states  also  that  “approximately  1,000 
persons,  all  having  cataracts  that  eventually 
may  require  surgical  treatment,  have  al- 
ready been  subjected  to  lens  protein  injec- 
tions that  have  rendered  them  sensitive  to 
their  own  lens  matter.  It  is  important  for 
the  physician  to  realize  the  serious  potential- 
ities that,  sensitization  to  lens  protein  may 


involve  and  to  inquire  specifically  regarding 
any  former  treatment.  Most  patients  will 
be  reluctant  to  disclose  their  unsuccessful 
attempts  at  medical  treatment,  both  in  an 
effort  to  avert  criticisms  and  in  order  to 
spare  the  sensibility  of  their  physician.  The 
patient  must  be  made  to  realize  that  failure 
to  reveal  such  information  may  have  a seri- 
ous effect  on  the  course  of  his  treatment  and 
may  even  lead  to  loss  of  sight.” 

It  is  unfortunate,  to  say  the  least,  and 
frequently  tragic  that  information  concern- 
ing experimental  procedures  is  sometimes 
released  to  the  public  with  little  or  no  warn- 
ing of  the  possible  dangers.  It  is  conceiv- 
able that  Dr.  Posner’s  figure  of  “1,000  per- 
sons” more  or  less  may  be  an  understatement 
of  the  number  of  those  who  may  have  been 
sensitized  to  their  own  lens  matter. 

Dr.  Posner  warns:  “This  treatment  re- 
ceived widespread  publicity  in  newspapers 
and  other  lay  publications.  It  is,  therefore, 
imperative  to  warn  the  medical  profession  of 
the  possible  dangers  that  may  arise  when 
persons  who  have  received  this  treatment  are 
subjected  to  surgical  removal  of  cataract, 
since  the  repeated  injections  of  fish  lens 
protein  may  have  rendered  their  eyes  hyper- 
sensitive to  their  own  lens  protein.” 

In  view  of  the  possibly  disastrous  conse- 
quences of  this  sensitization,  we  call  the 
attention  of  our  readers  to  the  above  quoted 
communication. 


Welfare  Gifts  Lag.  From  a recent  article 
in  the  New  York  Times  it  appears  that  New 
York  City’s  voluntary  nonprofit  hospital, 
health,  and  welfare  agencies  are  facing  in- 
creasingly hard  times  in  raising  funds  to 
keep  going.  It  takes,  apparently,  strenu- 
ous efforts  on  the  part  of  leaders  “simply  to 
keep  pace  with  rising  costs.” 


» p.  276. 

* January  24,  1953,  p.  317. 


[Continued  on  page  1198] 


President's  Page 


Welcome  to  the  American  Medical  Association 


The  Medical  Society  of  the  State  of  New  York  (the  Empire 
State  is  privileged  and  honored  to  extend  to  the  members 
of  the  American  Medical  .Association  and  their  wives,  ancil- 
lary aids,  exhibitors,  and  guests  a most  hearty  welcome  to 
the  great  City  of  New  York.  This  metropolitan  area  and 
cosmopolitan  citizenry  offer  the  finest  facilities  for  entertain- 
ment. relaxation,  and  educational  pursuits.  Not  since  1940 
has  this  city  and  our  Medical  Society  had  the  honor  of  having 
this'distinguished  body  of  people  meet  here  in  convention. 

We  have  one  regret  at  this  time,  and  that  is  that  in  San 
Francisco,  in  1950.  the  AM. A.  House  of  Delegates  was  as- 
sured that  this  city  in  19-53  would  have  a new  convention 
auditorium.  Mas.  the  promises  and  dreams  of  a new  con- 
vention hall  have  not  materialized,  and  so  we  beg  of  you  to 
bear  with  us  for  any  inconveniences  you  may  encounter 
due  to  inadequate  housing  for  the  many  activities  of  the 
.Association.  nicy. 

What  greater  honor  could  there  be  for  any  city  than  to 
have  the  AM. A.,  the  greatest  organization  of  medical  per- 
sonnel in  the  world,  favor  a state  and  city  with  a convention. 
We  are  hardly  capable  of  realizing  that  this  honor  is  ours  and  that  this  year  from  June  1 to  5 
physicians  from  all  over  these  United  States  and  from  many  foreign  countries  will  meet  in 
New  York  City.  For  this  honor,  we  are  proud  and  uplifted.  "Welcome  to  our  hospitality” 
seems  too  weak  a phrase,  but  our  hearts  will  be  there. 

If  you  still  want  to  live  a medical  life,  there  are  the  largest  and  finest  medical  centers 
here.  By  all  means  visit  the  New  York  Academy  of  Medicine,  which  contains  one  of  the 
finest  medical  libraries  in  the  world. 

When  it  comes  to  feasting  the  eye.  you  have  a great  choice  of  view.  If  by  chance  you 
wander  downtown  in  Manhattan,  don't  get  lost  because  your  vision  is  short,  narrow,  and 
confused,  delimited  by  deep  chasms  of  skyscrapers.  On  the  other  hand,  if  you  want  to  have 
visions  which  are  literally  astounding,  take  a trip  to  the  top  of  the  Empire  State  Building 
or  other  towers:  go  to  the  George  Washington  Bridge  and  view  the  skyline:  better  still, 
take  the  sightseeing  boat  trip  around  Manhattan. 

This  city,  in  its  lighter  vein,  has  almost  everything  to  offer  for  your  leisure  moments. 
Those  who  seek  bright  lights,  laughter,  music,  or  a multitude  of  polyvalent  desires  will 
surely  find  them.  If  money  transactions  appeal,  you  can  visit  the  stock  exchanges. 

You  will  undoubtedly  meet  with  some  hurried  brushoff  in  your  many  contacts  with  the 
people  of  this  big  city ; there  may  be  some  lack  of  courtesy  or  cynicism,  but  remember  these 
things  often  spring  from  physical  or  mental  fatigue  or  intense  preoccupation  with  other  re- 
sponsibilities. Be  not  afraid,  however:  the  streets  here  are  safer  than  in  any  other  city  of 
relative  size  or  one  which  is  inhabited  by  such  a conglomeration  of  people.  You  have  heard 
of  vice  and  crime  here,  also  scandal  and  corrupt  officials.  Remember,  always,  that,  while 
some  of  these  characters  are  native  products,  the  majority  are  migrants  to  our  midst.  All 
such  conduct  creates  disgust  and  shame  to  the  good  citizenry.  But,  alas,  these  types  will 
always  be  with  us.  and  adjust  one  must  to  these  phases  of  life,  the  same  as  to  many  others. 

In  brief,  in  no  place  on  earth  has  God,  through  the  handiworks  of  man,  created  any- 
thing equal  to  the  human  vagaries  and  structural  gigantism  to  be  found  in  New  York  City. 
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The  A.M.A.  is  truly  a great  institution  which  exists  only  by  the  ardent  support  of 
American  physicians,  believing  in  the  lofty  principles  for  which  it  stands.  The  support  of 
the  whole  medical  profession  is  desired  because  of  the  basic  and  essential  services  the  As- 
sociation renders  to  medicine,  and  through  the  doctors,  to  every  man,  woman,  and  child 
everywhere.  The  nature  and  quality  of  these  services  are  often  overlooked,  and  it  is  hard  to 
understand  that  any  individual  could  be  so  obtuse  or  lacking  in  sympathy  as  to  be  unable  to 
conceive  of  the  many  benefits  derived  from  the  activities  of  this  great  organization.  Yet 
some  of  lesser  thought  still  question  and  wonder  what  they  get  out  of  the  payment  of  the 
nominal  A.M.A.  dues.  It  is  to  be  hoped  that  having  this  meeting  in  our  midst  will  intensify 
the  loyalty  and  devotion  of  all  to  this  parent  medical  organization.  A greater  realization 
of  the  good  and  achievements  that  have  been  accomplished  over  many  years  by  the  Ameri- 
can Medical  Association  will  be  a helpful  dividend.  It  may  be  said  without  fear  of  contra- 
diction that  were  it  not  for  the  many  years  of  devotion  to  scientific  and  ethical  principles 
by  this  organization  there  would  be  few  stable  special  societies,  either  of  practitioners  or 
other  specialties  in  medicine.  Many  societies  exist  because  of  the  standards  set  by  the 
A.M.A.,  which  has  pioneered  and  fostered  any  organization  or  specialty  boards  which  woidd 
benefit  the  practice  of  medicine  for  all  of  the  people. 

It  is  hoped  that  this  meeting  will  foster  the  feeling  of  bonded  responsibility  not  only  to 
medical  societies  but  to  all  medical  institutions,  so  that  their  mutual  interest  will  be  more 
intimately  sealed.  There  should  be  no  chasms,  only  chiasms,  between  medical  educational 
institutions  and  the  medical  profession. 

To  catalog  all  the  benefits  derived  from  a strong,  ethical,  and  educational  body,  such 
as  the  A.M.A.,  would  be  a difficult  assignment.  The  Journal,  arriving  weekly,  as  surely  as 
the  mail,  is  worth  all  the  dues  alone,  and  it  actually  costs  over  $15  a year  to  publish.  Re- 
cently, part  of  the  dues  has  been  allocated  as  a contribution  to  the  financially  hard-pressed 
medical  schools.  It  is  fair  to  say  that  medical  education  in  this  country  will  always  receive 
the  support  of  the  A.M.A.  Some  of  the  other  benefits  derived  are  the  investigation  and 
exposure  of  false  claims  of  quacks  and  of  worthless  drugs  and  nostrums.  These  protective 
services  benefit  both  doctor  and  public.  There  exists  also  at  A.M.A.  headquarters  one  of 
the  finest  libraries  available  to  all  people  on  many  subjects,  and  its  facilities  are  yours  for  the 
asking.  As  a matter  of  fact,  each  issue  of  the  Journal  is  a library  in  itself.  If  every  doctor 
would  read  the  medical  abstracts  appearing  in  all  issues  of  the  Journal,  he  would  hardly 
need  any  other  source  of  medical  information.  Through  these  means  it  offers  to  every  doc- 
tor wisdom,  ability,  and  instruction,  together  with  a mental  and  moral  armamentarium 
which  yields  the  highest  standards  of  medical  knowledge. 

The  Medical  Society  of  the  State  of  New  York  is  the  largest  unit  of  the  A.M.A.,  in 
members,  but  we  have  not  always  equaled  some  of  the  other  states  in  understanding,  devo- 
tion, and  loyalty  to  this  great  organization  and  what  it  represents,  probably  because  of  the 
very  size  of  our  State  Society,  as  well  as  its  failure  to  be  in  close  touch  with  the  detailed 
functioning  and  services  of  the  parent  organization. 

As  usual,  the  House  of  Delegates  of  the  Association  will  have  many  issues  and  problems 
to  discuss  and  settle.  Those  who  have  been  members  of  the  House  of  Delegates  know  the 
seriousness  and  earnestness  with  which  all  problems  are  approached,  weighed,  and  solved. 
This  democratic  body  knows  the  amount  of  effort  it  requires  to  carry  out  all  the  principles 
for  which  this  organization  was  created.  A very  important  function  is  the  organization 
of  a great  convention  of  doctors.  The  New  York  State  delegates  pray  that  this  governing 
body  will  be  blessed  with  wholehearted  understanding  and  be  able  to  effect  definite  action  in 
all  its  deliberations,  all  to  the  end  that  it  may  continue  the  good  it  has  done  in  the  past  for 
the  medical  profession  and  the  advancement  of  the  best  medicine  in  the  world  to  all  the  people 
in  this  country  and  elsewhere.  To  deliver  comprehensive  medical  service  to  all  people 
everywhere  is  a gigantic  undertaking,  but  as  surely  as  the  sun  rises  and  sets,  the  public 
should  know  that  the  sole  interest  of  the  A.M.A.  will  always  be  for  freedom  of  choice  of 
physician.  Furthermore,  every  effort  will  be  made  to  continue  to  improve  medical  educa- 
tion, and  the  health  of  the  people,  and  to  deliver  good  medical  service. 
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The  House  of  Delegates  and  organized  medicine  generally  have  a religious  type  of  de- 
votion to  what  is  best  for  the  people.  Good  doctors  everywhere  ask  for  forgiveness  of  those 
unthinking  and  evil  transgressors  who  taint  the  good  name  and  standing  of  the  ancient  and 
great  profession  of  medicine.  Nobody  knows  better  than  doctors  that  there  is  less  room  for  a 
black  sheep  in  the  medical  profession  than  in  any  other  walk  of  life. 

I am  sure  that  I speak  for  every  member  of  the  Medical  Society  of  the  State  of  New 
York  and  the  many  thousands  of  medical  workers  of  all  stations  when  I say  that  each  and 
every  one  will  do  all  in  his  power  to  make  this  convention  the  biggest  of  all  time. 

To  the  officers,  delegates,  members  of  the  A.M.A.,  their  families,  and  to  all  other  medi- 
cal ancillary  aids,  the  New  York  family  of  medicine  extends  hand,  mind,  and  heart  in  wel- 
come and  prays  that  both  pleasure  and  profit  will  be  the  reward  for  your  visit  to  New  York 
City.  For  you  the  latch  string  will  be  out. 


Current  Editorial  Comment 


[Continued  from  page  1X95] 

The  apparent  over-all  deficit  for  423  agen- 
cies belonging  to  the  Greater  New  York  Fund 
appears  to  have  been  $1,038,109  in  1951, 
beyond  what  they  and  the  fund  could  raise  in 
gifts.  This  year,  the  fund  has  missed  its  cam- 
paign goal  by  $2,850,000.  Unless  the  member 
agencies,  serving  3,000.000  New  Yorkers,  turn 
out  to  have  raised  more  than  original  campaign 
estimates  expected,  the  over-all  deficit  might 
climb  to  $4,000,000  and  higher. 

The  fund  is  collecting  only  11.8  per  cent  of 
the  gifts  needed  to  pay  members’  bills,  as 
against  18.4  per  cent  in  1945,  when  World  War 
II  ended.  Its  cost  per  dollar  raised  has  gone 
up  from  8.8  cents  in  1945  to  12.3. 

There  is  little  that  can  be  done  by  the 
medical  profession  to  alter  the  inexorable 
spiral  of  inflation.  All  walks  of  life  are 
equally  affected  by  the  trend.  Americans  are 
a generous  people.  But  through  the  years, 
almost  imperceptibly,  the  number  of  agen- 
cies, local,  state,  and  national,  concerned 
with  the  collection  and  distribution  of  con- 


tributed funds  for  worthy  purposes  has  in- 
creased so  that  the  gift  dollar  remaining, 
after  taxes  and  ordinary  living  expenses  have 
been  met  by  the  average  citizen,  has  had  to  i 
be  divided  between  more  causes  with  less 
for  each  one. 

Central  fund-raising  tends  to  be  cheaper  and 
more  efficient  than  individual  appeals  by  I 
agencies.  The  Greater  New  York  Fund  re- 
ports that  its  campaign  administration  and  dis- 
tribution costs  take  12.3  cents  out  of  each 
dollar  raised.  The  Hospital  Fund  estimates  its 
fund-raising  costs  at  12  to  14  cents,  as  against 
6 cents  back  around  1945. 

The  Welfare  Council  considers  costs  all  the 
way  up  to  25  per  cent  to  be  common  for  smaller 
agencies,  since  individual  solicitation  is  much 
more  costly  than  group  solicitation. 

It  is  to  be  hoped  that  the  future  holds  a 
possibility  for  effective  curbs  on  the  infla-  a. 
tionary  spiral.  Failure  to  check  rising  costs  f 
can  seriously  jeopardize  many  of  our  most 
worth-while  charitable  enterprises. 
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Each  ingredient  in  non-narcotic,  non-habit- 
forming  Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 


Supplied  on  Rx  only 
in  bottles  of  100 
compressed  tablet* 


In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

American  pharmaceutical  company 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


ora!  diuretic  without  equal 


“...superior... in  promoting  sodium  and  water  excretion.”1 
“. . . three-fourths  the  diuretic  action  of  the  standard 
[meralluride  by  injection]...”2 
“...a  valuable  substance  to  replace  parenteral  diuretics 
in  patients  who  require  continuous 
diuretic  medication.”3 


NEOHYDRIN' 


THE  DIURETIC  TABLETS  THAT  WORK 


1.  Moyer,  J.  H.,  and  Handley,  C.  A.:  Federation  Proc.  11: 378,  1952. 

2.  Greiner,  T.;  Gold,  H.;  Warshaw,  L.;  Palumbo.  F.;  Weaver,  J.;  Mathes,  S., 
and  Marth,  R.:  Federation  Proc.  11: 352,  1952. 

3.  Goldman,  B.  R..  and  Steigmann,  F. : J.  Lab.  & Clin.  Med.  40: 803,  1952. 

how  to  use  this  new  drug 

Maintenance  of  the  edema-free  state  has  been  accomplished  with 
as  little  as  one  or  two  neohydrin  Tablets  a day.  Often  this  dos- 
age of  neo hydrin  will  obtain  per  week  an  effect  comparable  to  a 
weekly  injection  of  mercuhydrin.®  When  more  intensive  ther- 
apy is  required  one  or  two  tablets  three  times  daily  may  be 
prescribed  as  determined  by  the  physician. 


Gradual  attainment  of  intensive  therapy  is  recommended  to 
preclude  gastrointestinal  upset  which  may  occur  in  occa- 
sional patients  with  immediate  high  dosage.  In  rare 
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THE  RESECTION  ANGULATION  OPERATION 


A Preliminary  Report  of  Results 


Henry  Milch,  M.D.,  New  York  City 


( From  the  Second  Orthopedic  Service,  Hospital  for  Joint  Diseases ) 


WHATEVER  may  be  the  progress  achieved 
by  the  biologic  or  biochemical  approach  to 
the  problem  of  arthritis,  serious  disability  due  to 
hip  joint  incongruity  will  offer  an  ever-present 
challenge  to  the  orthopedic  surgeon.  In  the 
past,  an  apparently  satisfactory  solution,  ablation 
of  the  joint  by  means  of  surgical  fusion,  was  at- 
tained. Experience,  however,  has  adduced  ample 
evidence  that  (1)  fusion  is  not  always  readily 
achieved;  (2)  when  attained,  it  leads  not  infre- 
quently to  intractable  pain  in  the  lumbosacral 
area  (in  over  30  per  cent  of  the  cases),  and  (3)  it 
establishes  with  finality  the  very  limitation  of 
motion  which,  with  pain,  constitute  the  primary 
indications  for  surgical  intervention. 

To  obviate  these  objections  to  the  fusion 
operation,  many  different  types  of  reconstructive 
procedures  have  been  devised.  This  very  diver- 
sity' is  eloquent  comment  upon  the  success  of 
their  application,  and  many  have  already- 
achieved  the  innocuous  desuetude  to  which  they 
appear  to  have  been  destined.  In  the  more  re- 
cent past,  efforts  at  reconstruction  by-  interposi- 
tion of  various  materials  have  been  superseded  by 
a veritable  deluge  of  prosthetic  devices  and  pro- 
cedures. Despite  their  mechanical  ingenuity-, 
however,  they  do  not  seem  to  add  anything  es- 
sentially- new  to  the  solution  of  the  biologic  or 
biomechanical  problem.  Although  prophecy-  as 
to  their  ultimate  outcome  is  not  at  present  en- 
tirely justifiable,  it  is  not  unreasonable  to  believe 
that  at  least  some  failures  may  be  expected.  For 
these,  there  is  no  present  alternative  but  the  re- 
section angulation  operation,  if  the  mobility-  of 
the  hip  is  to  be  preserved. 


Based  on  a paper  presented  at  the  146th  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Joint  Meeting  of  the  Section  on  Orthopedic  Surgery 
and  the  Section  on  Orthopedic  Surgery  of  the  New  York 
Academy  of  Medicine,  May  16,  1952. 


The  resection  angulation  operation  is  intended 
solely  for  the  purpose  of  functional  rehabilitation. 
Any  attempt  at  anatomic  reconstruction  or 
prosthetic  replacement  of  the  hip  joint  is  cate- 
gorically and  specifically  avoided.  In  principle, 
it  is  a pelvic  release  operation.  It  aims  to  elim- 
inate pain  and  to  restore  mobility  without  loss 
of  necessary  stability.  The  first  two  of  these  ob- 
jectives is  achieved  by  resection  of  the  femoral 
head  and  neck.  The  resultant  “broom-stick” 
type  of  femur  effectively  releases  the  pelvis  and 
affords  the  possibility  of  motion,  provided  the 
power  of  the  muscle  motors  has  not  been  lost. 
This  leaves,  however,  an  unstable  hip  on  which 
weight-bearing  is  impossible  because  of  the  loss  of 
the  normal  fulcrum.  To  overcome  this  diffi- 
culty an  angulational-abduction  osteotomy-  of 
the  ty-pe  originally-  suggested  by  Schanz  is  per- 
formed. The  validity-  of  this  ty-pe  of  pelvic  sup- 
port has  been  established  for  so  long  as  to  require 
no  further  discussion. 

The  resection  angulation  operation  was  first 
performed  in  two  stages  in  1933  and  was  first  re- 
ported in  1943. 1 Of  the  small  series  of  cases 
then  reported,  it  has  been  possible  to  follow  only- 
two.  One  patient  had  tuberculosis  of  the  hip  for 
which  arthrodesis  of  the  joint  had  been  performed 
previously.  The  subsequent  development  of  an 
ipsilateral  tuberculous  infection  of  the  knee  made 
release  of  the  pelvis  imperative.  It  was  for- 
tunate that  resection  of  the  femoral  neck  was 
carried  out,  since  subsequent  histopathologic  ex- 
amination of  the  resected  neck  disclosed  a large, 
well-encapsulated  tuberculoma,  which  in  all 
probability  would  have  been  evacuated  into  the 
hip  joint  had  any  of  the  usual  reconstructive 
operations  been  invoked.  Under  plaster  im- 
mobilization the  knee  joint  tuberculosis  sub- 
sided, and  when  seen  four  years  after  resection 
angulation  operation,  the  patient  was  able  to 
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Fig.  1.  Model  showing  osteophytic  outgrowth  of 
femoral  head. 


walk  without  pain,  to  sit  down  normally,  and  to 
bear  weight  painlessly. 

The  second  case  was  a grocer  upon  whom  a re- 
section angulation  had  been  performed  for  an 
aseptic  necrosis  of  the  femoral  head.  When  ex- 
amined sixteen  years  after  operation,  he  had  an 
excellent  range  of  motion  and  was  able  to  work 
regularly  fourteen  hours  daily  without  hip  pain. 

In  the  earlier  two-stage  operation,  resection  of 
the  femoral  head  and  neck  was  found  to  be  sim- 
pler if  performed  as  the  first  step  in  the  procedure. 
Experience,  however,  quickly  demonstrated  that 
the  preliminary  performance  of  the  osteotomy 
appreciably  facilitated  subsequent  mobilization 
of  the  hip.  This  was  routinely  performed,  there- 
fore, as  the  first  stage  until  1946.  Following 
Blount’s  modification  of  the  Moore  nail,  the 
two-stage  procedure  was  abandoned  and  replaced 
by  the  present  one-stage  operation.2,3 

The  operation  is  undertaken  through  a lateral 
iliofemoral  incision  extending  from  the  anterior- 
superior  spine  of  the  ilium  to  the  base  of  the 
greater  trochanter  and  thence  continued  down 
along  the  outer  aspect  of  the  thigh.  Despite  the 
somewhat  pedantic  objection  that  this  involves 
sacrifice  of  the  nerve  to  the  tensor  fasciae  femoris, 


Fig.  2.  Model  showing  acetabuloplasty  to  facili- 
tate dislocation  of  head  preliminary  to  resection  of 
the  femoral  neck. 

this  approach  is  preferred  to  others  because  the 
joint  is  more  readily  accessible  and  more  easily 
visualized  on  its  posterior  as  well  as  its  superior 
and  anterior  aspects.  After  bluntly  separating 
the  gluteus  medius  from  the  tensor  fasciae  fe- 
moris, a flap  of  the  superior  portion  of  the  capsule 
is  cut  away  from  the  acetabulum  and  turned 
down.  The  femoral  head  with  its  overhanging 
osteophytic  growths  is  disclosed  (Fig.  1).  When- 
ever possible  the  femoral  head  is  dislocated  by  ex- 
ternal rotation.  If  this  is  prevented  by  excessive 
overgrowth  of  osteophytes,  release  of  the  femoral 
head  is  easily  accomplished  after  resection  of  the 
osteophvtes  (Fig.  2).  Following  dislocation  of 
the  femoral  head,  the  anterior  intertrochanteric 
line  is  visualized,  and  the  neck  is  transected  at 
this  level  (Fig.  3).  The  flap  of  capsule  is  sewn 
over  the  rough  area  at  the  base  of  the  neck,  and 
the  separated  muscles  are  approximated.  This 
constitutes  the  release  phase  of  the  operation. 

The  upper  end  of  the  femoral  shaft  is  then  ex- 
posed. The  blade  plate,  which  preoperatively 
had  been  angulated  to  the  determined  postoste- 
otomy angle4,  is  inserted  so  that  the  apex  of  the 
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Fig.  3.  Model  showing  resection  of  femoral  head 
and  neck,  with  blade-plate  inserted  and  site  of  oste- 
otomy indicated. 


Fig.  4.  Model  showing  relationship  of  pelvis  to  re- 
sected and  osteotomized  femoral  shaft. 


abduction  angle  lies  at  the  level  of  the  lower  bor- 
der of  the  pelvis.  At  this  point,  the  femoral  shaft 
is  cut  transversely,  abducted,  and  fastened  to  the 
plate  (Fig.  4). 

Immediately  upon  return  of  the  patient  from 
the  operating  room,  the  operated  limb  is  sus- 
pended at  right-angled  flexion.  Passive  and 
active  motion  is  started  as  soon  as  the  patient  can 
tolerate  it.  Within  one  week  the  patient  is  per- 
mitted, in  fact  encouraged,  to  sit  up  in  bed  and  to 
bend  forward  as  if  to  tie  shoelaces.  Walking 
with  the  aid  of  crutches  has  been  permitted  as 
early  as  three  weeks  after  operation.  In  the 
heavier  and  older  patients,  however,  it  is  prob- 
ably safer  to  defer  walking  until  five  or  six 
weeks  have  elapsed.  Muscle  exercises  and  stair 
walking  are  particularly  encouraged  until  the 
patient  is  able  to  leave  the  hospital. 

This  operation  or  some  modification  of  it  has 
been  performed  by  a number  of  surgeons,  both 
in  this  country  and  abroad,  with  reputedly  satis- 
factory results.  Gruca,  professor  of  orthopedic 
surgery  at  Warsaw,  is  reported  to  have  per- 
formed a similar  operation  in  the  treatment  of 
tuberculous  coxarthrosis.  Batchelor,5  following 
the  teaching  of  Girdlestone,  performed  femoral 


head  and  neck  resection.  Osteotomy  was  per- 
formed either  at  the  same  time  or  after  the  lapse 
of  three  to  six  weeks.  In  this  respect  this  proce- 
dure resembles  the  previously  mentioned  two- 
stage  resection  angulation  operation  which  was 
abandoned  in  favor  of  the  presently  used  one- 
stage  operation. 

The  present  report  embraces  a personal  series 
of  about  48  operations  on  41  different  patients. 
Despite  the  relative  paucity  of  the  material,  a 
preliminary  report  of  the  results  attained  (with  a 
significant  period  of  time  for  follow-up  study) 
may  serve  a useful  purpose. 

In  order  to  test  the  operative  method  as  rigor- 
ously as  possible,  cases  were  accepted  without 
any  attempt  at  selection,  provided  only  that  the 
disability  was  sufficiently  severe.  Mild  cases 
were  deliberately  rejected,  and  only  those  com- 
plaining of  severe  pain  or  inability  to  perform 
minimal  functions  were  operated.  The  existence 
of  limp,  unesthetic  gait,  and  even  the  most  omi- 
nous appearance  of  the  roentgenogram  were  not 
considered  in  establishing  the  indication  for 
operation.  Apart  from  pain,  of  which  the  patient 
was  necessarily  the  sole  judge,  the  only  criteria 
for  surgical  intervention  were  the  patient's  in- 
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ability  to  put  on  shoes  or  stockings  w ithout  as- 
sistance and  the  inability  to  sit  down  or  walk 
stairs  in  a tolerable  manner  without  unsupport- 
able  pain.  As  a consequence,  patients  in  whom 
unsuccessful  arthroplasties  of  one  type  or  another 
had  been  performed  previously,  patients  with 
multiple  involvement  of  joints  of  the  same  or 
other  limbs,  and  especially  those  with  ankylosing 
affection  of  the  lumbosacral  area  were  avidly 
sought. 

Considering  the  deplorable  outlook  which  con- 
fronts such  patients,  considering  the  fact  that  no 
attempt  is  made  at  anatomic  reconstruction  or 
replacement,  and  considering  the  fact  that 
operation  is  primarily  designed  to  accomplish 
functional  restoration  by  pelvic  release  and  pelvic 
support,  it  is  obviously  impossible  to  evaluate 
the  results  obtained  on  the  basis  of  comparison 
with  a normal  hip.  The  patient’s  only  interest 
in  submitting  to  operation  is  the  inability  to  ac- 
complish minimal  necessary  functions,  and  the 
only  valid  critique  of  the  surgical  effort  must  be 
based  on  the  degree  to  which  functional  rehabili- 
tation is  accomplished. 

Using  the  patient’s  disability  as  the  standard  of 
reference,  the  results  have  been  described  as  fol- 
lows: 1)  good,  in  which  stability  of  the  hip  has 

been  preserved,  in  which  pain  is  absent,  and  in 
which  flexion  of  the  thigh  is  possible  to  a minimum 
of  90  degrees ; ( 2)  fair,  in  which  stability  has  been 
preserved,  pain  is  absent  or  minimal,  and  in  which 
flexion,  though  greater  than  before  operation,  is 
possible  to  somewhat  less  than  90  degrees:  (3) 
poor,  in  which  no  noteworthy  improvement  has 
been  obtained. 

These  criteria  have  the  merit  of  combining  the 
objective  evaluation  of  the  surgeon  with  the  pa- 
tient's own  estimate  of  the  degree  of  functional 
restoration.  Except  under  special  circumstances, 
the  ability  to  put  on  shoes  and  stockings  is  pred- 
icated upon  the  ability  to  flex  the  thigh  to  at 
least  90  degrees.  Flexion  of  less  than  this  degree 
will  permit  the  patient  to  sit  down,  provided  there 
is  some  compensatory  mobility  in  the  lumbar 
spine.  While  the  other  ranges  of  motion — rota- 
tion. abduction,  or  adduction — are  important  in 
the  normally  functioning  hip.  it  is  loss  of  flexion 
which  results  in  the  final  incapacitation  of  the 
patient.  The  restoration  of  this  function  is  the 
sine  qua  non  of  surgical  success,  and  it  has  there- 
fore been  accepted  as  the  frame  of  reference,  in 
evaluating  the  results. 

Though  other  cases  have  been  operated  upon 
since  1950.  the  present  report,  in  order  to  include 
an  adequate  follow-up.  is  concerned  only  with  48 
operations  performed  on  41  patients  between  1946 
and  1950.  Although  there  have  been  one  or  two 
“close-calls,”  no  direct  operative  mortality  has 
occurred  in  the  present  series.  In  one  case,  not 


in  this  series,  death  resulted  as  a consequence  of 
an  overwhelming  postoperative  infection.  In 
retrospect,  it  appears  that  the  patient’s  pre- 
operative  status  should  have  forewarned  of  the 
possibility  of  an  untoward  or  lethal  outcome. 
Sympathy  for  the  deformed,  long-bedridden  pa- 
tient overcame  the  dictates  of  sound  clinical 
judgment,  with  the  result  which  inevitably  fol- 
lows such  action.  Even,  or  especially  in  surgery, 
“pride  goeth  before  a fall.” 

Eighteen  of  the  41  patients  in  the  series  were 
males,  and  23  were  females.  Their  age  span 
was  from  sixteen  to  eighty-four  years.  Etio- 
lOgically,  disability  resulted  from  a number 
of  different  causes.  Fourteen  arose  from  hyper- 
trophic arthritis;  five  (two  male,  three  female) 
followed  old  epiphysiolysis;  six  (two  male,  four 
female)  followed  as  a result  of  old  fracture  of  the 
femoral  neck:  four  (one  male,  three  female)  re- 
sulted from  rheumatoid  arthritis;  three  (all 
male)  had  Marie-Strum  pell’s  disease,  and  two 
followed  old  congenital  dislocation  at  the  hip.  In 
others,  the  arthritic  manifestations  developed 
after  Still's  disease,  congenital  dysplasia, 
hypothyroid  dysplasia,  and  arrested  tuberculous 
and  pyogenic  infection. 

Twenty-three  of  the  cases  presented  unilateral 
involvement,  and  18  were  bilateral.  Of  the 
unilateral  cases,  13  (57  per  cent)  were  rated  as 
good  and  five  (21  per  cent)  as  fair.  Taken  to- 
gether. 78  per  cent  were  considered  as  showing 
and  maintaining  functional  improvement  suffi- 
cient to  justify  the  operation.  To  offset  the 
reproaches  which  have  been  directed  at  both 
statistics  and  statisticians,  it  should  be  noted 
that  the  two  cases  reported  as  poor  were  clearly 
due  to  technical  errors  in  making  too  large  a 
postosteotomy  angle.  Two  patients  died  of 
metastatic  carcinomatosis  before  the  effects  of 
the  operation  could  be  properly  evaluated. 

As  compared  with  the  23  unilateral  cases,  there 
were  almost  as  many,  18.  bilateral  cases,  so  that 
some  comparative  conclusions  may  be  made.  In 
nine  bilateral  cases,  resection  angulation  was 
performed  on  one  side  only.  Although  seven 
(78  per  cent)  of  the  total  were  rated  as  improved, 
only  two  (22  per  cent)  were  considered  good. 
This  number  was  so  considerably  less  than  the 
results  obtained  in  bilaterally  operated  cases  that 
it  was  apparent  that  the  difference  could  only  be 
explained  on  the  basis  of  involvement  of  the  op- 
posite hip.  It  seemed  logical  to  infer  that  the 
unoperated  hip  acted  to  impair  the  pelvic  mo- 
bility which  the  operation  Is  designed  to  correct. 
That  this  is  the  likely  key  to  the  problem  is  indi- 
cated by  the  results  obtained  in  bilateral  cases  in 
which  bilateral  operation  was  performed. 

Seven  cases  were  submitted  to  bilateral  opera- 
tion. All  had  advanced  destruction  of  both 
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hips  and  five,  in  addition,  had  such  extensive 
involvement  of  the  spine,  knees,  and  elbows  as  to 
render  them  totally  disabled  or  bedridden.  It  is 
obviously  impossible  to  evaluate  such  cases 
purely  on  the  basis  of  percentual  return  of  motion 
in  the  hip.  Even  when  the  hip  disability  was 
satisfactorily  overcome,  the  disability  imposed  by 
the  other  articular  involvement  materially 
abated  the  patient’s  functional  capacity.  It  is, 
however,  especially  in  such  patients  that  release 
of  the  pelvis  has  manifested  its  most  beneficient 
effect.  Of  the  seven  patients  operated  upon,  six 
were  able  to  conform  with  the  criteria  previously 
established.  One  has  been  able  to  resume  her 
position  as  a telephone  operator,  and  another, 
previously  confined  to  a home  for  incurable  dis- 
eases, has  been  able  to  leave  the  hospital,  marry, 
and  undertake  the  care  of  a retail  store. 

WTien  the  over-all  pattern  is  reviewed,  it  will 
be  seen  that  in  each  of  the  three  groups  men- 
tioned above  (i.e.,  unilateral  hip  involvement 


with  unilateral  RAM,  bilateral  disease  with  uni- 
lateral RAM,  and  bilateral  disease  with  bilateral 
RAM)  the  percentage  of  patients  improved  is 
constant  at  about  80  per  cent.  The  low  percent- 
age of  good  results  in  the  unilaterally  operated 
bilateral  cases  serves  to  emphasize  forcefully  the 
utmost  importance  of  pelvic  release. 

Although  it  is  realized,  of  course,  that  the  analy- 
sis of  so  small  a series  has  little  statistical  value, 
this  paper  has  been  presented  as  a preliminary 
report  with  the  dual  object  of  indicating  trends 
and  affording  a sound  basis  for  comparison  and 
discussion. 
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WHAT  IS  CANCER? 

I submit  that  the  neoplastic  growth,  the  tumor, 
the  cancer,  is  an  end  product,  that  it  is  “the  thing 
itself”  and  not  in  a study  of  the  thing  itself  will  we 
find  the  answer  to  the  enigma  of  its  causation  or  the 
clew  to  its  prevention  or  cure.  I shall  attempt  to 
support  this  viewpoint  in  what  follows. 

Cancer  is  not  repugnant  to  the  body.  Though 
we  may  diagnose  cancer  with  sad  dismay  and  regard 
the  lesion  with  repugnance,  the  body  does  not  at  all 
share  this  attitude.  On  the  contrary,  it  neither  at- 
tempts  to  rid  itself  of  the  new  growth  nor  shuns  the 
responsibility  for  its  support.  An  infectious  proc- 
ess, a foreign  body,  or  a bit  of  dead  tissue  not  remov- 
able by  phagocytosis  (a  sequestrum  of  bone,  for  ex- 
ample) is  quickly  walled  off,  but  cancer  is  not  so 
treated.  The  cancerous  growth  is  actually  supplied 
with  blood  vessels  of  the  body’s  own  manufacture, 


and  the  effort  is  always  made,  though  ultimately  it 
may  fail,  to  keep  the  growing  tumor  fully  supplied 
with  blood.  Work,  too — extra  work — is  done  for 
it,  which  may  be  demonstrated  experimentally  in 
both  spontaneous  and  transplanted  tumors  in  rats. 
In  these  animals  there  occurs  hypertrophy  of  both 
heart  and  liver  in  reasonable  proportion  to  the  in- 
crease in  the  size  of  the  neoplasm.  And,  finally,  the 
tumor  may  actually  function  and  contribute  physio- 
logically to  the  body  economy,  though  admittedly 
this  is  often  above  the  requirements  of  the  economy 
of  the  body  as  a whole.  Adrenal  pheochromocytoma 
and  tumors  of  the  islets  of  Langerhans  in  the  pan- 
creas, with  their  respective  contributions  of  epi- 
nephrine and  insulin,  are  examples.  Definitely,  can- 
cer is  not  repugnant  to  the  body. — Harry  Beckman, 
M.D.,  Journal  of  the  Kentucky  Medical  Association, 
October,  1952 


NEW  CONCEPTS  OF  THERAPY  FOR  HEMOGLOBIN 
REGENERATION 

Julius  Pomeranze,  M.D.,  and  Milton  Fastenberg,  M.D.,  New  York  City 
( From,  the  New  York  Medical  College  and  the  Stuyvesant  Polyclinic  Hospital) 


THE  therapy  of  acute  hypochromic  anemias  is 
frequently  considered  unsatisfactory  because 
of  a slow  initial  response  to  iron.  For  this  reason 
various  trace  elements,  especially  copper,  have 
been  studied  for  their  role  in  speeding  this  re- 
sponse. Evidence  has  been  presented  that  copper 
functions  as  a catalyst,  essential  for  the  conver- 
sion of  stored  iron  to  hemoglobin.1  It  does  not 
appear  to  be  essential  for  the  storage  of  iron. 
Elvehjem  and  co workers  established  a ratio  of 
copper  to  iron  which  gave  sustained  hemoglobin 
regeneration  with  more  efficient  utilization  of 
iron.2 

Hughes  and  Latner  found  that  small  quanti- 
ties of  chlorophyll  stimulate  hemoglobin  re- 
generation.3 Patek  obtained  no  hematopoietic 
response  with  chlorophyll  alone,  but  the  adminis- 
tration of  chlorophyll  plus  iron  was  followed  by  an 
orderly  and  significant  increase  in  hemoglobin 
concentration  and  a second  reticulocyte  response.4 

Vitamin  Bi2  is  a valuable  dietary  supplement 
in  the  hyperchromic  anemias  and  may  be  re- 
sponsible for  the  stimulation  of  showers  of  hemo- 
globin-stocked reticulocytes.  The  oral  effective 
dose  of  B12  is  still  unknown. 

The  present  communication  deals  with  pre- 
liminary clinical  studies  of  the  relative  efficacy 
of  ferrous  sulfate  by  itself  and  when  it  is  rein- 
forced by  the  addition  of  sodium  potassium  cop- 
per chlorophyllin  and  vitamin  B12  in  hypochromic 
anemia,  in  diabetic  and  nondiabetic  humans. 
For  correlative  studies  the  work  was  repeated  in 
animals. 

Materials  and  Methods 

Seven  mongrel  dogs  were  used.  These  mongrel 
dogs  frequently  have  hemoglobin  levels  con- 
sistent with  iron-deficiency  anemia,  and  the  seven 
dogs  chosen  manifested  these  changes.  All  ani- 
mals were  fed  a standard  laboratory  maintenance 
diet.  The  dogs  were  weighed  once  weekly,  and 
at  the  same  time,  a complete  blood  count,  cathe- 
terized  urinalysis  and  blood  nonprotein  nitrogen 
were  done.  After  a one-month  observation 
period  the  experimental  study  was  started. 
Each  of  four  dogs  was  administered  orally  one 
tablet  of  Cuferyll*  three  times  daily  over  an  ex- 
tended period  of  three  months.  The  remaining 
three  dogs  served  as  controls. 

* Cuferyll,  a substance  combining  ferrous  sulfate,  200  mg.; 
sodium  potassium  copper  chlorophyllin,  25  mg.,  and  vitamin 
Bu,  3 micrograms,  was  supplied  by  Dr.  H.  Daiell  of  Lakeside 
Laboratories,  Inc. 


Ten  diabetic  patients  and  ten  nondiabetic  pa- 
tients of  varying  ages,  showing  moderate  to 
severe  hypochromic  iron-deficiency  anemia,  were 
treated  with  one  tablet  of  Cuferyll  three  times  ; 
daily  for  periods  up  to  three  months,  since  this 
period  is  of  sufficient  length  for  observation  of 
hemoglobin  response  in  humans  under  therapy.  I 
No  attempt  was  made  to  better  the  control  of 
the  diabetic  patients,  and  no  attempt  was  made  . 
to  change  the  diet  of  the  nondiabetic  subjects. 

For  control  purposes  a second  group  of  five  i| 
patients  was  treated  with  200  mg.  of  ferrous  sul-  1 
fate  three  times  daily.  A third  group  of  five  1 
patients  of  varying  ages  with  secondary  anemia  u 
was  treated  with  one  25  mg.-tablet  of  sodium  I 
potassium  copper  chlorophyllin  three  times  1 
daily.  A fourth  group  of  five  patients  of  varying  I 
ages  with  secondary  anemia  was  treated  with  3 I 
micrograms  of  vitamin  Bi;  three  times  daily. 

Hemoglobin  levels  were  determined  periodically  I 
by  a photometric  procedure  (Coleman  Model  6A)  I 
according  to  the  method  of  Todd  and  Sanford.5  I 
Standardization  was  done  according  to  total  I 
hemoglobin  determination  by  the  carbon  mon-  I 
oxide  capacity  method  of  Peters  and  Van  Slyke.6  I 

Results 

Table  I presents  the  results  of  the  studies  in  I 
the  mongrel  dogs.  All  dogs  appeared  to  be  in  I 
good  health  and  exhibited  no  abnormal  devia-  I 
tions  in  behavior.  All  animals  gained  weight.  1 
Frequent  urinalysis  failed  to  reveal  any  unusual  I 
findings.  No  significant  changes  in  blood  non-  ' 
protein  nitrogen  were  noted. 

In  the  four  treated  animals  hemoglobin  levels 
rose  significantly  within  one  week,  and  this  rise  * 
of  hemoglobin  continued  or  was  maintained  for 
the  remainder  of  the  study  period.  No  significant 
changes  occurred  in  the  hemoglobin  levels  of  the 
three  control  dogs. 

The  results  of  treatment  with  Cuferyll  in  , 
diabetic  and  nondiabetic  human  subjects  are 
illustrated  in  Table  II.  In  nearly  all  patients  a • 
significant  rise  in  hemoglobin  levels  appeared  1 
during  the  first  week,  and  this  improved  hemo-  * 
globin  level  was  sustained  during  the  remainder 
of  the  observation  period. 

In  the  control  human  subjects  treated  with 
sodium  potassium  copper  chlorophyllin  (Table 
III)  and  with  vitamin  B[2  (Table  IV)  no  sig- 
nificant change  in  hemoglobin  levels  was  found 
during  the  entire  period  of  observation. 
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TABLE  I. — Laboratory  Findings  in  Dogs  Fed  Cuferyll  and  in  Control  Dogs 


, Red  Blood  Count . , Hemoglobin . Nonprotein  Nitrogen  — ^ 

(Million  per  Cu.  Mm.)  (Gm.  per  100  Cc.)  . (Mg.  Per  Cent) 

First  One  One  Three  First  One  One  Three  First  One  Three 

Day  Week  Month  Months  Day  Week  Month  Months  Day  Week  Months 


Test  Dog 


1 

6,4 

7.2 

7.8 

7.8 

13.0 

13.8 

13.9 

13.9 

26 

27 

2 

7 0 

8.0 

8.  4 

8.4 

14.4 

14.8 

15.4 

15.3 

29 

24 

3 

4 7 

5.9 

6.2 

6. 1 

12.5 

13.8 

13.6 

13  6 

35 

33 

4 

7.4 

7.8 

8.0 

8.6 

14.  1 

15.0 

15.3 

15.4 

24 

27 

Control 

1 

6.6 

6 4 

7.2 

7.0 

13.0 

13.2 

13.4 

13.0 

30 

34 

2 

5.8 

5.8 

6 0 

6. 1 

13.3 

13.5 

13.4 

13  2 

25 

23 

3 

5.0 

5.3 

5.2 

5.3 

12.9 

12.9 

13.2 

13.2 

32 

30 

TABLE  II. — Effect  of  Cuferyll  on  Hemoglobin  Levels 
of  Diabetic  and  Nondiabetic  Human  Subjects 


Hemoglobin 

First  One  One  Three 

Day  Week  Month  Months 


Diabetics 

A.M. 

8.0 

12.0 

11.6 

12.  1 

S.F. 

110 

12.2 

12.6 

12.4 

L.R. 

12.0 

12.8 

13.0 

13.  1 

S.R. 

12.4 

13.2 

13.0 

13.0 

M.F. 

7.0 

9. 1 

9.0 

8.9 

R.L. 

7.2 

7.4 

7.4 

7.5 

M.R. 

13  1 

13.9 

13.8 

13.8 

T.K. 

11.2 

13.  1 

13.3 

13.6 

R.B. 

8.2 

12.7 

12.6 

12.5 

S.P. 

11.8 

12.3 

12.3 

12.2 

Nondiabetics 

C.1L 

110 

12.0 

14.0 

14.5 

D.M.B. 

6.2 

8.4 

10.6 

10.4 

E.P. 

9.8 

13.6 

13.2 

13  2 

J.I. 

12  3 

14.5 

14.5 

14.0 

R.G. 

12.5 

14.4 

14.5 

L.B. 

10.5 

13.6 

13.8 

C.F. 

13.2 

14.5 

14.3 

14  0 

E.B. 

12.5 

12.8 

12.8 

S.O. 

13.0 

13.5 

13.5 

13.5 

J.G. 

10.5 

13.5 

13.0 

13.5 

TABLE  III.— 

Effect 

of  75  Mg. 

Sodium 

Potassium  Cop- 

per  Chlorophyllin  Daily  on  Hemoglobin 


x Hemoglobin 

Patient  First  Day  One  Week  One  Month 


M.W. 

12.0 

11.8 

11.8 

L.R. 

11.2 

11.6 

11.0 

A.M. 

8.4 

8.2 

8.0 

B.R. 

10.6 

10  6 

10.8 

B.F. 

10.2 

11.0 

11.0 

TABLE  IV. — Effect  of  9 Micrograms  of  Vitamin  B12 
Daily  on  Hemoglobin 


/ Hemoglobin  * 

Patient  First  Day  One  Week  One  Month 


T.L. 

8.6 

8 4 

8.8 

M.G. 

12.0 

11.8 

11.6 

R.K. 

7.6 

7.8 

8.2 

A.R. 

11.4 

11.2 

11.0 

G.C. 

9.6 

11.0 

10.8 

TABLE  V. — Effect  of  600  Mg.  Ferrous  Sulfate  Daily 
on  Hemoglobin  Levels 


✓ Hemoglobin * 

Patient  First  Day  One  Week  One  Month  Three  Months 


T.F. 

10  0 

11.2 

12.0 

12.0 

P.S. 

8.2  • 

10  1 

11.4 

11.6 

G.R. 

12.0 

12.4 

12.8 

13.0 

M.R. 

7.4 

7.8 

8 0 

7.8 

R.G. 

7.2 

8.6 

11.4 

12.2 

From  Table  V,  it  can  be  seen  that  patients 
treated  with  ferrous  sulfate  alone  showed  sig- 
nificant elevations  of  hemoglobin  levels  during 
the  experimental  period,  but  the  dramatic  rise  of 
hemoglobin  during  the  first  week  of  Cuferyll 
therapy  was  apparently  not  duplicated  by  fer- 
rous sulfate  alone. 


Comment 


The  rate  of  hemoglobin  formation  in  patients 
and  experimental  animals  treated  with  Cuferyll 
appeared  to  be  uniformly  more  rapid  than  in  the 
control  subjects  treated  with  ferrous  sulfate  alone. 
The  great  increment  in  hemoglobin  during  the 
first  week  of  Cuferyll  treatment  marks  an  im- 
portant contribution  for  those  patients  requiring 
rapid  restitution  of  hemoglobin  levels.  It  may 
be  seen  that  ferrous  sulfate  alone  creates  an  ex- 
cellent response  when  long-range  therapy  is  con- 
sidered. It  is  during  the  first  week  of  therapy 
that  Cuferyll  demonstrates  its  dramatic  surge 
toward  respectable  hemoglobin  levels. 

Although  the  hemoglobin  normals  in  dogs 
show  wide  ranges  of  variability,  the  treated 
group,  as  against  the  control  group,  showed 
striking  and  significant  changes  in  the  red  blood 
cells  as  well  as  hemoglobin  levels. 

Gastrointestinal  side-effects  were  not  noted 
in  any  of  the  patients  during  treatment  with 
Cuferyll.  There  appeared  to  be  a greater  toler- 
ance for  this  formulation  than  for  ferrous  sulfate 
alone,  which  frequently  causes  nausea. 

Recently,  chlorophyll  has  had  attributed  to 
it  many  therapeutic  qualities.  It  has  been  used 
as  a healing  agent,  and  it  has  been  shown  to 
have  a protective  action  on  the  liver  of  male  rats 
when  administered  subcutaneously  twenty-four 
hours  prior  to  intragastric  instillation  of  carbon 
tetrachloride.7  It  is  interesting  to  note  that  one 
patient  made  the  unsolicited  remark  that  her 
body  odor  had  been  noticed  by  her  husband  to 
be  more  tolerable.  This  is  assumed  to  be  a 
chlorophyll  effect. 

Chlorophyll  is  structurally  similar  to  the  non- 
protein portion  of  hemoglobin,  and  it  is  probable 
that  the  body  can  utilize  this  in  hemoglobin  for- 
mation. 
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The  ratio  of  copper  to  iron  in  Cufervll,  as 
established  by  Elvehjem,  is  used  to  cause 
more  efficient  utilization  of  iron.2  These  factors 
may  help  to  explain  the  more  rapid  rise  in  hemo- 
globin levels  experienced  by  those  patients  to 
whom  Cufervll  was  administered. 

Summary 

1.  The  hematopoietic  activity  of  a specially 
formulated  iron  preparation  containing  ferrous 
sulfate,  sodium  potassium  copper  chlorophyllin, 
and  vitamin  Bi2  was  compared  with  that  of 
ferrous  sulfate  alone. 

2.  The  pattern  of  therapeutic  response  to 
Cufervll  seemed  to  be  distinctive.  During  the 


first  week  of  therapy  Cuferyll  invariably  created 
a more  rapid  rise  in  hemoglobin  production  than 
ferrous  sulfate  alone. 
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LAXATOSIDE  C IX  THE  TREATMEXT  OF  SCPRAYEXTRICULAR  TACHYCARDIA 


Supported  by  numerous  clinical  reports  in  the 
literature,  Drs.  Robert  M.  Levenson  and  Robert  H. 
Thayer  conclude  from  their  own  experience  that 
Lanatoside  C (Cedilanid)  given  intravenously  is  the 
treatment  of  choice  for  supraventricular  tachycardia. 
Although  many  cases  revert  to  normal  rhythm  spon- 
taneously, and  in  some  cases  ocular  or  carotid  pres- 
sure may  be  sufficient  to  halt  an  attack,  the  authors 
feel  that  supraventricular  tachycardia  should  not 
be  viewed  complacently  since  there  is  ECG  evidence 
that  if  long  continued  it  may  cause  irreversible 


cardiac  damage.  Lanatoside  C is  a chemically 
pure  cardiac  glycoside  which  does  not  require  bio- 
logic assay.  It  is  apparently  nontoxic  and  acts 
with  strophanthin-like  rapidity  during  the  acute 
attack  when  given  intravenously.  It  is  also  effec- 
tive orally.  It  has  the  same  indications  as  other 
digitalis  preparations  in  congestive  failure  and  is 
valuable  in  arrhythmias. 

— Robert  M.  Levenson,  M.D.,  and  Robert  H . Thayer, 
American  Practitioner  and  Digest  of  Treatment, 
August,  1952 


AMA  REVISES  “ESSEXTIALS  OF  AX  APPROVED  IXTERXSHIP” 


An  advisory  Committee  on  Internship,  appointed 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  in  the  fall  of 
1951,  conducted  a study  in  the  past  year  reviewing 
the  internship  in  its  broadest  aspects.  As  a result 
of  its  study  the  advisory  committee  recommended 
revisions  in  the  “Essentials  of  an  Approved  Intern- 
ship” which  were  ratified  by  the  A.M.A.’s  House  of 
Delegates  in  December. 

Among  the  changes  in  the  requirements  for  hos- 
pitals offering  intern  programs  were  the  following: 
approval  by  the  Joint  Commission  on  Accreditation 
of  Hospitals;  bed  capacity  increased  to  150,  exclud- 


ing bassinets:  annual  admissions  increased  to  5.000. 
exclusive  of  the  newborn,  and  the  autopsy  rate  in- 
creased to  25  per  cent. 

Under  these  revisions  the  Council  will  approve 
rotating  and  mixed  internships  and  straight  intern- 
ships in  these  specialties — internal  medicine,  pedi- 
atrics, and  surgery.  Straight  internships  in  pathol- 
ogy and  obstetrics  and  gynecology  will  no  longer 
be  approved. 

The  revised  “Essentials”  became  effective  Janu- 
ary 1 for  new  approvals.  The  autopsy  rate  of  25 
per  cent  became  effective  for  all  hospitals  January  1. 
— A.M.A.  Xews  Xotes , January,  1953 


THE  ORGANIZATION  OF  A CARDIOVASCULAR  SURGICAL 
PROGRAM:  PRELIMINARY  OBSERVATIONS  ON  THE 
SURGICAL  TREATMENT  OF  PATIENTS  WITH 
MITRAL  STENOSIS 

The  Montefiore  Cardiovascular  Conference 

Elliott  S.  Hurwitt,  M.D.,  F.A.C.S.,  New  York  City,  Chairman 

The  Cardiovascular  Conference  has  included  the  following  members  of  the  Attending  Staff  at 
the  Montefiore  Hospital:  Anesthesiology,  E.  Kepes,  M.D.,  P.  Lief,  M.D.,*  and  B.  Margolius, 
M.D.;  Laboratory  Division  ( Pathology ),  J.  Berkman,  M.D.,  and  J.  Gruhn,  M.D.;  Medical 
Division,  R.  S.  Aaron,  M.D.,  S.  Biloon,  M.D.,  C.  Enselberg,  M.D.,  D.  W.  Escher,  M.D., 
H.  Gross,  M.D.,  J.  Grossman,  M.D.,  I.  B.  Hanenson,  M.D.,  L.  Hallinger,  M.D.,  B. 
Jacobson,  M.D.,  A.  Jezer,  M.D.,  L.  Letter,  M.D.,  H.  Lippman,  M.D.,  H.  Mark,  M.D., 
M.  Rodstein,  M.D.,  B.  Scholder,  M.D.,  S.  P.  Schwartz,  M.D.,  J.  B.  Schwedel,  M.D., 
E.  Siker,  M.D.,  R.  E.  Weston,  M.D.,  and  D.  Young,  M.D.;  Pulmonary  Division,  A.  Buch- 
berg,  M.D.;  Roentgenology,  S.  Heiser,  M.D.,  and  J.  Schwartzman,  M.D.;  Surgical  Division, 
A.  Bloomberg,  M.D.,  E.  Hurwitt,  M.D.,  A.  Kantrowitz,  M.D.,  M.  Rubin,  M.D.,  and 
C.  Schein,  M.D. 


THE  recent  application  of  surgical  procedures 
to  the  treatment  of  patients  afflicted  with 
congenital  and  acquired  cardiovascular  disorders 
has  introduced  one  of  the  most  challenging  and 
dynamic  chapters  in  modern  medicine.  This  de- 
velopment, and  the  availability  of  new  technics 
for  the  study  of  normal  and  disturbed  cardio- 
vascular physiology,  has  necessitated  a reorienta- 
tion toward  diagnosis,  therapy,  and  prognosis. 
The  role  of  the  surgeon  in  this  endeavor,  although 
often  more  direct  than  the  efforts  of  his  collabora- 
tors, is  only  one  factor  in  the  over-all  group  man- 
agement of  the  problem.  In  no  other  field  of 
surgery  may  the  operator  so  ill  afford  to  play  the 
prima  donna.  In  no  other  group  of  patients  are 
the  surgical  results  so  intimately  dependent  on 
precise  preoperative  appraisal  and  preparation, 
meticulous  attention  to  complex  technical  prob- 
lems of  a nonsurgical  nature  in  the  operating 
room,  and  scrupulous  regulation  of  therapy  in 
both  the  immediate  and  remote  postoperative 
period. 

The  Cardiovascular  Conference 

The  cardiovascular  conference  was  organized 
to  provide  this  comprehensive  supervision.  The 
development  of  a cardiovascular  surgical  program 
at  the  Montefiore  Hospital  was  predicated  on  the 
basic  premise  that  every  potential  candidate  for 
a cardiac  operation  must  be  presented  for  full 
consideration  by  this  conference.  Since  the  start 
of  the  program,  no  patient,  on  either  the  ward  or 
the  private  services,  has  been  scheduled  for  cardio- 
vascular surgery  without  conference  approval. 
A substantial  number  of  patients,  referred  to  the 

* Dr.  Lief  is  now  at  Mount  Sinai  Hospital,  New  York 
City. 


hospital  for  this  type  of  surgery,  have  been  re- 
jected for  operation  by  the  conference.  It  is  our 
strong  conviction  that  this  basic  policy  has  pro- 
vided the  best  mechanism  for  properly  evaluating 
patients  for  surgery.  The  tangible  result  of  this 
screening  will  be  illustrated  below  by  a brief  con- 
sideration of  the  series  of  patients  with  mitral 
stenosis. 

The  composition  of  the  conference  is  highly 
flexible.  Participation  by  all  qualified  and  inter- 
ested members  of  the  hospital  staff  is  encouraged. 
The  meetings  are  open,  widely  attended  by  mem- 
bers of  the  hospital  and  house  staff,  as  well  as 
by  visitors,  with  free  and  often  provocative  dis- 
cussion. The  conference  meets  regularly  at 
weekly  intervals.  Under  exceptional  or  emer- 
gency circumstances  a quorum  can  always  be 
quickly  assembled  and  an  informal  conference 
consultation  held.  When  a difference  of  opinion 
has  existed  concerning  the  indications  for  angio- 
cardiography, cardiac  catheterization,  or  opera- 
tion, an  unequivocal  majority  vote  of  the  senior 
physicians  present  has  been  decisive.  None  of 
these  procedures  has  been  undertaken  without  this 
deliberation. 

Prior  to  the  conference,  the  members  of  the 
clinical  and  research  teams  examine  and  fluoro- 
scope  the  patient.  At  the  conference  there  is  a 
concise  presentation  of  the  pertinent  clinical  and 
laboratory  data  in  each  case,  followed  by  a 
demonstration  of  the  roentgenograms.  The 
relevant  findings  on  cardiac  fluoroscopy  and 
electrocardiography  are  discussed.  The  decision 
as  to  disposition  of  the  majority  of  the  clear-cut 
cases  of  patent  ductus  arteriosus  and  of  coarcta- 
tion of  the  aorta  has  required  little  additional 
work-up.  However,  angiocardiography  and  car- 
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diac  catheterization  have  been  performed  in  the 
other  congenital  cardiac  maladies  when  indicated, 
and  in  most  cases  of  mitral  stenosis  cardiac 
catheterization  has  been  carried  out.  The  results 
of  these  determinations,  as  well  as  of  ballisto- 
cardiography and  microplethysmography  in  spe- 
cial cases,  are  all  presented,  and  the  case  then 
considered  for  surgery. 

Subsequently,  the  operative  findings  and  per- 
tinent features  of  the  postoperative  course,  with 
long-term,  follow-up  observations  of  both  the 
operated  and  the  rejected  patients,  are  regularly 
reported.  Clinical-pathologic  correlation  is 
achieved  by  an  analysis  and  discussion  of  all 
material  obtained  by  biopsy  or  autopsy.  Special 
sessions  have  been  organized  and  devoted  to  such 
activities. 

Mitral  Stenosis 

The  first  cardiovascular  surgical  conference 
was  held  on  November  13, 1950.  From  that  date 
to  Juljr  1,  1952,  92  cases  were  presented,  and  47 
operations  performed.  There  were  44  cases  of 
congenital  heart  disease  with  19  operations,  and 
48  cases  of  acquired  lesions  with  28  operations. 
The  accelerating  rate  of  growth  of  the  program  is 
shown  by  the  fact  that  26  of  these  operations 
were  performed  in  the  last  six  months  of  this 
period.  Thirty-four  cases  of  rheumatic  heart  dis- 
ease with  mitral  stenosis  were  considered,  and 
operations  performed  on  20.  Excluded  from  this 
list  are  several  cases  referred  to  this  hospital  as 
possible  candidates  for  surgery  who  were  clini- 
cally considered  so  unsuitable  as  not  to  merit  either 
scheduled  or  informal  conference  consideration. 
A review  of  the  present  status  of  the  cases  of 
mitral  stenosis  in  the  operated  and  unoperated 
groups  may  illustrate  both  the  effect  of  the  con- 
ference on  our  decisions  and  our  concept  of  the 
place  of  surgery  in  the  management  of  this  dis- 
ease. 

The  indications  and  contraindications  have 
conformed  generally  to  those  observed  in  other 
clinics.1  The  prime  indication  has  been  pul- 
monary hypertension,  as  manifested  by  either 
dyspnea,  with  resultant  progressive  restriction  of 
activity,  pulmonary  edema,  or  hemoptyses. 
Embolic  phenomena  and  cardiac  failure  have 
added  to  the  clinical  picture.  Inability  to  walk 
more  than  a short  distance,  to  negotiate  staffs,  or 
to  perform  ordinary  household  obligations  have 
been  frequent  complaints.  Among  the  cardinal 
contraindications  should  be  listed  subacute  bac- 
terial endocarditis,  currently  active  rheumatic 
infection,  frank  mitral  or  aortic  valvular  insuffi- 
ciency, significant  left  ventricular  enlargement, 
and  cardiac  decompensation  so  intractable  as  to 
preclude  adequate  preoperative  preparation. 
To  this  list  should  be  added  patients  with  the 


murmur  characteristic  of  mitral  stenosis  and  only 
mild  clinical  symptoms,  in  whom  the  data  ob- 
tained by  cardiac  catheterization  do  not  sub- 
stantiate the  existence  of  significant  pulmonary 
hypertension,  and  a period  of  observation  under 
rigorous  management  has  not  been  completed. 
Auricular  fibrillation  has  not  constituted  a con- 
traindication to  operation,  but  a changing 
rhythm,  uncontrollable  tachycardia,  and  refrac- 
toriness to  digitalis  have  been  considered  un- 
favorable prognostic  signs. 

Cardiac  catheterization  has  been  carried  out  in 
the  majority  of  the  cases  reviewed.  The  data 
obtained  have  been  of  considerable  help  in  evalu- 
ating the  degree  of  pulmonary  hypertension,  the 
extent  and  nature  of  limitation  of  cardiac  func- 
tion, and  the  presence  or  absence  of  mitral  insuffi- 
ciency.2-4 No  patient  with  relatively  normal 
pulmonary  arterial  pressures  has  been  operated 
on.  A comparison  of  the  data  obtained  preopera- 
tively  with  cardiac  catheterization  repeated  rela- 
tively early  in  the  postoperative  period  and  again 
after  a prolonged  period  of  time  will  provide  the 
most  objective  set  of  observations  for  the  ulti- 
mate evaluation  of  the  operation  of  mitral  val- 
vular commissurotomy.  A comprehensive  analy- 
sis of  tiffs  information  is  in  the  process  of  prepara- 
tion. Catheterization  has  been  withheld  from 
patients  with  irritable  myocardia  or  with  recent 
embolic  manifestations.  In  addition,  patients 
unequivocally  without  evidence  of  mitral  insuffi- 
ciency or  other  contraindications,  who  have 
clinical  evidence  of  severe  pulmonary  hyperten- 
sion, are  not  infrequent!}'  approved  for  surgery 
without  catheterization. 

The  categories  described  by  Harken  and  co- 
workers have  been  utilized  in  assessing  these 
patients.1  These  may  be  quoted  as  follows: 
Group  I,  benign  (murmur  without  handicap); 
Group  II,  handicapped  (nonprogressive);  Group 
III,  hazardous  (progressive),  and  Group  IV, 
terminal.  Group  IV  patients  are  not  moribund, 
but  have  entered  a practically  malignant  phase 
of  the  disease,  with  almost  total  incapacity  and 
grave  life  expectancy.  No  patient  in  Group  I was 
accepted  for  operation.  No  patient  in  Group  IV 
was  refused  operation  unless  there  were  other 
lesions  contributing  significantly  to  his  advanced 
state  of  disability.  The  findings  in  the  operated 
20  are  summarized  in  Table  I.  -Most  of  the  cases 
fall  into  Group  III.  There  were  17  females  and 
three  males.  They  ranged  in  age  from  nineteen 
to  fifty  years,  with  nine  cases  in  the  fourth 
decade  and  six  cases  in  the  fifth. 

Preoperatively,  bed  rest,  digitalization,  mer- 
curial diuretics,  ion  exchange  resins,  and  other 
measures,  as  indicated,  have  been  used  to  achieve 
optimal  control  of  each  patient.  Sedation  with 
barbiturates  and  preparation  with  morphine  and 
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TABLE  I. — Operations  fob  Mitral  Stenosis,  June  4,  1951  to  July  1,  1952 


Case 

Age 

Sex 

Major  Operative 
indication 

Group 
(Harken) 1 

Preoperative 

Rhythm 

Date  of 
Operation 

Results 

Remarks 

1 (S.  G.) 

43 

Male 

Dyspnea,  edema 

4 

Auricular 

fibrillation 

June  4, 
1951 

Good, 

initially 

Marked  pulmonary 
arteriolar  sclerosis; 
late  recurrence  of 
symptoms 

2 (M.  Fa.) 

42 

Female 

Emboli,  hemi- 
plegia 

2 

Auricular 

fibrillation 

July  30, 
1951 

Excellent 

Saddle  embolus  of 
aorta  successfully 
removed  after  auric- 
ular appendectomy 

3 (E.  W.) 

50 

Female 

Dyspnea,  edema 

3 

Regular  sinus 
rhythm 

October 

16, 

1951 

Excellent, 

initially 

Late:  Development 

of  auricular  fibrilla- 
tion and  recurrence 
of  right  ventricular 
failure 

4 (L.  J.) 

19 

Female 

Dyspnea,  hemop- 
tyses 

3 

Regular  sinus 
rhythm 

October 

18, 

1951 

Excellent 

Aschoff  bodies,  tem- 
porary post  opera- 
tive arrhythmia 

5 (F.  R.) 

30 

Female 

Dyspnea,  hemop- 
tyses,  edema 

4 

Regular  sinus 
rhythm 

January 

15, 

1952 

Good 

Dynamic  result  good; 
active  rheumatic 
fever,  four  months 
postoperatively 

6 (M.  Im.) 

34 

Female 

Dyspnea 

3 

Regular  sinus 
rhythm 

January 

22, 

1952 

Excellent 

Aschoff  bodies 

7 (J.  C.) 

34 

Male 

Dyspnea 

3 

Auricular 

fibrillation 

March  4, 
1952 

Unimproved 

Predominant  regurgi- 
tation 

8 (H.  H.) 

32 

Female 

Dyspnea 

3 

Auricular 

fibrillation 

April  1, 
1952 

Good 

More  gradual  resump- 
tion of  activity 

9 (M.  U.) 

25 

Female 

Dyspnea 

3 

Regular  sinus 
rhythm 

April  2, 
1952 

Good 

Aschoff  bodies;  tem- 
porary postopera- 
tive arrhythmia 

10  (M.  Fr.) 

38 

Female 

Emboli,  hemi- 
plegia, dyspnea 

3 

Regular  sinus 
rhythm 

April  3, 
1952 

Excellent 

Calcified  valve,  mitral 
stenosis,  and  some 
mitral  insufficiency 

11  (M.  G.) 

42 

Female 

Dyspnea,  edema 

3 

Auricular 

fibrillation 

April  14, 
1952 

Good 

Calcified  valve,  mitral 
stenosis  and  some 
mitral  insufficiency 

12  (J.  R.) 

48 

Male 

Dyspnea,  edema 

2 + 

Regular  sinus 
rhythm 

April  18, 
1952 

Excellent 

Aschoff  bodies,  severe 
pulmonary  arteri- 
olar sclerosis 

13  (M.  In.) 

50 

Female 

Dyspnea,  edema 

3 

Regular  sinus 
rhythm 

May  8, 
1952 

Good 

Temporary  postoper- 
ative fibrillation 

14  (R.  J.) 

32 

Female 

Hemiplegia, 

dyspnea 

3 

Auricular 

fibrillation 

May  9, 
1952 

Excellent 

Spontaneous  conver- 
sion to  regular  sinus 
rhythm 

Predominant  regurgi- 
tation, pericardiec- 
tomy  for  nodular 
calcific  pericarditis 

15  (K.  H.) 

34 

Female 

Dyspnea,  edema 

3 

Auricular 

fibrillation 

May  16, 
1952 

Good 

16  (J.  M.) 

40 

Female 

Aortic  embolus 

2 

Auricular 

fibrillation 

May  19, 
1952 

Excellent 

Aschoff  bodies 

17  (M.  F.) 

48 

Female 

Dyspnea, 

cyanosis, 

edema 

4 

Auricular 

fibrillation 

May  28, 
1952 

Died  in 
operating 
room 

Inaccessible  valve 

(see  text) 

18  (E.  R.) 

32 

Female 

Dyspnea 

3 

Regular  sinus 
rhythm 

June  9, 
1952 

Excellent 

Aschoff  bodies 

19  (Z.  T.) 

26 

Female 

Hemiplegia 

2 

Auricular 

fibrillation 

June  19, 
1952 

Excellent 

Reverted  to  regular 
sinus  rhythm  post- 
operatively with 

quinidine 

20  (L.  R.) 

35 

Female 

Dyspnea 

3 

Regular  sinus 
rhythm 

June  26, 
1952 

Good 

Temporary  postoper- 
ative fibrillation 

scopolamine  are  regularly  observed  before  opera- 
tion. Anxiety,  apprehension,  and  excitement  are 
minimized  by  the  administration  of  Seconal  intra- 
venously before  the  patient  leaves  his  room. 
The  anesthesiologist  is  equipped  with  a small, 
portable  oxygen  tank  and  facilities  for  intubating 
the  patient. 

In  the  operating  room  the  leads  are  connected 
for  the  electrocardiogram,  and  a cannula  is  in- 
serted in  a vein  at  the  ankle.  Intratracheal  in- 
tubation is  acccomplished  after  adequate  co- 
cainization.  Induction  of  anesthesia  is  effected 
with  nitrous  oxide  or  ethylene,  and  ether  is  the 
subsequent  agent  of  choice  for  the  duration  of  the 
procedure.  By  avoiding  a multiplicity  of  drugs, 
any  complications  that  may  arise  during  the 


actual  surgery  may  be  better  analyzed  and 
managed. 

The  usual  surgical  team  is  considerably  in- 
creased when  these  procedures  are  undertaken. 
In  addition  to  the  surgeons,  nurses,  and  anesthesi- 
ologist, there  are  the  following:  a cardiologist  to 
monitor  the  electrocardiogram  continuously  and 
supervise  the  medical  management  of  any  change 
in  the  condition  of  the  patient;  a second  cardi- 
ologist to  record  and  interpret  direct  pressure 
measurements  taken  from  the  main  pulmonary 
artery  and  left  auricle  before  and  after  the  valve 
has  been  opened;  and  an  intern  whose  sole  assign- 
ment is  “blood  control” — the  periodic  measure- 
ment of  blood  loss  and  its  adequate  replacement, 
with  equipment  for  rapid  transfusion  under  pres- 
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sure,  if  needed.  In  addition  there  is  an  electric 
shocking  device  for  the  treatment  of  ventricular 
fibrillation.  The  net  result  is  an  integrated  pro- 
cedure, carried  out  by  a coordinated  group  of 
specialists,  with  the  comforting  assurance  that 
adequate  provision  has  been  made  to  cope  with 
almost  any  complication. 

The  surgical  procedure  itself  has  embodied 
and  modified  features  from  the  technics  described 
by  Bailey  and  by  Harken.5-6  With  the  patient 
|x>sitioned  at  an  angle  slightly  posterior  to  the 
true  left  lateral,  the  pleural  cavity  is  entered 
through  the  left  fourth  interspace.  The  tip  of  the 
lingula  is  resected  for  histologic  study  of  the  pul- 
monarv  vasculature.  The  use  of  procaine  in  the 
pericardial  sac  was  abandoned  after  a tachycardia 
was  consistently  noted  following  instillation  in 
the  first  five  cases.  Xo  increased  myocardial 
irritability  has  been  noted  since  the  drug  was  dis- 
continued. The  pericardium  is  incised  vertically 
just  anterior  to  the  left  phrenic  nerve,  and  the 
pericardial  flaps  held  apart  with  traction  sutures. 
A purse-string  suture  of  heavy  braided  silk  on  an 
atraumatic  needle  is  placed  around  the  base  of 
the  left  auricular  appendage,  and  a Satinsky 
clamp  is  placed  just  distal  to  the  suture.  The  tip 
of  the  auricular  appendage  is  amputated  for 
biopsy  and  all  trabeculae  in  the  field  meticulously 
divided.  As  the  clamp  is  released  and  the  right 
forefinger  of  the  operator  is  gently  insinuated 
into  the  auricle  via  the  incision  in  the  appendage, 
hemostatis  is  effected  by  snugging  the  purse- 
string  suture.  In  no  case  in  this  series  was  it 
necessary  to  employ  an  instrument  to  open  the 
valve  orifice.  Finger-fracture  commissurotomy 
has  proved  sufficient  to  date.  When  the  antero- 
lateral commissure  has  been  opened  to  the 
annulus,  the  posteromedial  commissure  is  split 
for  a short  distance.  With  a giant  auricle  and 
forward  displacement  of  the  valve,  one  may  be 
able  to  reach  only  the  posterior  fissure;  opening 
this  alone  was  satisfactory  in  the  one  case  in 
which  this  situation  was  encountered.  The  intra- 
cardiac portion  of  the  procedure  is  terminated  by 
withdrawal  of  the  operator’s  finger  from  the  heart 
as  the  assistant  drives  the  purse-string  suture 
home.  The  tip  of  the  obliterated  appendage  is 
oversewn  with  a continuous  locked  stitch.  The 
pericardium  is  loosely  approximated  and  an 
intercostal  tube  introduced  for  underwater 
drainage.  The  chest  wall  is  closed  in  layers. 

The  technic  is  modified  somewhat  in  cases 
where  previous  emboli  have  occurred  or  where 
palpation  of  the  auricle  (disappointingly  unreli- 
able) suggests  the  presence  of  thrombi.  The  ori- 
gins of  the  innominate  and  left  common  carotid 
arteries  are  mobilized  as  they  arise  from  the 
aorta,  and  tapes  passed  loosely  around  them. 
After  placing  the  purse-string  suture  and  before 


applying  the  auricle  clamp,  the  tip  of  the  auricular 
appendage  is  removed  and  free  bleeding  permitted 
for  four  to  six  heart  beats,  to  wash  out  any  loose 
clots.  When  the  finger  is  being  introduced  into 
or  withdrawn  from  the  heart,  and  during  each 
step  of  the  intracardiac  manipulation,  the  tapes 
around  the  great  vessels  leading  to  the  brain  are 
temporarily  drawn  sufficiently  taut  to  eliminate 
pulsations  on  both  sides  of  the  neck.  It  is  hoped 
that  these  maneuvers  may  minimize  the  incidence 
of  cerebral  emboli  as  reported  from  other  clinics.7 
To  date  we  have  encountered  none.  All  of  these 
operations  have  been  carried  out  in  teams  by  the 
surgeons  assigned,  as  indicated. 

Five  of  the  patients  explored  had  experienced 
preo iteratively  major  emboli  consisting  of  a 
hemiplegia  in  four  instances  and  a saddle  em- 
bolism in  one,  in  addition  to  repeated  lesser  em- 
boli in  some  of  these  same  patients.  There  was 
only  one  embolic  episode  postoperatively  in  the 
entire  series  (Case  2).  A saddle  embolus  to  the 
bifurcation  of  the  aorta  was  detected  short!' 
after  completion  of  the  commissurotomy  in  a 
patient  with  a previous  hemiplegia,  and  the  clot 
was  successfully  extracted.5  This  experience  has 
made  palpation  of  the  femoral  pulsations,  pre- 
and  postoperatively,  mandator}'.  While  the 
members  of  the  conference  are  not  in  complete 
agreement  on  this  question,  at  the  present  time1 
auricular  appendectomy  (plus  exploration  of  the 
mitral  valve  and  correction  of  stenosis)  is  more  in 
favor  than  prolonged  treatment  with  anti- 
coagulants for  the  patient  who  has  embolized.  jj 

These  patients  are  all  kept  in  a recovery  suite 
adjacent  to  the  operating  room  for  the  first  two 
or  three  postoperative  days.  An  oxygen  tent  is 
utilized  for  at  least  twenty-four  hours.  The 
thoracotomy  tube  is  usually  removed  on  the  day 
after  operation,  following  roentgenographic 
demonstration  of  complete  pulmonary  expansion. 
Pain  is  controlled  with  opiates.  Transient  and 
paroxysmal  episodes  of  tachycardia  or  arrhyth- 
mia occur  frequently  during  the  early  post- 
operative course.  Their  prompt  detection  anc 
control  with  digitalis,  at  times  supplemented  by 
quinidine,  is  essential  to  avoid  precipitating 
cardiac  failure.  Direct  responsibility  for  thif 
aspect  of  the  postoperative  course  is  carried  by 
the  members  of  the  medical  resident  and  attend- 
ing staff,  with  close  observation  at  frequent  in- 
tervals. 

Of  the  20  consecutive  patients  explored  in  thh 
series,  digitalis  was  administered  preoperatively 
in  17;  the  other  three  required  temporary  use  o 
the  drug  postoperatively  because  of  paroxysms 
arrhythmias.  Ten  of  the  patients  were  in  auricu 
lar  fibrillation  preoperatively,  and  only  one  o 
these  reverted  to  a normal  rhythm  spontaneously 
after  commissurotomy.  The  other  ten  patient 
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were  in  regular  sinus  rhythm  preoperatively  and 
are  so  at  present,  although  four  of  them  experi- 
enced episodes  of  transient  fibrillation  postopera- 
tively,  requiring  the  administration  of  quinidine 
in  addition  to  digitalis.  Aschoff  bodies  were 
found  in  the  biopsied  segments  of  auricular 
appendage  in  two  of  these  four  cases. 

In  all,  there  were  seven  biopsies  in  which  Aschoff 
bodies  were  found.  These  patients  were  nineteen, 
twenty-five,  thirty-two,  thirty-five,  thirty-five, 
forty,  and  forty-eight-years  old,  respectively. 
In  none  were  there  any  valid  clinical  criteria  for 
active  rheumatic  infection  preoperatively.  Four 
of  these  patients  early  in  the  post-operative 
period  exhibited  manifestations  suggestive  of 
rheumatic  activity,  and  consisting  of  fever, 
tachycardia,  unstable  rhythm,  and  pericardial 
and/or  pleural  effusion.  The  same  signs  were 
present  in  four  other  patients  without  Aschoff 
bodies,  and  three  of  the  patients  with  Aschoff 
bodies  had  exceptionally  benign  postoperative 
courses.  All  of  the  patients  with  Aschoff 
bodies  had  an  operative  result  classified  as  ex- 
cellent or  good  (Table  I),  and  in  the  only 
patient  to  develop  a recurrence  of  acute  rheu- 
matic fever  after  operation,  no  Aschoff  bodies 
had  been  found  (Case  5).  It  must  be  concluded 
that  our  criteria  for  rheumatic  activity  and  our 
understanding  of  the  significance  of  Aschoff 
bodies  both  require  considerable  clarification. 
An  integrated  study  of  the  lung  biopsies  is  also 
in  progress,  with  an  attempt  to  correlate  the 
histologic  findings  with  the  clinical  and  physi- 
ologic data.9 

The  cardinal  indications  for  operation  were  as 
follows:  dyspnea,  exercise  intolerance,  and  in- 
capacity in  six  cases;  these  symptoms  plus 
hemoptyses  in  one;  right  ventricular  failure  in 
addition  in  eight;  previous  emboli  in  three,  and 
a combination  of  all  of  these  in  two.  Hemoptyses 
had  occurred  in  10  patients,  and  in  one  case 
(Case  5)  recurred  during  the  operation,  necessi- 
tating frequent  aspirations  to  maintain  a meticu- 
lous tracheobronchial  toilet.  Alleviation  of  these 
complaints  has  been  the  major  criterion  in  judg- 
ing the  operative  result.  The  operative  results 
have  been  tabulated  as  excellent,  good,  fair,  and 
unimproved.  The  cases  listed  as  “excellent” 
have  been  restored  to  almost  unrestricted  activ- 
ity; “good”  signifies  marked  improvement  with 
some  limitations;  “fair”  implies  a definite  in- 
crease in  capacity,  but  less  in  degree  than  the 
above,  and  “unimproved”  is  self-explanatory. 
This  assessment  is  based  largely  on  functional 
performance,  corroborated  in  many  instances  by 
objective  changes  in  physical  signs  and  in 
physiologic  data.  A decrease  in  the  number  and 
frequency  of  mercurial  diuretics,  a reduction  in  the 
use  of  digitalis,  and  a liberalization  of  diet  must 


be  included  in  the  criteria  for  improvement. 
Any  ultimate  evaluation  must  await  a much 
longer  postoperative  period,  and  the  provisional 
character  of  many  of  these  impressions  is  empha- 
sized by  the  recent  date  of  operation.  The  pres- 
sure changes,  as  obtained  by  direct  measurement 
during  operation,  are  being  correlated  with  the 
clinical  findings  and  the  late  catheterization  data. 

Nine  of  the  patients  have  maintained  an  excel- 
lent result,  and  six  may  be  classified  as  good.  Of 
the  latter,  Case  15  presented  predominantly  a 
mitral  insufficiency,  associated  with  a ring  type 
of  nodular  calcific  restrictive  pericarditis;  it  is 
possible  that  the  pericardiectomy  may  have  con- 
tributed to  the  improvement.  The  other  case  of 
predominant  insufficiency  is  the  only  one  in  whom 
no  improvement  is  recorded  (Case  7);  no  val- 
vulotomy was  performed. 

An  initially  good  result  in  Case  1 was  followed 
in  several  months  by  a subsequent  decrease  in 
capacity.  Case  3 experienced  an  excellent  result 
at  first,  but  recently  has  developed  right  ventricu- 
lar failure.  Discrepancies  in  late  postoperative 
management  may  account  for  some  of  these 
changes.  Although  Case  5 still  has  a fair  result 
in  terms  of  cardiac  dynamics,  with  no  hemoptyses 
postoperatively,  a recurrence  of  rheumatic  fever 
prevents  us  from  including  her  in  the  good  cate- 
gory. The  only  fatality  in  the  series  occurred  in 
Case  17,  from  hemorrhage  during  operation.  This 
patient  was  one  of  the  sickest  to  be  accepted  for 
surgery,  with  fixed  cyanosis,  extreme  pulmonary 
hypertension,  and  minimal  cardiac  reserve.  Her 
condition  deteriorated  so  profoundly  as  soon  as 
the  pleural  cavity  was  opened  that  salvage  ap- 
peared impossible  unless  cardiac  function  could 
be  improved.  The  auricular  appendage  was 
diminutive  and  obliterated,  the  auricle  inaccessi- 
ble behind  the  huge  pulmonary  artery,  and  the 
pulmonary  veins  unsuitable  for  the  operative 
maneuver.  Entry  into  the  auricle  alongside  the 
appendage  resulted  in  fatal  blood  loss.  This 
patient  was  inoperable  in  the  true  sense  of  the 
term. 

The  group  of  14  unoperated  cases  includes  a 
thirty-six-year-old  woman  with  the  physical 
findings  of  mitral  stenosis,  whose  history  of  dis- 
ability and  episodes  of  paroxysmal  pulmonary 
hypertension  was  not  corroborated  on  cardiac 
catheterization.  This  patient  was  rejected  six- 
teen months  ago,  with  the  recommendation  that 
more  adequate  medical  management  be  insti- 
tuted; she  has  experienced  marked  improvement 
on  this  regime.  Two  patients  refused  surgery 
and  are  under  close  observation.  Eight  patients 
died,  with  postmortem  examination  in  six.  The 
autopsy  findings  substantiated  the  clinical 
grounds  on  which  the  patients  were  considered 
unsuitable  for  operation,  as  described  above  in 
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the  enumeration  of  contraindications.  One 
patient,  rejected  after  weeks  of  observation  and 
treatment  here  because  of  persistent  fever  and 
the  probability  of  rheumatic  activity  or  subacute 
bacterial  endocarditis,  allegedly  became  afebrile 
after  discharge  from  the  hospital  and  is  awaiting 
surgery  at  another  center.  A detailed  analysis 
of  this  group  of  patients  is  being  prepared. 

Comment 

At  the  present  time  cardiac  centers  everywhere 
are  under  great  pressure  from  physicians  and 
patients  alike  to  offer  this  type  of  surgery  to  in- 
creasing numbers  of  patients  with  rheumatic 
heart  disease.  It  should  be  emphasized  that  most 
of  these  patients  ardently  want  surgery.  After 
years  in  which  their  sphere  of  activity  has  pro- 
gressively shrunk,  they  seize  upon  this  as  their 
last  hope.  This  attitude  contrasts  sharply  with 
the  customary  patient  reaction  to  most  other 
proposed  operations.  It  is  of  real  moment  to  the 
surgeon,  who  recognizes  the  significance  of  the 
will  to  live  in  any  group  of  seriously  ill  patients 
subjected  to  major  operations.  It  must  also  be 
remembered  in  evaluating  the  postoperative  re- 
sult, since  euphoric  hopefulness  may  stimulate  a 
certain  amount  of  wishful  thinking.  A confer- 
ence of  this  sort  serves  not  only  as  a very  effective 
screening  mechanism  but  also  as  a brake  against 
pressures  that  may  be  at  times  hasty  and  ill- 
considered. 

Actually,  no  one  has  been  cured  by  mitral 
commissurotomy;  no  one  reacquires  a normal 
heart.  Although  the  cardiac  murmurs  present 
before  operation  undergo  a considerable  change 
as  the  result  of  the  procedure,  residual  murmurs 
are  nearly  always  present.  Moreover,  satisfac- 
tory operations  for  mitral  insufficiency  and  other 
valvular  lesions  are  still  anxiously  awaited. 

What  has  been  accomplished  is  that  many 
patients  with  mitral  stenosis  may  be  offered  con- 
siderable, at  times  extraordinary,  symptomatic 
improvement  by  opening  of  the  stenosed  valve. 
It  is  the  feeling  of  most  of  us  that  postoperatively 
these  patients  must  remain  under  adequate  medi- 
cal supervision.  Gradual  resumption  of  activities 
and  a sense  of  moderation  at  all  times  will  cer- 
tainly be  more  conducive  to  a good  result  than 
a contrary  policy.  The  long-term  hospitalization 
facilities  at  the  Montefiore  Hospital,  together 
with  the  activities  of  the  Home  Care  Program, 
both  contribute  significantly  to  an  opportunity 
for  a prolonged  follow-up  period  of  observation 
and  treatment. 

Stimulated  by  these  clinical  experiences  and 
contributing  to  a fuller  understanding  of  their 
significance,  an  active  program  has  been  in  prog- 
ress in  the  experimental  laboratories.  In  the 


laboratory  of  the  medical  division,  considerable 
research  in  basic  cardiovascular  and  renal  physi- 
ology is  being  actively  pursued.  In  the  surgical 
laboratory  attempts  are  being  made  to  visualize 
the  heart  valves  in  action  and  to  devise  new  tech- 
nics for  the  correction  of  valvular  lesions.  One  re- 
sult of  these  efforts  has  been  the  completion  of  a 
motion  picture  study  of  the  action  of  the  mitral 
valve  in  a series  of  living  dogs.10  This  has  clari- 
fied several  aspects  of  the  dynamics  of  valvular 
function,  and  has  provided  a visual  concept  that 
is  a distinct  aid  when  human  commissurotomies 
are  being  performed.  Others  are  engaged  in  work 
with  the  cardioscope  as  an  instrument  for  intra- 
cardiac surgery.  All  of  this  information  is  corre- 
lated, integrated,  and  discussed  at  the  confer- 
ences. 

Summary 

1.  The  organization  of  a program  of  cardio- 
vascular surgery  has  been  presented. 

2.  The  fundamental  principle  of  conference 
consideration  of  every  case  has  been  enunciated, 
and  a mechanism  for  providing  this  described. 

3.  The  effectiveness  of  this  policy  has  been 
illustrated  by  a consecutive  series  of  the  first  20 
operations  for  mitral  stenosis  in  this  hospital, 
with  one  death. 

4.  A brief  consideration  of  the  place  of  sur- 
gery in  the  treatment  of  mitral  stenosis  has  been 
given. 

Addendum. — As  of  March  15,  1953, 52  patients 
have  been  taken  to  the  operating  room  for  mitral 
valvular  surgery.  Two  patients  developed  fatal 
arrhythmias  during  induction  of  anesthesia;  two 
deaths  occurred  during  operation,  and  there  have 
been  no  postoperative  deaths.  Embolization 
has  occurred  in  one  patient,  with  successful  re- 
moval of  aortic  (saddle)  and  right  femoral  clots 
fifty-five  days  after  cardiac  surgery. 
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SUCCESSFUL  IRRADIATION  TREATMENT  OF  MALIGNANCY 
COEXISTING  WITH  PREGNANCY 

Ira  I.  Kaplan,  B.S.,  M.D.,  F.A.C.R.,  New  York  City 

{From  the  Radiation  Therapy  Department,  Bellevue  Hospital,  and  the  Department  of  Radiology, 
New  York  University  Medical  College) 


IT  IS  still  a moot  question  whether  or  not  ir- 
radiation should  be  employed  in  the  treatment 
of  malignancy  in  the  pregnant  female.  When- 
ever pregnancy  and  malignancy  coexist,  there  is 
always  the  question  of  interrupting  the  pregnancy 
and  then  treating  the  malignant  lesion.1  Many 
clinicians  believe  that  coexisting  malignancy  and 
pregnancy  demands  treatment  of  the  mother,  re- 
gardless of  the  effect  on  the  fetus.  Strauss  states 
that  “any  restriction  in  the  treatment  of  the  pa- 
tient in  order  to  save  the  offspring  will  be  at  the 
expense  of  the  mother.”2  This  attitude  assumes 
great  importance  if  treatment  requires  the  use  of 
irradiation.  Jones  and  Neill,  however,  state  that 
the  risk  of  fetal  damage  with  irradiation  during 
pregnancy  approaches  20  per  cent.3  Should  the 
parents  and  the  physician  be  willing  to  assume 
the  risk  in  order  to  obtain  a living  child,  this  pro- 
cedure may  be  justifiable,  and  as  the  prognosis 
for  the  mother  depends  upon  the  clinical  extent 
of  the  disease,  the  risk  to  the  mother  is  probably 
not  increased  and  is  much  less  than  that  associated 
with  interruption  of  the  pregnancy.  Johnson  and 
Weinfurtner,  on  the  basis  of  an  intimate  ex- 
perience in  12  cases,  state  that  in  the  treatment 
of  coexisting  carcinoma  of  the  cervix  and  preg- 
nancy, the  patient  should  not  be  subject  to  ir- 
radiation, which  may  deform  or  destroy  the 
fetus  and  injure  the  mother,  until  the  necessity 
has  been  established.4 

There  are,  however,  a number  of  reports  in 
the  literature  referring  to  the  birth  of  normal 
children  following  irradiation  of  the  mother  for 
malignant  lesions  of  the  cervix.  Titus,  in  1927, 
as  well  as  Kaplan,  in  1930,  reported  a case  where  a 
normal  child  was  born  following  x-ray  irradia- 
tion to  the  pelvis  for  carcinoma  of  the  cervix  dur- 
ing the  course  of  pregnancy.5,6  Since  then, 
more  such  cases  have  been  reported.  In  discuss- 
ing fetal  tolerance  to  x-rays,  Hobbs  reports  a 
case  in  which  a human  fetus  received  a large  dose 
of  x-ray  ■without  apparent  damage.7  One  may 
then  properly  say  that  irradiation  given  know- 
ingly or  unknowingly  during  pregnancy  is  not 
always  followed  by  miscarriage,  abortion,  or 
birth  of  an  abnormal  fetus. 

This  confusion  and  controversy  regarding  the 
effect  of  irradiation  on  coexisting  malignancy  and 
pregnancy  and  the  effect  of  the  x-rays  on  the  on- 
coming fetus  in  pregnant  females  has  recently 
provoked  stimulating  religious  and  medical  dis- 


cussion.8 It  is  often  difficult  for  the  radiation 
therapist  to  determine  whether  greater  effort 
should  be  devoted  to  the  termination  of  preg- 
nancy in  cases  of  women  suffering  from  malig- 
nancy, in  order  to  insure  saving  of  maternal 
life,  or  to  the  saving  of  the  oncoming  progeny, 
regardless  of  the  danger  to  the  mother. 

In  the  past  several  decades  this  question  has 
presented  itself  very  urgently  to  the  staff  of  the 
Radiation  Therapy  Service  at  Bellevue  Hospital. 
Over  the  course  of  many  years  we  have  observed 
the  rapidly  deleterious  effect  of  pregnancy  in  the 
case  of  many  women  suffering  from  malignant 
disease,  when  the  pregnancy  has  been  permitted 
to  go  on  unchecked.  Experienced  observation 
has  sustained  the  theory  that  the  growth  stim- 
ulus in  the  female  present  during  pregnancy  for 
sustaining  the  development  of  the  fetus  no  doubt 
activates  growth  of  malignant  cells  present  in  the 
body  as  well.  Ewing  says,  “Pregnancy  usually 
accelerates  growth.”9  He  further  states,  “Preg- 
nancy has  an  unfavorable  influence  on  the  course 
of  many  uterine  carcinomas,  but  this  influence  is 
not  always  apparent.”  In  a considerable  number 
of  instances  we  have  noted  cases  with  coexistent 
malignancy  and  pregnancy  wherein  the  appre- 
ciable malignant  lesions  noticeably  increased  in 
size  and  extent,  in  spite  of  therapy,  following  the 
inception  of  the  pregnancy.  Portmann  says 
that  “Although  pregnancy  may  hasten  the  de- 
velopment of  cancer  of  the  breast,  many  women 
with  minimal  axillary  involvement  have  given 
birth  to  children  without  ill  effect.  However, 
cancer  which  develops  during  pregnancy  or 
lactation  usually  is  considered  to  be  incurable.”10 
Portmann  further  states  that  “Though  pregnancy 
may  be  inadvisable  in  Hodgkin’s  disease,  its 
interruption  does  not  necessarily  alter  the  prog- 
ress of  the  disease.”  These  observations  ap- 
parently confirm  the  opinion  of  most  clinicians 
that  pregnancy  coexisting  with  malignancy  acts 
as  an  excitant  to  malignant  growth. 

It  has  been  our  custom,  therefore,  in  most  cases, 
to  advocate  interruption  of  pregnancy  where  the 
pregnancy  has  been  in  existence  less  than  four 
months.  It  is  our  opinion,  based  on  our  exper- 
ience, that  when  pregnancy  has  existed  more 
than  four  months,  the  stimulative  action  on 
existing  carcinomatous  tissue  within  the  body 
is  definitely  irreversible.  From  the  standpoint 
of  the  radiologist,  the  problem  of  handling  preg- 
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nant  women  with  an  existing  malignancy,  where 
the  pregnancy  is  of  four  or  more  months  duration, 
is  then  a most  delicate  and  difficult  one. 

It  is  a known  fact  that  the  more  embryonal 
the  tissue,  the  more  radiosensitive  it  is.  Early 
fetal  tissues  have  been  demonstrated  to  be  ex- 
tremely sensitive  to  irradiation,  and  numerous 
reports  have  been  made  noting  the  deleterious 
results  of  irradiation  applied  to  embryos  within 
the  mother.11  It  has  been,  therefore,  almost  a 
stated  rule  that  pregnant  women  should  not  be 
irradiated,  especially  in  the  vicinity  of  the  preg- 
nant uterus.  Colwell  and  Russ  state  that 
“irradiation  of  the  pelvic  organs  during  preg- 
nancy, whether  by  x-ray  or  by  radium,  is  attended 
with  the  gravest  danger  to  the  fetus.”12 

In  1932,  we  published  the  successful  outcome  of 
a case  of  pregnancy  during  the  course  of  x-ray 
treatment  for  leukemia,13  and  in  the  same  year  we 
published  a report  of  a case  of  an  abnormal 
fetus  born  to  a woman  following  x-ray  therapy  to 
the  pelvis,  evidently  just  at  the  inception  of  preg- 
nancy.11 We  feel,  however,  that  when  irradia- 
tion is  property  administered  and  not  directly 
over  the  pregnant  womb,  as  illustrated  in  the  case 
reported  by  Keane,14  normal  pregnancy  can  con- 
tinue with  safety  both  to  the  mother  and  the 
oncoming  progeny. 

Illustrative  of  this  opinion,  the  following  cases 
are  presented.  These  cases  of  malignancy  were 
treated  during  the  course  of  pregnancy,  without 
injrny  either  to  the  mother  or  child  born  subse- 
quent to  the  irradiation. 

Case  Reports 

Case  1. — E.  W.  age  twenty-nine,  white,  married 
female,  was  admitted  in  August,  1944,  to  the  Radia- 
tion Service  for  postoperative  x-ray  treatment  fol- 
lowing mastectomy  of  a left  breast  cancer  in  July, 
1944.  At  the  time  of  admission  for  radiation  ther- 
apy, she  was  five  months  pregnant.  Because  this 
patient  refused  interruption  of  the  pregnancy  and 
subsequent  castration,  either  surgically  or  radio- 
logically,  x-ray  therapy  was  limited  to  treatment  of 
the  chest  areas.  High  voltage  x-ray  therapy  was 
tangentially  administered  to  the  anterior,  upper  and 
lower  chest,  and  axillary  areas,  1,000  r dose  to  each, 
and  a 2,000  r dose  to  the  posterior  axillary  area. 
The  patient  responded  well  to  treatment  and  carried 
her  pregnancy  to  successful  fruition  with  the  birth  of 
a normal  baby  girl  on  December  10,  1944.  She 
refused  sterilization,  which  was  again  suggested,  as  a 
prophylactic  measure. 

In  January,  1946,  she  again  reported  to  the  clinic, 
pregnant  and  complaining  of  a lump  in  the  right 
breast  which  followed  the  inception  of  pregnancy. 
She  was  admitted  to  the  hospital,  and  a right  mas- 
tectomy was  carried  out;  interruption  of  the  preg- 
nancy with  castration  was  insisted  upon.  Postop- 
erative irradiation  was  administered.  Because  of 
the  patient’s  unwillingness  to  permit  sterilization 
after  the  first  pregnancy,  the  second  precipitated 


more  rapid  malignant  dissemination.  Irradiation 
held  the  malignancy  in  check  for  a time,  but  she 
gradually  deteriorated  physically  and  died  in  May, 
1947. 

Case  2. — This  case  is  one  of  Hodgkin’s  disease 
associated  with  pregnancy.  The  patient,  M.  F., 
age  thirty-four,  white,  married,  came  to  the  clinic 
for  relief  of  persistent  swollen  neck  glands.  A 
biopsy  of  a neck  node  showed  the  condition  to  be 
Hodgkin’s  disease.  On  April  12,  1951,  she  was  re- 
ferred to  the  Radiation  Therapy  Service  for  treat- 
ment and  also  for  an  opinion  as  to  the  advisability 
of  interrupting  a two  months  pregnane}',  which  was 
concurrently  present  with  the  Hodgkin’s  disease. 

.After  examination  of  the  patient  and  due  consid- 
eration I stated  that,  “It  has  been  my  experience 
over  a great  many  years  that  pregnancy  associated 
with  Hodgkin’s  disease  does  not  in  itself  indicate 
therapeutic  abortion.  If  the  pregnancy  is  normal  in 
character  and  there  is  no  toxic  condition  present, 
then  one  can  safely  carry  through  the  pregnancy 
during  irradiation  of  the  lymph  node  areas  including 
the  neck,  axillary,  inguinal,  and  mediastinal.” 

It  is  the  custom  in  the  Radiation  Therapy  De- 
partment to  administer  radiation  to  the  retroperi- 
toneal nodes  in  most  cases  of  Hodgkin’s  disease. 

In  case  of  pregnancy,  however,  unless  irradiation  is 
urgently  needed,  it  is  withheld  from  this  area  until 
the  patient  has  successfully  borne  her  child.  Irra- 
diation of  inguinal  nodes  when  a patient  is  four  or 
more  months  pregnant  is  not  deleterious  to  the  un- 
born fetus  and  may  be  employed.  In  this  case,  I , 
therefore,  irradiation  was  administered  only  to  the  I < 
left  anterior  and  left  posterior  neck,  750  r to  each  j 
area;  then  the  anterior  mediastinum  and  the  j . 
posterior  mediastinum  were  treated,  with  400  r 
administered  to  each.  Irradiation  was  given  slowly  1 
during  the  period  of  April  12,  1951,  to  July  2,  1951,  I / 
at  which  time  examination  revealed  almost  com-  ; 
plete  recession  of  the  involved  neck  nodes.  Xo  j 
further  treatment  was  administered,  awaiting  the  7 
birth  of  her  child,  which  was  a normal  boy,  born  on  - 
XovemberS,  1951.  ] I 

At  present,  August  18,  1952,  the  patient  is  ap- 
parently holding  her  own  and  exhibiting  no  signs  of 
active  Hodgkin’s  disease.  This  conservative  treat-  i, 
ment  evidently  preserved  the  life  of  both  mother 
and  child. 

Case  3. — Mrs.  T.  J.,  age  twenty-five,  married 
Puerto  Rican  female,  was  admitted  to  the  Radia-  # 
tion  Therapy  Clinic  on  July  20,  1951,  for  a neck 
swelling  of  three  weeks  duration.  A month  pre-  r 
viously,  she  had  been  to  a clinic  because  she  had  - 
difficulty  in  breathing.  A tonsillectomy  was  per-  ‘ 
formed  and  a nasal  mass  removed,  after  which  she  K 
breathed  better. 

Examination  showed  a large  number  of  hard 
nodes  in  the  left  neck.  Biopsy  of  one  node  showed  ' 
a malignant  lesion  of  undetermined  type.  X-ray 
therapy  was  administered,  but  after  a few  days  the 
patient  failed  to  report  to  the  clinic  and  did  not  t 
return  until  two  months  later  when  she  appeared  s 
with  a large  right  supraclavicular  node  but  with 
some  recession  of  the  left  node  involvement.  At  £ 
this  time  it  was  noted  that  the  patient  was  in  ' 
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the  fifth  or  sixth  month  of  pregnancy.  The  ques- 
tion of  terminating  the  pregnancy  arose  but  she 
refused  such  procedure;  in  consultation  with  the 
gynecologic  service,  observation  without  interrupts 
ing  the  pregnancy  was  agreed  upon.  High  voltage 
x-ray  therapy  was  administered  to  the  involved 
neck  areas  during  September  and  October,  1951. 
She  responded  well  to  treatment.  The  pregnancy 
continued  normally,  but  in  February,  1952,  she 
was  found  to  have  active  syphilis.  She  was  read- 
mitted to  Bellevue  Hospital  and  appropriately 
treated  for  this  condition.  The  malignant  lesions  re- 
mained quiescent.  Upon  re-examination  of  the 
biopsy  specimen,  a definite  diagnosis  of  lympho- 
sarcoma was  established. 

In  April,  1952,  she  was  admitted  to  the  maternity 
service  and  on  April  15,  1952,  gave  birth  to  a normal 
baby  boy.  Since  the  birth  of  the  child,  she  has 
again  manifested  symptoms  with  neck  node  en- 
largement. X-ray  therapy  was  again  administered, 
and  the  patient’s  general  condition  improved.  On 
July  24,  1952,  she  reported  with  headaches.  She 
was  referred  back  to  the  Eye  and  Ear  Infirmary 
from  which  she  was  originally  referred  to  Bellevue. 

Case  4- — Another  case  where  it  was  deemed  ad- 
visable to  interrupt  the  pregnancy  because  of  the 
unintentional  irradiation  of  an  existing  pregnancy 
in  a leukemic  woman  did  not  turn  out  well. 

Miss  G.  P.,  age  twenty-two,  white,  single  female, 
was  admitted  to  the  hospital  in  January,  1947,  for 
weakness  and  abdominal  swelling.  The  abdominal 
mass  was  definitely  made  out  as  an  enlarged  spleen. 
She  had  suffered  from  childhood  with  rheumatic 
heart  disease.  On  admission,  the  blood  count 
showed  a definite  myelogenous  leukemia,  295,000 
white  cells,  of  which  87  per  cent  were  myelocytes. 

X-ray  therapy  was  suggested,  and  she  was  re- 
ferred to  the  Radiation  Therapy  Department  for 
such  treatment.  This  was  administered,  in  the 
customary  manner,  to  the  spleen  and  skeleton, 
with  prompt  response  and  amelioration  of  symptoms. 
There  was  a definite  diminution  of  the  enlarged 
spleen  and  a decrease  in  the  abdominal  prominence. 

The  patient  continued  to  improve  and  required 
only  occasional  x-ray  therapy  to  the  spleen  to  con- 
trol the  leukemic  blood  condition  until  September, 
1947.  At  that  time  she  reported  to  the  clinic  with 
a marked  enlargement  of  the  abdomen.  Upon 
physical  examination  the  spleen  was  found  not  in- 
ordinately enlarged,  but  there  was  an  appreciable 
central  pelvic  mass  readily  palpable.  Pregnancy 
was  suggested  and  denied  by  the  patient.  A 
flat  plate  of  the  abdomen  was  suggestive  of  preg- 
nancy. When  confronted  with  this  evidence,  the 
patient  admitted  a two  months  pregnancy. 

Because  it  was  evident  that  irradiation  wras  ad- 
ministered to  the  spleen  during  the  course  of  preg- 
nancy, and  that,  doubtless,  an  appreciable  amount 
of  x-ray  had  reached  the  pregnant  uterus,  it  was 
deemed  advisable  to  interrupt  the  pregnancy.  A 
medical  consultation  was  requested,  and  the  con- 
sultant’s opinion  was  as  follows: 

“I  believe  pregnancy  in  this  patient  should  be 
interrupted  inasmuch  as  she  probably  received 
radiation  when  already  pregnant,  thus  greatly 


increasing  the  chances  of  her  giving  birth  to  a child 
with  developmental  anomalies.  This  should  take 
precedence  over  the  numerous  other  considerations 
as  to  whether  the  pregnancy  should  or  should  not 
be  interrupted  inasmuch  as  the  evidence  as  to 
whether  pregnancy  does  or  does  not  aggravate  leu- 
kemia is  far  from  conclusive.” 

Hysterectomy,  therefore,  was  carried  out  on  Oc- 
tober 1,  1947,  and  twin  fetuses  were  removed. 
Examination  of  these  showed  no  appreciable  phys- 
ical effect  of  the  irradiation.  The  patient  did  poorly 
after  this  pregnancy  and  shortly  after  the  operation 
died. 

Case  5. — Mrs.  E.  D.  (a  private  case),  age  twenty- 
eight,  white,  married  female,  was  referred  on  July 
15,  1946,  for  treatment  of  Hodgkin’s  disease. 

In  1942,  she  had  first  noted  some  swollen  glands 
on  the  left  side  of  the  neck,  and  later  she  also  noted 
swellings  on  the  right  side.  The  lesion  was  first 
considered  “mumps,”  but  when  it  did  not  resolve, 
a node  was  removed  surgically,  and  pathologically 
proved  to  be  Hodgkin’s  disease. 

The  patient  had  menstruated  at  twelve  years  of 
age,  was  regular,  married  at  the  age  of  twenty-four, 
but  was  not  as  yet  pregnant.  At  this  time  exam- 
ination showed  typical  nodes  in  the  neck  areas  but 
no  palpable  liver  or  spleen  involvement.  X-ray 
therapy  was  instituted,  and  she  responded  well  to 
treatment. 

In  April,  1947,  she  became  pregnant,  and  since 
she  was  eager  to  have  a child  and  the  Hodgkin’s 
disease  was  seemingly  under  control,  she  w7as  allowed 
to  continue  the  pregnancy.  In  October,  1947,  en- 
largement of  neck  nodes  wras  again  noted,  as  wrere 
some  small  ones  in  the  axilla  and  groins,  but  x-ray 
therapy  was  instituted  only  to  the  neck  nodes, 
without  interruption  of  the  pregnancy.  On  Jan- 
uary 5,  1948,  she  gave  birth  to  a normal  baby  boy. 
She  continued  well  until  February,  1948,  wrhen  in- 
creased node  swelling  wras  noted  in  the  neck,  axillae, 
and  inguinal  areas,  and  the  x-ray  revealed  medias- 
tinal involvement.  X-ray  therapy  wras  again  insti- 
tuted to  the  palpable  involvements,  the  mediastinum, 
and  the  retroperitoneal  areas,  and  she  responded  well. 
In  November,  1948,  nodes  wrere  again  noted  in  the 
axilla,  which  responded  to  treatment. 

The  patient  then  moved  to  California  and  did 
wrell  until  September,  1949,  w'hen  recurrence  ap- 
peared in  the  neck.  This  responded  wrell  to  x-ray 
therapy.  In  February,  1952,  she  again  showed 
axillary  node  recurrence,  which  responded  w7ell  to 
x-ray  therapy.  At  present  she  is  in  good  condition, 
menstruating  normally,  and  the  child  is  normal 
and  healthy. 

Case  6. — C.  D.,  w'hite,  married  female,  age  forty- 
two,  was  referred  to  the  Radiation  Therapy  De- 
partment on  July  25,  1951,  because  of  difficulty  in 
talking  and  swallowing,  of  three  to  four  months 
duration.  She  was  born  in  the  United  States.  She 
w7as  comparatively  healthy  during  youth,  menstru- 
ated at  fourteen  years  of  age,  married  at  twrenty- 
nine,  and  had  given  birth  to  four  children,  the 
oldest  twelve  and  the  youngest  two  years.  An 
appendectomy  had  been  performed  twenty-three 
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years  previously.  At  the  time  of  referral  she  was 
in  the  fifth  month  of  pregnancy. 

She  had  been  well  until  three  or  four  months 
before  admission  when  she  noted  some  difficulty 
in  swallowing  solid  food.  This  gradually  became 
worse,  and  she  noted,  also,  a definite  change  in  her 
voice,  which  was  nasal  and  indistinct.  In  June, 
1952,  she  noted  increasing  inability  to  open  the 
mouth  and  immobility  of  the  tongue.  Disability 
increased;  on  the  day  of  admission  she  could  barely 
swallow  liquids,  and  there  was  marked  trismus. 
No  pain  or  external  swellings  were  noted.  There 
was  a marked  loss  of  weight,  20  pounds  since  onset 
of  illness. 

Examination  on  admission,  July  25,  1951,  showed 
an  emaciated,  white  female  speaking  with  a nasal 
and  extremely  indistinct  tone  of  voice,  barely  un- 
derstandable. The  mouth  could  barely  be  opened, 
and  the  tongue  was  fixed  and  raised  by  a mass  push- 
ing up  from  the  floor  of  the  mouth.  This  mass  was 
firmly  attached  to  a strong,  hard,  submental  fixed 
mass.  The  right  submaxillary  node  was  enlarged, 
stony  hard,  and  fixed.  Bilateral  cervical  nodes 
and  left  axillary  nodes  were  palpable.  A biopsy 
of  the  mouth  lesion  was  inconclusive  as  to  the  type 
of  lesion  present. 

Roentgenograph  of  the  chest,  however,  on  July  16, 

1951,  showed  extensive  metastatic  foci  in  both 
lungs.  Roentgenograph  of  the  mandible  revealed 
no  bone  pathology.  W assermann  was  negative. 
Abdominal  examination  revealed  the  presence  of 
pregnancy.  Interruption  was  suggested  but  re- 
fused on  religious  grounds. 

Treatment  with  the  5 Gm.  radium  pack  was 
planned  and  administered  through  three  areas,  the 
right  mandibular,  right  submental,  and  left  mandib- 
ular area.  A total  of  37,500  mg.  hours  was  given 
each  area  between  July  27  and  September  7,  1951. 

There  was  a fair  response  to  treatment  and  defi- 
nite relief  of  the  swallowing  difficulty.  On  Novem- 
ber 13,  1951,  the  patient  was  delivered  of  a normal 
full-term  baby  girl,  5 pounds,  8 ounces.  The  pa- 
tient’s condition  was  poor,  and  she  had  a moderate 
secondary  anemia.  She  improved  with  supportive 
therapy,  and  when  seen  on  April  24,  1952.  she  was 
in  fair  condition  and  stated  that  she  could  eat  better. 
There  was  a noticeable  regression  of  the  primary 
malignant  condition. 

This  patient  was  again  seen  on  May  26,  1952. 
Her  general  condition  had  improved,  and  she  was 
able  to  eat  better.  Locally,  the  tongue  involvement 
showed  about  a 50  per  cent  reduction,  but  the  tongue 
was  still  bound  down  to  the  floor  of  the  mouth  on 
the  right  side.  There  was  marked  submental  in- 
filtration. Radium  pack  treatment  was  advised  and 
administered.  She  was  again  examined  on  June  13, 

1952,  and  showed  marked  improvement  generally 


and  locally.  The  submental  involvement  had 
appreciably  resolved.  A bad  tooth  was  extracted 
without  difficulty  or  ill  effect.  Eating  and  talking 
were  much  freer. 


Conclusions 

The  question  of  procedure  in  the  case  of  a 
female  who  is  suffering  from  malignancy  and 
who,  at  the  same  time,  is  pregnant  is  difficult  to  | 
decide.  The  procedure  to  follow  depends  upon 
the  extent  and  character  of  the  malignant  lesion 
and  the  time  and  age  of  the  pregnancy. 

Irradiation  over  the  unborn  fetus  at  an  early 
stage  demands  immediate  therapeutic  abortion. 
Irradiation  to  other  parts  of  the  body  during 
pregnancy  does  not  necessarily  affect  the  well- 
being of  the  fetus. 

Because  of  the  known  stimulative  effect  of 
pregnancy  on  malignant  tissues,  women  who 
have  a malignant  condition  should  not  become 
pregnant  and  should  advisably  be  sterilized  to 
prevent  subsequent  pregnancy. 

Irradiation,  when  administered  in  pregnant  j 
women,  should  be  so  directed  as  to  avoid  irradi-  , 
ation  through  the  pregnant  uterus.  When  this 
precaution  is  followed,  children  bom  of  irradiated 
mothers  are  normal  in  every  way. 

Not  all  cases  terminate  favorably,  but,  with 
careful  handling,  a normal  child  may  be  delivered  j 
and  maternal  life  preserved  through  judicious 
radiation  therapy. 

Histories  representing  examples  of  cases  treated 
and  results  achieved  are  given. 
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Can  you  remember  axcay  back  when  you  could  tell  a kid  he  might  grow  up  to  be  president  and  ? 
not  cause  him  to  age  prematurely ? — H.  I.  Phillips  I t 


SIGMOIDORECTAL  INTUSSUSCEPTION 

Emil  Granet,  M.D.,  New  York  City 
( From  the  Surgical  Service  ( Proctology ) of  the  French  Hospital) 


SIGMOIDOSCOPICALLY  it  has  been  demon- 
strated that  in  normal  individuals  during 
defecation  a small  segment  of  sigmoid  prolapses 
into  the  ampullary  rectum  just  before  the  fecal 
bolus  makes  its  appearance  at  the  rectosigmoid.1 
During  routine  diagnostic  sigmoidoscopy  it  can 
be  noted  that  the  sigmoidal  mucosa  prolapses 
through  the  rectosigmoid  when  the  patient 
strains.  Slight  sigmoidal  prolapse,  therefore, 
is  physiologic  and  constitutes  a phase  of  normal 
defecation. 

In  at  least  10  per  cent  of  individuals  the  distal 
sigmoid  is  markedly  redundant,  extremely 
mobile,  and  possesses  a long  mesentery.2  In 
these  persons,  under  certain  conditions,  the 
expulsive  effort  of  defecation  forces  a consider- 
able length  of  redundant,  mobile  sigmoid  to 
prolapse  through  the  rigidly  fixed  rectosigmoid 
into  the  ampullary  rectum.  This  invagination 
of  a segment  of  sigmoid  into  the  rectum  con- 
stitutes a true  intussusception.  It  differs  from 
other  types  of  intussusception  in  that  the  in- 
tussusceptum  rarely  becomes  incarcerated  or 
completely  obstructed.  On  the  contrary,  the 
procidentia  occurs  intermittently  and  reduces 
itself  spontaneously. 

Anatomic  features  which  facilitate  sigmoidal 
prolapse  are  three:  (1)  abnormal  mobility  and 
redundancy  of  the  distal  sigmoid,  (2)  the  narrow 
caliber  of  the  sigmoid  as  compared  with  the 
voluminous  lumen  of  the  rectum,  and  (3)  the 
fixation  of  the  rectosigmoid  and  rectum  in  the 
sacral  curve  by  the  pelvirectal  and  sacral  fascia. 
Other  factors  facilitating  prolapse  are  the  force  of 
gravity  acting  in  the  normally  erect  position,  and 
the  markedly  increased  intraperitoneal  pressure 
acting  in  the  pelvis  during  defecation. 

Sigmoidorectal  intussusception  is  a common 
clinical  condition  which  manifests  itself  by 
specific  symptoms.  Although  described  seventy 
years  ago  by  Allingbam,3  and  repeatedly  since 
then  in  most  textbooks  dealing  with  proctology,4-6 
this  syndrome  is  not  well  known.  The  reason  for 
this  relative  obscurity  will  be  discussed  pres- 
ently. 

Symptoms  resulting  from  partial,  intermittent 
descent  of  the  sigmoid  into  the  rectum  vary 
widely  in  individual  cases  and  are  often  bizarre. 
The  syndrome  has  recently  been  described  in 
detail  elsewhere.7  The  clinical  picture  can  be 
summarized  by  stating  that  characteristically  a 
sense  of  unsatisfactory  and  incomplete  evacua- 
tion remains  after  defecation.  There  is  a feeling 


that  something  remains  that  must  be  expelled; 
consequently  the  patient  sits  and  strains  in- 
ordinately. This  aggravates  the  tendency  to 
prolapse.  As  a result  of  its  frequent  descent  and 
recession,  edema,  injection,  and  superficial 
erosion  of  the  mucosa  at  the  apex  of  the  intussus- 
ceptum  occur,  to  give  rise  frequently  to  glairy 
and  even  bloody  mucoid  discharges.  A heavy 
dragging  sensation  in  the  pelvis  and  in  the 
lumbosacral  region  may  be  present,  together  with 
a dull  aching  pain  referred  to  the  perineum  and 
down  the  thighs. 

When  the  sigmoid  prolapses  into  the  rectum, 
the  lumen  of  the  invaginated  bowel  is  markedly 
reduced  in  caliber.  Patients  with  this  condition 
have  found  through  years  of  experience  that  in 
order  to  obtain  evacuation  through  the  narrowed 
lumen  the  feces  must  of  necessity  be  semifluid 
in  consistency.  Laxation  with  senna,  cascara, 
prune  juice  which  contains  isatin,  various  salines, 
and  mineral  oil  becomes  a daily  ritual.  This 
constant  chemical  irritation  results  eventually  in 
a granular,  hemorrhagic  proctosigmoiditis  with 
tenesmus,  and  frequent,  ineffectual  evacuations. 
Less  frequently  patients  complain  of  a form  of 
diarrhea  in  which,  following  the  passage  of  a 
normally  formed  stool,  repeated  calls  to  the  toilet 
are  required  throughout  the  morning  in  order  to 
eject  further  small  segments  of  feces.  Post- 
defecatory  proctalgia  is  common,  and  a histoiy 
of  proctalgia  fugax  (paroxysmal  rectal  cramp) 
can  be  elicited  in  some  patients  with  sigmoid- 
orectal intussusception.8 

Occasionally  in  infants  and  young  children, 
colic  and  straining  terminate  in  defecation  with 
stools  which  are  bloody  and  mucoid.  When  such 
children  are  proctoscoped,  one  may  find  a granu- 
lar, hemorrhagic  proctosigmoiditis  which  is 
limited  to  the  intussusceptum  of  a sigmoidal 
procidentia.  Schapiro  found  prolapse  of  the 
sigmoid  into  the  ampulla  of  the  rectum  the  most 
common  of  all  types  of  prolapse  in  infants  and 
children.9  Therefore,  sigmoidorectal  intussus- 
ception must  be  considered  as  a possible  source 
of  rectal  bleeding  when  it  occurs  in  infants  and 
young  children. 

When  symptoms  such  as  recalcitrant  constipa- 
tion, tenesmus,  repeated  dejections  containing 
blood  and  mucus,  dragging  discomfort  in  the 
pelvis  and  perineum,  defecatory  proctalgia,  and 
perhaps  proctalgia  fugax  are  elicited,  sigmoid- 
orectal intussusception  as  the  cause  thereof 
should  be  considered.  Despite  its  common 
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Fig.  1.  (A)  Barium-filled  rectum  with  redundant  sigmoid.  (B)  Postevacuation  film  showing  invaginated 

sigmoid  protruding  into  the  air-filled  rectum. 


occurrence,  we  generally  fail  to  diagnose  this 
condition  because  patients  are  ordinarily  sigmoid- 
oscoped  in  the  inverted  or  knee-shoulder 
position.  In  the  inverted  patient  the  force  of 
gravity  acting  cephalad,  plus  atmospheric  pres- 
sure entering  through  the  scope,  replaces  the 
prolapsed  sigmoid  into  its  normal  anatomic 
position  in  the  proximal  pelvis.  Thus,  in  the 
inverted  position,  the  normal  visceral  relationship 
is  seen.  However,  if  the  patient  is  examined  in 
the  Sims’s  position  the  procidentia  can  be  readily 
demonstrated. 

The  instrument  is  again  passed  full  length  into 
the  sigmoid  of  the  now  recumbent  patient. 
Careful  air  insufflation  facilitates  this  maneuver 
by  dilating  the  lumen.  The  scope  is  then  slowly 
withdrawn  and  the  air  allowed  to  escape  by 
removing  the  air-sealing  window.  When  the 
scope  reaches  the  ampullary  rectum  and  the 
distal  aspect  of  the  rectosigmoidal  junction  is 
visualized,  the  patient  is  asked  to  “strain  down.” 
The  sigmoid  can  be  seen  to  prolapse  through  the 
rectosigmoid,  usually  appearing  first  at  the 
anterior  aspect  of  the  rectum.  With  further 
withdrawal  of  the  instrument  and  continued 
straining  by  the  patient,  the  apex  of  the  intussus- 
ceptum  can  be  seen  to  descend  to  the  sphincteric 
rectum  in  some  patients.  If  digital  examination 
is  now  performed,  the  apex  of  the  sigmoidal  in- 
tussusception can  be  palpated  as  a firm,  tender 
knuckle  of  gut. 

Strangulation  or  incarceration,  although  un- 
common, may  occur.  Monsarrat  reported  four 
cases  treated  surgically.10  Two  additional  cases 


of  incarceration  of  the  sigmoidal  intussusception 
were  recently  reported.11 

Although  the  intussusception  is  readily  visual- 
ized by  endoscopy,  further  diagnostic  evidence  is 
desirable.  Roentgenographic  demonstration 
serves  this  purpose.  A simple  technic  has  been 
evolved  which  satisfactorily  demonstrates  the 
sigmoidal  prolapse  at  the  rectosigmoid.  Under 
fluoroscopic  observation,  with  the  patient  prone 
in  the  right  oblique  position,  a small  amount  of 
barium  is  administered  by  enema.  When  the 
head  of  the  barium  column  reaches  the  mid- 
descending  colon,  inflow  is  stopped,  and  a film 
is  exposed.  The  patient  is  urged  to  strain  while 
expelling  the  enema.  With  the  patient  again  in 
the  prone  right  oblique  position,  the  table  is 
tilted  to  slight  Trendelenburg  position,  thus 
elevating  the  rectum.  The  contents  of  a Politzer 
bag  is  gently  insufflated  into  the  rectum  through  a 
small  tube,  and  a film  is  taken.  A second  film 
of  the  rectosigmoid  is  taken  after  two  bagfuls 
of  air  are  instilled.  If  invagination  of  the  sigmoid 
has  occurred  during  expulsion  of  the  enema,  the 
apex  of  the  intussusceptum  appears  as  a rounded 
shadow  protruding  into  the  ampulla  of  the  air- 
filled  rectum.  Retention  of  barium  in  the  sig- 
moid proximal  to  the  rectosigmoid  junction  illus- 
trates the  ball-valve  mechanism  of  the  proci- 
dentia (Figs.  1 to  3). 

Treatment 

The  constitutional  nature  of  the  condition,  its 
chronicity,  and  the  associated  hyperirritable  colon 
syndrome  all  combine  to  add  to  the  difficulties 
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Fig.  2.  (A)  Postevacuation  film  showing  ball-valve  obstruction  at  rectosigmoid  due  to  prolapse  of  sigmoid 

(B)  Same  patient  with  air-filled  rectum. 


adequate  for  pharmacologic  effect,  but  short  of 
attaining  side-actions  such  as  dry  mouth  and 
mydriasis.  Most  important  is  the  continuous 
administration  of  the  hydrophilic  colloid  prepara- 
tions of  psyllium  and  karaya  (Konsyl,  Hydrocil, 
Mucilose)  and  perhaps  the  methyl  celluloses. 
These  hydrophils  must  be  administered  in  fre- 
quent and  sufficient  doses  so  that  the  resulting 
firm,  bulky,  and  slippery  fecal  bolus  will  dilate 
and  fill  the  distal  sigmoid.  Such  a stool  should 
slip  through  the  rectosigmoidal  junction  readily 
and  easily,  to  fill  completely  the  rectal  ampulla, 
thereby  forestalling  sigmoidal  invagination.  Mild 
sedatives,  essential  vitamins,  and  the  hormones 
(estrogen,  testosterone,  thyroid)  are  adjuvants 
utilized  when  indicated  by  the  general  medical 
condition  of  the  patient. 

Patients  are  cautioned  against  straining  unduly 
at  stool.  Should  no  bowel  action  result  after 
forty-eight  hours,  a plain  warm  water  enema, 
taken  before  retiring,  is  advised.  This  is  best 
administered  with  the  patient  either  supine  or  in 
the  Sims’s  position  with  the  knees  drawn  up. 
In  these  positions,  hydrostatic  pressure  will 
mechanically  reduce  the  pluglike  sigmoidal  in- 
tussusceptum  and  allow  the  accumulated  fecal 
mass  to  pass  from  the  sigmoid  into  the  rectum. 

It  should  be  noted  that  anorectal  inflammatory 
lesions  such  as  chronic  fissures,  cryptitis,  papil- 
litis, and  pectenosis  are  frequently  present.  If 
present,  such  lesions  must  be  eradicated  surgi- 
cally in  order  to  eliminate  neuromuscular  reflex 
stimuli,  factors  so  frequently  leading  to  hyper- 
irritability of  the  colon.12 

Constant  reassurance,  skillful  expectant  man- 
agement of  symptomatic  episodes,  and  consider- 
able patience  on  the  part  of  the  physician  as  well 
as  the  patient  should  result  in  satisfactory  thera- 
peutic results. 

I 


Fig.  3.  Postevacuation  aerogram  showing  intus- 
susception of  distal  sigmoid. 


of  treatment.  Many  patients  have  exaggerated 
anxieties  regarding  their  illness;  some  are  in 
their  climacteric;  others  are  definitely  psycho- 
neurotic. 

Relief  of  anxiety  in  such  patients,  many  of 
whom  have  cancer  phobia,  can  be  attained  by 
patiently  and  simply  explaining  to  them  the 
mechanics  of  the  condition  at  the  conclusion  of  a 
very  complete  examination  which  must  include  a 
barium  enema  and  sigmoidoscopy.  Harsh  ca- 
thartics are  banned. 

The  treatment  is  directed  toward  allaying  the 
hyperirritability  of  the  colon  and  especially 
spasm  in  the  distal  sigmoid  (parasympathotonia). 
Anticholinergic  drugs,  atropine  or  methantheline 
bromide  (Banthine),  are  administered  in  dosage 
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Summary 

Although  described  repeated!}’  for  over  seventy 
years,  the  syndrome  resulting  from  sigmoidorectal 
intussusception  is  still  not  well  known. 

Symptoms  include  obstinate  rectal  constipa- 
tion, defecation  characterized  by  a sense  of  in- 
complete evacuation,  tenesmus,  bloody  mucoid 
dejections,  dragging  discomfort  in  the  pelvis  and 
perineum,  defecatory  proctalgia,  and  occasion- 
ally proctalgia  fugax. 

We  often  fail  to  diagnose  sigmoidal  proci- 
dentia because  patients  are  generally  sigmoido- 
scoped  in  the  inverted  or  knee-shoulder  position. 
In  this  position,  the  intussusceptum  reduces 
itself  spontaneously.  The  lesion  can  be  readily 
demonstrated  if  the  patient  is  examined  in  the 
Sims’s  position. 

A technic  for  roentgenographic  demonstration 
of  the  lesion  is  described. 


The  unstable  colon  syndrome  is  frequently  a 
sequel  to  sigmoidorectal  intussusception.  Treat- 
ment directed  toward  alleviating  sigmoidal 
spasm  generally  results  satisfactorily. 
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TRICHLORETHYLENE  (TRILENE)  ANALGESIA  FOR  OBSTETRICS  AND  MINOR 
SURGERY  IN  GENERAL  PRACTICE 


The  advantages  of  this  agent  are  listed  and 
represent  the  closest  approach  to  the  optimal  anal- 
gesic for  minor  office  surgery  and  home  obstetrics, 
in  the  opinion  of  the  author.  He  reports:  (1)  It  is 
safe  to  use  in  minor  pediatric  surgery.  (2)  It  has 
a potent  analgesic  effect  given  alone  or  in  combina- 
tion with  demerol  and/or  scopolamine.  (3)  Its 
odor  is  not  unpleasant.  (4)  Induction  is  rapid  and 
awakening  rapid  and  lucid.  (5)  Side-effects  such 
as  restlessness,  nausea,  vomiting,  and  headache  are 
minimal. 


(6)  In  obstetrics  it  can  be  used  for  long 
periods  without  danger  to  mother  or  infant  and 
without  affecting  the  uterus.  (7)  Incidence  of 
hemorrhage  or  other  obstetric  complications  is  not 
increased.  (8)  Labor  is  not  prolonged.  (9)  Ad- 
ministration is  simple  and  easy.  (10)  It  boosts  the 
morale  of  the  parturient  woman.  (11)  It  does  not 
depress  fetal  respiration.  (12)  It  can  be  used  safely 
even  in  the  absence  of  a doctor. — Gordon  Smith, 
M.D.,  North  Carolina  Medical  Journal,  November, 
1952 


CLINICAL  EXPERIENCES  WITH  HEXAMETHONIUM  CHLORIDE 
IN  HYPERTENSION 

Irving  Hirshleifer,  M.D.,  George  Schwartz,  M.D.,  Stanley  I.  Fishman,  M.D.,  and 
Arthur  M.  Fankhauser,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Medicine,  Kings  County  Division,  Kings  County  Hospital,  and  Medical  Research 
Department,  Equitable  Life  Assurance  Society  of  the  United  States ) 


THE  quarternary  ammonium  compounds 
have  been  investigated  in  their  relationship 
to  the  control  of  hypertension  during  the  past 
decade.1  The  first  of  these,  tetraethylammo- 
nium  chloride,  failed  to  produce  a prolonged  hy- 
potensive effect  in  nontoxic  dosage  and  has, 
therefore,  been  relegated  to  those  conditions 
where  prolonged  hypotensive  effect  was  not  in- 
dicated.* During  the  past  three  years,  several 
of  the  salts  of  hexamethonium  have  been  studied 
for  their  hypotensive  properties.  There  has 
been  much  enthusiasm  in  medical  circles,  and 
more  recently  in  newspapers,  concerning  these 
compounds.  They  have  been  presented  in  some 
“tabloids”  as  a new  hope  for  the  effective  medical 
control  of  hypertension,  this  news  breaking  si- 
multaneously with  the  release  of  these  drugs  to 
pharmacies  for  distribution  on  prescription. 

These  compounds  have  been  shown  to  act  by 
blocking  nervous  impulses  at  the  level  of  the 
autonomic  ganglia.1  Some  investigators  be- 
lieve that  the  hexamethonium  salts  produce  a 
more  complete  blockage  than  any  of  the  pre- 
viously used  drugs.  The  bromide  salt  has  been 
subjected  to  the  greatest  amount  of  study  of  any 
of  the  hexamethonium  compounds.  These  drugs 
are  effective  when  given  parenterally  or  orally. 
The  chloride,*  while  it  has  not  been  studied  to 
the  same  degree,  is  believed  to  have  a similar 
pharmacologic  action.3  The  sole  advantage  over 
the  bromide  is  that  the  latter  salt,  when  given 
orally,  may  at  times  lead  to  bromidism.  Not 
much  is  known  concerning  the  absorption  and  ex- 
cretion of  hexamethonium  chloride.  Locket 
believes  that  it  is  absorbed  very  slowly  from  the 
gastrointestinal  tract  and  that  at  most  4 per  cent 
to  5 per  cent  is  absorbed  into  the  general  circu- 
lation.4 However,  Graham  and  Campbell  be- 
lieve it  impossible  to  determine  absorption, 
since  there  is  no  method  for  determining  serum 
levels.6  Milne  and  Oleesky  found  that  from 
19  per  cent  to  30  per  cent  of  the  oral  dose  was 
recovered  in  the  feces,  and  from  2.6  per  cent 
to  14.6  per  cent  was  recovered  in  the  urine.6 
Chronic  toxicity  tests  carried  out  by  Scott  indi- 
cated that  when  hexamethonium  chloride  is  given 
orally,  it  is  relatively  nontoxic.7 

* Hexamethonium  chloride,  first  identified  as  CH-53  dur- 
ing the  clinical  trials,  was  supplied  later,  under  the  brand 
name  "Methium,”  through  the  courtesy  of  Walter  Hoskins, 
Ph.D.,  Chilcott  Laboratories,  Inc.  Morris  Plains,  New 
Jersey. 


TABLE  I. — Hexamethonium  Chloride  in  Hypertension 


Results 

Number 

of 

Cases 

Discontinuation  of 
Treatment  Because  of 

Toxic  Reactions . 

Number 

of  Cases  Per  Cent 

Hypotensive  effect 

6 

4 

66 

Relief  of  symptoms 

7 

7 

100 

Absence  of  change 

2 

1 

50 

Totals 

15 

12 

80 

TABLE  II. — Toxic  Reactions  in  80  Per  Cent  of  a Series 
of  15  Cases  Treated  with  Hexamethonium  Chloride. 

Reaction 

Number  of 
Instances 

Constipation 

10 

Blurred  vision 

4 

Vertigo 

2 

Difficult  urination 

2 

Impotence 

2 

Ileus 

2 

Increased  headache 

1 

Vomiting 

1 

Abdominal  pain 

1 

Perianal  inflammation 

1 

Dermatitis 

1 

Tinnitus 

1 

For  the  purpose  of  evaluating  the  oral  chloride 
salt  of  hexamethonium,  15  patients  with  mod- 
erate to  severe  hypertension  were  selected  from 
the  medical  wards  and  the  Cardiac  Clinic  of 
Kings  County  Hospital  for  treatment.  Nine 
males  and  six  females,  ranging  in  age  from  forty- 
nine  years  to  seventy-three  years,  with  a mean  of 
fifty-seven  years,  were  treated.  All  of  these 
patients  had  been  carefully  evaluated  and  diag- 
nosed as  having  hypertensive  cardiovascular 
disease  relatively  recalcitrant  to  the  usual 
therapy.  One  patient  had  had  a sympathectomy 
four  years  prior  to  treatment.  All  patients 
were  observed  for  a suitable  period  of  time  in 
order  to  determine  their  usual  mean  blood  pres- 
sures prior  to  initiation  of  treatment  with  the 
drug.  All  other  medication  was  discontinued, 
and  hexamethonium  chloride  was  given  in  dos- 
age of  1 to  4 Gm.  daily  for  periods  varying  from 
two  days  to  ten  weeks.  The  dosage  and  length 
of  time  the  drug  was  administered  in  each  case 
were  determined  by  the  degree  of  hypertension, 
the  response  to  therapy,  and  the  toxic  reactions 
encountered. 

The  results  were  classified  as  excellent,  good, 
fair,  and  poor,  depending  upon  (1)  hypotensive 
effect,  (2)  relief  of  symptoms,  and  (3)  toxic  re- 
actions. Two  patients  had  excellent  results,  one 
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Fig.  1.  Hypotensive  effect  produced  by  hexame- 
thonium  chloride  in  six  cases. 


good,  three  fair,  and  nine  were  classified  as  poor 
results.  Table  I shows  a further  analysis  of  the 
results  as  weighed  against  the  toxic  reactions. 
In  12  of  the  15  cases  the  drug  was  discontinued 
because  of  the  severity  of  the  side-effects.  In 
two  of  the  three  remaining  cases,  in  which  the 
drug  could  be  continued,  an  excellent  hypoten- 
sive effect  was  observed.  The  third  showed 
neither  hvpotensive  effect  nor  relief  of  symptoms 
(Fig.  1) 

The  greatest  difficulty  encountered  in  the  use 
of  the  oral  hexamethonium  chloride  was  the 
prevalence  of  side-effects  (80  per  cent  of  the 
cases).  Constipation  was  most  frequently  seen 
and  was  severe  enough  to  merit  discontinuance 
of  the  drug.  Other  frequent  side-effects  were 
blurred  vision,  vertigo,  impotence,  and  difficulty 
in  urination.  Increased  headache,  vomiting, 
abdominal  pain,  perianal  inflammation,  dermati- 
tis, and  tinnitus  were  also  noted  (Table  II) . Two 
patients  developed  paralytic  ileus.  One  of  these 
patients  developed  ileus  after  receiving  1 Gm. 
of  hexamethonium  chloride  daily  for  four  days. 
This  patient  was  operated  upon  and  expired 
postoperatively.  Postmortem  examination  re- 
vealed massive  atelectasis  of  both  lungs.  The 
second  patient  developed  paralytic  ileus  after 
receiving  1 Gm.  of  hexamethonium  chloride 


daily  for  only  two  days.  Intensive  therapy  ; 
with  parenteral  Prostigmin  and  oral  Urecholine  ' 
alleviated  the  ileus  after  seventy-two  hours. 

Summary 

The  results  of  oral  hexamethonium  chloride  ther- 
apy in  15  patients  with  hypertensive  cardiovascu- 
lar disease  are  presented.  Relief  of  symptoms  was 
noted  in  47  per  cent  of  the  cases,  hypotensive 
effect  was  obtained  in  40  per  cent  of  the  cases,  i 
and  no  beneficial  effect  was  seen  in  13  per  cent; 

80  per  cent  of  the  patients  developed  side-effects 
necessitating  discontinuance  of  the  drug. 

Conclusion 

The  toxic  reactions  produced  by  hexamethonium  I 
chloride  given  orally  in  the  therapy  of  hypertensive  ' 
cardiovascular  disease  in  this  study  would  seem 
to  overshadow  its  beneficial  effects.  The  mag-|  | 
nitude  and  severity  of  the  toxic  reactions  were*i 
unrelated  to  the  dosage  of  the  drug,  there  being 
marked  variation  in  tolerance  to  the  drug  from 
patient  to  patient.  Caution  should  be  exercise®  1 
in  its  usage,  and  hospitalization  is  advisable.  , 
There  are  probably  insurmountable  risks  asso-» 
dated  with  the  dispensing  of  this  drug  in  office 
practice  in  our  present  state  of  knowledge. 
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BLUE  SHIELD  ENROLLMENT  FIGURES 
More  than  25,000,000  people  are  now  enrolled  in 
Blue  Shield  Plans,  according  to  Frank  E.  Smith,  di- 
rector of  the  National  Blue  Shield  Commission.  This 
is  an  all-time  high  for  these  nonprofit  medical  care 
Ians  which  have  qualified  for  membership  in  Blue 
hield  Medical  Care  Plans,  the  national  association. 
“This  enrollment  constitutes  16  per  cent  of  the 
entire  population,”  said  Mr.  Smith.  “Some  of  the 


Plans  top  this  average  by  a wide  margin;  Delaware 
leads  with  59  per  cent  of  the  State’s  population  en- 
rolled, and  the  District  of  Columbia  ranks  second 
with  45  per  cent.  Michigan  leads  numerically,  with 
an  enrollment  of  2,748,923  persons.” 

Blue  Shield  Plans  are  governed  locally  and  are 
sponsored  by  their  state  and  count}*  medical  associa- 
tion. 


REHABILITATION  OF  THE  PATIENT  WITH  HEMIPLEGIA 

Donald  A Covalt,  M.D.,  New  York  City 

(From  the  Department  of  Physical  Medicine  and  Rehabilitation,  New  York  University  College  of  Medicine, 
and  the  Institute  of  Physical  Medicine  and  Rehabilitation,  New  York  University-Bellevue  Medical  Center) 


PATIENTS  with  hemiplegia  constitute  one  of 
the  largest  groups  of  persons  suffering  from 
chronic  neurologic  disease.  It  has  been  esti- 
mated that,  at  any  one  time,  there  are  more  than 
one  million  in  the  United  States.1 

As  physicians  we  have  carefully  treated  the 
acute  condition.  If  the  patient  survived,  we 
have  sent  him  home  with  little  or  no  instruction 
as  to  his  further  care  and  rehabilitation.  Some  of 
these  patients  have  been  able  to  teach  themselves 
to  walk  and  have  been  able  to  resume  a fairly 
normal  life.  At  the  Institute  of  Physical  Medi- 
cine and  Rehabilitation  we  have  found  that  many 
more  can  be  benefited  by  an  active  treatment  pro- 
gram under  the  jurisdiction  of  a physician. 

Out  of  the  first  200  cases  that  have  gone 
through  the  Department  of  Physical  Medicine 
and  Rehabilitation  at  the  Bellevue  Hospital  and 
who  were  reviewed  one  year  after  discharge,  it 
was  found  that  79.6  per  cent  were  capable  of 
self-care,  and  20.4  per  cent  were  capable  of  some 
employment.2 

Causes  of  Hemiplegia 

The  causes  of  hemiplegia  are  apoplexy,  trauma, 
and  congenital  anomaly. 

Apoplexy. — Apoplexia  may  be  caused  by 
thrombosis,  hemorrhage,  embolism,  and  cerebral 
vascular  spasm.  These  are  placed  in  order  of  in- 
cidence, the  former  being  most  frequent. 

Trauma. — Any  outside  force  striking  the  skull 
with  sufficient  intensity  may  cause  cerebral 
hemorrhage  or  skull  fracture  with  resultant 
hemiplegia. 

Congenital  Anomalies. — Congenital  anomalies 
include  absence  of  a portion  of  or  malformation  of 
the  brain  with  resultant  hemiplegia ; also,  angio- 
matous malformation  and  aneurysms. 

Selection  of  Cases 

Each  individual  patient  must  be  carefully  ex- 
amined and  evaluated  as  to  whether  or  not  a 
rehabilitation  program  is  feasible.  Cases  are 
excluded  that  have  (1)  malignant  hypertension, 
(2)  encephalomalacia,  or  (3)  senility.  Those 
patients  who  have  a resultant  hemiplegia  from 
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trauma  are  included  in  the  rehabilitation  program 
only  when  it  is  felt  that  they  are  clinically  ready 
to  start  such  a program.  In  addition,  every 
patient  with  hemiplegia  must  have  the  willpower 
and  motivation  to  start  his  treatment  program. 
This  is  particularly  true  of  the  patient  with 
hemiplegia,  because  it  is  not  so  important  what 
we  as  physicians  do  for  the  patient,  but  rather 
what  we  teach  the  patient  to  do  for  himself. 
There  must  always  be  a careful  evaluation  of  the 
mental  and  physical  residue  of  the  patient. 

There  is  always  a question  as  to  the  proper 
time  to  start  an  active  program  for  these  patients. 
When  the  cause  of  hemiplegia  is  thrombosis  or 
embolism,  an  active  program  can  be  started  on 
the  patient  within  two  to  three  days.  If  cerebral 
hemorrhage  has  been  the  cause  of  hemiplegia,  we 
usually  have  waited  two  to  three  weeks  before 
starting  an  active  program,  but  lately  we  have 
shortened  this  period  of  time  to  five  or  seven 
days,  according  to  the  condition  of  the  patient. 
It  has  become  apparent  that  there  has  been  no 
untoward  effect  by  starting  the  rehabilitation 
program  on  an  earlier  date  than  heretofore. 

Admission  Procedures 

Upon  admission  to  the  Department  of  Physical 
Medicine  and  Rehabilitation,  every  patient  is 
given  a complete  physical  examination,  blood 
pressure  and  pulse  rate  are  noted,  and  a complete 
blood  count  and  urinalysis  is  done.  In  addition, 
the  three  tests  that  are  important  for  rehabilita- 
tion are  included.  These  are  the  range  of  motion 
test,  muscle  test,  and  testing  for  the  activities  of 
daily  living. 

There  are  102  ordinary  “Activities  of  Daily 
Living,”  and  every  patient  is  tested  for  these, 
such  as,  rolling  from  place  to  place  in  bed,  feeding 
and  toilet  care,  the  ability  of  the  patient  to  sit  on 
the  edge  of  the  bed,  to  stand  and  walk,  to  get 
from  bed  to  wheelchair  and  back  again,  and  the 
ability  of  the  patient  to  climb  stairs.  Every 
patient  is  asked  to  go  through  these  activities, 
and  those  that  are  accomplished  are  checked  in 
black  and  those  that  he  is  not  able  to  accomplish 
are  left  blank,  to  be  filled  in  later  in  red  as  the 
therapist  teaches  the  patient  this  activity. 

A simple  procedure  to  test  if  the  patient  has 
sufficient  musculature  of  the  lower  extremity,  in 
order  to  learn  to  walk  again,  can  be  done  by  asking 
the  patient,  while  lying  on  his  back,  to  lift  the 
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partially  paralyzed  leg.  If  he  is  able  to  raise  his 
leg  one  inch  off  the  bed,  he  has  enough  muscle 
power  to  learn  to  walk  again. 

Procedures  to  Prevent  Deformity 

Procedures  to  prevent  deformity  while  the 
patient  is  in  bed  during  the  acute  phase,  and 
also  to  be  followed  during  his  time  in  bed  before 
the  patient’s  rehabilitation  program  has  been 
started,  are  as  follows: 

1.  A pillow  should  be  kept  in  the  axilla  on  the 
affected  side  at  all  times  during  the  patient’s  stay 
in  bed  to  prevent  the  adduction  contracture  of  the 
arm  to  the  side. 

2.  A foot  board  should  be  placed  at  the  end  of 
the  bed  or,  preferably,  a posterior  leg  splint 
should  be  applied  to  the  paralyzed  lower  extrem- 
ity to  prevent  footdrop  on  the  affected  side. 
The  sheets  should  never  be  pulled  tightly  over 
the  edge  of  the  bed. 

3.  Sand  bags  should  be  placed  laterally  along 
the  paralyzed  leg  to  prevent  outward  rotation  of 
the  leg. 

4.  The  joints  of  both  affected  extremities 
should  be  carried  through  a complete  range  of 
motion  passively  twice  a day,  once  in  the  morning 
and  once  in  the  afternoon.  The  nurse  or  a mem- 
ber of  the  family  can  be  taught  to  do  this. 
Particular  attention  should  be  given  towards  the 
shoulder  joint,  since  this  quickly  tends  to  become 
ankylosed  and  painful. 

5.  Quadriceps  muscle  setting  should  be  carried 
out  actively  by  the  patient  in  order  to  maintain 
and  increase  the  strength  of  this  muscle  group. 
This  should  be  done  for  fifteen  minutes  twice 
daily. 

Treatment  Program 

Within  the  time  limits  as  set  forth  above,  the 
first  activity  for  the  patient  should  be  to  learn  to 
sit  upright  in  bed.  At  first,  this  will  probably 
have  to  be  with  assistance.  A small  rope  made  of 
braided  bandage  is  tied  to  the  end  posts  of  the 
bed  and  brought  up  two  thirds  of  the  patient’s 
length  in  bed.  This  is  arranged  in  order  that  he 
may  grasp  it  easily  with  his  good  hand.  He 
should  be  taught  to  place  the  paralyzed  hand  on 
the  rope  and  hold  it  in  position  with  the  good 
hand  and  use  both  arms  to  pull  himself  up  to  a 
sitting  position.  It  is  important  that  the  patient 
start  sitting  up  in  bed  and  later  on  the  edge  of  the 
bed  with  the  legs  hanging  over,  in  order  to  pre- 
serve his  sense  of  balance.  These  patients  lose 
their  sense  of  balance  very  quickly  if  they  are 
kept  lying  quietly  in  bed  for  any  length  of  time. 

Standing  by  the  side  of  the  bed  can  be  done 
with  parallel  bars.  The  patient  grasps  the  bar 
with  the  good  hand,  and  the  nurse  or  attendant 


can  place  the  paralyzed  hand  on  the  parallel  bar. 
If  parallel  bars  are  not  available,  two  ordinary 
kitchen  chairs  may  be  put  beside  the  bed  with 
their  backs  turned  towards  one  another  two  feet 
apart.  The  patient  is  taught  to  place  the  para- 
lyzed hand  on  the  top  of  the  chair.  The  hand  can 
be  bandaged  to  the  top  rung  of  the  chair  if  the 
patient  is  unable  to  grasp  it. 

After  a few  days  of  standing  and  shifting  his 
weight  from  one  leg  to  the  other,  and  when  the 
sense  of  balance  has  been  returned,  it  is  time  to 
start  learning  to  walk  again.  This  must  be  done 
with  a reciprocal  motion.  As  the  right  hand  is 
extended  along  the  parallel  bar,  the  left  lower  ex- 
tremity is  brought  forward.  As  the  left  hand  is 
advanced  along  the  parallel  bar,  the  right  lower 
extremity  is  brought  forward,  in  order  that  the 
patient  will  walk  with  a normal  reciprocal  pat- 
tern. If  chairs  are  used,  an  attendant  stands  on 
the  paralyzed  side  of  the  patient  and  advances 
the  chair  while  the  patient  moves  the  chair  with 
the  good  arm  and  hand.  The  pattern  should  be 
the  same — right  foot,  left  hand  advanced;  then 
left  foot,  right  hand  advanced. 

A short  leg  brace  should  be  prescribed  on  every 
hemiplegic  patient  who  has  a footdrop  or  toe 
drag.  To  allow  a patient  to  try  to  walk  with  a 
toe  drag  or  an  inversion  of  the  foot  is  a hazard 
that  should  not  be  permitted.  These  patients 
are  unstable  on  their  feet,  and,  if  they  stub  their 
toe  or  twist  their  ankle,  they  are  likely  to  fall,  with 
resultant  fracture.  A simple,  light,  double-bar 
short  leg  brace  with  a 90-degree  stop  gives  them 
security  and  prevents  the  toe  drop  and  toe  drag 
and  will  facilitate  their  progress  in  walking. 
After  learning  to  walk  on  level  surfaces,  they 
must  be  taught  to  climb  stairs  and  curbs.  Some 
patients  may  need  long  leg  braces. 

Many  patients  with  hemiplegia  have  a very 
painful  shoulder  on  the  side  of  the  paralysis. 
These  patients  usually  have  very  restricted  range 
of  motion.  We  have  found  that  by  placing  a 
pulley  on  the  wall  above  the  patient's  head,  let- 
ting the  patient  sit  in  a chair  below  the  pulley, 
attaching  a short  rope  to  the  paralyzed  hand  and 
arm,  carefully  bandaged  so  that  there  is  no  abra- 
sion of  the  skin,  and  allowing  the  patient  to  grasp 
the  other  end  of  the  rope  with  a small  handle  with 
the  good  arm  and  hand,  he  can  pull  down  with 
the  good  arm  and  hand  and  so  bring  the  paralyzed 
arm  up  in  extension.  The  pain  will  not  allow 
him  to  go  too  far,  but  he  is  encouraged  to  increase 
the  range  of  motion  of  the  arm  on  the  shoulder 
every  day.  This  exercise  is  done  for  fifteen 
minutes  twice  daily.  We  have  found  that  when 
range  of  motion  is  actively  or  passively  accom- 
plished, the  pain  disappears  from  the  joint. 

Personal  Care  Activities. — These  patients  can  be 
taught  to  take  care  of  their  personal  needs,  per- 
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sonal  cleanliness,  to  dress  themselves,  even  to 
button  their  buttons  and  tie  their  own  shoe- 
strings with  one  hand.  This  is  usually  accom- 
plished under  the  direction  of  a physical  therapist. 

Summary 

Many  patients  with  hemiplegia  can  be  taught 
to  walk  again,  to  take  care  of  their  personal  needs, 


and  even  to  return  to  work.  Prognosis  of  a com- 
pletely paralyzed  upper  extremity  is  not  good  for 
return  of  function. 
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IMPORTANT  DECISION  ON  TAX  DEDUCTION  FOR  POSTGRADUATE  TRAINING 


The  U.S.  Circuit  Court  of  Appeals,  Second  Cir- 
cuit, New  York  City,  recently  handed  down  a deci- 
sion which  is  of  considerable  importance  to  the 
physician  so  far  as  Federal  income  tax  is  concerned. 

For  a number  of  years,  the  A.M.A.  House  of  Dele- 
gates, the  Board  of  Trustees,  and  individual  physi- 
cians have  expressed  concern  over  a ruling  of  the 
Commissioner  of  Internal  Revenue  that  expenses  in- 
curred by  a physician  in  pursuing  postgraduate 
medical  education  were  personal  in  nature  and, 
therefore,  not  deductible  for  income  tax  pur- 
poses. 

As  J.  W.  Holloway,  Jr.,  director  of  the  A.M.A. 
Bureau  of  Legal  Medicine,  has  said  many  times, 
it  has  been  extremely  difficult  to  understand  the 
validity  of  such  a ruling  because  of  the  fact  that 
physicians  have  been  permitted  to  deduct,  for  income 
tax  purposes,  the  costs  of  attending  medical  meet- 
ings, of  subscriptions  to  scientific  publications,  and 
of  dues  paid  to  medical  organizations — all  of  the 
expenses  being  incurred  by  physicians  to  keep  their 
“stock  in  trade”  up  to  date. 

Mr.  Holloway  has  contended  that  if  expenses  of 
the  kind  enumerated  were  allowable,  it  is  difficult  to 
appreciate  what  distinction  could  logically  and 
legally  be  made  between  them  and  the  costs  incurred 
by  a physician  in  attending  a formal  course  offered 
to  keep  him  up  to  date  in  the  advancement  of  pro- 
cedures of  essential  value  to  him  in  the  treatment  of 
his  patients. 

As  a result,  the  A.M.A.  Board  of  Trustees  author- 
ized employment  of  special  tax  counsel  to  pursue  this 


matter,  in  behalf  of  the  A.M.A.,  to  a final  conclusion. 
An  effort  first  was  made  to  induce  the  Commissioner 
of  Internal  Revenue  to  review  his  earlier  decision 
declaring  nondeductible  expenses  of  this  sort,  but 
the  commissioner  refused,  holding  to  his  previous 
decision. 

During  the  course  of  the  study  of  this  matter, 
however,  it  was  learned  that  there  was  pending  be- 
fore the  U.S.  Tax  Court  a case  in  which  a lawyer, 
named  Coughlin,  had  been  denied  the  right  to  de- 
duct expenses  incurred  by  him  in  attending  post- 
graduate courses  on  taxation.  In  view  of  the  fact 
that  the  issue  involved  in  the  lawyer’s  case  was 
quite  similar  to  the  issue  in  which  medicine  was 
interested,  the  A.M.A.  filed  in  that  case  a brief  as 
amicus  curiae.  The  Tax  Court,  however,  held 
against  the  taxpayer,  Coughlin,  and  an  appeal  was 
made  to  the  U.S.  Court  of  Appeals;  the  A.M.A. 
again  filed  a brief. 

Oral  arguments  in  the  case  before  the  Appellate 
Court  were  heard  on  March  11,  1953.  April  14, 
the  court  reversed  the  decision  of  the  U.S.  Tax 
Court,  holding,  in  effect,  that  the  lawyer  could  de- 
duct, for  Federal  income  tax  purposes,  the  expenses 
incurred  by  him  in  taking  a postgraduate  course 
dealing  with  taxation. 

The  A.M.A.  Bureau  of  Legal  Medicine  now  plans 
to  confer  with  its  tax  counsel  this  week,  and  an  ex- 
planatory story  of  the  doctor-implications  in  the 
Coughlin  case  will  be  prepared  for  publication  in  a 
forthcoming  issue  of  the  Journal  of  the  A.M.A. — 
Secretary’s  Letter,  April  22,  1953 


CORNELL  CONLERENCES  ON  THERAPY 


Departments  of  Pharmacology  and  Medicine,  Cornell  University 
Medical  College  and  New  York  Hospital 


'"THESE  are  the  stenographic  reports  (which  have  been  edited)  of  conferences  by  the 
^ members  of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  Univer- 
sity Medical  College  and  New  York  Hospital,  with  collaboration  of  other  departments 
and  institutions.  The  questions  and  discussions  involve  participation  by  members  of 
the  staff  of  the  college  and  hospital,  students,  and  visitors.  A selected  group  of  these 
conferences  is  published  in  an  annual  volume,  Cornell  Conferences  on  Therapy,  by  the 
Macmillan  Company. 


THERAPEUTIC  USE  OF  COMBINATIONS  OF  ANTIBIOTIC  AGENTS 


Dr.  George  Reader:  The  use  of  combi- 
nations of  antibiotic  agents  in  the  treatment  of 
infections  has  become  a subject  of  considerable 
interest.  How  the  matter  stands  will  be  ex- 
plored in  the  conference  today.  The  discussion 
will  be  opened  by  Dr.  Ernest  Jawetz  of  the  Uni- 
versity of  California,  who  has  been  engaged  in 
experiments,  the  results  of  which  have  aroused  a 
great  deal  of  interest  in  relation  to  the  subject  of 
combined  therapy. 

Dr.  Ernest  Jawetz:  You  probably  know 

that  antibiotics  are  more  commonly  used  in  ther- 
apy than  any  other  drugs  at  the  present  time. 
It  has  been  estimated  that  in  the  past  year  some- 
where around  200  tons  of  penicillin  were  pro- 
duced. The  public  paid  between  250  and  350 
million  dollars  in  this  country  alone  for  anti- 
biotics. One  of  every  four  prescriptions  filled 
by  the  pharmacist  called  for  an  antibiotic.  I 
have  these  figures  from  one  of  the  popular  mag- 
azines. I believe  they  represent  the  true  situa- 
tion. It  is  my  guess  that  only  about  1 per  cent 
of  this  amount  was  put  to  use  with  proper  clinical 
indications.  This  very  extensive  use  of  the  an- 
tibiotics has  helped  to  bring  to  light  clinical 
infections  which  do  not  respond  to  any  single 
agent,  no  matter  how  large  the  dose.  We  have 
the  record  of  a young  woman  who,  after  a thera- 
peutic abortion,  developed  bacterial  endocarditis 
due  to  an  enterococcus.  She  received  several 
courses  of  treatment,  massive  doses  of  sulfo- 
namides at  one  time,  several  million  units  of  pen- 
icillin at  another,  streptomycin  on  another  oc- 
casion, and  at  one  time  aureomycin.  In  one 
course  of  treatment  she  received  180  Gm.  of 
aureomycin  over  a period  of  twenty-eight  days. 
She  received  4 pounds,  or  1,800  Gm.,  of  crystal- 
line penicillin-G  over  a period  of  twenty-eight 


days.  This  amounts  to  approximate^  100,000,- 

000  units  a day  for  a period  of  about  a month. 
All  of  these  suppressed  the  infection  temporarily, 
giving  rise  to  negative  blood  cultures,  but  in  all 
cases  bacteriologic  relapse  followed,  and  the 
clinical  manifestations  of  bacterial  endocarditis 
persisted.  She  eventually  died,  in  spite  of  all  of 
these  measures.  It  was  such  a case  as  this  that 
aroused  our  interest  in  the  possibility  of  a more 
fruitful  method  for  the  treatment  of  infections  by 
the  use  of  combinations  of  antibiotic  agents. 

We  approached  the  problem  through  the  me- 
dium of  laboratory  experiments,  and  I should 
like  to  relate  some  of  the  kinds  that  we  performed 
and  the  kind  of  results  we  obtained. 

If  one  puts  into  a test  tube  a number  of  viable 
bacteria,  for  example,  10,000,000  organisms  of 
enterococcus,  adds  to  it  some  penicillin,  and  then 
cultures  or  subcultures  the  tube,  a count  of  the 
bacteria  will  disclose  a progressive  fall  in  the 
viable  population,  indicating  that  many,  but  not 
all,  of  the  bacteria  have  been  killed  off.  If  one 
then  adds  streptomycin  in  a concentration  which, 
by  itself,  has  no  effect,  there  results  a marked 
increase  in  the  rate  at  which  the  bacteria  are 
killed  off.  I have  applied  the  term  synergism 
to  this  type  of  reaction.  If,  however,  chlor- 
amphenicol instead  of  streptomycin  is  the  second 
drug  added,  and  again  in  an  amount  insufficient 
to  produce  any  significant  effect  by  itself,  it 
exerts  the  opposite  effect  of  decreasing  the  rate  at 
which  penicillin  alone  exerts  its  killing  action  on 
the  bacteria  in  the  test  tube.  To  this  reaction 

1 have  applied  the  term  antagonism.  This  type 
of  synergism  and  antagonism  was  found  to  apply 
to  a fairly  wide  variety  of  organisms. 

This  phenomenon,  which  we  first  discovered 
in  the  test  tube,  was  then  found  to  apply  also 
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to  experiments  with  mice.  In  one  type  of  ex- 
periment, for  example,  mice  were  injected  with  a 
virulent  streptococcus,  and  all  died  in  about 
eight  days.  When  such  a group  was  tried  with 
penicillin  alone  in  suitable  dosage,  they  all  sur- 
vived. When,  to  such  a group  of  mice,  doses  of 
terramycin  were  given  which,  by  themselves, 
produced  no  curative  effect,  the  penicillin,  which 
in  a previous  group  cured  all  the  animals,  was 
now  able  to  cure  only  about  half  of  them. 
Clearly,  the  small  amount  of  the  second  anti- 
biotic antagonized  the  therapeutic  effects  of 
otherwise  effective  doses  of  penicillin. 

In  an  interesting  observation  recently  pub- 
lished by  others  the  possibility  of  antagonism 
between  antibiotic  agents  in  certain  clinical  sit- 
uations was  suggested.  It  was  found,  in  cases 
with  pneumococcus  meningitis,  that  a group 
treated  with  penicillin  alone  yielded  a mortality 
of  only  about  30  per  cent,  whereas  a similar  dose 
of  penicillin  together  with  full  doses  of  aureo- 
mycin  raised  the  mortality  to  79  per  cent.  The 
authors  believed  from  their  statistical  analysis  of 
the  results  that  these  were  significant  differences. 

There  are  many  reasons  for  believing,  however, 
that  this  kind  of  antagonism  is  rare  in  the  total 
course  of  antibiotic  treatment  of  human  disease. 
Our  experiments  indicate  that  the  doses  of  the 
particular  pair  of  antibiotics  must  bear  a fairly 
fixed  relationship  to  each  other  in  order  to  elicit 
the  phenomenon  of  antagonism.  It  is  brought 
to  light  only  with  minimal  effective  amounts  of 
the  drugs.  That  is  not  the  way  that  antibiotics 
are  used  in  clinical  practice,  and  for  that  reason, 
I believe,  it  is  likely  that  the  phenomenon  of 
antagonism  might  not  emerge  in  the  treatment 
of  clinical  infections. 

Let  us  turn  again  to  the  matter  of  synergism. 
I have  mentioned  some  examples.  Many  others 
can  be  cited.  For  example,  bacitracin  and  peni- 
cillin, when  added  to  the  bacterial  culture  in 
amounts  which  have  no  conspicuous  effects  by 
themselves,  in  combination  produce  a striking 
increase  in  the  rate  at  which  the  bacteria  are 
killed  off.  This  kind  of  an  advantage  in  a com- 
bination of  agents  is  only  one  of  several  types  that 
are  encountered.  One  of  the  more  important 
types  of  advantage  is  that  in  which  the  use  of  a 
second  antibiotic  prevents  the  emergence  of 
bacteria  resistant  to  the  first.  This  kind  of 
synergism  has  been  incorporated  in  the  treat- 
ment of  tuberculosis  with  a combination  of 
streptomycin  and  p-aminosalicylic  acid,  where 
the  acid  probably  boosts  the  response  to  strep- 
tomycin by  getting  rid  of  the  resistant  mutants. 
Still  another  type  of  synergism  is  observed  in 
cases  in  which  there  appears  to  be  an  additive 
effect  of  the  combination,  the  two  drugs  inhibiting 
the  growth  of  different  portions  of  the  bacterial 
population,  because  of  the  fact  that  different  por- 


tions of  the  population  in  a particular  culture 
may  differ  in  their  susceptibility  to  each  of  the 
two  members  of  the  antibiotic  combination. 

We  may  now  direct  our  attention  to  the  par- 
ticular type  of  synergism  in  which  one  of  the  pair 
of  agents  exerts  no  effect  by  itself  but  when  added 
to  an  agent  which  exerts  a small  effect  in  the  con- 
centration that  is  used,  produces  a mixture  which 
has  a very  strong  antibacterial  action.  This 
type  of  synergism  also  occurs  in  vivo.  In  one 
experiment  penicillin  and  streptomycin  were 
given  to  infected  animals  in  such  doses  that  only 
10  to  15  per  cent  of  the  animals  were  cured  when 
each  of  the  drugs  was  used  alone.  However, 
when  used  together,  the  cure  rate  rose  to  75 
per  cent  of  the  animals.  A similar  type  of  ex- 
perience in  a clinical  infection  was  the  observa- 
tion of  Robbins,  Thompson,  and  Hunter  in  this 
hospital,  which  by  now  has  been  made  by  many 
others,  namely,  that  enterococcus  endocarditis  is 
not  cured  by  penicillin  or  streptomycin  alone, 
even  with  enormous  doses.  In  the  patient  seen 
in  this  hospital  10,000,000  units  of  penicillin  a 
day  for  a month  was  unsuccessful,  the  blood 
cultures  subsequently  becoming  positive  again, 
and  the  clinical  signs  of  endocarditis  remaining 
active.  The  use  of  a combination  of  penicillin 
with  streptomycin,  which  showed  the  in  vitro  type 
of  synergism  I have  just  mentioned,  resulted  in 
a prompt  cure. 

As  you  see,  then,  there  are  these  various  com- 
binations of  antibiotics  in  particular  doses  which 
result  in  synergisms  in  some  cases  and  in  others 
in  antagonism.  It  would  be  natural  at  this  point 
for  you  to  ask  me  to  tell  you  which  are  the  good 
combinations  and  which  the  bad  ones.  Un- 
fortunately, this  is  not  possible.  As  far  as  we 
have  explored  the  subject  up  to  the  present  time, 
we  have  become  aware  of  the  trouble  that  any 
particular  combination  of  two  antibiotics  may  be 
synergistic  in  one  situation  and  antagonistic  in 
another.  The  deciding  factor  seems  to  be  the 
strain  of  bacteria.  The  point  may  be  illustrated 
by  the  test  tube  experiment  with  the  combination 
of  bacitracin  and  terramycin.  When  a particular 
combination  of  doses  was  added  to  a culture  con- 
taining the  bacitracin-sensitive  streptococcus, 
the  result  was  antagonism,  while  with  the  baci- 
tracin-resistant staphylococcus,  substantially  the 
same  kind  of  combination  resulted  in  a marked 
synergism  of  the  antibacterial  action.  The  fact 
that  one  and  the  same  combination  of  drugs  may 
show  synergism  under  one  condition  and  antag- 
onism under  another  introduces  serious  difficul- 
ties from  the  practical  standpoint. 

In  tests  with  various  drug  pairs  against  a 
variety  of  organisms,  three  types  of  results  have 
emerged,  those  in  which  the  combination  acted 
as  if  only  one  of  the  antibiotics  is  present,  those 
in  which  there  was  evidence  of  antagonism,  and 
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those  in  which  synergism  occurred.  For  exam- 
ple, a particular  combination  of  penicillin  and 
chloramphenicol  showed  antagonism  in  the  case 
of  a streptococcus,  proved  negative  against  a 
staphylococcus,  and  synergistic  against  a proteus. 
This  combination  has  been  used  for  the  cure  of 
proteus  endocarditis.  On  the  other  hand,  a 
particular  combination  of  streptomycin  with 
terramycin,  which  seemed  to  be  negative  with  a 
strain  of  Streptococcus  faecalis,  showed  antago- 
nism against  another  type  of  organism,  and  syner- 
gism with  a third  type  of  organism,  and  so  forth. 

We  have  explored  further  the  conditions  which 
determine  the  response  to  particular  pairs  of 
antibiotics.  It  seems  that  the  sensitivity  of 
the  particular  organism  to  the  component  mem- 
bers of  the  drug  pair  plays  a decisive  role  in  de- 
termining whether  the  pairing  will  result  in  syn- 
ergism or  antagonism.  For  example,  in  the  case 
of  a streptococcus  which  is  highly  sensitive  to 
penicillin,  pairing  with  chloramphenicol  results 
in  antagonism,  while  in  the  case  of  the  proteus 
bacillus  that  is  many  times  more  resistant  to 
penicillin,  pairing  with  chloramphenicol  results 
in  synergism.  Many  examples  of  this  kind 
could  be  cited.  In  view  of  the  possibility  that 
an  increasing  number  of  drug-resistant  organisms 
may  result  in  the  future,  it  is  discouraging  to 
contemplate  the  fact  that  it  seems  impossible  to 
predict  whether  a particular  combination  of 
antibiotics  will  prove  antagonistic  or  synergistic. 

The  antibiotic  agents  appear  to  fall  into  two 
groups  which  may  be  referred  to  as  Group  I 
and  Group  II.  This  classification  is  based  on 
the  experimental  evidence.  I should  call  at- 
tention to  the  fact  that  it  may  not  apply  to  all 
clinical  situations.  It  is  only  tentative  and  al- 
most surely  will  have  to  be  revised  as  more  infor- 
mation accumulates.  Group  I includes  peni- 
cillin, streptomycin,  bacitracin,  and  neomycin, 
and  Group  II  such  compounds  as  aureomycin 
and  terramycin.  There  are  several  points  of 
similarity  between  the  drugs  in  each  group.  The 
most  important  characteristic  is  that  of  cross- 
resistance within  the  group.  For  example,  in 
the  case  of  Group  II,  if  a micro-organism  is 
made  resistant  to  one  member  of  the  particular 
group,  it  is  likely  to  be  resistant  to  other  members 
of  this  group,  although  perhaps  to  a lesser  extent. 
Micro-organisms  thus  made  resistant  to  the  com- 
pounds in  Group  II,  for  example,  will  fail  to  show 
this  increased  resistance  to  the  compounds  of 
Group  I,  and  there  may  even  be  an  increase  in 
susceptibility  to  the  drugs  of  Group  I.  Within 
certain  limits,  the  compounds  of  each  group  can 
be  substituted  for  each  other. 

Furthermore,  the  pairing  of  one  drug  with  an- 
other in  Group  I may  produce  no  effect  or  syner- 
gistic effects ; we  have  never  encountered  antag- 
onistic effects  in  this  group.  On  the  other 
hand,  among  the  compounds  in  Group  II  we 


have  never  encountered  either  synergism  or 
antagonism,  but  have  frequently  observed  simple 
summation  of  actions. 

As  I pointed  out  earlier,  the  pairing  of  a drug 
in  Group  I with  a drug  in  Group  II  produces  a 
mixture,  the  potency  of  which  will  depend  on  the 
susceptibility  of  the  organism  to  the  drug  of 
Group  I;  if  the  organism  is  highly  susceptible 
to  Group  I,  the  pair  of  drugs  will  show  antago- 
nism; if,  on  the  other  hand,  the  organism  is 
highly  resistant  to  the  drug  of  Group  I,  the  pair  , 
will  result  in  synergism.  I should  repeat  that 
this  formulation  is  only  tentative  although  it 
takes  care  of  all  the  experimental  facts  available 
at  the  present  time  and  is  also  in  agreement  with 
those  clinical  observations  which  permit  un- 
equivocal evaluation.  For  example,  it  fits  the  ob- 
servation to  which  I have  already  referred,  namely, 
the  response  of  enterococcal  endocarditis  to  the 
combination  of  penicillin  and  streptomycin.  It 
also  fits  the  clinical  observation  regarding  the 
interference  of  aureomycin  with  penicillin  action 
in  the  case  of  pneumococcus  meningitis.  It 
agrees  with  the  observation  that  in  brucellosis, 
where  the  organisms  may  be  somewhat  resistant 
to  streptomycin,  the  addition  of  aureomycin 
increases  the  response. 

In  summary,  the  evidence  which  appears  in 
these  experiments  that  I have  discussed  indicates 
the  desirability  of  establishing  the  specific 
etiologic  diagnosis  in  infectious  diseases  whenever 
that  is  possible.  In  the  treatment  of  infection 
it  is  best  to  use  one  drug  alone,  the  one  known  to 
be  most  effective  against  the  particular  organism, 
wherever  that  is  possible.  It  is  unwise  to  use 
combinations  of  antibiotics  as  a routine  practice,  l 
On  the  other  hand,  under  special  circumstances,  ] 
particular  combinations  may  provide  the  only  1 
means  of  eradicating  certain  infections  in  pa- 
tients. We  are  as  yet  without  decisive  guides  to  <“ 
the  choice  of  the  best  combinations  in  all  cases. 

Dr.  Reader:  Dr.  McDermott,  will  you  point 
up  the  clinical  applications? 

Dr.  Walsh  McDermott:  It  is  hard  to 
overemphasize  the  interest  which  these  extensive 
researches  of  Dr.  Jawetz  have  aroused  in  all 
those  preoccupied  with  the  problems  of  anti- 
microbial therapy.  In  fact,  in  the  last  three  or 
four  years  one  finds  them  in  the  center  of  all 
conversations  on  the  subject.  Everyone  seems 
to  want  to  know  what  everyone  else  thinks 
about  these  observations  of  Dr.  Jawetz.  I did 
likewise,  and  I might  add  that  it  had  seemed  to  me 
at  first  that  unwarranted  inferences  were  being 
drawn  from  these  admittedly  precise  observa- 
tions. When  the  University  of  California  last 
year  gave  Dr.  Jawetz  leave  to  come  here  to  Cor- 
nell for  a period  as  a guest  investigator,  we  wel- 
comed the  opportunity,  for  Dr.  Jawetz  is  an 
extremely  amiable  debater,  and  Dr.  Tompsett 
and  I anticipated  a very  pleasant  time  in  dis- 
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cussing  with  him  the  pros  and  cons  of  the  clin- 
ical implications.  Now  that  we  have  had  the 
chance  to  learn  what  Dr.  Jawetz  himself  thinks 
about  his  observations,  we  find  that  there  are 
no  points  of  opinion  with  any  significant  differ- 
ence among  us.  I think  he  has  made  out  a 
very  convincing  case,  and,  further,  it  seems  to 
me  that  he  does  not  go  beyond  the  confines  of 
his  evidence. 

Any  inferences  that  may  be  drawn  from  these 
in  vitro  studies  must  be  strictly  limited  by  the 
fact  that  the  conditions  in  the  animal  body  are 
not  the  same.  There  are  many  differences.  In 
vitro  studies  involve  decaying  systems  where 
microbes  are  observed  for  very  short  periods  of 
time,  twelve,  twenty-four,  or  forty-eight  hours, 
and  where  the  individual  members  of  the  bac- 
terial population  are  held  within  fairly  rigid 
limits.  That  is  not  the  case  in  the  animal  body. 
Within  the  body,  bacteria  are  exposed  to  a con- 
siderable variety  of  physiologic  reactions  which 
could  be  studied  in  the  test  tube  if  it  were  possible 
to  identify  the  particular  type  of  situation  which 
prevails  in  the  body.  There  are  interactions 
between  the  antibiotics  and  the  parasites  which 
involve  the  participation  of  the  body,  and  it  is 
those  interactions  about  which  we  know  so  very 
little.  The  fact  is  that  drugs  that  are  bacterio- 
static or  bactericidal  in  vitro  almost  never  eradi- 
cate all  the  organisms  from  the  host,  in  the  man- 
ner in  which  they  are  currently  used.  We  do 
not  know  the  reason.  One  reason  may  be  the 
type  of  antagonism  which  Dr.  Jawetz  has  de- 
scribed. I am  inclined  to  regard  antagonism, 
if  it  occurs  in  vivo  (and  I believe  it  almost  cer- 
tainly does),  as  representing  an  interaction  which 
takes  place  in  one  part  of  the  infecting  population 
at  a time.  An  important  difference  between  the 
in  vitro  situation  and  that  in  human  infection  is 
the  matter  of  time;  clinical  infections  cover 
periods  of  days,  weeks,  and,  in  many  instances, 
months.  The  precise  dosage  relationships  be- 
tween the  pair  of  drugs  in  a combination,  as  Dr. 
Jawetz  has  emphasized,  may  well  be  a highly 
limiting  factor,  since  there  is  little  chance  that 
such  relationships  can  be  maintained  for  the 
long  periods  involved  in  the  treatment  of  human 
infection. 

Then  there  is  the  point  that  the  proper  use  of 
antimicrobial  drugs  often  requires  their  applica- 
tion without  etiologic  diagnosis.  Antimicrobial 
therapy  can  do  the  most  good  when  used  early 
in  the  patient  with  acute  illness.  There  obvi- 
ously can  be  no  point  in  waiting  five  days  for 
extensive  tissue  destruction  to  take  place  before 
one  makes  a choice  of  the  antibiotic  agent. 
Faced  with  that  situation,  we  are  forced  to  choose 
on  the  basis  of  clinical  information.  There  is 
the  possibility,  which  Dr.  Jawetz  pointed  out, 
that  in  at  least  the  first  twenty-four  hours  of 
treatment,  if  we  happen  to  choose  an  unhappy 


combination,  there  may  result  a marked  slowing 
up  in  the  therapeutic  effects. 

Dr.  Reader:  We  are  now  ready  for  questions 
from  the  audience.  I presume  that  many  of 
you  have  questions  perhaps  relating  to  cases 
which  you  have  seen. 

Visitor:  I wonder  if  Dr.  McDermott  would 
say  how  long  he  would  wait  before  changing 
antibiotics  if  he  started  treatment  with  a mixture 
without  an  etiologic  diagnosis?  I mean,  of 
course,  how  long  he  would  carry  on  with  it  if 
there  seemed  to  be  no  satisfactory  clinical  re- 
sponse. 

Dr.  McDermott:  I should  make  it  clear  that 
I do  not  necessarily  start  out  with  a combination 
of  antimicrobial  drugs.  What  one  has  to  do  is 
to  weigh  the  clinical  data  and  try  to  make  the 
best  possible  decision  as  to  whether  a single 
drug  or  a combination  is  desirable,  and  which 
one.  It  is  often  a matter  of  a shrewd  guess. 
It  is  based  on  the  clinical  information  concerning 
the  seriousness  of  the  risk  in  the  particular  situa- 
tion. One  decides,  from  among  the  many  in- 
fections which  a particular  patient  might  have, 
which  might  prove  fatal  tonight,  and  then  selects 
the  drug  or  drugs  which  most  reasonably  apply 
and  which  would  provide  the  maximum  protec- 
tion at  once.  I might  change  the  treatment  the 
following  day,  or  the  day  after,  for  by  that  time, 
sufficient  information  of  at  least  a negative 
character  might  be  available. 

Dr.  McKeen  Cattell:  Can  you  give  us  an 
example  or  two  of  instances  wherein  you  start 
out  with  combination  therapy? 

Dr.  McDermott:  The  situation  in  pneu- 
monia is  a good  one.  That  the  patient  has 
pneumonia,  any  clinician  can  determine  readily 
with  his  hands  and  eyes  and  stethoscope.  It  is 
also  an  easy  matter  to  decide  that  a particular 
patient  is  very  seriously  ill  with  pneumonia,  or 
that  the  patient  is  only  moderately  ill.  If  he 
has  an  unusually  severe  pneumonia,  with  a very 
acute  and  fulminating  onset,  marked  pleural 
pain,  perhaps  suppression  of  the  total  leukocyte 
count,  one  has  to  consider  staphylococcic  pneu- 
monia, or  Klebsiella  pneumonia,  or  hemolytic 
streptococcal  pneumonia.  If  this  patient  were 
to  receive  both  streptomycin  and  penicillin,  the 
treatment  would  cover  all  the  serious  possibil- 
ities. The  penicillin  would  be  the  best  available 
for  pneumococcal  peumonia,  the  streptomycin 
for  Klebsiella,  the  penicillin  and  streptomycin 
for  the  staphylococcal,  the  penicillin  for  the 
hemolytic  streptococcal  pneumonia. 

It  is  in  this  manner  that  one  might  start  the 
treatment,  and  by  the  following  day  additional 
information  might  be  available  to  enable  one  to 
make  changes.  For  example,  if  one  discovered 
a culture  positive  for  Klebsiella,  one  might  dis- 
continue the  streptomycin  and  substitute  in  its 
place  chloramphenicol,  and  so  on. 
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Visitor:  Do  these  observations  regarding 
combinations  of  antibiotics  also  apply  to  the 
sulfa  drugs? 

Dr.  Reader:  Dr.  Jawetz,  I noticed  that  you 
omitted  all  mention  of  sulfonamides  in  your  list. 
Was  that  deliberate? 

Dr.  Jawetz  : As  far  as  the  experimental  re- 
sults go,  the  sulfonamides  can  be  shown  to  exert 
an  antagonistic  action  to  other  antibiotics,  such 
as  penicillin.  This  effect  emerges  from  experi- 
ments in  which  there  is  fairly  strict  adherence  to 
the  dose  relationships  of  the  two  drugs,  and  it  is 
well  here  to  bear  in  mind  the  point  made  by 
Dr.  McDermott  that  in  the  treatment  of  a 
disease  it  is  very  unlikely  that  such  relationships 
are  actually  obtained.  Then  there  is  the  ques- 
tion of  synergism  between  sulfonamides  and  the 
other  antibiotics.  I am  not  aware  of  any  ex- 
perimental proof  that  such  synergism  exists. 
We  all  know  that  the  sulfonamides  are  used  with 
streptomycin  or  penicillin  in  various  types  of 
meningitis,  and  the  results  are  satisfactory,  but 
I am  not  aware  of  unequivocal  proof  that  the  ex- 
cellent results  are  not  due  to  the  most  potent 
agent  alone  rather  than  to  the  combination. 

Dr.  McDermott:  I am  inclined  to  agree 
with  Dr.  Jawetz.  I might  also  point  out  that 
with  the  exception  of  the  situation  in  the  menin- 
gococcus infection,  which  may  be  taken  care  of 
by  chloramphenicol,  there  no  longer  seems  to  be 
any  place  for  sulfonamides  in  antimicrobial 
therapy.  This  may  not  seem  like  such  a radical 
statement  if  we  try  to  recall  how  long  a time  has 
really  elapsed  since  we  last  used  sulfonamides 
here  on  our  ward.  There  is  the  amusing  expe- 
rience in  this  connection  that  when  we  were  con- 
sidering the  use  of  sulfonamides  in  connection 
with  a patient  some  time  ago,  Dr.  Muschenheim 
and  I were  no  longer  certain  about  the  dosage, 
and  we  did  not  get  much  help  from  the  resident 
staff,  either.  This  gives  some  indication  of  what 
is  happening  to  sulfonamides. 

Visitor:  What  is  the  combination  of  choice 
among  the  antibiotics  for  the  treatment  of  Kleb- 
siella pneumonia,  or  is  a combination  always  nec- 
essary in  this  infection? 

Dr.  McDermott:  The  best  combination  is 
not  really  known  because  no  one  has  treated 
enough  of  these  patients  in  one  clinic  to  have 
been  able  to  make  satisfactory  comparisons  of 
one  regimen  with  another.  Our  present  opinion 
is,  therefore,  largely  a matter  of  impressions. 
I would  say  combined  therapy  with  streptomycin 
or  dihydrostreptomycin  and  chloramphenicol. 
What  would  you  think  about  that? 

Dr.  Jawetz:  As  you  have  already  stated, 
we  have  no  proof  on  this  point  at  the  present  time, 
and  I am  not  certain  whether  the  results  might 
not  be  just  as  good  if  a sufficient  amount  of 
streptomycin  alone  were  given,  provided,  of 


course,  it  does  not  turn  out  to  be  necessary  to 
treat  the  patient  longer  than  five  days.  All  bets 
are  off  after  that  because  resistance  to  strepto- 
mycin then  develops  to  complicate  the  problem. 

Dr.  McDermott:  More  than  five  days  is 
almost  invariably  necessary  in  the  treatment  of 
Klebsiella  pneumonia. 

Dr.  Jawetz:  That  is  probably  the  reason 
for  the  need  of  a combination  of  agents  in  this 
infection. 

Dr.  McDermott:  The  reason  for  using  a 
second  drug  in  Klebsiella  infection  is  to  endeavor 
to  prevent  the  emergence  of  streptomycin  resist- 
ance. Dr.  Jawetz,  I think  the  point  that  you 
made  in  this  connection  is  an  important  one. 
namely,  that  the  two  drugs  prevent  the  emergence 
of  drug  resistance  simply  as  a result  of  the 
specific  antimicrobial  activity  of  one  of  the  drugs 
effective  against  the  organisms  which  might  be 
resistant  to  the  other,  rather  than  as  a result  of 
any  mystic  genetic  effect  of  the  two  drugs. 

Dr.  Jawetz:  I think  that  is  right,  but  I 
would  also  direct  your  attention  to  the  fact  which 
is  at  least  theoretically  possible,  that  such  a 
combination  of  drugs  might  also  result  in  an- 
tagonism. 

Another  word  about  the  sulfonamides.  Dr. 
McDermott,  I would  like  to  challenge  your  po- 
sition with  respect  to  the  sulfonamides.  I 
don’t  think  they  have  outlived  their  usefulness. 
Those  who  practice  medicine  outside  of  large 
centers  and  hospitals  find  them  quite  convenient, 
inexpensive,  and  highly  effective  against  many 
organisms  and  infections.  I might  even  go  a 
step  further  and  suggest  that  an  increasing  util- 
ity for  these  agents  is  beginning  to  emerge.  For 
example,  in  urinary  tract  infections,  after  resist- 
ance to  cure  by  aureomycin,  terramycin,  and 
chloramphenicol,  one  tends  to  fall  back  with 
advantage  on  the  sulfonamides  and  also  on  the 
old-fashioned  methenamine.  That  seems  to 
be  the  experience  in  our  clinic.  I should  like 
to  hear  some  more  comments  on  these  points. 

Dr.  McDermott:  I agree  that  the  sulfona- 
mides are  cheap,  but  how  important  this  is  must 
be  considered  in  relation  to  the  question  of 
whether  or  not  there  are  better  drugs  for  the 
purpose.  I would  also  agree  with  Dr.  Jawetz 
that  there  are  particular  situations  in  urinary 
tract  infections  in  which  the  sulfonamides  may 
be  very  useful,  but  with  this  exception,  perhaps 
you  will  agree  with  me  that  for  all  other  purposes 
there  are  better  agents  than  the  sulfonamides 
readily  available  on  the  market  which  can  be 
put  to  use  by  oral  administration.  The  sul- 
fonamides at  the  present  time  seem  to  me  to 
represent  second  class  drugs. 

Dr.  Jawetz:  I still  have  some  sort  of  reser- 
vation about  that.  It  is  of  considerable  interest 
to  me  to  learn  from  the  people  in  the  drug  indus- 
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try  that  more  sulfonamides  are  being  sold  at  the 
present  time  than  ever  before.  This  fact  might 
possibly  reveal  a true  practical  value. 

Visitor:  Dr.  Jawetz  mentioned  his  belief 
that  only  about  1 per  cent  of  the  penicillin  that  is 
used  is  necessary.  I wonder  if  he  would  say 
more  about  that? 

Dr.  Jawetz:  One  per  cent  of  the  200  tons 
of  penicillin  would  be  2 tons,  and  that  is  quite  a 
lot  of  penicillin.  I think  that  the  other  99  per 
cent  represents  doses  in  excess  of  what  are  nec- 
essary, but  perhaps  the  largest  source  of  waste  is 
the  use  of  penicillin  for  prophylaxis  and  treatment 
for  such  things  as  the  common  cold,  or  influenza, 
. nd  the  like,  where  at  best  its  utility  is  dubious. 
Ferhaps  I underestimated  the  amount  that  is 
put  to  proper  use;  perhaps  it  is  not  1 per  cent 
but  5 per  cent  of  the  amount  of  penicillin  that 
is  purchased  in  the  United  States.  Even  so, 
the  waste  is  pretty  large. 

Visitor:  I have  an  idea  that  penicillin  reac- 
tions may  be  the  reason  for  the  increase  in  use  of 
the  sulfa  drugs.  Since  up  to  about  5 per  cent  of 
patients  receiving  penicillin  develop  allergic  reac- 
tions which  are  sometimes  quite  severe,  the  doctor 
is  apt  to  be  chary  about  using  penicillin,  es- 
pecially when  the  infection  is  not  a very  serious 
one,  and  in  that  case  he  would  naturally  turn  to 
sulfonamides. 

Dr.  McDermott:  Of  course,  the  matter  of 
turning  to  one  group  of  antimicrobial  agents 
when  another  causes  allergic  reactions  works 
both  ways. 

Dr.  Reader:  We  have  time  for  one  more 
question. 

Visitor:  Do  the  antibiotics  have  any  value 
in  the  treatment  or  prevention  of  scarlet  fever? 

Dr.  McDermott:  Yes,  they  do.  I am  in 
favor  of  using  penicillin  in  every  patient  with 
scarlet  fever  and  in  precisely  the  same  way  that 
I would  treat  a patient  with  a streptococcus  sore 
throat.  In  this  country  scarlet  fever  consists 
chiefly  of  a sore  throat  of  a variable  degree  of 
severity  due  to  the  streptococcus,  in  association 
with  onlymoderatetoxicityproducedbythe  eryth- 
rotoxin  per  se.  There  is  the  risk  of  suppurative 
complications  due  to  local  extension,  which  pen- 
icillin can  prevent;  also,  the  joint  involvements 
can  be  prevented  or  their  incidence  reduced  to  a 
negligible  point  with  penicillin  when  used  for  a 
long  enough  period  of  time.  The  effect  upon 
the  nephritis  of  scarlet  fever  is  less  decisive.  It 
appears  to  depend  upon  the  type  of  strepto- 
coccus involved. 

Dr.  Reader:  Our  time  is  up. 

Summary 

Dr.  Harry  Gold:  How  matters  stand  in  the 
endeavor  to  treat  infections  by  combinations  of 


antimicrobial  agents  was  made  the  subject  of 
this  conference.  The  use  of  more  than  one  of 
these  agents  at  the  same  time  has  become  a gen- 
eral practice,  arid  there  are  now  mixtures  on  the 
market  which  have  become  fairly  popular. 
Several  factors  seem  to  be  responsible  for  this 
direction  that  antibiotic  therapy  has  taken: 
the  observation  that  some  infections  cannot  be 
cured  with  one  alone,  no  matter  how  large  the  dose, 
and  that  in  these  situations  a combination  has 
proved  effective ; the  fact  that  in  some  instances 
organisms  emerge  which  are  resistant  to  a par- 
ticular antibiotic  and  that  these  respond  to 
an  agent  of  another  group ; the  fact  that  in  some 
severe  infections  it  is  unwise  to  postpone  treat- 
ment until  the  precise  etiologic  organism  is  de- 
termined and  it  seems  better  to  start  treatment 
with  more  than  one  agent  in  order  to  cover  all 
the  reasonable  prospects.  Interesting  examples 
of  combined  therapy  were  cited  in  the  treatment 
of  enterococcus  bacterial  endocarditis  and  severe 
cases  of  pneumonia.  Much  of  the  discussion 
revolved  about  the  stirring  observations  of 
Dr.  Jawetz,  in  which  he  showed  by  experiments 
in  vitro  and  in  animal  infections  that  the  results 
which  follow  the  use  of  more  than  one  antibiotic 
agent  at  one  time  are  very  complex.  In  some 
instances  the  effects  are  those  of  the  most  potent 
agent  of  the  combination;  in  others  the  effects 
are  additive;  in  still  others  they  are  synergistic, 
and  in  still  others  antagonistic.  The  factors 
which  determine  which  of  these  effects  will  be 
obtained  wrhen  a combination  is  used  seem  to  be 
quite  critical;  the}'  depend  upon  certain 
relationships  of  doses  and  the  type  of  micro- 
organism involved.  There  is,  as  yet,  insufficient 
experience  with  these  matters  in  human  infections 
to  define  the  meaning  of  these  interesting  ex- 
periments in  relation  to  therapy.  It  was  pointed 
out  that  the  situation  in  actual  treatment 
is  sufficiently  different  and  unpredictable  to 
make  it  impossible  to  put  the  matter  of  combined 
therapy  on  a sound  base,  but  enough  is  indicated 
by  these  experimental  observations  to  suggest 
the  possibility  of  doing  good  as  well  as  harm  in 
the  treatment  of  infections.  An  additional 
point  of  some  interest  was  the  position  taken  by 
one  group  of  workers  that,  except  in  some  in- 
stances of  urinary  infection,  the  sulfonamides 
have  lost  their  place  in  therapy  to  such  agents  as 
penicillin,  streptomycin,  terramycin,  and  chlor- 
amphenicol. This  position  was  challenged,  and 
it  was  pointed  out  in  discussion  that  in  spite  of 
the  importance  of  these  other  agents,  there  has 
been  no  decline  in  the  extensive  use  of  the  sul- 
fonamides. The  conference  closed  with  some 
trenchant  remarks  on  the  use  of  antimicrobial 
agents  in  the  common  cold,  influenza,  and  scarlet 
fever. 
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TRAUMATIC  PERICARDIOPHRENIC  LACERATION  WITH 
DIAPHRAGMATIC  HERNIATION 

E.  K.  Johnson,  M.D.,  and  Joseph  L.  Mangiardi,  M.D.,  Brooklyn,  New  York 
( From  the  Thoracic  Surgical  Service,  Si.  John’s  Episcopal  Hospital ) 


A TRAUMATIC  rupture  of  the  diaphragm  must 
be  considered  in  all  severe  multiple  injuries  of 
the  body.  Rupture  may  occur,  even  with  lesser 
injuries,  and  be  unattended  by  dramatic  symptoms, 
as  shown  in  the  following  case  report. 

Case  Report 

S.  B.,  an  eleven-year-old  colored  female,  was  ad- 
mitted to  St.  John’s  Episcopal  Hospital,  on  April 
26,  1947,  with  a complaint  of  postprandial  dyspnea 
and  a history  of  an  auto  accident  three  years  previ- 
ously. A review  of  her  former  admission  revealed 
that  she  had  had  a traumatic  rupture  of  the  left 
diaphragm.  She  had  remained  asymptomatic  until 
recently  when  she  developed  dyspnea  after  eating. 

The  patient  was  well  developed  and  well  nour- 
ished. There  were  no  scars  or  signs  of  trauma. 
The  breath  sounds  were  absent  on  the  left,  with  the 
heart  and  mediastinum  shifted  to  the  right.  The 
abdomen  was  not  enlarged.  There  was  no  clubbing 
of  the  finger  nails. 

The  laboratory  data  was  all  within  normal  limits. 
The  x-ray  studies  confirmed  the  previous  findings  of 
a ruptured  left  diaphragm  (Figs.  1 and  2). 

A transthoracic  diaphragmatic  herniorrhaphy  was 
advised.  The  operation  was  performed  with  the 
patient  in  the  lateral  recumbent  position  under 
general  endotracheal  anesthesia.  The  ninth  rib 
was  subperiosteallv  resected.  Upon  opening  of  the 
pleura,  the  stomach,  the  spleen,  part  of  the  jejunum, 
and  the  splenic  flexure  of  the  colon  were  found  in  the 
thorax.  The  lung  was  almost  completely  collapsed. 
The  diaphragm  was  lacerated  from  the  central 
tendon  laterally  to  within  a few  centimeters  of  the 
chest  wall.  The  laceration  extended  upward  into 
the  pericardium  for  several  centimeters,  exposing 
the  heart.  The  left  lobe  of  the  liver  was  herniated 
through  this  opening  and  lay  within  the  pericardium. 
The  phrenic  nerve  had  been  tom  as  it  passed  over 
the  pericardium  to  the  diaphragm.  No  hernial 
sac  was  present.  No  adhesions  had  developed  be- 
tween any  of  the  pleural  or  the  abdominal  viscus. 

The  abdominal  viscus  was  reposited  into  the 
abdomen  with  the  patient  in  F owler’s  position.  The 
edges  of  the  lacerated  diaphragm  were  approximated 
by  interrupted  00  silk  mattress  sutures.  The  free 
edges  were  then  imbricated,  reinforcing  the  suture 
line.  The  pericardium  was  closed  loosed  by  inter- 
rupted sutures.  Coincident^,  a small  parae- 
sophageal hiatus  hernia  was  found  and  repaired  by 
plication  of  the  left  crux  of  the  esophogeal  hiatus. 
The  chest  wall  was  closed  in  the  usual  manner. 
The  patient’s  convalescence  was  uneventful. 


Fig.  1.  X-ray  of  chest  at  the  time  of  patient’s 
admission  to  the  hospital.  The  gas  bubble  in  the 
stomach  in  the  left  chest  varied  in  size  daily. 


At  discharge  the  thoracotomy  scar  was  well  healed, 
and  the  patient  felt  improved.  The  left  diaphragm 
was  elevated  and  failed  to  descend  with  inspiration. 
As  seen  fluoroscopically,  the  left  diaphragm  moved 
upward  upon  sniffing.  A barium  meal  x-ray  studj' 
showed  the  stomach  to  be  in  a normal  position 
(Fig.  3).  The  patient’s  follow-up  in  the  chest  clinic  i 
revealed  that  she  had  gained  weight  and  had  no  f 
dyspnea. 

Comment 

Laceration  of  the  diaphragm  may  result  from  a 
penetrating  injury  or  from  a force  applied  to  some 
portion  of  the  trunk.  A sudden  increase  of  intra- 
abdominal pressure  may  rupture  the  diaphragm. 
Jackknifing  of  the  body  is  an  example.  A sufficient 
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Fig.  2.  Preoperative  x-rays.  Gastrointestinal 
series  showed  the  barium-filled  stomach  in  the  left 
thorax. 


lateral  force  upon  the  chest  and  abdomen  will 
distort  the  ovoid  shape  of  the  diaphragm  and  pro- 
duce a laceration.  This  form  of  rupture  is  more 
common.  A pincer  action  between  two  objects  is 
an  example. 

The  patient  may  have  minor  symptoms,  but  no 
major  symptoms,  if  the  viscus  is  not  incarcerated. 
Incarceration  by  any  means  may  produce  such 
symptoms  as  gaseous  distention,  eructation,  obsti- 
pation, dyspnea,  and  even  lethargy  and  weakness. 
The  symptoms  are  not  proportionate  to  the  degree 
of  injury  but  are  directly  related  to  the  altered 
physiology  of  bowel  obstruction,  vascular  engorge- 
ment, pulmonary  ventilation,  or  cardiac  distress. 
These  facts  stress  the  need  for  considering  a ruptured 
diaphragm  in  all  traumatic  cases. 

The  method  of  repair  seems  logically  to  be  trans- 
thoracic. The  herniated  viscus  can  be  examined 
before  being  replaced  in  the  abdomen  and  the  injury 
repaired  without  tension.  In  addition  the  trans- 
thoracic method  allows  the  repair  to  be  tested  before 
completion  of  the  operation.  The  laceration  should 
be  repaired  by  nonabsorbable  sutures,  so  placed  as 
to  prevent  herniation  of  omentum  between  them. 
Little  is  known  of  the  use  of  metallic  mesh,  fascia, 


Fig.  3.  Posterolateral  x-ray  of  chest  at  the  time 
of  discharge.  The  repaired  diaphragm  is  smooth 
in  contour.  The  elevated  left  diaphragm  has  shifted 
the  heart  to  the  right. 


and  other  material  for  repair  since  direct  approxima- 
tion of  the  edges  is  usually  possible.  The  phrenic 
nerve  should  not  be  interrupted,  since  it  has  an  im- 
portant part  in  expanding  the  lung  and  maintaining 
an  effective  cough.  The  healing  of  the  repaired 
diaphragm  is  seemingly  unaffected  by  diaphrag- 
matic motion. 

The  failure  of  adhesions  to  form  in  the  chest  was 
most  unusual.  Their  absence  may  be  explained 
either  by  some  factors  that  prevented  their  forma- 
tion or,  if  they  were  formed,  by  their  reabsorption  at 
a later  date.  Irritation  and  injury  of  the  pleura 
and  peritoneum  usually  lead  to  fibrous  adhesions 
as  a reparative  measure.  Little  is  known  of  these 
phenomena,  but  in  view  of  the  normal  lung  and 
pleura  and  the  absence  of  infection,  it  may  be  that 
this  defensive  mechanism  was  not  needed.  In  any 
event  the  lack  of  adhesions  made  the  procedure 
easier  and  more  successful. 

Summary 

A case  of  a girl  who  suffered  a laceration  of  the  left 
diaphragm,  pericardium,  and  phrenic  nerve  following 
an  automobile  accident  is  presented.  During  the 
three-year  interval  following  the  injury,  she  was 
almost  asymptomatic.  The  ruptured  diaphragm 
was  easily  repaired  transthoracically. 


LOSS  OF  TASTE  AND  SMELL  DUE  TO  PROPYLTHIOURACIL  THERAPY 

Sol  Grossman,  M.D.,  New  York  City 


'"THE  widespread  use  of  thiouracil  compounds  in 
1 thyrotoxicosis  makes  it  imperative  that  some  of 
the  toxic  manifestations  involving  sensory  nerves  be 
well  known.  In  the  case  reported  here  the  toxic 
effects,  loss  of  smell  and  taste,  were  related  to  the 
use  of  propylthiouracil.  In  the  literature  only 
three  cases  have  been  reported,  all  of  them  due  to 
methylthiouraciL 

The  first  case  was  that  of  Leys  in  1945,  and  the 
next  two  cases  were  reported  by  Schneeberg.  in 
1952. 1,!  In  all  three  patients  reported,  there  was 
complete  restitution  to  normal.  The  drug  was  dis- 
continued by  Schneeberg  but  only  reduced  in  dose 
by  Leys.  In  the  presence  of  a smaller  dose  of 
methylthiouracil  in  the  latter  case,  the  taste  gradu- 
ally returned  to  normal  in  spite  of  continued  use  of 
the  drugs.  Frawley  and  Koepf,  in  1950,  reported 
partial  involvement  of  the  fifth  cranial  nerve  due  to 
propylthiouracil  with  complete  recover},-  after  me- 
dication had  been  discontinued.®  Their  patient 
had  a burning  of  the  throat,  palate,  tongue,  and  lips 
after  propylthiouracil  and  also  after  cyclopropyl- 
thiouracil. 

Case  Report 

The  patient,  Mrs.  R.  R.,  a sixty-seven-year-old 
white  woman,  was  first  seen  in  the  office  on  Decem- 
ber 30,  1950.  At  that  time  her  chief  complaint  was 
a painful  and  swollen  knee  of  many  years  standing, 
which  lately  had  interfered  with  her  walking. 

The  history  at  that  time  revealed  a well-docu- 
mented case  of  thyrotoxicosis  for  several  years.  A 
thyroidectomy  was  done  in  1922,  and  a few  years 
later  another  operation  was  performed.  In  spite  of 
surgery,  iodides,  etc.,  the  patient  was  never  free  of 
symptoms,  and  was  resigned  to  the  idea  that  she 
would  never  consent  to  any  further  thyroid  surgery 
or  antithyroid  medication. 

The  pertinent  physical  findings  were  those  of  the 
hvperthyroid  state  and  an  arthritis  of  the  left  knee. 
There  was  an  enlargement  of  the  right  side  of  the 
neck  in  the  thyroid  region  (egg  size  ' over  which  a 
palpable  thrill  could  easily  be  felt.  The  gland  was 
smooth,  soft,  and  regular  in  outline.  There  were 
no  tremors  or  eye  signs  except  a slight  stare.  The 
hands  were  moist  and  warm.  Blood  pressure  was 
174/74,  pulse  100,  and  a basal  metabolism  rate, 
taken  February  13,  1951,  was  plus  62  per  cent.  The 
remainder  of  the  physical  examination  was  within 
normal  limits.  Chest  fluoroscopy  revealed  no  ab- 
normalities. 

The  patient,  apparently  well-adjusted,  emotion- 


ally. through  all  the  past  years,  was  fully  satisfied  to  1 
continue  through  life  in  her  hyperttyroid  state.  I 
She  refused  “to  have  anything  to  do  with  the  thy-  I 
roid  even  until  death.”  After  considerable  discus-  I 
sion  and  persuasion,  the  patient  consented  “to  try  ] 
some  pills”  in  February,  1951.  Accordingly,  she  1 
was  started  on  propylthiouracil  therapy  with  the  1 
usual  instructions  on  the  importance  of  clinical  and  I 
laboratory  follow-up.  Within  several  weeks  a good  I 
clinical  response  was  obtained,  and  a maintenance  J 
dose  of  100  mg.  propylthiouracil  per  day  was  pre- 
scribed. 

.After  June,  1951,  the  patient  was  lost  sight  of  un- 
til July,  1952.  At  this  time,  the  patient  returned  : 
because  of  an  indolent  varicose  ulcer  of  the  left  leg. 
Inquiry  as  to  the  thyroid  status  of  the  past  year  re-  i 
vealed  that  the  patient  had  been  out  of  town  most  of  1 
the  time,  felt  “wonderful,”  continued  to  take  her  1 
pills  regularly  (100  mg.  propylthiouracil  daily),  and  1 
consulted  no  one.  In  April.  1952,  the  patient  had  a 
mild  cold,  after  which  she  noted  complete  loss  of  I 
smell  and  taste.  She  discontinued  all  medication  I 
until  the  time  of  this  report.  The  loss  of  smell  and  , 
taste  persisted  for  several  weeks  and  was  rather  an-  i 
noying  to  her.  She  then  noted  some  improvement  i 
in  the  sense  of  taste,  which  continued  to  improve,  I 
and,  by  the  end  of  July,  1952,  there  was  a return  of  I 
the  olfactory  sensation,  but  some  impairment  in 
taste  still  remained.  She  was  reassured  that  the  t 
sensor}-  changes  were  only  temporary. 

At  present,  physical  examination  still  reveals  a 
mild  thyrotoxic  state  with  no  evidence  of  vitamin  , 
deficiency.  It  is  also  of  interest  that  throughout 
the  period  of  self-medication  with  propylthiouracil 
the  patient  continued  with  supplemental  polyvita-  { 
mins,  including  a high  dosage  of  B-complex,  and  yet 
developed  her  nerve  impairment. 

Summary 

In  this  report,  attention  is  drawn  to  a neurotoxic  ( 
senson*  disturbance,  resulting  in  the  loss  of  smell  and  I 
taste,  due  to  the  use  of  propylthiouracil  for  thyro-  t 
toxicosis.  A review  of  the  literature  reveals  three  i 
previous  cases  of  similar  neurotoxic  manifestations 
resulting  from  the  use  of  methylthiouracil.  In  all 
the  cases  noted,  including  the  case  here  reported,  the 
disturbance  proved  to  be  benign. 
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WAIVER  OF  PREMIUMS  FOR  DISABILITY 
Under  H.  R.  9 by  Congressman  Dingle  of  Michi- 
gan, that  section  of  the  1952  Social  Security  Amend- 
ments allowing  waiver  of  old  age  and  survivors  in- 
surance premiums  for  persons  determined  to  be 
permanently  and  totally  disabled  would  become 
effective  July  1.  At  present  the  section  could  not 


become  operative  without  additional  legislation. 
The  American  Medical  Association  opposed  this  sec- 
tion during  the  last  session  of  Congress  because  it 
would  give  the  Federal  Security  Agency  Adminis- 
trator the  power  to  prescribe  medical  examinations  to 
determine  disability. — J.A.M.A.,  January  31,  1953 
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THE  TREATMENT  OF  SUBACUTE  BACTERIAL  ENDOCARDITIS  IN  A PATIENT 
SENSITIVE  TO  AQUEOUS  PROCAINE  PENICILLIN 

Maury  D.  Sanger,  M.D.,  F.A.C.A.,  and  Isidore  Stein,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 


T)RIOR  to  the  advent  of  the  antibiotics  the  prog- 

nosis  in  subacute  bacterial  endocarditis  was  very 
poor.1'2  With  the  availability  of  sulfonamides  and 
antibiotics,  particularly  penicillin,  the  chance  of 
recovery  is  greatly  increased.3-7  Unfortunately, 
some  patients  have  had  marked  sensitivity  to 
the  drug  employed.8  This  necessitated  the  substi- 
tution of  less  effective  therapy,  often  with  a fatal 
result. 

The  following  case  deals  with  a patient  who  was 
sensitive  to  aqueous  procaine  penicillin.  Every 
injection  produced  severe  local  reactions.  The 
Streptococcus  viridans  recovered  from  her  blood 
was  aqueous  procaine  penicillin  sensitive  in  vitro. 
The  authors  were  faced  with  an  unhappy  choice  of 
either  discontinuing  aqueous  procaine  penicillin  or 
risking  serious  local  reactions.  The  dilemma  was 
solved  by  the  use  of  a mixture  of  aqueous  procaine 
penicillin  with  an  antihistamine  (Chlor-Trimeton 
Maleate  injection,  100  mg.  per  cc.). 

Case  Report 

R.  S.,  a thirty-seven-year-old  white  female,  not 
acutely  ill,  was  examined  in  the  office,  complaining  of 
irregular  bouts  of  fever  accompanied  by  sweating, 
lasting  two  or  three  days  for  a period  of  three 
months.  Five  days  previously  she  had  experienced 
a chill.  She  remembered  having  had  frequent  sore 
throats  during  childhood  but  could  not  recall  any 
attack  of  rheumatic  fever  or  chorea.  There  was  no 
past  history  of  cardiac  involvement. 

Physical  examination  revealed  blood  pressure  to 
be  140  systolic  90  diastolic;  pupils  were  equal  and 
reacted  to  light  and  accommodation;  the  pharynx 
was  injected;  the  apex  of  the  heart  was  felt  in  the 
fifth  intercostal  space,  1 to  2 cm.  outside  of  the  mid- 
clavicular  line;  there  was  dullness  at  the  base  of 
the  sternum;  cardiac  sounds  were  of  good  quality; 
the  second  pulmonic  sound  was  accentuated  and 
greater  than  the  second  aortic;  a long-blowing  sys- 
tolic and  a rumbling  presystolic  murmur,  ending  in 
a first  accentuated  sound,  was  heard  at  the  apex; 
rhythm  was  regular;  there  was  no  evidence  of  de- 
compensation; electrocardiogram  was  normal; 
fluoroscopic  visualization  revealed  slight  left  auric- 
ular and  left  ventricular  enlargement;  a nontender 
spleen  was  palpable  one  and  one-half  fingers  below  the 
costal  margin,  and  there  was  a suggestive  petechium 
on  the  posterior  surface  of  the  left  forearm.  Diag- 
nosis of  rheumatic  heart  disease  (inactive)  with 
mitral  stenosis  and  insufficiency,  with  superimposed 
subacute  bacterial  endocarditis,  was  entertained. 
The  patient  was  hospitalized  on  September  27, 
1951,  for  further  investigation  and  treatment. 

Laboratory  Studies. — Daily  urinalyses  were  nega- 
tive except  for  occasional  white  and  red  blood  cells. 
The  hemoglobin  varied  between  86  and  90  per  cent, 
with  a red  blood  count  between  4,000,000  and  4,500,- 
000.  The  white  blood  count  was  between  9,150  and 
13,950,  with  a normal  differential.  The  blood  urea 
was  10  mg.  per  cent  and  glucose  100  mg.  per  cent. 
The  sedimentation  rate  on  admission  was  20  mm. 
per  hour.  Blood  cultures  on  September  28,  29, 
30,  and  October  1 were  positive  for  Str.  viridans 
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Fig.  1.  Solid  lines,  reaction;  Diagonal  lines, 
penicillin,  2 million  units  daily;  Crossed  diagona, 
lines,  penicillin,  4 million  units  daily;  Parallel  linesl 
Chlor-Trimeton,  40  mg.  daily. 


which  was  highly  sensitive  to  aqueous  procaine 
penicillin  in  vitro. 

Treatment. — On  October  2,  1951,  administration 
of  1,000,000  units  of  aqueous  procaine  penicillin 
intramuscularly,  twice  daily,  was  instituted.  On 
October  4,  the  patient  complained  of  pain  in  both 
buttocks.  Examination  revealed  an  edematous 
reddened  area,  markedly  tender,  extending  over 
almost  the  entire  right  buttock  and  about  one 
third  of  the  left.  This  was  evidence  of  severe  local 
reaction  to  aqueous  procaine  penicillin.  At  this 
time  the  patient  informed  us  that  she  had  received 
penicillin  for  one  to  two  days  at  a time  on  three  or 
four  occasions  during  the  past  three  months.  In- 
asmuch as  we  were  dealing  with  an  organism  sensi- 
tive to  aqueous  procaine  penicillin  in  vitro,  the 
discontinuance  of  penicillin  therapy  might  have 
decreased  the  patient’s  chances  of  recovery. 

It  was  decided  to  continue  the  administration  of 
aqueous  procaine  penicillin  and  to  add  to  each  in- 
jection 0.2  cc.  of  Chlor-Trimeton  Maleate  solution, 
100  mg.  per  cc.  On  this  regimen  the  local  lesions 
cleared  promptly.  There  were  no  other  allergic 
responses  noted  despite  the  fact  that  it  was  neces- 
sary, on  October  20,  to  increase  the  dosage  of 
aqueous  procaine  penicillin  to  4,000,000  units  daily 
and  to  add  1 Gm.  of  streptomycin  each  day.  From 
October  29  through  November  7,  the  final  day  of 
treatment,  Chlor-Trimeton  Maleate  was  not  given. 
No  further  local  allergic  reactions  were  observed 
(Fig.  1). 

Course.— Before  treatment  was  instituted,  the 
daily  temperature  ranged  up  to  101.8  F.  It  promptly 
returned  to  normal  when  aqueous  procaine  peni- 
cillin was  started  but  rose  to  101  F.  on  October  19, 
1951,  when  the  dose  of  aqueous  procaine  penicillin 
was  doubled  and  streptomycin  was  added.  The 
patient  had  a temperature  of  100  F.  or  less  through- 
out the  remainder  of  her  hospitalization.  During 
the  first  week  numerous  petechiae  were  observed, 
but  they  disappeared  with  the  commencement  of 
aqueous  procaine  penicillin  therapy.  On  October 
24,  the  spleen  was  no  longer  palpable.  The  blood 
culture,  which  was  sterile  on  October  9,  became  pos- 
itive for  Str.  viridans  on  October  16.  Subsequent 
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cultures  over  a period  of  a month  were  sterile.  The 
sedimentation  rate  on  discharge  was  12.5  mm.  per 
hour. 

The  patient  was  discharged,  definitely  improved, 
feeling  well,  and  able  to  participate  in  all  her  usual 
activities  for  the  eighteen-month  period  of  observa- 
tion following  hospitalization. 

Conclusion 

A practical  method  for  handling  an  aqueous  pro- 
caine penicillin  sensitive  case  of  subacute  bacterial 
endocarditis  has  been  outlined.  Further  study  with 
other  aqueous  procaine  penicillin  sensitive  patients 
is  indicated.  The  use  of  mixtures  of  aqueous  pro- 
caine penicillin  and  Chlor-Trimeton  Maleate  for 


prophylaxis  would  also  appear  to  be  desirable, 
especially  where  sensitivity  to  aqueous  procaine 
penicillin  is  suspected. 
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SIMPLE  PROCTOLOGIC  PROCEDURES 

While  not  attempting  to  discount  the  value  of 
digital  examination  and  roentgen  studies,  the  author 
insists  that  proctosigmoidoscopic  examination  is 
the  only  accurate  method  available  at  present  for 
investigating  the  lower  bowel.  Briefly  outlining 
the  order  and  technics  of  office  diagnostic  proce- 
dures, he  suggests  management  of  the  commoner 
conditions  found. 

In  a large  percentage  of  cases,  he  says,  a com- 
plete examination  of  the  entire  rectum  and 
lower  colon  will  reveal  one  of  the  following:  (1) 
rectal  adenomas  or  polyps;  (2)  hemorrhoids:  in- 


ternal, external,  and  combined  types;  (3)  ex- 
ternal thrombotic  hemorrhoids;  (4)  anal  fissure; 
(5)  perianal  abscess,  or  (6)  perianal  fistula.  He 
says  that  early  diagnosis  and  eradication  of  polyps 
in  the  rectum  and  lower  sigmoid  colon  will  solve  a 
large  part  of  the  cancer  problem.  Simple  surgical 
procedures  are  adequate  for  a large  number  of 
troublesome  lesions  in  the  anorectal  regions,  but 
prerequisites  are  accuracy  of  diagnosis  and  a 
knowledge  of  the  anatomy  and  physiology  of  the  in- 
volved structures. — William  C.  Bernstein,  M.D., 
Minnesota  Medicine,  November,  1952 


HORMONE  DRUGS  AID  IN  TREATING  TYPE  OF  ANEMIA 


Use  of  corticotropin  (ACTH)  and  cortisone  in 
combination  with  other  forms  of  therapy  has  greatly 
improved  the  outlook  of  patients  with  acquired 
hemolytic  anemia,  it  was  reported  in  the  December 
20  Journal  of  the  American  Medical  Association. 

This  disease,  an  anemia  due  to  rapid  destruction 
of  red  corpuscles,  is  sometimes  fatal.  The  basic 
cause  of  the  disorder  is  obscure;  it  has  no  particular 
age  predilection  but  seems  to  afflict  more  females 
than  males. 

“During  the  past  two  years,  the  treatment  of 
acquired  hemolytic  anemia  has  been  advanced 
considerably,  owing  to  the  introduction  of  cortico- 
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tropin  and  cortisone”  it  was  stated  by  Dr.  Milton 
S.  Sacks,  Dr.  Joseph  B.  WTorkman,  and  Elsa  F. 

Jahn,  B.S.,  Baltimore.  All  are  associated  with 
the  University  of  Maryland  School  of  Medicine  and 
the  Baltimore  Rh  Laboratory. 

They  reported  on  a study  of  19  persons  afflicted 
with  the  disease,  who  received  the  drugs  in  addition 
to  other  forms  of  treatment.  Several  of  the  patients 
had  remissions  following  treatment  with  blood  trans- 
fusions and  the  hormones,  and  no  relapses  occurred. 
Significant  improvement  was  noted  in  many  other  I r 
cases,  according  to  the  authors,  although  removal  of 
the  spleen  was  required  in  some  instances.  ' I $. 


ELEPHANTIASIS  OF  THE  SCROTUM 


Jacob  Frumkin,  M.D.,  Schenectady,  New  York 
( From  the  Department  of  Urology,  Ellis  Hospital) 


’ELEPHANTIASIS  of  the  scrotum  is  uncommonly 
observed  in  the  temperate  zones.  The  rarity 
of  this  unusual  condition  prompted  the  author  to 
report  a case. 

The  disease  is  characterized  by  hypertrophy  of  the 
skin  and  subcutaneous  tissues  with  edema  resulting 
in  a diffusely  enlarged  scrotum  which  may  assume 
enormous  proportions.  Usually  the  enlargement 
is  gradual  and  progressive  with  thickening,  pitting, 
and  roughening  of  the  skin,  approaching  a leathery 
consistency.  This  is  greatest  at  the  most  dependent 
part.  Ordinarily,  the  penis  is  not  involved  but  be- 
comes retracted  in  the  scrotal  mass.  The  testicles 
lie  posteriorly  and  are  not  affected  by  the  edematous 
process,  except  that  hydroceles  may  be  present.  The 
spermatic  cords  are  thick  and  very  long.  However, 
the  gubemaculum  is  greatly  hypertrophied  and  binds 
the  gonads  to  the  skin. 

On  section  the  skin  is  greatly  hypertrophied  and 
the  deep  layer  is  dense,  thick,  and  fibrous.  The  sub- 
cutaneous tissues  have  a yellowish,  edematous  ap- 
pearance containing  a large  amount  of  fluid.  The 
connective  tissue  is  increased  in  bulk  with  enlarged 
blood  vessels  and  dilated  lymphatics. 

Elephantiasis  may  involve  either  the  penis  and 
scrotum  independently  or  include  both  in  the  patho- 
logic process.  Thompson- Walker  states  that  ele- 
phantiasis of  the  legs  frequently  is  present,1  but  the 
literature  does  not  bear  out  this  observation.  Ross 
distinguishes  the  difference  between  elephantiasis 
and  lymphscrotum.2  The  latter  is  reddish-brown 
in  color,  contains  vesicles,  and  discharges  chylous 
fluid.  The  etiology  is  the  obstruction  of  the  lym- 
phatics due  to  cicatricial  contraction  following  chan- 
croid, tuberculosis,  syphilis,  trauma,  excision  of  in- 
guinal nodes,  herniorrhaphy,  or  streptococcus  lym- 
phangitis. The  filarial  type  is  due  to  Filaria  ban- 
crofti  as  well  as  to  secondary  bacterial  invasion. 
Thompson-Walker  reports  a case  in  which  no  etiol- 
ogy was  found.1  Not  infrequently  repeated  attacks 
of  lymphangitis  with  cellulitis  and  fever  occur,  which 
result  in  elephantiasis. 

Treatment  is  radical  surgery  with  the  preservation 
of  the  testicles.  Nesbit  suggested  the  anastomosis 
of  the  scrotum  to  the  thigh,  as  used  in  the  Torek 
operation,  thereby  employing  the  lymphatics  of  the 
thigh  for  drainage.3  McDonald  and  Huggins  re- 
ported two  cases  of  moderate  elephantiasis  of  the 
scrotum  in  which  the  principle  of  scrotum  to  thigh 
anastomosis  was  applied.4  The  first  case  resulted 
in  some  edema  of  the  distal  two  thirds  of  the  penis 
and  several  mild  attacks  of  scrotal  swelling  two 
years  postoperatively.  The  second  case,  also,  had  a 
mild  edema  of  the  penis  one  year  postoperatively, 
although  the  scrotum  remained  normal. 

Comando  and  Echikson  published  one  case  of 
scrotal  elephantiasis.6  The  patient  gave  a history 
of  an  operation  for  inflamed  lymph  glands  in  both 
groins  several  years  previously.  At  that  time  there 
I was  no  associated  penile  lesion  or  urethral  discharge. 
I Since  then  he  had  been  in  good  health  except  for  re- 


peated attacks  of  inflammation  of  the  scrotum  ac- 
companied by  pain,  tenderness,  chills,  and  fever. 
Amputation  of  the  scrotum  was  performed  with  un- 
eventful healing.  There  was  no  recurrence  one 
year  later. 

Watson  reported  three  cases  that  were  operated 
with  good  results.6  One  case  had  an  urethral  stric- 
ture and  consequent  fistula  formation.  Young  ad- 
vocated repeated  resections  of  the  edematous  tissues, 
with  alleviation  of  the  condition.7  Many  authors 
have  emphasized  the  remarkable  regenerative 
ability  of  the  scrotum  and  consequently  advise  radi- 
cal resection  for  elephantiasis. 

Filarial  elephantiasis  is  successfully  treated  by 
extirpation,  according  to  DeSavitsch.8  The  success 
of  his  method  depends  on  mobilization  of  sufficient 
healthy  skin  to  construct  a new  penis  and  scrotum. 
The  proximal  skin  is  usually  healthy  and  conse- 
quently incorporated  into  a flap  devised  to  cover  the 
penis  and  form  a new  scrotum.  He  quotes  De 
Greef  who  observed  one  hundred  cases  with  only 
three  recurrences. 

Ross  reported  two  cases  of  penile  elephantiasis 
without  scrotal  involvement.  The  affected  skin  and 
edematous  subcutaneous  tissues  were  removed,  with 
successful  plastic  repair.  He  suggests  that  the 
penis  may  be  placed  in  a subcutaneous  tunnel  on  the 
inner  aspect  of  the  thigh  for  ten  days  and  subse- 
quently freed. 

Case  Report 

F.  R.,  white  male,  age  sixty-seven,  was  seen  in 
August,  1951,  complaining  of  a very  large  scrotal 
mass.  In  1927,  the  patient  had  been  operated  for  a 
right  inguinal  hernia.  Recovery  was  uneventful. 
In  1934,  the  patient  noticed  that  the  scrotum  was 
gradually  increasing  in  size  but  did  not  seek  advice 
until  1937.  At  this  time  the  mass  was  the  size  of  a 
large  grapefruit.  During  the  physical  examination  a 
left  inguinal  hernia  was  discovered.  Surgical  repair 
of  the  hernia  was  performed  as  well  as  incision  and 
biopsy  of  the  scrotal  enlargement.  The  hernia  re- 
pair healed  promptly  and  successfully.  Pathologic 
report  of  the  biopsy  revealed  edematous,  inflamma- 
tory tissue.  Subsequently,  the  scrotum  continued 
to  enlarge  until  the  patient  was  forced  to  seek  medi- 
cal aid  because  of  the  discomfort. 

The  past  history  did  not  reveal  any  significant 
facts.  Venereal  diseases  were  denied.  The  patient 
had  always  been  in  good  health.  There  was  no 
tropical  exposure  since  the  patient  had  never  been 
farther  south  than  North  Philadelphia. 

Physical  examination  did  not  demonstrate  any 
abnormalities  except  those  of  the  external  genitalia. 
The  scrotum,  which  extended  down  below  the  knees, 
was  thick,  brawny,  and  pyriform  in  shape  (Fig.  1). 
The  skin  was  pitted,  indurated,  and  brown  in  color. 
Although  the  glans  penis  and  shaft  were  not  involved, 
there  was  marked  retraction  due  to  the  enlargement 
of  the  prepuce.  A catheter  was  easily  passed  into 
the  bladder.  The  prostate  was  somewhat  enlarged 
but  was  normal  in  consistency. 

Results  of  laboratory  examinations  were  as  fol- 
lows: Urinalysis  showed  specific  gravity,  1.022; 
albumin,  trace;  reaction,  acid;  sugar,  negative; 
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Fig.  1.  Elephantiasis  of  scrotum  and  prepuce  be- 
fore operation. 


microscopic  examination,  negative.  Wassermann 
and  Kahn  tests  were  negative.  Blood  urea  was  12 
mg.  Red  blood  count  was  4,400,000;  white  blood 
count,  9,400,  and  hemoglobin,  83  per  cent.  Albu- 
min-globulin ratio  was  1.1  to  1.  X-rays  of  the 
lungs  and  abdomen  were  normal. 

Excision  of  the  scrotum  was  performed  on  August 
27,  1951.  A flap  of  normal  skin  was  saved  poste- 
riorly to  reconstruct  the  new  scrotum.  The  testicles 
and  cords  were  not  involved  in  the  edematous  proc- 
ess and,  consequently,  were  preserved.  The  ede- 
matous ventral  portion  of  the  prepuce  was  excised, 
and  the  cut  borders  were  sutured  together,  forming 
a new  shaft  of  the  penis.  Because  the  skin  appeared 
too  tight,  a dorsal  incision  was  made,  and  the  defect 
in  the  skin  was  covered  by  a small  graft. 

Healing  was  uneventful  (Fig.  2).  There  was  no 
sloughing  of  the  skin.  The  patient  was  discharged 
from  the  hospital  on  the  tenth  postoperative  day. 

Pathologic  Report. — The  scrotum  measures  21  by 
13  by  25  cm.  and  weighs  1,660  Gm.  The  epidermis  is 
greatly  thickened,  0.3  to  0.4  cm.,  nodular,  and  pale 
brown.  Dense,  gray,  fibrous  tissue,  from  which  con- 
siderable amounts  of  serous  fluid  ooze,  makes  up  the 
bulk  of  the  specimen.  The  prepuce  measures  8.7.6 
cm.  and  weighs  195  Gm. 

Microscopic  Examination. — The  greatly  hyper- 


plastic connective  tissue  is  edematous  and  traversed 
by  numerous  blood  and  lymph  vessels  but  without 
much  dilatation  of  the  latter.  Bands  of  smooth 
muscle  also  are  seen  in  section,  probably  the  cre- 
master. A few  of  the  vessels  show  perivascular 
lymphocytes. 

Conclusions 

A case  of  nonfilarial  elephantiasis  is  presented  and 
the  literature  reviewed. 


The  etiology  is  obscure  in  this  case  since  the  ele- 
phantiasis did  not  begin  until  seven  years  following 
a hernia  repair.  Subsequent  herniorrhaphy  on  the 
opposite  side  accelerated  the  elephantiasis. 
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Speech  is  a faculty  given  to  man  to  conceal  his  thoughts. — Talleyrand 


DESMOID  TUMORS 

Thomas  C.  Case,  M.D.,  New  York  City 

{From  the  Surgical  Service,  St.  Vincent's  Hospital) 


Q X E of  the  many  fascinations  of  surgery  is  the 
ever-present  possibility  of  encountering  a rare 
and  unsuspected  lesion  at  operation.  Although 
there  is  great  satisfaction  in  the  confirmation  of  a 
preoperative  diagnosis  at  operation,  a thrill  will 
always  be  derived  from  the  delivery  of  a peculiar 
specimen  from  the  body  of  a patient. 

Desmoid  tumors  are  uncommon,  in  fact,  rare. 
The  incidence  at  the  Memorial  Hospital  in  New 
York  is  0.03  per  cent  of  all  admissions,  and  of  16,000 
tumor  cases  in  Viennese  hospitals,  desmoid  tumors 
comprised  0.13  per  cent  of  the  total.1  These  brief 
figures  illustrate  the  rarity  of  the  lesion.  Only  by 
the  reporting  of  the  occasional  case  will  the  profes- 
sion become  cognizant  of  the  condition. 

A review  of  the  literature  reveals  that  tumors  of 
the  desmoid  variety  were  first  reported  by  McFar- 
lane  of  Glasgow.2  Although  he  did  not  coin  the 
term,  there  is  little  doubt  that  the  tumors  he  de- 
scribed were  fibromas  of  the  abdominal  wall.  The 
term  “desmoid,”  meaning  band  appearance,  was 
introduced  by  Muller,  in  1838,  because  he  was  im- 
pressed with  the  dense  tendon-like  consistency  of 
the  tumor.2  However,  the  tumors  were  generally 
referred  to  by  the  French  term  “fibrome  de  la  paroi 
abdominale”  until  Sanger,  in  1884,  revived  the  term 
“desmoid”  in  conjunction  with  his  operative  inno- 
vation of  resecting  the  peritoneum  in  cases  in  which 
this  membrane  was  adherent  to  the  growth,  rather 
than  shelling  out  the  tumor  from  its  false  capsule,  as 
had  been  done  previously. 

Although  the  real  cause  of  these  tumors  still  re- 
mains unknown,  many  theories  as  to  the  etiology 
have  been  proposed.  Trauma  has  been  mentioned 
most  frequently,  without  definite  proof.3  Follow- 
ing trauma,  there  is  organization  in  the  hematoma 
with  subsequent  hyperplasia,  the  cause  of  the  latter 
being  unknown.  Repetto  states  that  there  is  an 
inflammatory  reaction  in  the  hematoma  followed 
by  fibrosis  and  hyperplasia.2  A history  of  trauma 
was  present  in  the  case  reported  in  this  presentation. 
Pregnancy  is  also  mentioned;  however,  a certain 
percentage  (28  per  cent)  of  cases  has  been  reported 
in  men.4  Pack  and  Erlich  emphasize  the  relation- 
ship of  recent  gestation,1  and  Curtis  mentions  the 
possibility  of  endometriosis  as  an  etiologic  factor.6 
Some  tumors  are  related  to  scars  of  previous  oper- 
ations.6 It  seems  quite  obvious  that  no  definite  fac- 
tor has  been  established. 

Pathology 

The  tumor  is  usually  solitary  and  is  most  fre- 
quently found  in  the  rectus  abdominalis  muscle;7’8 
however,  it  may  be  present  in  any  of  the  muscles  of 
the  abdominal  wall.  The  growth  invades,  com- 
presses, and  even  destroys  muscle  tissue.  It  is  deep- 
seated  and  has  a tendency  to  recur  if  surgical  exci- 
sion is  not  complete.  Ewing  states  that  the  tumor 
varies  from  a hard  acellular  fibroma  to  a rather 
cellular  fibrosarcoma.9  The  tumor  is  a slow-growing 


lesion,  with  but  slight  tendency  to  malignant  degen- 
eration. If  malignant  changes  do  occur,  the  lesion 
becomes  a fibrosarcoma  of  low-grade  malignancy 
and  slow  to  metastasize. 10 

Diagnosis 

The  usual  clinical  picture  is  that  of  the  presence 
of  a firm,  oval,  slow-growing  mass  in  the  abdominal 
wall  of  a young  female,  quite  often  in  the  scar  of  a 
previous  abdominal  operation.  There  is  usually  a 
past  history  of  repeated  pregnancies.  The  tumor 
may  be  discovered  accidentally  by  the  patient  or 
the  physician  after  some  slight  trauma  has  led  to 
physical  examination.  The  presence  of  the  tumor 
may  occasionally  cause  pain  of  a localized  or  radiat- 
ing nature.  Signs  and  symptoms  of  intra-abdomi- 
nal involvement  are  absent  even  when  the  tumor  has 
attained  considerable  size.  The  skin  is  not  in- 
volved and,  when  the  lesion  is  palpated,  it  can  be 
moved  about  with  sufficient  freedom  to  remove  all 
doubt  of  intraperitoneal  involvement. 

With  a history  of  recent  trauma  or  previous  oper- 
ation it  is  most  difficult  to  differentiate  the  lesion 
from  an  organized  hematoma  or  possibly  a small  in- 
carcerated hernia,  and  only  surgical  exploration  will 
establish  the  diagnosis.  The  differential  diagnosis 
between  desmoid  and  simple  fibroma  is  that  the 
fibroma  is  much  more  superficial,  more  circum- 
scribed, and  does  not  have  a tendency  to  recur. 
Other  lesions  to  be  mentioned  for  differential  diag- 
nosis are  liposarcoma,  lymphosarcoma,  and  meta- 
static carcinoma. 

Treatment 

Complete  surgical  excision  is  the  treatment  of 
choice.  If  the  excision  is  not  complete,  there  is  a 
strong  tendency  for  recurrence  (11.8  per  cent)  with 
the  secondary  lesion  becoming  larger  than  the 
original  tumor.2  It  has  been  reported  that  lesions 
have  been  so  extensive  that  their  removal  has  created 
considerable  difficulty  in  the  repair  of  the  resulting 
defect.  With  the  use  of  tantalum  mesh  such  a de- 
fect would  be  no  problem  today.  Radiation  ther- 
apy has  been  used  with  most  success  in  the  inoper- 
able or  recurrent  lesion.11 

Case  Report 

I.  I.,  _a  forty-year-old  white,  married  female, 
gravida  O,  was  admitted  to  St.  Vincent’s  Hospital, 
New  York  City,  on  December  13,  1951,  because  of 
the  presence  of  a small  tumor  in  the  right  lower  quad- 
rant, at  the  lower  end  of  a right  paramedian  supra- 
pubic scar. 

Past  History,  Surgery. — Appendectomy  in  1932; 
supracervical  hysterectomy  and  left  salpingo- 
oothectomy  in  September,  1950,  with  no  evidence  of 
endometriosis  in  the  pathologic  report,  and  a history 
of  trauma  (struck  with  baseball)  to  lower  part  of 
abdomen  in  August,  1951. 

Present  Illness. — The  history  of  the  presence  of  the 
mass  dated  back  to  August,  1951,  at  which  time  the 
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Fig.  1.  Photomicrograph  of  desmoid  tumor  (H 
and  E stain)  showing  fibrous  tissue  infiltrating 
through  muscle  bundles,  with  resultant  degeneration 
and  replacement  of  muscle  fibers.  (200  X) 

patient  was  struck  in  the  lower  abdomen  with  a base- 
ball. The  mass  became  progressively  larger  until 
December,  1951,  at  which  time  the  patient  com- 
plained of  pain  locally  and  sought  relief. 

The  general  physical  and  laboratory  examinations 
were  essentially  negative. 

Locally  in  the  right  lower  quadrant  there  were 
two  well-healed  scars,  one  for  an  appendectomy,  and 
a second,  more  medial  scar,  for  the  pelvic  operation. 
The  tumor  was  incorporated  in  the  lowest  segment 
of  the  suprapubic  scar,  measured  about  3 cm.  in 
diameter,  was  firm,  deep-seated,  and  attached  to 
surrounding  tissue.  It  was  difficult  to  ascertain 
whether  it  was  intraperitoneal  or  simply  in  the 
abdominal  wall.  At  times  one  suspected  an  impulse 
with  coughing.  The  possibility  of  a small  incarcer- 
ated hernia  or  an  organized  hematoma  was  enter- 
tained because  of  the  history  of  trauma.  The  pres- 
ence of  a desmoid  was  not  suspected. 

At  operation  the  lesion  that  was  found  was  typical 
of  a desmoid  tumor.  It  measured  3l/»  cm.  in  diam- 
eter and  was  imbedded  in  muscle  tissue.  It  in- 
vaded, compressed,  and  locally  destroyed  the  sur- 
rounding muscle  tissue  of  the  rectus  abdominalis  in 
that  region.  Complete  excision  was  accomplished 
without  difficulty  because  the  lesion  was  an  earli- 
one,  and  the  defect  was  repaired  with  ease.  The 
peritoneal  cavity  was  not  opened  since  the  perito- 
neum was  not  involved. 

Pathologic  Report. — Gross:  The  specimen  con- 

sisted of  a firm,  gray  mass  of  tissue  measuring  3.5  by 
2.5  by  2 cm.  The  surface  was  rough,  gray,  and,  on 
section,  firm,  white,  and  homogeneous. 


Microscopic:  The  mass  described  above  was  com- 
posed of  collagen  intermingled  with  areas  in  which 
there  was  an  abundance  of  large  spindle  cells  com- 
pactly arranged.  They  were  uniform  in  appearance. 
There  was  no  display  of  anaplasia  (Fig.  1). 

Diagnosis:  Desmoid  tumor. 

Reeoveri-  was  uneventful.  The  wound  was  well 
healed  when  the  patient  was  discharged  on  the  fifth 
postoperative  day.  She  has  been  seen  on  several 
occasions  since  the  operation,  and  there  has  been  no 
evidence  of  recurrence. 

Comment 

It  is  my  feeling  that  the  early  excision  of  solitary 
growths  in  the  abdominal  wall  is  just  as  important 
as  the  early  excision  of  solitary  tumors  in  the  thyroid 
or  breast.  The  reasons  are  obvious:  The  early 
excision  of  a small  nodule  makes  the  procedure  a 
simple  one,  and  there  is  the  ever-present  possibility 
of  malignancy  or  of  malignant  degeneration  in  a 
benign  lesion.  The  wait-and-see  policy  should  not 
be  encouraged,  and  it  will  fall  to  the  lot  of  most  gen- 
eral practitioners  to  give  advice  upon  the  treatment 
of  these  growths.  The  doctor  is  apt  to  make  a false  ; 
step  by  telling  the  patient  that  the  lump  is  quite 
harmless.  This  information  will  certainly  please  the 
patient,  but  it  may  lead  him  or  her  to  defer  operation. 

Summary 

1.  A case  of  desmoid  tumor  is  reported  with  a 
brief  review  of  the  literature. 

2.  In  spite  of  careful  preoperative  observation, 
the  true  nature  of  the  lesion  could  be  determined 
only  by  surgical  excision. 
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TREATMENT  OF  HICCUPS 

Hiccups  may  be  a serious  complication  during  and 
following  surgery,  a fact  which  gives  this  pathologic 
respiratory  reflex  a special  interest  to  anesthesi- 
ologists. Accordingly,  by  a review  of  the  experience 
of  others,  reports  in  the  management  of  the  problem, 
the  authors  review  both  empiric  and  specific  meas- 
ures which  should  be  taken  in  a definite  sequence 


until  relief  is  obtained.  These  begin  with  simple 
medical  steps,  progressing  toward  the  most  radical 
treatment.  Enumerated  in  order  these  steps  are 
counterirritation,  gastric  lavage,  atropine,  heavy- 
sedation,  carbon  dioxide,  phrenic  nerve  block,  and 
phrenic  nerve  crush. — Albert  F.  Gigot,  M.D.,  and 
Paul  D.  Flynn,  M.D.,  J.A.M.A.,  October  25,  1952 


Special  Article 

EDUCATIONAL  MOTIVATION  IN  THE  FIELD  OF 
GENERAL  PRACTICE 

Walter  C.  Allen,  M.  D.,  Rochester,  and  Samuel  A.  Garlan,  M.  D.,  New  York  City 

{Editor,  New  York  State  General  Practice  News,  and  Past-President,  New  York  State  Academy  of 

General  Practice) 


'THE  founding  of  the  American  Academy  of 
General  Practice,  in  1947,  may  be  cited  by  future 
medical  historians  as  an  event  keynoting  and  high- 
lighting the  end  of  one  chapter  and  the  opening  of  a 
new  chapter  in  American  medical  history. 

As  is  well  known,  the  American  Academy  of 
General  Practice  had  its  genesis  in  a conference  of 
medical  leaders  who,  in  their  medical  backgrounds, 
were  by  no  means  exclusively  engaged  in  general 
practice.  A whole  series  of  interrelated  issues,  some 
of  them  primarily  the  concern  of  the  medical  pro- 
fession, others  major  public  issues,  were  rapidly 
boiling  to  a crisis.  The  shadow  of  crisis  had  cast  a 
deepening  shadow  over  the  deliberations  of  the  an- 
nual meeting  of  the  American  Medical  Association  in 
Atlantic  City  in  1947.  The  conference  out  of 
which  the  American  Academy  of  General  Practice 
grew  was  held  during  this  meeting. 

What  was  the  nature  of  these  critical  issues? 
In  the  first  place,  there  was  the  persistent  pressure 
of  the  Federal  administration  for  compulsory  health 
insurance.  The  architects  of  this  Federal  plan  felt 
impelled  to  paint  the  picture  of  American  medical 
service  in  as  drab  colors  as  possible.  In  their 
probing  search  for  gaps  and  weaknesses  in  the  estab- 
lished system  of  medical  service,  general  practice 
(and  the  conditions  of  general  practice)  was  found 
to  be  the  critical  area  for  attack.  The  issue  was 
joined;  both  American  medical  leaders  and  the 
Federal  leaders  of  social  revolution  were  agreed  on 
the  fact  that  American  medicine  had  to  stand  or  fall 
on  the  basis  of  general  practice.  This  was  a natural 
conclusion,  and  statistics  clearly  showed  that  the 
bulk  of  American  medical  service  was  provided  by 
general  practitioners. 

Quickly  the  kleig  lights  focused  on  general  prac- 
tice. The  question  of  the  hour  was:  Just  how  good 
is  general  practice?  It  is,  perhaps,  no  exaggeration 
to  state  that  in  1947  general  practice  had  been 
pushed  to  the  bottom  of  the  medical  ladder  and 
needed  only  a few  more  vigorous  wallops  to  push  its 
practitioners  entirely  off  the  ladder.  What  was 
happening?  After  World  War  I,  the  trend  toward 
specialization  became  pronounced;  after  World 
War  II,  the  trend  proceeded  at  an  accelerated  rate. 
The  specialists,  it  was  found,  had  taken  over  the 
direction  of  services  of  the  hospitals.  Not  only  that, 
but,  simultaneously,  hospitals  were  preparing  to 
organize  their  staffs  on  a basis  of  specialty  board 
certification.  It  was  as  if  the  hospitals  were  about 
to  put  up  signs  reading:  “If  you’re  a general  prac- 


titioner, keep  out!”  Some  hospitals  were  to  go  all- 
diploma te  by  a gradual  progression;  thus,  one  hospi- 
tal projected  its  conversion  to  all-diplomate  status 
by  July  1,  1952;  other  hospitals  acted  immediately 
to  close  their  doors  to  all  but  diplomates.  Gener- 
ally, however,  similar  results  were  sought  through 
restrictive  hospital  regulations. 

The  advent  of  the  Academy  of  General  Practice 
came  at  a moment  when  the  rush  toward  all-diplo- 
mate  status  was  at  fever-heat.  The  efforts  of  thr 
American  Academy  of  General  Practice  have  been 
directed  toward  cutting  down  the  momentum  of 
the  movement.  Anyone  who  thinks  that  the  right- 
ful place  of  general  practice  in  general  hospitals 
has  now  been  wholly  re-established  would  make  a 
grievous  factual  error.  That  the  limitation  of  the 
rights  and  privileges  of  general  practitioners  in 
general  hospitals  continues  right  up  to  the  time  this 
report  is  being  written  is  a matter  of  record. 

Two  hospitals  in  western  New  York  State  issued 
sharply  restrictive  regulations  limiting  general  prac- 
tice in  those  hospitals  under  an  effective  data  of 
October  1,  1952.  The  New  York  State  Academy  of 
General  Practice,  in  annual  meeting  in  Buffalo, 
by  action  of  its  Congress  of  Delegates  on  Monday, 
October  20,  took  issue  with  these  hospitals.  At  that 
time,  October  21, 1952,  a Utica  leader  and  a Brooklyn 
leader  reported  on  restriction  imposed  by  hospitals 
in  their  areas.  Illustrative  of  the  seeming  absurdity 
reached  in  these  restrictive  hospital  regulations  was 
one  provision  in  the  regulations,  issued  by  one  of  the 
above-mentioned  hospitals,  that  the  care  of  any 
infant  with  a temperature  of  101  F.  would  have  to  be 
transferred  to  a pediatrician.  The  solution  to  these 
problems  and  these  issues,  of  course,  centers  in  en- 
lightened medical  leadership. 

Education,  Keystone  of  Academy 

The  reason  why  general  practice  had  fallen  to 
such  low  estate  was  clear  to  all  intelligent  students  of 
the  problem.  General  practice  was  a totally  un- 
organized field  of  medicine.  All  the  specialties 
were  highly  organized.  There  was  an  American 
College  of  Surgeons,  an  American  College  of  Physi- 
cians, American  Academy  of  Pediatrics,  and  numer- 
ous other  organizations  of  specialists.  The  first 
step,  then,  was  to  organize  general  practice;  the 
American  Academy  of  General  Practice  is  the 
answer.  The  phenomenal  success  of  the  American 
Academy  of  General  Practice  is  now  history.  The 
criterion  upon  which  the  American  Academy  of 
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General  Practice  has  been  created  differs  distinctly 
from  that  of  other  organized  groups  in  its  basic 
motivation.  This  motivation  is  educational.  This 
is  implicit  and  explicit  in  the  constitution  and  bylaws 
of  the  Academy.  By  the  Academy’s  requirement 
of  the  completion  of  one  hundred  and  fifty  hours  of 
continued  studies  every  three-year  period,  the  Aca- 
demy has  initiated  a mass  movement  in  postgraduate 
medical  education. 

The  Academy  rationalizes  its  educational  pro- 
gram in  the  realization  that  the  hospitals  constitute 
the  school  of  the  general  practitioners.  It  is,  there- 
fore, no  surprise  that  the  Academy  has  effected 
leadership  in  the  integration  of  general  practice  in 
general  hospitals.  The  Academy  has  formulated 
a manual  for  guidance  in  the  establishment  and  con- 
tinued operation  of  departments  of  general  practice 
in  general  hospitals.  The  educational  program  of 
the  Academy  has  enjoyed  universal  approval  by  the 
authentic  medical  leadership  of  America,  not  only 
approval,  but  full  cooperation  as  well. 

No  one  expects  the  sharp  issues  which  have  arisen 
within  the  ranks  of  the  medical  profession  to  resolve 
themselves  overnight.  Statistical  and  other  accept- 
able evidence,  however,  clearly  marks  the  progress 
being  made  in  solution  of  these  issues.  Lag,  where 
it  exists,  is  experienced  at  local  levels,  to  a lesser 
extent  at  state  levels,  and  least  of  all,  at  national 
levels. 

The  Role  of  State  Academies 

As  a young  organization,  the  American  Academy 
of  General  Practice  is  still  busy  creating  the  organi- 
zational machinery  by  which  its  plans,  policies,  and 
programs  must  be  implemented.  To  a major  degree, 
the  work  of  the  Academy  is  dependent  upon  com- 
ponent state  and  county  units. 

In  none  of  its  echelons  has  the  Academy  at- 
tained maximum  efficiency  of  operation.  Individual 
states  have  effected  organizations  operating  with 
varying  degrees  of  efficiency  and  effectiveness.  It 
is  perhaps  best  to  turn  the  spotlight  on  the  New 
York  State  Academy  of  General  Practice,  to  bring 
out  the  essential  features  of  the  services  which  it 
seeks  to  perform. 

First,  it  presents  an  annual  scientific  assembly, 
four  to  date,  in  Syracuse,  Rochester,  New  York  City 
and  Buffalo.  These  scientific  assemblies  have  pre- 
sented exceptionally  fine  scientific  programs.  Most 
of  the  speakers  have  been  residents  of  the  State, 
but  State  leaders  have  not  hesitated  to  get  out-of- 
state  speakers.  The  governing  body  of  the  State 
organization  is  a Congress  of  Delegates,  with  dele- 
gates designated  by  constituent  county  chapters. 
This  Congress  of  Delegates,  in  its  1952  sessions,  was 
discovered  to  have  thrown  away  the  “rubber  stamp,” 
debating  the  issues  before  it  like  experienced  legisla- 
tors. This  Congress  vests  interim  authority  in  a 
Board  of  Directors,  and  the  Board  of  Directors  dele- 
gates certain  administrative  functions  to  an  execu- 
tive committee. 

Coincident  with  the  establishment  of  the  New 
York  State  Academy  of  General  Practice,  effective 
liaison,  cooperation,  and  coordination  have  been 
effected  with  other  medical  organizations,  notably 


the  Medical  Society  of  the  State  of  New  York,  which 
has  sanctioned  the  organization  of  a Section  on 
General  Practice,  which,  in  1953,  will  present  its 
second  program.  The  Medical  Society  of  the  State 
of  New  York,  as  well  as  numerous  other  organiza- 
tions, has  recognized  the  New  York  State  Academy 
of  General  Practice  as  the  representative  of  general 
practice,  members  of  which  have  been  appointed  to 
numerous  committees  of  the  Medical  Society  of  the 
State  of  New  York. 

Perhaps  one  of  the  most  notable  achievements  of 
the  New  York  State  Academy  of  General  Practice 
has  been  its  leadership  in  the  field  of  medical  educa- 
tion, with  special  emphasis  on  postgraduate  medical 
education.  This  finds  concrete  and  constructive 
expression  in  the  formation  of  the  Joint  Commission 
on  Postgraduate  Medical  Education,  on  which  the 
Medical  Society  of  the  State  of  New  York,  the  New 
York  State  Department  of  Health,  and  the  New 
York  State  Academy  of  General  Practice  are  all  ] 
represented.  The  Academy  has  enunciated  clear-  I 
cut  objectives  for  this  joint  commission,  including:  j 
(1)  sound  financial  underwriting  of  the  costs  of  I 
operation;  (2)  appointment  of  an  executive  secre-  1 
tary  of  the  commission;  (3)  research  and  study  as 
to  the  practical  problems  of  postgraduate  education,  i 
with  a view  to  formulation  of  plans,  policies,  and 
programs;  (4)  coordination  of  all  facilities  of  post- 
graduate medical  education,  with  special  reference 
to  linkage  of  medical  schools  and  medical  centers 
with  programs  of  postgraduate  medical  education, 
and  (5)  an  over-all  supervision  of  all  activities  in 
this  field.  The  Academy  is  committed  to  the  exer- 
cise of  its  total  resources  toward  making  this  joint 
commission  the  effective  instrument  of  postgraduate 
medical  education  in  New  York  State. 

One  has  only  to  study  the  proceedings  of  the  first 
business  session  of  the  Section  on  General  Practice 
of  the  Medical  Society  of  the  State  of  New  York  to 
be  deeply  impressed  as  to  the  marked  impact  of  the 
advent  of  general  practice  on  the  official  business  of 
the  Medical  Society  of  the  State  of  New  York. 
Numerous  resolutions  originating  in  the  Section  on 
General  Practice  were  presented  to  the  House  of 
Delegates  in  1952.  An  analysis  of  these  resolutions 
shows  them  to  have  covered  a wide  range  of  im- 
portant issues.  These  resolutions,  for  the  most  part, 
w~  . v . I by  the  1952  House  of  Delegates. 

The  initial  step  in  Medical  Society  of  the  State 
of  New  York-New  York  State  Academy  of  General 
Practice  liaison  found  expression  in  the  creation  ol 
the  Subcommittee  on  General  Practice  of  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education.  The  work  of  this  subcommittee  was  so 
highly  constructive  that  efforts  will  be  joined  in  the 
1953  Annual  Meeting  of  the  State  Society  toward 
the  establishment  of  a Council  Committee  on 
General  Practice,  thus  giving  general  practice  direct 
representation  in  the  Council.  The  New  'icrt 
State  Academy  of  General  Practice  is  committed  tc 
full  support  of  the  activities  of  the  Medical  Society 
of  the  State  of  New  York.  The  net  result  of  the 
knitting  of  close  bonds  between  the  New  York  Staff 
Academy  of  General  Practice  and  the  Medical  Society 
of  the  State  of  New  York  is  a gain  of  immeasurably  i 
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great  and  dynamic  strength  to  the  latter  organiza- 
tion. Everyone  attending  the  1952  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of  New  York 
could  sense  the  new  blood  flowing  in  its  blood  ves- 
sels— the  new  blood,  general  practice,  out  in  full 
force  and  intensely  interested  in  all  proceedings. 

What  else  has  organized  general  practice  accom- 
plished in  New  York  State?  It  has  spearheaded 
efforts  to  obtain  revision  in  compensation  fees;  it 
has  spearheaded  efforts  to  obtain  equitable  adjust- 
ment of  the  schedules  of  United  Medical  Service  in 
New  York  City.  It  has  spearheaded  effort  to 
guarantee  by  legislation  free  choice  of  physician 
and  free  choice  of  plan  in  prepayment  plans  for 
medical  care. 

The  New  York  State  Academy  of  General  Prac- 
tice is  directing  its  attention  toward  a re-evaluation 
of  state  programs  in  rural  health  and  rural  medical 
services.  It  has  already  taken  several  definite  steps 
in  this  matter.  It  has  asked  representation  on  the 
Medical  Society’s  Committee  on  Rural  Medical 
Services,  and  its  appointed  representative  on  that 
committee  may  be  expected  to  seek  a dynamic 
formulation  of  program  by  that  committee.  Through 
the  Oneida  County  Academy  of  General  Practice, 
efforts  have  been  directed  through  participation 
in  a tricounty  medical  organization  toward  effective 
rural  medical  service,  a project  which,  to  date,  has 
been  an  outstanding  success. 

One  of  the  most  notable  projects  of  the  New  York 
State  Academy  of  General  Practice  centers  in  a re- 
gional organization  in  the  field  of  postgraduate 
medical  education  at  Watertown,  the  Northern 
New  York  Academy  of  General  Practice.  This 
northern  New  York  project  links  in  its  efforts  the 
facilities  of  the  medical  school  at  Syracuse  and  of 
the  medical  school  of  Queen’s  University,  Kingston, 
Ontario  Canada.  It  is  a project  which  is  being 
closely  followed  nationally,  as  a pilot  demonstration 
in  postgraduate  medical  education  in  a rural  area. 


It  may  surprise  many  to  learn  that  the  most 
formidable  obstacles  and  problems  in  the  organiza- 
tion of  general  practice  are  those  prevalent  in  New 
York  City  and  the  metropolitan  area.  However,  it 
may  also  be  stated  that  more  progress  toward  the 
solution  of  the  problems  of  general  practice  in  New 
York  City  and  the  metropolitan  area  is  being  made 
than  in  any  other  part  of  the  State.  Illustrative 
of  this  is  the  inclusion,  in  the  Committee  on  Hospi- 
tals and  Dispensaries  of  the  New  York  County 
Medical  Society,  of  representatives  of  organized 
general  practice.  Unexpected  support  of  the  funda- 
mental tenets  of  the  American  Academy  of  General 
Practice  is  often  presented.  Sometimes  this  is 
centered  in  the  enunciation  of  broad  principles. 
Thus,  Yeshiva  University,  soon  to  open  in  New  York 
City,  offers,  as  a basic  concept  of  the  medical  educa- 
tion it  plans  to  provide,  education  for  a practice  in 
relation  to  total  environment,  which  can  readily 
be  translated  to  general  practice  at  its  best. 

The  genius  of  the  genesis  of  the  American  Acad- 
emy of  General  Practice  is  expressed  in  a structure 
dedicated  to  education.  This  is  the  bedrock  which 
gives  it  strength,  power,  and  freedom  from  organiza- 
tion of  efforts  motivated  by  purely  selfish  objectives. 
All  efforts  to  make  pressure  groups  of  the  Academy 
and  its  component  units  have  withered  and  died. 
The  high  educational  goals  the  Academy  has  set 
seem  to  act  as  protective  armor  against  such  efforts. 
The  Academy  has  demonstrated,  time  and  time  again 
within  its  own  ranks,  that  it  will  have  no  part  in 
unworthy  efforts.  The  fact  of  the  matter  is  that  the 
Academy’s  educational  program  commands  the 
full  efforts  of  its  administrative  leaders  at  all  levels. 

The  Academy  seeks  to  gain  its  educational  goals 
by  evolutionary  processes.  Gradually  and  pro- 
gressively, it  looks  to  a future  in  which  the  physician 
in  general  practice,  by  sheer  merit,  commands  the 
honor  and  respect  of  all. 


EXPENSES  CLAIM  TWO  FIFTHS  OF  AVERAGE  M.D.’S  INCOME 


The  average  physician  in  private  practice  spent 
two  fifths  of  his  gross  income  on  operating  expenses 
in  1951,  according  to  a report  in  the  January  issue  of 
Medical  Economics.  The  magazine  is  publishing 
the  results  of  a nation-wide  survey  of  medical  prac- 
tice, based  on  a questionnaire  sent  to  each  of  its 
readers.  According  to  the  survey,  the  average  doc- 
tor’s professional  expenses  rose  24  per  cent  from  1947 
to  1951.  Office  assistants’  salaries  alone  cost  the 


average  doctor  $2,689  in  1951.  Other  major  ex- 
pense items  were  drugs  and  supplies,  office  rent,  auto 
upkeep,  and  instruments  and  equipment.  The  sur- 
vey found  that  doctors  in  small  towns  generally 
spent  a higher  percentage  of  their  gross  income  on 
expenses  than  medical  men  in  large  metropolitan 
centers.  Operating  costs  also  tend  to  be  propor- 
tionately higher  among  physicians  with  low  incomes 
than  among  those  in  the  upper  brackets. 
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“LET’S  TAKE  A LOOK  IN  THE  ATTIC!” 

The  Society’s  Project  for  a Sesquicentennial  History 
Frederic  D.  Zeman,  M.D.,  New  York  City 


IX  1957  the  Medical  Society  of  the  State  of  New 
York  will  celebrate  the  one  hundred  and 
fiftieth  anniversary  of  its  founding.  The  officers 
and  the  members  of  the  Council  have  already 
begun  to  plan  a celebration  worthy  of  such  an 
important  birthday.  The  preparation  of  a new 
history  of  medicine  in  New  York  State  for  tills 
occasion  has  been  made  the  responsibility  of  a 
special  committee  made  up  of  Dr.  Laurance  D. 
Redway,  Dr.  George  W.  Kosmak,  and  the 
writer.  Since  the  undertaking  is  so  vast  and 
far-reaching,  an  advisor}'  committee  is  now  in 
process  of  formation  which  will  include  such  well- 
known  contributors  to  medical  history  as  Dr. 
Emerson  Crosby  Kelly,  Dr.  George  Rosen,  Dr. 
Jean  Curran,  Dr.  Claude  Heaton,  Dr.  Eliott 
Hague,  Dr.  T.  Wood  Clarke,  and  Dr.  Leonard 
Schiff.  As  time  goes  on,  many  others  will  be 
invited  to  join  this  group,  which  may  also  wish  to 
include  in  its  membership  professional  historians 
and  writers  who  have  contributed  to  the  general 
history  of  the  State. 

The  committee  takes  this  opportunity  of  invit- 
ing all  the  members  of  the  Society  to  collaborate 
in  this  ambitious  undertaking  and  in  this  way 
make  the  forthcoming  history  truly  representa- 
tive of  every  medical  activity  in  every  part  of  the 
Empire  State.  Contributions  on  any  relevant 
topic  will  be  given  a cordial  reception,  and  for 
this  purpose  Dr.  Redway  has  created  a new 
department  in  the  Journal  to  be  known  as  the 
“History  of  Medicine  in  Xew  York  State.” 
Biographies  of  medical  practitioners  of  note  will 
be  welcome,  as  well  as  studies  of  the  distribution 
of  physicians  in  the  State  and  the  history  of 
licensing.  Studies  of  medical  education,  of  cults, 
of  legislative  activities,  of  the  various  State 
departments  and  their  relation  to  the  profession 
as  a whole  will  be  encouraged  and  given  publica- 
tion. Histories  of  hospitals  and  of  other  medical 
institutions  are  desired.  Above  all,  we  seek  new 
and  fresh  material,  hitherto  kept  alive  locally  by 


word  of  mouth,  but  lost  forever  if  not  committed 
to  paper  while  the  story-teller  still  lives. 

If  our  fellow  physician  does  not  care  to  help 
with  his  pen  he  can  do  an  even  greater  service, 
indicated  in  the  title  of  this  communication.  He 
can  search  in  his  own  home  and  in  those  of  his 
neighbors  and  patients  for  dust-covered  source 
material.  In  1934  Dr.  Harvey  Cushing  gave  a 
fascinating  address  on  the  “Pioneer  Medical 
Schools  of  Central  Xew  York”  to  commemorate 
the  one  hundredth  anniversary  of  the  Syracuse 
University  Medical  School.  This  paper  is  to  be 
found  in  The  Medical  Career  and  Other  Papers 
(Boston,  Little  Brown  & Co.,  1940).  Speaking 
of  the  medical  school  at  Geneva,  Cushing  said : 

Not  until  old  attics  have  been  ransacked  for 
precious  diaries  and  letter  files  that  have  come 
down  through  descendants  of  the  founders  will  it 
be  possible  to  reconstruct  the  story  behind  the 
scenes  and  to  learn  all  that  we  would  like  to  know 
about  the  early  days  of  the  school. 

This  quotation  may  well  serve  as  the  inspira- 
tion for  a great  new  effort  to  uncover  rich  ma- 
terials bearing  on  our  Society  history.  The  com- 
mittee will  be  happy  to  serve  in  an  advisory  and 
editorial  capacity,  as  well  as  a central  repository 
for  records.  Arrangements  have  already  been 
made  to  have  a check  list  prepared  of  books  bear- 
ing on  these  topics,  which  will  gladly  be  sent  to 
those  interested.  Please  ask  us  questions  about 
the  project. 

The  space  so  generously  assigned  by  the  editor 
of  the  Journal  will  furnish  further  information 
from  time  to  time  and  will  also  be  used  for  the 
contributions  we  fondly  hope  will  be  forthcoming. 
In  the  meantime,  let  us  surpass  for  the  new  ses- 
quicentennial history  what  we  did  so  well  for  the 
Old  Doctor’s  Office  at  Cooperstown.  Let’s  start 
talking  about  this  search  to  our  friends  and  to  our 
neighbors  and  enlist  their  help.  “Let’s  take  a 
look  in  the  attic.” 
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Henry  Edwin  Bell,  M.D.,  of  Brooklyn,  died  on 
March  4 at  his  home  at  the  age  of  eighty-four.  Dr. 
Bell  received  his  medical  degree  from  the  Long  Is- 
land College  Hospital  Medical  School  in  1898  and 
had  practiced  in  Brooklyn  for  many  years  until  his 
retirement  ten  years  ago. 

Edward  Berman,  M.D.,  of  Utica,  died  on  April  14 
at  the  age  of  fifty-three.  Dr.  Berman  received  his 
medical  degree  from  the  Marquette  University 
Medical  School  in  1925  and  had  practiced  in  Utica 
for  the  past  twenty  years.  He  was  attending  cardiol- 
ogist at  St.  Luke’s  Memorial  Hospital.  Dr.  Ber- 
man was  a member  of  the  Utica  Academy  of  Medi- 
cine, the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bertram  Samuel  Bickelhaupt,  M.D.,  of  Green- 
wood Lake,  died  on  April  15  at  Union  Hospital,  the 
Bronx,  at  the  age  of  sixty-eight.  Dr.  Bickelhaupt 
was  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1906  and  interned 
at  Fordham  Hospital.  He  had  practiced  in  the 
Bronx  before  moving  to  Greenwood  Lake  several 
years  ago.  Dr.  Bickelhaupt  was  a member  of  the 
Orange  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Thomas  D’Arcy  Buck,  M.D.,  of  Rochester,  died 
on  March  23  at  Highland  Hospital  at  the  age  of 
seventy-one.  Dr.  Buck  received  his  medical  degree 
from  the  University  of  Toronto  in  1904  and  was  on 
the  staff  of  St.  Mary’s  Hospital,  Rochester,  until  he 
enlisted  in  the  U.S.  Army  Medical  Corps  during 
World  War  I,  serving  with  the  rank  of  captain. 
Dr.  Buck  was  consulting  orthopedist  at  the  Monroe 
County  Infirmary  and  honorary  staff  orthopedist  at 
Highland  Hospital . He  was  a member  of  the  Roches- 
ter Academy  of  Medicine,  the  Rochester  Pathologi- 
cal Society,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lionel  C.  Charbonneau,  M.D.,  of  Brooklyn,  died 
on  February  5 at  the  age  of  eighty-nine.  Dr. 
Charbonneau  received  his  medical  degree  from  the 
Bellevue  Hospital  Medical  School  in  1888. 

John  Doming.  M.D.,  of  New  York  City,  died  on 
April  13  at  his  home  at  the  age  of  ninety-three.  Dr. 
Doming  received  his  medical  degree  from  the  New 
York  University  Medical  School  in  1882.  He  was 
medical  director  of  St.  Francis  Hospital  for  several 
years  until  his  retirement  in  1942,  when  he  was 
elected  an  honorary  staff  member.  He  was  also 
consulting  physician  at  Sea  View  and  St.  Joseph’s 
Hospitals.  Dr.  Doming  was  a member  of  the 
American  Pediatric  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Norris  Evans,  M.D.,  of  Brooklyn,  died  on 
April  8 in  Brooklyn  Hospital  at  the  age  of  fifty-nine. 
Dr.  Evans  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1916  and 
during  World  War  I served  with  the  U.S.  Army 
Medical  Corps.  He  was  consulting  ophthalmologist 
at  Long  Island  College  and  Brooklyn  Hospitals  and 
senior  attending  surgeon  at  the  Brooklyn  Eye  and 
Ear  Infirmary.  He  was  professor  emeritus  of  clini- 
cal ophthalmology  at  the  State  University  College  of 
Medicine  in  New  York  City.  Dr.  Evans  was  the 
author  of  Clinical  Scolometry  and  Angio  Scotometry 
and  was  associate  editor  of  the  Quarterly  Review  in 
Ophthalmology . 

A Fellow  of  the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of  Ophthal- 
mology, Dr.  Evans  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  Association  for  Research  in  Ophthalmology, 
the  American  Ophthalmological  Society,  the  New 
York  Ophthalmology  Society,  the  Brooklyn  Ophthal- 
mological Society,  the  Kings  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lewis  W.  Falkner,  M.D.,  of  Youngstown,  died  on 
November  4,  1952,  at  the  age  of  seventy-two.  Dr. 
Falkner  received  his  medical  degree  from  the  Balti- 
more Medical  College  in  1907.  He  was  a member  of 
the  Niagara  Falls  Academy  of  Medicine. 

John  Andrew  Gildersleeve,  M.D.,  of  Brooklyn, 
died  on  March  24  at  Norwegian  Hospital  at  the  age 
of  sixty-nine.  Dr.  Gildersleeve  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1912  and  interned  at  Methodist 
Hospital  in  Brooklyn.  He  was  consulting  physician 
at  the  Norwegian  Hospital.  Dr.  Gildersleeve  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alice  Gregory,  M.D.,  of  New  York  City  and  Mill- 
brook,  died  on  April  20  at  New  York  Hospital  at  the 
age  of  seventy-seven.  Dr.  Gregory  was  graduated 
from  the  Cornell  University  Medical  College  in  1902. 
During  World  War  I she  served  as  a surgeon  in 
France,  first  with  the  Medical  Corps  of  the  French 
Army  and  later  with  a unit  from  the  New  York  In- 
firmary. Dr.  Gregory  had  retired  from  practice. 

William  Ellsworth  Holmes,  M.D.,  of  Brooklyn, 
died  on  March  28  at  Maimonides  Hospital  at  the 
age  of  fifty-four.  Dr.  Holmes  received  his  medical 
degree  from  the  New  York  Homeopathic  Medical 
School  in  1923  and  interned  at  Cumberland  Hospi- 
tal. During  World  War  II  he  served  as  physician 
at  the  Wheeler  Shipyards.  Dr.  Holmes  was  a 
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member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  H.  Humphreys,  M.D.,  of  Jamaica,  died  on 
April  16  at  his  home  at  the  age  of  seventy-six.  Dr. 
Humphreys  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1908 
and  had  practiced  in  Jamaica  for  the  past  thirty-five 
years.  Dr.  Humphreys  was  a member  of  the 
Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  Elgin  Mott,  M.D.,  of  Buffalo,  died  on  Jan- 
uary 5 at  the  age  of  seventy-one.  Dr.  Mott  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1905.  He  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Eleanor  Stephenson  Picken,  M.D.,  of  Orient,  died 
on  February  23.  Dr.  Picken  received  her  medical 
degree  from  the  Women’s  Medical  College  of  Penn- 
sylvania in  1904. 

Otto  Rudolph  Pozdena,  M.D.,  of  Jackson  Heights, 
died  on  April  19  at  the  age  of  sixty-nine.  Dr. 
Pozdena  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1905 
and  practiced  in  New  York  City  for  forty-five  years 
until  his  retirement  in  1951.  For  twenty-five  years 
Dr.  Pozdena  was  assistant  director  of  the  Bureau  of 
Records  of  the  Health  Department  and  for  forty- 
five  years  he  was  a medical  examiner  for  the  Metro- 
politan Life  Insurance  Company.  He  was  a mem- 
ber of  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  A.  Prendergast,  M.D.,  of  Brooklyn,  died 
on  March  28  at  the  age  of  seventy-three.  Dr. 
Prendergast  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1903  and  interned  at  Kings  County  Hospital.  He 
was  consulting  roentgenologist  at  St.  Charles  Hos- 
pital. 

Ernst  Rosenfeld,  M.D.,  of  Penn  Yan,  died  on 
April  6 at  the  age  of  sixty-seven.  Dr.  Rosenfeld  was 
born  in  Neuwied,  Germany,  and  received  his  medical 
degree  from  the  University  of  Berlin  in  1913.  He 
was  attending  physician  at  the  Soldiers  and  Sailors 
Memorial  Hospital  in  Penn  Yan  and  a member  of 


the  Yates  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Benjamin  W.  Stiefel,  M.D.,  of  New  York  City, 
died  on  April  17  at  a nursing  home  in  Flushing  at  the 
age  of  eighty-seven.  Dr.  Stiefel  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1890.  He  had  taught  at  the  College 
of  Physicians  and  Surgeons  and  was  a professor  of 
obstetrics  at  the  former  St.  Bartholomew’s  Clinic. 

Dr.  Stiefel  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association 

Emory  Miner  Wadsworth,  M.D.,  of  Rhinebeck, 
formerly  of  Brooklyn,  died  on  April  1 at  his  home  at 
the  age  of  seventy-eight.  Dr.  Wadsworth  was  grad- 
uated from  the  University  of  Buffalo  School  of 
Medicine  in  1898  and  had  practiced  in  Brooklyn  for 
forty-two  years  until  his  retirement  in  1941.  He 
was  emeritus  physician  at  St.  John’s  Hospital, 
Brooklyn.  Dr.  Wadsworth  was  a member  of  the 
Association  of  Military  Surgeons  of  the  United 
States,  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  Weintrob,  M.D.,  of  Brooklyn,  died  on 
April  7 at  his  home  at  the  age  of  fifty-two.  Dr. 
Weintrob  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1925  and  interned  at  Bellevue  Hospital. 
During  World  War  II  he  served  as  a commander  in 
the  U.S.  Naval  Reserve  and  was  in  charge  of  surgery 
for  the  Navy  on  Okinawa. 

Dr.  Weintrob  was  associate  attending  surgeon  in 
obstetrics  and  gynecology  at  Adelphi  Hospital  and 
adjunct  surgeon  at  the  Jewish  Hospital  for  Chronic 
Diseases,  both  in  Brooklyn. 

As  senior  censor  of  the  Kings  County  Medical 
Society,  Dr.  Weintrob  had  campaigned  against 
fee-splitting  and  other  unethical  practices  and  had 
led  opposition  to  licensing  chiropractors.  He  was  i 
president-elect  of  the  Kings  County  Surgical  So- 
ciety, past-president  of  the  Kings  County  Physicians 
Guild  and  editor  of  its  magazine,  and  a member  of 
the  board  of  governors  of  the  International  College 
of  Surgeons. 

A Fellow’  of  the  International  College  of  Surgeons, 

Dr.  Weintrob  was  a member  of  the  Association  of 
Military  Surgeons  of  the  United  States,  the  Na- 
tional Gastroenterological  Association,  the  Kings 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association.  Q 
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Inaugural  Ceremony  of  A.M.A.  To  Be  Broadcast — 

The  American  Broadcasting  Company  radio  net- 
work will  carry  the  inauguration  of  Dr.  Edward  J. 
McCormick,  Toledo,  Ohio,  as  president  of  the  Ameri- 
can Medical  Association,  Wednesday,  June  3. 

The  time  of  the  broadcast  will  be  10.00  to  10:30 
p.m.  eastern  time  zones,  and  9:00  to  9:30  p.m.  in  other 
time  zones. 

Due  to  the  coronation  of  Queen  Elizabeth,  June  2, 
which  conflicts  with  the  actual  inaugural  ceremony, 
the  program  will  be  transcribed.  “Dr.  Christian,” 
the  radio  program  featuring  Jean  Hersholt,  which 
will  be  staged  and  transcribed  Tuesday  night,  an 
hour  earlier  than  the  inaugural  ceremony  in  the 
Grand  Ballroom  of  the  Hotel  Commodore,  will  also 
I be  rebroadcast  on  Wednesday  night. 

Associated  Hospital  Service  Announces  Total 
Enrollment  in  New  York — Enrollment  of  256,985  new 
members  in  Associated  Hospital  Service,  New  York’s 
Blue  Cross  Plan,  during  1952,  brought  the  total 
enrollment  to  5,180,438,  nearly  one  half  the  popula- 
tion in  the  area  covered  by  the  Plan,  according  to  the 
annual  report  issued  recently. 

Second  Acqui’s  Rheumatology  Prize — Acqui’s 
Health  Resort  office  announces  an  international 
competition  for  an  original  and  unpublished  medical 
article  dealing  with  the  physiology,  clinical  history, 
and  therapy  of  rheumatic  and  arthritic  diseases. 

The  competition  is  open  to  all  Italian  and  foreign 
doctors.  The  prize  of  1,000,000  Italian  liras  will  be 
awarded  by  the  international  judging  commission  to 
the  best  article  or  may  be  divided  between  two 
articles. 

Articles  may  be  written  in  Italian,  French,  Eng- 
lish, Spanish,  and  German  languages.  The  compe- 
tition will  close  on  January  31 , 1954. 

For  detailed  information  and  rules  of  the  compe- 
tition, apply  to  the  Azienda  Autonoma  di  Cura, 
Acqui  (Piemonte,  Italy). 


Postgraduate  Course  in  Electrocardiography — • 

A postgraduate  course  in  electrocardiography  is  be- 
ing offered  by  the  University  of  Oregon  Medical 
School,  Portland,  Oregon,  May  4 to  May  8.  The 
course  is  designed  to  meet  the  needs  of  physicians  in 
general  practice  as  well  as  those  particularly  inter- 
ested in  electrocardiography.  Attendance  at  the 
course  is  recognized  for  credit  by  the  American 
Academy  of  General  Practice. 

Physicians  wishing  to  attend  must  be  graduates  of 
medical  schools  approved  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association.  Registrations  and  inquiries  should  be 
addressed  to:  Director  of  Postgraduate  Instruction, 
University  of  Oregon  Medical  School,  3181  S.  W. 
Sam  Jackson  Park  Road,  Portland  1,  Oregon. 

First  Western  Hemisphere  Conference — Will 

medical  science  be  able  to  stretch  out  the  years  of 
youth  and  robust  maturity  within  the  ever-lengthen- 
ing human  life  span?  Can  life  be  better  as  well  as 
longer? 

These  questions  were  answered  by  Dr.  Edward 
L.  Bortz,  Philadelphia,  past-president  of  the  Ameri- 
can Medical  Association,  in  a talk  to  physicians  of 
20  nations  who  reached  pertinent  conclusions 
through  panel  discussions  at  the  First  Western 
Hemisphere  Conference  of  the  World  Medical 
Association,  held  at  Richmond,  Virginia,  April  21  to 
25. 

Among  the  New  York  State  doctors  who  partici- 
pated were:  Dr.  Marion  B.  Sulzberger,  professor 
and  chairman,  Department  of  Dermatology  and 
Syphilology,  New  York  University  Post-Graduate 
Medical  School,  and  Skin  and  Cancer  Unit,  New  York 
City;  Dr.  Julius  Lempert,  director,  Lempert.  Insti- 
tute of  Otology,  New  York  City,  and  Dr.  Howard 
A.  Rusk,  professor  and  director,  Department  of  Re- 
habilitation and  Physical  Medicine,  New  York  Uni- 
versity College  of  Medicine,  New  York  City. 


MEETINGS 

PAST 


Queens  Clinical  Society  and  Queensboro  Tuber- 
culosis and  Health  Association 

Dr.  Julius  L.  Wilson,  director  of  clinics,  Henry 
Phipps  Institute,  Philadelphia,  discussed  the  useful- 
ness of  drug  treatment  for  tuberculosis  patients 
outside  the  hospital  at  a joint  meeting  of  the  Queens 
Clinical  Society  and  the  Queensboro  Tuberculosis 
and  Health  Association  on  April  7.  The  meeting 
was  held  at  the  Queens  County  Medical  Society 
building,  Forest  Hills. 

|Nassau  Pediatric  Society 

A scientific  meeting  of  the  Nassau  Pediatric  So- 
ciety was  held  at  the  Garden  City  Hotel,  April  13. 
Dr.  Maclyn  McCarty,  Rockefeller  Institute  for 
Medical  Research,  spoke  on  “The  Diagnosis  of 


Rheumatic  Fever  and  Evaluation  of  Activity  of  the 
Disease.” 

Steuben  County  Medical  Society 

Dr.  Eli  A.  Leven,  head  of  the  cardiac  clinic,  Roch- 
ester General  Hospital,  and  senior  visiting  physi- 
cian; Dr.  David  C.  Thurber,  electrocardiographer 
and  associate  visiting  physician  at  the  Rochester 
General  Hospital,  and  Dr.  Alvin  L.  Ureles,  chair- 
man, section  on  radioactive  isotope  therapy,  De- 
partment of  Radiology,  Strong  Memorial  Hospital, 
University  of  Rochester  Medical  School,  were  speak- 
ers in  a panel  discussion  of  “The  Evaluation  of  Pres- 
ent-Day Treatment  of  Heart  Disease,”  at  the  meet- 
ing of  the  Steuben  County  Medical  Society  on  April 
16.  The  meeting  was  held  at  the  Baron  Steuben 
Hotel  in  Corning. 
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New  York  Council  of  Surgeons 

Dr.  John  J.  Levbarg,  assistant  visiting  neuropsv- 
chiatrist,  City  Hospital,  attending  neuropsyehiatrist, 
New  York  City  Welfare  Dispensary,  and  surgeon 
and  psychiatrist,  Harlem  Eye  and  Ear  Hospital, 
spoke  on  "Personality  Factors  and  Hypnotherapy 
in  Medicine,”  at  a meeting  of  the  New  York  Council 
of  Surgeons  held  on  April  21  at  the  Parkchester 
General  Hospital. 

Jefferson  County  Medical  Society 

Dr.  Arthur  Gaffney,  president  of  the  Fifth  District 
Branch,  was  guest  of  honor  at  the  April  meeting 
of  the  Jefferson  County  Medical  Society,  at  which 
Dr.  George  S.  Nellis,  president  of  the  Jefferson 
County  Medical  Society,  spoke  on  "Travelog  of  the 
Medicant,”  or  “A  Modem  Marco  Polo  in  the  New 
Hemisphere.” 

Albany  County  Medical  Society 

‘ The  Treatment  of  the  Common  Dermatoses” 
was  the  subject  of  the  paper  presented  by  Dr. 
Maurice  J.  Costello  at  the  meeting  of  the  Albany 
County  Medical  Society  on  April  22.  Dr.  Costello 
is  associate  professor  of  dermatology  and  svphilology, 
New  York  University-Bellevue  Medical  Center. 

Dr.  Rudolph  Ruedemann,  Jr.,  Dr.  Joseph  J. 
Russo,  and  Dr.  Marcus  B.  Einhom  were  the  dis- 
cussants. 

Tuberculosis  Sanatorium  Conference  of  Metro- 
politan New’  York 

A clinical  session  of  the  Tuberculosis  Sanatorium 
Conference  of  Metropolitan  New  York  was  held  April 


22  at  the  Cornell  University  Medical  College  amphi- 
theatre. A panel  discussion  was  presented  by  Dr. 
Herbert  R.  Edwards,  executive  director,  New  York 
Tuberculosis  and  Health  Association,  who  presented 
the  public  health  aspects  of  the  problem;  Dr.  Ben- 
jamin P.  Potter,  medical  director,  B.  S.  Poliak  Hos- 
pital for  Chest  Diseases,  the  clinic  care  aspects; 
Dr.  Harry  H.  Epstein,  visiting  physician,  Triboro 
Hospital,  described  Triboro’s  home  care  program; 
Dr.  Arthur  D.  Robins,  director,  Bureau  of  Tuber- 
culosis, New  York  City  Department  of  Health,  told 
of  experience  to  date,  and  the  point  of  mew  of  the 
thoracic  surgeon  was  discussed  by  Dr.  Arthur  H. 
Aufses,  attending  thoracic  surgeon,  Montefiore 
Hospital,  and  that  of  the  private  physician  by  Dr. 
H.  McLeod  Riggins,  visiting  physician,  chest  serv- 
ice, Bellevue  Hospital. 

Chairman  of  the  panel  was  Dr.  David  Llmar, 
visiting  physician,  chest  sendee,  Willard  Parker 
Hospital. 

Association  for  the  Advancement  of  Psycho- 
therapy 

The  117th  scientific  meeting  of  the  Association 
for  the  Advancement  of  Psychotherapy  was  held  on 
April  24  at  the  New  York  Academy  of  Medicine 
building.  Dr.  Hugh  Mullan  presented  a paper  on 
"Problems  of  Technic  in  Group  Psychotherapy.”  j 

Nassau  Ophthalmological  Society 

Drs.  Mortimer  A.  Lasky,  Arnold  J.  deVeer,  and 
Ralph  I.  Lloyd  presented  a symposium  on  ‘ Intra- 
ocular Malignant  Melanomata”  at  a meeting  of  the 
Nassau  Ophthalmological  Society  on  April  27.  The 
meeting  was  held  at  the  Coral  House  in  Baldwin. 


FUTURE 


Parents  Institute  Meetings 

A series  of  lectures  and  discussions,  for  parents  of 
handicapped  children  and  others  who  are  interested 
in  them,  was  started  on  May  4,  at  the  Jewish  Sani- 
tarium and  Hospital,  at  which  time  Dr.  W illiam  B. 
Snow,  Presbyterian  Hospital,  and  Drs.  A.  J.  Berman 
and  M.  T.  Koven,  Jewish  Sanitarium  and  Hospital 
for  Chronic  Diseases,  discussed  “Medical  Aspects 
of  Rehabilitation.” 

“Adjustment  of  the  Child  and  Family  to  the 
Handicap”  was  presented  by  Joseph  Levi,  Ph.D., 
New  York  University  College  of  Medicine;  Dr. 
Hans  Cohn,  Federation  of  the  Handicapped,  and 
Anne  Powers,  M.A.,  Institute  of  Physical  Medicine 
and  Rehabilitation,  New  York  University-Bellevue 
Medical  Center,  on  May  11,  as  the  second  in  the 
series. 

The  last  two  lectures  in  this  series  will  be  pre- 
sented on  May  18  and  May  25.  The  subjects  and 
the  speakers  are:  “Rehabilitation  Therapies,”  by- 
Frances  Shuff,  O.T.R.,  and  Dr.  Samuel  Feuer, 
Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases, and  Dr.  Isaac  W.  Karlin,  Brooklyn  Jewish 
Hospital,  and  "Educational  and  Vocational  Pros- 
pects for  the  Handicapped  Child,”  by  Maurice 
Fouracre,  Ph.D.,  Teacher’s  College,  Columbia  L'ni- 
versity;  Herbert  Rusalem,  Federation  of  the  Handi- 
capped, and  S.  Grant  Connor,  Bulova  Watch  Com- 
pany. 

The  lectures  are  being  held  at  the  Jewish  Sani- 
tarium and  Hospital  for  Chronic  Diseases  from 
7:30  p.m.  to  10:30  p.m. 

Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 

“Treatment  of  Carcinoma  of  the  Cervix”  will  be 


the  subject  of  a meeting  to  be  held  at  the  Jewish  j 
Sanitarium  and  Hospital  for  Chronic  Diseases  on 
May  21,  at  8:30  p.m.  3]  • 

Dr.  James  A.  Corscaden,  professor  emeritus  of 
clinical  gynecology,  Columbia  University,  will  speak 
on  “Radium  Plus  Roentgen  Therapy,”  and  Dr.  E 
Ludwig  Adler,  formerly  director,  First  University 
Frauenklinik,  Vienna,  will  discuss  “Radical  Vaginal  < 
Hysterectomy  Plus  Radium.”  ■]  * 

The  program  is  being  presented  by  the  Gyneco-  : 
logic  Service  in  the  Joseph  Albert  Temple. 

American  Geriatrics  Society 

The  tenth  annual  meeting  of  the  American  Geri-  £i 
atrics  Society  will  be  held  May  28  to  May  30, 
1953,  at  the  Hotel  Commodore,  New  York  City. 

An  excellent  program  has  been  arranged  which 
should  prove  interesting  to  people  in  all  fields  of  f £ 
medicine,  it  is  announced.  The  scientific  sessions  - 
will  begin  Thursday  afternoon,  May  28,  and  will 
end  at  12  xoox,  Saturday,  May  30.  The  sessions  S? 
are  open  to  the  medical  profession  and  to  those  who 
are  especially  interested  in  the  problems  of  aging. 

Warren  County  Medical  Society 

The  Warren  County  Medical  Society  will  hold  its 
next  meeting  on  June  4.  Dr.  Walter  deM.  Scriver, 
professor  of  medicine,  McGill  University,  and  phy- 
sician-in-chief,  Royal  Victoria  Hospital,  Montreal, 
Canada,  will  be  the  guest  speaker. 

American  Neurological  Association 

The  seventy-eighth  annual  meeting  of  the  Ameri- 
can Neurological  Association  will  be  held  at  the  Hotel 
Claridge,  Atlantic  Citv,  New  Jersev,  June  15  to  17, 
1953. 
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Awarded 

Dr.  Marvin  Block,  Buffalo,  an  award  by  the  M 
and  R Laboratories,  for  one  of  the  most  significant 
articles  to  appear  in  the  journal  GP  during  1952, 
in  March,  at  the  fifth  annual  meeting  of  the  Ameri- 
can Academy  of  General  Practice,  St.  Louis  . . . Dr. 
Haven  Emerson,  former  New  York  City  Com- 
missioner of  Health,  a gold  heart  award  by  the 
American  Heart  Association  at  its  annual  convention 
held  in  Atlantic  City  in  April. 

Appointed 

Dr.  Richard  V.  Foster,  director,  Go wanda  State 
Homeopathic  Hospital,  as  assistant  commissioner 
in  the  State  Department  of  Mental  Hygiene  . . . Dr. 
James  H.  Sterner,  Eastman  Kodak  Company, 
Rochester;  Dr.  Bernard  S.  Wolf,  Mt.  Sinai  Hos- 
pital, New  York  City,  and  Dr.  Joe  W.  Howland, 
University  of  Rochester,  as  members  of  a committee 
to  aid  in  the  preparation  of  the  first  draft  of  a new 
industrial  code  on  “Rules  Relating  to  Radiation 
Protection”  . . . Dr.  Henry  S.  Martin,  former  chief 
surgeon  of  the  Wyoming  County  Community  Hospi- 
tal, Warsaw,  as  chief  of  staff  emeritus  and  as  a mem- 
ber of  the  consulting  staff  . . . Dr.  George  W.  Nairn, 
Warsaw,  surgeon-in-chief,  and  Dr.  Paul  A.  Burgeson, 
as  acting  chief  of  staff  of  the  Wyoming  County  Com- 
munity Hospital,  Warsaw. 

Dr.  Terry  S.  Montague,  Watertown,  as  super- 
intendent of  the  Jefferson  County  Sanatorium  . . . 
Dr.  Webster  M.  Moriarta,  Saratoga  Springs,  to  the 
board  of  directors  of  the  Saratoga  County  Health 
Association  as  the  representative  of  the  Saratoga 
County  Medical  Society  . . . Dr.  Howard  A.  Rusk, 
New  York  City,  to  the  advisory  committees  of  the 
National  Foundation  for  Infantile  Paralysis  . . . Dr. 
Isaac  Shapiro,  Schenectady,  to  the  board  of  edu- 
cation . . . Dr.  David  Warshaw,  president  of  Doc- 
tor’s Hospital  in  Queens,  as  president  of  the  proposed 
new  190-bed  Briarwood  General  Hospital,  Queens. 

Elected 

Dr.  Leslie  J.  Atkins,  president;  Dr.  James  A. 
Gibney,  vice-president,  and  Dr.  Gary  H.  Carl, 
secretary-treasurer,  of  the  medical  staff  of  St. 
Francis  Hospital,  Olean  . . . Dr.  William  J.  Manley 
Dr.  Joseph  A.  Wintermantle,  and  Dr.  Francis  P. 
Keefe,  executive  committee  of  the  staff  of  the  St. 
Francis  Hospital,  Olean  . . . Dr.  Charles  A.  Shaffer, 
Dr.  Joseph  E.  Dempsey,  and  Dr.  Benedict  J.  Toth, 
as  members  of  the  staff  credentials  committee  of  the 
St.  Francis  Hospital,  Olean  . . . Dr.  Thomas  M. 
Rivers,  director,  Rockefeller  Institute  for  Research 
Hospital,  as  a director  at  large  of  the  Walter  Reed 
Society. 

Speakers 

Dr.  George  Baehr,  president  and  medical  director 
of  the  Health  Insurance  Plan  of  Greater  New  York, 
at  the  meeting  of  the  American  College  of  Physicians 
in  Atlantic  City  in  April . . . Dr.  David  P.  Barr,  pro- 


fessor of  medicine  at  Cornell  LTniversity  Medical 
College,  at  the  annual  meeting  of  the  American 
Heart  Association  in  Atlantic  City  in  April  . . . Dr. 
Leonard  J.  Goldwater,  professor  of  industrial  hy- 
giene at  Columbia  University,  at  the  annual  meeting 
of  the  American  Heart  Association  in  Atlantic  City 
in  April  . . . Dr.  Alan  Gregg,  vice-president  of  the 
Rockefeller  Foundation,  at  the  ninetieth  anniversary 
dinner  for  the  Hospital  for  Special  Surgery,  in  April 
. . . Dr.  Renatus  Hartogs,  April  13,  and  Dr.  Fred 
U.  Tate,  April  20,  at  film  forum  meetings  held  at  the 
Stephen  Wise  Free  Synagogue  . . . Dr.  Herman  E. 
Hilleboe,  State  health  commissioner,  at  a session  of 
the  New  York  Heart  Assembly  in  March. 

Dr.  Robert  H.  Kennedy,  at  the  dedication  of  a 
mural  at  the  Beekman-Downtown  Hospital  in 
April . . . Dr.  Milton  I.  Levine,  assistant  professor  of 
pediatrics  at  the  New  York  Hospital-Cornell  Uni- 
versity Medical  Center,  at  the  Parents  Association 
of  Public  School  93,  New  York  City,  in  April  . . . Dr. 
Arthur  M.  Master,  Mount  Sinai  Hospital,  at  a re- 
union of  the  alumni  of  Cornell  University  Medical 
College  in  April . . . Dr.  George  T.  Pack,  founder  and 
director  of  the  Pack  Medical  Group,  before  the 
Southside  Clinical  Society,  Oakdale,  Long  Island, 
April  15;  the  Blair  County  Medical  Society,  Al- 
toona, Pennsylvania,  April  28;  the  American 
Association  for  the  Study  of  Neoplastic  Diseases 
annual  meeting,  Baltimore,  Maryland,  April  30,  and 
to  speak  at  the  fifth  annual  convention  of  the  Inter- 
national Academy  of  Proctology  to  be  held  in  New 
York  City  on  May  30. 

Dr.  C.  P.  Rhoads,  Memorial  Center,  New  York 
City,  at  the  American  Association  for  Cancer  Re- 
search in  Chicago  in  April  . . . Dr.  I.  Herbert  Schef- 
fer, general  medical  superintendent  of  the  Depart- 
ment of  Hospitals;  Dr.  William  F.  Jacobs,  medical 
superintendent  of  Bellevue  Hospital,  and  Dr.  S.  R. 
Cutolo,  administrator  of  the  Bellevue  Hospital’s 
admitting  and  emergency  service  for  children,  at  the 
opening  of  the  new  children’s  admitting  room  at 
Bellevue  Hospital  in  April. 

New  Offices 

Dr.  Paul  W.  Aschner,  consultation  practice,  in 
Great  Neck  . . . Dr.  William  H.  Bloom  of  Granville, 
general  practice  in  Lake  Luzerne  . . . Dr.  Thurston 
L.  Keese,  formerly  of  Germantown,  general  practice 
with  Dr.  Leonard  D.  Carpenter  in  Fayetteville  . . . 
Dr.  Veryl  Riley,  Russell,  practice  of  obstetrics  in 
the  office  of  Dr.  Joseph  Mull,  in  Sheffield. 

Reopen  Offices 

Dr.  Alfred  E.  Brandon,  Jr.,  Mount  Vernon,  after 
a two-year  tour  of  active  duty  in  the  Medical  Corps 
of  the  United  States  Army  . . . Dr.  Dominic  R. 
Cirincione,  general  practice,  in  Schenectady,  after 
a two-year  tour  of  duty  with  the  United  States 
Army  Medical  Corps  . . . Dr.  Scott  L.  Bennett, 
Hancock,  following  an  illness. 
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Look  before  or  you’ll  find  yourself  behind. — Benjamin  Franklin 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  March  12,  1953,  from  9:20 
a.m.  to  12:20  p.m.  at  the  headquarters  of  the 
Society,  386  Fourth  Avenue,  New  York  City. 

Secretary’s  Report 

Dr.  Anderton  reported  that  the  Executive  Com- 
mittee had  met  the  preceding  afternoon.  The  fol- 
lowing matters  were  considered: 

1.  Letter  dated  February  26,  1953,  from  Mr. 
John  F.  McCormack,  executive  vice-president  of 
United  Medical  Service,  requesting  the  endorse- 
ment of  the  candidacy  of  eleven  members  for  direc- 
tors of  United  Medical  Service.  The  Executive 
Committee  considered  the  names,  found  them  all 
members  in  good  standing,  and  recommends  en- 
dorsement of  their  candidacy. 

Approval  was  voted. 

2.  A letter  from  the  Manhattan  Club  quoting 
the  price  at  which  they  would  provide  a meeting 
room  for  the  Council  with  luncheon  in  the  same 
room.  Dr.  Anderton  also  reported  the  charge  for 
similar  accommodations  and  service  at  the  Prince 
George  Hotel. 

After  discussion,  it  teas  voted  to  approve  meeting 
at  the  Manhattan  Club  in  April. 

3.  The  Executive  Committee  considered  a ques- 
tionnaire from  the  Yale  Law  Journal  and  recom- 
mends that  it  be  tabled.  In  explanation  Dr.  Ander- 
ton stated:  ‘ The  Yale  Lair  Journal  is  undertaking 
a survey  of  the  American  Medical  Association,  its 
constituent  and  component  societies,  and  sent  here  a 
questionnaire  of  83  questions,  some  of  which  are 
legal  and  would  require  considerable  research. 
Others  are  very  searching  in  regard  to  the  income 
and  expenditures  of  this  Society." 

After  discussion,  it  was  voted  to  approve  the  action 
of  the  Executive  Committee.  (It  was  under- 
stood that  a copy  of  the  questionnaire  would  be 
sent  to  each  member  of  the  Council.) 

4.  The  secretary  was  instructed  to  read  two 
paragraphs  of  a letter  of  February  20,  1953,  to  the 
president  from  Dr.  Franklin  M.  Foote,  executive 
director  of  the  National  Society  for  the  Prevention 
of  Blindness,  regarding  a legislative  effort  to  permit 
unrestricted  sale  of  certain  eyeglasses.  In  this  por- 
tion of  his  letter  Dr.  Foote  praised  the  ability  with 
which  Dr.  Harold  B.  Smith  had  presented  the  dan- 
gers of  the  bill  before  the  legislative  committee  which 
will  report  on  it.  He  expressed  his  conviction  that 
“we  in  the  State  Medical  Society  have  an  excellent 
representative  in  Albany.” 

Dr.  Wentworth  stated  it  was  his  intention  to  for- 
ward the  letter  to  Dr.  Smith  for  his  personal  file  and 
encouragement  unless  the  Council  saw  some  reason 
to  the  contrary. 

5.  “The  Executive  Committee,  also,  sir,  in- 
structed me  to  report  regarding  a questionnaire  which 
has  been  sent  from  the  American  Medical  Association 
to  the  secretaries  of  the  constituent  state  and  terri- 
torial medical  associations,  and  I believe  also  to  the 
.American  Medical  .Association  delegates.  This  is 
regarding  osteopaths  and  their  relationship  to  the 
medical  profession.  The  Executive  Committee  has 
instructed  me  to  send  copies  of  the  questionnaire, 
with  the  answers  that  have  been  evolved,  to  each 
member  of  the  Council  and  Board  of  Trustees.” 


6.  “The  American  Heritage  Foundation  of  25 
West  45th  Street,  New  York  City,  has  sent  a matter 
for  release  March  6,  1953.  This  -American  Heritage 
Foundation  is  the  outgrowth  of  the  Physicians’ 
Committee,  of  which  Mr.  Pratt  was  the  executive 
several  years  ago. 

“The  release  states:  The  Medical  Society  of  the 

State  of  New  York  has  been  awarded  a first  prize  in 
the  1952  Register  and  Vote  Competition  sponsored 
by  the  -American  Heritage  Foundation  for  “the  most 
intensive  and  most  effective  Register  and  Vote 
campaign  by  a state  medical  society.”  ’ An  ac- 
companying memorandum  suggests  that  further 
data  be  supplied  to  the  newspapers,  states  that  an 
official  notification  of  the  award  will  be  sent  later, 
and  thanks  the  Society  for  its  cooperation. 

"It  has  been  suggested  by  the  Executive  Com- 
mittee that  a good  place  for  this  award  would  be  the 
annual  meeting  and  banquet  of  the  State  Society  at 
Buffalo  in  Mav.” 


After  discussion,  it  was  voted  to  accept  the  award 
and  to  see  if  it  cannot  be  presented  at  the  Annual 
Banquet. 

The  Council  voted  to  remit  annual  State  dues  of 
two  members  for  1951,  six  members  for  1952,  and  21 
members  for  1953  because  of  illness,  and  to  remit 
1952  dues  of  eight  members  and  1953  dues  of  19 
members  because  of  service  with  the  armed  forces. 
The  Council  also  voted  to  request  that  the  American 
Medical  Association  remit  1951  dues  of  one  mem- 
ber. 1952  dues  of  six  members,  and  1953  dues  of  31 
members.  The  Council  rescinded  the  remission, 
granted  the  previous  month,  of  1953  annual  State 
dues  of  two  members  who  have  returned  from  mili- 
tary service,  and  requested  that  the  American  Medi- 
cal -Association  take  similar  action. 

A special  meeting  of  the  House  of  Delegates  of 
the  -American  Medical  -Association  has  been  called 
for  10  a.m. . Saturday,  March  14,  1953.  The  busi- 
ness is  to  consider  a recommendation  of  the  Amer- 
ican Medical  Association’s  Board  of  Trustees  that 
the  Association  approve  a Federal  department  of 
health,  welfare,  and  education  under  a secretary  with 
cabinet  status.  I understand  the  health  matters 
would  all  be  delegated  to  an  undersecretary.  Dr. 
Louis  J.  Bauer,  president  of  the  American  Medical 
Association,  will  address  you  at  11:45  a.m.  in  regard 
to  these  matters.  President  Eisenhower  will  ad- 
dress the  American  Medical  .Association’s  House  of 
Delegates  at  10:30  a.m..  March  14.  It  is  hoped  that 
the  House  will  adjourn  early  in  the  afternoon. 

On  the  whole  the  work  of  your  headquarters 
office  has  been  satisfactory  during  the  past  month. 
However,  a shorage  of  personnel  in  some  depart- 
ments has  retarded  progress. 

Legislation  has  been  the  prime  consideration. 
Detailed  reports  are  being  made  to  you. 

On  February  16.  your  secretary  attended  the 
meeting  of  the  local  committee  on  arrangements  for 
the  .American  Medical  .Association  convention.  On 
the  following  day,  he  attended  a meeting  of  the 
Geriatrics  Subcommittee  of  the  Public  Health  and 
Education  Committee.  February  18,  he  went  to 
.Albany  to  attend  the  annual  meeting  of  county 
legislation  committee  chairmen  the  following  day. 
Three  Friday  afternoons  have  been  spent  largely 
with  President-elect  Eggston.  in  consideration  of 
committees  for  the  1953-1954  Societv  vear.  On 
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February  19,  with  Dr.  J.  Stanley  Kenney  and  Dr. 
Joseph  Lane,  your  secretary  made  a short  call  upon 
George  Shapiro,  Esq.,  counsel  to  Governor  Dewey, 
and  on  February  25  I again  accompanied  Dr. 
Kenney  to  a satisfactory  interview  with  Mr.  Sha- 
piro regarding  the  chiropractor  licensing  and  the 
healing  arts  commission  bills. 

On  that  day  Trustee  James  R.  Reuling  repre- 
sented the  Society  at  the  installation  of  Dr.  Buell 
Gordon  Gallagher  as  president  of  City  College  in 
New  York  City.  Dr.  I.  Ogden  Woodruff,  whom  you 
had  delegated  to  this  meeting,  was  unable  to  attend 
on  account  of  illness. 

On  February  26,  your  secretary  attended  an  in- 
teresting luncheon  given  by  the  Coordinating  Coun- 
cil of  the  five  metropolitan  county  medical  societies 
to  representatives  of  the  press.  Drs.  J.  Stanley 
Kenney  and  Theodore  J.  Curphey  spoke  tellingly  on 
the  two  aforesaid  bills.  And  on  March  5,  he  went  to 
a meeting  of  the  Committee  to  Evaluate  Legislative 
Activities. 

Your  secretary  attended  meetings  of  the  Publica- 
tion Committee,  the  Office  Administration  and 
Policies  Committee,  and  the  Executive  Committee, 
on  March  11. 

It  was  voted,  to  approve  the  report. 

The  Treasurer’s  report  was  accepted. 

Reports  of  Committees 

Blood  Banks. — Dr.  Andrew  A.  Eggston,  chair- 
man, presented  the  following  report: 

“First  meeting  of  the  incorporators,  who  also 
constitute  the  Board  of  Directors  of  the  Blood  Banks 
Association  of  New  York  State,  took  place  immedi- 
ately after  the  last  Council  meeting  on  February  12, 
1953,  at  the  Manhattan  Club. 

“At  that  time  the  following  officers  were  elected: 
Dr.  J.  Stanley  Kenney,  president;  Dr.  John  J. 
Clemmer,  vice-president;  Dr.  W.  P.  Anderton, 
secretary,  and  Dr.  James  R.  Reuling,  treasurer. 

“Drs.  Clemmer,  Reuling,  and  John  Scudder  were 
elected  to  the  Board  of  Directors,  which  already  in- 
cluded the  following:  Dr.  W.  P.  Anderton,  Dr. 

Theodore  J.  Curphey,  Dr.  Andrew  A.  Eggston,  Dr. 
J.  Stanley  Kenney,  Dr.  John  J.  Masterson,  Dr.  Dan 
Mellen,  Dr.  Denver  M.  Vickers,  Dr.  Edward  T. 
Wentworth,  and  Dr.  Floyd  S.  Winslow.  Three 
places  remain  unfilled. 

“A  constitution  and  bylaws  committee,  appointed 
by  the  president,  has  held  one  meeting  and  has 
another  scheduled  for  March  18.  Members  of  this 
committee  are:  Dr.  Eggston,  chairman;  Drs. 

Clemmer,  Curphey,  Reuling,  and  Scudder.” 

It  was  voted  that  the  report  be  accepted. 

Constitution  and  Bylaws.— Dr.  Frederick  W.  Wil- 
liams, chairman,  reported: 

“The  committee  has  considered  some  amend- 
ments to  New  York  County  Medical  Society  bylaws, 
and  they  have  been  approved.  I move  that  the 
Council  approve  the  amendments  to  the  New  York 
County  Medical  Society  bylaws.” 

Approval  was  voted. 

Convention. — -Dr.  Wentworth  stated  that  the 
chairman  of  the  local  committee  of  the  Convention 
Committee  in  Buffalo  reports  they  have  secured  the 
Honorable  Charles  S.  Desmond,  of  the  Court  of 
Appeals,  Albany,  to  be  the  principal  speaker  at  the 
Annual  Meeting.  They  have  informed  him  that 
Judge  Desmond  is  a topliner  on  the  general  idea 
that  the  American  way  of  life  is  not  the  way  of 


planned  economy,  and  that  he  is  a witty  and  in- 
formed speaker,  so  he  believes  the  selection  is  a very 
happy  one. 

Economics. — In  the  absence  of  Dr.  Renato  J. 
Azzari,  chairman,  Mr.  George  P.  Farrell,  director  of 
the  Bureau  of  Medical  Care  Insurance,  gave  the  re- 
port of  the  Bureau  of  Medical  Care  Insurance. 

February  19, 1952 — Your  director,  on  invitation  of 
Dr.  Harold  B.  Smith,  executive  officer,  attended  the 
Conference  of  Legislation  Chairmen  of  County 
Medical  Societies  held  in  Albany. 

February  20,  1958 — On  authorization  of  the  Sub- 
committee on  Medical  Expense  Insurance,  Mr. 
Farrell  conferred,  in  Schenectady,  with  Mr.  R.  L. 
Manley  of  the  General  Electric  Company  about  the 
program  which  it  offers  to  members  of  the  Mutual 
Benefit  Association,  for  catastrophic  coverage. 

February  24,  1958 — Your  director  spoke  to  the 
Woman’s  Auxiliary  of  the  Medical  Society  of  the 
County  of  Westchester  at  Hotel  Gramatan,  Bronx- 
ville,  in  regard  to  the  progress  and  changes  in  Blue 
Shield  medical  care  plans  in  New  York  State. 
Mr.  Farrell  also  participated  in  a discussion  of  the 
relative  characteristics  of  other  types  of  nonprofit 
voluntary  medical  care  plans. 

“At  the  last  Council  meeting  there  was  referred  to 
the  Committee  the  Metcalf-Ten  Eyck  Bill.  Due  to 
the  time  limit  the  Subcommittee  on  Medical  Ex- 
pense Insurance  was  not  able  to  meet.  This  bill 
is  to  create  a commission  whereby  an  appropriation 
of  $25,000  will  be  made  for  the  study  of  the  coverage 
of  health  insurance  in  New  York  State. 

“It  was  Dr.  Wertz’  opinion  that  he  could  not  see 
any  need  for  this  commission,  because  similar  stud- 
ies have  been  made  and  at  present  studies  of  a simi- 
lar nature  are  being  conducted. 

“I  also  would  like  to  refer  to  what  the  commission 
will  consist  of.  ‘The  Commission  shall  consist  of 
two  members  of  the  Senate  to  be  appointed  by  the 
temporary  president  thereof,  two  members  of  the 
Assembly  to  be  appointed  by  the  Speaker  thereof, 
and  five  members  to  be  appointed  by  the  Governor. 
The  Governor  shall  designate  a chairman  and  a vice- 
chairman  from  the  members  of  the  commission.’  I 
refer  to  that  specifically  because  there  is  no  mention 
of  any  medical  men.” 

The  report  was  received. 

Public  Medical  Care  Subcommittee. — Dr.  Denver 
M.  Vickers,  chairman,  reported  on  a resolution  of 
the  1952  House  of  Delegates  regarding  hospitaliza- 
tion for  individuals  over  sixty-five  years  of  age. 
The  resolution  advocates  an  approach  to  the 
problem  of  hospitalization  for  aged  persons  which 
would  involve  State  aid  as  a substitute  for  the  plans 
described  in  proposed  Federal  legislation  introduced 
by  Senators  Murray  and  Humphreys  and  Repre- 
sentatives Dingel  and  Celler.  The  full  text  of  the 
resolution  appears  on  pages  83  and  84  of  the  New 
York  State  Journal  of  Medicine  for  September 
1,  1952,  Part  II. 

Dr.  Vickers  stated  that  the  committee  had  con- 
sidered the  possible  means  of  financing  such  a 
program;  the  necessity  of  differentiating  between 
hospitalization  for  acute,  although  possibly  pro- 
tracted, illness  and  long-term  domiciliary  or  custo- 
dial care;  the  desirability  of  differentiating  between 
those  able  and  those  unable  to  pay  for  hospitaliza- 
tion; the  extent  to  which  voluntary  hospital  in- 
surance coverage  could  be  provided  for  those  over 
sixty-five  and  the  means  by  which  people  might  be 
encouraged  or  assisted  to  pay  for  such  insurance 
either  currently  or  in  advance;  the  possibility  of  sup- 
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plementing  insurance  coverage  by  State  aid  if  it  were 
needed,  and  the  hospital  facilities  which  would  be 
needed  to  make  the  program  effective,  particularly  in 
view  of  the  numerical  increase  in  this  age  group  and 
of  the  more  frequent  and  prolonged  hospitalization 
of  aged  persons. 

The  committee’s  recommendations  were: 

1.  That  no  legislation  be  introduced  at  this 
time. 

2.  We  do  not  recommend  blanket  hospital  in- 
surance for  all  over  sixty-five,  regardless  of  their 
ability  to  pay. 

3.  We  advise  continued  support  of  legislation  of 
the  type  of  the  Reed-Keogh  Bills,  whereby  pay- 
ments for  old-age  annuities,  which  could  include 
payments  for  hospital  care,  may  be  deducted  from 
income  tax  figures. 

4.  We  advise  continued  study  by  the  Bureau  of 
Medical  Care  Insurance  of  hospital  insurance  for  the 
elderly,  so  that  more  exact  figures  may  be  obtained 
as  to  the  cost  of  such  insurance  over  sixty-five,  the 
number  of  days  per  year  of  hospitalization  to  be  ex- 
pected in  the  different  age  groups,  and  the  various 
methods  of  prepaying  this  by  voluntary  nonprofit 
plans. 

The  full  text  of  Dr.  Vicker’s  report  will  be  sub- 
mitted as  a supplementary  report  to  the  House  of 
Delegates  and  published  as  part  of  the  Minutes  of 
the  1953  Annual  Meeting. 

It  was  voted  to  approve  the  report. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman, 
stated: 

“At  the  last  meeting  of  the  Council  there  was  one 
matter  that  was  held  over,  answering  the  Bronx 
County  Medical  Society  on  the  question  of  osteo- 
paths being  cultists  or  not.  We  voted  to  await  a 
decision  from  the  American  Medical  Association, 
which  has  not  come  to  my  notice.” 

He  reported:  “Mr.  Boyden  Roseberry,  executive 
secretary  of  the  Medical  Society  of  the  County  of 
Westchester,  has  written  in  part  as  follows: 

‘A  well-known  allergist  who  has  a practice  here  in 
the  county  tells  me  it  is  impossible  to  obtain  suit- 
able allergens  and  testing  extracts  from  commercial 
sources.  Therefore  he  prepares  these  at  his  own 
expense  at  the  hospital  laboratory  and  provides  sup- 
plies for  the  hospital  and  other  physicians  in  the 
community.  He  would  like  to  know  whether  or  not 
it  would  be  ethical  for  him  to  establish  and  operate 
a commercial  laboratory  for  the  manufacture  and 
sale  of  these  products  to  the  profession  and  at  the 
same  time  continue  with  his  practice.  Our  Board 
of  Censors  did  not  wish  to  give  a final  answer  on  this 
question,  and  it  has  been  requested  that  we  obtain  a 
legal  opinion  and  an  opinion  from  the  State  Society. 
The  legal  opinion  states  definitely  that  such  a dual 
responsibility  would  in  no  way  be  illegal,  but  in  view 
of  all  the  recent  trouble. . .we  are  still  concerned  with 
the  ethical  aspects  of  the  situation.  Would  you 
be  good  enough  to  give  us  the  benefit  of  your  per- 
sonal opinion?’ 

“As  I believe  my  personal  opinion  might  be  er- 
roneously interpreted  as  authoritative,  I have 
brought  this  matter  to  the  attention  of  our  commit- 
tee. One  of  them  I have  been  unable  to  contact, 
but  two  of  the  three  felt  definitely  we  should  not 
support  this  request. 

“I  think  probably  it  would  come  under  the  Prin- 
ciples of  Professional  Conduct,  which  says:  ‘An 

ethical  physician  does  not  engage  in  barter  or  trade 
in  the  appliances,  devices,  or  remedies  prescribed 
for  patients  but  limits  the  sources  of  his  professional 


income  to  professional  services  rendered  the  pa- 
tient.’ ” 

It  was  voted  that  the  committee’s  decision  be  sup- 
ported. 

Finance. — Dr.  Maurice  J.  Dattelbaum,  chairman, 
presented  an  analysis  of  income  and  expenditure  for 
the  year  ended  December  31, 1952.  He  then  stated: 
“I  move  the  adoption  of  the  Finance  Committee’s 
recommendation  to  the  Council  of  an  increase  in 
dues  of  $10  a year  to  be  brought  up  at  the  House  of 
Delegates,  with  the  Council’s  approval.” 

After  discussion,  it  was  voted  that  consideration  of 
this  motion  be  postponed  until  the  subject  of  un- 
finished business  at  the  April  meeting. 

Legislation  and  Citizens’  Health  Education. — . 

Dr.  J.  Stanley  Kenney,  chairman,  reported:  “The 
Legislation  Committee  met  in  Albany,  and  we  had 
the  annual  conference  of  the  county  legislation 
chairmen  on  February  19,  where  we  studied  a great 
sheaf  of  bills  and  took  appropriate  action.  We  are 
interested  chiefly  in  the  chiropractic  legislation  and 
the  commission  bill.  There  are  one  or  two  other 
bills  that  concern  health  problems  which  I will  dis- 
cuss. 

“The  progress  of  chiropractic  legislation  is  dove- 
tailed with  the  activities  of  the  CHEC  Committee. 
Since  the  last  meeting  of  the  Council,  I have  ap- 
peared in  Buffalo  and  Rochester  at  press  confer- 
ences, and  before  the  Eighth  and  Seventh  District 
Branch  conference  committees,  and  have  tried  to 
stimulate  public  opinion  and  a favorable  press, 
particularly  to  alert  the  doctors. 

“The  county  medical  societies  have  done  a yeo- 
man job.  I cannot  remember  when  there  has  been 
such  a response  to  an  appeal  for  action. 

“At  the  last  meeting  of  the  Council  you  took  ac- 
tion on  a bill  introduced  by  Senator  Brydges, 
Senate  Int.  2114,  which  would  amend  the  Education 
Law  in  relation  to  the  practice  of  medicine  by  in- 
terns and  residents  in  incorporated  hospitals.  That 
bill  has  the  full  support  of  the  Greater  New  York 
Hospital  Association,  the  New  York  State  Hospital 
Association,  and  the  Department  of  Education,  who 
are  the  authors  of  the  bill,  through  Senator  Brydges.” 
Dr.  Kenney  stated  that  last  year  Dr.  Brind  ex- 
pressed to  him  the  determination  of  the  State  De- 
partment of  Education  to  settle  the  question  in  the 
1953  Legislature  and  requested  the  assistance  of  the 
Medical  Society.  The  report  of  the  Committee  on 
Medical  Licensure  and  Medical  Service,  on  which 
the  Council  acted  in  February,  resulted  from  this 
collaboration.  He  stated  that  the  postponement  of 
the  law,  suggested  by  the  Council,  would  not  be 
continued,  and,  citing  representations  made  to  him 
by  hospital  superintendents  and  the  chairman  of  the 
joint  committee  of  the  hospital  associations,  he  re- 
quested a motion  to  reconsider  the  action  taken  by 
the  Council  in  February. 

Dr.  Frederick  W.  Williams  made  a motion  to  that 
effect,  and  Dr.  Peter  J.  Di  Natale  seconded  it. 

There  being  no  discussion,  the  motion  was  put  to  a 
viva  voce  vote,  and,  as  there  was  doubt,  it  was  put 
to  a hand  vote. 

The  motion  was  carried,  with  15  in  favor  and  3 
opposed. 

Dr.  Wentworth  stated:  “Gentlemen,  the  practi- 
cal situation  is  that  we  last  month  passed  a motion 
that  while  we  were  in  favor  of  amending  the  law  we 
did  not  consider  this  bill  an  adequate  amendment. 
The  practical  situation  as  evaluated  by  all  of  our 
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contacts  at  Albany  is  that,  no  matter  what  we  think 
about  it,  the  bill  is  going  to  be  passed;  so  we  are  in 
the  position  where  we  have  authorized  our  repre- 
sentative in  Albany  to  oppose  a bill  which,  while  not 
ideal,  is  not  too  bad,  and  in  so  doing  we  are  not  in- 
curring any  favor,  any  good  public  relations,  with  a 
great  force,  the  hospitals  and  Department  of  Edu- 
cation. The  matter  is  open  for  your  discussion.” 

After  discussion,  it  was  voted  that  the  Council  re- 
affirm its  action  taken  at  the  February  12,  1953, 
meeting.  (See  page  28  of  the  abridged  minutes.) 
It  was  also  voted  that  the  Council  instruct  our 
representatives  in  Albany  actively  to  oppose  this 
bill  and  to  bring  to  the  attention  of  the  legislators 
the  legal  implications  of  the  bill  as  far  as  voluntary 
health  insurance  plans  are  concerned. 

Dr.  Kenney  reported  that  both  houses  of  the  State 
Legislature  had  passed  the  Anderson  and  Wilson 
Bills,  Senate  Int.  1422  and  Assembly  Int.  1626,  to 
amend  the  insurance  law  in  relation  to  indemnifica- 
tion by  medical  expense  indemnity  corporations  for 
expense  of  podiatric  care  provided  through  duly 
licensed  podiatrists.  He  stated  that  the  president 
of  United  Medical  Service,  Inc.,  the  president  of  the 
Western  New  York  Medical  Care  Plan,  Mr.  Garside 
of  the  Blue  Cross,  and  Judge  Piper,  author  of  Sec- 
tion IX-C  of  the  Insurance  Law,  were  all  opposed  to 
the  bills.  Upon  hearing  of  its  passage,  he  had  sent  a 
telegram  to  Governor  Dewey  and  one  to  the  Super- 
intendent of  Insurance,  stating  these  facts  and  ask- 
ing that,  in  conferring  with  the  Governor,  Superin- 
tendent Bohlinger  urge  the  veto  of  these  bills.  He 
requested  that  the  Council  authorize  the  president 
to  telegraph  Governor  Dewey,  urging  even  more 
strongly  that  the  bills  be  vetoed. 

It  was  voted  that  a telegram  be  sent  to  Governor 
Dewey  as  requested. 

Dr.  Kenney  continued: 

“I  want  to  make  a progress  report  on  the  status  of 
the  other  bills  we  are  mandated  to  try  to  have 
passed.  We  have  the  Friedman  Bill,  which  has  to 
do  with  the  corporate  practice  of  medicine  by  hos- 
pitals; we  have  the  free  choice  bills,  also  the  work- 
men’s compensation  bills,  all  of  which  have  been  in- 
troduced, and  all  of  which  are  still  in  committees  to 
which  they  have  been  referred.  I have  talked  with 
Dr.  Smith  and  Mr.  Beasley  about  these  bills,  and  I 
can  only  say  that  I believe  they  are  doing  all  that 
they  can  reasonably  do,  in  the  face  of  very  powerful 
opposition,  to  get  these  bills  out  of  committee.  The 
concentration  of  effort  on  the  commission  and  chiro- 
practic bills  has  deviated  the  attention  for  a while 
from  these  bills,  but  our  two  representatives  in 
Albany  are  both  making  every  effort  to  see  that 
these  bills  come  out,  and  we  are  following  through  as 
we  have  in  chiropractic  legislation  with  an  appeal  to 
senators  and  the  committees  and  the  assemblymen 
to  secure  support. 

“Of  the  Federal  bills,  I will  only  briefly  mention 
to  you  the  Jenkins-Keogh  Bills,  which  would  permit 
self-employed  to  have  privileges  to  allow  income  tax 
deductions.  These  bills  look  as  if  they  have  a chance 
of  being  passed  in  this  present  session  of  the  Con- 
gress. 

“The  Bricker  Resolution  is  undergoing  hearing 
with  certain  amendments,  which  are  being  supported 
by  the  American  Medical  Association  and  by  the 
State  Medical  Society.  I think  it  has  a fair  chance 
of  passing.  This  resolution  has  to  do  with  amending 
the  U.S.  Constitution  to  prevent  international 
covenants  or  conventions  or  treaties,  whatever  you 
want  to  call  them,  becoming  the  basic  law  of  the 


country.  We  are  making  every  effort  to  see  it  goes 
through.” 

Dr.  Winslow  stated: 

“May  I present  a matter  having  to  do  with  legis- 
lation about  which  Dr.  Kenney  knows?  It  came 
before  the  Executive  Committee  yesterday,  and  I 
was  asked  to  present  it  to  the  Council.  It  has  to  do 
with  the  increase  in  pay  for  health  officers  in  munici- 
palities under  8,000.  It  has  to  do  with  the  health 
officers  salary  in  the  country  districts.  Their  sal- 
ary has  not  been  changed  since  1926.  They  now 
receive  15  cents  per  capita  for  the  residents  of  their 
district.  There  is  a bill  before  the  Legislature  to 
increase  this  to  25  cents  per  head,  and  I have  been 
asked  by  the  Legislation  Committee  of  the  State 
Health  Officers  Association  to  ask  the  Council  to 
support  this  bill.  It  seems  to  me  all  right.  I 
cannot  find  any  fault  in  it  or  any  reason  why  the 
Council  should  not  support  it,  so  I move  that  the 
Council  support  this  bill.” 

It  was  so  voted. 

Dr.  Kenney  stated: 

“A  bill  was  introduced  by  the  State  Education 
Department  at  the  behest  of  the  Attorney  General 
based  on  the  report  rendered  by  him  to  the  Governor 
of  his  investigation  of  the  doctor-druggist  racket. 
This  bill  would  add  a section  (g)  to  subdivision  1 
of  paragraph  6514  of  article  131  of  the  Education 
Law  to  amend  the  law  to  make  doctors  liable  by 
suspension  or  loss  of  their  license  for  unprofessional 
conduct.  The  Legislation  Committee  conference 
strongly  opposed  this  bill  but  Dr.  Smith  wanted  a 
little  more  clarification,  and  I am  bringing  it  up  to 
you  now.  I am  going  to  ask  Mr.  Martin  to  guide  us 
if  there  is  any  further  action  we  should  take.” 

After  discussion,  it  was  voted  that  the  action  of  the 
conference  of  county  legislation  chairmen,  in 
disapproving  this  bill,  be  approved  by  the  Coun- 
cil. 

The  Council  felt  that  before  the  bill  could  be  ap- 
proved it  would  need  further  study  and  considera- 
tion. 

It  was  voted  that  the  combined  report  of  the 
Legislation  and  Citizens’  Health  Education  Com- 
mittees be  adopted. 

Medical  Licensure  and  Medical  Service. — Rural 
Medical  Service  Subcommittee. — Dr.  Anderton  read 
the  following  report: 

“The  chairman  of  the  committee  attended  a three- 
day  conference  in  Roanoke,  Virginia,  February  26  to 
28.  In  addition  to  the  opportunity  of  discussing 
various  problems  with  representatives  from  the  en- 
tire country,  there  were  papers  covering  some  sub- 
jects which  are  of  prime  importance  to  New  York 
State.  Among  these  were  four  excellent  presenta- 
tions of  the  role  that  the  physician  and  the  Public 
Health  Service  should  play  in  rural  health  activities, 
particularly  county  health  councils. 

“There  was  an  excellent  paper  on  dental  care  in 
rural  communities  and  two  on  the  financing  of  rural 
medical  care,  which  were  very  informative  in  regard 
to  the  problems  of  Blue  Cross  and  Blue  Shield. 
The  final  talk,  by  Dr.  Louis  H.  Bauer,  president  of 
the  American  Medical  Association,  was  outstanding 
in  its  presentation  of  the  activities  of  the  American 
Medical  Association  toward  improving  medical 
care. 

“James  Greenough,  M.D.,  Chairman” 
The  report  was  accepted. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  chairman,  stated  that  at  the  Office  Ad- 
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ministration  and  Policies  Committee  meeting  on 
March  12,  1953,  Dr.  Anderton  reported  he  had  been 
in  touch  with  the  Manhattan  Club  and  other  pos- 
sible meeting  places  for  the  Council.  The  commit- 
tee recommended  that  the  Council  meet  at  the  Man- 
hattan Club  in  April  and  decide  at  the  May  meeting 
whether  they  wished  to  continue  meeting  there  or  at 
386  Fourth  Avenue.  Consideration  of  the  use  to 
which  the  Council  room  could  be  put  was  deferred 
until  the  Council  has  decided  to  meet  elsewhere. 

At  the  request  of  the  Council,  the  Office  Admin- 
istration and  Policies  Committee  has  given  con- 
sideration to  the  recommendation  of  the  Publication 
Committee  regarding  the  employment  of  an  under- 
study to  the  Journal  production  editor.  It  was 
passed  to  authorize  the  office  manager  to  find  such  a 
person.  Provision  for  this  salary  is  not  included  in 
the  present  budget. 

It  was  voted  to  recommend  this  budget  increase  to 

the  Board  of  Trustees. 

The  report  was  accepted. 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported: 

‘'There  was  a meeting  of  the  Publication  Com- 
mittee February  11,  1953.  Routine  matters  were 
discussed.  It  was  decided  to  request  the  secretary 
to  write  the  American  Medical  Association  for  a com- 
plimentary subscription  to  the  Journal  of  the  Amer- 
ican Medical  Association.” 

The  report  was  adopted. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  arranged 
18  postgraduate  lectures  in  1 1 counties  and  one  at  the 
Utica  Academy  of  Medicine,  that  he  had  attended  a 
meeting  of  the  Geriatrics  Subcommittee,  and  that, 
at  the  invitation  of  the  Coordinating  Council,  he 
had  spoken  on  chiropractic  legislation  at  a meeting 
with  editors  of  some  of  the  metropolitan  newspapers. 

He  reported:  At  its  meeting  February  17  the 

Subcommittee  on  Geriatrics  formulated  its  chief 
objectives  as  (1)  stimulation  of  the  individual 
physician’s  interest  in  medical  and  social  problems  of 
old  age;  (2)  cooperation  with  community  organiza- 
tions interested  in  old-age  problems.  The  public 
relations  value  of  serving  on  community  committees 
and  speaking  at  meetings  for  lay  groups  was  stressed. 
This  type  of  community  sendee  can  also  function 
as  a channel  of  information  from  the  county  medical 
society  to  lav  agencies;  (3)  the  encouraging  of  over- 
all community  planning  and  research  in  problems  of 
old  age;  (4)  organization  of  at  least  one  program 
yearly  for  county  medical  society  scientific  meetings; 
and  (5)  constant  study  of  proposed  legislation  deal- 
ing with  aging  population.  This  particular  concern 
would  keep  before  the  count}'  medical  society  the 
importance  of  this  field  of  medical  practice  and 
would  help  in  the  work  of  the  Legislation  Commit- 
tee. 

The  committee  will  inform  the  county  medical 
societies  of  its  anxiety  to  stimulate  interest  in  this 
field  and  will  ask  for  suggestions  how  best  to  do  this 
in  the  counties. 

Dr.  Curphey  stated  further:  “There  is  just  one 
thing  to  add  to  the  printed  report,  a request  that  you 
appoint  Dr.  Margaret  T.  Ross,  secretary-treasurer 
of  the  New  York  State  Society  for  Mental  Health 
and  director  of  the  staff,  to  the  Subcommittee  on 
Mental  Hygiene,  which  has  been  recently  reacti- 
vated. I so  move. 

The  President  appointed  Dr.  Ross,  and  the 

Council  approved. 


The  report  was  adopted. 


Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report: 

"The  Public  and  Professional  Relations  Bureau 
turned  practically  all  its  efforts  to  the  Citizens’ 
Health  Education  Campaign  when  the  Seely e- 
Morgan  Chiropractic  Bill  was  introduced  in  the 
Legislature,  February  4, 1953. 

“After  consultation  with  Dr.  J.  Stanley  Kenney, 
Citizens’  Health  Education  Committee  chairman, 
the  bureau  started  a drive  to  oppose  the  Seelye- 
Morgan  Bill  by  mailing  a letter  to  each  member  of 
the  State  senate  and  assembly.  This  not  only  pre- 


sented reasons  why  the  Medical  Society  of  the  State  j 


of  New  \ ork  opposed  the  licensure  of  chiroprac 
tors  and  the  Seelye-Morgan  Bill,  but  especially 
urged  the  legislators  to  support  the  Metcalf-Rabin 
Commission  Plan  Bill. 

“A  second  letter  was  sent  to  members  of  the 
senate  and  assembly,  over  Dr.  Kenney’s  signature, 
calling  attention  to  an  editorial  in  the  New  York 
Herald-Tribune  opposing  the  Seelye-Morgan  Bill 
and  endorsing  the  Metcalf-Rabin  Bill. 

“A  third  letter  was  drawn  up  for  Dr.  Kenney’s 
signature,  addressed  to  the  leaders  of  the  State 
senate  and  assembly.  This  letter  emphasized  the 
State  Society’s  position  in  regard  to  both  bills  and 
strongly  urged  that  the  leaders  do  all  in  their  power 
to  carry  out  the  State  Medical  Society’s  requests. 

“Special  campaign  bulletins  were  mailed  to  all 
Citizens’  Health  Education  Committee  chairmen, 
society  presidents,  and  other  key  officials.  The 
purpose  was  to  win  support  for  the  Metcalf-Rabin 
Bill  and  opposition  to  the  Seelye-Morgan  Bill. 

"A  telegram  was  sent  to  local  Citizens’  Health 
Education  Committee  chairmen  and  county  medi- 
cal society  presidents  requesting  them  to  take  im- 
mediate steps  to  inform  their  legislators  that  they 
were  for  the  Metcalf-Rabin  Bill  and  against  the 
Seelye-Morgan  Bill. 

“As  a means  of  gaining  the  support  of  the  indi- 
vidual members  of  the  State  Society,  their  wives  and 
friends,  the  March  issue  of  the  Newsletter  featured 
detailed  stories  about  both  bills. 

“Working  in  close  cooperation  with  the  Women’s 
Medical  Society  of  New  York  State,  the  bureau 
mailed  to  each  member  of  the  State  legislature 
copies  of  the  Society’s  resolution  opposing  chiroprac-  ■ 
tic  licensure  and  favoring  a commission  to  study  the  I 


healing  arts  and  cults.  An  accompanying  letter, 
on  the  Women’s  Medical  Society’s  stationer}-,  bore 
the  signature  of  the  Society’s  secretary,  Dr.  Anna 
Samuelson.  | 

“W  hile  much  time  and  effort  was  spent  on  the 
legislature,  other  phases  of  the  Citizens’  Health 
Education  Campaign  were  continued.  'Science  vs. 
Chiropractic,’  the  pamphlet  published  by  Public 
Affairs  Committee,  Inc.,  was  mailed  to  opinion 
leaders  throughout  the  State.  Accompanying  it 
was  a message  explaining  the  State  Society’s  views 
on  chiropractic  licensure  and  asking  for  assistance 
before  the  legislature. 

“A  letter  was  forwarded  to  editors  of  newspapers! 
and  radio  stations  throughout  the  State.  This, 
contained  a copy  of  ‘Science  vs.  Chiropractic’  to 1 
induce  editors  to  use  the  pamphlet  as  source  ma-  7~ 
terial.  _ HI 

“With  the  consent  and  cooperation  of  medical- 
school  deans,  a joint  release,  stating  their  opposition 
to  chiropractic,  was  given  to  newspapers.  The 
deans  from  the  University  of  Buffalo,  the  State 
[Continued  on  page  1258] 
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University  of  New  York  at  Brooklyn  and  Syracuse 
and  their  Executive  Dean  for  Education,  Cornell 
University,  and  Albany  Medical  College  joined  in 
warning  that  ‘it  would  be  as  logical  for  the  State  to 
burn  its  scientific  textbooks  as  it  would  be  to  license 
cultists.’ 

“In  addition  to  bulletins  heretofore  mentioned, 
campaign  bulletins  were  mailed  once  a week  to  local 
Citizens’  Health  Education  Committee  chairmen 
and  key  officials. 

“The  entire  field  staff,  Mr.  Miebach,  and  your 
chairman  attended  the  annual  meeting  of  county 
medical  society  legislation  committee  chairmen  at 
the  Hotel  Ten  Eyck,  Albany,  February  19. 

“A  step  forward  in  gaining  cooperation  of  the  press 
in  the  Citizens’  Health  Education  Campaign  was 
taken  when  the  Coordinating  Council  of  New  York 
City’s  five  borough  medical  societies  sponsored  a 
luncheon  for  representatives  of  the  press  at  the 
Harvard  Club  on  February  26.  The  Bureau, 
through  Mr.  Miebach,  worked  closely  with  the 
Council  in  the  preparation  and  conducting  of  this 
meeting. 

“Further  indication  that  the  campaign  is  con- 
tinuing to  attract  attention  in  other  parts  of  the 
country  was  a request  received  from  the  Medical 
Association,  State  of  Alabama,  for  permission  to  re- 
print ‘Myth  and  Menace,’  one  of  the  bureau’s 
original  publications  on  the  chiropractic  issue. 
Permission  was  granted. 

“Through  the  cooperation  of  the  speakers’  bureau, 
Dr.  Harold  B.  Smith  participated  in  a television 
program  entitled  ‘Do  You  Think?’  over  station 
WNBF,  Binghamton,  on  February  13.  The 
program  was  dedicated  to  an  informal  discussion  of 
the  chiropractic  issue. 

Reports  received  by  the  Speakers  Service  indicate 
that  members  of  county  society  speakers  bureaus 
have  been  active  in  the  Citizens’  Health  Education 
Campaign  in  behalf  of  the  Metcalf-Rabin  Commis- 
sion Plan  Bill  and  against  the  Seelye-Morgan 
Chiropractic  Bill.  The  Speakers  Service  also  drew 
up  a panel  of  physicians  who  would  be  willing  to 
discuss  the  Citizens’  Health  Education  Committee 
on  radio  and  television. 

“In  carrying  on  its  normal  public  relations  activi- 
ties, the  Bureau  distributed  a special  letter  to  county 
society  public  relations  chairmen.  This  letter  con- 
tained three  items.  These  included  a reprint  from 
the  Daily  News,  Batavia,  October  23,  entitled 
‘Physicians’  Emergency  Service  Has  Had  200 
Calls  Since  Start’;  a reprint  from  the  Syracuse 
Herald- American,  Sunday,  January  4,  entitled 
‘County  Medical  Society’s  Emergency  Service  Ai- 
wa ys  Has  Doctor  Member  on  Call,’  and  a letter 
from  Dr.  George  F.  Lull  of  the  American  Medical 
Association  recommending  a method  for  handling 
statements  unfavorable  to  medicine  appearing  in  the 
press.  This  procedure  has  long  been  the  method 
recommended  by  your  committee. 

“The  Bureau  continued  to  assist  the  Woman’s 
Auxiliary.  A conference  was  held  with  the  Auxil- 
iary’s State  President,  Mrs.  Harry  I.  Norton,  con- 
cerning the  State  convention,  and  convention  notices 
were  prepared  for  mailing.” 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man, stated: 


“I  move  that  the  Council  request  the  treasurer  to 
send  a check  for  81,000  to  Mrs.  Holding,  State 
Auxiliary  treasurer,  out  of  money  which  has  been 
appropriated  for  the  American  Medical  Association 
convention  in  June.  That  money,  not  to  exceed 
S2,500,  has  been  appropriated.  Of  that  amount  I 
should  like  the  Council  to  request  the  treasurer  to 
send  a check  for  $1,000  to  Airs.  Holding,  to  draw 
against  for  expenses.” 

It  was  voted  to  recommend  to  the  Board  of  Trus- 
tees that  the  treasurer  be  instructed  to  send  the 
amount  requested. 

Dr.  Mott  continued: 

“The  poster  contest  has  been  a very  successful 
public  relations  venture,  and  the  ladies  are  anxious  to 
have  the  Council  approve  in  principle  the  continua- 
tion for  another  year.  They  would  like  to  start 
planning  for  the  next  year’s  poster  contest,  so  that 
schools  can  be  notified  this  spring  before  they  close. 
If  that  meets  with  the  Council’s  approval,  I should 
like  to  communicate  to  them  the  fact  that  the 
Council  approves  in  principle  the  continuation  of  the 
poster  contest  for  next  year.” 

Approval  was  voted. 

Dr.  Mott  also  said: 

“It  was  proposed  that  the  final  winner  of  the 
poster  contest  be  brought  to  Buffalo  and  presented 
with  the  prize  at  the  annual  meeting.  The  ex- 
penses of  that  trip  can  be  met  out  of  the  appropria- 
tion made  for  the  poster  contest,  but  they  wondered 
whether  the  Council  felt  that  the  Woman’s  Auxiliary 
should  assume  the  responsibility  for  bringing  a fif- 
teen-year-old boy  or  girl  to  Buffalo  and  taking  care 
of  him  or  her,  or  whether  you  thought  it  would  be 
better  to  have  the  award  made  in  the  local  county 
rather  than  bring  the  winner  to  Buffalo.  We  felt 
that  the  public  relations  value  of  the  award  in  Buf- 
falo might  be  worth  considering.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Public  Relations  with  power,  providing  arrange- 
ments can  be  made  with  the  Buffalo  local  com- 
mittee on  banquet. 

New  Business 

Dinner  Meeting  Re  Voluntary  Health  Insurance. 

—Dr.  Wentworth  stated  that  Dr.  Morris  Weintrob 
of  Brooklyn  had  arranged  a dinner  at  which  repre- 
sentatives of  voluntary  health  insurance  plans 
which  do  not  use  the  panel  system  will  present  in- 
formation regarding  the  plans.  Mr.  Lester  Weil, 
who  has  published  an  article  on  the  panel  system  in 
the  Saturday  Evening  Post,  will  be  present  and  has 
promised  to  present  the  opposing  point  of  view  in 
another  Saturday  Evening  Post  article.  Dr.  Went- 
worth asked  Councils  approval  for  the  appointment 
of  Dr.  Alfred  P.  Ingegno  to  represent  this  Society  at 
the  meeting. 

Approval  was  voted. 

Dr.  Bauer’s  Address. — Dr.  Wentworth  introduced 
Dr.  Louis  H.  Bauer,  president  of  the  American 
Medical  Association,  who  addressed  the  Council  in 
regard  to  the  impending  meeting  of  the  American 
Medical  Association  House  of  Delegates  and  the 
proposed  Federal  Health,  Education,  and  Welfare 
Department. 
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BOOKS 


RECEIVED 


Diseases  of  the  Skin.  A Manual  for  Students  and 
Practitioners.  First  compiled  by  the  Late  Robert 
W.  MacKenna,  M.D.  Fifth  Edition.  By  Robert 
M.  B.  MacKenna,  M.D.  With  a chapter  concerning 
Radiology  by  I.  G.  Williams,  F.R.C.S.  Octavo  of 
611  pages,  illustrated.  London,  Bailliere,  Tindall 
and  Cox,  (Baltimore,  Williams  & Wilkins  Co.)  1952. 
Cloth,  $8.00. 

Textbook  of  Surgery.  Edited  by  H.  F.  Moseley, 
M.Ch.  (Oxon).  Quarto  of  896  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $15. 

Emergencies  in  Medical  Practice.  Edited  by  C. 
Allan  Birch,  M.D.  Third  Edition.  Octavo  of  587 
pages,  illustrated.  Edinburgh  & London,  E.  & S. 
Livingstone,  (Baltimore,  Williams  & Wilkins  Co.) 
1952.  Cloth,  $7.00. 

The  Principles  and  Practice  of  Medicine.  A Text- 
book for  Students  and  Doctors.  B3^  L.  S.  P.  David- 
son, M.D.,  and  the  Staff  of  the  Department  of  Medi- 
cine and  Associated  Clinical  Units.  Octavo  of  919 
pages,  illustrated.  Edinburgh  & London,  E.  & S. 
Livingstone,  (Baltimore,  Williams  & Wilkins  Co.), 
1952.  Cloth,  $6.75. 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1952.  Three-Year 
Cumulative  Index  (1950,  1951  and  1952).  Octavo. 
Illustrated.  Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Published  bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

Congenital  Anomalies  of  the  Heart  and  Great 
Vessels.  By  Lt.  Col.  Maurice  A.  Schnitker,  A.U.S. 


Octavo  of  306  pages,  illustrated.  New  York,  Oxford 
University  Press,  1952.  Cloth,  $8.00. 

Disorders  of  the  Circulatory  System.  Edited  by 
Robert  L.  Craig,  M.D.  A Symposium.  Presented 
at  the  Twenty-fourth  Graduate  Fortnight  of  the 
New  York  Academy  of  Medicine,  October  Eighth  to 
Nineteenth,  1951.  Octavo  of  305  pages,  illustrated. 
New  York,  Macmillan  Co.,  1952.  Cloth,  $5.50. 

Therapy  through  Hypnosis.  Edited  by  Raphael 
H.  Rhodes.  Octavo  of  374  pages.  New  York, 
Citadel  Press,  1952.  Cloth,  $3.75. 

Living  with  Cancer.  By  Edna  Kaehele.  Duo- 
decimo of  160  pages.  Garden  City,  Doubleday  & 
Co.,  1952.  Cloth,  $2.00. 

How  to  have  a Happy  Child.  By  Beulah  France, 
R.N.  Duodecimo  of  130  pages.  New  York,  Sterling 
Publishing  Co.,  1952.  Cloth,  $2.50. 

Oral  Fat  Emulsions.  F.  J.  Stare,  Conference 
Chairman.  Octavo  of  139  pages,  illustrated.  New 
York,  New  York  Academy  of  Sciences,  1952.  Paper, 
$3.00.  ( Annals  of  the  New  York  Academy  of  Sci- 
ences, v.  56,  art.  1.  pages  1-139). 

Biology  of  the  Testes.  W.  O.  Nelson,  J.  MacLeod, 
Conference  Chairmen.  Octavo  of  200  pages,  illus- 
trated. New  York,  New  York  Academy  of  Sciences, 
1952.  Paper,  $3.75.  ( Annals  of  the  New  York 

Academy  of  Sciences,  v.  55,  art.  4.  pages  543-742).  1 

Problems  of  Consciousness.  Transactions  of  the 
Third  Conference,  March  10  and  11,  1952.  Editor, 
Harold  A.  Abramson,  M.D.  Octavo  of  156  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.,  Founda- 
tion, 1952.  Cloth,  $3.25. 


REVIEWED 


When  Doctors  are  Patients.  Edited  by  Max 
Pinner,  M.D.,  and  Benjamin  F.  Miller,  M.D.  Octavo 
of  364  pages.  New  York,  W.  W.  Norton  & Co., 
1952.  Cloth,  S3. 95. 

The  limited  space  allotted  to  a review  of  this  book 
prevents  an  adequate  description  of  its  contents. 
Herein  is  a narration  of  the  personal  reaction  of 
the  physician  to  his  disease.  Since  there  are  33  of 
them,  each  one  suffering  from  a different  ailment, 
some  of  a fatal  nature,  many  of  the  common  diseases 
and  some  not  so  common  are  described  in  a manner 
so  vivid,  so  real,  that  it  gives  a deeper  insight  into 
the  disease  than  a textbook  would.  The  privilege 
of  reading  the  very  first  one  by  Henry  E.  Sigerist  is 
full  value  for  the  entire  volume. 

If  the  student  has  this  book  in  his  possession  and, 
after  absorbing  the  technical  information  from  the 
textbook,  supplements  it  by  reading  the  personal 
experience  of  the  afflicted  doctor,  it  will  inculcate 
in  him,  to  a greater  degree  than  by  any  other 
method,  an  appreciation  of  the  psychosomatic  ap- 
proach. 

The  book  is  enthusiastically  recommended  and 


should  be  in  the  possession  of  every  doctor  and, 
especially,  the  medical  student.  S.  R.  Blatteis 

Sex  After  Forty.  By  S.  A.  Lewin,  M.D.,  and  John 
Gilmore,  Ph.D.  Octavo  of  200  pages,  illustrated. 
New  York,  Medical  Research  Press  (distributed  by 
Grosset  & Dunlap),  1952.  Cloth,  $3.50. 

This  book  of  200  pages,  including  a glossary  and 
an  index,  is  written  for  the  laity  in  simple  language. 
On  the  theory  that  “Good  health  is  essential  for  a 
normal  sexual  adjustment — ” it  devotes  a good  deal 
of  space  to  anatomy,  physiology,  and  endocrinology 
in  a very  elementary  manner.  For  the  average  lay- 
man or,  more  properly,  laywoman,  it  will  serve  a 
useful  purpose.  S.  R.  Blatteis 

Viruses  as  Causative  Agents  in  Cancer.  C.  P. 

Rhoads,  Consulting  Editor.  Octavo,  pp.  869-1232, 
illustrated.  New  York,  New  York  Academy  of 
Sciences,  1952.  Paper,  $4.00.  (Annals  of  the  New 
York  Academy  of  Sciences,  v.  54,  Art.  6). 

This  is  a collection  of  papers  dealing  with  the  role 
[Continued  on  page  1262] 
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of  the  viruses  in  the  genesis  of  tumors  in  laboratory 
animals  and  plants.  Some  of  the  papers  deal  with 
observations  of  the  virus  factor  in  human  disease, 
particularly  Hodgkin’s  disease. 

The  list  of  contributors  is  a roster  of  the  important 
workers  in  this  field.  The  chairman  of  the  confer- 
ence at  which  these  papers  were  presented  was  Dr. 
C.  P.  Rhoads,  director  of  the  Sloan-Kettering 
Institute  for  Cancer  and  Memorial  Center  for  Can- 
cer and  Allied  Diseases.  In  this  volume,  Dr. 
Rhoads  and  his  associates  have  presented  a welcome 
and  thorough  survey  of  the  biologic  investigations, 
to  date,  into  the  role  of  the  viruses  in  cancer  genesis. 

It  would  be  foolish  for  your  reviewer  to  take  issue 
with  some  of  the  conclusions  drawn.  Periodically, 
over  manj-  years,  there  is  a revival  of  interest  and 
enthusiasm  for  the  work  being  done  in  this  field. 
The  significance  of  the  viruses  in  oncology  rides  a 
pendulum  and  swings  from  broad  enthusiasm  to 
narrower  confinement  in  the  laboratory.  At  pres- 
ent the  pendulum  is  at  a rather  low  point  . 

Asa  B.  Friedmann’ 

Fundamentals  of  Psychiatry.  By  Edward  A. 
Strecker,  M.D.  Fifth  edition.  Octavo  of  250  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1952.  Cloth, 
S4.50. 

This  perennially  popular  standard  textbook  of 
clinical  psychiatry  has  rightly  achieved  its  fifth 
edition,  a recognition  of  its  popular  acclaim  and 
merit. 

One  new  chapter  has  been  added,  “Treatment  In- 
cluding Psychotherapy,”  and  the  chapter  on  “Psy- 
chosomatic Medicine  and  Psychiatry”  has  been 
completely  rewritten.  Both  of  these  additional  as- 
sets will  be  most  useful  to  the  busy  practitioner 
seeking  a working  knowledge  of  the  role  of  psy- 
chiatry in  medical  practice  and  what  treatment  tech- 
nics are  available  to  himself  as  well  as  to  the  spe- 
cialist in  private  and  hospital  practice.  Twenty- 
one  illustrations  stemming  from  classroom  use 
greatly  aid  in  obtaining  an  understanding  of  the 
interpretation  of  psychodynamics,  psychopathology, 
and  case  presentations.  The  whole  gamut  of  mental 
disorders  is  succinctly  presented,  including  psychi- 
atry in  war  and  the  importance  of  the  role  of  the 
psychiatrical]}'  intelligent  nurse.  A useful  glossary 
and  adequate  index  round  out  this  basic  textbook. 

Frederick  L.  Patry 

The  Esophagus  and  Its  Diseases.  By  Lt.  Col. 
Eddy  D.  Palmer,  M.C.,  USA.  Illustrated  bv 
Phyllis  Anderson.  Octavo  of  553  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1952.  Cloth,  §15. 

In  this  excellent  book  the  author  describes  thor- 
oughly the  anatomy,  physiology,  pathologic  physi- 
ology, diagnosis,  and  treatment  of  both  medical 
and  surgical  diseases  of  the  esophagus.  The  ex- 
haustive bibliography  at  the  end  of  each  chapter 
mirrors  the  thorough  and  complete  coverage  of  the 
subjects  in  this  text..  Numerous  drawings,  roent- 
genograms, and  color  plates  augment  the  contents. 

This  book  will  prove  useful  to  the  otolaryngologist, 
surgeon,  internist,  and  gastroenterologist. 

Milton  J.  Matzner 

Operative  Neurosurgery.  With  Emphasis  on 
Procedures  in  Trauma.  By  Elisha  Stephens 
Gurdjian,  M.D.,  and  John  E.  Webster,  M.D. 
Quarto  of  422  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  §10.00. 

Although  primarily  concerned  with  surgical  tech- 


nic, this  work  covers  pertinent  anatomic  informa- 
tion in  a thorough  fashion.  More  than  that,  the 
authors  have  included  a considerable  discussion  of 
clinical  and  pathologic  features. 

The  book  will  be  of  service,  primarily,  to  the 
trainee  in  neurosurgery  who  desires  to  supplement 
his  practical  experi  -nee  with  a fairly  comprehensive 
consideration  of  the  entire  field.  Second,  it  will  be 
of  value  to  the  neurosurgeon  as  a reference  book  for 
details  of  operative  procedures  which  he  does  onlv 
infrequently.  As  in  any  subject,  experienced  prac- 
titioners will  disagree  here  and  there  with  some  of  the 
statements  made.  The  authors,  however,  are  of 
adequate  caliber  to  permit  setting  forth  their  own 
opinions.  Although  the  book  is  of  little  value  to 
those  outside  neurosurgery,  it  is  of  considerable 
value  to  those  within  the  field. 

Everett  W.  Corradlni 

Research  in  Endocrinology.  By  August  A. 
Werner,  M.D.,  and  Associates.  Octavo  of  285 
pages,  illustrated.  St.  Louis,  The  Author,  1952. 

This  is  a book  of  the  life  and  pertinent  works  of 
Dr.  August  A.  Werner,  describing  his  place  in  the 
medical  sun.  In  this  book  are  a collection  of  his 
reprints.  His  claim  to  fame  is  that  he  was  the  first 
to  successfully  use  theelin  in  humans.  He  also 
used  estrogens  in  involutional  melancholia.  He 
was  a pioneer  in  the  field  of  hypogonadism. 

Bernard  Seligman 

Physical  Diagnosis.  By  Ham-  Walker,  M.D. 
Quarto  of  461  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1952.  Cloth,  §8.00. 

It  may  be  generally  thought  that  physical  diag- 
nosis has  become  a somewhat  lost  art  in  the  over-all 
armamentarium  of  good  diagnosis.  We  do  not  be- 
lieve that  this  is  so,  and  this  book  written  by  Dr. 
Walker  should  prove  a very  potent  antidote  to  any 
such  trend.  It  is  excellently  compiled,  has  a num- 
ber of  well-selected  illustrations  and  diagrams,  and 
should  be  of  great  service  to  practicing  physicians 
as  well  as  to  medical  students. 

Foster  Mcrray 


Essentials  of  Dermatology.  By  Norman  Tobias, 
M.D.  Fourth  edition.  Duodecimo  of  596  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1952.  Cloth,  §6.00. 

The  first  edition  of  this  book  was  published  in 
1941.  The  fact  that  four  editions  have  been  put 
out  in  eleven  years  is  an  indication  not  only  of  the 
advances  in  the  dermatologic  specialty  but,  also,  in 
the  worth  of  this  book  to  general  practitioners 
and  medical  students.  The  present  revision  ap- 
pears to  be  very  complete  and  covers  all  the  most 
recent  interpretations  of  dermatologic  thought,  to- 
gether with  the  changes  that  have  occurred  in  the 
therapy  of  skin  diseases. 

John  C.  Graham 


Medical  Mycology.  An  Introduction  to  its  Prob- 
lems. By  G.  C.  Ainsworth,  Ph.D.  Octavo  of  105 
pages,  illustrated.  New  York,  Pitman  Publishing 
Corp.,  1952.  Cloth,  §2.75. 

In  Medical  Mycology,  Ainsworth  tells  the  story  of 
the  “principal  mycoses  affecting  man  to  illustrate 
some  genera]  problems  of  the  borderline  subject.” 
As  the  author  states,  this  is  no  original  work,  but 
he  takes  practical  material  from  the  literature  to 
write  his  text. 

[Continued  on  page  1264] 
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DIAGNOSIS  and  TREATMENT 


by  MEYER  SCLAR,  M.D.,  F.A.C.C. 

“This  book  was  written  specially 
for  the  General  Practitioner  and  the  Medical  Stud- 
ent. The  basic  concepts  of  diagnosis  and  treat- 
ment, in  the  field  of  cardiology,  are  presented  in 
such  a manner  that  both  the  physician  and  student 
will  find  their  approach  to  cardiac  patients  greatly 
simplified.  In  a manual  of  this  sort  it  is  impossible 
to  cover  the  entire  field  of  cardiovascular  disease  in 
detail,  but  an  attempt  has  been  made  to  describe 
all  the  commonly  found  cardiac  conditions  and  their 
management.  The  rare  and  controversial  concepts 
are  mentioned  more  briefly.” — From  the  author’s 
preface. 
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Contents  include  an  introduction  to  the  mycoses 
affecting  the  skin,  respirator}-  tract,  and  systemic 
mycoses.  Only  the  salient  features  of  those  patho- 
genic fungi  are  recorded. 

A concise  but  informative  review  of  the  diagnosis 
and  allergy-producing  factors  of  fungus  spores  is 
given.  The  brief  reference  to  the  poisonous  fungi, 
however,  does  not  hold  much  interest  for  the  phy- 
sician except  as  a toxicologic  problem. 

This  book  should  be  extremely  useful  for  students 
wishing  to  acquire  a background  for  further  my- 
cologic  information.  Where  detailed  knowledge  is 
desired,  a complete  bibliography  is  appended. 

Arthur  M.  Persky 


The  Literature  on  Streptomycin,  1944-1952.  By 

Selman  A.  Waksman,  Ph.D.  Octavo  of  553  pages. 
New  Brunswick,  N.J.,  Rutgers  University  Pr.,  1952. 
Cloth,  $5.00. 

Almost  six  thousand  articles  dealing  with  strepto- 
mycin, used  either  alone  or  in  combination  with 
other  antibiotics  in  the  treatment  of  various  infec- 
tious diseases  of  man  and  animals,  are  listed  in  the 
second  edition  of  this  work.  This  is  almost  five 
times  as  many  as  were  listed  in  the  first  edition  pub- 
lished about  four  years  ago. 

In  view  of  this  rapidly  accumulating  literature  on 
streptomycin,  annual  supplements,  rather  than 
new  editions,  are  planned  to  keep  the  material  up 
to  date. 

This  work  should  prove  especially  valuable  to  all 
doing  research  on  antibiotics  and  particular]}-  to 
those  working  with  streptomycin. 

Wesley  Draper 


You  and  Tuberculosis.  By  James  E.  Perkins, 
M.D.,  and  Floyd  M.  Feldmann,  M.D.,  in  collabora- 
tion with  Ruth  Carson.  Duodecimo  of  176  pages. 
New  York,  Alfred  A.  Knopf,  1952.  Cloth,  $2.50. 

Your  reviewer  finds  this  a wonderful  little  book  for 
patients  undergoing  the  cure  and  rehabilitation  from 
pulmonary  tuberculosis.  The  authors  are  excep- 
tionally well  qualified  by  experience  and  by  the  art 
of  expression  to  give  us  so  entertaining  and  en- 
lightening an  account. 

We  heartily  recommend  it  to  all  interested  in  the 
subject,  laymen  and  professional  alike. 

Foster  Murray 


Physical  Foundations  of  Radiology.  By  Otto 
Glasser,  Ph.D.,  Edith  H.  Quimby,  M.A.,  Lauriston 
S.  Taylor,  B.A.,  and  J.  L.  Weatherwax,  M.A.  Sec- 
ond edition.  Duodecimo  of  581  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1952.  Cloth,  $6.50. 

The  first  edition  of  this  work  of  four  leading  radi- 
ation physicists  has  deservedly  won  and  maintained 
a prominent  place  in  every-  radiologist’s  library. 
Authentic,  complete,  and  concise,  this  nonmathe- 
matical  guide  to  the  physical  foundations  of  medi- 
cal radiology-  is  indispensable  in  the  practice  of 
roentgen  diagnosis  and  even  more  so  of  radiation 
therapy.  Chapters  on  radioactive  isotopes,  super- 
voltage  generators,  and  high  energy-  accelerators 
have  been  added.  The  chapter  on  protection  had 
to  be  rewritten,  and  the  geneticists’  warnings  con- 
cerning possible  harm  to  future  generations  have 
been  alluded  to.  The  medical  specialty-  of  radiology 
is  greatly-  indebted  to  the  authors  for  this  eminently 
practical  compilation.  S.  W.  Westing 


Sexual  Adjustment  in  Marriage.  By-  Henry-  Olsen, 
M.D.  Octavo  of  310  pages.  New  York,  Henrv 
Holt,  1952.  Cloth,  $6.00. 

Written  presumably  for  lay-  consumption,  this 
book  covers  all  phases  of  the  sex  life  of  man  from 
infancy  through  childhood,  preparation  for  mar- 
riage, marriage,  extramarital  relations,  and  ab- 
normal sex  practices.  It  contains  a combination 
of  elementary  anatomy,  embryology,  physiology, 
psychology-,  and  psychiatry,  most  of  which  is  in 
accord  with  American  ideas.  It  is  couched  in 
language  that  can  for  the  most  part  be  grasped  by 
the  well-educated  layman  but  in  spots  gets  rather 
technical.  It  provides  some  historical  background, 
presents  some  character  analy-sis,  and  discusses 
many  related  subjects  such  as  pregnancy,  parturi- 
tion, the  puerperium,  infertility-,  contraception,  and 
venereal  disease.  Sordid  practices  are  described  in 
unvarnished  language.  Some  practical  suggestions 
are  made  for  the  correction  of  maladjustments. 

J.  Thornton  Wallace 


Practical  Dermatology.  For  Medical  Students 
and  General  Practitioners.  By  George  M.  Lewis, 
M.D.  Quarto  of  328  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1952.  Cloth,  $7.50. 

The  author  states  that  this  book  was  written  pri- 
marily for  medical  students  and  general  practition- 
ers. Because  of  its  size,  one  cannot  expect  com- 
plete descriptive  dermatology-.  It  does,  however, 
cover  rather  concisely-  the  diseases  of  the  skin,  hair, 
mucous  membrane,  and  nails.  It  has  many-  very- 
good  clear  photographs  in  black  and  white,  special 
chapters  on  therapy-,  and  a bibliography-. 

As  in  every  textbook,  there  are  scattered  state- 
ments that  could  be  questioned.  On  page  46  the 
author  states  that  “Most  patients  with  urticaria  re- 
veal dermagraphism.”  These  two  conditions,  as  a 
rule,  rarely,  if  ever,  come  together.  Again,  on  page 
128,  one  gets  the  impression  that  lupus  vulgaris  can 
be  contracted  without  necessarily  also  contracting 
internal  tuberculosis.  The  general  conception, 
however,  is  that  lupus  vulgaris  is  always  secondary- 
skin  tuberculosis  following  a primary-  internal  focus. 

Taken  as  a whole,  the  book  is  well  written  and  well 
illustrated,  although  it  could  stand  some  colored 
photographs.  It  certainly  fulfills  its  purpose  ad- 
mirably and  can  be  recommended  unreservedly  for 
students  and  general  practitioners.  A.  Walzer 

Glands,  Sex,  and  Personality.  By-  Herman  H. 
Rubin,  M.D.  Octavo  of  205  pages.  New  York, 
Wilfred  Funk,  1952.  Cloth,  $2.95. 

This  is  a lurid  title  for  a book  written  for  the  laity. 
Because  of  its  free,  easy  style  and  its  commonsense 
approach,  it  should  be  fairly-  easy-  to  read.  The 
paper,  print,  and  format  are  fair. 

Bernard  Seligman 


Comell  Conferences  on  Therapy.  Volume  Five. 
Edited  by-  Harry  Gold,  M.D.,  Managing  Editor, 
David  P.  Barr,  M.D.,  McKeen  Cattell,  M.D., 
Frank  C.  Ferguson,  Jr.,  M.D.,  et  al.  Octavo  of  299 
pages.  New  York,  Macmillan  Co.,  1952.  Cloth, 
$4.00. 

Volume  V of  the  Cornell  Conferences  on  Therapy 
maintains  the  standard  set  by  its  predecessors. 
There  are  informative  and  up-to-date  accounts  of 
treatment  in  various  conditions  (such  as  obesity-, 
pneumonia,  meningitis,  etc.),  presented  in  the  enter- 
[Continued  on  page  1266] 
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taining  fashion  of  a round-table  discussion.  Note- 
worthy is  an  interesting  account  of  the  contro- 
versial subject  of  the  low  cholesterol  diet  in  the 
treatment  of  atherosclerosis.  Milton  Plotz 

Synopsis  of  Pathology.  By  W.  A.  D.  Anderson, 
M.D.  Third  edition.  Duodecimo  of  788  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1952. 
Cloth,  88.00. 

The  previous  editions  of  this  work  have  been  well 
received  by  the  medical  profession  because  of  the 
concise  and  comprehensive  manner  in  which  the 
subject  of  pathology  has  been  presented.  While 
retaining  the  good  features  of  former  editions,  this 
new  one  is  the  result  of  a thorough  revision  and  is 
brought  up  to  date  in  accordance  with  the  advances 
in  the  knowledge  of  pathology  made  in  the  past  few 
years.  The  text  is  well  printed,  which  contributes 


to  easy  reading.  It  is  also  profusely  illustrated  with  J 
many  gross  and  microscopic  sections.  This  book  ] 
should  grace  the  library  of  anyone  engaged  in  the  I 
practice  of  medicine.  Edward  H.  Nidish 

X-Ray  Diagnosis  of  Chest  Diseases.  By  Coleman  * 
B.  Rabin,  M.D.  Quarto  of  208  pages,  illustrated,  fl 
Baltimore,  Williams  A Wilkins  Co.,  1952.  Cloth,  X 
812. 

A book  on  radiology  of  the  chest,  really  compre-  * 
hensive  in  scope,  elaborate  in  details,  and  profusely  , 
illustrated  with  excellent  film  reproductions  is 
something  that  has  long  been  awaited. 

It  has  arrived,  for  your  reviewer  knows  of  no  other 
work  devoted  exclusively  to  chest  diseases  that  t 
matches  it.  Here,  indeed,  is  a book  that  both  the  » 
chest  specialist  and  the  internist,  as  well  as  the  • 
thoracic  surgeon  and  radiologist,  will  welcome.  We  ( 
recommend  it  highly  to  all.  Foster  Murray 


WOMAN  S AUXILIARY  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

CONVENTION  PROGRAM 

Hotel  Statler,  New  York  City 
June  1 to  5,  1953 


Committee  on  Arrangements 
Mrs.  William  J.  Lavelle,  Queens,  Chairman 
Mrs.  Adolph  H.  Emerson,  Kings,  Co-Chairman 

Convention  Schedule 


Sunday,  May  31 

12:00  xoox  Registration,  Grand  Ballroom  Foyer, 
to  Hotel  Statler 

4:00  p.m. 


9:30  a.m. 

12:30  p.m. 
2:00  p.m. 

3:30  p.m. 


9:00  a.m. 


12:30  p.m. 


2:30  p.m. 
9:00  p.m. 


Monday,  June  1 

Round-table  discussions,  members 
invited 

Luncheon 

Round-table  discussions,  members 
invited 

Tea,  Grand  Ballroom,  honoring  Mrs. 
Ralph  B.  Eusden,  Long  Beach, 
California,  president,  and  Mrs.  Leo 
J.  Schaefer,  Salina,  Kansas,  presi- 
dent-elect 

Tuesday,  June  2 

Formal  opening  of  the  Thirtieth  An- 
nual Meet  ing  of  the  Woman’s  Auxili- 
ary to  the  American  Medical 
Association,  Grand  Ballroom,  Hotel 
Statler 

Luncheon,  Georgian  Room.  Guest 
speaker.  Dr.  Kenneth  McFarland, 
educational  director,  American 
Trucking  Association,  Inc. 

Annual  meeting  reconvenes 

Reception  and  ball  in  honor  of  the 
president  of  the  American  Medical 


9:00  a.m. 
12: 15  p.m. 


3: 00  .p.m. 


9:00  a.m. 

2:00  p.m. 
6:00  p.m. 
6:30  p.m. 


9:00  a.m. 


Association,  Dr.  Louis  H.  Bauer, 
Hempstead,  in  East  Ballroom,® 
Hotel  Commodore 

Wednesday,  June  3 
Annual  meeting  reconvenes 
Luncheon  in  honor  of  president  and 
president-elect  of  Woman’s  Auxili- 
ary to  the  American  Medical  1 
Association;  Guest  speaker.  Dr. 
Louis  H.  Bauer,  president.  A.M. A. 
Annual  meeting  reconvenes 

Thursday,  June  4 

Annual  meeting  reconvenes — election 
of  officers,  adjournment 
Meeting.  Board  of  Directors 
Social  hour 

Annual  dinner  of  the  Woman’s 
Auxiliary  to  the  .American  Medical 
Association.  Hotel  Waldorf-Astoria; 
guest  speaker,  the  Hon.  Mrs.  Ivy 
B.  Priest,  Treasurer  of  the  United 
States 

Friday,  June  5 

Conference  of  national  officers,  direc- 
tors. and  committee  chairmen  with 
state  presidents  and  presidents- 
elect,  Georgian  Room 
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DENCO®  SPOT  TESTS 


Same  Technique 
for  Both  Tests 
A little 
~7  urine - 
’ / A little 
powder 
Colot  Reaction 
Immediately 


ACETONE 

TEST 

DENCO 


Acetone  Test  Denco  for  the 
rapid  detection  of  Acetone 
in  urine  or  in  blood  plasma. 


Write  for  descriptive  literature: 


Sugar  Test  Denco  (Galatest 
Powder)  for  the  rapid 
detection  of  sugar  in  urine. 


COMBINATION  KIT 

For  office  — Medical  Bag 
Diabetic  Patients 


THE  DENVER  CHEMICAL  MFG.  CO.,  INC.  • Dept.  53H  163  Varick  Street,  New  York  13,  New  York 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


Onetime $1.35 

3 Consecutive  times  ....  1 .20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


11  East  68th  Street.  Large  room  in  modern,  newly  dec- 
orated office  suite,  especially  suitable  for  psychotherapists. 
Very  quiet  and  away  from  street  noises.  Large  pleasant 
waiting  room.  Telephone  number  REgent  7-2656. 


PRACTICE  FOR  SALE 


UTICA,  N.  Y.  Cardiologist,  Lucrative  Practice,  the  late 
Dr.  Edward  Berman,  for  sale.  Completely  equipped  office 
with  records,  laboratory  and  x-ray  facilities.  Inquire: 
Harry  Berman,  Executor,  2310  Sunset  Ave.,  Utica,  N.  Y. 


FOR  SALE 


Established  medical  practice,  modern  home  and  office  ad- 
joining; 18  miles  from  Manhattan,  on  Long  Island.  Busy 
M.D.  will  acquaint  buyer  with  patients  and  remain  for  3 
to  6 months  or  longer.  Good  schools,  hospitals  and  Fifth 
Avenue  stores.  Entire  cost  may  be  amortized  in  5 years 
or  less  after  substantial  down  payment.  Owner  will  spe- 
cialize. All  correspondence  must  be  confidential.  Write  Box 
653,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Available  because  of  death  of  physician;  office  fully 
equipped  for  general  practice,  exceptionally  located  in 
summer  resort  area.  Contact  Mrs.  Sadie  Launer,  Liberty, 
N.  Y.,  or  tel.  Lib.  495. 


FOR  SALE  OR  RENT 


12-room  Colonial  residence,  ideal  for  doctor,  for  sale  in 
Yonkers,  N.  Y.  Southern  Colonial,  with  magnificent  pil- 
lars. In  Park  Hill  section,  3 min.  from  Hudson  Parkway, 
7 bedrooms,  4 master  baths,  38' living  room,  M-acre  land- 
scaped. Offered  at  §37,500  or  will  rent  furnished.  Ask 
your  local  broker  or  us  for  illus.  brochure,  JM-43889. 
PREVIEWS,  Inc.,  49  E.  53rd  St.,  N.  Y.  22.  PLaza  8-2630. 


PRACTICE  FOR  SALE 


New  York  City  Suburb — corner  location  for  30  years, 
plenty  of  work  and  excellent  opportunities  for  live  wire. 
Gross  over  $30,000.00  last  year.  Box  659,  N.  Y.  St.  Jr.  Med. 


Officers — County  Medical  Societies — 1953 


TOTAL  MEMBERSHIP  AS  OF  MAY  15,  1953—23,423 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga  

Chautauqua  . 

Chemung 

Chenango  ... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee  

Greene  

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  ... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York. . . 
Niagara 

Oneida 

Onondaga  . , 
Ontario 

Orange  

Orleans 

Oswego 

Otsego  

Putnam 

Queens 
Rensselaer . . 
Richmond  . . . 

Rockland 

St  Lawrence . 

Saratoga 

Schenectady . . 
Schoharie  ... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

John  G.  McKeon Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy . . . Bronx 
Mark H. Williams  .Binghamton 

Francis  P.  Keefe Olean 

Joseph  H.  Dwindle. . .Auburn 

D. D.Trantum  . . . .Jamestown 

William  J.  Cusick Elmira 

H.  Lynn  Wilson Norwich 

Eric  D.  Pearson. . . .Plattsburg 

Henry  J.  Xoerling Valatie 

William  A.  Shay Cortland 

Robert  H.  Gelder Sidney 

Maxwell  Gosse.  Poughkeepsie 

William  J.  Orr Buffalo 

George  G.  Hart . . . Lake  Placid 
R.  P.  Bellaire. . .Saranac  Lake 

John  R.  Ford Gloversville 

Joseph  S.  Diasio Oakfield 

Solomon  Yarvin ....  Coxsackie 
Oscar  J.  Muller. . . .Little  Falls 
George  S.  Nellis. . Watertown 

Louis  Berger Brooklyn 

Harry  E.  Chapin Lowville 

Julia  A.  Delehanty.  . . Geneseo 
Edward  G.  Hixson.  . . .Oneida 

C.  Pamall,  Jr Rochester 

Alton  J.  Spencer. . . Amsterdam 
John  N.  Shell Freeport 

G.  W.  McAuliffe. . . . New  York 
P.  J.  Sciarrino. . Niagara  Falls 

I.  Douglas  Kendrick.  . . .Utica 
A.  Carl  Hofmann ....  Syracuse 
P.  M.  Standish.  .Canandaigua 

H.  F.  Murray,  Jr. . .Port  Jervis 

Walter  Shifton Albion 

John  A.  Rodger Fulton 

Walter  D.  Luft Milford 

A.  Vanderburgh Brewster 

William  Benenson. . . .Flushing 
Henry  F.  Albrecht,  Jr. . . .Troy 
Herbert  Berger.  .Staten  Island 

Franklyn  B.  Theis Xyack 

A.  D.  Redmond.  . Ogdensburg 

E.  A.  Suss Middle  Grove 

James  M.  Blake.  .Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus  . Watkins  Glen 

William  K.  Major Waterloo 

Steven  E.  Pieri Coming 

Morris  W.  Molinoff . Brentwood 
V.  G.  Bourke  Livingston  Manor 
Seymour  M.  Bulkley.  .Spencer 

C.  Paul  Russo Ithaca 

Jack  Lehner Kingston 

M.  A.  Mastrianni.  .Glens Falls 
Erich  Seligmann. . . .Whitehall 

James  D.  Tyner Newark 

Reid  R.  Heffner.  New  Rochelle 
Charles  O.  Wagenhals . Warsaw 
William  P.  Rhudy.  Penn  Yan 


Secretary 

Albert  Vander  Veer. . .Albany 
James  H.  Gray,  Jr.. Friendship 

Frank  LaGattuta Bronx 

N.  R.  Occhino. . Johnson  City 
Richard  A.  Loomis . Ellicottville 
Frank  A.  Graceffo. . . .Auburn 

Edgar  Bieber Dunkirk 

Robert  V.  Larkin Elmira 

Angelo  A.  F ranco  ..New  Berlin 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley. . .Cortland 
George  G.  Miles. . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . Port  Henry 
Daisy  H.  Van  Dyke . . . Malone 
Kingston  Lamer . . Gloversville 
Ralph  B.  Smallman.  . .Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan . Herkimer 
C.  A.  Prudhon  . . . .Watertown 
Abraham  D.  Segal ..  Brooklyn 
John  P.  Myers.  .Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Herbert  S.  Ogden  . . .New  York 
C.  M.  Dake,  Jr. .Niagara  Falls 

Pasquale  Ciaglia Utica 

W.  J.  Michaels,  Jr.  . . Syracuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury. Newburgh 

Kenneth  J.  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  J.  Lawrence . . Flushing 

Leo  S.  Weinstein Troy 

James  Poulton . . Staten  Island 
Robert  L.  Yeager. . . .Pomona 
William  R.  Carson..  Potsdam 
C.  K.  Amyot . Saratoga  Springs 
Ralph  E.  Isabella . Schenectady 
Donald  R.  Lyon . . . Middleburg 
William  F.  T ague  Montour  Falls 
David  L.  Koch.  .Seneca  Falls 

Milton  Tully Homell 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Noah  J.  Kassman Ithaca 

Bartholomew  J . Dutto  Kingston 
James  A.  Glenn.  . .Glens  Falls 
M.  J.  Greenberg . Hudson  Falls 

Jan  A.  Perillo Newark 

Harold  J.  DunlapXew  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  Yan 


Treasurer 

Frances  E.  Vosburgh.  .Albany 

Kurt  Zinner Wellsville  E 

Charles  W.  Frank Bronx 

Martin  Weiss. . . .Binghamton 

William  R.  Casey Olean 

Allan  H.  Kirkwood. . . . Auburn 
Charles  B.  Mosher. . .Dunkirk 

Swen  L.  Larson Elmira 

Angelo  Franco.  . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  T.  Corey Cortland  \ 

George  G.  Miles . . . Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman ....  Buffalo 
James  E.  Glavin.  .Port  Henry  i 
Daisj’  H.  Van  Dyke. . .Malone  * 

Paul  E.  Griffin Johnstown 

Ralph  B.  Smallman. . .Batavia 
Mahlon  H.  Atkinson . . Catskill  > 
.Arthur  H.  Mulligan  Herkimer  ' 

L.  E.  Henderson  . .Watertown 
Nicholas  H.  Ryan. . .Brooklyn  I 
John  P.  Myers. . Port  Leyden 
S.  J.  Jackson  . . .Mount  Morris 
Wallace  B.  Xixdorf. . . .Oneida  1 
Robert  J.  Calihan  . . Rochester  ft 
Max  Drey  fuss ....  Amsterdam  1 

I.  Drabkin. . .Rockville  Centre  * 
Gerald  D.  Dorman.  .New  York 
R.  D.  Glennie,  Jr.  Niagara  Falls  ■ 
Harold  H.  Ivatzman ....  Utica  I 
Charles  A.  Gwynn.  . .Syracuse  J 

J.  A.  Stringham  . Canandaigua  } 
Earl  C.  Waterbury . Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Matthew  Jacobs ....  Mahopac  > 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn. . .Staten  Island 
Marjorie  R.  Hopper.  . . . Xyack 

Maurice  Elder Massena 

J.  Lebowich.  . Saratoga  Springs 
Carl  F.  Runge ....  Schenectady 
Duncan  L.  Best  . . Middleburg 
WilliamF.Tague  MontourFalls 
David  L.  Koch. . .Seneca  Falls 

Milton  Tully Hornell 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wight  man  . Ithaca 
Herbert  B.  Johnson . . Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman.Fort  Edward 

Jan  E.  Perillo Newark 

Donald  R.  Reed.  . . .Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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iaXWIN  ELMS 

HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Selected  drug  and  alcohol  problems 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 

Eugene  N.  Boudreau,  M.  D..  Psychiatrist 

mental,  drugs  and  alcohol  patients,  including  Occupational 

therapy,  Beautifully  located  a short  distance  from  Rye 

b°S^RACUS^dNeY.St' 

Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 

BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HOLBROOK  MANOR  NJKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The ''Sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Hall-Brooke . . • a modem 

psychiatric  hospital  on  120  acres,  1-hr  from 
N. Y.  George  K.  Pratt, M.D., Med. Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


For  recovery  under  medical  supervision  • For  rest  and  re- 
laxation • For  cures  at  the  world-famous  Spa  • For  scien- 
tifically prepared  diets  of  any  kind  • A beautiful  and  com- 
fortable place  • All  rooms  with  private  toilet,  bath  or 
shower  • Mental,  contagious  tuberculosis  and  non-ambula- 
tory cases  not  accepted. 

Healthfully  yours,  108  Circular  Street, 

■i  • Saratoga  Springs,  N.  Y. 

W1  Tel.  Saratoga  Springs  1576 

OUSe  Opening  June  11,  1953 

Owner-Mgt.  Erwin  Feigenheimer,  M.D. 
until  May  31,  1953:  281  Covert  St.,  Brooklyn  27,  N.  Y. 

Tel.  EVergreen  6-5585 


Give  to 

Conquer  Cancer 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417.299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 
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FOR  SALE  — FOR  RENT 


FOR  RENT 


Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Opthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


FOR  RENT 


NEW  PROFESSIONAL  BLDG.  AIR  CONDITIONED. 
Exceptionally  good  area,  for  radiologist,  dermatologist,  aller- 
gist, E.  N.  T.,  psychiatrist,  ophthalmologist.  All  other 
medical  specialties  already  leased.  Occupancy  May  1,  1953. 
Fastest  growing  area  on  L.  I„  with  few  of  the  above 
specialties  represented.  Call  Massapequa  6-2448. 


FOR  RENT 


Boulevard  Medical  Center.  Corner  Yellowstone  Blvd.  and 
66th  Ave.,  Forest  Hills,  L.  I„  one  block  from  Forest  Hills 
General  Hospital.  Limited  space  available  to  specialists 
only.  X-ray,  laboratory  and  modern  treatment  facilities. 
Fully  air  conditioned.  Rare  opportunity.  TWining  7-1700. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PattixUa  — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Great  Neck,  L.  I.  Good  Morning.  100%  Professional 
locations.  Houses,  small  and  large.  Sound  values,  priced 
right.  Several  dignified  Colonials.  Well  equipped  hospi- 
tals nearby.  Realty  specialist  since  1925.  R.  E.  FREED- 
MAN, 17  Maple  Drive.  Phone  GR  4-9191. 


UNFURNISHED  APTS. 


PARK  AVENUE,  1040  (NYC)  3 rooms,  street  entrance 
main  floor.  Atwater,  9-6903. 


£ 


for  the  successful  frecitment  of ... 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  Ihe  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO  — Tablets  • Powder  . Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4 ” x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna's  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 

76  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRomercy  7-5504 


CLASSIFIED  DEPARTMENT 
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BUSINESS  OPPORTUNITIES 

REAL  ESTATE  • FOR  SALE  • FOR  RENT 


FOR  SALE 


For  sale  in  Riverdale,  N.  Y.,  doctor’s  attractive,  15-room 
Colonial,  ideal  for  home  and  office.  2 entrances,  spacious 
living  room,  library,  music  room,  game  room,  sun  room, 
dining  room,  streamlined  kitchen.  5 master  bdrms.,  3 baths; 
3 svts'.  bdrms.,  bath.  Fireplaces,  big  windows.  View  of 
Hudson.  Excellent  neighborhood.  35  min.  to  N.  Y.  C. 
Offered  at  $64,000.  For  illus.  brochure  JM-43934  ask  your 
local  broker  or  PREVIEWS,  Inc.,  49  E.  53rd  St.,  N.Y.,  22, 
PLaza  8-2630. 


FOR  SALE 


Complete,  newly  furnished,  physician’s  office,  for  rent  or 
sale.  Finest  furniture.  Picker  & Sanborn  equipment. 
Excellent  value.  Reasonable  lease  if  desired.  271  Central 
Park,  West.  Call  TR  6-7030. 


LYNBROOK,  LONG  ISLAND 


Desirable  professional  corner  on  a Main  Street.  Two  bus 
lines.  Two  blocks  village.  Eight  rooms,  two  baths,  two 
car  garage.  $23,000.  Lynbrook.  9-3107. 


ANESTHESIOLOGIST 
DESIRE  AFFILIATION 


Completing  Boards,  finish  Army  Service,  Jan.  1954;  Lt.  H. 
C.  Berger,  Murphy  Army  Hospital,  Waltham  54,  Mass. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


HELP  WANTED,  FEMALE 


CAMP  doctor,  female,  licensed  physician,  general  practi- 
tioner, pleasant  personality.  Month  of  August.  Vermont 
girls’  camp.  Box  628,  N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE  FOR  SALE 


Available  through  sudden  death.  13  years,  profitable, 
small  overhead,  fully  equipped,  downtown  office.  Hospi- 
tal in  town,  close  to  big  medical  centers.  County  Seat 
Finger  Lakes  region.  Exceptional  opportunity.  Write  to 
Box  238,  Pen  Yan,  N.  Y. 


FOR  SALE 


Furnished,  suitable  for  a doctor,  convalescent  or  guest  home. 
16  rooms,  2%  baths,  15  acres,  brook,  garage,  elevation, 
broad  views,  on  county  road,  1J4  mi.  R.  R.  & town. 
Dutchess  County.  4 miles  Hospital  at  Sharon,  Conn. 
Mrs.  C.  A.  Sjoberg,  Millerton,  N.  Y.  Tel.  52-12. 


FOR  RENT 


Rockville  Centre,  N.,  Y.  Will  rent,  and  sell  later,  with 
introduction  and  lease  of  office.  Long  established  general 
practice.  RO  6-0035. 


FOR  RENT 


One,  two  or  three  room  office  suites,  in  professional  building. 
Desirable  location,  in  busy  section.  Common  waiting  room. 
Utilities.  Also  space  for  Roentgenologist  with  separate  en- 
trance. E.  J.  Stresak,  818  Filmore  Ave.,  Buffalo  12,  N.  Y. 


AVAILABLE 


Office  space  in  qualified  medical  specialist  building.  New 
England  town,  60  miles,  New  York  City.  Box  658, 
N.  Y.  St.  Jr.  Med. 


LOCATION  WANTED 


General  Practice,  or  Ass'n.  in  suburb  of  N.  Y.  C.  Trained 
Gastroenterologist.  Will  invest.  Box  655,  N.  Y.  St.  Jr. 
Med. 


POSITION  OPEN 


$1500  or  Percentage — Capable,  G.P.  wanted — for  summer 
months.  Must  have  car.  Address  Box  649,  N.  Y.  St.  Jr. 
Med.  Busy  resort.  Retiring — will  sell. 


FOR  SALE 


Articulated  skeleton,  muscle  attachments  marked  in  color. 
Good  condition,  in  steel  cabinet.  $125.  F.O.B.  Man- 
hasset,  L.  I.  Dr.  J.  Watt,  Manhasset,  7-3939. 
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octozyme 


dietary  deficiencies 
are  multiple 

"The  biological  value  of  Vitamins  is  realized 
in  the  body  only  after  these  free  Vitamins 
have  combined  with  other  ingredients  to  form 
enzyme-coenzyme  systems." 

Potter,  V.  R.:  J.  Am.  Dietet. 


act  ozy  me 

Therapeutic  daily  dose  of  three  tablets  provide: 


Vitamin  A Acetate  10,000  U.S.P.  Units 
Vitamin  0 1,000  U.S.P.  Units 

Brewer's  Type  Yeast 
Yeast  Protein  Enrymalic 

100  mg. 

Vitamin  C 

37.5  mg. 

Hydrolysate 

250  mg. 

Vitamin  E 

10  mg. 

Nucleic  Acid 

50  mg. 

Vitomin  B1 

5 mg. 

Glutamic  Acid 

25  mg. 

(approi.  33'/j%  Cocorboxylase) 

Glycine 

25  mg. 

Vitamin  B2 

10  mg. 

Cysteine  HCl 

12.5  mg. 

Niacinamide 

50  mg. 

Ferric  Citro  Pyrophosphate 

28.8  mg. 

Calcium  Pantothenate* 

25  mg. 

Copper  Sulfate 

2.1  mg. 

Vitamin  B( 

2.5  mg. 

Magnesium  Sulfote 

5.9  mg. 

Choline  Dihydrogen  Citrate 

50  mg. 

Monganese  Sulfote* 

5.9  mg. 

D-L-Methionine 

25  mg. 

Zinc  Sulfate* 

1.4  mg. 

Inositol* 

High  Potency  Yeast  Concen. 

25  mg. 
100  mg. 

Cobalt  Sulfate* 

1.3  mg. 

*The  need  for  this  vitomin  or  mineral  in 
human  nutrition  has  not  been  established. 
SUPPLIED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


Multivitamins  are  only  half  keys 
to  Enzyme  Formations 


A brand  of  multivitamins,  coenzymes,  amino 
acids  and  minerals  . . . high  potency 


A scientific  therapeutic  formulation  providing  the  simultaneous  ova 
ability  of  all  activators  in  synergistic  combination,  to  aid  in  the  coi 
version  of  the  vitamins  into  their  respective  enzyme  systems. 


octozyme 


MORE  PHYSICIANS  ARE  PRESCRIB- 
ING ACTOZYME  FOR  THERAPEUTIC 
SUPPLEMENTS  OF  VITAMINS,  CO- 
ENZYMES, MINERALS  AND  TRACE 
ELEMENTS. 


LITERATURE  AND  SAMPLES  ON  REQUEST 


ba  rrows  chemical  company,  inc. 

Biochemicals  • Pharmaceuticals  • Manufacturing  Chemists 

42  Lispenard  Street  • New  York,  N.  Y. 
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HIGHLY  SUCCESSFUL  - Extensive  clinical 
investigations  have  yielded  successful  results 
with  Milibis  vaginal  suppositories  in  97  per  cent 
of  cases  of  trichomonal,  monilial,  bacterial 
and  mixed  vaginal  infections. 


RAPID  RESPONSE- 
In  most  instances,  5 Milibis  vaginal  suppositories, 
one  inserted  every  other  night,  proved  sufficient. 


MILIBIS*  VAGINAL  SUPPOSITORIES 


Supplied  in  boxes  of  5,  each  suppository  containing  0.25  Gm.  of 
Milibis  in  a gelatin-glycerine  base. 


Nfw  Yot*  18,  N.  Y.  Windsor.  Ont 


il 


: 


i .» 

■ 


•if, 


Milibis,  trademark  reg.  U.  S.  & Canada  brand  of  bismuth  glycolylarsanilate 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a ! 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with  I 
competent  staff  and  facilities.  Other  fea-  I 
tures  are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath  I 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to  I 
guests  who  do  not  wish  examination  and  I 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea-  I 
tion.  Modern  medical  equipment  and 
superb  location  offer  the  combined  advan-  I 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 



THYLOX  SULPHUR*  CREAM 


Thylox  Sulphur— of  a particle  diameter  uniformly  2 microns  or  less— 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages... 

Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 

Extensive  sulphur  surface  area  permits  prompt  formation 
of  therapeutically  effective  polysulphides 

Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur, 
and  the  necessity  for  using  sulphur  in  excessive  amounts 


THYLOX  SULPHUR’  CREAM  THYLOX  SULPHUR  SOAP* 


Contains  4%  Thylox  Sulphur  (anhy- 
drous) , plus  0.5%  hexachlorophene,  in  a 
greaseless  absorption  base.  Blends  read- 
ily with  the  skin,  has  no  sulphur  odor,  is 
easily  removed  with  warm  water.  Avail- 
able in  lVk-oz.  tubes. 


Contains  lx/t%  Thylox  Sulphur  (anhy- 
drousj,  plus  hexachlorophene  1%.  Sug- 
gested for  routine  skin  cleansing  when 
long-term  sulphur  therapy  is  indicated. 
Available  in  boxes  of  3 cakes,  3%  oz. 
each  cake.* 


SAMPLES  AND  LITERATURE  TO  PHYSICIANS  ON  REQUEST  SHULTON,  IllC. 

Clifton,  New  Jersey 


•Made  with  Koppers  Thylox  Sulphur®  — a special  sulphur  of  Koppcrs  Co.,  Inc.  Sole  licensee,  Shulton,  Inc. 


exceptionally  well-tolerated 

sulphur 

of  minimum  particle  size 

for  maximum  therapeutic  effect 

for  adjunctive  therapy 

in  acne, 

seborrheic  dermatitis., 
and  other  skin  disorders 
responsive  to  sulphur 
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Published  tu  tee  a month  hy  Mr  MEniui.SociF.Ty  of  the  State  of  New  York.  Pub! Scat ton  Office:  20th  »vd  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  3S6  Fourth  Ave.,  New  York  16,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5-00  per  year.  Entered  as  second-class  matter  March  13, 1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24,  1912. 
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SCIENTIFIC  ARTICLES 

The  Problem  of  Intestinal  Cancer,  Albert  F.  R.  Andre  sen,  M.D 

A New  Therapy  for  Angina  Pectoris:  Angina  Pectoris  and  Water  Metabolism,  Eugene 
Foldes,  M.D 

The  Interrelationship  Between  Blepharoconjunctivitis  and  Chronic  Sinorespiratory  In- 
fections, Samuel  J.  Prigal,  A I.D.,  F.A.C.P 

Observations  on  the  Use  of  Cortisone  and  ACTH  in  the  Management  of  Terminal 
Malignancy,  Adolph  P.  Raab,  AI.D.,  and  Alexander  Gerber,  M.D 

Respiratory  and  Positional  Changes  in  the  QRS  Complex  of  Lead  aVF,  Ira  L.  Rubin, 
M.D.,  and  0.  Alan  Rose, 'M.D 


Intestinal  Obstruction  Due  to  Gallstones,  Ralph  Ad.  Greenlee,  AI.D.,  and  William  H. 
Berry,  AI.D r 

Observations  on  the  Effect  of  Isoniazid  in  Acute  and  Chronic  Tuberculous  Pulmonary 
Lesions,  Joseph  Zeichner,  AI.D.,  and  William  G.  Childress,  M.D 

( Continued  on  page  1278) 
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The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims 
expressed  in  the  articles  contributed  by  individual  authors.  Contributions  are  ac- 
cepted for  original  publication  only. 
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Prolonged  fall  in 
blood  pressure  without 
postural  hypotension 


Marked  and 
maintained  relief  of 
subjective  symptoms 


Complete  safety  with 
simplicity  and  economy 
of  administration 


Each  tabule  contains: 

Whole-powdered  Veratrum  viride 
(Irwin-Neisler). . . . 40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 

Administer  2 hours  after  meals. 
’Carotid  Sinus  Reflex 


The  Most 
Experienced 


Prescription 


ttujwtfeMAiMt 


Veratrite®  brings  your  hypertensive  patients 
the  best  therapeutic  benefits  of  Veratrum 
viride,  as  has  been  shown  by  more  than 
fifteen  years  of  clinical  and  experimental 
research  plus  experience  in  many  thousands 
of  ambulatory  cases. 

Sustained  control  of  blood  pressure  with 
a minimum  of  untoward  side  reactions  and  a 
maximum  of  safety  is  the  significant  con- 
tribution made  by  Veratrite  to  the  long-term 


management  of  hypertension. 


Tferatrite 


IRWIN,  NEISLER  & 


COMPANY  • DECATUR,  ILLINOIS 

Xetea/icA  & Sewe 
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VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
- spasms  ol  gastro-intestinal  and  genitourinary  tracts, 
with  accompanying  nervousness.  5-grain  tablets. 

...  Octin  1 Gr. 

Literature  and  trial  quantity  on  request.  Bromural  4 Gr. 


BILHUBER-KNOLL  CORP. 

i 

ORANGE,  NEW  JERSEY 
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ELECTROLYTE  SOLUTIONS 


SOLUTION 

mEq  per  1000 

c«. 

|c~ 

Admin. 

No 

K 

Co 

lactato 

NH. 

Mo 

HPO« 

Modified  Duodenal  Solution 

80.0 

36.0 

4.6 

63.0 

60.0 

2.8 

Any 

Travert  1 0%-Electrolyte  No.  1 

80.0 

36.0 

4.6 

63.0 

60.0 

- 

2l 

- 

Travert  10% 

Any 

Travert  10%-Electro|y1e  No.  2 

57.0 

25.0 

- 

50.0 

25.0 

- 

Ifo 

715 

Travert  10% 

Any 

Travert  1 0%-Electrolyte  No.  3 

63.0 

17.5 

- 

150.5 

- 

70.0 

- 

- 

Travert  10% 

Any 

Ammonium  Chloride  2.14% 

- 

- 

- 

400.0 

- 

400.0 

- 

- 

- 

IV 

Darrow’s 

121.0 

35.0 

- 

103.0 

53.0 

- 

- 

- 

- 

Any 

M/6  Sodium  r-Lactate 

T67To 

167.0 

- 

- 

- 

- 

Any 

Travert  10%-Potassium 
Chloride  0.3%  in  Water 

40.0 

- 

40.0 

- 

- 

i- 

Travert  10% 

Any 

Travert  10%-Pota«sium 
Chloride  0.3%  in  0.45%  NaCI 

77.0 

40.0 

- 

117.0 

- 

- 

- 

- 

Travert  10% 

Any 

Milligram/100  cc.  x valence 


twice  as  many  calories  as  5%  dextrose,  in  equal  infusion  time, 
with  no  increase  in  fluid  volume  ★ a greater  protein-sparing  action 
as  compared  to  dextrose  ★ maintenance  of  hepatic  function 

TrOVert  is  a trademark  of  Baxter  Laboratories.  Inc. 
products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
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A single  package,  a single  prescription,  yet 
two  dosage  forms  are  the  unique  advantages 
of  the  DAINITE®  Unit  for  around  the  clock 
protection  of  the  asthmatic  patient.  Continu- 
ous therapy  is  thereby  supplied  based  on  the 
fundamental  difference  between  the  day  and 
night  requirement  of  bronchial  asthma.  Both 
Day  and  Nite  tablets  provide  fully  effective 
therapy  against  asthmatic  attacks;  a signifi- 
cant modification  of  the  Nite  tablet  specifically 
protects  sleep.  Striking  objective  improve- 
ment in  pulmonary  function,  together  with 
good  tolerance,  has  been  reported  with 
DAINITE.’'2-3'4 

Supplied  as  the  DAINITE  UNIT  containing 
48  Day  Tablets  and  18  Nite  Tablets  in  a 
unique  dispensing  unit.  Day  and  Nite  tablets 
are  also  available  separately,  to  simplify 
prescription  and  refill  according  to  individual 
needs. 

References:  (1)  Segal,  M.  S.:  Springfield, 
Charles  C.  Thomas,  1950,  p.  83;  (2)  Barach, 

A.  L.:  J.A.M.A.  147:  730-737,  1951;  (3) 
Segal,  M.  S.,  et  al.:  Ann.  Allergy  9:  782-793, 

1951;  (4)  Bickerman,  H.  G.,  and  Beck,  G.: 
Personal  Communication. 

IRWIN,  NEISLER  & COMPANY  . decatur,  ill. 

S?e4&zvcA  & Seave  tyntt  ffaie&ce 


Each  DAY  tablet 
contains: 


Each  NITE  tablet 
contains: 


Phenobarbital 

. . . Vs  gr. 

’/«  gr 

Sodium  Pentobarbital  . 

...  Vi  gr. 

3 gr 

Aminophylline 

4 gr. 

’/«  gr 

Ephedrine  HCI 

V*  gr 

Ethyl  Aminobenzoate. 

. 14  gr. 

IVi  gr 

Aluminum  Hydroxide 

IVi  gr. 

Give  t.i.d.a.c. 

Give  at  10  P.M. 
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PARASYMPATHOLYTIC  ACTION 

means  dependable  relief  of 

GASTRO-INTESTINAL  SPASM 


Homatropine  methylbroraide  is  parasym- 
patho lytic  (therefore  spasmo/v//c)  in  all 
therapeutic  dosages.  Since  many  drugs  are 
parasympathomimetic  in  customary  dos- 
ages and  parasympatho- 
lytic  only  in  high  dosages 
attended  by  disturbing 
cranial  center  side  effects,  homatropine 

methylbromide  is  pre- 
vagus  nerve  ferred  for  dependable 

relief  of  gastro-intestinal 
spasm. 

• I I In  Lusyn  the  spasmolytic 

*1  efficacy  of  homatropine 

W)-*)--'*  Pregongiionic  nerve  fiber  methylbromide  is  rein- 

I X forced  by  phenobarbital 

• iJm\  \ X to  allay  emotional  ten- 

Parasym  pathetic  ganglion  sion.  The  alukalin  preS- 

\ ent  provides  welcome 

iHjlfe  \.  antacid-adsorbent  effi- 

^ Postganglionic  nerve  fiber  ciency 

Indicated  in  intestinal 
spasm,  biliary  spasm,  py- 
lorospasm,  cardiospasm, 
and  irritable  colon. 

PARASYMPATHETIC  BLOCKING  AGENT  EACH  TABLET  CONTAINS: 

Homatropine  methylbromide  Homatropine  methylbromide r... 5 mg. 

relieves  gastro-intestinal  spasm  (increased  from  2.5  mg.) 

by  preventing  the  action  Alukalin  (activated  kaolin) 300  mg. 

of  acetylcholine  on  Phenobarbital  1 15  mg. 

smooth  muscle  cells.  (increased  from  8 mg. ) 

SUPPLIED:  Bottles  of  100,  500,  and  1000  tablets. 
MALTB1E  LABORATORIES.  INC.,  NEWARK  1.  N.  J. 


L 


L U S V N 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1952-1953 


ANESTHESIOLOGY 

Moses  H.  Krakow,  Chairman Bronx 

Samuel  Guest.  Vice-Chairman. . . Buffalo 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley.  Delegate Bronx 


OBSTETRICS  AND  GYNECOLOGY 


Henry  S.  Acken,  Jr..  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 


CHEST  DISEASES 

Arthur  Q.  Penta,  Chairman Schenectady 

Charles  E.  Hamilton.  Secretary . . Brooklyn 

David  Ulmar,  Delegate New  York  City 

DERMATOLOGY  AND  SYPHILOLOGT 

Frank  A.  Dolce.  Chairman Buffalo 

Anthony  C.  Cipollaro.  Secretary.  . New  York  City 

George  M.  Lewis.  Delegate . . . . .New  York  City 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Alfred  P.  Ingegno,  Chairman Brooklyn 

LesterS.  Knapp.  Vice-Chairman Buffalo 

Charles  A.  Flood.  Secretary  New  York  City 

Harry  L.  Segal.  Delegate Rochester 

GENERAL  PRACTICE 

Samuel  A.  Garlan,  Chairman New  York  City 

Floyd  C.  Bratt.  Vice-Chairman  ....  Rochester 

Garra  L.  Lester,  Secretary Chautauqua 

William  A.  Buecheler,  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford.  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner.  Secretary Rochester 

S.  Charles  Franco,  Delegate New  York  City 

MEDICINE 

George  F.  Koepf,  Chairman . . Buffalo 

Arthur  E.  Lamb,  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook.  Delegate Buffalo 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster.  Secretary Syracuse] 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley,  Chairman Albany 

Frederick  L.  Liebolt,  Secretary . . Xew  York  City 
Halford  Halloek.  Delegate Xew  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Maurice  X.  Richter.  Chairman Xew  York  City  i 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary Xew  York  City  1 

Harry  P.  Smith.  Delegate X ew  York  City  . 

PEDIATRICS 

Russell  B.  Scobie.  Chairman Xewburgh 


Harold  W.  Dargeon.  Vice-Chairman  Xew  York  City  j 

Frederick  W.  Bush.  Secretary Rochester] 

Frederick  H.  Wijke.  Delegate Xew  A'ork  City  j 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward.  Chairman Saranac  Lake 

Berwyn  F.  Mattison.  Vice-Chairman Buffalo 

William  C.  Spring.  Jr.,  Secretary.  . .Xew  York  City 


Frank  E.  Coughlin.  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland.  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman . . Xew  York  City 

Thomas  X.  Sickel.  Secretary Watertown 

Frank  J.  Borrelli.  Delegate Xew  York  City 

SURGERY 

Walter  S.  Walls.  Chairman Buffalo 

Edward  J.  Donovan,  Secretary . Xew  A'ork  City 

William  F.  MacFee.  Delegate  X’ew  A'ork  City 


NEUROLOGY  AND  PSYCHIATRY 


Harold  R.  Merwarth.  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick.  Delegate Buffalo 


UROLOGY 

Frank  C.  Hamm.  Chairman Brooklyn 

John  S.  Fitzgerald.  Vice-Chairman Utica 

Thomas  A.  Morrissey,  Secretary . New  A'ork  City 
John  S.  Fitzgerald.  Delegate Utica 


SESSIONS 

1952-1953 


HISTORY  OF  MEDICINE 


Eldridge  Campbell,  Chairman Albany 

Jerome  P.  Webster.  Secretary Xew  A'ork  City 


PHYSICAL  MEDICINE 

George  M.  Raus.  Chairman Syracuse 

A.  David  Gurewitsch,  Secretary  Xew  Aork  City 


PUBLIC  RELATIONS 

Charles  S.  Lakeman,  Chairman Rochester 

Leonard  J.  Schiff.  Secretary Plattsburg 
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company  inc. 


. . .as  condition  improves 

the  benefits  of  Prophyllin  Wet 
Dressing  can  be  maintained  by  prescribing 
PROPHYLLIN  OINTMENT 


Prophyllin  Powder,  for 
preparation  of  wet  dressings, 
in  cartons  of  12  packets. 
Each  packet  contains 
2.3  gm.  powder,  sufficient 
to  prepare  8 ounces  of 
solution  containing 
1 per  cent  sodium  propionate 
and  0.0025  per  cent  water- 
soluble  chlorophyll.  Also 


4-oz.  and  16-oz.  jars.  Note: 
When  dissolved,  Prophyllin 
is  free  of  propionate  odor. 

Prophyllin  Ointment, 
iy2-oz.  and  4-oz.  tubes. 
Prophyllin  Ointment 
contains  5 per  cent  sodium 
propionate  and  0.0125  per  cent 
water-soluble  chlorophyll. 


• more  physiologic 

• nonastringent,  nontoxic 

• nonirritating,  nonsensitizing 

• relieves  itching  and  irritation 

• mildly  bacteriostatic  and  fungistatic 


a sounder  basis 

for  the  treatment  of  skin  disorders... 

NEW 

Prophyllin  Wei  Dressing 

avoids  treatment  dermatitis 

Wet  dressings  are  highly  recommended  for  their  marked 
freedom  from  irritation  and  their  beneficial  effect  in  a wide 

variety  of  dermatoses.  Now,  Prophyllin  provides  sodium 
propionate  and  water-soluble  chlorophyll  to  increase  the 

safety  and  efficacy  of  this  preferred  mode  of  therapy. 


Mount  Vernon,  New  York 

✓ 


Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first.  Take  a puff— get  a good  mouthful 
of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come  directly  through 
your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

Notice  that  PHILIP  MORRIS  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  k Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


With  so  many  claims 
made.in  cigarette  ad- 
vertising, you,  Doc- 
tor, no  doubt  prefer 
to  judge  for  yourself. 
So  won’t  you  make 
this  simple  test? 


Doctor, 
be  your  own 
judge... 
try  this 
simple  test 


vitamin 


vitamin  C 
and 

vitamin  E 


vitamins 


VI  FORT 


CAPSULES 


aqueous  polyvitamin  in  small  particle  size 


NO  FISHY  TASTE  OR  ODOR 

bottles  of  30,  100, 
and  250  soft  gelatin 
capsules 

also  supplied 
as  drops 

1.  Sobal,  A.  E.,  and  Rosanbarg, 

A.  A.:  A.M.A.  Am.  J.  Dis.  Child. 
84:609.  &9S2. 


vitamin  A 1^  to  2>$ 
times  better  absorbed 
from  VIFORT  than  from 
comparable 
polyvitamin  capsules1 


synthetic 
vitamin  D 


k 
> ■. 


5; 


•* 


VIFORT  for  maximum  polyvitamin  absorption 


EnJo 


^ Just  write  to 
ENDO  PRODUCTS  INC. 
RICHMOND  HILL  18.  N.Y. 
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Whether  you're  furnishing  a new 
office  or  "toning-up”  your  pres- 
ent one,  take  advantage  of  ou 
complete  Decorators'  Service.. 


Doctor- does  your  office  need  a check-up? 


It  is  just  one  of  those  curious  quirks  of  human  nature,  Doctor, 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  /ess  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE,  CORNER  39th  • NEW  YORK,  N.  Y. 


. . . 


J*  PHARMACEUTICALS 

f A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

[ * THE  ZIMMER  CO.,  Pittsburgh  13,  Po. 


f 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 

"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


dubin  [ 
aminophyllin 


(theophylline-ethylenedlamlne) 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N Y. 
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Vitamin  B|2  PLUS  Activator 

Effective  potencies  of  all  hemopoietic  factors 
are  supplied  for  comprehensive  antianemia 
therapy.  The  desiccated  duodenum  is  a 
source  of  intrinsic  factor  to  enhance  the 
utilization  of  the  oral  B|2.  Armatinic  Acti- 
vated also  supplies  folic  acid,  another 
demonstrated  Bi2  potentiator.  Patients  with 
macrocytic  and  microcytic  anemia,  except 
pernicious  anemia  in  relapse  or  pernicious 
anemia  with  associated  neurological  symp- 
toms, will  be  effectively  maintained  with 
Armatinic  Activated.  The  proved  therapeutic 
effects  of  ferrous  sulfate  and  ascorbic  acid 
are  readily  obtained  and  assure  a prompt 
hemoglobin  response. 

Development  of  Hematological 
Intrinsic  Factor 

The  Armour  Laboratories  has  pioneered 
in  the  development  of  potentiating  and 
activating  hematological  agents  such  as 
the  desiccated  duodenum  used  in  Arma- 
tinic Activated. 


Each  Armatinic  Activated  Capsulette  contains: 
Ferrous  Sulfate,  Exsiccated.  . 200  mg. 

*Crystamin 10  meg. 

Folic  Acid 1 mg. 

Ascorbic  Acid  (Vitamin  C).  . 50  mg. 

**Liver  Fraction  II  (N.F.)  with 

Desiccated  Duodenum.  . . 350  mg. 
*The  Armour  Laboratories  Brand  of  Crys- 
talline Bl 2.  **The  liver  is  partially  digested 
with  duodenum  during  manufacture. 

Supplied  in  bottles  of  100  and  1000. 


armatinic 


Capsulettes 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11.  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  RESEARCH 
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Immediate  2.  sustained  3.prolonged 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplement- 
ing therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Cap- 
sules Ray-Trote  introduce  a timing  element 
essential  for  the  safest  and  most  satisfactory 
control  of  hypertension. 

Nitroglycerin  : Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 

Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 

Veratrum  viride:  Veratrum  viride  is  probably 
the  most  active  and  reliable  cardiac  depressant. 

3-stage  action 
to  control  hypertension 

RAY-TROTE 

Capsules  Improved 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  viride  (standardized  to 

1.0%  alkaloid  content) 65  mg. 

Phenobarbital 15  mg. 


Supplied  in  bottles  of  100 , 500  and  1,000  capsules.  Also 
available.  Capsules  Ray-Trote  with  Rutin.  In  addition  to 
the  Ray-Trote  formula,  each  capsule  contains  Rutin, 
20  mg. 


Although  slow  to  act,  its  depressant  effect  on 
blood  pressure  is  prolonged,  exceeding  that  of 
sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in 
a single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Note:  Raymer  veratrum  viride  is  both  chemically  and 
physiologically  standardized  (see  kymograph  tracings ) 
to  insure  uniform  action. 

Phenobarbital:  Capsules  Ray-Trote  also  con- 
tain phenobarbital,  to  maintain  a calmer,  more 
restful  hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


a.  Pressor  response  to  carotid 
sinus  reflex  (in  dog)  during 
control  period. 


RAYMER 


Serving  the  Medical 


b.  Injection  of  Raymer  standard- 
ized veratrum  viride  effects 
marked  (57%),  and  almost  instan- 
taneous, fall  in  blood  pressure. 

c.  Raymer  standardized  veratrum 
viride  completely  abolishes  pres- 


sor response  ‘o  carotid  sinus  reflex 
—providing  a conclusive  physio- 
logical measure  of  therapeutic 
hypotensive  activity  and  uniform 
potency  of  the  drug. 


I RAYMER  PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

Profession  for  Nearly  a Third  of  a Century 


V I - DAYL I N 


(Homogenized  Mixture  of  Vitamins  A,  D,  Bi,  B2,  B12,  C and  Nicotinamide,  Abbott) 


IMPROVED  FORMULA 

Each  5-cc.  teaspoonful 
of  VI-DAYLIN 
contains: 

Vitamin  A 3000  U.S.P.  units 

Vitamin  D 800  U.S.P.  units 

Thiamine  Hydrochloride  1.5  mg. 
Riboflavin 1.2  mg. 

►Ascorbic  Acid 40  mg. 

Vitamin  B|2  Activity.  ...  3 meg. 

(by  microbiological  assay) 
Nicotinamide 10  mg. 


lick  of  the  spoon  and  a promise  of  more.  That’s  all  the 
‘Call’  he  needs.  And  why  not? 

He' already  knows  Vi-Daylin’s  inviting  aroma,  its 
yellow-honey  color  and  lip-smacking  lemon-candy  flavor. 
Vitamin-wise,  you’ll  find  a potent,  carefully-balanced  formula 
hidden  beneath  Vi-Daylin’s  delicious  taste.  Each  spoonful 
is  a serving  of  seven  important  vitamins — including  3 meg. 
of  body-building  B12.  And  with  synthetic  vitamin  A,  there’s 
not  a trace  of  fish-oil  taste  or  odor. 

Vi-Daylin  needs  no  pre-mixing,  no  refrigeration. 

Mother  can  pour  it  as  is — mix  it  with  milk,  juices  or  cereal — 
and  store  it  where  she  wishes.  At  all  pharmacies  in  90-cc., 
8-fluidounce  and  1-pint  bottles.  Won’t  you  pre-  n n 
scribe  it  for  those  hard-to-please  youngsters?  vXijlTOiX 
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need  nutritional  support 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 1291 

American  Hospital  Supply  Corp 1279 

American  Pharmaceutical  Corp 1300-1301 

The  Armour  Laboratories 1289 

Ayerst,  McKenna  & Harrison  Ltd . 1305 


Barrows  Chemical  Co 1376 

Bilhuber-Knoll  Corp 1278 

Brigham  Hall  Hospital 1371 

Brown’s  Medical  Bureau 1371 


California  State  Personnel  Board 1373 

Ciba  Pharmaceutical  Products 2nd  cover 

Clifton  Springs  Sanitarium 1274 


Doak  Company 1304 

H.  E.  Dubin  Laboratories 1288 


Eastern  School  for  Physicians’  Aides 1371 

Endo  Products,  Inc 1287 


Halcyon  Rest 

Hall-Brooke 

Hoffmann-La  Roche,  Inc. 
Holbrook  Manor 


. 1371 

. . 1371 

1299,  1303 
1371 


Irwin,  Neisler  <fc  Co. 


1277,  1281 


Eli  Lilly  & Company 1306 

Long  Island  Nursing  Home 1371 

Louden-Knickerbocker  Hall 1371 


Maltbie  Laboratories,  Inc - • 1283 

Mead  Johnson  <fc  Company 4th  cover 

Merck  & Company,  Inc 1297 

Philip  Morris  & Co 1286 


National  Discount  & Audit  Co. 


1371 


Chas.  Pfizer  & Company,  Inc. 
Pinewood 


3rd  cover 
. . 1371 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Raymer  Pharmacal  Company 

Regan  Furniture  Co 

Riker  Laboratories,  Inc Between  1304  and 

J.  B.  Roerig  & Company 

Rystan  Company,  Inc 


1290 

1288 

1305 

1296 

1285 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

A 

■ 1 Vitomin  A (synthetic) 

]|  Vitamin  D 
■ Thiamine  Mononitrate 
Riboflavin 
I Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1000. 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg 
150  mg. 


Squibb 

'TtlC  KAihA**' 


T*AS<E**A*»»'  OF  £.  H. 


W.  B.  Saunders  Company 1302 

Scaroon  Manor 1302 

Schieffelin  & Co 1302 

G.  D.  Searle  & Co 1311 

Sharp  & Dohme,  Inc..  

Frances  Shortt  Medical  Agency 13<1 

Shulton,  Inc l-7o 

Smith,  Kline  and  French  Laboratories 

Between  1288  and  1289 

E.  R.  Squibb  & Sons  . 1292-1293,  1369 

Standard  Pharmaceutical  Co 1302 


Wallace  & Tiernan 

Warner-Chilcott  Laboratories 

West  Hill 

Winthrop-Stearns,  Inc 

Wyeth  Inc 


Between  1368  and 


1304 

1312 

1371 

1273 

1369 


Zemmer  Company 
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INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.) 1288 

Armatinic  (Armour  Laboratories) 1289 

Asterol  dihydrochloride  (Hoffmann-La  Roche  Inc.)  . 1299 

Bicillin  (Wyeth  Incorporated) Between  1368-1369 

Buro-Sol  (Doak  Pharmacal  Company) 1304 

Cognac  (Schieffelin  & Co.) 1302 

Combiotic  (Chas.  Pfizer  & Co.) 3rd  cover 

Co-Pyronil  (Eli  Lilly  & Company) 1306 

Cremosuxidine  (Sharp  & Dohme) 1295 

Dainite  (Irwin,  Neisler  & Co.) 1281 

Dexedrine  Sulfate  (Smith,  Kline  & French  Labs) 

Between  1288-1289 

Gentamin  (American  Pharmaceutical  Company)  ....  1301 

Gerifort  (American  Pharmaceutical  Company) 1300 

Heptuna  Plus  (J.  B.  Roerig  & Co.) 1296 

Lactum  (Mead  Johnson  & Company) 4th  cover 

Levo-Dromoran  Tartrate  (Hoffmann-La  Roche  Inc.)  . 1303 

Lorzinex  (Wallace  & Tiernan) 1304 

Lusyn  (Maltbie  Laboratories,  Inc.) 1283 

Milibis  (Winthrop-Stearns) 1273 

Neozyme  (Barrows  Chemical  Co.) 1376 
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Thylox  Sulphur  Cream  (Shulton,  Inc.) 1275 
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* 

in  the  office  . . . 
sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAG  RAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains : 

25,000  U.S.P.  units 
1,000  U.S.P.  units 
V0  mg. 

3 mg. 

150  mg. 

150  mg. 

Bottles  of  30,  100  and  1,000. 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


Squibb 


'THEBAGfAN-,  1$  A TRAPEMABb  OF^E.  R.  SQUIBB  i.  SON 3. 


1294 


Marine  S/Sgt.  Archie  Van  Winkle 
Medal  of  Honor 


Attacking  in  darkness,  a superior  Red 
force  had  smashed  through  B Company's  defense 
line,  near  Sudong.  Staff  Sergeant  (now  Second  Lieu- 
tenant) an  Winkle’s  platoon  lay  pinned  under  mur- 
derous fire.  The  entire  Company  faced  destruction. 

Passing  a command  to  his  platoon,  the  sergeant 
leaped  from  cover,  led  a desperate  rush  against  the 
enemy.  A bullet  shattered  his  left  elbow,  but  he  kept 
going. 

The  left-flank  squad  got  separated.  Sergeant  Van 
Winkle  dashed  40  yards  through  heavy  fire  to  bring  it 
in.  A grenade  seriously  wounded  his  chest.  StilL 
lying  on  the  ground,  he  continued  to  direct  the  fight- 
ing. Finally  he  was  ev  acuated,  unconscious  from  loss 
of  blood ; but  the  break  had  been  plugged,  the  Com- 
pany saved. 

“I  found  out  firsthand,”  says  Sergeant  Van  tinkle, 
“that  the  Reds  respect  only  one  thing— strength.  But 
America  has  plenty,  thanks  to  our  armed  forces  who 
serve  in  the  field  — and  good  citizens  at  home  who  in- 
vest in  our  country’s  Defense  Bonds!  I believe  in 
Bonds— as  savings  to  protect  my  family  and  as 
strength  to  protect  my  country.” 

Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U.  S.  Defense  Bonds! 

★ ★ ★ 

Now  E Bonds  pay  3 % ! Now,  improved  Series  E Bonds 
start  paying  interest  after  6 months.  And  average  3%  in- 
terest, compounded  semiannually  when  held  to  maturity. 
Also,  all  maturing  E Bonds  automatically  go  on  earning 
— at  the  new  rate  — for  10  more  years.  Today,  start  invest- 
ing in  Series  E Bonds  through  the  Payroll  Savings  Plan : 
you  can  sign  up  to  save  as  little  as  $2.00  a payday  if  you  wish. 


The  U.  S.  Government  does  not  pay  lor  this  advertisement,  tt  is  donated  by  this  publication  Hi  c-.-.pcratum 
wttA  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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Diarrhea  controlled  by  Cremosuxidine 
-even  those  o£  complex  etiology 


Cremosuxidine 

/'cuajuN  © 

vDOHMEy  sulfasuxidine®  suspension  with  pectin  and  kaolin 


Since  the  etiology  of  diarrhea  is  frequently  com- 
plex, no  single  agent  may  be  expected  to  effect 
prompt  or  complete  relief.  Cremosuxidine  con- 
tains three  antidiarrhetic  agents,  each  of  which 
acts  specifically  against  the  several  causes  of 
diarrhea. 

1.  SULFASUXIDINE® 

Sulfasuxidine  is  one  of  the  drugs  most  widely 
employed  to  control  infections  of  the  intestinal 
tract.  Since  less  than  5 % is  absorbed,  this  drug 
remains  in  exceptionally  effective  concentration 
for  maximum  intestinal  bacteriostasis.  Cremo- 
suxidine contains  1.5  Gm.  sulfasuxidine  per 
tablespoonful. 

2.  PECTIN 

As  incorporated  in  Cremosuxidine,  pectin  (1%) 
specifically  helps  neutralize  the  diarrhetic  effects 


of  many  toxins  and  irritants,  aids  formation  of 
normal  stools. 

3.  KAOLIN 

Specifically,  the  kaolin  in  Cremosuxidine  (1.5 
Gm.  per  tablespoonful)  acts  as  an  adsorbent,  to 
remove  irritants,  and  toxic  bacterial  by-products. 

IN  COMPLEX  ETIOLOGY  . . . 

Because  of  the  completeness  of  its  formula, 
Cremosuxidine  may  be  relied  upon  to  provide 
symptomatic  relief  in  most  types  of  diarrhea, 
regardless  of  etiology. 

SUPPLIED 

Cremosuxidine,  a smooth,  homogeneous,  pleas- 
antly flavored  suspension,  is  supplied  in  Spa- 
saver®  bottles  of  16  fluidounces. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


Pleasant-lasting  Cremosuxidine  is  willingly  taken  by  children  as  well  as  adults. 


12% 


BY  ITS  RESULTS 


Because  of  the  close  correlation  between  normal  hemopoiesis 


and  adequate  nutrition,  many  cases  of  anemia  fail  to  show'  com- 
plete recovery  despite  hemopoietic  stimulation,  until  all  nutritional 
deficiencies  a're  corrected. 


HEPTUNA  PLUS  accelerates  the  clinical  response  to  anemia 
therapy  because  it  supplies  ALL  the  Vitamins,  Minerals  and  Trace 
Elements  required  for  erythrocyte  and  hemoglobin  formation. 


Each  Capsule  Contains: 


PTRIDOXINE  HYDROCHLORIDE 0.1  ms. 

NIACINAMIDE 10  mg 

CALCIUM  PANTOTHENATE 0.33  mg 

Willi  other  I Complei  Foctori  from  lirtr 

1.  B.  Rome  A N 0 COMPANY,  CHICAGO  11,  I LAIN  O IS 
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Anytime . . 


Anywhere  . . 


Gratifying  Relief 

from  Pain, 

Urgency, 
and  Frequency 


Whenever  distressing 
symptoms  of 

urogenital  infection  occur — 

Wherever  the  patient 
may  be . . . 

Pyridium  acts  fast.  Within  a matter  of  minutes,  it  affords  safe, 
local  analgesia  to  soothe  the  irritated  urogenital  mucosa  in 
cystitis,  prostatitis,  urethritis,  and  pyelonephritis.  Pyridium  is 
compatible  with  antibiotics,  the  sulfonamides, 
or  other  specific  therapy.  nt#n  I I II 


( Brand  of  Phcnylazo-diamino-pyridinc  HCl) 


Pyridium  is  the  registered  trade-murk 
of  JNepera  Chemical  Co.,  Inc. 
for  its  brand  of  phenylazo-diamino-pvridine  HCl. 
Merck  \ Co.,  luc.  sole  distributor  in  the  United  States. 


MERCK  & CO.,  Inc 

Ala n ufa during  Chemists 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Spring  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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Also  indicated  in 
tinea  corporis 
tinea  cruris 
tinea  versicolor 
tinea  of  the  nails 


tinea  capitis 

“More  effective  in  ringworm 
pf  the  scalp  than  any  other 
topical  agent.”1 


“broad  antifungal  spectrum 
...good  cutaneous  tolerance.”1 


more  effective 
against 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 


Asfterol 

5 % tincture  . . . ointment . . . powder  . . . 
sprayed,  applied  with  cotton  or  dusted  on 


'Roche' 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurens,  S.: 
Transactions  New  York  Acad.  Sc.,  13: 31,  Nov.,  1950. 


HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEY  10  . NEW  JERSEY 

ASTEROL  DIHYDROCHLORIDE  'ROCHE' BRAND  OF  DIAMTHAZOLE  DIHYDROCHLORIDE 

Iz-DIM  ETH  YLAM I NO-6*  (0*  Dl  ETH  YLAMINO  ETHOXY) -BENZOTH I AZOLE  DIHYDROCH  LORIDeI 
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(> 


3 GERIFORT  capsules 


recommended 
daily  dose) 


contain : 


Vitamin  A (Synth.)  28,000  U.S.P.  Un 

Vitamin  B. 

Vitamin  B: 

.14  Mg. 

Vitamin  B* 

5 Mg. 

Vitamin  C . . 

210  Mg. 

Vitamin  D 

2,800  U.S.P.  Un 

Niacinamide 

180  Mg. 

Iron 

20  Mg. 

Calcium 

188  Mg. 

Phosphorus 

160  Mg. 

Iodine  

0 1 Mg. 

Calcium  Pantothenate 

20  Mg. 

Folic  Acid 

1 .5  Mg. 

Vitamin  E 

Vitamin  B s 

Choline  Bitartrate 

200  Mg. 

Inositol  

100  Mg. 

dl-Methionine 

20  Mg. 

Rutin 

60  Mg. 

Biotin 

50  Meg. 

Cobalt 

0.1  Mg. 

Copper 

0 2 Mg. 

Magnesium 

2 Mg 

Manganese 

0 5 Mg 

Potaaium  

0 05  Mg 

Zinc 

.15  Mg 

Steigliti,  E.  J.:  in  Handbook  of 
Nutrition,  A.M.A.,  1951. 
Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 


A 


MERICAN  PH  J 

Man! 

Over  36  years  of  I 


1 30  J 


new! 


Each  ingredient  in  non-narcotic,  non-habit- 
forming  Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
teinically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 

In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

A.MERICAN  pharmaceutical  company 

Manufacturing  Chemists 
New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


Supplied  on  Rx  only 
in  bottles  of  100 
compressed  tablets 
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cMostey+ftoa+t  cMaueti 


Jn  tAe  7/eait  of 

The  ■fldct&ndcicAs 


NOW  OPEN 
Heated  Rooms 


^9  Championship 
^Tennis  Courts 
8 Handball . 

. Courts , 


Scaroon  Manor 

HOTEL  • • trn  SCHROON  LAKE, N Y. 


FREE  GOLF 
till  June  2 1 


time  . . . 

is  valuable  to  both  of  us. 
You  may  be  very  sure 

that  I won’t  waste  yours. 

Leonard  B.  Marcus 

Your  SAUNDERS  Representative 

(or  Kings  and  Richmond  Counties 
DEwey  2-5996 


In  very  special  cases 
A very 

superior 
Brandy 


Specify  ^*^^**r  84  proof 

★ ★ ★ 


THE  WORLD'S  PREFERRED 

COGNAC  BRANDY 

For  a beautifully  illustrated  book 
on  the  story  of  Hennessy,  write— 
Schieffelin  & Co..  Dept.HT,  30  Cooper  Square,  N.Y.  54 


BUY 

SAVINGS  BONDS 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO 
INTESTINAL  DYSFUNCTION” 


nucarpont 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  l/i  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTD-BOBO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- , 
gistic  properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces.) 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
' 253  WEST  26 TH  ST..  NEW  YORK  I,  N.  Y. 
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A new  form  of  a synthetic  narcotic  analgesic  . . . 
approximately  twice  as  potent  as  racemic  Dromoran 
(dl)  Hvdrobromide  'Roche’  . . . inducing  prompt 
pain  relief  with  longer  duration  of  analgesic 
effect  than  morphine. 

. . . indicated  for  the  relief  of  severe  or  intractable 
pain  . . . preoperative  medication  and 
postoperative  analgesia. 

. . . "A  striking  characteristic  is  its  ability  to 
produce  cheerfulness  in  pain-depressed  patients 
the  morning  after  an  evening  dose.’  * 

. . . less  likely  than  morphine  to  produce  constipation, 
nausea  or  other  undesirable  side  effects  . . . whether 
administered  orally  or  subcutaneously. 

CAUTION: 

Levo-Dromoran  Tartrate 
is  a narcotic  analgesic. 

It  has  an  addiction 
liability  equal  to 
morphine  and  therefore 
the  same  precautions 
should  be  taken  in 
dispensing  this  drug 
as  with  morphine. 

*Glazebrook,  A.  J.:  Brit.  M.  J., 

2: 1328  (Dec.  20)  1952. 

HOFFMANN-LA  ROCHE  INC  • Nutley  10  • New  Jersey 


LEVO-DROMORAN 

TARTRATE  'Roche 

(tartaric  acid  salt  of  levo-3  hydroxy-N-methylmorphinan) 


LEVO-DROMOR AN*® — brand  of  levorphan 


1304 


LORZINEX 

o 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
wetting  agent  is  trichonionacidal. 

LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 
before  administration  of  specific 
therapeutic  agents. 

LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorolhymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 

Available  at  all  pharmacies. 


DOAK  PHARMACAL  CO.,  INC. 

1 1 West  42nd  Street 
NEW  YORK  36,  N.  Y. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 


Samples  and  literature  sent 
on  request. 


1*1-2 


Pharmaceutical  Division 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  New  Jersey,  U.  S.  A. 


associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 
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gP^T.  “sense  of  well-being” . . . 

In  addition  to  relief  of  menopausal  symptoms, 
a feeling  of  well-being  or  tonic  effect”  was  frequently 
reported  by  patients  on  “Premarin”  therapy.* 


PREMARIN®  in  the  menopause 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


‘Harding,  F.  E.:  West.  J.  Surg.  52:31  (Jan.)  1944 


erst,  mckenna  Sc  harrison  limited  • New  York,  N.  Y.  • Montreal,  Canada 


■■  ; 


3 

: 1 


■ ' 


'Co-Pyronil’  * 

frequently  affords 

more  profound, 

more  prolonged 

> relief  with 

5 fewer  side -effects 

16 

than  any  other 
known 

antihistaminic.  A 


*'Co-Pyronir  (Pyrrobutamine  Compound,  Lilly! 

Dosage 

Mild  symptoms:  1 pulvule  every 
twelve  hours. 

Moderate  symptoms:  1 pulvule 
every  eight  hours. 

Severe  symptoms:  2 pulvules  every 
eight  flours. 


Formula: 

Each  pulvule  contains: 

'PvroniF  15  mg. 

(Pyrrobutamine,  Lilly) 

'HistadvP  25  mg. 

(Thenylpyramine,  Lilly) 

'Clopane  Hydrochloride’  12.5  mg. 
(Cvclopentamine  Hydrochloride, 
Lilly) 
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Editorials 

Cardiovascular  Research  Project 


The  essence  of  progress  is  change.  New 
York  State  has,  for  many  years,  been  in  the 
forefront  of  progressive  educational,  social, 
health,  and  labor  legislation.  The  better- 
ment of  the  family  relationship,  the  im- 
provement of  the  economic  status  of  the 
individual  and  society,  the  prevention  and 
control  of  disease,  and  the  broadening  of  the 
intellectual  outlook  of  its  citizens  have 
long  been  among  the  more  important  aims  of 
our  State  government. 

It  is,  therefore,  gratifying  to  record  a 
further  step  in  progress,  the  establishment  of 
the  Cardiovascular  Health  Center  in  Al- 
bany. Under  the  aegis  of  Dr.  Herman 
Hilleboe,  its  Commissioner  of  Health,  in 
conjunction  with  the  Albany  Medical  Col- 
lege, New  York  State  has  again  taken  the 
lead  in  a program  of  controlled  heart  re- 
search. 


The  research  project  was  initiated  by  the 
State  Health  Department.  It  was  pre- 
sented to  the  Albany  County  Medical  Soci- 
ety, where  it  was  widely  discussed  and  unani- 
mously approved.  The  Council  of  the 
Medical  Society  of  the  State  of  New  York 
wholeheartedly  endorsed  the  plan  and  its 
purposes.  The  proposed  program  of  re- 
search will  thus  be  effectuated  by  the  Health 
Department,  in  close  cooperation  with  or- 
ganized medicine. 

The  plan  is  simple,  direct,  and  practical. 
Two  thousand  male  civil  service  employes 
in  the  City  of  Albany,  between  the  ages  of 
forty  and  fifty-four,  will  be  asked  to  volun- 
teer fot  the  initial  physical  examination  and 
for  annual  re-examinations.  Aside  from 
the  routine  careful  history  and  physical 
study,  many  tests  of  cardiac  function  will  be 
performed.  The  data  thus  gathered  will 
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be  analyzed  and  reported  by  the  State  Health 
Department. 

The  aims  of  the  Cardiovascular  Health 
Center  are  clear:  to  detect  preclinical  heart 
disease  among  certain  State  employes  and 
to  observe  the  patients  thus  discovered  for  a 
long  period  of  time,  to  study  and  evaluate 
the  efficiency  of  the  various  methods  used 
for  the  early  detection  of  heart  disease,  and 
to  develop  technics  applicable  to  large  groups, 
by  means  of  which  the  early  detection  of 
heart  disease  will  be  made  less  difficult. 

Those  of  our  readers  who  study  the  timely 
and  important  proposal  for  the  study  of 
coronary  heart  disease  and  hypertension  will 
be  well  rewarded.  The  magnitude  of  this 
problem  is  carefully  discussed,  and  the  litera- 


ture clearly  and  excellently  reviewed.  Com- 
missioner Hilleboe  has  often  said  that 
the  Cardiovascular  Health  Center  has 
progressed  so  well,  because  of  the  interest 
and  cooperation  of  Governor  Thomas  E. 
Dewey.  We  know  that  Governor  Dewey 
is  deeply  interested  in  the  health  problems  of 
New  York  State,  and  particularly  in  the 
problems  posed  by  cardiovascular  disease. 
He  and  his  predecessors  have  constantly 
sought  to  improve  the  health  of  the  citi- 
zenry. 

We  have  been  much  impressed  by  the 
proposed  plan  of  Commissioner  Hilleboe 
and  his  colleagues.  We  are  sure  that  this 
long-term  study  will  be  a success.  We  wish 
it  well. 


Phosphate  Insecticides — A New  Diagnostic  Service 


Editorials  in  this  Journal  have  appeared 
seasonally  for  three  years  warning  physicians 
to  be  prepared  for  medical  emergencies 
caused  by  exposure  to  one  of  the  phosphate 
insecticides. 

The  insecticides  most  commonly  used 
by  vegetable  and  fruit  growers  are  par- 
athion.  tetraethyl  pyrophosphate  (TEPP), 
hexaethyl  tetraphosphate  (HETP),  and 
octomethyl  pyrophosphoramide.  Exposure 
through  inhalation  or  skin  absorption  to 
any  one  of  these  insecticides  can  cause  a 
drop  in  the  level  of  blood  cholinesterase  to 
the  extent  that  the  emergency  use  of  atro- 
pine may  be  required  as  a lifesaving  measure. 

More  and  more  focus  on  the  cholinesterase 
level  in  the  blood  has  emphasized  the  need 
for  available  laboratory  service  to  deter- 
mine the  blood  level  of  the  enzyme  in  persons 
actively  using  these  insecticides.  Such  a 
sendee  is  now  available  through  the  Exten- 
sion Service  and  the  Department  of  Bio- 
chemistry and  Nutrition  of  the  New  York 
State  College  of  Agriculture  at  Cornell. 
Capillary  tubes  have  been  distributed  to  all 
county  agricultural  agents.  Any  person 
working  with  phosphate  insecticides  who 
wishes  to  know  if  exposure  has  caused  a drop 


in  the  level  of  cholinesterase  in  his  blood  can 
now  obtain  a tube  from  the  county  agricul- 
tural agent  and  take  it  to  his  physician. 
The  doctor  will  obtain  a sample  of  capillary 
blood  by  the  usual  method,  allow  the  blood 
to  run  in  the  capillary  tube,  close  the  ends  of 
the  tube  with  the  rubber  caps  provided,  in- 
sert in  carton  and  mail  to  Dr.  H.  H.  Wil- 
liams. Department  of  Biochemistry  and  Nu- 
trition. Savage  Hall.  Ithaca.  New  York. 
A report  will  be  sent  to  the  physician  who 
draws  the  blood. 

It  is  hoped  that  fewer  instances  of  poison- 
ing will  occur  on  farms  this  summer  if  work- 
ers periodically  check  the  cholinesterase  level 
of  their  blood  and  follow  their  doctor's  ad- 
vice. Those  having  low  levels  of  the  en- 
zyme should  not  be  allowed  to  expose  them- 
selves further  until  a normal  level  has  been 
restored,  because,  when  the  level  is  low.  even 
a light  exposure  could  further  drop  the  blood 
cholinesterase  to  an  extent  that  alarming 
symptoms  might  appear. 

Through  this  program  physicians  in  New 
York  State  have  an  excellent  chance  to  join 
the  Agricultural  Extension  Service  and  one 
of  the  State's  leading  educational  institu- 
tions in  a project  for  the  public  good. 


DAN  MELLEN,  M.D. 

President-Elect 

Medical  Society  of  the  State  of  New  York 
1953-1954 

At  the  147th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  May  6,  1953,  Dr.  Dan  Mellen  of  Rome 
was  chosen  president-elect  for  1953-1954. 

Born  in  Oswego,  Dr.  Mellen  lived  in  Fairport,  attended  high  school  in 
Rochester,  and  was  graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1918,  following  which  he  interned  at  the  Buffalo  General  Hos- 
pital. He  then  went  to  Rochester,  Minnesota,  where  he  did  postgraduate 
work  in  surgery  at  the  Mayo  Clinic  and  was  affiliated  with  the  Colonial 
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Hospital  and  St.  Mary’s  Hospital,  both  in  Rochester,  Minnesota.  Leaving 
the  Mayo  Foundation  in  1923,  Dr.  Mellen  established  his  practice  in  Rome, 
New  York.  He  is  a past-president  of  the  Mayo  Clinic  Alumni  Association. 

In  Rome,  Dr.  Mellen  has  been  for  several  years  a member  of  the  board  of 
trustees  of  the  Rome  Hospital  and  Murphy  Memorial  Hospital.  He  is 
active  in  the  civic  affairs  of  Rome  and  was  commissioner  of  public  welfare 
for  two  terms,  in  addition  to  being  a member  of  the  Rome  City  Club,  the 
American  Legion,  the  Rome  Rotary  Club,  and  the  Rome  Chamber  of 
Commerce. 

Active  for  many  years  in  medical  society  work,  Dr.  Mellen  is  a member 
of  the  Oneida  County  Medical  Society,  the  Medical  Society  of  the  State  of 
Xew  York,  the  Central  New  York  Surgical  Society,  the  American  College  of 
Surgeons,  the  Xortheastern  Section  of  the  American  Urological  Society,  the 
American  Medical  Association,  and  the  World  Medical  Association.  He  is 
a past-president  of  the  Oneida  County  Medical  Society  and  of  the  Fifth 
District  Branch  of  the  Medical  Society  of  the  State  of  Xew  York,  has  been 
a member  of  the  Council  of  the  State  Society  since  1945,  and  has  just  com- 
pleted his  second  term  as  chairman  of  the  Board  of  Trustees  of  the  State 
Society. 


AMERICAN  MEDICAL  ASSOCIATION 
106th  ANNUAL  MEETING 
NEW  YORK  CITY 
JUNE  1 to  5,  1953 
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Fig.  2:  In  ten  weeks  “the  ulcer  niche  was  no  longer  in 
*.  evidence  roentgenologically  or  gastroscopically.” 


1 : “Roentgen  examination  . . . revealed  the  ulcer  to 
ery  much  in  evidence.” 


Clinical  Evaluation  of  Pro-Banthine* 

CASE  REPORT 


“M.  D.,  female,  aged  48,  had  a posterior  gas- 
trojejunostomy 1 4 years  ago  for  duodenal  ulcer. 
The  patient  was  fairly  well  until  nine  months 
ago  when  severe,  intractable  pains  occurred. 
She  was  hospitalized  and  a subtotal  gastrec- 
tomy was  done. 

“She  remained  well  for  only  a few  months 
and  was  referred  to  us  because  of  recurrence 
of  very  severe  pain  and  marked  weight  loss. 
Roentgen  study  revealed  a fairly  large  ulcer 
niche  on  the  gastric  side  of  the  anastomosis. 

“The  patient  had  been  on  various  types  of 
antacids  and  sedatives  without  relief  from  pain. 
She  was  given  60  mg.  of  Pro-Banthine  q.i.d. 
and  within  72  hours  was  able  to  sleep  through 
the  night  for  the  first  time  in  weeks. 

“At  the  end  of  two  weeks  of  such  treatment 
the  patient  had  absolutely  no  pain  and  felt  that 
she  had  been  ‘cured.’  Roentgen  examination  at 
this  time  revealed  the  ulcer  to  be  very  much  in 
evidence  (Fig.  1).  Much  persuasion  was  neces- 
sary to  make  the  patient  realize  the  importance 
of  maintaining  her  diet  and  therapy. 


“Ten  weeks  of  controlled  regulation  was 
necessary  before  we  were  satisfied  that  the  ulcer 
niche  was  no  longer  in  evidence  roentgenolog- 
ically or  gastroscopically  (Fig.  2). 

“She  has  been  maintained  on  30  mg.  [q.i.d.] 
of  Pro-Banthine  for  almost  five  months  with 
no  recurrence  of  symptoms.” 

Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Sei- 
bel,  J.  M.:  A Clinical  Evaluation  of  a New  Anti- 
cholinergic Drug,  Pro-Banthine,  to  be  published. 

Pro-Banthine  (brand  of  propantheline  bro- 
mide), the  new,  improved  anticholinergic  agent, 
is  more  potent  and,  consequently,  a smaller 
dosage  is  required  and  side  effects  are  greatly 
reduced  or  absent. 

Peptic  ulcer,  gastritis,  intestinal  hypermotil- 
ity, pancreatitis,  genitourinary  spasm  and  hy- 
perhidrosis  respond  effectively  to  Pro-Banthine, 
orally,  combined  with  dietary  regulation  and 
mental  relaxation. 

•Trademark  of  G.  D.  Searle  & Co. 

SEARLE  Research  in  the  Service  of  Medicine 
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to  prevent  attacks  in  angina  pectoris 

4 out  of  5 patients  respond  in  3 studies 


The  consistency  with  which  Peritrate  can  pre- 
vent attacks  in  angina  pectoris  is  demonstrated 
in  the  published  reports  of  three  investigators. 
Each  obtained  good  results  in  almost  the  same 
high  percentage  of  patients: 

Humphreys  et  al.1.  .78.4%  had  fewer  attacks 


Plotz2 80%  had  fewer  attacks 

Dailheu3 80%  had  fewer  attacks 


Used  as  a prophylactic  agent— rather  than  to 
provide  relief  when  an  attack  is  present  or 
imminent— Peritrate  will  in  many  cases 

• reduce  the  number  of  attacks 

• reduce  the  severity  of  attacks  which 
are  not  prevented 

Other  beneficial  effects: 

Extensive  clinical  use  has  demonstrated  that. 


in  addition  to  preventing  or  minimizing  attacks, 
Peritrate  will  frequently 

• reduce  the  nitroglycerin  requirement 

• increase  exercise  tolerance 

• improve  the  EKG  picture 

For  effective  prophylactic  management 

A long-lasting  coronary  vasodilator,  Peritrate 
provides  prophylactic  action  for  4 to  5 hours. 
Administration  must  be  maintained  on  a con- 
tinuing daily  schedule— usually  one  tablet  3 or 
4 times  daily.  Some  patients  will  require  a 
2-tablet  dose.  Peritrate  is  available  in  10  mg. 
tablets  in  bottles  of  100,  500  and  5000. 

1.  Humphreys,  P„  el  al.:  Angiology  3:1  (Feb.)  1952. 

2.  Plotz,  M.:  N.Y.  State  J.  Med.  52:2012  (Aug.  15)  1952. 

3.  Dailheu-Geoffroy.  P.:  L'Ouest-Med.,  vol.  3 (July)  1950. 
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THE  PROBLEM  OF  INTESTINAL  CANCER 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  New  York 


IN  GENERAL,  statistics  scorn  to  show  that 
cancer  is  on  the  increase.  Among  causes  of 
death  in  this  country,  cancer  has  advanced,  in 
the  past  fifty  years,  from  eighth  place  to  second 
place,  constituting  nearly  14  per  cent  of  all 
causes  of  death.  In  1949,  206,  325  deaths  were 
attributable  to  malignant  neoplasms,  with  a 
death  rate  of  138.3  per  100,000  population.  Of 
these,  82,281,  or  approximately  40  per  cent, 
were  due  to  cancer  of  the  digestive  organs  and 
peritoneum,  and  of  this  group,  22,949  were  in 
the  large  and  small  intestine  and  10,309  in  the 
rectum,  together  constituting  over  40  per  cent 
of  deaths  from  cancer  of  the  digestive  organs  and 
peritoneum  and  over  16  per  cent  of  all  cancel’ 
deaths,  with  a combined  death  rate  of  22.2  per 
cent. 

It  is  a question  whether  this  apparent  increase 
in  incidence  of  cancer  is  due  to  an  actual  increase 
in  the  number  of  cases  or  to  the  more  frequent 
recognition  of  cancer  due  to  improvements  in 
diagnosis,  although,  of  course,  the  rapidly  in- 
creasing life  span  in  this  country  results  in  an 
increase  in  the  number  of  persons  surviving  to 
the  age  when  cancer  is  most  apt  to  occur.  The 
problem  of  intestinal  cancer  is  somewhat  dif- 
ferent from  that  of  gastric  cancer  in  that,  in  the 
intestines,  cancer  is  definitely  more  curable  than 
in  the  stomach.  What  is  being  done  about  this 
serious  problem?  The  government  and  various 
national  and  local  foundations  and  societies 
are  spending  tremendous  sums  of  money  to 
encourage  research  to  determine  the  cause,  the 
behavior,  and  the  cure  of  cancer.  The  use  of 
radioisotopes  seems  to  promise  considerable 
information  in  all  of  these  fields.  Careful  study 
to  discover  why  cancer  seems  to  have  a pre- 
dilection for  certain  tissues  and  practically  never 
occurs  in  others,  as  for  instance  in  the  duodenum, 
may  result  in  valuable  information.  A study  of 
hereditary  factors,  which  so  far  seems  to  have 
shown  that  the  susceptibility  to  cancer  is  a 
recessive  factor  and  can  be  bred  out  of  families, 
shows  some  most  unexplainable  exceptions. 
Until  research  establishes  the  cause  and  therefore 
a definite  generalized  treatment  for  the  cure  of 


cancer,  early  extirpation  or  destruction  of  the 
growth  remains  the  only  form  of  treatment,  and 
therefore  early  recognition  of  cancer  is  today  the 
most  pressing  problem  of  the  clinician. 

Although  much  is  being  done  to  educate  the 
medical  profession  and  public  health  workers, 
nurses,  and  the  public  in  recognition  of  the  early 
symptoms  of  cancer,  it  is  a sad  fact  that  only  a 
very  small  proportion  of  patients  reaching  the 
hospitals  for  the  treatment  of  cancer  are  in  a 
curable  stage  of  the  disease.  In  spite  of  screen- 
ing in  cancer  detection  clinics,  in  spite  of  the 
insistence  upon  periodic  health  examinations,  in 
spite  of  the  general  fear  engendered  in  patients 
by  cancer  propaganda,  the  patients  whom  I see 
can  be  divided  roughly  into  two  classes,  namely, 
those  who  are  deathly  afraid  of  cancer  but  do 
not  have  it  or  any  symptoms  suggesting  it,  and 
those  who  do  not  suspect  it,  yet  have  had  the 
characteristic  symptoms  of  cancer  from  six 
months  to  a year  and  in  many  cases  have  seen 
various  doctors  and  cultists  during  that  period. 
Unfortunately,  much  of  the  literature  on  cancer 
concerns  itself  with  descriptions  of  the  symptoms 
and  findings  obtained  from  textbooks,  which  de- 
vote entirely  too  much  space  to  many  illustra- 
tions of  the  spectacular  findings  in  advanced 
cancer  and  neglect  the  unspectacular  early  mani- 
festations of  the  disease. 

Pathology 

Within  the  category  of  cancer  of  the  intestines 
are  included  not  only  carcinoma  but  also  malig- 
nant lymphomas.  Adenocarcinoma  is  the  most 
frequent  type,  but  scirrhous  and  colloid  car- 
cinoma are  not  uncommon.  Metastases  are  not 
as  common  as  in  gastric  carcinoma,  a fact  making 
for  curability;  when  present,  however,  they  may 
be  quite  extensive.  The  liver  and  lungs  are 
most  frequently  involved.  I have  seen  patients 
whose  chief  complaint  was  the  presence  of  a 
“lump”  in  the  neck,  a Virchow  gland,  identifiable 
as  “carcinoma  probably  originating  in  the  in- 
testine,” and  due  to  an  adenocarcinoma  of  the 
ileocecal  region,  which  was  causing  minimal 
symptoms.  The  significance  of  the  finding  of 
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involvement  of  such  a distant  gland  must  not  be 
overlooked.  It  indicates  that  the  lesion  is  in- 
curable. Intestinal  carcinoma  often  goes  un- 
recognized so  long  that  there  is  opportunity  for 
spread  by  direct  extension  to  neighboring  organs, 
so  that  the  omentum,  the  biliary  tract,  pancreas, 
pelvic  organs,  and  even  the  stomach  are  fre- 
quently found  included  in  the  mass.  The  severe 
symptoms  of  gastrocolic  fistula  due  to  perfora- 
tion through  a carcinoma  of  the  transverse  colon, 
involving  the  greater  curvature  of  the  stomach, 
may  be  the  ones  for  which  the  patient  seeks  med- 
ical aid.  I have  also  seen  patients  who  have 
reached  me  with  extensive  carcinomatosis,  with 
myriads  of  peritoneal  metastases  and  ascites,  in 
whom  no  diagnosis  had  been  made  and  in  whom 
at  this  stage  the  origin  of  the  lesion,  whether 
from  the  gastrointestinal  tract,  pelvis,  or  else- 
where, could  not  be  established. 

Malignant  lymphomas  which  involve  the  in- 
testines include  sarcomas  and  Hodgkin’s  dis- 
ease. Some  may  originate  in  the  intestinal  wall; 
some  originate  in  neighboring  lymph  nodes,  often 
retroperitoneal.  Widespread  metastases  are  not 
uncommon.  The  leukemias,  while  causing  no 
actual  intestinal  lesions,  may  cause  indefinite 
gastrointestinal  symptoms,  perhaps  attributable 
to  splenomegaly.  Whether  carcinoids  should  be 
included  under  the  term  cancer  is  questionable. 
These  lesions  are  very  rare  and  usually  more 
amenable  to  cure  than  the  lesions  just  described. 

Although  chronic  irritation  is  recognized  as  a 
cause  of  cancer,  and  although  cancer  does  occur 
in  patients  with  previous  history  of  irritation  from 
cathartics  or  from  allergic  irritation,  these  causes 
are  not  being  emphasized  today.  The  only  in- 
testinal lesion  definitely  accepted  as  being  pre- 
cancerous  is  the  polyp.  Polyps  are  very  rarely 
seen  in  the  small  intestines,  the  very  rare  occur- 
rence of  duodenal  cancer  being  the  result  of  this, 
perhaps.  Nearly  all  cases  of  cancer  of  the  duo- 
denum are  actually  biliary^  tract  cancers,  orig- 
inating in  the  ampulla  of  Vater  (ampullary 
carcinoma),  in  the  ducts,  in  the  gallbladder,  or  in 
the  pancreas.  In  the  remainder  of  the  small  in- 
testine, enteritis  has  been  suggested  as  a precur- 
sor, but  whereas  enteritis  is  not  uncommon,  can- 
cer is  rare.  The  colon  is  the  most  common  site 
for  polyps,  which  may  often  go  unrecognized  for 
long  periods  of  time,  even  though  bleeding  is  such 
a frequent  manifestation.  A single  polyp  may  be 
the  precursor  of  a lone  carcinoma,  but  in  multiple 
polyposis  two  or  more  polyps  may  undergo  malig- 
nant degeneration  at  the  same  time.  Whether 
a chronic  colitis,  especially  ulcerative  colitis,  may 
result  in  cancer  is  a moot  question.  The  occa- 
sional case  of  carcinoma  with  a history  of  previous 
ulcerative  colitis  and  the  statistics  from  some  large 
clinics  showing  such  incidence  suggest  to  me  that 


the  occurrence  of  cancer  was  a coincidence  and 
that  the  patients  probably  would  have  developed  a 
cancer  even  if  the}'  had  not  had  ulcerative  colitis. 
The  same  is  true  of  diverticulosis,  I believe. 
Recently  I saw  a patient  with  colonic  diverticula 
whose  careful  barium  enema  study  revealed  a 
small  sigmoid  polyp,  which  was  easily  removed. 
Had  this  become  malignant  it  would  have  been 
included  among  the  cases  showing  that  colonic 
diverticula  may  undergo  malignant  change. 
Cases  of  Meckel’s  diverticulum  may  undergo 
carcinomatous  degeneration. 

In  the  male  the  intestines  are  the  most  frequent 
site  of  cancer,  accounting  for  16,282  deaths,  the 
respiratory  system  second,  with  15,822  deaths, 
and  the  male  genital  organs  third,  with  12,055 
deaths.  In  the  female  intestinal  cancer  is  third, 
with  16,976  deaths,  the  female  genital  organs 
being  first,  with  22,490  deaths,  and  breasts 
second,  with  18,320  deaths. 

Symptomatology 

The  symptoms  of  intestinal  cancer  can  be 
simply  considered  in  two  categories,  those  which 
are  common  to  cancer  anywhere  in  the  intestines 
and  those  associated  with  involvement  of  specific 
parts  of  the  intestines.  The  early  symptoms, 
occurring  when  the  cancer  is  still  curable,  are  not 
as  a rule  emphasized  in  textbooks,  and  unfamili- 
arity with  these  symptoms  probably  accounts  for 
the  frequent  failure  of  early  diagnosis.  As  has 
been  emphasized  in  the  case  of  cancer  in  general, 
there  are  no  symptoms  due  to  the  cancer  itself,  all 
symptoms  being  due  either  to  the  mechanical 
effect  of  the  growth  on  intestinal  function  or  to 
complications.  As  soon  as  the  cancer  begins  to 
grow  in  the  wall  of  the  intestine,  especially  if  it 
involves  the  mucosa,  it  acts  as  a foreign  body,  or 
as  a particle  of  feces  which  the  intestine  attempts 
to  move  downward  or  to  expel.  Normal  per- 
istalsis and  mucosal  activity  not  being  sufficient 
to  expel  this  substance,  there  occurs  a steady 
increase  of  these  activities,  with  increasing  hy-  I 
permotility,  which  may  later  become  manifest  as 
tenesmus  and  diarrhea  or  in  rectal  cancer,  especi- 
ally, as  a frequent  desire  to  defecate.  The 
growth  also  acts  as  an  irritant,  with  resulting 
spasm,  manifesting  itself  as  pain,  usually  not 
severe  at  first,  but  colicky  in  character.  The 
spasm  also  causes  retrostaltic  symptoms,  the 
retrostaltic  waves  resulting  in  upper  abdominal 
peristaltic  unrest,  anorexia,  fullness,  sour  eructa-  I 
tions,  belching,  and,  in  later  stages,  vomiting.  A 
careful  history  will  usually  reveal  that  these  I 
symptoms,  mild  at  first,  were  present  for  many 
months  before  any  definite  manifestations  of 
cancer  appeared ; either  they  were  overlooked  or 
disregarded  by  the  patient,  or  if  the  patient  had 
consulted  his  physician  about  them  because  he 
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had  been  free  of  digestive  symptoms  previously, 
he  had  received  a placebo  for  “indigestion,” 
antibiotics  for  “virus  infection,”  laxatives  for 
constipation,  or  astringents  and  opium  for  diar- 
rhea. It  is  in  cases  showing  such  an  insidious 
onset  that  a careful  and  complete  gastrointestinal 
study  may  reveal  a curable  cancer. 

The  symptoms  of  complications  are  frequently 
the  first  ones  the  patient  describes  to  his  physi- 
cian. “Change  in  bowel  habit”  is  mentioned  in 
all  textbooks  as  an  early  symptom  and  usually  is 
described  as  constipation.  As  mentioned  before, 
the  earliest  change  in  habit  is  usually  the  oppo- 
site, a tendency  to  increased  frequency  of  or  de- 
sire for  defecation  or  even  diarrhea.  When  this 
increased  peristalsis  is  succeeded  by  actual  partial 
obstruction  due  to  increase  in  the  size  of  the 
growth  or  of  the  area  of  involvement,  constipa- 
tion will  occur,  often  alternating  with  diarrhea 
as  the  obstruction  is  temporarily  relieved,  and 
finally  constipation  with  symptoms  of  intestinal 
obstruction  will  supervene.  In  the  small  in- 
testine, even  though  the  liquid  contents  may 
easily  pass  through  a somewhat  narrowed  lumen, 
the  increased  peristalsis  due  to  irritation  may 
cause  some  peristaltic  pains.  Later,  as  the 
lumen  is  definitely  narrowed,  obstructive  symp- 
toms, at  first  intermittent  and  finally  constant, 
will  occur.  Intermittent  attacks  of  pain  with 
vomiting  call  for  careful  roentgen  study  of  the 
small  intestine.  In  the  cecum  and  ascending 
colon,  the  large  lumen,  with  liquid  contents,  will 
often  minimize  early  symptoms.  Diarrhea, 
however,  at  times  may  occur  as  an  early  symp- 
tom, accompanied  by  tenesmus  and  pain,  some- 
times resembling  appendicitis.  Involvement  of 
hepatic  flexure  and  transverse  colon  may  cause 
pain  confused  with  the  pain  of  gallbladder  disease 
or  peptic  ulcer.  When  the  splenic  flexure  is  in- 
volved, the  colicky  pain  may  be  localized  in  that 
region  or  may  be  referred  to  the  right  side.  In 
the  descending  colon  and  sigmoid,  where  the 
colonic  contents  are  normally  more  solid  and  will 
not  pass  as  easily  through  even  a slightly  nar- 
rowed lumen,  the  pains  of  partial  obstruction 
may  occur  earlier  than  in  any  part  of  the  colon,  at 
first  intermittently,  as  a result  of  an  impaction 
which  becomes  liquefied  or  is  tunneled  through, 
finally  constantly  and  severely.  Unfortunately, 
we  often  see  patients  for  the  first  time  at  this  stage. 
Rectal  carcinoma,  producing  the  effect  of  feces 
lodged  in  the  rectum,  produces  almost  constant 
tenesmus  with  frequent  expulsion  of  gas,  oc- 
casionally with  feces,  usually  with  mucus  and 
blood. 

Bleeding  is  an  almost  constant  symptom  of 
adenocarcinoma,  but  occurs  regular!}-  in  all  forms 
of  cancer.  At  first  insidious  and  recognizable 
only  by  the  finding  of  occult  blood  in  feces  fol- 


lowing a meat-free  diet,  it  may  be  overlooked  by 
the  patient  even  when  more  definite.  Many 
persons  never  look  at  what  they  expel,  and  fre- 
quently patients  may  have  been  passing  frank 
blood,  with  or  without  mucus,  for  considerable 
periods  of  time  and  will  rush  to  a doctor  when,  by 
accident,  they  see  blood  in  the  toilet  bowl.  Un- 
fortunately, it  happens  much  too  frequently  that 
the  doctor,  without  even  a rectal  digital  examina- 
tion, which  might  disclose  the  cause,  will  diagnose 
hemorrhoids  and  prescribe  an  ointment  or  sup- 
positories; or  the  patient  may  actually  have 
hemorrhoids  and  be  subjected  to  operation  or  in- 
jection for  these,  without  a previous  proctoscopy, 
leaving  a carcinoma  in  situ  a little  higher  up.  I 
saw  such  a patient  some  years  ago,  who  had  had 
a beautiful  hemorrhoid  operation  by  a very  prom- 
inent rectal  specialist  and  was  referred  to  me 
for  continued  bleeding  caused  by  a carcinoma  of 
the  lower  sigmoid.  It  is  well  to  emphasize  that 
bleeding  from  any  orifice  requires  a complete  study 
to  rule  out  cancer. 

Anemia  may  occur  in  the  early  stages  as  a re- 
sult of  the  anorexia  and  decreased  food  intake  but 
later  is  due  to  bleeding.  This  bleeding  may  at 
first  go  unnoticed  by  the  patient,  and  often  will 
be  found  only  on  stool  examination.  Occasion- 
ally, an  increasing  anemia  will  be  the  first  symp- 
tom noted  by  the  patient’s  family  and  will  result 
in  a trip  to  the  family  physician.  Treating  a 
patient  for  anemia  without  knowing  its  cause 
adds  further  to  the  death  rate  from  cancer. 

Emaciation  is  much  emphasized  as  an  early 
symptom,  and  while  it  may  occur  early  as  a re- 
sult of  anorexia,  it  is  frequently  a late  symptom 
and  indicative  of  extensive  involvement,  bleed- 
ing, diarrhea,  or  vomiting.  Where  adequate 
amounts  of  food  are  taken,  the  patient  may  main- 
tain his  normal  weight  to  the  end,  even  though 
many  of  these  complications  are  present. 

Dizziness  is  often  an  early  symptom  of  com- 
plications. It  may  be  due  to  an  otherwise  un- 
noticed anemia,  to  malnutrition  in  general,  or  to 
reflex  pressure  of  a pelvic  mass. 

Fever  and  leukocytosis  may  be  present  and 
usually  indicate  either  extensive  necrosis  of  the 
growth,  secondary  infection,  or  walled-off  perfora- 
tion. I have  seen  such  patients  whose  unex- 
plained fever  caused  them  to  seek  medical  aid. 

Complications  may  produce  symptoms  late  or 
at  times  may  constitute  the  first  evidences  of 
cancer.  A severe  hemorrhage  due  to  sloughing 
off  of  cancer  tissues  may  be  a late  symptom  and  a 
cause  of  sudden  death  or  may  be  the  first  symp- 
tom noticed  by  the  patient.  Symptoms  of  in- 
testinal obstruction  are  frequently  the  first  indi- 
cation to  the  patient  that  anything  serious  is  ail- 
ing him.  I have  seen  patients  enter  the  hospital 
with  symptoms  of  an  “acute  abdominal  calam- 
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ity”  due  to  perforation  of  a carcinoma,  with  no 
previous  suspicion  of  a grave  illness.  In  one  case 
fecal  vomiting  and  sour-smelling  diarrhea  due  to  a 
fistula  to  the  stomach  brought  the  patient  to  me. 
He  had  been  treated  for  allergy.  At  times  metas- 
tases  may  account  for  the  first  symptoms,  as  in 
the  case  of  the  patient  whose  only  real  reason  for 
seeing  me  was  the  discovery  of  a “lump”  in  the 
neck,  a Virchow  gland.  A large  abdominal  mass, 
not  even  recognized  as  such,  but  called  a “lump  in 
the  stomach”  or  a bad  ascites,  due  to  metastases 
to  liver,  omentum,  or  peritoneum,  with  the  story 
of  increasing  weight  with  decreased  food  intake, 
may  bring  the  patient  to  a doctor. 

Diagnosis 

The  diagnosis  of  intestinal  cancer  in  its  early 
stages  is  one  of  the  most  important  problems  con- 
fronting the  medical  profession.  It  is  only  by 
early  diagnosis  that  a cure  can  be  promised.  The 
screening  of  all  persons  past  forty  or  annual  ex- 
aminations on  persons’  birthdays,  even  if  ef- 
fective, would  hardly  be  practicable.  A simple 
physical  examination  would  disclose  only  the 
advanced  cases,  with  only  a possibility  of  cure. 
A careful  history  would  be  of  much  more  value, 
but  it  is  too  time-consuming  to  be  applied  to  the 
whole  population.  A complete  gastrointestinal 
examination,  including  laboratory  and  roent- 
genologic study,  is  necessary  definitely  to  rule  out 
intestinal  cancer,  but  is  too  expensive  for  general 
and  repeated  screening.  However,  a great  re- 
duction in  mortality  could  be  accomplished  if  the 
public  were  kept  constantly  informed  that  any 
symptoms  of  “indigestion'  or  changes  in  bowel 
habit,  even  mild  ones,  especially  those  occurring 
in  persons  who  have  previously  had  perfectly 
normal  gastrointestinal  function  and  could  “eat 
nails”  without  producing  any  gastrointestinal 
disturbance,  call  for  a visit  to  the  doctor  for  a 
complete  gastrointestinal  study.  The  unfor- 
tunate situation  today  is  that  patients  with  such 
symptoms  are  going  to  their  doctors  and  are 
being  treated  by  medications  of  various  kinds 
without  any  attempt  at  a study.  I see  patients 
with  advanced,  inoperable  cancer  who  tell  me 
that  six  months  or  a year  before  they  had  been 
laughed  at  by  their  doctors  whom  they  had  con- 
sulted for  what  the  doctor  should  have  known 
were  early  symptoms  of  cancer,  and  were  told  not 
to  worry  and  not  to  waste  money  on  x-rays.  It 
is  most  important,  therefore,  for  the  medical  pro- 
fession to  realize  its  responsibility  in  such  cases 
and  to  encourage  complete  gastrointestinal  ex- 
aminations. It  does  no  harm  to  make  such  an 
examination  and  find  no  evidence  of  disease;  in 
fact,  the  examination  is  a great  boost  to  the  mo- 
rale of  a worried  patient  and  will  result  in  a com- 
plete subsidence  of  his  imaginary  symptoms. 


A complete  gastrointestinal  study  to  rule  out 
cancer  should  consist  of  the  following: 

History. — This  should  be  complete.  Heredi- 
tary factors  should  be  considered;  a careful  past 
personal  history  is  important.  The  gastrointes- 
tinal history  should  include,  in  detail,  the  eating 
habits  of  the  patient,  the  bowel  habit,  the  kind  of 
laxatives  used  by  the  patient,  if  any,  and  the 
frequency  with  which  they  were  taken.  The 
occurrence  of  such  symptoms  as  previously  men- 
tioned, especially  in  a patient  with  no  previous 
gastrointestinal  disturbance,  must  be  carefully 
and  tactfully  searched  for.  The  clinician  must 
not  wait  for  the  textbook  symptoms  of  pain, 
emaciation,  pallor,  or  hemorrhage  to  suspect 
cancer.  It  is  the  mild,  often  indefinite,  symp- 
toms which  are  important. 

Physical  Examination. — In  a truly  early  case 
there  should  be  no  physical  signs  indicating  can- 
cer. The  palpation  of  a tumor,  the  observance 
of  distention,  the  hearing  or  seeing  of  peristalsis, 
the  finding  of  an  enlarged  liver,  metastatic  glands, 
and  ascites  are  all  so  late  in  occurrence  as  to  be 
only  of  academic  interest.  A rectal  digital  ex- 
amination may  at  times  disclose  an  early  cancer 
or  a precancerous,  polypoid  lesion.  More  than 
one  half  of  rectal  carcinomas  are  within  reach  of 
the  examining  finger.  Hemorrhoids,  especially 
if  of  recent  origin,  can  be  caused  by  a cancer 
higher  up,  and  their  discovery  calls  for  careful 
proctoscopy  and  a thorough  roentgen  study. 

Proctoscopy. — Proctoscopy  with  biopsy  of  a 
rectal  or  sigmoid  lesion  can  determine  the  diag- 
nosis if  the  specimen  is  removed  from  the  firm, 
hard  periphery  of  the  ulcerated,  indurated  area 
and  not  from  a sloughing  area  at  its  center.  A 
polyp  may  be  removed  in  its  entirety,  preferably 
by  means  of  electrocoagulation  of  its  pedicle,  and 
submitted  to  microscopic  study.  The  discharge 
from  an  ulcerating  lesion  may  be  simply  blood,  a 
grumous  material  mixed  with  mucus,  or,  if  in- 
fected, may  contain  pus.  An  immediate  fresh 
smear  of  this  material,  even  if  it  shows  Amoeba 
histolytica,  does  not  necessarily  rule  out  co- 
existing malignancy.  The  rectal  discharge  or 
material  obtained  from  swabs  may  be  subjected 
to  cytologic  study  by  the  Papanicolaou  technic 
and  at  times  will  be  of  help  in  making  a diagnosis 
when  the  lesion  is  too  high  up  for  removal  of  a 
biopsy  specimen.  Cultures  are  indicated,  not 
only  to  rule  out  specific  dysentery  organisms,  but 
to  determine  the  specific  cause  of  secondary  infec- 
tion, if  this  is  present. 

Laboratory  Procedures. — Among  other  labora- 
tory procedures,  examination  of  stools  for  blood  is 
much  stressed.  Visible  blood,  of  course,  is  of 
great  diagnostic  value,  but  the  finding  of  occult 
blood,  even  though  the  patient  has  been  on  an 
absolutely  meat-free  diet  for  three  or  four  days  or 
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longer  before  the  stool  is  collected,  is  subject  to  so 
many  errors  that  it  can  not  really  be  accepted  as 
the  only  indication  of  possible  malignancy. 
However,  if  its  finding  results  in  a careful  gastro- 
intestinal study  to  rule  out  cancer,  some  good  will 
have  been  accomplished  by  the  test  for  it.  Cyto- 
logic examinations  of  stools,  cultures,  and  micro- 
scopic examinations  of  what  appear  to  be  particles 
of  tissue  are  only  a waste  of  valuable  time,  the 
material  obtained  by  proctoscopy  being  fresher 
and  not  as  much  contaminated. 

Examination  of  gastric  contents  is  of  little 
value  except  when  the  stomach  is  secondarily 
involved,  in  which  case  they  may  show  blood, 
malignant  cells,  or  even  feces. 

Blood  studies  are  of  no  specific  value  but  will 
show  a secondary  anemia  at  times  before  other 
evidences  of  bleeding  have  been  observed.  In 
the  presence  of  secondary  infection  or  with  ex- 
tensive necrosis  of  a tumor,  a leukocytosis  may 
be  of  help,  as  may  a prolonged  sedimentation 
rate.  A routine  serologic  study  may  at  times 
disclose  syphilis  as  a possible  cause  of  the  symp- 
toms but  will  not  rule  out  cancer. 

The  urine  will  show  no  characteristic  findings 
unless  the  urinary  tract  has  become  involved  in 
the  growth.  Every  once  in  a while  some  urine 
test,  such  as  the  methylene  blue  test,  is  brought 
forward  as  a specific  test  for  malignancy  and  is 
later  abandoned.  Unfortunately,  as  yet  no 
specific  test  indicating  the  presence  of  malignancy 
has  been  invented. 

Biopsy  of  apparently  involved  glands  in  the 
inguinal  region  or  in  the  supraclavicular  space 
will  establish  a diagnosis  of  late,  incurable  ma- 
lignancy. 

Roentgenologic  Study. — Roentgenologic  study 
by  an  expert  roentgenologist  is  the  most  impor- 
tant aid  to  diagnosis.  It  will  almost  invariably 
show  early  lesions  of  the  intestines,  except  in  the 
rectum,  which  is  not  only  difficult  to  visualize 
adequately  but  which  can  be  better  explored  with 
the  proctoscope,  with  biopsy  to  make  a definite 
diagnosis.  The  roentgenologic  study  should  be 
complete  and  detailed,  with  repeated  examina- 
tions when  any  uncertain  findings  are  observed. 
The  examination  should  not  consist  of  a mere 
barium  enema  study,  even  though  positive  indi- 
cations of  a lesion  are  found  by  that  examination. 
A complete  gastrointestinal  series,  with  careful 
studies  of  the  small  intestine,  at  hourly  intervals 
for  six  hours,  and  subsequent  twenty-four  and 
forty-eight  hour  films,  should  precede  the  barium 
enema  study,  unless  there  is  suspicion  of  an  ob- 
struction which  might  cause  impaction  above. 
Even  cholecystography  should  be  done,  since  it 
may  be  of  help  in  showing  deformity  of  the  gall- 
bladder or  obstruction  of  the  cystic  duct  from 
pressure  of  a tumor.  In  general,  involvement  of 
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the  intestinal  wall  will  manifest  itself  (1)  as  an  area 
of  defect  or  merely  of  stiffening  due  to  induration, 
(2)  as  an  area  or  multiple  small  areas  of  protrusion 
of  barium  into  ulcerations,  (3)  as  localized  spasms, 
if  lesions  are  small  or  (4)  in  later  stages,  through 
evidences  of  obstruction  or  perforation.  In  the 
presence  of  definite  obstruction  or  suspected 
perforation,  scout  films  are  of  value.  The  pat- 
tern of  the  gas  shadows  may  indicate  that  an  ob- 
struction is  present;  also,  the  presence  of  dilated 
coils  of  intestine  in  the  midabdomen,  usually  with 
a ladder-like  arrangement,  indicates  lower  small 
intestinal  or  cecal  obstruction.  A colon  dilated 
with  gas  may  indicate  the  point  of  obstruction  at 
the  point  beyond  which  gas  is  not  seen.  How- 
ever, marked  distention  of  the  cecum  and  ascend- 
ing colon  to  Cannon’s  ring,  at  the  junction  of  first 
and  second  portions  of  the  transverse  colon,  is  a 
good  indication  of  obstruction  of  the  pelvic  colon. 
The  presence  of  shifting  free  gas  in  the  peritoneal 
cavity,  seen  in  films  taken  in  different  positions, 
is  diagnostic  of  perforation.  I have  seen  one 
case  of  rupture  of  the  cecum  due  to  persistent 
spasm  of  the  sphincter  muscle  at  Cannon’s  ring, 
secondary  to  sigmoid  carcinoma. 

Gastrointestinal  Series. — The  gastrointestinal 
series  will  be  of  value  to  rule  out  gastric  malig- 
nant involvement.  A study  of  the  small  intestine 
with  films  at  hourly  intervals  after  the  ingestion 
of  the  barium  meal  is  necessary  to  discover  lesions 
there.  The  altered  mucosal  pattern  associated 
with  subvitaminosis  may  be  encountered,  and  al- 
terations in  motility  should  be  looked  for.  In- 
creased motility  due  to  irritation  from  an  early 
small  lesion  may  make  it  difficult  to  demonstrate 
the  lesion  but  calls  for  more  careful  and  repeated 
study.  Localized  spasm  or  actual  narrowing, 
with  evidence  of  more  or  less  dilatation  proximal 
to  it,  is  strongly  suggestive  of  malignancy,  but 
areas  of  narrowing  seen  in  regional  ileitis,  which 
are  longer  in  extent  and  are  apt  to  show  normal 
skip  areas  between  them,  and  the  defects  and 
irritability  associated  with  ileocecal  tuberculosis 
must  be  differentiated.  Films  taken  in  different 
positions  will  tend  to  bring  out  lesions  hidden  by 
loops  of  intestine;  lateral  films  will  show  the  dis- 
placement forward  or  actual  involvement  of 
stomach  and  intestine  in  the  presence  of  retro- 
peritoneal growths. 

Large  intestinal  lesions,  while  more  definitely 
demonstrable  in  barium  enema  studies,  will  fre- 
quently produce  suggestive  findings  in  the  gas- 
trointestinal series.  In  the  latter  part  of  the 
first  six  hours,  filling  of  the  cecum  may  be  inter- 
fered with,  or  an  irregular  filling  may  be  demon- 
strable. As  in  tuberculosis,  cecal  irritability  may 
be  observed,  but  as  the  barium  column  advances, 
in  the  twenty-four  and  forty-eight  hour  films, 
barium  may  often  be  seen  adherent  to  irregular, 


1318 


ALBERT  F.  R.  ANDRESEN 


[N.  Y.  State  J.  M. 


defective  areas.  This  is  also  true  of  lesions  in 
the  remainder  of  the  colon.  As  involvement  in- 
creases and  some  actual  obstruction  supervenes, 
this  can  be  demonstrated  by  the  presence  of  a 
localized  area  of  narrowing,  ringlike  in  the  case  of 
annular  carcinoma.  Dilatations  proximal  to  such 
an  area  may  indicate  the  site  of  the  lesion,  but 
it  must  be  remembered  that  the  response  of  the 
sphincter  at  Cannon’s  ring  to  reflex  or  retro- 
staltic  stimuli  from  obstruction  in  sigmoid  or 
rectum  may  produce  a definite  dilatation  proxi- 
mal to  Cannon’s  ring,  often  mistaken  or  diag- 
nosed as  due  to  obstruction  of  the  transverse  colon. 

Barium  Enema. — Barium  enema  study  should 
be  done  only  after  adequate  preparation.  De- 
fects due  to  feces  in  the  colon  or  adherent  to  mu- 
cosa are  difficult  or  often  impossible  to  differenti- 
ate from  organic  involvement.  The  best  prep- 
aration is  the  cleaning  out  of  the  intestine  with 
castor  oil,  one  and  one-half  to  two  ounces,  taken 
the  night  before  the  examination,  and  followed 
by  soap-suds  or  saline  enemas  in  the  morning. 
Where  fecal  impaction  is  present,  softening  of  the 
fecal  mass  by  rectal  instillations  of  six  or  eight 
ounces  of  equal  parts  of  mineral  oil  and  castor  oil 
on  the  day  or  evening  preceding  the  examination, 
or  milk  and  molasses  enemas,  may  be  tried.  In- 
strumental or  digital  removal  of  impactions  may 
be  necessary.  Fluoroscopy  during  injection  of 
the  barium  mixture  should  be  most  carefully  and 
unhurriedly  carried  out.  The  head  of  the 
barium  column  entering  the  rectum  and  sigmoid 
frequently  can  be  seen  to  surround  a mass,  or  pass 
through  a narrow  point,  or  cause  relaxation  of  a 
spasm.  Defects  caused  by  neoplasms  or  polyps 
can  be  observed.  When  the  barium  column 
reaches  the  cecum,  the  failure  of  regurgitation 
into  the  ileum  may  indicate  a lesion  there  or  may 
be  due  to  temporary  spasm,  and  subsequent 
films,  taken  with  the  colon  filled  or  after  evacua- 
tion, may  show  the  ileum,  filled  sufficiently  to  rule 
out  defects  due  to  disease.  Attempts  at  filling 
the  entire  colon  should  not  be  abandoned  because 
of  a patient’s  apparent  lack  of  cooperation  or  the 
appearance  of  excessive  spasms,  especially  at  the 
splenic  or  hepatic  flexures,  with  forcible  efforts 
at  expulsion.  Even  if  rectal  tube  and  barium 
mixture  are  expelled,  a repetition  of  the  study  is 
definitely  indicated,  either  at  once,  perhaps  with 
the  aid  of  sedation,  or  within  a short  time  there- 
after, following  further  preparation.  I have  ob- 
served tragic  consequences  when  a barium  enema 
study  was  abandoned  in  disgust,  and  subse- 
quently the  patient  succumbed  to  a carcinoma  at 
the  splenic  or  hepatic  flexure,  the  two  colonic  re- 
gions most  apt  to  be  overlooked,  especially  when 
films  fail  to  show  the  entire  flexure.  A clinical 
aid  for  differentiating  between  spasm  and  ob- 
struction is  to  feed  the  patient  a diet  containing  a 


large  residue,  a so-called  “roughage  diet,”  which 
will  usually  relieve  simple  spasm  but,  within  two 
or  three  days,  will  induce  obstructive  symptoms 
which  have  to  be  cleared  up  promptly  by  the 
means  outlined  before.  Films  of  the  completely 
filled  colon,  taken  at  different  angles  to  bring  out 
regions  hidden  by  loops  at  the  flexures  or  else- 
where, must  be  carefully  studied  to  find  areas  ol 
defect,  narrowing,  or  spasm,  with  a tendency  to 
dilatation  behind  them.  Multiple  smooth  de- 
fects due  to  polyposis  and  multiple  protrusions 
due  to  diverticulosis  must  not  be  allowed  to  divert 
attention  from  a careful  search  for  irregular  de- 
fective areas  indicating  malignant  changes.  The 
total  filling  of  the  colon  may  cause  such  a dense 
shadow  that  defects  may  be  obscured,  making  the 
postevacuation  films  often  more  valuable  in 
arriving  at  a diagnosis.  Spasms,  defective  areas, 
polyps,  diverticula,  and  accumulation  of  barium 
proximal  to  some  point  of  colonic  involvement  are 
frequently  best  observed  in  these  films.  Injec- 
tion of  air  for  a “double  contrast”  study  will  also 
be  of  great  help  in  diagnosing  small  lesions. 
Mobility  of  small  tumors,  as  observed  by  their 
change  in  location  in  repeated  films,  may  at  times 
differentiate  between  benign  and  malignant  le- 
sions. As  has  been  mentioned  before,  uncer- 
tainty in  regard  to  any  findings  calls  for  a re- 
peated study  later.  In  the  presence  of  definite 
intestinal  lesions  a search  for  metastases  in  bones, 
chest,  or  even  the  skull  may  demonstrate  findings 
indicative  of  the  incurability  of  the  patient’s 
malignant  tumor. 

Peritoneoscopy . — Peritoneoscopy  permits  direct 
observation  of  the  abdominal  organs  and  of 
tumors  and  metastases,  and  also  permits  re- 
moval of  specimens  for  biopsy.  It  is  particularly 
valuable  when  there  can  be  felt  in  the  abdomen 
large  masses  which  are  probably  inoperable. 
The  nature  .of  the  tumor  being  determined  by 
biopsy  will  indicate  the  method  of  treatment  to  be 
employed,  as,  for  instance,  the  choice  of  radio- 
therapy for  a malignant  lymphoma. 

Punch  Biopsy. — Punch  biopsy,  which  is  being 
so  successfully  employed  in  liver  diagnosis,  may 
at  times  be  used  to  obtain  specimens  from  othei 
solid  tumors  but  is  attended  by  considerable  risk. 

Treatment 

The  treatment  of  cancer  still  consists  of  its 
extirpation  or  destruction.  With  scientists  the 
world  over  searching  for  a cure  which  would  con- 
sist of  the  administration  of  some  substance 
which  would  destroy  cancer  cells  throughout  the 
body,  it  is  to  be  hoped  that  soon  this  substance 
will  be  discovered.  Some  progress  has  been 
made  in  the  direction  of  treatment  by  hormones, 
mainly  those  of  the  gonads,  and  by  radioactive 
iodine,  but  thus  far  no  such  treatment  of  intesti- 
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nal  cancer  has  been  found  to  be  successful.  Both 
extirpation  and  destruction  of  cancer  produce 
cures  only  if  the  cancer  has  not  involved  distant 
areas.  This  is  true  not  only  of  carcinoma  but 
also  of  the  malignant  lymphomas. 

Extirpation. — Extirpation  consists  of  radical 
surgical  excision  not  only  of  the  growth  itself, 
but  of  enough  tissues  surrounding  it  so  that  all 
metastases  and  extensions  of  the  growth  are  re- 
moved. Surgery  has  reached  the  point  today 
where  the  mere  fact  that  an  intestinal  cancer  has 
invaded  neighboring  organs  does  not  deter  the 
surgeon  from  removing,  with  the  intestinal 
growth,  at  one  operation,  the  stomach,  parts  of 
the  pancreas,  the  spleen,  and  the  omentum,  or  in 
pelvic  carcinoma,  not  only  the  rectum  and  sig- 
moid, but  also  the  bladder  and  all  of  the  pelvic 
organs.  In  the  absence  of  such  spread  and  with 
only  a few  neighboring  lymph  nodes  involved, 
wide  resection  offers  an  excellent  hope  of  cure. 
When  such  resection  can  be  combined  with  an 
anastomosis  to  re-establish  the  continuity  of  the 
intestinal  tube,  the  patient  can  be  said  to  be 
really  cured.  Yet  even  when  the  nature  of  the 
operation  demands  a permanent  ileostomy  or 
colostomy,  it  is  surprising  how  happy  such  pa- 
tients can  be  and  how  well  they  can  carry  on 
normal  habits  of  life.  Formerly,  especially  when 
some  intestinal  obstruction  was  present,  such 
operations  were  done  in  stages,  consisting  of  a 
preliminary  ileostomy  or  colostomy  proximal  to 
the  obstruction,  then  the  resection,  followed  later 
by  anastomosis.  Today,  with  the  patient  better 
prepared  for  operation  and  adequately  sustained 
during  operation,  even  the  most  extensive  opera- 
tions can  often  be  done  in  one  stage.  Prepara- 
tion in  obstructive  cases  consists  of  decompression 
with  Miller-Abbott  tube,  attempts  at  clearing  out 
the  lower  bowel  in  the  manner  suggested  under 
preparation  for  roentgenologic  examination,  and 
in  all  cases  the  preliminary  administration  of 
antibiotics  and  intravenous  injections  of  saline, 
glucose,  protein  preparations,  and  blood  trans- 
fusions. Such  intravenous  therapy  is  also  a life- 
saver  during  operation,  and  anesthetization  by  an 
expert  is  of  great  importance. 

Palliative  Surgery. — Palliative  surgery  involves 
a consideration  of  ethics  and  fair  play.  If  a pa- 
tient with  distant  metastases  is  fairly  comfort- 
able, why  should  an  operation  be  performed? 
As  an  example  I remember  a patient,  a young 
woman  in  her  early  thirties,  with  a six-month-old 
child,  who  had  very  mild  retrostaltic  symptoms, 
evidence  of  a nonobstructive  cecal  lesion  and  a 
supraclavicular  gland  showing  carcinoma,  “prob- 
ably of  intestinal  origin.”  I advised  against 
operation,  an  opinion  concurred  in  by  my  medical 
and  surgical  colleagues.  The  patient  was  made 
symptom-free  on  a suitable  diet,  and  I suggested 


to  the  husband  that  in  six  months  or  later,  when 
obstructive  symptoms  would  occur,  the  question 
of  a colostomy  could  be  considered.  However, 
she  was  taken  to  a prominent  surgeon  in  New 
York  and  was  immediately  operated  upon.  Re- 
moval of  the  growth  was  found  impossible,  a 
colostomy  was  performed,  and  the  patient  was 
bedridden  and  unhappy  for  her  remaining  six 
months  of  life.  I do  not  believe  that  extensive 
resection  of  an  obviously  incurable  lesion,  with 
necessity  for  an  ileostomy  or  colostomy,  is  justi- 
fiable. Frequently,  a Mikulicz  type  of  operation 
or  a simple  anastomosis  between  intestine  above 
and  below  the  lesion  will  make  a patient  com- 
fortable until  he  succumbs  to  his  disease.  I 
had  a patient  with  a cologastric  fistula  who 
thought  he  was  cured  and  gained  much  weight 
and  lived  a normal  life  for  six  months  after  simple 
ileocolostomy. 

Destruction. — Destruction  of  an  intestinal  can- 
cer can  be  accomplished  today  in  only  two  ways, 
by  means  of  radiotherapy  and  by  electrocoagula- 
tion. In  my  opinion  the  use  of  deep  radiotherapy 
alone  is  not  justifiable  when  the  growth  appears 
removable  by  surgery.  It  has  its  greatest  value 
in  the  destruction  of  the  malignant  lymphoma, 
especially  where  combined  or  alternated  with 
nitrogen  mustard  and  possibly  adrenal  hormone 
therapy.  In  carcinoma,  the  classification  of  the 
growth  on  the  basis  of  radiosensitivity  is  of  con- 
siderable value,  but  even  the  supposedly  most 
sensitive  tumors  require  so  large  a dose  of  x-ray 
that  normal  tissues,  especially  the  skin,  may  be 
badly  damaged.  Even  the  new  “merry-go- 
round”  technic,  in  which  the  body  is  revolved 
while  the  x-ray  is  aimed  at  its  target,  while  avoid- 
ing much  of  this  damage  to  normal  tissues,  still 
cannot  be  counted  on  completely  to  destroy  the 
malignant  growth.  One  bad  effect  of  the  large 
doses  of  radiotherapy  is  upon  hematopoiesis,  the 
anemia  and  leukopenia  usually  being  very  difficult 
to  prevent  or  to  treat.  Another  bad  effect  is 
upon  the  liver,  whose  functions  may  be  badly  im- 
paired. This  can  be  largely  avoided  by  diet, 
but  the  marked  anorexia,  caused  by  both  the 
disease  and  the  additional  nausea  caused  by  the 
therapy,  usually  makes  forced  feedings  necessary. 
The  diet  should  be  well  balanced,  should  contain 
an  excess  of  carbohydrates  and  proteins  (with 
minimum  of  animal  protein),  sufficient  fat  to 
maintain  biliary  tract  drainage,  and  the  addi- 
tion of  therapeutic  doses  of  vitamins.  Paren- 
teral feedings  of  dextrose,  amino  acids,  and  saline 
are  also  of  value. 

The  use  of  radium  today  is  confined  almost  ex- 
clusively to  regions  readily  accessible  to  external 
manipulation.  Its  only  advantage  over  the  roent- 
gen ray  is  that  tubes  or  needles  containing 
radium  or  emanation  can  be  inserted  directly  into 
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a growth,  thus  accomplishing  destruction  of  the 
growth  without  excessive  effect  on  normal  tissue. 
However,  in  large  and  prolonged  dosages,  neigh- 
boring tissues  usually  are  affected,  and  in  the 
rectum  the  cicatrization  following  the  sloughing 
out  of  a tumor  may  result  in  stricture.  The  use 
of  radium,  therefore,  as  a rule  is  not  indicated  in 
intestinal  cancer. 

Whether  prophylactic  radiotherapy  should  be 
used  before  and  after  surgical  removal  of  a cancer 
is  still  a moot  point.  In  rectal  cancer,  especially, 
it  can  be  used  to  reduce  the  size  of  sur  rounding- 
infiltration  of  an  apparently  inoperable  lesion, 
so  that  it  can  later  be  removed  by  surgery. 
There  is  some  evidence  also  to  show  that  both 
preliminary  and  postoperative  radiotherapy, 
by  destroying  metastases,  may  reduce  the  per- 
centage of  recurrences.  However,  in  many  cases 
the  bad  effect  of  the  radiation  on  wound  healing 
constitutes  a serious  problem. 

Desiccation  or  electrocoagulation  can  be  used 
to  destroy  a carcinoma  completely,  and  the  great 
heat  produced  in  the  neighboring  tissues  has  been 
shown  to  have  a destructive  effect  on  neighboring 
glandular  metastases  not  actually  reached  by  the 
diathermy  “knife.”  Some  surgeons  use  this 
method  within  the  abdominal  cavity  at  opera- 
tion, but  its  value  is  mainly  in  rectal  carcinoma 
within  reach  of  the  proctoscope.  Numerous 
cases  of  cur  e have  been  reported  not  only  in  small 
lesions  but  in  extensive  growths  filling  the  pelvis. 
I have  seen  patients  with  “frozen  pelvis,”  ob- 
viously irremovable  by  operation,  facing  only  a 
palliative  colostomy,  in  whom  a few  bouts  of 
electrocoagulation  without  any  previous  colos- 
tomy, and  with  only  a few  days  of  hospitalization 
after  each  treatment,  resulted  in  complete  re- 
moval of  the  growth  and  normal  bowel  function 
even  though  a slight  stricture  had  occurred  at  the 
site  of  the  treatment.  The  patients  remained 
well  for  five  to  ten  years,  as  shown  by  repeated 
follow-up  examinations.  At  yearly  intervals  I see 
a man,  now  seventy-four  years  of  age,  who  had 
a small  carcinoma  on  top  of  his  lowest  valve  re- 
moved by  this  method  fourteen  years  ago,  who 
still  has  a normal  rectum.  The  advantages  to 
the  patient  of  this  method  of  treatment  are  ob- 
vious. 

Medical  Treatment. — Medical  treatment  is  very 
important  in  cancer,  although  it  is  usually  neg- 
lected because  it  is  only  an  adjunct  to  the  more 
important  removal  or  destruction  of  the  malig- 
nant growth.  Adequate  preparation  of  a patient 
for  operation,  careful  postoperative  care,  and 
proper  treatment  during  prolonged  radiotherapy 
may  spell  the  difference  between  life  and  death 
of  the  patient,  and  in  incurable  patients,  the  re- 
mainder of  life  may  be  made  more  endurable  by 
proper  medical  care. 
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Preparation  for  Operation. — Preparation  for 
operation  should  include  not  only  antibiotics  and 
attention  to  proper  bowel  elimination  but  careful 
attention  to  the  patient’s  general  nutrition.  The 
dietary  principles  have  already  been  outlined  in 
discussing  roentgen  therapy.  The  diet  should  be 
as  varied  as  possible,  but  in  view  of  the  fact  that 
some  narrowing  of  the  bowel  is  present  or  shortly 
to  be  expected,  a low  residue  diet  is  indicated. 
In  most  cases  a diet  such  as  would  be  prescribed 
for  peptic  ulcer  is  suitable,  with  extra  calories 
supplied  by  added  dextrose  and  cream,  as  follows: 

High  Calorie  Nonresidue  Diet 

Breakfast: 

Milk,  one  glass. 

Cereal,  large  dish,  with  sugar  and  milk  or 
cream. 

Egg,  one  or  two,  soft  boiled  or  poached. 

Bread  or  toast  with  butter,  one  or  two  slices. 

Juice  of  one  orange  or  strained  fruits  or 
juices. 

M idmorning: 

8 ounces  of  milk,  cream,  and  glucose  mixture 
with  gelatin.* 

Luncheon: 

Milk,  one  glass. 

Egg,  one,  soft  boiled  or  poached,  or  cream 
cheese  (one-half  cake). 

Baked  or  mashed  potato  or  plain  spaghetti. 

Strained  vegetables. 

Bread  and  butter;  one  or  two  slices. 

Pudding,  custard,  gelatin,  ice  cream,  cake,  or 
strained  fruit. 

M idafternoon: 

Same  as  midmorning. 

Supper: 

Same  as  breakfast  or  luncheon. 

Bedtime: 

Same  as  between  meals. 

Psychotherapy.— Simple  psychotheiapy  is  an 
important  part  of  the  preparation.  Except  in 
rare  instances,  I do  not  like  to  tell  the  patient 
that  he  has  a cancer;  therefore,  a plausible  ex- 
planation for  the  symptoms  and  for  the  necessity 
of  operation  must  be  worked  out,  without  def- 
initely predicting  but  hinting  at  the  possibility 
of  the  necessity  of  a colostomy  for  a time  after 


* The  mixture  can  be  made  up  in  advance,  with  heavy 
cream  (3  ounces,  100  cc.),  dextrose  (3  ounces,  100  Gra.), 
added  to  homogenized  milk  (1  quart,  1,000  cc.),  or  to  a glass 
of  milk  two  or  three  tablespoonfuls  of  the  cream  and  one  table- 
spoon of  dextrose  can  be  added.  A rounded  teaspoonful  of 
powdered  gelatin  may  be  dissolved  in  1 or  2 ounces  of  the 
warmed  mixture  and  added  to  the  full  amount,  or  the  gelatin 
may  be  taken  mixed  with  water  just  before  the  feeding.  The 
gelatin  furnishes  additional  protein  in  an  easily  assimilable 
form.  Dextrose,  about  one  half  as  sweet  as  saccharose,  may 
be  used  as  a sweetening  agent  for  all  foods  taken.  Vitamin 
concentrates,  in  tablet  or  liquid  form,  should  be  added  to  the 
diet.  Parenteral  feedings  and  transfusions  are  usually  in- 
dicated. 
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the  operation.  The  family  requires  even  more 
psychologic  care.  Someone  responsible  should 
be  informed  of  the  real  situation  and  should 
cooperate  fully  in  the  deception  of  the  patient. 

Postoperative  Care. — Postoperative  care  is  very 
important.  After  the  first  few  days  have  passed 
and  tubes  and  intravenous  injections  have 
been  discontinued,  the  patient  as  soon  as  possible 
should  be  placed  on  a diet  such  as  that  mentioned 
above.  At  times  the  excessive  dextrose  may  act 
as  a laxative  after  a few  days  and  should  be  re- 
duced or  stopped.  Gradual  additions  to  the  diet 
should  be  made,  including  vegetables,  fruits,  and 
meats.  If  the  patient  has  a permanent  ileostomy 
or  colostomy  the  effects  of  dietary  additions 
should  be  recorded,  so  that  after  six  or  eight 
weeks  the  patient  will  know  definitely  which 
foods  can  be  eaten  without  causing  increased 
peristalsis  or  gas.  If  the  colostomy  is  only 
temporary  and  subsequent  closure  re-establishes 
bowel  continuity,  the  diet  study  is  still  of  value 
in  determining  just  which  foods  the  patient  can 
eat  without  discomfort.  The  psychologic  ad- 
justment of  a patient  and  his  family  to  a perma- 
nent colostomy  requires  tact  and  reassurance.  A 
great  help  is  to  have  a cured  colostomy  patient, 
willing  to  cooperate,  visit  the  patient  while  he 
is  in  the  hospital  and  explain  how  very  little 
the  colostomy  interferes  with  a normal  social 
existence.  Modern  care  of  such  an  opening,  the 
use  of  irrigations  two  or  three  times  a week,  and 
proper  diet,  permit  the  patient  to  wear  only  a 
small  pad  over  the  stoma  and  run  no  danger  of 
leakage. 

Inoperable  Cases. — In  inoperable  cases  in  which 
operation  has  been  decided  against,  the  patient 
can  often  be  made  temporarily  comfortable  and 
may  even  gain  weight  on  such  a dietary  regimen 
as  outlined  above,  with  care  being  taken  to  keep 
the  intestines  properly  drained  by  laxatives  and 
enemas.  In  patients  who  have  had  operations 
and  in  whom  an  incurable  lesion  has  been  found  so 
that  either  nothing  was  done  or  a mere  ileostomy 
or  colostomy  performed,  the  problem  is  the 
same  so  far  as  diet  is  concerned,  and  psychother- 
apy is  a desperate  need.  The  preoperative  ex- 
planation for  symptoms  must  be  amplified.  The 
symptoms  may  be  ascribed  to  an  ulcer,  to  colitis, 
or  often  most  successfully  to  “adhesions,”  and 
the  length  of  time  it  will  take  for  the  condition  to 
clear  up  can  be  said  to  be  approximately  the  time 
when  the  patient  is  expected  to  succumb  to  the 
cancer.  Symptoms  which  the  medical  attendant 
knows  will  occur  can  be  explained  in  advance  as 
occurring  in  cases  of  “adhesions”  or,  when 
radiotherapy  is  being  used,  can  be  attributed  to 


the  treatment.  The  most  important  part  of  the 
care  of  an  incurable  cancer  patient,  and  the  one 
most  frequently  neglected,  is  the  use  of  analgesics 
and  sedatives.  In  the  early  stages  such  simple 
medications  as  aspirin  and  other  coal-tar  analge- 
sics will  relieve  the  patient’s  pains.  Later,  anti- 
spasmodics  combined  with  barbiturates  or  even 
bromides  may  be  of  temporary  value.  However, 
delay  in  the  use  of  real  narcotics  serves  no  useful 
purpose  either  to  the  patient  or  family.  To  per- 
mit a patient  to  suffer  severe  pain  just  to  keep 
him  conscious  is  inexcusable.  Demerol,  Pant- 
opon, and  other  opium  derivatives  may  be  used 
temporarily,  but  in  the  later  stages,  morphine,  at 
first  by  mouth  and  later  parenterally,  should  be 
given  in  adequate  and  increasing  doses  to  keep 
the  patient  either  comatose  or  at  least  so  somno- 
lent that  there  is  no  realization  that  he  is  dying. 
At  times  suppositories  of  opium  in  increasing 
doses  can  be  used  to  obviate  the  need  for  hypo- 
dermic medication,  especially  when  the  patient 
cannot  afford  the  services  of  a nurse.  I have 
frequently  found  it  extremely  difficult  to  get  the 
family  to  cooperate  fully  in  the  program  of  nar- 
cosis. Someone  always  wants  to  hear  the  pa- 
tient speak  even  though  it  causes  him  much  pain 
and  mental  distress  to  be  allowed  to  become  fully 
conscious.  I always  explain  to  the  family  that 
these  drugs  were  made  for  such  patients,  and 
that  they  should  be  used  to  the  fullest  extent 
necessary  to  ease  the  patient’s  last  days.  The 
remembrance  or  the  hearsay  evidence  of  a cancer 
patient  dying  in  great  agony  and  the  fear  of  being 
told  that  they  have  cancer  is  one  of  the  principal 
deterrents  to  patients’  seeking  medical  aid  when 
symptoms  occur  at  a stage  when  cancer  might  be 
curable. 

Summary 

1.  Intestinal  cancer  is  becoming  more  preva- 
lent or  more  frequently  recognized. 

2.  Early  diagnosis  is  necessary  for  its  cure. 

3.  Early  diagnosis  requires  that  the  public 
and  the  medical  profession  be  informed  of  the 
early,  mild  symptoms  of  the  disease. 

4.  A complete  gastrointestinal  study  should 
be  carried  out  in  any  patient,  especially  one  at 
or  past  middle  age,  who  presents  persistent  gastro- 
intestinal symptoms  of  any  kind. 

5.  The  only  cure  for  cancer  is  extirpation  or 
destruction  of  the  growth  and  all  metastases. 

6.  Preoperative  and  postoperative  care  are 
most  important. 

7.  The  incurable  cancer  patient  is  entitled  to 
adequate  care. 
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A NEW  THERAPY  FOR  ANGINA  PECTORIS:  ANGINA  PECTORIS 
AND  WATER  METABOLISM 


Eugene  Foldes,  M.D.,  New  York  City 

THIS  presentation  does  not  deal  with  phe- 
nomena of  water  retention  which  sometimes 
occur  in  congestive  heart  failure  associated  with 
angina  pectoris;  it  deals  with  the  relationship  of 
the  clinical  symptoms  of  angina  pectoris  proper 
(such  as  precordial  pain,  etc.)  to  disturbed  water 
metabolism. 

In  a previous  publication  attention  was  called 
to  observations  which  showed  that  in  coronary 
disease  the  water  content  of  the  myocardium,  as 
well  as  the  blood  content  of  some  of  the  chambers 
enclosed  by  the  myocardium,  is  increased  and 
that  the  resulting  edema  and  dilatation  of  the 
heart  are  among  the  factors  which  lead  to  the 
clinical  symptoms  of  angina  pectoris.1 

The  concept  which  ascribed  a pathogenic  role 
to  water  retention  led  to  the  employment  of  the 
“antiretentional  diet”  (a  diet  rich  in  proteins  and 
vitamins,  moderately  restricted  in  carbohydrates, 
table  salt,  and  liquids,  and  considerably  restricted 
in  fats)  in  the  therapy  of  angina  pectoris,  with 
good  clinical  results.1  The  findings  were  con- 
firmed by  Wagenfeld,  who  found  that  angina 
pectoris  attacks  ceased  even  when  no  more  than 
two  measures  of  this  dietary,  that  is  to  say,  a 
protein-rich  and  carbohydrate-poor  diet  were 
employed,2  and  by  Sandler,  who  observed  that 
therapeutic  response  followed  a diet  restricted  in 
carbohydrates  alone.3 

At  tliis  juncture  consideration  should  be  given 
to  certain  similarities  in  the  pathogenesis  of 
angina  pectoris  and  that  of  migraine.  In  both 
conditions  periodic  swelling  of  an  organ  (heart  in 
angina  pectoris,  brain  in  migraine)  occurs,  and  in 
both  conditions  the  distress  characteristic  of  the 
attack  seems  at  least  in  part  to  be  conditioned  by 
that  swelling.1' 4-7  Indeed,  the  analogies  are 
significant  enough  to  permit  one  to  speak  of 
angina  pectoris  as  migraine  of  the  heart. 

Similarities  in  the  pathogenesis  make  thera- 
peutic response  to  identical  measures  in  both  dis- 
eases understandable.  The  “antiretentional 
diet,”  useful  in  angina  pectoris,  was  successfully 
applied  also  in  migraine.  In  migraine,  drug  ther- 
apy proved  to  be  as  satisfactory  as  dietetic  treat- 
ment if  the  former  was  based  on  the  same  princi- 
ple as  the  latter,  that  is,  correction  of  the  dis- 
turbed water  and  electrolyte  status.7  The  drugs 
which  were  administered  in  migraine  were  the 
diuretics,  meralluride,  and  aminophylline.  This 
presentation  deals  with  observations  which  were 
obtained  when  an  attempt  was  made  to  find  an 
answer  to  the  question  of  whether  or  not  the 


“antiretentional”  pharmacotherapy  which  was 
found  to  be  effective  in  migraine  is  effective  also 
in  angina  pectoris. 

Meralluride 

To  a group  of  patients  meralluride  (Mercuhy- 
drin)  was  given  intramuscularly,  weekly  as  a 
rule,  and  in  the  dose  of  1 cc. 

Case  1. — I.  L.,  male,  age  sixty-eight,  had  suf- 
fered attacks  of  coronary  occlusion  nine,  five,  and 
three  years  ago.  He  had  had  pains  in  his  chest  and 
in  his  left  arm  on  effort  for  the  past  eleven  years. 
These  pains  were  relieved  by  nitroglycerin.  He 
had  had  diabetes  for  the  last  eleven  years,  with 
moderately  elevated  blood  sugar  and  sugar-free 
urine  on  a restricted  diet,  without  insulin.  Elec- 
trocardiogram showed  inverted  T waves  in  the 
second  standard  lead  and  in  leads  Vs  and  Vs  and 
elevated  ST  waves  in  leads  Vi  and  V2.  Following 
institution  of  meralluride  injections,  after  three 
weeks,  the  number  of  nitroglycerin  tablets  used 
weekly  was  reduced  from  the  previous  50  to  12. 

Case  2. — N.  S.,  female,  age  sixty-seven,  had 
known  of  the  presence  of  elevated  blood  pressure 
since  the  age  of  fifty-two.  Pressure  in  the  chest 
and  choking  sensation  on  effort  had  been  present 
for  the  last  two  years.  Blood  pressure  was  184/114 
mm.,  and  an  electrocardiogram  showed  concave 
ST!  and  ST2  waves,  a prominent  Q3  and  a diphasic 
T4.  Following  the  fifth  meralluride  injection,  pres- 
sure and  choking  disappeared  almost  completely, 
and  the  number  of  nitroglycerin  tablets  used 
weekly  was  reduced  from  the  previous  14  to  two. 
After  twelve  injections  the  treatment  was  discon- 
tinued, and  the  patient  remained  well  for  three 
months.  Subsequently  the  previous  condition  re- 
turned. 

Case  3. — M.  R.,  male,  fifty-six  years  of  age,  two 
years  ago  had  suffered  a hemiplegia  from  which  he 
had  recovered  almost  completely.  He  had  had 
pressure  in  his  chest  on  short  walks  and  at  night  for 
the  last  month.  Electrocardiogram  showed  residual 
changes  of  an  infarction,  such  as  inverted  Ti  and 
T2,  diphasic  T3,  inverted  P3,  and  inverted  T4.  After 
two  injections  of  meralluride  he  could  walk  without 
discomfort  and  he  slept  through  most  nights  without 
pain.  The  improvement  lasted  for  two  and  one- 
half  months.  Subsequently  a relapse  occurred  in 
the  presence  of  continuous  meralluride  therapy. 

Case  Jf. — A.  S.,  male,  age  fifty-nine,  for  the  last 
sixteen  years  complained  of  pains  in  his  chest  and 
shortness  of  breath  which  had  appeared  on  walking 
one  block.  Electrocardiogram  showed  low  Ti  and 
low  QRS  complexes  in  leads  II  and  III.  After 
three  meralluride  injections  he  had  complete  relief 
from  pain  on  walking.  Following  ten  injections  the 
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therapy  was  discontinued.  The  remission  lasted 
for  three  months. 

Case  5. — H.  G.,  female,  age  seventy,  for  the  last 
eighteen  years  had  had  diabetes  which  was  controlled 
by  diet  and  30  units  of  protamine  zinc  insulin  daily. 
Two  months  before  examination  pressure  in  her 
chest  and  choking  sensation  had  appeared  on  walk- 
ing, and  occasionally  at  night,  and  had  persisted 
since  then.  Electrocardiogram  showed  prolonged 
PR  interval  (0.24  seconds).  After  the  sixth  meral- 
luride  injection  the  nocturnal  attacks  disappeared 
and  she  had  less  pressure  in  her  chest  on  walking. 
After  seven  months  of  this  therapy  the  injections 
were  reduced  to  one  every  two  weeks.  There  was 
no  change  in  her  condition  for  two  years,  but  then 
the  pains  returned  in  then-  previous  severity.  They 
greatly  improved  again  when  the  frequency  of  the 
injections  was  increased  to  once  weekly.  At  this 
point  she  needed  two  or  three  nitroglycerin  tablets 
weekly. 

Case  6. — I.  S.,  female,  age  sixty-five,  for  the  last 
three  months  had  experienced  pains  in  her  chest  on 
walking  and  shortness  of  breath  at  night.  Electro- 
cardiogram showed  diphasic  Ti,  concave  ST2  and 
ST 3,  and  diphasic  T4.  Following  the  third  meral- 
luride  injection,  the  pressure  in  her  chest  on  walking 
and  the  difficult  breathing  at  night  disappeared. 
When,  after  ten  injections,  the  therapy  was  dis- 
continued, she  kept  feeling  well  for  two  months. 
Subsequently,  a relapse  to  the  previous  condition 
occurred. 

In  this  group  of  patients  meralluride  therapy 
was  followed  by  significant  clinical  response. 
Precordial  pain  on  effort  and  associated  symp- 
toms of  angina  pectoris  were  greatly  relieved,  and 
a considerable  reduction  took  place  in  the  number 
of  nitroglycerin  tablets  used  by  the  patients. 
The  remission  sometimes  occurred  after  two 
weeks  of  the  therapy  but  was  present  in  all 
patients  after  the  sixth  injection.  With  one  ex- 
ception the  remission  lasted  during  the  therapy 
and  for  a few  months  after  its  interruption.  In 
one  case  (Case  3)  after  significant  initial  improve- 
ment, a refractory  period  developed  during  active 
treatment. 

Aminophylline 

Applied  as  a vasodilator,  aminophylline  is  the 
most  frequently  employed  drug,  and  a very  useful 
one,  in  the  therapy  of  angina  pectoris.  Its  thera- 
peutic efficiency  does  not  need  further  discus- 
sion. Answer  was  sought,  however,  to  the  ques- 
tion as  to  whether  or  not  the  well-known  diuretic 
effect  of  the  drug  contributes  to  the  prevention  of 
the  symptoms  of  angina  pectoris.  In  an  attempt 
to  find  an  answer  to  this  question  consideration 
was  given  to  the  fact  that  if  the  therapeutic 
action  is  based  on  vasodilatation,  immediate  re- 
sponse can  be  expected  (as  with  nitroglycerin), 
while  an  effect  founded  on  diuresis  and  elimina- 
tion of  excess  liquids  from  blood  and  tissues  would 


call  for  delayed  response.  This  aspect  of  amino- 
phylline therapy  was  revealed  by  experience 
gained  in  migraine  where  the  drug  was  given 
as  a diuretic  and  where  maximal  clinical  response 
was  observed  after  its  administration  for  two  or 
three  months  only.7  An  answer  was  therefore 
sought  to  the  question  as  to  whether  or  not  pro- 
longed administration  of  the  drug  is  followed  by 
increasingly  manifest  improvement  in  angina 
pectoris. 

Case  7. — J.  W.,  male,  age  sixty-eight,  one  year 
ago  had  had  an  attack  of  severe  pain  in  his  chest 
which  had  required  hospitalization  and  which  had 
been  diagnosed  as  coronary  occlusion.  He  had 
had  pain  in  his  chest  on  effort  for  the  last  fifteen 
years.  Physical  examination  showed  dull  heart 
sounds  but  otherwise  normal  findings.  Electro- 
cardiogram revealed  a diphasic  T wave  and  a deep 
Q wave  in  the  second  standard  lead.  The  sedi- 
mentation rate  was  normal.  In  addition  to  nitro- 
glycerin, aminophylline,  0.2  Gm.,  was  administered 
three  times  a day.  The  pains  on  physical  exertion 
became  less  frequent  and  less  severe  so  that  the 
number  of  nitroglycerin  tablets  was  reduced  to 
seven  or  eight  tablets  weekly.  When  continuous 
administration  of  aminophylline  was  interrupted 
after  eight  months,  the  need  for  nitroglycerin  re- 
mained unchanged.  After  another  eight  months, 
administration  of  aminophylline  was  again  begun, 
and  four  months  later  the  patient  reported  that  he 
had  had  hardly  any  pains  so  that  he  had  used  only 
one  nitroglycerin  tablet  in  two  weeks. 

Case  8. — F.  B.,  male,  fifty-eight  years  of  age,  for 
the  last  two  weeks  had  had  choking  sensations  and 
chest  pain  on  working,  and  at  times  also  at  night. 
Physical  examination  showed  systolic  murmur  but 
no  other  abnormal  findings.  The  electrocardiogram 
was  normal.  When  aminophylline,  0.2  Gm.,  three 
times  a day,  was  given,  there  was  no  improvement 
at  first  for  three  weeks.  Subsequently,  a gradual 
improvement  took  place  until  after  three  months  of 
this  therapy  the  complaints  completely  disappeared. 

Case  9. — I.  W.,  male,  age  fifty-eight,  for  the  last 
year  had  had  pains  in  his  chest  on  slight  effort. 
Physical  examination  showed  nothing  remarkable. 
Electrocardiographic  findings  consisted  of  depressed 
ST  segments.  On  placebo  medication  seven  nitro- 
glycerin tablets  were  used  weekly,  on  the  average. 
When  the  placebo  was  replaced  by  aminophylline, 
0.2  Gm.,  three  times  a day,  an  immediate  improve- 
ment occurred,  and  the  average  number  of  the  nitro- 
glycerin tablets  dropped  to  two  tablets  weekly. 
After  three  months  the  number  dropped  to  one 
nitroglycerin  in  a week,  and  after  five  months  of 
continuous  aminophylline  administration  it  dropped 
to  one  nitroglycerin  tablet  every  other  week,  and  he 
could  walk  twenty  blocks  without  any  discomfort. 

Case  10—  D.  L.,  male,  age  forty-three,  com- 
plained that  on  effort  he  had  had  pains  in  his  chest 
and  numbness  in  both  arms  during  the  last  few 
weeks.  While  physical  examination  showed  noth- 
ing noteworthy,  the  electrocardiogram  disclosed 
elevated  and  concave  ST  segments  in  the  standard 
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leads  I and  II.  Administration  of  aminophylline, 
0.2  Gm.,  three  times  a day,  was  begun,  and  the 
patient  reported  two  weeks  later  that  the  pains  had 
become  shorter,  less  intense,  and  less  frequent. 
After  two  more  weeks  the  complaints  completely 
disappeared. 

Case  11. — H.  B.,  male,  fifty-one  years  old,  two 
weeks  previously  had  had  severe  pain  in  the  chest 
and  vomiting.  Since  that  time  less  severe  pains  had 
occurred  on  walking.  Electrocardiogram  taken  two 
days  after  the  first  attack  showed  isoelectric  T 
wave  in  standard  lead  I,  but  normal  findings  were 
obtained  on  electrocardiographic  examination  two 
weeks  later.  At  that  time  the  sedimentation  rate 
was  19  mm.  (Westergren).  Aminophylline,  0.2 
Gm.,  three  times  a day,  was  given,  and  two  months 
later  he  reported  an  improvement  of  the  intensity  of 
pains  which  now  occurred  on  walking  after  meals 
only.  At  this  time  the  administration  of  the  drug 
was  discontinued  for  three  months.  During  this 
period  there  was  no  change  in  his  condition.  When 
aminophylline  administration  was  again  begun,  all 
complaints  disappeared  two  months  later. 

These  observations  show  that  at  least  in  some 
cases  of  angina  pectoris  a delayed  therapeutic 
response  follows  administration  of  aminophylline. 
They  also  show  that  even  in  the  presence  of 
immediate  response  the  improvement  may  mani- 
fest itself  to  a greater  extent  if  the  drug  is  ad- 
ministered for  prolonged  periods.  These  findings 
favor  the  assumption  that  diuretic  effects  of 
aminophylline  contribute  to  the  clinical  response. 
It  is  known,  however,  that  in  30  or  40  per  cent 
of  the  cases  patients  who  suffer  from  angina  pec- 
toris do  not  respond  to  this  form  of  therapy.  In 
fact,  in  one  patient  (Case  21)  angina  pectoris 
developed  while  he  had  been  taking  aminophyl- 
line which  was  given  for  migraine  for  over  a year 
continuously.  Possibly  some  of  these  patients 
who  are  refractory  to  aminophylline  may  be 
found  amenable  to  control  by  the  previously  dis- 
cussed diuretic  principle  represented  by  the  mer- 
curial preparation. 

Combined  Administration  of  Meralluride 
and  Aminophylline 

Meralluride  was  injected  intramuscularly  once 
weekly  and  in  the  dose  of  1 cc.,  as  a rule,  while 
aminophylline  was  given  orally,  0.2  Gm.,  three 
times  a day  or  in  the  form  of  rectal  suppositories 
(0.5  Gm.). 

Case  12. — J.  S.,  male,  age  sixty-three,  complained 
of  chest  pains  on  walking  one  block  or  on  climbing 
stairs,  particularly  after  meals.  These  complaints 
had  been  present  for  the  last  six  years.  His  blood  pres- 
sure was  170/100  mm.  The  electrocardiogram  was 
normal.  On  combined  meralluride  and  aminophyl- 
line therapy  the  pains  disappeared  in  two  weeks, 
and  he  could  walk  long  distances  and  climb  stairs 
without  stopping. 


Case  IS. — H.  S.,  female,  age  sixty-one,  had  had 
pains  in  her  chest  and  choking  sensation  on  walking 
or  on  climbing  stairs  for  the  last  two  years.  The 
blood  pressure  was  200/90  mm.  The  electrocardio- 
gram was  normal.  Following  administration  of 
aminophylline  in  rectal  suppositories  and  weekly 
injections  of  meralluride,  her  condition  improved  in 
three  weeks  to  the  extent  that  she  could  walk  or 
climb  stairs  without  discomfort. 

Case  14- — E.  S.,  female,  age  sixty-one,  had  had 
mild  diabetes  for  nine  years,  the  urine  being  mostly 
sugar-free  without  insulin.  For  the  last  one  and 
one-half  years  she  had  had  pain  in  her  chest  and 
choking  sensation  on  slight  effort.  These  complaints 
were  relieved  by  nitroglycerin  tablets  of  which  she 
used  three  daily,  on  the  average.  Blood  pressure 
was  160/90  mm.  Blood  sugar  was  170  mg.  Elec- 
trocardiogram showed  isoelectric  Ti  and  inverted 
T>  and  T3.  Aminophylline  was  administered  in  the 
form  of  rectal  suppositories  every  other  night.  This 
was  followed  by  a reduction  of  the  need  for  nitro- 
glycerin to  two  tablets  daily.  After  six  weeks  of 
this  therapy,  the  rectal  suppositories  were  discon- 
tinued, and  oral  aminophylline  administration  and 
weekly  meralluride  injections  were  begun.  After 
twTo  weeks  of  this  treatment,  the  patient  needed 
only  one  nitroglycerin  tablet  daily,  and  after  twelve 
weeks,  only  four  nitroglycerin  tablets  weekly,  and 
she  could  walk  long  distances  without  pain. 

Case  15. — J.  H.,  female,  age  sixty-five,  four  years 
ago  and  five  months  ago  had  had  attacks  of  coronary 
occlusion.  Since  the  first  attack,  she  had  had  pres- 
sure in  her  chest  on  short  w'alks,  particularly  in  cold 
weather.  Electrocardiogram  showed  isoelectric  T3. 
On  combined  therapy  there  wras  an  almost  immediate 
improvement,  and  she  could  wralk  long  distances 
without  discomfort.  After  four  weeks  all  complaints 
disappeared.  The  therapy  was  continued  for  eight 
months  with  no  relapses,  except  when  the  meral- 
luride injections  were  delayed  for  a few  days.  Dis- 
continuation of  aminophylline  left  the  improvement 
uninfluenced. 

Case  16. — S.  B.,  male,  age  sixty-three,  complained 
of  pains  in  his  chest  on  fast  walking  for  the  last  one 
and  one-half  years.  The  pains  were  relieved  when 
he  stopped  walking  or  took  a nitroglycerin  tablet. 
He  had  experienced  pains  across  his  chest  during  the 
last  three  nights,  obtaining  relief  from  an  upright 
position.  Electrocardiogram  showed  inverted  Ti, 
diphasic  T2,  and  deep  Q3  waves.  On  combined 
therapy  his  complaints  disappeared  in  twro  weeks, 
but  when  the  therapy  was  discontinued  after  the 
sixth  week,  all  symptoms  returned  in  two  months. 

Case  17. — F.  H.,  female,  eighty-four  years  of  age, 
for  the  last  six  months  had  had  choking  sensation 
and  pains  in  her  chest  and  arms  on  the  slightest 
effort.  These  complaints  were  relieved  by  nitro- 
glycerin tablets  of  which  she  used  100  weekly,  on  the 
average.  Blood  pressure  was  190/100  mm.  Elec- 
trocardiogram showed  depressed  STi  and  ST?  waves 
and  a small  Q in  lead  III.  On  combined  therapy  the 
number  of  nitroglycerin  tablets  was  reduced  from 
the  previous  100  to  six  in  a week.  Because  of  a trip 
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to  the  West  Coast,  the  injections  were  interrupted 
after  ten  weeks  of  this  treatment,  while  the  patient 
continued  taking  the  aminophylline  tablets.  The  re- 
mission lasted  for  another  five  weeks,  and  during 
this  period  she  did  not  need  more  than  two  nitro- 
glycerin tablets  weekly.  At  this  point  she  experi- 
enced severe  pain  in  her  chest  which  lasted  for  a 
few  hours,  obtaining  no  relief  from  nitroglycerin. 
Subsequently,  the  need  for  nitroglycerin  tablets  rose 
to  30  in  a week.  Two  and  one-half  months  after 
cessation  of  the  meralluride  injections  she  returned 
from  the  trip,  and  an  electrocardiogram  taken  at 
that  time  showed  inverted  T2  and  T3  waves  with  Q3, 3 
mm.  in  depth.  Meralluride  injections  were  given 
again,  and  following  the  third  injection  the  number 
of  nitroglycerin  tablets  was  reduced  again  to  three 
tablets  weekly.  When  aminophylline  was  discon- 
tinued, there  was  an  increased  need  for  nitroglycerin, 
necessitating  the  weekly  use  of  20  tablets.  When, 
after  three  weeks  of  interrupted  aminophylline 
administration,  the  drug  was  given  again,  together 
with  the  meralluride  injections,  she  needed  no  more 
than  two  nitroglycerin  tablets  weekly  and  could 
walk  for  two  hours  without  discomfort. 

Case  18. — J.  M.,  male,  sixty-six  years  of  age,  com- 
plained of  chest  pain  and  choking  sensation  on 
walking  one  block,  and  frequently  at  night.  Elec- 
trocardiogram showed  isoelectric  T3.  His  nights 
became  undisturbed  by  pains  almost  immediately 
after  aminophylline  administration  was  begun,  but 
walking  remained  unimproved.  When  meralluride 
injections  were  added,  all  pains  on  walking  dis- 
appeared after  the  first  injection. 

Case  19.- — B.  H.,  female,  fifty-five  years  of  age, 
had  had  pains  in  the  left  side  of  her  chest  and  left 
arm  on  walking,  and  occasionally  at  night,  for  the 
last  five  or  six  years.  She  used  from  ten  to  14  nitro- 
glycerin tablets  weekly.  On  one  occasion  she  had 
experienced  severe  pains  in  her  chest  for  hours;  the 
pains  had  been  stopped  by  a morphine  injection 
given  by  a physician.  Electrocardiogram  taken  at 
that  time  was  said  to  have  been  normal,  but  she  was 
kept  in  bed  for  two  weeks.  Physical  examination 
showed  normal  conditions,  and  the  electrocardio- 
gram was  normal  also.  On  administration  of 
aminophylline  the  number  of  nitroglycerin  tablets 
was  reduced  to  seven  in  a week.  When  injections  of 
meralluride  were  added,  further  reduction  to  three 
or  four  nitroglycerin  tablets  in  a week  occurred. 
Interruption  of  aminophylline  administration  was 
followed  by  increased  need  for  nitroglycerin  up  to 
ten  tablets  weekly,  but  it  dropped  to  the  previous 
level  of  three  or  four  tablets  when  aminophylline 
administration  was  again  added  to  the  injection 
therapy. 

Case  20. — J.  L.,  male,  age  forty-eight,  both  of 
whose  parents  had  died  of  coronary  disease,  for  the 
last  two  years  had  experienced  pressure  in  the  mid- 
dle of  his  chest  on  walking,  particularly  after  meals. 
Relief  obtained  from  aminophylline  was  not  signifi- 
cant. Two  weeks  previous  to  examination  he  had 
experienced  at  night  an  attack  of  palpitation,  per- 
spiration, and  shortness  of  breath,  which  lasted  for 
fifteen  minutes.  Examinations  which  had  been 


performed  by  his  physician  showed  normal  findings, 
including  normal  electrocardiograms,  but  after 
exercise  tolerance  test  there  appeared  slight  changes 
in  the  ST  segments  in  leads  II  and  III.  On  com- 
bined aminophylline  and  meralluride  therapy  the 
pressure  in  his  chest,  which  occurred  on  walking, 
disappeared  after  the  third  injection.  After  ten 
weeks  of  this  treatment,  both  the  oral  medication 
and  the  injections  were  discontinued.  According 
to  information  received  three  months  after  cessation 
of  the  therapy,  his  previous  complaints  had  not  re- 
turned. 

Case  21. — E.  H.,  male,  fifty-nine  years  of  age, 
had  known  of  the  presence  of  elevated  blood  pressure 
for  the  last  two  and  one-half  years.  For  the  last 
two  years  he  had  been  taking  aminophylline  con- 
tinuously. This  was  administered  for  a severe 
migraine  from  which  the  patient  had  been  suffering. 
One  year  ago  during  the  winter  months,  and  again 
for  the  last  two  months,  he  had  experienced  pains  in 
his  upper  chest  and  his  left  arm,  with  choking  sensa- 
tion, particularly  on  walking,  but  occasionally  also  at 
night.  Examinations  showed  a blood  pressure  of 
240/120  mm.  and  a hypertensive  heart  with  left 
ventricular  enlargement.  Electrocardiogram  re- 
vealed the  following:  QRS,  0.12  second;  deep  STi; 
inverted  P2  and  P3.  While  aminophylline  adminis- 
tration was  continued,  meralluride  injections  were 
begun.  After  the  third  injection  the  chest  pains 
disappeared,  and  only  an  occasional  choking  sensa- 
tion on  walking  in  cold  weather  after  a meal  was 
experienced,  with  relief  from  nitroglycerin.  When, 
after  12  injections,  only  aminophylline  administra- 
tion was  continued,  for  four  weeks  he  had  no  com- 
plaints whatsoever,  and  no  nitroglycerin  was  needed. 
Subsequently,  his  previous  complaints  returned,  and 
he  used  20  nitroglycerin  tablets  weekly.  When  the 
injections  of  meralluride  were  again  given,  there  was 
an  immediate  improvement,  with  absolute  freedom 
from  all  complaints  after  the  second  injection. 

Case  22. — S.  G.,  male,  age  sixty,  for  the  last  six 
months  had  had  pressure  in  the  middle  of  his  upper 
chest  and  difficult  breathing  on  walking  five  or  six 
blocks  or  climbing  one  flight  of  stairs.  His  blood 
pressure  was  158/90  mm.;  the  left  ventricle  of  the 
heart  was  moderately  enlarged.  Electrocardiogram 
showed  a Qj  of  1 mm.  and  notched  and  slurred 
QRS  complexes.  Combined  aminophylline  and 
meralluride  therapy  was  followed  by  almost  imme- 
diate disappearance  of  the  pressure  in  his  chest, 
which  did  not  manifest  itself  even  when  he  walked 
for  one  hour.  Choking  sensations  also  disappeared 
after  the  third  injection,  with  no  recurrence  to  date 
(three  months). 

Case  23.— M.  H.,  male,  sixty-eight  years  of  age, 
five  years  ago  had  had  an  attack  of  severe  pain  in  his 
arms,  and  had  been  kept  in  bed  under  an  oxygen 
tent.  Since  then,  he  had  had  pains  in  his  chest  and 
arms  on  effort  (walking,  urination,  and  bowel  move- 
ments) but  also  when  resting.  He  had  been  using  20 
nitroglycerin  tablets  weekly.  Examination  showed  a 
systolic  murmur  over  the  apex  of  the  heart.  He  had 
a glycosuria  of  1 per  cent  and  a blood  sugar  of  130 
mm.,  on  a diet  from  which  only  saccharose  was  ex- 
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eluded.  Electrocardiogram  revealed  low  Ti,  iso- 
electric T2.  No  improvement  followed  the  adminis- 
tration of  meralluride  alone  or  combined  with 
aminophylline. 

Case  1.  (/.  L.) — The  history  of  this  patient  was 
described  in  the  group  of  patients  having  had  meral- 
luride injection  therapy.  Accordingly,  following  this 
therapy  12  nitroglycerin  tablets  were  needed  weekly 
as  against  the  previous  50  tablets.  Additional 
aminophylline  was  administered  at  one  time  for  five 
months.  During  this  period  the  patient  was  free  of 
complaints  so  that  there  was  no  need  for  nitroglyc- 
erin. When  aminophylline  was  discontinued,  his 
condition  returned  to  its  previous  state. 

Case  2.  ( N . S.) — This  patient,  described  in  the 
group  treated  by  meralluride,  experienced  consider- 
able improvement  following  this  therapy,  but  three 
months  after  the  injections  were  stopped  her  com- 
plaints returned  with  greatly  increased  severity  so 
that  she  used  70  nitroglycerin  tablets  weekly. 
When  combined  administration  of  meralluride  and 
aminophylline  was  now  begun,  in  one  week  the  num- 
ber of  nitroglycerin  tablets  was  reduced  to  one  a 
day,  while  in  another  wreek  all  complaints  ceased 
and  there  was  no  need  for  nitroglycerin  at  all. 

Case  6.  (/.  S.)— As  described  above  in  the  group 
of  patients  treated  with  meralluride,  this  patient 
experienced  considerable  improvement  in  her  con- 
dition; however,  her  complaints  returned  two 
months  after  the  meralluride  injections  wrere  dis- 
continued. On  aminophylline  administration  alone 
no  improvement  occurred  in  five  weeks.  When 
weekly  meralluride  injections  were  added  after  the 
fourth  injection,  the  complaints  disappeared  almost 
completely. 

These  case  histories  show7  that  with  the  excep- 
tion of  one  completely  refractory  case  (Case  23) 
significant  relief  followed  combined  administra- 
tion of  aminophylline  and  meralluride  in  all  in- 
stances. In  general,  it  seems  that  with  rare  ex- 
ceptions the  therapeutic  response  remains  sub- 
maximal  on  the  administration  of  the  one  or  the 
other  drug  alone  and  reaches  maximal  propor- 
tions on  combined  therapy. 

The  remissions  outlast  the  therapy  by  a few 
weeks  or  a few  months.  This  result  is  in  contrast 
to  the  longer  remission  which  can  be  had  by  the 
same  treatment  in  migraine.  The  relative  brevity 
of  remission  in  angina  pectoris  after  the  cessation 
of  therapy  seems  to  indicate  the  need  for  con- 
tinuous treatment  similar  to  the  continuous  treat- 
ment with  these  drugs  in  decompensated  con- 
gestive heart  failure.  This  conclusion  also  fol- 
lows from  observations  made  in  the  group  of 
patients  here  presented,  which  would  seem  to 
show  the  efficacy  of  continuous  therapy,  particu- 
larly with  meralluride,  in  the  prevention  not  only 
of  angina  pectoris  but  also  of  such  cardiac  epi- 
sodes as  coronary  insufficiency  or  occlusion.  For 
statistical  evaluation,  observations  on  more  ma- 
terial are  necessary,  but  it  is  noteworthy  that 


Table  I. — Summaby  of  Cases 


Case 

/-Angina  on 
Before 

Effort*-% 

After 

^Nitroglycerin-^ 
Before  After 

M eralluride 

1 (I.  L.) 

+++ 

+ 

50 

12 

2 (N.  S.) 

++  + 

4" 

14 

2 

3 (M.  R.) 

+ + + 

+t 

+++** 

4 (A.  S.) 

+++ 

— 

5 (H.  G.) 

+ 

2 or  3 

6 (I.  S.) 

+++ 

- 

Meralluride  and  Aminophylline 

12  (J.  S.) 

+ + 

_ 

13  (H.  S.) 

4-  + 

— 

14  (E.  S.) 

+++ 

+ 

20 

4 

15  (J.  H.) 

++ 

— 

16  (S.  B.) 

4-  4- 

— 

17  (F.  H.) 

+++ 

+ 

100 

2 

18  (J.  M.) 

+++ 

— 

19  (B.  H.) 

+++ 

++ 

10  to  14 

3 to  4 

20  (J.  L.) 

++ 

— 

21  (E.  H.) 

++ 

— 

20 

none 

22  (S.  G.) 

4-  4- 

— 

23  (M.  H.) 

+++ 

+++ 

20 

20 

1 (I.  L.) 

+++ 

— 

50 

none 

2 (N.  S.) 

+++ 

— 

70 

none 

6 (I.  S.) 

+++ 

— 

* The  symbol  + + + denotes  severe,  + + moderate,  + 
mild,  and  — absent  (angina  on  effort). 

t Response  during  the  first  two  and  one-half  months  of 
therapy. 

**  Response  after  the  first  two  and  one-half  months  of 
therapy. 


coronary  insufficiency  or  occlusion,  which  oc- 
curred in  six  patients,  occurred  only  when  the 
mercurial  diuretic  was  either  never  employed  or 
was  discontinued  from  four  to  six  weeks  before 
the  episode.  Aminophylline  does  not  seem  to 
afford  such  protection  because  four  of  these  six 
instances  of  coronary  insufficiency  or  occlusion 
developed  during  prolonged  administration  of  the 
drug,  and  in  one  instance  angina  pectoris  mani- 
fested itself  in  a patient  although  he  had  been 
given  aminophylline  for  his  migraine  for  more 
than  one  year. 


Summary 

1 . Intramuscular  meralluride  injections  alone, 
but  particularly  in  combination  with  oral  or  rectal 
administration  of  aminophylline,  are  followed  by 
significant  relief  of  the  symptoms  of  angina  pec- 
toris in  the  great  majority  of  patients.  The  relief 
which  was  noted  in  19  out  of  21  therapeutic 
trials  manifested  itself  in  greater  tolerance  to  exer- 
cise and  in  reduction  of  the  need  for  nitroglycerin. 

2.  In  some  cases  of  angina  pectoris,  adminis- 
tration of  aminophylline  is  followed  by  a thera- 
peutic response  which  is  manifest,  or  fully  mani- 
fest, only  after  prolonged  treatment. 
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THE  INTERRELATIONSHIP  BETWEEN  BLEPHAROCONJUNCTIVITIS 
AND  CHRONIC  SINORESPIRATORY  INFECTIONS 

Samuel  J.  Prigal,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  Department  of  Medicine  {Allergy),  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


FOR  the  past  few  years  the  writer  has  con- 
cerned himself  with  the  problem  of  sino- 
respiratory  infection.  It  became  apparent  early 
in  the  course  of  investigation  that  the  fundamental 
problem  was  not  one  of  control  of  the  infection, 
since,  as  a rule,  this  responded  very  well  to  anti- 
biotic therapy.  The  problem  rather  was  how  to 
keep  the  patient  well,  how  to  prevent  the  inevit- 
able reinfection  or  the  acute  exacerbations  of  a 
existing  low-grade  chronic  infection.  In  searching 
for  the  explanation  of  these  repeated  reinfections, 
the  possibility  of  the  existence  of  a carrier  state 
within  the  family  and  the  phenomenon  of  conta- 
gion was  considered.  This  explanation  to  a large 
extent  was  verified  by  laboratory  studies  in 
which  a number  of  patients’  families  where  con- 
tagion was  suspected  were  investigated.1  Cul- 
tures taken  from  members  of  the  family  revealed 
the  tendency  of  certain  organisms  to  establish  a 
more  or  less  continuous  tenancy  within  the  family 
group,  producing  symptoms  in  some,  although 
most  individuals  were  asymptomatic.  These 
presumably  could  act  as  carriers. 

Looking  further  for  sources  of  reinfection,  it 
was  noted  that  some  patients  showed  evidence 
of  blepharitis  or  blepharoconjunctivitis,  as  a rule 
not  troublesome  to  the  patient  and,  therefore, 
untreated.  Cultures  taken  from  these  sites  of  in- 
fection most  often  yielded  organisms  identical 
to  those  cultured  from  the  respiratory  tract, 
thereby  suggesting  a possible  interrelationship  be- 
tween these  two  infections.  In  a few  instances  in- 
fection of  the  skin  was  correlated  with  those  of  the 
eye  and  respiratory  tract.  At  times  it  was  noted 
that  the  patient  did  not  have  any  infections 
about  the  eye,  but  eye  infection  was  present  in 
some  closely  related  member  of  the  family  with 
whom  there  was  intimate  contact.  For  these 
reasons,  a study  was  made  of  the  role  of  infections 
about  the  eye  in  relationship  to  respiratory  infec- 
tions, the  results  of  which  are  reported  here. 

Material 

Twenty-three  patients  with  concomitant  eye 
and  respiratory  infections  were  observed,  along 
with  two  children  in  whom  there  was  no  asso- 
ciated eye  infection  but  whose  mothers  suffered 

This  paper  won  second  prize  in  the  Essay  Contest  sponsored 
by  the  Mississippi  Valley  Medical  Association,  in  1952. 

This  is  the  third  of  a series  of  Btudies  on  the  "Bacterio- 
logic  and  Epidemiologic  Approach  to  the  Treatment  of 
Sinorespiratory  Infections.” 


TABLE  I. — Analysis  of  Patients  Displaying  Some 
Relationship  Between  Respiratory  and  Eye  Infections 


Number 


Cases  investigated  25 

Females  12 

Males  13 

Adults  14 

Children  1 1 

Cases  displaying  concomitant  respiratory  and  eye 

infections  23 

Cases  with  concomitant  respiratory,  eye,  and  skin 

infections  2 

Cases  where  eye  infections  coexisted  in  both  the 

patient  and  another  member  of  the  family  8 

Involving  patient  and  mother  6 

Involving  patient  and  father  1 

Involving  two  adults  1 


from  either  conjunctivitis  or  blepharitis.  Of 
these  25  patients,  19  were  studied  by  bacteriologic 
methods,  and  in  13  instances  it  was  possible  to 
correlate  infections  in  and  about  the  eye  of  the 
patient  and/or  a closely  related  member  of  the 
family  with  the  respiratory  infection  of  the  pa- 
tient. In  two  other  cases  the  correlation  was  not 
complete;  although  similar  organisms  were  cul- 
tured, they  differed  as  to  hemolytic  response. 
Tables  I and  II  summarize  the  study. 

The  patients  investigated  ranged  in  age  from 
one  to  sixty-three  years,  the  group  being  approxi- 
mately evenly  divided  between  males  and  females 
and  between  adults  and  children  (Table  I).  Only 
two  cases  were  noted  in  which  the  patient  did 
not  have  a concomitant  blepharitis  or  blepharo- 
conjunctivitis, since  the  primary  search  was  for 
concomitant  eye  and  respiratory  infections.  T wo 
patients  were  encountered  with  skin  infections 
along  with  infections  of  the  eye  and  respiratory 
tract.  In  one  instance  this  was  the  major  com- 
plaint of  the  patient  (Case  4). 

In  eight  instances  blepharitis  was  encountered 
in  the  patient  and  one  other  member  of  the  family. 
Six  times  the  relationship  was  mother  and  child, 
and  in  only  one  case  was  the  father  implicated. 
Undoubtedly  the  relationship  between  mother 
and  child  is  the  more  intimate  and  the  one  more 
likely  to  result  in  contagion.  The  remaining  case 
involved  husband  and  wife. 

Table  II  details  the  bacteriologic  studies.  Of 
the  19  cases  investigated  there  was  a commonality 
of  organisms  between  the  respiratory  and  eye  in- 
fections in  13  patients.  Two  more  patients  on 
culture  presented  morphologically  identical  or- 
ganisms from  both  sites  of  infection,  but  the  or- 
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TABLE  II.— Bacteriologic  Studies  Suggesting  Rela- 
tionship Between  Respiratory  and  Eye  Infections 


Number 


Cases  investigated  by  culture  19 

Cases  showing  bacteriologic  relationship  be- 
tween respiratory  and  eye  infections  13 

Cases  showing  no  bacteriologic  relationship  be- 
tween respiratory  and  eye  infections  4 

Cases  showing  doubtful*  relationship  between 

respiratory  and  eye  infections  2 

Organisms  involved  where  correlation  was  noted 

Hemolytic  staphylococcus  9 

Hemolytic  streptococcus  1 

Hemolytic  staphylococcus  and  streptococcus  1 

Pseudomonas  1 

Proteus  vulgaris  1 


* Organisms  were  identical  morphologically  but  differed  in 
hemolytic  activity. 


ganisms  differed  in  their  hemolytic  activity.  The 
relationship,  therefore,  was  considered  doubtful. 
The  remainder  (4  cases)  showed  no  common 
flora. 

The  most  frequent  organism  encountered  in  the 
13  cases  where  correlation  was  noted  was  the 
hemolytic  staphylococcus,  which  was  cultured 
nine  times  singly,  and  once  in  combination  with  a 
hemolytic  streptococcus.  This  fact  is  not  sur- 
prising since  this  organism  is  ubiquitous  and  so 
frequently  associated  with  chronic  infections  of  a 
superficial  nature. 

Case  Reports 

The  following  case  histories  exemplify  the  prob- 
lems involved  and  the  methods  pursued  in  the  in- 
vestigation: 

Case  1. — M.  G.,  male,  age  five,  first  seen  in  April. 
1949,  was  referred  for  skin  testing  because  of  a 
severe  cough,  over  three  years  in  duration,  occa- 
sionally associated  with  wheezing.  This  cough  was 
perennial,  and  was  usually  aggravated  by  frequent 
colds.  The  family  history  disclosed  that  the  father, 
as  a child,  had  been  subject  to  the  same  complaints, 
which  ultimately  had  ended  in  asthma  lasting  to 
adulthood.  The  past  history  revealed  that  in  the 
first  year  of  life  the  patient  had  had  eczema  of  un- 
known origin,  which  lasted  for  six  months.  It  was 
related  that,  following  a cold  in  the  winter  of  1945, 
the  patient’s  ears  became  infected.  Simultaneously 
he  developed  a cough,  and  this  was  so  severe  at  times 
as  to  disturb  his  sleep  and  schooling. 

The  physical  examination  revealed  blepharitis  bi- 
laterally. The  mucous  membrane  of  the  nose  was 
inflamed,  and  the  throat  was  granular;  a postnasal 
drip  wras  noted.  The  tonsils  were  enlarged,  and  the 
anterior  cervical  lymph  nodes  were  palpable  bi- 
laterally. The  chest  revealed  no  abnormalities  on 
auscultation  or  fluoroscopy.  Cultures  taken  from 
the  throat  disclosed  a hemolytic  Staphylococcus 
aureus  as  the  predominant  organism,  with  occasional 
streptococci  and  diphtheroids  noted  as  well.  The 
nose  yielded  the  same  active  beta  hemolytic  staphy- 
lococcus in  pure  culture,  which  was  sensitive  to 
penicillin  and  bacitracin  but  not  to  streptomycin  and 
sulfacetimide.  Pharyngeal  cultures  of  the  mother 
and  father  did  not  reveal  the  hemolytic  staphylococ- 


cus. Cultures  taken  from  the  patient’s  eyelids  dis- 
closed the  dominant  organism  (a  contaminant)  to  be 
Bacillus  subtilis  and  occasional  hemolytic  staphylo- 
cocci. In  view  of  the  fact  that  the  father  had  been 
subject  to  blepharitis  since  early  childhood,  a 
culture  was  taken  from  his  eyelid,  and  it  yielded  a 
hemolytic  staphylococcus.  While  under  observation 
in  the  office,  the  child  sneezed,  and  the  father  pro- 
duced his  own  handkerchief  to  wipe  the  child’s  nose. 

The  conclusion  was  that  this  child  was  subject  to 
asthmatic  bronchitis  associated  with  chronic  rhino- 
pharyngitis. tonsillitis,  and  blepharitis.  Treatment 
with  penicillin  aerosol  resulted  in  a marked  reduction 
of  the  cough  in  the  first  week,  with  complete  cessa- 
tion of  all  symptoms  by  the  third  week.  There  was 
such  a decrease  in  the  size  of  the  tonsils  that  a tonsil- 
lectomy previously  scheduled  was  canceled.  The 
improvement,  however,  was  short-lived,  for  within 
two  weeks  he  had  a return  of  the  symptoms  following 
another  cold.  Further  treatment  was  directed, 
therefore,  not  onhr  at  the  child’s  respiratory  tract 
but  at  his  and  his  father’s  eyelids.  This  treatment 
consisted  of  the  application  of  bacitracin  oint  ment  for 
several  months.  Thereafter,  during  almost  four 
years  of  observation,  reinfections  became  infre- 
quent, less  disabling,  and  more  responsive  to 
therapy. 

Case  2. — O.  L.,  male,  age  forty-four,  was  seen  in 
September,  1950,  at  which  time  he  had  a number  of 
complaints  referable  to  the  nose  and  eye.  These 
complaints  included  nasal  stuffiness  and  a postnasal 
drip  since  early  childhood.  Concerning  the  eye.  he 
recalled  that  he  had  had  frequent  chalazions  as  a 
child,  and  had  had  four  operations  for  this  condi- 
tion in  the  past  twelve  years,  and  that  he  had  had  a 
chronic  blepharitis  for  about  eight  years.  The  past 
history  revealed  that  in  infancy  the  patient  had  been 
subject  to  repeated  upper  respiratory  infections, 
associated  with  croup.  Later  in  life  he  was  subject 
to  repeated  attacks  of  tonsillitis,  having  had  four 
attacks  of  quinsy. 

On  examination,  the  eyes  showed  congestion  of 
the  sclera  and  blepharitis  bilaterally,  with  flaky  crust- 
ing and  a marked  reduction  in  the  hair  of  the  lids. 
The  conjunctivae,  although  congested,  had  a dark 
blue  tinge,  which  the  patient,  a pharmacist,  con- 
sidered to  be  due  to  the  repeated  use  of  silver  solu- 
tions to  the  point  where  he  had  developed  localized 
argyria.  The  examination  of  the  nose  showed  a de- 
viated septum.  The  mucous  membranes  were 
violently  inflamed,  and  some  purulent  secretion  was 
noted.  The  pharynx  was  congested,  and  a thick 
purulent  postnasal  drip  was  in  evidence.  The  tonsils 
were  not  enlarged.  Cultures  taken  from  the  throat 
revealed  a hemolytic  staphylococcus,  a beta  hemo- 
lytic streptococcus,  and  diphtheroids.  The  hemolytic 
staphylococci  were  completely  insensitive  by  in  vitro 
testing  to  penicillin,  streptomycin,  aureomycin,  and 
terramycin.  Temporary  inhibition  was  shown  by 
bacitracin  for  the  first  six  to  eight  hours,  with  only 
partial  inhibition  in  twenty  to  twenty-four  hours. 
The  patient  had  previously  used  penicillin  exten- 
sively as  troches,  and  by  injection  and  ingestion. 
The  culture  taken  from  the  eye  revealed  the  same 
organisms,  hemolytic  streptococci  and  staphylo- 
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cocci.  Sensitivity,  however,  varied  in  that  both 
these  organisms  were  sensitive  to  penicillin,  bacitra- 
cin, and  streptomycin,  and  were  not  sensitive  to 
aureomycin,  and  showed  only  partial  and  temporary 
inhibition  by  terramycin.  The  patient  did  not  re- 
turn for  treatment. 

Case  3. — P.  F.,  male,  age  four,  was  first  seen  on 
June  12,  1947,  at  which  time  he  was  subject  to 
periodic  attacks  of  shortness  of  breath,  coughing, 
and  wheezing,  usually  associated  with  fever,  which 
were  about  two  years  in  duration  and  were  worse  in 
the  winter  time.  During  the  past  year  there  had 
been  five  episodes  of  this  kind. 

The  physical  examination  showed  the  boy  to  be 
undersized  and  underweight  for  his  age.  The 
breathing  was  entirely  oral  because  of  nasal  obstruc- 
tion caused  by  enlarged  turbinates.  No  purulent 
discharge  was  noted.  The  examination  of  the 
throat  revealed  congestion  of  the  pharynx  and  a 
postnasal  drip.  No  tonsillar  tissue  was  in  evidence. 
On  examination  of  the  chest  only  an  occasional  in- 
spiratory rale  was  noted;  there  were  no  expiratory 
rales  or  wheezing.  The  impression  was  that  the 
patient  was  subject  to  infective  asthmatic  bron- 
chitis. Shortly  thereafter  he  became  ill  with 
fever  and  an  acute  attack  of  asthma  and  was  hos- 
pitalized at  the  Flower  and  Fifth  Avenue  Hospitals. 
On  May  31,  1947,  following  a rise  in  temperature, 
x-ray  of  the  chest  revealed  several  areas  of  patchy 
infiltration,  indicative  of  a bronchopneumonic  proc- 
ess. X-ray  examination  of  the  sinuses  revealed  the 
maxillary  sinuses  to  be  clouded  bilaterally.  Labora- 
tory studies  revealed  the  presence  of  staphylococci 
and  Neisseria  catarrhalis,  as  cultured  from  the  nose 
and  throat,  sensitive  to  penicillin  and  streptomycin. 
Urinalysis,  electrocardiogram,  and  tuberculin  tests 
were  normal.  A leukocytosis  of  12,400  with  an 
eosinophilia  of  5 per  cent,  and  an  elevated  sedimen- 
tation rate  (32  mm.  per  hour  by  Cutler  method)  was 
reported.  Treatment  was  instituted  with  penicillin 
aerosol,  with  excellent  recovery  upon  discharge. 

In  February,  1951,  the  patient  was  seen  again 
for  the  same  complaints.  During  this  interval  of 
three  years  these  episodes  of  asthma  with  broncho- 
pneumonia and  fever  occurred  several  times  each 
year,  and  were  usually  responsive  to  penicillin.  In 
view  of  the  frequency  of  occurrence  of  infection,  it 
was  thought  advisable  to  look  for  the  possibility  of 
a carrier  state  within  the  family.  Cultures,  there- 
fore, were  taken  from  the  throats  of  the  patient,  his 
mother,  and  father,  and  in  all  three  instances  a 
pneumococcus  was  found.  The  staphylococcus 
originally  encountered  in  the  patient  was  not  in 
evidence.  It  was  noted  as  well  that  the  patient  had 
blepharitis  bilaterally,  as  did  his  mother,  who  has 
also  suffered  from  asthmatic  bronchitis  since  child- 
hood. Cultures  taken  from  the  eyelids  revealed  a 
hemolytic  staphylococcus  in  the  eye  of  the  mother 
and  child.  Treatment,  therefore,  was  instituted  for 
the  eyelids  of  both  the  mother  and  son,  and  special 
precautions  were  suggested  to  avoid  reinfection  from 
the  mother,  who  apparently  is  a carrier,  in  addition 
to  having  provided  the  hereditary  background  of 
allergy  for  the  patient. 

At  the  original  examination,  skin  testing  was  de- 


ferred since  infection  was  considered  the  primary  and 
possibly  sole  cause  of  his  asthma.  Subsequently, 
testing  with  inhalants  was  performed  which  revealed 
moderate  reactions  to  house  dust  and  feathers  in 
strong  concentration.  Clinically,  these  allergens 
could  not  be  positively  implicated  as  causative  fac- 
tors. Nevertheless,  since  the  patient  was  given  a 
series  of  injections  with  an  autogenous  vaccine  (as 
cultured  from  the  eye),  it  was  thought  advisable  to 
treat  with  these  antigens  as  well.  This  form  of 
immunotherapy,  in  conjunction  with  active  treat- 
ment of  the  blepharitis  of  both  mother  and  son,  has 
reduced  the  incidence  of  asthma  to  a point  where  it 
is  now  an  infrequent  occurrence  and  mild  in  nature. 
The  blepharitis  was  treated  for  six  months  with 
terramycin  ointment  and  resulted  in  a clinical  cure. 
A repeat  culture  in  March,  1952,  no  longer  showed 
the  presence  of  the  hemolytic  staphylococcus  on  the 
patient’s  eyelids. 

Case  4 ■ — Mrs.  H.  W.,  age  twenty-five,  was  seen  in 
March,  1951.  In  addition  to  hay  fever,  to  which  she 
had  been  subject  since  1945,  the  patient  com- 
plained of  repeated  superficial  infections.  As  a 
child,  between  the  ages  of  five  and  ten,  she  had  had 
repeated  styes.  Since  then  she  has  had  continuous 
blepharitis.  She  recalls,  as  well,  four  distinct  epi- 
sodes of  acute  conjunctivitis.  In  1950,  shortly  after 
the  birth  of  her  baby,  she  developed  a breast  ab- 
scess. At  the  same  time,  her  newly  born  daughter 
likewise  developed  a breast  abscess  which  necessi- 
tated operations  on  both  mother  and  child.  This 
was  followed  by  abscesses  under  both  arms  (of  the 
mother)  and  then  approximately  30  styes  and  small 
abscesses  scattered  over  the  body.  The  patient  has 
had  25  injections  with  staphylococcus  toxoid,  in 
addition  to  penicillin  repeatedly,  by  injection. 
Several  months  ago  she  had  an  infection  in  the  nose 
associated  with  a temperature  of  106  F.,  for  which 
she  was  given  aureomycin  orally  and  penicillin  by 
injection,  with  recovery.  The  baby,  (K.  W.)  thirteen 
months  old,  in  addition  to  the  breast  abscess  which 
she  had  when  she  was  eleven  days  old,  has  had  six 
styes  and  many  abscesses  over  the  gluteal  areas. 
The  husband  (H.W.)  eight  months  ago  began  to  de- 
velop styes  and  a furuncle  in  the  back  of  his  neck, 
which  ultimately  had  to  be  incised.  He  had  another 
episode  of  styes  two  months  ago,  and  now  he  has  an 
infection  on  his  left  eyelid.  It  is  of  interest  that 
other  members  of  the  family  show  similar  infections. 
A brother  and  sister-in-law  visited  with  the  W. 
family  and  spent  the  week  end  with  them.  Subse- 
quently, the  brother  developed  an  infection  in  the 
leg,  and  the  sister-in-law  began  to  develop  frequent 
styes.  Cultures  were  taken  from  various  focci  of  in- 
fection in  the  adult  members  of  the  W.  family,  and  it 
was  disclosed  that  Mrs.  W.  harbored  a hemolytic 
staphylococcus  in  association  with  Proteus  vulgaris; 
her  throat  showed  a pneumococcus  as  well.  The 
same  organism  was  harvested  from  the  husband’s 
pharynx.  The  draining  abscess,  however,  yielded  a 
nonhemolytic  Staphylococcus  aureus  in  combination 
with  the  P.  vulgaris,  the  identical  combination  cul- 
tured from  the  wife’s  eye.  Here  we  have  multiple 
organisms  causing  an  unusual  instance  of  intra- 
familial  contagion  and  infections  involving  the  nose, 
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eyelids,  breast,  and  skin  of  the  patient,  which  spread 
to  her  husband  and  her  child,  and  to  another  related 
family,  following  close  contact. 

Case  5. — L.  M.,  a female,  age  ten,  was  seen  in 
May,  1950,  with  asthma  of  five  years  duration.  A 
review  of  the  past  history,  plus  the  examination,  in- 
cluding a complete  allergic  investigation,  resulted  in 
the  conclusion  that  this  child’s  asthma  was  due  to 
sensitivity  to  a variety  of  pollens  as  well  as  molds, 
complicated  by  infection  in  the  upper  respiratory 
tract.  The  mucous  membranes  of  thenoseandthroat 
were  congested,  and  there  was  bilateral  cervical 
adenitis;  a stringy,  purulent  type  of  mucus  was  noted 
in  the  nose.  It  was  also  observed  that  the  child  was 
subject  to  blepharitis,  for  several  years.  In  view 
of  the  fact  that  the  asthma  was  frequent  and  severe, 
and  was  associated  with  numerous  bouts  of  upper 
respiratory  infections,  other  members  of  the  family 
were  investigated  for  the  existence  of  a possible 
carrier  state.  Two  sisters,  younger  than  the  patient, 
when  examined,  also  revealed  bilateral  cervical 
adenitis  with  hypertrophied  tonsils.  These  children, 
however,  were  not  ill  and  not  subject  to  frequent 
respiratory  infections.  The  father,  who  had  been 
subject  to  frequent  colds,  also  displayed  evidence  of 
a chronic  nasal  infection,  with  the  possibility  of  a 
low-grade  sinusitis.  The  mother  was  the  only  one 
in  the  family  group  who  showed  no  evidence  of  any 
respiratory  infection.  Culture  studies  of  the  entire 
family  group  were  therefore  undertaken  and  revealed 
the  following:  Four  members  of  the  family,  the 
patient,  her  two  sisters,  and  the  father,  yielded  a 
hemolytic  Staph,  aureus  on  culture  from  the 
pharynx,  the  only  exception  being  the  mother.  The 
same  organism  was  cultured  from  the  eyelid  of  the 
patient.  In  vitro  inhibition  tests  indicated  that  the 
growth  of  the  organism  was  inhibited  by  penicillin 
and  bacitracin. 

The  patient  was  given  a course  of  penicillin  and 
bacitracin  aerosol,  and  bacitracin  ointment  was 
applied  locally  to  the  eyelids.  In  view  of  the  dis- 
eased tonsils  of  both  younger  children,  treatment 
was  also  instituted  for  them  with  penicillin  and 
bacitracin  aerosol,  all  children  being  treated  simul- 
taneously by  flooding  of  the  bathroom  with  a long- 
lasting.  steam-generated  aerosol,  w-ith  propylene 
glycol  as  the  vehicle.2  The  father  was  also  treated, 
in  an  attempt  to  reduce  the  exposure  of  the  suscep- 
tible child.  As  a result  of  this  treatment  plus  allergic 
management,  the  attacks  of  asthma  became  infre- 
quent. Additional  treatment  by  the  prophylactic 
method,  as  previously  described,  was  applied  to  this 
patient  and  to  other  members  of  her  family.*  There 
has  been  no  asthma  for  the  past  six  months,  in  con- 
trast to  daily  asthma  in  the  past,  at  times  necessitat- 
ing injections  of  epinephrine  for  relief.  Treatment 
limited  to  allergic  management  had  been  fruitless. 

Comment 

The  role  of  intrafamilial  infection  and  conta- 
gion involving  sinorespiratory  disease  deserves 
more  consideration  in  clinical  practice.  It  seems 
logical  to  consider  the  possibility  of  contagion 
wherever  any  infectious  disease  is  considered, 


whether  acute  or  chronic.  Infection  as  a rule  im- 
plies contagion,  although  this  may  vary  in  degree, 
including  the  existence  of  a carrier  state.  This 
phenomenon  has  been  understood  for  many  years 
and  has  been  employed  in  consideration  of  such 
infections  as  typhoid  fever,  diphtheria,  and  the 
like.  These  diseases,  of  course,  received  prime 
consideration  in  view  of  the  serious  threat  to 
public  health.  However,  in  chronic  or  recurrent 
sinorespiratory  diseases,  where  the  threat  to 
public  health  is  less  obvious,  these  principles  often 
have  been  ignored.  The  question  is  not  so  much 
the  mortality  involved  as  the  morbidity.  Sino- 
respiratory disease  may  begin  early  in  childhood 
and  plague  the  patient  for  a lifetime. 

The  intrafamilial  occurrence  of  sinorespiratory 
infections  and  the  possible  role  of  the  carrier  state 
has  been  previously  reported.*  Twenty-six  of  the 
39  families  showed  baeteriologie  evidence  strongly 
suggestive  of  intrafamilial  contagion.  Recently 
we  studied  related  families,  seven  brothers  and 
sisters  and  their  children  living  in  separate  house- 
holds in  one  city,  in  which  there  was  a history  of 
considerable  sinorespiratory  infection,  and  this 
group  was  compared  with  a group  of  unrelated 
families,  in  which  there  was  no  history  of  chronic 
sinorespiratory  infections.4  The  ‘‘sick”  families, 
totaling  25  members,  disclosed  six  members  to 
have  had  blepharitis  or  blepharoconjunctivitis, 
whereas  the  normal  families,  totaling  48  indi- 
viduals, disclosed  no  obvious  eye  pathology  or 
other  focus  of  chronic  infection.  Pharyngeal 
cultures  from  the  25  members  of  the  “sick” 
families  yielded  63  organisms,  in  which  the 
hemolytic  staphylococcus  occurred  15  times 
(23  per  cent).  The  normal  families  comprising  4S 
individuals,  yielded  160  organisms  of  which  only  8 
(5  per  cent)  were  hemolytic  staphylococci.  This 
finding  confirms  the  original  observations  on  the 
intrafamilial  character  of  chronic  sinorespiratory 
infections,  and  implicates  the  hemolytic  staphylo- 
coccus, although  this  was  not  the  only  organism 
encountered. 

It  is  acknowledged  that  there  is  a distinct 
limitation  to  the  baeteriologie  method  employed. 
It  is  but  a single  method  of  culture  and  might 
conceivably  favor  growth  of  some  organisms  and 
deter  growth  of  others.  However,  the  culture 
material  employed  in  this  investigation  is  capable 
of  producing  growth,  even  from  small  quantities 
of  innoculum  of  most  pathogens  encountered  in 
sinorespiratory  infections.*  The  errors  in  this 
direction  are  minimal. 

.Although  an  organism  common  to  two  sites  of 
infection  in  the  body  may  be  identical,  it  need  not 
necessarily  be  concluded  that  one  source  is  con- 

* The  medium  was  a dextrose  phosphate  broth  supplied  by 
the  Albimi  Laboratories.  The  culture  studies  were  per- 
formed under  the  direction  of  Xorman  Molomut,  Ph.D.. 
Biological  Laboratories,  Brooklyn,  New  York. 
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tagious  for  the  other.  It  may  be  argued  that  this 
may  be  coincidental  and  have  no  clinical  signifi- 
cance, particularly  in  the  case  of  the  staphylo- 
coccus since  it  is  so  ubiquitous  and  readily  cul- 
tured from  many  sites.  In  13  out  of  19  instances, 
identical  organisms  were  cultured  from  both  the 
respiratory  tract  of  the  patient,  and  from  the  eye 
of  the  patient  or  from  a member  of  the  family. 
Such  high  incidence  of  correlation  strongly  indi- 
cates contagion  rather  than  coincidence.  From  a 
clinical  point  of  view,  this  fact  was  corroborated 
by  the  history  of  the  development  of  the  disease, 
and  by  the  fact  that  when  both  sites  of  infection 
were  treated  simultaneously,  the  clinical  results 
were  better. 

The  hemolytic  staphylococcus  was  encountered 
in  nine  of  13  instances  where  there  was  bacterio- 
logic  relationship  between  respiratory  and  eye  in- 
fections. This  finding  parallels  the  observations 
recorded  above  of  the  family  groups  in  which 
this  organism  was  encountered  approximately 
five  times  as  frequently  in  the  “sick”  families  as 
in  the  normal  families.  This  is  not  surprising 
since  this  organism  is  widely  distributed,  is  not 
readily  eradicated,  frequently  develops  resistance 
to  antibiotics,  and  does  not  readily  stimulate  suf- 
ficient immunity  on  the  part  of  the  host  to  elimi- 
nate it.  Therefore,  it  is  apt  to  produce  a chronic 
infection  in  either,  or  both,  respiratory  and  ocular 
organs.  This  can  be  combated  by  considering  the 
role  of  contagion  and  applying  hygienic  methods 
within  the  household,  by  preventing  infection  or 
reinfection  by  the  use  of  suitable  antibiotics, 
preferably  based  on  performance  of  in  vitro  in- 
hibition tests,  and  if  necessary,  by  stimulation  of 
the  host’s  resistance  by  the  injection  of  an  autog- 
enous vaccine. 

Of  special  interest  has  been  the  difference  in  in 
vitro  sensitivity  to  antibiotics  of  apparently  iden- 
tical organisms  isolated  from  two  different  sites  of 
infection  in  the  same  individual.  A staphylo- 
coccus from  the  eye  was  frequently  inhibited  by  a 
set  of  antibiotics  different  from  those  which  would 
inhibit  the  staphylococcus  cultured  from  the 
pharynx  of  the  same  patient.  It  might  be  argued 
that  this  fact  is  proof  that  the  organisms  were  not 
the  same,  but  this  is  not  necessarily  true,  since  it 
is  well  known  that  changes  in  environment  may 
modify  the  organisms  and  their  reactions,  includ- 
ing response  to  antibiotics.5  There  is  a con- 
siderable difference  between  the  environment  to 
which  the  organism  is  subjected  in  and  about  the 
eye  and  that  to  which  it  is  subjected  in  the  res- 
piratory tract.  It  is  possible,  therefore,  that  this 
difference  in  inhibition  testing  may  be  due  en- 
tirely to  environmental  factors.  This  fact  is 
important  clinically,  since  one  may  have  to 
employ  different  antibiotics  for  the  eye  and 
the  respiratory  tract  in  order  to  obtain  optimum 
results. 


It  is  not  easy  to  eradicate  a chronic  infection  in 
the  sinorespiratory  tract,  and  although  at  times 
it  may  be  helpful  to  remove  a focus  of  reinfection, 
such  as  chronic  conjunctivitis  or  blepharitis  in  the 
patient  or  in  a member  of  the  family,  it  is  im- 
portant to  consider  the  fact  that  the  patients  who 
develop  these  chronic  diseases  seem  to  lack  a 
proper  immunity  toward  these  organisms.  It  is 
not  uncommon  to  find  similar  organisms  by  cul- 
ture in  other  members  of  the  family,  without 
clinical  disease  (Case  5).  It  is  advisable,  there- 
fore, simultaneously  to  make  a vaccine  from  the 
organisms  cultured  at  both  sites  of  infection,  to 
be  administered  to  the  patient,  in  order  to  bolster 
his  immunity. 

It  has  been  difficult  at  times  to  determine  with 
accuracy  whether  the  infection  in  the  eye  pre- 
ceded the  respiratory  infection  or  whether  the 
reverse  was  true.  Many  patients  were  vague  as 
to  the  onset  and  duration  of  the  existing  blephari- 
tis. Most  adults  dated  this  to  early  childhood. 
Conjunctivitis  was  more  apt  to  be  dated,  particu- 
larly if  acute  episodes  were  encountered.  There 
were,  however,  patients  in  whom  the  only  evi- 
dence of  abnormality  was  a slight  accumulation 
of  pus  in  the  eye  on  arising  or  slight  itching  and 
scaling  about  the  margins  of  the  eyelids.  Where 
contagion  from  a parental  source  was  considered, 
and  this  usually  involved  the  mother,  the  bleph- 
aroconjunctivitis in  the  parent  antedated  the 
respiratory  infection  of  the  patient.  From  a 
clinical  point  of  view,  the  exact  origin  may  not  be 
fundamental  since  each  site  is  capable  of  infecting 
and  reinfecting  the  other,  and  both  have  to  be 
treated  simultaneously  for  maximum  results. 

This  study  began  with  a search  for  patients 
suffering  from  both  respiratory  and  eye  infections. 
This  later  was  extended  to  include  patients  in 
whom  chronic  or  repeated  respiratory  infections 
were  present  without  eye  complications,  but  who 
were  intimately  exposed  to  chronic  blepharo- 
conjunctivitis. Such  a possibility  should  be  con- 
sidered, particularly  in  children,  and  the  mother 
should  be  the  focus  of  attention.  It  is  insufficient 
merely  to  inspect  the  parents’  eyes,  since  we  have 
encountered  normal-looking  eyes  from  which 
have  been  cultured  potentially  pathogenic  organ- 
isms. Here  a positive  history  of  repeated  infec- 
tions in  the  eye  was  obtained  and  was  the  incen- 
tive for  the  culture. 

Most  of  the  patients  encountered  in  this  study 
were  allergic  patients.  This  finding  may  merely 
reflect  the  special  interest  of  the  writer.  It  would 
seem,  however,  that  there  is  a special  role  of  al- 
lergy in  this  instance.  The  allergic  patient  is  more 
prone  to  respiratory  infections.  In  addition,  par- 
ticularly where  the  allergen  is  an  inhalant  such 
as  pollen,  both  the  eyes  and  the  respiratory  tract 
are  involved,  and  because  of  the  itching  of  eyes 
and  nose  the  patient’s  hands  travel  frequently  be- 
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tween  these  organs.  The  possibilities  for  infec- 
tion and  reinfection  are  multiplied,  therefore. 

Summary  and  Conclusions 

Evidence  is  presented  which  indicates  that 
chronic  or  repeated  sinorespiratory  infections  are 
at  times  intimately  connected  with  low-grade 
chronic  infections  of  the  eye  or  lid.  Of  the  25 
patients  studied,  23  showed  concomitant  eye  and 
respiratory  infections,  and  two  patients  with 
chronic  sinorespiratory  infection  without  eye 
involvement  were  in  intimate  contact  with  a 
member  of  the  family  suffering  from  blepharitis 
or  blepharoconjunctivitis  and  presumably  a car- 
rier. Frequently,  identical  organisms  may  be  en- 
countered from  both  sites  of  infection;  this  was 
observed  in  13  of  19  patients  studied  by  culture. 
Presumably  each  site  may  act  as  a focus  of  rein- 
fection for  the  other.  This  fact  is  particularly 
true  for  allergic  individuals  where  a reaction  to  an 
inhalant,  such  as  a pollen,  involves  both  organs, 


inducing  intense  itching  requiring  frequent  ma- 
nipulation, and  thereby  spreading  the  infection 
from  one  organ  to  the  other.  In  the  13  cases 
where  bacteriologic  correlation  between  eye  and 
respiratory  infections  was  noted,  the  hemolytic 
staphylococcus  was  implicated  ten  times. 

Where  an  individual,  particularly  a child,  is 
subject  to  chronic  or  repeated  sinorespiratory  in- 
fections, a search  for  a carrier  within  the  family 
should  be  made.  This  should  include  the  investi- 
gation not  only  of  the  respiratory  tract,  but  of 
the  eye  and  lids  as  well.  Methods  of  preventing 
and  controlling  these  chronic  infections  are  dis- 
cussed. 
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EMOTION  CAN  CAUSE  LOSS  OF  MOVEMENT 


“This  hurts  me  more  than  it  does  you”  is  more  than 
an  ancient  saw.  It  is  sometimes  the  basis  for  a 
condition  known  as  cataplexy — -a  temporary  weak- 
ness or  paralysis  of  voluntary  movement  induced  by 
emotion.  This  weakness  or  paralysis  is  the  result 
of  inhibiting  impulses  sent  to  the  muscles  by  the 
brain. 

Aggression  or  a hostile  impulse  associated  with 
guilt,  shame,  or  fear  may  result  in  cataplexy,  Dr. 
Max  Levin,  New  York  City,  wrote  in  a recent  issue 
of  Archives  of  Neurology  and  Psychiatry,  published 
by  the  American  Medical  Association. 

“When  a man  is  about  to  give  vent  to  aggressions 
for  which  he  feels  guilty,  and  which  he  therefore 
strives,  consciously  or  unconsciously,  to  suppress, 
he  may  respond  with  cataplexy,”  Dr.  Levin  stated. 
“However,  clinical  evidence  tends  to  show  that  when 
aggression  is  justified,  and  hence  does  not  arouse 
guilt,  cataplexy  does  not  occur.” 

Aggression  causing  cataplexy  may  be  real  and 
overt,  such  as  that  of  a man  raising  his  hand  against 
an  animal  or  a child  and  being  unable  to  strike  him. 
It  may  be  real  but  only  implicit,  as  when  a person 
merely  has  a hostile  wish  or  thought.  Play  and 
sport  permit  the  release,  in  a harmless  and  accept- 
able manner,  of  aggressive  impulses  that  might  other- 
wise prove  a burden,  Dr.  Levin  pointed  out.  Inno- 
cent fun  and  sport  may  serve  as  the  vehicle  for  the 
acting  out  of  aggressions  which,  depending  on  un- 


conscious feelings  and  attitudes,  may  be  associated 
with  guilt. 

However,  aggressive  impulses  in  sport  and  play 
can  cause  cataplexy,  Dr.  Levin  stated,  adding, 
“Hunting  and  fishing  provide  many  examples  of 
cataplexy'.  A man  may  succumb  w hen  he  raises  his 
rifle  at  game  or  is  about  to  haul  in  a fish.”  The 
reason  for  this  is  symbolic,  he  said.  Such  sports 
give  vent  to  the  guilt  feeling  of  killing,  even  though 
it  is  permissible  under  such  circumstances. 

Cataplexy  has  appeared  in  other  sports,  Dr.  Levin 
stated.  He  described  the  case  of  a boxer  who  was 
unable  to  land  the  knockout  blow'  because  he  “didn’t 
have  the  heart”  to  hurt  his  opponent.  Cataplexy 
also  has  been  observed  in  tennis,  baseball,  and  others. 

“When  cataplexy  occurs  in  such  games  as  chess, 
cards,  and  billiards,  in  most,  if  not  in  all,  cases,  it  is 
w hen  the  patient  is  making  a winning  play,  and  not 
when  he  is  losing,”  according  to  Dr.  Levin.  “Psycho- 
analysis has  shown  that  some  people  confuse 
aggressiveness  and  competitiveness  with  hostility. 
They  feel  guilty  when  they  beat  a competitor,  even 
in  sport,  for  victor}'  gratifies  their  unconscious  hos- 
tile wishes. 

“When  they  lose  a game,  they  may  not  like  it, 
but  they  do  not  feel  guilty.  Indeed,  losing  may 
assuage  their  guilt.  A winning  play,  however,  fires 
the  hostile  impulse  and  sets  the  stage  for  conditioned 
inhibition  and  cataplexy.” 


OBSERVATIONS  ON  THE  USE  OF  CORTISONE  AND  ACTH  IN  THE 
MANAGEMENT  OF  TERMINAL  MALIGNANCY 

Adolph  P.  Raab,  M.D.,  and  Alexander  Gerber,  M.D.,  Brooklyn,  New  York 

{From  the  Departments  of  Medicine,  Jewish  Hospital  of  Brooklyn,  and  Jewish  Sanitarium  and  Hospital  for 
Chronic  Diseases ) 


WHEN  further  measures  directed  toward  a 
possible  cure  of  fatal  malignancy  will  be 
of  no  benefit,  the  physician’s  efforts  must  be 
directed  toward  making  the  patient’s  remaining 
days  as  normal  and  free  from  care  as  possible. 
Many  investigations  have  been  undertaken  to 
determine  the  effect  of  ACTH  and  cortisone  upon 
the  malignant  process.1-2  Incidental  to  such 
studies  some  beneficial  effects  upon  the  patient 
have  been  noted,  apart  from  any  response  by 
the  tumor  itself. 

Spies  et  al.  found  that  with  this  type  of  therapy, 
their  patients  had  a striking  increase  in  sense 
of  well-being  and  appetite,  and  the  amount  of 
narcotics  used  could  be  reduced.3  Their  patients 
became  interested  in  carrying  on  a normal  life. 
Taylor,  Baskett,  and  Ayer  found  no  reduction  in 
the  size  of  the  tumor,  but  were  impressed  by  the 
control  of  fever,  pain,  and  vomiting  frequently 
observed  in  their  patients  with  advanced  malig- 
nant disease  treated  with  ACTH  and  cortisone.4 
They,  too,  commented  upon  the  feeling  of  well- 
being experienced  by  patients.  Taylor,  Ayer,  and 
Morris  speculated  about  the  nonspecific  benefits 
which  could  not  be  related  to  any  regression  in 
the  neoplasm.5  They  noted  a response  within 
forty-eight  hours  in  the  patients  treated  with 
ACTH,  and  within  four  to  six  days,  in  those 
treated  with  cortisone.  They  found  that  the 
improvement  was  usually  temporary,  relapse 
occurring  shortly  after  cortisone  or  ACTH  was 
withdrawn. 

Pearson  and  Eliel,  while  directing  their  at- 
tentions mainly  to  the  lymphomas,  felt  that  these 
hormones  were  useful  in  the  palliation  of  car- 
cinoma as  well.6  Sprague  noted  that  the  eu- 
phoria corresponded  fairly  well  to  the  extent  of 
symptomatic  improvement,  and  that  typical 
euphoria  existed  despite  the  rapid  downhill 
course  of  the  fatal  disease.7  Fishman  reported 
on  the  failure  of  cortisone  to  prevent  further 
growth  of  skin  metastases  from  a carcinoma  of 
the  breast,  but  noted  that  the  discomfort,  of  which 
the  patient  had  been  complaining  bitterly,  no 
longer  seemed  to  be  present.8  Postlethwait,  how- 
ever, was  unimpressed  by  any  improvement, 
subjective  or  objective,  in  his  cases  of  advanced 
carcinoma  of  the  digestive  tract  treated  with 
ACTH  or  cortisone.9 

The  terrible  ordeal,  mental  and  physical, 
through  which  the  patient  with  incurable  malig- 


nancy passes,  soon  affects  all  those  with  whom 
he  comes  in  contact.  Pain  often  becomes  so 
severe  that  only  opiates  give  any  measure  of 
relief.  The  appetite  fails,  and  nutritional  de- 
ficiencies result.  Depressive  states  are  common, 
and  often  the  patient  becomes  aware  of  the  true 
nature  of  his  disease.  The  psychic  effects  of  corti- 
sone and  ACTH,  that  is,  a feeling  of  well-being, 
increased  self-confidence,  elation,  and  optimism, 
have  been  of  such  assistance  in  the  care  of  our 
patients  dying  of  malignancy  that  we  feel  a 
brief  clinical  report  is  indicated. 

Since  we  have  felt  the  patient’s  comfort  to 
be  our  primary  concern  in  this  hopeless  state, 
we  have  not  regarded  some  of  the  usual  contra- 
indications to  the  use  of  cortisone  and  ACTH 
as  being  absolute.  Accordingly,  we  have  ad- 
ministered these  drugs  in  the  face  of  known  di- 
abetes, hypertension,  and  disturbed  mental  state. 
However,  their  use  has  been  undertaken  with  full 
appreciation  of  the  risks  involved,  and  extreme 
caution  has  been  exercised  in  the  care  of  these  pa- 
tients to  prevent  undue  reactions.  We  would 
hesitate  to  advise  their  use  in  the  presence  of  a 
history  of  peptic  ulcer.  To  date,  tuberculosis 
infection  has  not  been  present  in  our  cases. 
We  would  not  hesitate  to  give  cortisone  or 
ACTH  in  hopeless  malignancies  with  tubercu- 
losis, but  would  include  appropriate  antitubercu- 
losis therapy.  We  are  aware  of  the  possibility 
of  acute  psychosis  developing  during  the  course 
of  cortisone  or  ACTH  therapy.10 

Cortisone  was  administered  orally  starting 
with  300  mg.  the  first  day,  200  mg.  the  second 
day,  and  100  mg.  daily  thereafter  without  inter- 
mission. The  oral  route  was  employed  except 
where  persistent  vomiting  existed  or  oral  feeding 
could  not  be  immediately  used.  In  these  in- 
stances, either  cortisone  intramuscularly  or 
ACTH  parenterally  was  used  until  oral  therapy 
became  possible. 

Case  Reports 

The  following  cases  are  illustrative  of  our  experi- 
ence: 

Case  1:  Bronchus  Carcinoma  with  Pleural  Metas- 
tases.— A fifty-eight-year-old  male,  during  an  opera- 
tion for  suspected  bronchogenic  carcinoma,  was 
found  to  be  inoperable  because  of  diffuse  pleural 
metastases.  Following  his  discharge  from  the 
hospital  and  the  discontinuance  of  demerol  by  in- 
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jection,  the  problem  of  pain  control  became  para- 
mount. Cortisone  was  then  started,  and  within 
three  days  his  pain  became  minimal  and  was  easily 
controlled  with  small  doses  of  codeine  and  aspirin. 
He  was  no  longer  depressed,  had  gained  weight,  and 
was  able  to  resume  business  activity.  His  reap- 
pearance on  the  business  scene  in  a state  of  opti- 
mism and  apparent  good  health  allayed  suspicion  as 
to  the  true  nature  of  his  disease.  This  permitted 
a satisfactory  period  for  the  adjustment  of  his 
business  affairs  without  the  tremendous  economic 
loss  that  would  otherwise  have  resulted.  At  the 
present  time,  his  main  complaints  are  a sense  of 
stiffness  in  the  chest,  and  a moderate  degree  of  weak- 
ness. The  rounding  of  his  face  has  helped  to  en- 
hance the  illusion  of  good  health  to  both  the  patient 
and  his  intimates.  The  problem  of  peripheral 
edema  has  been  mild  and  easily  checked  by  moderate 
salt  restriction. 

Case  2:  Colon  Carcinoma  with  Bone  Involvement. — ■ 
A sixty-seven-year-old  female  diabetic  underwent 
resection  for  annular  ulcerating  and  infiltrating 
carcinoma  of  the  transverse  colon  in  May,  1950. 
This  patient  came  under  our  care  in  March,  1952, 
because  of  severe  back  pain  of  four  months  duration. 
The  pain  had  not  been  relieved  by  x-ray  therapy  and 
narcotics.  Because  of  incessant  vomiting  and  de- 
lirium, she  was  hospitalized.  No  evidence  of  dia- 
betic acidosis  was  found.  Although  the  vomiting 
was  controlled  with  intravenous  glucose  and  saline, 
constant  administration  of  demerol  was  needed  to 
make  the  pain  tolerable.  Since  there  was  no  im- 
provement in  the  manageability  of  the  patient, 
cortisone  was  started  on  her  fourth  hospital  day. 
From  then  on  a degree  of  cheerfulness  has  been  pres- 
ent most  of  the  time.  She  takes  a daily  shower,  and 
goes  out  on  the  hospital  grounds  in  a wheel  chair 
when  the  weather  permits.  On  one  occasion  she 
was  given  a pass  to  visit  her  grandchild.  Her 
nutritional  status  has  been  adequately  maintained, 
and  although  she  has  a high  blood  sugar  and  at 
times  a moderate  glycosuria,  acetonuria  has  never 
been  present.  There  have  been  no  further  mental 
lapses.  For  the  greater  part  of  each  day  the  pa- 
tient remains  entirely  free  of  pain. 

Case  3:  Body  of  the  Pancreas  Carcinoma  with 
Local  Extension  and  Hepatic  Metastases.— A fifty- 
five-year-old  male  had  persistent,  severe,  abdominal 
pain  which  was  controlled  only  by  opiates.  An 
agitated  depression  with  suicidal  tendencies  became 
manifest.  Loss  of  appetite  and  weight  were  pro- 
gressive. A diagnosis  of  pancreatic  malignancy 
was  made,  and  cortisone  was  started  in  an  attempt 
to  alter  the  patient’s  reaction  to  his  condition. 
Within  twenty-four  hours  a marked  improvement 
was  apparent.  During  this  preoperative  period 
he  successfully  arranged  his  business  affairs. 

Exploration  revealed  an  inoperable  pancreatic 
carcinoma  with  diffuse  local  extension  and  hepatic 
metastases.  During  the  immediate  pre-  and  post- 


operative periods,  cortisone  was  withheld  and  the 
agitated  depression  reappeared.  On  the  fourth 
postoperative  day,  the  giving  of  ACTH  resulted 
in  dramatic  improvement.  He  became  alert, 
confident,  and  cooperative.  Appetite  was  re- 
gained and  pain  was  controlled  with  smaller,  less 
frequent  doses  of  opiates.  Resumption  of  golf 
and  re-entry  into  business  were  major  topics  of 
conversation.  After  four  days  of  ACTH  oral 
cortisone  was  resumed. 

Summary 

Experience  with  the  use  of  cortisone  and  ACTH 
in  the  management  of  incurable  malignancy  in 
its  terminal  phase  is  reported.  We  have  chosen 
only  those  patients  in  whom  all  known  modalities 
for  cure  have  been  abandoned  and  for  whom  only 
large  doses  of  narcotics  remained.  Cortisone 
and  ACTH  have  a definite  place  in  the  physi- 
cian’s armamentarium  because  they  bring  about 
an  improved  mental  state,  permit  better  nutri 
tion,  and  allow  for  minimal  narcosis  in  the  con- 
trol of  pain.  They  have  made  it  possible  for  the 
patient  with  a hopeless  neoplasm  to  maintain  a 
more  normal  existence  for  a longer  period  of  time.* 
Our  experience  illustrates  the  beneficial  results 
that  may  be  attained  despite  the  presence  of 
accepted  contraindications  to  the  routine  use  of 
cortisone  and  ACTH. 


* Addendum — Case  1:  Fifteen  and  a half  months 
postoperatively,  this  patient  still  attends  to  his  busi- 
ness and  requires  only  a single  dose  of  codeine  and 
aspirin  at  bedtime.  A moderate  pleural  effusion  has 
developed  in  the  past  two  months. 

Case  2:  Patient  died  three  months  after  admission 
and  was  easily  kept  comfortable  until  two  weeks 
before  death. 

Case  3:  Patient  died  five  months  after  exploration 
and  was  comfortable  until  the  development  of  ascites 
one  month  prior  to  his  death. 
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RESPIRATORY  AND  POSITIONAL  CHANGES  IN  THE  QRS  COMPLEX 
OF  LEAD  AVF 

Ira  L.  Rubin,  M.D.,  and  O.  Alan  Rose,  M.D.,  New  York  City 
( From  the  Medical  Service,  Veterans  Administration  Hospital,  Bronx) 


SUBSEQUENT  to  the  recognition  of  the  elec- 
trocardiographic pattern  of  myocardial  in- 
farction, standard  leads  II  and  III  have  been  of 
considerable  aid  in  the  diagnosis  of  infarction  in- 
volving the  posterior  wall  of  the  heart.  A Q 
wave  in  lead  III  with  an  amplitude  of  25  per  cent 
or  more  of  the  highest  R wave  in  the  standard 
leads  is  one  of  the  most  significant  findings  in  the 
electrocardiogram  in  posterior  myocardial  infarc- 
tion.1 However,  it  is  not  uncommon  to  find  a 
deep  Q wave  in  lead  III  according  to  this  criterion 
in  patients  who  have  no  evidence  of  posterior 
myocardial  infarction.  Conversely,  patients  with 
proved  posterior  infarction  may  not  have  sig- 
nificant Q waves  in  their  lead  III. 

More  recently  two  other  electrocardiographic 
methods  have  been  found  to  be  of  more  consistent 
value  than  the  standard  leads  as  aids  in  the  diag- 
nosis of  posterior  myocardial  infarction.  These 
are  the  esophageal  leads  at  ventricular  levels,  anti 
the  augmented  unipolar  extremity  potential  of 
the  left  leg,  lead  aVF.  Because  of  the  difficulties 
involved  in  taking  the  esophageal  leads,  lead  aVF 
is  preferred  and  is  now  commonly  used.  When  a 
deep  Q wave  is  found  in  lead  aVF  it  has  been 
shown  to  be  of  more  significance  than  a deep  Q 
in  lead  III.2  However,  a large  Q wave  may  also 
be  present  in  aVF  in  the  absence  of  posterior 
myocardial  infarction,  and  posterior  wall  infarc- 
tion may  be  present  without  a deep  Q in  aVF.3 

There  are  several  normal  mechanisms  which 
may  bring  about  the  production  of  a Q wave  in 
lead  aVF,  and  for  this  reason  a Q wave  in  aVF 
must  be  carefully  evaluated,  with  consideration 
of  the  position  of  the  heart  and  of  rotational  fac- 
tors, as  well  as  pathology  of  the  myocardium.  It 
has  been  shown  that  the  Q wave  in  standard  lead 
III  can  be  considerably  altered  by  variations  in 
the  position  of  the  patient  and  by  the  different 
phases  of  respiration.  According  to  some  authors, 
a deep  Q in  lead  III  is  not  significant  if  such  a 
Q wave  decreases  in  size  or  disappears  following 
changes  in  position  and  respiration.  Pardee, 
however,  has  stated  that  “our  present  knowledge 
does  not  indicate  that  the  disappearance  of  the 
Q wave  in  lead  III  on  deep  inspiration  places  it 
in  an}-  different  category  from  the  Q wave  which 
is  not  abolished  by  deep  inspiration.”4 
There  is  little  evidence  in  the  literature  that 
position  and  respiration  affect  the  Q wave  in 
aVF.  It  is  nevertheless  obvious  that  if  such 


changes  affect  the  Q wave  in  lead  III,  the  QRS 
complex  in  lead  aVF  should  also  be  affected,  be- 
cause the  latter  lead  contributes  to  the  formation 
of  lead  III.  Since  a deep  Q wave  in  aVF  is  now 
often  accepted  as  evidence  of  posterior  myocar- 
dial infarction,  changes  which  may  occur  in  this 
wave  with  positional  and  respiratory  variation 
may  be  of  important  clinical  significance. 

Relatively  little  attention  has  been  paid  in  the 
literature  to  the  significance  of  QRS  complexes 
which  may  occur  in  lead  aVF  in  which  there  is  a 
single  negative  deflection  (the  QS  wave),  and  to 
polyphasic  types  of  QRS  complexes  in  which 
there  is  an  initial  negative  deflection  which  is  fol- 
lowed by  more  than  one  positive  and/or  negative 
deflection  (polyphasic  complexes).  QS  and  poly- 
phasic complexes  are  difficult  to  evaluate,  and  the 
Q wave  of  such  complexes  is  considered  to  lack 
the  significance  of  a deep  Q wave  in  the  classical 
QR  pattern.  However,  QS  and  polyphasic  com- 
plexes may  be  found  in  leads  III  and  aVF  in  the 
presence  of  posterior  wall  myocardial  infarction. 
The  effects  of  changes  produced  by  positional 
and  respiratory  variation  upon  such  complexes 
have  not  been  adequately  evaluated. 

In  the  following  case  presentations,  effects  upon 
the  QRS  complex  of  lead  aVF,  produced  by 
changes  in  the  position  of  the  patient  and  by  dif- 
ferent phases  of  respiration,  are  demonstrated. 
Changes  produced  in  the  typical  QR  type  of  com- 
plex and  in  the  equivocal  QS  and  polyphasic 
types  are  shown.  The  possible  significance  of 
these  changes  is  discussed. 

Materials  and  Method 

The  material  was  selected  from  a group  of  75 
hospitalized  patients  whose  electrocardiograms 
showed  Q waves  in  standard  lead  III.  These 
cases  were  selected  on  the  basis  of  the  lead  III  Q 
wave  finding  alone,  regardless  of  the  presence  or 
absence  of  a cardiac  history.  In  each  patient,  a 
careful  clinical  history  and  relative  laboratory 
findings  were  correlated  with  electrocardiographic 
studies.  In  each  case,  standard  limb  leads,  the 
augmented  unipolar  extremity  potentials  (Gold- 
berger  technic),6  three  or  more  precordial  leads, 
and  esophageal  leads  at  ten  or  more  levels  were 
taken.  The  esophageal  leads  were  performed  us- 
ing a Nyboer  esophageal  electrode  and  the  Gold- 
berger  indifferent  electrode.  Either  a string 
galvanometer  type  or  a direct  writing  electro- 
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Fig.  1.  r'a-se  7. — There  is  a deep  Q in  aVF  in  the  sitting  position  with  expiration.  With  inspiration  or  in  the 
supine  position,  the  Q aVF  disappears.  This  is  consistent  with  the  normal  standard  and  esophageal  leads. 


cardiograph  machine  was  used.  Cases  were 
chosen  which  showed  variation  in  various  types 
of  QRS  complexes  in  aVF  following  changes  in 
position  and  the  different  phases  of  respiration. 
Further  analysis  of  our  material  will  be  presented 
in  subsequent  reports. 

The  diagnosis  of  posterior  myocardial  infarc- 
tion was  based  upon  a definite  clinical  history 
and  corroborative  clinical  and  laboratory  findings 
and  or  unequivocal  electrocardiographic  changes 
in  leads  II.  Ill,  aVF.  and  esophageal  leads. 
Several  criteria  have  been  suggested  to  differenti- 
ate normal  from  abnormal  Q waves  in  lead  aVF. 
No  absolute  criteria  have  as  yet  been  accepted. 
However,  the  majority  of  authors  consider  a Q 
wave  in  this  lead  to  be  significant  if  it  measures 
25  per  cent  or  more  of  the  R wave  in  aVF.  This 
is  considered  to  be  especially  true  if  the  duration 
of  the  Q wave  is  0.04  second  or  more,  and  is  fol- 
lowed by  an  inverted  T wave.2,6  The  criteria 
used  for  a significant  Q wave  in  the  esophageal 
leads  were  identical  to  those  used  for  a deep  Q in 
lead  aVF. 

Case  Reports 

Case  1. — The  patient  was  a fifty-year-old  white 
male  who  was  hospitalized  because  of  cirrhosis  of 
the  liver.  There  was  no  history  of  substernal  dis- 
tress or  symptoms  of  diminished  cardiac  reserve. 
Physical  examination  disclosed  no  evidence  of  heart 
disease.  The  only  significant  physical  finding  was 
that  of  hepatomegaly  with  a liver  which  was 
enlarged  to  14  cm.  below  the  costal  margin.  The 
teleroentgenogram  showed  no  abnormality  of  the 
heart  and  great  vessels.  The  electrocardiograms  of 


this  patient  (Fig.  1)  show  a QR  type  of  complex  in 
lead  aVF  when  the  tracing  was  taken  with  the 
patient  in  the  supine  and  sitting  positions.  This  Q 
wave  is  abnormal  according  to  present  criteria. 
When  the  electrocardiogram  was  taken  following 
deep  inspiration  in  both  the  supine  and  sitting  posi-  I 
tions,  the  Q wave  in  aVF  became  considerably 
smaller  in  amplitude. 

In  this  case  there  was  no  evidence  of  myo- 
cardial disease  in  the  history,  the  physical  find- 
ings, or  in  the  esophageal  leads  taken  at  ventricu- 
lar levels.  It  may  therefore  be  assumed  that  the 
Q wave  in  a”\T  is  not  due  to  myocardial  infarc- 
tion. The  Q wave  in  aVF  is  similar  to  that  which  | 
is  seen  in  the  QRS  complex  at  the  level  of  the 
posterior  basal  portion  of  the  heart  in  this  pa- 
tient’s esophageal  tracing  (Fig.  1,  FA  32.5).  On 
x-ray  and  fluoroscopic  examination  the  heart  was 
found  to  be  horizontal  in  position  and  the  apex  I 
appeared  to  be  rotated  anteriorly  on  the  trans-  I 
verse  axis. 

It  is  suggested  that  in  this  case,  the  anterior  I 
rotation  of  the  heart  was  of  sufficient  degree  to  I 
cause  the  potential  variation  of  the  posterior  I 
basilar  portion  of  the  heart  to  be  reflected  to  the  I 
left  leg  electrode.  When  the  diaphragm  descended  j 
with  deep  inspiration,  the  heart  may  have  rotated  I 
posteriorly  on  its  transverse  axis  sufficiently  to 
orient  the  main  muscle  mass  of  tlie  left  ventricle  | 
with  respect  to  the  left  leg  electrode.  This  could  I 
explain  the  reduction  in  the  amplitude  of  the  Q 
wave  following  inspiration.  We  were  able  to 
demonstrate  this  shift  in  the  position  of  the  heart  j 
in  this  patient  with  x-rays  taken  during  the  in-  I 
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Fig.  2.  Case  2. — The  standard  and  esophageal  leads  and  aVF  supine  reveal  a pattern  typical  of  posterior 
myocardial  infarction.  The  confirmatory  deep  Q aVF,  however,  becomes  relatively  normal  in  the  sitting 
position  with  deep  inspiration. 


spiratory  and  expiratory  phases.  These  changes 
in  QaVF  have  been  reproduced  in  patients  with 
pneumoperitoneum.7 

Case  2. — This  patient  was  a fifty-two-year-old 
white  male  who  had  a history  of  known  hypertension 
for  ten  years.  One  year  prior  to  admission  there  had 
been  progressive!}’  increasing  congestive  heart  failure 
despite  the  use  of  digitalis  and  mercurial  diuretics. 
There  was  no  history  of  precordial  pain  or  of  any 
evidence  of  previous  myocardial  infarction.  On 
physical  examination  the  heart  was  found  to  be 
considerably  enlarged,  and  there  was  evidence  of 
congestive  failure.  The  patient  responded  well  to 
bed  rest  and  specific  cardiac  medication.  There  were 
no  serial  electrocardiographic  changes  during  this 
hospitalization. 

The  electrocardiograms  of  this  patient  (Fig.  2) 
showed  a deep  Q wave  in  lead  II  and  a deep  broad 
and  notched  Q wave  in  lead  III  typical  of  the  find- 
ings in  posterior  myocardial  infarction.  The  deep  Q 
waves  at  ventricular  levels  of  the  esophageal  leads 
(EV  55  and  57.5)  support  this  diagnosis.  In  lead 
aVF,  taken  with  the  patient  in  the  supine  position, 
there  is  a broad  deep  Q wave  which  is  abnormal  ac- 
cording to  present  criteria.  With  the  patient  sitting 
and  with  deep  inspiration  the  Q wave  decreases  in 
amplitude  to  almost  one  half  of  its  previous  size  and 
it  also  becomes  shorter  in  duration.  The  R wave  re- 
mains relatively  unchanged. 

In  this  case  there  is  a QR  type  of  complex  in 
aVF  and  corroborative  electrocardiographic  evi- 
dence of  posterior  myocardial  infarction.  How- 
ever, the  Q wave  in  aVF  changes  with  variation 
in  position  and  respiration  from  a Q which  is 
definitely  abnormal  to  one  which  can  be  called 
only  of  borderline  significance.  In  both  Case  1 
and  Case  2,  there  is  a QR  type  of  complex  in  lead 


aVF.  In  the  first  case  there  was  no  apparent 
heart  disease.  In  the  second,  previous  posterior 
myocardial  infarction  had  probably  occurred. 
However,  both  the  normal  and  the  abnormal  Q 
waves  were  altered  by  changes  in  the  patient's 
position  and  by  the  phases  of  respiration. 

Myers  and  Oren  have  also  cited  a case  with 
posterior  myocardial  infarction  with  abnormal 
Q waves  in  leads  III  and  aVF  in  which  there  was 
considerable  diminution  in  the  size  of  the  Q wave 
when  the  patient  assumed  the  sitting  position.2 
They  warned  that  the  presence  of  positional 
variation  in  the  depth  of  the  Q wave  in  lead  III 
or  aVF  should  not  in  itself  be  construed  as  evi- 
dence against  the  presence  of  infarction.  The 
findings  in  Case  2 support  this  view.  The 
mechanism  whereby  respiratory  and  positional 
variations  produce  changes  in  abnormal  Q waves 
in  aVF  has  not  been  established.  Lyle  maintains 
that  it  is  unlikely  that  the  heart  can  be  suffi- 
ciently rotated  with  inspiration  so  that  electrical 
abnormalities  produced  by  an  area  of  posterior 
infarction  would  no  longer  be  reflected  to  the  left 
leg  electrode.8  However,  rotation  of  the  heart 
appears  to  be  the  most  likely  cause  for  these 
changes. 

Rotation  of  the  heart  may  shift  an  infarcted 
area  following  positional  and  respiratory  changes, 
so  that  the  electrical  activity  of  this  area  may  be 
reflected  in  a different  manner  toward  the  left 
leg  electrode.  This  rotation  of  the  heart  in  any 
of  the  three  axes  may  shift  an  infarcted  area  suffi- 
ciently so  that  more  intact  myocardium  and  less 
of  the  destroyed  muscle  may  be  reflected  toward 
the  left  leg  electrode.  According  to  this  concept, 
it  would  be  expected  that  the  larger  the  infarcted 
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Fig.  3.  Case  3. — The  QS  in  aYF  supine  becomes  a normal  RS  with  inspiration.  The  standard  and  esopha- 
geal leads  are  normal. 


area,  the  less  likely  it  would  be  that  rotation  of 
the  heart  would  cause  changes  in  the  initial  nega- 
tive deflection  in  lead  aYF.  Persistence  of  a deep 
Q wave  in  aYF  following  changes  in  position  and 
respiration  should  be  evidence  favoring  the  pres- 
ence of  a myocardial  infarct  of  considerable  size. 
In  the  majority  of  the  cases  in  our  series  with  deep 
Q waves  in  aAT  and  corroborative  evidence  of 
posterior  myocardial  infarction,  in  which  respira- 
tory and  positional  changes  were  studied,  no 
significant  changes  could  lie  produced  by  respira- 
tory and  positional  variation.  This  and  the 
theoretic  considerations  suggest  that  when  a 
deep  Q wave  in  aAT  is  not  significantly  altered 
by  changes  in  position  and  respiration,  it  is 
probable  that  this  Q wave  is  evidence  of  posterior 
myocardial  infarction. 

If  a Q in  aAT  decreases  significantly  or  dis- 
appears with  the  patient  in  the  sitting  position 
with  deep  inspiration,  it  suggests  that  this  Q 
wave  was  due  to  rotational  factors.  It  must  be 
recognized,  however,  that  a QaAT  which  decreases 
markedly  or  disappears  may  represent  a small 
infarct  or  one  which  is  poorly  oriented  with  re- 
spect to  the  left  leg  electrode. 

Case  3. — This  patient  was  a thirty-six-year-old 
white  male  whose  right  leg  had  been  amputated  be- 
cause of  thromboangiitis  obliterans  six  months  previ- 
ous to  admission.  His  present  admission  was  for 
obstructive  jaundice  and  cholelithiasis.  The  liver 
was  enlarged  to  5 cm.  below  the  costal  margin. 
Examination  of  the  heart  disclosed  no  abnormality. 
There  was  no  history  of  diminished  cardiac  reserve 
or  of  evidence  of  coronary  insufficiency. 

In  the  electrocardiograms  of  this  patient  (Fig.  3), 
a QS  type  of  complex  is  present  in  a AT  in  the  tracing 
taken  with  the  patient  in  the  supine  position.  With 
the  patient  in  the  sitting  position,  the  QS  complex  is 
replaced  by  a prominent  R wave  followed  by  a small 
S wave.  This  change  from  an  equivocal  type  of 


QRS  complex  to  a relatively  normal  one  is  consistent 
with  the  negative  clinical  findings  and  with  the 
esophageal  electrocardiographic  studies. 

In  this  case  there  is  a QS  complex  in  lead  aAT, 
and.  as  in  Case  1.  there  is  considerable  hepato- 
megaly. In  both  of  these  cases  there  was  roent- 
genologic evidence  of  marked  anterior  rotation  of 
the  heart  with  some  horizontal  rotation.  The 
QS  complex  in  lead  aAT  in  Case  3 may  have  been 
produced  by  anterior  rotation  of  greater  degree 
than  that  which  was  present  in  Case  1.  In  Case 
1 it  was  postulated  that  the  anterior  rotation 
might  have  caused  the  electrical  activity  of  the 
posterior  basilar  surface  of  the  heart  to  be  re- 
flected to  lead  aA’F  to  produce  a QR  type  of  com- 
plex. It  is  conceivable  that  in  Case  3,  an  even 
greater  degree  of  anterior  rotation  than  that 
which  was  present  in  Case  1 may  have  caused  the 
negativity  of  the  ventricular  cavity  to  be  reflected 
to  the  left  leg  electrode  to  produce  a QS  type 
complex.  It  has  been  suggested  that  a QS  com- 
plex in  aAT  may  be  produced  by  the  right  ventri- 
cle and  that  it  therefore  resembles  similar  com- 
plexes which  may  appear  in  the  precordial  leads 
from  the  1 and  2 positions.8  Regardless  of  the 
causative  mechanism  of  a QS  type  of  complex  in 
aAT  in  normal  hearts,  the  sitting  position  and 
deep  inspiration  probably  produce  a tendency  for 
the  heart  to  rotate  posteriorly  on  its  transverse 
axis  and  vertically  on  its  anteroposterior  axis. 
These  rotational  changes  with  descent  of  the 
diaphragm  appear  to  cause  the  electrical  activity 
of  the  left  ventricle  to  be  primarily  reflected 
toward  the  left  leg  electrode,  particularly  when 
there  is  anterior  and  horizontal  rotation  of  the 
heart. 

Case  4- — This  patient  was  a fifty-eight-year-old 
white  male  who  was  admitted  because  of  cirrhosis  of 
the  liver  and  a history  of  chronic  alcoholism.  There 
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Fig.  4.  Case  4- — The  QS  in  aVF  supine  becomes  a QIl  complex  with  inspiration  and  on  sitting.  This 
abnormal  Q aVF  is  in  accord  with  the  diagnosis  of  posterior  myocardial  infarction,  as  shown  in  the  esophageal 
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was  no  hepatomegaly.  Physical  examination 
showed  no  cardiac  abnormality.  The  history  was 
probably  unreliable,  but  there  was  nothing  sugges- 
tive of  diminished  cardiac  reserve  or  of  coronary  dis- 
ease. Serial  electrocardiograms  during  hospitaliza- 
tion revealed  no  progressive  changes. 

In  this  case  (Fig.  4)  a QS  complex  is  present  in 
aVF  when  taken  with  the  patient  in  the  supine  posi- 
tion. With  change  to  the  sitting  position  and  with 
deep  inspiration,  the  QS  complex  becomes  QR  in 
type.  However,  the  Q wave  remains  at  all  times 
abnormally  deep  in  relation  to  the  size  of  the  R 
wave.  In  the  esophageal  leads  at  ventricular  levels 
there  are  very  deep  Q waves  followed  by  abnormal  T 
waves  which  are  consistent  with  posterior  wall  myo- 
cardial infarction.  The  esophageal  leads  appear  to 
be  sufficiently  significant  to  support  the  diagnosis  of 
myocardial  infarction  even  in  the  absence  of  cor- 
roborative clinical  or  serial  electrocardiographic  find- 
ings. 

It  would  seem  necessary  to  explain  the  QS 
complex  in  aVF  in  this  case  by  the  presence  of  a 
sufficiently  large  area  of  posterior  or  diaphrag- 
matic wall  damage  so  that  no  electrical  activity 
from  intact  myocardium  was  reflected  toward  the 
left  leg  electrode  when  the  patient  was  in  the 
supine  position.  The  variation  of  the  QS  complex 
to  a QR  complex  in  this  case  may  be  best  explained 
by  rotation  of  the  heart  with  positional  and  respi- 
rational  variation  in  such  a way  as  to  cause  the 
electrical  activity  of  adjacent  normal  myocardium 
to  be  partially  reflected  to  the  left  leg  electrode. 
The  transition  of  a QS  in  aVF  to  a QR  type  com- 
plex with  the  Q remaining  proportionately  deep 
may  thus  be  evidence  of  posterior  infarction.  If  a 
QS  complex  in  aVF  changes  to  a small  Q,  large 
R,  or  an  RS  complex  when  tracings  are  taken  with 
the  patient  sitting  and  with  deep  inspiration,  it  is 


probable  that  the  QS  was  due  to  rotational  fac- 
tors in  a normal  heart  and  not  to  myocardial  in- 
farction. 

Goldberger  has  stated  that  when  a QS  type  of 
complex  is  found  in  aVF,  no  conclusions  can  be 
drawn  as  to  the  presence  or  absence  of  posterior 
myocardial  infarction.9  From  the  above  discus- 
sion, it  appears  that  respiratory  and  positional 
changes  might  be  useful  in  resolving  the  signifi- 
cance of  a QS  type  complex  in  aVF. 

Case  5. — This  patient  was  a fifty-three-year-old 
white  male  who  complained  of  dyspnea  and  of  occa- 
sional left  anterior  chest  pain  on  exertion  for  about 
two  years  previous  to  admission.  He  was  obese  and 
hypersthenic  in  habitus.  The  heart  was  enlarged  to 
the  left.  The  blood  pressure  was  190/120.  A 
psychiatric  diagnosis  of  anxiety  neurosis  was  made, 
and  most  of  his  symptomatology  was  considered  to 
be  on  this  basis.  There  were  no  serial  electrocardi- 
ographic changes  and  no  other  evidence  of  myocar- 
dial infarction. 

In  this  case  (Fig.  5)  the  electrocardiogram  showed 
T wave  and  ST  segment  changes  of  the  type  seen  in 
the  presence  of  left  ventricular  hypertrophy.  The 
esophageal  leads  were  normal.  When  lead  aVF 
was  taken  with  the  patient  in  the  supine  position  the 
QRS  complexes  were  polyphasic  in  type  and  were 
primarily  negative  in  direction.  When  aVF  was 
taken  with  the  patient  in  the  sitting  position  a small 
Q wave  followed  by  a relatively  high  R wave  was 
produced.  The  Q wave  in  this  QR  complex  is  not 
abnormal  in  amplitude  or  duration. 

Case  6. — This  patient  was  a fifty-seven-year-old 
white  male,  with  a definite  history  of  myocardial 
infarction  nine  years  previous  to  admission  and  a 
second  infarct  four  years  before  admission.  Five 
days  prior  to  hospitalization  he  experienced  pain 
typical  of  myocardial  infarction.  His  clinical  course 
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Fig.  5.  Case  5. — The  polyphasic  QRS  in  aYF  supine  becomes  a normal  RS  on  sitting,  indicating  the  absence 
of  posterior  wall  infarction  in  accord  with  the  normal  standard  and  esophageal  leads. 


and  laboratory  findings  following  admission  were 
consistent  with  this  diagnosis.  The  esophageal 
studies  were  performed  ten  days  after  admission. 

This  patient’s  electrocardiograms  are  shown  in 
Fig.  6.  There  is  evidence  of  posterior  myocardial 
infarction  in  the  tracing  taken  in  1943.  The  cardio- 
grams taken  in  1947  show  an  RS  complex  in  lead 
III.  The  QRS  in  lead  II  is  W shaped.  In  aYF  taken 
with  the  patient  in  the  supine  position.,  the  QRS 
complex  is  polyphasic  in  type.  A tracing  with  the 
patient  in  the  sitting  position  shows  a change  in  the 
QRS  complex  in  lead  aYF  with  the  development  of  a 
broad,  deeply-notched  Q wave  followed  by  a small  R 
wave.  The  T wave  is  inverted  in  tracings  taken  in 
both  positions.  The  esophageal  leads  are  abnormal. 
There  is  a deep  Q wave  followed  by  a deeply  inverted 
T wave  at  EY  47.5  and  EY  50.  However,  at  EY  60 
there  is  an  RS  complex  which  is  followed  by  an  in- 
verted T wave. 

In  this  case  the  polyphasic  QRS  in  lead  aYF 
changes  to  a QR  type  of  complex  which  is  abnor- 
mal in  that  the  Q wave  is  of  significant  amplitude 
and  resembles  the  form  seen  in  the  presence  of 
posterior  myocardial  infarction.  This  abnormal 
complex  correlates  with  the  clinical  history,  the 
serial  electrocardiographic  changes,  and  the 
abnormal  esophageal  lead  findings.  The  esopha- 
geal lead  findings  suggest  the  presence  of  a local- 
ized myocardial  infarct  which  is  probably  rela- 
tively high  in  the  posterior  wall.  Here  positional 
change  produced  an  alteration  in  the  equivocal 
type  QRS  complex  to  one  which  can  be  identified 
as  significantly  abnormal. 


Polyphasic  complexes  occurring  in  lead  aYF, 
according  to  Goldberger,  cannot  be  used  to  arrive 
at  definite  conclusions  relative  to  posterior  myo- 
cardial infarction.9  However,  Cases  5 and  6 
illustrate  that  variations  produced  by  respiratory 
and  positional  changes  may  aid  in  this  evalua- 
tion. 

Comment 

Lead  aYF  may  be  considered  to  act  as  an 
indirect  unipolar  lead  from  the  diaphragmatic 
and  posterior  surfaces  of  the  heart,  and,  for  this 
reason,  it  appears  to  be  one  of  the  most  significant 
leads  in  the  diagnosis  of  posterior  myocardial 
infarction.  It  has  been  shown  by  Myers  and 
Oren,  Myers  and  Klein,  Rubin  and  Most,  and  in 
the  present  report,  that  respiratory  and  posi- 
tional changes  can  affect  the  duration  and  ampli- 
tude of  Q waves  in  aYF.2-  10-  7 We  have  shown 
that  in  borderline  types  of  QRS  complexes  in  this 
lead,  respiratory  and  positional  changes  may  aid 
in  evaluating  these  complexes.  Because  Q wave 
abnormality  due  to  posterior  myocardial  infarc- 
tion also  can  be  altered  by  these  changes,  con- 
siderable caution  must  be  observed  in  arriving  at 
final  conclusions.  We  have  stressed  changes  in 
the  Q wave  in  this  report  because  a deep  Q wave 
is  the  most  consistently  significant  electrocardio- 
graphic evidence  of  myocardial  infarction.  How- 
ever, it  is  recognized  that  accompanying  ST  seg- 
ment and  T wave  abnormalities,  particularly 
when  serial  variations  occur,  are  of  considerable 
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Fig.  6.  Case  6. — The  polyphasic  QRS  in  aVF  on  sitting  becomes  QR.  This  deep  Q aVF  is  confirmatory  of 
previous  posterior  wall  infarction,  as  shown  in  tracings  of  1943  and  standard  and  esophageal  leads  in  1947. 


additional  diagnostic  aid.  It  is,  of  course,  neces- 
sary to  correlate  all  relative  diagnostic  data. 
The  left  leg  electrode  is  at  a considerable  distance 
from  the  diaphragmatic  and  posterior  surface  of 
the  heart,  and,  for  this  reason,  relatively  small 
rotational  changes  may  produce  considerable 
variation  in  the  QRS  complex  of  aVF.  Although 
we  have  stressed  the  possible  effects  of  rotation 
of  the  heart  on  its  transverse  axis,  rotation  on  the 
other  axis  must  also  occur  with  changes  in  respira- 
tion and  position. 

In  the  evaluation  of  borderline  types  of  QRS 
complexes  in  the  left  leg  lead,  the  esophageal 
leads,  when  abnormal,  are  more  reliable  than 
respiratory  and  positional  changes  in  lead  aVF. 
However,  it  is  frequently  difficult  or  impossible 
to  obtain  esophageal  lead  studies  and  esophageal 
leads  may  show  negative  findings  in  the  presence 
of  posterior  wall  infarction.3"  11  Under  these 
circumstances,  respiratory  and  positional  changes 
produced  in  lead  aVF  may  be  useful. 

Summary 

1.  Cases  have  been  presented  in  which  there 
is  variation  in  the  QRS  complexes  in  lead  aVF 


which  follow  changes  in  position  and  the  phases 
of  respiration. 

2.  A discussion  of  these  electrocardiographic 
variations  and  the  possible  usefulness  of  such 
changes  in  the  interpretation  of  bizarre  and 
borderline  QRS  complexes  in  aVF  has  been  pre- 
sented. 


The  illustrations  were  prepared  by  the  Medical  Illustration 
Department  of  the  Veterans  Administration  Hospital, 
Bronx,  New  York. 
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AVERAGE  VETERAN  IS  THIRTY-EIGHT 
The  average  American  veteran  is  almost  thirty- 
eight  years  old,  with  the  ages  of  exservicemen  ranging 
from  one  hundred  eleven  to  under  eighteen,  the 
Veterans  Administration  has  reported. 

There  were  nearly  20,000,000  living  war  veterans 


as  of  December  31,  the  V.  A.  said,  with  the  largest 
group,  4,800,000,  in  the  thirty  to  thirty-four  age 
group.  The  next  biggest  was  4,600,000  in  the 
twenty-five  to  twenty-nine  bracket. — New  York 
Herald  Tribune,  March  5, 1953 


INTESTINAL  OBSTRUCTION  DUE 

Ralph  M.  Greenlee,  M.D.,  and  William  H. 

( From  the  Surgical  Service,  St.  Luke's  Hospital) 

FEW  surgical  emergencies  pose  greater  prob- 
lems than  acute  small  intestinal  obstruction. 
Instances  where  gallstones  are  the  cause  of  ob- 
struction are  of  particular  interest  from  the  point 
of  view  of  both  the  difficulty  in  diagnosis  and  the 
high  mortality.  Although  such  a mechanism  is 
not  common,  it  is,  nevertheless,  no  rarity  and 
should  be  kept  in  mind  in  attempting  to  diagnose 
any  case  of  obscure  small  intestinal  obstruction 
(Fig.  1).  Various  authors  report  its  incidence  to 
be  from  1 to  6 per  cent.1-6 

The  mode  of  entry  into  the  intestine  of  gall- 
stones large  enough  to  cause  obstruction  is  mostly 
through  a cholecystenteric  fistula.  Undoubtedly 
many  more  stones  of  small  caliber  reach  the  in- 
testine by  way  of  the  common  duct,  but  once  past 
the  papilla  of  Vater  they  are  evacuated  without 
difficulty.  Foss  and  Summers  have  presented  a 
series  of  42  autopsies  of  patients  dying  of  gall- 
stone ileus.3  Of  these,  41  were  found  to  have 
cholecystoduodenal  fistulas.  In  the  remaining 
case,  the  common  duct  was  greatly  dilated,  and 
there  was  no  evidence  of  a fistula.  A report  from 
the  Mayo  clinic  by  Wakefield,  Vickers,  and  Wal- 
ters further  bears  out  that  these  fistulas  are  pre- 
dominantly between  the  gallbladder  and  the  duo- 
denum.7 In  their  series  of  152  nonsurgical  chole- 
cystenteric fistulas,  101  were  into  the  duodenum, 
33  into  the  colon,  and  the  remainder  into  the 
stomach,  or  there  was  communication  with  more 
than  one  of  these  viscera.  In  only  10  per  cent  of 
these  cases  did  the  stones  lead  to  intestinal  ob- 
struction. 

In  our  series  of  1 1 cases  there  were  four  postop- 
erative deaths.  Autopsies  were  performed  in 
two  instances.  In  the  first  case  the  gallbladder 
communicated  with  the  first  portion  of  the  duo- 
denum. In  the  other  it  communicated  with  both 
the  duodenum  and  the  colon  through  separate 
fistulas. 

The  sex  incidence  was  80  per  cent  female.  This 
could  be  expected  from  the  sex  incidence  of  gall- 
bladder disease  in  general.  The  youngest  pa- 
tient was  sixty-one,  and  the  eldest  eighty-two, 
with  an  average  age  of  seventy-one  years.  The 
age  grouping  is  in  agreement  with  other  reports, 
most  cases  falling  in  the  sixth  and  seventh  dec- 
ades. Gallstone  ileus  is,  therefore,  a late  compli- 
cation of  cholelithiasis. 

The  following  case  histories  are  from  the  rec- 
ords of  St.  Luke’s  Hospital. 

Case  Reports 

Case  1. — R.  M.,  an  eighty-year-old  white  woman, 


TO  GALLSTONES 

Berry,  M.D.,  New  York  City 
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Fig.  1.  Typical  gallstones  found  obstructing  the 
small  intestine.  (To  scale) 

was  admitted  on  March  31,  1925,  with  a history  of 
cramplike  abdominal  pains  and  vomiting  of  twenty- 
four  hours  duration.  There  was  no  history  sug- 
gesting gallbladder  disease.  Abdominal  examina- 
tion revealed  slight  distention  and  generalized  ten- 
derness, more  marked  on  the  right  side.  The  white 
blood  cell  count  was  14,000  with  92  per  cent  poly-  | 
morphonuclears.  Roentgen  examination  of  the 
abdomen  was  not  done.  A diagnosis  of  a small  in-  j 
testinal  obstruction,  cause  unknown,  was  made,  and 
an  operation  was  performed  soon  after  admission.  I 
An  unstated  point  in  the  small  bowel  was  found  ob- 
structed by  a gallstone  3 cm.  in  diameter.  This 
was  removed,  and  the  patient  made  an  uneventful  ] 
recovery. 

Case  2. — S.  E.,  a sixty-three-year-old  white  wo- 
man, was  admitted  on  September  2,  1927,  with  a | 
four-day  history  of  generalized  abdominal  pains  and 
vomiting.  Her  past  history  suggested  gallbladder 
disease,  and  a cholecystogram  had  failed  to  demon-  ] 
strate  the  gallbladder. 

On  physical  examination  she  appeared  acutely  ill. 
The  abdomen  was  distended,  and  there  was  a mod- 
erate generalized  tenderness.  The  white  blood  cell 
count  was  27,000  with  88  per  cent  polymorphonu-  | 
clears.  There  is  no  record  of  abdominal  roentgen  ; 
examination.  Shortly  after  admission  an  operation  I 
was  performed  with  a preoperative  diagnosis  of  ob-  I 
struction  of  the  small  intestine,  cause  unknown.  I 
Two  gallstones  were  found  obstructing  the  upper  I 
ileum.  One  of  these  was  6 cm.  in  diameter  and  the 
other  4 cm.  in  diameter.  The  patient  died  on  the 
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Fig.  2.  Case  4- — Roentgen  film  showing  gallstone 
discovered  in  the  right  upper  quadrant  in  1934. 


fourth  postoperative  day.  Autopsy  was  not  ob- 
tained. 

Case  3. — E.  E.,  a seventy-four-year-old  white 
woman,  was  admitted  on  March  29,  1929.  Six  days 
prior  to  admission  she  had  begun  to  have  generalized 
abdominal  pains  and  vomiting.  These  symptoms 
continued  until  admission,  with  a gradual  shifting  of 
the  pain  to  the  right  lower  quadrant.  During  the 
preceding  six  months  she  had  had  a number  of  at- 
tacks strongly  suggestive  of  intermittent  biliary 
colic. 

Abdominal  examination  revealed  diffuse  tender- 
ness, most  marked  in  the  right  lower  quadrant. 
iThere  was  no  spasm  or  distention.  A barium  en- 
ema showed  the  colon  to  fill  normally,  and  there  were 
Ino  other  significant  findings.  With  a diagnosis  of 
obstruction  of  the  small  intestine  of  unknown  etiol- 
ogy, an  operation  was  performed  on  the  day  of  ad- 
mission. A gallstone  of  2.5  cm.  in  diameter  was 
ifound  obstructing  the  ileum.  This  was  removed, 
and  the  patient  recovered  uneventfully. 

Case  4 ■ — L.  McC.,  an  eighty-two-year-old  white 
male,  was  admitted  on  January  28,  1934,  complain- 
ing of  right  upper  quadrant  pain  suggestive  of  gall- 
bladder disease.  Roentgen  examination  of  the  ab- 
domen showed  a laminated  stone  in  the  region  of  the 
gallbladder  (Fig.  2).  Because  of  the  mildness  of  his 
symptoms  and  his  advanced  age,  surgery  was  with- 
held. He  was  apparently  well  until  his  readmission 
pn  May  21,  1937.  He  complained  of  right  lower 
quadrant  pains  and  vomiting  of  four  days  duration, 
(luring  this  period  there  had  been  no  bowel  move- 
ment. 

On  physical  examination  he  appeared  acutely  ill. 
The  abdomen  was  tender  in  the  right  lower  quadrant, 
nnd  there  was  generalized  distention.  The  white 


Fig.  3.  Case  4 ■ — Roentgen  film  showingjthe  same 
stone  as  seen  in  the  right  lower  quadrant  in  1937. 


blood  cell  count  was  14,000  with  58  per  cent  poly- 
morphonuclears.  A roentgen  examination  of  the 
abdomen  showed  dilated  loops  of  small  intestine 
and,  in  addition,  the  presence  in  the  right  lower  quad- 
rant of  a shadow  having  the  same  appearance  as  the 
gallstone  noted  three  years  before  in  the  right  upper 
quadrant  (Fig.  3).  With  a diagnosis  of  small  intesti- 
nal obstruction  due  to  gallstone,  an  operation  was 
performed  on  the  day  of  admission,  and  a stone  2.5 
cm.  in  diameter  was  found  obstructing  the  ileum. 
This  was  removed,  but  the  patient’s  condition  deterio- 
rated, and  he  died  on  the  third  postoperative  day. 

At  autopsy  the  gallbladder  wall  was  found  to  be 
greatly  thickened  and  fibrotic.  It  was  adherent  to 
the  omentum,  transverse  colon,  and  pyloric  region 
of  the  stomach.  A fistula  2.5  cm.  in  diameter  was 
found  between  the  gallbladder  and  the  first  portion 
of  the  duodenum.  Another  fistula  0.5  cm.  in  diame- 
ter connected  the  gallbladder  and  the  colon.  There 
were  several  stones  in  the  gallbladder.  The  hepatic 
and  common  bile  ducts  appeared  normal. 

Case  5. — H.  P.,  a sixty-nine-year-old  white  wo- 
man, was  admitted  on  November  1,  1939.  She  was 
acutely  ill,  and  the  only  history  obtainable  was  that 
she  had  had  cramplike  abdominal  pains  and  vomiting 
on  and  off  for  four  days.  The  pains  were  most 
severe  in  the  left  lower  quadrant. 

On  physical  examination  there  was  generalized  ab- 
dominal distention  and  tenderness  with  spasm  in  the 
left  lower  quadrant.  The  blood  pressure  was  95/60, 
the  temperature  38.1  C.,  and  the  white  blood  cell 
count  14,000  with  81  per  cent  polymorphonuclears. 
Roentgen  examination  of  the  abdomen  suggested 
small  intestinal  obstruction,  probably  in  the  ileum. 
Following  supportive  therapy,  the  patient  was  oper- 
ated on  the  same  day  with  a diagnosis  of  a small  in- 
testinal obstruction,  cause  unknown.  A gallstone. 
2.5  cm.  in  diameter,  was  found  obstructing  the  il- 
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eum.  The  postoperative  course  was  stormy  and 
complicated  by  a severe  wound  infection.  Death 
occurred  on  the  tenth  postoperative  day,  primarily 
from  cardiac  decompensation  and  pneumonia. 

At  autopsy  the  gallbladder  was  found  to  be 
shrunken  and  thickened  with  several  stones  in  the 
ampulla,  and  there  was  a fistula  1.0  cm.  in  diameter 
between  the  gallbladder  and  duodenum.  The 
common  and  hepatic  bile  ducts  appeared  normal. 

Case  6. — C.  Y.,  a seventy-one-year-old  white  wo- 
man, was  admitted  on  December  9,  1939,  complain- 
ing of  abdominal  pains  and  vomiting  for  fourteen 
hours.  The  pains  were  cramplike  and  at  first  gen- 
eralized, but  later  they  settled  in  the  right  lower 
quadrant.  There  was  no  definite  history  of  ante- 
cedent biliary  disease. 

On  examination  the  patient  was  in  no  obvious  dis- 
tress. There  was  moderate,  generalized  abdominal 
tenderness,  and  marked  tenderness  and  some  spasm 
in  the  right  lower  quadrant.  The  admission  temper- 
ature was  37.8  C.  and  the  white  blood  cell  count  was 
18,000  with  96  per  cent  polymorphonuclears. 
Roentgen  examination  of  the  abdomen  was  omitted. 
A diagnosis  of  acute  appendicitis  was  made,  but  at 
operation  a gallstone  was  found  obstructing  the 
small  intestine.  It  lay  in  the  upper  ileum  and  meas- 
ured 4.5  cm.  by  3.0  cm. 

Postoperative  roentgen  examination  of  the  abdo- 
men revealed  a calcareous  density  in  the  region  of  the 
right  kidney  or  gallbladder.  The  patient’s  conva- 
lescence was  uneventful  except  for  a minor  wound 
infection. 

Case  7. — V.  W.,  a sixty-four-year-old  white  wo- 
man, was  admitted  on  September  8,  1943,  complain- 
ing of  cramp  like  abdominal  pains  and  vomiting  of 
nine  hours  duration.  The  onset  was  sudden  and 
had  not  been  preceded  by  other  complaints.  One 
and  one-half  years  prior  to  admission  gallstones  had 
been  identified  by  roentgen  examination. 

Physical  examination  of  the  abdomen  was  nega- 
tive. The  temperature  was  37  C.,  and  the  white 
blood  cell  count  was  9,300  with  88  per  cent  poly- 
morphonuclears. The  patient  was  observed  for  two 
days  during  which  time  she  continued  to  vomit.  The 
cramp  like  pains  gradually  settled  in  the  left  upper 
quadrant.  Roentgen  examination  of  the  abdomen 
revealed  a single  dilated  loop  of  small  intestine  across 
the  upper  abdomen  at  the  distal  end  of  which  there 
was  a laminated  calcareous  density.  Calcareous 
densities  suggesting  stones  were  also  visible  in  the 
region  of  the  gallbladder.  A diagnosis  of  small  in- 
testinal obstruction  due  to  gallstone  was  made,  and 
the  patient  was  operated  on.  A stone  4 cm.  by  2 
cm.  in  size  was  found  obstructing  the  jejunum.  The 
stone  was  removed,  and  an  uneventful  recovery  fol- 
lowed. 

Case  8. — A.  B.,  a sixty-one-year-old  white  wo- 
man, was  admitted  on  November  14,  1944,  with  a 
four-day  history  of  generalized  abdominal  cramp- 
like pains  and  vomiting.  About  one  year  prior  to 
admission  she  had  had  symptoms  suggestive  of  gall- 
bladder disease  and  had  been  jaundiced. 

On  examination  there  was  diffuse  abdominal 
tenderness,  most  marked  in  the  right  lower  quad- 


rant. The  temperature  was  37.8  C.  and  the  white' 
blood  cell  count  was  15.000  with  80  per  cent  poly- 
morphonuclears. Roentgen  examination  of  the 
abdomen  on  admission  showed  moderate  distention 
of  the  small  intestine.  A gastrointestinal  tube  was 
introduced.  The  following  day  a roentgenogram 
showed  an  increase  in  the  amount  of  small  bowel 
distention,  with  the  distended  bowel  terminating  in 
a calcareous  ring-shadow  suggestive  of  a gallstone. 
Gas  was  also  seen  in  the  gallbladder.  A diag- 
nosis of  gallstone  obstruction  was  made,  and 
an  operation  was  performed.  At  the  operation,  a 
gallstone  3.0  cm.  in  diameter  was  found  obstructing 
the  jejunum. 

On  the  sixth  postoperative  day,  the  patient  passed 
two  additional  stones  from  the  rectum.  Her  course 
was  rather  stormy  and  was  complicated  by  a minor 
wound  separation.  Six  weeks  after  operation  gas 
was  still  visible  in  the  gallbladder.  Recovery  was 
uneventful. 

Case  9. — W.  F.,  a seventy-two-year-old  white 
man,  was  admitted  on  November  30,  1945,  with  a 
twenty-four-hour  history  of  left  lower  quadrant  ab- 
dominal pains  accompanied  by  vomiting.  Two 
years  prior  to  admission  he  had  been  operated  on  for 
carcinoma  of  the  descending  colon.  Two  months 
prior  to  admission  he  had  had  an  attack  of  epigastric 
pain  without  vomiting,  and  a cholecystogram  at  that 
time  showed  gallstones. 

On  physical  examination  the  abdomen  presented  a 
transverse,  right  lower  quadrant  scar  with  an  easily 
reducible  incisional  hernia.  In  the  left  lower  quad- 
rant there  was  a well-healed  lower  rectus  incision, 
and  in  that  area  there  was  moderate  tenderness. 
Admission  temperature  was  37.5  C.  Roentgen  ex- 
amination of  the  abdomen  did  not  suggest  intestinal 
obstruction,  and  a film  taken  the  following  day 
showed  no  essential  change.  However,  because  of 
continued  pain  and  vomiting  he  was  considered  to 
have  partial  small  intestinal  obstruction,  probably 
due  to  local  recurrence  of  the  colonic  carcinoma.  At 
operation  a gallstone  measuring  3.0  cm.  by  2.0  cm. 
was  found  obstructing  the  jejunum. 

The  postoperative  course  was  complicated  by  a 
wound  infection,  but  the  patient  recovered  satisfac- 
torily. 

Case  10. — J.  Von  S.,  a seventy-eight-year-old 
white  woman,  was  admitted  on  November  2,  1949. 
Six  days  prior  to  admission  she  began  to  have  vague 
abdominal  pains  accompanied  by  occasional  vomits 
ing.  The  day  before  admission  she  had  a normal 
bowel  movement.  There  was  no  previous  history 
to  suggest  biliary  disease. 

On  abdominal  examination  there  was  slight  disten- 
tion and  tenderness  in  the  left  upper  and  right  lower 
quadrants.  The  liver  edge  was  palpable  4 cm.  below 
the  right  costal  margin.  The  temperature  was  37.2 
C.,  and  the  white  blood  cell  count  was  13,700  with 
93  per  cent  polymorphonuclears.  Roentgen  exam- 
ination on  the  day  of  admission  showed  several  dis- 
tended loops  of  small  intestine  in  the  midabdomen 
and  some  gas  in  the  rectum.  For  two  days,  an  atr 
tempt  was  made  to  pass  an  intestinal  tube.  This 
was  unsuccessful,  largely  because  of  the  presence  of 
an  esophageal  hiatus  hernia.  Another  roentgen 
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film  of  the  abdomen  showed  no  essential  change  in 
the  degree  of  obstruction.  A diagnosis  of  partial 
small  bowel  obstruction  of  unknown  cause  was  made 
and  an  operation  carried  out.  In  the  terminal  ileum, 
a gallstone  measuring  5.0  cm.  in  diameter  was 
found  obstructing  the  lumen.  The  postoperative 
course  was  complicated  by  a minor  wound  infection. 


Case  11. — A.  McC.,  a sixty-seven-year-old  white 
woman,  was  admitted  on  July  17,  1951.  For  three 
days  prior  to  admission  she  had  suffered  from  severe, 
cramplike  abdominal  pains  and  vomiting.  There 
had  been  a similar  episode  about  four  years  before 
which  had  subsided  spontaneously.  There  was  no 
history  to  suggest  gallbladder  disease  definitely. 

On  physical  examination  the  patient  appeared 
acutely  ill.  The  temperature  was  39. 1 C.,  pulse  140, 
and  respirations  35.  The  abdomen  was  distended, 
and  there  was  generalized  tenderness.  The  white 
blood  cell  count  was  15,000  with  46  per  cent  poly- 
morphonuclears.  The  blood  urea  nitrogen  was  48.5 
mg.  per  cent  and  later  rose  to  83.6  mg.  per  cent. 
Roentgen  examination  of  the  abdomen  showed  sev- 
eral loops  of  dilated  small  intestine,  and  in  addition 
there  appeared  to  be  gas  in  the  biliary  radicals  and  a 
portion  of  the  common  duct.  The  significance  of 
these  findings,  however,  was  not  appreciated  preop- 
eratively,  and  a diagnosis  of  small  intestinal  ob- 
struction, cause  undetermined,  was  made.  At  op- 
eration, a gallstone  about  2.5  cm.  in  diameter  was 
found  obstructing  the  ileum. 

Postoperatively,  the  patient  continued  to  vomit 
in  spite  of  intubation.  She  became  oliguric  and 
died  on  the  sixth  postoperative  day.  Autopsy  was 
not  obtained. 

Comment 

The  history  and  physical  findings  of  the  1 1 pa- 
tients in  our  series  led  to  a diagnosis  of  small  in- 
testinal obstruction  in  all  but  one  case.  The 
single  exception  was  thought  to  have  acute  ap- 
pendicitis. No  patient  presented  right  upper 
quadrant  tenderness,  and  none  was  observed  to  be 
icteric.  It  seems  likely,  therefore,  that  final  pass- 
age of  the  stones  into  the  intestine  was  the  result 
of  gradual  erosion  rather  than  an  acute  attack  of 
cholecystitis. 

Once  in  the  intestine,  most  of  the  stones  were 
passed  for  a considerable  distance  before  causing 
complete  obstruction.  This  can  be  explained  by 
the  fact  that  the  small  bowel  decreases  in  caliber 
as  the  ileocecal  valve  is  approached.  Duodenal 
obstruction  is  not  common.  Foss  and  Summers, 
in  an  analysis  of  150  cases  of  obstruction  due  to 
gallstones,  found  only  six  instances  of  duodenal 
obstruction;  125  of  the  remainder  were  in  the 
ileum.3  In  the  present  series,  the  stone  stopped 
in  the  ileum  in  seven  cases,  in  the  jejunum  in 
|three,  and  in  one  case  the  level  was  undetermined. 
The  gradual  descent  of  the  stone  through  the 
mall  bowel  probably  accounts  for  the  fact  that 
some  of  the  patients  appeared  initially  to  have 
only  subacute  obstruction.  If  the  passage  of  the 


stone  had  been  arrested  completely  at  the  time  of 
the  first  symptoms,  it  is  unlikely  that  the  two  pa- 
tients with  the  longest  histories  (six  days)  w'ould 
have  survived.  On  the  other  hand,  the  incom- 
plete nature  of  the  obstruction  in  its  early  stages 
probably  leads  to  confusion  and  delay  in  diagnosis. 

The  stones  varied  in  size  from  2.5  cm.  in  diame- 
ter to  6 cm.  in  diameter.  The  larger  stones  ap- 
peared to  be  just  as  capable  of  reaching  the  ileum 
as  the  smaller  ones  The  small  stones,  on  the 
other  hand,  wrere  quite  as  lethal  as  the  larger 
ones.  Of  the  four  patients  who  died,  three  had 
stones  measuring  only  2.5  cm.  in  diameter.  In 
one  instance  tw7o  stones  were  found  obstructing 
the  upper  ileum.  There  were  no  cases  of  re- 
peated obstruction,  although  one  patient  passed 
two  large  stones  spontaneously  from  the  rectum 
during  the  postoperative  period.  Wangensteen 
quotes  Holz  as  listing  five  patients  in  whom  ob- 
struction occurred  more  than  once.8 

In  any  patient  suffering  from  intestinal  ob- 
struction, recognition  that  an  obstruction  exists  is 
of  more  importance  than  the  exact  determination 
of  its  cause.  Nevertheless,  when  one  is  faced 
with  the  symptoms  of  obstruction  in  a patient, 
without  external  findings,  such  as  a hernia  or  an 
abdominal  scar,  it  is  wrell  to  bear  in  mind  that  an 
obstruction  may  exist  from  more  obscure  causes, 
such  as  gallstones. 

Roentgen  examination  of  the  abdomen  is  the 
only  method  short  of  surgery  by  which  the  diagno- 
sis of  gallstone  ileus  can  be  made  with  reasonable 
certainty.  Preoperative  films  were  taken  of 
eight  of  our  patients,  but  a roentgen  diagnosis 
of  obstruction  due  to  gallstones  wras  made  in 
only  three  instances.  A review  of  the  five  other 
films  has  been  possible  in  only  three  cases.  Two 
of  these  wrere  negative.  In  the  one  additional 
case  (Case  11),  gas  in  the  biliary  ducts  should  have 
suggested  the  possibility  of  a gallstone  as  the 
cause  of  obstruction.  Rigler,  Borman,  and 
Noble  have  reported  that  on  reviewing  14  similar 
cases  the  diagnosis  could  have  been  made  in  13. 9 
Nitkin  and  Lesser  reviewed  36  additional  cases 
and  stated  that  they  were  able  to  find  evidence  of 
gas  in  the  biliary  passages  in  22. 10  However,  it 
is  common  experience  that  preoperative  diagnosis 
yields  no  such  accuracy.  In  a report  of  ten  cases 
by  the  Mayo  Clinic,  the  diagnosis  wTas  made  in  no 
instance  prior  to  operation  or  autopsy.7  Den- 
neen  and  Broderick  in  another  series  of  ten  cases 
made  a correct  preoperative  diagnosis  only  once.11 
Aids  in  arriving  at  such  a diagnosis  are  the  ad- 
vanced age  of  the  patient  and  a history  of  gall- 
bladder disease.  Of  the  ten  patients  in  this  series 
who  were  well  enough  to  give  adequate  past  his- 
tories, six  reported  very  suggestive  symptomatol- 
ogy which  w'as  supported  by  positive  roentgen 
findings  in  four  instances. 
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Of  all  the  types  of  small  bowel  obstruction,  that 
due  to  gallstones  probably  carries  the  highest 
mortality.  Maingot  has  placed  the  approximate 
mortality  between  50  and  60  per  cent.12  In  the 
present  series  four  of  the  eleven  patients  died. 
Wakefield,  Vickers,  and  Walters  had  four  deaths 
among  ten  patients.7  Foss  and  Summers  had  a 
50  per  cent  mortality  among  ten  patients,3  and 
Denneen  and  Broderick  lost  four  out  of  ten  pa- 
tients.11 Delay  in  diagnosis  and  treatment  is 
probably  the  most  important  cause  of  this  high 
rate.  In  the  present  group  the  average  duration 
of  symptoms  before  hospitalization  was  somewhat 
over  three  days.  It  is  encouraging  to  note  that 
eight  of  the  patients,  once  in  the  hospital,  were 
operated  on  within  a few  hours.  Delay  in  the 
remainder,  fortunately,  did  not  result  in  fatality. 

Conclusions 

1.  Intestinal  obstruction  due  to  gallstones  is 
an  unusual  but  not  a rare  occurrence. 

2.  Preoperative  recognition  of  a gallstone  as 
the  cause  of  obstruction  is  difficult  and  is  of  sec- 
ondary importance  to  prompt  recognition  and 
treatment  of  the  intestinal  obstruction. 


3.  The  mortality  is  high  largely  because  of 
delay  in  diagnosis  and  treatment. 

4.  Such  a serious  complication  of  gallstones  hi 
elderly  patients  further  emphasizes  the  potential 
dangers  of  cholelithiasis  and  suggests  that  chole- 
cystectomy should  be  performed  at  a time  in  fife 
when  there  is  minimal  risk  to  the  patient. 
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ROUTINE  X-RAYS  AID  IN  DISCOVERY  OF  LUNG  CISTS 


With  the  growing  popularity  of  mass  survey  chest 
x-rays,  an  increasing  number  of  pulmonary  cysts  are 
being  discovered  early,  permitting  surgical  removal 
before  they  cause  serious  trouble,  according  to  Drs. 
Joseph  W.  Gilbert,  Richard  T.  Myers,  and  H.  H. 
Bradshaw,  Winston-Salem,  North  Carolina.  All 
are  associated  with  the  Department  of  Surgery, 
Bowman  Gray  School  of  Medicine,  Wake  Forest 
College. 

“Because  of  the  likelihood  of  serious  complications 
and  sequelae,  recognition  of  pulmonary  cystic  disease 
and  an  appreciation  of  the  place  of  surgery  in  its 
management  are  of  considerable  importance.”  they 
wrote  in  the  March  28  Journal  of  the  American  Medi- 
cal Association. 

There  is  small  surgical  risk  attendant  to  the  re- 
moval of  such  cysts;  surgical  removal  has  great 
preventive  medical  aspects  and  offers  the  likelihood 
of  cure  or  improvement,  they  added. 


Twenty-one  cases  of  pulmonary  cysts  treated 
surgically  by  the  doctors  between  1943  and  1950 
were  described  in  the  article.  These  included  two 
infants — one  thirteen-day-old  and  the  other  fourteen- 
day-old.  “The  results  of  surgery  in  the  treatment 
of  pulmonary  cysts  are  gratifying,”  the  doctors 
pointed  out.  “in  this  experience,  there  were  no 
mortalities,  and  the  postoperative  complications 
were  negligible.  This  success  is  attributable  to  the 
fact  that  cyst  extirpation  is  restorative  surgery.  _ 

“Ventilation  of  lung  tissue  is  increased  by  elimina- 
tion of  compression,  infection,  and  sputum;  pul- 
monary function  almost  immediately  improves. 
The  place  of  surgery  in  the  management  of  the  inci- 
dentally discovered' chest  lesion  is  emphasized  in  the 
treatment  of  pulmonary  and  mediastinal  cysts. 

“This  realization  assumes  increasing  importance 
with  the  growing  popularity  of  chest  roentgenogram 
surveys.” 


OBSERVATIONS  ON  THE  EFFECT  OF  ISONIAZID  IN  ACUTE  AND 
CHRONIC  TUBERCULOUS  PULMONARY  LESIONS 

Joseph  Zeichner,  M.D.,  and  William  G.  Childress,  M.D.,  Valhalla,  New  York 
( From  the  Division  of  Tuberculosis  and  Diseases  of  the  Chest,  Grasslands  Hospital ) 


ISONIAZID  has  been  shown  to  have  a high 
degree  of  activity  against  the  Mycobacterium 
tuberculosis  in  vitro  and  in  experimental  infec- 
tion. Bernstein,  et  al.,  Steenken  and  Wolinsky, 
and  others  have  observed  inhibition  of  growth  of 
Myco.  tuberculosis  in  culture  medium  containing 
0.025  to  0.05  microgram  per  milliliter  of  the 
drug, 1-8  and  Middlebrook  produced  a bactericidal 
effect  with  slightly  higher  concentrations.4 

The  drug  has  a greater  power  of  penetration 
than  streptomycin,  and  it  retains  its  activity 
against  Myco.  tuberculosis  cultured  within  living 
macrophages.6’7  The  combination  of  isoniazid 
with  other  antituberculous  drugs  was  shown  to 
produce  in  vitro  an  additive  synergetic  inhibitive 
effect.4’8-9  A similar  combination  also  defers 
the  emergence  of  strains  resistant  to  isoniazid 
or  to  the  other  antituberculous  drugs.3’8’10’11  Its 
specific  activity  against  mycobacteria  was  dem- 
onstrated by  the  studies  in  vitro  of  Pansy  et 
al.3 

In  animal  experiments  Grunberg  and  Schnitzer 
observed  a striking  and  prolonged  therapeutic  ef- 
fect in  mice  infected  with  virulent  strains  of  Myco. 
tuberculosis,12  and  similarly  Bernstein  et  al. 
produced  a marked  degree  of  protection  in  mice 
with  a minimal  dose  of  2 mg.  per  Kg.  of  body 
weight.1  Karlson  and  Feldman  observed  rapid 
and  remarkable  healing  of  lesions  in  guinea  pigs 
infected  with  strains  resistant  to  streptomycin 
and  PAS.13 

The  toxic  manifestations  due  to  isoniazid  are 
minimal  when  therapeutic  doses  are  used. 
Extremely  high  doses  such  as  100  to  150  mg.  per 
Kg.  of  body  weight,  which  is  equal  to  20  to  30 
times  the  usual  therapeutic  dose,  will  produce  in 
mice  generalized  convulsions  and  death  by  res- 
piratory failure.14  Rubin  and  associates  ob- 
served mild  to  moderate  degrees  of  liver  and 
kidney  damage  in  dogs  receiving  17.5  to  25  mg.  of 
isoniazid  per  Kg.  of  body  weight,  over  a period  of 
twenty-eight  to  thirty-three  days.15  These  le- 
sions were  apparently  reversible  if  the  intake  of 
the  drug  was  stopped  at  the  onset  of  symptoms 
of  toxicity.  When  10  mg.  per  Kg.  of  body  weight 
was  fed  to  dogs,  mild  toxic  reactions  in  the  form 

Isoniazid  (Rimifon  and  Cotinazin)  used  in  this  study  was 
contributed  by  Hoffmann-La  Roche,  Inc.  through  the  cour- 
tesy of  Dr.  Klmer  L.  Sevringhaus,  and  by  Charles  Pfizer  and 
Company  through  the  courtesy  of  Dr.  (Iladys  L.  Hobby. 

This  study  was  supported  in  part  by  the  Westchester 
Tuberculosis  and  Public  Health  Association,  Inc. 


of  anorexia,  ataxia,  and  convulsions  were  noted 
after  four  months.  With  doses  of  4 mg.  per  Kg. 
of  body  weight,  no  serious  side-effects  were  pres- 
ent after  a similar  period  of  time.4  In  clinical 
material,  the  rarely  observed  effect  on  the  central 
nervous  system  and  the  possibility  of  “with- 
drawal syndrome”  appear  to  be  of  some  con- 
cern.16-18 

Clinical  observations  have  confirmed  the  early 
laboratory  findings  and  have  shown  that  isoniazid 
has  an  important  place  in  the  therapy  of  tuber- 
culosis. Robitzek,  Selikoff,  and  Ornstein  noted 
rapid  clinical  improvement  in  a group  of  patients 
with  extensive  active  pulmonary  tuberculosis, 
treated  over  a period  of  four  to  seven  months, 
followed  by  roentgenograph  ic  clearing  in  about 
60  per  cent  of  their  patients,  and  sputum  conver- 
sion in  25  per  cent  of  the  total  group.18-20  Clark, 
Muschenheim,  McDermott  et  al.  treated  a small 
group  of  patients  with  miliary  tuberculosis  with 
isoniazid  alone  and  obtained  rapid  defervescence 
and  clearing  on  roentgenograms,  as  fast  as  could 
be  expected  from  therapy  with  streptomycin.21 
Less  striking  results  were  noted  in  the  treatment 
of  tuberculous  meningitis,  although  clinical  or 
laboratory  evidence  of  improvement  was  present 
in  seven  of  the  ten  patients  treated  with  isoniazid. 
The  Medical  Research  Council  of  England  at- 
tempted to  compare  the  effect  of  isoniazid  on 
pulmonary  tuberculosis  with  that  of  streptomy- 
cin and  PAS,  on  the  basis  of  observation  of  a large 
group  of  patients.  After  a period  of  three 
months  they  concluded  that  isoniazid  alone  was 
as  effective  as  streptomycin  and  PAS  in  produc- 
ing defervescence  and  clearing  of  the  pulmonary 
lesions,  but  gain  in  weight  was  more  rapid  and 
greater  in  patients  receiving  isoniazid.17  The 
drug  is  easily  absorbed  and  well  tolerated  by  the 
patient.16  One  single  dose  of  3 mg.  per  Kg.  of 
body  weight  produces  a maximum  plasma  con- 
centration of  1.3  to  3.4  micrograms  per  cc.  within 
one  to  six  hours,  and  this  slowly  tapers  off  within 
the  next  six  to  twenty-four  hours.  It  diffuses 
easily  into  the  body  fluids.  Therapeutically  ef- 
fective levels  were  obtained  in  the  spinal  fluid  and 
in  the  pleural  exudate.  The  bulk  of  the  drug, 
50  to  70  per  cent,  is  excreted  with  the  urine.22’1 
The  study  of  the  chemotherapeutic  effect  of 
isoniazid  on  pulmonary  tuberculosis  in  humans 
was  initiated  in  the  Division  of  Tuberculosis, 
Grasslands  Hospital,  Valhalla,  New  York,  in 
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TABLE  I.— -Gbottp  I:  41  Patients  with  Pbotbacted, 
Predominantly  Chbonic,  Type  op  Pulmonaby 
Tubebculosis 


Number  of  Patients 

Extent  of  Disease 
Far  advanced 

32 

Moderately  advanced 

7 

Minimal 

2 

Duration  of  Disease 
2 years 

11 

2 to  5 years 

13 

5 to  10  years 

6 

10  to  20  years 

11 

Previous  Therapy 

Streptomycin  (80  to  250  Gm.)  and 
PAS 

5 

Streptomycin,  PAS,  and  Tibione 

7 

Streptomycin,  PAS,  and  pneumo- 
thorax or  pneumoperitoneum 

13 

Streptomycin,  PAS,  and  thoraco- 
plasty 

6 

Streptomycin,  PAS,  and  resection 

9 

Bed  rest  alone 

1 

March,  1952,  under  the  general  direction  of  one 
of  the  investigators  (W.  G.  C.). 

Material 

Sixty-three  patients  were  progressively  started 
on  isoniazid,  which  was  given  by  mouth  at  a 
calculated  dose  of  3 to  5 mg.  per  Kg.  of  body 
weight.  The  total  amount  was  administered  in 
two  equally  divided  portions  given  twelve  hours 
apart  and  continued  throughout  the  period  of  the 
study.  A complete  clinical  evaluation  of  each 
patient  was  done  prior  to  start  of  therapy  and  at 
frequent  intervals  thereafter.  The  laboratory 
follow-up  included  testing  of  sputa  for  Myco. 
tuberculosis  and  sensitivity  to  various  concentra- 
tions of  isoniazid,  complete  blood  count,  erythro- 
cyte sedimentation  rate,  urinalysis,  liver  and  kid- 
ney function  tests  before  therapy  was  initiated, 
and  monthly  or  bimonthly  thereafter.  Roent- 
genographic  evaluations  were  done  monthly. 
In  one  group  of  patients  (Group  II),  the  interpre- 
tation of  roentgenographic  changes  was  done  in- 
dependently by  the  authors  and  Dr.  Mary  Kee- 
nan Tessier,  resident  physician  in  radiology, 
and  the  findings  were  coordinated.  Thirteen 
patients  were  treated  with  both  isoniazid  and 
streptomycin. 

Because  of  the  variations  in  the  clinicopatho- 
logic  aspect  of  the  disease  in  relation  to  the  ex- 
pected results  of  treatment,  the  patients  receiving 
isoniazid  were  arbitrarily  grouped  in  two  different 
series,  and  each  group  was  evaluated  independ- 
ently. It  was  also  felt  that  while  assessing  the 
therapeutic  value  of  a new  drug  on  the  course  of 
such  an  unpredictable  disease  as  pulmonary  tu- 
berculosis, mainly  the  study  of  its  effect  on  the 
objective,  measurable  components  of  the  infec- 
tion would  best  indicate  whether  or  not  the  pa- 
tients so  treated  derived  any  benefit  from  the 
new  drug.  Subjective  evidence  of  improvement 
as  noted  by  the  patients,  when  associated  with 


TABLE  II.— Gboup  I:  Effects  of  Isoniazid  Thebapy  on 
41  Patients  Tbeated  fob  a Pebiod  of  6 to  7 Months* 


Number  of  Patients 

Temperature 

Febrile  patients  (100  to  101  F.) 

10 

Defervescence  (2  to  3 months) 
Weight 

7 

Gain  (2  to  40  pounds) 

33 

Loss  (2  to  14  pounds) 

4 

No  change  (1  dead) 
Sputum  Conversion 

4 

Positive  at  start 

41 

Temporary  conversion 
Present  status 

8 

Complete  conversion 

10 

Still  positive 

30 

Dead 

1 

X-Ray  Changes 

Improvement 

Slight 

5 

Moderate 

4 

Marked 

2 

No  change 
Change  for  worse 

23 

Slight 

3 

Moderate  (1  dead) 

4 

* One  patient  died  after  3 months  of  therapy. 


objective  evidence  of  improvement,  was  included 
in  the  over-all  clinical  picture. 

Group  I. — The  first  series  of  41  patients  were 
those  who,  on  the  basis  of  the  duration  of  their 
disease,  the  clinical  course,  and  the  roentgeno- 
graphic appearance  of  the  pulmonary  lesions, 
were  considered  to  have  chronic  pulmonary  tuber- 
culosis (Table  I).  The  predominant  pathologic 
type  of  the  disease  was  either  caseous,  fibro- 
caseous,  or  fibrocaseocavitary. 

There  were  32  white  and  nine  Negro  patients 
in  this  series;  28  were  males  and  13  females,  be- 
tween the  ages  of  twenty  and  seventy-two  years. 
There  was  a predominance  of  the  older  age  groups 
(60  per  cent  of  the  patients  were  over  forty). 
Measured  in  respect  to  the  extent  of  the  disease, 
in  accordance  with  the  National  Tuberculosis 
Association  classification,  32  had  far-advanced 
pulmonary  tuberculosis,  seven  moderately-ad- 
vanced, and  two  minimal.  Twenty-eight  pa- 
tients, 68  per  cent,  had  cavities  in  one  or  both 
lungs.  The  onset  of  pulmonary  tuberculosis 
could  be  traced  back  for  a minimum  of  two  years, 
and  some  patients  had  had  active  tuberculosis  as 
long  as  twenty  years. 

Practically  all  the  patients  in  this  series  had 
received  intensive  chemotherapy  in  the  past,  in- 
cluding several  courses  of  streptomycin  and  PAS. 
Only  one  patient  had  no  other  treatment  than 
bed  rest.  In  spite  of  previous  therapy  the  disease 
in  all  of  them  had  remained  active,  and  at  the 
time  isoniazid  was  started  it  was  felt  that  the  pa- 
tients were  deriving  no  further  benefit  from  the 
use  of  conventional  treatment.  All  patients  were 
discharging  tubercle  bacilli  with  their  sputum, 
and  in  27  cases,  or  65  per  cent,  the  bacterial 
population  was  partially  or  totally  resistant  to 
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streptomycin.  In  seven  patients,  17  per  cent, 
the  disease  had  progressed  far  beyond  any  thera- 
peutic scope,  and  six  of  them  were  on  the  critical 
list.  Another  group  of  seven  patients  remained 
ambulant  while  receiving  isoniazid.  Treatment 
with  isoniazid  was  continued  in  this  entire  group 
throughout  the  period  of  observation  for  six  to 
seven  months,  except  in  one  patient  who  died 
after  three  months  of  therapy.  Those  few  who 
left  the  hospital  before  the  period  of  six  months 
had  ended  were  not  included  in  the  series. 

The  assessment  of  a new  therapeutic  agent  in 
this  type  of  patient  is  rather  difficult.  The 
chronic,  protracted  course  of  a long-standing 
disease  cannot  be  expected  to  change  radically 
within  a limited  period  of  time.  The  presence  of 
large  amounts  of  caseous  material  within  cavities 
or  surrounded  by  fibrous  tissue  interferes  with  the 
penetration  of  the  drug  in  sufficiently  high  con- 
centration into  the  diseased  areas.  These  pa- 
tients also  did  not  respond  well  to  other  means  of 
therapy,  and  therefore  no  greater  effect  would  be 
expected  with  a new  drug.  However,  a number 
of  patients  experienced  definite  subjective  evi- 
dence of  improvement  as  soon  as  they  began  to  re- 
ceive isoniazid.  Thirty-two,  or  77  per  cent,  of 
the  total  41  patients  noticed  a sensation  of  well- 
being, and  increase  in  strength  and  appetite 
within  five  to  fourteen  days  of  chemotherapy. 
This  feeling  persisted  in  those  patients  who  in 
the  later  course  of  therapy  also  showed  objective 
evidence  of  improvement.  Ten  patients  were 
moderately  toxic,  with  temperature  elevations 
ranging  from  100  to  101  F.  Defervescence  oc- 
curred progressively  within  the  first  three  months 
in  seven  patients.  Three  patients  remained 
febrile.  All  three  were  in  the  category  of 
preterminal  cases.  Thirty-three  patients  gained 
from  2 to  40  pounds  of  weight,  with  an 
average  of  slightly  less  than  2 pounds  per  month 
(Table  II). 

An  interesting  observation  made  at  the  start 
of  therapy  was  the  temporary  disappearance  of 
tubercle  bacilli  on  direct  examination  of  sputum 
in  a group  of  eight  patients.  Four  of  them  had 
cavities  evident  on  roentgenograms  and  had  been 
discharging  tubercle  bacilli  for  months  or  even 
years.  During  a period  of  six  weeks  to  two 
months  several  specimens  of  sputum  were  re- 
ported negative  on  direct  examination,  but  ulti- 
mately all  eight  patients  returned  to  the  same 
status  as  before  therapy  with  isoniazid.  Com- 
plete conversion  of  sputum  occurred  in  ten  pa- 
tients, 25  per  cent,  of  the  surviving,  as  early  as 
after  one  month  of  therapy  and  as  late  as  the  sixth 
month.  Of  the  total  group,  30  patients  are  still 
discharging  tubercle  bacilli. 

Roentgenographic  clearing  occurred  only  in 
1 1 patients.  In  five  cases  it  was  slight,  in  four  it 


Fig.  1.  Case  1. — Roentgenogram  of  April  10,  1952, 
shows  large  cavity  in  right  upper  lung  field. 


was  moderate,  and  in  two  it  was  marked.  Twenty- 
one  patients  showed  no  change  on  roentgeno- 
grams. In  seven  patients  there  was  slight  to 
moderate  progression  of  the  disease  as  seen  on 
roentgenograms.  Reopening  of  cavity  was  ob- 
served in  two  ambulant  patients. 

Two  patients  in  this  series,  both  with  extensive 
cavitary  disease,  who  have  shown  the  best  clinical 
and  radiographic  response  to  treatment  with  iso- 
niazid, are  presented  in  some  detail. 

Case  1. — L.  H.,  a thirty-two-year-old  Negro  male, 
developed  symptoms  referable  to  the  pulmonary 
system  in  the  spring  of  1950  and  was  hospitalized  on 
July  15,  1950.  He  had  far-advanced  pulmonary 
tuberculosis  on  admission,  with  roentgenographic 
evidence  of  bilateral  infiltrations  and  multiple 
cavitations  on  the  right.  There  was  marked  in- 
volvement of  the  larynx  and  vocal  cords.  Sputum 
was  positive  on  direct  examination.  He  was  treated 
with  streptomycin  and  PAS  for  sixty  days,  with  the 
result  of  progressive  clinical  improvement  and  clear- 
ing of  the  lesions.  There  was  also  progressive  clear- 
ing of  the  laryngeal  lesion.  Because  of  a large  resid- 
ual cavity  in  the  right  lung,  pneumoperitoneum 
was  started  in  September,  1950.  However,  the 
cavity  remained  open,  and  resectiona  l therapy  on  the 
right  was  planned,  but  the  patient  left  the  hospital 
against  medical  advice  in  July,  1951. 

He  was  readmitted  one  month  later  with  reacti- 
vation of  the  tuberculous  laryngitis.  Chemo- 
therapy with  streptomycin  and  PAS  resulted  in  im- 
provement of  the  larynx,  but  there  was  spread  to 
the  upper  part  of  the  trachea  and  reactivation  of  the 
disease  in  the  left  lung.  Streptomycin  therapy, 
therefore,  was  discontinued  on  March  28,  1952,  and 
isoniazid  wasstartedon  April  2,  1952  (Fig.  1).  The 
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Fig.  2.  Case  1.—  Roentgenogram  of  June  5, 
1952,  taken  after  two  months  of  treatment  with 
isoniazid,  fails  to  reveal  cavity  in  right  upper  lung 
field. 


pneumoperitoneum  was  continued.  There  was 
moderate  clinical  response,  with  increase  in  appetite 
and  progressive  gain  in  weight  of  16  pounds  during 
the  next  three  months.  Sputum  conversion  oc- 
curred in  June,  1952,  after  two  months  of  therapy, 
and  cultures  have  remained  negative  since  for  Myco. 
tuberculosis.  There  was  progressive  clearing  of  the 
lesions  in  the  left  lung,  and  the  large  cavity,  present 
in  the  right  upper  lung  field  before  treatment 
with  isoniazid,  was  no  longer  visible  in  June,  1952. 
The  laryngeal  and  tracheal  lesions  also  showed 
further  progressive  clearing  and  healing  (Fig.  2). 
Repeated  radiograms  of  the  chest  and  planigrams 
of  August  29,  1952,  failed  to  disclose  the  presence  of 
pulmonary  cavitation. 

Case  2. — M.  W.,  a thirty-eight-year-old  white  fe- 
male, has  had  pulmonary  tuberculosis  since  1938,  at 
which  time  she  was  treated  with  two  years  of 
bed  rest.  Her  disease  reactivated  in  December, 
1948,  and  she  received  96  Gm.  of  streptomycin, 
PAS,  and  27  Gm.  of  Tibione.  A pneumoperitoneum 
was  induced  in  June,  1951,  but  was  discontinued 
four  months  later  as  ineffective.  She  left  the  hospi- 
tal in  August,  1951,  and  was  readmitted  for  the 
third  time  on  October  19.  1951,  because  of  progres- 
sive increase  in  the  infiltrations  in  the  left  lung,  with 
cavity  formation  in  both  lung  fields.  Another 
course  of  streptomycin  was  started  in  October,  1951, 
but  was  discontinued  in  April,  1952,  because  of  tox- 
icity, after  a total  dose  of  124  Gm.  The  bacterial 
population  was  found  partially  resistant  to  strep- 
tomycin. There  was  no  appreciable  change  in  the 
patient’s  condition,  nor  was  there  any  improvement 
in  the  roentgenographie  picture  (Fig.  3).  Tso- 
niazid  was  started  on  April  14,  1952.  Subjective 
clinical  improvement  was  noted  ten  days  later. 


Fig.  3.  Case  2. — Roentgenograph  of  March  31, 
1952;  pre-isoniazid  therapy. 


Fig.  4.  Case  2. — Roentgenograph  of  October  28, 
1952;  after  six  months  of  therapy  cavitation  is  no 
longer  visible. 


Cough  and  expectoration  decreased,  and  appetite 
improved  slightly.  Slight  improvement  on  roent- 
genographic  examination  was  noted  two  weeks  later 
and  has  been  progressive.  She  was  released  with 
medical  approval  on  October  31,  1952,  and  on  roent- 
genographic  examination  of  October  28,  1952,  no 
definite  cavitation  could  be  made  out  (Fig.  4). 
Conversion  of  sputum  occurred  in  May,  and  cultures 
have  remained  negative,  except  for  a single  positive 
specimen  in  August.  There  was  a slight  depression 
of  the  erythrocyte  and  leukocyte  count  during  the 
second  and  third  months  of  therapy,  with  return  to 
normal  values  one  month  later. 

Eleven  patients  in  this  group  received  combined 
therapy  with  streptomycin  and  isoniazid.  Two 
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TABLE  III. — Group  II:  22  Patients  with  Recent  Onset 
of  Pulmonary  Tuberculosis 


Number  of  Patients 


Extent  of  Disease 

Far  advanced  13 

Moderately  advanced  8 

Minimal  1 

Duration  of  Disease 

1 to  2 months  9 

2 to  4 months  10 

6 to  12  months  3 

Previous  Therapy 

Streptomycin  (14  to  60  Gin.)  and 

PAS  alone  4 

Streptomycin,  Tibione,  and  resec- 
tion 1 

Duration  of  Therapy  with  Isoniazid* 

3 to  4 monthsf  1 1 

5 to  6 months  7 

7 months  3 


* In  one  patient  isoniazid  was  discontinued  after  45  days  of 
therapy  following  spread. 

t One  patient  died  after  4 months  of  therapy. 


were  subjected  to  surgical  procedures  while  on 
therapy  with  both  drugs.  One  patient  had  a 
pneumonectomy  because  of  repeated  pulmonary 
bleeding.  This  was  followed  after  a few  weeks 
by  the  formation  of  an  empyema  and  broncho- 
pleural fistula.  The  second  patient  had  a seg- 
mental resection  of  an  inspissated  cavity  and  has 
done  well  since.  There  was  no  evidence  of  greater 
benefit  derived  from  the  combined  chemotherapy, 
but  because  of  the  small  number  of  patients  and 
because  seven  of  them  were  discharging  strains 
partially  resistant  to  streptomycin,  no  definite 
conclusions  can  be  drawn.  Two  patients  showed 
slight  clearing  on  roentgenographic  examination, 
three  patients  showed  no  change,  and  in  three 
there  was  slight  to  moderate  increase  in  the  ex- 
tent of  the  lesions.  The  one  death  in  Group  I 
was  a sixty-six-year-old  white  man,  treated  with 
streptomycin  and  isoniazid.  He  was  preter- 
minal when  isoniazid  was  added,  and  the  down- 
hill course  remained  unaltered. 

Group  II. — The  second  series  of  patients 
treated  with  isoniazid  was  a group  of  22  patients 
with  recent  onset  of  pulmonary  tuberculosis,  in 
whom  the  exudative  elements  constituted  the 
greater  part  of  their  pulmonary  pathology  (Table 
III).  Only  one  patient  had  had  pulmonary  tu- 
berculosis about  four  years.  However,  following 
resectional  surgery  he  developed  a broncho- 
pleural fistula  and  extensive  new  spread  to  the 
contralateral  lung,  in  spite  of  therapy  with  strep- 
tomycin and  PAS.  When  therapy  was  changed 
to  isoniazid,  marked  improvement  followed  but 
was  short-lasting.  Three  months  later  he  be- 
gan to  run  a rapid  downhill  course. 

Therapy  with  isoniazid  was  started  in  this 
group  of  patients  later  in  the  study  period.  Only 
ten  patients  have  received  the  drug  from  five  to 
seven  months.  Eleven  patients  were  treated  for 
a period  of  three  to  four  months.  In  one  pa- 


TABLE  IV. — Group  II:  Effects  of  Isoniazid  Therapy 


Number  of  Patients 

Temperature 

Febrile  patients  (100  to  104  F.) 

11 

Defervescence  (2  to  8 weeks) 

11 

Weight 

Gain  (3  to  48  pounds;  average,  4 

pounds  per  month) 

19 

Loss  (6  pounds;  therapy  discon- 

tinned) 

1 

No  change 

1 

Dead 

1 

Sputum  Conversion 

Negative  at  start 

1 

Positive  at  start 

21 

Conversion 

Partial  (1  to  3 months) 

6 

Complete  (1  to  6 months) 

10 

Still  positive 

5 

Dead 

1 

X-Ray  Changes 
Improvement 

Slight 

1 

Moderate 

12 

Marked 

fi 

Change  for  Worse 

Slight 

1 

Marked  (1  therapy  discontinued; 

1 dead) 

2 

tient  isoniazid  was  discontinued  after  forty-five 
days  because  of  spread.  Patients  otherwise 
treated  less  than  three  months  were  not  included. 
Eleven  patients  were  white  and  1 1 Negro.  Fif- 
teen were  males  and  seven  females.  The  young- 
est patient  was  seventeen  years  old,  and  the  old- 
est fifty-four.  There  was  a predominance  of  the 
younger  age  groups;  17,  or  77  per  cent,  were 
under  forty  years  of  age.  Roentgenographically 
demonstrable  cavitation  was  present  in  nine  pa- 
tients, 41  per  cent. 

There  was  a much  earlier  therapeutic  response 
to  treatment  with  isoniazid  in  this  group  of  pa- 
tients. Nineteen  patients  have  shown  subjective 
and  objective  evidence  of  improvement,  which 
was  initiated  two  to  four  weeks  after  therapy  was 
started.  Eleven  patients  had  temperature  eleva- 
tions from  100  to  104  F.  Complete  defervescence 
occurred  in  nine  within  the  first  two  to  eight 
weeks.  In  two  the  temperature  subsided  slowly 
and  became  normal  after  three  to  four  months  of 
treatment.  Parallel  with  the  clinical  improve- 
ment there  was  a marked  increase  in  appetite  and 
progressive  gain  in  weight.  Nineteen  patients 
gained  from  3 to  48  pounds,  with  an  average  gain 
of  4 pounds  per  month  for  each  patient.  Only 
six  patients  gained  as  little  as  3 to  9 pounds.  Ten 
patients  gained  from  12  to  26  pounds,  and  three 
gained  from  36  to  48  pounds  (Table  IV). 

There  was  also  a greater  percentage  of  sputum 
conversions  in  this  group  of  patients.  Twenty-one 
patients  were  discharging  tubercle  bacilli  in  their 
sputum  when  isoniazid  was  started.  One  had 
miliary  tuberculosis  with  negative  sputa  find- 
ings, but  tubercle  bacilli  were  found  in  the  urine. 
In  ten  patients,  45  per  cent,  the  sputum  became 
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Fig.  5.  Case  3. — Roentgenograph  of  February  28, 
1952,  prior  to  start  of  therapy. 


negative  on  culture,  and  in  six  of  them  this  oc- 
curred after  one  month  of  therapy.  Five  have  re- 
mained positive  on  concentrate  or  smear.  Six 
patients  are  negative  on  concentrate.  In  the 
patient  with  positive  urinary  findings,  negative 
cultures  were  obtained  after  three  months 
of  therapy. 

Clearing  of  infiltrations  on  roentgenographic 
examination  was  also  noted  in  19  of  the  22  pa- 
tients. However,  the  roentgenographic  changes 
were  rather  slow  in  onset,  and  in  the  majority  of 
patients  appeared  much  later,  after  clinical  im- 
provement was  well  established.  After  the  first 
month  of  therapy  there  was  only  slight  clearing  on 
roentgenographs  in  eight  patients,  moderate 
clearing  in  two,  and  no  change  in  12.  After  three 
months  of  therapy  there  was  slight  clearing  in  one 
patient,  moderate  clearing  in  14  patients,  in- 
crease in  disease  in  three  patients,  and  no  change 
in  four  patients.  Rapid  cavity  closure  occurred 
in  one  patient  after  two  months  of  therapy  with 
isoniazid.  In  the  final  evaluation  of  the  entire 
group  of  22  patients,  there  was  slight  clearing  in 
one  patient,  moderate  clearing  in  12  patients,  and 
marked  clearing  in  six  patients.  There  was  in- 
crease in  disease  in  three  patients,  resulting  in  one 
death. 

Case  3. — M.  S.,  a thirty-two-year-old  Negro 
houseworker,  was  admitted  on  March  12,  1952,  with 
a two  to  three  months  history  of  productive  cough 
and  weight  loss  (Fig.  5).  She  was  moderately  toxic 
on  admission,  with  temperature  elevations  to  102  F., 
and  roentgenographic  examination  showed  scattered 


Fig.  6.  Case  3. — Roentgenograph  of  September  22, 
1952,  after  six  months  of  therapy. 


fluffy  densities  throughout  both  lung  fields,  con-  I 
fluent  in  the  left  midzone  and  in  the  right  apex.  I 
There  was  a 2 by  3 cm.  cavity  in  the  first  anterior  I 
interspace  on  the  right.  Isoniazid  was  started  on 
March  13,  1952,  on  a calculated  dose  of  4 mg.  per  j 
Kg.  of  body  weight.  Her  temperature  went  up  to  I 
102  F.  twenty-four  hours  later,  but  slowly  subsided 
to  subfebrile  levels  during  the  third  week  of  treat-  f 
ment.  Complete  defervescence  occurred  on  the  j 
eighth  week  of  treatment.  The  patient  noticed  | 
increase  in  appetite  after  ten  to  twelve  days  of  ther- 
apy, and  gained  w-eight  consistently,  for  a total  of  21 
pounds  in  the  next  five  months.  There  was  slow 
but  progressive  clearing  of  the  pulmonary  lesions,  I 
and  a film  of  September  22,  1952,  showad  only  a 
residual  density  in  the  right  upper  lung  field  and  a 
moderate  degree  of  fibrosis  (Fig.  6).  Conversion  of  • 
sputum  occurred  in  May,  but  cultures  have  remained  * 
positive.  Partial  resistance  of  the  bacterial  popula- 
tion to  isoniazid  was  noted  after  twTo  months  of  ther- 
apy and  remained  unchanged  throughout  the  trial  | 
period. 

T wo  patients  had  extensive  endobronchial  dis-  i 
ease.  In  both,  marked  improvement  was  ob- 
served after  one  to  two  months  of  therapy,  but 
healing  was  delayed  up  to  six  months. 

Case  4- — R.  J.,  a nineteen-year-old  Negro  male  * 
student,  wras  admitted  in  February,  1952,  with  a 
history  of  chest  pain,  cough,  expectoration,  weight  j 
loss,  and  night  swreats  of  about  three  months  dura-  | 
tion.  Roentgenographic  examination  showed  a 
homogeneous  density  in  the  right  lower  lung  field 
(Fig.  7),  and  bronchoscopic  examination  revealed 
marked  involvement  and  stenosis  of  the  main  stem 


June  1,  1953] 


ISONIAZID  IN  TUBERCULOUS  PULMONARY  LESIONS 


1353 


Fig.  7.  Case  4- — Roentgenogram  of  March  10, 
1952,  prior  to  start  of  isoniazid  therapy. 


Fig.  8.  Case  4- — Temperature  chart  showing 
drop  to  normal  after  six  days  of  isoniazid  therapy. 


I and  right  lower  and  middle  lobe  bronchi.  Isoniazid 
was  started  on  March  15,  1952.  Improvement  was 
I noted  within  one  week.  His  temperature,  which 
1 ranged  up  to  102  F.  on  admission,  became  normal  on 
the  sixth  day  (Fig.  8).  There  was  marked  increase 
in  appetite  with  constant  rapid  gain  in  body  weight 
at  the  rate  of  3 pounds  per  week.  Improvement 
of  endobronchial  disease  was  noted  after  two 
months  of  therapy  and  was  progressive.  How- 
ever, some  reddening  of  the  mucosa  was  still 
present  in  October,  1952,  after  seven  months  of 
therapy  with  isoniazid,  with  residual  narrowing  of 
the  lower  lobe  segmental  bronchi.  Conversion  of 
sputum  occurred  immediately  after  the  drug  was 
started,  and  cultures  have  remained  negative  since. 
Clearing  of  the  lesions  on  roentgenographic  examina- 
tion began  after  one  month  of  therapy  and  was 
slowly  progressive  to  almost  complete  disappearance 
lof  the  infiltration  at  the  end  of  six  months  (Fig.  9). 

Case  5. — W.  McF.,  a twenty-three-year-old  white 
IScotsman,  was  admitted  on  March  27,  1952,  after  a 
roentgenogram  taken  at  the  Army  Induction  Center 
tiad  shown  an  infiltration  in  the  left  lung  field,  and 
rPUtum  was  found  positive  for  acid-fast  bacilli. 
The  patient  was  asymptomatic  on  admission  except 
or  a mild  productive  cough  and  wheezing  in  the  left 


Fig.  9.  Case  4- — Roentgenogram  of  September  26, 
1952,  after  six  months  of  isoniazid  therapy. 


Fig.  10.  Case  5. — Roentgenogram  of  March  28, 
1952,  prior  to  start  of  isoniazid  therapy. 


chest  (Fig.  10).  Bronchoscopic  examination  showed 
evidence  of  extensive  endobronchial  disease  involv- 
ing the  left  main  stem  bronchus.  Isoniazid  was 
started  on  April  2,  1952,  at  a dose  of  4 mg.  per 
Kg.  of  body  weight.  Roentgenogram  of  the  chest 
taken  on  April  29,  1952,  showed  atelectasis  of 
the  left  upper  lung  field  (Fig.  11),  and  repeat  endo- 
scopic examination  on  May  15,  1952,  showed  exten- 
sive granulomatous  infiltration  of  the  left  main 
stem  bronchus  with  marked  stenosis.  There  was 
apparently  an  increase  in  the  extent  of  the  bronchial 
disease  as  compared  with  the  previous  examination. 
This  cleared  in  the  beginning  of  June,  1952,  after 
another  endoscopic  examination,  which  showed 
marked  improvement.  Since  that  time  there  has 
been  progressive  clearing  of  the  initial  infiltration  in 
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Fig.  11.  Case  5. — Roentgenogram  of  April  29. 1952, 
revealing  atelectasis  of  left  upper  lung  field. 


the  left  lung  and  also  healing  of  the  left  main  stem 
bronchus  with  a diffuse  stenosis  above  the  left  upper 
lobe  orifice  (Fig.  12).  Conversion  of  sputum  oc- 
curred in  July,  and  the  patient  has  gained  16  pound 
of  body  weight,  at  the  rate  of  4 pounds  per  month. 

From  the  total  number  of  patients  in  this  group 
of  22  patients,  six  had  tuberculous  pneumonia  in- 
volving one  or  both  lungs,  and  five  were  extremely 
toxic.  One  was  a young  Xegro  who,  in  addition 
to  pneumonia,  had  extensive  tuberculous  cervical 
adenitis  with  abscess  formation,  which  previously 
had  been  treated  surgically.  He  did  not  respond 
to  a course  of  60  Gm.  of  streptomycin  with  PAS. 
When  isoniazid  was  initiated,  a clinical  improve- 
ment followed,  but  two  months  later  further 
progression  and  excavation  of  the  pulmonary  le- 
sions occurred.  He  died  after  four  months  of 
therapy  with  isoniazid.  Prior  to  his  death  he  had 
severe  convulsions  and  evidence  of  increased  in- 
tracranial pressure.  On  postmortem  examina- 
tion, a large  tuberculous  abscess  was  found  in  the 
cerebellum.  Xo  tubercle  bacilli  could  be  cul- 
tured from  the  autopsic  material  although  large 
cavities  were  present  in  both  lungs.  A second 
patient  developed  spread  to  the  contralateral  lung 
six  weeks  after  treatment  with  isoniazid  was 
started.  The  bacterial  population  was  partially 
resistant  to  isoniazid.  The  drug  was  discon- 
tinued, therefore,  and  streptomycin  started. 

Case  6. — J.  McG.,  a forty-six-year-old  white  male, 
was  admitted  on  March  11,  1952,  because  of  severe 
productive  cough,  night  sweats,  malaise,  and  ano- 
rexia of  about  three  weeks  duration.  He  appeared 
very  toxic  with  temperature  elevations  ranging  up 
to  104  F.,  and  roentgenographic  examination  re- 


Fig.  12.  Case  5. — Roentgenogram  of  September 
25,  1952,  approximately  six  months  after  isoniazid 
therapy  was  started. 


vealed  a pneumonic  infiltration  involving  the  greater 
part  of  the  right  lung  (Fig.  13).  Intramuscular 
isoniazid  therapy  was  started  on  March  18, 1952,  and 
changed  to  oral  after  thirty  days.  His  tempera- 
turesubsided slowly  and  reached  almost  normal  levels 
during  the  fourth  week  of  therapy.  There  was 
slight  subjective  improvement  with  mild  euphoria, 
but  otherwise  the  patient’s  status  remained  un- 
changed. His  temperature  went  up  slightly  in  the 
beginning  of  the  fifth  week  of  treatment,  and  roent- 
genographic examination  of  May  1.  1952,  showed 
the  presence  of  new  lesions  at  the  base  of  the  right 
lung  and  in  the  contralateral  lung  (Fig.  14).  Tu- 
bercle bacilli  were  then  found  partially  resistant  to 
isoniazid.  The  drug  was  discontinued  and  strepto- 
mycin and  PAS  started. 


Two  patients  were  treated  with  streptomycin 
and  isoniazid.  One  had  severe,  poorly-controlled 
diabetes.  There  was  some  improvement  in  his 
condition  on  previous  chemotherapy,  but  when 
isoniazid  was  started,  almost  immediate  conver- 
sion of  the  sputum  followed,  and  further  progres- 
sive clearing  on  roentgenograms  was  noted. 
There  was  rapid  gain  in  weight.  Streptomycin 
was  subsequently  discontinued  because  of  toxic- 
ity. and  isoniazid  was  continued  alone.  The  pa- 
tient is  being  ambulated  in  preparation  for  dis-  ( 
charge  from  the  hospital.  The  other  patient  was  a 
Xegro  male  who  was  extremely  toxic  on  admis-  I 
sion.  Because  he  faded  to  respond  to  isoniazid  • 
even  when  the  dose  was  temporarily  increased,  j 
streptomycin  was  added.  Complete  deferves- 
cence occurred  within  a month,  and  progressive 
clearing  on  roentgenograms  was  initiated. 

The  two  remaining  patients,  both  Xegroes,  i 
were  treated  with  a dose  of  isoniazid  equivalent  to 
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Fig.  13.  Case  6.- — Roentgenogram  of  March  20, 
1952,  at  start  of  isoniazid  therapy. 


7 mg.  per  Kg.  of  body  weight.  Both  have  done 
remarkably  well  clinically.  In  one  of  these 
patients  there  was  marked  regression  of  infiltra- 
tions after  five  months  of  therapy,  and  in  the 
other  there  was  only  moderate  clearing  after  four 
months. 

Case  7. — W.  W.,  a thirty-two-year-old  Negro 
male,  was  admitted  by  ambulance  on  May  21,  1952, 
with  a two  months  history  of  chills,  fever,  malaise, 
night  sweats,  and  productive  cough.  He  was  febrile, 
with  temperature  ranging  up  to  104  F.,  and  extremely 
toxic  on  admission.  He  was  perspiring  profusely, 
and  he  was  listless  and  apathetic.  Moderate  ema- 
ciation and  dehydration  were  present.  There  was 
clinical  evidence  of  consolidation  over  both  upper 
lung  fields,  and  roentgenographic  examination  on 
May  19,  1952,  showed  a dense  confluent  easeoexuda- 
tive  infiltration,  involving  the  left  upper  lobe. 
There  was  a large  excavation  evident  in  the  upper 
lung  field.  There  was  moderate  mottling  of  a caseo- 
exudative  nature  in  the  right  upper  lung  field  (Fig. 
15).  Isoniazid  was  started  on  May  22,  1952. 
Slight  improvement  in  appetite  and  decrease  in 
malaise  were  noted  during  the  first  week  of  treatment. 
Temperature  began  to  subside  after  ten  days  and 
reached  normal  levels  after  three  months  of  ther- 
apy. In  July,  the  patient  began  to  gain  weight 
progressively  at  the  rate  of  10  pounds  per  month. 
Very  slight  roentgenographic  clearing  had  been 
noted  after  one  month  of  chemotherapy,  and  in 
September  there  was  moderate  clearing  and  organ- 
ization bilaterally  (Fig.  16).  At  that  time  the  pa- 
tient was  clinically  asymptomatic.  Sputum  be- 
came negative  on  concentration  in  August,  but  cul- 


Fig. 14.  Case  6. — Roentgenogram  of  May  1, 
1952,  reveals  new  lesions  at  base  of  right  lung  and 
in  the  contralateral  lung. 


tures  have  remained  positive.  The  resistance  of  the 
tubercle  bacilli  to  the  highest  tested  concentration  of 
5.0  micrograms  per  milliliter  was  noted  in  July, 
after  six  weeks  of  therapy,  and  has  remained  un- 
changed, but  in  spite  of  this  finding,  clinical  im- 
provement and  roentgenographic  evidence  of  clear- 
ing continued  throughout  the  period  of  observation. 

Case  8. — E.  S.,  a thirty-nine-year-old  Negro  fe- 
male chronic  alcoholic,  was  admitted  on  May  14, 
1952,  because  of  a tuberculous  pneumonia  involving 
both  lungs.  The  patient  was  extremely  toxic  on  ad- 
mission, with  temperature  to  104  F.;  she  was 
tremulous,  perspiring  profusely,  and  moderately 
confused.  There  was  a moderate  anemia  present, 
and  there  was  laboratory  evidence  of  impaired  liver 
function  with  a bromsulfalein  retention  of  16  per 
cent.  Isoniazid  was  started  with  a calculated  dose 
of  7 mg.  per  Kg.  of  body  weight  (Fig.  17).  Clinical 
response  to  the  drug  was  slow.  A drop  in  tempera- 
ture occurred  in  the  third  week  of  treatment,  but 
complete  defervescence  to  normal  levels  took  place 
onlyin  the  latter  partof  September,  after  four  months 
of  chemotherapy.  There  was  slow  gain  in  weight 
for  a total  of  23  pounds,  most  of  it  during  the  last 
two  months  of  therapy.  Sputum  remained  positive. 
Partial  resistance  to  isoniazid  was  noted  in  June,  one 
month  after  therapy  was  started,  and  has  remained. 
Slight  clearing  of  the  infiltrations  was  noted  for  the 
first  time  in  August  and  has  been  continuous  (Fig. 
18).  Liver  function  tests  showed  a moderate  degree 
of  abnormality  in  August,  but  in  spite  of  continua- 
tion of  isoniazid,  improvement  in  the  liver  chemis- 
tries was  noted  in  September  and  October.  There 
was  no  clinical  evidence  of  toxicity. 
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Fig.  15.  Case  7. — Roentgenogram  of  May  19,  1952, 
prior  to  start  of  isoniazid  therapy. 


Comment 

The  emergence  of  strains  resistant  to  isoniazid 
constitutes  a major  therapeutic  problem.  Steen- 
ken  and  associates,  investigating  a small  number 
of  patients  with  cavitary  disease,  noted  that  drug 
resistance  to  isoniazid  appeared  as  early  as  eight 
weeks  after  therapy  was  started.23  The  English 
investigators  observed  the  emergence  of  drug  re- 
sistance to  isoniazid  as  early  as  the  end  of  the 
first  month  of  therapy.17  In  their  large  series  of 
patients,  drug  resistance  was  present  in  10  per 
cent  at  the  end  of  the  first  month,  50  per  cent  at 
the  end  of  the  second  month,  and  as  much  as  70 
per  cent  at  the  end  of  the  third  month  of  treat- 
ment. The  combination  of  isoniazid  with  strep- 
tomycin seemed  to  defer  the  emergence  of  drug 
resistance,  provided  the  tubercle  bacilli  were 
sensitive  to  both  drugs  when  therapy  was  started. 

In  our  series,  information  concerning  drug 
sensitivity  prior  to  therapy  was  obtained  only  on 
41  patients.  In  40  of  these,  the  bacilli  were  sen- 
sitive, but  in  one  patient  they  were  resistant  to 
the  smallest  concentration  of  0.025  micrograms 
per  cc.  Partial  resistance  developed  in  21  pa- 
tients within  one  to  four  months  of  treatment, 
and  in  eight  patients  the  bacterial  population  be- 
came resistant  to  the  highest  concentration  of  5 
micrograms  per  cc.  tested  in  this  laboratory. 
In  patients  receiving  both  drags,  only  in  three  was 
there  some  evidence  that  the  emergence  of  re- 
sistant mutants  to  either  drug  was  delayed. 

No  important  side-effects  from  isoniazid  were 
noted,  except  in  two  female  patients.  Both  de- 
veloped moderately  severe  muscular  twitching 
after  four  to  six  months  of  therapy,  respectively. 


Fig.  16.  Case  7. — Roentgenogram  of  September 
18,  1952,  approximately  four  months  after  therapy 
was  started. 


Both  were  receiving  4 mg.  of  isoniazid  per  Kg. 
of  body  weight.  After  discontinuation  of  the 
drug  the  toxic  symptoms  subsided.  A small 
number  of  patients  experienced  slight  temporary 
disturbances  such  as  transient  constipation,  diz- 
ziness, or  sleeplessness,  which  disappeared  spon- 
taneously. In  none  of  these  cases  was  the  drug 
discontinued  for  any  length  of  time.  In  two  fe- 
male patients  there  was  temporary  suppression  of 
the  menstrual  periods.  In  one  patient  (Case  2) 
temporary  depression  of  the  white  and  red  blood 
cell  count  occurred  after  one  month  of  therapy, 
with  return  to  normal  values  in  two  months. 

In  all  patients  with  normal  liver  chemistries 
and  normal  function  of  the  kidneys  at  the  start  of 
therapy,  there  was  no  alteration  in  the  repeated 
liver  and  kidney  function  tests  during  the  course 
of  treatment.  However,  11  patients  had  abnor- 
mal liver  chemistries  when  isoniazid  was  started. 
Four  were  chronic  alcoholics;  two  had  long- 
standing diabetes,  and  one  had  amyloidosis 
secondary  to  a tuberculous  empyema.  One  pa- 
tient had  an  elevated  cephalin  flocculation  titer  as 
a result  of  previous  therapy  with  Tibione.  Of 
these  11,  spontaneous  improvement  in  the  liver 
chemistries  occurred  in  six  patients.  In  four 
there  was  slight  to  moderate  increase  in  the  abnor- 
mal findings.  In  one  patient  chemistries  have 
remained  unchanged.  In  this  group  clinical 
improvement  and  x-ray  evidence  of  clearing  was 
noted  in  nine  patients.  The  pulmonary  status  of 
two  patients  has  remained  unchanged. 

Three  patients  also  had  elevated  nonprotein 
nitrogen.  In  two,  it  was  due  to  probable  diabetic 
nephropathy,  and  one  had  amyloidosis.  In  all 
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Fig.  17.  Case  8. — Roentgenogram  of  May  29,  1952, 
at  start  of  isoniazid  therapy. 


three  the  nonprotein  nitrogen  has  remained  un- 
changed. 

Summary 

Isoniazid  appears  to  be  an  effective  antituber- 
I culous  agent  in  the  treatment  of  tuberculosis.  It 
I'  is  easily  administered  and  rarely  produces  signifi- 
cant side-effects.  From  the  small  number  of 
patients  observed  in  our  series,  the  beneficial 
|'  effect  of  isoniazid  is  more  evident  in  recently 
L acquired  forms  of  pulmonary  tuberculosis. 
R Improvement  in  the  clinical  picture  usually  pre- 

I cedes  changes  observed  on  roentgenograms.  In  a 
few  patients,  continuous  improvement  was 
present  in  spite  of  the  early  emergence  of  drug- 
resistant  strains. 

We  wish  to  thank  Dr.  Mary  Keenan  Tessier,  resident 
physician  in  radiology,  for  her  valued  assistance  in  the  x-ray 
interpretation. 

The  laboratory  work  in  connection  with  this  study  was 
done  under  the  direction  of  Dr.  David  M.  Spain,  Director  of 
■ | the  Department  of  Laboratories  and  Research. 
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If  you  have  great  talents,  industry  will  improve  them;  if  you  have  but  moderate  abilities,  in- 
dustry will  supply  their  deficiency. — Samuel  Smiles 
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THE  SECOND  INJURY  LAW 

Irvin  Klein,  M.D.,  New  York  City 

{Compensation  Examining  Physician.  Xeir  York  State  Workmen’s  Compensation  Board.  Member  of  the 
I Tor);  Classification  Unit,  Cardiac  Clinic.  Bellevue  Hospital) 


'"THE  Second  Injury  Law  was  enacted  in  1 945.  Its 

purpose  was  to  encourage  employers  to  hire  men 
and  women  permanently  partially  disabled,  and  thus 
to  continue  them  at  useful  and  profitable  work.  The 
legislation  was  sparked  by  a national  wartime  man- 
power shortage.  It  was  stimulated  also  by  the  de- 
sire to  retain  the  needed  special  skills  and  ex- 
periences of  the  many  who  had  been  injured.  Some 
of  these  were  unemployed  because  of  the  increased 
risk  devohring  on  the  employers  of  partially  disabled 
workers,  others  because  of  their  inability  to  meet 
past  work  performance;  still  others  were  doing 
work  for  which  their  special  aptitudes  were  not  re- 
quired, at  salaries  far  below  those  previously  earned. 
Whether  the  disability  resulted  from  disease,  from 
compensable  or  noncompensable  injury,  or  from  war 
trauma  was  immaterial.  The  consequent  immobi- 
lization of  so  large  a skilled  segment  of  the  labor 
population  became  a problem  of  great  public  concern. 

The  solution  of  the  problem  was  sought  through 
the  enactment  of  the  Second  Injury  Law  (Section 
15-8  of  the  Workmen’s  Compensation  Law).  Its 
aims  are  clearly  defined: 

First : That  every  person  in  this  state  who  works 
for  a living  is  entitled  to  a reasonable  opportunity 
to  maintain  his  independence  and  self-respect 
through  self-support,  even  after  he  has  been 
physically  handicapped  by  injury  or  disease; 

Second:  That  any  plan  which  will  reasonably, 
equitably,  and  practically  operate  to  break  down 
hindrances  and  remove  obstacles  to  the  employ- 
ment of  partially  disabled  persons  honorably  dis- 
charged from  our  armed  forces,  or  any  other 
physically  handicapped  persons,  is  of  vital  im- 
portance to  the  state  and  its  people  and  is  of  con- 
cern to  this  legislature; 

Third:  That  it  is  the  considered  judgment  of  this 
legislature  that  the  system  embodied  in  this  sub- 
division, which  makes  a logical  and  equitable  ad- 
justment of  the  liability  under  the  Workmen’s 
Compensation  Law  which  an  employer  must  as- 
sume in  hiring  employees,  constitutes  a practical 
and  reasonable  approach  to  a solution  of  the  prob- 
lem for  the  employment  of  physically  handicapped 
persons. 

Moreover,  because  of  the  insidious  nature  of 
slowly  developing  diseases,  such  as  silicosis  and 
other  dust  diseases,  and  because  of  the  reluctance 
on  the  part  of  employers  to  employ  persons  pre- 
viously exposed  to  silica  or  other  harmful  dust, 
means  should  also  be  provided  whereby  em- 
ployers will  be  encouraged  to  employ  and  to  con- 
tinue the  employment  of  such  persons,  by  appor- 
tioning liability  fairly  between  the  employer  and 
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industry  as  a whole  without  at  the  same  time  re- 
moving any  incentive  for  the  prevention  of  harm- 
ful dust  diseases. 

By  limiting  the  compensation  hazards  which 
employers  faced  as  a result  of  the  employment  of 
permanently  partially  disabled  workers,  the  law- 
makers hoped  to  stimulate  the  utilization  of  this 
needed  skilled  manpower.  Under  the  Second  Injury 
Law.  an  employer  of  a permanently  partially  dis- 
abled person  has  only  a limited  responsibility,  if  the 
disabled  worker  sustains  further  injury  or  disable- 
ment while  at  work.  At  most,  the  employer  is  liable 
for  only  one  hundred  and  four  weeks  of  compensa- 
tion; all  other  payments  devolve  eventually  on  the 
Special  Fund.  It  was  also  believed  that  job  place- 
ment. after  consideration  of  the  experience  and  the 
existing  physical  handicaps  of  the  prospective  ' 
worker,  would  minimize  the  chance  of  a second  in- 
jury. and.  at  the  same  time,  maintain  the  needed  in- 
dustrial skills  at  a high  level. 

The  aim  of  the  Second  Injury  Law  is  so  precise, 
and  its  application  so  simple,  that  it  should  appeal  to 
employers  and  employes  alike.  The  particular  ele- 
ments necessary  for  its  application  have,  apparently, 
created  difficulties  for  the  employer,  for  he  frequently 
seeks  for  something  in  the  Law  which  does 
not  exist. 

Having  been  hired  for  a job,  whether  it  be  easy  or 
hard,  whether  it  be  at  the  work  for  which  the 
employe  has  been  trained  or  not,  whether  it  be  full 
or  part  time,  the  employe's  interest  in  the  Second 
Injury  Law  ends.  For  him.  its  purpose  has  been 
served — he  has  obtained  employment.  .All  medical 
and  surgical  conditions  are  covered,  as  are  all  em- 
ployers and  employes  who  seek  the  advantages  which 
the  Law  affords. 

The  employer,  having  hired  a disabled  worker,  is 
protected  by  the  Law  against  liability  for  permanent 
disabilities  which  may  result  from  both  the  pre- 
existing condition  and  the  second  injury  or  disease. 

He  is  obligated  to  pay  medical  expenses  and  com- 
pensation awards  for  no  more  than  one  hundred  and 
four  weeks.  Should  the  combined  disability  and  the 
required  medical  treatment  extend  beyond  one 
hundred  and  four  weeks,  the  additional  payments 
eventually  become  an  obligation  of  the  Special 
Fund. 

The  significant  provisions  of  the  Second  Injury 
Law  are  easily  comprehensible.  In  order  that  the 
Law  may  be  applicable,  all  of  the  following  five 
requisites  must  be  fulfilled: 

1.  The  pre-existing  partial  disability  must  be 
permanent.  Should  it  be  discovered,  at  some  future 
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time,  that  the  pre-existing  condition  was  only  tem- 
porary, the  employer  has  no  recourse  under  the 
Second  Injury  Law  (15-8)  and  must  himself  pay  all 
compensation  awards  made  for  the  second  injury  or 
disease. 

2.  The  disability  resulting  from  the  second  in- 
jury must  also  be  permanent.  It  matters  not 
whether  the  disability  due  to  the  second  injury  be 
total  or  partial.  The  permanence  of  the  disability 
is  the  determining  factor.  If  the  disability  is 
temporary,  the  case  does  not  fall  within  the  purview 
of  the  Second  Injury  Law,  and  the  employer  is  re- 
sponsible for  all  the  benefits  to  which  the  injured 
worker  is  entitled  under  the  Compensation  Law. 

3.  The  degree  of  disability,  resulting  from  both 
the  previous  permanent  partial  impairment  and  the 
second  injury  permanent  impairment,  must  be  ma- 
terially and  substantially  greater  than  the  degree  of 
disability  due  to  the  second  injury  alone.  If  this 
combined  disability  is  greater  than  that  resulting 
from  the  second  injury  alone,  and  if  the  disability 
due  to  the  second  injury  exceeds  one  hundred  and 
four  weeks,  the  Special  Fund  is  liable  for  the  excess 
by  way  of  reimbursement.  The  Special  Fund  is  also 
liable  for  compensation  awards  and  medical  treat- 
ments (beyond  one  hundred  and  four  weeks)  in  cases 
in  which  a permanent  total  disability  results  from 
both  the  previous  and  second  injuries. 

4.  The  employer  must  be  aware  of  the  existence 
of  the  employe’s  previous  permanent  physical  im- 
pairment. Proof  that  the  employer  had  knowledge 
of  the  pre-existing  condition,  of  the  disability  it 
causes,  and  of  its  permanence  must  be  adduced,  par- 
ticularly in  nonevident  disease.  Should  the  proof  be 
lacking,  the  second  injury  section  would  not  be 
applicable.  In  many  cases,  however,  the  special 
consideration  given  to  an  employe  (type  of  work, 
hours  of  work)  may  in  itself  be  sufficient  persuasive 
evidence  of  the  fact  that  the  employer  knew  of  the 
worker’s  pre-existent  impairment.  In  a hand 
amputation,  it  can  reasonably  be  assumed  that  the 
employer  was  aware  of  its  evident  existence,  even  if 
the  worker  did  not  actually  make  his  condition 
known  verbally,  and  even  if  he  received  no  special 
consideration  (hours  of  work,  type  of  work)  while 
on  the  job. 

5.  The  statute  of  limitations:  In  all  Second  In- 
jury Law  cases,  and  in  all  cases  which  may  possibly 
fall  under  this  section  of  the  Compensation  Law  (15- 
8)  a claim  for  reimbursement  must  be  filed  by  the 
employer  or  his  carrier.  This  must  be  done  no  later 
than  one  hundred  and  four  weeks  after  the  second 
disability  began,  and  in  any  case,  before  a finding  of 
permanency  of  the  second  disability  is  made  by  the 


Workmen's  Compensation  Board.  Should  the  claim 
for  relief  under  the  Second  Injury  Law  be  filed  after 
a finding  of  permanency  has  been  made,  or  after  one 
hundred  and  four  weeks  have  passed,  the  claim  is 
outlawed;  the  employer  or  his  carrier  must  assume 
all  the  liability  in  the  case. 

These  provisions  must  all  be  met,  in  order  that  a 
case  be  considered  under  the  Second  Injury  Law. 
All  medical  and  surgical  conditions  are  covered,  as  are 
all  employers  and  employes  who  seek  the  advantages 
which  the  Law  affords.  No  special  pre-employment 
examinations  are  mandatory.  No  large  medical 
clinic  need  be  maintained  by  the  employer.  The 
benefits  which  the  Law  offers  to  employers  of  pre- 
viously disabled  workingmen  are  not  automatically 
conferred  on  them.  Rather,  the  employers  must  seek 
the  benefits  to  which  they  are  entitled  under  the 
Law. 

The  employe  has  no  special  interest  in  calling  the 
Second  Injury  Law  into  play,  since  the  compensa- 
tion payments  he  receives  do  not  vary,  no  matter 
what  their  source  may  be  (employer,  carrier,  Special 
Fund).  Neither  has  the  Workmen’s  Compensation 
Board  any  interest  in  compelling  an  employer  to 
seek  redress  under  the  Law.  The  employer,  or  his 
carrier,  alone,  must  initiate  proceedings  to  make  the 
Law  apply  in  a given  case.  It  must  be  reempha- 
sized that  the  Second  Injury  Law  does  not  become 
effective  automatically. 

Since  cases  differ  widely  from  each  other,  it  is 
probably  futile  to  attempt  to  clarify  the  Law’s 
applicability  by  citing  varying  examples.  No  case  is 
typical.  Only  through  the  experience  attained  by 
applying  the  Law  in  individual  cases  can  the  as- 
surance be  acquired  which  is  needed  for  meeting  the 
new  problems  that  may  arise  under  the  Law. 

A complete  understanding  of  the  specific  provisions 
of  the  Law  and  of  its  operation  is  essential.  Once 
the  prime  motive  and  method  are  clear,  the  legal 
details,  the  forms  to  be  filed,  the  language  to  be  used, 
the  procedure  to  be  followed,  all  become  incidental 
and  diminish  in  importance,  as  every  routine  matter 
eventually  does.  It  will  become  routine  for  an  em- 
ployer or  his  insurance  carrier  to  submit  an  early 
application  in  order  that  the  Second  Injury  Law  may 
become  operative  in  any  given  case. 

An  attempt  has  been  made  to  present  a clear  and 
simple  explanation  of  the  Second  Injury  Law.  It  is 
hoped  that  a better  understanding  of  the  great 
privileges  conferred  by  the  Law  and  of  the  simple 
duties  incumbent  upon  employers  will  stimulate  still 
further  the  employment  of  permanently  partially  dis- 
abled men  and  women. 

9 East  9th  Street 


“The  so-called  ‘emergency’  is  fast  becoming  for  Americans  the  normal  way  of  life.  . .Let’s  stop  be- 
ing defensive  about  defense.” — Dr.  Leonard  Mayo 


OUTPATIENT  SERVICES  IN  RURAL  COMMUNITIES 

Herbert  F.  Schwartz,  M.D.,  Salisbury  Center,  New  York* 

{From  the  Pine  Crest  Sanatorium) 


TX  1947,  the  New  York  Joint  Hospital  Survey  and 
Planning  Commission  took  steps  to  meet  the 
many  economic  problems  facing  the  hospitals  of 
New  York  State.  Charged  with  the  responsibility 
of  suiweying  the  entire  hospital  situation  and  of  pro- 
viding a program  to  meet  the  medical  needs  of  the 
people,  the  Commission  delegated  Columbia  Uni- 
versity to  make  an  appropriate  study.  One  of  the 
recommendations  of  the  report  was,  “Subsidize  the 
expansion  of  services,  particularly  diagnostic  serv- 
ices,  to  ambulatory  patients  by  making  limited 
grants  to  hospitals  willing  to  develop  adequate 
programs.”1  A similar  suggestion  was  made  to 
local  government. 

It  occurred  to  the  writer  that  just  such  an  arrange- 
ment is  present  in  many  rural  counties  and  that  only 
a moderate  enlargement  of  the  present  facilities 
would  meet  the  needs  of  the  people.  I am  referring 
to  the  outpatient  departments  of  county  and  State 
tuberculosis  hospitals  which  examine  over  75,000 
individuals  yearly  in  upstate  New  York.  Usually 
these  studies  consist  of  physical  examination  and 
chest  x-ray,  but  they  could  readily  be  made  to  in- 
clude complete  blood  counts,  urinalysis,  serology, 
and  more,  if  need  be.  Some  of  these  procedures  are 
even  now  being  done  in  many  county  sanatoria 
clinics. 

Urban  Versus  Rural  Facilities 

I have  long  maintained  that  building  up  the  al- 
ready large  city  hospitals  at  the  expense  of  the 
small  rural  institutions  will  not  solve  the  problem  of 
inadequate  medical  care.5,  3 Why  does  organized 
medicine  insist  on  running  contrary  to  the  stream? 
Industry  is  decentralizing  and  moving  to  the  rural 
areas;  more  and  more  people  are  buying  a “home  in 
the  country,"  but  doctors  and  hospitals  are  flocking 
to  the  cities.  Granting  that  a large  census  aids  ef- 
ficiency and  encourages  research,  one  still  finds  many 
advantages  associated  with  the  small-bed  capacity. 
These  are  as  follows: 

1.  Costs  are  much  lower,  as  examination  of  rate 
schedules  will  show.  A recent  review  of  operation 
costs  shows  a two-year  rise  of  12  per  cent  for  hospi- 
tals under  50  beds  and  a 40  per  cent  rise  for  hospitals 
over  250  beds.* 

2.  Many  of  the  special  services  available  in  urban 
hospitals  are  unnecessary  for  the  routine  case.  The 
average  medical  or  surgical  patient  needs  only  the 
routine  laboratory  studies  which  are  provided  by 
most  of  the  smaller  institutions. 

3.  Five  hospitals  of  50-bed  capacity  can  provide 
more  medical  care  to  more  people  than  can  one  hos- 
pital of  250  beds.  Medical  facilities  are  utilized 
according  to  the  conveniences  of  the  patient;  people 
have  a definite  preference  for  the  hospital  in  their 
own  community  over  the  more  ornate  (and  frighten- 

*  Dr.  Schwarts's  present  address  is  Ulster  County  Tuber- 
culosis Hospital,  Kingston,  New  York. 


ing)  institution  in  the  nearby  city.  More  rural 
areas  need  “on  the  spot”  medical  services. 

Larson  and  Hat-,  in  a paper  on  “Differential  Use  of 
Health  Resources  by  Rural  People,”  state  that  the 
utilization  of  health  facilities  depends  on  the 
“ecologic  distribution  of  these  resources  in  relation 
to  the  potential  rural  consumer.”4  The  use  of 
private  health  resources  may  break  down  county 
lines,  providing  these  facilities  are  within  the  con- 
sumer’s local  community.  “The  same  principle  is 
suggested  for  public  as  for  private  health  resources, 
namely,  to  maximize  the  use  of  public  health  re- 
sources, the  services  must  be  available  in  what  is 
considered  by  the  potential  consumer  to  be  his  local 
community.”  As  expressed  by  Prince  in  his  discus- 
sion of  this  paper,  “It  would  seem  that  in  spite  of 
modern  methods  of  transportation  people  still  have  a 
problem  getting  to  a hospital  or  a doctor  if  they  have 
to  travel  fifteen  or  twenty  miles  in  the  dead  of  win- 
ter to  get  there.”  This  experience  is  often  borne  out 
in  tuberculosis  follow-ups:  many  people  who  re- 
peatedly ignore  exhortations  to  appear  at  the  regular 
clinic  will  attend  the  first  field  clinic  held  in  their 
immediate  locality. 

It  would  appear,  therefore,  that  the  need  for  in- 
creased facilities  at  medical  centers  is  probably  less 
important  than  the  need  for  basic  facilities  in  rural 
areas. 

Facilities  Now  Available 

Examination  of  outpatient  facilities  now  available 
in  upstate  New  York  show  the  following:6"  7 

1.  There  are  23  counties  in  New  York  State  which 
have  no  hospitals  with  outpatient  departments. 

2.  There  are  20  counties  that  have  one  hospital 
with  an  outpatient  department,  but  they  have  at 
least  one  additional  community  lacking  such  serv- 
ices. 

3.  All  of  these  counties  have  outpatient  clinics 
which  are  administered  by  the  local  county  or  State 
tuberculosis  hospital. 

The  argument  might  be  offered  that  the  local 
general  hospital  could  provide  the  services  needed, 
but  this  is  not  a practical  hypothesis.  Planning  and 
directing  an  outpatient  department  requires  a cer- 
tain amount  of  time  and  experience.  In  most  rural 
hospitals  there  is  no  single  person  who  has  both  the 
medical  and  administrative  training  and  the  time  to 
devote  to  this  “minor”  part  of  the  hospital  program. 
In  the  tuberculosis  hospital  the  basic  facilities  are 
already  present;  outpatient  work  is  an  integral  part 
of  the  duties  of  the  administrator  and  the  staff.  It 
would  need  only  the  addition  of  extra  technical  help 
to  broaden  the  scope  of  the  work  and  offer  the  serv- 
ices which  are  so  badly  needed.  Even  at  present 
there  are  county  sanatoria  which  do  extra  laboratory 
studies  at  the  request  of  the  referring  physician. 

Multiphasic  Screening 

Much  has  been  said  and  written  about  the  value 
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of  multiple  health  tests.  In  a recent  article,  Petrie, 
Bowdoin,  and  McLaughlin  stated  that  the  multi- 
phasic  health  test  can  be  mutually  profitable  and 
acceptable  to  all.8  Both  patient  and  physician 
profit  from  early  case-finding,  regardless  of  the  na- 
ture of  the  abnormality  discovered. 

Our  own  experience  has  been  along  similar  lines. 
Several  years  ago  we  proposed  doing  complete  blood 
counts  and  sedimentation  rates,  when  indicated,  on 
patients  at  the  Pine  Crest  Clinics.  At  present,  a 
surprising  number  of  patients  bring  to  the  clinic  a 
written  request  from  their  physician  for  these  lab- 
oratory studies.  This  could  be  broadened  to  include 
blood  sugar,  serology,  and  urine.  When  the  clinics 
are  not  too  large,  a visitor  receives  an  examination 
of  the  heart,  lungs,  cervical  nodes,  axillae,  thyroid, 
and  breasts;  fluoroscopy  and  x-ray  of  the  heart, 
lungs,  and  thorax;  tuberculin  test,  and  complete 
blood  count,  sedimentation  test,  and  urine  when  re- 
quested by  the  referring  physician. 

It  is  a well-known  fact  that  more  positive  findings 
are  obtained  when  x-raying  hospital  admissions 
and  clinic  visitors  than  groups  of  healthy  persons. 
It  is  my  feeling  that  these  clinics  are  the  natural 
agents  for  the  multiphasic  screening  project,  es- 
pecially in  communities  where  tumor  clinics  and  out- 
patient clinics  are  now  lacking.  The  extra  labora- 
tory work  could  be  done  by  increasing  the  technical 
staff  at  the  tuberculosis  hospitals,  or  the  collected 
specimens  could  be  sent  to  the  general  hospital  lab- 
oratory for  processing.  Reimbursement  to  the 
general  hospital  could  be  made  by  the  county  or 
through  a State  grant. 

The  clinic  examination  would  consist  of  physical 
examination,  fluoroscopy  and  x-ray  of  the  chest, 


LUNG  CANCER 

Lung  cancer  now  leads  all  other  diseases  of  the 
respiratory  tract  as  a cause  of  death  among  white 
men  in  the  United  States,  taking  a higher  toll  than 
either  respiratory  tuberculosis  or  pneumonia,  Metro- 
politan Life  Insurance  Company  statisticians  report. 

The  1950-1951  death  rate  from  respiratory  cancer 
for  males  among  the  company’s  industrial  policy- 
holders was  25.7  per  100,000,  the  rate  for  respiratory 
tuberculosis  21.9  per  100,000,  and  that  for  pneu- 
monia 14.6.  The  excess  of  the  cancer  rate  over  that 
for  tuberculosis  and  pneumonia  is  most  marked  at 
the  older  ages. 

Twenty  years  ago,  lung  cancer  mortality  among 
males  was  far  below  that  for  tuberculosis.  At  that 
time  the  lung  cancer  death  rate  for  men  at  ages 
sixty-five  to  seventy  four  was  less  than  one  third 
the  tuberculosis  rate;  today’s  rate  at  those  ages  is 
[nearly  double  the  tuberculosis  rate. 

The  death  rates  from  respiratory  cancer,  the  sta- 
tisticians observe,  vary  widely  over  the  United 
States  and  are  generally  highest  in  the  Northeast 


examination  of  the  urine  and  venipuncture  to  col- 
lect blood  for  serology,  blood  count,  sedimentation 
rate,  and  blood  sugar.  Thus,  in  one  examination 
the  patient  would  have  a thorough  screening.  As 
mentioned  above,  the  positive  findings  in  such  a 
group  of  individuals  would  yield  an  appreciable 
number  of  abnormalities. 

Summary 

1.  The  New  York  Joint  Hospital  Survey  and 
Planning  Commission  has  recommended  the  ex- 
pansion of  diagnostic  services  to  ambulatory  pa- 
tients. 

2.  The  greatest  need  for  increased  services  is  in 
the  rural  areas. 

3.  Twenty-three  counties  in  upstate  New  York 
have  no  hospitals  with  outpatient  departments. 

4.  Multiphasic  screening  is  acquiring  more  wide- 
spread acceptance  as  having  value  to  both  patient 
and  physician. 

5.  A plan  is  offered  to  broaden  the  scope  of  the 
State  and  count}"  tuberculosis  hospitals’  outpatient 
departments  to  provide  some  of  the  services  now  so 
much  in  demand. 
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and  lowest  in  the  South,  the  maximum  rates  being 
approximately  six  times  the  minimum  figures. 
These  geographic  variations  reflect,  in  part  at  least, 
differences  in  the  age,  sex,  and  color  composition  of 
the  population,  as  well  as  differences  in  resources 
for  finding  new  cases. 

“In  the  present  state  of  knowledge,”  the  statisti- 
cians note,  “it  is  difficult  to  account  for  the  recorded 
increase  in  the  mortality  and  morbidity  from  respira- 
tory cancer,  or  even  to  determine  how  much  of  the 
rise  is  real.  Improved  technics  for  diagnosis  and 
the  greatly  increased  frequency  of  their  use  have 
resulted  in  many  cases  being  detected  and  reported 
which,  in  the  past,  would  have  been  overlooked.” 

Whatever  success  can  be  achieved  in  the  control  of 
respiratory  cancer,  the  statisticians  point  out,  de- 
pends mainly  upon  continuing  popular  education  in 
the  symptoms  of  the  disease  and  the  promotion  of 
measures  for  early  detection  and  treatment.  Peri- 
odic medical  and  x-ray  examinations  are  set  forth  as 
the  most  productive  means  of  detecting  cases  early. 


NECROLOGY 


Herbert  Oscar  Brust,  M.D.,  of  Syracuse,  died  on 
April  30  at  Crouse-Irving  Hospital  at  the  age  of 
eighty-one.  Dr.  Brust  was  graduated  from  the 
Albany  Medical  College  in  1S97.  He  was  attending 
surgeon  in  ear.  nose,  and  throat  at  the  Crouse- 
Irving  Hospital.  Dr.  Brust  was  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology. the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Joseph  Solomon  Diamond,  M.D.,  of  New  York 
City,  died  on  April  29  in  Paris.  France,  where  he  had 
been  vacationing,  at  the  age  of  seventy-two.  Dr. 
Diamond,  a native  of  Botoshani.  Rumania,  received 
his  medical  degree  from  the  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1906  and 
did  postgraduate  work  in  Yienna,  Berlin,  and  Lon- 
don. He  had  served  as  an  instructor  in  pharma- 
cology at  the  New  York  University  and  Bellevue 
Hospital  Medical  College  and  as  an  instructor  in 
roentgenology  and  gastroenterology  at  the  New 
York  Post-Graduate  Medical  School  and  Hospital. 
From  1919  to  1927  he  was  associate  roentgenologist 
and  chief  of  the  gastrointestinal  clinic  at  Beth  Israel 
Hospital.  Since  1927  he  had  been  attending  and 
later  consulting  gastroenterologist  at  Sydenham 
Hospital. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Diamond  was  a member  of  the 
Radiological  Society  of  North  America,  the  National 
Gastroenterological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Theodore  Julius  Edlich,  M.D.,  of  New  York  City 
and  Manhasset,  Long  Island,  died  on  April  24  at  the 
Manhasset  Medical  Center  Hospital  at  the  age  of 
eighty.  Dr.  Edlich  was  graduated  from  the  Cornell 
University  Medical  College  in  1902  and  had  prac- 
ticed in  New  York  City  for  forty-five  years  until  his 
ret  irement  three  years  ago. 


Irving  Gray,  M.D.,  of  Brooklyn,  died  on  April  21 
at  his  home  at  the  age  of  sixty.  Dr.  Gray  received 
his  medical  degree  from  the  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1913  and 
interned  at  the  Jewish  Hospital  of  Brooklyn.  He 
was  consulting  physician  at  Coney  Island  Hospital. 
Brooklyn;  St.  Joseph's  Hospital.  Far  Rockawav, 
and  Memorial  Hospital.  Long  Beach,  and  consulting 
gastroenterologist  at  Brooklyn  State  Hospital  and 
at  Sea  Yiew  Hospital,  Staten  Island.  A Fellow  of 
the  American  College  of  Physicians  and  a Diplomate 
of  the  American  Board  of  Internal  Medicine  in 
Gastroenterology.  Dr.  Gray  was  a member  of  the 
American  Gastro-Enterological  Association,  the 


American  Academy  of  Allergy,  the  American  .Asso- 
ciation of  Industrial  Physicians  and  Surgeons,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
.Association. 


Harold  Israel  Grice,  M.D.,  of  Schenectady,  died 
on  April  23  at  Ellis  Hospital  at  the  age  of  fifty-two. 
Dr.  Grice  received  his  medical  degree  from  Western 
Reserve  University  Medical  School,  Cleveland,  Ohio, 
in  1929.  He  was  chief  of  diabetics  at  Ellis  Hospital, 
Ellis  Hospital  Outpatient  Department,  and  St. 
Clare’s  Hospital.  Dr.  Grice  was  a member  of  the 
Schenectady  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  .Association. 


Ace  Kermek,  M.D.,  of  Brooklyn,  died  on  April  29 
at  his  home  at  the  age  of  eighty-two.  Dr.  Kermek, 
a native  of  Rumania,  received  his  medical  degree 
from  the  University  of  Paris  in  1899.  He  had  been 
on  the  staff  of  the  Lutheran  Hospital  in  Brooklyn. 

Meyer  Rosensohn,  M.D.,  of  New  York  City  and 
New  Rochelle,  died  on  April  27  at  his  home  at  the 
age  of  seventy-one.  Dr.  Rosensohn,  a native  of 
Russia,  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1909  and 
interned  at  Mount  Sinai  and  Lying-In  Hospitals, 
both  in  New  York  City.  He  was  director  of  ob- 
stetrics at  the  Bronx  Hospital  and  assistant  professor 
of  obstetrics  and  gynecology  at  Cornell  L'niversity 
Medical  College.  A Diplomate  of  the  .American 
Board  of  Obstetrics  and  Gynecology  and  a Fellow  of 
the  -American  College  of  Surgeons,  Dr.  Rosensohn 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  Obstetrical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  .American  Medical 
.Association. 


Joseph  Schrift,  M.D.,  of  New  York  City,  died  on 
January  31  at  the  age  of  seventy-three.  Dr.  Schrilt 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1902.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  .Association. 

Harold  William  Trick,  M.D.,  of  Henderson 
Nevada,  formerly  of  Akron,  died  on  April  19  at  his 
home  at  the  age  of  fifty-two.  Dr.  Trick  received  his 
medical  degree  from  the  University  of  Toronto  in 
1925  and  had  practiced  in  Akron  for  twenty  years 
until  his  retirement  from  practice  last  year  because 
of  ill  health.  He  had  been  on  the  staff  of  the 
Genesee  Memorial  Hospital  in  Batavia  and  was  a 
retired  member  of  the  Genesee  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Hill-Burton  Hospital  Construction — The  status 
of  Hill-Burton  hospital  construction  in  New  York 
State  as  of  April  1,  1953,  is  as  follows: 

Completed  and  in  operation,  50  projects  at  a total 
cost  of  $38,178,712,  including  Federal  contribution 
of  $12,244,066,  and  supplying  2,367  additional  beds. 
Under  construction  are  19  projects  at  a total  cost  of 
$29,975,841,  including  Federal  contribution  of 
$8,107,090,  and  designed  to  supply  1,598  additional 
beds. 

Approved,  but  not  yet  under  construction,  are  10 
projects  at  a total  cost  of  $19,632,320,  including 
$4,998,240  Federal  contribution  and  designed  to 
supply  960  additional  beds. 

A Challenge  to  Physician  Artists  of  New  York 

State — The  scientific  exhibit  of  the  Academy  of 
General  Practice  Art  Convention  will  be  held  this 
year  at  the  Hotel  Statler,  New  York  City,  October 
28  to  30.  The  feature  of  the  exhibit  will  be  an 
original  oil  painting  for  which  a War  Bond  prize  will 
be  awarded  to  the  physician  who  best  interprets  the 
theme  “Medicine  Today.”  Originality  and  oil  tech- 
nic will  be  among  the  features  considered  by  the 
various  judges,  who  will  be  appointed  at  a later 
date. 

All  physicians  of  New  York  State  are  invited  to 
participate.  Entries  in  other  fields,  such  as  photog- 
raphy, sculpturing,  and  hobby  work,  may  be  submit- 
ted as  well  as  oil  paintings.  Dr.  F.  Donald  Napoli- 
tani,  2281  University  Avenue,  New  York  City,  has 
been  reappointed  chairman  of  the  New  York  State 
Academy  of  General  Practice  Art  Convention. 

Seventh  Annual  Schering  Award — The  seventh 
annual  Schering  Award,  offered  to  encourage  origi- 
nal reporting  and  explorat  ion  of  recent  developments 
in  therapy  among  the  nation’s  medical  students,  has 
been  awarded  to  Edward  Allen  Jones,  sophomore  at 
Meharry  Medical  College,  Nashville,  Tennessee,  for 
the  outstanding  paper  on  “Steroid  Hormones  in 
Geriatrics”;  Seymour  Cohen,  senior  medical  student 
at  the  State  University  of  New  York  College  of 
Medicine  at  Syracuse,  for  the  outstanding  paper  on 
“The  Topical  Uses  of  Antihistamines,”  and  William 
Howard  Spencer,  junior  at  the  School  of  Medicine, 
University  of  California  Medical  Center,  San  Fran- 


cisco, for  the  most  meritorious  paper  on  “Chemo- 
therapy of  the  Eye.” 

Judges  for  the  awards  were:  Dr.  Willard  O. 

Thompson,  clinical  professor  of  medicine,  University 
of  Illinois  School  of  Medicine,  and  editor  of  the 
Journal  of  the  American  Geriatrics  Society;  Dr. 
Frederick  Reiss,  professor  of  dermatology  at  New 
York  University  College  of  Medicine,  and  Dr.  Dan 
M.  Gordon,  assistant  professor  of  clinical  surgery, 
Cornell  University  Medical  School. 

In  recent  years,  the  Schering  Award  competition 
has  stimulated  research  by  students  on  such  ques- 
tions as:  the  use  of  steroid  hormones  in  arthritis 
and  cancer,  topical  uses  of  antihistamines,  and 
chemotherapy  of  the  eye. 

Inter- American  F oundation  for  Postgraduate  M edi- 
cal  Education — The  Inter-American  Foundation  for 
Postgraduate  Medical  Education  has  been  organized 
for  the  purpose  of  encouraging  exchanges  of  educa- 
tors, postgraduate  students,  and  research  workers 
in  the  field  of  medicine  and  allied  sciences  in  Latin 
and  North  American  countries.  Commercial  firms 
in  North  America  are  being  solicited  to  supplement 
the  substantial  financial  support  already  obtained. 

In  the  past,  a number  of  these  companies  have  in- 
dependently supported  fellowship  programs  for 
Latin  Americans  who  sought  postgraduate  training 
in  the  United  States,  thus  furthering  friendly  rela- 
tions between  the  Americas. 

The  new  Foundation  is  designed  to  coordinate  and 
extend  these  opportunities  through  a central  agency 
which  will  in  turn  coordinate  its  program  with  that 
of  other  groups  (private  foundations  and  govern- 
mental agencies)  with  parallel  or  overlapping  inter- 
ests in  this  field. 

Committees  of  medical  educators  in  each  Latin 
American  country  will  be  asked  to  assume  responsi- 
bility for  nominating  candidates  for  fellowships. 
The  proposed  program  also  provides  for  inter- 
changes of  a limited  number  of  visiting  lecturers, 
with  expenses  defrayed  through  the  Foundation. 
The  Executive  Director  of  the  Foundation  is  Alberto 
Chattas,  M.D.,  Cordoba,  Argentina,  with  present 
headquarters  at  112  East  Chestnut  Street,  Chicago 
11,  Illinois. 


MEETINGS 

PAST 


Eastern  States  Health  Education  Conference 

The  “Sociology  of  Health  Education”  was  the 
subject  of  the  thirteenth  Eastern  States  Health 
Education  Conference  held  on  April  23  and  24  at 
the  New  York  Academy  of  Medicine.  Sponsored 
jointly  by  the  New  York  Academy  of  Medicine,  the 
Brooklyn  Tuberculosis  and  Health  Association,  Inc., 
the  New  York  Tuberculosis  and  Health  Association, 
Inc.,  the  Queensboro  Tuberculosis  and  Health 
Association,  Inc.,  the  New  Jersey  Tuberculosis 


League,  the  State  Charities  Aid  Association,  the 
Wenner-Gren  Foundation  for  Anthropological  Re- 
search, Inc.,  and  the  Department  of  Health,  City 
of  New  York,  the  conference  discussed  the  numerous 
social,  economic,  cultural,  ethnic,  and  other  factors 
which  distinguish  one  part  of  the  community  from 
the  rest. 

New  York  State  doctors  participating  in  the  con- 
ference were:  Dr.  Duncan  Clark,  professor  and 
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executive  officer,  Department  of  Environmental 
Medicine  and  Community  Health,  State  University 
of  New  York,  College  of  Medicine,  New  York  City; 
Drs.  Iago  Galdston,  Alexander  Martin,  president, 
and  Herbert  B.  Wilcox,  Jr.,  of  the  New  York 
Academy  of  Medicine;  Drs.  Thomas  Rennie,  profes- 
sor of  psychiatry  (social  psychiatry),  and  Wilson  G. 
Smillie,  professor  of  public  health  and  preventive 
medicine,  both  of  Cornell  University  Medical  Col- 
lege, and  Drs.  George  Rosen,  professor  of  public 
health  education,  School  of  Public  Health,  and 
Benjamin  Watson,  professor  emeritus  of  obstetrics 
and  gynecology,  both  of  Columbia  University. 

New  York  State  Society  for  Mental  Health 

The  annual  spring  meeting  of  the  New  York  State 
Society  for  Mental  Health  was  held  at  the  Hotel 
Statler  May  5 and  6. 

New  York  doctors  speaking  at  the  meeting  were: 
Dr.  Newton  Bigelow,  commissioner,  New  York 
State  Department  of  Mental  Hygiene,  who  spoke  on 
“Clinical  Progress  in  State  Hospitals,”  and  Dr. 
Katharine  Woodward,  associate  visiting  psychia- 
trist, Kings  County  Hospital,  who  took  part  in  the 
symposium  on  “Treatment  and  Research — Key- 
stones of  Prevention,”  which  was  presented  on  May 
6.  Dr.  C.  Douglas  Darling,  vice-president,  New 
York  State  Society  for  Mental  Health,  presided  at 
the  afternoon  meeting  on  May  6. 

Society  of  Medical  Jurisprudence 

“The  Skeleton  in  Forensic  Medicine”  was  the  sub- 


ject of  the  paper  presented  by  Wilton  Marion 
Krogman,  professor  of  physical  anthropology, 
Graduate  School  of  Medicine,  University  of  Pennsyl- 
vania, at  a meeting  of  the  Society  of  Medical 
Jurisprudence,  on  May  11.  The  meeting  was  held 
at  the  New  York  Academy  of  Medicine  Building. 

Schenectady  County  Medical  Society 

The  May  meeting  of  the  Schenectady  County 
Medical  Society  was  held  on  May  12  at  the  Mohawk 
Golf  Club.  Dr.  Arthur  J.  Bedell,  former  professor 
of  ophthalmology,  Albany  Medical  College,  spoke 
on  “Medical  Ophthalmoscopy”  and  was  guest  of 
honor  at  the  dinner  preceding  the  evening  session. 

The  semiannual  meeting  of  the  Schenectady 
County  Medical  Society  will  be  held  June  11  instead 
of  June  4. 

New  York  Society  for  Cardiovascular  Surgery 
and  Cardiovascular  Surgery  Committee  of  the 
New  York  Heart  Association 

The  fifth  open  meeting  of  the  New  York  Society 
for  Cardiovascular  Surgery  and  the  Committee  on 
Cardiovascular  Surgery  of  the  New  York  Heart 
Association  was  held  at  the  New  York  Academy  of 
Medicine  Building  on  Monday,  May  18,  1953. 

Dr.  Willis  J.  Potts,  surgeon-in-chief,  Children’s 
Memorial  Hospital,  Chicago,  Illinois,  presented  a 
paper  on  “Re-Evaluation  of  the  Surgical  Treatment 
of  Congenital  Heart  Disease.” 


FUTURE 


George  Washington  University 

The  class  of  1928  of  the  George  Washington  Uni- 
versity Medical  School,  Washington,  D.C.,  will  hold 
its  twenty-fifth  anniversary  reunion  in  New  York 
City  at  the  Statler  Hotel,  June  1,  at  8 p.m. 

The  meeting,  which  will  be  held  in  conjunction 
with  the  annual  convention  of  the  American  Medical 
Association,  will  be  a banquet  meeting.  Dr. 
Richard  W.  Wilkinson,  1408  L Street,  N.W.,  Wash- 
ington 5,  D.C.,  is  in  charge  of  the  reservations  for  the 
banquet. 


National  Board  of  Medical  Examiners 

The  annual  meeting  of  the  Associated  Diplomates 
of  the  National  Board  of  Medical  Examiners  will  be 
held  on  Wednesday,  June  3,  1953.  The  meeting 


will  start  at  3 : 30  p.m.  and  will  be  held  at  the  Bel- 
mont-Plaza  Hotel,  New  York  City. 

Nassau  Pediatric  Society 

The  inaugural  scientific  program  will  be  held  by 
the  members  of  the  Nassau  Pediatric  Society  on 
June  15.  Dr.  Bennett  L.  Gemson,  New  Hyde  Park, 
will  talk  on  “Newer  Concepts  of  Hospital  Care  of 
the  Newborn  Infants”;  “Atypical  Mild  Toxoplas- 
mosis in  a Newborn”  will  be  discussed  by  Dr.  Max- 
well Stillerman,  Great  Neck;  Dr.  Regina  Gluck, 
Woodmere,  will  discuss  “Cardiac  Hypertrophy  in 
Infants”;  Dr.  Alfred  L.  Florman,  Roslyn  Heights, 
“Human  Infections  with  Coxsackie  Viruses,”  and 
Dr.  Miner  C.  Hill,  Oyster  Bay,  “Clinical  Indication 
for  a Milk-Free  Diet  in  Older  Children.” 

The  meeting  will  be  held  at  the  Garden  City 
Hotel. 


PERSONALITIES 


Honored 

Dr.  Louis  Berger,  director,  Surgical  Department 
of  St.  Peter’s  Hospital,  Brooklyn,  chairman,  Surgical 
Department  of  the  Jewish  Hospital,  Brooklyn,  and 
associate  professor  of  clinical  surgery,  Long  Island 
College  of  Medicine,  and  Dr.  Reuben  Finkelstein, 
president  of  the  Brooklyn  Chapter  of  the  American 
Geriatric  Society,  as  guests  of  honor  at  the  annual 
dinner  of  the  Brooklyn  Physicians’  Division  of  the 
United  Jewish  Appeal,  on  May  26  . . . Dr.  Eleanor 


Anderson  Campbell,  founder  and  general  director  of 
the  Judson  Health  Center,  at  a reception,  garden 
party,  and  tea,  on  April  30  . . . Dr.  Marcus  D.  Kogel, 
New  York  City  commissioner  of  hospitals,  as  special 
guest  of  honor  at  the  annual  dinner  of  the  Surgical 
Supply  Division  of  the  United  Jewish  Appeal,  on 
May  25.  At  this  time,  Dr.  Kogel  was  awarded  a 
special  citation  for  “his  leadership  in,  and  dedicated 
service  to,  the  progress  of  health-giving  industry 
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and  the  betterment  of  the  city,  and  for  outstanding 
service  for  the  progress  of  our  community.” 


Awarded 

Dr.  Maurice  J.  Costello,  professor  of  dermatology, 
New  York  University-Bellevue  Medical  Center,  the 
honorary  degree  of  Doctor  of  Science,  at  the  dedica- 
tion of  the  Science  Hall  of  Manhattan  College  . . . 
Dr.  Burril  B.  Crohn,  New  York  City,  the  Julius 
Friedenwald  Medal  for  outstanding  achievement  in 
gastroenterology,  with  Dr.  Walter  C.  Alvarez, 
emeritus  consultant  to  the  Mayo  Clinic,  Rochester, 
Minnesota  . . . Drs.  Henry  Doubilet,  M.  H.  Poppel, 
and  J.  H.  Mulholland,  New  York  City,  grants  for 
research,  by  the  Picker  Foundation  . . . Dr.  GeorgeS. 
Stevenson,  medical  director  of  the  National  Associa- 
tion for  Mental  Health,  by  Lord  and  Taylor,  for  his 
pioneering  efforts  to  raise  the  level  of  mental  health 
in  America  . . . Dr.  Gregory  Zilboorg,  New  York 
City,  the  Isaac  Ray  Award  from  the  American 
Psychiatric  Association. 


Appointed 

Dr.  Harold  Jacobziner,  now  director  of  the  De- 
partment of  Health,  City  of  New  York,  Bureau  of 
Child  Health,  as  assistant  commissioner  of  health,  to 
succeed  Dr.  Leona  Baumgartner,  who  is  resigning  to 
become  executive  director  of  the  New  York  Founda- 
tion . . . Dr.  Paul  R.  Patterson,  as  professor  of  pediat- 
rics and  director  of  the  Department  of  Pediatrics, 
at  the  Albany  Medical  College. . .Dr.  Bjorn  Vester- 
gaard,  Danish  psychiatrist,  to  the  staff  of  the  special 
research  project  in  progress  at  Rockland  State  Hos- 
pital. 


Elected 

Dr.  Charles  A.  R.  Connor,  chairman  of  the  educa- 
tion committee  of  the  New  York  Heart  Association, 
as  a member  of  the  board  of  directors  of  the  New 
York  Association ...  Drs.  Leoni  N.  Claman,  presi- 
dent, Dr.  Jean  Corwin,  first  vice-president,  Dr. 
Louise  Dantuono,  second  vice-president,  Dr.  Mar- 
guerite Sykes,  treasurer,  and  Dr.  Marcelle  Bernard, 
secretary,  of  the  Women’s  Medical  Association  of 
New  York  City. . .Dr.  Robert  F.  Loeb,  professor  of 
medicine,  and  head  of  the  Department  of  Medicine, 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, as  vice-president  of  the  Association  of 
American  Physicians . . . Dr.  Ambrose  P.  Merrill, 
superintendent  of  St.  Barnabas  Hospital,  as  presi- 
dent of  the  Greater  New  York  Hospital  Association, 
and  Dr.  Martin  R.  Steinberg,  director,  Mount  Sinai 
Hospital,  president-elect  for  1954,  and  as  executive 
director,  Dr.  John  V.  Connorton. 

Dr.  M.  Murray  Peshkin,  New  York  City,  presi- 
dent of  the  American  College  of  Allergists.  . .Dr. 
Louis  M.  Rousselot,  director  of  surgery,  St.  Vincent’s 
Hospital,  president;  Dr.  T.  Lloyd  Tyson,  secretary; 
Drs.  Henry  A.  Riley,  vice-president;  Rudolph 
Schullinger,  treasurer,  and  Martin  de  Forest  Smith, 
librarian,  of  the  Association  of  the  Alumni  of 
Columbia  University’s  College  of  Physicians  and 
Surgeons . . . Dr.  Haven  Emerson,  member  of  the 
City  Board  of  Health  and  professor  emeritus  of 
public  health,  Columbia  University,  and  Dr.  I. 
Ogden  Woodruff,  former  vice-president  of  the  Wel- 
fare and  Health  Council  of  New  York  City  and  pro- 
fessor emeritus  of  clinical  medicine,  Columbia  Uni- 
versity, to  the  Welfare  and  Health  Council  of  the 
City  of  New  York. 


Speakers 

Dr.  Alvan  L.  Barach,  College  of  Physicians  and 
Surgeons,  Columbia  University,  at  the  annual  meet- 
ing of  the  Association  of  American  Physicians  in 
Atlantic  City  in  May . . . Dr.  Louis  H.  Bauer,  presi- 
dent of  the  American  Medical  Association,  at  the 
convention  of  the  Iowa  Medical  Society  in  April . . . 
Dr.  Arthur  J.  Bedell,  Albany,  lecture  tour  in 
Johannesburg,  Cape  Town,  and  Cairo,  as  well  as 
Athens,  Greece,  during  the  early  spring . . . Dr. 
Albert  Cornell,  New  York  City,  at  the  meeting  of  the 
American  Gastroenterological  Association  in  Atlan- 
tic City,  in  May... Dr.  Louis  I.  Dublin,  retired 
second  vice-president  and  statistician  of  the  Metro- 
politan Life  Insurance  Company,  at  a meeting  of  the 
State  Charities  Aid  Association  held  in  New  York 
City  in  May.  . .Dr.  Lee  E.  Farr,  Brookhaven  Na- 
tional Laboratory,  Upton,  Long  Island,  at  the 
American  Radium  Society  meeting  held  in  St.  Louis 
in  April. 

Dr.  Alan  Gregg,  vice-president  of  the  Rockefeller 
Foundation,  at  the  dedication  ceremonies  of  a new 
center  for  exploration  of  the  treatment  of  disease, 
opened  by  the  Merck  Institute  for  Therapeutic  Re- 
search, Rahway,  New  Jersey,  on  May  2... Dr. 
Lawrence  I.  Kaplan,  director  of  the  neurologic  serv- 
ice at  the  Hospital  of  Joint  Diseases,  New  York 
City,  at  a film  forum  meeting  held  at  the  Stephen 
Wise  Free  Synagogue,  on  April  27 . . . Dr.  Marcus  D. 
Kogel,  New  York  City  commissioner  of  hospitals,  at 
the  annual  dinner  of  the  National  Association  for 
Practical  Nurse  Education,  in  New  York  City,  May 
5,  and  at  a reception  for  the  founders  of  the  Albert 
Einstein  College  of  Medicine,  May  5,  with  Dr. 
Harry  M.  Zimmerman,  director  of  the  Albert  Ein- 
stein Medical  College ...  Dr.  J.  Vosburgh  Lyons, 
neurologist  and  psychiatrist,  New  York  Medical 
College,  at  the  psychiatric  forum  of  the  Brooklyn 
State  Hospital,  May  7. 

Dr.  H.  Houston  Merritt,  professor  of  neurology, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  and  director  of  neurology  service,  Neuro- 
logical Institute,  Presbyterian  Hospital,  at  a meet- 
ing of  the  hospital  staff  of  the  Veterans  Administra- 
tion Hospital,  Northport,  Long  Island,  on  April 
24... Dr.  Erwin  Neter,  director,  Department  of 
Bacteriology,  Buffalo  Children’s  Hospital,  and 
associate  professor  of  bacteriology,  University  of 
Buffalo,  at  the  First  Annual  Postgraduate  Lecture 
Series,  held  in  Washington,  D.C.,  on  April  23.  . . 
Drs.  Geraldine  Pederson-Krag,  American  Psychia- 
tric Analytic  Association,  and  Dr.  S.  Bernard  Wortis, 
professor  of  psychiatry  and  neurology,  at  the  spring 
meeting  of  the  Women’s  Medical  Association  of  New 
York  City,  on  April  29. . .Dr.  Phillip  Polatin,  asso- 
ciate clinical  psychiatrist,  New  York  Psychiatric 
Institute,  and  associate  in  psychiatry,  College  of 
Physicians  and  Surgeons,  Columbia  University,  at  a 
meeting  of  the  hospital  staff  of  the  Veterans  Adminis- 
tration Hospital,  Northport,  Long  Island,  on  April 
21. 

Dr.  Rulon  W.  Rawson,  Memorial  Cancer  Center, 
New  York  City,  at  the  annual  meeting  of  the  Asso- 
ciation of  American  Physicians,  in  Atlantic  City,  on 
May  5. . Drs.  Howard  A.  Rusk,  chairman,  Depart- 
ment of  Physical  Medicine  and  Rehabilitation,  New 
York  University-Bellevue  Medical  Center;  William 
G.  Childress,  Valhalla;  Robert  L.  Yeager,  Pomona, 
and  C.  Douglas  Darling,  Ithaca,  at  the  annual 
spring  conference  in  New  York  City  of  the  State 
Charities  Aid  Association . . . Dr.  Saul  S.  Samuels, 
New  York  City,  at  the  Therapiekongress  at  Karls- 
ruhe, Germany,  in  September,  1953... Dr.  Archi 
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A.  Silver,  senior  psychiatrist,  and  director,  Chil- 
dren’s Section  of  Bellevue  Hospital  Mental  Hygiene 
Clinic,  assistant  clinical  professor  of  psychiatry  of 
New  York  University-College  of  Medicine,  and 
assistant  attending  psychiatrist  at  University  Hos- 
pital, New  York  City,  at  the  annual  spring  confer- 
ence of  the  Child  Research  Clinic  of  the  Woods 
School,  in  Philadelphia,  on  May  23... Dr.  Bret 
Ratner,  professor  of  clinical  pediatrics,  New  York 


Medical  College,  New  York  City,  at  the  ninth 
annual  congress  of  the  American  College  of  Aller- 
gists, held  in  Chicago,  in  April. 

Authors 

Dr.  James  L.  McCartney,  Garden  City,  a novel, 
“Frustrated  Martyr,”  published  on  April  23  bv 
Exposition  Press,  based  on  the  life  of  his  father  who 
practiced  in  Chungking,  China,  until  1928. 


NEW  INFLUENZA  VACCINE  OFFERS  PROMISE  OF  BETTER  IMMUNIZATION 


A new  type  of  influenza  vaccine  that  will  at  least 
double  the  period  of  immunity  and  may  make  it 
possible  to  offer  protection  against  more  strains  of 
influenza  virus  was  reported  in  the  April  4 issue  of 
Journal  of  the  American  Medical  Association. 

Preliminary  studies  have  shown  that  the  vaccine, 
emulsified  in  light  mineral  oil,  gives  immunity  for  at 
least  two  years,  compared  to  the  one-vear  immunity 
afforded  by  presently  used  vaccines  which  are  pre- 
pared in  a water  base,  according  to  Dr.  Jonas  E. 
Salk,  Pittsburgh.  Dr.  Salk  is  associated  with  the 
virus  research  laboratory,  Department  of  Bacteriol- 
ogy, University  of  Pittsburgh  School  of  Medicine. 

“It  appears  that  emulsification  with  light  mineral 
oil  may  provide,  in  part  at  least,  the  means  for  re- 
solving the  problems  of  prolonging  vaccine  effective- 
ness and  increasing  the  immunologic  coverage  to 
include  a sufficient  number  of  strains  to  cover  the 
entire  spectrum  for  each  virus  type,”  Dr.  Salk  wrote. 

He  pointed  out  that  immunization  resulting  from 
influenza  vaccine  prepared  in  a water  base  reaches 
its  peak  sometime  before  the  sixth  week  after  inocula- 
tion. The  decline  begins  thereafter  and  continues 
up  to  one  year,  when  immunity  returns  almost  to 
prevaccination  level.  In  emulsified  light  mineral 
oil  vaccine,  however,  the  maximum  effect  of  im- 
munity is  evident  four  months  after  inoculation.  It 
slightly  declines  in  the  course  of  the  subsequent  inter- 
val up  to  one  year,  with  little  change  appearing 
during  the  second  year. 

The  degree  of  immunity  has  been  shown  to  be 
greater  in  those  persons  inoculated  with  the  oil  base 
vaccine  than  in  those  with  the  aqueous  preparation, 
Dr.  Salk  said,  adding: 

“It  is  clear  that  both  preparations,  in  the  dosages 
employed,  tend  to  induce  the  formation  of  about  the 
same  amount  of  antibody  within  the  first  two  weeks 
after  inoculation,  but  that  the  level  continues  to  rise 


thereafter  in  the  group  given  the  emulsified  vaccine. 
Thus,  the  aqueous  material  provided  no  advan- 
tage over  the  emulsified  preparation  in  regard  to 
more  rapid  appearance  of  antibody,  but  the  aqueous 
preparation  seems  to  be  antigenicallv  active  for  a 
shorter  period  for  reasons  that  have  to  do  with  the 
difference  in  the  way  each  induces  antibod}'  forma- 
tion. 

“The  difference  is  due  not  merely  to  the  retention 
of  antigen  for  longer  periods  at  the  depot  site,  but 
lather  to  the  accumulation  around  the  inoculum  of 
cells  important  in  antibody  formation.  The  light 
mineral  oil  and  possibly,  to  some  extent,  the  ingre- 
dients of  the  emulsifying  agent  attract  these  particu- 
lar cells.  It  seems  most  probable  that  this  effect  is 
due  to  the  oil  and  its  chemical  and  physical  charac- 
teristics.” 

In  the  emulsified  vaccine,  much  smaller  quantities 
of  virus  are  required  than  had  been  employed  pre- 
viously in  the  aqueous  vaccine,  according  to  Dr. 
Salk.  In  addition,  many  more  strains  of  virus  may 
be  incorporated  in  the  emulsified  vaccine. 

“It  is  now  well  established  that  influenza  virus  vac- 
cines must  induce  adequate  levels  of  antibody  for 
all  strains  if  the  vaccines  are  to  be  effective  in  the 
practical  prevention  of  disease,”  he  added. 

No  toxic  effects,  allergies,  or  reactions  were  seen 
following  use  of  the  new  vaccine.  Dr.  Salk  pointed 
out. 

At  present  the  new  vaccine  is  not  available  for 
general  application,  he  stated.  Further  studies 
with  the  vaccine  are  necessary,  he  added. 

The  experience  with  influenza  virus  vaccines  emul- 
sified in  light  mineral  oil  was  an  important  factor  in 
facilitating  the  extension  in  human  subjects  of  stud- 
ies with  experimental  poliomyelitis  vaccines,  Dr. 
Salk  reported.  His  experiments  with  polio  vaccines 
were  disclosed  recently. 


BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  April,  1953.) 


Clinical  Diagnosis  by  Laboratory  Methods.  A 
Working  Manual  of  Clinical  Pathology.  By  James 
Campbell  Todd,  M.D.,  Arthur  Hawley  Sanford, 
M.D.,  and  Benjamin  B.  Wells,  M.D.  Twelfth  edi- 
tion. Octavo  of  998  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Co.,  1953.  Cloth,  $8.50. 

An  Atlas  of  Surgical  Exposures  of  the  Extremities. 
By  Sam  W.  Banks,  M.D.,  and  Harold  Laufman, 
M.D.  Quarto  of  391  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1953.  Cloth,  $15. 

Physiology  of  Exercise.  By  Laurence  E.  More- 
house, Ph.D.,  and  Augustus  T.  Miller,  Jr.,  M.D. 
Second  edition.  Octavo  of  355  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1953.  Cloth,  $4.75. 

The  Untouchables.  By  Alfred  Maund.  Illus- 
trated by  Ben  Shahn.  Long  twentyfourmo  of  32 
pages,  illustrated.  New  Orleans,  Southern  Confer- 
ence Educational  Fund,  n.d.  Paper,  50  cents. 

Overeating,  Overweight  and  Obesity.  Pro- 
ceedings of  the  Nutrition  Symposium  held  at  the 
Harvard  School  of  Public  Health,  Boston,  Massa- 
chusetts, October  29,  1952.  By  David  P.  Barr, 
M.D.,  John  R.  Brobeck,  M.D.,  Henry  W.  Brosin, 
M.D.,  Louis  I.  Dublin,  Ph.D.,  et  al.  Octavo  of  151 
pages,  illustrated.  New  York,  National  Vitamin 
Foundation,  1953.  Paper,  $1.50.  (Nutrition  Sym- 
posium Series,  #6.) 

Textbook  of  Public  Health.  (Formerly  Hope 
and  Stallybrass.)  By  W.  M.  Frazer,  M.D.  Thir- 
teenth edition.  Octavo  of  663  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone  (Baltimore,  Wil- 
liams & Wilkins  Co.),  1953.  Cloth,  $8.50. 

Recurrent  Dislocation  of  the  Shoulder.  By  James 
A.  Dickson,  M.D.,  Alfred  W.  Humphries,  M.D., 
and  Harry  W.  O’Dell,  M.D.  Octavo  of  158  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1953.  Cloth,  $4.50. 

The  Annual  Review  of  Hypnosis  Literature. 
Volumes  I and  II  (combined),  1950-1951.  A 

Publication  of  The  Society  for  Clinical  and  Experi- 
mental Hvpnosis.  Editorial  Committee,  Milton 
V.  Kline,  Arthur  D.  Haggerty,  Bernard  E.  Gorton, 
and  Henry  Guze.  Octavo  of  86  pages.  New  York, 
Woodrow  Press,  1953. 

Diagnostic  Tests  in  Neurology.  A Selection  for 
Office  Use.  By  Robert  Wartenberg,  M.D.  Octavo 
of  228  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1953.  Cloth,  $4.50. 

Virus  and  Rickettsial  Classification  and  Nomen- 
clature. Sir  MacFarlane  Burnet,  Conference  Chair- 
man. Hilary  Koprowski,  Consulting  Editor.  Oc- 
tavo of  242  pages,  illustrated.  New  York,  New 
York  Academy  of  Sciences,  1953.  Paper,  $4.00. 
( Annals  of  the  New  York  Academy  of  Sciences,  vol. 
56,  art.  3,  pages  381-622.) 


Visceral  Circulation.  Editor  for  the  Ciba 
Foundation,  G.  E.  W.  Wolstenholme,  M.B.  (Eng.). 
Assisted  by  Margaret  P.  Cameron,  M.A.,  and  Jessie 
S.  Freeman,  D.P.H.  (Eng.)  Octavo  of  278  pages, 
illustrated.  Boston,  Little,  Brown  & Co.,  1953. 
Cloth,  $6.50.  (A  Ciba  Foundation  Symposium.) 

Psychosomatic  Research.  By  Roy  R.  Grinker, 
M.D.  Octavo  of  208  pages.  New  York,  W.  W. 
Norton  & Co.,  1953.  Cloth,  $3.50. 

Doctor  in  the  House.  By  Richard  Gordon. 
Octavo  of  186  pages.  New  'York,  Harcourt,  Brace 
& Co.,  1953.  Cloth,  $2.75. 

The  Living  Brain.  By  W.  Grey  Walter,  Sc.D. 
Octavo  of  311  pages,  illustrated.  New  York,  W. 
W.  Norton  Co.,  1953.  Cloth,  $3.95. 

Publications  from  the  Division  of  Surgery, 
Northwestern  University  Medical  School.  Vol. 
XVI,  1951-1952.  Octavo,  v.p.  Chicago  [North- 
western University  Medical  School],  n.d. 

Better  Hospitals  for  More  People  through  the 
Joint  Effort  of  Voluntary  Agencies  and  Government. 
Legislative  Document  (1952)  No.  38.  Quarto  of 
39  pages,  illustrated.  Albany,  New  York  State 
Joint  Hospital  Survey  and  Planning  Commission, 
n.d. 

Physical  Examination  of  the  Surgical  Patient. 

By  J.  Englebert  Dunphy,  M.D.,  and  Thomas  W. 
Botsford,  M.D.  Octavo  of  326  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Cloth, 
$7.50. 

Entwicklung  und  Bedeutung  der  Frauenarbeit. 

By  Dr.-Ing.  Bonig.  Octavo  of  40  pages,  illustrated. 
Cologne,  Germany,  Deutsches  Gesundheits- 
Museum,  n.d. 

Functional  and  Surgical  Anatomy  of  the  Hand. 

By  Emanuel  B.  Kaplan,  M.D.  Quarto  of  288  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1953.  Cloth,  $10. 

Chronic  Pulmonary  Emphysema.  Physiopath- 
ology  and  Treatment.  By  Maurice  S.  Segal,  M.D., 
and  M.  J.  Dulfano,  M.D.  Octavo  of  180  pages, 
illustrated.  New  York,  Grune  & Stratton,  1953. 
Cloth,  $5.50. 

Children  of  Divorce.  By  J.  Louise  Despert, 
M.D.  Octavo  of  282  pages.  Garden  City,  N.Y., 
Doubleday  & Co.,  1953.  Cloth,  $3.50. 

The  Normal  Child.  Some  Problems  of  the  First 
Three  Years  and  Their  Treatment.  By  Ronald  S. 
Illingworth,  M.D.  Octavo  of  342  pages,  illustrated. 
Boston,  Little,  Brown  & Co.,  1953.  Cloth,  $6.00. 

Frustrated  Martyr.  A Novel  of  a Medical  Mis- 
sionary in  West  China.  By  James  Lincoln  McCart- 
ney. Octavo  of  349  pages.  New  York,  Exposition 
Press,  1953.  Cloth,  $3.50. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  al  1313  Bedford  Avenue , 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  will  be  based  on  merit  and  interest  to  our  readers. 
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Disorders  of  the  Circulatory  System.  Edited  by 
Robert  L.  Craig,  M.D.  A Symposium.  Presented 
at  the  Twenty-fourth  Graduate  Fortnight  of  the 
Xew  York  Academy  of  Medicine,  October  Eighth  to 
Nineteenth,  1951.  Octavo  of  305  pages,  illustrated. 
New  York,  Macmillan  Co.,  1952.  Cloth,  S5.50. 

This  superb  volume  is  a reasonably  priced  collec- 
tion of  the  papers  presented  at  the  1951  Graduate 
Fortnight  of  the  New  York  Academy  of  Medicine 
on  the  subject,  Disorders  of  the  Circulatory  System. 
The  subjects  include  almost  all  aspects  of  cardio- 
vascular disease  thoughtfully,  and  in  some  cases 
entertainingly,  presented  by  highly  qualified  con- 
tributors. Milton  Plotz 

Rypins’  Medical  Licensure  Examinations.  Topi- 
cal Summaries  and  Questions.  Walter  L.  Bierring, 
M.D.,  Editor.  With  the  Collaboration  of  a Review 
Panel.  Seventh  edition.  Octavo  of  856  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1952.  Cloth, 
S8.00. 

The  seventh  edition  of  this  traditional  volume  is  as 
welcome  as  its  predecessors.  Extensively  revised 
and  expanded,  it  provides  a characteristic,  succinct 
yet  comprehensive  review  of  13  major  medical  sub- 
jects under  the  fundamental  divisions  of  basic  medi- 
cal sciences  and  clinical  sciences.  The  rewritten 
sections  on  biochemistry,  microbiology,  and,  especi- 
ally, on  preventive  medicine  and  public  health 
should  materially  enhance  the  resources  of  the  pro- 
spective examinee.  Undergraduates  of  today  and, 
even  more,  of  yesterday  will  readily  perceive  its 
value  as  a means  of  keeping  abreast  of  the  broad  as- 
pects of  contemporary  medicine. 

Robert  W.  Hillman 

Annual  Report  on  Stress.  By  Hans  Selye,  M.D. 
Octavo  of  511  pages,  plus  133  pages  references, 
illustrated.  Montreal,  Acta,  1951.  Cloth,  §10. 

This  volume  represents  the  first  of  a series  of  an- 
nual supplements  to  the  book  Stress — The  Physiol- 
ogy and  Pathology  of  Exposure  to  Stress  by  the  same 
author,  whose  purpose  is  to  issue  additional  volumes 
of  this  sort  annually.  The  book,  as  he  states,  is  “not 
an  unbiased  and  impersonal  index  of  facts;  it  is  not 
meant  to  act  as  an  abstract  journal,  but  as  a trea- 
tise.” The  treatise  reiterates  Selye's  well-known 
concept  of  the  general  adaptation  syndrome,  and  re- 
views and  correlates  the  extensive  literature  per- 
taining to  stress. 

The  second  part  of  the  book  deals  with  the  special 
physiology  and  pathology  of  stress  and  includes  a 
review  of  the  many  contributions  relating  to  the 
stress  concept  and  the  G.A.S.  in  the  fields  of  resist- 
ance, general,  and  special  metabolism,  the  role  of 
the  endocrine  glands,  etc.  Included  is  a tremendous 
number  of  conditions  running  practically  the  whole 
gamut  of  medicine  in  which  some  more  or  less  signifi- 
cant participation  of  the  general  adaptation  syn- 
drome is  conceived  to  be  concerned. 

In  a final  chapter,  entitled  “Afterthoughts”  and 
subtitled  “A  Sketch  for  a Unified  Theory  of  Medi- 
cine,” Selye  presents  in  rough  outline,  with  the  aid 


of  the  stress  concept,  a unified  interpretation  of 
medicine.  He  admits  that  the  concept  is  vagU" 
and  fails  to  explain  the  ultimate  causes  of  disease. 
He  feels  that  it  is  compatible  with  all  the  important 
facts  concerning  disease  in  general  which  are  well 
established  today. 

Whatever  the  place  Selye’s  concepts  may  finally 
attain  in  medicine,  it  is  quite  certain  that  they  have 
been  provocative  of  a tremendous  amount  of  re- 
search and  speculation.  For  this  alone,  if  for  noth- 
ing else,  his  contributions  have  been  of  incalculable 
benefit.  The  book  is  of  value  to  anyone  interested 
in  disease  interpretation  in  its  widest  sense,  and 
that  should  include  every  practicing  physician. 

Alfred  P.  Ingegno 

Callander’s  Surgical  Anatomy.  By  Barry  J. 
Anson,  Ph.D.  (Med.  Sc.),  and  Walter  G.  Maddock, 
M.D.  Third  edition.  Quarto  of  1,074  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $14. 

This  third  edition  (1952)  of  Callander’s  Surgical 
Anatomy,  revised  by  Anson  and  Maddock,  is 
thoroughly  comprehensive,  yet  compact.  It  con- 
sists of  approximately  a thousand  pages  of  text  and 
illustrations.  Besides  treating  of  practical  gross 
anatomy  of  the  entire  body,  it  deals  with  the  latest 
accepted  methods  of  treatment  for  surgical  condi- 
tions. 

The  text  is  concise,  the  illustrations  are  clear,  and, 
as  a rule,  quite  adequate  in  affording  a grasp  of  the 
general  ideas  of  structure  and  the  principles  of  the 
surgical  procedures  involved. 

The  paper,  print,  and  illustrations  are  excellent. 

The  book  should  be  an  admirable  reference  work 
for  the  student  and  the  general  practitioner  as  well 
as  for  the  surgeon.  Walter  H.  Schmitt 

The  Scalp  in  Health  and  Disease.  Bv  Howard 
T.  Behrman,  M.D.  Quarto  of  566  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $12.50. 

The  author  of  this  very  welcome  addition  to  der- 
matologic literature  is  to  be  complimented  in  bring- 
ing together  and  organizing  the  various  and  sundry 
conditions  to  which  the  scalp  is  subject. 

The  entire  field  is  covered  from  the  most  benign  to 
the  most  malignant  skin  condition.  His  therapy  is 
modern  and  brought  right  up  to  date.  The  subject 
matter  is  well  grouped  and  easily  readable.  This, 
alone,  would  appeal  to  the  large  number  of  general 
practitioners.  It  is  copiously  illustrated,  which 
serves  its  purpose  well,  being  very  graphic. 

As  an  indication  of  the  tremendous  job  which  the 
author  did,  one  has  to  look  only  at  the  extensive 
bibliography  at  the  end  of  each  chapter  to  get  an 
idea  of  the  large  field  covered. 

The  author  might  run  into  some  opposition  when 
the  entity  sarcoidosis  is  classified  as  a primary  tuber- 
culous infection.  One  or  two  minor  anatomic  dif- 
ferences, with  which  the  reviewer  disagrees,  are  not 
worth  mentioning  and  can  not  in  any  way  detract 
from  the  worth  of  the  book. 

[Continued  on  page  1370] 
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an  improved  approach  to 
ideal  hypotensive  therapy 


Low  toxicity.  The  only 

hypotensive  drug  that  causes  no  dangerous  reactions, 
and  almost  no  unpleasant  ones. 

Slow,  smooth  action.  The  hypotensive 
effect  is  more  stable  than  with  other  agents. 

Critical  adjustment  of  dosage  is  unnecessary.  Tolerance 
to  the  hypotensive  effect  has  not  been  reported. 

Well  suited  to  patients  with  relatively  mild, 

labile  hypertension.  A valuable  adjunct  to  other  agents 

in  advanced  hypertension. 

Bradycardia  and  mild  sedation  increase  its  value  in  most 
cases.  Symptomatic  improvement  is  usually  marked. 


Convenient,  safe  to  'prescribe 

The  usual  starting  dose  is  2 tablets  twice  daily. 
If  blood  pressure  does  not  begin  to  fall  in  7 to  14 
days,  and  the  medication  is  well  tolerated,  the 
dose  may  be  safely  increased.  Should  there  be  a 
complaint  of  excessive  sleepiness,  the  dose 
should  be  reduced.  Some  patients  are  adequately 
maintained  on  as  little  as  one  tablet  per  day. 

Wilkins.  R.  W.:  Ann.  Int.  Med.  57:1144,  1952. 

Wilkins.  R.  W . and  Judson.  W.  E.:  New  England  J Med.  248: 48.  1953. 


Supplied  in  tablets  of  50  mg., 
bottles  of  100  and  1000. 


Dosage  of  other  agents  (veratrum  or  hydrala- 
zine) used  in  conjunction  with  Raudixin  must 
be  carefully  adjusted  to  the  response  of  the 
patient.  If  Raudixin  is  added  to  another  main- 
tenance regimen,  the  usual  dose  is  applicable, 
and  it  is  often  possible  to  reduce  the  dose  of  the 
other  agent  or  agents. 

RAUDIXIN 

SQUIBB  RAUWOLFIA  SERPENTINA 

. Tablets  , 


Squibb 


‘RAUDIXIN*  IS  A TRADEMARK 
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[Continued  from  page  1368] 

There  is  an  extensive  formulary  containing  many 
useful  and  effective  prescriptions  in  the  treatment  of 
skin  diseases  affecting  the  scalp. 

George  F.  Price 

Etiology  and  Diagnosis  in  the  Treatment  of  In- 
fertility in  Men.  By  Robert  S.  Hotchkiss,  M.D. 
Octavo  of  73  pages,  illustrated.  Springfield,  Illinois, 
Charles  C Thomas,  1952.  Fabricoid,  S2.50.  (Pub- 
lication #53,  American  Lecture  Series.) 

This  well-illustrated  monograph  is  a 67-page  sum- 
mary of  the  subject  and  can  be  an  ideal  approach  for 
any  student  of  male  infertility  or  an  easy  reference 
for  those  who  do  not  wish  to  pursue  the  subject 
further.  The  difficult  and  changing  subject  of 
treatment  is  not  discussed. 

Robert  M.  Gabrielson 

Practical  Chiropody.  By  E.  G.  V.  Runting,  F. 
Ch.S.  Duodecimo  of  155  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Co.,  [1951],  Cloth,  $3.00. 

This  is  a small  volume  on  chiropody  that  has  gone 
through  eight  editions. 

The  subject  matter  is  clearly  described.  Numer- 
ous practical  hints  on  the  care  of  the  foot  are  given, 
as  well  as  numerous  medications  for  the  treatment  of 
corns,  callouses,  etc. 

This  book  should  be  of  considerable  help  to  those 
interested  in  the  care  of  feet.  Carmelo  C.  Vitale 

Normal  Blood  Pressure  and  Hypertension.  New 
Definitions.  By  Arthur  M.  Master,  M.D.,  Charles 
I.  Garfield,  M.D.,  and  Max  B.  Walters,  M.D. 
Octavo  of  144  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1952.  Cloth,  $4.00. 

Dr.  Master  and  his  group  have  done  an  excellent 
job  in  attempting  to  redefine  the  normal  blood  pres- 
sure range  in  the  adult  population.  They  have 
shown  that  such  factors  as  age,  sex,  and  emotion 
play  a very  major  role. 

They  decry  the  present  tendency  to  limit  the  nor- 
mal blood  pressure  range  between  a top  systolic  150 
mm.  Hg.  and  a top  diastolic  of  90  mm.  Hg.  Many 
cogent  reasons  are  presented  to  show  why  this  range 
should  not  be  the  final  established  norm. 

The  problem  of  what  constitutes  a normal  blood 
pressure  in  a given  individual  is  one  that  every 
physician  faces.  This  book  should  help  in  a solution 
of  such  a problem.  It  is  recommended  to  every 
physician.  Felix  Taubman 

Poliomyelitis.  By  W.  Ritchie  Russell,  M.D. 
Octavo  of  84  pages,  illustrated.  London,  Edward 
Arnold  & Co.  (Baltimore,  Williams  & Wilkins  Co.), 
1952.  Cloth,  $3.00. 

Here  is  a concise  compilation  of  practical  points 
concerning  clinical  factors  with  regard  to  the  man- 
agement of  poliomyelitis. 

The  author  stresses  principally  the  importance  of 
absolute  rest  in  every  case  from  the  time  of  its  in- 
ception. 

A goodly  number  and  variety  of  clinical  types  are 
cited  to  assist  in  a better  appreciation  of  the  nature 
of  some  obscure  forms.  * Harry  Apfel 

Technical  Methods  for  the  Technician.  By 

Anson  Lee  Brown,  M.D.  Fourth  edition.  Octavo 
of  784  pages,  illustrated.  Columbus,  The  Author, 
1950-1951.  Cloth,  $10. 

This  is  a book  that  is  limited  in  value  and  scope. 
It  has  a literal  “cook  book”  type  of  presentation  and, 
as  such,  is  dull  and  most  uninteresting.  Any  tech- 


nician who  sets  store  by  this  book  would  be  a dullard 
and  should  be  kept  away  from  any  laboratory  that 
demands  enthusiastic,  intelligent  workers. 

Morris  L.  Rakieten 

The  Oculorotary  Muscles.  Bv  Richard  G. 
Scobee,  M.D.  Second  edition.  Octavo  of  512 
pages,  illustrated.  St.  Louis,  C.  V.  Mosbv  Co., 
1952.  Cloth,  $11. 

In  the  first  place,  this  second  edition  is  larger  than 
the  first  by  150  pages.  Consequently,  it  is  apparent 
that  many  chapters  have  been  expanded.  Even  one 
new  one,  “Reasons  for  Failure  in  Tropia  Surgery,” 
has  been  added. 

Under  “Manifest  Deviations,”  the  chapter  on 
“Heterotropia,”  has  been  completely  rewritten  and 
improved  with  several  interesting  pages  on  psycho- 
logic effects  of  ocular  deviations.  In  this  section  the 
author  has  devoted  many  pages  to  Duane’s  Syn- 
drome and  has  thought  it  proper  to  insert  descriptions 
of  other  syndromes  at  this  point,  as  in  the  first 
edition. 

In  the  section  on  diagnosis,  the  chapter  on  meas- 
urements has  been  rewritten  and  greatly  expanded. 
The  chapter  on  “The  Diagnosis  of  Hypertropia”  is 
new.  Under  treatment,  the  expansion  has  been 
great,  in  fact,  the  whole  section  has  been  completely 
rewritten  and,  of  course,  brought  up  to  date. 

This  book,  as  before,  is  wonderfully  easy  to  read; 
the  reasoning  is  logical,  and  the  conclusions  are 
based  on  the  broad  foundation  of  knowledge,  ac- 
curate thinking,  and  great  experience.  It  is  un- 
fortunate that  the  untimely  death  of  the  author  pre- 
vents further  presentations  of  his  work. 

E.  Clifford  Place 


The  Principles  and  Methods  of  Physical  Diagno- 
sis. Correlation  of  Physical  Signs  with  Physiologic 
and  Pathologic  Changes  in  Disease.  By  Simon  S. 
Leopold,  M.D.  With  a chapter  on  Sounds  from  the 
Thorax:  Acoustic  Principles.  By  S.  Reid  Warren, 
Jr.,  Sc.D.  in  E.E.  Octavo  of  430  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Cloth, 
$7.50. 

In  this  book  Dr.  Leopold  makes  fine  use  of  pic- 
tures, black  and  white  as  well  as  colored,  to  illustrate 
each  chapter.  Diagrams,  autopsy  specimens,  and 
x-rays  are  cleverly  placed  throughout  the  book  to 
emphasize  important  facts  in  physical  diagnosis. 

The  reader  will  find  most  interesting  the  chapter 
on  the  acoustic  principles  involved  in  the  explana- 
tions offered  to  describe  the  sounds  emanating  from, 
and  elicited  by,  examination  of  the  chest  in  the  nor- 
mal state  and  in  the  presence  of  disease.  The 
chapter  on  acoustics  was  well  written  by  Reid 
Warren,  professor  of  electrical  engineering  at  the 
University  of  Pennsylvania.  J.  E.  Stolfi 

Basic  Medical  Physiology.  By  W.  B.  Youmans, 
M.D.  Octavo  of  436  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1952.  Cloth,  $7.50. 

This  text  is  a concise  and  brief  presentation  of 
physiologic  principles.  It  is  far  from  comprehen- 
sive and,  therefore,  falls  short  of  being  a reference 
book  for  physicians.  As  compared  with  standard 
textbooks  of  physiology  used  by  medical  students,  it 
does  not  approach  their  caliber  or  usefulness.  The 
reviewer  does  not  recommend  this  book  for  either 
practicing  physicians  or  medical  students. 

Leon  M.  Levitt 

[Continued  on  page  1372] 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


A DISTINCTIVE  NURSING  HOME 

• 1 Hour  from  New  York  City*  Especially  Constructed  Building  • Large  Private  and  Semi-Private  Rooms 
• Bath  in  Every  Room  • Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  • Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  of  Health 

Long  Island  Nursing  Home 

Agnes  N.  Flack.  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I„  N.  Y.  Telephone  AMityville  4-0222,  Ext.  29 

New  York  City  Office:  140  East  54th  Street  PLaza  3-3680 


WEST  #/##/ 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The/'sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pincwooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
IHOLFROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugsand  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


Owner -Director  BROWN’S  Murray  HIM 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  ol 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Aye.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N. Y.  George  K.  Pratt, M.D., Med. Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.—  Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  ft  Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalo9  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


TtitfrcUct  ^itld 

• Collected  for 
members  of  the 
State  Medical  Society 

230  W.  41st  ST.,  NEW  YORK 

Phone:  LA  4-7695 
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A Course  in  Practical  Therapeutics.  By  Martin 
Emil  Rehfuss,  M.D.,  and  Alison  Howe  Price,  M.D. 
Second  edition.  Quarto  of  938  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1951.  Cloth, 
$15. 

This  textbook  gives  a rather  complete  study  of  the 
problems  of  everyday  medical  practice.  The  vari- 
ous disease  entities  are  treated  succinctly  and  illus- 
tration is  profuse.  Physical  and  even  atomic  medi- 
cine receive  treatment. 

The  diabetic  section  contains  several  errors.  The 
biologist  would  differ  with  the  mode  of  transmission 
of  the  diabetic  trait.  Vigorous  exception  is  taken 
by  most  men  to  treatment  of  diabetic  coma  with  10 
per  cent  glucose  intravenously.  Mention  is  not 
made  of  urinalysis  for  glucose  during  the  performance 
of  the  glucose  tolerance  tests.  Nevertheless,  the 
diet  section  is  quite  complete  and  should  prove  help- 
ful. 

Certainly,  the  medical  student  would  enjoy  even 
a brief  review  of  the  material. 

Alfred  R.  Lenzner 

Manual  of  Electrocardiography.  By  Benjamin 
F.  Smith,  M.D.  Octavo  of  215  pages,  illustrated. 
Houston-New  York,  Elsevier  Press,  1952.  Cloth, 
$4.50. 

The  purpose  of  this  book  is  to  start  the  student  on 
the  road  to  becoming  an  electrocardiographer  and 
not  a mere  pattern  recognizer. 

There  are  excellent  chapters  on  cardiac  anatomy, 
physiology,  and  theory  of  the  production  of  an  elec- 
tric field  by  the  heartbeat.  The  different  leads  in- 
cluding unipolar  leads  are  discussed.  There  is  an 
excellent  chapter  on  the  correlation  of  electrocardio- 
graphic and  autopsy  findings.  The  diagrammatic 
illustrations  are  excellent  but,  unfortunately,  the 
x-rays  and  EKG’s  are  not  as  clear  and  sharp  as  one 
would  desire  them  to  be.  The  book  is  profusely 
illustrated.  Vincent  Anntjnziata 

The  History  of  American  Epidemiology.  By 
C.  E.  A.  Winslow,  Dr.P.H.,  Wilson  G.  Smillie,  M.D., 
James  A.  Doull,  M.D.,  and  John  E.  Gordon,  M.D. 
Edited  by  Franklin  H.  Top,  M.D.  Sponsored  by 
the  Epidemiology  Section,  American  Public  Health 
Association.  Octavo  of  190  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $14.75. 

This  volume  contains  information  that  would  re- 
quire considerable  research  to  discover.  It  is  pre- 
sented in  so  interesting  a manner  that  it  holds  the 
attention  of  the  reader  from  beginning  to  end.  One 
is  impressed  with  the  authoritativeness  of  the  ma- 
terial presented  as  well  as  by  the  high  caliber  of  the 
contributors. 

In  a discussion  of  “Epidemiology  as  Medical 
Ecology,”  the  following,  which  is  so  infrequently 
thought  of,  is  worthy  of  quote:  “Nature  is  as  much 
concerned  with  the  welfare  of  the  parasite  as  with 
that  of  the  host.” 

And  so  throughout  the  volume,  the  data  presented 
are  as  fascinating  as  they  are  instructive  and  informa- 
tive. To  those  interested  in  the  subject,  this  book  is 
indispensable;  to  the  general  profession  and  to  the 
student  it  will  supply  a fund  of  information  in  a most 
agreeable  manner.  S.  R.  Blatteis 

Nutrition  and  Diet  in  Health  and  Disease.  By 
James  S.  McLester,  M.D.,  and  William  J.  Darby, 
M.D.  Sixth  edition.  Octavo  of  710  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $10. 


The  sixth  edition  of  this  fine  book  is  marked  by 
the  appearance  of  Dr.  Darby  as  a collaborator  who 
has  written  the  first  half  of  the  book  on  nutrition  in 
health,  while  Dr.  McLester  wrote  the  second  half  on 
nutrition  in  disease. 

It  is  a well-documented  and  interestingly  written 
volume.  The  first  half  is  devoted  to  a consideration 
of  the  physiologic  aspects  of  energy  exchange  and  the 
role  of  all  the  food  components  in  nutrition.  Here  is 
included,  also,  an  excellent  chapter  on  inorganic 
nutrients  generally  described  as  trace  elements. 
There  are  also  chapters  devoted  to  the  consideration 
of  food  products  and  their  nutritive  value.  There 
is  much  of  practical  use  in  these  chapters. 

The  second  half  of  the  book  is  devoted  to  a very 
good  description  of  the  role  of  nutrition  in  such  dis- 
ease states  as  vitamin  deficiency  diseases,  diabetes 
mellitus,  gout,  obesity,  renal,  gastrointestinal, 
febrile,  and  endocrine  diseases. 

The  book  is  highly  recommended. 

W.  S.  Collens 


The  1952  Year  Book  of  Medicine  (May,  1951- 
May,  1952).  Edited  by  Paul  B.  Beeson,  M.D.,- J. 
Bums  Amberson,  M.D..  William  B.  Castle,  M.D., 
Tinsley  R.  Harrison,  M.D.,  et  al.  Duodecimo  of 
735  pages,  illustrated.  Chicago,  Year  Book  Publish- 
ers, 1952.  Cloth,  $6.00. 

Selected  articles  published  between  May,  1951, 
and  May,  1952,  in  the  fields  of  infectious  diseases, 
chest  diseases,  hematology',  cardiorenal  and  vascular 
diseases,  gastroenterology,  and  metabolism  are  sum- 
marized. There  are  numerous  editorial  comments. 
As  with  the  rest  of  the  Year  Book  publications,  this 
volume  on  medicine  gives  some  of  the  highlights  in 
published  literature  to  those  who  do  not  have  the 
opportunity  to  do  extensive  reading. 

Leon  M.  Levitt 


Pheochromocytoma  and  the  General  Practitioner. 

By  Joseph  L.  DeCourcy,  M.D.,  and  Cornelius  B. 
DeCourcy,  M.D.  Octavo  of  165  pages.  Cincin- 
nati, DeCourcy  Clinic,  1952. 

The  DeCourcys  have  written  a monograph  on  a 
little  known  clinical  entity  which  has  received  in- 
creasing recognition  in  the  past  few  years.  It  can  be 
read  with  profit  bv  any  general  practitioner,  but  its 
appeal  will  be  limited  both  by  the  rarity  of  the  dis- 
ease and  the  fact  that  there  are  available  at  least  two 
other  monographs  superior  to  this. 

Milton  Plotz 


Post-Graduate  Lectures  on  Orthopedic  Diagnosis 
and  Indications.  By  Arthur  Steindler,  M.D.  Vol. 
IV.  Section  A : Arthritis  and  Diseases  of  Muscles, 
Bursae,  Tendons  and  Fasciae.  Section  B : Defi- 
ciency and  Degenerative  Diseases  of  the  Locomotor 
System.  Quarto  of  312  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1952.  Cloth,  $9.75. 

This  is  the  fourth  volume  of  the  series.  The  same 
format  is  followed  as  in  the  previous  volumes.  The 
material  is  excellently  organized  and  the  descriptions 
of  the  diseases  are  concise,  brief,  and  clearly  done. 

Subject  matter  in  volume  IV  is  on  (1)  arthritis  and 
diseases  of  muscles,  bursae,  tendons,  and  fasciae, 
and  (2)  deficiency  and  degenerative  diseases  of  the 
locomotor  system. 

This  whole  series  makes  a wonderful  addition  to 
any  medical  library,  especially  for  orthopedic  sur- 
geons, Cakmelo  C.  Vitale 
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REAL  ESTATE 
For  Sale  For  Rent 

CALIFORNIA 

A new  illustrated  booklet  is  available,  de- 
scribing the  hospitals  of  the  California  De- 
partment of  Mental  Hygiene  and  listing 
the  professional  opportunities  there. 
Physicians  are  invited  to  write  for  this  pub- 
lication. 

CALIFORNIA  STATE  PERSONNEL  BOARD 

1015  L Street,  Sacramento  14,  California 

REAL  ESTATE 

One  acre  expensive  weedless  landscaped  estate,  24  miles  G. 
Washington  Bridge.  Swimming  pool,  mountain  view:  attrac- 
tive vista  from  every  window  of  split-level  stone  house;  cool, 
dry  and  snug.  7 rooms,  2\  baths  PLUS  soundproof  3 room 
suite  with  bath  and  separate  entrance.  Tho  recently  com- 
pleted, all  timbers  including  wide  board  doweled  floors  com- 
pletely seasoned.  Costly  construction  includes  termite,  vermin 
and  rodent  proof  foundation  and  walls,  steel  casements,  4 fire- 
places, dry  basement  with  bar,  Abomb  cellar,  walkin  closets 
with  windows,  4 cedar  closets  and  many  builtin  bookcases  and 
cupboards.  Zone  A restricted.  1 mile  shopping  center. 
$250  month,  mostly  income  tax  deductable  completely  amor- 
tizes mortage  and  pays  taxes.  Owner  called  to  Washington 
will  immediately  transfer  title  for  $12,000  cash.  Write  Box 
663,  N.Y.  St.  Jr.  Med.  for  photos. 

FOR  SALE 

LAKE  MAHOPAC,  modern  4-rm.  house,  attic,  basemt., 
gar.,  oil,  compl.  furn.,  K acre,  close  lake.  $13,500.00.  Tel  : 
MURRAY  HILL  5-8981. 

FOR  SALE 

HAMILTON  EXAMINING  ROOM  furniture,  wood  ma- 
hogany. Will  accept  best  offer.  Virginia,  9-4542. 

FOR  RENT 

Available,  one  suite,  two  or  three  rooms.  New  professional 
building.  Port  Jefferson  Station,  N.  Y.  Port  Jefferson, 
8-0637,  or  write  Box  648,  N.  Y.  St.  Jr.  Med. 

FOR  RENT 

Attractive  office  and  residence,  suitable  for  two  physicians. 
In  busy  thoroughfare.  All  improvements.  Plenty  of  park- 
ing. Call  Garden  City  3-4140,  for  full  information,  after 

6 P.  M.,  Monday  to  Friday.  Saturday  & Sundays,  all  day, 
Phone  Garden  City,  3-4140. 

FOR  RENT 

Office  at  135  East  38th  Street,  New  York  City,  previously 
occupied  by  M.D.  Three  rooms.  Street  & Lobby  entrances. 
Phone  Cedarhurst  9-4979  or  write  Box  639,  N.  Y.  St.  Jr.  Med. 

WANTED 

LOuUM  l’ENENS,  beginning  June  or  July  for  two  years. 
Under  certain  circumstances,  might  sell  outright.  General 

FOR  SALE 

practice,  $18-23,000  income.  Small  village,  near  Syracuse. 
Box  665,  N.  Y.  St.  Jr.  Med. 

Furnished,  suitable  for  a doctor,  convalescent  or  guest  home. 
16  rooms,  2K  baths,  15  acres,  brook,  garage,  elevation, 
broad  views,  on  county  road,  IK  mi.  R.  R.  & town. 
Dutchess  County.  4 miles  Hospital  at  Sharon,  Conn. 
Mrs.  C.  A.  Sjoberg,  Millerton,  N.  Y.  Tel.  52-12. 

REAL  ESTATE  FOR  SALE 

Beautiful  country  home,  near  Montgomery,  N.  Y.  Six 
rooms,  enclosed  porch  and  expansion  attic,  two  tile  baths, 
hot  water  heat,  landscaped,  seven  acres.  Sacrifice  at 
$15,000.  Call  Watkins,  9-2541.  Mon.  - Fri.  9 to  5. 

FOR  RENT 

FOR  RENT 

NEW  PROFESSIONAL  BLDG.  AIR  CONDITIONED. 
Exceptionally  good  area,  for  radiologist,  dermatologist,  aller- 
gist, E.  N.  T.,  psychiatrist,  ophthalmologist.  All  other 
medical  specialties  already  leased  Occupancy  May  1,  1953. 
Fastest  growing  area  on  L I.,  with  few  of  the  above 
specialties  represented.  Call  Massapequa  6-2448. 

Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 

amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 

FOR  RENT 

and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 

For  OPHTHALMOLOGIST:  2 Office  Rooms  and  sharing 
Waiting  Room,  in  large  E.N.T.  Office  in  Upstate  New 
York.  Excellent  opportunity  for  well-trained  man.  Box 
661,  N.  Y.  St.  Jr.  Med. 

> 

LOCATION  WANTED 

FOR  SALE 

General  Practice,  or  Ass’n.  in  suburb  of  N.  Y.  C.  Trained 
Gastroenterologist.  Will  invest.  Box  655,  N.  Y.  St.  Jr. 
Med. 

Doctor’s  home  and  office,  conveniently  located  near  busi- 
ness section.  Practice  established  39  years.  Selling  on 
account  of  ill  health.  Excellent  opportunity.  Walter  C.  Fox, 
Fort  Plain,  N.  Y. 

UNFURNISHED  APTS. 

WANTED 

PARK  AVENUE,  1040  (NYC)  3 rooms,  street  entrance, 
main  floor.  Atwater,  9-6903. 

Ophthalmologist  desires  position  or  association,  New  York. 
Phone  KI  3-4834,  or  write  Box  660,  N.  Y.  St.  Jr.  Med. 

Officers — County  Medical  Societies — 1953 


County 

Albany 

Allegany. . 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga  

Chautauqua  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee  

Greene  

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans  

Oswego 

Otsego 

Putnam  

Queens 

Rensselaer . . . 
Richmond 

Rockland 

St  Lawrence  . 

Saratoga 

Schenectady. . 
Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester  . 

Wyoming 

Yates  


TOTAL  MEMBERSHIP  AS  OF  JUNE  1,  1953—23,423 


President 

John  G.  McKeon Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy. . . Bronx 
MarkH. Williams  .Binghamton 

Francis  P.  Keefe Olean 

Joseph  H.  Dwindle . . . Auburn 

D. D.Trantum  . . . .Jamestown 

William  J.  Cusick Elmira 

H.  Lynn  Wilson Norwich 

Eric  D.  Pearson. . . . Plattsburg 

Henry  J.  Noerling Valatie 

William  A.  Shay Cortland 

Robert  H.  Gelder Sidney 

Maxwell  Gosse . . Poughkeepsie 

William  J.  Orr Buffalo 

George  G.  Hart. . . Lake  Placid 
R.  P.  Bellaire. . .Saranac  Lake 

John  R.  Ford Gloversville 

Joseph  S.  Diasio Oakfield 

Solomon  Yarvin. . . .Coxsackie 

Oscar  J.  Muller Little  Falls 

George  S.  Nellis. . . Watertown 

Louis  Berger Brooklyn 

Harn’'  E.  Chapin Lowville 

Julia  A.  Delehanty . . . Geneseo 
Edward  G.  Hixson. . . .Ondda 

C.  Parnall,  Jr Rochester 

Alton  J.  Spencer. . . Amsterdam 
John  N.  Shell Freeport 

G.  W.  McAuliffe. . . .New  York 
P.  J.  Sciarrino. . Niagara  Falls 

I.  Douglas  Kendrick ....  Utica 
A.  Carl  Hofmann . . . .Syracuse 
P.  M.  Standish . . Canandaigua 

H.  F.  Murray,  Jr. . .Port  Jervis 

Walter  Shifton Albion 

John  A.  Rodger Fulton 

Walter  D.  Luft Milford 

A.  Vanderburgh Brewster 

William  Benenson. . . .Flushing 
Henry  F.  Albrecht,  Jr.. . .Trov 
Herbert  Berger  Staten  Island 

Franklyn  B.  Theis Nyack 

A.  D.  Redmond. . .Ogdensburg 

E.  A.  Suss Middle  Grove 

James  M.  Blake.  Schenectady 

Earl  Eaton Cobleskiil 

Milton  J.  Daus . Watkins  Glen 

William  K.  Major Waterloo 

Steven  E.  Pieri Corning 

Morris  W.  Molinoff . Brentwood 
V.  G.  Bourke  Livingston  Manor 
Seymour  M.  Bulkley.  .Spencer 

C.  Paul  Russo Ithaca 

Jack  Le liner Kingston 

M.  A.  Mastrianni.  .Glens Falls 
Erich  Seligmann ....  Whitehall 

James  D.  Tyner Newark 

Reid  R.  Heffner. New  Rochelle 
Charles  O.  Wagenhals.  Warsaw 
William  P.  Rhudy.  Penn  Yan 


Secretary 

Albert  Yander  Veer. . .Albany 
James  H.  Gray,  Jr. .Friendship 

Frank  LaGattuta Bronx 

N.  R.  Occhino . . . Johnson  City 
Richard  A.  Loomis . Ellicottville 
Frank  A.  Graceffo. . . Auburn 

Edgar  Bieber Dunkirk 

Robert  V.  Larkin Elmira 

Angelo  A.  Franco.  .New  Berlin 

I.  Robert  Wood. . . Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley. . Cortland 
George  G.  Miles . . Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . Port  Henry 
Daisy  H.  Yan  Dyke. . Malone 
Kingston  Larner.  .Gloversville 
Ralph  B.  Smallman. . Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan.  Herkimer 
C.  A.  Prudhon  ...  Watertown 
Abraham  D.  Segal. . Brooklyn 
John  P.  Myers.  Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . .Rochester 
Julius  Schiller .Amsterdam 

I.  Drabkin . . . Rockville  Centre 
Herbert  S.  Ogden . . . New  York 
C.  M.  Dake,  Jr.  .Niagara  Falls 

Pasquale  Ciaglia Utica 

W.  J.  Michaels,  Jr.  . . Syracuse 

J.  A.  Stringham  . Canandaigua 
Earl  C.  Waterbury.  Newburgh 

Kenneth  J.  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  J.  Lawrence.  .Flushing 

Leo  S.  Weinstein Trov 

James  Poulton.  .Staten  Island 
Robert  L.  Yeager. . . .Pomona 
William  R.  Carson. . .Potsdam 
C.  K.  Amyot . Saratoga  Springs 
Ralph  E.  Isabella. Schenectady 
Donald  R.  Lyon . . . Middleburg 
William  F.  Tague  Montour  Falls 
David  L.  Koch.  Seneca  Falls 

Milton  Tully Homell 

Edwin  P.  Kolb Patcbogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

N oah  J.  Kassman Ithaca 

Bartholomew  J.  Dutto  Kingston 
James  A.  Glenn.  . .Glens  Falls 
M.  J.  Greenberg . Hudson  Falls 

Jan  A.  Perillo Newark 

Harold  J.DunlapNew  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  Yan 
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T reasurer 

Frances  E.  Yosburgh.  Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

William  R.  Casey Olean 

Allan  H.  Kirkwood Auburn 

Charles  B.  Mosher. . .Dunkirk 

Swen  L.  Larson Elmira 

Angelo  Franco. . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  T.  Corey Cortland 

George  G.  Miles  . Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman ....  Buffalo 
James  E.  Glavin . . Port  Henry 
Daisy  H.  Yan  Dyke. . . Malone 

Paul  E.  Griffin Johnstown 

Ralph  B.  Smallman . . .Batavia 
Mahlon  H.  Atkinson.  Catskill 
Arthur  H.  Mulligan . Herkimer  1 

L.  E.  Henderson  . .Watertown  1 
Nicholas  H.  Ryan . . Brooklyn 
John  P.  Myers . . . Port  Leyden 
S.  J.  Jackson  ..  .Mount  Morris  | 
Wallace  B.  Nixdorf. . . .Oneida 
Robert  J.  Calihan  . . Rochester 
Max  Dreyfuss ....  Amsterdam 

I.  Drabkin . . .Rockville  Centre 
Gerald  D.  Dorman . .New  York 
R.  D.  Glennie,  Jr.  Niagara  Falls 
Harold  H.  Katzman ....  Utica 
Charles  A.  Gwynn . . . Syracuse  | 

J.  A.  Stringham  .Canandaigua  1 
Earl  C.  Waterbury. Newburgh 

John  Ellis Albion  ! 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Matthew  Jacobs ....  Mahopac 

John  E.  Lowrv Flushing 

John  P.  Jaffarian. . Troy  I 

A.  Leikensohn. . .Staten  Island 
Marjorie R.  Hopper. . . . Nyack 

Maurice  Elder Massena  * 

J.  Lebowich . . Saratoga  Springs  j 
Carl  F.  Runge ....  Schenectady  1 
Duncan  L.  Best  . . Middleburg  j 
William  F. Tague  MontourFalls 
David  L.  Koch. . .Seneca  Falls 

Milton  Tully Homell 

Warren  H.  Eller Sayville  j 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman . . . Ithaca 
Herbert  B.  Johnson . . Kingston 

F.  P.  Becker Glens  Falls 

R . E . Borrowman . F ort  Edward 

Jan  E.  Perillo Newark 

Donald  R.  Reed ....  Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . .Penn  Yan 
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FOR  RENT 


Medical  offices,  5 rooms,  in  L.  I.  Excellently  located  cor- 
ner on  main  thorofare  of  progressive  town.  Equipped  with 
X-rays.  Suitable  for  Dermatologist,  Radiologist,  Ortho- 
pedist, Internist,  etc.  Box  650,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


New  York  City  Suburb — corner  location  for  30  years, 
plenty  of  work  and  excellent  opportunities  for  live  wire. 
Gross  over  $30,000.00  last  year.  Box  659,  N.  Y.  St.  Jr.  Med. 


HOUSES  FOR  SALE 


Great  Nock,  L.  I.  Good  Morning.  100%  Professional 
locations.  Houses,  small  and  large.  Sound  values,  priced 
right.  Several  dignified  Colonials.  Well  equipped  hospi- 
tals nearby.  Realty  specialist  since  1925.  R.  E.  FREED- 
MAN, 17  Maple  Drive.  Phone  GR  4-9191. 


FOR  RENT 


Rockville  Centre,  N.,  Y.  Will  rent,  and  sell  later,  with 
introduction  and  lease  of  office.  Long  established  general 
practice.  RO  6-0035. 


PRACTICE  FOR  SALE 


UTICA,  N.  Y.  Cardiologist,  Lucrative  Practice,  died 
4/14/53.  For  sale,  completely  equipped  office  with  records- 
laboratory  and  x-ray  equipment.  Inquire:  Harry  Berman, 
Executor,  2310  Sunset  Ave.,  Utica,  N.  Y.,  or  22  So.  Main 
St.,  Wilkes-Barre,  Pa. 


FOR  RENT 


11  East  68th  Street.  Large  room  in  modern,  newly  dec- 
orated office  suite,  especially  suitable  for  psychotherapists. 
Very  quiet  and  away  from  street  noises.  Large  pleasant 
waiting  room.  Telephone  number  REgent  7-2656. 


FOR  SALE 


Established  medical  practice,  modern  home  and  office  ad- 
joining; 18  miles  from  Manhattan,  on  Long  Island.  Busy 
M.D.  will  acquaint  buyer  with  patients  and  remain  for  3 
to  6 months  or  longer.  Good  schools,  hospitals  and  Fifth 
Avenue  stores.  Entire  cost  may  be  amortized  in  5 years 
or  less  after  substantial  down  payment.  Owner  will  spe- 
cialize. All  correspondence  must  be  confidential.  Write  Box 
653,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Excellent  opportunity:  General  Practice  for  sale.  Fully 
equipped,  five  rooms.  West  Bronx.  Call  Kingsbridge, 
3-3780  from  10-12  or  4-8. 


FOR  RENT 


LAWRENCE,  L.  I.  Prof.  Apt.  in  3 yr.  bldg.  4 rm.  off., 
3)4  rm.  apt.  $145.  Avail.  Fall.  Spec.  only.  CEdarhurst, 
9-4187. 


ANESTHESIOLOGIST 
DESIRE  AFFILIATION 


Completing  Boards,  finish  Army  Service,  Jan.  1954;  Lt.  H. 
C.  Berger,  Murphy  Army  Hospital,  Waltham  54,  Mass. 


HELP  WANTED 


Openings  for  approved  residencies,  for  Junior  Assistant  on 
Surgery,  1 Year  Medicine,  1 year  Pediatrics,  Anesthesiology 
Obestretics,  Pathology.  Candidates  must  qualify  for  New 
New  York  Certificate  Write  Administrator,  Mary 
Immaculate  Hospital,  152-11  89th  Ave.,  Jamaica,  N.  Y. 


HELP  WANTED,  FEMALE 


CAMP  doctor,  female,  licensed  physician,  general  practi- 
tioner, pleasant  personality.  Month  of  August.  Vermont 
girls’  camp.  Box  628,  N.  Y.  St.  Jr.  Med. 


WANTED 


Wanted,  General  Practitioner,  to  replace  only  doctor,  who 
will  be  recalled  to  military  service,  when  replacement  is 
found.  Village  of  600  with  surrounding  rural  territory. 
For  details  please  contact  Harry  Partrick,  Clerk,  Village 
of  North  Rose,  N.  Y. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


AVAILABLE 


Stenographer;  experienced,  medical,  psychiatric,  neurolog- 
ical dictation;  typing  manuscripts;  part-time;  evenings, 
weekends.  Phone  Lo  8-0017.  Box  664,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


EXCEPTIONAL  OPPORTUNITY  FOR  4 PROFESS- 
IONAL MEN.  Office  space  & labs,  to  be  built  to  suit 
requirements  of  4 specialists.  Fully  air  conditioned  bldg. 
For  details  Phone  N A 8-8184.  6-8  P.  M. 


AVAILABLE 


Office  space  in  qualified  medical  specialist  building.  New 
England  town,  60  miles,  New  York  City.  Box  658, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


One.  two  or  three  room  office  suites,  in  professional  building. 
Desirable  location,  in  busy  section.  Common  waiting  room. 
Utilities.  Also  space  for  Roentgenologist  with  separate  en- 
trance. E.  J.  Stresak,  818  Filmore  Ave.,  Buffalo  12,  N.  Y. 


FOR  SALE 


Brooklyn,  Doctor’s  Home  and  Office,  near  main  transpor- 
tation lines.  Selling  because  of  ill  health.  Write  Box  662. 
N.  Y.  St.  Jr.  Med. 
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EACH  TWO  TABLETS  CONTAIN 


FOR  RAPID  HEMOGLOBIN  REGENERATION 


Iron  Citropyrophosphate 450  mg. 

Copper  Sulphate 2.1  mg. 

Ascorbic  Acid 30  mg. 

Vitamin  B12  USP 10  meg. 

DOSAGE:  One  or  two  tablets  daily  or  as 
required. 


Thiamin  Hydrochloride 5 mg. 

Riboflavin 5 mg. 

Niacinamide 50  mg. 

Folic  Acid 2 mg. 

Liver  Fraction  No.  2 .180  mg. 

SUPPLIED:  In  bottles  of  100  tablets. 


In  the  prevention  and  treatment  of  hemoglobin  deficiency 
associated  with  the  following  conditions: 

• MALNUTRITION 

• CHRONIC  HEMORRHAGE  as  in  gastric  ulcer,  hemor- 
rhoids or  menorrhagia. 

• IN  PREGNANCY  AND  LACTATION 

• PRE-AND-POST-OPERATIVE  SUPPORT 

• IN  CONVALESCENCE 

• IN  GERIATRICS  WHERE  THE  FOOD  INTAKE  IS  INADEQUATE 

• POST  ANTIBIOTIC  THERAPY 

• IN  PROLONGED  AND  DEBILITATING  ILLNESSES 

Neozyme  Tablets  contain  in  therapeutic  proportions  the  si- 
multaneous availability  of  all  the  biocatalysts  necessary  for 
maximal  hemoglobin  synthesis  and  more  effective  hemopoiesis. 

Samples  and  literature  available  on  written  request 


Manufacturing  Chemists 


BIOCHEMICALS 


42  LISPENARD  ST. 


PHARMACEUTICALS 

NEW  YORK  13,  N.  Y. 


A Balanced  Hemapoietic  Combination 
for  Macrocytic  and  Microcytic  Anemias 

A stable  coated  tablet  providing  the  best  tolerated,  non-constipating 
and  most  utilizable  iron  salt  in  synergistic  combination  with  the 
accepted  activators  for  rapid  hemoglobin  regeneration  in  anemias. 


CBfilo)®. 


SUMMIT,  N.  J. 


In  the  “diaper  age”— 

safer,  simpler  treatment 

for  urinary  infections 


\ 

\ 


\ 


• effective  against  a wide  \ 
range  of  gram-negative  and  \ 
gram-positive  organisms 

• high  solubility  even 
in  acid  urine 

• no  alkalis  needed 


V' 


finer  particle  size  . . . 
for  better  suspension  . . . 
uniform  dosage 

mixes  readily  with  milk, 
fruit  juices 


ELKOSIN  SYRUP  - 
a microcrystalline  suspension 
of  sulfadimetine  in  a 
strawberry-flavored  syrup  — 

0.25  Cm.  per  teaspoonful  (4  cc.). 
Pints.  Also  0.5  Cm.  double-scored 
tablets.  Bottles  of  100  and  1000- 


2/ J893M 


ELKOSIN  a new  advance  in  sulfonamide  safety 


CtfO/CE  QC/AUTY 


There  must 
be  a reason  why. . . 


More  people  smoke 

Camels 

than  any  other 


cigarette ! 

Jl 


THE  FIRST  QUADRI  - SULFA 


1379 


MIXTURE 


Composition 

Each  Tablec  or  each  Teaspoonful 
(5  cc.)  Chocolate- flavored  Suspen- 
sion of  Deltamide  contains: 


1.  Sulfadiazine 0.167  Gm. 

2.  Sulfamerazine 0.167  Gm. 

3.  Sulfamethazine 0.056  Gm. 

4.  Sulfacetamide 0.111  Gm. 


Each  tablec  or  teaspoonful  (5  cc.) 
of  suspension  provides  0.5  Gm. 
of  total  sulfonamides. 

Supplied:  Deltamide  tablets,  in 
bottles  of  100;  Deltamide  Suspen- 
sion, in  4 oz.  and  16  oz.  bottles. 

Indicated:  In  infections  due  to 
Group  A hemolytic  streptococci, 
staphylococci,  pneumococci,  me- 
ningococci, gonococci,  and  other 
microorganisms  responsive  to  sul- 
fonamides. 

References:  l.  Lehr,  D.;  Brit.  M.  J. 
2:543-548,  1948.  2.  Lehr,  D : Brit.  M.  J. 
2:601,  1950.  3 Hawking,  F.,  and  Law. 
rence,  J.  S. : The  Sulfonamides,  New  York, 
Grune  and  Stratton,  1951. 


Deltamide — A Quadruple  Sulfonamide  Tablet  and 
Suspension — represents  the  latest  development  in  multiple 
sulfonamide  therapy.  Deltamide  utilizes  the  fact  that 
an  increase  in  the  number  of  sulfonamides  in  sulfonamide 
mixtures  provides  the  significant  advantages  of  greater 
clinical  safety  with  lowered  incidence  of  toxic  and  allergic 
reactions.1’2 

The  special  formulation  of  Deltamide  suspension 
eliminates  the  complaint  of  bitter  aftertaste. 

By  combining  four  of  the  most  useful  sulfonamides,3 
Deltamide  is  superior  on  four  counts: 

• Rapid  initial  absorption 

• Effective  blood  levels 

• High  urinary  solubility 

• Very  low  toxicity 


THE  ARMOUR  LARORATORIES 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  RESEARCH 


I 
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overcomes  stasis 


. . the  best  bile  salt  to  use  . . . would  be  the  one  that  produced 
the  most  copious  flow  of  secretion  from  the  liver.  ...  In  short, 
/rydrocholeresis  would  be  advantageous,  if  achievable. 


“It  is.  The  preparation,  dehydrocholic  acid,  commercially 
available  as  Decholin  does  considerably  increase  the  volume 
output  of  a bile  of  relatively  high  water  content  and  low 
viscosity.  The  drug  is  not  a cholagogue,  i.e.,  it  does  not  promote 
evacuation  of  the  gallbladder,  but  it  is  a good  ‘flusher’.”* 


) 


Decholin 

dehydrocholic  acid.  Ames 


46753 


//ycfrocholeresis  with  Decholin  produces  abundant, 
thin,  free-flowing  bile— “therapeutic  bile.”  This 
flushes  thickened  bile,  mucus  plugs  and  debris 
from  the  biliary  tract. 

Decholin  Tablets,  3%  gr.  (0.25  Gm.),  bottles  of  100,  500,  1000 
and  5000. 

Decholin  Sodium  (sodium  dehydrocholate,  Ames)  20%  aque- 
ous solution,  ampuls  of  3 cc.,  5 cc.,  and  10  cc 

•Beckman,  H.:  Pharmacology  in  Clinical  Practice, 

Philadelphia,  W.  B.  Saunders  Company,  1952,  p.  361. 

Decholin  and  Decholin  Sodium,  trademarks  reg. 


AMES 

COMPANY,  INC.,  ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 
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GIVE  TO  CONQUER  CANCER 


for  the  successful  treatment 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

O Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

©Combat  local  infection  and  stimulate  healing 

with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

©Overcome  venous  insufficiency,  stasis  and 

edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  tf.V ySL «.h St? 

Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  tf 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  vd  gauze  bandage  impregnated  with  a modified  “Unna's  Formula  ’ coosisong  of  no c 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna  s Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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NONTOXIC  DETERGENT 
FOR  INHALATION... 


' 


TRADEMARK 


PULMONARY  SECRETIONS 

IN 

Tuberculosis  • Bronchial  Asthma  • Bronchiectasis 
Bronchitis  • Bronchopneumonia,  etc. 


Alevaire  is  an  aqueous  solution  of  a new  nontoxic  detergent, 
oxyethylated  tertiary  octylphenolformaldehyde  polymer,  0.125  per 
cent,  in  combination  with  sodium  bicarbonate  2 per  cent 
and  glycerin  5 per  cent. 

Alevaire  is  inhaled  by  means  of  any  standard  aerosol 
or  nebulizer  technic. 


Life  Saving  in  Neonatal  Asphyxia 


WRITE  FOR 
INFORMATIVE 
LITERATURE. 


Alevaire  is  also  serviceable  as  a vehicle  for  penicillin, 
streptomycin,®  decongestants  (such  as  Neo-Synephrine® ) 
or  bronchodilators  (such  as  Isuprel®). 

Usual  Dose:  500  cc.  by  aerosolization  in  24  hours. 

Available  in  bottles  of  500  cc. 

WINTHROP'STEARNS  INC.  nek*  toak  u,  n.  y.  • windson.  ont. 


•Terramycin  it  incompatible. 

Neo-Synephrine  and  lluprol,  trademarks  rep.  U.S.  & Canada,  brand  of  phenylephrine  and  isopropylarterenol,  respectively. 
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for  the  obese  patient  ^ 


o 


•»&** — - «-;* 

restricted  diet-  A Urge  dose 

help  mobilize  tissue  fluids. 


/ObTd„u  contains 

urate,  as  a corrective.  roethamphetamin«,  so  the 

'h's‘meaTtl^-£ftaisMgUgiHe' 

possibility  of  cumulative 

„«.nient.  va 


pOSSlDlUiy  vza  -- 

. convenient,  van- 

fcI  . The  60-10-70  Diet*  Th.s  » • ; « dll  bulk 
Available:  The  6 ^ ^ necess.cy  of 

lble  diet,  with  enough  toug 
laxatives. 


Write  for  Pads  of  daily  Menus  of  the 
60-10-70  Diet*  and 
professional  sample  of  Obedrin.  ^ 


Each  Obedrin  tablet  conta, ns. 
Semoxydrine  HC1 

(Methampheiam.ne  HU)  ^ 

Pentobarbital  1£ 

Ascorbic  Acid  -•  £ 

Thiamine  HC1 

Riboflavin 

Niacin 


, * 


!• 


THE  S.  E.  MASSENGILL  COMPANY  • BRISTOL,  TENN. 
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Daily  recommended  dose  of  3 Prenacaps  provides: 


Vitamin  A (Synthetic) 12,000  U.S.P.  Units 

Vitamin  D (Irrad.  Ergost.) 1,200  U.S.P.  Units 

Vitamin  Bi 9 mg. 

Vitamin  B» 9 mg. 

Vitamin  C 90  mg. 

Vitamin  B^  (Oral  Concentrate) 3 meg. 

Folic  Acid 1.5  mg. 

Niacinamide 30  mg. 

Iron  20  mg. 

Calcium 650  mg. 

Phosphorus 450  mg. 


bottles  oHOO 
capsules 


contain  vitamin  B\2  and  folic  acid 


convenient,  easy  to  take,  well  tolerated 


healthier  mothers — Numerous  studies  agree  that  in  well  nourished 

pregnant  women  there  is  a lower  incidence  of 
abortions,  premature  births,  stillbirths  and 
neonatal  deaths.  There  are  fewer  obstetrical 
complications,  easier  labor  and  delivery. 


healthier  infants — Babies  of  well  nourished  mothers  are  born  health- 
ier, more  resistant  to  and  less  likely  to  develop 
colds,  bronchitis,  pneumonia,  anemia  and  rickets. 


sample  of  Prenacaps 
and  literature1"10  on  request 
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MER1CAN  PHARMACEUTICAL  C 

Manufacturing  Chemists 

New  York  54,  N.  Y. 

over  36  years  of  service  to  the  medical  profession 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1952-1953 


ANESTHESIOLOGY 

Moses  H.  Krakow,  Chairman Bsonx 

Samuel  Guest.  Vice-Chairman.  < Buffalo 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

Arthur  Q.  Penta,  Chairman Schenectady 

Charles  E.  Hamilton,  Secretary Brooklyn 

David  Ulmar,  Delegate New  York  City 

DERMATOLOGY  AND  SYPHILOLOGY 

Frank  A.  Dolce,  Chairman Buffalo 

Anthony  C.  Cipollaro,  Secretary.  . . .New  York  City 
George  M.  Lewis,  Delegate New  York  City 

GASTROENTEROLOGY  AND  PROCTOLOGT 

Alfred  P.  Ingegno,  Chairman Brooklyn 

Lester  S.  Knapp,  Vice-Chairman Buffalo 

Charles  A.  Flood,  Secretary New  York  City 

Harry  L.  Segal,  Delegate Rochester 

general  practice 

Samuel  A.  Garlan,  Chairman New  York  City 

Floyd  C.  Bratt,  Vice-Chairman Rochester 

Garra  L.  Lester,  Secretary Chautauqua 

William  A.  Buecheler,  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford,  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary Rochester 

S.  Charles  Franco,  Delegate New  York  City 

MEDICINE 

George  F.  Koepf,  Chairman Buffalo 

Arthur  E.  Lamb.  Vice-Chairman Brooklyn 

Edward  D.  Cook,  Secretary Buffalo 

Edward  D.  Cook,  Delegate Buffalo 

NEUROLOGY'  AND  PSYCHIATRY 

Harold  R.  Merwarth,  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick,  Delegate Buffalo 


OBSTETRICS  AND  GYNECOLOGY 


Henry  S.  Acken,  Jr.,  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster,  Secretary Syracuse 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley,  Chairman Albany 

Frederick  L.  Liebolt,  Secretary.  . New  York  City 
Halford  Hallock,  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY' 

Maurice  N.  Richter,  Chairman New  York  City 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 

Russell  B.  Scobie,  Chairman  Newburgh 

Harold  W.  Dargeon,  Vice-Chairman  . New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman Buffalo 

William  C.  Spring.  Jr.,  Secretary.  New  York  City 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman  New  York  City 

Thomas  N.  Sickel.  Secretary Watertown 

Frank  J.  Borrelli.  Delegate New  York  City 

SURGERY 

Walter  S.  Walls,  Chairman Buffalo 

Edward  J.  Donovan,  Secretary New  York  City 

William  F.  MacFee,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm.  Chairman Brooklyn 

John  S.  Fitzgerald,  Vice-Chairman Utica 

Thomas  A.  Morrissey,  Secretary. . . New  York  City 

John  S.  Fitzgerald,  Delegate Utica 


SESSIONS 

1952-1953 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Eldridge  Campbell,  Chairman Albany  George  M.  Raus,  Chairman Syracuse 

Jerome  P.  Webster,  Secretary New  York  City  A.  David  Gurewitsch,  Secretary  . .New  York  City 

PUBLIC  RELATIONS 

Charles  S.  Lakeman,  Chairman Rochester 

Leonard  J.  Schiff,  Secretary Plattsburg 
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CORTOGEN" 

Acetate  (cortisone  acetate,  Schering)  Tablets,  5 mg.  and  25  mg.; 

Injection,  25  mg.  per  cc„  10  cc.  multiple-dose  vials; 
Ophthalmic  Suspension— Sterile,  0.5%  and  2.5%,  5 cc.  dropper  bottles. 


k/c&U /li 


Z//M  COR 
CS  I"  Ca 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
Canada:  Schering  Corporation,  Ltd.,  Montreal 


CORTOGEN 


Schenleyl 


!*-»>  ^'te,b'"o"c 


barbiturate 


sombulex  /i  an  unusual  barbiturate 

because  it  works  within  15  to  30  minutes  and  leaves  the  bloodstream 
within  3 to  4 hours,  thus  avoiding  the  danger  of  hangover  for 
patients  who  do  not  need  heavy  barbiturate  action. 


When  the  stresses  and  strains  begin  to  teil 

. . . when  the  mind  won’t  let  the  body  rest,  and  patients 
complain  for  the  first  time... “Doctor,  I can’t  get  to  sleep”... 
SOMBULEX  is  the  prescription  of  choice  for  these 
first-time  barbiturate  patients.  For  them,  1 or  2 tablets 
taken  with  water  or  a warm  beverage  usually  suffice 
to  induce  a night’s  refreshing  sleep  without  hangover. 

Patients  will  not  readily  identify  SOMBULEX  as  a barbiturate. 


The  unusual  uses  of  sombulex 

Because  of  its  rapid  yet  nonpersistent  action,  1 SOMBULEX 
Tablet  will  help  restore  interrupted  sleep  without  subsequent 
hangover,  or  permit  a relaxing  cat  nap  before  a busy  evening. 

One  SOMBULEX  Tablet  also  will  help  the  new  night-shift  worker 
adjust  to  a daytime  sleeping  schedule.  NOTE:  The  action  of 
SOMBULEX  may  be  too  short  lived  for  the  patient  already  dependent 
upon  long-acting  barbiturates.  SOMBULEX  is  supplied 
in  bottles  of  100  tablets,  each  containing  0.26  Gm.  (4  gr.) 

N-methyl  cyclohexenyl  methyl  barbituric  acid,  Schenley. 


SCHENLEY  LABORATORIES,  INC. 


schenley 


© Schenley  Laboratories,  Inc.  ^Trademark  of  Schenley  Laboratories,  Inc. 


SUPERMIX  liquid  chemicals  are 
6 ways  better  than  powders 


5 

EXTREME 

STABILITY 


Read  why  83%  of  GE’s  customers 
have  switched  to  liquids 


r nubLOOun 

WANTS  THESE 


HOW  SUPERMIX  LIQUID  CHEMICALS 
GIVE  YOU  THESE  ADVANTAGES 


SUPERMIX  Developer  brings  out  every  bit 
of  contrast,  density  and  detail  that  are  in 
the  film.  And,  with  proper  refreshing,  it  will 
do  it  in  the  same  time  month  after  month. 


Using  SUPERMIX  liquid  chemicals,  you  can 
process  nearly  twice  the  number  of  films  pos- 
sible with  powders  in  a given  time.  That 
means  you  can  handle  a much  greater  film 
load  without  interruption. 

Fresh  SUPERMIX  Developer  works  in  3 
minutes.  Fresh  SUPERMIX  Fixer  clears  in 
45  seconds  — films  are  ready  for  wet-film 
viewing  in  4 minutes  — completely  devel- 
oped and  fixed  in  5. 


No  pails,  pans,  paddles,  thermometers  or 
screwdrivers  ! Just  pour  SUPERMIX  into  the 
tank,  add  water  at  working  temperature  — 
and  you're  all  set.  No  overnight  wait. 


The  long  life  and  increased  output  of  SUPER- 
MIX liquid  chemicals  save  you  money.  Us- 
ing Refresher,  you  can  process  1200  14  x 17's 
in  SUPERMIX  for  a cost  of  only  3. 7P  each! 


SUPERMIX  Developer.  Refresher  and  Speed 
Fixer  have  withstood  tests  in  temperatures 
as  low  as  75°  below  zero  ...  as  high  as  155° 
F for  30  consecutive  days — without  damage. 


Ask  your  GE  x-ray  representative 
for  a copy  of  our  informative 
booklet,  "A  Look  at  X-Ray  Film 
Processing,"  or  write: 


You  can  put  your  confidence  in  — 

GENERAL  HI  ELECTRIC 


Direct  Factory  Branches: 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 203  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  ^ oodlawn  A ve.  SYRACUSE  — 920  Erie  Boulevard,  East 


NEW  YORK 


Histar  presents  a combination  of  py- 
rilamine  maleate  (Merck),  2%,  and 
an  extract  of  selected  crude  coal  tar, 
derived  by  an  exclusive  process  of 
fractionation  (Tarbonis  brand),  5%, 
in  an  emulsified  hydrophilic  base,non- 
greasy  and  clean  in  application.  The 
contained  pyrilamine  maleate  is  rec- 
ognized as  of  outstanding  antihis- 
taminic  value.  The  special  tar  extract 
in  Histar  is  decongestant,  anti-inflam- 
matory, and  potently  antipruritic. 
These  two  therapeutic  agents  appear 
to  potentiate  and  complement  each 
other’s  actions  in  a manner  which  may 
well  be  termed  physiologic  synergism. 


Histar  is  available  on  prescription 
in  2 oz.  jars  through  all  pharma- 
cies, and  for  dispensing  and 
hospital  purposes  from  supply 
houses,  in  1 lb.  jars. 


Constantly  broadening  clinical 
use  has  shown  Histar  to  be  of  excel- 
lent value  in  allaying  the  torment  of 
pruritus  ani.  Its  contained  pyrilamine 
maleate,  reported  to  be  considerably 
more  potent  than  many  topical  anes- 
thetics, together  with  the  notable  anti- 
pruritic action  of  its  special  tar  extract, 
assures  the  physician  of  rapid  re- 
sponse, when  Histar  is  prescribed  in 
pruritus  ani,  whether  secondary  or 
idiopathic. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


THE  TARBONIS  CO.,  4300  Euclid  Avenue  • Cleveland  3,  Ohio 
You  may  send  me  samples  of  Histar. 

Dr 

Address 

City Zone — State. 
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Nulacin 

for  maintained  gastric  anacidity 

The  Key  to  Successful 
Peptic  Ulcer  Therapy 


Horlicks  Corporation 
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Continuous  and  complete  acid  neutralization,  without 
complicated  apparatus  and  while  the  patient  is  am- 
bulant, is  the  outstanding  contribution  Nulacin  makes 
in  peptic  ulcer  therapy. 

Nulacin  represents  a new  concept  in  the  treatment 
of  ulcer.  The  Nulacin  tablet,  conveniently  propor- 
tioned and  of  proper  hardness,  is  placed  between  the 
cheek  and  gum  and  allowed  to  dissolve.  Its  antacid 
ingredients  are  slowly  released  and  are  carried  to  the 
stomach.  Gastric  hydrochloric  acid  is  thus  neutralized 
as  it  is  elaborated,  maintaining  the  pH  at  approxi- 
mately 7.0.  In  this  manner,  healing  is  encouraged. 

Highly  palatable  and  providing  only  11  calories, 
each  Nulacin  tablet  is  prepared  from  milk  combined 
with  dextrins  and  maltose  and  incorporates: 

Magnesium  trisilicate 3.5  gr. 

Magnesium  oxide.  . . . 2.0  gr. 

Calcium  carbonate 2.0  gr. 

Magnesium  carbonate 0.5  gr. 

Ol.  menth.  pip q.s. 

In  this  combination  and  because  of  the  unique 
method  of  administration  employed,  the  efficacy 
of  the  antacids  in  Nulacin  is  considerably  greater 
than  that  of  a similar  quantity  taken  in  the  con- 
ventional manner. 

For  the  treatment  of  active  ulcer,  the  patient 
should  be  instructed  to  suck  Nulacin  tablets,  two 
or  three  every  hour,  beginning  one-half  to  one 
hour  after  each  meal.  The  efficacy  of  the  tablet  is 
greatly  reduced  if  it  is  chewed  and  swallowed. 

Nulacin  is  available  in  tubes  of  25  tablets  at 
all  pharmacies. 


RACINE,  WISCONSIN 


1.  Douthwaite,  A.H.,  and  Shaw,  A.B.: 

The  Control  of  Gastric  Acidity, 

Brit.  M.  J.  2:180  (July  26)  1952. 

2.  Douthwaite,  A.H.:  Medical  Treatment  of 
Peptic  Ulcer,  M.  Press  227:195  (Feb.  27)  1952. 
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in  the  office  . . . 


sick  people 


need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

\ \ i \ . i 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


\ 25,000  U.  S.  P.  units 
’ 1.000  U.S.P.  units 

10  mg. 


Bottles  of  90.  lOO  and  1000. 


« 4 ’«*:(«»*•  o*  t.  • . SO-BB  & !0*J. 


INDEX  TO  ADVERTISERS 


Alkalol  Co 1410 

American  Bakers  Association.  . . . 1419 

American  Pharmaceutical  Company. . 1387 

Ames  Company,  Inc 1381 

Armour  Laboratories 1379,  1403,  1431 

Ar-Ex  Cosmetics.  Inc 1416 

Astra  Pharmaceutical  Products.  Inc 1414 

Ayerst,  McKenna  A Harrison  Ltd....  1415 

Baker'sLaboratories.  Inc 1400 

! Black  River  Books 1493 

Brewer  4:  Company.  Inc 1417 

Brigham  Hall  Hospital 1497 

Burroughs  Wellcome  A Co 1398 

Ceribelli  A Co 1489 

Ciba  Pharmaceutical  Products.  Inc.  . . 1377.  1406 

Crane  Discount  Corp 1497 

Denver  Chemical  Mfg.  Co..  Inc 1418 

l Desitin  Chemical  Company  1422 

Dome  Chemicals.  Inc 1382 

Flotill  Products.  Inc 1423 

Froben  Press.  Inc 141G 

Geigy  Company.  Inc 1407 

General  Electric  Co 1392 

Halcyon  Rest 1497 

Hall-Brooke 1497 

Hoffmann-La  Roche  Inc. . . Between  1408-1409 

Holbrook  Manor 1497 

Horlicks  Corporation 1394-1395 

Irwin,  Neisler  A Co 1401 

Jackson- Mite  hell  Pharmaceuticals.  Inc 1420 

Chas.  B.  Knox  Gelatine . . 1493 

Lakeside  Laboratories.  Inc 1432 

Lederle  Laboratories  Between  1486-1487 

Eli  Lilly  A Company 1424 

P.  Lorillard  Company 1404-1405 

Louden- Knickerbocker  Hall.  Inc 1497 

M a ndl  School  1491 

I S.  E.  Massengill  Company.. 1385 

Mead  Johnson  A Co 4th  cover 

Wm.  S.  Merrell  A Co. ...  2nd  cover 


New  York  Medical  Exchang  * 1491 

Num  Specialty  Co 1491 

Parke.  Davis  A Company.  Inc 1411 

Pediforme  Shoe  Co ...  1416 

Chas.  Pfizer  & Co 1399.  1421 

Raymer  Pharmacal  Company  1402 

R.  J.  Reynolds  Tobacco  Co ....  1378 

A.  H.  Robins  Co.  Inc Between  1392-1393 


St.  Joseph  Hospital..  1491 

Sanborn  Company 1489 

Saratoga  Springs  Authority.  1410 

Scaroon  Manor 1416 

Schenley  Laboratories.  Inc.  1390-1391.  1409 

Schering  Corporation 1389 

Smith,  Kline  A French  Laboratories  3rd  cover 

E.  R.  Squibb  A Sons  1396-1397.1412 

The  Stuart  Company.  ...  Between  1400-1401 

Tarbonis  Company 1393 

Twin  Elms 1497 

Upjohn  Company 1412-1413 

U.  S.  Vitamin  Corp 1408 

Walker  Laboratories.  Inc 1487 

West  Hill  1497 

White  Sulphur  Co 1497 

Winkler  Shoes  1 30! 

Winthrop-Stearns  Inc 1383 


1397 


INDEX  TO  ADVERTISED  PRODUCTS 


Acthar-Gel  (Armour  Laboratories) 1431 

Alkalol  (The  Alkalol  Co.) 1410 

Alevaire  ( Winthrop-Stearns) 1383 

Apresoline  (Ciba  Pharmaceutical  Products,  Inc.) 1406 

Asteric  (Brewer  & Co.) 1417 

Aureomycin  (Lederle  Laboratories).  Between  1486-1487 
Beminal  Forte  with  Vitamin  C (Ayerst,  McKenna  & 

Harrison) 1415 

Biopar  (Armour  Laboratories) 1403 

Brioschi  (Ceribelli  & Co.) 1489 

Butazolidin  (Geigy  Co.,  Inc.) 1407 

Co-Pyronil  (Eli  Lilly  & Company) 1424 

Cortogen  (Sobering  Corporation) 1389 

Daxalan-Dome  Paste  (Dome  Chemicals,  Inc.) 1382 

Decholin  (Ames  Company,  Inc.) 1381 

Deltamide  (Armour  Laboratories) 1379 

Denco  (The  Denver  Chemical  Mfg.  Co.) 1418 

Desitin  (Desitin  Chemical  Co.) 1422 

Donnatal  (A.  H.  Robins  Co.) Between  1392-1393 

Ediol  (Schenley  Laboratories) 1409 

Elkosin  Syrup  (Ciba  Pharmaceutical  Products,  Inc.) . . 1377 

Gentarth  (Raymer  Pharmacal  Co.) 1402 

Hi-Pro  (Jackson  Mitchell) 1420 

Histar  (The  Tarbonis  Co.) 1393 

Kaopectate  (Upjohn  Co.) 1413 

Liptropics  (Lakeside  Laboratories) 1432 

Magnamycin  (Chas.  Pfizer  & Co.) 1421 

Natabac  (Parke  Davis  & Co.) 1411 

Nitranitol  (Win.  S.  Merrell  & Co.) 2nd  cover 

Normacid  (The  Stuart  Company) Between  1400  1401 

Nulacin  (Horlicks  Limited) 1394  -1395 

Obedrin  (S.  E.  Massengill  Co.) 1385 

Obocell  (Irwin,  Noisier  & Co.) 1401 

Perazil  (Burroughs  Wellcome) 1398 

Phenaphen  (A.  H.  Robins  Co.) Between  1392-1393 

Precalcin  (Walker  Laboratories) 1487 

Prenacaps  (American  Pharmaceutical  Co.) . 1387 

Poly-Vi-Sol  (Mead  Johnson  & Co.) 4th  cover 

Raudixin  (E.  R.  Squibb  & Sons) 1412 

Sombulex  (Schenley  Laboratories) 1390-1391 

Superrnix  (General  Electric  Co.) 1392 

Terramycin  (Chas.  Pfizer  & Co.) 1399 

Theron  (The  Stuart  Company) Between  1400-1401 

Theragran  (E.  R.  Squibb  & Sons) 1396-1397 

Thephorin  (Hoffmann- La  Roche  Inc.).  Between  1408-1409 

Thum  (Num  Specialty  Co.) 1491 

Trophite  (Smith  Kline  & French  Labs.) 3rd  cover 

Vi-Syneral  (U.  S.  Vitamin  Corp.) 1408 

Xylocaine  HC1  (Astra  Pharmacal  Products,  Inc.) 1414 

Dietary  Foods 

Bread  (American  Bakers  Association) 1419 

Gelatine  (Knox  Gelatine) 1493 

Modified  Milk  Powder  (Bakers  Modified  Milk) 140) 

Tasti-Diet  (Flotill  Products,  Inc.) 1423 

Miscellaneous 

Books  (Black  River  Books) 1493 

Books  (Froben  Press  Inc.) 1416 

Camel  Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1378 

Cosmetics  (Ar-Ex  Cosmetics  Inc.) 1416 

Kent  Cigarettes  (P.  Lorillard  Co.) 1404-1405 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1416 

Orthopedic  Shoes  (Winkler  Shoes) 1501 

Spring  Water  (Saratoga  Springs  Authority) 1410 

Viso  Cardiette  (Sanborn  Co.) 1489 
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in  the  clinic  . . . 


sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

Therapeutic  Formula 

Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

'4  25,000  U.S.P.  units 

Vitamin  D 

« 1,000  U.S.P.  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

1 ' 150  mg. 

Bottles  of  30,  100  and  1000. 
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Relieve  the  itching  and  keep  clear  of  sensitization  reactions 


A distinguishing  feature  of  ‘Perazil'  Cream  is  the  virtual  absence 
of  development  of  sensitivity.  Though  many  hundreds  of  patients  with 
allergic  conditions  of  the  skin  have  been  successfully  treated 
for  long  periods  with  ‘Perazil’  Cream,  there  have  been  no  reports  of 
sensitivity  to  it  thus  far. 

‘Perazil  Cream  is  non-greasy;  it  contains  l'e  of  ‘Perazil’ brand  Chlorcyclizine 
Hydrochloride,  the  widely  prescribed,  long-acting  antihi^amine. 


‘Perazil’  brand  Cream 


CHLORCYCLIZINE  HYDROCHLORIDE 


Tubes  of  1 oz. 


For  oral  antihistamine  therapy  . . . 

‘Perazil’  brand  Chlorcyclizine  Hydrochloride,  50  mg.,  compressed  . . . 
Longer-acting  . . . fewer  side  effects. 


Burroughs  Wellcome  & Co.  (U.S.A.)  Inc.,  Tuckahoe  7.  New  York 
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for  your 


PEDIATRIC 


BROAD-SPECTRUM  THERAPY 


l 


1.0  GRAM 


SUPPLIED  i 

10  cc.  bottles  containing  1.0  Gm.  crys- 
tallineTerramycin  amphoteric  in  rasp- 
berry-flavored,  nonalcoholic  vehicle 
with  specially  calibrated  dropper. 


new  economy  in  drop  dosage  treatment 
Each  bottle  of  Terramycin  Pediatric  Drops  sup- 
plies 1.0  gram  of  Terramycin,  often  a sufficient 
total  dose  for  therapy  of  many  common  illnesses. 

delicious  raspberry  Jlavor 
The  same  good  taste  which  makes  Terramycin 
Oral  Suspension  a favorite  for  older  children  and 
adults  on  broad-spectrum  therapy. 

new  flexibility  in  infant  dosage  schedules 
Nonalcoholic  Terramycin  Pediatric  Drops  supplies 
100  mg.  of  pure  crystalline  Terramycin  amphoteric 
in  each  cc.  to  meet  most  infant  dosage  require- 
ments; may  be  diluted  as  required. 

world's  largest  producer  of  antibiotics 
Antibiotic  Division.  CHAS.  PFIZER  & CO.,  INC..  Brooklyn  6,  N.  Y. 
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MODIFIED  miLK 


1 A«a, 


POWDER  ond  LIQUID 

Baker’s  Modified  Milk  is  made  from  Grade 
A Milk  (U.  S.  Public  Health  Service  Milk 
Code),  which  has  been  modified  by  re- 
placement of  the  milk  fat  with  animal  and 
vegetable  oils  and  by  the  addition  of  car- 
bohydrates, vitamins  and  iron. 


BAKER’S  MODIFIED  MILK 
POWDER  FORM 

Simplifies  infant  feeding  when  traveling 
and  whenever  refrigeration  facilities 
are  not  available 

0)  Cheadle—  Artificial  Feeding  and  Food  Disorders  of  Infants,  Sixth  Edition  (1906) 


f 


— 


, .. 


BAKER’S  MODIFIED  MILK 


THE  BAKER 

Main  Office:  Cleveland  3,  Ohio 
Plant:  East  Troy,  Wisconsin 


LABORATORIES  INC. 

Division  Offices:  Atlanta,  Dallas,  Denver, 

Greensboro,  N.  C.,  Los  Angeles,  San  Francisco,  Seattle 
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DOUBLE  T/HE  POWER  TO  RESIST  FOOD 

At  Meals  and  Between  Meals 

Obocell®  controls  the  two  causes  directly  responsible 
for  overeating  — bulk  hunger  and  appetite.  Nicel* 

(in  Obocell)  slows  release  of  d-Amphetamine... prolongs 
appetite  depression... and  supplies  non-nutritive 
bulk  to  create  a sense  of  fullness  and  satisfaction. 

With  Obocell  it  is  easy  to  achieve  and  maintain 
patient  co-operation  throughout  the  trying 
period  of  weight  reduction  since  Obocell  keeps  the 
patient  on  a diet  longer. 

Each  Obocell  tablet  contains  Dextro-Amphetamine 
Phosphate,  5 mg.,  and  Nicel,*  150  mg. 

Dosage:  3 to  6 tablets  daily  with  a full  glass 
of  water,  one  hour  before  meals. 

Supplied  in  bottles  of  100,  500,  1000  tablets. 

* Irwin  Neisler's  Brand  of  High -Viscosity  Methylcellulose 

■ A COMBINED  HUNGER  AND  APPETITE  DEPRESSANT  ® ■ ■ 

Obocell 

IRWIN,  NEISLER  & CO.,  decatur,  Illinois 

XeteazcA  & Sezve  &zac&ce 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever.2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.34  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  me. 

Ray  sal 

325  mg. 

(representing  43%  Salicylic  Add  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination) 

Succinic  Acid 

130  mg 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  an<j  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , LJ Lombardi , A. A.,  and  Srigals,  Cs  Near  York  Med. 
College  Bull.,  13 .91,  1950. 

2.  Meyer,  K.  and  Ragan,  C.:  Mod.  Concepts  of  Card.  Disp.,  17:2, 1948. 

3.  Quick , AJ..  J.  Biol.  Chem .,  101.475,  1933. 

4.  Guerra,  J.:  J.  Pharm.  Exper.  Ther.,  87:1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


Iff  Autffli, 

*tkt/ 


pain-free  activity 


" The  best  results  were  obtained  in  patients  . . . 
treated  u ith  sodium  gentisate  and  salicylate ”* 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreadine  factor  enzyme,  hyaluronidase 
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In  bottles  of  30  tablets. 
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Composition:*; 

Each  Biopar®  tablet  contains^  ■ ’ ■ 
Crystalline  Vitamin  Bij  U.S.P..  6 meg. 
Intrinsic  Factor a ..  30  mg. 
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Some  questions  about 
may  have  occurred 


and  their  answers  by 


What  materials  are  used  in  cig- 
arette filters? 


Until  just  recently,  cellulose,  cot- 
ton or  crepe  paper  were  the  only 
materials  used  in  cigarette  filters. 

Now,  after  long  search  and 
countless  experiments,  KENT’S 
“Micronite”*  Filter  has  been  de- 
veloped. It  employs  the  same  fil- 
tering material  used  in  atomic  en- 
ergy plants  to  purify  the  air  of 
minute  radio-active  particles. 


How  effective  are  these  cigarette 
filters? 


Scientific  measurements  have 
proved  that  cellulose,  cotton  or 


crepe  paper  filters  do  not  take  out 
a really  effective  amount  of  nico- 
tine and  tars. 

However,  these  same  tests  also 
have  proved  that  KENT’S  exclu- 
sive Micronite  Filter  approaches 
7 times  the  efficiency  of  other  filters 
in  the  removal  of  tars  and  nicotine 
and  is  virtually  twice  as  effective 
as  the  next  most  efficient  ciga- 
rette filter. 

QDo  physiological  reactions  to  fil- 
■ ter  cigarettes  differ  ? 


A"  The  drop  in  skin  temperature  oc- 
■ curring  at  the  finger  tip  induced 
by  filtered  cigarette  smoke  was 
measured  according  to  well-estab- 
lished procedures.  ( a,  b) 

For  conventional  filter  ciga- 
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i 


rettes,  the  drop  was  over  6 degrees. 
For  KENT’S  Micronite  Filter, 
there  was  no  appreciable  drop. 

Q*  Does  an  effective  cigarette  filter 
H also  remove  the  flavor? 

A- 

Li  KENT’S  Micronite  Filter  . . . the 
* ■ ■ first  cigarette  filter  that  really 
works  . . . lets  smokers  enjoy  the 
full  pleasure  of  a really  fine  ciga- 
rette, yet  gives  them  the  greatest 
protection  ever  from  tars  and  nic- 
otine. 

In  less  than  a year’s  time,  the 
new  KENT  has  become  so  popular 
it  outsells  brands  that  have  been 
on  the  market  for  years. 

Today,  KENTs  are  sold  in  most 
major  U.  S.  cities.  If  your  city  is 


not  yet  among  them,  simply  write 
to  P.  Lorillard  Co.,  119  West  40th 
Street,  New  York,  N.Y.,  and  spe- 
cial arrangements  will  be  made 
to  assure  you  of  a regular  supply. 

!"1?3 
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In  hypertension  - 


Apr  e s oli  ne 

U HYDROCHLORIDE 


Over  80  per  cent  of  hypertensive  patients  can  experi- 
ence some  benefit  from  Apresoline  therapy  if  the 
following  points  are  kept  in  mind: 

1 . The  initial  doses  of  Apresoline  should  be  small  (10  mg. 
after  meals  and  at  bedtime)  and  increased  gradually 
over  a period  of  weeks. 

2.  The  dosage  schedule  should.be  adjusted  to  the  indi- 
vidual response.  It  may  take  8 weeks  or  more  to  realize 
optimal  benefits. 


3.  Too  much,  too  soon  may  lead  to  unnecessary  side 
effects.  Too  little  for  too  short  a time  may  deny  clinical 
benefits  to  some  patients. 


4.  It  is  usually  advisable  to  inform  the  patient  that  some 
secondary  effects  (e.g.,  headache)  may  occur  at  the  start 
of  therapy  but  that  they  almost  always  disappear  as 
treatment  is  continued. 


Br 

h 


5.  When  secondary  effects  occur,  they  can  often  be  man- 
aged by  symptomatic  treatment  with  antihistamines 
(e.g.,  Pyribenzamine,®  tripelennamine  Ciba),  aspirin, 
barbiturates,  etc. 

Supplied:  Tablets,  10  mg.  (yellow,  double-scored);  25  mg. 
(blue,  coated);  50  mg.  (pink,  coated).  Bottles  of  100, 
500  and  1000. 

Ampuls.  1 cc.  (20  mg.  per  cc.).  Cartons  of  5. 


PHARMACEUTICAL  PRODUCTS,  INC..  SUMMIT,  NEW  JERSEY 
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for  relief  of 

ARTHRITIS 


and  allied  disorders 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


NEW  SYNTHETIC  NON-HORMONAL 


A totally  new  concept  in  management  of  rheumatic  disorders,  treatment  with 
Butazolidin  offers  a combination  of  clinical  advantages  not  shared  by  any  other  agent. 

Relieves  pain  in  approximately  3 of  every  4 cases  within  a few  days  of  commencing  treatment 

Produces  functional  improvement  in  many  cases  by  reducing  swelling  and  spastn  and  increas- 
I ing  mobility 

Has  favorable  effect  in  virtually  all  forms  of  arthritis  and  many  types  of  painful  musculo- 
skeletal disorders 

I Maintains  effectiveness  for  as  long  as  treatment  is  continued 
Effective  by  mouth , thus  well  adapted  to  routine  use  in  either  bedridden  or  ambulatory  patients 


In  order  to  secure  optimal  results  with  minimal  risk  of  side 
reactions  physicians  are  urged  to  send  for  the  brochure 
“Essential  Clinical  Data  on  Butazolidin”  and  other  inform- 
ative literature. 

Butazolidin®  (brand  of  phenylbutazone)  is  available  as  coated  tablets  of  200  mg.  and  100  mg. 

A selection  from  the  bibliography  on  Butazolidin  ...( 1)  Freyberg,  R.;  Kidd,  E.  C.,  and  Boyce,  K.  C. : Studies  of 

Butazolidin  and  Butapyrin  in  Patients  with  Rheumatic  Diseases.  Paper  read  before  the  Annual  Meeting  of  the  American  Rheuma- 
i tism  Association,  Chicago,  June  6,  1952.  (2)  Kuzell,  W.  C.,  and  others : Phenylbutazone  (Butazolidin)  in  Rheumatoid  Arthritis 
i and  Gout,  J.A.M.A.  749:729,  1952.  (3)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W. : Butapyrin  in  Gout,  Stanford  M.  Bull.  9:194,  1951. 

(4)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W. : Phenylbutazone  (Butazolidin),  Bull.  Rheumat.  Dis.  3: 23,  1952.  (5)  Kuzell,  W.  C., 

1 and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin)  and  Butapyrin  in  Arthritis  and  Gout,  California  Med.  77 :319,  1952. 

! (6)  Smith,  C.  H.,  and  Kunz,  H.  G. : Butazolidin  in  Rheumatoid  Disorders,  J.  M.  Soc.  New  Jersey  49:306,  1952.  (7)  Stein- 

I brocker,  O.,  and  others:  Phenylbutazone  Therapy  of  Arthritis  and  Other  Painful  Musculoskeletal  Disorders,  J.A.M.A.  750:1087, 

| 1952.  (8)  Stephens,  C.  A.  L.,  Jr.,  and  others:  Benefits  and  Toxicity  of  Phenylbutazone  (Butazolidin)®  in  Rheumatoid  Arthritis, 

I J.A.M.A.  750:1084,  1952. 


CEICY  PHARMACEUTICALS 

Division  of  Geigy  Company,  Inc.,  220  Church  St.,  New  York  1 3,  N.  Y. 
In  Canada:  Geigy  (Canada)  Limited,  Montreal 
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both  minerals 

and  vitamins 
are  basic  in 

building  nutritional  health 

Established  beyond  doubt  is  the  clini- 
cal fact  that  minerals  are  as  nutri- 
tionally essential  as  vitamins  . . . that 
minerals  and  vitamins  are  interrelated 
in  maintaining  numerous  vital  phys- 
iologic functions ...  and  that  deficien- 
cies of  both  occur  together. 
VI-SYNERAL  is  based  on  the  original 
concepts  of  Dr.  Casimir  Funk  assert- 
ing the  nutritional  interrelationship  of 
vitamins  and  minerals.  Available  in  5 
separately  balanced  formulas  foreach 
of  5 main  groups:  ADULTS  • INFANTS 
and  CHILDREN  • ADOLESCENTS  • 
GRAVID  (expectant  and  nursing 
mothers)  • SPECIAL  GROUP  (middle- 
aged  and  aged). 


vi-syneral 


THE 


c Yiiyinal 


VITAMIN-MINERAL  PRODUCT 
WITH  WORLD-WIDE  ACCEPTANCE 


1 1 


VITAMINS  MINERALS  VITAMINS 


MINERALS  VITAMINS  MINER/ 


VITAMINS  MINERALS 


Samples,  literature  and  attractive  vitamin-mineral  color  chart  for  office  display  on  request. 

U.S.  VITAMIN  CORPORATION 

CASIMIR  FUNK  LABORATORIES.  INC.,  affiliate! 

250  EAST  43rd  STREET,  NEW  YORK  17.  N.Y. 
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for  caloric  boost 
without  gastric  burden 
. . .when  weight  gain 
is  the  objective 


TRADEMARK 


[oral  fat  emulsion  schenley] 

Just  2 tablespoonfuls  of  EDIOL* 
oral  fat  emulsion  q.i.d.  add  600 
extra  calories  to  the  daily  diet 
without  increasing  bulk  intake  or 
blunting  the  appetite  for  essen- 
tial foods.  This  EDIOL  regimen 
is  the  caloric  equivalent  of: 

6 servings  of  macaroni 
and  cheese,  or 
1 dozen  Parker  House  rolls,  or 
12  pats  of  butter,  or 
8 boiled  eggs,  or 
6 baked  potatoes,  or 
9'A  slices  of  bread 

EDIOL  is  an  exceptionally  palat- 
able, creamy  emulsion  of  vege- 
table oil  (60%)  and  sucrose 
(121/2%).  The  unusually  fine  par- 
ticle size  of  EDIOL  (average,  1 
micron)  favors  ease  of  digestion, 
rapid  assimilation.  For  children, 
or  when  fat  tolerance  is  a prob- 
lem, small  initial  dosage  may 
be  prescribed,  then  increased  to 
the  level  of  individual  tolerance. 
Available  through  all  pharma- 
cies, in  bottles  of  16  fl.oz. 


schenley 


SCHENLEY  LABORATORIES,  INC. 

L A WR  E N C E B U R G,  INDIANA 


The 


to  the  Meditgl  Profession 


Capable  Hands 


for  your  Patient 


Your  patient  at  the  Spa  is  in  capable  hands. 
The  treatment  which  you,  yourself,  recom- 
mend for  him  is  faithfully  carried  out  by  a 
well-trained  staff.  Here  in  a restful  setting 
of  great  natural  beauty,  a person  suffering 
from  cardiac  disorders  of  a chronic  nature,  or 
a digestive  disorder,  arthritis  and  allied  ail- 
ments, or  hypertension,  finds  mental  and 
physical  relaxation  which  enables  the  Spa’s 
naturally  carbonated  mineral  waters  to  exert 
their  full  measure  of  therapeutic  benefit. 
Thus  the  Spa  lightens  your  heavy  burden, 
with  added  relief  in  the  assurance  that  your 
patient  will  receive  the  best  of  care  to  pre- 
pare him  for  your  continued  medical  direc- 
tion. 

A fist  of  capable  physicians  who  are  available 
in  Saratoga  Springs  for  consultation  with 
your  patient  on  the  details  of  the  program 
is  available  on  request. 


“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH” 


Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and  phy- 
sician’s sample  carton  of 
bottled  waters,  with  their 
analyses,  write  W.  S. 
McClellan, M.D.,  Medical 
Director,  Saratoga  Spa, 
155  Saratoga  Springs, 
ew  York. 


For  Mucous 
Membrane 

Bland, 
Effective  I 

FP66  sample  — The  Alkalol 
Company,  Taunton  30,  Mass. 


NATABEC 

KAPSEALS' 


nutritional  adjunct  for  pregnancy  and  lactation 


By  providing  balanced  amounts  of  vitamin- 
mineral  factors,  NATABEC  Kapseals  help 
promote  the  optimum  nutrition  so  essential  to 
the  physical  well-being  of  the  woman  in  preg- 
nancy. Greater  freedom  from  obstetrical  com- 
plications is  fostered,  easier  delivery  is  more 
likely  to  result,  and  the  present  and  future 
health  of  the  mother  and  her  child  is  often 
bettered. 


each  NATABEC  Kapseal  contains: 


Dicalcium  Phosphate  (anhydrous) 500  mg. 

Ferrous  Sulfate 75  mg. 

Vitamin  B12  (crystalline) 2 meg. 

Folic  Acid 1 mg. 

Synkamin  (as  the  hydrochloride) 0.5  mg. 

Rutin 20  mg. 

Vitamin  A 4000  units 

Vitamin  D 400  units 

Vitamin  Bi  (thiamine  hydrochloride) S mg. 

Vitamin  Ba  (riboflavin) 2 mg. 

Nicotinamide  (niacinamide) 10  mg. 

Vitamin  Bo  (pyridoxine  hydrochloride)  ....  l mg. 
Vitamin  C (ascorbic  acid) 35  mg. 


dosage 

As  a dietary  supplement  during 
pregnancy  and  lactation, 
one  or  more  Kapseals  daily. 
Available  in  bottles  of 
loo  and  1000. 


•TRADE  MARK 
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an  improved  approach  to 
ideal  hypotensive  therapy 

Low  toxicity.  The  only 

hypotensive  drug  that  causes  no  dangerous  reactions, 
and  almost  no  unpleasant  ones. 

Slow,  smooth  action.  The  hypotensive 
effect  is  more  stable  than  with  other  agents. 

Critical  adjustment  of  dosage  is  unnecessary.  Tolerance 
to  the  hypotensive  effect  has  not  been  reported. 

Well  suited  to  patients  with  relatively  mild, 

labile  hypertension.  A valuable  adjunct  to  other  agents 

in  advanced  hypertension. 

Bradycardia  and  mild  sedation  increase  its  value  in  most 
cases.  Symptomatic  improvement  is  usually  marked. 


Convenient,  safe  to  'prescribe 

The  usual  starting  dose  is  2 tablets  twice  daily. 
If  blood  pressure  does  not  begin  to  fall  in  7 to  14 
days,  and  the  medication  is  well  tolerated,  the 
dose  may  be  safely  increased.  Should  there  be  a 
complaint  of  excessive  sleepiness,  the  dose 
should  be  reduced.  Some  patients  are  adequately 
maintained  on  as  little  as  one  tablet  per  day. 

Wilkins.  R.  W.:  Ann.  Int.  Med.  i7.1144,  1952. 

Wilkins.  R.  W . and  Judson.  W.  E.:  New  England  J Med.  2W; 48.  1953 


Supplied  in  tablets  of  50  mg., 
bottles  of  100  and  1000. 


Dosage  of  other  agents  (veratrum  or  hydrala- 
zine) used  in  conjunction  with  Raudixin  must 
be  carefully  adjusted  to  the  response  of  the 
patient.  If  Raudixin  is  added  to  another  main- 
tenance regimen,  the  usual  dose  is  applicable, 
and  it  is  often  possible  to  reduce  the  dose  of  the 
other  agent  or  agents. 

[raudixin 

SQUIBB  RAUWOLF1A  SERPENTINA 

k Tablets  , 


Squibb 


’RAUDIXIN'  IS  A TNAOtMAl* 


Upjohn 


diarrhea . . . 


Each  fluidounce  contains: 

Kaolin 90  grs. 

Pectin 2 grs. 

in  an  aromatized  and  carminative 
vehicle 

Available  in  bottles  of  10  oz.  and 
1 gallon 


Kaopectate 

B Trademark  Reg.  U.S.  Pat.  Off. 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Kaopectate 


Stocked  by  leading  wholesale 
druggists  and  surgical  supply 
houses  as  a */£%•  1 ^ or  2% 
solution  without  Epinephrine 
and  with  Epinephrine  1 :100,- 

000  . 2°?l  solution  is  also  sup- 
plied with  Epinephrine 

1 :50,000.  All  solutions  dis- 
pensed in  50cc.  and  20cc. 
multiple  dose  \iale,  packed 
5x30cc.  or  3x20cc.  to  a carton. 


Xylocaine®  Hydrochloride  (Astra) 
merits  special  consideration  by  the  busy 
anesthesiologist  and  surgeon.  Profound 
in  depth  and  extensive  in  spread,  its 
well-tolerated  effect  is  more  significantly 
measured  by  the  time  saved  through  its 
remarkably  fast  action,  by  which  so 
much  normally  wasted  “waiting  time” 
is  converted  to  productive  “working 
time”. 

XYLOCAINE0  HCL 

Pronounced  Xi  lo'coin 

(Brand  of  lidocaine  *HCL) 

AN  AQUEOUS  SOLUTION 


A 4th  dimensional  approach 
to  preferred  local  anesthesia 


Bibliography  available  on  request 

©ASTILV  PHARMACEUTICAL  PRODUCTS,  INC. 

WORCESTER,  MASS.  U.S.A. 


- 


*U.S.  Potent  No.  2,441,498 
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You  wouldn’t 
prescribe 
15  apples 
a day! 


Yet,  it  would  take 
about  that  many 

apples  to  equal  the  100  mg.  VH 

ascorbic  acid  content  iBBB 

of  a single  capsule  of 
"Berninal"  Forte  with  Vitamin  C. 

This  preparation  also  contains 

therapeutic  amounts  of  important 
B complex  factors,  and  is 

particularly  recommended  for 
use  pre-  and  postoperatively 
| and  whenever  high 

| B and  C levels  are  required.  A 


No.  817  — Each  capsule  contains: 

Thiamine  HCI  (B,) 25.0  mg. 

Riboflavin  (B2) 12.5  mg. 

Nicotinamide  100.0  mg. 

Pyridoxine  HCI  (Bft)  ....  1.0  mg. 

Calc,  pantothenate 10.0  mg. 

Vitamin  C (ascorbic  acid)  . 100.0  mg. 

Supplied  in  bottles  of  30,  100,  a Ad  1,000. 
Suggested  dosage: 
one  to  3 capsules  daily  or  more. 


'Beminal'' 

forte 

with  Vitamin  C 


AYERST,  McKENNA  & HARRISON  LIMITED  • New  York,  N.  Y.  • Montreal,  Canada 


5321 
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Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


MANHATTAN  — 34  WEST  36th  St. 
BROOKLYN— S88  LIVINGSTON  St. 
FLATBUSH— 843  FLATBUSH  AVE. 
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WRfTE  FOR  SHOE  ALTERATION  FOLDER 


( 

Just  Off  the  Press! 

HEART  and  CIRCULATION 
DIAGNOSIS  and  TREATMENT 


by  MEYER  SCLAR,  M.D.,  F.A.C.C. 

“This  book  was  written  specially 
for  the  General  Practitioner  and  the  Medical  Stud- 
ent. The  basic  concepts  of  diagnosis  and"  treat- 
ment, in  the  field  of  cardiology,  are  presented  in 
such  a manner  that  both  the  physician  and  student 
will  find  their  approach  to  cardiac  patients  greatly 
simplified.  In  a manual  of  this  sort  it  is  impossible 
to  cover  the  entire  field  of  cardiovascular  disease  in 
detail,  but  an  attempt  has  been  made  to  describe 
all  the  commonly  found  cardiac  conditions  and  their 
management.  The  rare  and  controversial  concepts 
are  mentioned  more  briefly.” — From  the  author’s 
preface. 

Crown  octavo.  Finely  printed  and  bound 
352  pages.  Fully  illustrated 
Price:  $7.50 

Send  your  order  to: 

FROBEN  PRESS  INC. 

Medical  Publishers 

1776  BROADWAY,  NEW  YORK  19,  N.  Y. 

J 


FAMOUS  OPEN-AIR 
AMPHITHEATRE 


Scaroon  Manor 

HOTEL  ■ • an  SCHROON  LAKE. N Y 


2 POPULAR 
ORCHESTRAS 


FREE  SAMPLE 

D* 

'DDRESS W AR-EX 

S3S  O A P 


Superfatted  with  CHOLESTER 

Contains  No  Lanolin 

Prescribed  by  many  dermatologists  and  allergists 
in  sensitive,  dry  skin,  and  contact  dermatitis. 
YOUR  DRUGGIST  HAS  IT  OR  CAN  GET  IT  FOR  YOU. 


AR-EX  COSMETICS,  INC., 


1036  W.  VAN  BUREN  ST., 


CHICAGO  7,  ILL 
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is  now  possible 

FOR  LARGE  DOSAGE  < 
OF  ASPIRIN... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 


ASfERIC 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 
40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 


is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 
"Enteric-coated  aspirin  (ASTERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 


(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acetylsalicylic  acid  therapy. 

(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 


For  samples — just  send  your  1^  blank  marked  1 4 AS6 

•Talkov,  R.  H.,  Ropes.  M.  W.,  and  Bauer,  W.:  The  Value  ol 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242,19  (Jan.  5)  1950. 


- 

BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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DENCO®  SPOT  TESTS 


Write  for  descriptive  literature: 

THE  DENVER  CHEMICAL  MFG.  CO., 


Acetone  Test  Denco  for  the 
rapid  detection  of  Acetone 
in  urine  or  in  blood  plasma. 


Sugar  Test  Denco  (Galatest 
Powder)  for  the  rapid 
detection  of  sugar  in  urine. 


COMBINATION  KIT 

For  office  — Medical  Bag 
Diabetic  Patients 


INC.  • Dept.  63H  163  Varick  Street,  New  York  13,  New  York 


A 

SYMBOL 

OF 

SERVICE 


Physicians ’ Home 


for  three  decades  has  given  aid  to  need/,  re- 
tired physicians,  their  wives  and  widows  through- 
out the  State.  The  need  for  such  aid  was  never 
greater.  Your  contribution  will  help  continue  this 
worthy  service. 


BEVERLY  C.  SMITH,  M.  D.,  President 
63  East  84th  Street  • New  York  28,  N.  Y. 
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the  breads  of  today 
and  yesterday 

A STORY  OF  PROGRESS  IN  NATIONAL  NUTRITION 

Contrary  to  a widely  prevalent  fallacious  assumption,  com- 
mercial white  breads  of  today  offer  more,  not  less,  of 
nutrient  essentials  than  either  commercial  or  homemade 
breads  of  former  years,  even  as  recently  as  1930. 

Commercial  white  breads  of  today  are  almost  univer- 
sally enriched  with  B vitamins  and  iron,  and  contain 
substantial  amounts  of  nonfat  milk  solids.1-2  Breads  of 
yesterday  contained  neither  added  vitamins  and  iron  nor 
nonfat  milk  solids. 

Conforming  to  government  requirements,3  commercial 
enriched  breads  of  today  provide  per  pound  not  less  than 
1.1  mg.  of  thiamine,  0.7  mg.  of  riboflavin,  10  mg.  of  niacin, 
and  8 mg.  of  iron.  White  breads  of  yesterday  contained 
only  insignificant  amounts  of  these  important  nutrients. 

Containing  generous  amounts  of  nonfat  milk  solids,1 
usually  4 pounds  per  100  pounds  of  flour,  commercial  breads 
of  today  provide  flour  protein  supplemented  with  milk  pro- 
tein. Hence  the  protein  of  today’s  commercial  white  breads 
is  notably  superior  biologically  to  the  protein  of  yesterday’s 
breads,4  being  in  itself  biologically  effective,  thus  contribut- 
ing to  maintenance  of  body  tissue  and  growth  promotion. 


1.  Flour  and  Bread  Enrichment,  1949-50: 
Prepared  by  The  Committee  on 
Cereals,  Food  and  Nutrition  Board, 
National  Research  Council,  Washing- 
ton, D.C.,  1950. 

2.  Geddes,  W.F.:  Cereal  Chemists  Guard 
Nutrition,  Agricultural  and  Food 
Chemistry  1:38  (Apr.)  1953. 

3.  Bakery  Products;  Definitions  and 
Standards  of  Identity,  Federal  Reg- 
ister 17: 4453  (May  15)  1952. 


Due  to  the  calcium  contained  in  nonfat  milk  solids  and  in 
other  ingredients  of  the  baking  formula,  commercial  breads 
of  today  supply  also  significant  amounts  of  calcium— about 
400  mg.  per  pound.5  Breads  of  yesterday,  without  these 
elements,  furnished  little  of  this  nutritional  essential. 


4.  Sherman,  H.C.:  Chemistry  of  Food 
and  Nutrition,  ed.  8,  New  York,  the 
Macmillan  Company,  1952,  p.  599. 

5.  Goddard,  V.R.,  and  Marshall,  M.W.: 
The  Calcium  Content  of  Commercial 
White  Bread,  United  States  Depart- 
ment of  Agriculture,  Technical  Bull. 
No.  1055,  1952. 


Because  of  this  notably  high  content  of  essential 
nutrients,  bread — in  generous  amounts— deserves  inclu- 
sion in  every  meal. 


Crespo,  S.,  and  Bradley,  W.B.:  Cal- 
cium and  Milk  Content  of  Commercial 
White  Bread.  Report  by  the  Labora- 
tories of  the  American  Institute  of 
Baking,  Feb.  28,  1950. 
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The  Seal  of  Acceptance  denotes 
that  the  nutritional  statements 
made  in  this  advertisement 
are  acceptable  to  the  Council 
on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


AMERICAN  BAKERS  ASSOCIATION 

20  NORTH  WACKER  DRIVE  • CHICAGO  6,  ILLINOIS 
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what  makes  a most  flexible, 
ideally  balanced 
infant  feeding  formula, 
used  alone  or  as  base?* 


ANSWER 


protective 
palatable 
flexible 
budgetable 


HI-PRO 

. . . because  it’s  a specially-prepared, 
spray-dried,  modified  COW’S 
MILK  with  nothing  else  added  . . . 
with  a ratio  of  3 High  Protein  to 
1 Low  Fat. 

for  helping  build  stronger  Muscles, 
Tissue  Turgor  and  Resistance  to 
Infection 

for  reducing  Fat  Intake 

* Normal  dilution:  1 tbsp.  Hi-Pro  to  3 oz. 
liquid.  Easily  adjustable  to  meet  require- 
ments of  all  corrective  and  preventive 
infant  feeding. 


APPROXIMATE  ANALYSIS  . . . HI-PRO 


Protein  41.0% 

Fat 14.0% 

Lactose 33.0*4 

Minerals 6.5% 

Calories  per  oz. 

Calories  per  tbsp 

Proteins  per  or.. 

Proteins  per  tbsp 


Moisture 3.0  % 

Calcium  (Cal)  .1.15% 
Phosphorus(P)  1.65% 
Potassium.  (,'&)  -1.17% 


121 

40 

,11.7  grams. 
. 3.9  grams; 


Available  in  1-lb.  vacuum  tint  ok  o U phazatAciitr. 


For  Documented  Booklet  and  Profes- 
sional Samples — Write  Dept.  N. 


Jackson-Mitchell  Pharmaceuticals.  Inc. 


SPFCIAL  MIIK  PRODUCI S Inc 


CULVER  CITY,  CALIFORNIA 


from  the  research  laboratories  of  the  world’s 
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largest  producer  of  antibiotics  . . . 


a new  antibiotic 
special  value 


Clinically  active  particularly  against 
those  infections  caused  by  penicillin- 
resistant  gram-positive  pathogens  — 
staphylococci,  streptococci,  and  other 
enteric  organisms. 

Cross-resistance  with  penicillin, 
streptomycin  and  the  broad-spectrum 
antibiotics  has  not  been  observed. 

Well  tolerated. 

Magnamycin  is  not  inactivated  by  the 
gastric  secretions. 

Available  in  the  most  familiar,  readily 
accepted  dosage  form— sugar  coated  tablets. 

Recommended  dosage— 1.0  to  2.0  Gm. 
daily  in  divided  doses. 

Supplied: 

100  mg.  tablets,  bottles  of  25  and  100 


Antibiotic  Division 


CHAS.  PFIZER  & CO.,  INC. 
Brooklyn  6,  N.  Y. 


• • • • • •*•••••••  • # 

Cl  ■ ••••••••••  • • 
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DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 

are  safe,  conservative  therapy 

in  hemorrhoids 

• because  they  provide  healing  crude  Norwegian 
cod  liver  oil  (rich  in  vitamins  A and  D and 
unsaturated  fatty  acids,  in  proper  ratio 
for  maximum  efficacy). 

. emollient,  protective,  lubricant  to  relieve 
pain,  itching  and  irritation  rapidly... to 
minimize  bleeding  and  reduce  congestion. 


sa^e , zMVwmjri 


contain  no  styptics,  narcotics 
or  local  anesthetics,  so 
they  will  not  mask 
serious  rectal  disease. 
Easy  to  insert  and 
retain. 


Composition  of  Desitin  Supposi- 
tories: crude  Norwegian  cod  liver 
oil,  lanolin,  zinc  oxide,  bismuth 
subgallate,  balsam  peru,  cocoa 
butter  base.  Boxes  of  12  foil- 
wrapped  suppositories. 


for  samples,  please  write 


DESITIN  CHEMICAL  COMPANY# 

70  Ship  Street  • Providence  2,  R.  I. 


LUSCIOUS 

CHERRIES 


Tasti-Diet  brand  dietetic  foods  are  designed  to 
take  much  of  the  hardship  out  of  "dieting.”  They 
provide  the  very  foods  obese  and  diabetic  persons 
usually  crave  most — rich-tasting  desserts,  puddings, 
jellies,  luscious  fruits  packed  in  sweet,  syrup-like 
liquid,  tangy,  tasty  dressings  for  salads.  Through 
their  use  the  obese  patient  can  "eat  his  cake  and 
have  it  too.” 

These  foods,  remarkably  low  in  calories,  are 
processed  without  sugar,  using  saccharin  or  sucaryl 
instead.  Nonnutritive  texturizing  agents  give  them 
the  "feel”  and  taste  of  foods  prepared  in  the 
usual  manner. 

By  making  the  prescribed  diet  so  much  more 
palatable,  Tasti-Diet  brand  dietetic  foods  ease  the 
task  of  dieting.  They  cost  but  little  more  than 
ordinary  foods.  Your  patients  will  appreciate  being 
told  about  them. 

Physicians  are  invited  to  send  for 
literature  and  a representative  sample 
of  each  category  of  the  foods  mentioned. 


DELECTABLE 
SWEET  FIGS 


RICH  RIPE 
PEACHES 


to 

of 


ease  the  psychic  problem 
weight-reducing  diets 


FLOTILL  PRODUCTS,  INCORPORATED 

TASTI-DIET  DIETETIC  FOODS  DIVISION 
Stockton,  California 


itHir 


tent 


Tasti-Diet  Dietetic  Foods  are  special  purpose  foods 
processed  to  meet  specific  dietetic  needs.  Tasti-Diet 
canned  fruits,  jellies,  and  desserts  (no  sugar  added) 
are  sweetened  with  nonnutritive  artificial  sweet- 
eners; Tasti-Diet  canned  vegetables  are  processed 
without  the  addition  of  salt  or  sugar;  Tasti-Diet  dress- 
ings, containing  no  sugar  or  mineral  oil,  are  pre- 
pared especially  for  low-calorie,  low-sugar,  and 
diabetic  diets. 


TASTY 

JELLIES 
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than  any  other 


known 


antihistaminic 


a<  >* 


3 jV* 


'Co-Pyronil’  * 

frequently  affords 

more  profound, 
more  prolonged 
> relief  with 


♦'Co-Pyronil'  (Pyrrobutamine  Compound,  Lilly) 


Formula: 


Dosage 

Mild  symptoms:  1 pulvule  every 
twelve  hours. 

Moderate  symptoms:  1 pulvule 
every  eight  hours. 

Severe  symptoms:  2 pulvules  every 
eight  hours. 


Each  pulvule  contains: 

'Pvronil’  15  mg. 

(Pvrrobutamine,  Lilly) 

'HistadyF  25  mg. 

(Thenyip  yramine,  Lillv) 

'Clopane  Hydrochloride’  12.5  mg. 
(Cvclopent amine  Hydrochloride, 

Lilly) 
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Editorials 

Diabetes  Series 


The  editors  of  the  New  York  State  Jour- 
nal of  Medicine  are  privileged  to  commence 
in  this  issue  the  publication  of  a series  of 
articles  on  diabetes,  through  the  courtesy  of 
and  in  cooperation  with  the  Clinical  Society 
of  the  New  York  Diabetes  Association. 

These  articles,  by  well-known  authorities 
in  this  field,  will  discuss  the  detection  and 
treatment  of  the  disease  and  are  designed  to 
furnish  practical  assistance  to  the  practi- 
tioner of  medicine. 

The  introductory  article  of  this  series  will 
be  found  on  page  1427  of  this  issue,  and  it  is 
hoped  that  the  series  will  fulfill  an  expressed 


desire  on  the  part  of  the  membership  of  the 
Society  for  short,  practical  discussions  of 
diagnosis  and  treatment.  It  would  be  of 
great  assistance  to  the  editors  if  the  member- 
ship would  indicate  by  letters  to  the  editor 
whether  or  not  they  would  care  to  have 
similar  series  of  articles  such  as  those  on 
other  disease  entities,  and  if  so,  which  ones? 

Much  work  enters  into  the  preparation 
for  publication  of  such  a series  of  articles. 
The  task  is  time  consuming.  We  hope  you 
will  find  the  diabetes  articles  of  practical  help 
and  will  indicate,  in  the  manner  suggested, 
your  preferences  for  future  topics. 


The  Annual  Meeting 

The  One  Hundred  Forty-Seventh  Annual  Buffalo,  May  4 to  8 inclusive.  In  spite  of 
Meeting  of  the  Medical  Society  of  the  State  inclement  weather  conditions  which 
of  New  York  was  held  at  the  Hotel  Statler,  grounded  many  commercial  airplane  flights 
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and  made  traveling  difficult,  the  meeting  was 
well  attended  by  the  membership,  exhibitors, 
and  guests. 

Registration  figures  show  that  a total  of 
2.749  attended  the  convention,  including 
1.534  physicians,  599  members  of  allied 
professions,  295  guests,  and  321  exhibitors. 

The  new  arrangement  of  the  program 
seemed  to  be  a great  success.  As  we  noted 
in  previous  editorial  announcements  of  the 
Annual  Meeting,  section  meetings  were  held 
only  in  the  mornings.  This  procedure  freed 
many  of  the  specialists  for  participation  in 
discussions  during  the  general  sessions.  It 
had  been  hoped  that  this  change  would 
make  for  more  interesting  ^discussion,  and 
the  plan  seems  eminently  justified  by  the  re- 
sults. As  in  any  new  procedure,  it  will  take 
time  for  the  change  to  prove  itself  fully,  but 
even  this  year  the  experiment  worked  out 
better  than  might  have  been  anticipated. 

The  evening  scientific  round-table  discus- 
sion, added  to  the  usual  morning  and  after- 
noon sessions  as  another  innovation,  af- 
forded an  opportunity  to  participate  for 
those  who  for  one  or  another  reason  could 
attend  only  in  the  evening. 

The  committees  on  arrangements  deserve 
the  highest  commendation  for  their  splendid 
work  in  handling  room  assignments,  equip- 
ment and  scientific  program,  guest  reception, 
public  relations,  and  the  press.  Radio  and 
television  coverage  of  the  various  aspects 
of  the  meeting  was  astounding.  Both  “live” 
and  tape-recorded  programs  covered  the  up- 
state area  from  many  stations  and  some  net- 
works. 

The  dinner  and  dance  held  on  Wednesday 
evening.  May  6.  was  well  attended.  The 
Honorable  Charles  S.  Desmond,  associate 
judge  of  the  Court  of  Appeals  of  Xew  York 
State  was  the  principal  speaker,  while 
Thomas  R.  McConnell.  Ph.D.,  LL.D., 
Chancellor  of  the  University  of  Buffalo, 
presented  the  American  Heritage  Foundation 
Award  to  the  Medical  Society  of  the  State 
of  New  York. 

Among  the  noteworthy  actions  of  the 
House  of  Delegates  was  the  passage  of  a 
resolution  requesting  the  American  Medical 
Association  to  memorialize  the  President  of 
the  United  States  to  designate  a Medical 
Progress  Day  to  bring  to  public  attention  the 


almost  incredible  advances  of  scientific 
medicine.  Almost  at  the  time  of  the  meeting 
the  Governor  of  the  State  of  Xew  York  was 
signing  the  Halpern-Yan  Cleef  Bill  which 
originated  in  action  of  the  House  of  Dele- 
gates in  1952.  and  becomes  law  July  1,  1953. 
In  signing  this  bill  the  Governor  said.  “The 
drinking  driver  constitutes  one  of  the  worst 
scourges  on  the  highways.  He  must  be 
eliminated.  The  use  of  the  procedures 
authorized  by  this  bill  provides  a significant 
contribution  to  improve  highway  safety.” 

The  detailed  minutes  of  the  House  of 
Delegates  will  be  published  as  Part  II  of  the 
September  1 issue  of  the  Journal.  Xew 
members,  particularly,  are  urged  to  read 
these  carefully,  since  the  actions  of  the 
House  as  set  forth  in  the  minutes  constitute 
the  policy  of  the  Medical  Society  of  the 
State  of  Xew  York  for  the  ensuing  year. 

The  color  television  programs  in  the 
mornings  were  well  attended  and  interesting. 
They  constituted  the  first  programs  of  the 
sort  to  be  seen  at  an  upstate  Annual  Meet- 
ing of  the  Society. 

Among  the  scientific  exhibits,  those  of  the 
public  relations  activities  of  the  Bronx 
County  Medical  Society  and  the  public 
service  activities  of  the  Medical  Society  of 
the  County  of  Xew  York  seemed  outstanding 
in  their  class. 

The  postgraduate  lectures,  of  which  there 
were  some  14  in  all,  covered  a wide  variety 
of  topics  and  seemed  better  attended  this 
year  than  formerly. 

Much  credit,  as  always,  goes  to  the  com- 
mercial exhibitors  for  making  possible  the 
underwriting  of  a large  share  of  the  conven- 
tion expenses  and  for  attractively  displayed 
new  apparatus  and  therapeutic  modalities. 
It  is  to  be  hoped  that  in  the  future  it  may 
be  possible  to  have  space  available  for  these 
exhibits  on  the  same  floor  of  the  hotel  on 
which  the  meeting  of  the  House  of  Dele- 
gates takes  place.  The  convention  program 
is  so  highly  integrated  that  any  arrange- 
ment that  will  conserve  time  and  travel  for 
the  physicians  and  their  guests  would  be 
appreciated;  especially  does  this  appear  to 
be  true  for  those  who,  as  delegates,  give  so 
much  of  their  time  to  the  Society’s  legisla- 
tive affairs  that  they  have  little  left  over  to 
view  the  scientific  and  commercial  displays. 


CURRENT  CONCEPTS  IN 
DIABETES  MELLITUS 


Irving  Graef,  M.D.,  Editor 

from  the 

Committee  on  Professional  Education 
of  the 

Clinical  Society 
of  the 

New  York  Diabetes  Association 


v <■' 


'I.. 

9 


% 


Introduction 

Beginning  with  this  issue,  a new  series  of  articles  entitled  “Current  Concepts  in  Diabetes 
Mellitus”  is  to  be  published  in  the  New  York  State  Journal  of  Medicine  under  the 
auspices  of  the  Committee  on  Professional  Education  of  the  Clinical  Society  of  the  New 
York  Diabetes  Association. 

This  organization,  open  to  physicians  with  a special  interest  in  disorders  of  metabolism, 
especially  diabetes  mellitus,  is  interested  in  promoting  the  dissemination  of  up-to-date 
information  on  various  aspects  of  diabetes  mellitus,  with  particular  reference  to  proper 
diagnosis,  management,  and  the  development  of  clear  objectives  in  the  control  of  diabetes 
mellitus. 

Too  often  a patient  who  has  glycosuria  is  labeled  a diabetic,  with  all  the  ominous  over- 
tones implied  in  the  uncritical  use  of  a label,  when  careful  evaluation  may  prove  that  he  is 
not  a diabetic  or,  at  most,  is  only  a potential  diabetic. 

The  unwise,  indiscriminate  use  of  insulin  has  many  causes.  The  obese  diabetic  may 
do  worse  on  insulin  than  on  diet  alone,  for  the  objective  of  weight  reduction  may  be  blocked 
by  the  use  of  insulin.  The  proper  choice  of  insulin  in  the  diabetic  who  is  losing  50  to  80 
Gm.  of  glucose,  plus  water,  plus  electrolytes,  plus  water-soluble  vitamins  per  day,  and  who 
therefore  needs  exogenous  insulin,  is  another  problem  requiring  thoughtful  analysis. 

Recent  advances  in  the  understanding  of  the  nature  of  or  the  events  leading  to  recurrent 
ketosis  and  diabetic  coma  have  focused  attention  on  the  important  role  of  emotional  dis- 
turbances. 

In  this  series  of  articles,  these  and  other  aspects  of  diabetes  will  be  discussed  by  physicians 
qualified  by  experience  and  scholarship.  Due  care  will  be  given  to  present  all  sides  of 
controversial  aspects.  This  undertaking  will  result  in  14  articles,  one  to  be  printed  in  each 
issue  of  the  Journal  from  now  on.  It  is  the  hope  of  the  participating  group  that  physicians 
will  save  these  authoritative  treatises  so  that  when  the  series  is  finally  printed  theyr  will 
have  a valuable  source  for  easy  and  handy  reference. 

This  project  would  be  impossible  were  it  not  for  the  sympathetic  cooperation  of  the 
various  authors.  The  articles  to  be  published,  which  may  not  appear  necessarily  in  the 
order  listed,  are  as  follows: 

“Objectives  in  the  Management  of  Diabetes,”  by  Milton  B.  Handelsman,  M.D. 

“Present  Status  of  Various  Types  of  Insulin  and  Recommendations  Concerning 
Their  Use,”  by  Benjamin  Ashe,  M.D. 
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“Common  Errors  by  Patients  in  the  Management  of  Diabetes,”  by  Kermit  Osser- 
man,  M.D. 

“Management  of  the  Diabetic  Child,”  bjr  Abraham  Kantrow,  M.D. 

“Tuberculosis  and  Diabetes,”  by  Elmer  Gais,  M.D. 

“The  Doctor-Patient  Relationship  in  the  Management  of  Diabetic  Patients  and 
Their  Emotional  Problems,”  by  Laurence  Hinkle,  M.D. 

“Ophthalmologic  Findings  in  Diabetes,”  by  George  Wise,  M.D. 

“Nutrition  in  Diabetes,”  by  Elmer  Alpert,  M.D. 

“Present  Status  and  Use  of  NPH  Insulin,”  by  Benjamin  Ashe,  M.D. 

“Diagnostic  Criteria  of  Diabetes,”  by  Edward  Tolstoi,  M.D. 

“Present  Status  of  Hormonal  Control  of  Carbohydrate  Metabolism,”  by  Elaine  P. 

Ralli,  M.D.,  and  Mary  Dumm,  M.D. 

“Metabolic  Pathways  of  Glucose,”  by  Corsan  Reid,  M.D. 

“Arteriosclerosis  and  Diabetes,”  by  Sigmund  Wilens,  M.D. 

“Electrolyte  Disturbances  in  Diabetes,”  by  Maximilian  Fabrykant,  M.D. 

Irving  Graef,  M.D.,  Chairman 
Committee  on  Professional  Education. 
Clinical  Society  of  the  New  York 
Diabetes  Association,  New  York  City 


OBJECTIVES  IN  DIABETES 

Milton  B.  Handelsman,  M.D.,  New  York  City 

( Clinical  Associate  Professor  of  Medicine,  College  of  Medicine,  State  University  in  New  York  City,  and 
Attendant  in  Medicine,  Long  Island  College  Hospital,  Brooklyn,  New  York ) 


THE  results  arising  from  the  modern 
treatment  of  diabetes  have  been  so  ex- 
cellent that  we  must  be  on  guard  against  be- 
coming complacent  with  the  present  situa- 
tion. In  the  first  place,  full  advantage  has 
not  been  taken  of  all  available  scientific 
knowledge,  and  there  frequently  is  a notice- 
able lag  in  its  clinical  application.  Thus,  it 
is  worth  while  to  take  inventory  of  the  ob- 
jectives which  we  consider  attainable  at 
present.  Second,  as  one  set  of  aims  has  been 
achieved,  new  important  problems  have 
made  their  appearance.  This  has  given 
rise  to  new  objectives  which  remain  to  be 
attained.  In  the  present  discussion  con- 
cerning the  objectives  in  diabetes,  a de- 
velopmental approach  is  being  followed  with- 
out regard  to  the  order  of  importance. 

The  relatively  simple  goal,  namely,  to  re- 
lieve patients  of  their  symptoms,  which  was 
the  chief  concern  of  eighteenth  century  phys- 
icians, was  supplanted  in  the  nineteenth 
century  by  efforts  to  prevent  and  treat  the 
newly  recognized  diabetic  acidosis.  In  the 
twentieth  century,  the  preventive  aspects  of 
medicine  are  emphasized,  and  this  may  well 
serve  as  the  first  item  in  the  following  out- 
line of  our  present  objectives: 

1.  Detecting  Diabetes  Early  — Early  diag- 
nosis will  lead  to  early  treatment  and  re- 
duce the  severity  which  comes  when  treat- 


ment is  neglected.  Too  frequently,  the 
undetected  diabetic  is  first  seen  in  coma,  near 
death,  before  the  diabetes  is  recognized. 
Often,  undetected  and  untreated  diabetes  is 
discovered  before  an  emergency  operation 
and  thus  complicates  an  already  difficult 
situation.  It  is  for  these  and  many  other 
reasons  that  “Diabetes  Education  and  De- 
tection Drives”  are  conducted  throughout 
the  country.  The  best  insurance  for  early 
detection,  however,  is  to  have  all  physicians 
and  clinics  do  routine  urinalyses  on  their 
patients  periodically.  The  discovery  of 
glycosuria  in  a patient,  particularly  after 
eating  a meal  containing  an  abundance  of 
carbohydrates,  should  lead  the  physician  to 
establish,  by  further  investigation  of  the 
blood  sugar  and,  in  some  cases,  by  a glucose 
tolerance  test,  whether  or  not  diabetes 
exists. 

2.  Preventing  Death  in  Diabetes. — The 
deranged  carbohydrate  metabolism  need  not 
kill;  the  complications  do.  Up  to  thirty 
years  ago,  diabetic  children  invariably  died 
of  acidosis  within  several  years  after  the 
onset  of  the  diabetes.  Even  in  mild  cases,  a 
simple  infection  often  led  to  fatal  acidosis. 
The  discovery  of  insulin  gave  physicians  a 
therapeutic  agent  which  not  only  can  pre- 
vent acidosis  but  can  save  the  life  of  a pa- 
tient in  diabetic  coma.  Chiefly  as  a result  of 
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insulin,  the  expected  life  span  of  a diabetic 
has  increased  until  it  now  approximately 
equals  that  of  nondiabetics.  Despite  this 
record  we  still  have  too  many  patients  dying 
in  diabetic  coma.  Proper  education  of  pa- 
tients with  diabetes,  or  of  their  parents,  con- 
cerning preventive  measures  is  needed  to  de- 
crease this  mortality.  Additional  factors  to 
save  these  lives  have  recently  been  eluci- 
dated in  the  newer  studies  concerning  the  im- 
portance of  electrolyte  balance  and  the 
various  ions  (particularly  potassium)  in  the 
causation  and  treatment  of  acidosis.  The 
use  of  antibiotics  for  the  treatment  of  diabet- 
ics with  infections  has  helped  to  curb  the 
incidence  of  coma.  With  wider  under- 
standing and  better  care,  it  is  hoped  that 
further  improvement  in  preventing  deaths 
from  acidosis  will  occur. 

3.  Giving  Adequate  Nutrition  to  the  Dia- 
betic.— Not  only  has  insulin  permitted  dia- 
betics to  survive  longer,  but  it  has  also  allowed 
the  patient  a better  and  more  normal  life. 
The  pre-insulin  starvation  therapy  has  been 
replaced  by  regimens  which  allow  for  opti- 
mum nutrition.  For  example,  a child  now 
receives  an  adequate  intake  of  calories,  pro- 
teins, vitamins,  and  minerals  to  insure  nor- 
mal physical  development  and  to  supply 
energy  for  normal  play.  The  same  applies 
to  the  working  man  who  requires  sufficient 
fuel  to  enable  him  to  work  at  his  job  effi- 
ciently. The  proper  use  of  insulin  permits 
utilization  of  the  food  prescribed  for  the  nu- 
tritional needs  of  each  individual.  In  all 
cases,  “optimum  nutrition”  should  be 
sought.  For  the  thin  diabetic,  “optimum 
nutrition”  consists  of  overnutrition;  for 
the  obese  patient,  undernutrition  should  be 
practiced.  Despite  these  well-known  facts, 
one  still  encounters  places  where  a 1,500- 
calorie  diet  is  considered  the  “routine  dia- 
betic diet”  and  is  employed  for  most  pa- 
tients. There  is  still  a need  for  more  care 
that  good  nutritional  principles  be  applied. 
Later  articles  in  this  series  will  deal  with 
this  problem  in  more  detail. 

4.  Planning  Therapy  to  Conform  with 
Normal  Living. — In  line  with  the  objective 
of  allowing  the  diabetic  a more  “normal 
life,”  efforts  have  been  made  to  simplify  the 
translation  of  the  nutritional  requirements 
into  dietary  prescriptions  which  conform  to 
the  feeding  habits  of  the  general  population. 
The  “unit  system”  as  advocated  by  the 
American  Diabetes  Association  allows  this 
by  listing  “food  equivalents”  which  can  be 
chosen  within  the  prescribed  menu.  Such  a 
system  is  easily  mastered  and  allows  selec- 
tion of  foods  by  patients  with  due  regard  to 


individual  preferences  as  well  as  those  in- 
dicated by  the  racial,  social,  or  economic 
background.  A properly  taught  patient 
can  now  go  into  a restaurant  and  select  foods 
for  his  meal  with  confidence  that  the  nutri- 
tional prescription  is  being  followed. 

There  are  some  physicians  who  go  further 
and  advocate  that  the  selection  of  food  should 
be  free  of  restrictions.  For  control  of  the 
diabetes  they  employ  insulin  in  sufficient 
quantities  to  prevent  symptoms,  to  prevent 
ketonuria,  and  to  maintain  the  patient’s 
weight.  At  present  most  physicians  do  not 
subscribe  to  this  because  they  are  not  certain 
that  the  use  of  such  a “free  diet”  is  as  harm- 
less as  has  been  claimed.  Furthermore, 
since  three  fourths  of  all  diabetics  are  over- 
weight, they  require  stricter  nutritional 
guidance  than  a “free  diet”  offers,  just  as  the 
nondiabetic  obese  individuals  do. 

Not  only  dietetics  but  insulin  usage  has 
been  simplified  for  the  diabetic.  With  the 
modifications  of  insulin  (protamine  zinc 
insulin,  globin  insulin,  NPH  insulin),  a sin- 
gle injection  per  day  can  control  satisfac- 
torily the  majority  of  patients,  rendering 
their  urine  sugar-free  and  bringing  the  blood 
sugar  to  normal  limits.  While  this  has  per- 
mitted of  a minimum  of  interference  with 
the  daily  routine  of  the  majority  of  patients, 
it  has  introduced  problems  for  others.  A 
special  group  (about  5 to  10  per  cent  of  all 
diabetics),  who  are  commonly  called  “brit- 
tle,” demonstrate  with  insulin  an  exaggerated 
swing  from  hyperglycemia  to  hypoglycemia. 
With  the  use  of  the  newer  insulins,  these 
swings  are  less  easily  controllable  than  with 
regular  insulin  and  lead  to  disturbing  insulin 
reactions.  Similarly,  in  diabetics  with  cor- 
onary and  retinal  arteriosclerosis,  there  is  a 
hazard  in  using  these  insulins  if  hypogN- 
cemia  occurs.  The  present  tendency  is  not 
to  give  up  the  use  of  these  convenient  in- 
sulins but  rather  to  liberalize  the  criteria  of 
diabetic  control  in  such  cases,  allowing 
moderate  glycosuria  as  a lesser  evil  com- 
pared to  hypoglycemia. 

5.  Improving  the  Psychologic , Social,  and 
Economic  Status  of  Patients. — Up  to  this 
point  we  have  discussed  objectives  which  in- 
volve chiefly  a relationship  between  the 
physician,  dietician,  and  patient.  The 
longer  length  of  life  and  the  more  normal 
type  of  life  which  a diabetic  can  live  as  a re- 
sult of  successful  therapy  have  introduced 
problems  that  go  beyond  the  physician- 
patient  relationship. 

There  are  social  and  economic  difficulties 
placed  in  the  path  of  patients  who  have 
successfully  hurdled  the  medical  obstacles. 
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For  instance,  there  is  discrimination  against 
diabetics  in  obtaining  employment,  in  re- 
ceiving civil  service  status,  in  getting  in- 
surance, in  being  admitted  to  some  profes- 
sional schools,  etc.  Many  of  these  problems 
arise  from  a lack  of  general  understanding 
concerning  the  nature  of  diabetes  and  its 
treatment. 

Education  of  the  population  in  general  is 
needed  to  dispel  this  ignorance  and  to  allow 
many  diabetics  to  earn  a living  and  support 
the  iives  which  medical  science  has  saved. 
To  this  end,  diabetes  associations  are 
actively  at  work  throughout  the  country. 

It  is  also  important  to  remove  the  many 
social  stigmata  placed  on  diabetics  if  we  are 
to  expect  them  to  make  normal  psychologic 
adjustments  to  life.  This  factor  is  most  im- 
portant to  the  growing  number  of  children 
with  diabetes  who,  in  addition  to  the  psj’- 
chologic  trauma  of  caring  for  their  diabetes, 
often  face  exclusion  from  many  normal 
activities.  Summer  camps  such  as  Camp 
Xyda*  for  children  with  diabetes  (who  are 
generally  denied  admission  to  other  camps) 
represent  one  attempt  to  correct  this.  These 
need  and  deserve  support  from  the  com- 
munity as  well  as  from  physicians  and  pa- 
tients. 

6.  Safeguarding  the  Pregnancies  of  Dia- 
betic Women. — The  use  of  insulin  and  the 
practice  of  adequate  nutrition  for  diabetic 
girls  have  increased  the  number  who  marry 
and  are  fertile.  This  has  added  a new  speci- 
fic objective,  namely,  to  insure  that  the 
pregnancies  of  diabetic  women  come  to  a 
fruitful  end.  At  present  there  is  rarely  a 
death  of  a diabetic  mother,  and  fetal  mortal- 
ity is  rapidly  decreasing.  Throughout  the 
United  States  close  cooperation  by  specialists 
in  diabetes,  internists,  obstetricians,  and 
pediatricians  is  being  organized  to  reduce 
the  fetal  and  infant  mortality  rate.  Such 
teamwork  seems  necessary  for  successful 
results. 

7.  Preventing  and  More  Effectively  Treat- 
ing Degenerative  Complications. — This  ob- 
jective and  the  following  may  be  classified  in 
the  proverbial  “last  but  not  least”  category. 
They  represent  challenges  to  all  concerned. 
Because  of  our  successful  therapy  we  have 
kept  diabetics  alive  long  enough  for  them  to 
develop  vascular  diseases.  Instead  of  dying 
in  coma,  the  greater  majority  develop  arteri- 
osclerosis of  the  medium  sized  blood  vessels: 
coronary  artery,  peripheral  vascular,  cere- 

* Supported  by  the  New  York  Diabetes  Association. 


brovascular,  and  renal  vascular  diseases. 
Also,  the  smaller  blood  vessels  become  af- 
fected by  a pathologic  process  that  is  specific 
for  diabetics:  retinopathy  and  glomerulo- 
sclerosis. 

A vast  amount  of  experimental  work  has 
demonstrated  the  importance  of  a faulty 
lipid  metabolism  in  large  vessel  sclerosis. 
Recent  investigations  have  reported  the  ex- 
perimental production  of  the  lesions  of  the 
smaller  vessels  in  diabetic  animals  by  the 
adminstration  of  cortisone.  Whatever  the 
whole  mechanism  of  production  may  prove 
to  be,  the  presence  of  diabetes  with  faulty 
carbohydrate  and  lipid  metabolism  is  the 
common  denominator. 

Most  physicians  agree  that  duration  of  the 
diabetes  is  more  important  than  severity  in 
causing  these  complications.  There  is  much 
published  evidence  that  the  strict  control  of 
glycosuria  and  hyperglycemia  can  delay  or 
prevent  the  appearance  of  these  vascular 
complications,  yet,  given  time,  they  have 
developed  in  some  patients  in  the  face  of 
adequate  control.1  The  majority  of  phys- 
icians feel  that  a disregard  of  glycosuria  and 
hyperglycemia  predisposes  the  arteries  to 
vascular  degeneration2  and  feel  that  clinical 
experiments  supporting  the  contrary  view 
have  not  been  conducted  for  a long  enough 
time  to  be  conclusive.  Certainly,  additional 
clinical  observations  and  laboratory  experi- 
mentation are  needed  to  clear  up  this  most 
distressing  problem  concerning  the  vascular 
complications  that  exist  in  diabetes. 

8.  Applying  the  Newer  Knowledge  Con- 
cerning the  Endocrines  in  Diabetes. — This  ob- 
jective, like  the  foregoing  objective,  depends 
on  continued  research.  Despite  the  well- 
known  interrelationship  between  the  pan- 
creas on  one  hand  and  the  hypophysis  and 
adrenal  glands  on  the  other,  medical  knowl- 
edge has  not  arrived  at  a point  where  the 
diabetic  patient  has  been  helped  by  such  in- 
formation. We  must  await  additional  work 
to  be  able  to  utilize  the  vast  amount  of  en- 
docrine data  that  is  accumulating.  This 
should  result  in  another  most  promising  era 
in  diabetes.  We  are  only  part  way  along  the 
road  leading  to  our  ultimate  goal.  The  dis- 
tance that  has  been  traversed  is  large;  the 
path  ahead  has  obstacles,  but  the  course 
seems  well  charted. 
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Administered  as  Easily  as  Insulin: 
Subcutaneously  or  intramuscu- 
larly with  a minimum  of  dis- 
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Fewer  Injections: 
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injections,  have  advanced  econ- 
omy of  ACTH  treatment. 
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Severe  bronchial  asthma  can  now  be 
treated  in  the  home  and  in  the  office 
with  a degree  of  success  similar  to  that 
obtained  with  hospital  care.  Improve- 
ment is  prompt  and  dramatic.  Neither 
the  patient’s  age  nor  the  chronicity  of 
the  asthmatic  condition  detracts  from 
the  efficacy  of  ACTHAR  treatment, 
which  has  stood  the  most  severe  of  all 
tests  of  usefulness— the  requirements  of 
the  general  practitioner.  The  use  of  the 
disposable  cartridge  syringe — an  im- 
mediately available  form  of  HP* 
ACTHAR  Gel— can  be  a life-saving 
measure  in  the  medical  emergency 
which  suddenly  arises  in  the  course  of 
long-standing  “intractable”  asthma. 
HP*ACTHAR  Gel  has  demonstrated 
its  superiority  over  customary  measures 
in  many  instances  of  bronchial  asthma, 
and  has  brought  about  gratifying  re- 
missions lasting  as  long  as  18  months. 

*Highly  Purified.  ACTHAR®  is  The  Armour 
Laboratories  Brand  of  Adrenocorticotropic 
Hormone— ACTH  (Corticotropin). 
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“where  the  liver  is  damaged 


administration  of 


LIPOTROPICS 

is  indicated”1 


IN  GERIATRIC  PATIENTS 

“There  is  no  doubt  that  many  persons,  especially  those 
of  advanced  age.  have  functional  and  structural  hepatic 
alterations.  Many  times  the  hepatic  deficiency  is  but 
slightly  apparent  or  nonapparent....”1 

IN  OBESE  PATIENTS 

“The  present  study  indicates  the  uniform  presence  of  liver 
damage  in  human  obesity  as  manifested  by  liver  function 
tests  and  biopsies."2 

Lipotropic  therapy  combats  fatty  infiltration  of  the  liver 
and  helps  restore  normal  hepatic  function. 

LAKESIDE  LIPOTROPICS  ..  . three  forms  for 

optimal  dosage  and  individualized  therapy 

1 Poliak.  O.  J.:  Delaware  State  M.  J 24:157.  1952. 

2.  Zelman,  S.:  Arch.  Int.  Med.  90:  141,  1952. 
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dl-Methionine  . . . 100  mg. 

Inositol  ......  100  mg. 
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Dosage:  1 or  2 capsules  three 
times  daily. 
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CERTAIN  ACTIONS  OF  SYMPATHOMIMETIC  AMINES  ON  THE 

HEART 


M.  L.  Tainter,  M.D.,  and  A.  M.  Lands,  Ph.D.,  Rensselaer,  New  York 


( From  the  Sterling-Winthrop  Research  Institute ) 


ANY  attempt  to  analyze  the  cardiac  effects 
of  sympathomimetic  amines  poses  an 
immediate  question:  Shall  the  determination  be 
made  on  the  isolated  heart  or  heart-lung  prepara- 
tions, or  upon  the  heart  in  situ  where  the  cardiac 
response  may  be  modified  by  reflex  and  humoral 
influences.  In  the  former  instance,  one  obtains 
information  about  the  action  of  the  drug  on 
cardiac  tissues,  but  under  such  restricted  condi- 
tions that  comparable  effects  seldom  may  be  seen 
in  man,  and  therefore  the  information  may  con- 
tribute comparatively  little  to  clinical  phar- 
macology. In  the  latter,  exact  measurements  are 
obtained  with  considerable  difficulty,  often  only 
under  conditions  which  tend  to  invalidate  the 
test  observations,  and  the  effects  recorded  are  the 
algebraic  resultants  of  multiple  simultaneous 
changes.  However,  there  have  been  many 
improvements  in  equipment  and  test  procedures 
which  tend  to  minimize  the  uncertainties  of  the 
latter  approach.  This  presentation,  therefore, 
will  be  restricted  to  a discussion  of  the  effect  of 
drugs  on  the  heart  in  situ. 

The  cardiovascular  response  to  sympathomi- 
metic amines  consists  of  a complex  of  direct  actions 
in  many  organs  and  a number  of  secondary  or 
homeostatic  adjustments  mediated  by  reflex 
mechanisms.  The  importance  of  the  latter  is 
demonstrated  most  readily  by  the  response  to 
renin  or  angiotonin,  which  is  devoid  of  im- 
portant direct  cardiac  actions.1'2  Both  in  the 
dog  and  in  man,  the  intravenous  injection  of 
angiotonin  causes  a peripheral  vasoconstriction 
characterized  by  an  increase  in  systolic  and  di- 
astolic pressures,  increase  in  peripheral  resistance, 
in  elastic  reservoir  capacity  which  contributes  to 
an  increase  in  pulse  pressure,  an  increase  in 
venous  pressure  and  in  circulation  time,  a decrease 
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in  pulse  rate  and  a reduction  in  cardiac  output  . 2-4 
The  heart  is  slowed  reflexly  in  response  to  the 
elevation  of  mean  arterial  pressure  in  the  baro- 
receptive  areas.  Sympathomimetic  amines  caus- 
ing vasoconstriction  and  exerting  little  or  no 
direct  action  on  the  heart  should  reproduce  this 
pattern  of  response  to  angiotonin. 

The  catechol  sympathomimetic  amines  have 
engaged  attention  of  our  group  in  the  Sterling- 
Winthrop  Research  Institute  over  a period  of 
many  years.  It  might  serve  our  purpose  here  to 
examine  the  results  obtained  with  the  most 
important  members  of  this  series,  in  terms  of  the 
pattern  of  response  obtained  with  angiotonin. 

Levophed  (1 -norepinephrine,  1-arterenol),  one 
of  the  most  recent  new  compounds,  was  developed 
in  the  laboratories  of  the  Institute.  Subsequent 
investigations  have  established  that  this  sub- 
stance may  be  found  in  commercial  and  U.S.P. 
epinephrine,  where  it  may  constitute  as  much  as 
20  per  cent  of  the  total  catechol  amine  content. 
A rapid  intravenous  injection  of  the  drug  into  tlie 
anesthetized  dog  usually  causes  a double  pressor 
response  characterized  by  an  initial  spike  rise 
which  appears  within  five  to  ten  seconds  after  the 
beginning  of  injection  and  is  of  short  duration, 
and  a secondary  more  prolonged  rise  which  ap- 
pears within  twenty-five  to  thirty-five  seconds. 
In  a representative  experiment  (Fig.  1)  an  intra- 
venous injection  of  0.5  microgram  per  Kg. 
of  Levophed  caused  a distinct  increase  in  cardiac 
action  within  less  than  ten  seconds  and  simul- 
taneous with  the  appearance  of  the  spike  rise  in 
pressure.  Cardiac  effects  rapidly  reached  a 
maximum,  after  which  there  was  an  equally  rapid 
decline  to  near  normal  values,  at  which  time 
(thirty  to  thirty-five  seconds  from  the  beginning 
of  injection)  a secondary  rise  in  pressure  appeared. 
This  response  is  much  more  prolonged  than  the 
initial  rise  and  is  not  characterized  by  further 
cardiac  stimulation.  An  injection  into  the  aorta 
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Fig.  1.  A comparison  of  the  effect  of  epinephrine 
and  Levophed  on  the  carotid  blood  pressure  and  limb 
volume  of  the  dog  following  intravenous  injection. 
From  above  downward:  carotid  blood  pressure  in 
mm.  Hg.  injection  signal,  time  in  minutes,  and  vol- 
ume change  in  the  hind  leg  (.oncometer). 

will  cause  a slow  pressor  response  without  sig- 
nificant cardiac  stimulation.  It  has  been  shown 
that  after  intra-aortic  injection  of  epinephrine, 
little  of  the  injected  drug  gets  through  to  the 
venous  side  of  the  circulation  (Ahlquist).5  The 
oncometer  records  show  that  the  secondary 
change  in  blood  pressure  is  simultaneous  with 
peripheral  vasoconstriction.  These  observations 
suggest  that  Levophed  at  this  dose  level  has 
transient  stimulating  actions  on  the  dog  heart. 
This  may  be  illustrated  further  by  results  ob- 
tained with  intravenous  infusions  in  anesthetized 
unatropinized  dogs.  In  19  experiments  where 
Levophed  was  infused  at  the  rate  of  2 micrograms 
per  Kg.  per  minute,  blood  pressure  was  increased 
in  all  instances,  but  bradycardia  was  produced  in 
11  and  tachycardia  in  eight.  When  Levophed 
is  injected  intramuscularly  in  unanesthetized 
dogs,  the  pulse  response  is  equally  variable. 
The  rate  may  decrease,  increase,  or  increase  after 
an  initial  slowing.  A representative  experi- 
ment in  which  there  was  moderate  acceleration 
is  shown  in  Fig.  2. 

These  results  are  somewhat  at  variance  with 
those  observed  in  man  and  suggest  that  there 
may  be  important  species  differences  in  response. 
The  predominant  cardiac  effect  of  Levophed  in 
man  is  a marked  bradycardia  (reviewed,  Lands 
and  Tainter).6  Some  indication  of  the  cause  of 
this  difference  is  given  by  the  experiments  of 


Fig.  2.  Blood  pressure  and  pulse  rate  changes  in 
the  unanesthetized  dog  following  the  intramuscular 
injection  of  0.05  mg.  per  Kg.  of  Levophed. 


Littman  et  al.,  and  of  Bayer,  Blumberger,  and 
Effert.7,8  This  may  be  illustrated  by  an  experi- 
ment reported  by  the  latter  investigators.  In  a 
normal  man  Levophed,  1 mg.  intramuscularly, 
caused  a pulse  rate  decrease  from  103  to  75  per 
minute.  In  a subsequent  injection  of  this  dose 
after  atropinization,  the  pulse  rate  increased 
from  100  to  140,  and  this  accelerated  rate  was 
maintained  for  more  than  twenty  minutes. 
Increased  cardiac  action  contributed  importantly 
to  the  blood  pressure  elevation  to  a maximum  of 
200  130  from  a control  value  of  120/80.  Before 
atropine,  Levophed  increased  blood  pressure  to 
160/100.  Thus,  in  the  absence  of  atropine,  the 
cardiac  accelerating  tendency  of  Levophed  is 
obscured  by  a reflex  vagal  bradycardia  induced 
by  an  increase  in  peripheral  resistance.  In 
contrast  to  these  responses  in  man,  it  would  seem 
that  in  the  dog  the  vagal  mechanism  exerts  less 
control  on  the  heart,  or  that  the  heart  of  this 
animal  is  more  sensitive  to  the  cardiac  stimulating 
action  of  Levophed. 

Species  differences  are  clearly  apparent  when 
the  response  to  epinephrine  is  compared  with 
that  to  Levophed.  Intravenously  injected  epi- 
nephrine causes  a distinct  spike  rise  in  blood  pres- 
sure in  the  dog.  This,  as  previously  noted,  is 
associated  with  an  increased  cardiac  action  which 
is  illustrated  in  Fig.  3.  It  should  be  noted  that 
no  cardiac  stimulation  followed  intra-aorric 
injection.  A comparison  of  the  magnitude  of  the 
spike  responses  should  indicate,  in  an  approxi- 
mate manner,  the  relative  cardiac  stimulating 
potencies  of  these  two  sympathetic  ergones.  In 
ten  experiments,  Levophed  caused  a greater 
spike  rise,  the  mean  value  being  1.5  times  greater 
than  that  for  epinephrine.  These  results  ob- 
tained in  anesthetized  dogs  are  in  essential 
agreement  with  those  previously  reported  by 
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Fig.  3.  A comparison  of  intravenously  injected 
epinephrine  in  the  anesthetized  dog  with  the  same 
dose  injected  intra-arterially.  From  above  down- 
ward: ventricular  myocardiogram,  kidney  volume, 
carotid  blood  pressure,  injection  signal,  and  time. 


Crismon  and  Tainter  for  the  dog  heart-lung 
preparation  and  by  Lockett  for  unanesthetized 
atropinized  dogs.9'10  However,  there  is  consider- 
able variability  in  these  dog  experiments,  since 
in  some,  epinephrine  was  more  stimulating  than 
Levophed.  We  have  previously  pointed  out  that 
Levophed  infusions  may  cause  less  bradycardia 
than  epinephrine  does  in  some  dogs.  In  several 
experiments,  bradycardia  was  obtained  with  one 
agent  and  tachycardia  with  the  other.  In  two 
experiments  of  this  series  in  which  both  com- 
pounds produced  tachycardia,  this  effect  was 
more  pronounced  with  Levophed  in  one  experi- 
ment and  of  equal  magnitude  in  one. 

The  responses  to  epinephrine  and  Levophed  in 
man  are  quite  constant,  the  former  causing 
tachycardia  and  the  latter  bradycardia.  Golden- 
berg  et  al.  have  reported  results  obtained  with 
subjects  infused  intravenously  with  epinephrine 
at  the  rate  of  0.15  to  0.30  microgram  per  Kg. 
per  minute.11  There  was  a sharp  drop  in  periph- 
eral resistance,  a significant  rise  in  systolic 
pressure,  a decrease  in  diastolic  pressure,  an  in- 
crease in  pulse  rate,  and  an  increase  in  cardiac 
output  of  78  to  98  per  cent.  The  infusion  of 
comparable  amounts  of  Levophed  either  de- 
creased or  left  unchanged  the  cardiac  output, 
caused  a significant  increase  in  both  systolic  and 
diastolic  pressure,  a marked  increase  in  peripheral 
resistance  associated  with  a distinct  slowing  of 
pulse  rates.  These  findings  have  been  confirmed 
and  extended  by  numerous  investigators8,12-18 
and  can  be  illustrated  by  Fig.  4,  taken  from  the 
publication  by  Bayer  et  al.,*  describing  the  re- 
sponse to  intramuscular  medication.  By  con- 
trast with  the  response  obtained  with  1.3  mg. 
of  Levophed,  1 mg.  of  epinephrine  caused  tachy- 
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Fig.  4.  The  relationship  between  circulation  and 
cardiac  action:  (a)  after  injection  of  1 cc.  nor- 

adrenaline; (b)  after  injection  of  1 cc.  of  adrenaline, 
(Bayer,  Blumberger,  and  Effert).8 
Vm— Minute  volume  in  1 
Vs  — Stroke  volume  in  cc. 

F — Pulse  rate  per  minute 
E'  — Elastic  resistance  in  dynes  per  cm.5 
W — Peripheral  resistance  in  dynes  sec.  per  cm.5 
P — Systolic,  diastolic,  and  mean  blood  pres- 
sure in  mm.  Hg 

! ZSffiTtiJ  ,n  Sigma  ( ViMo  sec. ) 


HL — Cardiac  work  in  106  erg  per  sec. 


cardia  and  a large  increase  in  stroke  volume, 
minute  volume,  and  cardiac  work. 

The  investigations  of  Nathanson  and  Miller 
in  patients  with  complete  heart  block  have  shown 
that  Levophed  produces  little  or  no  effect  on 
ventricular  rate,  whereas  epinephrine  produces  a 
marked  and  sustained  increase.19  Recently, 
these  investigators  have  shown  that  intravenous 
injections  of  Levophed  in  amounts  to  produce  a 
30  to  100  mm.  Hg  rise  in  blood  pressure  did  not 
abolish  the  reflex  cardiac  arrest  resulting  from 
pressure  applied  to  the  carotid  sinus.  Epineph- 
rine abolished  the  carotid  sinus  effect,  and  this 
was  frequently  associated  with  stimulation  of 
lower  ventricular  foci.20  The  foregoing  data 
suggest  that  both  epinephrine  and  Levophed 
stimulate  the  human  heart,  but  this  effect  may 
be  minimal  in  the  case  of  Levophed. 

Isuprel  (N-isopropylarterenol)  has  been  used 
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Fig.  5.  Effect  of  three  compounds  on  blood  pres- 
sure and  ventricular  rate  in  heart  block.  Norepineph- 
rine produced  the  more  intense  pressor  reaction 
but  only  a slight  and  transient  increase  in  the  ven- 
tricular rate.  The  nonpressor  drug,  Isuprel,  in- 
duced a sustained  increase  in  the  ventricular  rate 
(Xathanson  and  Miller).*0 

extensively  as  a bronchodilator  agent  in  the 
treatment  of  bronchial  asthma.  Numerous  re- 
cent publications  have  described  its  cardio- 
vascular actions  (reviewed,  Lands).*1  In  experi- 
mental animals  and  in  man  it  is  a potent  cardiac 
stimulating  agent.  By  contrast  to  Levophed, 
it  lowers  diastolic  pressure  and  diminishes  periph- 
eral resistance.  Littman  et  al.  have  reported 
results  from  subcutaneous  injections  of  0.25 
mg.  in  normal  subjects.7  Within  one  to  two 
minutes  after  injection,  there  was  severe  palpita- 
tion and  throbbing  frontal  headache  associated 
with  a sharp  and  profound  drop  in  diastolic 
pressure.  Simultaneously  with  these  circulatory 
changes,  there  were  alterations  in  the  electro- 
cardiogram. In  all  cases  there  was  sinus  tachy- 
cardia with  frequent  depression  of  the  S-T 
junction,  greatest  in  leads  II  and  III  and  in  the 
chest  leads.  It  is  interesting  to  note  that  a sub- 
sequent subcutaneous  injection  of  2 to  4 mg.  of 
Levophed  elevated  diastolic  and  systolic  pres- 
sures, and  with  the  change  in  pressures,  abolished 
palpitation  and  other  symptoms  induced  by 
Isuprel.  However,  the  electrocardiographic 
changes  induced  by  Isuprel  persisted  in  spite  of 
the  slower  pulse  rate  and  an  elevation  in  blood 
pressure.  This  fact  indicates  a dual  action  of  the 
drug,  an  indirect  reflex  acceleration  by  way  of 
the  sympathetic  system  and  a direct  action  on 
cardiac  tissue.  The  former  may  be  eliminated  by 
a second  sympathetic  drug  which  elevates  pres- 
sure in  the  baroreceptive  areas. 


When  compared  with  the  carotid  sinus  pressure 
method  of  Xathanson  and  Miller,  Isuprel  was 
found  to  be  clearly  more  effective  than  epi- 
nephrine in  preventing  cardiac  standstill.*0  The 
greater  cardiac  stimulating  potency  of  Isuprel 
was  also  demonstrated  in  patients  with  complete 
heart  block.  Isuprel  induced  a sustained  in- 
crease in  ventricular  rate,  an  intravenous  dose  of 
0.02  mg.  causing  as  much  acceleration  as  0.03 
mg.  of  epinephrine  (Fig.  5).  These  investigators 
have  suggested  that  Isuprel  possesses  optimal 
properties  for  the  prevention  and  therapy  of 
sudden  stoppage  of  the  heart,  in  that  it  is  highly 
effective  in  preventing  cardiac  standstill  and 
at  the  same  time  does  not  dispose  to  ventricular 
fibrillation.**  They  have  suggested  that  in- 
frequent attacks  of  reflex  standstill  in  the  ambu- 
lant patient  may  be  controlled  by  15  mg.  sub- 
lingual tablets  of  Isuprel  administered  3 to  4 
times  daily  or  oftener,  if  needed. 

There  are  two  additional  types  of  cardiac 
abnormality,  fibrillation  and  myocardial  infarc- 
tion, that  require  discussion  here.  Various  dis- 
turbances in  cardiac  rhythm  have  been  reported 
after  administration  of  the  inhalant  anesthetics, 
ether,  chloroform  or  cyclopropane.*3  Experi- 
mental studies  have  shown  that  cyclopropane, 
at  high  blood  concentrations,  will  induce  cardiac 
irregularities  and  fibrillation  and  that  lower 
concentrations  will  cause  an  increased  suscepti- 
bility to  fibrillation.*4-*5  This  susceptibility  is 
increased  by  epinephrine,  partly  by  direct  action 
on  cardiac  tissues  and  partly  by  the  secondary 
effect  of  a sudden  increase  in  aortic  pressure.** 
Orth  and  associates,  in  an  experimental  study  on 
dogs,  also  have  shown  that  other  catechol  sympa- 
thomimetic amines,  as  well  as  epinephrine,  may 
predispose  to  ventricular  tachycardia  and  fibrilla- 
tion.*7 We  have  just  pointed  out  the  importance 
of  species  differences  in  cardiac  effects.  There- 
fore, a careful  comparison  of  Levophed  with 
epinephrine  is  needed  in  order  to  determine  the 
relative  cardiac  actions  of  these  agents  in  clinical 
anesthesia.  Previous  studies  suggest  that  Levo- 
phed may  be  considerably  safer  under  these 
conditions,  inasmuch  as  cardiac  stimulation  in 
man  is  clearly  less  than  that  produced  by  epi- 
nephrine. Xeo-Synephrine  being  quite  free  of  such 
actions  is  generally  considered  the  pressor  drug 
of  choice  with  cyclopropane.*7 

Cardiac  infarction  and  its  sequel,  shock  with 
profound  falls  of  blood  pressure,  constitute  a 
serious  therapeutic  challenge.  The  mortality 
rate  in  cases  of  infarction  with  moderate  shock 
has  been  estimated  at  about  50  per  cent,  and  with 
severe  shock  this  may  increase  to  more  than  90 
per  cent  (Rosenbaum  and  Levine).**  The  large 
reduction  in  diastolic  pressure,  with  the  onset  of 
the  shock  syndrome,  leads  to  a still  further  reduc- 
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tion  in  coronary  flow  and  intensifies  and  extends 
the  ischemia  of  a myocardium  already  damaged 
and  inadequate  for  the  load  placed  upon  it. 
Recent  investigators  have  attempted  to  correct 
this  condition,  with  some  success,  by  intra- 
arterial infusion  of  blood  or  plasma  to  elevate 
aortic  diastolic  pressure.29  A more  appropriate 
treatment  appears  to  be  the  injection  or  infusion 
of  Levophed,  whereby  vasoconstriction  will  pro- 
vide additional  blood  volume  on  the  arterial  side 
and  cause  a prompt  elevation  of  diastolic  pressure 
and  coronary  flow.  Recent  publications  have 
described  such  use  of  Levophed  in  myocardial 
infarction.  The  results  obtained  have  been  very 
favorable,  considering  the  poor  prognosis  in- 
volved.30-32 In  experimental  coronary  occlusion 
in  dogs  Sayen  et  al.  have  shown  that  Levophed 
infusions  increase  the  oxygen  content  of  ischemic 
areas  more  than  does  inhalation  of  pure  oxygen, 
and  that  the  combined  administration  of  Levo- 
phed with  oxygen  still  further  reduces  the  degree 
of  ischemia.30  In  contrast,  the  administration 
of  epinephrine  produces  ectopic  beats,  without 
decreasing  the  ischemia.  In  patients,  Kurland 
and  Malach  have  infused  Levophed  (4  mg. 
diluted  in  1,000  cc.  of  5 per  cent  glucose  or  0.85 
per  cent  sodium  chloride)  during  37  episodes  of 
shock  in  30  patients  with  infarction.32  These 
infusions  were  for  periods  of  a few  minutes  to  as 
long  as  six  days.  In  14  patients  who  suffered 
vascular  collapse  with  acute  myocardial  infarc- 
tion, a satisfactory  pressor  response  was  ob- 
served in  12  to  17  courses  of  treatment.  In  the 
majority  of  these  the  procedure  was  probably 
lifesaving.  In  16  patients  in  shock  accompany- 
ing various  other  pathologic  states,  a satisfactory 
pressor  response  was  observed  in  18  out  of  20 
courses  of  treatment.  There  was  no  indication 
of  cardiac  irregularities  or  pulmonary  edema  from 
the  Levophed  infusion.  The  only  complication 
reported  arose  from  intense  venospasm  about  the 
tip  of  the  infusion  needle.  In  some  instances 
this  was  severe  enough  to  lead  to  superficial 
ulceration,  but  in  all  of  these  complete  healing 
occurred.  The  type  of  responses  observed  by 
Kurland  and  Malach  may  be  illustrated  by  one  of 
their  case  reports: 

A sixty-year-old  man  with  a past  history  of  hyper- 
tension, cerebrovascular  accident,  intermittent 
claudication,  and  myocardial  infarct  was  admitted 
to  the  hospital  for  the  fourth  time  because  of  in- 
creasing angina  pectoris  of  seven  days  duration, 
culminating  in  severe  substernal  chest  pain  followed 
by  collapse  and  loss  of  consciousness.  He  was 
cyanotic  and  pulseless  and  was  bathed  in  cold 
perspiration;  the  blood  pressure  could  not  be  ob- 
tained. The  heart  was  slightly  enlarged,  and  heart 
sounds  were  inaudible.  An  electrocardiogram  re- 
vealed the  pattern  of  an  acute  posterior  myo- 
cardial infarction.  An  intravenous  infusion  of 


Fig.  6.  A case  of  essential  hypertension  with 
severe  coronary  artery  disease  referred  by  the  car- 
diologists with  the  opinion  that  a fall  in  blood  pres- 
sure during  the  surgical  operation  would  have 
dangerous  consequences.  The  infusion  of  noradren- 
aline was  started  before  the  induction  of  anesthesia 
with  thiopentone  sodium.  Two  hours  after  the  oper- 
ation had  begun  an  attempt  was  made  to  discon- 
tinue the  infusion.  This  resulted  in  a sharp  fall  in 
blood  pressure,  which  was  rapidly  overcome  by  re- 
starting the  infusion.  At  the  close  of  the  operation 
the  patient  was  able  to  maintain  an  adequate  level 
of  blood  pressure  unaided  (Churchill-Davidson).16 

Levophed,  4 micrograms  per  c.c.,  was  started  at  a 
rate  of  40  to  50  drops  per  minute.  There  was  an 
immediate  rise  in  the  systolic  blood  pressure  to  70 
and  a further  gradual  rise  to  120/80  during  the 
following  five  minutes.  The  skin  became  warmer; 
evidence  of  collapse  disappeared.  The  infusion 
was  continued  for  five  days  at  20  to  30  drops  per 
minute.  Each  attempt  to  slow  the  rate  of  infusion 
during  this  period  resulted  in  a drop  of  systolic 
blood  pressure  to  80  to  90  and  a return  of  the  clinical 
manifestations  of  shock.  Twenty-four  hours  after 
the  Levophed  infusion  had  been  started,  streaky 
red  phlebitis  and  blue-white  discoloration  along  the 
vein  occurred,  resulting  in  superficial  skin  ulceration 
forty-eight  hours  later.  This  was  observed  with 
each  infusion.  Hot  packs  above  the  needle  site 
minimized  the  venospasm,  and  the  lesions  healed 
uneventfully.  On  the  sixth  day,  Levophed  was  dis- 
continued, and  the  blood  pressure  remained  at  120/ 
80.  Convalescence  from  the  myocardial  infarction 
was  uneventful. 

Churchill-Davidson  has  used  Levophed  in- 
fusion to  maintain  blood  pressure  in  cardiac 
patients  coming  to  surgery.16  As  in  the  examples 
previously  cited,  he  states  that  the  maintenance 
of  an  adequate  coronary  flow  is  of  paramount 
importance.  In  a surgical  patient  with  essential 
hypertension  associated  with  severe  coronary 
artery  disease,  in  whom  a fall  of  blood  pressure 
might  be  serious,  infusion  of  Levophed  was 
started  before  the  induction  of  thiopental 
anesthesia.  The  results  obtained  are  shown  in 
Fig.  6.  Two  hours  after  the  operation  was 
started,  an  attempt  was  made  to  discontinue  the 
Levophed  infusion.  This  resulted  in  sharp 
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Fig.  7.  Blood  pressure  and  pulse  rate  changes 
resulting  from  subcutaneous  injection  of  Xeo-Syneph- 
rine  in  normal  adults  under  basal  conditions  in  the 
prone  position  (Keys  and  Yiolante  i.33 

drops  in  both  systolic  and  diastolic  pressures, 
which,  however,  were  quickly  restored  to  pre- 
vious levels  by  restarting  the  infusion.  At  the 
close  of  the  operation,  the  patient  was  able  to 
maintain  an  adequate  level  of  blood  pressure 
unaided. 

These  results  and  those  previously  cited, 
together  with  others  not  quoted  here,  are  suffi- 
ciently favorable  to  suggest  that  Levophed  is  a 
reasonably  safe  vasopressor  drug  in  cardiac 
patients  and  to  indicate  the  desirability  of  further 
careful  clinical  evaluation  of  its  use  in  various 
cardiac  conditions. 

Space  does  not  permit  discussion  of  all  of  the 
sympathomimetic  amines  of  interest.  How- 
ever, the  most  important  cardiac  actions  of  some 
of  these  will  be  summarized.  Xeo-Synephrine 
has  been  used  extensively  as  a topical  vaso- 
constrictor and  as  a vasopressor  agent.  Like 
Levophed,  it  causes  less  cardiac  stimulation  than 
epinephrine  does,  and  the  usual  response  to 
5 to  10  mg.  given  subcutaneously  is  distinct 
bradycardia.  This  is  illustrated  by  Fig.  7. 
taken  from  a publication  by  Keys  and  Yiolante.13 
It  should  be  noted  that  the  reduction  in  pulse 
rate  was  simultaneous  with  the  elevation  in  blood 
pressure  and  is  probably  reflexly  induced.  In 
view  of  the  low  stimulating  action  on  the  heart, 
Youmans  et  al.  have  suggested  intravenous 
administration  of  this  drug  in  paroxysmal 
auricular  or  nodal  tachycardia.34  These  in- 
vestigators report  a case  of  a patient  who  had 
tachycardia  which  had  persisted  for  several 
hours  in  spite  of  attempts  to  stop  it  with  carotid 
sinus  pressure,  ocular  pressure,  amobarbital. 
and  methacholine.  Her  blood  pressure  was 
100  70  mm.  Hg  during  the  attack.  Following 
an  intravenous  injection  of  Xeo-Synephrine 


Fig.  S.  The  effect  of  ephedrine  on  the  circula- 
tion. BP.  blood  pressure  (Hamilton  manometer)  in 
mm.  Hg.  the  thicker  middle  line  being  the  mean 
arterial  pressure:  HR.  heart  rate:  SY,  stroke  vol- 
ume in  cc.;  Cl.  cardiac  index  or  cardiac  output  per 
square  meter  of  body  surface  (Ballistocardiograph): 
R,  peripheral  vascular  resistance  in  dynes  cm.-3 
seconds:  AP.  right  intra-auricular  pressure  in  mm. 
of  saline.  The  arrows  at  the  top  of  the  figure  indi- 
cate points  at  which  observations  were  made  (Ranges 
and  Bradley).35 

there  was  a systolic  pressure  elevation  of  40  mm. 
Hg.  together  with  a reversion  to  a normal  rhythm 
witliin  sixty  seconds.  Similar  results  were  re- 
ported in  three  other  cases  with  intravenous 
doses  of  0.4  to  0.8  mg.  The  only  side-effect 
noted  was  a mild  precordial  discomfort  for  a few 
minutes  following  injection. 

Ephedrine  is  a mild  vasopressor  drug  which 
may  be  administered  orally  as  well  as  parenter- 
ally.  Ranges  and  Bradley  have  described  the 
cardiovascular  responses  in  normal  subjects 
following  intramuscular  injection  of  70  to  75  mg. 
of  ephedrine.33  In  all  subjects,  the  systolic 
pressure  increased  markedly  without  much 
change  in  diastolic  pressure.  There  was  an 
increase  in  cardiac  output,  stroke  volume  was 
increased  or  unchanged,  and  there  was  a pro- 
longed bradycardia  (Fig.  8).  An  elevation  of 
pressure  would  induce  reflex  slowing  of  the  pulse 
rate,  but  inasmuch  as  there  was  only  a small 
increase  in  peripheral  resistance,  cardiac  output 
was  not  significantly  diminished,  since  an  in- 
creased force  of  contraction  associated  with  the 
slower  rate  was  adequate  to  maintain  output. 
Responses  to  this  drug  are  somewhat  variable. 
In  these  experiments,  peripheral  resistance  was 
unchanged  in  three  cases,  increased  in  one,  and 
decreased  in  another.  However,  cardiac  output 
was  increased  in  most  cases,  suggesting  a direct 
stimulating  action  on  the  heart. 

Paredrinol  has  also  been  studied  by  Ranges 
and  Bradley.33  This  sympathomimetic  amine, 
in  intramuscular  doses  of  20  mg.,  induces  an 
angiotonin-like  response  characterized  by  an 
increase  in  peripheral  resistance,  an  elevation 
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Drug 

Prevention  of  Cardiac 
Standstill  (EPI  = 1.0) 

Pulse  Rate  After 
a Therapeutic 
Dose 

Isuprel 

1 : <1 

+ 

Levophed 

>1 

— 

Cobefrine 

10 

+ 

Epinine 

40 

Neo-Synephrine 

100 

— 

Sympatol 

400 

0,  + 

Paredrinol 

— 

Ephedrine 

1,500-2,000 

Variable 

Fig.  9.  Cardiac  effects  of  sympathomimetic 
amines.  Data  on  the  prevention  of  cardiac  stand- 
still reported  by  Nathanson.36 


of  both  systolic  and  diastolic  pressure,  and  a 
reduction  in  heart  rate  and  cardiac  output. 

Sympatol  (Synephrine  tartrate)  is  much  weaker 
than  the  previously  mentioned  compounds  in  its 
cardiovascular  actions.  In  an  investigation  by 
Keys  and  Violante,  the  subcutaneous  administra- 
tion of  400  mg.  to  normal  subjects  elevated  blood 
pressure  from  a mean  value  of  111/64  mm.  Hg 
to  147/63  mm.  Hg,  with  a reduction  in  pulse 
rate  of  only  three  beats  per  minute.33  The 
stroke  volume  and  minute  volume  of  the  heart 
was  increased.  The  cardiac  accelerating  action 
is  readily  uncovered  by  atropinization,  after 
which  this  drug  always  caused  an  increase  in 
heart  rate. 

The  results  presented  here  suggest  that  these 
sympathomimetic  amines  all  have  cardiac  stimu- 
lating actions  but  differ  considerably  in  their 
relative  potencies.  Weak  cardiac  stimulation 
associated  with  an  elevation  of  diastolic  pressure 
frequently  causes  reflex  bradycardia  which  pre- 
vents increases  in  pulse  rate.  The  common 
sympathomimetic  amines  have  been  arranged 
by  Nathanson  in  the  order  of  their  effectiveness 
in  preventing  reflex  cardiac  standstill.36  This 
information,  along  with  correlative  data,  is  shown 
in  Fig.  9.  These  data  suggest  that  Isuprel,  a 
vasodepressor  compound,  causes  the  most  direct 
cardiac  stimulation,  and  the  weak  pressor  com- 
pounds, ephedrine  and  Paredrinol,  the  least. 

Summary 

1.  There  are  quantitative  and  sometimes 
qualitative  differences  between  man  and  the  usual 
experimental  animals  in  their  response  to  sym- 
pathomimetic amines.  Generalizations  obtained 
by  experimentation  in  animals  should  be  trans- 
ferred to  man  for  the  interpretation  of  clinical 
findings  only  with  caution. 

2.  All  of  the  commonly  used  sympathomi- 
metic amines  stimulate  the  human  heart.  This 
action  is  greatest  with  Isuprel  and  decreases  with 
the  following  in  the  order  given:  epinephrine, 
Cobefrine,  Levophed,  Neo-Synephrine,  Sympatol, 
ephedrine.  In  proportion  to  the  therapeutic 


dose,  the  least  stimulating  compound  is  Neo- 
Synephrine. 

3.  In  the  absence  of  atropine,  Levophed  and 
Neo-Synephrine  cause  reflex  bradycardia.  This 
is  initiated  by  an  elevation  of  mean  blood  pres- 
sure in  the  baroreceptive  regions  of  the  large 
arteries. 

4.  Levophed  appears  to  have  special  ability 
to  maintain  normal  blood  pressure  under  condi- 
tions of  severe  circulatory  collapse,  particularly 
when  the  causative  mechanism  is  not  loss  of 
blood  from  hemorrhage.  It  also  increases  coro- 
nary flow  so  as  to  minimize  the  damage  in  myo- 
cardial infarction  after  coronary  occlusion. 
This  may  frequently  be  of  crucial  importance  for 
survival  from  severe  degrees  of  cardiac  damage. 
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RECENT  ADVANCES  IN  THE  TREATMENT  OF  PULMONARY 
TUBERCULOSIS 

Eli  H.  Rubin,  M.D.,  F.A.C.P.,  Bronx,  New  York 

( From  the  Seton  and  Morrisania  City  Hospitals ) 


INCREASING  use  of  routine  chest  x-rays  is 
instrumental  in  the  discovery  of  pulmonary 
tuberculosis  of  variable  duration,  extent,  and 
activity.  The  disease  may  be  recent  or  long- 
standing, localized  or  widespread,  progressive  or 
inactive.  The  treatment  of  these  several  forms 
of  tuberculosis,  until  lately,  has  followed  a more- 
or-less  fixed  pattern.  As  soon  as  the  diagnosis 
was  made,  the  accepted  procedure  was  to  send  the 
patient  to  a sanatorium  for  a “rest  cure”  which 
included,  in  selected  cases,  lung  collapsing  proce-. 
dures,  chiefly  pneumothorax  and  thoracoplasty. 
The  aim  was  to  improve  the  patient’s  health  by 
resting  the  affected  lung  and  the  body  as  a 
whole,  with  the  hope  that  eventually  natural  proc- 
esses of  healing  would  take  care  of  the  disease 
itself.  In  spite  of  many  shortcomings,  the  “rest 
cure”  was  effective  in  a large  percentage  of  cases, 
especially  in  those  in  whom  the  disease  was  dis- 
covered in  an  early  stage. 

Within  the  past  few  years  there  have  become 
available  two  measures  which  have  revolutionized 
the  management  of  the  tuberculous,  but,  it  should 
be  noted  at  once,  not  the  nature  of  the  disease. 
One  is  antibacterial  treatment  with  streptomycin- 
PAS  and,  more  recently,  the  hydrazides;  the 
other,  resectional  surgery  which  permits  the  safe 
removal  of  grossly  destroyed  portions  of  the 
tuberculous  lung.  Antibacterial  agents,  alone 
or  in  combination  with  resection,  are  being  used 
with  increasing  frequency;  collapsing  procedures 
such  as  pneumothorax  and  thoracoplasty,  less  and 
less.  Pneumoperitoneum  is  induced  occasion- 
ally in  patients  with  bilateral  pulmonary  tuber- 
culosis as  a holding  measure  until  such  time  as  the 
disease  evolves  to  a stage  when  it  can  be  treated 
more  effectively  by  direct  means. 

Antibacterial  Treatment  of  Tuberculosis 
with  Special  Reference  to  Isoniazid 

My  associates*  and  I have  recently  completed 
a study  of  isonieotinic  acid  hydrazide,  genet  ically 
termed  isoniazid,  at  Seton  and  Morrisania  City 
Hospitals.  The  initial  enthusiasm  with  which 
this  new  “wonder”  drug  was  introduced  in 
March,  1952,  as  a result  of  world-wide  newspaper 

Presented  at  a joint  meeting  of  the  Bronx  County  Medical 
Society  and  the  Bronx  Tuberculosis  and  Health  Committee, 
in  celebration  of  the  Semicentennial  Anniversary  of  the  New 
York  Tuberculosis  and  Health  Association,  November  19, 
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inger.  and  Catherine  Brief 


publicity,  is  giving  way  to  more  mature  second 
thoughts,  as  various  aspects  of  the  problem  unfold 
themselves.  From  March  to  November,  1952, 
isoniazid,  either  alone  or  in  combination  with  di- 
hydrostreptomycin, was  given  to  316  patients 
thirteen  years  of  age  and  over.  The  statistical 
results  will  be  published  elsewhere.1  For  the 
present  it  will  suffice  to  highlight  a few  findings 
obtained  in  147  patients  who  received  the  drug 
for  a minimum  of  four  months,  of  whom  79  re- 
ceived the  medication  for  at  least  six  months. 
Although  careful  note  was  made  of  the  symp- 
tomatic effect  of  the  drug,  the  immediate  results 
were  based  on  an  assessment  of  comparative 
x-ray  findings.  In  a parallel  stud}'  the  histories 
and  x-ray  findings  of  111  patients  who  had  been 
treated  in  the  recent  past  with  dihydrostrepto- 
mycin-PAS  alone  were  reviewed.  This  group 
served  as  a control  for  the  147  isoniazid-treated 
patients. 

The  258  patients  (147  treated  with  isoniazid 
either  alone,  in  combination  with,  or  following  di- 
hydrostreptomycin-PAS,  and  111  treated  with 
dihydrostreptomycin-PAS  alone)  included  140 
whites,  87  Negroes,  and  31  Puerto  Ricans.  The 
material  was  divided  into  those  with  predomi- 
nantly acute  and  those  with  predominantly 
chronic  disease.  In  the  patients  with  predomi- 
nantly acute  disease,  the  effects  of  isoniazid  began 
to  register  roentgenologically  between  the  sixth 
and  eighth  weeks  of  treatment.  The  effects  were 
well  established  at  three  months,  and  by  the  end  of 
the  fourth  month  the  optimum  results  had  been 
obtained  in  the  majority.  It  was  rare  to  see  dete- 
rioration during  the  first  four  months  of  treatment. 
By  the  end  of  the  sixth  month  several  began  to 
show  regressive  tendencies  roentgenologically, 
although  weight  gain  continued. 

The  immediate  effectiveness  of  isoniazid, 
judged  roentgenologically  at  the  end  of  four 
months,  was  compared  in  the  several  groups 
mentioned.  It  was  found  that,  irrespective  of 
the  agents  or  combination  of  agents  used,  pa- 
tients with  predominantly  acute  disease  re- 
sponded much  more  favorably  to  treatment  than 
did  those  with  predominantly  chronic  disease 
In  fact,  in  the  majority  of  the  latter  no  significant 
changes  were  noted  in  comparative  x-rays.  In 
the  order  of  relative  effectiveness,  patients  with 
predominantly  acute  disease  showed  the  best  re- 
sults with  isoniazid.  especially  so  when  isoniazid 
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was  combined  with  dihydrostreptomycin.  The 
patients  who  had  isoniazid  after  having  had  di- 
hydrostreptomycin-PAS  and  those  who  received 
dihydrostreptomycin-PAS  gave  similar  results. 

As  for  the  symptomatic  effects  of  isoniazid, 
suffice  it  to  say  that  if  the  drug  were  a palliative 
and  not  a potent  antituberculosis  agent,  it  would 
nevertheless  occupy  an  important  place  in  the 
treatment  of  the  disease.  After  the  institution 
of  isoniazid,  cough  and  expectoration  lessen, 
fever  declines,  appetite  improves,  and  the  weight 
mounts.  In  several  patients  in  whom  an  im- 
mediately fatal  outcome  had  been  expected, 
isoniazid  was  instrumental  in  prolonging  life  and, 
what  is  more  important,  made  life  more  bearable. 
That  improvement  following  isoniazid  is  actual 
may  be  gathered  from  the  fact  that  the  patients 
who  obtained  the  highest  x-ray  scores  showed  the 
greatest  increments  in  weight.  There  were  com- 
paratively few  toxic  or  side-effects  noted.  When 
these  occurred,  tempo  ran-  discontinuance  of  the 
drug  was  followed  by  the  disappearance  of  symp- 
toms. 

Isoniazid  is  unquestionably  a very  potent  drug, 
but  the  striking  degree  of  immediate  improve- 
ment which  follows  the  use  of  this  agent  is  not  a 
measure  of  its  worth  in  the  treatment  of  tuber- 
culosis. It  should  not  be  forgotten  that,  in 
tuberculosis,  antibacterial  agents,  at  best,  enhance 
natural  processes  of  healing.  Sooner  or  later  the 
tubercle  bacillus  acquires  resistance,  and  the  dis- 
ease resumes  its  preordained  course,  depending  on 
factors  beyond  the  reach  of  therapeutic  weapons. 
In  tuberculosis  it  is  more  important  to  have  an 
agent  or  combination  of  agents  possessing  a long- 
sustained,  suppressive  effect  on  the  tubercle 
bacillus  than  it  is  to  have  a “bombshell”  effect 
which  is  quickly  dissipated. 

Suggested  Plan  of  Antibacterial  Treatment 
in  Tuberculosis 

Although  isoniazid  plus  dihydrostreptomycin 
give  the  best  immediate  results,  probably  due  to  a 
synergistic  action  of  the  two,  this  per  se  should 
not  be  the  reason  for  the  simultaneous  use  of 
both  as  a routine  treatment.  Even  if  it  were 
shown  that  bacillary  resistance  is  materially  de- 
layed by  the  combined  use  of  isoniazid  and  di- 
hydrostreptomycin, a strong  possibility,  it  would 
still  be  injudicious  to  use  two  potent  agents  in 
moderately  advanced  disease  when  one  usually 
suffices,  or  to  exhaust  both  in  far-advanced  disease 
when  there  is  little  prospect  of  cure  with  anti- 
bacterial treatment  alone. 

It  is  suggested  that,  for  the  present,  dihydro- 
streptomycin-PAS be  used  in  the  routine  treat- 
ment of  tuberculosis  and  isoniazid  be  held  in  re- 
serve for  special  occasions  and  contingencies. 
The  latter  will  be  met  in  (1)  patients  with  acutely 


progressive  tuberculosis,  especially  in  susceptible 
age  and  racial  groups;  (2)  patients  with  excessive 
cough  and  expectoration,  fever,  considerable  loss 
of  weight,  or  other  distressing  symptoms ; (3) 
patients  in  whom  there  is  a likelihood  that  surgi- 
cal treatment  may  be  necessary,  and  such  pa- 
tients are  increasing  in  numbers,  and  (4)  patients 
who  fail  to  respond  to  conventional  treatment  or 
sustain  relapse.  When  such  or  similar  conditions 
are  encountered,  isoniazid  can  be  given  to  ad- 
vantage for  variable  periods  to  supplement  di- 
hydrostreptomycin-PAS. Iproniazid  (Marsilid) 
gives  promise  of  being  an  even  more  potent  drug 
for  short-term  intensive  treatment,  providing 
precautions  are  taken  against  toxic  effects. 

Resection  in  Pulmonary  Tuberculosis 

When  resectional  surgery  was  introduced, 
under  the  “umbrella”  of  streptomycin,  it  v'as  ap- 
plied to  the  most  difficult  types  of  tuberculosis, 
such  as  disease  not  suited  for  pneumothorax  or 
thoracoplasty,  disease  complicated  by  tuber- 
culous bronchitis  or  bronchiectasis,  encapsulated 
empyemas,  and  cavities  remaining  after  inef- 
fective thoracoplasties.  Only  after  undergoing 
severe  tests  of  this  nature  was  resection  adopted 
as  a measure  in  its  owrn  right.  The  enlargement 
of  indications  to  include  “virgin”  cases  paralleled, 
on  the  one  hand,  the  experience  being  rapidly  ac- 
quired by  surgeons  with  the  operation  and,  on  the 
other,  the  decreasing  numbers  of  patients  with 
complicated  pneumothoraces,  nonexpanded 
lungs,  empyemas,  and  ineffective  thoracoplasties. 

The  value  of  resection  is  now  universally  rec- 
ognized; in  fact,  it  has  become  the  preferred 
method  of  surgical  treatment  of  pulmonary  tuber- 
culosis in  nearly  all  institutions  having  the  serv- 
ices of  trained  thoracic  surgeons.  But  the  ap- 
plicability of  resection  to  the  various  forms  of  the 
disease  is  still  being  explored.  This  applies  also 
to  segmental  resection,  by  means  of  which  only 
parts  of  lobes  are  excised.  From  an  experience 
with  more  than  200  patients  treated  with  resec- 
tion, including  a sizable  number  of  children  and 
adolescents  and  many  poor  risks  in  tuberculosis- 
vulnerable  groups,  the  tendency  at  Seton  and 
Morrisania  City  Hospitals  has  been  to  widen 
rather  than  to  restrict  its  application. 

A discussion  of  the  indications  and  contrain- 
dications of  resectional  surgery  is  beyond  the 
scope  of  this  presentation.  The  use  of  resection 
is  often  dictated  by  the  capacity  of  the  lungs  to 
compensate  functionally  for  the  parts  removed, 
especially  in  the  immediate  postoperative  period, 
a most  important  consideration  in  patients  of 
older  age  groups.  In  younger  patients,  it  is 
dictated  not  only  by  the  type  and  extent  of  the 
disease  but  also  by  prognostic  implications  as- 
sociated with  certain  age  and  racial  groups. 
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That  months  or  years  after  a technically  success- 
ful resection  a patient  may  suffer  relapse  does  not 
necessarily  reflect  poor  judgment  on  the  part  of 
the  physician  or  lack  of  skill  on  the  part  of  the 
surgeon.  The  aim  of  resectional  surgery  is  to  re- 
move grossly  destroyed  portions  of  the  lung 
which  are  of  imminent  danger  to  the  patient. 
The  removal  of  such  diseased  areas  helps  the 
patient  to  weather  a critical  period;  it  does  not 
alter  the  patient’s  innate  susceptibility  or  resist- 
ance to  later  reactivation  of  remaining  foci  or  the 
development  of  new  foci.  A major  considera- 
tion, at  present,  is  the  proper  timing  of  medical 
and  surgical  procedures  so  that  one  may  comple- 
ment the  other.  The  problem  is  becoming  dif- 
ficult as  increasingly  more  potent  agents  are  being 
introduced,  each  possessing  specific  values  and 
limitations. 

Timing  Treatment  in  Tuberculosis 

The  treatment  of  advanced  active  pulmonary 
tuberculosis  is  bed  rest  fortified  by  antimicrobial 
medication,  primarily  dihydrostreptomycin  and 
PAS.  Isoniazid  is  indicated  for  short  periods  as 
a “booster,”  under  conditions  mentioned  pre- 
viously. As  soon  as  the  disease  shows  evidence  of 
becoming  quiescent  and  localized,  local  measures 
may  come  into  consideration.  This  may  take 
months  or  years  or  may  never  be  realized. 

Patients  with  predominantly  chronic  disease  of 
limited  extent  can  be  managed  more  expedi- 
tiously. The  patient  is  placed  on  a rest  regimen 
and  given  dihydrostreptomycin-PAS.  When  the 
process  becomes  stabilized,  the  diseased  portion  is 
preferably  resected.  The  preoperative  prepara- 
tion may  be  a matter  of  three  or  four  months, 
especially  if  one  is  dealing  with  a circumscribed 
process,  as  is  often  the  case  when  the  disease  is 
discovered  accidentally.  After  operation,  all 
patients  require  a period  of  convalescence  to  as- 
sure inactivity  of  remaining  foci.  Convalescence 
can  be  spent  partly  in  the  hospital  and  partly  at 
home,  depending  on  the  facilities  available. 
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Between  the  two  extremes  of  the  finding  of  bi- 
lateral pulmonary  tuberculosis  requiring  many 
months,  often  years  of  rest  and  antibacterial 
treatment,  and  disease  of  limited  extent  amenable 
to  direct  measures  at  a relatively  early  date, 
there  is  a wide  field  where  judgment  is  required  as 
to  the  timing  of  specific  measures.  There  is  no 
set  formula  for  the  application  of  therapeutic 
agents,  for  the  reason  that,  in  tuberculosis,  one  is 
dealing  not  only  with  a pulmonary  disease  but 
with  an  individual  in  whom  other  factors  must  be 
considered,  such  as  the  relative  prognosis  of  dif- 
ferent racial  groups,  occupation,  economic  status, 
home  conditions,  and  the  various  elements  which 
make  tuberculosis  a socioeconomic  as  well  as  a 
clinical  problem.  Last  but  not  least,  one  has  to 
be  prepared  to  change  one’s  opinion  at  short 
notice.  What  seems  to  be  the  preferred  method 
of  treatment  today  may  be  history  tomorrow. 

To  conclude,  there  is  a “sensitive”  period  in 
the  effective  treatment  of  tuberculosis  which  ap- 
plies not  only  to  the  tubercle  bacillus,  when  it  is 
most  vulnerable  to  attack,  but  also  to  the  patient 
when  he  is  most  receptive  of  advice.  That  period 
is  when  the  disease  is  first  discovered.  Unfor- 
tunately, in  the  vast  majority  the  disease  is  . 
found  in  advanced  stages.  Since  treatment  is 
infinitely  more  effective  when  applied  to  disease 
of  recent  onset  and  limited  extent,  advances  in 
the  treatment  of  pulmonary  tuberculosis  in  the 
immediate  future  will  depend  more  on  intensive 
case-finding  of  early  disease  rather  than  on  inten- 
sive treatment  of  advanced  disease.  To  be  sure, 
the  immediate  results  of  antibacterial  medication 
and  resectional  surgery  are  more  spectacular  in 
advanced  disease;  they  are  more  durable  in  mini- 
mal disease,  without  heroic  measures. 
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IT’S  NATURAL.  NOT  MAGIC 


DOES  YOUR  SPINE  TINGLE? 

There’s  no  black  magic  in  the  chill  that  runs  up 
and  down  your  spine.  It’s  a reaction  related  to  the 
widespread  secretion  of  adrenaline  during  emotional 
excitement,  a medical  consultant  wrote  in  a 
recent  issue  of  the  Journal  of  the  American  Medical 
Association.  The  phenomenon  is  a remnant  of  the 
primitive  response  of  erection  of  hair  in  our  an- 
cestors. 


“One  of  the  primitive  responses  was  piloereetion, 
and  the  tingle  experienced  by  the  human  is  a rem- 
nant resulting  from  stimulation  of  the  same  mech- 
anisms. Many  persons  feel  it  most  strongly  on  the 
backs  of  the  hands,  others  on  the  forearms  or  the 
crown  of  the  head,  and  still  others  experience 
tingling  of  the  legs  sufficiently  intense  that  they 
cannot  stand  still.” 


THREE  THOUSAND  PSYCHIATRIC  PATIENTS 

James  L.  McCartney,  M.D.,  Garden  City,  New  York 


DURING  a period  of  six  years,  three  thousand 
patients  were  referred  for  psychiatric  diag- 
nosis or  treatment.  Of  this  number,  2,349  (78 
per  cent)  were  referred  by  physicians,  471  (16 
per  cent)  by  other  professional  sources,  and  180 
(6  per  cent)  were  self-referred. 

Of  the  adult  patients,  1,093  (36.5  per  cent) 
were  males,  and  1,363  (45.5  per  cent)  were  fe- 
males. Children  under  sixteen  made  up  18  per 
cent,  of  which  250  were  boys  and  294  were  girls. 

In  the  past  there  has  been  much  confusion  in 
the  terms  used  in  psychiatric  diagnosis,  but  the 
American  Psychiatric  Association  has  recently 
introduced  a standard  nomenclature,  which  has 
been  followed  in  the  classification  of  these  three 
thousand  patients.1 


TABLE  I. — Brain  Disorders 


Number 

Per  Cent 

Acute  Brain  Syndrome 

43 

1.43 

Infection 

4 

Drug  intoxication 
Alcohol  intoxication 

26 

6 

Trauma 

Metabolic  disturbance 

3 

2 

Intracranial  neoplasm 
Chronic  Brain  Syndrome 

2 

175 

5.83 

Birth  trauma,  spastic 

paraplegia 

5 

Central  nervous  system  syphilis 

3 

Meningoencephalitic 

17 

Alcoholic  intoxication 

5 

Brain  trauma 

13 

Cerebral  arteriosclerosis 

48 

Convulsive  disorder 

27 

Senile  brain  disease 

6 

Disturbance  of  metabolism 

8 

Intracranial  neoplasm 

8 

Multiple  sclerosis 

34 

Pick’s  disease 
Mental  Deficiency 

1 

95 

3.17 

Mild  (75  to  85  I.Q.) 

4 

Moderate  (50  to  70  I.Q.) 

51 

Severe  (below  50  I.Q.) 

40 

In  the  disorders  associated  with  impairment 
of  brain  tissue  function  (Table  I),  the  severity  of 
the  basic  syndrome  is  generally  parallel  to  the 
extent  of  the  tissue  pathology.  On  the  other 
hand,  any  personality  change  is  determined  by 
the  inherent  personality  pattern,  current  emo- 
tional conflicts,  and  the  environmental  and  the 
interpersonal  relationships.  These  persons  usu- 
ally show  impairment  of  orientation,  memory, 
intellectual  functions  and  judgment,  and  lability 
and  shallowness  of  feeling. 

In  psychotic  disorders  (Table  II)  the  patient 
has  retreated  from  reality,  and  there  is  a varying 
degree  of  personality  disintegration  and  failure  to 
test  and  evaluate  the  environment  correctly. 

The  involutional  psychotic  is  characterized  usu- 
ally by  depression  but  is  without  a previous 


TABLE  II. — Psychotic  Disorders 


Number 

Per  Cent 

Involutional  Psychotic  Reaction 

56 

1.87 

Affective  Reactions 

Manic-depressive  reaction, 
manic  type 

Manic-depressive  reaction, 
depressive  type 

116 

63 

179 

5.97 

1 

,u 

Schizophrenic  Reactions 
Simple  type 
Hebephrenic  type 
Catatonic  type 
Paranoid  type 
Undifferentiated  type 
Schizo-affective  type 

12 

183 

45 

150 

10 

15 

415 

13.83 

Ur 

y 

Paranoid  Reactions 
Paranoia 
Paranoid  state 

54 

2 

56 

1.87 

A ' 

history  of  manic-depressive  reaction.  The  af- 
fective reactions  are  characterized  by  a primary, 
severe  disorder  of  mood,  with  resultant  disturb- 
ance of  thought  and  behavior,  in  consonance 
with  the  patient’s  feeling. 

The  schizophrenic  reactions  were  formerly 
known  as  dementia  praecox.  They  are  charac- 
terized by  emotional  disharmony,  regressive  be- 
havior, unpredictable  disturbance  of  thought, 
and  a tendency  to  deteriorate.  The  paranoid 
reactions  show  persistent  delusions,  without  hal- 
lucinations, but  the  emotional  responses  and  be- 
havior are  consistent  with  the  patient’s  ideas, 
while  the  intelligence  is  well  preserved. 


TABLE  III. — Emotional  Disorders 


Number 

Per  Cent 

Psychophysiologic  Reactions 

15 

0.50 

J * 

Psychoneurotic  Disorders 

1,586 

52.87 

Anxiety  reaction 

852 

Dissociative  reaction 

7 

Conversion  reaction 

295 

JJP 

Phobic  reaction 

30 

Obsessive  compulsive  reaction 

156 

Depressive  reaction 
Personality  Disorders 

246 

204 

6.80 

o * 

11 J, 

Inadequate  personality 

20 

' k, 

Schizoid  personality 

30 

V 

Cyclothymic  personality 

15 

Paranoid  personality 
Emotionally  unstable  per- 

7 

i: 

sonality 

43 

• ¥,l 

Passive-aggressive  personality 

60 

i,  JT 

Compulsive  personality 
Sociopathic  Personality 

29 

108 

3.60 

Antisocial  reaction 

49 

A**" 

Dyssocial  reaction 

4 

X 

Sexual  deviation 

12 

Addiction,  alcohol 

40 

Addiction,  drug 

3 

The  patients  listed  as  emotional  disorders 
(Table  III)  make  up  about  two  thirds  of  the 
patients  referred  to  the  psychiatrist,  but  these 
persons  actually  make  up  about  80  per  cent  of 
the  population  and  are  frequently  handled  by  the 
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TABLE  IV. — Miscellaneous  Disorders 


Number 

Per  Cent 

M i *ccUaneout 

Learning  disturbance  2 

Speech  disturbance  2 

Enuresis  1 

Somnambulism  1 

Gross  stress  reaction  3 

Adult  situational  reaction  6 

15 

0 50 

Adjustment  Reaeiion  oj  Childhood 
Habit  disturbance  20 

Conduct  disturbance  13 

Xeurotic  traits  10 

43 

1.43 

Xeuropalhclagy,  Other  than  Brain 

10 

0 33 

general  practitioner.  Usually  these  individuals 
are  referred  only  when  their  symptoms  are  ex- 
treme and  have  been  in  existence  for  several 
years.  2-4 

Nineteen  per  cent  were  referred  only  for  diag- 
nosis (Table  IV),  while  25  per  cent  were  treated 
with  the  briefer  forms  of  psychotherapy,  23  per 
cent  were  treated  with  psychoanalysis,  5 per  cent 
with  group  therapy,  4 per  cent  with  medication 
alone,  and  29  per  cent  by  ambulatory  electro- 
shock therapy.  Only  3 per  cent  of  the  patients 
needed  hospitalization.  One  woman,  who  was 
known  to  be  a poor  risk,  died  during  electric 
convulsive  therapy.  Three  patients,  while  under 
treatment,  committed  suicide. 

Of  the  SSS  patients  treated  by  ambulatory 
electroshock  therapy  (electric  convulsive  therapy, 
electronarcosis,  or  minimum  stimulus),5  86  per 
cent  recovered,  10  per  cent  discontinued  treat- 
ment against  advice,  and  4 per  cent  were  not 
helped  by  the  treatment  (Table  Y). 

Even.*  physician  uses  psychotherapy  in  his 
practice,  and  he  is  well  aware  of  the  fact  that  it  is 
difficult  to  evaluate  the  effect  of  this  treatment.6 
It  was  evident  that  the  majority  of  the  4S  per 
cent  of  the  patients  treated  with  psychotherapy 
were  benefited  and  were  helped  to  a better  ad- 
justment. They  were  given  insight  and  the  will 
to  live  a more  normal  life.  Psychoanalysis,  of 


TABLE  V. — Average  X umber  or  Electroshock  Treat- 
ments Requibeb  for  Recovert 


Condition 

Xumber  of  Treatments 

Affective  reactions 

11 

Schizophrenic  reactions 

13 

Cerebral  arteiiosclerotic  psychosis 

9 

Senile  psvehosis 

7 

.Anxiety  reaction 

6 

Conversion  reaction 

5 

Obsessive-compulsive  reaction 

4 

Depressive  reaction 

6 

course,  is  an  extended  and  complicated  technic, 
and  six  years  does  not  suffice  to  conclude  whether 
or  not  the  patients  so  treated  have  made  a perma- 
nent recovery.  On  the  other  hand,  in  almost 
thirty  years  of  psychoanalytic  practice  the  author 
has  had  ample  evidence  of  the  effectiveness  of 
this  technic.2 

Summary 

1.  Three  thousand  psychiatric  patients  were 
seen  during  a period  of  six  years  (1946  through 
1951);  of  these  about  11  per  cent  were  on  an 
organic  basis,  and  89  per  cent  were  emotional. 

2.  Twenty-nine  per  cent  were  treated  with 
some  form  of  electroshock  therapy  with  an  86  per 
cent  recovery,  while  48  per  cent  were  treated  with 
psychotherapy,  with  a high  percentage  of  im- 
provement or  recovery. 

3.  The  private  practice  of  psychiatry  is  well 
established.  At  least  97  per  cent  of  the  patients 
can  be  kept  from  hospitalization  and  treated  on 
an  ambulatory  basis. 
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SHOCK 

Bingham  outlines  the  technic  of  intra-arterial 
blood  transfusion  which  both  experimental  and 
clinical  evidence  demonstrate  to  have  definite  advan- 
tages over  intravenous  transfusion  in  the  treatment  of 
this  condition.  “It  is  curious,”  he  writes,  “that 
intra-arterial  blood  transfusion  has  not  yet  been 
more  widehT  adopted  for  the  prevention  and  treat- 
ment of  severe  shock.”  He  reports  entirely  satis- 
factory experience  in  120  cases  at  the  Kingston 
General  Hospital.  These  included  examples  of 
exsanguinating  operative  and  obstetric  emergencies, 


gross  traumatic  shock  in  accident  victims,  severe 
bums,  acute  cardiac  arrest,  and  operative  shock 
associated  with  pneumonectomy.  Regarding  re- 
sults, the  author  states,  “I  am  prepared  to  state 
categorically  that  intra-arterial  transfusion  is  far 
superior  to  intravenous  transfusion,  both  in  the 
treatment  of  established  shock  and  as  a preventive 
measure  in  operations  in  which  serious  and  sudden 
shock  may  occur.” 

— Journal  of  the  International  College  of  Surgeons, 
November,  1952 


A COMPLETE  STRIPPING  OF  VARICOSE  VEINS  UNDER 
LOCAL  ANESTHESIA 

Robert  A.  Nabatoff,  M.D.,  New  York  City 


THE  fact  that  such  divergent  suggestions  for 
the  treatment  of  varicose  veins  are  con- 
stantly being  proposed  is  prime  evidence  that  the 
ultimate  in  therapy  has  not  yet  been  achieved. 
It  is  true  that  the  exact  etiology  of  varicose  veins 
remains  obscure  and  that  the  disease  may  tend 
to  be  progressive.  Nevertheless,  certain  basic 
abnormalities  prevail  in  the  vast  majority  of 
patients,  and  if  appropriate  therapy  is  instituted, 
excellent  results  may  be  anticipated. 

During  recent  years,  every  report  pertaining  to 
the  treatment  of  varicose  veins  has  emphasized 
the  importance  of  a proper  high  ligation  of  the 
great  saphenous  vein.  This  implies  that  the 
saphenous  vein  is  ligated  flush  with  the  femoral 
and  that  all  of  its  branches  in  the  uppermost 
thigh  region  are  ligated  and  divided.  Unfortu- 
nately, in  a significant  proportion  of  cases  this 
dissection  is  not  carried  high  enough.  Unless  the 
femoral  vein  is  visualized,  small  branches  near 
the  saphenofemoral  junction  may  be  overlooked, 
and  it  is  these  vessels  which  pave  the  way  for  the 
recurrence  of  varicosities. 

Assuming  that  an  adequate  high  ligation  of  the 
great  saphenous  vein  has  been  performed,  there 
still  remains  the  problem  of  dealing  with  the 
residual  varicosities.  There  is  a great  diversity 
of  opinion  concerning  the  next  step  to  be  taken. 
Any  one  of  the  following  four  types  of  procedure 
may  be  carried  out:1  (1)  mass  retrograde  injec- 
tion of  the  distal  saphenous  vein  segment,  (2) 
obliteration  of  residual  varices  by  repeated  post- 
operative injections  of  sclerosing  solution,  (3) 
multiple  ligations  of  the  saphenous  and  perforator 
veins,  and  (4)  a stripping  procedure. 

In  former  years  it  was  common  practice  to 
treat  varicose  veins  by  the  injection  method 
alone.  It  is  now  known  that  this  mode  of  treat- 
ment is  unsatisfactory  if  there  are  incompetent 
perforator  veins  or  any  significant  valvular  insuffi- 
ciency at  the  saphenofemoral  junction.  If  mass 
retrograde  injection  of  sclerosing  solution  is  car- 
ried out  immediately  following  a high  ligation, 
there  is  a relatively  high  incidence  of  untoward 
postoperative  reactions.2'3  Furthermore,  experi- 
mental studies  have  demonstrated  adverse  effects 
in  the  deep  veins.4  This  type  of  operative  pro- 
cedure is  gradually  being  abandoned.  If  a high 
ligation  is  performed  and  the  residual  varices  are 
injected  postoperatively,  numerous  injections 
are  frequently  required,  and  the  occasional  occur- 
rence of  allergic  reactions,  skin  sloughs,  and  deep 
phlebitis  adds  to  the  hazards  of  treatment. 


Another  mode  of  treatment  is  the  multiple 
ligation  technic.  A high  ligation  of  the  saphenous 
vein  is  performed,  together  with  multiple  liga- 
tions of  perforator  vessels.  One  advantage  is 
that  this  procedure  can  be  performed  under  local 
anesthesia,  allowing  for  immediate  postoperative 
mobilization  and  thereby  decreasing  the  tendency 
toward  thrombus  foimation  in  the  deep  veins. 
The  disadvantage  of  this  operation  is  that  even  if 
incompetent  perforator  veins  are  accurately 
localized  preoperatively,  they  are  usually  ligated 
at  their  junction  with  the  saphenous  vein  and  not 
flush  with  the  deep  system.  As  can  be  seen  in 
Fig.  1A,  the  “blow-out”  persists,  and  this  re- 
gurgitation may  cause  dilatation  of  adjacent 
veins  and  the  reformation  of  varices.  Further- 
more, the  varicose  vein  segments  between  the 
ligation  sites  often  require  repeated  postoperative 
injections. 

Stripping  procedures  for  varicose  veins  are 
widely  utilized,  but  there  are  several  significant 
disadvantages.  If  a high  saphenous  vein  ligation 
is  performed  and  the  remaining  saphenous  seg- 
ment is  stripped  out  in  one  piece,  several  large 
communicating  veins  are  invariably  torn.  Fur- 
thermore, aberrant  saphenous  trunks  and  the 
stumps  of  incompetent  perforator  vessels  may 
persist  and  cause  recurrent  varicosities  (Fig.  1A). 
Since  the  patient  usually  receives  a general  or 
spinal  anesthesia,  the  operative  risk  is  somewhat 
increased,  and  a period  of  bed  rest  is  required 
postoperatively.  This  immobilization  and  the 
surgical  manipulation  adjacent  to  the  deep  veins 
may  be  conducive  to  the  development  of  throm- 
boembolic phenomena.  Bull  has  been  stripping 
varicose  veins  under  local  anesthesia,  ligating 
every  branch  encountered  from  groin  to  ankle 
by  means  of  multiple  incisions.6  An  extraluminal 
stripper  has  been  used  to  extirpate  the  short 
varicose  vein  segments  between  incisions.  This 
procedure  is  effective  but  time  consuming,  and 
the  patient  is  left  with  multiple  scars. 

It  is  undoubtedly  true  that  satisfactory  results 
can  be  achieved  in  many  patients  with  varicose 
veins,  with  any  of  the  above  methods  of  operative 
treatment,  because  the  predominant  insufficiency 
is  usually  at  the  saphenofemoral  junction,  and  a 
high  ligation  is  included  in  all  of  these  technics. 
However,  in  those  individuals  with  multiple  in- 
competent perforators  the  results  obtained  have 
not  been  entirely  satisfactory.6  Each  patient 
must  be  considered  an  individual  problem.  As 
stressed  by  Sherman,  the  success  of  the  operation 
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Fig.  1.  The  improper  and  proper  ligation  sites  for 
incompetent  veins.  (.4)  Schematic  illustration  of 
the  improper  ligation  of  incompetent  vessels.  The 
great  saphenous  vein  has  not  been  ligated  flush  with 
the  femoral.  Abnormal  reflux  of  blood  from  the  deep 
to  the  superficial  veins  also  occurs  via  communicat- 
ing veins  a and  b,  and  this  will  undoubtedly  cause 
the  recurrence  of  varices.  This  diagram  demon- 
strates why  the  usual  stripping  procedure  is  not 
alwa}Ts  effective.  (1)  Common  femoral  vein,  (2) 
great  saphenous  vein,  (3)  popliteal  vein,  and  (4) 
short  saphenous  vein.  (B)  Schematic  illustration  of 
the  proper  ligation  sites  for  incompetent  perforator 
veins.  Each  “blow-out”  is  cut  off  at  its  source,  and 
this  effectively  eliminates  abnormal  reflux  from  the 
deep  to  the  superficial  veins.  (1)  Common  femoral 
vein,  (2)  great  saphenous  vein,  (3)  popliteal  vein, 
(4)  short  saphenous  vein,  and  (5)  incompetent  per- 
forator vein.1 


varies  in  direct  proportion  to  the  ability  of  the 
surgeon  to  locate  and  eradicate  all  incompetent 
perforator  vessels.7  The  all-important  step  is  the 
elimination  of  all  “blow-outs”  and  not  the  exci- 
sion of  long  vein  segments.  The  varices  are 
merely  secondary'  to  the  “blow-outs.” 


It  is  apparent  that  the  ideal  operative  pro- 
cedure for  varicose  veins  would  include  the  fol- 
lowing features:  (1)  elimination  of  all  venous 

incompetency  at  its  source;  (2)  ligation  of  the 
larger  competent  communicating  veins  so  that 
there  is  minimal  postoperative  bleeding;  (3) 
extirpation  of  all  residual  varicose  vein  segments 
so  that  few,  if  any,  postoperative  injections  are 
required ; (4)  making  as  few  incisions  as  possible 
so  that  the  operating  time  is  short  and  the  cos- 
metic result  good;  (5)  local  anesthesia  and 
mobilization  of  patient  almost  immediately  post- 
operatively. 

With  a procedure  of  this  type,  the  danger  of 
postoperative  thromboembolic  phenomena  is 
minimized,  and  the  number  of  postoperative 
treatments  is  reduced  to  a minimum. 

An  attempt  has  been  made  to  improvise  a 
procedure  which  would  meet  all  of  these  criteria, 
and  the  following  technic  has  evolved.  All  incom- 
petent perforator  veins  are  accurately  mapped 
out  preoperatively.  At  operation,  following  liga- 
tion of  the  great  saphenous  vein,  the  larger  com- 
municating veins  and  all  “blow-outs”  are  ligated 
close  to  the  deep  system.  The  remaining  varices 
are  then  stripped  out.  The  entire  procedure  is 
performed  under  local  anesthesia,  and  the  patient 
is  ambulator}'  almost  immediately  postopera-  j 
tively.  A procedure  of  this  type  has  now  been  ! 
carried  out  in  the  last  79  consecutive  cases,  and  > 
the  results  thus  far  have  been  gratifying. 

Operative  Technic 

The  night  before  operation  the  varices  are  com- 
pletely delineated  with  Cado  skin-marking  ink.8* 
This  ink  is  supplied  in  several  colors,  but  the 
black  variety  has  been  found  most  satisfactory. 

It  is  best  applied  with  an  ordinary  cotton-tipped 
applicator.  The  skin  marking  is  performed  after 
the  patient  has  been  standing  for  ten  to  fifteen 
minutes  so  that  the  veins  assume  their  greatest 
prominence.  The  sites  of  all  incompetent  per- 
forator vessels  are  accurately  localized  by  means 
of  inspection,  palpation,  and  the  various  tourni- 
quet tests.  The  pattern  formed  by  incompetent 
vessels  is  fairly  constant.  “Blow-outs”  usually 
occur  along  the  course  of  the  great  saphenous 
vein  in  the  midthigh,  just  above  and  below  the 
knee,  and  in  the  midleg  and  supramalleolar 
regions.  The  ink  washes  off  easily  with  ether  or 
benzene,  but  it  is  not  soluble  in  alcohol,  soap,  or 
tincture  solutions.  If  the  skin  preparation  is  car- 
ried out  with  pHisoderm  or  other  appropriate 
agents,  the  marking  remains  undisturbed.  The 
operative  procedure  is  greatly  facilitated  since 
the  location  and  course  of  each  varix  are  clearly 
delineated.  Therefore,  very  small  incisions  can 

* Manufactured  by  Cushman  and  Denison  Manufacturing 
Co.,  New  York  City. 
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Fig.  2.  Illustration  of  last  phase  of  operative  procedure.  Novocaine  is  being  injected  from  inci- 
sion just  below  the  knee  downward  along  course  of  great  saphenous  vein.  At  the  same  time  a similar 
injection  is  being  made  upward  from  incision  just  above  the  malleolus.  The  injections  are  made  an- 
terior and  posterior  to  the  vein.  The  entire  vein  segment  is  then  extirpated  with  the  aid  of  an  intra- 
luminal stripper.  Two  similar  procedures  have  already  been  carried  out  so  as  to  excise  the  great 
saphenous  vein  segments  between  the  groin  and  midthigh,  and  between  the  midthigh  and  upper  leg, 
respectively.  At  each  of  the  incision  sites,  all  communicating  veins  are  ligated  deep  to  the  fascia. 


be  made.  The  skin  marking  also  aids  consider- 
ably in  guiding  the  injection  of  local  anesthesia 
along  the  course  of  the  saphenous  vein  just  prior 
to  stripping.  One  hour  prior  to  operation,  the 
patient  is  premedicated  with  morphine,  l/6  grain, 
and  Nembutal,  IV2  grains. 

At  operation,  the  skin  preparation  is  carried 
out  with  pH  isoderm,  and  the  foot  is  elevated  on 
two  sandbags  so  as  to  minimize  bleeding  from 
small  communicating  veins  which  are  torn  during 
the  stripping  procedure.  The  first  operative  step 
consists  of  a high  ligation  of  the  great  saphenous 
vein.  The  femoral  vein  is  always  visualized,  and 
the  ligature  is  placed  flush  with  the  femoral.  All 
adjacent  branches  are  ligated  and  divided.  One 
per  cent  Novocaine  is  then  injected  via  long 
(spinal)  needles  along  the  distal  saphenous  seg- 
ment, and  an  extraluminal  stripper  (Mayo)  is 
advanced  until  it  is  obstructed  by  the  mid-Hunter 
canal  perforator  vein.  Through  a short  trans- 
verse incision  in  the  midthigh  region,  all  com- 
municating branches  at  this  level  are  ligated. 
The  saphenous  vein  segment  between  the  fossa 
ovalis  and  the  midthigh  is  then  extirpated.  A 
short  incision  is  then  made  just  below  the  knee, 
and  all  branches  of  the  great  saphenous  vein  at 
this  site  are  ligated.  Two  or  three  vessels  are 
usually  encountered . At  this  level  and  elsewhere, 
each  perforator  vein,  competent  or  incompetent, 
is  ligated  as  close  as  possible  to  the  deep  veins. 
Novocaine  is  then  injected  via  the  midthigh 
incision,  downward  along  the  course  of  the 
saphenous  vein,  as  indicated  by  the  skin  mark- 
ing. First  the  anterior  perivenous  tissues  are 
infiltrated  and  then  the  posterior.  A similar  in- 
jection is  carried  out  through  the  incision  just 
below  the  knee  in  an  upward  direction  along  the 
saphenous  vein.  It  is  not  necessary  to  infiltrate 
the  overlying  skin.  An  intraluminal  stripper  is 
then  passed  upward  from  the  upper  leg  incision, 
and  it  is  withdrawn  through  the  midthigh  in- 
cision. This  segment  of  saphenous  vein  is  then 


extirpated.  A short  transverse  supramalleolar 
incision  is  then  made  over  the  great  saphenous 
vein,  and  all  adjacent  branches  are  ligated. 
Novocaine  is  then  injected  via  the  upper  leg  and 
supramalleolar  incisions,  respectively,  so  that  all 
perivenous  tissue  of  the  saphenous  vein  in  the  leg 
is  infiltrated  (Fig.  2).  An  intraluminal  stripper 
is  then  passed  upward  from  the  supramalleolar 
incision  and  withdrawn  through  the  incision 
just  below  the  knee.  This  entire  segment  of 
saphenous  vein  is  stripped  out  in  one  piece. 
Surprisingly  little  discomfort  occurs  during  the 
actual  stripping  procedure.  In  no  patient  thus 
far  has  it  been  necessary  to  use  a general  or  spinal 
anesthesia. 

In  those  patients  with  predominant  insuffi- 
ciency at  the  saphenofemoral  junction  and  no 
other  apparent  “blow-outs,”  incisions  are  made 
routinely  in  the  groin,  midthigh,  just  below  the 
knee,  and  just  above  the  ankle.  Through  these 
incisions,  all  adjacent  perforator  veins  are  ligated 
before  stripping  out  the  great  saphenous  vein. 
In  this  way,  the  major  communicating  veins, 
which  are  present  in  the  mid-Hunter  canal  re- 
gion, just  below  the  knee  and  just  above  the  ankle, 
are  ligated  routinely,  and  the  bleeding  from  the 
remaining  small  communicating  veins  which  are 
torn  is  minimal.  Usually,  at  the  completion  of 
the  procedure,  all  obvious  bleeding  has  ceased. 
Following  operation,  an  elastic  bandage  is  applied 
from  the  toes  to  the  knee. 

In  the  majority  of  patients  four  incisions  are 
all  that  is  required.  The  incisions  in  the  midthigh 
and  in  the  leg  are  very  short  O/2  inch)  because 
the  exact  course  of  the  veins  has  been  previously 
delineated  by  the  skin  marking.  The  scars  that 
remain  are  practically  invisible.  If  “blow-outs” 
are  present  in  unusual  locations,  each  must  be 
dissected  out  and  ligated  close  to  the  deep  veins 
before  the  stripping  procedure  is  carried  out.  If 
the  presence  of  diseased  skin  or  of  extremely 
tortuous  and  friable  veins  makes  complete  strip- 
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ping  impossible,  as  much  as  possible  of  the  dis- 
eased vein  is  extirpated. 

If  incompetency  exists  in  the  lesser  saphenous 
system,  it  is  stripped  out  in  identical  fashion. 
Incisions  are  usual]}-  made  in  the  popliteal  space, 
over  incompetent  perforators,  and  just  above  the 
lateral  malleolus.  The  vessel  should  be  ligated 
flush  with  the  popliteal  vein.  If  this  is  not  done, 
the  “blow-out”  persists  and  varices  will  recur, 
circumventing  the  ligation  site  (Fig.  1A). 

The  operation  is  always  performed  in  the  hos- 
pital operating  room,  but  the  patient  is  fully 
ambulator}-  almost  immediately  following  opera- 
tion. There  has  been  no  significant  amount  of 
postoperative  bleeding  and  no  other  untoward 
complications  thus  far.  Since  the  major  com- 
municating veins  and  all  incompetent  vessels 
have  been  ligated  at  operation,  all  of  the  remain- 
ing communicating  veins  are  of  small  caliber  and 
do  not  cause  significant  bleeding.  The  patient 
is  discharged  from  the  hospital  on  the  first  post- 
operative day  and  is  advised  to  pursue  bis  usual 
activities.  It  has  been  observed  that  less  post- 
operative reaction  develops  in  the  leg  if  the  pa- 
tient is  active.  This  activity  also  markedly  de- 
creases the  tendency  toward  thromboembolic 
complications. 

The  postoperative  treatments  are  reduced  to  a 
minimum  because  few,  if  any,  postoperative  in- 
jections of  sclerosing  solution  are  necessary. 
Not  only  are  incompetent  veins  eradicated,  but 
by  stripping  out  the  entire  long  saphenous  system, 
all  other  communicating  veins  are  cut  off,  thus 
minimizing  the  possibility  of  incompetency  de- 
veloping at  these  sites  at  a future  date.  Although 
the  operative  results  thus  far  have  been  excellent 
over  a period  of  two  years,  no  report  can  be  con- 
sidered conclusive  until  after  four  to  five  years 
have  elapsed.  Since  it  is  possible  for  other 


“blow-outs”  to  develop,  the  patient  should  be 
advised  to  return  for  re-evaluation  at  regular 
intervals.  In  this  way,  all  budding  varicosities 
can  be  obliterated  and  the  complications  second- 
ary to  varicose  veins  prevented. 

Conclusions 

1.  Complete  stripping  of  varicose  veins  has 
been  carried  out  routinely  under  local  anesthesia. 
This  permits  almost  immediate  postoperative 
ambulation,  which  greatly  minimizes  the  danger 
of  thromboembolic  complications. 

2.  In  the  great  majority  of  patients,  four 
incisions  are  made:  in  the  groin,  midthigh,  just 
below  the  knee,  and  just  above  the  ankle.  At 
these  sites  all  communicating  veins,  competent 
or  incompetent,  are  ligated  and  divided. 

3.  All  other  incompetent  perforator  veins  are 
accurately  mapped  out  preoperatively,  and  these 
are  also  ligated  flush  with  the  deep  system  prior 
to  the  stripping  procedure. 

4.  Since  all  incompetent  and  competent  per- 
forator veins  communicating  with  the  diseased 
great  saphenous  system  and  all  “blow-outs”  in 
other  locations  are  interrupted,  and  since  the 
remaining  varicose  vein  segments  are  stripped 
out,  very  few,  if  any,  injections  of  sclerosing  solu- 
tion are  necessary  following  operation. 
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SIGNIFICANT  B VITAMIN  ROLE  FOUND  IN  ANTIBODY  SYNTHESIS 


Evidence  that  certain  B vitamins  play  a “signifi- 
cant” role  in  antibody  svn thesis  has  been  presented 
in  a study  by  Axelrod  of  Western  Reserve  University, 
Cleveland,  Ohio. 

In  a series  of  experiments  relating  vitamin  intake 
to  the  process  of  antibody  formation  in  rats,  the 
investigator  noted  a severely  decreased  antibody  re- 
sponse in  pyridoxine  deficiency.  Equally  severe 
impairment  of  antibody  production  was  observed 
in  pantothenic  acid  and  pteroylglutamic  acid  defi- 


ciencies. Inhibition  was  moderate  in  riboflavin, 
thiamine,  biotin,  vitamin  A,  and  niacintryptophane 
deficiencies.  No  effects  were  seen  in  vitamin  Bi» 
or  D deficiencies. 

The  observed  effects  were  attributed  directly  to 
the  absence  of  the  specific  vitamin  involved.  “The 
ability  to  control  antibody  production  by  regulating 
the  vitamin  intake,”  the  author  stated,  “should  be 
a useful  tool  in  the  unraveling  of  the  mechanisms  of 
antibody  synthesis.” — Metabolism,  January,  1953 
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Buffalo  General  Hospital,  Buffalo,  New  York 
December  1 6,  1952 
Conducted  by  Kornel  L.  Terplan,  M.D. 


Introduction 

Dr.  Theodore  H.  Noehren:  Today’s  presen- 
tation will  be  considered  as  a Cabot  case.  Dr. 
Richard  Nauen,  director  of  the  J.  N.  Adam  Me- 
morial Tuberculosis  Hospital  at  Perrysburg, 
New  York,  has  consented  to  discuss  the  differen- 
tial diagnosis  in  the  case. 

Case  History 

The  patient  was  a forty-seven-year-old  white 
housewife,  a lifelong  resident  of  Akron,  New 
York,  who  was  admitted  on  September  25,  1952, 
with  the  chief  complaint  of  dyspnea  and  weak- 
ness. 

Past  History. — A routine  chest  x-ray  in  Febru- 
ary, 1949,  showed  extensive  and  marked  mottling 
throughout  both  lung  fields.  In  October,  1950, 
the  patient  was  hospitalized  at  the  Meyer  Me- 
morial Hospital,  Buffalo,  for  the  same  x-ray 
changes  and  associated  weight  loss,  progressive 
dyspnea,  and  “run-down”  feeling  of  six  months 
duration.  She  stated  that  she  had  had  bronchitis 
for  at  least  two  years  but  could  raise  very  little 
sputum.  Medium  moist  inspiratory  and  expira- 
tory rales  were  heard  at  both  bases.  X-rays 
showed  slight  increase  of  the  diffuse  mottling  of 
both  lung  fields  and  blunting  of  the  costophrenic 
angles.  The  tuberculin  test  was  positive  and  the 
albumin-globulin  ratio  normal.  Smear  of  one 
sputum  concentrate  was  positive  for  acid-fast 
bacilli.  “Many”  other  examinations  of  body 
secretions  by  smear  and  culture  were  negative  for 
acid-fast  bacilli. 

The  patient  apparently  improved  without 
specific  therapy  until  last  winter,  when  she 
“caught  cold”  and  was  confined  to  bed  for  five 
weeks.  Dyspnea  and  a nonproductive  cough 
persisted  afterward  but  were  not  marked  until 
two  months  before  admission.  Progression  of 
these  continued,  becoming  increasingly  severe 
two  weeks  before  admission,  writh  necessary  con- 
finement to  bed.  There  was  some  recent  weight 
loss,  anorexia,  regurgitation,  and  occasional 
hoarseness  and  sore  throat.  She  recently  re- 
quired two  pillows  for  sleep,  but  this  “more  for 


comfort  than  shortness  of  breath.”  She  had  oc- 
casional joint  pains  without  swelling.  There 
was  no  hemoptysis,  chest  pain,  night  sweats,  or 
much  sputum. 

As  a girl,  the  patient  had  worked  in  a button 
factory  in  the  vicinity  of  vaporized  dyes,  at 
which  time  she  had  had  a short  episode  of  re- 
spiratory infection.  She  denied  other  oc- 
cupational exposures.  “Pleurisy,”  also  of  short 
duration,  was  diagnosed  ten  years  ago.  One  sis- 
ter died  of  tuberculosis  about  that  time.  Past 
history  and  family  history  were  otherwise  not 
significant. 

Physical  Examination. — The  temperature  was 
99  F.  (oral),  respirations  28,  pulse  92,  and  blood 
pressure  80/ 60.  The  patient  was  well  developed, 
adequately  nourished,  and  cooperative  but  vague. 
She  was  in  obvious  respiratory  distress,  with  cy- 
anosis of  her  mucous  membranes  and  distention 
of  her  forehead  and  neck  veins  but  not  of  the 
peripheral  veins.  A single,  rather  “rubbery” 
node  was  palpable  in  the  left  supraclavicular 
area.  Trachea— midline.  Chest  expansion  was 
equal  but  limited.  There  was  dullness  to  per- 
cussion over  the  left  lower  lung  field.  Breath 
sounds  were  harsh  and  tubular  throughout,  but 
without  the  anticipated  moist  rale  accompani- 
ment. A few  medium  moist  rales  were  heard  at 
both  bases  posteriorly.  The  heart  was  not  en- 
larged to  percussion,  and  sounds  were  distant  and 
of  fair  quality.  A soft,  nontender  fullness  was 
palpated  in  the  midepigastric  area.  The  spleen 
was  not  palpated.  There  was  no  peripheral 
edema. 

Laboratory  Studies. — On  admission  the  white 
blood  count  wras  9,000,  with  5 bands,  69  filaments, 
17  lymphocytes,  4 monocytes,  2 eosinophils,  2 
plasma  cells,  and  1 normoblast.  The  red  blood 
count  was  4,700,000;  hemoglobin,  13.2  Gm.;  urine 
1.010,  albumin  2 plus  with  15  to  20  white  blood 
cells  per  high  power  field.  Wassermann  was  nega- 
tive. The  total  protein  was  6.8  Gm.,  and  the 
albumin-globulin  ratio  was  3:4.  Purified  protein 
derivative  was  positive  on  second  strength  at 
seventy-two  hours.  Skin  test  for  coccidioidomy- 
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cosis  was  negative.  Three  gastric  cultures  were 
negative  for  acid-fast  bacilli  at  four  weeks.  The 
bone  marrow  was  negative  for  acid-fast  bacilli  on 
smear  and  culture  (four  weeks)  and  negative  for 
tumor  cells.  The  electrocardiogram  showed 
right  axis  deviation,  prominent  P2,  negative  T 
wave  in  V2,  and  deep  S wave  in  V4  and  V5  (cor 
pulmonale). 

X-ray. — Since  previous  outside  films,  there  has 
been  a marked  increase  in  combination  of  in- 
terstitial and  alveolar  densities  throughout  both 
lungs,  most  marked  at  the  bases  but  sparing  the 
apices.  Hilar  shadows  diffusely  enlarged  bilater- 
ally. Fluoroscopy  (one  week  later)  showed  the 
pulmonary  artery  not  enlarged,  but  unable  to  de- 
termine the  cardiac  size.  There  was  definite  in- 
crease of  the  pulmonary  infiltrative  process. 

Hospital  Course. — The  patient  was  digitalized 
and  placed  on  a cardiac  regime  with  some  tem- 
porary improvement  in  her  dyspnea.  She  was 
started  on  combined  cortisone,  100  mg.  per  day, 
and  streptomycin,  1 Gm.  per  day,  therapy,  also 
with  some  temporary  improvement  in  her  condi- 
tion. The  supraclavicular  node  did  not  change 
in  size  or  texture,  and  attempts  to  remove  it  for 
diagnosis  were  unsuccessful.  Accompanying  the 
increased  infiltration  in  her  chest  x-rays,  she  be- 
came progressively  more  dyspneic,  oxygen  ad- 
dicted, and  weaker,  and  expired  quietly  on  her 
fiftieth  hospital  day. 

Discussion 

Dr.  Richard  Nauen:  In  reviewing  the  his- 
tory of  this  case,  I am  struck  first  by  the  long, 
slow  course  of  the  disease.  The  patient’s  chest 
x-ravs  over  three  years  had  shown  extensive 
marked  mottling  with  progressive  increase. 
For  two  and  a half  years  there  had  been  weight 
loss,  fatigue,  and  dyspnea,  and  for  four  years  she 
had  had  “bronchitis”  with  scanty  sputum.  Pre- 
sumably she  had  a more  or  less  dry  cough  which 
led  to  this  diagnosis. 

The  next  striking  point  (in  the  history)  is  the 
vagueness  of  her  symptoms.  She  had  a remis- 
sion in  1950  with  nonspecific  therapy  followed  by 
a “cold”;  she  was  in  bed  for  five  weeks,  which 
was  followed  by  dyspnea,  more  dry  cough,  and 
progressive,  increase  in  symptoms  prior  to  her  ad- 
mission to  the  hospital.  Other  symptoms  that 
might  be  significant  were  weight  loss,  anorexia, 
regurgitation,  hoarseness,  and  sore  throat.  In 
addition,  there  appeared  to  be  mild  orthopnea 
and  joint  pains  without  swelling.  Significant 
symptoms  which  were  absent  were  hemoptysis, 
chest  pain,  night  sweats.  I am  told  that  there 
was  no  symptom  of  wheezing.  In  the  past  his- 
tory there  was  exposure  to  tuberculosis  followed 
by  a pleurisy,  which  we  all  know  may  well  have 


been  an  evidence  of  primary  infection.  The 
significance  of  this  as  far  as  the  present  illness  is 
concerned  is  open  to  question.  Fortunately,  not 
everyone  who  is  exposed  to  tuberculosis,  or  who 
even  develops  a primary  infection,  later  develops 
progressive  tuberculosis. 

I would  consider  her  occupational  history  as 
essentially  negative.  She  did  state  that  she  was 
exposed  to  vaporized  dyes  twenty-five  or  thirty 
years  ago,  but  we  do  not  hear  of  other  persons  in 
the  same  area  having  suffered  from  pulmonary  in- 
volvement as  a result  of  this.  However,  an  oc- 
cupational basis  for  her  illness  cannot  be  com- 
pletely excluded  on  these  grounds.  Another 
possibly  significant  point  is  that  this  person  lived 
her  life  in  a rural  environment  near  Buffalo. 
This  is  important  in  helping  us  to  exclude  certain 
diseases,  especially  mycoses,  which  are  usually 
found  elsewhere  but  which  occur  rarely  in  this 
area,  whereas  sarcoid  seems  associated  with  rural 
environments. 

Physical  examination  showed  that,  despite  a 
history  of  chronic  disease,  the  patient  was  ade- 
quately nourished.  The  findings  of  cyanosis  of 
the  mucous  membranes  and  distended  neck  and 
face  veins,  plus  regurgitation,  hoarseness,  and 
sore  throat,  lead  to  consideration  of  the  pos- 
sibility of  a superior  mediastinal  mass  with  pres- 
sure on  the  superior  vena  cava  and  obstructed 
return  of  blood  from  the  head  and  neck.  How- 
ever, Dr.  Xoehren  tells  me  that  evidence  of  anox- 
emia was  generalized  and,  therefore,  this  pos- 
sibility is  less  likely,  the  more  so  as  I understand 
that  there  was  no  suprasternal  dullness  and  no 
x-ray  evidence  of  a superior  mediastinal  mass. 

Chest  expansion  is  reported  as  equal  and  lim- 
ited. In  this  regard,  it  is  worth  while  to  know 
whether  it  is  limited  because  of  fixation  in  in- 
spiration or  in  expiration,  or  whether  expiration 
is  slow  and  prolonged.  I gather  that  we  do  not 
have  too  much  additional  information  on  that. 
If  expansion  were  limited  due  to  fixation  in  in- 
spiration, one  would  tend  to  think  of  emphysema. 
If,  however,  it  were  fixed  in  expiration,  one  would 
think  more  of  some  restriction  on  expansion  of 
the  thorax,  such  as  thickening  of  the  pleura,  or 
possibly  even  extensive  scarring  within  the  lung. 
The  rales  at  the  bases  posteriorly  suggest  some- 
what congestive  failure  rather  than  infection, 
although  there  was  no  evidence  of  peripheral 
edema. 

An  important  symptom  which  I do  not  see 
mentioned  is  the  presence  or  absence  of  rhonchi 
which  are  of  significance  in  conditions  producing 
narrowing  of  the  bronchi,  either  narrowing  of  the 
smaller  bronchi  as  in  bronchitis  and  asthma  or 
narrowing  of  the  larger  bronchi  as  in  carcinoma  of 
the  bronchus,  adenoma,  or  pressure  by  enlarged 
peribronchial  nodes. 
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I do  not  see  mentioned  but  I gather  that  there 
were  no  eye  changes,  such  as  uveitis,  iritis,  no 
evidence  of  parotitis,  and  no  involvement  of  the 
skin,  and  no  changes  in  the  extremities,  espe- 
cially the  fingers  and  toes. 

The  laboratory  findings  show  that  the  patient 
does  appear  to  have  developed  a hyperglobulin- 
emia  between  1950  and  1952.  Since  this  test  was 
not  repeated,  one  cannot  be  too  certain  of  its 
significance.  Skin  tests  for  reactions  to  various 
antigens  are  important.  The  coccidioidin  skin 
test  is  reported  as  negative,  but  I understand  that 
a histoplasmin  skin  test  was  not  done.  The 
patient’s  tuberculin  test  was  reported  positive  in 
1950  and  again  now,  although  she  did  not  react  to 
the  first  strength  of  PPD  at  this  time.  The 
tuberculin  test  has  been  reported  by  some 
authors  as  always  negative  in  sarcoid  disease. 
However,  others  have  found  proved  cases  of 
sarcoid  with  positive  tuberculin  tests,  although 
usually  these  individuals  do  not  react  to  first 
strength  tuberculin.  In  general,  about  60  per 
cent  of  individuals  with  proved  sarcoid  have  neg- 
ative tuberculin  tests.  Another  test  which  has 
been  reported  in  sarcoid  is  the  use  of  BCG  vac- 
cination, and  in  many  of  these  individuals  they 
fail  to  develop  allergy  to  tuberculin  after  BCG 
vaccination  and  fail  to  develop  evidence  of  a 
“take.” 

Another  test  which,  I understand,  was  not 
done  but  which  might  well  have  given  additional 
information  is  the  Kveim  test.  This  is  a skin 
test  which  is  performed  with  an  emulsion  of  sar- 
coid lesions  injected  intracutaneouslv.  If  the 
patient  has  sarcoid,  a sarcoid-like  lesion  results 
at  the  site  of  the  test.  However,  this  test  is  not 
entirely  specific,  since  other  antigens  have  been 
reported  to  produce  the  same  effect. 

The  x-ray  of  1949  showed  scattered  disease 
bilaterally.  By  1950  there  was  a slight  increase 
in  this  disease  and  some  suggestion  of  pleural 
effusion,  and  by  1952  there  was  a marked  in- 
crease in  disease  in  both  lungs.  In  all  of  these 
x-rays  one  is  impressed  by  the  fact  that  the 
disease  is  most  marked  at  the  bases,  sparing  the 
apices.  This  picture  can  occur  in  tuberculosis 
but  is  definitely  atypical  in  this  disease  and 
strongly  suggestive  of  some  other  pulmonary 
condition.  Fluoroscopic  examination  showed 
the  pulmonary  artery  not  enlarged,  and,  I under- 
stand, there  was  no  definite  evidence  of  medias- 
tinal gland  enlargement.  The  right  diaphragm 
was  considerably  higher  than  the  left,  which  leads 
one  to  question  whether  oi’  not  there  was  any 
paralysis  of  the  right  diaphragm  or  any  obstruc- 
tive emphysema  on  the  left.  I gather  that  nei- 
ther of  these  two  conditions  was  believed  to  be 
present. 

I might  point  out,  at  this  time,  that  these 


changes  are  consistent  with  those  that  have  been 
reported  in  sarcoid  disease  of  the  lung.  How- 
ever, it  is  only  fair  to  state  that  sarcoid  may  as- 
sume one  of  a variety  of  patterns,  since  dissemi- 
nated miliary  lesions,  linear  pulmonary  infiltra- 
tions, nodular  infiltrations,  and  diffuse  confluent 
infiltrations  have  all  been  reported.  Moreover, 
the  x-ray  shadows  in  sarcoid  may  be  stationary, 
progressive,  regressive,  or  mutating. 

From  the  treatment  and  course  of  the  disease 
some  inferences  are  possible.  Apparently  there 
was  some  temporary  response  to  a cardiac  regi- 
men, later  to  combined  cortisone  and  streptomy- 
cin therapy.  The  response  to  cardiac  treatment 
suggests  that  some  of  the  patient’s  current 
symptoms  may  have  been  due  to  cor  pulmonale. 
The  response  to  cortisone  and  streptomycin 
treatment  might  be  expected  in  any  case  with 
severe  granulomatous  or  inflammatory  disease, 
but  failure  to  continue  improvement  might  be 
caused  by  the  presence  of  considerable  fibrosis  and 
other  irreversible  change. 

In  considering  the  differential  diagnosis,  one 
thinks  first  of  tuberculosis,  both  because  it  is 
such  a common  pulmonary  disease  and  because 
this  patient  had  a history  of  exposure  to  the 
disease  and  even  developed  one  manifestation  of 
tuberculosis,  her  pleurisy.  However,  the  x-ray 
appearance  is  not  consistent  with  either  acute 
hematogenous  miliary  tuberculosis  or  with  the 
chronic  hematogenous  tuberculosis  which  occurs 
in  association  with  extrapulmonary  foci;  or  even 
with  the  so-called  lymphohematogenous  tuber- 
culosis, in  which  the  hilar  nodes  are  enlarged  and 
there  is  extension  by  lymphatic  channels  to  the 
lungs.  The  appearance  of  the  x-ray  is  consistent 
with  extensive  bronchogenic  tuberculosis  as- 
sociated with  considerable  fibrosis  but  is  cer- 
tainly not  typical  of  it. 

I would  consider  that  a nontuberculous  bron- 
chiolitis and  chronic  pneumonia  or  chronic  inter- 
stitial fibrosis  is  rather  unlikely  because  of  the 
absence  of  acute  phases  prior  to  the  phase  im- 
mediately preceding  her  death. 

Among  the  fungus  diseases,  one  must  consider 
histoplasmosis  and  coccidioidomycosis,  although 
the  latter  would  appear  to  be  ruled  out  by  the 
negative  skin  test.  Both  of  these  conditions 
have  been  proved  to  exist  in  persons  in  New 
York  State.  Other  fungus  conditions  are  less 
likely,  although  they  do  occur.  They  would 
have  had  to  be  excluded  by  intensive  laboratory 
study  of  the  sputum. 

Occupational  diseases  can  cause  a fibrosis  of  the 
lung,  the  most  common,  of  course,  being  silicosis, 
asbestosis,  and  beryllosis,  but  there  is  little  to 
suggest  that  this  is  an  occupational  disease. 

That  this  is  a neoplasm  appears  rather  un- 
likely. Lymphangitic  spread  from  hilar  lymph 
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nodes  does  occur,  but  the  x-rav  appearance  is  con- 
siderably against  this.  When  hematogenous 
miliary  spread  occurs  from  a neoplastic  focus 
elsewhere,  it  usually  simulates  miliary  tuberculo- 
sis more  closely. 

In  my  opinion,  therefore,  the  most  likely  diag- 
nosis is  sarcoidosis,  although  it  must  be  admitted 
that  most  of  the  involvement  of  other  organs, 
such  as  the  liver  and  spleen,  bone  marrow,  and 
lymph  nodes,  is  either  not  manifest  or  was  not 
discovered. 

Sarcoid  in  certain  cases  does  proceed  to  even- 
tual extensive  pulmonary  fibrosis  with  cor  pul- 
monale and  death  from  that  cause.  If  this  is 
sarcoid,  it  is  my  impression  that  the  patient’s 
terminal  stages  were  due  to  this  cause. 

In  trying  to  establish  a diagnosis  of  sarcoid,  of 
course,  one  is  always  faced  with  a need  to  dif- 
ferentiate from  tuberculosis,  and  this  differen- 
tiation is  often  extremely  difficult  to  establish, 
since  we  know  that  some  cases  of  sarcoid  even- 
tually die  of  pulmonary  tuberculosis.  More- 
over, cortisone,  which  has  given  apparent  tem- 
porary good  results  in  sarcoid,  is  contraindicated 
in  known  tuberculosis  because  of  its  tendency  to 
facilitate  rapid  and  widespread  progression  of 
disease.  Usually  the  diagnosis  can  only  be 
proved  by  thorough  tissue  examination,  which  in 
many  cases  of  sarcoid  may  not  be  feasible  until 
after  death. 

Dr.  Miller  Shcck:  I think,  in  addition  to 
what  Dr.  Xauen  has  suggested,  that  pulmonary 
adenomatosis  has  to  be  considered  in  this  dif- 
ferential diagnosis.  The  rather  striking  absence 
of  sputum  would  be  atypical  in  a patient  going 
on  to  a fatal  outcome,  and  therefore  it  probably 
can  be  ruled  out.  I would  agree  with  Dr.  Xauen 
that  the  most  likely  diagnosis  is  that  of  Boeck’s 
sarcoid  with  the  development  of  cor  pulmonale  as 
a terminal  event. 

Postmortem  Examination 

Dr.  Korxel  L.  Terplax:  The  postmortem 
examination  was  performed  by  Dr.  Lansky. 
These  were  the  major  findings:  The  left  pleural 
cavity  was  completely  obliterated  by  firm  fibrous 
adhesions.  The  diaphragm  was  at  normal  level. 
Both  lungs  were  extremely  firm  and  somewhat 
leathery  to  palpation.  The  lower  lobes,  with 
their  slightly  thickened  pleural  surfaces,  had 
actually  a “hobnail”  appearance.  On  the  cut 
surface  of  these  lobes  there  was  moderate  cylin- 
drical ectasia  of  bronchi  and  bronchioles,  with 
extreme  fibrosis  of  the  intervening  pulmonary 
tissue.  There  was  hardly  any  air-containing 
lung  tissue  left  in  these  lobes.  Both  upper  lobes 
and  the  right  middle  lobe  appeared  also  slightly 
granular,  but  less  firm  and  fibrous  on  the  cut  sur- 


face. In  lower  trachea  and  major  bronchi  a con- 
siderable amount  of  mucus  and  slightly  frothy 
secretion  was  found.  There  was  only  minimal 
anthracosis  in  the  lung  tissue  and  in  the  lymph 
nodes. 

As  to  tuberculosis,  a typical  calcified  primary 
complex,  with  the  primary  focus  in  the  lower 
portion  of  the  right  upper  lobe  and  calcification  of 
the  regional  bronchopulmonary  and  anterior 
mediastinal  lymph  nodes,  was  found.  There 
was  a typical  cor  pulmonale  with  considerable 
thickening  of  the  right  ventricular  wall  and  the 
usual  findings  seen  in  failure  of  the  systemic  cir- 
culation, including  passive  congestion  of  the 
liver,  the  spleen,  and  the  kidneys.  Closer  gross 
inspection  of  both  upper  lobes  was  suggestive  of 
old  chronic  pneumonia  with  carnification ; other 
parts  with  extreme  fibrosis  presented  the  picture 
of  collapse  induration. 

Both  lungs  were  studied  in  great  detail  micro- 
scopically. Sections  taken  from  the  diffusely 
bronchieetatic  portions  of  the  lower  lobes  showed 
only  extensive  fibrosis  of  the  lung  tissue  between 
the  ectatic  bronchi.  In  some  of  the  smaller 
bronchi  a great  deal  of  tenacious  mucous  secretion 
was  found  with  some  intermingling  of  leukocytic 
exudate.  The  surface  epithelium  in  some  ectatic 
bronchi  had  changed  into  squamous  epithelium, 
but  by  and  large  it  had  retained  the  ciliae.  In 
the  upper  lobes  the  histologic  patterns  included 
confluent  old  organized  lobular  pneumonia  and 
smaller  ectatic  bronchioles  filled  with  numerous 
macrophages,  some  hemosiderin  pigment,  and 
cholesterol  crystals.  Some  of  the  air  sacs  showed 
distinct  lining  by  cuboidal  epithelium,  while  the 
intervening  tissue  showed  extensive  fibrosis.  In 
other  parts  of  the  upper  lobes  the  original  pattern 
was  completely  replaced  by  diffuse,  moderately 
collagenous  fibrous  tissue  and  focal  accumulations 
of  lymphocytes.  Finally,  there  were  numerous 
air  spaces  and  alveoli  filled  with  macrophages 
containing  fat  vacuoles. 

Practically  all  branches  of  the  pulmonary 
artery  seen  in  numerous  sections  showed  concen- 
tric or  eccentric  thickening  of  the  intima,  here  and 
there  with  lipoid  deposits,  but  by  and  large  with 
the  lumina  fairly  patent.  These  changes  were 
considered  secondary  to  the  prolonged  state  of 
pulmonary  hypertension. 

The  gross  and  histologic  findings,  then,  are 
those  of  extensive  and  practically  diffuse  fibrosis 
of  both  lungs  with  cylindrical  bronchiectasias  and 
continued  chronic  bronchitis  and  varying  degrees 
of  atelectasis  with  collapse  induration. 

Comment 

Dr.  Xoehrex:  Clinically  this  condition  has 
been  given  the  title  of  diffuse  interstitial  pul- 
monary fibrosis.  It  was  first  reported  by  Ham- 
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man  and  Rich  [Hamman,  L.,  and  Rich,  A.  R.: 
Bull.  Johns  Hopkins  Hosp.  74:  177  (1944)]  and 
is  sometimes  given  their  names.  Since  then  the 
condition  has  been  reported  with  increasing  fre- 
quency, several  articles  on  the  subject  having  ap- 
peared in  the  last  two  months. 

No  one  seems  to  have  found  any  common  eti- 
ologic  basis  for  the  condition.  Hamman  and 
Rich  mention  influenzal  pneumonia  and  chemical 
irritants,  as  well  as  hypersensitivity  to  various 
agents  as  possible  causes.  In  this  case,  whatever 
possible  exposure  she  may  have  had  in  button 
processing  twenty-five  years  ago  is  a remote  but 
considered  possibility.  I have  been  told  that 
silicious  abrasives  may  have  been  used  in  those 
days.  The  various  dyes  could  also  be  considered. 

The  virus  etiology  has  several  factors  to  sup- 
port it.  Histologically,  the  picture  resembles 
influenzal  pneumonia.  Golden  and  Tullis  [Golden, 
A.,  and  Tullis,  I.  F.,  Jr.:  Mil.  Surgeon  105: 
130  (1949)]  have  suspected  that  this  fibrosis  may 
be  due  to  one  or  more  attacks  of  acute  interstitial 
pneumonitis,  so-called  primary  atypical  pneu- 
monia. 

This  same  reasoning  is  supported  indirectly  by 
Goodpasture’s  group  [Auerbach,  S.  H.,  Mims, 
0.,  and  Goodpasture,  E.  W. : Am.  J.  Path.  28: 
69  (1952)].  It  had  been  their  feeling  that  pul- 
monary fibrosis  secondary  to  pneumonia  has 
been  increasing  in  recent  years.  They  confirmed 
this  impression  by  comparing  the  pulmonary 
histology  in  the  autopsies  of  several  different 
periods.  Varying  degrees  of  pulmonary  fibrosis 
were  found  in  12  per  cent  of  307  necropsies  per- 
formed between  1946  and  1950.  A comparable 
series  of  100  cases  from  each  of  the  years  1940  and 
1930  showed  only  7 and  5 per  cent  fibrosis,  re- 
spectively. They  suggest  that  this  difference  is 
explained  by  the  considerable  body  of  opinion  that 
the  clinical  picture  of  pneumonia  has  been  altered 
during  the  last  decade,  primarily  by  an  increase  in 
atypical  or  viral  pneumonia.  Some  of  their 


cases  showed  active  alveolar  fibroplasia  which 
closely  resembled,  except  in  extent,  the  acute 
diffuse  fibrosis  of  Hamman  and  Rich. 

Other  authors  have  also  suggested  that  not  all 
instances  of  diffuse  interstitial  fibrosis  of  the 
lungs  are  necessarily  fatal  [Rubin,  E.  H.,  Kahn, 
B.  S.,  and  Pecker,  D.:  Ann.  Int.  Med.  36:  827 
(1952)]. 

It  would  seem  possible  that,  when  the  full  de- 
gree of  variations  in  this  condition  have  been  de- 
fined, it  will  no  longer  be  the  relatively  rare  entity 
it  now  seems. 

Conclusion 

Dr.  Terplan:  I do  not  feel  that  the  disease 
from  which  this  patient  died  has  any  relation  to 
those  types  of  diffuse  interstitial  pulmonary 
fibrosis  which,  after  a comparatively  short  time — 
varying  from  several  weeks  to  several  months  in 
duration — were  reported  in  the  more  recent 
literature  to  which  Dr.  Noehren  has  referred. 
The  history  in  our  case  dates  back  to  at  least 
several  years,  with  symptoms  of  chronic  bronchi- 
tis. The  picture  in  our  case  can  be  likened  to 
other  conditions  known  as  diffuse  pulmonary 
fibrosis,  in  which  irritants  of  nonviral  nature  had 
gradually  caused,  by  the  process  of  recurring 
pneumonia  and  pneumonitis  with  persistent  dif- 
fuse bronchitis  and  bronchiolitis,  this  form  of 
combination  of  cylindrical  bronchiectasias  with 
collapse  induration  and  chronic  bronchitis  and 
bronchiolitis  wfith  organizing  pneumonia,  until 
in  many  parts  of  the  lung  the  original  alveolar 
structure  was  almost  entirely  replaced  by  diffuse 
scar  tissue.  There  is  a strong  possibility  that 
occupational  hazards,  to  which  the  patient  was 
exposed,  are  of  etiologic  significance  in  this  case. 
Some  of  the  fatty  substances  seen  in  macrophages 
could  be  resorption  phenomena  in  connection 
with  chronic  leukocytic  exudation  and  intra- 
alveolar  capillary  hemorrhage. 
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UNUSUAL  REACTION  TO  ERGONOVINE  MALEATE  IN  A CASE  OF 
CORONARY  INSUFFICIENCY 


Isidore  Stein,  M.D.,  F.A.C.P.,  and  Joseph  Weinstein,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 


( From  the  Veterans  Administration,  Medical  Department,  Brooklyn  Regional  Office) 


'TTIE  intravenous  injection  of  ergonovine  male- 
■*"  ate  is  being  utilized  as  a diagnostic  procedure 
in  cases  of  coronary  insufficiency.1  As  with  the 
exercise  tolerance2  and  anoxemia  tests,3  the  criteria 
for  a positive  test  are  the  production  of  anginal 
pain  and  RS-T  depression  and/or  T-wave  changes 
on  the  electrocardiograms.  The  case  reported  here 
developed  an  electrocardiographic  pattern  usually 
observed  early  in  cases  of  acute  myocardial  infarc- 
tion, but  with  the  changes  in  this  case  promptly 
nullified  by  nitroglycerin  sublingually. 

Case  Report 

A forty-one-year-old  veteran  gave  a four-year 
history  of  hypertension  and  of  “constricting”  pain 
in  his  anterior  chest  following  moderate  exertion, 
which  was  promptly  relieved  with  nitroglycerin 
sublingually.  Both  parents  had  “heart  trouble”  and 
hypertension. 

On  examination,  the  following  were  the  essential 
findings:  The  patient  was  not  acutely  ill.  The 

blood  pressure  was  170/106  mm.  Hg.  The  heart 
was  not  enlarged;  sounds  were  of  good  quality,  and 
the  first  sound  was  reduplicated.  The  second  aortic 
sound  was  louder  than  the  second  pulmonic.  The 
rhythm  was  regular.  There  was  no  evidence  of 
decompensation. 

Laboratory  studies,  including  urinalysis,  blood 
urea,  glucose,  cholesterol,  and  hemoglobin,  were 
normal.  Roentgen  and  fluoroscopic  studies  of  the 
heart  did  not  reveal  any  evidence  of  chamber  en- 
largement. 

The  electrocardiogram  (Leads  I,  II,  III,  aYR, 
aVL,  aVF,  and  Vi  to  V*)  showed  a low  Ti  but 
otherwise  was  normal. 

An  ergonovine  test  (0.1  mg.  ergonovine  in  V? 
cc.  distilled  water  intravenously)  was  performed 
(Figs.  1,  2,  3).  One  minute  after  the  injection  of  the 
drug,  moderate  RT-elevation,  a T wave  of  high 
voltage  (6  mm.),  and  an  inverted  U wave  were 
found  in  V4. 

Two  minutes  later,  marked  RT-elevation  ap- 
peared. Although  the  patient  had  no  discomfort,  a 
tablet  of  nitroglycerin,  Kso  grain,  (0.43  mg.)  was 
placed  under  his  tongue.  Within  twenty-four  sec- 
onds, the  RT-segment  returned  practically  to  the 
isoelectric  level.  At  ten  minutes,  T-V4  was  inverted. 
After  fifteen  minutes,  the  electrocardiogram  returned 
to  the  control  pattern.  During  the  entire  test,  a 
slight  increase  in  pulse  (88  to  100  per  minute)  was 


Control  1 Minute 

Leads  .... 


Fig.  1.  Note  RT  elevation  and  inverted  V wave 
in  V4  at  1 minute.  (Retouched  photograph;  black 
dots  indicate  R of  QRS  complex). 


evident,  but  no  appreciable  rise  in  blood  pressure 
was  noted. 

Comment 

One  can  only  theorize  about  the  causes  of  the 
unusual  electrocardiographic  pattern  in  this  case. 
The  widespread  effect  of  the  ergonovine  on  the 
coronary  circulation  may  have  involved  a portion 
of  the  myocardium  extending  to  the  epicardial  sur- 
face of  the  anterior  wall.  This  could  have  produced 
myocardial  anoxia  without  any  appreciable  resulting 
damage,  however,  since  its  effect  was  quickly  nulli- 
fied by  nitroglycerin. 

The  intravenous  injection  of  ergonovine  has  been 
found  to  be  a more  sensitive  test  for  coronary  insuf- 
ficiency than  either  the  exercise  tolerance  or  the 
anoxemia  tests.4  It  is  postulated  that  ergonovine 
causes  a spasm  of  the  smaller  coronary  vessels, 
with  the  resultant  pain  and  electrocardiographic 
changes.  This  test  has  fewer  of  the  disadvantages 
which  the  exercise  tolerance  and  the  anoxemia  tests 
have.  In  the  latter,  dangerous  side-reactions  have 
occurred,5  and  false  positive  exercise  tests  have  been 
reported.6  At  times,  it  is  impossible  to  obtain  the 
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Lead  V4  \J 
3 minutes 


|prv  nitroglycerine  given 


(con- 

tinued) 


Fig.  2.  Continuous  tracing  in  V4  at  three-minute  interval.  Note  marked  RT  elevation  which  returns  to 
the  isoelectric  level  within  24  seconds  after  sublingual  nitroglycerin,  H 50  grain  (0.43  mg.). 


5 Minutes  10  Minutes  13  Minutes  15  Minutes 


Fig.  3.  Note  that  at  10  minutes  T wave  is  inverted  in  V4;  a normal  pattern  is  seen  at  15  minutes. 
(Retouched  photograph;  black  dots  indicate  R of  QRS  complex). 


cooperation  of  the  patient  in  conducting  the  exer- 
cise tolerance  test  because  of  the  fear  of  pain,  or 
because  he  is  not  ambulatory  for  whatever  reason. 

An  important  advantage  in  performing  the  ergo- 
novine  test,  as  illustrated  in  this  case,  is  the  ability 
to  nullify  the  effect  of  the  drug  promptly  if  severe 
anginal  pain  or  pronounced  electrocardiographic 
changes  are  noted.  By  contrast,  in  the  anoxemia 
test  the  state  of  anoxia  is  established  before  the  test 
is  effective  and,  therefore,  cannot  be  corrected  as 
rapidly.  In  the  exercise  test,  increased  myocardial 
demand  for  oxygen  must  be  obtained  before  the 
test  becomes  effective  and,  similarly,  cannot  be 
quickly  overcome.  The  use  of  a direct  writing  elec- 
trocardiograph should  be  mandatory  in  all  tests 
for  coronary  insufficiency,  both  because  of  the  ease 
in  observing  the  control  tracing,  which  must  be 
obtained  before  any  test  is  made,  and  because  the 
development  of  marked  electrocardiographic  altera- 
tions can  be  detected  immediately. 


Summary 

A case  of  coronary  insufficiency  is  presented  in 
which  the  early  electrocardiographic  pattern  of  an 
acute  myocardial  infarction  was  produced  by 
ergonovine  maleate  and  promptly  and  completely 
nullified  by  nitroglycerin. 

The  advantages  in  the  use  of  the  ergonovine  test 
in  preference  to  the  exercise  tolerance  and  anoxemia 
tests  for  coronary  insufficiency  are  discussed. 


We  wish  to  express  our  appreciation  to  Mr.  Walter  Stern 
for  his  technical  assistance  in  the  preparation  of  this  paper. 
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THE  TREATMENT  OF  IDIOPATHIC  THROMBOCYTOPENIC  PURPURA  WITH 
ACTH  AND  CORTISONE 

Milton  J.  Eisen,  M.D.,  and  Isadore  Rudnikoff,  M.D.,  Yonkers,  New  York 
( From  the  Laboratory  arui  }[ epical  Service,  Yonkers  General  Hospital ) 


TAESPITE  the  use  of  many  forms  of  treatment  for 
thrombocytopenic  purpura,  none  has  proved 
consistently  effective  in  initiating  a well-maintained 
platelet  response.  The  frequency  of  spontaneous  re- 
missions has  added  to  the  difficulty  of  evaluating 
therapeutic  measures.  Although  the  etiology  of  the 
so-called  idiopathic  form  of  the  disease  is  unknown, 
man}'  observations  suggest  that  hvpersplenism  is  a 
basic  feature.  The  reason  for  the  exaggerated  or 
unusual  activity  of  the  spleen  is  not  clear.  The 
mechanism  by  which  the  abnormality  initiates  the 
thrombocytopenia  or  extirpation  of  the  organ  brings 
about  a remission  has  yet  to  be  explained.  Some  in- 
vestigators have  suggested  that  allergic  phenomena 
may  account  for  the  platelet  reduction,  but  the  na- 
ture of  the  substance  provoking  the  hypersensitivity 
is  still  a mystery. 

Since  the  beneficial  effects  of  ACTH  and  cortisone 
in  diseases  in  which  hypersensitivity  is  a prominent 
factor  have  been  striking,  the  use  of  ACTH  and 
cortisone  in  purpuric  states  appeared  to  be  indicated, 
especially  in  individuals  with  allergic  backgrounds, 
despite  the  statement  by  Thorn  et  al.  that  ACTH 
had  no  effect  on  platelets.1  Patients  with  thrombo- 
cytopenic purpura,  however,  were  not  studied  in  their 
surveys.  Stefauini  and  his  associates,  on  the  other 
hand,  noted  cessation  of  bleeding  after  administra- 
tion of  ACTH  to  a boy  with  anaphylactoid  non- 
thrombocytopenic purpura.5  Recently,  favorable 
platelet  responses  in  the  thrombocytopenic  type  of 
purpura  have  been  reported  by  Wintrobe  and  co- 
workers, Robson  and  Duthie,  Meyers  et  al.,  Harring- 
ton and  his  associates,  Evans,  the  present  authors, 
and  Jacobson  and  Sohier.3-9 

The  purpose  of  this  paper  is  to  present  detailed 
observations  on  the  effects  of  ACTH  and  cortisone 
in  three  cases  of  thrombocytopenic  purpura,  two  of 
which  were  recorded  in  the  preliminary  report. 

Case  Reports 

Case  1. — A ten-year-old,  well-developed  female 
was  admitted  in  a characteristic  crisis  of  thrombocy- 
topenic purpura.  She  had  been  bleeding  intermit- 
tently from  the  nose  and  mouth  and  into  the  skin  for 
several  months.  There  was  a history  of  minor  asth- 
matic episodes  and  hay  fever  which  were  relieved  by 
antihistaminic  agents.  However,  no  drugs  had  been 
used  in  recent  months.  The  platelets  were  virtually 
absent  from  the  peripheral  blood.  The  bone  marrow 
showed  abundant  megakaryocytes,  especially 
grouped  at  the  edges  of  the  slides,  and  10  per  cent 
eosinophils  based  on  percentage  of  total  granulocytes 
from  myelocytes  to  the  more  mature  forms.  No 
morphologic  changes  could  be  detected  in  the  mega- 
karyocytes. 

Cortisone  was  given  intramuscularly  for  four  days, 
beginning  on  the  second  hospital  day.  The  usual 
precautions  of  sodium  and  fluid  restriction  were  ob- 
served. No  appreciable  rise  in  the  circulating 
platelets  occurred,  although  the  hemorrhagic  phe- 
nomena lessened  somewhat.  Cortisone  was  dis- 
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continued  and  ACTH  begun  at  the  rate  of  100  mg. 
daily.  A rapid  and  vigorous  platelet  response  en- 
sued. Eosinophils  vanished  from  the  peripheral 
blood  with  the  first  striking  rise  in  platelets.  The 
general  condition  of  the  patient  improved  re- 
markably, and  all  hemorrhagic  phenomena  quickly 
disappeared.  It  was  striking  to  observe  the  sudden 
return  of  this  acutely  ill  and  apprehensive  child, 
covered  with  ecchvmoses,  with  blood  oozing  from 
the  nose  and  mouth,  to  a normal  appearance.  The 
initial  doses  were  gradually  reduced,  and  treatment 
with  this  hormone  was  continued  almost  without 
interruption  for  five  months.  She  remained  in  the 
hospital  for  the  first  three  weeks  and  was  then  ob- 
served on  an  ambulatory  basis  once  weekly.  No 
significant  undesirable  side-effects  developed  during 
this  time  with  the  exception  of  slight  rounding  of  the 
facial  contour  and  minimal  acne  of  the  forehead. 

A peak  of  365,000  platelets  was  obtained  during 
the  initial  course  of  ACTH  and,  subsequently,  one  of 
310.000,  but  the  level  was  not  permanently  main- 
tained on  reducing  the  daily  dose.  During  the 
course  of  treatment,  no  hemorrhagic  phenomena  were 
noted  until  the  platelets  dropped  below  10.000.  She 
did.  however,  have  a tendency  to  bruise,  with  mini- 
mal injuries,  although  she  was  capable  of  maintain- 
ing normal  activity.  An  episode  of  mumps  was  not 
accompanied  by  any  un usual  phenomena.  Four 
days  alter  final  discontinuance  of  therapy,  platelets 
again  all  but  disappeared  from  the  blood,  and 
hemorrhagic  manifestations  reappeared  as  con- 
spicuously as  before  treatment.  In  view  of  these 
occurrences,  it  was  decided  to  perform  a splenec- 
tomy. ACTH  was  again  given,  with  the  same  re- 
sponse as  previously.  Eosinopenia,  a rapid  rise  in 
platelets,  and  a complete  clinical  remission  ensued. 
Bone  marrow  examination,  eight  davs  after  renewal 
of  treatment,  revealed  findings  not  significantly  dif- 
ferent from  those  of  the  earlier  study  performed  dur- 
ing complete  relapse.  The  spleen  and  two  accessory 
ones,  0.5  and  1.0  cm.  in  diameter,  below  the  lower 
pole  of  the  former,  were  removed  twenty-four  hours 
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after  the  final  dose  of  ACTH.  The  operation  was 
wholly  uneventful  except  for  its  almost  total  blood- 
lessness. The  spleen  weighed  150  Gm.  and  showed 
no  gross  or  histologic  abnormalities.  The  platelets, 
which  had  been  brought  to  satisfactory  levels  pre- 
operatively,  continued  to  rise  and  attained  1,400,000 
one  week  after  operation  while  the  eosinophils  re- 
turned rapidly.  The  patient  was  discharged  on  the 
tenth  postoperative  day  and  has  remained  symptom- 
less for  ten  months.  The  blood  has  been  entirely 
normal,  except  for  mild  eosinophilia.  Despite  the 
completeness  of  the  remission,  18  per  cent  eosino- 
philic cells  remained  in  the  marrow  examined  three 
months  after  splenectomy.  This  finding,  together 
with  the  constant  finding  of  6 to  12  per  cent  eosino- 
phils in  the  peripheral  blood,  suggests  a basic  allergic 
status.  Megakaryocytes  in  the  marrow  have  re- 
mained as  abundant  as  previously.  A summary  of 
the  case  is  shown  in  Fig.  1. 

Case  2. — This  was  a sixteen-year-old,  seriously  ill 
boy  with  a longstanding  and  severe  allergic  history 
characterized  by  incapacitating  asthmatic  seizures. 
He  had  marked  pulmonary  emphysema.  His  physi- 
cal appearance  was  that  of  a twelve-year-old,  and  he 
weighed  79  pounds.  One  week  before  hospital  ad- 
mission, he  developed  hemorrhages  from  the  nose 
and  mouth  and  then  generalized  purpura  into  the 
skin  and  subcutaneous  tissues.  There  was  no  his- 
tory of  recent  drug  ingestion.  The  platelets  were 
virtually  absent  from  the  peripheral  blood.  Bone 
marrow  examination  showed  12  per  cent  eosinophilic 
cells  and  abundant  megakaryocytes.  The  latter 
showed  no  morphologic  alterations. 

He  was  kept  at  complete  bedrest  but  without 
medication  for  four  days.  Bleeding,  however,  con- 
tinued. ACTH  was  then  given  for  nine  days,  and 
although  the  hemorrhages  abated  somewhat,  no 
hematologic  remission  occurred.  Blood  eosinophils 
did  not  diminish.  This  hormone  was  then  discon- 
tinued and  oral  cortisone  started.  The  platelet  re- 
sponse was  rapid.  The  drop  in  circulating  eosino- 
phils was  modest,  and  no  count  lower  than  80  per  cu. 
mm.  could  be  obtained.  All  hemorrhagic  phenomena 
disappeared,  and  the  clinical  improvement  was  strik- 
ing. He  gained  18  pounds  within  eight  weeks,  a 
gain  which  was  not  due  to  fluid  retention.  With 
maximum  therapeutic  effect,  the  cortisone  was  de- 
creased gradually  and  discontinued  after  sixty-six 
days.  The  platelets  have  continued  at  normal  levels 
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Fig.  3.  Case  3. — Splenectomy  in  thrombocytopenic 
purpura  after  noneffectiveness  of  ACTH  and  corti- 
sone. 


for  eleven  months,  and  eosinophils  have  varied  from 
7 to  12  per  cent  peripherally.  As  in  the  first  case,  the 
eosinophilia  is  probably  a reflection  of  the  allergic 
background.  It  is  of  interest  that  the  patient  de- 
veloped severe  asthmatic  seizures  during  the  period 
of  cortisone  withdrawal.  This  case  is  summarized  in 
Fig.  2. 

Case  3. — A six-and-one-half-year-old  boy  had 
hemorrhagic  episodes  of  four  years  duration.  These 
were  characterized  by  severe  bleeding  from  the  nose 
and  from  teeth  sockets  foliowing  extractions,  hema- 
turia, and  extensive  ecchymoses.  He  was  treated 
with  bedrest  and  blood  transfusions.  The  platelets 
usually  varied  from  5,000  to  25,000.  The  present 
admission  was  necessitated  by  a massive  hemorrhage 
into  the  muscles  of  the  lower  half  of  the  right  thigh 
following  an  injury.  The  blood  platelets  now 
numbered  25,000.  The  bone  marrow  showed  10 
per  cent  eosinophilic  elements  and  no  increase  in 
megakaryocytes  or  alterations  in  their  morphology. 
After  bedrest  for  four  days,  he  was  given  ACTH. 
As  will  be  seen  in  Fig.  3,  no  consistent  eosinopenia 
could  be  produced,  and  there  was  no  platelet  re- 
sponse after  eight  days.  Cortisone  alone  was  then 
given  orally  for  nine  days  and  both  hormones  to- 
gether for  five  days,  without  any  effect  on  either 
the  platelets  or  circulating  eosinophils. 

Splenectomy  was  performed  twenty-four  hours 
after  the  final  dose  of  combined  ACTH  and  cortisone 
therapy.  Again,  it  was  noteworthy  that  practically 
no  bleeding  was  encountered  during  the  operation 
although  the  platelets  numbered  only  15,000.  The 
spleen  weighed  80  Gm.  and  appeared  normal 
grossly.  Microscopically,  the  sole  significant  change 
was  a strikingnumber  of  eosinophils  in  the  sinusoids 
of  the  pulp.  This  result  contrasts  with  an  unaltered 
spleen  in  Case  1,  although  ACTH  had  produced 
eosinopenia  and  platelet  rise.  In  mice,  on  the  other 
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hand,  Spain  and  Thalhimer  found  a correlation  be- 
tween increase  in  splenic  eosinophils  and  their  dis- 
appearance from  the  blood  after  administration  of 
cortisone.10  Seven  and  twenty-four  hours  after 
operation,  the  platelets  rose  to  60,000  and  200,000, 
respectively.  On  subsequent  days  they  varied  from 
400,000  to  850,000.  The  patient  was  discharged  on 
the  ninth  postoperative  day  in  excellent  condition. 
Marrow  smears,  eleven  weeks  after  splenectomy, 
showed  5 per  cent  eosinophilic  cells  and  small  num- 
bers of  megakaryocytes  morphologically  com- 
parable to  those  seen  prior  to  operation.  His  blood 
has  remained  normal  for  five  months. 

Summary  and  Conclusions 

1.  ACTH  and  cortisone  were  employed  in  three 
patients  with  so-called  idiopathic  thrombocytopenic 
purpura.  In  one,  platelets  were  maintained  at  nor- 
mal levels  by  ACTH  but  were  not  influenced  by  cor- 
tisone. Splenectomy,  nevertheless,  was  required  to 
produce  a permanent  remission.  In  a second, 
ACTH  had  no  effect,  but  cortisone  induced  a com- 
plete and  permanent  remission.  In  a third,  no 
effect  on  platelets  was  achieved  with  either  hormone, 
but  splenectomy  was  followed  by  a cure. 


2.  In  addition  to  the  preoperative  value  of  the 
platelet  response  initiated  by  the  hormones,  their 
beneficial  effect  of  increasing  capillary  resistance 
probably  contributed  to  the  relative  bloodlessness 
of  surgery.  The  second  effect  was  of  particular  im- 
portance in  one  patient,  on  whom  splenectomy  was 
done,  whose  platelets  were  uninfluenced  by  the  hor- 
mones. 
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FORMER  MEDICAL  OFFICERS  SURVEYED 

In  analyzing  467  questionnaires  returned  by  for- 
mer armed  forces  medical  officers,  the  A.M.A.  Coun- 
cil on  National  Emergency  Medical  Service  has 
extracted  pertinent  data  on  percentage  of  time  spent 
in  treatment  of  military  personnel  and  their  de- 
pendents, staffing  conditions,  and  the  number  of 
physicians  willing  to  remain  in  service. 

The  survey  of  former  army,  navy,  and  air  force 
physicians  shows: 

1.  Percentage  of  time:  Between  44  per  cent  and 
54  per  cent  of  total  overseas  time  was  spent  in  treat- 
ment of  military  personnel  and  between  39  per  cent 
and  53  per  cent  of  total  domestic  time.  Treatment 


of  dependents  took  between  19  per  cent  and  28  per 
cent  of  overseas  time  and  between  25  per  cent  and 
44  per  cent  of  domestic  time. 

2.  Staffing  conditions:  Overstaffing- — 136  re- 

plies— ranged  from  15  per  cent  to  44  per  cent.  Under 
staffing — 79  replies — ranged  from  15  per  cent  to  28  per 
cent.  Adequate — 227  replies — ranged  from  42  per 
cent  to  58  per  cent. 

3.  Willing  to  stay  in  service:  214  replied  ves; 
236  no. 

The  Council  will  continue  to  send  out  question- 
naires to  physicians  as  they  return  to  civilian  life. — 
American  Medical  Association  News  Notes,  April, 
1953 


POLYARTHRITIS  AND  ERYTHEMA  NODOSUM  IN  SARCOIDOSIS 


Alvin  Katsman,  M.D.,  Brooklyn,  New  York* 

( From  the  Medical  Service,  University  Division,  the  Kings  County  Hospital,  and  the  Department  of 
Medicine,  College  of  Medicine,  State  University  of  New  York  at  New  York  City ) 


"DOLYARTHRITIS  associated  with,  and  attrib- 

uted  to  sarcoidosis  is  considered  to  be  rare. 
Myers  et  al.  could  find  only  six  such  cases  in  the 
literature,  and  recently  they  added  four  more  of 
their  own.1  They  described  a syndrome  of  migra- 
tory polyarthritis,  erythema  nodosum,  hilar  adenop- 
athy, and  fever.  Gastrocnemius  biopsy  in  three 
of  their  cases  revealed  a granulomatous  infiltration 
of  the  striated  muscle. 

We  have  recently  observed  a patient  presenting 
the  above  described  syndrome  in  whom  a lymph 
node  biopsy  revealed  epithelioid  granulomas.  No 
such  granulomas  were  found,  however,  in  a single 
gastrocnemius  muscle  biopsy. 

Case  Report 

M.  P.,  a twenty-seven-year-old  white,  Italian, 
male,  junk  dealer,  was  admitted  to  the  Medical 
Service,  University  Division,  of  the  Kings  County 
Hospital  on  March  18,  1952,  with  a chief  complaint 
of  migratory  joint  pains.  The  patient  had  been 
relatively  well  until  one  month  before  admission 
when  he  first  noted  malaise,  fever,  cough,  and  pain 
in  both  arms  and  hands.  After  five  days  he  con- 
sulted his  private  physician,  who  gave  him  one  in- 
jection of  penicillin  and  instituted  a ten-day  course 
of  100  mg.  of  cortisone  per  day  for  “possible  rheu- 
matic fever.”  The  patient  felt  somewhat  improved 
during  this  treatment,  but  he  complained  of  mild, 
frontal  headache  and  generalized  muscular  aching 
which  was  especially  severe  in  the  back  of  his  neck. 
After  completing  his  course  of  cortisone,  he  again 
noted  malaise,  migratory  joint  pains,  and  fever. 
The  affected  joints  hurt  on  movement  but,  accord- 
ing to  the  patient,  were  not  unusually  red  or  swollen. 
He  presented  himself  for  admission  two  weeks  after 
completing  his  cortisone  therapy. 

The  past  history  revealed  “yellow  jaundice” 
while  the  patient  was  in  the  Army  in  1944. 

Physical  examination  on  admission  disclosed  a 
husky  male  who  appeared  dehydrated  and  acutely 
ill.  The  temperature  was  102.4  F.,  pulse  120, 

I and  blood  pressure  130/100.  The  lungs,  heart,  and 
abdomen  were  normal  on  physical  examination. 
There  was  no  lymphadenopathy,  hepatomegaly, 
or  splenomegaly.  Both  elbow  joints  were  warm 
but  painless;  the  wrists  and  ankles  were  tender  on 
motion,  and  the  knees  were  hot,  tender,  red,  and 
swollen.  Brownish,  painless  macules  were  noted  to 
be  scattered  over  the  anterior  chest  and  shoulders. 

The  hemoglobin  on  admission  was  18.5  Gm., 
white  blood  count  16,500  per  cu.  mm.  with  a differ- 
ential count  of  69  per  cent  segmented  neutrophils, 
19  per  cent  lymphocytes,  8 per  cent  monocytes,  and 
4 per  cent  eosinophils.  The  sedimentation  rate  was 
24  mm.  in  thirty  minutes  (Linzenmeier  method). 
The  serologic  test  for  syphilis  and  the  urinalysis 
were  negative. 

Since  it  was  originally  thought  that  the  patient 
had  rheumatic  fever,  he  was  given  8.0  Gm.  of  aspirin 


* Dr.  Katsman  at  present  is  serving  with  the  U.S.  Air 
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Fig.  1.  Photomicrograph  of  a section  of  cervical 
lymph  node,  showing  multiple  epithelioid  granulo- 
mas with  absence  of  either  tissue  fibrosis  or  necrosis 
of  cells.  (150  X) 


daily  by  mouth.  While  on  this  treatment,  he  had 
little  relief  from  his  symptoms  and  continued  to  run 
a fever  of  around  101  F.  with  afternoon  spikes  up 
to  103.8  F.  An  x-ray  of  the  chest  on  admission 
showed  hilar  adenopathy  with  no  parenchymal 
infiltration,  so  that  numerous  diagnostic  procedures 
were  initiated  to  investigate  other  causes  of  the 
fever,  polyarthritis,  and  the  hilar  adenopathy. 

The  hemoglobin  one  week  after  admission  to  the 
hospital  was  13.5  Gm.,  white  blood  count  was 
10,050,  with  a normal  differential  count,  and  the 
sedimentation  rate  was  38  mm.  in  sixty  minutes. 
An  examination  of  the  bone  marrow  was  normal. 
The  tuberculin,  histoplasmin,  coccidioidin,  and  Frei 
tests  were  negative.  Several  electrocardiograms 
were  interpreted  as  being  normal.  X-rays  of  pelvis, 
long  bones,  hands,  feet,  skull,  and  nasal  bones  re- 
vealed no  abnormality.  Several  blood  cultures  were 
negative.  The  blood  urea,  sugar,  uric  acid,  pro- 
tein, albumin-globulin  ratio,  cholesterol,  alkaline 
phosphatase,  calcium,  phosphorus,  and  cephalin 
flocculation  tests  were  within  normal  limits.  Agglu- 
tination tests  for  typhoid  O and  H,  paratyphoid  A 
and  B,  proteus  OX19,  and  Brucella  abortus  were 
negative.  The  trichinosis  complement  fixation  test 
and  heterophil  antibody  test  were  also  negative. 
Sputum  examinations  for  acid-fast  organisms  and 
stool  examinations  for  occult  blood,  ova,  and  para- 
sites were  done,  but  nothing  was  found. 

One  week  after  admission  the  patient  developed 
raised,  red,  tender  papules  over  both  lower  legs. 
These  were  typical  of  erythema  nodosum.  The 
macules  on  the  chest  were  considered  to  be  tinea 
versicolor.  The  nodules  on  the  legs  gradually 
disappeared  over  a period  of  ten  days. 

Fever  persisted  for  four  weeks,  following  which  a 
gradual  return  of  the  temperature  to  normal  levels 
occurred.  The  patient  received  aspirin  therapy 
for  five  weeks  except  for  a short,  diagnostic  cessation 
of  medication  during  the  second  hospital  week. 
The  drug  seemed  to  have  no  effect  subjectively  or  on 
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Fig.  2.  Photomicrograph  of  a section  of  positive 
Kveim  skin  biopsy,  showing  multiple  epithelioid 
granulomas  with  absence  of  either  tissue  fibrosis  or 
necrosis  of  cells.  (85  X) 


the  temperature  response.  The  joint  tenderness  and 
swelling  also  subsided  gradually  during  the  first 
four  weeks  of  hospitalization,  and  the  patient  gained 
steadily  in  strength.  Repeated  x-rays  and  fluoros- 
copies of  the  lungs  revealed  the  hilar  adenopathy 
to  be  unchanged. 

A positive  Kveim  skin  test,  which  had  been  in- 
jected intradermally  on  April  8,  a barely  palpable, 
inferior,  anterior,  cervical  lymph  node,  and  a section 
of  gastrocnemius  muscle  were  all  obtained  by  biopsy 
under  local  anesthesia  on  May  1.  The  lymph 
node  and  Kveim  biopsy  showed  multiple  epithelioid 
granulomas  consistent  with  sarcoidosis  (Figs.  1 and 
2).  Acid-fast  stains  were  negative. 

The  patient  was  discharged  on  May  7 with  a 
diagnosis  of  sarcoidosis.  During  the  last  week  of 
hospitalization,  the  patient’s  temperature  was 
normal,  and  he  had  no  complaints. 


Comment 

This  patient  with  fever,  polyarthritis,  erythema 
nodosum,  and  hilar  adenopathy  presents  a clinical 
picture  identical  to  that  of  the  cases  described  by 
Myers  et  alA  In  our  case,  however,  a single 
muscle  biopsy  did  not  reveal  granulomatous  foci 
of  sarcoidosis  in  skeletal  muscle  similar  to  those 
found  in  the  lymph  node. 

It  is  possible  that  many  instances  of  “spon- 
taneous” erythema  nodosum  described  in  the  litera- 
ture are  in  reality  manifestations  of  sarcoidosis. 
Five  of  50  cases  of  erythema  nodosum  reported  by 
Wasserman  and  Jules  had  hilar  adenopathy.2 
Ureles  and  Kalmansohn  first  reported  the  use  of 
cortisone  in  a patient  with  erythema  nodosum, 
whose  chest  plate  revealed  hilar  adenopathy,  and 
who  complained  of  joint  pains  and  fever.3  The 
symptoms  disappeared  promptly  on  the  institution 
of  cortisone  therapy,  and  the  patient  was  followed 
during  a two-month  remission  which  occurred  after 
he  had  received  cortisone  treatment  for  three  weeks. 

The  patient  discussed  here  was  relatively  free  from 
symptoms  during  the  ten  days  that  he  received 
cortisone  at  the  onset  of  his  complaints.  However, 
an  exacerbation  occurred  promptly  on  cessation  of 
therapy,  and  the  disease  apparently  ran  its  usual 
initial  course.  This  fact  is  of  some  interest  in  view 
of  the  recent  papers  which  suggest  long-term  corti- 
sone therapy  for  sarcoidosis.4 
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PR  AID— “YOUR  DOCTOR”  FILM 

Tops  on  the  list  of  1953  public  relations  aids  for 
medical  societies  is  the  “Your  Doctor”  film.  Local 
societies  are  urged  to  continue  its  promotion  through 
two  channels— -( 1 ) encourage  commercial  theaters 
to  book  the  film  through  RKO-Radio  Pictures;  (2) 
arrange  showings  of  the  16-mm.  version  to  all  seg- 
ments of  the  community. 

In  most  areas,  a brief  announcement  of  the  avail- 
ability of  “Your  Doctor”  will  stimulate  a continu- 
ing demand.  The  16-mm.  version  can  be  booked  in 


two  wa3rs.  The  A.M.A.  has  arranged  for  Modem 
Talking  Picture  Sendee  to  handle  orders  through- 
out the  country.  Only  charge  is  for  postage  and 
insurance.  The  second  booking  method  is  through 
state  and  county  societies.  Individual  prints  may 
be  secured  at  .$70  per  copy  from  RKO-Radio  Pictures 
and  requests  filled  by  society  offices.  Purchase  1 6-mm. 
prints  from  Mr.  Arthur  M.  Good,  RKO-Radio  Pic- 
tures, 1270  Avenue  of  the  Americas,  New  York  City. 
— AM  A News  Notes,  March,  1953 


EFFECT  OF  ACTH  IN  A CASE  OF  EOSINOPHILIC  LEUKEMIA 


Isadore  Rothstein,  M.D.,  Maxwell  Spring,  M.D.,  and  Benjamin  S.  Berley,  M.D.,* 
Bronx,  New  York 

( From  the  Departments  of  Pathology  and  Medicine,  The  Bronx  Hospital) 


rT"lHE  report  of  an  additional  case  of  eosinophilic 
leukemia  is  believed  to  be  of  interest  because  of 
the  rarity  of  the  condition,  only  about  25  cases  hav- 
ing been  described  in  the  literature  thus  far.  A 
review  of  the  literature  is  deemed  unnecessary  at 
this  time,  since  Evans  and  Xesbit  and  others  have 
written  excellent  reviews  of  the  subject.1  There  has 
been  a reluctance  to  accept  eosinophilic  leukemia  as 
a separate  disease  entity.  Many  have  regarded  it 
as  a variant  of  myeloid  leukemia,  with  a predom- 
inance of  the  eosinophilic  series  of  granulocytes. 
In  view  of  the  known  effects  of  ACTH  (pituitary 
adrenocorticotropic  hormone)  on  the  leukocytes  in 
the  peripheral  blood,  chiefly  the  eosinophils,  an 
unusual  opportunity  presented  itself  to  observe  the 
effect  of  ACTH  in  a patient  with  eosinophilic  leuke- 
mia. 

Case  Report 

History. — F.  A.,  a sixty-one-year-old  white  female, 
was  admitted  to  the  Bronx  Hospital,  Medical  Serv- 
ice of  Dr.  Max  Weiss,  on  February  15,  1951,  with  a 
history  of  gradual  onset  of  low  back  pain  and  mild 
generalized  aching  in  upper  extremities  during  the 
previous  eight  months.  She  had  also  noted  pro- 
gressive weakness  and  fatigue  in  the  last  four  months. 
There  had  been  one  episode  of  menorrhagia  three 
months  previously.  She  stated  that  she  had 
bruised  easily  for  the  past  seven  months,  had  had 
several  attacks  of  mild  epistaxis,  but  no  hemoptysis, 
hematemesis,  or  melena. 

Physical  Examination.- — -The  patient  was  a well- 
developed.  well-nourished  white  female  who  ap- 
peared pale  and  chronically  ill.  The  pupils  were 
normal,  conjunctivae  pale,  and  the  left  fundus 
showed  numerous  hemorrhages,  old  and  recent. 
The  right  fundus  could  not  be  visualized  because  of 
cataracts.  There  were  small  petechiae  on  the  hard 
and  soft  palate.  The  anterior  cervical  lymph  nodes 
were  slightly  enlarged.  There  was  a small  nodule  in 
the  right  lobe  of  the  thyroid.  The  lungs  revealed  a 
few  fine  rales  at  the  right  base.  The  heart  rhythm 
was  regular  sinus  with  a grade  1 systolic  murmur  at 
the  apex.  The  blood  pressure  was  130/60,  the 
pulse  90,  and  temperature  100  F.  The  abdomen 
was  obese,  and  the  liver  was  felt  two  finger-breadths 
below  the  costal  margin.  The  spleen  was  not  pal- 
pable. The  skin  showed  several  ecchymotic  areas 
over  the  trunk,  and  several  petechiae  on  the  legs. 

Laboratory  Findings. — The  blood  picture  is  shown 
in  Table  I.  For  the  sake  of  brevity,  several  deter- 
minations of  hemoglobin  and  erythrocytes  have  been 
omitted  from  the  table.  From  February  17  to 
March  5,  they  varied  from  38  to  58  per  cent  hemo- 
globin, and  from  1,600,000  to  3,100,000  erythrocytes 
per  cu.  mm.  The  urea  nitrogen  was  12.7  mg.  per 
cent,  creatinine  1.1  mg.  per  cent,  uric  acid  3.2  mg. 
per  cent,  alkaline  phosphatase  3.8  King-Armstrong 
units,  total  proteins  8.1  Gm.  with  albumin  3.1  Gm. 

* Dr.  Berley  was  formerly  Resident  in  Medicine,  The 
Bronx  Hospital.  His  present  residence  is  Kingston.  Pennsyl- 
vania. 


and  globulin  5.0  Gm.  The  electrocardiogram  was 
within  normal  limits.  Radiographic  examination  of 
the  chest  showed  enlargement  of  the  heart  in  its 
transverse  diameter,  with  increased  bronchial  vas- 
cular markings. 

Course. — The  temperature  on  admission  was  100 
F.,  and  by  the  third  hospital  day  it  had  risen  to 
103  F.  The  patient  became  moderately  cyanotic 
and  dyspneic.  Fine,  moist  rales  were  heard  in  both 
lungs.  She  wras  started  on  aureomycin,  500  mg. 
four  times  daily,  but  her  temperature  continued  to 
rise  daily  up  to  103  to  104  F.  After  nine  days  of 
aureomycin  therapy,  there  wras  no  change  in  the 
patient’s  condition.  Penicillin  was  substituted, 
without  any  effect  on  her  temperature.  The 
cyanosis  and  dyspnea  improved.  She  was  given 
periodic  500  cc.  whole  blood  transfusions,  a total  of 
seven  in  all.  Her  hemoglobin  rose  from  4.6  Gm.  to 
12.5  Gm.  and  the  platelets  from  5,000  to  20,000  per 
cu.  mm.  Following  one  of  the  transfusions  she 
developed  a large  hematoma  of  the  right  forearm, 
which  subsided  slowly  in  seven  days.  At  this  time 
the  stools  became  watery,  dark  brown,  and  then 
black.  The  ecchymosis  of  the  skin  increased.  On 
her  tenth  hospital  day,  February  21,  1951,  the  urea 
nitrogen  was  44  mg.  per  cent,  and  on  March  6,  1951, 
it  w'as  93  mg.  per  cent.  On  March  2,  12.5  mg.  of 
ACTH  every  six  hours  was  instituted.*  Because  of 
lack  of  cooperation  on  the  part  of  the  patient,  a 
bone  marrowr  aspiration  could  not  be  performed 
prior  to  ACTH  therapy.  On  the  following  day  the 
temperature  fell  to  100  F.  and  did  not  rise  above  that 
level  thereafter.  During  the  week  of  ACTH  therapy 
there  was  a marked  decrease  in  the  percentage  of 
peripheral  blood  eosinophilic  granulocytes  (Table  I). 
On  March  8,  1951,  an  iliac  crest  marrow  puncture 
w'as  performed.  The  total  number  of  all  nucleated 
cells  was  only  41,000  per  cu.  mm.,  probably  indicat- 
ing some  admixture  with  blood.  Of  these,  26.4  per 
cent  of  the  cells  were  nucleated  red  blood  cells, 
3.6  per  cent  of  the  cells  were  myeloblasts  and  pre- 
myelocytes, and  7.4  per  cent  were  of  the  eosino- 
philic series  in  various  stages  of  development.  The 
latter  morphologically  resembled  the  leukemic  eo- 
sinophilic cells  found  in  the  blood.  The  ACTH 
was  discontinued  on  March  8,  1951,  after  a total 
dose  of  400  mg.  The  patient  became  weak,  stupor- 
ous, and  had  bloody  red  liquid  stools.  On  March  10, 
1951,  the  twenty-fourth  hospital  day,  she  lapsed  into 
coma  and  died. 

Necropsy  Findings. — Necropsy  was  done  by  Dr. 
Walter  Solomon  on  March  10,  1951,  one  and  one- 
half  hours  after  death.  Permission  for  examination 
of  the  brain  was  not  obtained.  There  were  ec- 
chymoses  on  both  forearms  and  over  the  right  iliac 
crest  and  adjacent  abdomen.  The  peritoneal  cavity 
contained  500  cc.  of  serosanguinous  fluid.  The 
visceral  and  parietal  peritoneum  was  studded  w'ith 

* A preliminary  Thorn  test  was  done,  and  since  very  few  of 
the  cells  stained  well  with  eosin,  the  eosinophil  count  was 
considered  too  low  to  be  reliable  and  was  not  included  in  the 
report.  The  actual  results  were  1,565  eosinophils  per  cu. 
mm.  before  ACTH  and  1,085  eosinophils  per  cu.  mm.  four 
hours  after  25  mg.  ACTH. 
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TABLE  I. — Laboratory  Findings  During  Administration  of  ACTH  in  a Case  of  Eosinophilic  Leukemia* 

Date 

February  15,  1951 

February  18,  1951 

February  28,  1951 

March  6,  1951 

March  9,  1951 

Hemoglobin  (Sahli) 

32  per  cent,  4.6  Gm. 

58  per  cent,  8.4  Gm. 

86  per  cent,  12.5  Gm. 

48 

Der  cent.  7.0  Gm. 

Erythrocytes  per 

cu.  mm. 

1 ,300,000 

2,820.000 

4.250,000 

2.100.000 

Leukocytes  per  cu. 

mm. 

54.000 

61 ,600 

37,200 

35,000 

10,600 

Mveloblasts 

6 

5 

9 

4 

2 

Premyelocytes 

8 

12 

3 

3 

1 

Myelocytes 

Eosinophilic 

13 

11 

14 

1 

Neutrophilic 

1 

1 

Basophilic 

Juveniles 

3 

4 

i 

Eosinophilic 

8 

13 

18 

l 

1 

Neutrophilic 

2 

4 

2 

3 

Basophilic 

i 

Band  Forms 

Eosinophilic 

31 

31 

23 

4 

2 

Neutrophilic 

7 

7 

4 

14 

30 

Basophilic 

2 

Segmented 

Eosinophils 

13 

7 

5 

1 

2 

Neutrophils 

2 

9 

9 

63 

Basophils 

1 

Lvmphocytes 

6 

1 

6 

5 

2 

Monocvtes 

1 

i 

1 

Normoblasts 

3 per  100  white  blood  3 per  100  white  blood  1 per  100  white  blood 

8 per  100  white 

13  per  100  white 

cells 

cells 

cells 

blood  cells 

blood  cells 

Platelets  per  cu. 

mm. 

5,000 

20,000 

5,000 

* ACTH  in  a total  dose  of  400  mg.  was  given  from  March  2 to  8 inclusive. 


numerous  punctate  hemorrhages.  The  mucosa  of 
the  colon  was  covered  entirely  by  many  small,  flat 
polypoid  projections.  There  were  also  pin-point 
hemorrhages  in  the  splenic  capsule,  pancreas,  renal 
pelvis  and  into  the  mucosa  of  the  major  bronchi. 
There  were  no  enlarged  lymph  nodes.  The  liver 
was  of  average  size  and  weight.  The  spleen  was 
slightly  enlarged,  weighed  200  Gm.,  and  showed  no 
gross  pathology,  except  for  the  petechiae  on  the  sur- 
face. The  adrenals  showed  no  gross  abnormalities. 
The  vertebral  marrow  had  a pink  color. 

Histopathology.- — The  pulp  of  the  spleen  showed 
areas  of  hemorrhage  and  leukemic  infiltration,  many 
of  the  cells  being  eosinophilic  in  type.  In  the  large 
intestine  there  were  multiple,  small,  mushroom-like, 
elevated  granulomata  arising  from  the  mucosal  sur- 
face, with  no  evidence  of  ulceration  of  the  interven- 
ing mucosa.  The  latter  revealed  leukemic  infiltra- 
tion of  the  supporting  stroma.  There  was  sparse 
focal  leukemic  infiltration  of  the  kidneys,  lungs, 
pancreas,  and  myocardium,  but  not  of  the  liver  and 
adrenals.  The  vertebral  marrow  spaces  were  mark- 
edly widened,  and  were  literally  packed  with  numer- 
ous cells,  both  leukemic  and  normal,  in  various 
stages  of  development.  There  was  a definite  in- 
crease in  cells  of  the  eosinophilic  series. 

Comment 

Some  of  the  cases  of  eosinophilic  leukemia  re- 
ported in  the  literature  have  presented  a problem  in 
diagnosis  because  the  eosinophils  were  chiefly'  of  the 
mature  type,  and  the  leukocytosis  was  not  exces- 
sive. Such  cases  not  only  have  necessitated  a care- 
ful differentiation  from  various  systemic  diseases 
capable  of  producing  marked  eosinophilia,  but  also 
have  required  confirmation  by  bone  marrow  studies 
and,  where  possible,  necropsy  examination.  In  our 
patient  the  diagnosis  of  eosinophilic  leukemia  was 
made  on  the  finding  in  the  peripheral  blood  of  a 
marked  leukocytosis  with  the  presence  of  myeloblasts, 
as  well  as  immature  and  mature  eosinophils.  The 
leukemic  eosinophils  of  all  types  were  approximately 


the  same  size  as  neutrophils.  The  granules  varied 
in  size,  but  most  of  them  were  considerably’  larger 
than  those  found  in  normal  eosinophils.  This  fea- 
ture has  also  been  noted  by  Hodgson  et  al.  and  by 
others.2  In  most  of  the  cells  of  this  patient  the 
granules  were  arranged  in  groups  and  occupied 
from  one  fourth  to  three  fourths  the  area  of  the  cy- 
toplasm. After  ACTH  therapy’,  there  were  fewer 
cells  of  the  eosinophilic  series  but  no  noteworthy 
changes  in  morphology’.  The  necropsy7  examination 
confirmed  the  clinical  diagnosis. 

Hills  et  al.3  applied  to  man  the  results  of  the 
animal  experiments  of  Dougherty7  and  White4 
with  ACTH  and  found  that  after  a 25-mg.  injection 
into  a patient  with  intact  adrenals,  there  is  a fall  in 
the  circulating  eosinophils  and  lymphocytes  with  a 
rise  in  the  polynnorphonuclear  leukocytes.  Then- 
work  formed  the  basis  for  the  Thom  test  for  the 
detection  of  adrenocortical  insufficiency7.6  Follow- 
ing the  administration  of  ACTH,  the  fall  in  circulat- 
ing eosinophils  was  more  pronounced  and  more 
consistent  than  was  the  fall  in  lymphocytes.  Fur- 
thermore, Forsham  et  al.  have  shown  that  with  the 
continuous  administration  of  ACTH,  the  eosinophil 
level  remained  low  throughout,  whereas  the  lym- 
phocytes tended  to  rise  after  an  initial  depression.6 
The  neutrophils  showed  a marked  and  sustained 
rise.  After  withdrawal  of  ACTH  there  was  a 
prompt  return  to  normal.  The  mechanism  of  this 
phenomenon  is  not  known,  but  the  adrenal  gland 
appears  to  be  important  in  the  control  of  the  eosino- 
phil level. 

In  view  of  the  ty-pe  of  leukemia  which  our  patient 
had,  we  thought  it  might  be  interesting  to  study  the 
effect  of  ACTH  on  the  eosinophils  in  the  blood  and 
upon  the  course  of  the  disease  itself.  The  subse- 
quent blood  counts  showed  a fall  in  the  total  leuko- 
cyte count,  with  a marked  reduction  in  the  number 
of  eosinophils  of  all  types,  with  a concomitant  ab- 
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solute  increase  in  the  segmented  neutrophils.  It  is 
noteworthy  that  the  patient’s  leukemic  blood  cells 
followed  the  same  general  response  pattern  to 
ACTH  therapy  that  is  known  to  occur  after  its  ad- 
ministration to  a normal  individual,  namely,  an 
eosinopenia  and  a neutrophilia.  In  most  of  the  pre- 
viously reported  cases  this  phenomenon  has  not  oc- 
curred.* Either  the  eosinophilic  blood  picture  has 
been  maintained  throughout  the  entire  course  of 
the  disease,  or  an  occasional  case  of  eosinophilic 
leukemia  has  terminated  as  myeloblastic  leukemia.8 
There  was  difficulty  in  obtaining  ACTH  for  our  pa- 
tient because  of  a shortage  in  supply,  and  treatment 
could  not  be  begun  until  her  general  condition  was 
poor.  When  she  became  semicomatose  on  the  day 
before  her  death,  treatment  was  discontinued.  No 
conclusions  can  be  drawn  regarding  any  possible  ef- 
fect on  the  clinical  course  of  the  disease  since  the 
period  of  observation  was  too  short.  It  is  hoped 
that  studies  of  future  cases  of  eosinophilic  leukemia 


* Results  following  ACTH  therapy  similar  to  those  noted 
by  us  have  also  been  reported  by  Donohue  et  al.1  They  de- 
scribed complete  disappearance  of  eosinophils  from  the  blood 
of  a male,  age  seven  years,  suffering  from  eosinophilic  leu- 
kemia. 


treated  with  ACTH  will  provide  further  informa- 
tion regarding  the  prognosis  of  this  disease. 

Summary 

A case  of  eosinophilic  leukemia  has  been  reported 
in  which  a marked  reduction  in  the  number  of  eo- 
sinophils in  the  peripheral  blood  was  noted  following 
the  administration  of  ACTH. 
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RUBELLA  IN  EARLY  PREGNANCY:  NEW  STUDY  OF  FETAL  EFFECTS 


Abnormal  effects  on  the  fetus  when  mothers  con- 
tract rubella  during  the  early  stage  of  pregnancy 
have  been  described  by  Lundstrom  of  Stockholm, 
Sweden,  in  a preliminary  report  on  1,067  children 
of  rubella  patients. 

Investigation  of  an  epidemic  in  Sweden  in  1951 
revealed  that  rubella  during  the  first  four  months 
of  pregnancy  appears  to  be  associated  with  an  in- 
crease in  the  incidence  of  stillbirth,  neonatal  mor- 
tality, congenital  abnormality,  and  prematurity. 
The  incidence  in  this  group  was  found  to  be  ap- 
proximately 17  per  cent,  as  compared  to  about  six 
per  cent  in  a control  series  of  2,452  children. 


An  increased  incidence  of  abnormalities  (11  per 
cent)  was  also  recorded  in  children  of  women  with  a 
history  of  a previous  attack  of  rubella  who,  although 
exposed  to  infection  during  the  first  four  months  of 
pregnancy,  had  not  then  contracted  it. 

Women  who  had  not  previously  had  the  disease 
and  were  exposed  to  it  during  pregnancy  without 
contracting  it  showed  only  a slightly  higher  incidence 
of  abnormal  fetuses  (7  per  cent)  than  the  controls. 

Lundstrom  concludes  “that  the  prophylactic  use 
of  serum  should  be  extended  to  all  women  exposed  to 
rubella  during  early  pregnancy.” — Lundstrom,  R.: 
Acta  paediat.,  November,  1952 
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FREE  CHOICE  OF  PHYSICIAN  AND  FREE  CHOICE  OF  PLAN 
A Report  of  a Study  of  the  Panken  and  Condon-Rabin  Bills 
Aaron  Kottler,  M.D.,  Brooklyn,  New  York 
{Vice-Chairman,  Council  Committee  on  Legislation,  Medical  Society  of  the  State  of  New  York ) 


nPHERE  is  no  question  in  the  mind  of  any  indi- 
vidual  as  to  the  desirability  of  social  justice  and 
economic  security  for  the  individual.  But  neither, 
at  least  from  our  present  state  of  mind,  is  there  any 
question  of  the  paramount  need  and  desirability  of 
individual  freedom.  That  freedom  includes  not 
only  a freedom  and  independence  of  an  all-power- 
ful state,  but  also  the  freedom  of  and  by  the 
individual  to  pursue  the  economic  welfare.  There 
is -no  question  that  such  freedom  can  be  obtained 
only  under  the  system  of  free  enterprise. 

Unless  the  medical  profession  is  ready  to  accept 
and  submit  to  a philosophy  comparable  to  that  of  the 
welfare  state,  it  is  essential  that  we  actively  press  for 
and  strive  to  obtain  the  philosophy  of  the  four  free- 
doms. 

That  this  task  is  not  a simple  one,  in  view  of  the 
current  pressure  of  legislation  and  international 
thinking,  is  manifested  very  clearly  when  a review 
and  survey  is  made  of  the  many  laws  enacted  by  the 
legislatures  of  all  types  and  units  of  government, 
which  infringe  upon  the  individual  liberties. 

It  has  been  said  that  one  of  the  most  important 
characteristics  of  the  modern  world  “is  the  constant 
interest  shown  in  social  problems  and  in  social 
security.  The  introduction  of  effective  measures 
of  social  security  and  public  assistance  is  considered 
one  of  the  best  means  of  alleviating  misery  and  of 
avoiding  the  emergence  of  seditious  forces.” 

We  respectfully  submit  that  the  principal  answer 
to  all  arguments  for  the  philosophy  of  the  welfare 
state  is  to  impugn  the  motives  of  those  advancing 
such  arguments. 

The  code  of  ethics  of  the  medical  profession  was 
formulated  as  a result  of  years  of  learning  and  expe- 
rience, stemming  from  the  ancient  philosophers. 
This  code  of  ethics  not  only  governs  the  everyday 
activity  of  the  practitioner,  but  also  frowns  on  any 
action  which  might  tend  to  discredit  the  profession 
in  the  eyes  of  the  public. 

Section  4 of  Article  VI  of  the  Principles  of  Pro- 
fessional Conduct  adopted  by  the  Medical  Society  of 
the  State  of  New  York,  as  revised  and  amended  in 
1950,  provides:  “The  right  of  a patient  freely  to 
choose  his  doctor  must  be  preserved  and  maintained. 
Nothing  in  any  individual  or  group  method  of  prac- 
tice must  be  permitted  to  interfere  with  this  right.” 

A review  of  the  legislation,  both  for  and  against 
the  aforesaid  pronouncement  and  the  actual  prac- 
tices involved  thereunder,  readily  indicates  that  the 


medical  profession  is  suffering  its  submission  to  the 
welfare-state  type  of  philosophy  and  the  encroach- 
ments against  the  free  choice  of  physician  and  the 
free  choice  of  medical  treatment  planned. 

On  May  28,  1951,  the  United  States  Senate  Com- 
mittee on  Labor  and  Public  Welfare,  pursuant  to 
Senate  Resolution  Number  273,  reported  on  the 
health  insurance  plans  in  the  United  States.  Lender 
the  leadership  of  Senator  Lehman,  the  report  found 
that  “28  states  have  legislation  authoming  the 
establishment  of  only  such  medical-service  insurance 
plans  as  are  operated  or  in  some  way  controlled  by 
the  medical  profession.  Two  of  these  states  have 
laws  restricting  control  of  medical-service  plans  to 
the  medical  profession  but  also  have  laws  per- 
mitting consumer-controlled  or  other  types  of  plans. 
Ten  states  have  laws  permitting  the  establishment  of 
medical-service  plans,  but  not  requiring  that  they  be 
controlled  by  the  medical  profession.  Ten  states 
have  no  legislation  on  the  subject.” 

To  avoid  the  encroachments  upon  the  medical 
profession,  the  report  further  found  that:  “There  are 
several  ways  in  which  these  laws  vest  control  of 
medical-service  insurance  plans  in  the  medical  pro- 
fession. They  may  require  that  such  a plan  be  in- 
corporated by  licensed  physicians  only,  or  that  a 
majority  of  the  governing  board  must  be  licensed 
physicians.  Other  laws  require  that  the  state  med- 
ical association  approve  or  appoint  all  members,  or  a 
majority  of  the  governing  board.  In  other  states,  the 
law  permits  such  a plan  to  operate  only  if  50  per  cent 
(or  some  other  specified  proportion)  of  all  licensed 
physicians  in  the  state  or  local  area  have  agreed  to 
participate  in  it,  prior  to  its  incorporation.  In  cer- 
tain other  states,  the  law  requires  ‘freedom  of  choice 
of  physicians’  for  the  enrollees  of  a plan  or  that  all 
licensed  physicians  be  permitted  to  participate. 
Such  phrases  are  apparently  intended  to  exclude 
any  plan  for  physicians’  services  that  operates 
through  contracts  with  a select  panel  of  physicians 
or  with  medical  groups.” 

We  in  New  York  State  are  placed  in  the  position 
that  the  medical  profession  cannot  and  does  not  have 
the  controlling  voice  in  the  regulation  of  such  med- 
ical care  plans  and  does  not  assist  the  patient  really 
to  obtain  a free  choice  of  physician.  Such  legisla- 
tion as  has  been  introduced  in  the  State  Legislature 
which  would  provide  for  a complete  and  absolute 
freedom  of  choice  of  both  plan  and  physician  has 
been  ignored. 
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It  is  interesting  to  note  that  the  members  of  the 
Congress,  recognizing  the  initial  freedoms  inherent 
in  our  Constitution,  have  submitted  legislation  in 
support  thereof.  In  1952,  Representative  Gwinn  in- 
troduced a joint  resolution  (H.  R.,  J.  Res.  491),  which 
would  provide  that:  “Section  1.  The  government 
of  the  United  States  shall  not  engage  in  any  business, 
professional,  commercial  or  industrial  enterprise  in 
competition  with  its  citizens,  except  as  specified  in 
the  Constitution.” 

On  February  19,  1952,  in  the  New  York  State 
Senate,  Senator  Condon  submitted  an  “Act  to 
Amend  the  Insurance  Law”  (Senate  Int.  2416),  in 
relation  to  nonprofit  medical  and  dental  indemnity, 
on  hospital  service  corporations,  which  provided 
that:  “4.  In  any  case  in  which  the  state  or  a political 
subdivision  of  the  state  contributes  part  or  all  of  the 
cost  for  medical  or  dental  expense  indemnity  or 
hospital  service,  the  subscriber  shall  have  the  right 
to  select  for  such  expense  indemnity  or  service  any 
nonprofit  medical  care  plan  authorized  under  this 
article  and  approved  by  the  superintendent  of 
insurance.”  This  bill  never  came  out  of  the  com- 
mittee. 

On  February  14,  1952,  Senator  Panken  introduced 
a bill  into  the  New  York  State  Senate  (Int.  1975) 
which  would  provide  for  the  creation  of  a temporary 
State  commission  to  study  the  feasibility  of  having  a 
free  choice  of  physician  in  any  nonprofit  medical  and 
dental  indemnity  or  hospital  service  corporation. 
This  bill  also  never  came  out  of  the  committee. 

The  Friedman  Hospital  Bill  (Senate  Int.  1675) 
never  came  out  of  the  committee,  although  your 
Committee  on  Legislation  urged  its  enactment. 

Again  in  1952,  Senator  Panken  (Senate  Int.  1082) 
urged  the  passage  of  legislation  to  provide  a free 
choice  of  physician  and  medical  expense  indemnity, 
whether  or  not  the  doctor  was  designated  or  ap- 
proved by  the  insurance  carrier.  This  bill  also  got 
lost  in  the  committee. 

In  1952,  the  Condon-Rabin  Bill  (Senate  Int. 


2416,  Assembly  Int.  2745),  which  your  State  Society 
committee  urged  the  reintroduction  of,  was  in  fact 
reintroduced,  and  although  the  committee  actively 
worked  for  its  passage,  the  bill  never  was  brought  up 
in  the  legislative  halls  for  discussion. 

Presently  pending  before  the  City  Council  of  the 
City  of  New  York  is  the  Vogel  Resolution  which 
would  provide  for  a free  choice  of  physician  to  all 
city  employes  now  covered  under  a group  insurance 
contract.  Hearings  were  held  before  a session  of  the 
City  Council,  at  which  time  the  bill  was  debated  and 
memoranda  of  law  and  fact  submitted  by  the  pro- 
ponents of  the  legislation  as  well  as  by  the  opposi- 
tion. The  bill  has  not  yet  been  brought  before  the 
body  of  the  City  Council  for  vote,  although  the  pro- 
ponents of  the  bill  have  been  readily  gaining  support 
therefor.  It  is  strongly  urged  that  the  members  of 
the  medical  profession  write  to  the  members  of  the 
City  Council  and  actively  urge  the  passage  of  this 
resolution. 

It  is  further  suggested  that  appropriate  legislation 
be  enacted  to  amend  the  articles  of  the  Principles 
of  Professional  Conduct  to  provide  a greater  rigidity 
against  the  invasion  of  the  theory  of  free  choice  and 
to  censure  such  opposition  to  this  ideal. 

In  the  face  of  professional  pressures  and  special 
legislation,  it  will  become  difficult  to  provide  any 
infringement  upon  the  inherent  rights  of  freedom  of 
choice  of  physician  and  plan.  The  welfare  state 
theorists,  realizing  this,  have  stated  in  the  Senate 
Report  referred  to  above  that  “by  far  their  most 
serious  problem,  however,  is  the  resistance  of  the 
medical  profession  to  any  insurance  plan  whose 
enrollees,  in  joining  the  plan,  choose  as  their  doctors 
the  limited  staff  that  has  been  selected  to  serve  the 
plan.” 

It  is  felt  that  this  limitation  offers  unfair  com- 
petition to  nonparticipating  physicians.  The  med- 
ical profession  must  take  an  affirmative  stand  in 
pressing  for  the  enactment  of  legislation  to  carry  on 
the  basic  freedoms  allowed  to  the  citizenry  under 
our  great  Constitution. 


CHANGING  INDICATIONS  FOR  THERAPEUTIC  ABORTION 


During  the  last  ten  years  it  has  become  increas- 
ingly apparent  that  medical  advances  are  altering 
basic  attitudes  on  the  necessity  of  therapeutic  abor- 
tion. That  many  indications  for  such  procedures 
are  no  longer  considered  tenable  is  brought  out  by  a 
statistical  study  of  therapeutic  abortions  at  the  Los 
Angeles  county  hospital  during  the  last  twenty  years. 
Dr.  Keith  P.  Russell  found  that  (1)  twenty  years 
ago  in  that  hospital  the  incidence  was  one  in  every 
106  deliveries;  during  the  least  five  years  it  was  one 
in  2,864;  during  the  last  year,  one  in  8,383.  (2)  Only 

12  abortions  have  been  performed  in  the  last  five 
years  for  (a)  maternal  cardiac  disease,  6;  (6)  renal 
and  hypertensive  disease,  4;  (c)  pulmonary  tuber- 


culosis, 2.  (3)  No  abortions  have  been  performed 

for  hyperemesis  gravidarum  since  1937,  and  none 
for  pyelitis  since  1939.  (4)  No  abortions  have  been 

performed  for  fetal  indications  in  the  last  five  years. 
(5)  None  has  been  performed  for  mental  or  nervous 
system  diseases  since  1942.  (6)  Of  those  aborted, 

over  75  per  cent  were  also  sterilized.  (7)  Hysterec- 
tomy was  the  procedure  of  choice  during  the  last 
ten  years  when  sterilization  with  abortion  was 
desired,  used  in  over  70  per  cent  of  sterilizations  per- 
formed. (8)  Maternal  mortality  has  continued  to 
decline  despite  lower  incidence  of  therapeutic  abor- 
tion.— Journal  of  the  American  Medical  Association, 
January  10,  1953 
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Charles  E.  Birch,  M.D.,  of  White  Plains  and 
Katonah,  died  on  May  11  at  the  age  of  ninety. 
Dr.  Birch  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  College  in  1891 
and  began  his  practice  in  White  Plains.  In  1894 
he  was  elected  village  health  officer  of  White  Plains 
and  coroner  of  Westchester  County.  During 
the  influenza  epidemic  of  1918  he  was  assistant 
surgeon  for  the  U.S.  Public  Health  Service  in  New 
England.  In  1897  Dr.  Birch  installed  a goose-neck 
wall  telephone  in  his  office  and  used  it  until  he  re- 
tired from  practice  in  1951,  when  he  gave  it  to  the 
Bell  telephone  system.  Dr.  Birch  was  formerly  a 
member  of  the  White  Plains  Hospital  Staff  and  a 
member  of  the  American  Institute  of  Homeopathy 
and  the  New  York  State  Homeopathic  Society. 

H.  Richard  Charlton,  M.D.,  of  Bronxville,  died 
on  May  14  at  his  home  at  the  age  of  seventy-four. 
Dr.  Charlton  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1901  and  interned  at  Roosevelt  Hospital,  New 
York  City.  During  World  War  I he  served  as  a 
captain  with  the  U.S.  Army  Medical  Corps  and  was 
stationed  in  France.  In  1928  Dr.  Charlton  organ- 
ized the  Westchester  Cancer  Committee  and  served 
as  its  chairman  for  eighteen  years.  For  many 
years  he  served  on  the  staff  of  Lawrence  Hospital 
in  Bronxville  and  was  consulting  gynecologist  there 
at  the  time  of  his  death.  Dr.  Charlton  was  a mem- 
ber of  the  New  York  Obstetrical  Society,  the  West- 
chester County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American 
Medical  Association 

Robert  Madden  Cleary,  M.D.,  of  Buffalo,  died  on 
April  5 at  the  Buffalo  General  Hospital  at  the  age  of 
fifty-nine.  Dr.  Cleary  received  his  medical  degree 
from  the  University  of  Michigan  Medical  School  in 
1920  and  interned  at  the  University  Hospital  in 
Ann  Arbor,  Michigan.  Since  1922  he  had  practiced 
orthopedic  surgery  in  Buffalo.  Dr.  Cleary  had  been 
assistant  professor  of  orthopedic  surgery  at  the 
University  of  Buffalo  School  of  Medicine,  attend- 
ing orthopedic  surgeon  at  Buffalo  General  and 
Children’s  Hospitals,  and  consulting  orthopedic 
surgeon  at  Mercer  and  Mever  Memorial  Hospitals. 

A Diplomat®  of  the  American  Board  of  Orthopedic 
Surgery,  Dr.  Cleary  was  a member  of  the  American 
Academy  of  Orthopedic  Surgeons,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Emanuel  L.  Falk,  M.D.,  of  Brooklyn,  died  on 
March  20  at  the  age  of  sixty-seven.  Dr.  Falk  re- 
ceived his  medical  degree  from  the  Long  Island  Col- 
lege Hospital  Medical  School  in  1911.  He  had 
been  adjunct  otolaryngologist  at  the  Maimonides 
Hospital.  A Diplomat®  of  the  American  Board  of 
Ophthalmology  and  a Diplomate  of  the  American 
Board  of  Otolaryngology,  Dr.  Falk  was  a member  of 


the  Brooklyn  Otolaryngological  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 


Clinton  Preston  McCord,  M.D.,  of  Albany,  died 
on  May  10  at  his  home  at  the  age  of  seventy-two. 
Dr.  McCord  received  his  medical  degree  from  the 
University  of  Pennsylvania  Medical  College  in 
1912  and  came  to  Albany  as  assistant  director  of  the 
Bender  Laboratory.  During  World  War  I he  was 
consultant  to  the  U.S.  Surgeon  General  and  as- 
sisted in  the  organization  of  the  Veterans  Ad- 
ministration after  the  war.  For  fifteen  years  Dr. 
McCord  was  director  of  health  for  the  Albany  public 
schools,  where  he  introduced  the  use  of  mental 
examinations  and  organized  special  classes  for 
handicapped  and  retarded  children.  He  had  been 
instructor  in  social  psychiatry  at  the  Albany  Medi- 
cal College  and  organized  the  first  mental  hygiene 
association  in  Albany.  In  1944  he  and  several 
associates  established  the  Albany  Society  for  the 
Advancement  of  Psychosomatic  Medicine. 

A Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology,  Dr.  McCord  was  a member 
of  the  American  Psychiatric  Association,  the 
American  Psychoanalytic  Association,  the  American 
Orthopsychiatric  Association,  the  American  As- 
sociation for  Research  in  Psychosomatic  Problems, 
the  New  York  Psychoanalytic  Society,  the  New 
York  Society  for  Clinical  Psychiatry,  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


John  J.  McGrath,  M.D.,  of  Belmar,  New  Jersey, 
formerly  of  New  York  City,  died  on  May  17  in 
Fitkin  Hospital,  Neptune,  New  Jersey,  at  the  age 
of  eighty-six.  Dr.  McGrath  was  graduated  from 
the  Columbia  University  College  of  Phvsieians  and 
Surgeons  in  1889  and  interned  at  New  York  Hospi- 
tal. For  twenty  years  he  was  professor  of  surgery 
at  the  New  York  Post-Graduate  Hospital  and  had 
also  been  professor  of  surgery,  surgical  director,  and 
visiting  surgeon  at  Fordham  Hospital;  professor  of 
surgery  at  Fordham  University;  visiting  surgeon 
to  the  Foundling  Hospital,  and  president  of  the 
medical  board  of  the  Polyclinic  and  Columbus  Hos- 
pitals. 

In  1923  Dr.  McGrath  was  appointed  to  the  board 
of  trustees  of  Bellevue  and  Allied  Hospitals  and 
served  as  president  of  the  board  for  six  years,  until 
1929,  when  the  group  of  hospitals  under  his  juris- 
diction was  merged  with  the  New  York  City  De- 
partment of  Welfare  and  the  Department  of  Health 
to  form  the  city  Department  of  Hospitals.  Until 
his  recent  retirement,  he  had  served  as  consulting 
surgeon  at  the  New  York  Polyclinic,  Fordham,  and 
Unity  Hospitals.  A Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  McGrath  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
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State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Lee  Ogden,  M.D.,  of  New  York  City  and  Green- 
wich, Connecticut,  died  on  May  12  at  his  home  in 
Greenwich  at  the  age  of  sixty-five.  Born  in  St. 
Petersburg,  Russia,  Dr.  Ogden  received  his  medical 
degree  from  the  University  of  Munich  in  1913. 
During  World  War  I he  served  as  a lieutenant 
colonel  in  the  Czarist  army.  From  1925  to  1927 
Dr.  Ogden  was  assistant  professor  at  the  College 
of  France  in  Paris,  following  which  he  came  to  the 
United  States  to  lecture  at  the  Sea  View  Hospital, 
Staten  Island.  Dr.  Ogden  was  chief  of  the  chest 
service  at  the  Gouverneur  Hospital  Outpatient  De- 
partment and  associate  attending  physician  at 
Gouverneur  Hospital.  A Fellow  of  the  American 
College  of  Chest  Physicians,  he  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Alfred  Harrison  Parsons,  M.D.,  of  Sayville,  Long 
Island,  and  formerly  of  Great  Neck,  died  on  May  3 
at  his  home  at  the  age  of  seventy-five.  Dr.  Parsons 
received  his  medical  degree  from  the  Long  Island 


College  Hospital  Medical  School  in  1905.  During 
World  War  I he  served  as  a major  with  the  U.S. 
Army  Medical  Corps  and  during  World  War  II 
as  a member  of  the  Great  Neck  Draft  Board.  Dr. 
Parsons  had  practiced  in  Great  Neck  for  thirty-five 
years,  until  his  retirement  in  1947,  and  for  many 
years  he  had  served  as  Great  Neck  school  physician. 
He  was  honorary  physician  at  the  Meadowbrook 
Hospital,  Hempstead,  and  physician  emeritus  at 
the  Nassau  Hospital,  Mineola.  Dr.  Parsons  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emerson  Waterbury  Rude,  M.D.,  of  Utica,  died 
on  April  25  at  his  home  at  the  age  of  seventy-seven. 
Dr.  Rude  received  his  medical  degree  from  the  New 
York  Homeopathic  Medical  College  in  1902  and  in- 
terned at  the  Lee  Hospital  in  Rochester.  In  1903 
he  began  his  practice  in  Uion,  where  he  was  one  of 
the  founders  of  the  Ilion  Hospital.  He  also  served 
on  the  staff  of  the  Herkimer  Hospital.  About 
thirty  years  ago  Dr.  Rude  moved  to  Utica,  where  he 
was  attending  physician  at  the  Utica  Memorial 
Hospital.  Dr.  Rude  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


THE  PHYSICIAN  AND  THE  REPORTER 
The  public’s  right  to  information  in  a field  so  inti- 
mately linked  with  its  happiness  imposes  certain 
moral  obligations  on  both  writer  and  doctor,  Mr. 
Bach  (director  of  press  relations  for  the  American 
Medical  Association)  thinks.  The  doctors  must  rid 
themselves  of  the  notion  that  a journalist  will  never 
get  anything  right,  recognizing  that  science  writers 
are  as  well  trained  for  their  specific  jobs  as  the  doctor 
is  in  his  field,  and  are,  by  and  large,  people  of  com- 
petence and  integrity.  In  his  own  area,  the  science 
writer  is  a specialist.  And,  as  Mr.  Bach  adds,  “All 
of  these  writers  work  for  an  institution  or  a business 
whose  freedom  is  guaranteed  under  the  Constitution 
of  the  United  States  and  all  of  the  state  constitutions. 
Under  such  guarantees,  the  press  stands  by  common 


consent  first  among  the  organs  of  public  opinion.  A 
reporter’s  job  is  to  report  news  accurately  and  im- 
partially, and  if  he  is  working  on  a medical  story  he 
naturally  turns  to  the  doctor  for  the  facts.  He 
should  turn  to  the  medical  profession  for  his  infor- 
mation because,  naturally,  it  is  the  best  informed 
and  should  always  be  considered  the  authoritative 
source. 

The  facts  about  American  medicine  and  the  health 
of  the  American  people  have  to  be  told  by  those 
who  know  them.  If  the  reporter  cannot  get  the 
facts  from  you,  the  doctor,  he  will  go  elsewhere  and 
the  chances  of  the  medical  profession  for  getting  an 
accurate  story  before  the  public  will  be  lost.” — 
GP,  October,  1952 
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Grants  Awarded  to  New  York  University-Bellevue 
Medical  Center — Grants  in  the  amount  of  §5,266 
have  been  received  by  the  New  York  University- 
Bellevue  Medical  Center  from  the  American  Cancer 
Society,  Inc.,  for  cancer  studies  and  research  to  be 
conducted  by  the  Xew  York  University  College  of 
Medicine  and  the  Xew  York  University  Post- 
Graduate  Medical  School. 

In  the  College,  the  Department  of  Chemistry 
received  SI, 485  for  the  support  of  studies  on  micro- 
analysis of  amino  acids  and  proteins  in  the  form  of 
isotopic  derivatives. 

The  Department  of  Pharmacology  received  a 
§1,863  grant  for  the  study  of  adrenal  cortical  hor- 
mones and  their  interrelationship  and  dependence 
upon  the  pituitary,  and  a grant  of  §725  for  research 
in  enzymatic  mechanism  of  amino  nitrogen  transfer 
and  urea  formation. 

The  Post-Graduate  Medical  School  received  a 
grant  amounting  to  §1,193,  for  investigation  of 
nutritional  factors  in  endocrine  therapy  of  prostatic 
cancer. 

Jean  Redman  Oliver  Annual  Lectureship  In- 
stituted— The  Jean  Redman  Oliver  .Annual  Lecture- 
ship was  initiated  on  May  12,  1953,  at  State  Univer- 
sity of  Xew  Y'ork,  College  of  Medicine.  Dr.  Jean 
Oliver,  professor  of  pathology  at  the  State  Univer- 
sity of  Xew  York  College  of  Medicine  at  Xew  Y'ork 
City,  presented  a paper  on  “The  Recovery  Phase 
of  Acute  Renal  Failure,”  as  the  first  of  the  new  series. 

The  lectureship  is  sponsored  by  the  alumni  and 
undergraduate  members  of  the  local  chapter  of  the 
Phi  Lambda  Kappa  medical  fraternity.  Dr. 
Louis  Berger,  an  alumnus  of  Phi  Lambda  Kappa, 
and  clinical  associate  professor  of  surgery,  and  presi- 
dent, Kings  County  Medical  Society,  announced 
that  the  lectureship  “would  henceforth  be  known  as 
the  Jean  Redman  Oliver  Annual  Lectureship  in 
honor  of  the  man  who  has  done  so  much  to  clarify 
the  structural  and  functional  aspects  of  kidney 
disease.” 

Dr.  Oliver  has  been  granted  special  permission 
by  the  State  University  to  engage  in  vital  research 
for  the  .Armed  Forces  Epidemiological  Board  on  the 
renal  lesion  of  epidemic  hemorrhagic  fever,  a myster- 
ious, deadly  disease  among  our  troops  in  Korea. 
In  1952,  Dr.  Oliver  was  awarded  the  William  Wood 
Gerhard  Medal  for  “zeal  in  research.” 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education  Foun- 
dation for  March,  1953,  from  Xew  Y'ork  State  were: 
Drs.  Raymond  M.  Abrams,  Alex  E.  Ada.  Albert 
H.  Aldridge.  Walter  P.  Anderton,  Frank  L.  Babbott, 
George  Baehr,  M.  Baker,  Herman  Bakst,  David  H. 
Barash.  Ralph  L.  Barett,  Frank  Bassen,  Louis  Berk, 
Alice  Bernheim,  Saul  Bernstein,  Goodwin  M. 
Breinin,  Charles  W.  Briemer,  Bruce  Buchenholz, 
Charles  L.  Burstein,  T.  G.  Caceci,  Royall  G.  Canna- 
day,  Victor  Carabba,  Robert  E.  Carroll,  Henry  W. 
Cave,  E.  C.  Coats,  Abraham  D.  Cohen,  Isidore  H. 
Cohn,  Ralph  Colp,  R.  Conklin,  C.  Cooke,  George  S. 
Cowan,  Mary  M.  Crawford,  Francis  S.  Creighton, 
Burrill  B.  Crohn. 


Also:  Drs.  Richard  Disernia,  Joel  Dasch,  Ernest 
P.  De  Santo,  Archie  L.  Dean,  Matthew  Di  Giorgi, 
Andrew  A.  Eggston,  Ruth  Eissler,  Anny  Elston, 
William  A.  Feirer,  J.  Felsen,  Joseph  Ferrara,  L. 
Fessler,  Charles  L.  Fox,  Jr.,  Joseph  L.  Frey,  Max 
Frick,  David  Friedman,  Milton  Friedman,  Sidney 
Friedman,  Emil  Froeschels,  Sawnie  R.  Gaston, 
Francis  G.  Geer,  Irving  A.  Glass,  Alfred  Glauber, 
Henry  R.  Gold,  Ross  Golden,  Theodore  Golden, 
Thomas  A.  Gonzales,  John  R.  Graham,  Alex 
Gralnick,  Roland  Grausman,  .Arthur  J.  Greenberger, 
Oscar  Greene,  J.  C.  Greenwald. 

Also:  Drs.  Irving  B.  Harrison,  James  P.  Hennessy, 
.Albert  C.  Herring,  Julius  J.  Hertz,  .Albert  E.  Hether- 
ington,  George  F.  Hoch,  George  T.  Hoffman,  J.  T. 
Howell.  Edward  Jacobs,  Herbert  M.  Jacobs,  Harry 
Katz,  M.  R.  Kaufman,  John  F.  Keating,  Joseph  E. 
King,  Henry  B.  Kirkland.  Sophia  J.  Ivleegman, 
Emory  Ivlein,  Milton  D.  Klein,  F.  G.  Kokis,  John  G. 
Lang,  Louis  S.  Lapid,  Sidney  D.  Leader,  C.  F.  Leet, 
Phillip  R.  Lehrman,  Paul  J.  Lepore,  Charles  W. 
Lester,  Xorman  J.  Levy,  Maurice  J.  Lewi,  M. 
Lewisohn,  Timothy  C.  Liang,  Julia  V.  Lichten- 
stein, S.  Localio,  Ludwig  W.  Lowenstein,  .Alfonso 
A.  Lombardi. 

Also:  Drs.  Arthur  M.  Master,  Xina  Mazzola, 
Curtis  L.  Mendelson,  Samuel  Millbank,  Theodore 
R.  Miller,  Lawson  E.  Miller,  Jr.,  Seth  M.  Milliken, 
Anthony  X.  Modica,  Helen  Xeave,  Joseph  Xeu- 
burger,  Fritz  Xeuhaus,  Herbert  S.  Ogden,  Murray 
Peshkin,  Howard  Rapaport,  Rieva  Rosh,  A.  C. 
Rosner,  Herman  Roth,  Zoltan  Rubin,  Howard  A. 
Rusk,  Angelo  M.  Sala,  Robert  C.  Schleussner,  G. 
Schwartz,  Janies  W.  Smith,  Gabriel  Szekely,  B. 
M.  Vance,  William  G.  Von  Stein,  W.  J.  Walker, 
Willis  M.  Weeden,  William  C.  White,  and  Paul  M. 
Wood,  all  of  Xew  York  City. 

.Also:  Drs.  W.  G.  Abel,  F.  L.  Cooper,  D.  E.  Lester, 
and  P.  F.  Xugent,  East  Hampton;  Drs.  M.  H. 
.Alexander,  P.  Angelillis,  A.  Barth,  X.  Borken,  P.  V. 
Breitenberger,  G.  Brown,  A.  A.  Buscemi,  S.  J. 
Callerame,  U.  M.  Cennerazzo,  A.  Charlton,  O.  J. 
Cheevers,  I.  Cheifetz,  William  G.  Chorba,  M. 
Cohen,  J.  W.  Conroy,  Edward  R.  Cunniffe,  J.  S. 
Desopo,  M.  Daniel,  j.  E.  De  Francesco,  F.  P.  De 
Luce,  D.  J.  Dolan,  E.  J.  Dolan,  D.  V.  Durante, 
Barnett  I.  Edelsack,  M.  Eisenstat,  C.  L.  Engelsher, 
D.  L.  Engelsher,  Charles  Fama.  J.  Fein,  F.  M. 
Ferrante,  H.  Field,  Hvman  M.  Finkelstein,  T.  L. 
Fisk,  E.  P.  Flood,  S.  L.  Frank,  H.  Friedland,  S.  M. 
Friedland,  H.  Friedman,  J.  T.  Friedman,  J.  H. 
Friedman. 

Also:  Drs.  J.  T.  Geddis,  P.  F.  Gianatasio,  S. 
Ginsberg,  Israel  Gitlitz,  W.  Goldstein,  J.  Golomb, 
Milton  J.  Goodfriend,  F.  A.  Graig,  A.  J.  Granata, 
M.  Greenberg,  R.  B.  Gross,  F.  Grossman,  W.  J. 
Grote,  Jr.,  Frederick  G.  Guggenbuhl,  J.  J.  Haggerty, 
A.  F.  Imperiale,  X.  B.  Juskowitz,  C.  M.  Kapp,  D. 
Kastoff,  H.  H.  Kaufman,  H.  C.  Kelley,  E.  J. 
Komora,  I.  I.  Koslin,  M.  H.  Krakow,  L.  Kramer, 
J.  F.  La  Sala,  J.  S.  Labate,  P.  Ladin,  X.  J.  Lamanda, 
A.  J.  Lauritano,  S.  Lechner,  M.  Leff.  H.  M.  Levine, 
J.  R.  Levine,  Jack  Levine,  Samuel  C.  Levine,  S. 
Lieberman,  B.  A.  LoBalbo,  J.  Lo  Cascio,  W.  T. 
Loehmann,  J.  A.  Lynch. 
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Also:  Drs.  C.  Mandel,  A.  F.  Marra,  Daniel  A. 
Martoccio,  M.  F.  McGowan,  L.  J.  McTague,  D.  J. 
Melfi,  A.  Merker,  L.  H.  Merker,  A.  P.  Merrill, 
G.  E.  Milani,  J.  Minkin,  Anthony  Miseo,  E.  J. 
Murphy,  G.  G.  Muscillo,  H.  B.  Nelson,  J.  J.  Poggi, 
Angelo  Procario,  M.  Raphael,  M.  H.  Robbins, 

C.  G.  Rottino,  A.  Rubin,  E.  H.  Rubin,  P.  Sacks, 
M.  I.  Salomon,  F.  W.  Schaeffer,  S.  B.  Schecter,  S.  J. 
Schneierson,  A.  S.  Sebo,  M.  S.  Senikowich,  M. 
Shields,  R.  Smelin,  D.  H.  Spotkov,  S.  S.  Steckel,  G. 
S.  Stern,  S.  A.  Suriano,  L.  Tabatznik,  A.  B.  Tamis, 
J.  Taub,  N.  J.  Totero,  Z.  J.  Vaclavik,  H.  A.  Wahn, 
Marcus  Widmann,  F.  W.  Williams,  and  C.  Wurm, 
Jr.,  all  of  the  Bronx. 

Also:  Drs.  F.  Abraham,  Royal  F.  Sengstacken, 
and  Paul  B.  Van  Dyke,  of  Suffern;  Drs.  Albert 
Accettola,  Charles  Accettola,  John  Beck,  Bernard 
Bloomquest,  Robert  Calta,  A.  Consentino,  Isadore 
Cooper,  Joseph  Coyle,  J.  Dagostino,  B.  De  Res- 
pinis,  Walter  Heldmann,  Alvin  Hulnick,  Leif 
Jensen,  Ellen  Jiroudek,  Cyril  Julian,  I.  F.  Klein, 
Edward  Lucey,  John  K.  Lucey,  G.  McCarthey,  W. 
Procci,  Michael  Rapp,  Edward  Robitzek,  Joseph 
Sidoti,  Joseph  Silverman,  Michael  Swick,  L.  Viola, 
Joseph  Worthen,  and  J.  Zweighaft,  all  of  Staten 
Island. 

Also:  Dr.  W.  P.  Adler,  St.  Johnsville;  Drs. 
William  A.  Affelder,  Luke  Berardi,  M.  Brahdy, 
Raymond  K.  Bush,  Julius  J.  Carucci,  William  P. 
Clark,  N.  F.  Fiegoli,  David  M.  Gordon,  Edward  A. 
Handy,  Henry  W.  Kaessler,  Milton  B.  Phillips, 
Francis  Rogliano,  James  Vaughan,  Carl  O.  Vrooman, 
and  Norman  Weinrod,  all  of  Mount  Vernon;  and 
Drs.  Arthur  Ahrens,  George  B.  Fernlund,  Sophie  H. 
Hirsch,  and  Charles  F.  Meierdiercks,  of  Richmond 
Hill;  Drs.  Walter  I.  Akana,  John  B.  De  Long,  L.  S. 
MacMillan,  Roy  J.  Marshall,  James  H.  McDonough, 
Dan  Mellen,  Henry  N.  Reid,  Edwin  P.  Russell, 
Martin  M.  Sanders,  and  Richard  Schulenklopper,  of 
Rome. 

Also:  Drs.  Charles  M.  Allaben,  Herbert  Bandell, 
Rolland  C.  Bates,  A.  F.  Baumann,  Alvin  R.  Car- 
penter, Howard  W.  Davis,  Wilbur  M.  Dixon, 
J.  S.  Grewal,  Howard  P.  Griffen,  S.  Hein,  Harold  W. 
McNitt,  Emil  C.  Mrozek,  Leon  G.  Payes,  Charles  L. 
Pope,  Mary  J.  Ross,  Dean  D.  Smith,  Charles  B. 
Steenburg,  Myrtle  M.  Wilcox,  James  B.  Woodruff, 
and  B.  I.  Wulff,  all  of  Binghamton;  Drs.  Abe 
Alper,  Robert  A.  Berman,  Meyer  L.  Goldman,  and 
Lester  J.  Greenberg,  of  Far  Itockaway;  Drs. 
Joseph  P.  Alvich,  George  W.  Brooks,  Violet  Kiel, 
James  A.  Ramsay,  Arthur  T.  Rowe,  and  Walter  T. 
Sullivan,  of  Bronxville. 

Also:  Drs.  Wardner  D.  Ayer,  Jurgens  H.  Bauer, 
Asher  Black,  Irl  H.  Blaisdell,  Eugene  N.  Boudreau, 
David  W.  Brewer,  Hans  J.  Bruns,  Agnes  Buck, 
Ralph  V.  Chester,  Donald  S.  Childs,  Chester  E. 
Clark,  Paul  C.  Clark,  Mark  E.  Conan,  Herbert 
Diaso,  Herman  J.  Dick,  Sidney  B.  Doolittle, 
Alfred  W.  Doust,  R.  S.  Dyer,  Arthur  D.  Ecker,  L. 
Ehegartner,  Irving  L.  Ershler,  Thomas  J.  Fahey, 
Robert  D.  Fairchild,  Louis  G.  Fournier,  Albert  II. 
Garofalo,  Otto  Gelormini,  Leon  II.  Griggs,  Murray 
Grossman,  Lee  A.  Hadley,  J.  G.  Fred  Hiss,  Gordon 

D.  Hoople,  Edward  C.  Hughes,  J.  E.  Kelly,  Thomas 
F.  Laurie,  Clark  J.  Laus,  Daniel  F.  Luby,  Richard  H. 
Lyons,  Searle  B.  Marlow,  William  J.  Michaels,  Jr., 
Donald  E.  Moore,  C.  G.  Murdock,  Charles  N. 
Needham,  Theodore  Perl,  Raymond  J.  Pieri, 
Stuart  A.  Pomeroy,  Angelo  J.  Raffaele,  Arthur  B. 
Raffl,  Monroe  A.  Rosenbloom,  Robert  H.  Rowner, 
Arland  D.  Ryan,  Rudolph  F.  Slowik,  Anthony  V. 
Stabile,  W.  W.  Street,  Byron  S.  West,  Joseph  R. 
Wiseman,  and  Richard  D.  Wiseman,  of  Syracuse. 


Also:  Drs.  Anthony  Aragona  and  Harold  J. 

Egan,  of  St.  Albans;  Drs.  Joseph  F.  Ascione, 
William  Beneson,  Alfred  Berman,  Thomas  L. 
Burns,  F.  S.  Butler,  Sidney  Cohen,  Louis  T.  Cornac- 
ehia,  John  DeHoff,  B.  Derrah,  Francis  DiFabio, 
Morton  J.  Geller,  Richard  Grimes,  A.  C.  Hoffman, 
Jerome  Jacoby,  George  J.  Lawrence,  Sidney 
Leshine,  E.  A.  Mittell,  Alfred  L.  Notaro,  Amedeo 
W.  Pallone,  and  Carol  M.  Vouaux,  of  Flushing; 
and  Drs.  Frederick  P.  Asher,  M.  Burtt.,  Edward 
Hall,  Henry  Humphrey,  Geoge  C.  McCauley, 
Simon  Schmal,  Henry  B.  Sutton,  Eben  Tisdale,  and 
Martin  B.  Tinker,  Jr.,  of  Ithaca;  Drs.  Alfred 
Angrist,  Morris  S.  Bender,  Michael  Bevilacqua, 
Monroe  Broad,  Robert  Coleman,  Stephen  Chasko, 
Ernani  D’Angelo,  Irene  Garrow,  Otto  Gillin, 
Michael  H.  Gould,  George  H.  Kittell,  Albert  Lesser, 
Frances  Lewis,  J.  P.  McManus,  Irving  Mayer, 
Aaron  Meister,  Saul  Miller,  Nino  V.  Panissidi, 
Eugene  O.  Rappaport,  J.  V.  Rizzi,  Sydney  J.  Rose, 
and  R.  C.  Ryan,  of  Jamaica. 

Also:  Dr.  Alex  Avrin,  of  Fort  Edward;  Drs. 
Sol  Axelrad,  Charles  F.  Blazik,  G.  Distler,  Victor 
Fresca,  William  C.  Goodwin,  Charles  C.  Mangi, 
Anthony  R.  Palma,  and  William  P.  Riley,  of  Wood- 
haven;  Drs.  A.  S.  Banks,  C.  J.  Bivona,  A.  Bockar, 
M.  Cote,  J.  C.  Donovan,  E.  H.  Douglass,  Jr.,  C.  E. 
Fallon,  A.  H.  Fenton,  J.  W.  McKeever,  C.  S.  Mc- 
William,  J.  W.  Overton,  T.  R.  Proper,  C.  B.  Reed, 
W.  A.  Shearer,  FI.  H.  Snyder,  G.  J.  Sprague,  P.  M. 
Traub,  and  E.  C.  Waterbury,  of  Newburgh. 

Also:  Drs.  Joseph  Banzer,  Samuel  Coleman, 

Raphael  DeMeo,  Morris  Goldman,  and  Hazel  B. 
Miller,  of  Hollis;  Drs.  George  Bartlett,  William  T. 
Boland,  Leonard  J.  Bolton,  John  H.  Burke,  Sr., 
Ethan  F.  Butler,  M.  F.  Butler,  Nathan  Cohen, 
Samuel  Cohen,  Gerald  T.  Connelly,  William  J. 
Cusick,  Charles  S.  Dale,  J.  G.  Gladston,  Arthur  C. 
Glover,  Robert  Good,  F.  S.  Hassett,  L.  L.  Hobler, 
Ross  E.  Hobler,  R.  S.  Howland,  J.  IF.  Hunt,  David 
Kaplan,  William  M.  Kelly,  J.  L.  Kinner,  William  H. 
Kober,  Charles  Id.  Kosmaler,  Swen  Larson,  Robert 
D.  Leonard,  Ping  P.  Liu,  James  A.  Mark,  Cliff 
H.  Marsh,  H.  B.  Marshall,  Joseph  J.  McConnell, 
Alfred  Mitchell,  George  R.  Murphy,  John  P. 
Murphy,  Rudolph  Schwarz,  Stewart  E.  Peterson, 
King  It.  Snyder,  Raymond  H.  Stoddard,  Jack  E. 
Thomas,  Gideon  Tropp,  Joseph  F.  Valicenti, 
Bert  G.  Voorhees  and  David  Wladis,  of  Elmira. 

Also:  Dr.  Cewsme  S.  Baresi  of  Silver  Creek; 
Drs.  F.  D.  Barnes,  August  L.  Beck,  Ralph  M.  De- 
Pasquale,  Harold  J.  Dunlap,  Harold  J.  Eisenberg, 
William  H.  Everts,  Hans  Freundlich,  Julius  C. 
Gray,  Fairfax  Hall,  John  F.  Miller,  M.  W.  Norton, 
William  H.  Oetting,  Maynard  G.  Priestman,  S. 
Stern,  and  Irving  Weinstein,  of  New  Rochelle; 
Drs.  Vincent  J.  Barone,  David  E.  Beilin,  Jessie 
Labanowski,  George  F.  Long,  and  Attilio  Morpurgo, 
of  Elmhurst;  Drs.  Peter  Baselice,  Guido  Boccardi, 
Daniel  Chillag,  Martin  Dollin,  James  Gesualdi, 
Bruno  Grossman,  N.  Iannotti,  Abraham  Jackson, 
Raphael  Landau,  William  London,  and  Albert 
Piket,  of  Astoria;  Drs.  Robert  Blaine,  Hermann 
Brenner,  Frank  J.  Cerniglia,  John  J.  Drucker, 
Robert  Erdman,  Leon  Falik,  Francis  X.  Fallon, 
Lydia  Friedlander,  Louis  Gillman,  Richard  Glauber, 
Alice  Howitt,  Joseph  Lerner,  Flenry  M.  Lipton, 
Buck  Luria,  Karl  M.  Neimand,  and  Bruno  Rosen- 
hain,  of  Forest  Hills. 

Also:  Dr.  David  Barton  of  Cohnton;  Drs. 

James  II.  Bennett  and  C.  A.  Hebblethwaite,  of 
Bakhvinsville;  Dr.  Stuart  H.  Bean,  Addison; 
Drs.  Walter  S.  Bennett  and  John  H.  Ring,  of  Gran- 
ville; Drs.  W.  Bennett,  W.  S.  Heroy,  W.  J.  Turner, 
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and  H.  0.  Wunderlich,  of  Huntington;  Drs.  Louis 

R.  Biagi,  John  Clowe,  Eugene  Davidoff,  D.  De  Lisa, 
George  F.  Emerson,  Robert  Fontes,  Jacob  Frumkin, 
Daniel  Hecker,  Frederick  A.  Groff,  William  J. 
Jameson,  H.  R.  Lester,  Stuart  F.  MacMillan,  Frank 
L.  Marting,  Shahab  Rahavy,  Ralph  D.  Reid,  Gomer 
Richards,  K.  J.  Sartoris,  T.  W.  Smith,  and  Louis  T. 
Tischeler,  of  Schenectady;  Dr.  J.  Bickel,  of  Sackets 
Harbor;  Drs.  Harold  V.  Bishop  and  Joseph  P. 
Nelson,  Chappaqua. 

Also:  Drs.  Isidor  Black,  Ralph  DeNicola,  William 
Filler,  Vincent  J.  Panvini,  and  Peter  A.  Perillo,  of 
Jackson  Heights;  Drs.  H.  H.  Blaisdell,  Lucius  H. 
Bugbee,  Harold  M.  Childress,  Noble  J.  Crandall, 
John  W.  Karr,  J.  J.  Prince,  A.  W.  Rappole,  Hugo 
Szabo,  Peter  J.  Vitanza,  and  Edward  Zimmer, 
of  Jamestown;  Drs.  H.  Boyd,  H.  Boyd,  Jr.,  William 

S.  Bush,  John  A.  Cooke,  John  A.  Cooke,  Jr.,  Herbert 
Derman,  M.  B.  Downer,  B.  J.  Dutto,  George  F. 
Einterz,  Leon  S.  Gray,  Alfred  W.  Harder,  Fred  W. 
Holcomb,  Jr.,  Herbert  B.  Johnson,  Kenneth  H. 
LeFever,  Douw  Meyers,  Robert  F.  Moseley, 
Robert  F.  Moseley,  Jr.,  Francis  E.  O’Connor, 
John  A.  Olivet,  Saul  Ritchie,  John  R.  Roberts, 
Edward  F.  Shea,  Maurice  H.  Silk,  Ted  R.  Smalldon, 
and  Glenn  D.  Van  Gaasbeek,  of  Kingston. 

Also:  Drs.  L.  R.  Fallot,  C.  Paddock,  and  S.  C. 
Rau,  of  Amityville;  Drs.  David  Childs,  Norbert 
Fethkey,  P.  J.  Fitzgibbons,  E.  B.  Kelly,  and  A.  J. 
Spencer,  of  Amsterdam;  Dr.  William  O.  Jackson,  of 
Avoca;  Dr.  V.  Emanuel,  of  Babylon;  Dr.  Wilbur 
S.  Rose,  of  Ballston  Lake;  Drs.  Robert  Jenks, 
David  Johnson,  Joseph  Krawczyk,  and  B.  S. 
Mansueto,  of  Batavia;  Drs.  V.  S.  Higby,  Joseph 
F.  Kenzie,  and  E.  P.  Smith,  of  Bath;  Drs.  F. 

R.  Bussey,  B.  L.  Feuerstein,  J.  E.  Muncie, 
J.  J.  Murphy,  B.  J.  Ryan,  and  S.  Shlimbaum, 
of  Bay  Shore;  Drs.  David  Diamondstone,  Charles 
E.  Ellard,  Jr.,  Isidore  L.  Epstein,  Ignaz  Handl, 
Martin  E.  Laspoff,  Stanley  Mark,  and  Herbert 
Mendel,  of  Bayside. 

Also:  Dr.  Leonard  W.  Haynes,  of  Bedford; 

Dr.  Dorothy  Grey,  of  Belfast;  Dr.  Elizabeth  F. 
Khayat,  of  Bellaire;  Dr.  Ralph  Cudlipp,  Jr.,  of 
Brasher  Falls;  Dr.  Edward  Schwabe,  of  Brocton; 
Drs.  Edwin  J.  Foley,  Jacob  R.  Handelsman,  Russell 
E.  Reitz,  and  Joseph  A.  Russo,  Jr.,  of  Brooklyn; 
Dr.  John  W.  Zerkowski,  of  Buffalo;  Dr.  Ralph 
Bruckheimer,  of  Cassadaga;  Dr.  J.  J.  Cacioppo, 
of  Central  Islip;  Drs.  George  Mills  and  Edmund  T. 
Rumble,  of  Callicoon;  Dr.  B.  J.  Young,  of  Calver- 
ton;  Dr.  Cano  Forte,  of  Cambria  Heights;  Dr. 
Howard  Romack,  of  Cambridge;  Dr.  James  A. 
Stringham,  of  Canandaigua;  Dr.  Ernest  H.  Stretton, 
of  Canton;  Dr.  L.  F.  Foster,  of  Center  Moriches; 
Dr.  Charles  Rosen  and  Dr.  Oscar  Wilcox,  of  Chat- 
ham; Dr.  W.  W.  Davis,  of  Chester;  Drs.  Basil 
Harris,  Leroy  C.  Harris,  and  James  Mithofer,  of 
Cooperstown;  Dr.  G.  Giergini,  of  Copaigue;  Dr. 
Sydney  McLouth,  of  Corfu;  Drs.  John  R.  Brown, 
Jr.,  L.  J.  Graham,  Maynard  W.  Gurnsey,  Doris 
Pieri,  and  E.  E.  Whipple,  of  Corning. 

Dr.  Joseph  D.  Micelotta,  of  Corona;  Dr.  J.  B. 
Gere,  III,  of  Cornwall-on-Hudson;  Cortland  City 
Medical  Woman’s  Auxiliary,  Cortland;  Dr.  John 

S.  Miller,  Jr.,  of  Crown  Point;  Dr.  George  G.  Miles, 
of  Downsville;  Dr.  Charles  B.  Mosher,  of  Dunkirk; 
Dr.  S.  O.  Bronslaus,  of  East  Dunkirk;  Dr.  Anthony 
Ruggiero,  of  Ellenville;  Drs.  Emil  Ekstein,  Herta 
Eckstein,  and  Arthur  Solomon,  of  Endicott;  Dr. 
Joseph  Brudny,  of  Fabious;  Dr.  Clara  H.  Gregory, 
of  Fayetteville;  Drs.  Robert  Lyman  and  Stefan 
Rose,  of  Fillmore;  Dr.  Louis  S.  Del  Bello,  of  Forrest- 
ville;  Dr.  Leo  Thume,  of  Fort  Ann;  Drs.  W.  C. 


Fox,  S.  Potters,  and  C.  Slater,  Fort  Plain;  Dr. 
Charles  D.  Stinard,  of  Franklin ; Dr.  R.  M.  Weidler, 
of  Frewsburg;  Drs.  Ray  E.  Deuel,  Jr.,  Kenneth 
Fairfax,  Robert  Morrow,  and  Philip  W.  Skinner,  of 
Geneva;  Dr.  H.  G.  Henry,  of  Germantown;  Drs. 
Howard  R.  Gerber  and  William  G.  Lynch  of 
Glendale. 

Also:  Drs.  Edward  Holcomb,  Paul  Lowenstein, 
Everett  Perkins,  and  Robert  Warner,  of  Glovers- 
ville;  Drs.  V.  R.  S.  Quackenbush,  F.  T.  Seward, 
N.  H.  Witt,  of  Goshen;  Dr.  Morris  Miller,  of  Great 
Neck;  Dr.  R.  L.  Skinner,  of  Greenwich;  Dr. 
Frank  Redmond,  of  Haverstraw;  Dr.  Thomas  S. 
Cotton,  of  Hornell;  Drs.  Murray  Elkins  and 
Norbert  Preminger,  of  Howard  Beach;  Drs.  E.  C. 
Bliss,  R.  C.  Bliss,  Robert  H.  Little,  E.  A.  Jacobs, 
and  Heinz  Salm,  of  Hudson;  Dr.  C.  V.  Latimer,  Jr., 
and  Dr.  John  McCann,  of  Hudson  Falls;  Dr.  S. 
Teich,  Huntington  Station;  Dr.  Harry  Jacobs, 
Hurleyville;  Drs.  Sumner  Kaufman  and  D.  D. 
Moore,  of  Islip;  Dr.  D.  J.  Wexler,  of  Islip  Terrace; 
Dr.  John  Larabee,  of  Johnstown;  Dr.  Max  Epstein, 
of  Jeffersonville;  Drs.  Wesley  Y.  Culver  and  Robert 

E.  Tschorn,  of  Katonah;  Dr.  A.  R.  Goff,  of  Keene; 
Dr.  John  H.  Evans,  Keeseville;  Drs.  Alfred  M. 
Feldshuh  and  William  R.  Galeota,  of  Kerhonkson; 
Drs.  Cliff  C.  Carter,  B.  Coleman,  and  A.  X.  Rossien, 
of  Kew  Gardens. 

Also:  Dr.  R.  F.  Wagner,  Kings  Park;  Dr. 

Francis  W.  D’ Avignon,  of  Lake  Placid;  Drs. 
Seymour  Fine  and  Hugh  McHugh,  of  Larchmont; 
Dr.  H.  L.  Steiner,  Lindenhurst;  Dr.  Herman  L. 
Harding,  Liverpool;  Drs.  Rosario  F.  Drago,  Dr. 
Anthony  J.  Emmi,  Victor  Fimia,  A.  Franco,  and 
William  J.  Lavelle,  of  Long  Island  City;  Drs. 
Milton  Drexler,  R.  E.  Machan,  and  Philip  J. 
O’Reilly,  of  Mamaroneck;  Dr.  Leo  G.  Weishaar, 
Jr.,  Manuet;  Dr.  William  C.  Gallo,  Margaret ville; 
Drs.  J.  B.  Pike  and  Lanpher  C.  Weston,  of  Massena; 
Dr.  Leon  M.  Popoff,  of  Mattydale;  Drs.  Alfred  R. 
Ernst  and  Anthony  C.  Reiger,  of  Maspeth;  Dr.  D. 
Rakov,  of  Maybrook;  Drs.  P.  H.  Faivre,  F.  Hollen- 
berg,  J.  W.  Larsen,  L.  O.  Larsen,  R.  L.  Schmitt,  L. 
Schlessel,  J.  Schloss,  C.  H.  Thompson,  Jr.,  and  S.  L. 
Truex,  Middletown;  Dr.  Charles  J.  DiCosimo,  of 
Mineville;  Dr.  Harold  J.  Platz,  of  Minoa;  Dr. 
Violet  R.  McCasland,  of  Moriah;  Drs.  F.  M. 
Pruyn  and  Grant  Sanger,  of  Mount  Kisco;  Dr.  M. 
Halperin,  Narrowsburg;  Drs.  A.  D.  Brown  and 
Esther  L.  Moeller,  of  New  Hartford;  Drs.  Erhard 
Boetzel  and  Virgil  B.  DeWitt,  of  New  Paltz;  Dr. 
Walter  J.  Karwowski,  New  York  Mills;  Dr.  C.  E. 
Drysdale,  Northport;  Dr.  K.  A.  Durand,  North- 
ville;  Dr.  H.  L.  Wilson,  Norwich;  Dr.  Henry 
Vinicor,  Norwood;  Dr.  James  B.  Rooney,  of  Nyack; 
Genesee  County  Medical  Society  Woman’s  Auxil- 
iary, and  Dr.  Raymond  Warn,  of  Oakfield;  Drs. 
John  W.  Latcher  and  C.  F.  Ryan,  of  Oneonta. 

Also:  Drs.  Vincent  Del  Vecchio  and  Edwin  H. 
Huntington,  of  Ossining:  Medical  Society  County 
of  Oswego  Auxiliary,  Oswego;  Drs.  D.  L.  Jellinger 
and  E.  Klane,  Patchogue;  Dr.  Walter  Heuman, 
Pavilion;  Dr.  Eliza  Caldwell,  Pelham;  Dr.  Algird 

F.  White,  Philmont,;  Dr.  N.  Viggiano,  Piermont; 
Drs.  R.  A.  Higgons  and  Anthony  R.  Mascia,  of 
Port  Chester;  Drs.  James  E.  Glavin  and  Otton 
Lazar,  of  Port  Henry;  Drs.  S.  Feinberg  and  R.  S. 
Mills,  of  Port  Jefferson;  Drs.  A.  H.  Keniston,  D.  P. 
Schultz,  and  E.  J.  Walter,  of  Port  Jervis. 

Also:  Drs.  Jennie  Carson,  William  R.  Carson,  and 
M.  L.  Stevenson,  of  Potsdam:  Drs.  William  C. 
Brons,  Sidney  Diamond,  and  Francis  J.  Martell,  of 
Queens  Village;  Dr.  James  Monroe,  Ray  Brook; 
Dr.  John  H.  Hirchfield,  of  Richfield  Springs; 
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Dr.  E.  F.  Merrill,  Rochester;  Dr.  D.  C.  Rulon, 
ELocky  Point;  Dr.  Alfred  Hesse,  Roscoe;  Dr.  W.  F. 
Roettinger,  of  Ronkonkoma;  Drs.  LeRoy  Levinson 
and  Ephraim  J.  London,  of  Rego  Park;  Drs. 
Curlin  C.  Craven,  Basil  Harris,  Margaret  Loder, 
Robert  Mallory,  III,  Mary  M.  Man,  and  John  L. 
Slabey,  of  Rye;  Dr.  F.  F.  Holmberg,  of  Sag  Harbor; 
Dr.  Bertram  W.  Gifford,  of  Saugerties;  Drs.  John 
Cannon,  Daye  W.  Follett,  William  Hammond, 
Axel  M.  Hjort,  Jane  Lester,  Milton  Roberts,  and 
Hollis  K.  Russell,  of  Scarsdale;  Dr.  D.  Currie,  of 
Shelter  Island;  Drs.  Elliot  Danforth  and  R.  H. 
Loomis,  Sidney. 

Also:  Dr.  Frank  Shapiro,  Sinclairville;  Drs. 

C.  P.  Cancellieri,  W.  C.  Gaynor,  and  H.  Rubier,  of 
Southampton;  Dr.  Ernst  H.  Foerster,  South  Lans- 
ing; Dr.  B.  J.  Delatour,  South  Worcester;  Dr. 
Rollin  P.  Fiero,  Speculator;  Dr.  Morris  Dickstein, 
Springfield  Gardens;  Drs.  John  Dingman  and 
Julius  Pomerantz,  Spring  Valley;  Dr.  W.  Sieling, 
Stony  Brook;  Drs.  Francis  Giammattei  and  Bryon 

L.  Sweet,  Jr.,  of  Tarrytown;  Dr.  Thomas  R.  Cum- 
mins, Ticonderoga;  Dr.  Lee  E.  Farr,  Upton:  Drs. 
Vincent  DeLalla,  Jr.,  B.  V.  Dilorio,  James  W.  Di- 
mon,  Eliot  M.  Friedman,  Paul  H.  Girard,  Karl  W. 
Gruppe,  Robert  C.  Hall,  Andrew  Johnston,  Quentin 

M.  Jones,  John  E.  Kelley,  John  R.  Malcewiz, 

Leonard  V.  Marrone,  Fred  M.  Miller,  Jr.,  Harold 
L.  Pender,  John  W.  Platt,  Philip  L.  Turner,  George 
Wineburg,  and  the  City  of  Oneida,  Woman’s 
Auxiliary,  of  Utica;  Drs.  Henry  J.  Noerling  and 
G.  S.  Rogati,  of  Valatie;  Dr.  Fred  V.  Rockwell, 
Valhalla:  Dr.  Walter  Eells,  Walton;  Dr.  Max 

Thaler,  Warickville;  Dr.  H.  R.  Freisinger  and  H. 
C.  Sayre,  Jr.,  of  Warwick. 

Also:  Drs.  W.  D.  George  and  H.  L.  George,  of 


Watertown;  Dr.  J.  R.  Lisa,  Welfare  Island;  Drs. 
R.  W.  Blaisdell,  Edwin  Comstock,  and  Irwin 
Felsen,  Wellsville;  Dr.  E.  W.  Gray,  West  Brentwood; 
Dr.  Robert  R.  Northrup,  Westfield;  Dr.  Jesse 
Vogel,  Westerleigh;  Dr.  Hans  A.  Zutrauen,  West 
Leyden;  Drs.  Roy  D.  Duckworth,  G.  E.  Gaillard, 
Bernard  C.  Hecht,  Russell  J.  Heffering,  Donald  R. 
Hirsch,  Charles  G.  Huntington,  John  J.  Kneisel, 
Donald  MacDonald,  Alex  Silverstein,  Jan  Waller, 
Donald  Weisman,  and  Christopher  Wood,  of  White 
Plains;  Dr.  C.  J.  Cohen,  Whitestone;  Dr.  R.  L. 
Cudlipp,  Sr.,  Winthrop;  Drs.  E.  M.  Feller,  Thomas 
Grodin,  and  Alex  Perry,  of  Woodside;  Drs.  Anthony 
A.  Blasi,  B.  Ciliberti,  John  N.  Dill,  Louis  J.  Fazio, 
C.  Headland,  C.  I.  Headland,  Charles  G.  Jackson, 
Arthur  D.  Josephson,  Louis  Keating,  Jacob  Kertz- 
man,  Robert  V.  Minervini,  William  A.  Morris, 
Stanley  F.  Ogorzaly,  Angelo  R.  Onorato,  Robert  R. 
Onorato,  Stanley  Rubin,  L.  A.  Volino,  and  A. 
Wolf,  all  of  Yonkers. 

Institute  Affiliates  with  Hospital  and  Medical 
College — The  New  York  Medical  College  and 
Flower  and  Fifth  Avenue  Hospital,  in  New  York 
City,  and  the  Kessler  Institute  for  Rehabilitation, 
in  West  Orange,  New  Jersey,  have  reached  an  affiilia- 
tion  for  teaching  purposes,  it  was  announced  re- 
cently by  the  governing  boards  of  the  two  institu- 
tions. 

Dr.  Jerome  Tobis,  director  of  the  Department 
of  Physical  Medicine  and  Rehabilitation  at  the  New 
York  Medical  College,  is  a member  of  the  consulting 
medical  staff  of  the  Kessler  Institute  for  Rehabilita- 
tion. Dr.  Henry  H.  Kessler,  medical  director  of 
the  Institute,  is  a clinical  professor  of  rehabilitation 
at  the  New  York  Medical  College. 


MEETINGS 

PAST 


St.  Lawrence  County  Medical  Society 

Dr.  Anton  W.  Sohrweide,  Syracuse,  guest  speaker 
at  the  May  14  meeting  of  the  St.  Lawrence  County 
Medical  Society,  showed  lantern  slides  on  “Skin 
Diseases  of  Interest  to  the  General  Practitioner.” 
The  meeting  was  held  at  the  Potsdam  Club,  Pots- 
dam. 

Jefferson  County  Medical  Society 

Fracture  Day,  sponsored  by  the  Northern  New 
York  Committee  on  Trauma,  of  the  American  Col- 
lege of  Surgeons,  was  held  on  May  19  at  the  meeting 
of  the  Jefferson  Country  Medical  Society  at  the 
Black  River  Valley  Club.  Dr.  Howard  N.  Cooper 
was  chairman  of  the  regional  fracture  committee, 
and  Dr.  Thomas  P.  Hamilton  was  chairman  of  the 
fracture  day  committee. 

“Fracture  of  the  Shoulder”  was  presented  by 
Dr.  David  G.  Gregor,  Dr.  T.  N.  Siekels,  and  Dr. 
W.  J.  Cosgrove,  and  discussed  by  Dr.  Preston  A. 
Wade,  of  New  York  City.  Drs.  Howard  N.  Cooper, 
T.  N.  Siekels,  and  W.  J.  Cosgrove  talked  on  “Frac- 
ture of  the  Shaft  of  the  Humerus,”  and  Dr.  Preston 
A.  Wade  was  the  discussant.  “Fracture  of  the  Radius 
and  Ulna”  was  the  subject  presented  by  Drs.  Thomas 
P.  Hamilton,  T.  N.  Siekels,  and  W.  J.  Cosgrove,  and 
discussed  by  Dr.  Preston  A.  Wade. 

During  the  evening  session,  Dr.  Preston  A.  Wade 
talked  on  “The  Importance  of  Joint  Motion  in 
Fracture  Care,”  which  was  followed  by  the  business 
meeting  of  the  Jefferson  County  Medical  Society. 


Association  for  the  Advancement 
of  Psychotherapy 

Dr.  Eilhard  von  Domarus  presented  a paper  on 
“The  Orient  and  Psychotherapy  of  Western  Man,” 
at  the  1 18th  scientific  meeting  of  the  Association 
for  the  Advancement  of  Psychotherapy.  Dr. 
Werner  H.  Engel,  New  York  City,  and  Swami 
Akhilananda,  Calcutta,  India,  were  the  discussants. 

The  meeting  was  held  at  the  Academy  of  Medicine 
Building  on  May  22. 

Albany  County  Medical  Society 

“Fundamental  Principles  in  the  Management  of 
Injuries  to  the  Hand”  was  the  subject  of  the  talk 
given  by  Dr.  J.  William  Littler,  assistant  attending 
surgeon  in  plastic  and  reconstructive  surgery, 
Roosevelt  Hospital,  New  York  City,  at  the  meeting 
of  the  Albany  County  Medical  Society,  May  27. 
Drs.  Brandon  Macomber,  Crawford  Campbell, 
and  Morris  Alpert  were  the  discussants. 

American  Otorhinologic  Society 
for  Plastic  Surgery 

A special  meeting  was  held  by  the  American  Oto- 
rhinologic Society  for  Plastic  Surgery  on  June  1. 
Operative  clinics  were  held  at  the  Veteran’s  Hospital, 
Bronx,  Mount  Sinai  Hospital,  and  the  Manhattan 
General  Hospital  during  the  morning. 

Dr.  Matthew  Ersner,  moderator,  and  Drs. 
Nathan  Bolotow,  Joseph  Gilbert,  Irving  B.  Gold- 
man, David  Myers,  Bernard  J.  Ronis,  Albert 
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Seltzer,  Benjamin  Shuster,  and  A.  Gilbert  Silver, 
members  of  the  panel,  presented  a round-table 
discussion  on  “Rhinoplastic  and  Otoplastic  Prob- 
lems,” as  part  of  the  afternoon  session.  Following 
the  round-table  discussion  Dr.  John  Jenney  showed 
slides  and  motion  pictures  on  “Various  Technics 
of  Skin  Grafting  as  Applied  to  the  Head  and  Neck,” 
and  Dr.  Harry  Neivert  talked  on  “Demonstration 
of  Rhinoplastic  Instruments  and  Care  of  Instru- 
ments.” 

The  scientific  session  was  held  following  dinner, 
and  Dr.  P.  C.  Iverson  discussed  “Abrasive  Treat- 
ment of  Scars  of  the  Face,”  and  Dr.  A.  Barsky, 
“Unilateral  Facial  Paralysis  Operations.” 

Annual  Health  Conference 

The  forty-ninth  annual  State  Health  Conference 
was  held  at  Lake  Placid,  June  1 to  4.  Dr.  Herman 


E.  Hilleboe,  State  Health  Commissioner,  presided 
at  the  opening  general  session.  Dr.  Andrew  A. 
Eggston,  president,  Medical  Society  of  the  State  of 
New  York,  spoke  on  “A  Champion  Team  for  the 
Medical  Care  of  the  Public.” 

During  the  second  session,  Dr.  Robert  L.  Levy, 
New  York  City,  and  Dr.  Joseph  T.  Doyle,  director, 
Albany  Cardiovascular  Health  Center,  Albany, 
presented  papers  on  heart  disease,  and  Dr.  Wendell 
R.  Ames,  first  vice-president,  New  York  State 
Public  Health  Association,  was  chairman  of  the 
session  on  accident  prevention. 

Citizens’  Health  Council 

The  second  annual  meeting  of  the  New  York 
State  Citizens’  Health  Council  was  held  June  11  to 
12  at  Hobart  College,  Geneva. 


FUTURE 


Seventh  Annual  Rocky  Mountain 
Cancer  Conference 

The  seventh  annual  Rocky  Mountain  Cancer 
Conference  will  be  held  in  Denver,  Colorado, 
July  8 and  9,  1953.  Guest  speakers  have  been 
selected  to  bring  to  both  the  general  practitioner  and 
the  specialist  discussions  on  the  latest  advances  in 
diagnosis  and  treatment  of  malignancies.  Inter- 
esting round-table  discussions  will  be  the  feature  of 
both  luncheon  sessions. 

Among  the  guest  speakers  at  the  conference  will 
be  Dr.  Henry  D.  Diamond  and  Dr.  Cushman  D. 
Haagensen,  both  of  New  York  City.  The  confer- 
ence program  will  be  sent  upon  request,  and  hotel 
reservations,  which  must  be  made  by  June  25, 
should  be  sent  to:  Housing  Chairman,  Rocky 

Mountain  Cancer  Conference,  Denver  Convention 
and  Visitors  Bureau,  225  West  Colfax  Avenue, 
Denver,  Colorado. 

New  York  Academy  of  Medicine 

The  twenty-sixth  annual  graduate  fortnight  of 


the  New  York  Academy  of  Medicine  will  be  held 
October  19  to  30,  1953.  “Disorders  of  the  Blood 
and  the  Blood-Forming  Organs”  will  be  the  subject. 

Twenty  evening  lectures,  six  morning  panel 
meetings,  and  afternoon  clinics,  presented  by  20 
participating  hospitals  in  the  metropolitan  area, 
and  a scientific  exhibit  will  be  offered. 

A program  and  registration  card  will  be  sent  to 
nonfellows  of  the  Academy  upon  receipt  of  a check, 
payable  to  the  New  York  Academy  of  Medicine, 
$10  for  the  entire  program,  or  S5.00  for  the  second 
week.  Programs  will  be  mailed  to  nonmembers 
upon  request  by  writing:  Secretary,  Graduate 

Fortnight,  2 East  103rd  Street,  New  York  29, 
New  York. 

Wills  Eye  Hospital 

The  sixth  annual  clinical  conference  of  the  Wills 
Eye  Hospital,  Philadelphia,  Pennsylvania,  will  be 
held  on  February  19  and  20,  1954.  Color  television, 
sponsored  by  Smith,  Kline  and  French,  will  be  a 
feature  of  the  program  again  this  year. 


PERSONALITIES 


Honored 

The  late  Dr.  S.  Eugene  Barrera,  physician, 
neurologist,  psychiatrist,  and  professor  of  neurology 
and  psychiatry,  Albany  Medical  College,  by  a 
proposed  lectureship  to  be  given  annually  at  Albany 
Medical  College,  Albany  . . . the  late  Dr.  Claude  W. 
Munger,  professor  of  hospital  administration  at  the 
Columbia  University  School  of  Public  Health, 
1945  to  1950,  by  a plaque  in  the  School  library 
of  the  Columbia-Presbyterian  Medical  Center  . . . 
Dr.  Elias  Rubin,  Queens,  at  a dinner  for  the  United . 
Jewish  Appeal  on  May  17  . . . Dr.  James  C.  Whit- 
aker, attending  surgeon  at  Mount  Morris  Park 
Hospital,  and  visiting  surgeon,  Harlem  Hospital, 
at  the  dedication  of  the  James  C.  Whitaker  In- 
firmary of  Camp  Minisink,  on  May  24. 

Retired 

Dr.  Harlow  G.  Farmer,  Watertown,  after  forty- 
four  years  of  practice  in  Watertown  . . . Dr.  Henry 
E.  Meleney,  Herman  M.  Biggs  Professor  of  Pre- 
ventive Medicine,  New  York  University,  College  of 
Medicine. 


Awarded 

Dr.  Homer  F.  Swift,  Member  Emeritus  of  the 
Rockefeller  Institute,  the  distinguished  service 
award  for  research  in  the  field  of  rheumatic  fever, 
by  the  American  Rheumatism  Association  . . . 
Dr.  Harry  Wexler,  attending  pediatrician,  Maimon- 
ides  Hospital,  Brooklyn,  the  New  York  University 
1953  Alumni  Meritorious  Service  Award  for  “dis- 
tinguished service  to  the  University.” 

Appointed 

Dr.  Elbert  H.  Loughran,  of  Kingston,  to  the  staff 
of  physicians  of  the  University  Hospital,  New  York 
City  . . . Dr.  James  C.  Morrison,  formerly  of 
Schenectady,  medical  director  of  the  Margaret  R. 
Pardee  Memorial  Hospital,  Hendersonville,  North 
Carolina  . . . Dr.  Robert  P.  Sim,  Bronxville,  as  an 
assistant  medical  director  of  Esso  Standard  Oil 
Company  . . . Dr.  Irving  R.  Tabershaw,  New  York 
City,  as  director  of  the  Division  of  Industrial  Hy- 
giene and  Safety  Standards  of  the  New  York  State 
Department  of  Labor. 
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Cardiovascular  surgical  program,  the  organization  of  a: 
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Case  of  Scleroderma  and  Calcinosis  Circumscripta,  A (Doug- 
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Catheter,  spasm  of  the  urethra  preventing  withdrawal  of  an 
urethral,  997 
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Chronic  disease,  varicose  veins,  a:  evaluation  of  twenty 
years  of  experience  in  treatment,  963 
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Therapeutic  Use  of  Combinations  of  Antibiotic  Agents, 
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inaleate  in  a case  of,  1454 
Coronary  occlusion,  pregnancy  following,  575 
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the  treatment  of  idiopathic  thrombocytopenic  purpura 
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Cystic  disease  of  the  kidney,  congenital,  208 
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ice to  School  Children  in  New  York  City,  47 
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147C 


INDEX 


fc 


[N.  Y.  State  J.  M. 


* 


Extremities,  the  influence  of  antibiotics  in  the  surgical  treat- 
ment of  injuries  and  infections  of  the,  176 
Eye  infections:  see  The  Interrelationship  Between  Blepharo- 
conjunctivitis and  Chronic  Sinorespiratory  Infections, 
1327 

Failure  of  Routine  Precordial  V Leads  in  the  Diagnosis  of 
Myocardial  Infarction  (Hirshleifer,  Fishman,  Schwartz, 
and  Fankhauser),  1111 

Familial  polyposis  of  the  colon  treated  by  one-stage  colectomy 
and  ileoproctostomy,  a case  of,  695 
Fatal  Anaphylaxis  in  Bronchial  Asthma  Following  Adminis- 
tration of  Penicillin  (Curphey),  1107 
Female  Senility:  Report  of  a Series  of  217  Cases  Using  Glu- 
test,  A New  Fortified  Androgen  (Gould  and  Strosberg),  661 
Fistula,  traumatic  arteriovenous,  involving  the  axillary 
vessels,  excision  of,  333 

Fistula,  urinary  tract,  imperforate  anus  associated  with,  561 
Forceps  mittens,  removable  foam  rubber,  694 
Fractionation,  plasma  [Blood  Banks  Association  of  New 
York  State,  First  Scientific  Session],  525 
Fracture  of  the  wrist,  lateral  force,  338 

Free  Choice  of  Physician  and  Free  Choice  of  Plan  (Kottler), 
1464 

Fungicidal  Action  of  Thorium  X on  Hairs  Infected  with 
Microsporon  Audouini  (Monash,  Sher,  Traub,  and  Lu- 
bowe),  1087 

Further  Successful  Desensitization  to  Penicillin  (Garai  and 
Montgomery),  448 

Gallstones,  intestinal  obstruction  due  to,  1342 
Gamma  globulin  in  measles  and  mumps  encephalitis  and 
poliomyelitis,  preliminary  report  on  therapeutic  doses  of, 
431 

Gangrene,  enzymatic  debridement  in  the  treatment  of  arterio- 
sclerosis obliterans  with,  981 

General  practice,  educational  motivation  in  the  field  of,  1243 
Gland,  adrenal,  in  relation  to  urology  [Symposium],  302,  308 
Glutest,  a new  fortified  androgen,  female  senility:  report  of  a 
series  of  217  cases  using,  661 
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Rapidly,  The  (Schlachman  and  Saccone),  667 
Hairs  infected  with  Microsporon  audouini,  fungicidal  action 
of  thorium  X on,  1087 

Half  Century  of  Hormones,  A (Colp,  Jr.),  1098 
Headache,  recurrent,  in  children,  a study  of  100  clinic  cases,  43 
Headaches,  the  treatment  of,  687 

Health  service  program,  school,  the  role  and  function  of  the 
private  physician  in  the,  51 

Health  Service  to  School  Children  in  New  York  City  (Culbert 
and  Jacobziner),  47 

Heart,  certain  actions  of  sympathomimetic  amines  on  the, 
1433 

Hemiplegia,  infantile,  hemispherectomy  for  convulsions  in, 
449 

Hemiplegia,  rehabilitation  of  the  patient  with,  1225 
Hemispherectomy  for  Convulsions  in  Infantile  Hemiplegia 
(Mason  and  Shapiro),  449 

Hemoglobin  regeneration,  new  concepts  of  therapy  for.  1206 
Hepatitis  in  Mice,  of  Presumed  Viral  Origin  [Blood  Banks 
Association  of  New  York  State,  First  Scientific  Session] 
(Fischer),  539 

Hernia,  esophageal  hiatus, '324 

Herniation,  diaphragmatic,  traumatic  pericardiophrenic 
laceration  with,  1234 

Herpes  zoster  oticus,  a case  of  Bell’s  palsy  followed  by,  1118 
Hexamethonium  chloride  in  hypertension,  clinical  experiences 
with,  1223 

Hiatus  hernia,  esophageal,  324 

Hookworm  Infection  as  a Diagnostic  Problem  in  New  York 
City  (Weil),  1085 
Hormones,  a half  century  of,  1098 

Hospital,  admission  to:  a stumbling  block  in  impending 

delirium,  669 

Human  blood  platelets,  the  transfusion  of  [Blood  Banks 
Association  of  New  York  State,  First  Scientific  Session], 
549 

Hydergine:  see  Electrocardiographic  "Abnormalities”  in 

Noncardiac  Patients,  682 

Hydrocortisone  (Compound  F),  the  treatment  of  degenera- 
tive joint  disease  (osteoarthritis)  by  the  intra-articular 
instillation  of,  975 

Hypertension,  clinical  experiences  with  hexamethonium 
chloride  in,  1223 

Hyperthyroidism,  present-day  physiology  and  management 
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Hypophysectomy:  see  The  Incidence  of  Peripheral  Malig- 
nancy in  Simmonds’  Disease,  with  Special  Reference  to 
Cancer  of  the  Breast,  328 

Ileoproctostomy,  a case  of  familial  polyposis  of  the  colon 
treated  by  one-stage  colectomy  and,  695 
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Association  of  New  York  State,  First  Scientific  Session] 
(Levine),  534 


Imperforate  Anus  Associated  with  Urinary  Tract  Fistula 
(Hamm  and  Harlin),  561 

Incidence  of  Peripheral  Malignancy  in  Simmonds’  Disease, 
with  Special  Reference  to  Cancer  of  the  Breast,  The 
(Archer),  328 

Infantile  hemiplegia,  hemispherectomy  for  convulsions  in,  449 
Infarction,  myocardial,  failure  of  routine  precordial  V leads 
in  the  diagnosis  of,  1111 

Infection,  hookworm,  as  a diagnostic  problem  in  New  York 
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Infections 

chronic  sinorespiratory,  the  interrelationship  between 
blepharoconjunctivitis  and,  1327 
of  the  extremities,  the  influence  of  antibiotics  in  the  surgical 
treatment  of  injuries  and,  176 
self-inflicted,  in  narcotic  addicts.  452 

see  also:  Therapeutic  Use  of  Combinations  of  Antibiotic 
Agents  [Cornell  Conferences  on  Therapy],  1228 
Influence  of  Antibiotics  in  the  Surgical  Treatment  of  Injuries 
and  Infections  of  the  Extremities,  The  (Patterson  and 
Bromberg),  176 
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nancy, successful,  1215 

Isolated  Mediastinal  Shadows  (Ehrlich,  Witten,  and  Abeles) 
197 

Isoniazid  in  acute  and  chronic  tuberculous  pulmonary 
lesions,  observations  on  the  effect  of,  1347 
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Mercurial  diuretics,  organic,  transient  muscle  cramps  after 
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1095 
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in,  1085 
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and  Tebrock),  65 
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Pancytopenic  by  x-radiation,  the  effects  of  platelet  trans- 
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further  successful  desensitization  to,  448 
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SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  April  9,  1953,  from  9:30 
a.m.  to  12:55  p.m.  at  the  Manhattan  Club,  Madi- 
son Square,  New  York  City.  Dr.  Edward  T.  Went- 
worth presided. 

Secretary’s  Report 

Dr.  Anderton  reported  that  the  Executive  Com- 
mittee had  taken  the  following  actions  with  regard 
to  communications: 

1.  In  response  to  a request  from  Mr.  Russell  F. 
Staudacher,  executive  secretary  of  the  Student 
American  Medical  Association,  for  the  State  Society 
to  pay  the  expenses  of  delegates  from  each  of  the 
nine  Student  American  Medical  Association  chap- 
ters in  New  York  State,  to  the  Student  American 
Medical  Association  convention,  the  committee 
recommended  that  we  reply  that  $520  has  been 
allotted  in  the  budget. 

The  Council  voted  to  recommend  to  the  Board  of 
Trustees  that  sufficient  additional  funds,  not  to  ex- 
ceed $800,  be  allotted  to  send  a representative  from 
each  school  that  already  has  a chapter,  to  the  Stu- 
dent American  Medical  Association  meeting  in 
Chicago  in  June,  and  also  a representative  from  each 
such  chapter  to  the  State  Medical  Society  Conven- 
tion in  Buffalo. 

2.  There  was  read  a letter  from  Dr.  Ernest  B. 
Howard,  assistant  secretary  of  the  American  Medi- 
cal Association,  under  date  of  March  26,  1953,  about 
a recent  meeting  of  the  National  Health  Council  at 
which  the  Report  of  the  Truman  Commission  on  the 
Health  Needs  of  the  Nation  was  discussed.  Dr. 
Howard  stated  that  63  physicians  and  executive 
personnel  representing  24  state  medical  associations 
had  presented  an  impressive  “explanation  of  the 
policies  and  programs  being  conducted  by  our  state 
medical  societies”  and  had  given  “a  gratifying  and 
satisfactory  account  of  .(their),  opinion  of  the  re- 
port.” He  praised  the  capable  and  convincing 
manner  in  which  representatives  of  this  Society  had 
discussed  the  issue. 

3.  The  committee  recommended  acceding  to  the 
request  of  Dr.  Stiles  D.  Ezell,  secretary  of  the  New 
York  State  Board  of  Medical  Examiners,  under  date 
of  March  25,  1953,  that  a resolution  in  praise  of  Dr. 
Arthur  Wright,  a retiring  member  of  the  Board,  be 
published  in  the  New  York  State  Journal  of 
Medicine. 

It  was  so  voted. 

4.  A letter  was  read  from  Dr.  Louis  H.  Bauer, 
secretary-general  of  the  World  Medical  Association, 
stating  that  the  Seventh  General  Assembly  of  the 
World  Medical  Association  will  be  held  in  The 
Hague,  Holland,  August  31  to  September  5,  1953, 
and  enclosing  a blank  for  the  names  of  delegates 
from  this  Society. 

The  Council  voted  to  permit  the  President  to 
designate  as  representatives  of  this  Society  any 
members  who  express  the  intention  of  attending  the 
Assembly  at  their  own  expense. 

5.  The  committee  referred  to  the  Council  a 
resolution  of  the  Medical  Society  of  the  County  of 
Albany  endorsing  the  bills  now  in  Congress,  formerly 
known  as  the  Keogh-Reed  Bills. 

It  was  voted  that  this  resolution  be  filed. 

6.  The  committee  considered  and  referred  to  the 
Council  a letter  from  Dr.  Irvan  A.  Boucher,  president 
and  chairman  of  the  board  of  directors  of  the  Blair 


County  Medical  Society,  a component  of  the  Medi- 
cal Society  of  the  State  of  Pennsylvania  and  of  the 
American  Medical  Association,  dated  Altoona, 
Pennsylvania,  April  6,  1953,  with  a copy  of  a resolu- 
tion, unanimously  passed  at  the  March  24,  1953, 
meeting  of  his  society,  disapproving  the  action  of 
the  Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association  concerning  ap- 
proval of  hospitals  for  internship. 

It  was  voted  that  this  matter  be  referred  to  the 
Committee  on  Hospital  and  Professional  Relations 
with  the  recommendation  that  they  study  it  and 
report  to  the  House  of  Delegates. 

7.  A letter  of  thanks  was  received  from  the 
New  York  State  Society  for  Medical  Research, 
Inc.,  for  the  $400  which  was  sent  to  that  society. 

The  Council  voted  to  remit  1952  dues  of  one  mem- 
ber and  1953  dues  of  15  members  because  of  illness 
and  to  remit  1952  dues  of  11  members  and  1953  dues 
of  80  members  because  of  service  with  the  armed 
forces.  It  was  also  voted  to  request  remission  of 
American  Medical  Association  dues  of  three  mem- 
bers for  1951,  12  members  for  1952,  and  60  members 
for  1953. 

Dr.  Anderton  reported:  “On  February  12,  1953, 
at  the  behest  of  the  Onondaga  County  Medical 
Society,  you  voted  remission  of  Dr.  Henry  W. 
Schoeneck’s  1953  dues  on  account  of  service  with  the 
armed  forces.  It  is  respectfully  requested  that  this 
be  changed,  and  that  the  cause  be  “for  illness.” 
Your  secretary  regrets  exceedingly  that  a clerical 
error  misled  your  vote. 

“Dr.  Marshall  Quandt,  of  Waterford,  a member  in 
good  standing  of  the  Medical  Society  of  the  County 
of  Saratoga,  requests  permission  to  transfer  to  the 
Medical  Society  of  the  County  of  Rensselaer.  Dr. 
Claire  K.  Amyot,  secretary  of  the  Medical  Society 
of  the  County  of  Saratoga,  has  written:  ‘His 

office  and  home  are  on  the  county  line,  his  hospital 
affiliations  are  all  with  Rensselaer  County  hospitals, 
and  he  has  never  been  able  to  attend  our  meetings.’ 
The  Medical  Societies  of  the  Counties  of  Saratoga 
and  Rensselaer  have  no  objection.  Your  secretary, 
therefore,  recommends  that  the  Council  vote  to 
accede  to  Doctor  Quandt’s  request.” 

It  was  voted  to  accede  to  these  requests. 

Dr.  Anderton  continued:  “The  day  following 
your  last  meeting,  your  secretary  attended  a meet- 
ing of  the  Board  of  Censors.  He  spent  most  of  Sun- 
day, the  15th,  at  the  House  of  Delegates  of  the 
American  Medical  Association,  in  Washington.  He 
attended  a meeting  of  the  Constitution  and  Bylaws 
Committee  of  the  Blood  Banks  Association  of  New 
York  State,  Inc.,  on  February  18,  and  the  following 
day  went  to  the  dinner  of  the  National  Health 
Council  at  the  Hotel  Roosevelt,  with  President  s 
Wentworth,  Councillor  Curphey,  and  Mr.  Martin  J. ' 
Tracey,  field  representative  of  the  Public  and  Pro- 
fessional Relations  Bureau. 

“On  Saturday,  March  21,  your  secretary  attended 
the  birth  of  the  Radiological  Society  of  New  York 
State,  as  result  of  instructions  from  you  and  the 
House  of  Delegates.  Present  were:  Dr.  A.  L.  L.  Bell, 
Brooklyn;  Dr.  J.  E.  Compson,  Utica;  Dr.  Mario 
Gian,  Buffalo;  Dr.  Frank  Huber,  Hempstead; 
Dr.  Frederick  H.  Lutze,  New  Rochelle;  Dr.  W. 
James  MacFarland,  Hornell;  Dr.  E.  F.  Merrill, 
Rochester;  Dr.  Dwight  V.  Needham,  Syracuse; 
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Dr.  Carlton  F.  Potter,  Syracuse;  Dr.  George  H. 
Ramsey,  Rochester,  and  your  secretary.  Dr. 
Frank  Borrelli  and  Dr.  Harold  W.  Jacox,  of  New 
York  City,  were  unavoidably  prevented  from  at- 
tending. Dr.  W.  James  MacFarland,  chairman  of 
the  Radiology  Section  of  our  Society,  was  elected 
chairman.  A committee  to  draft  a constitution  and 
bylaws  was  appointed,  and  each  radiologist  made  a 
generous  financial  contribution.  Arrangements 
have  been  made  for  the  first  annual  meeting  of  the 
society  at  the  Hotel  Statler,  Buffalo,  Thursday,  May 
7 at  8:00  p.m.,  in  Parlor  A. 

“Your  secretary  also  attended  two  social  medical 
organizations:  the  Medical  Strollers,  March  25,  and 
the  Presbyterian  Hospital’s  Twenty-Five  Year  Club, 
March  26.  He  attended  a formal  dinner  of  the  New 
York  Gastroenterological  Association,  March  31,  its 
200th  meeting.  Several  committee  meetings  are 
scheduled  for  the  two  days  before  April  9. 

“The  Medical  Society  of  the  County  of  Erie  re- 
quests support  by  the  Council  of  two  resolutions  sub- 
mitted through  the  Civil  Defense  Committee  Chair- 
man, Dr.  John  J.  Masterson.” 

The  first  resolution  calls  for  amendment  of  U.  S. 
Public  Law  Number  779  to  divide  all  physicians 
under  fifty-one  years  of  age  into  two  groups:  those 
who  have  had  no  military  service,  and  those  who 
have  had  military  service  since  September  15,  1940. 
The  first  are  to  be  drafted  according  to  age,  the 
youngest  first,  before  any  of  the  second  group  are 
called.  The  second  are  to  be  drafted  in  inverse  order 
of  the  length  of  their  military  service. 

It  was  voted  to  support  this  resolution  in  principle 
and  send  copies  to  the  secretary  and  executive 
officer  of  the  American  Medical  Association. 

The  second  resolution  calls  for  the  administration 
of  Public  Law  Number  779  by  a special  selective 
service  board  consisting  of  two  laymen,  three  doc- 
tors of  medicine,  two  doctors  of  dentistry,  and  one 
doctor  of  veterinary  medicine. 

It  was  voted  to  approve  this  resolution  and  send 
copies  to  the  secretary  and  executive  officer  of  the 
American  Medical  Association  with  the  amend- 
ment that  “recommended  by  their  respective 
county  medical  societies”  be  added  after  “three 
doctors  of  medicine,”  “recommended  by  their 
respective  dental  society”  after  “two  doctors  of 
dentistry,”  and  “recommended  by  the  Veterinar- 
ian Society,  if  such  exists”  after  “doctor  of 
veterinary  medicine.” 

Dr.  Anderton  reported  further  on  the  subject  of 
the  location  of  the  annual  convention:  “As  of  April 
6,  1953,  43  of  61  county  societies  have  replied,  repre- 
senting 77.3  per  cent  of  membership.  Twenty-one 
counties,  representing  57.5  per  cent  of  membership, 
voted  to  continue  existing  custom,  alternating  be 
tween  Buffalo  and  New  York  City.  Fourteen  coun- 
ties, representing  15.9  per  cent  of  membership, 
voted  New  York  City  every  year.  Four  counties, 
representing  2.9  per  cent  of  membership,  voted  New 
York  City  three  years  and  Buffalo  every  fourth  year. 
One  county,  represent  ing  0.2  per  cent  of  membership, 
prefers  New  York  two  years  and  Buffalo  every  third 
year.  One  county,  representing  0.2  per  cent  of 
membership,  prefers  New  York  City  four  years  and 
Buffalo  every  fifth  year.  Two  counties,  representing 
0.6  per  cent  of  membership,  expressed  satisfaction 
either  to  meet  in  New  York  City  every  year,  or  New 
York  City  and  Buffalo  alternate  years. 

“It  is,  therefore,  recommended  that  the  Council 
vote  to  continue  annual  meetings  in  Buffalo  and 
New  York  City  alternate  years.” 

Dr.  Anderton  commented:  “That  is  a vote  of  57.5 
per  cent  as  compared  to  15.9  per  cent,  and  I might 


add  that,  too  late  for  this  report,  a reply  came  from 
the  County  of  lungs,  another  one  of  the  larger  so- 
cieties, supporting  the  alternate  places  of  meeting.” 
It  was  voted  to  approve  the  above  and  include  the 
reply  from  Kings  County  in  a supplementary  re- 
port to  the  House  of  Delegates. 

The  Treasurer's  report  was  accepted. 

Reports  of  Committees 

Blood  Banks. — Dr.  Andrew  A.  Eggston,  chairman, 
reported:  “Your  Blood  Banks  Commission  met 
Tuesday,  April  7.  The  Commission  advised  the 
Blood  Banks  Association  that  it  should  activate  a 
committee  to  publicize  the  Blood  Banks  Association’s 
scientific  session  at  the  Annual  Meeting  on  Thursday, 
May  7,  9:00  a.m.  in  the  Niagara  Room,  Hotel 
Statler,  Buffalo.  Purpose  of  this  is  to  secure  greater 
attendance  for  what  promises  to  be  a fine  program 
under  the  chairmanship  of  Dr.  Ernest  Witebsky  of 
Buffalo. 

“The  Commission  unanimously  passed  a resolu- 
tion recommending  to  the  Council  that  the  latter 
recommend  to  the  New  York  State  Blood  Banks 
Association,  Inc.,  that  it  include  on  the  board 
of  directors  a representative  of  the  Red  Cross,  the 
New  York  State  Department  of  Health,  and  the  New 
York  State  Association  of  Public  Laboratories. 

“The  Commission  is  looking  forward  to  activation 
of  the  incorporated  Blood  Banks  Association  at  the 
time  of  its  annual  meeting  which  coincides  with  the 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York. 

“The  only  action  that  the  Council  need  take  is  to 
approve  the  resolution  recommending  that  these 
three  agencies  be  included  on  the  directorship  of  the 
incorporated  association.” 

After  discussion,  approval  was  voted. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  submitted  for  the  approval  of 
the  Council  amendments  to  the  bylaws  of  the 
Medical  Society  of  the  County  of  Monroe  and  to 
the  bylaws  of  the  Nassau  County  Medical  Society. 
Approval  was  voted. 

Economics. — Dr.  Renato  J.  Azzari,  chairman, 
stated: 

“The  report  of  the  Economics  Committee  consists 
of  the  activities  of  the  Bureau  of  Medical  Care  and 
also  includes  the  quarterly  report  ending  December, 
1953.  Other  than  that,  there  is  no  report,  with  the 
exception  that  I think  you  have  all  received  the 
Seventh  Annual  Progress  Report  of  the  Blue  Shield 
plans  for  1952,  which  I hope  you  will  all  read.” 
Following  is  the  report  of  the  Bureau  of  Medical 
Care  Insurance,  Mr.  George  P.  Farrell,  director. 

March  18,  19,  1953 — Your  director  attended  the 
thirty-third  annual  meeting  of  the  National  Health 
Council,  at  the  Hotel  Roosevelt,  New  York  City. 
Discussed  at  this  meeting  were  the  findings  and  con- 
clusions of  the  President’s  Commission  on  the 
Health  Needs  of  the  Nation. 

March  21+  through  26,  1953 — -Your  director  con- 
ferred with  Dr.  Merle  D.  Evans,  president  of  Genesee 
Valley  Medical  Care,  Inc.,  in  Rochester;  Dr.  Dwight 
V.  Needham,  president  of  Central  New  York  Medi- 
cal Plan,  Inc.,  in  Syracuse ; Dr.  John  F.  Kelley, 
president,  and  Dr.  F.  M.  Miller,  Jr.,  member  of  the 
board  of  directors  of  Medical  and  Surgical  Care, 
Inc.,  in  Utica.  These  conferences  were  in  regard  to 
the  proposed  uniform  State-wide  contract  prepared 
by  the  Subcommittee  on  Medical  Expense  In- 
surance at  its  February  5,  1953,  meeting.  After  re- 
viewing the  proposed  contract  and  schedule  of  al- 
lowances and  the  purposes  of  the  uniform  contract, 
[Continued  on  page  1488] 
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it  was  the  consensus  of  opinion  of  those  approached 
that  a program  of  this  kind  would  be  invaluable  in 
handling  State-wide  accounts,  and  that  in  the  near 
future  this  program  will  be  brought  up  before  the 
governing  board  of  each  plan. 

Attached  is  the  Quarterly  Progress  Report  for  the 
period  ending  December  31,  1952,  on  the  seven  New 
York  State  Blue  Shield  Plans.*  The  Seventh  An- 
nual Progress  Report  was  distributed  at  the  April  9, 
1953,  Council  meeting. 

The  report  was  approved. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman,  re- 
ported : 

“There  is  one  item  which  I had  last  time,  and 
which  due  to  a little  oversight  has  not  been  passed 
upon.  I refer  to  the  letter  to  Mr.  Martin,  our  coun- 
sel, allowing  doctors’  names  to  be  put  in  the  Red 
Book  of  the  Telephone  Directory  with  certain  cap- 
tions after  them.” 

Dr.  Givan  stated  the  committee  had  decided  there 
was  nothing  unethical  about  it  as  far  as  they  could 
see,  but  that  it  was  a matter  to  be  discussed  with  the 
county  societies  individually. 

After  discussion,  the  Council  voted  approval  of  the 
report. 

Finance. — Dr.  Maurice  J.  Dattelbaum,  chairman, 
stated: 

“You  all  received  last  month  a statement,  which 
I hope  you  have  studied,  explaining  how  our  fixed 
expenses  are  made  up,  which  we  must  meet  for 
salaries,  rent,  etc.,  and  also  our  expenditures  which 
have  been  approved  by  the  House  of  Delegates  or 
asked  for  by  the  House  of  Delegates  and  approved 
by  the  Council  which  necessitate  our  asking  the 
Trustees  to  add  more  money  to  the  budget  every 
meeting.  This  has  placed  our  financial  condition  in 
jeopardy.  I asked  you  last  month  to  consider  the 
motion  that  I wish  to  propose  now  from  the  Finance 
Committee.  I would  first  like  to  get  the  approval 
of  this  from  the  Council,  because  I would  not  like  to 
go  to  the  House  of  Delegates  and  ask  for  an  increase 
in  dues  without  first  having  the  approval  of  the 
members  of  this  Council.  I,  therefore,  make  the 
motion  that  the  Council  is  in  favor  of  an  increase  in 
dues,  and  that  this  be  brought  up  at  the  State  So- 
ciety Annual  Meeting  in  May  1953,  the  amount  to 
be  determined  of  not  more  than  S10.00  a year  in- 
crease.” 

After  discussion,  it  was  voted  that  the  Council  ap- 
prove a recommendation  to  the  House  of  Delegates 

for  an  increase  in  annual  dues,  not  to  exceed 

810.00. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
man, reported: 

“I  just  want  to  make  a restatement  to  the  Council 
regarding  industrial  health:  the  Planning  Commit- 
tee has  studied  it,  the  Council  Committee  on  Indus- 
trial Health  has  studied  it,  and  a report  will  be  pre- 
sented to  the  House.  You  have  approved  the 
establishment  of  a Council  committee.  This  has 
been  done.  You  also  voted  the  full  prerogative  to 
appoint  either  a part-time  or  a full-time  director  of  a 
Bureau  of  Industrial  Health. 

“Yesterday  the  Council  Committee  met.  The 
president  of  our  Society  and  the  secretary  were  at  our 
meeting,  and  we  are  in  accord  to  recommend  to  the 
coming  House  that  a Bureau  of  Industrial  Health  be 
established  with  a full-time  director.” 

Legislation. — Dr.  J.  Stanley  Kenney,  chairman, 
reported : 

“It  was  unnecessary,  in  my  opinion,  to  convene 
the  Legislation  Committee  since  the  last  meeting  of 

* Attached  to  office  copy,  not  included  with  these 
minutes. 


the  Council.  The  report  for  this  meeting  is  largely 
the  story  of  the  late  Seelye-Morgan  Bill.  On  March 
18  the  State  Senate,  by  a vote  of  32  to  24,  defeated 
the  amended  bill,  which  would  have  granted  limited 
licensure  to  chiropractors.  All  the  factors  that  had 
a bearing  on  the  defeat  of  this  legislation  will  prob- 
ably never  be  clearly  known.  Notwithstanding,  it 
was  a triumph  brought  about  by  the  extraordinary 
effort  of  all  segments  of  the  Medical  Society.  Not  in 
years  of  experience  and  activity  in  medical  society 
affairs  has  such  concerted  effort  been  brought  to 
bear  to  achieve  an  objective.  We  can  all  take  im- 
measurable satisfaction  that  our  endeavors  were  suc- 
cessful and  that  we  brought  knowledge  of  the  situa- 
tion to  thousands  of  persons  who  little  realized  how 
dangerous  the  cultists  could  be  to  the  public  health. 

“The  lesson  that  stands  out  in  this  endeavor  has 
been  the  value  of  teamwork.  The  collaboration  of 
the  Public  Relations  Committee  and  particularly 
the  work  of  the  staff  of  its  bureau  in  the  New  York 
office,  the  close  liaison  with  Public  Health  and 
Education,  Workmen’s  Compensation.  Economics, 
and  Hospital  and  Professional  Relations  Commit- 
tees was  noteworthy.  I desire  publicly  to  express 
my  thanks  and  the  thanks  of  those  entrusted  with 
the  conduct  of  the  Citizens’  Health  Education  Cam- 
paign for  this  invaluable  help. 

“Although  this  year  we  did  not  achieve  the  meas- 
ure of  success  which  we  had  hoped  for  in  some  of  our 
other  legislative  interests,  we  have  laid  the  ground- 
work and  demonstrated  the  mechanisms  which,  if 
assiduously  employed,  should  pay  dividends  in  fu- 
ture legislature  sessions.  Some  of  our  problems  are 
extremely  controversial,  notably  those  in  the  field  of 
hospital-physician  relationships  and  the  growing 
threat  of  the  corporate  practice  of  medicine.  To 
cope  successfully  with  such  issues,  a long  period  of 
preparation  is  essential.  This  means  education, 
publicity,  contacts,  and  all  the  technics  so  ably  ex- 
ploited in  the  recent  campaign  against  the  chiroprac- 
tic bill.  Only  by  such  an  educational  campaign  can 
we  secure  public  support  which  we  must  have.  An 
informed  public  will  strengthen  our  hand  when  we 
sit  down  at  the  conference  table,  and  perhaps  force 
just  compromises  which,  in  my  opinion,  cannot  be 
achieved  at  the  present  time. 

“We  have  an  alerted  State  Medical  Society  at 
every  local  level.  Let  us  take  full  advantage  of  this 
new  spirit  as  we  plan  for  our  future  legislation  activi- 
ties. 

“The  fate  of  our  other  bills  will  be  detailed  in  our 
supplementary  report  to  the  House  of  Delegates.  I 
conferred  with  Dr.  Harold  Smith  about  a report  at 
this  meeting,  and  we  decided  that,  because  of  the 
necessity  for  the  thirty-day  period  which  the 
Governor  has  to  act  upon  legislation  which  was 
passed,  we  could  hardly  prejudge  it  until  we  had  re- 
ceived the  final  action  of  the  Governor. 

“Some  of  our  bills,  notably  the  Friedman  Bill  and 
free  choice,  did  not  come  out  of  committee. 

“This  is  neither  the  time  nor  the  place  to  go  into 
details  as  to  how  we  believe  our  legislation  structure 
should  be  revamped.  The  experience  gained  by  your 
chairman  this  year  has  encouraged  him  to  express 
some  ideas  which  have  been  incorporated  in  the 
annual  report  in  the  April  1 issue  of  the  State 
Journal. 

Dr.  Kenney  summarized  the  report  being  made  to 
the  Society  by  the  Citizens’  Health  Education  Com- 
mittee. He  gave  statistics  regarding  literature  dis- 
tributed, releases  to  newspapers  and  radio  stations, 
contacts  with  county  societies  and  Woman’s  Auxil- 
iary branches,  communications  addressed  to  legisla- 
tors, and  the  total  cost  of  the  campaign.  He  stated 
that  an  excellent  response  to  the  campaign  had  been 
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received  from  various  parts  of  the  State,  that  the 
members  generally  had  expressed  appreciation  of 
the  committee’s  efforts,  and  that  legislators  had 
acknowledged  in  a gratifying  manner  the  commit- 
tee’s  proffer  of  service  in  a consultative  capacity. 
He  concluded:  “I  would  like  once  more  to  thank  the 
Council,  the  Trustees,  and  every  member  of  the 
State  Medical  Society  for  the  cooperation  and  help  I 
received  at  ever}'  level,  quickly,  willingly,  and  ef- 
fectively.” 

The  Council  approved  the  report. 

Medical  Defense. — Dr.  John  J.  Masterson,  chair- 
man, reported: 

“We  had  a meeting  yesterday.  Several  routine 
-natters  were  discussed.  There  was  before  us  a reso- 
lution to  be  submitted  to  the  Regents  of  the  Uni- 
versity of  the  State  of  Yew  York.  I will  read  the 
resolved : 

“Resolved,  that  all  students  in  the  junior  high 
school  be  requested  to  have  the  American  Red  Cross 
Senior  First  .Aid  Course  or  the  Self-Help  and  Neigh- 
bor-Help for  the  Injured  Course  of  the  Yew  York 
State  Civil  Defense  Commission  as  a prerequisite 
to  promotion  for  eighth  grade;  and  all  students  of 
the  senior  high  school  be  required  to  have  the 
.American  Red  Cross  Standard  First  Aid  Course  or 
equivalent  as  a prerequisite  to  graduation.” 

Dr.  Masterson  stated:  “We  were  informed  several 
years  ago  that  the  Board  of  Regents  in  their  syllabus 
on  high  schools  recommended  these  courses  or 
similar  courses,  but  up  to  the  present  time,  except  in 
certain  parts  of  the  State,  these  courses  are  not 
given.  I would  like  to  have  the  approval  of  the 
Council  for  our  committee  to  introduce  such  a resolu- 
tion at  the  meeting  of  the  House  of  Delegates.” 
Approval  was  voted. 

Medical  Licensure  and  Medical  Service. — Rural 

Medical  Service  Subcommittee.- — Dr.  James  Green- 
ough,  chairman,  submitted  his  report  for  the  record. 
It  summarized  the  papers  and  the  discussions  of  the 
eighth  national  conference  of  the  American  Medical 
.Association  Council  on  Rural  Health  in  Roanoke, 
Virginia.  February  26  through  2S.  1953.  There  were 
five  headings:  “Health  Councils,”  “Education,” 
“Physicians  and  Hospital,”  ' 'Prepayment  Plans  for 
Rural  Communities,”  and  “Miscellaneous  Sub- 
jects.” 

He  requested  the  opinion  of  the  Council  as  to 
whether  or  not  permission  should  be  granted  the 
Academy  of  General  Practice  to  publish  some  or  all 
of  this  report,  as  requested  by  them. 

It  teas  voted  that  no  action  be  taken  on  the  request 
of  the  Yew  York  State  Chapter  of  the  American 
-Academy  of  General  Practice  for  permission  to 
publish  all  or  part  of  this  report  until  the  Council 
had  had  an  opportunity  to  study  the  report. 
Nursing  Education. — Dr.  Joseph  A.  Geis,  chair- 
man, reported:  “The  Committee  on  Yursing  Educa- 
tion and  the  Coordinating  Council  on  Yursing  Prob- 
lems have  gone  on  record  as  forming  districts  in  the 
State  and  setting  up  subcommittees  to  work  through- 
out the  State.  I have  here  a map  of  the  districts, 
and  I will  leave  it  for  the  record. 

“In  addition,  the  chairman  of  your  Committee  on 
Yursing  Education  has  t aken  the  stand  that  one  way 
to  increase  nurses,  especially  in  the  rural  communities 
and  for  bedside  nursing,  is  to  go  back  to  the  two-year 
course  for  bedside  nursing,  and  that  those  nurses  who 
wish  to  continue  in  supervisory  work,  nursing  teach- 
ing, health  department  work,  and  so  on,  take  a 
postgraduate  course  rather  than  as  part  of  their  R.Y. 
course — similar  to  the  way  men  who  wish  to  special- 
ize in  medicine  take  it  as  postgraduate.  That  has 
been  advanced  by  your  chairman  at  a meeting  in 


which  it  was  discussed,  and  I would  like  the  ap- 
proval or  disapproval  of  the  Council  on  the  issue. 
.After  discussion,  the  Council  toted  approval  of  Dr. 
Geis’  recommendation  that  two  years  of  training 
be  the  requirement  for  the  R.Y’. 

Office  Administration  and  Polities. — Dr.  John  J. 
Masterson,  chairman,  reported  that,  at  the  April  8. 
1953,  meeting  of  the  committee,  various  personnel 
matters  were  approved  and  the  rental  of  additional 
office  space  was  discussed-  Space  which  will  be 
available  on  the  sixth  floor  of  386  Fourth  Avenue 
was  offered  at  $5,500  per  year,  with  a promise  that  it 
would  not  be  offered  to  any  other  prospective  tenant 
until  after  April  9,  1953.  The  committee  decided  to 
request  the  Council  to  reapprove  the  rental  of  this 
space  and  to  request  the  Board  of  Trustees  to 
appropriate  $3,700  to  cover  the  rental  for  the  balance 
of  1953.  It  was  also  noted  that  a request  for  an 
appropriation  to  cover  alterations  for  this  space 
would  be  made  at  a subsequent  meeting. 

It  was  toted  that  the  Council  reapprove  its  recom- 
mendation to  the  Board  of  Trustees  for  allocation 
of  $5,500  per  year  for  this  additional  space. 

Dr.  Masterson  stated:  “It  was  noted  that  Miss 
Janet  E.  Loy,  supervisor  of  the  Directory  Editorial 
Department,  will  have  been  employed  by  the  So- 
ciety for  twenty-five  years  in  June.  It  was  decided 
to  recommend  to  the  Council  to  request  the  Trustees 
to  approve  an  amount  not  to  exceed  $100  to  purchase 
an  appropriate  gift  for  Miss  Loy,  commemorating 
her  twenty-five  years  of  service.” 

-Approval  was  voted. 

“There  was  a general  discussion  on  the  amount  of 
time  required  in  counting  pieces  of  mail  to  be  tied 
for  Post  Office  purposes.  There  was  demonstrated 
to  the  committee  a machine  which  can  do  this  work 
very  quickly.  It  was  noted  that  counting  operations 
in  the  office  cost  about  $500  per  year.  The  counting 
machine,  which  can  only  be  rented,  costs  $462  for 
the  first  year  and  $330  per  year  thereafter.  It  was 
decided  to  recommend  to  the  Council  to  request  the 
Board  of  Trustees  to  appropriate  $462  to  cover  one 
year’s  installation  cost  of  this  machine.” 

Approval  was  toted. 

The  report  as  a whole  was  approved. 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported: 

“Minutes  of  the  Publication  Committee  meeting 
held  April  8,  1953:  It  was  decided  to  continue  the 
complimentary  subscriptions  for  Mr.  \Y.  T.  Rogers 
and  Mr.  Jack  Harrison  Pollack;  to  table  the  re- 
quest of  Mr.  John  A.  Bassett,  our  West  Coast 
representative,  regarding  the  addressographing  of 
certain  material  for  a Journal  advertiser : to  comply 
with  the  request  of  Dr.  Daniel  P.  Schultz  regarding 
the  exclusion  of  his  name  from  the  1953  Medical 
Directory;  to  request  Dr.  Eggston  to  appoint  Dr. 
Frederic  Zeman  as  chairman  of  the  Subcommittee 
on  the  History  of  the  State  Society:  to  comply  with 
the  request  of  State  Senator  Louis  L.  Friedman,  re- 
garding complimentary  copies  of  the  1951  and  1953 
Medical  Directories. 

“A  letter  from  Dr.  Morris  Brant  of  the  Sidney 
Hillman  Health  Center  was  read.  In  it  he  requested 
a meeting  with  the  Publication  Committee  to  review 
the  committee’s  decision  which  deleted  the  Sidney 
Hillman  Health  Center  from  the  1953  Medical 
Directory.  It  was  the  sense  of  the  meeting  to  hold  a 
special  meeting  at  2:30  p.u.  on  Wednesday.  April  22. 
1953,  at  which  time  Dr.  Brant  would  be  permitted 
to  state  his  case. 

“There  was  a general  discussion  regarding  a sug- 
gestion that  a mimeographed  letter  be  sent  to  JotTR- 
[ Continued  on  page  1492] 
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nal  advertisers  and  prospective  Journal  adver- 
tisers every  other  month,  in  which  new  features 
would  be  pointed  out.  It  was  noted  that  the  first 
issue  would  cost  S200,  and  -8100  thereafter.  It  was 
decided  to  approve  this  plan  and  to  table  a sug- 
gestion that  advertising  rates  be  increased. 

“A  letter  from  the  Podiatry  Association  of  the 
State  of  New  York  was  read.  A request  for  blanket 
permission  to  reprint  articles  from  the  Journal  was 
made.  It  was  decided  to  approve  their  request, 
providing  appropriate  credit  is  given. 

“A  request  of  Dr.  Anthony  Cipollaro  for  permis- 
sion to  print  an  Annual  Meeting  paper  relating  to 
dermat  ology  in  one  of  the  specialty  publications  was 
granted. 

“There  was  a general  discussion  of  reducing 
Journal  subscription  rates  to  medical  students.  It 
was  the  sense  of  the  meeting  that  further  study  be 
made. 

“Dr.  Laurance  D.  Red  way  expressed  his  deepest 
appreciation  to  each  member  of  the  committee  for 
the  help  he  had  received  since  he  had  been  appointed 
editor.” 

It  was  voted  to  accept  the  report. 

Public  Health  and  Education.- — Dr.  Theodore  J. 
Curphey,  chairman,  reported  he  had  attended  four 
meetings  in  February,  March,  and  April  and  had 
arranged  nine  postgraduate  lectures  for  March  and 
April  in  eight  counties  as  well  as  one  before  a tri- 
county group  at  the  Utica  Academy  of  Medicine. 

He  stated  that: 

1.  The  program  of  the  National  Health  Council 
meeting  was  divided  into  several  discussion  groups. 
Special  stress  was  laid  on  the  importance  of  com- 
munity planning  with  the  need  for  establishing  a 
broad  base,  including  all  the  groups  in  the  com- 
munity interested  in  health.  The  prime  objective 
should  be  directed  toward  the  establishment  of 
policy  rather  than  actual  delivery  of  services. 
Emphasis  was  placed  on  the  importance  of  maintain- 
ing the  number  of  agencies  in  the  community  at  a 
minimum,  and  the  need  for  coordinating  health 
services  within  the  group  or  agency  as  well  as  be- 
tween the  various  agencies  involved.  It  was  recom- 
mended that  such  community  planning  would  in- 
clude both  long-term  and  short-term. 

One  group  discussed  “Paying  the  Bill  for  Personal 
Health  Services.”  A summary  of  this  discussion 
will  no  doubt  be  presented  by  other  representatives 
of  the  State  Society.  The  discussion  group  on 
“Fostering  Research  for  Better  Health”  emphasized 
the  great  need  now  existing  for  more  accurate  in- 
formation obtained  through  the  efforts  of  trained 
individuals  in  the  social  sciences.  A point  brought 
out  by  this  group  was  the  desirability  of  more  re- 
search into  administrative  problems  in  the  health 
field,  leading  to  better  teamwork  between  the  public 
and  the  health  agencies.  In  this  connection  Mr. 
Chester  Bernard  stressed  that  any  advance  made  on 
the  medical  front,  in  so  far  as  health  is  concerned, 
must  include  the  ideas  and  views  of  lay  representa- 
tives. 

2.  On  March  20  and  21  the  State  University  of 
New7  York  held  its  third  symposium,  at  the  Commo- 
dore Hotel,  entitled  “Its  Progress  and  Its  Pros- 
pects.” The  session  on  Medical  Education  was 
attended  by  the  secretary  of  the  Council  committee. 

Dean  William  R.  Willard  stated  that  the  de- 
velopment of  the  State  University  medical  schools  is 
a reflection  of  a national  trend.  The  public  has 
exhibited  a tremendous  demand  for  medical  serv- 
ices, and  the  youth  w7ant  to  study  medicine.  Prior 
to  1875  the  doctor  learned  by  apprenticeship. 
Later,  teaching  became  training  centered.  The 


early  doctor  was  concerned  with  individual  patient 
needs — persons  rather  than  diseases.  After  1900 
there  came  slow  realization  of  the  lost  values  of  the 
personal  relationship.  Science  and  medicine  are 
now  attempting  to  correct  this ; they  are  interested 
iii  how  the  human  personality  develops,  in  the  en- 
vironmental factors,  social  and  physical.  A new 
type  of  family  doctor  is  developing.  He  must  know7 
more  anatomy,  biochemistry,  etc.,  plus  social 
science. 

Comprehensive  health  services  must  be  taught. 
It  is  not  enough  for  the  doctor  to  feel  his  mission  is 
complete  in  helping  the  patient  through  an  episode 
of  illness.  He  must  understand  preventive  technics 
and  use  them  systematically.  Continuity  of  care 
must  be  the  pattern  in  medical  schools.  Dean 
Willard  emphasized  that  a proper  relationship  must 
be  developed  between  the  schools  and  the  region — 
hospital  and  health  agencies  and  the  physicians. 
They  all  must  realize  they  have  common  objectives. 

Commissioner  Herman  E.  Hilleboe,  in  speaking  on 
“Public  Health  and  Medical  Education,”  said  that 
the  public  health  workers  are  the  practical  sociolo- 
gists of  medicine;  they  are  interested  in  health  and 
disease  in  the  whole  community.  He  gave  due  credit 
to  the  practicing  physicians  for  their  indispensable 
aid  in  carrying  out  the  public  health  programs.  Dr. 
Hilleboe  stressed  the  supreme  importance  of  unceas- 
ing training  for  the  public  health  worker  until  retire- 
ment. He  also  was  emphatic  that  all  practitioners 
must  become  aware  of  the  public  health  develop- 
ments in  their  owrn  areas.  Dr.  Hilleboe  described 
the  public  health  teaching  in  medical  schools  and 
stressed  the  need  for  practical  experience,  which  the 
Health  Department  helps  to  furnish  by  offering 
summer  internships.  He  spoke  of  the  difficulty  in 
providing  proper  postgraduate  training  in  public 
health  for  the  3.500  full-time  public  health  physi- 
cians in  the  State  and  800  part-time  local  health 
officers.  He  outlined  the  various  facilities  for  con- 
tinuing education  of  the  practicing  physician,  and  re- 
ferred to  the  part  played  by  the  State  Society.  A 
plea  was  made  by  Dr.  Hilleboe  for  a center  of  con- 
tinuing education  at  the  university. 

Dr.  Russel  V.  Lee,  director  of  the  Palo  Alto  Clinic 
and  a member  of  former  President  Truman’s  Com- 
mission on  the  Health  Needs  of  the  Nation,  addressed 
the  group  on  “The  Relationship  of  the  Physician  and 
the  Practice  of  Medicine  to  Society.”  His  emphasis 
was  the  need  for  the  doctor  to  be  integrated  into  the 
political  sphere  because  of  the  very  different  place 
that  medicine  has  assumed  in  society.  The  doctor 
must  know7  sociology,  political  science,  psychology, 
and  economics  in  general. 

Dr.  Curphey  stated:  “We  made  an  error  at  the 
last  Council  meeting  by  appointing  Dr.  Leahy  of 
Albany  as  regional  chairman  in  pediatrics  for  the 
committee,  in  the  fourth  region.  We  have  found 
since  that  Region  4 does  not  include  Albany.  We, 
therefore,  ask  his  name  be  withdrawn  and  that  Dr. 
Johnson  of  Kingston,  w7ho  is  in  Region  4,  be  ap- 
pointed instead  as  regional  chairman  of  pediatrics. 

I so  move.” 

Approval  was  voted. 

“Similarly,  in  respect  to  the  request  of  Dr.  Karl 
William  Gruppe,  director  of  the  Utica  Hearing  and 
Speech  Center,  he  was  inadvertently  recommended 
to  the  Council  as  adviser  instead  of  as  a member  of 
the  Subcommittee  on  the  Hard  of  Hearing  and  the 
Deaf.  I move  that  that  error  of  mine  be  corrected, 
sir,  and  that  he  be  now  elected  as  a member  of  the 
committee. 

Approval  was  voted. 

“I  have  here,  Mr.  President,  a letter  from  Dr. 

[Continued  on  page  1494] 
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FAIRFIELD  MEDICAL  COLLEGE 

The  story  of  America’s  astonishing  pioneer  medical 
school,  and  its  sister  institution.  The  Fairfield  Academy, 
in  Herkimer  County,  New  York,  now  for  first  time  told  in 

TIP  OF  THE  HILL 

By  Thomas  C.  O’Donnell, 

Author  of  "Snubbing  Posts;”  "Birth  of  a River”,  etc. 

Chartered  in  1812,  Fairfield  everywhere  was  accepted 
as  America’s  greatest  medical  college.  And  with  good 
reason:  on  its  faculty  were  men  like  Lyman  Spalding,  its 
first  President,  and  John  Delamater,  George  Cheyne 
Shattuck,  Joseph  White,  T.  Romeyn  Beck,  John  Steams, 
Westel  Willoughby,  James  McNaughton  and  James 
Hadley. 

In  the  book,  too,  are  great  graduates,  like  Asa  Gray, 
Marcus  Whitman  and  John  Gorrie,  and  the  story  of  new 
medical  colleges  opening  up  in  Western  New  York  and 
Ohio,  to  lure  away  the  Fairfield  faculty  and  in  1841 
force  the  closing  of  the  school. 

“/  wish  we  had  more  books  of  this  kind.  I should 
say  also  that  I wish  more  books  were  as  well  written ." 

— Dr.  Albert  B.  Corey , N.  Y.  State  Historian. 

256  pages  and  24  pages  of  pictures. 

Price,  $4.00  postpaid 
Order  from  your  book-dealer  or  the  -publishers , 

BLACK  RIVER  BOOKS 

Boonville,  N.  Y. 
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Convalescence  is  associated  with  protein  loss  of 
serious  magnitude,  yet  little  is  known  of  the  funda- 
mental nature  of  the  loss.1  Loss  of  nitrogen  cannot 
be  prevented;  however,  nitrogen  balance  can  be 
maintained,  wound  healing  enhanced,  and  conva- 
lescence shortened,  by  a high  protein  diet.2 

Otherwise  the  patient  uses  his  own  “available” 
nitrogen  stores  to  accomplish  the  healing  defect.3 

The  patient  “is  better  off  before  his  nitrogen  stores 
have  been  wasted  than  after.  Surgeons  have  long 
noted  that  chronically  debilitated  patients  are  poor 
operative  risks.”1  Decubitus  ulcers  heal  quickly  in 
heavily  protein-fed  patients.4 

These  facts  are  clear,  as  is  also  the  fact  that  Knox 
Gelatine,  which  is  pure  protein,  offers  a useful 
method  of  supplementing  the  ordinary  dietary 
protein. 

Knox  Gelatine  is  easy  to  digest,  while  its  supple- 
mentary dietary  nitrogen  will  furnish  protein  with- 
out other  substances,  especially  salts  of  potassium 
which  are  retained  during  convalescence;  without 
excess  fat  and  carbohydrate,  which  are  not  needed 
especially;  and  without  a food  volume  which  may 
interfere  with  intake. 


1.  Howard.  J.  E.  Protein  Metabolism  During  Convalescence  After  Trauma.  Arch. 
Surg  50:166,  1945. 

2.  Co  Tui,  Minutes  of  the  Conference  on  Metabolism  Aspects  of  Convalescence 
Including  Bone  and  Wound  Healing.  Josiah  Macy,  Jr.  Foundation,  Fifth  Meeting 
Oct.  8-9.  p.  57,  1943. 

3.  Whipple,  G.  H.  and  Madden,  S.  C.  Hemoglobin,  Plasma  Protein  and  Cell  Pro- 
tein: Their  Interchange  and  Construction  in  Emergencies.  Medicine  23:215,  1944. 

4.  Mulholland,  J.  H„  Co  Tui,  Wright,  A.  M„  Vinci,  V.,  and  Shafiroff,  B.  Protein 
Metabolism  and  Bed  Sores.  Am.  Surg.  118:1015,  1943. 
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Hollis  E.  Ingraham,  deputy  commissioner  of  the 
Department  of  Health,  dated  March  9 : ‘I  am  attach- 
ing several  copies  of  a statement  which  we  would 
like  to  have  used  by  full-time  health  officers  and  by 
local  voluntary  health  agencies  in  the  heart  field  as  a 
guide  for  local  programs  of  rheumatic  fever  pro- 
phylaxis. The  endorsement  of  the  Department  and 
of  the  Medical  Society  would  give  added  prestige  to 
the  statement  for  its  use  within  Xew  York  State. 
Having  such  endorsement,  we  would  like  to  have  it 
published  in  the  State  Medical  Journal  and  in 
Health  News,  although  possibly  in  summarized  form 
in  the  latter.’ 

“We  have  sent  the  copies  to  the  members  of  the 
Subcommittee  on  Heart  Disease.  They  have  unani- 
mously approved  of  it  and  have  made  one  or  two 
minor  suggestions  which,  at  the  meeting  yesterday 
with  the  Health  Department,  received  approval. 
I move,  therefore,  sir,  that  the  Medical  Society  of 
the  State  endorse  this  statement  made  by  the  De- 
partment of  Health  in  respect  to  rheumatic  fever.” 
Approval  teas  voted. 

“The  last  item  I am  not  sure  the  Council  wants  to 
discuss,  sir,  and  that  is  that  motion  that  was 
brought  in  two  months  ago,  a five-page  motion,  the 
gist  of  which  was  the  appointment  of  a Council 
Committee  on  General  Practice.  It  has  been  laid 
on  the  table  for  February  and  March,  and  I would 
like  to  ask  whether  the  Council  proposes  to  take 
action  on  it  or  not.” 

It  was  voted  to  suggest  to  the  Xew  York  State 
Chapter  of  the  American  Academy  of  General 
Practice  that  they  present  the  motion  directly  to 
the  House  of  Delegates  for  consideration  by  a 
reference  committee  and  action  by  the  House. 

It  teas  voted  to  approve  the  report  as  a whole. 
Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report : 

With  the  ending  of  the  1953  Session  of  the  State 
legislature  in  mid-March,  the  Public  and  Profes- 
sional Relations  Bureau  brought  to  a close  its  par- 
ticipation in  the  intensive  phases  of  the  Citizens’ 
Health  Education  Campaign  and  began  preparations 
for  publicizing  the  annual  convention. 

Immediately  following  the  receipt  of  the  news 
that  the  Senate  had  defeated  the  Seelve  Bill,  the 
Bureau  mailed,  over  Dr.  J.  Stanley  Kenney’s 
signature,  a letter  thanking  the  32  Senators  who  had 
voted  against  the  bill.  A campaign  bulletin  was 
rushed  to  county  Citizens’  Health  Education  Com- 
mittee members  and  other  key  officials.  The  April 
issue  of  the  Newsletter  featured  a story  by  the 
Citizens’  Health  Education  Committee  paying 
tribute  to  the  county  campaign  leaders  for  their 
efforts  in  defeating  the  bill. 

During  the  weeks  immediately  preceding  the  vote 
in  the  Senate,  the  Bureau,  working  in  close  coopera- 
tion with  the  Citizens’  Health  Education  Committee, 
intensified  its  campaign  activities.  In  order  to 
utilize  the  short  time  available  to  best  advantage, 
most  efforts  were  directed  towards  the  press  and  the 
legislature.  As  part  of  its  plan  to  gain  favorable 
publicity,  the  Bureau  worked  closely  with  the 
Coordinating  Council  of  Xew  York  City’s  five 
county  medical  societies  in  arranging  and  conducting 
a press  conference  for  Xew  York  City  newspapers. 

Xewspaper  releases  were  sent  to  editors  through- 
out the  State.  One  contained  quotations  from 
spokesmen  from  five  of  the  largest  research  and 
health  organizations  in  the  United  States  denouncing 
spurious  “cure  claims”  by  cults,  including  chiroprac- 
tors. A letter  was  sent  to  each  member  of  the  senate 
and  assembly,  reiterating  the  position  the  State 
Medical  Society  had  taken  on  the  Seelye-Morgan 


Bill  and  the  Metealf-Rabin  Bill  in  its  original  state- 
ment to  the  legislators  some  weeks  previously.  Also 
a night  telegram  was  sent  to  even'  member  of  the 
assembly,  when  it  was  anticipated  that  the  Seelye- 
Morgan  Bill  might  come  up  for  a vote  on  the  floor  of 
the  Assembly.  It  strongly  urged  that  they  oppose 
the  Morgan  Bill  with  amendments  and  requested 
their  support  for  the  Rabin  Bill. 

In  order  to  gain  as  much  support  as  possible,  at  the 
local  level,  a telegram  was  sent  to  members  of  local 
Citizens’  Health  Education  Committees  and  to 
members  of  the  cooperating  Woman’s  Auxiliaries 
committees.  Following  the  pattern  maintained 
during  the  previous  weeks  of  the  campaign,  special 
campaign  bulletins  were  sent  to  local  Citizens’ 
Health  Education  Committees. 

A preliminary  survey  of  the  literature  distributed 
during  this  campaign  reveals  that  approximately 
one-half  million  pamphlets  have  been  distributed  to 
the  legislators,  the  press,  the  public,  and  to  organiza- 
tions. Your  committee,  once  again,  wishes  to  point 
out  that  whatever  success  has  been  achieved  by  the 
Citizens’  Health  Education  Campaign  was  due  pri- 
marily to  the  splendid  cooperation  between  the 
Campaign  committees  and  the  Bureau.  Dr.  Ken- 
ney, Dr.  Curphey,  Dr.  Wentworth,  Dr.  Anderton, 
and  Dr.  Smith  spent  many  hours  working  with  your 
chairman  and  the  Bureau’s  staff  planning  the  suc- 
cessful campaign. 

Even  before  the  1953  session  of  the  legislature  ad- 
journed, the  Bureau  had  begun  planning  for  the 
annual  convention.  As  soon  as  the  session  ended, 
actual  publicity  started.  Among  the  first  steps 
taken  was  the  mailing  of  a letter,  over  Dr.  W.  P. 
Anderton’s  signature,  to  the  writers  of  scientific 
papers  to  be  presented  at  the  annual  convention. 
The  purpose  was  to  advise  them  that  the  deadline  for 
submission  of  papers  was  April  1,  in  the  hope  that 
these  papers  might  be  sent  prior  to  that  time. 

A special  letter  was  mailed  to  editors  of  county 
medical  society  bulletins  for  the  purpose  of  getting 
as  much  publicity  as  possible  in  these  publications. 
Another  important  mailing  contained  a calendar  of 
events  at  the  annual  meeting.  This  one-page  digest 
of  activities  was  mailed  to  the  deans  of  medical 
colleges,  to  superintendents  of  hospitals  in  Western 
Xew  York,  and  also  to  other  groups  in  nearby  sec- 
tions of  Pennsylvania  and  Canada.  As  another 
means  of  publicizing  the  meeting  the  April  issue 
of  the  Newsletter  devoted  much  space  to  the  annual 
convention.  Much  work  already  has  been  done  in 
regard  to  publicity  through  the  medium  of  radio  and 
television.  Plans  are  well  under  way  for  a television 
show  on  Sunday  prior  to  the  opening  of  the  annual 
convention.  Preparation  for  a radio  program  dur- 
ing the  meeting  has  already  been  started. 

Although  most  of  the  activities  of  the  Bureau  were 
concentrated  on  the  educational  campaign  and 
preparation  for  the  annual  convention,  the  general 
routine  public  relations  activities  have  continued. 
The  field  men  traveled  to  various  parts  of  the  State. 
Requests  were  filled  for  our  publications,  including 
an  order  for  500  copies  of  “Telephone  Cues  for 
Medical  Personnel”  ordered  by  the  Credit  Bureau  of 
Alexandria,  Louisiana.  A copy  of  an  eight-page 
pamphlet,  describing  how  the  Pinellas  County  Medi- 
cal Society  of  Florida  conducted  a “Medical  Forum” 
in  conjunction  with  the  St.  Petersburg  Times , was 
sent  to  county  society  executive  secretaries  and  to 
members  of  your  committee.  A special  newspaper  re- 
lease was  mailed  to  local  editors  announcing  a series 
of  postgraduate  lectures  under  the  auspices  of  the 
Wayne  County  Medical  Society. 

The  Woman’s  Auxiliary  was  assisted  by  the 
Bureau  in  many  activities,  including  the  Health 
[Continued  on  page  1496] 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Spring  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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Poster  Contest  and  the  preparation  for  the  group’s 
annual  convention  and  participation  in  the  State 
Fair.  Several  conferences  were  held  with  Mrs. 
Slovak,  State  chairman  of  the  Auxiliary  Citizens’ 
Health  Education  Committee,  concerning  the 
Auxiliary’s  part  in  the  campaign.  A vote  of  thanks 
is  due  Mrs.  Slovak  and  the  other  Auxiliary  Citizens’ 
Health  Education  Committee  members  for  the  part 
they  played  in  the  campaign. 

In  order  to  be  informed  about  any  public  rela- 
tions problems  that  might  have  resulted  from  the  re- 
cent. National  Health  Council  meeting  in  New  York 
City,  representatives  of  the  Bureau  attended  the 
meeting  at  the  Hotel  Roosevelt.  March  18  to  20. 

Dr.  Winslow  continued:  “This  year  the  chairman 
of  the  Public  Relations  Session  is  Dr.  Charles  Lake- 
roan.  of  Rochester.  He  is  now  on  the  danger  list  in 
the  hospital  with  a coronary  and  will  be  unable  to 
attend  the  meeting.  It  will  be  necessary  to  replace 
him.” 

The  Chair  requested  the  approval  of  the  Council 
for  the  appointment  of  Dr.  Leonard  J.  Schiff  as 
Chairman  of  the  Session  on  Public  Relations. 
Approval  was  voted. 

The  report,  as  a whole  was  adopted. 

.4  vote  of  thanks  was  tendered  to  the  Committees 
on  Public  Relations,  Legislation,  and  Public 
Health  and  Education  for  their  splendid  work  in 
the  Citizens’  Health  Education  Campaign. 
Veterans  Administration,  Liaison  with. — Dr. 
Herbert  H.  Bauckus,  chairman,  reported  that  in 
1952  in  the  Albany  area  visits  made  under  the 
Veterans  Medical  Service  Plan  averaged  only  two 
visits  per  patient.  He  attributed  this  condition  to 
the  fact  that  during  the  last  several  months  the 
number  of  treatments  for  some  veterans  has  been 
reduced  on  recommendation  of  the  Veterans  Ad- 
ministration without  the  concurrence  of  the  Veterans 
Medical  Service  Plan.  He  stated  that  in  the 
Buffalo  area  payments  to  physicians,  tinder  the  plan, 
for  three  months  had  totaled  $24,359.  The  charges 
made  by  participating  physicians  for  57  of  the  2.459 
treatments  authorized  in  this  area  were  less  than 
those  permitted  under  the  fee  schedule. 

Dr.  Bauckus  advised  the  members  of  the  Council 
to  read  a report,  “The  Veterans  Administration  Is 
not  the  Villain,”  by  Greer  Williams,  public  relations 
director  of  the  American  College  of  Surgeons,  which 
was  published  in  Modern  Hospital  for  November, 
1952,  and  circulated  to  the  House  of  Delegates  of  the 
American  Medical  Association.  He  felt  that  the  re- 
port was  unfair  but  should  be  understood. 

Dr.  Bauckus  presented  a list  of  suggested  topics, 
on  which  the  Chair  ruled  that  the  proper  procedure 
would  be  for  the  committee  to  draw  up  resolutions 
and  present  them  to  the  House. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott, 
chairman,  submitted  the  following  report  : 

“During  the  past  month  the  Auxiliary  has  been 
planning  its  1953  Convention,  arranging  for  the 
climax  of  the  State  Health  Poster  Contest,  and  pre- 
paring for  the  State  Fair  exhibit.  The  president, 
Sirs.  Harry  I.  Norton,  has  sent  the  delegates  their 
credentials  and  completed  the  convention  program. 
In  this  work  she  was  ably  assisted  bv  Mrs.  Joseph 
A.  Zavisca,  convention  chairman,  and  her  committee. 
Mrs.  Norton  is  also  preparing  a county  auxiliary 
scoreboard  for  display  at  the  convention. 

“Mrs.  Thomas  M.  d’Angelo,  president-elect,  is 
working  on  arrangements  for  the  State  Fair  exhibit, 
and  will  welcome  all  suggestions.  Mrs.  Michael 
Slovak,  State  Chairman  of  Legislation  and  Citizens’ 
Health  Education  Committee,  wrote  all  the  county 
chairmen  urging  them  to  write  their  legislators  re- 


garding the  Seelye-Morgan,  Metcalf-Rabin,  and  the 
Nursing  Scholarship  bills. 

“Plans  for  a luncheon  in  honor  of  the  Health 
Poster  Contest  judges  have  been  completed  for 
April  25.  Arrangements  are  being  made  so  that  the 
eight  winners  will  receive  suitable  certificates  and 
the  winner  of  the  senior  award  an  invitation  to 
attend  the  Woman's  Auxiliary  luncheon  in  Buffalo  to 
accept  the  award. 

“The  Spring  issue  of  the  Distaff  has  been  dis- 
tributed. 

“Our  Auxiliary  is  also  cooperating  with  the 
Woman’s  Auxiliary  to  the  A.M.A.  in  arranging  for 
its  convention,  and  Mrs.  William  J.  Lavelle  of 
Queens  and  Mrs.  Adolph  Emerson  of  Kings  have 
been  working  closely  with  Dr.  Kenney  to  make  cer- 
tain that  all  the  ladies  enjoy  their  stay  in  New 
York. 

“As  this  will  be  the  final  report  for  the  Society 
year,  I wish  to  thank  ever}*  member  for  the  help 
given  the  Auxiliary  and  ask  you  to  do  what  you  can 
to  help  the  Auxiliary  increase  its  membership  and 
establish  itself  in  the  unorganized  counties.” 

Approval  of  the  report  was  voted. 

Report  of  Delegates  to  the  1953  A.M.A.  Meeting 
at  Washington 

The  following  delegates  from  our  Society  at- 
tended a special  session  of  the  House  of  Delegates  of 
the  American  Medical  .Association,  at  the  Hotel 
Statler,  Washington,  D.  C.,  March  14.  1953.  to 
consider  President  Eisenhower’s  Reorganization 
Plan  No.  1 of  1953  to  create  a Federal  Department 
of  Health,  Education  and  Welfare,  headed  by  a 
secretary  of  Cabinet  rank:  Drs.  A.  H.  Aaron,  W.  P. 
Anderton.  Herbert  H.  Bauckus.  Maurice  J.  Dattel- 
baum,  Thomas  M.  d’Angelo,  Peter  J.  Di  Natale. 
Andrew  A.  Eggston,  Edward  P.  Flood.  Thurman  B. 
Givan,  George  W.  Kosmak.  J.  Stanley  Kenney, 
John  J.  Masterson.  Peter  M.  Murray,  James  R. 
Reuling,  Edward  T.  Wentworth.  Carlton  E.  Wertz, 
and  Leo  F.  Schiff.  vice-president.  Also  present  were 
Dr.  Louis  H.  Bauer,  president  of  the  .American 
Medical  Association;  Dr.  Chas.  Gordon  Hevd,  ex- 
president-  of  the  American  Medical  Association; 
Dr.  Reid  R.  Heffner,  president  of  the  Medical  So- 
ciety of  the  County  of  Westchester;  Mr.  Boyden 
Roseberry,  executive  secretary  of  the  Medical 
Society  of  the  County  of  Westchester:  Dr.  Charles 
F.  McCarty,  secretary  of  the  Medical  Society  of  the 
County  of  Kings,  and  Mr.  Frederick  W.  Miebach, 
director  of  the  Public  and  Professional  Relations 
Bureau  of  the  Medical  Societv  of  the  State  of  New 
York.  Dr.  Harvey  B.  Matthews,  Kings  County, 
represented  the  Section  on  Obstetrics  and  Gyne- 
cology. 

The  House  of  Delegates  was  addressed  by  Presi- 
dent Eisenhower,  Senator  Robert  A.  Taft  of  Ohio, 
and  Representative  Judd  of  Minnesota.  Senator 
Taft  and  Representative  Judd  discussed  in  detail  the 
Reorganization  Plan  and  other  phases  of  the  govern- 
ment administration.  We  were  informed  that  it  was 
the  first  time  in  the  history  of  the  House  of  Delegates 
that  we  were  addressed  by  the  President  of  the 
United  States. 

Your  delegates  met  in  caucus  at  12:10  p.m.  during 
a recess  of  the  House  to  discuss  the  report  of  the 
Board  of  Trustees  presented  to  the  House  of  Dele- 
gatesonthe  President’s  Reorganization  Plan  Number 
1 of  1953.  Dr.  Masterson  presided.  The  caucus 
voted  approval  of  this  report  which  supports  the 
President's  Reorganization  Plan.  The  report  of  the 
Board  of  Trustees,  we  were  informed,  was  prepared 
after  prolonged  and  careful  deliberation.  A copy  of 
the  report  is  attached. 

[Continued  on  page  1498] 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y, 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


Your  patients  can  find  relief  from 


mmsi 

iWHRiTl! 


AND 


Stia/m  Sm 


NEW 

Nationally  famous  Sulphur  Water  Spa  ac- 

MTDKAt^^OaAT.ON0^  * Th*  AME«'C*" 

Sulphur  Wator  and  Nauheim  Baths,  Steam 
Massages  and  Inhalations.  Spic  and  span 
bath-hoases.  Modern  methods  of  treatment 
embodying  the  latest  scientific  develop- 
ments under  the  supervision  of  Dr.  1.  O. 
White,  medical  director.  Additional  benefits 
ar«  derived  from  the  invigorating  climate, 
restful  atmosphere  and  excellent  recrea- 
tional facilities. 


Write  for  full  information 


WHITE  SULPHUR  COMPANY,  SHARON  SPRINGS,  H.  T. 

N*a  York  OtBce:  50  Broad  Street,  HAnover  2-8694 


Hall-Brooke . . s a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N. Y.  George  K.  Pratt, M . D., Med. Director. 

Greens  Farms , BOX  31 , Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


WEST  HILL 

West  252nrl  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  ThcNanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgt  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  nJ£meg 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectaiian.  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANE  DISCOUNT  C0RP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 
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Our  delegates  were  very  sorry  to  learn  that.  Dr. 
Floyd  S.  Winslow  who  served  so  faithfully  and 
efficiently  for  many  years  as  chairman  of  our  dele- 
gates would  not  be  present.  It  was  voted  to  have 
Dr.  Wentworth  and  Dr.  Anderton  send  him  a tele- 
gram expressing  appropriately  our  deep  regret  at  his 
absence. 

REFORT  OF  A.M.A.  BOARD  OF  TRUSTEES 
OX  REORGAN  IZATIOX  FLAX  NUMBER  1 OF 
1953 

Presented  by  Dwight  H.  Murray,  M.D.,  chairman, 
to  House  of  Delegates,  March  14,  1953. 

The  House  of  Delegates  of  the  American  Medical 
Association  has  for  nearly  eighty  years  been  on  record 
as  favoring  an  independent  Department  of  Health  in 
the  Federal  government.  The  reason  for  this  stand 
has  been  that  the  House  has  felt  that  health  and 
medicine  should  be  given  a status  commensurate 
with  their  dignity  and  importance  in  the  lives  of  the 
American  people,  and  that  they  should  be  com- 
pletely divorced  from  any  political  considerations. 

The  Board  of  Trustees,  after  a careful  study  of  the 
policy  of  the  American  Medical  Association  with 
respect  to  the  administration  of  health  activities  in 
the  executive  branch  of  the  government  and  after 
studying  the  Reorganization  Plan  for  elevation  of 
the  Federal  Security  Agency  to  cabinet  status,  sub- 
mitted by  President  Eisenhower  to  the  Congress, 
finds  that  Reorganization  Plan  1 of  1953  provides  for 
a special  assistant  to  the  Secretary  for  Health  and 
Medical  Affairs.  This  provision  is  a step  in  the  right 
direction  which  should  result  in  centralized  coor- 
dination under  a leader  in  the  medical  field  of  the 
health  activities  of  the  proposed  department. 
Health,  therefore,  is  given  a special  position.  The 
proposed  plan,  properly  administered,  will  permit 
more  effective  coordination  and  administration  of 
the  health  activities  of  the  new  department  without 
interference  or  control  by  other  branches. 

Previous  attempts  to  raise  the  Federal  Security 
Agency  from  an  independent  agency  to  the  level  of 
an  executive  department  have  been  opposed  by  the 
Association  because  the  plan  did  not  meet  these 
aims. 

Inasmuch  as  Federal  health  benefits  and  programs 
are  established  by  the  Congress,  an  administration 
bent  on  achieving  the  nationalization  of  medicine 
cannot  reach  that  goal  except  with  the  support  of 
Congress.  Therefore,  an  organizational  plan 
through  which  Federal  health  activities  are  ad- 
ministered, although  important,  is  not  nearly  so 
vital  an  issue  as  the  policies  adopted  by  the  Congress 
of  the  United  States. 

The  Board  of  Trustees  recommends  that  the  House 
of  Delegates  reaffirm  its  stand  in  favor  of  an  inde- 
pendent Department  of  Health  but  that  it  support 
the  Reorganization  Plan  Number  1 of  1953  as  being 
a step  in  the  right  direction;  that  the  American 
Medical  Association  cooperate  in  making  the  plan 
successful,  and  that  it  watch  its  development  with 
great  care  and  interest. 

It  should  be  understood,  however,  that  the  Asso- 
ciation reserves  the  right  to  make  recommendations 
for  amendment  of  the  then  existing  law  and  con- 
tinue to  press  for  the  establishment  of  an  independent 
Department  of  Health,  if  the  present  plan  does  not, 
after  a sufficient  length  of  time  for  development,  re- 
sult in  proper  advancement  in  and  protection  of 
health  and  medical  science  and  in  their  freedom  from 
political  control. 

Approval  was  voted. 

New  Business 

Medical  Care  Insurance  Plans— Dr.  Ghas. 


Gordon  Heyd.  former  president  of  the  Society, 
addressed  the  Council  in  regard  to  certain  problems 
affecting  United  Medical  Sendee,  Inc.,  of  which  he 
is  Board  chairman,  and  certain  other  prepayment 
medical  insurance  plans  in  New  York  City  and 
nearby  counties.  He  also  submitted  a brief.  His 
speech  and  brief  are  incorporated  in  the  verbatim 
minutes. 

It  ins  rated  to  refer  these  to  the  Subcommittee  on 
Medical  Expense  Insurance  for  study  and  report 
to  the  Council. 

Vote  of  Thanks  to  Dr.  Wentworth. — Dr.  Winslow 

stated:  “I  wish  to  make  a motion  involving  the 
president.  May  I respectfully  ask  that  the  sec  re  tan- 
take  the  chair  temporarily.” 

Secretary  Anderton  assumed  the  chair. 

Dr.  Winslow  continued:  “Some  of  the  members  of 
the  Council  may  question  my  modesty  in  speak- 
ing about  my  lifelong  friend.  Dr.  Wentworth,  but 
to  those  who  question  my  modesty  in  the  matter 
may  I state  that  friendship  with  Dr.  Wentworth  is 
no  insurance  whatever  against  the  infliction  of  a 
number  of  honorable  scars  when  you  walk  through 
life  by  his  side. 

“I  presume  the  best  tliat  one  could  say  about  his 
administration  is  that  it  was  an  earnest,  thoughtful, 
and  prudent  administration.  Probably  the  worst 
that  anybody  could  say  about  it  would  be  that  some 
of  our  membership  had  difficulty  in  following  his 
thought  and  philosophy  at  certain  times.  Be  that  as 
it  may,  I move  that  the  Council  extend  to  Dr. 
Wentworth  an  earnest  vote  of  thanks  for  the  work 
that  he  has  done  during  the  year  of  his  administra- 
tion, and  that  we  wish  him  a further  continuance 
through  many  years  of  his  efforts  to  advance  the  in- 
terests of  American  medicine.” 

The  Council  arose  and  applauded. 

Dr.  Anderton  stated:  “The  motion  is  seconded 
and  carried  by  acclaim.” 

President  Wentworth  resumed  the  Chair. 

He  responded:  “Thank  you,  gentlemen.  It  is 
regrettable  tliat  you  had  so  much  trouble  with  your 
chairman.  Now  Walter  would  have  said  that  he  was 
sorry,  and  he  would  have  meant  it.  I don’t  say  I am 
sorry ; I think  it  did  you  a lot  of  good.  I appreciate 
very  much  your  sympathy  and  aid.  You  have  been 
wonderful,  and  I express  my  heartfelt  thanks  for  the 
wonderful  way  in  which  you  have  all  worked  this 
year.  I think  a tremendous  lot  has  been  accom- 
plished, even  though  it  took  a long  time  at  Council 
meetings.” 

First  District  Branch  Constitution  and  Bylaws. — 

Dr.  Frederick  W.  Williams  stated: 

“Before  we  adjourn,  there  is  one  problem  which 
the  Constitution  and  Bylaws  Committee  has.  We 
have  struggled  for  two  years  trying  to  get  a con- 
stitution and  bylaws  for  the  First  District  Branch. 
Lo  and  behold,  they  have  one,  which  they  tell  me  is 
approved  by  the  five  county  medical  societies. 
Tliat  is  a masterpiece  in  itself,  but  that,  copy  of  the 
constitution  and  bylaws  lias  been  submitted  to  us, 
and  is  in  the  hands  of  the  counsel,  and  has  not  yet 
reached  the  members  of  my  committee. 

“The  First  District  Branch  is  anxious  to  have  its 
meeting  with  its  approved  constitution  during  the 
House  of  Delegates  session,  so  I would  like  to  ask 
approval  of  the  Council  to  authorize  the  executive 
committee  to  approve  the  constitution  and  bylaws 
of  the  First  District  Branch  if  it  meets  with  the 
approval  of  the  counsel,  the  secretary,  aud  your 
Committee  on  Constitution  and  Bylaws.  In  that 
way  it  will  make  it  possible  for  the  First  District 
Branch  to  meet  and  use  this  constitution  at  the  time 
the  House  of  Delegates  meets.” 

Approval  teas  voted. 
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BUSINESS  OPPORTUNITIES 

REAL  ESTATE  • FOR  SALE  • FOR  RENT 


FOR  SALE 


Rockville  Centre,  L.  I.,  excellent  location  for  doctor.  House 
and  office  combination  near  bus,  R.R.  station,  stores,  schools. 
Owner  specializing.  Write  Box  669,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Brooklyn — Active  practice,  Internist  or  G.P.  5 room  office 
apartment  house,  Flatbush.  Fully  equipped  (X-ray.  ecg, 
basal,  etc.),  or  equipment  only — reasonable.  Gedney  6-3072 
or  Box  670,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


House  plus  4 room  office,  separate  entrance,  lot  60  x 200, 
“doctors  row,”  Rockville  Centre,  L.  I.,  $21,000.  Cash 
needed  $5000.  Call  RO  6-3466. 


FOR  SALE 


Unopposed  Central  Illinois,  E.  E.  N.  T.  practice,  grossing 
$16,000.00.  Two  local  Hospitals,  without  any  restrictions. 
Price,  $3000.00  or  terms.  Write  Dr.  E.  L.  Ringer,  Lincoln,  111. 


FOR  SALE  OR  RENT 


Well  established,  rural  general  practice,  active  for  12  yrs. 
Home  office  combination.  Upstate  N.  Y.  For  Sale  or 
Rent  immediately.  Terms.  Box  666,  N.  Y.  St.  Jr.  Med. 


ATTRACTIVE  BUSINESS  OPPORTUNITY 
OWNER  MUST  SACRIFICE 

Long  established,  well  equipped  MEDICAL  & CLINICAL 
LABORATORY  — excellent  clientele,  exclusive  location. 
New  York  City.  Write  Box  673,  N.  Y.  St.  Jr.  Med. 


WANTED 


Resident  Physician  for  mixed  residency.  Excellent  oppor- 
tunity for  experience  in  Surgery,  Obstetrics  and  General 
Medicine.  125  bed  general  hospital.  $200.00  and  full 
maintenance.  Apply  to  Sister  Miriam  Thomas  or  Dr.  M. 
Lefkowitz,  Good  Samaritan  Hospital,  Sutfern,  New  York. 


WANTED 


Partnership.  Eventual  purchase,  G.  P.,  Queens.  No  in- 
vestment. Requires  well-rounded  experience.  Wonderful 
opportunity.  Box  667,  N.  Y.  St.  Jr.  Med. 


WANTED 


LOCUM  TENENS,  beginning  June  or  July  for  two  years. 
Under  certain  circumstances,  might  sell  outright.  General 
practice,  $18-23,000  income.  Small  village,  near  Syracuse. 
Box  665,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner  wishes  office  space  from  specialist  in 
new  development  on  L.  I.;  percentage  basis.  Box  671,  N.  Y. 
St.  Jr.  Med. 


FOR  RENT 


Professional  five  room  street  level  apartment,  1233  Simpson 
Street  near  Freeman  Street,  Bronx.  Morris  Goldman,  524 
Broadway.  WA  5-3939. 


KATE  SMITH 

says — 

“The  American  Cancer  Society  is 
leading  the  fight,  your  fight,  against 
cancer  through  its  programs  of  re- 
search . . . education  . . . and  service 
to  cancer  patients. 

“Cancer  strikes  one  in  five. 

“You  can  strike  back  with  a 
generous  gift.  Mail  it  to  ‘Can- 
cer,’ c/o  the  Postmaster  in 
your  town,  and  your  dollars 
will  reach  the  American  Can- 
cer Society. 

"Please  send  your  gift  today. 

The  need  is  terribly  urgent.  ” 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga  

Chautauqua  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee  

Greene  

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange  

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond. . . . 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


Officers — County  Medical  Societies — 1953 

TOTAL  MEMBERSHIP  AS  OF  JUNE  15,  1953—23,421 


President 

John  G.  McKeon Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy . . . Bronx 
Mark H. Williams  .Binghamton 

Francis  P.  Keefe Olean 

Joseph  H.  Dwindle . . .Auburn 

D. D.Trantum  . . . .Jamestown 

William  J.  Cusick Elmira 

H.  Lynn  Wilson Norwich 

Eric  D.  Pearson Plattsburg 

Henry  J.  Noerling Valatie 

William  A.  Shay Cortland 

Robert  H.  Gelder Sidney 

Maxwell  Gosse.  .Poughkeepsie 

William  J.  Orr Buffalo 

George  G.  Hart. . .Lake  Placid 
R.  P.  Bellaire. . .Saranac  Lake 

John  R.  Ford Gloversville 

Joseph  S.  Diasio Oakfield 

Solomon  Yarvin ....  Coxsackie 

Oscar  J.  Muller Little  Falls 

George  S.  Nellis. . .Watertown 

Louis  Berger Brooklyn 

Harry  E.  Chapin Lowville 

Julia  A.  Delehanty. . .Geneseo 
Edward  G.  Hixson ....  Oneida 

C.  Parnall,  Jr Rochester 

Alton  J.  Spencer. . . Amsterdam 
John  N.  Shell Freeport 

G.  W.  McAuliffe. . . .New  York 
P.  J.  Sciarrino. . .Niagara  Falls 

I.  Douglas  Kendrick.  . . .Utica 
A.  Carl  Hofmann.  . . .Syracuse 
P.  M.  Standish . . Canandaigua 

H.  F.  Murray,  Jr..  .Port  Jervis 

Walter  Shifton Albion 

John  A.  Rodger Fulton 

Walter  D.  Luft Milford 

A.  Vanderburgh Brewster 

William  Benenson. . . .Flushing 
Henry  F.  Albrecht,  Jr.. . Troy 
Herbert  Berger.  .Staten  Island 

Franklyn  B.  Theis Nyack 

A.  D.  Redmond. . Ogdensburg 

E.  A.  Suss Middle  Grove 

James  M.  Blake.  .Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus. . Watkins  Glen 

William  K.  Major Waterloo 

Steven  E.  Pieri Corning 

Morris  W.  Molinoff . Brentwood 
V.  G.  Bourke  Livingston  Manor 
Seymour  M.  Bulkley.  .Spencer 

C.  Paul  Russo Ithaca 

Jack  Lehner Kingston 

M.  A.  Mastrianni.  .Glens Falls 
Erich  Seligmann. . . .Whitehall 

James  D.  Tyner Newark 

Reid  R.  Heffner. New  Rochelle 
Charles O.  Wagenhals.  Warsaw 
William  P.  Rhudy.  Penn  Yan 


Secretary 

Albert  Yander  Veer. . .Albany 
James  H.  Gray,  Jr. .Friendship 

Frank  LaGattuta Bronx 

N.  R.  Occhino . . . Johnson  City 
Richard  A.  Loomis . Ellicottville 
Frank  A.  Graceffo. . . .Auburn 

Edgar  Bieber Dunkirk 

Robert  V.  Larkin Elmira 

-Angelo  A.  Franco.  .New  Berlin 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley. . .Cortland 
George  G.  Miles. . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin.  .Port  Henry 
Daisy  H.  Yan  Dyke. . . Malone 
Kingston  Larner . . Gloversville 
Ralph  B.  Smallman. . Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan . Herkimer 
C.  A.  Prudhon  . . . .Watertown 
Abraham  D.  Segal ..  Brooklyn 
John  P.  Myers . .Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 

Felix  Ottaviano Oneida 

G.  M.  Hemmett. . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Herbert  S.  Ogden . . .New  York 
C.  M.  Dake,  Jr. .Niagara  Falls 

Pasquale  Ciaglia Utica 

W.  J.  Michaels,  Jr.  . . Syracuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury.  Newburgh 

Kenneth  J.  Clark Medina 

Joseph  M.  Riley. .....  Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  J.  Lawrence . . Flushing 

Leo  S.  Weinstein Troy 

James  Poulton . . Staten  Island 
Robert  L.  Yeager. . . .Pomona 
William  R.  Carson. . .Potsdam 
C.  K.  Amyot . Saratoga  Springs 
Ralph  E.  Isabella. Schenectady 
Donald  R.  Lyon . . . Middleburg 
William  F.  Tague  MontourFalls 
David  L.  Koch.  .Seneca  Falls 

Milton  Tull}’ Homell 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Noah  J.  Kassman Ithaca 

Bartholomew  J . Dutto  Kingston 
James  A.  Gleen. . .Glens  Falls 
Newton  Krumdieck  Cambridge 

Jan  A.  Perillo Newark 

Harold  J.DunlapNew  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . .Penn  Yan 
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Treasurer 

Frances  E.  Vosburgh.  .Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss. . . .Binghamton 

William  R.  Casey Olean 

Allan  H.  Kirkwood ....  Auburn 
Charles  B.  Mosher. . .Dunkirk 

Swen  L.  Larson Elmira 

Angelo  Franco. . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  T.  Corey Cortland 

George  G.  Miles . . . Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman ....  Buffalo 
James  E.  Glavin . . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 

Paul  E.  Griffin Johnstown 

Ralph  B.  Smallman. . .Batavia 
Mahlon  H.  Atkinson.  .Catskill 
Arthur  H.  Mulligan . Herkimer 

L.  E.  Henderson  . .Watertown 
N icholas  H.  Ryan . . . Brooklyn 
John  P.  Myers. . . Port  Leyden 
S.  J.  Jackson  . . .Mount  Morris 
Wallace  B.  Nixdorf. . . .Oneida 
Robert  J.  Calihan  . . Rochester 
Max  Dreyfuss ....  Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Gerald  D . Dorman . . N ew  Y ork 
R.  D.  Glennie,  Jr.  Niagara  F alls 
Harold  H.  Katzman ....  Utica 
Charles  A.  Gwynn . . . Syracuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury . Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Matthew  Jacobs ....  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn . . . Staten  Island 
Marjorie  R.  Hopper. . . . Nyack 

Maurice  Elder Massena 

J.  Lebowich. . Saratoga  Springs 
Carl  F.  Runge. . . . Schenectady 
Duncan  L.  Best  . . Middleburg 
William  F. Tague  MontourFalls 
David  L.  Koch. . .Seneca  Falls 

Milton  Tully Homell 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman. . .Ithaca 
Herbert  B.  Johnson . . Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman  .Fort  Edward 

Jan  E.  Perillo Newark 

Donald  R.  Reed.  . . .Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  Y an 
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FOR  SALE 


Historic  Suffolk  County  Colonial  Inn  on  water,  open  year 
round.  Private  yacht  basin.  Four  buildings,  including  12 
car  garage,  30  large  rooms,  with  mostly  private  or  connecting 
baths.  Many  living  rooms.  Dining  room  seats  80. 

Beautifully  furnished  and  completely  equipped  for  im- 
mediate occupancy. 

Ideal  for  rest  or  nursing  home.  Asking  price,  $115,000 
all  inclusive.  For  details  write  or  call  Neville  Flagg  Brush, 
Southold,  L.  I.  Telephones  Southold  5-3368  or  Newtown 
9-1232. 

Sacrifice  sale.  Owner  retiring  after  many  years  of  highly 
successful  operation. 

Complete  broker  cooperation  guaranteed. 


FOR  SALE 


10  Room  Private  Home,  with  2 car  garage.  All  modern 
equipment;  in  superior  condition.  In  “Doctors’  Row”  of 
preferred  Flatbush,  Brooklyn  residential  neighborhood. 
Corner  location,  near  all  transportation.  Asking  price, 
$28,500.  Principals  only.  Phone  HYacinth  7-3740. 


FOR  RENT 


One  or  two  room  office  suite  is  expanded 
OCEANSIDE  PROFESSIONAL  BUILDING 
Common  sitting  room,  cleaning  and  utilities  furnished, 
suitable  for  General  Practitioner,  Internist,  or  Pediatrician. 
Oceanside  Professional  Building.  RO  6-3448.  393  Long 

Beach  Road,  Oceanside,  Long  Island. 


PRACTICE  FOR  SALE 


UTICA,  N.  Y.  Cardiologist,  Lucrative  Practice,  died 
4/14/53.  For  sale,  completely  equipped  office  with  records, 
laboratory  and  x-ray  equipment.  Inquire;  Harry  Berman, 
Executor,  2310  Sunset  Ave.,  Utica,  N.  Y.,  or  22  So.  Main 
St.,  Wilkes-Barre,  Pa. 


FOR  RENT 


For  OPHTHALMOLOGIST:  2 Office  Rooms  and  sharing 
Waiting  Room,  in  large  E.N.T.  Office  in  Upstate  New 
York.  Excellent  opportunity  for  well-trained  man.  Box 
661,  N.  Y.  St.  Jr.  Med. 


WANTED 


Practicing  G.  P.  desires  part  time  job  in  industry  or  insur- 
ance on/or  around  L.  I.  or  City.  Box  672,  N.  Y.  St.  Jr.  Med. 


Buy 


Savings  Bonds 


FOR  SALE  — FOR  RENT 


FOR  RENT 


Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Opthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton Park,  Long  Island.  Garden  City  7-7739. 


PRACTICE  FOR  SALE 


New  York  City  Suburb — corner  location  for  30  years, 
plenty  of  work  and  excellent  opportunities  for  live  wire. 
Gross  over  $30,000.00  last  year.  Box  659,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Medical  offices,  5 rooms,  in  L.  I.  Excellently  located  cor- 
ner on  main  thorofare  of  progressive  town.  Equipped  with 
X-rays.  Suitable  for  Dermatologist,  Radiologist,  Ortho- 
pedist, Internist,  etc.  Box  650,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Attractive  office  and  residence,  suitable  for  two  physicians. 
In  busy  thoroughfare.  All  improvements.  Plenty  of  park- 
ing. Call  Garden  City  3-4140,  for  full  information,  after 
6 P.  M.,  Monday  to  Friday.  Saturday  & Sundays,  all  day, 
Phone  Garden  City,  3-4140. 


FOR  RENT 


Rockville  Centre,  N.,  Y.  Will  rent,  and  sell  later,  with 
introduction  and  lease  of  office.  Long  established  general 
practice.  RO  6-0035. 


FOR  RENT 


11  East  68th  Street.  Large  room  in  modern,  newly  dec- 
orated office  suite,  especially  suitable  for  psychotherapists. 
Very  quiet  and  away  from  street  noises.  Large  pleasant 
waiting  room.  Telephone  number  REgent  7-2656. 


WANTED 


INTERNIST,  part  or  full  time,  in  growing  suburban  com- 
munity of  Riverdale,  to  share  quarters  with  Pediatrician 
and  two  Dentists.  Call  Ki  8-0770. 


UNFURNISHED  PROFESSIONAL  OFFICE  FOR  RENT 


Queens,  Hollis,  Newly  populated  area.  3 rooms  on  ground 
floor  of  corner,  new  professional  building,  on  Hillside 
Avenue.  $125  mo.  Weekdays;  MUrray  Hill,  2-0359. 


FOR  SALE 


New,  Continental  X-ray,  with  darkroom  equipment  com- 
plete. Leitz  Photrometer,  microscope,  Pelton  sterilizer  in 
cabinet,  centrifuge.  Call  REgent  7-9198.  10-12  2-6. 


OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 


78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y. 


GRamercy  7-5504 
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Marine  S/Sgt.  Archie  Van  Winkle 
Medal  of  Honor 


Attacking  in  darkness,  a superior  Red 
force  had  smashed  through  B Company’s  defense 
line,  near  Sudong.  Staff  Sergeant  (now  Second  Lieu- 
tenant) Van  Winkle’s  platoon  lay  pinned  under  mur- 
derous fire.  The  entire  Company  faced  destruction. 

Passing  a command  to  his  platoon,  the  sergeant 
leaped  from  cover,  led  a desperate  rush  against  the 
enemy.  A bullet  shattered  his  left  elbow,  but  he  kept 
going. 

The  left-flank  squad  got  separated.  Sergeant  Van 
Winkle  dashed  40  yards  through  heavy  fire  to  bring  it 
in.  A grenade  seriously  wounded  his  chest.  Still, 
lying  on  the  ground,  he  continued  to  direct  the  fight- 
ing. Finally  he  was  evacuated,  unconscious  from  loss 
of  blood : but  the  break  had  been  plugged,  the  Com- 
pany saved. 

“I  found  out  firsthand,”  says  Sergeant  Van  Winkle, 
“that  the  Reds  respect  only  one  thing  — strength.  But 
America  has  plenty,  thanks  to  our  armed  forces  who 
serve  in  the  field  — and  good  citizens  at  home  who  in- 
vest in  our  country’s  Defense  Bonds!  I believe  in 
Bonds  — as  savings  to  protect  my  family  and  as 
strength  to  protect  my  country.” 

Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U.  S.  Defense  Bonds! 

★ ★ ★ 

Now  E Bonds  pay  3%  ! Now,  improved  Series  E Bonds 
start  paying  interest  after  6 months.  And  average  3%  in- 
terest, compounded  semiannually  when  held  to  maturity. 
Also,  all  maturing  E Bonds  automatically  go  on  earning 
— at  the  new  rate  — for  10  more  years.  Today,  start  invest- 
ing in  Series  E Bonds  through  the  Payroll  Savings  Plan; 
you  can  sign  up  to  save  as  little  as  $2.00  a payday  if  youwdsh. 


The  V.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication 
with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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Scientific  Articles 

Recurrent  Headache  in  Children:  A Study  of 

100  Clinic  Cases 
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Whenever 

androgen 

therapy 
is  required . . . 


METANDREN®  LINGUETS® 


“When  administered  as 

buccal  or  sublingual  tablets, 
methyltestosterone  was 

approximately  twice  as  potent 
per  milligram  as 
unesterified  testosterone  . . .”* 


Liver  is  by-passed  as  with  injection  . . . Metandren  Linguets  are  therapeuticall) 
potent  because  they  make  possible  the  absorption  of  methyltestosterone  directly 
into  the  systemic  circulation.  Placed  in  the  buccal  pocket  or  under  the  tongue,  they 
are  absorbed  efficiently.  Hence  the  body  tissues  become  permeated  with  the  hormone 
before  hepatic  degradation  can  take  place.  Metandren  Linguets  are  supplied  in 
strengths  of  5 mg.  (white)  and  10  mg.  (yellow)  both  scored. 

Metandren  (brand  of  methyltestosterone)  Linguets  (brand  of  tablets  for  mucosal  absorption) 


* ESCAMILLA,  R.  f.,  AND  COROAN,  G.  S.  : J.  CLIN.  ENDOCRINOL.  10:248.  19SO. 


Ciba 


2/l9IO  N 


Designed  and  manufactured  specifically  for  infant  formulas, 
Dextri-Maltose1  has  an  unequaled  background  of  successful  clinical  use. 
Safety  for  your  infant  patients  is  assured  by  the  dry  form  of 
this  carbohydrate,  meticulous  laboratory  control  at  all  stages  in  its 
manufacture,  and  hermetically  sealed,  key-opening  cans. 
Dextri-Maltose  is  palatable  but  not  sweet;  does  not 
create  a “sweet  tooth”  in  infants. 

Easily  measured  without  spilling  or  waste  and  almost  instantly 
soluble,  Dextri-Maltose  is  convenient  for  the  mother. 


designed  with  singleness  of  purpose 


To  aid  in  counteracting 
constipation.  Contains  3% 
potassium  bicarbonate. 


product. 

\ 


Especially  indicated  for  pre- 
mature infants.  Contains  50 
mg.  ascorbic  acid  per  ounce. 


MEAD  JOHNSON  & COM 

Evansville  21,  lnd.(  U.S. 


New  York  Office:  Port  Authority  Bldg.,  1 1 l-8th  Ave.,  New  York  1 1,  N.  Y.,  CHelsea  2-7222 


teaspoon  dosage 
good  taste 
effective  therapy 


CRYSTALLINE  • 

lerramvnn 


suspension 


Pfizer 


DON’T  MISS 


Supplies  250  mg. 
of  pure'crystol- 
line  Terromycin 
in  each  palatable 
and  convenient 
teaspoonful  — 
unexcelled  foe 
potients  young 
and  old. 


APPEARING  REGULARLY  IN  THE  J.  A. 


NEW  YORK  STATE 

JOURNAL  OF  MEDICINE 


June  15,  1953 

Scientific  Articles 

Certain  Actions  of  Sympathomimetic  Amines 
on  the  Heart 

Recent  Advances  in  the  Treatment  of 
Pulmonary  Tuberculosis 

Clinicopathologic  Conference 


Editorials 

The  Annual  Meeting 
Current  Concepts  in  Diabetes  Mellitus 


emiannual  Index,  January  1-June  15 


For  Complete  Table  of  Contents, 
See  Pages  1380  and  1382 


Safe,  gradual, 
prolonged 
vasodilation 


Isn’t  that 
what  you  want 
for  your 
hypertensive 
patients? 


A itranitol  provides  it  . . .permitting  hypertensives 
to  resume  more  normal  lives. 


And  . . . therapeutic  dosages  of  NITRAXITOL  can  be  maintained 
over  long  periods  of  time  . . . without  frequent  checkups  . . . without 
worry  about  possible  toxic  effects. 


N itranitol  is  the  universally  prescribed  drug  in  the  management 
of  essential  hypertension. 


(brand  of  mannitol  hexanitrate) 


FOR  SAFE,  GRADUAL.  PROLONGED  VASODILATION 


1-  V hen  vasodilation  alone  is  indicated  — \ ITRAY  ITOL. 

2.  V,  hen  sedation  is  desired  — A ITRAYITOL  with  PHE- 
NOBARB1TAL. 

3.  For  extra  protection  against  hazards  of  capillary 
fragility — NITRANITOL  with  PHENOBARB1TAL  and 
RUTIN. 

4.  When  the  threat  of  cardiac  failure  exists — AITRAAITOL 
with  PHENOBARBITAL  and  THEOPHYLLINE. 

a.  For  refractory  cases  of  hypertension  — YITRAYITOL 
P.V.  (N itranitol,  Plienobarbital,  Yeratrum  Alkaloids*) 

* alkavervir 


when  you  are  challenged  with 


specify  — Trophite*  b12  PiusBl 

to  increase  appetite  and  growth  in  below-par  children 

Recommended  daily  dosage— only  one  teaspoonful  (5  cc.)  containing: 

25  meg.  Vitamin  B,2  and  10  mg.  Vitamin  B,.  Delicious  cherry  flavor. 


*T  M Ree  US.  Pal  Oft 


Smith,  Kline  & French  Laboratories,  Philadelphia 


superior  flavor 

Pleasant-tasting.  No 
disagreeable  aftertaste. 
Readily  accepted 
without  coaxing. 

on  every  count 


superior  miscibility 

Disperse  readily  in  formula, 
fruit  juice  or  water. 

Mix  well  with  cereals, 
puddings  or  strained  fruits. 


superior  convenience 

Light,  clear  and  non-stickv. 
Can  be  accurately  measured 
and  easily  administered. 
No  mixing  necessary. 


superior  vitamin  supplements  for  infants... 


superior  stability 

Require  no  refrigeration. 

May  safely  be  autoclaved 
with  the  formula. 

Poly-Vi-Sol 


MEAD  JOHNSON  & COMPANY 

Evansville  21,  Ind.,  U.S.  A. 


Vitamin  A 

Vitamin  D 

Ascorbic  Acid 

Thiamine 

Riboflavin 

Niacinamide 

POLY-VI-SOL 

Each  0.6  cc.  supplies 

5000 

units 

1000 

units 

50  mg. 

1 mg. 

0.8  mg. 

6 mg. 

TRI-VI-SOL 

Each  0.6  cc.  supplies 

5000 

units 

1000 

units 

50  mg. 

CE-VI-SOL 

Each  0.5  cc.  supplies 

50  mg. 

All  vitamins  are  in  synthetic  (hypoallergenic)  form. 
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IN  THE  MANAGEMENT  OF  CONSTIPATION 


In  the  management  of  constipation  bland  bulk 

helps  to  reestablish  normal  elimination.  Mucilose  represents 

an  especially  well  suited  product  because  it  is  of  vegetable  origin 

and  absorbs  50  times  its  own  weight  of  water,  forming 

a bland,  non-absorbable,  non-digestible,  soothing  gel. 

With  Mucilose  there  is  the  added  convenience  and  ease  of 
adjusting  the  dosage  form  to  meet  the  clinical  need  of  the  patient. 


2 


3 


5 


Mucilose  should  be  taken  with  I or  2 glasses  of  water. 


Mucilose  Granules  Special  Formula  (with  dextrose), 

tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  crunchy  granules. 


Mucilose  Flakes  Special  Formula  (with  dextrose), 

tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  easily 
dispersed  in  water  or  other  liquids. 


Mucilose  Flakes  Concentrated,  tins  of  4 oz.  and  1 lb. 

Sugar  free  (non-caloric),  especially  useful  for  the  management  of 
constipation  in  the  diabetic  and  obese  patient. 


Mucilose  Compound  Tablets,  bottles  of  100  and  1000. 

Mucilose  with  methylcellulose.  Easy  to  swallow,  convenient  to  carry. 


Mucilose  with  Cascara  Granules,  tins  of  4 oz. 

Contain  1 grain  of  powdered  cascara  per  heaping  teaspoonful  (5  Gm.). 
Particularly  valuable  during  transitional  treatment  of  the 
confirmed  user  of  strong  laxatives. 


1SIS8S 
MAY  « 1954 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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an  improved  approach  to 
ideal  hypotensive  therapy 


Low  toxicity.  The  only 

hypotensive  drug  that  causes  no  dangerous  reactions, 
and  almost  no  unpleasant  ones. 

Slow,  smooth  action.  The  hypotensive 
effect  is  more  stable  than  with  other  agents. 

Critical  adjustment  of  dosage  is  unnecessary.  Tolerance 
to  the  hypotensive  effect  has  not  been  reported. 

Well  suited  to  patients  with  relatively  mild, 

labile  hypertension.  A valuable  adjunct  to  other  agents 

in  advanced  hypertension. 

Bradycardia  and  mild  sedation  increase  its  value  in  most 
cases.  Symptomatic  improvement  is  usually  marked. 


Convenient,  safe  to  prescribe 

The  usual  starting  dose  is  2 tablets  twice  daily. 
If  blood  pressure  does  not  begin  to  fall  in  7 to  14 
days,  and  the  medication  is  well  tolerated,  the 
dose  may  be  safely  increased.  Should  there  be  a 
complaint  of  excessive  sleepiness,  the  dose 
should  be  reduced.  Some  patients  are  adequately 
maintained  on  as  little  as  one  tablet  per  day. 

Wilkins.  R.  W.:  Ann.  Int.  Med.  37:1144,  1952. 

Wilkins.  R.  W . and  Judson.  W.  E.:  New  England  J Med.  US: 48,  1953 


Supplied  in  tablets  of  50  mg., 
bottles  of  100  and  1000. 


Dosage  of  other  agents  (veratrum  or  hydrala- 
zine) used  in  conjunction  with  Raudixin  must 
be  carefully  adjusted  to  the  response  of  the 
patient.  If  Raudixin  is  added  to  another  main- 
tenance regimen,  the  usual  dose  is  applicable, 
and  it  is  often  possible  to  reduce  the  dose  of  the 
other  agent  or  agents. 

RAUDIXIN 

SQUIBB  RAUWOLF1A  SERPENTINA 
. Tablets  , 


Squibb 


'RAUDIXIN'  IS  A TRADEMARK 
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NOW 

for  the  first  time 
full 

therapeutic 
dosage 
of  aminophylline 
ORALLY 

with  safety  and  simplicity 

Cardalin  and  Cardalin-Phen  contain  5 grains  of 
Aminophylline  per  tablet . . . the  highest  con- 
centration supplied  for  Oral  Administration. 
Two  protective  factors  (Aluminum  Hydroxide  and 
Ethyl  Aminobenzoate)  counteract  the  local  gastric 
irritation  so  common  to  oral  aminophylline  ther- 
apy. Prolonged  treatment  at  high  dosage  levels  can 
be  accomplished  with  Cardalin  and  Cardalin-Phen, 
as  demonstrated  by  extensive  clinical  studies. 

Cardalin  and  Cardalin-Phen  tablets  rapidly  produce 
clinical  response  of  the  same  magnitude  as  that 
obtained  by  intravenous  administration  of  amino- 
phylline. These  new  products  permit  the  physician 
to  institute  and  maintain  effective  oral  treatment 
in  conditions  formerly  considered  amenable  only 
to  rectal  or  parenteral  aminophylline  therapy. 

IRWIN,  NEISIER  & COMPANY 

Decatur,  Illinois 

<e*eazc/{  Seave  actcce 


for  the  cardiac  patient 
for  the  asthmatic  patient 
for  diuresis 


Cardalin 

PATENT  PENOING 

tablets 

lack  tablet  contains: 

Aminophylline  . ...  5.0  gr. 

Aluminum  Hydroxide 2.5  gr. 

Ethyl  Aminobenzoate 0.5  gr. 

• 

Cardalin- Phen  contains,  in  addition,  'A  gr. 
of  phenoborbitat  for  sedation. 

• 

Cardalin  and  Cardalin-then  tablets  are  best 
tolerated  after  meals  and  preferably  admin- 
istered with  one-half  glossful  of  milk. 

• 

Supplied:  Bottles  of  100,  500,  1000. 
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Cardalin-Phen  tablets 

PATENT  PENOING 
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\ powerful  opiate  analgesic  with  several  advantages  over  morphine.  Dilaudid 
acts  quickly  and  is  less  likely  to  produce  undesirable  symptoms.  Dose  for 
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twice  os  many  calories  as  5%  dextrose,  in  equal  infusion  time, 
with  no  increase  in  fluid  volume  * a greater  protein-sparing  action 
as  compared  to  dextrose  * maintenance  of  hepatic  function 


Travert  is  a trademark  of  Baxter  Laboratories.  Inc. 
products  of 


BAXTER  LABORATORIES,  INC. 
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Vacations  are 
fun  but 

DIARRHEA  isn't 

When  vacations  are  too  carefree— 
when  health  precautions  are  neglected 
and  contaminated  foods  or  water  cause 
specific  or  non-specific  diarrhea— 
prescribe  Cremosuxidine. 


An  enteric  bacteriostat  • Relatively 
nontoxic  • Consolidates  fluid  stools  • 
Adsorbent  and  detoxifying  • Sooth- 
ing • Palatable,  chocolate-mint  flavor 


Sulfasuxidine®  Suspension  with  Pectin  and  Kaolin 


SHARP 

DOHME 


Dosage:  Adults—  Wi  to  2 tablespoonfuls  6 times  daily.  Infants  and  Division  of  Merck  A Co.,  Inc. 

Children  in  proportion.  May  be  added  to  infant's  formula.  Philadelphia  1,  Pennsylvania 

Supplied  in  16  oz.  Spasaver®  bottles. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

Thomas  M.  d’Axgelo,  M.D..  Jackson 
Heights 

Second  District 

George  P.  Bergmans,  M.D..  Mattituck 
Third  District 

John  H.  Wadsworth,  M.D.,  Cobleskill 
Fourth  District 

J.  Frederick  Sarxo,  M.D.,  Johnstown 

Ninth  District — John  F. 


Fifth  District 

Arthur  F.  Gaffney,  M.D.,  Clinton 
Sixth  District 

Elton  R.  Dickson.  M.D..  Binghamton 
Seventh  District 

Samuel  A.  Mux  ford,  M.D.,  Clifton  Springs 
Eighth  District 

Sydney  L.  McLooth,  M.D.,  Corfu 
Rogers,  M.D.,  Poughkeepsie 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

John  J.  Masterson,  M.D.,  Chairman  Laurance  D.  Redway,  M.D. 

XV.  P.  Andertox.  M.D.  Maurice  J.  Dattelbaum,  M.D. 

Norman  S.  Moore.  M.D.  George  W.  Kosmak.  M.D. 

[Address  all  communications  to  above  address ] 


LEGAL  DEPARTMENT 

Counsel  ...  William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4 Telephone:  HAnover  2-0670 

AUTHORIZED  INDEMNITY  REPRESENTATIVE 

Harry  F.  Wanvig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 

EXECUTIVE  OFFICER 

Harold  B.  Smith,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-421 1 

DIRECTOR,  BUREAU  OF  WORKMEN'S  COMPENSATION 
David  J.  Kaliski,  M.D.,  386  Fourth  Ave.,  New  York  16.  Telephone:  Ml'rray  Hill  3-0701 

DIRECTOR,  PUBLIC  AND  PROFESSIONAL  RELATIONS  BUREAU 

Frederick  W.  Miebacii,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 
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*a  myocardial  stimulant  and  coronary  dilator 
as  well— valuable  for  trouble-free,  prolonged  cardiac 
therapy.  Also,  in  hypertension , Calpurate  (500  mg.) 
with  phenobarbital  (16  mg.)  is  particularly  valuable 

to  relieve  stress  and  improve  circulatory  efficiency. 


Calpurate 


Usual  adult  dose 
of  Calpurate  (500  mg.) 
is  1 to  2 tablets  t.i.d. 
following  meals. 


to  lighten  the  load  in  congestive  heart  failure**. 


Calpurate  is  the  chemical  compound 
theobromine  calcium  gluconate. 

It  possesses  remarkable  freedom  from 
gastric  irritation,  and  is  thus  well-suited 

to  long-term  management  and  prophylaxis. 
MALTBIE  LABORATORIES,  INC.,  NEWARK  1,  N.  J. 
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Marine  S/Sgt.  Archie  Van  Winkle 
Medal  of  Honor 


Attacking  in  darkness,  a superior  Red 
force  had  smashed  through  B Company’s  defense 
line,  near  Sudong.  Staff  Sergeant  (now  Second  Lieu- 
tenant) Van  Winkle’s  platoon  lay  pinned  under  mur- 
derous fire.  The  entire  Company  faced  destruction. 

Passing  a command  to  his  platoon,  the  sergeant 
leaped  from  cover,  led  a desperate  rush  against  the 
enemy.  A bullet  shattered  his  left  elbow,  but  he  kept 
going. 

The  left-flank  squad  got  separated.  Sergeant  Van 
Winkle  dashed  40  yards  through  heavy  fire  to  bring  it 
in.  A grenade  seriously  wounded  his  chest.  Still, 
lying  on  the  ground,  he  continued  to  direct  the  fight- 
ing. Finally  he  was  evacuated,  unconscious  from  loss 
of  blood ; but  the  break  had  been  plugged,  the  Com- 
pany saved. 

“I  found  out  firsthand,”  says  Sergeant  Van  Winkle, 
“that  the  Reds  respect  only  one  thing  — strength.  But 
America  has  plenty,  thanks  to  our  armed  forces  who 
serve  in  the  field  — and  good  citizens  at  home  who  in- 
vest in  our  country’s  Defense  Bonds!  I believe  in 
Bonds  — as  savings  to  protect  my  family  and  as 
strength  to  protect  my  country.” 

Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U.  S.  Defense  Bonds! 

★ ★ ★ 

Now  E Bonds  pay  3 % ! Now,  improved  Series  E Bonds 
start  paying  interest  after  6 months.  And  average  3%  in- 
terest, compounded  semiannually  when  held  to  maturity. 
Also,  all  maturing  E Bonds  automatically  go  on  earning 
— at  the  new  rate  — for  10  more  years.  Today,  start  invest- 
ing in  Series  E Bonds  through  the  Payroll  Savings  Plan; 
you  can  sign  up  to  save  as  little  as  $2.00  a payday  if  you  wish. 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation 
with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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A NEW 
DRUG... 


. 


UNI 


for 

control  of 
blood  pressure 


NSEN 


and  of  Cryptenamine— Irwin,  Neisler 

The  first  and  only  isolated  Veratrum  alkaloid  preparation  with  4 times  the 
range  of  therapeutic  safety,  as  measured  by  two  assay  procedures. 


A dual  biologic  standardization  in  dogs— for  both  emetic  propensities  and 
hypotensive  action— assures  an  unparalleled  safety  ratio  of  4:1. 


More  than  26  separate  alkaloids  have  been  isolated  from  Veratrum  viride 
and  Veratrum  album.  There  has  never  been  any  doubt  that  these  alkaloids 
lower  blood  pressure.  One  factor  has,  however,  marred  their  successful 
use:  the  dose  required  to  produce  therapeutic  results  frequently  produces 
distressing  side  effects  (nausea  and  vomiting). 

Cryptenamine  alone,  of  all  the  known  Veratrum  alkaloids  and  of  all  the 
purified  mixtures  of  Veratrum  viride  alkaloids  available,  was  found  to  have 
a 4:1  safety  ratio. 


1517 


COMPARISON  OF  UNITENSEN  WITH  PROTOVERATRINE  AND 
THREE  OTHER  ALKALOID  PREPARATIONS 


Drug 

Emetic:  Therapeutic 

Therapeutic 

Index 

UNITENSEN 

(cryptenamine— Irwin,  Neisler) 

4:1  J 

125 

Protoveratrine  A & B 

1:1  \ 

20 

Commercial  Alkaloid  Preparation  A 

1,2:1  \ 

40 

Commercial  Alkaloid  Preparation  B 

1:1  \ 

- 

Commercial  Alkaloid  Preparation  C 

1:1  \ 

- 

Unitensen  is  the  only  Veratrum  product 
with  a broad  safety  ratio  and  a high 
therapeutic  index. 


These  are  the  unique  advantages  of  UNITENSEN 

• Only  Unitensen  affords  an  emetic:  therapeutic  ratio  of  4:1. 

• Unitensen  has  a therapeutic  index  of  125  — highest  of  all  available 
Veratrum  alkaloids  tested. 

• Dual  biologic  standardization  of  Unitensen  for  both  therapeutic  action 
and  emetic  propensities  assures  the  wide  margin  between  therapeutic 
and  vomiting  dose. 

• Unitensen,  brand  of  cryptenamine,  has  consistent,  predictable  and  uniform 
action. 

Unitensen  is  available  at  present  as  a parenteral  preparation: 

Unitensen  (Aqueous),  containing  per  cc.  2 mg.  (260  C.S.R.*  Units)  of 
cryptenamine,  in  5 cc.  multiple  dose  vials. 

'Carotid  Sinus  Reflex 

Unitensen  has  shown  excellent  results  in  clinical  studies  in  the  following 
conditions: 

Hypertensive  Crisis  (Encephalopathy),  Eclampsia  (Convulsive  Toxemia), 
Preeclampsia  (Non-convulsive  Toxemia),  Preeclampsia  with  underlying 
Essential  Hypertension. 

(Literature  Available  on  Request) 


IRWIN,  NEISLER  & COMPANY  . DECATIJk,  ILLINOIS 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 


1954 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Television  Program 

• Technical  Exhibits 

• Woman’s  Auxiliary 


MAY  10  to  14,  1954 


HOTEL  STAftER,  NEW  YORK  CITY 
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In  published  reports'-3  of  more  than  400  cases,  Selsun 
Sulfide  Suspension  provided  complete  control  in  81  to  87 
percent  of  all  cases  of  seborrheic  dermatitis  of  the  scalp — 
and  in  the  mild  form  commonly  called  dandruff,  control 
was  reported  in  92  to  95  percent  of  cases.  Leading  derma- 
tologists report  that  complete  control  is  often  achieved 
with  Selsun  in  cases  that  have  failed  to  respond  satis- 
factorily to  other  recognized  therapy. 

Compare,  too,  the  duration  of  effectiveness.  After 
the  initial  period  of  treatment,  Selsun  keeps  the  scalp 
free  of  scales  for  one  to  four  weeks — and  itching  usually 
stops  after  two  or  three  applications.  Applied  while 
washing  the  hair,  Selsun  is  simple  to  use,  leaves 
scalp  clean  and  odorless.  Also  important  to  the  pro- 
fession: it  is  ethically  prpmoted  and  dispensed  on 
prescription  only.  In  4-fluidounce  n n , . 
bottles  with  tear-off  labels.  CAirlxO'LL 

1 . Slepyan,  A.  H.  (1952),  Arch.  Dermat.  &Syph.,  65:228,  February. 

2.  Slinger,  W.  N.,  and  Hubbard,  D.  M.  (1951),  ibid.,  64:41,  July. 

3.  Sauer,  G.  C.  (1952),  J.  Missouri  M.  A.,  49:911,  November. 
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complains  the  obese  patient  who  is  having  a difficult  time 
with  her  reducing  diet. 

AMPLUS  reinforces  her  will  power  with  dextro-Amphetamine 
Sulfate  and  her  diet  with  essential  Vitamins  and  Minerals. 


AM  PLUS 


EACH  CAPSULE  CONTAINS: 


DEXTRO  AMPHETAMINE  SULFATE  _ 5 mg 


CALCIUM 

COBALT 

COPPER 

IODINE 

IRON 

MANGANESE 

MOLYBDENUM 

MAGNESIUM 

PHOSPHORUS 


242  mg 
01  mg 
_ 1 m'g 
0 15  mg 
3 33  mg 
0 33  mg 
0 2 mg 
_ 2 mg 
187  mg 


POTASSIUM 1.7  mg 

ZINC 0 4 mg 

VITAMIN  A 5000  U S P Un.ts 

VITAMIN  D_ A00USP  Units 

THIAMINE  HYDROCHLORIDE 2 mg 

RIBOFLAVIN 2 mg 

PYRIDOXINE  HYDROCHLORIDE 0 5 mg 

NIACINAMIDE 20  mg 

ASCORBIC  ACID 37  5 mg 

CALCIUM  PANTOTHENATE 3 mg. 


t 


J.  B ROERIG  AND  COMPANY,  CHICAGO  11,  ILLINOIS 
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no  "phobia”  because  SLOWTEN  is  a name  your  patient  will 
not  identify  as  a barbiturate  on  prescriptions . . . 

no  hangover  because  of  the  tone-restoring  effect  of  thiamine 
in  SLOWTEN. 


1 

SLOWTEN  Tablets 

1 

1 

1 

1 

SLOWTEN  Elixir 

Each  tablet  provides  phenobarbi- 
tal, V4  gr.  (l6.2  mg.)  and  thiamine 
hydrochloride,  5 mg.;  in  bottles 
of  100. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

Each  pleasantly  flavored  tea- 
spoonful (5  cc.)  provides  pheno- 
barbital, V4  gr.  (16.2  mg.)  and 
thiamine  hydrochloride,  5 mg.; 

1 

1 

1 

1 

in  bottles  of  1 pt.  and  1 gal. 

THE  E.  L.  PATCH  CO.  - stoneham,  Massachusetts 


IEM 

[Phenobarbital  and  Thiamine] 


a refreshing  sedative  that 

SLOWS  TENSION  without 

rbiturate 
'phobia" 
or 

hangover 


SLOWTEN  / PATCH 


1522 


‘FOR  ANTI-FLATUIENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nbcarpov* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING" 


POWDER  IN  ENVELOPES  OR  IN  TABLES 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces.! 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  WEST  36TH  ST..  NEW  YORK  I,  N.  Y. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  a nything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 
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LORZINEX 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
wetting  agent  is  trichomonacidal. 

is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 
before  administration  of  specific 
therapeutic  agents. 

contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 


LORZINEX 


LORZINEX 


Dietary  Foods 


Meat  (American  Meat  Institute) 
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LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 


Orange  Juice  (Minute  Maid  Corp.) 
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Available  at  all  pharmacies. 


Medical  and  Surgical  Equipment 


X-Ray  Equipment  (Picker  X-Ray  Corp.) 1524 


Miscellaneous 


Coca  Cola  (Coca  Cola  Company) 1598 

Furniture  (Regan  Furniture  Co.) 1593 


Samples  and  literature  sent 
on  request. 


Pl-2 


Pharmaceutical  Division 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 


Belleville  9,  N etw*  Jersey,  U.  S.  A. 


A pin  like  this  in  a man’s  lapel 
means  he  has  served  with  Picker  X-Ray 
fifteen  years  or  longer.  One  out  of  six 
Picker  local  representatives  wears  one . . . and 
the  proportion  is  constantly  growing. 
Haven’t  you  always  found  that  a company 
people  like  to  work  for  is  a good  company  to 
do  business  with? 


PICKER  X-RAY  CORPORATION 
25  SO.  BROADWAY.  WHITE  PLAINS.  N.  Y. . 
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Topical  Ointment  of 


ACETATE 

(HYDROCORTISONE  ACETATE,  Merck) 

for  Allergic  Dermatoses 


* : > * ^ ■ 


Topical  Ointment  of  Hydrocortone  Acetate  produces  rapid 
relief  and  local  improvement  in  the  following  indications: 
contact  dermatitis  (e.  g.,  poison  ivy),  and 
atopic  dermatitis,  including 
eczematoid  dermatitis,  food  and  infantile  eczema, 
disseminated  neurodermatitis, 
and  pruritus  with  lichenification. 

Marked  decrease  in  erythema,  edema,  and  pruritus  have  been 
obtained  without  generalized  systemic  effects. 

Supplied:  As  a \ % and  2.5%  ointment,  5-Grn.  tubes 

Literature  on  request 


Hydrocortone  is  the  registered 
trade-mark  of  Merck  it  Co.,  Inc. 
for  its  brand  of  hydrocortisone. 


MERCK  & CO.,  Inc. 

Ala nxifactu. ri i; (j  Chemists 

RAHWAY,  NEW  JERSEY 


Meat  and  its  applicability  in  the 
Dietary  Management  of  Atherosclerosis 

Contrary  to  the  former  belief  that  serum  cholesterol  levels  are  primarily 
related  to  ingested  animal  fat  and  consequently  to  dietary  cholesterol,  it  now 
appears  that  the  total  amount  of  fat  in  the  diet,  not  its  source  or  cholesterol  con- 
tent, is  a more  important  factor  in  determining  the  blood  cholesterol  concentra- 
tion. 1-2’3-4  Clinical  observation  has  shown  that  ingestion  of  vegetable  fat — which 
contains  no  cholesterol — will,  like  fats  of  animal  origin,  raise  the  serum  choles- 
terol level.3- 5 

Recent  basic  research  on  the  influence  of  fats  and  cholesterol  on  human  health 
has  done  much  to  further  progress  in  the  fight  against  atherosclerosis.  It  will 
serve  well  in  dispelling  the  mistaken  fear  that  reasonable  amounts  of  foods  of 
animal  origin  predispose  the  individual  to  this  vascular  disease.6  As  a matter  of 
fact,  a dietary  inadequate  in  essential  nutrients  but  providing  too  many  calories 
and  too  much  fat  from  any  source  may  well  be  an  important  factor  underlying 
the  deposition  of  fat  and  cholesterol  in  the  arteries  and  liver. 

Cumulative  evidence  indicates  that  lowered  blood  levels  of  cholesterol  may 
be  effected  by  restricting  the  total  fat  intake.1  Except  in  instances  of  refractory 
hypercholesteremia,  in  which  a daily  fat  intake  as  low  as  10  Gm.  may  not  reduce 
cholesterol  levels  to  normal,  diets  containing  20  to  30  Gm.  of  fat,  or  even  more, 
often  produce  low  cholesterol  blood  levels.  In  the  clinical  application  of  this 
principle,  various  palatable,  low  fat  diets  which  supply  three  servings  of  meat 
daily  (containing  18  Gm.  of  fat)  have  recently  been  suggested  for  the  dietary 
management  of  arteriosclerosis  and  for  enlisting  the  cooperation  of  patients.1 
The  meat  servings  were  chosen  from  a large  variety  of  cuts  and  kinds  of  meat 
(fat  trimmed  off,  as  lean  as  possible).  Meat  adds  to  the  eating  appeal  of  the  fat- 
restricted  diet  and  contributes  important  amounts  of  biologically  complete  pro- 
tein, the  B group  of  vitamins  including  Bi-2,  and  food  iron  — all  of  which  are  im- 
portant for  a good  state  of  nutrition  in  the  atherosclerotic  patient. 


1.  Hildreth,  E.A.;  Hildreth,  D.M.,  and  Mellin- 
koff,  S.M.:  Principles  of  a Low  Fat  Diet, 
Circulation  4:899  (Dec.)  1951. 

2.  Bloch,  K.:  The  Intermediary  Metabolism  of 
Cholesterol,  Circulation  1: 214  (Feb.)  1950. 

3.  Keys,  A.;  Mickelson,  O.;  Miller,  E.V.O.,  and 

Chapman,  L.B.:  The  Relation  in  Man  Be- 

tween Cholesterol  Levels  in  the  Diet  and  in 

the  Blood,  Science  112: 79,  1950. 


4.  Gubner,  R.,  and  Ungerleider,  H.E.:  Arterio- 
sclerosis, a Statement  of  the  Problem,  Am.  J. 
Med.  6:60,  1949. 

5.  Hildreth,  E.A.;  Mellinkoff,  S.M.;  Blair,G.\V., 
and  Hildreth,  D.M.:  The  Effect  of  Vegetable 
Fat  Ingestion  on  Human  Serum  Cholesterol 
Concentration,  Circulation3:641  (May)  1951. 

6.  King,  C.G.:  Trends  in  the  Science  of  Food 
and  Its  Relation  to  Life  and  Health,  Nutri- 
tion Rev.  10:1  (Jan.)  1952. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 
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American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


1527 


♦Freed,  S.  C.,  Eisin,  W.  M.,  and  Grccnhill,  J.  P. 
J.  Clin.  Endocrinol,  y 8y  (Feb.)  1943. 


. . “sense  of  well-being’ 


Exclusive  of  symptomatic  improvement,  a significant 
number  ot  menopausal  patients  reported  a “sense  of  1 
general  relief”  following  “Premarin”  therapy.*  ' 

u ‘‘PREMARIN®  in  the  menopause 

Estrogenic  Substances  (water-soluble)  also  known  as 
\V  i Itiffiltl  Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


ayerst,  mckenna  a iiarhison  limited  • New  York,  N.  Y.  • Montreal , Can, 


5307 


RAPID 

PROLONGED  antacid  action 

without  unwanted  side  effects 


ALUDROX* 

Aluminum  Hydroxide  Gel  with  Magnesium  Hydroxide 

TABLETS  SUSPENSION 

Pleasantly  flavored  for  continued  patient  acceptance 


R 

Philadelphia  2.  Pa. 
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for  the  relief 
of  tension 
and  associated 
pain  and  spasm  of 
smooth  muscle 


Trasentine-Phenobarbital 


can  bring  about  effective  relief 
through  threefold  action: 

1.  Sedation 

2.  Local  anesthesia 

3.  Spasmolysis 


Trasentine  relieves  pain 
by  exerting  a local  anesthetic 
effect  on  the  gastrointestinal 
mucosa.  It  also  produces 
spasmolysis  through  a 
papaverine-like  effect  on  smooth 
muscle  and  an  atropine-like 
effect  on  the  parasympathetic 
nerve  endings. 

The  20  mg.  of  phenobarbital 
in  each  tablet  provides 
a sedative  effect  which  helps 
relieve  tension  without  the 
deeper  hypnotic  effect  of 
more  potent  barbiturates. 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride 
(adiphenine  hydrochloride  Ciba) 
and  20  mg.  phenobarbital. 
Bottles  of  100  and  500. 


2 / I90IM 


Ciba  Pharmaceutical  Products,  Inc. 
Summit,  New  Jersey 


more  effective 
against 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 

Also  indicated  in 
tinea  corporis 


tinea  capitis 

“More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


tinea  cruris 

tinea  versicolor  "broad  antifungal  spectrum 

tinea  of  the  nails 

. . . good  cutaneous  tolerance.  1 


Astcifol 


5%  tincture  . . . ointment  . . . powder  . . . 
sprayed,  applied  with  cotton  or  dusted  on 


'Roche' 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurens,  S.: 
Transactions  New  York  Acad.  Sc.,  2 5:31,  Nov.,  1950. 


HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
ASTEROL  01  HYDROCHLORIDE  •ROCHE  — BRAND  OE  OIAMTH AZOLE  DIHYDROCHLORIDE 
(z-OIMCTHYLAMINO-6*(0-DIETHYLAMINO  CTHOXyI-BENZOTHIAZOLE  OIH YDROCHLORIOeI 
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need  to  fight  both 

and  drowsiness • 


The  allergic  patient  is  miserable  enough 
without  having  to  risk  the  discomfort — 
and  hazards — of  drowsiness.  When  patients 
take  Thephorin,  a different  antihistamine,  they 
usually  obtain  gratifying  relief  and  remain 
wide  awake.  Clinical  studies  show  that 
four  out  of  five  hay  fever  sufferers  obtain 
relief  with  Thephorin;  yet  drowsiness  occurs  in 
less  than  3 percent  of  patients.  Thephorin 
is  particularly  valuable  for  motorists, 
machine  operators  and  other  patients  who  must 
be  alert.  Available  in  25-mg  tablets 
and  as  an  anise-flavored  syrup,  containing 
10  mg  per  teaspoonful. 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 

Thephorin 

(brand  of  phenindamine — 2-mcthyl-9-phcnyl-2,3, 

4,9-tetrahydro-l -pvridindrne  hydrogen  tartrate) 


'Roche' 


i 

i 

\ 

i 

i 

v 


Each 
tablet 
contains : 


AUREOMYCIN  HC1 

125  MG. 

SULFADIAZINE 

167  MG. 

SULFAMER4ZINE 

167  MG. 

SULFAMETHAZINE 

167  MG. 

LEDERLE  LABORATORIES  DIVISION’  American  Gfanamid company  30  Rockefeller  Plaza,  New  York  20 


For  convenience  of  the  physician  . . . for  convenience  of  the  patient 
. . . four  powerful  antibacterial  agents  are  now  combined  in  this  one 
Lederle  tablet. 

The  additive  effect  of  these  drugs  makes  Aureomycin  Triple 
Sulfas  Tablets  outstanding  for  use  against  gonococcal  infections  and 
against  dysentery  caused  by  Shigellae. 

For  the  treatment  of  bacillary  dysentery,  this  product  should  be 
administered  on  the  basis  of  its  aureomycin  content  at  a dosage  of  12.5 
to  20  mg.  per  kilo  of  body  weight.  The  average  daily  adult  dose  is  2 
tablets  4 times  daily,  which  provides  1 Gm.  of  aureomycin  and  4 
Gm.  of  sulfonamides.  Children  should  receive  proportionately  less. 

For  the  treatment  of  gonorrhea,  the  recommended  dose  is  2 
tablets  initially  followed  by  one  tablet  at  6-hour  intervals  for  2 doses. 
This  course  may  be  repeated  if  necessary.  Bottles  of  12  Tablets. 
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Fresh-Frozen  and  Freshly-Squeezed  Orange  Juice 


Two  years  ago,  findings  of  importance  to 
dietitians  everywhere  were  published,  empha- 
sizing the  superiority  of  reconstituted  Minute 
Maid  Fresh-Frozen  Orange  Juice  over  home- 
squeezed  juice  of  the  same  type  oranges,  in 
three  respects: 

(a)  Average  lewis  of  ascorbic  acid  signifi- 
cantly higher  in  Minute  Maid:  Obviously, 
this  advantage  of  Minute  Maid,  observed  in 
the  samples  tested,  is  susceptible  to  variation, 
from  season  to  season,  as  crops  differ.  It 
should  be  emphasized,  however,  that,  penny 
for  penny  and  year  after  year,  the  lower-priced 
Minute  Maid  offers  the  housewife  more  ascor- 
bic acid  than  she  could  get  from  home-squeezed 
orange  juice. 

(b)  Peel  oil  content  significantly  lower:  Sam- 


ples of  orange  juice,  home-squeezed  by  typical 
housewives,  showed  contents  of  peel  oil,  a 
cause  of  allergic  response  and  poor  tolerance, 
especially  in  infants,  were  up  to  700^  higher 
than  in  Minute  Maid! 

(c)  Bacterial  counts  dramatically  lower:  Bac- 
terial counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples,  but 
were  uniformly  low  in  Minute  Maid. 

Since  publication  of  the  above  findings, 
more  and  more  physicians  are  recommending 
Minute  Maid  Fresh-Frozen  Orange  Juice  in 
place  of  home-squeezed  orange  juice  where 
optimum  year-around  intake  of  natural  Vita- 
min C is  indicated. 

And  now  comes  more  evidence  in  favor  of 
Minute  Maid  . . . 


New  Assays  Reaffirm  Dietary  Advantages  of  Minute  Maid 

J J ^ 

Fresh-Frozen  Orange  Juiee  on  a Cost  Basis 


A second  report  comparing  the  individual 
mineral  and  vitamin  values  of  Minute  Maid 
Fresh-Frozen  Orange  Juice  and  home-squeezed 
juice  of  the  same  type  oranges  has  recently 
been  published. 

In  this  latest  study,  each  sample  was  ana- 
lyzed separately.  The  analyses  showed  that 
Minute  Maid  Fresh-Frozen  Orange  Juice  was 
equal  to,  or  superior  to,  the  home-squeezed 
juice  in  all  of  the  components  listed  below: 


TABLE 

Mean  Values  in  Samples  Tested 


COMPONENT 

UNITS 

MINUTE  MAID 
FRIES  H -FROZEN 
ORANGE 
JUICE 

HOME- 

SQUEEZED 

ORANGE 

JUICE 

But*  i ne 

mg.  / lOO  ml. 

49 

46 

B o -n 

meg.  lOO  ml. 

0.26 

0.26 

Choline 

mg.  / IOO  ml. 

12 

32 

Cohalt 

meg.  IOO  ml. 

74 

67 

Folic  acid 

meg.  IOO  ml. 

2.2 

2.2 

Iodine 

meg.  IOO  ml. 

0.24 

0.21 

Manganese 

meg.  IOO  ml. 

33 

18 

Nitrogen 

Total 

mg.  IOO  ml. 

104 

79 

Amino 

mg.  3 00  ml. 

22 

22 

Volatile 

mg.  IOO  ml. 

8 

7 

Non 'volatile 

mg.  IOO  ml. 

96 

72 

Pantothenic 

acid 

meg.  / IOO  ml. 

146 

143 

Para -am  mo- 

benzoic  acid 

meg.  IOO  ml. 

4 

4 

Phosphorus 

mg.  IOO  ml. 

19 

16 

Potassium 

mg. /IOO  ml. 

380 

290 

Riboflavin 

meg.  IOO  ml. 

16 

17 

Tocopherol* 

mg.  / IOO  ml. 

107 

104 

Vitamin  A 

meg.  3 00  ml. 

39 

16 

Thiamine 

meg.  IOO  ml. 

87 

83 

Vitamin  Bi« 

meg.  IOO  ml. 

0.0022 

0.0012 

Although  the  results  are  again  susceptible 
to  variation  according  to  crop  and  year, 
Fresh-Frozen  Minute  Maid  was  equal  to  the 
home-squeezed  juice  in  the  samples  tested  for 
the  largest  number  of  components  listed ; and 
in  the  mean  values  for  iodine,  manganese. 


potassium,  Vitamins  A and  Bis,  Minute  Maid 
showed  appreciably  higher  values. 

SUMMARY 

These  new  findings  help  enlarge  professional 
knowledge  of  the  nutrient  constituents  of 
orange  juice  in  general  and  add  fresh  evidence 
that,  on  a cost  basis,  Minute  Maid  Fresh- 
Frozen  Orange  Juice  has  significant  dietary 
advantages.  Penny  for  penny,  Minute  Maid 
offers  not  only  more  Vitamin  C,  but  also  more 
of  all  the  other  vitamins  and  minerals  listed 
than  home-squeezed  orange  juice. 

Taken  in  conjunction  with  the  previously 
published  findings,  this  should  confirm  the 
choice  of  physicians  who  recommend  Minute 
Maid  in  place  of  home-squeezed  orange  juice. 
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when  psychic  stress 

is  the  underlying  cause  of 


BACK  PAIN  or  HEADACHE 


Edrisal*  relieves  the  psychic  stress 
Edrisal’s  Benzedrine!  component  improves  the 
patient’s  mood  and  creates  a sense  of  well-being,  thus 
relieving  the  depression  that  so  often  is  the  under- 
lying cause  of  pain. 

Edrisal’  relieves  the  pain 

" 'Edrisal’  was  more  effective  than  any  other  analgesic 


previously  used. 
Wells,  R.  L.: 

M.  Ann.  District  of  Columbia  20: 360,  1951. 

Each  'Edrisal’  tablet  contains: 

’Benzedrine’  Sulfate  . . 2.5  mg. 
(racemic  amphetamine  sulfate, 
S.K.F.) 

Acetylsalicylic  acid  ...  2.5  gr. 

Phenacetin 2.5  gr. 

Be  sure  to  prescribe  2 'Edrisal’  tablets  per 
dose  to  assure  the  full  benefit  of  the 
'Benzedrine’  component. 

Also  available,  for  intense  pain:  'Edrisal 
with  Codeine  M gr.’ 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 

fT.M.  Reg.  U.S.  Pat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 
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Co-Pyronil ' * 

frequently  affords 
more  profound, 
more  prolonged 
relief  with 
j fewer  side-effects 
than  any  other 
known 

g Jl 

ant ihistaminic  . ^ 


♦’Co-Pyronil’  (Pyrrobutamine  Compound,  Lilly) 


Dosage 

Mild  symptoms:  1 pulvule  every 
twelve  hours. 

M oderate  symptoms:  1 pulvule 
every  eight  hours. 

Severe  symptoms:  2 pulvules  every 
eight  hours. 


Formula: 

Eaeh  pulvule  contains: 

'PyroniF  15  mg. 

(Pyrrobutamine,  Lilly) 

'HistadyP  25  mg. 

(Thenylpyramine,  Lillv) 

'Clopane  Hydrochloride’  12.5  mg. 
(Cyclopen  tamine  Hydrochloride, 

Lilly) 
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Editorials 

The  Kings  County  Circulating  Medical  Library,  II 


In  the  Journal,  issue  of  May  1,  1953,  ap- 
peared an  editorial  with  this  same  title.  It 
was  the  first  time  that  the  membership  had 
been  informed  through  the  Journal  of  the 
facilities  of  the  library  and  of  its  potential 
services  to  doctors  throughout  the  State. 
Because  many  members  may  not  have  seen 
the  first  editorial,  we  reprint  it  herewith  so 
that  no  one  may  be  uninformed. 


How  many  doctors  in  New  York  State 
know  they  have  at  their  disposal  one  of  the 
great  circulating  medical  libraries  of  this 
country?  In  these  times,  when  new  medical 
journals  appear  periodically  as  medical 
practitioners  divide  themselves  into  specialty 
groups,  it  is  most  difficult  for  the  physician, 
whatever  his  special  interest,  to  keep  sup- 
plied with  newer  information,  because  re- 
ports of  discoveries  in  basic  science  and  their 
clinical  application  are  scattered  so  widely. 


Fortunately  for  the  members  of  the  Medical 
Society  of  the  State  of  New  York,  a merger, 
rather  than  expansion  of  medical  journals, 
made  possible  a valuable  tool  with  which 
these  doctors  may  convienently  keep  up  with 
the  fast  moving  medical  stream  of  today. 

Forty-seven  years  ago  this  month,  the 
Brooklyn  Medical  Journal  ceased  publica- 
tion when  the  Kings  County  Medical  Society 
began  to  “help,  aid,  assist  and  cooperate 
with  the  Medical  Society  of  the  State  of 
New  York  in  the  successful  publication  and 
circulation  of  the  New  York  State  Jour- 
nal of  Medicine,”  in  return  for  which  the 
Medical  Society  of  the  State  of  New  York 
agreed  “to  deliver  into  custody  of  the  Medi- 
cal Society  of  the  County  of  Kings,  each  and 
every  book,  exchange  publication,  or  other 
library  medical  pamphlet  or  magazine  re- 
ceived. . . in  exchange.” 

Again,  we  wonder  if  present-day  physi- 
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cians  in  New  York  State  realize  that  by 
acting  as  the  repository  for  exchange  publica- 
tions and  books,  the  Kings  County  Medical 
Society  assumed  a gigantic  custodial  task 
and  further  “agreed  to  pla^e  ea°h  and  all 
volumes  contained  in  its  library  in  the 
Borough  of  Brooklyn,  as  a circulating  li- 
brary, at  the  disposal  of  the  members  of  the 
Medical  Society  of  the  State  of  New  York, 
wheresoever  situated  in  the  State  of  Xew 
York  and  [to]  provide  for  and  prescribe  rules 
and  regulations  for  the  proper  and  satisfac- 
tory distribution  of  all  the  volumes  in  said 
library  contained,  or  which  may  be  hereafter 
purchased  or  received  from  any  source  what- 
soever.” 

Over  the  years,  both  societies  have  kept 
the  faith  and  the  letter  of  a contract  signed 
May  8,  1906.  May  the  responsibilities  of 


both  parties  continue  to  be  discharged  with 
such  loyal  spirit. 

Education  is  something  a doctor  cannot 
neglect ; new  technics  or  the  clinical  appli- 
cation of  basic  discoveries  in  medical  science 
once  took  an  estimated  fifteen  years  to 
percolate  to  the  last  member  of  the  medical 
profession — not  so  today.  Each  physician 
learns  early  in  his  career  the  need  of  keeping 
abreast  of  his  profession.  After  nearly  a 
half  century  in  which  this  great  circulating 
library  service  has  been  available,  could  a 
greater  tribute  be  paid  to  the  wisdom  of  its 
beginning  than  a report  of  increased  use  of 
its  services  by  Xew  York  State  doctors.  We 
predict  that,  as  knowledge  of  the  availa- 
bility of  the  Kings  County  Library  becomes 
more  widespread,  such  a report  will  be 
forthcoming. 


Current  Editorial  Comment 


Commercialism  in  Medicine.  In  his 

monthly  President’s  Page1  Dr.  Louis  H. 
Bauer  wrote: 

We  hear  of  too  many  instances  of  commer- 
cialism in  medicine,  some  of  which  could  be 
avoided  if  all  were  properly  indoctrinated. 
One  instance  of  this  is  the  increasing  number  of 
advertisements  in  the  press,  on  the  radio,  and 
on  television,  of  proprietary  and  even  patent 
medicines  which  state  “Doctors  have  found,” 
“physicians  recommend,”  “leading  specialists 
have  discovered,”  etc.  Such  remarks  delude 
the  public  and  lower  the  respect  in  which  the 
profession  is  held.  I doubt  if  any  reputable 
physician  ever  made  the  statements  attributed 
to  him  in  the  advertisements.  Such  matters 
can  be  settled  in  part  by  stricter  supervision 
by  medical  societies,  but  public  education  and 
community  action  are  likewise  essential. 

The  radio  and  television  exploitation  of 
the  medical,  the  nursing,  and  the  dental  pro- 
fessions by  indirection  on  the  part  of  com- 
mercial advertisers  is  subtle.  We  are  not 
too  convinced  that  it  is  always  effective.  If 
it  were,  it  would  seem  that  more  advertisers 
would  use  the  technic. 

There  is  of  course  truth  in  Dr.  Bauer’s 
statement  that  “such  remarks  delude  the 
public,”  but  that  they  “lower  the  respect  in 
which  the  profession  is  held,”  we  would 
question.  In  support  of  our  contention,  we 
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refer  back  to  a time  before  radio  and  tele- 
vision, before  newspapers  even,  when  not 
only  the  medical  profession  but  the  law  as 
well  were  the  butt  of  untold  and  certainly 
disrespectful  jokes  and  anecdotes.  Yet  both 
professions  have  survived  and.  in  our  opin- 
ion, have  gained  increasingly  in  public 
esteem  the  hard  way,  by  acquiring  earned 
respect  through  integrity  and  increased 
knowledge.  One  does  not  condone  the  ex- 
ploitative advertising,  and  we,  with  Dr. 
Bauer,  would  rejoice  to  see  it  stopped.  We 
merely  doubt  its  efficacy,  and  we  do  not  fear 
its  ability  to  harm  the  profession  of  medicine 
as  long  as  countless  medical  men  and  women 
of  the  stature  of  Dr.  Louis  H.  Bauer,  for 
example,  continue  to  exert  their  influence 
and  wisdom  as  leaders  of  the  profession. 

Of  commercialism  within  the  ranks  of  the 
profession  itself,  even  one  instance  would  be 
one  too  many.  The  profession  does  what  it 
can  to  clean  its  house,  but  in  this  connection 
let  it  be  remembered  that  when  the  State 
took  over  from  the  medical  profession  the 
licensing  power  over  physicians,  it  also 
assumed  the  concurrent  power  of  legal  dis- 
cipline, since  the  two  functions  are  insepara- 
ble. This  in  no  way  absolves  the  medical 
profession  from  the  continuing  obligation  to 
enforce  by  even.*  means  at  its  proper  dis- 
posal the  maintenance  and  elevation  of  those 
ethical  standards  which  have,  for  centuries, 
invited  continuing  public  confidence  in 
doctors. 


CURRENT  CONCEPTS  IN 
DIABETES  MELLITUS 
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NPH-50  INSULIN,  ITS  NATURE  AND  USES 

Benjamin  Ashe,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  Department  of  Medicine,  New  York  University  Post-Graduate  Medical  School, 
and  Fellow,  Clinical  Society  of  the  New  York  Diabetes  Association) 


NPH  (neutral,  protamine  Hagedorn)  in- 
sulin represents  the  result  of  the  researches 
of  many  workers,  beginning  with  Hagedorn, 
and  continuing  with  Scott  and  Fisher, 
Krayenbuhl  and  Rosenberg,  MacBryde, 
Peck,  Ulrich,  Colwell,  and  others.  It  is 
marketed  as  NPH-50;  it  is  a purified  sus- 
pension of  minute  crystals  of  insulin, 
protamine,  and  zinc  containing  disodium 
acid  phosphate,  to  produce  a hydrogen  ion 
concentration  (pH)  of  7.2,  i.e.,  it  is  buffered 
to  neutrality.  It  contains  no  excess  of  in- 
sulin; neither  does  it  contain  excess  of 
uncombined  protamine.  Animal  tests  indi- 
cate that  there  is  usually  not  more  than  1/2 
unit  of  insulin  activity  in  each  cubic  centi- 
meter of  the  supernatant  fluid  if  the  insulin 
bottle  is  properly  rotated  and  inverted  to 
secure  adequate  mixing  of  contents  before 
each  withdrawal  of  insulin  into  a syringe. 

Action 

Its  action  is  intermediate  between  the 
rapid,  short  effect  of  regular  insulin  and  the 
slow,  prolonged  effect  of  protamine  zinc 
insulin.  By  releasing  insulin  more  rapidly 
in  the  first  twelve  hours  after  injection  (the 


hours  during  which  the  patient  has  his  meals) 
than  in  the  second  twelve  hours,  it  exerts 
sufficient  action  over  the  day,  while,  in 
most  cases,  avoiding  both  hypoglycemic 
reactions  and  postprandial  hyperglycemia  at 
the  peak  (or  maximal  effect  duration)  of  its 
action-curve. 

In  many  patients  it  effects  an  overlapping 
action  so  that  the  early  phase  of  the  succeed- 
ing day’s  action-curve  is  “covered”  by  the 
twenty-fourth  to  twenty-eighth  or  twenty- 
fourth  to  thirty-second  hours  action  of  the 
preceding  day’s  NPH-50  injection.  This 
overlapping  is  not  observed  in  all  cases. 

NPH-50  should  be  injected  before  break- 
fast subcutaneously,  never  cutaneouslv, 
intramuscularly,  nor  intravenously.  Ap- 
preciable action  is  noted,  usually  in  five  or 
eight  hours,  but  may  be  noted  after  two  or 
three  hours,  especially  if  not  given  entirely 
in  a subcutaneous  depot.  The  action  con- 
tinues for  some  twenty  hours  at  its  most 
effective  range,  then  with  diminishing  in- 
tensity for  a total  action  of  twenty-four, 
and  in  some  cases,  even  thirty-two  hours. 
It  is  thus  a stable,  neutral,  more  constant 
mixture  in  “permanently”  bottled  form  act- 
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ing  like  the  2:1  (2  regular  insulin  to  1 
protamine  zinc  insulin)  variety  which  does 
away  with  the  necessity  for  the  patient’s 
creating  this  2 to  1 ratio  and  using  two  kinds 
of  insulin  at  each  specific  injection. 

Indications 

XPH-50  is  not  intended  to  replace  all 
other  types  of  insulin.  Regular  insulin  still 
remains  the  choice  for  emergencies,  for 
ketosis  and  coma,  for  uncertain  food  intake, 
etc.  Patients  whose  glycosuria  occurs  only 
in  connection  with  the  twelve  to  sixteen 
hours  of  the  day  during  which  they  consume 
their  meals,  ■with  no  nocturnal  glycosuria, 
can  still  use  globin  zinc  insulin.  Many 
patients  with  glycosuria  manifested  through- 
out twenty-four  hours  can  still  be  controlled 
by  protamine  zinc  insulin.  If,  for  any 
reason,  it  is  desirable  to  avoid  protamine  in  a 
particular  case,  globin  zinc  insulin  alone 
or  mixed  with  regular  insulin,  or  with  regular 
insulin  used  as  a supplementary  injection  at 
another  time  in  the  day,  is  still  a suitable 
form  of  therapy. 

The  ideal  indications  for  XPH-50  insulin 
are  the  same  as  for  the  2 : 1 insulin  mixtures, 
i.e.,  patients  who  are  not  satisfactorily  con- 
trolled by  globin  zinc  insulin  or  protamine 
zinc  insulin  alone,  virile  protamine  zinc 
insulin  has  been  combined  with  any  pro- 
portion of  regular  insulin,  experience  has 
tended  to  indicate  the  use  of  2:1  mixture 
in  most  cases,  and  this  is  the  most  readily 
replaced  by  XPH-50  insulin,  while  having 
the  advantages  above  indicated. 

It  is  feasible  to  add  small  doses  of  regular 
insulin  to  XPH-50.  This  addition  will  exert 
its  own  action  since  there  is  no  free  protamine 
available  in  the  NPH-50  to  combine  with 
the  regular  insulin  so  added.  Likewise,  it  is 
possible,  if  necessary,  to  give  regular  insulin 
separately,  as  an  individual  injection  later 
in  the  day  when  XPH-50  is  used  as  the  basic, 
prebreakfast  injection. 

Generally,  this  added  regular  insulin  has 
been  given  to  “cover”  a postbreakfast 
hyperglycemia  and  glycosuria.  It  is  ques- 
tionable whether  or  not  this  phenomenon 
will,  in  most  cases,  be  of  sufficient  duration 


and  intensity  to  produce  enough  glycosuria 
(judged  as  grams  of  glucose  in  the  urine)  to 
warrant  this  added  injection.  This  is  partic- 
ularly true  during  the  first,  week  or  two  after 
XPH-50  has  been  selected  as  the  insulin 
of  choice.  At  a later  interval,  it  is  often 
observed  that  the  postbreakfast  hyper- 
glycemia and  glycosuria  are  no  longer  evi- 
dent. In  some  instances,  a shift  of  the  day’s 
carbohydrate  intake,  so  that  one  fifth  of  the 
total  is  taken  at  breakfast  as  compared  to 
two  fifths  at  lunch  and  dinner,  will  solve  the 
problem  of  hyperglycemia. 

Dosage 

XPH-50  insulin  can  be  used  in  the  same 
dosage  as  any  of  the  long-acting  insulins. 
For  a patient  on  less  than  40  units  of  a long- 
acting  insulin  or  a “mixture,”  it  is  generally 
well  to  order  the  same  number  of  units  of 
XPH.  If  the  patient  is  getting  over  40 
units  of  a “mixture,”  it  is  suggested  that  the 
initial  XPH  dose  equal  all  of  the  protamine 
zinc  insulin  plus  about  80  per  cent  of  the 
regular  insulin.  For  example,  a patient 
receiving  40  regular  with  20  protamine 
zinc  insulin  units  would  be  told  to  take  20 
(equal  to  his  protamine  zinc  insulin)  plus 
32  (equal  to  80  per  cent  of  his  regular  insulin) 
or  a total  of  52  units  of  XPH-50  as  the  initial 
dose.  Increases  or  decreases  of  this  dose 
would  be  ordered,  as  in  any  patient,  depend- 
ing on  the  subsequent  manifestations  of  the 
patient’s  control. 

Hypoglycemia 

Patients  should  be  instructed  that  the 
early  symptoms  of  a hypoglycemic  reaction 
due  to  XPH-50  insulin  are  vague  and  may 
not  be  as  distressing  as  the  reactions  from 
other  insulins.  Xevertheless,  the  usual 
corrective  measures  must  be  promptly 
instituted,  if  otherwise  unexplained  fatigue, 
headache,  lassitude  or  drowsiness  occur. 
The  late  symptoms  are  the  more  well-known 
weakness,  sweating,  tremors,  hunger,  “nerv- 
ousness,” central  nervous  system  changes, 
psychiatric  disorders,  and  loss  of  conscious- 
ness. 
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Man  cannot  live  without  some  great  purpose  outside  of  himself. — Austin  Phelps 


Office  Management  of 
Leukorrhea  with  Floraquin 


LEUKORRHEA  is  commonly  caused  by  vaginitis 
due  to  trichomoniasis,  moniliasis  and  senile  atrophy. 
A wet  smear  examination  will  establish  the  cause. 

A recommended  regimen,  especially  for  Trichomonas 
vaginalis  vaginitis,  is  insufflation  with  Floraquin  pow- 
der in  the  office,  accompanied  by  home  treatment 
with  douches  of  white  vinegar  solution  (1 XA  ounces 
per  quart  of  warm  water)  and  insertion  of  two  Flora- 
quin vaginal  tablets  high  into  the  vagina  morning 
and  night.  During  menstruation  treatment  is  in- 
tensified because  the  pH  of  the  menstrual  flow  en- 
courages the  growth  of  pathogenic  flora.  During  this 
period  the  tablets  are  used  three  to  five  times  daily. 

If  reexamination  after  three  menstrual  periods  does 
not  show  trichomonads  on  the  wet  smear,  the  pa- 
tient continues  to  insert  Floraquin  vaginal  tablets 
only  during  menstruation1  2 for  several  months  to 
prevent  reinfection. 

Floraquin  is  supplied  in  powder  and  vaginal  tablet 
dosage  forms. 


SEARLE  Research  in  the  Service  of  Medicine 


1.  Upton,  J.  R.:  Symposium:  Certain  Aspects  of  Office  Treat- 
ment in  Obstetrics  and  Gynecology:  Trichomonas  Vaginalis 
Vaginitis,  West.  J.  Surg.  60:222  (May)  1952. 

2.  Blinick  G.,  and  Kaufman,  S.  A.:  The  Office  Management  of 
Leukorrhea,  Am.  J.  Surg.  85: 27  (Jan.)  1953. 
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To  reduce  blood  pressure 
and  alleviate  hypertensive  symptoms 


In  discussing  antihypertensive  therapy,  Grimson 
and  co-workers  conclude  . . hexamethonium 
seems  to  be  the  best  present  medical  approach 
toward  blockade  of  the  sympathetic  nervous 
system.”1 

With  Methium  (hexamethonium  chloride),  orally 
effective  ganglion  blocking  makes  it  possible  to: 

1.  reduce  blood  pressure  to  normal  or  near- 
normal  levels 

2.  produce  marked  subjective  improvement. 
Even  when  blood  pressure  is  not  lowered 
significantly,  headaches,  dizziness,  palpi- 
tation and  other  complaints  disappear  in 
the  majority  of  cases. 

Also,  "Papilledema  and  retinal  damage  usually 
regress.  Cerebral  edema  and  vomiting  can  be 
;elieved.  Pulmonary  edema  may  be  lessened  or 
jesolved  and  cardiac  hypertrophy  diminished.”2 


Methium  is  particularly  indicated  in  severe 
hypertension.  In  malignant  hypertension  it  is 
known  to  stay  the  rapid  progress  of  the  disease. 
Induction  of  lower  blood  pressure  and  increase 
of  dosage  should  be  gradual.  Once  maximal 
therapeutic  benefit  is  obtained,  dosage  can  be 
Stabilized  and  therapy  maintained  indefinitely. 

Methium  is  a potent  drug  and  should  be  used 
with  particular  caution  when  complications  exist 
—impaired  renal  function,  coronary  artery  dis- 
ease and  existing  or  threatened  cerebral  vascular 
accidents.  Complete  instructions  for  the  use  of 
Methium  are  available  and  should  be  consulted 
prior  to  instituting  Methium  therapy. 

Methium  is  supplied  in  both  125  mg.  and  250  mg. 
scored  tablets  in  bottles  of  100  and  500. 

1.  Grimson,  K.  S.;  Orgain,  E.  S.;  Rowe.  C.  R..  and  Sieber, 
H.  A.:  J.A.M.A.  149'. 215  (May  17)  1952. 

2.  Paton,  W.  D.  M.,  and  Zaimis,  E.  J.:  Pharm.  Reviews 
4:219  (Sept.)  1952. 
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ADRENAL  CORTEX  THERAPY  IN  ACUTE  DISEASES  OF  THE  LIVER: 
XIV.  CLINICAL  STUDIES  OF  LIVER  DYSFUNCTION 


Louis  Pelner,  M.D.,  F.A.C.A.,*  and  Samuel  Waldman,  M.D.,  F.A.C.P.,  Brooklyn, 

New  York 


*(From  the  Swedish  Hospital ) 


ADRENAL  cortex  treatment  of  liver  disease 
has  been  the  subject  of  several  recent  re- 
ports.1-3 Although  some  of  the  authors  have 
used  adrenal  cortex  therapy  because  of  the  psy- 
chologic tonic  qualities  of  the  hormones,  there  are 
equally  cogent  physiologic  reasons  for  their  use.4 
These  will  be  detailed  below.  We  found  salutary 
effects  in  a total  of  33  cases  of  liver  disease  and 
in  certain  other  diseases  in  which  a dysfunction 
of  the  liver  is  thought  to  be  a factor.  While 
satisfactory  results  were  obtained  in  all  of  these 
patients,  the  most  dramatic  effects  were  found  to 
be  in  acute  diseases  of  the  liver.  These  are  pre- 
cisely the  patients  in  whom  the  lipotropic  sub- 
stances and  the  vitamins  of  the  B complex  group 
have  an  equivocal  effect,  and  these  patients  are 
the  subject  of  this  report. 

We  used  Lipo- Adrenal  Cortex  extract  f as  the 
adrenal  cortex  hormone.  Our  most  satisfactory 
results  were  obtained  in  cases  of  hepatic  coma  in 
patients  with  cirrhosis,  in  patients  with  acute 
hepatitis  and  radiation  sickness,  and  with  the  use 
of  the  drug  as  adjuvant  therapy  inpatients  with 
ulcerative  colitis. 

In  acute  hepatitis,  Lipo-Adrenal  Cortex  ex- 
tract is  given  in  the  dosage  of  2 cc.,  three  times 
weekly,  along  with  100  Gm.  of  glucose  by  mouth 
with  each  dose.  In  addition,  vitamins  of  the 
B complex  and  C are  also  given,  but  we  do  not 
feel  that  the  therapeutic  results  that  we  obtained 
are  due  to  the  latter  adjuvants.  Lipotropic  sub- 
stances are  apparently  of  very  little  value  in 
virus  hepatitis,  although  they  probably  have 
value  in  toxic  hepatitis  and  cirrhosis. 

In  the  patients  with  hepatic  coma,  the  dosage 
of  Lipo-Adrenal  Cortex  extract  was  5 cc.  per  day 
intramuscularly,  in  addition  to  10  cc.  of  aqueous 
adrenal  cortex  hormone  added  to  the  glucose  in- 
fusion. In  cases  of  hepatic  coma  there  is  often 
a severe  oliguria  (lower  nephron  nephrosis  or 
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hepatorenal  syndrome),  and  if  this  is  present,  no 
more  than  1,000  cc.  of  fluid,  plus  an  additional 
amount  equal  to  the  amount  of  urine  passed,  may 
be  safely  administered.  This  fluid  should  pref- 
erably be  10  per  cent  glucose  in  distilled  water, 
plus  added  vitamins.  After  diuresis  has  begun, 
salt  and  other  metabolites,  such  as  calcium, 
should  be  added.  The  dose  of  Lipo-Adrenal 
Cortex  should  be  reduced  to  2 cc.,  three  times 
weekly.  It  has  been  our  custom  to  give  100  Gm. 
of  glucose  by  mouth  with  each  dose  of  Lipo- 
Adrenal  Cortex  extract,  because  one  of  its  func- 
tions is  to  aid  in  the  deposition  of  liver  glycogen. 
With  the  patient  in  coma  this  is  given  intrave- 
nously. Hepatic  coma  may  be  considered  as  an 
hyperacute  phase  of  liver  disease. 

Our  three  cases  of  severe  hepatic  coma  were  so 
critical  on  admission  that  they  undoubtedly 
would  have  died  in  coma.  Although  one  case 
died  of  esophageal  hemorrhage  following  re- 
covery  from  coma,  the  treatment  of  the  liver  dis 
ease  could  still  be  considered  satisfactory 
Esophageal  hemorrhage  is  the  limiting  factor  in 
every  case  of  cirrhosis.  The  patient  may  improve 
dramatically  only  to  die  of  hemorrhage. 

For  the  patients  with  cirrhosis,  Lipo-Adrenal 
Cortex  extract  is  given  in  conjunction  with  a 
nutritious  diet  (the  Patek  high-protein,  high- 
carbohydrate  diet)  and  additional  supplies  of 
B complex  vitamins  and  lipotropic  substances. 
We  feel  that  Lipo-Adrenal  Cortex  extract  has 
good  adjunctive  value,  but  that  the  other  tried 
and  effective  remedies  must  be  given  in  addition 
in  cirrhosis  of  the  liver.  In  these  patients,  the 
dosage  of  Lipo-Adrenal  Cortex  was  2 cc.,  three 
times  a week,  with  100  Gm.  of  glucose  in  water, 
usually  by  mouth,  with  each  dose. 

Webster  suggested  the  use  of  Lipo-Adrenal 
Cortex  extract  in  ulcerative  colitis.1  It  is  well 
known  that  ulcerative  colitis  often  is  associated 
with  liver  involvement,  if  the  colitis  is  present  for 
a long  time.  Our  three  patients  with  ulcerative 
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TABLE  I. — Laboratory  Data  for  Case  1 


Novem- 
ber 1. 
1950 

Decem- 
ber 5, 
1950 

Decem- 
ber 29, 
1950 

Janu- 
ary 31 . 
1951 

Cephalin 

flocculation 

2 plus 

4 plus 

1 plus 

Total  protein 

4.0 

6.4 

7 . 2 

6.6 

Albumin 

globulin 

2.2/1 . S 

3. 1/3.3 

4.3/29 

4.2/24 

Cholesterol 

144 

110 

125 

Cholesterol 

esters 

63 

62 

77 

Icterus  index 
van  den  Bergh 

Total  urea 
Blood  sugar 
Wassermann 
Urinary  bile 
U rinarv 

urobilinogen 

40 

Positive, 

direct, 

immediate 

41 
72 

4 plus 
Present 

Present 
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colitis  felt  better  after  the  extract,  but  we  had  to 
use  other  therapy  as  well.  We  used  Azopyrin.* 
4 Gm.,  in  four  divided  doses  daily.  The  com- 
bined treatment  was  singularly  effective,  in  that 
the  patient  felt  better  and  stronger.  One  of  these 
patients  had  previously  lieen  given  cortisone  with 
poor  results.  However,  he  did  not  improve  with 
Lipo-Adrenal  Cortex  until  the  sulfonamide  was 
added.  The  extract  was  also  given,  2 cc..  three 
times  weekly. 

Recently,  Ellinger,  by  experimental  methods, 
came  to  the  conclusion  that  radiation  sickness 
was  associated  with  fatty  infiltration  of  the  liver 
and  that  desoxycorticosterone  was  helpful  in 
treatment.5  In  five  severe  cases,  we  tried  Lipo- 
Adrenal  Cortex  extract.  3 cc.  daily,  with  100  Gm. 
of  glucose  with  each  dose.  The  results  were  spec- 
tacular in  each  case. 

Case  Reports 

Case  1. — J.  D.  A.,  admitted  October  26.  1950. 
was  a thirty-seven-year-old  colored  male,  who  was 
drowsy  on  admission  and  shortly  thereafter  lapse  1 
into  coma.  His  chief  complaints  on  admission  were 
drowsiness,  swelling  of  the  abdomen,  and  yellow 
discoloration  of  the  eyes.  He  admitted  to  being  a 
very  heavy  drinker,  although  he  did  not  know  the 
exact  amount  of  alcohol  he  imbibed.  He  could  not 
state  definitely  the  duration  of  his  symptoms. 

Physical  examination  revealed  a well-developed, 
although  poorly  nourished,  colored  male,  who  was 
drowsy,  whose  blood  pressure  was  140  70.  pulse  100. 
respiration  28.  temperature  99.9  F.  The  sclerae 
were  markedly  icteric,  and  there  were  numerous 
spider  angiomata  on  his  neck  and  trunk.  The 
liver  was  enlarged,  and  ascites  was  present.  There 
was  4 plus  pitting  edenvi  of  both  legs  up  to  the  knees. 

The  drowsiness  persisted  and  soon  progressed  into 
coma.  Therapy  consisted  of  intravenous  fluids, 
as  glucose  in  distilled  water  and  in  normal  saline, 
and  Amigen.  High  doses  of  vitamins,  in  the  form 
of  crude  liver  extract.  Berocca-C,  and  thiamin  were 
given  as  supplements.  The  patient  changed  from 
various  stages  of  coma  to  semicoma  for  about  five 

* Pharmacia  Laboratories,  Inc.,  New  York  City. 


TABLE  II. — Laboratory  Data  for  Case  2 


October 

28. 

1950 

November 

4. 

1950 

December 

28. 

1950 

Heterophil  antibody  test 
Icterus  index 

Negative 
20  units 

8 units 

Cephalin  flocculation 

Negative 

Negative 

Alkaline  phosphatase 
Bile  in  urine 

Negative 

4. 2 units 
Positive 

Negative 

Urobilinogen  in  urine 

1 200 

1/20 

weeks.  At  this  point,  intravenous  fluids  were  dis- 
continued and  the  patient  was  started  on  Lipo- 
Adrenal  Cortex  extract.  2 cc.  intramuscularly, 
three  times  weekly,  together  with  100  Gm.  glucose 
by  mouth.  He  was  also  put  on  a high-protein, 
high-carbohydrate,  low-fat  and  low-salt  diet. 

Abdominal  paracenteses  resulted  as  follows: 

October  28  — 6.000  cc. 

November  14  — 5.000  cc. 

November  24  — 12.000  cc. 

December  4 — 4,300  cc. 

Further  taps  were  unnecessary. 

The  laboratory  data  are  given  in  Table  I. 

Lipo- Adrenal  Cortex  was  given  from  December  12. 
1950.  to  February  5,  1951.  Clinical  recovery  was 
rapid,  and  the  patient  was  discharged  free  of  jaun- 
dice, ascites,  and  edema  on  February  22.  1951. 

In  this  patient,  the  addition  of  Lipo- Adrenal 
Cortex  extract  appeared  to  be  of  very  definite 
advantage.  We  used  rather  small  doses  because 
he  was  only  semicomatose  when  we  started  the 
extract.  Patients  treated  later  were  given  larger 
doses  of  adrenal  cortex  hormones  (see  above). 

Case  2. — J.  R..  a twenty-two-year-old  female,  had 
infectious  mononucleosis  in  1948  and  has  been  tired 
and  weak  since  then.  On  October  11,  1950,  she 
came  to  the  office  complaining  of  chills,  cramps, 
pain  in  back,  and  vomiting  over  a preceding  three- 
week  period.  During  this  period  she  had  lost  15 
pounds.  At  this  time  there  was  no  jaundice  visible 
and  no  liver  enlargement.  She  came  again  on  Octo- 
lx>r  27.  1950.  at  which  time  jaundice  was  visible  even 
in  artificial  light.  The  liver  was  felt  two  fingers 
below  the  costal  arch. 

The  laboratory  data  may  be  found  in  Table  II. 

The  patient  was  put  to  lied  and  given  a high- 
carbohydrate.  moderately  high-protein,  low-fat  diet, 
with  added  lipotropic  substances  and  vitamins. 
In  spite  of  this  therapy,  she  felt  weak,  tired,  and  has 
lost  18  additional  pounds  after  two  months  of  lied 
rest.  She  still  felt  nauseated  and  vomited  occasion- 
ally. On  Decemlier  21.  1950,  she  was  started  on 
Lipo-Adrenal  Cortex  extract,  2 cc.  three  times  a 
week,  with  100  Gm.  of  glucose  with  each  dose. 
Within  ten  days,  she  felt  stronger,  her  appetite 
improved,  and  she  regained  10  pounds  in  weight. 
Within  a month  after  starting  Lipo-Adrenal  Cortex 
extract,  she  felt  well  and  had  regained  10  additional 
pounds. 

Lipo-Adrenal  Cortex  extract  appeared  to  help 
the  patient  with  infectious  hepatitis.  There  was 
a definite  improvement  after  the  extract  was 
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started,  which  was  so  sudden  as  to  be  unmistak- 
able. 

Case  3. — D.  P.,  male,  age  forty-four,  recently 
married,  was  first  seen  on  June  9,  1948,  for  a moder- 
ate hypertension  of  180/110  and  anxiety  neurosis. 
On  October  26,  1950,  he  noticed  diarrhea,  cramps  all 
over  the  abdomen,  and  blood  in  the  stool.  The  stool 
was  positive  for  occult  blood,  and  a sigmoidoscopy 
revealed  the  granular  appearance  of  a typical  early 
ulcerative  colitis.  Barium-enema  study  confirmed 
the  clinical  diagnosis.  He  was  put  on  a low-residue, 
high-protein  diet,  and  given  Sulfathalidine,  4 Gm. 
daily  in  divided  doses.  He  improved  and  felt  well 
for  three  weeks.  However,  he  had  a relapse  and 
went  elsewhere,  where  he  was  placed  on  terramycin 
and  cortisone  tablets.  He  became  much  worse, 
and  finally  returned  to  our  care  on  January  30, 
1951.  By  this  time  he  had  lost  about  20  pounds  in 
weight.  He  was  placed  on  Sulfathalidine  again  and 
given  Lipo-Adrenal  Cortex  extract,  2 cc.,  three 
times  weekly,  with  added  glucose  and  vitamins. 
He  felt  stronger  after  one  week,  and  his  diarrhea 
improved.  Strangely,  his  blood  pressure  fell  to 
130/80  and  remained  at  this  level,  occasionally  even 
slightly  lower  (120/90).  Between  April  26,  1951,  and 
July  23,  1951,  he  had  several  colds  and  each  time 
had  a relapse.  On  July  23,  1951,  he  was  placed  on 
Azopyrin,  4 Gm.  daily  in  divided  doses,  and  Lipo- 
Adrenal  Cortex  extract  was  continued  as  before. 
Even  though  he  has  had  two  additional  colds,  this 
time  he  has  had  no  relapses.  He  has  been  well  to 
this  date.  His  blood  pressure  is  still  130/90. 

This  patient  was  started  on  Lipo-Adrenal 
Cortex  therapy,  when  Webster  indicated  that 
it  was  beneficial  in  ulcerative  colitis.  We  did 
not  find  that  it  was  effective  alone,  since  we  had 
to  use  the  sulfonamide,  Azopyrin,  in  order  to 
obtain  a remission.  A remarkable  thing  about 
this  patient  was  the  normalizing  of  his  blood 
pressure,  while  on  cortex  therapy. 

Case  4- — A.  J.,  female,  age  forty,  had  a mastec- 
tomy for  cancer  of  the  left  breast,  one  year  before 
admission  to  the  hospital.  At  the  hospital,  she  had 
recurrence  in  the  scar,  left  pleural  effusion,  and 
metastases  to  the  liver.  She  was  given  x-ray  ther- 
apy, but  felt  so  nauseous  and  vomited  so  pro- 
fusely that  the  therapy  had  to  be  discontinued. 
She  was  given  antihistamines,  pyridoxine,  intra- 
venous feedings,  and  liver  extract  injections,  but 
did  not  improve.  Thereupon,  she  was  given  3 cc. 
of  Lipo-Adrenal  Cortex  daily,  intramuscularly, 
with  100  Gm.  of  glucose  intravenously.  After  the 
second  day  of  therapy,  she  volunteered  that  the 
nausea  and  vomiting  had  ceased  and  that  her  ap- 
petite had  returned.  She  was  given  the  extract 
and  glucose  for  seven  days,  and  a small  dose  of 
x-ray  therapy  was  given  without  recurrence  of 
vomiting.  The  therapy  was  given  cautiously,  and 
Lipo-Adrenal  Cortex  was  given,  2 cc.  three  times 
weekly,  with  no  recurrence  of  the  vomiting. 

The  use  of  Lipo-Adrenal  Cortex  therapy  in 


severe  radiation  sickness  appeared  to  be  definite 
and  decisive. 

Case  5. — B.  L.,  female,  age  forty-three,  had  a cyst 
removed  from  her  left  breast.  The  cyst  appeared 
benign  on  frozen  section,  but  the  histologic  section 
proved  malignant.  She  was  reoperated  and  a 
radical  mastectomy  was  done.  Because  of  her  age, 
and  because  cysts  were  present  in  the  opposite 
breast,  she  was  given  a castrating  dose  of  radiation, 
in  addition  to  the  usual  radiation  therapy  over  the 
site  of  the  breast.  This  resulted  in  such  severe 
nausea  and  vomiting  that  treatment  was  stopped, 
and  pyridoxine  and  Dramamine  were  given,  but  to 
no  avail.  Finally,  she  became  markedly  dehydrated 
and  Lipo-Adrenal  Cortex  therapy  was  started. 
She  was  given  3 cc.  daily  intramuscularly,  and  1 
tablespoon  of  Emetrol  (a  phosphorylated  carbo- 
hydrate) was  given  every  hour.  The  carbohydrate 
provided  available  glucose  for  glycogen  deposition 
and  is  supposed  also  to  have  antiemetic  properties. 
Within  forty-eight  hours  the  situation  improved 
markedly.  This  procedure  was  continued  for  four 
days,  and  then  the  dosage  was  reduced  to  2 cc., 
three  times  during  the  following  week,  with  a table- 
spoon of  Emetrol  per  hour  for  6 doses  on  the  day 
the  extract  was  given.  Then  x-ray  therapy  was 
cautiously  resumed  without  recurrence  of  the  x-ray 
sickness.  Adrenal  cortex  therapy  was  continued 
until  the  prescribed  course  was  satisfactorily  com- 
pleted. 

The  use  of  Lipo-Adrenal  Cortex  therapy  in 
this  case  of  severe  radiation  sickness  appeared 
dramatic  and  permitted  the  conclusion  of  treat- 
ment. 

Case  6. — R.  C.,  forty-six-year-old  white  female, 
was  operated  upon  on  November  27,  1951,  when  a 
right  radical  mastectomy  was  performed.  Micro- 
scopic study  revealed  a scirrhous,  medullary, 
anaplastic  carcinoma  with  lymphatic  metastases. 
No  pulmonary  or  osseous  spread  was  discovered. 
The  wound  healed  well,  and  then  radiation  therapy 
was  begun.  The  patient  received  a total  daily 
dosage  of  200  to  250  roentgen  units.  Following 
the  fourth  exposure,  she  developed  severe  nausea 
and  vomiting,  which  became  intractable.  The 
therapist  administered  pyridoxine  hydrochloride 
tablets,  100  mg.  each,  three  times  daily,  with  a high 
carbohydrate  diet,  but  to  no  avail.  The  nausea 
persisted  and  increased  in  intensity.  Then  pyri- 
doxine, vitamin  B12,  and  liver  extract  parenterally 
failed  to  relieve  the  patient. 

Lipo-Adrenal  Cortex  extract  was  then  adminis- 
tered, 3 cc.  being  given  intramuscularly  daily,. with 
concomitant  administration  of  radiation  therapy. 
Following  the  third  injection  the  nausea  ameliorated 
greatly,  and  following  the  fourth,  it  completely 
disappeared.  The  relief  was  so  marked  and  the 
patient  felt  so  well,  in  comparison  with  the  way 
she  had  felt  during  the  days  of  nausea  and  vomiting,, 
that  she  insisted  on  two  additional  prophylactic 
injections  to  avoid  a recurrence. 

Nausea  returned  ten  days  later.  Following  three 
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daily  injections  of  the  extract,  this  disagreeable 
symptom  disappeared  and  failed  to  return. 

Marked  gratifying  improvement,  with  com- 
plete disappearance  of  radiation  nausea  and 
vomiting,  followed  four  daily  injections  of  Lipo- 
Adrenal  Cortex.  Following  a ten-day  interval, 
three  more  daily  injections  were  administered  be- 
cause of  a mild  return  of  symptoms.  Despite 
continued  radiation  therapy,  the  symptoms 
failed  to  return. 

Comment 

All  the  recent  articles  on  the  use  of  adrenal 
cortex  extract  in  liver  disease  stress  the  tonic  and 
exhilarating  effects  of  the  hormones,  and  feel 
that  they  are  indicated  on  this  basis  alone.1,3 
Although  it  is  true  that  the  adrenal  steroids  do 
give  marked  psychic  stimulation  and  relieve 
signs  of  toxemia,  there  is  also  a very  rational 
physiologic  basis  for  their  use.  Most  of  the 
physiologic  background  work  was  done  on  pa- 
tients with  cirrhosis,  but  the  same  findings,  al- 
though not  as  extensive,  could  be  shown  to  be 
present  in  acute  hepatitis.6  There  appears 
to  be  good  circumstantial  evidence  for  the  exist- 
ence of  adrenocortical  deficiency  in  liver  disease. 

Lloyd  and  Williams7  showed  that  the  adrenal 
glands  in  patients  with  cirrhosis  have  a very  low 
content  of  lipoid  material  as  compared  to  the 
adrenal  glands  of  normal  persons.  Also  the  low 
quantitative  estimations  of  the  cholesterol  con- 
tent of  the  adrenal  glands  in  patients  with 
cirrhosis  showed  that  the  values  were  lower  than 
in  patients  who  died  from  other  chronic  illnesses. 

The  relative  lymphocytosis  and  eosinophilia 
that  is  often  found  in  patients  with  cirrhosis  of 
the  liver  may  possibly  be  the  result  of  reduced 
adrenocortical  secretion.8  It  is  well  known  that 
a lymphocytosis  and  eosinophilia  are  usual 
findings  in  Addison’s  disease. 

It  is  generally  believed  that  the  adrenal  cortex 
has  androgenic  activity,  which  can  be  measured 
by  the  17-ketosteroid  excretion  in  the  urine.  In 
normal  males,  the  17-ketosteroid  excretion  is 
about  1 2 mg.  per  day  and  about  8 mg.  per  day  in 
females.  Eisenberg  and  his  colleagues9  found  the 
17-ketosteroid  excretion  in  patients  with  cirrhosis 
of  the  liver  to  vary  between  1.0  and  4.0  mg.  per 
day.  Although  testicular  depression  in  the 
male ’cirrhotic  could  account  for  a small  drop, 
deficiency  of  adrenal  androgens  must  account  for 
the  marked  diminution  in  the  excretion  in  these 
patients.  This  appears  to  be  good  circumstan- 
tial evidence  of  a depression  of  adrenocortical 
function  in  cirrhosis  of  the  fiver. 

We  found  a positive  Robinson-Kepler-Power 
water  test  in  over  90  per  cent  of  our  patients  with 
cirrhosis.4  This  finding,  which  has  long  been 


known  and  is  now  confirmed,  is  further  evidence 
of  adrenocortical  deficiency  in  fiver  disease. 

It  has  long  been  known  that  patients  with  cir- 
rhosis of  the  fiver  and  ascites  have  an  oliguria. 
Ralli  and  her  coworkers10  have  also  shown  that  the 
same  alteration  in  the  rate  of  urine  flow  occurs 
in  patients  without  ascites,  and  also  in  patients 
with  fatty  livers  or  with  hepatitis.  It  has  been 
shown  to  occur  also  in  rats  fed  high  fat  diets, 
before  the  fiver  damage  has  advanced  to  cirrhosis, 
that  is,  before  significant  changes  in  portal 
pressure  could  possibly  have  taken  place.11 

The  antidiuretic  hormone  of  the  posterior  pitui- 
tary probably  mediates  the  retarded  urinary  excre- 
tion and  presumptive  water  retention.  This  is  a 
known  function  of  the  antidiuretic  hormone, 
and  Ralli12  has  recently  found  an  increased  uri- 
nary excretion  of  an  antidiuretic  substance  in 
patients  with  cirrhosis.  Presumably,  the  pre- 
ponderance of  the  antidiuretic  hormone  is  due  to 
poor  inactivation  by  a damaged  fiver.  The 
adrenocortical  hormones  antagonize  the  anti- 
diuretic hormones  of  the  posterior  pituitary  gland. 

When  water  is  given  by  any  route,  the  normal 
diuretic  response  depends  on  the  action  of  the 
cortical  hormones.  Adrenalectomized  animals 
cannot  excrete  water  at  a normal  rate.13  The 
adrenocortical  hormones  inhibit  the  renal  tu- 
bular reabsorption  of  water.  Tubular  reabsorp- 
tion of  water  exceeds  normal  in  adrenal  insuffi- 
ciency. There  is  an  antagonistic  relationship 
between  the  adrenocortical  hormones  and  the 
posterior  pituitary  antidiuretic  hormone  (ADH). 
The  probable  cause  of  the  increased  tubular  reab- 
sorption of  water  in  adrenal  insufficiency  is  an 
accumulation  of  circulating  ADH.  Increased 
amounts  of  antidiuretic  substances  (probably 
ADH)  have  been  found  in  adrenalectomized 
animals.  Addisonian  patients,  and  in  cir  rhosis  of 
the  fiver.  The  physiologic  antagonists  to  the 
antidiuretic  substances  are  the  adrenocortical 
hormones. 

Cortisone,  in  the  dosages  used  today  in  clinical 
medicine,  appears  to  be  contraindicated  in  cir- 
rhosis of  the  fiver  and  other  fiver  diseases.  Bon- 
giovanni  and  Eisenmenger14  noted  a group  of  pa- 
tients with  cirrhosis  of  the  fiver  of  undetermined 
etiology,  as  contrasted  with  the  usual  type  asso- 
ciated with  poor  nutrition  and  excessive  imbibi- 
tion of  alcohol  over  a long  period  of  time.  This 
group  was  confined  to  females,  under  thirty-five 
years  of  age.  Jaundice  was  of  insidious  onset,  and 
was  variable,  but  the  most  interesting  symptoms 
of  these  patients  were  hirsutism,  acne,  abdominal 
striae,  obesity,  amenorrhea,  and  ‘ moon  facies.” 
These  authors  stated  that  these  symptoms  ap- 
peared concomitantly  with  the  onset  of  jaundice 
and  were  associated  with  the  early  symptoms  of 
hepatic  disease.  They  stated  that  in  a few  pa- 
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tients  advanced  cirrhosis  developed.  These 
cases  obviously  resembled  Cushing's  syndrome, 
with  the  added  factor  of  cirrhosis  of  the  liver. 
It  would  be  interesting  to  know  whether  or  not 
the  Cushing’s  syndrome  preceded  the  cirrhosis, 
but  this  information  was  impossible  to  ascertain. 
We  have  felt  for  some  time  that  cortisone  and 
ACTH  in  the  usual  dosages  used  are  contraindi- 
cated in  liver  cirrhosis.16,16  Actually,  these 
authors  tried  it  on  several  cases,  and  these  pa- 
tients developed  portal  vein  thrombosis  and  died. 

Lipo-Adrenal  Cortex  is  an  oil  extract  of  whole 
hog  adrenal  glands  and  is  also  partly  derived 
from  synthesis.  Fractionation  studies  on  Lipo- 
Adrenal  Cortex  have  yielded  a number  of  crys- 
talline substances  which  include  all  of  the  known 
biologically  active  compounds  (corticosterone, 
1 7-hydroxycorticosterone,  1 1 -dehydrocorticos- 
terone, and  17-hydroxyl-dehydrocorticosterone) 
except  1 1 -desoxycorticosterone.  In  addition, 
there  has  been  prepared  from  this  extract  an 
amorphous  fraction  which  is  highly  active  in 
sustaining  life  in  adrenalectomized  animals. 
Thus,  although  the  extract  contains  some  corti- 
sone, (1  mg.  per  cc.),  it  contains  it  in  the  amount 
that  such  cortisone-like  compounds  are  present 
in  the  adrenal  glands.  The  dosage  of  cortisone 
that  is  used  in  clinical  medicine  is  of  the  order  of 
several  hundred  times  that  found  in  the  adrenal 
gland.  The  dosage  used  produces  hyperadren- 
alism.  The  state  of  hyperadrenalism  probably 
requires  a great  deal  of  work  by  the  liver  in  order 
to  detoxify  the  hormones. 

What  has  been  said  above  does  not  mean  that 
cortisone  per  se  is  harmful  in  liver  disease.  It  is 
only  that  the  large  dosages  used  are  harmful.  If 
used  in  “replacement”  quantities,  this  hormone 
may  well  be  beneficial.  The  quantity  that  is 
recommended  for  the  treatment  of  Addison’s 
disease  may  be  taken  to  be  the  physiologic  re- 
placement quantity.  This  is  stated  to  be  about 
25  mg.  per  day.17 

Recently,  we  had  the  occasion  to  treat  a pa- 
tient with  acute  hepatitis,  who  did  not  improve 
while  on  six  weeks  of  the  usual  therapy.  When 
first  seen,  after  six  weeks  of  jaundice,  he  had 
lost  5 pounds  in  weight,  his  liver  was  4 finger- 
breadths  below  the  costal  arch,  and  he  had  an 
enlargement  of  the  spleen.  He  had  marked  ten- 
derness of  the  liver  on  fist  percussion.  He  was 


given  oral  cortisone,  at  first  25  mg.  per  day,  and 
then  12.5  mg.  twice  daily.  Within  three  days, 
liver  tenderness  had  disappeared,  and  within  a 
week,  the  icterus  index  was  halved,  and  the  liver 
had  decreased  in  size  perceptibly.  Within  two 
weeks,  the  liver  had  returned  to  normal  size.  A 
detailed  study  of  this  patient  will  be  reported 
later. 


Summary  and  Conclusions 

1.  Thirty-three  cases  of  liver  disease  were 
treated  satisfactorily  with  an  adrenal  cortex 
extract,  (Lipo-Adrenal  Cortex)  as  an  important 
part  of  the  therapy. 

2.  The  drug  was  used  in  patients  with  cir- 
rhosis of  the  liver,  of  which  three  manifested 
hepatic  coma,  acute  hepatitis,  and  radiation  sick- 
ness of  great  severity,  and  as  adjuvant  therapy 
in  patients  with  ulcerative  colitis. 

3.  The  most  dramatic  responses  were  obtained 
in  the  patients  who  had  diseases  that  were  rela- 
tively acute,  such  as  acute  hepatitis  and  severe 
radiation  sickness.  Hepatic  coma,  in  three  pa- 
tients observed  during  the  course  of  cirrhosis  of 
the  liver,  was  also  benefited. 

1352  Carroll  Street 
1401  President  Street 
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“ Prescription : A physician’s  guess  at  what  will  best  prolong  the  situation  with  least  harm  to 
the  patient.”- — Ambrose  Bierce 


REVERSAL  TO  NORMAL  OF  ABNORMAL  RESTING  ELECTROCARDIO- 
GRAMS FOLLOWING  EXERCISE  TOLERANCE  TESTS  IN  PATIENTS 
WITH  CORONARY  ARTERY  SCLEROSIS  AND  ANGINA  PECTORIS 


Henry  H.  Kalter,  M.D.,  New  York  City 

The  exercise  tolerance  test  has  become  a 
much  discussed  testing  procedure  in  recent 
ears,  he  it  anrl  Siegel  in  1928,  Wood  and  Wol- 
fertli,  Parkinson  and  Bedford  in  1931,  and  Scherf 
in  1932  observed  that  attacks  of  angina  pectoris 
are  sometimes  associated  with  transient  electro- 
cardiographic changes.1-4  "Wood  and  Wolferth 
in  1931,  and  Scherf  and  Goldhammer  in  1933  de- 
scribed electrocardiographic  changes  after  ex- 
ercise in  patients  with  coronary  artery  disease.2’5 
Buchner  in  1932,  1933,  and  1934  described  the 
pathologic  anatomic  findings  in  coronary  artery 
insufficiency,  focal  necrosis  of  various  degrees 
located  in  the  subendocardial  layers  of  the  myo- 
cardium and  in  the  papillary  muscles.6-8  Buch- 
ner has  correlated  these  anatomic  pathologic 
lesions  with  electrocardiographic  findings.9 

Katz  and  Landt  in  1935  described  the  effect  of 
standardized  exercise,  such  as  the  lifting  of  dumb- 
bells in  a specified  manner,  on  the  four  lead 
electrocardiogram.10  Master  and  his  coworkers 
in  1941  and  1942  used  a graded  and  standardized 
testing  procedure,  the  so-called  2-step  test,  in 
their  studies  of  the  exercise  tolerance  electro- 
cardiogram.11’12 

The  exercise  tolerance  electrocardiogram  has 
led  to  considerable  progress  in  establishing  a 
diagnosis  by  objective  findings  in  relatively 
early  cases  of  coronary  artery  disease  and  in  cases 
with  atypical  symptomatology.  The  electro- 
cardiographic changes  following  exercise  consist 
primarily  of  transient  depressions  of  the  RST 
transitions  and  lowering  or  transient  inversions  of 
the  T waves.  In  some  instances,  depressions  of 
the  RST  transitions  are  associated  with  recipro- 
cal RST  elevations.  These  findings  are  most 
clearly  seen  in  patients  whose  resting  electro- 
cardiograms are  still  normal.  The  exercise  toler- 
ance electrocardiogram  is  of  greatest  value  in 
such  patients. 

The  writer  has  occasionally  seen  the  opposite 
effects,  that  is,  abnormal  resting  electrocardio- 
grams in  patients  with  coronary  artery  sclerosis 
return  to  normal  or  improve  considerably  after 
exercise  (20  knee  bends  performed  in  one  and 
one-half  minutes),  and  feels  that  these  observa- 
tions are  worthy  of  report.  Four  such  cases  are 
presented. 

The  resting  electrocardiograms  in  these  pa- 
tients were  taken  in  the  sitting  and  recumbent 
positions  to  rule  out  positional  changes.  The 


tracings  after  exercise  were  obtained  in  the  re- 
cumbent position.  All  tracings  shown  in  this 
article  were  obtained  in  the  recumbent  position. 

Case  Reports 

Case  1. — W.  B.,  a forty-one-year-old  man  of 
normal  weight,  complained  of  precordial  pain  and 
pressure  on  walking  stairs,  going  uphill,  or  walking 
about  five  to  seven  blocks.  He  obtained  relief  by 
rest.  His  complaints  were  of  six  months  duration, 
and  there  was  nd  history  of  a previous  heart  disease 
or  hypertension. 

Examination  revealed  the  heart  to  be  of  normal 
size  and  configuration,  the  sounds  were  normal,  and 
there  were  no  murmurs.  The  blood  pressure  was 
116/74,  and  the  pulse  rate  was  80  per  minute.  The 
remainder  of  the  physical  examination,  and  the  com- 
plete blood  count,  sedimentation  rate,  and  urine 
analysis  were  normal. 

Three  standard  extremity  leads,  and  five  V chest 
leads  were  taken  before  and  after  exercise  (Fig.  1). 

Resting  Electrocardiogram. — Regular  sinus  rhythm, 
rate  80  per  minute,  axis  normal.  The  P waves  were 
normal  and  the  PR  interval  measured  0.16  seconds. 
The  QRS  complexes  were  of  normal  contours  and 
widths;  small  Q waves  were  present  in  the  three 
standard  leads.  The  RST  transitions  were  depressed 
in  leads  I and  Vs.  The  T waves  were  semi-inverted 
in  lead  I,  and  diphasic  and  of  low  amplitude  in 
lead  V. 

Electrocardiogram  After  Exercise. — Besides  the 
increase  in  rate,  the  RST  transitions  became  iso- 
electric and  the  T waves  normal. 

Case  2. — M.  H.,  a sixty-year-old  man  of  normal 
weight,  complained  of  precordial  pressure  on  moder- 
ate exertion,  relieved  by  rest.  Symptoms  were  of 
six  months  duration.  There  was  no  history  of  pre- 
vious heart  disease  or  hypertension. 

The  heart  was  of  normal  size  and  configuration. 
The  position  was  somewhat  transverse  secondary  to 
moderat  e elevation  of  diaphragms.  The  heart  sounds 
were  of  fair  quality  over  the  apex  and  somewhat 
distant  over  the  base.  There  were  no  murmurs. 
The  aorta  was  slightly  widened  and  tortuous.  The 
blood  pressure  was  140/80  and  the  pulse  was  63  per 
minute  and  regular.  The  remainder  of  the  physical 
examination,  and  the  complete  blood  count,  sedi- 
mentation rate,  and  urine  analysis  were  normal. 

Three  standard  leads,  and  five  V chest  leads  were 
taken  before  and  after  exercise  (Fig.  2). 

Resting  Electrocardiogram. — Regular  sinus  rhythm, 
rate  63  per  minute,  left  axis  deviation,  P waves 
and  PR  intervals  normal.  The  QRS  complexes 
showed  the  presence  of  small  Q waves  in  leads  I and 
II.  moderate  So  and  large  S*.  The  RST  transitions 
were  isoelectric,  and  the  T waves  were  markedly 
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Fig.  1.  Case  1. — Electrocardiograms  of  W.  11.,  age  forty-one,  taken  on  June  12,  1951. 


inverted  in  leads  II  and  III.  This  pattern  is  sugges- 
tive of  an  old  posterior  infarction. 

Electrocardiogram  After  Exercise. — Besides  the 
increase  in  heart  rate,  T2  became  upright  and  T3 
less  inverted. 

Case  3. — M.  G.,  a fifty-two-year-old  man,  slightly 
obese,  gave  a history  of  occasional  vague  precordial 
distress  on  excitement,  and  occasionally  on  exertion, 
relieved  by  rest.  Symptomatology  was  about  one 
year  in  duration.  Gastrointestinal  series  and  gall- 
bladder series  were  negative.  An  electrocardiogram 
taken  six  months  previously  was  said  to  have  shown 
some  abnormalities. 

The  heart  was  of  normal  size  and  configuration, 
and  the  position  was  somewhat  transverse  secondary 
to  moderate  elevation  of  the  diaphragms.  The  heart 
sounds  were  of  fair  quality,  there  were  no  murmurs, 
and  A2  was  louder  than  P2.  The  blood  pressure  was 
130/78  and  the  pulse  was  about  80  per  minute  and 
regular.  Complete  blood  count,  sedimentation  rate, 
and  urine  analysis  were  normal.  The  physical  ex- 
amination was  negative  except  for  an  enlarged  pros- 
tate. 

Three  standard  leads,  and  five  V chest  leads  were 
taken  before  and  after  exercise  (Fig.  3). 

Resting  Electrocardiogram. — Mild  respiratory  ar- 
rhythmia, rate  varying  from  85  to  75  per  minute, 
left  axis  deviation.  The  P waves  and  PR  intervals 
were  normal.  The  QRS  complexes  showed  mild 
slurring.  The  RST  transitions  were  within  normal 
limits.  The  T waves  were  of  low  amplitude  in  lead 
I,  semi-inverted  in  lead  II,  and  inverted  in  lead  III. 

Electrocardiogram  After  Exercise. — Besides  an  in- 
creased heart  rate,  Ti  became  of  normal  amplitude, 
T2  became  upright  and  of  normal  amplitude,  and 
T3  now  varied  from  isoelectric  to  mildly  semi- 
inverted. 

Case  4. — B.  A.,  a fifty-six-year-old  woman,  some- 
what obese,  who  had  had  a cholecystectomy  for 
gallstones  about  twenty  years  ago,  gave  a history  of 
occasional  retrosternal  and  precordial  pressure, 
sometimes  radiating  to  the  left  arm  and  shoulder  on 
excitement  and  moderate  exertion,  relieved  by  rest. 
Symptomatology  was  about  one  year  in  duration. 

The  heart  was  normal  in  size  and  configuration. 
The  position  was  somewhat  transverse  secondary  to 
elevation  of  the  diaphragm.  The  heart  sounds  were 
normal  and  there  were  no  murmurs.  A*  was  louder 


Fig.  2.  Case  2. — Electrocardiograms  of  M.  H.,  age 
sixty. 


Before  Exercise  After  Exercise 


Fig.  3.  Case  3. — Electrocardiograms  of  M.  G., 
age  fifty-two.  (Retouched  photograph;  white  dots 
indicate  R of  QRS  complex) 


than  P2.  The  blood  pressure  was  160/90  and  the 
pulse  rate  was  75  per  minute  and  regular.  The 
remainder  of  the  physical  examination,  a gastro- 
intestinal series,  complete  blood  count,  and  urine 
analysis  were  normal. 

Three  standard  leads  and  five  V chest  leads  were 
taken  before  and  after  exercise  (Fig.  4). 

Resting  Electrocardiogram. — Regular  sinus  rhythm, 
rate  75  per  minute,  left  axis  deviation.  The  P 
waves  and  the  PR  intervals  were  normal.  The  QRS 
complexes  were  of  normal  width  and  contour. 
The  RST  transitions  were  isoelectric,  and  the  T 
waves  in  the  standard  leads  were  of  very  low  am- 
plitude. 

Electrocardiogram  After  Exercise. — Besides  an 
increase  in  the  heart  rate,  the  T waves  returned  to 
normal. 

Comment 

The  coronary  artery  circulation  may  be  in- 
adequate because  of  organic  disease  of  the  cor- 
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onary  vessels,  impairment  of  their  capacity  for 
dilatation,  reflex  coronary  constriction,  increased 
demands  of  a hypertrophied  myocardium,  changes 
of  cardiovalvular  dynamics  in  valvular  heart 
disease,  and  illnesses  that  lower  the  oxygen- 
carrying capacity  of  the  blood,  or  impair  the  oxy- 
gen exchange. 

In  the  relatively  milder  cases  the  resting  elec- 
trocardiogram is  still  normal.  With  increased 
physical  effort  or  excitement  an  oxygen  deficit 
will  occur  when  the  supply  of  blood  and  oxygen 
to  the  myocardium  falls  short  of  the  demand. 
The  electrocardiographic  changes  then  show  the 
pattern  of  acute  coronary  insufficienc3r.  In  the 
more  severe  cases,  with  an  already  abnormal 
resting  electrocardiogram,  two  different  groups 
can  be  noted:  one  group  in  which  the  electro- 
cardiographic abnormalities  at  rest  are  tempor- 
arity  reversible,  apparently,  by  increase  of  the 
blood  and  oxygen  supply  with  the  administra- 
tion of  nitrites,  as  shown  by  Evans  and  Hovle;13 
and  the  other  group,  in  which  the  changes  are  ir- 
reversible. In  both  groups,  increased  physical 
effort  will  often  produce  additional  electrocardio- 
graphic changes  characteristic  of  acute  coronary 
insufficiency. 

Contrary  to  the  usual  response,  in  the  cases 
presented  in  this  paper,  exercise  accomplished  a 
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Case  4.- — Electrocardiograms  of  A.  B.,  age 
fifty-six,  taken  on  July  9,  1951. 


temporary  return  of  the  abnormal  resting  electro- 
cardiogram to  normal.  It  is  perhaps  of  signifi- 
cance to  note  that  the  heart,  in  all  four  cases, 
was  of  normal  size.  One  can  only  speculate  on 
the  mechanism  involved  in  this  observation.  I fid 
the  limited  exercise  in  these  patients  increase  the 
blood  flow  and  oxygen  suppl\r  to  the  myocardium 
so  as  to  improve  the  electrocardiographic  pat- 
tern? It  is  pertinent  to  recall  a known  but  rare 
clinical  observation  where  patients  with  severe 
angina  pectoris  at  bed  rest  are  relieved  of  pain  by 
limited  exertion,  such  as  leaving  the  bed  and 
walking  around  in  their  room.  A temporary  but 
spontaneous  return  of  abnormal  electrocardio- 
grams to  normal  in  the  early  stages  of  acute  myo- 
cardial infarction  was  reported  by  Jaffe,  Master, 
and  Kalter.14 

Since  the  understanding  of  the  normal  and 
pathologic  physiology  of  the  myocardium  is  as 
yet  far  from  complete,  a definite  explanation  of 
unusual  electrocardiographic  findings  is  not  al- 
ways possible. 

Summary 

Four  cases  of  coronary  artery  disease  with 
angina  pectoris  are  presented  in  which  abnormal 
resting  electrocardiograms  returned  temporarily 
to  normal  following  exercise  tolerance  test. 

100  Eldridge  Avenue 

Hempstead,  Long  Island 

Addendum. — Since  the  time  this  article  was  ac- 
cepted for  publication,  Case  1 and  Case  3 have 
suffered  an  attack  of  acute  myocardial  infarction. 
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To  I noic  how  to  wait  is  the  great  secret  of  success. — J.  M.  DeMaistre 


ISOLATION  OF  AN  ANTIGOUTY  FACTOR  FROM  POSTPARTUM 
PLASMA:  PRELIMINARY  REPORT 

Louis  W.  Granirer,  M.D.,  F.A.C.P.,  New  York  City 


SINCE  the  time  of  Hippocrates  it  has  been 
known  that  gout  is  very  rare  in  women  and 
that  men  deprived  of  their  gonads  do  not  become 
gouty.1  It  is  also  of  interest  that  gout  has  never 
been  recorded  during  pregnancy  or  in  the  post- 
partum stage.  In  spite  of  the  logical  nature  of 
the  concept  that  the  female  possesses  a protec- 
tive mechanism  against  gout,  one  finds  it  diffi- 
cult to  understand  why  this  phenomenon  was 
overlooked  and  the  clinical  application  delayed. 

It  was  previously  reported  from  our  clinic  that 
postpartum  plasma  contained  unique  antirheu- 
matic qualities.2  A detailed  analysis  of  postpar- 
tum plasma  was  undertaken,  and  incident  to 
routine  and  special  investigations,  a fraction  was 
obtained  indicating  exclusive  localization  of  the 
antigouty  activity. 

This  paper  is  a presentation  of  the  results  ob- 
tained in  a series  of  eight  cases  of  gout  in  which 
the  patients  were  treated  with  a special  fraction 
obtained  from  postpartum  plasma. 

Material  and  Methods 

For  this  study,  patients  who  had  gout  and  were 
known  to  be  refractory  to  many  forms  of  therapy 
were  selected  from  private  practice.  Observa- 
tions in  acute  gouty  arthritis  were  made,  in  seven 
attacks  occurring  in  seven  patients,  and  in  one 
case  of  chronic  gout.  All  were  male  subjects. 
The  diagnosis  of  gout  was  ascertained  by  the 
typical  history,  clinical  picture,  and  elevated 
serum  uric  acid  concentration.  Two  patients 
showed  diagnostic  x-ray  changes.  The  postpar- 
tum fraction  was  administered  every  forty-eight 
hours,  intravenously,  for  a total  of  four  to  six 
treatments.  Uric  acid  determinations  in  serum 
and  in  twenty-four-hour  urine  specimens  were 
analyzed  by  the  method  of  Brown.3  At  regular 
intervals  complete  cell  counts  and  routine  urine 
examinations  were  performed.  Clinical  observa- 
tions were  made  at  twenty-four  to  forty-eight- 
hour  intervals,  and  the  size,  appearance,  and 
range  of  motion  of  the  involved  joints  were  noted. 

Prior  to  instituting  therapy  with  the  antigouty 
fraction,  in  order  to  provide  adequate  controls, 
a similar  fraction  of  plain  plasma,  unknown  to  the 
patient,  was  administered  in  each  case. 

Results 

Results  were  evaluated  according  to  the  cri- 
teria of  the  American  Rheumatism  Association 
as  follows:4 


Number 

of 

Classification  of  Patients  Patients 

Stage  I,  acute  gout  with  asympto- 
matic periods  between  attacks ...  7 

Stage  II,  acute  gout  superimposed  on 
chronic  gouty  arthritis 1 

Number  of 

Therapeutic  Response  Patients 

Grade  I,  complete  remission  in  forty- 
eight  hours  or  less 0 


Grade  II,  major  improvement,  indi- 
cating rapid  decrease  of  signs  and 
symptoms  in  forty-eight  hours, 
but  with  slight  persistence  up  to 
seven  days  following  initial  ther- 


apy  7 

Grade  III,  minor  improvement  with 
analgesia  and  decreased  swelling, 
but  no  complete  remission  in  spite 

of  continued  therapy 1 

Grade  IV,  no  effect 0 


There  was  a marked  clinical  improvement  in 
seven  patients  after  the  first  or  second  treatment 
with  the  antigouty  fraction.  Pain  and  swelling 
of  the  affected  joints  diminished,  often  fairly 
rapidly  and  completely.  The  patients  not  only 
felt  better  but  experienced  a sense  of  complete 
ease  and  relaxation.  Occasionally,  there  was  a 
mild  accentuation  of  joint  pain  after  the  first 
treatment.  Sedimentation  rates  became  normal 
within  ten  to  twenty-one  days.  Fever  usually 
disappeared.  In  this  series  there  was  no  evidence 
of  fluid  retention,  diuresis,  alteration  in  the 
plasma  electrolytes,  or  other  toxic  signs.  Dis- 
continuance of  therapy  did  not  cause  a relapse, 
and  relief  to  date  has  been  retained  from  three 
to  ten  months. 

It  is  interesting  to  note  that  in  all  patients  the 
remission  was  associated  with  a gradual  decrease 
in  the  serum  uric  acid,  without  any  changes  in 
the  urinary  uric  acid  excretion  (Table  I). 

By  means  of  the  ascorbic  acid  depletion  test  of 
Sayers,  Sayers,  and  Woodbury5,  it  was  apparent 
that  this  antigouty  fraction  had  no  direct  stimu- 
lation on  the  adrenal  cortex. 

It  seems  worth  while  describing  Case  1,  who 
suffered  from  a chronic  gouty  arthritis  of  ten 
years  duration,  and  who  was  benefited  more  by 
treatment  with  this  special  fraction  than  by  any 
other  form  of  therapy.  A previous  course  of 
cortone  therapy  elsewhere  produced  a severe 
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TABLE  I. — Effect  of  the  Antigouty  Postpartum  Plasma  Fraction  on*  the  Serum  Uric  Acid  and  Urine  Uric  Acid 


Urine  Uric  Acidt 
Serum  Uric  Acid*  Twenty-four-hour 

Type  Duration  . (mg.  per  cent) . . Excretion  (Gm.) . 

of  of  Before  After  Before  After 

Case  Age  Sex  Gout  Illness  Treatment  Treatment  Treatment  Treatment 


1 

58 

M 

Chronic 

10  years 

8 2 

3.7 

1.0 

0.8 

2 

43 

M 

Acute 

6 weeks 

6 3 

2.8 

0 6 

0.9 

3 

38 

M 

Acute 

7 weeks 

8.7 

3.7 

0.3 

0.5 

4 

4S 

M 

Acute 

2 weeks 

10.3 

6.7 

0.9 

0.8 

5 

61 

M 

Acute 

8 weeks 

10  9 

6.0 

1.0 

1.1 

6 

43 

M 

Acute 

10  weeks 

6.8 

3.5 

0.8 

0.5 

7 

42 

M 

Acute 

3 weeks 

8 4 

6 2 

1.2 

1.0 

8 

35 

M 

Acute 

5 weeks 

11.2 

5. 1 

1 .5 

2 0 

* Normal  serum  uric  acid:  3 to  5 mg.  per  cent. 

t Normal  urine  uric  acid  excretion  in  twenty-four  hours:  0.2  to  2.0  Gm. 


mental  depression,  oliguria,  and  hypertension. 
Continuous  colchicine  therapy  did  not  ade- 
quately control  the  symptoms.  After  four 
treatments  with  the  antigouty  fraction,  he  showed 
a marked  improvement.  Maneuvers  which 
he  had  found  difficult  or  impossible,  such  as 
climbing  stairs  or  getting  in  or  out  of  bed  un- 
assisted, he  could  now  manage  with  ease.  The 
blood  pressure,  previously  220/110,  returned  to 
normal  levels,  140/80.  The  serum  uric  acid 
which  had  never  been  lower  than  7.2  mg.  per  cent 
for  years,  remained  between  3.8  and  4.0  mg. 
per  cent  with  no  treatment  for  a period  of  eight 
months.  Furthermore,  the  patient  is  in  better 
condition  now  than  he  has  been  at  any  time  since 
the  onset  of  his  gout. 

Case  2,  for  two  months,  had  continuous  acute 
gouty  attacks  migrating  between  ankles,  tees, 
and  knees.  Colchicine  and  ACTH  were  poorly 
tolerated.  A marked  amelioration  of  pain, 
redness,  and  swelling  of  the  joints,  and  a return 
of  temperature  to  normal  occurred  within  twenty- 
four  hours  after  the  second  infusion.  He  has 
remained  symptom-free  for  ten  months  without 
therapy. 

In  the  control  series  of  infusions  of  a similar 
fraction  obtained  from  normal  plasma  some  im- 
provement was  observed  in  30  per  cent  of  the 
patients.  The  results  here  were  not  nearly  so 
striking  or  effective. 

Comments 

In  this  group  of  patients  it  was  apparent  that 
the  antigouty  fraction  relieved  the  acute  pain 
and  shortened  the  duration  of  the  attacks. 
When  improvement  occurred,  it  was  usually 
obvious  within  twenty-four  to  thirty-six  hours 
after  the  first  or  second  treatment.  Diminished 
joint  swelling  and  erythema,  lessened  pain,  and 
increased  motion  were  usually  observed.  There 
were  no  adverse  effects  from  this  therapy,  no 
crystalluria  or  hematuria.  Blood  chemical  stud- 
ies showed  no  renal  or  hepatic  changes,  and  com- 
plete blood  cell  counts  and  repeated  routine 
urine  examinations  revealed  no  abnormalities. 
Since  the  serum  uric  levels  gradually  fell  without 


increased  urinary  uric  acid  excretion,  it  was  ap- 
parent that  the  principal  mechanism  was  not 
depression  of  the  kidney  tubule. 

These  studies  also  suggest  that  this  plasma 
fraction  may  serve  as  a carrier  for  the  sex  and 
adrenal  cortical  hormones,  and  that  these  pro- 
tein-bound hormones  may  actually  be  the  physi- 
ologically active  form  by  which  extremely 
minute  amounts  of  steroids  are  capable  of  exer- 
ting profound  effects.  In  addition,  these  studies 
indicate  that  this  fraction  may  possess  an  en- 
zyme or  coenzyme  which  inhibits  or  controls 
excessive  uric  acid  formations  through  direct 
action  on  the  intermediary  purine  metabolism. 
There  is  also  evidence  that  the  urine  of  the 
female,  particularly  during  pregnane}*,  possesses 
a much  higher  concentration  of  hydrophilic 
colloid  than  that  of  the  male.6  It  would  appear 
that  this  antigouty  fraction  may  possess  excellent 
dispersing  qualities  which  would  prevent  crystal- 
lization and  precipitation  of  electrolytes  (sodium 
urate). 

Summary 

1.  The  therapeutic  effect  of  a fraction  iso- 
lated from  postpartum  plasma  was  studied  in  one 
patient  with  chronic  recurrent  gout  and  in  seven 
patients  with  acute  gout.  Other  forms  of  therapy 
had  been  ineffective. 

2.  There  was  a marked  clinical  improvement 
in  seven  patients.  Pain  and  swelling  subsided 
and  joint  motion  improved.  The  serum  uric 
acid  was  lowered. 

3.  Observations  over  a period  of  three  to 
eight  months  revealed  no  recurrence.  There 
were  no  toxic  manifestations  or  side-effects. 

4.  On  the  correlation  of  these  results  it  is 
tentatively  concluded  that  this  fraction  isolated 
from  postpartum  plasma  is  a new  agent  endowed 
with  a natural  protective  mechanism  against 
gout. 

The  results  reported  here,  although  striking, 
must  be  considered  preliminary  because  of  the 
small  number  of  patients  used.  Further  work 
with  a much  larger  group  is  now  in  progress. 
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ACUTE  FEBRILE  PETECHIAL  ORO PHARYNGITIS: 
PRELIMINARY  REPORT 

Morton  B.  Wallach,  M.D.,  and  Shirley  Schmones,  M.D.,  New  York  City,  and 
Sidney  W.  Berezin,  M.D.,  Spring  Valley,  New  York 


AN  EXTREMELY  contagious  outbreak  of 
acute  febrile  petechial  oropharyngitis  was 
observed  by  us  in  New  York  City  and  Spring 
Valley,  New  York,  during  July,  1952.  Our 
colleagues  have  verified  the  existence  of  this  ap- 
parently previously  unreported  disease.  To 
date,  100  cases  have  been  collected.  Perusal  of 
the  literature  fails  to  disclose  any  description  of  a 
similar  ailment.  The  disease  is  extremely  con- 
tagious, usually  all  siblings  in  a family  being 
affected.  No  cases  in  adults  have  been  seen  by 
us. 

The  clinical  course  follows  closely  a typical 
pattern.  The  incubation  period  is  twenty-four 
to  seventy-two  hours.  The  first  thirty-six  hours 
of  the  ailment  has,  as  its  only  clinical  finding,  a 
scattering  of  small  vesicles  or  petechiae  on  the 
hard  and  soft  palate  and  often  on  the  pharynx. 
During  this  time  the  child  is  usually  afebrile  and 
asymptomatic;  he  is  examined  only  because  his 
sibling  is  ill.  After  this  invasive  period,  symp- 
toms rapidly  develop.  The  temperature  rises 
precipitously  and  continues  to  rise  for  about 
four  days,  usually  to  levels  of  103  to  106  F. 
The  child  holds  his  throat  in  pain  and  complains 
of  severe  headache  and  pains  throughout  his 
body,  especially  in  the  tarsal  bones.  There  is 
tenderness  of  the  muscles  and  bones  of  the  back 
and  extremities.  The  vesicular  and  petechial 
rash  of  the  palate  and  pharynx  is  more  diffuse 
and  occasionally  spreads  to  the  buccal  mucosa. 
Furthermore,  many  of  the  discrete  petechiae 
coalesce,  forming  large  hemorrhagic  blotches. 
The  anterior  cervical  lymph  glands  become 
acutely  enlarged.  However,  despite  these  symp- 
toms and  the  high  fever,  prostration  is  relatively 
slight.  At  no  time  is  there  observed  any  exan- 
them, respiratory  or  gastrointestinal  symptoms, 
nuchal  rigidity,  or  muscular  spasm.  After  four 
or  five  days  of  high  fever,  the  temperature  be- 
comes normal  by  crisis ; however,  soreness  of  the 
mouth  persists  for  another  three  or  four  days  and, 


in  an  occasional  case,  slight  sloughing  of  the 
palatal  mucosa  occurs.  After  this  time  the 
petechial  rash  disappears.  Occasionally  a pus- 
tule is  seen  on  a tonsil  during  the  illness.  No 
membranes  are  ever  observed  in  the  mouth. 
The  tongue  remains  mildly  coated,  and  does  not 
acquire  a “strawberry”  appearance. 

Therapeutic  doses  of  penicillin  in  no  way  alter 
the  course  of  the  disease.  Terramycin,  if  started 
once  fever  is  present,  appears  to  have  little  effect, 
if  any,  on  the  illness.  However,  if  terramycin  is 
begun  before  the  appearance  of  fever,  that  is, 
during  examination  of  an  apparently  normal 
sibling  who  has  oral  petechiae,  the  clinical  course 
appears  to  be  milder;  although  all  the  above 
symptoms  appear,  the  fever  does  not  rise  above 
102  F.,  and  clinical  symptoms  are  less  severe  and 
last  only  about  forty-eight  hours.  It  is  to  be 
emphasized,  however,  that  once  the  petechial 
rash  is  present,  the  child  will  definitely  become  ill 
despite  terramycin  therapy. 

No  patient  observed  has  required  hospitaliza- 
tion. There  have  been  no  fatalities  or  complica- 
tions. Because  of  the  benign  nature  and  short 
course  of  this  illness,  no  throat  cultures,  hemato- 
logic studies,  or  other  investigational  procedures 
were  done.  This  syndrome  is  described  despite 
the  absence  of  laboratory  data  since  its  clinical 
symptoms,  course,  and  response  to  therapy 
differentiate  it  from  other  infectious  diseases. 
Subsequent  reports  will  include  extensive  labora- 
tory studies. 

Summary 

A previously  unreported  contagious  disease  of 
children,  acute  febrile  petechial  oropharyngitis, 
is  described.  It  consists  of  a vesicular  and 
petechial  rash  on  the  palate  and  pharynx, 
cervical  adenopathy,  high  fever,  and  grippal 
symptoms,  with  no  other  findings.  It  does  not 
respond  to  penicillin,  and  its  response  to  terra- 
mycin is  equivocal.  Its  course  is  benign. 


USE  OF  SKIN  AND  TANTALUM  MESH  FOR  HERNIA  REPAIR 

Thomas  C.  Case,  M.D..,  F.A.C.S.,  New  York  City 
( From  the  Department  of  Surgery,  St.  Vincent’s  Hospital ) 


SOME  of  the  defects  of  hernias  of  the  abdomi- 
nal wall  are  so  large  that  the  usual  repair  is 
not  possible.  The  difficulties  encountered  dur- 
ing the  operative  repair  of  hernias,  with  marked 
tissue  attenuation,  are  well  known  to  all  sur- 
geons. Fascial  grafts  or  transplants  do  not  af- 
ford sufficient  strength  to  withstand  intra-abdom- 
inal pressure  imposed  on  them. 

In  an  effort  to  effect  a permanent  repair,  many 
technics  have  been  employed.  These  include 
fortisan  fabric,1  silver  filigrees,  preserved  animal 
fascia,  autogenous  fascia  lata,  cutis  grafts,2-4 
polyethylene  sheets,  stainless  steel  mesh,  Vital- 
lium  fiberglass  sheets,  and  tantalum  mesh.  When 
there  is  considerable  tissue  deficiency,  the  use  of 
tantalum  mesh  or  Vital lium  plate  is  almost  man- 
datory  if  the  repair  is  to  be  effective.  Tantalum 
is  relatively  inert  chemically  and.  when  tested  by 
the  usual  methods  of  suture  implantation  in 
animals,  evokes  almost  no  inflammatory  or  for- 
eign body  tissue  response.5  It  is  a very  stable 
element,  and,  to  date,  studies  have  failed  to  dem- 
onstrate any  toxic  effects  when  it  is  buried  in  the 
tissues  of  animals  or  humans. 

It  is  the  unusual  hernia  in  which  a peritoneal 
layer  cannot  be  interposed  between  viscera  and 
prosthesis.  However,  in  cases  where  there  is  a 
large  defect  with  tissue  deficiency,  the  intra-ab- 
dominal organs,  particularly  the  intestine,  are 
often  found  to  be  practically  subcutaneous  with 
little,  if  any,  peritoneum  between  the  skin  and 
serosa  of  adherent  intestine.  This  is  particu- 
larly true  if  the  hernia  of  the  abdominal  wall  is 
the  result  of  a postoperative  infectious  process, 
such  as  that  following  a fecal  fistula. 

In  the  process  of  the  repair  of  such  a hernia,  the 
inadvertent  incision  or  opening  of  bowel  would 
endanger  successful  postoperative  healing.  If 
the  skin  overhang  such  a defect  were  left  intact 
and  tantalum  mesh  applied  directly  over  it.  the 
above-mentioned  hazard  could  be  eliminated. 
This  procedure  would  also  afford  the  application 
of  one  additional  layer  of  tissue  for  the  repair  of 
the  defect  and  ensure  a much  stronger  abdominal 
wall. 

The  use  of  dermal  grafts  for  repair  of  hernia  is 
not  new.  It  was  first  used,  in  1913,  by  Otto 
Lowewe.  In  this  country,  Cannaday  has  been 
one  of  the  strongest  advocates  of  the  use  of  cutis 
grafts  in  the  repair  of  large  hernias.3  In  most 
instances,  cutis  tissue  has  been  used  as  a support- 
ing patch  over  the  suture  line  of  an  otherwise 
adequate  fascial  repair  and  seldom  as  a means  of 


bridging  a gap.  Later  it  was  used  to  bridge  gaps 
and,  recently,  used  even  in  the  repair  of  a dia- 
phragmatic defect  secondary  to  the  removal  of  a 
gastric  cancer,  without  complication.6 

Some  surgeons  have  used  the  entire  thickness 
of  skins,  while  others  have  used  skin  from  which 
the  epidermal  layer  has  been  removed.7  There 
is  no  difference  in  the  result,  for  it  has  been  shown 
that,  when  the  epidermal  layer  is  left  intact, 
within  a short  period  of  time  after  implantation 
the  epithelium  and  hair  follicles  become  flat- 
tened and  atrophied,  and  there  is  increased  fibro- 
sis and  vascularization  by  growth  of  capillary 
epithelium.  Rapid  metaplasia  of  the  dermis  to  a 
viable  connective  layer  has  been  demonstrated 
by  Shaffer.3  The  graft  thus  becomes  homogene- 
ously fused  by  fibrosis  with  the  surrounding  tis- 
sue. 

The  addition  of  tantalum  mesh  in  the  midst  of 
the  fibrotic  process  was  considered  further  assur- 
ance for  a more  permanent  cure.  The  fibroblastic 
response  to  the  mesh  proceeds  with  a definite 
velocity.  Schilling  et  al.  have  shown  that  at  two 
weeks  the  inflammatory  response  is  at  its  height, 
and  fibroblasts  are  beginning  to  invade  the  fibrin 
content  of  the  mesh.9  At  three  weeks,  the  mesh 
is  nearly  filled,  and  there  is  a resolution  of  the  sur- 
rounding inflammatory  process  with  a decrease  in 
the  fibroblastic  growth  potential. 

The  removal  of  the  epidermal  layer  of  the  skin 
was  considered  advisable  for  two  reasons : (1)  to 
avoid  any  possibility  of  infection  and  (2)  to  pro- 
vide a more  vascular  and  suitable  bed  for  the 
mesh. 

Operative  Technic 

The  skin  over  the  operative  site  is  prepared 
the  day  before  operation  with  ether  and  alcohol, 
and  penicillin  administration  is  begun  twenty- 
four  hours  before  operation.  On  the  operating 
table  the  skin  over  the  hernia  is  scrubbed  with 
pHisoderm  or  soap  and  water  for  five  minutes,  and 
tincture  of  Merthiolate  is  applied.  Two  elliptic 
incisions  are  made  about  the  circumference  of 
the  hernial  protrusion  on  the  abdominal  wall,  and 
these  incisions  are  carried  down  to  fascia.  The 
epidermal  layer  of  the  skin  within  the  elliptic  in- 
cisions and  overlying  the  hernia  is  then  removed 
either  by  a scalpel  or  a dermatome.  Dissection 
is  continued  until  the  fascia  well  beyond  the  neck 
of  the  hernia  is  cleared  of  all  fatty  tissue.  The 
hernia  is  reduced  without  entering  the  peritoneal 
cavity.  The  edges  of  the  skin  to  be  used  as  the 
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Fig.  1.  A.  Dotted  line  is  incision  outside  cir- 
cumference of  hernial  bulge;  B.  Hernial  protrusion 
with  overlying  skin,  devoid  of  epidermal  layer,  dis- 
sected down  to  fascia  and  away  from  surrounding 
tissue;  C.  Skin  over  hernia  attached  to  fascia  and 
tantalum  mesh  over  both  skin  and  hernia  attached 
to  fascia,  also. 

cutis  graft  are  sutured  to  the  fascia  with  inter- 
rupted silk  sutures.  The  properly  measured 
tantalum  mesh  is  then  applied  over  the  skin, 
overlapping  the  skin  edges.  It  is  also  sutured  to 
fascia  with  interrupted  silk  sutures.  Interrupted 
silk  sutures  are  then  applied  to  approximate  the 
subcutaneous  tissue  over  the  mesh  and  the  skin 
sutured  without  drainage  (Fig.  1). 

Postoperatively,  the  patient  is  allowed  to  re- 
main in  bed  for  at  least  one  week  and  penicillin  is 
administered  for  several  days.  The  patient 
should  not  be  allowed  up  without  some  abdominal 
support  for  at  least  six  weeks. 

Case  Reports 

Case  1. — U.  B.,  an  obese  white  male  adult,  sixty- 
two  years  of  age,  was  operated  upon  for  an  abdomi- 
nal condition  in  1948,  at  St.  Vincent’s  Hospital, 
through  an  oblique  incision  because  the  true  nature 
of  the  lesion  had  to  be  ascertained  at  the  time  of 
operation.  He  was  quite  obese,  the  abdominal  wall 
was  flabby,  and  the  patient  had  a recurrence  of  an 
old  chronic  pulmonary  condition,  postoperatively, 
with  considerable  coughing.  As  a result  of  the  ex- 
cessive cough,  the  patient  developed  a large  inci- 
sional hernia  which  was  repaired  on  May  29,  1950, 
at  the  hospital,  with  the  aid  of  tantalum  mesh. 

At  the  time  of  the  herniorrhaphy,  layers  of  small 
intestine  were  adherent  to  the  abdominal  wall  and 
sac,  and  the  dissection  of  the  hernial  sac  was  even- 


tually accomplished  without  damage  to  the  involved 
intestine.  The  peritoneum  was  closed  over  in  the 
usual  manner,  and  the  mesh  was  applied  over  the 
tissue  defect  and  attached  to  the  surrounding  fascia 
in  the  usual  manner. 

Postoperatively,  he  developed  some  fluid  subcu- 
taneously which  was  absorbed  spontaneously  within 
two  weeks.  He  has  had  no  recurrence  to  date. 

Comment. — This  is  the  type  of  case  that  would 
have  been  suitable  for  the  procedure  described 
above,  i.e.,  leaving  the  skin  over  the  hernial  pro- 
trusion intact  and  applying  the  mesh  over  it. 
The  possibility  of  damage  to  the  bowel  would 
have  been  avoided,  and  the  repair  would  have 
been  reinforced  by  an  additional  supportive  layer 
of  tissue. 

Case  2. — R.  A.,  an  adult,  white,  obese  female, 
age  sixty-two,  had  been  operated  upon  in  January, 
1950,  for  an  umbilical  hernia.  Soon  after  the  repair 
there  appeared  two  areas  in  the  transverse  scar  which 
were  the  sites  of  incisional  hernias.  Another  at- 
tempt was  made  to  repair  the  incisional  hernia  in 
March,  1951.  However,  very  soon  after  this  pro- 
cedure there  appeared  four  areas  of  herniation  in  the 
operative  scar.  Incarceration  occurred  in  these 
hernial  sacs  on  three  occasions. 

I saw  the  patient  for  the  first  time  on  September 
31,  1951,  at  which  time  she  presented  a large,  pendu- 
lous abdomen  with  a long,  transverse  scar  in  the 
lower  part  of  the  abdomen  and  four  incisional  her- 
nias in  the  central  third  of  the  healed  incision.  Bowel 
could  be  felt  in  the  hernial  scars,  and  reduction  of 
the  contents  could  be  obtained  with  ease. 

She  was  operated  upon  on  September  19,  1951,  at 
which  time  a lipectomy  was  also  performed  because 
of  the  presence  of  a large,  overhanging,  apron-like 
layer  of  fat.  The  sacs  were  isolated  with  difficulty, 
and,  eventually,  all  adherent  bowel  was  dissected 
free  from  the  hernial  sacs.  One  of  the  adherent 
loops  contained  a Meckel’s  diverticulum  which  was 
also  removed.  The  peritoneum  was  brought  to- 
gether in  all  areas,  and  two  sheets  of  tantalum  mesh 
were  required  to  cover  the  tissue  defect  in  the 
fascia.  The  subcutaneous  tissue  was  sutured  over 
the  mesh  with  interrupted  sutures,  and  two  drains 
were  placed  at  either  end  of  the  wound. 

The  postoperative  recovery  was  uneventful.  The 
drains  were  removed  on  the  seventh  day  because  of 
the  continuous  drainage  of  serum.  She  received 
penicillin  for  ten  days  and  was  discharged  on  the 
twenty-first  postoperative  day  with  the  wound  well 
healed.  To  date,  she  has  no  evidence  of  recurrence. 

Comment. — At  the  time  of  operation  the  appli- 
cation of  skin  as  an  additional  layer  for  the  repair 
was  considered.  However,  because  of  the  pre- 
vious history  of  incarceration,  it  was  deemed  ad- 
visable to  look  into  the  sacs  rather  than  to  do  the 
repair  without  opening  into  the  peritoneum.  The 
findings  justified  our  procedure. 

Such  a history  might  be  considered  a contrain- 
dication to  the  procedure  described  in  the  pres- 
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entation,  i.e.,  a repair  without  investigation  of 
the  contents  of  the  sac. 

Case  S. — I.  S.,  an  adult,  white  female  in  good,  gen- 
eral health,  forty-six  years  of  age,  had  been  operated 
upon  for  right  upper  quadrant  lesions  nine  times.10 
During  the  last  procedure,  which  was  a subtotal 
gastrectomy  for  prolapsed  gastric  mucosa,  the  wall 
of  the  transverse  colon  was  found  to  be  adherent  and 
considerably  thinned  out,  and  it  was  opened  at  sev- 
eral points  even  when  applying  traction  on  the  ab- 
dominal wall.10  The  openings  in  the  bowel  were 
sutured  and  the  abdominal  wound  drained  at  the 
end  of  the  operation.  Fecal  fistulas  developed,  as 
expected,  and  as  a result  of  the  infection  the  patient 
developed  an  incisional  hernia.  She  returned  to  the 
hospital  on  May  3,  1951,  for  repair  of  the  hernia. 
The  tissue  defect  was  considerable,  and  we  felt  quite 
sure  that  bowel  was  immediately  beneath  the  skin. 

This  case  was  considered  ideal  for  repair  of  the 
defect,  using  both  skin,  which  was  left  intact,  and  the 
mesh  winch  was  applied  directly  over  it.  The 
wound  was  not  drained.  No  fluid  appeared  to  col- 
lect subcutaneously.  She  received  penicillin  for 
seven  days,  was  allowed  to  remain  in  bed  fourteen 
days,  and  was  discharged  on  the  nineteenth  postoper- 
ative day  with  the  wound  well  healed  and  firm.  There 
has  been  no  recurrence  to  date. 

Comment. — This  is  the  type  of  case  that  would 
be  considered  ideal  for  the  procedure  described. 
It  avoids  all  possibility  of  injury  to  bowel,  which 
would  be  most  difficult  to  dissect  away  from  the 
sac.  The  probability  of  postoperative  infection 
which  causes  such  a high  percentage  of  recurrence 
of  hernia  is  thus  avoided. 

Summary 

1.  Further  experience  with  the  use  of  tanta- 
lum mesh  is  reported. 


2.  The  use  of  both  dermal  graft,  which  is  left 
intact  overlying  the  hernial  protrusion,  and  the 
application  of  tantalum  mesh  over  the  skin  is  sug- 
gested for  the  repair. 

3.  The  procedure  avoids  possibility  of  bowel 
injury  if  adherent  bowel  is  suspected  beneath  the 
skin,  and  affords  an  additional  layer  of  tissue  to 
strengthen  the  abdominal  wall. 

4.  It  is  suggested  that  the  epidermal  layer  of 
the  skin  to  be  used  as  a graft  be  removed  for  two 
reasons:  to  avoid  possibility  of  infection  which 
may  be  present  in  the  hair  follicles  and  to  provide 
a more  vascular  and  suitable  bed  for  the  tantalum 
mesh. 

5.  An  alteration  in  technic  is  now  being  con- 
sidered whereby  the  sac  can  be  opened  in  suitable 
cases  and  both  the  intact  skin  layer  and  mesh  wall 
be  applied  for  the  repair. 
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WOLFF-PARKINSON- WHITE  SYNDROME 

The  Wolff-Parkinson- White  syndrome  was  found 
in  a four-month-old  infant  with  an  attack  of  paroxys- 
mal supraventricular  tachycardia,  Gleckler  and 
Lay  report  from  St.  Vincent’s  Hospital,  Sherman, 
Texas. 

This  anomalous  atrioventricular  excitation,  pre- 
disposing to  attacks  of  paroxysmal  tachycardia,  is 
an  electrocardiographic  entity.  The  authors  de- 
scribe it  as  having  a shortened  P-R  interval  and  a 
widened  QRS  complex,  occurring  most  often  with 
slurring  of  the  upstroke  of  the  R wave.  P waves 


appear  normal.  Among  clinical  manifestations  re- 
ported: sudden  onset  of  weakness,  pallor,  pro- 
fuse perspiration,  cyanosis,  vomiting,  refusal  to  nurse, 
occasional  fever,  and  signs  of  congestive  heart  fail- 
ure, frequently  in  the  absence  of  organic  heart 
disease. 

Treatment  with  lanatoside-C,  intramuscularly, 
led  to  complete  recovery  with  no  further  attacks  of 
tachycardia  during  a subsequent  ten-month  observa- 
tion period. 

— J.A.M.A.,  October  18,  1952 


PURPURA  ABDOMINALIS 

Alexander  Zabin,  M.D.,  Malverne,  New  York 

{From  the  Department  of  Surgery,  South  Nassau  Communities  Hospital,  Oceanside ) 


HENOCH’s  purpura  abdominalis,  because  it 
occurs  more  frequently  than  is  generally 
diagnosed,  has  a great  deal  of  interest  not  only 
for  the  surgeon  but  also  for  the  general  practi- 
tioner. 

The  hemorrhagic  diathesis  may  be  divided  into 
three  main  groups:  (1)  those  due  to  damage  or 
weakness  of  the  capillary  endothelium,  (2)  those 
due  to  some  defect  in  the  clot-forming  elements, 
and  (3)  those  due  to  faulty  clot  retraction  re- 
sulting from  thrombocytopenia . Osier,  in  1914, 
considered  Henoch’s  purpura  to  be  due  to  an  ana- 
phylactoid reaction  resulting  in  capillary  damage 
and  consequent  hemorrhage.1  At  that  time  he 
stressed  the  fact  that  certain  drugs,  such  as  qui- 
nine and  iodine,  might  give  rise  to  symptoms  of 
purpura  in  susceptible  individuals.  More  re- 
cently, the  theory  has  been  postulated  that  the 
hemorrhagic  tendency  is  produced  by  the  action 
of  some  toxin,  probably  histamine,  on  the  capil- 
lary endothelium.2  Alexander,  Kahn,  and  many 
others  have  shown  that  Schoenlein-Henoch’s 
purpura,  both  in  children  and  adults,  in  many  in- 
stances, has  been  definitely  correlated  with  food 
allergies.3'4  Squier  cites  several  cases  in  which 
atttacks  of  abdominal  pain,  vomiting,  and  pur- 
pura were  repeatedly  precipitated  by  having  the 
patient  ingest  the  known  provocative  food  sub- 
stance.6 Some  of  these  attacks  were  associated 
with  thrombocytopenia. 

The  first  to  describe  a case  of  purpura  associ- 
ated with  abdominal  pain  and  vomiting  was  Wil- 
son, in  1809. 6 In  1827,  Olivier  D’Angers  gave  a 
good  account  of  purpura  with  abdominal  symp- 
toms.7 In  1874,  Henoch  reported  a group  of 
cases  in  which  there  was  purpura  associated  with 
abdominal  colic  either  with  or  without  bleeding 
from  the  mucous  membranes.8  Schoenlein,  in 
1832,  described  a purpuric  condition  associated 
with  arthritic  pains.  He  called  this  condition 
purpura  rheumatica.  It  is  now  believed  that 
Henoch’s  purpura  abdominalis  and  Schoenlein’s 
purpura  rheumatica  are  merely  different  manifes- 
tations of  the  same  underlying  condition. 

Symptoms 

The  symptoms  usually  fall  into  two  main 
groups,  articular  and  visceral,  either  of  which  is 
usually  associated  with  a variety  of  skin  lesions. 
These  skin  lesions  may  be  absent  at  times.  The 
manifestations  occur  singly,  concomitantly,  or  in 
varied  sequence.  Any  joint  may  be  involved, 
the  knee  most  frequently,  causing  pain,  tender- 


ness, and  swelling.  Involvement  of  the  intestines 
may  give  rise  to  abdominal  pain  which  may  be 
localized  or  generalized.7  Abdominal  spasm  and 
rigidity  may  be  localized  or  generalized,  and 
masses  which  are  due  to  the  hemorrhages  may 
be  palpated.  Hematemesis  or  melena  may  oc- 
cur, and  distention  may  be  present. 

Kidney  involvement  may  manifest  itself  by 
hematuria,  or  by  pain  if  clots  are  present  in  the 
kidney  pelvis.  Involvement  of  the  uterus  may 
cause  metrorrhagia,  thus  simulating  any  of  the 
various  usual  causes  of  metrorrhagia. 

The  skin  manifestations  are  as  protean  as  the 
symptoms  of  the  disease.  The  classical  lesion  is 
purpura.  However,  urticaria,  erythema,  or 
pustular  and  papular  lesions  are  not  uncommon. 
Angioneurotic  edema,  erythema  nodosum,  and 
erythema  bullosum  may  be  encountered.  Unfor- 
tunately, the  skin  manifestations,  which  are  so 
great  an  aid  in  the  formulation  of  a correct  diag- 
nosis, may  not  be  present. 

Purpura  abdominalis  is  important  because  it 
may  simulate  the  acute  surgical  abdomen  and  re- 
sult in  unnecessary  surgery.  This  condition  is 
frequently  confused  with  appendicitis  and  intus- 
susception, especially  in  children.  It  may  also 
simulate  many  other  acute  surgical  abdominal 
conditions.  At  operation  the  peritoneal  cavity 
may  contain  bloody  fluid  and  the  serosal  cover- 
ings may  show  either  punctate  hemorrhages  or, 
as  in  the  case  to  be  presented,  serosal  hemor- 
rhages. 

Diagnosis 

Although  the  diagnosis  may,  in  many  instances, 
be  difficult  to  make  preoperatively,  there  are 
many  helpful  clues  that  may  be  sought  in  arriv- 
ing at  a correct  diagnosis. 

A careful  history  as  to  sensitivity  to  food  or  in- 
halation antigens,  attacks  of  asthma,  hay  fever, 
urticaria,  or  angioneurotic  edema  may  help  to 
alert  the  physician.  A history  of  previous  at- 
tacks of  abdominal  pain  with  or  without  concomi- 
tant arthritis  or  purpuric  manifestations  is  im- 
portant. 

The  type  of  onset,  character,  and  location  of 
pain  is  not  helpful  in  the  differential  diagnosis. 
The  skin  manifestations  may  be  variegated  and 
should  be  carefully  sought,  in  good  light  and  at 
repeated  examinations,  since  they  may  be  eva- 
nescent. Joint  involvement  may  appear  at  any 
phase  in  the  disease  or  may  be  entirely  absent. 

The  abdomen  may  be  normal  in  contour  or 
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greatly  distended.  Tenderness,  rigidity,  and  re- 
bound tenderness  may  be  localized  or  generalized. 
The  degree  of  spasticity  found  is  usually  less  than 
one  would  expect  to  find  with  the  degree  of  pain 
complained  of  and  the  degree  of  tenderness  found. 

The  spleen  may  be  palpated  in  about  o per 
cent  of  cases,  according  to  Poll.9  Masses  caused 
by  the  effusion  of  blood  into  the  gut  lumen  and 
mesentery  may  be  felt.  These  masses  may  simu- 
late appendiceal  abscesses  or  intussusception, 
and  may  frequently  be  felt  on  rectal  examination. 

X-ray  examination  often  may  aid  in  the  dif- 
ferential diagnosis  when  the  findings  are  charac- 
teristic. These  have  been  described  by  Esposito 
and  by  Whitemore  and  Peterson  as  hypermotil- 
ity, dilatation,  segmentation  of  barium,  and  evi- 
dence of  subserosal  ulceration.10’11  The  typical 
x-ray  findings  of  intussusception,  as  described  by 
Schatski,  will  rule  out  this  condition.12  Air 
under  the  diaphragm,  when  present,  will  rule  out 
a perforated  viscus. 

Laboratory  findings  are  frequently  of  no  help 
in  the  differential  diagnosis.  There  may  be 
present  early  in  the  acute  phase  an  eosinophilia 
which  rapidly  disappears  as  the  attack  subsides. 
The  thrombocytes  may  occasionally  be  reduced. 
The  coagulation  time  may  be  prolonged.  The 
stools  may  show  gross  or  occult  blood.  The  urea 
nitrogen  may  be  increased  if,  as  occasionally  hap- 
pens, there  is  kidney  edema  with  resulting  ure- 
mia. Gross  or  occult  blood  may  be  present  in  the 
urine. 

A valuable  aid  in  establishing  the  diagnosis  is 
the  tourniquet  test.  One  must  remember,  how- 
ever, that  the  test  is  also  present  in  hyperthyroid- 
ism, hypertension,  chronic  nephritis,  pernicious 
anemia,  subacute  bacterial  endocarditis,  and  leu- 
kemia. 

Treatment 

Since  the  symptomatology  of  Henoch’s  purpura 
is  on  the  basis  of  decreased  capillary  resistance 
with  its  subsequent  hemorrhages,  therapy  for 
the  most  part  is  based  on  the  correction  of  this 
condition.  With  this  end  in  view,  a variety  of 
remedies  has  been  suggested  to  bring  about  hemo- 
stasis. These  include  snake  venom,  calcium,13 
Streptococcus  viridans  vaccine,14  and  autohemo- 
therapy.15  Vitamins  have  also  been  used  with 
symptomatic  relief,  according  to  Ainsworth  and 
Jerold.16-17  Pyribenzamine  has  also  been  used 
successfully  in  the  treatment  of  Henoch’s  pur- 
pura. Of  course,  where  a definite  diagnosis  of 
purpura  abdominalis  cannot  be  made,  surgical 
intervention  will,  of  necessity,  follow. 

Prognosis  for  recovery  is  excellent  following  the 
acute  attack.  However,  the  likelihood  of  recur- 
rent episodes  is  considerable.  Surgical  interven- 


tion with  mistaken  diagnosis  will,  of  course,  in- 
crease the  morbidity  and  mortality. 

Often,  the  diagnosis  of  Henoch’s  purpura  ab- 
dominalis is  not  made  because  the  characteristic 
manifestations  of  arthritis  or  dermal  purpura  are 
not  present.  This  condition  should  be  thought  of 
in  any  differential  diagnosis  of  the  acute  abdomen. 
According  to  Pratt,  “No  one  should  operate  on  a 
child  with  abdominal  pain  until  the  diagnosis  of 
purpura  abdominalis  is  ruled  out.”8  This  dic- 
tum may  well  be  applied,  also,  to  adults. 

Most  of  the  cases  of  purpura  abdominalis  can 
be  classified  into  four  types:  (1)  those  showing 
diffuse  nonlocalized  peritonitis,  (2)  those  simu- 
lating appendicitis,  (3)  those  simulating  intus- 
susception, and  (4)  those  simulating  perforation 
of  a viscus.  It  is  in  the  latter  three  groups  that 
the  pathology  present  may  be  sufficient  to  indi- 
cate surgical  intervention.18  One  must  also  re- 
member that  although  a definite  diagnosis  of 
purpura  abdominalis  is  made,  the  development 
of  an  acute  surgical  condition  complicating  the 
purpura  must  always  be  watched  for.  The  mass 
of  blood  in  the  bowel  lumen  may  be  the  cause  of 
true  mechanical  intestinal  obstruction.19  The 
mass  of  blood  in  the  gut  wall  may  act  the  same  as 
a polyp  or  tumor  and  cause  intussusception.  Such 
a case  was  reported  by  Gray.19  Osier  described  a 
case  of  an  eleven-year-old  child  who  had  all  the 
clinical  manifestations  of  rheumatic  purpura,  and 
who  developed  signs  of  an  acute  abdomen,  which 
at  autopsy  was  found  to  have  been  caused  by  a 
perforation  of  the  stomach.1  In  dew  of  this, 
all  cases  diagnosed  clinically  as  purpura  abdomi- 
nalis should  be  watched  carefully  and  surgical  in- 
tervention carried  out  when  indicated. 


D.  G.,  male,  age  thirty-five  years,  was  admitted  to 
the  South  Nassau  Communities  Hospital  at  4 p.m. 
on  April  10,  1952.  He  first  became  ill  at  2 a.m.  on 
the  day  of  admission,  with  generalized  abdominal 
cramps.  He  felt  nauseous  and  induced  vomiting. 
Since  the  onset  of  the  illness,  the  patient  had  not 
passed  any  flatus,  and  enemas  were  ineffectual  for 
gas  or  feces. 

The  patient  appeared  acutely  ill.  The  abdomen 
was  full  although  not  definitely  distended.  There 
was  a well-healed,  old  appendectomy  scar  in  the 
right  lower  quadrant.  Tenderness,  spasticity,  and 
rebound  tenderness  were  present  in  both  lower 
quadrants,  especially  on  the  right.  No  masses  or 
organs  were  palpated.  There  was  shifting  dullness 
in  the  flanks,  and  auscultation  revealed  intestinal 
“rushes”  concomitant  with  the  patient’s  complaint 
of  pain. 

Rectal  examination  was  negative  for  masses  or 
blood.  X-ray  examination  showed  distended  loops 
of  small  bowel,  with  fluid  levels,  in  the  left  upper 
quadrant.  The  roentgenologist’s  report  was  “find- 
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ings  consistent  with  partial  small  bowel  mechanical 
obstruction.” 

After  eight  hours  of  observation,  during  which 
fluids  were  given  and  Levine  tube  suction  was 
started,  operation  was  performed  because  of  the 
marked  increase  in  the  severity  of  the  pain.  The 
preoperative  diagnosis  was  intestinal  volvulus. 
The  postoperative  diagnosis  was  hemorrhage  into 
wall  of  ileum.  The  operative  findings  were  as  fol- 
lows: The  peritoneal  cavity  contains  about  800  cc.  of 
a blood-tinged  fluid,  containing  flakes  of  fibrin.  In 
the  lower  left  quadrant  there  are  a number  of  loops 
of  ileum,  measuring  about  41/*  to  5 inches  in  length; 
the  wall  of  the  ileum  is  thickened,  bright  red  in  color, 
and  covered  with  a shaggy  fibrinous  exudation. 
The  mesentery  in  this  area  is  markedly  edematous. 
The  proximal  end  of  this  ileomesentery  shows  long, 
flame-shaped,  hemorrhagic  areas.  The  bowel,  prox- 
imal to  this  pathologic  intestine,  is  moderately  di- 
lated and  the  ileum  distal  to  this  area  is  collapsed. 
There  are  no  evidences  of  adhesions  on  the  left  side 
of  the  abdomen,  but  there  are  several  adhesions  of 
the  cecum  and  ascending  colon  to  the  previous  ap- 
pendectomy scar.  There  is  also  moderate  disten- 
tion of  the  splenic  flexure  and  distal  transverse  colon. 
No  pathology  is  noted  in  the  large  bowel  or  in  the 
distal  ileum.  About  1 inch  distal  to  involved  in- 
testine, there  is  a transverse  depression  of  the  serosa 
with  some  hemorrhage,  but  no  evidence  of  a band 
constricting  this  site.  There  are  several  scattered 
areas  of  hemorrhage  and  thickening  of  the  bowel 
wall,  measuring  about  1/t  cm.  in  diameter,  in  the 
proximal  ileum.  The  site  of  the  involved  bowel  is 
about  the  midileal  region. 

The  adhesions  on  the  right  side  of  the  abdomen 
were  cut.  The  involved  bowel  was  resected  and  the 
continuity  established  by  end-to-end  anastomosis. 

The  patient  made  an  uneventful  recovery  and  was 
discharged  in  one  week.  At  no  time  did  he  show  or 
give  a history  of  arthritis,  skin  manifestations,  or  al- 
lergy of  any  kind. 


The  report  of  the  pathologist,  Dr.  Leo  Meyer, 
showed  the  following:  “Hemorrhage  into  all  coats  of 
the  ileum,  probably  a case  of  intestinal  purpura 
(Henoch’s).” 


Summary 

1.  Henoch’s  purpura  abdominalis  occurs  more 
frequently  than  is  believed  or  diagnosed. 

2.  Its  differentia]  diagnosis  from  the  acute 
surgical  abdomen  is  of  great  importance.  It 
should  always  be  considered  in  the  diagnosis  of 
the  acute  abdomen  not  only  in  children  but  also 
in  adults. 

3.  Some  criteria  are  given  to  aid  in  differential 
diagnosis  from  the  acute  surgical  abdomen. 

4.  A case  report  is  presented  to  illustrate  the 
problem. 
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IT  IS  implied  in  data  prepared  for  lay  consump- 
tion as  well  as  in  medical  writings  that  early 
diagnosis  of  breast  carcinoma  and  radical  mas- 
tectomy would  result  in  almost  universal  con- 
trol of  the  disease.  This  latter  utopian  state  is 
presumed  to  be  attainable  by  greater  public  edu- 
cation and  physician  awareness  in  order  to  bring 
the  patient  to  surgery  as  soon  as  possible  after 
the  appearance  of  the  breast  mass.  However, 
the  validity  of  such  a concept  rests  on  a presumed 
biologic  uniformity  of  the  disease  known  as  breast 
carcinoma.  As  evidence  of  this  there  should  be 
progressive  local  tumor  growth  and  dissemination 
in  a linear  relationship  to  time,  with  surgical 
intervention  representing  the  critical  variable  in 
relation  to  survival.  However,  the  limitations 
of  such  a concept  of  uniformity  and  autonomy 
as  applied  to  cancer  tissue  have  been  the  subject 
of  previous  reports  from  this  laboratory  as  well  as 
from  others.1-3 

In  addition,  questions  have  been  raised  as  to 
the  rewards  attainable  by  more  extensive  em- 
phasis on  early  diagnosis  as  a means  of  controlling 
breast  cancer.4-7  Such  doubt  must  arise  when 
it  is  realized  that,  despite  intensive  public  edu- 
cation and  increased  physician  training,  the  death 
rate  for  breast  cancer  remains  essentially  un- 
changed.8 This  is  also  true  for  the  relative  in- 
cidence of  cases  coming  to  surgery  with  axillary 
metastases.  These  disquieting  findings  have 
led  to  a re-examination  of  the  dictum  that  ‘ ‘early 
breast  carcinoma  is  curable.”  Of  critical  im- 
portance is  a consideration  of  what  is  meant  by 
the  term  “early,”  as  well  as  how  is  one  to  define 
the  term  “cure.” 

In  Fig.  1 we  have  utilized  data  in  the  litera- 
ture4 to  evaluate  the  per  cent  five-year  survival 
and  incidence  of  Class  I cases  as  a function  of 
the  delay  before  surgery.  The  terms  Class  I and 
II  refer  to  operable  cases  of  breast  carcinoma 
wherein  the  lesions  are  apparently  limited  to  the 
breast  in  the  former  and  involve  only  the  axil- 
lary nodes  in  the  latter.  It  would  appear  that 
delay  in  diagnosis  is  associated  with  some  de- 
crease in  five- year- survival  in  a linear  fashion. 
This  linear  relationship  obtains  over  time  periods 
of  almost  one  month  to  more  than  one  3’ear. 
However,  the  slope  of  the  line  is  so  gradual  that 
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Fig.  1.  The  relationship  between  delay  in  insti- 
tuting radical  mastectomy  and  the  per  cent  five- 
year  survival,  and  incidence  of  Class  I cases. 

a delay  of  one  year  before  coming  to  surgery 
causes  only  a 10  per  cent  drop  in  five-year  sur- 
vivals or  in  the  incidence  of  Class  I cases.  This 
can  hardly  be  considered  as  being  in  accord  with 
the  thesis  of  urgency  in  the  application  of  sur- 
gery over  this  period  of  time. 

If  we  extend  this  slope  on  the  chart  back  to 
zero  time  of  clinical  detectability,  we  are  faced 
with  two  possible  alternatives:  Either  we  as- 
sume a continuation  of  this  same  linear  relation- 
ship between  time  and  the  per  cent  incidence  of 
Class  I cases,  and  by  the  same  token  survival,  or 
we  assume  that  an  abrupt  change  in  slope  occurs 
as  we  approach  the  zero  point.  If  the  former  as- 
sumption is  made  we  find  that  at  zero  time,  b}’ 
present  methods,  we  will  have  less  than  50  per 
cent  of  Class  I cases  and  an  equivalently  limited 
five-year  survival.  If  we  accept  the  alternate 
assumption  that  a marked  change  in  slope  oc- 
curs, we  are  forced  to  the  incongruous  conclusion 
that  in  a period  of  about  two  weeks  the  per  cent 
of  Class  I cases  falls  from  100  to  50  with  an  equiv- 
alent change  in  five-year  survival.  This  latter 
conclusion  is  hardly  tenable  when  we  consider 
that  approximately  one  third  of  the  cases  found 
to  be  Class  I give  a history  of  delay  of  three 
months  to  two  and  one-half  years  before  treat- 
ment. Further,  it  has  been  observed  repeatedly 
that  the  primary  lesion  may  be  clinically  un- 
detectable at  the  time  of  clinical  manifestation  of 
disseminated  lesions.9 

These  various  data  lead  to  the  conclusion  that 
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with  present  methods  of  detection  of  the  pri- 
mary tumor  we  cannot  appreciably  elevate  the 
per  cent  five-year  survival  or  Class  I cases  by 
means  of  so-called  “early”  institution  of  surgical 
therapy.  Fortunately,  we  do  not  appreciably 
lower  that  survival  by  delays  of  a few  weeks  or 
even  months.  This  must  lead  to  the  conclusion 
that  our  speed  in  applying  therapy  is  a minor 
consideration  as  compared  to  a predetermined 
biologic  behavior  which  may  reflect  a tumor-host 
interrelationship . 

In  a previous  report  we  indicated  that  some 
expression  of  this  relationship  may  be  found  in 
the  nuclear  appearance  of  the  tumor  cells.10 
More  recently  we  have  reported  on  the  relation- 
ship between  the  histologic  appearance  of  the 
uninvolved  axillary  lymph  nodes  and  the  survival 
in  breast  cancer  cases.11  These  studies  give  ev- 
idence of  a host  factor  which  is  more  closely  cor- 
related with  survival  than  is  the  presence  or 
absence  of  metastases,  or  the  delay  before  surgical 
intervention.  It  should  also  be  noted  that  these 
data  predict  a minimal  five-year  su nival  of  42 
per  cent  for  operable  cases  of  breast  cancer. 
Since  this  predicted  value  is  not  related  to  the 
delay  before  surgical  intervention  and  since  it  so 
closely  approximates  the  clinical  sunivals  re- 
ported after  surgery  (50  per  cent),  it  casts  serious 
doubt  on  the  significance  of  so-called  early  diag- 
nosis and  surgical  intervention  in  appreciably 
influencing  the  survival  in  breast  cancer  cases. 

It  should  also  be  mentioned  that,  as  judged  by 
the  lymph-node  morphology,  breast  carcinoma 
represents  a decidedly  heterogeneous  group.  Ev- 
idence of  heterogeneity  was  also  found  in  our 
biochemical  studies  of  the  in  vitro  dehydrogenase 
activity  of  human  breast  cancer  tissue.12  In 
view  of  such  biologic  and  biochemical  evidence  of 
heterogeneity,  one  must  consider  surgical  inter- 
vention as  only  one  of  the  possible  variables  in 
determining  survival  in  breast  cancer  cases.  In 
short,  we  must  recognize  considerable  biologic 
variability  and  organismal  dependence  within 
the  disease  we  call  breast  carcinoma.  The  tac- 
itly assumed  uniformity  of  biologic  behavior  and 
autonomy  which  is  the  basis  and  “raison  d’etre” 
of  current  teachings  and  practices  in  regard  to 
breast  carcinoma  is  untenable. 

Having  accepted  the  existence  of  biologic  va- 
riability in  human  breast  carcinoma,  we  are  better 
prepared  to  establish  prognosis  and  evaluate  the 
results  of  therapy.  However,  evaluation  of  ther- 
apy can  only  be  made  in  comparison  to  the  nat- 
ural history  of  the  different  biologic  manifesta- 
tions of  breast  cancers.  Stanton  has  recently  re- 
ported on  his  results  of  forty  years  of  surgery  in 
breast  carcinoma.13  From  his  data  it  is  possible 
to  construct  long-term  survival  rates  for  patients 
with  Class  I and  Class  II  breast  cancer.  We 


Fig.  2.  Per  cent  survival  by  years  in  breast  car- 
cinoma cases  who  eventually  died  of  the  disease. 
I,  II,  and  III  refer  to  the  clinical  classes  of  the  cases 
at  the  time  of  original  radical  mastectomy.  Classes 
I and  II  represent  what  is  generally  termed  operable 
cases. 

have  done  this  by  plotting  the  yearly  per  cent 
survival  for  those  cases  who  eventually  died  of 
disseminated  breast  cancer,  although  at  the  time 
of  operation  they  had  been  considered  to  be 
either  Class  I or  II  (Fig.  2). 

Such  survival  curves  may  now  be  utilized  as  a 
basis  for  evaluation  of  the  benefits  of  radical 
mastectomy  in  operable  breast  carcinoma. 
Further,  since  the  radical  mastectomy  was  not 
curative  in  these  patients,  we  must  assume  that 
they  already  had  occult  metastases  at  the  time  of 
surgery.  It  is  generally  accepted  that  the  radical 
resection  of  the  breast  in  cases  of  clinically  dis- 
seminated breast  carcinoma  will  not  change  the 
survival  rate  as  compared  to  untreated  cases.14 
It  therefore  follows  that  those  curves  established 
in  Fig.  2,  based  on  cases  with  clinically  occult 
metastasis,  may  be  considered  as  representative 
of  the  course  of  an  untreated  series  of  clinically 
operable  breast  cancer  cases. 

It  is  evident  that  the  survival  of  these  cases  is 
decidedly  different  at  the  five-  and  ten-year  mark 
from  the  survivals  previously  reported  for  un- 
treated breast  carcinoma  or  as  found  for  treated 
Class  III  cases.1415  It  is  also  noteworthy  to 
observe  the  extremely  long  survivals  possible  in 
cases  of  breast  carcinoma  which  eventually  suc- 
cumb to  metastatic  dissemination. 

The  expected  five-year  survival  in  operable 
breast  carcinoma  is  usually  given  as  a function 
of  the  per  cent  of  Class  I and  II  cases  and  the 
per  cent  five-year  survival  for  each  group.  In 
100  cases  one  would  expect  to  find  an  incidence  of 
40  Class  I cases  and  60  Class  II  cases.  The  ex- 
pected five-year  survival  of  cases  in  Class  I is 
approximately  80  per  cent  and  of  cases  in  Class 
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Fig.  3.  Comparison  of  five-  and  ten-year  survi- 
vals between  the  clinical  results  in  operable  breast 
carcinoma  and  the  expected  results  in  cases  con- 
sidered operable  but  who  eventually  die  of  the  dis- 
ease. The  dotted  extensions  represent  the  potential 
increment  in  survival  possible  with  antiestrogenic 
therapy  instituted  as  part  ofjhe  primary  treatment. 

II,  40  per  cent.  The  expected  survivals  would 
thus  be  80  per  cent  of  the  40  Class  I cases  and 
40  per  cent  of  the  60  Class  II  cases,  yielding  a 
total  of  56  cases.  This  corresponds  very  well 
with  the  general  average  five-year  survival  of 
50  per  cent  reported  in  the  literature.1’16’17 

Turning  now  to  Fig.  2,  it  will  be  seen  that  the 
five-year  survival  of  “untreated”  (i.e.,  cases 
ultimately  dying  of  metastatic  disease  despite 
local  surgery)  Class  I and  II  breast  carcinoma 
is  approximately  60  to  30  per  cent,  respectively. 
Using  these  data  in  terms  of  100  cases  showing 
the  same  distribution  of  Class  I and  Class  II  as 
above,  we  would  expect  60  per  cent  of  the  40 
Class  I cases  and  30  per  cent  of  the  60  Class  II 
cases,  or  a total  of  42  cases,  to  survive  five  years. 
Thus,  in  terms  of  such  calculations,  the  maximum 
effect  of  surgery  on  five-year  survival  is  14  per 
cent,  which  value  is  obtained  by  subtracting  the 
42  per  cent  survival  of  “untreated”  Class  I and 
II  cases  from  the  56  per  cent  expected  survival. 
If  we  use  the  value  of  50  per  cent  survival  re- 
ported clinically,  the  net  improvement  in  five- 
year  survival  of  operable  breast  cancer  attrib- 
utable to  surgery  is  only  8 per  cent.  This  is  a 
far  cry  from  the  generally  held  opinion  of  the 
contribution  of  radical  mastectomy  to  five-year 
survivals. 

This  may  be  extended  further  to  assess  more 
properly  the  potentialities  of  the  natural  varia- 
bility of  the  disease.  In  a previous  review  of  the 


value  of  antiestrogenic  therapy  as  part  of  the 
primary  treatment  for  breast  carcinoma,  we 
found  that  the  five-year  survival  of  operable 
cases  could  be  improved  by  15  to  25  per  cent.31819 

It  is  self-evident  that  if  the  per  cent  five-year 
survival  represented  the  eradication  of  the  disease 
by  surgery,  then  no  improvement  in  results  could 
be  accomplished  by  any  additional  or  ancillary 
procedures.  Therefore,  any  improvement  in 
survival  must  represent  an  effect  on  those  cases 
in  which  the  surgery  failed  to  eradicate  the  dis- 
ease. As  indicated  above,  the  expected  five- 
year  survival  of  untreated  operable  cases  should 
be  about  42  per  cent.  However,  in  view  of  the 
data  on  the  effect  of  antiestrogenic  therapy  on  the 
behavior  of  these  cases,  we  must  consider  an  in- 
crement of  15  to  25  per  cent  to  be  added  to  the 
42  per  cent  as  a more  adequate  expression  of  the 
potentialities  of  survival  inherent  in  the  nonsur- 
gical  history  of  the  disease.  This  is  entirely  un- 
related to  the  surgical  eradication  of  the  disease. 
It  is  thus  difficult  to  credit  the  combination  of 
“earl}’”  diagnosis  and  radical  surgery  with  any 
significant  percentage  of  real  cures  or  increased 
survivals  over  the  natural  history  of  the  disease. 

Graphic  representation  of  this  type  of  analysis 
as  applied  to  the  five-  and  ten-year  survival  pe- 
riods is  presented  in  Fig.  3.  It  will  be  noted  that 
at  the  ten-year  interval  the  surgically  treated  cases 
only  exceed  the  expected  results  of  the  nonsur- 
gicallv  treated  by  about  10  per  cent.  Therefore, 
even  if  a ten-year  survival  were  synonomous  with 
cure,  which  it  is  not,  the  maximal  curative  ef- 
fect of  surgery  would  be  only  about  10  per  cent. 
It  is  interesting  that  this  coincides  with  the  value 
arrived  at  by  consideration  of  the  change  in  per 
cent  survival  with  delay  in  surgical  treatment 
(see  Fig.  1). 

In  view  of  these  data,  our  concepts  of  breast 
carcinoma  must  be  broadened  to  include  recog- 
nition of  the  biologic  variability  of  this  disease. 
This  recognition  of  biologic  predeterminism,  as 
it  is  termed  by  MacDonald,4  allows  a closer  ap- 
proximation of  the  true  value  of  our  thera- 
peutic and  diagnostic  methods  as  well  as  a better 
appreciation  of  the  nature  of  the  disease. 

That  biologic  factors  are  of  significant  moment 
in  breast  carcinoma  is  also  indicated  by  the 
observations  of  long  periods  of  dormancy  and  oc- 
casional spontaneous  regressions  of  metastatic 
foci,20  21  as  well  as  by  the  accelerating  effects  of 
coexistent  pregnancy  or  lactation. 

It  is  not  to  be  inferred  that  we  are  deprecating 
surgical  efforts  to  control  breast  cancer.  Nor  do 
we  wish  to  suggest  that  a fatalistic  attitude  should 
replace  public  awareness  and  carefully  performed 
periodic  examinations  aimed  at  the  detection 
and  treatment  of  breast  carcinoma  at  the 
earliest  possible  instance.  Only  by  such  a pos- 
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itive  attitude  can  we  hope  to  achieve  the  maxi- 
mal benefit  possible  within  the  scope  of  the  bio- 
logic behavior  of  the  disease. 

However,  it  is  important  to  emphasize  the 
need  for  a more  proper  understanding  of  the  prob- 
lem as  it  is,  rather  than  as  we  should  like  it  to  be. 
For  example,  the  emphasis  on  the  term  “early”  in 
a temporal  sense  within  the  limits  of  present 
diagnostic  methods  is  limited  by  the  realities  of 
of  the  mechanisms  of  the  tumor  growth  and  its 
potentialities  of  dissemination.  This  same  lim- 
itation applies  to  the  use  of  five-year  survivals  as 
an  indication  of  cure  in  its  true  sense.  It  is 
important  to  face  squarely  the  achievements  and 
shortcomings  of  present  therapeutic  approaches. 
In  terms  of  such  knowledge  we  can  more  properly 
reject  the  increasingly  drastic  surgical  attempts 
aimed  at  the  control  of  breast  cancer.22 

The  above  data  indicate  the  need  for  increased 
study  of  the  precursor  stages  or  factors  in  breast 
carcinoma.  The  clinical  detection  of  a tumor  in 
the  breast,  even  by  the  most  astute  clinician,  is 
not  synonomous  with  early  carcinoma.  While 
some  lesions  may  remain  localized  for  appreciable 
periods  of  time,  the  majority  are  apparently  dis- 
seminated before  they  are  detectable  by  present 
clinical  methods. 

Summary 

Analysis  of  data  in  the  literature,  as  well  as 
experimental  studies,  has  been  considered  in 
evaluating  the  existence  and  significance  of 
biologic  variability  in  human  breast  carcinoma. 
It  appears  that  variations  in  biologic  behavior 
within  this  disease  are  of  far  greater  importance 
in  determining  survival  than  speed  of  diagnosis  or 
surgical  intervention.  This  type  of  analysis 
leads  to  the  following  conclusions: 


1.  The  five-year  survival  is  invalid  as  a crite- 
rion of  cure. 

2.  Five-year  survivals  are  not  appreciably 
influenced  by  delays  of  weeks  or  months  before 
surgical  intervention. 

3.  The  majority  of  so-called  operable  cases  of 
breast  cancer  have  already  undergone  occult 
dissemination  at  the  time  of  surgery. 

4.  The  curative  effect  of  radical  mastectomy 
probably  does  not  exceed  10  per  cent. 

5.  The  use  of  ultraradical  surgical  attempts  to 
cure  breast  cancer  is  not  consistent  with  the  biol- 
ogy of  the  disease. 
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MANAGEMENT  OF  AN  OUTBREAK  OF  ANTHRAX 


Drs.  Scottie  J.  Wilson,  Paul  W.  Hughes,  and  Alfred 
E.  Cronkite  report  on  an  outbreak  of  anthrax  in 
Broward  County,  Florida,  in  late  1951.  Five 
human  cases  were  treated,  all  of  whom  recovered, 
and  measures  were  taken  to  prevent  the  spread, 
along  with  attempts  to  trace  the  source  of  infec- 


tion in  the  dairy  herds.  Although  not  confirmed, 
the  authors  feel  that  the  most  likely  source  of  in- 
fection was  raw  bone  meal  which  had  been  sub- 
stituted for  steamed  bone  meal  during  a temporary 
shortage  of  the  latter. — Journal  of  the  Florida 
Medical  Association,  December,  1952 
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ONE-DOSE  PROPHYLAXIS  AND  THREE-DAY  CURE  OF  GONORRHEA 


Dr.  George  Reader:  You  will  be  interested  in 
the  experience  I had  this  morning  in  connection 
with  today’s  conference  on  the  treatment  of 
gonorrhea.  I had  invited  one  of  our  attending 
urologists  to  participate  and  give  us  the  benefit  of 
his  clinical  experience.  He  called  me  this  morn- 
ing to  say  that  there  was  a conflict  in  his  schedule 
and  that  he  would  be  unable  to  attend,  but  men- 
tioned at  the  same  time  that  in  the  last  five  years 
he  has  treated  only  two  cases  of  gonorrhea,  and  he 
has  a very  active  urologic  practice.  He  raised 
the  question  as  to  who  is  treating  most  of  the 
gonorrhea  these  days,  since  it  does  not  seem  to 
reach  the  attention  of  the  urologist,  a large  share 
of  whose  practice  up  to  about  ten  years  ago 
consisted  of  treating  gonorrhea. 

We  are  fortunate  in  having  with  us,  today,  Dr. 
Leonard  Heimoff,  who  has  had  a large  clinical  ex- 
perience with  this  disease,  especially  in  his  capac- 
ity as  venereal  disease  control  officer  for  the 
Western  Division  of  the  Pacific  theater  of  opera- 
tions during  the  last  war.  Dr  Heimoff  will  open 
the  discussion. 

Dr.  Leonard  Heimoff:  Gonorrhea  has 

plagued  mankind  for  many  thousands  of  years. 
Cases  of  it  are  mentioned  in  the  earliest  recorded 
medical  writings.  It  has  been  a source  of  no  end 
of  trouble  in  military  sendees,  armies,  and  wars. 
In  1937,  Dr.  Yondeleer,  of  the  U.S.  Public  Health 
Sendee,  estimated  that  about  a million  new  cases 
of  gonorrhea  appeared  each  year  in  the  United 
States  in  the  civilian  population,  but  one  should 
bear  in  mind  that  the  true  incidence  of  gonorrhea 
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among  civilians  always  remains  a matter  of  un- 
certainty because  many  physicians,  for  various 
reasons,  such  as  loyalty  to  the  patient  and  the 
moral  implications,  fail  to  report  their  cases. 
The  records  are  more  accurate  in  the  armed 
forces.  These  have  been  kept  for  many  years, 
and  show  a high  incidence  of  gonorrhea  which  is 
truly  amazing,  in  spite  of  the  fact  that  these  cases 
have  practically  disappeared  from  the  urologist’s 
practice. 

When  I entered  the  Army  in  1941,  the  venereal 
disease  rate  was  about  40  per  1,000  per  annum, 
and  gonorrhea  is  by  far  the  most  frequent  of  the 
venereal  diseases.  A recent  report  from  the 
Navy  showed  that  there  were  about  30  cases  of 
gonorrhea  to  one  case  of  syphilis.  A report  in 
1946,  from  the  Army,  showed  the  ratio  to  be  six 
cases  of  gonorrhea  to  one  of  syphilis.  On  the 
basis  of  40  per  1,000.  an  army  of  8,000,000  men, 
such  as  we  planned  in  1943.  would  have  to  deal 
with  approximately  400,000  cases  of  venereal 
disease  each  year,  by  far  the  largest  proportion  of 
them  cases  of  gonorrhea. 

It  is  small  wonder,  then,  that  gonorrhea  has 
been  looked  upon  in  the  armed  forces  as  one  of 
the  major  problems  of  health,  especially  in  those 
times  when  treatment  was  long-drawn-out. 
During  World  War  I,  approximately  7.000,000 
man-days  were  lost,  the  equivalent  of  30  infantry 
divisions,  as  the  result  of  venereal  diseases,  and, 
again,  the  largest  proportion  of  this  loss  was  due 
to  gonorrhea.  That  is  why  the  treatment  and 
cure  of  gonorrhea  has  commanded  so  much  of  the 
attention  of  the  armed  forces  and  armed  sendees. 

As  you  all  know,  the  disease  is  caused  by  the 
Neisseria  n gonococcus,  a gram-negative  organism 
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usually  found  within  the  white  cells  of  the  purulent 
discharge.  This  organism  is  pathogenic  only  to 
man.  It  gets  into  the  body  by  passing  between 
and  not  into  the  cells  of  the  serous  membranes. 
The  columnar  epithelium  of  the  anterior  urethra 
of  the  male  is  an  especially  favorable  tissue, 
whereas  the  squamous  epithelium  of  the  glans 
penis  and  of  the  female  adult  vagina  is  usually 
resistant. 

The  treatment  of  gonorrhea  used  to  be  largely 
symptomatic,  and  the  disease  ran  a course  of 
about  three  months,  longer  if  there  were  surgical 
complications.  That  was  prior  to  the  advent  of 
sulfanilamide.  With  the  application  of  sul- 
fanilamide, in  1938  and  1939,  it  was  found 
possible  to  obtain  quick  cures  in  a period  of  five 
days.  Various  difficulties  appeared  on  the 
horizon.  Patients  treated  with  sulfanilamide 
developed  a deep  blue  or  cyanotic  tinge  to  the 
skin,  and  so  it  became  readily  possible  in  a crowd 
to  identify  patients  under  treatment  for  gonor- 
rhea. The  discoloration  of  the  skin  was  due  to 
the  formation  of  sulf hemoglobin.  This  difficulty 
was  overcome  by  sulfathiazole,  sulfadiazine,  and 
sulfamerazine.  However,  another  problem  soon 
emerged,  namely,  that  of  resistance.  The 
sulfonamides,  because  of  their  chemical  similarity 
to  p-aminobenzoic  acid  which  is  essential  for  one 
of  the  enzymatic  systems  of  the  bacteria,  block 
the  system  and  inactivate  it.  As  a result  the 
bacteria  starve  to  death.  This  was  a happy  cir- 
cumstance for  the  human,  but,  unfortunately,  the 
gonococcus  seemed  to  be  able  to  learn  to  synthe- 
size the  p-aminobenzoic  acid,  and  so  in  the  course 
of  time  it  becomes  resistant  to  the  attack  by 
sulfonamides.  This  turned  out  to  be  a very 
important  practical  matter,  and,  by  late  1943, 
many  military  posts  were  reporting  incidence  of 
cure  of  gonorrhea  as  low  as  30  per  cent.  In  my 
own  service  command  the  cure  rate  was  only  30 
to  40  per  cent.  The  effect  of  this  was  to  give  rise 
to  a large  backlog  of  sulfonamide-resistant  cases 
of  gonorrhea  for  whom  hospital  beds  had  to  be 
found.  This  was  an  enormous  source  of  loss  of 
manpower,  for  these  patients  usually  remained  in 
the  hospital  for  as  long  as  two  to  three  months. 

At  about  this  time  the  day  was  saved  for  the 
military  forces,  as  far  as  gonorrhea  was  concerned, 
by  the  discovery  of  penicillin.  It  turned  out 
to  have  many  favorable  properties.  It  is 
virtually  nontoxic,  soluble,  diffusible,  and  readily 
absorbed.  Thompson  and  McDermott  showed 
that,  while  a certain  amount  of  penicillin  is 
inactivated  by  being  bound  in  serum,  the  greater 
proportion  of  a dose  remains  active  and  is 
excreted  in  the  urine  in  the  active  form.  It  is 
effective  both  in  inflammatory  and  traumatic 
exudates.  It  has  been  shown  to  exert  its 
greatest  potency  against  actively  dividing 


cells  rather  than  resting  cells,  that  is,  cells  that 
are  actively  metabolizing. 

The  virtual  freedom  from  toxicity  is  a matter  of 
considerable  importance  in  dosage,  for  we  need 
hardly  to  be  concerned  with  an  upper  limit.  As 
much  as  100,000,000  units  a day  have  been 
given  without  ill  effects. 

There  remained  several  matters  to  be  ironed 
out  before  the  most  favorable  schedules  for  the 
treatment  of  gonorrhea  could  be  developed: 
There  was  the  matter  of  the  sensitivity  of  the 
organisms,  the  duration  of  the  patient’s  infection, 
the  dosage  of  the  drug,  the  duration  of  the  treat- 
ment, the  question  of  acquired  drug  resistance  or 
sensitivity,  and,  finally,  the  problem  of  masking 
syphilis. 

Fortunately,  the  gonococcus  turned  out  to  be 
very  susceptible  to  penicillin.  It  varies  with 
different  strains  from  a sensitivity  of  0.0018  to 
0.3  units  per  cc.  More  than  90  per  cent  of  the 
strains  of  gonococci  are  inhibited  by  a concen- 
tration of  0.03  units  per  cc.  The  dosage  sched- 
ules which  I shall  discuss  provide  for  concentra- 
tions far  in  excess  of  those  needed  for  any  strain. 

Unlike  the  situation  with  the  sulfonamides  and 
the  gonococcus,  no  case  of  penicillin  resistance 
has  yet  been  observed.  As  I have  already  in- 
timated, Eagle  has  recently  shown  that  fresh 
infections  with  actively  dividing  bacteria  are 
especially  susceptible  to  penicillin.  In  this  con- 
nection there  is  the  interesting  observation  on 
rabbit  syphilis  by  Eagle,  in  1947,  to  the  effect 
that  the  dosage  scheme  which  maintains  an 
inhibitory  blood  level  over  a protracted  period  of 
time  is  more  efficacious  in  curing  than  12  times 
as  much  penicillin  given  as  a single  injection. 

A study  of  the  reports  on  the  treatment  of 
acute  gonorrhea  with  penicillin  forces  one  to  the 
conclusion  that  not  only  the  concentration  of 
penicillin  in  the  blood  but  the  duration  of  treat- 
ment determines  the  curative  effect.  It  is  well 
to  bear  in  mind  that  the  few  bacteria  which  re- 
main after  the  initial  doses  require  as  high  a con- 
centration to  destroy  them  as  was  needed  when 
there  were  many;  in  fact,  they  may  need  higher 
concentrations  by  reason  of  the  fact  that  these 
bacteria  may  be  in  the  resting  stage.  This  point 
is  made  to  indicate  the  fallacy  of  a practice  which 
is  fairly  common,  namely,  that  of  reducing  the 
size  of  the  individual  doses  as  soon  as  the  patient 
begins  to  show  improvement.  On  the  basis  of 
the  total  experience,  the  current  recovery  rate 
from  gonorrhea  treated  with  penicillin  is  about 
90  per  cent.  In  the  remaining  10  per  cent  of 
patients  who  fail  to  recover,  the  reason  may  be 
interference  with  free  drainage  of  the  infection, 
as  in  those  with  small  urethral  strictures,  prosta- 
titis, periurethritis,  and  the  like.  In  this  type  of 
complication,  surgical  intervention  is  helpful. 
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Many  of  the  resistant  cases  turn  out  to  be  due 
to  other  organisms  or  concomitant  infections 
with  trichomonas,  diphtheroid,  pleural  pneumo- 
nia-like organisms,  staphylococci,  and  a variety  of 
others. 

In  194S,  Carpenter  reported  on  216  soldiers 
who  returned  from  the  Pacific  with  penicillin- 
resistant  infection  in  whom  the  smear  and 
culture  proved  the  infection  to  be  due  to  gono- 
cocci in  only  9 per  cent  of  the  cases,  the  remain- 
der revealing  the  organisms  I have  just  men- 
tioned. In  those  9 per  cent  who  showed  gono- 
cocci, adequate  dosage  of  penicillin  brought 
about  a cure  in  three  days.  He  stresses  the  point 
that  no  cases  of  resistance  to  penicillin  were  en- 
countered. 

Not  only  the  urethritis,  but  the  prostatitis  and 
the  gonococcal  ophthalmia  respond  to  penicillin 
therapy,  provided  drainage  is  free.  It  is  the  in- 
terference with  free  drainage  which  may  account 
for  the  fact  that  in  females  gonorrhea  is  apt  to  be 
more  resistant,  because  the  disease  may  be  local- 
ized in  such  inaccessible  regions  as  the  deep 
glands  of  the  cervix,  the  Bartholin  glands,  the 
tubes,  and  ovaries.  In  the  male  urethra,  on  the 
other  hand,  the  site  of  infection  is  bathed  several 
times  a day  by  urine  that  is  loaded  with  penicil- 
lin. The  female  cervix  enj  oys  no  such  advantage, 
and  so  it  is  that  the  female  requires  a great  deal 
more  penicillin  and  more  prolonged  treatment  to 
bring  about  a cure  of  gonorrhea. 

As  to  the  dosage  regimen,  I have  made  it  a 
practice  to  give  a patient  with  gonorrhea  approx- 
imately 300,000  units  of  aqueous  procaine  peni- 
cillin daily  for  three  successive  days.  It  has 
been  shown  that  this  dose  produces  an  effective 
blood  level  of  sufficient  duration.  I say  “approx- 
imately'’ because  some  of  the  convenient  prep- 
arations of  commerce  come  in  dosage  forms  of 
400,000  units  per  dose.  The  300,000  units  daily 
eliminate  the  gonococci  from  the  smears  in  100  per 
cent  of  the  cases,  and  bring  about  complete  clin- 
ical cures  in  at  least  90  per  cent  of  the  cases.  The 
criteria  for  clinical  cure  call  for  the  disappear- 
ance of  discharge,  and  for  smears  and  cultures 
that  are  negative  for  gonococci  for  a period  of 
three  weeks  following  the  treatment.  The  5 to 
10  per  cent  of  the  cases  in  whom  the  urethral 
discharge  persists  following  this  course  of  treat- 
ment fail  to  show  gonococci  in  the  cultures 
of  the  discharge,  and  the  remaining  infection  in 
these  cases  is  due  to  other  organisms.  This 
regimen  of  penicillin  greatly  reduces  the  compli- 
cations of  gonorrhea.  Experience  in  the  Army, 
reported  in  1937,  showed  in  gonorrheal  infections 
an  incidence  of  28  per  cent  of  complications,  a 
figure  which,  in  the  reports  of  1944,  had  been  re- 
duced to  1 per  cent  after  only  one  year  in 
which  penicillin  was  used.  I suspect  that  by 


now  the  complication  rate  is  down  to  practically 
zero. 

The  mycin  drugs,  such  as  aureomycin,  chlor- 
amphenicol, and  terramycin,  also  possess  bac- 
tericidal power  against  the  gonococcus.  How 
they  act  is  not  fully  understood.  There  is  some 
evidence  that  they  interfere  with  aerobic  phos- 
phorylation. Their  use  brings  up  the  whole 
question  of  oral  therapy.  In  the  treatment  of 
gonorrhea  with  penicillin,  it  is  felt  that  the  in- 
jection method  is  preferable,  since  by  the  oral 
route  one  has  to  give  the  drug  every  four  hours 
for  8 doses,  and  there  is  always  the  possibility 
that  ambulant  patients  may  neglect  to  take  some 
of  the  doses.  Nevertheless,  oral  therapy  with 
the  mycin  drugs  has  proved  effective.  Chan  re- 
ported a cure  rate  of  99  per  cent  in  100  treated 
cases.  In  the  case  of  aureomycin,  a dose  of  1 
Gm.,  three  times  daily  for  two  days,  is  recom- 
mended. Robinson  reported  a cure  rate  of  100 
per  cent  with  this  schedule,  but  only  70  per  cent 
with  a dose  of  1 Gm.  a day.  A difficulty  was  re- 
ported by  the  Health  Department  of  Oakland, 
California,  with  the  3-Gm.  schedule;  one  half 
of  their  patients  developed  mild  gastrointestinal 
upsets,  and  in  5 per  cent  there  were  transitory 
diarrheas. 

In  the  matter  of  prophylaxis  against  gonorrhea, 
we  have  come  a long  way  from  the  old  “pro”  kit 
of  World  War  I,  which  called  for  the  instillation 
of  silver  preparations.  The  later  use  of  sulfona- 
mide ointments  for  this  purpose  is  now  also  out- 
moded. The  prophylactic  method  of  choice  is 
the  use  of  a tablet  of  250,000  units  of  penicillin. 
It  is  taken  as  soon  after  exposure  as  possible. 
The  value  of  this  method  has  been  established  by 
three  recent  extensive  studies  conducted  in  the 
Navy.  In  the  report  by  Eagle,  in  1948,  the  pen- 
icillin tablet  was  used  670  times  out  of  a total 
of  1,943  leaves,  with  the  result  that  the  incidence 
of  gonorrhea  dropped  from  11.9  per  1,000  leaves 
to  3.7  per  1,000.  In  the  report  by  Campbell,  in 
1949,  dealing  with  2,0S0  personnel,  this  prophy- 
lactic caused  a drop  of  the  incidence  of  gonorrhea 
from  11.6  per  1,000  leaves  to  4.7  per  1,000,  sub- 
stantially similar  results.  In  a more  recent  report 
by  Babioni,  Hedge,  and  Ray,  in  the  July,  1952, 
issue  of  the  Navy  Bulletin,  this  oral  prophylaxis 
of  penicillin  was  also  found  to  produce  a definite 
decrease  in  the  incidence  of  gonorrhea.  In  one 
study,  in  which  42  per  cent  of  the  liberties  were 
followed  by  a penicillin  tablet,  the  incidence  of 
gonorrhea  was  reduced  by  75  per  cent,  whereas 
in  another  study  where  only  12  per  cent  of  the 
liberties  were  followed  by  a penicillin  tablet,  the 
reduction  of  the  incidence  of  gonorrhea  was  less, 
namely,  21  per  cent.  In  a comparison  of  the 
experience  on  two  ships  with  a high  venereal 
disease  rate,  the  one  in  which  the  penicillin  pro- 
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phylactic  was  used  showed  a reduction  in  the  inci- 
dence of  gonorrhea  by  85  per  cent. 

After  three  years  of  study,  there  have  not  been 
encountered  any  cases  of  penicillin  resistance 
among  the  thousands  of  patients  treated,  and 
only  37  instances  of  sensitivity  reactions  to  pen- 
icillin have  been  reported. 

In  treating  patients  for  gonorrhea  with  anti- 
biotics, one  has  to  consider  the  possibility  of 
masking  concomitant  syphilis.  A blood  sero- 
logic test  for  syphilis  should  be  made  every  two 
weeks  for  at  least  three  months.  Studies  in 
which  the  prophylactic  regimen  of  penicillin  for 
gonorrhea  was  used,  and  the  patients  followed 
with  monthly  blood  tests  for  four  months,  failed 
to  disclose  any  cases  of  masked  syphilis.  It  was 
shown  by  Holland  and  Turner,  at  Johns  Hopkins, 
that  penicillin  in  doses  that  are  subcurative  for 
syphilis  will  not  mask  the  disease  but  merely  pro- 
long the  incubation  period.  If  the  inoculation 
with  syphilis  is  a small  one,  the  prophylactic  dose 
of  penicillin  may  bring  about  a cure.  Babioni 
has  stated  that  in  areas  where  the  penicillin  tab- 
lets are  used  for  prophylaxis,  the  total  venereal 
disease  rate  is  reduced  by  50  per  cent.  It  was 
shown  in  one  of  his  studies  that  the  ratio  of  in- 
cidence of  gonorrhea  to  chancroid  to  syphilis, 
which  was  30  to  3 to  1 without  penicillin,  was 
reduced  to  3 to  6 to  0.5  with  penicillin  prophy- 
laxis. 

As  for  the  mycin  drugs  in  the  prophylaxis  of 
gonorrhea,  Wright,  at  the  Harlem  Hospital,  has 
shown  that  1 Gm.  of  aureomycin  or  terramycin 
will  protect  an  exposed  individual  for  about  forty- 
eight  hours.  More  work  is  being  done  along 
this  line.  The  mycin  drugs  are  also  useful  in 
the  treatment  of  nonspecific  urethritis.  There 
is  need  for  more  study  of  the  comparative  efficacy 
of  these  agents  with  penicillin  against  all  forms  of 
urethritis. 

As  matters  stand  at  the  present  time,  the  indi- 
cation is  clear  that  a prophylactic  tablet  of  250,000 
units  of  penicillin,  or  1 Gm.  of  aureomycin,  ter- 
ramycin, or  chloramphenicol,  will  reduce  the  in- 
cidence of  gonorrhea  by  as  much  as  90  per  cent. 
One  cannot  emphasize  too  strongly  the  need  for 
taking  the  prophylactic  tablet  as  soon  as  possible 
after  exposure.  After  forty-eight  hours,  the 
size  of  the  inoculum  becomes  so  large  that  cura- 
tive doses  rather  than  prophylactic  doses  of  the 
antibiotics  have  to  be  employed. 

The  oral  use  of  penicillin  prophylaxis  in  the 
armed  forces  has  largely  replaced  other  forms  of 
mechanical  and  chemical  prophylaxis  against 
gonorrhea.  This  may  bring  about  some  increase 
in  the  incidence  of  chancroid.  Penicillin  therapy 
and  prophylaxis  have  a double  meaning  to  the 
military  forces,  not  only  the  decrease  in  the  inci- 
dence of  the  disease  but  the  virtual  elimination  of 


the  millions  of  man-days  lost  from  duty  in  pre- 
vious times.  We  feel  quite  sure  that,  with  the 
proper  prophylaxis  and  treatment,  gonorrhea  is 
soon  to  be  eradicated.  The  civilian  doctor,  as 
well  as  the  military  doctor,  may  soon  be  able  to  say 
that  he  has  not  seen  a case  of  gonorrhea  in  many 
years,  not  because  someone  else  is  treating  them, 
but  because  the  disease  has  virtually  disappeared. 

Dr.  McKeen  Cattell:  You  stated  the  dose 
of  aureomycin  for  the  treatment  of  gonorrhea. 
Is  it  the  same  for  terramycin?  I believe  there  is 
some  indication  that  terramycin  is  somewhat  less 
apt  to  produce  side-effects. 

Dr.  Heimoff:  The  studies  did  not  include 
terramycin.  I believe  there  is  no  conspicuous 
difference  in  the  incidence  of  side-effects  with  the 
two  drugs.  The  problem  of  side-effects  is  a very 
important  one  in  ambulant  therapy  for  gonor- 
rhea. Patients  do  not  carry  out  the  regimen 
when  the  drug  produces  unpleasant  effects.  In 
our  observations  of  1943,  when  sulfonamide 
tablets  were  issued  to  the  troops  who  had  gonor- 
rhea and  they  were  told  to  take  2 tablets  every 
four  hours,  many  of  them  threw  them  away,  or 
sold  them,  or  saved  them  for  a rainy  day.  The 
cure  rate  in  ambulant  patients  may  be  a great 
deal  less  with  oral  penicillin  given  to  patients  on 
an  ambulant  basis  than  when  the  drug  is  used  by 
injection  with  the  patient  under  control  in  the 
hospital. 

Dr.  Harry  Gold:  Would  you  think  one 
should  avoid  chloramphenicol  in  view  of  the  re- 
cent scare? 

Dr.  Heimoff:  I suppose  you  refer  to  the 
aplastic  anemias  supposedly  due  to  amphenicol. 
I presume  it  is  wise  to  avoid  this  drug  in  treat- 
ment on  a large  scale,  although  some  doubt  has 
been  expressed  by  the  people  of  the  Food  and 
Drug  Administration  as  to  the  causal  relation  be- 
tween chloramphenicol  and  the  blood  dyscrasias 
which  have  been  reported. 

Dr.  Walter  Modell:  Which  of  the  anti- 
biotics do  you  prefer  for  prophylaxis? 

Dr.  Heimoff  : I would  probably  use  the  pen- 
icillin tablet  of  250,000  units.  I want  to  stress 
again  the  importance  of  taking  it  shortly  after 
exposure,  because  the  longer  one  waits,  the  greater 
the  inoculum  becomes  and  the  greater  is  the 
amount  of  the  drug  needed  to  cure  it. 

Dr.  Gold:  Might  there  be  an  advantage  in 
increasing  the  dose  of  penicillin  used  as  a pro- 
phylactic? 

Dr.  Heimoff:  Since  there  is  virtually  no 
upper  limit  from  the  standpoint  of  toxicity  in 
the  case  of  penicillin,  one  could  increase  it  ad  lib. 
It  might  be  well  to  increase  the  dose  if  a longer 
interval  has  elapsed  since  exposure,  but  then  it 
soon  becomes  a problem  of  treating  gonorrhea 
rather  than  a problem  of  prophylaxis. 
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Visitor:  How  important  is  the  matter  of 
penicillin  sensitivity  in  the  prophylactic  use  of 
oral  tablets? 

Dr.  Heimoff:  I think  I referred  to  the  re- 
port of  Babioni  which  showed  that  only  37  such 
cases  have  been  noted  among  the  thousands  that 
have  received  the  penicillin  treatment  for  gon- 
orrhea. The  whole  course  of  treatment  is  so 
short  that  very  little  of  this  type  of  reaction  is 
encountered. 

Visitor:  Do  these  regimens  of  treatment  ap- 
ply to  gonorrhea  in  women  also? 

Dr.  Heimoff:  The  prophylactic  regimen  em- 
ployed for  men  applies  also  to  women.  Larger 
doses  given  over  longer  periods  of  time  should 
probably  be  used  for  treatment  of  gonorrhea  in 
women  because,  as  I have  already  mentioned,  the 
gonococcus  is  less  accessible  to  penicillin  in  the 
female  organs.  Also,  the  drainage  from  the 
cervical  glands  is  less  free,  so  that  in  the  female 
one  is  apt  to  encounter  more  complications  re- 
quiring surgery. 

Dr.  Modell:  Would  you  state  again  whether 
in  the  prophylactic  regimen  you  mean  for  the  pa- 
tient to  take  only  one  dose  of  penicillin? 

Dr.  Heimoff:  That  is  correct,  only  one  dose. 

Dr.  Janet  Travell:  I suppose  there  could 
be  no  objection  to  repeating  it. 

Dr.  Heimoff:  No,  except  the  expense. 

Dr.  Reader:  Expense  would  be  quite  a fac- 
tor in  large  scale  projects  of  prophylaxis. 

Dr.  Heimoff:  Dr.  Webster  has  had  a good 
deal  of  experience  along  these  lines  in  recent 
years.  Perhaps  he  would  have  something  to  say 
about  it. 

Dr.  Bruce  P.  Webster  : This  whole  matter  has 
been  the  subject  of  considerable  discussion  in  the 
various  advisory  committees  of  the  National  Re- 
search Council.  There  comes  out  of  it  the  fact 
that  we  know  little  about  the  incidence  of  gonor- 
rhea at  the  present  time  in  this  country  because, 
although  it  is  a reportable  disease,  doctors  simply 
do  not  report  it.  The  figures  for  the  armed 
forces  are  also  becoming  less  accurate  except 
for  the  situation  in  the  Far  East,  because  the 
soldiers  seek  out  civilian  care,  for  obvious  rea- 
sons. One  significant  point  that  has  emerged 
from  recent  observations  is  the  fact  that  the 
amount  of  disability  from  gonorrhea  is  only 
about  V200  of  the  incidence  of  the  disease.  It 
has,  therefore,  become  a relatively  nondisabling 
disease  and  so  has  lost  its  importance  as  a mili- 
tary problem. 

I came  in  late  and  perhaps  I missed  what  Dr. 
Heimoff  said  about  minimum  dosage.  There 
is  much  evidence  now  that  the  minimum  curative 
dosage  of  penicillin  for  gonorrhea  is  merging  with 
the  prophylactic  dosage.  Also,  it  is  highly  prob- 
able that  immediate  prophylaxis  or  early  treats 


ment  of  gonorrhea  automatically  provides  pro- 
phylaxis against  syphilis.  We  know  that  a rel- 
atively small  dose  of  penicillin  cures  syphilis  in 
the  incubation  period. 

Just  what  that  dosage  is  cannot  lie  stated 
with  certainty,  but  there  is  the  fact  that,  in 
1943.  in  this  hospital,  in  the  early  days  of  the 
penicillin  era.  Dr.  McDermott  treated  a number 
of  patients  with  as  little  as  600.000  units  of 
the  amorphous  penicillin  available  at  that  time 
and  cured  almost  all  of  them.  These  were 
very  early  cases  of  syphilis,  dark  field  positive 
and  seronegative.  In  patients  in  whom  the 
disease  was  more  advanced,  the  cure  rate  with 
these  small  doses  fell  very  materially.  From  the 
standpoint  of  preventive  medicine,  there  is  the 
obvious  aim  to  find  a single  dose  of  an  antibiotic, 
penicillin  or  whatever  else  it  may  be,  that  is 
prophylatic  against  both  syphilis  and  gonorrhea. 

Dr.  Reader:  From  the  standpoint  of  syph- 
ilis. which  would  be  the  preferable  drug,  penicil- 
lin, aureomycin,  or  terramycin? 

Dr.  Webster:  The  people  involved  in  the 
public  health  aspects  of  this  problem  prefer 
penicillin.  It  is  cheaper  than  the  others.  There 
are  practically  no  side-effects.  And  the  cure 
rate  with  this  drug  taken  orally  or  by  injection 
is  extremely  high.  There  is  a large  scale  experi- 
ment in  prophylaxis  now  under  study  with  an 
oral  tablet  of  penicillin  prepared  in  such  a way  as 
to  provide  a high  blood  level  of  penicillin  for  a 
longer  period  of  time  than  with  the  conventional 
tablet.  It  may  prove  to  be  very  useful. 

Dr.  William  Robbins:  How  important  is 
the  matter  of  developing  resistant  organisms 
through  the  widespread  use  of  the  antibiotics  in 
this  way? 

Dr.  Heimoff:  I've  already  mentioned  that 
there  are  no  established  cases  of  resistance  with 
the  gonococcus,  and  the  same  holds  true  for  the 
spirochete.  There  is  some  danger  of  developing 
resistance  in  the  case  of  the  staphylococcus  or 
other  micro-organisms. 

Dr.  Robbins:  I had  reference  to  these  other 
organisms. 

Dr.  Heimoff:  That  will  probably  be  taken 
care  of  when  the  problem  becomes  a more  im- 
portant one  to  the  armed  forces.  At  the  present 
time,  the  stress  is  being  laid  on  the  problem  of 
the  venereal  diseases  which  have  been  very  disa- 
bling in  the  past,  keeping  the  equivalent  of  many 
divisions  off  their  feet. 

Dr.  Re.ader:  The  matter  of  bringing  out 
resistant  strains  of  other  organisms  is  rather  theo- 
retical at  the  present  time,  is  it  not? 

Dr.  Heimoff:  Yes. 

Dr.  Webster:  One  might  also  add  that  the 
new  broad  spectrum  antibiotics  might  take  care 
of  that.  If  penicillin  does  not  take  care  of  the 


July  1,  1953] 


PROPHYLAXIS  AND  CURE  OF  GONORRHEA 


1569 


staphylococci,  for  example,  these  other  antibi- 
otics may  do  it. 

Dr.  Robbins:  It  still  seems  to  me,  at  least 
from  an  academic  point  of  view,  that  it  may  be 
an  objectionable  practice  to  advocate  such  gen- 
eral use  of  penicillin  as  might  create  widespread 
resistance  of  other  organisms  that  give  rise  to 
infections. 

Dr.  Reader:  The  prophylactic  use  of  penicil- 

lin against  gonorrhea  and  syphilis  would  still  be 
a justified  practice,  especially  since  evidence  is 
still  not  satisfactory  that  beta-hemolytic  strep- 
tococci, for  example,  under  these  conditions  will 
become  resistant  to  penicillin. 

Student:  With  the  use  of  the  regimen  of 
300,000  units  of  penicillin  once  a day  for  three 
days,  how  often  does  one  encounter  syphilis  la- 
ter, and  how  long  after  the  treatment  does  the 
syphilis  show  up?  May  the  syphilis  be  com- 
pletely masked? 

Dr.  Heimoff:  I have  seen  no  cases  of  masked 

syphilis  during  the  war.  I have  referred  to  the 
recent  report  by  Turner  and  Holland  of  Hopkins 
in  which  they  showed  with  experiments  on  the 
rabbit  that  it  is  not  possible  to  mask  syphilis  by 
treatment.  All  that  happens  is  that  the  incuba- 
tion period  is  prolonged.  Apparently  the  expan- 
sion of  the  population  of  organisms  occurs  in  a 
logarithmic  fashion  until  a lesion  appears.  Sub- 
curative doses  of  penicillin  destroy  a portion  of 
the  population  and  the  remaining  portion  needs 
to  expand  again  until  enough  are  present  to  give 
rise  to  lesions.  Just  how  long  one  has  to  wait 
after  the  use  of  penicillin  before  one  can  be  cer- 
tain that  the  patient  does  not  have  syphilis  is  not 
established,  but  there  is  the  belief  that  if  the  pa- 
tient is  followed  for  a period  of  four  months  with 
examinations  and  blood  tests,  after  the  termina- 
tion of  penicillin  treatment,  no  case  of  syphilis 
that  has  been  delayed  is  likely  to  escape  detec- 
tion. 

Dr.  Reader:  I believe  that  a recent  report 
in  the  medical  bulletin  of  the  armed  forces  stated 
that  to  be  true  even  when  patients  were  followed 
for  as  long  as  six  months  or  more. 

Dr.  Heimoff:  Babioni  reported  that  he 
found  no  case  of  masked  syphilis  among  the 
thousands  that  had  received  prophylactic  treat- 
ment for  gonorrhea. 

Dr.  Gold:  What  is  the  practice  at  the 
present  time  among  the  civilian  population? 
Is  a patient  with  gonorrhea  in  the  civilian  doc- 
tor’s office  likely  to  get  a dose  of  300,000  units 
of  penicillin  daily  for  three  days  as  the  sole  treat- 
ment? 

Dr.  Heimoff:  It  varies  a great  deal.  Some 
receive  much  more.  Other  patients  take  one 
injection  and  then  fail  to  show  up  for  the  comple- 
tion of  the  course.  I have  had  very  few  patients 


with  gonorrhea  who  have  failed  to  complete  the 
course.  In  the  Army,  of  course,  the  matter  of 
completing  the  regimen  in  patients  who  report 
for  treatment  presented  no  problem.  I would 
say  that  well  over  90  per  cent  of  patients  with 
gonorrhea  in  general  complete  the  course  of 
treatment  with  penicillin. 

Dr.  Gold:  Is  it  safe  to  assume  that  the  pa- 
tient is  cured  after  this  course  of  treatment  with- 
out doing  bacteriologic  examinations? 

Dr.  Heimoff:  Yes,  it  is.  All  the  studies  have 
shown  that  the  cure  of  gonorrhea  is  practically 
100  per  cent  after  the  regimen  I have  outlined. 

Dr.  Gold:  It  certainly  has  become  very  easy 
to  manage  gonorrhea. 

Dr.  Modell:  Years  ago  when  a person  had  a 
notion  he  was  in  danger  of  exposure,  he  would 
drop  into  a pharmacy  and  get  himself  a little 
prophylactic  kit,  but  now  that  the  prophylatic  is 
penicillin,  he  has  to  see  his  doctor  for  a prescrip- 
tion. Is  that  not  the  case? 

Dr.  Heimoff:  Yes,  you  have  to  have  a pre- 
scription as  the  only  legal  way  of  getting  penicil- 
lin. I cannot  say,  of  course,  that  there  are  not 
many  who  get  it  in  other  ways. 

Dr.  Modell:  It  would  seem  to  me  that  the 
need  to  ask  the  doctor  for  a prescription  for  a 
prophylactic  tablet  of  penicillin  might  easily 
place  an  obstacle  in  the  way  of  the  most  effective 
prophylaxis  in  the  general  population. 

Dr.  Gold:  How  about  the  prophylactic  kit? 

Dr.  Reader:  You  cannot  get  that  either. 

Dr.  Gold:  Why? 

Dr.  Reader:  It  is  no  longer  on  the  market. 
It  has  been  replaced  by  penicillin  as  the  prophy- 
lactic, and  penicillin  is  not  legally  available  with- 
out a prescription  in  accordance  with  a recent 
Federal  law. 

Visitor:  Do  you  advocate  that  the  patient 
treated  for  gonorrhea  return  at  intervals  for  four 
months  for  serologic  tests  to  rule  out  syphilis  in 
private  practice? 

Dr.  Heimoff:  The  follow-up  for  possible 
syphilis  in  the  patient  receiving  treatment  for 
gonorrhea  is  a wise  course,  since  in  the  exposure 
to  gonorrhea  he  may  have  been  exposed  to  syph- 
ilis. 

Visitor:  Might  it  not  be  better  to  treat  the 
patient  for  syphilis  at  the  beginning? 

Dr.  Heimoff:  There  is  an  objection  to  that, 
namely,  that  the  patient  is  labeled  syphilis  who 
may  not  really  have  it.  There  are  social,  moral, 
and  legal  implications.  I think  it  is  better  med- 
ical practice  to  treat  the  patient  for  gonorrhea 
and  then  see  to  it  that  you  have  not  overlooked 
syphilis  which  he  may  have  contracted  at  the 
same  time. 

Dr.  Gold:  But  then,  why  worry,  since  pen- 
icillin has  taken  the  terror  out  of  syphilis  also? 
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Dr.  Frank  Ferguson:  Since  the  therapy  for 
gonorrhea  does  not  mask  syphilis,  why  bother 
following  the  serology,  why  not  just  wait  for 
the  chancre  to  appear? 

Dr.  Heimoff:  By  the  serology  you  may  de- 
tect the  syphilis  earlier.  The  primary  sore  may 
be  overlooked,  especially  in  the  female  with  the 
painless  lesion  on  the  cervix.  In  such  a case,  by 
means  of  serology,  the  syphilis  may  be  detected 
early  in  the  secondary  stage  before  the  second- 
ary lesions  appear. 

Dr.  Webster:  Cases  are  increasing  where 
there  are  neither  primary  nor  secondary  lesions, 
only  a positive  Wassermann. 

Dr.  Reader:  Why  did  you  omit  mention  of 
streptomycin  or  dihydrostreptomycin? 

Dr.  Heimoff:  The  gonococcus  develops  re- 
sistance to  these,  and  the  other  drugs  without 
this  defect  are  just  as  good,  if  not  better.  With 
streptomycin  or  dihydrostreptomycin,  the  resist- 
ance develops  quickly,  in  one  generation,  whereas 
in  the  case  of  the  other  mycin  drugs,  any  resist- 
ance that  may  develop  takes  several  mutants  or 
generations  to  show  up. 

Dr.  Travell:  I would  like  to  come  back  to 
the  question  of  the  advisability  of  using  larger 
doses  of  penicillin  as  a prophylactic  against  gon- 
orrhea in  private  practice  in  order  to  make  more 
certain  of  taking  care  of  syphilis  that  may  have 
been  contracted  in  the  same  exposure.  I can 
see  no  objection  to  that. 

Dr.  Heimoff:  Perhaps  Dr.  Webster  might 
wish  to  comment  on  this  point. 

Dr.  Webster  : It  would  be  simple  if  we  knew 
the  exact  prophylactic  dose  of  penicillin  for  syphi- 
lis. 

Dr.  Heimoff:  Since  we  do  not  know  the 
prophylactic  dose  of  penicillin  for  syphilis,  one 
would  have  to  proceed  to  use  curative  doses  to 
make  sure.  That  would  involve  giving  a great 
deal  of  penicillin  needlessly. 

Dr.  Webster:  And  worse  than  that  would 
be  the  fact  that  patients  involved  in  a possible 
exposure  would  be  left  up  in  the  air  as  to  whether 
or  not  they  had  contracted  syphilis. 

Dr.  Gold:  As  I see  it,  there  seem  to  be  two 
problems  which  ought  to  be  considered  separately, 
one  is  that  of  the  simultaneous  prophylaxis  for 
gonorrhea  and  syphilis,  since  both  are  possibil- 
ities in  any  particular  exposure,  and  the  other 
Is  that  of  curing  a possible  syphilis  by  a system 
of  penicillin  dosage  used  for  the  cure  of  an  ac- 
tual gonorrhea.  In  the  case  of  the  latter  prob- 
lem, I wonder  if  one  might  not  say  something 
like  this  to  the  patient  and  let  him  make  the 
choice:  “Well,  you  have  contracted  gonorrhea. 
It  takes  three  days  to  cure  it.  You  may  also 
have  contracted  syphilis  at  the  same  time,  but 
we  are  not  sure  at  this  point.  You  have  a choice, 


you  can  receive  the  cure  for  gonorrhea  and  then 
have  some  blood  tests  made  until  we  are  sure 
whether  you  have  contracted  syphilis,  and  in  case 
you  have,  you  can  then  receive  the  cure  for  that. 
The  alternative  is  to  treat  you  longer  right  now, 
for  a few  weeks  instead  of  three  days,  and  in  that 
way  we  will  cure  not  only  the  gonorrhea  which 
you  have  but  the  syphilis  which  you  may  have 
gotten  at  the  same  time.  Which  do  you  prefer?” 

Dr.  Reader:  It  would  not  be  necessary  to 
treat  for  as  long  as  several  weeks. 

Dr.  Heimoff:  That  Is  correct.  If  you  give 
the  patient  2.4  million  units  of  penicillin  over  a 
period  of  seven  days,  you  would  probably  be 
curing  the  syphilis  that  he  might  have  con- 
tracted together  with  the  gonorrhea. 

Dr.  Gold:  The  issue  before  the  patient  with 
gonorrhea,  then.  Is  whether  he  prefers  a course  of 
penicillin  treatment  for  three  days  with  a pos- 
sibility of  syphilis  showing  up  later,  or  a course  of 
treatment  for  seven  days  which  would  eliminate 
the  possibility  of  later  syphilis. 

Dr.  Webster:  I would  like  to  add  that  in 
that  case  you  would  still  have  to  follow  the  pa- 
tient serologically  in  order  to  be  sure  that  the 
syphilis  has  actually  been  cured. 

Dr.  Gold:  That  would  seem  to  me  to  present 
no  problem  because,  whether  he  gets  the  three- 
day  treatment  or  the  seven-day  treatment,  the 
patient  would  be  told  that  serologic  follow-up  for 
syphilis  is  desirable. 

Dr.  Webster:  I agree  with  Dr.  Gold.  This 
would  seem  to  me  to  be  a perfectly  justifiable 
procedure  in  the  case  of  an  intelligent  and  co- 
operative patient,  in  the  hands  of  a doctor  who 
can  present  the  problem  to  him  candidly. 

Dr.  Heimoff:  Perhaps  the  situation  is  a bit 
more  involved  than  that.  We  have  only  had 
penicillin  since  1944.  and  we  do  not  yet  know 
enough  about  the  kind  of  treatment  that  Is  nec- 
essary to  make  sure  that  the  cardiac  and  central 
nervous  system  syphilis  do  not  appear  later.  It 
is  necessary  to  follow  such  patients  for  several 
years.  If  you  do  that,  the  original  plan  of  a rapid 
cure  for  gonorrhea  becomes  merged  with  the 
long-term  follow-up  of  the  patient  treated  for 
syphilis. 

Dr.  Travell:  But  you  have  never  labeled 
this  patient  syphilis. 

Dr.  Heimoff:  The  fact  remains,  however, 
that  you  have  treated  him  for  syphilis,  and  you 
do  not  know  whether  he  had  it.  It  might  be 
embarrassing,  to  say  the  least,  to  have  such  a 
patient  come  down  with  some  form  of  paresis  or 
cardiovascular  syphilis  some  ten  or  twelve  years 
later.  Would  you  agree  to  that.  Dr.  Webster? 

Dr.  Webster:  Yes. 

Dr.  Gold:  It  seems  to  me  that  that  would 
apply  in  either  case. 
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Dr.  Heimoff:  No,  if  the  patient  does  not 
develop  syphilis  at  the  end  of  four  months  fol- 
lowing the  treatment  for  gonorrhea,  you  would 
not  have  to  worry  about  his  later  developing 
syphilis.  On  the  other  hand,  if  you  give  the 
patient  a more  extensive  course  of  treatment  for 
syphilis  you  would  also  have  to  apply  the  estab- 
lished follow-up  for  syphilis,  which  involves  a 
blood  test  once  a year  for  several  years. 

Dr.  Gold  : We  should  recall  what  Dr.  Heimoff 
said  earlier  in  the  conference,  namely,  that  the 
current  course  of  treatment  for  gonorrhea,  300,000 
units  of  penicillin  daily  for  three  days,  not  only 
cures  the  gonorrhea  but  has  greatly  reduced  the 
incidence  of  syphilis.  This  means  that  a great 
deal  of  unlabeled  syphilis  is  being  cured  by  the 
treatment  for  gonorrhea.  Here,  then,  we  have 
two  groups  of  syphilis,  the  labeled  ones  for  whom 
we  advocate  the  long-term  follow-up,  and  those 
not  labeled  whom  we  propose  to  manage  without 
the  long-term  follow-up.  Perhaps  the  long-term 
follow-up  is  not  as  important  as  we  believe  it  to 
be  at  the  present  time,  especially  in  syphilis  that 
is  treated  with  penicillin  very  early. 

Dr.  Reader:  It  seems  that  the  proposed  plan 
for  the  treatment  of  gonorrhea  with  the  short- 
term follow-up  for  syphilis  is  a good  guarantee 
against  the  emergence  of  late  syphilis. 

Dr.  Heimoff:  I must  say  that  there  is  here 
an  unsettled  point  and  that  the  possibility  of  some 
syphilitic  involvement  appearing  in  later  years  in 
the  proposed  treatment  for  gonorrhea  is  not  fully 
solved. 

Dr.  Reader:  I have  one  more  question. 
Dr.  Heimoff  advocated  the  use  of  procaine  pen- 
icillin. I wonder  if  he  would  say  a word  about 
penicillin  with  aluminum  monostearate  with  which 
one  may  produce  similar  effects  by  the  use  of  one 
dose  every  other  day  instead  of  daily. 

Dr.  Heimoff:  This  preparation  rarely  pro- 
vides a blood  level  higher  than  0.2  units.  About 
10  per  cent  of  the  strains  of  gonococci  require 
higher  levels.  It  is  also  responsible  for  more  cases 
of  sensitivity,  and  the  monostearate  in  oil  pro- 
duces more  local  pain  reactions.  Aqueous  pro- 
caine penicillin  is  therefore  preferable. 

Dr.  Gold:  Incidentally,  it  occurs  to  me  that 
it  might  influence  the  patient’s  choice  of  one  or 
another  course  of  treatment  if  he  were  informed 
that  since  he  has  gonorrhea  there  is  about  one 
chance  in  six  that  he  has  also  acquired  syphilis. 

Dr.  Heimoff:  I am  not  sure  of  my  reaction  to 

that,  Dr.  Gold.  There  are  so  many  ways  of 
swaying  the  patient  one  way  or  another.  I sup- 
pose how  one  presents  the  problem  to  the  patient 
will  depend  on  the  patient’s  as  well  as  the  doctor’s 
attitude. 

Dr.  Gold:  What  would  be  your  attitude? 

Dr.  Heimoff:  There  are  some  patients  I 


would  treat  curatively  for  both  gonorrhea  and 
syphilis  at  the  same  time.  Then,  there  are  many 
I would  treat  for  gonorrhea  and  follow  them  to 
make  sure  that  they'  did  not  have  syphilis.  This 
seems  like  hedging. 

Dr.  Gold:  No,  it  seems  to  me  reasonable. 

Student:  Of  the  two  possible  ways  of  man- 
aging the  problem  of  syphilis,  namely,  that  of 
treating  the  gonorrhea  and  later  the  syphilis 
which  may  show  up  in  serologic  tests,  as  against 
the  proposal  to  treat  for  both  diseases  at  the 
same  time,  which  is  likely  to  give  the  best  cure 
for  the  syphilis? 

Dr.  Heimoff:  The  results  are  probably  the 

same  in  both  cases.  The  cure  rate  for  early 
syphilis,  which  would  include  the  period  of  the 
secondary  stage,  is  somewhere  between  95  to  98 
per  cent.  It  is  only  when  the  disease  reaches  the 
early  latent  phase  that  the  cure  rate  begins  to 
drop.  Isn’t  that  so,  Dr.  Webster? 

Dr.  Webster:  Yes. 

Same  Student:  I would  think,  then,  that  it 
would  be  a sound  procedure  to  wait  and  see 
whether  the  patient  has  acquired  syphilis. 

Dr.  Heimoff:  That  is  what  we  do. 

Dr.  Gold  : In  regard  to  this  matter,  I would 
like  to  ask  a personalized  question : Which  do  you 
prefer,  never  to  have  had  a 4+  Wassermann  or  to 
have  been  faced  with  a positive  Wassermann 
which  was  then  cleared  up  by  a course  of  peni- 
cillin treatment? 

Same  Student:  Since,  as  Dr.  Heimoff  says, 
the  ultimate  results  from  the  standpoint  of  syph- 
ilis are  the  same,  why  should  one  want  to  be 
treated  for  syphilis  which  one  may  not  have? 

Dr.  Gold:  My  question  still  stands:  Which 
would  a person  prefer,  never  to  have  had  a pos- 
itive Wassermann  or  to  have  had  one  which  was 
then  abolished  by  treatment?  It  is  a delicate 
matter  to  decide. 

Dr.  Travell:  Dr.  Gold  has  raised  a question 
of  the  psychologic  effect  on  the  patient  of  having 
developed  a positive  Wassermann. 

Same  Student:  I would  prefer  to  know 
whether  I have  ever  developed  syphilis  rather 
than  so  to  have  been  treated  as  to  leave  me  in  the 
dark  on  the  question. 

Dr.  Gold:  I wonder  whether  you  would  feel 
the  same  about  it  if  you  were  a person  who,  faced 
with  a 4+ Wassermann,  would  begin  to  visualize 
the  blood  stream  swarming  with  spirochetes. 
There  are  people  who  see  the  thing  that  way. 

Same  Student:  I would  rather  know  that  the 
blood  stream  was  swarming  with  spirochetes 
than  to  be  left  with  the  thought  that  I might 
have  had  syphilis  when  I never  actually  had  it. 

Dr.  Gold:  I suppose  tastes  differ. 

Dr.  Heimoff:  Syphilophobia  is  a real  thing 
and  sometimes  very  troublesome. 
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Dr.  Reader:  It  all  adds  up  to  the  fact  that 
the  treatment  of  patients  has  to  be  individualized. 

Dr.  Webster:  I might  say  that  at  every 
meeting  of  the  advisory  committees  of  the  armed 
forces  and  the  Public  Health  Sendee  these  very 
arguments  have  been  debated.  Some  take  one 
side  and  some  another.  There  seems  to  be  no 
final  answer. 

Dr.  Reader:  We  have  run  past  the  hour. 

Summary 

Dr.  Gold:  The  conference  this  afternoon 
developed  the  point  that  the  control  of  gonorrhea 
is  well  in  hand  as  a problem  in  public  health  and 
as  a source  of  enormous  loss  of  manpower  in  the 
armed  forces.  If  a person  takes  an  oral  dose  of 
250,000  units  of  penicillin  prophylactically  as  soon 
as  possible  after  exposure,  he  is  likely  to  escape 
gonorrhea.  If  a person  who  lias  developed  gon- 
orrhea takes  an  injection  of  aqueous  procaine 
penicillin,  300.000  units  daily  for  three  successive 
days,  it  is  practically  certain  that  the  gonorrhea 
will  be  cured.  All  the  current  evidence  based  on 
extensive  observations  points  in  the  same  direc- 
tion. Because  of  special  anatomic  situations  in 
the  female,  larger  doses  and  longer  periods  of 
treatment  are  often  necessary. 

Many  other  points  of  interest  and  importance 
were  elaborated.  The  other  antibiotics  are  very 
effective  in  the  treatment  of  gonorrhea,  but  experi- 


ence with  them  is  not  as  extensive  and  such  mat- 
ters as  reactions  and  acquired  resistance  limit 
their  utility.  The  kinds  of  situations  in  which 
they  are  especially  serviceable  were  indicated. 
The  problem  of  the  control  of  syphilis  was  merged 
with  that  of  gonorrhea  since  the  spirochete  is 
highly  sensitive  to  penicillin,  and  since  there  is 
one  chance  in  about  six  that  the  patient  who  re- 
ceives this  treatment  for  gonorrhea  may  also 
have  syphilis,  acquired  in  the  same  exposure,  and 
requiring  more  penicillin  for  cure. 

Two  alternative  suggestions  for  meeting  this 
Issue  were  offered:  one,  to  cure  the  gonorrhea 
and  then  deal  with  the  syphilis  if  it  develops  later; 
the  other,  to  give  a longer  and  more  intensive 
treatment  with  penicillin  at  the  beginning  in  or- 
der to  cure  the  gonorrhea  which  the  patient  pre- 
sents as  well  as  any  syphilis  which  may  be  unde- 
tected. In  any  case,  it  is  advised  that  the  patient 
who  is  cured  of  gonorrhea  by  the  three-day  course 
of  penicillin  should  be  followed  with  serologic 
tests  for  about  four  months  to  make  sure  that 
he  does  not  have  syphilis,  the  incubation  period 
of  which  might  have  been  prolonged  by  the  pre- 
vious treatment.  An  interesting  phase  of  this 
conference  was  the  lively  discussion  of  the  psycho- 
logic- factors  applying  to  both  doctors  and  pa- 
tients, which  determine  attitudes  and  judgments 
and  direct  the  best  approach  to  the  solution  of 
the  problems  of  the  individual  patient. 


REPORTS  SMOKING  CAUSES  ASTHMA-LIKE  CONDITION 


An  asthma-like  condition  caused  by  smoking  was 
described  in  the  April  18  issue  of  the  Journal  of  the 
American  Medical  Association. 

Thirty-one  patients  afflicted  with  manifestations 
of  the  condition  were  reported  by  Dr.  George  L. 
Waldbott,  a Detroit  allergist.  The  patients,  20 
men  and  11  women  ranging  in  age  from  twenty- 
eight  to  seventy-two  years,  suffered  such  symptoms 
as  wheezing,  cough,  and  expectoration,  chronic 
inflammation  of  the  pharynx,  labored  breathing  on 
exertion,  constriction  in  the  chest,  frequent  and 
acute  sore  throats,  and  a tendency  toward  upper 
respiratory  infections. 

‘‘Since  July,  1949,  I have  observed  31  patients 
with  this  syndrome,  which  was  definitely  proved  to 
be  due  to  smoking,”  Dr.  Waldbott  stated.  “All 
the  patients  were  either  completely  cured  or  con- 
siderably relieved  on  elimination  of  smoking.  In 
several  instances,  its  resumption  precipitated  a 
recurrence  of  the  condition. 


“In  the  31  cases  on  which  this  study  is  based, 
evidence  of  allergy  was  absent.  This  in  itself 
indicates  that  sensitization  to  tobacco  probably 
played  no  part  in  these  cases  of  ‘smoker’s  asthma’ 
and  that  the  symptoms  were  due  to  chemical  irrita- 
tion from  tobacco  or  other  irritants.  The  irritating 
action  of  substances  in  tobacco  smoke  such  as  nico- 
tine, pyridine,  collidine,  ammonia,  hydrocyanic 
acid,  and  carbon  monoxide  is  by  far  more  important 
than  true  sensitization.  It  is  generally  believed 
that  the  mucous  membranes  of  some  persons  mani- 
fest a greater  tolerance  to  these  irritants  than  those 
of  other  persons. 

“I  believe  that  the  smoker’s  asthma'  syndrome  is 
not  rare,  although  its  relation  to  smoking  is  not 
always  easy  to  prove.” 

Dr.  Waldbott  pointed  out  that  it  is  possible  that 
“smoker’s  asthma”  may  contribute  to  the  develop- 
ment of  permanent  pulmonary  changes  that  will 
reduce  the  efficiency  of  the  lungs. 


Case  Reports 


CHRONIC  OSTEOMYELITIS  SIMULATING  EWING’S  TUMOR 

Edwin  J.  Grace,  M.D.,  Brooklyn,  New  York 

( From  The  Grace  Clinic) 


"CAVING,  in  1922,  first  described  the  bone  tumor 
■*“'  that  now  bears  his  name,  calling  particular  at- 
tention to  its  radiosensitivity  and  to  the  peculiar 
formation  of  periosteal  bone  into  laminated  layers 
resembling  an  onion  skin. 

Clinically,  the  first  sign  of  Ewing’s  tumor  may  be 
pathologic  fracture  of  the  involved  bone,  but  most 
frequently  the  early  signs  and  symptoms  may  re- 
semble osteomyelitis  so  closely  as  to  make  the  dif- 
ferential diagnosis  extremely  difficult.  Roentgeno- 
logically,  the  presence  of  the  above  mentioned  “onion 
skin”  layers  is  considered  relatively  significant.1 
The  radiosensitivity  of  the  tumor  has  also  been 
mentioned  as  diagnostic.1  In  the  case  to  be  de- 
scribed, whereas  the  roentgenologic  evidence  pointed 
to  a diagnosis  of  Ewing’s  tumor,  all  the  clinical  data 
indicated  a chronic  osteomyelitis. 

Let  us  assume  that,  on  the  basis  of  the  “onion 
skin”  layers  of  periosteal  bone,  a diagnosis  of 
Ewing’s  tumor  has  been  tentatively  advanced  by 
the  roentgenologist.  Obviously,  two  possibilities 
exist.  If  the  diagnosis  of  Ewing’s  tumor  is  correct, 
then  antibiotics  can  do  nothing  but  check  the 
spread  of  any  ancillary  infection;  surgery  and/or 
radiation  therapy  are  indicated.  If,  on  the  other 
hand,  the  diagnosis  of  tumor  is  incorrect,  and  the 
condition  is  actually  osteomyelitis,  then  the  conse- 
quences of  extensive  x-ray  therapy  may  be  unfor- 
tunate. 

It  is  believed  by  geneticists  that  proliferating 
cells  are  particularly  susceptible  to  mutation,  and 
the  possibility  that  the  osteogenic  activity  caused 
by  the  osteomyelitic  infection  predisposes  regenera- 
ting bone  to  carcinogenic  changes  must  not  be 
ignored.  No  competent,  modern  radiologist  will 
deny  that  x-ray  is  a double-edged  weapon,  capable 
not  only  of  suppressing  neoplastic  growth  but  also  of 
inducing  it.  The  physician’s  responsibility  is  clear. 
If  he  exposes  a patient  with  osteomyelitis  to  massive 
doses  of  x-ray,  the  possibility  of  induced  neoplasia  is 
always  present.  Treatment  of  a suspected  tumor 
with  a brief,  preliminary  regime  of  antibiotic  therapy, 
as  in  the  case  to  be  described,  will  bring  about  im- 
provement if  the  disease  is  actually  of  an  infectious 
nature.  Therapy  should  be  instituted  without 
delay,  however,  since  the  prognosis  in  a case  of 
true  Ewing’s  tumor  would  be  adversely  affected  by 
postponement  of  surgical  and/or  x-ray  therapy. 

Thus,  it  is  our  contention  that  in  cases  where  the 
differential  diagnosis  of  Ewing’s  sarcoma  and  osteo- 
myelitis is  questionable,  it  is  far  less  hazardous  to 


attempt  a preliminary  trial  of  antibiotic  therapy. 
If  the  disease  is  not  of  a truly  infectious  nature,  then 
no  harm  has  been  done.  If,  however,  the  converse 
is  true,  and  an  osteomyelitic  infection,  represented 
by  simultaneous  osteolytic  and  osteoplastic  proc- 
esses, is  treated  at  the  outset  by  x-ray  therapy, 
then,  we  believe,  the  mutagenic  effect  of  the  irradia- 
tion might  very  well  convert  a simple  infectious 
process  into  a malignant  neoplastic  growth. 

Case  Report 

H.  A.,  a sixteen-year-old  white  male,  was  first 
seen  at  the  Grace  Clinic  in  September,  1950,  com- 
plaining of  pain  above  the  left  knee  of  five  months 
duration.  He  gave  a history  of  having  injured  his 
leg  by  striking  a rock  in  a fall  while  sleigh  riding  in 
January,  1945,  at  the  age  of  ten  and  a half  years, 
that  is,  five  and  a half  years  before  admission.  At 
that  time,  the  leg  had  been  swollen,  and  he  had  had 
a fever  for  several  weeks. 

He  was  hospitalized  a month  later,  February, 
1945,  for  a period  of  six  weeks  and  was  treated  with 
hot  packs  and  penicillin  intramuscularly.  X-ray 
of  the  left  femur  revealed  an  osteomyelitic  involve- 
ment of  the  lower  two  thirds  of  the  shaft  of  the  fe- 
mur, with  reactive  periostitis,  and  a localized  area  of 
destruction  of  the  medial  metaphyseal  end  of  the 
femur,  involving  the  epiphysis  as  well.  X-ray  of  the 
left  knee  revealed  localized  destructive  bony  changes 
of  the  lower  end  of  the  metaphysis  of  the  left  femur 
on  its  medial  aspect  just  below  the  epiphyseal  line. 
Staphylococcus  aureus  hemolyticus  was  cultured  in 
fluid  aspirated  from  the  knee.  The  diagnosis  was 
acute  osteomyelitis  of  the  lower  left  femur.  The 
patient  was  much  improved  on  discharge. 

He  remained  well  for  approximately  two  years 
and  eight  months,  until  November,  1947,  when  he 
had  a recurrence  of  pain  and  increased  temperature 
for  a period  of  two  to  three  weeks.  He  was  again 
hospitalized  in  a local  institution  and  given  peni- 
cillin. X-ray  diagnosis  at  this  time,  November  24, 
1947,  was  again  osteomyelitis  (Fig.  1).  Six  weeks 
later  he  was  up  and  about  on  crutches  with  no  pain, 
swelling,  or  temperature.  He  was  discharged  to  the 
outpatient  department  and  continued  under  ob- 
servation there  for  fourteen  months.  During  this 
period  he  was  symptom-free,  with  a complete  range 
of  motion  of  the  knee. 

The  patient  continued  well  until  April,  1950,  five 
months  prior  to  his  admission  to  Grace  Clinic,  at 
which  time  he  again  complained  of  pain  above  the 
knee.  There  was  no  swelling,  but  a slight  persistent 
temperature  was  present.  He  lost  8 pounds  in  weight 
during  this  period. 

Except  for  the  above,  the  patient’s  personal  his- 
tory, by  systems,  was  negative,  although  he  was 
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Fig.  1.  The  x-ray  of  November  24,  1947,  shows, 
with  schematic  drawings,  the  reaction  of  the  perios- 
teum to  chronic  osteomyelitis.  (The  inserts  here 
and  in  subsequent  illustrations  represent  sche- 
matically the  periosteal  reaction  about  the  shaft  of 
the  cortical  bone.)  The  irritation  of  the  osteogenic 
layer  of  the  periosteum  will  produce,  simultane- 
ously, an  osteolytic  and  osteoplastic  tissue  reaction 
which  may  simulate  the  periosteal  layer  formation 
noted  often  in  Ewing’s  tumor. 


subject  to  frequent  attacks  of  nasopharyngitis.  The 
family  history  was  irrelevant. 

Physical  examination  on  admission  revealed  the 
following:  The  patient  was  an  adolescent  male; 

height  5 feet,  9 inches;  weight  136  pounds;  blood 
pressure  110/65.  Complete  physical  examination 
was  essentially  negative  except  for  dental  caries, 
grades  I to  IV;  a large,  calcified  plaque  in  the  left 
ear,  indicating  an  old  healed  lesion;  moderate 
amount  of  hyperemia  in  the  nose,  with  hypertrophy 
of  the  inferior  turbinates;  rather  profuse  postnasal 
discharge  in  the  nasopharynx,  and  hypertrophy  of 
the  lymphoid  tissue.  The  extremities  showed  some 
superficial  thickening  of  the  end  of  the  left  femur. 
The  anterior  lower  left  thigh  above  the  knee  was 
warmer  to  the  touch  than  the  right.  There  was  no 
acute  swelling  of  the  left  leg,  although  the  patient 
limped  on  this  leg. 

On  admission  the  urine  and  Mazzini  tests  were 
negative.  Erythrocyte  sedimentation  rates  ranged 
from  10  mm.  at  the  end  of  sixty  minutes  on  admis- 
sion, to  3 mm.,  1.5  mm.,  and  12  mm.  during  the 
sixteen-month-period  of  observation.  A mild  de- 
gree of  hypochromic  anemia  was  present  with  a 
hemoglobin  of  12.8  Gm.  (85  per  cent),  and  an  eryth- 
rocyte count  of  4,520,000;  leukocytes  numbered 
16,050.  A pure  culture  of  Staphylococcus  albus  was 
isolated  from  the  nose  on  September  29,  1950;  sub- 
sequent examination,  on  February  23,  1951,  re- 
vealed a Staph,  aureus  moderately  resistant  to  peni- 
cillin. 

Admission  roentgenogram  of  the  chest  was  nega- 
tive, and  x-ray  of  the  paranasal  sinuses  revealed 
increased  density',  interpreted  as  sinusitis.  Dental 


Fig.  2.  The  x-ray  of  September  29,  1950,  again 
shows,  especially  in  the  anterior  surface,  the  multiple 
layers  of  new  bone  formation.  The  schematic  draw- 
ing demonstrates  six  distinct  layers  that  can  be 
readily  identified  in  the  original  film  with  an  ordi- 
nary magnifying  glass. 


x-ray  disclosed  possible  foci  of  infection  in  the  lower 
right  first  molar,  alveolar  resorption  grade  I.  and 
caries  grades  I to  IV. 

X-rays  of  the  affected  area  on  admission  (Fig.  2) 
showed  six  distinct  periosteal  layers  in  an  onion  skin 
pattern  in  the  distal  third  of  the  left  femur.  A 
marked  amount  of  bony  sclerosis  was  present  in 
this  region.  A diagnosis  of  chronic  osteomyelitis  of 
the  femur  was  made. 

Since  we  were  considering  this  an  infectious  proc- 
ess, the  first  step  was  to  remove  all  foci  of  infection. 
The  chronic  sinusitis,  which  we  consider  a prominent 
focus  of  infection,  was  treated  by  a four-day  course 
of  detergent-antibiotic  aerosol  therapy  consisting  of 
the  inhalation  of  300.000  units  of  penicillin  dissolved 
in  an  aqueous  solution  of  Zephiran  Chloride  1 : 5.000, 
twice  a day  for  four  days.  On  the  first  day,  this  was 
supplemented  by  600.000  units  of  penicillin  intra- 
muscularly. Therefore,  he  received  a total  of 
3.000.000  units  of  penicillin  during  this  four-day 
period.  The  dental  sepsis  was  also  removed.  The 
pain  gradually  disappeared,  and  the  patient  im- 
mediately became  well  and  remained  symptom-free 
for  a period  of  five  months. 


July  1,  1953] 


CHRONIC  OSTEOMYELITIS  SIMULATING  EWING'S  TUMOR 
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Fig.  3.  X-ray  taken  on  September  26,  1951,  one 
year  after  the  previous  studies,  shows  that  the  mul- 
tiple periosteal  layers  have  disappeared,  and  this 
process  coincides  with  clinical  recovery  noted  on 
January  1, 1952. 


He  returned  to  the  Clinic  on  July  13,  1951, 
complaining  of  intermittent  knifelike  pains  in  the 
left  lower  thigh  during  the  preceding  forty-eight 
hours.  There  was  neither  swelling,  tenderness,  nor 
limp  at  this  time.  Physical  examination  of  the  af- 
fected area  revealed  no  sign  of  osteomyelitis.  The 
sedimentation  rate  was  12  mm.  at  the  end  of  sixty 
minutes,  hemoglobin  15.0  Gm.  (100  per  cent),  and 
leukocytes  9,150.  The  patient  was  given  600,000 
units  of  penicillin  intramuscularly  into  the  area 
about  the  periosteum  on  this  date  and  again  on  the 
following  day.  X-ray  studies  on  September  26, 
1951,  (Fig.  3)  showed  marked  improvement,  with 
regression  of  the  periosteal  layers,  in  comparison  with 
the  films  of  the  previous  year  (Fig.  2).  A follow-up 
on  May  29,  1952,  revealed  that  in  the  interim  be- 
tween October  and  December,  1951,  he  had  been 
marching  for  many  weeks  as  much  as  20  miles  a day, 
six  days  a week,  in  the  armed  forces,  and  there  was 
no  evidence  of  any  acute  flare-up  of  this  infectious 
process. 

Comment 

It  is  interesting  to  note  how  this  patient  with 
chronic  osteomyelitis  fits  into  the  data  reported  by 
Meyerding  and  Jackson,  in  a study  of  177  patients 


with  Ewing’s  sarcoma  at  the  Mayo  Clinic.1  Of 
their  patients,  68.9  per  cent  were  males,  51  per  cent 
between  the  ages  of  ten  and  thirty  years,  the  sar- 
coma being  more  common  in  the  younger  age  group. 
Our  patient,  a male,  was  ten  and  a half  years  old  at 
the  time  of  onset.  Meyerding  and  Jackson  found 
that  the  lesion  occurred  in  the  femur  in  23.2  per  cent 
of  their  cases,  more  frequently  involving  the  shafts 
of  the  bones;  in  our  patient,  the  lesion  was  located 
in  the  distal  third  of  the  left  femur.  Again,  28.2 
per  cent  of  their  patients  had  a history  of  trauma; 
our  patient  injured  his  leg  against  a rock  while 
sleigh  riding.  In  the  Mayo  Clinic  cases,  the  dura- 
tion of  symptoms  was  less  than  one  year,  in  60  per 
cent  of  the  cases,  and  two  or  more  years,  in  20.7  per 
cent.  In  our  patient,  symptoms  first  appeared  im- 
mediately following  his  injury.  Some  of  their  cases 
had  the  same  overlying  periosteal  lamination  on 
x-ray  that  was  revealed  in  the  case  reported  by  us. 

This  case,  then,  clearly  illustrates  the  problem  of 
the  differential  diagnosis  of  Ewing’s  sarcoma  and 
chronic  osteomyelitis.  The  final  determinant  in 
such  cases  is,  of  course,  biopsy,  but  we  prefer  to  rely 
on  the  complete  clinical  data  which  a careful  and 
thorough  examination  will  provide  rather  than  to 
resort  immediately  to  the  more  expensive,  time- 
consuming,  and  perhaps  more  dangerous  method  of 
biopsy.  If  it  is  necessary  to  obtain  a biopsy,  and  at 
that  time  the  surgeon  recognizes  the  clinical  problem 
of  osteomyelitis,  we  would  like  to  note,  we  do  not 
subscribe  to  the  method  of  extensive  saucerization 
so  often  used  in  the  preantibiotic  era,  but,  if  possible, 
would  obtain  a biopsy  containing  portions  of  the 
cortical  bone,  where  endosteal  bone  proliferation 
might  be  observed  by  the  pathologist,  and  also 
cortical  bone  with  periosteal  attachment  so  that, 
again,  the  reaction  of  the  osteogenic  layer  could  be 
observed.  Through  the  resultant  opening  into  the 
marrow  substance  of  the  bone,  a T tube  would  then 
be  inserted,  into  which  the  antibiotic,  with  appropri- 
ate detergent  solvent,  could  be  instilled  at  stated  in- 
tervals, as  described  in  a recent  publication.2 

Summary 

1.  A case  of  chronic  osteomyelitis  simulating 
Ewing’s  sarcoma  on  x-ray  is  presented. 

2.  The  danger  of  inducing  carcinogenic  changes 
in  regenerating  bone  by  the  use  of  x-ray  therapy  in 
an  infectious  process  mistakenly  diagnosed  as  a 
neoplasm  is  discussed. 

3.  The  value  of  the  clinical  examination,  as 
against  the  use  of  the  possibly  more  dangerous  and 
less  convenient  biopsy^,  in  such  cases  is  emphasized. 

4.  The  removal  of  all  foci  of  infection,  including 
chronic  sinusitis,  in  addition  to  the  use  of  penicillin 
topically  and  systemicallv  to  combat  the  osteomye- 
litic process,  is  advanced  as  the  primary  direction  in 
which  therapeutic  efforts  should  be  made  in  cases  in 
which  the  differential  diagnosis  of  Ewing’s  tumor 
and  osteomyelitis  is  questionable. 
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A SEVERE  REACTION  TO  BENADRYL 

Aaron  D.  Spielman,  M.D.,  New  York  City 

From  the  B t ek  man  - Dotcniov  n Hospital) 


TJEXADRYL  has  been  employed  in  medicine  ex- 
■’■'tensively.  Its  chief  use  has  been  in  allergic  con- 
ditions. There  hare  been  frequent  reports  of  its 
successful  use  in  severe  anaphylaxis.  For  this 
reason,  the  following  case  of  an  unusually  severe 
anaphylactic  reaction  to  Benadryl  itself  is  reported. 

Case  Report 

The  patient,  a thirty-year-old,  white  female,  suf- 
fered from  allergic-  rhinitis  and  conjunctivitis.  Her 
symptoms  had  been  relieved  by  Pyribenzamine,  but 
she  had  none  available  and  instead  took  a 50  mg. 
capsule  of  Benadryl.  On  one  previous  occasion  she 
had  taken  such  a Benadryl  capsule  and  recalled, 
after  her  present  illness,  that  she  had  had  vague  ab- 
dominal pain  and  leg  cramps  after  its  ingestion. 

At  9 a.m.  on  July  27.  1951,  one  hour  after  the 
Benadryl  had  been  taken,  an  emergency  call  was 
made  for  her  physician.  The  patient  had  suffered  a 
sudden  collapse.  A fear  of  impending  death,  great 
apprehension,  tachycardia,  nausea,  inability  to  void, 
with  marked  uretheral  spasm  and  pallor  soon  fol- 
lowed. Her  doctor  found  it  necessary  to  spend 
several  hours  with  her.  In  this  period  of  time  he 
witnessed  the  occurrence  of  repeated  episodes  of 
shock,  accompanied  by  a marked  drop  in  blood  pres- 
sure, extreme  weakness,  pallor,  and  tachycardia. 
These  periods  of  shock,  after  treatment  with  caf- 
feine and  other  stimulants,  were  followed  by  inter- 
vals of  marked  hypertension,  tachycardia,  and  gen- 
eralized muscular  cramps. 

By  late  afternoon  all  symptoms  had  disappeared 
with  the  exception  of  a persistent  tachycardia.  A 
blood  count  done  at  this  time  showed  the  following: 
hemoglobin  15.3  Gm.,  red  blood  cell  count  5,500,000, 
white  blood  cell  count  18,900,  with  a differential  of 
73  mature  polymorphonu clear  cells  and  2 band 
forms.  19  lymphocytes,  5 mononuclear  cells.  1 
basophil,  and  no  eosinophils.  The  total  eosinophil 
count  done  at  the  same  time  showed  a count  of  only 
31.  This  low  total  eosinophil  count  probably  was 
an  indication  of  a good  adrenal-cortical  response  to 
the  severe  stress  the  patient  had  experienced.  On 
July  28.  1951.  her  white  blood  cell  count  was  9,600 


with  a differential  of  52  mature  polymorphonuclear?, 
5 bands,  32  lymphocytes,  9 mononuclears,  1 eosino- 
phil. and  1 basophil.  Her  blood  serum  calcium  was 
10.6  and  her  phosphorous  5.3. 

Although  her  first  electrocardiogram  was  taken  in 
the  late  afternoon,  after  her  recovery  state  had  set  in, 
striking  changes  were  present  nevertheless.  The 
electrocardiogram  was  reported  as  showing  sinus 
tachycardia  with  a ventricular  rate  of  133.  The 
form  of  the  T waves  was  abnormal  and  was  consid- 
ered to  be  like  those  seen  in  anaphylaxis  with  serum 
carditis.  The  electrocardiogram  also  suggested 
pulmonary  infarction  and  electrolyte  changes  with 
the  QT  time  prolonged.  On  July  30,  1951,  a repeat 
electrocardiogram  was  reported  as  essentially  normal 
with  a ventricular  rate  of  79. 

Comment 

This  patient  made  a good  recovery.  She  ap- 
parently represents  a hypersensitive  individual 
whose  cardiovascular  system  was  the  site  of  the 
shock  tissue  which  reacted  to  the  allergenic  stimulus 
of  Benadryl.  She  had  suffered  a milder  seizure  with 
a previous  dose  of  Benadryl,  her  first.  This  experi- 
ence probably  increased  her  sensitivity  to  the  drug. 
Her  cardiovascular  manifestations  of  anaphylaxis 
were  completely  reversible,  as  was  shown  by  the 
electrocardiogram  taken  three  days  later. 

Summary 

One  has  to  be  on  guard  against  drug  allergy  at  all 
times.  This  case  illustrates  the  dictum  that  any 
drug  may  be  implicated.  Benadryl  and  other  anti- 
histaminic  drugs  have  reproduced  in  sensitive  pa- 
tients all  the  usual  manifestations  of  drug  allergy. 
As  in  this  case,  these  antiallergic  drugs  have  even 
produced  some  of  the  most  serious  forms  of  anaphy- 
laxis. Careful  questioning  is  required  to  elicit 
minor  previous  allergic  drug  reactions.  Such  pa- 
tients forget  these  minor  sensitizing  reactions  and 
take  a second  dose  of  the  drug  to  which  they  are 
allergic,  with  disastrous  consequences. 


LISTS  TOTAL  AM. A.  MEMBERSHIP  AT  140.000 


In  writing  snd  in  speaking,  physicians  and  others 
in  the  health  field  often  refer  to  the  total  meml>er- 
ship  in  the  American  Medical  Association.  The 
figure  quoted  often  ranges  all  the  way  from  125.000 
to  160,000.  Since  the  total  figure  is  used  and  re- 
ferred to  so  often  it  might  be  well,  for  the  sake 
of  uniformity,  to  adopt  a round  number,  and  thereby7 
avoid  confusion  in  the  public’s  mind. 

The  correct  figure,  based  on  the  December  31, 
1952.  records  of  the  Menbership  Division  of  the 
AMJL  Department  of  Records  and  Circulation, 
is  140.000. 


Here  is  a breakdown  of  that  figure: 

126.000 —  active  members  (including  those  ex- 
empted from  the  payment  of  A.M. A.  dues). 

9.000 —  service  members  (full-time  commissioned 
officers  in  the  regular  Army,  Navy.  Air  Force,  U.S. 
Public  Health  Service.  Indian  Service,  and  Veterans 
Administra  tion  ) . 

5.000 —  associate  members  (physicians  who  hold 
a type  of  membership  in  the  constituent  association 
that  does  not  give  them  the  right  to  vote  and  hold 
offic e).— Secretary's  Letter,  April  22.  1953 
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AGRANULOCYTOSIS  FOLLOWING  PHENYLBUTAZONE  (BUTAZOLIDIN) 

Sol  Brandwein,  M.D.,  Brooklyn,  New  York 


HpHE  case  of  agranulocytosis  following  the  use  of 
■*"  phenylbutazone  (Butazolidin)  presented  here 
demonstrates  a factual  danger  encountered  in  this 
new  drug.  The  unending  search  for  an  effective 
antirheumatic  drug  has  brought  forth  yet  another 
compound  which  in  recent  months  has  become  in- 
creasingly popular,  no  doubt,  because  of  its  demon- 
strated effectiveness.  This  drug,  phenylbutazone 
(Butazolidin)  has  already  been  shown  to  effectuate  a 
satisfactory,  albeit  temporary,  improvement  in  a 
substantial  number  of  cases  of  rheumatic  disturb- 
ances and  allied  conditions. 

As  a matter  of  fact,  the  case  recounted  here  hap- 
pened to  be  one  of  those  showing  gratifying  response, 
after  a long  story  of  chronicity  and  stubborn  resist- 
ance to  the  usual  roll  call  of  antirheumatic  reme- 
dies. But  the  purpose  in  reporting  this  case,  as 
mentioned  before,  is  to  show  an  actual  instance  of 
bone  marrow  depression  encountered  in  the  use  of  a 
drug  which  has  been  suspected  as  possibly  possessing 
this  dangerous  potentiality.  It  is  all  the  more  im- 
portant to  cite  this  case  since  no  actual  instance  of 
agranulocytosis  was  reported  in  a group  of  pioneer 
clinical  studies  involving  over  400  patients,  a fact 
which  might  tend  to  make  one  overly  sanguine  in 
using  the  drug,  despite  precautions  urged  by  the 
manufacturer. 

Case  Report 

A forty-three-year-old  married,  white  female  was 
seen  on  October  10,  1952,  complaining  of  fever, 
malaise,  weakness,  headache,  anorexia,  and  some 
discomfort  in  the  mouth.  For  the  past  ten  years 
she  had  been  suffering  with  a severe,  crippling  rheu- 
matoid arthritis  involving  both  ankles,  wrists,  and 
spine.  This  condition  had  not  responded  to  the 
usual  list  of  antiarthritics,  including  a course  of 
cortisone,  administered  at  a hospital  in  July,  1950, 
and  pregnenolone  tried  several  months  later.  After 
that  the  patient  again  had  resorted  to  aspirin,  with 
no  better  result.  There  was  no  recent  history  of 
the  use  of  gold  salts,  sulfonamides,  antihistaminases, 
chloramphenicol,  aminopyrine,  or  thiouracil. 

Phenylbutazone  had  been  started  about  three 
weeks  prior  to  the  onset  of  the  abovementioned 
symptoms,  200  mg.  orally,  three  times  daily.  The 
patient  did  not  arrange  for  a preliminary  blood 
count,  as  had  been  advised.  After  about  ten  days 
of  phenylbutazone,  the  patient  began  to  have  some 
relief  of  symptoms,  especially  about  the  ankles. 
But  she  also  began  to  show  a mild,  limited,  macular 
rash  on  several  parts  of  the  body.  The  medication 
was  discontinued  at  once,  and  the  rash  disappeared 
in  several  days.  The  patient  resumed  taking  phenyl- 
butazone slowly,  beginning  with  200  mg.  daily  and 
increasing  to  600  mg.  daily.  Again  she  failed  to 
arrange  for  a blood  count,  as  was  advised.  She  con- 
tinued to  have  remarkable  improvement  about  the 
ankles.  However,  she  again  began  to  show  a skin 
rash,  morbilliform  in  nature,  this  time  heavier  and 
more  extensive  than  before.  Medication  was 
stopped,  and  blood  count  was  done,  revealing  a 
marked  depression  of  the  neutrophils. 

Physical  Examination. — The  patient  appeared 
weak  and  showed  a slight  pallor.  The  skin  rash  was 


now  gone.  The  temperature  was  101  F.,  pulse  regu- 
lar, rate  100,  blood  pressure  110/70.  No  glossitis 
or  ulceration  in  the  mouth  was  noted.  No  adenop- 
athy was  present.  Heart  and  lungs  were  negative. 
The  spleen  and  liver  were  not  palpable.  The  ankles 
showed  remarkable  diminution  of  joint  swelling  and 
muscle  stiffness. 

Course. — The  initial  blood  count  on  October  10, 
1952,  after  three  weeks  of  phenylbutazone,  showed 
2,500  white  blood  cells  with  only  5 per  cent  neutro- 
phils and  67  per  cent  hemoglobin.  The  urine  was 
found  to  be  negative.  A regime  of  penicillin  and 
liver  injections,  as  well  as  yellow  bone  marrow  and 
hematinics  by  mouth,  was  begun  at  once.  After 
three  days  a repeat  blood  count  still  showed  only 
2,000  white  blood  cells,  with  9 per  cent  neutrophils 
and  68  per  cent  hemoglobin  (Table  I). 

On  October  14,  1952,  a sternal  bone  marrow  study 
was  done,  and  differential  count  of  the  granulocytic 
series  showed  90  per  cent  myelocytes,  5 per  cent 
metamyelocytes,  3 per  cent  polymorphonuclears, 
and  2 per  cent  eosinophils,  thus  showing  a shift  to 
the  left,  with  marked  toxicity  of  the  granulocytic 
series,  and  arrest  at  the  myelocytic  and  premyelo- 
cytic  stage.  The  megakaryocytes  were  reported 
adequate.  A blood  count  on  the  same  day  now 
showed  3,800  white  blood  cells  with  5 per  cent  neu- 
trophils and  65  per  cent  hemoglobin.  The  platelet 
count  was  300,000. 

The  penicillin,  liver,  yellow  bone  marrow,  and 
hematinics  were  continued,  as  well  as  the  adminis- 
tration of  two  blood  transfusions  of  500  c.c.  each, 
within  the  next  few  days.  The  patient’s  symptoms 
subsided  rapidly  and  by  October  25,  1952,  the  total 
white  blood  cell  count  had  been  restored  and 
bounded  on  to  15,400  with  81  per  cent  neutrophils 
and  89  per  cent  hemoglobin.  It  may  be  of  interest  to 
note  that  almost  three  months  after  discontinuance 
of  phenylbutazone  the  ankles  still  retained  ex- 
traordinary improvement,  both  subjectively  and 
objectively. 

Comment 

The  development  of  symptoms  and  granulocyto- 
penia shortly  after  the  use  of  a new  drug,  the  absence 
in  the  history  of  any  other  likely  hemotoxin,  and  the 
prompt  response  to  the  discontinuance  of  the  drug, 
leaves  very  little  doubt  that  we  are  dealing  with  an 
actual  instance  of  drug  toxicity.  In  this  case  there 
was  marked  depression  of  the  granulocytes,  with  a 
moderate  effect  on  the  erythrocytes.  It  is  possible 
that  if  the  drug  had  been  continued,  we  would  have 
had  more  severe  bone  marrow  depression,  with  a 
full-blown  aplastic  anemia.  Although  the  patient 
was  remiss  in  getting  a blood  count  promptly,  we 
must  still  consider  this  an  instance  of  drug  toxicity 
within  therapeutic  levels,  because  at  no  time,  in  the 
relatively  short  period  the  medication  was  taken, 
was  a daily  dose  of  600  mg.  exceeded. 

In  deference  to  a drug  which,  when  properly  used, 
may  continue  to  have  a wide  field  of  usefulness  in 
the  rheumatic  diseases,  it  may  be  of  some  possible 
advantage  to  regard  this  case  and  others  that  may 
occur  on  rare  occasions  as  instances  of  drug  sensi- 
tivity or  idiosyncrasy,  rather  than  toxicity.  Ivracke, 
in  relation  to  agranulocytosis  resulting  from  ami- 
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TABLE  I. — Blood  Findings  in  a Case  of  Agranulocytosis  Following  the  Use  of  Phexylbtttazone 


October  10, 
1952 

October  13, 
1952 

October  14, 
1952 

October  25, 
1952 

White  blood  cells 

2,500 

2,000 

3,800 

15,400 

Polymorphonuclear  neutrophils  (per  cent) 

5 

9 

6 

86 

Lymphocytes  (per  cent) 

69 

78 

64 

10 

Monocytes  (per  cent) 

12 

8 

24 

4 

Eosinophils  (per  cent) 

14 

5 

6 

Hemoglobin  (per  cent) 

67 

08 

65 

89 

Red  blood  cells 

3,486,000 

3,530,000 

4,200,000 

5,600,000 

nopyrine,  interestingly  discusses  this  question  of 
idiosyncrasy  or  sensitivity  versus  toxicity.* 1 

Phenylbutazone  (Butazolidin)  is  distantly  related 
to  aminopyrine  whose  tendency  to  produce  blood 
toxicity  has  been  well  described.2 3 4 5 6 7 8 9  However,  the  so- 
called  nitrobenzene  grouping,  which  is  thought  to  be 
the  responsible  factor,  is  not  present  in  phenylbuta- 
zone as  it  is  in  aminopyrine  and  such  other  occasional 
offenders  as  phenacetin,  the  sulfonamides,  arsphen- 
amine,  thiouracil,  certain  of  the  antihistaminases, 
chloramphenicol,  etc.  Therefore,  the  instances  of 
severe  bone  marrow  depression  with  phenylbutazone 
might  really  prove  to  be  very  rare,  as  the  early  re- 
ports in  the  literature  tend  to  show. 

In  a number  of  early  reports  on  the  use  of  phenyl- 
butazone, a total  of  408  patients  is  listed.  Of  these 
Kuzell  et  al.  report  140,  Stephens  et  al.  report  188, 
Steinbrocker  et  al.  report  52,  and  Smith  et  al.  report 
28. 3-8  Not  one  case  of  agranulocytosis  was  found 
in  all  these  patients  treated  with  phenylbutazone 
for  varying  lengths  of  time.  The  size  of  the  total 
might  almost  be  impressive  enough  to  give  one  a 
false  sense  of  security  as  regards  the  incidence  of 
agranulocytosis.  But,  when  we  consider  a potential 
group  of  8,000,000  users  (arthritics),  perhaps  it  is  too 
soon  to  draw  conclusions  from  these  400  observed 
cases.  Continued  vigilance,  as  cautioned  by  the 
manufacturers,  is  still  imperative.  Furthermore,  all 
the  mentioned  early  observers  have  reported  varying 
incidences  of  untoward  effects,  other  than  agranulo- 
cytosis, where  use  of  the  drug  had  to  be  discontinued. 


Summary 

1 . A case  of  agranulocytosis  following  the  use  of 
phenylbutazone  (Butazolidin)  is  reported. 

2.  Prompt  recovery  occurred  after  discontinu- 
ance of  the  drug  and  use  of  other  therapeutic  meas- 
ures. 

3.  The  possible  incidence  and  relationship  of 
agranulocytosis  to  phenylbutazone  is  discussed. 
Addendum. — Since  the  preparation  of  this  report, 
early  returns  have  finally  begun  to  appear,  as  might 
have  been  anticipated,  in  the  form  of  three  indivi- 
dual reports  of  single  cases  of  agranulocytosis  follow- 
ing the  use  of  phenylbutazone.7-9 


My  thanks  are  due  Dr.  Maurice  Morrison  of  the  Depart- 
ment of  Hematology,  Beth-El  Hospital,  for  the  sternal 
marrow  study  and  other  helpful  suggestions  in  the  prepara- 
tion of  this  report. 
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TEN  STATES  STUDY  PLACEMENT  PROBLEMS 


Twenty-six  representatives  from  10  states  took 
part  in  the  first  regional  Placement  Service  Con- 
ference held  at  Memphis  late  in  March.  It  was 
sponsored  by  the  Committee  on  Extension  of  Hos- 
pitals and  Other  Facilities  of  the  A.M.A.  Council 
on  Medical  Service. 

“This  is  definitely  a job  for  the  states,  but  we  have 
been  charged  by  the  House  of  Delegates  with  stimu- 
lating the  establishment  of  placement  services 
throughout  the  country,”  said  Dr.  Ralph  A.  Johnson 
of  Michigan,  chairman  of  the  committee,  in  opening 
the  conference. 

Thomas  A.  Hendricks  and  Alma  Jensen,  of  the 
council  staff,  and  Arline  Hibbard,  of  the  A.M.A. 
Council  on  Rural  Health,  discussed  the  problem, 
and  figures  were  presented  to  show  that  37  place- 
ment services  now  are  established  in  one  form  or 


another  in  the  various  states.  Of  this  number  32 
are  conducted  by  state  medical  associations,  two 
are  handled  by  state  boards  of  medical  examiners, 
two  by  health  councils,  and  one  (Kentucky)  which  is 
now  being  handled  by  a health  department  will 
soon  be  turned  over  to  a committee  of  the  state 
association. 

A.M.A.  council  records  show  that  more  than 
1,600  openings  are  listed  throughout  the  United 
States.  Recent  reports  from  29  of  the  state  place- 
ment programs  show  that  over  400  physicians 
have  located  in  communities  listed  with  the  state 
placement  services. 

The  10  states  represented  at  the  conference  were: 
Alabama,  Louisiana,  Mississippi,  Tennessee,  Mis- 
souri, Virginia,  Kentucky,  Oklahoma,  Texas,  and 
Michigan. — Secretary’s  Letter,  A.  Al  .A.,  April  8, 1953 


ISCHIAL  OSTEITIS 

Milton  E.  Klinger,  M.D.,  and  Jack  Levine. 
( From  the  Departments  of  Urology  and  Orthopedics, 

"PROM  the  time  of  the  original  description  of 

osteitis  pubis  as  a complication  of  cystostomy  and 
prostatectomy  by  Beer,1  and  its  further  elaboration 
by  Aschner,2  a large  number  of  papers  have  appeared 
on  the  subject.  The  sequence  of  events,  as  related  to 
onset,  symptoms,  physical  and  x-ray  signs,  laboratory 
findings,  and  treatment,  has  been  adequately  de- 
scribed. 

It  is  generally  recognized  that  the  disease  is  not 
merely  an  affection  of  the  pubic  bones  but  one  of  the 
entire  pelvic  girdle.  The  name  “osteitis  pubis”  is 
actually  a misnomer,  for  whereas  the  disease  may  and 
usually  does  begin  in  the  pubis,  and  while  in  most 
instances  the  pubis  is  its  principal  locus  of  attack, 
there  is  generally  a slow,  progressive  spread  of  the 
process  to  the  adjacent  ischial  bones.  In  rare  in- 
stances even  a suppurative  process  in  the  hip  joint 
has  followed  in  the  wake  of  an  osteitis  of  the  pubic 
bone.  Our  review  of  the  reported  cases,  however,  did 
not  disclose  an  instance  in  which  the  principal  physi- 
cal and  x-ray  findings  were  limited  entirely  to  the 
ischium  on  one  side,  to  the  complete  exclusion  of  the 
remainder  of  the  pelvic  bones.  When  such  a case  was 
encountered,  therefore,  it  was  felt  to  be  worth  report- 
ing. 

The  etiology  and  pathogenesis  of  this  interesting 
disorder  remain  in  dispute.  Trophic,  infectious,  and 
traumatic  factors  probably  all  play  a role.  With  the 
introduction  of  retropubic  prostatectomy  and  the  re- 
ported high  incidence  of  pelvic  osteitis  following  this 
operation,  the  importance  of  trauma  to  the  pelvic 
bones  during  operation  has  acquired  more  significance 
as  a possible  etiologic  agent.  But,  as  urologists  well 
know,  pelvic  osteitis  is  by  no  means  unique  to  retro- 
pubic procedures.  When  it  follows  a well-executed 
suprapubic  prostatic  enucleation,  it  is  difficult  to  con- 
ceive of  how  trauma  to  the  bones  can  play  more  than 
a minor  role.  It  must  be  conceded  that,  as  a recent 
editorial  in  the  J.A.M.A.  implies,  the  point  is  still  a 
moot  one.3 

The  present  report  deals  with  a case  of  unilateral, 
circumscribed,  rarefying  osteitis  of  the  ischium  fol- 
lowing a one-stage  suprapubic  enucleation  of  benignly 
hypertrophied  prostate  with  an  overlay  of  chronic 
infection. 

Case  Report 

P.  S.,  age  fifty-five,  was  under  treatment  for  two 
ears  prior  to  hospital  admission.  During  this  period 
e had  had  variable  symptoms  of  vesical  neck  obstruc- 
tion resulting  from  a moderately  enlarged  prostate 
with  a superimposed  prostatitis.  Treatment  con- 
sisted of  bladder  sedation  and  prostatic  massage.  He 
responded  satisfactorily  and  his  residual  urine  re- 
mained within  acceptable  limits.  However,  in  Sep- 
tember, 1950,  he  was  seen  in  acute,  complete  urinary 
retention.  A self-retaining  catheter  was  inserted 
without  difficulty,  and  the  patient  was  admitted  to 
the  hospital. 

His  past  history  was  essentially  negative.  Pre- 
liminary studies  in  the  hospital  showed  normal  upper 
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Fig.  1.  X-ray  of  the  pelvis  and  spine  showing 
an  area  of  rarefaction  in  the  left  ischium  below  the 
acetabulum. 


urinary  tract  on  excretion  urography.  Blood  chem- 
istries, including  urea  nitrogen  and  phosphatases,  were 
normal.  Bacteriologic  study  of  the  urine  showed  no 
growth  of  organisms.  An  x-ray  of  the  chest  indicated 
the  presence  of  a healed  tuberculous  lesion  in  the 
upper  portion  of  the  right  lung.  Following  a suitable 
interval  of  continuous  catheter  drainage,  during  which 
time  Sulfadiazine  was  administered,  and  after  clear- 
ance was  given  by  a consultant  in  internal  medicine 
with  respect  to  the  pulmonary  lesion,  a one-stage 
suprapubic  prostatectomy  was  performed.  The 
enucleation  was  easily  accomplished.  Considerable 
bleeding  was  encountered.  This  was  adequately  con- 
trolled with  an  Oxycel  gauze  pack. 

The  patient’s  postoperative  course  shortly  began 
to  be  characterized  by  pronounced  elevation  of  tem- 
perature. This  occurred  after  the  packing  had  been 
removed  uneventfully  and  the  patient  had  already 
begun  to  void  small  amounts  of  urine.  A chest  x-ray 
at  this  point  showed  consolidation  in  the  upper  right 
lung,  despite  the  intensive  exhibition  of  antibiotic 
drugs  and  the  absence  of  notable  signs  on  physical 
examination.  Sputum  studies  disproved  the  sus- 
picion that  the  lesion  was  a reactivation  of  the  old 
tuberculous  infection.  Nevertheless,  vigorous  strep- 
tomycin therapy,  in  combination  with  other  anti- 
biotics, was  administered,  and  the  lesion  gradually 
resolved.  In  the  meantime,  the  suprapubic  wound 
had  healed  and  normal  voiding  had  been  resumed. 
The  pathologist’s  report  on  the  enucleated  prostate 
was  “benign  nodular  hyperplasia.” 

Following  the  patient’s  discharge  from  the  hospital, 
the  customary  regime  of  antibiotics,  bladder  irriga- 
tions, etc.  was  carried  out,  and  the  patient  followed 
the  usual  course  with  respect  to  his  urinary  function. 
However,  four  weeks  after  operation,  he  began  to 
complain  of  pain  in  the  left  lower  extremity  with 
characteristic  sciatic  distribution.  He  was  referred 
for  orthopedic  consultation,  and  was  found  to  have 
tenderness  over  the  left  ischial  tuberosity  and  along 
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Fig.  2.  Follow-up  x-ray  of  the  pelvic  bones, 
after  one  month,  showing  osseous  regeneration  in 
the  affected  region  of  the  ischium. 


the  left  sciatic  nerve,  a positive  straight  leg  raising 
test,  and  limited  left  lateral  flexion  of  the  spine.  X- 
rav  examination  of  the  pelvis  and  spine  ('Fig.  1) 
showed  an  area  of  rarefaction  in  the  left  ischium  be- 
low the  acetabulum.  The  remainder  of  the  study 
was  negative  except  for  slight  scoliosis  of  the  lumbar 
spine  to  the  left  and  some  hypertrophic  osteoartbritic 
changes  in  the  lumbosacral  spine. 

The  x-ray  appearance  of  the  lesion  led  us  to  suspect 
that  a carcinoma  of  the  prostate  might  have  been 
overlooked  or  that  the  lesion  might  represent  a tuber- 
culous osteitis  following,  as  it  did,  in  the  wake  of  what 
might  have  been  a tuberculous  pneumonia.  However, 
the  subsequent  clinical  and  x-ray  course,  with  rather 
prompt  reossification  in  the  absence  of  hormonal 
therapy,  led  us  to  discard  both  these  possibilities  as 
etiologic-  agents  and  made  us  feel  that  the  lesion  repre- 
sented a pelvic  osteitis,  similar  in  its  general  charac- 


teristic to  osteitis  pubis  but  unusual  in  its  location 
and  in  the  fact  that  no  other  bones  were  involved. 
Treatment  consisted  of  rest,  analgesics,  and  physio- 
therapy. There  was  a gradual  diminution  of  pain 
and  resumption  of  normal  locomotion.  A follow-up 
x-ray  study  of  the  pelvic  bones,  after  a month  had 
elapsed,  showed  osseous  regeneration  in  the  affected 
region  of  the  ischium  (Fig.  2).  No  subsequent 
symptomatic  or  objective  sequelae  resulted. 

Just  why  this  selective  localization  in  the  ischium 
should  have  occurred  is  not  readily  apparent.  Some 
relationship  to  the  pre-existing,  long-standing  infec- 
tion in  the  prostate  suggests  itself.  It  may  be  that  a 
smoldering  thrombophlebitis  involving  a group  of 
small  venous  radicals  in  the  pelvis  was  present.  In 
communicating  with  veins  draining  the  pelvic  bones, 
an  extension  of  the  process  to  than  was  permitted 
and  finally  caused  an  occlusion  of  these  venous  chan- 
nels resulting  in  the  local  changes  noted  in  the  bone. 
As  a matter  of  fact,  we  have  the  feeling  that  if  the 
cases  of  pelvic  osteitis  following  prostatectomy  were 
to  be  critically  reviewed  from  the  standpoint  of  infec- 
tion in  the  gland  before  operation  and  the  extent  of 
deep  pelvic  infection  after  operation,  it  would  be 
found  that  there  is  more  than  a casual  relationship 
between  the  two.  Certainly  in  the  present  case,  the 
possibility  of  drainage  of  infected  urine  over  the  af- 
fected bone  acting  as  a causal  agent  is  remote,  at  best. 

Summary 

A case  of  pelvic  osteitis  with  unilateral  localization 
in  the  ischium  following  suprapubic  prostatectomy  is 
presented. 

While  this  case,  in  itself,  is  not  unusual,  except  as 
to  location,  it  serves  to  emphasize  the  broader  aspects 
of  the  disease  and  suggests  the  need  for  careful  investi- 
gation of  all  cases  in  which  the  slightest  suspicion  of 
such  bone  complications  after  prostatectomy  is  present. 
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SKIN  INJURY  BY  FLUORESCENT  BULB 
When  cutaneous  lesions  caused  by  the  fragments 
of  a fluorescent  bulb  failed  to  heal  after  two  years,  a 
permanent  cure  was  finally  effected  by  wide  excision 
of  the  draining  lesion  and  apparently  healthy  sur- 
rounding tissue  followed  by  transplantation  of  a full 
skin  flap.  The  necessity  for  this  definitive  action 
in  these  cases  is  the  migration  of  implanted  beryl- 
lium, which  is  carried  by  macrophages  far  into  the 


surrounding  tissues.  As  a result,  draining  sinuses 
are  created  which  resist  conservative  procedures. 
Dr.  W.  C.  Dreese  reported  that  active  tubercle-like 
granulomas  were  found  two  years  after  injury. 
Consequently,  it  is  essential  that  all  contaminated 
tissue,  which  may  appear  healthy,  be  removed  prior 
to  initial  wound  closure. — Journal  of  the  Kansas 
Medical  Society , December,  1952 


Special  Article 

THE  NEW  YORK  STATE  PLAN  FOR  DISTRIBUTION  OF  GAMMA 
GLOBULIN  FOR  POLIOMYELITIS  PROPHYLAXIS 

Herman  E.  Hilleboe,  M.D.,  Albany,  New  York 
( Commissioner , New  York  State  Department  of  Health ) 


TT  IS  both  timely  and  appropriate  at  this  Annual 

Meeting  of  the  Medical  Society  of  the  State  of 
New  York  in  the  month  of  May  to  discuss  the  plans 
of  the  State  Health  Department  for  the  distribution 
and  use  of  gamma  globulin  in  the  prophylaxis  of 
poliomyelitis.  In  the  next  few  months  the  polio- 
myelitis season  will  be  upon  us,  and  we  need  to  pre- 
pare ourselves  for  the  task  ahead. 

Ever  since  last  October,  when  Dr.  William  McD. 
Hammon  presented  his  paper  on  the  results  of  his 
investigations  with  gamma  globulin  in  the  preven- 
tion of  poliomyelitis,1  all  of  us  have  been  aware  of 
the  implications  contained  in  his  findings.  Al- 
though gamma  globulin  is  not  the  final  answer  to  the 
poliomyelitis  problem,  we  have  in  view  for  the  first 
time  the  possibility  of  preventing  some  cases  of  this 
dread  disease. 

This  summer  the  problem  of  distributing  gamma 
globulin  throughout  the  State  will  be  an  unusually 
difficult  one  because,  as  all  of  us  know,  there  is 
simply  not  enough  to  go  around.  There  are  only 
about  one  million  doses  for  the  whole  country,  while 
in  New  York  State  alone  there  are  five  million  chil- 
dren and  young  adults  in  the  age  group  most  suscep- 
tible to  poliomyelitis.  However,  by  working  to- 
gether in  close  cooperation,  the  health  departments 
and  private  physicians  can  make  certain  that  every 
drop  of  this  valuable  substance  allocated  to  New 
York  State  will  be  put  to  its  best  possible  use. 

Ever  since  Hammon  gave  his  October  report,  the 
State  Health  Department  has  had  a small  group  of 
its  scientists  working  on  the  problem  of  gamma 
globulin  distribution.  In  February,  1953,  we  held  a 
conference  of  all  county,  city,  and  district  health 
officers,  and  also  met  with  the  Medical  Society  of  the 
State  of  New  York’s  Council  Committee  on  Public 
Health  and  Education  under  the  chairmanship  of 
Dr.  Theodore  Curphey.  Since  the  middle  of  Febru- 
ary, when  the  Federal  Office  of  Defense  Mobiliza- 
tion began  drawing  up  tentative  distribution  plans, 
we  have  been  sending  out  biweekly  bulletins  to 
health  officers  and  to  the  members  of  the  Council 
Committee  on  Public  Health  and  Education  so  that 
they  might  be  kept  currently  informed  regarding  the 
latest  developments  in  this  field.  While  any  state 
distribution  plan  had  to  await  the  issuance  of  the 
final  Federal  plan  by  the  Office  of  Defense  Mobiliza- 
tion, we  were  prepared  to  take  action  immediately 
after  the  Federal  plan  was  received  on  April  22. 

A first  draft  of  the  State  distribution  plan  was 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  General  Sessions, 
May  5.  1953. 


sent  out  to  the  Council  Committee  on  Public  Health 
and  Education  and  to  all  city,  county,  and  district 
health  officers  for  their  comments  and  suggestions. 
After  these  comments  were  received  and  the  sug- 
gested changes  acted  upon,  we  were  able  to  put  into 
the  mail  yesterday,  May  4,  the  New  York  State 
distribution  plan. 

According  to  the  Federal  plan  released  by  the  Of- 
fice of  Defense  Mobilization,  57  per  cent  of  the 
national  pool  of  gamma  globulin  is  to  be  allocated 
for  administration  to  contacts  of  poliomyelitis  cases; 
33  per  cent  will  be  retained  by  the  national  alloca- 
tion authority  for  mass  community  prophylaxis, 
and  10  per  cent  will  be  held  for  emergency  use  and 
research. 

Under  this  plan  New  York  State  will  be  allocated 
60  cc.  of  gamma  globulin  for  every  reported  case  of 
poliomyelitis,  based  on  the  average  number  of  re- 
ported cases  for  the  five-year  period  1947  to  1951, 
with  additional  allocation  in  the  future  for  reported 
cases  in  excess  of  the  five-year  average.  Based 
upon  an  annual  average  of  2,638  reported  cases 
during  this  period,  New  York  State,  including  New 
York  City,  is  expected  to  receive  an  allocation  of 
158,280  cc.  We  anticipate  receiving  the  first  ship- 
ment of  a portion  of  our  allocation  about  May  15. 

Gamma  globulin  allocated  to  New  York  State 
from  the  national  pool  will  be  distributed  in  accord- 
ance with  the  plan  which  is  outlined  below.  This 
plan  is  effective  May  15,  1953.  Gamma  globulin 
will  be  distributed  locally  as  soon  as  supplies  are 
received  from  the  national  pool.  If  circumstances 
affecting  the  supply  of  gamma  globulin  change,  the 
distribution  plan  will  be  amended  accordingly,  and 
you  will  be  notified  immediately. 

New  York  State  Distribution  Plan 

The  major  features  of  the  New  York  State  plan 
are  as  follows: 

1.  Usage. — Gamma  globulin  is  of  recognized 
value  only  for  the  prophylaxis  of  poliomyelitis  and 
not  for  its  treatment.  Because  gamma  globulin  is 
in  critically  short  supply,  its  usage  must  be  limited 
to  contacts  of  reported,  diagnosed  cases.  It  cannot 
be  provided  for  contacts  of  suspected  cases. 

2.  Availability. — New  York  State  will  be  allo- 
cated gamma  globulin  from  the  national  pool  on 
the  basis  of  an  average  of  60  cc.  per  reported  case. 
Gamma  globulin  will  be  made  available  to  full-time 
local  health  officers  at  this  average  rate  for  distribu- 
tion to  physicians  for  use  in  the  following  groups: 

(a)  Household  contacts:  In  the  allocation  of 

gamma  globulin,  first  consideration  will  be  given  to 
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members  of  the  patient’s  household  who  have  been 
in  direct  contact.  Such  contact  shall  have  been  at 
some  time  within  the  previous  twelve  days  and  while 
the  patient  was  in  the  communicable  stage.  The 
communicable  stage  is  defined  as  three  days  before 
to  seven  days  after  onset  of  illness.  Use  of  gamma 
globulin  will  be  limited  to  household  contacts  under 
thirty  years  of  age  and  to  pregnant  women  of  all 
ages. 

( b ) Nonhousehold  contacts:  In  view  of  the  lim- 
ited supplies  of  gamma  globulin  and  because  there  is 
less  likelihood  of  intimate  exposure,  only  secondary 
consideration  can  be  given  to  nonhousehold  con- 
tacts. Within  the  60-c,c.  average  allotment  per 
case,  the  health  officer  may  provide  gamma  globu- 
lin for  administration  to  persons,  not  members  of 
the  patient’s  household,  who  have  had  direct  physi- 
cal contact  at  some  time  during  the  previous  twelve 
days  with  a reported  case  in  the  communicable 
stage  (as  defined  above).  Use  of  gamma  globulin 
will  be  limited  to  nonhousehold  contacts  under 
twenty-one  years  of  age,  pregnant  women  of  all 
ages,  and  nurses  caring  for  poliomyelitis  patients  in 
the  communicable  stage. 

3.  Dosage. — The  recommended  dosage  of  gamma 
globulin  for  poliomyelitis  prophylaxis  is  0.14  cc. 
per  pound  of  body  weight.  Thus,  for  example,  a 
50-pound  child  would  receive  7 cc.  Because  of  the 
limited  supply  the  use  of  gamma  globulin  must  be 
restricted  to  one  dose  per  person  per  epidemic  year. 

4.  Procurement. — Gamma  globulin  may  be  pro- 
cured by  physicians  through  the  full-time  city, 
county,  or  district  health  officer  in  his  area  by  fur- 
nishing the  health  officer  with  certain  information 
regarding  the  patient  and  his  contacts.  To  facilitate 
prompt  procurement  and  administration  of  gamma 
globulin,  the  physician  may  supply  the  necessary 
information  and  receive  authorization  from  the 
health  officer  by  telephone. 

5.  Mass  Community  Prophylaxis. — Under  ex- 
ceptional circumstances,  additional  supplies  of 
gamma  globulin  may  be  allocated  by  the  national 
authority  for  use  in  mass  community  prophylaxis. 
Requests  for  such  use  of  gamma  globulin  will  origi- 
nate with  full-time  health  officers  in  the  local  area 
after  consultation  with  the  local  medical  society  and 
will  be  reviewed  at  the  state  and  national  levels. 

Summary 

The  distribution  plan  outlined  has  been  developed 
by  the  New  York  State  Department  of  Health  after 
consultation  with  full-time  local  health  officers  and 


the  Council  Committee  on  Public  Health  and  Edu- 
cation of  the  Medical  Society  of  the  State  of  New 
York.  It  is  the  aim  of  the  plan  to  make  the  most  ef- 
fective possible  use  of  the  limited  supply  of  gamma 
globulin  which  will  be  allocated  to  New  York  State 
from  the  national  pool.  We  are  deeply  grateful 
to  the  conscientious  members  of  the  Council  Com- 
mittee on  Public  Health  and  Education  and  to  the 
city,  county,  and  district  health  officers  for  their 
many  hours  spent  in  the  development  of  this  plan. 

Since  gamma  globulin  is  recognized  to  be  of  value 
only  in  poliomyelitis  prophylaxis  and  not  in  treat- 
ment, the  allocated  supply  will  be  provided  for 
prophylaxis  only. 

In  accordance  with  the  official  recommendations 
of  the  Federal  Office  of  Defense  Mobilization,  gamma 
globulin  will  be  made  available  to  contacts  of  polio- 
myelitis patients  under  the  conditions  outlined  in 
the  plan.  The  administration  of  gamma  globulin 
to  contacts  is  based  on  sound  epidemiologic  evidence 
w'hich  indicates  that  the  risk  of  getting  poliomyelitis 
is  many  times  greater  among  household  contacts  of 
a patient  during  the  communicable  stage  than  it  is 
among  the  general  population.  Detailed  discussion 
of  this  point  will  be  found  in  the  report  by  Hammon 
et  al.1 

As  you  know%  Hammon  was  the  scientist  in  charge 
of  the  million-dollar  gamma  globulin  experiment 
financed  by  the  National  Foundation  for  Infantile 
Paralysis.  One  of  the  statements  in  his  final  report 
is  of  particular  significance:  “Used  thus,  in  families 
of  diagnosed  cases,  gamma  globulin  should  prevent 
more  disease  and  disability  per  thousand  units  em- 
ployed than  if  given  on  a mass  basis  in  most  areas 
where  epidemics  occur.” 

Since  gamma  globulin  will  be  allocated  to  New 
York  State  at  an  average  rate  of  60  cc.  per  reported 
case,  and  wall  be  reallocated  locally  on  this  same 
basis,  the  amount  used  for  contacts  of  a reported 
case  must  not  exceed  this  average  rate. 

We  are  all  well  awrare  of  the  great  public  concern 
about  poliomyelitis  and  the  interest  that  centers 
around  this  useful  but  limited  control  measure.  To 
make  the  best  use  of  the  critically  short  supply  of 
gamma  globulin  and  to  minimize  public  anxiety  will 
require  close  working  relationships  between  private 
and  public  health  physicians.  We  pledge  you  our 
fullest  cooperation  in  the  difficult  days  ahead  of  us. 

Reference 

1.  Hammon,  W.  McD.,  et  al.:  J.A.M.A.  151 : 1272 

(Apr.  11)  1953. 
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GAMMA  GLOBULIN  DISTRIBUTION 
To  secure  supplies  of  gamma  globulin  for  poliomyelitis  prophylaxis  physicians  should 
contact  the  full-time  health  officer  having  jurisdiction.  Following  is  a list  of  full-time 
health  officers  arranged  alphabetically  by  city  and  county  showing  title,  address,  and 
telephone  numbers, 

COUNTY  OR  CITY  HEALTH  OFFICER  TITLE*  ADDRESS  TELEPHONE 


Albany 
Allegany 
Binghamton 
Broome  (excluding 
Binghamton  city) 
Cattaraugus 
Cayuga 
Chautauqua 


John  Powers,  M.D. 

Milton  Tully,  M.D. 

Elton  R.  Dickson,  M.D. 
Daniel  P.  McMahon,  M.D. 


Comm. 

D.H.O. 

Health  Officer 
D.H.O. 


Murray  Grant,  M.D.  Comm. 

Walter  C.  Levy,  M.D.  D.H.O. 

T.  Sylvia  Miner,  M.D.  D.H.O. 


Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess  (excluding 
Poughkeepsie 
City) 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Hamilton 

Herkimer 

Jefferson 

Lewis 

Livingston 

Madison 

Monroe  (excluding 
Rochester  City) 
Montgomery 
Mount  Vernon 
Nassau 
New  Rochelle 

New  York  City 
Niagara  Falls 
Niagara  (excluding 
Niagara  Falls 
City) 

Oneida  (excluding 
Utica  City) 
Onondaga  (exclud- 
ing Syracuse  City) 
Ontario 
Orange 
Orleans 
Oswego 
Otsego 

Poughkeepsie 

Putnam 

Rensselaer 

Rochester 

Rockland 

Saint  Lawrence 

Saratoga 

Schenectady,  City 
Schenectady  (ex- 
cluding Schenect- 
ady City) 
Schoharie 
Schuyler 
Seneca 
Steuben 
Suffolk 
Sullivan 
Syracuse 
Tioga 
Tompkins 
Ulster 
Utica 

Warren 

Washington 

Wayne 

Westchester(exclud- 
ing  Mount  Ver- 
non. New  Ro- 
chelle, and  Yonk- 
ers) 

Wyoming 


Milton  Tully,  M.D. 

Daniel  P.  McMahon,  M.D. 
Clayton  M.  Steward,  M.D. 
Raymond  D.  Fear,  M.D. 
Joseph  F.  Rudmin,  M.D. 
Michael  Lipari,  M.D. 
Raymond  D.  Fear,  M.D. 


D.H.O. 

D.H.O. 

D.H.O. 

Acting  Comm. 
Comm. 

D.H.O. 

D.H.O. 


Berwyn  F.  Mattison,  M.D. 
Clayton  M.  Steward,  M.D. 
Clayton  M.  Steward,  M.D. 
James  J.  Quinlivan,  M.D. 
Roger  G.  Knipe,  M.D. 
Michael  Lipari,  M.D. 
Clayton  M.  Steward,  M.D. 
Evelyn  F.  H.  Rogers,  M.D. 
Gordon  R.  Gray,  M.D. 
Gordon  R.  Gray,  M.D. 
Robert  W.  Bacorn,  M.D. 
Evelyn  F.  H.  Rogers,  M.D. 
Robert  W.  Bacorn,  M.D. 


Comm. 

D.H.O. 

D.H.O. 

Acting  D.H.O. 
D.H.O. 

D.H.O. 

D.H.O. 

D.H.O. 

D.H.O. 

D.H.O. 

Acting  D.H.O. 
D.H.O. 

Acting  D.H.O. 


James  J.  Quinlivan,  M.D. 
Theodore  A.  Jost,  M.D. 
Earle  G.  Brown,  M.D. 
Chester  A.  Hicks,  M.D. 

John  F.  Mahoney,  M.D. 
Jerauld  A.  Campbell,  M.D. 
Roger  G.  Knipe,  M.D. 


Acting  D.H.O. 
Comm. 

Comm. 

Dir.  Pub. 

Health 

Comm. 

Health  Officer 
D.H.O. 


Evelyn  F.  H.  Rogers,  M.D.  D.H.O. 
Walter  C.  Levy,  M.D.  D.H.O. 


William  R.  Donovan,  M.D. 
John  A.  Degen,  Jr.,  M.D. 
Robert  W.  Bacorn,  M.D. 
Walter  C.  Levy,  M.D. 
Michael  Lipari,  M.D. 
George  Kraus,  M.D. 
Raymond  D.  Fear,  M.D. 
Frank  E.  Coughlin,  M.D. 
Albert  D.  Kaiser,  M.D. 
John  A.  Degen,  Jr.,  M.D. 
Gordon  R.  Gray,  M.D. 
Burke  Diefendorf,  M.D. 
Malcolm  A.  Bouton,  M.D. 
Malcolm  A.  Bouton,  M.D.f 


D.H.O. 

D.H.O. 

Acting  D.H.O. 
D.H.O. 

D.H.O. 

Health  Officer 
D.H.O. 

Comm. 

Health  Officer 
D.H.O. 

D.H.O. 

D.H.O. 

Health  Officer 
Health  Officer 


Ward  L.  Oliver,  M.D. 
William  R.  Donovan,  M.D. 
William  R.  Donovan,  M.D. 
Milton  Tully,  M.D. 

Philip  J.  Rafle,  M.D. 

John  A.  Degen,  Jr.,  M.D. 
C.  A.  Sargent,  M.D. 

Daniel  P.  McMahon,  M.D. 
Robert  H.  Broad,  M.D. 
Dudley  Hargrave,  M.D. 
David  E.  Bigwood,  Jr., 
M.D. 

Burke  Diefendorf,  M.D. 
Burke  Diefendorf,  M.D. 
Robert  W.  Bacorn,  M.D. 
William  A.  Holla,  M.D 


Acting  Comm. 
D.H.O. 

Acting  Comm. 
D.H.O. 

Comm. 

D.H.O. 

Comm. 

D.H.O. 

Comm. 

Comm. 

Health  Officer 

D.H.O. 

D.H.O. 

Acting  D.H.O. 
Comm. 


Donald  B.  Thomas,  M.D.  Acting  Comm. 


Yates  William  R.  Donovan,  M.D.  D.H.O. 

Yonkers  Ralph  F.  Sykes,  M.D.  Comm. 


Room  203,  City  Hall,  Albany  5-8894 

42  Broadway,  Hornell  1038 

Municipal  Bldg.,  Binghamton  2-0216 

116  State  St.,  Binghamton  2-4237 

302  Laurens  St.,  Olean  3181 

316  S.  Warren  St.,  Syracuse  2 3-0166 

601  Hotel  Jamestown  Bldg.,  James-  5-139 

town 

42  Broadway,  Hornell  1038 

116  State  St.,  Binghamton  2-4237 

Paul  Smith  Bldg.,  Saranac  Lake  490 

363  Allen  St.,  Hudson  8-3358 

Court  House,  Cortland  1490 

16  Dietz  St.,  Oneonta  2586 

35  Market  St.,  Poughkeepsie  129 


601  City  Hall,  Buffalo  2 MOhawk  2800 

Paul  Smith  Bldg.,  Saranac  Lake  490 

Paul  Smith  Bldg.,  Saranac  Lake  490 

18  S.  Market  St.,  Johnstown  6 3189 

127  North  St.,  Batavia  1710 

16  Dietz  St.,  Oneonta  2586 

Paul  Smith  Bldg.,  Saranac  Lake  490 

18  Pearl  St.,  Utica  2 2-5137 

113  Park  Place,  Watertown  6102 

113  Park  Place,  Watertown  6102 

510  Terminal  Bldg.,  Rochester  4 Hamilton  7040 
18  Pearl  St.,  Utica  2 2-5137 

510  Terminal  Bldg.,  Rochester  4 Hamilton  7040 

18  S.  Market  St.,  Johnstown  6-3189 

City  Hall  Bldg.,  Mt.  Vernon  8-2200 

1053  Franklin  Ave.,  Garden  City  3-3000 

30  Church  St.,  New  Rochelle  2-2021 

125  Worth  St.,  New  York  13  WOrth  2-6900 

City  Hall,  Niagara  Falls  7811 

127  North  St.,  Batavia  1710 


18  Pearl  St.,  Utica  2 2-5137 

316  S.  Warren  St.,  Syracuse  2 3-0166 

Geneva  General  Hospital,  Geneva  8156 

34  South  St.,  Middletown  5087 

510  Terminal  Bldg.,  Rochester  4 Hamilton  7040 
316  S.  Warren  St.,  Syracuse  2 3-0166 

16  Dietz  St.,  Oneonta  2586 

24  Washington  St.,  Poughkeepsie  10400 

35  Market  St.,  Poughkeepsie  129 

Health  Bldg.,  7th  & State  St.,  Troy  AShley  2-2300 
44  Marshall  St.,  Rochester  Hamilton  0600 

34  South  St.,  Middletown  5087 

113  Park  PI.,  Watertown  6102 

11-17  South  St.,  Glens  Falls  2-0929 

City  Hall,  Schenectady  4-3151 

City  Hall,  Schenectady  4-3151 


Schoharie  174 

Geneva  General  Hospital,  Geneva  8156 

68  Fall  St.,  Seneca  Falls  1022 

42  Broadway,  Hornell  1038 

246  Griffing  Ave.,  Riverhead  3140 

34  South  St.,  Middletown  5087 

City  Hall,  Syracuse  74-2751 

116  State  St.,  Binghamton  2-4237 

105  E.  Seneca  St.,  Ithaca  3454 

15  Main  St.,  Kingston  5300 

827  Union  St.,  Utica  2 4-1141 

11-17  South  St.,  Glens  Falls  2-0929 

11-17  South  St.,  Glens  Falls  2-0929 

510  Terminal  Bldg.,  Rochester  4 Hamilton  7040 
County  Office  Bldg.,  White  Plains  9-1300 


Wyoming  Co.  Community  Hospi-  338 

tal,  Warsaw 

Geneva  General  Hospital,  Geneva  8156 

Health  Center  Bldg.,  Nepperhan  3-3980 

Ave.,  Yonkers 


* Comm. — Commissioner  of  Health  of  a city  or  county 
D.H.O. — District  Health  Officer 
t By  arrangement  with  Johnstown  District  Office 
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Conducted  by  George  P.  Farrell,  Director 
Bureau  of  Medical  Care  Insurance 

Medical  Society  of  the  State  of  New  York 


T2ENEFITS  paid  for  doctors’  services  for  the 
three-month  period  ending  March  31,  1953, 
in  the  New  York  State  Blue  Shield  Plans,  amounted 
to  -$7,027,055,  covering  171,936  claims,  as  compared 
to  $5,737,035  for  the  same  period  in  1952  covering 


138,930  claims,  an  increase  in  benefits  paid  of 
$1,290,020  and  an  increase  in  claims  of  33,006. 

During  the  above  period  ending  March  31,  1953, 
membership  increased  by  128,562,  making  the  total 
membership  3,895,643.  Statistical  tables  follow: 


TABLE  I. — Membership  Progress — Quarter  Ending  March  31,  1953 


By  Types 
of  Contracts 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

James- 

town 

Totals 

Surgical 

March  31.  1953 
December  31,  1952 

1,456,961 
1 .461 .074 

364,889 

367,172 

271,269 

259,257 

6,107 

10,401 

62,142 

66.652 

7.840 

6.760 

2,169,208 
2,171 ,316 

Increase 

-4,113 

-2,283 

12,012 

-4,294 

-4,510 

1,080 

-2,108 

Surgical.  In-Hospi- 
tal Medical 
March  31,  1953 
December  31,  1952 

1 ,247,690 
1,163,376 

29,870 

16,613 

36,524* 

107,996 

104,338 

161 ,575 
151.297 

1 , 583 , 655 
1.435.624 

Increase 

84,314 

13,257 

36,524 

3,658 

10,278 

148,031 

Surgical-Medical 
(Home.  Office, 
Hospital) 

March  31.  1953 
December  31,  1952 

102,898 

95.432 

39,882 

64.709 

142.780 

160,141 

Increase 

7,466 

-24,827 

-17,361 

Grand  Totals 
March  31.  1953 
December  31.  1952 

2,807.549 

2.719.882 

394.759 

383,785 

271,269 

259,257 

82,513 

75,110 

170,138 

170.990 

161 ,575 
151,297 

7,840 

6,760 

3.895.643 

3,767.081 

Increase 

87.667 

10,974 

12,012 

7,403 

-852 

10,278 

1,080 

128.562 

* Indicates  accumulated  members  with  service  type  contracts:  all  others  indemnity. 


TABLE  II. — Comparison  of  Membership  Increases  for  Three  Months  Ending  March  31,  1953  and  1952 


By  Types  of 
Contracts 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

James- 

town 

Totals 

Surgical 

March  31,  1953 
March  31,  1952 

-4.113 

25,332 

-2.283 

20.872 

12,012 

11,597 

-4,294 
1 ,667 

-4,510 

1,338 

1 ,080 
1,661 

-2,108 

62,467 

Surgical.  In-Hospital 
Medical 
March  31,  1953 
March  31,  1952 

84,314 
81 ,754 

13,257 

47 

36,524* 

3,658 

5,429 

10,278 

3,478 

148,031 

90,708 

Surgical-Medical  (Home, 
Office,  Hospital) 
March  31.  1953 
March  31,  1952 

7,466 

-3,029 

-24,827 

3,615 

-17,361 

586 

Grand  Totals 
March  31,  1953 
March  31.  1952 

87,667 

104.057 

10,974 

20,919 

12,012 

11,597 

7,403 

5.282 

-852 

6,767 

10,278 

3,478 

1.080 

1,661 

128.562 

153,761 

Comparison  not  available. 
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Table  III. — Claim  Data  (Paid  Basis)  for  Year  to  March  31,  1953,  and  Comparison  of  Claim  Incidence,  March  31, 

1953  and  1952 


Plan  Location  and  Type 
of  Contract 

Earned 

Premium 

Income 

Claim 

Cost 

Per  Cent 
of  Claim 
Cost  to 
Earned 
Premium 

Number 

of 

Claims 

Average 
Cost  per 
Claim 

Claim  Incidence 
per  1 ,000  Members 

. per  Annum • 

1953  1952 

New  York 
Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

$3,312,250 

3,401,072 

514,304 

$2,381 ,881 
2,282,055 
488,912 

71.91 
67.  10 
95.06 

35,961 

38,131 

37,619 

$66.23 
59. 85 
13.00 

98.6 

127.7 

1529.8 

87.4 

113.5 

1218.2 

Total 

S 

7,227,626 

$5 

,152,848 

71.29 

111,711 

$46. 13 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

$ 

797,195 

64,475 

$ 

575,494 

37,171 

72.  19 
57. 65 

22,335 

1,563 

$25.77 

23.78 

243.2 

292.8 

219.9 

339.7 

Total 

S 

861,670 

$ 

612,665 

71.10 

23,898 

$25. 64 

Rochester 

Surgical 

$ 

801,708 

$ 

531,442 

66.29 

11 ,736 

$45.28 

176.4 

162.9 

Syracuse 

Surgical 

Surgical,  In-Hospital  Medical 
Surgical-Medical 

s 

14,245 

133,273 

92,431 

$ 

12,151 
92,371 
62 , 036 

85.30 

69.31 
67.11 

403 
4,710 
1 ,994 

$30.15 

19.61 

31.11 

197.7 

218.4 

359.9 

212.8 
442.  4 

Total 

$ 

239,949 

$ 

166,558 

69.41 

7,107 

$23.44 

Utica 

Surgical 

Surgical,  In-Hospital  Medical 

$ 

102,078 

244,805 

$ 

84,279 

165,234 

82.56 

67.49 

3,695 

7,262 

$22.81 

22.75 

229.5 

273.6 

240.5 

271.9 

Total 

$ 

346,883 

$ 

249,513 

71.93 

10,957 

$22.77 

Albany 

Surgical,  In-Hospital  Medical 

$ 

401 ,939 

$ 

304,023 

75.  64 

6,305 

$48.22 

161.2 

173.9 

Jamestown 

Surgical 

$ 

20,811 

$ 

10,007 

48.09 

222 

$45.08 

121.6 

59  0 

Grand  Totals 

$9,900,586 

$7,027,055 

70.98 

171.936 

$40.87 

TABLE  IV. — Income,  Gain  and  Loss  for  Three  Months  Ending  March  31,  1953 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

James- 

town 

Earned  Premium  Income 

$7,385,373 

$861 ,670 

$801 ,708 

$239,949 

$346,883 

$402,257 

$20,811 

Claims  and  Expenses  In- 
curred 

6 

,575,697 

773,976 

621,917 

200,540 

291 ,812 

372.963 

19,611 

Gain  from  Underwriting 

$ 

809,676 

$ 87,694 

$179,791 

$ 39,409 

$ 55,071 

$ 29,294 

$ 1,200 

Underwriting  Adjustments 
Deferred  Maternity 
Benefits 

$ 

-$  5,000 

-$  2,546 

$ 

-$  15,000 

-$  1,771 

Profit  and  Loss  Items 

8,217 

6,265 

105 

60 

-317 

Total 

S 

8,217 

$ 1,265 

-$  2,441 

$ 60 

-$  15,317 

-$  1,771 

Adjusted  Gain  from  Under- 
writing 

$ 

817,893 

$ 88,959 

$177,350 

$ 39,409 

$ 55,131 

$ 13,977 

-$  571 

Gain  from  Investments 

91,342 

7,301 

2,366 

3,517 

5,034 

2,550 

Gain  from  Underwriting 
and  Investments 

$ 

909,235 

$ 96,260 

$179,716 

$ 42,926 

$ 60,165 

$ 16,527 

-$  571 

Surplus  Adjustments 
Provision  for  Special 
Contingent  Surplus 

-$ 

323,936 

-$  34,670 

-$  32,158 

-$  9,598 

-$  13,875 

-$  16,090 

-$  832 

Provision  for  Epidemic 
and  other  Contingen- 
cies 

147,707 

Reduction  in  Maternity 
Reserves 

55,000 

Payments  of  Money 
Withheld  from  Physi- 
cians, September  to 
November,  1951 

- 132,342 

Provision  for  Security 
Valuation 

- 24,000 

Payments  to  Physicians 
(Difference  between  90 
per  cent  and  Parity) 

- 121,125 

Total 

-$ 

416,643 

-$167,012 

-$153,283 

-$  9,598 

-$  37,875 

-$  16,090 

-*  832 

Net  Increase  (or  decrease) 
in  Unassigned  Surplus 

$ 

492,592 

-$  70,752 

$ 26,433 

$ 33,328 

$ 22,290 

$ 437 

-$  1,403 
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Table  V. — Comparison  op  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium  Income  por 

Threi  Months  Ending  March  31,  1953  and  1952 


James- 

New  York  Buffalo  Rochester  Syracuse  Utica  Albany  town  Totals 


Earned  Premium  Income 
March  31,  1953 
March  31,  1952 

$7,385,373  $861,670  $801,708  $239,949  $346,883 
5,923,438  764,866  510,947  160,179  324.167 

$402,257 

312.358 

$20,811 

7,273 

$10,058,651 

8,003,228 

Claim  Expense 
March  31,  1953 
March  31,  1952 

$5,497,983  $682,634  $549,434  $170,020  $232,444 
4,302,786  565,852  458,643  114,967  242,073 

$330,061 

267.908 

$16,287 

3,134 

$ 7.478.863 
5.955.363 

Administrative  Expense 
March  31,  1953 
March  31.  1952 

$1,077,714  $91,342  $72,482  $30,520  $59,368 
1,009,184  53.397  63.302  25.358  54,451 

$ 42,901 
33.777 

$ 3.324 
1 .348 

$ 1.377,651 
1 ,240.817 

Claim  Expense  Ratio  to 
Earned  Premium 
Income 

March  31.  1953 
March  31,  1952 

74.44  79.22  68.53  70.86  67.01 

72.64  73.99  89  76  71.77  74  67 

82  05 
85  77 

78.26 
43  09 

74 . 35 
74.41 

Administrative  Expense 
Ratio  to  Earned 
Premium  Income 
March  31,  1953 
March  31.  1952 

14.59  10.60  9.04  12.72  17.11 

17.04  6.98  12.39  15.83  16.80 

10.67 

10.81 

15.97 

18.52 

13.70 

15.  50 

Table  VI. — Distribution  op  Earned  Premium  Income,  and  Amounts  Available  for  Unassigned  Surplus  por  Three 

Months  Ending  March  31.  1953 

New  York  Buffalo  Rochester  Syracuse 

Utica 

Albany 

Jamestown 

Earned  Premium  Income 

$8,385,373  $861,670  $801,708  $239,949 

100.00%  100.00%  100.00%  100.00% 

$346,883 

100.00% 

$402,257 

100.00% 

$20,811 

100.00% 

Incurred  Claim  Expense 

$5,497,983  $682,634  $549,434  $170,020 

74.44  % 79.22%  68.53%  70  86% 

$232,444 

67.01% 

$330,061 

82.05% 

$16,287 
78  26% 

Administrative  Expense 

$1,077,714  $91,342  $72,482  $30,520 

14  59%  10.60%  9.04%  12.72% 

$ 59.368 
17.11% 

$ 42.901 
10  67% 

$ 3.324 
15.97% 

Provision  for  Future 
Maternity  Benefits 

$ 5,000  $ 2,546 

0.58%  0.32% 

$ 15.000 
3.73% 

$ 1.771 
8 51% 

Provision  for  Special 
Contingent  Surplus 

$ 323,936  $ 34,670  $ 32,158  $ 9,598 

4.39%  4.02%  4.01%  4.00% 

$ 13.875 
4.00% 

$ 16,090 
4.00% 

$ 832 

4.00% 

Profit  and  Loss  Items 

-$  8,217  -$  6,265  -$  105 

-0.11%  -0.72%  -0.01% 

$ 60 
-0.01% 

$ 317 

0.07% 

... 

Provision  for  Epidemics 
and  Other  Contingencies 

$ 147,707 

2.00% 

Payments  to  Physicians  for 
Withholdings.  September 
to  November,  1951 

$132,342 

15.36% 

... 

Payments  to  Physicians 
(Difference  between  90 
per  cent  and  Parity) 

$121,125 
15  11% 

... 

... 

Reduction  in  Maternity 
Reserve 

— $ 55 . 000  ...  ...  ... 

-0.74% 

... 

Provision  for  Special 
Securitj’  Valuation 

$ 24.000 
6.92% 

... 

... 

Available  for  Unassigned 
Surplus 

$ 401.250  -$  78,053  $ 24,067  $29,811 

5.43%  -9  06%  3.00%  12.42% 

$ 17,256  - 
4.97% 

-$  2,113 
-0  52% 

-$  1,403 
-6.74% 

I like  the  dreams  of  the  future  better  than  the  history  of  the  past. — Thomas  Jefferson 
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William  Blancard,  M.D.,  of  New  York  City,  died 
on  June  6 in  the  Seaside  Nursing  Home,  New  Dorp, 
Staten  Island,  at  the  age  of  seventy-one.  Dr. 
Blancard  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1904 
and  practiced  in  New  York  City  for  thirty-three 
years  until  his  retirement  in  1938.  During  World 
War  I he  served  as  a major  in  the  U.S.  Army  Medical 
Corps. 

Thomas  Hayes  Curtin,  M.D.,  of  the  Bronx,  died 
on  June  3 in  New  York  Hospital  at  the  age  of 
seventy-eight.  Dr.  Curtin  received  his  medical 
degree  from  the  Bellevue  Hospital  Medical  College 
in  1897  and  interned  at  St.  Vincent’s  Hospital.  He 
served  as  coroner’s  physician  in  Bronx  County  from 
1900  to  1918,  when  he  enlisted  in  the  U.S.  Army 
Medical  Corps  and  served  in  France  with  the  rank 
of  major.  Dr.  Curtin  was  professor  of  gross  path- 
ology at  Fordham  Medical  College  and  consulting 
surgeon  in  ophthalmology  at  the  Bronx  Eye  and  Ear 
Infirmary  and  consulting  ophthalmologist  at  Mor- 
risania  City  Hospital  and  St.  John’s  Hospital,  Long 
Island  City.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Ophthal- 
mology Society,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emanual  David  Friedman,  M.D.,  of  New  York 
City,  died  on  June  7 at  Mount  Sinai  Hospital  at  the 
age  of  sixty-eight.  Dr.  Friedman  received  his 
medical  degree  from  the  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1907.  For 
thirty-four  years  he  taught  at  the  New  York  Univer- 
sity College  of  Medicine,  where,  from  1927  to  1947 
he  was  professor  of  neurology  and  chairman  of  the 
Department  of  Neurology.  He  became  professor 
emeritus  at  his  retirement  in  1947.  During  World 
War  I,  Dr.  Friedman  served  as  an  Army  contract 
surgeon,  and  during  World  War  II  he  was  a lecturer 
at  the  School  of  Military  Neuropsychiatry  of  New 
York  University. 

Dr.  Friedman  was  consulting  neuropsychiatrist 
at  Bellevue,  Beth  Israel,  Goldwater  Memorial, 
Beth  David,  and  Maimonides  Hospitals.  A Diplo- 
mate  of  the  American  Board  of  Psychiatry  and 
Neurology,  he  was  a member  of  the  American  Neu- 
rological Association,  the  Association  for  Research 
in  Nervous  and  Mental  Diseases,  the  American 
Psychiatric  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  Neurological  Society,  the 
New  York  Society  for  Clinical  Psychiatry,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Goldfarb,  M.D.,  of  New  York  City  and 
Jamaica,  died  on  June  4 in  an  automobile  en  route 
to  a physician’s  office  for  treatment,  at  the  age  of 
forty-three.  Dr.  Goldfarb  received  his  medical 
degree  from  the  Yale  University  Medical  School  in 
1935.  During  World  War  II  he  served  as  a lieuten- 
ant colonel  in  the  U.S.  Army  Medical  Corps.  A 


Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  and  a Fellow  of  the  American  College 
of  Physicians,  Dr.  Goldfarb  was  a member  of  the 
American  Psychiatric  Association,  the  Association 
for  the  Advancement  of  Psychotherapy,  the  New 
York  Society  for  Clinical  Psychiatry,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  Joseph  Haberer,  M.D.,  of  Utica,  died  on 
May  30  at  his  home  at  the  age  of  seventy-two. 
Dr.  Haberer  received  his  medical  degree  from  the 
College  of  Physicians  and  Surgeons  of  Baltimore  in 
1906  and  had  served  as  Oneida  County  coroner  for 
thirty-nine  of  the  last  forty-two  years,  from  1911 
continuously,  with  the  exception  of  1916  to  1918. 
He  was  a member  of  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Courtenay  Inglis  Headland,  M.D.,  of  Yonkers, 
died  on  May  26  at  the  Yonkers  General  Hospital 
at  the  age  of  fifty-two.  Dr.  Headland  received  his 
medical  degree  from  the  Harvard  University  Medical 
School  in  1926.  He  was  director  of  roentgenology 
at  the  Yonkers  General  Hospital,  the  Dobbs  Ferry 
Hospital,  and  Lawrence  Hospital  in  Bronxville. 
A Diplomate  of  the  American  Board  of  Radiology 
and  a Fellow  of  the  American  College  of  Radiology, 
Dr.  Headland  was  a member  of  the  Yonkers  Acad- 
emy of  Medicine,  the  New  York  Roentgen  Society, 
the  New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Fritz  Max  Meyer,  M.D.,  of  New  York  City  and 
Staten  Island,  died  on  May  17  in  Berlin,  Germany, 
where  he  was  on  a research  and  lecture  tour.  Dr. 
Meyer  received  his  medical  degree  from  the  Univer- 
sity of  Freiburg  in  1899  and  had  been  professor  of 
medicine  at  the  University  of  Berlin.  He  left 
Germany  in  1935  and  came  to  the  United  States, 
where  he  was  engaged  in  tuberculosis  research  at 
Sea  View  Hospital,  Staten  Island. 

Raymond  Blaine  Partridge,  M.D.,  of  East  Roches- 
ter, died  on  February  26  at  the  age  of  seventy. 
Dr.  Partridge  received  his  medical  degree  from  the 
Michigan  Homeopathic  Medical  School,  Ann  Arbor, 
in  1909.  He  was  a member  of  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Joseph  Reid,  M.D.,  of  New  York  City,  died 
on  May  20  at  a convalescent  home  in  Central  Valley, 
at  the  age  of  sixty-six.  Dr.  Reid  received  his 
medical  degree  from  the  Fordham  University  Medi- 
cal School  in  1911  and  interned  at  St.  Vincent’s 
Hospital.  During  World  War  I he  served  as  a 
captain  in  the  U.S.  Army  Medical  Corps.  Until 
his  retirement  in  1952,  Dr.  Reid  had  been  director 
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of  ophthalmology  at  the  Lenox  Hill  Hospital  and  the 
Lenox  Hill  Hospital  Outpatient  Department.  He 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  I.  Schamberg,  M.D.,  of  Great  Neck,  died 
on  May  20  at  his  home  at  the  age  of  seventy-eight. 
Dr.  Schamberg  received  his  medical  degree  from  the 
Medico-Chirurgical  School  of  Medicine  in  Phila- 
delphia in  1898  and  served  as  a surgeon  in  the 
Spanish- American  War.  For  many  years,  Dr. 
Schamberg  was  head  of  oral  surgery  at  the  New 
York  Post-Graduate  Hospital  and  was  consulting 
oral  and  plastic  surgeon  at  the  Hospital  for  Joint 
Diseases,  New  York  City,  and  at  the  Meadowbrook 
Hospital,  Hempstead,  Long  Island. 

Julius  Schlein,  M.D.,  formerly  of  Brooklyn,  died 
on  May  7 at  the  age  of  eighty-five  in  Tampa,  Florida, 
where  he  had  resided  since  his  retirement  in  1946. 
Dr.  Schlein  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1906.  He  had  been  on  the  staff  of  Unity  Hospital 
and  was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Augustine  Sheehan,  M.D.,  of  Brooklyn, 
died  on  June  5 at  his  home  at  the  age  of  sixty-three. 
Dr.  Sheehan  received  his  medical  degree  from  Ford- 
ham  University  Medical  School  in  1913.  He  was 
attending  physician  at  the  Holy  Family,  Kings 
County,  and  Long  Island  College  Hospitals  and 
consulting  physician  at  the  Norwalk,  Connecticut, 
Hospital.  A Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the  American 
College  of  Physicians,  Dr.  Sheehan  was  a member  of 
the  Brooklyn  Society  of  Internal  Medicine,  the 
Kings  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Swift,  M.D.,  of  Bronxville,  died  on  May 
30  at  the  Lawrence  Hospital  at  the  age  of  sixty-six. 


Dr.  Swift  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1913  and 
interned  at  Bellevue  Hospital.  He  had  practiced 
in  New  York  City  until  1932.  when  he  retired  and 
moved  to  Miami  Beach,  Florida.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Swift  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


John  Vredenburgh  Wadsworth,  M.D.,  of  Buffalo, 
died  on  May  6 at  the  Millard  Fillmore  Hospital  at 
the  age  of  fifty-eight.  Dr.  Wadsworth  was  gradu- 
ated from  the  University  of  Buffalo  School  of  Medi- 
cine in  1921  and  interned  at  the  Buffalo  General 
Hospital.  He  had  practiced  in  Buffalo  for  thirty 
years  and  was  junior  assistant  attending  physician 
at  Buffalo  General  Hospital,  associate  consulting 
physician  at  Meyer  Memorial  Hospital,  and  assist- 
ant attending  physician  at  Millard  Fillmore 
Hospital.  Dr.  Wadsworth  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Jerry  West,  M.D.,  of  Esperance,  died  on  January 
13  at  the  age  of  sixty-eight.  Dr.  West  was  gradu- 
ated from  the  Albany  Medical  College  in  1912. 


Morton  W.  Willis,  M.D.,  of  Jamaica,  died  on 
May  23  at  his  home  at  the  age  of  forty-five.  Dr. 
Willis  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1932  and  interned  at  Mount  Sinai  Hos- 
pital. He  was  associate  attending  physician  at 
Jamaica  and  Queens  General  Hospitals,  chief 
physician  in  allergy  at  the  Jamaica  Hospital  Out- 
patient Department,  and  senior  clinical  assistant 
in  pediatric  allergy  at  the  Mount  Sinai  Hospital 
Outpatient  Department.  A Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a Fellow 
of  the  American  College  of  Allergists,  Dr.  Willis 
was  a member  of  the  Queens  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


POSTAGE  STAMPS  TO  HONOR  MEDICAL  MEN 


The  Washington  Star  reported  recently  that  postal 
authorities  are  considering  issuing  a series  of  stamps 
honoring  distinguished  American  medical  leaders, 
such  as  Beaumont,  Billings,  Goldberger,  Holmes, 
Osier,  and  Sternberg. 

Brig.  Gen.  Elbert  DeCoursey,  director  of  the 
Armed  Forces  Institute  of  Pathology,  was  asked 


to  submit  a list  of  names  and  he  has  done  so.  It 
is  understood  that  consideration  is  now  being  given 
to  release  of  the  proposed  series,  but  there  is  no 
intimation  from  official  sources  as  to  when  the 
stamps  will  appear. 

— Secretary’s  Letter,  American  Medical  Association, 
April  17,  1953 
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Civil  Service  Openings  for  Pathologists — Openings 
for  senior  pathologists,  associate  pathologists,  and 
directors  of  clinical  laboratories  have  been  an- 
nounced by  the  New  York  State  Civil  Service  Com- 
mission. Examinations  are  open  to  residents  and 
nonresidents  of  New  York  State. 

Information  concerning  the  duties  and  require- 
ments of  these  positions  may  be  found  in  detailed 
circulars  which  may  be  obtained  from  the  New  York 
State  Civil  Service  Commission,  Information  Desks, 
Examination  Division,  39  Columbia  Street,  or  Lobby 
of  State  Office  Building,  Albany;  State  Department 
of  Civil  Service,  Room  2301,  270  Broadway,  New 
York  City,  and  State  Department  of  Civil  Service, 
State  Office  Building,  Room  212,  Buffalo. 

Announcements  and  application  forms  may  be 
obtained  by  mail  from  the  Examinations  Division, 
39  Columbia  Street,  Albany,  if  titles  of  examinations 
are  specified  and  a large  self-addressed  return  enve- 
lope bearing  6 cents  postage  is  enclosed. 

American  Library  Service — The  American  Library 
Service,  New  York  City,  which  was  established  in 
1921,  is  of  invaluable  service  to  the  medical  profes- 
sion in  many  ways.  It  not  only  offers  a search 
service,  which  has  contacts  in  every  important 
country  throughout  the  world,  but  can  furnish  a 
complete  service  in  supplying  books,  magazines, 
and  other  forms  of  literature,  current  and  out-of- 
print. 

Now  available  is  the  pocket  lancet  belonging  to 
Dr.  Philip  Syng  Physick,  the  “Father  of  American 
Surgery”;  “Medicina  Britannica,  by  Tho.  Short  of 
Sheffield,  M.D.,  With  a Preface  by  John  Bartram, 
botanist  of  Pennsylvania,  and  his  notes  throughout 
the  work  showing  the  places  where  many  of  the 
described  plants  are  to  be  found  in  these  parts  of 
America”;  London,  printed;  Philadelphia, reprinted 
and  sold  by  B.  Franklin,  1751,  and  “Mr.  Bartram’s 
Appendix,”  containing  descriptions,  virtues  of  sun- 
dry plants  of  these  northern  parts  of  America,  and 
“Particularly  of  the  newly  discovered  Indian  cure 
for  the  venereal  disease.” 

Griffis  Medical  College  Library  Fund — The  Griffis 
Medical  College  Library  Fund,  endowed  by  Stanton 
Griffis,  New  York  City,  and  family,  has  been  estab- 
lished for  the  Cornell  University  Medical  College, 
New  York  City.  The  income  from  $75,000  will  be 
used  to  purchase  books,  periodicals,  and  other  pub- 
lications. 

Public  Health  Physicians — Openings  for  an  assist- 
ant district  health  officer,  (number  103)  with  ap- 
pointment salary  of  $7,373  with  three  annual  salary 
increases  up  to  the  maximum  of  $8,231,  and  duties 
consisting  of  specific  phases  of  public  health  work 
in  a branch  office  serving  two  or  more  New  York 
State  counties  under  direction;  district  health 
officer,  (number  104)  with  salary  from  $8,350  to 
$10,138,  with  duties,  under  general  supervision, 
consisting  of  the  supervision  of  health  work  of  a 
health  district  of  New  York  State,  and  senior  public 
health  physician  (number  105,  communicable  dis- 
ease control)  with  appointment  salary  of  $7,373 
and  three  annual  salary  increases  to  the  maximum 


of  $8,231,  with  duties  consisting  of  the  diagnosing 
and  investigation  of  outbreaks  of  communicable 
diseases,  the  instruction  of  local  health  officials  in 
epidemiologic  procedures,  and  the  making  of  special 
studies  under  general  supervision,  have  been  an- 
nounced by  the  New  York  State  Department  of 
Civil  Service. 

Information  concerning  these  openings  may  be 
obtained  by  writing:  Information  Desks,  Examina- 
tions Division,  39  Columbia  Street,  or  Lobby  of  State 
Office  Building,  Albany,  or  New  York  State  Depart- 
ment of  Civil  Service,  Room  2301,  270  Broadway, 
New  York  City,  and  State  Department  of  Civil 
Service,  State  Office  Building,  Room  212,  Buffalo. 

Announcements  and  applications  forms  may  be 
obtained  by  mail  from  the  Examinations  Division 
39  Columbia  St.,  Albany,  New  York,  if  numbers 
and  titles  of  examinations  are  specified,  and  a large 
self-addressed  return  envelope  bearing  6 cents  post- 
age is  enclosed. 

Hill-Burton  Grants — The  Division  of  Hospital 
Facilities,  Federal  Security  Administration,  has 
announced  that  one  new  project  in  New  York  State 
has  been  approved  for  a Hill-Burton  grant.  This  is 
the  Mercy  Hospital,  Rockville  Centre,  to  be  built 
at  a total  cost  of  $1,890,000  with  a Federal  contribu- 
tion of  $298,650. 

The  status  of  Hill-Burton  hospital  construction 
in  the  State  including  the  above  is:  completed  and 
in  operation — 51  projects  at  a total  cost  of  $38,584,- 
168,  including  Federal  contribution  of  $12,379,218, 
and  supplying  2,436  additional  beds.  Under  con- 
struction are  18  projects  at  a total  cost  of  $29,568,- 
654,  including  Federal  contribution  of  $7,971,361, 
and  designed  to  supply  1,529  additional  beds. 

Approved  but  not  yet  under  construction  are  11 
projects  at  a total  cost  of  $21,522,320,  including 
$5,296,890  Federal  contribution  and  designed  to 
supply  1,080  additional  beds. 

Pediatric  Allergy  Postgraduate  Course — A post- 
graduate course  in  pediatric  allergy,  under  the  direc- 
tion of  Dr.  Bret  Ratner,  professor  of  clinical  pedi- 
atrics and  associate  professor  of  immunology,  and 
member  of  the  Departments  of  Pediatrics  and  Im- 
munology, New  York  Medical  College  and  Flower 
and  Fifth  Avenue  Hospitals,  will  be  held  November 
4, 1953,  through  May  31, 1954. 

The  course  will  consist  of  lecture-seminars,  lab- 
oratory and  clinical  procedures,  clinic  work,  ward 
rounds,  and  animal  experimentations.  Lecture- 
seminars  will  cover  the  basic  principles,  diagnosis, 
and  treatment  of  allergy^  in  children  and  applied 
immunology. 

Applicants  must  be  certified  in  pediatrics  or  have 
the  requirements  for  certification.  The  sessions 
will  be  held  Wednesdays,  9 a.m.  to  4 p.m.,  and  ap- 
plications must  be  made  to:  Dean,  New  York  Medi- 
cal College,  106th  Street  and  Fifth  Avenue,  New 
York  29,  New  York. 

A one-year  research  fellowship  in  pediatric  allergy' 
will  be  available  starting  January,  1954.  It  is 
recommended  that  application  for  this  be  submitted 
immediately. 
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American  Otorhinologic  Society  for  Plastic  Sur- 
gery, Inc. — Among  the  New  York  State  doctors  on 
the  new  slate  of  officers  of  the  American  Otorhino- 
logic Society  for  Plastic  Surgery,  Inc.,  are:  Dr.  Harry 
Xeivert,  president,  and  Dr.  Louis  Joel  Feit,  secre- 
tary, both  of  New  York  City. 

American  Medical  Education  Foundation — New 

York  State  doctors  who  contributed  to  the  American 
Medical  Education  Foundation  during  the  month  of 
April,  1953,  were:  Drs.  Harold  Collins  and  Charles 
Gay,  of  Brockport;  Dr.  F.  Feldman,  and  the  Medi- 
cal Society  of  the  County  of  Kings  Woman’s  Auxil- 
iary, of  Brooklyn;  Dr.  Gareth  S.  West,  Camden; 
Drs.  Paul  Ferrara  and  George  S.  Pixley,  of  Canas- 
tota;  Dr.  Arthur  F.  Gaffney,  of  Clinton;  Dr.  Willis 
E.  Hammond,  Earlville;  Dr.  John  Kraal,  Fairport; 
Dr.  Walter  M.  Glass,  Great  Neck;  Dr.  Paul  Marx, 
Hamlin;  Dr.  William  Galeota,  Kerhonkson;  Drs. 
Emil  Goodyear,  Walter  Levy,  Saul  Ritchie,  and  F. 
Snyder,  of  Kingston;  Dr.  George  L.  Warner, 
Marcy;  Dr.  Frank  Matthias,  Munnsville;  Dr. 
Elias  Moritz,  New  York  Mills,  and  the  Woman’s 
Auxiliary  of  the  Cattaraugus  County  Medical  So- 
ciety. 

Also:  Drs.  Howard  Beach,  Charles  A.  Earl,  Wal- 
lace B.  NLxdorf,  Felix  Ottaviano,  F.  Rommel,  and 
Anthony  J.  Zaia,  of  Oneida;  Dr.  E.  S.  Deuel,  Pen- 
field;  Dr.  Lloyd  F.  Allen,  Pittsford;  Drs.  Ernest 
Anderson,  Barbara  Arthur,  E.  J.  Avery,  Irving 
Baybutt,  Mary  J.  Bird,  Richard  Brzustowicz,  M. 
M.  Clark,  Jerome  Cowen,  Francis  Crimmings,  R.  E. 
Delbridge,  John  C.  Detro,  Michael  DiRoberto, 


Frank  A.  Disney,  Eugene  R.  Duggan,  Alfred  Ebel, 
George  Engel,  Sidney  Feyder,  Ernest  J.  Field,  Abra- 
ham Fischer,  W.  F.  Fowler,  Henry  Freund,  Phyllis 
Frost,  Fred  J.  Fumia,  Warren  E.  George,  A.  J. 
Giambrone,  Louis  A.  Goldstein,  William  A.  Greene, 
Jr.,  Joseph  Hallett,  Joseph  P.  Henry,  Albert  D. 
Kaiser,  R.  W.  Kimball,  Chester  Lauterbach, 
Charles  G.  Lenhart,  Myrtle  Logan,  Angelo  Mas- 
trella,  C.  S.  Nash,  John  L.  Norris,  Edward  Nugent, 

J.  C.  O’Connor,  C.  Parnall,  Jr.,  C.  Peachey,  Norman 
Pfaff,  F.  G.  Pleure,  Paul  Preu,  Libby  Pulsifer, 
Charles  Reitz,  John  H.  Remington,  John  A.  Romano, 
M.  L.  Rowe,  Lynn  Rumbold,  Martin  A.  Sander, 
John  A.  Schilling,  Daniel  B.  Schuster,  Frank  P. 
Smith,  Albert  C.  Snell,  Jr.,  Alfred  Softer,  Leonard 

K.  Stalker,  Edward  A.  Stern,  Audrey  O.  Stewart, 
George  Swalbach,  Duane  Walker,  James  S.  Watson, 
Jr.,  Edward  T.  Wentworth,  George  H.  Whipple, 
Floyd  S.  Winslow,  Philip  Winslow,  Charles  R. 
Witherspoon,  Eleanor  A.  Woodbury,  Simon  Wron- 
ker,  L.  E.  Young,  and  Paul  A.  Zwick,  all  of  Roch- 
ester. 

Also:  Drs.  Robert  L.  Lllman  and  Rudolph  E. 
Van  de  Veer,  of  Rome;  Dr.  Bertram  W.  Gifford,  of 
Saugerties;  Schenectady  County  Medical  Society 
Woman’s  Auxiliary,  Schenectady;  C.  R.  Pearson, 
Scottsville;  Drs.  David  W.  Bennett,  Arthur  X.  Cur- 
tiss, Martin  Gluck,  Theodore  Perl,  Donald  B.  San- 
ford, and  Fayette  Severance,  of  Syracuse;  Drs. 
Roy  C.  Ainsworth  and  Harold  H.  Dodds,  Utica; 
Dr.  Alfred  Kant,  Watertown;  Dr.  Donovan  M. 
Jenkins,  Webster,  and  Dr.  William  H.  Williams, 
Whitesboro. 


MEETINGS 

PAST 


American  Therapeutic  Society 

The  fifty-fourth  annual  meeting  of  the  American 
Therapeutic  Society  was  held  in  New  York  City, 
May  28  through  May  31.  Dr.  Gervais  W.  Mc- 
Auliffe,  president,  Medical  Society  of  the  County 
of  New  York,  gave  the  welcoming  address. 

New  York  doctors  who  presented  papers  at  the 
meeting  were:  Dr.  Leo  M.  Meyer,  Brooklyn,  who 
spoke  on  ‘'Hematology”;  Dr.  Frank  Lovelock,  New 
York  City,  “Chemotherapy”;  Dr.  Z.  T.  Bercovitz, 
New  York  City,  “Three-Year  Evaluation  of  Ban- 
thine  Therapy  in  Duodenal  Ulcer”;  Dr.  Anthony 
Bassler,  New  York  City,  “The  Use  of  Irradiated 
Parafines  in  Colonic  Diverticulosis” ; Dr.  Shepard 
Shapiro,  New  York  City,  “Observations  on  a Sol- 
uble Long-Acting  4-OH  Coumarin”;  Drs.  Herbert 
S.  Kupperman,  Meyer  H.  G.  Blatt,  and  Hans  Wies- 
bader,  “The  Diagnostic  and  Therapeutic  Use  of 
Progesterone  in  Amenorrhea,”  and  Drs.  Richard 
Gubner,  H.  E.  Ungerleider,  E.  W.  Dennis,  and  C. 
Suter,  all  of  New  York  City,  on  “Effect  of  a Mono- 
caproyl  Derivative  of  Diaminodiphenyl-Sulfone 
(Equityl)  in  Experimental  and  Clinical  Tuberculo- 
sis.” 

During  the  meeting  a symposium  on  tobacco  was 
held.  Dr.  Arthur  C.  DeGraff,  New  York  City,  was 
the  moderator,  and  New  York  doctors  taking  part 
were:  Dr.  W.  C.  Spain,  who  discussed  “The  Allergic 
Response  to  Tobacco,”  and  Dr.  Ernest  L.  Wynder, 
Memorial  Hospital,  New  York  City,  who  talked  on 
“Role  of  Tobacco  in  Pulmonary  Cancer.” 

Tuberculosis  Sanatorium  Conference 

The  twenty-seventh  annual  Tuberculosis  Sana- 
torium Conference  was  held  June  10  at  the  United 


States  Naval  Hospital,  St.  Albans,  New  York. 
Captain  Clifford  F.  Storey,  (MC)  USN,  chief  of 
surgical  services,  St.  Albans,  presented  a paper  on 
“Coin  Lesions  of  the  Lung)”  and  Captain  Edgar 
Ricen,  (MC)  USN,  chief  of  the  Tuberculosis  Service, 
St.  Albans,  discussed  “The  Clinical  Significance  of 
Pulmonary  Infiltrations.” 

Officers  elected  for  the  1953-1954  term  were  in- 
stalled during  the  conference.  Dr.  Robert  L.  Yea- 
ger, superintendent,  Summit  Park  Sanatorium, 
Rockland  County,  was  re-elected  vice-chairman. 
Among  the  new  officials  installed  was  Dr.  Marta 
Fraenkel,  assistant  to  the  commissioner  of  hospitals, 
New  York  City,  who  was  named  consulting  stat- 
istician of  the  Sanatorium  Conference. 

Jefferson  County  Medical  Society 

The  annual  outing  of  the  Jefferson  County  Medi- 
cal Society,  on  June.  11  at  the  Edgewood  Club,  Alex- 
andria Bay,  was  a joint  meeting  of  the  lawyers  and 
doctors  of  two  counties.  William  F.  Martin,  Esq., 
counsel  of  the  Medical  Society  of  the  State  of  New 
York,  was  the  speaker. 

Dr.  James  Lade,  director,  New  York  State  Depart- 
ment of  Health,  spoke  on  “Civil  Defense  Medical 
Organization,”  on  June  10  at  the  Civil  Defense 
meeting  held  at  the  South  Junior  High  School  by  the 
Jefferson  County  Medical  Society. 

Schenectady  County  Medical  Society 

The  semiannual  meeting  of  the  Schenectady 
County  Medical  Society  was  held  on  June  11  at  the 
Edison  Club.  Dr.  E.  McDonald  Stanton,  of  Sche- 
nectady, was  honored  for  his  fifty  y ears  of  service 
in  the  medical  field. 

[Continued  on  page  1592] 
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FUTURE 


Pan-Pacific  Surgical  Association 

The  sixth  Pan-Pacific  Surgical  Association  Con- 
gress will  be  held  in  Honolulu,  Hawaii,  October  7 
to  18,  1954.  The  program  will  include  sessions  in 
all  divisions  of  surgery  and  related  fields. 

The  Association  office  has  been  appointed  as 
travel  agent  for  those  attending  the  Congress,  and  it 
is  important  that  all  hotel  and  travel  reservations 
be  made  through  the  Honolulu  headquarters  of  the 
Pan-Pacific  Surgical  Association,  as  soon  as  possible. 

For  further  information,  write  to  Dr.  F.  J.  Pink- 
erton, Director  General,  Pan-Pacific-  Surgical  Asso- 
ciation, Suite  7,  Young  Hotel  Building,  Honolulu, 
Hawaii. 


Present-Day  Methods  in  Medical  Practice 

One-week  postgraduate  course  in  •'Present-Day 
Methods  in  Medical  Practice,”  given  by  the  Mount 
Sinai  Hospital,  in  affiliation  with  Columbia  Uni- 
versity, will  be  held  Monday,  October  12,  to  Satur- 
day, October  17,  1953.  The  course  will  include 
teaching  on  the  wards  of  the  surgical  service,  demon- 
stration of  surgical  technics,  and  surgical  pathology. 
Special  attention  will  be  paid  to  newer  methods  in 
cardiovascular  surgery,  thoracic  surgery,  and  sur- 
gery of  the  gastrointestinal  tract. 

For  catalog  and  application  forms,  write:  Regis- 
trar for  Medical  Instruction,  Mount  Sinai  Hospital, 
Fifth  Avenue  and  100th  Street,  New  York  29. 


PERSONALITIES 


Elected 

Dr.  James  E.  Fish,  medical  director,  Ellis  Hos- 
pital, Schenectady,  president:  Dr.  Thomas  Hale, 
Jr..  Albany,  second  vice-president,  and  Dr.  Ambrose 
P.  Merrill,  New  York  City,  secretary,  of  the  Hos- 
pital .Association  of  New  York  . . . Dr.  Charles  S. 
Cameron,  medical  and  scientific  director  of  the 
American  Cancer  Society,  as  president  of  the  Com- 
mission on  Cancer  Control  of  the  International 
Union  Against  Cancer  . . . Dr.  John  H.  Garlock, 
senior  surgeon.  Mount  Sinai  Hospital,  as  president  of 
the  New  York  County  Medical  Society  . . . Dr.  Julia 
A.  Delehanty,  Geneseo,  president  : Dr.  Vincent  I. 

Bonfede,  Sonyea,  vice-president;  Dr.  Stanley  J. 
Jackson,  Mt.  Morris,  secretary-treasurer,  of  the 
Livingston  County  Medical  Society  . . . Dr.  William 
J.  MacFarland,  Hornell,  president;  Dr.  Percival 
A.  Robin,  Hempstead,  vice-president,  and  Dr. 
Mario  C.  Gian,  Buffalo,  secretary-treasurer,  of  the 
Radiological  Society  of  New  York  State  . . . Dr. 
Rustin  McIntosh,  professor  of  pediatrics,  Columbia 
University,  and  physician-in-chief.  Babies  Hospital, 
Columbia  Presbyterian  Medical  Center,  as  president 
of  the  American  Pediatric  Society  . . . Dr.  John  L. 
Norris,  medical  director.  Kodak  Park  Works.  East- 
man Kodak  Company,  as  director,  1953-1955,  of 
the  Industrial  Medical  Association  . . . Dr.  Abraham 
Stone,  New  York  City,  third  vice-president  of  the 
Planned  Parenthood  Federation  of  America. 


Speakers 

Dr.  Paul  A.  Bunn,  Syracuse,  at  the  annual  meet- 
ing of  the  National  Tuberculosis  Association, 
held  in  Los  .Angeles  in  May,  at  which  time  Dr. 
James  R.  Reuling.  Bavside,  received  the  Will  Ross 
Medal  . . . Dr.  John  J.  Bourke,  New  York  State 
Joint  Hospital  Survey  and  Planning  Commission, 
and  Dr.  Andrew  A.  Eggston,  president.  Medical 
Society  of  the  State  of  New  York,  at  the  dedication 
of  the  new  Liberty  Maimonides  Hospital  and 
Grossinger  Clinic,  on  May  15  . . . Dr.  Eugene  F. 
Connally,  Troy,  at  the  annual  communion  breakfast 
of  Court  St.  Monica,  C.D.  of  A.,  Waterford,  on 
May  3 . . . Dr.  Jean  A.  Curran,  Dean,  State  Univer- 
sity College  of  Medicine,  and  Dr.  I.  Magelaner, 
medical  superintendent,  Kings  County  Hospital, 
upon  receipt  of  a portrait  of  Dr.  W illiam  Dock, 
professor  of  medicine,  State  1 niversitv  of  New 
York  College  of  Medicine  at  New  York  City, 
also  Dr.  Perrin  H.  Long,  professor  of  medicine, 
State  University  of  New  A'ork  College  of  Medicine 


at  New  York  City,  at  the  testimonial  dinner  held 
for  Dr.  Dock  on  May  2. 

Dr.  Sol  Hirsch.  Bronx,  at  a seminar  of  the  New 
York  City  Department  of  Health,  on  May  16  . . . 
Dr.  Milton  I.  Levine,  assistant  professor  of  pediatrics, 
New  York  Hospital-Cornell  Medical  Center,  at  a 
Parent-Teachers  Association  of  the  Bentley  School’s 
East  Side  Branch,  on  May  25  . . . Dr.  John  F.  Ma- 
honey,  health  commissioner,  City  of  New  York; 
Dr.  Arthur  B.  Robins,  director.  Bureau  ot  Tuber- 
culosis of  the  Department  of  Health,  and  Dr.  Her- 
bert R.  Edwards,  executive  director.  New  Aork 
Tuberculosis  and  Health  Association,  at  the  W om- 
en’s City  Club,  on  May  14  . . . Dr.  John  H.  Keat- 
ing, president.  New  A'ork  Heart  Association,  and  Dr. 
Adolph  Berger,  assistant  professor  of  clinical  medi- 
cine, New  A'ork  University  College  of  Medicine, 
before  the  New  A'ork  Heart  Association  on  May  8. 

Dr.  George  T.  Pack,  guest  speaker  at  the  College 
of  Medicine  of  Ohio  State  University,  Columbus, 
Ohio,  on  May  8 and  9,  at  which  time  he  was  pre- 
sented the  Alumni  Achievement  Award  . . . Dr. 
Edward  J.  Stieglitz,  lecturer  on  industrial  medicine, 
New  A'ork  Universitv-Bellevue  Medical  Center, 
at  a conference  on  medicine  in  industry,  held  at  the 
New  A'ork  Academy  of  Medicine  on  May  22  . . . 
Dr.  Gene  H.  Stollerman.  medical  director  of  Irving- 
ton House,  and  instructor  in  medicine.  New  Aork 
University  College  of  Medicine,  on  Alay  1 1 , at  the 
West  Virginia  Academy  of  General  Practice  held 
in  Charleston,  West  Virgina  . . . Dr.  Edward  T. 
Wentworth,  past-president.  Medical  Society  of  the 
State  of  New  A'ork.  at  the  annual  dinner  of  the 
Greater  New  A'ork  Hospital  Association,  on  May  12, 
at  which  time  Dr.  Haven  Emerson,  Emeritus 
Professor  of  Public  Health  Practice.  Columbia 
University,  and  member  of  the  New  A ork  City 
Board  of  Health,  was  cited  for  his  outstanding 
contributions  to  the  health  and  hospitals  of  New 
A’ork  City. 

New  Offices 

Dr.  Peter  Attwood,  former  intern  at  the  Glens 
Falls  Hospital,  general  practice  in  Greenwich  . . . Dr. 
Seymour  Resnick,  general  practice  in  Schenectady 
. . . Dr.  Albert  Sentocnik,  Binghamton,  general  prac- 
tice in  Fort  Plain  . . . Dr.  Alvin  Turken,  attending 
orthopedist  at  the  Franklin  Delano  Roosevelt  Veter- 
ans Administration  Hospital.  Montrose,  and  a mem- 
ber of  the  staff  of  the  Tarry  town  Hospital,  ortho- 
pediatric  surgery  in  Tarrvtown. 


Whether  you're  furnishing  a new 
office  or  “foning-up”  your  pres- 
ent one,  take  advantage  of  out 
complete  Decorators'  Service . . - 


Doctor- does  your  office  need  a check-up? 


It  is  just  one  of  those  curious  quirks  of  human  nature,  Doctor, 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  less  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE,  CORNER  39th  • NEW  YORK.  N.  Y. 
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BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  May,  195S.) 


An  Evaluation  of  Rehabilitation.  A Study  of  476 
Cases,  with  a Detailed  Follow-Up  Study  of  208 
Cases  Discharged  in  1949  from  the  Physical  Medi- 
cine and  Rehabilitation  Services  of  the  New  York 
University-Bellevue  Medical  Center.  By  Georgia 
F.  McCoy,  M.S.,  and  Howard  A.  Rusk,  M.I). 
Quarto  of  87  pages.  New  York,  Institute  of  Physi- 
cal Medicine  and  Rehabilitation,  New  York  Uni- 
versity-Bellevue Medical  Center,  1953.  Paper,  $1.00. 
(Rehabilitation  Monograph  1) 

The  Interpersonal  Theory  of  Psychiatry.  By 
Harry  Stack  Sullivan,  M.D.  Edited  by  Helen 
Swick  Perry  and  Mary  Ladd  Gawel.  Octavo  of 
393  pages.  New  York,  W.  W.  Norton  & Co.,  1953. 
Cloth,  $5.00. 

Health  of  Workers  in  Chromate  Producing  In- 
dustry. A Study.  Report  Prepared  by  A.  L.  Ko- 
ven,  M.D.,  C.  J.  Buhrow,  M.D.,  R.  E.  Bales,  C.  D. 
Yaffe,  et  al.  Octavo  of  131  pages,  illustrated. 
Washington,  D.C.,  Superintendent  of  Documents, 
[1953].  Paper,  50  cents.  (Public  Health  Service 
Publication  #192) 

The  Roots  of  Psychotherapy.  By  Carl  A.  Whit- 
aker, M.D.,  and  Thomas  P.  Malone,  Ph.D.  Octavo 
of  236  pages,  illustrated.  New  York,  Blakiston  Co., 
1953.  Cloth,  $4.50. 

The  Ciba  Collection  of  Medical  Illustrations. 
Vol.  I.  Nervous  System.  A compilation  of  Path- 
ological and  Anatomical  Paintings.  Prepared  by 
Frank  H.  Netter,  M.D.  Folio  of  143  pages,  illus- 
trated. Summit,  N.J.,  Ciba  Pharmaceutical  Prod- 
ucts, 1953.  Cloth,  $6.00. 

Epidemics  in  Colonial  America.  By  John  Duffy. 
Octavo  of  274  pages,  illustrated.  Baton  Rouge,  La., 
Louisiana  State  University  Press,  1953.  Cloth, 
$4.50. 

Clinical  Cardiology.  Edited  by  Franklin  C. 
Massey,  M.D.  Octavo  of  1,100  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1953.  Cloth, 
$13.50. 

The  1952  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery  (November,  1951-October,  1952). 

Neurology  edited  by  Roland  P.  MacKay,  M.D. 
Psychiatry'  edited  by  Nolan  D.  C.  Lewis,  M.D. 
Neurosurgery'  edited  by  Percival  Bailey,  M.D. 
Duodecimo  of  603  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1953.  Cloth,  $6.00. 

Medicine.  Edited  by  Hugh  G.  Garland,  M.D., 
and  William  Phillips,  M.D.  In  two  volumes. 


Quarto  of  2,146  pages,  illustrated.  New  York,  St. 
Martins  Pr.,  1953.  Cloth,  $25  for  the  set. 

Tip  of  the  Hill.  An  Informal  History  of  the  Fair- 
field  Academy  and  the  Fairfield  Medical  College. 
By  Thomas  C.  O’Donnell.  Octavo  of  256  pages, 
illustrated.  Boonville,  N.Y.,  Black  River  Books, 
1953.  Cloth,  $4.00. 

Adjustment  to  Physical  Handicap  and  Illness : a 
Survey  of  the  Social  Psychology  of  Physique  and 
Disability.  By'  Roger  G.  Barker,  in  collaboration 
with  Beatrice  A.  Wright,  Lee  Mey'erson,  and  Mollie 
R.  Gonick.  Second  edition.  Octavo  of  440  pages, 
illustrated.  New  York.  Social  Science  Research 
Council,  1953.  Paper,  $2.00.  (Bulletin  55  revised 
1953) 

Influenza  and  Other  Virus  Infections  of  the  Res- 
piratory Tract.  By  C.  H.  Stuart-Harris.  M.D. 
Octavo  of  235  pages,  illustrated.  London,  Edward 
Arnold  & Co.  (Baltimore,  Williams  & Wilkins  Co.), 
1953.  Cloth,  $6.00. 

A Modern  Practice  of  Obstetrics.  By  D.  M. 

Stern,  M.B.  (Eng.),  and  C.  W.  F.  Burnett,  M.D. 
Line  Drawings  by  Susan  M.  Robinson.  Quarto  of 
248  pages,  illustrated.  London,  Bailliere,  Tindall  & 
Cox  (Baltimore,  Williams  & Wilkins  Co.),  1952. 
Cloth,  $7.00. 

Sympathetic  Control  of  Human  Blood  Vessels. 

By  H.  Barcroft,  M.D.,  and  J.  H.  C.  Swan,  M.B. 
(Eng.).  Octavo  of  165  pages,  illustrated.  London, 
Edward  Arnold  & Co.  (Baltimore,  Williams  & Wil- 
kins Co.),  1953.  Cloth,  $3.75.  (Monographs  of 
the  Physiological  Society  #1) 

Dermatology  in  General  Practice.  By  Jacob 
Hyams  Swartz,  M.D.  Octavo  of  581  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1953. 
Cloth,  $11. 

Your  Arthritis.  What  You  Can  Do  About  It 
By  Alfred  E.  Phelps,  M.D.  Illustrations  by'  James 
MacDonald.  Revised  edition.  Duodecimo  of  192 
pages,  illustrated.  New  York,  William  Morrow  & 
Co.,  1953.  Cloth,  $3.00. 

The  Conception  of  Disease.  Its  History,  Its 
Versions  and  Its  Nature.  By  Walther  Riese.  M.D. 
Octavo  of  120  pages.  New  York,  Philosophical 
Library,  1953.  Cloth,  $3.75. 

Conferences  on  Drug  Addiction  Among  Adoles- 
cents . . . held  at  the  New  York  Academy  of  Medicine 
on  November  30,  1951,  and  March  13  and  14,  1952. 
[Continued  on  page  1596] 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  he  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


A DISTINCTIVE  NURSING  HOME 

a 1 Hour  from  New  York  City*  Especially  Constructed  Building  • Large  Private  and  Semi-Private  Rooms 
a Bath  in  Every  Room  • Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  • Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  oj  Health 

Long  Island  Nursing  Home 

Agnes  N.  Flack,  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I.,  N.  Y.  Telephone  AMityville  4-0222,  Ext.  29 

New  York  City  Office:  140  East  }4th  Street  PLaza  3-3680 


WEST  H1EL 

West  252nr)  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  ThcAanitariutn  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbrids*  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  Individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-ln-charge 


CLASSIFIED 


Positions  Open 


WANTED 


PSYCHIATRIC  RESIDENCY— NEW  YORK  CITY. 
Private  Sanitarium  in  New  York  City.  Third  year  Resi- 
dent, preferably  unmarried.  New  York  State  License. 
Very  active  service.  Psychiatry  Residency  Approved. 
Stipend  Beginning  $300  per  month,  with  complete  mainte- 
nance for  self.  Available  immediately  or  subsequent  date. 
Write  John  C.  Kindred,  M.D.,  River  Crest  Sanitarium, 
Ditmars  Blvd.  & 26th  Street,  Astoria,  L.  I.,  N.  Y. 


WANTED 


Resident  psychiatrist  for  a private  mental  sanitarium  located 
50  miles  from  New  York  City.  Must  have  New  York 
State  license.  Salary  and  full  details  upon  inquiry.  Write 
P.  O.  Box  194,  Central  Valley,  N.  Y. 


HOLBROOK  MANOR  NKG 

Five  Acres  ol  Pincwoodcd  Grounds 

SENILE 

Non-sectarian.  dietary  laws  observed 
Medical  Director  O.  L.  Friodman,  M.D.*  Q.P. 
i HOLBROOK.  L.  I.  N.  Y.  Office:  GRamorcy  5-4875 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N. Y.  George  K.  Pratt,  M ,D.,  Med.  Director. 
Greens  Farms , BOX  31,  Connecticut 
Westport  2-5105  * New  York:  Enterprise  6970 


PINEWOOD 

Waitchcstai  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

Ntw  York  Offices 

Dr.  Louii  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-W«d-Fri 
Dr.  Joseph  Epstain— 975  Park  Avt.— Rh  4-3700— Tuas-Thurs-Sat 


FOR  RENT 


Private  dwelling  suitable  Doctors  office  or  combination  liv- 
ing and  professional-seven  rooms-four  baths,  ideal  location 
70’s  off  Fifth  Avenue,  Manhattan,  full  apartment  house 
service,  immediate  possession — Wisconsin  7-6038. 


FOR  SALE 


Home  and  Office  combination.  Been  used  for  Medical 
Doctor  for  period  of  10  years.  Located  in  small  country 
town  within  50  miles  of  New  York.  Population  of  sur- 
roundings approximately  10,000  winter,  30.000  in  summer. 
For  further  information,  write  L.  D.  Sylvester  Agency, 
Budd  Lake,  N.  J.  


FOR  SALE 


RIVERDALE-ON-HUDSON.  Home  of  unusual  charm. 
Studio  living  room,  dining  room,  modern  kitchen,  maid's 
room  & bath.  Master  bedroom,  small  study,  bath,  3 addi- 
tional bedrooms,  bath.  2 car  garage.  Large  level  plot,  ideal 
for  outdoor  living,  secluded  & private.  Few  minutes  River- 
dale  Station  NY  Central.  Appointment.  MARY  WALSH 
246  St.  & Independence  Ave.  KI.  6-0971. 
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[Continued  from  page  1594] 

Sponsored  by  the  Committee  on  Public  Health  Re- 
lations of  the  New  York  Academy  of  Medicine  with 
the  assistance  of  the  Josiah  Macy,  Jr.  Foundation. 
Octavo  of  320  pages.  New  York,  Blakiston  Co., 
1953.  Cloth,  $4.00. 

The  Medical  Clinics  of  North  America.  New 
York  Number.  May,  1953.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

Current  Problems  in  Psychiatric  Diagnosis. 

Edited  by  Paul  H.  Hoch,  M.D.,  and  Joseph  Zubin, 
Ph.D.  The  Proceedings  of  the  Forty-First  Annual 
Meeting  of  the  American  Psychopathological  Asso- 
ciation, Held  in  Philadelphia,  Pennsylvania,  June, 
1951.  Octavo  of  291  pages.  New  York,  Grune  & 
Stratton,  1953.  Cloth,  $5.50. 

Handbook  of  Treatment  of  Acute  Poisoning. 
By  E.  H.  Bensley,  M.D.,  and  G.  E.  Joron,  M.D. 
Duodecimo  of  201  pages.  [Montreal,  Canada, 
Renouf  Publishing  Co.],  1953.  Cloth,  $2.50. 

The  Epidemiology  of  Health.  A New  York  Acad- 
emy of  Medicine  Book.  Iago  Galdston,  M.D.,  Edi- 
tor. Octavo  of  197  pages.  New  York,  Health 
Education  Council,  1953.  Cloth,  $4.00. 

The  Physician  in  Atomic  Defense.  Atomic  Prin- 
ciples, Biologic  Reaction  and  Organization  for  Medi- 
cal Defense.  By  Col.  Thad  P.  Sears,  M.D.,  U.S.- 
A.R.  Octavo  of  308  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1953.  Cloth,  $6.00. 


Moments  of  Reflection.  A Book  of  Poems.  By 

Morris  Weintrob,  M.D.  Octavo  of  112  pages. 
New  York,  Exposition  Pr.,  1953.  Cloth,  $3.00. 

Psychiatric  Dictionary.  With  Encylopedic  Treat- 
ment of  Modern  Terms.  By  Leland  E.  Hinsie, 
M.D.,  and  Jacob  Shatzky,  Ph.D.  Second  edition 
with  Supplement.  Octavo  of  781  pages.  New 
York,  Oxford  University  Pr.,  1953.  Cloth,  $15. 

An  Atlas  of  the  Commoner  Skin  Diseases.  By 
Henry  C.  G.  Semon,  D.M.(Eng.).  Color  Photog- 
raphy originally  directed  by  the  late  Arnold  Moritz, 
M.B.(Eng.)  Fourth  edition.  Quarto  of  371  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co.,  1953. 
Cloth,  $13.50. 

Diuretic  Therapy.  The  Pharmacology  of  Diure- 
tic Agents  and  the  Clinical  Management  of  the  Ede- 
matous Patient.  By  Alfred  Yogi,  M.D.  Octavo  of 
248  pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1953.  Cloth,  $5.00. 

It’s  NOT  All  in  Your  Mind.  By  H.  J.  Berglund, 
M.D.,  and  H.  L.  Nichols,  Jr.  Octavo  of  343  pages. 
Greenwich,  Conn.,  North  Castle  Books,  1953. 
Cloth,  $3.95. 

The  McClure  System  of  Health.  How  to  Gain 
and  Keep  Excellent  Health.  By  Harry  Earl  Mc- 
Clure. Duodecimo  of  24  pages.  New  York,  Wil- 
liam-Frederick  Pr.,  1953.  Paper,  $1.00. 

Potassium  Metabolism.  Report  of  the  Sixth  M 
& R Pediatric  Research  Conference.  Octavo  of  46 
pages,  illustrated.  Columbus,  Ohio,  M & R Labo- 
ratories, 1953. 


BOOKS  REVIEWED 


Diseases  of  the  Skin.  A Manual  for  Students  and 
Practitioners.  First  compiled  by  the  Late  Robert 
W.  MacKenna,  M.D.  Fifth  Edition.  By  Robert 
M.B.  MacKenna,  M.D.  With  a chapter  concerning 
Radiology  by  I.  G.  Williams,  F.R.C.S.  Octavo  of 
611  pages,  illustrated.  London,  Baillihre,  Tindall 
and  Cox,  (Baltimore,  Williams  & Wilkins  Co.)  1952. 
Cloth,  $8.00. 

This  book  is  the  fifth  edition  since  its  first  publica- 
tion in  1923.  It  covers  the  diseases  of  the  skin 
fairly  well  in  about  600  pages.  Although  some  of 
the  subjects,  especially  those  under  dermatitis  and 
eczema  and  focal  infection,  anaphylaxis,  allergy  and 
atopy,  are  well  written,  the  author’s  conception  of 
the  prurigos  is  not  usually  accepted  by  many  Ameri- 
can dermatologists. 

The  book  does  not  give  much  bibliography. 
There  are  only  occasional  references  at  the  bottom 
of  some  of  the  pages  and  a list  at  the  end  of  the  chap- 
ter discussing  allergy.  However,  as  the  author 
notes  in  his  preface,  this  book  is  written  for  the 
student  and  general  practitioner  and,  therefore, 
does  not  demand  an  elaborate  bibliography.  A good 
feature  is  that  it  is  profusely  illustrated  both  in 
black  and  white  and  colored  plates. 

This  book  is  not  a reference  book  on  dermatology 
but  it  is  recommended  as  a good  textbook  for  the 
student  dermatologist  and  for  the  general  practi- 
tioner. A.  Walzer 

Hemifacial  Spasm.  A Clinical  and  Pathophysio- 
logical Study.  By  Robert  Wartenberg,  M.D. 
Octavo  of  86  pages,  illustrated.  New  York,  Oxford 
University  Press,  1952.  Cloth,  $4.00. 


This  monograph  may  well  be  called  one  of  the 
“Little  Classics”  of  neurology,  little  only  in  the 
sense  that  it  deals  with  “a  tiny  problem  of  clinical 
neurology.”  Nevertheless,  its  scope  is  big. 

An  excellent  review  of  this  “little  classic”  could 
be  written  if  one  purloined  the  contents  of  the  fore- 
word written  by  Donald  Critchley.  Like  the  former, 
the  present  reviewer  is  much  impressed  by  the 
quality  of  the  book.  Various  aspects  of  the  hemi- 
facial spasm  have  been  considered  under  these  head- 
ings: (1)  “Hemifacial  Spasm:  Clinical  Features,” 
(2)  “Etiology  of  Hemifacial  Spasm,”  (3)  “Nuclear 
Origin  of  Hemifacial  Spasm,”  (4)  “Cryptogenic 
Hemifacial  Spasm  and  Facial  Paralysis,”  (5)  “Hemi- 
facial Spasm  and  Spastic  Syndrome,”  (6)  “Hemi- 
facial Spasm,  a Release  Phenomenon,”  (7)  “Causes 
of  Release,”  (8)  “Summary  and  Conclusions.” 

In  the  bibliography  are  included  102  references  by 
name,  with  many  additional  references  included 
under  some  author’s  name.  When  Dr.  Wartenberg 
reviews  the  literature,  he  does  not  scan,  he  screens; 
little  escapes  his  attention,  a careful  pruner  is  he. 
In  the  treatise,  this  clinician,  noted  as  an  exponent 
of  precise,  careful,  detailed  neurologic  examinations, 
has  told  us  all  there  is  to  know  on  the  subject  and 
has  nearly  drained  the  well  dry. 

This  “little  classic”  is  nicely  put  together,  printed 
in  large,  clear  type  (Garamond  Lino).  It  contains 
27  excellent  illustrations,  all  except  one  being  full 
page.  Reading  it  is  a pleasure. 

Both  the  author  and  the  publisher  should  be 
proud  of  this  contribution  to  medicine.  It  is  highly 
recommended.  Harold  R.  Merwarth 


FOR  SALE 


OPPORTUNITY 
GREAT  NECK,  N.Y. 


High  Income  Suburb 
18  Miles  From  New  York 


Charming  Dutch  Colonial  house,  on 
busy  corner  opposite  new  grade  school 
opening  this  fall.  No  doctor  in  neigh- 
borhood. 4 bedrooms,  maid’s  room,  large 
living  room,  dining  room,  3 baths,  2 car 
garage,  sun  parlor  can  be  reception  room, 
finished  basement,  beautiful  shrubs, 
$26,000,  terms.  Immediate  occupancy. 

J.  POSNER 

19  Gilchrest  Road  Great  Neck,  N.Y. 

GR.  Neck  2-4099  MUrray  Hill  9-2676 


UNFURNISHED  PROFESSIONAL  OFFICE  FOR  RENT 


Queens,  Hollis,  Newly  populated  area.  3 rooms  on  ground 
floor  of  corner,  new  professional  building,  on  Hillside 
Avenue.  $125  mo.  Weekdays;  MUrray  Hill,  2-0359. 


FOR  SALE 


New,  Continental  X-ray,  with  darkroom  equipment  com- 
plete. Leitz  Photrometer,  microscope,  Pelton  sterilizer  in 
cabinet,  centrifuge.  Call  REgent  7-9198.  10-12  2-6. 


FOR  SALE  OR  RENT 


General  practice,  house,  including  a fully  equipped  four 
room  office  for  sale  or  rent,  in  Queens.  Leaving  to  spe- 
cialize. Box  674,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


FAR  ROCKAWAY — Doctor’s  office  and  residence.  Four- 
teen rooms,  finished  basement;  completely  modernized. 
In  established  medical  area.  Call:  FA  7-1515. 


WANTED 


Partnership.  Eventual  purchase,  G.  P.,  Queens.  No  in- 
vestment. Requires  well-rounded  experience.  Wonderful 
opportunity.  Box  667,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


One  or  two  room  office  suite  is  expanded 
OCEANSIDE  PROFESSIONAL  BUILDING 
Common  sitting  room,  cleaning  and  utilities  furnished, 
suitable  for  General  Practitioner,  Internist,  or  Pediatrician. 
Oceanside  Professional  Building.  RO  6-3448.  393  Long 

Beach  Road,  Oceanside,  Long  Island. 


FOR  SALE,  LONG  ISLAND,  N.  Y. 


Six  room,  colonial  type  house,  12  yrs.  old,  with  4 room  of- 
fice, fully  equipped.  Excellent  location  and  opportunity  for 
general  practice.  Box  675,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


For  OPHTHALMOLOGIST:  2 Office  Rooms  and  sharing 
Waiting  Room,  in  large  E.N.T.  Office  in  Upstate  New 
York.  Excellent  opportunity  for  well-trained  man.  Box 
661,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Williston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity.  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton  Park,  Long  Island  Garden  City  7-7739. 


FOR  RENT 


11  East  68th  Street.  Large  room  in  modern,  newly  dec- 
orated office  suite,  especially  suitable  for  psychotherapists. 
Very  quiet  and  away  from  street  noises.  I.arge  pleasant 
waiting  room.  Telephone  number  REgent  7-2656. 


PRACTICE  FOR  SALE 


New  York  City  Suburb — corner  location  for  30  years, 
plenty  of  work  and  excellent  opportunities  for  live  wire. 
Gross  over  $30,000.00  last  year.  Box  659,  N.  Y.  St.  Jr  Med. 


FOR  RENT 


Physician's  office,  located  at  96  Second  Ave.,  Manhattan. 
Previously  occupied  by  physician,  16  years.  Reasonable. 
Call  OR.  4-3207.  10:30  A.  M.  to  6 P.  M. 


PRACTICE  FOR  SALE 


Lucrative  general  practice,  excellent  industrial  contacts. 
Nassau  County.  Well  equipped  office  — liberal  terms; 
specializing.  Box  677,  N.  Y.  St.  Jr.  Med.,  or  PE.  6-3948. 
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Thirst,  too. 


seeks  quality 


1599 


for  your 

peptic  ulcer 

patients ... 


bromide 


New  High  Potency 
Anticholinergic  with 
No  Bitter  Aftertaste 


As  adjunctive  therapy  in  your  standard  peptic  ulcer  regimen*, 
Antrenyl  offers  potent  anticholinergic  action  to  inhibit  motil- 
ity of  the  gastrointestinal  tract  and  gastric  secretion. 


* Leading 

gastroenterologists 

recommend: 

rest 

sedation 

antacids 

nonirritating  diet 
anticholinergics 


Although  Antrenyl  is  one  of  the  most  potent  of  all  anticholin- 
ergic agents,  it  rarely  causes  esophageal  or  gastric  irritation 
and  has  no  bitter  aftertaste.  In  individualized  doses,  it  is  well 
tolerated  and  side  effects  are  absent  or  generally  mild. 

In  one  study1  patients  receiving  Antrenyl  obtained  relief  from 
acute  symptoms  within  24  to  36  hours.  Dosage  was  individu- 
ally adjusted  at  5 to  10  mg.  four  times  a day.  Side  effects  were 
adjudged  less  pronounced  than  those  of  other  similar  agents 
ordinarily  used  in  the  management  of  peptic  ulcer. 

Prescribe  Antrenyl  in  your  next  case  of  peptic  ulcer  and 
spasm  of  the  gastrointestinal  tract.  Available  as  tablets,  5 mg., 
scored,  bottles  of  100;  and  syrup,  5 mg.  per  teaspoonful  (4 
cc.),  bottles  of  1 pint. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 

1.  Rogers,  M.  P.,  and  Gray,  C.  L.:  Am.  J.  Digest.  Dis.  19:180,  1952. 
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PROGRESS  THROUGH 


New  Research  Laboratory 
Of  R.  J.  Reynolds  Tobacco  Company 


The  makers  of  Camels  never  cease 
their  efforts  to  maintain  and  to  improve 
the  standards  of  quality  that  distinguish 
Americas  most  popular  cigarette. 

The  plant  shown  above,  which  was  opened 
this  year,  is  a $2,000,000  addition  to 
Camel’s  research  facilities. 


. J.  REYNOLDS  TOBACCO  COMPANY  • WINSTON-SALEM  • N.  C 
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For  the  prolonged  relief  of 
BRONCHIAL  ASTHMA 


SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1-200 


i 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY. 


For  the  patient’s 


For  additional  information  just  send 
your  Rx  Blank  marked  14SP7 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  in|eeted 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 

Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 

Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  2 cc.  multiple-dose  vials 
(five  to  a package)  and  in  5 cc.  vials  (individually  packaged) 
at  a saving  in  cost  to  both  physician  and  patient. 
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in  functional  G.  I.  distress 

spasmolysis  alone 
is  not  enough 


For  prompt  and  more  effective  relief  of  belching, 
bloating,  flatulence,  nausea,  indigestion  and  constipation, 
prescribe  Decholin /Belladonna  for 


reliable  spasmolysis 

• inhibits  smooth-muscle  spasm 

• suppresses  incoordinate  peristalsis 

• facilitates  biliary  and  pancreatic  drainage 

improved  liver  function 
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stung 
by 

Tabanus 

Insect  bites,  while  seldom  dangerous,  can 
lie  complicated  by 

—calamine,  “best . . . removed  from 
professional  medicine”1 

—phenol  derivatives,  identified  as 
sensitizing  agents2 

—topical  anesthetics  of  the  “caine”  family, 
liable  to  cause  contact  dermatitis3 

— antihistaminics,  known  to  be 
. . great  sensitizers’ 3 


r 


the  non-sensitizing  antipruritic  is  preferred 


. . because  of  its  freedom  from  phenol, 
cocaine,  cocaine  derivatives  and  other 
sensitizing  agents.”2  Calmitol  contains 
camphorated  chloral,  hvoscvamine 
oleate  and  menthol,  known  for  their 
antipruritic  effectiveness. 

1.  Goodman,  H.:  J.A.M.A.  1 29:707,  1945. 

2.  Lubowe,  I.  I.:  New  York  State  J.  Med.  50:1743,  1950. 

3.  Nomland,  R.:  Postgrad.  Med.  //:4I2,  1952. 
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DAINITE 


Each  DAY  tablet  Each  NITE  tablet 

contains:  contains: 


. Phenobarbital 

. . . Vs  gr. 

XA  gr 

Sodium  Pentobarbital 

...  Zi  gr. 

3 gr 

Aminophylline 

4 gr. 

'A  gr 

Ephedrine  HCI 

'A  gr 

Ethyl  Aminobenzoate. . 

...  A gr. 

lxh  gr 

Aluminum  Hydroxide 

...2 Vi  gr. 

Give  t.i.d.a.c. 

Give  at  10  P.M. 

A single  package,  a single  prescription,  yet 
two  dosage  forms  are  the  unique  advantages 
of  the  DAINITE®  Unit  for  around  the  clock 
protection  of  the  asthmatic  patient.  Continu- 
ous therapy  is  thereby  supplied  based  on  the 
fundamental  difference  between  the  day  and 
night  requirement  of  bronchial  asthma.  Both 
Day  and  Nite  tablets  provide  fully  effective 
therapy  against  asthmatic  attacks;  a signifi- 
cant modification  of  the  Nite  tablet  specifically 
protects  sleep.  Striking  objective  improve- 
ment in  pulmonary  function,  together  with 
good  tolerance,  has  been  reported  with 
DAINITE.'-2'3-4 

Supplied  as  the  DAINITE  UNIT  containing 
48  Day  Tablets  and  18  Nite  Tablets  in  a 
unique  dispensing  unit.  Day  and  Nite  tablets 
are  also  available  separately,  to  simplify 
prescription  and  refill  according  to  individual 
needs. 


References:  (1)  Segal,  M.  S.:  Springfield, 
Charles  C.  Thomas,  1 950,  p.  83;  (2)  Barach, 
A.  L.:  J.A.M.A.  1 47:  730-737,  1951;  (3) 
Segal,  M.  S.,  et  al.:  Ann.  Allergy  9:  782-793, 
1951;  (4)  Bickerman,  H.  G.,  and  Beck,  G.: 
Personal  Communication. 


IRWIN,  NEISLER  & COMPANY  . decatur,  ill. 
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Moses  H.  Krakow,  Chairman  .... 
Samuel  Guest.  Vice-Chairman. 
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Kill 


RHINALGAN 

NASAL  DECONGESTANT 

f FOR 

INFANTS  •CHILDREN 
ADULTS  AND  AGED 

DOES  NOT  CONTAIN  ANY  ANTIBIOTIC 


Does  not  affect 


BLOODPRESSURE 

RESPIRATION 

CENTRAL  NERVOUS  SYSTEM 


ENTIRELY 


CARDIAC-DIABETIC 
PREGNANCY-THYROID 
AND  HYPERTENSION  CASES 


Authoritative  Proof  sent  on  request. 


COMPLETELY  FREE  OF  SIDE-EFFECTS... 
no  cumulative  action... no  overdosage 
problem . . . non-toxic. 


Reference  to  RHINALGAN: 

1 . Van  Alyea,  O.  E.,  and  Donnelly,  W.  A.:  E.E.N.&T. 
Monthly,  31,  Nov.  1952. 

2.  Fox,  S.  L.:  AMA  Arch.  Otolaryn.,  53,  607-609, 
1951. 

3.  Molomut,  N.,  and  Harber,  A.:  N.Y.  Phvs.,  34,  14- 
18,  1950. 

4.  Lett,  J.  E.,  (Lt.  Col.  MC-USAF)  Research  Report, 
Dept.  Otolaryn.,  USAF  School  Aviat.  Med.,  1952. 

5.  Hamilton,  W.  F.,  and  Turnbull,  F.  M.:  J.  Amer. 
Pharm.  Assn.,  7,  378-382,  1950. 

6.  Browd,  Victor  L.:  Rehabilitation  of  Hearing,  1950. 

7.  Kugelmass,  I.  Newton:  Handbook  of  the  Common 
Acute  Infectious  Diseases,  1949. 


For 


Safety! 


USE  RHINALGAN 


NOW  Modified  Formula  assures 
PLEASANT,  PALATABLE  TASTE! 

FORMULA:  Desoxyephedrine  Saccharinate  0.50% 
w/v  in  an  isotonic  aqueous  solution  with  0.02% 
Laurylammonium  saccharin.  Flavored.  pH  6.4. 

Available  on  YOUR  prescription  only! 


Schenleyl 


barbiturate 


sombulex*  is  an  unusual  barbiturate 

because  it  works  within  15  to  30  minutes  and  leaves  the  bloodstream 
within  3 to  4 hours,  thus  avoiding  the  danger  of  hangover  for 
patients  who  do  not  need  heavy  barbiturate  action. 


When  the  stresses  and  strains  begin  to  tell 

. . . when  the  mind  won’t  let  the  body  rest,  and  patients 
complain  for  the  first  time... “Doctor,  I can’t  get  to  sleep”... 
SOMBULEX  is  the  prescription  of  choice  for  these 
first-time  barbiturate  patients.  For  them,  1 or  2 tablets 
taken  with  water  or  a warm  beverage  usually  suffice 
to  induce  a night’s  refreshing  sleep  without  hangover. 

Patients  will  not  readily  identify  SOMBULEX  as  a barbiturate. 


The  unusual  uses  of  sombulex 

Because  of  its  rapid  yet  nonpersistent  action,  1 SOMBULEX 
Tablet  will  help  restore  interrupted  sleep  without  subsequent 
hangover,  or  permit  a relaxing  cat  nap  before  a busy  evening. 

One  SOMBULEX  Tablet  also  will  help  the  new  night-shift  worker 
adjust  to  a daytime  sleeping  schedule.  NOTE:  The  action  of 
SOMBULEX  may  be  too  short  lived  for  the  patient  already  dependent 
upon  long-acting  barbiturates.  SOMBULEX  is  supplied 
in  bottles  of  100  tablets,  each  containing  0.26  Gm.  (4  gr.) 

N-methyl  cyclohexenyl  methyl  barbituric  acid,  Schenley. 


SCHENLEY  LABORATORIES,  INC. 


schenley 


© Schenley  Laboratories,  Inc.  "Trademark  of  Schenley  Laboratories,  Inc. 
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When  a patient  just  caii’t  see 
giving  up  coffee  . . . 


Tell  him  about  grand-tasting  Sanka  Coffee.  It’s  97% 
caffein-free  . . . can't  cause  sleeplessness  or  get  on  the  nerves. 


The  perfect  coffee  for  the 
patient  affected  by  caffein. 


Product  of  General  Foods 


WHENEVER  DIARRHEA 
is  Encountered 


Arobon  is  widely  applicable  whenever 
diarrhea  or  loose  stools  must  be  overcome. 
Its  action  is  dependable,  regardless  of  the 
underlying  cause  of  the  diarrhea. 

Prepared  from  specially  processed  carob 
flour,  Arobon  provides  a high  natural 
content  of  pectin,  lignin  and  hemicellulose. 
Thus  it  exerts  a combined  adsorptive,  de- 
mulcent, water-binding  action  which  is 
promptly  effective  in  all  age  groups — 
adults,  children,  infants.  In  most  diarrheas, 
Arobon  suffices  as  the  sole  medication; 
in  the  dysenteries  and  the  severe  infec- 
tious diarrheas,  it  is  a valuable  adjuvant. 


ESPECIALLY  USEFUL  IN 
WARM  WEATHER  DIARRHEA 

The  diarrheas  so  often  encountered  during 
warm  weather  respond  promptly  and 
especially  well  to  Arobon  with  its  demul- 
cent and  adsorptive  action. 

Arobon  is  easily  and  quickly  prepared 
for  use  with  milk  or  water.  Although  it 
contains  no  chocolate,  when  mixed  with 
milk  it  makes  a tasty  mixture  having  a 
chocolate-like  flavor. 


Physicians  are  invited  to  write  for 
clinical  test  samples  of  Arobon. 


Arobon  is  available  in  5 ounce  jars  through  all  pharmacies. 


THE  NESTLE  COMPANY,  INC.  white  plains,  new  york 
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An  important 
new  preparation... 
clinically  accepted 
...for  lowering 
blood  pressure 
in  both  benign 
and  malignant 
hypertension 

(1)  Crumpton,  C.  W.  et  al.:  Abstract,  Society  for 
Pharm.  & Exper.  Therap.,  September  8-10,  1952, 
J.  Pharm.  & Exper.  Therap.,  106:378,  December, 
1952.  (2)  Currens,  J.  H.  et  al.:  Abstract,  Program, 
American  Heart  Assn.,  April  18-19,  1952.  (3)  Meil- 
man,  E.,  and  Krayer,  O.:  Circulation,  6:212,  August, 
1952.  (4)  Hoobler,  S.  W.  et  al.:  Ann.  Internal  Med., 
37:465,  September,  1952.  (5)  Smirk,  F.  H.,  and 
Chapman,  O.  W.:  Am.  Heart  J.,  43:586,  1952. 
(6)  Nash,  H.  A.  and  Brooker,  R.  M.:  Abstracts  of 
Papers,  122nd  Meeting  Am.  Chem.  Soc.  (September, 
1952)  p.  231.  (7)  Nash,  H.  A.,  and  Brooker,  R.  M.: 
J.  Am.  Chem.  Soc.  (in  Press). 
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PROTOVERATRINE 

. . . recently  established  as  one  of  the  most  potent 
and  the  best  tolerated  of  veratrum  derivatives  for 
symptomatic  treatment  of  hypertension. 

IS  NOW  AVAILABLE 

Clinical  investigations0-55  show  that  adequate  doses  of 
protoveratrine  produce  a significant  decrease  in  systolic 
and  diastolic  blood  pressures. . .frequently  with  alleviation 
of  such  symptoms  as  headache,  insomnia,  delirium,  dizzi- 
ness and  blurred  vision. 

When  dosage  is  carefully  adjusted  to  patient  tolerance, 
blood  pressure  can  often  be  maintained  near  normal 
levels  indefinitely/25 

VERALBA- 

[Brand  of  Protoveratrines  A and  B . . . 
chemically  standardized  by  an 
original  Pitman-Moore  assay/6, 7)] 


The  individual  patient’s  effective  dose  can  be  readily 
established  with  Veralba  Tablets.  Their  chemically- stand- 
• ardized  protoveratrine  content  is  more  constant  in  potency 

than  biologically-assayed  preparations  . . . permitting 
the  accurate  dosage  essential  for  optimal  results  from  pro- 
toveratrine therapy. 

Veralba  is  supplied  as  0.2  mg.  and  0.5  mg.  grooved 
tablets,  in  bottles  of  100. 

A “dose-establishment”  package  of  36  (0.2  mg.)  tab- 
lets and  abstracts  of  clinical  investigations  are  available 
on  request. 

♦Trademark 

' ““ ' — ““ ~ “ “ — “ “ “ Pharmaceutical  and  biological  chemists 

PITMAN-MOORE  COMPANY  INDIANAPOLIS  6,  INDIANA 

- Division  of  Allied  Laboratories,  Inc. 
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“HELP  ME  GROW  A 

tall,  husky,  strong” 


An  increasing  number  of  pediatri-  k 
cians  now  supplement  the  diet  of 
infants  and  children  with  vitamin 
C and  B-Complex  vitamins,  as  well 
as  A and  D,  to  help  achieve  optimal 

" & 


NUTRI-DROPS 

'APC 


8 - VITAMIN  SUPPLEMENT 

provide  all  essential  vitamins, 
in  agreeable,  non-alcoholic, 
drop  form.  Easy  to  give,  easy  to  take  in 
milk,  formula,  fruit  juices,  cereals,  etc. 
Well  tolerated,  economical. 


The  recommended  dose  of  0.6  cc.  (10  minims') 


represents: 

Vitamin  A 5000  U.S.P.  Units 

Vitamin  D . . . 1000  U.S.P.  Units 

Thiamine  Hydrochloride  (B,) . . 1 mg. 

Riboflavin  (B.) 0.5  mg. 

Ascorbic  Acid  (C) 50  mg. 

Niacinamide  5 mg. 

Pyridoxine  Hydrochloride  (Bs)  1 mg. 

Calcium  Pantothenate 2 mg. 


In  50  cc.  dosage  dropper  bottles. 

Write  for  Literature 

AMERICAN  PHARMACEUTICAL  COMPANY 

Manufacturing  Chemists,  New  York  54;  N.  Y. 

Over  36  years  of  service  to  the  profession 
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Convalescence  is  associated  with  protein  loss  of 
serious  magnitude,  yet  little  is  known  of  the  funda- 
mental nature  of  the  loss.1  Loss  of  nitrogen  cannot 
be  prevented;  however,  nitrogen  balance  can  be 
maintained,  wound  healing  enhanced,  and  conva- 
lescence shortened,  by  a high  protein  diet.2 

Otherwise  the  patient  uses  his  own  “available” 
nitrogen  stores  to  accomplish  the  healing  defect.1 

The  patient  "is  better  off  before  his  nitrogen  stores 
have  been  wasted  than  after.  Surgeons  have  long 
noted  that  chronically  debilitated  patients  are  poor 
operative  risks.”1  Decubitus  ulcers  heal  quickly  in 
heavily  protein-fed  patients.4 


These  facts  are  clear,  as  is  also  the  fact  that  Knox 
Gelatine,  which  is  pure  protein,  offers  a useful 
method  of  supplementing  the  ordinary  dietary 
protein. 

Knox  Gelatine  is  easy  to  digest,  while  its  supple- 
mentary dietary  nitrogen  will  furnish  protein  with- 
out other  substances,  especially  salts  of  potassium 
which  are  retained  during  convalescence;  without 
excess  fat  and  carbohydrate,  which  are  not  needed 
especially;  and  without  a food  volume  which  may 
interfere  with  intake. 

1 Howard.  J.  E.  Protein  Metabolism  During  Convalescence  After  Trauma.  Arch. 
Surg.  50466,  1945. 

2 Co  Tui.  Minutes  of  the  Conference  on  Metabolism  Aspects  of  Convalescence 
Including  Bone  and  Wound  Healing.  Josiah  Macy,  Jr  Foundation,  Fifth  Meeting 
Oct  8-9.  p.  57.  1943. 

3.  Whipple.  G.  H.  and  Madden,  S.  C.  Hemoglobin,  Plasma  Protein  and  Cell  Pro- 
tein: Their  Interchange  and  Construction  in  Emergencies.  Medicine  23:215,  1944 
4 Mulholland,  1.  H . Co  Tui,  Wright,  A.  M„  Vinci,  V.,  and  Shafiroft,  B.  Protein 
Metabolism  and  Bed  Sores.  Am.  Surg.  118  1015,  1943. 


AVAIIA01E  AT  OROCERT  STORES  IN  4-ENVfiOPf  FAMILY 
SIZE  AND  32-ENVELOPE  ECONOMV  SIZE  PACKAOES 

Write  today  for  your  free  copy 
"Feeding  the  Sick  and  Convalescent." 

Knot  Gelatine.  Johnstown.  N.  Y..  Dept.  NYS 


KNOX  GELATINE  U.S.P.  ALL  PROTEIN  NO  SUGAR 
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u'hat  makes  a most  flexible, 
ideally  balanced 
infant  feeding  formula, 
used  alone  or  as  base?* 


HI-PRO 

. . . because  it’s  a specially-prepared, 
spray-dried , modified  COW’S 
MILK  with  nothing  else  added  . . . 
with  a ratio  of  3 High  Protein  to 
1 Low  Fat. 

for  helping  build  stronger  Muscles, 
Tissue  Turgor  and  Resistance  to 
Infection 

for  reducing  Fat  Intake 

* Normal  dilution : 1 tbsp.  Hi-Pro  to  3 oz. 
liquid.  Easily  adjustable  to  meet  require- 
ments of  all  corrective  and  preventive 
infant  feeding. 

A APPROXIMATE  ANALYSIS  . ..HI-PRO 

Protein  ....41.0%  Moisture 3.0  % 

Pot 14.0%  Calcium  (Ca ) _1.15% 

lactose 35.0%  Phosphorus  (P)  1.65% 

Minerals 6.5%  Potassium  (K)  _1 .1 7% 

Calories  per  oz. 121 

Calories  per  tbsp 40 

Proteins  per  oz 11.7  grams 

Proteins  per  tbsp 3.9  grams 

Available  in  1-lb.  vacuum  tins  at  all  pharmacies. 


For  Documented  Booklet  and  Profes- 
sional  Samples — Write  Dept.  N. 


SPECIAL  MILK  PRODUCTS.  Inc. 


CULVER  CITY,  CALIFORNIA 
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for  relief  of 

ARTHRITIS 


and  allied  disorders 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


NEW  SYNTHETIC  NON-HORMONAL 


A totally  new  concept  in  management  of  rheumatic  disorders,  treatment  with 
BUTAZOLIDIN  offers  a combination  of  clinical  advantages  not  shared  by  any  other  agent. 

Relieves  pain  in  approximately  3 of  every  4 cases  within  a few  days  of  commencing  treatment 

Produces  functional  improvement  in  many  cases  by  reducing  swelling  and  spastn  and  increas- 
ing mobility 

Has  favorable  effect  in  virtually  all  forms  of  arthritis  and  many  types  of  painful  musculo- 
I skeletal  disorders 

Maintains  effectiveness  for  as  long  as  treatment  is  continued 

Effective  by  mouth,  thus  well  adapted  to  routine  use  in  either  bedridden  or  ambulatory  patients 


Butazolidin®  (brand  of  phenylbutazone)  is  available  as  coated  tablets  of  200  mg.  and  100  mg. 

A selection  from  the  bibliography  on  BUTAZOLIDIN ...( 1 ) Freyberg,  R.;  Kidd,  E.  C.,  and  Boyce,  K.  C.  : Studies  of 
Butazolidin  and  Butapyrin  in  Patients  with  Rheumatic  Diseases.  Paper  read  before  the  Annual  Meeting  of  the  American  Rheuma- 
I tism  Association,  Chicago,  June  6,  1952.  (2)  Kuzell,  W.  C.,  and  others : Phenylbutazone  (Butazolidin)  in  Rheumatoid  Arthritis 
and  Gout,  J.A.M.A.  149: 729,  1952.  (3)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W.:  Butapyrin  in  Gout,  Stanford  M.  Bull.  9:194,  1951. 
(4)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin),  Bull.  Rheumat.  Dis.  3: 23,  1952.  (5)  Kuzell,  W.  C., 
and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin)  and  Butapyrin  in  Arthritis  and  Gout,  California  Med.  77: 319,  1952. 
(6)  Smith,  C.  H.,  and  Kunz,  H.  G. : Butazolidin  in  Rheumatoid  Disorders,  J.  M.  Soc.  New  Jersey  49:306,  1952.  (7)  Stein- 
1 brocker,  O.,  and  others:  Phenylbutazone  Therapy  of  Arthritis  and  Other  Painful  Musculoskeletal  Disorders,  J.A.M.A.  750:1087, 
1952.  (8)  Stephens,  C.  A.  L.,  Jr.,  and  others:  Benefits  and  Toxicity  of  Phenylbutazone  (Butazolidin)®  in  Rheumatoid  Arthritis, 
J.A.M.A.  750:1084,  1952. 


In  order  to  secure  optimal  results  with  minimal  risk  of  side 
reactions  physicians  are  urged  to  send  for  the  brochure 
“Essential  Clinical  Data  on  Butazolidin”  and  other  inform- 
ative literature. 


CEICY  PHARMACEUTICALS 

Division  of  Ceigy  Company,  Inc.,  220  Church  St.,  New  York  1 3,  N.  Y. 

In  Canada;  Ceigy  (Canada)  Limited,  Montreal 
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Prompt  oral  digitalizing  effect.  . . There  is  practically  no  time  lag  before 


the  action  of  orally  administered  Digoxin;  it  is  apparent 
within  an  hour.  Relief  of  symptoms  of  cardiac  failure 
is  complete  in  about  six  hours,  and  full  digitalization 
is  achieved  in  eighteen  to  twenty-four  hours. 

Even  maintenance  . . . The  rate  of  elimination  of  Digoxin  is  unique ; 

it  is  fast  enough  to  permit  rapid  control  of  toxicity  in 
case  of  overdosage1 ; it  is  not  so  rapid  as  to  give  fleeting 
peaks  of  effect.  This  balance  provides  both  a practical 
margin  of  safety  and  steady  maintenance. 


Preparations  available: 

■ ‘Tabloid’®  brand  Digoxin  0.25  mg. 
for  oral  digitalization  and  maintenance. 

■ ‘Wellcome’®  brand  Digoxin  Injection 
0.5  mg.  in  1 cc.  for  rapid  digitalization 
by  intravenous  injection  (after  dilution 
with  10  times  its  volume  of  saline). 


1.  Schaaf,  R.  S.,  Hurst,  J.  W.,  and  Williams  C. : Med.  Glin.  North  America  (Mass.  Gen.  Hasp.  No.)  p.  1255  (Sept.)  1959. 


Burrougns  Wellcome  & Co.  (U.S.A.)  Inc  .,  Tuckahoe  7,  N.  Y. 
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when  resistance  develops  in  penicillin  therapy.  . . 


BRAND  OF  CARBOMYCIN 


Effective  against  penicillin-resistant  staphylo- 
coccal, enterococcal  and  other  streptococcal 
infections. 


A new  antibiotic  agent  for  selective  use  in  the 
practice  of  medicine  today. 

Well-tolerated  Magnamycin  is  supplied  in  sugar 
coated  tablets  of  100  mg.,  bottles  of  25  and  100, 
and  250  mg.,  bottles  of  16. 


Pfizer)  CHAS.  PFIZER  ^ CO..  INC..  Brooklyn  6.  N.  Y. 


Some  questions  about 
may  have  occurred 


and  their  answers  by 


What  materials  are  used  in  cig- 
arette filters? 


Until  just  recently,  cellulose,  cot- 
ton or  crepe  paper  were  the  only 
materials  used  in  cigarette  filters. 

Now.  after  long  search  and 
countless  experiments.  KENT’S 
“Micronite”*  Filter  has  been  de- 
veloped. It  employs  the  same  fil- 
tering material  used  in  atomic  en- 
ergy plants  to  purify  the  air  of 
minute  radio-active  particles. 


How  effective  are  these  cigarette 
filters? 


Scientific  measurements  have 
proved  that  cellulose,  cotton  or 


crepe  paper  filters  do  not  take  out 
a really  effective  amount  of  nico- 
tine and  tars. 

However,  these  same  tests  also 
have  proved  that  KENT’S  exclu- 
sive Micronite  Filter  approaches 
7 times  the  efficiency  of  other  filters 
in  the  remoral  of  tars  and  nicotine 
and  is  virtually  twice  as  effective 
as  the  next  most  efficient  ciga- 
rette filter. 


QDo  physiological  reactions  to  fil- 
■ ter  cigarettes  differ? 


A"  The  drop  in  skin  temperature  oc- 
■ curring  at  the  finger  tip  induced 
by  filtered  cigarette  smoke  was 
measured  according  to  well-estab- 
lished procedures.  ( a,  b) 

For  conventional  filter  ciga- 
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filter  cigarettes  that 
to  you,  Doctor 


the  makers  of 


rettes,  the  drop  was  over  6 degrees. 
For  Kent’s  Micronite  Filter, 
there  was  no  appreciable  drop. 

Q-  Does  an  effective  cigarette  filter 
■ also  remove  the  flavor? 

A- 

L 1 KENT  s Micronite  Filter  . . . the 

* * ■ first  cigarette  filter  that  really 
works  . . . lets  smokers  enjoy  the 
full  pleasure  of  a really  fine  ciga- 
rette, yet  gives  them  the  greatest 
protection  ever  from  tars  and  nic- 
otine. 

In  less  than  a year’s  time,  the 
new  KENT  has  become  so  popular 
it  outsells  brands  that  have  been 
on  the  market  for  years. 

Today,  KENTs  are  sold  in  most 
major  U.  S.  cities.  If  your  city  is 


not  yet  among  them,  simply  write 
to  P.  Lorillard  Co.,  119  West  40th 
Street,  New  York,  N.Y.,  and  spe- 
cial arrangements  will  be  made 
to  assure  you  of  a regular  supply. 

References  Cited 

a.  J.A.M.A.,  Vol.  103,  1934,  p.  318 

b.  J.A.M.A.,  Vol.  135,  1947,  p.  417 

*PATENT  APPLIED  FOR 
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ePTjOthers  will  thank  ^ou 


Swallowed  Whole 


Chewed 

or  in  Food  or  Liquid 


Dissolved  on  Tongue 


CHILDREN'S  SIZE 


BAYER  ASPIRIN 


We  will  be  pleased  to  send  samples  on  request 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc. 
1450  Broadway  New  York  18,  N.  Y. 


• The  Best  Tasting  Aspirin 
You  Can  Prescribe. 

• The  Flavor  Remains  Stable 
Down  to  the  Last  Tablet 

in  the  Bottle. 

• 24  Tablet  Bottle 

2Vi  gr.  each  15p 

Grooved  Tablets  — 
Easily  Halved. 
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POWER  TO  RESIST  FOOD 

At  Meals  and  Between  Meals 


DOUBLE 


Obocell®  controls  the  two  causes  directly  responsible 
for  overeating  — bulk  hunger  and  appetite.  Nicel* 

(in  Obocell)  slows  release  of  d-Amphetamine... prolongs 
appetite  depression... and  supplies  non-nutritive 
bulk  to  create  a sense  of  fullness  and  satisfaction. 

With  Obocell  it  is  easy  to  achieve  and  maintain 
patient  co-operation  throughout  the  trying 
period  of  weight  reduction  since  Obocell  keeps  the 
patient  on  a diet  longer. 

Each  Obocell  tablet  contains  Dextro-Amphetamine 
Phosphate,  5 mg.,  and  Nicel,*  150  mg. 

Dosage:  3 to  6 tablets  daily  with  a full  glass 
of  water,  one  hour  before  meals. 

Supplied  in  bottles  of  100,  500,  1000  tablets. 

* Irwin- Neisler's  Brand  of  High-Viscosity  Methylcellulose. 

I A COMBINED  HUNGER  AND  APPETITE  DEPRESSANT ® I 

Obocell 


IRWIN,  NEISLER  & CO.,  decatur,  Illinois 

teazcA  Sewe  ^kacZice 


EFFECTIVE  THERAPY  for  this, 
the  largest  group  of  hypertensives 


• Rauwiloid  offers  an  effective  means  of  treating  mild  and  moderate  hyper- 
tension, without  subjecting  the  patient  to  the  hardship  and  discomfort 
attending  so  many  other  drugs  employed  for  this  purpose. 

• Produces  a calming,  tranquilizing  effect,  without  the  drowsiness  so  fre- 
quently observed  with  barbiturates. 

• May  be  given  for  long  periods  without  loss  of  therapeutic  efficacy;  toler- 
ance has  not  been  observed. 

• Lowers  blood  pressure  presumably  through  central  action;  does  not  lead 
to  postural  hypotension  attending  the  sympathetic  blocking  agents. 

• Relieves  associated  symptoms;  no  dosage  determination  problem. 

• Rauwiloid  rarely  produces  side  actions,  hence  patients  need  be  seen  only 
at  long  intervals.  Patients  on  Rauwiloid  are  more  comfortable,  feel  better, 
and  are  more  cooperative. 


Rauwiloid 


for  the  long-time  management  of 
mild  or  moderate  hypertension , ivith 


CONTROL  OF  ASSOCIATED  SYMPTOMS 


Rauwiloid  represents  an  alkaloidal  fraction 
obtained  from  the  tropical  plant  Rauwolfia 
serpentina;  it  is  generically  designated  the 
alseroxylon  fraction. 

• Each  batch  of  extract  is  tested  in  dogs 
for  its  effectiveness  in  producing  drop  in 
blood  pressure,  bradycardia,  and  sedation. 

• Clinically,  Rauwiloid  produces  (1)  mod- 
erate drop  in  blood  pressure,  (2)  desir- 
able, mild  bradycardia,  (3)  an  appreciated 
calming  influence,  and  (4)  prompt  re- 
lief of  headache,  dizziness,  and  other 
symptoms,  often  within  a week. 


• The  hypotensive  action  of  Rauwiloid  is 
slow  in  developing,  and  may  not  attain  its 
maximum  effect  for  weeks  or  even  months. 
However,  the  ability  to  lower  blood  pres- 
sure is  limited,  regardless  of  dose. 

• Rauwiloid  is  not  ganglionic  or  adrenergic 
blocking  and  does  not  interfere  with  pos- 
tural reflexes.  Even  at  several  times  the 
therapeutic  dosage,  undesirable  side  actions 
are  rarely  seen  with  Rauwiloid. 

• The  initial  dose  of  Rauwiloid  is  4 mg.  (2 
tablets)  once  daily,  until  the  desired  effect 
is  achieved;  thereafter  the  maintenance 
dose  is  one  2 mg.  tablet  daily. 


/ 

Rauwiloid  is  available 
:ription  at  all  pharma- 
ottles  of  60  tablets,  2 
l;  Rauwiloid  +Veriloid 
>s  of  1 00.  Each  bottle 
ents  an  average 
supply. 


ography: 

».  R W.  and  Judson,  W. 
ie  Use  of  Rauwolfia 
tina  in  Hypertensive 
s.  New  England  J.  Med. 
(Jan.  8)  1953. 

>.  R.  W ; Judson,  W.  E.. 
mton,  J.  R.:  Preliminary 
ations  on  Rauwolfia  Ser- 
la  in  Hypertensive 
s,  Proc.  New  England 
vas.  Soc..  1951-1952,  p. 

is.  .R.  \V  . ; New  Drug 
lesin  Arterial  Hyperten- 
.nn,  Int.  Med.  J7:1144 
1952. 

R.  J.:  Clinical  Trial  of 
Ifia  Serpentina  in  Essen- 
•pertonsion.  Brit.  Heart 
).  1949. 

..  R.  W Combination  of 
in  the  Treatment  of 
al  Hypertension.  Missis- 
actor  30:359  (Apr.)  1953. 
V.;  Livesay.  W.  R.. 

S.  I.,  and  Moyer.  J.  H.: 
inary  Observation  of 
Ifia  Therapy  of  Hyper- 
. M.  Rec.&  Ann.,  in  press. 


THE  ADVANTAGES  CARRY  OVER  IN  THE 
TREATMENT  OF  SEVERE  HYPERTENSION  WITH 


RauwilohWeriloid® 


• The  characteristic  effect  of 
Rauwiloid  is  retained  when  a more 
potent  hypotensive  agent  such  as 
Veriloid  is  concurrently  given. 
Clinical  evidence  suggests  that 
synergistic  potentiation  results. 

• In  severe  or  resistant  hyperten- 
sion, Rauwiloid  + Veriloid  provides 
the  more  potent  hypotensive  action 
needed.  The  combination  produces 
outstanding  objective  and  subjec- 
tive improvement. 


• The  calming  influence  of  Rauwi- 
loid enhances  tolerance  for  Veriloid, 
making  it  possible  for  patients  to 
obtain  striking  reduction  of  blood 
pressure  from  lower  doses  of  Veri- 
loid than  are  usually  required. 

• The  average  dose  of  Rauwiloid 
+ Veriloid  is  one  tablet  three  times 
daily,  ideally  after  meals,  at  inter- 
vals of  not  less  than  four  hours. 
Each  tablet  contains  1 mg.  of 
Rauwiloid  and  3 mg.  of  Veriloid. 
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WHEN  DIETARY 
SUPPLEMENTATION 
IS  NEEDED... 


what  more 


provide 


If  the  concept  of  an  ideal  dietary  supplement  could  be 
formulated,  it  might  well  be  one  that  provides  qualitatively 
every  substance  of  moment  in  human  nutrition.  It  would  pro- 
vide those  for  which  human  daily  needs  are  established  as 
well  as  others  which  are  considered  of  value,  though  their 
roles  and  quantitative  requirements  remain  unknown. 

How  Ovaltine  in  milk  approaches  this  concept,  and  how 
well  the  recommended  three  glassfuls  daily  augment  the  nutri- 
tional intake,  is  shown  in  the  appended  table.  The  two  forms 
of  Ovaltine  available — plain  and  chocolate  flavored — are 
closely  alike  in  their  nutrient  values. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


♦CALCIUM. . . . 
CHLORINE..  . 

COBALT 

♦COPPER 

FLUORINE. 

♦IODINE 

♦IRON 

MAGNESIUM 

MANGANESE 

♦PHOSPHORUS 

POTASSIUM 

SODIUM 

ZINC 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for 
Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

( Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 

1.12  Gm. 

900  mg. 

0.006  mg. 

0.7  mg. 

3.0  mg. 

. 0.15  mg. 

12  mg. 

120  mg. 

0.4  mg. 

940  mg. 

1300  mg. 

560  mg. 

2.6  mg. 


VITAMINS 

♦ASCORBIC  ACID 

BIOTIN 

CHOLINE 

FOLIC  ACID 

♦NIACIN 

PANTOTHENIC  ACID 

PYRIDOXINE 

♦RIBOFLAVIN 

♦THIAMINE 

♦VITAMIN  A 

VITAMIN  Bit 

♦VITAMIN  D 

32  Gm. 

65  Gm . 

30  Gm. 


♦PROTEIN  (biologically  complete) 

♦CARBOHYDRATE 

♦LIPIDS 


37  mg. 
0.03  mg. 
200  mg. 
0.05  mg. 
6.7  mg. 

3.0  mg. 
0.6  mg. 

2.0  mg. 
1.2  mg. 

3200  I.U. 
0.005  mg. 
420  I.U. 


Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 


lf.3t 


Upjohn 


Each  gram  contains: 


Cortisone  Acetate 15  mg. 

Neomycin  Sulfate 5 mg. 


(equivalent  to  3.5  mg.  neomycin  base) 

Available  in  1 drachm  tubes  with 
appl  cator  tip 

The  Upjohn  Company,  Kalamazoo,  Michigan 


cortisone 

for  inflammation, 

neomycin 

for  infection: 


Neosone 
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Your  GROUP  PLAN 

OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

• Conceived,  organized  and  supervised  by  your  State 

Medical  Society  for  the  exclusive  benefit  of  its 
members  . . . 

• 32  Years  of  continuous,  dependable  malpractice  protec- 

tion, including  the  Society’s  expert  legal  defense 
service. 

Carried  by  The  Employers  Mutual  Liability  Insurance  Company  of  Wisconsin 

• 

HARRY  F.  WANVIG 

Indemnity  Representative  of  the 

fflebtcal  is>octetp  of  tfje  is>tate  of  l^eto  Pork 

70  Pine  St.,  New  York  5 
Tel:  DIgby  4-7117 


AMERICAN  PHARMACEUTICAL  COMPANY 

MANUFACTURING  CHEMISTS 


when  injections  are 
not  available  or  desirable 

to  supplement  oral  or 
~ intravenous  aminophylline 

Convenient,  easy-to-use,  effective,  Aminophylline  Suppositories, 
APC  are  made  with  a non-greasy,  water  miscible  base. 
Council-Accepted,  as  are  . . . 

AMINOPHYLLINE  TABLETS.  APC  (ENTERIC 

COATED)  non-irritant  to  gastric  mucosa,  readily 
disintegrated  in  the  intestinal  tract.  Indicated  in 


pulmonary  or  cardiorenal  edema. 


SUPPLIED:  Suppositories,  aPc  7^  gr.  (0.5  Gm.), 

boxes  of  12.  Enteric  coated  tablets,  1%  9r- 
(0.1  Gm.),  3 gr.  (0.2  Gm.),  bottles  of  100,  1000, 
5000;  uncoated  tablets  gr.  (0.1  Gm.)  and 

3 gr.  (0.2  Gm.),  bottles  of  100,  1000,  and  5000. 


Please  specify 
suppositories  or  tablets 
on  SAMPLE  request 


NEW  YORK  54,  N.Y. 

Over  36  years  of  service  to  the  profession 


in  the  successful  management  of  epilepsy 


DILANTIN 


© 


a most  effective  and  widely 


used  anticonvulsant 


In  grand  mal,  psychomotor  seizures,  Jack- 
sonian epilepsy  and  focal  convulsions, 
DILANTIN  is  a therapy  of  choice.1  It  “offers 
the  special  advantage  of  . . . 
specificity  for  the  motor  cor- 
tex . . . without  producing 
dullness  of  apprehension, 
lethargy,  and  lassitude.  . . .”2 


DILANTIN  . . is  particularly 
adapted  for  use  in  combina- 
tion . . .”3  and  . . produces  a 
spectacular  result  in  grand  mal  attacks, 
particularly  when  combined  with  pheno- 
barbital. . . .”4 


DILANTIN  Sodium  (diphenylhydantoin  sodium, 
Parke-Davis)  is  supplied  in  Kapseals®  of  0.03  Gm. 
(Vi  gr.)  and  0.1  Gm.  (IV2  gr.)  in  bottles  of  100 
and  1000. 


( 1 ) Krantz,  J.  C.,  and  Carr,  C.  J.:  The  Pharmacologic 
Principles  of  Medical  Practice,  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1949  (Reprinted  1950),  p. 
518.  ( 2)  ibid,  p.  515.  (3)  Carter,  S.:  Epilepsy,  in  Conn, 
H.  F.:  Current  Therapy  1952,  Philadelphia,  W.  B. 
Saunders  Company,  1952,  p.  612.  (4)  Salter,  W.  T.:  A 
Textbook  of  Pharmacology,  Philadelphia,  W.  B.  Saun- 
ders Company,  1952,  p.  231. 
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*'Co-Pyronil’  (Pyrrobutomine  Compound,  Lilly^ 

Dosage 

Mild  symptoms:  1 pulvule  every 
twelve  hours. 

Moderate  symptoms:  1 pulvule 
every  eight  hours. 

Severe  symptoms:  2 pulvules  every 
eight  hours. 


Formula: 

Each  pulvule  contains: 

'Pvronil 

(Pvrrobutamine,  Lilly) 

'HistadvP 

(Thenylp  vramine.  Lilly) 
'Clopane  Hydrochloride’ 
(Cvclopentamine  Hydrochloride, 
Lilly) 


15 


12.5  mg. 
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Editorials 

Blue  Shield  Insurance 


The  Blue  Shield  insurance  plan  is  the 
doctors’  own  device  to  assist  those  in  moder- 
ate circumstances  to  finance  the  costs  of 
sickness.  The  plan  has  grown  by  leaps  and 
bounds.  United  Medical  Service  reports 
statistically:1 

Number  of  Subscribers: 

As  of  December  31,  1952 2,719,882 

As  of  April  30,  1953  2,845,959 

Paid  for  Medical  Care  of  UMS  Subscribers: 

For  12  months  of  1952 ...  $18 , 563 , 739 . 27 

For  4 months  of  1953 ....  6 , 995 , 028 . 97 

(For  first  4 months,  1952.  . . $5,772,944.00) 

The  same  Bulletin  reports: 

$178,000.00 

That  is  the  amount  of  money  which  UMS 

would  have  paid  to  doctors  in  one  year  for  the 

1 May,  1953. 


members  of  just  one  of  our  groups  if  medical 
reports  had  been  received. 

Instead,  a claim  was  made  by  this  group  for 
refund  of  premium  payments  because  of  the 
small  ratio  of  UMS  disbursements  to  the  total 
group  payments  for  this  group. 

In  brief,  the  hospitals  collected  full  Blue 
Cross  payments  but  the  doctors  did  not  receive 
Blue  Shield  payments  because  no  medical  re- 
ports were  made  to  UMS,  because  the  patients 
were  treated  in  the  “ward.” 

After  discovery  of  these  facts,  UMS  con- 
tacted most  of  the  doctors  and  when  possible 
payments  were  made. 

This  is  a factual  report  of  only  one  group  for 
one  year.  This  year  the  same  group  now  under 
commercial  coverage  is  reported  to  have  had  a 
similar  experience  . . . and  again  the  doctors 
are  not  being  paid.  How  many  others,  and 
what  amount  of  monies  are  due  the  doctors 
(unpaid)  no  one  knows. 

Ward  patients  insured  by  UMS,  or  any 
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other  insurance  that  pays  a fee  for  the  service 
of  the  doctor  . . .'are  private  patients,  regardless 
of  what  bed  is  occupied. 

In  view  of  the  large  amount  of  well- 
earned  money  not  paid  to  doctors  but  right- 
fully due  them,  apparently  through  their 
own  carelessness  “because  no  medical  re- 
ports were  made  to  U.M.S.,”  certain  ac- 
counts in  the  public  press  of  overcharging 
of  patients  may  be  overemphasized.  We 
hope  so.  Nevertheless,  the  World  Telegram 
and  Sun  for  May  6,  1953,  quotes  a U.P. 
dispatch  for  Worcester,  Massachusetts, 
which  we  reprint  in  full : 

A medical  society  publication  said  today 
some  doctors  are  overcharging  patients  because 
they  carry  Blue  Shield  insurance. 

The  monthly  publication  of  the  Worcester 
District  Medical  Society  said  editorially: 
“Some  doctors  are  hungry.” 

“Where  they  formerly  accepted  the  S50  or 
S100  that  a patient  could  pay  for  a procedure, 
they  now  accept  the  fee  from  the  Blue  Shield 
or  other  insurance  and  add  another  S50  or  more 
for  the  patient  to  pay.” 

Items  such  as  this  are  a threat  to  the  good 
name  of  the  medical  profession  and  Blue 
Shield,  not  just  in  the  locale  where  they 
appear,  but  throughout  the  United  States. 
In  addition  to  the  nation’s  press  the  above 
item  also  received  a big  play  from  a radio 
commentator  on  a nation-wide  hookup 
almost  before  the  ink  was  dry. 

Many  Blue  Shield  members  have  gone 
through  the  experience  of  receiving  a doctor 
bill  which  was  justifiably  higher  than  their 
allowance.  Who  can  say  how  many  thou- 
sands of  them  heard  the  broadcast  and 
jumped  to  the  conclusion  that  their  doctor 
had  taken  them  for  a ride? 

It  seems  unfortunate  that  many  phj-si- 
cians  do  not  yet  realize  that  the  voluntary 
health  insurance  movement  known  as  Blue 
Shield  was  created  by  the  doctors  them- 
selves and  originally  sponsored  by  most  of 
the  state  medical  societies  in  this  country. 
It  follows,  then,  that  those  few  doctors  who 
consciously  abuse  the  Plan  are  a menace  to 
the  reputation  of  the  entire  profession. 
And  those  many  doctors  who  unconsciously 
neglect  opportunities  to  clarify  the  Blue 


Shield  system  for  their  patients  are  seriously 
endangering  that  reputation. 

How  can  physicians  make  sure  the  major- 
ity of  Americans  will  believe  that  Blue 
Shield  was  created  to  demonstrate  the  sincere 
desire  of  the  medical  profession  to  assist 
the  public  in  budgeting  for  the  costs  of  medi- 
cal care?  The  onty  answer  is  that  we  and 
our  secretaries  must  all  do  a better  job  of 
understanding,  cooperating,  and  explaining. 

We  should  realize  that  many  persons  who 
have  Blue  Shield  would  otherwise  find 
it  difficult  if  not  impossible  to  pay  medical 
bills.  Under  Blue  Shield,  the  doctor  is 
guaranteed  a fee  comparable  to  what  he 
himself  would  set  for  low  income  patients, 
and  he  is  relieved  of  the  problem  of  collect- 
ing from  these  patients.  When  he  goes 
above  the  Blue  Shield  allowance — as  he 
sometimes  has  to  do — it  is  the  doctor’s 
responsibility,  if  he  cares  at  all  for  the  future 
of  the  prepaid  movement,  to  let  the  patient 
know  about  the  additional  charge  before 
the  service  is  rendered,  and  to  make  it  palat- 
able by  whatever  method  his  knowledge  of 
human  behavior  suggests.  After  all.  why 
should  it  be  any  less  a part  of  the  doctor’s 
incidental  work  to  soften  financial  blows  than 
to  soften  bad  news  about  a health  condition? 

There  are  still  some  physicians  who  refuse 
to  take  an  interest  in  Blue  Shield,  neglecting 
to  assume  any  responsibility  for  the  good- 
will of  the  public  and  forgetting  that  their 
lack  of  cooperation  weakens  Blue  Shield 
and  strengthens  rival  systems  of  insurance 
which  are  not  subject  to  physician  guidance. 

All  of  these  points  are  matters  of  intelli- 
gence, however.  The  specific  attacks  on 
Blue  Shield  are  based  on  those  certain  few 
physicians  who  actually  tack  their  regular 
fees  on  top  of  the  Blue  Shield  allowance. 
No  matter  how  few  there  are,  it  is  time  for 
the  medical  profession  to  recognize  the 
peril  and  take  vigorous  action. 

With  so  much  rightfully  earned  income 
neglected  through  carelessness  in  not  re- 
porting claims  for  ward  patients,  as  alleged 
by  U.M.S.,  there  seems  to  be  little  which 
can  be  added  except  scorn  for  the  very  few 
who  endanger  the  whole  plan  by  improper 
charges. 
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COMMON  ERRORS  BY  PATIENTS  IN  THE  MANAGEMENT 

OF  DIABETES 

Kermit  E.  Osserman,  M.D.,  New  York  City 
( From  the  Medical  Department  and  Diabetic  Clinic  of  the  Mount  Sinai  Hospital) 


IN  ORDER  to  ferret  out  many  mistakes 
that  are  commonly  made  by  patients  in 
the  management  of  their  diabetes,  the  physi- 
cian must  act  like  a first-grade  detective. 
These  errors  may  be  classified  under  five 
headings:  (1)  errors  in  administration  of 

^ insulin,  (2)  errors  in  diet,  (3)  errors  in 
hygiene,  (4)  errors  caused  by  psychic 
trauma  of  diabetes,  and  (5)  errors  associated 
with  acute  illness. 

Errors  in  Administration  of  Insulin 

Probably  these  errors  are  the  ones  that 
cause  the  greatest  concern  to  the  physician 
and  to  the  patient.  A patient  previously 
well-regulated  suddenly  starts  either  to 
manifest  insulin  shock  or  to  have  marked 
glycosuria.  It  is  advisable  to  interrogate 
him  as  to  when  he  started  a new  bottle  of 
insulin,  for  it  may  well  be  that  at  the  start 
he  was  drawing  off  supernatant  fluid  without 
much  insulin  content  at  the  surface  of  the 
bottle,  and  then,  towards  the  end  of  the 
vial,  he  may  well  be  taking  double  the  rec- 
ommended dose.  Other  errors  are  the  pre- 
cipitation of  insulin  at  the  top  of  the  vial 


or  the  freezing  of  insulin  in  the  refrigerator, 
causing  all  the  doses  to  lose  their  potency. 
It  is  advisable  personally  to  check  the  bottle 
of  insulin  for  these  conditions. 

The  following  may  sound  facetious,  but 
it  has  occurred.  A patient  was  taught  how 
to  administer  insulin  by  permitting  him  to 
inject  into  an  orange.  After  he  sufficiently 
demonstrated  his  technic,  he  was  given  his 
syringe,  needles,  and  insulin.  One  week 
later  he  was  still  as  far  from  control  as  at 
his  first  visit.  After  much  questioning  it 
was  found  that  he  was  injecting  his  insulin 
religiously  every  morning,  injecting  it  into 
an  orange. 

Probably  the  greatest  difficulty  in  the 
administration  of  insulin  has  to  do  with 
incorrect  dosage  caused  by  confusion  be- 
tween insulin  concentration  and  insulin 
syringes.  Since  most  syringes  have  a dual 
scale,  either  20  to  40  units  or  40  to  80  units, 
the  patient  gets  confused  and  may  use  the 
U 40  scale  with  U 80  insulin,  causing  himself 
to  take  twice  the  recommended  dose,  or, 
contrariwise,  use  the  U 80  scale  with  U 40 
insulin,  thereby  taking  only  one  half  the 
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recommended  dose.  In  one  instance,  a 
patient  broke  his  insulin  syringe  and  ob- 
tained a regular  2-cc.  syringe.  Instead  of 
taking  25  units  of  l'  80  insulin,  he  took 
25  minims  or  125  units.  It  was  not  sur- 
prising that  he  was  in  insulin  shock  every 
morning  for  three  days  before  the  error  was 
pointed  out.  The  only  way  to  avoid  this 
problem  is  to  teach  the  patient  thoroughly. 
Check  by  having  him  bring  in  his  insulin 
and  syringe  to  demonstrate  exactly  how  he 
takes  his  insulin. 

The  American  Diabetes  Association  has 
recommended  the  use  of  new  syringes 
marked  with  only  one  scale.  These  are 
obtainable  and  may  obviate  some  errors. 
There  are  three  syringes:  (1)  a 1-cc.  U 40 
with  lettering  marked  in  red  to  correspond 
to  the  markings  of  U 40  insulins,  (2)  a 1-cc. 
U 80,  and  (3)  a 2-cc.  U 80  marked  in  green 
to  correspond  to  U 80  insulins. 

Two  common  errors  are  the  confusing  of 
the  clear  globin  zinc  with  clear  regular  in- 
sulin, and  cloudy  modified  (NPH)  insulin 
with  cloudy  protamine  zinc  (PZI).  The 
difference  in  time  of  activity  of  these  insulins 
must  be  explained  to  the  patient  so  that  he 
does  not  replace  his  empty  vial  with  an 
insulin  that  looks  like  the  original  in  content  . 
The  manufacturers  of  insulin  try  to  avoid 
some  of  these  errors  by  having  modified 
(NPH)  put  up  in  a square  top  bottle, 
whereas  protamine  zinc  (PZI)  is  in  a round 
top  bottle. 

Since  the  advent  of  modified  (NPH), 
mixtures  of  regular  and  protamine  zinc 
(PZI)  are  no  longer  as  popular  as  they  were 
a few  years  ago.  However,  they  are  still 
useful.  In  handling  mixtures  the  patient 
must  be  taught  always  to  use  the  same 
strength  of  the  insulins  going  into  the  mix- 
ture. Always  draw  up  the  clear  insulin 
first,  then  the  cloudy,  to  avoid  contamina- 
tion. It  is  most  important  to  tell  the  pa- 
tient whether  he  is  to  take  two  insulins  as 
a mixture  in  one  syringe  or  separately  as  two 
distinct  injections.  There  is  a marked 
difference  in  effect  if  30  units  regular  and 
15  units  protamine  zinc  (PZI)  are  taken  as  a 
mixture  or  separately.  If  a mixture,  it 
will  approximate  the  action  of  45  units  of 
modified  (NPH),  whereas  separately  there 
would  be  an  early  marked  fall  in  hyper- 
glycemia, due  to  the  six-hour  activity  of 
regular  insulin,  and  only  a mild  effect  in  the 
next  eighteen  hours. 

The  influence  of  exercise  upon  the  require- 
ment of  insulin  must  be  brought  to  the  at- 
tention of  the  patient.  Exercise  helps  burn 


up  sugar,  and  this  may  result  in  hypo- 
glycemic episodes  and  perhaps  necessitate 
a reduction  in  dosages. 

The  time  of  insulin  injection  must  be 
clearly  specified.  Most  commonly,  insulin 
is  given  before  breakfast.  Occasionally, 
the  physician  may  select  some  other  hour 
of  the  day.  The  patient  may  confuse  these 
instructions,  especially  if  he  has  been  taking 
regular  insulin  more  than  once  a day. 
Patients  have  been  known  to  take  two  to 
three  injections  of  the  longer-acting  insulin 
per  day  by  mistake. 

An  occasional  error  of  insulin  administra- 
tion consists  in  using  the  same  site  for  in- 
jection too  frequently.  This  tends  to  de- 
crease the  effectiveness  of  insulin. 


In  prescribing  diet,  one  must  bring  food 
values  into  focus  for  the  patient.  Explain 
it  in  terms  of  daily  eating.  There  is  great 
resistance  to  changes  in  what  one  eats. 
Furthermore,  there  is  a strong  desire  not 
to  be  different  from  our  fellow  man.  Partic- 
ular attention  must  be  paid  to  the  food 
values  of  fruits  and  vegetables.  The  obese 
diabetic  is  no  different  from  the  obese 
nondiabetic;  both  tend  to  be  inaccurate 
in  listing  their  dietary  intake.  Fortunately 
for  the  diabetic,  not  only  the  scale,  but  the 
degree  of  glycosuria  reveal  his  lack  of  ad- 
herence to  diet.  Particular  note  must  be 
made  of  “substitutions”  of  one  food  for 
another.  It  is  lack  of  knowledge  or  even 
willfulness  that  causes  the  patient  to  make 
errors.  It  is  advisable  not  to  permit  sub- 
stitutions in  the  newly  treated  diabetic. 
Permit  them  after  the  patient  comes  under 
control.  Use  subsequent  visits  to  train  him  • 
in  this  department  of  diabetic  diet  control. 

Errors  in  Hygiene 

These  mistakes  can  be  legion.  Those 
associated  with  peripheral  vascular  diseases 
should  be  particularly  stressed— namely, 
the  wearing  of  tight  garters  that  may  cut 
off  circulation  and  improper  care  of  feet,  such 
as  cutting  of  nails,  calluses,  and  corns.  Par- 
ticularly reprehensible  is  the  wearing  of  rub- 
bers indoors  on  a rainy  day.  This,  plus 
keeping  feet  on  radiators,  has  caused  the 
breakdown  of  many  an  ulcer  of  the  foot. 

Psychic  Trauma  in  Diabetes 

The  psychosomatic  effects  and  associations 
of  diabetes  are  becoming  more  clear  to  us. 
They  take  two  main  forms:  those  that  wish 
to  hide  their  disease  and  omit  insulin  therapy 


Errors  in  Diet 
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or  do  not  follow  diet  regulation,  particularly 
the  teenager  who  will  have  ice  cream  sodas 
every  day  with  the  gang  rather  than  reveal 
his  diabetes,  and,  less  commonly,  the  group 
who  use  their  disease  either  to  punish  them- 
selves or  as  a means  of  obtaining  sympathy. 
A case  illustrating  the  latter  is  that  of  a man 
of  thirty-five  who  had  developed  diabetes  at 
the  age  of  fifteen.  When  he  married,  his 
wife  gave  him  undivided  attention.  Sub- 
sequently, when  children  were  born  and  the 
wife  had  to  divide  her  attention,  he  began 
to  develop  hypoglycemic  shocks,  especially 
wrhen  the  children  were  ill.  Consciously 
or  unconsciously  motivated,  he  took  two 
doses  of  insulin  in  the  morning.  When  the 
cause  of  these  shocks  became  evident  and 
their  motivation  was  pointed  out  to  the 
patient,  the  shocks  ceased. 

Acute  Illness 

When  acute  illness  develops  in  the  diabetic, 
there  is  great  uncertainty  in  the  patient’s 
mind.  Should  he  or  should  he  not  take  his 
insulin  when  he  is  nauseated  and  vomiting? 
If  he  takes  it,  wron’t  he  develop  shock  be- 
cause he  can’t  eat?  Thus,  many  patients 
stop  taking  their  insulin  and  consequently 
develop  acidosis.  The  patient  must  be  fully 
instructed  as  to  proper  management  at  these 
times.  It  is  advisable  to  discontinue  long- 


acting  insulins  and  give  small  doses  of  regular 
insulin,  depending  upon  the  urine  sugar 
reaction.  If  a long-acting  insulin  has  al- 
ready been  taken,  and  the  appetite  is  de- 
creased, shock  may  be  avoided  by  eating  at 
least  the  carbohydrate  portion  of  the  diet. 
It  is  best  to  instruct  the  patient  to  telephone 
the  physician  or  clinic  for  proper  guidance 
when  acute  illness  supervenes. 

To  avoid  “common  errors  by  patients  in 
the  management  of  diabetes”  follow  these 
definite  rules: 

1.  Be  thorough  in  your  original  instruc- 
tions to  the  patient. 

2.  Be  repetitious  at  follow-up  visits,  al- 
most making  a catechism  of  your  instruc- 
tions. 

3.  Make  sure  the  patient  has  means  of 
performing  urine  sugar  and  acetone  deter- 
minations at  home  (clinitest  and  acetest 
tabs). 

4.  Have  all  diabetics,  on  insulin  therapy 
or  not,  have  a bottle  of  regular  insulin  at 
home  and  the  patient  instructed  in  use  of 
same. 

5.  Teach  patient  how  to  take  his  tem- 
perature. 

6.  Be  available  for  telephone  contact 
by  the  patient  so  that  he  may  get  proper 
instruction  in  case  of  emergency  or  even  in 
case  of  doubt. 


( Number  three  of  a series  on  Current  Concepts  in  Diabetes  Mellitus) 


Part  II  of  the  September  1,  1953  issue  of  the  JOURNAL  will  contain 
the  complete  minutes  of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  which  met  at  Buffalo  May  4 to  6,  195  3. 
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MAY  10  to  14,  1954 


HOTEL  STATLER,  NEW  YORK  CITY 


Since  cutaneous  bacterial  infections 
“probably  account  for  more  disability  than 
any  other  group  of  skin  diseases,”1  the 
availability  of  broad-spectrum  Terramycin 
has  been  particularly  helpful  in  controlling 
these  common  disorders.  This  pure,  well- 
tolerated  antibiotic  is  markedly  effective 
against  the  wide  range  of  organisms  often 
implicated  as  primary  or  secondary  patho- 
gens in  skin  disease.  Successful  clinical 
experience2,3,4  in  the  treatment  of  impetigo, 
furunculosis,  acne,  pyodermas,  erythema 
multiforme  and  other  cutaneous  infections 
recommends  the  selection  of  Terramycin 
as  an  agent  of  choice  in  common  diseases 
of  the  skin.  Terramycin  is  supplied  in  such 
convenient  forms  as  Capsules,  Tablets 
( sugar  coated ) , Oral  Suspension  I flavored ) , 
new  Pediatric  Drops,  and  Ointment 
(topical),  as  well  as  other  dosage  forms  for 
oral,  intravenous,  and  topical  administration. 

J.  Bednar,  G.  A.:  South.  M.  J.  46:298  (March)  19 53. 

2.  Wright,  C.  S.,  et  al.:  A.  M.  A.  Arch. 

Dermat.  & Syph.  67:125  (Feb.)  1953. 

3.  Robinson,  H.  M .,  el  al.:  South.  M.  J.  (in  press). 

4.  Andrews,  G.  C.,  et  al.:  J.  A.  M.  A.  146:1107  (July  21)  1951. 
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NEOHYDRIN’ 

BRAND  OF  CHLORMERODRIN 

NORMAL  OUTPUT  OF  SODIUM  AND 


WATER 


prescribe  neohydrin  whenever  there  is  retention 
of  sodium  and  water  except  in  acute  nephritis 
and  intractable  oliguric  states.  You  can  balance 
the  output  of  salt  and  water  against  a more 
physiologic  intake  by  individualizing  dosage.  From  one 
to  six  tablets  a day,  as  needed. 


/ 


c 
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PRESCRIBE  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercun-2-methoxy-propylurea 
in  each  tablet. 
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Scientific  Articles 


THE  PRESENT  STATUS  OF  X-RAY  THERAPY  IN  NEOPLASTIC 

DISEASES 


Eugene  P.  Pendergrass,  M.D.,  Philadelphia,  Pennsylvania 


( From  the  Department  of  Radiology,  Hospital  of  the  University  of  Pennsylvania) 


THERAPEUTIC  radiology  is  approximately 
fifty-five  years  old,  and  it  is  appropriate 
that  an  effort  be  made  at  this  time  to  pause  and 
attempt  to  evaluate  the  present  status  of  x-ray 
therapy  in  neoplastic  diseases.  In  considering  this 
subject,  I will  comment  on  the  agents  used,  the 
training  of  radiotherapists,  and  discuss  in  a gen- 
eral way  what  some  therapists  have  to  say  con- 
cerning radiotherapy. 

The  agents  used  most  frequently  include  roent- 
gen rays  of  varying  voltages,  radium,  and  radio- 
active isotopes,  but  my  comments  will  be  limited 
largely  to  x-ray  therapy. 

At  present,  there  are  4,751  general  hospitals, 
of  which  2,553  have  more  than  50  beds.1  There 
are  497  cancer  clinics  in  the  United  States  ap- 
proved by  the  American  College  of  Surgeons.  In 
addition,  there  are  116  cancer  diagnostic  clinics, 
4 departmental  cancer  clinics,  and  10  cancer 
hospitals.  These  cancer  clinics  are  fairly  well 
distributed  in  hospitals  throughout  this  country. 
There  are  approximately  3,000  active  radiologists 
who  have  been  certified  by  the  American  Board 
of  Radiology.  Most  of  these  radiologists  have 
had  some  training  in  therapeutic  radiology,  but, 
for  the  most  part,  the  training  has  been  limited 
to  x-ray  therapy. 

In  the  United  States  there  is  a healthy  differ- 
ence of  opinion  as  to  the  training  of  radiologists. 
In  order  that  you  may  know  some  of  the  reasons 
for  this,  I will  refresh  your  memory  on  some  of  the 
history  of  our  specialty. 


Presented,  by  invitation,  at  the  147th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo,  Gen- 
eral Sessions,  May  4,  1953. 

The  Department  of  Radiology,  Hospital  of  the  University 
of  Pennsylvania,  presently,  is  assisted  by  grants  from  the 
Penn  Mutual  Foundation  for  the  Study  of  Neoplastic  Dis- 
eases, the  institutional  grant  of  the  American  Cancer  Society, 
and  the  Atwater  Kent  Cancer  Fund. 


The  first  official  recognition  of  radiology  as  a 
separate  specialty  in  medicine  occurred  in  1921, 
with  the  formation  of  the  Section  on  Radiology 
of  the  American  Medical  Association.  The 
existence  and  operation  of  the  section  at  the  an- 
nual meetings  and  publication  of  its  discussions 
in  the  Journal  of  the  American  Medical  Associa- 
tion have  served  to  strengthen  the  position  of  ra- 
diology in  American  medicine  and  of  radiologists 
in  their  relation  to  all  other  practitioners. 

The  American  Board  of  Radiology  was  organ- 
ized in  1934.  The  Board  is  sponsored  by  all  of 
the  national  radiologic  organizations,  and  each 
group  is  continuously  represented  by  three  of 
its  members  on  the  Board.  These  organizations 
are  the  American  Roentgen  Ray  Society,  the 
Radiological  Society  of  North  America,  the  Amer- 
ican Radium  Society,  the  American  College  of 
Radiology,  and  the  Section  on  Radiology  of  the 
American  Medical  Association. 

In  the  beginning,  the  American  Board  of 
Radiology  issued  certificates  to  those  specializing 
in  radiology,  roentgenology,  diagnostic  roent- 
genography, therapeutic  roentgenology,  or  ra- 
dium therapy.  About  1942,  it  was  suggested 
that  certification  in  radiology  be  reduced  to  four 
forms:  (1)  Radiology — qualified  to  practice  in 
all  of  its  branches;  (2)  Roentgenology — diag- 
nostic and  therapeutic  application  of  roentgen 
rays;  (3)  Diagnostic  Roentgenology — diagnostic 
application  of  roentgen  rays,  and  (4)  Therapeutic 
Radiology — therapeutic  application  of  roentgen 
rays  and  radium.  Since  about  1948,  there  has 
been  certification  in  radiologic  physics  under  the 
three  following  headings:  Radiologic  Physics — 
qualified  to  practice  in  all  of  its  branches;  X-ray 
and  Radium  Physics — branch  of  radiologic 
physics  which  deals  with  roentgen  rays  and  ra- 
dium, and  Medical  Nuclear  Physics — branch  of 
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radiologic  physics  which  deals  with  radioisotopes, 
nuclear  reactions,  and  particle  accelerators.  The 
American  Board  of  Radiology  has  justified  the 
confidence  placed  in  it,  with  the  result  that  stand- 
ards of  practice  and  training  have  been  greatly 
improved. 

One  of  the  big  questions,  today,  is — should  one 
make  therapeutic  radiology  a separate  spe- 
cialty or  would  it  be  better  for  all  candidates 
to  be  qualified  in  both  therapeutic  and  diagnos- 
tic radiology?  Dr.  George  W.  Holmes,  emeritus 
professor  of  radiology,  Harvard  University,  and 
the  past  president  of  the  American  Board  of 
radiology,  made  the  following  comments: 

There  is  considerable  difference  of  opinion  on 
this  question.  At  the  University  of  Upsala  in 
Sweden,  under  the  direction  of  Professor  Gosta 
Forssell,  there  is  such  a division  with  a professor 
at  the  head  of  each  department.  In  some  univer- 
sities in  this  country  the  development  has  been 
along  similar  lines,  in  others,  a strong  effort  has 
been  made  to  keep  the  department  under  one 
head.  My  own  feeling  is  that  if  radiology  is  to 
be  a real  specialty  of  medicine  and  is  to  maintain 
its  standards,  it  should  both  diagnose  and  treat. 
The  radiologist  who  does  not  treat  has  not  the 
same  standing  among  the  laity  as  the  man  who 
does.  Patients  get  to  know  the  man  who  treats 
them  and  look  to  him  for  help  and  advice.  This 
not  only  tends  to  raise  his  status  in  the  community 
but  also  gives  him  a somewhat  different  status  on 
the  hospital  staff. 

On  the  other  hand,  the  man  who  does  therapeu- 
tic radiology  alone  must  of  necessity  see  a large 
number  of  patients  who  are  in  the  terminal  stages 
of  disease,  and  work  limited  to  such  a type  of 
practice  becomes  depressing  and  discouraging. 
At  the  present  time,  the  majority  of  patients 
treated  with  x-rays  or  radium  are  suffering  from 
some  form  of  malignant  tumor.  The  rapid  ad- 
vances in  the  treatment  of  infection  with  chemo- 
therapy have  removed  most  of  these  cases  from 
the  radiologic  clinics.  Similar  advances  may  be 
made  in  the  treatment  of  neoplastic  disease,  and 
it  seems  to  me  unwise  for  a young  man,  starting 
in  practice,  to  accept  as  his  only  field  of  endeavor 
such  a narrow,  uncertain  field  as  therapeutic 
radio!  ogy.J 

Dr.  Douglas  Quick,  in  commenting  on  the 
future  of  therapeutic  radiology,  takes  an  op- 
posite view.  His  comments  are  as  follows: 

The  first  impression  I gain  is  that  this  specialty 
has  outgrown  its  originallv  envisioned  bounds — 
if,  indeed,  there  were  any.  In  that  semiadolescent 
state,  it  is  faced  with  grave  responsibilities,  and 
yet  hampered  by  restrictions  and  a lack  of  full 
support  to  meet  the  obligations.  It  very  much 
needs  today  a strong,  far-seeing  guidance  and 
support  in  order  that  it  may  develop  in  orderly 
fashion  and  meet,  successfully,  not  only  the  prob- 
lems of  its  present  scope,  but  those  new  ones  al- 


ready on  the  horizon  and  emanating  from  our 
new  agents  and  equipment  for  the  production  of 
radioactivity  of  possible  medical  therapeutic 
value. 

When  we  aim  at  an  ideal,  we  must  admit  that 
many  compromises  will  be  necessary  in  order  to 
make  it  practically  operable.  It  is  with  a full 
realization  of  this  that  I suggest  a division  of 
radiologj-  into  a Department  of  Diagnostic  Radi- 
ology and  a Department  of  Therapeutic  Radiology. 
The  common  bond  of  union,  a transformer  and 
an  x-ray  tube,  has  so  changed  in  complexion,  in 
the  two  spheres  of  activity  over  the  years,  as  to 
be  no  longer  recognizable.3 

Portmann,  in  his  presidential  address  before 
the  American  Roentgen  Ray  Society,  says: 

We  must  recognize  and  accept  the  fact  that  there 
is  nothing  in  common  between  diagnostic  and  thera- 
peutic radiology  except  the  use  of  roentgen  rays. 
Therapeutic  radiology  requires  knowledge  of 
physical  and  biologic  effects  of  ionizing  radiations, 
of  pathology,  surgical  procedures  and  clinical 
medicine  which  is  neither  necessary  nor  applicable 
in  diagnostic  roentgenology.4 

The  radiotherapist  is  now  aware,  probably 
more  than  any  other  specialists,  that  in  order  to 
do  good  cancer  therapy,  one  needs  to  work  as  a 
part  of  a team  which  includes  as  a minimum  a 
radiation  physicist,  a physician,  a surgeon  who 
has  a real  interest  in  cancer,  and  a tumor  pathol- 
ogist . Representat  ives  of  other  specialties  should 
become,  of  course,  a part  of  the  cancer  team, 
depending  upon  the  demands  of  the  community. 
Casual  interest  in  cancer  is  not  enough.  Unless 
there  is  enthusiasm  on  the  part  of  the  physician, 
many  opportunities  to  help  the  patient  will  be 
forfeited. 

In  an  increasing  number  of  institutions,  the 
radiation  physicist  holds  a staff  position  and,  as 
a part  of  the  team,  is  helping  to  improve  the 
therapy  program. 

It  can  be  said  that  radiotherapy  (so-called  deep 
therapy  and  radium)  today  has  become  a rel- 
atively exact  practice.5  One  now  can  foretell 
with  some  certainty  which  types  of  tumor  can  be 
treated  satisfactorily  and  those  which  cannot.5 

The  rising  cure  rate  in  the  treatment  of  cancer 
of  the  cervix  uteri  can  be  seen  in  Herman's  re- 
ports collected  from  the  same  17  hospitals,  in 
which  the  crude  survival  percentage  rate  shows 
an  improvement  from  30  per  cent  to  37  per  cent 
over-all  in  somewhat  over  a decade.5 

In  the  treatment  of  cancer  of  the  mouth,  the 
results  over  the  last  twenty  years  from  the  Ra- 
dium Institute  in  Manchester  show  that  the 
cure  rate  is  clearly  rising.5 

Cure  by  radiation  of  accessible  early  squa- 
mous-cell carcinoma — epithelioma — (cancer  of  the 
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mouth,  of  the  uterine  cervix,  and  of  most  cancer 
of  the  skin)  has  been  made  easier  and  more  cer- 
tain than  cure  by  surgical  excision.5  In  addition, 
there  has  been  a vast  improvement  in  palliative 
radiation  for  cancer  of  the  pharynx,  larynx, 
lung,  and  in  cerebral  and  ovarian  tumors. 

Many  of  the  embryonal  and  reticuloendothelial 
tumors  respond  exceedingly  well  to  radiation.  In 
some  of  these  lesions,  antibiotic  and  chemother- 
apeutic measures,  combined  with  radiation, 
have  resulted  in  palliative  responses  which  have 
been  most  encouraging. 

Although  we  are  constantly  trying  to  improve 
our  technic  to  the  end  that  we  will  improve  our 
ability  to  take  care  of  malignant  disease  and  in- 
crease the  number  of  cures,  it  is  equally  important 
that  we  remind  ourselves  that  the  elongation  of  a 
useful  and  enjoyable  life  is  a noble  aim  for  the 
physician. 

Those  of  us  who  do  not  have  the  supervoltage 
x-ray  machines  can  continue  to  explore  fully  the 
methods  or  radiation  available  to  us.  There  is 
still  much  to  be  accomplished  with  low  voltage, 
conventional  voltage,  and  deep  therapy. 

It  is  well  for  us  to  keep  in  mind  that  cancer  be- 
havior varies  considerably.  It  varies  in  different 
patients.  There  is  a dual  role,  that  of  the  cancer 
behavior  itself  and  the  reaction  of  the  host  to  the 
cancer. 

Therefore,  our  treatment  must  be  directed 
not  only  toward  eliminating  the  disease  but  to  the 
care  of  the  patient  as  well.  The  care  of  the  pa- 
tient requires  intelligent,  individual  considera- 
tion which  may  or  may  not  fall  into  a pattern 
philosophy. 

Inasmuch  as  the  radiation  therapist  is  pri- 
marily a physician,  so,  initially,  he  must  be 
concerned  with  the  general  problem  of  the  pa- 
tient’s illness  as  well  as  for  the  success  of  the  ra- 
diation treatment.  The  patient’s  nutrition,  the 
relief  of  pain,  and  psychologic  support  are  im- 
portant considerations  in  the  treatment  of  any 
patient. 

It  is  also  important  to  analyze  carefully  the 
type  and  the  extent  of  the  malignant  condition. 
The  use  of  radiation  therapy  without  adequate 
histologic  diagnosis  is  a practice  now  thoroughly 
discredited.  Thorough  studies  should  be  made  to 
learn  the  total  problem.  After  the  total  problem 
is  known,  the  therapist  is  then  ready  with  the  radi- 
ation physicist  to  plan  the  course  of  therapy. 

The  therapist  who  spends  a great  deal  of  time 
with  his  patient  day  after  day,  setting  the  portals 
and  chatting  with  the  patient  as  to  the  effect  of 
the  previous  treatment,  will  find  this  part  of  his 
program  for  therapy  exceedingly  important. 
Roentgen  therapy  is  not  a therapy  that  can  be 
prescribed  and  given  to  a technician  to  carry  out. 
Such  methods  are  doomed  to  failure,  and  one 


can  accomplish  more  if  the  roentgen  therapist 
daily  provides  intelligent  consideration  and  care  to 
his  patients. 

The  whole  plan  of  treatment  may  be  altered 
or  abandoned  on  what  might  seem  to  be  relatively 
trivial  grounds.  Such  judgments  might  be 
based  on  the  clinical  observation  that  the  patient 
is  not  tolerating  the  treatment  well  or  may  be 
undergoing  an  adverse  psychologic  reaction. 
The  great  therapists  of  the  present  day  and  of  the 
past  were  men  who  took  time  to  treat  their  pa- 
tients, fortifying  a radiobiologic  response  with 
keen  and  tender  and  psychologic  support.  The 
arts  in  the  practice  of  medicine  not  infrequently 
do  more  to  inspire  confidence  from  the  patient 
than  the  armamentarium  used  by  the  doctor. 

The  radiotherapist  now  has  a wide  range  of 
apparatus  which  provides  voltages  ranging  from 
10  to  250  kilovolts.  In  some  places  there  is 
equipment  that  will  generate  one  to  two  million 
volts,  and  with  the  betatron,  even  higher  voltages 
are  attained. 

The  low  voltage  range  has  been  extended  with 
the  use  of  the  beryllium  window  x-ray  tube  which 
transmits  longer  wave  length  x-rays  than  were 
formerly  available.  Some  of  these  beams  have 
exceedingly  high  intensities. 

It  now  seems  reasonable  to  hope  for  develop- 
ment of  highly  flexible  apparatus  in  the  six-  to 
ten-million  volt  x-ray  range.  Mechanical  de- 
vices are  being  made  for  improving  the  efficiency 
of  cross-firing  into  deeper  parts.  Likewise, 
rotation  therapy  technics  are  now  available  on 
modern  x-ray  equipment.  The  physical  aspects 
of  all  radiation  methods  are  now  highly  developed. 
We  should  employ  these  methods  so  that  the 
error  in  radiation  dosage  is  small  in  comparison 
with  the  unavoidable  clinical  errors.  It  is  my 
belief  that  the  air  dose,  skin  dose,  and  tissue 
dose  computations  for  external  beam  sources 
are  well  within  the  scope  of  clinical  practice,  and 
the  isodose  contours  in  three  dimensions  should 
be  calculated  in  all  difficult  and  involved  prob- 
lems. The  radiation  physicist  should  be  avail- 
able for  consideration  of  integral  or  volume  dose, 
for  this  has  a real  bearing  on  the  radiation  tol- 
erance of  the  patient  as  a whole. 

The  radiation  therapist  today  needs  to  con- 
tinue his  effort  to  learn  more  about  the  radiation 
sensitivity  of  tumors.  Daily  observation  of  the 
patient  receiving  treatment  will  assist  greatly 
in  making  up  for  our  lack  of  knowledge  of  specific 
tumor  sensitivity. 

In  the  palliative  care  of  malignant  diseases,  the 
list  of  accomplishments  is  long  and  impressive. 
In  metastatic  malignancy  of  bone,  the  relief  of 
pain,  the  healing  of  fractures  secondary  to  metas- 
tasis, and  the  suppression  of  disseminated  dis- 
ease from  a variety  of  primary  tumors,  including 
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cancer  of  the  breast,  kidney,  and  thyroid,  are 
achievements  of  great  medical  value.  One 
sees  similar  results  in  large  local  tumors,  lymph- 
node  enlargement,  pulmonary  metastases,  the 
manifestations  of  lymphomas  and  leukemias, 
and  the  indirect  effect  induced  by  the  radiation 
of  the  ovaries  and  adrenals  constitute  a field  of 
useful  and  major  importance. 


References 

1.  Arestad.  F.  H.,  and  McGovern,  Marv  A.:  J.A.M.A. 
146:  109  (1951). 

2.  Holmes.  G . W. : Radiology  47 : 602  ( 1946) . 

3.  Quick,  D.:  ibid.  50  : 283  (1948). 

4.  Portmann,  U.  V.:  Am.  J.  Roentgenol.  63:  1 (1950). 

5.  Paterson,  R.:  ibid.  66:  521  (1951). 


URGES  CIVIL  DEFENSE  PLANNING  TO  INCLUDE  DISASTER  FEEDING 


Civil  defense  planning  in  this  country  often  over- 
looks the  importance  of  disaster  feeding.  Dr.  James 
M.  Hundley,  Bethesda,  Maryland,  wrote  in  the 
April  18  issue  of  the  Journal  of  the  American  Medical 
Association. 

■ Emergency  feeding  is  much  more  than  just 
a means  of  providing  nourishment  to  those  unable 
to  provide  for  themselves,”  he  stated  in  a report 
prepared  for  the  A.M.A.’s  Council  on  Foods  and 
Nutrition.  "It  constitutes  a powerful  tool  for 
calming  disturbed  and  even  panic-striken  persons. 
Its  effect  on  morale  is  probably  more  important 
than  its  physiologic  effects,  especially  in  the  first 
days  of  the  disaster.  These  facts  are  often  over- 
looked in  civil  defense  planning  in  this  country  .” 

In  times  of  disaster  a high  priority  should  be 
given  to  the  provision  of  an  emergency  supply  of 
drinking  water,  as  the  lack  of  it  wiU  produce  death 
far  more  quickly  than  a complete  lack  of  food. 
Dr.  Hundley  stated.  However,  a cup  of  hot  coffee 
or  warm  food  from  a functioning  emergency  feeding 
group  has  a great  psy  chologic  impact  since  it  ‘‘con- 
stitutes tangible  proof  that  the  community  is  still 
functioning,  that  others  are  not  fleeing  in  panic, 
and  that  doomsday  has  not  yet  arrived.” 

Nutritional  factors  in  disaster  feeding  are  not  too 
important,  generally  speaking,  as  it  is  unlikely-  that 
anyone  will  be  dependent  upon  emergency  feedings 
for  more  than  thirty  days,  and  nutritional  deficiencies 
will  not  develop  within  such  a short  period  of  time, 
according  to  Dr.  Hundley.  The  first  need  of  adults 
in  the  hours  after  the  disaster  is  a cup  of  hot  coffee; 
infants  and  children  should  be  provided  with  milk. 

‘‘The  food  served  should  be  primarily  designed 
to  allay  hunger  and  sustain  morale  rather  than  to 
fit  any  rigid  nutrition  standard,”  he  said.  "The 
foods  provided  for  emergency  feeding  should  be 
familiar,  well-liked  foods  with  a high  general  accepta- 
bility. The  importance  of  this  cannot  be  over- 
emphasized. People  in  disasters  are  in  a state  of 
stress.  Stressed  individuals  tend  to  reject  unliked 


or  unfamiliar  foods  much  more  readily  than  they 
would  under  normal  circumstances. 

‘ Adequate  feeding  will  aid  in  preventing  post- 
traumatic  neurosis,  tend  to  reduce  the  numerous 
injuries  inherent  in  any  mass  panic  reaction,  and 
assist  the  afflicted  population  to  a maximum  of 
self-help.” 

Other  problems  in  emergency  feeding  will  arise  as 
a result  of  the  numerous  casualties  which  must  be 
expected  in  disasters.  Dr.  Hundley  pointed  out. 
These  feedings  must  be  done  in  medical  installations, 
under  medical  control,  and  usually  on  an  individual 
basis.  The  feeding  problems  among  the  casualties 
will  vary,  he  added,  and  further  intensive  research 
is  being  conducted  to  determine  the  best  type  of 
such  emergency  feedings. 

Infants,  children,  pregnant  women,  nursing 
mothers,  essential  workers,  and  persons  with  such 
chronic  illnesses  as  peptic  ulcers,  tuberculosis,  and 
diabetes  pose  still  other  problems  in  disaster  feed- 
ings. according  to  Dr.  Hundley.  Those  persons  with 
chronic  illnesses  are  urged  to  keep  at  least  a week’s 
supply  of  medications  on  hand  to  tide  them  over  the 
period  when  special  foods  may  not  be  obtainable. 
Those  engaged  in  essential  operations  demanding  a 
high  leyrel  of  physical  output  under  difficult  condi- 
tions should  receive  special  rations. 

Should  a prolonged  emergency  of  months  or 
years  arise,  nutrition  standards  must  be  considered 
in  much  more  detail  than  the  short-term  disaster 
feeding  allowances,  he  stressed,  adding: 

“Specific  nutritional  deficiencies  will  develop,  and 
morale  and  work  output  will  decline  during  these 
longer  periods  if  the  diet  is  quantitatively  or  quali- 
tatively inadequate.” 

Dr.  Hundley  is  chief  of  the  laboratory  of  bio- 
chemistry and  nutrition.  National  Institutes  of 
Health.  Public  Health  Service.  Federal  Security 
Agency,  and  consultant  on  nutrition.  Health  and 
Special  Weapons  Division,  Federal  Civil  Defense 
Administration. 
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IN  OUR  combined  experience  with  well  over 
700  patients  with  bronchogenic  carcinoma  in 
the  past  ten  years,  more  than  80  per  cent  arrived 
too  late  for  surgical  resection.  Despite  all  at- 
tempts at  earlier  diagnosis,  the  high  mortality 
rate  of  almost  95  per  cent  has  not  been  signifi- 
cantly reduced.  This  distressing  picture  is  re- 
flected in  other  hospitals  and  clinics  practically 
throughout  the  world.  From  an  incidence  in 
1920  of  3 per  cent  of  all  tumors,  bronchogenic 
carcinoma  has  risen  to  almost  15  per  cent.  In 
England  and  Wales  the  death  rate  in  1947  was 
reported  fifteen  times  as  great  as  in  1922.  Today 
one  to  two  per  cent  of  all  males  beyond  the  age  of 
forty  develop  bronchogenic  carcinoma,  thereby 
making  it  the  commonest  male  visceral  cancer  at 
this  age  period. 

Once  this  lesion  announces  its  presence,  the 
destruction  of  the  host  usually  proceeds  with 
great  rapidity.  Apparently  the  size  of  the  lesion 
by  x-ray  bears  no  relationship  to  survival,  and 
the  chance  for  a five-year  survival  is  apparently 
not  influenced  by  the  previous  duration  of  symp- 
toms. Most  patients  have  had  symptomatic 
evidence  for  several  months  before  seeking  med- 
ical advice. 

In  only  50  per  cent  of  the  cases  is  the  disease 
so  localized  that  pneumonectomy  can  be  per- 
formed, and  at  present  little  more  than  5 per 
cent  of  all  cases  can  be  expected  to  survive  five 
or  more  years.  Apparently  little  difference  in 
the  survival  time  exists  in  the  inoperable  patient 
with  either  squamous-cell  carcinoma  or  adeno- 
carcinoma. Patients  with  the  undifferentiated 
types  have  a much  shorter  survival  period.  On 
rare  occasions,  x-ray  evidence  of  a lesion  has 
been  recorded  nine  years  before  the  death  of  the 
patient,  and  four  and  one-half  years  before  onset 
of  symptoms. 

Prognosis  apparently  depends  more  on  the 
degree  of  malignancy  of  the  tumor  than  on  any 
other  factor.  The  squamous-cell  type,  the  pre- 
dominant form,  generally  presents  a slower  spread 
and  greater  operability.  The  anaplastic,  and 
small-cell  type,  or  the  oat-cell  variety  are  of 
lesser  frequency  and  present  more  rapid  spread 
and  rare  operability.  The  adenocarcinoma  is  of 
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still  lower  incidence  and  has  a speed  of  extension 
and  a rate  of  operability  somewhere  between  the 
other  two  forms. 

However,  regardless  of  degree  of  malignancy, 
earlier  diagnosis  and  earlier  surgery  are  manda- 
tory. In  recent  x-ray  surveys  the  asymptomatic 
patient  showed  about  25  per  cent  of  regional  node 
involvement  in  contrast  to  75  per  cent  for  the 
symptomatic  patient.  Recently,  Churchill  re- 
ported a five-year  survival  in  over  30  per  cent  of 
those  without  regional  node  involvement  surgi- 
cally treated,  in  contrast  with  no  five-year  sur- 
vival when  the  nodes  were  involved. 

It  is  not  our  purpose  here  to  discuss  the  means 
of  early  diagnosis.  This  has  been  extensively 
stressed  in  recent  literature.  It  is  the  inoperable 
case  that  now  concerns  us,  the  one  for  which  the 
clinician  must  shoulder  so  much  responsibility 
in  management.  It  is  he  who,  can  contribute 
greatly  with  therapeutic  persistence,  toward  the 
patient’s  comfort,  physical  activity,  and  morale, 
almost  to  the  end. 

The  methods  of  palliation  now  available  can 
effectively  accomplish  the  following:  (1)  relief 

from  distressing  major  symptoms  in  almost  80 
per  cent  of  the  cases,  (2)  occasionally  prolong 
life,  and  (3)  offer  a rare  chance  for  cure. 

The  specific  objectives  should  be:  (1)  Treat 
the  symptoms  as  they  arise,  often  those  from 
bronchial  obstruction  and  infection.  (2)  Delay 
malnutrition  and  asthenia.  (3)  Relieve  pain 
through  many  channels,  avoiding  opium  and 
its  derivatives  as  long  as  possible.  (4)  Treat 
the  complications. 

To  accomplish  these  the  clinician  must  have  a 
working  knowledge  of  the  indications  and  con- 
traindications of  his  palliative  measures,  as  well 
as  of  their  application,  and  should  collaborate 
with  the  radiotherapist  whenever  possible 
throughout  the  period  of  roentgen  therapy.  The 
palliative  measures  which  we  have  used  to  fair 
advantage  in  our  combined  experience  in  both 
office  and  hospital  practice  are:  (1)  radiation 

therapy,  (2)  chemotherapy,  (3)  palliative  sur- 
gery, and  (4)  medical  measures. 

Radiation  Therapy 

Deep  roentgen  therapy  in  our  experience  has 
proved  to  be  a most  effective  means  for  sympto- 
matic benefit  in  82  per  cent  of  our  patients,  re- 
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Fig.  1.  Supervoltage  precision  therapy.  This 
patient  is  receiving  a one-million  volt  x-ray  beam  de- 
livered to  a deep-seated  pulmonary  neoplasm  with 
a striking  degree  of  precision.  Note  particularly 
the  multiple  crossfire  skin  portals  on  the  patient’s 
chest  wall,  the  beam  localization  apparatus  around 
the  patient,  and  the  precision  x-ray  director  attached 
to  the  machine  on  the  right.  By  such  precision 
methods,  one  can  deliver  a canceroc-idal  dose  to  the 
tumor  with  little  damage  to  normal  tissues. 


Fig.  2.  Rotation  therapy  apparatus  for  opti- 
mum radiotherapy  of  deep-seated  neoplasms.  This 
patient’s  bronchogenic  carcinoma  is  being  rotated 
upon  a “radiation  rotisserie”  in  the  path  of  a fixed 
x-ray  beam  from  a 260  kilovolt  therapy  machine. 
In  this  manner,  the  tumor  receives  maximum  homo- 
geneous irradiation  while  minimal  trauma  is  re- 
ceived by  the  intervening  normal  tissues,  such  as  the 
skin,  lungs,  and  spinal  cord. 


lieving  pain,  cough,  dyspnea,  fever,  malaise,  and 
orthopnea.  Objectively,  obstructive  pneumo- 
nitis and  atelectasis  were  relieved  in  21  per  cent, 
superior  vena  cava  compression  syndrome  in 
75  per  cent,  as  well  as  frequent  regression  of 
parenchymal  infiltrations,  etc.  Radiographic 
evidence  of  improvement  occurred  in  21  per  cent 
of  irradiated  patients. 

Average  period  of  remission  was  three  months ; 
occasionally  complete  symptomatic  relief  lasted 
up  to  a year.  The  best  results  of  irradiation 
were  achieved  in  relatively  well-nourished  pa- 
tients with  tumors  of  limited  extent  and  high 
degree  of  radiosensitivity,  receiving  cancerocidal- 
dose  levels  (5,000  to  6,000  r in  thirty  to  forty- 
five  days) . Poor  results  may  be  expected  in 
cachectic  patients  with  far-advanced  disease, 
necrotizing  tumors,  and  those  which  are  radio- 
resistant. 

In  the  past  few  years,  the  following  significant 


advances  in  roentgen-ray  therapy  for  deep-seated 
neoplasms  are  being  applied  to  those  of  bronchial 
origin: 

(1)  More  precise  tumor  localization;  (2)  accurate 
“cross-fire"  irradiation  through  multiple  skin  por- 
tals (Fig.  1) ; (3)  rotation  of  the  patient  in  the  path 
of  the  penetrating  x-ray  beam,  like  a “chicken- 
on-the-spit”  (Fig.  2);  (4)  application  of  an  opti- 
mum dose-time  treatment  formula ; (5)  ameliora- 
tion of  local  and  systemic  radiation  reaction; 
(6)  utilization  of  multimillion  volt  x-ray  beams, 
high  energy  accelerated  particles,  and  the  Co- 
balt-60 "bomb,”  and  (7)  utilization  of  radio- 
active agents  such  as  colloidal  gold,  colloidal 
chronic  phosphate,  Cobalt-60  wire. 

In  summary,  radiation  therapy  relieves  symp- 
toms markedly,  affording  relief  for  prolonged 
periods;  it  may  lengthen  comfortable  life  for 
several  months;  it  certainly  proves  of  great 
value  in  lifting  patients’  morale. 
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Fig.  3.  Case  1. — Bronchogenic  carcinoma,  before 
nitrogen  mustard  therapy.  Note  atelectasis  right 
lower  lobe,  with  metastatic  disease  in  mediastinum 
and  left  lung  field.  Marked  pain,  fever,  and  chills. 
Too  ill  for  radiotherapy. 


Fig.  4.  Case  1. — After  nitrogen  mustard  ther- 
apy. Note  complete  regression  of  atelectasis,  right 
lower  lobe,  and  shrinkage  of  mediastinal  tumor. 
Striking  clinical  improvement  with  return  of 
strength  and  appetite,  and  relief  from  fever  and 
dyspnea. 


Nitrogen  Mustard  Therapy 

Not  every  patient  with  inoperable  broncho- 
genic carcinoma  can  be  offered  the  benefits  of 
roentgen  therapy.  Radiation  may  become  un- 
feasible or  ineffective  at  variable  intervals  in  the 
course  of  the  disease  because  of  radiation  resist- 
ance, intractable  constitutional  symptoms,  ad- 
vanced generalization,  or  acute  mediastinal  com- 
pression. At  such  intervals  we  have  found  nitro- 
gen mustard  (HN2  “Mustargen”)  a valuable 
systemic  adjunct.  In  a recent  study  of  40  such 
patients  by  one  of  us  (B.R.),  a 75  per  cent  subjec- 
tive response  has  shown  with  relief  of  fever,  night 
sweats,  weakness,  anorexia,  chest  pain,  cough,  and 
dyspnea  lasting  one  to  seventeen  weeks,  averaging 
one  month  for  each  course.1  In  19  of  these  40 
cases  there  were  objective  signs  of  improvement, 
including  gain  in  weight,  resorption  of  pleural 
fluid,  and  improvement  of  pulmonary  aeration 
(Figs.  3 and  4).  In  12  patients  improvement  in 
severe  systemic  symptoms  made  it  possible  to 
initiate  definitive  x-ray  therapy.  Five  patients  re- 
sponded so  well  that  they  were  discharged  to  their 
homes  for  variable  periods. 

Individuals  with  the  more  undifferentiated 
lesions  responded  best  to  nitrogen  mustard.  For 
example,  of  23  such  cases,  20  did  well.  More 
than  100  patients  have  now  been  treated  by  us 
with  nitrogen  mustard,  and  the  over-all  results 
remain  encouraging. 

Of  particular  interest  was  the  gratifying  re- 
sponse of  patients  with  acute  severe  compression 


of  the  superior  mediastinal  structures.  Sooner 
or  later  such  patients  need  emergency  relief 
from  strangulation  symptoms  and  are  then  even 
too  gravely  ill  to  be  transferred  to  radiotherapy 
apparatus.  In  76  per  cent  of  38  such  cases, 
roentgen  therapy  and  nitrogen  mustard  pro- 
duced prompt  remissions.2  The  clinical  benefits 
of  HN2  were  often  apparent  before  the  course  of 
four  daily  treatments  was  completed. 

Histologic  changes  resemble  the  reactions  to 
small  doses  of  radiation.  However,  complete  de- 
struction of  tumor  tissue  after  therapeutic  doses 
of  NH2  has  never  been  demonstrated.  This  is  in 
sharp  contrast  to  radiotherapy  (Figs.  5 and  6), 
which  can  totally  destroy  local  neoplasms. 
Nitrogen  mustard  was  administered  intrave- 
nously in  doses  of  0.1  mg.  per  kilogram  of  body 
weight,  once  daily  for  four  consecutive  days. 
This  course  was  repeated,  if  indicated,  in  not 
less  than  four-week  intervals.  In  desperate 
cases,  0.2  mg.  per  kilogram  body  weight  was  given 
on  each  of  two  consecutive  days.  The  technic  of 
administration  has  been  previously  described  by 
one  of  the  authors.2  Nausea  and  vomiting  were 
encountered  in  the  majority  of  the  cases.  It  is 
important  to  recall  that  intravenous  nitrogen 
mustard  is  a severe  systemic  toxin  capable  of 
irreparable  damage  to  the  hematopoietic  system. 
Marked  bone  marrow  depression  must  be  re- 
garded as  a contraindication  to  HN2  therapy. 
Other  toxic  reactions,  local  and  systemic  were 
reported  in  detail  in  earlier  communications.1-3 
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Fig.  5.  Case  2. — Bronchogenic  carcinoma  with 
-uperior  cava  compression  syndrome,  before  roent- 
gen therapy.  Note  massive  paramediastinal  tumor, 
most  pronounced  in  the  region  of  the  superior  vena 
cava. 

When  one  compares  the  results  of  roentgen 
therapy  and  nitrogen  mustard,  the  superiority 
of  radiation  becomes  abundantly  clear.  Re- 
missions are  much  longer  and  severe  systemic 
reactions  far  less  than  with  nitrogen  mustard 
therapy.  The  cumulative,  severe,  and  irre- 
versible trauma  to  the  bone  marrow  which  fol- 
lows repeated  courses  of  HN:  makes  the  use  of 
this  agent  unjustified  in  relativelv  earlv  cases. 

It  is  important  to  emphasize,  at  this  point, 
that  radiation  is  the  only  nonsurgical  treatment 
which  can  be  delivered  in  eaneerocidal  doses. 
Roentgen  therapy  should  always  be  given  first 
consideration  in  inoperable  cases,  particularly  in 
patients  with  localized  lesions. 

Neither  conventional  radiation  nor  intrave- 
nous nitrogen  mustard  has  been  particularly  help- 
ful in  maintaining  control  over  persistent  ac- 
cumulation of  pleural  effusion.  Kamofsky  and 
his  colleagues,  at  the  Memorial  Hospital.  New 
York,  have  injected  nitrogen  mustard  directly 
into  the  pleural  space  with  an  encouraging 
result.  Doses  from  5 to  20  mg.  were  injected  at 
weekly  intervals  after  first  withdrawing  most  of 
the  accumulated  fluid.  The  injection  of  radio- 
active colloidal  gold  (Aum)  directly  into  the 
pleural  space,  in  instances  where  excessive  pleural 
effusion  is  a real  threat  to  the  patient’s  comfort 
and  useful  activity,  now  begins  to  appear  a 
promising  therapeutic  adjunct.  In  approxi- 
matelv  one  third  of  the  cases  the  fluid  may  be 


Fig.  6.  Case  2. — After  roentgen  therapy.  Note 
almost  complete  disappearance  of  the  mediastinal 
nodes  and  primary  tumor  after  3.500  r (tumor  dose). 
Complete  relief  from  dyspnea,  orthopnea,  swelling 
of  head  and  neck,  and  other  severe  compression 
symptoms  for  one  year  after  single  course  of  roent- 
gen therapy. 


suppressed  or  eliminated  for  several  weeks  and 
even  months  after  instillation  of  the  radioactive 
material.  However,  the  tumor  mass  is  not 
directly  affected,  because  the  penetration  of  the 
beta  radiation  is  not  more  than  1 to  2 mm.  into 
tissue,  and  distribution  is  irregular. 

Symptomatic  Treatment 

The  ingenuity  of  the  family  physician  is  taxed 
to  the  utmost  in  the  control  of  symptoms  in 
bronchogenic  carcinoma.  Many  measures  that 
are  available,  however,  offer  great  palliative 
relief.4 

Pain  has  been  fairly  well  controlled  not  only  by 
nitrogen  mustard  and  x-ray  but  by  various  kinds 
of  palliative  surgery.  Section  of  the  intercostal 
nerves,  intercostal  neurectomy,  chordotomy,  and 
even  lobotomy  have  stood  us  in  good  stead  and 
have  often  obviated  need  for,  and  even  allowed 
our  stopping,  the  narcotics.  At  times  the  use  of 
5 to  10  per  cent  intravenous  alcohol  has  proved  a 
good  analgesic. 

Bronchial  obstruction,  often  with  infection,  has 
responded  to  various  therapies  combined  with 
antibiotics,  namely:  HN;,  x-ray,  fulguration, 
implanted  radon  seeds,  and  palliative  resection. 

Mediastinal  obstruction  has  responded  re- 
markably. temporarily,  to  nitrogen  mustard  and 
x-ray.  However,  in  the  infiltrative  type  of 
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Fig.  7.  Case  3. — Hodgkin’s  disease,  before 
nitrogen  mustard  therapy.  Note  pulmonary  in- 
vasion, bilateral  pleural  effusion,  and  pericardial 
effusion.  Patient  suffered  marked  dyspnea  and 
orthopnea,  fever,  chills,  and  extreme  malaise. 


involvement  of  the  mediastinum,  such  as  with 
a Pancoast  tumor,  these  measures  are  generally 
ineffective. 

Hemoptysis,  when  the  bleeding  area  is  satis- 
factorily localized,  can  at  times  respond  quickly 
to  x-ray  therapy. 

For  malnutrition  and  cachexia,  the  various 
nutritional  supplements  and  parenteral  feeding, 
the  use  of  emulsified  fats,  testosterone  for  im- 
proving nitrogen  balance,  transfusions,  etc.  are 
all  indicated. 

To  overcome  recurring  pleural  effusions  due  to 
metastases,  the  use  of  radioactive  gold  in  par- 
ticular, and  of  x-ray  occasionally,  offers  good  prom- 
ise. With  the  latter  it  is  essential  (by  frequent 
aspiration)  to  keep  the  pleural  space  dry  through- 
out the  course  of  treatment,  as  well  as  for  a few 
weeks  thereafter. 

For  metastatic  lesions,  x-ray  has  proved  to  be 
of  some  value  for  both  brain  and  liver  foci.  The 
pain  of  rib  and  vertebral  metastases  responds  well 
to  x-ray  therapy,  but  direct  bony  invasion  is 
resistant  and  requires  neurosurgery. 

For  radiation  sickness,  the  use  of  Cortate,  cor- 
tisone, or  pyridoxin  is  indicated;  for  radiation 
pneumonitis — cortisone,  Dicumarol,  and  anti- 
biotics. 


Fig.  8.  Case  3. — After  nitrogen  mustard  therapy. 
Note  disappearance  of  pulmonary  invasion  and 
clearing  of  all  the  fusions.  Complete  relief  from 
dyspnea,  orthopnea,  fever,  and  chills. 


Metastatic  Neoplasms 

The  lungs  are  involved  with  metastases  in 
about  15  per  cent  of  patients  dying  of  extrapul- 
monary  carcinoma.  Those  most  frequently  in- 
volving the  lungs  are  hypernephroma,  malignant 
melanoma,  carcinoma  of  the  breast,  chorioepi- 
thelioma,  and  sarcoma.  Of  lesser  frequency  are 
cancers  of  the  thyroid,  stomach,  prostate,  uterus, 
pancreas,  and  testis. 

Malignant  lymphomas  metastasizing  to  the 
lungs  occur  not  infrequently.  One  of  us  (B.R.) 
et  al.  reported  on  35  cases  of  pulmonary  Hodg- 
kin’s disease  from  a series  of  140  histologically 
proved  cases.5  They  included  every  known  pul- 
monary manifestation  of  the  disease. 

Definitive  therapy  was  administred  to  22  of 
the  35  cases.  Twelve  received  x-ray  treatment 
and  ten  nitrogen  mustard  therapy.  Of  the  ten 
receiving  HN3,  eight  responded  in  a manner  con- 
sidered excellent  because  of  (1)  marked  clinical 
improvement;  (2)  clearing  of  pleural  effusions, 
pericardial  effusions,  and  parenchymal  infiltrates, 
and  (3)  concomitant  symptomatic  relief  from 
pain  and  respiratory  distress  (Figs.  7 and  8). 
In  two  cases  the  clinical  response  was  judged  good, 
but  no  radiographic  evidence  of  improvement  was 
demonstrable.  Only  the  lymphangitic  type  was 
found  to  be  resistant. 

The  dramatic  though  brief  response  to  HN2 
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(average  duration  of  remission,  forty-five  days) 
in  gravely  ill  patients  warrants  the  full  exploita- 
tion of  the  drug  within  recognized  schedules  of 
dosage. 

In  general,  the  development  of  pulmonary  le- 
sions other  than  isolated  focus  is  evidence  of  a 
more  progressive  disease,  a fact  which  must 
further  darken  the  prognosis.  The  dosage 
and  technic  of  administration  of  HX2  was 
identical  with  that  employed  in  the  manage- 
ment of  inoperable  bronchogenic  carcinoma. 
These  observations  in  pulmonary  Hodgkin’s  dis- 
ease are  directly  applicable  to  the  other  forms  of 
malignant  lymphomas  such  as  small-cell  lym- 
phosarcoma and  reticulum-cell  lymphosarcoma. 

Cancer  of  the  Breast 

Androgens—  For  years  it  has  been  known  that 
in  women  before  the  menopause  with  advanced 
cancer  of  the  breast,  castration  by  surgery  or 
x-ray  before  the  menopause,  or  functional  cas- 
tration through  the  use  of  androgens  produces 
striking  clinical  subjective  improvement  in  3 out 
of  5 cases.  This  is  accompanied  by  objective 
improvement  in  1 out  of  5 cases  with  decided 
reduction  in  the  size  of  the  local  lesion  in  the 
breast,  decrease  in  local  nodal  metastases,  and 
improvement  in  metastatic  lesions  involving 
bones  and  lungs.  This  improvement  is  usually 
temporary — measured  in  weeks — but  occasionally 
is  prolonged  for  many  months.  The  mechanism 
of  action  is  unknown. 

Doses  range  from  150  to  300  mg.  weekly. 
Masculinization  develops  and  hypercalcemia  and 
heart  failure  are  frequently  encountered  as  com- 
plications of  androgen  therapy. 

Estrogens.- — In  women  with  cancer  of  the  breast 
after  the  menopause,  estrogen  (diethylstilbestrol) 
is  more  effective  in  causing  regression  of  soft 
tissue  lesions  and  pulmonary  lesions  as  well  (40 
per  cent  of  cases).  Carcinomatous  ulcers  heal, 
and  there  is  decrease  in  the  size  of  lymph  nodes, 
primary  tumor,  hepatic  and  pulmonary  metas- 
tases. Xausea  and  uterine  bleeding  may  occur  in 
some  cases.  About  one  fourth  of  the  patients 
maintain  subjective  and  objective  improvement 
for  nine  months  or  longer.  More  prolonged  peri- 
ods of  palliation  may  be  obtained  by  employing 
several  procedures  in  succession  and  instituting 
another  as  soon  as  one  has  lost  its  effectiveness. 
Simultaneous  use  of  several  methods  does  not 
appear  to  give  better  results  than  can  be  ob- 
tained from  the  use  of  one  method  at  a time. 
These  methods  include:  (1)  castration,  surgi- 

cal or  radiologic;  (2)  androgens  (testos- 
terone) ; (3)  estrogens  (diethylstilbestrol.  5 mg. 
three  times  daily) ; (4)  hypophyseal  irradiation, 

and  (5)  bilateral  adrenalectomy.  It  must  be 
pointed  out  that  protracted  administration  of 


hormones  does  not  prevent  ultimate  relapse  and 
even  progression  of  the  disease. 

Patients  with  carcinoma  of  the  male  breast 
with  osteolytic  and  pulmonary  metastases  should 
have  an  orchiectomy  at  any  age,  and  estrogens  as 
well.  Androgens  have  been  found  to  stimulate 
the  growth  of  the  tumor  in  males.  The  clinical 
results  with  estrogens  and  orchiectomy  is  similar 
to  that  noted  in  cancer  of  the  prostate  gland. 

Cancer  of  the  Prostate 

Only  five  per  cent  of  patients  with  prostatic 
cancer  are  operable  when  first  seen — 95  per  cent 
can  receive  palliation  only.  After  admission 
with  metastases.  if  palliative  treatment  is  with- 
held. the  patient’s  life  is  rarely  prolonged  beyond 
nine  to  twelve  months.  In  70  per  cent  of  such 
cases  clinical  improvement  can  be  achieved  and 
life  prolonged  whether  treated  by  estrogens  or 
surgical  castration.  A nation-wide  survey  was 
recently  made  of  1,818  cases  (including  our  own) 
treated  over  the  past  ten  years  by  urologists 
throughout  the  country.  As  a result  of  orchi- 
ectomy and  or  estrogen  therapy,  the  following 
benefits  were  achieved:  gain  in  weight,  in- 
crease in  appetite,  feeling  of  well-being,  improve- 
ment of  hemoglobin  and  red  blood  count,  freedom 
from  bone  pain,  improvement  in  urinary  stream, 
and  regression  of  pulmonary  metastases.  This 
improvement  was  found  to  last  up  to  two  years 
in  55  per  cent  of  the  cases.  Although  7 5 per  cent 
were  dead  in  five  years,  20  per  cent  of  the  cases 
were  living  and  reasonably  well  for  variable 
periods  up  to  ten  years. 

From  this  survey  and  our  own  experience,  the 
following  generalizations  are  made:  (1)  the 
benefits  are  not  universal,  (2)  the  degree  and  du- 
ration of  response  is  variable,  (3)  most  patients 
relapse  sooner  or  later,  (4)  all  patients  die  of  the 
primary  disease.  (5)  a combination  of  treatment 
appears  better  for  survival,  and  (6)  treatment  not 
only  prolongs  life  but  markedly  lengthens  the 
comfortable  intervals.  The  terminal  downhill 
period  is  appreciably  shortened.  (7)  So  striking 
are  clinical  and  roentgenologic  benefits  that  in 
doubtful  cases  of  prostatic  carcinoma  with  bony 
or  pulmonary  metastases  estrogen  therapy  may 
be  utilized  as  a diagnostic  test.  (8)  The  complica- 
tions of  estrogen  therapy  include  sexual  impo- 
tence, hot  flashes,  enlargement  of  the  breasts, 
edema  of  the  ankles,  and  carcinoma  of  the  breast 
(in  rare  instances). 

Thyroid  Cancer 

In  approximately  15  per  cent  of  thyroid  can- 
cers with  generalized  metastases  to  skeleton  and 
lungs,  the  metastatic  foci  may  absorb  radio- 
iodine. This  uptake  may  be  intensified  by  surgi- 
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Fig.  9.  Case  4- — Thyroid  cancer  with  metastases 
to  neck  nodes,  mediastinal  nodes,  superior  vena 
cava,  and  right  lower  lung  field.  Before  x-ray 
therapy.  In  1945,  note  huge  mediastinal  tumor 
mass  and  solid  circumscribed  tumor  in  right  lower 
lung  field,  paracardiac  region.  Patient  suffered  in- 
tensely from  dyspnea,  orthopnea,  marked  swelling 
of  the  head,  syncopy,  and  other  symptoms  charac- 
teristic of  compression  of  the  superior  vena  cava. 


cal  thyroidectomy  or  destruction  of  the  re- 
maining normal  thyroid  by  a large  dose  of  radio- 
iodine (I131)-  In  several  reported  cases,  (in- 
cluding our  own)  osseous  and  pulmonary  metas- 
tases have  been  effectively  controlled  for  periods 
up  to  three  years  or  more  with  repeated  radio- 
iodine therapy.6  Roentgen  therapy  still  exer- 
cises effective  control  in  some  cases  of  rapid  ad- 
vance of  the  neoplastic  process  (Figs.  9 and  10). 

Conclusions 

1.  We  have  briefly  described  the  role  of  roent- 
gen therapy,  chemotherapy,  the  use  of  hor- 
mones and  radioisotopes,  surgical  procedures, 
and  many  medical  measures  for  the  palliative 


Fig.  10.  Case  4- — After  roentgen  therapy.  In 
1953,  note  disappearance  of  all  of  the  tumor  after 
4,000  r (tumor  dose).  Patient  alive  and  entirely 
well,  without  symptoms,  working  full  time  as  a 
railroad  conductor,  for  eight  years  after  roentgen 
therapy. 


management  of  nonresectable  cancer  of  the  lung, 
primary  and  metastatic. 

2.  The  significant  and  steadily  increasing 
number  of  such  patients  makes  it  mandatory 
that  such  palliative  measures  be  employed  when- 
ever feasible  to  contribute  toward  the  mainte- 
nance of  their  comfort  and  useful  activity  during 
the  relentless  progress  of  the  disease. 
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“The  challenge  of  totalitarianism  must  be  met  by  positive  belief  in  socially  responsible  individual- 
ism. May  our  professional  experts  never  forget  that  the  human  being  is  the  ultimate  significant  unit, 
more  important  than  standards  or  patterns  or  programs  or  policies.  Thus  shall  they  contribute  to 
the  strengthening  of  a world  whose  freedom  roots  in  respect  for  human  personality.”— Mrs.  Douglas 
Horton,  President,  National  Social  Welfare  Assembly 
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CURRENT  propaganda  to  educate  the  public 
in  regard  to  the  early  detection  of  cancer  has 
resulted  in  an  increased  awareness  of  skin  lesions 
by  the  public  at  large.  Physicians  are  frequently 
asked  to  decide  the  nature  of  growths  on  the  skin 
and  to  advise  whether  or  not  they  should  be 
removed ; it  is  vital  that  physicians  have  a clear 
understanding  of  the  clinical  features  and  man- 
agement of  these  tumors.  Otherwise  they  will 
be  unable  to  reassure  with  confidence  in  their  own 
judgment  or  conversely  may  fail  to  recognize 
potential  danger  at  a time  when  the  life  of  the 
patient  may  be  saved. 

The  problem  of  pigmented  nevi  resolves  itself 
in  a practical  way  to  a differentiation  between 
lesions  which  are  benign  and  those  which  are 
malignant  or  potentially  malignant.  This  may 
not  always  be  possible,  and  if  doubt  exists  in 
regard  to  the  diagnosis  of  melanoma,  excision  of 
the  lesion  with  histologic  study  is  mandator}7. 
In  the  vast  majority  of  instances,  however,  a 
competent  clinician  will  be  able  to  distinguish  and 
classify  accurately  pigmented  tumors  of  the  skin. 
Statements  to  the  contrary  are  usually  made  by 
nondermatologists,  who  base  their  opinions  on 
hospital  records.  Such  records  are  compiled 
by  many  individuals,  often  young  and  inexperi- 
enced ; the  cases  are  highly  selective  and  by  no 
means  a fair  sampling  of  those  seen  in  clinical 
practice,  either  in  variety  or  percentage.  In  this 
paper,  an  attempt  will  be  made  to  set  up  criteria 
for  the  diagnosis  and  management  of  pigmented 
nevi  and  lesions  which  simulate  them.  The 
term  pigmented  nevus  is  used  synonymously 
with  mole  or  nonvascular  birthmark.  Such 
growths  of  the  skin  are  exceedingly  common. 
There  are  many  published  schemes  for  classify- 
ing nevi.  Perhaps  the  most  satisfactory  at 
present  is  one  based  on  the  pathologic  findings  in 
regard  to  position  of  the  pigment-bearing  cells. 
In  the  intraepidermic  nevus,  the  process  is  con- 
tained within  the  epidermis;  in  the  intradermic 
nevus  the  pigment-bearing  cells  are  in  the  cutis; 
in  the  blue  nevus  the  structure  is  deep  in  the 
cutis,  while  the  junctional  nevus  is  so  named 
because  it  obliterates  the  division  between  epi- 
dermis and  cutis. 

It  should  be  mentioned  that  nevi,  both  harm- 
less and  potentially  dangerous,  may  be  skin- 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  Buffalo,  General  Sessions, 
May  4,  1953. 


colored  or  present  very  little  pigment.  It  is 
therefore  important  to  emphasize  certain  fun- 
damental facts  other  than  color  in  deciding 
whether  a given  tumor  is  benign  or  potentially 
malignant.  There  is  a high  percentage  of  cases  in 
which  a clinical  diagnosis  may  be  made  of  the 
precursor  of  melanoma,  known  as  junctional 
nevus  or  lentigo  maligna.  In  an  analysis  by 
Becker  of  741  instances  of  histologically  pro  vet! 
cases  of  pigmented  nevus,  2.1  per  cent  were  of  the 
junctional  type  and  8.7  per  cent  contained  a junc- 
tional component  in  a mixed  or  combined  form.1 
These  figures  indicate  that  one  nevus  in  nine  is 
either  wholly  or  in  part  of  junctional  type. 
Since  most  biopsies  are  performed  on  lesions  of 
doubtful  type,  there  is  probably  a substantial 
error  indicating  a much  higher  incidence  of  po- 
tential malignancy  than  is  actually  the  case. 

Diagnostic  Methods 

A correct  diagnosis  and  the  avoidance  of  giving 
the  patient  misleading  advice  is  often  the  result 
of  experience,  a decision  based  on  knowledge  of 
the  behavior  of  similar  lesions  in  other  patients. 
Careful  attention  to  a routinized  system  of  in- 
vestigation should  be  followed. 

1.  History. — This  is  important  if  the  patient 
is  reliable.  How  long  has  the  lesion  been  present? 
Is  it  getting  any  larger?  If  yes,  can  the  answer 
be  substantiated  by  a photograph?  Is  the  lesion 
changing  color?  Has  the  lesion  been  treated  or 
traumatized?  Does  the  patient  consider  it  a 
cosmetic  handicap? 

2.  Physical  Examination. — The  following  are 
the  most  important  findings  to  record:  exact 
location,  size  (measurement),  color,  flat  or  ele- 
vated, surface  characteristics  (smooth  or  rough), 
presence  of  hair,  palpation  (soft  or  firm,  super- 
ficial or  deep-seated,  blanching  on  pressure), 
concomitant  lesions. 

3.  Transillumination. — The  size  of  the  lesion 
may  be  outlined  with  exactitude,  and  in  the  case 
of  melanoma,  satellite  lesions  may  be  visualized. 
Since  the  light  must  be  placed  behind  the  area  to 
be  examined,  only  skin  on  locations  like  the 
cheeks,  ear  lobes,  fingers,  and  toes  can  be  accu- 
rately studied. 

4.  Skin  Microscopy. — While  it  is  not  in  com- 
mon use  at  this  time,  Goldman  has  found  cuta- 
neous microscopy  to  be  useful  in  the  differentia- 
tion of  junctional  nevi  from  other  pigmented 
lesions.5  The  single  portable  microscope  allows 
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Fig.  1.  Benign  lesions.  (4)  Dark  brown  hairy  intradermic  nevus.  (B)  Extensive  pigmented  hairy  nevus. 
(C)  Intradermic  nevi  on  upper  lip  and  chin  and  blue  nevus  (clear  dark  blue  in  color)  on  left  cheek.  ( D ) 
Angioma  of  traumatic  origin  sometimes  confused  with  nevus. 


magnification  of  20  X and  even  40  X , and  Gold- 
man advises  its  use  in  everyday  clinical  practice. 

5.  Pathologic  Study. — A biopsy  of  a pigmented 
lesion  suspected  of  being  malignant  should 
include  the  entire  lesion  if  at  all  possible.  If 
a small  wedge  is  removed  from  a large  lesion, 
the  examination  of  tissue  should  be  immediate, 
utilizing  the  frozen  section  technic.  It  is  im- 
portant that  the  pathologist  examining  the  biopsy 
section  should  be  experienced  in  the  differentia- 
tion of  the  various  benign  and  malignant  epi- 
thelial tumors. 

6.  Biochemical  Reactions. — So  far  there  is 
no  practical  application  of  knowledge  con- 
tributed by  the  brilliant  research  of  Fitzpatrick 
and  his  associates.3  It  has  been  demonstrated 
that  a difference  exists  in  the  enzyme  systems 
of  melanoma  and  pigmented  nevi.  This  may  well 
be  an  important  lead  for  accurate  diagnosis  as 
well  as  for  therapy  in  the  future. 

Varieties  of  Benign  Pigmented  Lesions 

Included  in  the  harmless  variety  of  pigmented 
lesions  are  the  growths  known  as  (1)  intraepider- 
mal  nevi,  (2)  intradermal  nevi,  and  (3)  blue  nevi 
(Fig.  1).  Pigmented  lesions  often  confused  with 
nevi  include  angiomata  when  deeply  seated  and 
occasionally  when  thrombotic.  Tattoo  resulting 
from  accidental  insertion  of  an  indelible  pencil  or 
other  insoluble  foreign  material  into  the  skin 
may  at  times  cause  confusion.  A solitary  giant 
comedo  is  a not  uncommon  mimic  of  pigmented 
nevus.  Intraepidermal  and  intradermal  nevi, 
which  are  usually  referred  to  as  “common  moles,” 
have  variable  and  yet  characteristic  clinical  ap- 
pearances. 

The  lesions  are  present  at  birth  or  develop 
during  early  childhood,  and  rarely  later.  They 
are  occasionally  pedunculated  but  more  often 
sessile,  are  soft  to  firm  when  palpated,  and  vary 
j considerably  in  the  degree  of  pigmentation.  The 
intraepidermal  variety  is  more  apt  to  be  soft, 


protruding,  and  resembling  seborrheic  keratosis, 
whereas  the  intradermal  nevus  tends  to  be 
firm  and  on  palpation  gives  the  impression 
of  depth.  Many  intradermal  moles  contain 
hair,  and  this  is  well  known  as  a favorable  clinical 
feature.  It  is  not  unusual  for  such  common 
moles  gradually  to  increase  in  size  so  that  over 
the  years  a lesion  may  double  or  even  quadruple 
in  size. 

This  paper  is  concerned  chiefly  with  lesions  of 
limited  size.  Occasionally  the  pigmented  nevus 
may  be  extensive,  involving  the  bathing  trunk 
area  or  other  sites  of  larger  or  smaller  degree. 
The  so-called  verrucous  (epithelial)  nevus  in 
which  the  lesion  is  firm  and  has  a rough,  warty 
surface,  occasionally  becomes  deeply  pigmented 
but  is  always  benign.  Firm  skin-colored  lesions 
are  most  frequently  fibromas  and  are  mentioned 
since  they  may  be  mistakenly  considered  nevi. 

The  blue  nevus  is  a flat  or  slightly  elevated, 
circumscribed  lesion  present  at  birth  or  later,  and, 
as  the  term  indicates,  the  color  is  a clear,  often 
dark,  blue.  The  reason  for  this  is  the  position 
deep  in  the  cutis  of  the  pigment-bearing  cells. 
Although  this  lesion  has  been  reported  to  develop 
into  a malignant  melanoma,  the  incidence  of 
this  complication  is  extremely  low.  The  positive 
identification  of  a thrombotic  angioma  may  not 
be  possible  on  clinical  grounds  alone,  although 
in  angiomas  which  have  not  become  thrombotic 
the  color  may  be  pressed  out  and  the  vascular 
component  therefore  recognized.  One  can  usu- 
ally obtain  a history  of  injury  in  which  an  indel- 
ible pencil  has  pierced  the  skin;  such  a lesion 
may  closely  simulate  a malignant  lesion. 

Actinic  (senile)  keratoses  frequently  contain 
dark-brown  pigment.  These  are  found  chiefly 
on  exposed  parts  (face,  and  backs  of  hands)  in 
middle-aged  and  elderly  patients.  Seborrheic  kera- 
toses also  are  pigmented;  the  overlying  skin  is 
greasy,  and  these  are  most  commonly  observed 
on  covered  areas  such  as  the  chest  and  back. 
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Fig.  2.  Keratoses  and  epithelioma.  (4)  Senile  (actinic)  keratosis.  ( B ) Multiple  seborrheic  keratoses 
of  trunk.  (C)  Senile  keratoses  of  trunk.  {[))  Pigmented  basal  cell  epithelioma,  extensive  and  simulating 
melanoma. 


Malignant  or  Potentially  Malignant 
Pigmented  Lesions 

Pigmented  Basal  Cell  Epithelioma. — This  may 
be  usually  recognized  by  the  characteristics  of 
the  epithelioma,4  whether  it  be  a flat,  slowly 
spreading  lesion  with  slightly  elevated  border, 
or  the  button  type  of  lesion  which  has  usually 
appeared  abruptly  a few  months  or  several  years 
previously.  In  this  lesion  there  is  often  a central 
dell  and  a pearly,  rounded  border.  Ulcerative 
lesions  may  also  be  deeply  pigmented.  Pig- 
mented basal  cell  epithelioma  is  not  a serious 
threat  to  life  in  that  metastasis  is  virtually  un- 
known. The  problem  is  local  eradication,  which 
must  be  thorough,  or  recurrence  in  situ  may  re- 
sult. In  the  anaplastic  variety  there  is  a tend- 
ency to  local  burrowing  so  that  complete  local 
destruction  may  constitute  an  extremely  diffi- 
cult problem. 

Junctional  Nevus  or  Lentigo  Maligna. — This 
was  first  shown  to  be  the  precursor  of  malignant 
melanoma  by  Satenstein5  and  was  later  confirmed 
by  Traub  and  Keil,6  Allen,7  and  others.  It  may 
often  be  recognized,  and,  with  care,  the  clinical  fea- 
tures are  usually  sufficiently  suggestive  that  one 
may  act  intelligently  and  take  appropriate  steps. 
These  lesions  are  almost  always  acquired,  al- 
though they  are  said  to  be  occasionally  present 
at  birth.  At  first,  the  lesions  are  smooth  and, 
according  to  Becker,1  are  always  light-brown 
macules.  At  other  times  the  pigment  may  be 
dark-brown  and  even  more  characteristically 
blue-black  or  black.  Before  malignant  change 
occurs  the  color  may  change  from  brown  to  be- 
come bluish-black,  but  not  necessarily  will  this 
happen.  Another  suspicious  sign  of  beginning 
malignancy  is  the  change  from  being  a macule 
to  a slight  elevation.  It  is  well  known  that  in 
children,  while  junctional  nevi  are  commonly 
observed,  malignant  melanoma  is  quite  rare.8 
As  Allen  and  Spitz  demonstrate,  juvenile  mela- 
noma has  a favorable  prognosis  and  should  be  dis- 


tinguished from  the  adult  form.9  Pregnancy  is 
said  to  have  an  unfavorable  effect  on  junctional 
nevi  and  is  considered  by  some  to  be  a sufficient 
stimulus  to  result  in  the  development  of  malig- 
nant melanoma.  As  Allen  and  Spitz  have  shown, 
it  is  not  unusual  for  junctional  nevi  elsewhere  on 
the  body  to  become  activated  in  a patient  with 
malignant  melanoma.9  Accordingly,  all  pa- 
tients from  whom  a malignant  melanoma  is 
removed  should  be  carefully  examined  for  nevi 
showing  increase  in  size  or  other  suspicious  fea- 
tures. The  administration  of  ACTH  has  been 
suggested  as  an  inciting  agent  in  the  formation 
of  junctional  nevi.10 

Mixed  or  Compound  Nevus. — A not  uncommon 
occurrence  is  a combination  of  intradermal  nevus 
with  a junctional  nevus  in  the  same  clinical  le- 
sion. According  to  Allen  and  Spitz,  this  oc- 
curs in  98  per  cent  of  the  nevi  histologically  ex- 
amined in  children  and  in  12  per  cent  of  those  of 
adults.9  The  figures  here  are  obviously  too  high, 
being  based  on  material  of  highly  selected  type.  I 
In  children  this  finding  is  not  considered  serious,  I 
and  Allen  and  Spitz  have  demonstrated  that,  with 
careful  histologic  study  by  a pathologist  of  ex- 
perience in  this  field,  juvenile  melanoma  may  be 
distinguished  from  melanocareinoma,  which  it 
simulates  rather  closely.9  In  children  the  mixed 
nevus  may  exhibit  a uniform  brown  color  and  be 
nonhairy  and  elevated.  The  adult  lesion  is  often 
two-toned  or  speckled  with  one  color,  dark-brown 
or  black.  Such  lesions  should  always  be  viewed 
with  suspicion.  Most  of  these  lesions  are  hairless  I 
and  may  be  flat  or  elevated. 

Melanocareinoma  ( Malignant  Melanoma). — I 
This  form  of  cancer  is  responsible  for  0.8  to  2 per  I 
cent  of  all  malignant  tumors  and  for  15  to  20  per  I 
cent  of  all  malignancies  of  the  skin.11,12  The  I 
clinical  features  in  a new  lesion  are  similar  to  I 
junctional  nevus,  from  which  it  usually  originates.  I 
Increase  in  size  follows,  often  rapidly.  The  I 
surface  becomes  roughened  and  even  lobulated.  I 
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Finally,  bleeding  occurs,  and  ulceration  may  de- 
velop. Transillumination  of  surrounding  tissues 
may  reveal  satellite  lesions  in  the  nearby  skin, 
and  the  lesion  is  often  demonstrated  to  be  larger 
than  was  apparent  from  the  clinical  examina- 
tion alone.  If  untreated,  regional  lymph  nodes 
soon  become  invaded.  By  this  time  there  has 
almost  certainly  been  metastatic  spread,  later 
to  be  apparent  in  various  vital  structures.  The 
prognosis  is  best  when  the  diagnosis  is  early  and 
a wide  local  excision  performed  without  delay. 
Metastasis  is  early  with  lesions  on  the  mucous 
membranes.  Women  hold  a more  favorable  sta- 
tistical position  than  men  as  regards  five-year 
survival.9 

Differential  Diagnosis  of  Junction  Nevus 

Since  the  crux  of  the  whole  problem  of  pig- 
mented nevi  is  the  differential  diagnosis  of  a be- 
nign lesion  from  junctional  nevus,  the  following 
points  should  be  kept  in  mind. 

1.  One  should  be  suspicious  of  acquired, 
smooth,  nonhairy,  macular  or  papular  lesions, 
whether  light-brown,  dark-brown  or  blue-black 
in  color.  The  blue-black  color  is  particularly 
ominous. 

2.  Solitary,  acquired  lesions  should  be  sus- 
pected, whereas  multiple  lesions  occurring  on 
exposed  parts  are  more  apt  to  be  lentigo  (freckles) 
or  common  moles. 

3.  It  is  almost  unknown  for  nevi  that  are 
pedunculated,  that  have  a verrucous  surface,  or 
that  contain  hair  to  develop  into  malignancy. 

Treatment 

Pigmented  Lesions—  The  therapy  obviously 
differs  considerably  according  to  the  type  of 
pigmented  lesion.  The  location  is  also  an  im- 
portant consideration.  For  instance,  many  cli- 
nicians favor  the  excision  or  destruction  of  all 
nevi,  even  those  of  apparently  harmless  type, 
if  present  on  the  hands,  feet,  genitalia,  mucous 
membranes,  or  on  any  site  in  which  trauma  or 
friction  might  involve  the  lesion.  Other  cli- 
nicians argue  that  this  is  an  impractical  dictum 
and  that,  irrespective  of  location,  pigmented 
lesions  should  be  treated  on  the  basis  of  their 
clinical  characteristics. 

The  Common  Mole  ( Intradermic  and  Intraepi- 
dermic  Nevus). — If  the  lesion  is  hairy,  and  of  lim- 
ited size,  the  hairs  may  be  epilated  by  electrolysis. 
Following  the  successful  removal  of  hair  and  if 
the  lesion  is  still  elevated  above  the  surface  of  the 
skin,  the  remainder  of  the  tumor  may  be  de- 
stroyed by  electrolysis  or  by  solid  carbon  dioxide. 
A good  cosmetic  result  is  the  chief  goal.  In 
pigmented  nevi  of  extensive  distribution,  it  is 
often  best  to  leave  the  condition  alone.  If  the 
face  is  involved,  plastic  surgery  is  sometimes  use- 
ful. Solid  carbon  dioxide  applied  in  large  cakes 


Fig.  3.  Basic  pathologic  findings  in  the  various 
nevi.  (A)  Intraepidermic  nevus.  (B)  Intradermic 
nevus.  (C)  Blue  nevus.  ( D ) Junction  nevus. 


will  often  bring  about  epilation  of  hair  and  lighten 
the  color,  but  matching  of  color  is  difficult,  so 
that  a satisfactory  result  is  not  usually  obtained. 
Electrodesiccation  or  surgical  excision  is  favored 
by  many  for  nonhairy  lesions;  the  former  mo- 
dality is  more  practical  when  numerous  lesions 
are  to  be  treated.  In  all  cases  in  which  there  is 
any  doubt  as  to  the  diagnosis,  such  as  a lesion  of 
uncertain  duration,  where  there  has  been  a re- 
cent increase  in  size,  when  the  lesion  is  solitary 
and  particularly  if  the  color  is  dark,  the  only 
therapeutic  procedure  is  surgical  excision.  This 
permits  of  a biopsy  which  will  be  decisive  pro- 
vided the  pathologist  is  well  trained  in  the  recog- 
nition of  the  various  skin  tumors,  including  nevi. 

Blue  Nevus. — This  lesion  may  be  left  in  situ 
or  surgically  excised. 

Senile  and  Seborrheic  Keratoses. — These  are 
best  removed  by  means  of  electrodesiccation 
after  infiltrating  the  underlying  skin  with  pro- 
caine. The  judicious  use  of  a curette  is  part  of 
the  technic. 

Angioma  and  Tattoo. — These  require  no  treat- 
ment if  they  are  small  and  inconspicuous,  or 
they  may  be  destroyed  by  electrodesiccation 
or  surgically  excised  for  cosmetic  reasons. 

Pigmented  Basal  Cell  Epithelioma.— The  ther- 
apy is  identical  with  the  nonpigmentary  forms. 
There  are  several  available  methods  of  treatment. 
Most  dermatologists  remove  these  lesions  by 
means  of  electrodesiccation  including  a biopsy 
specimen  and  using  procaine  anesthesia.  At 
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Fig.  4.  Dangerous  lesions.  (.4)  Junction  nevus, 
apparently  inactive.  ( B ) Junction  nevus  with  re- 
cent increase  in  size.  (C)  Compound  or  mixed 
nevus,  the  lighter  portion  being  intraepidermic  and 
the  darker  area  a junction  nevus.  (D)  Melanoma. 
Rapid  increase  in  size  with  satellite  lesions  (metas- 
tasis) present  in  adjacent  skin. 

times  radiotherapy  is  useful,  but  this  is  used 
somewhat  less  now  than  formerly.  Surgeons 
naturally  use  the  modality  with  which  they  are 
expert,  although  the  cosmetic  result  sometimes 
leaves  something  to  be  desired.  In  the  ana- 
plastic variety  of  epithelioma  in  which  finger- 
like projections  extend  for  considerable  distances, 
a chemotherapeutic  technic  first  described  by 
Mohs13  has  gained  some  popularity. 

Junctional  Nevus. — The  statement  has  been 
made  that  even  if  all  the  junctional  nevi  could 
be  so  diagnosed,  it  would  not  be  practical  to 
attempt  to  remove  them  all.  It  is  also  true  that 
a large  majority  of  junctional  nevi  remain  as  such 
and  never  show  any  evidence  of  degeneration. 
However,  everyone  is  agreed  that  if  this  diagnosis 
is  suspected  and  the  lesion  is  in  a location  hi  which 
friction  is  common  (such  as  hands  and  feet),  the 
lesion  should  be  surgically  excised.  This  also 
allows  for  histologic  examination  of  the  tissue. 
A lesion  considered  to  be  a junctional  nevus  and 
showing  increased  activity  should  be  promptly 
excised.  Lesions  having  the  clinical  features  of 
junctional  nevi  should  never  be  treated  by  elec- 
trolysis, solid  carbon  dioxide,  electrodesiccation 
or  acids. 


Melanocarcinoma. — The  prognosis  for  this  is 
poor  no  matter  what  treatment  is  outlined.  The 
oncologic  surgeon  currently  advises  radical  local 
removal  followed  by  dissection  in  continuity  to 
include  the  regional  lymph  nodes.  In  the  past, 
many  patients  have  Ijeen  subjected  to  radical 
therapy  including  amputations.  All  agree  that 
the  patient  should  be  given  the  advantage  of  a 
wide  local  excision  and  dissection  of  any  palpable 
lymph  nodes.  A comparative  statistical  review 
of  the  subject  would  be  of  great  help  to  decide 
whether  further  therapy  is  of  any  help.  The 
final  poor  result,  no  matter  what  treatment  is 
undertaken,  lends  support  to  the  view  that  exci- 
sion of  junctional  nevus  subject  to  trauma  is 
important  as  a prophylactic  measure. 

Summary 

The  margin  of  error  in  clincal  diagnosis  of 
pigmented  lesions  will  decrease  if  an  accurate 
history  is  elicited  and  the  physical  examination 
is  performed  with  care.  In  addition,  transillum- 
ination. skin  microscopy,  and  histologic  examina- 
tion of  a biopsy  specimen  may  be  important  and 
necessary  adjuncts  as  methods  of  investigation. 
There  is  hope  that  biochemical  studies  may  point 
the  way  for  future  progress. 

Benign  tumors  often  confused  with  the  ordi- 
nary pigmented  nevus  include  tattoo,  giant  com- 
edo, thrombotic  angioma,  actinic  and  seborrheic 
keratoses,  and  blue  nevus.  Intraepidermic  and 
intradermic  nevi  (common  moles)  are  harmless 
lesions  which  may  be  safely  treated  for  cosmetic 
reasons  by  fractional  procedures  such  as  elec- 
trolysis or  solid  carbon  dioxide.  Malignant  or 
potentially  malignant  pigmented  lesions  in- 
clude pigmented  basal  cell  epithelioma,  junc- 
tional nevus,  mixed  nevus,  and  melanocarcinoma. 
Junctional  nevus  usually  may  be  recognized,  and 
since  it  is  sometimes  a precursor  of  melanocar- 
cinoma. an  accurate  diagnosis  is  important,  and 
the  lesion  should  be  excised  if  in  a site  exposed 
to  trauma  or  friction.  In  all  lesions  considered 
melanocarcinoma.  a wide  and  deep  excision  of  the 
lesion  and  surgical  removal  of  any  palpable  lymph 
nodes  should  be  promptly  performed. 
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ANALYSIS  OF  CANCER  IN  INFANCY  AND  CHILDHOOD 

John  E.  Franklin,  M.D.,  New  York  City 

( From  the  Department  of  Pediatrics,  Memorial  Center  for  Cancer  and  Allied  Diseases) 


DATA  on  the  leading  causes  of  death  among 
children  in  the  United  States  in  1949  show 
that  cancer  is  fourth  in  the  age  group  of  one  to 
four  years  and  is  second  only  to  accidents  in  the 
age  group  five  to  fourteen.  These  facts  make  it 
very  important  for  us  to  know  where  we  stand  in 
this  vital  field.  It,  therefore,  seems  an  opportune 
time  to  survey,  by  a review  of  the  literature  and 
of  the  cases  which  have  been  seen  on  the  Pediatric 
Service  of  Memorial  Hospital,  what  has  been 
accomplished  in  the  treatment  of  the  more 
common  childhood  tumors. 

Peripheral  Neuroblastoma 

Neuroblastoma  is  one  of  the  most  frequently 
encountered  malignant  tumors  in  childhood.  It 
arises  from  the  sympathetic  neuroblasts,  most 
commonly  in  the  adrenal,  the  cervical,  thoracic, 
and  abdominal  ganglion  cells.  In  Phillips  series, 
47  per  cent  arose  from  the  adrenal  glands,  but  in 
28  per  cent  no  primary  site  was  found.1 

There  have  been  over  600  cases  reported  in  the 
literature,  of  which  32  per  cent  occur  within  the 
first  year  of  life  and  80  per  cent  within  five  years  of 
age.  The  sexes  are  almost  equally  divided,  51 
per  cent  occurring  in  the  male. 

This  is  usually  a silent  tumor  prior  to  metas- 
tases,  which  makes  its  early  diagnosis  most  diffi- 
cult. The  early  recognition  falls  into  the  hands 
of  those  who  do  careful  abdominal  palpation, 
whether  physician,  nurse,  or  mother.  This  is  a 
very  important  point  because  the  majority  of 
cures  are  reported  in  those  cases  that  have  shown 
no  metastases  or  have  metastasized  only  to  areas 
below7  the  diaphragm.  To  date,  the  majority  of 
the  cases  are  brought  to  the  attention  of  the 
physician  because  of  symptoms  from  a metastasis 
and,  as  Dargeon2  has  shown,  the  signs  and 
symptoms  point  to  all  parts  of  the  body,  depend  - 
ing  on  whether  the  metastasis  affects  the  skull, 
orbit,  bones,  vertebra  (with  spinal  cord  symp- 
toms), lymph  nodes,  liver,  or  abdominal  masses. 

X-ray  shows  calcification  of  the  primary  site  in 
approximately  25  per  cent  of  the  cases  arising  in 
the  abdomen.  Intravenous  pyelograms  are  help- 
ful in  differentiating  it  from  Wilms’s  tumor,  and 
skeletal  surveys  are  necessary  in  locating  meta- 
static spread.  In  a high  percentage  of  cases 
bone  marrow  aspirations  are  positive  for  the 
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typical  rosette  arrangement  of  cells.  The  final 
diagnosis  is  determined  by  biopsy,  either  by 
aspiration  or  by  open  surgical  procedure. 

At  Memorial  Hospital,  the  treatment  is  the 
surgical  removal  of  the  primary  tumor,  in  whole 
or  in  part,  depending  on  what  can  be  accom- 
plished. There  are  many  instances  in  the  litera- 
ture where  the  partial  removal  of  a tumor  has 
been  follow'ed  by  complete  recovery,  w7ith  or 
without  x-ray  treatment.  Following  the  opera 
tion  nitrogen  mustard  is  given  intravenously  in 
one  dose  of  0.4  mg.  per  kilogram  followed  by 
daily  x-ray  treatments  to  a total  of  2,000  to  3,000 
r.  Then  the  patient  is  discharged  to  the  follow- 
up clinic,  where  each  one  is  placed  on  amethop- 
terin,  1.25  to  5 mg.  per  day,  depending  on  the  size 
of  the  patient,  for  ten  days,  followed  by  a rest 
period  of  fourteen  days.  The  patient  is  followed 
closely  by  careful  physical  examinations  and 
blood  studies  while  the  above  routine  is  repeated 
during  the  next  eighteen-month  period. 

Where  metastatic  lesions  are  already  present  on 
admission,  the  treatment  described  above  is  given 
plus  additional  x-ray  therapy  to  the  area  where 
the  metastasis  is  located.  In  the  Pediatric  De- 
partment of  Memorial  Hospital,  ametliopterin 
has  been  the  most  useful  antifolic  compound  in 
the  treatment  of  this  condition  (Table  I). 

At  Memorial  Hospital  we  have  had  78  cases  of 
neuroblastoma  with  ten  three-year  survivors 
(Table  II).  Kennedy  reports  finding  21  cases  of 
abdominal  neuroblastoma  in  the  literature  that 
have  been  reported  cured.3  They  wrere  treated 
by  surgery,  with  and  without  x-ray  therapy. 
Wittenborg  reported  7 out  of  12  cases  treated  by 
surgery  that  survived  three  years,  6 of  11  cases 
which  had  surgery  followed  by  x-ray  which 
survived  three  years,  and  6 of  21  cases  with 
metastases  that  survived  three  to  twrelve  and  one- 
half  years.4  Cases  with  metastases  to  the  liver 
have  survived  three  years  and  more,  but  other 
patients  with  metastatic  lesions  have  show  n con- 
tinuous progression  of  their  disease.  Beck  and 
Howard  reported  a total  of  475  cases  in  the  litera- 
ture with  47  cures,  or  10  per  cent.5  Hudson  re- 
ported 2 five-year  cures  in  infants  at  the  ages  of 
five  days  and  seven  months  wrho  were  treated  by 
surgery  followed  by  x-ray  therapy.  Approxi- 
mately 8 cases  of  neuroblastoma  that  have  re- 
gressed spontaneously  have  been  reported  in  the 
literature. 

In  these  reports  there  is  a great  deal  of  hope  for 
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TABLE  I. — X euroblastoma.  Mat,  1953,  78  Cases 


Name 

Sex 

Age 

Diagnosed 

Clinical  Site 

Therapy 

Duration 

(Years) 

Condition 

P.W. 

Male 

4 months 

Skin  and  axillarv  nodes 

Radium 

13 

No  evidence  of  disease 

B.H. 

Male 

12  vears 

Right  sciatic 

Surge  rv 

7'/t 

No  evidence  of  disease 

S.M. 

Female 

14  months 

Mediastinal  and  supra- 
clavicular metastases 

Irradiation 

No  evidence  of  disease 

J.H. 

Female 

5 years 

Left  orbit 

Surge  rv 

7 

No  evidence  of  disease 

P.L 

Male 

5 months 

Abdomen 

Surge rv 

6>/« 

No  evidence  of  disease 

J.H. 

Male 

10  days 

Lumbar 

Surgery 

6*/« 

No  evidence  of  disease. 
Motor  weakness. 

Bladder  weakness 

S.F. 

Female 

1 year 

Thoracic  spine 

Irradiation  and  surgerv 

5*/it 

No  evidence  of  disease 

J.W. 

Female 

18  months 

Right  mandible 

HNj.  x-ray,  A-meth.,  cort., 
SK  5357 

4 

Evidence  of  disease 
long  bones 

E.A. 

Female 

4 months 

Abdomen 

Irradiation.  HNs 

3 

No  evidence  of  disease 

J.C. 

Female 

18  months 

Mediastinal 

Surgery,  x-rav.  A-meth. 

3 

No  evidence  of  disease 

J.X. 

Female 

10  months 

Presacral  and  retroperi- 
toneal 
Abdomen 

HNi,  x-ray  A-meth. 

2 

No  evidence  of  disease 

M.N. 

Male 

7 months 

HN*.  x-ray  A-meth. 

i*/« 

No  evidence  of  disease 

TABLE  II. — Three-Year  Survivors  with  Neuro- 
blastoma 


Cases 

Survivors 

Per- 

centage 

Memorial  Hospital 

78 

10 

12.8 

Wittenborg* 

12  (treated 
surgically) 

7 

58.0 

11  (treated 
by  x-ray) 

6 

54.0 

Kennedy1  (from 
literature) 

21  (with  me- 
tastases) 

6 

21  (abdominal 
cases) 

28.0 

Beck5  (from  litera- 
ture) 

475 

47 

10.0 

children  with  neuroblastoma.  Since  these 
tumors  probably  arise  from  embryonic  rests,  they 
are  present  at  birth  and  grow  until  they  are  found 
either  as  a primary  swelling  or  as  a metastatic 
lesion.  Surgery  and  x-ray  therapy,  since  the 
tumors  are  radiosensitive,  give  the  most  promising 
prognosis  to  those  cases  which  have  been  detected 
prior  to  metastatic  spread.  Chemotherapy  is 
still  experimental. 

Wilms’s  Tumor 

Wilms’s  tumor  is  the  second  commonest  ma- 
lignant tumor  in  childhood  (20  per  cent),  almost 
equal  in  frequency  to  neuroblastoma,  and  is  the 
most  common  renal  neoplasm  encountered  in  the 
juvenile  age  group.  It  was  first  described  by 
Wilms  in  1899.6  The  majority  of  these  tumors 
appear  during  the  first  three  years  of  life.  They 
usually  arise  in  the  lower  pole  of  the  kidney,  are 
present  at  birth,  and  grow  progressive!}'  larger, 
compressing  the  kidney  tissue,  and  are  surrounded 
by  a thick  fibrous  capsule.  When  this  capsule 
breaks  the  contents  flow  to  the  adjacent  tissues 
where  new  growths  arise.  The  tumor  also 
spreads  by  blood  stream  and  is  most  frequently 
found  in  the  lungs. 

The  signs  and  symptoms  are  invariably  absent 
during  the  early  growth  of  this  tumor,  and  its 
presence  is  detected  only  by  palpation  of  the 
abdomen.  The  diagnosis  is  brought  to  the 
attention  of  the  physician  by  accidental  discover}*, 


64  per  cent;  pain  in  the  abdomen.  16  per  cent; 
malaise,  12  per  cent;  hematuria,  4 per  cent;  fre- 
quency, 4 per  cent ; occasionally  hypertension  is 
found  due  to  liberation  of  pressure  substance  by 
the  kidney. 

On  admission  of  a patient  with  an  abdominal 
mass  in  the  flank,  the  differential  diagnosis  from 
neuroblastoma  has  to  be  considered.  Intra- 
venous pyelogram  is  performed  in  order  to  as- 
certain functioning  kidney  on  the  opposite  side 
and  whatever  help  that  can  be  obtained  as  to  the 
involvement  of  the  kidney  on  the  affected  side. 
X-ray  of  chest  is  taken  to  determine  the  presence 
or  absence  of  metastatic  spread  to  the  lungs. 

The  most  accepted  form  of  treatment  at  the 
present  time  is  the  removal  of  this  tumor  as  soon 
as  possible  following  admission  to  the  hospital. 
The  operation  of  choice  is  a transperitoneal  re- 
section as  advocated  by  Ladd.7  Following  the 
operation,  x-ray  therapy  is  immediately  instituted 
and  is  given  daily  as  tolerated  to  a total  of  2,000 
to  3,000  r.  Chemotherapy  has  not  been  found  to 
be  of  any  value  in  the  treatment  of  these  tumors 
up  to  this  time. 

From  the  study  of  the  reports  in  the  literature 
the  results  in  the  treatment  of  Wilms’s  tumor  are 
encouraging  (Table  III).8-18  Foremost  is  the 
necessity  of  its  early  recognition,  preferably  under 
one  year  of  age,  when  the  diagnosis  can  only  be 
suspected  because  of  a palpable  abdominal  mass. 
Rapid  surgical  removal  without  unnecessary  ma- 
nipulation, followed  by  immediate  and  prolonged 
x-rav  therapy,  appears  to  be  a combination  that, 
up  to  the  present  time,  brings  the  best  results. 

Lymphosarcoma 

Lymphosarcoma  is  a malignant  neoplasm 
arising  from  lymphoid  tissue.  The  general  belief 
has  been  that  it  arises  from  multicentric  origins 
and  spreads  either  by  extension  to  adjacent  nodes 
and  tissues  or  by  way  of  the  lymph  channels  or 
blood  stream.  Most  published  reports  show  its 
greater  frequency  during  adult  life,  and  it  does 
not  appear  to  be  common  in  children.  Dargeon 
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TABLE  III. — Wilms’s  Tumor 


Liter- 

ature 

Cases 

Cures 

Percentage 

1943 

Weisel8 

44 

7 

16.0 

1945 

Dean9 

20 

5 

25.0 

1946 

Nesbit10 

27 

8 

30.0 

1947 

Silver11 

16  (18) 

8(10) 

50.0 

1949 

Dickey12 

12 

4 

33.0 

1926- 

Ladd  and  White13 

27 

4 

14.9 

1930 

1931- 

Ladd  and  White13 

31 

10 

32.2  Only 

1939 

difference, 

1940- 

Gross14 

38 

18 

47.3  early 

1947 

x-ray 

Under  1 year,  80  per  cent  cures 

1949 

Hazzard 16 

23 

4 

17.8 

1950 

Goddard 16 

39 

8 

20.5 

1950 

Campbell11 

24 

8 

33.3 

1950 

Harvey18  (review 

716 

124 

17.0 

of  literature) 

has  reported  that,  from  1926  to  1950,  583  children 
with  malignant  tumors  were  treated  at  Memorial 
Hospital.19  One  hundred  and  twenty-seven  of 
these  cases  were  classified  in  the  lymphoma 
group.  Only  27  can  be  designated  as  lympho- 
sarcoma or  reticulum  cell-lymphosarcoma.  This 
constitutes  5 per  cent  of  the  total  malignant 
tumors  in  children  admitted  to  this  hospital. 

The  clinical  sites  of  greatest  frequency  in 
children  were  the  neck,  the  abdomen,  the  retro- 
peritoneal regions,  and  the  bones.  Twenty- 
nine  per  cent  of  the  54  adult  cases  reported  by 
Vieta  et  al.  showed  bony  involvement  at 
autopsy.20 

In  the  majority  of  cases,  the  presenting  signs 
and  symptoms  of  the  disease  are  varied,  due  to 
the  multiple  involvement  present  by  the  time 
medical  care  is  sought.  The  commonest  com- 
plaint is  swelling,  which  may  be  present  in  almost 
any  part  of  the  body,  but  it  is  not  unusual  to  have 
obstructive  symptoms  of  the  gastrointestinal 
tract  or  disturbances  of  the  central  nervous 
system. 

Treatment  is  usually  radiation,  and  this  is  used 
as  a palliative  measure  in  a generalized  and 
serious  disease.  Craver  has  long  been  an  ex- 
ponent of  the  unicentric  origin  of  this  cancer  in 
some  cases.21  This  has  been  due  to  the  fact  that 
radical  surgery  plus  postoperative  x-ray  therapy 
on  early  cases  has  resulted  in  6 survivors  of 
lymphosarcoma  living  five  years22  and  5 cases  of 
Hodgkin’s  disease  surviving  five  years.23  In 
addition,  Catlin  has  found  that  52  per  cent  of  50 
cases  of  lymphosarcoma  on  the  Head  and  Neck 
Service  treated  at  Memorial  Hospital  had  sur- 
vived and  were  well  five  years  later.24 

Of  the  27  cases  on  the  Pediatric  Sendee  des- 
ignated as  lymphosarcoma  in  children,  7 had 
local  tumor  plus  leukemia  on  admission,  and  16 
showed  the  presence  of  a tumor  with  the  sub- 
sequent development  of  leukemia.  There  were 
3,  11.1  per  cent,  five-year  survivors.  One  was  a 


twelve-year-old  girl  with  involvement  of  the  left 
side  of  the  neck  who  had  a radical  dissection  in 
September,  1940,  followed  by  x-ray  therapy.  In 
February,  1942,  the  right  side  of  the  neck  was 
treated  by  x-ray  because  of  a swelling  in  the  right 
mastoid  area.  In  August,  1942,  a right  partial 
neck  dissection  was  performed,  and  since  that 
time  she  has  been  well  without  any  evidence  of 
disease.  Both  operations  showed  lymphosar- 
coma. 

The  second  case  is  a three-year-old  male  who 
had  a biopsy  in  December,  1946,  of  a hard  mass 
extending  from  the  right  parotid  area  to  the  upper 
half  of  the  neck.  He  was  treated  initially  by 
radiotherapy  and  Coley’s  toxin.  He  was  re- 
admitted in  February,  1947,  for  removal  of  a 3 by 
4-cm.  tumor  in  the  original  site,  following  which 
he  received  x-ray  therapy.  He  has  been  well  with 
no  evidence  of  disease  through  January,  1953. 

The  third  case  is  a five-year-old  female  who  had 
a biopsy  of  a node  in  the  left  side  of  the  neck  in 
1948.  She  was  treated  by  x-ray,  and  in  October, 
1948,  she  was  operated  upon  and  a tumor  mass, 
14.5  by  8.5  by  6 cm.,  attached  to  the  uterus,  was 
removed.  She  received  postoperative  x-ray 
therapy  and  has  been  well  since. 

The  literature  shows  other  survivors  of  lympho- 
sarcoma in  children.  Decherf  reports  a case 
“well”  after  fifteen  years.25  Poujol  reports  a 
patient  well  eleven  years  after  the  onset  of  her 
disease.26  Charache  had  a patient  with  intestinal 
lymphosarcoma  who  was  well  seventeen  years 
following  surgery.27  Munson  and  Marx  had  a 
similar  type  case  who  was  well  six  years  following 
surgery.28 

Retinoblastoma 

Retinoblastoma  is  a congenital  malignant 
tumor  representing  immature  developing  retinal 
tissue.  There  is  a marked  tendency  to  multi- 
centric origin  in  the  same  eye.  According  to 
Weller,  there  is  one  case  of  retinoblastoma  to 
34,000  births,  which  would  mean  that  there  are 
about  100  cases  occurring  yearly  in  this  country.29 

This  tumor  usually  occurs  in  infancy  and  child- 
hood with  an  occasional  case  being  found  at  birth 
and  an  occasional  one  after  twelve  years  of  age. 
Two  thirds  of  the  cases  reported  occur  before 
three  years  of  age.  In  Wintersteiner’s  series  of 
429  cases,  7 per  cent  were  known  to  be  prenatal, 
3 per  cent  occurred  at  nine  years  of  age,  10  cases 
were  over  nine  years,  and  the  oldest  was  sixteen 
years.30  Also  in  this  series,  25  per  cent  of  the 
cases  occurred  bilaterally;  these  were  due  to 
multiple  origins  and  not  through  extension  from 
one  eye  to  the  other. 

There  is  a strong  hereditary  tendency,  but  the 
majority  are  sporadic  cases.  Parents  with  one 
child  having  a sporadic  case  of  this  tumor  are 
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advised  that  they  may  safely  have  more  children, 
since  the  frequency  in  siblings  is  low.  From  a 
total  of  378  children  where  sporadic  cases  had 
occurred  in  the  family,  Reese  found  only  7 cases 
of  retinoblastoma.31  Although  there  are  no 
statistics  available,  it  is  not  advisable  for  in- 
dividuals who  have  been  cured  of  this  tumor  to 
have  children. 

These  tumors  are  diagnosed  when  they  have 
grown  sufficiently  to  give  a whitish  appearance  to 
the  pupil.  Occasionally  strabismus  or  inequality 
in  the  size  of  the  pupil  may  be  the  first  sign. 
Calcium  deposits  in  the  tumor  itself  can  fre- 
quently be  seen  with  the  aid  of  an  ophthalmo- 
scope or  be  shown  by  x-ray,  as  pointed  out  by 
Pfeiffer32  and  Fulton.33 

In  this  country  the  usual  treatment  is  enuclea- 
tion of  the  eye  with  the  removal  of  as  much  of  the 
optic  nerve  as  can  be  obtained.  If  the  cut 
portion  of  the  optic  nerve  is  beyond  the  extension 
of  the  tumor  the  prognosis  is  good,  but  when  the 
tumor  has  extended  beyond  this  cut  portion  of  the 
nerve,  x-ray  therapy  to  the  orbit  is  advised.  Be- 
cause of  this  method  of  extension,  Ray  and  Mc- 
Lean34 advocated  the  combined  intracranial  and 
orbital  operation,  which  consists  in  first  perform- 
ing the  cranial  operation  and  excising  the  intra- 
cranial portion  of  the  nerve  between  the  chiasm 
and  optic  foramen.  Twelve  to  thirteen  days 
later  the  enucleation  is  carried  out.  Reese  dis- 
approves of  this  procedure,  since  he  found  in 
autopsies  of  17  patients,  that  the  disease  was  fatal 
in  52.9  per  cent  of  the  cases  because  of  distant 
metastases  as  compared  to  intracranial  extension. 
Stallard  is  a strong  advocate  of  x-ray  therapy, 
and  where  the  tumor  has  not  involved  more  than 
one  third  of  the  retina,  his  results  are  good.35 
This  would  seem  to  be  the  treatment  of  choice  in 
the  bilateral  cases  where  the  remaining  eye  has 
been  closely  observed  and  prompt  treatment  in- 
stituted. 

Stallard  has  7 out  of  29  patients  alive  five  years 
following  the  diagnosis,  83  per  cent  having  useful 
vision.  Duke-Elder  states  that  50  per  cent  of  the 
cases  are  cured  by  excision  when  there  is  no 
clinically  apparent  extraocular  extension.36  The 
Armed  Forces  Institute  of  Pathology  showed  57 
per  cent  cures  in  1939  based  on  121  cases. 

Osteogenic  Sarcoma 

Osteogenic  sarcoma  is  the  most  common  of  the 
primary  malignant  tumors  arising  from  bone. 
According  to  Phemister,37  it  is  the  most  important 
of  the  bone  sarcomas  since  it  comprises  about  one 
half  of  all  bone  cases.  In  children  it  may  be 
found  as  an  osteoplastic  type,  osteolytic  type,  or 
a mixture  of  both.  It  is  essentially  found  in 
youth,  with  the  largest  percentage  occurring  be- 
tween ten  and  twenty  years  of  age.  Although 


TABLE  IV.- — Osteogenic  Sarcoma,  52  Cases* 


Site 

Age 

Treatment 

Result 

Femur 

3Vj  years 

Surgery  15 

31  (died  within 

35 

(youngest 

case) 

Surgery,  x-ray, 
Coley’s  toxin, 
antifolics  14 

9 months  of 
first  admis- 
sion) 

3 (lived  2 l/t 

years  or 
longer) 

14  years  (13 
cases) 

X-ray  9 

No  treatment  6 

1 (lived  17  years) 

* Pediatric  Service.  Memorial  Hospital.  52  cases  (1  sur- 
vivor). 


the  literature  reports  that  the  majority  are  found 
in  males,  27  of  the  52  cases  on  the  Children’s 
Service  at  Memorial  Hospital  under  fifteen  years 
of  age  were  in  females. 

Pain  is  the  earliest  and  commonest  symptom 
occurring  in  the  affected  bone,  starting  as  a tran- 
sitory feature  and  increasing  rapidly  in  severity 
with  marked  loss  of  sleep.  Swelling,  which  is 
usually  absent  at  first,  invariably  develops  and 
increases  as  the  tumor  grows.  Tension  of  skin 
and  increase  in  the  size  of  the  superficial  veins  is 
then  noted.  Disability  of  the  affected  part  is 
variable  in  its  appearance  but  eventually  is 
present  as  the  tumor  grows.  Early  metastasis  to 
the  lungs  is  common. 

X-rays  show  the  lesion  usually  in  the  meta- 
physis,  osteoplastic  in  character  with  new  bone 
often  radiating  at  right  angles  to  the  long  axis. 
A biopsy  is  essential  to  complete  the  diagnosis. 

Radical  surgery  has  been  the  main  treatment. 
At  the  present  time  on  the  Pediatric  Service  a 
series  of  cases  treated  preoperatively  by  x-ray 
with  high  voltage  is  being  studied.  In  1949, 
Coley  et  al.  reported  on  58  cases  of  osteogenic 
sarcoma  (including  chondrosarcoma  and  fibro- 
sarcoma) which  had  survived  five  or  more  years, 
out  of  a group  of  265  cases  (21.9  per  cent).38-40 
On  the  Pediatric  Service  of  Memorial  Hospital 
there  have  been  52  cases  diagnosed  as  osteogenic 
sarcoma  in  patients  under  fifteen  years  of  age  with 
but  one  recovery,  1.9  per  cent  (Table  IV).  This 
girl  was  twelve  years  old  at  the  time  of  the 
amputation  of  her  left  leg  because  of  a tumor  in 
her  left  femur,  in  1936.  In  August,  1952,  she  was 
living  and  well  without  any  evidence  of  disease. 

In  the  series  of  52  cases,  35  were  in  the  femur. 
The  youngest  occurred  at  three  and  one-half 
years  of  age,  with  two  cases  occurring  in  five-year- 
old  children.  At  fourteen  years  of  age  there  were 
13  cases.  Radical  surgery  was  the  main  treat- 
ment in  all  but  15  cases.  Six  of  these  cases  re- 
fused any  form  of  treatment,  and  nine  were  treated 
by  x-ray  alone.  In  addition  to  surgery  14  cases 
had  x-ray  therapy,  Coley’s  toxin,  and  antifolics. 
Thirty-one  cases  died  within  nine  months  of  their 
first  admission,  3 cases  lived  more  than  two  and 
one-half  years  following  surgery,  and  one  has 
lived  seventeen  years  following  amputation. 
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Ewing’s  Sarcoma 

Ewing’s  sarcoma  is  a malignant  bone  tumor 
usually  arising  in  the  medullary  portion  of  long 
and  flat  bones.  It  is  a relatively  rare  disease. 
Since  it  was  first  described  by  Ewing41  in  1921 
there  have  been  only  4 series  of  50  or  more  cases 
reported  in  the  literature.42-45 

The  first  symptom  is  usually  pain,  frequently 
followed  by  swelling  and  disability  of  the  part  in- 
volved. Presence  of  fever  often  adds  to  the 
difficulty  in  differentiating  it  from  osteomyelitis. 
Although  its  spread  may  at  times  be  very  rapid, 
the  majority  of  cases  present  themselves  because 
of  the  primary  involvement  rather  than  the 
secondary  lesions.  The  tumor  metastasizes  most 
commonly  to  the  lungs,  bones,  and  lymph  nodes. 

X-rays  show  an  osteolytic  bone  lesion,  usually 
in  the  diaphysis.  The  “onion  skin”  appearance 
by  x-ray  is  often  described  as  classic  but  is  not 
always  found  and  is  not  diagnostic.  Biopsy  is 
essential  for  the  establishment  of  a diagnosis. 

This  tumor  occurs  slightly  more  frequently  in 
males  than  in  females.  According  to  Coley,40 
the  average  age  is  fifteen  years,  and  in  Mc- 
Cormick’s series  the  majority  occurred  between 
ten  and  nineteen  years  of  age. 46  On  the  Pediatric 
Service  of  Memorial  Hospital  we  have  had  28 
cases  in  children  under  fifteen  years  of  age. 
There  were  16  males,  and  there  were  4 cases  five 
years  of  age  or  under.  The  youngest  case  was 
five  months  old.  Thirteen  cases  had  the  primary 
lesions  in  the  femur. 

At  Memorial  Hospital  the  treatment  of  choice 
has  been  x-ray.  These  tumors  are  Very  radio- 
sensitive, in  the  beginning.  Coley  feels  that 
this  offers  as  good  a chance  as  amputation,  since 
postmortem  examinations  have  shown  that  the 
primary  site  seldom  shows  malignant  activity 
following  x-ray  therapy.  In  Coley’s  series  of  79 
cases,  which  included  all  age  groups,  his  five- 
year  survival  rate  was  4.1  per  cent.43  In  the 
children’s  series  at  Memorial  Hospital  there  was 
one  five-year  survivor  out  of  28  cases  (3.5  per 
cent).  This  was  a seven-month-old  female  in- 
fant with  involvement  of  the  left  femur  admitted 
to  Memorial  Hospital  in  October,  1943,  where 
she  had  an  open  biopsy  and  received  a total  x-ray 
dose  of  440  r.  She  -was  last  seen  in  February, 
1953,  and  showed  no  evidence  of  disease.  On 
the  Pediatric  Service  nitrogen  mustard  (HN2) 
was  used  in  4 cases,  amethopterin  in  2 cases,  and 
Coley’s  toxin  in  20  cases,  in  addition  to  the  x-ray 
therapy.  McCormick,  in  his  series  of  80  cases, 
had  five-year  survivals  in  15.4  per  cent  of  their 
cases  treated  by  surgery  and  10.8  per  cent  in 
those  treated  by  x-ray.46 

Teratoma 

Teratomas  are  embryonal  neoplasms  composed 


of  multiple  tissues  foreign  to  the  part  where  the 
tumor  is  found.  They  are  usually  present  at 
birth,  but  some  remain  quiescent  during  child- 
hood. The  symptoms  they  produce  are  depend- 
ent on  the  areas  they  involve,  and,  except  for  the 
fact  that  many  of  them  show'  calcium  deposits 
by  x-ray,  they  are  diagnosed  by  biopsy.  Ac- 
cording to  Willis,  the  commonest  sites  or  origins 
are  ovary,  testis,  epididymis  retroperitoneal, 
presacral  and  coccygeal,  mediastinal,  intraperi- 
cardial,  and  brain,  in  that  order.  Gross  el  al. 
on  the  other  hand,  states  that  those  appearing 
in  the  sacrococcygeal  area  are  the  most  common.48 
The  treatment  is  surgery  followed  by  x-ray,  de- 
pending on  the  type  of  tissue  found. 

Dargeon  reported  that  6 of  14  cases  of  ovarian 
tumors  in  childhood  were  teratomas.49  Of  these, 
5 were  benign  dermoid  cysts,  and  1 was  a malig- 
nant teratoma.  All  of  these  6 cases  survived 
five  or  more  years.  Costin  and  Kennedy  found 
that  teratomas  were  the  commonest  ovarian  tu- 
mors in  children.50  They  were  able  to  collect 
over  200  cases  of  ovarian  tumors  from  the  liter- 
ature in  infants  and  children,  and  one  fourth  of 
these  wrere  dermoid  cysts.  To  this  they  added 
a series  of  22  cases;  ten  of  these  wrere  teratomas, 
comprised  of  7 cases  of  dermoid  cysts  and  3 of 
embryonic  teratomas. 

In  1951,  Gross  el  al.  reported  on  40  cases  of 
sacrococcygeal  teratomas  in  infants  and  chil- 
dren.48 He  stated  that  there  wrere  426  collected 
cases  in  the  literature  at  that  time.  Thirty-two 
of  his  40  patients  were  females,  and  32  of  the  40 
cases  were  found  in  the  newborn.  Eleven  of  the 
40  cases  showed  malignant  characteristics  his- 
tologically, and  16  showed  calcification.  All  of 
these  wTere  treated  by  surgery  with  29  cases  com- 
pletely cured.  There  have  been  only  3 cases  of 
sacrococcygeal  teratomas  in  children  at  Memo- 
rial ; all  w'ere  malignant  and  survived  only  a short 
time. 

From  the  above  it  can  be  readily  seen  that  tera- 
tomas vary  in  the  percentage  of  malignant  cases. 
This  has  been  estimated  all  the  wray  from  3 to 
45  per  cent,  and  the  prognosis  w'ould  therefore 
vary  accordingly. 

Rhabdomyosarcoma 

Rhabdomyosarcomas  are  embryonic  growths 
derived  from  immature  myoblastic  or  undiffer- 
entiated mesenchymal  tissue.  They  are  rapidly 
grow'ing  tumors  that  tend  to  spread  early,  and  it 
is  common  to  find  statements  in  the  literature 
that  there  are  no  known  cures. 

In  the  past  twenty  years  there  have  been  40 
cases  on  the  Pediatric  Service  of  Memorial  Hos- 
pital. The  chief  symptoms  and  complaint  in  the 
majority  of  these  cases  has  been  a swelling.  The 
exceptions  to  the  above  have  been  the  abdominal 
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TABLE  V. — Rhabdomyosarcoma,  Memorial  Hospital,  20  Years,  40  Cases  (18  Males  and  22  Females)* 


Age 

(Years) 

Number 
of  Cases 

Primary 

Number 
of  Cases 

Living 

following  Surgeryt 

0 to  4 

21 

Orbit  and  region  of  internal  canthus 

5 ) 

17  years 

5 to  9 

12 

Tonsils,  soft  palate,  nasopharynx 

7 / 

Head 

15  years 

■ 24  (60%)  and 

10  to  14 

6 

Mastoid  and  inner  ear 

31 

Neck 

15  years 

15 

1 

Region  of  neck,  parotid,  and  temporal 

9) 

4 years 

Abdomen 

4 

2 years 

Thigh 

4 

Bladder 

2 

Lumbar 

2 

Sacral 

3 

Arm 

1 

* Newborn — 1 case 
Under  1 year — 4 cases 
t No  follow-up  in  1 case 
3 cases  with  disease  present  still  living 


cases  who  have  complained  of  pain  in  the  abdo- 
men or  extremities  and  those  with  involvement 
of  the  bladder  whose  complaints  were  frequency 
and  hematuria.  These  tumors  spread  locally  and 
also  to  almost  any  part  of  the  body  including 
the  lungs,  pleura,  lymph  nodes,  bones,  pancreas, 
thyroid,  uterus,  and  brain.  It  is  common  for  it 
to  recur  locally  following  local  excision,  radium 
or  deep  x-ray  therapy,  and  this  usually  takes 
place  within  three  months. 

As  can  be  seen  from  Table  Y,  there  were  18 
males  and  22  females.  Twenty-one  of  the  cases 
occurred  under  five  years  of  age,  and  24  of  the 
cases  in  this  series  were  found  in  the  head  and 
neck  regions. 

There  are  4 cases  (10  per  cent)  who  have  sur- 
vived four  or  more  years.  Two  of  these  cases 
have  previously  been  reported  by  Stobbe  and 
Dargeon.61 

Case  1. — A six  and  one-half-year-old  boy  with  a 
tumor  of  the  eyelid.  Following  exenteration  of  the 
orbit  he  was  given  x-ray  therapy  totaling  8,000  r. 
He  has  been  well  now  fifteen  years. 

Case  2. — A nine-year-old  girl  who  had  a tumor  of 
the  soft  palate  and  whose  treatment  extended  over 
a period  of  three  years  and  eight  months.  It  con- 
sisted of  radium  seeds  on  two  occasions,  three  local 
excisions,  deep  x-ray  therapy,  and  3 more  treat- 
ments of  radium.  She  has  now  been  free  of  disease 
for  seventeen  years. 

Case  3. — A three-month-old  boy  with  a tumor 
of  the  left  thigh.  This  was  excised  and  was  later 
treated  with  1,000  r of  x-ray  therapy.  He  has  been 
well  for  fifteen  years. 

Case  4 ■ — A five-year-old  girl  with  a swelling  of 
her  right  leg.  This  was  excised  on  August  9,  1949, 
and  she  has  been  well  since. 

There  is  one  other  case  in  a girl  who  was  operated 
at  the  age  of  sixteen  days  for  a mass  in  her  right 
leg  on  March  19,  1951,  who  has  remained  well  with 
no  evidence  of  disease. 

Summary 

It  seems  very  definite  that  large  strides  are 


being  taken  in  better  care  and  treatment  of  the 
different  types  of  childhood  cancer.  Until  a 
new  form  of  therapy  is  developed,  surgery  and 
x-ray  seem  to  be  our  most  successful  forms  of 
treatment.  With  this  knowledge  at  hand  we 
should  strive  constanth’  to  educate  the  mothers 
and  nurses  as  to  the  importance  in  looking  for 
swellings  of  any  type  and  reporting  these  to  their 
physician.  Only  in  this  way  are  we  going  to  be 
able  to  find  these  cases  early,  cases  that  in  the 
past  have  been  discovered  months  after  palpable 
tumors  have  been  present. 
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TREATMENT  OF  RHEUMATOID  ARTHRITIS 

L.  Maxwell  Lockie,  M.D.,  Buffalo,  New  York 

{From  the  Department  of  Medicine,  Buffalo  General  Hospital,  Edward  J.  Meyer  Memorial  Hospital, 
and  the  Children’s  Hospital) 


HEUMATOID  arthritis  is  that  form  of  arth- 
ritis for  which  there  are  a great  number  of 
different  kinds  of  therapy.  As  yet,  neither  the 
cause  nor  the  cure  has  been  determined.  Thus, 
each  author  of  an  article,  when  discussing  ther- 
apy, has  a different  viewpoint.  However,  the 
majority  of  rheumatologists  adhere  to  a well- 
rounded  program  which  is  discussed  in  this  ar- 
ticle. 

A careful  survey  of  each  patient  is  essential. 
This  consists  of  a careful  history,  physical  ex- 
amination, certain  laboratory  and  x-ray 
studies.  Unless  this  is  done,  it  is  impossible  to 
treat  adequately  any  patient  with  rheumatoid 
arthritis,  or,  for  that  matter,  any  kind  of  arth- 
ritis. Precipitating  factors,  such  as  antecedent 
respiratory  infections  or  emotional  upsets,  are 
found  to  be  quite  common.  Usually  these  con- 
ditions occur  three  to  four  weeks  before  the  first 
joint  symptoms  appear.  However,  one  must 
keep  in  mind  that  so  often  the  patient  may  have 
had  lassitude,  loss  of  weight,  loss  of  appetite,  or 
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even  a little  fever  for  several  months  previously 
before  the  actual  precipitating  factors  occurred. 
A history  also  enables  the  physician  to  learn  the 
habits,  living  conditions,  and  the  makeup  of  the 
family,  which  are  important  for  evaluation  of 
therapy. 

The  physical  examination  will  reveal  any  ab- 
normalities of  cardiac,  pulmonary,  renal,  or 
gastrointestinal  systems,  which  must  be  known 
to  the  physician  in  order  to  allow  him  to  carry 
out  a full  program. 

The  laboratory  studies  which  are  important 
are:  blood  sedimentation  rate,  complete  blood 
count  including  blood  platelets,  fasting  serum 
uric  acid,  and  urinalysis.  It  is  only  occasionally 
that  one  needs  x-ray  studies. 

The  next  step,  which  is  of  importance,  is  to 
acquaint  the  patient  and  the  family  with  the 
nature  of  the  disease  and  the  full  plan  of  treat- 
ment to  be  carried  out.  It  is  nice  for  them  to 
know  why  each  part  of  the  plan  is  used,  such  as 
the  use  of  gold,  how  it  acts,  and  what  the  reac- 
tions are;  why  heat  is  used  and  how  it  should 
be  used;  also,  why  it  is  so  important  to  prevent 
deformities  of  the  joints.  If  iron  is  used,  it 
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should  be  explained  that  it  is  for  the  treatment 
of  anemia  which  so  often  occurs.  After  this  is 
done,  in  the  majority  of  cases,  the  family  and 
the  patient  are  anxious  to  cooperate,  and,  also, 
the  family  is  able  to  give  that  psychologic  help 
which  is  so  important.  They  also  are  able  to  aid 
in  the  entire  plan  more  intelligently. 

Therapy 

The  principal  items  of  therapy  are  summarized 
briefly: 

Most  important  of  all  is  a period  of  complete 
bed  rest  at  the  beginning  of  treatment.  If  pos- 
sible, this  should  be  done  in  a hospital,  where  a 
definite  educational  program  can  be  carried  out 
together  with  physical  therapy  and  other  forms 
of  treatment.  The  bed  should  have  a bed  board 
under  the  mattress.  There  should  be  one  pillow 
in  the  bed  at  the  foot  and  one  for  the  head.  The 
patient  may  be  allowed  to  sit  up  straight  in  bed 
for  thirty  minutes  at  meal  times  and  for  three 
other  times  for  thirty  minutes  each  during  the 
day. 

There  is  to  be  no  weight-bearing  during  the 
first  two  and  one-half  weeks  of  bed  rest.  Care- 
ful instructions  concerning  posture  should  be 
given,  including  no  pillows  under  the  knees. 
When  the  hands  are  at  rest,  they  should  be  loosely 
clenched.  This  will  prevent  extension  deform- 
ities of  the  fingers  and  flexion  deformities  of  the 
wrists.  Deep-breathing  exercises  should  be  done 
each  hour,  putting  the  pillow  aside  and  allowing 
the  patient  to  lie  flat  on  his  back  for  a period  of 
five  to  ten  minutes. 

Usually,  three  weeks  is  long  enough  to  have 
the  patient  fairly  well  rested  and  to  have  him 
understand  the  plan.  After  three  weeks,  grad- 
ually the  patient  is  allowed  to  be  up.  This  is 
governed  easily  in  the  physical  therapy  depart- 
ment, so  that  it  is  done  in  very  slow  stages. 
When  he  gets  up,  he  must  wear  shoes  so  that  the 
arches  will  not  be  painful.  Each  day  an  in- 
creasing amount  of  activity  is  allowed.  At  the 
end  of  three  weeks  time  most  patients  are  able 
to  return  to  the  activities  which  they  had  been 
doing  prior  to  the  period  of  bed  rest. 

Gold  Salts 

Myochrysine  or  Solganal,  in  my  experience,  is 
used.  It  is  given  in  the  most  concentrated  forms. 
When  myochrysine  is  used  it  is  best  to  use  a 
24-gauge,  ’/Vinch  needle  and  inject  it  into  the 
deltoid  muscle.  It  should  be  given  not  more  of- 
ten than  once  a week,  starting  with  10  mg.  and 
increasing  10  mg.  each  week  until  40  mg.  per 
dose  is  reached.  When  the  total  amount  of 


500  to  750  mg.  has  been  administered,  the  time 
interval  is  spread  so  that  only  40  mg.  every  three 
weeks  is  injected.  The  reactions  to  look  for  are 
tingling  of  the  tongue,  purpura,  and  dermatitis. 
A complete  blood  count,  including  platelets,  is 
done  every  three  weeks.  Usually  the  blood  plate- 
lets are  the  first  cells  to  be  affected  if  a reaction 
occurs.  Urinalysis,  looking  for  the  presence  of 
albumin  and  red  blood  cells,  should  be  done  at 
the  same  time. 

Physical  Therapy 

It  is  easy  now  for  a patient  to  purchase  a 
low-priced  infrared  bulb  and  put  it  in  a bridge 
lamp  or  gooseneck  fixture  at  home.  This  should 
be  used  two  or  three  times  a day,  for  fifteen  to 
twenty  minutes,  over  any  painful  areas.  The 
secret  of  success  is  to  use  it  at  a 30-inch  distance 
where  the  heat  is  usually  warm  and  not  hot. 
Diathermy  and  whirlpool  baths  have  not  been 
successful  in  this  group  of  patients. 

Posture 

Instructions  must  be  given  so  that  the  patient 
will  have  good  posture  at  all  times,  whether 
sitting  or  lying  down.  When  sitting,  he  must 
never  use  a lounging  chair  or  a soft  davenport. 
Only  a straight-backed  or  occasional-type  chair 
is  permitted. 

In  order  to  have  a patient  walk  erect,  it  is  well 
to  encourage  him  to  stand  straight  every  hour  on 
the  hour  and  take  a few  deep-breathing  exercises. 

Medications 

Salicylates  give  the  patient  relief  of  pain  over 
a long  period  of  time.  Ordinary  aspirin  or  so- 
dium salicylates  are  usually  very  effective. 
Other  substances  are  recommended  to  be  given 
in  combination  with  the  aspirin,  but  in  the  ex- 
perience in  Buffalo,  these  substances  proved  to  be 
of  no  additional  help.  The  use  of  codeine  is 
strongly  condemned  as  it  produces  constipation 
and  mental  irritability.  Demerol  and  narcotics 
are  more  strongly  condemned. 

Iron,  if  necessary,  is  given  for  anemia  and 
many  patients  have  anemia,  so  they  require  some 
form  of  non.  It  may  be  worth  while  to  give  a 
preparation  containing  iron  and  vitamins  since 
the  vitamins  often  help  psychologically.  Cor- 
tisone and  ACTH  are  used  in  special  cases. 

Conclusion 

These  are  the  essential  points  to  consider  in 
the  treatment  of  rheumatoid  arthritis.  It  must 
be  realized  that  each  patient  is  a separate  prob- 
lem, so  that  each  form  of  therapy  must  be  modi- 
fied to  suit  that  person. 


CURRENT  STATUS  OF  THE  MEDICAL  MANAGEMENT  OF 
PULMONARY  TUBERCULOSIS 

E.  Osborne  Coates,  Jr.,  M.D.,  Trudeau,  New  York 
( From  the  Trudeau  Sanatorium ) 


RESULTS  achieved  in  the  treatment  of 
pulmonary  tuberculosis  have  undergone  some 
striking  changes  during  the  past  few  years.  At 
Trudeau  Sanatorium,  this  fact  is  well  illustrated 
by  an  analysis  of  reactivations,  while  under 
sanatorium  treatment,  in  patients  with  minimal 
tuberculosis.  The  figures  show  that  in  the  ten 
years  prior  to  1947,  approximately  15  per  cent 
of  such  patients  showed  roentgen  extension  of  the 
disease  while  still  under  treatment.1  In  contrast 
to  this,  in  the  past  three  years,  during  which  the 
newer  methods  have  been  applied,  not  a single 
case  of  such  extension  has  been  observed  in  the 
minimal  group  receiving  primary,  combined 
streptomycin-PAS  therapy.  Results  in  the  mod- 
erately advanced  and  far-advanced  group,  al- 
though not  quite  as  good,  have  also  been  gratify- 
ing. Follow-up  of  limited  numbers  who  have 
completed  treatment  affords  considerable  promise 
that  these  benefits  will  be  maintained  in  the  fu- 
ture. Should  this  prove  to  be  the  case,  the  goal 
of  “definitive”  therapy,  without  significant  dan- 
ger of  relapse  in  the  future,  may  be  within  our 
grasp  for  most  patients  with  new  disease. 

Experience  to  date  has  shown  that  predictable 
results  may  be  obtained  in  the  majority  of  pre- 
viously untreated  patients  with  minimal  or  mod- 
erately advanced  disease,  and  in  many  with  far- 
advanced  disease  in  whom  parenchymal  destruc- 
tion is  not  too  great.  These  results  can  be  at- 
tained, however,  only  by  painstaking  application 
of  certain  principles  of  management,  including 
both  specific  chemotherapy  and  indicated  ad- 
junctive measures.  Our  attention  will  be  di- 
rected first  toward  the  proper  administration  of 
chemotherapeutic  agents. 

The  modern  chemotherapy  of  tuberculosis 
demands  close  observance  of  four  cardinal  prin- 
ciples: (1)  selection  of  optimum  agents,  (2)  use 
of  drug  combinations,  (3)  prolongation  of  drug 
treatment  for  at  least  one  year,  and  (4)  avoid- 
ance of  interruption  of  drugs  during  treatment. 

Disregard  or  insufficient  attention  to  these 
points  is  often  associated  with  failure  to  achieve 
the  therapeutic  objective  in  any  given  case. 
Some  instances  of  such  failures  of  treatment  will 
be  described  to  illustrate  practical  applications. 
The  first  principle  of  treatment,  that  of  the 
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selection  of  optimum  agents  for  antituberculous 
use,  implies  two  prerequisites:  first,  a basic 
knowledge  of  results  so  far  obtained  with  indi- 
vidual drugs  and  their  combinations,  and  second, 
available  laboratory  facilities  for  determining 
drug  sensitivities  when  indicated. 

For  practical  purposes,  five  drugs  may  be  re- 
garded as  having  proved  of  value  in  the  treat- 
ment of  tuberculosis  at  the  present  time.  In 
the  order  of  their  antituberculous  potency  in  the 
laboratory  these  are:  isonicotinic  acid  hydra- 
zide  or  isoniazid,  streptomycin,  viomycin,  para- 
aminosalicylic  acid,  or  PAS,  and  terramycin. 
The  last  two  are  considerably  less  powerful 
agents  than  the  others,  with  viomycin  occupying 
an  intermediate  position. 

The  standard  drug  combination  now  in  use  is 
streptomycin-PAS,  and  considerable  information 
is  available  concerning  its  effectiveness.  At 
Trudeau  Sanatorium  a consistent  pattern  has 
been  observed  in  cases  of  minimal  and  moder- 
ately advanced  disease  receiving  an  initial  course 
of  streptomycin,  1 Gm.  twice  weekly,  and  PAS, 
12  Gm.  daily.  Disappearance  of  cavity  and 
conversion  of  sputum  by  culture  usually  occur 
during  the  first  six  months  of  therapy,  and  gen- 
erally during  the  third  or  fourth.  However,  in 
those  who  have  had  previous  courses  with  one  or 
both  agents,  evidence  is  accumulating  that  re- 
sponse to  treatment  is  slower  and  less  predictable 
than  in  those  on  primary  therapy,  even  though 
their  bacilli  may  be  entirely  sensitive  to  the  drugs 
in  the  laboratory. 

What  comparative  results  have  so  far  been 
achieved  with  isoniazid?  This  drug  has  re- 
ceived wide  publicity,  and  does  indeed  show  con- 
siderable promise  for  the  future.  Benefit  of  the 
clinical  symptoms  of  tuberculosis  has  been  par- 
ticularly striking,  as  demonstrated  by  decreased 
cough  and  sputum,  and  marked  increase  in  ap- 
petite and  weight  in  the  majority,  particularly 
those  most  debilitated  at  the  start  of  treatment. 
Investigations  which  were  carried  out  in  large 
controlled  series  reported  by  the  Veterans  Ad- 
ministration during  the  past  year  have  yielded 
results,  up  to  four  to  six  months  of  isoniazid 
treatment,  comparable  to  those  obtained  with 
streptomycin-PAS.2  In  the  combined  treatment 
groups — INH  plus  streptomycin,  and  INH 
plus  PAS — figures  for  roentgen  improvement 
and  sputum  conversion,  again  up  to  four  to  six 
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months  of  therapy,  have  also  been  as  good  as 
those  obtained  with  streptomycin-PAS.  No 
data  is  available,  however,  on  incidence  of  cavity 
closure.  Similar  results  have  been  obtained  in 
the  United  States  Public  Health  Service3  and 
British  Medical  Research  Council4  studies.  How- 
ever, it  must  be  recognized  that  data  following 
more  prolonged  observation  is  needed  for  proper 
evaluation.  In  particular,  is  it  important  to 
know  the  effects  of  these  new  agents  on  viability 
of  the  bacilli  following  long-term  therapy — a 
question  with  broad  implications — and  on  the 
incidence  of  relapse  rates  after  termination  of 
treatment.  At  the  present  time,  it  seems  wise 
to  accept  the  fact  that  proved  and  predictable 
good  results,  with  moderate  length  follow-up, 
have  been  obtained  only  with  the  standard 
streptomycin-PAS  regimens. 

Viomycin  and  terra mvc in  are  mentioned  here 
because  of  their  value  in  certain  situations  where 
drug  resistance  to  other  agents  is  present.  Re- 
cent studies  of  combined  therapy  with  strepto- 
mycin and  terramycin  have  shown  the  latter  to 
be  as  effective  as  PAS  in  preventing  or  delaying 
the  emergence  of  drug-resistant  organisms.2 
Although  the  usefulness  of  terramycin  is  limited 
by  its  high  cost,  it  will  be  a valuable  addition 
in  those  patients  whose  organisms  are  resistant 
to  PAS,  but  still  relatively  sensitive  to  strepto- 
mycin. 

Viomycin,  on  the  other  hand,  is  a moderately 
effective  antituberculous  agent  in  its  own  right, 
but  unfortunately  too  toxic  for  general  or  pro- 
longed use.  However,  serious  side-effects  may 
be  largely  avoided  by  administration  every  third 
day,  without  significant  loss  of  drug  effective- 
ness. In  combination  with  one  of  the  other  drugs, 
its  chief  usefulness  may  be  found  in  short-term 
therapy,  as  for  instance  in  patients  needing  cov- 
erage for  thoracic  surgery. 

The  role  of  careful  drug  sensitivity  studies 
becomes  apparent  from  the  foregoing  comments. 
The  growing  list  of  specific  antituberculous 
agents,  the  considerable  numbers  of  retreatment 
patients,  the  increasing  frequency  of  primary 
streptomycin-resistant  infections,  and,  finally, 
the  possibility  of  “definitive”  treatment  by  chemo- 
therapy and  its  adjuncts  make  accurate  sen- 
sitivity studies  imperative  for  rational  therapy 
in  many  instances.  Particularly  does  this  apply 
to  patients  who  have  had  treatment  with  any 
one  drug  alone  for  more  than  four  weeks,  or  with 
combined  drugs  for  four  months  or  more.  For 
example,  when  isoniazid  is  used  as  the  single 
chemotherapeutic  agent,  drug-resistant  organ- 
isms may  appear  as  early  as  the  fourth  week  of 
treatment;  by  the  sixteenth  week  they  may 
increase  to  a frequency  of  70  per  cent  of  those 
under  treatment,  in  certain  groups  of  tuberculous 


patients.5  The  clinical  significance  of  isoniazid- 
resistant  organisms  is  still  under  debate.  In  our 
experience,  indications  of  loss  of  drug  effect, 
such  as  reversion  of  sputum  to  positive  and  un- 
favorable roentgen  changes,  have  often  followed 
the  emergence  of  isoniazid-resistant  organisms. 
Furthermore,  even  slight  degrees  of  drug  resist- 
ance appear  significant  in  some  instances. 

The  significance  of  the  problem  of  primary 
streptomycin-resistant  infections  is  indicated  by 
results  of  a recent  Veterans  Administration  sur- 
vey. In  a group  of  1,500  patients  with  no  pre- 
vious history  of  chemotherapy,  the  incidence  of 
streptomycin-resistant  organisms  was  3.6  per 
cent.  Awareness  of  this  growing  problem  is  a 
necessity  for  proper  management  of  the  patient. 
The  following  case  is  an  illustration  of  the  value 
of  drug-sensitivity  tests  in  such  a situation : 

A twenty-year-old  East  Indian  male  was  admitted 
with  the  characteristic  picture  of  an  acute  tuber- 
culous pneumonia  involving  the  left  upper  lobe  with 
spread  to  the  base.  The  patient  was  acutely  ill, 
with  fever  ranging  to  102  F.,  daily.  Sputum  was 
highly  positive  for  tubercle  bacilli.  No  specific 
contact  history  for  tuberculosis  could  be  obtained 
and  no  chemotherapy  had  been  administered  prior  to 
admission  to  Trudeau.  Streptomycin,  1 Gm.  daily, 
and  PAS,  12  Gm.  daily,  were  started  immediately 
after  preliminary  studies,  and  administered  regu- 
larly with  careful  attention  to  the  intake  of  a full 
dosage  of  PAS.  After  eight  weeks  of  therapy,  fever 
continued  unabated  and  chest  film  remained  essen- 
tially unchanged,  although  local  symptoms  were 
slightly  improved.  PAS  blood  levels  showed  values 
well  within  therapeutic  range.  Sensitivity  studies 
of  sputum  cultures  taken  at  the  time  of  admission 
then  revealed  the  organisms  to  be  highly  resistant 
to  streptomycin  and  sensitive  to  PAS.  A prompt 
change  to  a combination  of  isoniazid  and  PAS 
resulted  in  steady  improvement  thereafter. 

For  the  clinician,  drug-sensitivity  tests  on 
organisms  from  every  new  case  of  tuberculosis 
are  impractical  and  doubtless  unnecessary  at  the 
present  time.  Such  investigation  is  indicated, 
however,  for  all  those  whose  contact  history  is 
traceable  to  a chemotherapy-treated  patient,  and 
for  those  who  fail  to  respond  in  the  expected 
fashion  to  an  original  course  of  drug  treatment. 

What  are  the  essentials  of  adequate  adminis- 
tration chemotherapy  in  tuberculosis?  They 
may  be  summarized  in  the  phase  “combined, 
prolonged,  and  continuous”  drug  treatment. 

The  importance  of  combined  drug  therapy 
probably  needs  no  further  elaboration.  The 
striking  effectiveness  of  combined  streptomycin- 
PAS  in  delaying,  or  in  most  cases  entirely  pre- 
venting, the  emergence  of  drug-resistant  organ- 
isms, affords  conspicuous  contrast  to  the  failures 
of  treatment  often  encountered  in  the  period 
when  courses  of  single  drugs  were  given.  Suffice 
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it  to  say  that  very  few,  if  any,  indications  now 
exist  for  the  use  of  single  drugs  in  the  treatment 
of  tuberculosis. 

Although  the  necessity  for  combined  therapy 
has  received  fairly  wide  attention,  the  importance 
of  prolongation  of  treatment  and  avoidance  of 
drug  interruptions  has  been  less  well  publicized. 
Current  practice  requires  continuation  of  drugs 
for  no  less  than  one  year,  since  optimum  results 
are  not  consistently  observed  with  chemo- 
therapy of  shorter  duration.  Unfortunate  conse- 
quences which  may  follow  premature  termina- 
tion of  drugs  are  shown  by  the  following  case: 

A sixty-year-old  woman  was  admitted  to  Trudeau 
Sanatorium  with  far-advanced  bilateral  tuber- 
culosis following  an  acute  catarrhal  onset  during 
the  preceding  two  months.  Sputum  was  highly 
positive  for  tubercle  bacilli,  and  a 3-cm.  cavity  was 
present  in  the  superior  segment  of  the  left  lower 
lobe.  Streptomycin,  1 Gm.  twice  weekly,  and  PAS, 
12  Gm.  daily,  with  the  addition  of  pneumoperi- 
toneum and  bed  rest,  were  given  continuously  for  the 
succeeding  eleven  months.  Conversion  of  sputum 
by  smear  and  culture  occurred  within  four  months, 
and  the  cavity  disappeared  except  for  a small  slit 
during  the  same  period.  After  eleven  months  of 
chemotherapy  and  seven  of  negative  sputum  culture 
and  absence  of  pulmonary  symptoms,  drugs  were 
discontinued  because  of  the  patient’s  insistence 
that  her  dizziness  was  severe.  Six  weeks  after 
termination  of  drugs,  renewed  cough  and  sputum 
were  accompanied  by  evidence  of  a reopened  cavity 
in  the  left  lung,  and  by  positive  sputum  with  bacilli 
now  showing  definite  resistance  to  both  strepto- 
mycin and  to  PAS.  In  retrospect,  this  serious 
relapse  might  have  been  avoided  by  continuation 
of  chemotherapy  in  spite  of  side-effects  for  a total 
of  at  least  eighteen  months  as  originally  planned, 
with,  perhaps,  resection  of  the  residual  slit-like 
cavity  at  the  appropriate  time. 

Finally,  emphasis  must  be  given  to  the  neces- 
sity for  continuous  and  uninterrupted  chemo- 
therapy in  order  to  achieve  proper  results.  Con- 
siderable evidence  has  now  been  accumulated 
showing  that  termination  of  one  or  both  drugs, 
with  resumption  at  a later  time,  often  will  lead 
to  poorer  results  on  the  second  course.  This 
appears  to  be  true  even  when  laboratory  sensi- 
tivity to  both  drugs  has  been  maintained,  since 
the  individual  then  falls  into  the  retreatment 
category,  in  which  results  are  less  predictable 
than  among  those  treated  for  the  first  time.  On 
the  other  hand,  if  only  one  drug  of  a combina- 
tion is  temporarily  discontinued,  rapid  emergence 
of  bacterial  resistance  to  the  other  will  often  fol- 
low. Such  an  event  is  illustrated  by  the  following 
case  history : 

A thirty-five-year-old  woman  with  minor  symp- 
toms was  found  to  have  moderately  advanced  bi- 
lateral pulmonary  tuberculosis,  with  a 2.5-cm. 


cavity  in  the  right  apex.  Primary  chemotherapy 
was  started  shortly  after  admission,  using  inter- 
mittent streptomycin  and  daily  PAS  in  standard 
dosage.  Financial  problems  necessitated  her  return 
home  after  nine  months,  with  a sputum  negative  on 
culture  at  that  time,  although  a residual  cavity  was 
still  present.  A re-evaluation  of  her  status  was 
planned  in  a few  months,  with  the  possibility  of 
resectional  surgery  to  be  considered.  While  away 
from  the  Sanatorium,  streptomycin  was  omitted  for 
four  consecutive  weeks  and  then  resumed.  PAS 
was  continued  throughout.  Within  one  month 
after  resumption  of  combined  therapy — eleven 
months  after  the  start  of  drugs — cough  and  sputum 
increased,  a cavity  in  the  right  apex  enlarged,  and 
sputum  became  positive  for  tubercle  bacilli.  The 
organisms  isolated  from  the  sputum  proved  to  be 
slightly  resistant  to  streptomycin  and  moderately 
resistant  to  PAS.  A review  of  this  case  thus  com- 
pels the  conclusion  that  interruption  of  chemo- 
therapy was  responsible  for  the  appearance  of  drug- 
resistant  organisms  and  late  reactivation  of  her 
disease. 

Instances  of  this  sort  have  recurred  with  suffi- 
cient frequency  to  make  it  apparent  that  con- 
tinuous therapy  is  of  the  utmost  importance. 
In  our  experience,  omission  of  PAS  for  varying 
periods  of  time  has  been  the  most  common  type 
of  interruption.  Avoidance  of  this  mistake  re- 
quires both  careful  indoctrination  of  the  patient 
regarding  the  necessity  of  faithful  adherence  to 
the  drug  progress,  and  perseverance  by  both 
doctor  and  patient  in  overcoming  any  bother- 
some side-effects  which  may  arise. 

Up  to  this  point  attention  has  been  directed 
solely  toward  proper  administration  and  manage- 
ment of  chemotherapy.  However,  optimum  re- 
sults will  not  be  obtained  without  proper  inte- 
gration into  the  program  of  four  adjuncts  con- 
sidered to  be  of  particular  importance.  These 
are:  (1)  rest  and  rehabilitation,  (2)  excisional 

surgery,  (3)  thoracoplasty,  and  (4)  pneumo- 
peritoneum. Temporary  phrenic  nerve  paral- 
ysis and  pneumothorax  are  not  mentioned  because 
they  have  few  indications  at  the  present  time. 
The  place  of  excisional  surgery  and  of  various 
forms  of  thoracoplasty  requires  special  consid- 
eration beyond  the  scope  of  this  paper,  except  to 
state  that  all  surgery  should  be  planned  while 
drug  therapy  is  still  effective. 

The  proper  role  of  bed  rest  in  current  manage- 
ment of  tuberculosis  needs  careful  investigation 
and  evaluation.  Although  the  present  trend  is 
toward  shorter  periods  of  rest,  available  infor- 
mation affords  no  reasonable  basis  for  abandon- 
ment of  the  belief  that  a period  of  bed  rest  bene- 
fits most  cases  of  active  pulmonary  tuberculosis. 
Furthermore,  gradual  rehabilitation  still  remains 
an  important  part  of  the  over-all  program. 

The  efficacy  and  indications  for  pneumoperi- 
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toneum  have  been  debated  ever  since  it  was  first 
used  therapeutically  for  tuberculosis.  Although 
remarkably  good  results  maj'  be  obtained  without 
its  use,  recent  figures  suggest  that  definite  gains 
may  result  from  its  regular  use  in  patients  with 
a cavity  greater  than  1 cm.6  In  our  series,  failure 
to  achieve  cavity  closure  and  sputum  conversion 
during  chemotherapy  has  been  significantly 
higher  in  those  not  given  pneumoperitoneum, 
when  initial  cavity  measured  more  than  1 cm. 
This  did  not  hold  true  for  cases  with  a cavity 
less  than  1 cm.  in  diameter  at  the  start  of  treat- 
ment. However,  the  average  speed  of  cavity 
closure  and  of  sputum  conversion  in  the  successful 
cases  was  essentially  equal  both  with  and  without 
pneumoperitoneum.  The  figures  thus  supply 
some  preliminary  statistical  evidence  indicating 
that  addition  of  pneumoperitoneum  in  the  larger 
cavity  group  may  increase  the  chance  of  success 
in  the  over-all  treatment  program. 

Summary 

Definitive  therapy  for  pulmonary  tuberculosis 
may  be  within  our  grasp,  but  painstaking  adher- 
ence to  certain  principles  of  management  is  es- 
sential to  ensure  good  results.  These  may  be 
listed  as  follows: 


1.  Chemotherapeutic  agents  must  be  care- 
fully selected  on  the  basis  of : 

(а)  Statistical  results  obtained  in  treat- 
ment to  date 

(б)  Evaluation  of  bacterial  drug  sensitiv- 
ities 

2.  Once  started,  chemotherapy  must  be: 

(а)  Administered  in  drug  combinations 

(б)  Given  for  at  least  one  year 

(c)  Continued  without  interruption  of 
either  drug 

3.  Four  adjunctive  measures  should  be 
properly  integrated  into  the  over-all  program: 

(a)  Rest  and  rehabilitation 

( b ) Excisional  surgery 

(c)  Thoracoplasty 

( d)  Pneumoperitoneum 
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LIFE  CONSERVATION  INCREASES 

There  are  currently  about  200,000  fewer  deaths 
annually  in  the  United  States  than  if  1945  health  and 
mortality  conditions  continued  to  prevail,  Metro- 
politan Life  Insurance  Company  statisticians  re- 
port. 

“This  is  an  outstanding  achievement  in  life  con- 
servation for  so  brief  a period,”  the  statisticians 
observe,”  and  is  attributable  largely  to  the  rapid 
advances  in  medical  science,  the  steady  rise  in  the 
general  standard  of  living,  and  improved  safety 
measures.” 

If  the  mortality  of  1945  had  prevailed  in  1950 — 
the  most  recent  year  for  which  complete  data  are 
a%’ailable — there  would  have  been  almost  1,657.000 
deaths,  instead  of  the  1,452,454  actually  recorded. 
Decline  in  mortality  from  the  diseases  of  the  heart, 
kidneys,  and  circulatory  system  accounted  for  one 
quarter  of  the  total  number  of  lives  saved  in  that 
year.  This  resulted,  for  the  most  part,  from  the 
reduction  in  mortality  among  women. 

There  were  25,000  fewer  deaths  than  expected 


from  pneumonia  and  influenza,  and  approximately 
the  same  number  fewer  from  tuberculosis,  and  the 
savings  in  lives  from  fatal  accidents  amounted  to 
something  over  20,000.  Almost  all  of  the  reduction 
in  the  accident  toll  was  from  mishaps  other  than 
those  involving  motor  vehicles,  the  statisticians 
point  out. 

Of  the  major  causes  of  death,  cancer  alone  showed 
a greater  number  of  lives  lost  in  1950  than  might 
have  been  expected  on  the  basis  of  1945  mortality. 
The  figure  was  about  2,300  greater  than  if  the  earlier 
mortality'  still  prevailed. 

“When  cancer  of  the  respiratory  system  and 
cancer  of  other  sites  are  considered  separately, 
however,  contrary  trends  present  themselves,” 
the  statisticians  note.  “For  cancer  of  the  respira- 
tory system,  the  actual  deaths  were  just  about  6,400 
greater  than  those  expected  on  the  basis  of  mortality 
in  1945.  On  the  other  hand,  for  cancer  of  the  other 
sites  there  were  nearly  4,100  fewer  deaths  than 
expected.” 
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THERE  have  been  tremendous  advances  in 
medicine  during  the  past  fifty  years  in  the 
diagnosis  and  treatment  of  disease.  Great  ad- 
vances have  been  made  in  surgical  technics. 
With  the  discovery  of  the  antibiotics  and  new 
chemical  drugs,  many  people  are  being  saved  who 
would  have  succumbed  to  disease  in  the  years 
past.  The  result  of  these  great  advances  has 
been  a longer  living  population  in  the  United 
States. 

During  the  past  half  century,  the  average  age 
of  the  population  of  this  country  has  advanced 
greatly.  For  instance,  in  1900,  the  proportion 
of  the  population  forty-five  years  of  age  or  older 
was  17  per  cent;  in  1940,  it  was  26V2  per  cent. 
We  know  that  by  1960,  33  ‘A  per  cent  or  one 
third  of  the  country’s  population  will  be  forty- 
five  years  of  age  or  over.  In  1940,  only  7 per 
cent  of  the  population  was  sixty  years  of  age  or 
over,  but,  by  1980,  it  is  estimated  that  15  per 
cent  of  the  population  will  be  sixty  years  of  age 
and  over.  With  the  population  increases  which 
can  be  accurately  estimated,  this  means  we  will 
have,  in  1980,  sixty  millions  of  people  forty-five 
years  of  age  or  over  and  twenty-one  millions  of 
people  sixty-five  years  of  age  or  over.  Perhaps 
a simpler  way  to  state  the  whole  problem  is  the 
fact  that  two  thousand  years  ago  the  average 
length  of  life  was  twenty-five  years  of  age;  at 
the  turn  of  the  century,  in  1900,  the  average 
length  of  life  was  forty-nine.  Today,  the  ap- 
proximate life  expectancy  of  a newborn  baby  is 
around  sixty-nine  years  of  age.1 

As  a population  becomes  older,  its  medical 
needs  change,  and  it  is  necessary  that  the  phy- 
sicians who  are  caring  for  these  people  must  change 
their  treatment  practices.  As  a population  be- 
comes older,  we  fall  prey  to  those  chronic  diseases 
and  disabilities  of  old  age.  For  instance,  as  our 
arteries  become  less  elastic  and  more  prone  to 
plaque  formation  we  end  up  with  a resultant  in- 
crease in  cerebral  hemorrhage  and  thrombosis. 

Today,  in  this  older-aged  group,  that  is,  those 
people  sixty-five  years  of  age  and  older,  it  is 
estimated  that  there  are  some  eleven  million 
persons.  In  this  group,  there  are  over  three 
million  people  who  could  be  benefited  by  an  ade- 
quate rehabilitation  program. 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  Buffalo,  General  Sessions, 
May  5,  1953. 


It  should  be  pointed  out  that  the  people  of  the 
United  States  do  not  want  to  be  supported  in 
convalescent  homes  or  to  be  kept  in  an  upstairs 
bedroom  with  nursing  attention  around  the  clock. 
Many  of  these  people  are  just  as  good,  or  even 
better,  from  the  collarbone  up,  and  their  know  l- 
edge and  years  of  experience  could  be  utilized 
by  their  community  and  their  country  if  they 
could  be  trained  around  their  disability  to  be- 
come self-sufficient  and  taught  to  live  within  the 
limits  of  their  chronic  disease  or  disability. 

During  the  past  seven  years  we  have  had  some 
experience  in  the  rehabilitation  of  patients  who 
have  been  afflicted  with  chronic  disease  and  dis- 
ability. We  have  tried  to  provide  a complete 
rehabilitation  program  for  them  at  special  cen- 
ters such  as  the  one  at  the  Bellevue  Hospital  or 
the  Institute  of  Physical  Medicine  and  Rehabil- 
itation. We  have  found  it  necessary  to  treat 
not  alone  the  diseased  part  or  the  disability  but 
rather  the  whole  man.  Disciplines  involved 
include  physical  medicine,  physical  therapy,  oc- 
cupational therapy,  psychology,  vocational  test- 
ing and  counselling,  social  service,  speech  and  hear- 
ing department,  and  an  amputee  clinic.  Con- 
sultants in  all  the  medical  and  surgical  specialties 
are  available. 

We  have  found  that  facets  of  the  severely 
disabled  person’s  problem  must  be  taken  care  of 
if  this  patient  is  to  become  self-sufficient  in  his 
daily  activities.  If  this  patient  is  to  become  a 
useful  member  of  society  again,  he  must  be  able 
to  care  for  himself,  dress  himself,  take  care  of  his 
own  personal  cleanliness,  learn  to  get  from  his 
bed  to  a wheel  chair,  and  perhaps  ambulate  with 
braces  and  crutches.  We  have  found  that  it  is 
not  enough  to  treat  a patient  for  one-half  hour 
or  an  hour  a day  but,  rather,  if  this  patient  is  to 
succeed  to  the  peak  of  rehabilitation,  he  must 
work  at  it  just  as  he  would  at  a job  from  nine  in 
the  morning  until  four  in  the  afternoon,  so  that 
practically  every  patient  has  a full  day’s  program. 
With  such  a vigorous  program,  the  majority  of 
these  patients  are  found  to  be  able  to  take  care 
of  themselves  so  that  nurses  can  be  dismissed, 
and  many  of  these  patients  are  able  to  return 
to  some  kind  of  work  again. 

Procedure 

Every  patient  upon  admission  to  the  special 
rehabilitation  center  is  given  a thorough  exami- 
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nation.  Laboratory  tests  are  taken  as  necessary, 
and,  in  addition  to  the  routine  physical  and  spe- 
cial consultations  as  needed,  there  are  three  ex- 
aminations that  practically  even'  patient  must 
have.  These  include  a muscle  test  in  order  to 
see  which  of  the  muscles  are  working  and  which 
are  not,  which  muscles  are  weakened  and  the 
amount  of  strength  remaining  in  those  that  are 
functioning.  The  second  is  a range  of  motion  tests 
to  see  which  joints  are  functioning  normally,  and 
if  not  normal,  we  want  to  know  to  what  extent 
they  are  working. 

The  third  test,  and  possibly  the  most  impor- 
tant, is  the  activities  of  daily  living  test.  These 
are  the  102  activities  of  daily  living  which  are 
performed  by  all  of  us  without  thinking.  The 
simplest  and  first  test  is  moving  from  place  to 
place  in  the  bed,  and,  for  a paraplegic  who  has 
been  in  bed  for  many  months,  this  may  be  im- 
possible until  he  is  taught  the  simple  trick  of 
turning  himself  over  in  bed.  The  activities  of 
daily  living  proceed  to  dressing  activities.  We  try 
to  find  out  the  following:  Can  the  patient  feed 
himself?  Is  the  patient  able  to  get  from  the  bed 
to  the  wheel  chair?  Is  he  able  to  ambulate? 
Can  he  climb  steps  and  curbs?  And  the  last 
step  is  as  to  his  ability  to  drive  a car. 

These  tests  normally  take  from  three  to  five 
days,  and  after  completing  this  testing  period, 
the  patient  is  brought  before  the  evaluation  clinic 
to  find  out  what  he  wants  and  why  he  has  come 
to  the  center.  This  may  vary  from  a young 
man  who  wishes  to  become  self-sufficient  again 
and  must  return  to  some  kind  of  work,  to  the 
older  patient  who  is  interested  only  in  getting 
rid  of  his  nurses  and  becoming  self-sufficient 
around  the  house.  If  the  patient  has  a partic- 
ular problem,  such  as  learning  to  walk  again,  he 
may  be  asked  to  demonstrate  this  problem  at  the 
clinic.  The  patient  is  then  dismissed,  and  it  is 
first  decided  whether  or  not  this  patient  is  feasible 
for  rehabilitation.  We  believe  that  any  reha- 
bilitation program,  whether  it  is  carried  out  in 
the  rehabilitation  center,  convalescent  home,  or 
the  patient’s  home,  must  be  adjudged  feasible. 
The  judgment  as  to  feasibility  of  rehabilitation 
must  be  carried  through  as  ruthlessly  as  in  the 
patient  with  cancer  when  we  decide  to  do  surgery, 
radium,  x-ray,  or  nothing  at  all,  according  to  the 
best  medical  care  for  the  patient. 

If  the  patient  is  feasible  for  rehabilitation, 
then  it  must  be  determined  where  the  rehabili- 
tation program  should  be  carried  out.  Many 
cases  must  be  started  within  the  special  rehabil- 
itation center,  some  as  inpatients  and  some  ca- 
pable of  coming  in  as  outpatients  from  their 
homes,  or  they  may  live  in  hotels  near  the  center. 
Others,  we  have  found,  do  even  better  in  their 
rehabilitation  program  if  it  is  carried  out  in  the 


surroundings  with  which  they  are  familiar,  such 
as  the  patient’s  own  home.  This  is  particularly 
true  of  the  older  aged  patient.  This  patient  is  lia- 
ble to  become  confused  in  the  new  surroundings  of 
the  hospital  or  the  rehabilitation  center,  and  will 
not  be  able  to  carry  out  a therapeutic  program. 
However,  if  this  program  is  initiated  in  his  own 
home,  the  patient  is  often  quite  capable  of  mak- 
ing great  advances. 

The  second  particular  type  of  patient  that 
does  well  on  a home  program  is  the  patient  who, 
perhaps,  started  as  an  inpatient  because  of  severe 
disability  and  difficulty  in  transportation,  and 
who,  as  he  becomes  mobile,  is  able  to  come  in  as 
an  outpatient  and  finally  may  do  even  better  on 
a home  care  program.  So,  actually,  we  are  dis- 
cussing two  groups  of  cases.  First,  the  patient 
who  will  do  better  on  a home  care  program  where 
the  treatment  is  taken  to  the  patient  and,  sec- 
ond, the  patient  who  need  not  be  an  inpatient, 
but  who  cannot  come  in  as  an  outpatient,  and, 
here  again,  the  patient  must  have  treatment 
taken  to  the  home.  In  either  case,  the  approach 
to  the  rehabilitation  program  is  the  same. 

We  have  found  that  a full  program  can  be 
handled  in  the  home  by  utilizing  nurses  and  mem- 
bers of  the  family.  It  is  very  important  that 
the  physician  sit  down  with  the  family  to  be  sure 
that  everyone  is  agreed  upon  the  rehabilitation 
goal  of  the  patient.  For  instance,  there  is  little 
use  in  a therapist  teaching  a patient  to  feed 
himself  with  the  nerves  and  muscles  that  are 
left  in  the  upper  extremities  if,  as  soon  as  the 
therapist  leaves,  some  member  of  the  family  in- 
sists on  feeding  the  patient  again.  It  is  impor- 
tant that  members  of  the  family  realize  it  is  not 
a kindness  to  do  everything  for  the  patient. 
They  must  be  instructed  that  they  are  members 
of  the  rehabilitation  team  along  with  the  physical 
therapist,  occupational  therapist,  psychologist, 
and  social  sendee  worker.  They  are  very  im- 
portant members  of  the  team  and  must  help  to 
teach  the  patient  to  care  for  himself. 

We  have  found  that,  in  a home  care  program, 
the  therapist  should  start  out  by  seeing  the 
patient  every  day  for  five  days  a week.  Later 
this  can  be  cut  down  to  two  or  three  times  weekly. 
Vocational  testing  and  counselling  can  be  car- 
ried on  in  the  home  at  less  frequent  intervals. 
A small  occupational  therapy  project  can  be 
started  in  the  home  with  the  vocational  counsellor 
to  explore  the  job  possibilities  that  this  patient 
may  have.  More  likely,  this  can  be  deferred 
until  the  patient  becomes  ambulatory.  The 
social  sendee  worker  must  work  closely  with  the 
members  of  the  family  to  be  sure  they  under- 
stand the  complete  needs  of  the  patient.  There 
may  be  particular  problems  existing;  for  ex- 
ample, the  patient  will  need  wider  doors  in  his 
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home  for  his  wheel  chair  and  a large  bathroom  to 
facilitate  movement  of  the  patient.  The  older- 
aged  hemiplegic  patient,  as  mentioned  above, 
does  particularly  well  on  the  home  program. 

Daily  physical  therapy  treatments  can  be  cut 
down  very  rapidly  to  two  or  three  times  a week 
and  even  to  single  visits  weekly.  Simple  equip- 
ment, such  as  a pulley  and  a rope,  can  be  set  up 
within  the  home  and  members  of  the  family 
taught  to  instruct  the  patient  in  the  freeing  of  the 
ankylosed  shoulder.  Members  of  the  family 
must  be  taught  how  to  carry  out  a speech  program 
with  the  aphasic  patient  with  weekly  or  biweekly 
visits  from  the  speech  therapist.  For  those 
patients  who  are  finishing  their  rehabilitation 
program  in  the  home,  weekly  supervisory  visits 
are  usually  adequate.  Again,  it  is  very  impor- 


tant that  members  of  the  family  be  given  com- 
plete instruction  as  to,  first,  the  objective  or  the 
rehabilitation  goal  for  the  patient  and,  second, 
as  to  how  they  can  help  to  accomplish  this  pur- 
pose. 

Under  such  a “total  push”  program  and  with 
real  understanding  of  the  physician,  the  thera- 
pists, and  the  family,  we  have  found  that  many 
of  these  patients  afflicted  with  chronic  disease 
and  disability  have  become  self-sufficient;  nurses 
have  been  dismissed,  patients  are  happier  and 
feel  they  are  a part  of  home  life  once  more,  and 
some  of  them  are  able  to  return  to  work  again. 

Reference 
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EARLY  GROWTH  OF  SEXUAL  HAIR  MAY  BE  “HARMLESS  VARIATION” 


Precocious  growth  of  sexual  hair  may  be  only  a 
benign  variation  in  the  pattern  of  sexual  develop- 
ment, followed  by  normal  adolescence,  according 
to  a report  by  Silverman  and  his  coworkers  of 
the  John  Hopkins  University. 

This  condition  was  seen  in  29  children  studied 
prior  to  the  age  of  eight,  and  was  not  accompanied 
by  any  other  secondary  sexual  development.  All 
but  one  of  the  children  were  girls;  seven  had  vary- 
ing degrees  of  mental  defects,  which  were  not  be- 
lieved to  play  an  etiologic  role.  None  showed  evi- 
dence of  true  virilization. 

Most  children  were  taller  than  average,  and  the 
osseous  development  was  generally  one  to  four 


years  in  advance  of  chronologic  age.  Urinary  17- 
ketosteroid  output,  measured  in  21  cases,  aver- 
aged 2.15  mg.  per  day  in  all  but  one  patient.  Al- 
though these  levels  were  held  to  be  slightly  above 
Talbot’s  normal  in  relation  to  age,  minor  variations 
in  technic  may  have  been  a factor. 

In  the  absence  of  a marked  increase  of  17-keto- 
steroids  and  only  a slow  increase  in  hair  without 
other  evidence  of  virilization,  “it  is  safe  to  reassure 
the  parents  that  the  condition  represents  a harm- 
less variation  in  the  pattern  of  adolescence  and  that 
eventually  the  child  will  mature  quite  normally.” — 

S.  H.  Silverman,  M.D.,  Pediatrics,  October,  1952 


HAY  FEVER,  HUMIDITY,  AND  SINUSITIS:  FURTHER  STUDIES 

Max  Unger,  M.D.,  New  York  City 


AX  ARTICLE  published  by  the  author  in 
1950  demonstrated  the  relationship  be- 
tween hay  fever,  humidity,  and  sinusitis,  and 
advanced  the  theory  that  hay  fever  was  a phase 
of  chronic  nasal  sinusitis  induced  by  the  climatic 
humidity,  and  that  the  seasonal  aspect  was  due 
to  the  fact  that  the  hay  fever  was  seen  during 
the  months  when  the  humidity  and  the  heat 
were  highest  and  most  prolonged.1  The  theory 
was  greeted  by  some  physicians  with  warm  ap- 
proval and  by  others  with  still  warmer  con- 
demnation. 

In  the  time  that  has  elapsed  since  this  presenta- 
tion, the  author  has  been  strengthened  in  his  belief 
by  further  observations  on  the  relationship 
between  hay  fever,  humidity,  and  sinusitis,  and 
will  attempt  to  outline  in  this  paper  the  observa- 
tions on  which  his  convictions  were  based. 
These  observations  are  the  result  of  studies  of  the 
climatic  temperature  and  humidity  that  pre- 
vailed when  cases  of  hay  fever  and  sinusitis 
appeared  for  treatment  and  studies  of  the  bacteri- 
ology of  the  nasal  discharge  that  existed  at  the 
time. 

Material 

A series  of  19  cases  of  hay  fever  and  13  cases  of 
sinusitis  is  presented.  The  diagnosis  in  the  hay 
fever  cases  was  presented  to  me  by  the  patients; 
at  some  time  during  the  course  of  the  disease 
they  had  been  told  that  they  had  hay  fever. 
Presumably,  all  the  patients  came  for  treatment 
because  they  felt  ill;  therefore,  the  temperature 
and  humidity  were  noted  for  that  day.  These 
can  be  seen  in  Table  I.  For  convenience  of 
comparison,  the  temperature  has  been  written 
above  the  relative  humidity  in  the  form  of  a 
fraction.  It  can  be  seen  that  the  humidity  was 
high  in  every  case. 

An  attempt  was  made  to  classify  the  patients 
according  to  the  severity  of  the  disease.  One 
plus  (+)  indicates  that  the  patient  had  enough 
malaise  to  induce  him  to  seek  medical  aid  but 
not  enough  seriously  to  affect  his  work.  Two 
plus  (++)  designates  a severity  of  symptoms 
that  seriously  interfered  with  the  patient’s 
work  but  not  enough  to  cause  him  to  discontinue 
it  or  cause  him  to  go  to  bed.  Three  plus  (+  + +) 
designates  a severity  of  symptoms  that  caused 
the  patient  to  discontinue  his  work  and  go  to  bed. 

If  one  compares  the  amount  of  relative  humid- 
ity with  the  severity  of  the  disease,  one  can  see 
that  the  two  almost  keep  pace  with  each  other. 
When  the  humidity  is  high,  the  patient  feels 
worse.  When  the  huniditv  is  low,  the  patient 
feels  better.  Other  observations  that  are  not 


yet  read}'  for  publication  seem  to  indicate  that 
when  the  fraction  formed  by  the  temperature  over 
the  humidity  approaches  the  value  of  2 to  1 
(*/i),  the  patient  feels  at  his  best.  For  example, 
if  the  temperature  is  70  F.  and  the  relative  humid- 
ity is  35  per  cent  (7%5),  the  patient  feels  fine. 
This  feeling  of  well-being  under  such  climatic 
conditions  is  enjoyed  even  by  people  who  do 
not  have  hay  fever  or  sinusitis. 

The  bacteria  found  in  cultures  made  from  speci- 
mens of  the  discharge  taken  from  the  middle 
meatus  in  both  groups  of  cases  at  the  time  they 
appeared  for  treatment  are  also  given  in  Table  I. 
All  cases  showed  a bacterial  infection.  The 
cultures  were  used  to  make  autogenous  vaccines 
for  the  treatment  of  these  cases.  The  full  report 
on  the  treatment  is  too  long  for  the  scope  of  this 
paper.  Suffice  it  to  say  here  that,  when  the 
vaccines  were  given,  as  well  as  suitable  local 
treatment,  the  results  were  encouraging. 

The  primary  purpose  of  this  presentation  is 
to  afford  an  opportunity  to  compare  the  hay 
fever  cases  with  the  sinusitis  cases  with  respect  to 
complaints,  physical  findings,  climatic  conditions, 
and  bacteriology.  As  can  be  seen  in  Table  I, 
there  is  no  difference  in  the  complaints  or  in  the 
physical  findings;  there  are  no  differences  in 
the  temperatures  and  relative  humidities  of  the 
weather;  the  same  variety  of  bacteria  appears  in 
each  group.  There  is  no  difference  in  kind, 
in  the  basic  physical  conditions  in  these  two 
groups  of  cases.  There  is,  however,  a difference 
in  the  degree  of  severity.  The  hay  fever  cases 
were  plainly  sicker.  This  may  be  a clue  as  to 
why  the  hay  fever  symptoms  are  so  much  more 
prominent  in  humid  weather.  My  explanation 
is  that  the  severity  of  the  sinusitis  causes  the 
mucous  membrane  to  become  so  sensitive  that 
it  is  easily  affected  by  the  humidity  of  the  weather. 

Comment 

Of  the  19  hay  fever  cases,  18  came  for  treat- 
ment between  December  and  May,  about  midway 
between  the  hay  fever  seasons.  They  all  showed 
the  definite  pathologic  changes  described.  This 
bears  out  the  author’s  contention  that  hay 
fever  cases  have  pathologic  conditions  under- 
lying their  hay  fever  symptoms  and  require 
treatment  before,  during,  and  after  their  hay 
fever  manifestations.  As  was  mentioned  before, 
autogenous  vaccines,  combined  with  suitable 
local  treatment,  have  given  encouraging  results. 

36  West  40th  Street 
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PREOPERATIVE  LOCALIZATION  OF  INTERVERTEBRAL  DISK 
HERNIAS  AND  OTHER  CORD-COMPRESSING  LESIONS 

Joseph  H.  Siris,  M.D.,  Flushing,  New  York 

{From,  the  Department  of  Neurological  Surgery,  Jewish  Hospital  of  Brooklyn) 


THE  increasing  recognition  of  the  existence  of 
operable  types  of  intervertebral  disk  hernia 
at  different  levels  of  the  vertebral  column  has 
broadened  appreciably  the  field  of  surgical  treat- 
ment of  lesions  involving  the  spinal  cord.  Con- 
I comitantly,  additions  to  clinical  knowledge,  de- 
rived from  studies  of  spinal  nerve  innervations 
1 involved  by  disk  hernias,  have  helped  to  render 
more  precise  the  localization  of  spinal  cord 
' lesions.  These  and  other  developments  have, 
in  turn,  given  rise  to  greater  awareness  of  prob- 
lems of  management.  Included  among  them  are 
the  following: 

Neurologic  findings  in  cord-compressing  lesions 
Pitfalls  in  localization  and  diagnosis 
Preliminary  radiographic  studies 
Cerebrospinal  fluid  studies 
Myelographic  localization 
Some  technical  aspects  of  myelography 
Cases  with  complete  myelographic  block 
Exploratory  localization 
Vertebral  identification  at  the  operating  table 

Neurologic  Findings  in  Cord-Compressing 
Lesions 

A fair  guess  as  to  the  level  of  the  patient’s 
lesion  may  be  made  from  the  neurologic  examina- 
tion, particularly  the  sensory  findings.  In  de- 
termining the  level,  one  has  to  take  into  account 
the  discrepancy  between  corresponding  vertebral 
and  cord  segments,  resulting  from  the  greater 
length  of  the  vertebral  column  as  compared  with 
the  parenchyma  of  the  spinal  cord. 

In  addition,  spinal  cord  tumors,  particularly 
those  that  are  ventrally  placed,  are  apt  to  be 
situated  at  a somewhat  higher  cord  level  than  the 
I level  of  sensory  loss  would  indicate,  since  pain 
and  temperature  fibers,  on  entering  the  cord, 
do  not  cross  over  directly,  but  require  at  least  one 
to  two  segments  in  crossing  to  the  spinothalamic 
tract  of  the  opposite  side.  Thus,  if  a ventrally- 
placed  tumor  causes  insufficient  pressure  on  the 
j corresponding  posterior  nerve  roots  to  give 
clinical  evidence  of  the  site  of  the  lesion,  the  sen- 
l sory  level  will  depend  essentially  on  fibers  de- 
f rived  from  posterior  roots  at  a lower  cord  level. 
1 For  example,  an  anteriorly-placed  tumor,  giving 
a sensory  level  at  the  seventh  thoracic  cord 
segment,  may  be  situated  at  the  level  of  the  third 
thoracic  vertebra. 

The  neurologic  examination  may  be  more 


dependable  in  the  localization  of  lumbar  disk 
hernias  than  in  instances  of  more  cephalad  com- 
pression, as  a result  of  the  fact  that  in  the 
majority  of  cases,  such  lesions  occur  at  sites  that 
may  involve  one  or  more  of  three  spinal  nerves 
to  the  leg  and  foot,  the  fourth  and  fifth  lumbar 
and  the  first  sacral.  A knowledge  of  the  re- 
flex, motor,  and  sensory  innervations  of  these 
nerves  is  all  that  is  necessary  for  a fairly  good 
guess  as  to  the  level  of  rupture.  Of  these,  the 
sensory  deficits  are  the  most  dependable  for 
localization.  Involvement  of  the  fourth  lumbar 
nerve  may  manifest  itself  in  sensory  loss  over  the 
great  toe,  the  fifth  lumbar  in  hypesthesia  of  the 
middle  toes  and  dorsum  of  the  foot,  and  the  first 
sacral,  in  sensory  loss  over  the  fifth  toe  and  outer 
aspect  of  the  foot.  For  a similar  reason,  a history 
of  pain  or  numbness  in  any  of  these  areas  may 
have  localizing  value. 

Similar  information  may  be  garnered  from  the 
sensory  phenomena  associated  with  the  more 
common  hernias  of  the  cervical  intervei’tebral 
disks.  Involvement  of  the  sixth  cervical  nerve 
is  likely  to  give  signs  referable  to  the  thumb 
and  index  finger;  the  middle  fingers  are  apt  to 
be  involved  when  the  seventh  cervical  nerve  is 
compressed. 

Pitfalls  in  Localization  and  Diagnosis 

Such  findings  may  give  rise  to  the  conviction 
that  the  neurologic  examination  gives  sufficient 
information  for  accurate  localization,  enabling 
one  to  undertake  surgery  with  the  assurance  of 
finding  the  lesion  at  a particular  vertebral  level. 

As  has  been  noted,  in  lesions  above  the  cauda 
equina,  the  varying  discrepancy  between  the 
vertebral  and  corresponding  cord  segments, 
increasing  as  one  progresses  caudally,  and  the 
variation  in  the  number  of  cord  segments  that 
may  be  traversed  in  the  crossing  of  the  spino- 
thalamic tracts,  do  not  allow  the  cutaneous  sen- 
sory level  to  be  a consistently  dependable  guide 
to  the  upper  level  of  the  vertebral  lesion.  Ex- 
periences with  spinothalamic  tractotomy  indi- 
cate that  the  number  of  cord  segments  traversed 
in  the  crossing  of  the  spinothalamic  tracts  may 
vary  from  one  to  more  than  four.1 

The  signs  of  cauda  equina  lesions  also  are  not 
invariably  dependable  for  localization.  Disk 
hernias  of  appreciable  size  occur  in  this  region 
without  giving  rise  to  any  reflex,  motor,  or  sen- 
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sory  disturbance.  Burns  and  Young  found  this 
to  be  true  in  three  fifths  of  their  913  patients 
who  required  operation.2  While  experience  indi- 
cates that  a lesion  at  the  L4-5  intervertebral 
space  is  more  likely  in  such  a case,  such  findings 
can  occur  with  hernias  at  other  levels  as  well. 

Even  when  clinical  signs,  such  as  the  sensory 
losses  that  have  been  alluded  to,  are  present,  they 
cannot  be  depended  upon  for  accurate  diagnosis 
and  localization  in  much  more  than  50  per  cent 
of  cases.  A sciatic  type  of  syndrome  may  result 
from  compression  of  the  cauda  equina  at  any 
point  below  the  conus  level,  that  is,  caudad  to  the 
first  lumbar  vertebra.  This  is  not  difficult  to 
understand  when  one  considers  that  the  origin 
of  the  outflow  of  the  radicles  of  the  sciatic  trunk 
to  the  lower  intervertebral  foramina  is  at  this 
level.  This  accounts  for  the  occasionally  similar 
clinical  pictures  of  upper  and  lower  lumbar 
lesions,  a phenomenon  which  has  been  noted  in 
extensive  investigative  studies.3  Because  of 
anatomic  variations,  and  varying  degrees  of 
spinal  nerve  compression,  the  information  gleaned 
from  clinical  studies  alone  is  often  insufficient  and 
unreliable,  and  were  it  to  be  depended  upon 
exclusively,  could  at  times  lead  the  surgeon  into 
serious  errors  such  as  the  following : 

1.  Finding  Neural  Changes  that  do  not  Cor- 
respond to  the  Level  of  the  Lesion. — (A)  Reflex 
changes:  Although  the  clinical  pictures  of  rup- 
tured disks  at  the  third,  fourth,  and  fifth  lumbar 
interspaces  are  generally  typical  for  each  level, 
occasionally  they  are  identical.  For  example, 
the  knee  or  ankle  jerks  may  be  suppressed  or 
entirely  normal  with  lesions  at  any  of  these  sites. 

(B)  Sensory  loss:  At  times  the  patient’s 
sensory  loss  is  considerably  higher  than  would 
be  explicable  on  the  basis  of  the  level  of  the  disk 
rupture  alone.  Occasionally,  this  may  be  recog- 
nized as  resulting  from  a functional  superstruc- 
ture on  the  basic  organic  substrate.  At  times, 
however,  the  more  cephalad  sensory  loss  appears 
to  have  no  functional  basis.  Love  is  inclined 
to  attribute  such  phenomena  to  “ascending 
edema  of  the  cauda  equina.”4  On  the  other 
hand,  the  level  of  the  lesion  may  be  considerably 
higher  than  the  sensory  loss  would  lead  one  to 
expect,  for  example,  herniation  of  the  fourth 
lumbar  disk  with  a sensory  loss  referable  only  to 
the  distribution  of  the  first  sacral  nerve.  A re- 
cent study  of  the  sensory  changes  in  500  cases 
of  disk  hernia  by  Davis,  Martin,  and  Goldstein 
showed  how  little  correlation  exists  between  sen- 
sory loss  and  the  level  of  the  lesion.5 

2.  Failure  to  Differentiate  Intraspinal  Tumor 
and  Disk  Hernia. — Cauda  equina  tumors  occur 
in  relation  to  surgically-indicated  lumbar  disk 
hernias  in  a ratio  of  about  1:20.  Although  the 


clinical  pictures  of  each  would  seem  to  be  pathog- 
nomonic, one  may  not  always  be  certain  of  the 
type  of  lesion  being  dealt  with.  Such  certainty 
is  important,  however,  because  although  the 
clinical  picture  of  these  two  conditions  may  at 
times  be  identical,  the  operative  approach  is  not. 
Experience  has  shown  that  although  the  average 
case  of  tumor  of  the  cauda  equina  has  a character- 
istic neurologic  picture,  about  50  per  cent  of  such 
cases  would  come  to  operation  with  a preoperative 
diagnosis  of  ruptured  disk,  if  additional  diagnostic- 
information  were  not  sought.6  This  is  not  diffi- 
cult to  explain,  since  it  has  been  found  that  a 
history  of  antecedent  back  trauma,  intermittent 
pain,  symptoms  of  many  years  duration,  and 
minimal  neural  changes  may  occur  with  cauda 
equina  tumors.  Conversely,  cases  of  complete 
paralysis  and  loss  of  sensation  of  bladder  and 
lower  limbs,  suggesting  a tumor  but  due  to  disk 
hernia,  occur  occasionally. 

3.  Failure  To  Differentiate  Unilateral  and 
Central  Types  of  Disk  Rupture. — Such  differentia- 
tion is  not  always  possible  on  clinical  grounds 
alone,  yet,  it  is  important,  since  the  operative 
approach  may  have  to  be  varied  with  different 
types  of  disk  rupture.  For  example,  a large  mid- 
line disk  hernia  may  at  times  necessitate  lami- 
nectomy and  bilateral  exposure,  in  contrast  to  the 
usual  interlaminar  approach.  The  surgeon  must 
be  prepared  for  such  an  eventuality. 

4.  Failure  To  Differentiate  Surgical  and  Non- 
surgical  Cases. — The  majority  of  patients  with 
sciatica  seen  by  the  surgeon  do  not  require  sur- 
gery. While  it  is  possible  to  make  a clinical 
diagnosis  of  a nonsurgical  lesion  in  most  such 
cases,  there  still  remains  the  borderline  patient, 
whose  clinical  picture  may  at  times  simulate  that 
of  a ruptured  lumbar  disk,  and  for  whom  surgery 
may  be  contemplated  because  of  prolonged  dis- 
ability. This  is  of  particular  importance  in 
industrial  accident  cases,  where  negative  explora- 
tions occasionally  are  not  well  tolerated. 

Exploratory  Localization 

The  nature  and  localization  of  the  lesion  may 
be  established  by  exploration  of  one  or  more 
intervertebral  spaces,  at  which  time  the  lesion 
can,  if  present,  be  surgically  treated.  This  pro- 
cedure has  been  suggested  as  feasible,  because: 

1.  With  present-day  refinement  in  the  tech- 
nic of  disk  surgery,  exploration  of  one,  two,  and 
if  need  be,  three  disk  spaces  can  be  carried  out 
without  inflicting  undue  trauma  on  the  patient. 

2.  The  majority  of  disk  hernias  occur  at  the 
L4-5orL5-Sl  level.  There  may  be  reasons  to  ques- 
tion this  method . These  reasons  include : (a)  the 
fact  that,  as  has  been  noted,  the  clinical  pictures 
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in  upper  and  lower  lumbar  disk  lesions  may  be 
similar;  (6)  the  fact  that  this  method  may 
necessitate  considerably  more  surgery  than  would 
be  the  case  if  the  lesion  could  be  demonstrated 
promptly,  since  a negative  exploration  will  re- 
quire sufficient  laminectomy  for  adequate  ex- 
posure of  the  disk  and  spinal  nerve  at  each  ex- 
plored interspace  before  the  surgeon  is  able  to 
conclude  that  no  surgical  lesion  is  present; 
(c)  alteration  of  the  anatomy  of  normal  inter- 
vertebral spaces;  (d)  the  possible  need  to  operate 
in  borderline  cases  of  nonsurgical  lesion. 

Myelographic  Aid  in  Localization 

These  possible  pitfalls  suggest  that  the  nature 
and  level  of  the  lesion  should  be  confirmed  by 
myelography  before  surgical  treatment  is  under- 
taken. Various  experienced  observers  have 
reached  a similar  conclusion. 3_5’7 

However,  experience  suggests  that  operation 
undertaken  largely  on  the  basis  of  myelographic 
findings  is  unlikely  to  give  the  best  results.  For 
this  reason,  there  is  generally  little  point  in  sub- 
jecting the  patient  to  myelography  unless  the 
clinical  picture  points  to  a probable  surgical 
lesion. 

There  are  instances  of  negative  myelography, 
where  the  clinical  picture  has  nevertheless  led  the 
surgeon  to  make  an  unequivocal  diagnosis  of 
disk  hernia.  Negative  information  may  be  of 
value,  however,  since  if  such  a lesion  is  present, 
it  will  generally  turn  out  to  be  at  the  lumbosacral 
interspace.  This  can  be  accounted  for  by  the 
relatively  wide  extrathecal  space,  resulting  from 
the  narrowing  of  the  thecal  sac  and  increase  in  the 
interpediculate  diameter  at  that  level,  which 
allows  for  the  existence  of  a sizable  laterally- 
placed  lesion,  which  may  not  distort  the  Panto- 
paque  column. 

Case  Report. — An  example  of  lumbar  disk  hernia, 
in  which  a deceptive  sensory  loss  could  have  led  to 
considerable  unnecessary  additional  surgery,  and  in 
which  a normal  myelogram  eased  the  way  for 
the  patient  is  furnished  by  the  case  of  a thirty- 
two-year-old  woman  who,  following  a five-year 
history  of  intermittent  low  back  pain,  and  thigh 
pain  for  one  year,  developed  urinary  and  bowel 
dysfunction,  progressing  to  complete  retention  dur- 
ing the  course  of  a week.  This,  in  association  with 
bilateral  impairment  of  sensation  caudal  to  the  upper 
thighs,  suggested  a possible  conus-compressing  lesion ; 
however,  a myelogram  was  completely  normal. 
Nevertheless,  because  of  the  persistence  of  pain 
and  sphincteric  dysfunction,  an  intervertebral  ex- 
ploration at  the  lumbosacral  level  was  decided  upon, 
particularly  since  the  extrathecal  space  at  that  site, 
as  seen  in  the  myelogram,  was  sufficiently  wide  to 
be  compatible  with  the  existence  of  disk  hernia, 
which  might  not  distort  the  Pantopaque  column, 
This  proved  to  be  the  case,  a large  disk  hernia  being 


found.  Its  removal  was  followed  by  complete 
relief  of  sphincteric  disturbance  within  three  days 
time. 

Perhaps  most  important  is  the  fact  that  if  the 
combination  of  clinical  and  myelographic  evi- 
dence leads  to  a particular  interspace,  a thorough 
and  unhurried  exploration  will  be  made  there, 
and  normal  structures  will  be  left  undisturbed. 
In  carrying  out  multiple  intervertebral  explora- 
tions in  the  absence  of  confirmatory  myelography, 
the  surgeon  may  be  tempted  to  conclude  that  an 
exploration  is  negative,  when  a further  careful 
search,  prompted  by  the  knowledge  that  the 
lesion  must  be  nearby,  will  disclose  it  in  an  an- 
terior, cephalad,  or  caudal  position,  well  away 
from  the  usual  lateral  site. 

Thus,  myelography  helps  to  insure  that  a pa- 
tient will  be  subjected  to  an  intraspinal  operation 
only  if  the  preoperative  evidence  of  a surgically 
remediable  lesion  is  unassailable,  and  in  addition 
helps  to  insure  that  maximal  information  has 
been  gained  for  the  proper  planning  of  the  surgical 
approach  that  promises  the  best  possible  result 
for  the  patient. 

Some  Technical  Aspects  of  Myelography 

The  development  of  contrast  media,  such  as 
Pantopaque,  which,  as  distinguished  from  Lipi- 
odol,  is  removable  and  slowly  absorbable,  has 
meant  that  sustained  reactions  to  myelography, 
when  properly  performed,  are  quite  rare. 

At  times  myelography,  when  employed  for  the 
delineation  of  lumbar  disk  hernias,  has  not  en- 
joyed a reputation  for  accuracy.  If  the  myelo- 
gram is  carried  out  under  optimal  conditions,  and 
it  correlates  with  the  clinical  picture,  the  incidence 
of  error  may  be  found  to  approach  zero.  A “false 
negative”  can  be  distinctly  informative,  as  has 
been  noted.  On  the  other  hand,  because  of 
physiologic  defects  in  the  Pantopaque  column, 
such  as  may  be  caused  by  the  normal  elevation 
of  the  intact  disk,  “false  positive”  interpretations 
may  mislead  the  examiner.  However,  if  this 
study  is  carried  out  with  due  regard  for  normal 
variations,  particularly  if  the  technic  of  lumbar 
sac  distention8  is  employed,  when  necessary, 
such  error  should  be  rare. 

Preliminary  Radiographic  Studies 

It  is  assumed  that  a myelogram  is  not  carried 
out  until  after  complete  systemic  and  neurologic 
examinations,  followed  by  detailed  x-rays  of  the 
vertebral  area  corresponding  to  the  neural  picture, 
have  been  made.  In  the  case  of  lumbar  disk 
hernia,  radiographic  examination  should  include 
the  lower  thoracic  and  lumbosacral  spines  and 
pelvis.  This  examination  is  not  done  with  the 
intention  of  making  a diagnosis  of  disk  hernia, 
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but  rather  to  help  exclude  other  possible  simulat- 
ing lesions,  such  as  malignancy,  which  in  turn 
may  make  myelography  and  surgery  unneces- 
sary. 

Preliminary  Cerebrospinal  Fluid  Studies 

An  adequate  cerebrospinal  fluid  investigation 
should  be  carried  out  in  any  patient  in  whom  a 
myelogram  is  indicated.  To  spare  the  patient  a 
second  lumbar  puncture,  however,  one  should 
be  prepared  to  proceed  with  the  myelogram  at  the 
time  of  the  original  spinal  tap.  For  this  reason 
the  puncture  should  be  performed  on  an  appropri- 
ate x-ray  table.  If  the  Queckenstedt  study 
reveals  a complete  subarachnoid  block,  air  in- 
stillation for  myelography  is  probably  to  be  pre- 
ferred, since  visualization  under  such  circum- 
stances is  likely  to  be  satisfactory. 

It  is  important  that  the  lumbar  puncture  needle 
be  introduced  at  the  proper  level,  since  its  intro- 
duction at  the  involved  interspace  may  lead  to 
confusion  in  interpretation  of  the  subsequently 
made  films.  Most  disk  hernias  occur  at  the 
L4-5  and  L5-S1  intervertebral  spaces,  for  which 
reason  it  is  generally  a good  plan  to  introduce 
the  needle  one  or  two  spaces  higher.  However, 
for  compressing  lesions  at  more  cephalad  levels, 
the  puncture  should  be  made  between  the  fifth 
lumbar  and  first  sacral  vertebrae.  Otherwise, 
the  Queckenstedt  study  may  be  normal  when  a 
block  could  have  been  demonstrated.  Thus,  a 
careful  preliminary  neurologic  examination  is 
additionally  important,  in  that  it  may  point  to 
the  appropriate  site  for  introduction  of  the  spinal 
needle. 

Cases  with  Complete  Myelographic  Block 

When  a myelographic  block  appears  to  be 
complete,  it  may  be  desirable  to  demonstrate  both 
the  upper  and  lower  ends  of  the  lesion.  This  is 
particularly  true  if  only  the  lower  end  has  been 
outlined  in  cases  where  the  lesion  extends  con- 
siderably cephalad  from  the  caudal  site  of  the 
block,  and  the  sensory  level  fails  to  reveal  the 
true  level  of  the  lesion.  As  has  been  noted, 
because  of  the  varying  discrepancy  between  the 
vertebral  and  corresponding  cord  segments,  and 
the  variation  in  the  number  of  cord  segments 
traversed  in  the  crossing  of  the  spinothalamic 
tracts,  the  cutaneous  sensory  level  is  not  always  a 
dependable  guide  to  the  upper  level  of  the  verte- 
bral lesion.  Outlining  both  ends  of  a lengthy 
lesion,  while  not  essential,  permits  more  satis- 
factory planning  of  the  subsequent  operative 
procedure  and  helps  to  minimize  the  amount  of 
surgery  performed. 

1.  Cases  in  which  Only  the  Lower  Level  of  the 
Obstruction  Is  Demonstrated. — If  the  contrast 
medium  does  not  trickle  by  the  obstruction,  with 


the  patient  in  the  head-low  position,  a cisternal 
injection  may  be  considered  to  delineate  the 
cephalad  end  of  the  lesion,  if  this  is  considered 
sufficiently  important. 

2.  Cases  in  which  the  Upper  Level  of  the 
Obstruction  Is  Demonstrated  by  X-ray. — In  oc- 
casional cases  repeated  lumbar  taps  will  be  “dry.” 
When  there  is  reason  to  believe  that  a cauda 
equina  tumor  exists,  tapping  should  start  be- 
tween the  fifth  lumbar  and  first  sacral  vertebrae, 
and  be  carried  out  at  successively  higher  levels, 
if  feasible,  until  fluid  is  obtained. 

In  cases  where  only  the  upper  level  of  the  lesion 
has  been  demonstrated,  it  may  be  desirable  to 
delineate  the  lower  end  by  a subsequent  instilla- 
tion of  a small  amount  of  air  at  the  fifth  lumbar, 
first  sacral  level,  in  the  event  that  nothing  trickles 
by  above. 

3.  Acute  Surgical  Spinal  Cord  Lesions. — Not 
infrequently,  radiographic  studies  may  be  ur- 
gently needed  in  cases  of  acute  paraplegia  re- 
sulting from  trauma,  tumor,  or  abscess. 

As  in  nonacute  cases,  the  vertebral  level  at 
which  initial  x-ray  studies  are  made,  is  deter- 
mined by  the  preliminary  neurologic  examination. 
It  may  then  be  advisable  to  have  a cautiously 
performed  manometric  study  while  the  patient 
is  on  the  x-ray  table.  If  manometry  discloses  a 
complete  block,  it  should  be  followed  by  the  instil- 
lation of  air  or  a small  amount  of  Pantopaque 
through  the  lumbar  puncture  needle  for  myelog- 
raphy, unless  the  vertebral  level  of  involvement 
was  revealed  by  the  preliminary  x-ray  study. 
If  the  block  is  complete,  air  is  preferable.  If 
Pantopaque  is  used,  it  should  be  removed  unless 
this  proves  too  disturbing  for  the  patient. 

Vertebral  Identification  at  the  Operating 
Table 

Except  in  the  upper  cervical  and  lower  lumbar 
areas,  where  surgical  orientation  for  laminectomy 
is  relatively  simple,  roentgenographic  aid  is 
needed  if  the  amount  of  surgery  is  to  be  kept  to  a 
minimum.  Other  bony  landmarks  for  lami- 
nectomy orientation  are  suitable  only  in  a general 
way,  that  is,  for  large  spinal  cord  tumors,  where 
many  vertebral  arches  will  have  to  be  removed, 
in  any  case.  But  for  smaller  lesions  confined  to 
one  segment,  such  orientation  is  unsatisfactory 
because  of  variation  from  patient  to  patient,  and 
may  necessitate  considerably  more  laminectomy 
than  is  actually  required. 

This  difficulty  may  be  circumvented  by  use  of  a 
small  intracutaneous  tattoo  of  methylene  blue, 
injected  near  the  site  of  obstruction.  This  site 
is  known  to  correspond  to  a particular  vertebra, 
as  a result  of  its  having  had  a radio-opaque 
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marker  placed  over  it  and  having  been  x-rayed. 
Certain  technical  precautions  must  be  taken 
to  allow  for  the  mobility  of  the  skin  which  may 
alter  the  position  of  the  tattoo  with  respect  to 
the  spinous  processes. 

Summary 

While  neural  changes  afford  a fairly  good  indi- 
cation as  to  the  level  of  cord-compressing  lesions, 
they  cannot  be  depended  upon  for  accurate 
localization  in  all  cases,  and  can  lead  to  surgical 
errors  if  utilized  exclusively. 

The  reasons  for  such  discrepancies,  and  meth- 
ods for  overcoming  them,  are  noted. 
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EOSINOPHILIA 

Abner  M.  Fuchs,  M.D.,  New  York  City 

{From  the  Department  of  Medicine,  New  York  University  Post-Graduate  Medical  School,  and  the 
Allergy  Section,  Medical  Service,  University  Hospital) 


THE  eosinophil  is  a polymorphonuclear  granu- 
locyte of  the  same  size  as  the  neutrophil, 
having  a nucleus  which  is  usually  bilobed, 
slightly  larger,  and  less  deeply  stained  than  the 
nucleus  of  the  neutrophil.  The  granules  of  the 
eosinophil  are  characteristic,  being  coarse,  uni- 
formly large  and  ovoid,  and  taking  a deep  red 
stain.  These  cells  are  less  motile  than  neutro- 
phils, but  they  show  phagocytosis  and  chemo- 
tropism  of  the  same  order  as  neutrophils.  They 
are  known  to  contain  iron,  oxidase,  peroxidase, 
and  histamine.  There  has  been  much  contro- 
versy about  the  origin  of  these  cells,  but  it  ap- 
pears that  they  are  formed  in  the  bone  marrow 
from  eosinophilic  myelocytes  and  enter  the  cir- 
culation as  mature  cells.  However,  there  is  good 
evidence  that  eosinophils  can  be  found  in  situ. 
This  does  not  imply  that  all  tissue  eosinophils  are 
of  local  origin.1  Their  function  seems  to  be  re- 
lated to  removal  or  detoxification  of  foreign 
material,  and  it  is  beheved  that  the  eosinophil  is  a 
part  of  the  body  defenses  against  invasion  by 
foreign  substances  (phagocytic). 

Since  its  first  recognition  as  a separate  mor- 
phologic entity  by  Jones,  in  1846, 2 and  by 
Schultze,  in  1865, 3 the  eosinophilic  cell  has  been 


the  subject  of  much  investigation.  Many  workers 
sought  to  clarify  its  morphology  and  function. 
By  1888,  observers  were  studying  differential 
counts  requiring  the  use  of  a counting  chamber. 
Other  exponents  used  the  smear  technic.  In 
spite  of  innumerable  data  on  the  occurrence  of 
eosinophilia  under  various  clinical  and  experi- 
mental conditions,  the  origin  and  function  of  the 
eosinophilic  leukocyte,  the  mechanism  of  the 
eosinophilia,  and  the  association  of  eosinophilia 
with  a variety  of  unrelated  disorders  is  still  not 
well  understood. 

An  analysis  of  the  literature  reveals  that  ex- 
periments of  very  similar  nature  have  led  investi- 
gators to  diametrically  opposed  conclusions. 
It  appears  that  minimal  changes  in  technic  cause 
major  changes  in  results.  The  most  exhaustive 
study  on  eosinophilic  levels  was  made  by  Rud  and 
published  in  1946-1947. 4 He  not  only  tried 
various  methods  of  doing  differential  counts  but 
also  studied  the  variations  of  the  eosinophilic 
count  during  the  day,  week,  and  seasons  and  the 
influence  of  position  change,  fasting,  menstrua- 
tion, sex,  age,  and  constitutional  type.  After 
studying  550  patients  he  concluded  that  his  cham- 
ber method  was  superior  to  the  smear  method  and 
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that  the  eosinophilic  counts  were  reproducible, 
w ithin  a normal  range,  in  the  same  subject  from 
day  to  daj’  and  season  to  season,  regardless  of 
body  position,  menstruation,  sex,  age,  and  con- 
stitutional type.  However,  in  many  instances  a 
drop  occurred  in  the  forenoon  with  a rise  later  in 
the  afternoon  and  night.  This  diurnal  cycle  was 
independent  of  food  intake,  but  during  fasting  in 
a significant  number  of  cases  the  number  of  eo- 
sinophils dropped. 

Within  recent  years  attention  has  been  directed 
to  the  eosinophil  by  the  fact  that  there  has  de- 
veloped a definite  relationship  between  the 
adrenal  cortex  and  the  eosinophil.  There  has 
been  an  increase  in  the  number  of  patients  with 
tropical  diseases,  generally  associated  with  eosino- 
philia,  and  simple  accurate  methods  for  counting 
eosinophils  have  been  developed.  As  early  as 
1914,  Schwarz  suspected  an  inverse  relationship 
between  adrenal  activity  and  the  level  of  cir- 
culating eosinophils.5  In  1939,  Dalton  and 
Selye  noted  eosinopenia  following  stress  in  ani- 
mals and  related  it  to  release  of  adrenal  cortical 
hormones.6  Recently,  Forsham,  Thorn,  and 
Prunty7  and  Hills,  Forsham,  and  Finch8  ob- 
served a prompt  decrease  in  circulating  eosino- 
phils in  healthy  persons,  and  in  patients,  follow- 
ing a single  injection  of  pituitary  adrenocortico- 
tropic hormone  (ACTH  or  corticotropin).  The 
greatest  reduction  in  eosinophils  was  seen  four 
hours  after  injection  and  was  related  to  secretory 
activity  of  the  adrenal  cortex. 

In  a study  of  40  people  with  normal  adrenal 
activity,  Thorn,  Forsham,  Prunty,  and  Hills  re- 
ported that  the  mean  drop  in  circulating  eosino- 
phils at  four  hours  was  70  per  cent  below  prein- 
jection levels.9  In  all  instances  the  drop  in  cir- 
culating eosinophils  was  greater  than  45  per  cent. 
This  was  in  sharp  contrast  to  what  was  seen  in 
patients  with  Addison’s  disease,  where  they  noted 
little  change  in  circulating  eosinophils  after  in- 
jection of  corticotropin.  Thorn,  therefore, 
proposed  that  the  eosinophilic  response  to  A CTH 
should  be  used  as  a test  in  the  diagnosis  ot  Ad- 
dison’s disease.  Thorn  and  Forsham  suggested 
that  a four-hour  postinjection  fall  of  50  per  cent 
or  more  of  the  circulating  eosinophils  eliminates 
the  diagnosis  of  adrenal  cortical  insufficiency,  and 
they  indicated  that  an  inadequate  response  of 
less  than  50  per  cent  fall  may  represent  true  ad- 
renal cortical  insufficiency.10 

A transitory  eosinopenia  also  develops  in  ani- 
mals after  injection  of  epinephrine.  On  the  basis 
of  extirpation  and  electrical  stimulation  studies 
on  dogs  by  Hune  and  Wittenstein, 11,12  Recant, 
Hune,  Forsham,  and  Thorn13  postulate  that  the 
hypothalamus,  pituitary,  and  adrenal  cortex  are 
successively  stimulated  to  produce  epinephrine 
eosinopenia.  They  advocate  a four-hour  eosino- 


philic response  test  to  parenteral  epinephrine  for 
estimating  the  functional  activity  of  the  pitui- 
tary-adrenal axis  in  man. 

The  Thorn  reduction  test  consists  in  an  ac- 
curate count  of  the  circulating  eosinophiLs  before 
and  four  hours  after  adrenal  cortical  stimulation. 
Stimulation  may  be  accomplished  by  hypodermic 
injection  of  0.2  to  0.3  mg.  of  epinephrine,  if  it  is 
reasonable  to  assume  that  the  pituitary  function 
is  normal.  If  there  is  any  doubt  about  the  pitui- 
tary function  or  if  there  is  a contraindication  to 
the  use  of  epinephrine,  such  as  severe  arterio- 
sclerosis, it  is  preferable  to  stimulate  the  adrenal 
cortex  by  an  injection  of  25  mg.  of  ACTH.  More 
recently  it  was  found  that  oral  ephedrine  was  also 
capable  of  producing  transient  eosinopenia  in 
man.14-18 

The  normal  eosinophilic  level  is  approximately 
50  to  400  per  cu.  mm.  The  normal  response  is  a 
drop  of  at  least  50  per  cent.  The  test  for  adrenal 
insufficiency  is  not  significant  in  patients  with  a 
severe  eosinophilia.  Furthermore,  it  does  not 
yield  valid  information  in  patients  already  under 
stress,  since  their  adrenal  cortex  may  be  already 
responding  to  maximum  stimuli. 

Studies  have  been  carried  out  on  the  diurnal 
variations  in  the  eosinophilic  count  on  normal 
persons.  Even  fasting  persons  frequently  show 
a 50  per  cent  decrease  without  apparent  stimula- 
tion of  any  sort.  These  observations  do  not 
necessarily  invalidate  the  test,  but  they  do  sug- 
gest the  need  for  more  extensive  studies  and  for 
greater  care  in  the  interpretation  of  results.  The 
eosinophilic  response  must  be  interpreted  as  a 
measure  of  a nonspecific  stress  reaction  of  the 
intact  organism.  Eosinopenia  of  the  type  seen 
following  ACTH  or  epinephrine  administration  is 
also  noted  after  surgical  operations,19,20  electro- 
shock therapy,21  glucose  administration,22  coro- 
nary occlusion,  hepatic  coma,20  nitrogen-mus- 
tard therapy,  cardiac  failure,23  infection,  and 
other  conditions  of  stress.  In  patients  with 
Addison’s  disease  no  fall  in  eosinophils  is  seen 
following  severe  infections  because  the  adrenal 
mechanism  is  not  intact.20  For  the  same  reason, 
there  is  no  eosinopenia  in  patients  with  the 
Waterhouse-Friderichsen  syndrome,  but,  be- 
cause of  rapid  adrenal  failure,  there  is  a rise  in  the 
total  eosinophil  count.24 

Increased  interest  in  the  eosinophilic  response 
has  stimulated  many  investigators  to  devise 
simple  methods  for  counting  these  cells.25-27,4 
Bonner  studied  1,852  eosinophilic  counts  of  the 
same  sample  of  blood  using  both  the  chamber 
count  and  smear  method  on  17  normal  patients 
and  33  patients  with  various  disorders.28  He 
concluded  that  both  methods  for  counting  eosino- 
phils may  be  used  equally  well  for  clinical  pur- 
poses. Because  it  has  been  shown  that  fasting 
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alone  will  cause  a drop  in  number  of  circulating 
eosinophils,  and  since  it  has  also  been  demon- 
strated that  even  in  nonfasting  subjects  eosino- 
phils drop  fairly  consistently  in  the  forenoon  and 
rise  later  in  the  afternoon,  Bonner  believes  that 
the  Thorn  test  may  be  more  sensitive  as  an  index 
of  adrenal  responsiveness  if  done  on  a nonfasting 
patient  from  1 p.m.  to  5 p.m. 

Eosinophilia  is  a characteristic  of  the  allergic 
patient.  However,  it  is  not  present  in  all  cases 
of  allergy,  and  the  percentage  of  eosinophils  tem- 
porarily diminishes  if  an  infection  is  superim- 
posed. Hunt,  studying  103  asthmatics,  found 
that  the  percentage  of  eosinophils  in  the  blood 
varied  at  times  for  no  apparent  reason  from  be- 
low 5 per  cent  to  above  10  per  cent,  with  an 
average  of  5.7  per  cent.29  He  could  not  distin- 
guish between  infective  and  noninfective  asthma 
on  the  basis  of  the  eosinophil  count.  Similar 
findings  were  reported  by  Unger30  and  Brown.31 
Orban32  studied  200  allergic  patients  using 
Randolph’s33  modification  of  the  wet  cham- 
ber technic  and  found  that  156,  or  78  per  cent, 
showed  a blood  eosinophilia.  Kraft  performed 
eosinophil  counts  on  4,400  patients  with  numer- 
ous complaints.34  Two  hundred  showed  an 
eosinophil  count  of  9 per  cent  or  more.  Of  the 
200  patients  showing  eosinophilia  116,  or  58  per 
cent,  suffered  from  asthma,  hay  fever,  or  peren- 
nial vasomotor  rhinitis.  From  such  studies  it  is 
evident  that  the  occurrence  of  eosinophilia  is 
dependent  upon  the  nature  of  the  disease  and 
shows  considerable  variation,  even  though  these 
diseases  are  all  classed  as  allergic,  and  that  eosino- 
philia as  a diagnostic  aid  does  not  fall  far  behind 
other  laboratory  investigations  in  its  reliability, 
particularly  for  the  asthmatic  group  of  allergies. 

Almost  all  true  allergic  conditions  are  associ- 
ated with  eosinophilia,  and  investigations  into  the 
antigen-antibody  mechanism  have  demonstrated 
the  relationship  of  this  mechanism  to  eosinophilic 
production.  It  has  been  shown  that  these  cells 
have  a definite  chemotropism  toward  protein 
materials.  Eosinophils  show  greater  chemotro- 
pism in  vitro  toward  split  protein  factor,  such  as 
Witte’s  peptone,  than  to  derivatives  extracted 
from  Trichinella,  but  under  conditions  necessary 
for  antigen-antibody  response  there  is  a definite 
production  of  eosinophils.35  Thus,  a single  in- 
jection of  protein  will  cause  eosinophilia  only 
when  the  protein  is  antigenic  and  relatively  in- 
soluble so  that  the  antigen  remains  in  the  body, 
and  after  sufficient  time  has  elapsed  for  antibodies 
to  have  been  formed.36 

Another  demonstration  of  the  relationship  of 
eosinophils  to  sensitization  phenomena  is  by  the 
production  of  a local  and  general  eosinophilia 
following  repeated  injections,  at  three-day  inter- 
vals. of  soluble  protein  into  experimental  ani- 


mals. In  this  experiment,  it  was  seen  that  no 
eosinophilic  response  followed  the  first  injection 
but  that  there  was  an  increasing  eosinophilia 
following  each  subsequent  injection.  This  reac- 
tion could  not  be  produced  by  injections  of  pro- 
tein-free material.37  The  experiments  of  Opie 
and  Rous,  cited  by  Kirk,38  also  demonstrate  the 
relation  of  protein  to  eosinophils.  They  showed 
that  there  were  few  eosinophils  in  the  blood  or 
lymph  of  starved  animals,  but  that  feeding  with 
protein  produced  a great  increase  in  the  number 
of  these  cells  in  the  thoracic  duct  and  in  the  blood. 

Noguchi,  in  1912,  first  noted  eosinophilia  fol- 
lowing splenectomy.  The  exact  cause  of  this 
phenomenon  is  still  being  investigated,  but  it  is 
suggested  that  it  may  be  on  the  basis  of  a splenic 
hormone.  Injection  of  a protein-free  splenic  ex- 
tract will  reduce  the  eosinophilia  of  splenecto- 
mized  animals  but  will  not  affect  the  eosinophilic 
level  of  normal  animals.  These  studies  may  help 
to  explain  the  basic  causes  of  eosinophilia  common 
to  allergic  states,  extensive  skin  lesions,  parasit- 
ism, and  certain  types  of  poisoning.  Abnormal 
or  split  proteins  can  be  implicated  in  each  of 
these  conditions. 

Simon,  in  1906,  described  the  disappearance  of 
eosinophils  from  the  peripheral  blood  early  in  the 
course  of  acute  infection  and  stated  that  the  re- 
turn of  these  cells  was  the  beginning  of  the  period 
of  convalescence.  In  1929,  Schilling  described 
the  hemogram  in  terms  of  a regeneratory  or  de- 
generatory  reaction  of  the  marrow  to  infection, 
and  correlated  this  with  the  eosinophilic  response. 
In  acute  infection  with  good  body  response  there 
is  regeneratory  activity  with  leukocytosis,  many 
juvenile  forms,  and  disappearance  of  eosinophils. 
After  the  acute  stage  has  passed,  the  leukocytosis 
lessens,  the  “shift  to  the  left”  decreases,  and 
eosinophils  return.  Later,  there  is  a relative 
lymphocytosis  and  eosinophilia  and  a return  of 
the  granulocytes  to  normal  adult  forms.  Failure 
of  the  eosinophils  to  return  is  considered  a bad 
prognostic  sign  and  is  usually  found  in  severe, 
toxic  infections  in  which  the  degeneratory  reac- 
tion is  seen  with  a few  young  forms  and  a lack  of 
leukocytosis.39 

With  attention  being  directed  to  the  role  of  the 
adrenal  cortex  in  stress  phenomena  and  with  the 
demonstration  of  an  eosinophilic  response  to  the 
11-oxycorticosteroids  of  the  adrenals,  it  is  now 
possible  to  interpret  the  course  of  the  eosinophils 
as  described  above.  With  intact  and  operating 
body  defenses,  there  is  response  to  infection  on 
the  part  of  the  pituitary-adrenal  mechanism 
causing  overproduction  of  cortical  steroids  which 
reduces  the  level  of  circulating  eosinophils.  The 
eosinopenia  of  convalescence  may  be  explained 
as  a manifestation  of  the  compensating  state  of 
the  pituitary-adrenal  mechanism.  The  eosino- 
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penia  in  most  acute  viral  or  bacterial  infections  is 
of  the  order  of  from  5 to  30  per  cu.  mm.,  and  the 
rise  during  convalescence  is  generally  to  levels  of 
from  500  to  800  per  cu.  mm. 

Certain  infectious  diseases  vary  from  the  typi- 
cal pattern  described  above.  In  scarlet  fever 
there  is  a rapid  increase  in  the  number  of  eosino- 
phils, which  reaches  a maximum  by  about  the 
sixth  or  seventh  day,  often  reaching  20  per  cent  of 
the  differential  count,  or  from  3,000  to  5,000  per 
cu.  mm.  This  generally  persists  until  the  third 
week  of  the  disease.40  A similar  response  is  noted 
in  chorea,  and  it  is  believed  by  some  investigators 
that  the  eosinophilia  suggests  the  basic  allergic 
nature  of  these  two  conditions.41  Pulmonary 
tuberculosis  is  not  often  associated  with  an  eosino- 
philic response  in  the  acute  stage,  but  there  is 
frequently  a moderate  eosinophilia  of  from  300  to 
500  in  chronic  stages.  Significant  eosinophilia 
develops  in  the  marrow  and  peripheral  blood  in 
patients  treated  with  streptomycin  and  old 
tuberculin.42  Kirk  stated  that  typhoid  fever  is 
one  disease  in  which  there  is  complete  suppression 
of  eosinophils,  and  reported  a series  of  25  cases  in 
which  an  eosinophil  count  of  2 per  cent  was  the 
highest  recorded  during  the  hospitalization  of 
these  patients.38 

Normal  Values 

In  the  peripheral  blood  of  adults  there  are 
normally  from  50  to  300  eosinophils  per  cu.  mm. 
or  from  0 to  5 per  cent  on  differential  count. 
Normal  ranges  in  children  are  from  50  to  700, 
averaging  about  300  per  cu.  mm.  or  from  0 to  8 
per  cent  of  the  leukocytes.  For  bone  marrow 
the  eosinophils  range  from  450  to  750  per  cu. 
mm.  or  0.5  to  4 per  cent. 

.An  increase  in  the  number  of  eosinophilia 
leukocytes  above  the  normal  (300  per  cu.  mm.) 
is  seen  in  the  following  conditions:43 

1.  Allergic  disorders;  bronchial  asthma,  urti- 

caria, angioneurotic  edema,  hay  fever 

2.  Skin  diseases:  especially  pemphigus  and 

dermatitis  herpetiformis 

3.  Parasitic  infestations:  especially  parasites 

which  invade  the  tissues;  e.g.,  trichinosis, 
echinococcus  disease;  less  regular!}'  in 
intestinal  parasitism 

4.  Certain  infections;  e.g.,  scarlet  fever,  chorea, 

erythema  multiforme 

5.  Certain  diseases  of  the  hemopoietic  system: 

chronic  myelocytic  leukemia,  erythemia, 
Hodgkin’s  disease,  after  splenectomy,  per- 
nicious anemia 

6.  Following  irradiation 

7.  Miscellaneous  disorders:  periarteritis  nodosa; 

tumors  of  the  ovary  or  those  involving 
serous  surfaces  or  bones;  certain  poisons 

8.  Loeffler’s  syndrome;  “tropical  eosinophilia” 

9.  As  a familial  anomaly 


Spain  feels  that  the  phagocytic  nature  of  the 
eosinophilic  cell,  though  limited  by  definition  to 
destruction  of  particulate  matter,  probably  also 
functions  to  engulf  and  eliminate  soluble  and 
foreign  compounds  as  well.44  The  process  of 
phagocytosis  is  readily  demonstrated  with  in- 
soluble substances,  such  as  carbon  particles  and 
bacteria,  but  studies  with  soluble  dyes  attached 
to  soluble  foreign  protein  would  lead  to  the  con- 
clusion that  this  process  is  also  active  with  soluble 
foreign  substances  and  probably  explains  the 
way  that  the  organism  takes  care  of  these  sub- 
stances for  elimination  or  for  production  of  anti- 
bodies against  same.  DLxon  and  Talmage46  in 
a most  interesting  study  with  I131  labeled  bovine 
gamma  globulin  as  antigen  found  that  rabbits 
immunized  to  this  antigen  showed  a very  rapid 
rate  of  catabolism  of  antigen,  by  nonprotein- 
bound  I131  determinations  in  blood  and  urine, 
over  the  normal  rabbits.  Since  antibody  was 
the  only  factor  to  change  slow  nonimmune  anti- 
gen catabolism  to  rapid  immune  catabolism,  it 
was  postulated  that  the  larger  antigen-antibody 
complexes  stimulated  phagocytosis  and  the 
phagocytic  cells  rapidly  catabolized  the  antigen. 
It  is  likely  that  the  important  role  which  the 
phagocytic  leukocyte  plays  in  the  normal  course 
of  elimination  of  soluble  toxic  or  allergenic  sub- 
stances has  yet  to  be  given  its  real  recognition. 

Summary 

While  the  exact  role  of  the  eosinophil  iD 
physiologic  and  pathologic  processes  is  unknown, 
there  is  enough  correlation  between  eosinophilic 
levels  in  the  blood  and  certain  clinical  states  to 
make  information  about  these  cells  useful  to  the 
physician.38  Generally  there  is  an  increase 
in  the  total  eosinophil  count  in  conditions  associ- 
ated with  hypersensitive  reactions  such  as  those 
seen  in  allergic  states  and  in  parasitic  infestation. 
Eosinophilia  is  also  seen  with  certain  destructive 
skin  lesions,  the  “collagen”  diseases,  certain 
poisonings,  and  some  other  conditions  possibly 
related  to  foreign  protein  and  sensitivity  reac- 
tions. It  is  also  a feature  of  certain  blood  and 
marrow  disturbances. 

Eosinopenia  is  characteristically  seen  in  re- 
sponse to  stress  phenomena  caused  by  infection, 
surgical  operation,  and  many  other  traumatic 
conditions.  Recovery  from  the  stress  state  is 
marked  by  a return  of  eosinophils  to  normal  or 
high  levels.  This  does  not  occur  if  the  adrenal 
cortex  is  not  functioning  properly. 

29  East  Ninth  Street 
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FEMORAL  HERNIA 

With  an  Analysis  of  203  Cases 

H.  L.  Skinner,  M.D.,  F.A.C.S.,  Staten  Island,  New  York;  George  W.  Bolin,  M.D.,  New 
Orleans,  Louisiana,  and  Glenn  M.  Gordon,  M.D.,  Staten  Island,  New  York 


( From  the  U.S.  Public  Health  Service  Hospital,  Staten 
New  Orleans,  Louisiana ) 

THE  incidence  of  femoral  hernia  is  sufficiently 
great  to  warrant  the  attention  of  all 
those  who  deal  with  the  treatment  of  hernias. 
While  femoral  hernias  are  far  less  frequent 
than  inguinal  hernias,  the  susceptibility  of  a 
femoral  hernia  to  strangulation  demands  that  the 
surgeon  know  the  basic  anatomy  of  the  region, 
together  with  related  factors,  in  order  properly  to 
treat  such  an  emergency. 

The  repair  of  hernias  is  one  of  the  most  fre- 
quently performed  operations  at  this  hospital. 
Owing  to  the  fact  that  the  large  majority  of  the 
patients  are  seamen,  the  hospital  population  is 
predominantly  male. 

Anatomy 

The  femoral  canal  is  a potential  space  lying 
lateral  and  slightly  posterior  and  inferior  to  the 
pubic  spine,  and  containing  loose  areolar  tissue. 
The  entrance  to  this  space  from  above,  known  as 
the  femoral  ring,  is  bounded  on  three  sides  by 
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firm,  unyielding  structures.  Laterally,  the  fem- 
oral vein  forms  the  wall,  while  anteriorly  the 
shelving  edge  of  Poupart’s  ligament  is  tautly 
stretched.  Gimbernat’s  (lacunar)  ligament  is 
situated  medially,  and  Cooper’s  ligament  bounds 
the  ring  posteriorly.  The  peritoneum  is  fre- 
quently found  to  dimple  into  this  ring  when 
palpated  from  above  on  routine  examination. 
The  femoral  canal  is  then  directed  interiorly  and 
slightly  anteriorly,  becoming  subcutaneous  be- 
neath the  arching  fascial  edge  of  the  fossa  ovalis 
just  medial  to  the  great  saphenous  vein.  The 
femoral  sac  may  rarely  be  directed  superiorly, 
after  passing  beneath  the  inguinal  ligament,  and 
be  confused  with  an  inguinal  hernia,  but  careful 
observation  and  palpation  will  reveal  the  impulse 
to  arise  beneath  the  inguinal  ligament. 

The  coverings  of  a femoral  hernia  from  without 
inward  are  skin,  subcutaneous  tissue,  cribiform 
fascia  (covering  of  the  fossa  ovalis)  layer  from 
the  femoral  sheath,  extraperitoneal  fat,  and  peri- 
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toneum.  The  usual  hernia  sac  is  globular  in 
shape,  and  its  size  depends  upon  its  contents. 
Femoral  hernias  rarely  pass  below  the  fossa 
ovalis,  down  onto  the  leg,  because  of  the  fascial 
attachments  surrounding  the  fossa.  Because  of 
the  rigidity  of  three  edges  of  the  entrance  to  the 
femoral  canal  the  reduction  of  the  contents  of  a 
femoral  sac  is  inhibited,  and  the  possibility  of 
obstruction  to  the  blood  supply  of  the  herniated 
structures,  with  resultant  edema  and  strangula- 
tion. is  much  more  imminent. 

The  contents  of  a femoral  hernia  sac  vary, 
but  the  most  commonly  met  with  structure  is 
omentum.  Small  intestine  is  next  most  common. 
Bladder,  sigmoid  colon,  and  appendix  are  oc- 
casionally found  within  the  sac.  McClure  and 
Fallis  report  removing  an  acutely  inflamed  ap- 
pendix through  a femoral  incision  while  treating 
a femoral  hernia.1  In  strangulated  hernias, 
small  intestine  was  found  to  be  the  offender  in 
60  per  cent  of  104  cases,  as  reported  by  Jarboe 
and  Pratt.2  In  the  majority  of  instances,  in- 
carcerated or  irreducible  hernias  which  have  not 
become  strangulated  are  found  to  contain  omen- 
tum, with  or  without  small  bowel. 

Etiology 

Femoral  hernias  have  never  been  proved  to 
be  due  to  any  single  cause.  However,  since  the 
greatest  number  of  such  hernias  occur  between 
the  ages  of  thirty  and  sixty,  years  of  great  physi- 
cal activity  and  when  degenerative  processes  be- 
gin to  make  their  appearance,  the  preponderance 
of  evidence  would  seem  to  indicate  that  femoral 
hernias  are  largely  due  to  a laxity  of  the  involved 
structures.  There  are  those,  notably  Russell,3 
who  believe  that  a congenital  sac  is  present  in 
the  femoral  canal  in  all  patients  who  develop 
femoral  hernias  and  that  some  secondary  factor, 
such  as  trauma,  is  the  immediate  cause  for  the 
sac  to  become  filled  with  hernial  content.  He 
attributes  the  development  of  this  sac  to  an 
abnormal  attachment  of  peritoneum  to  the  fem- 
oral artery,  which  becomes  elongated  as  the  artery 
descends  into  the  leg  upon  growth. 

Most  writers  believe  that  femoral  hernias  are 
acquired.  The  fact  that  inguinal  hernias  are 
common  before  the  ages  of  twenty,  while  femoral 
hernias  are  rare,  would  seem  to  lend  support  to 
the  premise  that  no  congenital,  preformed  sac 
is  present,  but  that  femoral  hernias  are  due  to 
other  contributing  factors  of  later  life.  No  com- 
parable conditions  exist  in  the  femoral  region 
similar  to  the  descent  of  the  testis  with  its  peri- 
toneal sac,  the  processus  vaginalis,  as  in  the  in- 
guinal region.  The  femoral  vessels  and  nerves 
are  entirely  extraperitoneal.  Those  who  explore 
the  femoral  region  routinely  in  young  individuals, 
while  performing  inguinal  herniorrhaphies,  find 


that  no  weakness  is  present  in  the  femoral  area. 
However,  in  the  older  age  group  an  enlarged 
femoral  ring  is  frequently  found,  particularly 
in  association  with  direct  inguinal  hernias.  The 
great  percentage  of  femoral  hernias,  then,  appears 
to  be  due  to  local  weakness  and  laxity  of  struc- 
tures. 

Diagnosis 

The  diagnosis  of  femoral  hernia  is  usually 
not  difficult  if  the  hernia  can  be  reduced  and  the 
point  of  descent  determined.  A femoral  hernia 
always  descends  beneath  the  inguinal  ligament, 
a point  lateral  and  below  the  pubic  tubercle. 
Inguinal  hernias  descend  above  Poupart’s  liga- 
ment and  are  found  to  descend  laterally  and  above 
the  pubic  tubercle.  Femoral  hernias  are  most 
often  confused  with  direct  inguinal  hernias,  since, 
in  some  instances,  a rather  close  examination  is 
necessary  to  differentiate  the  two.  If  the  in- 
guinal approach  is  used  routinely  in  the  repair  of 
groin  hernias,  the  failure  to  distinguish  correctly 
between  the  femoral  and  inguinal  hernia  is  not 
of  serious  import,  since  both  can  be  satisfactorily 
handled  through  this  incision. 

The  incarcerated  and  strangulated  femoral 
hernias  pose  a more  difficult  problem  in  diag- 
nosis, since  other  conditions  characterized  by  an 
irreducible  mass  beneath  the  inguinal  ligament 
must  be  considered.  A firm  tender  mass  may 
represent  an  enlarged,  inflamed  femoral  l3Tnph 
node.  The  diagnosis  may  not  be  made  with 
certainty  until  exploration  is  carried  out.  A soft, 
nontender  swelling  may  be  due  to  a lipoma, 
varix  of  the  saphenous  vein,  or  burrowing  psoas 
abscess.  These  latter  conditions  can  usually 
be  differentiated  without  too  much  difficulty. 
A patient  presenting  a tender  irreducible  femoral 
mass  with  symptoms  of  intestinal  obstruction 
should  have  immediate  surgery,  since  early 
operation  lowers  postoperative  mortality  signifi- 
cantfy  in  strangulated  hernias. 

Types  of  Repair 

It  is  generally  conceded  that  the  only  effective 
treatment  of  femoral  hernia  is  surgical.  Not 
only  is  conservative  treatment  of  no  lasting  bene- 
fit, but  the  delay  of  instituting  surgical  correction 
is  dangerous  when  one  considers  the  relatively 
high  incidence  of  strangulation  in  this  type  of 
hernia,  as  compared  to  the  other  groin  hernias. 

The  fact  that  no  one  surgical  technic  is  superior 
in  treating  all  cases  of  femoral  hernia  is  evident 
when  one  finds  such  a diversity  of  surgical  tech- 
nics in  the  literature.  In  general,  there  are  two 
methods  that  are  commonljr  used  today,  of  ap- 
proaching the  repair  of  these  hernias,  namely, 
the  femoral  and  the  inguinal  approaches. 

In  the  femoral  approach,  the  so-called  Bassini 
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operation,  the  incision  is  made  directly  over  the 
hernia  sac.  Dissection  of  the  sac  is  carried  out, 
the  sac  is  opened,  the  contents  reduced,  and  the 
sac  is  ligated  as  high  as  possible.  There  are  those 
who  believe  that  this  is  adequate  treatment  and 
that  no  effort  should  be  made  to  close  the  femoral 
ring.  Waugh  and  Hansfeld  reported  on  1 1 cases 
with  no  recurrences.4  However,  most  surgeons 
utilizing  this  approach  attempt  to  prevent 
1 recurrences  by  closing  the  femoral  ring,  uniting 
1 the  lower  edge  of  the  inguinal  ligament  to 
; Cooper’s  ligament,  or  if  this  is  not  feasible,  the 
I more  movable  pectineus  fascia.  A useful  modi- 
I fication  of  this  technic  is  to  elevate  a flap  of 
; pectineus  fascia,  leaving  it  attached  to  Cooper’s 
' ligament  and  suturing  it  across  the  open  femoral 
; ring  to  the  inguinal  ligament.  The  wound  is 
; then  closed  in  layers. 

In  the  inguinal  approach  as  advocated  by 
5 Moschowitz,  the  incision  is  made  above  and 
parallel  to  Poupart’s  ligament.5  This  incision 
( can  be  converted  into  a T-type  incision,  as  recom- 
ij  mended  by  Dennis,6  when  strangulated  intestine 
jj  is  found,  and  primary  end-to-end  anastomosis  is 
ill  carried  out  before  removing  the  resected  portion 
I of  gangrenous  bowel  from  below.  The  external  ob- 
I lique  aponeurosis  is  separated  in  the  direction  of  its 
j fibers,  and  the  spermatic  cord  is  dissected  out  of 
f its  bed.  The  transversalis  fascia,  forming  the 
floor  of  Hesselbach’s  triangle,  is  then  incised  from 
the  pubic  spine  to  the  internal  ring,  and  the  fem- 
I oral  hernia  is  then  clearly  exposed. 

The  peritoneum  may  be  opened  at  this  point 
I and  the  contents  of  the  sac  be  observed  entering 
the  neck  of  the  sac  from  above.  This  is  of 
| extreme  importance  in  the  treatment  of  strangu- 
i lated  femoral  hernias,  and  all  such  hernias  should 
be  approached  by  the  inguinal  route.  The 
i contents  of  the  sac  are  reduced,  visually  inspected, 

I and  the  sac  itself  dissected  out,  ligated,  and  re- 
! sected.  The  femoral  opening  can  now  be  closed 
under  direct  vision. 

Various  methods  are  advocated  for  closing  the 
femoral  openings,  usually  attempting  to  approxi- 
mate the  lower  edge  of  the  inguinal  ligament 
to  Cooper’s  ligament  with  interrupted  sutures. 
In  order  to  do  this  without  tension,  the  inguinal 
ligament  must  be  somewhat  lax  and  movable. 

Apposition  without  tension  is  a prerequisite  to 
firm,  fibrous  healing.  The  use  of  a metal  staple 
to  approximate  these  structures  has  been  ad- 
vocated by  Roux.  Closure  of  the  femoral  ring 
by  a network  of  living  fascia  strips  between  Pou- 
part’s and  Cooper’s  ligaments,  from  the  lacunar 
I (Gimbernat’s)  ligament  to  the  femoral  vessels, 
forms  a strong  fibrous  barrier  against  peritoneal 
protrusions.  The  technic  of  suturing  the  con- 
i' joined  tendon  to  Cooper’s  ligament  (Lotheissen) 
I from  the  lacunar  ligament  to  the  femoral  vein, 


has  long  been  utilized.  More  recently,  McVay 
and  Anson7  and  Harkins8  have  emphasized 
approximation  of  the  transversalis  fascia  to 
Cooper’s  ligament  as  a more  correct  anatomic 
repair.  Both  methods  attempt  to  close  the  ori- 
fice of  the  femoral  canal. 

The  success  of  any  or  all  of  these  technics 
depends  on  sound  healing  of  the  opposed  struc- 
tures. Failures  are  for  the  most  part  due  to  the 
necessity  for  suturing  under  tension.  Following 
closure  of  the  femoral  ring  the  conjoined  tendon 
is  sutured  to  the  reflected  edge  of  Poupart’s 
ligament  up  to  the  internal  ring,  and  the  sper- 
matic cord  is  partially  transplanted.  Dissection 
should  be  carried  out  in  the  superficial  plane 
over  the  femoral  area  in  order  to  be  sure  all 
properitoneal  fat  has  been  removed.  The  wound 
is  closed  in  layers. 

Analysis  of  203  Cases 

During  a recent  ten-year  period  there  were 
203  operations  performed  for  femoral  hernia  at 
the  U.S.  Public  Health  Service  Hospital,  Staten 
Island,  New  York.  Follow-up  letters  were  sent 
to  each  patient  who  had  been  operated  upon  for 
femoral  hernia.  Of  this  group,  101  patients, 
or  50  per  cent,  either  answered  the  questionnaire 
satisfactorily  or  were  examined  by  Public  Health 
Service  Hospital  physicians,  and  accurate  re- 
sults were  tabulated. 

Age  Distribution. — It  is  of  importance  that  135, 
or  66  per  cent,  of  the  femoral  hernias  were  found 
to  occur  during  the  fourth  and  fifth  decade  of 
life  in  this  group  of  patients,  and  that  168,  or 
82  per  cent,  were  found  to  occur  in  the  thirty  to 
sixty  age  group.  The  youngest  patient  was 
eighteen  years  of  age,  and  the  oldest  was  seventy- 
four  years.  The  appearance  of  femoral  hernias 
at  a later  date  than  inguinal  hernias,  with  the 
greatest  number  being  found  in  the  older  age 
group,  emphasizes  that  muscular  and  tissue 
weakness  is  an  important  contributing  factor 
in  the  etiology  of  femoral  hernias. 

Sex  Distribution. — As  the  patients  of  Public 
Health  Service  Hospitals  are  predominately 
male  American  seamen,  it  is  understandable  that 
the  majority  of  the  operations  are  upon  males. 

History  of  Trauma. — That  trauma  (such  as 
lifting  a heavy  weight,  straining,  or  a direct 
blow)  is  an  important  exciting  factor  in  producing 
hernias  can  be  fairly  well  substantiated,  since 
patients  frequently  relate  the  onset  of  the  signs 
and  symptoms  to  a specific  injury.  However,  in 
this  group  of  patients,  the  fact  that  history  of 
trauma  often  is  of  value,  (occasionally  necessary) 
in  order  to  be  eligible  for  surgical  treatment, 
distorts  the  actual  relationship  of  trauma  to  the 
cause  of  femoral  hernia.  Of  the  203  patients, 
93,  or  45.8  per  cent,  related  the  onset  of  the  hernia 
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to  one  or  more  instances  of  specific  injury.  In 
the  remaining  cases,  most  of  the  hernias  were 
symptomless  until  either  the  patient,  or  an  ex- 
amining physician,  noted  the  femoral  mass. 

Location  of  Hernia. — As  in  inguinal  hernias, 
the  right  side  is  more  frequently  the  site  of  fem- 
oral hernias  than  the  left.  Of  the  203  herni  as, 
114,  or  56.2  per  cent,  were  found  to  be  on  the 
right  side,  while  71,  or  35  per  cent,  were  on  the 
left  side.  Eighteen  patients  were  found  to  have 
bilateral  femoral  hernias  at  the  time  of  admission. 
There  seems  to  be  no  valid  anatomic  reason  for 
the  preponderance  of  right-sided  hernias. 

Associated  Inguinal  Hernias. — Femoral  hernias 
are  frequently  associated  with  inguinal  hernias, 
particularly  inguinal  hernias  on  the  same  side. 
In  this  series,  femoral  hernias  were  most  com- 
monly found  to  be  associated  with  direct  inguinal 
hernias  on  the  same  side.  Forty-five  patients, 
or  nearly  23  per  cent  of  the  total  number,  were 
found  to  have  direct  inguinal  hernias  on  the  same 
side  as  the  femoral  hernia.  Of  the  203  patients, 
82,  or  34  per  cent,  were  found  to  have  associated 
inguinal  hernias  grouped  into  the  following 
locations:  (1)  direct  inguinal  hernia  on  same 

side,  45;  (2)  indirect  inguinal  hernia  on  the 
same  side,  40;  (3)  direct  inguinal  hernia  on  the 
opposite  side,  23,  and  (4)  indirect  inguinal  hernia 
on  the  opposite  side,  16.  The  association  of 
femoral  and  inguinal  hernias  in  one  third  of  the 
cases  of  femoral  hernia  suggests  that  a causal 
relationship  may  exist,  but,  in  itself,  the  informa- 
tion is  inconclusive. 

Strangulated  Hernia. — Nineteen,  or  9.4  per 
cent,  of  the  203  patients  were  found  to  have 
strangulated  contents  of  the  femoral  hernia  sac. 
Strangulation  occurs  much  more  frequently  in 
femoral  hernias  than  in  inguinal  and  is  the  chief 
cause  of  the  elevated  mortality  rate  given  in 
most  series  of  femoral  hernias  reported.  Stran- 
gulation usually  occurs  in  persons  over  fifty  years 
of  age,  and  mortality  is  usually  ascribed  to  poor 
condition  of  the  patient.  Jarboe  and  Pratt 
state  that  the  condition  of  the  strangulated 
contents  of  the  sac  is  of  more  importance  in 
prognosis.2  In  none  of  the  cases  in  this  series 
was  resection  of  bowel  necessary.  Resection  of 
strangulated  omentum  was  frequently  done. 

Method  of  Repair. — As  discussed  previously, 
two  surgical  approaches  to  femoral  hernias  are 
in  general  use  to  day.  The  femoral  approach,  in 
which  the  sac  is  approached  from  below  the  in- 
guinal ligament,  is  the  simpler  operation,  and 
continues  to  be  strongly  advocated  by  some 
authors.  The  inguinal  approach,  in  which  the  sac 
is  approached  from  above  the  inguinal  ligament, 
is  much  more  frequent^'  used  today,  and  is  the 
approach  of  choice  in  strangulated  femoral  hernia. 

Of  the  203  patients,  132,  or  59  per  cent,  were 


treated  surgically  through  an  inguinal  approach, 
while  89,  or  41  per  cent,  were  repaired  through  a 
femoral  incision.  Eighteen  patients  had  bilateral 
femoral  hernia  so  that  a total  of  221  operations 
were  performed  on  the  203  patients.  It  is  of 
interest  to  note  that  the  five  patients  who  later 
developed  recurrent  femoral  hernias  were  all 
repaired  through  the  inguinal  approach.  How- 
ever, much  more  than  anatomic  approach  under- 
lies the  etiology  of  recurrent  hernias,  and  this 
observation  is  not  considered  so  significant. 
An  effort  was  made  in  every  instance,  when  either 
approach  was  utilized,  to  close  the  femoral  ring 
with  interrupted  sutures.  The  type  of  suture 
material  varied  and  will  be  discussed  later.  It 
cannot  be  emphasized  too  strongly  that  sutures 
placed  under  considerable  tension  in  attempting 
to  close  this  ring  wall  not  be  successful.  The 
yielding  pectineus  fascia  was  used  in  numerous 
instances  to  approximate  the  inguinal  ligament, 
when  satisfactory  apposition  of  Poupart’s  and 
Cooper’s  ligaments  could  not  be  obtained.  In 
no  instance  was  fascia  used  in  the  surgical  repair. 

Type  of  Suture  Material. — There  has  been  a 
definite  trend  from  absorbable  to  nonabsorbable 
suture  material  in  recent  years.  Silk  suture 
has  gradually  been  replaced  by  surgical  cotton 
which  provides  the  most  satisfactory  result, 
in  so  far  as  providing  tensile  strength  with  least 
amount  of  tissue  reaction.  Of  the  203  patients, 
186,  or  92.8  per  cent,  were  repaired  with  chromic 
catgut,  while  17,  or  7.2  per  cent,  were  repaired 
with  nonabsorbable  silk  or  cotton.  Of  the  five 
recurrences,  it  was  found  that  two  were  repaired 
with  catgut  sutures,  and  the  remaining  three  with 
silk. 

Type  of  Anesthesia. — Spinal  anesthesia  is  the 
procedure  of  choice  in  femoral  hernioplasty. 
In  the  last  four  years  of  this  study  only  four 
patients  had  general  anesthesia,  as  compared  with 
77  who  were  given  spinal  anesthetics.  Of  the 
203  patients,  136,  or  67  per  cent,  were  operated 
upon  under  spinal  anesthesia.  Sixty-four,  or 
31.6  per  cent,  were  given  general  gas  anesthesia, 
while  only  3,  or  1.4  per  cent,  were  repaired 
surgically  with  the  use  of  local  anesthesia. 

Complications. — No  serious  complications  were 
encountered  in  this  group  of  patients.  One  of 
the  five  patients  who  developed  atelectasis  re- 
quired prolongation  of  hospitalization  to  thirty- 
two  days,  but  the  other  four  patients  responded 
rapidly  to  conservative  measures  and  were  dis- 
charged at  the  usual  time.  There  were  two  pa- 
tients who  developed  local  wound  infections 
which  were  not  serious  in  import.  One  patient 
developed  a mild  pneumonitis,  which  quickly 
cleared  and  did  not  prolong  hospitalization. 
The  incidence  of  respiratory  tract  complications 
is  almost  negligible  when  spinal  anesthesia  and 
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early  ambulation  are  employed.  The  importance 
of  operative  preparation  of  each  patient  cannot 
be  overemphasized  in  an  effort  to  reduce  post- 
operative complications. 

Recurrences. — The  patients  were  followed  for 
varying  periods  of  time,  the  briefest  time  being 
six  months  and  the  longest,  twelve  years. 

There  were  five  recurrences  in  the  101  patients 
followed,  making  a known  recurrence  rate  of 
5 per  cent.  Four  of  the  five  recurrences  were 
substantiated  by  physical  examination.  One 
was  reported  by  questionnaire  to  have  recurred. 
Two  factors  which  we  consider  of  significance  in 
causing  recurrence  are  found  here:  (1)  that 

multiple  hernias  were  repaired  at  the  same  time 
and  (2)  that  it  is  occasionally  necessary  to 
sacrifice  supporting  tissues,  such  as  the  inguinal 
ligament,  in  order  to  return  the  strangulated 
contents  of  the  sac  to  normal  as  soon  as  possible. 
The  loss  of  strength  following  such  a procedure 
predisposes  to  recurrence  of  the  hernia.  Other 
factors,  such  as  type  of  anesthesia,  suture  ma- 
terial, anatomic  approach,  and  early  ambulation, 
do  not  appear  to  be  related  to  incidence  of  recur- 
rence. We  feel  that  the  reported  incidence  of 
recurrence  of  5 per  cent  is  fairly  accurate,  since 
84  of  the  101  patients  were  followed  for  more 
than  a three-year  period. 

Summary 

1 . A total  of  203  patients  was  operated  upon 
at  this  hospital  for  femoral  hernia  during  a recent 
ten-year  period.  During  this  same  period, 
approximately  9,720  inguinal  hernia  operations 
were  performed,  making  a ratio  of  one  femoral 
hernia  to  each  48  inguinal  hernias. 

2.  Associated  inguinal  hernia  was  found  in 
one  third  of  the  cases;  23  per  cent  had  direct 


inguinal  hernia  on  the  same  side,  and  20  per  cent 
had  indirect  inguinal  hernia  on  the  same  side; 
39  cases  had  inguinal  hernia  on  the  opposite  side. 

3.  Adequate  follow-up  studies  were  performed 
on  101  patients,  or  50  per  cent,  who  were  followed 
from  six  months  to  twelve  years  following  opera- 
tion. Eighty-four  of  the  101  patients  were  fol- 
lowed for  a period  longer  than  three  years. 

4.  There  were  five  known  recurrences  among 
the  101  patients.  Factors  which  influence  recur- 
rence incidence  are  mentioned.  This  recur- 
rence rate  figure  is  believed  to  be  fairly  accurate, 
since  84  per  cent  of  the  patients  were  followed 
for  a period  of  more  than  three  years. 

5.  One  hundred  ninety-six,  or  97  per  cent, 
of  these  patients  were  male,  this  preponderance 
being  due  to  the  special  type  of  patients  admitted 
to  the  hospital. 

6.  Femoral  hernias  were  found  to  be  located 
on  the  right  side  (56.9  per  cent)  more  often  than 
the  left  (35.2  per  cent).  There  were  18  instances 
of  bilateral  femoral  hernia,  or  8.9  per  cent. 

7.  Nineteen  (9.5  per  cent)  of  the  patients 
were  found  to  have  strangulated  hernias.  The 
pathogenesis  and  treatment  of  strangulated 
hernias  is  mentioned. 

8.  There  were  no  deaths  in  this  series  of  cases. 


References 

1.  McClure,  R.  D.,  and  Fallis,  L.  S.:  Ann.  Surg.  109: 
987  (1939). 

2.  Jarboe,  J.  P.,  and  Pratt,  J.  H.:  Am.  J.  Surg.  77: 
172  (1949). 

3.  Russell,  R.  H.:  Surg.,  Gynec.  & Obst.  43:  147  (1926). 

4.  Waugh,  R.  L.,  and  Hansfeld,  K.  F.:  Am.  J.  Surg.  58: 
73  (Oct.)  1942. 

5.  Moschowitz,  A.  V.:  New  Yoke  State  J.  Med.  7: 
396  (Oct.)  1907. 

6.  Dennis,  C.:  M.  Clin.  North  America  29:  1414  (Oct.) 
1949. 

7.  McVay,  C.  B.,  and  Anson,  B.  J. : Surg.,  Gynec.  & 
Obst.  88:  473  (1949). 

8.  Harkins,  H.  N.:  M.  Clin.  North  America  29:  1457, 
(Oct.)  1949. 

9.  Wilmoth,  C.  L. : Ann.  Surg.  105:  549  (Apr.)  1937. 


A dreamer  is  one  whose  eyes  are  always  fixed  on  the  day  before  yesterday  or  the  day  after 

tomorrow. — Anthony  Pryde 


Case  Reports 


PARADICHLOROBENZENE  POISONING  FROM  INSECTICIDES 


Lawrence  H.  Cotter,  M.D.,  New  York  City 


THERE  has  been  a general  tightening  up  on 
the  sales  of  toxic  drugs  for  human  consump- 
tion, but  a number  of  highly  poisonous  substances 
are  still  sold  over  the  counter  as  insect  repellents, 
moth  killers,  and  the  like.  In  the  American 
Scientist  of  January,  1952,  Friend  lists  10,000 
insecticides.1  Man}'  of  these  are  halogenated 
hydrocarbons,  produced  at  the  rate  of  millions 
of  pounds  a year,  and  they  should  all  be  handled 
with  caution. 

The  following  cases  were  exposed  to  paradi- 
chlorobenzene  sold  for  household  use  as  a de- 
stroyer of  moth  larvae  in  woolens. 

Case  Reports 

Case  1. — M.  M.,  housewife,  thirty-six  years  old, 
was  the  wife  of  a professor  of  chemistry.  Her  ad- 
mission to  the  hospital  suffering  from  periorbital 
swelling,  intense  headache,  and  profuse  rhinitis, 
after  using  commercial  moth  killer  in  her  home, 
pointed  up  the  dangers  of  the  substance  in  a rather 
dramatic  manner.  The  symptoms  subsided  in 
twenty-four  hours,  and  she  went  home  without 
further  study. 

Case  2. — R.  B.,  sales  clerk,  thirty-four  years  old, 
was  seen  on  May  11,  1951.  She  gave  a history  of 
employment  demonstrating  paradichlorobenzene 
preparations  for  a department  store.  The  odor 
from  the  open  cans  was  so  strong  that  she  worked 
in  a glass  booth  to  limit  the  smell  which  would  other- 
wise have  permeated  the  whole  floor.  About  a 
year  previously  she  began  to  feel  very  tired  and  took 
a long  vacation.  She  did  not  improve  and  finally 
went  back  to  work  under  the  same  conditions.  In- 
stead of  general  malaise,  she  now  became  acutely 
ill  with  nausea,  headache,  and  vomiting  and  was 
obliged  to  leave  after  a week.  Her  private  doctor 
diagnosed  a “liver  condition,”  and  she  was  hospi- 
talized with  a hemorrhage  from  the  gastrointestinal 
tract. 

Examination  showed  a woman  with  a dry, 
wrinkled  skin,  appearing  older  than  the  age  given. 


The  conjunctivae  were  muddy  with  a yellow  tinge. 
The  edge  of  the  liver,  firm  and  tender,  was  readily 
palpable,  and  the  spleen  was  felt  about  7 cm.  below 
the  costal  margin.  Large  internal  and  external 
hemorrhoids  were  also  present.  X-ray  of  the  esoph- 
agus showed  varices. 

Blood  count  showed  the  following:  hemoglobin 
14.5  Gm.;  ren  blood  cells  4.04  million;  white 
blood  cells  2,000;  neutrophils  65  per  cent; 
lymphocytes  40  per  cent;  monocytes  2 per  cent; 
eosinophils  2 per  cent;  basophils  1 per  cent.  There 
were  30,000  platelets.  Erythrocyte  sedimentation 
rate  was  14  mm.  per  hour.  Serum  cephalin-choles- 
terol  flocculation  (Hanger)  was  4 plus.  Kahn  test 
was  negative.  Chemical  findings  were  as  follows: 
blood  sugar  99  mg.  per  cent;  serum  bilirubin  1.2 
mg.  per  cent;  serum  nonprotein  nitrogen  26  mg. 
per  cent;  serum  uric  acid  2.6  mg.  per  cent;  serum 
cholesterol  160  mg.  per  cent;  serum  free  cholesterol 
45  mg.  per  cent;  serum  combined  cholesterol  115 
mg.  per  cent;  serum  total  inorganic  phosphate 
(asP)  3.4  mg.  per  cent.  Serum  alkaline  phospha- 
tase was  3.4  Bodansky  units  per  cent;  serum  total 
protein  8.0  Gm.  per  cent;  serum  albumin  4.2  Gm. 
per  cent;  serum  globulin  3.8  Gm.  per  cent;  serum 
euglobulin  0.8  Gm.  per  cent;  serum  pseudoglobu- 
lins 3.0  Gm.  per  cent;  serum  carbon  dioxide  con- 
tent 24.1  mEq.  per  L.;  serum  total  halogens  105.5 
mEq.  per  L.;  serum  sodium  137  mEq.  per  L.; 
serum  calcium  5 mEq.  per  L. 

Diagnosis  was  subacute  yellow  atrophy  and  cirrho- 
sis of  the  liver  from  paradichlorobenzene  poisoning. 

Case  3. — J.  A.  (seen  by  me  at  the  request  of  Dr. 
William  A.  Gardner)  was  a white  male  sixty  years 
old.  He  gave  a history  of  exposure  to  “moth  gas 
vapor”  in  his  home  for  three  or  four  months.  The 
odor  was  very  prominent  to  visitors.  He  had  a 
persistent  headache  in  common  with  all  other 
members  of  the  household.  He  noticed  that  he 
was  losing  weight,  and  he  had  been  haring  several 
bowel  movements  a day.  with  loose  tarn-  stools  for 
the  past  ten  days.  He  suffered  from  numbness, 
clumsiness,  and  a burning  sensation  in  the  legs. 
When  admitted  to  the  hospital  he  showed  the  fol- 
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lowing:  temperature  98.8,  pulse  96,  respirations 

20,  blood  pressure  110/70.  He  appeared  a chroni- 
cally ill,  adult  male,  with  dry,  redundant  skin  and 
icterus  of  the  conjunctivae  and  skin.  His  liver  was 
firm  and  irregular,  not  tender,  as  felt  3 fingers  below 
the  costal  margin.  Spleen  was  not  felt.  Speech 
was  slurred.  There  was  no  nystagmus.  Blood 
count  was  as  follows:  hemoglobin  7.3  Gm.  per  cent; 
red  blood  cells  2.43  million;  white  blood  cells  11,000; 
neutrophils  78  per  cent;  platelets  were  normal. 
Urinalysis  showed  the  following:  specific  gravity 

1.020;  albumin  1 to  4 plus;  bile  1 to  3 plus;  micro- 
scopic, red  and  white  blood  cells  and  casts  present. 
Kahn  test  was  negative.  Serum  cephalin-cholesterol 
flocculation  (Hanger)  was  negative.  Erythrocyte 
sedimentation  rate  was  44  mm.  per  hour,  rising  to 
93  mm.  per  hour.  Blood  chemistry  was  as  follows: 
serum  total  inorganic  phosphate  (asP)  2.1  mg.  per 
cent;  serum  alkaline  phosphatase  7.1  Bodansky 
units  per  cent;  serum  nonprotein  nitrogen  56  mg. 
per  cent;  serum  bilirubin  3.3  mg.  per  cent;  serum 
cholesterol  180  mg.  per  cent;  serum  total  protein  5 
Gm.  per  cent;  serum  albumin  2.9  Gm.  per  cent; 
serum  globulin  2.1  Gm.  per  cent. 

The  patient  had  lost  50  pounds  in  three  months. 
He  developed  ascites  and  died.  Clinical  diagnosis 
(confirmed  by  autopsy)  was  acute  yellow  atrophy 
due  to  paradichlorobenzene  poisoning. 

Case  4- — R.  A.,  wife  of  the  preceding  patient,  was 
seen  by  me  at  the  request  of  Dr.  William  A.  Gard- 
ner. The  patient  gave  a history  of  gradual  loss  of 
strength  and  weight.  She  had  noticed  swelling  of 
the  abdomen  about  six  months  before  onset  of  acute 
illness.  She  became  jaundiced  about  two  weeks 
before  she  was  admitted  to  the  hospital.  She  had 
had  a prolonged  and  severe  exposure  to  “moth  gas 
vapor”  in  her  home  since  May,  1944.  On  admission 
she  had  a temperature  of  100,  pulse  100,  respirations 
24,  blood  pressure  100/60.  She  appeared  chroni- 
cally ill  and  had  dilated  vessels  over  the  face  and 
body.  The  edge  of  the  liver,  irregular  and  hard, 
was  palpable  4 fingers  below  the  costal  margin. 
Blood  count  showed  the  following:  hemoglobin  12.9 
Gm.  per  cent;  red  blood  cells  3.9  million;  white 
blood  cells  18,000;  neutrophils  80  per  cent,  many  con- 
taining toxic  granules.  Blood  chemistry  was  as 
follows:  serum  nonprotein  nitrogen  91  mg.  per 

cent;  serum  total  inorganic  phosphates  (asP)  4.3 
mg.  per  cent;  serum  alkaline  phosphatase  7.6 
Bodansky  units  per  cent;  serum  urea  nitrogen  98 
mg.  per  cent;  serum  bilirubin  10.3  per  cent;  serum 
cholesterol  138  mg.  per  cent;  serum  total  protein 
6.2  Gm.  per  cent;  serum  albumin  2.8  Gm.  per  cent; 
serum  globulin  3.4  Gm.  per  cent;  serum  euglobulin 
0.4  Gm.  per  cent;  serum  pseudoglobulins  3.0 
Gm.  per  cent.  Serum  cephalin-cholesterol  floccula- 
tion (Hanger)  was  3 plus. 

The  patient  died  on  March  15,  1945,  a little  under 
a year  after  her  initial  exposure.  Clinical  diagnosis 
(confirmed  by  autopsy)  was  acute  yellow  atrophy, 
Laennec’s  cirrhosis  and  splenomegaly,  due  to  para- 
dichlorobenzene poisoning. 

Case  5. — J.  Z.,  a fifty-two-year-old  French  Can- 
adian, gave  a history  of  using  naphthalene  for  many 


years  in  his  trade  of  caring  for  raw  furs.  Two  years 
previously  the  process  had  been  changed  and  para- 
dichlorobenzene substituted  for  the  naphthalene. 
The  atmosphere  of  the  storage  plant  was  saturated 
with  the  vapor,  and  he  began  to  feel  weak  and  suffer 
from  frequent  attacks  of  nausea.  Sometimes  he 
brought  up  blood  in  noticeable  quantities,  and  six 
months  before  he  was  seen,  his  urine  became  very 
yellow  and  he  developed  jaundice. 

On  examination  he  proved  to  be  an  emaciated 
male,  with  an  icteric  tint  and  numerous  petechial 
hemorrhages  on  the  skin  over  his  whole  body,  and 
heavily  injected  conjunctivae.  The  liver  edge  was 
felt  5 cm.  below  the  costal  margin,  and  the  spleen 
was  easily  palpable.  He  had  numerous  external 
and  internal  hemorrhoids. 

Urinalysis  revealed  the  following:  protein  3 plus; 
bile  4 plus;  hyaline  casts  and  red  blood  cells  pres- 
ent. Blood  count  was  as  follows:  hemoglobin  9 
Gm.  per  cent;  red  blood  cells  2.1  million;  white 
blood  cells  1.6  thousand;  neutrophils  32  per  cent; 
lymphocytes  54  per  cent;  monocytes  3 per  cent; 
eosinophils  4 per  cent ; basophils  2 per  cent ; myelo- 
cytes 3 per  cent;  myeloblasts  2 per  cent.  Present 
also  were  numerous  normoblasts  and  megaloblasts 
and  anisocytosis.  Platelets  numbered  20,000.  Serum 
chephalin-cholesterol  flocculation  (Hanger)  was  4 
plus.  Kline  test  was  negative.  Blood  chemistry 
was  as  follows:  blood  sugar  77  mg.  per  cent;  serum 
bilirubin  7 mg.  per  cent;  serum  nonprotein  nitro- 
gen 44  mg.  per  cent;  serum  uric  acid  4 mg.  per  cent; 
serum  cholesterol  120  mg.  per  cent;  serum  free 
cholesterol  90  mg.  per  cent;  serum  combined 
cholesterol  30  mg.  per  cent;  serum  total  inorganic 
phosphates  (asP)  3.7  mg.  per  cent;  serum  alkaline 
phosphatase  8 Bodansky  units  per  cent;  serum 
total  protein  6.6  Gm.  per  cent;  serum  albumin  2.1 
Gm.  per  cent;  serum  globulin  2.8  Gm.  per  cent; 
serum  euglobulin  2.8  Gm.  per  cent;  serum  pseudo- 
globulin 1.7  Gm.  per  cent;  serum  carbon  dioxide 
content  18  mEq.  per  L.;  serum  total  halogens  94 
mEq.  per  L.;  serum  sodium  121  mEq.  per  L.  X- 
ray  showed  esophageal  varices. 

Diagnosis  was  subacute  yellow  atrophy  of  the 
liver  due  to  paradichlorobenzene  poisoning.  The 
man  was  removed  from  the  hazard,  and  although 
there  was  no  subsequent  opportunity  to  examine 
him,  he  was  reported  to  be  trapping  in  good  health 
four  years  later. 

Comment 

An  analysis  of  Cases  2 to  5 shows  a consistent 
picture  of  subacute  yellow  atrophy,  with  a tend- 
ency to  connective  tissue  formation  rather  than 
liver  cell  regeneration.  Jaundice  witli  elevation 
of  the  serum  bilirubin  was  present  in  all  cases, 
and  the  serum  alkaline  phosphatase  was  high  in 
three.  The  firm  edge  of  the  liver  was  felt  well 
below  the  costal  margin  in  every  case,  and  the 
spleen  was  large  in  Case  2,  Case  4,  and  Case  5. 
The  blood  count  showed  anemia  in  Case  3,  a 
borderline  anemia  in  Case  4,  and  severe  disturb- 
ances in  Case  5 suggestive  of  benzene  poisoning. 
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The  platelets  were  low  in  Case  2 and  Case  5,  and 
the  petechial  hemorrhages  which  were  prominent 
in  all  cases  were  probably  due  to  bone  marrow 
changes.  The  hemorrhoids  and  esophageal  var- 
ices were  due  to  secondary  cirrhosis.  The  urine 
showed  red  blood  cells  and  casts  in  Case  3 and 
Case  5,  and  bile  in  Case  3.  The  nonprotein 
nitrogen  was  high  in  Case  3 and  Case  5,  and  ex- 
tremely high  in  Case  4,  which  terminated  fatally. 
The  disturbances  of  the  serum  protein  in  Case  2, 
Case  3,  Case  4,  and  Case  5 are  consistent  with 
liver  damage.  The  Hanger  test  was  strongly 
positive  in  Case  2,  Case  4,  and  Case  5 and  nega- 
tive in  Case  3. 

Conclusion 

The  history  of  exposure  is  usually  unmistak- 
able, nevertheless  a number  of  these  cases  in  my 
experience  were  found  to  have  been  subjected  to 
surgery  for  alleged  disease  of  the  biliary  tract. 
Paradichlorobenzene  is  the  only  one  of  the  isomers 
which  is  solid  and  therefore  handier  for  domestic 


distribution.  The  ortho  and  meta  substances 
are  liquids  and  are  used  commercially  as  diluents 
for  paints,  varnishes,  and  waxes,  and  for  destroy- 
ing termites  and  other  insects.  The  ortho  com- 
pound is  listed  as  toxic  in  concentrations  above 
50  parts  per  million  in  the  atmosphere,2  which 
is  the  same  figure  accepted  for  carbon  tetra- 
chloride. However,  the  man  in  the  street  is 
well  aware  of  the  toxicity  of  the  latter.  Public 
education  should  be  pursued  to  include  the  para 
and  meta  compounds,  when  encountered  as  in- 
secticides for  moths,  roaches,  and  peach  tree 
borers.  As  a step  in  the  right  direction,  the 
Merck  Index  for  1952  states  that  “continued 
exposure  to  vapours  [from  paradichlorobenzene] 
for  one  to  two  years  may  cause  hepatitis  and 
cataracts.”3  A conservative  statement  indeed! 
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INTRA-ABDOMINAL  TORSION  OF  THE  APPENDICES  EPIPLOICAE 

Nathan  J.  Saltz,  M.D.,  and  George  M.  Saypol,  M.D.,  New  York  City 
(From  the  Surgical  Services  of  Beth  David  Hospital  and  University  Hospital ) 


TNTR  A- ABDOMINAL  torsion  and  gangrene  of 
the  appendices  epiploicae  is  a rarely  considered 
entity  in  the  differential  diagnosis  of  the  acute 
abdomen.  This  is  due,  to  some  extent,  to  the  in- 
frequency of  its  occurrence  but  more  largely  to  the 
generally  held  conception  that  it  is  a relatively 
benign  affair  in  which  the  preoperative  diagnosis 
cannot  be  made  with  any  degree  of  certainty.  Thus, 
quite  properly,  it  is  overshadowed  in  the  mind  of  the 
observer  by  processes  of  far  greater  pathologic 
import  whose  symptom  complexes  it  so  closely 
simulates.  Since  the  occurrence  of  such  a complex 
will  invariably  result  in  laparotomy,  it  is  clear  that 
the  clinical  importance  of  the  syndrome  lies  not  in 
preoperative  diagnosis  but  rather  in  an  awareness  of 
its  existence  and  in  the  ability  to  recognize  it  once  the 
abdomen  has  been  entered  and  exploration  eliminates 
all  other  possibilities.  It  is  our  purpose,  in  this 
report,  to  add  two  new  cases  to  the  already  existing 
literature  and  to  collect  those  cases  which  have  been 
published  since  the  last  collective  review  by  Rosen- 
baum and  Kissinger  in  1950. 1 

Description  and  Etiology 

Anatomically,  these  appendages  are  small,  fat- 
laden pouches  of  peritoneum  varying  from  1 to  15 
mm.  in  size,  arranged  in  longitudinal  fashion  in  a 
double  row  along  the  colon  in  close  relationship  to 
the  taenia  coli.  In  the  average  adult  they  number 


about  100  and  are  most  conspicuous  along  the 
transverse  and  sigmoidal  segments  of  the  colon. 
They  are  most  prominent  in  obese  individuals,  par- 
ticularly in  those  with  a recent  history  of  weight 
loss.  This  fact  has  given  rise  to  the  idea  that  they 
serve  as  fat  depots.  However,  there  is  as  yet  no 
general  agreement  as  to  their  function,  the  most  com- 
monly accepted  belief  being  that  they  function  pri- 
marily' as  protective  agents  much  in  the  manner  of 
the  omentum,  walling  off  infective  and  irritative 
foci  by  those  qualities  of  adherence  which  are  com- 
mon to  all  peritoneal  surfaces.  Pines  el  al.,  in  a very 
careful  investigation  of  the  blood  supply  of  the 
colon,  injected  a mixture  of  red  lead  and  starch  into 
the  colonic  blood  vessels  and  noted  that,  instead  of 
entering  the  bowel  at  the  mesenteric  border,  the 
vessels  divide  and  encircle  the  bowel,  giving  off 
small  branches  to  the  wall.2  The  main  vessel  then 
continues  into  the  epiploic  appendage  forming  a U- 
shaped  arc  from  which  branches  are  again  given  off 
to  the  fat  of  the  appendage  and  the  bowel  wall, 
the  main  vessel  finally  entering  the  bowel  wall  ad- 
jacent to  the  taenia.  It  was  their  conclusion  that 
the  appendices  epiploicae  are  protective  fat  pockets 
for  the  redundant  vessels,  forming  a sort  of  vascular 
reservoir  to  be  drawn  on  when  the  bowel  is  distended, 
thus  avoiding  compression  and  obliteration  of  the 
vascular  lumen.  It  remained  for  Cheever  to  state 
that,  in  all  probability,  the  appendices  epiploicae 
had  no  function. 
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The  etiology  of  the  process  is  obscure  and  has 
been  the  cause  of  much  speculation.  Giffin  et  al. 
felt  that  obesity,  associated  with  excessive  weight 
loss,  was  a definite  factor  in  the  genesis  of  gangre- 
nous appendages,  pointing  out  that  the  ratio  of  obese 
patients  to  normal  in  the  occurrence  of  this  disease 
is  about  2:1. 3 Both  of  the  patients  presented  in 
this  report  were  obese.  Exactly  in  what  manner 
obesity  initiates  the  process  has  not  been  explained. 
Torsion  of  the  pedicle  is  generally  regarded  as  the 
force  producing  the  strangulation  and  resultant 
gangrene.  However,  an  actual  twist  in  the  pedicle 
cannot  always  be  demonstrated  although  it  was 
clearly  present  in  both  of  the  cases  presented  here. 
In  the  absence  of  demonstrable  torsion,  infarction 
and  gangrene  would  be  based  on  thrombosis  due  to 
any  number  of  reasons.  Klingenstein  showed  it  to 
be  the  occasional  result  of  a nearby  inflammatory 
process,  citing  two  cases  in  evidence.4  Payr,  in  a 
most  ingenious  deduction,  pointed  out  that  the 
veins  in  the  pedicle,  being  longer  than  the  corre- 
sponding arteries,  become  twisted  around  the  arter- 
ies with  infarction  and  gangrene  based  on  the  re- 
sulting venous  occlusion.6  The  involved  epiploic 
appendage  appears  as  a hard,  reddish-black,  ne- 
crotic mass,  twisted  on  its  slender  pedicle,  and  stand- 
ing out  prominently  from  the  adjacent  pale  yellow 
fat  pads.  The  process  subsequently  results  in  or- 
ganized fibrinous  masses  which  occasionally  have 
become  separated  from  their  pedicle,  forming  free 
bodies  in  the  peritoneal  cavity.  Klingenstein  was 
able  to  find  in  the  literature  12  such  cases  of  loose 
intraperitoneal  bodies  apparently  having  originated 
as  appendices  epiploicae.4 

Review  of  the  Literature 

The  first  review  of  the  literature  of  this  disease 
process  was  presented  in  1919,  by  Hunt,  wrho  wras 
able  to  collect  a total  of  16  cases.6  Since  that  time 
Fiske,  Mabrey,  Giffin,  Pines  et  al.,  and  finally  Rosen- 
baum and  Kissinger,  in  1950,  have  presented  col- 
lective reviews. 7>8'1-3  Rosenbaum  and  Kissinger 
assembled  79  cases  to  which  they  added  three  cases 
of  their  own  for  a total  of  82.  Twelve  cases  have 
appeared  in  the  literature  subsequent  to  their  re- 
view,6-12 and,  together  with  the  two  cases  presented 
in  this  report,  form  a total  of  96  cases  in  the  litera- 
ture up  to  the  present  time.  This  is  hardly  an  in- 
dication of  the  true  incidence  of  this  process  for 
many  cases  remain  unrecognized  and  perhaps  an 
even  greater  number  are  not  reported. 

Of  this  total  of  96  cases,  including  the  twro  in- 
stances in  this  report,  the  case  of  Wayne  Babcock, 
reported  by  Fiske,7  remains  as  the  solitary  instance 
of  correct  preoperative  diagnosis.  The  history  in 
this  instance  revealed  a previous  appendectomy  and 
a presenting  symptom  of  left  lower  quadrant  pain. 
By  far  the  most  common  diagnosis  is  that  of  acute 
appendicitis,  having  been  made  on  44  occasions  or 
in  45  per  cent  of  the  cases.  This  is  easily  accounted 
for  by  the  fact  that  the  right  lower  quadrant  was 
the  most  common  site  of  pain,  occurring  in  47  in- 
stances. The  next  most  common  site  of  pain  was 
the  left  lower  quadrant  which  occurred  on  32  oc- 
casions and  resulted  in  nine  instances  in  a preopera- 
tive diagnosis  of  diverticulitis.  The  remaining 


diagnoses  were  divided  between  twisted  ovarian 
cyst,  adnexal  inflammation,  cholecystitis,  etc.  Of 
the  entire  series  only  50  cases,  or  52  per  cent,  had 
symptoms  of  nausea  alone,  or  nausea  and  vomiting. 
While  no  diagnostic  conclusion  can  be  drawn  from 
the  absence  of  these  symptoms,  their  absence  ap- 
pears to  be  a suggestive  differential  point,  since  prac- 
tically all  other  intra-abdominal  pathology  is  usu- 
ally associated  with  some  form  of  obstruction  in  a 
hollow  organ,  a process  that  almost  uniformly 
produces  nausea. 

Case  Reports 

The  following  two  cases  are  presented  as  brief 
reports  in  some  detail.  Case  1,  that  of  a twelve- 
year-old  boy,  as  far  as  can  be  determined,  is  the 
youngest  case  to  appear  in  the  literature. 

Case  1. — R.  H.,  a twelve-year-old  Puerto  Rican 
male,  was  admitted  to  the  Beth  David  Hospital  on 
April  20,  1952,  complaining  of  right  lower  quadrant 
pain  of  twelve  hours  duration.  The  patient  had 
been  feeling  perfectly  well  until  the  morning  of  ad- 
mission, when  he  developed  a dull  aching  pain  in 
the  right  lower  abdominal  quadrant.  The  pain 
was  constant  and  had  become  increasingly  severe. 
There  was  no  nausea  or  vomiting.  However,  there 
was  marked  anorexia.  There  had  been  a normal 
bowel  movement  shortly  after  the  onset.  There 
was  no  history  of  a previous  similar  episode.  Physi- 
cal examination  revealed  an  obese,  well-developed, 
male  youth  in  rather  obvious  discomfort.  Positive 
findings  were  limited  to  the  abdomen,  which  re- 
vealed a moderate  degree  of  rigidity  in  the  right 
lower  quadrant  and  marked,  direct  and  rebound 
tenderness  in  this  area.  The  temperature  was 
100.2  F.  The  white  blood  count  revealed  13,000 
leukocytes  with  79  per  cent  neutrophils.  Examina- 
tion of  the  urine  was  negative.  A diagnosis  of  acute 
appendicitis  was  made. 

At  operation,  on  opening  the  peritoneum,  a 
moderate  amount  of  clear  fluid  escaped.  Explora- 
tion revealed  a normal  appendix  situated  retroce- 
cally.  There  was  no  Meckel’s  diverticulum  present. 
Further  exploration  revealed  a round,  hard,  reddish- 
black,  necrotic-looking  epiploic  appendage,  about 
2.5  cm.  in  diameter,  hanging  on  a long,  slender  pedi- 
cle from  the  proximal  half  of  the  transverse  colon. 
Examination  revealed  the  pedicle  to  be  twisted  on 
itself  many  times.  The  appendage  was  removed 
and  an  appendectomy  performed.  The  postopera- 
tive course  was  uneventful  and  the  patient  was  dis- 
charged seven  days  later. 

Pathologic  examination  revealed  an  appendage, 
6 by  2 cm.  in  size,  composed  of  hemorrhagic,  in- 
farcted  fat  tissue.  Diagnosis  was  hemorrhagic  in- 
farction of  epiploic  appendix. 

Case  2. — M.  K.,  a forty-two-year-old,  white  fe- 
male, was  admitted  to  the  University  Hospital  on 
September  10,  1948,  with  a twenty-four-hour  history 
of  lower  abdominal  pain.  The  patient  had  been 
well  until  the  day  prior  to  admission  when  she  de- 
veloped a steady,  dull  aching  pain  in  the  lower  mid- 
abdomen and  right  lower  quadrant,  which  had  been 
gradually  increasing  in  severity.  There  had  been 
anorexia  but  no  nausea  or  vomiting.  Bowel  move- 
ments had  been  normal.  There  was  no  history  of  a 
previous  similar  episode.  There  had  been  a previ- 
ous pelvic  laparotomy,  but  it  was  not  known 
whether  the  appendix  had  been  removed. 

Physical  examination  revealed  a moderately 
obese,  white  female.  There  was  a lower  midline 
abdominal  scar.  Positive  findings  were  limited  to 
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the  abdomen,  which  revealed  moderate  spasm  over 
the  lower  midabdomen  and  right  lower  quadrant. 
There  was  fairly  marked  direct  and  rebound  tender- 
ness over  this  area.  Temperature  was  98.4  F. 
The  white  blood  count  revealed  15,000  leukocytes 
with  60  per  cent  neutrophils.  Examination  of  the 
urine  was  negative.  The  tentative  diagnosis  was 
acute  appendicitis. 

At  operation  a right  rectus  muscle  splitting  inci- 
sion was  made.  Exploration  revealed  the  appendix 
to  have  been  previously  removed;  the  uterus,  right 
tube,  and  overy  were  normal;  the  left  adnexae  had 
been  removed.  Adherent  to  the  peritoneum  of  the 
anterior  abdominal  wall,  just  to  the  right  of  the 
umbilicus,  was  a gangrenous-appearing  epiploic 
appendage,  about  1.5  cm.  in  diameter,  attached  to 
the  transverse  colon  by  a slender  pedicle  which  had 
twisted  on  itself  many  times.  The  gangrenous  ap- 
pendage was  removed  and  the  abdomen  closed. 
The  postoperative  course  was  uneventful,  and  the 
patient  was  discharged  ten  days  later. 

Pathologic  examination  revealed  adipose  tissue, 
hemorrhagic  throughout  and  traversed  by  numerous 
dilated  capillaries.  The  surface  was  covered  by  a 
fibropurulent  exudate. 

Comment 

In  reviewing  this  series,  it  is  apparent  that  there 
are  no  pathognomonic  features  sufficiently  dis- 
tinguishable from  other  intra-abdominal  processes 
on  which  a preoperative  diagnosis  can  be  made. 
The  condition  occurs  most  commonly  between  the 
ages  of  twenty  and  sixty  years,  and  has  no  predilec- 
tion as  to  sex.  Typically,  the  patient  is  an  obese 
individual  whose  chief  complaint  is  steady,  aching, 
or  crampy  abdominal  pain  which  persists  at  its 
point  of  origin,  most  commonly  the  right  or  left 
lower  quadrant,  the  pain  varying  with  the  location 
of  the  appendage.  The  component  of  epigastric 
pain  with  radiation  to  the  right  lower  quadrant,  so 
typical  of  acute  appendicitis,  is  absent.  Nausea, 
or  nausea  and  vomiting,  which  are  present  in  prac- 
tically all  intraluminal  problems  associated  either 
with  the  gastrointestinal  or  genitourinary  systems, 
occurs  in  this  condition  in  approximately  50  per 
cent  of  the  cases.  Since  these  components  of  epi- 
gastric cramping  pain  and  vomiting  are  due  to  the 
visceral  sensory  impulses,  arising  either  in  an  in- 
flamed appendix  or  other  intra-abdominal  organs, 
which  on  entering  the  spinal  cord  induce  the  visceral 
response  of  abnormal  contraction  of  the  smooth 
musculature  of  the  stomach  by  means  of  an  auto- 
nomic reflex,  it  is  apparent  that  the  nervous  pathway 
necessary  for  the  passage  of  these  impulses  is  absent 
from  the  epiploic  fat  pads.  Where  vomiting  does 
occur,  it  is  probably  due  to  contiguous  irritation  of 
the  bowel  wall.  Physical  signs  are  again  dependent, 
on  the  location  of  the  affected  appendage  and  ap- 
pear as  direct  and  occasionally  as  rebound  tender- 
ness, depending  on  the  advancement  of  the  process, 
and  localized  rigidity  or  spasm.  The  temperature 
and  leukocyte  response  are  not  often  significant. 


It  becomes  quite  obvious  that  a correct  diagnosis 
based  on  these  criteria  can  be  nothing  more  than 
an  academic  hazard,  so  that  exploration  is  manda- 
tory. Once  this  has  been  undertaken  and  all  other 
possibilities  are  ruled  out,  the  ability  to  recall  and 
recognize  this  condition  becomes  important.  Were 
it  possible  to  make  the  diagnosis  preoperatively  with 
any  degree  of  certainty,  a conservative  approach 
might  be  justified.  In  general,  the  process  is  a 
benign  one,  and  one  would  suspect  that  the  peri- 
toneum, with  its  capacity  for  absorption,  would 
adequately  take  care  of  the  necrotic  tags,  since  the 
gut  itself  is  not  compromised.  However,  the  litera- 
ture reveals  four  deaths  definitely  related  to  torsion 
of  the  appendices  epiploicae.  Two  deaths  from  in- 
testinal obstruction,  resulting  from  the  adherence  of 
a loop  of  small  bowel  to  a gangrenous  appendage, 
were  reported  by  Riedel,  and  by  Baumeister  et  a/.13,11 
Ebner  reported  a death  from  paralytic  ileus  second- 
ary to  a gangrenous  appendix  epiploica.16  Seeley 
reported  a death  from  generalized  peritonitis  fol- 
lowing drainage  of  an  abscess  secondary  to  a gan- 
grenous appendix  epiploica.16  As  in  all  intraperi- 
toneal  inflammatory  processes,  serious  complica- 
tions from  torsion  and  gangrene  of  an  appendix 
epiploica  are  possible. 


Summary 


1.  Two  new  cases  of  twisted  appendices  epi- 
ploicae are  reported  and  the  recent  literature  col- 
lectively reviewed. 

2.  Twisted  appendices  epiploicae  are  productive 
of  symptoms  and  abdominal  signs  not  distinguish- 
able from  more  serious  intraperitoneal  processes. 

3.  Although  the  process  is  relatively  benign,  the 
lack  of  sufficiently  distinguishing  characteristics 
makes  abdominal  exploration  mandatory. 
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NECROLOGY 


Edward  J.  Collier,  M.D.,  of  Amsterdam,  died  on 
May  14  at  his  home  at  the  age  of  eighty-one.  Dr. 
Collier,  who  was  the  oldest  practicing  physician  in 
Amsterdam,  was  graduated  from  the  Albany  Medi- 
cal College  in  1896  and  interned  at  the  Jersey  City 
Hospital.  He  had  practiced  in  Amsterdam  since 
1898  and  in  1951  was  nominated  by  his  county 
medical  society  for  the  award  of  “Outstanding 
General  Practitioner  of  the  Year.”  Dr.  Collier  was 
attending  physician  at  the  Amsterdam  City  Hos- 
pital and  consulting  physician  at  St.  Mary’s  Hos- 
pital. He  was  a member  of  the  Montgomery 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Cowan,  M.D.,  of  Chenango  Bridge,  died 
on  March  10  at  the  age  of  sixty-four.  Dr.  Cowan 
received  his  medical  degree  from  the  University  of 
Wurzburg  in  1912.  He  was  attending  physician 
at  the  Broome  County  Tuberculosis  Hospital  and  a 
member  of  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  Roy  Dunton,  M.D.,  of  St.  Albans,  died  on 
May  2 at  the  age  of  seventy-two.  Dr.  Dunton 
was  graduated  from  the  Long  Island  College  Hos- 
pital Medical  School  in  1904.  He  was  a member 
of  the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edwin  Paul  Kolb,  M.D.,  of  Patchogue,  died  on 
June  14  at  his  home  at  the  age  of  sixty-nine.  Dr. 
Kolb  received  his  medical  degree  from  the  Univer- 
sity of  Maryland  in  1912  and  from  1914  until  1916 
was  on  the  staff  of  the  New  York  State  Tuberculosis 
Hospital  at  Ray  Brook.  In  1916  he  became  super- 
intendent of  the  Suffolk  County  Sanatorium  at 
Holtsville,  Long  Island,  a position  he  held  until 
his  retirement  in  1949.  Dr.  Kolb  served  in  the 
U.S.  Army  Medical  Corps  during  World  Wars  I 
and  II  and  held  the  rank  of  major  in  the  U.S.  Army 
Reserve. 

Dr.  Kolb  was  consulting  physician  at  Kings  Park 
Hospital,  State  Hospital  in  Central  Islip,  Southside 
Hospital  in  Bay  Shore,  Mather  Memorial  Hospital, 
Pilgrim  State  Hospital,  and  St.  Charles  Hospital, 
Port  Jefferson,  and  an  honorary  member  of  the 
staff  of  the  Southampton  Hospital.  A Diplomate 
of  the  American  Board  of  Internal  Medicine  and  a 
Fellow  of  the  American  College  of  Physicians  and 
the  American  College  of  Chest  Physicians,  he  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  Rochefort  McCarthy,  M.D.,  of  Brooklyn, 
died  on  May  16  at  the  age  of  fifty-eight.  Dr. 
McCarthy  received  his  medical  degree  from  the 
Georgetown  University  Medical  School  in  1924  and 
had  practiced  in  Brooklyn  for  the  past  twenty-five 
years,  serving  recently  as  deputy  medical  superin- 
tendent of  the  Kings  County  Hospital.  Dr.  Mc- 


Carthy was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Roy  Seeley  Moore,  M.D.,  of  Syracuse,  died  on 
May  26  in  Fort  Lauderdale,  Florida,  at  the  age  of 
sixty-eight.  Dr.  Moore  was  graduated  from  the 
Syracuse  University  College  of  Medicine  in  1912  and 
served  for  more  than  thirty  years  as  an  associate 
professor  at  the  College  of  Medicine.  He  had 
practiced  in  Syracuse  for  almost  forty  years,  having 
retired  in  1948.  Dr.  Moore  was  consulting  otolaryn- 
gologist at  the  Syracuse  General  Hospital  and  con- 
sulting ophthalmologist  at  the  University  Hospital. 
A Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Moore  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Bradbury  Noyes,  M.D.,  of  New  York 
City,  died  on  June  20  at  his  home  at  the  age  of 
eighty-seven.  Dr.  Noyes  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1891  and  during  World  War  I served 
as  a lieutenant  in  the  U.S.  Army  Medical  Corps. 
He  was  a member  of  the  New  York  Academy  of 
Medicine  and  the  New  York  Neurological  Society. 

Avraam  Shukuris,  M.D.,  of  New  York  City,  died 
on  June  18  at  his  home  at  the  age  of  sixty.  Dr. 
Shukuris  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1921 
and  interned  at  French  Hospital.  He  was  associate 
attending  gynecologist  at  French  Hospital.  A 
Fellow  of  the  American  College  of  Surgeons,  Dr. 
Shukuris  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Herbert  August  Wiggers,  M.D.,  of  New  York 
City  and  Dobbs  Ferry,  died  on  June  21  at  his  home 
in  Dobbs  Ferry  at  the  age  of  forty-six.  Dr.  Wiggers 
received  his  medical  degree  from  the  McGill  Uni- 
versity Medical  School,  Toronto,  Canada,  in  1934. 
A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  he  was  a member  of  the  American 
Psychiatric  Society,  the  American  Psychoanalytic 
Society,  the  New  York  Academy  of  Medicine, 
the  New  York  Psychoanalytic  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Melvin  Wolk,  M.D.,  of  New  York  City,  died  on 
June  5 at  the  age  of  seventy-five.  Dr.  Wolk 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School 
in  1907.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 
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James  Alexander  Miller  Fellowsliip — The  New 

York  Tuberculosis  and  Health  Association  an- 
nounces that  the  James  Alexander  Miller  Fellowship 
for  research  in  tuberculosis  will  be  available  from 
July  1,  1954,  to  June  30,  1955. 

This  Fellowship  is  designed  to  support  a qualified 
medical  investigator  who  will  devote  full  time  to  a 
research  project  with  a definite  bearing  on  tuber- 
culosis. Assurance  that  the  applicant  will  be 
acceptable  in  the  laboratory  or  clinic  of  his  choice 
must  be  provided,  as  well  as  the  facilities  necessary 
for  the  pursuit  of  the  work.  The  annual  stipend 
will  be  $5,000. 

Applications  should  be  submitted  in  duplicate  by 
October  1,  1953.  Application  forms  may  be  ob- 
tained by  writing:  The  Xew  York  Tuberculosis  and 
Health  Association,  3S6  Fourth  Avenue,  Xew  York 
16,  Xew  York.  Awards  will  be  announced  Decem- 
ber 1,  1953. 

Second  International  Congress  of  Cardiology — 

The  second  International  Congress  of  Cardiology 
will  be  held  in  Washington,  D.  C.,  September  12 
to  15,  1954.  The  scientific  sessions  will  last  for 
three  days  and  will  include  formal  papers,  panel 
discussions,  clinical  pathologic  conferences,  and 
visits  to  important  medical  centers  in  Washington 
and  Bethesda. 

Programs  will  be  printed  in  French,  Spanish,  and 
English,  and  immediate  translation  of  some  of  the 
papers  and  discussions  will  be  made  in  three  lan- 
guages. 

For  the  benefit  of  visitors  from  abroad,  the 
annual  scientific  sessions  of  the  American  Heart 
Association  will  be  held  in  Washington,  September 
16,  17,  and  18.  There  will,  also,  be  optional 
tours  to  cardiac  centers  in  various  parts  of  the 
United  States  and  Canada  during  the  latter  part  of 
September. 

American  Board  of  Obstetrics  and  Gynecology — 

Xew  York  State  candidates  certified  by  the  Ameri- 
can Board  of  Obstetrics  and  Gvn ecology  on  May 
24  were:  Dr.  Daniel  H.  Adler, Brooklyn;  Dr.  Leonard 
J.  Brandman,  Flushing;  Dr.  Thaddeus  J.  Bugelski. 
Buffalo;  Dr.  Vincent  Joseph  Capraro,  Buffalo; 
Dr.  Xoble  Franklin  Crandall,  Jamestown;  Dr. 
Sidney  B.  Doolittle,  Syracuse ; Dr.  Isidore  L. 
Epstein,  Bayside;  Dr.  Harold  J.  Feldman,  Buffalo; 
Dr.  David  S.  Fettes,  Brooklyn;  Dr.  James  Arnold 
Fitzgerald,  Watertown;  Dr.  Charles  W.  Frank, 
Xew  York  City;  Dr.  Ralph  W.  Getty,  Auburn; 
Dr.  John  S.  Giaccone,  Bronx;  Drs.  Oscar  Goldberg 
and  Everardo  Goyanes,  Brooklyn;  Dr.  Henry  A. 
Gozan,  Cambria  Heights;  Dr.  Bruce  A.  Harris, 
Jr.,  Brooklyn;  Dr.  Richard  A.  Hayden,  West 
Point;  Dr.  Leo  Hess,  Xew  York  City,  and  Dr. 
Louis  J.  Iandoli,  Jamaica. 

Certified  in  obstetrics  only  were:  Dr.  Louis  X. 
Kerstein,  Rochester;  Dr.  Carmelo  E.  LoPresti, 
Xew  York  City;  Dr.  Joseph  P.  Mahoney,  Douglas- 
ton;  Drs.  Memoir  R.  Marsh  and  John  G.  Masterson, 
Brooklyn;  Dr.  Charles  S.  Matthews,  Buffalo;  Dr. 
Thomas  J.  May,  Elmhurst;  Dr.  Ravmond  W. 
Mitchell,  Jr.,  Hamburg;  Dr.  Sidney  Jan  Peck, 


Great  Xeck;  Dr.  William  Y.  Redfield,  Syracuse; 
Dr.  Charles  Murray  Robin,  Huntington;  Drs. 
Magin  Sagarra.  Henry  I.  Saxe,  and  Myron  E. 
Steinberg.  Xew  York  City;  Dr.  George  Tartikoff, 
Brooklyn;  Dr.  Eben  D.  Tisdale,  Ithaca;  Dr.  John 
M.  Tortora,  Brooklyn ; Dr.  Morris  Unher,  Buffalo; 
Dr.  Joseph  Bert  Watrous,  Jr.,  Binghamton;  Dr. 
Irwin  Weiner,  Xew  York  City;  Dr.  Daniel  W. 
Wilbur.  Huntington;  Dr.  Lawrence  B.  Winkelstein, 
Xew  York  City;  Dr.  Howard  I.  Wolf,  Forest 
Hills;  Dr.  George  Salem  Zarou,  Brooklyn,  and 
Dr.  Irving  M.  Zindler,  Xew  York  City. 

Certified  in  gynecology  only,  were  Drs.  John 
William  Jameson  and  Heinz  L.  Lusehinsky,  Xew 
York  City. 

Occupational  Medicine  Lectures — A series  of  lec- 
tures on  "Occupational  Medicine”  will  be  given 
in  Amphitheater  A.  College  of  Physicians  and  Sur- 
geons, 630  West  168th  Street,  Xew  York  32,  Xew 
York,  beginning  September  19,  1953.  There  will 
be  no  formal  registration  and  no  tuition  fee,  and 
interested  members  of  the  medical  and  allied  pro- 
fessions are  invited  to  attend. 

The  first  lecture  will  be  held  on  September  19  and 
the  subject  will  be:  History.  Scope,  Objectives, 

and  Practice  of  Occupational  Medicine.”  Subse- 
quent lectures  and  the  dates  are,  tentatively: 
September  26,  "Industrial  Toxicology — General 
Principles”;  October  3,  "Toxic  Metals  I”;  October 
10,  "Toxic  Metals  II”;  October  17,  "Toxic  Solvents 
I”;  October  24,  "Toxic  Solvents  H”;  October  31, 
"Toxic  Dusts”;  Xovember  7,  ‘Toxic  Gases”; 
Xovember  14,  "Occupational  Dermatoses  and  In- 
fections”; Xovember  21,  “Ventilation,  Lighting, 
Xoise”;  Xovember  28,  "Elementary  Xuclear 
Physics  Radiation  Hazards  ' : December  5.  "Work- 
men's Compensation,”  and  December  12,  "Written 
Examination”  (optional  for  visitors). 

Progress  in  Hospital  Construction — Status  of  all 
Hill-Burton  hospital  construction  in  Xew  York 
State  as  of  June  17  is  as  follows:  51  projects  at  a 
total  cost  of  $3S6,056,751,  including  Federal  con- 
tribution of  $2,384,775,  and  supplying  2.448  addi- 
tional beds.  Under  construction:  18  projects  at 

a total  cost  of  $29,568,653,  including  Federal  con- 
tribution of  $7,971,361.  and  designed  to  supply 
1 ,529  additional  beds.  Approved  but  not  yet  under 
construction:  11  projects  at  a total  cost  of  $21,522,- 
320,  including  $5,296,890.  Federal  contribution,  and 
designed  to  supply  1,080  additional  beds. 

American  Board  of  Obstetrics  and  Gynecology — 

The  next  scheduled  examination  (Part  I)  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
written  examination  for  all  candidates,  will  be  held 
in  various  cities  of  the  United  States  and  Canada  on 
Friday,  February  5.  1954. 

Each  candidate  for  admission  to  the  examination 
for  certification  by  the  board  is  required  to  submit 
with  his  application,  a plain  typewritten  list  of  all 
patients  admitted  to  the  hospitals  where  he  prac- 
tices, for  the  year  preceding  his  application  or  the 
year  prior  to  has  request  for  reopening  of  his  applica- 
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tion,  with  the  diagnosis,  pathologic  diagnosis, 
nature  of  treatment,  and  end  results. 

Twenty-five  case  abstracts  are  due  immediately 
after  notification  of  eligibility  and  are  sent  by  the 
candidate  to  the  secretary. 

Attention  of  all  candidates  is  called  to  a change 
in  date.  Application  for  examination  or  re- 
examination, as  well  as  requests  for  resubmission  of 
case  reports,  must  be  made  to  the  secretary  prior 
to  October  1,  1953. 

Requests  for  application  forms  for  appraisal  of 
incomplete  training,  for  certifications,  and  bulletins, 
should  be  accompanied  by  a large  self-addressed 
stamped  envelope  and  mailed  to:  Robert  L. 

Faulkner,  M.D.,  Secretary,  American  Board  of 
Obstetrics  and  Gynecology,  2105  Adelbert  Road, 
Cleveland  6,  Ohio. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education 
Foundation  for  May,  1953,  from  New  York  State 
were:  Albany — Drs.  Kenneth  M.  Archibold, 

Richard  T.  Beebe,  Theodore  S.  Beecher,  Crawford 
J.  Campbell,  Eldridge  H.  Campbell,  Jr.,  Ethel  G. 
Cermak,  Paul  M.  Clark,  J.  G.  Converse,  Warren 

G.  Cross,  James  H.  Cullen,  Louis  J.  De  Russo, 
Fred  E.  Dexter,  Arthur  M.  Dickinson,  Irving  S. 
Dribben,  Anne  M.  Drislane,  William  Feltman, 
Thomas  F.  Frawley,  John  J.  Gamble,  John  G. 
Hayes,  Joseph  H.  Heim,  George  W.  Hemstead,  2d, 
Harry  Jasper,  Emerson  C.  Kelly,  Roy  C.  Kemp, 

H.  B.  Lang,  Raymond  G.  Leddy,  Basilia  Lipetz, 
Frank  C.  Maxon,  Jr.,  Frederick  D.  McCandless, 
William  G.  Richtmyer,  Thomas  A.  Ryan,  Paul 
Schultze,  Jr.,  Christopher  Stahler,  Jr.,  Michael  J. 
Stapleton,  Nicholas  P.  Teresi,  Victor  N.  Tompkins, 
Wesley  B.  Van  Deusen,  Robert  D.  Whitfield, 
Arthur  W.  Wright,  and  Albert  M.  Yunich. 

Also:  Albion — Dr.  Walter  Shifton;  Allamont — 
Drs.  Helen  O.  Sweeney  and  D.  Wheeler  Sweeney; 
Amenia — Dr.  Edward  A.  Larkin;  Amityville — 

Drs.  Manoel  deBono  and  Andre  Rolo;  Angola — 
Drs.  Anthony  J.  Cooper  and  Lee  R.  Sanborn; 
Arcade — Drs.  George  G.  Davis  and  Leo  L.  Trnka; 
Astoria — Drs.  Anna  M.  Arroyo,  Alfred  G.  Baldas- 
sare,  Rosario  M.  Gualtieri,  Philip  L.  Kaye,  Henry 
J.  Lange,  Peter  A.  E.  Saponaro,  Harry  A.  Schwartz, 
Frank  N.  Valente,  and  John  J.  Vasile;  Babylon — ■ 
Dr.  William  A.  Coates;  Ballston  Spa — Dr.  Lucien 
Pastore;  Batavia — Dr.  Joseph  Tannenberg;  Bath — 
Drs.  Stanley  B.  Chapman,  Joseph  J.  Sanford,  and 
Spencer  Z.  Selleck;  Bay  side — Drs.  Wilhelmina 

Hellin,  James  R.  Reuling,  Jr.,  Joseph  Rich,  and 
Michael  Smitonick;  Beacon — Drs.  Donato  A. 

Astone,  Joseph  A.  Astone,  Courtenay  L.  Bennett, 
Frank  E.  Hacker,  John  F.  McNeil,  Jonathan  Slo- 
cum, and  Charles  F.  Wolf;  Bellaire— Dr.  Jeptha  F. 
MacFarland;  Binghamton — Drs.  John  D.  Bowen, 
J.  Worden  Kane,  Harry  H.  Levy,  Ben  L.  Matthews, 
Charles  H.  McElwee,  Matthew  H.  Paushter,  and 
Florence  E.  Warner;  Bridgehampton — Dr.  Arthur  E. 
Corwith;  Bronx — -Drs.  Siegfried  S.  Alexander, 

Nathan  Bander,  Julius  M.  Berger,  Jerome  D. 
Burken,  Philip  Circincione,  Meyer  M.  Eckert, 
Arthur  Ettinger,  W.  J.  Farrell,  Harold  Fay,  Maney 
B.  Feiner,  Henry  Fleck,  Charles  J.  Gubitose, 
Morris  Hoffman,  Joseph  S.  Hory,  George  A.  How- 
ley,  Emanuel  B.  Kaplan,  Louis  S.  Levenstein, 
Yaroslav  Makarushka,  Mark  J.  Markham,  David 
Pecker,  Henry  Robbins,  Sidney  B.  Rooff,  Sol  S. 
Schifrin,  Mark  M.  Youmans,  and  Harry  Zimmer- 
man; Bronxville — Drs.  Winslow  S.  Edgerly,  Henry 
E.  McGarvey,  Ashley  B.  Morrill,  Charles  W.  Neu- 
hardt,  Colgate  Philips,  and  Waring  Willis. 


Also:  Buffalo — Drs.  Michael  G.  Abbott,  Kenneth 
M.  Alford,  Thomas  G.  Allen,  Jr.,  Joseph  T.  Andrews, 
Anthony  M.  Aquilina,  E.  Dean  Babbage,  Richard 
W.  Baetz,  Fred  W.  Barton,  Horace  L.  Battaglia, 
Herbert  H.  Bauckus,  Charles  A.  Bauda,  Craig  L. 
Benjamin,  Arthur  L.  Bennett,  William  F.  Beswick, 
Edmond  A.  Biniskiewicz,  Marvin  A.  Block,  Robert 
Blum,  Virgil  H.  F.  Boeck,  Charles  R.  Borzilleri, 
Jr.,  James  R.  Borzilleri,  John  C.  Brady,  Ernest  L. 
Brodie,  C.  Baxter  Brown,  Thomas  S.  Bumbalo, 
Matthew  J.  Callanan,  R.  A.  Caputi,  Francis  T. 
Carbone,  Joseph  V.  Carr,  Salvator  V.  Cavaretta, 
Max  Cheplove,  Matthew  J.  Clarke,  G.  A.  Cohn, 
James  P.  Cole,  Robert  J.  Collins,  Edward  D.  Cook, 
Vincent  S.  Cotroneo,  Harold  W.  Culbertson,  E. 
Hoyt  DeKleine,  Bernard  J.  Dolan,  Leo  J.  Doll,  Jr., 
Edward  F.  Driscoll,  William  D.  Dugan,  Leonard 
Duszynski,  George  L.  Eckhert,  Edward  G.  Eschner, 
John  F.  Fairbairn,  Paul  A.  Fernbach,  Alexander  J. 
Ferris,  Willard  G.  Fischer,  Theodore  C.  Flemming, 
William  G.  Ford,  Erwin  Frieder,  John  T.  Gabbey, 
Mario  C.  Gain,  Gerald  W.  Grace,  Norman  F. 
Graser,  Pasquale  A.  Greco,  Charles  J.  Grenauer, 
Ramsdell  Gurney,  Frank  P.  Haft,  H.  W.  Hale,  Jr., 
Donald  W.  Hall,  B.  Edward  Heckmann,  Norman 
Heilbrun,  Floyd  W.  Hoffman,  Harriet  Hosmer, 
Casimer  G.  Jenczeski,  Harold  B.  Johnson,  James  W. 
Jordon,  John  J.  Klaiber,  Niels  C.  Klendshoj,  Marian 
M.  Konczakowski,  Nathaniel  Kutzman,  Jacob  I. 
Lampert,  Irving  R.  Lang,  Alfred  Lechner,  Morton 
H.  Lipsitz,  Howard  P.  Longstreth,  Edward  J. 
Lyons,  Duncan  K.  MacLeod,  Anthony  J.  Marano, 
Clara  A.  March,  George  M.  Masotti,  George  J. 
Matusak,  Robert  C.  McDowell,  Hugh  J.  McGee, 
Elmer  T.  McGroder,  Donald  R.  McKay,  Robert  H. 
Mehnert,  W.  H.  Merrilees,  Elmer  Milch,  Samuel 
Militello,  Frank  J.  Montrose,  Lyle  N.  Morgan, 
Harry  M.  Murphy,  John  L.  Musser,  John  D. 
Naples,  Samuel  R.  Narins,  Erwin  Neter,  Benjamin 

E.  Obletz,  John  J.  O’Brien,  Thomas  J.  O’Brien, 
Robert  W.  O’Connor,  Kevin  M.  O’Gorman,  William 
J.  Orr,  Earl  D.  Osborne,  Howard  Osgood,  Raymond 
W.  Osgood,  Harold  K.  Palanker,  James  E.  Patter- 
son, Henry  L.  Pech,  Andrew  G.  Phelps,  James  F. 
Phillips,  Louis  M.  Privitera,  Clyde  L.  Randall, 
Albert  C.  Rekate,  Louis  Resman,  Allen  E.  Richter, 
Joseph  T.  Roberts,  Werner  J.  Rose,  Charles  E. 
Rung,  Nelson  G.  Russell,  Samuel  Sanes,  Joseph  C. 
Scanio,  Harvey  C.  Schneider,  Roy  L.  Scott,  Roy  E. 
Seibel,  Allan  W.  Siegner,  Edgar  A.  Slotkin,  Hey  man 
Smolev,  Ralph  G.  Stanbury,  Wallace  R.  Stewart, 
Robert  J.  Striegel,  Thomas  V.  Supples,  Gertrude  S. 
Swarthout,  Thomas  J.  Syracuse,  John  H.  Talbott, 
Louis  A.  Trovato,  Harry  N.  Tuchman,  Joseph  S. 
Tumiel,  Stuart  L.  Vaughan,  John  V.  Wadsworth, 
Carlton  E.  Wertz,  Everett  H.  Wesp,  William  F. 
White,  E.  A.  Woodworth,  Hiram  S.  Yellen,  Samuel 
Yochelson,  Mark  H.  Young,  Sigmund  A.  Zawadski, 
and  John  G.  Zoll. 

Also:  Caledonia — Drs.  William  S.  Andaloro  and 
Melville  A.  Hare;  Canandaigua — Drs.  George  L. 
Gilmore,  Joseph  A.  Griffen,  Willard  S.  Hastings, 
Ludwig  Mayer,  Erwin  C.  Merrill,  F.  A.  Olash, 
Augustus  W.  Sainsbury,  and  Philip  M.  Standish; 
Castile — Dr.  G.  Stanley  Baker;  Central  Islip — Dr. 

F.  J.  O’Neill;  Central  Valley — Drs.  Frank  M.  Bul- 
lard and  W.  J.  Hutchins;  Chappaqua — Dr.  William 
L.  Granger. 

Also:  Charlton — Dr.  I.  Ben  Rubin;  Chaumont — 
Dr.  Rudolph  J.  Haas;  Chenango  Bridge — Drs.  Jean 
C.  Smith  and  Robert  W.  Smith;  Cindnnatus — Dr. 
George  R.  Landwehr;  Cohoes — Drs.  James  MacF. 
Archibold  and  Francis  J.  Scott;  Cooperstovm — Drs. 
James  Bordley,  3d,  and  Olaf  J.  Severud;  Corinth — 
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Dr.  Raymond  D.  Snyder;  Cornwall — Dr.  Benno 
Janies  Troidle;  Corn waEL-on -H udson — Dr.  H.  M. 
Gasparian ; Corona — Dr.  Richard  R.  Panebianco; 
Cortland — Drs.  John  E.  Eckel,  Nicholas  J.  Gabriel, 
Fred  A.  Jordan,  Jr.,  Howard  D.  Kelley,  William  J. 
McAuliffe,  William  A.  Wall,  and  John  E.  Watten- 
berg;  Croion-on-H  udson — Dr.  George  Vogel;  Cuba 
— Dr.  Hazen  G.  Chamberlin ; Dansville — Drs. 

Motor  M.  Breen  and  Laveme  G.  Wagner;  Depew — 
Dr.  Alvin  V.  Kwak;  Douglaston — Dr.  Leif  Y. 

Jacobsen;  Dover  Plains — Dr.  Samuel  E.  Appel; 
Dryden — Dr.  John  F.  Dixon;  East  Greenbush — 
Dr.  Joseph  W.  Belser;  Eggertseille — Drs.  Francis  R. 
Coyle,  Carrol  J.  Shaver,  and  Dorothy  X.  Shaver; 
Ellenburg  Depot — Dr.  William  P.  McKenna;  Elm- 
hurst — Drs.  Alexander  Koevesdi,  Alvin  Slipyan, 
Irving  S.  Startz,  and  Eugene  J.  Tortora;  Elmira — 
Drs.  Werner  H.  Bloch,  Hobart  A.  Burch,  Lionel 
Dichter,  and  Harold  L.  Walker;  Endicott — Drs. 
John  A.  Kalb  and  Karl  D.  Rundell;  Far  Roclmway 
— Drs.  John  B.  Kaiser,  Harry  Richman,  and  Abra- 
ham G.  Silver. 

Also:  Flushing — Drs.  Clyde  X.  Baker,  Pasquale 
A.  Cioffi,  Thomas  M.  D'Angelo,  Leo  Dorbin,  Harry 
Ertel,  Joseph  A.  Gaetane,  William  A.  Katz.  Norman 
J.  Last,  Charles  R.  Marks,  Herbert  H.  Pomerance, 
Vincent  F.  Samataro,  M.  Schochet,  Benjamin 
Shankman.  Henry  Shankman,  Melvin  M.  Stone, 
Joseph  V.  Sullivan,  Margaret  E.  Sullivan,  Harry 
Wallerstein,  Harry  Weiss,  Samuel  Wenger,  and 
Joseph  B.  Weynert;  Forest  Hills — Drs.  Benjamin 
Apfelberg,  Philip  S.  Chasin,  Grace  Frank,  Jack 
Frankel,  Jacob  J.  Fuchsman,  Joseph  J.  Healy, 
Fred  Levy,  Cornelius  A.  Mahoney,  James  Marin, 
Chester  M.  Raphael,  Edward  L.  Seretan,  Joseph 
R.  Van  Dyne,  John  M.  Van  Der  Linde,  Mandel 
Weinstein,  Selma  Wertheimer,  Ezra  A.  Wolff,  and 
Herman  Wolff;  Fort  Plain — Dr.  Milton  Lipson; 
Frankfort — Dre.  Ernest  Enzien  and  George  J. 
Frankfort;  Fresh  Meadows — Dr.  Norton  M.  Luger; 
Fulton — Drs.  Harry  L.  Alpert  and  Marvin  J. 
Dexter;  Geneseo — Dr.  Gerald  B.  Manley;  Geneva, 
Drs.  Martin  J.  Coyne  and  M.  Edgerton  Deuel; 
Glen  Cove — Dr.  Gilbert  H.  Taylor;  Glendale- — Dr. 
Frederick  G.  Garttner;  Glens  Falls — Drs.  Richard 
C.  Batt,  Edgar  Birdsall,  Stanley  L.  Edmunds, 
Frank  M.  Falkenbury,  James  Glenn,  Jr.,  Charles  F. 
Hawkins,  Lester  C.  Huested.  Leonard  A.  Hulse- 
bosch,  Raymond  L.  Rhodes,  Philip  T.  Sehlesinger, 
James  B.  Shields,  William  P.  Simmonds,  Lyman  I. 
Thayer.  Byron  C.  Tillotson,  and  Saul  Yafa;  Glen- 
mont — Dr.  Thomas  L.  Piazza;  Goshen — Dr. 

Nathaniel  T.  Keys. 

Also:  Grahamsville — Dr.  Karl  H.  Messinger; 

Groton — Dr.  William  Q.  C.  Bole;  Hamburg — Drs. 
Amos  J.  Minkel,  Jr.,  and  Edward  M.  Tracy,  Jr.; 
Hammond — Dr.  Cyril  V.  Kimball;  Hamrnondsport — - 
Dr.  John  R.  Kuhl;  Hancock — Dr.  Donald  R. 

Davidson;  Hartsdale—  Dr.  David  Fertig;  Herkimer 
— Drs.  Harold  T.  Golden,  Hans  A.  Kotmetz,  and 
Daniel  C.  Shaughnessy;  Highland — Dr.  Carl  F. 
Meekins;  Holland — Dr.  Clinton  H.  Strong;  Hollis 
— Drs.  Seymour  Goodstein,  Peter  V.  Gugliuzza. 
Percy  S.  Rowe,  and  Albert  E.  Stahl;  Hoosicl:  Falls 
— Drs.  Clayton  E.  Shaw  and  Harold  G.  Stacy; 
H or seheads — Dr.  Norman  G.  Gridley;  Hudson — 
Dr.  Harold  Levine;  Huntington — Dr.  Ernest  B. 
Hof  man;  Huntington  Station — Dr.  Joseph  G. 

Pat  iky ; Hurley  Heights — Dr.  Ted  R.  Smalldon; 
Hyde  Park — Dr.  Henry  S.  Hirst;  Ilion — Dr.  Ladi- 
slaus  Merson;  Indian  Lake — Dr.  Hubert  F.  Car- 
roll;  Interlaken — Dr.  Stanley  B.  Folts;  Ithaca — 
Drs.  Horst  J.  Henike,  David  Robb,  and  Charles  S. 
Wallace;  Jackson  Heights — Drs.  Harold  R.  Fein- 


stein,  Louis  E.  Gaeta,  John  E.  Lally,  Robot  F. 
Perez,  Frank  P.  Pipia.  Samuel  S.  Safir,  Samuel 
Scheps,  Patrick  W.  Valicenti,  Kurt  Walder,  and 
Sigmund  Weinberger;  Jamaica — Drs.  Fred  Bock, 
John  Fred  Faigle,  Arthur  Feder,  Harry  Goldberg, 
Louis  J.  Guardino,  Louis  J.  Iandoli,  Anoch  H. 
Lewert,  Peter  A.  Miceli,  Daniel  Porte,  John  M. 
Seannell.  Abram  Sohmer,  Alice  S.  Staid,  William 
Stark,  Conrad  Stritzler,  Moritz  W.  Tanur,  Vincent 

G.  Tosti,  Alfred  A.  Trivilino,  John  J.  Van  Buren, 
and  Jacob  Weme. 

Also:  Jamestown — Drs.  Theodore  J.  Hoimlund 

and  Roland  B.  Laury ; Johnson  City — Drs.  Nicholas 

I.  Klirnow  and  Alexander  A.  Kosinski;  Kenmort — 

Drs.  Arthur  J.  Cramer,  Jr.,  John  H.  Geckler,  J.  W. 
He  wen.  Daniel  E.  Stedem,  Joseph  Tannenhaus,  and 
Harry  N.  Taylor;  Ke w Gardens — Drs,  Philip  H. 
Fink,  David  Lemer,  Curt  A.  Schmeidkr,  and 
Sarah  E.  Worob;  Kinderhook — Dr.  Edward  F. 
L’rba;  Kings  Park — Dr.  I.  Murray  Rossman; 
Kingston — Drs.  Vincent  P.  Amatrano,  William  J. 
Cranston,  Jr.,  Emil  S.  Goodyear,  Milton  M.  Grover, 
Jr.,  Frederic  W.  Holcomb,  Sr.,  and  Ulster  County 
Medical  Society  Woman’s  Auxiliary;  Lackawanna 
— Drs.  John  D.  O'Connor,  Joseph  R,  Saab  Eugene 
M.  Sullivan.  Edward  M.  Tracy.  Sr.,  and  Herbert 
E.  Wells;  Lake  Luzerne — Dr.  Betty  L.  Yoelker; 
Lancaster — Drs.  Albert  J.  Addesa  and  Charles  G. 
Irish;  Larchmont — Dr.  \ ictor  J.  Curtis:  Lima — 
Dr.  Ernest  A.  Sanders;  Lindenhurst — Dr.  Isaac 
Schlam;  Little  Falls — Drs.  George  A.  Burgin, 
Bernard  J.  Burke,  Joseph  W.  Conrad,  William  .A 
Jarrett,  and  Harry  D.  Vickers;  Lmngstor,  Manor — 
Dr.  Lewis  G.  Denman;  Long  Island  City — Drs. 
Herbert  Bermont,  Reuben  M.  Dicker,  Frank  J. 
Genovese,  William  A.  Iannotti.  Carl  Krenz.  Adrian 
Neumann,  Michael  Pollack.  William  E.  Robinson. 
Paul  A.  Sheller.  Robert  H.  Smith,  Augustine  J. 
Sperrazza.  and  Edward  F.  Tartaglione;  Long  Lake 
— Dr.  Morrison  J.  Hosier;  Loudonsille — Drs 

Dicran  A,  Berberian  and  Robert  Raymond;  Lyon 
Mountain — Dr.  Adam  Krakowski;  Mamar  onset — 
Dr.  William  Chester;  Manhasset — Nassau  County 
Medical  Society  Woman's  Auxiliary;  Mannsrille — 
Dr.  M.  N.  Margulies;  Marlboro — Dr.  John  B.  Scon; 
Maspeth — Drs.  Maurice  R.  Chassin,  Felix  H.  Metis, 
Kurt  Soloman,  and  Anthony  J.  Stalkus;  McLean — 
Dr.  Harold  E.  Klein;  Mechanicrille — Drs.  Anthony 

J.  Fantauxzi  and  John  C.  O'Brien:  Medina — Dr. 
Angelo  F.  Leone;  Meridian — Dr.  Frank  C.  Meyer; 
Merrick — Dr.  H.  B.  Holleb;  Mexico — Drs.  John 
R.  .Anderson  and  Charles  R.  Pyke;  Middle  Grose — 
Dr.  Edmond  A.  Suss;  Middletown — Drs.  William  J. 
Hicks,  S.  S.  Katz.  Harry  F.  Pohlmann,  and  Charles 
E.  Taber;  Middle  Village — Dr.  Nathan  M.  Jaret; 
MUlbrook — Dr.  William  W.  Bennett;  Mohavk — 
Dr.  William  J.  MacDonald;  Mount  Kisoo — Dr. 
Thomas  W.  Stevenson;  Mount  Vernon — Drs. 
Hyman  Belskv,  Mario  V.  Bisordi,  Frances  S. 
Lansdown,  Emanuel  A.  Novick,  Robert  L.  Rosen, 
Louis  H.  Tobin,  and  A.  D.  Van  Eyck;  .Vosaau — 
Dr.  Boris  Klasons;  Newburgh — Drs.  Robert  G. 
Bull  and  Charles  W.  Layne;  Newport — Drs.  Leo  L. 
Heller  and  Timothy  J.  Howard;  New  Rochelle — Drs. 
George  C.  Adie.  Lawrence  B.  Felmus,  Samuel  .A 
Hand.  Herbert  Kahan,  Robert  Lateiner,  Frederick 

H.  Lutze,  Paul  C.  Morrissey,  Clarence  A.  Read, 
Samuel  Silverman,  Edward  W.  Smith,  and  Norman 
Survis. 

Also:  New  York  City — Drs.  Arthur  C.  Allen, 

Morris  Amateau,  Jacob  B.  R.  Anower,  George  G. 
Arato,  I sad  ore  Arons,  Howell  E.  Babcock,  Edwin 
W.  Bader,  \ ltus  W.  Badia,  Louis  Barash.  David  N. 
[Continued  on  page  1700] 
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in  many  respects 
THE  SAFEST  among  the 
potent  hypotensives 


VERILOID 

a unique  alkaloidal  extract  of  Veratrum  viride 


• lowers  blood  pressure  by  vasorelaxation  independent 
of  vagomotor  effect 

• no  ganglionic  or  adrenergic  blocking 

• no  danger  of  postural  hypotension 

• cardiac  output  is  not  reduced 

• no  compromise  of  renal  function 

• cerebral  blood  flow  not  decreased 

• tolerance  or  sensitivity  rarely  develops 

• can  be  given  over  long  periods  without  loss  of  efficacy 


now  in  a new  and  highly 

advantageous  dosage  form 

RAUWILOID  + VERILOID8 


OTHER  DOSAGE 
FORMS 
OF  VERILOID 

Veriloid 

(plain)  is  available  in  1,  2, 
and  3 mg.  scored  slow  dis- 
solving tablets. 

Veriloid-VP 

combines  Veriloid  2 mg. 
and  phenobarbital  15  mg. 
(Vi  gr.)  per  tablet. 

Veriloid-VPM 

adds  mannitol  hexanitrate 
10  mg.  per  tablet  to  the 
formula  of  Veriloid-VP. 


The  addition  of  Rauwiloid  (1  mg.)  to  Veriloid 
(3  mg.)  in  one  tablet  presents  unique  advantages. 
Rauwiloid,  a mild  hypotensive  producing  virtually 
no  side  actions,  leads  to  desirable  moderate  brady- 
cardia, a feeling  of  calm  tranquility,  and  rapid 
remission  of  symptoms.  It  apparently  potentiates 
the  powerful  hypotensive  action  of  Veriloid,  thus 
making  it  possible  for  the  patient  to  obtain  striking 
reduction  of  blood  pressure  from  lower  doses  of 
Veriloid,  and  with  less  likelihood  of  side  actions. 
Average  dose,  one  tablet  3 times  daily,  ideally  after 
meals,  at  intervals  of  not  less  than  4 hours. 


RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard,  Los  Angeles  48,  California 
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Barrows,  Edward  H.  Bassen,  Simon  A.  Beiser, 
George  C.  Biondi,  Julius  S.  Blier,  David  M.  Bos- 
worth,  Paul  H.  Brauer,  Reginald  Burbank,  Kather- 
ine Butler,  Irving  Caine,  Meredith  F.  Campbell, 
Henry  A.  Carr,  Michel  Chirot,  Anthony  C.  Cipol- 
laro,  Lester  Clahr,  Clement  B.  Cobb,  John  R.  Cobb, 
Jacob  Cohen,  Charles  A.  R.  Connor,  John  M.  Con- 
verse, Nelson  W.  Cornell,  Joseph  E.  Corr,  Maurice 
J.  Costello,  E.  L.  Coultas,  Robert  L.  Craig,  Stuart 
L.  Craig,  Mary  M.  Crawford,  Douglas  S.  Damrosch, 
Hugh  P.  Davis,  D.  A.  D’Esopo,  Carlos  G.  de 
Gutierrez-Mahoney,  Vito  W.  Dillurio,  Blake  F. 
Donaldson,  Jeremiah  E.  Drew,  Murray  Dworetsky, 
Harold  B.  Eiber,  Kurt  R.  Eissler,  Samuel  A.  Feld- 
man, John  B.  Ferran,  Jr.,  George  A.  Fields,  Irving 

C.  Fischer,  Jacques  R.  Fischl,  Paul  Freud,  W. 
Guernsey  Frey,  Jr.,  Joseph  Gaar,  Anthony  R. 
Gabriel,  Joseph  Galasso,  Samuel  E.  Ganz,  Alice 
L.  A.  Gilbert,  Oscar  Glassman,  I.  Peter  Glauber, 
Seymour  Goldenberg,  Abraham  Greenberg,  Frances 
A.  Greenwood,  R.  V.  Grieco,  Alfred  Haas,  Leo  B. 
Halleran,  Isaac  Hartshorne,  Louis  A.  Hauser, 
Alfred  M.  Heilman,  Robert  G.  Hicks,  Norman  L. 
Higinbotham,  Morris  Hinenberg,  Walter  Hipp, 
Joseph  H.  Hodas,  Duke  J.  Hot',  George  H.  Hyslop. 

Also:  Drs.  Charles  H.  Immordino,  David  J. 

Impastato,  Kinichi  Iwamuto,  Max  Jacobson, 
William  C.  Jacobson,  Redford  K.  Johnson,  Scott 
Johnson,  Gerald  B.  Kara,  Harry  Kassop,  Samuel 
F.  Kelley,  Jane  D.  A.  Kennedy,  Harold  B.  Keyes, 
John  C.  Kilroe,  Henry  A.  Kingsbury,  Julius  I. 
Klepper,  Isabel  Knowlton,  Leonard  Y.  Kornblee, 
Joseph  H.  Krug,  Lawrence  S.  Kubie,  J.  Irving 
Kushner,  G.  C.  LaBelle,  Marion  D.  Laird,  Emanuel 
P.  La  Motta,  Vincent  D.  Larkin,  Thomas  E.  Lee, 
Samuel  R.  Lehrman,  Julius  Lempert,  Gerson  J. 
Lesnick,  David  M.  Levy,  Leon  P.  Lewithin,  Albert 
S.  Lyons,  Sigmund  Mage,  Margaret  S.  Mahler, 
Mary  R.  H.  Markham,  Samuel  Marton,  Joseph  J. 
McDonald,  Robert  McGrath,  Rustin  McIntosh, 
Gorman  J.  McVeigh,  William  T.  Medl,  Raymond 
S.  Mcgibow,  Harold  R.  Miller,  Max  Miller,  Henry 
Minsky,  David  T.  Mintz,  Erika  Mohr,  Dabney 
Moon-Adams,  Thomas  J.  Morrison,  Samuel  Muf- 
son,  Daniel  A.  Mulvihill,  Paul  M.  Neuda. 

Also:  Drs.  Clinton  P.  O’Connell,  Kermit  E. 

Osserman,  Harold  E.  B.  Pardee,  Z.  Rita  Parker, 
Richard  T.  Paton,  Brittain  F.  Payne,  Samuel  M. 
Peck,  Hugo  Peiser,  Aaron  R.  Peskin,  Richard  N. 
Pierson,  Bernard  J.  M.  Pisani,  Murray  Polsky,  John 
L.  Pool,  Milton  R.  Porter,  Robert  T.  Porter,  Pro  V. 
Prewitt,  Douglas  A.  Quick,  Ruth  Rabinovitch, 
Charles  R.  Rein,  John  D.  Richards,  John  H.  Rich- 
ards, Robert  W.  Richman,  Nathan  Robbins,  Morti- 
mer W.  Rodgers,  James  A.  Rosen,  Milton  Rothman, 
Percy  E.  Rvberg,  Manfred  Sakel,  Udall  J.  Salmon, 
Thomas  V.  Santulli,  Leo  M.  Satlof,  John  E.  Saw- 
hill,  Maurice  W.  Sehaehtel,  Alexander  Schiff,  Kauf- 
man Schlivek,  Emil  M.  Schnebel,  Herman  Sehneck, 
Godchaux  Schnerb,  De  Bruharry  C.  Schultz, 
Otto  F.  Schwartzer,  David  Schwimmer,  David 
Seegal,  Theo  R.  Seidman,  Frank  J.  Serafin,  Donald 
J.  Simons,  Eli  Sinins,  Beverly  C.  Smith,  William 
R.  Smith,  David  Soletsky,  Max  Sorell,  Mortimer 

D.  Speiser,  Maus  W.  Steams,  Jr.,  .Aaron  Stein, 
George  Stein,  Clarence  R.  Straatsma,  Raymond  P. 
Sullivan,  Ralph  M.  Sussman. 

Also:  Drs.  Arthur  M.  Sutherland,  Marguerite  P. 
Sykes,  Henry  K.  Taylor,  .Anthony  T.  Totero, 
Harold  B.  Trachtenberg,  Joseph  A.  Trackman, 
Maurice  Tulin,  Ham*  E.  Ungerleider,  Jerome  A. 
Urban,  Bella  S.  Van  Bark,  Morton  L.  Wadsworth, 
Robert  Wallach,  Edmond  Walther,  Jerome  P. 


Webster,  Jerome  Weiss,  Samuel  Weiss,  Frederick  J. 
Wertz,  William  P.  Whalen,  Felix  Widder,  Alfred 

F.  Wiesenthal,  Salo  T.  Wild,  Byard  Williams, 
Charles  M.  Winterhalter,  Alexander  Wolf,  Katharine 
W.  Woodward,  William  R.  Woolner,  Dryphosa  R. 
Worcester,  Wilfred  Yoslow,  Herbert  Zemer,  and 
Gary  Zucher. 

Also:  North  Creek — Dr.  Jacques  Grunblatt; 

Northport — Dr.  William  L.  Harris;  Nunda — Dr. 
Howard  J.  Schneckenburger;  Oneonta — Drs. 
Joseph  T.  Eagan  and  Brooks  Fisk;  Ossining — Drs. 
Richard  Perlini  and  Laurance  D.  Redwav;  Oswego — 
Drs.  Umbert  Cimildoro,  Grover  C.  Elder,  Milton 
W.  Kogan,  Paul  D.  Kolisch,  Harold  J.  La  Tulip, 
George  A.  Marsden,  Olin  J.  Mown’,  R.  Nelson,  and 
Samuel  E.  Tripp;  Ozone  Park — Dr.  Henry  Cvmer- 
man;  Parish — Dr.  William  E.  Merrill;  Pawling — 
Dr.  Milnor  B.  Morrison;  Pearl  River — Drs.  Ben- 
jamin W.  Carev,  Thomas  Cassara,  George  P. 
Josephine,  and  Austin  L.  Joyner;  Peekskill — Dr. 
Bernard  R.  Loewy ; Pelham  Manor — Dr.  Dominick 

G.  Petix;  Perry — Dr.  Willard  J.  Chapin;  Phoenix — 
Drs.  Emerson  J.  Dillon  and  William  H.  Dwindle; 
Plattsburg — Drs.  Edward  S.  McDowell,  Eric  D. 
Pearson,  Leonard  J.  Schiff,  Herbert  L.  Schlesinger, 
Ronald  P.  Smith,  and  I.  Robert  Wood;  Pleasant- 
ville — Drs.  John  W.  Ferree,  Joseph  A.  Porcello,  and 
Ernest  H.  Wilcox;  Port  Chester — Drs.  Arthur  H. 
Diedrick,  Otto  Gans,  John  V.  Hibbard,  and 
Herbert  F.  Wilshusen;  Port  Jervis — Dr.  Julia  C. 
Keniston;  Port  Richmond — Dr.  Thomas  J.  Quigley. 

Also:  Poughkeepsie — Drs.  Charles  E.  Bauer, 

Richard  J.  Boyce,  James  R.  Breed,  John  I.  Cotter, 
Chester  O.  Davison,  C.  Knight  Deyo,  John  H. 
Dingman,  Florence  H.  Gottdiener,  Lloyd  H.  Kest, 
R.  Koloski,  George  E.  Lane,  Reuben  T.  Lapidus, 
Jerome  Lehner,  Martin  Leiser,  Aleksei  A.  Leonidoff, 
Jay  R.  Lockwood,  Donald  Malven,  M.  Matlin, 
Raymond  T.  McFarlin,  Sidney  N.  Miller,  Leo  T. 
Murphy,  John  F.  Rogers,  C.  Robert  Southworth, 
Frank  C.  Starpoli,  Emil  A.  St  oiler,  Louis  W.  Stoller, 
James  J.  Toomev,  Wiles  E.  Travis,  W.  Updegraff, 
Helen  E.  Van  Alstine,  George  J.  Ward,  George 
T.  C.  Way,  H.  Weiner,  W.  Wicks,  and  Albert  I. 
Wright;  Queens  Village — Drs.  Lewis  Gn.de,  Casimir 
J.  Jarka,  Sheldon  Schwartz,  Richard  Thorz,  and 
Paul  L.  Tomlinson;  Red  Hook — Drs.  L.  Edward 
Cotter  and  Frederick  S.  Zipser;  Redwood — Dr. 

Joseph  R.  Reeupero;  Rego  Park — Drs.  Martin 
Gold  and  Milton  J.  Schwartz;  Rensselaer — Drs. 
Kenneth  Gordon,  John  C.  Seed,  and  Lothar  Wirth; 
Rhinebeck — Drs.  Martin  J.  Poppo  and  William  G. 
Thompson. 

Also:  Richmond  Hill — Drs.  Isaac  E.  Edelman, 

William  Feiring,  Edward  L.  Glynn,  Irwin  Hirsch, 
Louis  F.  Licht,  Saul  Lustig.  Joseph  J.  McEvov, 
Thomas  E.  Murphy,  Morris  Wein,  and  Jack  Wein- 
stein; Ridgewood — Drs.  Max  Gutmann,  Max 

Kleinman,  Bruno  B.  Lambert,  Anthony  M.  Lo 
Castro,  Peter  T.  Neyland,  Kaethe  D.  Stern,  Ludwig 
Stem,  Robert  Wachen,  Bemath  Weiss,  John  F. 
Wolfram,  and  Herbert  R.  Woodel;  Riverhead — 

Dr.  John  M.  Johnson,  Jr.;  Rockaway— Dr.  Burton 
F.  Salpeter;  Rockaway  Park — Drs.  Samuel  Dillon 
and  William  E.  Werner;  Rome — Dr.  Frank  H. 
Valone;  Rosendale — Dr.  Eugene  F.  Galvin;  Round 
Lake — Dr.  .Arthur  J.  Hacker;  Rye — Drs.  Philip  J. 
Giuffre,  Mary  M.  Man,  and  Anthony  V.  Sisca; 
St.  Albans — Drs.  Joseph  T.  Judge  and  Joseph 
Schepis;  St.  George — Dr.  George  E.  Pittinois; 
Saranac — Dr.  Gilbert  E.  Ganong;  Saratoga  Springs 
— Drs.  Malcolm  J.  Magovem,  Walter  S.  McClellan, 
[Continued  on  page  1702] 
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A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Soothing,  aseptic 


Free  sample-The  Alkalol  Company,  Taunton  30,  Mass. 
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Frederic  J.  Resseguie,  and  Robert  E.  Rockwell; 
Scarsdale — Dr.  Maurice  L.  Woodhull. 

Also:  Schenectady — Drs.  Joseph  A.  De  Blase, 

Joseph  L.  Cirincione,  Wyllys  A.  Dunham,  David 
W.  Hayeslip,  William  M.  Mallia,  Stephen  C. 
Meigher,  Kurt  H.  Meyerhoff,  Kencil  L.  Mitton, 
Edward  B.  O’Keefe,  Charles  F.  Rourke,  William  H. 
Schwab,  and  Joseph  G.  Vacca;  Scotia — Drs.  Phillip 
Parillo  and  George  C.  von  Borstel;  Seneca  Falls — 
Drs.  Robert  F.  D.  Gibbs  and  David  L.  Koch;  Slate 
Hill — Dr.  Frank  D.  Meyers;  Snyder — Dr.  Carlton 
C.  Rausch;  Spencer — Dr.  Seymour  M.  Bulkley; 
Springfield  Gardens — Drs.  Alfred  H.  Smith,  Jr., 
and  Rubin  Solomon;  Springville — Drs.  Maurice  N. 
O'Connor  and  Edmund  S.  Rothschild;  Staten 
Island— Drs.  Dorothy  Fisher,  Sydney  L.  Lang, 
Andrew  B.  Li  Mauro,  Theodore  J.  Talbot,  Peter  J. 
Timpone,  and  Jonathan  Zoole;  Stone  Ridge — Dr. 
Anthony  Tocco;  Suffern — Dr.  George  G.  Stone; 
Syracuse — Drs.  Charles  H.  Lynch,  Charles  D.  Post, 
Francis  W.  Rosenberger,  Harold  M.  Totman,  and 
Onondaga  County  Medical  Society  Woman’s 
Auxiliary;  Thiells — Dr.  Harry  C.  Storrs. 

Also:  Toltenville — Drs.  Herbert  Berger  and  Car- 
roll  C.  Stauff;  Troy — Drs.  Fred  F.  Albright,  H. 
Gordon  Anderson,  Samuel  Baer,  Charles  E.  Bessey, 
Caspar  Bum,  Eugene  F.  Connally,  John  F.  Connor, 
Carl  S.  De  Lucia,  Francis  A.  De  Lucia,  Richard  P. 
Doody,  Thomas  P.  Engster,  James  W.  Fitzgerald, 
Joseph  T.  Gallo,  Julien  A.  Hebert,  John  P.  Jaf- 
farian,  Charles  R.  Lewis,  Sherman  W.  Mcllmoyl, 


Elizabeth  Palmer,  George  J.  Riley,  Walter  Z. 
Schwebel,  John  J.  Squadrito,  Frank  M.  Sulzman, 
William  Trotter,  Raoul  E.  Vezina,  and  Samuel  J. 
Werlin;  Tuckahoe — Dr.  Malvin  Proctor;  Utica — 
Drs.  Harry  J.  Davis,  Charles  M.  Greene,  and 
Arthur  V.  Johnston;  Vestal — Dr.  Charles  R.  Minch; 
Walden — Dr.  Frederick  Falkson;  Wappingers  Falls 
—Dr.  Paul  Jacobson;  Warsaw — Drs.  John  W.  Leach- 
man,  George  W.  Nairn,  and  Richard  T.  Williams; 
Waterloo — Dr.  W.  Raymond  Holmes;  Watertown — 
Drs.  Walter  S.  Atkinson,  James  L.  Crossley,  James 
A.  Fitzgerald,  Murray  H.  Gardner,  Clifford  C. 
Wray,  Willis  W.  Young;  Waterville — Dr.  E.  Deland 
Battles;  Watervliet — Drs.  Eugene  J.  Hanratta,  Jr. 
Oscar  W.  Loewy,  Joseph  R.  Mascaro,  and  William 
A.  Stewart. 

Also:  Welfare  Island— Dr.  John  M.  Recht; 

West  Brentwood — Dr.  John  H.  Gibbon;  Westerlo — 
Dr.  Anna  W.  Perkins;  West  Winfield — Dr.  Leslie 
MacNaughton;  White  Plains — Drs.  Alfred  B. 
Amler,  Harris  W.  Campbell,  Edwin  J.  Dealy, 
Ralph  T.  Di  Pace,  Raymond  Sobel,  and  Bernard 
M.  Teschner;  White  stone — Dr.  William  F.  Sharkey; 
Williamsville — Drs.  Sarkis  J.  Anthony,  John  M. 
Benny,  and  Frederick  H.  Petters;  Woodhaven — Dr. 
Roy  G.  Aiello;  W oodside — Drs.  Thomas  J.  Costi- 
gan,  Robert  T.  Gonzales,  and  Harry  J.  Stone; 
Woodstock — Dr.  Hans  J.  Cohn;  Wurtsboro — Dr. 

Bernard  Lauterstein;  Yonkers — Drs.  George 

Anapol,  Charles  M.  Brane,  Anthony  M.  De  Angelis, 
E.  H.  De  Lorenzo,  Milton  J.  Eisen,  Romeo  Roberts, 
Isadore  Rudnikoff,  and  William  W.  Walker. 


PERSONALITIES 


Speakers 

Drs.  Alvan  L.  Barach,  clinical  professor  of  medi- 
cine, Columbia  University;  Frederic  Beck,  director, 
New  York  State  Tuberculosis  Sanatorium,  Ray 
Brook;  H.  A.  Bickerman,  associate  in  medicine, 
Columbia  University;  Robert  G.  Bloch,  clinical 
professor  of  medicine,  Columbia  University;  J. 
Maxwell,  Chamberlain,  associate  surgeon,  Colum- 
bia University;  Clarence  Dennis,  professor  and 
chairman,  Department  of  Surgery,  State  University 
of  New  York  at  New  York  City;  James  S.  Edlin, 
associate  clinical  professor  of  medicine,  New  York 
Medical  College;  Leonard  Evander,  instructor  in 
medicine,  University  of  Buffalo,  and  assistant  direc- 
tor, Niagara  Sanatorium,  Lockport;  Arthur  M. 
Fishberg,  clinical  professor,  of  medicine,  New  York 
LTniversity;  Milton  Halpern,  assistant  professor  of 
medicine,  Cornell  University;  Holland  Hudson, 
director  of  rehabilitation,  National  Tuberculosis 
Association,  New  York  City;  Irving  Kane,  attend- 
ing physician,  chest  diseases,  Lincoln  Hospital,  New 
York  City;  Anthony  J.  Lanza,  professor  of  indus- 
trial medicine,  New  York  Postgraduate  Medical 
School;  Henry  W.  Leetch,  secretary,  Trudeau 
School  of  Tuberculosis,  Saranac  Lake;  Jere  Lord, 
associate  professor  of  clinical  surgery,  New  York 
University;  Edith  Lincoln,  professor  of  clinical 
pediatrics,  New  York  University;  D.  S.  Lukas, 
resident,  New  York  Hospital;  Herbert  C.  Maier, 
assistant  clinical  professor  of  surgery,  Columbia 
University;  Arthur  M.  Master,  associate  clinical 


professor  of  medicine,  Columbia  University;  Edgai 
Mayer,  clinical  professor  of  medicine,  New  York 
University;  Frank  W.  McKee,  Department  of 
Pathology,  Genesee  Hospital,  Rochester;  H.  Easton 
McMahon,  assistant  clinical  professor  of  medicine, 
New  York  Medical  College;  Edgar  Medlar,  Veter- 
ans Hospital,  Ithaca;  Roger  S.  Mitchell,  assistant 
medical  director,  Trudeau  Sanatorium,  Trudeau; 
Foster  Murray,  director  of  tuberculosis  service, 
Kingston  Avenue  Hospital,  Brooklyn;  Carl  Musch- 
enheim,  associate  professor  of  clinical  medicine, 
Cornell  University;  John  L.  Norris,  medical  direc- 
tor, Kodak  Park  Works,  Eastman  Kodak  Company, 
Rochester;  George  G.  Ornstein,  associate  professor 
of  medicine,  New  York  Medical  College,  and  direc- 
tor, Sea  View  Hospital,  Staten  Island;  Nathaniel  E. 
Reich,  associate  in  medicine,  State  University  of 
New  York,  New  York  City;  Edward  Robitzek,  Sea 
View  Hospital,  Staten  Island;  Eli  H.  Rubin,  clinical 
professor  of  medicine,  New  York  Medical  College; 
David  Scherf,  associate  professor  of  medicine,  New 
York  Medical  College;  William  H.  Steenken,  Tru- 
deau Laboratory,  Trudeau;  Israel  Steinberg,  assis- 
tant professor  of  clinical  medicine  and  radiology, 
Cornell  University,  New  York  City;  Arthur  S. 
Touroff,  clinical  professor  of  surgery,  Columbia  Uni- 
versity; and  George  W.  Wright,  head,  department 
of  physiology,  Trudeau  Foundation,  Saranac  Lake, 
at  the  nineteenth  meeting  of  the  American  College 
of  Chest  Physicians,  which  was  held  in  New  York 
City  May  28  through  May  31. 
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an  improved  approach  to 
ideal  hypotensive  therapy 

Low  toxicity.  The  only 

hypotensive  drug  that  causes  no  dangerous  reactions, 
and  almost  no  unpleasant  ones. 

Slow,  smooth  action.  The  hypotensive 
effect  is  more  stable  than  with  other  agents. 

Critical  adjustment  of  dosage  is  unnecessary.  Tolerance 
to  the  hypotensive  effect  has  not  been  reported. 

Well  suited  to  patients  with  relatively  mild, 

labile  hypertension.  A valuable  adjunct  to  other  agents 

in  advanced  hypertension. 

Bradycardia  and  mild  sedation  increase  its  value  in  most 
cases.  Symptomatic  improvement  is  usually  marked. 


Convenient,  safe  to  prescribe 

The  usual  starting  dose  is  2 tablets  twice  daily. 
If  blood  pressure  does  not  begin  to  fall  in  7 to  14 
days,  and  the  medication  is  well  tolerated,  the 
dose  may  be  safely  increased.  Should  there  be  a 
i complaint  of  excessive  sleepiness,  the  dose 
should  be  reduced.  Some  patients  are  adequately 
maintained  on  as  little  as  one  tablet  per  day. 

Wilkins.  R.  W.:  Ann.  Int.  Med.  37:1144,  1952. 

■ Wilkins.  R.  W , and  Judson.  W.  E.:  New  England  J Med.  21,8. -48, 1953. 


Supplied  in  tablets  of  50  mg., 
bottles  of  100  and  1000. 


Dosage  of  other  agents  (veratrum  or  hydrala- 
zine) used  in  conjunction  with  Raudixin  must 
be  carefully  adjusted  to  the  response  of  the 
patient.  If  Raudixin  is  added  to  another  main- 
tenance regimen,  the  usual  dose  is  applicable, 
and  it  is  often  possible  to  reduce  the  dose  of  the 
other  agent  or  agents. 

RAUDIXIN 

SQUIBB  RAUWOLF1A  SERPENTINA 

. Tablets  A 
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Pardon  My  Sneeze.  By  Milton  Millman. 
Octavo  of  217  pages,  illustrated.  San  Diego,  Frye  & 
Smith,  1952. 

This  short  book  on  the  various  aspects  of  the  diag- 
nosis and  treatment  of  allergic  diseases  is  interest- 
ingly written  for  the  patient  and  illustrated  with 
pointed  cartoons.  The  various  chapters  on  the 
sources  of  dust  and  miscellaneous  inhalant  and  food 
allergens,  together  with  the  section  on  special 
recipes,  should  be  especially  helpful  to  the  allergic 
patient.  Max  Hasten 

Ophthalmic  Plastic  Surgery.  By  Sidney  A.  Fox, 
M.D.  Quarto  of  290  pages,  illustrated.  Xew  York, 
Grune  & Stratton,  1952.  Cloth,  $15. 

Most  practicing  ophthalmologists,  for  whom  the 
author  states  this  book  is  written,  have  occasion  to 
do  a certain  amount  of  plastic  surgery.  A few  of  the 
operations  are  by  now  well  defined  in  their  technic, 
but  the  largest  percentage  of  cases  call  for  variations 
from  the  stereotyped  technic.  It  is  well  to  have  a 
book  of  this  sort  for  reference  and  aid. 

Although  the  whole  subject  is  pretty  well  covered, 
it  is  done  so  in  less  than  300  pages.  Instead  of  at- 
tempting an  encyclopedic  work,  the  author  has 
sensibly  chosen  to  describe  a choice  few  procedures 
in  each  classification,  giving  his  reasons  for  his 
preferences  and  describing  the  technic  of  the  opera- 
tion briefly,  but  accurately.  The  after  care  and 
comment  on  complications,  both  during  and  after 
the  operation,  are,  also,  both  terse  and  adequate, 
while  the  illustrations  and  legends  are  unusually 
clear  and  understandable.  The  author  uses  modifi- 
cations of  many  standard  procedures,  usually  with 
the  desirable  results  of  simplifying  them.  An  ade- 
quate bibliography  has  been  appended  at  the  end  of 
each  chapter. 

This  book  should  be  well  received  for  it  should 
furnish  real  help  to  most  practicing  ophthalmologists. 

E.  Clifford  Place 

Monographs  in  Medicine.  Series  1.  Editor, 
William  B.  Bean.  M.D.  Associate  Editors,  Morton 
Hamburger,  M.D..  John  A.  Leutscher,  Jr.,  M.D., 
and  Stewart  Wolf,  M.D.  Octavo  of  655  pages,  illus- 
trated. Baltimore.  Williams  & Wilkins  Co.,  1952. 
Cloth,  $12. 

The  present  trend  toward  the  presentation  of 
medical  knowledge  in  monographic  form  is  a highly 
desirable  advance  in  medical  literature.  Several 
first  rate  collections  are  now  available  and  this, 
edited  by  Dr.  Bean,  takes  its  place  at  once  as  the 
equal  of  any.  The  selection  and  editing  have  been 
skillful,  and  the  individual  subjects  are  handled  ex- 
pertly. There  are  superb  articles  on  “talking  with 
the  patient,”  portal  hypertension,  physiology  of  the 


body  fluids,  angiocardiography,  cortisone,  amebiasis, 
encephalitis,  malaria,  sickle  cell  anemia,  chemical 
agents  in  the  treatment  of  cancer,  and  other  sub- 
jects of  interest  to  the  clinician.  This  volume  can  be 
recommended  heartily.  Milton  Plotz 

The  Merck  Index  of  Chemicals  and  Drugs.  An 
Encyclopedia  for  the  Chemist,  Pharmacist,  Physician 
and  Allied  Professions.  Octavo  of  1.167  pages,  il- 
lustrated. Rahway,  X.  J.,  Merck  & Co.,  1952. 
Cloth,  $7.50  regular  edition;  $8.00  with  thumb- 
index. 

The  sixth  edition  of  the  Merck  Index  constitutes 
a useful  guide  for  the  chemist,  pharmacist,  physician, 
and  student,  containing  descriptions  of  over  8,000 
organic  and  pharmaceutical  substances.  Of  these, 
2.900  were  not  covered  in  earlier  editions.  Many  of 
the  descriptions  included  in  previous  editions  have 
been  revised.  Information  is  given  on  the  chemical 
and  physical  properties,  as  well  as  the  industrial, 
medical,  and  veterinary  uses  of  the  compounds 
listed.  Literature  references  are  given.  Many  of 
the  substances  are  listed  under  trade  names  as  well 
as  standard  chemical  nomenclature.  The  appendix 
contains  a revised  table  of  indicators  and  an  ex- 
tended section  on  first  aid  in  poisoning,  as  well  as 
conversion  tables  of  physical  constants  and  loga- 
rithms. 

Among  the  new  features  of  the  sixth  edition  is  a 
section  listing  over  300  organic  reactions  commonly 
referred  to  by  “name,”  either  of  a scientist  or  of  the 
type  of  reaction.  A brief  description  and  structural 
representation  of  each  reaction  is  given,  as  well  as 
original  and  review  references.  Tables  of  standard 
buffers  for  calibrating  pH  measurements,  tables  of 
radioactive  isotopes  giving  the  half-lives  and  types  of 
radiation,  and  tables  of  current  medical  uses  for 
radioactive  substances  are  other  new  sections  in  the 
sixth  edition.  Albert  E.  Sobel 

Childhood  Experience  and  Personal  Destiny.  A 
Psychoanalytic  Theory  of  Neurosis.  By  William  V. 

Silverberg.  M.D.  Octavo  of  289  pages.  Xew  York. 
Springer  Publishing  Co.,  1952.  Cloth,  $4.50. 

Psychoanalysis  plays  a great  role  in  throwing 
light  on  abnormal  behavior.  It  is  now  being  taught 
in  many  of  the  leading  medical  schools  in  the  coun- 
try. its  very  popularity  has  attracted  diverse 
groups  who  have  established  schools  of  their  own, 
with  slight  modifications  of  the  original  orthodox 
conception  of  Freudian  psychology.  Dr.  Harry 
Stack  Sullivan  and  Dr.  Karen  Horney  were  most 
successful  in  establishing  independent  psycho- 
analytic schools.  Dr.  Silverberg  is  the  chief  ex- 
ponent of  Dr.  Sullivan’s  school  of  psychoanalysis, 
[Continued  on  page  1706] 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  Sew  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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THERAPEUTICALLY  EFFECTIVE 


cum 


indicated  wherever  the  stimulating  and  metabolic 
effects  of  IODINE  in  IODEX  and  the  analgesic  action  of  Methyl 
Salicylate  are  needed  topically  and  for  percutaneous  absorption. 


For  strains,  sprains,  painful  joints  and 
aching  muscles  • rheumatic  pains  • relieves 
itching  in  skin  diseases. 


Samples  and  literature  sent  on  request. 
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POSTGRADUATE  CENTER  FOR  PSYCHOTHERAPY,  INC. 

218  East  70th  Street,  New  York  21,  N.  Y.  TRafalgar  9-7100 

POSTGRADUATE  COURSE  IN  BASIC  AND  CLINICAL  NEUROLOGY  (#701) 

L.  V.  Lyons,  M.D.,  Hans  Strauss,  M.D.  and  J.  M.  Taveras,  M.D.  • Sept.  14,  1953 — Mondays  and 
Thursdays,  also  Wed.  Nov.  18  and  Saturdays  Nov.  21,  28,  Dec.  5,  12.  8:30-10:30  P.M.  54  Hrs. 

FEE  $150.00 

POSTGRADUATE  COURSE  IN  PSYCHIATRY  (#702) 

PART  I— BASIC  PSYCHIATRY— Samuel  Zachary  Orgel,  M.D. 

September  12  through  November  14,  1953  « Saturdays  10-12  Noon  • 20  Hours 
PART  II— PSYCHOPATHOLOGY  AND  PSYCHODYNAMICS— Lewis  R.  Walberg,  M.D. 

December  1 and  8,  1953  • Tuesdays  • 8:30-10:30  P.M.  • 4 Hours 
PART  III— COMPARATIVE  STUDY  OF  THE  DIFFERENT  SCHOOLS  OF  PSYCHIATRY— 
Emil  A.  Gutheil,  M.D.  December  3 and  10,  1953  • Thursdays  8:30-10:30  P.M.  • 4 Hours 
Open  to  Board  Eligible  Psychiatrists  and  Neurologists.  FEE  $50.00  (for  all  3 Parts). 
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(Continued  from  page  1704] 

and  he  has  a group  of  his  own  at  the  New  York 
Medical  College.  He  has  written  a book  presenting 
a psychoanalytic  theory  of  neurosis,  and  his  theme 
is  that  mental  illness  originates  in  the  methods  of 
adaptation  made  to  psychic  traumatic  experiences  in 
early  life,  from  birth  to  approximately  six  years  of 
age.  He  discusses  at  length  the  subject  of  problems 
of  orality  and  deprivation,  the  problems  of  discipline, 
and  the  problems  of  rivalry  and  genitality.  He  also 
describes  the  psychotherapeutic  aims  in  the  treat- 
ment of  the  patient. 

The  book  will  unquestionably  attract  many 
readers  and  will  be  found  helpful  and  useful  to  the 
psychoanalyst  of  any  school.  However,  it  is  very 
likely  to  arouse  considerable  controversy.  Neverthe- 
less, it  is  a provocative  and,  therefore,  valuable 
book.  It  is  recommended  to  all  who  are  interested  in 
psychiatry  in  particular  and  in  human  behavior  in 
ganeral.  Irving  J.  Sands 

Diabetic  Glomerulosclerosis.  The  Specific  Renal 
Disease  of  Diabetes  Mellitus.  By  Harold  Rifkin, 
M.D.,  Louis  Leiter,  M.D.,  and  James  Berk  man. 
M.D.  Octavo  of  102  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1952.  Fabricoid,  $3.50. 
(#130  American  Lecture  Series.) 

In  a small  monograph  of  some  ninety  pages,  a 
group  of  physicians  has  done  a superb  job  in  de- 
lineating the  entire  picture  of  diabetic  glomerulo- 
sclerosis. Here  is  the  complete  review  of  the 
Kimmelstiel-Wilson  syndrome,  presented  with  an 
economy  of  words  and  lavishness  of  thought  that  is 
refreshing.  The  bibliography,  too,  is  excellent.  For 
those  physicians  treating  diabetes,  this  book  is  a 
must.  Felix  Taubman 

Forensic  Medicine.  By  Keith  Simpson,  M.D. 
Second  edition.  Octavo  of  344  pages,  illustrated. 
London,  Edward  Arnold  <fc  Co.,  (Baltimore,  Wil- 
liams & Wilkins  Co.),  1952.  Cloth,  $4.50. 

This  book,  in  its  second  edition,  presents  forensic 
medicine  in  a concise  form  with  some  30  new  plates. 
Especially  illuminating  are  the  additional  sections  on 
death  under  anesthesia,  alcohol,  and  head  injuries, 
asphyxia,  and  industrial  injuries  and  poisons  law. 
The  chapters  on  toxicology  are  all  inclusive. 

The  author  notes  the  numerous  points  of  contact 
between  medicine  and  law;  thus  narrowing  the  gap 
which  the  lay  public  thought  existed  heretofore. 
The  greatest  virtue  of  this  book  is  that  it  presents 
the  latest  advances  in  medicolegal  information, 
which  should  be  welcomed  not  only  by  those  who 
specialize  in  this  field  but  by  the  general  prac- 
titioner as  well.  S.  Ingram  Htrkln 

Congenital  Anomalies  of  the  Heart  and  Great 
Vessels.  By  Lt.  Col.  Maurice  A.  Schnitker,  A.U.S. 
Octavo  of  306  pages,  illustrated.  New  York,  Oxford 
University  Press,  1952.  Cloth,  $8.00. 

Although  there  are  at  least  two  other  first-rate 
treatises  in  English  on  the  coronary  circulation,  this 
new  monograph  of  Schnitker’s  will  be  welcomed  by 
many.  It  is  not  as  detailed  as  Taussig’s  monumental 
volume  and  will,  therefore,  not  be  as  acceptable  to 
specialists  in  cardiology.  However,  for  many, 
especially  pediatricians  and  inquiring  general  prac- 
titioners, it  will  provide  a readable  text  on  the  clini- 
cal manifestations  of  congenital  heart  disease, 
written  concisely  and  intelligently.  There  are  a 


number  of  illustrations  and  tables,  well  chosen,  but, 
probably,  too  few  for  the  nature  of  the  material. 

Milton  Plotz 

Clinical  Allergy.  By  French  Iv.  Hansel,  M.D. 
Quarto  of  1,005  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1953.  Cloth,  $17.50. 

This  thousand  page  volume,  Clinical  Allergy,  is  a 
complete  text  on  the  subject  of  allergy.  Attention 
has  been  particularly  directed  to  the  nose,  paranasal 
sinuses,  the  ears,  the  eyes,  and  the  tracheobronchial 
tree  as  they  are  affected  by  allergic  disease.  Five 
chapters  are  devoted  to  the  specific  problems  in 
allergy  as  related  to  infants  and  children.  Excellent 
chapters  on  testing,  diagnosis,  and  treatment  of  the 
various  allergic  manifestations  are  included. 

This  book  is  recommended  as  a reference  book  for 
the  student,  general  practitioner,  and  specialist  in 
allergy.  Max  Harten 

The  Range  of  Human  Capacities.  By  David 

Wechsler,  Ph.D.  Second  edition.  Octavo  of  190 
pages,  illustrated.  Baltimore.  Williams  <fc  Wilkins 
Co.,  1952.  Cloth,  $4.00. 

This  book  is  a study  of  the  range  of  variabilities  of 
human  structure  and  function.  It  is  of  interest  not 
only  to  specialists  but,  also,  to  the  general  physician 
because  of  the  large  amount  of  interesting  facts  of 
unusual  human  accomplishment  of  the  past,  the 
“Effect  and  Burden  of  Age,”  and  “Length  of  Life 
and  the  Chances  of  Survival.” 

The  critical  and  scientific  handling  of  the  subject 
are  noteworthy. 

This  second  edition  has  an  addition  of  chapters  on 
the  “Span  of  Life  as  a Human  Capacity”  and  ‘The 
Range  in  Productive  Operations”  with  an  “Expan- 
sion of  the  Chapter  on  the  Effect  of  Age.” 

Arthur  J.  Lapovskv 

The  Well-Adjusted  Personality.  Preventive 
Psychiatry  for  Everyday  Use.  By  Phillip  Polatin. 
M.D.,  and  Ellen  C.  Philtine.  Octavo  of  266  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1952.  Cloth. 
$3.95. 

This  psychiatric  discourse  on  personality  adjust- 
ment is  a well-conceived  and  well-planned  presen- 
tation of  causes  and  effects  relative  to  the  difficulties  in 
the  individual's  adjustment  to  life,  and  the  struggle 
to  gain  a foothold  in  a complex  and  competitive 
society. 

Ten  full  chapters,  including  such  topics  as  the 
student  in  higher  education,  marriage  and  its  intri- 
cate problems,  parenthood,  change  of  life,  and  psy- 
chology of  advanced  age.  are  discussed  at  length  and, 
at  times,  with  great  frankness,  especially  those  prob- 
lems dealing  with  abnormal  sexual  drives  and  their 
resolutions. 

Remedies  offered  in  resolving  intricate  com- 
plexes and  neuroses  are,  for  the  most  part,  inade- 
quate but,  considering  the  fact  that  this  is  a book  for 
lay  readers,  the  authors  could  not.  of  course,  present 
to  the  reader  a more  detailed  therapeutic  approach. 

The  emphasis  the  authors  put  on  sex  education, 
ethical  behavior,  and  religious  upbringing,  not  in  the 
dogmatic  sense  but  in  the  sense  of  the  development 
of  a deeply  felt  religious  consciousness,  is  particu- 
larly timely  and  commendable.  The  indoctrination 
of  religious  content  in  an  otherwise  materialistic 
society  is  urgently  needed,  now  more  than  ever,  in 
the  planning  of  a better  and  a richer  society. 

Jacob  B.  Glenn 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician- in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugsand  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 
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psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George K. Pratt, M.Y)., Med. Director. 
Greens  Farms , BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


WEST  BIEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The*sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


TrVIN  elms 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  NiKG 

Five  Acres  of  Pinewood*d  Ground* 


SENILE 


Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


DOCTOR.... 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children’s  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 

WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 


...recommend...! 


ociano. 

.onowy 


HUH 

TDADI  HAD*  ^ 

Order  from  your  supply  house  or  pharmacist 
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WANTED 


Associate  for  General  Practice.  Staten  Island.  Wonder- 
ful opportunity.  Box  676,  N.  Y.  St.  Jr.  Med. 


HOUSES  FOR  SALE— RIVERDALE 


Riverdale,  1 family  brick,  9 rooms.  Complete  3 room  apt. 
3rd  floor,  2 baths,  sun  porch,  automatic  heat,  2 car  garage. 
Conv.  choice  location.  $28,000.  Call  Kingsbridge  8-4514. 


LOCATION  WANTED 


Radiologist,  desires  to  rent  fully  equipped  X-ray  office, 
part-time.  Midtown,  N.  Y.  C.  Box  679,  N.  Y.  St.  Jr. 
Med. 


PRACTICE  FOR  SALE 


Lucrative  general  practice,  excellent  industrial  contacts. 
Nassau  County.  Well  equipped  office- — liberal  terms; 
specializing.  Box  677,  N.  Y.  St.  Jr.  Med.,  or  PE.  6-3948. 


FOR  SALE 


2 family  Custom  Ranch  type  home.  40  X 100  near  new 
general  hospital.  Suitable  for  doctor  Vi  block  Pelham 
Pkway  South.  2056  Van  Hoesen  Ave..  Bronx. 


WANTED 


Partnership.  Eventual  purchase.  G.  P.,  Queens.  No  in- 
vestment. Requires  well-rounded  experience.  Wonderful 
opportunity.  Box  667,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


General  practice,  house,  including  a fully  equipped  four 
room  office  for  sale  or  rent,  in  Queens.  Leaving  to  spe- 
cialize. Box  674,  N.  Y.  St.  Jr.  Med. 


WANTED 


Licensed  physician,  member  of  the  American  Board  of 
Internal  Medicine  or  one  with  equivalent  qualifications  to 
serve  as  full  time  medical  administrator  and  coordinate 
all  medical  activities  in  large  geriatric  Hospital.  State 
salary  expected.  Box  680,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Deceased  General  Practitioner’s  office  and  home.  Some  | 
equipment.  Mohawk  Valley  industrial  village  of  10,000. 
Inquire  Mrs.  A.  L.  Fagan,  208  North  Washington  St., 
Herkimer,  New  York. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Williston  Medical  Center,  superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Opthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton  Park,  Long  Island.  Garden  City  7-7739. 


ANESTHESIOLOGIST 
DESIRE  AFFILIATION 


Completing  Boards,  finish  Army  Service,  Jan.  1954;  Lt.  H. 
C.  Berger,  Murphy  Army  Hospital,  Waltham  54,  Mass. 


FOR  SALE 


Shingled  House — furnished — over  10  acres.  Ideal  for  hunt- 
ing, fishing,  skiing.  In  Berkshire  mountains,  in  Otis,  Mass- 
achusetts. Reasonable  price.  Call  RA  8-3971. 


UNFURNISHED  APTS. 


PARK  AVENUE,  1040  (NYC)  3 rooms,  street  entrance, 
main  floor.  Atwater,  9-6903. 


FOR  SALE 


In  Brooklyn.  3 family  brick  house  with  garage  plus  entire 
floor  for  offices.  Furniture,  rugs  optional.  Call  NI  9-1081 


FOR  SALE 


IDEAL  FOR  SANATORIUM:  UNUSUALLY  SPACIOUS 
HOUSE;  COTTAGE.  10  guest  rooms.  9 modern  baths. 
Tastefully  furnished,  perfect  condition.  Thirty  acres,  beau- 
tiful lawns.  view.  Woodstock,  N.  Y.  Sacrifice.  Box  681, 
N.  Y.  St.  Jr.  Med. 


WANTED 


Licensed  New  Jersey  physician  to  take  over  complete  general 
practice  for  period  of  approximately  one  year.  Call  Journal 
Square  2-3200  up  to  4 PM. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  8,  X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  trainins 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MancU  School 

_____  Licensed  by  the  State  of  New  York 


254  W.  54  St— N Y C 
Circle  7-3434 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PaiiUcla  — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Give  to 

Conquer  Cancer 


1709 


the  pioneer  external  cod  liver  oil  therapy 


FULL 

SPEED 

AHEAD 

in  TISSUE  REPAIR 


in  WOUndS  (especially  slow  healing) 
Ulcers  (decubitus,  varicose,  diabetic) 
burns,  perianal  dermatitis 
non-specific  dermatoses 


proves  in  everyday  prac- 
tice its  ability  to  ease  pain, 
renew  vitality  of  sluggish 
cells,  and  stimulate  smooth 
tissue  repair  in  lacerated, 
denuded,  chafed,  irritated, 
ulcerated  tissues  — in  con- 
ditions often  resistant  to 
other  therapy.1'3 


Protective,  soothing,  healing,  Desitin  Ointment  is  a non- 
irritating blend  of  high  grade,  crude  Norwegian  cod  liver  oil 
(with  its  unsaturated  fatty  acids  and  high  potency  vitamins  A 
and  D in  proper  ratio  for  maximum  efficacy),  zinc  oxide, 
talcum,  petrolatum,  and  lanolin.  Desitin  Ointment  does  not 
liquefy  at  body  temperature  and  is  not  decomposed  or 
washed  away  by  secretions,  exudate,  urine  or  excrements. 
Dressings  easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 


write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 


1.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A., 
Leviticus,  R.:  Ind.  Med.  & Surg.  18:512, 1949. 

2.  Turell,  R.:  New  York  St.  J.  M.  50:2282,  1950. 

3.  Heimer,  C.  B.,  Grayzel,  H.  G.,  and  Kramer,  B.: 
Archives  Pediat.  68:382,  1951. 
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pH  4.6 

ELKOSIN 

270  mg.  % 

pH  5.0 

ELKOSIN 

- 

pH  6.0 

common  in  persons  in  normal  health 

acid  range  so 
prevalent  in  feve 
and  infections 


pH  6.7  ELKOSIN 


282  mg.  % 


Solubility  of  free  (nonacetylated)  ELKOSIN 


i Solubility  determinations  made  with  the  free 
amide  at  37  C.  in  normal  human  nriae^RLl 


high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 


I 


SULFADIMETTINE  ClBA 


a new  advance  in  sulfonamide  safety 


tablets  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
suspension  in  syrup  0.25  Gm.  per  teaspoonful  (4  cc.).  Pints. 

1.  Ziegler,  J.  B.;  Bagdon,  R.  E.,  and  Shabica,  A.C.:  To  be  published. 


I / IMAM 


*?-v:  y 


csaibsi 
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WINTHROP 


POLAMINE 

Highly  effective  (up  to  88.2%*) 

antiemetic 


Balanced  combination  exerting  synergistic  action: 

• depresses  the  cerebral  vomiting  reflex 

• prevents  parasympathetic  overstimulation 
which  causes  salivation  and  gastric 
hypersecretion 

• produces  gentle  sedation  to  alleviate 
nervousness  and  apprehension 

• allays  local  gastric  irritation 

• provides  B vitamins  found  especially  useful 
in  nausea  and  vomiting:  nicotinamide, 
pyridoxine,  riboflavin. 

Small,  easy-to-take  tablets: 

Luminal®  15  mg.  (14  grain) 

Atropine  sulfate  0.1  mg.  (1/600  grain) 
Scopolamine  hydrobromide  0.2  mg. 
(1/300  grain) 

Benzocaine  0.1  Gm.  (116  grains) 
Riboflavin  4 mg. 

Pyridoxine  HC1  2.5  mg. 

Nicotinamide  25  mg. 

Bottles  of  100  tablets. 


INC 

NEW  YORK  18.  N.  Y.  WINDSOR,  ONT. 


*120  of  136  cases. 

Apolamin*  and  Luminal  (brand  af  phenobarbital),  trademarks  reg.  U.S.  & Canada 


LIBRARY  of  the 

COLLEGE  OF  PHYSICIANS 

OF  PHlLAnELPHV  i 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 

THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Vacations  are 
fun  but 

DIARRHEA  isnt 

When  vacations  are  too  carefree— 
when  health  precautions  are  neglected 
and  contaminated  foods  or  water  cause 
specific  or  non-specific  diarrhea— 
prescribe  Cremosuxidine. 


An  enteric  bacteriostat  • Relatively 
nontoxic  • Consolidates  fluid  stools  • 
Adsorbent  and  detoxifying  • Sooth- 
ing • Palatable,  chocolate-mint  flavor 


Sulfasuxidine®  Suspension  with  Pectin  and  Kaolin 


SHARP 

DOHME 


Dosage:  Adults— 1 Vi  to  2 tablespoonfuls  6 times  daily.  Infants  and  Division  of  Merck  & Co.,  Inc. 

Children  in  proportion.  May  be  added  to  infant’s  formula.  Philadelphia  1,  Pennsylvania 

Supplied  in  16  oz.  Spasaver®  bottles. 
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CASE  REPORTS 
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DRUG... 


for 

control  of 
blood  pressure 


UNITE 

Brand  of  Cryptenamine  (Irwin-Neisler) 


mcmmam 


l ' 


TRADE  MARK 


Unique  Advantages  of  UNITENSEN 

• Of  all  the  known  Veratrum  alkaloids  or  Veratrum 
alkaloid  preparations,  Unitensen,  brand  of  cryp- 
tenamine, is  the  only  one  which  has  a 4:1  ratio 
between  its  hypotensive  activity  and  the  dosage 
level  which  produces  the  side  effect  of  vomiting. 

• Unitensen  assures  a wide  margin  between 
therapeutic  and  vomiting  dose  by  means  of  a 
dual  biologic  standardization  for  both  emetic 
propensities  and  hypotensive  action. 

0 Unitensen  has  a therapeutic  index  of  125  — 
highest  of  all  available  Veratrum  alkaloids  tested. 

0 Unitensen  has  consistent,  predictable  and 
uniform  action. 


COMPARISON  OF  UNITENSEN  WITH  P R O TO  V E R A T R I N E 
AND  THREE  OTHER  ALKALOID  PREPARATIONS 


Drug 

Emetic: 

Therapeutic 

Ratio 

Therapeutic 

Index 

UNITENSEN 

(cryptenamine— Irwin.  Neisler) 

4:1 

125 

Protoveralrine  A & B 

1:1 

20 

Commercial  Alkaloid  Preparation  A 

1.2:1 

40 

Commercial  Alkaloid  Preparation  B 

1 :1 

- 

Commercial  Alkaloid  Preparation  C 

1:1 

- 

Unitensen  has  shown  excellent  results  in  clinical 
studies  in  hypertensive  crisis,  eclampsia,  preeclamp-i 
sia,  and  preeclampsia  with  underlying  essential 
hypertension. 

Unitensen  (Aqueous)  is  available  at  present  as  a paren- 
teral preparation,  containing  2 mg.  per  cc.  (260  C.S.R.* 
Units)  of  cryptenamine,  in  5 cc.  multiple  dose  vials. 
♦Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & COMPANY  • decatur,  Illinois 


fceteo/icA  & Sewe  P/zoctcee 
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Buy  Savings  Bonds 


For  Control  of  Pain  and  Cough 

&JbfouJbdLd  hydrochloride 


Council  Accepted 


dihydromorphinone  hydrochloride 


A powerful  opiate  analgesic  with  several  advantages  over  morphine.  Dilaudid 
acts  quickly  and  is  less  likely  to  produce  undesirable  symptoms.  Dose  for 
pain  1 48  to  1 20  grain,  by  mouth  or  injection;  for  cough  1 96  to  1 64  grain, 
best  given  in  a cough  vehicle.  May  be  habit  forming. 


Literature  upon 
request  from 


BILHI  BER-KNOLL  CORP..  Orange,  New  Jersey 
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for  a balanced  program  of  parenteral  nutrition 

TravertlOirflectrolyte 


SOLUTIONS 


all  the  advantages 
of  Travert* 


replacement  of 


electrolytes,  and  correction 
of  acidosis  and  alkalosis 

* Travert  10%  Solutions  provide: 

twice  as  many  calories  as  5%  dextrose, 

in  equal  infusion  time,  with  no  increase  in  fluid  volume; 

a greater  protein-sparing  action  as  compared  to  dextrose; 

maintenance  of  hepatic  function. 


> 

* 


^5“ 


* 


products  of 


Wallet  cards  as  shown 
available  on  request 


BAXTER  LABORATORIES,  INC. 


« Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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Harold  F.  R.  Brown,  M.D. 
Buffalo 

James  Greenough,  M.D. 
Oneonta 

Denver  M.  Vickers,  M.D. 
Cambridge 


Term  Expires  1956 

Floyd  S.  Winslow,  M.D. 
Rochester 

Renato  J.  Azzari,  M.D. 
Bronx 

Peter  J.  Di  Natale,  M.D. 
Batavia 

Scott  Lord  Smith,  M.D. 
Poughkeepsie 


TRUSTEES 

James  R.  Reuling,  M.D.,  Chairman Bayside 

John  J.  Masterson,  M.D.  . . .Brooklyn  J.  Stanley  Kenney,  M.D.. New  York  City 

Herbert  II.  Bauckus,  M.D.  . . Buffalo  Leo  F.  Schiff,  M.D Plattsburg 

Edward  R.  Cunniffe,  M.D.  . . . Bronx  Walter  W.  Mott,  M.D.  . . \\  hite  Plains 

( See  pages  1 720  and  1 722  for  additional  Society  Officers ) 
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prove  your 


in  biliary  tract  disorders 

When  spasm  in  the  sphincter  of 
Oddi— so  prevalent  in  today’s  tense 
patients— “blocks”  the  free  flow 
of  bile,  the  relaxing  action  of 
homatropine  methylbromide  and 
phenobarbital  in  Cholan  HMB 
provides  “full  play”  to  the  potent 
bile-accelerating  action  of 
dehydrocholic  acid.  This 
well-conceived  dual  effect 
(spasmolytic  and  hydrocholeretic) 
explains  the  excellent  results 
achieved  by  Cholan  HMB  in 
various  biliary  tract  disorders 
characterized  by  sluggish  bile  flow. 


MALTBIE  LABORATORIES,  INC. 
NEWARK  1,  N.  J. 

Malibie . . . first  to  develop 
American  process  for  con-  ' 
verting  crude  viscous  ox- 
bile  into  chemically  pure 
dehydrocholic  acid. 


Each  tablet  contains: 

5p 

Dehydrocholic  acid  Maltbie 

250  mg.  (3  3/4  gr.) 

«*** 

Homatropine  methylbromide 

2.5  mg.  (1/24  gr.) 

Phenobarbital  8 mg.  (1/8  gr.) 
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for  the  relief  of  tension 
and  associated  pain  and 

spasm  of  smooth  muscle 


a threefold  action  is  provided  by 


Trasentine-Phenobarbital 

(Adiphenine  Ciba) 


1.  Phenobarbital  provides  sedation  and  eases  tension 
without  the  greater  hypnotic  effect  of  more  potent 
barbiturates. 

2.  Trasentine  relieves  gastrointestinal  pain  by  exert- 
ing a direct  local  anesthetic  effect  on  the  mucosa. 

3.  Trasentine  relaxes  spasm  through  a papaverine- 
like effect  on  smooth  muscle  and  an  atropine-like  effect 
on  the  parasympathetic  nerve  endings. 

Prescribe  Trasentine-Phenobarbital  for  nervous  ten- 
sion and  gastrointestinal  disorders  in  which  psycho- 
somatic factors  are  dominant.  Each  tablet  contains  50 
mg.  Trasentine  hydrochloride  and  20  mg.  phenobar- 
bital. Bottles  of  100  and  500. 


(OS-Ib®. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 
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Thylox  Sulphur— of  a particle  diameter  uniformly  2 microns  or  less— 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages... 


Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 


Extensive  sulphur  surface  area  permits  prompt  formation 
of  therapeutically  effective  polysulphides 


Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur, 
and  the  necessity  for  using  sulphur  in  excessive  amounts 


THYLOX  SULPHUR'  CREAM  THYLOX  SULPHUR  SOAP* 


Contains  4%  Thylox  Sulphur  (anhy- 
drous), plus  0.5%  hexachlorophene,  in  a 
greaseless  absorption  base.  Blends  read- 
ily with  the  skin,  has  no  sulphur  odor,  is 
easilyr  removed  with  warm  water.  Avail- 
able in  lVk-oz.  tubes. 


Contains  lVz%  Thylox  Sulphur  (anhy- 
drous), plus  hexachlorophene  1%.  Sug- 
gested for  routine  skin  cleansing  when 
long-term  sulphur  therapy  is  indicated. 
Available  in  boxes  of  3 cakes,  3%  oz. 
each  cake.* 


SAMPLES  AND  LITERATURE  TO  PHYSICIANS  ON  REQUEST 


SHULTON,  Inc. 

Clifton,  New  Jersey 


•Made  with  K upper i Thylox  Sulphur®-*  special  sulphur  of  Koppers  Co.,  Inc.  Sole  licensee,  Shulton,  Inc. 
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POSTGRADUATE  CENTER  FOR  PSYCHOTHERAPY,  INC.,  offers: 

SEMINAR  FOR  PHYSICIANS  (=710) 

Joost  A.  M.  Meerloo,  M.D.,  Chairman,  Ernst  Hammer schlag,  M.D.,  Vladimir  Gurewich,  M.D.,  Gustav 
Bychowski,  M.D.,  and  Adolf  Zeckel,  M.D.  Oct.  6,  Nov.  3,  Dec.  1,  Jan.  5,  Feb.  2.  Tues.  8:30-10  P.M. 
This  is  a series  of  seminars  designed  for  the  non-psychiatrist  physician.  Topics  chosen  are  those  dealing 
with  problems  in  which  physicians  have  expressed  an  interest.  Seminars  will  be  held  for  five  consecutive 
months  on  the  first  Tuesday  of  each  month.  The  following  topics  will  be  discussed: 

PSYCHOLOGICAL  PROBLEMS  IN  GENERAL  PRACTICE— Ernst  Hammerschlag.  M.D. —October  6.  1953 
THE  PSYCHOLOGY  OF  THE  CONSULTATION  HOUR— Joost  A.  M.  Meerloo.  M.D  — November  3.  1953 
THE  PSYCHOLOGICAL  ASPECTS  OF  HEART  DISEASE— Vladimir  Gurewich.  M.D. —December  I.  1953 
RELATION  BETWEEN  LIFE  HISTORY  & SOMATIC  DISEASE— Gustav  Bychowski,  M.D.— January  5.  1954 
THE  PSYCHOLOGY  OF  THE  CANCER  PATIENT— Adolf  Zeckel.  M.D.— February  2.  1954 
Open  fo  Physicians — advance  registration  not  necessary —individual  seminars  may  be  attended  — there  is  no  fee. 

218  East  70th  Street,  New  York  21  TRafalgar  9-7100 


Physicians’  Home 

63  EAST  84th  STREET 
New  York  City 

is  extending  financial  aid  to  elderly 
Doctors,  their  wives  and  widows 
throughout  theState.  Your  contribution 
will  enhance  The  Home’s  usefulness. 


DR.  BEVERLY  C.  SMITH,  President 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief"  of  severe 

bronchial  asthma 


aminophyllin 


(theophylline-ethylenediamlne) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 


pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


he's  heard  the  call  for  Vi-Daylin 

{ Homogenized  Mixture  of  Vitamins  A,  D, 
Bi,  B*  Bn,  C,  and  Nicotinamide,  Abbott) 

He  knows  his  fish.  They  belong  in  butter — not  in  vitamins. 
Synthetic  vitamin  A is  just  part  of  Vi-Daylin’s  special  appeal. 

For  one  thing,  Vi-Daylin  looks  like  a treat.  Little  cynics 
are  promptly  disarmed  by  the  clear,  yellow-candy  shine  of  this 
elegant  spoonful.  Taste?  All  lemon  and  honey-like  sweetness. 

Compare  the  taste.  Compare  the  formula.  You’ll  find  seven- vitamin 
potency  for  once-a-day  serving.  Via  the  spoon — or  mixed  in  soft 
foods — Vi-Daylin  is  good  news  for  youngsters  and  their  mothers. 


CXiMrcytt 


Each  5-cc.  teaspoonful  of 
VI-DAYLIN  contains: 


Vitamin  A 3000  U.S.P.  units 

Vitamin  D 800  U.S.P.  units 

Thiamine  Hydrochloride 1.5  mg. 

Riboflavin .7.2  mg. 

Ascorbic  Acid 40  mg. 

Vitamin  Bn  Activity 3 meg. 

(by  microbiological  assay) 

Nicotinamide 70  mg. 
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Tinea  pedis  thrives 


Athlete’s  foot  and  other 

external  fungus  infections  usually 
respond  to  treatment  with  Asterol. 
new  and  radically  different  antifungal 

agent— not  a fatty  acid  nor  a salicylate — 
Asterol  is  practically  odorless,  potent, 

mildly  keratolytic.  Available  as  a tincture, 
ointment,  or  dusting  powder. 


ASTEROL  dihydrochloride 

’ROCHE’ 


ASTEROL*1 — Brand  of  Diamthazole  • HolTmann-La  Roche  Inc  • Nut  ley  10  • N.  J. 
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chemically  unique  n^vn 

No  other  antihistamine  is  similar 
to  or  related  to  Thephorin  in  basic 
chemical  structure. 

/\ 

✓ 


CHr-N 


clinically  superior 

No  other  antihistamine  so  well 
combines  maximum  clinical  benefits  with 
minimum  drowsing  effects.  E G.-. 

Summary  of  2288*  cases  treated  with  Thephorin 


No.  of 

Number 

Percent 

Indication 

Patients 

Benefited 

Benefited 

Hoy  fever 

859 

681 

79.3 

Allergic  rhinitis 

592 

428 

72.3 

Urticaria 

180 

133 

73.9 

Others 

657 

383 

58.3 

Total 

2288 

1625 

71.0 

Incidence  of  drowsiness  ONLY  2.93% 

^References  on  request^ 
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Thephorin 

'ROCHE' 
the  DAYTIME  antihistamine 


Thephorin®  —brand  of  phenindamine 


HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • N.  J. 
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PROOF  WITH  ONE  PUFF? 


So  distinct  is  the  superiority  of  Philip  Morris 
over  any  other  leading  brand,  that  we  believe 
you  will  notice  the  difference  with  a single  puff. 
Won’t  you  try  this  simple  test,  Doctor,  and  see? 


Take  a PHILIP  MORRIS  anti  any  other  cigarette 

1.  Light  up  either  one  first.  Take  a puff  — get  a good 
mouthful  of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come 
directly  through  your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 


Notice  that  Philip  morris  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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3 GERIFORT  capsules 


(recommended 
daily  dose) 


contain : 


Vitamin  A (Synth.)  28,000  U.S.P.  Units 


Vitamin  Bi 

. . .14 

Mg. 

Vitamin  B. 

. . .14 

Mg. 

Vitamin  8« 

5 

Mg. 

Vitamin  C 

210 

Mg. 

Vitamin  D 

2,800 

U.S.P.  Units 

Niacinamidt  

180 

Mg. 

Iron 

20 

Mg. 

Calcium 

188 

Mg. 

Phosphorus 

160 

Mg. 

Iodine 

.01 

Mg. 

Calcium  Pantothenate 

20 

Mg. 

Folic  Acid 

.1.5 

Mg. 

Vitamin  E 

. . .10 

Int.  Units 

Vitamin  Bn 

. . . 5 

Meg. 

Choline  Bitartrate  . . 

200 

Mg. 

Inositol 

100 

Mg. 

dl-Methionine 

. 20 

Mg. 

Rutin 

60 

Mg. 

Biotin 

.50 

Meg. 

Cobalt 

0.1 

Mg. 

Copper  

0 2 

Mg. 

Magnesium 

2 

Mg. 

Manganese 

.0.5 

Mg. 

Potassium 

0 05 

Mg. 

Zinc 

. .1  .5 

Mg. 

1.  Stcigliti,  E.  J.:  In  Handbook  of 
Nutrition,  A.M.A.,  1951. 

2.  Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 
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TARPASTE 

"DOAK” 

Tar  Distillate  5% 


chronic 

» Th«r>P'“l'C^“Xn.«e -*'10*’ 

exudative  eczen  non-stain- 

* TARMSvoi°'kSSWWtePC 

•n^praet'eal  • contains  5% 

“OoaVt-  . ..  .a.W  stain- 


caretuiiy 

"Doak.  „ vo\ds  stain- 

»taR1>'ste  ° 

ing,  oi  Vmen. 


DOAK  PHARMACAL  CO.,  INC. 

1 1 West  42nd  Street 
NEW  YORK  36,  N.  Y. 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


Nil  CARP  ON 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 


e. 


1 or  2 tablets  daily  >/2  hour  after  meals. 

Bottles  of  100 


"FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  WIST  24TH  ST..  NEW  YORK  1,  N.  Y. 
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LORZINEX8 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
wetting  agent  is  trichomonacidal. 

LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

before  administration  of  specific 
therapeutic  agents. 

LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 

Available  at  all  pharmacies. 

Samples  and  literature  sent 
on  request. 

pi 

Pharmaceutical  Division 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  New  Jersey,  U.  S.  A. 
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During  the  hayfever  season  . . . 

Phenergan  . . . exceptionally  effective 
antihistamine  . . . gives  prolonged 
relief. 

“Phenergan  compared  dose  for 
dose  with  other  available 
antihistaminic  drugs  proved  to  be 
the  most  efficacious  and  longest- 
acting  drug.”* 

*Peshkin,  M.M.,  and  others: 

Ann.  Allergy  9:121  (Nov. -Dec.)  1951 


PHENERGAN 

HYDROCHLORIDE 


Promethazine  [N-(2,-dimethylamino-2'-methyl) 
ethyl  phenothiazine]  hydrochloride 
SUPPLIED:  Tablets— 12.5  mg.  per  tablet; 
bottles  of  100 

Syrup — 6.25  mg.  per  teaspoonful  (5  cc.); 
bottles  of  1 pint 

Philadelphia  2.  Pa. 


i::m 


8 always  leave  the  table  hungry”,  wails 
the  obese  patient  on  restricted  diet 
• ••  And  she’s  probably  right  since 
"•••the  ordinary  reducing  diet  that  is 
effective  is  in  fact  a starvation  diet.” 

ICMD,  Current  Editorials,  May  1951,  p.  53 

AMPLUS  combines  dextro-Amphetamine  Sulfate  to  help  con- 
trol her  constant  hunger  with  Vitamins,  Minerals  and  Trace 
Elements  to  keep  her  in  a state  of  good  nutrition  while  she 
“starves  herself  thin.” 


AM  PLUS 


EACH  CAPSULE  CONTAINS: 


DEXTRO-AMPHETAMINE  SULFATE 

5 mg. 

CALCIUM 

242  mg. 

COBALT 

0.1  mg. 

COPPER 

1 mg. 

IODINE 

0.15  mg. 

IRON 

3.33  mg. 

MANGANESE  

0.33  mg 

MOLYBDENUM 

0.2  mg. 

MAGNESIUM 

2 mg. 

PHOSPHORUS 

187  mg. 

POTASSIUM 1.7  mg. 

ZINC  0.4  mg. 

VITAMIN  A.  5000  U.S.P.  Units 

VITAMIN  D 400  U.S.P.  Units 

THIAMINE  HYDROCHLORIDE  2 mg. 

RIBOFLAVIN  2 mg 

PYRID0XINE  HYDROCHLORIDE  0.5  mg 

NIACINAMIDE  . 20  mg. 

ASCORBIC  ACID  37  5 mg. 

CALCIUM  PANTOTHENATE  3 mg. 


J.  B.  ROERIG  AND  COMPANY  CHICAGO  11,  ILLINOIS 
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Marine  S/Sgt.  Archie  Van  Winkle 
Medal  of  Honor 


Attacking  in  darkness,  a superior  Red 
force  had  smashed  through  B Company’s  defense 
line,  near  Sudong.  Staff  Sergeant  (now  Second  Lieu- 
tenant) Van  Winkle’s  platoon  lay  pinned  under  mur- 
derous fire.  The  entire  Company  faced  destruction. 

Passing  a command  to  his  platoon,  the  sergeant 
leaped  from  cover,  led  a desperate  rush  against  the 
enemy.  A bullet  shattered  his  left  elbow,  but  he  kept 
going. 

The  left-flank  squad  got  separated.  Sergeant  Van 
Winkle  dashed  40  yards  through  heavy  fire  to  bring  it 
in.  A grenade  seriously  wounded  his  chest.  Still, 
lying  on  the  ground,  he  continued  to  direct  the  fight- 
ing. Finally  he  was  evacuated,  unconscious  from  loss 
of  blood ; but  the  break  had  been  plugged,  the  Com- 
pany saved. 

“I  found  out  firsthand,”  says  Sergeant  Van  Winkle, 
“that  the  Reds  respect  only  one  thing  — strength.  But 
America  has  plenty,  thanks  to  our  armed  forces  who 
serve  in  the  field  — and  good  citizens  at  home  who  in- 
vest in  our  country’s  Defense  Bonds!  I believe  in 
Bonds  — as  savings  to  protect  my  family  and  as 
strength  to  protect  my  country.” 

Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U.  S.  Defense  Bonds! 

★ ★ ★ 

Now  E Bonds  pay  3 % ! Now,  improved  Series  E Bonds 
start  paying  interest  after  6 months.  And  average  3%  in- 
terest, compounded  semiannually  when  held  to  maturity. 
Also,  all  maturing  E Bonds  automatically  go  on  earning 
— at  the  new  rate  — for  10  more  years.  Today,  start  invest- 
ing in  Series  E Bonds  through  the  Payroll  Savings  Plan; 
you  can  sign  up  to  save  as  little  as  $2.00  a payday  if  you  wish. 


The  U.  S.  Government  does  not  pay  Jot  this  advertisement.  It  is  donated  by  this  publication  in  cooperation 
with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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IN  SUMMER 
ALLERGIES... 


Such  a transformation  initiated  by  Neo-Antergan  enables 
many  allergy  patients  to  live  comfortably  through  difficult 
Summer  months  when  pollen  levels  soar. 

By  effectively  blocking  histamine  receptors,  Neo-Antersan 
brings  significant  symptomatic  relief  with  a minimum  of 
undesirable  physiologic  effects. 

Promoted  exclusively  to  the  profession,  Neo-Antergan  is 
available  only  on  your  prescription. 

The  Physician's  Product 


Your  local  pharmacy  stocks 
Neo-Antergan  Maleate  in  25 
and  50  mg.  coated  tablets  in 
bottles  of  100,  500,  and  1,000. 


maleate  § 


COUNCIL 


ACCEPTED 


(PYRILAMINE  MALEATE) 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  6c  CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 


© Merck  & Co..  Inc. 
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Whether  you're  furnishing  a new 
office  or  “toning-up”  your  pres- 
ent one,  take  advantage  of  ou 
complete  Decorators’  Service.. 


Doctor- does  your  office  need  a check-up? 


It  is  just  one  of  those  curious  quirks  of  human  nature,  Doctor 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  /ess  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE,  CORNER  39th  • NEW  YORK.  N.  Y. 


In  very  special  cases 
A very 

superior 
Brandy 


THE  WORLD  S PREFERRED 

COGNAC  BRANDY 

For  a beautifully  illustrated  book 
on  the  story  of  Hennessy.  write— 


You  can  be  sure  . . . 

. . . that  I won’t  waste 
your  valuable  time. 

James  M.  Rumsch 

your  SAUNDERS  representative 

for  Manhattan  up  to  125th  Street 

LOnsacre  4-6678 


cOU/V 


• Collected  for 
members  of  the 
State  Medical  Society 

230  W.  41st  ST.,  NEW  YORK 
Phone:  LA  4-7695 


Schieffelin  & Co  , Dept.  HT,  30  Cooper  Square,  N.Y.  54 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Summer  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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Co-Pyronil ' * 

frequently  affords 
more  profound, 
more  prolonged 
relief  with 
j fewer  side-effects 
than  any  other 
known 

w-  A 

ant ihistaminic  . iM 


*'Co-Pyronir  (Pyrrobulomine  Compound,  Lilly) 


Dosage 

Mild  symptoms:  1 pulvule  every 
twelve  hours. 

Moderate  symptoms:  1 pulvule 
everv  eight  hours. 

Severe  symptoms:  2 pulvules  every 
eight  hours. 


Formula: 

Each  pulvule  contains: 

'Pvronil’  15  mg. 

(Pyrrobutamine,  Lilly) 

'Ilistadyl’  25  mg. 

(Thenylpyratnine,  Lilly) 

'Clopane  Hydrochloride’  12.5  mg. 
(Cvclopent amine  Hydrochloride, 

Lilly) 
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Editorials 

Senior  Medical  Students  To  Receive  the  Journal 


The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  this  year 
adopted  the  recommendation  of  the  refer- 
ence committee  on  the  report  of  the  Publi- 
cation Committee  which  would  place  the 
New  York  State  Journal  of  Medicine 
gratis  in  the  hands  of  the  fourth  year  medi- 
cal students  in  the  nine  medical  schools  of 
the  State,  “upon  their  request.” 

The  Editors  believe  that  there  is  much 
material  in  the  Journal  that  will  interest 
all  medical  students,  particularly  the  senior 
medical  students.  Many  of  the  submitted 
articles  are  written  by  men  in  the  active 
practice  of  medicine  in  their  respective 
communities.  These  articles  reflect  the 
practical  problems  encountered  in  general 
and  special  practice  throughout  the  State, 
in  communities  small,  medium,  and  large. 
The  conferences  on  therapy  and  the  clinico- 


pathologic  conferences  are  stimulating  and 
thought-provoking,  testing  the  reader’s  abil- 
ity to  make  a differential  diagnosis.  In 
addition,  the  recently  added  department  on 
the  “History  of  Medicine  in  New  York 
State”  should  prove  to  be  of  much  interest 
to  those  who  find  themselves  just  about  to 
become  makers  of  that  medical  history 
as  practicing  physicians. 

It  is  contemplated  that  by  September 
the  names  and  addresses  of  those  senior 
students  of  medicine  in  this  State  who 
wish  to  have  the  Journal  sent  to  them  will 
have  been  received  and  that  the  business 
office  will  have  been  able  to  process  the  appli- 
cations. It  will  be  necessary  to  increase 
the  Journal  print  order*  to  make  stencils, 
and  to  print  additional  wrappers  for  mailing. 
For  these  reasons  we  request  that  all  senior 
medical  students  in  the  nine  medical  schools 
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of  the  State  who  wash  to  have  one  year’s 
free  subscription  to  the  New  York  State 
Journal  of  Medicine  file  their  applica- 


tions as  soon  as  possible  with  the  office  of 
the  Dean  of  their  respective . schools  for 
forwarding  to  the  Editor  of  this  Journal. 


Current  Editorial  Comment 


Miracle  Drugs.  Most  physicians  are 
skeptics  with  respect  to  new  therapeutic 
modalities,  until  time  and  clinical  experience 
prove  their  worth.  This  is,  unfortunately,  a 
long  process,  and  suffering  humanity  is  im- 
patient. About  a year  ago  we  had  occasion 
to  comment  in  these  columns  on  what  we 
considered  perhaps  over-optimism  with  re- 
spect to  a new  “miracle  drug,”  news  of 
which,  in  the  treatment  of  certain  cases  of 
tuberculosis,  was  released  to  the  public  press. 
This  Journal  reaches  few  nonmedical 
readers  and  coidcl  pass  on  to  the  public  only 
through  the  physicians  of  the  State  our 
opinion  that  the  release  of  information  con- 
cerning isoniazid  was  perhaps  premature. 

Says  the  Sunday  News1  editorially,  in 
part,  to  its  millions  of  nonmedical  readers: 

Conservative  doctors  and  scientific  writers 
cautioned  TB  victims  against  expecting  too 
much  of  isoniazid. 

The  publicity  bandwagon  got  rolling  swiftly, 
nevertheless.  Isoniazid  began  to  be  touted  as 
something  marvelous.  Photographs  got  into 
circulation,  showing  TB  patients  dancing  in 
hospital  wards. 

Sea  View  Hospital,  on  Staten  Island,  re- 
ported that  the  new  drug  had  kept  the  death- 
rate  down  to  10.5%  in  237  patients  who  were 
critically  ill  with  tuberculosis.  Prices  nose- 
dived as  methods  of  making  the  compound  im- 
proved. It  is  now  in  ample  supply,  and  selling 
very  cheap. 

The  second  chapter  in  the  isoniazid  story, 
however,  has  broken  into  the  news  in  the  last 
few  days. 

This  second  chapter  is  told  by  Dr.  Robert  J. 
Anderson,  of  the  Federal  Public  Health  Service, 
in  testimony  before  a Senate  Appropriations 
subcommittee. 

The  gist  of  Dr.  Anderson’s  disclosures  is  that 
isoniazid  “has  not  come  up  to  the  high  hopes 
once  held  for  it . . . Some  of  the  patients  who  a 
year  ago  were  pictured  dancing  in  their  wards 
have  since  died.”  - 

True,  the  new  medicine  is  good,  but  within 
rather  narrow  limits.  It  will  not  restore  tissues 


which  TB  has  destroyed  or  damaged.  It  is  not 
effective  in  all  forms  of  tuberculosis. 

Streptomycin,  too,  had  a big  ballyhoo  run  as 
a “miracle  drug”  soon  after  it  danced  out  of  the 
laboratories.  It  was  touted  as  a probable  cure 
for  TB  in  all  forms  and  stages.  After  a while, 
it  turned  out  to  be  just  a valuable,  but  far 
from  infallible,  new  weapon  in  the  medical 
profession’s  antituberculosis  arsenal. 

How  many  tragedies  resulted  from  over- 
confidence  in  streptomycin,  or  how  many  will 
yet  result  from  overconfidence  in  isoniazid,  we 
wouldn’t  know  and  have  no  way  of  finding  out. 

This  same  story,  with  different  leading 
characters,  has  been  repeated  in  the  United 
States  for  years. 

Science  discovers  a promising  new  drug — 
sulfanilamide,  penicillin,  aureomycin,  terra- 
mycin,  or  whatever.  Cautious  physicians  warn 
that  no  miracles  should  be  looked  for.  Federal 
agencies  do  what  they  can  to  head  off  public 
hysteria. 

Then,  ballyhoo  artists  get  hold  of  the  news 
and  go  to  town  with  it.  Magazines  print 
wildly  exaggerated  and  sometimes  inaccurate 
stories  about  the  new  compound,  with  the 
qualifications  and  cautions  played  far  down  in 
the  text  if  printed  at  all. 

The  News  then  asks: 

Isn’t  there  some  way  to  call  a halt  to  this 
stuff — this  building  up  of  false  hopes  among 
victims  of  disease,  this  capitalizing  on  those 
hopes  by  a few  overenthusiastic  doctors  and  a 
multitude  of  quacks,  these  pitiful  letdowns 
after  the  whirlwinds  of  excitement? 

We  would  say  yes  to  that  question.  If 
the  writers  and  publicists  would  consult  the 
very  numerous  sources  of  accurate  medical 
information  that  are  available,  the  American 
Medical  Association,  the  Medical  Society  of 
the  State  of  New  York,  the  New  York 
Academy  of  Medicine,  for  example,  as  to  the 
facts,  much  of  the  harm  could  be  avoided. 

We  cannot  but  believe  that  American 
journalism  strives  constantly  to  better  its 
reporting,  its  editorial  interpretation  of  the 
facts.  Such  an  editorial  as  the  above  from 

[Continued  on  page  1744] 
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CURRENT  CONCEPTS  IN 
DIABETES  MELLITUS 


Irving  Graef,  M.D.,  Editor 

from  the 

Committee  on  Professional  Education 
of  the 

Clinical  Society 
of  the 

New  York  Diabetes  Association 


MANAGEMENT  OF  THE  DIABETIC  CHILD 

Abraham  H.  Kantrow,  M.D.,  New  York  City 

( From  the  Department  of  Pediatrics,  State  University  College  of  Medicine  at  New  York  City,  and  the  Department 
of  Pediatrics,  Long  Island  College  Hospital  and  Kings  County  Hospital,  and  the  Children's  Diabetic  Clinic, 
Kings  County  Hospital,  State  University  Division;  Fellow,  Clinical  Society  of  the  New  York  Diabetes 

Association) 


CLINICAL  control  of  the  diabetic  state, 
normal  growth  (and  maturation), 
and  wholesome  emotional  development  are 
the  targets  for  management  of  the  diabetic 
child.  Successful  management  depends 
upon  the  joint  efforts  of  physician,  parents, 
and  child. 

Sound  clinical  control  of  the  diabetic 
child  is  directed  toward  preventing  or  de- 
laying the  vascular  complications  of  long- 
standing diabetes  and  ensuring  normal 
growth  of  the  child.  Exponents  of  chemical 
control  have  shown  that  diabetic  children 
develop  significantly  fewer  vascular  compli- 
cations when  glycosuria  is  controlled.1-3 
Marked  retardation  of  growth  is  rarely  seen 
today  with  the  use  of  adequate  diets  and  the 
maintenance  of  good  chemical  control.4 
The  task  of  constantly  maintaining  good 
control  is  beset  with  many  difficulties. 
Nonetheless,  the  task  remains  one  which 
cannot  be  avoided,  for  compromise  with 
good  control  invites  trouble.  It  is  of  inter- 
est to  note  that  one  of  the  earliest  advocates 
of  the  free-diet  regime,  which  countenances 
glycosuria,  has  stated  that  no  arteriosclerosis 


has  appeared  in  his  diabetic  children  who 
have  been  well  controlled.5 

Diet 

Good  growth  and  development  require  an 
adequate  nutritional  intake.  The  diet  pre- 
scribed for  a diabetic  child  should  not  differ 
to  any  great  degree  from  the  normal  diet  of 
children  of  similar  age.  Under  these  cir- 
cumstances one  might  question  the  value  of 
a calculated  diet.  Since  food  intake  is  an 
important  factor  in  the  complex  which 
influences  diabetic  control,  a measured 
diet  makes  it  possible  to  hold  this  factor 
relatively  constant.  A calculated  diet  can 
provide  an  optimal  nutritional  intake  which 
may,  in  fact,  be  superior  to  the  average 
nutritional  intake  of  children  of  comparable 
families.  A measured  diet  gives  parents 
and  children  a knowledge  and  under- 
standing of  food  values.  It  will  prepare 
children  to  make  intelligent  dietary  choices 
during  adulthood  when  it  is  neither  possible 
nor  desirable  to  have  all  meals  planned  and 
prepared  in  the  home. 

An  adequate  diet  which  approximates 
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the  food  of  the  whole  family  does  not  impose 
the  feelings  of  discipline  and  deprivation 
which  were  so  common  when  starvation  or 
other  limited  diets  were  accepted  methods 
of  treatment.  Satisfactory  results  can  be 
achieved  by  using  ordinary  household  meas- 
ures. A variety  of  food  choices  is  possible 
and  encouraged.  Substitute  meals  can  be 
calculated  for  school  and  picnic  lunches  as 
well  as  for  children's  parties.  Substitute 
liquid  diets  for  use  during  acute  illnesses 
should  be  available  to  the  parents. 

Calories. — The  caloric  content  of  the 
diabetic  diet  should  be  determined  from  nor- 
mal standards  which  are  based  on  height, 
weight,  or  age.  The  height  standard  pro- 
vides 35  calories  per  inch.  The  weight 
standard  provides  50  calories  per  pound  at 
age  one,  35  calories  at  age  five,  30  calories 
at  age  ten,  and  25  calories  at  age  fifteen. 
The  age  standard  furnishes  1,000  calories  at 
one  year  of  age  with  an  additional  100 
calories  for  each  succeeding  year  of  age  up 
through  adolescence  (age  thirteen  for  girls, 
age  nineteen  for  boys).  The  use  of  these 
standards  will  yield  comparable  estimates  of 
the  caloric  needs  for  the  average  child. 
However,  one  should  make  allowances  in 
the  individual  case  for  undernutrition, 
obesity,  and  unusual  physical  activity. 

Composition  of  the  Diet. — The  average 
normal  child  usually  consumes  about  50 
per  cent  of  his  calories  as  carbohydrates, 
15  per  cent  as  protein,  and  35  per  cent  as  fat. 
The  calories  of  the  diabetic  diet  may  be 
similarly  distributed,  or  somewhat  more 
protein  may  be  allowed  at  the  expense  of 
carbohydrate  and  fat.  In  many  diabetic 
clinics  20  per  cent,  and  as  much  as  25  per 
cent,  of  the  calories  are  given  in  the  form  of 
protein.  Such  a diet  for  a diabetic  child 
can  be  quickly  calculated  when  40  per  cent  of 
the  calories  are  furnished  as  carbohydrate, 
20  per  cent  as  protein,  and  40  per  cent  as 
fat.6  Since  each  gram  of  carbohydrate 
yields  4 calories,  the  carbohydrate  value  of 
the  diet  in  grams  is  determined  by  simply 
taking  10  per  cent  of  the  total  calories. 
The  protein  and  fat  values  of  the  diet  in 
grams  would  be  one  half  the  figure  for  the 
grams  of  carbohydrate.  Thus  the  composi- 
tion of  an  1,800  calorie  diet  for  a nine-year- 
old  child  would  be  180  grams  of  carbohydrate, 
90  grams  of  protein,  and  90  grams  of  fat. 
Diets  with  the  higher  protein  composition 
are  more  desirable  for  the  growing  child, 
and  particularly  for  the  diabetic  child. 
The  diet  should,  of  course,  provide  a liberal 
intake  of  the  essential  minerals  and  vita- 


mins. Vitamin  supplements  to  ensure 
proper  growth  and  nutrition  may  be  in- 
cluded when  deemed  necessary. 

Insulin 

All  diabetic  children,  in  contrast  to  adults, 
require  insulin.  Soon  after  the  diabetes 
has  been  recognized  and  the  glycosuria 
controlled  by  insulin,  the  daily  requirement 
usually  declines.  Thereafter,  through  the 
years  of  growth  and  development,  the  insulin 
needs  will,  in  the  average  case,  gradually 
increase.  During  adolescence  temporary 
increases  in  insulin  requirements  may  be 
observed 

Five  types  of  insulin  are  presently  avail- 
able. The  characteristic  action  of  each 
type  is  shown  in  the  following  table: 

Duration 


Insulin 

Onset  of 
Activity 
(Hours) 

Maximum 

Activity 

(Hours) 

of 

Activity 

(Hours) 

Regular  and 

crystalline 

1 

2 to  6 

8 to  10 

Protamine 

zinc 

5 to  8 

12  to  20 

26  to  48 

Globin 

2 

8 to  16 

18  to  24 

NPH 

2 

8 to  16 

26  to  30 

Nocturnal  hyperglycemia  is  character- 
istic of  the  diabetic  state  in  children.7 
Until  the  introduction  of  the  modified  in- 
sulins most  diabetic  children  required  two 
or  three  premeal  injections,  and  in  some 
cases,  a fourth  nocturnal  injection  of  regular 
insulin.  It  is  now  possible  to  secure  as  good 
control  with  fewer  injections  because  the 
long-acting  insulins  serve  to  check  the  noc- 
turnal rise  of  the  blood  sugar. 

Protamine  zinc  insulin  has  a limited  use- 
fulness in  children.  The  slow  onset  of  its 
activity  fails  to  prevent  excessive  post- 
prandial glycosuria,  and  usually  has  to  be 
supplemented  with  regular  insulin. 

Because  of  earlier  and  more  intense  initial 
activity,  globin  and  NPH  insulins  have 
proved  more  useful.  The  glycosuria  in 
some  children  can  be  adequately  controlled 
with  a single  injection  of  either  globin  or 
NPH  insulin  before  breakfast.  Other 
children  will  require  the  addition  of  regular 
insulin,  before  the  breakfast  meal  and  oc- 
casionally again  before  dinner.  A great 
advantage  of  NPH  insulin  lies  in  the  fact 
that  regular  insulin  can  be  added  directly  to 
it,  in  the  same  syringe,  without  interfering 
seriouslj’  with  the  rapid  action  of  the  regular 
insulin.  This  makes  it  possible  to  give 
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but  one  injection  where  two  were  necessary 
before.  When  more  than  50  units  of  long- 
acting  insulin  arc  necessary,  better  control 
can  often  be  secured  by  dividing  the  daily 
dosage  for  administration  before  the  break- 
fast and  evening  meals.  Such  a division 
may  increase  the  effectiveness  of  the  insulin 
and  make  it  possible  to  reduce  the  total 
number  of  units  needed.  It  will  also  re- 
duce the  danger  of  insulin  shock  during  the 
late  afternoon  and  night  hours,  which  is 
often  observed  when  large  doses  of  modified 
insulin  are  given  in  one  injection. 

Occasionally  one  may  observe  a child 
who  cannot  be  adequately  controlled  with 
any  of  the  long-acting  insulins  alone,  or  in 
combination  with  regular  insulin.  Consider- 
able postmeal  glycosuria  associated  with  fre- 
quent and  sometimes  profound  insulin 
shocks,  usually  nocturnal,  mark  these 
children  as  labile  diabetics.  Such  children 
are  best  treated  with  only  small  doses  of 
long-acting  insulins,  together  with  one  or 
more  injections  of  regular  insulin.  Ade- 
quate control  with  few  and  mild  insulin 
shocks  can  usually  be  obtained  by  the  use 
of  two  to  four  injections  of  regular  insulin. 

Urine  Testing  and  Diabetic  Diary 

Diabetic  children  may  excrete  in  the  urine 
fairly  large  amounts  of  sugar  for  long  periods 
of  time  without  symptoms  or  signs  of  poor 
control.  The  daily  testing  of  the  urine  for 
sugar  is  the  safest  guide  for  evaluating  the 
level  of  control  of  the  diabetic  child.  Urine 
tests  should  be  done  two  to  four  times  daily 
and  are  best  done  before  each  meal  and  be- 
fore bedtime.  Most  parents  and  children 
will  cooperate  in  this  necessary  task  and  will 
soon  become  aware  of  the  help  they  can  de- 
rive from  this  routine. 

Keeping  a record  of  these  tests,  together 
with  other  pertinent  information,  in  a dia- 
betic diary  has  proved  extremely  valuable 
for  all  concerned  with  the  welfare  of  the 
child.  The  diary  gives  parents  and  children 
an  insight  into  the  many  factors  which 
influence  glycosuria  and  helps  them  develop 
judgment  and  initiative  in  the  task  of  main- 
taining minimal  glycosuria.  It  is  of  great 
value  to  the  physician  in  estimating  the 
particular  needs  of  the  individual  child  in 
relation  to  diet,  exercise,  and  insulin. 

Control  of  Infection 

The  efficiency  of  insulin  is  impaired  in 
the  presence  of  infection.  It  is  well  docu- 
mented that  acute  and  chronic  infections 
have  a markedly  adverse  effect  on  diabetic 


control  in  children.  It  has  been  our  ex- 
perience that  the  catabolic  influence  of  even 
mild  and  subclinical  infections  have  a similar 
damaging  effect.  Diabetic  children  whose 
glycosuria,  is  well  controlled  are  no  more 
susceptible  to  infections  than  normal  chil- 
dren, and  when  ill,  they  respond  to  treatment 
well.  Children  whose  glycosuria  is  minimal 
are  good  surgical  risks. 

All  infections  in  diabetic  children  should 
be  treated  promptly  and  vigorously.  This 
will  involve  the  usual  care  prescribed  for  an 
ill  child,  the  early  use  of  antibiotics  when  in- 
dicated, and,  in  most  cases,  an  increase  of 
the  insulin  dosage  to  limit  the  glycosuria 
usually  observed  with  infections.  Acidosis 
is  quickly  precipitated  in  children  by  in- 
fections and  must  be  guarded  against. 
In  the  presence  of  fever  the  child’s  current 
diet  should  be  modified  by  a fluid  diet. 
During  severe  infections  repeated  injec- 
tions of  regular  insulin  given  at  four-  to 
eight-hour  intervals,  rather  than  a single 
injection  of  long-acting  insulin,  may  be 
necessary  to  maintain  control  of  the  glyco- 
suria. 

Diabetic  Emergencies 

Coma. — The  great  majority  of  diabetic 
children  admitted  to  the  hospital  with 
acidosis  and  coma  have  an  associated  in- 
fection. The  child  may  be  a previously 
undiagnosed  case,  or  a diabetic  child  with 
severe  infection  which  was  improperly  man- 
aged in  the  home,  or  a diabetic  child  who 
has  failed  to  take  insulin  over  a period  of 
time.  The  latter  child  often  presents  a 
deep-seated  emotional  problem  which  re- 
quires psychiatric  evaluation  and  care 
when  the  crisis  is  past. 

Frequent  determinations  (one-half  to  one 
hour  apart)  of  urinary  sugar  and  acetone  by 
indwelling  catheterization,  of  blood  sugar  and 
carbon  dioxide  combining  power  are  neces- 
sary guides  in  the  management  of  the  coma- 
tose child. 

Regular  insulin  should  be  given  at  one- 
half  to  two-hour  intervals.  With  deep 
coma  one  half  the  initial  insulin  dose  may 
be  given  intravenously.  The  frequency 
of  injections  and  dosages  will  vary  with 
the  age  of  the  child,  the  depth  of  the  coma, 
the  elevation  of  the  blood  sugar,  and  the 
resistance  to  the  action  of  insulin  as  shown 
by  the  diminution  in  acetoacetic  acid, 
acetone,  and  glycosuria.  The  small  child 
up  to  five  years  of  age  may  require  10  to 
20  units  of  insulin  per  hour,  the  older 
child  20  to  GO  units  per  hour. 
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Intravenous  normal  saline  combined 
equally  with  M/6  sodium  lactate*  can  be 
given,  during  the  initial  one  to  three  hours, 
in  the  amount  of  1 to  2 per  cent  of  the  body 
weight  per  hour.  Enough  additional  M/6 
sodium  lactate,  combined  with  normal  saline, 
may  be  administered  to  raise  the  carbon 
dioxide  combining  power  to  30  volumes  per 
cent.  During  the  first  twenty-four  hours 
fluids  up  to  10  to  15  per  cent  of  the  body 
weight  may  be  necessary  to  combat  dehydra- 
tion and  acidosis.  Potassium  loss  in  early 
cases  may  be  readily  corrected  by  oral  feed- 
ings of  orange  juice,  beef  broth,  and  milk  as 
tolerated.  Where  potassium  levels  have 
been  determined,  potassium  supplements, 
oral  or  intravenous,  may  be  given,  especially 
if  coma  and  preliminary  ketosis  are  of  long 
duration.  The  use  of  fructose  intravenously 
has  not  been  studied  extensively  enough  to 
warrant  its  general  use  as  a substitute  for 
glucose.  In  some  instances  of  shock  accom- 
panying coma,  small  blood  transfusions 
(250  cc.)  may  be  warranted. 

Diabetic  coma  in  children  is  in  most 
instances  associated  with  an  infection. 
Specific  antibiotic  therapy  will  be  valuable 
for  combating  such  infection,  and  it  may 
contribute  to  the  enhancement  of  insulin 
action  as  the  infection  subsides. 

Insulin  Shock. — Deep  or  protracted  in- 
sulin shocks  may  leave  irreparable  central 
nervous  system  damage.  Children,  parents, 
and  teachers  must  be  taught  to  recognize 
the  early  symptoms  of  insulin  hypoglycemia. 
Increased  physical  activity,  mistaken  over- 
dosage of  insulin,  delay  in  eating,  and  re- 
covery from  infection  are  the  most  common 
precipitating  causes  of  insulin  shock.  All 
diabetic  children  should  carry  an  easily 
available  form  of  carbohydrate,  pieces  of 
sugar  or  candy,  and  an  identification  card 
explaining  the  immediate  need  for  sugar  to 
overcome  the  symptoms  of  hypoglycemia. 

Most  children  can  recognize  the  early 
signs  of  hypoglycemia  and  are  able  to  control 


* 1.8  cc.  of  M/6  sodium  lactate  per  kilogram  of  body 
weight  will  raise  the  carbon  dioxide  combining  power  1 
volume  per  cent. 


their  symptoms  promptly  with  sugar  or 
other  form  of  carbohydrate.  The  child  who 
plans  a particularly  strenuous  type  of  play 
may  well  fortify  himself  before,  and  during 
activity,  if  necessary,  with  carbohydrate. 
The  child  who  is  in  deep  shock  and  unable 
to  take  carbohydrate  by  mouth  will  require 
intravenous  glucose. 

Medical  Check-up 

Periodic  medical  evaluation  at  one-  to 
three-month  intervals  is  essential  for  the 
diabetic  child.  Complete  physical  examina- 
tion, blood  sugar  and  cholesterol  levels  and 
urine  analyses,  education  and  re-education 
of  parent  and  child,  guidance  and  help  for 
emotional  problems  are  among  the  things 
which  need  doing  from  time  to  time,  de- 
pending on  findings  or  problems  presented. 
Diets  may  need  to  be  revised  and  insulin 
prescriptions  reviewed  or  altered. 

Intelligence  and  Stability 

There  is  no  doubt  that  when  the  diabetic 
child  and  his  family  are  equipped  with  good 
native  intelligence  and  emotional  stability 
the  long-term  outlook  is  excellent.  An 
understanding  of  the  disease,  a knowledge  of 
its  vagaries,  and  initiative  in  its  home  man- 
agement are  essential  to  the  maintenance 
of  good  control.  However,  without  a stable 
emotional  outlook  even  good  native  intel- 
ligence is  of  little  avail.  The  child  and  his 
family  must  be  helped  to  achieve  a complete 
and  wholesome  acceptance  of  the  disease 
and  the  disciplines  which  go  with  it.  On 
this  will  depend  the  success  of  all  of  the 
physician’s  efforts. 
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“Vaginal  leukorrhea”  due  to  Trichomonas  vaginalis  is  describedi  as  “one  of  our 
truly  nuisance  diseases,”  being  present  in  one  out  of  five  women,  yet  many  a 
woman  still  hesitates  to  discuss  leukorrheal  discharge  with  her  physician. 


Physiologic  Floraquin®  Therapy  in  Leukorrhea 


Many  a woman  also  is  discouraged 
because  the  discharge  reappears2  time 
after  time,  even  after  an  apparent  cure 
of  weeks  or  months. 

Treatment3  has  a twofold  purpose: 

To  destroy  the  trichomonads  and  to 
keep  the  vagina  dry.  Floraquin,  with 
its  acid  and  sugar  content,  maintains  a 
normal  vaginal  pH  of  3.8  to  4.4  and 
encourages  the  growth  of  the  normal 
Doderlein  bacilli  and  secretions. 

Active  treatment  with  Floraquin 
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should  be  continued4  through  at  least 
two  or  three  menstrual  periods  to  as- 
sure successful  cure. 

It  is  available  as  powder  and  vaginal 
tablets. 
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to  prevent  attacks  in  angina  pectoris 


patient  selection- Prophylactic  management 
with  Peritrate  can  be  most  effective  in  patients 
whose  attacks  come  with  relative  frequency.  For 
instance,  Humphreys  et  al.  found  that  while  78.4 
per  cent  of  all  patients  studied  had  fewer  attacks, 
. . patients  with  the  greatest  number  of  attacks 
showed  the  greatest  reduction. . . ,”1 

a reliable  CRiTERiON-Regardless  of  severin’  or 
previous  nitroglycerin  requirement,  Plotz-  found 
that  Peritrate  decreased  the  number  of  attacks  in 
approximately  80  per  cent  of  his  patients  and 
“.  . . in  all  cases  the  amount  of  nitroglycerin  . . . 
was  reduced  to  half  or  less. . . 

true  angina  vs.  chest  pain-  Peritrate. which 
seems  “specific”  for  angina  pectoris,  is  virtually 
ineffective  in  angina-like  chest  pains  of  other 
etiology:  only  5 out  of  125  cases  of  wowanginal 
chest  pain  improved  compared  with  4 out  of 
every  5 verified  cases  of  angina  pectoris1'3  in 


which  Peritrate  produced 

• fewer  attacks  of  angina  pectoris  and/or 

• reduction  in  the  severity’  of  those  attacks 
which  were  not  prevented. 

Since  Peritrate  must  be  taken  on  a daily  schedule, 
patients  with  occasional  mild  attacks  are  best 
treated  with  short-acting  nitroglycerin. 

FOR  EFFECTIVE  PROPHYLACTIC  MANAGEMENT- 

A long-lasting  coronary  vasodilator,  Peritrate 
provides  prophylactic  action  for  4 to  5 hours. 
Administration  must  be  maintained  on  a con- 
tinuing daily  schedule  — usually  one  tablet  3 or 
4 times  daily.  Some  patients  require  a 2-tablet 
dose.  Peritrate  is  available  in  10  mg.  tablets  in 
bottles  of  100,  500  and  5000. 
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INTRACARDIAC  SURGERY  FOR  STENOTIC  (ACQUIRED) 
VALVULAR  DISEASE 

Robert  P.  Glover,  M.D.,  Philadelphia,  Pennsylvania 
( From  the  Thoracic  Surgical  Departments  of  Hahnemann,  Episcopal,  Presbyterian,  and  Lankenau  Hospitals) 


THE  past  half  decade  has  witnessed  a dramatic 
and  hitherto  unforeseen  renaissance  in  the 
treatment  of  cardiac  disease.  The  demonstra- 
tion, in  1948,  that  the  interior  of  the  heart  could 
he  successfully  invaded  at  will  for  the  recon- 
struction of  pathologic  disorders  marked  a new 
era  of  surgical  achievement.1-2  Surgery,  al- 
most from  its  inception,  has  had  as  one  of  its 
primary  objectives  the  relief  of  “obstruction  and 
stricture,”  no  matter  where  the  offending  block 
lay  within  the  systems  of  the  human  body.  It 
was  logical,  therefore,  that,  with  the  application 
of  basic  surgical  principles  to  this  new  intracar- 
diac field,  initial  attention  and  effort  should  be 
directed  toward  the  relief  of  stenotic  (“obstruc- 
tion and  stricture”)  valvular  disease. 

Any  consideration  of  valvular  lesions,  surgical 
or  otherwise,  must  at  once  take  into  account  the 
nature  of  their  pathologic  change.  For  reasons 
not  entirely  clear,  the  valves  within  the  heart 
predominantly  undergo  malformation  according 
to  their  location  within  the  vascular  pump. 
Those  on  the  right  side  (tricuspid  and  pulmo- 
nary) are  primarily  the  seat  of  congenital  deform- 
ities, whereas  those  on  the  left  (mitral  and  aortic) 
result  from  superimposed,  acquired  disease,  usu- 
ally rheumatic  in  origin. 

At  the  present  time,  by  far  the  greatest  field 
of  intracardiac  surgical  endeavor  is  concerned 
with  the  problems  of  acquired  rather  than  con- 
genital disease,  a mirror  image  of  conditions  as 
they  existed  just  three  years  ago.  It  has  been 
estimated  that  0.5  to  1 per  cent  of  the  community 
at  large  is  affected  by  valvular  disease,  particu- 
larly in  those  areas  where  rheumatic  fever  is 
endemic,  as  in  the  northeastern  part  of  the 
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United  States  and  northern  Europe.3  Among  the 
first  two  million  American  selectees,  between 
the  ages  of  twenty-one  and  thirty-six,  in  World 
War  II,  about  one  hundred  thousand  were  found 
to  be  unfit  because  of  cardiovascular  disease,  and 
at  least  50  per  cent  of  these  suffered  from  rheu- 
matic valvular  defects.4  The  mitral  and  aortic 
valves  are  the  common  sites  of  involvement,  and 
structural  stenosis  is  the  most  serious  end  result 
of  rheumatic  infection.  It  is  little  wonder,  there- 
fore, since  stenosis  is  essentially  a mechanical 
stricture,  that  surgical  intervention  should  be 
considered  as  offering  the  ideal  therapeutic  ap- 
proach provided  it  can  be  accomplished  with  rel- 
ative safety  and  without  the  production  of  dele- 
terious side-effects. 

Mitral  Stenosis 

In  rheumatic  disease  the  mitral  valve  de- 
velops numerous  minute  inflammatory  verrucae 
in  a row  along  the  line  of  closure  of  the  valve. 
With  continuing  rheumatic  activity  and  at- 
tempts at  healing  over  the  course  of  years, 
there  is  a gradual  development  of  fibrosis, 
thickening,  and  narrowing  of  the  valve  leaflets 
as  their  cusp  margins  become  adherent  at 
the  angles  (commissures).  This  scarring  may  be 
limited  in  extent  to  resemble  a purse-string  puck- 
ering at  the  valve  orifice  with  minimal  involve- 
ment of  the  valve  leaflets  themselves,  which  re- 
main quite  pliable  and  of  the  consistency  of  kid 
glove  skin.  In  other  instances,  the  periorificial 
induration  involves  one  fourth  to  one  half  of  the 
valve  cone,  leaving  a correspondingly  smaller 
margin  of  flexible  tissue  about  the  base  at  the 
A-V  ring.  In  far-advanced  disease  the  whole 
valve  may  become  rigid  and  completely  inflex- 
ible— a hard,  ovoid  plaque  surrounding  a tiny 
fish-mouth  slit. 
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Fig.  1.  Sagittal  section  through  the  left  ventricle 
to  show  the  mitral  valve  cone  in  stenosis.  The 
right  index  finger  and  the  Glover-Avery  guillotine 
inserted  through  the  left  auricular  appendage  and 
placed  to  begin  the  separation  of  the  anterolateral 
commissure.  The  insert  depicts  the  valve  orifice 
after  commissurotomy.  Note  the  intact  chordae 
tendineae  insuring  partial  restoration  of  valve  func- 
tion with  prevention  of  significant  insufficiency. 

Calcium  may  be  present  at  any  stage  as  flecks, 
localized  infiltration,  or,  rarely,  almost  completely 
replacing  valve  tissue.  Thus,  as  stenosis  is 
produced,  pronounced  resistance  to  the  passage 
of  blood  from  the  left  atrium  into  the  left  ven- 
tricle ensues.  Since  the  egress  of  blood  from  the 
left  atrium  is  impaired,  increased  pressure  within 
and  considerable  dilation  of  this  chamber  re- 
sults. The  high  intra-auricular  pressure  is  trans- 
mitted to  the  entire  pulmonary  vascular  system 
and  thence  to  the  right  side  of  the  heart.  A 
chronic  pulmonary  hypertension  results  with 
nocturnal  or  exertional  pulmonary  congestion 
(dyspnea),  rupture  of  pulmonary  capillaries 
(hemoptysis),  and  failure  of  the  right  side  of  the 
heart  (hepatomegaly,  ascites,  and  peripheral 
edema) . 

Once  this  progressive  pattern  becomes  heralded 
by  the  onset  of  fatigue  and  exertional  dyspnea, 
the  ultimate  outcome  for  the  patient  is  in  time 
invariably  unfavorable.  At  this  point  the  treat- 
ment of  the  physician  will  be  directed  toward  the 
support  of  a myocardium  which  is  vainly  attempt- 
ing to  maintain  an  adequate  systemic  circu- 
lation in  the  face  of  an  unrelenting  mechanical 
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stricture.  The  fort  can  be  held  temporarily, 
but,  eventually,  under  such  circumstances,  both 
the  physician  and  the  myocardium  are  fighting 
a losing  battle.  It  is  paramount  to  recognize 
that  the  earliest  onset  of  symptoms  bespeaks  a 
failing  myocardial  and  pulmonary  vascular  re- 
serve as  the  result  of  an  already  long-standing 
structural  valvular  stenosis.  To  repeat,  with 
the  onset  of  symptoms  the  valvular  lesion,  for 
the  most  part,  has  already  reached  its  ultimate 
cicatrix,  and  progression  of  the  patient’s  disabil- 
ity is  one  of  symptomatic  breakdown  and  disin- 
tegration, not  of  increasing  structural  stenosis 
within  the  valve  itself.  The  therapeutic  con- 
clusion is  obvious.  The  stenotic  valve  must  be 
opened  at  the  earliest  suggestion  of  the  above- 
described  obstructive  phenomena  if  one  is  to 
avoid  the  inevitable  progression  of  enlarging 
cardiac  chambers  (left  atrium,  right  ventricle, 
right  atrium),  pulmonary  edema,  recurrent  he- 
moptysis, auricular  fibrillation,  embolic  episodes, 
and  chronic  congestive  (right  heart)  failure. 

It  is  sufficient  to  state  here  that  mitral  com- 
missurotomy is  a procedure  in  which  the  individ- 
ual anatomic  leaflets  of  the  stenotic  valve  are 
separated.  By  incising  the  angles  or  commissures 
of  the  mitral  slit,  its  obstructing  effect  can  be 
overcome,  and  a considerable  degree  of  valve 
function  can  be  re-established.  It  is  to  be  noted 
that  no  valve  tissue  is  removed,  thus  allowing 
the  liberated  though  thickened  and  deformed 
valve  leaflets  to  open  during  ventricular  diastole 
and  approximate  during  ventricular  systole 
without  the  production  of  additional  significant 
regurgitation  (Fig.  I).5-10 

Present  Series 

Four  hundred  twenty-five  mitral  commissurot- 
omies have  been  performed  by  my  partner, 
Dr.  Thomas  J.  E.  O’Neill,  and  me  since  Febru- 
ary 2,  1949.  Two  hundred  twenty  of  these 
have  been  done  since  January  1,  1952,  and,  ex- 
cept for  mortality,  the  data  have  not  been  sta- 
tistically analyzed  as  yet.  Similarly,  41  others 
of  the  series  were  performed  for  and  with  other 
thoracic  surgeons  on  their  own  services  through- 
out the  country  by  invitation  and  will  be  re- 
ported by  them.  The  operative  mortality  rate  for 
the  entire  series  of  425  wras  5.0  per  cent,  and  the 
over-all  mortality,  including  late  deaths,  wTas 
7.5  per  cent.  These  later  deaths  occur  almost 
exclusively  in  stage  V cases  (see  Table  I),  more 
than  six  months  after  surgery,  from  a continua- 
tion of  irreversible  cardiovascular  and  pulmo- 
nary vascular  disease  unaffected  by  surgical  inter- 
vention. 

The  remaining  164  cases  with  a one-  to  four- 
year  follow'-up  period  were  subjected  to  analysis. 
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TABLE  I. — Stages  of  Mitral  Stenosis  TABLE  II. — Status  Prior  to  Admission 


Per  Cent  of 
, — Deaths — * - — Mortality — 
Num-  Opera-  Opera- 

Stage  her  tive  Late  tive  Late 


I 

Asymptomatic 

0 

0 

0 

0 

0 

II 

Statically 

incapacitating 

14 

0 

0 

0 

0 

III 

Progressively 

incapacitating 

105 

5 

1 

4.7 

0.9 

IV 

Terminally 

incapacitating 

32 

3 

0 

9.3 

0 

V 

Irreversible 

13 

2 

8 

15.3 

61.5 

Total 

164 

10 

9 

6.0 

5.4 

A lapse  of  at  least  six  months  to  a year  is  essen- 
tial before  results  may  be  evaluated,  for  expe- 
rience has  shown  that,  in  most  instances,  at  least 
this  period  of  time  must  pass  before  the  patient 
can  fully  appreciate  the  full  subjective  benefits 
of  surgery.  Actually,  a much  longer  period  is 
often  required  before  all  objective  evidences  have 
become  stabilized. 

Of  these  164  patients,  118  were  females  and 
46  were  males.  The  youngest  was  four  years 
old  and  the  oldest  was  fifty-nine  years  old,  with 
an  average  age  of  thirty-five.  Most  of  these 
patients  were  far  advanced  in  the  course  of 
their  disease  and  represented  the  late,  or  termi- 
nal stages  of  mitral  stenosis,  a fact  which  it 
is  to  be  hoped  can  be  corrected  in  the  future  by 
the  reference  of  patients  at  the  onset  of  their  ob- 
structive symptoms.  They  have  been  grouped 
according  to  our  previously  published  classifi- 
cation (Table  I). 

This  classification  has  been  prepared  in  an  ef- 
fort to  combine  a functional  and  therapeutic 
yardstick  for  evaluation  of  the  patients  for  sur- 
gery. Stage  I includes  patients  with  the  auscul- 
tatory findings  of  mitral  stenosis  but  who,  as 
yet,  have  no  symptoms.  Patients  in  stage  II 
have  progressed  to  the  point  where  symptoms 
under  physical  activity  have  developed,  but  the 
patient,  living  within  his  own  limitations,  re- 
mains on  an  even  plateau.  Stage  III,  the  largest 
group  and  one  encompassing  many  variables, 
includes  those  who,  despite  the  best  medical 
therapy,  are  losing  ground.  Stage  IV,  termi- 
nally incapacitating,  includes  those  patients  in 
whom  there  is  constant  evidence  of  congestive 
failure  even  with  limited  physical  activity.  Most 
of  these  can  be  rendered  relatively  free  of  their 
accumulating  tissue  fluid  only  by  the  strictest 
of  medical  regimens.  A certain  small  percentage 
of  those  in  this  group  will  ultimately  prove  after 
surgery  to  have  been  in  stage  V and  to  have  had 
irreversible  changes.  As  yet,  it  has  been  impos- 
sible routinely  to  separate  patients  in  these  two 
stages  by  clinical  and  physiologic  methods; 
hence,  we  reserve  stage  V to  classify  those  whose 
condition,  despite  a technically  adequate  com- 
missurotomy, remains  relatively  unchanged. 


Number 


of  Per 

Diagnosis  Cases  Cent 


Progressive  dyspnea  and  fatigue  164  100 

Congestive  heart  failure  110  67  8 

Hemoptysis  59  36.6 

Arterial  embolism  21  12.7 


TABLE  III. — Admission  Findings 

Num- 

ber  of 

Per 

Diagnosis 

Cases 

Cent 

“Pure”  mitral  stenosis 

97 

59 

Mitral  stenosis  with  insufficiency 

42 

26 

Mitral  stenosis  with  insufficiency  and 

aortic  insufficiency 

11 

7 

Mitral  stenosis  with  aortic  insufficiency 

14 

8 

Left  ventricular  enlargement  (x^ray) 

(large  normal  to  minimal) 

24 

15 

Auricular  fibrillation 

69 

42 

Congestive  heart  failure 

43 

26 

Electrocardiogram 

Right  axis  deviation 

140 

Normal  axis  deviation 

23 

Left  axis  deviation 

1 

Status  Prior  to  Admission  ( Table  II). — Progres- 
sive dyspnea  and  fatigue  were  present  in  varying 
degrees  in  each  of  the  164  cases.  In  addition  to 
this  evidence  of  cardiopulmonary  disability,  110 
had  already  progressed  to  the  stage  of  (congestive) 
failure  of  the  right  side  of  the  heart,  as  evidenced 
by  one  or  more  episodes  of  hepatomegaly,  ascites, 
and  peripheral  edema;  59  had  had  one  or  more 
attacks  of  frank  hemoptysis,  in  several  instances 
to  an  almost  exsanguinating  degree.  This  does 
not  include  the  many  who  had  expectorated 
frothy  material  during  bouts  of  pulmonary  edema. 

In  21  cases,  cerebral,  visceral,  or  peripheral 
emboli  had  occurred  on  one  or  more  occasions. 
Of  these,  14  had  auricular  fibrillation,  seven  had 
normal  sinus  rhythm,  and  all  but  six  had  a history 
of  one  or  more  attacks  of  congestive  failure.  It 
is  of  considerable  interest  that  only  nine  of  these 
had  gross  thrombi  in  the  left  auricular  appendage 
at  operation.  In  one  additional  case  the  pathol- 
ogist was  able  to  report  the  presence  of  a small 
thrombus  deep  in  the  trabeculae  of  the  excised 
appendage,  which  was  not  noted  during  the  com- 
missurotomy. Of  greatest  significance  is  the 
fact  that  no  recurrent  embolic  episodes  have 
occurred  in  any  of  these  21  cases  (longest  period 
since  operation-three  years).  It  has  been  em- 
phasized, previously,  that  ligation  of  the  base 
of  the  left  auricular  appendage  was  responsible 
for  this  result.  However,  of  equal,  if  not  greater, 
importance  would  seem  to  be  the  relief  of  left 
atrial  stasis  accomplished  by  opening  the  valve. 

Status  Upon  Admission  ( Table  III). — In  the 
initial  phase  of  this  surgical  program,  every  at- 
tempt was  made  to  select  cases  of  relatively  pure 
mitral  stenosis  to  insure  a proper  base  line  for  eval- 
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uation  of  the  surgically  treated  stenotic  valve 
alone.  It  has  since  become  apparent  that  the 
auscultatory  findings  of  a minimal  to  moderate 
systolic  mitral  and/or  aortic  systolic  or  diastolic 
murmurs,  in  addition  to  the  classical  mitral 
diastolic  murmur,  may  be  of  little  consequence 
provided  mitral  stenosis  is  the  predominant  factor 
in  the  production  of  the  patient’s  disabling  symp- 
toms. Ninety-seven  were  classified  as  “pure”  mi- 
tral stenosis  when  no  regurgitant  jet  could  be  felt 
by  the  exploring  finger  at  the  time  of  surgery. 
Prior  to  this,  on  purely  auscultatory  grounds,  at 
least  one  third  of  these  had  been  thought  to  have 
associated  mitral  insufficiency  which  could  not 
be  corroborated  at  the  operating  table.  It  is 
thought,  therefore,  that,  contrary  to  classical 
teaching,  pure  mitral  stenosis  can,  and  not 
infrequently  does,  occur  without  accompanying 
regurgitation.  In  42  cases,  there  was  an  asso- 
ciated minimal  (grade  II  systolic  murmur)  mitral 
insufficiency,  and  in  seven  others  there  was  aortic 
insufficiency  of  minimal  degree.  In  14  patients 
a mitral  diastolic  rumble  and  an  aortic  diastolic 
murmur  were  the  only  murmurs  heard.  Four 
others  were  also  complicated  by  the  presence  of 
an  aortic  systolic  murmur  of  minimal  degree. 

In  the  selection  of  cases  for  surgery,  it  is  ob- 
vious that  the  careful  auscultatory  examination 
by  an  experienced  cardiologist  is  paramount. 
The  recognition  of  a typically  uncomplicated 
mitral  stenosis  by  stethoscopic  methods  presents 
no  problem.  The  difficulty  does  not  lie  with  this 
type  of  patient  but,  rather,  with  the  one  who 
presents  evidence  of  coexisting  mitral  stenosis 
and  insufficiency,  or  multivalvular  disease. 
Here,  the  physician  must  decide  whether  or  not 
the  mitral  stenosis  is  the  predominant  lesion. 
Expert  fluoroscopic  and  radiologic  evaluation, 
with  emphasis  on  individual  chamber  enlarge- 
ment, can  be  of  inestimable  value  in  this  respect. 

One  hundred  forty  of  the  cases  presented  a 
normal  left  ventricle,  and  in  24  there  seemed  to 
be  minimal  enlargement.  In  these  24,  mitral 
insufficiency  or  associated  aortic  valvular  disease 
was  dynamically  expressing  its  presence  by  en- 
largement of  the  left  ventricle,  a finding  which  we 
have  come  to  regard  as  evidence  tending  to  con- 
traindicate surgery.  Slight  enlargement  of  the 
left  ventricle,  due  to  mitral  insufficiency,  is  not 
an  absolute  contraindication  but  suggests  the 
possibility  of  a more  equivocal  surgical  fresult. 
If  left  ventricular  enlargement  is  due  to  an  aortic 
valvular  lesion,  commissurotomy  would  seem 
to  be  inadvisable  at  this  time.  The  recognition 
of  minor  degrees  of  left  ventricular  enlargement 
in  the  presence  of  a markedly  enlarged  right  ven- 
tricle may  well  be  petplexing.  Enlargement  of 
all  chambers  of  the  heart  is  an  absolute  contra- 
indication. 


TABLE  IV. — Present  Functional  Status — 164  Cases 
(One  Year  to  Four  Years) 


Results 

Number 

of 

Patients 

Per 

Cent 

Excellent 

80 

48.71  -T- 

I m proved 

27  ^ > 76  per  rent 

U nimproved 

20 

T-2.  1 

I )eaths 

Operative 

10 

6.0 

Late 

9 

5 . 4 

(8 — Stage  V) 

(1 — Stage  III) 

Auricular  fibrillation  is  not  a contraindication 
to  surgery  per  se  unless  the  ventricular  rate  is 
entirely  uncontrollable.  Sixty-nine  patients  had 
auricular  fibrillation,  and  the  eventual  results 
have  compared  quite  favorably  with  those  who 
had  sinus  rhythm. 

Forty-three  patients  presented  themselves 
in  various  stages  of  congestive  heart  failure,  al- 
though many  others  were  known  to  have  been 
in  this  state  prior  to  admission.  This  failure 
was  well  controlled  before  surgery  in  all  but  13, 
wherein  there  existed  many  years  of  chronic  fail- 
ure. Except  for  minimal  clinical  evidences  these, 
too,  eventually  responded.  The  period  of  med- 
ical preparation  of  patients  in  this  status  was 
more  prolonged,  and  in  several  instances  six 
weeks  or  more  were  required.  Some  of  the  more 
dramatic  results  were  achieved  in  this  group  after 
a prolonged  period  of  convalesence. 

The  electrocardiogram  frequently  aids  in  de- 
termining the  candidacy  of  these  patients,  espe- 
cially when  there  is  more  than  one  valve  defect. 
Evidence  of  right  ventricular  enlargement  sug- 
gests that  the  predominant  lesion  is  one  of  mitral 
stenosis.  It  is  to  be  noted  that  a right  axis  de- 
viation (plus  90  degrees  or  more)  was  present  in 
140  cases,  a normal  axis  in  23,  but,  more  particu- 
larly, that  in  only  one  instance  was  there  evi- 
dence of  a left  axis  shift.  In  this  case,  a stage  Y 
case,  mitral  insufficiency  was  found  to  be  equally 
as  prominent  as  stenosis  when  the  valve  was 
explored.  Commissurotomy,  although  accom- 
plished adequately,  had  no  effect  on  the  course  of 
the  patient’s  irreversible  cardiovalvular  and  pul- 
monary vascular  disease,  and  she  continued  un- 
improved to  her  death,  ten  months  later.  Find- 
ing a left  axis  shift  predicates  that  other  factors 
are  at  play,  and  a careful  re-evaluation  must 
follow. 

Present  Functional  Status  ( Table  IV): — There 
is  no  more  difficult  a task  in  the  compilation  of 
clinical  data  than  to  reach  agreement  on  suitable 
and  self-explanatory  criteria  for  the  evaluation 
of  surgical  results.  This  is  especially  true  when 
the  pathologic  and  physiologic  pattern  of  a dis- 
ease entity,  such  as  mitral  stenosis,  is  so  varied. 
The  common  ground  for  comparison  would  seem 
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Table  V. — Causes  of  Death  (164  Cases) 


Operative 

Later 

Technical 

5 

Irreversible  cardiovalvu- 

Split  cusps- finger  2 

lar  and  pulmonary 

Medial  comniis- 

vascular  disease  with 

sure — 

progression  into  ter- 

1.  (’lit  too  far  2 

ininal  failure. 

2.  Unexplained  1 

(All  in  Stage  V)  8 

Patients  near  extremis 

2 

Pre-existing  insufficiency 

Cerebral  anoxia  during 

2 

increased  by  surgery  1 

surgery 

Unsuspected  associated 
aortic  stenosis  (for- 

ward  failure) 

1 

10 

9 

to  be  the  functional  status  of  the  patient  ob- 
served at  least  six  months  or  more  after  surgery. 

Table  IV  summarizes  the  results  obtained  in 
this  series.  Eighty  patients  are  classified  as 
being  excellent  in  that  they  have  been  restored 
to  a normal,  productive  life,  enjoying  normal 
activities  without  obvious  limitation;  limita- 
tion of  diet  and  mercurial  diuretics  are  no  longer 
necessary.  Fifty-four  are  still  taking  digitalis; 
in  most  instances,  however,  because  neither  phy- 
sician nor  patient  has  gotten  around  to  discon- 
tinuing it.  Forty-five  are  considered  to  be 
objectively  and  subjectively  improved,'  as  evi- 
denced by  their  return  to  an  almost  normal  life 
and  activity  within  their  own  particular  limita- 
tions, determined  on  a trial  and  error  basis. 
Most  of  this  group  are  under  medication  as  a 
precaution,  because  of  the  demands  of  their  more 
greatly  enlarged  sphere  of  activity.  A few,  term- 
inally incapacitated,  have  now  become  so  ame- 
nable to  therapy  that  reasonable  activity  requires 
digitalization  only.  The  range  of  improvement 
in  this  group  varies  widely  with  the  condition  of 
the  valve  found  at  surgery  and  the  degree  to 
which  valve  function  could  be  restored.  Their 
progressive  downhill  course  has  been  abruptly 
terminated  or  reversed,  some  to  regain  a high 
level  of  efficiency  and  others  to  remain  on  an 
improved  plateau. 

Nineteen  have  been  essentially  unimproved. 
Seven  of  these  had  multivalvular  disease  with 
significant  mitral  insufficiency,  the  seriousness  of 
which  was  appreciated  only  at  the  time  of  valve 
exploration.  Psychoneurosis  of  major  degree  be- 
came more  prominent  after  surgery  in  four,  mak- 
ing cardiac  evaluation  difficult,  although  three 
were  considered  improved  from  a circulator}' 
standpoint  by  their  referring  physicians.  In  three, 
there  was  aneurysmal  dilation  of  the  left  atrium 
with  associated  mitral  insufficiency.  The  patho- 
logic nature  of  three  other  valves  was  such  that  a 
satisfactory  commissurotomy  could  not  be  accom- 
plished. The  inadvertent  production  of  sig- 
nificant amounts  of  insufficiency  by  opening 
the  posteromedial  commissure  too  widely  mili- 
tated against  a good  result  in  the  final  two. 

The  operative  mortality  in  the  164  cases  un- 


der complete  analysis  was  6.1  per  cent  (10  cases). 
As  might  be  expected,  they  all  occurred  in  the 
more  advanced  stages  of  the  disease  (stages  III, 
IV,  and  V)  (see  Table  V). 

Indications  for  Commissurotomy 

In  the  light  of  the  foregoing  presentation,  the 
selection  of  patients  for  surgical  intervention  can 
be  simply  stated.  The  ideal  candidate  is  the 
patient  with  pure  mitral  stenosis  and  beginning- 
symptoms  of  cardiopulmonary  dysfunction,  such 
as  shortness  of  breath  upon  exertion.  Fatigue 
out  of  all  proportion  to  the  patient’s  physical 
activity  is  frequently  a prodromal  or  accompany- 
ing finding.  At  the  moment,  the  mere  presence 
of  a well-defined  mitral  diastolic  murmur  without 
accompanying  symptoms  is  regarded  by  the  au- 
thor as  insufficient  reason  to  suggest  surgery. 

All  other  indications  for  commissurotomy  are 
merely  compromises  from  the  ideal,  but,  for 
years  to  come,  an  understanding  of  the  more  ad- 
vanced but  altogether  salvable  states  is  essen- 
tial. An  outline  under  seven  major  categories 
will  most  succinctly  serve  this  purpose: 

1.  History 

(a)  Early  cardiopulmonary  dysfunction — 
ideal 

(b)  Marked  dyspnea,  hemoptysis,  rever- 
sible failure — acceptable 

2.  Age — elastic  range — physiologic  rather 

than  chronologic 

3.  Valvular  defect 

(а)  Pure  mitral  stenosis — ideal 

(б)  Associated  mitral  insufficiency  and/or 
aortic  valve  lesion  in  presence  of 
normal  left  ventricle — acceptable 

4.  Roentgen  findings 

(a)  Left  atrium  and  right  ventricle  min- 
imally enlarged — ideal 

( b ) Minimal  left  ventricle  enlargement — - 
questionable  but  acceptable 

5.  Electrocardiogram 

(a)  Normal  electrical  axis  or  right  ven- 
tricular strain — ideal 

( b ) Left  axis  shift — never  acceptable 

(c)  Auricular  fibrillation  with  controllable 
ventricular  response — acceptable 

6.  Functional  capacity 

(a)  Stages  I and  II  (statically  incapaci- 
tating at  the  most) — ideal 

(b)  Stage  III  (progressively  incapacitating) 
— acceptable 

(c)  Stages  IV  and  V (debatable) — occa- 
sional good  results 

7.  Complicating  factors 

(а)  Arterial  embolic  \ Acceptable,  and 

episodes  ^ may  be  ur- 

(б)  Recurrent  hemoptysis!  gent 

(c)  Hypertension  (?)  / 
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8.  Contraindications 

(а)  Acute  rheumatic  fever 

(б)  Subacute  bacterial  endocarditis  until 
controlled 

(c)  Associated  marked  mitral  insufficiency 
or  aortic  lesions  with  all  cardiac  cham- 
bers enlarged 

Aortic  Stenosis 

The  problems  associated  with  the  surgical 
alleviation  of  aortic  stenosis  have,  to  date,  pre- 
sented greater  difficulties  than  any  of  the  other 
stenotic  valvular  lesions.  There  are  a number 
of  reasons  for  this  turn  of  events. 

Anatomic. — The  valve  is  the  least  accessible 
to  exploration  for  it  lies  centrally  placed  within 
the  cardiac  mass.  In  aortic  stenosis,  the  left 
ventricular  myocardium  is  greatly  hypertro- 
phied which,  together  with  the  tremendous  vas- 
cular pressure  within  the  outflow  tract,  prevents 
the  use  of  a subaortic  transmyocardial  incision 
for  the  insertion  of  finger  or  instrument,  similar 
to  pulmonary  valvulotomy,  because  of  the  en- 
suing uncontrollable  hemorrhage.  The  valve 
cannot  be  reached  routinely  through  an  auricular 
appendage.  The  position  of  the  ostia  of  the  coro- 
nary vessels  lying  directly  behind  valve  leaflets 
also  makes  reconstructive  surgery  hazardous. 

Pathologic. — There  is  an  early  fusion  of  the 
three  valve  cusps,  the  margins  of  which  become 
thickened,  rolled,  eburnated,  and  infiltrated  with 
calcium  early  in  the  course  of  the  disease.  Con- 
siderable rigidity  about  the  contracted  orifice 
exists,  and,  although  some  flexibility  of  the  cusps 
at  their  attachments  remains,  this  is  less  promi- 
nent than  that  present  in  the  stenotic  mitral  valve. 

Physiologic. — Because  of  the  slow  ejection  of  a 
small  amount  of  blood  with  each  left  ventricu- 
lar contraction,  the  systolic  blood  pressure  may 
not  reach  high  levels,  although  it  is  sustained 
and  maintained  longer  than  is  usual.  Diastolic- 
pressures,  however,  are  relatively  high,  so  that 
the  pulse  pressure  is  small  and,  as  such,  these 
patients  are  at  times  even  a precarious  anesthetic 
risk. 

Clinical. — The  patient  is  not  primarily  dyspneic 
early  in  his  symptomatic  course,  nor  does  this 
develop  unless  congestive  failure  has  supervened. 
He  becomes  progressively  disabled  as  the  cardiac 
stroke  output  diminishes  with  increasing  stenosis. 
Persistence  in  exertional  effort  leads  to  greater 
discrepancy  between  supply  and  demand,  both 
systemically  and  with  regard  to  coronary  flow. 
The  coronary  vascular  needs  of  the  left  ventricle 
are  increased  by  the  large  bulk  of  musculature, 
thus  increasing  the  relative  inadequacy  of  the 
coronary  flow,  partially  explaining  the  anginal 
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Fig.  2.  (A)  The  aortic  dilator  inserted  through 

the  myocardium  of  the  left  ventricle  near  its  apex. 
This  instrument  is  guided  through  the  aortic  valve 
by  threading  it  over  a fine  olive-tipped  wire  pre- 
viously placed  through  the  valve.  ( B ) The  three 
flanges  of  the  dilating  head  separating  the  commis- 
sures. The  self-rotating  head  settles  automatically 
into  the  Y-shaped  commissures  of  the  fused  aortic 
cusps. 

or  coronary  type  of  pain  so  often  encountered 
in  these  cases.  For  this  and  perhaps  other  more 
obscure  reasons,  such  a heart  seems  less  able  to 
tolerate  surgical  trauma  to  the  same  extent  as 
in  other  types  of  valvular  disease. 

Despite  these  apparent  roadblocks,  consider- 
able progress  has  been  made.  The  experimental 
work  which  has  been  undertaken  in  an  effort  to 
find  a satisfactory  surgical  solution  to  this  lesion 
has  been  previously  reported.11  Suffice  it  to 
say,  given  a patient  with  relatively  pure  aortic 
stenosis,  of  reasonable  age  (thirty-five  to  fifty- 
five),  and  in  whom  symptoms  have  not  pro- 
gressed to  the  stage  of  complete  incapacitation, 
dilatation  commissurotomy  of  the  stenotic  valve 
can  be  of  inestimable  value.  Briefly,  the  oper- 
ative approach  calls  for  a left  anterolateral  thor- 
acotomy, the  introduction  of  a dilating  instru- 
ment through  a relatively  avascular  area  of 
the  left  ventricle,  near  its  apex  and  lateral 
to  the  left  descending  coronary  arteiy.  The 
dilator  is  directed  through  the  valve  by  passing 
it  over  a previously  placed  wire  guide,  the  tip 
of  which  can  be  felt  in  the  aorta  prior  to  the  in- 
sertion of  the  larger  instrument  through  the 
myocardium  (Fig.  2).  By  compressing  the  grip 
handle,  the  dilating  head  opens  in  triangular 
fashion,  and,  because  of  its  special  construction, 
each  of  the  three  flanges  settles  into  the  three 
small  angles  or  commissures  of  the  stenosed 
valve,  one  or  two  of  which  separate.  This  in- 
strument is  the  Larzelere-Donaldson12  modifi- 
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cation  of  the  original  dilator  as  devised  by  Bailey, 
Glover,  and  O’Neill.11 

This  operation,  by  the  technic  described  or  by 
one  of  its  earlier  adaptations,  has  been  per- 
formed in  approximately  50  cases.  In  the  earlier 
experimental  stages,  the  mortality  was  high  but 
with  present  refinements  has  now  been  reduced 
to  below  15  per  cent.  The  results  in  those  cases 
of  pure  aortic  stenosis  operated  upon  to  date  have 
been  highly  satisfactory  from  the  symptomatic 
standpoint,  although,  as  in  all  surgery  of  this 
type,  some  residual  elements  of  auscultatory 
stenosis  remains.  The  oldest  case  followed  is 
now  three  years  postoperative,  and  the  patient’s 
initial  marked  improvement  has  been  maintained 
to  the  present  time. 

Conclusions 

The  surgical  management  of  stenotic  (ac- 
quired) vascular  disease  by  the  intracardiac  ap- 
proach has  been  reviewed.  All  of  the  heart  valves 
in  stenosis  have  been  successfully  relieved.  Tech- 
nically, surgery,  as  devised  for  the  mitral  and 
aortic  valves,  has  reached  a high  state  of  perfec- 
tion and  can  be  recommended  without  qualifica- 
tion. Provided  the  patient  is  referred  for  sur- 


gical intervention  early  in  the  course  of  his  symp- 
tomatic progression,  such  a patient  can  be  re- 
stored to  a high  level  of  efficiency  and,  as  such, 
can  enjoy  a more  normal  life  as  a useful  and  pro- 
ductive citizen.  The  burden  of  selecting  pa- 
tients at  an  early  stage  rests  squarely  on  the 
shoulders  of  the  physician,  and  this  responsibility 
can  no  longer  be  avoided  or  postponed. 
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PATHOGENESIS  AND  TREATMENT  OF  CARDIAC  ASTHMA 

Charles  Schuman,  M.D.,  and  Henry  Simmons,  M.D.,  New  York  City 
( From  the  Medical  Service  of  Gouvemeur  Hospital) 


CARDIAC  asthma  is  a symptom  complex, 
closely  simulating  bronchial  asthma  in  its 
outward  manifestations  but  differing  from  the 
latter  in  its  pathogenesis  and  clinical  course. 
Because  of  the  frequent  occurrence  of  attacks 
during  the  night  or  in  the  early  morning  hours, 
cardiac  asthma  has  been  known  as  paroxysmal 
nocturnal  dyspnea.  It  has  also  been  referred 
to  as  paroxysmal  cardiac  dyspnea. 

The  typical  attack  usually  follows  several 
hours  of  repose.  The  patient  is  suddenly  aroused 
by  difficulty  of  respiration,  usually  associated 
with  audible  wheezes.  He  immediately  springs 
from  bed  or  assumes  the  sitting  position  in  order 
to  effect  some  relief  of  the  dyspnea.  He  becomes 
covered  with  cold,  clammy  perspiration,  experi- 
ences a feeling  of  oppression  over  the  precordium, 
and  is  extremely  apprehensive.  There  is  much  to 
suggest  an  attack  of  coronary  thrombosis,  and, 
indeed,  many  of  these  attacks  terminate  fatally. 

The  failure  of  adrenaline  and  other  sympatho- 
mimetic agents  to  terminate  or  effect  relief  from 
these  attacks  casts  grave  doubts  upon  the 
spasmotic  nature,  as  is  the  case  in  bronchial 
asthma.  Fatalities  have  resulted  from  indis- 
criminate use  of  adrenaline. 

Intrinsic  heart  disease  and  arteriosclerosis  are 
very  commonly  associated  with  cardiac  asthma. 
Pratt  was  of  the  opinion  that  his  entire  group  of 
cardiac  asthma  had  hypertension  or  dilated  left 
ventricle.1  Of  82  cases  reported  by  Weiss  and 
Robb,  53  per  cent  had  hypertension.2  All  in  this 
series  had  left  ventricular  hypertrophy  or 
coronary  disease. 

The  high  mortality  rate,  within  a relatively 
short  time  (one  to  two  years)  following  the  initial 
attack,  is  tacit  evidence  of  the  relationship  to 
serious  intrinsic  heart  disease.  In  a review  of  87 
cases,  Weiss  and  Robb  found  that  44  died  within 
a period  of  one  year.2  Pratt  reported  that  most 
of  his  cases  were  dead  within  two  years.1 

We  must  now  consider  what  event,  or  sequence 
of  events,  is  necessary  to  culminate  in  an  attack 
of  paroxysmal  nocturnal  dyspnea.  The  patient 
has  been  asleep  for  several  hours.  In  the  position 
of  repose  the  blood  begins  to  accumulate  in  the 
pulmonary  vascular  system  as  it  is  drained  from 
the  extremities  and  abdominal  reservoir.  Pul- 
monary congestion  and  hypertension  supervene. 
That  gravity  plays  so  vital  a role  in  this  altera- 
tion of  blood  pooling  has  been  experimentally 
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demonstrated  by  Danzer.3  He  placed  cuffs  on 
the  four  limbs  of  patients  in  an  attack  of  cardiac 
asthma  and  exerted  pressure  which  was  insuffi- 
cient to  compress  the  arteries  but  interfered  with 
the  venous  return  flow.  There  was  relief  of 
symptoms  within  five  minutes,  accompanied  in 
some  by  the  disappearance  of  wheezes. 

As  was  mentioned  previously,  left  heart  failure 
is  frequently  associated  with  this  symptom  com- 
plex. It  is  difficult  to  decide  what  trigger 
mechanism  initiates  the  actual  attack.  The 
pulmonary  hypertension  may  be  responsible,  or 
the  attack  may  arise  in  the  heart  itself.  In  any 
event,  the  trigger  is  not  released  until  there  is 
added  tension  in  the  pulmonary  circuit.  Pratt 
could  offer  no  explanation  for  the  mechanism  of 
an  attack.1 

Pulmonary  engorgement  and  hypertension  are 
increased  by  gravity.  In  left  ventricular  failure 
pulmonary  hypertension  is  present.  This  hyper- 
tension is  augmented  by  the  increase  resulting 
from  change  of  position.  Marked  distention  of 
the  pulmonary  vessels  takes  place  with  resulting 
compression  of  the  adjacent  bronchial  and 
bronchiolar  trunks.  Impingement  by  the  dilated 
vessels  upon  the  walls  of  the  bronchial  passages 
narrows  the  lumen  with  resulting  wheezes. 

The  second  factor  necessary  to  complete  the 
attack  is  the  suddenness  of  onset.  The  usual 
ventricular  failure  that  follows  undue  strain  or 
excitement  is  characterized  by  evidence  of  basal 
rales  beginning  on  the  right  side.  The  sudden 
onset  of  the  attack  may  relate  to  the  frequency 
of  coronary  involvement.  Weiss  and  Robb  found 
coronary  disease  in  38  per  cent  by  electrocardio- 
gram.2 Also,  17  per  cent  had  bundle  branch 
block.  Harrison,  Calhoun,  and  Harrison  pointed 
out  the  frequent  occurrence  of  premature  beats 
and  gallop  rhythm  in  their  cases.4  Osier 
described  the  typical  attack  as  featured  by 
cyanosis,  cold  sweat,  feeble  small  irregular  pulse, 
the  gallop  rhythm,  and  the  fetal  heart  beat.5 
Christie  and  Meakins,6  Yon  Leube,7  and  Brown- 
ing8 have  concluded  that  the  attack  of  cardiac 
asthma  depends  upon  suddenness  of  onset.  In 
cardiac  asthma  which  is  not  initiated  by  effort  or 
emotional  strain,  the  sudden  onset  depends  upon 
intrinsic  heart  disease. 

In  a study  undertaken  by  Schuman  and 
Simmons,  circulation  time  was  used  as  a basis  for 
comparison  of  bronchial  and  cardiac  asthma.9 
The  arm-to-tongue  and  arm-to-lung  circulation 
times  were  recorded  in  30  cases  of  bronchial 
asthma  and  35  cases  of  cardiac  asthma.  Practi- 
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cally  all  cases  of  bronchial  asthma  had  normal  arm- 
to-lung  time.  Only  two  had  arm-to-lung  time  of 
ten  seconds;  the  normal,  as  given  by  Cecil  and 
Loeb,  is  three  to  eight  seconds.10 

Arm-to-tongue  time  was  found  by  Cottrell  and 
Cuddie11  and  others  to  be  within  limits  of  normal 
in  cases  of  uncomplicated  bronchial  asthma.  Of 
the  35  cardiac  asthma  patients,  the  arm-to- 
tongue  time  was  found  to  be  above  normal  in  29 
determinations.  The  finding  of  increased  cir- 
culation time  in  cardiac  asthma  cases  is  sub- 
stantial evidence  of  left  ventricular  failure. 

The  appearance  of  wheezes  in  cardiac  asthma 
invariably  stimulates  the  search  and  speculation 
for  bronchial  spasm.  To  Rackemann,  these 
patients  with  cardiac  asthma  are  allergic  or 
potentially  allergic.12  Similarly,  according  to 
Swineford  and  Magruder,  these  patients  must 
have  a previous  mechanism  for  wheezes.13  It  is 
absolutely  necessary  to  have  a clear  understand- 
ing of  the  exact  mechanism  for  the  production  of 
the  wheezes,  since  the  entire  crux  of  therapy 
hinges  on  it.  The  marked  pulmonary  congestion 
and  hypertension  must  result  in  dilated  pulmo- 
nary vessels.  These  are  adjacent  to,  and  parallel 
the  bifurcating  bronchi,  which  soon  lose  their 
rigid  walls  and  become  readily  compressible. 
Compression  of  the  air  passages  results  in  wheezes 
regardless  of  the  cause.  In  emphysema  the 
narrowing  is  caused  by  enlarged  air  sacs  which 
compress  and  distort  the  bronchial  lumen.  In 
cardiac  asthma  the  narrowing  is  caused  by  en- 
larged contiguous  blood  vessels.  Both  in  em- 
physema and  in  cardiac  asthma  the  compression  is 
mechanical.  Certainly  in  emphysema,  no  pre- 
vious mechanism  for  wheezes  seems  necessary. 
Wheezes  resulting  from  compression  or  narrow- 
ing by  a foreign  body  or  tumor  growth  are  purely 
mechanical.  These  sounds  are  produced  in  much 
the  same  way  as  the  whistle  sound  resulting  from 
an  obstruction  in  the  aperture.  By  the  same 
reasoning,  there  is  no  necessity  for  the  existence 
of  a previous  mechanism  for  wheezes,  nor  is  there 
any  reason  to  suppose  that  an  allergic  basis  must 
exist  for  the  wheezes  of  cardiac  asthma. 

Schuman  and  Simmons  used  aminophylline 
intravenously  for  all  their  cases  of  cardiac  and 
bronchial  asthma.9  The  results  in  bronchial 
asthma  were  excellent  in  all  but  four  of  their  30 
cases.  Of  35  cases  of  cardiac  asthma,  only  four 
showed  a favorable  response.  This  result  does 
not  favor  the  continued  use  of  aminophylline  in 
cardiac  asthma.  In  this  particular  group  of  left 
ventricular  failure,  aminophylline  has  failed  to  be 
of  any  benefit. 

A small  group  of  patients  reported  by  the  same 
authors  proved  most  significant.  Ten  cases 
were  diagnosed  by  them  as  having  both  cardiac 
and  bronchial  asthma.  Five  having  normal  cir- 


culation time  responded  very  well  to  aminophyl- 
line, while  four  with  prolonged  circulation  time 
were  unaffected  by  aminophylline.  This  result 
is  entirely  consistent  with  the  pathology.  The 
cases  with  normal  circulation  time  were  pre- 
dominantly bronchial  asthmatics,  and  amino- 
phylline was  the  drug  of  choice.  In  the  group 
with  prolonged  circulation  time,  the  basic  con- 
dition at  the  time  was  cardiac,  and  the  wheezes 
were  caused  by  obstruction  resulting  from 
vascular  dilatation.  Morphine  is  indicated  for 
this  latter  group. 

On  the  basis  of  the  mechanical  cause  for 
wheezes  in  cardiac  asthma,  it  is  readily  under- 
stood why  aminophylline  is  ineffective  in  this 
condition.  The  therapy  must  be  directed  to  the 
cause,  which  is  intrinsic  heart  disease  and  left 
ventricular  failure.  Morphine  is  the  treatment 
for  this  condition.  In  view  of  the  cardiac  factor 
it  becomes  evident  why  the  use  of  adrenaline  is 
dangerous.  The  drug  causes  elevation  of  blood 
pressure  and  increase  in  heart  rate.  More  im- 
portant is  the  fact  that  in  patients  with  heart 
disease  it  may  cause  ventricular  arrhythmias  and 
ventricular  fibrillation.  Death  follows  the  latter. 
Since  morphine  has  been  fatal  in  some  cases  of 
bronchial  asthma,  a word  as  to  differential 
diagnosis  may  be  in  order. 

At  times,  differential  diagnosis  of  bronchial  and 
cardiac  asthma  is  most  difficult.  Not  infre- 
quently both  diagnoses  are  admissible,  and  treat- 
ment must  be  directed  to  the  predominant 
ailment.  History  is  most  important.  It  is  of 
aid  to  know  if  there  is  a family  history  of  asthma. 
From  the  patient  one  must  elicit  any  history  of 
previous  attacks  of  asthma,  or  there  may  be 
some  evidence  of  hay  fever,  skin  manifestations 
of  sensitivity,  or  other  allergic  reaction.  If 
there  was  a previous  attack  it  is  important  to 
know  exactly  how  it  came  about  and  its  principal 
manifestations.  The  response  of  the  attack  to 
medication  may  reveal  the  diagnosis.  The 
dramatic  and  complete  relief  afforded  by  amino- 
phylline during  an  attack  is  almost  pathog- 
nomonic of  bronchial  asthma.  Any  previous 
medical  study  may  be  of  some  help.  The  results 
of  skin  tests  for  allergies,  electrocardiogram, 
cardiac  studies,  and  circulation  time  are  impor- 
tant. The  age  of  the  patient  at  the  time  of  the 
first  attack  is  of  some  help.  Usually,  bronchial 
asthma  is  a disease  of  early  life,  whereas  cardiac 
asthma  is  most  often  seen  in  the  arteriosclerotic 
group. 

In  any  event,  when  in  doubt,  it  is  judicious  to 
use  small  doses  of  the  drug  selected.  The  reponse 
to  even  a small  dose  may  be  sufficiently  helpful 
to  decide  on  continuation  of  the  selected  therapy. 
Fatalities  are  extremely  rare  by  the  use  of  small 
doses.  Fortunately,  the  therapy  must  be  ad- 
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ministered  by  hypodermic,  and  the  effects  are 
noted  in  a relatively  short  time.  It  is  well  worth 
a few  extra  minutes  of  observation  before  ad- 
ministration of  a substantial  dose  of  either 
morphine  or  adrenaline. 

Summary  and  Conclusion 

1.  Cardiac  asthma  is  a symptom  complex 
occurring  after  the  patient  has  been  asleep  for 
several  hours. 

2.  It  is  associated  with  left  ventricular  hyper- 
trophy and  intrinsic  heart  disease. 

3.  Pulmonary  congestion  and  hypertension 
occur  during  an  attack. 

4.  Wheezes  result  from  compression  of  bronchi 
and  bronchioles  by  dilated  pulmonary  vessels. 

5.  A trigger  mechanism,  which  initiates  an 
attack  of  cardiac  asthma,  is  not  understood.  We 
do  know  that  there  is  pulmonary  hypertension 
and  rapid  heart  failure. 

6.  Differential  diagnosis  of  bronchial  and 
cardiac  asthma  depends  upon  the  history,  clinical 
and  laboratory  findings,  and  response  to  morphine 
and  adrenaline. 


7.  Treatment  for  cardiac  asthma  is  directed 
toward  the  heart.  Morphine  is  the  drug  of 
choice.  Adrenaline  may  cause  severe  reaction 
and  death  from  ventricular  fibrillation. 
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CAUSES  OF  CHILDREN’S  HEADACHES  LEGION 


Headaches  in  children  are  as  varied  and  as  widely 
dissimilar  as  they  are  in  grownups.  They  may  be 
caused  by  eyestrain,  illness,  or  excitement,  or  may 
be  a simple  excuse  to  escape  from  an  unpleasant 
task,  according  to  Dr.  Noah  D.  Fabricant,  Chicago, 
Illinois. 

Whatever  their  cause  and  whether  they  are  simple 
or  complex,  children’s  headaches  are  fairly  obvious 
and  yield  handsome  response  to  medical  care, 
Dr.  Fabricant  wrote  in  the  May  Today’s  Health 
magazine,  published  by  the  American  Medical 
Association. 

Eyestrain  is  one  of  the  better  known  causes  of 
headaches  in  children,  he  stated,  adding: 

“Temporary  blurring  of  vision  is  experienced,  and 
the  eyes  feel  tired,  hot,  and  gritty — a feeling  that 
may  eventually  give  place  to  a dull  ache.  They 
tend  to  become  reddened  and  watery,  and  chronic 
irritability  leads  to  constant  rubbing  of  the  eyes. 
Headache  may  occur  in  every'  possible  nook  and 
corner  of  the  head,  from  the  top  of  the  skull  to  the 
nape  of  the  neck.  It  can  show  up  as  a dull,  per- 


sistant pain  in  the  forehead,  the  back  of  the  eyes, 
or  the  region  of  the  temples.” 

Another  cause  of  children’s  headaches  is  anemia, 
Dr.  Fabricant  said.  A simple  blood  examination 
will  confirm  this,  and  relief  can  be  obtained  quickly' 
by  adequate  treatment.  Children  also  frequently 
complain  of  headaches  upon  arising  in  the  morning 
and  immediately  after  naps.  Such  headaches,  he 
said,  may  represent  need  for  carbohydrates — a need 
which  can  be  remedied  by  additional  consumption 
of  sweets. 

Acute  illness  commencing  with  high  fever  may 
cause  headaches  in  children,  Dr.  Fabricant  stated. 
A headache  may'  be  an  early  symptom  of  scarlet 
fever,  mumps,  measles,  chicken  pox,  kidney  disor- 
ders, poliomyelitis,  or  an  infection  of  the  ear. 

However,  a child  mayr  just  have  “headaches  of 
convenience,”  Dr.  Fabricant  pointed  out,  adding: 
“By  imitating  his  parents,  a yroung  child  mayr 
quickly  grasp  the  excuse  value  of  headache  as  a 
means  of  escaping  from  an  undesirable  or  unpleas- 
ant task.” 


PHYSIOLOGIC  PRINCIPLES  OF  RESUSCITATION 

Max  S.  Sadove,  M.D.,  and  David  Katz,  M.D.,  Chicago,  Illinois 

( From  the  Department  of  Surgery  ( Anesthesiology ),  University  of  Illinois  College  of  Medicine,  and  the 
Veterans  Administration  Hospital,  Hines,  Illinois) 


RESUSCITATION  has  been  a long  neglected 
aspect  of  medical  practice.  The  practice 
of  resuscitation  has  become  identified  with  lay 
relief.  Until  now,  the  physician  has  received 
relatively  little  training  in  resuscitation,  while 
the  greatest  energy  has  been  directed  toward  the 
training  of  rescue  squads.  Except  for  the  work  of 
those  pioneers  such  as  O’Dwyer,  Northrup,  Jack- 
son,  Niles,  Henderson,  and  others,  this  state  of 
affairs  has  remained  relatively  static  until  two  or 
three  decades  ago  when  the  first  society  was  formed 
by  physicians  for  the  purpose  of  combating  asphyx- 
ial  death.  In  American  medical  circles  today, 
the  meaning  of  resuscitation  as  a way  of  prevent- 
ing asphyxial  death  by  artificial  respiration 
still  predominates.  To  us,  it  means  the  res- 
toration of  any  or  all  vital  or  near  vital  functions 
toward  a state  of  normalcy. 

Efficient  and  effective  resuscitative  therapy 
revolves  around  two  basic  requirements:  (1) 

an  acute  awareness  of  urgency  and  (2)  an  organ- 
ized plan  of  action.  Such  a plan  must  not  limit 
the  examiner  to  a rigidly  fixed  series  of  steps, 
since  this  method  is  usually  too  costly  in  terms 
of  time  and  may  not  direct  his  attention  to  the 
patient’s  immediate  need.  Resuscitative  ther- 
apy is  arbitrarily  divided  into  a two-phase  plan 
of  action.  The  first,  or  immediate,  phase  deals 
only  with  the  evaluation,  restoration,  and  main- 
tenance of  vital  functions.  The  second,  or  de- 
layed, phase  of  therapy  attempts  to  accomplish 
four  main  objectives,  namely:  (1)  to  establish  a 

causative  diagnosis,  (2)  to  institute  nonspecific 
measures  designed  to  alter  or  decrease  the  effect 
of  the  causative  agent,  (3)  to  institute  sympto- 
matic treatment,  and  (4)  to  prevent  complica- 
tions. 

The  First  Phase  of  Resuscitation 

It  is  during  this  phase  that  urgency  is  greatest. 
Wasted  time  and  actions  cannot  be  tolerated, 
and  delay  may  mean  irreparable  damage.  The 
restoration  and  maintenance  of  vital  functions 
is  of  the  greatest  importance  in  such  a plan. 
Swann  has  promulgated  the  following  seven 
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principles  in  his  plan  for  resuscitation,  wherein 
he  states:1 

1.  The  first  function  to  fail  during  the  process 
of  death  varies  with  each  type  of  death. 

2.  The  death  process,  in  its  several  physio- 
logic components,  is  abrupt;  none  of  the  proc- 
esses “tapers  off.” 

3.  Resuscitating  measures  should  be  aimed  at 
the  first  function  to  fail. 

4.  The  desired  reversal  of  the  process  of 
death  is  accomplished  solely^  by  reoxygenation. 

5.  Only  very  small  quantities  of  oxygen  are 
required  for  resuscitation. 

6.  As  long  as  oxygen  gets  to  the  lung  alveoli, 
the  method  of  giving  it  is  immaterial. 

7.  Recovery  is  rapid;  if  breathing  does  not 
return  within  four  minutes,  the  animal  surely 
has  died. 

These  principles  as  well  as  our  own  concepts 
emphasize  speed  and  oxygenation.  Oxygenation 
encompasses  efficient  ventilation,  circulation, 
and  tissue  utilization. 

Functional  impairment  or  death  of  vital  tis- 
sues occurs  at  varying  rates  of  speed  in  the  pres- 
ence of  oxygen  want,  depending  upon  its  severity 
and  duration.  The  period  within  which  an 
efficient  oxygen  system  must  be  restored  is 
determined  by  the  tissue  having  the  greatest 
sensitivity  to  oxygen  deficiency.  We  see,  then, 
that  resuscitation  becomes  synonymous  with 
this  restoration  of  tissue  oxygenation,  and  that 
tissue  oxygenation  is  dependent  upon  an  effi- 
cient circulation  and  an  efficient  respiration. 
Respiration  itself  is  without  value  unless  the 
oxygen  which  the  respiratory  mechanism  brings 
into  the  body  can  be  transported  by  the  circula- 
tion to  the  tissues  for  utilization.  When  the  cir- 
culation becomes  inefficient,  the  tissues  become 
hypoxic. 

Three  basic  factors,  acting  singly  or  in  com- 
bination, can  cause  circulatory  dysfunction. 
These  are:  (1)  an  inadequate  volume  exchange, 

(2)  an  inadequate  oxygen  carrying  capacity,  and 

(3)  circulatory  arrest. 

An  inadequate  volume  exchange  occurs  when- 
ever the  effective  circulatory  volume  per  unit 
of  tissue  in  a given  time  is  diminished.  This  is 
caused  by  any  one  of  the  following  states:  (1)  a 
diminished  blood  volume,  (2)  a diminished 
cardiac  output,  (3)  circulatory  stasis,  (4) 
obstruction  to  circulation,  and  (5)  a rela- 
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tive  increase  in  the  vascular  bed.  The  res- 
toration of  an  inadequate  volume  exchange 
toward  normalcy  is  the  principle  form  of  therapy 
to  be  instituted  where  this  condition  exists  alone. 
Continued  blood  or  plasma  loss  must  be  pre- 
vented . Specific  intravenous  replacement  therap y 
should  be  instituted. 

There  is  no  better  substitute  for  blood  lost 
than  its  replacement  with  whole  blood.  It  is 
the  only  fluid  capable  of  carrying  oxygen  other 
than  in  the  form  of  simple  solution.  Typing, 
cross-matching,  and  rechecking  of  the  blood 
before  its  administration  should  not  be  neglected 
in  one’s  eagerness  to  start  treatment.  Intra- 
arterial transfusions  should  be  reserved  for 
those  patients  with  massive  arterial  hemorrhage 
and  where  a large  artery  is  easily  available. 
While  waiting  for  blood  to  arrive,  5 per  cent  dex- 
trose in  water  can  and  should  be  used,  partially, 
at  least,  to  restore  the  circulating  volume. 
Although  saline  is  usually  available,  its  use  for 
these  purposes  should  be  limited  to  average  daily 
requirements,  usually  not  more  than  500  cc. 

Plasma  replacement  or  administration  increases 
the  circulating  volume  and  helps  to  prevent  fur- 
ther loss  of  fluid  into  the  tissue  spaces.  In 
addition,  it  is  of  nutritive  value  and  would  be 
the  best  replacement  therapy  for  plasma  loss. 
However,  the  danger  of  hepatitis  still  exists  in 
ordinary  stored  plasma,  but,  according  to  some 
reports,  this  danger  has  been  eliminated  if  this 
plasma  is  kept  stored  for  at  least  six  months 
at  room  temperature.  It  seems  the  data  is 
still  too  meager  to  consider  plasma  as  an  innocuous 
agent.  The  plasma  expanders,  such  as  dextran, 
polyvinyl  pyrrolidone,  oxypoly  gelatin,  and  albu- 
min. increase  the  circulating  volume  in  a manner 
similar  to  plasma.  The  use  of  these  agents  in 
many  institutions  has  shown  them  to  be  free  of 
significant  toxic  effects.  Some  of  the  older  prod- 
ucts do,  however,  alter  the  typing  characteristics 
of  blood.  An  adequate  amount  of  blood  neces- 
sary for  typing  and  cross-matching  should, 
therefore,  be  withdrawn  prior  to  the  administra- 
tion of  such  plasma  expanders. 

Vasopressor  therapy  should  be  utilized  when 
hypotension  threatens  the  survival  of  the  vital 
centers.  W hen  used  this  way  they  serve  as  an 
emergency,  temporary  measure  to  be  replaced 
as  soon  as  possible  by  more  physiologic  methods. 
There  are  two  distinct  disadvantages  in  the  use 
of  vasopressors.  First,  by  their  pharmacologic 
action,  vasopressors  increase  the  workload  of  the 
heart,  and  second,  through  their  vasoconstriction 
the\-  can  so  decrease  the  circulation  to  a given  organ 
that  tissue  hypoxia  of  that  organ  actually  ensues. 
WTien  vasopressor  therapy  is  instituted,  the  intra- 
venous route  is  preferred  because  a dose  response 
can  be  rapidly  elicited  and  vasomotor  control 


thus  achieved.  The  dose  should  always  be  the 
least  amount  of  drug  required  to  result  in  a pal- 
pable pulse  of  good  quality,  since  the  purpose  of 
the  vasopressor  is  to  assist  in  the  maintenance 
of  an  efficient  circulation  to  the  vital  centers  and 
not  to  restore  a given  blood  pressure.  Admin- 
istration of  vasopressor  drugs  may  be  in  the  form 
of  repeated  single  doses  or  as  a continuous  infu- 
sion. When  the  continuous  infusion  is  utilized, 
the  patient’s  blood  pressure  must  be  closely  ob- 
served at  all  times,  and.  when  the  infusion  is  dis- 
continued, this  must  be  done  gradually.  Specific 
cardiac  drug  therapy  should  be  reserved  for 
those  patients  showing  signs  of  cardiac  failure. 

The  oxygen-carrying  capacity  of  the  blood 
depends  upon  the  grams  of  hemoglobin  capable 
of  combining  with  oxygen  per  100  cc.  of  whole 
blood  plus  the  plasma  fraction  in  which  oxygen 
may  be  carried  in  a simple  solution.  In  the  pres- 
ence of  anemia  or  when  hemoglobin  is  inactivated, 
as  occurs  in  carbon  monoxide,  nitrite,  acetanilid, 
or  sulfonamide  poisoning,  one  must  be  aware  that 
there  has  been  a marked  decrease  in  the  oxygen- 
carrying capacity  of  the  blood,  although  the  cir- 
culating volume  may  not  have  been  altered. 
Here,  the  emphasis  is  on  increasing  the  oxygen- 
carrying capacity  of  the  blood.  W here  hemo- 
globin has  combined  with  oxygen-displacing 
agents  such  as  carbon  monoxide,  immediate  treat- 
ment should  be  directed  at  the  administration  of 
100  percent  oxygen  in  the  inhaled  atmosphere.  Re- 
placement of  some  of  the  inactivated  hemoglobin 
with  packed  red  cells  or  the  replacement  of  the 
patient’s  blood  with  bank  blood  are  specific 
measures  of  treatment  by  which  hemoglobin, 
capable  of  combining  with  oxygen,  is  provided. 
In  many  of  these  poisonings,  a relatively  small 
amount  of  blood  such  as  1,000  cc.  may  make  the 
difference  between  successful  resuscitation  or 
failure. 

When  a diagnosis  of  arrest  of  circulation  has 
been  made,  specific  therapy  must  immediately 
be  instituted.  It  is  not  within  the  scope  of  this 
paper  to  discuss  the  diagnosis  or  treatment  of 
circulatory  arrest  since  this  diagnosis  requires  its 
own  particular- specific  plan  of  therapy. 

An  efficient  respiratory  system  serves  to  bring 
oxygen  into  the  body  and  eliminate  carbon  di- 
oxide. For  the  respiratory  system  to  accom- 
plish this,  a patent  airway  from  the  lips  to  the 
alveoli  must  be  provided  through  which  the  gases 
can  move,  and  a mechanical  means  of  moving  the 
gases  such  as  by  the  movement  of  the  chest  and 
the  diaphragm  must  also  be  provided.  When 
these  basic  requirements  can  not  be  met,  it  can 
result  only  in  progressive  increase  in  oxygen 
want  and  carbon  dioxide  excess.  It  becomes 
imperative,  then,  to  be  able  to  recognize  the  signs 
of  oxygen  want,  of  carbon  dioxide  excess  when 
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they  exist.  Oxygen  want  and  carbon  dioxide 
excess  are  frequent  concomitants  clinically.  The 
signs  and  symptoms  are  dependent  upon  which 
of  these  two  is  dominant,  as  well  as  their  duration 
and  severity.  The  usual  clinical  signs  are  altera- 
tion in  pulse  rate,  rhythm,  and  volume;  altera- 
tion in  respiratory  pattern,  rate,  rhythm,  and 
volume;  central  nervous  system  changes  vary 
from  a mild  euphoria  to  convulsions  and  from 
slight  confusion  to  deep  coma;  muscular  phe- 
nomena may  vary  from  nervous  twitching  to 
rigidity;  skin  changes  such  as  dampness,  pallor, 
flushing,  and  cyanosis  are  frequently  seen.  These 
and  other  signs  must  be  carefully  observed  and 
accurately  evaluated. 

In  general,  the  efficiency  of  respiration  can  be 
impaired  by  only  four  mechanisms,  namely, 
obstruction,  depression,  combination  of  obstruc- 
tion and  depression,  and  arrest  of  respiration. 
Since  normal  respiration  is  essentially  a quiet, 
slow,  smooth,  effortless  type  of  breathing  char- 
acterized by  both  costal  and  diaphragmatic  move- 
ment, the  initial  examination  of  the  patient 
should  look  for  and  note  the  presence  of  noisy 
breathing,  strong  diaphragmatic  efforts  of  respi- 
ration, retraction  of  the  intercostal  spaces  or  the 
jugular  notch,  tracheal  tug  or  irregular  rhythms 
of  patterns  of  respiratory  movements,  since 
these  are  signs  of  respiratory  dysfunction . 

Obstruction  to  respiration  may  be  complete, 
as  in  drownings,  or  situated  high  or  low  in  the 
tracheobronchial  tree.  Among  the  more  common 
causes  of  high  respiratory  obstruction  are  such 
things  as  secretions,  vomitus,  mucus,  and  falling 
back  of  a flaccid  tongue,  aspiration  of  foreign 
bodies,  or  neck  injuries.  Obstruction  to  the 
lower  tracheobronchial  tree  may  occur  in  aspira- 
tion of  foreign  matter,  pulmonary  edema, 
whether  due  to  cardiac  failure  or  the  inhalation 
of  irritant  or  poisonous  gases,  injuries  to  the  chest 
wall  with  resultant  atelectasis,  tension  pneumo- 
thorax, or  hemothorax. 

The  treatment  of  obstruction  to  the  respiratory 
tree  depends  on  the  cause  and  site  of  obstruction. 
With  obstruction  due  to  secretions,  blood,  or 
the  falling  back  of  a flaccid  tongue,  mere  aspira- 
tion and  the  use  of  a mechanical  airway  will  al- 
leviate the  obstruction.  Bronchoscopic  aspira- 
tion of  foreign  material  in  the  lower  tracheo- 
bronchial tree  should  be  attempted  as  soon  as 
possible  if  this  is  the  cause.  A tracheostomy 
should  be  performed  whenever  a free  airway  can- 
not be  continuously  maintained  at  or  above  the 
glottus  or  if  secretions  are  abundant  and  require 
frequent  aspiration.  This  relatively  simple  op- 
eration not  only  provides  a free  airway  for  breath- 
ing, but  reduces  the  effort  of  respiration  and  en- 
ables the  easy  and  frequent  removal  of  secre- 
tions from  the  trachea  and  main  bronchi. 


Oxygen  therapy,  with  properly  humidified 
oxygen,  should  be  administered  in  all  cases 
of  obstruction  with  inefficient  respiration,  re- 
gardless of  cause.  However,  the  most  important 
task  at  hand  is  the  relieving  of  the  obstruction  as 
soon  as  possible.  Helium-oxygen  mixtures  may 
be  used  in  those  cases  of  low  obstruction,  but  it 
must  be  used  continuously  to  be  of  value,  for 
its  effectiveness  is  lost  relatively  quickly  after  it 
is  discontinued. 

When  respiratory  dysfunction  is  a result  of 
depression  of  respiration,  one  must  evaluate 
whether  it  is  central  or  peripheral  in  origin. 
Drugs  (morphine  and  barbiturates,  etc.),  in- 
creased intracranial  pressure,  cerebral  hemor- 
rhage or  thrombosis,  or  cerebral  hypoxia  due  to  a 
decreased  cerebral  circulation  will  depress  the 
voluntary  and  reflex  neuromechanisms  for  the 
control  of  respiration.  Where  specific  antago- 
nists are  available  they  should  be  used  as  soon  as 
the  diagnosis  is  established.  However,  the  pri- 
mary form  of  treatment  is  the  maintenance  of 
assisted  or  artificial  respiration  with  an  adequate 
respiratory  exchange.  In  the  presence  of  an 
efficient  circulation,  this  assures  adequate  tissue 
oxygenation.  Carbon  dioxide-oxygen  mixtures 
are  usually  of  little  avail  and  more  often  harmful 
inasmuch  as  these  patients,  through  the  depres- 
sion of  their  respiratory  mechanism,  already 
have  an  excessive  carbon  dioxide  tension.  Oxy- 
gen is  the  agent  of  choice. 

Where  inefficiency  of  the  muscular  or  neuro- 
muscular mechanism  of  respiration  is  present, 
such  as  in  poliomyelitis,  myasthenia  gravis, 
fatigue,  exhaustion  state,  or  over  medication 
with  any  of  the  muscle  relaxants,  treatment  is 
again  directed  toward  the  maintenance  of  ade- 
quate respiration.  When  respirations  are  either 
totally  lacking  or  grossly  inefficient,  some  method 
of  manual  artificial  respiration  should  be  insti- 
tuted. It  is  incumbent  upon  the  physician 
to  make  known  to  himself  the  technic  of  at  least 
two  different  types  which  are  easy  to  institute  and 
maintain,  and  which  insure  an  adequate  tidal 
volume.  The  back  pressure-arm  lift  method 
or  the  arm  lift-chest  pressure  method  are  exam- 
ples of  arm  methods  that  will  provide  an  adequate 
tidal  volume.  Each  one  of  these  methods  will 
provide  for  the  patient  a tidal  volume  of  approxi- 
mately 1,000  cc.  per  inspiration.  When  one 
institutes  manual  artificial  respiration  with  either 
of  these  methods,  one  need  not  exceed  a rate  of 
12  to  16  respirations  per  minute  to  provide  ade- 
quate ventilation  of  the  patient. 

Depression  of  the  central  nervous  system, 
because  of  its  vulnerability  to  oxygen  want,  re- 
flects the  integrity  of  the  body  viscera  in  general 
and  serves  to  guide  the  physician  with  regard  to 
urgency  for  treatment  as  well  as  the  prognosis. 
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Therapy  directed  toward  central  nervous  system 
depression  lies  in  the  maintenance  of  an  efficient 
circulation  and  respiration.  Specific  drugs  are 
few,  and  causative  factors  must  be  determined 
before  they  can  be  used.  Nutritive  substances 
have  their  value  as  an  ancillary  measure.  Ana- 
leptics, in  general,  have  a very  limited  place  in 
the  treatment  of  the  emergency  patient.  Where 
the  analeptics  are  needed  most  they  work  the 
poorest  and  are  most  dangerous;  they  work  best 
where  they  are  least  needed. 

The  Second  Phase 

The  delayed  phase  of  therapy  attempts  to 
accomplish  four  things,  namely:  (1)  to  establish 

a causative  diagnosis,  (2)  to  institute  nonspecific 
measures  designed  to  alter  or  decrease  the  effect 
of  the  causative  agent,  (3)  to  institute  sympto- 
matic treatment,  and  (4)  to  prevent  the  onset  of 
complications. 

Where  the  causative  diagnosis  is  not  apparent, 
the  physician  should  search  the  immediate  en- 
vironment of  the  patient  for  tablets,  empty 
bottles,  or  containers  which  may  be  found  and 
then  analyzed  for  specific  poisons  or  drugs.  Sim- 
ilarly, the  patient’s  skin  should  be  closely  exam- 
ined for  needle  punctures  or  other  wounds.  His 
clothing  should  be  inspected,  since,  oftentimes, 
patients  carry  cards  designating  specific  illnesses 
such  as  epilepsy  or  diabetes  mellitus  which  may 
be  a clue  to  the  diagnosis.  If  available,  specimens 
of  blood  or  body  excretions  or  secretions  should 
be  saved,  since  they  are  amenable  to  analysis. 
If  possible,  a history  from  the  family  or  other  ob- 
servers should  be  taken  which  may  in  some  in- 
stances suggest  the  causative  factors.  Where 
drugs  or  poisons  other  than  corrosives  have  been 
ingested  and  if  the  patient  is  conscious,  emesis 
should  be  induced  and  gastric  and  intestinal  lav- 
age should  be  instituted  since,  oftentimes,  some 
of  the  agents  can  be  removed  and  the  rest  may 


be  neutralized,  deactivated,  or  precipitated  to 
decrease  the  effective  action  of  any  of  these  agents 
in  any  one  period  of  time. 

At  this  point,  one  should  also  institute  measures 
by  which  the  elimination  of  these  agents  can  be 
augmented.  Depending  on  the  agent  involved, 
hyperventilation  of  the  patient,  sweating,  diure- 
sis, or  catharsis  may  prove  a valuable  adjunct 
to  therapy. 

Resuscitation  is  never  wholly  successful  unless 
the  patient  can  be  returned  to  the  state  of  well- 
being that  he  enjoyed  prior  to  the  accident. 
Because  of  this,  resuscitation  includes  all  treat- 
ment required  by  the  patient  until  his  recovery 
is  complete.  Water,  electrolyte,  and  nutrition 
balance  must  be  established,  and  normal  body 
temperature  must  be  maintained.  Good  nursing 
care  is  essential  in  the  prevention  of  decubitus 
ulcers,  self-injury,  aspiration  of  vomitus,  and 
similar  mishaps.  Analgesic  drugs,  such  as 
morphine  or  Demerol,  must  be  used  sparingly  in 
the  alleviation  of  pain,  since  their  depressant 
action  on  the  central  nervous  system,  circulation, 
and  respiration  can  prove  disastrous.  It  is 
along  these  general  lines  that  symptomatic  treat- 
ment for  the  patient’s  comfort  must  be  continued. 

One  cannot  expect  the  physician  to  know  all 
the  general  remedies  for  all  the  poisons,  but  he 
can  be  expected  to  know  and  how  to  use  the 
few  really  specific  drugs  available  such  as  Xal- 
line,  British  antiLewisite.  Every  office  and  emer- 
gency room  should  have  available  in  a conspic- 
uous place  a chart  showing  the  more  common 
antidotes  and  specific  therapy'  for  poisons. 
Every'  hospital  should  have  available  a mechan- 
ical device  for  respiration,  and  every  physician 
should  be  familiar  with  one  of  the  better  means 
of  manual  artificial  respiration. 

Reference 
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HOW  TO  GET  A DOCTOR— BOOKLET  AVAILABLE  SOON 


A new  pamphlet — “A  Doctor  for  your  Commu- 
nity”— was  published  in  June  by  the  American 
Medical  Association.  This  booklet,  directed  toward 
communities  seeking  a physician,  describes  briefly 
the  problems  involved  in  obtaining  a doctor, 
the  things  a community  can  do  to  attract  and 
keep  a doctor,  and  examples  of  what  has  been  done 
elsewhere.  A joint  project  of  the  Council  on  Medical 
Service,  Council  on  Rural  Health,  and  Department 


of  Public  Relations,  the  booklet  will  be  available  to 
state  medical  societies  for  distribution  to  communi- 
ties listed  with  their  placement  services. 

In  addition,  the  Council  on  Medical  Sendee  has 
compiled  information  from  numerous  state  place- 
ment services  in  a reprint  which  will  be  especially 
useful  to  state  societies  interested  in  expanding  their 
activities  in  this  field. — American  Medical  Associa- 
tion News  Xotes,  May,  1953 


CINEANGIOCARDIOGRAPHY  IN  CONGENITAL  HEART  DISEASE— A 
STUDY  OF  100  CONSECUTIVE  CASES 


Raymond  Gramiak,  M.D.,  James  S.  Watson,  M.D.,  George  H.  Ramsey,  M.D.,  and  Sydney 
Weinberg,  Rochester,  New  York 

(From  the  Department  of  Radiology,  University  of  Rochester  School  of  Medicine  and  Dentistry ) 


THE  first  successful  cineangiocardiograms  of 
human  subjects  were  made  by  Stewart  et  al. 
some  fourteen  years  ago.1  Since  then,  reports 
of  the  use  of  this  procedure  have  been  published 
by  Janker,2-4  Meltzer  et  al.,5  Rushmer  et  al.,6 
and  others.  However,  as  compared  with  the 
huge  body  of  recent  literature  on  conventional 
angiocardiography,  the  literature  of  cineangio- 
cardiography  is  still  very  small,  and,  for  this 
reason,  we  feel  that  a report  of  the  routine  use  of 
the  motion-picture  technic  over  a period  of  sev- 
eral years  may  be  of  general  interest. 

Our  experience  with  cineangiocardiography 
began  in  1947.  At  first  the  method  was  on  trial 
and  was  used  in  selected  cases  as  an  alternative 
to  the  conventional  angiocardiographic  record 
on  serial  films.  As  time  went  on,  improvements 
were  made  in  the  motion-picture  apparatus,7,8 
until,  by  1950,  cine  records  of  diagnostic  value 
were  being  turned  out  with  pleasing  regularity. 
Our  serial  apparatus,  on  the  other  hand,  was 
proving  far  from  dependable  and  needed  con- 
stant servicing  and  repairs.  Attempts  to  com- 
bine the  two  technics,  so  as  to  obtain  simulta- 
neous motion-picture  and  full-scale  records  of 
the  same  examination,  were  unsuccessful.  Since 
there  was  not  sufficient  technical  personnel  avail- 
able to  keep  the  two  pieces  of  equipment  running 
competitively,  it  was  decided,  in  1950,  to  record 
all  routine  angiocardiograms  on  motion-picture 
film,  reserving  the  serial  apparatus  for  occasional 
use  in  other  types  of  examination. 

General  Considerations 

This  study  is  concerned  with  the  evaluation 
of  the  100  most  recent  consecutive  patients  sus- 
pected of  having  congenital  cardiac  abnormalities 
examined  in  this  department  by  cineangiocardi- 
ography. In  the  majority  of  instances  only  one 
contrast  injection  was  given;  one  subject,  how- 
ever, received  three  injections,  and  five  subjects, 
two  injections  each.  Ages  ranged  from  two 
months  to  forty-one  years.  Roughly,  25  per 
cent  were  under  four  years  of  age,  50  per  cent 
were  between  four  and  ten,  and  25  per  cent  were 
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eleven  or  older.  A clinical  study  of  each  subject 
included  routine  physical  and  laboratory  exam- 
inations, electrocardiography,  and  chest  fluoros- 
copy with  barium  swallow.  Thirty-one  sub- 
jects also  were  examined  by  cardiac  catheteriza- 
tion. Thirty-two  of  the  100  subjects  eventually 
underwent  thoracotomy. 

Eleven  of  the  subjects  are  known  to  have  died; 
autopsies  were  made  on  nine  of  them.  In  one 
case,  where  death  occurred  two  and  one-half 
hours  after  the  examination,  the  injection  of 
contrast  medium  was  considered  to  have  been 
the  immediate  cause  of  death.  This  subject,  a 
girl  two  and  one-half-months  old,  received  10  cc. 
of  Diodrast.  She  was  in  poor  condition  at  the 
time  of  examination,  which  was  done  in  the  some- 
what desperate  hope  of  finding  an  operable 
anomaly.  Autopsy  of  this  individual  revealed  ex- 
treme dextroposition  of  the  the  aorta  and  pul- 
monary atresia. 

Cinefluorographic  Technic 

The  great  majority  of  this  series  of  examina- 
tions were  recorded  on  35-mm.  film  at  camera 
speeds  of  15  or  30  frames  per  second.  A few 
examinations,  however,  were  recorded  on  70-mm. 
film  at  7‘/2  or  15  frames  per  second.  Both  the 
35-mm.  unit9  and  the  70-mm.  unit10  have  been 
described  elsewhere,  as  have  the  photographic 
technics.  Average  x-ray  factors  were  75  ma., 
100  k.v.p.,  with  added  filtration  of  1 mm. 
al.  Average  x-ray  dose  per  examination  was 
25  r measured  at  the  near  point  of  the 
subject’s  skin.  Duration  of  exposure  was  judged 
by  the  size  of  the  patient,  and,  whenever 
possible,  time  was  allowed  for  unexpected  holdup 
or  reflux  in  the  vascular  channels. 

Angiocardiographic  Technic 

Standard  procedures  are  employed  in  this  in- 
stitution in  the  preparation  of  patients  for  angio- 
cardiography. In  the  majority  of  cases,  the 
antecubital  vein  is  exposed  surgically  and  a tro- 
car or  polyethylene  tubing  secured  in  the  vessel. 
This  permits  rapid  injections  without  possibility 
of  extravasation  and  facilitates  the  handling  of 
patients  in  the  x-ray  department.  Because  of 
the  danger  of  extravasation  in  very  young  pa- 
tients, we  feel  that  surgical  exposure  of  the  vein 
prior  to  cannulization  is  the  procedure  of  choice. 
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TABLE  I. — Diagnostic  Breakdown  op  100  Subjects  Examined  by  Cineangiocardiography. 


Conditions  Encountered 

Number  of 
Provisional 
Angiocardiographic 
Diagnoses 

Number 
Confirmed  by 
Catheterization 

Number  Confirmed 
at  Autopsy 

Number  Benefited 
by  Surgery 

Pulmonary  stenosis 

15 

5 

1 

0 

Patent  ductus  arteriosus 

11 

1 

0 

7 

Coarctation  of  aorta 

10 

0 

0 

7 

Tetralogy  of  Fallot 

10 

2 

2 

4 

Transposition  of  the  great  vessels 

4 

1 

2 

0 

Interventricular  septal  defect 

4 

1 

1 

0 

Congenital  tricuspid  abnormality 
Pulmonary  stenosis  plus  interatrial  septal 

5 

0 

1 

3 

defect 

3 

1 

0 

0 

Eisenmenger's  syndrome 

2 

0 

0 

0 

Interatrial  septal  defect 

3 

1 

0 

0 

Idiopathic  dilatation  of  the  pulmonary  artery 

2 

2 

0 

0 

Abnormal  pulmonary  venous  return 
Single  ventricle  with  rudimentary  outflow 

1 

1 

0 

0 

tract 

1 

0 

0 

1 

Diverticulum  of  the  aorta 

1 

0 

0 

0 

Hypoplastic  aorta 

1 

0 

0 

0 

Cor  biloculare* 

1 

0 

0 

0 

Combined  anomalies** 

1 

0 

0 

0 

Normal 

5 

1 

0 

0 

Unsatisfactory  examination 

20 

Total 

100 

16 

7 

22 

* This  patient  has  died  and  been  autopsied  since  the  preparation  of  this  report.  Autopsy  findings  revealed  an  absent 
tricupsid  valve  with  a single  ventricular  chamber  from  which  the  great  vessels  arose.  There  was  valvular  pulmonary 
stenosis.  A large  patent  foramen  ovale  created  a functionally  single  auricular  chamber. 

**  Abnormal  pulmonary  venous  return  and  pulmonary  stenosis,  diagnosed  by  cardiac  catheterization;  patent  ductus  arteri- 
osus and  interatrial  septal  defect,  diagnosed  by  angiocardiography. 


All  patients  are  examined  in  a sitting  position. 
General  anesthesia  is  not  used. 

The  contrast  substance  employed  in  the  first 
75  subjects  was  Diodrast,  70  per  cent;  Urokon, 
70  per  cent,  was  utilized  in  the  remaining  25. 
The  series  is  hardly  large  enough  to  serve  as  a 
basis  for  comparing  the  two  media.  However, 
it  is  our  impression  that  Urokon  gives  somewhat 
better  opacification  of  the  aorta  and  its  branches. 

Analysis  of  Results 

In  the  100  cases  being  reported  in  this  study, 
the  records  obtained  in  80  were  radiologically 
interpretable;  the  diagnostic  distribution  may 
be  seen  in  Table  I.  In  the  remaining  20  cases, 
some  useful  information  was  obtained,  but  it 
was  considered  diagnostically  inadequate  for 
several  reasons.  Dilution  of  the  contrast  me- 
dium, especially  in  the  enlarged  heart,  was  the 
cause  in  13  instances;  in  these,  unacceptable 
injection  technic,  venous  spasm,  and  struggling 
also  were  contributing  factors.  Faulty  x-ray 
technic  was  responsible  for  five  unsatisfactory 
examinations.  There  was  no  mechanical  failure 
or  unreliability  of  equipment  in  any  of  the  cases 
studied. 

Pulmonary  Stenosis. — Pure  pulmonary  steno- 
sis was  the  most  frequently  suggested  diagnosis 
(15  cases),  despite  the  fact  that  no  good  radiologic 
criteria  are  known  to  us  at  present  by  which  a 
positive  angiocardiographic  diagnosis  of  this 
condition  may  be  made.  In  most  cases,  an 
enlarged  pulmonary  artery  was  the  chief  finding. 
Other  suggestive  evidence  was  hyperactivity  of 
the  right  ventricular  outflow  tract  with  apparent 
narrowing  in  systole  and  with  adequate  caliber 
in  diastole  (Fig.  1);  accumulation  of  contrast 
substance  above  the  pulmonary  valves,  producing 


greater  density  above  the  valves  than  below  (Fig. 
2),  and  marked  lateral  oscillation  of  the  entire 
right  ventricular  outflow  tract.  Although  seen 
in  manj’  of  the  cases  of  pulmonary  stenosis,  these 
findings  alone  were  not  sufficiently  constant  to 
be  diagnostic.  Cardiac  catheterization  was  rec- 
ommended for  further  evaluation  of  these  cases. 
So  far,  six  have  been  proved,  including  one  at 
autopsy. 

Patent  Ductus  Arteriosus  (Fig.  3). — This 
represents  the  next  most  frequent  diagnosis  (11 
cases)  in  the  series.  This  condition  provides  a 
unique  opportunity  to  use  cinefluorography  for 
investigation  of  the  dynamics  of  abnormal  extra- 
cardiac  circulation.  The  shunting  of  blood  from 
the  aorta  into  the  pulmonary  artery,  during  the 
earliest  filling  of  the  latter  with  contrast  sub- 
stance, creates  a rhythmic  blanching  of  the  con- 
trast shadow  in  the  region  of  the  bifurcation  and 
left  pulmonary  artery.  The  blanching  is  seen 
only  in  diastole  and  not  in  systole.  Reopacifica- 
tion of  the  pulmonary  artery  during  left-sided 
filling  is  seen  as  a diastolic  influx  of  opacified 
blood  from  the  aorta.  We  are  not  able  to  offer 
adequate  explanation  for  the  diastolic  timing  of 
what  we  consider  to  be  flow  of  blood  through  the 
patent  ductus  arteriosus. 

Seventy-two  patients  exhibited  normal  pul- 
monary flow  of  blood.  Eleven  others  were  diag- 
nosed as  being  uncomplicated  cases  of  patent 
ductus.  In  three  instances,  a patent  ductus 
was  discovered  as  an  incidental  finding  where 
another  lesion  existed,  and  in  one  instance  the 
blanching  sign  was  present  in  an  otherwise  un- 
satisfactory examination. 

Several  instances  of  patency  of  the  ductus 
arteriosus  have  been  observed  at  surgery  in 
combination  with  other  defects,  but  no  evidence 
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Fig.  1.  Sixteen-year-old  male  with  catheter  proved  valvular  pulmonary  stenosis.  Right  anterior  ob- 
lique view  of  right  heart  contrast  filling.  Pulmonary  artery  enlarged.  Taken  on  35-mm.  film  at  15  frames 
per  second. 

A (left).  Ventricular  systole.  Arrows  indicate  width  of  right  ventricular  outflow  tract. 

B (right).  Ventricular  diastole  */u  second  later.  Note  the  increase  in  the  width  of  the  right  ventricu- 
lar outflow  tract  which  now  assumes  an  apparently  adequate  caliber. 


of  this  could  be  found  in  the  film  record.  We 
assume  that  in  these  the  volume  of  the  shunt 
must  have  been  quite  small.  We  are  not  aware 
of  any  false  positive  diagnoses,  though  only  10 
of  our  described  15  cases  have  been  proved  sur- 
gically. 

Coarctation  of  the  Aorta. — This  condition  (10 
cases)  has  presented  some  difficulty.  Cinean- 
giocardiographic  records,  which  in  other  re- 
spects were  considered  adequate,  failed  to  supply 
needed  information  about  the  site  and  extent  of 
the  lesion  in  three  of  13  referred  patients.  In 
one  case,  although  the  site  and  extent  of  the 
coarctation  was  demonstrated,  we  failed  to 
opacify  an  aneurysm  of  the  subclavian  artery 
or  to  show  the  presence  of  a patent  ductus 
arteriosus  that  made  the  condition  inoperable. 

In  10  instances  we  were  successful  in  visualizing 
the  site  and  extent  of  the  coarctation.  In  one 
of  these  the  diagnosis  was  a fluoroscopic  one; 
the  notch  in  the  aorta  was  quite  evident  in  our 
record  despite  the  low  density  of  the  contrast 
medium.  Seven  of  these  patients  have  been 
successfully  operated  at  this  hospital;  one  is 
believed  to  have  been  resected  at  another  insti- 
tution, and  one,  an  adult  aged  thirty-seven, 
has  not  been  operated. 

Although  we  failed  in  three  instances,  and  in 
one  other  derived  the  needed  information  without 
good  opacification,  we  have  not  felt  the  need  to 
employ  the  retrograde  type  of  examination  in 
this  condition. 

Tetralogy  of  Fallot. — Tetralogy  of  Fallot  was 


diagnosed  in  10  patients,  four  of  whom  were  con- 
sidered candidates  for  surgery  and  were  subse- 
quently operated.  The  presence  of  overriding 
of  the  aorta  was  deduced  from  the  simultaneous 
opacification  of  the  aorta  and  pulmonary  artery 
and  the  demonstration  of  a high  interventricular 
septal  defect.  The  pulmonary  artery  appeared 
small  in  all  of  our  cases.  This  simultaneous  flow 
of  contrast  substance  in  three  different  directions 
is  dramatically  shown  by  cinefluorography. 

Two  patients  showed  minimal  overriding;  six 
had  approximately  equal  overriding,  and  two 
had  extreme  dextropositon.  A right-sided  arch 
was  found  in  three  of  the  10  cases. 

Transposition  of  the  Great  Vessels. — In  the  con- 
dition of  transposition  of  the  great  vessels, 
cineangiocardiography  proved  of  considerable 
advantage,  especially  in  the  differentiation  of 
this  condition  from  tetralogy  of  Fallot  with 
extreme  dextroposition  of  the  aorta.  The  delay 
in  opacification  of  the  pulmonary  artery,  as 
contrasted  with  simultaneous  opacification  of 
the  aorta  and  pulmonary  artery,  was  usually  the 
differentiating  sign. 

Congenital  Tricuspid  Abnormality . — We  have 
examined  five  patients  believed  to  have  congenital 
tricuspid  abnormality  with  underdevelopment  of 
the  right  ventricle.  In  this  type  of  lesion,  the 
rapid  sequence  of  events  lends  itself  very  well  to 
investigation  by  the  motion-picture  method.  In 
a typical  case,  a boy  of  four,  the  entire  diagnostic 
cycle  occurred  in  approximately  one  and  one- 
quarter  seconds  after  right  auricular  filling;  dur- 
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Fig.  2.  Asymptomatic  boy  of  five  with  murmur  present  since  age  six  weeks.  Pulmonary  stenosis 
suggested  by  cineangiocardiographv.  Note  abdominal  situs  inversus  with  stomach  air  bubble  on  the  right. 
Original  negative  70  mm.  taken  at  7V2  frames  per  second. 

A (left).  Right  anterior  oblique  view.  Arrow  points  out  apparent  narrowing  of  right  ventricular  out- 
flow tract,  which  was  later  seen  to  enlarge  in  diastole.  (See  Fig.  1.) 

B (right).  Left  anterior  oblique  view  of  same  patient.  Arrow  indicates  the  level  of  the  pulmonary 
valves.  Note  better  density  above  than  below  the  valve. 


ing  this  interval,  20  individual  x-ray  exposures 
were  made.  This  allowed  accurate  analysis  of 
the  course  of  the  circulation,  thereby  establishing 
the  exact  nature  of  the  malformation. 

Cyanosis  and  left  axis  deviation  were  present  in 
all  cases.  One  of  the  patients  eventually  came 
to  autopsy  and  was  shown  to  have  atresia  of  the 
tricuspid  valve  with  absent  right  ventricle  and 
filling  of  the  pulmonary  artery  by  way  of  the 
bronchial  arteries.  Of  the  remaining  four  pa- 
tients, one  showed  evidence  that  the  tricuspid 
valve  was  at  least  partially  functional;  one 
showed  a small  right  ventricle  but  no  suggestion 
of  patency  of  the  tricuspid  valve ; in  the  remain- 
ing two,  no  distinct  right  ventricular  shadow 
could  be  shown. 

One  of  the  patients  with  probable  tricuspid 
atresia  with  underdeveloped  right  ventricle  was 
shown  to  have  a functioning  patent  ductus  ar- 
teriosus as  an  incidental  finding. 

“ Normal ” Findings. — In  five  instances,  de- 
spite the  presence  of  a murmur  highly  suggestive 
of  congenital  heart  disease,  we  have  made  the 
angiocardiographic  interpretation  of  “normal.” 
The  records  obtained  in  these  patients  were  of 
excellent  quality.  As  a result,  we  feel  that  any 
defect  which  may  have  been  present  must  have 
been  one  of  very  minor  proportions. 

All  murmurs  were  discovered  at  an  early  age 
and  were  systolic  in  time;  in  two  patients, 
thrills  accompanied  the  murmurs.  In  no  in- 
stance was  a diastolic  murmur  found.  Three  of 
the  five  patients  had  electrocardiographic  evi- 


dence of  chamber  hypertrophy,  and  one  of  the 
five  was  submitted  to  cardiac  catheterization. 
No  evidence  of  intracardiac  shunt  or  pulmonary 
stenosis,  however,  could  be  demonstrated;  in 
addition,  there  was  no  evidence  to  support  a 
diagnosis  of  mitral  disease. 

Evaluation  of  Cineangiocardiography 

The  advantages  of  cineangiocardiography  all 
stem  from  the  opportunity  that  is  provided  to 
observe  a continuous  motion-picture  record  of 
the  entire  cardiac  cycle  and  associated  physio- 
logic phenomena.  From  the  moment  the  injec- 
tion begins,  it  is  possible  to  visualize,  continu- 
ously, the  influx  of  contrast  medium  with  the 
changes  that  occur  secondary  to  venous  spasm, 
respiration,  coughing,  struggling,  or  crying.  The 
changes  that  are  brought  about,  such  as  reflux 
into  other  channels  and  delayed  influx,  present 
no  great  problem  because  they  may  be  observed 
directly  and  evaluated  in  the  light  of  their  true 
significance.  The  influx  of  nonopacified  blood 
into  opacified  chambers  may  be  clearly  recog- 
nized because  of  the  turbulence  or  dilution  of  the 
contrast  medium. 

Subject  movement,  although  it  max'  blur  a 
few  of  our  frames,  usually  leaves  the  majority  of 
them  unaffected.  Also,  no  timing  problems 
exist,  since  a more  than  adequate  number  of 
individual  exposures  is  obtained  in  every  phase 
of  the  cardiac  cycle  with  a single  injection  of  the 
contrast  substance.  This  is  true  even  in  infants 
with  a rapid  circulation  time.  This  fact,  coupled 
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Fig.  3.  Four-year-old  boy  with  surgically  proved  patent  ductus  arteriosus.  Left  anterior  oblique  pro- 
jection. Camera  speed  15  frames  per  second;  film  size  35  mm. 

A (left).  Homogeneous  filling  of  the  pulmonary  artery  during  right  ventricular  systole. 

B (right).  Ventricular  diastole  4/is  second  later.  Arrow  points  to  the  region  of  pulmonary  artery  bi- 
furcation. Note  loss  of  density  in  the  pulmonary  artery  shadow.  In  motion,  this  results  in  the  “blanch- 
ing sign”  of  patent  ductus  arteriosus. 


with  the  high  degree  of  mechanical  reliability  of 
the  apparatus,  has  allowed  us  to  examine  100 
patients  using  a minimal  number  of  injections 
(107).  Only  one  patient  of  the  entire  series 
received  as  many  as  three  injections.  Consider- 
ing the  increased  mortality  associated  with  mul- 
tiple injections,  this,  too,  may  be  considered  one 
of  the  advantages  of  the  cine  method. 

The  exact  timing  of  the  sequence  of  events  in 
most  instances  is  quite  easy,  because  of  the  rela- 
tively high  frequency  of  exposures  per  second 
and  their  precise  synchronization  with  the  60- 
cycle  line  supplying  the  x-ray  generator. 

Such  disadvantages  as  we  have  encountered 
with  this  method  have  all  arisen  from  the  rela- 
tive lack  of  detail  and  poor  contrast  of  the  image 
on  the  small  film. 

Summary 

In  a review  of  our  experience  with  cineangio- 
cardiography  in  the  examination  of  100  patients 
suspected  of  congenital  heart  disease,  roentgen- 
ologically  interpretable  records  were  obtained 
in  80  of  these.  Among  the  causes  of  failure  in 
the  remaining  20,  dilution  of  the  contrast  me- 
dium was  the  foremost.  Mechanical  failure  of  the 
apparatus  was  not  present  in  any  instance. 

The  cineangiocardiographic  findings  in  pul- 
monary stenosis,  patent  ductus  arteriosus, 
coarctation  of  the  aorta,  tetralogy  of  Fallot, 
transposition  of  the  great  vessels,  and  congenital 
tricuspid  abnormality  are  reviewed. 

The  outstanding  advantage  of  the  motion- 


picture  method  is  the  opportunity  to  visualize 
the  dynamic  physiology  of  the  abnormal  heart 
and  the  associated  physiologic  phenomena  ac- 
companying a contrast  injection.  Because  of 
the  continuous  motion,  evaluation  of  these  ef- 
fects presents  no  great  problem.  Disadvantages 
encountered  with  this  method  arise  from  the 
relative  lack  of  detail  and  poor  contrast  of  the 
image  on  the  small  film. 
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ELECTROLYTE  DISTURBANCES  AND  LOW-SALT  SYNDROME 

J.  Murray  Steele,  M.D.,  New  York  City 

( From  the  Goldwater  Memorial  Hospital) 


DISTURBANCES  in  electrolyte  balance 
encountered  in  a variety  of  diseases,  acute 
and  chronic,  as  well  as  following  surgical  inter- 
vention, have  occupied  attention  for  some  years 
now.  The  recent  increase  in  interest  is,  I sus- 
pect, in  part  due  to  the  development  of  flame 
photometers  for  the  rapid  and  accurate  measure- 
ment of  sodium  and  potassium  in  body  fluids. 
The  following  remarks  will  be  confined  almost 
entirely  to  the  disturbances  in  sodium  balance, 
but  it  must  constantly  be  kept  in  mind  that  al- 
teration of  one  cation  is  always  accompanied  by 
changes  in  other  electrolytes. 

There  are  four  sets  of  circumstances  about 
which  I would  like  to  talk,  under  two  major 
headings. 

I.  Acute  sodium  deficiency 
(A)  Normal  individuals 
(B)  Edematous  individuals 
II.  Chronic  hyponatremia  with  or  without 
symptoms  of  sodium  deficiency 
(A)  Nonedematous  individuals 
(B)  Edematous  individuals 

For  clarity,  it  probably  should  be  stated  at 
the  outset  that  these  two  distinct  situations  which 
exist  have,  to  a certain  degree,  been  confused 
or  drawn  together  in  the  past.  The  first  one  is 
usually  a relatively  acute  situation — salt  deple- 
tion which  may  occur  in  normal  persons  or  per- 
sons ill  of  a chronic  disease.  The  second  is  a 
chronic  symptomless  state  of  hyponatremia 
which  occurs  in  many  chronic  diseases  with  and 
without  edema.  A third  situation  may  be  said 
to  arise  out  of  a combination  of  the  two — namely, 
where  rapid  salt  depletion  has  often  been  super- 
imposed by  modem  therapy  upon  the  chronic 
state  of  hyponatremia  in  diseases  associated  with 
edema. 

The  first  condition,  relatively  acute  salt  de- 
pletion in  normal  persons  whose  kidneys  are 
capable  of  excreting  large  amounts  of  salt,  occurs 
in  individuals  sweating,  at  work  in  high  environ- 
mental temperatures  and  drinking  plenty  of 
water,  in  acute  salt  loss  due  to  removal  of  large 
amounts  of  sodium  by  vomiting  and  diarrhea,  in 
the  overenthusiastic  treatment  of  surgical  pa- 
tients with  intravenous  glucose,  or  in  the  slower 
deprivation  of  salt  by  sodium-free  diets  such  as 
the  rice  diet.  The  symptoms  are  drowsiness, 
lassitude,  mental  confusion,  marked  weakness 
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and,  often,  abdominal  and  muscular  cramps, 
and,  eventually,  nitrogen  retention  and  collapse 
in  a sort  of  shocklike  state.  Relief  of  these 
symptoms  is  promptly  obtained  by  the  adminis- 
tration of  large  amounts  of  salt,  preferably  by 
mouth,  or  by  hypertonic  salt  solutions  (2V2  to 
5 per  cent)  by  vein  when  necessary.  The  inter- 
esting fact  that  nitrogen  retention  accompanies 
the  effects  of  salt  depletion,  as  MacGuire1  pointed 
out,  in  1948,  and  as  elaborated  by  Schroder,2 
and  McLester  and  Holley3  deserves  further  study. 

In  experiences  in  this  hospital,  retention  of 
nitrogen,  in  the  presence  of  normal  renal  func- 
tion, seems  almost  always  to  have  been  accom- 
panied by  depletion  of  water  as  well  as  salt. 
Dehydration,  which  usually  accompanies  salt 
depletion,  can,  of  course,  give  rise  to  marked  dim- 
inution in  circulating  blood  volume,  in  renal 
blood  flow,  and  to  renal  failure.  If  dehydration 
is  present,  along  with  sodium  depletion,  treat- 
ment involves  replacement  of  fluid  and  salt  in 
isotonic  solution.  Hypertonic  salt  solution  is 
also  effective  since  retention  of  additional  water 
to  dilute  the  salt  also  occurs  if  enough  fluids  are 
given.  The  cure  of  acute  sodium  depletion  is 
one  of  the  most  dramatic  and  satisfying  of  mod- 
ern therapeutic  endeavors. 

When,  however,  acute  salt  deprivation  occurs 
in  edematous  individuals,  it  is  much  more  diffi- 
cult to  deal  with.  Under  these  circumstances, 
the  situation  usually  results  from  the  use  of  salt- 
poor  diets,  mercurial  diuretics,  paracentesis 
with  removal  of  large  amounts  of  ascitic  fluid, 
and,  more  recently,  from  the  use  of  cation  ex- 
change resins  designed  to  withdraw  salt  in  the 
stool.  Administration  of  sodium  chloride,  by 
vein  or  by  mouth,  usually  relieves  the  symptoms; 
the  patient  feels  stronger,  abdominal  and  mus- 
cular cramps  disappear,  and  mental  aberrations 
are  dissolved.  Nitrogen  retention  may  also 
diminish,  but  it  should  be  emphasized  that  these 
results  are  generally  achieved  at  the  expense  of 
rapid  accumulation  of  edema  wliich  may  some- 
times be  subsequently  controlled  but  often  be- 
comes uncontrollable. 

It  should  be  made  clear  that  in  all  of  these 
conditions  it  is  not  the  sweating,  the  vomiting, 
the  diarrhea,  or  the  mercurial  diuresis  per  se 
that  gives  rise  to  the  symptoms  of  sodium  deple- 
tion since,  under  all  of  these  conditions,  pro- 
portionately as  much  or  more  water  than  salt  is 
lost.  So  far  as  mercurial  diuretics  are  concerned, 
the  loss  of  relatively  isotonic  fluid  is  somewhat 
different  from  what  occurs  in  normal  individuals, 
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but  has  been  a consistent  finding  in  these  studies.4 
What  gives  rise  to  symptoms  is  that  following  the 
real  loss  of  sodium  chloride,  the  normal  salt  solu- 
tion of  the  body  is  diluted  by  drinking  water 
without  salt  in  it.  It  is  of  passing  interest  to 
note  that  cattle  know  enough  to  look  for  a salt- 
lick themselves,  but  man  has  to  be  told  or  forced 
to  eat  salt  under  these  circumstances. 

The  second  condition,  hyponatremia,  repre- 
sents a slow  depletion,  or,  perhaps,  redistribution 
of  intra-  and  extracellular  sodium.  In  any  case, 
as  Leiter  states,  there  is  dilution  of  body  sodium, 
where  serum  sodium  levels  may  remain  low  for  a 
long  time.5 

Low  serum  sodium  levels  may  occur  in  a num- 
ber of  chronic  diseases.  Advanced  cancer, 
Hodgkin’s  disease,  multiple  myeloma,  debilitated 
persons  suffering  from  occlusive  arteriosclerosis 
of  the  extremities,  and  patients  who  have  been 
bedridden  because  of  cerebral  hemorrhage  or 
thrombosis  have  all  been  observed  to  exhibit 
hyponatremia. 

In  a chronic  disease  hospital,  Goldwater  Me- 
morial, opportunity  has  been  afforded  to  observe 
patients  over  long  periods,  sometimes  for  many 
years,  and  we,  too,  have  had  occasion  to  observe 
that  patients  ill  of  various  diseases  frequently 
have  serum  sodiums  as  low  as  125  to  130  milli- 
equivalents  per  liter  for  periods  of  months  with- 
out exhibiting  the  usual  signs  of  sodium  defi- 
ciency, except,  perhaps,  for  weakness.  These 
low  levels  of  serum  sodium  are  not  necessarily 
incompatible  with  good  responses  to  mercurial 
diuretics,  although  there  is  a tendency  in  this 
direction.  Furthermore,  a salt-poor  diet  over 
periods  of  several  months  does  not  regularly 
lead  to  further  decrease  in  serum  sodium  levels 
of  these  individuals,  although  it  may  do  so. 

Again,  as  in  acute  salt  deficiency,  these  par- 
ticular patients  are  not  difficult  to  treat  with  a 
high-sodium  diet,  because  their  kidneys  excrete 
salt  in  a normal  fashion.  They  usually  respond 
with  an  increase  in  serum  sodium  levels  and  some- 
times feel  stronger  and  have  a sense  of  well- 
being. But,  if  the  high-salt  diet  is  discontinued, 
the  serum  sodium  returns  quickly  to  the  original 
level  much  as  though  the  osmolar-regulating 
mechanism  were  set  at  a lower  level.  Since 
these  individuals  do  not  present  symptoms  of 
salt  deprivation  except,  perhaps,  for  lassitude, 
it  is  questionable  whether  or  not  they  should  be 
treated  with  high  salt  intake  unless  a noteworthy 
gain  in  strength  results. 

In  hyponatremia  associated  with  edema — 
in  heart  failure,  cirrhosis  of  the  liver,  chronic 

I glomerular  nephritis,  and  malignant  hyperten- 
sion with  both  cardiac  and  renal  failure — the 
question  of  what  to  do  in  the  way  of  therapy  is 
a very  difficult  one  to  decide,  since  failure  of  the 


kidneys  to  excrete  sodium,  either  because  the 
kidneys  themselves  are  damaged  or  because 
physiologic  mechanisms  regulating  sodium  ex- 
cretion have  gone  awry,  complicates  treatment 
with  salt.  But  since  the  appearance  of  Schroed- 
er’s  paper,  in  1949,  on  the  treatment  of  patients 
of  this  kind  by  administration  of  hypertonic  salt 
solutions  intravenously,2  it  is  a question  which 
has  been  frequently  raised.  For  these  edematous 
people  already  may  contain  more  sodium  than 
the  normal  person  and  more  than  they  apparently 
want  or  need,  even  though  the  level  in  their 
serum,  and  presumably  extracellular  fluid,  is  low. 

The  reason  for  the  low  serum  sodium  levels  is 
not  clear,  but  a good  deal  of  evidence  suggests 
that  an  increased  secretion  of  pituitary  anti- 
diuretic hormone  may  play  a large  part  in  favor- 
ing the  retention  of  water  out  of  proportion  to 
salt.6,7  That  the  diuretic  response  to  drink- 
ing water  is  subnormal  of  these  individuals  with 
salt  dilution  as  well  as  depletion  favors  this  notion. 
But,  it  is  also  probable  that  a shift  of  sodium  to 
the  intracellular  phase  may  lower  the  extracellular 
concentration.8,9  Increase  in  intracellular  water 
might  take  place  to  a degree  that  would  interfere 
with,  perhaps,  the  contraction  of  the  myocardial 
muscle  cells  and  even  with  the  function  of  the 
cells  of  the  renal  tubules. 

In  the  experience  at  this  hospital,  patients  with 
edema  due  to  heart  failure,  to  cirrhosis  of  the 
liver,  or  to  chronic  glomerular  nephritis  have 
not  been  observed  to  respond  with  diuresis  to 
the  administration  of  sodium  chloride,  either 
intravenously  in  isotonic  and  hypertonic  solution 
or  by  mouth.  I would  like  to  make  a point  of 
oral  salt — it  is  almost  completely  absorbed,  and 
so  the  difference  between  giving  a large  amount 
of  salt  by  mouth  or  by  hypertonic  intravenous 
injection  is  probably  negligible  in  view  of  the  fact 
that  serum  levels  can  be  raised  promptly  by 
either  procedure.  That  a diuretic  response  to 
hypertonic  salt  solution  has  not  been  obtained 
does  not  mean  that  relief  of  the  symptoms  of 
salt  depletion  has  not  been  regularly  obtained  at 
the  calculated  risk  of  increase  in  edema. 

Attempts  have  been  made  to  restore  near 
normal  serum  sodium  levels  in  many  edematous 
patients  by  hypertonic  salt  solution,  12  of  whom 
have  been  well  studied.  Attempts  to  restore 
levels  by  oral  administration  of  sodium  chloride 
exceed  20  in  number.  The  restoration  of  serum 
sodium  levels  has  been  successful  in  approxi- 
mately half  of  the  patients,  but  generally  at 
the  expense  of  large  and  usually  uncontrollable 
increases  in  edema.  Hyponatremia,  per  se,  has 
not  ordinarily  been  treated  unless  unmistakable 
signs  and  symptoms  of  sodium  depletion  were 
also  present,  or  unless  blood  urea  nitrogen  was 
rising  alarmingly. 
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TABLE  I. — Results  of  Paracentesis  (J.O.) 


Serum, 

Ascitic  Fluid » 

Total 

Sodium 

Sodium  Amount 

Sodium 

per  Milli- 

per  Milli- 

With- 

Loss, 

equivalent 

equivalent 

drawn, 

Milliequiv- 

Time 

per  Liter 

per  Liter 

Liters 

alents 

November  16.  1948 

12  A.M. 

138  6 

138.4 

4,270 

591 

5,000  cc. 

of  5 per  cent  glucose  injected  into 

abdominal 

cavity  at  end  of  tap 

4:30  p.m. 

128  9 

77.2 

4,800 

360 

Total  Sodium  Loss 

951 

Leiter  recently  said  concerning  this  group  of 
patients,  “Treatment  must  be  based  on  an  ac- 
curate estimation  of  the  relative  roles  of  sodium 
depletion  and  dilution.”5  In  other  words,  unless 
one  knows  that  hyponatremia  existed  before  the 
signs  of  salt  depletion  occurred,  treatment  may 
be  directed  toward  achieving  a chemical  rather 
than  a clinical  cure,  a course  of  action  which  is 
of  doubtful  value. 

Certainly  a debt  of  gratitude  is  owed  to 
MacGuire,1  Schroeder,2  McLester  and  Holley,3 
Teplev,10  and  others  for  pointing  out  the  dangers 
of  salt  depletion  which  have  occurred  with 
greater  frequency  recently  because  of  the  develop- 
ment of  modern  therapeutic  means  for  severe 
control  of  sodium  gain.  One  would  like,  how- 
ever, to  point  out  the  fact  that  treating  salt  de- 
pletion in  edematous  patients  should,  in  general, 
be  designed  to  relieve  the  symptoms  of  depletion 
rather  than  to  restore  the  individual  with  chronic 
hyponatremia  to  chemical  normalcy.  A few 
examples  from  our  chronic  disease  files  may  il- 
lustrate the  point. 

Case  Reports 

The  following  case  is  presented  as  an  example 
of  acute  sodium  deficiency  in  a patient  with 
heart  failure,  edema,  and  hyponatremia  of  long 
standing  relieved  by  the  oral  administration  of 
salt — without  curing  the  hyponatremia. 

J.  O.  died  at  seventy-two  years  of  age  of  heart 
failure  after  having  been  in  congestive  heart  failure 
for  nine  years.  Autopsy  confirmed  the  clinical 
diagnosis  of  rheumatic  heart  disease — mitral  stenosis 
and  insufficiency.  During  the  last  seven  years  of 
life,  he  was  always  edematous,  and  during  the  last 
six  years  constantly  accumulated  ascites  as  well  as 
edema.  He  was  vigorously  treated  with  digitalis, 
mercurial  diuretics,  and  salt-poor  diet,  and  yet  re- 
quired paracentesis  at  intervals  of  two  to  four  weeks 
during  the  last  four  years  of  his  life,  7 to  11 
liters  of  fluid  being  removed  at  each  operation.  I 
wish  only  to  cite  one  occasion  of  the  many  on  which 
paracentesis  was  done  (Table  I). 

A weight  loss  of  7 Kg.  occurred.  At  the  time  of 
the  second  tap,  he  was  prostrated  with  weakness 
and  lassitude  and  developed  abdominal  and  gener- 
alized muscular  cramps. 


He  w'as  given  4 Gm.  of  salt  (65  milliequivalents  of 
sodium)  by  mouth,  which  relieved  his  symptoms 
dramatically  although  the  serum  sodium  did  not 
return  to  its  former  level  and  a week  later  was  124 
milliequivalents  per  liter.  The  question  is  this — • 
why  did  65  milliequivalents  of  sodium  by  mouth  re- 
lieve the  symptoms  induced  by  removal  of  15  times 
this  amount?  The  tentative  answer  is  that  most  of 
those  900  milliequivalents  of  sodium  were  probably 
in  the  wrong  place  and  unavailable  for  tissue  use. 
During  the  next  four  years,  subsequent  paracenteses 
without  the  injection  of  glucose  usually  failed  to 
elicit  symptoms  of  salt  deprivation,  and  although 
his  serum  sodium  levels  varied  during  this  period 
from  a low  of  124  to  a high  of  138  milliequivalents 
per  liter,  he  did  not  exhibit  the  symptoms  and  signs 
of  sodium  deficiency  and  often  responded  well  to 
mercurial  diuretics. 

The  next  two  cases  represent  examples  of  curing 
an  abnormality  in  chemical  composition  without 
benefit,  perhaps  with  detriment,  to  the  patients. 

J.  W.,  age  fifty-six  years,  suffered  from  congestive 
heart  failure  for  four  years  prior  to  death.  His 
diagnosis,  as  confirmed  by  postmortem  examination, 
was  luetic  aortic  insufficiency.  With  the  use  of 
digitalis  and  injections  of  mercurial  diuretics,  he  was 
maintained  nearly  free  of  edema  but  remained 
severely'  dyrspneic  with  frequent  paroxysmal  tachy- 
cardia due,  chiefly,  to  difficulties  in  proper  digitaliza- 
tion until  two  months  before  his  death.  At  this  time 
(April  15, 1952),  ammonium  chloride  and  later  cation 
exchange  resin,  as  well  as  low-salt  (rice)  diet,  were 
added  to  mercurials  and  digitalis.  On  this  regime  he 
was  kept  free  of  edema  but  then  began  to  complain  of 
weakness  and  cramps  in  muscles  and  abdomen,  es- 
pecially after  diuresis  following  injections  of  mer- 
cury'. A steady'  rise  in  blood  urea  nitrogen  from 
25  mg.  per  100  ml.  at  the  beginning  of  the  more  vig- 
orous attempts  to  combat  edema  to  97  mg.  per  100 
ml.  had  taken  place.  He  had,  also,  become  ex- 
tremely listless,  and  his  serum  sodium  was  found 
to  have  fallen  from  133.4  to  126  milliequivalents  per 
liter.  For  all  these  reasons,  the  rice  diet  and  cation 
exchange  resin  were  stopped  and  he  was  given  15 
Gm.  of  salt,  daily,  by  mouth.  Quite  promptly  his 
cramps  stopped  and  he  felt  somewhat  stronger.  The 
serum  sodium  rose  to  132  milliequivalents  per  liter 
and  blood  urea  nitrogen  fell  to  56  mg.  per  100  ml. 
The  patient  gained  weight  rapidly,  however,  and,  in 
spite  of  mercurial  diuretics  subsequently  adminis- 
tered, ran  a rapid  downhill  course,  expiring  two 
weeks  later  (June  12),  in  severe  congestive  failure. 

Z.  S.,  a thirty-year-old  male,  with  known  chronic 
glomerular  nephritis  of  five  years  duration,  was  ad- 
mitted in  the  terminal  phases  of  his  disease  on  March 
6,  1950,  without  edema  but  in  a confused  and  agi- 
tated state,  a blood  urea  nitrogen  of  158  mg.  per 
100  cc.,  serum  sodium  122  milliequivalents  per  liter. 
Shortly  after  admission,  he  was  found  to  be  putting 
out  188  milliequivalents  per  twenty-four  hours  of 
sodium  in  the  urine  and  was  regarded  as  perhaps  one 
of  the  rare  salt-losing  cases  of  nephritis.  He  was 
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TABLE  II. — Salt  Therapy  (Z.S.) 


Date 

Blood  Urea 
Nitrogen, 
Mg.  per 
100  Cc. 

Sodium  per 
Milli- 

equivalents 
per  Liter 

Remarks 

March  8 

158.5 

122.6 

March  10 

151.0 

122.6 

Intensive  salt  therapy 
begun 

March  15 

145.0 

135  2 

Edema  appeared 

March  17 

152.0 

134.4 

More  edematous,  salt 
discontinued 

March  19 

Expired 

treated  vigorously  with  sodium  lactate,  Ringers 
solution,  and  hypertonic  saline  (5  per  cent  500  cc.) 
daily,  for  seven  days.  His  mental  difficulties  cleared 
somewhat,  his  low  serum  sodium  was  nearly  cor- 
rected, but  he  became  edematous  and  died  in  pul- 
monary edema  (Table  II). 

Conclusions 

Chronic  symptomless  hyponatremia — dilution 
of  the  sodium  of  the  body— in  ill  patients,  for 
whatever  reason  it  exists,  need  not  be  treated. 


Salt  depletion,  a relatively  acute  condition, 
is  easily  and  effectively  treated  in  nonedematous 
and  normal  individuals  by  large  amounts  of 
salt  by  vein  or,  preferably,  by  mouth. 

Treatment  of  relatively  acute  salt  depletion 
in  edematous  individuals  should  usually  be  di- 
rected only  toward  relieving  the  symptoms  of 
salt  depletion,  not  toward  chemical  cure  of  a 
pre-existing  chronic  hyponatremia. 
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EXPLORATORY  OPERATION  NEEDED  TO  DIAGNOSE  SOME  LUNG  CANCERS 


Early  diagnosis  and  effective  treatment  of  cancer 
of  the  lung  require  in  some  instances  that  an  explor- 
atory operation  be  accepted  as  a means  of  establish- 
ing definite  diagnosis  of  localized  pulmonary  lesions, 
in  the  opinion  of  Drs.  Philip  E.  Bernatz  and  O. 
Theron  Clagett,  Rochester,  Minnesota. 

Although  chest  x-rays  and  other  nonsurgical 
diagnostic  procedures  have  proved  beneficial  in 
determining  some  cancers  of  the  lung,  positive  diag- 
nosis in  other  cases  only  can  be  made  by  examination 
of  the  tissue  involved,  the  doctors  wrote  in  the 
May  30  Journal  of  the  American  Medical  Associa- 
tion. 

They  reported  on  356  cases  of  persons  with  local- 
ized pulmonary  lesions  operated  upon  between 
April,  1947,  and  December,  1951.  An  exploratory 
operation  was  necessary  for  definite  diagnosis  in  180 
(50.6  per  cent)  of  the  patients.  Of  the  356  patients 
studied,  203  were  found  to  have  cancer  of  the  lung. 

“Thirty-seven  of  the  203  cases  were  symptom- 
less,” the  doctors  pointed  out.  “In  only  one  of  the 
37  cases  was  the  carcinoma  inoperable  at  the  time 
of  exploration.  On  the  other  hand,  in  the  remaining 


166  cases  of  the  203,  there  were  symptoms  from  the 
pulmonary  carcinoma  and,  of  these,  in  59  (35  per 
cent)  the  lesion  was  inoperable.” 

The  risk  of  such  an  exploratory  operation  is  slight, 
and  securing  an  accurate  pathologic  diagnosis  does 
not  require  sacrifice  of  normal  pulmonary  tissue,  the 
doctors  stated,  adding: 

“There  were  11  deaths,  a total  hospital  mortality 
rate  of  3.1  per  cent.  All  the  deaths  except  one  were 
of  patients  who  underwent  resection  for  malignant 
pulmonary  lesions,  and,  in  that  one  case,  extensive 
pulmonary  resection  was  necessary  on  a patient  one 
year  of  age. 

“Some  patients  may  believe  that  they  have  much 
to  lose  if  the  thorax  is  explored  and  a benign  lesion  is 
found.  They  have  life  itself  to  lose,  however,  if  a 
lesion  of  undetermined  nature  turns  out  to  be  malig- 
nant. 

Although  in  119  of  the  356  cases  studied  by  the 
doctors  the  lesions  were  benign,  almost  without  ex- 
ception they  were  of  types  best  treated  by  resection, 
it  was  stated.  A total  of  30  different  pathologic  con- 
ditions were  found  upon  exploration. 


The  A.  Walter  Suiter  Lecture 

THERAPEUTIC  IMPLICATIONS  IN  GALLSTONES 

Albert  F.  R.  Andresen,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 


C^A7~0U  have  trouble  with  your  gallbladder. 

-L  You  will  have  to  follow  a strict  diet,  with 
no  fats,  in  order  to  avoid  an  operation.”  How 
often  this  advice  is  given  to  patients,  and  how 
frequently  are  such  patients  subsequently  op- 
erated upon,  losing  their  gallbladders  even  though 
these  contain  no  stones,  only  to  require  further 
medical  care  for  the  same  symptoms  they  had 
before  operation  or  for  an  entirely  new  train  of 
symiptoms  beginning  with  the  operation.  To- 
day we  are  called  upon  to  treat  more  patients 
who  have  had  their  gallbladders  removed  than 
patients  who  require  such  an  operation.  It  is 
quite  important,  therefore,  to  re-evaluate  our 
conception  of  gallbladder  disease  and  gallstones, 
by  reviewing  the  physiology  of  the  biliary  tract, 
by  clarifying  the  various  theories  in  regard  to 
the  pathogenesis  of  gallstones,  and  by  estab- 
lishing criteria  for  the  diagnosis  of  gallbladder 
disease  and  indications  for  treatment.  It  will 
be  possible,  then,  to  outline  a sound  method  of 
treatment. 

Physiology 

The  liver,  in  addition  to  its  manifold  other 
functions,  pours  out  a large  quantity  of  bile,  es- 
timated variously  as  from  800  to  1,500  cc.  in 
twenty-four  hours.  In  addition  to  containing 
excretory  substances  such  as  bile  pigments 
cholesterol,  fats,  and  calcium,  it  also  contains 
bile  acids  and  their  salts  and  alkalis  which  are 
important  in  the  digestion  and  absorption  of 
fats  in  the  diet.  The  bile  flows  continuously, 
day  and  night,  passing  down  through  the  two 
ducts  from  the  right  and  left  lobes  of  the  liver, 
merging  to  form  a hepatic  duct,  which,  in  turn, 
merges  with  the  cystic  duct  to  form  the  common 
duct.  This  is  usually  joined  by  the  pancreatic 
duct  just  before  entering  the  duodenum,  although 
each  may  enter  it  separately.  The  entrance  of 
bile  into  the  duodenum  is  guarded  by  sphincter- 
like arrangements  of  the  circular  muscles  of  the 
ducts  collectively  called  the  sphincter  of  Oddi, 
the  opening  and  closing  of  which  is  regulated  by 
the  presence  or  absence  of  food,  especially  fats, 
in  the  duodenum. 

There  is  a very  delicate  balance  of  pressure  in 
the  biliary  tract.  Pressure  is  greatest  in  the 
hepatic  duct,  the  secretory'  pressure  of  the  liver. 
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When  the  sphincter  of  Oddi  is  closed,  as  it  is 
when  the  duodenum  is  empty',  pressure  in  the 
common  duct  increases,  and  the  bile,  unable  to 
overcome  the  pressure  in  the  hepatic  duct,  is 
forced  into  the  cystic  duct  and  gallbladder,  to  be 
stored  until  required  for  the  digestion  of  fat  in 
the  duodenum.  A very  delicate  mechanism,  at 
first  thought  by  Meltzer  to  be  due  entirely  to 
“contrary  innervation,”  but  later  demonstrated 
by  Ivy  to  be  due  to  the  hormone  cholecystokinin 
elaborated  in  and  absorbed  from  the  duodenum 
in  the  presence  of  fats,  induces  the  contraction 
and  emptying  of  the  gallbladder  coincident  with 
the  relaxation  of  the  sphincter.  The  pressure 
in  the  gallbladder  during  this  contraction  is 
greater  than  the  pressure  in  the  common  duct  but 
never  greater  than  that  in  the  hepatic  duct  so 
that  bile  flows  steadily  to  the  duodenum. 

Bile  salts  absorbed  from  the  duodenum 
further  increase  the  secretion  of  bile  and  the 
secretory  pressure  in  the  hepatic  duct.  Theo- 
retically, the  result  of  abstinence  from  eating  for 
twenty-four  hours  would  result  in  the  great  over- 
distention  of  the  gallbladder,  by  the  liter  or 
more  of  bile  it  would  accumulate,  were  it  not  for 
the  fact  that  the  gallbladder  concentrates  the 
bile  it  is  storing,  up  to  8 or  10  times  its  original 
concentration,  thus  providing  a more  potent 
bile  for  the  digestion  of  fats  when  it  is  called 
upon  for  this  purpose. 

Although  the  motor  function  of  the  biliary 
tract  is  regulated  by  the  mechanism  just  de- 
scribed, it  may  be  affected,  although  to  a slight 
degree,  by'  extraneous  factors  like  changes  in 
intra-abdominal  pressure  in  pregnancy',  ascites, 
large  abdominal  tumors,  or  even  with  coughing, 
laughing,  or  sneezing,  infections,  psychic  influ- 
ences, endocrine  disturbances,  and  anaphylactic 
shock.  Only  a few  drugs  have  a direct  effect  on 
the  motor  function.  The  effect  of  drugs  stimulat-  ! 
ing  the  sympathetic  and  parasympathetic  systems 
is  variable.  Histamine  may  increase  the  tonus  of 
gallbladder  and  sphincter.  Morphine,  and  to  a less 
extent  other  opium  derivatives,  rapidly  and  mark- 
edly' increases  the  pressure  in  the  biliary  tract, 
which,  it  is  contended,  is  due  partly  to  increase  in 
tonus  and  contraction  of  the  sphincter  of  Oddi. 

The  nitrites  antagonize  this  spastic  effect,  and 
magnesium  sulfate,  in  contact  with  the  duodenal 
mucosa,  will  produce  the  same  effect  as  fats,  i.e.,  i - 
relaxation  of  the  sphincter  and  contraction  of  the 
gallbladder.  The  many' other  drugs  recommended 
and  tried  in  diseases  of  the  biliary'  tract  have  been 
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shown  to  have  no  direct  or  consistent  effect  ex- 
cept that  choleretics,  which  increase  the  flow  of 
bile  to  some  extent,  thereby  increase  pressure  in 
the  hepatic  ducts  and  probably,  to  some  extent, 
in  the  entire  biliary  tract. 

In  the  case  of  malformations  or  diseases  of  the 
biliary  tract,  more  or  less  marked  changes  in 
function  are,  of  course,  to  be  expected.  It  is 
well  to  remember  in  disease  that  fats,  especially 
emulsified  fats  like  cream  and  egg  yolk,  promote 
relaxation  of  sphincter  spasm  and  thus  encourage 
biliary  drainage  better  than  any  drug  except, 
perhaps,  magnesium  sulfate,  and  have  the  ad- 
vantage of  ease  and  frequency  of  administration 
when  combined  with  other  nutrients  necessary 
for  adequate  nutrition.  Biliary  drainage  is  cer- 
tainly of  advantage  in  biliary  colic  and,  when 
combined  with  the  administration  of  morphine, 
not  only  for  the  relief  of  pain  and  the  promotion 
of  general  relaxation  of  the  patient,  but  for  the 
increase  in  pressure  in  the  biliary  tract,  the  fre- 
quent feeding  of  fats  aids  in  the  expulsion  of  the 
stone  or  plug  causing  the  pain. 

The  mechanism  of  concentration  of  bile  is 
the  important  factor  in  the  formation  of  gall- 
stones. Normally  the  concentration  increases 
constantly,  up  to  8 or  10  times,  while  the  bile 
remains  in  the  gallbladder,  largely  due  to  absorp- 
tion of  water,  sodium  chloride,  and  bicarbonate. 
This  causes  an  increasing  concentration  of  bile 
salts,  pigments,  and  cholesterol  and  a progressive 
decrease  in  pH.  The  hitherto  pale,  yellowish 
bile  becomes  dark  and  viscid. 

The  bile  salts,  mainly  taurocholates  and  glyco- 
cholates,  are  absorbed  not  from  a normal  gall- 
bladder but  from  a diseased  gallbladder.  In 
prolonged  stasis,  concentration  of  bile  pigments 
may  reach  15  times  or  more  the  strength  of  liver 
bile.  Occasionally,  especially  when  combined 
with  calcium,  these  concentrated  pigments  sepa- 
rate out  in  irregular  form  of  pigment  stones, 
often  called  “mulberry  stones”  in  the  gallbladder 
or  the  “earthy  stones”  of  the  bile  ducts.  The 
concentration  of  cholesterol  may  also  increase 
to  the  point  where  it  results  in  the  formation  of 
the  usually  single  smooth  or  slightly  granular 
cholesterol  stones  or  an  infiltration  of  the  gall- 
bladder mucosa,  the  “strawberry  gallbladder,” 
due  to  an  alteration  of  the  cholesterol-bile  salt 
ratio. 

The  concentration  of  cholesterol  in  the  gall- 
bladder is  so  much  greater  than  that  ever  at- 
tained in  the  blood  that  it  seems  riduculous  to 
consider  that  hypercholesterolemia  may  be  a 
factor  in  the  formation  of  gallstones.  Further- 
more, the  fat-free  diet,  so  often  recommended 
in  cases  of  biliary  tract  disease  as  well  as  arterio- 
sclerosis, has  been  shown  not  to  have  any  appre- 
ciable effect  on  blood  cholesterol,  on  the  progress 


of  arteriosclerosis,  or  on  the  formation  of  gall- 
stones. 

Calcium,  usually  present  in  the  form  of  the 
carbonate,  is  rarely  precipitated  out  of  the  bile 
in  the  form  of  milk  of  calcium  bile,  small  hard 
stones,  as  a coating  on  cholesterol  stones,  or 
it  may  infiltrate  the  bladder  wall.  It  is  usually 
combined  with  cholesterol  and  pigment  to  form 
the  common  multiple-faceted,  mixed  stones  con- 
stituting 80  per  cent  of  all  stones. 

It  seems  entirely  reasonable  to  suppose  that 
gallstones  are  formed  simply  from  excessive 
concentration  of  bile  due  to  its  prolonged  stay 
in  the  gallbladder.  Formerly,  it  was  considered 
that  infection  played  a part,  and  the  occasional 
finding  of  a typhoid  bacillus  or  other  organism 
at  the  center  of  a stone  was  presented  as  proof  of 
this  hypothesis.  Now,  however,  such  bacteria 
are  rarely  if  ever  found  in  stones,  and  except  in 
acute  secondary  infections,  gallbladder  bile  is 
usually  found  to  be  sterile  with  no  evidence  of 
infection  of  the  gallbladder  wall  demonstrated. 
There  is  no  doubt,  however,  that  chronic  or  re- 
peated infection  or  allergic  reactions  in  the  gall- 
bladder and  ducts  may  cause  sufficient  organic 
changes  to  interfere  with  proper  function,  produce 
stasis,  and  favor  the  formation  of  stones. 

The  well-known,  frequent  incidence  of  gall- 
bladder disease  and  gallstones  in  pregnancy  has 
been  attributed  to  the  hypercholesterolemia  oc- 
curring in  the  later  months,  to  changes  in  intra- 
abdominal pressure,  corsets,  and  “physiologic 
dyskinesia.”  However,  careful  histories  of  such 
cases  will  disclose  severe  nausea,  vomiting,  and 
anorexia,  with  particular  dislike  of  fatty  foods 
and  decreased  frequency  and  quantity  of  food 
ingested,  to  account  for  excessive  stasis  and  con- 
centration of  bile  in  the  gallbladder.  A history 
of  the  same  dietary  deficiencies  will  be  found  in 
obese  patients  starving  to  reduce  weight,  in 
psychiatric  patients  refusing  food,  and  in  pa- 
tients with  endocrine  disturbances  (diabetes, 
hypothyroidism)  or  chronic  diseases  of  various 
kinds,  whose  diets  have  been  neglected.  I be- 
lieve it  is  safe  to  say  that  with  the  exception  of 
cases  in  which  mechanical  factors,  like  adhesions 
or  kinks  of  the  biliary  tract  or  pressure  upon  it, 
interfere  with  drainage  from  the  gallbladder, 
the  formation  of  gallstones  is  almost  in- 
variably due  to  stasis  of  bile  in  the  gallbladder 
with  concentration  to  the  point  of  precipitation 
of,  or  caking  out  of,  its  constituents.  The 
time  required  for  the  formation  of  stones  may  be 
measured  in  weeks  or  months. 

Diagnosis 

The  diagnosis  of  cholelithiasis  is  not  always 
possible  from  history  alone  and  may  at  times  be 
made  only  as  a result  of  routine  gastrointestinal 
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study.  A history  of  chronic  or  intermittent  up- 
per gastrointestinal  symptoms  with  attacks  of 
pain  and  jaundice  is,  of  course,  characteristic. 
The  old  diagnostic  formula  that  a woman  who 
is  “fair,  fat  and  forty,  with  indigestion”  has 
gallstones  is  still  of  considerable  value.  How- 
ever, many  patients  have  no  gallbladder  symp- 
toms and,  in  fact,  no  gastrointestinal  symptoms 
as  a result  of  a gallbladder  filled  with  stones  or 
even  stones  in  the  cystic  or  common  ducts.  In 
fact,  gallstones  have  been  found  in  upward  of 
70  per  cent  of  patients  over  seventy,  with  only  a 
small  proportion  of  these,  some  say  10  per  cent, 
giving  a history  of  symptoms.  Although  stones 
have  been  found  at  birth  and  in  infancy,  and  child- 
hood, most  cases  are  discovered  after  the  age  of 
forty  and  over  80  per  cent  are  in  women.  A heredi- 
tary factor  may  also  be  operative,  the  tendency 
to  formation  of  gallstones  often  occurring  in  fam- 
ilies. 

When  symptoms  are  present,  they  are  usually 
of  two  types,  retrostaltic  (reflex)  and  local.  Any 
or  all  of  the  familiar  retrostaltic  symptoms  of 
epigastric  discomfort  and  pain,  “gas,”  aero- 
phagia,  heartburn,  cardiospasm,  sour  eructa- 
tion, regurgitation  or  vomiting  with  diarrhea 
or  constipation  may  be  present  and  often  com- 
bined with  anorexia,  with  a particular  aversion 
to  fats  and  distress  after  eating  them  and  with 
a marked  anxiety  pattern,  nowadays  associated 
with  the  fear  of  cancer.  These  symptoms  may 
be  constantly  present,  may  be  associated  with 
food  intake,  or  may  occur  in  attacks  at  varying 
intervals,  either  alone  or  in  association  with  local 
symptoms  referable  to  the  biliary  tract.  Being 
present,  also,  in  peptic  ulcer,  so  frequently  asso- 
ciated with  gallstones,  these  symptoms  in  such 
cases  may  interfere  with  a complete  diagnosis. 

Local  symptoms  due  to  mechanical  factors 
inherent  in  the  biliary  tract  may  consist  of 
pain,  pressure,  or  a feeling  like  a lump  or  stone 
in  the  right  upper  quadrant  with  radiation  to 
the  back  and  upward  to  the  right  scapular  region  or 
to  the  epigastric  and  precordial  regions  but  rarely 
downward.  Occasionally,  these  symptoms  are 
transposed  to  the  left  side  even  though  the  biliary 
tract  is  not  transposed.  They  may  be  due  to 
direct  pressure  of  the  stone-containing  gallblad- 
der on  the  neighboring  organs  or  to  efforts  on 
the  part  of  the  gallbladder  to  contract  in  response 
to  relaxation  of  the  sphincter  of  Oddi.  In  the 
former  case  they  are  apt  to  be  constantly  pres- 
ent; in  the  latter  they  usually  occur  after  meals 
when  food  reaches  the  duodenum. 

Biliary  colic,  with  the  usual  nocturnal  charac- 
teristic of  severe  right  upper  quadrant  pain  radi- 
ating to  the  right  subscapular  region  and  fre- 
quently accompanied  by  vomiting  and  retching, 
especially  if  infection  has  occurred,  is  usually  due 


to  the  passage  or  attempted  passage  of  a stone 
through  the  neck  of  the  gallbladder,  although  it 
may  also  result  from  the  passage  of  a plug  of 
thick  inspissated  bile  (“muck”).  That  this 
pain  is  due  to  such  passage  was  demonstrated 
more  than  twenty-five  years  ago  by  Lewis  Greg- 
ory Cole  when,  while  doing  a gastrointestinal 
series,  he  found  a gallbladder  containing  stones 
and  three  or  four  stones  arranged  in  a row  ap- 
parently in  the  cystic  duct.  The  next  morning, 
after  the  patient  had  had  one  of  her  character- 
istic attacks  of  colic,  an  added  stone  was  seen  in 
the  cystic  duct,  and  one  was  missing  from  the  gall- 
bladder. Operation  before  another  attack  dis- 
closed exactly  this  arrangement  of  stones.  This 
explains  why  stones  are  found  so  frequently  in 
the  cystic  or  even  the  common  duct  without  a 
history  of  recent  pain.  Careful  questioning  wall 
often  disclose  an  attack  of  pain  which  was  not 
severe  enough  to  have  been  remembered  by  the 
patient  and  may  have  occurred  weeks  before. 
The  simplest  explanation  for  the  expulsion  or 
attempted  expulsion  of  a stone  from  the  gall- 
bladder would  seem  to  be  that  when  the  gall- 
bladder is  contracted  and  not  overfilled  with 
bile,  the  stones  are  not  apt  to  enter  the  narrower 
region  of  the  outlet,  but  when  distention  with 
bile  occurs,  a sudden  contraction  may  force  a 
stone  into  the  distended  neck  or  through  it  into 
the  cystic  duct,  producing  the  severe  pain. 

A careful  history  wall  ordinarily  disclose  the 
fact  that  the  patient  for  some  time  has  been 
taking  very  little  food,  especially  fats,  either  be- 
cause of  anorexia,  the  nausea  and  vomiting  of 
pregnancy,  a desire  to  reduce  weight,  or  because  a 
fat-free  diet  had  been  prescribed,  a regimen  which 
would  have  caused  the  gallbladder  to  become  dis- 
tended with  bile,  and  then,  because  of  a celebra- 
tion, wedding  dinner,  or  just  for  “the  h ...  of  it,” 
had  partaken  of  a large  meal,  follow’ed  in  a few 
hours  by  a violent  gallbladder  contraction  and 
the  attack  of  colic.  The  pain  continues  until 
the  stone  has  passed  through  into  the  cystic 
duct  or,  if  it  is  too  large,  until  it  drops  back  into 
the  gallbladder.  Violent  exertion,  long  rides 
over  bumpj’  roads,  or  other  mechanical  factors 
may  cause  pain  in  the  region  of  the  gallbladder, 
but  rarely  produce  typical  colic. 

Perforation  due  to  pressure  and  ulceration 
from  stones  in  the  gallbladder,  cystic  or  common 
ducts,  may  cause  peritonitis  or  localized  abscess. 
The  stones  may  also  perforate  into  the  ducts,  the 
duodenum,  or  the  colon,  the  latter  cases  producing 
fistulas.  Such  a perforation  may  produce  se- 
vere or  only  moderate  pain  and  little,  if  any,  per- 
itonitis, although,  of  course,  peritonitis  or  lo- 
calized abscess  may  occur.  Fistulas  between  the 
intestine  and  the  biliary  tract  are  frequently  dis- 
covered during  a routine  gastrointestinal  roent- 
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gen  study,  with  no  definite  history  pointing  to  a 
; perforation,  and  stones  are  occasionally  found 
lying  free  in  the  peritoneal  cavity,  often  in  the 
pelvis,  without  such  a history.  Stones  large 
j enough  to  obstruct  the  common  duct  may  also 
! have  perforated  into  the  duct  in  this  manner. 
Thoee  which  occasionally  cause  intestinal  ob- 
struction, usually  in  the  ileocecal  valve,  must 
have  perforated  directly  into  the  intestine. 

Stones  in  the  cystic  duct  may  cause  no  symp- 
toms for  considerable  periods  of  time  and  may 
become  rod-shaped  as  a result  or  may  obstruct 
the  duct,  causing  distention  of  the  gallbladder 
| from  its  own  mucoid  secretion  which  will,  of 
course,  be  colorless  or  only  slightly  bile-stained. 
This  distention,  if  marked,  may  produce  jaun- 
I dice  from  pressure  on  the  common  duct  and  may 
result  in  secondary  infection  causing  empyema 
and  gangrene.  Perforation  through  the  wall  of 
the  duct  has  been  mentioned. 

A stone  entering  the  common  duct  may:  (1) 

go  through  into  the  duodenum  without  further 
symptoms  in  the  biliary  tract;  (2)  be  delayed 
temporarily  at  a narrow  point,  as  at  its  lower  end, 
producing  jaundice  and  vomiting  of  varying  dura- 
tion, depending  on  when  it  gets  pushed  through 
the  narrow  point;  (3)  lie  in  the  ampulla  and 
| produce  intermittent  obstruction  by  a ball-valve 
j action,  due  to  being  alternately  pushed  down  into 
i the  outlet  of  the  duct  and  bobbing  up  into  the 
ampulla;  (4)  become  firmly  impacted  causing 
steadily  deepening  jaundice,  occasionally  with 
secondary  infection  producing  Charcot’s  inter- 
mittent fever  and  a train  of  complications,  in- 
cluding acute  cholangitis,  pancreatitis,  and  hepa- 
titis. 

Severe  icterus,  with  its  effect  on  interfering 
with  blood  coagulation,  may  also  result  in  severe 
and  prolonged  hemorrhage  from  erosion  by  a 
stone  or  from  other  sites  of  bleeding. 

Complications  of  gallstones  may  be  local  and 
distant.  Locally,  in  addition  to  the  complica- 
tions already  mentioned,  namely  perforation, 
secondary  infection,  and  intestinal  obstruction, 
the  prolonged  presence  of  stones  may  cause 
thickening  and  contraction  of  the  gallbladder 
wall  so  that  the  gallbladder  becomes  essentially 
a cyst,  filled  with  stones  and  without  function. 
Acute  infection  may  result  in  liver  abscess,  re- 
current infections,  or  so-called  biliary  cirrhosis 
with  long-continued  icterus.  Adhesions  to  liver, 
duodenum,  colon,  and  omentum  may  produce 
confusing  symptoms.  Carcinomatous  changes 
do  not  occur  in  more  than  1 or  2 per  cent  of 
<i  cases. 

Physical  Examination 

In  most  cases  abdominal  examination  shows 
t no  positive  findings.  There  may  be  some  right- 


sided tenderness,  especially  in  the  region  of  the 
gallbladder  on  deep  pressure  after  an  acute  at- 
tack. It  may  sometimes  be  elicited  on  deep 
inspiration,  with  the  subject  bending  forward  or 
on  standing.  Occasionally  the  gallbladder  may 
be  palpable,  then  to  be  distinguished  from 
Riedel’s  lobe  or  kidney.  Very  rarely,  in  a thin 
patient,  there  may  be  the  feel  or  sound  of  stones 
rubbing  together.  At  times,  after  an  attack 
there  may  be  slight  muscle  spasm  or  resistance 
over  the  gallbladder.  During  an  attack  of  colic 
there  is  usually  some  rigidity  and  tenderness, 
which  becomes  much  worse  in  case  of  secondary 
infection  w'hen  the  findings  of  an  “acute  ab- 
domen” will  be  present.  Findings  suspicious  of 
intestinal  obstruction  occurring  in  a patient  with 
gallstones,  especially  if  it  follow's  an  attack  of 
right  upper  abdominal  pain,  should  engender 
suspicion  of  gallstone  ileus.  An  icteric  tinge  to 
skin  and  sclera  should  be  looked  for. 

Laboratory  Examinations 

A definite  diagnosis  can  be  made  by  roentgen 
study.  Scout  films  alone  may  show  characteris- 
tic stones  or  small  stellate  gas  collections  in 
stones.  A cholecystographic  study  is  essential, 
although  it  should  not  ordinarily  be  attempted 
in  the  presence  of  jaundice.  In  the  presence 
of  gallstones,  when  the  dye-containing  gallbladder 
is  visible,  one  or  many  positive  or  negative  shad- 
ow's can  be  seen.  When  multiple  and  arranged  in 
characteristic  gallstone  fashion,  the  diagnosis  is  es- 
tablished. When  only  a few  larger  areas  of  de- 
creased density  are  visible,  differentiation  from 
overlying  intestinal  gas  is  important,  being  ac- 
complished by  moving  the  patient  about  and 
by  taking  films  at  different  angles  to  get  view's 
w'ithout  the  gas  shadows.  Stones  may  also  be 
seen  in  different  parts  of  the  gallbladder  when 
films  are  taken  in  different  positions,  differenti- 
ating them  from  polyps,  which,  of  course,  remain 
stationary. 

A presumptive  diagnosis  of  gallstones  must  not 
be  made  from  a failure  to  visualize  the  gall- 
bladder, although  in  many  instances  a gallbladder 
filled  w'ith  stones,  especially  if  contracted  or 
associated  with  obstruction  in  the  cystic  duct, 
will  not  permit  the  dye-stained  bile  to  enter. 
However,  the  most  frequent  reason  for  nonfilling 
is  due  to  poor  function  as  a result  of  starvation 
or  of  a diet  of  insufficiently  frequent  feedings  and 
insufficient  fat  content.  In  such  cases,  after  a 
suitable  diet  of  six  or  eight  w'eeks,  the  gallbladder 
can  usually  be  well  visualized,  then  show'ing 
whether  the  gallbladder  is  normal  or  whether  it 
contains  stones.  A gallbladder  containing  stones 
may  often  show  normal  filling,  concentration, 
and  emptying  indicating  a normal  gallbladder 
except  for  the  presence  of  stones,  bringing  up  the 


1774 


ALBERT  F.  R.  ANDRESEN 


[N.  Y.  State  J.  M. 


question  whether  such  a gallbladder  should  be 
removed  at  operation  or  only  the  stones  should 
be  removed. 

With  the  most  modern  technic  the  normal  bile 
duct  can  be  definitely  visualized,  and  occasion- 
ally the  presence  of  a partially  obstructing  stone 
can  be  demonstrated.  After  cholecystectomy 
with  persistent  or  recurrent  symptoms,  roentgen 
study  is  little,  if  any,  help,  although  rarely  the 
ducts  may  be  demonstrable  by  c holecystograph i c 
technic,  and  occasionally  opaque  stones  in  the 
hepatic  or  common  duct  may  be  visualized. 
Kinks  or  deformities  of  the  duodenum,  stomach, 
or  colon,  not  previously  present,  are  suggestive  of 
fresh  adhesions.  Cholangiography  at  operation 
or  through  drainage  wounds  may  be  of  great 
value. 

Duodenal  biliary  drainage,  for  a time  very 
much  in  vogue,  is  now  rarely'  carried  out,  although 
at  times  cytologic  study  of  the  aspirate  may  dis- 
close crystals,  especially"  those  of  calcium  bili- 
rubinate, which  indicate  that  stones  are  probably' 
in  the  process  of  formation.  Such  a study  may’ 
rarely  disclose  malignant  cells. 

Fractional  gastric  analysis  after  intramuscular 
injection  of  histamine  will  show  a normal  acid 
curve  in  only’  about  one  third  of  cases,  hyperacid- 
ity in  only’  10  per  cent,  subacidity’  in  about  40  per 
cent,  and  anaeidity’  in  roughly  10  per  cent.  More 
advanced  cases  are  apt  to  show  diminished  acid- 
ity’, probably  at  least  partly  due  to  associated 
gastritis.  Finding  of  gross  blood  in  gastric  con- 
tents may  lead  to  the  finding  of  a gastric  ulcer  or 
carcinoma.  If  found  in  the  regurgitated  duo- 
denal contents  near  the  end  of  the  test,  it  indi- 
cates duodenal  bleeding  usually  due  to  ulcer  but 
is  also  seen  in  cancer  of  the  biliary’  tract. 

Routine  blood  studies  should  include  coagula- 
tion and  bleeding  time,  prothrombin  time,  and 
some  hepatic  and  pancreatic  function  tests,  renal, 
and  sugar  tolerance  tests.  Leukocytosis  and 
increased  sedimentation  rate  would  suggest  an 
infection,  although  not  necessarily  in  the  biliary 
tract. 

Examination  of  the  feces  after  an  attack  of 
colic,  an  arduous  process  of  pushing  diluted  feces 
through  a sieve  to  search  for  stones  or  crystals,  is 
rarely’ done  at  present.  However,  fatty’  acholic 
stools  of  course  occur  with  biliary’  obstruction. 

Even  though  a patient  has  the  symptoms  with 
sufficient  physical  and  laboratory’  findings  to 
make  a definite  diagnosis  of  gallstones,  it  is  of 
the  greatest  importance  to  conduct  a complete 
study  in  order  to  determine  the  presence  of  any 
other  abdominal  conditions  which  might  also 
require  treatment  and  to  establish  definitely  the 
patient’s  status  from  the  standpoint  of  opera- 
bility. A complete  gastrointestinal  roentgen 
study  may  obviate  the  embarrassment  resulting 


from  an  operation  for  gallstones  followed  shortly 
thereafter  by  the  finding  of  an  inoperable  malig- 
nancy in  the  gastrointestinal  tract  or  obstruction 
from  an  ulcer  which  had  not  been  suspected.  It 
is  also  disconcerting  to  have  a patient  develop 
heart  failure,  a kidney  shutdown,  or  a diabetic 
coma  due  to  insufficient  study. 

It  must  be  remembered  that  attacks  of  pain 
due  to  coronary’  disease  may  be  confused  with 
gallstone  colic  and  that  gallstones  and  coronary- 
sclerosis  are  often  associated,  a gallstone  colic 
occasionally  imitating  a coronary’  thrombosis. 

I have  seen  patients  operated  upon  for  supposed 
gallstones  in  whom  was  found  a right-sided 
pneumonia  with  pleurisy’,  others  who  had  urinary 
calculi,  and  one  with  a retrocecal  appendix  point- 
ing upward  under  the  liver.  I have  seen  patients, 
operated  upon  for  known  gallstones,  whose  pains 
were  due  to  spinal  arthritis  and  who  were  not 
helped  but  actually  aggravated  by  operation. 
Allergic  reactions  in  the  gallbladder,  which  often 
consist,  as  in  other  locations,  merely’  of  an  angio- 
neurotic edema,  may  produce  ty’pical  biliary 
colics,  and  will  subside  spontaneously  or  may 
at  times  be  definitely  relieved  by  small  doses  of 
epinephrine,  ephedrine,  or  antihistaminics.  Such 
allergic  reactions  usually  leave  no  traces  of  their 
presence,  although  repeated  attacks  may’  even- 
tually cause  organic  changes. 

Treatment 

The  treatment  of  gallstones  has  long  been  a 
subject  of  controversy,  opinions  varying  from 
insistence  upon  operation  in  all  cases  in  which 
gallstones  are  found  to  the  feeling  that  no  op- 
eration should  ever  be  performed  for  “silent 
gallstones”  even  though  there  has  been  a history’ 
of  previous  attacks.  Surgeons  today  are  much 
more  conservative  than  formerly,  some  feeling 
that  the  large  percentage  of  postoperative  com- 
plications make  operations  more  risky  than  med- 
ical treatment.  Absolute  indications  for  oper- 
ation would  consist  of  a stone  firmly’  impacted 
in  the  common  duct,  evidence  of  secondary’  infec- 
tion with  threatened  perforation,  and,  of  course, 
cases  with  perforation  or  fistulas.  In  other  cases 
it  is  well  to  consider  the  following  factors: 

1.  Whether  the  symptoms  are  sufficiently 
severe  and  obstinate  to  warrant  the  risk  of  oper- 
ation. These  include  repeated  attacks  of  colic 
or  persistent  pain  or  distress  in  the  gallbladder 
region  which  are  not  prevented  or  relieved  by 
adequate  medical  care.  In  such  cases  operation 
would  be  desirable  unless  there  are  definite  con- 
traindications. 

2.  Whether  complications,  such  as  pancreatic 
or  hepatic  disease,  are  not  improving,  in  which 
case  an  operation  would  be  a prophylactic  measure. 

3.  Whether  the  patient  is  in  condition  to 
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withstand  an  operation.  Age  is  important.  My 
rule  is  that  in  otherwise  healthy  patients  under 
forty  years  of  age,  an  operation  should  be  the 
preferred  treatment  when  one  considers  the  many 
complications  which  might  result  from  the  long- 
continued  stay  of  the  stones  in  the  gallbladder. 
In  patients  over  fifty  or  sixty,  I prefer  to  try 
medical  care,  and  if  symptoms  can  be  entirely 
relieved,  I disregard  the  presence  of  the  stones 
which  are  then  “silent.” 

4.  Obesity  is  a formidable  contraindication, 
especially  in  the  individual  with  the  short  neck 
and  protruding  abdomen. 

With  today’s  improved  operative  technics, 
methods  of  anesthesia,  and  adequate  pre-  and 
postoperative  care,  many  conditions  formerly 
considered  absolute  contraindications  to  opera- 
tion are  not  now  of  so  much  importance.  It  is 
now  comparatively  safe  to  operate  upon  a dia- 
betic. Icterus  is  no  longer  a serious  compli- 
cation. A patient’s  cardiac  status  and  asth- 
matic tendencies  may  actually  be  improved  by 
operation,  and  biliary  cirrhosis  may  be  modified. 
The  present  relative  safety  of  operation  should 
not,  however,  be  made  an  excuse  for  operation 
upon  a patient  whose  life  expectancy  is  short  be- 
cause of  advanced  cardiovascular,  renal,  hepatic, 
pulmonary  disease,  or  cancer,  unless  it  is  consid- 
ered that,  medical  treatment  having  failed,  the 
patient’s  remaining  period  of  existence  can  be 
made  definitely  more  comfortable  by  operation. 

The  possibility  of  complications  resulting  from, 
or  at  least  occurring  during  and  after,  operation 
and  causing  mortality  or  morbidity  far  beyond 
the  apparently  low,  statistical  operative  mortal- 
ity, now  claimed  to  be  as  low  as  1 or  2 per  cent, 
must  be  carefully  considered  before  a patient  is 
advised  to  have  an  operation.  While  much  in 
the  way  of  pre-  and  postoperative  care  may  be 
done  to  avoid  these  complications,  we  are  still 
called  upon  to  treat  a large  number  of  patients 
who  have  not  been  benefited  or  have  been  made 
worse  by  operation.  Aside  from  the  patients 
who  develop  cardiac  failure,  thrombosis,  embo- 
lism, lung  collapse,  pneumonia,  wound  abscesses, 
hemorrhages,  the  so-called  hepatorenal  syndrome, 
and  other  immediate  postoperative  complications, 
many  are  permanently  crippled  as  a result  of 
the  unfortunately  frequent  occurrence  of  phle- 
bitis, and  some  suffer  from  persistent  backaches 
due  to  spinal  anesthesia. 

A patient  with  an  incisional  hernia  or  one  with 
crippling  postoperative  adhesions  is  often  defi- 
nitely worse  off  than  before  operation.  Even 
with  careful  exploration  of  the  ducts  at  operation 
many  patients  continue  to  have  pains  due  to 
stones  in  common  or  hepatic  ducts  and  are  sub- 
jected to  secondary  operations,  with  a higher 
mortality  than  in  the  first.  Some  develop  de- 


formities and  strictures  or  abscess  of  the  stump 
of  the  cystic  duct  for  which  multiple  operations, 
often  difficult  plastic  procedures,  are  necessary. 
One  or  more  of  these  complications,  or  somewhat 
milder  symptoms  like  the  ones  described  before 
as  being  retrostaltic  in  origin,  collectively  called 
the  “postcholecystectomy  syndrome,”  account 
for  the  fact  that  only  approximately  one  half  of 
the  operative  cases  can  be  expected  to  become 
symptom-free.  Many  of  the  causes  for  unsuc- 
cessful operations  can  be  avoided  by  adequate 
medical  care  for  a prolonged  period  before  opera- 
tion, and  such  care  should  always  be  given  a 
thorough  tryout  before  operation  is  considered. 

Postoperative  care  should  include  frequent 
feedings  of  milk,  cream,  glucose,  and  gelatin 
mixtures,  starting  immediately  after  operation, 
as  well  as  frequent  carbon  dioxide  and,  perhaps, 
oxygen  inhalations  or  a “blow-bottle”  during  the 
first  two  days,  pushing  of  fluids,  early  ambula- 
tion, and  the  avoidance  of  sedation  in  so  far  as 
possible. 

The  type  of  operation  to  be  performed  was 
formerly  a favorite  topic  of  dispute,  but  finally 
the  surgeons  favoring  cholecystectomy,  prefer- 
ably without  drainage,  won  the  argument  over 
those  favoring  simple  removal  of  the  stones  and 
temporary  drainage.  With  proper  medical  treat- 
ment, however,  gallbladder  function  is  often  re- 
stored to  normal,  and  it  is  questionable  whether 
cholecystotomy  is  to  be  preferred  to  cholecystec- 
tomy in  such  cases,  especially  in  a very  obese 
patient.  Cholangiography  on  the  operating 
table  may  locate  stones  not  otherwise  recogniz- 
able. To  avoid  complications  due  to  anesthesia 
it  is  desirable  to  have  an  expert  anesthesiologist 
use  the  method  considered  most  suitable  in  a 
given  case. 

Medical  Treatment 

Unless  there  is  some  emergency  requiring 
immediate  operation,  every  patient  with  gall- 
stones should  be  given  adequate  and  prolonged 
medical  care  before  operation  is  considered. 
Adequate  care  implies  measures  to  institute  and 
maintain  biliary  tract  drainage,  carefully  regu- 
lated diet  to  attain  maximum  nutrition,  and 
careful  search  for  and  treatment  of  concomitant 
disease  conditions  and  complications. 

Biliary  tract  drainage  is  best  accomplished  by 
the  physiologic  method  of  using  feedings  con- 
taining sufficient  fats,  preferably  emulsified,  to 
promote  relaxation  of  the  sphincter  of  Oddi  with 
resultant  gallbladder  contraction.  If  the  gall- 
bladder is  not  functioning,  such  a diet  at  least 
permits  the  secretory  pressure  of  the  liver  to 
empty  the- hepatic  and  common  ducts  and  thus 
encourage  drainage  from  the  cystic  duct  rather 
than  a mounting  pressure  directed  into  it.  By 
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DIET  MIXTURE 


Food 

Amount 

Carbohydrate 

Gelatin 

50  Gm. 

Dextrose 

Cream 

60  Gm. 

60  Gm. 

(20  per  cent) 

100  cc. 

3 Gm. 

Milk 

900  cc. 

36  Gm. 

Total 

99  Gm. 

giving  such  feedings  frequently,  at  least  six  per 
day  and  in  the  night  if  the  patient  is  awake, 
almost  continuous  biliary  drainage  can  be 
maintained.  Such  a diet  must  be  properly  bal- 
aneed  as  to  essential  ingredients  and  must  be 
supplemented  by  vitamins  and  minerals.  The 
caloric  value  may  be  regulated  according  to  the 
patient’s  weight.  During  an  attack  of  colic  the 
diet  may  be  entirely  liquid  and  consist  of  8- 
ounce  feedings  every  two  hours,  of  the  above 
mixture. 

Milk,  cream,  and  dextrose  are  mixed  together 
and  kept  in  the  refrigerator.  Gelatin,  at  the 
rate  of  50  Gm.  per  liter  of  the  mixture,  should 
be  added  at  each  feeding  as  follows: 

A rounded  teaspoonful  may  be  stirred  rapidly 
into  one-half  glass  of  water  and  taken  just  before 
the  milk  mixture,  or  the  same  quantity  can  be 
dissolved  in  1 or  2 ounces  of  warmed  mix- 
ture, and  this  added  to  the  remaining  cold  mix- 
ture. If  the  patient  prefers  it,  the  drink  may  be 
warmed. 

This  diet,  by  relaxing  the  sphincter  of  Oddi, 
will  encourage  drainage  while  the  patient  is  being 
thoroughly  morphinized  and  will  very  frequently 
hasten  recovery  from  an  attack.  If  the  mixture 
is  promptly  vomited,  it  will,  of  course,  have  no 
effect,  but  a second  feeding,  given  immediately 
after  the  vomiting,  will  almost  invariably  stay 
down  and  have  the  desired  good  effect.  Under 
such  a regimen  no  other  medication  will  be  re- 
quired except  for  parenteral  fluids  if  indicated. 
At  times  a hot  water  bag  or  a flaxseed  poultice 
will  give  the  patient  some  local  relief.  This 
regimen,  even  in  the  presence  of  jaundice,  will 
rarely  need  to  be  followed  for  more  than  twenty- 
four  to  thirty-six  hours,  during  which  time  the 
patient  must  be  closely  observed,  the  jaundice 
noted,  and  stools  and  urine  checked.  Persistent 
pain  and  deepening  jaundice  would  indicate  im- 
paction of  the  stone,  and  operation  must  be  con- 
sidered. I have  never  seen  any  harm  from  this 
treatment  and  in  fact  can  think  of  no  reason  why 
natural  biliary  drainage  should  not  be  of  ad- 
vantage. 

The  contention  that  encouraging  a distended 
gallbladder  to  contract  might  cause  perforation 
may  be  answered  by  pointing  out  that  such  a gall- 
bladder probably  would  not  respond  to  the 


Protein 

Fat 

Calories 

45  Gm. 

180 

240 

3 Gm. 

18  Gm. 

180 

27  Gm. 

27  Gm. 

550 

75  Gm.  45  Gm.  1,150  per  L. 


stimulus  of  cholecystokinin,  but  clearing  out  of 
the  ducts  below  it  would  reduce  the  back  pressure 
into  the  gallbladder.  Starting  on  the  third  day 
and  for  a few  weeks  after  an  attack  of  colic  I 
found  that  patients  do  better  with  a meat-free 
diet;  why.  I do  not  know.  The  diet  I use  is  as 
follows: 

Gallbladder  Diet 

Breakfast: 

Milk,  one  glass 

Cereal,  with  cream  and  sugar 

Egg,  one  or  two,  soft  boiled  or  poached 

Bread  or  toast  and  butter 

Fruit,  raw,  any  kind 

Luncheon : 

Milk,  one  glass 

Egg,  one  soft  boiled  or  poached,  or  cheese, 
preferably  cream  cheese  (one-half  cake) 
Vegetables  cooked,  all  kinds 
Salad,  with  olive  oil  dressing 
Bread  and  butter 
Pudding,  jello,  fruit,  or  ice  cream 

Supper: 

Same  as  luncheon 

Between  meals  and  at  bedtime  (and  in  the 
night  if  awake) : 

One  glass  of  milk,  one  teaspoonful  of  pow- 
dered gelatin  mixed  with  water  or  milk, 
and  crackers,  bread  and  butter,  or  cake. 

Vitamin  and  mineral  capsules,  once  or  twice 
daily 

X.B.  The  caloric  value  of  this  diet  should  be 
varied  according  to  requirements.  Patients 
may  be  caused  to  gain  or  lose  weight. 

As  will  be  seen,  this  is  not  a freak  diet  but  con- 
sists of  well-balanced,  nutritious  meals  with  be- 
tween-meal  and  nocturnal  feedings  to  maintain 
biliary  drainage.  In  undernourished  patients 
the  milk,  cream,  and  glucose  mixture  suggested 
for  colic  can  be  employed  for  these  between-meal 
feedings;  in  obese  patients  one-half  glass  of  milk 
with  one  heaping  teaspoonful  of  powdered  gelatin 
serves  as  a substitute.  By  means  of  cholecys- 
tography we  have  demonstrated  the  value  of  the 
milk-gelatin  mixture  for  this  purpose.  In  obese 
patients,  the  caloric  value  of  the  meals  may  also 
be  reduced  by  the  use  of  low-caloric  fruits  and 
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vegetables  and  other  restrictions  on  carbohydrate 
intake,  but  some  fat  in  the  form  of  butter,  cream, 
oil,  or  egg  must  be  included  in  each  meal. 

In  patients  with  food  allergies,  offending 
foods  must  be  removed  from  the  diet.  Milk 
is  the  most  common  and  also  the  most 
difficult  food  to  eliminate,  but  gelatin  in  plain 
water  or  in  one  of  the  soybean  milk  substitutes 
may  be  substituted.  If  this  diet  is  instituted 
immediately  after  subsidence  of  an  attack  of  colic, 
it  will  usually  prevent  the  recurrence  of  a suc- 
cession of  attacks,  which  is  such  a distressing 
occurrence.  When  it  is  begun  in  a patient  who 
has  had  constant  distress  for  some  time,  the  diet 
may  provoke  an  attack  of  colic,  although  usually 
not  one  that  cannot  be  controlled  easily,  as  I 
have  suggested,  or  it  may  simply  cause  an 
exacerbation  of  symptoms.  I usually  tell  the 
patient  that  this  exacerbation  is  to  be  expected 
because  a “sick  gallbladder  is  being  put  to  work” 
and  that  it  will  subside  after  a period  of  a week  or 
ten  dajrs.  If  it  occurs  at  all,  the  exacerbation 
usually  subsides  in  a few  days  and  is  followed  by 
a sense  of  well-being,  the  patient  often  saying 
that  she  has  not  felt  so  well  in  years.  Meats  are 
gradually  added  to  the  diet  after  a month  or  six 
weeks. 

Medication  is  not  required,  but  in  very  nervous 
individuals  a little  phenobarbital  may  be  used 
sparingly  for  a couple  of  days.  Usually  in  a 
month,  but  sometimes  only  after  two  or  three 
months,  a nonfunctioning  or  poorly  functioning 
gallbladder  can  be  demonstrated  to  have  had  its 
function  restored.  I usually  get  repeated  chole- 
cystographic  studies  at  monthly  intervals.  If 
these  show  no  improvement,  if  symptoms  persist 
or  are  aggravated,  and  if  there  are  no  contra- 
indications present,  surgical  treatment  must  be 
considered. 

In  addition  to  the  use  of  dietary  measures, 
every  patient  should  receive  careful  treatment  for 
any  other  conditions  found  during  the  complete 
study,  and  prophylactic  treatment  should  not  be 
neglected.  The  diet  suggested  would  be  entirely 
suitable  for  patients  with  peptic  ulcer  or  any 
other  gastrointestinal  condition.  It  would  an- 
swer the  requirement  in  cardiovascular  and  renal 
disease  and  could  be  easily  adapted  to  the 
patient  with  diabetes.  Forced  feedings  would 
help  to  control  the  vomiting  of  pregnancy.  Its 
caloric  value  can  be  modified  to  provide  adequate 
nutrition  for  a tuberculous  patient  or  reduce 
weight  in  the  obese.  Increasing  its  carbohydrate 
and  vitamin  content  will  help  in  cases  with 
marked  liver  damage.  If  instituted  immediately 


after  operation,  it  will  promote  biliary  drainage, 
prevent  most  of  the  troublesome  postoperative 
complications,  avoid  constipation  and  distention, 
and  provide  adequate  nutrition  to  help  in  con- 
valescence. The  postoperative  patient  should  be 
instructed  in  the  value  of  this  normal  well- 
balanced  diet  as  a continuing  habit,  and  the  im- 
portance of  the  maintenance  of  drainage  by  be- 
tween-meal  and  bedtime  feedings  where  no  gall- 
bladder is  present  should  be  emphasized. 

It  is  also  important,  from  the  general  stand- 
point and  especially  where  operative  complica- 
tions are  to  be  avoided,  to  insist  on  the  search  for 
and  thorough  eradication  of  all  possible  focal  in- 
fections, including  devitalized  or  pyorrheic  teeth, 
infected  tonsils  or  sinuses,  cervical  or  pelvic  infec- 
tions, and  any  other  localized  infective  areas. 

Summary 

1.  Emphasis  on  the  physiology  of  the  biliary 
tract  calls  attention  to  the  fact  that  the  most 
important  factor  in  promoting  biliary  drainage  is 
fat  in  the  diet. 

2.  Failure  of  sufficient  frequency  of  food  in- 
take, especially  of  fats,  promotes  excessive  bile 
concentration  in  the  gallbladder,  favoring  the 
formation  of  stones. 

3.  Diagnosis  of  gallstones,  often  obvious  from 
the  history  of  colic  and  jaundice,  should  be  con- 
firmed by  cholecystographic  study  whenever 
possible. 

4.  Silent  stones,  lying  in  the  gallbladder  or 
ducts  and  causing  no  symptoms,  constitute  a still 
somewhat  disputed  problem  in  regard  to  treat- 
ment, whether  to  be  treated  surgically  or  medi- 
cally. 

5.  Positive  indications  for  surgery  are  impac- 
tion of  stones  in  a duct  or  secondary  infection, 
perforation,  or  fistula-formation. 

6.  Careful  evaluation  of  the  patient’s  age, 
general  condition,  cardiac,  renal,  and  blood  con- 
ditions, complications,  and  other  diseases  must  be 
made  before  deciding  on  operation. 

7.  Whether  or  not  operation  has  been  de- 
cided upon,  every  patient  should  undergo  a 
course  of  adequate  medical  care  if  at  all  possible. 

8.  Medical  treatment  consists  of  proper  diet, 
general  hygienic  care,  removal  of  focal  infections, 
and  attention  to  other  associated  diseases. 

9.  The  diet  should  be  properly  balanced  and 
should  promote  biliary  drainage.  It  should  con- 
sist of  frequent  feedings  containing  some  fats. 
Such  a diet  is  also  important  after  the  gall- 
bladder has  been  removed. 

88  Sixth  Avenue 


ANORECTAL  TUBERCULOSIS— 1952 

Isaac  Skir,  M.D.,  Joseph  M.  Gross,  M.D.,  Norman  L.  Freund,  M.D.,  Henry  J. 
Gureasko,  M.D.,  and  Irving  Bernstein,  M.D.,  Brooklyn,  New  York 

( From  the  Tuberculosis  Division  of  the  Kingston  Avenue  Hospital  for  Contagious  Diseases) 


RECENT  developments  in  the  field  of  ano- 
rectal tuberculosis  present  a startling  phe- 
nomenon. Once  the  bugaboo  of  proctologic  sur- 
gery, tuberculous  disease  of  the  anorectum  is 
fast  disappearing  as  a serious  complication  of 
pulmonary  tuberculosis. 

This  situation  seems  especially  striking  when 
viewed  against  a background  of  twenty  years  of 
uninterrupted  personal  observation  on  the  Tu- 
berculosis Division  of  the  Kingston  Avenue 
Hospital  for  Contagious  Diseases.  In  1933, 
this  unit  accommodated  75  male  patients,  nearly 
all  with  far-advanced  phthisis.  During  the 
period  1933  to  1937,  of  357  patients  examined 
routinely,  42,  or  11.7  per  cent,  had  abscesses, 
ulcers,  or  fistulas,  virtually  all  of  which  were  found 
to  be  tuberculous  in  nature.1  Even  those  which 
had  appeared  at  first  to  be  simple  pyogenic  in- 
fections later  assumed  tuberculous  characteris- 
tics, presumably  through  tuberculous  discharges 
or  swallowed  sputum.  Discouraging  views,  then 
prevalent,  which  stressed  the  danger,  not  to  say 
the  futility,  of  definitive  surgery  for  these  com- 
plications were  disapproved  by  our  relatively 
favorable  experience.  Complete  excision  of  the 
lesions  was  found  both  practicable  and  benefi- 
cial. 

Nevertheless,  these  procedures  often  were 
followed  by  long  periods  of  convalescence.  As 
a result  there  always  remained  several  cases  on 
the  wards  in  the  process  of  protracted  healing  or 
awaiting  reoperation. 

When  streptomycin  became  available  a marked 
change  for  the  better  was  noted.2  Wounds  that 
had  failed  to  show  progress  for  months  quickly 
assumed  renewed  activity.  Burrowing  was 
arrested,  fibrosis  and  vascularity  stimulated, 
and  epitheliazation  and  healing  were  accelerated. 
Minimal  surgical  procedures  were  found  suffi- 
cient to  effect  a cure  in  some  cases  which  ordi- 
narily would  have  required  more  extensive 
surgery. 

With  the  advent  of  PAS  and,  more  recently, 
the  nicotinic  acid  derivatives,  we  confidently 
anticipated  an  even  greater  measure  of  improve- 
ment in  the  situation.  This  has  not  been  long 
in  coming,  thereby  easily  surpassing  our  expec- 
tations. 

In  the  face  of  the  more  thorough  screening  (as 


Presented  at  a Clinicopathologic  Conference,  Kingston 
Avenue  Hospital  for  Contagious  Diseases,  May  7,  1953. 


shown  by  the  increase  in  the  number  of  new  pa- 
tients examined)  and  in  spite  of  the  greater  hos- 
pital census,  the  incidence  of  anorectal  infection, 
in  general,  and  tuberculous  lesions,  in  particular, 
has  declined  consistently  since  1949  (Table  I). 
In  the  last  eighteen  months  of  the  period  repre- 
sented none  of  the  lesions  encountered  showed 
structural  characteristics  of  tuberculosis.  This 
was  true  even  of  two  residual  fistulas  operated 
upon  in  1948  and  1950,  respectively.  In  each 
case,  tissue  removed  at  a preceding  session  had 
been  found  characteristically  tuberculous.  We 
have  had  no  occasion  to  perform  secondary  oper- 
ations since  1950. 

Very  revealing  is  the  sharp  decline  in  the  num- 
ber of  revisits.  This  undoubtedly  represents,  in 
greater  part,  a shortening  in  the  healing  time  fol- 
lowing operations.  It  is  to  be  noted,  incidentally, 
that  this  tendency  first  became  apparent  in  1949 — 
about  two  years  after  streptomycin  came  into 
common  use  and  prior  to  the  appearance  of  iso- 
niazid. 

The  encouraging  results  which  followed  sur- 
gery for  anorectal  tuberculosis  has  emboldened 
us  to  extend,  gradually,  our  indications  for  more 
or  less  elective  operations  for  such  conditions  as 
hemorrhoids,  prolapse,  or  papillitis.  We  no 
longer  hesitate  to  proceed  in  these  cases  when- 
ever we  feel  an  operation  would  serve  the  comfort 
and  well-being  of  the  patient.  The  healing  proc- 
ess has  been,  almost  without  exception,  com- 
parable to  that  in  nontuberculous  patients. 

There  seems  to  be  no  question  that  these  en- 
couraging results  have  come  about  largely 
through  the  employment,  first,  of  streptomycin, 
then  PAS,  and,  more  recently,  the  nicotinic  acid 
derivatives.  While  the  trend  was  noted  even 
prior  to  the  advent  of  the  latter  two,  these  fol- 
lowed in  such  rapid  succession  that  it  seems  im- 
possible to  evaluate  the  relative  merits  of  each. 
However,  their  combined  effects  are:  (1)  an 

abrupt  drop  in  the  incidence  of  anorectal  tuber- 
culosis, (2)  shortening  of  the  healing  period  fol- 
lowing anorectal  operations  to  approximate  that 
in  nontuberculous  patients,  and  (3)  feasibility  of 
elective  operations  for  anorectal  conditions  to 
provide  greater  comfort  for  tuberculous  patients. 

As  late  as  1945,  it  was  said  by  a well-known  au- 
thority, speaking  of  tuberculous  anorectal  infec- 
tion : “ . . . They  are  in  reality  incurable  by  sur- 
gical treatment.  ..only  the  minimal  amount  of 
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TABLE  I. — Incidence  and  Types  of  Anorectal  Infection  from  1946  to  1952  on  the  Tuberculosis  Wards  of  the 

Kingston  Avenue  Hospital 


Year 

Average 

Daily 

Hospital 

Census 

Operat 

Anorectal 

Tubercu- 

lous 

Lesions 

ions  for 

Infection* 

Non- 

tuberculous 

Lesions 

New 

Patients 

Examined 

Revisits 

Fistulas 

(Anorectal  Infection) 
i Fissures  Ulcers 

Abscesses 

1946 

135 

21 

342 

7 

0 

1947 

135 

26 

339 

8 

0 

2 

2 

9 

1 

1948 

135 

27 

479 

8 

0 

2 

5 

4 

2 

1949 

204 

45 

179 

10 

0 

2 

0 

5 

2 

1950 

204 

46 

287 

2 

2 

1 

1 

4 

4 

1951 

204 

94 

154 

6 

2 

1 

0 

2 

3 

1952 

204 

96 

82 

2 

2 

0 

2 

0 

3 

* Excluding  incisions  of  abscesses. 


surgery  should  be  done  to  give  adequate  external 
drainage.”3  Considering  that  our  results  were 
obtained  in  a hospital,  most  of  whose  patients 
had  an  advanced  form  of  pulmonary  tuberculosis, 
we  cannot  help  feeling  that  we  have  been  wit- 
nesses of  a dramatic  development  which  holds 
hope  of  conquest  of  a very  burdensome  and  in- 


tractable complication  of  phthisis. 
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FOR  MEDICAL  HISTORIANS  AND  BIBLIOPHILES 


As  part  of  the  city-wide  participation  in  the  annual 
meeting  of  the  American  Medical  Association  in 
New  York  City,  June  1 to  5,  1953,  two  special 
exhibits  were  planned  for  the  benefit  of  physicians 
who  are  interested  in  the  early  medical  history  of 
the  New  York  area  and  in  rare  books  illustrating 
medical  history  in  general.  At  the  New  York  His- 
torical Society,  there  was  a special  exhibition, 
“The  Healing  Art  in  Old  New  York,”  which  was 
made  up  of  portraits  and  engravings  of  prominent 
medical  men,  doctoral  theses,  and  medical  equip- 
ment, such  as  leg  splints  used  in  the  Revolutionary 
War,  a crude  tooth  extractor,  a medicine  chest  com- 
plete with  medicines  of  the  1840’s  medicine  scales, 
and  mortars  and  pestles  used  by  doctors  in  mixing 
prescriptions. 

At  the  New  York  Academy  of  Medicine,  the  med- 


ical visitor  enjoyed  studying  the  workings  of  the 
second  largest  medical  library  in  the  LTnited  States, 
which,  in  addition  to  books,  had  brought  together 
outstanding  collections  of  medical  illustrations,  por- 
traits, and  documents.  The  Periodicals  Room 
housed  current  journals  from  every  corner  of  the 
civilized  world.  In  the  Main  Entrance  Hall,  the 
staff  prepared  a display  of  documents,  manuscripts, 
autograph  letters,  and  old  medical  books  illustrating 
the  practice  of  medicine  in  New  York  City  before 
1825.  In  the  Main  Reading  Room  the  famous 
.Alfred  M.  Heilman  collection  of  early  obstetric 
works  were  shown.  In  the  Rare  Book  Room,  the 
choicest  items  in  the  collections,  ranging  from  the 
Edwin  Smith  Surgical  Papyrus  to  a fragment  of 
Sir  Alexander  Fleming’s  original  penicillin  culture, 
were  found. 


PROLONGED  AND  REPETITIVE  DYSMENORRHEA  WITH  THE 
PATHOLOGIC  FINDINGS  OF  THE  STEIN-LEVENTHAL  OVARY 

James  A.  Fitzgerald,  M.D.,  and  James  L.  Crossley,  M.D.,  Watertown,  Xew  York 
{From  the  Obstetric  and  Gynecologic  Service,  House  of  the  Good  Samaritan ) 


SINCE  1935,  Stein  and  his  group  have  reported 
on  a series  of  patients  with  clinical  and  patho- 
logic findings  sufficiently  definitive  to  warrant  a 
syndromal  grouping.1-5  “The  characteristics  of 
this  syndrome  are  menstrual  irregularity  featur- 
ing amenorrhea,  a history  of  sterility,  masculine 
type  hirsutism,  and  less  consistently  retarded 
breast  development  and  obesity.  The  ovaries 
are  similarly  and  simultaneously  enlarged  and 
show  typical  cystic  changes  which  are  irreversible 
and  refractory  to  hormonal  therapy.  The  de- 
velopment of  this  condition  is  not  congenital, 
neither  is  it  inflammatory  nor  degenerative.  It 
is  the  result  of  a definite  endocrine  disturbance.” 
Possible  variations  in  the  clinical  picture  are 
contained  in  Ingersoll  and  McDermott’s  report 
of  21  cases  of  this  condition  observed  at  the  Mas- 
sachusetts General  Hospital  over  a twelve-year 
period.6  Their  observations  confirmed  the  va- 
rious elements  of  the  disease  as  outlined  by  Stein 
and  Leventhal — but  emphasized  the  role  that 
bleeding  episodes  could  have.  Of  the  21  cases 
they  report,  13  had  oligomenorrhea  or  secondary 
amenorrhea,  and  of  the  remaining  eight,  four 
had  menorrhagia  and  four  related  a history  of 
amenorrhea  followed  by  excessive  bleeding. 

Our  information  about  this  subject  has  grown 
with  the  literature  of  Meaker,  who  operated  on 
65  patients  in  twenty-two  years.7  Siegler  re- 
ported 26  cases  in  eleven  years.8  Robinson,9 
Bailey,10  Zondek,11  Reycraft,12  Jacobson,13  and 
Leventhal  and  Cohen14  have  made  additional 
reports. 

With  the  exception  of  Auer’s15  comment  in  the 
discussion  of  Leventhal  and  Cohen’s  paper,14  the 
association  of  pain  or  dysmenorrhea  with  this 
syndrome  is  an  unusual  finding.  Auer  states 
that  in  his  experience  pain  was  a more  prominent 
symptom  than  mentioned  by  Leventhal  and  Co- 
hen. The  various  authors  reviewing  the  clinical 
aspects  of  this  disease  do  not  mention  pelvic 
pain  or  dysmenorrhea  significantly. 

The  following  case  is  notable  in  that  it  repre- 
sents the  menorrhagic  feature  as  outlined  by 
Ingersoll  but  differs  from  the  cases  that  he  reports 
with  its  dysmenorrheic  component. 

Case  Report 

Mrs.  A.  T.,  a twenty-two-year-old  white,  married 
female,  was  admitted  to  the  House  of  the  Good 
Samaritan  with  a chief  complaint  of  “progressive 
pain  with  periods  since  onset  of  flow.” 

This  patient  stated  that  the  menarche  began  at 
eleven  years,  with  a twenty-  to  thirty-day  interval, 


and  the  duration  of  flow  is  seven  to  twelve  days. 
Concurrent  with  the  onset  of  flow,  she  notices 
severe,  bilateral  lower  abdominal  cramping  pain 
and  backache.  On  occasions  the  pain  does  not  be- 
gin until  twenty-four  hours  after  onset  of  the  period. 
Her  abdominal  pain  and  backache  last  for  ap- 
proximately seventy-two  hours  and  gradually  sub- 
sides during  the  remainder  of  the  flow. 

The  patient  believes  that  the  degree  of  dysmen- 
orrhea has  been  progressive  in  subsequent  years. 
Associated  with  dysmenorrhea,  she  has  some  nausea 
and  rare  emesis.  The  pain  is  usually  sufficiently 
severe  to  incapacitate  the  patient  and  require  bed- 
rest. 

On  occasions  the  volume  of  flow  is  excessive  and 
requires  four  to  five  pads  a day.  There  is  no  history 
of  metrorrhagia,  no  contact  bleeding,  no  amenorrhea, 
and  no  vaginal  discharge. 

She  stated  that  she  had  no  bladder  symptoms  with 
menstrual  flow  but  occasionally  noticed  diarrhea. 
There  is  some  fullness  and  aching  of  the  breasts 
before  the  onset  of  the  periods,  no  headache,  and 
she  has  never  observed  ankle  edema. 

Her  own  physician  had  given  her  sublingual  and 
parenteral  therapy  with  Metandren  and  testoster- 
one, with  only  minor  relief  of  her  symptoms.  Pre- 
ceding her  admission  to  the  hospital,  the  patient 
had  stilbestrol  therapy  by  mouth  for  an  interval 
of  twenty-one  days.  She  did  not  know  the  dosage. 
The  last  medication  had  been  taken  approximately 
three  weeks  before  admission  to  the  hospital. 

This  patient  is  a pharmacist  and  has  resorted  to 
Edrisal,  empirin  with  codeine,  and  similar  medica- 
tions with  only  slight  relief  of  symptoms. 

Past  history  was  negative.  The  patient  had  been 
married  approximately  seven  months  and,  despite 
lack  of  contraception,  she  had  failed  to  conceive. 
Family  history  was  negative. 

On  physical  examination  no  abnormalities  were 
noted,  except  as  follows:  (1)  There  was  moderate 

supralabial  hirsutism,  (2)  the  breasts  were  small 
and  poorly  developed,  and  (3)  no  abnormalities 
were  present  in  the  pelvis  except  for  a small  con- 
genital cervical  erosion.  The  uterus  had  a regular 
contour  and  was  in  third  degree  retroversion.  It 
was  normal  size.  The  ovaries  were  bilaterally  en- 
larged to  an  estimated  10  to  11  cm.  They  were 
firm  and  freely  movable.  Parametrial  examination 
was  negative.  Rectal  examination  was  confirma- 
tory. 

On  June  13,  1952,  the  patient  had  an  examination 
under  anesthesia,  dilation  and  curettage,  explora- 
tory laparotomy,  bilateral  wedge  resection  of  the 
ovaries,  presacral  neurectomy,  appendectomy, 
and  modified  Gilliam-type  suspension. 

At  the  time  of  surgery  the  pelvic  findings  under 
anesthesia  were  confirmed.  At  laparotomy  the 
uterus  was  found  in  a marked  third  degree  retro- 
verted  position.  It  appeared  normal,  and  there  was 
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no  gross  evidence  of  adenomyosis.  There  was  no 
evidence  of  endometriosis  in  any  portion  of  the  pel- 
vis. Bilaterally  the  ovaries  were  enlarged  with 
maximal  transverse  diameters  of  12  to  14  cm. 

The  ovaries  appeared  large,  white,  tense,  and  oval 
in  shape.  Bilateral  wedge  resection  of  the  ovaries 
was  done.  In  the  course  of  resecting  these  ovaries 
the  following  points  were  noted : ( 1 ) They  appeared 

relatively  avascular,  (2)  the  tunica  albuginea  ap- 
peared thickened,  and  (3)  the  ovaries  were  studded 
with  countless  follicle  cysts.  Following  the  resec- 
tion, multiple  punctures  were  done  with  the  tip  of 
the  scalpel  in  the  portions  of  ovaries  remaining. 

Postoperatively,  the  patient  had  an  uneventful 
course  and  was  discharged  well  on  the  eighth  day. 

The  ovarian  sections  were  reviewed  by  Dr.  A. 
Ilertig  of  the  Free  Hospital  for  Women,  Brookline, 
Massachusetts.  He  stated  that  the  material  was  a 
typical  Stein-Leventhal  ovary.  There  was  a small, 
atypical  hemorrhagic  follicle  that  looked  like  a 
corpus  luteum  of  menstruation  but  probably  was 
not.  There  was  undue  luteinization  of  the  theca 
which  may  be  due  to  previous  hormonal  therapy. 

In  discussing  the  pathogenesis  of  this  condition, 
which  is  generally  accepted  as  endocrine,  Leven- 
thal14  calls  attention  to  the  work  of  Reynolds  and 
Delson.  Reynolds,16  working  with  the  rabbit 
ovary,  and  Delson,17  confirming  his  work  in  the 
human  ovary,  emphasize  the  spiral  character  of 
the  ovarian  arterioles.  They  believe  that  the 
spiraling  effect  is  a requisite  for  growth  altera- 
tion when  the  ovary  is  stimulated  by  gonado- 
tropic hormones. 

The  change  in  vascular  pressure  in  these  struc- 
tures is  related  to  the  growth  and  regression  of 
the  follicles.  Typically,  many  follicles  receive 
maturation  influences  simultaneously,  but  only 
one  follicle  reaches  maturity,  the  others  under- 
going regression.  If  the  gonadotropic  influence 
is  pathologically  altered,  the  follicles  under- 
going atresia  may  be  influenced  to  become  larger 
and  assume  cystic  properties. 

According  to  Reynolds  and  Delson,  there  is  a 
distortion  of  the  spiral  arterioles  in  the  region  of 
these  cysts,  and  they  become  straightened.  The 
increased  pressure  of  the  straightened  arterioles 
and  associated  capillaries  causes  a transudation 
of  fluid  into  the  enlarged  follicle,  and  it  thus 
acquires  a cystic  character.  Delson  in  vascular 
casts  of  human  cystic  ovaries  found  an  uncoiling 
of  the  spirals  in  the  vicinity  of  the  cysts.  Fur- 
thermore, Leventhal  relates  that  the  fluid  in 
most  follicle  cysts  consists  of  a transudate  with 
the  presence  of  little  or  no  estrogen. 

It  has  been  proved  that  the  anticipated  ele- 
vations of  follicle-stimulating  hormone  levels 
which  might  be  expected  in  this  condition  are  not 
present.  Ingersoll  and  McDermott  have  found 
no  increase  in  this  pituitary  gonadotropin.6 
They  rule  out  elevated  follicle-stimulating  hor- 


mone levels  and  postulate  probable  increased 
luteinizing  hormone  levels. 

With  regard  to  the  pathologic  findings  in  these 
ovaries,  the  absence  of  corpora  lutea  is  the  usual 
feature.  Leventhal  and  Cohen  report  one  case 
in  which  a corpus  luteum  was  found.14  The 
frequent  lack  of  corpora  lutea  is  consistent  with 
the  evidence  that  ovulation  rarely  occurs.  Tem- 
perature curves  are  usually  not  of  the  biphasic 
type,  and  vaginal  smears  and  endometrial  bi- 
opsies show  typically  an  estrogenic  effect  and  a 
proliferative  endometrium.  Because  these  find- 
ings are  present  in  the  majority  of  cases,  in  the 
absence  of  other  pathology,  dysmenorrhea  will 
rarely  be  associated  with  the  Stein-Leventhal 
syndrome.  In  the  same  proportion,  conception 
is  unlikely  to  occur. 

Besides  the  gross  findings  of  bilaterally  en- 
larged ovaries,  this  finding  is  associated  with  a 
tunica  albuginea  which  is  thick,  tough,  and  pearly 
white.  Microscopically,  multiple  follicle  cysts 
are  in  evidence,  also  hyperplasia  of  the  theca 
interna  with,  in  some  cases,  a luteinization  effect. 
There  is  also  fibrosis  and  thickening  of  the  albu- 
ginea. 

The  clinical  characteristics  of  secondary  amen- 
orrhea, with  menorrhagia  in  the  infrequent 
case,  infertility  in  the  married  women,  and  the 
less  frequent  hirsutism  and  obesity  should,  with 
the  pelvic  findings  of  bilaterally  enlarged  ovaries, 
suggest  the  diagnosis.  The  presence  of  dys- 
menorrhea does  not  exclude  this  diagnosis.  Ex- 
aminations under  anesthesia,  pneumoroentgeno- 
grams,  and  culdoscopy  are  aids  in  establishing 
the  condition. 

The  effectiveness  of  bilateral  wedge  resection 
is  well  established  and  the  condition  should  be 
recognized,  inasmuch  as  it  is  one  of  the  few 
pathologic  states  associated  with  infertility  which 
is  amenable  to  positive  therapy. 
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Case  Reports 


CALCULUS  AND  PRIMARY  CARCINOMA  IN  A DIVERTICULUM  OF 

THE  BLADDER 


A Case  Report  and  Review  of  the  Literature 
Charles  Ney,  M.D.,  and  Edwin  J.  Adlerman,  M.D.  New  York  City 
( From,  the  Department  of  Urology,  Morrisania  City  Hospital,  Bronx ) 


TNI  VERTICULUM  of  the  bladder  is  a relatively 
frequent  complication  of  vesical  neck  or  ure- 
thral obstruction.  Carcinoma,  occurring  alone  in  a 
diverticulum,  is  a rare  finding  and  Abeshouse  and 
Goldstein  note  its  incidence  as  2.9  per  cent,  or  30 
cases,  in  a series  of  1,009  cases  of  diverticula  studied. 1 
Many  excellent  reviews  of  diverticular  carcinoma 
have  been  published,1-14  the  most  recent  being  that 
of  Petkovic,  who  brought  the  total  number  of  cases 
to  122. 15  Reports  of  the  incidence  vary  from  0.6 
per  cent  to  10  per  cent  in  these  series. 

Calculus  in  a diverticulum  was  observed  by  Cren- 
shaw and  Crompton  to  occur  in  12.1  per  cent  of  222 
cases  of  vesical  diverticulum,16  while  Judd  found 
stone  in  20,  or  15  per  cent,  of  133  cases.17  The 
combination  of  calculus  and  tumor  in  a diverticulum 
of  the  bladder  is  extremely  rare,  only  seven  cases 
having  been  reported  to  date.1,16 

No  characteristic  complaints  occur;  most  com- 
monly, hematuria  is  noted.  Other  subjective  find- 
ings are  associated  with  vesical  infection,  vesical 
neck  obstruction,  or  diverticulum,  and  include  diur- 
nal frequency,  nocturia,  urgency,  dysuria,  and  burn- 
ing. Anemia  or  cachexia  may  be  present  in  ad- 
vanced cases.  Diagnosis  at  times  is  difficult  and 
should  be  based  on  history,  physical  examination, 
cystoscopy,  cystography,  and  diverticulography. 

Stone  may  occur  in  the  diverticulum  secondary  to 
urinary  stasis  or  may  be  the  result  of  degeneration 
and  secondary  infection  of  the  tumor.  Conversely, 
calculus  may  increase  the  irritation  from  the  already 
existing  stasis  and  inflammatory  change.18 

Approximately  17  per  cent  of  the  neoplasms  are 
benign;1  these  include  papilloma  (80  per  cent), 
cavernous  hemangioma  (7  per  cent),  and  polyp 
(13  per  cent).  The  remaining  83  per  cent  are 
malignant;  of  these,  the  most  frequent  are  undif- 
ferentiated carcinoma  (42  per  cent),  papillary  car- 
cinoma (25  per  cent),  and  squamous  cell  epithelioma 
(21  per  cent).  Other  types  include  basal  cell 
epithelioma,  adenocarcinoma,  sarcoma,  and  leio- 
myoma. 

Treatment  should  include  early  total  diverticu- 
lectomy  by  a combined  intra-  and  extravesical  ap- 


proach. In  rare  cases,  transurethal  resection  of 
the  tumor  has  been  performed.10,13  Prognosis  is 
generally  poor,  and  local  and  systemic  metastasis 
and  obstructive  phenomena  contribute  to  a demise 
within  two  years. 

The  following  case  report  will  be  the  eighth  re- 
ported in  the  literature,  in  which  calculus  and  tumor 
were  both  present  in  a vesical  diverticulum. 

Case  Report 

C.  K.,  sixty-five-year-old  white  male,  was  ad- 
mitted to  Morrisania  City  Hospital  on  August  27 
1942,  complaining  of  dysuria,  hesitancy,  nocturia, 
and  diurnal  frequency  of  one  year  duration.  He  had 
received  sulfonamide  therapy  from  his  local  physi- 
cian for  urinary  infection  during  this  period.  How- 
ever, symptoms  increased  in  severity  to  the  point 
where  he  was  voiding  even-  half  hour  in  the  day- 
time and  ten  times  nightly.  Three  weeks  prior  to 
admission  an  episode  of  gross  hematuria  occurred, 
with  no  passage  of  clots,  and  persisted  for  seventy- 
two  hours.  A 10-pound  weight  loss  had  been  noted 
in  the  past  eighteen  months,  and  past  historjr  was 
not  remarkable  save  for  acute  gonorrheal  urethritis 
at  the  age  of  twenty-two. 

Physical  examination  denoted  a well-developed, 
elderly  male  in  no  acute  distress.  Pulmonary  fields 
were  clear  to  percussion  and  auscultation,  and 
cardiac  size  was  normal.  Heart  sounds  were  clear 
and  of  regular  sinus  rhythm,  with  accentuation  of 
the  second  aortic  sound.  No  murmurs  were  heard, 
and  blood  pressure  was  160  systolic  over  100  dias- 
tolic. 

The  liver  was  palpable  but  not  tender,  two  finger- 
breadths  below  the  right  costal  margin.  Neither 
the  spleen  nor  the  kidneys  were  enlarged  or  palpable. 
No  costovertebral  angle  tenderness  was  present. 

The  genitalia  were  those  of  a normal  male,  and 
on  rectal  examination  the  prostate  was  found  to  be 
enlarged,  grade  2x/i  in  size,  movable,  not  indurated, 
and  of  boggy  consistency.  The  rectal  sphincter 
was  slightly  relaxed  in  tone.  The  urethra  admitted 
a 20  French  red  rubber  catheter  with  ease,  and  8 
ounces  of  cloudy  residual  urine  were  withdrawn. 

Laboratory  Findings. — Urinalysis  revealed  the 
following:  specific  gravity,  1.012;  reaction,  alkaline; 
albumin,  faint  trace;  glucose,  four  plus;  acetone 
zero;  microscopic,  moderate  number  of  white  blood 
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Fig.  1.  (A)  Flat  film  demonstrating  large  ovoid 

opacity  to  left  of  fourth  sacral  segment.  ( B)  Cysto- 
gram  showing  multiple  vesical  diverticula,  with  large 
calculus  within  the  confines  of  one,  on  the  left  lateral 
vesical  aspect. 

cells.  Urine  culture  was  reported  as  Bacillus  coli 
and  Streptococcus  albus. 

Blood  hemoglobin  was  12  Gm.  per  cent,  red  cells 
3.98  million  per  cm.,  white  blood  cells  11.200  per 
cm.,  with  a differential  count  of  64  polymorpho- 
nuclear leukocytes,  33  lymphocytes,  and  3 transi- 
tional forms.  Wassermann  and  Kahn  blood  sero- 
logic tests  were  reported  as  four  plus.  Total 
phenolsulfonphthalein  excretion  in  two  hours  was 
30  per  cent  on  August  28.  1942,  and  70  per  cent  on 
September  11,  1942. 

Blood  sugar  was  104  mg.  per  cent  on  admission 
and  blood  urea  nitrogen  was  16.2  mg.  per  cent  on 
August  31,  1942.  An  electrocardiogram  demon- 
strated ventricular  premature  contractions. 

Hospital  Course. — On  August  28,  1942,  a flat  film 
of  the  abdomen  demonstrated  a large  ovoid  calcific 
extradensity  5 cm.  to  the  left  of  the  fourth  sacral 
segment  (Fig.  1A).  Cystography  revealed  multiple 
vesical  diverticula,  with  the  opacity,  or  calculus, 
appearing  within  the  confines  of  one  of  these 
(Fig.  IB).  On  the  same  date  a bilateral  vasectomy 
was  performed.  At  suprapubic  cystostomy,  on 
August  29,  1942,  the  calculus  could  be  palpated 
within  a left-sided  vesical  diverticulum,  which  pos- 
sessed a small  orifice.  A median  fibrous  bar  was 
seen  on  endoscopy,  September  10,  1942,  with  a con- 


tracted bladder  neck.  The  bladder  mucosa  was 
intensely  inflamed  and  trabeculated,  with  five 
diverticular  orifices  visible  on  the  posterior  and  left 
walls.  There  appeared  to  be  a calculus  in  the  left 
diverticulum.  The  right  ureteral  orifice  was  easily 
catheterized,  a 6 French  ureteral  catheter  passing  25 
cm.  without  obstruction.  A Woodruff  bulb  catheter 
was  used  on  the  left  side,  because  of  inability  to 
pass  plain  ureteral  catheters  past  1 cm.  Indigo 
carmine  (5  cc.  of  0.8  per  cent  solution)  injected 
intravenously,  did  not  appear  from  either  orifice  in 
twenty  minutes. 

Retrograde  pyelography  revealed  moderate  dila- 
tation of  the  right  renal  pelvis,  calyces,  and  ureter; 
on  the  left,  these  structures  were  poorly  visualized, 
with  kinking  of  the  upper  third  of  the  ureter  and 
dilatation  of  the  distal  segments. 

On  September  11,  1942,  further  surgery  was 
performed.  The  index  finger  of  the  right  hand  was 
inserted  through  the  suprapubic  sinus,  and  a calcu- 
lus was  palpable  in  the  diverticulum  on  the  left 
lateral  vesical  aspect.  The  diverticular  orifice  was 
dilated,  a forceps  introduced,  and  the  calculus 
crushed  and  removed  in  fragments.  The  stone  was 
soft,  a grayish-yellow  in  color,  and  possessed  a 
granular  surface.  Following  removal  of  the  stone, 
the  diverticulum  was  noted  to  contain  two  ounces  of 
pus  and  detritus.  Several  small  openings  could  be 
i'clt  coming  off  its  wall,  as  if  other  diverticula  were 
present.  The  diverticular  wall  in  its  lower  basal 
portion  was  thickened  and  fixed  to  the  surrounding 
tissue.  In  view  of  the  infection,  diverticulectomy 
was  not  performed.  A large  Pezzer  catheter  was 
placed  into  the  diverticulum  and  another  into  the 
bladder  proper,  and  drainage  was  instituted.  On 
October  2,  1942,  the  diverticular  tube  was  re- 
moved. 

A cystogram  on  October  26,  1942,  demonstrated 
marked  irregularity  of  the  contour  of  the  left  half 
of  the  bladder,  which  was  attributed  to  the  divertic- 
ula and  trabeculation.  Cystoscopy,  on  October 
28,  1942,  via  the  suprapubic  sinus  revealed  a small 
hazelnut-sized  calculus  in  the  bladder.  This  stone 
was  removed  with  cystoscopic  forceps.  Suprapubic 
panendoscopy,  on  November  5,  1942,  with  the  beak 
of  the  instrument  inserted  into  the  diverticulum 
that  had  contained  the  calculus,  denoted  a muddy, 
odorous  exudate  present,  together  with  an  almost 
necrotic  mucosa. 

On  November  13,  1942,  under  general  anesthesia, 
an  attempt  was  made  to  remove  the  infected  di- 
verticulum. A left  rectus  incision  was  made  lateral 
to  the  original  cystostomy  incision.  The  peritoneum 
was  stripped  from  the  lateral  vesical  wall,  to  which 
it  was  very  adherent.  A finger  was  inserted  into 
the  neck  of  the  diverticulum  by  way  of  the  previous 
cystostomy  orifice.  The  diverticular  wall  was  so 
necrotic  that  the  finger  passed  through  into  the 
lateral  vesical  space.  The  diverticulum  now  ap- 
peared 10  cm.  in  depth,  and  4 to  5 cm.  in  diameter; 
its  lining  was  grayish-black  in  color,  malodorous, 
and  necrotic.  Dense  adhesions  to  the  perivesical 
structures  prevented  excision  of  the  diverticulum, 
and  therefore  its  mucosal  lining  was  cored  out  by 
sharp  dissection.  The  diverticulum  was  then 
packed  with  2-inch  gauze,  and  a Pezzer  catheter 
replaced  in  the  previous  cystostomy  orifice. 

The  pathologic  report  (Fig.  2)  of  the  diverticular 
tissue  (November  13,  1942)  stated:  “The  tissue 
consists  of  a growth  of  columns  growing  down  from 
the  epithelium  and  penetrating  subepithelial  layers, 
resembling  the  picture  seen  in  epithelioma  of  the 
skin.  These  columns  and  strands  grow  irregularly 
in  every  direction,  and  thickness  of  stroma  between 
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Fig.  2.  Histologic  selection  of  the  diverticular  wall 
obtained  by  biopsy.  (145  X ) 


strands  varies.  A round  cell  infiltration  of  the 
stroma  is  present.  In  several  areas  the  tumor  has 
heaped  up  on  the  surface. 

“The  cells  are  of  the  squamous  type,  becoming 
larger  and  paler  toward  the  centers  of  the  cell 
strands,  and  occasional  intercellular  fibrillae  are 
seen.  In  some  cells  the  nuclei  are  lost,  epidermiza- 
tion  is  present,  and  epithelial  pearls  are  formed. 
Invasiveness  is  marked  and  mitotic  figures  are  seen 
in  numerous  areas.  The  neoplasm  is  a typical 
squamous  cell  carcinoma.” 

The  patient’s  postoperative  course  was  not  re- 
markable, and  packing  was  withdrawn  on  Novem- 
ber 16,  1942.  On  November  18,  1942,  profuse 
drainage  from  the  perivesical  space  necessitated  the 
insertion  therein  of  a small,  soft  rubber  many- 
eyed catheter.  On  November  20,  1942,  profuse 
hemorrhage  from  this  area  occurred.  The  catheter 
was  removed,  and  both  the  perivesical  space  and 
diverticulum  were  repacked.  Further  hemorrhage, 
the  following  (.lay,  on  November  21,  required  com- 
plete bladder  packing.  Despite  intensive  suppor- 
tive measures,  the  patient’s  course  was  progressively 
downhill,  and  he  expired  on  November  22,  1942, 
the  ninth  postoperative  day. 

Autopsy  Findings. — Thepertinent  autopsy  findings 
were  as  follows:  The  right  pleural  cavity  contained 
250  cc.  of  clear,  serous  fluid.  At  the  apex  of  the 
right  upper  lobe  was  a hard,  hyaline,  whitish  plaque, 
1.5  cm.  in  diameter,  which  was  adherent  to  the 
apical  parietal  pleura.  The  lung  was  crepitant 
throughout.  The  left  pleural  cavity  was  completely 
obliterated,  and  the  lung  was  adherent  to  the 
parietal  pleura  throughout,  although  the  paren- 
chyma  was  normal  and  crepitant.  The  trachea  and 
bronchi  were  normal. 


The  heart  was  small,  weighing  250  Gm.  with 
minimal  aortic  valvular  sclerosis  present.  Several 
fibrotic  areas  were  visible  in  the  sectioned  left 
ventricular  myocardium,  and  the  coronary  arteries 
were  minimally  sclerotic. 

The  peritoneal  cavity,  stomach,  small  and  large 
intestines,  and  pancreas  were  of  normal  appearance. 
The  hepatic  capsule  was  smooth,  stripping  easily 
from  an  organ  weighing  1,800  Gm.  with  no  meta- 
static nodulation  present.  The  gallbladder  and 
biliary  passages  contained  no  abnormalities. 

The  right  kidney  was  of  normal  size,  its  capsule 
stripping  easily,  with  healthy-appearing  cortex 
and  medulla  on  renal  section.  A double  ureter, 
each  segment  of  normal  caliber,  was  noted  entering 
the  pelvis.  The  left  kidney  was  enlarged  to  almost 
twice  normal  size,  and  the  pelvis  was  dilated.  The 
capsule  was  hyalinized  and  stripped  with  great  dif- 
ficulty. The  ureter  was  thickened  and  dilated,  3 
cm.  in  diameter,  and  greenish,  purulent,  fluid  ma- 
terial was  present  in  both  this  structure  and  the 
pelvis. 

The  bladder  was  open  and  appeared  small  in  size. 
The  vesical  wall  was  thickened,  especially  anteriorly, 
where  it  measured  2 cm.  The  left  lateral  wall  of 
the  bladder  was  adherent  to  the  bowel  and  to  the 
left  pelvic  wall.  In  this  region,  extensive  necrosis 
had  occurred. 

Crossing  the  left  posterior  aspect  of  the  bladder 
wall,  a large,  dilated,  thrombosed  vein  was  seen. 
The  vesical  interior  was  trabec-ulated,  exhibiting 
multiple  diverticula  of  various  sizes.  The  right 
ureteral  orifice  was  visualized,  but  the  left  was  not 
identifiable  in  the  mass  of  necrotic  tissue.  The 
prostate,  testes,  and  epididymides  were  of  normal 
size  and  consistency.  Histologic  sections  of  the 
left  lateral  vesical  wall  in  the  region  of  the  necrotic 
mass  corroborated  the  findings  by  biopsy. 

Summary 

1.  Carcinoma  and  stone  in  a diverticulum  of  the 
urinary  bladder  is  a rare  finding,  only  seven  cases 
having  been  previously  reported. 

2.  No  characteristic  symptoms  occur,  and  diag- 
nosis demands  a complete  urologic  investigation. 

3.  Treatment  should  be  early,  and  total  divertic- 
ulectomy  is  advised. 

4.  The  eighth  case  presenting  both  calculus  and 
tumor  in  a vesical  diverticulum  is  described. 

745  Fifth  Avenue 
104  East  40th  Street 
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BILATERAL  SUPERIOR  PELVIRECTAL  ABSCESS 

M.  P.  Cowett,  M.D.,  and  D.  H.  Saxe,  M.D.,  New  York  City 
( From  the  Department  of  Surgery,  New  York  University  College  of  Medicine ) 


'T1HE  subject  of  supralevator  abscess  has  received 
■*"  relatively  little  attention  in  surgical  literature, 
probably  for  two  reasons.  First,  it  is  an  uncommon 
lesion,  few  men  having  had  the  opportunity  of  see- 
ing more  than  a handful  of  such  cases  during  their 
professional  careers.  Second,  it  is  a condition  which 
frequently  is  undiagnosed.  When  cases  of  supraleva- 
tor abscess  are  further  classified  into  various  compo- 
nent types,  it  is  found  that  the  superior  pelvirectal 
abscesses  (in  distinction  to  the  retrorectal  or  intra- 
mural abscesses)  are  described  nearly  always  as  be- 
ing unilateral.  Gaston  and  Warren,  in  an  excellent 
treatise  on  the  subject,  note  that  while  these  sup- 
purative masses  originate  on  one  side,  they  may 
spread  to  the  opposite  side  if  the  process  is  permitted 
to  go  on  without  surgical  intervention.1  This  is  es- 
pecially true  in  the  male  because  of  anatomic  rela- 
tionships peculiar  to  that  sex. 

A brief  review  of  the  anatomy  of  the  supralevator 
spaces  is  a requisite  for  the  proper  understanding  of 
the  problem  and  its  surgical  implications.2-4  It 
will  be  remembered  that  the  superior  pelvirectal 
spaces  are  two  in  number,  a right  and  a left.  They 
are  usually  described  as  being  bounded  posteriorly 
by  the  lateral  ligaments  of  the  rectum;  anterolater- 
ally  by  the  bladder,  seminal  vesicles,  and  prostate  in 
the  male,  and  by  the  uterus  and  broad  ligaments  in 
the  female;  medially  by  the  fascia  propria  of  the 
rectum;  superiorly  by  the  reflected  peritoneum; 
and  interiorly  by  the  levator  ani  muscle  and  its  upper 
covering,  that  is,  the  supra-anal  fascia.  The  ret- 
rorectal space,  bounded  by  the  rectum  and  peri- 
toneal reflection  in  front  and  above,  by  the  sacrum 
posteriorly,  and  by  the  supra-anal  fascia  and  levator 
ani  muscle  inferiorly,  completes  the  anatomy  of  the 
supralevator  pelvic  space. 

Etiologically,  superior  pelvirectal  suppuration  is 
usually  thought  to  arise  from  infection  at  or  near  the 
anorectal  line,  spreading  to  the  supralevator  spaces 
via  the  lymphatics.  Other  causes  often  are  men- 
tioned. Infection  of  the  bladder,  prostate,  or 
seminal  vesicles,  with  direct  extension  posteriorly, 
is  probably  a frequent  etiologic  factor.  The  female 
counterpart,  that  is,  infection  of  the  uterus,  salpinx, 
or  ovary  is  more  uncommon.  Rectal  strictures  as- 
sociated with  lymphogranuloma  venereum  in  either 
sex  can  be  an  etiologic  basis  for  such  a suppurative 
process.  Likewise,  chronic  ulcerative  proctocolitis 
under  certain  conditions  may  be  responsible  for 
superior  pelvirectal  abscess.  Finally,  one  must  antic- 
ipate the  possibility  of  the  development  of  such  an 
abscess  from  perforation  of  the  bowel  and  subse- 
quent suppuration  in  that  area,  from  either  a natural 
process,  such  as  a benign  or  malignant  tumor,  di- 
verticulitis, or  from  an  unnatural  process  such  as 
foreign  body  or  surgical  accident.5  These  abscesses 
are  particularly  difficult  to  diagnose  in  a diabetic 
whose  insulin  requirement  increases  and  in  whom  the 
source  of  infection  is  obscure. 


The  symptoms  of  superior  pelvirectal  abscess  are 
often  so  vague  and  confusing  that  unless  the  phy- 
sician is  constantly  alert  to  the  possibility  and  unless 
he  performs  a very  careful  rectal  digital  examina- 
tion, the  diagnosis  will  most  certainly  be  missed. 
The  rather  sudden  onset  of  prostration  and  discom- 
fort on  taking  a deep  breath,  together  with  elevated 
temperature  and  a leukocytosis,  can  lead  to  the  er- 
roneous diagnosis  of  pneumonia.  Vague  lower  ab- 
dominal pain,  associated  with  a bearing-down  sensa- 
tion and  obstipation,  can  simulate  acute  appendici- 
tis or  diverticulitis,  depending  upon  whether  the  dis- 
comfort is  more  prominent  in  the  right  or  in  the  left 
lower  abdominal  quadrant.  Acute  urinary  reten- 
tion, caused  by  pressure  of  the  suppurative  mass 
against  the  bladder  neck,  may  simulate  urologic  dis- 
ease to  such  an  extent  that  valuable  time  may  be 
lost  before  the  true  nature  of  the  condition  is 
realized. 

The  only  localizing  physical  sign  of  supralevator 
abscess  is  found  on  the  rectal  digital  examination. 
As  one  advances  the  examining  finger  beyond  the 
anorectal  line,  one  is  impressed  by  the  sudden  mushy 
narrowing  of  the  normal  rectal  lumen.  This  bog- 
giness may  be  localized  in  a small  segment  of  the 
bowel  wall  itself(intramural),  or  it  may  exist  as  a dif- 
fuse soft  mass  on  one  or  both  sides  of  the  midline. 
When  it  is  felt  only  posteriorly  one  can  be  sure  the 
pathology  exists  in  the  retrorectal  or  presacral  space. 
Tenderness  attending  such  digital  examination  is  a 
variable  finding;  it  may  be  exquisite,  moderate,  or 
almost  absent. 

The  following  case  history  is  presented  not  only 
because  it  adds  a case  of  bilateral  superior  pelvirec- 
tal abscess  to  the  sparse  literature,  but  also  because 
no  distinct  etiologic  basis  could  be  found,  in  spite  of 
benefit  of  postmortem  examination. 

Case  Report 

J.  M.,  a white,  sixty-three-year-old,  unemployed 
laborer  of  Irish  stock,  was  seen  in  the  outpatient  de- 
partment of  Bellevue  Hospital  on  October  16,  1951. 
He  was  semidelirious  and  profoundly  ill,  and  there- 
fore a complete  history  could  not  be  elicited.  How- 
ever, the  following  details  of  his  current  history  were 
obtained.  He  had  lived  alone  for  many  years. 
For  at  least  one  week  prior  to  his  appearance  at  the 
hospital  he  had  been  troubled  by  dysuria,  weakness, 
fever,  anorexia,  obstipation,  and  lower  abdominal 
cramps.  These  symptoms  had  progressively  be- 
come more  pronounced,  finally  prompting  him  to 
seek  medical  aid. 

Examination  revealed  a large,  heavy-set  man  of 
about  sixty  years,  appearing  acutely  ill,  cyanotic, 
dyspneic,  shaking  violently  from  chills,  and  some- 
what disoriented.  Rectal  temperature  was  97  F. 
His  abdomen  was  obese,  soft  for  the  most  part,  ex- 
cept for  a moderate  sense  of  resistance  bilaterally  in 
the  lower  quadrants.  No  masses  could  be  pal- 
pated. Examination  of  the  genitalia  was  normal. 
Inspection  of  the  perineum  revealed  a somewhat 
raised  hyperemic  area,  roughly  7 by  7 cm.,  cor- 
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responding  to  the  skin  aspect  of  the  left  ischiorectal 
fossa.  A similar  but  less  pronounced  area,  5 by  5 
cm.,  appeared  on  the  right  side.  Both  these  raised 
areas  on  palpation  were  found  to  have  a tender  in- 
duration and  were  warm  to  the  touch,  in  contrast  to 
other  areas  of  the  skin  surface.  Rectal  digital  ex- 
amination was  extremely  painful  to  the  patient. 
The  entire  anorectal  canal  was  very  warm  to  the 
touch  of  the  palpating  finger.  Starting  from  a point 
4 cm.  from  the  anal  verge  and  extending  upward, 
there  was  a fluctuant,  exquistelv  tender  mass  bi- 
laterally and  anteriorly,  encroaching  upon  the  rectal 
lumen  with  considerable  pressure.  A catheterized 
urine  specimen  was  dark,  yellow,  and  turbid  with 
pH  of  7.5,  a trace  of  albumin,  and  20  to  30  white 
blood  corpuscles  per  high  power  field.  The  hemo- 
globin determination  was  11.0  Gm.,  red  blood  cells 
3,000.000,  and  white  blood  cells  15,000  with  72  per 
cent  polymorphonuclears. 

A tentative  diagnosis  of  bilateral  superior  pelvi- 
rectal abscess  was  made,  and  the  patient  was  ad- 
mitted to  the  surgical  ward.  Because  of  increasing 
delirium,  he  was  transferred  to  the  surgical  ward  of 
the  psychiatric  division.  By  this  time  his  tempera- 
ture had  gone  from  a subnormal  level  of  97  F.  to  a 
peak  of  105.4  F.  within  a matter  of  four  hours. 

Although  the  patient’s  condition  was  critical,  it 
was  felt  that  further  delay  of  surgical  intervention 
for  the  purpose  of  correcting  the  impending  state  of 
shock  would  carry  with  it  a risk  greater  than  that  of 
a limited  surgical  procedure.  Therefore,  after  ad- 
ministration of  the  first  liter  of  intravenous  plasma, 
the  patient  was  taken  to  the  operating  room  where, 
in  lithotomy  position  and  under  1 per  cent  local  pro- 
caine analgesia,  a 10  cm.  anterior-posterior  incision 
was  made  into  the  left  ischiorectal  space.  There  was 
no  apparent  collection  of  fluid  in  this  space.  After 
thorough  digital  exploration  of  the  fossa  its  levator 
musculo-fascial  roof  was  opened  by  thrusting  through 
it  the  blunt  points  of  a curved  hemostat,  using  the  in- 
dex finger  of  the  opposite  hand  as  a guide.  A rather 
small  amount  of  greenish-gray  pus  and  necrotic 
shreds  of  tissue  trickled  down  from  above.  This 
rent  was  enlarged  to  3 cm.  in  the  anterior-posterior 
direction,  by  spreading  the  points  of  the  hemostat. 
A Penrose  rubber  drain  was  inserted,  extending  from 
within  the  left  superior  pelvirectal  space,  through 
the  levator  ani  muscle  and  fascial  layers,  through 
the  left  ischiorectal  fossa,  to  the  outside  skin. 

A similar  procedure  was  carried  out  on  the  right 
side,  and  again  the  right  ischiorectal  fossa  was  found 
to  be  free  of  infection,  and  a small  amount  of  inspis- 
sated necrotic  purulent  material  was  drained  from 
the  right  superior  pelvirectal  space.  Subsequent 
bacteriologic  studies,  made  on  the  purulent  material 
found  on  each  side,  revealed  the  presence  of  Bacillus 
proteus  and  streptococci  overrun  by  B.  proteus. 

The  patient  left  the  operating  room  in  fair  con- 
dition, with  a Penrose  drain  placed  in  each  pelvirec- 
tal space.  There  had  been  practically  no  bleeding 
during  the  operative  procedure,  and  there  was  no 
evidence  of  bleeding  at  its  conclusion.  He  was  re- 
turned to  his  ward  bed  where  he  continued  to  receive 
parenteral  fluids  and  antibiotic  therapy  in  the  form 
of  penicillin,  streptomycin,  and  aureomyein. 

Eight  hours  after  surgery,  the  surgical  resident 
was  summoned  because  the  patient’s  dressings  were 
saturated  with  fresh  blood.  The  ischiorectal  fossae 
were  packed  with  copious  amounts  of  gauze  to  assure 
hemostasis.  The  following  morning  the  excessive 
gauze  packing  was  removed,  leaving  the  Penrose 
drains  as  originally. 


During  the  next  several  days  there  was  only  sparse, 
purulent  drainage  from  the  wounds,  the  patient’s 
general  condition  remaining  poor.  In  spite  of  all 
attempts  at  supportive  treatment  (antibiotics, 
blood,  plasma  and  other  parenteral  fluids,  ACTH  j 
he  became  progressive!}'  weaker,  and,  on  October 
23.  1951,  one  week  after  hospital  admission,  he  ex- 
pired. 

Autopsy  Findings. — To  conform  with  hospital  ad- 
ministrative directives  governing  postmortem  exam- 
ination of  unclaimed  bodies,  autopsy  was  per- 
formed eight  days  after  death,  and  the  following 
pertinent  findings  were  noted: 

The  abdomen  was  scaphoid,  and  no  organs  or 
masses  could  be  felt.  In  each  buttock  several 
centimeters  lateral  to  the  midline  there  was  an  L- 
shaped  surgical  wound  approximately  10  cm.  long, 
extending  from  the  skin  through  the  levator  ani 
muscles. 

The  abdominal  cavity  contained  no  excess  fluid. 
The  peritoneal  surfaces  were  smooth  and  glistening. 
The  greater  omentum  was  gathered  about  the  trans- 
verse colon.  The  mesenteries  presented  no  unusual 
features.  About  the  cecum  and  involving  the  tip  of 
the  appendix  was  a moderate  amount  of  flaky,  yel- 
low-green material  binding  the  tip  of  the  appendix 
to  the  cecum  and  the  adjacent  parietal  peritoneum. 
The  extraperitoneal  portion  of  the  pelvis  was  in- 
volved in  an  extensive  necrotizing  inflammatory 
process.  The  supralevator  space  surrounding  the 
neck  of  the  bladder,  the  prostate,  and  the  rectum 
bilaterally  was  filled  by  an  exudate  comprised  of 
green,  foul-smelling,  thick,  stringy  material.  This 
material  extended  up  the  anterior  abdominal  wall 
outside  the  peritoneum,  through  the  transversalis 
fascia,  and  into,  but  not  through,  the  rectus  ab- 
dominalis  muscles.  The  process  extended  lat- 
erally to  the  right,  following  the  pelvic  curvature,  to 
extend  above  the  iliac  crest,  and  then  proceeded  pos- 
teriorly to  the  retroperitoneal  area  and  extended  as 
high  as  the  lower  border  of  the  liver.  The  process 
was  extraperitoneal  throughout.  The  anus,  rectum, 
and  sigmoid  colon  appeared  to  be  intrinsically 
normal  in  all  respects. 

The  prostate  was  about  three  times  normal  size. 
The  right  lobe  was  deeply  discolored  greenish-yellow, 
and  numerous  foci  of  hemorrhagic  discoloration 
were  present  in  the  substance  of  the  prostate.  The 
left  lobe  had  several  hemorrhagic  discolorations  but 
was  of  the  ordinary  yellow-white  appearance.  The 
capsule  was  intact. 

The  seminal  vesicles  appeared  widely  dilated  and 
contained  a green-brown  viscid  fluid.  The  testes 
and  epididymides  were  in  no  way  remarkable.  Xo 
communication  was  found  between  the  retropubic 
abscess  and  the  genitourinary  tract. 

Microscopic  tissue  examination  of  the  prostate  and 
seminal  vesicles  revealed  essentially  normal  organs 
except  for  the  presence  of  adenomata  within  the 
prostate.  Several  of  these  were  entirely  necrotic, 
but  structural  outline  was  still  visible.  The  sur- 
rounding prostatic  tissue  was  viable,  and  in  a few 
places  there  were  aggregates  of  lymphocytes  and 
mononuclear  cells.  Many  glands  contained  cor- 
pora amylacea,  and  others  had  a few  mononuclear 
cells  in  their  lumina. 

The  concluding  pathology  note  reads  as  follows: 

“This  sixty-three-year-old  white  man  had  a large 
abscess  which  surrounded  the  bladder  and  rectum 
and  came  close  to  the  surface  in  the  supralevator  re- 
gions bilaterally.  Apparently  it  had  dissected  up 
the  right  abdominal  wall  extraperitoneally  and  had 
perforated  into  the  peritoneal  cavity  near  the  tip  of 
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the  appendix.  The  minute  area  of  peritonitis  re- 
sulting was  walled  off.  The  appendix  proved  to  be 
entirely  normal.  No  explanation  of  the  origin  of 
this  process  is  apparent.  It  is  conceivable  that  a 
previous  perforation  of  the  rectum,  perhaps  by  a 
foreign  body,  had  healed  and  left  no  trace.  How- 
ever, there  is  no  evidence  to  support  this  hypothesis. 
Presumably,  overwhelming  infection  caused  the 
patient’s  death.  The  packing  of  the  incisions  to 
stop  bleeding  apparently  also  stopped  drainage. 

“An  interesting  finding  was  that  of  multiple  in- 
farcts of  the  greatly  enlarged  prostate.  Although 
the  infarcts  were  in  the  region  of  the  abscess,  they 
were  not  inflamed,  and  there  was  no  demonstrable 
connection  between  them  and  the  abscess.  Pre- 
sumably, they  were  the  result  of  inadequate  blood 
supply  in  a large  prostate,  perhaps  because  of  pres- 
sure by  the  prostate  on  associated  vessels.” 

Summary  and  Conclusions 

Superior  pelvirectal  abscess  is  discussed  with  refer- 


ence to  its  anatomic,  etiologic,  and  pathologic  fac- 
tors. 

A fatal  case  of  bilateral  superior  pelvirectal  abscess 
is  added  to  the  rather  scanty  literature  on  this  sub- 
ject. The  case  reported  is  especially  unusual  in 
that  no  definite  etiology  could  be  established  even 
after  postmortem  examination. 
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LONG-TERM  PRESERVATION  OF  RED  BLOOD  CELLS  PREDICTED 


Long-term  preservation  of  red  blood  cells  through 
use  of  a glycerin,  deep-freeze  method  may  be  pos- 
sible in  the  near  future,  it  was  reported  in  an  article 
and  an  editorial  in  the  May  Archives  of  Surgery, 
published  by  the  American  Medical  Association. 
Red  blood  cells  now  can  be  stored  only  three  to  four 
weeks. 

“The  importance  of  such  a method,  permitting 
the  stockpiling  of  red  blood  cells  for  the  national 
defense  for  use  in  time  of  national  emergency  or 
disaster,  is  obvious,”  it  was  stated  by  the  authors  of 
the  article,  Dr.  Ivan  W.  Brown  Jr.,  and  Hilliard 
F.  Hardin,  M.A.,  of  Duke  University  School  of 
Medicine,  Durham,  North  Carolina. 

In  the  new  method  of  preservation,  an  anticoag- 
ulant is  added  to  the  withdrawn  blood  and  the  mix- 
ture is  centrifuged.  After  the  red  blood  cells  have 
settled  at  the  bottom  of  the  bottle,  the  plasma  is 
drawn  off.  Glycerin,  a dehydrating  agent,  is  then 
added  along  with  a sodium  lactate  solution  (an 
organic  salt  solution  which  aids  the  action  of  the 
glycerin). 

The  mixture  is  permitted  to  stand  for  a half-hour 
and  is  again  centrifuged.  The  glycerin-sodium 
lactate  is  drawn  off,  and  a stronger  concentration  of 
glycerin  is  added  along  with  more  sodium  lactate. 
The  mixture  is  then  quickly  frozen  and  stored  at  a 
temperature  of  — 70  C. 

The  frozen  blood  is  removed  from  storage  three 
to  four  hours  before  it  is  to  be  used.  It  is  rapidly 
rewarmed  by  rotating  the  container  while  it  is  sub- 
merged in  water  of  39  C.  until  the  blood  temperature 
reaches  5 to  10  C. 

The  mixture  is  then  centrifuged,  and  the  glycerin- 
sodium  lactate  mixture  removed  and  replaced  in 
stages  by  decreasing  concentrations  of  glycerin  and 


sodium  lactate.  Finally  the  red  cells  are  rinsed  and 
diluted  to  original  blood  volume  with  a sodium 
chloride  (salt)  and  lactose  (sugar)  solution. 

In  the  experimental  work,  at  the  end  of  six  and 
one-quarter  months  of  storage  at  — 70  C.,  over  90 
per  cent  of  the  red  blood  cells  were  recovered  intact, 
and  approximately  64  per  cent  of  these  cells  sur- 
vived normally  after  transfusion  into  the  human 
body. 

A similar  experiment  was  performed  by  the  doc- 
tors with  the  blood  being  stored  for  fifty  days  at 
— 15  C.  Only  79  per  cent  of  the  red  blood  cells  were 
recovered  intact  following  the  higher  temperature 
storage  period,  and  only  47  per  cent  of  these  re- 
covered cells  survived  normally  after  transfusion. 

No  immediate  or  delayed  reactions  were  encoun- 
tered when  these  stored  cells  were  transfused  into 
the  human  body,  the  doctors  reported.  It  was 
found  that  the  cells  may  be  satisfactorily  stored  in 
glass  or  metal  containers. 

This  new  procedure  may  be  a great  boon  to  the 
preservation  of  red  blood  cells  in  times  of  both  peace 
and  war,  the  Archives  of  Surgery  editorial  pointed 
out.  “Previous  inability  to  store  red  blood  cells 
has  been  a definite  handicap  to  maintaining  a con- 
stant supply  of  blood  during  peacetime,”  and  has 
made  the  “stockpiling  of  red  cells  for  the  continuing 
demands  of  national  defense  an  utter  impossibility,” 
it  stated. 

Although  many  problems  still  must  be  solved  be- 
fore the  glycerin  preservation  process  can  be  con- 
sidered practical,  the  trend  of  recent  studies  “may 
be  far-reaching,  as  they  indicate  that  means  may  be 
at  hand  for  preserving  red  blood  cells  for  at  least  one 
to  three  years,  and  perhaps  longer,”  the  editorial 
said. 


CORRESPONDENCE 


TREATMENT  OF  VARICOSE  VEINS 


To  the  Editor: 

A recent  report  by  Biegeleisen  in  the  April  15, 
1953,  issue  of  the  New  Yore  State  Journ  al  of 
Medicine  describes  the  author's  experience  in  the 
treatment  of  varicose  veins.  He  states  that  “in  the 
absence  of  proved  permanency  of  cure  by  surgical 
means,  injection  treatment  remains  the  treatment  of 
choice  in  most  cases.’’  This  statement  is  in  direct 
conflict  with  the  reports  from  leading  medical  cen- 
ters throughout  the  country1-9  and  therefore  de- 
serves careful  analysis. 

The  advocates  of  sclerotherapy  frequently  stress 
the  fact  that  injection  therapy  is  relatively  simple 
and  safe,  as  compared  with  surgical  treatment.  It 
is  true  that  injections  are  usually  innocuous,  but  it  is 
also  true  that  injection  treatment  carries  with  it, 
even  in  expert  hands,  the  risk  of  allergic  reactions, 
deep  phlebitis,  and  skin  sloughs.  It  is  impossible 
to  localize  accurately  the  effects  of  a sclerosing 
solution.  These  facts  have  been  borne  out  by  the 
results  of  recent  experimental  and  clinical  investiga- 
tions concerning  the  injection  treatment  for  varicose 
veins.110 

Kinmonth  and  Boyd  state  that  histologic  studies 
of  veins  injected  with  sclerosants  indicate  that  valves 
in  particular  may  be  damaged  by  doses  which  are  too 
small  to  produce  even  obliteration  of  the  vein.1 
Hanschell  feels  that  varicose  veins  thrombosed  ap- 
parently solidly  by  sclerosants  seldom  fail  to  be  re- 
canalized completely.10  “If  injected  cases  with  or 
without  concurrent  ligation  had  been  followed  for 
periods  over  ten  months,  injections  would  long  ago 
have  been  abandoned  as  useless.”  In  a series  of 
biopsies,  the  author  observed  that  recanalization 
always  occurred  unless  the  vein  wall  became  ne- 
crosed, and  with  necrosis  the  injected  vein  was  soft 
rather  than  hard.  “This  necrosis,  in  severity,  ex- 
tent. and  possible  harmfulness  is  not  within  the  in- 
jector’s control.”  Prioleau  states  that  injections 
should  be  reserved  only  for  the  obliteration  of  small 
unsightly  varicosities.1  Garber  also  concludes  that 
the  benefit,  if  any,  derived  from  sclerosant  injec- 
tions is  at  best  of  a temporary  nature.4  Recanaliza- 
tion is  inevitable  and  is  facilitated  by  the  necrosing, 
rather  than  sclerosing,  influence  to  which  the  vein 
wall  is  subjected. 

The  advocates  of  sclerotherapy  state  that  the 
patient  is  “saved”  from  an  operation.  Actually, 
many  patients  who  have  had  both  operative  and  in- 
jection treatment  have  stated  that  the  injections 
caused  more  pain  and  disability  than  the  operation. 
A complete  stripping  procedure,  with  total  ablation 
of  the  diseased  saphenous  system,  can  be  carried  out 
under  local  anesthesia.  The  patient  is  ambulatorv 


almost  immediately  following  operation.11  It  has 
been  observed  that  minimal  postoperative  reac- 
tion develops  if  the  patient  is  fully  ambulatory 
shortly  after  operation.  Postoperative  treatments 
are  reduced  to  a minimum  since  few,  if  any,  injec- 
tions are  necessary.  Not  only  are  all  incompetent 
veins  localized  preoperatively  and  effectively  elim- 
inated at  operation,  but  by  stripping  out  the  sa- 
phenous vein,  all  other  communicating  branches  are 
cut  off.  thus  minimizing  the  possibility  of  incompe- 
tency developing  at  these  sites  at  a future  date.  It 
is  apparent  that  the  ideal  procedure  for  varicose 
veins  should  include  the  following  features:  (1) 
(ligation  of  all  varices  at  their  junction  with  the  deep 
veins)  elimination  of  all  venous  incompetency  at  its 
source ; (2)  extirpation  of  the  remaining  varicose 

vein  segments  so  that  few,  if  any,  postoperative 
in j ections  are  necessary ; (3 ) making  as  few  incisions 
as  possible  so  that  the  operating  time  is  short  and  the 
cosmetic  result  good,  and  (4)  local  anesthesia  and 
mobilization  of  patient  almost  immediately  post- 
operatively. 

Dr.  Biegeleisen.  in  comparing  sclerotherapy  with 
surgical  treatment,  compares  his  series  of  patients 
treated  with  injections  with  “62  cases  undergoing 
various  types  of  venosurgery.  They  included  the 
author's  private  patients  as  well  as  others.”  Fifty- 
eight  of  these  62  patients  had  high  ligations,  or 
single  and  double  high  and  low  ligations  combined, 
or  excisions  alone  or  with  multiple  ligations.  On  the 
basis  of  this  group  of  patients,  the  author  describes  a 
very  high  incidence  of  recurrence  of  varicose  veins 
and  of  lymphedema  following  operation. 

In  the  first  place,  a stripping  procedure  was  used 
in  only  2 patients,  and  this  operation  is  now  generally 
accepted  as  the  most  effective  surgical  technic  for 
varicose  veins.  Second,  the  operations  were  per- 
formed by  several  physicians,  and  their  exact  tech- 
nic is  not  described.  Unfortunately,  in  a significant 
proportion  of  cases  the  high  saphenous  vein  ligation 
is  not  performed  at  a high  enough  level  (flush  with 
the  femoral),  and  the  small  branches  which  persist 
pave  the  way  for  the  recurrence  of  varicosities. 

As  far  as  the  incidence  of  lymphedema  is  con- 
cerned, in  a series  of  3.300  cases  operated  upon  by 
Linton.  Silbert,  Bull,  and  myself,  not  one  instance  of 
“lymph-leg"  has  been  noted  during  the  past  fifteen 
years.  This  is  in  sharp  contrast  to  the  high  inci- 
dence reported  by  Biegeleisen.  If  surgical  treat- 
ment is  carried  out  after  all  active  infection  has  been 
eradicated,  and  if  any  enlarged  lymphatic  vessels 
present  are  avoided,  there  should  be  no  postoperative 
lymphatic  obstruction. 

In  the  final  analysis,  the  prime  objective  of  treat- 
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ment  is  to  eliminate  all  detectable  venous  insuffi- 
ciency in  the  quickest  and  simplest  fashion,  and  with 
the  least  discomfort  and  expense  to  the  patient. 
Injection  therapy  is  a palliative,  not  a definitive, 
method  of  treatment,  and  it  does  not  accomplish 
this  objective  satisfactorily.  After  reviewing  the 
literature,  communicating  with  other  specialists  in 
this  field,  and  evaluating  my  own  results,  it  becomes 
apparent  that  this  objective  is  best  accomplished 
if  a meticulous  high  ligation  and  complete  stripping 
procedure  are  carried  out.  These  conclusions  are 
based  upon  five-  to  fifteen-year  follow-up  studies.11-14 

Robert  A.  Nabatoff,  M.D. 

1 150  Park  Avenue 
New  York  City 

Reply  by  Dr. 

To  the  Editor: 

It  is  axiomatic  that  in  seeking  the  answer  to  any 
problem  there  can  be  but  one  truth.  Either  vari- 
cose veins  is  a chronic  disease  or  else  it  is  not.  My 
recent  article,  the  subject  of  this  discussion,  was 
based  upon  twenty  years  of  clinical  experience 
which  concentrated  on  this  subject.  To  this  back- 
ground, I wish  to  add  now  my  further  experience  as 
chief  of  the  Vascular  Clinic  at  Beth  David  Hospital 
for  ten  years,  and  a similar  status  at  the  Stuyvesant 
Polyclinic  for  twenty  years. 

This  additional  clinical  experience  comprises  a 
total  of  2,500  vascular  cases  which  were  not  included 
in  the  article  mentioned  above.  This  group  con- 
sisted of  cases  that  had  never  been  operated  on,  as 
well  as  individuals  who  had  unsuccessfully  under- 
gone all  the  varied  types  of  vascular  surgery  in  vogue 
at  the  time.  From  my  personal  observation  of  this 
material,  I can  only  restate  my  former  position  more 
emphatically:  that  there  was  not  a single  case  of 
permanent  cure  in  any  patient  in  this  vast  group. 
From  this  evidence,  it  should  be  clear  that  the  con- 
dition of  varicose  veins  is  decidedly  chronic. 

My  conclusions  were  not  reached  without  con- 
siderable soul-searching,  and  an  intensive  study  of 
the  literature.  I felt  that  it  was  high  time,  indeed, 
that  someone  called  a halt  to  the  maze  of  confusing 
and  contradictory  claims  made  by  surgeons  in  every 
country  in  the  world.  Each  group  felt  that  its 
particular  type  of  operation  was  the  one  indicated 
for  this  condition.  In  fact,  it  is  unnecessary  for  me 
to  attack  any  surgical  procedure  because  the  sur- 
geons, themselves,  have  pre-empted  this  privilege. 

The  California  surgical  school,  headed  by  Sherman 
and  his  coworkers,  stated  flatly  that  previous  surgi- 
cal procedures  have  failed  because  they  did  not  take 
into  consideration  the  role  of  the  communicating 
system  of  veins.  They,  therefore,  threw  out  all  the 
previous  procedures,  including  the  stripping  opera- 
tion advocated  by  Nabatoff  et  at.  As  a matter  of 
fact,  a third  group  has  now  entered  the  picture  as 
recently  as  four  months  ago.  Piulachs  and  Vidal- 
Barraquer,  writing  in  the  February,  1953,  issue  of 
A ngiology,  claim  that,  not  only  is  the  attack  upon  the 
superificial  system  of  veins  incorrect  but,  also,  that 
operations  upon  the  communicating  vein  system  are 
insufficient.  These  authors  bring  out  a new  concept 
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Biegeleisen 

entirely,  that  the  fault  lies  in  the  development  of 
arteriovenous  aneurysms,  which  are  normally 
potentially  present  in  each  individual  but  dilate 
under  stress  to  produce  varicose  veins  and  its  attend- 
ant ills.  This  work,  if  confirmed,  would  throw  out 
completely  all  the  other  surgical  theories  to  date. 
It  is,  therefore,  unnecessary  for  me  to  refute  the 
claims  of  any  one  surgeon  or  group.  Their  incon- 
sistencies are  self-evident. 

As  to  lymphedema  accompanying  vascular  sur- 
gery, this  subject  is  too  large  to  discuss  in  detail  in 
this  communication.  A tremendous  amount  of 
work  on  the  relationship  between  varicose  veins, 
phlebitis,  and  lymphedema  has  been  done  and  re- 
ported, both  by  myself  and  many  other  workers. 
The  average  surgeon  cannot  accurately  appraise 
the  relationship  of  lymphedema  to  vascular  surgery. 
This  is  so  because  demonstrable  lymph-leg  pathology 
may  not  appear  for  five  to  twenty  years  following 
operation.  I have  on  file  hundreds  of  cases  in 
which  lymph  leg  following  phlebitis,  either  of  the 
postoperative  or  postpartum  type,  did  not  show  up 
clinically  for  fifteen  years.  Vascular  surgery  in 
cases  of  varicose  veins  often  causes  “flare-ups”  of 
latent  phlebitis  which  act  in  a similar  insidious  and 
delayed  fashion. 

Sclerotherapists  are  called  upon  to  treat  these 
lymph  legs,  which  are  usually  accompanied  by  fresh 
varicose  veins.  They  therefore  are  able  to  piece  the 
story  together  and  draw  correct  conclusions.  My 
experience  has  been  that  surgeons  in  general  are  un- 
aware, in  many  instances,  of  the  existence  of  latent 
phlebitis.  This  whole  subject  will  be  the  basis  of  an 
early  forthcoming  report  to  further  apprise  the  medi- 
cal profession  of  the  perils  inherent  in  overzealous 
vascular  surgery. 

No  surgeon  has  yet  published  an  authoritative 
follow-up  study  comparable  in  time  limit  to  the 
series  I presented.  It  is  clear  why  this  has  never 
occurred.  The  surgeon  is  the  last  person  in  the 
world  who  can  evaluate  the  end  results  of  vascular 
surgery.  There  are  two  good  reasons  why  this  is  so. 
In  the  first  place,  patients  who  develop  a relapse 
following  operation  rarely  return  to  the  original 
surgeon.  To  the  patient’s  mind,  an  operation  is  a 
final  step  and  represents  to  him  that  particular  doc- 
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tor’s  ultimate  treatment.  To  that  patient,  the 
doctor  has  delivered  his  coup  de  grace  and  can  do  no 
more.  Consequently,  in  case  of  failure,  he  seeks 
help  elsewhere.  In  the  second  place,  patients  who 
deem  themselves  cured  will  not  return  for  extended 
follow-up  study.  It  is  unrealistic  to  expect  an  in- 
dividual to  return  to  a surgeon  each  year  for  ten  or 
fifteen  years  to  demonstrate  that  his  varicose  vein 
operation  was  a success.  Human  beings  do  not  act 
in  this  fashion. 

The  general  practitioner  or  the  sclerotherapist  is  in 
a better  position  for  follow-up  study  of  this  kind. 
When  a patient  submits  to  injection  treatment,  he  is 
in  contact  with  his  physician  for  a period  of  months. 
It  is  reasonable  and  practical  to  have  him  return  in 
six  months  or  a year  to  see  if  further  injections  are 
needed.  To  the  patient’s  mind,  there  is  not  the 
same  finality  as  in  an  operative  procedure.  And,  in- 
deed, practical  experience  bears  this  out.  In  private 
practice,  I have  cases  that  have  been  with  me  for  as 
long  as  twenty  years,  and,  in  the  clinic,  it  is  a com- 
mon experience  to  see  patients  who  have  been 


treated  five  or  ten  years  previously.  No  surgeon 
can  duplicate  this  type  of  observation  in  this  field. 

Varicose  veins  is  part  of  a constitutional  disease  as 
are  hemorrhoids,  hernias,  and  other  manifestations 
of  fascial  weakness.  Each  change  in  surgical  at- 
tack brings  this  point  out  more  strongly.  The  new 
theory  of  arteriovenous  aneurysms  as  a cause  of 
varicosis  does  not  belie  this  concept.  It  is  entirely 
plausible  that  the  vascular  weakness  could  extend 
down  to  the  arterial  system  itself. 

More  and  more  surgeons  are  becoming  aware  of 
the  pernicious  character  and  chronicity  of  this 
vascular  problem.  The  issue  must  be  faced.  Mod- 
ern treatment  for  varicosis  is  a failure  as  far  as  per- 
manency goes  and,  in  my  opinion,  wall  always  be  so. 
That  is  why  I have  advocated  conservative  injec- 
tion treatment  followed  by  periodic  checkups,  and  I 
feel  that  continued  study  wall  bear  this  out. 

H.  I.  Biegeleisen,  M.D. 

133  East  58th  Street 
New  York  City 


INFECTION  RECURRENCES  STOPPED  BY  TREATMENT  OF  ENTIRE  FAMILY 


Because  of  the  intimacy  of  family  life,  bacterial 
infections  may  become  rampant  within  a family. 
Recognition  of  family  infections  and  treatment  of 
the  entire  family,  including  those  not  sick,  osten- 
sibly offers  the  best  hope  for  the  management  and 
prevention  of  repeated  infections,  it  was  reported 
in  the  April  25  J.A.M.A. 

Although  several  members  of  a family  may  be- 
come ill,  it  is  often  a given  child  who  is  repeatedly 
infected  by  an  adult  carrier,  according  to  Dr.  C. 
Henry  Kempe,  San  Francisco.  Dr.  Kempe,  who 
is  associated  with  the  Division  of  Pediatrics,  Univer- 
sity of  California  School  of  Medicine,  stated: 

“It  is  no  wonder  that  such  a family  reservoir  is  so 
frequently  present  in  childhood  infections.  The 
great  intimacy  of  family  contact  predisposes  to 
repeated  and  massive  exposure  of  a susceptible 
family  member  to  a carrier  whom  he  sees,  frequently 
touches,  and  kisses  day  in  and  day  out.” 

The  most  important  of  the  bacterial  pathogens, 
which  are  carried  back  and  forth  in  the  family 


group  and  in  which  the  family  acts  as  a reservoir  of 
repeated  childhood  infections,  are  those  which  af- 
fect the  skin,  intestinal  tract,  and  respiratory  system. 
They  include  infections  caused  by  pneumococcus, 
influenza,  streptococcus,  staphylococcus,  and  Sal- 
monella and  Shigella  bacteria. 

“In  the  past  year  I have  seen  48  family  outbreaks  of 
pneumococcic  infection  in  which  two  or  more  mem- 
bers of  the  family  were  shown  to  be  affected  by  the 
same  type  of  pneumococcus,”  Dr.  Kempe  said. 
“There  was  a striking  variety  of  types  of  diseases 
produced  by  a single  pathogen  in  these  family 
members.  Another  important  factor  was  the  fact 
that  treatment  and  improvement  of  a single  member 
did  not  solve  the  problem,  because  reinfection  in- 
variably occurred  from  a ‘healthy’  carrier  member 
in  the  family. 

“It  is  clear  that  the  family  physician  is  in  a unique 
position  to  realize  the  familial  nature  of  reinfection 
in  these  bacterial  diseases  and  to  attack  the  problem 
by  treating  the  entire  family.” 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  May  6,  1953,  from  2:15  to 
3:25  p.m.  at  the  offices  of  the  Medical  Society 
of  the  County  of  Erie,  Hotel  Statler,  Buffalo. 

Secretary’s  Report 

LTpon  motion  of  the  secretary,  the  Council 
voted  to  remit  1953  annual  State  dues  of  seven  mem- 
bers because  of  illness,  1952  dues  of  three  members 
and  1953  dues  of  50  members  because  of  service  with 
the  armed  forces.  It  was  also  voted  to  request  re- 
mission of  American  Medical  Association  dues  of 
one  member  for  1950,  four  members  for  1951,  six 
members  for  1952,  and  40  members  for  1953. 

Dr.  Anderton  reported : “Since  your  last  meeting, 
the  main  objective  in  the  headquarters  office  has 
been  preparation  for  the  Annual  Meeting. 

“Your  secretary  attended  part  of  the  meeting  of 
the  Public  Relations  Committee  following  your  last 
meeting,  April  9;  also,  a meeting  of  the  Board  of 
Directors  of  the  Blood  Banks  Association  of  New 
York  State,  Inc. 

“On  April  14, 1 represented  the  American  Medical 
Association,  in  the  place  of  Dr.  Thomas  Murdock, 
at  a meeting  of  the  Committee  on  Careers  in  Nurs- 
ing, Vanderbilt  Hotel,  New  York  City.  On  April 
16, 1 attended  a meeting  of  the  Committee  to  Evalu- 
ate Legislative  Activities.  April  22,  in  company 
with  Dr.  Chas.  Gordon  Heyd  and  Dr.  Laurance  D. 
Redway,  I attended  a testimonial  dinner  in  honor  of 
Dr.  John  J.  Masterson,  given  by  the  staff  of  the 
Norwegian  Lutheran  Deaconesses’  Home  and  Hos- 
pital, Brooklyn.  Dr.  Heyd  was  the  principal 
speaker  of  the  evening.  Your  secretary  presented  a 
short  address.  This  dinner  was  a fitting  tribute  to 
the  gentleman  who  had  been  radiologist  at  the 
Norwegian  Lutheran  Deaconesses’  Home  and 
Hospital  for  the  past  forty  years. 

“On  April  25,  the  final  judging  of  the  New  York 
State  school  children’s  Health  Poster  Contest  was 
attended  at  the  home  of  the  Medical  Society  of  the 
County  of  Queens.  The  posters  were  remarkably 
well  done.  The  judges,  the  Woman’s  Auxiliary, 
and  the  Public  Relations  Committee  deserve  the 
thanks  of  our  Society.  On  April  26,  your  secretary' 
went  to  the  meeting  of  the  Rural  Medical  Service 
Subcommittee  of  the  Medical  Licensure  and  Medical 
Service  Committee,  at  Ithaca,  and  the  following  day, 
with  Dr.  Walter  W.  Mott,  attended  the  annual 
meeting  of  the  Connecticut  State  Medical  Society, 
at  Hamden,  Connecticut. 

“The  Public  and  Professional  Relations  Bureau 
has  invited  your  secretary  to  take  part  in  a broad- 
cast over  Station  WKBW,  Buffalo,  Saturday'  evening, 
May  2. 

“Several  committee  and  board  meetings  are 
planned  the  day  before  and  during  the  convention. 

“A  handsome  wrist  watch,  with  appropriate 
inscription,  has  been  purchased  for  Miss  Janet  Loyr, 
in  accordance  with  your  instructions,  to  be  pre- 
sented to  her  in  June  in  commemoration  of  her 
twenty-five  years  service  with  the  Society. 

“On  April  23,  your  secretary  conferred  with  Mr. 
Beekman  Pool,  executive  secretary  of  the  State 
Charities  Aid  Association.  It  is  the  present  in- 
tention of  that  body  to  seek  introduction  into  the 
1954  New  York  State  Legislature  of  a bill  similar  to 
the  1953  bill  advocating  a commission  to  study  legis- 
lation regarding  the  healing  arts. 

“It  is  respectfully  suggested  that  you  vote  where 


the  Council  wishes  to  meet  in  June  and  subsequently, 
for  instance  at  the  Manhattan  Club,  the  Society 
headquarters,  or  elsewhere.” 

After  discussion,  it  was  voted  that  the  Council 
meet  regularly  at  the  Manhattan  Club. 

It  was  voted  that  the  June  meeting  of  the  Council 
be  held  on  Friday,  June  5,  at  9 a.m.  at  the  Man- 
hattan Club. 

The  report  was  approved. 

The  Treasurer’s  report  was  accepted. 

Reports  of  Committees 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  chairman,  submitted  an  estimate  of  the 
cost  of  alterations  to  the  Society’s  offices  on  the 
nineteenth  floor  at  386  Fourth  Avenue,  New  York 
City,  and  to  the  additional  space  which  has  just 
been  rented  on  the  sixth  floor. 

Veterans  Administration. — Dr.  Herbert  H.  Bauc- 
kus,  chairman,  stated:  “The  House  of  Delegates 
yesterday  voted  to  refer  our  resolution  to  the  Coun- 
cil for  editing  and  for  some  change  in  language, 
including  the  reference  to  sending  it  to  the  Congress. 
The  resolution  also  contained  the  fact  of  sending  it 
to  the  American  Medical  Association  meeting, 
and  if  it  is  not  acted  upon  today  it  would  be  too  late 
for  this  meeting  of  the  American  Medical  Associa- 
tion.” 

After  discussion,  the  secretary  was  authorized 
to  make  the  necessary  editorial  changes. 

Woman’s  Auxiliary.— Dr.  Walter  W.  Mott, 
chairman  for  the  year  1952-1953,  stated:  “The 
report  of  the  president  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York, 
Mrs.  Harry  I.  Norton,  for  the  year  1952-1953,  is  as 
follows:” 

Annual  President’s  Report,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of 
New  York 

As  president  of  the  Woman’s  Auxiliary  I have  the 
pleasure  and  honor  to  present  the  following  report 
for  the  year  1952-1953: 

Organization. — Our  total  membership  of  4,269 
represents  an  increase  of  251  new  members  in  46 
organized  counties.  Only  California  and  Penn- 
sylvania surpass  us  nationally  in  membership. 
Much  correspondence  has  been  carried  on  this  year 
by  our  State  chairman  of  organization,  Mrs.  Michael 
M.  Schultz,  with  the  Medical  Societies  of  New  York, 
Bronx,  Delaware,  Rockland,  Putnam,  Chemung, 
Otsego,  Essex,  and  Montgomery  counties.  We 
are  hopeful  that  sufficient  groundwork  has  been 
laid  to  induce  those  counties  to  form  auxiliaries  in 
the  coming  year. 

Program. — Late  in  September,  Cornell  University 
campus  provided  the  setting  for  our  annual  two-day 
Fall  Conference  for  State  officers,  county  presidents, 
and  presidents-elect.  During  this  meeting  we  dis- 
tributed the  Ladder,  our  yearly  publication  showing 
the  scope  of  Auxiliary  activities  as  outlined  in  the 
plans  and  suggestions  of  each  State  chairman.  In 
addition  to  the  Ladder,  the  president  prepared  a 
manual  of  instruction,  the  “County  President’s 
Guide,”  which  lists  the  duties  of  each  county  officer, 
ways  to  implement  Auxiliary  activities  in  the  com- 
munity, and  a calendar  of  events. 
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Our  nine  councillors  presided  at  their  respective 
district  meetings  held  during  the  three  fall  months. 
An  effort  was  made  to  conduct  these  groups  as 
schools  of  instruction  for  county  officers  and  mem- 
bers. We  must  admit,  however,  that  for  the  effort 
expended  far  too  few  were  in  attendance. 

Public  Relations. — In  public  relations  we  have 
been  particularly  active,  and  I think  the  diversity 
of  county  projects  will  surprise  you.  The  activities, 
mentioned  by  county  presidents  in  their  annual 
reports,  indicate  that  our  theme,  ".Assume  Com- 
munity Responsibility,”  was  wholeheartedly  ac- 
cepted and  followed.  Our  women  aided  their 
communities  by  staffing  blood  banks  in  the  capacity 
of  clerical  workers,  hostesses,  obtaining  donors, 
and  supervising  bloodmobile  nurses:  providing 

both  necessities  and  pleasures  for  inmates  of  homes 
for  the  aged  and  children’s  homes;  publicizing  and 
aiding  diabetic  detection  days;  participating  in 
heart  fund  drives,  and  campaigns  benefiting  the 
Red  Cross,  Community  Chest,  and  March  of  Dimes; 
helping  in  health  examinations  for  preschool  children ; 
handling  the  arrival  and  departure  of  the  Herald 
Tribune  Fresh  Air  Fund  children;  naming  hostesses 
for  the  USO.  and  registrants  for  civil  defense  per- 
sonnel: working  in  clinics  and  sponsoring  health 
education  programs  on  cancer,  mental  health,  and 
cerebral  palsy;  making  surveys  of  county  nursing 
homes:  providing  speakers  for  lay  groups;  making 
dressings  for  home  cancer  cases:  teaching  an  ex- 
pectant mothers  class  proper  prenatal  and  postnatal 
care;  serving  as  nurses  aides  and  giving  countless 
hours  in  hospital  work,  and  assisting  local  health 
agencies  in  a “Better  Health  Week.” 

In  addition,  many  of  our  auxiliaries  have  main- 
tained health  booths  at  county  fairs.  In  coopera- 
tion with  the  Medical  Society,  the  State  Auxiliary 
sponsored  an  exhibit  in  September  at  the  New  York 
State  Fair  in  Syracuse.  Featured  were  public 
relations,  nurse  recruitment,  nutrition,  and  volun- 
tary health  plans.  An  attraction  which  drew 
crowds  to  the  display  was  the  weighing  of  guests, 
who  were  given  cards  showing  their  actual  weight 
and  height  and  what  their  weight  should  be  for 
good  health.  An  estimated  12.000  people  daily 
visited  the  exhibit. 

This  year  for  the  first  time  32  county  auxiliaries 
took  part  in  a St  ate- wide  Health  PosterContest  which 
was  planned  by  Mrs.  Harold  B.  Johnson  last  year 
and  carried  through  to  successful  completion  this 
spring  by  the  State  chairman  of  public  relations, 
Mrs.  Isadora  Zadek.  The  contest  proved  to  be  one 
of  the  most  satisfying  projects  we  have  ever  under- 
taken. Over  6.000  entries  were  received.  The 
designs  and  subject  matter  gave  evidence  of  the 
fact  that  thousands  of  school  children  were  alerted 
to  proper  health  habits  and  ideals. 

Nurse  Recruitment. — Since  1947,  we  have  been 
interested  in  nurse  recruitment  and  scholarships. 
We  are  proud  that  we  have  an  enviable  record  in 
the  national  organization  for  the  number  of  scholar- 
ships granted.  During  this  past  year.  33  auxiliaries 
awarded  66  scholarships  costing  $6,855.  Eight 
additional  auxiliaries  made  available  to  nursing 
students  cash  funds  of  $1,350,  making  a total  of 
$8,205  spent  by  41  auxiliaries  in  this  one  year. 
With  180  scholarships  granted  in  previous  years,  the 
Auxiliary  has  now  been  responsible  for  the  nursing 
education  of  246  students,  and  an  expenditure  of 
$41,779. 

Satisfactoiy  recruitment  work  has  been  carried 
on  through  contacts  with  high-school  vocational 
advisers  and  with  community  nursing  councils, 


through  literature,  movies,  talks  to  students,  and 
tours  through  hospitals.  A few  of  our  auxiliaries 
have  formed  “Future  Nurses  Clubs”  in  schools, 
and  others  are  showing  definite  interest  in  their 
advantages. 

Medical  Defense. — Many  county  presidents  in 
their  annual  reports  mention  the  assistance  their 
members  gave  during  the  year  to  civil  defense 
registration  and  the  recruitment  of  medical  volun- 
teers. Many  served  as  aides  in  various  capacities 
to  defense  directors,  and  others  secured  prominent 
space  for  the  display  of  emergency  kits.  At  least 
one  auxiliary  provided  members  to  man  a weekly 
three-hour  shift  at  “sky  watch.”  Questionnaires 
and  letters  were  sent  to  all  defense  coordinators 
and  their  deputies  to  determine  the  existing  medical 
defense  facilities  in  each  county. 

Legislation. — Early  last  fall,  the  main  activity  of 
our  legislation  program  was  concentrated  on  the 
“Register  and  Vote  Drive.”  Our  members  worked 
in  every  conceivable  capacity  to  get  results:  revising 
voting  fists,  talking  at  meetings,  writing  letters, 
making  thousands  of  phone  calls,  transporting  vo- 
ters to  the  polls,  and  even  acting  as  baby  sitters. 

In  our  regular  meetings,  candidates  and  their 
previous  records  were  discussed.  Literature  was 
distributed  and  information  given  on  both  the  na- 
tional and  State  levels.  Publicly,  our  women  acted 
not  as  auxiliary  members  but  as  individuals. 

Shortly  after  election,  you  gentlemen  of  the  Medi- 
cal Society  asked  for  our  all-out  support  in  the  chiro- 
practic campaign  to  acquaint  the  public  with  the 
dangers  of  cult  practice.  Almost  every  count}- 
formed  a Citizens’  Health  Education  Committee 
under  the  guidance  of  our  State  legislation  chairman, 
Mrs.  Michael  Slovak.  Our  members  worked  like 
beavers,  demonstrating  the  fact  that  we  welcome 
specific  jobs  assigned  by  the  Society.  We  were 
happy  that  the  chiropractic  bill  was  defeated,  and 
we  were  rewarded  in  the  knowledge  that  mam- 
people  in  New  York  State  were  made  aware  that 
their  doctors  strive  to  maintain  their  profession’s 
high  standard  and  protect  public  health. 

Philanthropy. — Almost  without  exception  all  of 
our  auxiliaries  contribute,  and  do  so  happily,  to 
the  Physicians’  Home  fund.  This  year  we  expect 
to  present  Dr.  Beverly  Smith,  the  president,  about 
$1,500.  We  are  grateful  to  Dr.  Smith  and  to  Dr. 
Mott  for  their  efforts  that  now  make  it  possible 
for  our  Physicians'  Home  chairman  to  be  a member 
of  the  Physicians’  Home  board  and  to  be  privileged 
to  attend  board  meetings. 

Our  members  have  other  philanthropy  to  their 
credit,  such  as  the  scholarship  grants  mentioned 
earlier,  donating  Christmas  food  baskets  to  the 
needy,  clothing  and  toys  to  children  in  county 
homes,  and  contributing  to  the  heart  fund  and  other 
campaigns.  One  county  bought  a TV  set  for  a 
home  for  the  aged,  and  another  secured  bedside 
tables  for  a local  hospital.  Nineteen  county  auxili- 
aries have  added  about  $1,200  to  the  American 
Medical  Education  Fund.  .Altogether,  our  philan- 
thropic fund  for  1952-1953  totals  over  $11,000. 

Distaff. — Our  Distaff  continues  to  be  our  pride 
and  joy,  and  the  same  fine  publication  that  we  have 
come  to  expect  from  the  editor,  Mrs.  Adolph  H. 
Emerson.  Because  you  gentlemen  of  the  Medical 
Society  contribute  so  generously  each  year  toward 
the  expense  of  Distaff,  I know  that  you  will  feel 
the  same  satisfaction  that  we  of  the  Auxiliary  do 
that  our  paper  is  regarded  so  favorably  by  the  officers 
of  other  state  auxiliaries.  I am  on  the  mailing  fist 
of  many  state  publications  and  I sincerely  believe 
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that  Distaff  stands  not  only  at  the  head  of  the  class 
but  in  a class  by  itself. 

Recognition. — Through  the  years  a pleasant  rela- 
tionship has  developed  between  county  auxiliaries 
and  their  medical  societies,  indicated  by  joint  meet- 
ings and  at  least  once-a-year  social  meetings.  The 
appointment  of  a county  advisory  committee  is 
now  the  rule  rather  than  the  exception.  Our 
county  chairmen  of  legislation  and  public  relations 
are  being  invited  to  attend  meetings  of  their  parent 
committees.  Many  county  presidents  are  now 
asked  to  contribute  a page  to  monthly  society 
bulletins,  and  to  deliver  their  annual  reports  at 
medical  society  meetings.  To  the  State  Auxiliary 
substantial  financial  aid  has  been  given  by  the 
State  Society  for  the  printing  of  Distaff , for  the  State 
Fair  and  the  Health  Poster  Contest.  Our  State 
chairman  of  public  relations  was  invited  recently 
to  speak  before  a State  Public  Relations  Conference. 
For  all  the  assistance  and  recognition  given  to  our 
group  we  are  truly  grateful. 

Personal  Activities. — During  my  year  as  president 
I have  traveled  over  10,000  miles.  I have  visited 
nine  counties,  and  attended  six  district  meetings, 
seven  special  committee  meetings,  and  the  State 
President’s  Conference  in  Chicago.  It  was  my 
pleasure  to  preside  at  the  postconvention  meeting 
in  New  York  City,  five  Board  of  Directors’  meetings, 
and  the  opening  session  of  the  Fall  Conference  in 
Ithaca.  I have  written  over  700  personal  letters 
and  prepared  ten  letters  for  mimeographing  and 
mailing  to  the  general  membership.  I compiled  a 
“Guide  for  County  Presidents.”  assembled  the 
Ladder  material,  wrote  three  articles  for  Distaff, 
one  for  the  Ladder,  and  three  reports  for  the  Council 
of  the  State  Medical  Society.  At  various  times 
during  the  year  I was  invited  to  represent  the  Auxili- 
ary at  stated  meetings  of  the  American  Cancer 
Society,  the  National  Foundation  for  Infantile 
Paralysis,  the  New  York  State  Fair  Women’s 


Committee,  the  New  York  State  Citizens’  Health 
Council,  the  100th  anniversary  of  the  Livingston 
County  Medical  Society,  and  the  State  Conven- 
tions of  the  Auxiliaries  of  Pennsylvania,  Michigan, 
Massachusetts,  Delaware,  and  Tennessee. 

No  president  who  serves  in  such  a worthy  organi- 
zation as  this  Auxiliary  could  end  her  report  without 
expressing  her  appreciation  and  indebtedness  to 
you  members  of  the  Council,  to  Dr.  Wentworth, 
Dr.  Anderton,  to  Mr.  Miebach  and  his  staff,  to 
Mr.  Walsh,  Miss  Buckley,  and  Miss  Battaglia, 
and  in  particular  to  Dr.  Mott  and  the  members  of 
his  Advisory  Committee.  They  have  been  most 
understanding,  and  never  too  busy  to  listen  and  to 
counsel. 

To  my  successor,  Mrs.  Thomas  M.  d’ Angelo, 
I wish  a happy  and  successful  year,  and  I assure 
her  of  my  support  and  continued  interest. 

New  Business 

Dinner  to  American  Medical  Association  Officials 
and  House  of  Delegates. — Dr.  J.  Stanley  Kenney 
made  an  announcement  regarding  a dinner  to  be 
tendered  on  Monday  night,  June  1,  1953,  to  the 
officers,  house  of  delegates,  and  councils  of  the 
American  Medical  Association  by  this  Society  and 
the  five  county  medical  societies  of  the  First  District 
Branch. 

Committee  Appointments. — Dr.  Eggston  sub- 
mitted a list  of  committees  for  the  year  1953-1954. 
The  Council  made  several  suggestions  and  changes 
in  the  list.  The  Council  then  approved  the  com- 
mittees as  submitted  by  the  President,  allowing  him 
the  power  to  make  such  additional  changes  as  he 
might  deem  advisable,  and  to  appoint  the  Special 
Committee  to  Study  the  Needs  of  the  General 
Practitioner.  A list  of  committees  will  be  published 
in  the  summary  of  the  June  minutes  of  the  Council. 


LIFE  SPAN  PROBABILITIES 

At  least  three  quarters  of  the  white  girl  babies 
born  in  the  United  States  this  year  wall  survive  to 
their  sixty-sixth  birthday,  as  contrasted  with  a 
corresponding  age  of  twenty-eight  years  under  the 
health  conditions  prevailing  in  1900,  according  to 
the  Metropolitan  Life  Insurance  Company  statisti- 
cians. 

The  age  to  which  75  per  cent  of  the  male  white 
babies  may  be  expected  to  survive  has  advanced 
from  somewhat  less  than  twenty-three  years  under 
the  health  conditions  of  1900  to  about  fifty-nine 
years  under  current  mortality  conditions. 

The  statisticians  point  to  this  progress  in  prevent- 
ing premature  death  and  increasing  the  proportion 
of  the  population  surviving  to  the  older  ages  as  a 
major  accomplishment  of  the  twentieth  century. 

Substantial  gains  also  have  been  made  in  in- 
creasing the  age  to  which  half  of  the  newborn  may 
be  expected  to  survive.  Among  males  the  age  for 
50  per  cent  survivorship  has  advanced  from  fifty- 
seven  years  to  beyond  the  Biblical  three  score  and 


ten,  and  among  females  from  little  more  than  sixty 
years  to  seventy-six  years. 

Similarly,  the  age  at  which  at  least  25  per  cent  of 
the  newborn  survive  has  risen,  over  the  half  century, 
from  age  seventy-three  to  over  seventy-nine  in  the 
case  of  males  and  from  seventy-five  to  eighty-four 
in  the  case  of  females.  These  relatively  small  ad- 
vances, the  staticians  observe,  reflect  not  only  the 
slower  progress  made  against  the  diseases  of  middle 
and  later  life  but  also  the  narrower  range  within 
which  survivorship  can  be  improved  as  the  limit  of 
human  life  is  approached. 

“Further  gains  in  longevity  will  depend  largely 
on  the  development  of  new  means  for  combating  the 
toll  of  the  major  degenerative  diseases,”  the  statis- 
ticians comment.  “In  order  to  advance  knowledge 
on  the  prevention  and  control  of  these  conditions, 
the  life  insurance  companies  of  the  United  States 
and  Canada,  through  the  Life  Insurance  Medical 
Research  Fund,  have  contributed  more  than 
$5,500,000  since  1945  for  research  in  this  field.” 


NECROLOGY 


Homer  Thomas  Bull,  M.D.,  of  Geneseo,  died  on 
June  1 at  his  home  at  the  age  of  fifty-one.  Dr.  Bull 
received  his  medical  degree  from  the  University  of 
Toronto  Medical  School  in  1927  and  interned  at  the 
Toronto  General  Hospital.  During  World  War  II 
he  served  as  a flight  surgeon  in  the  U.S.  Army 
Medical  Corps,  with  the  rank  of  major.  Dr.  Bull 
was  on  the  medical  staff  of  the  Wyoming  County 
Community  Hospital  in  Warsaw  and  a member  of 
the  Association  of  Military  Surgeons  of  the  United 
States,  the  Livingston  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Echtman,  M.D.,  of  New  York  City,  died  on 
June  26  at  his  home  at  the  age  of  sixty-seven.  A 
native  of  Russia,  Dr.  Echtman  received  his  medical 
degree  from  the  New  York  Homeopathic  Medical 
College  in  1919  and  from  1921  to  1944  served  on  the 
staff  of  the  Mount  Sinai  Hospital.  He  was  lecturer 
in  physical  medicine  and  clinical  physician  at  the 
New  York  Medical  College  and  Flower  and  Fifth 
Avenue  and  Metropolitan  Hospitals  for  several 
years  and  had  also  served  as  chief  of  the  physiother- 
apy clinic  at  Stuyvesant  Polyclinic  Hospital  and  as 
chief  of  physical  medicine  at  Beth  David  Hospital. 
In  1951  he  published  The  Cure  of  Rheumatoid  Arthri- 
tis and  Related  Conditions  by  Physical  Medicine. 
Dr.  Echtman  was  a member  of  the  American  Con- 
gress for  Physical  Medicine,  the  American  Rheuma- 
tism Association,  the  New  York  Society  of  Physical 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Frederick  Frasch,  M.D.,  of  Rochester, 
died  on  April  11  at  the  age  of  seventy-nine.  Dr. 
Frasch  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1902.  He  was  a member  of 
the  Rochester  Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Adolfe  Gruenspecht,  M.D.,  of  New  York  City, 
died  on  February  8 at  the  age  of  seventy-two.  Dr. 
Gruenspecht  received  his  medical  degree  from  the 
University  of  Gottingen  in  1910.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Mumford  Keese,  M.D.,  of  Syracuse,  died  on 
June  19  at  the  age  of  eighty-one.  Dr.  Keese  re- 
ceived his  medical  degree  from  the  Hering  Medical 
College  in  1898  and  had  practiced  in  Syracuse  since 
that  time.  During  World  War  I he  served  as  medi- 
cal adviser  to  the  draft  board.  Dr.  Keese  was  an 
honorary  physician  at  the  Syracuse  General  Hospital 
and  a member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Murray  A.  Last,  M.D.,  of  New  York  City,  died  on 
June  25  at  his  office  at  the  age  of  fifty-two.  Dr. 
Last  received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1927  and  interned  at  Mount  Sinai  Hospital.  He 
was  director  of  ophthalmology  at  the  Midtown  Hos- 
pital and  attending  ophthalmic  surgeon  at  the  Man- 
hattan Eye,  Ear,  and  Throat  Hospital.  A Diplo- 
rnate  of  the  American  Board  of  Ophthalmology  and 
a Fellow  of  the  .American  College  of  Surgeons,  Dr. 
Last  was  a member  of  the  Association  for  Research 
in  Ophthalmology,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  .American  Medical  Association. 

Henry  Sleeper  Martin,  M.D.,  of  Warsaw,  died  on 
June  11  at  his  home  at  the  age  of  sixty-two.  Dr. 
Martin  received  his  medical  degree  from  the  Jeffer- 
son Medical  College.  Philadelphia,  Pennsylvania,  in 
1919.  For  twenty  years  he  served  as  chief  surgeon 
of  the  Wyoming  County  Community  Hospital,  in 
Warsaw,  and  was  appointed  chief  emeritus  after  his 
retirement  last  April.  A Diplomate  of  the  American 
Board  of  Surgery'  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Martin  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Wyoming  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edward  Frederick  Meister,  M.D.,  of  Buffalo,  died 
on  June  7 in  the  Millard  Fillmore  Hospital  at  the  age 
of  sixty-four.  Dr.  Meister  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1913  and 
interned  at  the  Buffalo  General  Hospital.  During 
World  War  I he  served  overseas  with  the  U.S.  Army 
Medical  Corps.  Dr.  Meister  was  attending  obste- 
trician at  Millard  Fillmore  Hospital  and  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Herbert  Merrit,  M.D.,  of  New  York  City, 
died  on  July  4 at  his  home  at  the  age  of  forty-three. 
Dr.  Merrit  received  his  medical  degree  from  the  New 
York  Homeopathic  Medical  College  in  1934.  He 
was  adjunct  radiotherapist  at  Montefiore  Hospital, 
adjunct  radiologist  at  the  Hospital  for  Joint  Dis- 
eases, attending  radiologist  at  the  Manhattan  State 
Hospital,  and  associate  attending  radiologist  at 
Mount  Sinai  Hospital.  A Diplomate  of  the  Ameri- 
can Board  of  Radiology  and  a Member  of  the 
American  College  of  Radiology,  Dr.  Merrit  was  a 
member  of  the  New  York  Roentgen  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Wilbur  John  Murphy,  M.D.,  of  New  York  City, 
died  on  July  3 at  Misericordia  Hospital  at  the  age  of 
eighty-two.  Dr.  Murphy  received  his  medical  de- 
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gree  from  the  Fordham  University  Medical  School 
in  1912.  He  had  been  a physician  for  the  New 
York  City  Department  of  Prisons  and  for  the  New 
York  State  Boxing  Commission.  Dr.  Murphy  was 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Julius  Marks  Rosen,  M.D.,  of  Brooklyn,  died  on 
February  2 at  the  age  of  fifty.  Dr.  Rosen  received 
his  medical  degree  from  the  University  of  Maryland 
Medical  School  in  1928. 

Frank  Simeon  Snow,  M.D.,  of  Palatine  Bridge, 
died  on  June  16  at  the  age  of  eighty-six.  Dr.  Snow 


was  graduated  from  the  Albany  Medical  College  in 
1889  and  had  practiced  in  Valatie  and  in  Hartford, 
Connecticut  , before  moving  to  Palatine  Bridge. 

Isaac  Tractenberg,  M.D.,  of  Brooklyn  and  Law- 
rence, Long  Island,  died  on  February  2 at  the  age  of 
sixty-seven.  Dr.  Tractenberg  received  his  medical 
degree  from  the  Medical  College  of  Virginia  in  1913. 
He  was  attending  gynecologist  at  Unity  Hospital 
and  at  the  Unity  Hospital  Outpatient  Department. 
A Fellow  of  the  International  College  of  Surgeons, 
Dr.  Tractenberg  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


WARN  OF  SEVERE  AND  FATAL  REACTIONS  TO  PENICILLIN 


As  severe  and  fatal  reactions  to  penicillin  are  oc- 
curring with  increasing  frequency,  use  of  the  anti- 
biotic for  trivial  infections  of  noninfectious  condi- 
tions should  be  discouraged,  in  the  opinion  of  three 
physicians. 

In  the  May  9 Journal  of  the  American  Medical 
Association,  the  doctors  reported  on  nine  cases  of 
severe  side-effects  from  the  drug,  five  of  which  re- 
sulted in  death.  The  patients  suffered  such  reactions 
as  hives,  shock,  unconsciousness,  asthma,  head- 
ache, nasal  stuffiness,  dizziness,  nausea,  convulsions, 
cyanosis,  weak  pulse,  drop  in  blood  pressure,  diffi- 
culty in  breathing,  vomiting  and/or  pulmonary 
edema. 

“The  severe  reaction  is  usually  very  rapid  in  onset 
and  occurs  usually  a few  seconds  to  several  minutes 
after  administration  of  the  drug,”  the  doctors  wrote. 
“Shock,  with  profound  fall  in  blood  pressure,  is  the 
most  important  change.  Labored,  slow  breathing 
and  cyanosis  are  the  rule.  Unconsciousness  has 
occurred  in  most  patients  and  many  have  had  con- 
vulsions. Death  occurs  within  the  space  of  a couple 
of  minutes  to  two  hours,  and  appears  to  result  from 
shock  or  asphyxia.” 

Although  in  all  the  fatal  cases  reported  penicillin 
was  administered  intramuscularly,  there  is  no  reason 
to  believe  that  the  drug  administered  by  any  of  the 
Other  routes  cannot  be  fatal,  the  doctors  stated. 
Virtually  any  type  of  penicillin  is  capable  of  produc- 
ing such  untoward  reactions,  they  added. 

Even  though  the  majority  of  patients  who  have 
had  serious  side-effects  from  penicillin  had  taken  the 
drug  previously,  such  reactions  may  follow  the  first 
administration,  the  doctors  pointed  out.  Such  re- 
actions occur  more  frequently  in  those  persons  who 
are  subject  to  other  allergies,  and  it  is  practically  a 


certainty  that  a skin  test  will  be  positive  in  all  those 
persons  who  react  to  penicillin,  they  stated. 

Such  profound,  dangerous,  and  even  fatal  reac- 
tions to  penicillin  are  preventable  in  most  instances, 
the  doctors  said,  adding: 

“We  feel  that  such  untoward  reactions  are  on  the 
increase  probably  because  an  increasing  segment  of 
the  population  has  had  the  opportunity  to  become 
sensitized  as  a result  of  repeated  exposure  to  peni- 
cillin. 

“For  the  optimum  prevention  of  this  serious  al- 
lergic hazard  the  following  recommendations  are 
suggested:  penicillin  should  not  be  given  for  trivial 
conditions;  before  the  drug  is  administered,  the 
patient  should  be  questioned  about  his  allergic 
status,  his  previous  use  of  penicillin,  and  any  un- 
usual reactions  to  it. 

“It  is  recommended  further  that,  wrhen  more 
than  a few  days  have  elapsed  since  the  previous 
dose  of  penicillin,  a skin  test  be  made.  If  the  reac- 
tion of  a skin  test  is  positive,  the  therapeutic  ad- 
ministration of  penicillin  should  be  avoided. 

“From  the  above,  it  is  quite  obvious  that  self- 
administration  of  this  drug  is  a hazardous  proce- 
dure. 

“The  use  of  penicillin  and  other  antibiotics  for 
trivial  infections  and  even  for  noninfectious  condi- 
tions should  be  discouraged.” 

The  article  was  prepared  by  Drs.  Samuel  M. 
Feinberg  and  Alan  R.  Feinberg,  Chicago,  and  Clif- 
ford F.  Moran,  New  York  City.  Drs.  Feinberg  are 
associated  with  the  department  of  medicine  and  the 
allergy  research  laboratory,  Northwestern  Univer- 
sity Medical  School,  Chicago,  and  Dr.  Moran  with 
the  Armed  Forces  Institute  of  Pathology,  Washing- 
ton. 
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Postgraduate  Course  for  Practitioners — The 

thirty-third  annual  session  of  a postgraduate  course 
for  practitioners  has  been  announced  by  the  Univer- 
sity of  Buffalo  School  of  Medicine,  to  take  place 
September  14  to  19,  1953. 

Major  emphasis  will  be  placed  on  case  presenta- 
tions and  clinical  ward  work  in  which  each  physician 
will  have  the  opportunity  to  examine  individual 
patients  with  an  instructor.  In  addition,  the  panel 
discussions  afford  ample  opportunity  for  the  practi- 
tioner to  submit  written  questions  concerning  vari- 
ous aspects  of  the  subjects  presented.  Registrants 
are  urged  to  bring  their  questions  to  the  sessions  and 
participate  actively  in  the  panel  discussions.  It  is 
suggested  that  physicians  bring  their  stethoscopes. 

For  further  information  address:  Dr.  Milton 
Terris,  assistant  dean  for  postgraduate  education, 
University  of  Buffalo  School  of  Medicine,  3435 
Main  Street,  Buffalo  14,  New  York. 

Twenty-Sixth  Annual  Graduate  Fortnight — The 

twenty-sixth  annual  graduate  fortnight  of  the  New 
York  Academy  of  Medicine  will  be  held  October  19 
to  30,  1953.  “Disorders  of  the  Blood  and  the 
Blood-Forming  Organs”  will  be  the  subject  of  the 
fortnight. 

The  program  is  arranged  by  the  Committee  on 
Medical  Education,  The  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York  City. 

Trudeau  School  of  Tuberculosis — The  Trudeau 
School  of  Tuberculosis,  held  at  Trudeau  Sanatorium 
and  Saranac  Lake,  ended  its  four-week  course  on 
June  27.  Forty-five  physicians,  the  largest  number 
to  attend  the  course  in  its  thirty-nine-year  history, 
came  from  11  states  and  12  foreign  countries.  In- 
cluded in  the  latter  group  were  physicians  from 
Pakistan,  Thailand,  Canada,  Japan,  China,  Ger- 
many, Paraguay,  India,  Brazil,  the  Philippines,  El 
Salvador,  and  Turkey. 

The  faculty  was  composed  of  physicians  and  scien- 
tists from  the  Saranac  Lake  area  and  guests  from 
out-of-town.  Among  the  guest  lecturers  were: 
Dr.  J.  Burns  Amberson,  professor  of  medicine,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, New  York  City;  Dr.  Konrad  Birkhaug,  princi- 
pal medical  bacteriologist,  in  charge  of  the  BCG 
Laboratory,  State  of  New  York  Department  of 
Health,  Albany;  Dr.  Andre  F.  Cournand,  professor 
of  medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York  City;  Dr.  Marvin 
Kuschner,  assistant  professor  of  pathology,  College 
of  Physicians  and  Surgeons,  Columbia  University, 
assistant  pathologist,  Bellevue  Hospital,  New  York 
City;  Dr.  Herbert  C.  Maier,  assistant  clinical  pro- 
fessor of  surgery,  New  York  University,  associate  in 
surgery,  Columbia,  attending  surgeon,  I^enox  Hill 
Hospital  and  Brooklyn  Thoracic  Hospital,  New 
York  City;  Dr.  Edgar  Medlar,  director  of  labora- 
tories, Hermann  M.  Biggs  Memorial  Hospital, 
Ithaca. 

Sessions  of  the  school  were  held  in  the  various 


sanatoria  and  research  institutions  of  the  area 
including  Trudeau  Sanatorium,  Sanatorium  Ga- 
briels, Stony  Wold  Sanatorium,  Variety  Clubs- 
Will  Rogers  Hospital,  the  Veterans  Administration 
Hospital  at  Sunmount,  Ray  Brook  State  Tuberculo- 
sis Hospital,  Saranac  Laboratory,  and  Saranac  Lake 
Rehabilitation  Guild. 

The  majority  of  the  physicians  who  attended  this 
annual  course  were  public  health  officers;  staff 
physicians  of  various  hospitals,  sanatoria,  and 
clinics;  instructors  in  medicine  and  universities,  and 
from  the  armed  services. 

Trudeau  School  is  intended  for  graduates  in  med- 
icine who  wish  to  prepare  themselves  for  sanato- 
rium or  public  health  service  and  for  physicians  who 
desire  a postgraduate  course  in  tuberculosis  and 
other  diseases  of  the  lungs. 

Grant-in-Aid — A $5,000  grant-in-aid  has  been 
given  to  the  Albany  Medical  College  by  the  Air 
Research  and  Development  Command  of  the  Air 
Force.  The  grant  is  to  be  used  by  Dr.  Gerald  S. 
Ivanter,  instructor  in  physiology,  who  will  carry  out 
studies  on  how  temperature  extremes  affect  body 
fluids  and  electrolytes. 

International  Symposium  on  Cardiovascular  Reg- 
ulations and  Cardiac  Seminars — .An  international 

symposium  on  cardiovascular  regulations,  sponsored 
by  the  University  of  Vermont  College  of  Medicine, 
and  the  New  Hampshire  and  Vermont  Heart  As- 
sociations, will  be  held  in  Burlington,  Vermont, 
September  8,  9,  and  10,  1953. 

Among  the  speakers  will  be:  Dr.  V.  V.  Anrep, 
Cairo,  Egypt ; Dr.  H.  Barcroft,  London,  England; 
Dr.  E.  Braun-Menendez,  Buenos  Aires,  Argentina; 
Dr.  H.  R.  Croxatto,  Santiago,  Chile;  Dr.  0.  Ed- 
holm,  Stockholm,  Sweden;  Dr.  W.  Feldberg,  Lon- 
don, England;  Dr.  H.  Hensel,  Heidelberg,  Germany, 
and  Dr.  R.  Thaner,  Bad  Nauheim,  Germany. 

Cardiac  seminars,  arranged  by  the  division  of  ex- 
perimental medicine,  University  of  Vermont  Col- 
lege of  Medicine,  and  snonsored  by  the  Vermont 
Heart  Association,  will  be  held  September  10,  11, 
and  12,  1953.  1 

Speakers  for  the  seminars  will  be  Dr.  E. 
Lepeschkin,  University  of  Vermont,  Burlington; 
Dr.  C.  E.  Kossmann,  New  York  University,  New 
York  City;  Dr.  H.  B.  Levine,  Harvard  University, 
Boston,  and  Dr.  W.  Raab,  University  of  Vermont. 

Further  information  may  be  obtained  by  writing 
to  Dr.  W.  Raab  or  Dr.  E.  Lepeschkin,  Burlington, 
Vermont. 

New  York  State  Citizens’  Health  Council — Dr. 

Carlton  E.  Wertz,  Buffalo,  past-president,  Medical 
Society  of  the  State  of  New  York,  was  elected  presi- 
dent of  the  New  York  State  Citizens’  Health  Council 
at  the  June  meeting. 

Dr.  Theodore  J.  Curphey,  Nassau,  chairman  of  the 
State  Society’s  Public  Health  and  Education  Com- 
mittee, and  Dr.  William  E.  Mosher,  Buffalo,  were 
appointed  to  serve  on  the  executive  committee. 
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MEETINGS 

PAST 


Ontario  County  Medical  Society 

The  June  meeting  of  the  Ontario  County  Medical 
Society  was  held  on  June  9 at  the  Geneva  Country 
Club.  Dr.  N.  Stanley  Lincoln,  director,  Hermann 
H.  Biggs  Memorial  Hospital,  Ithaca,  spoke  on 
“Antibiotics  and  Newer  Drugs  in  the  Treatment  of 
Tuberculosis.” 

Nassau  Pediatric  Society 

The  final  scientific  meeting  of  the  1952  to  1953 
session  of  the  Nassau  Pediatric  Society  was  held  on 
June  15  at  the  Garden  City  Hotel. 

During  the  business  meeting,  the  following  officers 
were  elected  for  the  1953  to  1954  season:  Dr.  Martin 
J.  Glynn,  president,  and  Dr.  David  J.  Posner,  secre- 
tary-treasurer. 

Scientific  papers  were  presented  by  Dr.  Bennett 
L.  Gemson,  New  Hyde  Park,  who  discussed  “Newer 


Concepts  of  Hospital  Care  of  the  Newborn  Infant”; 
Dr.  Maxwell  Stillerman,  Great  Neck,  “Atypical 
Mild  Toxoplasmosis  in  a Newborn”;  “Cardiac 
Hypertrophy  in  Infants,”  by  Dr.  Regina  Gluck, 
Woodmere;  “Human  Infections  with  Coxsackie 
Viruses,”  by  Dr.  Alfred  L.  Florman,  Roslyn  Heights, 
and  “Clinical  Indications  for  a Mild  Free  Diet  in 
Older  Children,”  by  Dr.  Miner  C.  Hill  of  Oyster  Bay. 

Albany  County  Medical  Society 

The  June  meeting  of  the  Albany  County  Medical 
Society  was  held  on  June  24  in  the  auditorium  of  the 
Albany  College  of  Pharmacy.  Dr.  Franz  Joseph 
Ingelfinger,  associate  professor  of  medicine,  Boston 
University  School  of  Medicine,  presented  a paper  on 
“The  Differential  Diagnosis  of  Jaundice.”  Dis- 
cussants were  Drs.  Nathan  Fradkin,  John  C. 
O’Keefe,  and  Harry  Jasper. 


FUTURE 


Wayne  County  Medical  Society 

State  Senator  George  R.  Metcalf  will  address  the 
August  13  meeting  of  the  Wayne  County  Medical 
Societv,  which  will  be  held  at  the  Sodus  Country 
Club. 

“Cardiac  Emergencies”  was  the  subject  of  the 
paper  presented  by  Dr.  Morris  Missal,  cardiologist, 
Strong  Memorial  Hospital,  at  the  June  meeting, 
which  was  held  in  Lyons. 

Clinical  Congress  of  the 
American  College  of  Surgeons 

The  thirty-ninth  annual  clinical  congress  of  the 
American  College  of  Surgeons  will  be  held  in  Chi- 
cago, Illinois,  October  5 through  October  9,  1953. 

Dr.  Thomas  C.  Douglass,  associate  professor  of 
surgery,  Northwestern  University,  and  attending 
surgeon,  Passavant  Memorial  Hospital,  is  chairman 
of  the  Chicago  committee  on  arrangements. 

Sir  James  Paterson  Ross,  London,  England,  will 
give  the  eighth  Martin  Memorial  Lecture,  and  will 
speak  on  “Science  and  Surgery.” 

American  Association  of  Blood  Banks 

The  sixth  annual  meeting  of  the  American  As- 
sociation of  Blood  Banks  will  be  held  October  17  to 
20  at  the  La  Salle  Hotel,  Chicago,  Illinois. 

Further  information  may  be  obtained  by  writing 
to:  Office  of  the  Secretary,  American  Association  of 


Blood  Banks,  3500  Gaston  Avenue,  Dallas  4, 
Texas. 

American  Institute  of  Dental  Medicine 

The  American  Institute  of  Dental  Medicine  will 
hold  its  tenth  annual  meeting  at  the  Desert  Inn  and 
El  Mirador,  Palm  Springs,  California,  October  25 
through  October  29,  1953. 

Sectional  Meeting  of  the 
American  College  of  Surgeons 

A sectional  meeting  of  the  American  College  of 
Surgeons  will  be  held  May  17  to  May  19,  1954,  in 
London,  England.  The  Association  of  Surgeons  of 
Great  Britain  and  Ireland  will  hold  its  meeting  im- 
mediately preceding,  in  Leeds,  May  13  to  May  15, 
and  the  International  Society  of  Surgery,  in  Paris,  is 
planning  special  sessions  immediately  after  the 
London  meeting. 

Special  programs  will  be  held  on  shipboard  en 
route  to  the  meeting,  for  the  visitors  from  Canada 
and  United  States. 

Members  of  the  committee  on  arrangements  are: 
Sir  Cecil  Wakeley,  president  of  the  Royal  College  of 
Surgeons  of  England,  honorary  chairman;  Mr.  A. 
Lawrence  Abel,  F.R.C.S.,  London,  honorary  secre- 
tary; Sir  William  Stewart  Duke-Elder,  Hon. 
F.A.C.S.;  Sir  Gordon  Gordon-Taylor,  Hon. 
F.A.C.S.,  and  Mr.  Lambert  C.  Rogers,  F.R.C.S., 
F.A.C.S.,  Cardiff,  Galmorganshire,  Wales. 


PERSONALITIES 


Honored 

Dr.  Walter  W.  Davis,  Chester,  at  Syracuse  Uni- 
versity School  of  Medicine  commencement,  on 
golden  anniversary  as  general  practitioner.  . .Dr. 
Herman  S.  Hilleboe,  State  Health  Commissioner,  an 
honorary  doctor  of  science  degree,  by  the  University 
of  Rochester  at  the  one  hundred  and  third  com- 
mencement on  June  8.  . .the  late  Dr.  George  I.  Miller, 
by  a plaque  which  was  presented  by  the  medical  board 
of  the  Unity  Hospital,  Brooklyn,  on  May  8.  . .the 
late  Drs.  Sidney  I.  Goldberg,  Charles  C.  Kasten- 
baum,  Harold  S.  Kirchmer,  and  Victor  E.  Woolf,  by 


a plaque,  June  12,  at  St.  Joseph’s  Hospital  for  Chest 
Diseases. 

Awarded 

Drs.  J.  Scott  Butterworth,  Charles  A.  Poindexter, 
and  C.  E.  Peterson,  New  York  University  Post- 
Graduate  Medical  School  and  the  American  Heart- 
Association,  the  Billings  gold  medal  for  an  exhibit 
on  heart  disease  at  the  annual  meeting  of  the  Ameri- 
can Medical  Association,  New  York  City,  in  June.  . . 
“Dr.  Albert  Salisbury  Hyman,  New  York  City,  the 
1953  Annual  Citation  for  Outstanding  Scientific 
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Achievement  Resulting  in  Progress  in  Clinical 
Cardiology,”  in  April,  for  his  original  research  into 
the  electrophysiology  of  the  dying  heart  and  for  his 
invention  and  development  of  the  artificial  pace- 
maker for  cardiac  resuscitation,  by  the  Board  of 
Trustees  of  the  Valley  Forge  Heart  Institute  and 
Research  Center,  Fairview  Village,  Pennsylvania.  . . 
Dr.  Homer  F.  Swift,  New  A'ork  City,  the  scientific 
award  presented  by  the  Alumni  Association  of  New 
York  University  College  of  Medicine,  on  June  4,  for 
his  work  on  rheumatic  fever.  . .Dr.  Augustus  B. 
Wadsworth,  New  York  City,  the  second  annual  Her- 
mann M.  Biggs  award  for  outstanding  achievements 
in  the  field  of  public  health,  at  the  forty-ninth  an- 
nual State  Health  Conference  held  in  Lake  Placid 
in  June.  . .Dr.  M.  M.  Melicow,  New  A'ork  City,  the 
president’s  cup,  for  the  best  drawing  at  the  American 
Physicians  Art  Association,  held  at  the  Plaza  Art 
Galleries,  during  the  annual  meeting  of  the  American 
Medical  Association,  in  June. 

Retired 

Dr.  Herbert  S.  Gasser,  as  director  of  the  Rocke- 
feller Institute  for  Medical  Research,  after  more  than 
17  years  service.  . .Dr.  Charles  Gordon  Heyd,  as 
president  of  the  United  Medical  Service,  on  May  1. 

Appointed 

Dr.  Ernest  H.  Brown,  formerly  consulting  psy- 
chiatrist, London,  England,  to  the  staff  of  Marshall 
Sanitarium,  Troy.  . .Dr.  Teresa  McGovern,  New 
Arork  City,  to  the  Podiatry  Practice  Committee.  . . 
Dr.  Julius  B.  Richmond,  professor  of  pediatrics, 
University  of  Illinois,  and  superintendent  of  the 
Institute  for  Juvenile  Research,  as  professor  and 
chairman  of  the  Department  of  Pediatrics  at  State 
University  of  Medicine.  Syracuse.  . .Dr.  Ralph  E. 
Snyder,  assistant  dean,  New  A'ork  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  as  executive 
dean  to  succeed  Dr.  J.  A.  Hetrick,  who  will  become 
president.  . .Dr.  L.  F.  A'.  Vanderhorst,  formerly  of 
Tacoma,  Washington,  to  the  staff  of  Sunmount 
Hospital,  Tupper  Lake.  . .Dr.  David  J.  Zaugg, 
formerly  medical  officer  in  charge  of  the  U.S. 
Public  Health  Service  Outpatient  Clinic,  New  York 
City,  as  medical  officer  in  charge  of  the  U.S.  Public 
Health  Service  Hospital,  Chicago,  Illinois,  July  1, 
1953. 

Elected 

Dr.  James  H.  Bennett,  school  physician  and 
health  officer  of  Baldwinsville,  president;  Dr. 
Garra  L.  Lester,  Chautauqua,  vice-president,  and 
Dr.  William  F.  Mitchell,  Syracuse,  re-elected  secre- 
tary-treasurer of  the  New  York  State  Association  of 
School  Physicians  on  June  2.  . .Dr.  Robert  S. 
Hotchkiss,  New  A'ork  City,  vice-president  of  the 
.American  Society  for  the  Study  of  Sterility,  in  May 
. . .Dr.  Clarence  P.  Oberndorf,  president;  Dr. 
Richard  L.  Frank,  vice-president,  and  Dr.  Samuel 
R.  Lehrman,  secretary-treasurer,  of  the  New  Arork 
State  Hospital  Medical  Alumni  Association,  in 
June. . . .Dr.  James  W.  Taft,  Little  Valley,  president; 
Dr.  Leo  D.  Moss,  Olean,  vice-president;  Dr.  John 
Godfrey,  Olean,  treasurer,  and  Dr.  Richard  A. 
Loomis,  secretary,  of  the  Cattaraugus  County 
Medical  Society  for  1953-54.  . .Dr.  H.  Houston 


Merritt,  New  A'ork  City,  as  secretary-treasurer  of 
the  American  Neurological  Association,  in  June. 

Speakers 

Dr.  Louis  H.  Bauer,  at  the  annual  meeting  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation, in  June.  . .Drs.  Robert  E.  Clark,  Louis  R. 
Orkin,  and  E.  A.  Rovenstine,  of  the  State  University 
of  New  A'ork  at  Brooklyn,  and  Dr.  Richard  C. 
Troutman,  New  A'ork  Hospital-Cornell  University, 
at  the  one  hundred  and  second  annual  meeting  of 
the  American  Medical  Association  in  New  A'ork 
City.  . .Dr.  Andrew  A.  Eggston,  president  of  the 
State  Medical  Society,  at  the  formal  opening  of  the 
Liberty  Maimonides  Hospital  and  Grossinger  Clinic 
on  May  17.  . .Dr.  Sophie  J.  Ivleegman,  associate 
clinical  professor  of  obstetrics  and  gynecology,  New 
A'ork  University  College  of  Medicine,  at  the  first 
World  Congress  on  Fertility  and  Sterility,  on  May 
29,  in  New  A'ork  City.  . .Dr.  Marcus  D.  Kogel,  com- 
missioner of  hospitals,  at  the  commencement  of  the 
New  A'ork  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  at  which  time  he  received  an 
honorary  degree  of  Doctor  of  Humane  Letters,  on 
June  3. 

Dr.  Elaine  P.  Ralli,  professor  of  medicine, 
New  A'ork  University  Aledical  School,  at  the  meet- 
ing of  the  American  Medical  Women’s  Association, 
on  May  30,  in  New  A'ork.  . .Dr.  Nathaniel  E.  Reich, 
Brooklyn,  as  moderator  of  the  panel  on  “Rehabilita- 
tion of  the  Cardiac  Patient  for  Work”  at  the  recent 
annual  convention  of  the  American  College  of  Chest 
Physicians,  where  he  also  delivered  a paper  on  “The 
Nondiagnostic  Electrocardiographic  Patterns”.  . . 
Dr.  Sandor  Rado,  clinical  professor  of  psychiatry 
and  director,  psychoanalytic  clinic  for  training  and 
research,  Columbia  L'niversity,  at  a staff  meeting  in 
the  Veterans  Administration  Hospital,  Northport, 
Long  Island.  . .Dr.  Leon  F.  Roper,  president  of  the 
Allegany  County  Medical  Society,  and  Drs.  John  F. 
Glosser,  and  Kurt  Zinner,  speakers  before  the  Bel- 
mont Parent  Teachers  Association  in  May.  . .Dr. 
Harry  Sands,  executive  director  of  the  Epilepsy 
Association  of  New  A'ork,  before  state  and  district 
vocational  rehabilitation  supervisors,  on  the  im- 
portance of  industry  recognizing  the  employability 
of  persons  suffering  from  epilepsy,  at  the  Institute  of 
Physical  Medicine  and  Rehabilitation,  New  A'ork 
University-Bellevue  Medical  Center,  June  18.  . .Dr. 
Gregory  Zilboorg,  New  A'ork  City,  conducting  a 
case  seminar  at  the  Veterans  Hospital,  Northport, 
June  18. 

New  Offices 

Dr.  James  F.  Farrell,  Jamaica,  general  practice  in 
Newton  Falls,  to  fill  the  vacancy  created  by  Dr. 
Clifford  Marsh  who  is  on  duty  with  the  United 
States  Air  Force.  . .Dr.  Alfred  W.  Lucas,  Hornell, 
general  surgery  in  Elmira.  . .Dr.  Bruno  Kline, 
Rochester,  in  association  with  Dr.  Ludwig  L. 
Bergner,  Williamson.  . .Dr.  George  Lake,  the 
practice  of  psychiatry  and  neurology  in  Amity- 
ville.  . .Dr.  Raymond  A.  Maslyn,  a graduate  of 
Albany  Medical  College,  practice  of  surgery  in 
Schenectady.  . . Dr.  Joseph  F.  Shortsleeve,  New 
A'ork  City,  practice  of  internal  medicine  in  Elmira. . . 
Dr.  William  H.  Vickers,  Jr.,  practice  of  internal 
medicine  at  760  Alain  Street,  Niagara  Falls. 


BOOKS  RECEIVED 


( The  following  books  were  received  during  the  month  of  June,  1953.) 


A Tribute  to  Finlay.  By  Enrique  Saladrigas  y 
Zayas.  Octavo  of  29  pages.  Havana,  [Mihisterio 
de  Salubridad  v Asistencia  Social,  Republica  de 
Cuba],  1952.  (Booklet  on  Sanitation  History) 

Cry  Plague.  By  Theodore  S.  Drachman,  M.D. 
Sextodecimo  of  153  pages.  New  York,  Ace  Books, 
1953.  Paper,  35  cents. 

Pituitary  Chromophobe  Adenomas.  Neurology, 
Metabolism,  Therapy.  By  John  I.  Nurnberger, 
M.D.,  and  Saul  R.  Korey,  M.D.  Octavo  of  282 
pages,  illustrated.  New  York,  Springer  Publishing 
Co.,  1953.  Cloth,  $7.00. 

Sectional  Radiography  of  the  Chest.  By  Irving 
J.  Kane,  M.D.  Quarto  of  154  pages,  illustrated. 
New  York,  Springer  Publishing  Co.,  1953.  Cloth, 
$7.50. 

Frazer’s  Manual  of  Embryology.  The  Develop- 
ment of  the  Human  Body.  By  J.  S.  Baxter,  M.D. 
Third  edition.  Octavo  of  488  pages,  illustrated. 
London,  Bailliere,  Tindall  & Cox  (Baltimore, 
Williams  & Wilkins  Co.),  1953.  Cloth,  $8.00. 

Basic  Bacteriology.  Its  Biological  and  Chemical 
Background.  By  Carl  Lamanna,  Ph.D.,  and  M. 
Frank  Mallette,  Ph.D.  Octavo  of  677  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1953.  Cloth,  $10.00. 

Shoulder  Lesions.  By  H.  F.  Moseley,  D.M. 
. . . medical  illustrations  in  full  color  by  Helen 
MacArthur,  B.A.  Second  edition.  Quarto  of  329 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1953.  Cloth,  $12. 

Proceedings  of  the  Kessler  Institute  for  Rehabili- 
tation. Clinic  on  Congenital  Amputations.  Vol.  1 
#2,  1953.  Octavo  of  35  pages,  illustrated.  [West 
Orange,  N.  J.,  Kessler  Institute  for  Rehabilitation], 
1953. 

Biography  of  an  Idea.  The  Story  of  Mutual  Fire 
and  Casualty  Insurance.  By  John  Bainbridge. 
Octavo  of  381  pages,  illustrated.  Garden  City, 
Doubleday  & Co.,  1952.  Cloth,  $4.00. 

Rose  and  Carless’  Manual  of  Surgery.  For 
Students  and  Practitioners.  By  Sir  Cecil  Wakeley, 
M.Ch.  (Eng.).  Assisted  by  eighteen  contributors. 
Eighteenth  edition.  1,471  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
$12. 

Dictionary  of  Psychiatry  and  Psychology.  (An 
Illustrated  Condensed  Encyclopedia  of  Psychiatry, 
Neurology  and  Psychology).  By  William  H.  Kupper, 

M. D.  Octavo  of  194  pages,  illustrated.  Paterson, 

N.  J.,  Colt  Press,  1953.  Cloth,  $4.50. 


An  Inventory  of  Social  and  Economic  Research  in 
Health.  Compiled  by  Frederick  R.  Strunk.  Oc- 
tavo of  180  pages.  New  York,  Health  Information 
Foundation,  1953. 

Annual  Review  of  Medicine.  Windsor  C.  Cut- 
ting, M.D.,  Editor.  Henry  W.  Newman,  M.D., 
Associate  Editor.  Vol.  4.  Octavo  of  452  pages. 
Stanford,  Calif.,  Annual  Reviews,  1953.  Cloth, 
$6.00. 

Allergy  is  Everybody’s  Business.  Breathe  Easy. 
One  Man’s  Food.  Skin  Deep.  By  Samuel  M. 
Feinberg,  M.D.  Series  of  4 pamphlets.  Octavo. 
8 pages  each,  illustrated.  Chicago,  Blue  Print  for 
Health,  1953.  Paper,  10  cents  ea.  (Health  Infor- 
mation Pamphlet) 

Heart  and  Circulation.  Diagnosis  and  Treat- 
ment. By  Meyer  Sclar,  M.D.  Assisted  by  Jacob 
Melnick,  M.D.  Octavo  of  357  pages,  illustrated. 
New  York,  Froben  Press,  1953.  Cloth,  $7.50. 

The  1952  Year  Book  of  Endocrinology.  (January, 
1952-January,  1953)  Edited  by  Gilbert  S.  Gordan, 
M.D.  Duodecimo  of  400  pages,  illustrated.  Chi- 
cago, Year  Book  Pubs.,  1953.  Cloth,  $5.50. 

Tumors  of  Bone.  A Roentgenographic  Atlas. 
By  Bradley  L.  Coley,  M.D.,  and  Norman  L. 
Higinbotham,  M.D.  Volume  21  of  the  “Annals  of 
Roentgenology”  Quarto  of  216  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1953.  Cloth,  $10.00. 

Therapeutics  in  Internal  Medicine.  By  eighty- 
four  authorities.  Edited  by  Franklin  A.  Kyser, 
M.D.  Second  edition.  Quarto  of  830  pages. 
New  York,  Paul  B.  Hoeber,  1953.  Cloth,  $15. 

A Translation  of  Luigi  Galvani’s  De  Viribus  Elec- 
tricitatis  In  Motu  Muscular  Commentarius , Com- 
mentary on  the  Effect  of  Electricity  on  Muscular 
Motion.  By  Robert  Montraville  Green,  M.D. 
Octavo  of  97  pages,  illustrated.  Cambridge,  Mass., 
Elizabeth  Licht,  1953.  Cloth,  $4.00. 

A State-wide  “Better  Breakfast  Week”  Program, 
Sponsored  by  The  Medical  Society  of  New  Jersey, 
October  19-25,  1952.  Quarto  of  121  pages,  illus- 
trated. [Trenton,  The  Medical  Society  of  New 
Jersey],  n.d. 

Dermatologic  Formulary.  From  the  New  York 
Skin  and  Cancer  Unit,  Service  of  Dermatology. 

(Dr.  Marion  B.  Sulzberger,  Director)  Frances 
Pascher,  M.D.,  Editor.  Revised  edition.  Duo- 
decimo of  150  pages.  New  York,  Paul  B.  Hoeber, 
1953.  Cloth,  $3.00. 

Health  and  Human  Relations  in  Germany.  Re- 
port of  a Conference  on  Problems  of  . . . Nassau 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and. 
deemed  sufficient  notification.  Selections  will  be  based  on  merit  and  interest  to  our  readers. 


1799 


1800 


BOOKS 


[N.  Y.  State  J.  M. 


Tavern,  Princeton,  N.  J.,  June  26-30,  1950.  Octavo 
of  207  pages.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1950.  Paper,  $1.00. 

Health  and  Human  Relations  in  Germany.  Re- 
port of  the  Second  Conference  on  Problems  of  . 

The  Williamsburg  Lodge,  Williamsburg,  Virginia, 
December  10-15,  1950.  Octavo  of  30  pages. 
New  York,  Josiah  Macy,  Jr.  Foundation,  n.d. 

Health  and  Human  Relations.  Report  of  a Con- 
ference on  Health  and  Human  Relations  held  at 
Hiddesen  near  Detmold,  Germany.  August  2-7, 
1951.  Sponsored  by  the  Josiah  Macy,  Jr.  Founda- 
tion, New  York  City.  Octavo  of  192  pages.  New 
"York,  Blakiston  Co.,  1953.  Cloth,  $4.00. 

Medicine.  By  A.  E.  Clark-Kennedy,  M.D. 
Volume  1.  The  Patient  and  His  Disease.  Second 
edition.  Octavo  of  410  pages.  Edinburgh,  E.  & S. 
Livingstone  (Baltimore,  Williams  & Wilkins  Co.), 
1953.  Cloth,  $6.00. 

Modern  Concepts  in  Medicine.  By  Julius 
Jensen,  Ph.D.  (In  Med.)  Quarto  of  636  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1953. 
Cloth,  $11.50. 

Glaucoma,  Pathology  and  Therapy.  By  Paul 
Weinstein,  M.D.  Translated  by  Julius  Foldes, 


M.D.  Octavo  of  295  pages,  illustrated.  St.  Louis, 

C.  V.  Mosby  Co.,  1953.  Cloth,  $8.00. 

The  Use  of  Drugs.  A Textbook  of  Pharmacology 
and  Therapeutics  for  Nurses.  By  Walter  Model!, 
M.D.,  and  Doris  J.  Place,  R.N.  Octavo  of  468 
pages.  New  York,  Springer  Publishing  Co.,  1953. 
Cloth,  $4.50. 

Emotional  Factors  in  Skin  Disease.  By  Eric 
Wittkower,  M.D.,  and  Brian  Russell,  M.D.  With 
contributions  from  Peter  Edgell,  Desmond  Irwin, 
and  John  Slorach.  Octavo  of  214  pages.  New 
York,  Paul  B.  Hoeber,  1953.  Cloth,  $4.00. 

Surgery  of  the  Pancreas.  By  Richard  B.  Cattell, 
M.D.,  and  Kenneth  W.  Warren,  M.D.  Octavo  of 
374  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1953.  Cloth,  $10.00. 

Twenty-Five  Years  of  Sex  Research.  History  of 
the  National  Research  Council  Committee  for  Re- 
search in  Problems  of  Sex,  1922-1947.  By  Sophie 

D.  Aberle,  M.D.,  and  George  W.  Corner,  M.D. 
Octavo  of  248  pages.  Philadelphia,  W.  B.  Saunders, 
1953.  Paper,  $4.00. 

The  Surgery  of  Infancy  and  Childhood.  Its 
Principles  and  Techniques.  By  Robert  E.  Gross, 
M.D.  Drawings  by  Etta  Piotti.  Quarto  of  1,000 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders, 
1953.  Cloth,  $16. 


BOOKS  REVIEWED 


Intracranial  Aneurysms.  By  Wallace  B.  Hamby, 
M.  D.  Octavo  of  564  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1952.  Cloth,  $14.25. 

Intracranial  aneursym  is  a subject  that  has  held 
the  interest  of  internists,  neurologists,  and  neuro- 
surgeons for  many  years.  However,  during  the  last 
decade  considerable  progress  has  been  made  not 
only  in  the  early  diagnosis  of  this  disorder  but  in 
the  institution  of  effective  therapy.  The  activities 
of  neurosurgeons  have  indeed  been  most  prodigious 
and  their  contributions  have  been  most  valuable. 
The  author  has  been  one  of  the  pioneers  in  the  field 
of  neurosurgery  and,  particularly,  in  the  neuro- 
surgical management  of  intracranial  aneurysms. 
The  book  deals  with  the  present  knowledge  regarding 
the  subject.  It  also  discusses,  at  length,  the  cerebral 
circulation  in  general  and  the  management  of  various 
phases  of  subarachnoid  hemorrhage.  It  has  an  ex- 
tensive bibliography  covering  some  700  references  to 
original  articles  regarding  the  subject.  It  is  pro- 
fusely illustrated.  It  is  a very  good  book  that  should 
appeal  to  neurologists,  psychiatrists,  and,  partic- 
ularly, to  neurosurgeons,  and  to  the  general  in- 
ternist. To  use  a popular  phrase,  “it  is  a good  buy 
at  $14.25.”  It  is  highly  recommended  as  a pioneer 
in  a pioneer  field.  Irving  J.  Sands 

Electrocardiography  in  Practice.  By  Ashton 
Graybiel,  M.D.,  Paul  D.  White,  M.D.,  Louise 
Wheeler,  A.  M.,  and  Conger  Williams,  M.D.  Third 
edition.  Quarto  of  378  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1952.  Cloth,  $10. 

The  third  edition  of  Electrocardiography  in  Practice 
is  the  best  available  text  on  the  subject  to  date  and 


may  be  commended  without  reserve  to  general  prac- 
titioners and  students  who  wash  to  attain  facility  in 
reading  cardiograms.  Every  aspect  of  the  volume 
is  praiseworthy.  It  is  a highly  practical  treatise 
and  includes  a most  commendable  section  of  practice 
tracings  which  the  reader  may  interpret  and  then 
compare  his  impressions  with  those  of  the  authors. 
An  excellent  accomplishment  in  every  way. 

Milton  Plotz 

Practice  of  Psychiatry.  By  William  S.  Sadler, 
M.D.  Octavo  of  1,183  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1953.  Cloth,  S15. 

The  present  book  of  over  1,100  pages  is  the  out- 
growth and  expansion  of  two  previous  volumes. 
However,  a great  many  changes  have  been  made. 
Chapters  on  psychosomatic  medicine  and  psycho- 
logic testinghave  been  added.  Other  chapters  have 
been  completely  rewritten  or  enlarged.  Consider- 
able space  has  been  allotted  to  a discussion  of  “Atti- 
tudinal  Pathoses,”  a term  evolved  by  the  author  to 
designate  those  conditions  with  ego  disturbance  or 
what  he  calls  "preneurotic  disorders.” 

This  is  not  an  orthodox  book  on  psychiatry. 
There  is  much  that  the  psychiatrist  and  the  analyst 
will  find  with  which  to  take  issue.  For  instance, 
they  would  wish  they  could  be  as  optimistic  as  the 
author  when  he  says:  “In  from  six  to  ten  weeks 

when  properly  instructed,  the  majority  of  intelligent 
neurotics  will  discover  the  basic  motivation  of  their 
neuroticism.”  The  author  devotes  only  a paragraph 
to  Freud’s  concept  of  the  neuroses. 

However,  the  book  is  primarily  intended  for  the 
general  practitioner  in  the  hope  of  making  him  more 
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psychiatrically  minded.  Specific  problems  of  in- 
fancy, adolescence,  sex,  and  family  life  will  enhance 
the  value  of  the  book  to  the  general  medical  man. 
Everyday  procedures  in  the  handling  of  mental 
problems  are  presented  in  a common  sense  manner 
which  will  be  found  to  be  of  practical  value.  One 
does  not  hesitate  to  recommend  the  book  to  the 
i general  practitioner  of  medicine. 

Joseph  L.  Abramson 

Unipolar  Lead  Electrocardiography  and  Vector- 
cardiography. Including  the  Standard  Leads,  the 
aV  and  V Leads,  the  Cardiac  Arrhythmias  and  the 
Principles  of  Vectorcardiography.  By  Emanuel 
Goldberger,  M.D.  Third  edition.  Octavo  of  601 
pages,  illustrated.  Philadelphia,  Lea  and  Febiger, 
1953.  Cloth,  $10. 

The  latest  edition  of  what  has  become  a standard 
reference  book  in  electrocardiography  maintains  the 
simplicity  and  clarity  of  the  previous  texts.  New 
material  in  electrocardiography  has  been  added. 
An  entire  section  is  devoted  to  vectorcardiography, 
i The  diagrams  are  superb.  The  bibliography  is  ex- 
tensive and  up  to  date.  Appendix  I,  consisting  of 
but  four  pages  on  “some  electrocardiographic  ob- 
servations,” is  an  extraordinary  summary.  This 
text  is  enthusiastically  recommended  to  all  clinicians 
who  are  interested  in  cardiology. 

Leon  M.  Levitt 

Introduction  to  Clinical  Neurology.  By  Gordon 
Holmes.  Second  edition.  Octavo  of  189  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1952. 
Cloth,  $4.00. 

The  second  edition  of  this  lucid,  succinct  exposi- 
tion of  the  function  of  the  nervous  system  in  health 
and  disease  has  been  increased  in  size  by  six  pages, 
but  few  of  the  chapters  have  escaped  revision.  The 
latest  concepts  of  cortical  and  subcortical  function 
have  been  incorporated. 

For  the  student  or  practitioner  desiring  a simple, 
practical,  but  brief  account  of  the  neurologic  ex- 
amination and  its  interpretation  this  book  is  out- 
standing. Arthur  J.  Lapovsky 

Advances  in  Internal  Medicine.  Editors:  William 
Dock,  M.D.,  and  I.  Snapper,  M.D.  Vol.  V.  Quarto 
of  464  pages,  illustrated.  Chicago,  Year  Book  Pub- 
lishers, 1952.  Cloth,  $10.50. 

Volume  V of  this  valuable  series  contains  nine 
monographs  dealing  with  gout,  heart  catheterization, 
portal  hypertension,  anemia  of  infection,  ganglionic 
blocking  agents,  influenza,  cortisone,  multiple  my- 
eloma, and  diseases  of  the  pregnant  woman  affecting 
the  offspring.  The  essays  are  uniformly  good  and  the 
book  can  be  recommended  to  every  internist. 

Milton  Plotz 

Bacterial  and  Mycotic  Infections  of  Man.  Edited 
by  Rene  J.  Dubos,  Ph.D.  Second  edition.  Quarto 
of  886  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1952.  Cloth,  $7.50. 

This  is  an  excellent  text.  It  contains  a wealth  of 
material  presented  in  a most  interesting  fashion. 
The  editor  should  be  congratulated  for  his  choice  of 
authors,  each  one  an  authority  in  his  respective 
field.  It  is  recommended  most  highly  to  all  who 
wish  to  be  abreast  of  the  knowledge  in  bacteriology 
and  mycology.  Morris  L.  Rakieten 

Advances  in  Medicine  and  Surgery.  From  the 
Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania.  Quarto  of  441  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Cloth, 
$8.00. 


This  is  an  excellent  quick  review  of  many  timely 
topics,  contributed  by  various  members  of  the 
faculty.  Difficult  subjects  and  basic  chemistry  are 
presented  simply.  The  topics  handled  contain  basic 
information  which  will  prove  of  ready  value  to  the 
clinician.  Irving  Greenfield 

Your  Health,  Sir!  By  Miriam  Lincoln,  M.D. 
Duodecimo  of  211  pages.  New  York,  Harper  and 
Brothers,  1953.  Cloth,  $2.75. 

The  title  informs  the  reader  that  this  book  treats 
of  health  as  it  concerns  the  male  of  the  species. 
Written  by  a female,  it  must  have  required  con- 
siderable self-control  to  limit  the  presentation 
strictly  to  the  male. 

Its  contents  include  22  chapters  that  cover  the 
more  important  common  disorders  of  the  human 
mechanism,  physical  and  mental.  In  the  main,  the}' 
are  well  written,  but,  as  is  so  common  in  books  of 
this  type  for  the  layman,  they  are  too  technical. 
This  fault  here,  however,  is  at  a minimum. 

It  would  have  enhanced  the  usefulness  of  this 
book  had  a chapter  been  devoted  to  the  topic, 
“How  to  Choose  a Doctor,”  a most  troublesome 
question  to  the  average  family. 

The  men,  as  well  as  the  women,  who  read  this 
small  volume  should  surely  make  cooperative  pa- 
tients. S.  R.  Blatteis 

Pediatric  Nursing.  By  Gladys  S.  Benz,  R.N. 
Second  edition.  Octavo  of  624  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1953.  Cloth,  $5.25. 

It  has  been  my  privilege  to  have  reviewed  the  first 
edition  of  this  very  fine  work.  This  reviewer  wishes 
especially  to  recommend  to  the  reader  chapter  18  on 
“Principles  of  Child  Care.” 

Every  nurse  will  find  something  in  this  book  to 
compensate  her  for  its  reading.  The  nurse  who  aims 
for  pediatrics  as  a specialty  will  find  a fount  of  help- 
ful information. 

Your  reviewer  would  also  recommend  this  book 
for  young  mothers  who  wish  to  understand  better 
how  to  care  for  their  young  children  in  health  as 
well  as  during  illness.  Harry  Apfel 

Clinical  Obstetrics.  By  Members  of  the  Staff  of 
the  Pennsylvania  Hospital.  Edited  by  Clifford  B. 
Lull,  M.D.,  and  Robert  A.  Kimbrough,  M.D. 
Quarto  of  732  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1953.  Cloth,  $10.00. 

This  book,  a new  text  on  clinical  obstetrics,  is 
concerned  chiefly  with  the  actual  care  of  the  preg- 
nant patient.  Twenty  contributors,  under  the  edi- 
torship of  Dr.  Kimbrough  and  the  late  Dr.  Lull, 
present  current  methods  of  management  at  the 
Pennsylvania  Hospital. 

Certain  chapters,  such  as  those  on  obstetric  roent- 
genology and  the  nutrition  and  nutritional  de- 
ficiencies in  pregnancy,  are  particularly  complete. 
The  latter  is  written  by  Dr.  W.  T.  Tompkins  and 
represents  experience  gathered  from  years  of  re- 
search into  the  nutritional  aspects  of  pregnancy, 
with  special  emphasis  on  the  etiology  and  preven- 
tion of  toxemia  of  pregnancy  and  prematurity. 
There  is,  also,  an  important  chapter  on  the  legal 
aspects  in  obstetric  practice,  a subject  frequently 
ignored. 

For  the  most  part  the  book  is  written  in  a clear, 
rather  than  encyclopedic,  fashion  and  should  be 
especially  valuable  to  clinical  clerks  and  prac- 
titioners. Alexander  II.  Rosenthal 
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Emergencies  in  Medical  Practice.  Edited  by  C. 
Allan  Birch,  M.D.  Third  Edition.  Octavo  of  587 

Eages,  illustrated.  Edinburgh  & London,  E.  <fe  S. 
ivingstone  (Baltimore,  Williams  & Wilkins  Co.), 
1952.  Cloth,  $7.00. 

The  third  edition  of  Birch’s  manual  of  treatment 
of  the  nonsurgical  emergencies  of  medical  practice 
continues  to  deal  with  this  subject  in  a sensible  and 
comprehensive  manner.  A few  minor  revisions 
would  make  it  conform  still  more  to  standard 
American  practice  and  increase  its  usefulness  to  an 
audience  in  this  country.  Milton  Plotz 

A Manual  of  Clinical  Allergy.  By  John  M. 
Sheldon,  M.D.,  Robert  G.  Lovell,  M.D.,  and  Ken- 
neth P.  Mathews,  M.D.  Quarto  of  413  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1953. 
Cloth,  $8.50. 

This  400-page  manual  is  devoted  in  large  part  to 
descriptions  of  laboratory  procedures  and  the 
practical  features  of  the  allergy  workup  and  treat- 
ment. Emphasis  has  been  put,  purposely,  on  pollen 
and  mold  identification  and  the  preparation  of  ex- 
tracts for  testing  and  treatment.  Lengthy  discus- 
sions of  differential  diagnosis,  immunologic  theory, 
and  controversial  matters  have  been  omitted. 

This  book  can  be  used  as  a supplementary  text  by 
those  practicing  allergy.  Max  Harten 

Malignant  Disease  and  Its  Treatment  by  Radium. 

By  Sir  Stanford  Cade,  F.R.C.S.  Volume  IV. 
Second  edition.  Octavo  of  544  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
S12.50. 

This  volume  deals  with  problems  of  malignancy  of 
the  skin,  the  kidneys,  with  tumors  of  bone,  intra- 
cranial tumors,  and  diseases  that  originate  in  the 
reticulo-endothelial  elements.  The  pattern  of  this 
book  is  similar  to  that  of  the  previous  volumes. 
The  author  presents  a carefully  considered  survey  of 
the  clinical  picture  of  the  disease,  a readable  outline 
of  the  histologic  pathology,  and  then  discusses  indi- 
cations and  methods  of  treatment. 

Particularly  excellent  is  the  section  dealing  with 
bone  tumors.  Unfortunately,  the  contribution  that 
Dr.  Cade  makes  to  the  control  of  bone  sarcoma  does 
not  influence  the  lamentable  outcome  in  this 
group  of  diseases.  The  discussion  of  the  problem 
of  the  lymphoid  tissue  diseases  is  excellent,  but  the 
results  again,  as  with  all  of  us,  are  poor. 

Here  and  there  throughout  the  book  there  are 
statements  with  which  one  may  differ.  This  is  un- 
avoidable when  the  field  covered  is  so  enormous  and 
when  most  of  the  problems  in  treatment  of  malig- 
nancies are  still  in  flux.  All  in  all,  this  volume,  as 
the  three  preceding  volumes,  is  highly  recommended 
as  a standard  textbook  for  those  interested  in  the 
treatment  of  malignant  disease. 

Asa  B.  Friedmann 

Viral  and  Rickettsial  Infections  of  Man.  Edited 
by  Thomas  M.  Rivers,  M.D.  Second  edition. 
Quarto  of  719  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Co.,  1952.  Cloth,  $7.50. 

This  is  the  second  edition  of  a very  authoritative 
and  excellently  written  treatise  on  a highly  special- 
ized field  of  medicine.  This  edition  includes  a very 
thorough  re-evaluation  of  the  material  which  was 
presented  in  the  first  edition  published  in  1948, 
and  also  contains  a considerable  amount  of  new  in- 
formation which  has  been  amassed  in  the  four 
years  intervening  between  the  two  editions. 


For  the  clinician,  the  salient  features  in  the  diag- 
nosis and  identification  of  virus  disease  have  been 
gathered  together  and  incorporated  into  a single 
chapter.  One  would  wish  to  see  this  chapter  ex- 
panded in  future  editions  so  that  it  is  not  necessary 
to  place  such  a mass  of  information  in  so  few  pages. 
The  very  compactness  of  the  style  makes  the  reading 
of  this  chapter  somewhat  difficult.  However,  all 
the  specialized  diagnostic  aspects  are  clearly  set 
forth. 

Many  fascinating,  little  known,  but  important 
details  of  the  behavior  of  viruses  and  their  life  cycles 
are  scattered  throughout  the  book.  Careful  read- 
ing will  orient  the  internist  in  the  paths  along  wrhieh 
current  virus  research  is  progressing  and  will  afford 
some  inkling  of  future  discoveries. 

The  book  is  printed  in  clear  type.  There  is  a 
fine  index  and  extensive  bibliography. 

The  work  is  highly  recommended  as  one  which 
should  be  on  the  shelves  of  every  internist. 

Leo  Loewe 

Modern  Treatment.  A Guide  for  General  Prac- 
tice. By  Fifty-three  authors.  Edited  by  Austin 
Smith,  M.D.,  and  Paul  L.  Wermer,  M.D.  Quarto 
of  1,146  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  1953.  Cloth,  $20. 

Current  Therapy  1953.  Latest  Approved  Meth- 
ods of  Treatment  for  the  Practicing  Physician. 

Editor,  Howard  F.  Conn,  M.D.  Consulting  Edi- 
tors, M.  Edw-ard  Davis,  M.D.,  Vincent  J.  Derbes, 
M.D.,  Garfield  G.  Duncan,  M.D.,  Hugh  J.  Jewett, 
M.D.,  et  al.  Quarto  of  835  pages.  Philadelphia, 
W.  B.  Saunders  Co.,  1953.  Cloth,  $11. 

These  are  tw-o  large — in  truth,  over-bulky — 
authoritative  and  up-to-date  collections  of  current 
methods  of  treatment.  Each  is  a compilation  of 
brief  chapters  written  by  specialists  with  little  evi- 
dent injection  of  the  editorial  personality.  Each 
aims  to  exclude  extraneous  material  such  as  diag- 
nosis, although  Conn’s  volume  is  somewhat  leaner  in 
this  respect,  thus  saving  valuable  space.  Each 
may  be  recommended  to  the  practitioner  who  feels 
that  he  needs  this  sort  of  reference  volume  and  the 
ultimate  choice  should  be  made  after  a glance 
through  both  books. 

With  little  to  choose,  then,  between  the  two,  it 
hould  be  pointed  out  that  the  Conn  has  less  super- 
fluous material,  is  somewhat  thinner,  and  consider- 
ably less  expensive.  Both  are  attractively  bound, 
printed,  and  indexed,  the  Smith  and  Wermer  being 
a beautiful  example  of  the  art  of  book-making. 

Milton  Plotz 

Medical  Disorders  of  the  Locomotor  System 
Including  the  Rheumatic  Diseases.  By  Ernest 

Fletcher,  M.D.  Second  edition.  Quarto  of  884 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $11. 

This  is  a well-written,  interesting  text  which  is 
limited  to  a consideration  of  diseases  involving  the 
bones,  joints,  and  muscles.  In  its  self-limited  field 
the  subject  matter  is  exhaustively  treated  with 
detailed  exploration  of  the  theories  of  etiology,  the 
pathology,  and  various  forms  of  therapy.  The 
author  has  given  due  consideration  to  the  work  of 
Selye  and  has  added  a number  of  appendices  cover- 
ing the  newer  aspects  of  treatment. 

This  reviewer  was  very  favorably  impressed  by  the 
chapters  on  rheumatoid  arthritis  and  rheumatic 
fever.  The  scholarly  treatment  of  these  entities 
[Continued  on  page  1804] 
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eaves  little  to  be  desired.  On  the  other  hand  a few 
omissions  were  noted,  such  as  the  failure  to  men- 
tion the  use  of  urethane  in  the  treatment  of  multiple 
myeloma. 

This  text  is,  however,  most  satisfactory  and  is  well 
recommended  to  the  general  practitioner  or  the 
specialist  for  reference. 

A.  Sidney  Barritt 

Progress  in  Ophthalmology  and  Otolaryngology. 
A Quadrennial  Review.  Volume  I.  Part  One, 
Ophthalmology.  Edited  by  Meyer  Wiener,  M.D., 
and  A.  Edward  Maumenee,  M.D.  Part  Two, 
Otolaryngology.  Edited  by  Percy  E.  Ireland,  M.D., 
and  Joseph  A.  Sullivan,  M.D.  Octavo  of  666  pages, 
illustrated.  New  York,  Grune  & Stratton,  1952. 
Cloth,  $15.00. 

This  latest  book  on  Progress  in  Ophthalmology 
and  Otolaryngology  represents  a continuation  of  the 
series  edited  by  Dr.  Wiener  during  the  war  years. 
The  first  two  volumes  in  this  series  titled  Ophthal- 
mology in  the  War  Years  covered  the  periods  from 
1940  to  1946,  and  this  book,  in  the  words  of  the  edi- 
tor, aims  to  “review  the  literature  from  1946  to  the 
present.”  Though  it  does  fulfill  the  intentions  of  the 
editors  to  present  more  recent  developments,  it  fails 
to  cover  the  literature  as  thoroughly  as  the  previous 
editions.  The  war-year  volumes  on  ophthalmology 
alone  cover  two  thousand  pages  whereas  this  book 
devotes  only  three  hundred  and  fifty  pages  to 
opthalmology  for  an  equivalent  period.  No  fault 
can  be  found  with  the  information  except  that  as  a 
review  of  progress,  it  falls  short  because  it  presents 
but  a fraction  of  the  mass  of  work  that  has  been 
accomplished  since  1946. 

Emanuel  Krimsky 

Textbook  of  Virology.  For  Students  and  Practi- 
tioners of  Medicine.  B3r  A.  J.  Rhodes,  M.D.,  and 
C.  E.  van  Ilooyen,  M.D.  Second  edition.  Octavo 
of  561  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1953.  Cloth,  S8.00. 

From  the  standpoint  of  the  medical  student, 
this  work  presents  a complete  and  encyclopedic 
study  of  the  subject  of  virology  in  a semioutline 
form. 

The  book  has  been  brought  up  to  date  with  com- 
plete explanations  in  its  “Technical  Methods  and 
Apparatus”  section  in  reference  to  the  electron  mi- 
croscope. Full  details  of  methods  are  given. 

The  book  is  altogether  excellent  as  an  aid  to  pure 
inductive  teaching,  where  the  student  memorizes 
the  formal  content  and  is  tested  thereon  at  school 
or  in  the  license  examination,  and  is  most  necessary 
for  this  educational  system.  No  attempt  is  made, 
and  it  does  not  seem  to  be  a purpose  of  the  work,  to 
suggest  or  encourage  lines  of  directed  or  original 
research,  or  to  pose  any  problems  for  inductive 
thinking. 

Theodore  M.  Feinblatt 

Synopsis  of  Genitourinary  Diseases.  By  Austin 
I.  Dodson,  M.D.,  and  Donald  L.  Gilbert,  M.D. 
Fifth  edition.  Duodecimo  of  313  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $4.00. 

This  book  is  the  fifth  edition  with  the  authors 
attempting  to  bring  it  up  to  date.  The  principal 
changes  have  to  do  with  the  newer  antibiotics  that 
are  becoming  available  and  their  specialized  effect 


on  the  multiplicity  of  organisms  invading  the  urinary 
tract.  There  are  a goodly  number  of  illustrations 
and  sufficient  references  for  those  who  are  interested 
in  a more  detailed  study  of  urology.  The  diction 
is  clear,  thorough,  and  concise  and,  for  its  size,  this 
book  will  be  a handy,  rapid,  and  effectual  reference 
for  the  general  practitioner  as  well  as  the  medical 
student. 

A.  D.  Segal 

American  Pocket  Medical  Dictionary.  A Dic- 
tionary of  the  Principal  Terms  used  in  Medicine, 
Nursing,  Pharmacy,  Dentistry,  Veterinary  Science, 
and  Allied  Biological  Subjects.  Nineteenth  edition. 
Sextodecimo  of  639  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1953.  Cloth,  $3.25  plain;  $3.75 
with  thumb  index. 

This  pocket-size  medical  dictionary  is  designed 
especially  to  meet  the  needs  of  students  and  others 
working  in  fields  closely  allied  to  the  medical 
sciences.  It  does  not  attempt  to  take  the  place  of 
larger  and  more  complete  medical  dictionaries  re- 
quired by  students  and  practitioners  of  medicine. 

The  dictionary  is  easy  to  use  with  one  simple 
alphabetical  arrangement,  and  is  recommended  to 
those  for  whom  it  was  written. 

Harold  R.  Merwarth 

Atlas  of  Medical  Mycology.  By  Emma  Sadler 
Moss,  M.D.,  and  Albert  Louis  McQuown,  M.D. 
Quarto  of  245  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1953.  Cloth,  $18.00. 

This  book  was  written  with  the  idea  of  simplifying 
the  complex  subject  of  Medical  Mycology.  This 
has  been  accomplished.  To  this  end  in  a separate 
chapter  the  clinical  symptoms,  the  treatment,  and 
prognosis  have  been  given  briefly  for  each  disease. 
The  cultural  characteristics  on  Littman  oxgall  agar 
and  Sabouraud  glucose  agar  are  given  in  detail. 
The  appearance  and  differential  diagnostic  points 
under  the  microscope  are  carefully  detailed.  Clini- 
cal cases,  cultures,  and  microscopic  findings  are 
illustrated  adequately.  The  various  fungus  dis- 
eases covered  by  the  book  with  two  exceptions  have 
been  personally  observed  by  the  authors  in  the  wards 
and  clinic  of  the  Charity  Hospital  of  New  Orleans. 

It  will  be  wise  for  all  those  doing  any  type  of 
mycologic  work  to  add  this  book  to  their  reference 
library. 

John  C.  Graham 

Gifford’s  Textbook  of  Ophthalmology.  By 

Francis  Heed  Adler,  M.D.  Fifth  edition.  Octavo 
of  488  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1953.  Cloth,  $7.50. 

This  book  is  easily  read  and  is  a clear  presentation 
of  the  field  of  ophthalmology.  It  is  orientated  to 
teach  the  general  practitioner  what  to  recognize  and 
how  to  treat  eve  conditions  safely  within  his  limita- 
tions. However,  the  book  is  extensive  enough  to  be 
of  interest  to  the  ophthalmologist  also.  The  steps 
of  the  technics  of  operations  usually  included  in 
texts  of  this  character  are  omitted  but  indications  for 
the  operations  are  presented  since  it  is  felt  that  this 
is  a better  approach  for  the  general  practitioner. 
Recent  developments  in  therapy,  such  as  the  use 
of  ACTH,  cortisone,  and  the  antibiotics,  are  in- 
cluded and  the  sections  on  hypertension  and  dia- 
betes are  especially  interesting. 

Norris  C.  Elvix 
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FOR  SALE  AND  FOR  RENT 


FOR  SALE 


Brick  mansion,  Fort  Edward,  N.  Y.  13  rooms.  3 apart- 
ments. Private  entrances.  Lot  350  ft.  by  150  ft.  Large 
garage.  Finest  location,  Doctor.  Phone:  Fort  Edward 

5-5652 — attractively  priced. 


PRACTICE  FOR  SALE 


General  practice  for  sale,  very  reasonable.  Equipment, 
furniture  optional.  Additional  apartment  available  for  resi- 
dence. West  Bronx,  vicinity  University  Ave.  Low  rents. 
Box  684,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


General  Practice.  Upstate  N.  Y.  Vacationland.  Conven- 
ient home-office  combination,  garage,  ^ acre  garden.  Office 
furnished,  equipped.  X-ray,  diathermy.  Hospital-connec- 
tion. Price:  $10,000.  Favorable  terms.  Leaving  for  mili- 
tary service.  Will  introduce.  Box  682,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  practice  clinic  in  upstate  rural  village.  Prosperous 
dairy  area.  Doctor  urgently  needed.  Complete  equipment 
including  new  100  ma  X-ray,  fluoroscope  and  Bucky  table. 
Living  quarters  or  rental  apartment.  Will  introduce  and 
assist  to  start.  Specializing.  Asking  $12,000.  Can  finance 
entirely  from  income  if  necessary.  Address  Box  683,  N.  Y. 
St.  Jr.  Med. 


FOR  RENT 


Dentist  will  sublet  office  space  to  Specialist,  ENT,  Derma- 
tologist. Riverdale  Section  of  Bronx  growing  community. 
Call  KI-8-4188 


FOR  RENT 


Four  Room  Office.  Long  established  practice  in  very  de- 
sirable locality.  Will  lease.  Leaving  New  York  City. 
Call  SA  2-4007. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Two  sound-proofed  rooms  available  in  newly  decorated 
office  suite,  especially  suitable  for  psychotherapists.  Un- 
furnished. Share  large  air-conditioned  waiting  room  with  a 
neuropsychiatrist.  REgent  7-2656 


PRACTICE  WANTED 


General  practitioner  with  surgical  experience  wants  to  bin 
home  and  office  of  retiring  physician  with  possibility  of  obtain- 
ing privileges  in  nearby  hospital  and  do  some  surgery  too. 
Also  interested  in  industrial  or  hospital  position.  Box  687, 
N.  Y.  St.  Jr.  Med. 


WANTED  TO  BUY 


Bronchoscopic  and  laryngoscopic  instruments  wanted,  any 
condition,  any  type.  Other  ENT  instruments.  Medical 
books.  Flobak,  36  W.  40  St.,  N.  Y.  C. 


FOR  RENT 


Rockville  Centre,  N.  Y.  Attractive  office  in  cxcellant  loca- 
tion, 3'/2  rooms,  suitable  for  G.  P.  or  specialist.  $90 
monthly.  Call  RO  6-0635. 


CATSKILL  MTS.  BARGAINS 


2 wonderful  modern  residences,  located  in  nice  picturesque 
villages.  One  with  modern  swimming  pool.  Both  have 
nice  grounds.  Price  $27,500.  and  $15,000. 

OTTO  STEINER,  BROKER, 

Grand  Gorge,  N.  Y Tel.  5101 


OPPORTUNITY  AVAILABLE 


Locum  tenens,  2 years.  General  practice,  $18,000  gross, 
village  2,000  near  Syracuse.  Minimum  $250.  for  practice, 
office.  Restricted  on  return.  Box  685.  N.  Y.  St.  Jr.  Med. 


WANTED 


Licensed  physician,  member  of  the  American  Board  of 
Internal  Medicine  or  one  with  equivalent  qualifications  to 
serve  as  full  time  medical  administrator  and  coordinate 
all  medical  activities  in  large  geriatric  Hospital  State 
salary  expected.  Box  680,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


General  practice,  house,  including  a fully  equipped  four 
room  office  for  sale  or  rent,  in  Queens.  Leaving  to  spe- 
cialize. Box  674,  N.  Y.  St.  Jr.  Med. 


WANTED 


Associate  for  General  Practice.  Staten  Island.  Wonder- 
ful opportunity.  Box  676,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Deceased  General  Practitioner’s  office  and  home.  Some 
equipment.  Mohawk  Valley  industrial  village  of  10,000. 
Inquire  Mrs.  A.  L.  Fagan,  208  North  Washington  St., 
Herkimer,  New  York. 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  CO.,  Pittsburgh  13,  Po. 
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. . “ sense  of  well-being . . 

“Premarin”  will  not  only  effectively  control 
menopausal  symptoms  but,  in  addition,  “It  gives  to 
the  patient  a feeling  of  well-being ...”  * 

‘PREMARIN”  in  the  menopause 

Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  bquid. 
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1 to  escape 
pollens 


alternatives  for  the  hay  fever  patient 


hydrochloride 
(tripelennamine  hydrochloride  Ciba) 


Once  atop  Pike’s  Peak,  your  hay  fever  patient  can  enjoy  freedom  from  pollens. 

But  for  patients  who  must  remain  in  a high-pollen  environment,  you  can  insti- 
tute this  effective  therapy : one  or  two  Pyribenzamine  tablets,  3 or  4 times  daily. 

Alone  and  as  an  adjunct  to  desensitization,  Pyribenzamine  has  proved  effective 
in  relieving  hay  fever  symptoms,  as  evidenced  by  thousands  of  published  case 
reports.  On  the  basis  of  this  evidence,  no  other  antihistamine  combines  greater 
clinical  benefit  with  greater  freedom  from  side  effects. 

For  your  prescription  needs,  Pyribenzamine  50  mg.  tablets  are  available  in 
bottles  of  100  and  1000  at  all  pharmacies. 

(03.1^)80.  Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 

2/ X920* 
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irhat  does  BREAD 

contribute? 


Some  twelve  years  ago  the  halting 
industry  began  large-scale,  nationwide 
commercial  production  of  enriched  breads. 
Today  such  breads  represent  about  three- 
fourths  or  more  of  all  the  marketed  white 
bread  in  the  United  States,1  and  rank 
high  among  the  foods  which  contribute 
essential  nutrients — in  important  amounts 
— at  low  cost — to  the  nutrition  of  the 
American  people.2 

It  is  not  so  long  since  deficiencies  of 
certain  B vitamins  and  iron  were  regarded 
as  sufficiently  widespread  in  the  United 
States  to  merit  serious  attention.  By  pro- 
viding broad  distribution  of  these  im- 
portant nutrients  in  effective  amounts, 
commercial  enriched  breads  have  con- 
tributed notably  to  reducing  the  incidence 
of  these  deficiencies,1  as  reported  for  in- 
stance among  patients  of  charity  clinics 
throughout  the  country.3 *  It  is  authori- 
tatively believed  that  the  enrichment 
of  bread  has  improved  the  health  of  a 
large  segment  of  our  population.  ‘ 

Per  pound,  enriched  breads  today  con- 
tribute— as  required  by  government 
definition  and  standards  of  identity5 — at 
least  1.1  mg.  of  thiamine,  0.7  mg.  of  ribo- 
flavin, 10  mg.  of  niacin,  and  8 mg.  of  iron. 


Each  pound  of  commercial  enriched 
breads  contributes  also  39  Gm.  of  pro- 
tein— wheat  flour  protein  supplemented 
with  milk  protein  — biologically  appli- 
cable to  the  growth  processes  as  well  as 
to  tissue  maintenance.3 

Another  significant  contribution  of  such 
breads  is  400  mg.  of  calcium  per  pound.6 
Last  not  least,  and  rather  to  be  praised 
than  to  be  deprecated,  is  the  low-cost 
contribution  of  calories  which  bread  makes 
to  energy  needs. 

The  appended  table  shows  the  impor- 
tant amounts  of  sis  essential  nutrients 
contributed  by  sis  ounces  of  marketed  en- 
riched breads.  The  table  also  shows  the 
notable  percentages  of  the  National 
Research  Council's  recommended  daily 
allowances  this  small  amount  of  present- 
day  enriched  breads  represent. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
, \ tional  statements  made  in  this  advertisement 

| are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


NUTRIENTS  AND  CALORIES  CONTRIBUTED  BY  6 OUNCES  OF  ENRICHED  MARKET  BREADS 
AND  THEIR  PERCENTAGES  OF  RECOMMENDED  DAILY  DIETARY  ALLOWANCES* 


Nutrients 
and  Calories 

Protein 

Thiamine 

Riboflavin 

Niacin 

iron 

Calcium 

Calories 

Amounts 

14.5  Gm.* 

0.41  mg.‘ 

0.26  mg.‘ 

3.8  mg.' 

4.5  mg." 

150  mg.6 

468’ 

Percentages 
of  Allowances 

21% 

34% 

14% 

32% 

38% 

15% 

20% 

*Dcily  dietary  allowances  recommended  by  National  Research  Council  for  a sedentary  man  (154  lb.). 


AMERICAN  BAKERS  ASSOCIATION 

20  NORTH  WACKER  DRIVE 


1.  Geddes.  W.F.:  Cereal  Chemists  Guard  Nutrition. 
Agricultural  and  Food  Chemistry"  1 ;38  Apr.  i 1953. 

2 . Sherman.  H C.:  Chemistry  of  Food  and  Nutrition, 

ed.  8.  New  York.  The  Macmillan  Company.  1952. 

pp.  597-600;  646. 

2 . Flour  and  Bread  Enrichment.  1949-50;  Prepared  by 

The  Committee  on  Cereals.  Food  and  Nutrition 
Board.  National  Research  Council.  1950. 


• CHICAGO  6,  ILLINOIS 

4.  Sherman.  H.C.:  The  Nutritional  Improvement  of 
Life.  New  York.  Columbia  University  Press.  1950. 
pp.  86-87. 

O.  Bakery  Products:  Definitions  and  Standards  of 
Identity;  Federal  Register  IT: 4453  "May  15)  1952. 

6 . Data  furnished  by  the  Laboratories  of  The  American 
Institute  of  Baking.  Chicago.  Illinois. 


7 . Watt.  B.K..  and  Merrill.  A.L.:  Composition  of  Foods — 
Raw.  Processed.  Prepared;  United  States  Department 
ot  Agriculture  Agriculture  Handbook  No.  8.  1950. 
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3 GERIFORT  capsules 

(recommended  . 

daily  dose)  contain . 


Vitamin  A (Synth.)  88,000  U.S.P.  Units 


Vitamin  B> 

14 

Mg. 

Vitamin  Bi 

. .14 

Mg. 

Vitamin  B» 

5 

Mg. 

Vitamin  C 

810 

Mg. 

Vitamin  D 

8,800 

U.S.P.  Units 

Niacinamide  

180 

Mg. 

Iron 

80 

Mg. 

Calcium 

188 

Mg. 

Phosphorus 

160 

Mg. 

Iodine 

.01 

Mg. 

Calcium  Pantothenate 

80 

Mg. 

Folic  Acid 

.1.5 

Mg. 

Vitamin  E 

10 

Int.  Units 

Vitamin  Bn 

5 

Meg. 

Choline  Bitartrate  . 

800 

Mg. 

Inositol 

100 

Mg. 

dl-Mathionina 

80 

Mg. 

Rutin 

60 

Mg. 

Biotin 

50 

Meg. 

Cobalt 

0.1 

Mg. 

Copper  

0 8 

Mg. 

Magnesium  

2 

Mg. 

Manganese 

0 5 

Mg. 

Potassium  

0 05 

Mg. 

Zinc 

Mg. 

1.  Staigliti,  E.  }.:  In  Handbook  of 
Nutrition,  A.M.A.,  1951. 

8.  Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 
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DECHOLIN* 

normalizes  intestinal  function 

In  elderly,  constipated  patients 

A recent  study1  reports  constipation  in  50  per  cent  of  133  patients 
over  60  years  of  age.  Discussing  treatment,  the  authors  note  that: 


“A  tendency  to  hard,  firm  stools  may  be  over- 
come by  producing  the  normal  laxative  for 
the  digestive  tract,  namely  bile . . . with  dehy- 
drocholic  acid. . . 

“Constipation  also  is  an  added  strain  [in 
hepatic  cirrhosis]  and  should  be  treated  with 
mild  laxatives.  Bile  acids  are  preferable  to  bile 
salts  because  they  . . . decrease  the  viscosity  of 
bile.  Dehydrocholic  acid  may  be  used,  3 to  5 
grains  (0.20  to  0.30  gm. ) three  times  a day.”2 


Decholin  Tablets 

(dehydrocholic  acid,  AMES),  Portis. s-  A-  and  King,  J-  c : 

3%  gr.  (0.25  Gm.),  bottles  J.A.M.A.  MS:  1073,  1952. 

of  100,  500,  1000  and  5000.  2.  Portis,  S.  A.,  and  Weinberg, 

S.:  J.A.M.A.  149: 1265,  1952. 


AMES 

COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 
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Efficient 

Synergistic  Therapy 

for 

Hay  Fever 
Common  Cold 
Sinusitis 


nTz  Nasal  Solution  is  a physiologically  balanced, 
nonirritating  formulation  of  three  well  known 
and  widely  used  compounds.  This  combination  places 
at  the  physician’s  command  a synergistic  method  of  therapy 
for  hay  fever,  common  cold  and  sinusitis. 


NawiP/  Solution, 


Well  Tolerated 
No  Antibiotic  Sensitization 


I 


N 

T 

Z 


eo-Synephrine®  HCI  0.5% 

— produces  Dependable  Decongestion 


henfadil®  HCI  0.1% 

—assures  Powerful  Anti-Allergic  Action 


ephiran®  Cl  1:5000 

— time-tested  Antiseptic  Preservative 
and  Wetting  Agent  increases  efficiency 


Applied  by 
droplet 
instillation 
(2  or  3 drops 
up  to  Vl  dropper- 
ful), tampon 
or  atomizer 
(except  those 
having  metal 
parts). 

Supplied  in 
bottles  of 
30  cc.  (1  fl.  t>z.) 
and  I pint 
( 16  fl.  oz.). 


Neo-Synephrine,  Thenfadil  and  Zcphiran,  trademarks  reg.  U. S.  Pat.  Off.,  brand  of 
phenylephrine,  dcthylandiaminc  and  bcnzalkonium  chloride  (refined),  respectively. 
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he  may  or  may  not 
get  poison  ivy 


but  he  can  rely  on  Calmitol  — 

because  Calmitol  does  not  sensitize  and  is 
“preferred  ”2  by  physicians  for  safe  relief  of  pruritus. 

because  Calmitol  contains  specific  antipruritic 
agents— camphorated  chloral,  hyoscyamine 
oleate  and  menthol— which  raise  the 
threshold  of  sensor}7  nerve  endings 
and  skin  receptors,  thus  inhibiting  itch 
stimuli  at  the  point  of  origin. 

1.  Goodman,  H.-  J.A.M.A.  129:  707,  1945. 

2.  Lubowe,  I.  I.:  New  York  State  J.  Med.  50:  1743,  1950. 

3.  Nomland,  R.:  Postgrad.  Med.  11:  412,  1952. 


CALMITOL 


the  non-sensitizing  antipruritic 


'nc  155  East  44th  Street,  New  York  17,  N.  Y. 


If  he  does— treatment  should  exclude 

—calamine  preparations  which  are  ineffective1 
—phenol  derivatives  which  are  irritating2 
—local  anesthetics  of  the  “caine”  group 
liable  to  cause  contact  dermatitis3 
% — antihistaminics  which  may  produce  some  of  the 

most  severe  reactions  due  to  sensitization3 
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HESODATE 


THE  ORIGINAL  ENTERIC-COATED  TABLET 
OF  THEOBROMINE  SODIUM  ACETATE 


pAwude^ 

EFFECTIVE 

WELL-TOLERATED 

PROLONGED 

VASO-DILATION 


REPEATEDLY  SHOWN  and  proven  by  objective  tests  on 
human  subjects'  — this  is  one  of  the  most  effective  of  all  the 
commonly  known  Xanthine  derivatives.  Because  of  the 
enteric  coating  it  may  be  used  with  marked  freedom  from 
the  gastric  distress  characteristic  of  ordinary  Xanthine 
therapy.  Thus  THESODATE,  with  its  reasonable  prescrip- 
tion price  also,  enjoys  a greater  patient  acceptability. 

Available:  bottles  of  100,  500,  1000. 

TABLETS  THESODATE 

*(7Vi  gr.)  0.5  Gm.  *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7Vi  gr.)  0.5  Gm.  with  (Vi  gr.)  30  mg. 

(7Vi  gr.)  0.5  Gm.  with  (Vi  gr.)  15  mg. 

*(3V4  gr.)  0.25  Gm.  with  (Vi  gr.)  15  mg. 

THESODATE  WITH  POTASSIUM  IODIDE 

(5  gr.)  0.3  Gm.  with  (2  gr.)  0.12  Gm. 

THESODATE,  POTASSIUM  IODIDE  WITH  PHENOBARBITAL 

(5  gr.)  0.3  Gm.,  (2  gr.)  0.12  Gm.  with  (Vi  gr.)  15  mg. 

*ln  capsule  form  also,  bottles  of  25  and  100. 


in 

CORONARY 

ARTERY 

DISEASE 


1.  Riseman,  J.  E.  F.  and  Brown,  M.  G.  Arch.  Int.  Med.  60:  100,  1937 

2.  Brown,  M.  G.  and  Riseman,  J.  E.  F.  JAMA  109:  256,  1937. 

3.  Riseman,  J.  E.  F.  N.  E.  J.  Med.  229:  670,  1943. 

For  samples  just  send  your  Rx  blank  marked  MTHS 


BREWER 


COMPANY, 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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ANESTHESIOLOGY 
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J.  Gerard  Converse,  Vice-Chairman Albany 
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Vincent  J.  Collins,  Delegate New  York  City 

CHEST  DISEASES 
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Arthur  Q.  Penta,  Delegate Schenectady 
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Harry  E.  Tebrock,  Secretary Douglaston 

Donald  B.  Sanford,  Delegate Syracuse 


medicine 
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E.  J.  Murphy,  Secretary Bronx 

E.  J.  Murphy,  Delegate Bronx 
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M.  J.  Fein,  Secretary New  York  City  j 

Harry  P.  Smith,  Delegate New  York  City  j 
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Harold  W.  Dargeon,  Chairman New  York  City  | 

Frederick  W.  Bush,  Vice-Chairman Rochester  j 
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RADIOLOGY 

Harold  W.  Jacox,  Chairman New  York  City  I 

Thomas  N.  Sickels,  Vice-Chairman Watertown 

John  A.  Evans,  Secretary New  York  City  j 

Frank  J.  Borrelli,  Delegate New  York  City  J 

SURGERY 

Edward  J.  Donovan,  Chairman . . . .New  York  City 

John  Burke,  Secretary Buffalo 

Walter  Scott  Walls,  Delegate Buffalo 

UROLOGY 

John  S.  Fitzgerald,  Chairman Utica 

T.  A.  Morrissey,  Vice-Chairman New  York  City 

Oscar  J.  Oberkircher,  Secretary Buffalo 

Thomas  A.  Morrissey,  Delegate New  York  City 
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HISTORY  OF  MEDICINE 


Jerome  P.  Webster,  Chairman New  York  City 

John  R.  Paine,  Vice-Chairman Buffalo 

LEGAL  MEDICINE 

George  H.  Hyslop,  Chairman New  York  City 

Niels  C.  Klendshoj,  Secretary Buffalo 


PHYSICAL  MEDICINE 


A.  David  Gurewitsch,  Chairman New  York  City 

Henry  V.  Morelewicz,  Secretary Buffalo 

PUBLIC  RELATIONS 

John  D.  Naples,  Chairman Buffalo 

Henry  I.  Feinberg,  Secretary Jamaica 
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Upjohn 


diarrhea . . . 


Each  fluidounce  contains: 

Kaolin 90  grs. 

Pectin 2 grs. 

in  an  aromatized  and  carminative 
vehicle 

Available  in  bottles  of  10  oz.  and 
1 gallon 


The  Upjohn  Company,  Kalamazoo,  Michigan 


sombulex*  is  an  unusual  barbiturate 

because  it  works  within  15  to  30  minutes  and  leaves  the  bloodstream 
within  3 to  4 hours,  thus  avoiding  the  danger  of  hangover  for 
patients  who  do  not  need  heavy  barbiturate  action. 


When  the  stresses  and  strains  begin  to  tell 

...when  the  mind  won’t  let  the  body  rest,  and  patients 
complain  for  the  first  time... “Doctor,  I can’t  get  to  sleep”... 
SOMBULEX  is  the  prescription  of  choice  for  these 
first-time  barbiturate  patients.  For  them,  1 or  2 tablets 
taken  with  water  or  a warm  beverage  usually  suffice 
to  induce  a night’s  refreshing  sleep  without  hangover. 

Patients  will  not  readily  identify  SOMBULEX  as  a barbiturate. 

The  unusual  uses  of  sombulex 

Because  of  its  rapid  yet  nonpersistent  action,  1 SOMBULEX 
Tablet  will  help  restore  interrupted  sleep  without  subsequent 
hangover,  or  permit  a relaxing  cat  nap  before  a busy  evening. 

One  SOMBULEX  Tablet  also  will  help  the  new  night-shift  worker 
adjust  to  a daytime  sleeping  schedule.  NOTE:  The  action  of 
SOMBULEX  may  be  too  short  lived  for  the  patient  already  dependent 
upon  long-acting  barbiturates.  SOMBULEX  is  supplied 
in  bottles  of  100  tablets,  each  containing  0.26  Gm.  (4  gr.) 

N-methyl  cyclohexenyl  methyl  barbituric  acid,  Schenley. 


SCHENLEY  LABORATORIES,  INC. 


schenley 


© Schenley  Laboratories,  Inc.  *Trademark  of  Schenley  Laboratories,  Inc. 


PROGRESS  THROUGH 


New  Research  Laboratory 
Of  R.  J.  Reynolds  Tobacco  Company 


The  makers  of  Camels  never  cease 
their  efforts  to  maintain  and  to  improve 
the  standards  of  quality  that  distinguish 
America’s  most  popular  cigarette. 

The  plant  shown  above,  which  was  opened 
this  year,  is  a $ 2,000,000  addition  to 
Camel’s  research  facilities. 


R.  J.  REYNOLDS  TOBACCO  COMPANY  • WINSTON-SALEM  • N.  C. 


skin  infections 


antibiotics 


Since  cutaneous  bacterial  infections 
“probably  account  for  more  disability  than 
any  other  group  of  skin  diseases,”1  the 
availability  of  broad-spectrum  Terramycin 
has  been  particularly  helpful  in  controlling 
these  common  disorders.  This  pure,  well- 
tolerated  antibiotic  is  markedly  effective 
against  the  wide  range  of  organisms  often 
implicated  as  primary  or  secondary  patho- 
gens in  skin  disease.  Successful  clinical 
experience2,3,4  in  the  treatment  of  impetigo, 
furunculosis,  acne,  pyodermas,  erythema 
multiforme  and  other  cutaneous  infections 
recommends  the  selection  of  Terramycin 
as  an  agent  of  choice  in  common  diseases 
of  the  skin.  Terramycin  is  supplied  in  such 
convenient  forms  as  Capsules,  Tablets 
( sugar  coated ) , Oral  Suspension  ( flavored ) , 
new  Pediatric  Drops,  and  Ointment 
(topical),  as  well  as  other  dosage  forms  for 
oral, intravenous,  and  topical  administration. 

1.  Hednar,  G.  A.:  South.  M.  J.  46:298  (March)  1953 . 

2.  Wright,  C.  S.,  et  al.:  A.  M.  A.  Arch. 

Dermat.  & Syph.  67 : 125  (Feb.)  1953. 

3.  Robinson,  H.  M .,  et  al.:  South.  M.  J.  (in  press). 

4.  Andrews,  G.  C.,  et  al.:  J.  A.  M.  A.  146:1107  (July  21)  1951. 


rramycin 

BRAND  OF  OXVTETRACYCLINS 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.Y. 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Summer  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1 95  7 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 


. . .particularly 

beneficial 

in  the  treatment 

°f 

hay  fever. 


Because  CHLOR-TRIMETON®  maleate, 
chlorprophenpyridamine  maleate,  has  the 
greatest  potency  milligram  for  milligram 
, of  any  available  antihistamine,  and 
because  “Chlor-Trimeton  has  a relatively  low 
incidence  of  side  reactions,”2  it  is  a drug 
of  choice  for  hay  fever  patients. 

LOIt  - Tff  l ME  T OX 


1.  Silbert,  N.  E. : New  England 
J.  Med.  242: 931,  1950. 

2.  Eiaenstadt,  W.  S. : Journal 
Lancet  70: 26,  1950. 


maleate 


CORPORATION 

BLOOMFIELD.  NEW  JERSEY 


INDEX  TO  ADVERTISERS 


When  Patients  On  Special  Diets 
Clamor  for  "Something  Sweet” 


DELICIOUS,  SPARKLING 

Ginger  Ale  • Cola  • Cream  Soda 
Root  Beer  • Black  Cherry 

• All  the  natural  flavor  and  zest  of  regular 
soft  drinks! 

• Contains  absolutely  no  sugar  or  sugar  deriv- 
atives! 

• Completely  safe  for  diabetics  and  patients 
on  salt-free,  sugar-free  or  reducing  diets! 

• Sweetened  with  new,  non-caloric  calcium 
cyclamote  prepared  by  Abbott  Laboratories  and 
accepted  by  the  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association! 


JVO-CAL 


all  the  flavor  is  in.. all  the  sugar  is  out! 

KIRSCH  BEVERAGES.  BROOKLYN  6.  N.  Y. 


The  Alkalol  Company 1834 

American  Bakers  Association 1808 

American  Pharmaceutical,  Company 1809 

Ames  Company.  Inc 1811 

Ar-Ex  Cosmetics.  Inc 1899 

Astra  Pharmaceutical  Products,  Inc. 1893 


Beech-Nut  Packing  Company 1848 

Brewer  & Company,  Inc 1817 

Brigham  Hall  Hospital 1897 

Burroughs  Wellcome  & Company  Inc 1831 


Canada  Dry  Ginger  Ale,  Inc 1828 

Ceribelli  & Company 1895 

Ciba  Pharmaceutical  Products.  Inc 1807,  1902 

Crane  Discount  Corp 1895 


Desitin  Chemical  Company 1832 

Dome  Chemicals,  Inc 1895 


Flotill  Products.  Incorporated 1839 


Geigy  Company,  Inc 1833 


Halcyon  Rest 1897 

Hall-Brooke  1897 

Hoffmann-La  Roche,  Inc Between  1838-1839 

Holbrook  Manor 1897 

Hotel  Maplewood 1895 


Kirsch  Beverages,  Inc 1826 

Chas.  B.  Knox  Gelatine  Company 1834 


Lederle  Laboratories,  Div.  American  Cyanamid 

Company Between  1822-1823 

Thos.  Leeming  & Company  Inc 1815 

Eli  Lilly  & Company 1840 

P.  Lorillard  & Company 1835,  1836-1837 

Louden  Knickerbocker  Hall 1897 


Mandl  School 1897 

Mead  Johnson  & Company 4th  cover 

Menley  & James,  Ltd 1838 

Wm.  S.  Merrell  Company 2nd  Cover 


New  York  Medical  Exchange 1897 

Num  Specialty  Company 1895 


Parke,  Davis  & Company 1829 

Pediforme  Shoe  Company 1838 

Chas.  Pfizer  & Co.,  Inc 1823,  1847 

Pitman-Moore  Company 1827 


R.  J.  Reynolds  Tobacco  Company 1822 

A.  H.  Robins  Company,  Inc Between  1830-1831 


Sanborn  Company 1897 

Schenley  Laboratories,  Inc 1820-1821 

Sobering  Corporation 1825 

Smith.  Kline  & French  Laboratories 3rd  Cover 

The  Stuart  Company Between  1894-1895 


The  Tarbonis  Company 1891 

Twin  Elms 189* 


The  Upjohn  Company 

U.  S.  Vitamin  Corporation 


1819 

1830 


West  Hill 

Winkler  Shoes 

Winthrop-Stearns,  Inc. 


1897 

1899 

1813 


1827 


An  important 
new  preparation  . . . 
clinically  accepted 
. . . for  lowering 
blood  pressure 
in  both  benign 
and  malignant 
HYPERTENSION 

(1)  Crumpton,  C.  W.  et  al.:  J.  Pharm.  & 
Exper.  Therap.,  106:378  (Dec.)  1952. 

(2)  Currens,  J.  H.  et  al.:  Abstract,  Pro- 
gram American  Heart  Assn.,  April  18-19, 
1952.  (3)  Meilman,  E.,  and  Krayer,  O.: 
Circulation  6:212  (Aug.)  1952.  (4)  Hoob- 
ler,  S.  W.  et  al.:  Ann.  Internal  Med., 
37:465  (Sept.)  1952.  (5)  Smirk,  F.  H., 
and  Chapman,  O.  W.:  Am.  Heart  J., 
43:586  (April)  1952.  (6)  Nash,  H.  A., 
and  Brooker,  R.  M.:  J.  Am.  Chem.  Soc. 
75:1942,  1953. 


VERALBA* 

[Brand  of  Protovera trines  A and  B 
. . . chemically  standardized  by  an 
original  Pitman-Moore  assay.(6)] 


Recent  clinical  investigations1'"^  show  that  protoveratrine 
produces  a significant  decrease  in  systolic  and  diastolic  blood 
pressures.  With  adequate  dosage,  this  well-tolerated  veratrum 
derivative  can  often  maintain  blood  pressure  near  normal  levels 
indefinitely, t2)  and  alleviate  such  symptoms  as  headache,  in- 
somnia, delirium,  dizziness,  and  blurred  vision. 

The  effective  dose  of  protoveratrine  for  the  individual  patient 
can  usually  be  readily  established  with  Veralba  Tablets.  Their 
chemically-standardized  protoveratrine  content  is  highly  constant  in 
potency  . . . permitting  the  careful  estimation  of  dosage  essential 
for  optimal  results  from  protoveratrine  therapy. 

Veralba  is  supplied  as  0.2  mg.  and  0.5  mg.  grooved  tablets,  in 
bottles  of  100. 

*Trademark 

' " Pharmaceutical  and  biological  chemists 

PITMAN-MOORE  COMPANY  INDIANAPOLIS  6,  INDIANA 

— iii  Division  of  Allied  Laboratories,  Inc. 


Prescription 

Perfect 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland — using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky -making. 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820 . . . still  going  strong 

Johnnie 
Walker 

SCOTCH  WHISKY 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y., 
Sole  Importer 


INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (The  Alkalol  Company) 1834 

Amvicel  (The  Stuart  Company) Between  1894-1895 

Aureomycin  (Lederle  Laboratories) Between  1822-1823 

Benadryl  (Parke,  Davis  & Company) 1829 

Brioschi  (Ceribelli  & Co.) 1895 

Butazolidin  (Geigy  Co.,  Inc.) 1833 

Calmitol  (Thos.  Leeming  & Co.  Inc.) 1815 

Chlor-Trimeton  (The  Schering  Corporation) ......  1825 

C.V.P.  (U.S.  Vitamin  Corporation) 1830 

Co-Pyronil  (Eli  Lilly  & Company) 1840 

Daxalan-Dome-Paste  (Dome  Chemicals,  Inc.) 1895 

Decholin  (Ames  Company,  Inc.) 1811 

Desitin  Ointment  (Desitin  Chemical  Company) 1832 

Dexedrine  Spansule  Capsules  (Smith,  Kline  & French 

Labs.) 3rd  Cover 

Donnatal  (A.  H.  Robins  Company,  Inc.)..  Between  1830-1831 

Elkosin  (Ciba  Pharmaceutical  Products) 1902 

Empirin  (Burroughs  Wellcome  & Company) 1831 

Gerifort  (American  Pharmaceutical  Company) 1809 

Hematinic  (The  Stuart  Company) Between  1894-1895 

Iodex  (Menley  & James,  Ltd.) 1838 

Kaopectate  (The  Upjohn  Company) 1819 

Magnamycin  (Chas.  Pfizer  & Co.,  Inc.) 1847 

Mulcin  (Mead  Johnson  & Company) 4th  cover 

Nitranitol  (Wm.  S.  Merrell  Company) 2nd  cover 

N T Z (Winthrop-Stearns,  Inc.) 1813 

Phenaphen  with  Codeine  (A.  H.  Robins  Co.,  Inc.).. 

Between  1830-1831 

Pyribenzamine  (Ciba  Pharmaceutical  Products, 

Inc 1807 

Sombulex  (Schenley  Laboratories,  Inc.) 1820-1821 

Tarbonis  (The  Tarbonis  Company) 1891 

Terramycin  (Chas.  Pfizer  & Co.,  Inc.) 1823 

Thephorin  (Hoffmann-La  Roche,  Inc.) Between  1838-1839 

Thesodate  (Brewer  & Company,  Inc.) 1817 

Thum  (Num  Specialty  Company) 1895 

Veralba  (Pitman-Moore  Company) 1827 

Xylocaine  (Astra  Pharmaceutical  Products,  Inc.) 1893 


Dietary  Foods 

Bread  (American  Bakers  Association) 1808 

Baby  Foods  (Beech-Nut  Packing  Company) 1848 

Gelatine  (Chas.  B.  Knox  Gelatine  Co.) 1834 

Tasti-Diet  Foods  (Flotill  Products,  Incorporated).. . 1839 

Medical  and  Surgical  Equipment 

Orthopedic  Shoes  (Winkler  Shoes) 1899 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1838 

Viso  Cardiette  (Sanborn  Co.) 1897 

Miscellaneous 

Camel  Cigarettes  (R.  J.  Reynolds  Tobacco  Company) . 1822 

Cosmetics  (Ar-Ex  Cosmetics,  Inc.) 1899 

Kent  Cigarettes  (P.  Lorillard  & Company) . . . 1835,  1836-1837 

No-Cal  (Kirsch  Beverages,  Inc.) 1826 

Whisky  (Canada  Dry  Ginger  Ale,  Inc.) 1828 


relieves  hay  fever  distress 


BENADRYL: 

effective  antihistaminic 

When  pollens  provoke  symptoms  in  sensitive  patients, 
BENADRYL  Hydrochloride  (diphenhydramine  hydrochlo- 
ride, Parke-Davis)  quickly  checks  sneezing,  nasal  dis- 
charge, nasopharyngeal  itching,  and  lacrimation.  Because 
relief  is  rapidly  obtained  and  gratifyingly  prolonged,  a 
comfortable  “hay  fever  season”  can  be  prescribed  for  most 
patients. 

BENADRYL  Hydrochloride  is  available  in  a variety  of  forms  — includ- 
ing Kapseals,®  50  mg.  each;  Capsules,  25  mg.  each;  Elixir,  10  mg. 
per  teaspoonful;  and  Steri-Vials,®  10  mg.  per  cc.  for  parenteral 
therapy. 
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(citrus 

flavonoid 

compound 

with 

vitamin  C) 


to  stop  capillary  bleeding 


protects  against 
capillary  fragility, 
abnormal  bleeding  and 
vascular  accidents  in . . . 


HYPERTENSION 
DIABETES 
RADIATION  INJURY 
PURPURA 

RETINAL  HEMORRHAGE 


Professional  samples  and  literature 
on  request. 


Five  years  of  laboratory  and  clinical  investiga- 
tions establish  the  complete  safety  and  value  of 
C.V.P.  in  increasing  capillary  resistance  and 
reducing  abnormal  bleeding  due  to  capillary 
fragility. 

C.V.P.  provides  natural  bio-flavonoids  derived 
from  citrus  sources  — potentiated  by  vitamin  C 
— which  act  synergistically  to  thicken  the  inter- 
cellular ground  substance  (cement)  of  capillary 
walls,  decrease  permeability . . . and  thus  increase 
capillary  resistance. 

each  C.  V.  P.  capsule  provides: 


Citrus  Flavonoid  Compound*  ....  100  mg. 
Ascorbic  Acid  (C) 100  mg. 


•(water  soluble  whole  natural  vitamin  "P"  complex,  more 
active  than  insoluble  rutin  or  hesperidin) 

Bottles  of  100. 

500  and  1000  capsules. 


u.  s.  vitamin  corporation  Casimir  Funk  Laboratories,  Inc.  (affiliate) 

250  E.  43rd  Street,  New  York  17,  N.Y. 


UMPIRIN’  COMPOUND3 


' \ 

with  CODEINE  PHOSPHATE* 

gr.  Vs  gr.  Va-  gr.  Vs-  gr.  1- 

*/2  times  more  soluble  than  sulfate 
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DESITIN 


® 


1.  Heimer,  C.  B.,  Grayzel,  H.  G.  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A.  and  Leviticus, 
R.:  Ind.  Med.  & Surg.  18:512.  1949. 


the  most  widely  used 

ethical  specialty  for 

care  ot  the  infant’s  skin 


the  pioneer  external 
cod  liver  oij  therapy 


Decisive  studies1-2 
substantiate  over  25 
years  of  daily  clinical 
use  regarding  the  ability  of  Desitin 

Ointment  to protect,  soothe, 

dry  and  accelerate  healing  in... 

• diaper  rash  • exanthema 

• non-specific  dermatoses 

• intertrigo  • prickly  heat 

• chafing  • irritation 

(due  to  urine,  excrement,  chemicals  or  friction) 

Desitin  Ointment  is  a non-irritant  blend  of  high 
grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vita- 
mins A and  D in  proper  ratio  for  maximum  effi- 
cacy) , zinc  oxide,  talcum,  petrolatum,  and  lanolin. 
Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exu- 
date, urine  or  excrements.  Dressings  easily 
applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 
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for  relief  of 


ARTHRITIS 

and  allied  disorders 


BUTAZOLIDIN 

(brand  of  phenylbutazone  : 


NEW  SYNTHETIC  NON-HORMONAL 


A totally  new  concept  in  management  of  rheumatic  disorders,  treatment  with 
BUTAZOLIDIN  offers  a combination  of  clinical  advantages  not  shared  by  any  other  agent. 

Relieves  pain  in  approximately  3 of  every  4 cases  within  a few  days  of  commencing  treatment 

Produces  functional  improvement  in  many  cases  by  reducing  swelling  and  spaStn  and  increas- 
ing mobility 

Has  favorable  effect  in  virtually  all  forms  of  arthritis  and  many  types  of  painful  musculo- 
skeletal disorders 

Maintains  effectiveness  for  as  long  as  treatment  is  continued 

Effective  by  mouth,  thus  well  adapted  to  routine  use  in  either  bedridden  or  ambulatory  patients 


Butazolidin®  (brand  of  phenylbutazone)  is  available  as  coated  tablets  of  200  mg.  and  100  mg. 

A •election  from  the  bibliography  on  Butazolidin  ...  (1)  Freyberg,  R.;  Kidd,  E.  C.,  and  Boyce,  K.  C. : Studies  ol 
Butazolidin  and  Butapyrin  in  Patients  with  Rheumatic  Diseases.  Paper  read  before  the  Annual  Meeting  of  the  American  Rheuma- 
tism  Association,  Chicago,  June  6,  1952.  (2)  Kuzell,  W.  C.,  and  others:  Phenylbutazone  (Butazolidin)  in  Rheumatoid  Arthritis 
and  Cout,  J.A.M.A.  149  : 729,  1952.  (3)  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W. : Butapyrin  in  Gout,  Stanford  M.  Bull.  9:194,  1951. 
(4)  Kuzell,  W.  C.t  and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin),  Bull.  Rheumat.  Dis.  3:23,  1952.  (5)  Kuzell,  W.  C., 
and  Schaffarzick,  R.  W.:  Phenylbutazone  (Butazolidin)  and  Butapyrin  in  Arthritis  and  Gout,  California  Med.  77: 319,  1952. 
(6)  Smith,  C.  H.,  and  Kunz,  H.  G. : Butazolidin  in  Rheumatoid  Disorders,  J.  M.  Soc.  New  Jersey  49:306,  1952.  (7)  Stein- 
brocker,  O.,  and  others:  Phenylbutazone  Therapy  of  Arthritis  and  Other  Painful  Musculoskeletal  Disorders,  J.A.M.A.  750:1087, 
1952.  (8)  Stephens,  C.  A.  L.,  Jr.,  and  others:  Benefits  and  Toxicity  of  Phenylbutazone  (Butazolidin)®  in  Rheumatoid  Arthritis, 
J.A.M.A.  750:1084,  1952. 


In  order  to  secure  optimal  results  with  minimal  risk  of  side 
reactions  physicians  are  urged  to  send  for  the  brochure 
“Essential  Clinical  Data  on  Butazolidin”  and  other  inform- 
ative literature. 


CEICY  PHARMACEUTICALS 

Division  of  Geigy  Company,  Inc.,  220  Church  St.,  New  York  1 3,  N.  Y. 
In  Canada:  Geigy  (Canada)  Limited,  Montreal 
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Knox  Gelatine... 
useful  protein  supplement 
for  the  growing  child 


For  Body  Growth 

Protein  not  only  helps  feed  the  machine  of  the 
growing  child  but  is  itself  the  machinery.  An  abun- 
dance of  protein  both  for  body  growth  as  well  as 
for  blood,  enzyme  and  hormone  synthesis  is  a 
primary  requirement  in  childhood.  While  carbo- 
hydrate and  fat  may  be  stored  in  the  organism, 
protein  must  be  taken  in  daily  to  maintain  the 
structural  mass  of  tissue. 

Abundant  Energy 

The  daily  diet  must  contain  the  so-called  essential 
amino  acids  as  first  shown  by  Osborne  and 
Mendel41  and  more  precisely  defined  by  Rose. 12  * 
Once  the  essential  amino  acids  are  furnished,  the 
remaining  ones  may  be  taken  in  abundance  from 
other  protein  sources  to  insure  full  growth  and 
create  abundant  energy. 

Easy  to  Digest 

Knox  Gelatine  is  an  excellent  protein  supplement, 
easy  to  digest  and  administer,  and  non-allergenic. 
It  may  be  prepared  in  a variety  of  ways  from  Knox 
Gelatine  Drink  to  delicious  salads  and  desserts. 

High  Dynamic  Action 

Gelatine  in  the  form  of  gelatinized  milk  has  been 
found  a valuable  protein  supplement  helpful  in 
allergies,  celiac  disease,  colic  and  to  increase  the 
digestibility  of  the  milk  formula  :3,  Its  high  spe- 
cific dynamic  action441  which  spares  essential 
amino  acids  and  furnishes  amino  acids  for  the 
continuous  dynamic  exchange  of  nitrogen  in  the 
tissue45*  helps  the  child  to  maintain  the  normal 
body  heat.  Furthermore,  it  contains  an  abundance 
of  important  glycine  and  proline  necessary  for 
hemoglobin  formation. 

1.  Osborne.  T B and  Mendel.  L B . J B>ol  Chem  17  32  5.  191 4 
2 Rose  W C Physiol  Rev  18  109.  1938 

3.  Wolpe.  Leon  Z and  SUverstone.  Paul  C J Pediat  21  635. 
1942 

4.  Lusk  G . J Nutrition  3 519.  1931  Borsook  H . B>ol  Rev. 
11  :147.  1936 

5.  Schoenheimer  R Rainer  S and  Rittenberg.  D . J Biol 
Chetn  127  333.  1939  and  130:703.  1939 


io  send  for  brochures  oo  diets  of  Diabetes.  Coli- 
^ ns.  Peptic  L'lcer  Lom  Salt.  Reducing.  Liquid 

y afK*  Sol*  Diets 

r^/r-9  k sox  Gelatine.  Johnstow  s.  N V Deft 


1»9  9M  o4  groc**v  eirri  «■  . 


KNOX  GELATINE  u.  s.  r 

Al!  Protein  No  Sugar 


For  Mucous 

C 

Membrane 

Bland, 

Effective! 

FP66  sample  — The  Alkalol 
Company,  Taunton  30,  Mass. 
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Announcing  a scientifically 
significant  development  in 
cigarette  smoking... 


HP 


with  the  exclusive  “MICRONITE”  FILTER 


Doctors  have  long  been  aware  of  the 
need  for  a really  effective  filter-tipped 
cigarette.  P.  Lorillard  Company  has  been 
conscious  of  this  problem,  and  after  years  of 
study,  experiment  and  research  believes  it 
has  developed  a cigarette  that  meets  the  need. 

It  is  the  new  KENT  cigarette  with  the 
“ Micronite”  * Filter.  Recent  tests  have  shown 
that  the  Micronite  Filter  approaches  7 times 
the  efficiency  of  other  filters  in  the  removal  of 
tars  and  nicotine  and  is  virtually  twice  as 
effective  as  the  next  most  efficient  cigarette. 

All  members  of  the  medical  profession  will 
be  interested  in  the  facts  about  this  new  cig- 
arette. To  avoid  possible  confusion  or  mis- 
understanding by  the  general  public,  the  de- 


tails of  the  KENT  studies  given  on  these 
pages  are  for  physicians  only,  and  will  not 
appear  in  KENT  advertising  or  promotion 
to  the  general  public. 

Micronite  as  a cigarette  filter  . . . 

The  new  filter  material — called  Micronite — 
stems  directly  from  the  improved  protective 
filters  developed  to  meet  critical  air-purifica- 
tion problems  in  atomic  energy  plants. 

When  investigations  showed  that  this  fil- 
ter medium  was  capable  of  removing  all  of 
the  minute  particles  from  a stream  of  cig- 
arette smoke,  the  filter  was  modified  for  use 
in  KENT  cigarettes.  This  was  done  in  such  a 
way  as  to  permit  the  passage  of  pleasant  aro- 


PATENT  APPLIED  FOR 
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1. 


1 Comparison  of  KENT  with  leading  non- 
‘ filter  brands.  Effects  on  Peripheral  Vascular 
System.  Drop  in  surface  skin  temperature 
at  the  last  phalanx  induced  by  smoking  one 
cigarette. 


2. 


O Comparison  of  KENT  with  Brand  “A”  con- 
e~‘  ventional  filter  tip.  Effects  on  Peripheral 
Vascular  System.  Drop  in  surface  skin  tem- 
perature at  last  phalanx  induced  by  smok- 
ing one  cigarette.  Average  for  15  susceptible 
subjects. 


malic  smoke  constituents , but  with  a removal 
of  the  more  objectionable  fractions  of  tobacco 
smoke  to  an  extent  never  before  accomplished. 

Efficacy  of  the  Microniie  Filter 

The  normal  human  subjects  used  in  testing 
the  Micronite  Filter  were  divided  into  two 
categories — susceptible  and  non-susceptible — 
on  the  basis  of  their  subjective  reactions  to 
cigarette  smoking.  Approximately  two-thirds 
of  the  subjects  in  this  investigation  were  non- 
susceptible  while  the  remaining  third  were 
definitely  susceptible.  Other  investigations 
have  reported  a somewhat  similar  ratio,  (a) 

To  study  the  effects  of  this  filter  on  physi- 
ological reactions  to  cigarette  smoke,  in  both 
susceptible  and  non-susceptible  persons,  two 
different  tests  were  employed,  both  being 
measurements  of  peripheral  blood  flow. 

The  first  test  involves  the  drop  in  skin 
temperature  occurring  at  the  finger  tip,  in- 
duced by  smoking  and  measured  according 


to  well-established  procedures,  (b,  c) 

The  second  test  is  a measurement  of  vaso- 
constriction in  the  hand,  as  recorded  plethys- 
mographically.  (d) 

The  results  of  these  measurements — de- 
termined for  Lorillard  by  an  independent  re- 
search organization — are  shown  on  the  four 
charts  reproduced  here.  Concurrently,  other 
outside  independent  laboratories  are  carry- 
ing on  further  research  on  the  chemical  and 
physiological  effects  of  cigarette  smoking 
with  new  and  original  testing  methods. 

From  these  charts,  the  following  general 
conclusions  may  be  drawn: 

When  cigarette  smoke  is  drawn  through 
a Micronite  Filter,  it  is  no  longer  capable 
of  producing  characteristic  changes  in  pe- 
ripheral blood  flow'  in  either  susceptible  or 
non-susceptible  persons. 

The  Micronite  Filter  is  vastly  superior  to 
any  other  available  filter  now  in  use  for 


3. 


O Comparison  of  KENT  with  Brand  “B"  con- 
s^‘  ventional  filter  tip.  Effects  on  Peripheral 
Vascular  System.  Drop  in  surface  skin  tem- 
perature at  the  last  phalanx  induced  by 
smoking  one  cigarette.  Average  for  15  sus- 
ceptible subjects. 


A Comparison  of  KENT  with  Brand  “A”  and 
“B”  conventional  filter  tip.  Peripheral  vaso- 
constriction induced  by  smoking  one  cig- 
arette. Peripheral  blood  flow  as  measured 
by  continuous  plethysmography  on  the  hand . 
Average  for  4 susceptible  and  8 non-sus- 
ceptible  subjects. 


removing  tars  and  nicotine  in  cigarette 
smoke. 

Here  are  additional  observations  from  work 
now  in  progress: 

1.  When  smoke  which  has  passed  through 
a Micronite  Filter  contacts  the  conjunctival 
sac  of  the  rabbit,  far  less  irritation  occurs 
than  when  the  sac  is  exposed  to  the  smoke 
from  regular  cigarettes  or  the  smoke  from 
popular  filter-tipped  brands. 

2.  Current  studies  also  indicate  that  Mi- 
cronite-filtered  smoke  is  less  irritating  to 
mucous  membranes  than  unfiltered  smoke. 
When  the  scientific  evidence  of  the  effec- 
tiveness of  the  Micronite  Filter  is  compared 
with  the  effectiveness  of  other  filters,  it  shows 
that — 

The  problem  of  smoker  susceptibility  to 
tobacco  irritants  may  be  largely  over- 
come by  KENTs.  And  for  those  people 
whose  smoking  should  be  restricted  for 
therapeutic  reasons,  KENT  should  be 
considered  as  the  cigarette  of  choice. 


References  Cited 

a.  A Manual  of  Pharmacology,  7th  edition, 
Philadelphia,  W.  B.  Saunders  Co.,  1949,  pp. 
341-352. 

b.  J.A.M.A.,  Vol.  103,  1934,  p.  318. 

c.  J.A.M.A.,  Vol.  135,  1947,  p.  417. 

d.  J.A.M.A.,  Vol.  104,  1935,  p.  1963. 
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THERAPEUTICALLY  EFFECTIVE 


indicated  wherever  the  stimulating  and  metabolic 
effects  of  IODINE  in  IODEX  and  the  analgesic  action  of  Methyl 
Salicylate  are  needed  topically  and  for  percutaneous  absorption. 


For  strains,  sprains,  painful  joints  and 
aching  muscles  • rheumatic  pains  • relieves 
itching  in  skin  diseases. 


Samples  and  literature  sent  on  request. 


IODEX 
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MANHAnAN-34  WEST  36th  St. 
BROOKLYN— 288  LIVINGSTON  St. 
FLATBUSH  — 843  FLATBUSH  AVE. 

Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


OrteCaloUf 


TASTI-DIET 


LUSCIOUS 

CHERRIES 


TANGY 

DRESSINGS 


caloric  intake  must  be  reduced 


Theoretically  it  is  not  difficult  to  organize  a diet  which  will 
adequately  reduce  the  caloric  intake  of  the  individual  so  that 
orderly  weight  loss  occurs.  If  human  beings  ate  only  to  satisfy 
hunger,  it  would  not  be  so  difficult  for  obese  patients  to  stay 
on  a weight  reduction  regimen. 

Their  excessive  appetites  and  the  exaggerated  importance 
which  eating  occupies  in  their  lives  may  well  be  related  to  psy- 
chologic aberrations  and  obscure  frustrations.  It  is  this  very 
perversion  of  the  appetite  that  makes  it  so  difficult  for  the 
obese  to  remain  on  the  reducing  diet — so  many  of  the  foods 
prohibited  are  the  very  ones  that  are  most  pleasurable. 

Even  on  a well-organized  high-protein  diet,  in  which  hunger 
is  held  in  complete  abeyance,  the  craving  for  something  sweet 
becomes  more  and  more  intense,  and  if  self-discipline  is  not 
sufficiently  rigid,  "cheating”  results. 

Tasti-Diet  Low-Calorie  Dietetic  Foods  are  especially  de- 
signed to  overcome  this  problem.  Because  of  their  unique 
processing  (without  sugar)  their  caloric  content  is  as  much 
as  70%  less. 

Tasti-Diet  Dietetic  Foods — an  array  of  36  low-calorie 
fruits,  vegetables,  salad  dressings,  puddings,  jellies,  and  gela- 
tin desserts — can  make  the  difference  between  success  and 
failure  in  any  weight  reduction  program.  Through  their  use 
the  reducing  diet  can  provide — within  the  realm  of  the  proper 
caloric  limitation — an  abundance  of  salads  with  tasty  dress- 
ings, luscious  fruits  in  a sweet,  rich,  syrup-like  liquid,  delicious 
desserts  and  jellies  that  satisfy  the  craving  for  sweets. 

Physicians  are  invited  to  send  for 
literature  and  a representative  sample 
of  each  category  of  the  foods  mentioned. 


DELECTABLE 
SWEET  FIGS 


RICH  RIPE 
PEACHES 


FLOTILL  PRODUCTS,  INCORPORATED 

TASTI-DIET  DIETETIC  FOODS  DIVISION 


DELICIOUS 

CUSTARDS 


GELATIN 

DESSERTS 


APPir 


V 


Tasti-Diet  Dietetic  Foods  are  special  purpose  foods 
processed  to  meet  specific  dietetic  needs.  Tasti-Diet 
canned  fruits,  jellies,  and  desserts  (no  sugar  added) 
are  sweetened  with  nonnutritive  artificial  sweet- 
eners; Tasti-Diet  canned  vegetables  are  processed 
without  the  addition  of  salt  or  sugar;  Tasti-Diet  dress- 
ings, containing  no  sugar  or  mineral  oil,  are  pre- 
pared especially  for  low-calorie,  low-sugar,  and 
diabetic  diets.  * 


TASTY 

JELLIES 
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fewer  side-effects 


than  any  other 


known 


antihistaminic 


vtJ#* 

5< 
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' Co-Pyronil ' * 
jt^  frequently  affords 
more  profound, 
more  prolonged 
relief  with 


♦'Co-Pyronil'  IPyrrobutomine  Compound,  Lilly) 

Dosage 

Mild  symptoms:  1 pulvule  every 
twelve  hours. 

Moderate  symptoms:  1 pulvule 
every  eight  hours. 

Severe  symptoms:  2 pulvules  every 
eight  hours. 


Formula: 

Each  pulvule  contains: 

'PyroniP  15  mg. 

(Pyrrobutamine,  Lilly) 

'HistadyP  25  mg. 

(Thenylp  yramine,  Lillv) 

'Clopane  Hydrochloride’  12.5  mg. 
(Cvclopentamine  Hydrochloride, 

Lilly) 
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Editorials 

Reporting  of  Habitual  Narcotic  Users 


It  has  been  called  to  our  attention  that 
physicians’  reports,  now  mandatory,  con- 
cerning habitual  users  of  any  narcotic  drug 
have  been  few  in  number.  We  therefore 
call  our  readers’  attention  to  the  law. 

Sec.  480.  Reports  by  physicians.  It  shall  be 
the  duty  of  every  attending  or  consulting 
physician  to  report  to  the  State  Department  of 
Health,  promptly,  the  name  and,  if  possible, 
the  address  of  any  person  under  treatment  if  it 
appears  that  such  person  is  an  habitual  user  of 
any  narcotic  drug.  Such  reports  shall  be  open 
for  inspection  only  to  federal,  state,  and  munici- 
pal officers  whose  duty  is  to  enforce  the  laws  of 
this  state  or  of  the  United  States  relating  to 
narcotic  drugs,  or  who  are  concerned  with  the 
commitment,  care,  treatment  and  rehabilita- 
tion of  persons  addicted  to  the  use  of  narcotic 
drugs.  No  such  officer  having  knowledge  by 
virtue  of  his  office  of  any  such  report  shall  di- 
vulge such  knowledge  except  in  connection 
with  his  duties.  (Added  by  L.  1952,  ch.  632.) 


When  any  physician  has  a case  to  report, 
he  may  obtain  the  necessary  report  form 
from  the  district  State  health  officer,  full- 
time county  health  commissioner,  or  full- 
time city  health  officer  in  his  area.  In  the 
City  of  New  York,  report  forms  can  be  se- 
cured from  the  New  York  City  Department 
of  Health,  125  Worth  Street,  New  York  13, 
New  York. 

These  confidential  reports  will  be  for- 
warded by  the  appropriate  health  officer  to 
the  New  York  State  Department  of  Health, 
Albany.  In  accordance  with  the  law  the 
reports  submitted  will  be  open  for  inspection 
only  to  Federal,  State,  and  municipal  officers 
whose  duty  it  is  to  enforce  the  laws  of  this 
State  or  of  the  United  States  relating  to  nar- 
cotic drugs,  or  who  are  concerned  with  the 
commitment,  care,  treatment,  and  rehabili- 
tation of  persons  addicted  to  the  use  of  nar- 
cotic drugs. 
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Habitual  users  of  the  following  narcotic 
drugs  must  be  reported  under  Section  430 
of  the  Public  Health  Law:  cannabis  (mari- 
huana), coca  leaves  and  their  derivatives 
including  cocaine,  dromoran  (dl)  hydrobro- 
mide, isomethadone,  isonipecaine  (Demerol), 
keto-bemidone,  methadone  (dolophine  and 
adanon),  Nu-1196  or  nisentil,  opium  and  its 
derivatives  including  heroin,  morphine,  co- 


deine, pantopon,  and  dilaudid. 

We  feel  sure  that  the  membership  of  the 
Society  is  willing  to  cooperate  with  the 
Health  Departments  of  both  City  and  State. 
Supplies  of  Form  NC-9  on  which  reports 
should  be  made  may  be  obtained  as  stated 
above.  The  prompt  reporting  of  such 
habitual  narcotic  users  by  the  physicians  of 
the  State  may  avert  many  tragedies. 


Pitfalls  in  Public  Speaking 


In  his  letter  to  the  editor  of  the  J.A.M.A.,1 
a correspondent,  Dr.  John  H.  Schaefer, 
stresses  some  valuable  points  concerning 
rapidity  of  speech,  faulty  microphone  tech- 
nic, and  the  tendency  in  many  rooms  or 
chambers  for  reverberations  and  resonances 
to  make  human  speech  regrettably  less  in- 
telligible. In  these  days  when  public  ad- 
dress systems  are  encountered  in  nearly 
all  sizable  halls,  lecture  rooms,  or  wherever, 
these  tend  to  be  at  times  more  of  a hindrance 
than  a help,  especially  when  unmonitored. 

Every  acoustic  fault  that  a given  room 
may  have,  reverberations,  or  echoes,  or 
resonances,  can  be  and  frequently  is  picked 
up  and  amplified  along  with  the  speaker’s 
voice.  The  constant  monitoring  of  a public 
address  system  is  essential  to  keep  these 
undesirable  vibrations  from  building  up 
to  a squeal  or  a blast. 

Every  auditorium  has  unique  acoustic 
characteristics.  Acoustics  may  be  improved 
by  acoustic  tile,  plaster,  and/or  drapes.  Even 
with  these,  few  auditoriums  approach  perfec- 
tion; nearly  all  require  study  byr  the  speaker, 
if  he  is  to  make  himself  understood.  Poor 
acoustic  characteristics  are  the  result  of  re- 
flection of  sound  (the  speaker’s  voice)  from  one 
surface  to  another  in  the  auditorium  so  that 
the  speaker’s  voice  reaches  the  auditor’s  ear 
out  of  phase  with  one  or  more  reflections  from 
one  or  more  surfaces.  The  resulting  interfer- 
ence causes  a frequently  unintelligible  jumble  of 
sound.1 

One  observes  several  easily  correctible 
faults  of  microphone  technic  which,  if 
remedied,  could  materially  contribute  to 
intelligibility.  The  first  is  the  error  of 
faulty  breathing.  The  speaker  jumps  to 
the  platform,  hugs  the  “mike”  to  his  bosom 
like  a long-lost  friend,  shakes  the  stand 


vigorously  like  a fox  terrier  with  a rat, 
and  plunges  into  speech  with  ardor  and 
enthusiasm,  only  to  find  that  he  has  ex- 
hausted his  reserve  air,  making  it  necessary 
to  finish  his  sentence  in  a whisper.  Poor 
logistics.  He  then  refills  his  lungs  as  close 
as  possible  to  the  “mike”  with  cave-of-the- 
winds  sound  effects  from  the  loud  speakers 
and  starts  all  over  again.  But,  realizing  too 
late  his  recent  lack  of  audibility,  he  inter- 
polates, “Can  you  hear  me?”  He  then 
pursues  his  wavering  course  to  the  end  of 
his  address,  weaving  from  side  to  side  or 
back  and  forth,  both  hands  clutching  the 
lectern  except  when  he  releases  one  of  them 
to  turn  over  a sheet  of  typescript  with  thun- 
der and  hurricane  sound  effects.  These 
never  seem  to  be  quite  realistic  enough  to 
keep  more  than  half  of  his  hearers  awake, 
however. 

All  this  could  have  been  avoided  by  sliding 
his  manuscript  sheets  from  left  to  right 
and  by  maintaining  a constant  distance  of 
his  head  from  the  microphone.  Dr.  Schaefer 
says  helpfully: 

Nearly  30  years  ago,  a minister  in  Minne- 
apolis taught  me  the  trick  of  effective  speaking 
in  an  acoustically  difficult  auditorium.  His 
church  had  extremely  poor  acoustic  qualities, 
yet  he  was  always  clearly  understood  from  any 
part  of  the  church.  The  most  important  single 
trick  is  that  of  breaking  one’s  speech,  as  fol- 
lows: “One  should — over-enunciate — and 

group  one’s  words — so  that  enough  time — 
elapses  between  groups — to  permit  echoes — of 
one  group — to  be  dying — before  starting — the 
next  group.”  By  so  grouping  words  and 
phrases  one  can  almost  entirely  overcome  very 
poor  acoustics.  With  a bit  of  practice,  most 
speakers  can  learn  to  regulate  this  timing  in  any 
auditorium  during  the  first  three  or  four  min- 
utes of  an  address. 

(Continued  at  bottom  of  next  page) 
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Home  for  the  Headquarters 
of  the 

Society  of  the  State  of  New  York 

This  page  is  a statement  and  an  appeal  to  all  the  thousands 
of  physicians  in  New  York  State  who  depend  upon  and  have 
an  abiding  faith  in  and  devotion  to  the  practice  of  medicine, 
be  it  institutional  or  private. 

The  statement  of  fact  is  that  the  headquarters  of  your 
Society,  employing  some  sixty-five  persons,  is  grossly  inade- 
quate and  impractical,  and  the  costs  are  unrealistic.  This 
situation  hampers  the  service  and  adds  to  the  personal  dis- 
comfort of  the  staff.  It  is  a factor  in  the  shortage,  almost, 
let  me  add,  the  unavailability,  of  personnel  needed  to  ex- 
pedite the  functions  of  organized  medicine  in  this  Empire 
State.  The  situation  is  not  in  conformity  with  business  or 
administrative  efficiency. 

My  appeal  is  for  earnest  cooperation  and  financial  support 
of  suitable  headquarters  which  dignity  and  efficiency  dictate. 
There  are  already  available  financial  surpluses  that,  in  terms 
of  efficient  business  evaluation,  might  well  be  used  in  estab- 
lishing our  own  home  when  circumstances  are  favorable.  The 
income  from  these  investments  is,  for  the  most  part,  used  at 
the  present  time  to  defray  rentals.  In  addition  to  the  monies 
already  available,  I feel  sure  there  are  many  members  who  would  contribute  or  underwrite 
funds  for  a respectable  home  for  the  Medical  Society  of  the  State  of  New  York.  A fore- 
sighted  organization  should  begin  to  seek  and  encourage  the  accumulation  of  assets  and  re- 
sources in  anticipation  of  owning  its  own  place  in  the  near  future. 

In  conformity  with  an  action  passed  by  the  House  of  Delegates  at  the  session  in  Buffalo, 
I am  appointing  a subcommittee  of  the  Planning  Committee  for  Medical  Policies  to  activate 
a program  of  investigation  and  search  leading  to  the  realization  of  the  thoughts  here  ex- 
pressed. I shall  devote  much  of  my  time  in  the  coming  year  to  the  consummation  of  these 
dreams.  I beg  you  to  offer  to  this  subcommittee  your  ideas  and  support  in  its  quest  for 
quarters  which  will  add  to  the  morale  of  all  and  which  an  honorable  and  respectable  pro- 
fession deserves  and  does  demand. 

There  are  synagogues,  mosques,  churches,  and  cathedrals  for  religious  observances. 
Organized  medicine  needs  and  deserves  here  a befitting  citadel,  a suitable  edifice  where  the 
Oath  of  Hippocrates  may  be  enshrined  and  revered.  Such  an  edifice  would  do  much  to 
enhance  the  morale  of  the  medical  profession  in  the  Empire  State. 

CLaJ  H- 


(Continued  from  preceding  page) 


The  constant  monitoring  of  any  public 
address  system  is  a great  help  where  this 
can  be  done  by  a competent  operator.  It 
does  not  rectify  the  faults  of  the  speaker, 
but  it  may  compensate  for  them  to  a certain 
extent.  Since  more  and  more  halls,  audi- 
toriums, lecture  rooms,  and  amphitheatres 
are  being  equipped  with  such  systems,  it 
would  seem  to  be  the  part  of  wisdom  for 
those  physicians  who  do  public  speaking 


and  lecturing  to  learn  how  to  use  them  most 
effectively. 

Practice  at  home  with  any  of  the  good 
recording  devices,  tape  or  wire,  now  avail- 
able will  permit  any  prospective  lecturer 
to  recognize  his  deficiencies,  if  any,  and  to 
correct  them  in  private.  Such  practice 
will  not  remedy  the  acoustical  difficulties 
of  public  places,  naturally,  but  it  will  avoid 
heaping  Pelion  on  Ossa. 
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DIABETES  MELLITUS 


Irving  Graef,  M.D.,  Editor 

from  the 

Committee  on  Professional  Education 
of  the 

Clinical  Society 
of  the 

New  York  Diabetes  Association 


DIABETES  AND  TUBERCULOSIS 

Elmer  S.  Gais,  M.D.,  New  York  City 

( From  the  Montefiore  Hospital,  the  Xew  York  University  Post-Graduate  Medical  School,  and  the  Fourth  (NYU) 
Medical  Division.  Bellevue  Hospital;  Fellow.  Clinical  Society  of  the  Xew  York  Diabetes  Association) 


IX  THE  great  majority  of  instances  tuber- 
culosis occurs  as  a complication  of  pre- 
existing diabetes  mellitus.  The  fact  that 
this  combination  of  diseases  is  lethal  unless 
recognized  early  and  treated  vigorously  is  of 
utmost  importance.  In  the  decade  1926  to 
1936,  Wiener  and  Kavee  reported  a mor- 
tality of  79  per  cent  of  218  such  patients 
within  three  years  of  the  onset  of  tuberculo- 
sis.1 More  recently  Ferrara  reports  that 
only  three  of  68  such  patients  lived  longer 
than  six  years  and  50  per  cent  died  within 
two  years.2  Such  a survival  rate  is  indeed 
horrifying,  even  when  compared  to  various 
malignancies,  and  emphasizes  the  serious- 
ness of  the  situation.  However,  as  will  be 
shown  later,  a more  hopeful  outlook  is 
presently  warranted. 

The  incidence  of  tuberculosis  is  higher  in 
the  diabetic  than  in  the  general  population. 
The  most  recent  evidence  is  presented  in  the 
Philadelphia  Survey  in  which  8.4  per  cent 
of  the  3,106  diabetics  studied  were  tuber- 
culous, whereas  4.3  per  cent  of  a group  of 
70,767  industrial  workers  were  found  to 
harbor  tuberculosis.3 

From  this  survey  other  important  con- 
clusions were  drawn : 


1.  Tuberculosis  was  active  in  2.6  per  cent 
of  the  diabetics. 

2.  Active  tuberculosis  was  three  times 
as  prevalent  in  those  diabetics  under  forty 
years  of  age  as  in  those  forty  or  over. 

3.  The  prevalence  of  active  tuberculosis 
increased  markedly  with  severity  of  the 
diabetes. 

4.  In  the  younger  age  group  the  preva- 
lence of  active  tuberculosis  was  much  greater 
in  those  having  had  diabetes  ten  years  or 
more. 

5.  The  prevalence  of  tuberculosis  was 
much  greater  in  underweight  than  in  over- 
weight. 

6.  Tuberculosis  was  much  more  likely  to 
be  active  in  diabetics  than  in  nondiabetics. 

These  workers  were  unable  to  assess  con- 
clusively the  effect  of  degree  of  control  of 
diabetes  on  the  incidence  of  tuberculosis. 
ETsing  the  incidence  of  coma  as  measure  of 
control  it  seemed  that,  when  the  younger 
age  group  only  was  considered,  a history  of 
coma  did  have  a slight  positive  influence  on 
the  incidence  of  tuberculosis.  It  should  be 
remembered,  however,  that  coma  is  more 
prevalent  in  the  younger  and  usually  more 
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severe  diabetic  in  general,  and  thus  this 
yardstick  loses  validity. 

The  juvenile  diabetic  at  present  survives 
into  the  decades  when  tuberculosis  becomes 
more  prevalent;  thus  the  opportunity  for 
exposure  anti  increased  incidence  of  tuber- 
culosis becomes  a function  of  time  itself. 
If  underweight  is  evidence  of  undernutrition 
and  inadequate  control,  then  the  increased 
incidence  in  this  group  may  reflect  the 
hazard  of  poor  diabetic  control. 

A statistical  case  for  the  beneficial  effect 
of  improved  diabetic  care  can  be  made  by  a 
comparison  of  the  declining  mortality  of  the 
diabetic  from  tuberculosis  in  the  various 
eras  of  diabetic  therapy.  The  experience  of 
the  Joslin  Clinic  shows  a mortality  rate  from 
tuberculosis  of  4.9  per  cent  of  all  causes  of 
deaths  in  diabetes  in  the  Naunyn  and  Allen 
eras,  declining  slightly  to  4.4  per  cent  in  the 
Banting  (regular  insulin)  era,  1922  to  1936, 
but  thereafter  declining  significantly  to  2.8 
per  cent  in  the  Hagedorn  (protamine  insulin) 
era  to  1943,  and  further  to  1.9  per  cent  in  the 
Best  (modified  insulin  mixtures)  era  to  1951. 4 
From  January,  1950,  to  April,  1952,  the 
mortality  rate  was  0.9  per  cent.  It  is  to  be 
pointed  out  that  these  figures  represent  the 
mortality  from  tuberculosis  in  all  cases  of 
diabetes,  not  the  mortality  rate  of  tuber- 
culous diabetics  alone.  The  improvement 
seems  to  be  related  to  the  longer  lasting 
insulin  effect  with  better  control.  This 
seems  reasonable.  However,  the  effect  of 
improved  treatment  of  the  tuberculosis  it- 
self must  be  evaluated,  particularly  since 
the  over-all  mortality  from  tuberculosis  is 
declining  at  a more  rapid  rate  than  that 
from  diabetes. 

My  own  impression,  gained  from  a pres- 
ently incomplete  study  of  several  hundreds 
of  tuberculous  diabetic  patients  treated  in 
one  institution,  Montefiore  Hospital,  under 
uniform  supervision  over  the  past  fifteen 
years,  is  that  more  thorough  control  of  the 
diabetes  yields  a definitely  higher  survival 
rate,  almost  equaling  the  survival  rate  of  the 
nondiabetic  tuberculous  -patient  in  the  same 
institution  receiving  the  same  therapy  for  his 
tuberculosis.  This  conclusion  is  tentative 
and  may  have  to  be  modified  somewhat  when 
the  various  factors  involved  are  subjected  to 
stricter  analysis. 

What  is  the  reason  for  the  increased  sus- 
ceptibility of  the  diabetic  to  infections,  in 
this  instance,  tuberculosis?  Many  theories 
have  been  advanced,  among  the  latest  of 
which  is  the  effect  of  adrenal  steroids  on  the 
immune  reaction  in  tuberculosis.  Overpro- 


duction of  such  contrainsulin  steroid  or 
pituitary  factors,  particularly  in  the  older 
age  group  of  diabetics,  may  well  be  a deter- 
mining factor  in  both  the  causation  of  di- 
abetes itself  and  of  altered  immunity  as  well. 
Such  a thesis  might  also  explain  the  high 
incidence  of  true  insulin  resistant  diabetes  in 
tuberculosis.  But  it  fails  to  account  for  the 
fact  that  in  the  younger  age  group  of  dia- 
betics, deficiency  of  insulin  itself,  rather  than 
contrainsulin  factors,  seems  to  be  the  prime 
cause  of  diabetes,  as  demonstrated  by  Born- 
stein.5  And  this  age  group  has  a much 
higher  rate  of  active  tuberculosis.  Further 
studies  may  resolve  this  dilemma. 

The  course  of  tuberculosis  in  the  diabetic 
is  usually  stated  to  be  more  active,  more 
progressive,  and  leading  to  more  frequent 
generalized  spread.  Many  features  of  the 
pathology  of  the  disease  warrant  this  con- 
clusion. Fewer,  less  dense  pleural  adhesions, 
rendering  pneumothorax  easier,  less  fibrossi, 
more  caseation  and  a low  incidence  of  amv- 
lid  disease,  attest  to  the  more  rapid  progress 
of  the  disease.1  There  seems  to  be  no  dif- 
ference in  native  immunity  to  tuberculosis 
in  diabetics.  Healed  primary  lesions  are 
usual.  Negroes  frequently  show  the  rapid 
caseous  spread  like  the  so-called  nonimmune 
childhood  primary  tuberculosis.  In  our 
experience  Jewish  patients  show  the  oppo- 
site tendency  toward  healing.  But  as  Root 
and  Dickson  stated,  something  occurs  after 
development  of  diabetes  which  lowers  the 
normal  resistance  to  tuberculosis  infection, 
and  the  disease  may  progress  rapidly.6 

There  is  no  essential  difference  in  the 
localization  of  the  tuberculous  infection  in 
the  diabetic  and  the  nondiabetic.  The  on- 
set is  no  more  insidious,  but  it  is  very  often 
missed,  which  makes  as  pertinent  as  ever 
the  old  rule  that  in  every  diabetic  who  is  not 
doing  well  without  apparent  cause,  “suspect 
tuberculosis.”  The  minimum  of  a semi- 
yearly  roentgenogram  of  the  chest  is  a small 
price  to  pay  for  early  diagnosis!  And  un- 
less the  diabetes  is  controlled  how  can  one 
estimate  the  “not  doing  well”  part  of  the 
dictum?  It  is  well  to  remember  that  tuber- 
culosis may  become  active  very  frequently 
in  the  older  age  groups  as  well  as  in  the 
younger.  In  fact,  geriatric  tuberculosis  is 
being  more  frequently  recognized  as  an 
unsuspected  nidus  for  dissemination. 

At  Montefiore  Hospital  there  is  no  limita- 
tion placed  on  the  treatment  plan  of  the 
tuberculous  patient  because  he  has  diabetes. 
Under  proper  management  there  is  no  reason 
to  fear  ketosis.  Of  course  one  must  be  alert 
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to  the  fact  that  premature  vascular  disease 
iu  a diabetic  may  preclude  extreme  surgical 
procedures.  We  have  seen  fatalities  from 
coronary  thrombosis  after  thoracoplasty 
even  with  all  precautions  taken.  But,  by 
and  large,  these  patients  can  be  treated  for 
tuberculosis  almost  as  if  the  diabetes  did 
not  exist.  Multiple  stage  thoracoplasties, 
cavernostomies,  segmental  resections,  lobec- 
tomies, and  pneumonectomies  are  performed 
without  hesitation.  Chemotherapy  is  used 
according  to  the  developing  concepts.  Iso- 
niazid  therapy  is  accompanied  occasionally 
by  increased  appetite  and  food  intake.  The 
possible  increase  in  insulin  requirement  re- 
sulting therefrom  is  offset  by  the  decrease  in 
such  requirement  from  the  improved  febrile 
state,  so  that  diabetic  balance  is  readily 
maintained. 

The  important  principle  is  to  treat  the 
disease  vigorously.  This  demands  hospital- 
ization promptly.  All  diabetic  subjects  who 
develop  tuberculosis  should  be  hospitalized 
immediately  in  an  institution  equipped  to 
treat  both  diseases.  Many  instances  are 
recalled  where  the  favorable  opportunity  for 
treatment  has  been  lost  because  of  bilateral 
spread  due  to  delay  from  ill-advised  routine 
bed  rest  or  sanitarium  “cures.”  Our  sani- 
tarium does  not  accept  cases  of  tuberculosis 
with  diabetes.  They  are  always  admitted  to 
the  main  hospital  for  definitive  treatment. 

The  diabetes  itself  should  be  treated  with 
a principal  purpose  in  mind,  to  maintain 
adequate  nutrition  in  a chronic,  debilitating, 
febrile  disease.  The  diabetes  is  rendered 
more  severe  as  a rule,  but  a satisfactory  de- 
gree of  stabilization  occurs  even  with  the 
fluctuating  course  of  the  infection.  The  diet 
should  be  attractive  and  varied.  Over-  or 
underweight  should  be  avoided.  Most  of 
these  patients  are  on  enforced  bed  rest. 
They  tend  to  become  overweight  easily.  All 
the  vascular,  neuropathic,  and  other  com- 
plications of  diabetes  are  encountered,  par- 
ticularly since  we  are  prolonging  the  length 
of  survival  from  the  infectious  disease. 
These  are  treated  in  the  usual  manner. 
Our  diets  are  similar  to  those  advocated  by 
the  American  Diabetes  Association,  varying 
them,  of  course,  to  the  needs  of  the  patient. 
The  average  diet  is  carbohydrates,  180  to 
220;  protein,  90  to  100,  and  fats,  80  to  100. 
Included  in  this  is  the  bedtime  feeding  when 
longer-lasting  insulins  are  used. 

Insulin  is  necessary  in  at  least  95  per  cent 
of  the  patients.  The  longer-lasting  insulins 
are  quite  satisfactory  but  frequently  must 
be  supplemented  in  order  to  attain  our  goal 
of  minimal  glycosuria  and  near  normogly- 


cemia.  It  should  be  obvious  that  with  the 
fluctuations  in  the  infectious  process  this  is 
often  difficult  to  accomplish.  But  with  con- 
stant vigilance  it  can  nearly  be  attained,  less 
frequently,  of  course,  in  the  more  severe 
diabetic.  An  attempt  to  keep  within  a 10  to 
20  gram  glycosuria  per  day  is  feasible  and 
has  a beneficial  effect  on  the  outcome. 

Fractional  urines  are  used  as  the  base  for 
regulation,  and  whenever  even  a slight  keto- 
sis is  observed,  it  is  treated  vigorously.  We 
have  had  no  deaths  from  diabetic  coma. 

A few  practical  points  may  be  mentioned: 

1.  Readjust  the  insulin  dosage  slowly. 
Do  not  be  precipitated  into  abrupt  change  in 
insulin  dosage  upward  or  downward  by  the 
occurrence  of  a slight  glycosuria  or  aglyco- 
suria,  particularly  when  longer-lasting  in- 
sulins are  being  used.  Fluctuations  in  the 
infection,  changes  in  appetite,  and  the  well- 
known  tendency  for  long-institutionalized 
patients  to  lose  their  enthusiasm  and  not 
adhere  to  their  regimes  are  factors  in  control. 

2.  Above  all,  avoid  hypoglycemia  with 
its  attendant  danger  of  unconsciousness 
and  aspiration  of  infected  material  with 
bronchogenic  spread.  Permitting  a slight 
glycosuria  will  avoid  this  hazard. 

It  is  not  unusual  for  a terminal  case  to 
show  a marked  improvement  in  glucose  toler- 
ance as  judged  by  insulin  requirement.  This 
is  usually  due  to  decreased  food  intake, 
although  hypoadrenalism  from  exhaustion, 
amyloidosis,  or  hematogenous  tuberculosis 
of  the  adrenal  cortex  may  occur.  Whenever 
a persistent  aglycosuria  occurs,  it  is  wise  to 
reduce  the  insulin  dosage  promptly  but 
gradually. 

We  believe  that  with  vigorous  therapy  the 
hopeless  outlook  quoted  above  is  no  longer 
necessary.  Preliminary  uncorrected  analy- 
sis of  the  first  100  of  our  cases  from  1936  to 
1941  shows  a five-year  mortality  rate  of  24.2 
per  cent  against  a rate  of  22.9  per  cent  of 
nondiabetic  tuberculous  patients.  This  is 
also  evidenced  by  the  increasing  number  of 
discharges  of  arrested  cases,  who  are  as  ex- 
cellent a group  of  well-controlled  diabetics 
as  one  might  encounter. 

The  watchwords  are  early  detection  and 
prompt,  vigorous  treatment  of  both  dis- 
eases. 
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Happy  Mealtimes  make 
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Babies  love  them. ..thrive  on  them! 


Beech-Nut 


FOODS  A BABIES 


Added  ounces  and  inches  are  only  part 
• of  the  benefit  a baby  derives  from 
happy  mealtimes. 

Zestful  enjoyment  of  eating  has  a pro- 
found effect  on  good  nutrition  and  also 
on  a baby’s  whole  personality  develop- 
ment. 

As  soon  as  one  of  your  young  patients 
is  ready  for  solids,  you  can  recommend 
Beech-Nut  Foods  with  complete  confi- 
dence in  their  fine  nutritive  values  and 
in  their  appealing  flavor.  With  so  many 
tempting  varieties  to  choose  from,  meal- 
times can  be  happy  for  your  young  pa- 
tients from  the  very  start. 

A wide  variety  for  you  to  recommend : 
Meat  and  Vegetable  Soups,  Vegeta- 
bles, Fruits,  Desserts — Cooked  Cereal 
Food,  Cooked  Oatmeal,  Cooked  Barley 
and  Cooked  Corn  Cereal. 


Every  Beech-Nut  Baby  Food 
has  been  accepted  by  the  Coun- 
cil on  Foods  and  Nutrition  of 
the  American  Medical  Associa- 
tion and  so  has  every  statement 
in  every  Beech- Nut  Baby  Food 
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THE  DIAGNOSIS  AND  EVALUATION  OF  THERAPY  IN  PERIPHERAL 

VASCULAR  DISEASE 


Beverly  C.  Smith,  M.D.,  New  York  City 


IT  IS  an  accepted  fact  that  the  span  of  life  is 
steadily  lengthening.  From  1930  to  1950, 
persons  between  sixty  and  sixty-nine  years  in- 
creased from  6 to  10  million;  those  from  seventy 
to  seventy-nine,  from  2.8  to  5.2  million,  and  those 
over  eighty,  from  850,000  to  1.5  million.  In  1900 
those  sixty-five  years  or  older  constituted  4.1  per 
cent  of  our  population,  whereas  in  1950  the  same 
group  constituted  7.6  per  cent  of  the  total  popula- 
tion— an  increase  of  3.5  per  cent.  New  York 
State  added  250,000  persons  over  sixty-five  to  its 
population  between  1940  and  1948,  and  in  1948 
this  group  totaled  over  1.25  million  in  this  State. 
The  expectation  of  life  in  1949,  was  67.5  years- — a 
gain  of  18.5  years  in  half  a century.  Women  out- 
lived men  five  to  six  years.  At  present  a white 
man  of  sixty-five  can  look  forward  to  an  added 
twelve  and  one-half  years  and  a white  woman  to 
fourteen  and  one-half  more  years  of  life.1 

More  elderly  people  are  developing  pathology 
in  their  vascular  systems.  The  pathologic  proc- 
ess may  be  acute,  but  it  is  predominantly 
chronic.  Symptoms  manifest  themselves  in  the 
later  part,  or  beyond  the  patients’  productive 
years.  These  patients’  care  is  often  economically 
catastrophic  to  either  or  both  the  patient  and  his 
family.  What  has  been  and  can  be  done  is  to 
recognize  the  onset  of  this  disease  process,  retard 
its  development,  modify  its  course  once  it  has 
become  clinical,  and  rehabilitate  to  comfort  and 
usefulness  by  medical  and  surgical  methods  those 
with  severely  compromised  arterial  circulation  in 
their  extremities. 

The  most  common  pathologic  process  is  arterio- 
sclerosis. In  those  with  diabetes  it  appears  about 
ten  years  earlier.  The  American  Society  for  the 
Study  of  Arteriosclerosis,  besides  the  interest  of 
others  in  this  subject,  is  advancing  the  frontiers 
of  original  investigations,  but  unfortunately  no 
explanation  of  the  etiology  or  prevention  is  avail- 
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able  at  this  time.  The  public  press  has  focused 
the  attention  of  the  laity  upon  certain  aspects 
of  the  investigative  work  now  in  progress,  with 
the  usual  partially  correct  interpretation.  The 
American  Diabetes  Association,  by  its  attempt  at 
mass  screening,  has  advanced  the  idea  of  early 
recognition  and  adequate  therapy  as  a means  to 
decrease  the  incidence  of  the  advanced  arterial 
lesions  known  to  occur  in  untreated  diabetes. 
Some  of  the  most  advanced  peripheral  arterial 
pathology  occurs  in  mild  untreated  diabetics  who, 
not  realizing  that  they  have  diabetes,  have  been 
untreated.  Confusion  is  further  heightened  by 
the  fact  that  those  who  treat  diabetics  are  not  yet 
in  accord  as  to  the  proper  method  to  control  them 
adequately  in  order  to  prevent  late  vascular  com- 
plications. 

What  are  medical  schools  teaching  today  as 
compared  to  1920  concerning  this  group  of  dis- 
eases? Their  major  precepts  are  little  changed  in 
many  instances.  It  is  not  yet  an  accomplished 
fact  that  teachings  and  textbooks  have  been  rid 
of  the  archaic  idea  that  amputations  for  arterio- 
sclerotic gangrene  should  be  through  the  thigh. 
For  a short  era  great  emphasis  was  placed  upon 
prevention  of  infection  by  adequate  foot  care. 
The  absence  of  organized  medical  school  teaching 
of  this  subject  allowed  the  stature  of  podiatry  to 
develop  into  schools  of  podiatry.  It  is  to  the 
eternal  credit  of  Joslin  and  his  group  that  the 
diabetic  has  been  made  conscious  of  foot  care, 
thereby  forcing  upon  medical  schools  and  hos- 
pitals the  correction  of  their  failure  to  emphasize 
this  simple  important  subject  in  their  curricula. 
Its  simplicity  has  engendered  its  neglect. 

From  the  clinical  discovery,  in  the  early 
twentieth  century,  of  the  effect  of  operative  inter- 
ference with  the  involuntary  nervous  system 
upon  the  tone  of  blood  vessels  has  sprung  the 
pharmacologic  enthusiasm  for  drugs  as  a sub- 
stitute for  permanent  surgical  damage  to  these 
structures.  This  effort,  although  it  is  scientifically 
commendable,  has  not  as  yet  gained  success,  as 
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attested  by  the  many  preparations  which  have 
appeared  and  enjoyed  a relatively  short  clinical 
life. 

Surgery,  unfortunately,  has  been  largely  unable 
to  create  the  clinical  counterpart  of  arterio- 
sclerosis in  laboratory  animals  for  testing  the 
effect  of  surgical  procedures  and  has  had  to  use 
human  beings  for  new  procedures  and  technics  to 
increase  arterial  blood  flow  in  affected  parts. 

A carefully  elicited  and  recorded  chronologic 
history  and  its  thoughtful  analysis  is  of  primary 
value  in  depicting  the  time  of  onset  and  rate  of 
development  of  the  pathology  for  which  relief  is 
sought.  This  is  particularly  true  of  pain  and 
claudication. 

It  seems  a platitude  to  make  such  a statement 
about  history-taking  before  such  a distinguished 
audience.  But  experience  has  demonstrated, 
tune  and  time  again,  that  students  and  practi- 
tioners have  failed  to  avail  themselves  of  these 
significant  facts  and  are  often  somewhat  amazed 
at  the  information  obtained  when  a detailed 
history  is  analyzed.  The  value  of  a local 
and  general  physical  examination  must  again 
be  re-emphasized.  One  is  not  competent  to  ex- 
amine, interpret,  or  treat  a local  lesion  without 
knowledge  of  the  history  and  physical  findings. 
One  must  seek,  by  history  and  physical  examina- 
tion, pathology  in  the  cerebral,  fundal,  cardiac, 
renal,  spinal  cord,  and  peripheral  arterial  systems 
in  order  to  consider  the  extent  of  the  patient’s 
disease. 

Hippocrates  stated  that  a physician  should 
have  good  light  and  leisure.  These  data  are  in- 
deed applicable  to  the  physical  examination  of 
this  group  of  patients.  I mention  the  following 
with  reference  to  local  physical  examinations.  In 
a good  light,  examine  the  extremities  from  the 
groin  down  for  muscular  and  skin  atrophy,  tex- 
ture, moisture,  and  cracks,  the  presence  or  absence 
of  normal  hair  growth  and  distribution,  color  of 
the  digits  and  extent  of  these  changes  in  the  two 
members,  deformities,  particularly  dorsally  and 
contracted  digits,  dorsal  and  plantar  calluses, 
edema,  the  degree  of  vein  filling,  lymphangitis, 
lymphadenopathy,  thickening  and  overfilling  of 
the  internal  and  lesser  saphenous  systems  and 
radicals,  venous  dilatation  and  local  valvular  in- 
competencv,  dilated  venous  collateral  branches  of 
the  internal  saphenous  bulb  radicals  in  the  groin, 
patellar  and  ankle  reflexes,  sensation  over  the 
anterior  and  posterior  tibial,  superficial  peroneal, 
internal  saphenous  and  sural  nerve  distributions, 
deformed  nails,  the  eponvchium  and  parany- 
chium  and  matrix  of  each  nail,  web  spaces,  the 
extent  of  digital  metatarsophalangeal  ankle  and 
knee  motion,  the  amount  of  pulsation  in  the 
dorsalis  pedis,  posterior  tibial,  popliteal,  and 
femoral  arteries.  Then  compare  the  degree  and 


time  of  color  changes  and  vein  fillings  in  the  de- 
pendent and  elevated  positions. 

Amputation 

Some  thirty  years  ago,  I analyzed  a series  of 
100  thigh  and  below-the-knee  amputations  for 
arteriosclerotic  gangrene  with  and  without 
diabetes  mellitus,  at  the  Presbyterian  Hospital  in 
Xew  York  City.  Approximately  90  per  cent 
of  the  thigh  amputations  became  in  part  or 
wholly  a physical  and  economic  cripple  to  such 
an  extent  that  they  did  not  use  their  prosthesis 
and  required  so  much  care  from  some  member 
of  their  family  that  this  member  could  not 
engage  in  gainful  occupation  and,  thereby,  so 
reduced  the  family  income  that  many  of  the  fami- 
lies went  on  relief.  The  mortality  in  the  thigh 
group  was  approximately  20  per  cent.  In  the  be- 
low-the-knee  amputations,  most  of  which  were 
done  by  a so-called  modified  guillotine  technic, 
which  I shall  describe  later,  the  mortality  was 
about  6 per  cent,  and  85  per  cent  wore  pros- 
theses.  Those  who  did  not  use  artificial  limbs 
were  prevented  from  doing  so  by  concurrent  dis- 
eases and  not  the  condition  of  their  stumps. 
Many  of  this  group  returned  to  some  form  of 
gainful  occupation. 

The  results  of  this  below-the-knee  amputation 
were  so  much  better  that  further  study  was  made 
of  pre-  and  postoperative  examinations  and 
technic  in  order  to  increase  the  indications  for 
this  procedure.  I published  an  amputation  tech- 
nic called  “A  Modified  Guillotine  Amputation” 
for  gangrene  in  patients  with  arteriosclerosis  and 
diabetes  mellitus  in  the  August,  1933,  Archives  of 
Surgery.  I have  used  this  technic  for  the  past 
twenty  years  with  very  few  minor  changes.  As 
the  result  of  observing  these  cases  over  this  period 
of  time,  I have  come  to  adopt  this  procedure  as 
that  of  choice — except  in  those  cases  where  a 
transmetatarsal  amputation  can  be  done — and 
now  rarely  do  a thigh  amputation  unless  the  local 
pathology  extends  too  far  up  the  leg  or  knee 
joint  pathology  precludes  the  successful  use  of  a 
below-the-knee  prosthesis. 

The  viability  of  a part  depends  upon  the  arte- 
rial blood  supply  which  reaches  it  through  main 
arteries  or  collaterals.  How  can  the  amount  of 
blood  flowing  through  either  or  both  of  these 
channels  be  estimated?  Clinical  experience  has 
shown  repeatedly  that  there  has  often  been  found 
at  amputation  more  arterial  blood  in  an  extremity 
than  expected  from  physical  examination. 
Thigh  amputations  have  been  done  because  ex- 
perience with  below-the-knee  amputations  has 
resulted  in  reamputations  with  too  high  a mortal- 
ity. Failure  of  primary  wound  healing  has  been 
laid  to  deficient  blood  supply.  Whereas  this  may 
be  true,  I do  not  believe  that  it  is  the  whole 
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answer.  I think  a part  of  belovv-the-knee  ampu- 
tation failures  have  been  in  technic  and  post- 
operative care.  If  there  exists  little  or  no  main 
arterial  blood  supply  and  viability  depends 
mostly  upon  collateral,  and  if  an  amputation 
technic  destroys  the  remaining  collateral,  there 
then  will  be  no  blood  supply,  and  necrosis  will  be 
inevitable. 

I have  come  to  regard  the  absence  of  palpable 
pulsations  in  the  dorsalis  pedis,  posterior  tibial, 
popliteal,  and  femoral  vessels — particularly  the 
popliteal  and  femoral — as  only  a partial  evalua- 
tion of  the  local  blood  supply.  In  over  50  per 
cent  of  below-the-knee  amputations  which  have 
healed,  the  popliteal  was  not  palpable.  Recently, 
I did  a below-the-knee  amputation  on  a patient 
whose  femoral  artery  I had  not  been  able  to  feel 
for  five  years.  The  indication  for  amputation 
was  pain  in  red-blue  toes,  which  was  making  this 
patient  a narcotic  addict.  In  five  years  of 
observation  with  treatment  he  had  not  developed 
ulceration.  This  fact  in  his  history  was  more 
important  to  me  than  his  nonpalpable  arteries 
and  zero  oscillometry  in  his  leg.  At  a below-the- 
knee  amputation,  through  the  junction  of  the 
mid  and  upper  third  of  the  leg,  the  posterior 
tibial  and  peroneal  arteries  and  the  artery  in  the 
posterior  tibial  nerve  spurted. 

The  most  valuable  test  to  me,  besides  history, 
physical  examination,  oscillometry,  and  x-rays, 
to  estimate  arterial  circulation,  has  been  the  use 
of  radioactive  sodium  (Na24).  I conceived  the 
idea  of  using  it  for  this  purpose  in  1945  in  con- 
junction with  a physicist,  Edith  Quimby  of  the 
Radiological  Research  Laboratory  of  the  College 
of  Physicians  and  Surgeons  of  Columbia.  Radio- 
active sodium  first  was  used  clinically  in  1948. 
Briefly,  the  method  is  as  follows: 

One  hundred  microcuries  of  radioactive  sodium 
in  5 cc.  of  sterile  saline  are  injected  into  an  ante- 
cubital  fossa  vein.  A Geiger  counter,  against 
the  sole  of  the  foot,  has  measured  the  background 
count  of  cosmic  rays  and  any  other  background 
before  the  radioactive  sodium  is  injected.  The 
injection  is  rapid  and  timed,  and  counting  begins 
as  the  injection  begins  and  is  timed  by  five-second 
and  minute  intervals.  An  increase  in  the  count 
denotes  the  arrival  time  of  the  radioactive  sodium 
at  the  counter  at  the  sole.  Counting  is  continued 
for  about  forty  minutes  at  minute,  or  longer, 
intervals  with  an  automatic  scaler.  The  rate  of 
count  increase  indicates  the  speed  at  which  radio- 
active sodium  leaves  the  plasma  via  the  capillaries 
and  comes  into  equilibrium  with  interstitial 
sodium.  These  counts,  when  plotted  on  a graph 
and  compared  to  one  which  has  been  made  from 
a number  of  persons  with  normal  vessels,  indicate 
a variance  from  normal.  This  diagnostic  method 
has  enabled  me  to  determine  the  amount  of  local 


therapy  a gangrenous  lesion  will  tolerate  and  has 
offered  criteria  for  determining  whether  or  not 
there  is  sufficient  blood  supply  to  heal  a below- 
the-knee  stump. 

The  modified  guillotine  technic  of  amputation 
below  the  knee  is  performed  as  follows: 

Beginning  12  or  15  cm.  below  the  tibial  tubercle 
in  the  middle  of  the  anteromedial  surface  of  the 
tibia,  an  incision  is  carried  down  to  the  periosteum 
and  distally  for  12  to  15  cm.  The  skin  is  reflected 
from  this  tibial  surface  with  its  adjacent  sub- 
cutaneous tissue.  At  no  time  in  this  procedure 
is  the  skin  grasped  with  a forcep,  pinched,  or 
clamped.  It  is  held  with  a piece  of  gauze  in  one’s 
hand  or  by  gently  pushing  it  away  with  a forcep 
without  grasping  it.  This  is  very  important,  as 
often  an  area  of  pinched  skin  is  so  devitalized 
that  it  will  slough  and  not  heal  for  weeks  or 
months. 

The  fascia  at  the  medial  and  lateral  edges  of  the 
tibia  is  incised  the  length  of  the  wound,  and  the 
flexor  group  of  muscles  medially  and  the  exten- 
sors laterally  are  stripped  from  the  tibia  in  an 
avascular  plane  to  the  interosseous  membrane. 
This  structure  is  divided  with  a sharp  periosteal 
elevator  the  length  of  the  wound.  The  tibia  is 
divided  with  a Gigli  saw  at  the  upper  angle  of  the 
wound  without  permitting  the  saw  to  injure  the 
soft  parts  as  saline  is  played  on  the  severed  bone 
site.  The  lower  end  of  the  tibia  is  drawn  ante- 
riorly and  medially  out  of  the  wound  quite  force- 
fully with  a bone  hook.  The  fibula  is  palpated 
in  the  lower  half  of  the  wound  where  the  invest- 
ing muscles  are  separated  from  it  for  1 or  2 cm., 
and  it  is  divided  with  a double-action  bone- 
cutting forcep.  Care  is  taken  not  to  divide  the 
peroneal  artery  just  posterior  to  the  bone.  The 
fibula  is  divided  at  this  level  because  it  can  be 
most  easily  reached  without  damaging  muscles 
which  contain  collateral  circulation.  These 
muscle  bellies  are  often  surprisingly  large. 

Having  now  divided  both  bones,  the  foot  is 
grasped  and  the  lower  third  of  the  leg  is  brought 
to  90  degrees  with  the  upper  leg.  The  muscles 
are  severed  from  the  distal  tibia  and  fibula  with 
curved  scissors.  The  procedure  to  this  point 
has  been  notably  avascular.  The  lower  part  is 
again  aligned  with  the  upper,  and  beginning  at 
the  lower  end  of  the  incision,  a circular  incision  is 
deepened  through  the  skin,  subcutaneous  tissue, 
and  deep  fascia,  keeping  them  in  one  layer.  This 
layer  is  then  reflected  upward  from  the  muscles 
for  2 or  3 cm.  The  foot  is  again  placed  at  right 
angles  to  the  leg  and  the  soft  parts  are  divided 
with  a large  amputation  knife  in  a guillotine 
fashion  at  the  site  where  the  reflected  deep  fascia 
is  still  adherent  to  the  muscles.  No  tourniquet  is 
used.  An  assistant  can  easily  control  what  bleed- 
ing there  is  by  circular  pressure  with  his  hand. 
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Careful  and  complete  hemostasis  is  effected 
with  number  4 or  5 silk.  The  posterior  tibial 
nerve  is  dissected  from  the  vessel  bundle  for 
5 or  6 cm.,  pulled  down,  injected  with  1 cc.  of  1 
per  cent  novocaine,  followed  by  1 cc.  of  95  per  cent 
or  absolute  alcohol,  ligated  with  number  5 silk 
to  prevent  bleeding  from  the  artery  within,  slowly 
severed  below  the  ligature  with  a knife,  and 
allowed  to  retract  well  up  into  soft  tissues  above 
the  lower  end  of  the  tibia.  The  other  nerves  are 
not  treated.  The  sharp  anterior  edge  of  the 
tibia  is  rongeured  off  but  not  into  the  marrow 
cavity.  The  deep  fascia  is  approximated  with 
interrupted  number  5 or  4 silk  sutures,  and 
if  at  any  area  there  seems  to  be  too  great  tension 
on  these  fascial  sutures,  they  are  omitted  and  only 
the  skin  is  sutured.  The  skin  is  similarly  closed 
with  number  5 interrupted  silk  sutures  on  a 
fine,  straight  cutting-edge  needle,  care  being 
taken  not  to  handle  the  skin  with  forceps.  It  is 
held  by  gauze  as  it  is  sutured. 

The  dressing  is  meticulously  applied.  It  is  a 
large  one  of  fluffed  gauze  with  a large  pad  pos- 
teriorly projecting  beyond  so  it  can  be  folded  back 
over  the  stump.  This  is  covered  posteriorly  by 
a broad  moleskin  strip  attached  to  the  dressing 
in  the  leg  and  the  skin  of  the  lower  half  of  the 
thigh  and  extending  beyond  the  dressing  for  6 
inches  where  it  is  cut  and  folded  into  a strip  6 
inches  long  to  which  a small  rope  is  attached,  run 
through  a single  pulley  at  the  foot  of  the  bed,  and 
attached  to  a 1 to  2 pound  weight.  This  steadies 
the  stump  and  obviates  muscle  spasm.  The 
dressing  pad  and  moleskin  are  snugly  held  by  at 
least  2-  or  3-leg  rolls  extending  above  the  knee  and 
in  turn  contained  within  a pinned -towel  dressing. 

The  question  of  drainage  must  be  determined 
by  the  pathology  and  the  local  condition  of  the 
tissues.  I try  not  to  drain  and  have  been  able  to 
do  this  more  often  with  generous  use  of  anti- 
biotics. If  the  wound  is  drained,  I use  a small 
rubber  dam  which  is  placed  just  behind  the  end  of 
the  tibia  and  is  brought  out  of  either  the  end  or 
the  anterior  portion  of  the  wound.  A heavy  silk 
suture  is  tied  to  a safety  pin  in  the  drain  and  in 
this  way  the  drain  may  be  removed  in  twenty-four 
to  forty-eight  hours  without  disturbing  the  dress- 
ing. This  is  important.  If  by  about  the  fourth 
or  fifth  day  the  patient’s  pulse,  temperature, 
white  blood  count,  and,  in  a diabetic,  the  blood 
sugar  are  approaching  normal,  the  stump  is  not 
dressed  for  ten  or  twelve  days,  and  even  then  only 
alternate  skin  sutures  may  be  removed. 

The  stump  is  not  picked  up  off  the  bed  or  out 
of  the  original  dressing  for  fourteen  or  fifteen 
days.  It  requires  this  long  for  these  tissues  to 
seal  off  tissue  spaces.  Once  tissue  spaces  are 
opened,  oozing  and  serum  exudation  occurs  there- 
in, and  there  is  a great  likelihood  of  proliferation 


of  infection  from  bacteria  in  adjacent  lymphatics. 
All  of  the  minutiae  of  this  technic  must  be  ad- 
hered to — otherwise,  the  success  of  this  procedure 
is  jeopardized.  I frequently  encounter  dubious 
or  poor  skin  healing  in  these  cases,  but  frequent 
proper  dressings  encouraging  sequestration  of 
dry  black  skin  edges  will  reward  patience  by 
epithelialization  and  a useful  stump.  I have 
done  this  procedure  after  twenty-odd  years  of 
experience  with  it  in  practically  all  cases  re- 
quiring amputation.  I have  done  only  two  thigh 
amputations  in  the  past  ten  years,  and  only  one 
reamputation  through  the  thigh,  in  the  last  55 
cases.  That  was  in  a case  more  clinically  like 
thromboangiitis  obliterans  in  which  the  pathol- 
ogy could  not  establish  a positive  diagnosis. 

Varicose  Veins 

Unless  a patient’s  condition  contraindicates  the 
procedure,  surgical  therapy  should  be  directed 
toward  a cure  and  not  palliation.  I have  long 
since  given  up  high  ligation  and  injection  of 
sclerosing  fluids  or  multiple  ligations.  If  a 
varicose  state  exists  in  the  internal  saphenous 
and/or  lesser  saphenous,  the  valves  of  these 
systems  are  incompetent,  the  communicators  are 
competent,  and  the  deep  venous  system  is  not 
thrombosed,  I believe  the  pathologic  superficial 
venous  system  should  be  excised.  The  internal 
saphenous  should  be  exposed  below  the  junction 
with  the  femoral  and  all  of  its  branches  ligated  as 
it  is  followed  to  this  junction  where  it  is  ligated 
and  transfixed  snug  against  the  femoral  vein. 

The  vein  in  the  thigh,  its  branches  in  the  leg,  and 
on  the  dorsum  of  the  foot  should  be  excised.  I 
prefer  to  use  an  external  stripper  for  this  purpose 
through  multiple  small  transverse  skin  incisions. 
The  branches  can  be  located,  ligated,  and  divided, 
as  compared  to  an  internal  stripper  which  does  not 
permit  of  the  ligation  of  many  branches  and 
which  often  leaves  hematoma  where  they  were 
ruptured  in  removing  the  vein.  I prefer  to  use 
V,  per  cent  local  novocaine  infiltration  anesthesia. 

The  procedure  is  tedious  and  may  require  one 
to  three  hours  of  operating.  Parenteral  sedation 
before  and  during  the  operation  is  indicated.  If 
the  deeper  venous  system  in  the  leg,  thigh,  or 
pelvis  has  been  partially  or  completely  throm- 
bosed and  compensatory  varices  of  the  internal 
saphenous  have  developed,  I do  not  hesitate  to  do 
a limited  excision  of  these  larger  varices  and  ligate 
the  incompetent  communicating  vein  supplying 
them  where  the  nutrition  of  the  skin  is  threatened 
or  as  a prophylactic  measure  against  ulceration 
in  their  later  years.  I have  not  found  it  necessary 
to  ligate  the  superficial  or  common  femoral  vein 
except  in  the  individual  rare  case  where  the  in- 
dications for  this  procedure  should  be  most  care- 
fully evaluated. 
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When  fibrosis  and  calcification  have  occurred 
in  the  subcutaneous  tissues  in  the  late  neglected 
cases  of  postphlebitic  syndrome  or  when  ulceration 
impends  or  has  occurred,  I prefer  to  treat  the 
local  infection  with  appropriate  dressings,  high 
elevations,  local  and  parenteral  antibiotics,  and, 
at  a proper  time,  excise  all  or  most  of  this  patho- 
logic subcutaneous  tissue  and  deep  fascia  of  one 
half  or  three  fourths  of  the  entire  circumference 
of  the  leg  along  with  the  internal  saphenous,  its 
radicals,  and  the  internal  saphenous  nerve,  leav- 
ing only  enough  subcutaneous  tissue  adjacent  to 
the  skin  to  prevent  gross  skin  sloughing.  Some 
skin  sloughing  may  occur,  but  this  will  separate 
and  the  granulating  area  can  be  grafted.  This 
makes  a long  convalescence  and  is  expensive  to 
the  patient,  but  no  less  a procedure,  in  my  ex- 
perience, has  been  curative.  Most  of  these  cases 
require  some  degree  of  elastic  support  postopera- 
tively  for  a long  time — possibly  the  remainder 
of  their  lives.  These  patients  should  sleep  with 
the  foot  of  their  mattresses  elevated  from  10  to 
20  inches  for  an  indefinite  period. 

The  healing  of  ulcerations  in  the  varicose  state 
with  ambulatory  treatment  is  an  individual 
problem.  It  is  greatly  facilitated  by  frequent 
appropriate  dressings  with  patients  recumbent 
while  their  extremities  are  sufficiently  elevated  to 
keep  the  incompetent  venous  channels  collapsed. 
This  means  much  higher  elevation  than  is  usually 
practiced. 

The  treatment  of  varicosities  and  their  compli- 
cations in  elderly  persons  with  diminished  arterial 
circulation  is  a difficult  problem  that  can  only  be 
decided  after  evaluation  of  all  physical,  physio- 
logic, and  pathologic  conditions  present. 

Neurotrophic  Ulcer 

The  healing  and  continued  healing  of  a plantar 
ulcer  in  an  insensitive  foot  of  a diabetic  and/or 
arteriosclerotic  patient  are  difficult.  Painless  and 
unheeded,  with  inadequate  drainage,  these  in- 
volve skin,  subcutaneous  tissues,  tendon  sheaths, 
tendons,  joints,  and  bone  and  reach  an  advanced 
chronic  stage  before  patients  seek  therapy.  They 
occur  on  weight-bearing  surfaces  at  the  site  of  a 
callus  where  intra-  or  subcutaneous  hemorrhages 
and  organisms,  either  from  within  the  skin  or  from 
outside  contacts,  proliferate.  The  duration  of 
these  lesions,  before  therapy  is  sought,  produces 
tissue  fibrosis  which  further  impairs  local  blood 
supply  and  deters  healing  of  skin  as  well  as  the 
deeper  structures.  These  lesions  will  not  usually 
heal  when  patients  are  ambulatory.  Necessary 
hospitalization  is  prolonged  and  financially  dis- 
astrous. Adequate  drainage  necessitates  re- 
moval of  sloughing  tendon,  cartilage,  and  bone. 
Aerobic  and  anaerobic  cultures  are  taken,  and 


the  sensitivities  of  bacteria  are  tested  against 
antibiotics. 

An  adequate  course  of  local  and  systemic  anti- 
body therapy  in  conjunction  with  appropriate 
surgical  dressings  is  maintained  until  there  is 
clinical  evidence  of  cessation  of  the  spread  of  in- 
fection. This  having  been  accomplished,  one  is 
still  faced  with  the  problem  of  obtaining  an 
adequate  local  blood  supply  to  permit  the  initia- 
tion of  healing.  The  surrounding  fibrosis  and 
bed  of  avascular  fibrin  prevent  granulation  and 
epithelialization.  In  more  or  less  desperation,  to 
avoid  amputation,  I have  attempted  a procedure 
which  would  not  have  been  rational  before  the 
days  of  antibiotics.  The  only  local  structure 
from  which  blood  supply  could  be  obtained  was 
bone  marrow — provided  it  had  not  been  replaced 
by  fat  and  retained  hemopoietic  elements.  With 
the  wound  as  clean  as  it  can  be  made  and  with 
adequate  antibiotic  dosages,  the  marrow  cavity 
in  the  base  of  the  wound  is  deliberately  opened  by 
resecting  the  cartilage  of  a phalanx  or  metatarsal 
and  enough  of  the  plantar  or  dorsal  cortex  to 
obtain  a 1-  to  2-cm.  bleeding-marrow  surface. 
This  wound  is  gently  packed  with  an  antibiotic- 
soaked  VVinch  packing  to  which,  at  four-  to  six- 
hour  intervals,  the  antibiotic  fluid  is  added 
with  a hypodermic  syringe.  The  packing  is 
not  removed  for  five  to  ten  days,  provided 
it  does  not  interfere  with  drainage.  At  this  time 
interval  sufficient  fibrin  has  been  deposited  on 
the  new  granulations  to  allow  removal  of  packing 
without  causing  bleeding,  which  may  open  new 
avenues  for  infection  to  spread  through  the  dam- 
aged wall  of  the  protective  granulations.  In 
time  the  wound  is  filled  in  with  granulations 
which  may  be  covered  by  thin  pinch  or  Thiersch 
grafts,  or  if  they  adhere  to  the  epithelium,  it 
proliferates  and  heals. 

This  procedure,  although  quite  long  in  itself, 
has  hastened  healing  and  prevented  amputation 
or  other  major  procedures  such  as  lumbar 
sympathectomies,  which  have  not  been  notably 
effective  in  these  cases.  It  is  most  important, 
when  the  wound  has  healed,  to  prevent  direct 
weight-bearing  upon  the  scar  I>y  the  use  of  a 
metatarsal  bar  properly  placed  and  maintained  at 
an  adequate  height.  These  patients  should  be 
followed  at  regular  two-  to  four-week  intervals 
for  proper  surgical  care  of  calluses  to  prevent 
hemorrhage  beneath  them  and  infection  which 
again  might  repeat  the  original  cycle.  The 
principles  of  this  procedure  have  also  been  used 
successfully  in  producing  healing  at  sites  of  un- 
healed amputation  digits. 

Tests  for  Spasm 

Vascular  spasm  is  the  result  of  stimulation  of 
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the  musculature  of  the  arterial  wall  via  the  vaso- 
constrictor fibers  of  the  sympathetic  nerves  in  the 
somatic  nerves,  locally  or  as  a part  of  a 
systemic  syndrome.  Local  inflammation  or  its 
extension  via  lymphatics  to  the  nerve  vessel 
bundle  may  produce  a varying  degree  of  spasm. 

Lumbar  sympathetic  novocaine  blocks  have 
been  popularized  as  a test  for,  and  the  release  of, 
this  spasm.  Even  in  competent  hands  it  is 
frequently  ineffective;  the  trunk  is  not  blocked 
or  inadvertently  the  novocaine  is  placed  intradu- 
rally,  and  either  cord  or  root  damage  has  existed 
thereafter  for  some  time.  I recently  encountered 
such  an  incidence  in  an  elderly  arteriosclerotic 
with  dry  gangrenous  toes  who,  subsequent  to  this 
diagnostic  test  which  was  negative,  did  not  void 
for  three  months,  developed  a cystitis  from 
catheterization,  and  had  an  exceedingly  prolonged, 
uncomfortable,  and  expensive  hospital  convales- 
cence from  this  test.  I have  given  up  this  pro- 
cedure routinely  and  prefer  the  much  simpler  one 
of  blocking  the  posterior  tibial  nerve  at  the  in- 
ternal malleolar  region  by  peri-infiltration  with 
5 to  10  cc.  of  1 per  cent  novocaine,  and  measuring 
the  degree  of  temperature  rise  in  the  anesthetic 
sole  area.  If  vasodilatation  does  not  occur  there, 
as  evidenced  by  rubor,  dryness,  and  increased 
heat,  I have  found  it  has  not  occurred  in  sufficient 
degree  after  lumbar  sympathectomy  to  warrant 
this  operation.  If  it  does  occur,  lumbar  sympa- 
thectomy will  usually  dilate  the  vessels  in  the 
thigh  and  leg  to  an  appreciable  degree  if  sufficient 
of  the  chain  is  excised.  Personally,  I have  not 
practiced  lumbar  sympathectomy  extensively  in 
peripheral  arteriosclerotic  cases  simply  because  I 
have  been  able  to  obtain  satisfactory  results  with 
less  radical  methods. 

I believe  that  this  procedure,  which  is  so  en- 
thusiastically advocated  in  this  group  of  cases, 
will  be  used  less  frequently  as  the  results  are 
evaluated  over  longer  follow-up  periods  and  as 
those  interested  in  these  problems  become  willing 
to  acquire  and  use  more  meticulous  and  individual 
treatments.  This  now  mainly  involves  the  atti- 
tude and  training  of  the  physician.  Time  per- 
mits only  brief  comments  on  this  procedure. 
Approximately  only  30  per  cent  of  lumbar 
sympathectomies  in  cases  of  arteriosclerotic 
gangrene,  in  a series  of  supposedly  and  so-called 
well-chosen  cases  for  this  procedure,  are  markedly 
benefited.  It  has  been  my  experience  that  many 
of  the  cases  in  this  group  could  have  been  greatly 
benefited  by  the  knowledge  of  a meticulous 
application  of  surgical  therapeutic  principles. 

In  my  hands,  the  below-the-knee  amputation 
has  become  the  accepted  procedure,  and  I have  not 
had  to  do  a lumbar  sympathectomy  to  obtain 
healing  in  these  stumps.  True,  the  mortality 
of  this  operation  is  not  great  (1  to  2 per  cent), 


but  the  morbidity  is,  I believe,  greater  than  we 
are  led  to  believe.  Of  course  it  is  another  opera- 
tion with  attendant  expense  wThich  is  only  justified 
by  its  chance  of  success — this  chance  must  be  con- 
scientiously evaluated  and  not  undertaken  simply 
because  it  is  the  present  type  of  treatment  which 
can  be  used  in  some  of  these  cases.  The  indis- 
criminate use  of  this  operation  is  not  yet  without 
technical  dangers,  among  which  are  failure  to  re- 
move the  sympathetic  trunk  or  enough  of  it, 
injury  to  the  ureter,  and  hemorrhage  from  the 
lumbar  veins. 

Vasodilator  Drugs 

Having  used  many  so-called  vasodilating  drugs 
in  clinic  and  private  practice,  I am  sorry  to  say 
that  I have  been  disappointed  in  their  clinical 
effectiveness  in  occlusive  vascular  disease.  It  is 
not  sound  to  expect  a pathologic  arterial  wall 
whose  normal  anatomy  has  been  so  destroyed 
that  it  cannot  react  to  physiologic  processes 
which  affect  only  normal  neural  mechanisms  to 
respond  to  these  drugs.  In  fact,  it  would  seem 
that  an  advanced  pathologic  process  of  subintimal 
and  medial  fibrosis,  intimal  atheromatosis  may 
actually  desympathectomize  a part  or  the  whole 
of  a vessel  by  destroying  the  myoneural  compo- 
nents of  its  wall.  This  observation  in  part  has 
been  borne  out  by  the  observation  that  in  the 
peripheral  arteriosclerotic  with  and  without 
hypertension,  with  palpable  arteries  whose  walls 
show  calcification  by  x-ray,  there  has  been  shown 
a state  of  vasodilatation  as  measured  by  the 
rapid  rate  at  which  intravenous  radioactive 
sodium  comes  into  equilibrium  with  the  extra- 
cellular sodium.  The  charts  of  these  cases  have 
invariably  shown  a higher  than  normal  curve. 

It  is  not  logical  to  hope  for  a vasodilating  effect 
on  the  collateral  bed  by  these  drugs,  and  where- 
as this  may  occur  to  some  degree,  it  has  rarely 
occurred,  in  my  experience,  in  such  a degree  as  to 
be  clinically  valuable.  When  vasodilating  drugs 
are  used,  the  possibility  should  be  borne  in  mind 
that  vasodilatation  may  occur  elsewhere  in 
normal  arteries  and  by  doing  so  actually  deprive 
the  affected  part  of  blood  by  shunting  it  into 
areas  where  vasodilatation  does  occur,  thereby 
actually  depriving  the  relatively  avascular  area 
of  a portion  of  the  blood  it  would  receive  if  another 
area  was  not  actually  in  a state  of  increased 
vasodilatation. 

Lymphedema 

Surgical  therapy  of  this  advanced  state,  here- 
tofore, w-as  the  Kondoleon  type  of  operation. 
Because  of  disappointment  in  the  results  with 
this  limited  excision  of  tissue,  I have,  since  1935. 
excised  all  of  the  subcutaneous  tissue  and  deep 
fascia  in  the  leg,  except  a small  amount  left  on  the 
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skin,  to  preserve  the  skin’s  blood  supply,  includ- 
ing veins  and  nerves  superficial  to  this  fascia  and 
excess  skin.  This  dissection  extends  from  the 
lateral  to  the  medial  edges  of  the  tibia  and  may 
have  to  be  done  in  one,  two,  or  three  stages. 
True,  there  may  be  some  degree  of  skin  sloughing 
which  may  need  grafting,  and  there  will  be  some 
residual  edema  of  the  foot,  but  the  results  of  this 
radical  procedure  have  been  more  successful  than 
any  other  that  I have  used.  The  same  procedure 
can  be  carried  out  in  the  thigh,  if  indicated.  This 
is  an  unfortunately  prolonged  therapy,  but  if 
advanced  lymphedema  is  not  dealt  with  radically, 
it  may  be  permanently  incapacitating. 

Lymphedema,  resulting  from  concomitant 
venous  and  lymphatic  obstruction,  is  a different 
entity  than  when  the  lymphatics  alone  have  been 
obliterated.  The  pathology  in  obliterative  lymph- 
angitis is  usually  the  result  of  inflammation 
which  emanates  from  the  digits,  web  spaces,  or 
foot  and  the  sequel  of  its  extension  toward  the 
groin  obliterating  the  lymphatic  trunks  and 
destroying  lymph  drainage  paths  through  the 
superficial  and  deep  inguinal  nodes.  One  of  the 
severest  cases  of  this  pathology  I have  encoun- 
tered arose  from  perianal  and  buttock  furunculosis 
which  primarily  blocked  the  inguinal  nodes.  The 
accumulation  of  lymph  in  the  tissues  of  the  thigh 
and  leg  increased  to  an  incapacitating  extent. 
Recurrent  bouts  of  cellulitis  occurred  which 
obliterated  more  lymphatics  in  the  leg,  the 
accumulated  lymph  acted  as  a foreign  body  in 
the  tissue  spaces,  and  the  hypertrophied  fibrous 
tissue  septa  further  entrapped  the  lymph  which 
became  susceptible  to  periodic  infection  from 
organisms  in  the  skin. 

Frequent  periods  of  small  doses  of  sulfonamides 
or  antibiotics,  high  elevation  of  the  extremities 
at  night,  and  partial  elevation,  when  possible 
during  the  day,  may  keep  these  practically  per- 
manently afflicted  patients  working.  Heavy  elas- 
tic stockings  from  the  base  of  the  toes  to  the  tibia! 
tubercle  are  helpful. 

Endarterectomy 

Successful  excision  of  atheromatous  thrombosis 
with  adjacent  intimae  has  been  practiced  suffi- 
ciently to  have  established  itself  as  a procedure 
to  be  considered  if  technical  aid  and  adequate 
operative  facilities  are  available,  but  the  follow- 
up on  these  cases  and  the  number  reported  are 
too  short  and  too  few,  as  yet,  to  accept  this  as  a 


definitive  therapy  of  choice.  Arteriograms,  be- 
fore and  after  this  procedure,  have  demonstrated 
its  immediate  effectiveness.  It  must  be  re- 
membered that  this  is  a procedure  of  such  magni- 
tude that  its  success  demands  a high  degree  of 
technical  skill  and  adequate  facilities  for  pre-  and 
postoperative  care. 

Embolism 

If  an  embolus  is  seen  within  six  to  twelve  hours 
after  its  occurrence,  the  probability  exists  that  a 
portion  of  the  arterial  and  venous  bed,  proximal 
and  distal  to  the  block,  is  in  some  degree  of  spasm. 
If  the  patient’s  condition  is  such  that  the  viability 
of  the  part  is  threatened,  i.e.,  if  collateral  circula- 
tion is  inadequate,  a lumbar  sympathetic  block  is 
indicated.  The  response  may  indicate  the  neces- 
sity of  an  embolectomy.  It  may  permit  the  more 
distal  lodgment  of  the  embolus.  Sedation,  local 
cleanliness,  and  protection  by  a large  cotton,  non- 
compressing dressing,  maintenance  of  the  part  at 
the  angle  of  maximum  circulatory  efficiency, 
heating  the  abdomen,  and  persistent  observation 
for  adequate  collateral  must  be  done  until  the 
decision  for  embolectomy  is  made.  This  can 
usually  be  done  under  local  anesthesia.  Regional 
heparization  by  a small  polyvinyl  tube  may  or 
may  not  be  indicated.  I have  seen  cessation  of 
pulsation  in  the  opposite  femoral  artery  following 
an  embolus  to  one  femoral  artery  return  and 
collateral  spontaneously  become  adequate  with- 
out anticoagulants,  sympathetic  block  or  vaso- 
dilator drugs,  or  embolectomy.  Thus  I feel  that 
a short  period  of  conservative  therapy  and  ob- 
servation is  indicated  rather  than  immediate 
embolectomy. 

Conclusion 

I have  not  come  before  you  today  to  report  a 
thrilling  new  technic  which  you  may  use  to- 
morrow to  aid  your  patients  and  edify  yourselves 
locally,  but  I have  come,  humbly  and  as  intellec- 
tually honest  as  I can  be,  to  beg  of  you  not  to  neg- 
lect, but  elicit  and  utilize  fundamentals  which  are 
available  to  all  examiners  instead  of  succumbing 
to  statistical  evidence  of  the  results  of  surgery 
which  may  be  that  of  desperation  and  unproved 
indications. 
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A ivise  and  good  man  is  composed  and  happy;  a fool  is  always  worried  and  full  of  distress. 
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NTEREST  in  the  field  of  diseases  of  the  liver 
has  increased  in  recent  years  and  with  it  our 
knowledge  of  the  etiology  and  treatment  of 
disorders  of  this  organ.  This  presentation  will 
be  concerned  with  some  of  the  recent  advances  in 
the  field.  Laennec’s  cirrhosis  of  the  fiver  is  the 
term  used  herein  to  define  that  complex  of  clini- 
cal, functional,  and  anatomic  sequelae  which  oc- 
cur in  this  part  of  the  world,  most  frequently 
associated  with  chronic  alcoholism.  There  is 
another  type  of  cirrhosis  of  the  fiver,  that  which 
follows  viral  hepatitis,  which  is  becoming  in- 
creasingly common.  This  has  been  called  toxic 
cirrhosis,  postnecrotic  cirrhosis,  coarsely  nodular 
cirrhosis,  and  chronic  hepatitis.  This  discussion 
will  consider  these  two  types  of  fiver  disease  and 
will  exclude  the  parasitic,  luetic,  and  cardiac 
cirrhoses. 

Laennec’s  Cirrhosis 

The  modern  treatment  of  this  disease  dates 
from  1937.  when  Patek  reported  that  the  adminis- 
tration of  a nutritious  diet  with  vitamin  B com- 
plex supplements  favorably  influenced  the  course 
of  the  disease  in  patients  with  ascites,  edema,  and 
jaundice.1  Since  then  this  basic  observation  has 
been  confirmed.2-4  This  therapy  was  proposed 
because  of  the  frequency  with  which  malnutrition 
and  vitamin  deficiency  states  were  noted  in  al- 
coholic subjects.  Since  then  the  dependence 
of  the  fiver  upon  a balance  of  ingested  foodstuffs 
has  been  amply  demonstrated.  Nutritional 
cirrhosis  has  been  produced  in  experimental  ani- 
mals, and  man\'  basic  aspects  of  this  problem 
have  been  uncovered.5 

The  importance  of  choline,  methionine,  and 
cystine  in  the  experimental  production  of  hepatic 
steatosis,  fibrosis,  and  necrosis  is  now  demon- 
strated.5 However,  the  exact  place  of  these 
factors  in  the  genesis  of  human  Laennec’s  cirrho- 
sis of  the  fiver  is  not  established.  While  much 
has  been  learned  from  experimental  animals,  it 
should  be  emphasized  that  the  relatively  pure 
nutritional  deficiency  states  achieved  in  such 
animals  are  not  matched  by  alcoholics.  Indeed, 
the  stepwise  progressive  histogenesis  of  Laennec’s 
cirrhosis  of  the  fiver,  with  parallel  clinical  pro- 
gression, has  not  been  documented  in  the  medical 
literature  in  any  individual  patient.  This  prob- 
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lem  has  been  under  investigation  in  our  labora- 
tory for  the  past  five  years.  While  many  interest- 
ing histologic  features  have  been  observed,  none 
of  our  patients  has  yet  developed  clinical  liver 
disease  with  ascites  and  icterus. 

Laennec’s  cirrhosis  of  the  fiver  may  present  as 
an  occult  disease,  diagnosed  by  fiver  biopsy,  oper- 
ation, or  at  postmortem.  This  form  of  the  disease 
is  now  more  commonly  recognized  because  of  our 
increased  awareness  of  its  presence  and  the  skill- 
ful use  of  liver  function  tests  and  the  needle 
biopsy. 

Sometimes  these  patients  present  with  mal- 
nutrition, weight  loss,  peripheral  neuritis,  and/or 
glossitis.  The  presence  of  a palpable  liver, 
“spider”  angiomata,  “fiver”  palms,  and/or  a 
palpable  spleen  may  stimulate  the  interest  of  the 
clinician  to  perform  the  appropriate  studies. 
Some  of  these  patients  resemble  those  with  malig- 
nancies. The  therapeutic  aim  is  to  restore  the 
weight,  strength,  and  sense  of  well-being  of  the 
patients.  A nutritious  diet  (carbohydrate  350, 
protein  100.  fat  125)  is  the  basic  treatment. 
Vitamins  of  the  B complex  may  be  given  if  there 
are  evidences  of  specific  vitamin  deficiency  states 
or  if  alimentation  is  poor.  In  the  latter  case 
their  parenteral  use  may  be  necessary.  Usually, 
considerable  guile  is  needed  to  obtain  adequate 
patient  cooperation.  However,  when  this  has 
been  accomplished,  the  therapeutic  results  are 
most  gratifying.  The  return  of  fiver  function 
tests  to  normal  is  common,  although  the  turbidity 
and  flocculation  tests  may  remain  abnormal. 
From  the  long-term  viewpoint  the  control  of 
alcoholism  in  these  patients  becomes  the  basic 
problem. 

Some  of  these  patients  may  have  marked  fatty 
infiltration  of  the  fiver;  others  may  have  none. 
There  is  no  evidence  to  date  that  the  feeding  of 
choline  in  addition  to  a nutritious  diet  has  any 
additional  beneficial  effect  upon  the  liver.6 

Laennec’s  cirrhosis  may  present  as  a severe  and 
progressive  disease  with  wasting,  ascites,  edema, 
and  icterus.  This  stage  presumably  follows  that 
discussed  earlier.  The  same  principles  of  nutri- 
t-onal  therapy  obtain  with  these  patients  as  with 
those  described  above.  However,  the  problem  is 
much  more  complex.  Since  anorexia  and  abdom- 
inal pain  are  prominent  features,  much  diffi- 
culty is  encountered  in  maintaining  nutritional 
intake.  Where  a diet  such  as  was  indicated  l>e- 
fore  cannot  l>e  ingested,  we  have  employed  a 
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Fig.  1.  Effects  of  salt-poor  human  albumin  in  Laennec’s  cirrhosis.  This  fifty-four-year-old  male  who 
had  had  20  paracenteses  for  ascites  of  twenty-one  months  duration  was  gravely  ill  when  albumin  therapy 
was  begun.  The  improvement  was  striking  and  was  maintained  over  a two-year  period  when  follow-up 
studies  ceased. 


drink  containing  1 quart  of  milk,  4 to  6 raw  eggs,  4 
tablespoonfuls  of  lactose,  and  5 to  10  tablespoon- 
fuls of  a protein  hydrolysate,  flavored  to  the 
patient’s  taste.  This  will  meet  the  patient’s 
basic  caloric  needs  in  a concentrated  form.  Ad- 
ditional food  may  be  given  as  tolerated.  The  use 
of  6 to  8 small  feedings  per  day  is  helpful.  Great 
care  may  be  necessary  to  make  the  food  attrac- 
tive. This  cannot  be  overemphasized  since  the 
feeding  of  these  patients  is  the  most  important 
single  therapeutic  measure.  For  those  patients 
who  can  eat  nothing,  such  as  those  in  coma,  in- 
travenous glucose  (20  per  cent  in  distilled  water,  2 
L.  per  day)  with  added  water-soluble  vitamins 
and  intravenous  salt-poor  human  albumin  may 
be  given.  This  latter  material  has  been  used  with 
considerable  success  in  severely  ill  patients  who 
have  been  unable  to  eat  (Fig.  I).7 

The  presence  of  ascites  and  edema  complicates 
the  situation.  First,  the  abdominal  distention 
causes  discomfort  and  interferes  with  food  intake, 
and,  second,  paracentesis  for  relief  of  distention 
also  removes  valuable  protein  and  electrolytes. 
Our  policy  has  been  to  drain  the  abdominal  cavity 


for  the  patient’s  comfort  in  order  to  help  him  eat. 
The  problems  of  the  genesis  and  control  of  ascites 
are  very  intriguing  and  are  still  under  intensive 
investigation.  There  is  not  time  to  discuss  the 
causes  of  ascites,  but  many  factors  have  been  con- 
sidered as  contributory:  portal  hypertension,  re- 
duced osmotic  pressure  of  blood,  excessive  reten- 
tion of  sodium,  and  antidiuretic  factors.8 

The  measures  employed  to  control  fluid  reten- 
tion are  (1)  mercurial  injections  with  or  without 
ammonium  chloride  reinforcement,  (2)  sodium- 
restricted  diets,4  and  (3)  exchange  resins.9 

The  mercurials  may  be  given  twice  weekly  with 
ammonium  chloride  (3  to  5 Gm.)  daily  for  rein- 
forcement. In  favorable  instances  a brisk  diure- 
sis may  result,  and  these  induced  diureses  may  be 
employed  to  space  paracenteses  more  widely.  In 
general,  a diuretic  response  to  mercurials  is  a 
good  prognostic  sign.  Often  these  responses  are 
not  favorable.  Since  large  amounts  of  potas- 
sium may  be  lost,  whether  or  not  sodium  and 
water  are  lost,  it  is  well  to  check  for  hypopotas- 
semia  in  such  patients  and  to  replace  potassium 
where  needed.10  These  patients  are  known  to  be 
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in  marked  positive  sodium  balance,11  excret  ig 
little  or  no  sodium,  and  low-sodium  diets  have 
been  used  to  reduce  the  sodium  intake  and  to  de- 
crease the  fluid  retained.4  Salt-free  diets  are  ex- 
tremely difficult  to  prepare  in  the  home  or  in 
general  hospitals  without  compromising  the  taste 
and  attractiveness  of  food.  Since  it  is  more  im- 
portant for  the  patient  to  eat  well  of  nutritious 
food  than  to  restrict  his  salt  intake  rigorously,  a 
useful  tool  in  such  cases  is  the  ammonium-potas- 
sium exchange  resin.  This  compound  takes  up 
sodium  from  the  bowel.  When  used  with  care, 
it  can  be  of  considerable  help,  it  may  obviate 
rigid  salt  restriction,  and  it  may  be  used  along 
with  mercurials.9 

Other  forms  of  therapy  have  been  employed  as 
adjuncts  to  the  measures  just  outlined.  In  the 
early  work,  oral  brewers  yeast  powder  and  paren- 
teral crude  liver  extract  were  used.1-2  These 
substances  were  believed  to  contain  more  than 
the  known  accessory  food  substances  and  were 
considered  beneficial.  Some  workers  have  ad- 
vocated choline12  and  intravenous  liver  ex- 
tract.13-14 

In  general,  what  may  one  expect  from  this 
therapy?  The  first  changes  are  usually  a bright- 
ening in  the  affect  of  the  patient  with  sensorial 
clearing  and  increased  appetite.  Diuresis  may 
begin  soon  thereafter,  as  has  been  observed  in 
some  patients  receiving  intravenous  salt-poor 
albumin.7  or  it  may  not  begin  for  many  months. 
Diuresis  may  be  slow  and  insidious  with  little  net 
change  in  weight  and  may  represent  an  exchange 
of  water  for  tissue.  Icterus  usually  clears; 
serum  albumin  levels  rise  and  may  become  nor- 
mal.15 It  is  common  for  bromsulfalein  retention, 
flocculation,  and  turbidity  tests  to  remain  ab- 
normal. The  value  of  the  serum  albumin  level 
as  a prognostic  sign  has  been  reported  elsewhere.15 

It  is  well  to  emphasize  that  this  period  of  im- 
provement may  take  two  to  twelve  months.  The 
prognosis  in  this  disease  is  now  much  better  than 
was  formerly  the  case.  In  a recent  unpublished 
study  of  28  patients,  seen  during  the  first  episode 
of  ascites  and  edema,  we  observed  24  patients  to 
improve  with  diureses  within  the  first  two  months 
of  hospitalization.  This  is  in  sharp  contrast  to 
the  102  cases  treated  as  a control  group,  before 
nutritional  therapy  was  employed,  of  whom  only 
7 had  diureses.2 

In  summary,  the  use  of  nutritional  therapy  has 
favorably  altered  the  clinical  course  of  Laennec’s 
cirrhosis  of  the  liver.  Continued  well-being  may- 
be expected  after  diuresis,  provided  the  patient 
continues  to  eat  well,  to  abstain  from  alcohol,  and 
provided  he  does  not  suffer  the  rupture  of  an 
esophageal  varix. 

It  seems  pertinent  to  comment  on  the  role  of 
alcohol  in  this  disease.  First,  it  may  be  stated 


Fic.  2.  Xeedle  biopsy  of  viral  hepatitis  in  first 
relapse.  This  fifty-six-vear-old  male  had  had  hepa- 
titis one  year  earlier.  This  biopsy  shows  foci  of 
periportal  and  pericentral  inflammatory  reaction 
with  relatively  little  fibrosis.  After  eight  weeks, 
clinical  recovery  was  accompanied  by-  liver  function 
test  restoration.  This  episode  is  considered  a re- 
lapse and  not  a new  infection. 

that  all  the  factors  responsible  for  the  develop- 
ment of  Laennec’s  cirrhosis  are  not  known.  How- 
ever, there  seems  to  be  little  basis  for  the  concept 
that  alcohol  per  se  is  the  cause  of  Laennec’s 
cirrhosis.  One  factor  which  seems  common  to 
these  patients  is  poor  nutrition,  seemingly  con- 
ditioned by-  alcoholism.  In  other  parts  of  the 
world  where  cirrhosis  is  common  and  alcoholism 
is  absent,  malnutrition  is  prevalent.2  From  what 
has  been  learned  about  the  nutritional  cirrhosis 
of  animals,  one  may  be  tempted  to  infer  that  simi- 
lar factors  are  operative  in  man.  However,  this 
concept  has  not  been  proved. 

Indeed,  in  the  studies  we  have  been  conducting 
for  the  past  five  years  on  the  genesis  of  Laennec’s 
cirrhosis,  we  have  been  surprised  by  the  patients 
who  drank  very  heavily-  and  have  eaten  poorly 
for  many  years  and  who  have  escaped  liver  in- 
jury. These  observations  suggest  the  possibility 
of  other  factors,  still  unknown,  playing  important 
roles  in  the  genesis  of  Laennec’s  cirrhosis  of  the 
liver. 

The  question  is  often  raised  whether  or  not  a 
patient  with  Laennec’s  cirrhosis  may  be  permitted 
to  consume  alcohol.  There  is  evidence  to  show 
that  it  is  possible  for  such  patients  to  imbibe 
alcohol,  provided  their  nutritional  state  is  well 
supported.2  However,  because  of  the  difficulty 
which  alcoholic  subjects  have  in  drinking  in 
limited  amounts,  we  have  tried  to  achieve  total 
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Fig.  3.  Needle  biopsy  of  viral  hepatitis  in 
second  relapse.  This  biopsy  was  taken  about  nine 
months  after  the  first  one  during  a second  relapse. 
After  ten  weeks  clinical  improvement  occurred, 
but  many  tests  remained  abnormal.  Fibrosis,  bile 
duct  proliferation,  inflammatory  cell  infiltration, 
and  enlarged,  multinueleated  liver  cells  are  evident. 

abstinence  from  alcohol  in  our  patients.  Indeed, 
it  would  seem  that  the  return  to  earlier  heavy 
drinking  and  poor  eating  habits  is  the  commonest 
cause  of  relapse  in  patients  with  Laennec’s  cir- 
rhosis. 

Toxic  or  Postnecrotic  Cirrhosis 

This  disease  is  being  noted  with  increasing  fre- 
quency as  a sequel  to  viral  hepatitis.  The  gene- 
sis of  the  histologic  lesion  is  better  documented 
here  than  in  Laennec’s  cirrhosis  (Figs.  2,  3,  and 
4). 16  The  disease  may  be  insidious  in  its  onset  or 
rapidly  progressive.  Empirically  the  same  prin- 
ciples of  therapy  have  been  employed  here  as  in 
Laennec’s  cirrhosis.  However,  these  patients  do 
not  present  the  type  of  malnutrition  seen  in  alco- 
holics. Some  patients  remain  in  fairly  good 
health  with  mild  liver  function  abnormalities; 
others  suffer  a rapid  or  a gradual  and  seemingly 
inexorable  deterioration  in  liver  function  with  the 
accumulation  of  ascites,  icterus,  and  wasting. 
Mercurials,  ammonium  chloride,  and  exchange 
resins  are  employed  when  water  retention  has 
developed.  Intravenous  salt-poor  human  al- 
bumin has  seemed  to  be  of  benefit.7  Once  ascites 
has  occurred,  the  outlook  is  much  more  grave  than 
in  Laennec’s  cirrhosis. 

Hemorrhage  from  Esophageal  Varices 

It  may  be  reasonably  assumed  that  all  patients 
with  hepatic  cirrhosis  have  esophageal  varices, 


Fig.  4.  Needle  biopsy  of  viral  hepatitis  in  third 
relapse.  This  biopsy  was  taken  eighteen  months 
after  the  first  one  during  a third  relapse.  After 
fourteen  weeks  clinical  improvement  occurred,  but 
most  of  the  liver  function  tests  remained  abnormal. 
The  histologic  process  has  progressed  with  nodule 
formation. 

whether  or  not  these  are  demonstrable  by  x-ray  or 
esophagoscopy.  They  may  be  observed  if  the 
lower  esophagus  is  routinely  studied  histologi- 
cally. Accordingly,  all  such  patients  are  possible 
candidates  for  bleeding  from  ruptured  varices. 
As  our  methods  for  the  treatment  of  decompen- 
sated hepatic  cirrhosis  improve,  fewer  patients  die 
in  hepatic  coma,  and  more  die  from  the  anatomic 
accident  of  ruptured  esophageal  varices. 

Its  management  in  the  acute  phase  of  bleeding 
consists  of  replacement  of  blood  to  support  blood 
pressure  and  blood  volume.  The  use  of  the 
esophageal  balloon  has  been  disappointing  in  our 
experience.  In  a series  of  14  patients  so  treated, 
one  survived.  Further,  we  have  observed  two 
patients  whose  esophageal  bleeding  was  controlled 
with  the  tube  but  who  exsanguinated  from  bleed- 
ing gastric  varices. 

The  treatment  of  esophageal  varices  which 
have  bled  is  surgical  and  follows  the  ingenious 
ideas  first  suggested  by  Whipple.17-18  The 
choice  of  the  type  of  shunt  operation  is  one  for  the 
operator  to  make  and  frequently  depends  upon 
the  anatomic  positions  of  significant  organ  struc- 
tures. The  desired  result  is  the  shunting  of  por- 
tal vein  blood  into  the  systemic  circulation  with 
the  consequent  lowering  of  the  venous  pressure  in 
the  portal  system.  This  hazardous  procedure 
should  be  reserved  only  for  those  patients  who 
have  bled  from  esophageal  varices ; the  operation 
has  no  place  in  the  amelioration  of  ascites. 

The  older  operations  such  as  omentopexy, 
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splenectomy,  and  the  more  recent  hepatic  artery 
ligation  have  been  unsuccessful  measures.19 

Hepatic  Coma 

The  end  stage  of  liver  disease  is  hepatic  coma. 
This  is  a “difficult-to-define  state”  associated 
with  stupor,  bizarre  neurologic  manifestations, 
usually  deep  jaundice,  and  a characteristic  fetor 
hepaticus.  While  it  is  reasonable  to  suppose 
that  coma  results  from  impaired  brain  cell  metab- 
olism secondary  to  hepatic  cell  functional  de- 
terioration, the  metabolic  faults  are  still  un- 
known.20 

Some  patients  pass  into  coma  without  any 
obvious  precipitating  events.  However,  some 
will  become  comatose  following  exposure  to  hemor- 
rhage, infection,  trauma  or  surgery,  overseda- 
tion,  viral  hepatitis,  or  heavy  alcoholism.  The 
prognosis  of  this  state  is  always  grave.  Where 
an}'  of  the  above  events  may  be  counteracted, 
e.g.,  transfusion  therapy  for  hemorrhage,  anti- 
biotic therapy  for  infection,  etc.,  such  measures 
are  instituted.  Frequently  the  patient  will 
simply  slip  into  coma  without  previous  hemor- 
rhage or  infection.  The  evaluation  of  any  ther- 
apeutic regimen  in  this  state  is  difficult. 

Intravenous  glucose  and  vitamins  have  been 
used,  and  25  per  cent  of  such  treated  patients 
have  recovered.3  More  recently,  intravenous 
salt-poor  human  albumin  has  been  employed 
along  with  intravenous  glucose  and  vitamins, 
with  favorable  outcome  in  9 of  16  patients.7 
Intravenous  aureomycin  has  been  reported  as 
having  a beneficial  effect.21  In  our  experience 
the  antibiotics,  penicillin,  aureomycin,  and  ter- 
ramycin,  have  been  ineffective  in  this  type  of 
hepatic  coma. 

It  is  to  be  hoped  that  as  the  mechanisms  in- 
volved in  the  worsening  and  improvement  of 
liver  cell  metabolism  are  better  understood, 
better  therapeutic  measures  will  develop. 

Summary 

1.  Laennec’s  cirrhosis  of  the  liver  is  as- 


sociated with  malnutrition,  usually  conditioned 
by  alcoholism.  A nutritious  diet  with  vitamin 
supplements  is  effective  in  reversing  the  progres- 
sive course  of  the  disease.  In  the  presence  of 
edema  and  ascites,  mercurials,  ammonium 
chloride,  exchange  resins,  salt-free  diets,  and  in- 
travenous salt-poor  albumin  are  useful  therapeu- 
tic adjuncts. 

2.  In  the  management  of  toxic  cirrhosis  the 
same  principles  of  treatment  are  employed  with 
less  success. 

3.  Esophageal  varices  which  have  bled  are 
treated  surgically  by  methods  designed  to  divert 
portal  blood  to  the  systemic  circulation. 

4.  The  use  of  intravenous  salt-poor  human 
albumin  along  with  glucose  and  vitamins  is  of 
benefit  in  the  treatment  of  hepatic  coma. 
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AMA  SURVEY  OX  HOSPITAL  SERVICE  IN 
For  the  first  time  in  history,  hospital  births  topped 
the  three  million  mark.  The  A.M.A.  Council  on 
Medical  Education  and  Hospitals’  thirty-second 
presentation  of  hospital  statistics  reveals  that  in 
1952  there  were  3,170,495  hospital  births  or  one 
live  baby  born  every  9.9  seconds.  The  report, 
which  appears  in  the  “Hospital  Number”  of  the 
J.A.M.A .,  May  9,  shows  a continued  increase  in  the 
volume  of  hospital  service  in  the  United  States. 


U.S. 

Highlights  of  the  report:  6,665  hospitals  regis- 
tered— with  18,914,847  admissions,  compared  with 
18,237,118  the  previous  year.  Bed  capacity  sta- 
tistics show  an  increase  of  11,627  over  1951.  Aver- 
age length  of  stay  of  individual  patients  in  govern- 
mental general  hospitals  is  more  than  twice  as  long 
as  in  nongovernmental  general  hospitals — 16.4  days 
as  compared  with  7.5  days. — American  Medical 
Association  News  Notes,  May,  1953 


JUVENILE  NASOPHARYNGEAL  ANGIOFIBROMA 

Samuel  D.  Hemley,  M.D.,  Aaron  Schwinger,  M.D.,  and  Asa  B.  Friedman,  M.D., 
Brooklyn,  New  York 

{From  the  Department  of  Radiation  Therapy,  Kings  County  Hospital) 


JUVENILE  nasopharyngeal  angiofibroma  is  a 
distinct  clinical  entity  which  is  almost  ex- 
clusively limited  to  adolescent  males.  The  neo- 
plasm is  pathologically  benign  in  spite  of  having 
the  ability  to  erode  contiguous  structures.  The 
most  common  symptom  is  epistaxis.  Previous 
authors  have  been  impressed  with  the  general 
underdevelopment  of  the  patients. 

There  has  been  a surprising  paucity  of  material 
and  interest  manifested  in  the  pediatric  texts 
and  literature.  Almost  all  the  articles  of  note 
have  been  contributed  by  the  otorhinolaryngologist 
and  surgeon.  This  situation  exists  in  spite  of  the 
fact  that  these  patients  are  first  seen  by  the  pe- 
diatrician. The  purpose  of  this  paper  is,  therefore, 
to  discuss  a type  of  tumefaction  which,  in  spite 
of  being  uncommon,  presents  a typical  picture. 
One  familiar  with  the  symptoms  and  clinical 
course  will  direct  the  patient  to  the  surgeon  and/ 
or  the  radiotherapist  at  a time  when  manage- 
ment presents  no  dangerous  problems. 

Material 

Although  most  reports  have  been  limited  to 
10  or  less  cases,  there  have  been  larger  review 
articles.  Martin  et  al.  (29  cases),1  New  and  Figi 
(32  cases),2  and  Shaheen  (58  cases)3  have  re- 
ported the  largest  series  of  patients.  Several  of 
the  most  recent  authors,  particularly  Martin, 
have  questioned  some  of  the  earlier  reports  of 

I cases  in  elderly  males  and  females,  as  well  as 
reports  of  tumors  that  have  undergone  malig- 
nant degeneration.  In  Martin’s  excellent  re- 
view,1 the  following  conclusions  were  reached 
after  an  analysis  of  some  twenty  years  work  with 
29  cases:  (1)  The  disorder  was  limited  to  young 

males;  (2)  the  patients,  in  most  instances,  gave 
the  clinical  impression  of  undersexual  develop- 
ment, both  physically  and  emotionally;  (3) 
in  spite  of  roentgen-ray  therapy,  the  tumor  sig- 
nificantly regressed  only  after  secondary  sex 
characteristics  were  developed  fully;  there  was 
one  exception  in  the  29  cases  presented  (this  is 
in  variance  with  our  material),  and  (4)  in  two 
instances,  in  which  puberty  was  hastened  by  the 
administration  of  androgens,  roentgen  radiation 
appeared  to  induce  a more  ready  regression  of  the 
tumor. 

The  average  age  of  patients  is  fourteen  years. 
Martin’s  cases  varied  from  seven  years  of  age  to 
nineteen  years.  However,  the  onset  of  symptoms 
is  always  during  adolescence.  The  degree  of 


activity  is  thought  by  some  authors  to  be  directly 
related  to  the  age  of  onset,  those  patients  closest 
to  sexual  maturity  having  the  least  complaints. 
Figi  and  Davis  report  73  per  cent  of  their  cases 
with  evidence  of  complete  disappearance  of  the 
tumor  by  the  age  of  twenty  years.4 

Symptoms 

Since  the  tumor  is  located  in  a region  which  is 
contiguous  to  many  structures,  such  as  the  nose, 
orbits,  base  of  the  brain,  etc.,  it  may  involve  these 
regions  as  growth  progresses.  However,  the 
most  common  complaint  is  epistaxis.  Trauma, 
secondary  to  sneezing  or  pressure  necrosis,  may 
be  responsible  for  the  onset  of  bleeding.  Anemia 
may  vary  from  borderline  to  levels  approaching 
shock  as  a result  of  recurrent  blood  loss.  A gen- 
eral “washed-out”  appearance  is  not  uncommon. 

With  enlargement  and  expansion,  the  tumor 
may  grow  forward  into  the  nasal  cavity  and  be 
seen  presenting  through  the  nostrils.  A large 
growth  occasionally^  produces  pressure  on  the 
floor  of  the  orbits  and  may  cause  elevation  of  the 
eyeball  with  secondary  exophthalmos.  Exten- 
sion into  the  pharynx  and  nose  may  cause  olfac- 
tory changes  or  voice  changes  (rhinolalia  clausa). 
Erosion  of  the  base  of  the  skull  has  been  reported 
by  Goldsmith.5 

“Frog  face”  due  to  excessively  large  lesions, 
otitis  media,  deafness,  nasal  obstruction,  head- 
ache, and  mouth  breathing  has  also  been  re- 
ported. The  symptom  complex  is,  of  course,  de- 
pendent upon  the  path  of  extension  of  the  tumor. 
The  most  common  complaints  are  epistaxis  and 
nasal  obstruction. 

Diagnosis 

The  clinical  picture  is  so  clear-cut  that,  in 
spite  of  being  a relatively  uncommon  tumor,  the 
reader  should  readily  recognize  this  condition. 
The  fact  that  the  nasopharynx  is  the  most  over- 
looked area  during  a routine  examination,  even 
in  case  of  epistaxis,  may  reveal  why  there  has 
been  so  much  confusion  in  the  past. 

Examination  with  a nasopharyngeal  mirror 
will  reveal  a red,  fleshy  tumor,  with  a hard  base 
filling  part  or  all  of  the  posterior  nares.  Tor- 
tuous vessels  may  be  visualized  on  the  surface  of 
the  tumor.  Ulcerations  are  unusual  unless  there 
has  been  recent  trauma. 

Because  of  the  extreme  vascularity  of  the  tu- 
mor, biopsy  is  definitely  a hospital  procedure, 
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since  the  possibility  of  hemorrhage  is  always 
present.  Martin,  who  feels  that  histologic  con- 
firmation should  always  be  attempted,  never- 
theless did  not  biopsy  five  of  his  29  cases.1 
Most  authors  feel  that,  if  the  clinical  picture  is 
characteristic  and  mirror  examination  is  con- 
firmatory, the  patient  may  be  treated  imme- 
diately. Only  50  per  cent  of  the  cases  of  Figi  and 
Davis  had  histologic  proof  prior  to  treatment.4 

The  differential  diagnosis  will  not  often  present 
a problem.  Chordoma  is  easily  excluded  by 
roentgenographic  investigation.  Enlargement  of 
adenoid  tissue  presents  no  problem  when  the 
tissue  is  visualized  directly.  Choanal  polyps 
may  at  times  be  confusing.  They  are  usually 
multiple,  bilateral,  soft,  movable,  and  pale  gray. 
Lymphoma,  lymphoepithelioma,  and  fibroma 
will  be  excluded  by  biopsy.  Epistaxis  of  the 
magnitude  often  accompanying  nasopharyngeal 
angiofibroma  is  most  unusual  for  the  aforemen- 
tioned entities. 

Rheumatic  fever  and  other  constitutional  dis- 
eases must  be  suspected  when  epistaxis  is  pres- 
ent without  the  gross  evidence  of  a tumor  mass. 

Pathology 

Nasopharyngeal  angiofibroma  is  a tumor  which 
most  often  springs  from  the  base  of  the  sphenoid, 
but  which  may  develop  from  the  lateral  wall  of 
the  nasopharynx.6  The  size  varies,  but  the  av- 
erage is  3 cm.  in  diameter.  Its  growth  may  be 
extremely  rapid,  but  it  does  not  metastasize. 
Malignant  degeneration  is  most  uncommon,  and 
the  few  reported  cases  have,  in  retrospect,  been 
felt  to  be  primary  malignancies.  The  surface, 
if  not  traumatized,  is  covered  by  a highly  injected 
mucous  membrane.  The  tumor  possesses  no 
true  capsule  and  has  a firm  base. 

The  microscopic  structure  reveals  a dense, 
fibrous,  and  elastic  connective  tissue,  rather 
cellular,  with  a high  vascular  element.  There 
is  no  cartilage,  bone,  or  calcification.  Occa- 
sionally, small  groups  of  fibroblasts  may  be 
seen  in  clumps  which  may  be  mistaken  for  fibro- 
sarcoma.7 With  increasing  age,  the  vascular 
element  becomes  less  conspicuous,  and  the  tumor 
becomes  paler  and  less  cellular.  The  fact  that  a 
large  fibrous  element  is  present  must  always  be 
remembered.  This  is  the  explanation  for  re- 
sidual fibrous  tissue  being  present  after  successful 
radiation  therapy  with  complete  symptomatic 
relief. 

Treatment 

Therapy  has  been  extremely  varied,  as  sug- 
gested by  recent  reports.1’2’8’9  Surgery,  radi- 
ation therapy,  both  external  and  interstitial, 
and  hormones  have  been  employed,  both  indi- 
vidually and  in  combination  with  each  other. 


Surgery  may  be  beset  by  many  complications 
and  dangers  due  to  the  extreme  vascularity  of 
the  tumor.  However,  it  is  the  treatment  of 
choice  in  older  patients,  as  well  as  in  those  tu- 
mors which  are  extremely  large  and  associated 
with  pressure  complaints  as  well  as  disfigure- 
ment. Several  cases  in  the  past  have  been 
treated  by  ligation  of  both  external  carotid  arteries 
to  lessen  the  bleeding.  Brunner,  in  his  paper 
which  discusses  the  histologic  and  pathologic 
pattern  of  these  neoplasms,  states  that  the  blood 
vessels  do  not  belong  to  the  tumor  proper  but 
rather  to  the  mucous  membrane  which  is  the 
source  of  the  neoplasm,  and  are  only  included  in 
the  growing  mass.9  The  vessels  communicate 
with  veins  of  surrounding  normal  tissue  but  not 
with  arteries.  This  may  explain  why  this  pro- 
cedure has  often  not  affected  the  bleeding. 

Radiation  affects  the  vascular  components  of 
the  tumor  and  has  little  or  no  effect  on  the  fibrous 
stroma.  It  may,  however,  be  a lifesaving  pro- 
cedure in  a patient  with  severe  bleeding,  or  if 
the  general  condition  of  the  patient  is  poor.  A 
recurrence  of  the  tumor  may  necessitate  roent- 
gen therapy.  However,  a word  of  caution  must 
be  voiced.  Care  must,  of  course,  be  demonstrated, 
since  radiation  of  actively  growing  bone  may 
result  in  permanent  deformity  of  the  face.10 
The  authors  feel  that  interstitial  therapy  (radon 
seeds)  is  attended  by  the  ever-present  danger  of 
hemorrhage,  and  no  advantage  over  external 
roentgen  therapy  can  be  demonstrated.  Radi- 
ation may  be  employed  prior  to  surgery  in  an 
attempt  to  decrease  the  vascularity  of  the  tumor. 

Androgens  have  been  employed  with  the  hope 
that  the  sexual  maturity  induced  may  decrease 
the  activity  of  the  vascular  component  of  the 
tumor.  The  usual  dosage  has  been  25  mg. 
testosterone  propionate,  intramuscularly,  four 
times  a week.  The  work  of  several  authors  on 
the  use  of  androgens  in  hypogonadal  males, 
however,  has  revealed  an  increase  in  the  cutane- 
ous blood  flow.11-12  If  a similar  situation  exists 
in  the  nasopharynx  of  patients  suffering  from 
angiofibroma ta  (so-called  hypogonadal  type) , 
the  rationale  of  testosterone  may  be  questioned. 

Thus,  a treatment  routine  cannot  be  categori- 
cally employed.  Each  case  must  be  evaluated 
individually,  and  the  decision  should  rest  with 
the  surgeon  and  the  radiotherapist. 

Case  Reports 

During  the  past  five  years,  there  have  been  three 
cases  of  angiofibroma  treated  by  the  Radiation 
Therapy  Department  of  Kings  County  Hospital. 
All  cases  occurred  in  males,  two  being  fourteen 
years  of  age,  and  the  third  fifteen  years  of  age. 
The  chief  complaint  in  each  case  was  epistaxis. 
External  radiation  therapy  was  employed  in  all 
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cases.  The  only  other  treatments  employed 
were  replacement  transfusions.  The  patients 
were  normal  in  all  respects  and  there  was  no  evi- 
dence of  immaturity  physically,  sexually,  or  men- 
tally. In  addition,  there  was  normal  ossification 
of  all  visualized  bones. 

One  case  in  particular  was  of  considerable  in- 
terest. Roentgen  therapy  was  truly  a lifesaving 
procedure.  The  history  is  briefly  as  follows. 

M.  C.,  a well-developed,  white  male,  fourteen 
years  of  age,  was  admitted  to  Kings  County  Hos- 
pital, August  10,  1950,  with  epistaxis  of  twenty 
hours  duration.  Dysphagia  accompanied  this  com- 

I plaint.  The  past  history  was  noncontributory, 
and  there  was  no  history  of  congenital  familial 
telangiectasia  or  bleeding  phenomena.  On  careful 
questioning,  the  patient  stated  that  nose  bleeds  had 
been  present  intermittently  for  one  year  following 
slight  trauma. 

Physical  examination  revealed  an  extremely  pale, 
anxious  male  sitting  quietly  in  bed.  Temperature 
was  101  F.,  respiration  16,  and  blood  pressure 
100/50.  Hemoglobin  was  8 Gm.  The  remaining 
positive  physical  findings  were  minimal  proptosis 
of  both  eyes  and  purulent  nasal  discharge  with  evi- 
dence of  a soft-tissue  mass  extending  into  the  nasal 
cavity.  The  nasopharynx  revealed  a large,  grayish- 

I white,  firm,  boggy  mass  filling  the  entire  region.  It 
was  extremely  vascular  and  bled  when  touched. 
Small  superficial  ulcerations  were  present.  The 
genitals  were  normal,  and  both  testes  had  descended. 

For  the  next  month,  treatment  consisted  of  blood 
transfusions  and  general  supportive  therapy.  Dur- 
ing this  interval,  20,500  cc.  of  whole  blood  were 
given. 

On  August  21,  1950,  radiation  therapy  was 
started.  Bleeding  continued  during  the  first  week  of 
therapy  but  promptly  stopped  thereafter.  No 
biopsy  was  performed  prior  or  during  therapy  be- 
cause of  the  tremendous  amount  of  bleeding,  which 
was  present  after  minimal  manipulation  of  the  sur- 
face of  the  tumor. 

The  factors  were  as  follows:  200  KVP,  half 

value  layer  0.9  mm.  copper,  filtration  0.5  mm. 
copper,  1 mm.  aluminum,  15  milliamperes,  50  cm. 
skin  target  distance,  three  6 by  8-cm.  fields  were 
used,  right,  left,  and  anterior  nasopharynx.  Treat- 
ment was  given  five  times  per  week,  100  r in  air  per 
treatment,  per  field,  per  day.  Each  field,  therefore, 
received  700  r (air  dose)  or  924  r (skin  dose),  and 
the  lesion  received  approximately  1,100  r (tumor 
dose). 

On  October  16,  1950,  there  was  a 50  per  cent  dimi- 
nution in  the  size  of  the  lesion  with  no  evidence 
of  extension  into  the  nasal  cavity.  An  ophthal- 
mologic and  neurologic  consultation  at  this  time  re- 
vealed no  pathologic  changes.  The  dysphagia  was 
thought  to  be  due  to  the  local  effect  of  the  tumor. 


A second  course  of  roentgen  therapy  was  insti- 
tuted at  this  time  in  view  of  the  size  of  residual  tu- 
mor, although  no  complaints  were  present.  The 
same  dosage  and  factors  were  employed.  On  No- 
vember 2,  1951,  the  lesion  was  30  per  cent  of  its 
original  size,  with  no  evidence  of  bleeding. 

Roentgenograms  of  the  chest  were  normal.  The 
sinuses  revealed  chronic  maxillary  sinusitis  with  a 
hypoplastic  left  frontal  sinus.  Taylor  base  view  of 
the  skull  failed  to  reveal  any  evidence  of  erosion. 
Lateral  examination  of  the  neck  confirmed  the  pres- 
ence of  the  soft-tissue  mass  within  the  nasopharynx. 
All  laboratory  examinations  were  normal. 

The  patient  was  last  seen  on  February  5,  1952, 
in  the  routine  follow-up  clinic  and  was  found  to  be 
completely  asymptomatic  and  in  excellent  health. 
Further  regression  of  the  tumor  was  noted. 

The  two  remaining  cases,  although  not  so  re- 
markable, were  treated  with  comparable  dosage 
and  responded  equally  well.  The  size  of  the  lesions 
in  these  latter  cases  were  3 and  3.5  cm.  in  diameter, 
respectively.  Histologic  verification  was  obtained 
in  one  of  these  cases. 


Summary 

Nasopharyngeal  angiofibroma  is  a distinct 
clinical  entity  characterized  by  an  actively  grow- 
ing fibrovascular  tumor  whose  symptoms  are 
caused  by  erosive  and  pressure  phenomena,  but 
which  more  often  manifests  itself  by  epistaxis 
and  anemia,  secondary  to  ulceration.  The  tumor 
tends  to  regress  with  adult  fife. 

The  diagnosis  should  always  be  suspected  in 
adolescent  males  with  a history  of  nosebleeds 
and  nasal  obstruction  with  associated  evidence 
of  a vascular  mass  in  the  nasopharynx.  The 
prognosis  as  to  life  is  excellent,  and  close  cooper- 
ation between  the  pediatrician  (diagnosis)  and 
the  surgeon  and  radiation  therapist  will  result  in 
early  successful  therapy. 
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Tolerance  is  the  positive  and  cordial  effort  to  understand  another's  beliefs  . . . without  neces- 
sarily sharing  or  accepting  them. — Joshua  Loth  Liebman 


NEUROLOGIC  SEQUELAE  OF  SPINAL  ANESTHESIA 
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IT  IS  not  my  purpose  to  enter  into  a polemic 
discussion  of  the  pros  and  cons  relative  to 
spinal  anesthesia.  That  is  a matter  which  I 
shall  have  to  leave  to  this  group,  whose  experience 
is  necessarily  infinitely  larger  than  my  own.  I 
desire  simply  to  bring  to  your  attention  some 
neurologic  sequelae  of  spinal  anesthesia  and  urge 
upon  you  caution  in  its  administration. 

Spinal  anesthesia  in  some  instances  is  accom- 
panied by  injury  to  the  nervous  system.  The 
incidence  of  damage  is  low,  but  residuals  have  been 
recorded.  These  are  due  to  destruction  of  mye- 
lin sheaths,  injury  to  axons,  degeneration  of 
anterior  horn  cells,  and  occasionally  softening 
with  hemorrhage  in  the  cord.  Among  the  se- 
quelae noted  have  been  irritative  root  phenomena, 
causalgia,  foot  drop,  transverse  myelitis,  and 
other  complications  in  the  nervous  system. 
Oculomotor  palsy,  especially  involving  the  sixth 
nerve,  may  also  occur;  this  is  usually  transitory, 
and  patients  recover  in  a few  weeks.  Occasionally 
we  encounter  subacute  or  chronic  necrotic  myel- 
opathy with  softening  of  the  cord,  either  in  the 
lower  thoracic  zone  or  the  lumbosacral  region. 
We  then  have  paraplegia  with  muscular  wasting 
and  fibrillation,  loss  of  sphincter  control,  and 
sensory  disturbances  with  leval  phenomena. 

Following  the  administration  of  the  anesthesia, 
patients  notice  numbness  of  the  extremities. 
This  is  followed  by  loss  of  pain  and  temperature 
sense.  Usually  the  level  of  anesthesia  extends 
to  about  the  tenth  or  eleventh  dorsal  vertebra. 
Sense  of  motion  and  position  of  the  toes  is  lost, 
and  vibratory  sense  is  impaired.  As  a rule,  the 
sensory  changes  disappear  within  two  to  six  hours 
after  operation.  During  this  period  knee  and 
ankle  jerks  are  lost.  At  times  a positive  Babin- 
ski  makes  its  appearance.  Motion  of  the  lower 
limbs  is  retained  frequently.  As  a rule,  a few 
persisting  neural  manifestations  disappear  within 
two  weeks  or  sooner. 

The  most  common  sequelae  are  complaints  of 
pain  in  the  lower  extremities,  postanesthesia 
headache,  and  pain  in  the  back  of  the  neck  and 
head.  The  pain  in  the  legs  may  persist  for 
months  and  is  accompanied  by  marked  muscle 
tenderness  in  the  extremities. 

It  may  be  that  all  spinal  anesthesias  produce 
an  acute  temporary  myelopathy.  This  condi- 
tion usually  lasts  a few  hours  and  gradually  dis- 
appears, but  at  times  there  is  permanent  in- 
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volvement  of  the  nervous  system.  Spinal  fluid 
changes  may  be  present,  but  frequently  there  are 
no  such  meningeal  reactions. 

In  a series  of  11  cases  reported  by  Linde- 
mulder.  two  patients  died.1  One,  who  died 
twenty  days  after  operation,  showed  diffuse 
lesions  of  the  central  nervous  system  with  in- 
volvement of  the  brain,  edema  of  the  meninges, 
and  lesions  of  the  pons  and  upper  medulla.  The 
second  patient,  who  died  twelve  days  after  oper- 
ation. had  been  previously  treated  for  syphilis 
but  showed  no  symptoms  of  organic  disease  of 
the  nervous  system  prior  to  operation.  Kahn 
reaction  in  the  blood  and  spinal  fluid  examina- 
tion were  negative.  At  postmortem  examina- 
tion there  was  edema  of  the  meninges  and  cord 
and  myelin  degeneration. 

Cases  of  sudden  death  following  spinal  anes- 
thesia have  been  reported  by  Falk,2  Arnheim 
and  Mage.3  Koster,  and  others.'4  Spielmeyer 
found  in  a fatal  case  involvement  of  the  gang- 
lion cells  with  dissolution  of  the  Xissl  bodies  and 
the  nuclear  membranes.5  He  also  found  changes 
in  the  anterior  horn  cells  of  the  spinal  cord  and 
demyelinization  of  the  cord.  Davis  et  al.,  work- 
ing with  dogs,  found  that  the  spinal  anesthetic 
solutions  were  hemolytic  as  well  as  mvelolytic, 
acting  on  the  myelin  sheath  of  the  nerve  fibers 
as  they  do  on  the  lipoids  of  the  red  cells.6  Xonne 
and  Demme  described  similar  changes  in  the 
cord  of  a man  who  succumbed  to  the  after-effects 
of  spinal  anesthesia.7  Recently,  Kennedy.  Ef- 
fron,  and  Pern-  reported  12  cases  of  grave  paral- 
yses following  the  use  of  spinal  anesthesia.8 

The  frequency  of  incidence  of  these  neural 
sequelae  varies  with  most  observers.  This  may 
possibly  be  due  to  the  fact  that  in  a majority  of 
the  cases  spinal  cord  symptoms  appear  some  time 
after  the  patient’s  discharge  from  surgical  care. 
There  seems  to  be  a lack  of  valid  statistics  in  this 
field. 

At  my  suggestion  a number  of  years  ago,  my 
colleagues,  Brock.  Bell,  and  Davison,9  reported 
neural  sequelae  following  spinal  anesthesia  in 
seven  cases  that  came  under  our  observation. 
One  patient  presented  the  syndrome  of  an  acute, 
benign  lymphocytic  meningitis  directly  after  the 
use  of  spinal  anesthesia;  the  patient  made  a 
complete  recovery.  A second  case  exhibited  the 
syndrome  of  a severe  meningitis  with  polynucleo- 
sis and  disappearance  of  sugar  from  the  spinal 
fluid;  recovery  here  too  was  rapid  and  com- 
plete. The  third  case  presented  the  picture  of  a 
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polioencephalitis  of  great  severity.  The  patient, 
however,  improved  slowly,  was  followed  for 
nineteen  months,  but  still  presented  residual 
signs.  Case  four  exhibited  severe  radiculitis  with 
high  protein  content  of  the  spinal  fluid. 

Case  five  had  spinal  anesthesia  on  two  occa- 
sions; following  the  first,  no  abnormal  neuro- 
logic signs  were  evident;  twenty-four  hours 
after  the  second  spinal  anesthesia  (thirty-six 
days  after  the  first),  the  patient  developed  a 
severe  neuritis  of  the  cauda  equina  and  a focus  of 
myelopathy  in  the  dorsal  cord.  The  sixth  case 
also  was  one  of  cauda  equina  neuritis  with  mild 
cord  involvement  which  was  evident  four  months 
after  spinal  anesthesia.  During  the  next  twenty- 
nine  months  the  patient  gradually  developed 
signs  of  a transverse  myelitis  and  radiculitis; 
this  case  ended  fatally. 

The  seventh  case  exhibited  a toxic  myelopathy 
with  symptoms  of  spinal  shock.  The  lesion  was 
one  of  unusual  severity  and  resulted  in  a rapidly 
fatal  issue.  The  symptoms  began  three  days 
after  the  operation  with  complaints  of  paralysis 
and  numbness  of  the  lower  extremities.  This  was 
quickly  followed  by  signs  of  a transverse  level 
lesion  of  the  cord  at  the  twelfth  dorsal  verte- 
bra. The  patient  succumbed  to  ascending  in- 
fection of  the  genitourinary  tract. 

The  pathologic  changes  consisted  of  extensive 
destruction  of  the  myelin  sheaths,  axis  cylinders, 
and  glia,  mostly  at  the  periphery  of  the  cord  and 
at  the  entrance  zones  of  the  posterior  roots.  The 
ganglion  cells  of  the  anterior  and  lateral  horns 
were  also  involved.  It  was  noted  that  the  pe- 
riphery of  the  cord  was  more  involved  than  the 
central  parts,  and  there  was  a lack  of  glial  re- 
sponse. 

In  summary  then,  there  were  two  cases  of 
aseptic  meningitis,  one  of  polioencephalitis,  one 
of  lumbar  radiculitis,  two  of  cauda  equina  neuritis 
and  myelopathy,  and  one  of  transverse  myelop- 
athy. In  six  of  the  seven  cases  the  neurologic 
symptoms  appeared  within  three  days  after  the 
the  anesthesia.  One  case  of  cauda  equina  radic- 
ulitis and  myelitis  and  one  of  transverse  myeli- 
tis ended  fatally. 

Subsequent  to  this  report,  I have  encountered 
one  case  of  double  external  rectus  palsy,  one  case 
of  transverse  myelitis  with  a fatal  issue,  one  case 
exhibiting  paralysis  of  visceral  outflow  with  ady- 
namic ileus  and  urinary  retention,  one  case  of 
cauda  equina  neuritis  and  myelopathy,  and  one 
case  of  diffuse  encephalomyelopathy.  More  re- 
cently, I have  had  occasion  to  observe  two  cases 
of  serious  involvement  of  the  nervous  system 
following  spinal  anesthesia. 

Case  Reports 

Case  1. — A female  physician  had  a cesarean  sec- 


tion on  May  15,  1947,  which  was  carried  out  under 
continuous  spinal  anesthesia.  After  the  immediate 
effects  of  the  anesthesia  had  cleared  up,  the  patient 
noted  low  back  pain  radiating  downward  along  the 
posterior  aspects  of  both  lower  extremities.  About 
five  days  later,  the  pain  became  more  severe,  but 
on  the  ninth  day  she  was  able  to  get  out  of  bed. 
She  then  experienced  severe  pain  in  the  lower  dorsal 
zone,  radiating  upward  and  aggravated  by  coughing 
and  sneezing.  Six  weeks  later  she  developed  a sud- 
den exacerbation  of  pain  and  spoke  also  of  ulnar 
paresthesias.  She  later  tended  to  fall  to  the  right 
and  noted  weakness  in  both  lower  limbs.  She  next 
became  ataxic  and  complained  of  paresthesias  of  the 
skin  of  both  lower  extremities.  There  was  a sugges- 
tive level  at  about  the  tenth  dorsal  vertebra.  Posi- 
tion and  vibration  sense  were  lost  in  both  lower 
extremities. 

At  the  time  of  my  examination,  on  September  27, 
1947,  the  neural  status  was  as  follows:  Pupils,  fundi, 
and  other  cranials  were  negative.  The  upper  ex- 
tremities showed  no  striking  abnormalities.  Para- 
paresis was  present.  Upper  abdominals  were  ob- 
tained, lowers  absent.  Knee  and  ankle  jerks  were 
hyperactive.  A suggestive  Babinski  was  found  on 
the  right,  a definite  Babinski  on  the  left.  Sensory 
level  was  at  the  tenth  dorsal  vertebra,  but  posterior 
column  sensation  was  more  disturbed  than  pain  and 
temperature  sense.  There  was  a history  of  retention 
of  urine.  The  findings  were  indicative  of  a severe 
myelopathy  following  spinal  anesthesia  with  per- 
manent residua. 

Case  2. — The  second  case  was  that  of  a sixty-two- 
year-old  attorney  who  was  operated  upon  for  an  in- 
carcerated hernia  under  spinal  anesthesia  on  Janu- 
ary 15,  1948.  Following  the  operation  he  developed 
a left-sided  paresis  which  cleared  up  in  about  ten 
days,  but  the  patient  never  walked  well  after  the 
spinal  anesthesia.  His  chief  complaints  were 
paresis  of  the  lower  limbs  and  sphincteric  difficulties. 
Neural  status  was  as  follows:  Pupils  were  small  and 
a bit  sluggish  to  light.  Fundi  showed  mild  retinal 
sclerosis;  other  cranials  were  negative.  Upper  ex- 
tremities showed  no  paresis,  but  deep  reflexes  were 
hyperactive.  Abdominals  were  absent.  There  were 
paraparesis  with  diminution  of  knee  and  ankle  jerks 
and  bilateral  Babinski  sign.  Some  hypalgesia  and 
thermhypesthesia  in  the  perianal  zone.  Position 
sense  was  intact  in  lower  extremities;  vibratory 
sense  was  lost  up  to  the  pelvis.  Anal  sphincter  was 
relaxed.  The  patient  did  poorly  and  was  readmitted 
to  the  hospital  where  he  finally  succumbed. 

Postmortem  examination  revealed  the  following 
findings : Spinal  cord  showed  widespread,  marked  al- 
terations with  diffuse  and  also  localized  patchy  de- 
myelinization.  There  were  also  advanced  degenera- 
tion of  the  anterior  horn  cells  and  areas  of  gliosis. 
Medulla  oblongata,  pons,  and  midbrain  revealed 
similar  diffuse  demyelinization  and  gliosis.  Similar 
changes  were  encountered  in  the  cerebellum.  The 
cerebral  hemispheres  also  showed  large  areas  of 
demyelinization.  The  opinion  of  the  neuropatholo- 
gist was  that  there  was  a widespread  neurologic 
process  affecting  almost  the  entire  cerebrospinal  axis 
but  most  pronounced  in  the  spinal  cord.  This  proc- 
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ess  was  in  the  nature  of  a primary  degeneration 
due  predominantly  to  some  toxic  agent.  In  the  light 
of  the  history  of  the  case  this  agent  was  probably 
the  material  used  in  the  spinal  anesthesia.* 

Comment 

We  have  no  desire  to  disparage  spinal  anes- 
thesia, but  attention  should  be  directed  to  some 
unfortunate  sequelae.  One  of  the  most  distress- 
ing symptoms  following  spinal  anesthesia  is  severe 
headache.  This  may  be  due  to  a meningeal  reac- 
tion since  studies  of  the  spinal  fluid  made  during 
the  first  few  days  following  anesthesia  have  shown 
a lymphocytic  pleocytosis.  This  reaction  may 
be  due  to  the  presence  of  possible  contaminants 
from  defective  vials,  alcohol,  or  disinfectants. 

I have  seen  very  few  of  the  complications  in- 
cidental to  simple  lumbar  puncture  enumerated 
by  Dripps  and  Yandam  in  their  recent  paper  on 
the  results  of  the  procedure.10  Occasionally  I 
have  encountered  meningeal  syndromes  following 
lumbar  insufflation  of  air  into  the  subarachnoid 
space  for  pneumoencephalography,  probably  due 
to  a foreign-body  reaction  or  aseptic  meningitis. 

It  would  appear  that  when  the  meninges  are 
involved,  the  prognosis  is  better  than  when  the 
parenchyma  is  involved.  The  spinal  fluid  find- 
ings in  meningeal  syndromes  which  develop  after 
this  form  of  anesthesia  are  not  characteristic.  In 
mam-  cases  they  are  within  normal  limits.  It  is 
still  a moot  question  whether  there  is  a direct 
toxic  effect  on  the  neural  axis  since  in  the  ma- 
jority of  cases  operated  on  under  spinal  anesthe- 
sia no  complications  of  the  central  nervous  sys- 
tem occur.  There  may  be  a factor  of  previous 
sensitization  or  possibly  a complicating  factor  of 
a superimposed  or  precipitated  virus  infection. 

The  fact  that  the  posterior  aspects  and  espe- 
cially the  periphery  of  the  spinal  cord  are  involved 
would  seem  to  indicate  a direct  toxic  effect  of  the 

* I wish  to  express  my  thanks  to  Dr.  Joseph  H.  Globus  for 
his  report  of  the  neuropathologic  findings  in  this  case. 


drug  itself  or  of  a split  product.  The  hypothetic 
toxin  wdiich  gives  rise  to  posterolateral  sclerosis 
in  pernicious  anemia  seems  to  involve  the  same 
portion  of  the  cord.  It  too  is  a myelolytic  agent. 
The  parallel  involvement  in  both  of  these  condi- 
tions is  an  intriguing  phenomenon  and  would 
seem  to  favor  a toxic  effect  in  both  instances. 

In  my  view  the  anesthetic  administered  should 
not  contain  too  much  of  the  drug  or  too  long-act- 
ing drugs  like  Pontocaine.  According  to  some 
observers,  continuous  spinal  anesthesia  with  the 
administration  of  small  divided  doses  is  less 
likely*  to  result  in  injury  to  the  nervous  system. 

Because  of  large  emotional  and  medicolegal  fac- 
tors often  involved  in  the  use  of  spinal  anesthesia, 
this  method  should  be  surrounded  with  all  neces- 
sary precautions.  It  should  not  be  administered 
to  patients  with  coronary  artery  disease,  ad- 
vanced atherosclerosis,  endocarditis,  severe  hyper- 
tensive states,  or  marked  anemia.  To  this  I 
would  add,  from  the  neurologic  angle,  that  cases 
of  multiple  sclerosis,  old  poliomyelitis,  progres- 
sive muscular  atrophy,  subacute  combined 
sclerosis,  longstanding  diabetes  with  secondary 
arteriosclerosis  of  the  cord,  and  lues  of  the  central 
nervous  system  also  should  not  be  subjected  to 
spinal  anesthesia  because  of  the  presence  of  an 
already  vulnerable  nervous  system. 
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DATA  AVAILABLE  OX  COUNTY  SOCIETY  ACTIVITIES 


The  third  biannual  survey  of  county  medical  so- 
ciety activities  has  been  completed  by  the  Council 
on  Medical  Service  and  is  available  on  request. 
This  year  the  survey  covered  a broader  scope  of 
activity  in  the  field  of  medical  service  than  previ- 
ously, and  results  have  been  tabulated  to  show  these 


activities  by  size  of  society.  County  societies  may 
obtain,  from  the  Council,  general  information  on 
specific  medical  service  programs,  and  lists  of  socie- 
ties where  such  programs  already  are  in  operation. 
• — American  Medical  Association  News  Notes,  May, 
1953 


SAFE  ANALGESIC  AGENT  REQUIRED  FOR  INDUSTRIAL  USE 

R.  J.  Murray,  M.D.,  Great  Neck,  New  York 
(From  the  Medical  Department,  Sperry  Gyroscope  Company) 


HOW  often  have  you  been  confronted  with 
the  problem  of  a “breadwinner”  becoming 
incapacitated  by  what  starts  off  as  a relatively 
mild  illness  or  injury?  The  physician  who  en- 
counters many  of  the  disabilities  faced  by  the 
industrial  worker  of  1952  is  impressed  by  his 
desire  to  remain  on  the  job.  Each  family  is 
living  up  to  a regular  weekly  income,  and  the  loss 
of  one  day’s  wage  is  bound  to  cause  hardship  in 
any  family.  Compensation  laws  in  most  states 
require  a waiting  period  of  approximately  seven 
days  which  does  not  cover  the  lost  time  incurred 
by  minor  injuries.  Keeping  a man  employable 
is  usually  the  responsibility  of  the  family  doctor, 
and  only  the  larger  industries  are  assisted  by 
plant  physicians. 

Pain,  however,  is  the  principal  deterrent  to- 
ward obtaining  this  objective.  When  a man’s 
occupation  aggravates  a painful  condition,  he 
prefers  to  remain  at  home  and  take  it  easy.  To 
help  him,  we  must  control  the  pain  reflex;  then 
he  will  be  glad  to  continue  working. 

A group  of  minor  disabilities  which  commonly 
cause  a loss  of  a few  days  work  has  been  studied 
with  a view  toward  establishing  a more  effective, 
but  safe,  analgesic  agent.  Bursitis,  tendon- 
itis, tenosynovitis,  myositis,  neuritis,  neuralgia, 
myalgia,  low  back  strains,  abrasions,  and  con- 
tusions are  common  annoying  conditions  which 
result  in  considerable  lost  time  and  production. 
Routinely,  our  plant  physicians  have  treated 
these  conditions  with  common  analgesic  agents, 
freezing,  novocaine  injections,  and  physiotherapy. 
The  results  have  been  average,  but  pain  was  the 
most  difficult  problem  to  control. 

It  was  decided  to  try  a formula  which  contained 
phenobarbital  and  hyoscyamine  sulfate  as  well 
as  aspirin  and  acetophenetidin . * Pharmacologists 
have  informed  us  of  the  synergistic-analgesic 
effect  that  can  be  obtained  by  combining  small 
dosages  of  a sedative  and/or  antispasmodic  with 
analgesic  agents.1  It  was  essential  that  we 
avoid  overdosage  and  side-effects  because  of  the 
fact  that  these  patients  were  to  remain  at  jobs, 
often  basically  dangerous,  as  well  as  having  to 
drive  their  cars  home  at  the  end  of  their  tour  of 
duty. 

All  necessary  caution  was  maintained  to  obtain 
justifiable  and  uncontested  results.  At  no  time 

* “Phenaphen,”  a product  manufactured  by  the  A.  H. 
Robins  Co.,  Richmond,  Virginia,  was  used  in  this  study. 
The  formula  is  phenobarbital  x/\  grain,  acetophenetidin  3 
grains,  aspirin  2x/i  grains,  hyoscyamine  sulfate  (equivalent  to 
approximately  1/a  grain  of  extract  hyoscyamus). 


was  an  employe  aware  of  the  trial  test  on  a new 
analgesic  agent.  We  did,  however,  use  every 
means  to  obtain  complete  cooperation  from  each 
employe  who  accepted  our  offer  of  medical  assist- 
ance. If  they  did  not  return  for  careful  re- 
evaluation  on  the  second  and  fourth  day,  their 
case  was  disallowed.  An  over-all  total  of  22  per 
cent  of  the  cases  studied  was  discounted  because 
of  unreliable  symptomatology  or  failure  to  keep  a 
specified  appointment. 

How  to  evaluate  the  effects  of  an  analgesic 
agent  presented  many  fundamental  problems. 
The  degree  of  subjective  symptoms  in  terms  of 
pain  levels  was  correlated  with  an  estimated  loss 
of  function  of  the  member  involved.  Only  dis- 
abilities that  produced  moderate  to  severe  pain 
were  considered.  Second,  the  injury  of  disabil- 
ity had  to  have  a measurable  degree  of  dimin- 
ished function.  In  this  study  only  cases  that 
involved  a perceptible  loss  of  function  were  used. 
On  revisit  examinations  the  estimation  of  effi- 
ciency of  the  analgesic  agent  was  made  by  an 
evaluation  of  the  change  in  subjective  pain  re- 
sponse plus  the  improved  or  diminished  loss  of 
function.  It  was  believed  that  as  a result  of 
this  careful  analysis,  our  appraisals  of  test  drug 
and  control  (acetylsalicylic  acid,  acetophenetidin , 
and  caffeine)  were  as  objective  as  could  possibly 
be  achieved. 

It  was  possible  to  remove  another  mental  block 
in  this  study  by  having  the  medication  prepared 
so  that  the  pills  were  almost  identical.  Our 
company  has  two  plant  hospitals  as  well  as  two 
first  aid  stations.  Medication  was  prepacked  in 
sealed  envelopes,  and  one  month  the  East 
Hospital  would  work  with  medication  “A,”  while 
the  next  month  we  might  change  it  to  the  control 
“B”  medication.  The  patients  who  were  treated 
in  the  East  hospital  would  not  be  aware  of  a sim- 
ilar study  being  done  in  the  West  Hospital.  Five 
plant  physicians  were  involved  in  the  study,  and 
they  were  all  instructed  so  that  we  could  have 
uniformity  of  reporting  and  classifying  results. 


TABLE  I. — Percentage  op  Failures  and  Successes 


Number  of 

Patients 

Successes 

Failures 

Phenaphen 

104 

77 

23 

A.P.C.  Control 

114 

66 

34 

Table  I gives  an  over-all  picture  of  the  per- 
centage of  the  cases  that  were  treated  success- 
fully and  the  percentage  of  failures.  To  be  con- 
sidered successful  the  employe  had  to  express 
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TABLE  II. — Specific  Diagnosis  and  Results 


^ Phenaphen . , Control  Group* 

Successful . Number  Number  . Successful . 

Failure  Good  to  of  of  Good  to  Failure 

(Poor)  Fair  Excellent  Patients  Diagnosis  Patients  Excellent  Fair  (Poor) 


3 

3 

7 

13 

3 

4 

6 

13 

7 

8 

25 

40 

4 

1 

5 

10 

6 

6 

10 

22 

1 

3 

2 

6 

24 

25 

55 

104 

23 

24 

53 

Bursitis 

Tenosynovitis,  tendonitis 
Myositis 

Neuralgia,  neuritis,  and  myalgia 
Low  back  syndrome 
Abrasions  and  contusions 

Totals 

Percentages 


14 

5 

4 

5 

19 

10 

3 

6 

29 

15 

6 

8 

12 

3 

3 

6 

30 

7 

12 

11 

10 

2 

5 

3 

114 

42 

33 

39 

37 

29 

34 

* Control  group:  Acetylsalicylic  acid,  3'A  grains 
Acetophenetidin,  2‘A  grains 
Caffeine,  */j  grain 


satisfaction  with  the  results  obtained  and  have  a 
definite  increase  in  function  and  mobility.  Only 
where  the  relief  was  complete  in  twenty-four  to 
forty-eight  hours  were  the  results  considered 
“good  to  excellent.”  When  considered  “fair,” 
the  employe  had  to  express  his  satisfaction  and 
willingness  to  continue  treatment,  but  he  was 
not  entirely  relieved  for  three  or  four  days. 
“Poor”  results  included  dissatisfied  employes  with 
minimal  improvement  after  three  or  four  days. 

Table  II  details  the  specific  diagnoses  and  re- 
sults. Of  particular  interest  in  this  study  is  the 
percentage  of  “good  to  excellent”  results  ob- 
tained by  the  use  of  Phenaphen.  “Fair”  re- 
sults were  the  most  difficult  to  classify,  whereas 
“poor”  findings  were  obvious  within  forty-eight 
hours.  There  was  a convincing  and  spontaneous 
response  to  Phenaphen  when  the  results  were 
satisfactory. 

Conclusion 

Our  experience  in  a large  industrial  plant  in  the 
treatment  of  minor  disabling  difficulties  has  not 
been  very  encouraging  in  the  past.  We  had  to 
overcome  pain  and  still  maintain  a safe  and  effi- 
cient employe  both  on  the  job  and  while  driving 
home.  This  report  deals  with  one  analgesic 
agent  (Phenaphen)  which  was  found  to  be  satis- 
factory for  everyday  industrial  use.  Because 
of  the  complete  absence  of  “side-effects”  it  is 
justifiable  to  increase  the  medication  to  two 
tablets  every  four  hours. 


The  schedule  employed  in  this  study  never 
exceeded  six  tablets  in  any  one  day  and  was 
usually  confined  to  four  tablets  in  twenty-four 
hours.  The  results  were  most  promising  in  view 
of  the  fact  that  medication  was  of  minimal  dos- 
age. The  decrease  in  lost  time  was  difficult  to 
evaluate  because  of  the  diversity  of  symptoms  and 
disability  involved  in  such  diagnoses.  The  par- 
ticipating physicians  reported  a definite  ability 
and  desire  on  the  part  of  these  employes  to  keep 
working,  sometimes  with  a temporary  change  in 
their  job  requirements. 

Summary 

This  study  compares  the  efficiency  of  two  anal- 
gesic agents  relative  to  reducing  symptomatology 
and  disability  from  injuries  or  illnesses  which  are 
considered  troublesome  to  the  industrial  worker. 
One  hundred  and  four  cases  were  treated  with 
Phenaphen,  and  114  were  given  an  A.P.C.  prep- 
aration while  serving  as  a control.  There  was 
satisfactory  relief  in  sufficient  percentage  of  the 
cases  to  deserve  further  study  and  the  continued 
use  of  Phenaphen.  The  amount  of  lost  time  us- 
ually expected  with  these  disabilities  was  greatly 
reduced. 
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PR  INSTITUTE  SET  FOR  SEPTEMBER 

Outstanding  postgraduate  courses  in  medical 
public  relations  will  be  offered  at  the  AMA’s  second 
Public  Relations  Institute  for  all  state  and  county 
PR  personnel.  “Classes”  wall  convene  September 
2 and  3 at  Chicago’s  Drake  Hotel. 

Topics  such  as  medical  forums  presented  by  med- 
ical societies  in  cooperation  with  local  newspapers 
and  tips  on  how  to  conduct  successful  public  rela- 
tions programs  on  limited  budgets  will  be  discussed 
by  authorities  in  the  field.  In  addition,  emphasis 


will  be  placed  on  the  use  of  television  as  a PR 
medium.  Specially  filmed  shows  available  for  use 
by  local  medical  societies  will  be  given  a preview  at 
the  Institute. 

Designed  primarily  for  lay  public  relations  em- 
ployes of  state  and  county  medical  societies,  the 
program  will  include  both  talks  by  PR  experts  and 
bull-sessions  to  give  each  registrant  a chance  to 
solve  his  special  local  problems. — American  M edical 
Association  News  Notes,  June,  1953 


CORNELL  CONFERENCES  ON  THERAPY 


Departments  of  Pharmacology  and  Medicine,  Cornell  University 
Medical  College  and  New  York  Hospital 

npHESE  are  the  stenographic  reports  (which  have  been  edited)  of  conferences  by  the 
members  of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  Univer- 
sity Medical  College  and  New  York  Hospital,  with  collaboration  of  other  departments 
and  institutions.  The  questions  and  discussions  involve  participation  by  members  of 
the  staff  of  the  college  and  hospital,  students,  and  visitors.  A selected  group  of  these 
conferences  is  published  in  an  annual  volume,  Cornell  Conferences  on  Therapy,  by  the 
Macmillan  Company. 


CURRENT  DEVELOPMENTS  IN  THE  TREATMENT  OF  BACTERIAL 

ENDOCARDITIS 


Dr.  George  Reader:  There  has  been  a good 
deal  of  activity  in  the  past  few  years  in  the  en- 
deavor to  define  better  the  treatment  of  subacute 
bacterial  endocarditis,  especially  in  relation  to 
some  of  the  newer  antibiotic  agents,  and  while  we 
have  had  previous  conferences  on  this  subject, 
the  time  seems  to  be  ripe  for  a re-evaluati'on. 
Dr.  Tompsett  will  open  the  discussion. 

Dr.  Ralph  Tompsett:  The  story  of  the 
treatment  of  bacterial  endocarditis  with  peni- 
cillin is  a success  story  which  may  well  be  con- 
sidered as  an  outstanding  one,  even  in  this  field 
of  antimicrobial  therapy  which  in  recent  years 
has  become  replete  with  stories  of  success.  I 
should  like  to  direct  my  brief  remarks  to  the 
topics  of  current  concepts  in  the  management  of 
subacute  bacterial  endocarditis,  what  may  be 
expected  of  therapy,  and  to  point  out  what  ex- 
perience has  indicated  as  the  shortcomings  of  our 
present  methods  of  treatment. 

Let  me  say  at  the  outset  that  the  classification 
of  this  disease  into  “acute”  and  “subacute”  is 
not  good.  The  application  of  these  two  terms 
is  a matter  of  custom  which  has  become  ingrained 
so  that  we  tend  to  apply  the  terms  automatically 
although,  as  far  as  I can  see,  they  serve  no  useful 
purpose. 

The  majority  of  cases  of  bacterial  endocarditis, 
80  to  85  per  cent  of  all  cases,  are  caused  by  Strep- 
tococcus viridans;  an  additional  10  per  cent  are 
caused  by  the  streptococci  of  the  Lancefield 
Group  D,  commonly  called  enterococci.  Of  the 
latter,  two  varieties  are  encountered  in  human 
disease,  Str.  faecalis  and  Str.  zvmogenes.  A 
smaller  number  of  cases  are  caused  by  the  sta- 
phylococcus. There  remain  a few  cases  which 
are  caused  by  a wide  variety  of  micro-organisms, 


including  many  of  the  species  of  micro-organisms 
known  to  be  associated  with  human  infections. 

Penicillin  is  by  far  the  most  useful  drug  in  the 
treatment  of  bacterial  endocarditis,  and  it  is  the 
drug  of  choice  for  those  cases  of  bacterial  endo- 
carditis, due  to  organisms  susceptible  to  peni- 
cillin, even  though  they  may  be  susceptible  to 
other  antimicrobial  agents  as  well.  This  means 
that  penicillin  is  the  drug  of  choice  for  most 
cases  of  Str.  viridans,  a few  of  the  strains  of 
staphylococci,  and  in  some  of  the  cases  of  mis- 
cellaneous species  which  may  be  encountered. 
More  than  three  fourths  of  the  usual  strains  of 
Str.  viridans  are  moderately  to  highly  suscepti- 
ble to  penicillin  action  in  vitro.  By  the  usual 
test  these  organisms  are  inhibited  by  penicillin 
in  concentrations  of  0.1  unit,  per  cc.  or  less. 
It  is  in  this  group  that  therapy  is  most  uniformly 
successful. 

It  is  well  to  start  the  treatment  as  soon  as  one 
makes  the  diagnosis  of  bacterial  endocarditis. 
Although  the  form  and  the  amount  of  therapy  is 
occasionally  altered  after  the  exact  identity  of 
the  causative  organism  is  established  or  after 
the  results  of  in  vitro  sensitivity  tests  have  been 
obtained,  it  does  not  seem  desirable  to  allow 
these  considerations  to  delay  the  beginning  of 
treatment. 

As  to  the  treatment  program,  we  advocate  the 
use  of  the  sodium  or  potassium  salt  of  penicillin 
G in  doses  of  200,000  units  each  by  intramuscular 
injection  at  intervals  of  two  hours  around  the 
clock  for  a total  of  2.4  million  units  a day.  This 
is  more  than  will  prove  to  be  needed  in  most  in- 
stances, and  if  the  results  of  in  vitro  sensitivity 
tests  show  that  the  infecting  strain  is  highly  sus- 
ceptible to  penicillin,  the  single  doses  may  be 
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reduced  to  100,000  units  or  even  to  50,000  units. 
The  treatment  should  be  continued  for  six  weeks 
without  interruption.  Some  authorities  advo- 
cate as  long  as  eight  weeks.  In  following  the 
course  it  is  desirable  to  have  daily  blood  cultures 
made  for  the  first  two  or  three  days  and  twice  a 
week  thereafter.  The  patient  should  be  kept  in 
bed  for  the  first  month  of  therapy.  At  the  end 
of  this  period,  and  especially  during  the  first  two 
weeks  after  the  antibiotic  is  discontinued,  the 
patient  should  be  carefully  observed  for  evidence 
of  recurrence  in  the  usual  signs  of  fever,  recurring 
embolic  phenomena,  and  reappearance  of  bac- 
teremia. 

There  are  circumstances  which  in  some  cases 
preclude  such  frequent  injections  of  penicillin. 
In  such  cases  it  is  feasible  to  treat  patients  with 
one  of  the  slowly  absorbed  forms  of  penicillin, 
provided  the  infecting  strain  is  one  which  is  highly 
susceptible  to  penicillin.  A program  which  will 
provide  adequate  treatment  for  many  of  such 
patients  is  one  in  which  procaine  penicillin  is 
given  in  intramuscular  doses  of  600,000  units 
twice  a day.  On  the  other  hand,  in  a few  cases 
due  to  a Str.  viridans  which  proves  to  be  resistant 
to  penicillin,  the  dosage  will  have  to  be  increased 
above  that  winch  I mentioned  as  the  most  suit- 
able plan  for  initiating  therapy.  Such  cases  are 
rare,  and  when  they  are  encountered,  one  is  likely 
to  find  that  other  measures  are  called  for. 

In  contrast  to  the  viridans  streptococci,  the 
enterococci  quite  uniformly  show  high  resistance 
to  penicillin.  In  this  group  penicillin,  although 
occasionally  curative,  has  generally  proved  un- 
satisfactory. Some  of  the  strains  are  sensitive 
to  streptomycin,  and  there  are  occasional 
patients  who  have  been  cured  with  streptomycin 
alone.  More  often,  however,  streptomycin  alone 
has  proved  unsuccessful,  and  there  are  now  rec- 
ords of  streptomycin  resistance  emerging  in  the 
course  of  the  treatment.  There  have  been  some 
satisfactory  results  from  the  use  of  large  doses 
of  penicillin  and  streptomycin  or  dihydrostrepto- 
mycin simultaneously.  The  bulk  of  the  experi- 
ence up  to  the  present  time  relates  to  only  one 
regimen  of  combined  therapy  consisting  of  so- 
dium or  potassium  penicillin  in  doses  of  500,000 
units  every  two  hours,  given  concurrently  with 
0.5  Gm.  of  dihydrostreptomycin  every  six  hours, 
night  and  day,  for  six  weeks.  This  regimen  has 
yielded  some  gratifying  results. 

There  is  an  aspect  of  enterococcal  endocarditis 
which  is  worth  mentioning  since  it  involves  a 
feature  of  this  infection  which  is  rarely  encoun- 
tered in  other  forms  of  endocarditis.  These 
streptococci,  in  contrast  with  the  more  common 
form  of  Str.  viridans,  have  a distinct  propensity 
for  the  formation  of  abscesses,  in  particular  sple- 
nie  abscesses.  One  of  the  patients  under  our 


observation,  who  received  the  combined  form  of 
therapy  but  who  later  died,  presented  at  post- 
mortem examination  two  large  splenic  abscesses, 
although  the  lesions  in  the  endocardium  were 
essentially  healed.  It  is  worth  bearing  this  point 
in  mind,  for  in  some  rare  cases  splenectomy  may 
be  required  before  a cure  is  possible. 

In  endocarditis  due  to  staphylococci,  the  third 
largest  group  of  cases,  the  results  of  antimicrobial 
therapy  are  anything  but  satisfactory.  Peni- 
cillin is  here  the  drug  of  choice,  too,  when  the 
infection  is  due  to  a strain  of  staphylococcus  that 
is  susceptible  to  penicillin,  but  unfortunately  it 
now  appears  that  strains  of  staphylococci  resist- 
ant to  penicillin  are  sufficiently  common  to  force 
one  to  proceed  at  the  outset  on  the  assumption 
that  the  strain  is  resistant.  One  may  start  the 
treatment  in  accordance  with  the  general  plan 
I have  already  outlined  and  then  adjust  the  dos- 
age in  relation  to  the  results  of  the  penicillin 
sensitivity  tests. 

It  would  be  natural  to  assume  that  chloram- 
phenicol, or  aureomycin,  or  terramycin.  if  the 
organism  proves  sensitive  to  one  of  these  in  vitro, 
might  offer  better  chances  for  the  patient’s 
recovery.  This  may  occasionally  be  true,  yet 
on  the  whole  these  drugs  have  proved  disap- 
pointing in  the  treatment  of  endocarditis.  Com- 
binations of  antimicrobial  agents  have  been 
tried,  being  governed  to  some  extent  by  the  in 
vitro  sensitivity  tests.  Those  which  seem  to 
offer  the  most  are  the  combinations  of  penicillin 
with  dihydrostreptomycin,  dihydrostreptomycin 
with  one  of  the  broad-spectrum  drugs,  penicillin 
with  bacitracin.  We  have  had  some  results 
which  look  promising  in  a trial  of  the  combination 
of  penicillin  with  dihydrostreptomycin,  but  our 
experience  is  still  too  limit'd  for  conclusions. 

It  is  well  to  bear  in  mind  that  bacterial  endo- 
carditis is  occasionally  associated  with  a patent 
ductus  arteriosus.  In  such  cases  it  is  essential 
not  only  to  use  an  antimicrobial  therapy  but  to 
ligate  and  excise  the  ductus,  where  feasible. 

Another  word  about  the  newer  antimicrobial 
drugs.  Despite  the  effectiveness  of  these  drugs 
in  many  other  infections  and  despite  the  fact 
that  many  of  the  strains  isolated  from  the  blood 
cultures  of  patients  with  endocarditis  appear  to 
be  susceptible  to  these  drugs,  the  results  of  the 
clinical  treatment  of  endocarditis  with  these 
have  proved  disappointing.  The  reason  may  be 
the  fact  that  these  drugs  are  primarily  bacterio- 
static, whereas  the  drugs  more  effective  in  endo- 
carditis exert  a predominantly  bactericidal  action. 
This  in  turn  may  be  related  to  the  idea  that  for  a 
bacteriostatic  drug  to  effect  a cure  there  is  need 
for  active  participation  of  the  host  defense  mech- 
anisms, and  these  are  apparently  not  very  active 
in  bacterial  endocarditis. 
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The  over-all  results  in  the  treatment  of  bac- 
terial endocarditis  are  satisfactory  in  from  75  to 
80  per  cent  of  the  cases,  as  shown  in  most  large 
series,  but  they  are  far  from  perfect.  Deaths 
occur  from  congestive  failure  and  major  emboli. 
The  perforation  of  a valve  is  a not  uncommon 
source  of  disaster.  There  are  still  many  cases 
caused  by  strains  that  are  not  susceptible  to  the 
current  antimicrobial  agents,  although  these  are 
now  less  common  than  they  were  a few  years  ago. 
The  mortality  rate  in  staphylococcal  endocarditis 
is  still  more  than  50  per  cent.  While  there  is 
no  question  of  the  fact  that  the  outlook  for  the 
patient  with  bacterial  endocarditis  is  now  much 
more  satisfactory  than  it  was  ten  years  ago, 
there  is  still  room  for  much  improvement  in  the 
therapy  of  this  infection. 

Dr.  Walter  Modell:  Dr.  Tompsett  advocates 
starting  treatment  as  soon  as  the  diagnosis  is 
established,  but  since  there  is  often  some  delay 
before  one  can  be  certain  of  the  diagnosis,  I 
wonder  if  he  would  say  something  about  the  cri- 
teria for  the  diagnosis  of  bacterial  endocarditis. 

Dr.  Tompsett:  I use  the  conventional 

ones.  There  are  the  clinical  features  of  fever  and 
a heart  murmur.  It  is  the  murmur  in  the  pres- 
ence of  fever  that  commonly  leads  one  to  suspect 
bacterial  endocarditis.  The  finding  of  two  or 
three  successive  blood  cultures  positive  for  Str. 
viridans  is  decisive  even  in  the  absence  of  these 
signs.  If  the  blood  culture  is  positive  but  the 
organisms  are  other  than  the  Str.  viridans, 
namely,  a staphylococcus  or  enterococcus,  the 
results  of  the  blood  culture  are  less  decisive,  and 
in  that  case  one  leans  more  heavily  on  the  char- 
acter of  the  physical  signs  and  symptoms.  The 
case  which  presents  the  most  difficult  problem  is 
one  with  the  clinical  features  of  the  disease  in 
which  we  cannot  obtain  growth  in  the  blood  cul- 
ture. I know  of  no  satisfactory  solution  to  this 
problem.  In  regard  to  the  blood  culture,  it  is 
the  usual  experience  that  the  question  of  its 
being  positive  or  negative  can  be  decided  fairly 
early : If  the  first  few  are  positive,  they  are  likely 
to  continue  so  before  treatment  is  started,  and  if 
the  first  few  are  negative,  they  are  also  likely  to 
continue  to  be  negative.  There  are,  to  be  sure, 
the  rare  exceptions.  This  may  perhaps  sound 
as  if  the  diagnosis  of  bacterial  endocarditis  is  a 
very  difficult  one  to  make,  whereas  in  actual  fact 
it  is  usually  not  so.  I follow  this  simple  rule: 
In  a patient  with  abundant  clinical  signs  of  the 
disease,  even  when  the  first  four  or  five  blood 
cultures  are  negative,  I proceed  to  treat  at  once 
if  the  patient  is  quite  ill,  but  if  not,  I am  apt  to 
wait  a while  for  the  results  of  a few  additional 
cultures. 

Dr.  Modell:  Would  you  say  a word  about 
the  kind  of  cultures,  and  do  you  take  sternal 
punctures? 


Dr.  Tompsett:  When  indicated,  we  do  the 
usual  anaerobic  culture.  Sternal  marrow  cultures 
have  been  recommended,  but  I can  recall  only 
one  instance  in  which  it  supplied  information 
that  had  not  been  obtained  with  the  blood  cul- 
ture. 

Dr.  Reader:  Does  it  ever  occur  that  the 
Str.  viridans  is  the  cause  in  a case  of  bacterial 
endocarditis  but  fails  to  show  up  antemortem 
in  the  culture?  Stated  conversely,  is  it  safe  to 
assume  that  in  a case  in  which  the  blood  cultures 
are  negative,  the  endocarditis  must  be  due  to 
some  organism  other  than  the  Str.  viridans? 

Dr.  Tompsett:  It  is  extremely  uncommon 
to  find  Str.  viridans  at  autopsy  in  a patient  in 
whom  the  blood  cultures  during  life  were  nega- 
tive for  this  organism,  especially  if  it  is  the  initial 
infection  and  the  patient  has  not  received  any 
drugs.  Streptococcus  viridans  is  relatively  easy 
to  grow. 

Dr.  Reader:  Is  it  more  difficult  to  culture 
enterococci? 

Dr.  Tompsett:  No,  it  is  even  easier. 

Visitor:  Are  recurrences  much  of  a problem? 
Do  you  treat  them  in  the  same  way  as  the  first 
attack? 

Dr.  Tompsett:  Early  recurrences  used  to 
be  a major  problem,  although  a recurrence 
shortly  after  the  cessation  of  therapy  is  much 
less  common  at  the  present  time.  After  anti- 
microbial therapy  for  a period  of  six  or  eight 
weeks  as  applied  at  the  present  time,  I would 
guess  that  such  early  recurrences  would  involve 
no  more  than  between  5 and  10  per  cent  of  the 
cases.  There  is  still  the  problem  of  late  recur- 
rences, six  months  or  longer  after  what  has  been 
apparently  a successful  result.  One  cannot,  of 
course,  be  sure  whether  these  are  relapses  or 
reinfections.  Among  the  patients  whom  we 
have  treated  since  1944,  there  have  been  a sig- 
nificant number  who  have  had  more  than  one 
attack  of  bacterial  endocarditis  at  rather  widely 
spaced  intervals.  We  have  one  patient  at  the 
present  time  who  is  now  in  the  third  attack  since 
1944. 

Student:  It  is  now  customary  to  give  pro- 

phylactic treatment  against  bacterial  endocardi- 
tis to  children  with  rheumatic  or  congenital  heart 
disease  facing  a tooth  extraction  or  tonsillectomy. 
What  method  do  you  prefer? 

Dr.  Tompsett:  The  one  that  most  people 
use.  namely,  4 daily  injections  of  300,000  units 
of  procaine  penicillin,  the  first  on  the  day  before 
extraction  or  operation  and  continuing  for  two 
days  after  the  procedure. 

Student:  What  would  you  think  of  adding 
streptomycin? 

Dr.  Tompsett:  I would  not  use  streptomy- 
cin for  this  purpose. 

Dr.  Modell:  Are  there  any  cases  of  endo- 
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carditis  developing  in  children  during  the  use  of 
penicillin  as  a prophylactic  against  rheumatic 
fever? 

Dr.  Tompsett:  I know  of  one  rheumatic 
child  who  developed  bacterial  endocarditis  while 
taking  an  oral  dose  of  50.000  units  of  penicillin 
twice  a day. 

Dr.  Modell:  That  is  not  much  penicillin. 

Dr.  Tompsett:  Xo,  it  is  not  a very  large 
dose.  The  infecting  organism,  incidentally,  was 
not  highly  resistant  to  penicillin. 

Visitor  : How  about  the  oral  use  of  penicillin 

for  the  treatment  of  bacterial  endocarditis? 

Dr.  Tompsett:  I suppose  it  can  be  done, 
but  it  would  require  enormous  doses.  I think 
it  would  be  quite  impractical.  It  would  not  be 
safe  unless  one  used  massive  doses  by  mouth  to 
compensate  for  the  irregular  absorption.  The 
patient  would  have  to  take  large  doses  of  peni- 
cillin by  mouth  day  and  night,  and  under  those 
conditions  I believe  the  patients  would  themselves 
prefer  taking  injections. 

Dr.  Modell:  I find  myself  reluctant  to  aban- 
don the  classification  of  bacterial  endocarditis 
into  acute  and  subacute.  Would  you  say  why 
you  dismissed  it? 

Dr.  Tompsett:  I don’t  think  the  division  is 
very  useful  because  there  is  too  much  overlapping 
of  the  things  that  are  put  into  the  two  separate 
classes.  For  example,  staphylococcal  endocar- 
ditis is  commonly  called  acute  endocarditis,  but 
there  are  many  cases  of  this  kind  which  persist 
for  months  and  in  even'  detail  resemble  cases 
that  have  been  placed  in  the  group  of  subacute 
bacterial  endocarditis.  Then  there  is  the  fact 
that  while  most  cases  of  Str.  viridans  endocardi- 
tis last  a long  time,  there  are  some  that  run  a very 
acute  and  rapid  course. 

Dr.  Modell:  Do  you  make  a distinction  be- 
tween cases  of  endocarditis  that  are  primary  in 
the  sense  that  it  is  the  sole  infection,  and  cases 
that  are  secondary  to  an  infection  elsewhere  in 
the  body? 

Dr.  Tompsett:  This  is  a distinction  that 
has  some  meaning:  Endocarditis  due  to  the 
staphylococcus,  pneumococcus,  or  gonococcus 
may  occur  in  the  presence  of  normal  cardiac 
valves,  whereas  the  Str.  viridans  infections  are 
grafted  on  a pre-existing  lesion  in  the  valves.  In 
this  sense  a knowledge  of  the  causative  micro- 
organism has  a very  particular  meaning,  not  the 
distinction  between  acute  and  subacute. 

Dr.  Modell:  But  I think  that  the  terms 
acute  and  subacute  bacterial  endocarditis  used 
to  convey  a prognostic  notion.  The  term  acute 
bacterial  endocarditis  applied  to  cases  that  had 
a poor  prognosis.  I think  they  still  have  a poor 
prognosis. 

Dr.  Tompsett:  The  point  that  Dr.  Modell 


has  touched  upon  gives  me  additional  reason 
for  abandoning  the  classification  of  endocarditis 
into  acute  and  subacute.  The  conventional 
clinical  picture  of  so-called  subacute  bacterial 
endocarditis  is  that  of  a patient  who  has  very 
little  fever,  a palpable  spleen,  and  an  occasional 
embolus,  but  who  does  not  look  very  sick,  so 
that  he  is  taken  for  one  who  is  not  in  any  great 
danger  in  the  face  of  the  currently  effective 
antimicrobial  drugs.  But  then  it  is  quite  pos- 
sible in  this  situation  that  staphylococci  are 
found  in  the  blood  stream  as  the  causative  agent. 
Here,  then,  is  a patient  who  does  not  look  very 
ill  but  is  really  very  dangerously  ill.  Here  is  a 
case  of  a subacute  form  of  endocarditis  in  which, 
unlike  the  more  frequent  variety  of  subacute 
endocarditis,  the  prognosis  is  not  nearly  so  good. 

Dr.  Reader:  I take  it.  Dr.  Tompsett,  that 
your  objection  to  the  distinction  between  acute 
and  subacute  bacterial  endocarditis  arises  from 
the  fact  that  it  originally  conveyed  an  idea  of 
different  etiologic  organisms,  and  you  now  point 
out  that,  for  example,  the  staphylococcic  form 
has  a bad  prognosis  whether  it  is  acute  or  sub- 
acute. 

Student:  I wonder  whether  you  would  con- 

sider shifting  to  one  of  the  repository  forms  of 
penicillin  when  the  patient  has  improved  but 
still  shows  a slight  fever  and  the  blood  cultures 
are  negative.  A painful  injection  even*  two 
hours  around  the  clock  for  six  or  eight  weeks  is 
pretty  hard  on  the  patient. 

Dr.  Tompsett:  That  can  be  done  when  the 

organism  is  a highly  sensitive  Str.  viridans.  In 
such  a case  one  might  use  procaine  penicillin 
twice  a day  instead  of  the  injection  of  sodium  or 
potassium  penicillin  in  reduced  dosage  even-  two 
hours.  There  is  no  doubt  of  the  fact  that  these 
intensive  regimens  of  penicillin  produce  some 
pain,  especially  when  doses  above  200.000 
units  have  to  be  given.  We  have  never  had  to 
discontinue  the  course  of  treatment  for  this  rea- 
son. Patients  usually  accept  the  discomforts 
when  they  are  made  to  realize  that  bacterial 
endocarditis  is  a highly  fatal  disease.  The  pain 
can  be  diminished  in  part  by  increasing  the  vol- 
ume of  the  injection  so  as  to  reduce  the  hyper- 
tonicity of  the  solution.  Sometimes  the  problem 
of  pain  can  be  managed  by  adding  a little  pro- 
caine as  a local  anesthetic  to  the  solution  of  pen- 
icillin. It  may  cause  the  penicillin  to  precipitate, 
and  in  that  case  it  has  to  be  discarded,  but  with 
proper  precautions  a small  amount  of  procaine  can 
be  mixed  with  penicillin  without  precipitation. 

Dr.  Modell:  In  the  early  routines  of  treat- 

ment with  penicillin,  heparin  was  also  used. 
Do  you  ever  use  it  now? 

Dr.  Tompsett:  The  general  feeling  at  the 

piesent  time  is  that  heparin  or  any  of  the  other 
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anticoagulants  are  not  only  of  no  value  in  this 
disease  but  are  contraindicated. 

Dr.  Modell:  Why? 

Dr.  Tompsett:  They  increase  the  occur- 

rence of  bleeding,  especially  in  the  central  nerv- 
ous system  in  the  region  of  the  emboli  leading 
to  grave  complications. 

Student:  Have  you  encountered  the  prob- 
lem of  treating  bacterial  endocarditis  in  patients 
who  turn  out  to  be  hypersensitive  to  penicillin, 
and  if  so,  how  have  you  handled  it? 

Dr.  Tompsett:  It  comes  up  every  once  in  a 

while.  When  we  suspect  it,  we  test  the  patient 
with  a very  small  dose.  The  majority  of  cases 
in  which  the  question  comes  up  turn  out  not 
to  be  hypersensitive  at  all.  There  are,  however, 
rare  cases  of  true  hypersensitivity  to  penicillin 
G.  In  these,  penicillin  O,  which  is  antigenically 
different  from  G,  may  be  used.  I have  used  it 
only  once  in  the  treatment  of  bacterial  endocar- 
ditis in  a patient  who  was  truly  hypersensitive, 
and  it  seemed  to  work  perfectly  well. 

Same  Student:  Is  it  equally  effective? 

Dr.  Tompsett:  Unit  for  unit  it  seems  to  be 

equally  effective,  although  experience  with  it  is 
limited. 

Dr.  Modell:  How  do  you  manage  the 
patient  with  patent  ductus  and  bacterial  endo- 
carditis in  whom  relapse  occurs  fairly  promptly 
after  the  use  of  even  massive  doses  of  penicillin 
and  in  whom  it  seems  to  be  impossible  to  keep 
the  blood  cultures  negative? 

Dr.  Tompsett:  I think  that  the  best  plan  in 
such  a case  would  be  to  treat  the  patient  for  a 
period  of  about  three  or  four  months  in  the  man- 
ner which  we  have  already  discussed  and  then, 
without  interrupting  the  treatment,  operate  on 
the  ductus.  I think  a point  that  may  be  stressed 
in  this  connection  is  to  avoid  operating  early. 
Surgery  is  best  done  only  after  a fairly  protracted 
period  of  treatment,  three  or  four  months. 

Dr.  Reader:  Is  carinamide  of  any  use  in 
connection  with  penicillin  treatment  of  bacterial 
endocarditis,  especially  in  those  with  penicillin- 
resistant  organisms? 

Dr.  Tompsett:  I think  it  is.  We  have  not 
had  occasion  to  use  it  here,  but  it  has  been  used 
and  the  reports  are  fairly  clear  on  the  point  that 
higher  blood  levels  of  penicillin  can  be  obtained. 

Dr.  Modell:  Is  it  not  possible  to  accomplish 
the  same  thing  simply  by  giving  larger  doses  of 
penicillin?  I think  that  doses  as  high  as  25 
million  units  a day  have  been  given. 

Dr.  Tompsett:  Yes,  and  doses  as  high  as  100 
million  units  a day  have  been  given.  The  fact 
remains  that  no  matter  what  the  dose  of  peni- 
cillin, the  use  of  carinamide  with  it  makes  the 
blood  level  higher.  I am  very  skeptical,  and 
there  are  many  others  who  hold  the  same  opinion, 


whether  a daily  dose  of  penicillin  above  2 or  3 
million  units  adds  anything  to  the  efficacy  of  the 
treatment.  There  are  cases  of  bacterial  endo- 
carditis in  which  such  doses  of  0.5  million  units  a 
day  for  a month  proved  unsuccessful,  also  10 
million  units  a day  unsuccessful,  and  who  then 
responded  satisfactorily  when  the  dose  was 
boosted  to  50  million  units  a day.  The  question 
that  arises  in  such  cases  is  whether  the  satisfac- 
tory results  were  due  to  the  increased  dosage 
or  the  longer  period  of  treatment,  for  the  dura- 
tion of  the  treatment  as  well  as  the  individual 
dosage  contribute  to  the  favorable  outcome. 

Dr.  Reader:  How  long  do  you  give  a par- 
ticular dosage  a trial  before  you  decide  to  raise 
it  if  the  culture  remains  positive?  Stated  some- 
what differently,  how  long  does  it  take  an  effectual 
dose  to  sterilize  the  blood  stream? 

Dr.  Tompsett  : A positive  blood  culture  after 
starting  penicillin  therapy  is  always  disturbing. 
One  is  apt  to  let  it  pass  if  the  blood  culture  is 
positive  twenty-four  hours  after  treatment  is 
started,  but  if  it  is  still  positive  forty-eight  hours 
later,  it  calls  for  action.  One  should  promptly 
check  the  in  vitro  sensitivity  of  the  organism, 
and  it  is  well  at  once  to  increase  the  dosage  of 
penicillin. 

Dr.  Reader:  Do  you  do  anything  about  the 
dosage  if  the  patient  throws  off  emboli  during  the 
course  of  treatment  even  though  the  blood  cul- 
ture is  negative? 

Dr.  Tompsett:  No,  the  occurrence  of  emboli 
does  not  decide  the  matter  of  dosage.  Some 
patients  with  embolization  are  cured  and  others 
die,  and  the  occurrence  of  emboli  is  in  itself  not 
an  indication  for  changing  the  dose. 

Dr.  William  Robbins:  How  about  the  use 
of  penicillin  X and  K in  those  who  are  sensitive 
to  penicillin  G? 

Dr.  Tompsett  : I believe  that  the  antigenic- 
ity of  X and  K is  the  same  as  G. 

Dr.  Robbins:  Fever  frequently  persists 

throughout  the  course  of  treatment  in  the  patient 
with  bacterial  endocarditis.  Is  that  to  be  taken 
as  an  indication  that  the  treatment  is  inadequate? 

Dr.  Tompsett:  There  is  no  satisfactory  cate- 
goric answer  to  that  question.  It  is  always 
necessary  to  look  further  into  the  problem  when 
the  patient  continues  to  show  fever.  It  some- 
times indicates  the  need  for  intensification  of  the 
therapy.  However,  a low-grade  fever  is  the 
rule  rather  than  the  exception  in  these  patients 
under  treatment  with  penicillin.  When  you 
carefully  examine  the  charts  of  these  patients,  you 
find  that  in  a great  many  the  temperature  may 
go  up  to  as  high  as  38  C.  and  continue  that  way 
all  through  the  period  of  therapy.  One  often 
finds  in  such  cases  that  the  dosage  of  penicillin 
has  been  progressively  increased  without  any 
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influence  on  the  fever.  All  one  can  say  is  that 
the  persistence  of  fever  during  the  course  of 
penicillin  treatment  of  bacterial  endocarditis  is 
not  necessarily  a bad  sign. 

Visitor:  Do  you  suppose  this  fever  is  due  to 
hypersensitivity  to  the  drug? 

Dr.  Tompsett:  It  may  be  due  to  many  fac- 
tors, but  the  kind  I am  speaking  of  is  not  due  to 
penicillin  at  all.  It  does  not  behave  like  a hyper- 
sensitivity reaction  in  that  it  does  not  increase 
with  continued  therapy  and  increased  dosage  of 
the  drug. 

Visitor:  I remember  one  patient  in  whom  a 
remittent  fever  persisted  all  through  the  course 
of  treatment.  There  were  daily  swings  which 
reached  peaks  as  high  as  38.4  C.  This  person 
also  had  a persistent  eosinophilia,  o to  8 per  cent. 

Dr.  Tompsett:  It  is  hard  to  say  what  this 
means.  The  behavior  of  this  phenomenon  does 
not  impress  me  as  being  brought  about  by  the 
drug. 

Dr.  Reader:  Perhaps  we  should  add  that 
eosinophilia  is  not  uncommon  in  patients  with 
bacterial  endocarditis  without  treatment. 

Student:  Would  Dr.  Tompsett  say  some- 
thing about  the  problems  presented  by  the 
chronic  case  of  bacterial  endocarditis,  the  one 
with  repeated  recurrences  of  clinical  signs  and 
positive  blood  cultures? 

Dr.  Tompsett:  After  an  apparently  unevent- 
ful course  of  six  weeks  of  therapy,  if  a relapse  is 
going  to  occur,  it  usually  does  so  in  the  first  two 
weeks  after  the  treatment  is  stopped,  although 
it  may  occur  as  long  as  three  months  later.  It 
has  been  our  policy  simply  to  retreat  these  pa- 
tients in  much  the  same  way  as  the  first  time.  I 
am  assuming  that  the  evidence  indicates  a recur- 
rence of  the  same  type  of  infection.  We  sub- 
culture the  strain  and  again  test  its  sensitivity  in 
vitro  to  make  sure  that  no  striking  change  has 
taken  place.  Since  all  went  well  in  the  first 
course  of  treatment,  we  simply  assume  that  the 
recurrence  was  due  to  the  fact  that  the  treatment 
had  not  been  long  enough.  We  have  been  rea- 
sonably successful  when  we  have  proceeded  on 
this  basis.  We  had  one  outstanding  exception. 
This  patient  was  treated  in  various  parts  of  the 
world  for  a period  of  about  two  and  a half  years. 
There  was  a relapse  every  time  the  penicillin 
was  stopped.  This  patient  was  cured  with  com- 
bined therapy  with  penicillin  and  dihydrostrepto- 
mycin. I would  like  to  suggest  that  in  any 
case  where  more  than  one  relapse  has  taken  place, 
one  should  consider  the  use  of  combined  treat- 
ment with  penicillin  and  dihydrostreptomycin. 

Dr.  Modell:  I would  like  to  ask  about  some 
of  the  other  problems  in  patients  with  bacterial 
endocarditis.  How  does  the  heart  failure  be- 
have in  these,  and  what  do  you  do  about  it? 


Dr.  Tompsett:  We  do  the  usual  things.  We 
give  them  digitalis,  restrict  fluids,  and  make  use 
of  the  mercurial  diuretics.  The  responses  differ 
widely,  as  might  be  expected  from  the  wide  dif- 
ferences in  the  conditions  under  which  the  failure 
appears.  In  general,  congestive  failure  in  the 
patient  with  bacterial  endocarditis  does  not  re- 
spond as  well  as  it  does  in  other  kinds  of  patients. 
In  our  limited  experience  with  failure  developing 
in  relation  to  perforation  of  a valve,  the  response 
to  treatment  is  very  poor,  and  these  patients 
go  downhill  progressively.  Therapy  for  failure 
in  a patient  with  bacterial  endocarditis  prior  to 
its  control  by  penicillin  is  also  not  particularly 
effective.  It  is  the  general  impression  that  heart 
failure  in  a patient  with  mitral  stenosis  who  de- 
velops bacterial  endocarditis  is  a more  serious 
problem  than  in  one  without  bacterial  endocardi- 
tis. At  first  this  might  seem  reasonable,  but  on 
the  other  hand,  why  should  it  be  so  if  the  bac- 
terial endocarditis  is  eradicated  by  penicillin? 
And  this  perhaps  touches  on  the  explanation, 
namely,  that  the  bacterial  endocarditis  produces 
an  important  degree  of  true  myocarditis. 

Dr.  Re.ader:  Dr.  Tompsett,  since  you  and 
Dr.  Robbins  have  followed  many  of  these  patients 
for  long  periods  of  time,  I wonder  whether  or  not 
you  are  in  a position  to  tell  us  how  the  episodes 
of  bacterial  endocarditis  in  a patient  with  rheu- 
matic heart  disease  affects  the  outlook  for  the 
patient  when  the  endocarditis  is  fairly  quickly 
brought  under  control  by  appropriate  therapy. 
Does  the  attack  of  bacterial  endocarditis,  even 
though  cured,  leave  its  mark  on  the  patient  with 
rheumatic  heart  disease? 

Dr.  Tompsett:  I don’t  believe  we  have  the 
answer  to  your  question.  I have  already  men- 
tioned the  matter  of  myocarditis  in  the  course  of 
bacterial  endocarditis  which  might  leave  a per- 
manent injun-  and  worsen  the  general  outlook 
for  the  patient  with  rheumatic  heart  disease. 
But  I want  to  call  your  attention  to  the  case  of  a 
patient  in  the  hospital  right  now  who  illustrates 
how  little  generalizations  mean  in  relation  to  a 
particular  individual  in  a disease  whose  features 
are  as  variable  as  this  one.  This  person  has 
rheumatic  heart  disease  with  mitral  stenosis. 
He  had  an  attack  of  bacterial  endocarditis  about 
seven  years  ago  which  was  so  severe  that  it  was 
generally  believed  he  would  die  either  of  cardiac 
failure  or  the  endocarditis.  All  through  the 
chart  one  sees  the  notes  describing  how  serious 
his  condition  was.  He  recovered,  and  he  has 
been  working  almost  all  of  the  time  since  then 
except  for  an  interlude  last  summer  when  he  was 
in  the  hospital  for  another  attack  of  bacterial 
endocarditis.  He  improved  so  much  after  the 
first  attack  that  he  even  discontinued  the  digitalis. 
I believe  this  is  an  exception,  and  the  likelihood 
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is  that  one  or  more  attacks  of  bacterial  endocardi- 
tis in  general  do  the  patient  with  rheumatic 
heart  disease  no  good,  to  say  the  least. 

Dr.  Reader:  Many  years  ago,  Dr.  Libman 
] of  Mount  Sinai  Hospital  called  particular  atten- 
tion to  the  fact  that  patients  can  throw  off  sterile 
emboli  during  the  stage  of  healed  endocarditis. 
Has  penicillin  altered  this  fact? 

Dr.  Tompsett:  The  British  Medical  Re- 
:■  search  Council  has  recently  published  the  best 
data  on  this  point.  They  tabulated  emboli 
before,  during,  and  after  treatment  with  regi- 
mens adequate  for  bacterial  endocarditis.  The 
< results  show  that  emboli  occur  in  all  three  phases 
and  that  they  continue  to  occur  in  successfully 
treated  cases  as  late  as  seventy  days  following 
cessation  of  penicillin  therapy.  I cannot  say 
whether  the  situation  has  changed  at  all  in  the 
period  of  successful  antimicrobial  therapy,  but 
the  fact  remains  that  “sterile”  emboli  still  occur. 

Dr.  Modell:  Have  you  ever  seen  a patient 
in  whom  one  attack  of  bacterial  endocarditis  was 
jl  caused  by  one  organism  and  a subsequent  attack 
by  a different  organism? 

Dr.  Tompsett:  I think  we  have,  but  I am 
not  sure.  Perhaps  Dr.  Robbins  will  recall. 

Dr.  Robbins:  The  point  has  remained  unde- 
cided in  the  few  of  our  cases  in  which  the  question 
came  up,  but  I do  know  of  an  established  case  in 
which  the  first  attack  was  due  to  Str.  viridans  and 
the  second  to  an  enterococcus,  clearly  different 
strains. 

Dr.  Robert  M.  McCune:  I have  a question 
about  the  patient  with  clinical  manifestations  of 
bacterial  endocarditis,  heart  murmur,  fever,  and 
embolization,  who  is  found  to  have  a staphylococ- 
cal bacteremia.  Do  you  treat  him  as  if  he  had 
staphylococcal  endocarditis? 

Dr.  Tompsett:  I suppose  you  are  referring 
to  so-called  cryptogenic  staphylococcal  bactere- 
mia, are  you  not? 

Dr.  McCune:  Yes. 

Dr.  Tompsett:  He  should  be  treated  as  if  he 
had  staphylococcal  endocarditis.  I think  you 
would  agree  that  most  of  these  patients  turn  out 
to  have  endocarditis.  An  additional  point  here 
is  the  need  in  such  cases  to  make  an  intensive 


search  for  some  focus  other  than  the  heart  valves, 
for  if  it  is  found  it  may  prove  possible  to  remove  it. 

Dr.  Reader:  We  have  run  over  the  hour. 

Summary 

Dr.  Gold:  Bacterial  endocarditis,  a uni- 

formly fatal  disease  up  to  about  ten  years  ago, 
has  yielded  to  the  newer  antimicrobial  therapy, 
and  in  general,  four  out  of  five  patients  may  now 
anticipate  a cure.  The  vast  majority  are  due  to 
the  penicillin-sensitive  Str.  viridans,  a smaller 
number  to  the  penicillin-resistant  enterococcus, 
still  a smaller  number  to  the  staphylococcus,  and 
a few  to  a wide  variety  of  other  organisms.  The 
drug  of  choice  in  the  majority  of  cases  is  peni- 
cillin in  the  form  of  the  sodium  or  potassium  salt, 
and  the  regimen  that  was  advocated  for  the  be- 
ginning of  therapy  is  one  in  which  a dose  of 
200 , 000  units  is  in j ected  every  two  hours  around  the 
clock  for  a period  of  six  to  eight  weeks.  This 
summarizes  the  core  of  the  developments  in  the 
management  of  this  disease. 

The  most  important  aspect  of  this  conference, 
however,  was  the  elaboration  of  the  large  number 
of  details  which  emerged  from  the  questions  pre- 
sented to  the  experts  by  members  of  the  audience 
relating  to  such  matters  as  these : the  error  in  the 
distinction  between  acute  and  subacute  bac- 
terial endocarditis,  how  to  adjust  the  dosage  for 
the  more  resistant  organisms,  utility  of  massive 
dosage,  means  of  reducing  the  pain  of  such  fre- 
quent and  prolonged  injections,  guides  for 
changing  the  dosage,  the  problem  of  hypersensi- 
tivity to  penicillin,  the  place  of  procaine  penicillin 
in  this  disease,  utility  of  carinamide  for  boosting 
the  penicillin  blood  levels,  the  place  of  the  other 
antimicrobial  agents,  the  value  of  combinations 
of  antimicrobial  agents,  the  special  requirements 
in  the  patient  with  patent  ductus,  the  features  of 
therapy  peculiar  to  the  recurrence,  the  signifi- 
cance of  continued  fever  during  the  course  of 
treatment,  the  meaning  of  the  emboli,  the  ques- 
tion of  anticoagulants,  the  management  of  con- 
gestive failure  in  this  disease,  and  the  nature  of 
the  response.  For  an  appreciation  of  the 
answers  to  these  no  summary  can  suffice;  the 
conference  must  be  read. 


ACTH  AND  CORTISONE:  AFTER  NEARLY 
AND  EXPERIMENTAL  EVALUATION 
Striking  a balance  between  the  early  extreme 
optimism  on  the  one  hand  and  the  later  unjustified 
pessimism  on  the  other,  a sober  view  of  the  field  of 
pituitary-adrenal  therapy  reveals  (1)  that  ACTH 
and  cortisone  have  an  important  place  in  clinical 


FOUR  YEARS  OF  INTENSIVE  CLINICAL 

medicine,  (2)  that  their  use  presents  certain  signifi- 
cant hazards,  (3)  that  many  of  these  hazards  can  be 
avoided,  and  (4)  that  vast  amounts  of  work  remain 
in  investigation  and  evaluation. — Editorial,  Journal 
of  Clinical  Endocrinology  and  Metabolism,  June,  1953 
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RETRORECTAL  TUMORS 

Fred  Bromberg,  M.D.,  Bay  Shore,  New  York,  and  David  J.  Wexler,  M.D., 

Islip  Terrace,  New  York 

( From  the  Surgical  Service  of  the  Soulhside  Hospital) 


y^LTHOUGH  our  knowledge  of  retrorectal  tu- 
mors has  been  enlarged  recently  by  several 
communications,  certain  of  these  lesions  are  so 
unusual  that  every  additional  case  recorded  is  of 
value.  Ross,  in  his  article,  states  that  since  it  is 
doubtful  that  a single  observer  ever  has  the  oppor- 
tunity to  see  a large  number  of  these  rare  tumors, 
their  diagnostic  characteristics  must  be  discovered 
by  mass  study  of  cases  reported  by  numerous  ob- 
servers.1 Early  diagnosis,  now  infrequent,  may  be 
facilitated  by  this  continual  repetition  of  the  salient 
diagnostic  features.  With  these  facts  in  mind  the 
authors  herewith  present  two  additional  cases,  one 
a fibro  or  spindle  cell  sarcoma  and  the  other  a leio- 
myoma. 

Case  Reports 

Case  1. — A.  P.,  female,  age  fifty-one,  was  ad- 
mitted to  Southside  Hospital  with  a chief  complaint 
of  pressure  in  the  lower  abdomen,  increasing  con- 
stipation, and  difficulty  in  voiding.  The  patient’s 
symptoms  had  begun  several  months  before  with 
occasional  sharp  pain  in  the  rectal  and  perineal  area. 
These  attacks  had  become  more  frequent  and  severe. 
Later  she  noticed  difficulty  in  moving  her  bowels, 
even  with  the  use  of  cathartics.  In  the  week  be- 
fore admission  she  found  it  difficult  to  void,  having 
a feeling  of  obstruction  without  pain.  The  past 
history  revealed  that  about  two  years  previously 
the  patient  had  had  similar  complaints.  Recto- 
vaginal examination  then  revealed  only  multiple 
fibromata  approximating  the  size  of  a three-month 
pregnancy.  There  was  no  evidence  of  a retrorectal 
tumor  at  this  examination  or  at  the  laparotomy 
which  followed.  A hysterectomy  and  bilateral 
salpingo-oophorectomy  were  performed  at  that  time. 
Twenty  years  previously  she  had  suffered  from 
encephalitis  and  now  had  an  advanced  case  of 
Parkinson’s  disease. 

Examination  on  admission  revealed  a patient 
with  advanced  parkinsonism  in  apparent  distress. 
Aside  from  the  usual  findings  of  Parkinson’s  disease, 
the  positive  findings  were  limited  to  the  vagina  and 
rectum.  Vaginal  examination  revealed  a nulli- 
parous  introitus  with  the  anterior  and  posterior 
vaginal  walls  markedly  compressed  by  a large  mass. 
A speculum  could  not  be  inserted  into  the  vagina. 
Digital  examination  of  the  rectum  revealed  the 
mass  to  be  between  the  rectum  and  the  sacrum. 
The  tumor  felt  at  least  the  size  of  a small  grapefruit 
and  was  hard  and  immovable.  No  involvement  of 
the  rectal  mucosa  was  palpable.  Proctoscopic  ex- 
amination was  impossible  because  of  rectal  com- 
pression. 


Fig.  1.  Case  1 — Gross  appearance  of  fibrosarcoma. 


Fig.  2.  Case  1 - — Photomicrograph  showing  the 
tumor  under  low  magnification.  Note  the  variation 
in  size  and  nuclear  staining  of  the  tumor  cells. 
( X 300) 

Laboratory  examination  of  the  blood  and  urine 
revealed  a secondary  anemia  as  the  only  positive 
finding.  X-ray  examination  of  the  pelvis  and  sac- 
rum revealed  no  bony  pathology.  A diagnosis  of 
a retrorectal  tumor  of  unknown  origin  was  made. 

Operation  through  a posterior  approach,  including 
resection  of  the  coccyx,  revealed  a large,  firm  tu- 
mor, reddish-brown  in  color,  and  partially  encap- 
sulated (Fig.  1 ).  The  mass  extended  to  the  promon- 
tory of  the  sacrum  above  and  to  the  level  of  the 
anus  below.  It  was  6V2  inches  by  3 inches  in  size. 
The  tumor  was  excised  with  only  moderate  dif- 
ficulty, removing  all  obviously  pathologic  tissue. 
The  wound  was  packed  with  vaseline-iodoform 
gauze  and  the  skin  partially  closed  with  silk. 

Microscopic  examination  of  the  tissue  was  re- 
ported as  follows:  The  preparation  consisted  of 

innumerable  fragments  of  necrotic  tissue  with 
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Fig.  3.  Case  1 — Photomicrograph  under  higher 
magnification  to  show  the  cell  detail.  Note  irregu- 
larity and  hvperchromatism  of  the  nuclei  and  the 
marked  atypism  of  the  cells.  ( X 500) 


many  phagocytic  cells  containing  old  blood  pigment. 
In  the  better  preserved  portions  the  tumor  was 
seen  to  be  composed  of  spindle-shaped  or  irregularly 
polygonal  cells,  varying  markedly  in  size  and  in  the 
nuclear  staining.  In  many  cells  the  nuclei  were 
bizarre  shaped,  and  in  some  abnormal  mitotic 
figures  were  present.  Occasional  tumor  cells  had 
two  or  more  nuclei.  Diagnosis  was  spindle  cell 
or  fibrosarcoma  (Figs.  2 and  3). 

Deep  x-ray  therapy  was  begun  as  soon  as  possible 
after  the  operation  and  was  continued  until  ade- 
quate dosage  had  been  administered. 

The  postoperative  course  of  this  patient  was  dis- 
couraging. On  returning  home,  following  an  un- 
eventful hospital  stay,  distressing  complications 
developed.  For  the  first  few  weeks  she  gradually 
improved  but  continued  to  have  a seropurulent 
drainage  from  the  wound.  Later  she  developed  an 
agitated  mental  depression  which  responded  well  to 
shock  therapy.  For  a short  time  she  seemed  to 
improve  generally  but  succumbed  four  months 
later  to  generalized  abdominal  metastases. 

Case  2. — S.  P.,  a sixty-nine-year-old,  obese  female, 
was  admitted  to  the  Southside  Hospital  under  the 
care  of  Dr.  Wilbur  Stakes  and  Dr.  C.  C.  Murphy, 
with  a chief  complaint  of  abdominal  pain  of  five 
months  duration.  The  pain  was  crampy  in  char- 
acter and  most  marked  in  the  left  upper  quadrant 
and  left  groin.  In  addition,  there  was  increasing 
constipation  of  several  months  duration.  X-rays 
including  gastrointestinal  series  and  two  barium 
enemas  revealed  diverticulosis  and  diverticulitis, 
as  well  as  evidence  of  an  extrinsic  mass  at  the  region 
of  the  rectosigmoid  junction.  On  examination,  this 
mass  was  palpable  behind  the  posterior  rectal  wall. 
There  was  no  mucosal  involvement  on  proctoscopy. 
All  other  findings  were  irrelevant. 

X-rays  of  the  pelvis  and  hip  joints  during  the 
hospital  stay  showed  only  minimal  hypertrophic 
changes.  Laboratory  findings  were  all  within  nor- 
mal limits.  A diagnosis  of  retrorectal  tumor  was 
made  and  operation  decided  on. 

At  operation  an  incision  was  made  from  the 
anus  to  the  sacrum,  and  the  coccyx  was  excised. 
The  mass  which  measured  about  4'A  by  4 inches  in 
size  was  removed  by  blunt  and  shaip  dissection. 
The  tumor  appeared  to  arise  from  the  posterior 
rectal  wall.  The  wound  was  closed  with  silk. 
Postoperatively,  a Staphylococcus  aureus  wound 
infection  developed  requiring  prolonged  drainage. 


Fig.  4.  Case  2 — Photomicrograph  showing  inter- 
lacing bands  of  smooth  muscle  cells  in  longitudinal 
and  in  cross  section.  ( X 300) 


The  discharge  persisted  for  five  weeks  in  the  hos- 
pital and  then  moderately  at  home  for  about  three 
months.  Since  then  the  patient  has  been  perfectly 
well. 

Pathologic  study  of  the  tumor  (Fig.  4)  revealed  it 
to  be  a leiomyoma  with  interlacing  bands  of  delicate 
spindle-shaped  cells  arranged  in  whorls.  The  cells 
were  of  uniform  size  and  were  seen  in  longitudinal 
and  cross  section. 

Comment 

Because  retrorectal  tumors  are  usually  slow 
growing  and  symptoms  insidious  in  onset,  patients 
are  apt  to  present  themselves  late  in  the  course  of 
the  disease.  These  tumors  may  reach  huge  propor- 
tions before  they  are  discovered.  Symptoms  such 
as  pain  and  backache,  a sense  of  pelvic  discomfort, 
sciatic  type  pain,  and  gradually  increasing  constipa- 
tion are  prominent.  As  the  tumor  progresses  in 
size,  increasing  bowel  and  bladder  obstruction  or 
incontinence  may  ensue.  As  a result  of  encroach- 
ment on  the  peripheral  nerves,  the  patient  may  com- 
plain of  bizarre  forms  of  pain,  numbness,  and  pares- 
thesias of  the  lower  limbs.  Rectal  or  vaginal  ex- 
amination usually  reveals  an  obvious  tumor  pos- 
terior to  the  rectum  and  anterior  to  the  sacrum. 
The  rectum  is  rarely  involved,  but  the  sacrum  and 
coccyx  frequently  give  x-ray  evidence  of  destruc- 
tion. 

Embryologically,  tissues  of  practically  every  or- 
gan of  the  body  and  derivatives  of  all  germ  layers 
have  been  found  in  these  tumors.  Thus,  the  pa- 
thology is  so  varied  that  a complete  description  is  be- 
yond the  scope  of  this  report.  Many  of  these  tu- 
mors are  malignant  or  potentially  so.  Knowledge 
of  the  classification  into  benign  and  malignant 
varieties  and  the  relative  radiosensitivity  of  the 
malignant  types2'3  should  be  of  value  to  the  surgeon. 
The  following  table  of  the  various  tumors,  originally 
classified  by  Raven4  and  modified  by  the  authors, 
has  been  augmented  by  a listing  of  the  grade  of 
radiosensitivity  of  each  type  (Table  I). 

Surgical  excision  is  best  accomplished  through  a 
posterior  approach.  Most  surgeons,  including  the 
authors  of  this  paper,  use  the  following  technic: 
The  incision  is  usually  made  just  to  one  side  of  the 
sacrum  or  directly  over  it,  down  to  a point  about  1 
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TABLE  I. — Classification  of  Retrorectal  Tomors 
According  to  Malignant  Potential  and 
Radiosensitivity 


Benign  Tumors 
Dermoid  cyst 
Cysts  from  embryonic 
postanal  gut 
Sacrococcygeal  cysts 
Lipomas 
Fibromas 
Myomas 
Chondromas 
Teratoma 
Osteoma 
Angioma 

Malignant  or  Potentially 

Malignant  Tumors 

Radio  sensitivity 

Carcinoma 

Nonsensitive  to  moderately 
radiosensitive 

Sarcoma 

Nonsensitive  to  moderately 
radiosensitive 

Chordoma 

Nonsensitive  to  moderately 
radiosensitive 

Epithelomata 

Very  radiosensitive 

Ependymoma 

Nonsensitive  to  moderately 
radiosensitive 

Ganglioneuroma 

Nonsensitive  to  moderately 
radiosensitive 

Myeloma 

Nonsensitive  to  moderately 
radiosensitive 

Glioma 

Nonsensitive  to  moderately 
radiosensitive 

Ewing  tumor 

Moderately  radiosensitive 

Giant  cell  tumor 

Moderately  radiosensitive 

N euroblast  omas 

Very  radiosensitive 

inch  above  the  anus.  The  gluteus  maximus  and 
sacrosciatic  notch  are  exposed.  The  coccyx  or 
even  the  lower  portion  of  the  sacrum  below  the 


third  sacral  nerve  should  be  resected,  taking  care 
not  to  enter  the  sacral  canal.  Usually  at  this  point 
the  neoplasm  will  be  easily  visualized.  At  all  times 
the  proximity  of  the  rectum  anteriorly  and  the  peri- 
toneal cavity  above  must  be  kept  in  mind.  The 
skin  may  be  partially  closed  and  the  cavity  drained 
as  in  the  closure  of  the  posterior  portion  of  an  ate 
dominal-perineal  resection  of  the  rectum.  The 
use  of  postoperative  radiotherapy  will  depend  on 
the  pathology.  Reference  to  Table  I will  be  of 
value  here. 

The  prognosis  depends  on  the  type  of  tumor. 
The  malignant  ones,  particularly  chordoma  and 
sarcomas,  usually  recur.  The  benign  tumors  are 
easily  cured  by  complete  excision. 

Summary 

Two  additional  cases  of  retrorectal  tumors,  one 
a rare  spindle  cell  sarcoma  and  one  a leiomyoma, 
are  presented.  A table  of  radiosensitivity  has  been 
added  to  a simplified  classification  of  retrorectal 
tumors.  It  should  be  of  assistance  in  the  post- 
operative handling  of  these  cases. 
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REPORT  ACTH  AIDS  IX  SNAKE  BITE  TREATMENT 


Cortisone  and  corticotropin  (ACTH)  are  valuable 
adjuvants  in  the  treatment  of  snake  venom  poison- 
ing, it  was  reported  in  the  May  16  J.A.M.A. 

These  cases  in  which  children  bitten  by  poisonous 
snakes  recovered  following  cortisone  or  corticotropin 
therapy,  in  addition  to  standard  treatment  for  such 
bites,  were  reported  by  Drs.  William  W.  Hoback 
and  Thomas  W.  Green,  of  the  Clinch  Valley  Clinic 
Hospital,  Richlands,  Virginia. 

“We  have  been  impressed  by  the  pronounced 
decrease  in  morbidity  in  these  patients,  as  compared 
with  11  others  seen  in  the  last  three  years  who  did 
not  receive  cortisone  or  corticotropin,”  they  stated. 

In  the  three  cases  described  by  the  doctors,  the 
swelling,  pain,  and  elevated  temperature  resulting 
from  the  bites  subsided  within  a few  hours  after 


administration  of  the  hormone  drugs.  Recovery 
occurred  within  a few  days. 

“The  effectiveness  of  cortisone  in  these  patients 
is  probably  due  to  its  remarkable  ability  to  inhibit 
local  tissue  reactivity  to  foreign  protein  [snake 
venom]  and  its  symptomatic  effects  on  pain  and 
fever,”  the  doctors  stated.  “An  additional  indica- 
tion for  cortisone  or  corticotropin  therapy  (not 
encountered  in  these  patients)  is  the  frequent  gen- 
eralized urticaria  [hives]  from  the  snake  venom  and 
from  antivenom,  especially  in  cases  in  which  it  is 
necessary  to  administer  additional  antivenom. 

“It  is  noteworthy  that  all  these  patients  were 
five  years  old  or  younger,  and  a generally  poor 
prognosis  would  have  been  expected,  because  of 
their  age  and  size.” 


NONPARASITIC  LIVER  CYSTS 

Leon  Bluestone,  M.D.,  Brooklyn,  New  York,  and  Jacob  Friedman,  M.D.,  New  York  City 
I ( Fron  the  Second  Surgical  Service,  Lincoln  Hospital , Bronx) 


THERE  are  some  260  eases  of  nonparasitic  liver 
cysts  reported  in  the  literature.  Since  two  such 
cases  were  encountered  within  one  year,  they  are 
herewith  presented. 

Case  Reports 

Case  1. — H.  S.,  a fifty-three-year-old  Negro  fe- 
male, was  admitted  on  April  27,  1950. 

H istory. — The  patient  had  noted  gradual  enlarge- 
ment of  her  upper  abdomen  for  one  year  and  had 
known  that  she  had  a slowly  enlarging  mass  in  her 
right  upper  quadrant  for  seven  months.  She  had 
gained  10  pounds  in  the  past  four  months.  The 
■ condition  was  painless  until  several  days  before 
admission  when  she  noted  mild,  persistent,  perium- 
bilical pain,  and  this  was  her  only  symptom  except  for 
chronic  constipation . F or  many  years  she  complained 
of  heartburn,  bloating,  and  belching  after  ingestion 
of  fried  or  fatty  food.  An  appendectomy  twenty- 
five  years  previously  was  her  only  operation  or  seri- 
ous illness.  She  was  born  and  spent  her  life  in  a 
small  town  in  Ohio,  with  occasional  visits  to  New 
York  City.  She  worked  as  a housewife  and  seam- 
stress. 

Physical  Examination. — The  patient  was  a rather 
obese,  well-developed  female,  with  pertinent  findings 
limited  to  the  abdomen.  There  was  a smooth,  cys- 
tic, football-sized  mass  in  the  upper  abdomen,  more 
on  the  right  side.  The  mass  was  not  tender  and 
seemed  to  be  fixed  to  the  liver,  the  edge  of  which  was 
palpable  two  fingerbreadths  below  the  costal  margin. 

Laboratory  and  X-ray  Data. — Urinalysis,  blood 
counts,  and  liver  chemistries  were  normal.  Retro- 
grade pyelogram  was  normal.  The  cholecystogram 
showed  non  visualization  of  the  gallbladder,  the 
area  being  occupied  by  a large,  soft  tissue  mass. 
Gastrointestinal  series  revealed  moderate  elongation 
of  the  stomach,  which  was  displaced  to  the  left  and 
anteriorly  by  the  mass. 

Operation.- — On  May  5,  1950,  a transverse  incision 
was  made  2 inches  above  the  umbilicus  extending 
from  one  costal  margin  to  the  other,  transecting 
both  recti.  A vertical  extension  was  made  upward 
on  the  left  side  to  the  xiphoid.  This  exposed  a large, 
cystic  mass  arising  from  the  undersurface  of  the  left- 
lobe  of  the  liver,  adherent  to  the  right  lobe,  and  dis- 
placing the  stomach  to  the  left.  A number  of  small 
cysts  were  incorporated  into  the  wall  of  the  large 
cyst.  The  left  lobe  of  the  liver  was  greatly  com- 
pressed. Approximately  4,500  cc.  of  clear,  color- 
less fluid  were  aspirated,  after  which  the  cyst  col- 
lapsed. Mobilization  was  easily  accomplished  from 
the  gastrohepatic  omentum  and  the  right  lobe  of  the 
liver,  and  the  cyst  was  removed  by  excising  a thin 
film  of  adjacent  liver  tissue  from  the  left  hepatic 
lobe.  A large  biliary  radical  and  several  other  large 
vessels,  running  between  the  cyst  and  the  liver,  were 
individually  ligated.  It  was  possible  to  remove  the 
entire  mass  in  this  manner.  Oozing  from  the  raw 
liver  surface  was  controlled  with  Oxycel  and  chromic 
sutures.  The  stomach  resumed  its  normal  position. 
Two  cigaret  drains  were  placed  down  to  the  liver 
bed  and  the  abdomen  closed  in  layers,  after  deter- 
mining that  the  gallbladder  and  common  bile  duct 
were  normal  and  uninjured. 


Pathologic  Report. — The  cyst  wall  consisted  of  vas- 
cularized connective  tissue  lined  by  a single  row  of 
flattened  cells  resembling  mesothelium. 

Postoperative  Course. — The  patient  had  fever  sus- 
tained at  102  F.  for  five  days,  after  which  her  tem- 
perature gradually  returned  to  normal.  There  was 
moderate  biliary  drainage  for  two  and  one-half 
weeks,  after  which  the  drainage  ceased  and  the  sinus 
closed.  She  was  discharged  on  the  twentieth  post- 
operative day  in  good  health.  Twenty-three 
months  later  she  had  no  complaints. 

Case  2 .—A.  S. , a sixty-six-year-old  white  male,  was 
admitted  on  December  4,  1950. 

History. — The  patient  stated  that  he  was  well  until 
three  weeks  before  admission  when  he  began  having 
mild,  left  upper  quadrant  pain  which  had  become 
more  severe  during  the  past  week.  The  day  before 
admission  it  became  very  severe  and  constant  in 
nature.  His  appetite  was  poor,  and  he  had  vo- 
mited several  times  in  the  three-week  period.  He 
complained  of  frequent  constipation.  He  denied 
any  previous  illness  although  he  thought  he  might 
have  lost  some  50  pounds  of  weight  during  the  past 
year.  The  patient  was  born  in  Poland  but  had  not 
left  New  York  City  during  the  past  forty-five  years. 
He  worked  as  an  apartment  house  janitor. 

Physical  Examination. — The  patient  was  a chroni- 
cally ill,  small  man  with  evidence  of  recent  weight 
loss.  Positive  findings  were  limited  to  the  abdomen 
where  there  was  a large,  firm,  slightly  tender,  cystic 
mass  in  the  left  upper  quadrant.  The  mass  did  not 
move  with  respiration. 

Laboratory  and  X-ray  Data. — -Urine  and  stools 
were  normal.  Blood  counts  showed  a moderate 
anemia  but  were  normal  otherwise.  Liver  chemis- 
tries were  normal  except  for  a moderately  increased 
prothrombin  time  and  a slight  reversal  of  the  albu- 
min-globulin ratio.  Bone  marrow  studies  were 
normal.  Histamine  gastric  analysis  showed  free 
acid  to  be  absent  in  all  specimens  and  a maximum 
total  acidity  of  18  degrees.  The  intravenous  pyelo- 
gram was  normal.  X-ray  of  the  chest  revealed 
elevation  of  the  left  hemidiaphragm.  Gastrointes- 
tinal series  showed  the  stomach  to  be  larger  than 
average  and  encroached  upon  by  a large,  soft  tissue 
mass  in  the  left  upper  quadrant.  There  was  flat- 
tening of  the  gastric  rugae. 

Preoperative  Course. — The  mass  remained  slightly 
tender,  and  the  patient  ran  a low-grade,  sustained 
fever  for  two  weeks.  After  this  his  general  condi- 
tion improved,  the  tenderness  subsided,  his  appetite 
returned,  and  his  temperature  remained  normal. 
Several  blood  transfusions  had  raised  his  hemoglobin 
to  15.5  Gm.,  and  the  prothrombin  time  had  re- 
turned to  normal. 

Operation. — Three  and  one-half  weeks  after  ad- 
mission, exploration  was  done  through  a long,  upper 
left  rectus  incision.  The  left  upper  abdomen  was 
occupied  by  a large  cyst  containing  two  quarts  of 
murky,  green  fluid  and  arising  from  the  left  lobe  of 
the  liver.  The  cyst  was  densely  adherent  to  the 
omentum,  to  the  anterior  surface  of  the  stomach,  and 
to  the  left  hemidiaphragm.  The  stomach  was  mark- 
edly enlarged  but  was  normal  otherwise,  as  were  the 
spleen,  kidneys,  and  adrenals.  The  cyst  wall  was 
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'A-inch  thick  and  its  interior  was  lined  with  a filmy, 
shiny  membrane.  The  liver  was  of  normal  size  but 
appeared  to  be  involved  in  a hobnail-type  of  cir- 
rhosis. The  gallbladder  and  common  duct  were 
normal.  After  aspiration  the  cyst  collapsed,  and 
an  attempt  was  made  to  mobilize  it  from  the  anterior 
surface  of  the  stomach.  However,  its  adherence  to 
this  organ  was  so  great  that  it  was  necessary  to  stop, 
and  marsupialization  was  carried  out  by  suturing 
the  cyst  wall  to  the  peritoneum  and  rectus  sheath  in 
the  upper  angle  of  the  incision.  Dry  gauze  packing 
was  placed  within  the  cyst.  Biopsies  were  taken  of 
liver  and  cyst  wall.  There  were  no  daughter  cysts. 

Pathologic  Report. — The  liver  biopsy  showed  paren- 
chymatous degeneration  and  acute,  inflammatory 
cell  infiltration.  The  cyst  wall  showed  complete 
fibrosis  with  acute  and  chronic  inflammation.  Cul- 
ture of  the  fluid  within  the  cyst  was  sterile. 

Postoperative  Course. — The  patient  did  well.  The 
packing  was  gradually  removed,  and  it  was  all  out 
by  the  tenth  postoperative  day.  On  the  sixteenth 
day,  he  was  discharged  draining  small  amounts  of 
brownish-yellow  fluid.  The  drainage  ceased  two 
months  after  the  operation.  Fourteen  months  later, 
the  patient  was  asymptomatic,  had  gained  weight, 
had  a solidly  healed  scar  without  hernia,  and  there 
were  no  abnormal  abdominal  findings. 

Comment 

These  two  cases  undoubtedly  represent  retention 
cysts.  The  etiology  is  related  to  obstruction  of  the 
bile  ducts,  either  from  calculi  or  cicatrices,  with  sub- 
sequent engorgement  and  dilatation  due  to  con- 
tinued secretion.1 

Xonparasitic  cysts  may  occur  at  any  age,  having 
been  reported  in  the  newborn  and  in  the  seventh 
decade.2  They  occur  predominantly  in  the  white 
race  and  in  females  three  times  more  commonly  than 


in  males.  The  right  lobe  is  involved  five  times  more 
frequently  than  the  left.  In  the  cases  presented 
above,  the  cysts  arose  from  the  left  lobes.  Thev 
may  be  any  size,  the  largest  reported  measuring  19 
by  18  cm.  and  containing  10,000  cc.  of  fluid.1 

Polycystic  disease  of  the  liver  is  an  entirely  dif- 
ferent entity.3  It  is  congenital,  occurs  mostly  in 
young  children,  and  is  associated  with  cysts  of  other 
organs  such  as  the  kidneys,  pancreas,  spleen,  lung, 
and  ovaries,  and  with  other  congenital  anomalies 
such  as  spina  bifida,  meningocele,  polydactvlism.  and 
vesical  anomalies.  The  prognosis  in  these  cases  is 
grave,  and  the  condition  can  only  rarely'  be  benefited 
by  surgery. 

Because  of  the  slow  enlargement  of  these  cysts, 
they  usually'  produce  few  sy'mptoms  besides  a pain- 
less mass  in  the  abdomen.  They'  may'  occasionallv 
produce  acute  signs,  as  when  there  is  hemorrhage 
into  the  cyst,  when  suppuration  occurs,  when  a 
pedicle  becomes  twisted,  or  when  rupture  occurs.4 

When  a cleavage  plane  is  easily'  found,  the  cy’st 
may  occasionally'  lend  itself  to  enucleation.  The 
cyst  may  be  excised  along  with  small  portions 
of  adjacent  liver  tissue,  or  the  major  portion  of  the 
cyst  may'  be  excised  and  the  remaining  area  drained. 
Hobbs  reports  one  such  case  with  a successful  out- 
come.5 When  excision  of  the  cyst  is  not  feasible, 
marsupialization  is  good  treatment,  although  the 
cy'St  may'  drain  for  several  years  afterward. 
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AMA  OFFERS  TWO  NEW  EXHIBITS 

Two  new  exhibits  will  be  available  for  showing  at 
state  medical  society'  meetings  this  fall,  the  Bureau 
of  Exhibits  reports.  One  exhibit — “Accidental 
Poisoning  in  Children” — is  based  on  authentic  fatal 
accident  cases,  while  the  other — “A  Medical  Serv- 
ice Program  for  y'our  Community'” — covers  va- 
rious activities  of  medical  societies  and  voluntary' 
and  public  health  agencies. 

The  exhibit  on  accidental  poisonings,  from  the 
Committee  on  Pesticides,  emphasizes  points  of  dan- 
ger in  the  home,  yard,  and  selected  farm  locations. 
When  staffed  with  trained  personnel,  this  makes  an 


effective  showing  at  public  gatherings,  state  and 
county'  fairs,  food  and  home  shows.  Subjects  in- 
cluded in  the  exhibit  developed  by'  the  Council  on 
Medical  Service  range  from  care  of  the  chronically 
ill  to  hospital  construction,  physician  placement,  and 
rehabilitation. 

Both  exhibits  require  space  10  feet  long  and  six 
feet  deep — or,  if  shown  in  extended  fashion,  20 
feet  long  and  three  feet  deep.  Requests  for  bookings 
may  be  made  to  the  Bureau  of  Exhibits  after  June 
15. — American  Medical  Association  News  Notes, 
May,  1953 


INTESTINAL  OBSTRUCTION  IN  PREGNANCY 

Martin  J.  Loeb,  M.D.,  Bronx,  New  York 


(From  the  Private  Service  of  the  Bronx  Hospital) 

I rpHE  causes  of  intestinal  obstruction  vary  with  the 
age  of  the  patient,  with  underlying  causes,  and 
also  with  some  physiologic  states  which  in  them- 
selves may  be  either  the  causative  or  predisposing 
factors  of  intestinal  obstruction.1 

Pregnancy  is  a physiologic  state  which  may  be 
responsible  for  various  pathologic  phenomena  in- 
cluding intestinal  obstruction.  It  may  be  a direct 
| cause  of  intestinal  obstruction  since  anomalies  in 
the  position  of  the  uterus  during  gestation  may  in- 
carcerate the  intestines  in  the  pelvis.  Pre-existing 
i ovarian  cysts  or  tumors  may  act  in  a similar  manner. 
[ Adhesions  and  bands,  the  results  of  previous  opera- 
j tions,  may  become  twisted  or  stretched  as  the  uterus 
; enlarges,  causing  a constriction  of  the  intestines. 
In  these  cases  pregnancy  is  a predisposing  factor  of 
intestinal  obstruction.  Bands,  however,  may  also 
| be  the  direct  cause  of  obstruction  during  pregnancy, 
as  they  may  be  at  any  other  time.  Incidentally, 
it  is  worth  while  mentioning  that  ureteral  obstruc- 
| tion  with  its  subsequent  phenomena  of  hydrone- 
I phroses,  calculi,  etc.,  may  be  caused  by  a gravid 
uterus,  as  well  as  by  cysts  or  tumors.2 

The  incidence  of  intestinal  obstruction  in  preg- 
i nancy  is  fortunately  not  very  common.  Williams 
■ found  two  cases  in  30,000  pregnancies.3  Other  in- 
- vestigators  also  found  the  incidence  very  small. 

Intestinal  obstruction  in  pregnancy,  when  it  does 
; occur,  is  a serious  complication.  The  diagnosis  is 
difficult  because  the  symptomatology  of  early  intes- 
; tinal  obstruction  simulates  the  symptoms  of  normal 
pregnancy,  namely,  constipation,  nausea,  and  vomit- 
ing. In  the  later  stages  of  intestinal  obstruction 
! during  pregnancy,  at  which  time  there  is  fecal  vomit- 
ing, marked  distention,  and  acute  toxemia,  the  diag- 
nosis is  obvious,  but  then  it  may  be  too  late.  Post- 
i operative  mortality  of  intestinal  obstruction  during 
\ pregnancy,  which  has  been  quite  high  in  the  second 
* and  third  decades,  is  becoming  comparatively  low 
f as  a result  of  a better  armamentarium  for  combating 
I infection,  abdominal  distention,  dehydration,  and 
) starvation.  Since  postoperative  adhesions  and 
bands  cause  about  two  thirds  of  the  cases  of  intes- 
I tinal  obstruction  in  pregnancy,  a thorough  history  of 
i the  case  may  be  of  help.  A history  of  previous 
operations,  especially  if  associated  with  an  infection, 
should  place  one  on  guard  when  a pregnant  woman 
develops  exaggerated  symptoms  of  pregnancy  such 
as  nausea,  vomiting,  cramps,  and  constipation. 
Abdominal  distention,  which  is  a prominent  symp- 
tom in  intestinal  obstruction,  is  usually  not  found  in 
pregnancy.  Strangulated  hernias  in  pregnancies 
will  cause  very  little  diagnostic  difficulty. 

The  case  to  be  reported  is  one  of  intestinal  ob- 
| struction  in  pregnancy  which  occurred  during  the 
I third  semester,  at  which  time  the  majority  of  cases 
of  intestinal  obstruction  occur. 

Case  Report 

T.  M.,  a thirty-two-year-old  married  female, 


Fig.  1.  First  stage,  September  18,  1950,  shows 
the  appearance  of  the  intestines  as  the  abdomen  was 
opened.  Up  to  about  one  and  a half  feet  from  the 
ileocecal  valve,  the  intestine  was  normal.  There 
was  a band  constricting  the  intestines  at  this  level. 
Above  that,  the  intestines  were  distended  and 
blackish-blue. 

eight  months  pregnant,  was  admitted  to  the  hospital 
in  extremis. 

Previous  history  was  noncontributory  except  for 
the  fact  that  the  patient  had  been  operated  on  sev- 
eral years  ago  for  an  ovarian  cyst. 

Present  History. — The  patient  became  ill  two 
days  before  admission.  Her  chief  symptoms  were 
abdominal  cramps,  marked  abdominal  distention, 
and  continual  vomiting  which  became  fecal  in  charac- 
ter in  the  later  stages.  A diagnosis  of  intestinal 
obstruction,  possibly  caused  by  bands  from  a pre- 
vious operation  superimposed  on  an  eight  months 
pregnancy,  was  made. 

Procedure. — The  patient  was  operated  on  immedi- 
ately after  admission  on  September  18,  1950.  A 
band  surrounding  the  ileum,  about  one  and  a half 
feet  away  from  the  ileocecal  valve,  was  the  im- 
mediate cause  of  the  obstruction.  The  intestine 
below  the  obstruction  was  completely  normal  in 
appearance.  About  two  feet  of  intestine  immedi- 
ately proximal  to  the  obstruction  was  black.  Fur- 
ther on  the  intestine  was  still  blackish-blue  in  color 
but  assumed  a less  dangerous  appearance  as  the 
intestine  advanced  toward  the  stomach.  All  the 
intestine,  however,  jejunum  as  well  as  ileum,  was 
not  completely  normal  in  appearance  (Fig.  1).  Tim 
band  was  cut  across  and  the  obstruction  relieved. 
The  two  feet  of  small  intestine  proximal  to  the  ob- 
struction was  exteriorized  in  the  manner  of  Mikulicz 
because  it  contained  many  gangrenous  areas,  and  it 
was  thought  they  would  not  return  to  normal 
(Fig.  2).  The  same  night,  several  hours  post- 
operatively,  the  patient  was  found  to  be  in  extreme 
shock.  She  was  pulseless,  her  blood  pressure  was 
zero,  and  she  was  covered  with  a cold  and  clammy 
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Fig.  2.  First  stage,  September  18,  1959,  shows 
the  first  one  and  a half  feet  of  intestine  above  the 
constriction  which  was  markedly  black  and  had 
some  gangrenous  areas.  This  part  of  the  intestine 
was  exteriorized  and  the  abdomen  closed  around  it. 
Second  stage,  September  19,  1950,  one  day  later, 
the  spur  was  removed  at  the  dotted  lines.  The 
intestines,  which  appeared  to  be  normal  above  the 
spur,  were  blackish-blue  in  color. 

perspiration.  The  distention  of  the  abdomen  was 
severe.  The  patient  was  given  Xeo-svnephrine  intra- 
venously. Several  transfusions  were  given  during 
the  next  few  hours,  and  5 mg.  of  Cortate  were  ad- 
ministered hourly  by  intramuscular  injection.  The 
patient  was  also  placed  in  an  oxygen  tent. 

The  following  day  the  condition  improved  slightly. 
The  blood  pressure  was  still  very  low  and  the  pulse 
hardly  palpable.  The  gangrenous  intestines,  which 
were  exteriorized  the  previous  day,  were  excised 
September  19  (Fig.  2). 

On  September  20,  two  days  after  the  first  opera- 
tion, the  fetus  was  expelled.  Again  the  blood  pres- 
sure fell  to  zero,  and  the  pulse  was  not  palpable. 
The  tympanites  was  very  marked,  and  no  fecal 
material  was  expelled  from  the  ileostomy  wound. 
It  was  possible  that  a kink  had  occurred  because  of 
this  marked  distention  which  prevented  the  exit  of 
the  contents  from  the  small  intestine.  Stimulation, 
oxygen,  and  blood  transfusions  were  continued. 
Four  days  postoperatively,  September  22,  1950,  the 
distention  was  still  marked,  but  the  blood  pressure 
had  improved,  and  the  pulse,  although  very  rapid, 
was  palpable. 

Eight  days  postoperatively  a number  of  perfora- 
tions occurred  in  the  small  intestine  above  the  proxi- 
mal os  (Fig.  3).  Intestinal  contents  were  evacuated 
into  the  peritoneal  cavity,  and  at  the  same  time  the 
patient  became  markedly  jaundiced.  The  abdomi- 
nal wound  was  opened,  and  there  was  evacuation  of 
intestinal  contents  through  the  perforations  into 
the  peritoneal  cavity.  The  entire  abdominal  cavity 
was  opened  wide.  About  one  gallon  of  intestinal 
contents  was  aspirated  from  the  peritoneal  cavity. 
The  intestine  with  the  perforations  was  placed 
superficially  and  packings  placed  around  it  to  pre- 
vent as  far  as  possible  intestinal  contents  from  flow- 
ing into  the  peritoneal  cavity.  An  attending  nurse 
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Fig.  3.  Third  stage,  September  25,  1950,  the 
patient  remained  distended  in  spite  of  the  resection 
of  ileum.  There  was  no  drainage  from  the  ileostomy. 
Because  of  the  condition  of  the  patient,  no  inter- 
ference of  any  kind  was  possible.  On  September  2(1, 
1950,  eight  days  postoperatively,  several  perfora- 
tions of  the  bowel  occurred  within  the  abdominal 
cavity.  Figure  3 shows  these  perforations.  There 
was  evacuation  of  intestinal  contents  through  these 
perforations  into  the  peritoneal  cavity.  The  entire 
abdominal  cavity  was  opened  wide.  The  intestines 
with  perforations  were  brought  to  the  surface  with 
some  difficulty.  After  aspiration  of  the  intestinal 
contents  from  the  peritoneal  cavity,  these  intestines 
with  perforations  were  kept  superficial  and  packings 
place  ! around  them  to  prevent  as  far  as  possible 
intestinal  contents  from  flowing  into  the  peritoneal 
cavity.  The  evacuated  intestinal  contents  were 
removed  as  they  occurred.  The  patient  was  dressed 
continually. 


changed  the  dressing  continually  and  occasionally 
used  a suction  pump  to  aspirate  spilled-over  ma- 
terial. The  skin  was  covered  with  aluminum  paste 
to  prevent  excoriation. 

Two  days  later,  September  28,  1950,  feeding  by 
mouth  was  started,  and  the  intravenous  feeding 
was  discontinued.  Transfusions,  antibiotics,  stimu- 
lants, and  later  high-protein,  high-caloric,  and 
balanced  mineral  and  vitamin  diet  were  given. 
The  patient’s  condition  gradually  improved,  and  the 
jaundice  gradually  disappeared. 

On  October  2fi,  1950,  about  five  weeks  after  the 
first  operation,  a double  intestinal  anastomosis  was 
done,  at  which  time  about  1,000  cc.  of  blood  were 
also  given.  In  this  operation  about  one  foot  of  the 
intestine  with  several  perforations  was  resected,  and 
the  distal  ileum  was  anastomosed  to  the  proximal 
ileum.  Almost  one  foot  away  from  the  anastomosis, 
the  intestine  was  severed  as  if  cut  through  by  a knife 
to  the  mesentery.  Since  this  portion  of  the  intes- 
tine was  normal,  it  was  deemed  advisable  to  pre- 
serve it,  and  so  another  anastomosis  was  performed 
(Figs.  4 and  5). 

The  patient  was  given  a fluid  diet  two  days  post- 
operatively.  Her  temperature  was  normal,  ami 
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Fig.  4.  Fourth  stage,  October  2(1.  1950,  the  in- 
testine with  the  several  perforations  was  resected  to 
b.  The  intestine  from  b to  b'  was  not  resected.  A 
double  anastomoses  was  done  a to  b,  and  b'  to  c. 
It  was  deemed  advisable  not  to  resect  intestines 
which  could  be  saved;  a is  one  and  one-half  feet  from 
ileocecal  valve  at  which  point  the  band  caused  the 
obstruction. 


she  was  out  of  bed  on  October  30  (four  days  post- 
opera tively). 

On  October  31  the  patient  developed  an  elevated 
temperature  with  some  mental  confusion.  A large, 
superficial  abscess  was  found  in  the  wound, 
which  was  opened  and  drained.  The  mental  con- 
fusion disappeared,  and  the  temperature  subsided. 

On  November  8,  she  developed  swelling  of  the 
ankles,  which  improved  under  a high-protein  and  low- 
sodium  diet.  The  patient  made  an  uneventful  re- 
covery and  today  enjoys  excellent  health. 


V 

Fig.  5.  Fourth  stage,  with  the  operation  com- 
pleted. It  shows  the  double  anastomoses  (o  and  b, 
b'  and  c).  The  b to  b'  is  the  middle  loop  of  intes- 
tines connecting  the  proximal  and  distal  loops. 

Summary 

A case  of  intestinal  obstruction  in  an  eight- 
months  pregnant  woman  is  presented. 

We  believe  that  the  clinical  evaluation  of  the 
patient,  the  timing  of  the  operations,  and  the  proper 
management  of  cases  of  this  type  are  the  factors 
responsible  for  successful  results. 

1882  Grand  Concourse 
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MECHANICAL  AIR  DRYING  OF  HANDS  FOLLOWING  PREOPERATIVE  SCRUBBING 


Experience  with  a mechanical  air  dryer  for  the 
hands  following  standard  scrub  routine  indicates 
that  it  has  two  advantages  over  drying  by  towel: 

(1)  bacterial  studies  showed  a reduction,  probably 
significant,  of  gross  contamination  of  the  hands; 

(2)  it  is  more  economical  than  towel-drying.  Since 
scrubbing  methods  are  fairly  standard,  it  is  in  the 
drying  of  the  hands  that  the  greatest  possible  op- 


portunities for  contamination  are  found.  To  over- 
come the  disadvantages  of  simple  air  drying,  it  was 
decided  to  explore  the  possibilities  of  a forced  cur- 
rent of  warm  air.  The  study  was  undertaken  to 
determine  whether  or  not  this  procedure  would  in- 
crease contamination  and  would  be  practical  from 
the  standpoint  of  expense. — Paul  E.  Walker,  M.D., 
Public  Health  Reports,  March,  1958 


HEMOCHROMATOSIS  FOLLOWING  HOMOLOGOUS  SERUM  JAUNDICE 

Joseph  T.  Aquilina,  M.  D.,  Jerome  A.  Paparella,  M.  D.,  and  Anthony  M.  Aquilina, 
M.  D.,  Buffalo  New  York 

( From  the  Medical  Service  of  the  Veterans  Administration  Hospital  and  the  University  of  Buffalo  School  of 
Medicine) 


PROBABLY  the  first  acceptable  case  of  hemo- 
chromatosis in  the  literature  was  that  described 
by  Trousseau,  in  1865,  which  was  mentioned  in  a 
lecture  on  glycosuria.1  However,  no  name  was 
assigned  to  this  syndrome  at  that  time.  In  1886,  the 
term  “bronzed  diabetes”  was  given  to  this  entity 
by  Hanot  and  Schachmann.2  With  the  advent  and 
recognition  of  more  cases,  additional  names  were 
given  to  this  variable  malady.  In  1889,  Von 
Recklinghausen  suggested  the  term,  “hemochro- 
matosis,” which  is  probably  the  title  under  which 
most  cases  are  recorded  today.3 

Hemochromatosis  is  generally  characterized  by 
widespread  iron  deposition  (i.e.,  hemosiderin  pig- 
ment), hemofuscin  deposits,  increased  copper  con- 
tent of  tissues,  cirrhosis  of  a pigmentary  nature, 
hypogonadism,  pancreatic  fibrosis,  and  a varying 
degree  of  diabetes  mellitus,  with  or  without  skin 
pigmentation.  These  features  of  hemochromatosis 
vary  in  intensity  and  in  any  given  combination. 

The  exact  etiology  of  the  disease  is  not  known.  It 
is  the  purpose  of  this  paper  to  report  a case  of  hemo- 
chromatosis which  we  feel  followed,  or  at  least  was 
initiated  by,  an  episode  of  homologous  serum  jaun- 
dice. It  is  felt  that  the  addition  of  this  case  re- 
port to  current  medical  literature  may  add  to  our 
knowledge  of  the  possible  etiology  of  the  disease  and 
may  stimulate  others  to  report  cases  of  hemochrom- 
atosis that  are  preceded  by  homologous  serum 
jaundice. 

Case  Report 

L.  C.,  a thirty-six-vear-old  white  male,  was  ad- 
mitted to  the  Veterans  Administration  Hospital 
on  August  9,  1951,  with  chief  complaints  of  persis- 
tent right  upper  quadrant  pain,  bronzing  of  the 
skin  of  several  years  duration,  loss  of  axillary  hair, 
and  generalized  malaise. 

History  of  present  illness  dates  back  to  1943, 
when  patient  had  an  appendectomy  while  in  the 
armed  forces.  Following  the  appendectomy  he 
developed  a left  pleural  effusion  and  pericarditis. 
His  postoperative  course  was  storm}',  and  he  re- 
ceived several  liters  of  both  blood  and  plasma. 
Shortly  after,  he  became  severely  jaundiced  and 
was  bedridden  for  fifty-seven  days.  This  episode 
of  homologous  serum  jaundice  resulted  in  his  dis- 
charge from  the  Army  in  1944. 

After  discharge  from  the  Army,  patient  noticed 
gradual  darkening  of  the  skin,  fatigue,  and  anorexia. 
Since  1947  he  had  lost  axillary  hair  and  had  had 
occasional  episodes  of  diarrhea.  Urine  had  always 
been  light  amber  in  color.  He  also  noted  pain  in 
the  right  upper  quadrant.  His  past  history  and 
family  history  were  entirely  irrelevant.  The  pa- 
tient was  never  overseas. 


Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  authors  are  a result 
of  their  own  study,  and  do  not  necessarily  reflect  the  opinion 
or  policy  of  the  Veterans  Administration. 


Fig.  1.  Photograph  of  patient  with  hemochroma- 
tosis showing  area  of  hyperpigmentation  of  face, 
neck,  axilla,  and  chest. 


Physical  examination  on  admission  revealed  a 
young  white  male,  asthenic,  underweight  (122 
pounds),  68l/4  inches  tall.  He  had  a bluish,  cyanotic 
hue  to  his  face.  He  was  oriented,  intelligent, 
and  cooperative.  The  hair  texture  was  fine  and 
receded  from  the  forehead.  His  skin  generally  re- 
vealed brownish  pigmentation  of  the  axilla,  groin, 
face,  and  neck  (Fig.  1).  There  was  sparse  axillary 
hair,  wasting  of  the  chest  muscles,  and  telangiecta- 
sis of  the  upper  thoracic  cage.  The  liver  was 
smooth,  firm,  and  enlarged  7 cm.  below  the  right 
costal  margin.  The  edge  was  smooth  and  tender. 
The  spleen  was  5 cm.  below  the  left  costal  margin 
and  non  tender  to  palpitation.  There  was  a female 
type  of  escutcheon.  The  testicles  were  small  and 
atrophied.  The  remainder  of  the  physical  exam- 
ination was  within  normal  limits. 

Laboratory  findings  during  hospitalization  re- 
vealed normal  urinalysis,  hemoglobin  II  Gm., 
hematocrit  37  per  cent,  white  blood  count  7,100 
with  normal  differential,  sedimentation  rate  49  mm. 
per  hour,  blood  calcium  10.9  mg.  per  cent,  phos- 
phorous 3.1  mg.  per  cent.  Cephalin  flocculation 
test  was  negative.  Thymol  turbidity  was  3.2  units. 
Blood  sodium  and  potassium  were  normal.  Uri- 
nary 17-ketosteroids  were  4.2  mg.  per  twenty-four 
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Fig.  2.  Skin  biopsy  taken  from  right  chest  wall 
showing  pigmentation  in  the  basilar  layer  and  par- 
tial replacement  of  melanin  layer  of  basal  cells  by 
hemosiderin.  Note  also  iron  deposits  in  sweat  coils. 


hours,  the  normal  being  8 to  20  mg.  Total  choles- 
terol was  166  mg.  per  cent.  Cholesterol  esters  were 
130  mg.  per  cent.  Coomb’s  tests,  both  direct  and 
indirect,  were  negative.  Fasting  glucose  was  127 
mg.  per  cent,  and  glucose  tolerance  test  was  normal. 
Serum  iron,  using  the  alpha,  alpha  dipyridyl  method, 
was  240  micrograms  per  100  cc.,  the  normal  being 
100  to  180.  Prothrombin  time  was  normal,  and 
there  was  no  bromsulfalein  retention.  Bleeding 
and  clotting  times  were  normal.  Total  proteins 
were  normal.  Serum  bilirubin  was  normal. 

Initial  x-ray  of  the  chest  revealed  elevation  of  the 
left  diaphragm  secondary  to  splenic  enlargement.  A 
flat  plate  of  the  abdomen  confirmed  the  hepatic 
and  splenic  enlargement  found  on  physical  exami- 
nation. There  was  no  evidence  of  esophageal  varices 
or  any  intrinsic  lesions  of  the  genitourinary  tract  on 
x-ray. 

A biopsy  of  the  skin,  taken  from  the  right  chest 
wall,  revealed  pigmentation  in  the  basilar  layers  and 
foci  of  scattered  round  cells  in  the  upper  portion  of 
the  dermis.  It  showed  partial  replacement  by 
granules  of  the  melanin  layer  of  the  basal  cells 
which  stained  positively  for  iron.  In  addition,  there 
was  evidence  of  iron  deposits  in  the  walls  of  the  sweat 
coils  (Fig.  2). 

A liver  biopsy  revealed  coarse,  lobular  architec- 
ture, separated  by  dense  bands  of  connective  tissue 
containing  a profusion  of  bile  ducts.  Prussian  blue- 
staining  of  biopsy  sections  of  the  liver  revealed 
hemosiderin  deposits  in  the  liver  cells  and  bile  ducts 
(Fig.  3). 

A bone  marrow  biopsy  also  confirmed  large  aggre- 
gates of  iron  in  the  marrow. 

Initially,  the  patient  was  treated  as  having  hepatic 
dystrophy,  and  he  was  given  a high-carbohydrate, 
high-protein  diet  with  supplemental  vitamins  and 
placed  on  prolonged  bed  rest  in  order  to  determine 
the  effects  of  this  regime  on  the  size  of  the  liver  and 
spleen.  Despite  this  intensive  regime  there  was  no 
notable  difference  in  the  size  of  the  liver  or  spleen 
and  no  improvement  symptomatically.  On  August 
23  it  was  decided  to  use  parenteral  cortisone  in  an 


Fig.  3.  Photomicrograph  of  liver.  Note  hemo- 
siderin deposits  in  liver  cells  and  bile  ducts  (Prus- 
sian blue  stain). 


attempt  to  evaluate  the  effect  of  this  hormone  on 
the  patient’s  general  condition.  After  the  initial 
dose  of  300  mg.,  he  was  given  100  mg.,  daily  in 
divided  doses  for  three  consecutive  weeks.  How- 
ever, there  was  no  change  in  his  general  condition. 
His  appetite  did  not  improve;  he  failed  to  gain 
weight,  and  the  size  of  the  spleen  and  liver  remained 
essentially  the  same.  Liver  function  tests,  which 
were  normal  in  the  beginning,  remained  normal, 
and  there  were  no  notable  changes  during  cortisone 
therapy. 

The  patient  was  discharged  on  September  18, 
1951,  and  his  condition  remained  stationary  until 
about  December,  1951,  at  which  time  he  noted  puffi- 
ness  of  his  face  and  eyelids,  edema,  and  ascites.  He 
was  treated  by  his  private  physician  with  diuretics 
and  then  was  hospitalized  in  January,  1952,  at  the 
Peter  Bent  Brigham  Hospital  in  Boston,  Massachu- 
setts. There  he  was  treated  for  massive  edema  and 
ascites,  given  diuretics,  and  placed  on  a salt-poor 
diet,  vitamin  K,  vitamin  B,  digitalis,  and  testos- 
terone. In  an  attempt  to  reduce  the  iron  content 
of  the  blood,  phlebotomies  were  done  on  a weekly 
basis.  The  plasma  from  the  patient’s  blood  was 
reinfused  back  into  the  patient  in  order  to  conserve 
protein.  This  was  carried  out  for  about  a month 
until  the  patient  developed  a severe  reaction  to  his 
own  plasma,  and  this  procedure  had  to  be  discon- 
tinued. He  was  discharged  from  the  Peter  Bent 
Brigham  Hospital  with  recommendations  to  have 
phlebotomies  done  by  his  own  private  physician  and 
to  continue  the  regime  outlined  above. 

In  June,  1952,  he  returned  to  the  Peter  Bent 
Brigham  Hospital  for  follow-up.  It  was  noted  at 
that  time  that  there  was  an  improvement  in  his 
color,  and  there  was  a return  of  hair  to  the  legs,  arms, 
axilla,  as  well  as  the  formation  of  a beard,  probably 
as  a result  of  testosterone  therapy.  Phlebotomies 
were  recommended  at  two-week  intervals,  and  he  was 
placed  on  a diet  free  of  foods  containing  large 
amounts  of  iron.  He  was  discharged  back  to  his 
private  physician.  He  improved  considerably  until 
October  29,  1952,  when  he  noticed  tarry  stools. 
Two  days  later,  on  October  31,  he  had  a severe 
hematemesis,  following  which  he  was  readmitted  to 
the  Veterans  Administration  Hospital,  Buffalo, 
New  York. 

On  admission,  he  was  acutely  ill;  his  temperature 
was  100  F.,  pulse  110,  respiration  24,  weight  122 
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pounds,  and  blood  pressure  100/60.  He  appeared 
underweight,  anemic,  and  pale.  There  was  a beard 
present  on  his  face,  and  he  had  telangiectasis  of  the 
upper  thoracic  cage,  neck,  and  face.  Axillary  hair 
was  present.  The  liver  was  enlarged  to  10  cm.  below 
the  lower  right  costal  margin,  and  it  was  smooth, 
firm,  and  tender.  The  spleen  was  enlarged  5 cm. 
below  the  left  costal  margin.  The  testicles  were 
small,  as  noted  on  previous  examinations,  and  the 
pubic  hair  had  more  of  the  male  type  escutcheon. 
There  was  more  hair  present  on  the  extremities  than 
noted  on  the  previous  admissions.  Examination  of 
the  skin  revealed  less  brownish  pigmentation  of  the 
skin  of  the  axilla,  face,  and  neck  than  was  noted  on 
previous  admissions. 

Laboratory  examination  revealed  the  red  blood 
count  to  be  3,240.000  cells  per  cu.  mm.,  hemoglobin 
9.6  Gm..  and  white  blood  count  11,600  per  cm.  Soon 
after  admission  the  patient  was  transfused  with 
plasma  and  whole  blood  in  order  to  keep  him  from 
going  into  shock.  It  was  our  clinical  impression  that 
the  source  of  the  bleeding  was  from  ruptured  eso- 
phageal varices.  On  November  1 he  had  another 
severe  hematemesis  and  went  into  shock,  and  the 
problem  we  faced  was  to  keep  the  patient  alive. 
Intensive  liver  function  tests  could  not  be  obtained. 
A modified  Patten  tube  was  inserted  into  the  eso- 
phagus in  an  attempt  to  prevent  further  bleeding. 

On  November  2,  1952,  patient  became  semicoma- 
tose,  and  in  spite  of  transfusions  to  maintain  normal 
blood  pressure  and  pulse  he  did  not  respond.  It 
was  felt  that  he  was  at  this  time  in  hepatic  coma. 
During  this  admission,  the  prothrombin  time  was 
18.0  seconds  with  a control  of  13.5  seconds,  the 
nonprotein  nitrogen  was  42  mg.  per  cent,  the  plate- 
let count  was  450.000  per  cm.  On  November  5, 
1952,  the  patient  expired. 

Findings  at  autopsy  revealed  numerous  eso- 
phageal varices  with  ulcerations,  one  of  which  was 
at  the  cardioesophageal  junction  resulting  in  hemor- 
rhage into  the  gastrointestinal  tract.  The  liver  was 
brownish-red  and  finely  nodular,  weighing  2,300 
Gm.  The  gallbladder  showed  only  mild,  pale  pig- 
mentation and  contained  three  stones  no  larger  than 

0.5  cm.  The  spleen  weighed  750  Gm.  and  on  section 
revealed  poorly  defined  follicular  findings.  There 
was  no  evidence  of  thrombosis  or  obstruction  of  the 
splenic  vessels.  The  pancreas  weighed  150  Gm.  and 
revealed  brownish-red  discoloration.  The  adrenal 
glands  were  moderately  slender  without  significant 
abnormalities. 

Comment 

This  case  is  one  of  proved  hemochromatosis,  the 
diagnosis  being  established  by  the  skin  pigmentation, 
pigmentary  fibrosis,  and  elevated  serum  iron.  The 
demonstration  of  a high  serum  iron  in  the  presence 
of  a normal  blood  picture  is  diagnostic.  In  con- 
trast to  Laennec’s  cirrhosis  and  other  forms  of  cir- 
rhosis, patients  with  hemochromatosis  present  sur- 
prisingly scanty  impairment  of  liver  function,  as 
shown  by  the  tests  commonly  used  to  measure  the 
function  and  reserve  of  this  organ.  This  occurs 
even  in  those  patients  with  well-advanced  hemo- 
chromatosis and  marked  hepatosplenomegaly.  This 
observation  has  previously  been  noted  by  other 
reports  and  seems  to  be  the  case  in  this  patient 
where  there  were  no  abnormal  liver  function  tests 


noted. 4,5  The  only  indication  of  the  severity  of 
liver  disease  present  was  the  marked  body  wasting, 
loss  of  axillary  and  chest  hair,  and  the  marked  tes- 
ticular atrophy  and  loss  of  libido. 

As  to  the  etiology  of  hemochromatosis,  there  are 
various  theories.  Mallory  felt  that  the  disease 
was  due  to  chronic  copper  poisoning.6-8  Eppinger 
attributed  the  etiology  of  hemochromatosis  to  a 
specific  failure  of  the  reticuloendothelial  system, 
which  deals  with  iron,  resulting  from  hemoglobin 
breakdown  and  the  channel  of  release  of  the  iron 
resulting  from  this  breakdown  with  storage  in  the 
body.9  We  can  only  speculate  as  to  the  etiology  of 
hemochromatosis  in  this  patient.  It  is  significant, 
however,  that  the  disease  followed  an  attack  of 
severe  homologous  serum  jaundice  in  1943,  suggesting 
that  this  may  have  initiated  hemosiderin  deposits  in 
various  organs  of  the  body. 

Patients  with  hemochromatosis  have  been  known 
to  die  of  heart  failure  and  other  obvious  symptoms 
of  heart  disease  including  arrhythmias.10-1*  At 
autopsy  the  muscle  cells  of  the  myocardium  reveal 
iron  pigment,  associated  with  swelling  and  degener- 
ation of  the  cells.  The  coronary  arteries  are  not 
reported  to  be  involved  usually.  The  occurrence 
of  ectopic  rhythms,  heart  block,  or  other  manifesta- 
tions were  not  noted  in  this  case,  and  the  myocar- 
dium at  autopsy  revealed  no  abnormalities. 

Summary 

1.  A case  of  hemochromatosis  has  been  pre- 
sented. 

2.  Diagnosis  was  proved  clinically  during  life  by 
skin  pigmentation  biopsy  of  skin,  liver,  and  bone 
marrow,  which  showed  hemosiderin  deposits  in  these 
organs  and  a high  serum  iron. 

3.  In  spite  of  measures  to  reduce  serum  iron  con- 
tent, the  disease  progressed  until  advanced  pigmen- 
tary cirrhosis  of  the  liver  resulted  in  esophageal 
varices  and  ulcers  with  rupture  causing  the  death  of 
the  patient. 

4.  Postmortem  examination  confirmed  the  clin- 
ical diagnosis. 

5.  Possible  relationship  to  an  attack  of  homo- 
logous serum  jaundice  has  been  commented  upon. 
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Solon  S.  Bernstein,  M.D.,  of  New  York  City  and 
Yorktown  Heights,  died  on  July  10  at  the  age  of 
fifty-eight.  Dr.  Bernstein  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1920  and  interned  at  Beth  Israel  Hos- 
pital. He  was  adjunct  physician  at  Mount  Sinai 
Hospital  and  physician-in-charge  at  the  Mount 
Sinai  Hospital  Outpatient  Department.  A Diplo- 
mate  of  the  American  Board  of  Internal  Medicine, 
Dr.  Bernstein  was  a member  of  the  American  Asso- 
ciation for  Research  in  Psychosomatic  Problems, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  T.  Briggs,  M.D.,  of  Hempstead  and 
formerly  of  Brooklyn,  died  on  June  28  at  his  home 
at  the  age  of  seventy-nine.  Dr.  Briggs  received  his 
medical  degree  from  the  Long  Island  College  Hos- 
pital Medical  School  in  1898  and  served  during 
World  War  I as  a captain  in  the  U.S.  Army  Medical 
Corps.  He  had  practiced  in  Brooklyn  for  many 
years  before  moving  to  Hempstead. 

Clayton  R.  Clarke,  M.D.,  formerly  of  Ransom- 
ville,  died  on  June  20  in  Fort  Worth,  Texas,  where 
he  had  resided  with  his  son  for  the  past  four  years, 
at  the  age  of  seventy-seven.  Dr.  Clarke  was  gradu- 
ated from  the  LTniversity  of  Buffalo  School  of  Medi- 
cine in  1897  and  had  practiced  in  Ransomville  until 
his  retirement  in  1949.  During  World  War  I he 
served  as  a first  lieutenant  in  the  U.S.  Army  Medical 
Corps.  For  thirty-five  years  Dr.  Clarke  was  health 
officer  for  the  Town  of  Por+er  and  for  fifteen  years 
for  the  Town  of  Cambria.  He  had  served  on  the 
staffs  of  the  Memorial  and  St.  Mary’s  Hospitals,  in 
Niagara  Falls,  and  the  Lockport  City  Hospital. 
Dr.  Clarke  was  a member  of  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Albert  Grussner,  M.D.,  of  Schenectady,  died  on 
July  10  at  his  summer  home  at  Katskill  Bay,  Lake 
George,  at  the  age  of  seventy.  Dr.  Grussner  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1904  and  had  headed 
the  surgical  staff  of  Ellis  Hospital,  Schenectady,  for 
more  than  thirty  years.  He  was  consulting  surgeon 
at  the  Schenectady  City  Hospital,  Eastern  New 
York  Orthopedic  Hospital,  St.  Clare’s  Hospital,  and 
Ellis  Hospital,  all  in  Schenectady,  and  at  Benedict 
Memorial  Hospital,  Ballston  Spa.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Grussner  was  a 
member  of  the  Schenectady  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Felix  E.  Hoffman,  M.D.,  of  New  York  City,  died 
on  July  19  at  his  home  at  the  age  of  fifty-two.  Dr. 
Hoffman  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1926  and 
interned  at  Montefiore  Hospital,  Beth  David  Hos- 
pital, and  at  the  New  York  Psychiatric  Institute. 


He  was  attending  psychiatrist  at  the  Veterans 
Administration  Hospital,  the  Bronx,  and  assistant 
attending  physician  at  Presbyterian  Hospital.  A 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology,  in  psychiatry,  Dr.  Hoffman  was  a mem- 
ber of  the  American  Psychiatric  Association,  the 
American  Psychoanalytic  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Maria  Dora  Kushell,  M.D.,  of  New  York  City, 
died  on  July  16  in  Beth  Israel  Hospital  at  the  age  of 
fifty-nine.  A native  of  Russia,  Dr.  Kushell  received 
her  medical  degree  from  the  University  of  Kharkov 
in  1918.  She  was  clinical  assistant  attending  surgeon 
at  the  Gouverneur  Hospital  Outpatient  Department. 

William  H.  McCastline,  M.D.,  of  Brandon, 
Vermont,  formerly  of  New  York  City,  died  on  July 
11  at  his  home  at  the  age  of  seventy-seven.  Dr. 
McCastline  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1903. 
In  1912  he  organized  the  student  medical  and  health 
program  at  Columbia  LTniversity  and,  until  his  re- 
tirement in  1948,  was  the  university’s  medical  offi- 
cer. Dr.  McCastline  was  a member  of  the  American 
Public  Health  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Eugene  Francis  Rooney,  M.D.,  of  New  York  City, 
died  on  July  16  at  his  summer  home  in  East  North- 
port,  Long  Island,  at  the  age  of  fifty-eight.  Dr. 
Rooney  received  his  medical  degree  from  the  LTni- 
versity  of  St.  Louis  Medical  School  in  1923.  He 
was  director  of  pediatrics  at  Misericordia  Hospital 
and  attending  pediatrician  at  St.  Vincent’s  Hospital. 
A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Rooney  was  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society-  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Francis  Milton  Walker,  M.D.,  of  Rochester,  died 
on  July-  1 at  his  office  at  the  age  of  seventy-two.  Dr. 
Walker  was  graduated  from  the  University  of  Mary- 
land College  of  Physicians  and  Surgeons  in  1906  and 
interned  at  the  Baltimore  Cityr  Hospital.  He  had 
practiced  in  Rochester  for  forty-three  years. 

Algernon  Storrs  Warinner,  M.D.,  of  Hempstead, 
died  on  July  11  at  his  home  at  the  age  of  fifty-eight. 
Dr.  Warinner  received  his  medical  degree  from  the 
Johns  Hopkins  University  Medical  School  in  1920. 
He  was  chief  of  surgery  at  the  Meadowbrook  and 
Mercy-  Hospitals,  on  the  consulting  staff  of  the  North 
Country-  Community-  Hospital,  Glen  Cove,  and  the 
Nassau  Hospital,  Mineola,  and  consulting  surgeon 
at  the  South  Nassau  Communities  Hospital,  Rock- 
ville Centre,  and  the  Southside  Hospital,  Bay-  Shore. 
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A Fellow  of  the  American  College  of  Surgeons,  Dr. 
Warinner  was  a member  of  the  Queensboro  Surgical 
Society,  the  New  York  Gastroenterological  Society, 
the  Nassau  Surgical  Society,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

David  Wolin,  M.D.,  of  Rochester,  died  on  July  3 
at  the  age  of  sixty-one.  Dr.  Wolin  received  his 
medical  degree  from  the  Jefferson  Medical  School  in 
Philadelphia  in  1914  and  interned  at  the  Cincinnati 
General  Hospital.  During  World  War  I he  served 


as  a first  lieutenant  in  the  U.S.  Army  Medical  Corps. 
Dr.  Wolin  was  assistant  attending  pediatrician  at 
the  Strong  Memorial  Hospital,  consulting  pediatri- 
cian at  the  Rochester  General  Hospital,  and  an 
honorary  member  of  the  staff  of  Highland  Hospital. 
A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Wolin  was  a member  of  the  American  Academy 
of  Pediatrics,  the  Rochester  Academy  of  Medicine, 
the  Rochester  Pathological  Society,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


SUPPLEMENTAL  REPORT 
of  the 

MALPRACTICE  INSURANCE  AND  DEFENSE  BOARD 


The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Thomas  M.  d’ Angelo,  M.D., 

Chairman Jackson  Heights 

John  C.  Brady,  M.D Buffalo 

Christopher  Wood,  M.D White  Plains 

Joseph  A.  Lane,  M.D Rochester 

John  F.  Kelley,  M.D Utica 

Leo  F.  Schiflf,  M.D Plattsburg 

Charles  Gordon  Heyd,  M.D., 

Vice-Chairman New  York  City 

Walter  P.  Anderton,  M.D.,  ex 

officio New  York  City 

Maurice  J.  Dattelbaum,  M.D., 

ex  officio Brooklyn 

William  F.  Martin,  Counsel,  ex 

officio New  York  City 

Harry  F.  Wanvig,  Secretary,  ex 

officio New  York  City 

In  its  annual  report  to  the  House  of  Delegates,  the 
Board  stated: 


“Arrangements  have  been  completed  for  re- 
classifying all  claims  reported  under  policies  is- 
sued prior  to  September  1,  1951,  when  the  present 
classification  system  was  adopted.  This  will  move 
forward  by  over  two  years  the  date  on  which  the 
differential  between  the  surgical  and  nonsurgical 
rates  and  the  adequacy  of  the  surcharges  for  the 
excluded  specialties  can  be  tested.” 

At  the  time  the  report  was  written  the  work  of 
reclassifying  the  reported  losses  and  the  exposures 
(number  of  policies)  for  the  period  July  1,  1949,  to 
September  1,  1951,  was  under  way,  but  it  was  not 
anticipated  that  it  could  be  finished  until  after  the 
meeting  of  the  House  of  Delegates.  Actually,  this 
work  was  completed  on  April  27,  1953,  and  the  re- 


sults were  at  once  submitted  to  Messrs.  Wolfe,  Cor- 
coran, and  Linder  to  be  checked  and  analyzed. 
Their  examination  was  completed  and  embodied  in 
a report  dated  April  30,  1953,  and  presented  to  the 
Board  for  consideration  at  its  meeting  in  Buffalo  on 
Sunday  evening,  May  3. 

The  Board  examined  and  approved  the  revised 
rate  schedule  and,  after  considering  all  of  the  factors 
involved,  decided  to  request  Mr.  Linder  to  present 
the  new  schedule  of  rates  to  the  House  of  Delegates 
on  behalf  of  the  Board.  That  was  done  on  May  5 
and,  upon  the  recommendation  of  the  reference 
committee,  the  revised  schedule  was  approved  by 
the  House  of  Delegates  the  following  day. 

The  following  rates,  therefore,  supersede  those 
quoted  in  the  original  report  of  the  Board  which 
was  published  in  the  New  York  State  Journal  or 
Medicine  on  April  15,  1953: 

Non- 

Surgical  surgical 

Metropolitan  8175  880 

Upstate  100  45 

These  are  the  base  rates  for  $5,000/815,000  limits, 
including  the  contingent  loss  factors,  and  are  applic- 
able to  all  new  and  renewal  insurance  dated  on  and 
after  September  1,  1953. 

The  surcharges  for  the  excluded  specialties  remain 
the  same  as  heretofore,  except  that  for  electroshock 
therapy,  which  has  been  increased,  as  indicated  in 


the  following: 

Superficial  x-ray  therapy 810 

Deep  and  superficial  x-ray  therapy 20 

Electroshock  therapy 75 

Cosmetic  plastic  therapy 30 

Respectfully  submitted, 


Thomas  M.  d’Angelo,  M.D.,  Chairman 


MEDICAL  NEWS 


Urology  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1,000,  including 
first  prize  of  $500,  second  prize  of  $300,  and  third 
prize  of  $200,  for  essays  on  the  result  of  some  clinical 
or  laboratory  research  in  urology.  Competition  is 
limited  to  urologists  who  have  been  in  such  specific 
i practice  for  not  more  than  ten  years,  and  to  men  in 
training  to  become  urologists. 

The  first  prize  essay  will  appear  on  the  program  of 
the  forthcoming  meeting  of  the  American  Urological 
: Association  which  will  be  held  at  the  Waldorf- 
) Astoria  Hotel,  New  York  City,  May  31  to  June  3, 

; 1954. 

Further  information  may  be  obtained  by  writing 
to  the  Executive  Secretary,  William  P.  Didusch, 
1120  North  Charles  Street,  Baltimore,  Maryland. 
(Essays  must  be  submitted  to  him  before  February 
1 1, 1954. 

Muscular  Dystrophy  Associations  of  America, 
Inc. — Research  programs  in  New  York  being 
i financially  supported  by  the  Muscular  Dystrophy 
I Associations  of  America,  Inc.,  as  of  July  1,  1953,  are: 
$61,495  to  the  New  York  Hospital,  Cornell  Medical 
(College,  for  investigation  into  the  pathogenesis  of 
I muscular  dystrophy  by  Dr.  Ade  T.  Milhorat,  and 
1 the  Bird  S.  Coler  Hospital,  New  York  Medical 
College,  for  the  proposed  training  program  in  physi- 
cal medicine  and  rehabilitation  of  muscular  dystro- 
phy patients,  $1,700,  to  be  undertaken  by  Dr. 

I Jerome  S.  Tobis. 

Annual  Prize  Essay  Content — The  American 
Dermatological  Association  is  again  offering  a series 
of  prizes  for  the  best  essays  submitted  for  original 
(work,  not  previously  published,  relative  to  some 
'fundamental  aspect  of  dermatology  or  syphilology. 
The  purpose  of  the  contest  is  to  stimulate  investi- 
gators to  original  work  in  these  fields.  Cash  prizes 
to  be  awarded  are  $500  for  first  prize,  $300  for  second 
'prize,  and  $200  for  third  prize. 

The  manuscripts  to  be  submitted  should  be  sent 
to  Dr.  J.  Lamar  Callaway,  Secretary,  American 
Dermatological  Association,  Duke  Hospital,  Dur- 
ham, North  Carolina,  no  later  than  December  1, 

1953.  Competition  is  open  to  scientists  generally, 
not  necessarily  to  physicians. 

J The  results  will  be  announced  prior  to  January  1, 

1954,  and  the  candidate  winning  first  prize  may  be 
invited  to  present  his  paper  before  the  annual  meet- 
ing, with  expenses  paid,  which  will  be  held  April  13 
to  17,  1954,  at  the  Greenbrier  Hotel,  White  Sulphur 

J Springs,  West  Virginia. 

Further  information  regarding  this  essay  contest 
may  be  obtained  by  writing  to  the  Secretary  of  the 
American  Dermatological  Association. 

Postgraduate  Scholarships — The  Pan  American 
Medical  Association  will  offer  two  three-year  scholar- 
ships, annually,  to  physicians  in  each  of  the  22  na- 
1 tions  of  the  Western  Hemisphere  for  resident  post- 
graduate study  in  American  medical  centers  and 
hospitals.  The  three-year  studies  are  to  be  the 
j equivalent  of  those  of  the  diplomates  of  the  American 
medical  specialty  boards. 


There  will  be  132  Pan  American  physicians  taking 
the  three-year  courses  of  study  by  this  plan,  at  the 
end  of  three  years,  and  each  year,  44  will  return  to 
their  countries  to  practice  and  teach.  It  is  felt  that 
these  physicians  will  help  raise  the  standards  of 
medical  practice  in  their  countries  and  will  also  serve 
as  goodwill  envoys  for  their  country. 

It  is  expected  that  the  plan  will  be  functioning  by 
July  1, 1954. 

American  Board  of  Obstetrics  and  Gynecology — - 

New  York  State  candidates  certified  by  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology  include  the 
following:*  Dr.  Philip  Laseelle,  New  York  City; 
Dr.  Carmelo  E.  LoPresti,  New  York  City;  Dr. 
Joseph  P.  Mahoney,  Douglaston;  Dr.  Memoir  R. 
Marsh,  Brooklyn;  Dr.  John  G.  Masterson,  Brook- 
lyn; Dr.  Charles  S.  Matthews,  Buffalo;  Dr.  Thomas 
J.  May,  Elmhurst;  Dr.  Raymond  W.  Mitchell, 
Hamburg;  Dr.  Sidney  Jan  Peck,  Great  Neck;  Dr. 
William  V.  Redfield,  Syracuse;  Dr.  Charles  Murray 
Robin,  Huntington;  Dr.  Magin  Sagarra,  New  York 
City;  Dr.  I.  Henry  Saxe,  New  York  City;  Dr. 
Myron  E.  Steinberg,  New  York  City;  Dr.  George 
Tartikoff,  Brooklyn;  Dr.  Eben  D.  Tisdale,  Ithaca; 
Dr.  John  M.  Tortora,  Brooklyn;  Dr.  Morris  Unher, 
Buffalo;  Dr.  Joseph  Bert  Watrous,  Jr.,  Binghamton; 
Dr.  Irwin  Weiner,  New  York  City;  Dr.  Daniel  W. 
Wilbur,  Huntington;  Dr.  Lawrence  B.  Winkelstein, 
New  York  City;  Dr.  Howard  I.  Wolf,  Forest  Hills; 
Dr.  George  Salem  Zarou,  Brooklyn,  and  Dr.  Irving 
M.  Zindler,  New  York  City. 

Pan  American  Medical  Visiting  Committee  to 
Caracas,  Venezuela — New  York  City  members  of 
the  Pan  American  Medical  Visiting  Committee  to 
Caracas,  Venezuela,  October  4 to  October  7,  1953, 
are  Dr.  Gerald  H.  Pratt,  “Surgery  of  the  Heart”; 
Dr.  Jan  Negrin,  “Brain  Surgery  and  Mental  Dis- 
eases”; Dr.  Norton  S.  Brown,  “Hypertension- 
Newer  Drugs”;  Dr.  David  Lyall,  “Carcinoma  of  the 
Tongue”;  Dr.  Louis  F.  Bishop,  “The  Management 
of  Patients  Who  Have  Had  Coronary  Infarction”; 
Dr.  Ralph  W.  Gause,  “A  Simple  Diagnostic  Ap- 
proach to  Menstrual  Irregularities”;  Dr.  Thomas  C. 
Case,  “The  Problems  of  Radical  Breast  Surgery”; 
Dr.  William  B.  Terhune,  “Anxiety”;  Dr.  Conrad 
Berens,  “The  Evaluation  of  Certain  Surgical  Pro- 
cedures of  Glaucoma”;  Dr.  B.  H.  Kean,  “Tropical 
Medicine”;  and  Dr.  Henry  Schwab,  “Diabetes.” 

The  presentation  of  the  diploma  to  appoint  a 
Venezuelan  physician  to  be  president  of  the  Pan 
American  Medical  Association  will  take  place 
Monday,  October  5,  following  which  the  scientific 
papers  will  be  presented. 

Announcement — The  South  Dakota  Board  of 
Medical  Examiners  has  announced  the  passage  of 
legislation  creating  an  annual  registration  fee  for 
licensees  in  that  state  in  the  amount  of  $2.00.  The 
registration  takes  effect  January  1,  1954.  If  you 


* The  following  names  were  incorrectly  listed  in  the  July 
15  issue  of  the  Journal,  due  to  a typographical  error. 
These  physicians  are  certified  in  obstetrics  and  gynecology. 
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are  licensed  in  South  Dakota  and  wish  to  maintain 
that  license  by  payment  of  the  registration  fee, 
please  contact  the  South  Dakota  Board  of  Medical 
Examiners,  300  First  National  Bank  Building, 
Sioux  Falls,  South  Dakota. 

Officers  for  1953-1954  Elected — The  new  officers 
for  the  Eastern  New  York  Eye,  Ear,  Nose,  and 
Throat  Association  will  be:  Dr.  S.  L.  Edmunds, 

Glens  Falls,  president;  Dr.  John  Cetner,  Albany, 
vice-president;  and  Dr.  Frank  Furlong,  Schenec- 
tady, secretary-treasurer. 

International  Cruise-Congress  to  South  America 
and  the  West  Indies — The  ninth  International 
Cruise-Congress  of  the  Pan  American  Medical  Asso- 
ciation to  South  America  and  the  West  Indies, 
aboard  the  S.S.  Nieuw  Amsterdam,  will  sail  from 
New  York  City,  January  6,  1954,  and  return  to  New 
York,  January  22. 

Scientific  sessions  and  panel  discussions  covering 
all  branches  of  medicine  and  surgery  will  be  held 
both  at  sea  and  in  port,  offering  opportunity  to 
participate  with  leaders  in  each  field  in  the  review 
of  current  developments  of  therapy  research  and  in 
the  discussions  of  original  papers.  Sound  moving 
pictures  in  color  showing  new  technics  and  the  re- 
sults of  clinical  and  laboratory  research  will  be  pre- 
sented. Physicians  in  Caracas,  Venezuela;  San 
Juan,  Puerto  Rico;  Trujillo  City,  Dominican  Re- 
public, and  Havana,  Cuba,  will  arrange  interesting 
medical  sessions,  as  well  as  social  and  entertainment 
programs. 

Van  Meter  Prize  Award — The  Van  Meter  Prize 
Award  of  8300,  and  two  honorable  mentions,  will 
again  be  offered  by  the  American  Goiter  Association 
for  the  best  essays  submitted  concerning  original 
work  on  problems  related  to  the  thyroid  gland. 
The  award  will  be  made  at  the  annual  meeting  of  the 
Association,  which  will  be  held  in  Boston,  Massa- 
chusetts, April  29,  30,  and  May  1,  1954,  providing 
essays  of  sufficient  merit  are  presented  in  the  com- 
petition. 

The  essays  may  cover  either  clinical  or  research 
investigations,  should  not  exceed  3,000  words  in 
length,  must  be  presented  in  English,  and  typewrit- 
ten double  spaced  copy  in  duplicate.  Papers  are  to 
be  submitted  to  the  Corresponding  Secretary,  Dr. 
John  C.  McClintock,  149V2  Washington  Avenue, 
Albanv  10,  New  York,  not  later  than  Januarv  15, 
1954.  ' 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  the  presentation  of  the  prize 
award  essay  by  the  author,  if  it  is  possible  for  him 
to  attend  The  essay  wall  be  published  in  the  annual 
proceedings  of  the  Association. 

American  Medical  Education  Foundation — Con- 
tributors from  New  York  State  to  the  American 
Medical  Education  Foundation  for  the  month  of 
June  were:  Drs.  Inge  A.  Bogner,  Isidore  M.  Bren- 
ner, Patrick  M.  Carroll,  Albert  Cornell,  John  S. 
Davis,  Jr.,  Juan  F.  Julia,  J.  A.  Kapland,  Joseph  T. 
Kauer,  John  A.  Kelly,  John  J.  Kulcsar,  Joseph 
Laval,  Joseph  Lawrence,  Horace  Leigh,  Arthur  H. 
Milbert,  Melvin  M.  Newquist,  Thomas  C.  Peightal, 
Kermit  L.  Pines,  D.  J.  Richardson,  Jacob  Rosen- 
bluth,  Albert  J.  Schein,  Julian  L.  Stamm,  Mario  E. 
Stella,  Charles  F.  Stewart,  Robert  S.  Wilkinson,  and 
F.  D.  Zeman,  all  of  New  York  City. 

Also:  Dr.  Lewis  D.  Foote,  Staten  Island;  Drs. 
R.  A.  McLean,  Philip  Menter,  and  Edward  J. 
Wynkoop,  Syracuse;  Dr.  Cathryn  V.  Riley, 
Patchogue;  Dr.  Arthur  Schneller,  Long  Island; 


Dr.  Horace  W.  Whiteley,  Jordan,  and  Dr.  Paul  J. 
Wolfgruber,  Arkport. 

Proctologic  Research  Fellowship — The  Interna- 
tional Academy  of  Proctology  announces  the  estab- 
lishment and  award  of  a one-vear  Proctologic  Re- 
search Fellowship  of  SI, 200.  This  grant  has  been 
awarded  to  the  Jersey  City  Medical  Center.  New 
Jersey,  to  be  administered  under  the  direction  of 
Dr.  Earl  J.  Halligan,  Surgical  Director. 

Another  fellowship  grant  of  a similar  amount  will 
be  awarded  at  the  next  annual  meeting  of  the 
Academy,  to  provide  at  least  two  research  fellow- 
ship studies  in  progress  in  different  institutions  un- 
der the  auspices  of  the  International  Academy  of 
Proctology. 

St.  Lawrence  County  Medical  Society — A testi- 
monial dinner  was  held  on  June  22  at  the  Arlington 
Inn,  Potsdam,  honoring  the  members  of  the  St. 
Lawrence  County  Medical  Society  who  had  gradu- 
ated from  medical  school  forty  or  more  years  ago. 

Citations  were  awarded  to:  Dr.  Frederic  F. 

Drury,  Gouvemeur;  Dr.  Franklin  D.  Earl,  Ogdens- 
burg;  Dr.  William  G.  Gooper,  Ogdensburg;  Dr. 
Will  H.  Schwartz,  Colton;  Dr.  Thomas  A.  Lewis, 
Hammond;  Dr.  Frederick  C.  Mason,  Massena; 
Dr.  Stanley  W.  Saver,  Gouvemeur;  Dr.  Charles  E. 
Elkins,  Massena;  Dr.  Frederick  E.  Clark,  Ogdens- 
burg; Dr.  Roland  L.  Stacy,  Ogdensburg;  Dr. 
Harold  R.  Depue,  Canton;  Dr.  Irving  L.  Farr, 
Brier  Hill;  Dr.  Lajos  L.  Samets,  Massena;  Dr. 
Lloyd  T.  McNulty,  Potsdam;  Dr.  Jay  E.  Meeker, 
Ogdensburg,  and  Dr.  William  F.  McKenna,  Ogdens- 
burg. 

Speakers  at  the  dinner  were:  Dr.  Walter  P. 

Anderton,  secretary,  Medical  Society  of  the  State  of 
New  York;  Dr.  Dan  Mellen,  Rome,  president- 
elect, Medical  Society  of  State  of  New  York,  and 
Daniel  A.  Poling,  editor,  churchman,  and  humani- 
tarian. 

Attendance  at  A.M.A.  Annual  Meeting  Record- 
Breaking — The  largest  number  of  physicians  that 
ever  attended  any  medical  meeting  in  the  world  was 
recorded  at  the  four  and  one-half-day  annual  meet- 
ing of  the  American  Medical  Association,  held  in 
New  York  City,  June  1 to  June  5,  with  17,958  at- 
tending. 


The  breakdown  of  attendance  is 

as  follows: 

A.M.A.  members 

17,958 

Residents 

2,274 

Interns 

769 

Technicians 

801 

Students 

1,386 

Nurses 

1,027 

Physicians  guests 

17,929 

Exhibitors 

4,307 

Exhibitors  guests 

2,529 

Total  48,980 

Medical  Journalism  Meeting — Following  the 
seventh  General  Assembly  of  the  World  Medical 
Association  at  The  Hague,  Netherlands,  August  31 
to  September  5,  1953,  there  will  be  a meeting  of  the 
medical  editors  of  the  world,  Mondav,  September^, 
1953. 

Although  the  World  Medical  Association  is  unable 
to  pay  any  expenses  of  those  attending  the  meeting, 
it  hopes  that  as  many  editors  as  possible  will  attend. 

American  College  of  Chest  Physicians — The 

eighth  annual  postgraduate  course  on  “Diseases  of 
[Continued  on  page  1892] 
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IN  A HOST  OF  DERMAL  AFFECTIONS 

Tar,  since  the  days  of  Hippocrates,  has  been  the  basic 
medication  in  dermatologic  practice.  It  is  anti-inflammatory 
and  decongestant,  and  stimulates  lymph  circulation  in 
cutaneous  and  subcutaneous  tissues.  New  modes  of  therapy 
continue  to  come  to  the  doctor’s  attention  but  tar  has  held 
its  position  through  decades  of  usefulness  as  the  medication 
of  choice  in  the  widest  range  of  dermatologic  indications. 

Today,  all  the  advantages  of  tar  are  available  in  Tarbonis, 
without  any  of  the  drawbacks  which  beset  the  crude  drug. 
Consisting  of  a specially  processed  liquor  carbonis  detergens 
(five  per  cent),  together  with  lanolin  and  menthol,  in  a van- 
ishing cream  base,  Tarbonis  is 

• Aesthetically  acceptable,  since  it  is  greaseless,  free 

from  tarry  odor;  l 

• Stainless,  does  not  soil  linen  or  clothing; 

• Nonirritant,  can  be  used  on  tenderest  skin  areas; 

• As  efficacious  as  crude  tar. 


In  ... 

Eczema 

Infantile  Eczema 

Psoriasis 

Folliculitis 

Seborrheic  Dermatitis 

Intertrigo 

Pityriasis 

Dyshidrosis 

Tinea  Cruris 

Varicose  Ulcers 


Tarbonis  is  available  on  prescription  through  all  pharmacies. 
For  dispensing  purposes  Tarbonis,  packaged  in  1 lb.  and  6 lb. 
jars,  is  available  through  Physicians’  and  Hospital  Supply 
Houses. 

THE  TARBONIS  COMPANY 


4300  Euclid  Avenue 


Cleveland  3,  Ohio 


TARBONIS 


I 1 

THE  TARBONIS  CO.,  Dept.  NYSJM 
4300  Euclid  Ave.,  Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 


Physicians  are  invited  to  send  for 
clinical  test  samples  to  demon- 
strate the  antipruritic,  decongest- 
ant, and  resolving  properties  of 
Tarbonis. 


Address. 

City 

I 


-M.D. 


-Zone- 


-State- 
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[Continued  from  page  1890  J 

the  Chest”  will  be  held  at  the  Hotel  Knickerbocker, 
Chicago,  Illinois,  September  28  through  October  2, 
1953,  and  the  sixth  annual  postgraduate  course  on 
‘‘Diseases  of  the  Chest”  will  be  held  at  the  Hotel 
New  Yorker,  New  York  City,  November  2 through 
6,  1953.  Sponsored  by  the  Council  on  Postgraduate 
Medical  Education  of  the  American  College  of 
Chest  Physicians,  in  cooperation  with  the  respective 
state  chapters  of  the  College,  as  well  as  the  staffs 
and  faculties  of  the  local  hospitals  and  medical 
schools,  these  annual  postgraduate  courses  endeavor 
to  bring  physicians  up  to  date  on  the  recent  advance- 
ments in  the  management  and  treatment  of  heart 
and  lung  disease. 

Further  information  may  be  secured  by  writing 
to  the  Executive  Director,  American  College  of 
Chest  Physcians,  112  East  Chestnut  Street,  Chicago 
11,  Illinois. 


American  College  of  Cardiology — The  second 
annual  meeting  of  the  American  College  of  Cardi- 
ology was  held  in  Washington,  D.C.,  June  7 through 
9,  at  which  time  the  following  officers  were  elected: 
Dr.  Robert  P.  Glover,  clinical  professor  of  surgery, 
Hahnemann  Medical  College  and  Hospital,  Phila- 
delphia, president;  Dr.  Ashton  Gravbiel,  director  of 
research,  U.S.  Naval  School  of  Aviation  Medicine, 
Pensacola,  Florida,  president-elect;  Dr.  Hubert 
Mann,  New  York  City,  one  of  the  vice-presidents. 

Dr.  Philip  Reichert,  New  York  City,  was  re- 
elected secretary.  Dr.  Seymour  Fiske,  treasurer.  Dr. 
Simon  Dack,  assistant-secretary,  both  of  New  York 
City,  and  Dr.  William  L.  Wheeler,  Jr.,  New  York 
City',  assistant-treasurer.  Drs.  Irving  Brotman, 


George  W.  Calver,  and  Joseph  P.  Harvey  were 
elected  trustees  for  two  years. 

Eighteenth  Annual  Convention  of  the  National 
Gastroenterological  Association — The  National  Gas- 
troenterological Association  will  hold  its  eighteenth 
annual  convention  and  scientific  sessions  at  the 
Biltmore  Hotel  in  Los  Angeles  on  October  12, 13,  14, 
1953.  The  program  will  include  a ‘‘Symposium  on 
Cirrhosis  of  the  Liver”;  panel  discussions  on 
‘‘Peptic  Llcer”;  ‘‘Diseases  of  the  Large  Bowel,”  and 
“Latest  Developments  in  Cancer  Research.”  There 
will  be  additional  papers  on  interesting  subjects  in 
gastroenterology  and  related  fields. 

Following  the  convention,  on  October  15,  16,  17, 
1953,  the  Association’s  fifth  annual  course  in  post- 
graduate gastroenterology'  will  be  given  at  the  Bilt- 
more Hotel  and  the  College  of  Medical  Evangelists 
in  Los  Angeles.  The  course  will  be  under  the  per- 
sonal direction  of  Drs.  Owen  H.  Wangensteen  of 
Minneapolis,  Minnesota,  and  I.  Snapper  of  Chicago, 
Illinois,  who  will  be  assisted  by  a faculty  from  the 
medical  schools  in  and  around  Los  Angeles. 

The  scientific  sessions  on  October  12,  13,  and  14 
are  open  to  all  physicians  without  charge.  The  post- 
graduate course  will  only'  be  open  to  those  who  have 
matriculated  in  advance. 

Further  information  concerning  the  program  and 
details  of  the  postgraduate  course  may  be  obtained 
by  writing  to  the  Executive  Officer,  National  Gas- 
troenterological Association,  1819  Broadway,  New 
York  23,  New  York. 

Third  Latin  American  Congress  of  Otorhino- 
laryngology— The  Third  Latin  American  Otorhino- 
laryngology' Congress  will  be  held  in  Caracas 
Venezuela,  February  21  to  25,  1954. 


PERSONALITIES 


Awarded 

Dr.  Charles  D.  West,  instructor  in  medicine, 
Cornell  University,  an  818,000  research  grant  from 
the  American  Cancer  Society. 

Honored 

Dr.  Maurice  J.  Costello,  an  associate  professor  at 
the  Medical  School  of  New  York  University- 
Bellevue  Medical  Center,  and  Dr.  F.  Joseph  Mc- 
Carthy, medical  director,  St.  Joseph’s  Hospital  for 
Chest  Diseases,  Bronx,  at  a luncheon  given  by  the 
Brothers  of  the  Christian  Schools  at  Manhattan 
College,  Bronx,  in  July' . . . Dr.  John  F.  Erdmann,  at 
the  dedication  of  an  operating  room  at  the  L’niver- 
sity  Hospital  to  be  known  as  “Doctor  John  F.  Erd- 
mann Surgical  Amphitheater,”  at  which  time  Dr. 
Edward  M.  Bernecker,  administrator,  New  York 
Universitv-Bellevue  Medical  Center,  and  Dr.  J. 
William  Hinton,  director  of  surgery',  were  the 
speakers,  in  July. 

Appointed 

Dr.  Richard  C.  deBodo,  New  York  City',  as  full 
professor,  in  the  College  of  Medicine  of  New  York 
L'niversity-Bellevue  Medical  Center . Dr.  Justin 
McIntosh,  professor  of  pediatrics  and  director  of  the 
pediatrics  department,  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  Dr.  Conrad 
Riley,  assistant  professor  of  pediatrics  and  staff 
pediatrician,  Babies  Hospital,  to  the  medical  ad- 
visory board  of  the  Nephrosis  Research  Fund,  Inc. 

Dr.  Frank  W.  Reynolds,  Geneva,  Switzerland, 
as  medical  director  of  Saratoga  Springs  Spa . . . Dr. 


James  J.  Quinlivan,  Buffalo,  a provisional  appoint- 
ment as  director.  New  York  State  Department  of 
Health,  Office  of  Public  Health  Education . . . Dr. 
Anthony  J.  J.  Rourke,  president,  Hospital  Council 
of  Greater  New  York,  New  York  City',  as  a member 
of  the  Civilian  Health  and  Medical  Advisory  Council, 
by'  the  Secretary  of  Defense  . . Dr.  A.  Harry  Ruben- 
stein,  as  professor  and  chairman  of  the  department 
of  otolaryngology,  and  Dr.  Robert  0.  Gregg,  as 
professor  and  part-time  chairman  of  the  department 
of  surgery,  for  the  State  University  of  New  York 
College  of  Medicine,  Syracuse, . . . Dr.  Desmond 
Slevin,  former  resident  in  psychiatry'  at  Central 
Islip  State  Hospital,  to  the  medical  department  of 
Winthrop-Steams,  Inc.,  as  assistant  to  Dr.  E.  J. 
Foley',  medical  director.  Dr.  Louis  F.  Verdel, 
manager  of  the  Veterans  Administration  Hospital, 
Northport,  Long  Island,  as  manager  of  the  Veterans 
Administration  Hospital,  Salisbury,  North  Carolina. 

Elected 

Dr.  Donald  R.  McKay,  New  York  City,  as  chair- 
man, Board  of  Regents,  American  College  of  Chest 
Physicians.  Dr.  John  X’.  Shell,  Freeport,  retiring 
president  of  the  Nassau  County  Medical  Society,  as 
president  of  the  Nassau  County'  Academy  of  Medi- 
cine. . . Dr.  Thomas  M.  Rivers,  as  vice-president  and 
director,  and  Dr.  George  H.  Whipple,  formerly  vice- 
president,  as  vice-chairman,  of  the  Rockefeller 
Institute  for  Medical  Research. 

Resigned 

Dr.  Arthur  J.  Vorwald,  as  director  of  the  Trudeau 
Foundation  and  the  Saranac  Laboratory,  in  July. 
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BOOKS  REVIEWED 


Living  With  Diabetes.  By  Edward  Tolstoi, 
M.D.  Octavo  of  90  pages.  New  York,  Crown 
Publishers,  1952.  Cloth,  S2.00. 

This  small  monograph  takes  violent  and  unwar- 
ranted exception  to  the  abundantly  documented 
clinical  experiences  of  physicians  the  world  over. 
Written  in  easy  style  and  without  any  scientific 
exhibit,  it  can  represent  only  the  wishful  thinking 
of  the  author  rather  than  proved  fact.  Physicians 
who  have  carefully  individualized  their  patients  over 
many  patient-years  are  fully  aware  of  the  stark 
truth  that  precocious  vascular  degenerative  disease 
and  loss  of  vision  are  generally  the  penalty  for 
dietary  inebriety  and  wanton  self-indulgence  on  the 
part  of  the  patient.  A philosophy  of  euphoria  and 
abandon  on  the  part  of  the  physician  may  actually 
deprive  the  patient  of  his  only  known  and  last  op- 
portunity to  delay  the  fateful  issue.  It  is,  of  course, 
very  appealing  to  the  patient  to  suggest  to  him  that 
he  need  not  abandon  the  faulty  dietary  habits 
which  may  actually  have  precipitated  the  disease- 
state. 

The  author  seems  to  have  lost  sight  of  the  fact  that 
no  clinician  nowadays  believes  in  a “starvation” 
diet,  and  that  the  carefully  adjusted  diabetic  diet 
is  probably  the  most  “normal”  dietary  in  existence, 
since  it  embraces  every  factor  known  to  the  science 
of  nutrition.  Nor  is  its  mild  quantitative  without 
great  qualitative  restriction  ever  painful.  The 
prescribed  diet  is  not  an  “Eleventh  Commandment” 
to  be  added  to  the  Decalogue  of  Moses  but  merely 
a suggested  order  of  life  which  will  usually  pay 
dividends  in  added  years  of  comfortable  living  if 
reasonably  adhered  to.  The  diabetic  steeped  in 
bad  food-habits  is  certainly  a very  poor  “guesser” 
as  to  what  is  a “normal”  dietary  for  him.  It  is  scien- 
tifically unrealistic  to  tell  him  to  “eat,  drink,  and 
be  merry”  entirely  disregarding  excessive  glucose 
in  the  urine  and  biood  in  favor  of  a purely  sympto- 
matic treatment.  He  must  inevitably  thereby 
become  a complete  “insulin  cripple”  having  wan- 
tonly destroyed  his  own  intrinsic  insulin-producing 
mechanism. 

Why  is  it  that  organized  industry  finds  absentee- 
ism and  morbidity  among  uncontrolled  diabetics 
at  least  six  times  higher  than  among  those  who 
strive  for  even  reasonable  chemical  control  of  their 
disease  (Joseph  T.  Beardwood)?  Why  is  it  that  in 
large  groups  of  patients  “with  diabetes  of  twenty  to 
thirty-four  years  duration,  advanced  lesions  of  both 
the  blood  vessels  and  eyes  were  observed  more  than 
twice  as  frequently  in  the  ‘free  diet’ — as  t hey  were 
in  the  controlled  group”  (Wilson,  Root,  Marble)? 

A casual  reading  of  the  author’s  reference  to  4,000 
cases  which  have  followed  his  philosophy  with  suc- 
cess might  suggest  to  the  reader  that  these  4,000 


clinical  cases  had  been  followed  over  many  patient- 
years.  It  should  be  as  plain  to  the  author  as  it  is  to 
others  that  once  diabetic  retinopathy  raises  its  ugly 
head  after  a laissez  faire  symptomatic  treatment 
with  insulin  alone,  he  never  again  sees  the  bulk 
of  these  disillusioned  patients.  They  then  seek 
more  meticulous  dietary  management,  alas,  too  late! 

It  is  most  unfortunate  that  the  author’s  fine 
“build-up”  to  a wrong  conclusion  cannot  end  with 
the  conventional  "and  they  lived  happily  ever 
after.”  For  how  can  an  individual  “live  happily” 
sans  vision  or  limb,  especially  when  he  comes  to  the 
staggering  realization  that  with  just  a little  more 
care  and  a little  less  self-indulgence  he  might  have 
delayed  his  unfortunate  plight,  perhaps  by  another 
decade  or  two? 

The  reviewer  feels  that  this  booklet  with  its  un- 
warranted euphoria  and  exaggerated  appeal  to  the 
uninitiated  will  do  much  to  increase  morbidity  and 
mortality  from  diabetes  in  this  country.  Perhaps 
the  greatest  danger  is  that  its  conclusions  may  be 
accepted  as  established  fact  by  the  physician  who 
may  not  be  specializing  or  particularly  interested  in 
diabetes.  Let  us  not  in  the  semblance  of  progress 
retrogress  or  be  catapulted  back  into  the  dark  ages 
of  symptomatic  medicine. 

George  E.  Anderson 

Pain  Sensations  and  Reactions.  Bv  James  D. 
Hardy,  Ph.D.,  Harold  G.  Wolff,  M.D.',  and  Helen 
Goodell,  B.S.  Octavo  of  435  pages,  illustrated. 
Baltimore,  Williams  <fc  Wilkins  Co.,  1952.  Cloth, 
$6.50. 

This  monograph  is  a report  on  the  progress  of  our 
knowledge  of  pain.  It  traces  the  historical 
concepts  of  the  pain  sensation  and  describes  the 
evolution  of  the  theories  that  have  led  to  the  for- 
mulation of  this  comprehensive  theory  of  the  pain 
experience.  These  investigators  define  a unit  of 
pain  sensation  and  measure  pain  intensity.  Now, 
comparable  quantitative  studies  can  be  made. 
Clinicians  can  appreciate  the  basic  studies  involved. 
There  is  a thorough  and  careful  bibliography  and 
index. 

Max  Rosen 

Poliomyelitis.  Papers  and  Discussions  Pre- 
sented at  the  Second  International  Poliomyelitis 
Conference.  Compiled  and  Edited  for  the  Inter- 
national Poliomyelitis  Congress.  Quarto  of  555 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Co.,  1952.  Cloth,  $7.50. 

The  most  important  advances  in  the  knowledge  of 
poliomyelitis  are  contained  in  the  papers,  discussions, 
{Continued  on  page  1896] 
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the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°u  J 


Sr 


'S  / 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 

tar  specks  and  aged  for  six  months.  ...  . ....  , ....  . _ ...  , . 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s Formula  consisting  ot  zinc 

oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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and  scientific  exhibitions  described  and  contained 
in  this  five  hundred  and  fifty  page  volume. 

The  contents  are  divided  into  four  symposia  and 
three  reviews,  followed  by  the  scientific  exhibits. 

The  tables,  charts,  and  illustrations  are  generous 
in  number,  illuminating,  and  important.  They 
include  subjects  too  numerous  to  review  but  most 
important  especially  for  those  physicians  who  take 
care  of  cases  of  poliomyelitis. 

This  volume  is  a treasure  house  of  information  on 
poliomyelitis.  A copy  of  it  should  be  in  every 
medical  school,  hospital,  and  medical  society  library 
— in  fact  in  every  science  library.  Any  physician 
interested  in  poliomyelitis  cannot  afford  and  would 
not  wish  to  be  without  a copy  in  his  own  library. 

Kenneth  G.  Jennings 

Principles  and  Practice  of  Anesthesiology.  By 

Vincent  J.  Collins,  M.D.  Octavo  of  528  pages,  illus- 
trated. Philadelphia,  Lea  <fc  Febiger,  1952.  Cloth, 
$10. 

Anesthesiology  contains  some  information  on 
even-  field  related  to  anesthesiology  with  consider- 
able detailed  information  on  the  art  and  practice 
of  this  specialty.  It  should  appeal  to  the  anesthesi- 
ologist for  its  facile  type  of  reference  and  all-in- 
clusive information,  and  to  the  student  for  its  con- 
cise, topographic  outlines,  and  well-directed  in- 
struction in  and  description  of  the  theoretic,  basic, 
and  practical  aspects  of  anesthesia.  Even.-  phase 
from  history  to  the  exact  method  of  adjusting  an 
oxygen  tent  is  explicitly  described  so  that  the 
uninitiated  could  employ  essential  apparatus  under 
emergency  conditions.  Criticism  may  be  directed 
to  the  many  errors  in  typography  and  spelling  which, 
in  several  instances,  result  in  ambiguity. 

Irving  M.  Pallin 

The  Essentials  of  Medical  Diagnosis.  A Manual 
for  Students  and  Practitioners.  By  Rt.  Hon. 
Lord  Horder,  M.D.,  and  A.  E.  Gow,  M.D.  Second 
edition,  revised  with  the  assistance  of  Ronald 
Bodley  Scott,  D.M.  (Oxon.).  Duodecimo  of  462 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1952.  Cloth,  $6.00. 

This  book  may  find  use  in  an  acute  hospital  prac- 
tice but  is  of  very  little  assistance  to  the  ordinary 
practice  of  medicine.  The  attempt  of  the  authors 
to  include  too  many  subjects  limits  the  treatment 
of  many  important  phases  of  medicine  to  a few  pages 
because  of  the  extremely  small  size  of  the  book. 

Actual  problems  met  in  practice  are  not  found. 
For  instance,  the  first  few  patients  encountered  on  a 
morning  of  private  practice  at  the  office  include  four 
subjects  not  even  mentioned,  e.g.:  (1)  essential 
obesity  (dietary);  (2)  adiposes  dolorosa ; (3)  steril- 
ity, and  (4)  dementia  praecox. 

No  explanation  of  logical  order  could  be  deter- 
mined as  to  why  these  practical  problems  and  a 
host  of  others  are  not  included  while  some  other 
obscure  points  are  given  space. 

Theodore  M.  Feinblatt 

Practical  Procedures.  Edited  by  Sir  Heneage 
Ogilvie,  D.M.,  and  William  A.  R.  Thomson,  M.D. 
Second  edition.  Octavo  of  380  pages,  illustrated. 
London,  Evre  <fc  Spottiswoode,  1952.  Cloth,  25/ — . 

( The  Practitioner  Handbooks) 

This  is  an  excellent,  sensible,  and  interesting 
compendium  of  various  technics  of  the  major  pro- 
cedures used  in  practice  today. 


On  the  whole,  the  articles  are  all  good  for  the 
routine  practice  of  the  average  doctor;  the  use  and 
abuse  of  the  pessary,  its  proper  insertion  technic, 
and  how  long  it  may  safely  be  worn;  the  procto- 
scope, a most  useful  and  enlightening  tool,  or  a 
possible  weapon  that  can  do  irreparable  damage  in 
the  hands  of  the  unskilled  or  overenthusiastic  user; 
these  and  a hundred  other  ‘"do’s”  and  “don’t’s” 
make  a book  that  is  well  worth  the  reading  with 
tremendous  and  sober  profit,  by  those  who  really 
want  to  improve  their  usefulness  to  their  fellow  men, 
and  who  realize  the  great  responsibility  which  we 
assume  when  we  set  ourselves  up  as  physicians. 
Its  style  is  good  and  read}-,  though  a little  stodgy 
at  times,  but  it  packs  a real  message  and  really 
holds  the  mirror  up  to  nature  to  let  us  see  ourselves 
as  we  are,  just  finite  men,  and  not  little  gods  set  up 
on  a pinnacle  to  reflect  the  morning  sun.  Remem- 
ber, we  are  reflecting  and  not  making  this  great 
light. 

Thomas  F.  Kevins 

Case  Histories  in  Psychosomatic  Medicine. 

By  the  Staff  of  the  Psychiatric  Sendee,  Massa- 
chusetts General  Hospital,  Boston.  Edited  by 
Henry  H.  W.  Miles,  M.D.,  Stanley  Cobb,  M.D.,  and 
Harley  C.  Shands,  M.D.  Octavo  of  306  pages. 
New  York,  W.  W.  Norton  & Co.,  1952.  Cloth, 
$4.50. 

Through  the  medium  of  twenty-one  case  histories, 
which  have  been  carefully  selected  on  the  basis  of 
their  general  interest,  the  reader  is  brought  in  con- 
tact with  the  modem  approach  and  the  more  ad- 
vanced technics  employed  in  evaluating  the  relation, 
if  any,  between  physical  disease  and  the  emotions. 
The  method  of  presentation  of  the  subject  matter  is 
in  the  form  of  questions  and  answers  by  the  staff 
in  the  presence  of  the  patients  as  they  appear  before 
the  Psychiatric  Service  Committee  of  the  Massa- 
chusetts General  Hospital.  This  is  followed  by  a 
discussion  period.  The  presentation  of  the  cases  is 
brief  and  vivid. 

In  the  words  of  the  editors,  psychiatry  should  be 
considered  "an  essential  part  of  the  science  of  human 
biolog}-”  and  not  a field  apart.  This  calls  for  a 
re-evaluation  andreorientation  of  present-day  seman- 
tics as  applied  to  such  terms  as  “organic,”  “func- 
tional,” “lesions,”  and  “emotions”  on  the  basis  of 
the  more  comprehensive  present  understanding  of 
the  relations  between  emotions  and  clinical  medicine. 
Thus,  in  order  to  initiate  sound  rapport  between  a 
patient  and  a psychiatrist,  in  some  instances  practi- 
tioners, when  about  to  refer  a patient  to  a psychia- 
trist, have  used  such  phrases  as,  “a  doctor  specializ- 
ing in  emotional  disturbances,”  “a  physician  who 
has  had  experience  in  treating  mental  diseases,” 
as  a more  satisfactory  approach  than  referring  the 
noninformed  or  biased  patient  to  a “psychiatrist.” 

This  is  an  explorative  but  not  a definitive  work. 
However,  it  will  be  a valuable  addition  to  the  refer- 
ence library  of  the  medical  practitioner,  psychiatrist, 
and  coworker  in  the  medical  field. 

Harold  R.  Merwarth 

Symptoms  and  Signs  in  Clinical  Medicine.  An 
Introduction  to  Medical  Diagnosis.  By  E.  Noble 

Chamberlain,  M.D.  Fifth  edition.  Octavo  of 
480  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1952.  Cloth,  $8.00. 

This  is  the  fifth  edition  of  a standard  text,  which 
has  been  read  with  profit  by  numerous  students. 

[Continued  on  page  1898] 
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HOLBROOK 

Fiv*  Acres  of  Pinewooded  Ground* 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 1 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


WEST  BILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  Thc/’sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


Hall-Brooke  • • • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt, M.D Med. Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 
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electrocardiograph 


Your  local 
Service 
Center  is: 


NEW  YORK  CITY -1860  Broadway 
Phone  Circle  7-5794,  5795 
ROCHESTER  — 3 Juniper  Street 
Phone  Culver  8431 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcU^Ucia  Zdcfe/iAife — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  24)676 


HALCYON  REST 

764  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MancU  School  ” *-n  y c 

Circle  7-3434 

Licensed  by  the  State  of  New  York 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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BOOKS  REVIEWED 


[Continued  from  page  1896] 

The  improvements  since  the  last  edition  have  all 
been  valuable  and  the  volume  may  be  recommended 
more  highly  than  before. 

Milton  Plotz 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1952.  Three-Year 
Cumulative  Index  (1950,  1951  and  1952).  Octavo. 
Illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1952.  Published  bimonthly  (six  numbers  a year). 
Cloth,  $18  net;  paper,  $15  net. 

This  November,  1952,  Philadelphia  number  of  the 
Medical  Clinics  of  North  America,  a symposium 
in  pediatrics,  affords  an  excellent  opportunity  to 
review  the  substantial  progress  recorded  in  twenty- 
eight  different  pediatric  subspecialities  since  the 
last  pediatric  symposium  number  issued  in  Januarv, 
1950. 

Physicians,  experts  not  only  in  pediatrics  but  also 
in  their  particular  pediatric  subspecialties,  from  the 
region  in  and  about  Philadelphia  have  contributed 
all  the  articles. 

It  is  to  be  hoped  that  this  excellently  edited 
volume  of  important  pediatric  subjects  will  attain  a 
wide  distribution  for  it  will  help  to  better  pediatric 
practice  wherever  it  finds  a reader. 

Kenneth  G.  Jennings 

Appraising  Personality.  The  Use  of  Psycho- 
logical Tests  in  the  Practice  of  Medicine.  By 

Molly  Harrower,  Ph.D.  Octavo  of  197  pages, 
illustrated.  New  York,  W.  W.  Norton  Co.,  1952. 
Cloth,  $4.00. 

The  book  is  addressed  to  social  workers,  physi- 
cians, personnel  workers,  guidance  counsellors, 
and  others  who  have  occasion  to  deal  with  problems 
of  personality.  The  author  is  research  director  of 


the  New  York  Court  of  Domestic  Relations  and 
holds  other  positions  of  importance  in  her  eapacitv 
as  a psychologist.  She  is,  therefore,  well  qualified 
to  deal  with  the  subject  she  has  chosen  for  h -r  book. 

She  has  presented  her  material  in  an  interesting 
manner.  It  is  in  the  form  of  question  and  answer 
between  the  psychologist  and  a physician.  En- 
lightenment is  thrown  on  the  functions  of  the 
psychologist  and  the  various  procedures  used  in 
evaluating  personality  in  a more  accurate  way  than 
can  be  accomplished  by  the  intuition  of  the  doctor. 
Case  histories  enhance  the  value  of  the  book. 

Primarily  the  book  is  intended  to  “explain”  the 
work  of  the  psychologist  to  the  medical  and  lay 
population.  To  that  end  Dr.  Harrower  has  suc- 
ceeded admirably.  Her  hope  that  there  will  be 
closer  cooperation  and  understanding  between  the 
psychiatrist  as  well  as  the  general  medical  practi- 
tioner and  the  psychologist  is  one  that  should  bear 
fruition. 

Joseph  L.  Abramson 

Ear,  Nose  and  Throat  Diseases.  For  the  General 
Practitioner.  By  William  McKenzie,  B.Chir. 
(Cantab.).  Duodecimo  of  136  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  Ltd.,  (Baltimore, 
Williams  <fc  Wilkins  Co.),  1952.  Cloth,  $2.00. 

This  practical  manual  for  the  general  practitioner 
is  written  in  a pleasant  conversational  style  and  is 
illustrated  with  good  case  reports.  It  is  instructive 
and  painlessly  so.  It  considers  ear,  nose,  and  throat 
conditions  that  occur  in  general  practice  and  ad- 
vises the  general  practitioner  on  how  to  manage 
patients  with  these  illnesses.  It  suggests  what  he 
can  do  in  diagnosis  and  treatment  and  when  he 
should  call  a specialist.  The  index  is  sketchy,  but, 
then,  the  book  isn’t  a textbook. 

Max  Rosen 


Part  II  of  the  September  1,  1953  issue  of  the  JOURNAL  will  contain 
the  complete  minutes  of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  which  met  at  Buffalo  May  4 to  6,  1953. 


FOR  SALE 

DOCTOR’S  INVESTMENT 


1899 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


Onetime $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Rockville  Centre,  N.  Y.  Attractive  office  in  excellent  loca- 
tion, 3 J4  rooms,  suitable  for  G.  P.  or  specialist.  $90 
monthly.  Call  RO  6-0635. 


FOR  SALE 


Am  selling  my  complete  X-Ray  Equipment.  Will  enter- 
tain offers  from  dealers  or  others  for  all  or  in  part.  H. 
M.  Wallace,  M.D.,  140  West  Fifth  St.,  Oswego,  N.  Y. 


WANTED 


Associate  for  General  Practice.  Staten  Island.  Wonder- 
ful opportunity.  Box  676,  N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST 
DESIRE  AFFILIATION 


Completing  Boards,  finish  Army  Service,  Jan.  1954;  Lt.  H. 
C.  Berger,  Murphy  Army  Hospital,  Waltham  54,  Mass. 


FOR  RENT 


13  rooms  6 Vi  baths — Spacious  grounds.  Solarium.  Suitable 
forprivate  hospital  or  convalescing  home — Full  particulars 
write,  phone  Gildersleeve  600  North  Broadway  Amityville 
New  York — -AMityville  4-5864. 


Hempstead,  L.  I.  Center  hall  colonial,  1st  fl.  5 rms.  in- 
cluding 2 sun  porches;  2nd  fl.  4 rins.,  2 baths,  master 
bedroom,  13  x 26,  with  fireplace;  3rd  fi.  maid's  rm.  bath, 
store  rm.,  hot  water  oil.  4 fireplaces,  3-car  garage,  corner  70 
x 200,  1 block  Professional  Bldg.,  1 block  Sacred  Heart 
Seminary,  2 blocks  New  Beth  Israel  Temple.  1 block  A & S. 
Immediate  possession.  Price  $39,500.  45  Hilton  Ave., 

HEmp.  7-1055.  HEmp.  2-0623. 


PRACTICE  FOR  SALE 


Active  Practice — Brooklyn.  Internist  or  G.P.  5 room  office 
in  corner  apartment  house,  Flatbush.  Fully  equipped. 
GEdney  6-3072. 


FOR  SALE 


Electrocardiograph,  Cambridge  “Simplitrol,”  portable,  2 
years  old.  Photographic  record.  Max  V.  Grabiec,  M.D., 
372  Portage  Rd.,  Niagara  Falls,  N.  Y. 


OPPORTUNITY  AVAILABLE 


Locum  tenens,  2 years.  General  practice.  $18,000  gross, 
village  2,000  near  Syracuse.  Minimum  $250.  for  practice, 
office.  Restricted  on  return.  Box  685,  N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


General  practitioner  with  surgical  experience  wants  to  buy 
home  and  office  of  retiring  physician  with  possibility  of  obtain- 
ing privileges  in  nearby  hospital  and  do  some  surgery  too. 
Also  interested  in  industrial  or  hospital  position.  Box  687, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Desirable  location  for  professional  office  in  fast  growing 
Nassau  County.  Will  sell  fine  old  house  or  alter  entire 
ground  floor  to  suit,  on  basis  of  long  time  lease.  Write 
John  C.  Fry,  185  Long  Beach  Road,  Oceanside,  N.  Y. 


FOR  SALE 


Hempstead,  Long  Island.  Excellent  location  for  physician. 
Main  thoroughfare,  corner,  landscaped,  five  room,  field- 
stone  and  brick  bungalow,  recently  built.  Large  breeze- 
way, garage,  finished  basement.  Immediate  occupancy, 
reasonable.  HEmpstead  2-0740. 


FOR  RENT 


Fulton  Avenue,  Hempstead,  N.  Y.  Specialist — Suite 

available  in  professional  wing.  Share  waiting  room  with 
dentist.  HEmpstead  2-0013. 


COSMETIC  HA V FEVER? 

Prescribe  UNSCENTED  AR-EX  Cosmetics 

When  perfumes  or  scented  cosmetics  cause  allergic  reactions  — prescribe 
UNSCENTED  AR-EX  COSMETICS.  Clinically  tested  to  meet  your  high  stand- 
ords.  Smart,  fashion-right  for  patient  acceptance.  All 

needed  beauty  aids.  Send  for  free  Formulary  LI N 5 C E N 'JL- 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL. 


AR-EX 

HYPO-ALLERGENIC 


Clinically  tested  on 
allergic  patients 
for  use  by 
allergic  patients 


OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 


78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y. 


GRamercy  7-5504 


Officers — County  Medical  Societies — 1953 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  15,  1953—23,405 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga  

Chautauqua  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee  

Greene  

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange  

Orleans  

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 
Richmond .... 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester  . 

Wyoming 

Yates  


President 

John  G.  McKeon Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy. . . Bronx 
MarkH. Williams  .Binghamton 
James  W.  Taft . . Little  Valley 
Joseph  H.  Dwindle.  . .Auburn 

D. D.Trantum  . . . .Jamestown 

William  J.  Cusick Elmira 

H.  Lynn  Wilson Norwich 

Eric  D.  Pearson. . . .Plattsburg 

Henry  J.  Noerling Valatie 

William  A.  Shay Cortland 

Robert  H.  Gelder Sidney 

Maxwell  Gosse.  .Poughkeepsie 

William  J.  Orr Buffalo 

George  G.  Hart. . Lake  Placid 
R.  P.  Bellaire. . .Saranac  Lake 

John  R.  Ford Gloversville 

Joseph  S.  Diasio Oakfield 

Solomon  Yarvin ....  Coxsackie 

Oscar  J.  Muller Little  Falls 

George  S.  Nellis.  . .Watertown 

Louis  Berger Brooklyn 

Harry  E.  Chapin Lowville 

Julia  A.  Delehanty.  . .Geneseo 
Edward  G.  Hixson.  . . .Oneida 

C.  Parnall,  Jr Rochester 

Alton  J.  Spencer. . . Amsterdam 
John  N.  Shell Freeport 

G.  W.  McAuliffe. . . . New  York 
P.  J.  Sciarrino. . .Niagara  Falls 

I.  Douglas  Kendrick ....  Utica 
A.  Carl  Hofmann.  . . .Syracuse 
P.  M.  Standish . . Canandaigua 

H.  F.  Murray,  Jr..  .Port  Jervis 

Walter  Shifton Albion 

John  A.  Rodger Fulton 

Walter  D.  Luft Milford 

A.  Vanderburgh Brewster 

William  Benenson. . . .Flushing 
Henry  F.  Albrecht,  Jr.. . Troy 
W.  H.  Barlow . . . Staten  Island 

Franklyn  B.  Theis Nyack 

A.  D.  Redmond.  . Ogdensburg 

E.  A.  Suss Middle  Grove 

James  M.  Blake.  .Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus . . Watkins  Glen 
William  K.  Major. . . .Waterloo 

Steven  E.  Pieri Corning 

Morris  W.  Molinoff . Brentwood 
V.  G.  Bourke  Livingston  Manor 
Seymour  M.  Bulkley.  .Spencer 

C.  Paul  Russo Ithaca 

Jack  Lehner Kingston 

M.  A.  Mastrianni.  .Glens  Falls 
Erich  Seligmann.  . . .Whitehall 

James  D.  Tyner Newark 

Reid  R.  Heffner.  New  Rochelle 
Charles  O.  Wagenhals . Warsaw 
William  P.  Rhudy.  Penn  Yan 


Secretary 

Albert  Vander  Veer. . .Albany 
James  H.  Gray,  Jr.. Friendship 

Frank  LaGattuta Bronx 

N.  R.  Occhino. . .Johnson  City 
Richard  A.  Loomis . Ellicottville 
Frank  A.  Graceffo. . . Auburn 

Edgar  Bieber Dunkirk 

Robert  V.  Larkin Elmira 

Angelo  A.  Franco.  .New  Berlin 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley. . .Cortland 
George  G.  Miles. . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . Port  Henry 
Daisy  H.  Van  Dyke. . . Malone 
Kingston  Larner.  .Gloversville 
Ralph  B.  Smallman. . Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan . Herkimer 
C.  A.  Prudhon  . . . .Watertown 
Abraham  D.  Segal . . Brooklyn 
John  P.  Myers.  .Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 

Felix  Ottaviano Oneida 

G.  M.  Hemmett. . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Herbert  S.  Ogden  ...  New  York 
C.  M.  Dake,  Jr. .Niagara  Falls 

Pasquale  Ciaglia Utica 

W.  J.  Michaels,  Jr.  . . Syracuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury. Newburgh 

Kenneth  J.  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  J.  Lawrence . . Flushing 

Leo  S.  Weinstein Troy 

James  Poulton.  .Staten  Island 
Robert  L.  Yeager. . . .Pomona 
William  R.  Carson. . .Potsdam 
C.  K.  Amyot . Saratoga  Springs 
Ralph  E.  Isabella. Schenectady 
Donald  R.  Lyon . . . Middleburg 
WilliamF.TagueMontourFalls 
David  L.  Koch.  .Seneca  Falls 

Milton  Tully Hornell 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

N oah  J.  Kassman Ithaca 

Bartholomew  J . Dutto  Kingston 
James  A.  Gleen.  . .Glens  Falls 
Newton  Krumdieck  Cambridge 

Jan  A.  Perillo Newark 

Harold  J.DunlapNew  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . .Penn  Yan 


Treasurer 

Frances  E.  Vosburgh.  .Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss.  ..  .Binghamton 

John  Godfrey Olean 

Allan  H.  Kirkwood. . . .Auburn 
Charles  B.  Mosher. . .Dunkirk 

Swen  L.  Larson Elmira 

Angelo  Franco.  . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  T.  Corey Cortland 

George  G.  Miles . . . Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman. . . .Buffalo 
James  E.  Glavin.  .Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
W.  H.  Raymond . . .Johnstown 
Ralph  B.  Smallman. . .Batavia 
Mahlon  H.  Atkinson.  .Catskill 
Arthur  H.  Mulligan . Herkimer 

L.  E.  Henderson  . .Watertown 
Nicholas  H.  Ryan.  . Brooklyn 
John  P.  Myers. . Port  Leyden 
S.  J.  Jackson  . . . Mount  Morris 
Wallace  B.  Ni.xdorf. ..  .Oneida  ] 
Robert  J.  Calihan  . . Rochester 
Max  Dreyfuss ....  Amsterdam  I 

I.  Drabkin. . .Rockville  Centre 
Gerald  D.  Dorman.  .New  York 
R.  D.  Glennie,  Jr.  Niagara  Falls 
Harold  H.  Katzman ....  Utica 
Charles  A.  Gwynn. . .Syracuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury  .Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Matthew  Jacobs ....  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn . . . Staten  Island 
Marjorie  R.  Hopper ....  Nyack 

Maurice  Elder Massena 

J.  Lebowich.  .Saratoga Springs 
Carl  F.  Runge. . . . Schenectady 
Duncan  L.  Best  . . Middleburg 
WilliamF.TagueMontourFalls 
David  L.  Koch. . .Seneca  Falls 

Milton  Tully Hornell 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman. . .Ithaca 
Herbert  B.  Johnson . . Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman . Fort  Edward 

Jan  E.  Perillo Newark 

Donald  R.  Reed . . . .Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . Penn  Yan 


1900 


1901 


Marine  S/Sgt.  Archie  Van  Winkle 
Medal  of  Honor 


Attacking  in  darkness,  a superior  Red 
force  had  smashed  through  B Company’s  defense 
line,  near  Sudong.  Staff  Sergeant  (now  Second  Lieu- 
tenant) Van  Winkle’s  platoon  lay  pinned  under  mur- 
derous fire.  The  entire  Company  faced  destruction. 

Passing  a command  to  his  platoon,  the  sergeant 
leaped  from  cover,  led  a desperate  rush  against  the 
enemy.  A bullet  shattered  his  left  elbow,  but  he  kept 
going. 

The  left-flank  squad  got  separated.  Sergeant  Van 
Winkle  dashed  40  yards  through  heavy  fire  to  bring  it 
in.  A grenade  seriously  wounded  his  chest.  Still, 
lying  on  the  ground,  he  continued  to  direct  the  fight- 
ing. Finally  he  was  evacuated,  unconscious  from  loss 
of  blood;  but  the  break  had  been  plugged,  the  Com- 
pany saved. 

“I  found  out  firsthand,”  says  Sergeant  Van  Winkle, 
“that  the  Reds  respect  only  one  thing  — strength.  But 
America  has  plenty,  thanks  to  our  armed  forces  who 
serve  in  the  field  — and  good  citizens  at  home  who  in- 
vest in  our  country’s  Defense  Bonds!  I believe  in 
Bonds— as  savings  to  protect  my  family  and  as 
strength  to  protect  my  country.” 

Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U.  S.  Defense  Bonds! 

★ ★ ★ 

Now  E Bonds  pay  3 % • Now,  improved  Series  E Bonds 
start  paying  interest  after  6 months.  And  average  3%  in- 
terest, compounded  semiannually  when  held  to  maturity. 
Also,  all  maturing  E Bonds  automatically  go  on  earning 
— at  the  new  rate  — for  10  more  years.  Today,  start  invest- 
ing in  Series  E Bonds  through  the  Payroll  Savings  Plan; 
you  can  sign  up  to  save  as  little  as  $2.00  a payday  if  you  wish. 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation 
with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 


1902 


\ 


pH  5.0  ELKOSIN  254  mg.  % 


pH  e.o  common  in  persons  in  normal  health 


pH  6.7  ELKOSIN 


282  mg.  % 


Solubility  of  free  (nonacelvlated)  ELKOSIN 

( Solubility  dejarmi nations  made  with  the  free  sulfon- 
amide at  37  C.  in  normal  human  u rule 1 


high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 

ELKOSIN’ 

SULFADIMCTINE  ClBA 

a new  advance  in  sulfonamide  safety 

tablets  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
suspension  in  syrup  0.25  Gm.  per  teaspoonful  (4  cc.).  Pints. 

1.  Ziegler , J.  B.;  Bagdon,  R.  E.,  and  Shabica,  A.C.:  To  be  published. 
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• Chchodi,  W.H.1  Am  Jovt  Hotntgtnol  , 68  360,  Sepi  . 1952 


High  iodine  content  (66.68%)  and  excel- 
lent absorption  of  Telepaque  account 
for  the  frequency  with  which  clear  defi- 
nition of  the  gallbladder  and  bile  ducts 
can  be  obtained. 


Average  adult  dose:  6 tablets  orally. 

For  medium  or  thin  persons  under  150  lb., 

4 tablets  are  usually  sufficient.  Telepaque 
should  be  taken  with  at  least 
one  full  glass  of  water. 

T«l*poqu«,  irodtmorV  r*e  U S.  & Conoda 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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exceptionally  well-tolerated 

sulphur 

of  minimum  particle  size 

for  maximum  therapeutic  effect 

for  adjunctive  therapy 

in  acne, 

seborrheic  dermatitis, 
and  other  skin  disorders 
responsive  to  sulphur 


THYLOX  SULPHUR  CREAM 


l 11 


Thylox  Sulphur— of  a particle  diameter  uniformly  2 microns  or  less— 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages . . . 

Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 

Extensive  sulphur  surface  area  permits  prompt  formation 
of  therapeutically  effective  polysulphides 

Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur, 
and  the  necessity  for  using  sulphur  in  excessive  amounts 


THYLOX  SULPHUR’  CRE  AM 

Contains  4%  Thylox  Sulphur  (anhy- 
drous), plus  0.5%  hexachlorophene,  in  a 
greaseless  absorption  base.  Blends  read- 
ily with  the  skin,  has  no  sulphur  odor,  is 
easily  removed  with  warm  water.  Avail- 
able in  IVz-oz.  tubes. 


THYLOX  SULPHUR  SOAP* 

Contains  7 %%  Thylox  Sulphur  (anhy- 
drous), plus  hexachlorophene  1%.  Sug- 
gested for  routine  skin  cleansing  when 
long-term  sulphur  therapy  is  indicated. 
Available  in  boxes  of  3 cakes,  3 % oz- 
each  cake.* 


SAMPLES  AND  LITERATURE  TO  PHYSICIANS  ON  REQUEST  SHULTON,  IllC. 

Clifton,  New  Jersey 

• Made  with  Kopperj  Thylox  Sulphur®  — * ipecial  nilphur  of  Koppera  Co.,  Inc.  Sole  licensee,  Shulton,  Inc. 
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NOW,  THE  FULL  THERAPEUTIC 
BENEFITS  OF  AMINOPHYLLINE 

...ORALLY 

The  therapeutic  aminophylline  blood  levels 
required  in  bronchial  asthma  are  now  ob- 
tained with  safety  and  simplicity  with 
Cardalin  tablets  providing  5 grains  of 
protected-aminophylline  per  tablet  — the 
highest  concentration  supplied  for  oral 


Therapeutic 
Blood  Levels 


Each  Cardalin  tablet  contains: 

Aminophylline 5.0  gr. 

Aluminum  Hydroxide.  .2.5  gr. 
Ethyl  Aminobenzoate  0.5  gr. 
Supplied:  Bottles  of  1 00,  500, 
1000.  Also  available,  Carda- 
lin-Phen  containing  Va  gr. 
phenobarbital  per  tablet. 


administration.  Two  protective  factors  min- 
imize gastric  irritation. 

Cardalin  tablets  permit  institution  and 
maintenance  of  effective  oral  aminophyl- 
line therapy  also  in  cardiac  conditions 
and  in  edematous  states. 


Cardalin 

PATENT  PENDING 


tablets 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

/^e4^a/icA  & Sewe  '^hacZZce 
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For  Control  of  Pain  and  Cough 


Council  Accepted 


&jJkudLd  hydrochloride 


dihydromorphinone  hydrochloride 

A powerful  opiate  analgesic  with  several  advantages  over  morphine.  Dilaudid 
acts  quickly  and  is  less  likely  to  produce  undesirable  symptoms.  Dose  for 
pain  1/48  to  1/20  grain,  by  mouth  or  injection;  for  cough  1/96  to  1/64  grain, 
best  given  in  a cough  vehicle.  May  be  habit  forming. 


Literature  upon  request  from  BILHUBER-KNOLL  CORP.,  Orange,  New  Jersey 

Dilaudid,  T.  M.  reg. 
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BAXTER  LABORATORIES,  INC. 


Travert  10%  Solutions  provide: 
twice  as  many  calories  as  5%  dextrose, 
in  equal  infusion  time,  with  no  increase  in  fluid  volume; 
a greater  protein-sparing  action  as  compared  to  dextrose; 
maintenance  of  hepatic  function. 


electrolytes,  and  correction 
of  acidosis  and  alkalosis 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 


AMERICAN  HOSPITAL  SUPPLY  CORPORATION 


GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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Anxieties  about  feeding  totaled  33  per  cent 


A record  of  complaints  made  by  100  mothers  of  normal  newborn  infants 
illustrates  in  striking  fashion  the  extent  to  which  baby's  “eating  and 
digestion”  constitute  a source  of  maternal  anxiety.  Of  178  complaints  cited 
by  Carithers.l  a total  of  58  (or  33  per  cent)  were  concerned  with  prob- 
lems related  to  feeding.  1.  Carilhers,  Pedial,  38.654  (May)  1951 


To  reduce  the  incidence  of  feeding  problems . . . Similac 

With  Similac,  as  with  breast  milk,  the  action  of  gastric  juice  produces  a 
fine,  soft,  fluid  curd  with  zero  tension,  assuring  rapid,  easy  digestion  and 
a reduced  incidence  of  digestive  disorders.  A constant  and  correct  source 
of  nutrition,  the  full,  balanced  Similac  formula  provides  fat,  protein  and 
carbohydrate  closely  approximating  the  content  of  mother’s  milk  in  quan- 
tity and  quality;  50  mg.  of  vitamin  C per  reliquefied  quart;  vitamin  B12 
and  folic  acid  (naturally  occurring,  in  breast-milk  quantities);  other  vita- 
mins, and  minerals  in  favorable  proportions. 


^ ""’Or 


S 1311  LAC 

There  is  no  closer  equivalent  to  the  milk  of  healthy,  well-nourished  mothers. 


-v  — .*» 
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Supplied:  Similac  Powder  In  tins  ot  1 lb. , with  measuring  cup:  Similac  Liquid  in  tins  of  13  tl.  oz. 
M & R Laboratories,  Columbus  16,  Ohio 
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Vitamin  B12  PLUS  Activator 

Effective  potencies  of  all  hemopoietic  factors 
are  supplied  for  comprehensive  antianemia 
therapy.  The  desiccated  duodenum  is  a 
source  of  intrinsic  factor  to  enhance  the 
utilization  of  the  oral  Bi2.  Armatinic  Acti- 
vated also  supplies  folic  acid,  another 
demonstrated  B12  potentiator.  Patients  with 
macrocytic  and  microcytic  anemia,  except 
pernicious  anemia  in  relapse  or  pernicious 
anemia  with  associated  neurological  symp- 
toms, will  be  effectively  maintained  with 
Armatinic  Activated.  The  proved  therapeutic 
effects  of  ferrous  sulfate  and  ascorbic  acid 
are  readily  obtained  and  assure  a prompt 
hemoglobin  response. 


Each  Armatinic  Activated  Copsulette  contains: 
Ferrous  Sulfate,  Exsiccated. . 200  mg. 

*Crystamin 10  meg. 

Folic  Acid 1 mg. 

Ascorbic  Acid  (Vitamin  C).  . 50  mg. 

**Liver  Fraction  II  (N.F.)  with 

Desiccated  Duodenum.  . . 350  mg. 
"The  Armour  Laboratories  Brand  of  Crys- 
talline Bi 2.  **The  liver  is  partially  digested 
with  duodenum  during  manufacture. 

Supplied  in  bottles  of  100  and  1000. 


Development  of  Hematological 
Intrinsic  Factor 

The  Armour  Laboratories  has  pioneered 
in  the  development  of  potentiating  and 
activating  hematological  agents  such  as 
the  desiccated  duodenum  used  in  Arma- 
tinic Activated. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AN0  COMPANY  • CHICAGO  II,  ILLINOIS 
—KA-O-’L^ct  - -ZAS-C. 

PHYSIOLOGIC  THERAPEUTICS  THROUGH/  RESEARCH 


armatinic 
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Easy -to -administer  oral  antibacterial  therapy 


TRIPLE  SULFONAMIDE  WITH  PENICILLIN 


ACTIONS  AND  USES:  Pentresamide  Tablets  provide  the 
combined  antibacterial  activity  of  penicillin  and  sulfona- 
mides—in  many  susceptible  infections  more  effective  than 
either  agent  used  alone.  They  are  especially  useful  in  mixed 
infections. 

SUPPLIED:  Tablets  in  bottles  of  60  and  250.  Granules  for 
suspension  in  water  in  dispensing  bottle  containing  6 Gm. 
triple  sulfonamide  and  3,000,000  units  buffered  penicillin  G. 
One  tablet  or  one  teaspoonful  of  suspension  provides: 
0.1  Gm.  sulfamerazine,  0.2  Gm.  sulfadiazine,  0.2  Gm. 
sulfamethazine  and  250,000  units  of  potassium  penicillin  G. 

DOSAGE:  Adults,  1 or  2 tablets  or  teaspoonfuls  q.i.d.  Chil- 
dren, by  weight  and  condition.  Dosage  schedule  on  request. 


Wider  Antibacterial  Range 


Sulfonamides 


Corynebacterium 
d i phtheriae 
Bacillus  anthracis 
Clostridia 


Staphylococcus 

Streptococcus 

Pneumococcus 


Gram-Positive 


Gonococcus 

Meningococcus 

Klebsiella  pneumoniae 
Brucella  abortus 
Escherichia  coli 
Aerobacter  aerogenes 
Proteus  vulgaris 
Shigella 
Pseudomonas 
aeruginosa 
Eberthella  typhosa 
Salmonella  . 


> Gram-Negotivt 
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A new  form  of  a synthetic  narcotic  analgesic  . . . 
approximately  twice  as  potent  as  racemic  Dromoran 
(dl)  Hvdrobromide  Roche’  . . . inducing  prompt 
pain  relief  with  longer  duration  of  analgesic 
effect  than  morphine. 

. . . indicated  for  the  relief  of  severe  or  intractable 
pain  . . . preoperative  medication  and 
postoperative  analgesia. 

. . . "A  striking  characteristic  is  its  ability  to 
produce  cheerfulness  in  pain-depressed  patients 
the  morning  after  an  evening  dose.'  * 

. . . less  likelv  than  morphine  to  produce  constipation, 
nausea  or  other  undesirable  side  effects  . . . whether 
administered  orally  or  subcutaneously. 


LEVO-DROMORAN 

TARTRATE  'Roche 

(tartaric  acid  salt  of  levo-3-hydroxy-N-methylmorphinan) 

HOFFMANN. LA  ROCHE  INC  • Nutley  10  • New  Jersey 


CAUTION: 

Levo-Dromoran  Tartrate 
is  a narcotic  analgesic. 
It  has  an  addiction 
liability  equal  to 
morphine  and  therefore 
the  same  precautions 
should  be  taken  in 
dispensing  this  drug 
as  with  morphine. 

*Glazebrook,  A.  J.:  Brit.  M.  J., 
2:1328  (Dec.  20)  1952. 


LEVO-DROMORAN® — brand  of  levorpbai 


1917 


literally 
in  a 
class 
by  itself 


chemically  unique 

No  other  antihistamine  is  similar 
to  or  related  to  Thepherin  in  basic 
chemical  structure. 


clinically  superior 

No  other  antihistamine  so  well 
combines  maximum  clinical  benefits  with 
minimum  drowsing  effects.  EG..- 

Summary  of  2288*  cases  treated  with  Thephorin 


No.  of 

Number 

Percent 

Indication 

Patients 

Benefited 

Benefited 

Hoy  fever 

859 

681 

79.3 

Allergic  rhinitis 

592 

428 

72.3 

Urticaria 

180 

133 

73.9 

Others 

657 

383 

58.3 

Total 

2288 

1625 

71.0 

'\ 

\ 

\ 

J 


Incidence  of  drowsiness  ONLY  2.93%  > 

^References  on  request  X 


Thephorin 

'ROCHE' 

the  DAYTIME  antihistamine 


Thephorin®  —brand  of  phenindamine 


HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • N.  J. 


5: 104 


. . “sense  of  well-being” . . . 

Relief  of  menopausal  symptoms  was  complete 
practically  96  per  cent  of  patients 
receiving  “Premarin”  and 
“General  tonic  effects  were  noteworthy 


PREMARIN 


menopause 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 
* Pcrloff.  W.  H : Am.  J.  Olist.  A Gyncc.  ff: 6X4  (Oct.)  !<«■>.  i 


AYF.RST,  McKENNA  & HARRISON  LIMITED  New  York,  N.  Y.  Montreal,  Canada 
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A NEW 
DRUG... 


for 

control  of 
blood  pressure 


UNITE 

Brand  of  Cryptenamine  (Irwin-Neisler) 


Unique  Advantages  of  UNITENSEN 

• Of  all  the  known  Veratrum  alkaloids  or  Veratrum 
alkaloid  preparations,  Unitensen,  brand  of  cryp- 
tenamine, is  the  only  one  which  has  a 4:1  ratio 
between  its  hypotensive  activity  and  the  dosage 
level  which  produces  the  side  effect  of  vomiting. 

• Unitensen  assures  a wide  margin  between 
therapeutic  and  vomiting  dose  by  means  of  a 
dual  biologic  standardization  for  both  emetic 
propensities  and  hypotensive  action. 

• Unitensen  has  a therapeutic  index  of  125  — 
highest  of  all  available  Veratrum  alkaloids  tested. 

• Unitensen  has  consistent,  predictable  and 
uniform  action. 


COMPARISON  OF  UNITENSEN  WITH  P R OTO  V E R A T R I N E 
AND  THREE  OTHER  ALKALOID  PREPARATIONS 


Drug 

Emetic: 

Therapeutic 

Ratio 

Therapeutic 

Index 

UNITENSEN 

(cryptenamine— Irwin.  Neisler) 

4:1 

125 

Protoveratrine  A & B 

1:1 

20 

Commercial  Alkaloid  Preparation  A 

1.2:1 

40 

Commercial  Alkaloid  Preparation  B 

1:1 

- 

Commercial  Alkaloid  Preparation  C 

1:1 

- 

Unitensen  has  shown  excellent  results  in  clinical 
studies  in  hypertensive  crisis,  eclampsia,  preeclamp- 
sia, and  preeclampsia  with  underlying  essential 
hypertension. 

Unitensen  (Aqueous)  is  available  at  present  as  a paren- 
teral preparation,  containing  2 mg.  percc.  (260C.S.R.* 
Units)  of  cryptenamine,  in  5 cc.  multiple  dose  vials. 
♦Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & COMPANY  • decatur,  Illinois 


& Sewe  ‘faw/z  ffazc&ce 
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Moderate  diuretic  action,  sustained  effectiveness . and  minimal  toxicity 

...  a clinically  desirable  compound  that  makes  Calpurate  a preferred  diuretic 
in  long-term  therapy.  Calpurate  also  stimulates  cardiac  output. 

Calpurate— the  chemical  compound,  theobromine  calcium  gluconate— 
is  remarkably  free  from  gastro-intestinal  and  other  side  effects  . . . does  not 
contain  the  sodium  ion. 


To  f lighten  the  load ’ in  Congestive  Heart  Failure 

Calpurate  is  particularly  indicated:  when  edema  is  mild  and  renal  function 
adequate  . . . during  rest  periods  from  digitalis  and  mercurials  . . . 
where  mercury  is  contraindicated  or  sensitivity  is  present . . . for  moderate, 
long-lasting  diuresis  in  chronic  cases. 

Dosage — may  be  individualized  as  necessary 

Usual  adult  dose  is  1 or  2 tablets  t.  i.  d.,  following  meals.  Where  there  is 
a pathological  accumulation  of  fluid,  2 tablets  at  two-hour  intervals 
for  three  doses,  with  a pause  until  the  following  day,  frequently  produces 
a greater  diuresis  and  avoids  habituation. 

Usual  adult  dose  of  Calpurate  with  Phenobarbital  is  1 or  2 tablets  t.i.d.. 
following  meals. 

MALTBIE  LABORATORIES,  INC.  ' NEWARK  1,  N.  J. 

Oalpurote 

The  moderate,  non-toxic  diuretic 


Supplied: 

Calpurate  Tablets  of  500  mg.  ( 7Ja  gr. ) 
Calpurate  Powder 
Calpurate  with  Phenobarbital 
Tablets— 16  mg.  (Ji  gr. ) 
phenobarbital  per  tablet 
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Can  be  given  with  complete 
Confidence  in  conditions 
previously  considered  ex- 
clusive indications  for  injec- 
table  vitamin  B)2  including 

. 

pernicious  anemia  in  relapse.  . . i .•<  » i “ 

Supplied:  BIOPA 

In  botiies  of  30  tobiels.  , i ' 

. V 

•-  .?  fc.i.wa.1^.,  i . , . > •> 

' V 

***** \li\J  ||b j|. ""-"2 
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Composition: 

Each  Biopar®  tablet  contains: 
Crystalline  Vitamin  B|2  U.S.P..  6 meg. 
Intrinsic  Factor. . 30  mg. 


THE  ARMOUR  E A B ORATORIES 

^ DIVISION  OF  ARM  OUR  AND,  COMPANY  . CHICAGO  .11,  ILLINOIS 

<*  ■&■<*£'<  -f  <,<  - 
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SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


the  LIEBEL-FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


A performer 
unchallenged 
in  its  field  . . . 


• for  power  (445  watts) 

• for  time-saving  convenience 


SgammgA, 


feowdU 
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LORZINEX® 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
wetting  agent  is  trichomonacidal. 


LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 
before  administration  of  specific 
therapeutic  agents. 


LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 


Available  at  all  pharmacies. 


Samples  and  literature  sent 
on  request. 


Pl-2 


Pharmaceutical  Di vision 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 


Belleville  9,  New  Jersey,  U.  S.  A. 
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Meat... 

and  the  Diet  after  50 

Although  caloric  needs  in  the  later  decades  of  life  lessen  with  decreasing 
physical  activity  and  diminishing  metabolic  rate,  clinical  observations1  corrobo- 
rated by  experimental  studies2  show  that  protein  needs  of  the  aging  organism 
continue  at  the  levels  of  adequacy  in  earlier  years.3  For  avoidance  of  protein  defi- 
ciencies, which  the  aged  are  prone  to  develop,4  the  protein  quota  of  the  diet  of 
persons  over  fifty  should  be  more  liberal  than  is  often  the  practice.5  In  providing 
this  quota,  lean  meat  may  well  be  one  of  the  protein  foods  of  the  daily  diet. 

In  the  years  beyond  fifty,  as  well  as  before,  continuous  adequate  protein 
nutrition  remains  an  absolute  necessity  for  maintenance  of  a normal  concentration 
of  plasma  proteins  and,  in  turn,  a normal  osmotic  pressure  of  the  plasma.6  Even 
more  pronounced  in  the  aged  than  in  younger  persons  are  the  ill  consequences  of 
hypoproteinemia — edema,  decreased  resistance  to  generalized  infection,  retarded 
bone  healing,  and  poor  w’ound  healing.7  Furthermore,  dietary  protein  is  essential 
for  the  continuous  chemical  regeneration  of  cell  protein  in  the  prevention  of 
abnormal  tissue  wasting,  one  of  the  most  characteristic  and  obvious  changes  in 
the  geriatric  patient.8 

But  meat  is  much  more  than  an  outstanding  protective  protein  food  in  the 
dietary  of  persons  over  fifty.  It  also  supplies  generous  amounts  of  the  B group  of 
vitamins  and  of  iron,  phosphorus,  and  other  essential  minerals.  In  the  well- 
balanced  diet  of  the  later  years  of  life,  meat  is  just  as  important  for  the  maintenance 
of  nutritional  and  physiologic  well-being  as  it  is  during  the  earlier  years  of  life. 
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The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
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Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Whenever  distressi ng 
symptoms  occur  due  to 
cystitis , prostatitis , 
urethritis , or  pyelonephritis — 
wherever  the  patient 
may  he — 

Pykidium  brings  safe,  soothing  analgesia  to  the 
irritated  urogenital  mucosa  in  a matter  of  minutes. 

Convenient,  orally  administered  Pykidium  is  compatible 
with  antibiotics  or  other 

specific  therapy.  PYRIDIUIT 


Anytime  . . . 
Anywhere  . . . 

Gratifying  Relief 

from  Pain, 

Urgency, 
and  Frequency 


(Brand  of  Phenylazn. diamino-pyridine  HCI) 


Pyridiitm  is  the  registered  ti'ade-mark  of  MERCK  & CO.,  Inc. 

Nejtera  Chemical  Co Inc.  for  its  brand  of 

phenylazo-tliami no-pyridine  HCI.  Manufacturing  Chemists 

Merck  & Co.,  Inc.  sole  distributor  in  the  U.  S • 


RAHWAY,  NEW  JERSEY 
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BALANCE 


Improper  amounts  or  unbalanced  combinations  of  nutrients 
tend  to  disturb  the  nutritional  balance.  Balanced  nutrition  is 
achieved  only  when  the  daily  requirements  of  all  nutrients 
are  supplied  every  day. 

When  you  prescribe  VITERRA,  your  patients  receive  ade- 
quate amounts  of  Vitamins,  Minerals  and  Trace  Elements 
for  protection  against  dietary  deficiencies. 

To  maintain  better  balance  in  nutrition, 


terra 


ALL  IN  ONE  CAPSULE 


Vitamin  A.  . . . 5,000  U.S.P.  Units 
Vitamin  D . . . . 500  U.S.P.  Units 


Vitamin  Bio 1 meg. 

Thiamine  Hydrochloride . . . 3 mg. 

Riboflavin 3 mg. 

Pyridoxine  Hydrochloride  . 0.5  mg. 

Niacinamide 25  mg. 

Ascorbic  Acid 50  mg. 

Calcium  Pantothenate  ....  5 mg. 


Mixed  Tocopherols  (Type  IV)  5 mg. 


Calcium 213  mg. 

Cobalt 0.1  mg. 

Copper 1 mg. 

Iodine 0.15  mg. 

Iron 10  mg. 

Manganese 1 mg. 

Magnesium 6 mg. 

Molybdenum 0.2  mg. 

Phosphorus 165  mg. 

Potassium 5 mg. 

Zinc 1.2  mg. 


J.  B.  ROERIG  AND  COMPANY  • Chicago  11,  Illinois 
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a penetrant  emulsion 
for  chronic 
constipation 


I PLAIN ) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeates  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss 
makes  it  more  movable 


penetrates 


softens 


KONDREMUL  (Plain)— Pleasant-tasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascara)— 0.66  Gm.  nonbitter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenol  phthalein)—0.lZ  Gm. 

phenolphlhalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 


KONDREMUL  / PATC 
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Fresh-Frozen  and  Freshly-Squeezed  Orange  Juice 


Two  years  ago,  findings  of  importance  to 
dietitians  everywhere  were  published,  empha- 
sizing the  superiority  of  reconstituted  Minute 
Maid  Fresh-Frozen  Orange  Juice  over  home- 
squeezed  juice  of  the  same  type  oranges,  in 
three  respects: 

(a)  Average  levels  of  ascorbic  acid  signifi- 
cantly higher  in  Minute  Maid:  Obviously, 
this  advantage  of  Minute  Maid,  observed  in 
the  samples  tested,  is  susceptible  to  variation, 
from  season  to  season,  as  crops  differ.  It 
should  be  emphasized,  however,  that,  penny 
for  penny  and  year  after  year,  the  lower-priced 
Minute  Maid  offers  the  housewife  more  ascor- 
bic acid  than  she  could  get  from  home-squeezed 
orange  juice. 

(b)  Peel  oil  content  significantly  lower:  Sam- 


ples of  orange  juice,  home-squeezed  by  typical 
housewives,  showed  contents  of  peel  oil,  a 
cause  of  allergic  response  and  poor  tolerance, 
especially  in  infants,  were  up  to  700%  higher 
than  in  Minute  Maid! 

(c)  Bacterial  counts  dramatically  lower:  Bac- 
terial counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples,  but 
were  uniformly  low  in  Minute  Maid. 

Since  publication  of  the  above  findings, 
more  and  more  physicians  are  recommending 
Minute  Maid  Fresh-Frozen  Orange  Juice  in 
place  of  home-squeezed  orange  juice  where 
optimum  year-around  intake  of  natural  Vita- 
min C is  indicated. 

And  now  comes  more  evidence  in  favor  of 
Minute  Maid  . . . 


New  Assays  Reaffirm  Dietary  Advantages  of  Minute  Maid 

J J ~ 

Fresh-Frozen  Orange  Juice  on  a Cost  Basis 


A second  report  comparing  the  individual 
mineral  and  vitamin  values  of  Minute  Maid 
Fresh-Frozen  Orange  Juice  and  home-squeezed 
juice  of  the  same  type  oranges  has  recently 
been  published. 

In  this  latest  study,  each  sample  was  ana- 
lyzed separately.  The  analyses  showed  that 
Minute  Maid  Fresh-Frozen  Orange  Juice  was 
equal  to,  or  superior  to,  the  home-squeezed 
juice  in  all  of  the  components  listed  below: 


TABLE 

Mean  Values  in  Samples  Tested 


COMPONENT 

UNITS 

MINUTE  MAID 
FRESH-FROZEN 
ORANGE 
JUICE 

HOME- 

SQUEEZED 

ORANGE 

JUICE 

Beta  in© 

mg.  / 100  ml. 

49 

46 

Biotin 

meg./  100  ml. 

0.26 

0.26 

Choi  in© 

mg. / 100  ml. 

12 

12 

Cobalt 

meg. / 100  ml. 

74 

67 

Folic  acid 

meg.  / 100  ml. 

2.2 

2.2 

Iodine 

meg.  IOO  ml. 

0.24 

0.21 

Manganese 

Nitrogen 

meg.  / IOO  ml. 

33 

18 

Total 

mg.  / IOO  ml. 

104 

79 

Amino 

mg.  / 100  ml. 

22 

22 

Volajje 

Non-Wlatile 

Pantothenic 

mg.  / 100  ml. 

8 

7 

mg.  / 100  ml. 

96 

72 

acid 

Para-amino- 

meg./  IOO  ml. 

146 

145 

benzoic  acid 

meg.  / IOO  ml. 

4 

4 

Phosphorus 

mg./  100  ml. 

19 

18 

Potassium 

mg./  100  ml. 

380 

290 

Riboflavin 

meg.  / 100  ml. 

18 

17 

Tocopherols 

mg./  100  ml. 

107 

104 

Vitamin  A 

meg. /100  ml. 

19 

16 

Thiamine 

meg. /100  ml. 

87 

83 

Vitamin  Bi  2 

meg./  100  ml. 

0.0022 

0.0012 

Although  the  results  are  again  susceptible 
to  variation  according  to  crop  and  year, 
Fresh-Frozen  Minute  Maid  was  equal  to  the 
home-squeezed  juice  in  the  samples  tested  for 
the  largest  number  of  components  listed;  and 
in  the  mean  values  for  iodine,  manganese, 


potassium,  Vitamins  A and  B12,  Minute  Maid 
showed  appreciably  higher  values. 

SUMMARY 

These  new  findings  help  enlarge  professional 
knowledge  of  the  nutrient  constituents  of 
orange  juice  in  general  and  add  fresh  evidence 
that,  on  a cost  basis,  Minute  Maid  Fresh- 
Frozen  Orange  Juice  has  significant  dietary 
advantages.  Penny  for  penny,  Minute  Maid 
offers  not  only  more  Vitamin  C,  but  also  more 
of  all  the  other  vitamins  and  minerals  listed 
than  home-squeezed  orange  juice. 

Taken  in  conjunction  with  the  previously 
published  findings,  this  should  confirm  the 
choice  of  physicians  who  recommend  Minute 
Maid  in  place  of  home-squeezed  orange  juice. 

references: 
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MINUTE  MAID  CORPORATION, 
488  Madison  Ave.,  N.Y.  22,  N.Y. 
WALLACE  R.  ROY,  Ph.D., 
Director  of  Research 
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RAPID 

PROLONGED  antacid  action 

without  unwanted  side  effects 


ALUDROX® 

Aluminum  Hydroxide  Gel  with  Magnesium  Hydroxide 

TABLETS  SUSPENSION 

Pleasantly  flavored  for  continued  patient  acceptance 


Wgef/i 

® 

Philadelphia  2,  Pa. 
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Control 

seborrheic 


dermatitis 


WITH 

. . . a product  you  know  is  effective 
. . . a product  patients  will  use 

No  tedious  application  and  removal  procedures,  no 
discomforting  ointments,  no  stains  on  clothing  or  linens  complicate 
Selsun  Sulfide  Suspension’s  effective  control  of  seborrheic 
dermatitis  of  the  scalp.  Its  encouraging  results  further 
assure  patient  cooperation.  Selsun  maintains  control  of  scaling 
for  one  to  four  weeks,  stops  itching  after  two  or  three 
applications.  Clinical  investigators1'3  reported  complete  control 
in  8 1 to  87  per  cent  of  all  cases  of  seborrheic  dermatitis, 
and  in  92  to  95  per  cent  of  common  dandruff  cases.  In  4- 
fluidounce  bottles,  Selsun  is  ethically  ad- 
vertised and  dispensed  on  prescription  only. 


GMott 


prescribe 


SELSUN" 

SULFIDE  Suspension 

(Selenium  Sulfide,  Abbott) 

1.  Slepyan,  A.  H.  (1952),  Arch.  Dermat.  & Syph.,  65:228,  February. 

2.  Slinger,  W.  N.,  and  Hubbard,  D.  M.  (1951),  ibid.,  64:41,  July. 

3.  Sauer,  G.  C.  (1952),  J.  Missouri  M.A.,  49:911,  November. 


when 

endocrine 

readjustment 

is 

a key 
to 

well-being 

Pfizer 


you  can  note  specify  Pfizer  Syntex 
oral,  transm ucosal  (tnd  injectable 
preparations  of  androyens , cstroyens , 
proycstcrone  and  combinations 
widely  useful  in  practice  today 


- 


Arrangements  recently  completed  between 
Chas.  Pfizer  & Co.,  Inc.,  and  Syntex.  S.A., 
now  make  possible  a complete  line  of  steroid 
hormone  preparations  available  from 
Pfizer  Laboratories.  On  the  facing  page 
are  listed  the  initial  groups  of  Pfizer  Syntex 
preparations  you  can  now  specify,  including 
Neodrol,*  the  newest  agent  for  anabolic  ef- 
fect and  tumor-suppression  in  selected  cases 
with  minimal  virilizing  side  effects. 
Research,  discovery,  development  and  wide 
clinical  acceptance  have  distinguished 
Pfizer  antibiotic  agents,  so  often  the  choice 


of  physicians  in  the  control  of  infectious 
disease.  The  scientific  research  facilities  and 
production  controls  of  both  Pfizer  and 
Syntex  assure  the  unsurpassed  purity,  po- 
tency and  clinical  excellence  of  the  steroid 
hormone  preparations  supplied  by  Pfizer 
Laboratories. 

Additional  information  on  these  specialties 
and  their  roles  in  your  practice  may  be 
obtained  by  writing  directly  to  Medical 
Service  Department.  Pfizer  Laboratories, 
Division.  Chas.  Pfizer  & Co..  Inc.,  630  Flush- 
ing Avenue,  Brooklyn  6,  N.  Y. 


♦TRADEMARK 


Synandrotabs* 

Synandrets* 

Synandrol* 

Synandrol*-F 


Diogynets* 

Diogyn*-E 

diogyn* 

Diogyn*-B 

Estrone 

Syngestrotabs’ 

Syngestrets* 

Syngesterone* 

In  Sesame  Oil 

Syngesterone* 

In  Aqueous  Suspension 

Com  band  rin* 

COM  BAND  RETS* 
Neodrol* 


Methyl  Testosterone.  U.S.P.  Tablets  10  mg.  and 
25  mg. 

Testosterone,  U.S.P,  Transmucosal  Tablets  10 
mg.  and  25  mg. 

Testosterone  Propionate,  U.S.P,  in  Sesame  Oil 
25  mg.,  50  mg.  and  100  mg.  per  cc. ; in  single- 
dose disposable  STERAJECT®  cartridges  and 
in  10  cc.  multiple-dose  vials 

Testosterone,  U.S.P,  in  Aqueous  Suspension 
25  mg.,  50  mg.  and  100  mg.  per  cc. ; in  10  cc. 
multiple-dose  vials 

Estradiol,  U.S.P,  Transmucosal  Tablets  0.125 
mg.,  0.25  mg.  and  1.0  mg. 

Ethinyl  Estradiol  Tablets  0.02  mg.,  0.05  mg. 
and  0.5  mg. 

Estradiol,  U.S.P,  in  Aqueous  Suspension  0.25 
mg.  and  1.0  mg.  per  cc.;  in  single-dose  dis- 
posable STERAJECT  cartridges  and  in  10  cc. 
multiple-dose  vials 

Estradiol  Benzoate,  U.S.P.  in  Sesame  Oil  0.33 
mg.  and  1.0  mg.  per  cc.;  in  10  cc.  multiple- 
dose  vials 

Estrone,  U.S.P.,  in  Aqueous  Suspension  2 mg. 
and  5 mg.  per  cc. ; in  10  cc.  multiple-dose  vials 

Ethisterone.  U.S.P.  Tablets  10  mg..  25  mg.  and 
50  mg. 

Progesterone.  U.S.P.  Transmucosal  Tablets  10 
mg..  20  mg.  and  50  mg. 

Progesterone,  U.S.P.  in  Sesame  Oil  10  mg.,  25 
mg..  50  mg.  and  100  mg.  per  cc.;  in  single-dose 
disposable  STERAJECT  cartridges  and  in  10 
cc.  multiple-dose  vials 

Progesterone,  U.S.P.  in  Aqueous  Suspension 
25  mg.  and  50  mg.  per  cc.;  in  10  cc.  multiple- 
dose  vials 

Estradiol  Benzoate.  U.S.P,  1 mg.  and  Testos- 
terone Propionate,  U.S.P,  in  Sesame  Oil  20  mg. 
per  cc.  In  single-dose  disposable  STERAJECT 
cartridges  and  in  10  cc.  multiple-dose  vials 

Estradiol,  U.S.P,  1 mg.  and  Testosterone.  U.S.P, 
10  mg.  per  Transmucosal  Tablet 

Stanolone  in  Aqueous  Suspension  50  mg.  per 
cc.;  in  10  cc.  multiple-dose  vials 


fizer  Laboratories 


DIVISION.  CHAS.  PFIZER  5.  CO.  INC. 


Brooklyn  6,  New  York 
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‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION" 


EXTRA  Power 
EXTRA  Time  saving 


convenience 

The  Model  SW  660  Diathermy 

SYMBOL  OF  DEPENDABIUTY*AND  PERFORMANCE 


the  LIEBEL  - FLARSHEIM  company 

CINCINNATI  IS.  OHIO 


nucarpon 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


"FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING" 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces.  1 


' STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
2 S3  WEST  26TH  ST..  NEW  YORK  1,  N.  Y. 


Buy  Savings  Bonds 


Aminophyllin . . . 

a “most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 

"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


aminophyllin 


(theophylline-ethylenedlamine) 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS • AMPULS 

POWDER 

SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  - New  York  17,  N Y. 
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Perfectly 

Matched; 


Dallons 

MEDI-SONAR 

is  Perfectly  Matched,  too! 

Positive,  factory-matching  for  interchange- 
ability  of  transducer  and  generator  is  your 
assurance  of  reliable  therapeutic  output 
and  uninterrupted  service. 

Each  MEDI-SONAR  is  made— from  the 
quartz  crystal  transducers  to  the  generator 
— entirely  in  the  Dallons  Laboratories. 

Each  component  is  accurately-matched  and  perfectly  balanced  . . . 
Being  a product  of  one  manufacturer,  it  can  be  fully  guaranteed  by 
Dallons  — a foremost  producer  of  quartz  crystals  for  radar  and  other 
government  uses  for  over  12  years  and  a famous  name  in  electro  medi- 
cal-surgical equipment  for  a quarter  century. 

In  ultrasonic  equipment,  “Made  in  America ” takes  on  new  meaning 
. . . and  is  another  reason  why  many  leading  specialists  and  institutions 
are  switching  to  the  American-made  Dallons  MEDI-SONAR  ultra- 
sonic generator. 

Professional  Literature  on  Request 

Dallons  Laboratories,  Inc. 

5066  Santa  Monica  Blvd.,  Los  Angeles  29,  Calif. 

Makers  of 

MEDI-QUARTZ  Ultra  Violet  MEDI-THERM  Diathermy 

MEDI-SINE  Galvano-Sine  Generators  * DALLONS  ELECTRO-SURGICAL  UNITS 


Every  patient  with 

essential  hypertension  is  a potential 

candidate  for  Raudixin  therapy 


Because  of  its  safety  and  the  stability  of  its  hypotensive  effect,  Raudixin  can 
be  confidently  prescribed  for  all  patients  with  essential  hypertension.  It  is 
especially  recommended  for  the  large,  indeterminate  group  whose  symptoms 
are  not  severe  enough  to  warrant  the  use  of  other  hypotensive  agents.  Criti- 
cal adjustment  of  dosage  is  unnecessary. 


In  more  advanced  cases,  Raudixin  is  a valuable  adjunct  to  other  agents. 


This  patient’s  blood  pi-essure  was  lowered  about 
the  same  amount  by  rauwolfia,  veratrum  or  hy- 
dralazine. Hydralazine,  however,  caused  unde- 
sirable reactions  and  increased  the  pulse  rate. 


Veratrum  augmented  the  effect  of  rauwolfia, 'and 
the  effect  was  maintained  even  when  veratrum 
wras  discontinued  some  months  later. — After 
R.  W.  Wilkins,  Ann.  Int.  Med.  37:  1144,  1952. 


RAUDIXIN 

Squibb  Rauwolfia 
50  mg.  tablets,  bottles  of  100  and  1000 

Raudixin  contains  the  whole  powdered 
root  of  Rauwolfia  serpentina.  The  wide  clinical 
experience  to  date  still  makes  the 
whole  crude  root  the  preferred  form  of  the  drug. 


'RAUOIXIN*  is  a traocmark 


Squibb 


. . it  just  u?an9t 


That’s  a Picker  girder  cassette 
frame  he’s  struggling  to  twist  out  of  true.  Try  it  on  a run-of-the-market 
x-ray  cassette  and  you’d  find  the  frame  “weaving”  all  over  the  place. 


Sturdy  Picker  cassettes  don’t  depend  on  the  bakelite  front  for  stiffening, 
nor  resort  to  similar  skimping  at  other  vital  points.  Ingenious  hinges  let  the 
soft-felted  cover  float  gently  down  upon  the  film  into  even  allover  contact 
without  grinding  the  screens.  Lock-springs  turn  on  lapped  pivots  that 
won’t  pull  out.  Even  such  a simple  thing  as  the  cover  lift  is  a sturdy  steel 
ring  which  flicks  up  at  the  touch  of  a finger. 


Such  fine  construction  is  more  expensive,  but  it  pays  off  in  the  long  years 
of  effective  service  it  underwrites.  The  knowing  eye  of  an  engineer  would 
note  and  approve.  Lacking  it,  you  pretty  much  have  to  take  cassettes  (as 
well  as  many  another  x-ray  accessory)  on  faith. 

The  Picker  nameplate  on  any  x-ray  accessory  is 
a sure  sign  that  it  is  worthy  of  that  faith. 
Thousands  of  satisfied  users  attest  to  it. 


PICKER  X-RAY  CORPORATION 
25  So.  Broadway,  White  Plains,  N.  Y. 


THE  PICKER  RADIOGRAPHIC  CASSETTE 
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Whether  you’re  furnishing  a new 
office  or  “loning-up"  your  pres- 
ent one,  take  advantage  of  ou< 
complete  Decorators'  Service. 


Doctor- does  your  office  need  a check-up 


Re 


egan 

% 


(0/ 


It  is  just  one  of  those  curious  quirks  of  human  nature,  Doctor, 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  less  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE,  CORNER  39th  • NEW  YORK.  N.  Y. 


theLIEBEL-FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


• SW660  diathermy 


Wouldn't  part 
with  it  for 
the  world 


your  time  . . . 

will  not  be  wasted 
by  your  busy 


SAUNDERS  representative. 


• Collected  for 
members  of  the 
State  Medical  Society 

230  W.41*»  ST.,  NEW  YORK 
Phone:  LA  4-7695 


NOW  4-IN-1 


EACH 

TABLET 

CONTAINS: 


Aureomycin  HCI  125  mg. 
Sulfadiazine  167  mg. 
Sulfamerazine  167  mg. 
Sulfamethazine  167  mg. 


For  convenience  of  the  physician  . . . for  con- 
venience of  the  patient  . . . four  powerful 
antibacterial  agents  are  now  combined  in  this 
one  Lederle  tablet. 

The  additive  effect  of  these  drugs  makes 
Aureomycin  Triple  Sulfas  Tablets  outstand- 
ing for  use  against  gonococcal  infections  and 
against  dysentery  caused  by  Shigellae. 

For  the  treatment  of  bacillary  dysentery,  this 
product  should  be  administered  on  the  basis  of 
its  aureomycin  content  at  a dosage  of  12.5  to 
20  mg.  per  kilo  of  body  weight.  The  average 
daily  adult  dose  is  2 tablets  4 times  daily,  which 
provides  1 Gm.  of  aureomycin  and  4 Gm.  of 
sulfonamides.  Children  should  receive  propor- 
tionately less. 

For  the  treatment  of  gonorrhea,  the  recom- 
mended dose  is  2 tablets  initially  followed  by 
one  tablet  at  6-hour  intervals  for  2 doses.  This 
course  may  be  repeated  if  necessary.  BOTTLES 

of  12  Tablets. 


Tr*>u 


LEDERLE  LABORATORIES  DIVISION  AMERICAN  I 


COMPANY 


30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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NEW! 


For  Gastro-Intestinal  Dysfunction 

An  Improved 
Anticholinergic  Agent 


'Elorine  Sulfate’  relieves  spasm 
and  hypermotility  of  the  gastro- 
intestinal tract,  with  negligible 
side-effects.  It  is  an  excellent  ad- 
junct in  peptic  ulcer  therapy.  As 
an  anticholinergic  drug,  ’Elorine 
Sulfate’  effectively  inhibits  neu- 
ral stimuli  at  those  ganglia  and 


effectors  where  the  presence  of 
acetylcholine  mediates  transmis- 
sion of  stimuli.  Clinical  data  show 
profound  inhibiting  effect  on  in- 
testinal motility  in  doses  of  50  to 
75  mg.  Within  this  effective  dos- 
age range,  side-effects  are  minimal. 
May  we  send  you  literature? 


PULVULES 


( Tricyclamol  Sulfate,  Lilly)  S ^ SI 


For  spasmolysis  without  sedation — 
in  25  and  50- mg.  pulvules. 


PULVULES 

CO-ELOHI2TE 

( Tricyclamol  Sulfate  and  Amobarbital , Lilly) 


Formula:  ‘Elorine  Sulfate*  25  mg. 

‘Amytal*  (Amobarbital.  Lilly)  8 mg. 
Combines  ‘Elorine  Sulfate*  with  ‘Amytal*  to  pro- 
vide mild  sedation  in  addition  to  the  spasmolytic 
effect. 
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Editorials 

Clinicopathologic  Conferences  Wanted 


This  Journal  would  be  improved  by  the 
inclusion  of  more  clinicopathologic  confer- 
ences in  its  columns.  We  therefore  appeal 
directly  to  the  universities  and  teaching 
hospitals  of  the  Empire  State  for  interesting 
material  of  this  kind  for  possible  publication. 

The  Editors  believe  that  well-organized 
conferences  of  such  a nature  have  a great 
attraction  both  for  students  and  practicing 
physicians.  In  this  State  there  are  nine 
universities  and  a large  number  of  teaching 
hospitals  where  such  conferences  are  being 
held  frequently.  It  would  seem  appropriate 
that  some  of  the  more  interesting  of  these 
should  be  submitted  to  this  Journal  which 
reaches  over  23,000  physicians  of  the  State 
twice  a month  for  their  instruction  and  edi- 
fication. 

It  is  realized  that  the  preparation  for  pub- 
lication of  well-organized  and  well-presented 
material  of  this  kind  involves  stenotype 


notes  and  subsequent  careful  editing.  But 
it  seems  unbelievable  that  within  this  State 
there  do  not  exist  some  teaching  institutions 
which  would  undertake  the  preparation  of 
such  conferences  for  publication  in  this 
Journal,  if  only  occasionally,  say  twice  or 
three  times  a year. 

The  fault,  if  any,  probably  lies  with  the 
Editors.  Until  now  they  have  not  re- 
quested the  submission  of  such  material. 
They  do  so  now  in  the  hope  that  the  oppor- 
tunity offered  by  these  columns  to  instruct 
a truly  vast  number  of  physicians  throughout 
the  State  will  stimulate  a considerable  re- 
sponse. 

May  we  request  that  those  submitting 
clinicopathologic  conferences  or  correspond- 
ence concerning  them,  address  such  to  the 
attention  of  Dr.  Margaret  M.  Loder,  New 
York  State  Journal  of  Medicine,  386 
Fourth  Avenue,  New  York  17,  New  York. 
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EDITORIALS 


IN.  Y.  Slate  J.  M. 


Current  Editorial  Comment 


Aged  People  Continue  to  Increase.  It 

seems  that  older  people  in  our  country  are 
increasing  both  numerically  and  in  propor- 
tion to  the  population. 

According  to  the  most  recent  estimate  by 
the  Bureau  of  Census,  there  were  about 
12.759,000  persons  at  ages  65  and  over  in  July. 
1951 — a gain  of  nearly  half  a million  since  the 
census  was  taken  in  April.  1950.  and  of  3*/4 
million  since  April,  1940.  During  this  period 
of  little  more  than  11  years,  the  proportion  of 
elders  rose  from  6.8  to  8.3  per  cent  of  our 
population,  despite  the  marked  increase  in  the 
number  of  children. 

In  some  states  the  numerical  weight  of  the 
aged  is  very  considerable.  New  York,  for  ex- 
ample, had  about  1,319,000  in  1951,  or  more 
than  the  entire  population  of  each  of  14  of  our 
less  populous  States.  In  Pennsylvania  and 
California  they  numbered  well  over  900,000,  in 
Illinois,  nearlv  790.000.  and  in  Ohio  about 
735, 000.... 1 

It  is  indeed  encouraging  to  note  that  the 
Empire  State  leads  in  the  number  of  our 
elder  citizens.  These  elders  represent  those 
whose  tough  fiber  apparently  has  protected 
them  from  the  “slings  and  arrows  of  out- 
rageous fortune.”  They,  by  the  number  of 
their  years,  refute  the  melancholy  Dane  who 
said: 

. . . .there’s  the  respect 
That  makes  Calamity  of  so  long  life: 

For  who  would  bear  the  whips  and  scorns  of 
time, 

The  oppressor’s  wrong,  the  proud  man's 
contumely, 

The  pangs  of  despised  love,  the  law’s  delay. 
The  insolence  of  office  and  the  spurns 
That  patient  merit  of  the  unworthy  takes 

The  over  12,000,000  elders  are  too  busy 
living  to  worry  about  such  sour  pottage. 

Not  only  do  the  aged  constitute  a relatively 
large  segment  of  the  American  population  but 

1 Statist.  Bull.  Metrop.  Life  Insur.  Co.,  May,  1953,  p.  4. 


they  will  continue  to  grow  rapidly  in  number. 
As  medical  knowledge  advances  and  as  our 
standard  of  living  rises  to  higher  levels,  an  in- 
creasing proportion  of  the  population  may  be 
expected  to  survive  past  the  threshold  of  oki 
age.  It  is  not  surprising  that  increasing  atten- 
tion on  the  national.  State,  and  local  levels  is 
being  focused  on  the  economic  and  other  prot- 
lems  incidental  to  an  aging  population.  It 
augurs  well  for  the  economic  security  of  our 
aged  in  the  future  that  ever  larger  numbers  of 
the  American  people  are  being  covered  by 
annuities  and  pension  plans  of  various  kind- 
In  addition,  about  88  million  individuals  in 
our  country  own  more  than  $275  billion  of 
private  Life  insurance. 

A New  Publication,  Student  Medicine. 

The  health  of  the  college  student  seems  re- 
cently to  have  become  a field  of  growing  im- 
portance in  medicine.  Recognizing  this  fact 
the  Department  of  Clinical  and  Preventive 
Medicine  of  Cornell  University  has  pioneered 
a publication.  Student  Medicine,  the  first 
issue  of  which  has  appeared. 

Recently,  college  interest  in  the  mainte- 
nance of  the  health  of  its  student  body  has 
been  on  the  increase.  In  consequence,  we 
have  seen  the  creation  of  infirmaries  with 
their  own  competent  medical  personnel 
rendering  medical  care  to  the  student  body 
as  a responsibility  of  the  college  and.  in  some 
instances,  with  the  assistance  of  insurance 
plans  to  defray  at  least  part  of  the  costs  of 
such  care. 

Student  Medici  tie  will  be  devoted  to  the 
publication  of  information  for  the  benefit  of 
college  physicians  who  have  common  prob- 
lems of  disease  prevention  and  student 
health.  Present  plans  call  for  the  publica- 
tion to  appear  semiannually. 

Congratulations  to  the  University  and  to 
its  Department  of  Clinical  and  Preventive 
Medicine  on  what  appears  to  be  a note- 
worthy contribution  to  medical  publishing 
in  this  country. 


Cheerfulness  is  the  principal  ingredient  in  the  composition  of  health. — Arthur  Murphy 
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THE  DOCTOR-PATIENT  RELATIONSHIP  IN  THE  MANAGEMENT  OF 
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THE  course  of  every  illness  is  affected  to 
some  extent  by  the  reaction  of  the  individ- 
ual to  his  psychosocial  environment.  In 
many  disorders,  such  as  those  caused  by 
acute  infections  or  tumors,  there  is  no  pres- 
ent evidence  that  these  effects  are  of  major 
significance;  but  they  are  of  very  great  im- 
portance in  the  course  of  many  chronic  bodily 
disorders,  among  which  diabetes  mellitus 
must  be  prominently  included.  It  is  rea- 
sonable to  say  that  no  physician  can  ade- 
quately understand  the  course  of  his  dia- 
betic patient  or  effectively  help  him  to 
manage  his  disease,  unless  he  knows  a good 
deal  about  the  patient’s  life  history  and  pres- 
ent life  situation. 

The  reaction  of  the  diabetic  patient  to  his 
psychosocial  environment  is  reflected  both 
in  his  overt  behavior  and  in  his  metabolism. 
It  is  probably  incorrect  to  speak  of  a “dia- 
betic personality,”  but  it  is  nevertheless 
true  that  many  attitudes  and  many  charac- 
teristics of  behavior  occur  in  diabetics  with 
such  frequency  that  the  physician  should  be 
aware  of  their  existence.  These  have  been 


described  to  some  extent,1  3 and  a few  of  the 
more  common  may  be  enumerated. 

1.  The  polyphagia  of  diabetes  often 
long  antedates  the  onset  of  overt  metabolic 
abnormalities  and  has  important  psychologic 
determinants.  Very  many  diabetics  are 
persons  who  feel  hungry  and  have  an  intense 
urge  to  eat  whenever  they  are  lonely,  un- 
loved, bored,  or  angry.  Eating  provides 
a temporary  relief  for  these  unhappy  feelings 
to  a degree  not  always  appreciated  by  the 
patient  himself,  although  some  patients  are 
painfully  aware  of  their  gluttony  and  are 
ashamed  of  it.  The  success  or  failure  of  any 
dietary  regimen  will  depend  upon  the  degree 
to  which  the  physician  understands  how 
much  his  patient  wants  to  eat,  likes  to  eat, 
and  feels  a need  to  eat.  Unless  he  can  help 
his  patient  to  understand  his  own  drives,  his 
dietary  regimen  will  fail,  whatever  it  maybe. 
Punitive,  suspicious,  and  excessively  rigid 
attitudes  by  the  physician  almost  always  lead 
to  “cheating,”  “lying,”  and  “forgetfulness” 
on  the  part  of  the  patient,  whereas  complete 
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disregard  of  the  patient’s  food  intake  may 
make  him  feel  both  insecure  and  scornful. 

Patients  often  understand  that  their  ir- 
regular food  habits  are  a manifestation  of 
their  illness,  whether  the  physician  does  so 
or  not.  A reasonable  approach  to  the  eat- 
ing problem  should  include  patient,  frank 
discussion  between  doctor  and  patient,  intelli- 
gent and  realistic  dietary  guidance  by  the 
physician,  and  a reasonable  understanding  by 
the  physician  of  the  patient’s  difficulties  in 
controlling  his  own  appetite.  Since  pres- 
ent evidence  indicates  that  a balanced, 
evenly  spaced  food  intake,  of  adequate 
caloric  content,  is  all  that  is  required  of  most 
diabetics  who  are  receiving  insulin,  even 
the  most  conservative  physician  has  wide 
latitude  for  meeting  the  patient’s  needs. 

2.  Many  diabetic  persons — especially 
adolescents  and  “labile”  diabetics — have 
been  in  more  or  less  overt  conflict  with  one 
of  their  parents  for  a long  time  prior  to  the 
onset  of  their  illness.  This  conflict  often 
takes  the  form  of  dominance  and  rejection 
on  the  part  of  the  parent  and  dependence 
and  resentment  on  the  part  of  the  child. 
Commonly  the  reaction  of  the  patient  is  one 
of  overt  or  suppressed  rebellion,  with  de- 
mands for  special  attention,  noncooperation, 
disobedience,  sullenness,  and  periodic  acute 
outbursts  of  anger.  This  conflict  may  be 
much  accentuated  by  the  development  of 
the  diabetes,  with  its  attendant  strains 
upon  the  intrafamily  relationships. 

When  the  patient  comes  under  treatment 
he  transfers  to  the  physician  the  attitudes 
and  feelings  with  which  he  usually  faces  the 
parent.  He  may  exhibit  provocative  be- 
havior toward  the  physician  by  neglecting 
or  deliberately  disregarding  his  directions, 
forgetting  appointments,  arriving  late,  fail- 
ing to  take  insulin  or  to  sterilize  his  equip- 
ment, and  so  on.  All  too  often  the  physician 
is  quite  readily  provoked  to  anger,  scolding, 
and  rejection  of  his  patient — the  very  reac- 
tion which  the  parent  usually  displays. 
Unless  the  physician  can  learn  to  regard  the 
behavior  of  the  patient  as  a symptom  of  the 
illness  and  unless  he  can  control  his  own 
emotional  reactions,  he  will  not  be  able  to 
establish  a fruitful  relation  with  him.  In- 
finite patience,  adult  wisdom,  sympathetic 
understanding,  and  a friendly,  reasonable, 
but  firm  failure  to  approve  of  irrational  re- 
bellion is  more  efficacious,  despite  the  de- 
mands it  makes  upon  the  physician.  Judi- 
cious caution  should  be  used  in  giving  ad- 
vice about  changing  family  relationships, 
and  especially  about  separating  children 


from  parents  toward  whom  they  express 
great  hostility  and  recurrent  rebellion,  for 
often  this  rebellion  conceals  a great  de- 
pendence, and  separation  may  have  quite 
an  adverse  effect  upon  both  parties. 

3.  More  often  than  many  physicians 
suspect  there  is  an  underlying  mood  of  dejec- 
tion and  hopelessness  in  the  diabetic  pa- 
tient. It  is  accentuated  by  loneliness,  by 
the  loss  of  loved  ones,  and  by  trivial  inci- 
dents of  symbolic  significance,  and  may  ex- 
plain unexpected  changes  in  metabolism, 
behavior,  and  eating  habits. 

4.  The  diagnosis  of  diabetes  is  almost 
always  an  event  of  profound  and  disturDing 
significance  to  the  patient  . However  calmly 
he  may  appear  to  accept  it,  it  nearly  always 
brings  with  it  fears  of  amputations,  blindness, 
sterility,  coma,  and  early  death. 

Xo  fifteen-minute  talk,  no  booklet,  and  no 
attitude  of  unconcern  will  overcome  this  as 
much  as  a patient’s  willingness  to  answrer 
many  questions  over  a long  period  of  time. 
The  appearance  of  diabetes  in  a child  or 
husband  may  profoundly  upset  a family  and 
cause  acute  conflict  and  anxiety  in  parents 
or  spouse.  Treating  the  patient  thus  involves 
discussion  with  parents,  husbands,  and 
wives.  Xor  does  the  self-administration  of 
insulin  seem  so  simple  to  the  patient  as  it 
does  to  the  physician.  Many  adult  diabetics 
of  many  years  standing  regard  their  daily 
insulin  injection  as  a detested  chore  and  are 
all  too  ready  on  occasion  to  overlook  the 
procedure. 

Each  person  with  diabetes  is,  of  course,  a 
separate  individual,  with  individual  charac- 
teristics which  are  in  no  way  different  from 
those  of  the  rest  of  the  population.  His 
individual  characteristics  are  usually  the 
evident  ones,  and  the  attitudes  and  behavior 
described  above  may  or  may  not  be  apparent 
in  him.  Perhaps  the  only  characteristic 
common  to  all  diabetics  is  that  they  have 
diabetes  mellitus.  But  when  the  physician 
detects  attitudes  and  behavior  such  as  those 
described,  his  foreknowledge  of  their  signifi- 
cance may  steer  him  away  from  many  pit- 
falls.  Diabetes  is  a chronic  disorder  for 
which  we  have  no  cure.  In  the  long  run. 
the  doctor-patient  relationship  is  the  final 
determinant  of  success  or  failure  in  its 
management.  Few  diseases  require  the 
same  continual  attitude  of  interest  and 
watchfulness  on  the  part  of  the  physician 
or  of  understanding  by  the  patient. 

Psychologic  therapy,  like  treatment  with 
drugs,  must  be  based  upon  an  adequate 
history  and  astute  observation.  It  is  not 


September  1,  1953 — Part  I] 


DIABETES  MELLITUS 


1945 


necessary  for  the  practitioner  to  employ 
complex  or  specialized  psychiatric  technics 
to  obtain  the  information  which  he  needs  in 
order  to  care  for  the  average  diabetic,  but 
simple  biographic  data  is  indispensable. 
This  should  include  a knowledge  of  the  cul- 
tural, social,  and  economic  background  of 
the  patient,  information  about  his  parents 
and  siblings,  some  knowledge  of  family  inter- 
relationships and  important  events  that 
reflect  stability  or  adjustment  in  his  earlier 
life,  his  education,  his  later  career,  and  mar- 
riage. A rather  more  intimate  knowledge 
of  his  present  life  situation  in  terms  of  pres- 
ent family  relations  and  problems,  occupa- 
tion, daily  activities,  economic,  and  social 
situation  is  also  necessary.  All  of  this  may 
be  obtained  from  questions  judiciously  in- 
terspersed in  the  medical  history,  supple- 
mented by  occasional  friendly  discussion  in 
which  the  physician  takes  the  role  of  the 
understanding  listener.  Crossquestioning  or 
probing  on  sensitive  topics  is  unwise  and 
unrewarding;  over  a period  of  time  the  pa- 
tient will  usually  reveal  to  the  alert  and 
friendly  physician  those  pertinent  conflicts 
which  he  feels  free  to  discuss. 

Information  of  this  nature  has  a value 
to  the  physician  similar  to  that  which  he  ob- 
tains from  past  medical  history.  It  is  not 
intended  to  provide  a basis  for  an  extensive 
psychotherapeutic  reorientation  of  the  pa- 
tient; rather  it  provides  a framework  for 
understanding  his  present  needs  and  likely 
reactions.  Such  understanding  has  more 
than  a mere  practical  value — occasionally 


it  is  the  key  to  better  health  and  a smoother 
course.  Patients  react  to  changes  in  their 
life  situations  with  metabolic  changes  of  sig- 
nificant and  sometimes  dangerous  degree.4-8 
Especially  among  children  and  “labile”  dia- 
betics, acute  interpersonal  conflicts  which 
engender  intense  anxiety  and  anger  may 
lead  to  a pronounced  diuresis  and  the  rapid 
development  of  ketosis.  Such  conflicts  are 
among  the  commonest  factors  which  may 
precipitate  coma  in  this  group  of  patients. 

In  diabetics  of  all  ages,  periods  of  dejec- 
tion and  loneliness  may  be  associated  with 
an  increase  in  glycosuria  and  an  increased 
insulin  requirement.  During  periods  of 
anxiety  and  tension,  some  diabetics  may  have 
frequent  insulin  reactions.  “Labile”  dia- 
betics, who  show  rapid  changes  in  their 
insulin  requirements,  are  often  people  who 
are  exposed  to  labile  emotional  situations, 
engendering  rapidly  changing  reactions  in 
them.  Treatment  directed  at  the  individ- 
ual, at  his  environment,  and  at  his  atti- 
tudes and  feelings  toward  it  may  diminish 
or  even  abolish  such  fluctuations.  Such 
treatment  may  be  difficult  and  time-consum- 
ing, but  simple  manipulation  of  diet  and 
insulin  can  never  be  more  than  palliative  in 
such  cases,  and  is  often  quite  futile. 
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NUAL PRIZE  ESSAY  CONTESTS  ARE  LISTED  ON  PAGES  1950 
AND  1982  FOR  YOUR  INFORMATION. 


MEDICAL  SOCIETY  OF  THE  STATE  OF 


NEW  YORK 


DISTRICT  BRANCH  MEETINGS 
195  3 SCHEDULE 


Date 

District  Branch 

Time 

Place 

September  16 

Sixth 

Afternoon 

Evening 

Binghamton 

September  17 

Third 

Morning 

Afternoon 

Kingston 

September  23 

Eighth 

Afternoon 

Dinner 

Buffalo 

September  24 

Seventh 

Morning 

.Afternoon 

Rochester 

September  30 

Fifth 

Afternoon 

Evening 

Utica 

October  1 

Fourth 

.Afternoon 

Evening 

Johnstown 

October  21 

Ninth 

.Afternoon 

Dinner 

New  City 

October  28 

Second 

Dinner 

Patchogue 

Note:  No  meeting  has  been  scheduled  for  the  First  District  Branch. 


Complete  programs  for  these  district  branch  meetings  will  be  published 
in  the  New  York  State  Journal  of  Medicine,  issues  of  September  1 
and  September  15,  1953.  See  page  2001  of  this  issue  for  programs  of  the 
Third.  Sixth,  Seventh,  and  Eighth  District  Branches. 
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To p left:  ” X-rays  revealed  a huge  ulcer 
crater  in  the  duodenal  bulb.  ” 

Top  right:  " Twelve  days  later  the  crater 
was  strikingly  reduced  in  size.  ” 

Bottom:  "Two  weeks  later  another  spot 
roentgenogram  revealed  complete  healing.  ” 


Rapid  Healing  of  Duodenal  Ulcer  with  Pro-Banthine® 

CASE  REPORT 


J.  L.,  male,  age  39,  refused  surgery  even  though 
roentgen  study  revealed  a huge  ulcer  crater  in 
the  duodenal  bulb  (top  left) . He  was  placed  on 
a Pro-Banthine  regimen  of  30  mg.  four  times  a 
day.  After  twelve  days  of  therapy  the  crater  was 
strikingly  reduced  in  size  (top  right)  . 

Two  weeks  later  another  spot  roentgenogram 
revealed  complete  healing  (bottom) . "This  ulcer 
crater  was  unusually  large,  yet  on  30  mg.  of 
Pro-Banthine  [q.i.d.j  the  patient’s  symptoms 
were  relieved  in  forty-eight  hours  and  a most 
dramatic  diminution  in  the  size  of  the  crater 
was  evident  within  twelve  days.” 

Schwartz,  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and 
Seibel,  J.  M. : A Clinical  Evaluation  of  a New  Anti- 
cholinergic Drug,  Pro-Banthine,  to  be  published. 

Pro-Banthine  (brand  of  propantheline  bro- 


mide) is  a new  and  improved  anticholinergic 
agent  with  minimal  or  no  side  reactions. 

Pro-Banthine  inhibits  neural  impulses  at  both 
the  sympathetic  and  parasympathetic  ganglia 
and  at  the  postganglionic  nerve  endings  of  the 
parasympathetic  system.  It  is  valuable  in  many 
conditions  in  addition  to  peptic  ulcer,  notably 
gastritis,  pancreatitis,  intestinal  hypermotility, 
genitourinary  spasm  and  hyperhidrosis. 

Pro-Banthine  is  available  in  three  dosage 
forms:  15  mg.  sugar-coated  tablets;  Pro-Ban- 
thine (15  mg.)  with  Phenobarbital  (15  mg.), 
sugar-coated  tablets,  for  use  when  anxiety  and 
tension  are  complicating  factors ; ampuls  of  30  mg. 
for  more  rapid  effect  and  in  instances  when  oral 
medication  is  impractical  or  impossible. 
SEARLE  Research  in  the  Service  of  Medicine 


adv. 
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A drug  of  choice  for  long  term  oral  treatment  of 
hypertension  . . . found  effective  in  81%  of  patients1 


Lower  blood  pressure  has  been  obtained 
in  81%  of  moderate  and  severe  hyperten- 
sives treated  with  hexamethonium  chloride 
( available  as  Methium ) under  general- 
practice  conditions.1  In  60%  of  these  pa- 
tients lower  pressures  continued  for  4 to 
16  months  of  the  study. 

Also,  as  pressure  is  reduced,  improvement 
is  almost  universally  seen  in  eye  and  heart 
symptoms,  headache,  vertigo,  dyspnea, 
etc.1"6  In  some  cases  even  where  pressure 
fails  to  respond,  symptoms  may  nonethe- 
less abate.4'7 

Methium,  a potent  autonomic  ganglionic 
blocking  agent,  reduces  blood  pressure  by 


interrupting  nerve  impulses  responsible 
for  vasoconstriction.  Because  of  its  potency, 
careful  use  is  required.  Pre-treatment 
patient-evaluation  should  be  thorough. 
Special  care  is  needed  in  impaired  renal 
function,  coronary  artery  disease  and  exist- 
ing or  threatened  cerebral  vascular  acci- 
dents. A booklet  of  complete  instructions 
for  prescribing  is  available  and  should  be 
consulted  prior  to  initiating  therapy. 

1.  Moyer,  J.  H„  et  al.:  Am.  J.  M.  Sc.  225:379  (April) 

1953. 

2.  Mills,  L.  C.,  and  Moyer,  J.  H.:  A.M.A.  Arch.  lot. 
Med.  90:587  (Nov.)  1952. 

3.  Frankel,  E.:  Lancet  7:408  (Feb.  17)  1951. 

4.  Johnson,  I.,  et  al.:  Texas  State  J.  M.  48:331 
(June)  1952. 

5.  Council  on  Pharmacy  and  Chemistry:  J. A.M.A. 
757:385  (Jan.  31)  1953. 

6.  Grimson,  K.  S.,  et  al.:  J. A.M.A.  749:215  (May 

17)  1952. 

7.  Turner,  R.:  Lancet  7:1217  (June  2)  1951. 
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CHLORIDE 

(BRAND  OF  HEXAMETHONIUM  CHLORIDE. 
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CHAIRMAN’S  ADDRESS:  ANESTHESIOLOGY  IN  PRESENT-DAY 

MEDICAL  PRACTICE 


Moses  H.  Krakow,  M.D.,  Bronx,  New  York 


( Director  of  Anesthesiology,  Lebanon  Hospital) 


Anesthesiology  may  be  defined  as  the 

study  and  practice  of  the  art  and  science 
of  anesthesia  in  all  its  forms  and  all  that  pertains 
thereto.  The  study  of  anesthesiology  is  as  old  as 
medicine.  Physicians  have  always  searched  for 
pain  relief  during  surgical  operations.  Starting 
in  1846,  when  ether  was  first  successfully  ad- 
ministered to  a surgical  patient,  anesthesia  was 
accepted  as  an  indispensable  adjunct  to  surgery. 

The  progress  of  anesthesiology  has  been  con- 
stant ever  since  then  and  consisted  of  improve- 
ment of  methods,  apparatus,  and  development  of 
new  anesthetic  agents.  The  practice  of  anesthe- 
siology, on  the  other  hand,  has  not  been  stabilized 
until  quite  recently.  The  medical  profession 
paid  little  or  no  attention  to  who  administered 
anesthesia  or  how  it  was  done.  Anyone,  doctor 
or  layman,  was  given  the  doubtful  privilege  of 
“putting  the  patient  to  sleep,”  usually  under  the 
direction  of  the  surgeon,  who  himself  knew  little 
about  anesthesia.  Physicians,  therefore,  were 
reluctant  to  specialize  in  anesthesiology. 

Not  until  1905  do  we  have  any  reference  to 
doctors  devoting  their  full  time  to  anesthesiology. 
In  1905,  the  Long  Island  Society  of  Anesthetists, 
which  eventually  became  the  American  Society 
of  Anesthesiologists,  was  organized.  Its  growth 
has  been  rather  slow,  and,  thirty  years  later, 
there  were  just  several  hundred  physicians  prac- 
ticing anesthesiology  exclusively  in  the  United 
States,  probably  half  of  them  in  New  York  State. 

They  had  no  legal  status,  and  even  the  medical 
profession,  as  represented  by  organized  medicine, 
did  not  recognize  them  as  specialists.  There 
were  several  other  organizations  in  anesthesia,  but 
the  one  truly  concerned  with  the  economic  and 
professional  status  of  its  members  was  the  Ameri- 
can Society  of  Anesthesiologists. 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Section  on  Anesthesiology, 
May  7,  1953. 

Read  by  Dr.  Vincent  J.  Collins,  Director  of  Anesthesiology, 
St.  Vincent’s  Hospital,  New  York  City. 


In  1937  those  of  us  in  New  York  who  were 
concerned  with  the  future  of  anesthesiology 
realized  that  the  local  group  had  to  assume  the 
burden  of  protecting  the  specialty  and  seek  its 
recognition  as  a specialty.  That  year  the  New 
York  State  Section  of  the  American  Society  of 
Anesthesiologists  was  formed  for  that  purpose. 
It  joined  the  other  three  stepchildren  of  medicine, 
pathology,  radiology,  and  physiotherapy,  and 
together  they  organized  the  Joint  Council  of  the 
four  specialties.  After  a rather  aggressive  cam- 
paign we  finally  succeeded,  in  1941,  in  obtaining 
sanction  by  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  form  a Sec- 
tion on  Anesthesiology.  Today  marks  the  elev- 
enth year  of  the  Section. 

In  that  same  year,  1941,  the  House  of  Delegates 
passed  a resolution,  introduced  at  the  instance  of 
the  Joint  Council,  affirming  that  anesthesiology 
and  the  other  three  specialties  are  medical  prac- 
tices and  not  hospital  practices.  We  can,  there- 
fore, say  that  in  New  York  State  our  status  as 
specialists,  recognized  by  the  Medical  Society  of 
the  State  of  New  York,  is  just  about  twelve  years 
old. 

On  a national  scale,  the  American  Medical 
Association  has  recognized  the  specialty  of  anes- 
thesiology as  a medical  practice  by  authorizing  an 
American  Board  of  Anesthesiology  and  by  passing 
a resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association,  similar  to  the  one 
passed  by  the  Medical  Society  of  the  State  of 
New  York. 

It  was  soon  realized,  however,  that  the  resolu- 
tions without  implementations  were  not  effective, 
and,  therefore,  for  the  past  ten  years  the  Ameri- 
can Society  of  Anesthesiologists  and  the  New 
York  State  Society  of  Anesthesiologists  have 
been  actively  pursuing  a course  of  education  of 
both  the  medical  profession  and  the  public  as  to 
the  place  of  anesthesiology  in  medical  practice. 

The  development  of  both  the  scientific  and  the 
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professional  status  of  anesthesiology  has  resulted 
in  a demand  for  trained  physicians  as  anesthesi- 
ologists. which  today  cannot  be  met  by  supply, 
and  it  is  our  task  to  see  that  we  meet  this  situa- 
tion in  the  near  future. 

The  recognition  of  the  anesthesiologist  as  a 
specialist  carries  with  it  responsibilities  and  obli- 
gations which  must  be  carried  out  by  everyone 
who  is  practicing  anesthesiology.  Our  primary 
responsibility  is  to  the  patient.  As  members  of 
the  medical  fraternity,  we  must  strive  to  give 
our  people  the  very  best  medical  care  possible. 
We  must  also  practice  our  specialty  on  the  same 
level  as  the  rest  of  the  medical  profession.  We 
must  establish  personal  relationship  with  our 
patients,  and  our  goal  should  be  the  private  prac- 
tice of  anesthesiology. 

Our  obligations  are  to  the  medical  organizations 
of  which  we  are  members.  We  must  take  an 
active  part  in  our  state,  county,  and  national  or- 
ganizations as  well  as  in  our  specialty  organi- 


zation. It  is  not  enough  to  be  dues-paying  mem- 
bers; we  must  be  active  members,  willing  to  work 
for  our  organization. 

The  American  Society  of  Anesthesiologists, 
Inc.,  for  the  past  several  years  has  had  a very 
strong  public  relations  program  and  has  engaged 
in  ethical  publicity.  As  physicians  and  as  mem- 
bers of  our  specialty,  we  must  ever  bear  in  mind 
that  our  society  will  be  as  strong  as  we  make  it. 
We  must  subscribe  to  a code  of  ethics  as  pro- 
mulgated by  the  American  Medical  Association 
and  by  the  American  Society  of  Anesthesiolo- 
gists. Inc.,  and  at  the  same  time  we  must  also 
remember  our  obligations  as  citizens  in  our  com- 
munity. 

In  conclusion,  I believe  we  are  justified  in 
stating  that  anesthesiology  has  found  its  rightful 
place  in  today’s  practice  of  medicine.  Let  us  all 
join  the  rest  of  our  colleagues  and  work  for  the 
public  good  and  the  advancement  of  the  medical 
profession. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 
1954  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

William  L.  Watson.  M.D. 

340  East  72nd  Street 
New  York  21,  Xew  York 

The  Annual  Convention  will  be  held  May  10  to  14,  1954,  at  the  Hotel  Statler,  Xew 
York  City. 

jYo  applications  can  be  considered  after  January  1,  19-54. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 

are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 

experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Axdertox.  M.D..  Secretary 
Medical  Society  of  the  State  of  Xew  York 


CLINICAL  AND  INVESTIGATIONAL  EXPERIENCES  WITH  HYPOTEN- 
SION INDUCED  BY  HEXAMETHONIUM  BROMIDE 

Olga  Schweizer,  M.D.,  New  York  City 

{From  the  Department  of  Anesthesiology,  Memorial  Center  for  Cancer  and  Allied  Diseases ) 


SINCE  hexamethonium  bromide  was  first  em- 
ployed in  1949  to  produce  a state  of  controll- 
able hypotension  during  anesthesia,  the  clinical 
use  of  this  drug  has  spread  throughout  many 
centers  in  Europe  and  the  United  States.  It  is 
only  within  the  past  two  years,  however,  that  any 
intensive  investigational  work  has  been  directed 
toward  an  evaluation  of  the  physiologic  effects 
of  this  agent.  We  feel  it  preferable,  therefore,  to 
give  only  a brief  description  of  the  technic  and 
results  of  our  clinical  experience  and  to  devote 
the  greater  part  of  this  presentation  to  a discus- 
sion of  the  experimental  procedures  which  have 
been  performed  in  our  laboratory  during  the  past 
year. 

Clinical  Experiences  with  Hexamethonium 
Bromide 

The  vasodilatation  and  hypotension  resulting 
from  the  ability  of  hexamethonium  bromide  to 
produce  blockade  of  autonomic  ganglia  are  not 
sufficient  in  themselves  to  ensure  an  adequate  re- 
duction of  blood  loss  during  a surgical  procedure. 
In  addition  to  the  lowered  blood  pressure,  suc- 
cessful “controlled  hypotension”  is  dependent 
upon  three  factors:  (1)  good  oxygenation,  (2)  a 
normal  blood  volume,  and  (3)  a position  in  which 
the  operative  site  is  uppermost  to  ensure  gravita- 
tional drainage  of  pooled  venous  blood. 

In  the  series  of  cases  anesthetized  by  this 
technic  at  Memorial  Center,  adequate  preopera- 
tive sedation  was  obtained  by  the  subcutaneous 
administration  of  demerol  or  morphine  and  scopo- 
lamine sixty  to  ninety  minutes  before  the  sched- 
uled time  of  operation.  After  induction  and 
intubation  had  been  performed  with  a 2.5  per 
cent  solution  of  Pentothal  Sodium  and  sufficient 
d-tubocurarine  chloride  to  insure  adequate  re- 
laxation, the  patient  was  stabilized  in  a light 
plane  of  ether  or  Pentothal  anesthesia  and  the 
body  then  positioned  to  secure  maximum  eleva- 
tion of  the  operative  site.  The  head  was  lowered 
in  all  cases  to  prevent  inadequate  oxygenation  of 
the  cerebral  structures.  Sufficient  hexametho- 
nium bromide  was  injected  intravenously  in  a 
single  dose  or  divided  doses  to  obtain  and  main- 
tain the  optimum  degree  of  hypotension  (60  to  70 
mm.  Hg  systolic).  At  the  conclusion  of  the 
main  operative  procedure  before  closure  of  the 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Anes- 
thesiology, May  7,  1953. 
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Fig.  1.  Typical  anesthesia  record  of  human  subject. 

peritoneum  or  skin  flaps,  the  blood  pressure  was 
raised  to  90  to  100  mm.  Hg  systolic  to  check  for 
possible  sources  of  bleeding.  Elevation  of  the 
legs  was  usually  sufficient  to  restore  the  lowered 
pressure  to  a more  normal  figure,  but  in  a few 
cases  it  was  necessary  to  employ  an  intravenous 
infusion  of  a vasoconstrictor  for  a short  time. 
Blood  loss  was  accurately  replaced  throughout 
the  procedure. 

During  the  past  two  years  103  selected  patients 
have  been  anesthetized  at  Memorial  Center  using 
the  technic  of  controlled  hypotension  (Fig.  l). 
The  operative  procedures  to  which  these  patients 
were  subjected  were  those  in  which  considerable 
blood  loss  was  anticipated,  for  example,  pelvic 
evisceration,  partial  hepatectomy,  or  hemipelvec- 
tomy  (Table  I). 

No  deaths  occurred  in  the  series  during  the 

TABLE  I. — Clinical  Experience  With  Hexamethonium 

. Degree  of  Ischemia . 

Failure 


Type  of  Case 

Number 
of  Cases 

Excel- 

lent 

Good 

or  Unde- 
termined 

Radical  gyneco- 

62 

29 

21 

12 

logic  surgery 

Upper  abdominal 

17 

11 

6 

surgery 

Lower  abdominal 

8 

4 

4 

surgery 

1 horacic  surgery 

1 

1 

Bone 

8 

6 

2 

Breast 

7 

4 

3 

Total 

103 

55 

30 

18 

1951 


1952 


OLGA  SCUWEIZER 


[N.  Y.  State  J.  M. 


course  of  anesthesia,  but  two  healthy  male  pa- 
tients on  whom  hemipelvectomies  had  been  per- 
formed expired  in  the  immediate  postoperative 
period.  One  patient  succumbed  forty-eight 
hours  after  operation  from  the  effects  of  uncon- 
trollable oozing  from  the  operative  site.  The 
second  patient  was  in  excellent  condition  on 
return  to  the  ward,  fully  reacted  from  anesthesia 
with  normal  blood  pressure  and  pulse.  One 
hour  later  he  developed  sudden  cardiovas- 
cular collapse  which  failed  to  respond  to 
blood,  vasoconstrictors,  and  other  resuscitative 
measures.  An  electrocardiogram  taken  shortly 
before  death  was  interpreted  as  suggesting  hy- 
perkalemia or  acidosis.  Postmortem  examina- 
tion failed  to  reveal  an  adequate  explanation  of 
his  death. 

Experimental  Procedures 

The  poorly  understood  factors  responsible  for 
these  fatalities  have  given  impetus  to  the  lab- 
oratory investigation  of  the  physiologic  changes 
resulting  from  the  reduction  in  blood  pressure 
produced  by  ganglionic  blockade  with  hexameth- 
onium.  Although  various  phases  of  this  sub- 
ject are  being  investigated  in  the  laboratories  of 
Memorial  Center  at  the  present  time,  this  report 
is  concerned  solely  with  the  effects  of  C6  on  the 
liver  and  kidney.  The  renal  experimental  pro- 
cedures on  patients  were  conducted  by  Dr.  K. 
Roberts  and  on  dogs  by  Dr.  M.  Mendelsohn. 

Technic 

Studies  of  glomerular  filtration  rate  and  renal 
plasma  flow  were  carried  out  on  11  female  dogs, 
weighing  from  14  to  22  Kg.,  and  on  eight  human 
subjects.  The  latter  group  consisted  of  pre- 
operative or  postoperative  female  patients  with  a 
diagnosis  of  cancer  of  the  genital  organs.  Known 
impairment  of  renal  function  was  present  prior  to 
the  start  of  the  experimental  procedure  in  a few  of 
these  patients. 

The  dogs  were  anesthetized  with  an  intraperi- 
toneal  dose  of  50  to  70  mg.  per  Kg.  of  Dial  and  an 
intratracheal  tube  inserted,  through  which  a con- 
tinuous supply  of  oxygen  was  administered. 
Arterial  blood  pressure  was  recorded  directly  by 
means  of  a cannula  inserted  in  the  carotid  or 
femoral  artery.  After  a suitable  control  period 
the  blood  pressure  was  lowered  by  the  administra- 
tion of  hexamethonium  in  simultaneous  doses  of 
4 mg.  per  Kg.  intravenously,  and  8 mg.  per  Kg. 
intramuscularly.  It  was  found  that  blood  pres- 
sure could  then  be  varied  at  will  by  changing  the 
degree  of  elevation  of  the  dog’s  thorax  by  means 
of  a sling  suspended  under  this  portion  of  its  body. 
By  this  technic  it  was  possible  to  maintain  a con- 
stant degree  of  hypotension  during  each  collection 
period  • Gross  pressure  changes  were  followed  by 
a ten-minute  discard  period. 


Mannitol,  150  mg.  per  cc.,  was  employed  as  a 
diuretic,  and  serum  levels  of  30  mg.  per  100  cc. 
for  inulin  and  1.5  mg.  per  100  cc.  for  para-amino- 
hippurate  were  maintained  by  means  of  a con- 
stant intravenous  infusion.  Arterial  blood  sam- 
ples were  drawn  two  and  one-half  minutes 
before  the  midpoint  of  each  period,  and  urine 
was  obtained  via  an  indwelling  catheter  using  a 
saline  and  air  wash. 

The  human  subjects  were  premedicated  with 
demerol  100  mg.,  scopolamine  Vieo  grain,  and 
Seconal  1 .5  grain,  one  hour  prior  to  the  beginning 
of  the  investigative  procedure.  Infusions  of 
para-aminohippurate,  inulin.  or  sucrose  in  5 per 
cent  dextrose  in  water  were  administered  by  con- 
stant infusion  pump  to  obtain  optimum  plasma 
levels.  An  equilibration  period  of  three  to  five 
hours  preceded  the  first  control  period.  Blood 
samples  were  obtained  at  the  midpoint  of  each 
collection  period,  and  an  indwelling  catheter  was 
employed  for  the  collection  of  urine  samples  using 
a water  and  air  wash.  Blood  pressure  was  re- 
corded by  auscultation  or  by  intra-arterial  needle. 
After  a minimum  of  three  control  periods  the  pa- 
tient was  anesthetized  with  a small  amount  of  2.5 
per  cent  Pentothal  Sodium  and  placed  in  position 
so  that  the  upper  abdomen  lay  above  an  elevated 
gallbladder  rest.  The  foot  and  head  sections  of 
the  operating  table  were  dropped  to  maintain 
these  parts  in  a dependent  position.  Oxygen  by 
face  mask  was  administered  throughout  most  of 
the  procedure. 

One  control  period  was  run  after  the  patient 
was  anesthetized  and  positioned  prior  to  the  in- 
jection of  hexamethonium.  Sufficient  hexameth- 
onium in  single  or  divided  doses  was  then  ad- 
ministered to  produce  maximum  ganglionic 
blockade.  An  effort  was  made  to  maintain 
the  blood  pressure  at  the  lowest  possible 
point  for  periods  of  one  to  one  and  a half  hours, 
but  the  degree  and  duration  of  blood  pressure  fall 
varied  from  patient  to  patient  so  that  optimum 
hypotension  160  mm.  Hg  systolic  or  below)  was 
not  obtainable  in  even'  individual.  An  average 
of  two  collecting  periods  was  run  during  the 
period  of  hypotension.  The  blood  pressure  was 
then  restored  to  higher  levels  by  lowering  the 
gallbladder  rest  and  elevating  the  feet.  Blood 
and  urine  samples  were  obtained  one  hour  after 
this  position  change  by  which  time  the  blood 
pressure  had  approached  normal  levels  in  pa- 
tients with  no  pre-existing  renal  damage. 

The  study  of  liver  function  was  divided  into 
two  categories.  In  the  first  group  six  dogs,  an- 
esthetized with  intraperitoneal  Nembutal,  were 
maintained  in  a state  of  hypotension  for  periods 
of  thirty*  to  one  hundred  and  five  minutes  by  the 
technic  described  in  the  preceding  section.  The 
dogs  were  sacrificed  two  to  three  days  after  the 
experimental  procedure,  and  pathologic  examina- 
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TABLE  II. — Effect  of  Hexamethonium  Bromide  In- 
duced Hypotension  on  the  Glomerular  Filtration  Rate 

AND  PARA-AMINOHIPPURATE  CLEARANCE  OF  A PATIENT 

with  Poor  Renal  Function  (Case  M.  M.) 


Time 

(Minutes) 

Glomerular 
Filtration 
Rate 
(Cc.  per 
Minute) 

Para- 

aminohippu- 
rate  Clearance 
(Cc.  per  Minute) 

Blood 
Pressure 
(Mm.  Hg 
Systolic) 

Control 

24.1 

82.4 

160 

Hexamethonium  ( 12.5  mg. 

intravenous , plus  sustaining  dose ) 

40 

1.49 

4.36 

50 

80 

0.54 

3.76 

50 

Trendelenburg  Position 

125 

4.92 

11.75 

90 

tion  of  all  the  organs  was  carried  out.  The 
second  type  of  study  was  performed  on  the 
eight  human  subjects  subjected  to  investigation 
of  renal  function.  In  this  group  blood  was 
drawn  for  serum  bilirubin,  cephalin  flocculation, 
and  thymol  turbidity  immediately  preceding  the 
administration  of  hexamethonium.  Serum  bi- 
lirubin determinations  were  repeated  on  the  day 
following  the  experimental  procedure,  and  ce- 
phalin flocculation  and  thymol  turbidity  one 
week  after  the  hypotensive  period.  The  brom- 
sulfalein  test  was  not  employed  since  the  dye  was 
not  compatible  with  the  Evans  Blue  employed 
for  the  determination  of  blood  volume  in  the 
same  group  of  patients. 

Results 

The  results  of  the  evaluation  of  kidney  func- 
tion were  similar  in  animals  and  humans  in  the 
sense  that  a decrease  in  inulin  and  para-amino- 
hippurate  clearance  values  occurred  in  both 
species,  concurrent  with  the  fall  in  blood  pressure 
produced  by  hexamethonium.  In  the  dogs,  how- 
ever, a marked  decline  in  clearance  values  did  not 
occur  until  the  hypotension  had  attained  a level 
of  60  mm.  Hg  systolic  for  inulin  and  50  mm.  Hg 
for  para-aminohippurate.  The  inulin  clear- 
ance extrapolated  to  zero  at  25  to  30  mm.  Hg 
systolic  in  all  but  one  dog.  A para-aminohip- 
puric  acid  clearance  value  equal  to  145  per  cent  of 
the  control  and  an  inulin  clearance  equal  to  the 
control  were  found  in  one  animal  six  minutes 
after  the  blood  pressure  and  urine  flow  had  been 
restored  following  a sixty-minute  period  of  anuria 
produced  by  a marked  fall  in  blood  pressure. 
The  para-aminohippurate  clearance  returned 
to  normal  within  fifteen  minutes.  A progressive 
decline  in  renal  resistance  accompanied  the  fall  in 
blood  pressure  in  all  cases. 

A reduction  in  blood  pressure  below  60  mm.  Hg 
systolic  could  not  be  obtained  in  the  majority  of 
human  subjects  in  spite  of  complete  ganglionic 
blockade.  In  contrast  to  the  stability  of  inulin 
and  para-aminohippurate  clearances  in  dogs 
above  60  mm.,  all  eight  patients  showed  a signifi- 


TABLE  III. — Effect  of  Hexamethonium  Bromide-In- 
duced Hypotension  on  the  Sucrose  Clearance  and 
Renal  Plasma  Flow  of  a Patient  with  Good  Renal 
Function  (Case  M.  N.) 


Blood 

Renal  Plasma 

Pressure 

Sucrose 

Flow 

Time 

(Mm.  Hg 

Clearance 

(Cc.  per 

(Minutes) 

Systolic) 

(Cc.  per  Minute) 

Minute) 

Control 

150  104  353 

Hexamethonium  (26  my.  plus  sustaining  dosage) 


60 

60 

9.0 

12.5 

120 

60 

4.84 

29.84 

T rendelenburg  Position 

180 

140 

51.0 

300 

TABLE  IV. 

— Urinary 

Excretion  of  Sodium 

AND  PoTAS- 

siuM  After 

Reduction 

of  Blood  Pressure 

BY  THE  Use 

of  Hexamethonium  Bromide  (Case  M.  N.) 

. — — — Sodium . . Potassium  . 

Time  (inM.  per  (ueq.  per  (mM.  per  (ueq.  per 

(Minutes)  L.)  Minute)  L.)  Minute) 

Control 

61  7 65.7  36.4  49.3 

Hexamethonium  (25  mg.  intravenous  plus  sustaining  dosage) 
60  54.6  10.9  38.4  5.6 

120  9.9  0.883  28.0  0.312 

Trendelenburg  Position 

180  29.76  1.19  46.6  55.5 


cant  decline  in  glomerular  filtration  rate  and  re- 
nal blood  flow  as  soon  as  the  blood  pressure  fell 
much  below  normal  levels.  The  degree  of  im- 
pairment corresponded  to  the  level  of  the  blood 
pressure  and  remained  constant  at  a given  level  of 
hypotension  (Tables  II  and  III).  Improvement 
in  clearance  values  occurred  as  the  blood  pres- 
sure returned  toward  normal,  either  due  to  failure 
of  hexamethonium  to  maintain  a persistent 
lowered  tension  or  following  elevation  of  the  feet 
at  the  conclusion  of  the  experiment.  In  all  cases 
renal  blood  flow  was  restored  more  rapidly  than 
glomerular  filtration  rate.  Return  to  normal 
values  was  accomplished  at  a slower  rate  in  pa- 
tients with  known  impairment  of  renal  function 
prior  to  the  experimental  procedure.  In  one  of 
the  latter  a blood  pressure  of  50  to  70  mm.  Hg 
systolic  persisted  for  thirty-six  hours  after  the 
administration  of  a small  quantity  of  hexameth- 
onium. 

A reduction  in  excretion  of  sodium  and  potas- 
sium was  associated  with  the  fall  in  blood  pressure 
in  all  subjects  (Table  IV). 

Liver  function  studies  also  revealed  a variation 
between  the  pathology  discovered  at  autopsy  on 
the  dogs  and  the  results  of  clinical  tests  on  the 
human  subjects.  In  addition  to  the  moderate 
to  severe  congestion  of  the  organ  which  was 
found  in  all  but  one  dog,  review  of  the  sections 
showed  focal  pericentral  vein  necrosis  in  one 
specimen  and  foci  of  hepatic  cells  swollen  with 
glycogen  in  another.  A biopsy  specimen  of  the 
liver  removed  under  anesthesia  but  before  the  in- 
jection of  hexamethonium  was  entirely  negative 
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TABLE  V.— Postmortem  Examination  of  Liver  of  Dogs  After  Hexamethonium 


Duration  of  Optimum 

Range  of  Hypotension 

Hypotension 

Autopsy  Findings  . 

Dog  (Mm.  Hg  Systolic) 

(Minutes) 

Gross  Microscopic 

Remarks 

HA-44 

48  to  82 

60 

Diffuse  mottling 

Central  congestion  (marked) 
and  focal  pericentral  vein 
necrosis 

HA-45  | 

HA-46  • 

i 24  to  76 
i 36  to  82 

i 42  to  84 
1 46  to  82 

105 ) 

70  \ 

55 ' 
60  { 

Normal 

Diffuse  mottling 

Marked  congestion 

Moderate  congestion;  foci 
of  hepatic  cells  swollen 
with  glycogen 

Experiments  25  days 
apart 

Experiments  16  days 
apart 

HA-47 

34  to  72 

60 

Normal 

Marked  central  congestion 

Liver  biopsy  before 
C«  normal 

HA-48 

42  to  82 

45 

Normal 

Normal 

HA-49 

29  to  70 

90 

Normal 

Marked  congestion;  acute 
serositis 

Liver  biopsy  before 
Ci  normal 

TABLE  VI. — Liver  Function  in  Human  Subjects  After  Hexamethonium 


Xame 


, Cephalin  Flocculation . , Thymol > 

. — Serum  Bilirubin — . (Plus)  Turbidity 

(Mg.  per  100  Cc.)  . Before  — — , , After . (Cc.  BaSOt) 

Before  After  24  Hour  48  Hour  24  hour  48  hour  Before  After 


E.  T. 

0.45 

0.37 

4 

4 

0 

0 

2.10 

1.80 

M.  M. 

0 26 

0.49 

0 

0 

3 

4 

0.95 

. . -t 

I.  S. 

0.31 

0.75 

0 

0 

2 

2 

1.90 

2.53 

M.  N. 

0.47 

0.35 

0 

0 

0 

0 

1.46 

1.29 

C.  P. 

0 47 

0.35 

0 

0 

0 

0 

0.63 

1.29 

M.  N. 

0.77 

1.18 

0 

0 

2* 

4 

2.28 

1.65* 

E.  J. 

0.61 

0.31 

3 

3 

0 

0 

3.51 

0.90 

N.  B. 

0.66 

0.38 

0 

0 

0 

0 

0.25 

0.40 

* Postradical  hysterectomy, 
t Quantity  not  sufficient. 


in  the  two  dogs  in  which  this  procedure  was  per- 
formed. Marked  congestion  was  also  observed 
in  the  spleen  of  all  six  animals  and  in  the  majority 
of  the  kidneys.  The  other  organs  were  entirely 
normal  (Table  V). 

In  contrast  to  these  results  there  was  no  sig- 
nificant variation  between  the  pre-  and  posthypo- 
tensive values  of  bilirubin,  cephalin  flocculation, 
and  thymol  turbidity  in  the  human  subjects 
(Table  VI). 

Comment 

The  experimental  procedures  that  have  been 
described  were  undertaken  to  study  the  physio- 
logic effects  on  the  kidney  and  liver  of  a reduction 
in  blood  pressure  of  such  magnitude  that  it  could 
be  employed  for  control  of  bleeding  during  an 
operative  procedure.  Premedication,  anesthe- 
sia, and  position  were  used  to  simulate  actual 
clinical  conditions.  Control  tests  in  all  subjects 
indicated  little  effect  from  the  anesthetic  agent 
itself  so  that  changes  can  be  attributed  directly 
to  the  effects  of  hypotension  produced  by  hexa- 
methonium. 

Although  the  results  of  our  studies1  on  kidney 
function  in  general  substantiated  the  findings  of 
Moyer  and  Mills,2  McQueen,3  and  others,  certain 
significant  variations  were  found  in  the  lower 
ranges  of  blood  pressure.  The  progressive  fall  in 
glomerular  filtration  rate  and  para-aminohippu- 
rate  clearance  in  dogs  and  the  constant  low 
clearance  figures  in  human  subjects  at  pressures  of 
60  mm.  Hg  systolic  and  below  seem  to  indicate 
that  at  these  levels  of  blood  pressure  the  kidney 
can  no  longer  compensate  for  the  decreased  head 


of  pressure.  As  the  blood  pressure  rose  to  more 
normal  levels,  the  results  were  closer  to  those  of 
Moyer  and  his  coworkers  who  found  that  after  an 
initial  fall  in  inulin  and  para-aminohippurate 
clearances,  there  was  a subsequent  rise  to  control 
values  while  the  blood  pressure  still  remained  at 
reduced  levels.  In  none  of  his  patients,  however, 
were  the  blood  pressure  levels  as  low  as  those  at- 
tained in  the  present  experiments.  The  elevated 
para-aminohippurate  clearance  figure  in  the 
dog  subjected  to  the  hour  period  of  anuria  con- 
firms Moyer’s  impression  that  tubular  function  is 
not  impaired  by  a marked  fall  in  blood  pressure. 

The  normal  liver  function  tests  in  the  human 
subjects,  as  compared  with  the  pathologic  find- 
ings in  dogs,  could  also  be  attributed  to  the  dif- 
ference of  the  degree  of  hypotension  in  the  two 
groups.  It  is  conceivable  that  at  pressures  much 
below  60  mm.  Hg  systolic  similar  changes  might 
occur  in  human  subjects.  Evidence  to  this 
effect  has  been  obtained  by  Bromage4  and  by 
Lynn  and  liis  coworkers5  in  studies  on  patients 
under  high  spinal  or  epidural  block  in  whom 
blood  pressures  as  low  as  26  mm.  Hg  systolic 
were  recorded.  Bromage  found  that  60  mm.  Hg 
systolic  was  a critical  point  below  which  the  liver 
developed  a turgid  and  rubbery  consistency. 
Decrease  in  bulk  of  the  organ  occurred  as  soon  as 
the  pressure  was  elevated  above  60  mm.  Hg. 
He  attributed  the  change  to  a lack  of  oxygenation 
of  the  liver  tissue  with  resultant  failure  to  destroy 
vasodepressor  material.  Lynn  found  that  the 
hepatic  blood  flow,  determined  by  catheterization 
of  the  hepatic  veins,  was  reduced  as  much  as 
33.1  per  cent  during  the  period  of  hypotension 


September  1, 1953— Parti]  HYPOTENSION  INDUCED  BY  HEX  AM  ETHONIUM  BROMIDE  1955 


and  that  patients  with  previously  normal  brom- 
sulfalein  liver  function  tests  showed  abnormal  re- 
tention as  long  as  seven  days  after  the  experi- 
mental procedure. 

The  exact  etiology  of  the  two  fatalities  in  the 
clinical  series  at  Memorial  Center  has  not  been 
ascertained  at  the  present  time.  Studies  now  in 
progress  in  the  laboratory  may  help  to  explain 
these  episodes,  but  they  are  not  sufficiently  ad- 
vanced to  warrant  public  report. 

As  a result  of  these  and  other  investigations,  it 
is  our  impression  that  a hexamethonium-induced 
reduction  in  blood  pressure  below  a minimum  of 
60  mm.  Hg  carries  with  it  a definite  risk  of  im- 
pairment of  kidney  and  liver  function.  In  pa- 
tients with  pre-existing  renal  or  hepatic  disease 
the  danger  is  much  greater,  and  the  critical  point 
should  probably  be  placed  at  a higher  level. 
Since  an  evaluation  of  the  physiologic  changes 
produced  by  a state  of  “controlled”  hypotension 
is  still  at  an  early  stage,  it  is  preferable  to  reserve 
this  technic  for  patients  with  good  cardiovascular, 
renal,  and  hepatic  function  and  for  operative  pro- 
cedures in  which  the  advantage  of  reduced  bleed- 
ing outweighs  by  far  the  known  and  still  un- 
known dangers  of  the  method. 
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Discussion 

Daniel  Tausig,  M.D.,  New  York  City. — The  case 
survey  type  of  study  in  the  evaluation  of  hypoten- 
sive technics  has  pointed  out  certain  dangers  and 
complications  that  are  well  known  to  most  of  us. 
Dr.  Schweizer  has  applied  the  experimental  ap- 
proach to  the  problem  of  evaluating  this  new 
teehnic,  and  the  knowledge  to  be  gained  this  way  will 
go  far  towrard  clarifying  the  ultimate  role  of  gan- 
glionic blockade  in  the  armamentarium  of  the  anes- 
thesiologist. 

Our  clinical  experience  with  hexamethonium-in- 
duced hypotension  at  Columbia-Presbyterian  Medi- 
cal Center,  except  for  three  fenestrations,  is  confined 
to  neurosurgery.  Since  the  technic  is  newT  and  since 
it  involves  a profound  alteration  in  the  physiology'  of 
the  patient,  wre  have  imposed  certain  limitations  on 
its  use.  First,  we  have  insisted  that  the  lesion  be 
one  that  could  not  be  successfully'  handled  by'  the 
usual  technics,  that  is,  meningiomas  of  unusually 
large  size,  with  extreme  vascularity  and  bone  in- 
volvement, or  with  vascular  anomalies  in  w'hich  un- 
controllable hemorrhage  is  likely  to  occur.  Second, 
the  patient  must  be  free  of  cardiovascular  disease  or 
renal  disease  and  must  have  a normal  hemogram 
with  an  adequate  blood  volume. 


We  have  done  about  30  such  cases  with  three 
deaths,  none  during  surgery  or  anesthesia.  Two  of 
these  wrere  due  to  brain  involvement  that  was  found 
at  operation  to  be  incompatible  with  survival. 
The  third  was  a seventy-year-old  man  who  had  his 
fourth  partial  removal  of  a large  meningioma  and 
who  made  the  usual  recovery  from  anesthesia. 
He  died  a few'  hours  postoperatively  of  bleeding  into 
the  tumor  bed.  This  may  have  been  related  to  the 
hypotensive  technic. 

We  have  felt,  as  has  Dr.  Schweizer,  that  blood 
loss  must  be  replaced  accurately'  during  operation, 
but  wre  do  not  agree  that  the  head-down  position  is 
essential  for  adequate  brain  oxygenation.  All  our 
cases  w'ere  done  in  the  head-up  position  with  tilt 
varying  from  15  to  30  degrees.  The  critical  systolic 
pressure,  measured  in  the  antecubital  fossa  at  which 
the  brain  pulsation  disappeared,  was  about  60  mm. 
in  most  patients.  Several  methods  of  studying  cere- 
bral blood  flow'  and  oxygenation  wrere  discussed  and 
discarded  as  impractical  for  our  circumstances,  and 
we  felt  that  postoperative  changes  in  the  neurologic, 
intellectual,  and  emotional  status  of  the  patient 
w'ould  be  a sensitive  indicator  of  anoxic  damage. 
No  evidence  of  such  changes  wras  seen. 

The  blood  pressure  level  at  w'hich  reduction  of 
hemorrhage  wras  satisfactory'  to  the  surgeon  varied 
from  60  to  90  and  did  not  seem  related  to  the  pa- 
tient’s preoperative  pressure.  The  duration  of  hy- 
potension wras  from  two  to  four  and  a half  hours,  and 
in  only  a few'  cases  wTas  a vasopressor  required  at  the 
end.  None  of  the  patients  show'ed  postoperative 
changes  in  cardiac  or  renal  function,  and  there  wras 
no  clinical  evidence  of  liver  damage.  One  autopsy 
was  performed  on  a patient  who  died  three  days 
after  operation  and  showed  tissue  changes  only'  in 
the  brain.  Sections  of  the  other  organs  failed  to 
show  structural  damage. 

Among  the  experimental  results  reported  by  Dr. 
Schweizer  are  several  that  have  important  bearing 
on  the  clinical  use  of  induced  hypotension.  The 
delayed  recovery'  of  renal  function  in  the  presence 
of  pre-existing  renal  damage  shows  the  importance 
of  selecting  patients  with  good  kidney  function  pre- 
operatively.  The  relation  of  the  degree  of  renal 
function  depression  to  the  degree  of  induced  hypo- 
tension emphasizes  the  necessity  of  limiting  the 
pressure  drop  to  the  level  that  W'ill  accomplish  the 
purpose  at  hand.  The  effect  of  the  sling  under  the 
thorax  of  the  dogs  underlines  the  role  of  positioning 
in  the  production  of  hy'potension,  as  wrell  as  in 
draining  blood  aw'ay  from  the  operative  site.  Pos- 
sibly the  abnormal  liver  sections  in  the  dogs,  as 
contrasted  to  normal  liver  tests  in  the  humans, 
serve  to  emphasize  the  low'  sensitivity  of  such 
tests. 

In  view  of  the  current  trend  tow'ard  superimposing 
on  the  physiologic  alterations  of  the  anesthetized 
state  the  added  physiologic  strain  of  muscular  hy'- 
potonicity,  hypoventilation,  hy'potension,  and  most 
recently  hypothermia,  studies  of  this  nature  are 
very  much  to  be  commended.  Dr.  Schw'eizer  has 
performed  a service  by'  pointing  out  some  possible 
pitfalls  and  dangers;  I am  sure  we  all  appreciate  the 
opportunity  to  hear  this  paper. 


THE  CLINICAL  USE  OF  TRICHLORETHYLENE  FOR  ANALGESIA  AND 
ANESTHESIA 

Paul  W.  Searles,  M.D.,  Buffalo,  New  York 

( Director , Department  of  Anesthesia,  St.  Luke’s  Hospital,  Chicago,  Illinois ) 


TRICHLORETHYLENE  was  first  suggested 
as  an  analgesic  and  anesthetic  by  Jackson1 
in  1934,  and  was  first  used  clinically  by  Jackson 
etalA  in  1935.  However,  it  remained  for  Hewer, 
under  the  impetus  of  World  War  II,  in  searching 
for  a noninflammable  and  nonexplosive  anesthetic 
agent,  to  popularize  this  drug.3'4  Because  of  the 
adverse  report  of  Waters  when  the  drug  was  used 
as  a sole  agent  in  1943,  the  drug  was  slow  to  gain 
favor  in  this  country.6  During  the  past  few 
years  its  popularity  has  increased  considerably, 
and  a sufficient  number  of  cases  have  been  done 
to  justify  a re-evaluation  of  trichlorethylene. 

The  commercial  preparation  of  trichlorethylene 
has  been  used  as  a cleaning  and  degreasing  agent. 
This  commercial  preparation  contains  impurities 
which  if  inhaled  could  lead  to  serious  complica- 
tions. Browning  in  1937  reported  a case  of 
subacute  yellow  atrophy  of  the  fiver  as  an  indus- 
trial poisoning.6  However,  other  authors  have 
been  unable  to  demonstrate  any  hepatotoxic- 
ity.7“9 

Prior  to  its  use  as  an  anesthetic  agent,  tri- 
chlorethylene was  used  in  the  treatment  of  tic 
douloureux.  The  permanent  relief  occasionally 
obtained  in  such  cases  may  have  been  due  to 
a toxic  degenerative  action  on  the  fifth  nerve. 

Properties 

Chemically,  trichlorethylene  is  a chlorine  de- 
rivative of  ethylene  having  the  structural  formula, 
H Cl  C = C Cl2.  In  this  respect  it  resembles  both 
ethylene  and  chloroform.  It  is  a clear,  colorless 
fluid  with  a fruity  odor.  For  clinical  use  it  is 
colored  to  avoid  confusing  it  with  chloroform  and 
ether.  It  is  nonexplosive  and  noninflammable 
when  administered  with  air  at  ordinary  room 
temperatures  and  pressures.  Since  trichlor- 
ethylene tends  to  decompose  in  the  presence  of 
fight  and  heat,  0.01  per  cent  of  thymol  is  added 
as  a stabilizer,  and  the  drug  is  stored  in  amber- 
colored  bottles.  The  specific  toxic  products  are 
phosgene,  hydrochloric  acid,  and  dichloroacety- 
lene.  In  the  presence  of  an  alkaline  metal  such 
as  soda  lime,  toxic  products  capable  of  producing 
cranial  nerve  palsies  are  formed.  Because  of 
these  properties,  trichlorethylene  should  never 
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be  used  in  a closed  circuit  with  soda  lime  or  in 
the  presence  of  an  open  flame. 

In  a previous  publication  it  was  pointed  out 
that  minimal  physiologic  dysfunction  occurs 
following  administration  of  trichlorethylene.10 
Eleetroencephalographic  changes  were  of  no 
import,  respiratory  and  metabolic  acidosis  did 
not  occur,  and  there  was  no  apparent  adverse 
effect  on  the  liver  or  kidneys. 

When  vapor  concentrations  above  0.5  per  cent 
were  used,  cardiac  arrythmias  consisting  of  uni- 
focal and  multifocal  ventricular  extrasystoles, 
bigeminal  and  nodal  rhythms,  and  bradycardia 
were  noted.  With  concentrations  below  0.5  per 
cent  only  an  occasional  disturbance  of  cardiac 
rhythm  occurred.10 

Technic  of  Administration 

The  clinical  use  of  trichlorethylene  alone  is 
restricted  to  the  production  of  analgesia  and, 
when  used  in  combination  with  nitrous  oxide  and 
oxygen,  to  the  production  of  a safe  and  satisfac- 
tory fight  plane  of  surgical  anesthesia. 

For  Analgesia.—- There  are  several  inhalers  on 
the  market  which  are  well  adapted  for  the  self- 
administration of  trichlorethylene.  When  using 
the  inhalers,  the  drug  concentration  should  be 
initially  set  at  the  minimum  position  so  that  the 
patient  does  not  experience  an  unpleasant  reac- 
tion with  the  first  inhalation.  The  concentration 
is  then  gradually  increased  until  the  desired  de- 
gree of  analgesia  is  reached,  being  careful  to  avoid 
toxic  concentrations. 

For  Anesthesia. — It  must  be  emphasized  that 
certain  precautions  must  always  be  adhered  to 
in  order  to  administer  trichlorethylene  properly 
with  nitrous  oxide.  First,  a high  rate  of  flow  of 
nitrous  oxide  and  oxygen  of  8 to  10  L.  or  more 
must  be  maintained  to  avoid  hyperearbia.  This 
point  is  frequently  overlooked  by  those  accus- 
tomed to  using  the  rebreathing  technic  in  which 
flow  rates  are  small.  An  additional  important 
method  of  preventing  accumulation  of  carbon 
dioxide  is  to  employ  a nonrebreathing  valve. 

When  the  nonrebreathing  valve  is  used,  a 
breathing  bag  should  be  inserted  in  the  system, 
between  the  valve  and  the  source  of  gas  flow,  to 
provide  an  accurate  guide  to  the  depth  and 
rate  of  respiration  and  to  insure  an  adequate  tidal 
exchange  at  all  times.  In  the  absence  of  a non- 
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rebreathing  valve  an  Ayres  or  a T tube  may  be 
used  at  the  same  time,  providing  a high  flow  rate 
of  gas  is  maintained. 

In  converting  most  anesthetic  machines  for  the 
administration  of  trichlorethylene,  it  is  only 
necessary  to  insert  a small  calibrated  wickless 
vaporization  jar,  a breathing  bag,  and  a nonre- 
breathing valve  between  the  flowmeters  and  the 
patient. 

During  induction  a mixture  of  not  less  than 
25  per  cent  oxygen  is  usually  employed;  during 
maintenance  a 50: 50  mixture  of  nitrous  oxide  and 
oxygen  is  used  frequently  or  a mixture  of  75 
per  cent  nitrous  oxide  and  25  per  cent  oxygen. 

Because  of  the  low  volatility  of  trichlorethyl- 
ene, w'hich  has  a boiling  point  of  87  F.,  the  ordi- 
nary ether  vaporizing  jar  is  not  suitable  for  the 
administration  of  trichlorethylene,  since  it  is  too 
deep  to  permit  the  gases  to  hit  the  surface  of  the 
liquid  with  sufficient  force  to  produce  an  ade- 
quate concentration  of  the  vapor.  A jar  one 
half  the  usual  depth  is  more  suitable.  Likewise, 
the  ether  wick  should  not  be  used  in  order  to 
avoid  the  possibility  of  producing  toxic  concen- 
trations. 

Additional  factors  enter  into  the  administration 
of  trichlorethylene  in  combination  with  other 
agents  for  general  anesthesia.  If  nitrous  oxide, 
oxygen,  and  trichlorethylene  are  to  be  adminis- 
tered in  combination,  one  should  start  with  a 
minimum  concentration  of  trichlorethylene  and 
keep  in  mind  that  sufficient  time,  at  least  five 
minutes,  must  be  allowed  to  build  up  an  adequate 
concentration  before  starting  surgery.  Once  this 
concentration  has  been  reached  it  is  necessary  to 
decrease  or  turn  off  the  trichlorethylene  com- 
pletely at  frequent  intervals  in  order  to  prevent  a 
toxic  accumulation  of  the  drug  in  the  body.  Any 
sign  of  overdosage  such  as  tachypnea,  hypoten- 
sion, or  cardiac  arrhythmia  necessitates  decreasing 
or  turning  off  the  trichlorethylene  completely  and 
shifting  the  burden  of  the  anesthesia  to  other 
anesthetic  agents  or  technics. 

When  relaxation  is  desired,  ether  may  be  sub- 
sisted for  the  trichlorethylene  by  reinserting 
the  regular  ether  jar  with  a wick  into  the  system. 
However,  it  must  be  pointed  out  that  when  ether 
is  used  following  trichlorethylene  anesthesia,  the 
administration  should  be  by  open-drop  or  semi- 
closed  technic  without  soda  lime.  Similarly, 
muscular  relaxation  can  be  obtained  by  the  ad- 
dition of  minimal  doses  of  curare  and  by  nerve 
or  field  blocks. 

Advantages  and  Disadvantages 

The  advantages  of  having  available  an  agent 
with  such  marked  analgesic  properties  without 
having  to  produce  unconsciousness  are  partly  re- 
sponsible for  the  popularity  of  trichlorethylene. 


It  is  pleasant  to  inhale,  relatively  nonirritating 
to  the  respiratory  tract,  and  produces  a minimal 
amount  of  postoperative  nausea  and  vomiting. 
It  is  one  of  the  few  nonexplosive  and  noninflam- 
mable anesthetic  agents.  Bleeding  is  apparently 
minimal  with  this  agent.  It  also  produces  a de- 
gree of  amnesia  with  its  use.  The  drug  toxicity 
of  trichlorethylene  is  low  if  the  proper  concen- 
tration is  administered. 

The  disadvantages  of  trichlorethylene  lie  in 
the  production  of  a vagal  overactivity  when  ex- 
cessive concentrations  are  administered.  This 
vagal  overactivity  is  manifested  in  the  form  of 
bradycardia,  extrasystoles,  pulsus  bigeminus,  and 
at  times  hypotension.  Serious  disturbances  such 
as  multifocal  ventricular  tachycardia  and  ventric- 
ular fibrillation  may  occur.  The  development 
of  tachypnea  is  also  a sign  of  vagal  overactivity. 
It  cannot  be  used  in  the  presence  of  an  open  flame 
or  with  soda  lime  in  a closed  circuit  because  of  a 
chemical  breakdown  into  toxic  decomposition 
products.  It  should  not  be  used  alone  for  the 
production  of  anesthesia,  and  it  is  incapable, 
even  when  administered  along  with  nitrous  oxide, 
of  producing  muscular  relaxations  or  a deep  anes- 
thesia. Epinephrine  and  drugs  of  similar  chem- 
ical conformation  must  not  be  used  with  tri- 
chlorethylene for  fear  of  sensitizing  the  heart, 
leading  to  the  development  of  serious  cardiac 
arrhythmias. 

Clinical  Uses  of  Trichlorethylene 

Because  of  its  potent  analgesia  properties 
trichlorethylene  is  especially  well  suited  to  obste- 
trics. Approximately  80  per  cent  of  the  women 
in  labor  expressed  satisfaction  with  the  relief 
from  pain  that  this  technic  afforded  them.10 

Although  trichlorethylene  should  not  be  used 
alone  to  produce  a general  anesthesia  for  the  ac- 
tual delivery,  it  can  be  combined  with  nitrous 
oxide  and  oxygen  for  this  purpose.  The  com- 
bination allows  for  a low,  nontoxic  concentration 
of  trichlorethylene  to  be  used.  Trichlorethy- 
lene is  especially  suited  for  ambulatory  or  hos- 
pital outpatient  cases  where  a high  degree  of  re- 
laxation is  not  required  and  where  such  proce- 
dures are  of  relatively  short  duration. 

Trichlorethylene  is  one  of  the  few  anesthetic 
agents  available  for  use  in  cases  where  cautery, 
fluoroscopy,  or  radiology  are  employed.  If  for 
no  other  reason,  its  use  is  justified  to  prevent  a 
fatal  explosion.  In  such  operations  as  brain 
surgery,  where  cautery  or  coagulation  is  needed, 
trichlorethylene  can  be  used  to  advantage. 

Because  its  postoperative  sequelae  are  so  fav- 
orable, its  use  in  plastic  surgery,  where  a patient 
may  submit  to  a number  of  operations,  is  rec- 
ommended. 

Its  place  in  dentistry  is  promising  both  as  an 
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analgesic  when  used  alone  and  as  an  anesthetic 
when  combined  with  nitrous  oxide  and  oxygen. 

Summary 

At  the  present  time,  trichlorethvlene  is  in  the 
process  of  being  clinically  evaluated  in  the 
United  States.  Its  potent  analgesic  properties 
and  lack  of  inflammability  and  explosive  prop- 
erties may  outweigh  the  disadvantages  of  dis- 
turbances in  cardiac  rhythm. 
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Discussion 

Richard  Ament,  M.D.,  New  York  City. — In  the 
never-ending  search  for  a more  perfect  anesthetic 
agent,  trichlorethvlene  has  won  wide  investigative 
acclaim  in  the  past  several  years.  As  with  all  new 
drugs,  the  period  of  enthusiasm  is  followed  by  a 
period  of  more  critical  evaluation.  Out  of  the  mass 
of  accumulated  experiences,  the  proper  place  in  our 
armamentarium  is  found  for  this  new  drug. 

Trichlorethvlene  is  being  more  critically  evaluated 
throughout  the  country  today,  and  its  proper  place 
is  being  found.  The  recent  paper  in  Anesthesiology, 
March,  1953,  by  Morris,  Noltensmever,  and  White, 
in  general  reiterates  the  basic  findings  of  Waters, 


Orth,  and  Gillespie.  Trichlorethylene  may  pro- 
duce serious  arrhythmias,  and  it  is  not  an  innocuous 
drug. 

Dr.  Searles  has  succinctly  reviewed  the  experience 
with  trichlorethylene  to  the  present.  Its  main 
disadvantages  in  our  hands  have  been  its  vagal 
effects  and  its  relative  impotencv.  We  have  used 
the  Duke  inhaler  for  a variety  of  short  procedures. 
Where  analgesia  was  desired,  such  as  in  the  removal 
of  packs,  most  often  it  has  been  sufficient.  A case 
which  emphasized  its  value  to  us  was  that  of  a 
250-pound,  short,  apprehensive  female  with  moder- 
ately severe  asthma  who  was  scheduled  for  cystos- 
copy and  retrograde  pyelography  under  general 
anesthesia.  The  combination  of  locally  instilled 
Metycaine  and  trichlorethylene  proved  most  ideal 
for  this  particular  situation.  For  obstetric  anal- 
gesia trichlorethylene  has  won  advocates  even 
among  chloroform  enthusiasts. 

We  have  used  trichlorethylene  along  with  nitrous 
oxide,  oxygen,  and  thiopental  in  neurosurgical  pro- 
cedures. We  have  also  done  plastic  cases  in  children 
with  nitrous  oxide-trichlorethylene  combinations, 
utilizing  the  nonrebreathing  valve.  It  has  been 
difficult  for  us,  using  combination  technics,  to  evalu- 
ate the  amount  of  surgical  anesthesia  that  is  depend- 
ent upon  the  fraction  of  trichlorethylene  used.  It 
has  reduced  to  some  small  degree  the  amount  of 
thiopental  used  during  the  course  of  prolonged 
neurosurgical  procedures.  Of  more  importance  is  the 
fact  that  it  has  allowed  the  use  of  higher  concentra- 
tions of  oxygen  in  the  mixture  without  increase  in  the 
total  amount  of  thiopental  administered.  Dr. 
Searles  has  discussed  the  utilization  of  larger  flow 
technics  with  higher  concentrations  of  oxygen. 
We  feel  this  is  a point  worthy  of  re-emphasis. 

In  our  experience  we  have  found  trichlorethylene 
not  to  be  an  ideal  anesthetic  agent,  but  a limited  yet 
valuable  adjunct  to  the  anesthesiologist’s  arma- 
mentarium. 


PREMATURE  BALDNESS:  TREATMENT  WITH  TOPICALLY  APPLIED  ESTROGEN  LOTION 


In  this  preliminary  report,  Dr.  Irving  Shapiro 
presents  case  summaries  of  6 patients  (3  men  and 
3 women)  with  hair  loss  and  scaling  of  the  scalp 
who  were  treated  with  topical  estrogens  after  other 
measures  had  failed.  The  duration  of  the  scalp 
lesions  ranged  from  three  months  to  over  eight 
years. 


As  a result  of  these  early  studies,  the  author 
concludes  that  estrogenic  lotions  have  a definite 
place  in  the  management  of  resistant  cases  of  this 
type.  Within  three  to  six  weeks,  favorable  response 
was  noted  in  all  cases,  evidenced  by  reduced  hair 
loss  and  alleviation  of  symptoms. — Journal  of  the 
Medical  Society  of  New  Jersey,  January,  1953 


SUPRA-  AND  INFRADIAPHRAGMATIC  DISEASES 

Emil  A.  Naclerio,  M.D.,  Aubre  de  L.  Maynard,  M.D.,  and  John  W.  V.  Cordice,  Jr.,  M.D., 
New  York  City 

( From  the  Department  of  Surgery,  Harlem.  Hospital) 


DISEASES  and  injuries  in  the  immediate 
supra-  and  infradiaphragmatic.  regions  (Figs. 
1 and  2)  and  those  traversing  the  diaphragm  fre- 
quently present  serious  problems  in  diagnosis  and 
management.  During  the  past  three  years  on  an 
active  thoracic  surgical  service  of  a large  munici- 
pal hospital,  experience  with  these  patients  has 
led  to  the  development  of  certain  methods  of 
approach. 

The  purposes  of  this  paper  are  (1)  to  discuss  the 
salient  anatomic  and  physiologic  relationships  of 
the  diaphragm  and  the  juxtadiaphragmatic 
thoracic  and  abdominal  regions,  (2)  to  enumerate 
diagnostic  procedures  helpful  in  differential  diag- 
nosis, (3)  to  present  pertinent  data  and  com- 
ments on  twelve  representative  patients,  and  (4) 
to  suggest  certain  routines  of  management  which 
we  have  found  of  value.  Emphasis  will  be  placed 
on  patients  in  a traumatic  category. 

Anatomic  and  Physiologic  Relationships 
of  the  Juxtadiaphragmatic  Regions 

The  abdominal  and  thoracic  cavities  are  fre- 
quently treated  as  if  they  were  remote  from  each 
other.  This  concept  is  no  longer  tenable  since 
the  diaphragm  with  its  respiratory,  circulatory, 
and  pressure-modifying  functions  does  not  alter 
basically  the  intimate  interrelationships  of  these 
two  cavities. 

It  is  commonly  accepted  that  the  diaphragm 
separates  a positive  pressure  cavity  in  the 
abdomen  from  a negative  pressure  cavity  in  the 
thorax.  This  is  true  only  in  part  since  normally 
the  general  pressure  within  the  abdomen  tends  to 
equal  rather  than  to  be  above  or  below  that  of  the 
atmosphere,  i.e.,  approximately  15  pounds  per 
square  inch.  In  addition,  the  subdiaphragmatic 
region  differs  from  other  parts  of  the  abdominal 
cavity  in  that  the  intrapleural  negative  pressure  is 
transmitted  to  this  area.  This  was  ascertained 
and  accurately  measured  by  Keppich,  Melchior, 
Krause,  and  Overholt.1  Banyai  has  shown  that 
the  negative  pressure  immediately  beneath  the 
diaphragm  becomes  more  negative  on  inspiration 
and  less  negative  on  expiration,  the  variations 
coinciding  with  the  intrapleural  pressure 
changes.1 

The  diaphragm,  a muscular  membranous  parti- 
tion, is  covered  on  both  sides  by  a serous  mem- 
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Fig.  1 . The  area  under  consideration  lies  between 
the  two  transverse  lines  and  is  bordered  above  by 
the  xiphisternal  line  and  below  by  the  subcostal  line. 
The  transpyloric  line  (dotted)  lies  midway  between. 


Fig.  2.  Lateral  view  showing  same  area.  The 
subdiaphragmatic  organs  within  this  region  are  con- 
sidered intracostal. 
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brane,  the  parietal  pleura  and  pericardium  above 
and  the  peritoneum  below.  The  diaphragm  and 
muscles  of  the  abdomen  are  innervated  bv  the 
lower  intercostal  nerves,  the  seventh  to  the 
twelfth  inclusive,  the  central  portion  of  the 
diaphragm  being  supplied  by  motor  and  sensory 
fibers  of  the  phrenic  nerve.  The  intercostal 
nerves  are  also  associated  with  the  sympathetic 
nervous  system.  Anteriorly,  the  lymphatic 
channels  which  drain  the  abdominal  and  thoracic 
structures  are  closely  associated  with  the  internal 
mammary  and  deep  epigastric  vessels.  In  the 
retroperitoneal  tissues  the  lymphatic  pathways 
connecting  both  cavities  are  large  and  numerous. 
Particularly  in  the  lymphatics  of  the  diaphragm 
there  is  found  an  intimate  relationship,  the  sub- 
peritoneal  abdominal  network  emptying  partly 
into  the  supradiaphragmatic  nodes  and  the  sub- 
pleural  thoracic  network  emptying  partly  into 
the  intra-abdominal  nodes  through  numerous  per- 
forating trunks. 

In  view  of  the  continuity  of  the  nervous,  lym- 
phatic, and  vascular  channels,  it  is  not  surprising 
then  that  patients  with  disorders  in  the  abdomen 
present  signs  and  symptoms  referable  to  the  chest, 
and  patients  with  intrathoracic  disease  present 
signs  and  symptoms  referable  to  the  abdomen. 
In  addition,  because  of  the  association  of  the 
sympathetic  chain  with  the  thoracoabdominal 
segmental  nerves,  there  may  be  referral  of  pain 
from  superficial  lesions  to  deeper  structures  and 
from  deeper  structures  to  superficial  areas. 

Diagnostic  Aids  in  Differential  Diagnosis 
of  Supra-  and  Infradiaphragmatic  Diseases 

A comprehensive  history  of  the  present  and 
preceding  illnesses  is  essential.  Also  a carefully 
conducted  physical  examination,  together  with 
adequate  laboratory  data,  may  prove  of  major 
value.  Electrocardiographic  changes  may  occur 
in  a'large  variety  of  supra-  and  infradiaphragmatic 
conditions  and  are  frequently  erroneously  inter- 
preted as  heart  disease.  However,  since  many 
disorders  situated  above  or  below  the  diaphragm 
are  associated  with  disturbances  of  diaphragmatic 
mobility,  the  x-ray  and  fluoroscopic  examination 
will  often  provide  the  most  important  single 
means  in  their  differentiation.  An  x-ray  (pos- 
teroanterior  view)  usually  gives  a lead  as  to 
whether  the  principal  pathology  is  above  or  below 
the  diaphragm.  The  x-ray  studies  include  x-ray 
and  fluoroscopic  studies,  barium  meal  and  barium 
enema,  contrast  air  studies,  sniff  test,  diagnostic 
pneumoperitoneum,  diagnostic  pneumothorax, 
Lipiodol  swallow  and  bronchography,  and  phrenic 
nerve  stimulation. 

Roentgen  Studies  Including  Fluoroscopy 

X-ray  and  Fluoroscopic  Studies. — The  use  of 


fluoroscopy  and  roentgen  studies,  inspiration  and 
expiration  films  in  either  the  posteroanterior, 
lateral,  or  oblique  positions  using  either  the  up- 
right or  recumbent  positions,  or  any  combination 
of  these  are  frequently  necessary. 

Barium  Meal  and  Barium  Enema. — A complete 
examination  may  require  a barium  enema  and 
barium  meal.  With  careful  and  painstaking  ex- 
amination even  a small  diaphragmatic  hernia  can 
be  visualized. 

Contrast  Air  Studies. — A clue  to  the  true  level 
of  the  diaphragm  may  be  ascertained  on  the  left 
side  when  the  stomach  or  colon  contains  gas.  As 
a diagnostic  procedure  2 drams  of  citrocarbonate 
or  Seidlitz  powder  will  produce  a gas-filled 
stomach  silhouette.  This  will  outline  the  fundus 
of  the  stomach  and  aid  in  delineating  the  dia- 
phragmatic leaflet. 

Sniff  Test. — When  difficulty  is  encountered  in 
evaluating  the  extent  of  excursion  of  the  dia- 
phragm, the  patient  is  asked  to  perform  a sudden 
deep  inspiration.  In  a normal  individual  this 
will  bring  about  a sudden  jerk}'  descent  of  both 
hemidiaphragms.  However,  with  destruction  of 
the  phrenic  nerve  from  surgical  division  or  as  a 
result  of  disease  or  injury,  there  is  a paradoxic 
movement  of  the  paralyzed  hemidiaphragm. 
The  cause  of  this  particular  action  is  explained  by 
the  fact  that  the  descent  of  the  normal  diaphragm 
during  inspiration  causes  an  increase  in  intra- 
abdominal pressure  which  is  transmitted  to  the 
paralyzed  side,  causing  it  to  rise. 

Diagnostic  Pneumoperitoneum. — The  injection 
of  air  into  the  peritoneal  space,  creating  a 
pneumoperitoneum,  may  prove  the  supra-  and 
infradiaphragmatic  position  of  the  disputed 
density.  This  is  of  particular  value  on  the  right 
side  even  in  the  presence  of  subphrenic  abscess. 

Diagnostic  Pneumothorax. — The  usefulness  of 
pneumothorax  in  the  treatment  of  pulmonary 
lesions  is  well  known ; less  well  known  is  its  useful- 
ness for  diagnosis.  Diagnostic  pneumothorax,  a 
simple  procedure  that  can  be  carried  out  by  any 
physician,  may  be  of  invaluable  aid  when  ordinary 
x-rays  have  failed  to  make  pleural  conditions 
clear,  e.g.,  the  differentiation  between  lesions 
above  and  below  the  diaphragm,  between  fluid 
and  consolidation,  or  between  pathologic  proc- 
esses originating  in  the  pleura  or  in  the  lung. 

Lipiodol  Swallow  and  Bronchography. — Lipiodol 
swallow  may  materially  aid  in  the  diagnosis  of  a 
spontaneous  rupture  of  the  esophagus,  and  the 
diagnosis  is  certain  if  it  extravasates  into  the 
mediastinum  or  pleural  cavity. 

A bronchogram  made  after  the  instillation  of 
Lipiodol  into  the  lung  may  prove  of  value  in 
differentiating  between  intra-  and  extrapulmo- 
nary  lesions. 
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Phrenic  Nerve  Stimulation. — Stimulation  of 
the  phrenic  nerve  with  fluoroscopic  visuali- 
zation of  the  diaphragm  may  prove  valuable  in 
differentiating  a large  diaphragmatic  hernia  from 
eventration.  In  hernia  the  immobile  diaphragm 
contracts  violently  during  nerve  stimulation.  In 
eventration  nerve  excitation  shows  no  response.2 
Eventration  has  been  confused  with  diaphrag- 
matic hernia  repeatedly.  The  importance  of 
their  differentiation  is  evident  from  the  stand- 
point of  treatment  since  in  eventration  surgery  is 
only  infrequently  necessary,  while  in  hernia  sur- 
gery is  indicated  because  of  the  potential  danger 
of  strangulation  and  obstruction. 

Bronchoscopy,  Aspiration,  and  Exploratory 
Surgery 

In  some  cases  bronchoscopy  and  aspiration  may 
be  indicated,  while  in  others  exploratory  surgery 
is  mandatory. 

Bronchoscopy. — This  procedure  may  present 
evidence  of  extra-  and/or  intratracheobronchial 
disease.  Occasionally,  a foreign  body  may  be 
discovered  which  is  not  opaque  to  x-ray. 
Bronchoscopy  makes  it  possible  to  obtain  a 
biopsy  and  secure  material  for  microscopic 
studies. 

Aspiration. — In  deep-seated  pockets  of  fluid  or 
solid  masses,  aspiration  or  even  exploratory 
surgery  may  be  necessary.  Thoracentesis  pro- 
vides positive  proof  of  an  effusion  or  empyema, 
yet  it  may  be  unsuccessful  if  the  fluid  is  pocketed 
and  so  deeply  situated  as  to  be  inaccessible.  It 
must  be  emphasized  that  subphrenic  or  intra- 
pulmonary  fluid  (abscess,  cyst)  may  be  aspirated 
and  mistaken  for  pleural  content.  Recovery  of 
ingested  dye  from  the  pleural  space  is  diagnostic 
for  a rupture  of  the  esophagus.  Aspiration  has 
been  frequently  recommended  as  a diagnostic 
adjunct  in  a diagnosis  of  a subphrenic  abscess. 
The  authors  believe  that  aspiration,  while  not 
entirely  innocuous,  should  be  done  only  prior  to 
operation  so  as  to  aid  in  the  localization  of  the 
abscess. 

Exploratory  Surgery. — When  all  available  data 
fail  to  reveal  a diagnosis,  one  usually  has  to  re- 
sort to  thoracotomy  or  laparotomy.  In  dealing 
with  a penetrating  wound  in  the  thoracoab- 
dominal region,  especially  on  the  left  side  where 
perforation  or  bleeding  of  an  abdominal  viscus  is 
likely  to  occur,  exploration  is  mandatory. 

Case  Reports 

From  a group  of  254  cases  a representative  case 
from  each  of  the  following  12  categories  is  pre- 
sented. Pertinent  data  from  certain  other  cases 
in  the  same  category  will  be  included. 


Number 


Category 

of  Cases 

1. 

Normal  variations  of  dia- 

phragmatic  configurations 

8 

2. 

Pleural  effusion 

16 

3. 

Hemothorax 

132 

4. 

Empyema 

14 

5. 

Bronchogenic  carcinoma 

12 

6. 

Acute  dilatation  of  stomach 

6 

7. 

Spontaneous  rupture  of  esopha- 

gus 

3 

8. 

Pseudocyst  of  pancreas 

5 

9. 

Amebic  abscess  of  liver 

3 

10. 

Subphrenic  abscess 

5 

11. 

Diaphragmatic  (hiatus)  hernia 

7 

12. 

Traumatic  injury 

43 

Total 

254 

Case 

: 1.  Normal  Variations  of  Diaphrag- 

matic  Configurations  (8  Cases).- — The  patient, 
a thirty-eight-year-old  male,  had  a three-month 
history  of  epigastric  pain  relieved  by  food  and  no 
other  significant  history.  X-ray  revealed  an  antero- 
medial bulge  in  the  right  leaf  of  the  diaphragm 
(paracardiac  area).  Diagnostic  pneumothorax  and 
pneumoperitoneum  revealed  a thin  bulging  right 
hemidiaphragm.  X-rays  and  gastrointestinal  series 
revealed  duodenal  and  pyloric  spasm  suggestive  of 
peptic  ulcer.  Patient’s  symptoms  improved  with 
ulcer  therapy.  After  six  months  patient  remained 
asymptomatic.  X-ray  revealed  no  change  of  the 
anteromedial  bulge  of  the  diaphragm. 

Comment. — Certain  irregularities  of  the  diaphrag- 
matic contour  must  be  classified  as  normal  varia- 
tions. Among  these  are  included  mammillation  or 
anteromedial  bulge,  as  found  in  this  case.  This 
irregularity,  always  seen  on  the  right  side,  is  thought 
to  be  due  to  varying  strengths  of  the  adjacent 
diaphragmatic  muscle  bundles.  Also  one  or  both 
hemidiaphragms  may  be  elevated,  on  the  left  side  by 
gas  in  a highly  placed  splenic  flexure  or  a markedly 
distended  stomach  and  on  the  right  side  by  the  inter- 
position of  the  hepatic  flexure  between  the  dia- 
phragm and  liver.  Realization  of  these  normal 
variations  will  at  times  save  unnecessary  surgery. 

Case  2.  Pleural  Effusion  (16  Cases). — 
The  patient,  a twenty-three-year-old  female,  com- 
plained of  anorexia,  weakness,  and  malaise.  X-rav 
of  chest  in  the  posteroanterior  and  lateral  positions 
revealed  a right-sided  pleural  effusion  extending  up 
to  the  fourth  rib  anteriorly.  Examinations  of  bron- 
chial and  gastric  washings  and  of  the  pleural  effusion 
were  negative  for  tuberculosis  as  indicated  by  smear, 
culture,  and  guinea  pig  inoculation  studies.  Patient 
was  advised  to  limit  activities  for  a period  of  six 
months. 

Comment. — While  there  are  available  no  generally 
applicable  diagnostic  methods  for  the  determination 
of  the  cause  of  primary  pleural  effusion,  it  is  accepted 
that  in  a case  of  this  type,  in  the  young  age  group,  it 
is  definitely  known  that  10  to  15  per  cent  of  these 
patients  develop  active  tuberculosis  within  three 
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years.  In  general,  this  case  should  be  treated  as 
though  a tuberculous  etiology  has  been  established. 
In  the  older  age  group  other  conditions,  especially 
malignancy,  should  be  ruled  out. 

Case  3.  Hemothorax  (132  Cases). — The  pa- 
tient, a twenty-three-year-old  healthy  male,  was 
stabbed  in  the  left  posterior  axillary  line,  seventh 
interspace.  Posteroanterior  and  lateral  x-ray  views 
revealed  a hemopneumothorax  extending  to  the 
fifth  rib  anteriorly.  Twelve  hours  after  admission 
350  cc.  of  blood  were  removed.  On  the  third 
hospital  day  streptokinase  was  injected  in  the 
pleural  space.  Approximately  twenty  minutes 
after  its  injection  the  patient  developed  severe  chills, 
fever  103.6  F.,  nausea,  and  a recurrence  of  bleeding. 
Five  days  after  admission  the  patient  was  again 
tapped  of  200  cc.  of  bloody  fluid.  X-ray  on  the 
eighth  day  revealed  minimal  involvement  of  the 
costophrenic  angle,  and  the  patient  was  discharged. 

Comment. — Prompt  aspiration  of  traumatic  hemo- 
thorax is  the  treatment  of  choice,  usually  within  the 
first  twenty-four  hours.  The  purpose  of  this  is  to 
prevent  the  formation  of  adhesive  fibrinous  pleuritis. 
The  latter  may  result  in  limitation  of  lung  function 
or  failure  of  re-expansion.  Streptokinase,  an 
enzymatic  fibrinolytic  agent,  was  used  to  liquefy 
the  blood  elements.  This  drug  caused  the  above- 
mentioned  severe  reactions.  As  has  been  previously 
observed  by  us  and  others,  in  order  to  avoid  the 
complications  of  chills,  fever,  nausea,  and  occasional 
recurrent  severe  bleeding,  this  drug  should  be  used 
in  conjunction  with  effective  surgical  drainage. 
This  is  best  accomplished  with  the  use  of  an  inter- 
costal catheter. 

Case  4.  Empyema  (14  Cases).— The  patient,  a 
s ixty-t hr ee-v e a r-o  1 d female,  developed  an  empyema 
(staphylococcus,  streptococcus,  and  pneumococcus) 
following  a right  lobar  pneumonia.  Besides  chemo- 
therapy, blood  transfusions,  and  repeated  chest 
tappings  the  posterior  half  of  the  eighth  rib  was 
resected  to  accomplish  open  drainage.  Following 
the  latter  procedure,  the  patient  improved  satis- 
factorily. However,  because  of  the  chronicity  of 
the  empyema  a more  adequate  drainage  procedure 
was  accomplished  by  the  removal  of  the  tenth  rib 
after  which  convalescence  was  rapid. 

Comment. — This  case  demonstrates  the  im- 
portance of  adequate,  dependent  open  thoracotomy 
drainage. 

Case  5.  Bronchogenic  Carcinoma  (12  Cases). 
—The  patient,  a fifty-eight-year-old  male,  was 
admitted  with  a history  of  dyspepsia  and  vague 
upper  abdominal  distress.  Careful  questioning 
revealed  that  the  patient  had  smoked  one  to  two 
packages  of  cigarets  a day  and  had  an  occasional 
cigaret  cough.  X-rays  of  the  chest  (postero- 
anterior and  lateral  views)  revealed  a high  left 
diaphragm,  suggestion  of  an  increase  in  the  left 
hilar  shadow,  and  evidence  suggestive  of  obstruc- 
tive emphysema  of  the  left  lower  lobe.  Sniff  test 
was  positive  for  paralysis  of  the  left  diaphragm. 
Bronchoscopy  was  negative.  At  thoracotomy  in- 
vasion of  the  phrenic  nerve  was  observed.  A 
palliative  pneumonectomy  was  performed. 

Comment. — Not  infrequently  the  first  symptoms 


of  primary  bronchogenic  carcinoma  may  be  gastro- 
intestinal. Invasion  of  the  phrenic  nerve  causing  a 
high  diaphragm,  irritation  of  the  vagus  nerve,  or 
endobronchial  blockage  of  the  lower  lobes  causing 
an  atelectasis  may  all  bring  about  these  initial 
symptoms.  The  sniff  test  is  specific  for  phrenic 
nerve  invasion. 

Case  6.  Acute  Dilatation  of  Stomach  (6 
Cases).- — The  patient,  a thirty-two-year-old  female, 
had  a postexploratory  laparotomy  for  penetrating 
stab  wounds,  at  which  time  perforation  of  the 
jejunum  and  ileum  were  repaired.  Two  days 
postoperativelv  the  patient  developed  signs  of 
abdominal  distention  with  repeated  vomiting 
associated  with  hiccoughing.  Patient  also  showed 
progressive  cardiorespiratory  embarrassment  with 
orthopnea,  cyanosis,  and  beginning  signs  of  periph- 
eral collapse.  A bedside  x-ray  revealed  a high 
diaphragm  on  the  left  side  with  a large  dilated 
stomach  filled  with  fluid  and  gas.  Introduction  of  a 
nasogastric  tube  with  decompression  relieved  the 
symptoms  promptly. 

Comment. — This  case  demonstrates  the  serious- 
ness of  acute  dilatation  of  the  stomach.  It  occurs 
practically  always  as  a postoperative  complication, 
especially  when  peritonitis  is  present.  This  condi- 
tion may  prove  fatal  unless  relieved.  Decompres- 
sion of  the  stomach  by  a Levine  tube  constitutes  the 
specific  method  of  treatment. 

Case  7.  Spontaneous  Rupture  of  the  Esoph- 
agus (3  Cases).- — The  patient,  a sixty-six  year- 
old  male  with  a history  of  moderate  alcoholic  intake 
for  many  years,  had  developed,  following  a large 
evening  meal,  a severe  episode  of  vomiting  associated 
with  severe,  lancinating  pain  in  the  epigastrium 
radiating  to  left  chest  and  back.  The  patient 
collapsed  and  was  in  severe  respiratory  distress. 
He  was  diagnosed  as  having  a coronary  occlusion, 
and  cardiac  therapy  was  instituted.  After  two  days 
the  patient  was  admitted  to  the  medical  service,  at 
which  time  a surgical  consultation  was  requested 
because  of  subcutaneous  and  mediastinal  emphy- 
sema. A Lipiodol  swallow  revealed  the  oil  in  the 
mediastinium  and  pleural  space. 

Immediately  the  left  tenth  rib  was  removed. 
Fibrinous  exudate  and  a mediastinitis  were  en- 
countered. Copious  amounts  of  digested  food  were 
accumulated  in  the  region  of  the  rupture  of  the 
esophagus,  approximately  2 cm.  above  the  dia- 
phragm. The  pleural  space  was  irrigated  and 
drained.  Two  large  mushroom  catheters  were  left 
for  drainage  purposes.  Postoperativelv,  the  patient 
remained  in  a state  of  shock  and  died  three  days 
later. 

Comment. — The  typical  diagnostic  features  of 
vomiting,  low  thoracic  pain,  and  mediastinal 
emphysema  were  present  in  this  case.  The  rupture 
occurs  in  a normal  esophagus  during  stress  of  severe 
retching  although  peptic  esophagitis  or  ulceration 
may  be  a predisposing  factor.  An  x-ray  of  the 
chest  will  show  a mediastinal  emphysema.  Pneu- 
mothorax or  hydrothorax  may  be  present.  The 
diagnosis  is  certain  if  a swallow  of  Lipiodol  ex- 
travasates  into  the  mediastinum  or  pleural  cavity. 
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The  recovery  of  ingested  dye  from  the  pleural  cavity 
by  thoracentesis  is  also  diagnostic  of  an  esophageal 
leak.  The  diagnosis  is  frequently  missed  unless 
the  physician  is  alert  to  the  possibility  of  its  occur- 
rence. Prompt  diagnosis  and  surgical  intervention 
with  repair  of  the  perforation  will  result  in  the  best 
chance  for  cure. 

Case  8.  Pseudocyst  of  Pancreas  (5  Cases). — 
The  patient,  a forty-eight-year-old  chronic  alcoholic 
male  with  a history  of  recurrent  episodes  of  pan- 
creatitis over  the  past  seven  years,  had  noticed  a 
gradually  enlarging  abdominal  mass  for  the  past  two 
years,  associated  with  a dull  ache,  fullness  in  the 
epigastrium,  and  occasional  vomiting.  X-rays,  in- 
cluding gastrointestinal  series  and  posteroanterior, 
lateral,  and  oblique  views,  showed  displacement  of 
the  stomach  anteriorly  with  elevation  of  the  left 
diaphragm.  In  view  of  the  low-grade  temperature 
a diagnosis  of  left  subphrenic  abscess  was  made. 
An  approach  to  the  left  subphrenic  space  was  made 
through  the  bed  of  the  twelfth  rib.  The  abscessed 
cavity  was  entered,  and  the  characteristic,  muddy, 
thin,  acrid  fluid  was  encountered.  The  cyst  cavity 
was  about  the  size  of  a football,  and  after  it  was 
drained,  the  cavity  was  marsupialized  through  the 
thoracotomy  incision.  It  was  packed  with  gauze. 
Convalescence  was  prompt  and  gratifying. 

Comment. — This  case  is  unique  in  that  it  repre- 
sents our  first  experience  with  marsupialization  of  a 
pseudocyst  of  the  pancreas  to  the  chest  wall  through 
a thoracic  approach.  Trauma  and  pancreatitis  are 
the  two  most  common  etiologic  factors  in  the  de- 
velopment of  pseudocysts.  The  treatment  consists 
of  excision,  anastomosis  of  the  cyst  to  the  upper 
part  of  the  gastrointestinal  tract,  or  marsupializa- 
tion. In  our  hands,  the  safest,  the  most  frequently 
employed,  and,  in  general,  the  most  satisfactory 
treatment  is  marsupialization. 

Case  9.  Amebic  Abscess  of  the  Liver  (3 
Cases). — The  patient,  a twenty-three-year-old 
male,  was  admitted  with  a history  of  malaise,  weight 
loss,  fever,  and  tenderness  in  the  right  upper  quad- 
rant. Past  history  was  significant  in  that  he  had  had 
a history  of  diarrhea  two  years  previously.  X-rays, 
posteroanterior  and  lateral,  showed  elevation  of 
the  right  diaphragm.  Since  the  diagnosis  of  amebic 
abscess  of  the  liver  was  suspected,  the  subphrenic 
accumulation  was  needled  rather  than  opened. 
The  typical  anchovy  sauce-like  exudate  was  obtained 
in  which  the  Endamoeba  histolytica  was  identified 
on  microscopic  examination.  Treatment  consisted 
of  closed  drainage  by  repeated  needle  aspiration, 
emetine  hydrochloride,  approximately  1 grain 
daily  to  a total  dose  of  10  grains,  and  general  sup- 
portive therapy.  The  patient’s  subsequent  course 
was  satisfactory,  and  he  was  discharged  after  four 
and  one-half  weeks. 

Comment. — This  case  represents  the  proper  method 
of  treatment  for  amebic  abscess  of  the  liver,  namely, 
needle  aspiration  and  emetine  hydrochloride.  In 
another  case  in  our  series  open  drainage  was  insti- 
tuted, and  the  patient  pursued  a very  stormy  course 
due  to  pleural  spread  (empyema,  sepsis,  wound  com- 
plications necessitating  five  operative  interventions). 
The  mortality  rate  with  open  drainage  is  approxi- 


mately 50  per  cent.  With  closed  drainage  the 
mortality  is  in  the  region  of  5 per  cent.  The  com- 
monest error  in  diagnosis  is  failure  to  consider  the 
possibility  of  hepatic  abscess.  The  use  of  emetine 
in  dosage  of  more  than  10  grains  may  lead  to  myo- 
cardial degeneration. 

Case  10.  Subphrenic  Abscess  (5  Cases).— 
The  patient,  a seventeen-year-old  male,  was  ad- 
mitted with  multiple  stab  wounds  in  the  abdomen. 
At  operation  an  injury  of  the  spleen  was  found 
along  with  two  perforations  in  the  jejunum.  The 
perforations  were  repaired,  and  the  spleen  was  re- 
moved. Postoperatively,  temperature  remained 
between  100  and  102  F.  X-ray  revealed  a high 
left  diaphragm.  The  patient  complained  of  left 
upper  quadrant  pain.  Pressure  over  the  left  kidney 
area  caused  severe  pain.  A diagnosis  of  left  sub- 
phrenic abscess  was  made.  A left  extraserous  trans- 
diaphragmatic  approach  through  the  bed  of  the 
twelfth  rib  was  used  and  the  abscess  drained. 
The  patient’s  postoperative  course  was  entirely 
satisfactory. 

Comment. — The  greater  number  of  subphrenic 
abscesses  occur  on  the  right  side  in  the  postoperative 
period,  usually  with  pathology  involving  the  biliary 
tract  and  the  appendix.  If  after  an  abdominal 
operation  for  a suppurative  process  the  postoper- 
ative course  is  not  afebrile,  even  if  weeks  have 
elapsed  and  particularly  if  the  x-ray  shows  a high  dia- 
phragm and  no  other  satisfactory  explanation  can  be 
given  for  the  unusual  course,  a subphrenic  infection 
should  be  considered.  The  incidence  of  left  sub- 
phrenic abscess  is  increasing  because  of  the  greater 
number  of  procedures  performed  in  the  left  upper 
abdominal  region.  The  most  common  complica- 
tions are  pleural  effusion,  pneumonitis,  empyema, 
and  bronchopleural  fistula.  A subphrenic  abscess 
is  best  attacked  surgically  by  an  extraperitoneal 
approach.  This  can  be  accomplished  through  the 
bed  of  the  twelfth  rib  for  posterior  lesions,  and  for 
anterior  lesions  the  subcostal  extraserous  abdominal 
incision  is  the  preferred  approach.  Chemotherapy 
without  surgical  drainage  has  failed  to  produce 
resolution  of  these  lesions  once  they  have  developed, 
although  undoubtedly  they  have  prevented  the  de- 
velopment of  subphrenic  abscess  in  some  instances. 
On  occasion  following  laparotomy  it  is  difficult  to 
differentiate  a subphrenic  abscess  from  entrapped 
air.  Air  can  remain  in  the  upper  abdominal  cavity 
for  a period  of  two  to  three  weeks. 

Case  11.  Diaphragmatic  Hernia  (7  Cases). — 
The  patient,  a seventy-one-year-old  female,  com- 
plained for  many  years  of  postprandial  distress,  epi- 
gastric and  substernal  pain,  occasional  vomiting, 
and  shortness  of  breath.  The  patient  had  been 
treated  for  peptic  ulcer  and  heart  disease  at  various 
times.  X-rays  and  gastrointestinal  series  revealed 
an  esophageal  hiatus  hernia.  The  patient  was 
operated  upon  through  a transthoracic  approach. 
The  esophagus  was  moved  to  an  anterior  position, 
and  interrupted  silk  sutures  were  placed  behind  the 
esophagus  in  the  region  of  the  transverse  crural  mem- 
brane. Postoperatively,  the  patient  improved 
markedly. 

Comment. — Of  the  acquired  nontraumatic  her- 
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nias  esophageal  hiatus  hernia  is  the  most  common 
type.  Symptoms  are  most  frequent  beyond  middle 
age,  and  women  are  most  commonly  affected.  Indi- 
cations for  surgical  intervention  are  history  of  severe 
dyspepsia  with  or  without  vomiting,  hematemesis, 
and  symptoms  of  obstruction.  Surgery  is  best  per- 
formed through  a transthoracic  approach.  The  pro- 
cedure used  in  this  case  was  essentially  that  de- 
scribed by  Merendino,  Lamb,3  Varco  and  Wangen- 
steen, and  Allison  of  Leeds. 

Patients  in  Traumatic  Category  (43  Cases). — 
A penetrating  injury  in  the  lower  left  thoracic  region 
is  an  indication  for  immediate  surgery  because  of  the 
probability  of  penetration  of  the  stomach,  colon, 
and  injury  to  the  spleen  (nine  cases).  In  addition, 
a penetrating  wound  of  the  diaphragm  should  be 
promptly  closed  because  of  the  subsequent  devel- 
opment of  a diaphragmatic  hernia  (two  cases). 

This  is  well  illustrated  by  a fif ty-two-y ear-old 
male  who  was  admitted  to  the  hospital  with  a diag- 
nosis of  a large  bowel  obstruction  in  the  region  of 
the  splenic  flexure.  A cecostomy  decompression 
was  done,  and  approximately  ten  days  later  a barium 
enema  was  interpreted  as  showing  a neoplasm  in  the 
splenic  flexure.  At  operation  the  obstruction  was 
seen  to  have  been  due  to  the  herniation  of  the  colon 
through  the  diaphragm.  History  later  obtained 
revealed  that  the  patient  wras  stabbed  twelve  years 
previously  in  the  left  posterior  axillary  line  in  the 
ninth  interspace.  A careful  review1  of  the  x-rays 
w'ere  interpreted  as  showing  a diaphragmatic  hernia. 

In  this  group  there  were  28  cases  which  had  lacer- 
ations of  the  diaphragm  and  no  associated  intra- 
abdominal  injury.  Lacerations  of  the  diaphragm 
are  potential  sucking  w’ounds  of  the  thorax.  As 
soon  as  the  peritoneal  cavity  is  opened,  air  enters 
the  chest  through  the  diaphragmatic  tear,  in  some 
instances  without  the  warning  hissing  sounds.  In 
the  past  these  cases  were  explored  through  an  ab- 
dominal approach.  With  the  abdominal  approach 
visualization  and  repair  of  the  diaphragmatic  tear 
was  on  occasion  technically  extremely  difficult,  and 
postoperative  x-rays  revealed  evidence  of  pneumo- 
thorax. A number  of  these  cases  developed  an  asso- 
ciated tension  pneumothorax  which  resulted  in  death 
in  two  cases.  Whenever  a perforation  of  the  stomach 
or  colon  existed  with  peritoneal  soiling,  not  infre- 
quently an  empyema  developed.  This  was  pre- 
sumably the  result  of  contamination  from  the  ab- 
domen. Approximately  three  years  ago,  when  the 
thoracic  surgical  service  was  organized,  it  w-as  cus- 
tomary to  accomplish  continuous  decompression  of 
the  chest  during  the  abdominal  procedure  with  the 
use  of  an  intrapleural  needle  attached  to  underwater 
drainage.  This  eliminated  the  dangers  of  pneumo- 
thorax but  did  not  avoid  the  chances  of  contamina- 
tion from  below'. 

To  avoid  these  complications  it  is  now  routine  to 
treat  most  penetrating  injuries  (knife,  icepick,  and 
dagger  wounds)  in  the  left  lowrer  thoracic  area  trans- 


thoracically,  operating  through  the  eighth  inter- 
space or  through  the  periosteal  bed  of  the  eighth  rib. 
Through  this  incision  one  is  able  to  approach  wdth 
ease  the  entire  stomach,  transverse  colon,  splenic 
flexure,  spleen,  pancreas,  or  even  the  duodenum. 
If  necessary,  the  exposure  can  be  increased  by  in- 
creasing the  incision  to  the  upper  abdomen,  making 
a thoracoabdominal  incision.  This  procedure  has 
minimized  the  complications  associated  with  the 
abdominal  approach.  Bullets  and  high  velocity 
missiles  are  renowned  for  their  bizarre  trajectories 
wdthin  the  body.  In  these  cases  an  abdominal 
approach  wdth  the  needle  in  the  pleural  space  for 
drainage  is  used. 

Right-sided  thoracoabdominal  wounds  give  less 
immediate  difficulty  than  similar  w'ounds  on  the 
left.  This  is  because  the  liver  occupying  the  right 
subphrenic  space  is  a large  and  resilient  organ 
which,  while  it  may  hemorrhage  profusely,  never- 
theless protects  other  abdominal  viscera.  Pene- 
trating w'ounds  over  the  liver  area  are  handled  con- 
servatively. If  bleeding  continues  or  there  is  evi- 
dence of  infection,  surgical  exploration  using  an 
abdominal  approach  is  advisable. 

Of  the  diaphragmatic  hernias  admitted  to  Harlem 
Hospital  approximately  75  per  cent  are  traumatic 
in  origin.  The  injury  in  these  cases  is  either  (1) 
direct,  as  a result  of  a penetrating  wound  in  which 
the  defect  may  be  found  in  any  part  of  the  dia- 
phragm, or  (2)  indirect,  as  a result  of  a crushing  in- 
jury to  the  chest  or  abdomen,  in  which  case  the 
dome  or  posterior  half  of  the  left  diaphragm  is  most 
commonly  involved.  Any  patient  who  has  received 
a severe  sudden  jolt,  jackknifing,  or  blow  to  the  trunk 
should  have  an  x-ray  of  the  chest  on  admission  to 
rule  out  a diaphragmatic  hernia.  Usually  the  symp- 
toms are  immediate  (one  case),  but  not  infrequentlv 
symptoms  may  be  absent  (four  cases)  or  mild  and 
the  patient  may  develop  complications  of  the  hernia 
weeks  or  years  later  (three  cases  and  one  case,  respec- 
tively). Traumatic  diaphragmatic  hernias  usually 
require  early  surgical  intervention  so  as  to  avoid 
intestinal  strangulation,  intestinal  obstruction,  and 
the  sequelae  of  cardiorespiratory  embarrassment. 
The  transthoracic  approach  is  the  one  of  choice. 

Conclusion 

With  an  increasing  knowledge  of  the  ana- 
tomic and  physiologic  relationships  of  the  dia- 
phragm and  the  organs  immediately  above  and 
below  it,  a more  rational  approach  to  the  man- 
agement of  clinical  entities  involving  this  area  is 
developed. 
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RECENT  DEVELOPMENTS  IN  DISEASES  AFFECTING  THE  ESOPHAGUS 

Howard  A.  Andersen,  M.D.,  Rochester,  Minnesota 
( From  the  Division  of  Medicine,  Mayo  Clinic ) 


IT  WOULD  be  foolhardy  for  anyone  to  attempt 
a thorough  review  of  esophageal  diseases  in  the 
time  and  space  allowed.  It  is  the  purpose  of 
this  paper  merely  to  review  briefly  a few  of  the 
fundamental  and  established  principles  and  to 
call  to  your  attention  a small  portion  of  the  re- 
cent work  which  has  influenced  the  concepts  of 
pathogenesis  and  etiology,  methods  of  diagnosis, 
and  treatment  of  three  or  four  of  the  commoner 
diseases  affecting  the  esophagus. 

Hiatal  Hernia 

Esophageal  hiatal  hernias  are  generally  consid- 
ered to  be  of  three  types:  sliding,  short  esopha- 
geal, and  paraesophageal.  By  definition  the 
last-named  type  is  associated  with  an  esophagus 
which  is  in  a normal  position  and  which  functions 
normally.  Hence,  the  following  discussion  does 
not  include  any  consideration  of  the  paraesoph- 
ageal type.  It  is  recognized,  however,  that 
there  may  be  a paraesophageal  component  to  a 
sliding  hernia. 

The  diagnosis  of  an  esophageal  hiatal  hernia 
may  be  suspected  in  obese  people  who  belch 
excessively  and  who  have  burning  pain  in  the  epi- 
gastric or  substernal  regions  extending  upward, 
sometimes  into  the  neck,  jaws,  ears,  or  through 
to  the  back  in  the  interscapular  region.  The 
pain  comes  on  especially  during  exertion,  such 
as  stooping  forward  or  lifting  or  during  the  night 
when  the  patient  is  in  the  recumbent  position. 
It  may  be  exceedingly  difficult  to  differentiate 
from  pain  of  cardiac  origin. 

Kohli  and  Pearson1  recently  reviewed  66  cases 
of  hiatal  hernia  in  ten  of  which  there  was  elec- 
trocardiographic evidence  of  myocardial  damage. 
They  felt  that  the  histories  in  these  ten  cases 
were  insufficient  in  differentiating  between  the 
two  conditions.  They  studied  eight  cases  elec- 
trocardiographically  and  by  balloon  distention  of 
the  hernia.  All  patients  with  normal  electro- 
cardiograms at  rest  or  after  the  20-step  exercise 
test  also  had  a normal  electrocardiogram  with 
balloon  distention  of  the  cardia.  Two  patients 
showed  evidence  of  myocardial  anoxia  following 
the  20-step  exercise  test,  and  these  showed  the 
same  electrocardiographic  changes  after  balloon 
distention  of  the  hernia. 

In  other  words,  the  two  conditions  may  mimic 
each  other  and  may  coexist.  Many  authors  have 
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in  the  past  postulated  a vagovagal  reflex  to 
explain  the  esophageal  origin  in  the  production 
of  cardiac-like  pain.  Evans2  in  discussing  this 
pointed  out  that  reflexes  arising  from  the  dia- 
phragm, esophagus,  stomach,  or  gallbladder  may 
affect  the  coronary  circulation  and  produce 
cardiac-like  symptoms.  He  presented  a very 
interesting  discussion  of  these  people  who  have 
pain  indistinguishable  from  the  pain  produced 
by  coronary  insufficiency  but  who  have  no  de- 
monstrable electrocardiographic  abnormality. 
He  has  observed  roentgenoscopically  an  “esoph- 
ageal arrhythmia”  in  a high  percentage  of 
these  patients.  By  this  term  he  means  a bounc- 
ing of  barium  upward  from  the  cardia  rather 
than  passing  through  the  cardia  directly.  He 
stated  that  it  is  a rapid  phenomenon  and  may 
easily  be  missed  if  attention  is  not  directed  to  the 
region  of  the  cardia  with  the  initial  swallow  of 
barium.  In  his  opinion  this  bounce  is  due  to  an 
active  retroperistaltic  movement.  He  does  not 
believe  that  esophageal  spasm  is  responsible  for 
the  pain  but  that  pain  results  from  reflex  coronary 
insufficiency. 

Many  of  the  symptoms  from  a hiatal  hernia 
are  those  of  esophagitis.  Actual  dysphagia  may 
be  noted,  or  there  may  be  merely  a sensation  of 
swallowed  food  passing  a “sore  spot”  in  the  lower 
part  of  the  esophagus.  'Whenever  the  esophago- 
gastric junction  is  elevated  above  the  level  of  the 
diaphragm,  the  normal  valvular  mechanism  pre- 
venting the  reflux  of  gastric  contents  into  the 
esophagus  is  lost,  and  esophagitis  may  result. 
It  is  thought  that  the  short  esophagus  is  usually 
caused  by  this  mechanism  leading  to  severe 
esophagitis  and  ulceration  of  the  lower  part  of 
the  esophagus  followed  by  healing  and  cicatriza- 
tion. Olsen  and  Harrington3  thought  that  78 
per  cent  of  their  220  cases  of  esophageal  hiatal 
hernias  of  the  short  esophagus  type  were  ac- 
quired in  this  fashion  and  that  only  4 per  cent 
could  be  called  “congenital.” 

That  the  esophagitis  associated  with  an  in- 
competent sphincter  at  the  cardia  is  “peptic”  in 
origin  has  been  demonstrated  by  several  authors. 
Ferguson  and  associates4  found  that  dripping 
hydrochloric  acid  into  the  esophagus  of  cats, 
dogs,  and  human  cadavers  did  not  produce  as 
much  reaction  as  when  hydrochloric  acid  was 
mixed  in  the  same  concentration  with  gastric 
juice.  Ripley  and  associates6  proved  this  point 
in  a different  manner.  They  produced  a severe 
ulcerative  esophagitis  in  dogs  by  suturing  a 
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Heidenhain  gastric  pouch  to  the  lower  part  of 
the  esophagus  and  also  by  performing  a Heyrov- 
sky-Grondahl  type  of  esophagogastrostomy  in 
which  the  cardia  is  bypassed  by  suturing  the 
fundus  of  the  stomach  to  the  lower  part  of  the 
esophagus.  In  those  dogs  which  received  hista- 
mine, producing  a hyperacidity  of  the  secretion 
of  the  stomach,  a severe,  necrotizing  ulcerative 
esophagitis  developed  rapidly,  and  the  classic 
complications  of  a duodenal  ulcer  (stricture  and 
hemorrhage)  resulted. 

Although  peptic  esophagitis  would  seem  to  be 
the  chief  factor  in  the  production  of  the  short 
esophagus,  Rail  and  associates6  showed  that 
electrical  stimulation  of  the  vagus  nerves  in  dogs 
caused  a shortening  of  the  esophagus,  and  Dey 
and  associates7  produced  shox-tening  and  con- 
traction of  the  esophagus  by  mechanical  stimula- 
tion of  almost  any  organ  or  membrane  in  the 
upper  part  of  the  abdomen.  Allison8  stated  that 
when  a sliding  type  of  hiatal  hernia  occurs,  the 
fibers  of  the  right  crus  of  the  diaphragm  are 
separated  and  the  diaphragmaticoesophageal 
ligament  is  stretched.  This  ligament  is  the  antag- 
onist of  the  longitudinal  muscle  of  the  esophagus 
which  is  responsible  for  the  reflex  shortening  with 
the  stimuli  in  the  upper  part  of  the  abdomen.  It 
is  possible,  therefore,  that  muscular  contraction 
may  be  responsible  for  the  shortened  esophagus 
as  well  as  fibrosis  from  recurrent  esophagitis. 

The  roentgenologic  diagnosis  of  hiatal  hernia 
can  be  made  most  easily  with  the  patient  in  the 
Trendelenburg  position  on  the  roentgenoscopic 
table.  An  incompetent  cardia  can  be  demon- 
strated, and  with  pressure  applied  to  the  abdo- 
men the  herniated  portion  of  the  stomach  may  be 
distended  with  barium.  It  can  also  be  demon- 
strated with  the  patient  bending  forward  as 
though  to  touch  his  toes  after  the  stomach  has 
been  filled  with  barium.  The  roentgenologist 
must  be  careful  not  to  call  an  enlarged  phrenic 
ampulla  a hiatal  hernia. 

Esophagoscopically  the  mucous  membrane  in  a 
sliding  type  of  hernia  is  more  redundant,  and  the 
folds  are  more  prominent  in  the  lower  part  of 
the  esophagus.  There  may  or  may  not  be  an 
inflammatory  reaction.  The  esophagogastric 
junction  is  met  above  the  level  of  the  diaphragm, 
and  the  stomach  is  entered  directly  without 
turning  the  usual  curve  to  the  left  and  anterior- 
ward.  As  the  esophagoscope  is  pushed  caudally, 
the  esophagogastric  junction  may  be  caiTied 
downward  a distance  of  4 or  5 cm.,  and  upon  with- 
drawal of  the  instrument  the  same  spot  of  mucosa 
may  follow  it  upward.  This  is  the  chief  point 
of  differentiation  from  the  short  esophageal 
variety.  In  the  latter  type  the  esophagogastric 
junction  is  stationaiy  and  cannot  be  moved  with 
the  accordion-like  quality  of  the  sliding  type.  In 
addition,  the  linear  type  of  ulceration  with  an 


inflammatory  reaction  in  the  depths  of  the  esoph- 
ageal folds  is  commonly  seen. 

Allison8  has  devised  an  excellent  method  of 
demonstrating  unequivocally  the  location  of  the 
esophagogastric  junction  in  relation  to  the  dia- 
phragm when  doubt  exists  concerning  the  pres- 
ence of  a hiatal  hernia.  He  locates  the  esophago- 
gastric junction  esophagoscopically,  takes  a 
biopsy  and  applies  a Cushing  brain  clip  in  the 
same  location,  then  demonstrates  the  location  of 
this  clip  in  relation  to  the  diaphragm  roentgeno- 
logically.  Palmer9  stated  that  the  roentgeno- 
logic examination  should  be  done  within  one  or 
two  hours  and  before  eating,  or  the  clip  will  slip 
off  and  continue  down  the  intestinal  tract. 

I know  of  nothing  new  in  the  medical  manage- 
ment of  patients  with  either  the  sliding  or  short 
esophageal  types  of  hiatal  hernia.  Most  of  them 
should  maintain  a weight  on  the  low  side  of 
normal  and  follow  an  ulcer  type  of  regimen  with  a 
bland  diet  and  antacids.  They  should  sleep 
with  the  head  of  the  bed  elevated  on  blocks  8 to 
10  inches  high  and  avoid  any  garment  or  effort 
which  will  increase  the  intra-abdominal  pressure. 
If  stricture  of  the  lower  part  of  the  esophagus 
occurs,  dilatation  with  a Plummer  sound  over  a 
previously  swallowed  thread  is  a fairly  satisfac- 
tory method  for  maintaining  an  adequate  pas- 
sageway for  food.  I feel  that  many  patients 
with  this  condition  can  be  satisfactorily  controlled 
symptomatically. 

Because  of  the  persistence  of  distressing  symp- 
toms, however,  surgery  may  be  advisable,  and 
some  of  the  newer  surgical  procedures  certainly 
deserve  at  least  brief  mention.  Allison8  repairs 
the  sliding  hernia  by  dividing  the  stretched 
phrenoesophageal  ligament  and  peritoneal  reflec- 
tion close  to  the  caxdia  and  then  resutures  these 
to  the  abdominal  aspect  of  the  diaphragm.  He 
then  repairs  the  hiatal  defect  by  approximation  of 
the  vertical  fibers  of  the  right  crus  of  the  dia- 
phragm to  one  another  with  two  or  three  light 
sutures.  Gardner  and  associates10  merely  en- 
large the  hiatus  in  the  direction  of  the  muscular 
fibers  of  the  diaphragm  for  5 to  7 cm.  and  suture 
the  margin  of  the  stomach  to  the  diaphragmatic 
defect. 

For  the  short  esophageal  type  with  esophagitis 
and  stricture  Wangensteen  and  Leven11  recom- 
mend a gastric  resection  with  removal  of  the  acid- 
secreting  portion  of  the  stomach.  This  reduces 
the  acidity  and  digestive  capacity  of  the  juice 
and  quickens  the  emptying  time  of  the  stomach. 
They  feel  that  both  features  are  essential. 
Effler  and  Ballinger12  recommend  transplantation 
of  the  esophagus  to  the  dome  of  the  left  diaphragm 
after  an  interruption  of  the  phrenic  nerve  which 
elevates  the  diaphragm.  This  can  bring  the 
stomach  entirely  below  the  diaphragm  by  shorten- 
ing the  course  the  esophagus  needs  to  traverse. 
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Cardiospasm 

Cardiospasm  has  also  been  called  achalasia  of 
the  cardia,  phrenospasm,  hiatal  esophagismus, 
megaesophagus,  dolichoesophagus,  congenital  dila- 
tation of  the  esophagus,  simple  ectasia  of  the 
esophagus,  and  perhaps  several  other  terms. 
Wangensteen13  prefers  to  call  this  disease  “esoph- 
ageal dystonia”  because  of  the  hypertonus  of 
the  distal  segment  and  atony  of  the  more  proximal 
unstriated  musculature  of  the  esophagus. 
Although  “dystonia”  describes  this  condition 
better  than  any  other  term,  I shall  continue  to 
use  the  name  “cardiospasm”  because  of  the 
custom  at  the  Mayo  Clinic. 

The  diagnosis  is  usually  not  difficult  and  has 
been  covered  in  a recent  publication  by  Olsen 
and  associates.14  Dysphagia  or  regurgitation  is 
present  in  almost  every  case  although  occasionally 
these  symptoms  are  elicited  with  difficulty.  Pain 
is  not  a prominent  feature  inasmuch  as  only  29 
per  cent  among  a series  of  601  cases  had  any 
significant  amount.  Cardiospasm  may  be  sus- 
pected at  times  from  the  appearance  of  the  tho- 
racic roentgenogram.  The  mediastinal  shadow 
may  be  widened  and  may  have  the  appearance 
of  mediastinal  emphysema.  Rarely  a fluid  level 
may  be  noted  in  the  esophagus.  Inasmuch  as 
swallowed  air  does  not  pass  through  the  cardia 
readily,  cardiospasm  may  be  suspected  from  the 
absence  of  a gas  bubble  in  the  stomach  in  an  up- 
right thoracic  roentgenogram.  The  appearance 
of  a bizarre,  unexplained  pneumonitis,  especially 
when  it  is  bilateral  or  in  the  middle  third  of  the 
right  lung,  should  lead  one  to  suspect  an  aspira- 
tion pneumonitis,  which  may  be  due  to  cardio- 
spasm (Andersen  and  associates15). 

Roentgenologic  examination  of  the  esophagus 
is  the  most  important  single  diagnostic  procedure, 
and  the  typical  findings  of  obstruction  to  the 
passage  of  barium  through  the  cardia  with  vary- 
ing degrees  of  dilatation  of  the  esophagus  have 
been  adequately  discussed  by  many  authors. 
Esophagoscopic  examination  is  not  always  neces- 
sary. In  fact,  in  the  most  recent  report  from  this 
clinic  it  was  performed  in  only  12  per  cent  of  601 
cases  as  a diagnostic  measure.  An  additional  6 
per  cent  required  esophagoscopy  in  order  to  open 
the  cardia  when  the  person  was  unable  to  swallow 
any  food,  liquid,  or  even  a thread. 

The  most  valuable  recent  development  as  an 
aid  to  the  diagnosis  of  cardiospasm  has  been  the 
description  of  the  basic  motility  pattern  of  the 
esophagus  and  the  enssitivity  of  the  esophagus  to 
methacholine  chloride  (Mecholyl)  as  reported  by 
Kramer  and  Ingelfinger.16  They  measured  intra- 
esophageal  pressures  by  means  of  an  inflated 
balloon,  whereas  Butin  and  associates17  used  a 
direct  measurement  of  esophageal  pressures  with 
a Gauer  manometer.  Their  findings  agree  and 
indicate  that  cardiospasm  is  primarily  a neuro- 


muscular disorder  which  involves  not  only  the 
cardia  but  the  lower  two  thirds  of  the  esophagus. 
Three  types  of  tracings  of  the  motility  patterns 
of  the  esophagus  are  described,  but  more  specific 
than  these  is  the  response  of  the  esophagus  to 
Mecholyl.  Normal  persons  and  those  with  ob- 
structing carcinoma,  stricture,  localized  spasm, 
or  scleroderma  exhibited  very  little  or  no  reac- 
tion. Patients  with  cardiospasm  exhibited  a 
tetanic-like  contraction  of  the  esophagus  with 
substernal  pain  and  an  increase  in  the  intra- 
esophageal  pressure  to  an  average  of  60  cm.  of 
water  following  subcutaneous  injection  of  6 to  10 
mg.  of  Mecholyl.  This  is,  therefore,  an  ex- 
tremely useful  tool  to  aid  in  those  cases  which  are 
difficult  to  differentiate  from  organic  obstruction 
from  any  cause  but  most  commonly  due  to  car- 
cinoma of  the  cardia. 

The  primary  treatment  of  choice  in  almost  all 
cases  of  cardiospasm  is  hydrostatic  dilatation  of 
the  esophagogastric  junction  (Olsen  and  asso- 
ciates).18 Relief  of  dysphagia  which  is  relatively 
permanent  can  be  obtained  by  a single  course  of 
treatment  in  approximately  60  per  cent.  It  is 
felt  that  in  an  additional  20  per  cent  of  the  pa- 
tients cardiospasm  can  be  controlled  satisfac- 
torily by  a second  or  third  course  of  treatment. 
There  remain,  however,  approximately  20  per 
cent  of  these  patients  who  require  some  other 
method  of  treatment.  Balfour  and  Wharton19 
have  reported  excellent  results  with  orally  ad- 
ministered procaine,  and  Nickerson  and  Call20 
obtained  relaxation  of  the  cardia  for  three  or 
four  days  after  an  intravenous  injection  of  di- 
benamine.  Both  of  these  medications  require 
and  deserve  further  investigation  and  evalua 
tion. 

Surgical  treatment  of  cardiospasm  should  be 
considered  for  those  patients  who  fail  to  respond 
to  two  or  three  courses  of  hydrostatic  dilatation. 
Most  authors21-24  agree  that  all  operations  per- 
mitting the  regurgitation  of  acid  gastric  juice  into 
the  esophagus  involve  the  risk  of  subsequent  pep- 
tic esophagitis  with  ulceration  and  its  associated 
complications.  Ripley  and  associates25  reported 
40  instances  of  peptic  esophagitis  or  stricture 
occurring  postoperatively  among  65  patients 
following  esophagogastrostomy  or  cardioplasty. 
It  is  generally  agreed  that  an  extramucous  esoph- 
agocardiomyotomy  such  as  the  Zaaijer  modifi- 
cation of  the  Heller  operation  relieves  the  ob- 
struction at  the  cardia  and  permits  the  cardia  to 
retain  its  sphincteric  property  in  preventing  the 
reflux  of  gastric  juice  into  the  esophagus.  Wan- 
gensteen13 objects  to  the  Heller  procedure  be- 
cause it  fails  to  reduce  the  size  of  the  esophagus 
even  though  it  may  be  functionally  satisfactory. 
He  prefers  an  esophagoantral  anastomosis  with 
excision  of  the  lower  part  of  the  esophagus  and 
the  entire  acid-secreting  portion  of  the  stomach. 
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He  does  a simultaneous  Ramstedt  type  of  pylor- 
otomv  in  order  to  facilitate  rapid  emptying  of  the 
residual  portion  of  the  antrum.  The  size  of  the 
esophagus  has  been  reduced  from  grade  3 or  4 
dilatation  to  grade  1 or  2 dilatation  in  all  of  his 
patients. 

Carcinoma  of  the  Esophagus  and  Cardia 
of  the  Stomach 

It  has  always  been  my  impression  that  an 
adenocarcinoma  arising  in  the  region  of  the  cardia 
of  the  stomach  and  secondarily  invading  the 
esophagus  was  a different  disease  clinically,  surgi- 
cally, and  prognostically  from  a squamous-cell  car- 
cinoma arising  in  the  lower  part  of  the  esophagus. 
This  impression  has  had  some  statistical  basis  in 
one  group  of  84  cases  which  were  studied  eco- 
logically.26 Of  44  patients  with  a squamous-cell 
carcinoma  in  this  group  only  13  came  to  operation, 
and  in  five  cases  the  lesions  were  resectable. 
Among  39  cases  of  adenocarcinoma  originating  in 
the  cardia  of  the  stomach,  22  were  sent  to  surgery, 
and  ten  were  resected.  This  would  indicate  a 
higher  operability  and  resectability  rate  for 
adenocarcinoma  arising  in  the  cardia  of  the  stom- 
ach and  secondarily  invading  the  esophagus. 
Sweet,27  however,  contradicts  this  to  some  extent 
in  his  excellent  study  of  the  five-year  survival 
statistics  in  cases  in  which  a carcinoma  of  the 
esophagus  or  cardia  had  been  resected . Although 
the  patients  with  adenocarcinoma  had  a slightly 
higher  survival  rate  three,  four,  and  five  years 
after  resetcion,  he  thought  that  there  was  not 
enough  difference  to  be  statistically  significant. 
When  he  combined  the  patients  with  these  two 
lesions,  he  found  a five-year  survival  rate  of  17.5 
per  cent,  whereas  the  comparable  figure  for  pa- 
tients with  carcinomas  in  the  midthoracic  por- 
tion of  the  esophagus  was  4 per  cent.  He 
pointed  out  that  the  curve  of  the  survival  rate 
leveled  in  the  third,  fourth,  and  fifth  years  and 
was  almost  parallel  with  the  survival  curve  of 
the  general  population  at  a comparable  age. 

The  diagnosis  of  these  lesions  is  usually  made 
by  the  roentgenologist  or  the  endoscopist.  It  is 
more  difficult  for  each  of  these  examiners  to 
determine  the  presence  of  an  adenocarcinoma 
arising  in  the  cardia  than  a squamous-cell  car- 
cinoma because  the  former  in  its  extension  up 
the  esophagus  usually  spreads  submucosally 
before  causing  ulceration  of  the  mucosa.  The 
esophagoscopist  may  meet  an  obstruction,  there- 
fore, without  seeing  abnormal  mucosa.  In  this 
tjqje  of  lesion  smears  and  secretions  removed  and 
studied  cytologically  have  revealed  microscopic 
evidence  of  a malignant  lesion  more  often  than 
biopsies.26,28  There  are  occasional  instances 
in  which  roentgenologic  and  esophagoscopic 
examinations  have  revealed  no  evidence  of  a 
lesion,  but  secretions  removed  at  esophagoscopy 


have  revealed  malignant  cells,  and  surgical  inter- 
vention has  disclosed  the  presence  of  a carcinoma. 
The  lesions  in  these  cases  have  usually  been  adeno- 
carcinomas of  the  cardia.  Smears  from  the 
spiral  of  an  esophageal  dilator  or  from  a piece  of 
gauze  attached  to  the  lower  end  of  a Levine  tube 
inserted  to  the  cardia  have  frequently  provided 
a cytologic  diagnosis  of  malignancy. 

Almost  everyone  would  agree  that  the  most 
desirable  treatment  is  surgical  excision  of  the 
lesion  if  this  is  possible.  The  method  of  ap- 
proach and  re-establishment  of  continuity  may 
vary  considerably.  The  approach  may  be 
through  a left-sided  thoracotomy,  a thorac- 
icoabdominal  incision,  or  through  a right-sided 
thoracotomy,  which  is  preceded  by  an  ab- 
dominal incision  to  mobilize  the  stomach.27,29’30 

The  reconstruction  of  esophageal  continuity  is 
most  commonly  accomplished  by  an  esophago- 
gastrostomy,  but  other  portions  of  the  intestinal 
tract  such  as  the  jejunum  and  colon  have  been 
used  in  antiperistaltic  and  isoperistaltic  varia- 
tions.31-33 Berman34  has  done  a great  deal  of 
experimental  work  with  the  use  of  a methacrylate 
or  polyethylene  plastic  tube  to  replace  the  excised 
portion  of  the  esophagus.  He  has  also  reported 
its  use  in  30  cases35  with  an  operative  mortality 
rate  less  than  10  per  cent.  His  patients  ate  and 
swallowed  full  meals  to  the  time  of  their  death 
even  though  their  longevity  was  not  increased. 

Roentgen  therapy  in  cases  of  carcinoma  of  the 
esophagus  may  give  good  palliation,  and  life 
may  be  prolonged  a few  months.  Some  authors 
use  a cross-fire  technic  with  multiple  skin  fields36 
and  others  use  rotation  therapy.37’38  It  is 
generally  agreed  that  a tumor  dosage  of  at  least 

5.000  r is  advisable.  Kohler36  stated  that  72  per 
cent  of  those  receiving  this  dosage  lived  longer 
than  one  year,  whereas  only  20  per  cent  receiving 

3.000  to  5,000  r lived  longer  than  one  year. 

Chemical  Burns  of  the  Esophagus 

Chemical  burns  of  the  esophagus,  caused  by 
lye  and  other  corrosives,  can  be  managed  satis- 
factorily by  various  methods.  Leary39  discussed 
the  daily  use  of  soft  rubber  catheters  as  advised 
by  Holinger  and  Johnston40  and  the  Tucker 
method  of  retrograde  esophageal  dilatation 
through  a gastrostomy.  He  recommended,  how- 
ever, the  patient’s  swallowing  of  a strong  silk 
thread  immediately  and  leaving  it  in  place  so 
that  esophageal  dilatations  with  Plummer  sounds 
may  be  performed  at  a later  date,  should  a stric- 
ture occur.  Barr  and  Koch41  suggested  the  use 
of  an  indwelling  tube  through  which  the  patient 
can  be  fed  for  approximately  four  months  in 
case  of  severe  burns.  They  presented  data  on 
one  patient  with  a severe  burn  treated  satis- 
factorily in  such  fashion. 

Rosenberg  and  associates42  used  cortisone  in 
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lye  burns  of  the  esophagus  produced  experiment- 
ally in  rabbits.  They  found  that  in  only  one 
of  seven  rabbits  treated  with  cortisone  did  a 
stricture  develop,  as  opposed  to  the  develop- 
ment of  stricture  in  seven  out  of  eight  controls. 
They  concluded  that  cortisone  by  inhibiting 
fibroplasia  greatly  diminishes  the  tendency  to 
scar-tissue  contracture  in  the  esophagus.  Their 
experiment  was  of  short  duration,  however,  inas- 
much as  all  of  the  animals  were  dead  or  killed 
forty-four  days  after  the  application  of  lye,  and 
none  were  followed  more  than  two  weeks  after 
administration  of  cortisone  had  ceased.  Further- 
more, suppurative  complications  such  as  medi- 
astinitis,  empyema,  and  pulmonary  and  hepatic 
abscesses  developed  more  commonly  in  the 
treated  group,  and  the  mortality  rate  was  more 
than  twice  that  of  the  controls.  Silk  and  Stem- 
pien43  used  orally  administered  procaine  to  gargle 
and  swallow  before  meals  on  the  third  day  after 
production  of  a burn  by  lysol  ingestion  in  one 
case.  This  patient  noted  immediate  improve- 
ment in  his  ability  to  swallow.  He  also  received 
corticotropin  (ACTH)  and  aureomycin  intra- 
venously; five  months  later,  at  the  time  of  re- 
porting, he  was  well. 

Any  medical  means  of  preventing  the  stricture 
such  as  is  suggested  in  the  preceding  paragraphs 
is  worthy  of  trial  because  any  mechanical  means 
that  has  been  devised  is  uncomfortable  and 
tedious  and  requires  months,  sometimes  years,  of 
treatment.  Occasionally  a complete  atresia  of 
the  esophagus  will  result  from  the  cicatrix.  Re- 
section of  the  esophagus  with  esophagogastros- 
tomy  leaves  much  to  be  desired  because  of  its 
high  mortality  rate  and  the  discomfort  which  fre- 
quently results  from  this  operation.  Barretto44 
has  suggested  a clever  procedure  for  re-establish- 
ment of  esophageal  continuity.  Esophagoscopes 
are  introduced  orally  and  in  a retrograde  manner 
through  a gastrostomy  to  the  point  of  obstruc- 
tion in  each  direction.  Through  a thoracotomy 
the  surgeon,  after  mobilizing  the  esophagus,  holds 
the  two  esophagoscopes  in  alignment  and  directs 
the  course  of  a piercing  needle  passed  from  one 
esophagoscope  to  the  other  through  the  dense 
scar  tissue.  The  needle  draws  a thread  through 
the  scarred  region  and  dilatations  can  be  per- 
formed later,  using  this  as  a guide  for  the  dilator. 
Holinger  and  Johnston  40  reported  the  use  of  this 
method  without  a thoracotomy  but  using  a bi- 
plane roentgenoscope  to  align  the  esophagoscopes 
and  direct  the  course  of  the  needle. 

Conclusion 

In  conclusion,  I wish  to  state  that  the  esophagus 
has  in  the  past  been  neglected  by  many  and  has 
been  regarded  as  a pipe  which  merely  allowed 
food  to  get  from  the  mouth,  where  it  tastes  good, 


to  the  stomach,  where  it  feels  good.  But  let  an 
obstruction  such  as  carcinoma,  cardiospasm,  or 
stricture  from  endogenous  or  exogenous  agents 
interrupt  its  normal  traffic,  and  food  is  not  en- 
joyed at  either  end  of  this  pipe. 
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PITFALLS  IN  THE  DIAGNOSIS  AND  TREATMENT  OF  PULMONARY 
DISEASE  AS  EXPERIENCED  BY  A THORACIC  SURGEON 

William  A.  Hudson,  M.D.,* *  Detroit,  Michigan 


A DISCUSSION  of  the  pitfalls  in  the  diagnosis 
and  treatment  of  pulmonary  disease  should 
be  an  effective  method  of  improving  one’s  abilities 
in  diagnosis  and  therapeusis.  A mere  catologu- 
ing  of  one’s  achievements  is  a wearisome  pro- 
cedure which  can  lead  to  a deadly  indifference. 
It  is  a well-known  maxim  that  the  whole  art  of 
medicine  lies  in  observation.  The  blame  for 
errors  in  diagnosis  can  probably  be  placed  more 
often  on  incomplete  observation  than  an}’  other 
cause.  One  is  astonished  even  today  at  the 
astuteness  of  the  competent  physicians  of  earlier 
days.  The  accuracy  with  which  they  recorded 
their  observations  enable  one  at  this  late  date  to 
arrive  at  a definite  diagnosis,  even  though  their 
conclusion  or  diagnosis  was  incorrect. 

Observation  must  include  all  aspects  of  the 
patient’s  history  and  physical  examination  com- 
bined with  an  evaluation  of  all  laboratory  work. 
Many  disturbances  may  be  suspected  from  a 
passing  observation  or  by  a recitation  of  symp- 
toms by  the  patient,  but  others  may  require 
extensive  investigation.  A responsible  surgeon 
may  well  remember  that  the  various  diagnostic 
instruments  and  procedures  are  useful,  but  they 
cannot  replace  a watchful  eye,  an  alert  ear,  the 
tactful  finger,  nor  the  logical  mind  in  the  correl- 
ation and  evaluation  of  all  facts  in  arriving  at  a 
diagnosis. 

The  soundness  of  the  physician’s  judgment  will 
depend  upon  the  experiences  he  may  have  had 
previously  and  upon  his  capacity  to  learn  or 
profit  from  experience.  Sound  judgment  is  in  a 
measure  the  expression  of  an  individual’s  ability 
to  profit  through  experience. 

Errors  in  diagnosis  and  therapeutic  measures 
are  painful  but  invaluable  landmarks  among  our 
experiences.  The  remembrance  and  review  of 
such  painful  experiences  together  with  careful 
consideration  of  the  reasons  for  their  occurrence 
and  of  the  best  means  of  avoiding  a repetition  of 
such  errors  are  a moral  obligation.  I am  mindful 
of  the  fact  that  you,  my  colleagues  with  myself, 
are  equally  anxious  to  bring  to  bear  on  each  new 
problem  that  seasoned  judgment  and  skill  which 
can  be  attained  only  through  the  fiery  furnace  of 
experience.  Fortunately,  man  has  been  endowed 
with  the  power  to  convey  by  speech  and  record  the 
experiences  of  one  generation  to  another.  Through 
the  exercise  of  this  divine  prerogative  the  sum 
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total  of  man’s  knowledge  and  understanding  has 
increased,  and  the  doors  of  new  fields  of  endeavor 
have  been  opened  to  him. 

I am  aware  that  in  the  early  part  of  this  century 
a group  of  venturesome  men  made  bold  to  in- 
vestigate various  aspects  of  the  diagnosis  and 
treatment  of  pulmonary  diseases.  As  pioneers 
they  were  spurred  on  by  the  encouragement 
which  invariably  comes  from  the  occasional 
success  and  the  conviction  that  an  answer  could 
be  found  for  each  problem  encountered.  The 
pioneering  character  of  the  adventure  and  the 
satisfaction  that  comes  with  the  advancement  of 
knowledge  were  sufficient  to  catch  the  imagina- 
tion of  those  who  could  dream  of  better  things  to 
come.  The  reward  which  they  sought  was  the 
same  as  that  which  you  and  I seek:  “The  peace 
and  satisfaction  that  comes  from  service  to  our 
fellow  man.” 

In  the  hope  that  my  observations  and  con- 
clusions may  be  of  some  value,  let  us  review  some 
of  the  experiences  which  have  been  alloted  to  me. 

Case  Reports 

Case  1. — This  seven-year-old  female  gave  a history 
of  pneumonia  complicated  by  left  empyema. 
The  drainage  from  the  latter  through  a rib  resection 
was  profuse.  The  tract  did  not  close.  Asymmetry 
of  the  chest  with  curvature  of  the  spine  developed. 
X-ray  studies  with  contrast  media  revealed  an  ir- 
regularity in  the  filling  of  the  residual  pleural  space. 
A secondary  thoracotomy  was  performed,  and  a 
foreign  body,  a piece  of  rubber  dam  6 inches  square, 
was  removed.  The  drainage  tract  closed  readily. 
Investigation  revealed  the  fact  that  the  dam  had 
been  used  in  the  dressing  without  a safety  pin  anchor 
and  had  not  been  accounted  for  by  anyone  who 
had  anything  to  do  with  the  dressing. 

No  tube  or  packing  should  be  placed  in  a viscus 
unless  it  has  a radiopaque  marker. 

Case  2. — L.  M.,  male,  age  twenty-three,  gave  a 
history  of  summer  cold,  accompanied  by  fever  and 
pain,  in  the  right  anterior  and  lateral  aspect  of  the 
chest  with  expectoration  of  large  quantities  of  foul 
sputum.  X-ray  studies  revealed  a large  cavity  with 
a broad  fluid  level  in  the  right  middle  lobe  area. 
The  patient  was  extremely  sick.  It  was  deemed 
best  to  institute  postural  drainage  with  daily 
bronchoscopic  aspiration.  Recover}’  was  rapid  and 
complete. 

I would  today  institute  treatment  with  anti- 
biotics along  with  the  drainage  program,  but  such 
agents  were  not  available  at  that  time.  Care 
should  be  exercised  to  avoid  soiling  of  additional 
areas  of  the  lung  field.  Ample  continuous  drain- 
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Fig.  1.  Case  5 — Multiple  foreign  bodies  in  various  locations. 


age  is  fundamental  in  the  treatment  of  suppura- 
tive lesions  of  the  airways. 

No  patient  who  has  ingested  a foreign  body 
should  be  subjected  to  endoscopy  without  x-ray 
studies.  These  should  be  recent;  too  often  the 
object  may  change  its  location.  I had  an  ex- 
perience in  which  it  was  suggested  that  I had 
inadvertently  produced  a diaphragmatic  hernia 
through  instrumentation.  In  this  case  the  pre- 
operative film  saved  me  from  embarrassment  be- 
cause it  revealed  a hernia  to  have  been  present 
before  I removed  the  foreign  body  from  the 
bronchial  tree. 

Case  3. — W.  L.  was  a male  of  seven  years,  whose 
mothernoteda  whistlingnoise  when  the  patient  spoke. 
The  patient  was  taken  to  the  family  doctor  who  had 
a posteroanterior  x-ray  made.  X-ray  revealed  a 
round  object  similar  to  a button.  The  patient  was 
referred  for  removal  of  a button  from  his  bronchial 
tree,  but  previous  to  bronchoscopy  a lateral  x-ray 
film  was  made  which  revealed  a pointed  projection 
characteristic  of  a thumbtack.  A thumbtack  was 
removed. 

A lateral  x-ray  will  often  afford  additional  in- 


formation regarding  pathologic  conditions  and 
may  be  the  means  of  avoiding  serious  complica- 
tions. There  are  two  sides  to  every  foreign 
body. 

Case  4 ■ — This  eighteen-month-old  male  had  a 
history  of  choking  while  at  play.  A dentist  made 
an  x-ray  of  the  cervical  area  and  discovered  what 
could  be  interpreted  as  a button  in  the  proximal 
esophagus,  but  the  object  was  lying  in  an  oblique 
position  not  characteristic  of  foreign  bodies  in  the 
esophagus.  Fluoroscopy  and  additional  x-ray  stud- 
ies with  all  clothing  removed  revealed  no  evidence 
of  a foreign  body  within  the  patient’s  body.  After 
prolonged  search  the  dentist  found  the  button  at- 
tached to  the  piece  of  sheet  rubber,  which  dentists 
use  about  the  mouth  to  control  the  flow  of  saliva, 
hanging  on  his  dental  chair. 

Clothing  should  be  removed  before  examining 
a patient.  All  evidence  must  be  weighed  care- 
fully if  one  would  avoid  errors. 

Case  5. — F.  J.,  male,  age  two,  was  playing  on  the 
floor  and  choked.  The  mother  thought  that  the 
patient  had  choked  on  a safety  pin.  X-ray  revealed 
a group  of  foreign  bodies  scattered  from  the  post- 


1972 


WILLIAM  A.  HUDSON 


(X.  Y.  State  J.  M. 


nasal  passage  to  the  colon  (Fig.  1).  The  safety  pin 
in  the  esophagus  was  removed,  hut  all  others  passed 
by  bowel. 

A complete  survey  of  the  air  and  food  passages 
may  reveal  unsuspected  foreign  bodies. 

Case  6. — This  patient,  a male  aged  sixty,  was  the 
executive  of  a motor  company.  He  had  a history 
of  cough,  foul  sputum,  and  blood-spitting  at  times. 
He  had  had  repeated  attacks  of  pneumonia  and  had 
undergone  multiple  thoracotomies  for  empyema. 
X-ray  studies  revealed  a dense  shadow  characteristic 
of  a tooth  in  the  distal  lung  area.  The  patient  had 
no  remembrance  of  any  accident  or  surgery  about 
the  nose,  mouth,  or  throat.  Recovery  was  fairly 
complete  after  removal  of  a tooth  from  the  lung. 
After  removal  of  the  tooth  the  patient  recalled  hav- 
ing had  the  tooth  extracted  eleven  years  previously. 
He  also  recalled  the  fact  that  the  dentist  was  not 
able  to  show  the  tooth  to  him  because  it  had  fallen 
upon  the  floor  and  could  not  be  found. 

A persistent  cough  should  cause  one  to  look 
for  foreign  material  as  a possible  causal  agent. 
Patients  do  not  always  remember. 

Cose  7. — X-ray  diagnosis  of  G.  H.,  female  aged 
twenty-nine,  was  reported  as  pulmonary  tubercu- 
losis, far  advanced.  The  patient  had  been  troubled 
with  a cough  over  a period  of  about  ten  months. 
At  the  same  time  there  had  been  some  fatigue  and 
slight  streaking  of  blood.  There  were  no  known 
contacts  with  tuberculars.  After  admission  physi- 
cal examination,  sputum,  and  x-ray  revealed  no 
evidence  of  pulmonary  disease.  The  diagnosis  had 
been  a typographic  error  on  the  part  of  a secretary. 

It  is  best  to  examine  the  patient.  Assembly 
line  procedures  can  lead  to  grievous  errors  unless 
someone  is  everlastingly  on  guard. 

Case  8. — W.  L.  S.,  male,  nineteen  years  old,  was 
first  admitted  in  1949  with  a confirmed  diagnosis 
of  far-advanced  pulmonary  tuberculosis.  Blood 
pressure  at  this  time  was  120/80.  Left  pneumo- 
thorax was  established  and  continued  after  his  dis- 
charge from  the  hospital.  On  occasion  during 
his  stay  in  the  hospital  a trace  of  albumin  was  ob- 
served in  the  urine.  He  remained  well  until  Janu- 
ary 3,  1953,  on  which  date  he  had  a pneumothorax 
refill.  The  next  day  he  complained  of  not  feeling 
well,  had  some  blood-streaking,  general  malaise, 
temperature,  and  headache,  and  was  treated  by  his 
family  physician  for  an  upper  respiratory  infection. 
On  admission  sputum  was  negative  for  tubercle 
bacilli.  Blood  pressure  was  240  130,  and  urine 
showed  4 plus  albumin,  many  red  and  white  blood 
cells,  and  many  hyaline  and  granular  casts.  Non- 
protein nitrogen  was  216  mg.  Autopsy  confirmed 
a diagnosis  of  an  acute  exacerbation  of  a chronic 
nephritis. 

A one-track  mind  limits  one’s  field  of  useful- 
ness. 

Case  9. — C.  M.,  female,  twenty-nine  years  old,  was 
admitted  with  a reported  positive  sputum  for  tuber- 
cle bacilli.  The  patient  gave  a history  of  having 


had  the  usual  childhood  diseases  and  of  having  a 
bad  heart.  Three  months  prior  to  admission  the 
patient  was  delivered  of  a normal  full-tenn  baby. 
Following  the  delivery  she  developed  a cough  pro- 
ductive of  mucoid  sputum  with  streaks  of  blood. 
There  was  weakness  and  malaise  but  no  headaches 
and  no  urinary  symptoms.  On  examination  the  pa- 
tient appeared  to  l*c  sick;  there  were  moist  rales 
throughout  both  lung  fields.  Sputum  examinations 
were  negative  for  tubercle  bacilli,  and  x-ray  studies 
revealed  no  evidence  of  tuberculosis.  Urine  ex- 
amination revealed  albumin  and  granular  casts. 
Coccidioidin  1:1.000  and  tuberculin  1:1,000  tests 
were  negative.  Autopsy  one  week  after  admission 
revealed  acute  glomerulonephritis,  bilateral  hemor- 
rhagic pneumonitis  secondary  to  anemia,  acute 
toxic-  hepatitis,  and  no  tuberculosis. 

Study  of  earlier  slide  revealed  the  fact  the  re- 
ported tubercle  bacilli  were  diphtheroids. 

Case  10. — J.  B..  male,  age  twenty-seven,  was  a 
contact  with  a tubercular.  X-ray  two  years  pre- 
vious revealed  no  evidence  of  disease.  Two  months 
previous  to  admission  the  patient  noted  malaise  and 
requested  that  x-ray  films  of  the  chest  be  made. 
This  revealed  a coin-shaped  shadow  at  the  level  of 
the  first  left  rib.  Sputum  and  gastric  studies  were 
negative  for  tubercle  bacilli  as  were  guinea  pig 
inoculations.  Urine  was  negative.  Tuberculin  test 
1 : 1.000  was  positive.  The  lesion  was  treated  with 
streptomycin.  1 Gm.  twice  weekly,  and  PAS  to  toler- 
ance. X’o  change  in  the  lesion  was  noted  at  the  end 
of  four  months.  Bronchoscopic  studies  revealed 
mild  inflammation  of  the  left  upper  lobe  orifice. 
The  lesion,  resected  on  March  30,  1953.  proved  to 
be  a liquefying  and  caseating  tuberculoma  with  a 
small  tubercle  present  in  the  bronchus.  No  other 
lesions  were  found  in  the  lung.  Carcinoma  could 
not  be  ruled  out  in  this  case  until  the  lesion  had  been 
removed. 

Exploratory  thoracotomy  is  preferable  when 
there  is  doubt  as  to  the  final  diagnosis. 

Case  11. — V.  M.,  female,  twentv-two  years  old, 
was  first  treated  in  1950  for  a small  lesion  in  the 
right  lung  which  was  considered  to  be  inactive 
tuberculosis.  She  subsequently  lost  her  husband, 
apparently  from  tuberculosis,  and  periodic  x-ray 
studies  were  made.  In  January.  1952.  the  lesion  in 
the  right  lung  showed  a change,  and  there  was  a 
spread  to  the  left  lung.  Gastric  studies  were  posi- 
tive for  tubercle  bacilli.  She  was  treated  with 
streptomycin.  1 Gm.  t wice  weekly,  and  PAS  to  toler- 
ance and  pneumoperitoneum.  On  March  2.  1953. 
resection  of  the  lesion  in  the  right  lung  revealed 
caseating  and  cavernous  disease.  There  were  no 
interlobar  fissures,  and  the  right  lung  consisted  of 
only  one  lobe.  The  patient  did  well  and  expanded 
the  remaining  portion  of  the  lung.  The  pneumo- 
peritoneum had  been  discontinued  previous  to 
surgery  but  was  re-established  shortly  afterward. 
On  March  19.  1953.  at  7:30  a.m..  the  patient  sneezed 
violently  and  became  short  of  breath  and  extremely 
apprehensive.  She  stated  that  she  thought  that 
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she  had  torn  something.  Examination  revealed 
about  30  per  cent  collapse  of  the  base  of  the  right 
lung.  Intrapleural  pressure  remained  negative. 
A total  of  1,200  cc.  of  air  was  aspirated  from  the 
chest.  The  question  of  a ruptured  bronchial  suture 
line  was  raised,  but  the  collapse  did  not  increase. 
It  was  decided  to  observe  the  patient.  The  next 
day  800  cc.  of  air  were  removed  from  the  chest, 
and  an  x-ray  study  revealed  the  lung  still  about  50 
per  cent  collapsed  with  the  pneumoperitoneum  al- 
most entirely  dissipated. 

It  is  obvious  that  the  patient  had  ruptured  the 
diaphragm  and  that  there  had  been  no  break- 
down of  the  bronchial  suture  line.  A hasty 
decision  could  have  resulted  in  disaster  for  this 
patient.  The  evidence  at  hand  suggested  that 
if  there  was  a bronchial  leak,  it  must  be  very 
small  and  the  30  per  cent  collapse  appeared  to 
close  it.  Observation  led  to  a correct  diagnosis, 
and  the  patient  was  not  subjected  to  additional 
surgery. 

Case  12. — N.  D.,  sixty-four-year-old  female,  was 
exposed  to  a sister  who  had  pulmonary  tuberculosis. 
She  was  well  until  three  months  previous  to  ad- 
mission when  she  complained  of  malaise,  loss  of 
appetite,  and  nausea.  She  had  always  been  con- 
stipated. X-ray  studies  revealed  evidence  of  lesion 
in  the  right  apex  with  left  pleural  effusion,  and  small 
nodular  areas  of  increased  density  throughout  both 
lung  fields.  The  sputum  was  positive  for  tubercle 
bacilli.  The  pleural  fluid  contained  tumor  cells, 
and  a subcutaneous  skin  nodule  revealed  adenocar- 
cinoma. Bronchoscopic  studies  revealed  only  in- 
flammation of  the  bronchi.  Barium  studies  revealed 
an  annular  lesion  of  rectosigmoid.  Final  diagnoses 
were  (1)  rectosigmoid  carcinoma,  (2)  metastatic 
carcinoma  to  the  lung,  and  (3)  pulmonary  tuber- 
culosis. 

There  was  no  suspicion  of  the  intestinal  lesion 
previous  to  the  patient’s  admission,  and  it  was 
discovered  only  when  a search  was  made  for  the 
primary  lesion.  More  than  one  disease  may  be 
found  in  a single  patient. 

Case  13. — A.  R.  D.,  female,  eighteen  years  of  age, 
first  complained  of  cough  and  loss  of  weight  in 
December,  1949.  Sputum  was  positive  for  tubercle 
bacilli  but  became  negative  April  11,  1951.  Bron- 
choscopy on  August  15,  1952,  revealed  inflammation 
of  the  left  upper  lobe  bronchial  orifice.  Smear  was 
negative  for  tuberculosis.  X-ray  studies  revealed  a 
ring-shaped  shadow  at  the  left  apex  with  areas  of 
infiltration  in  the  left  upper  lobe  area.  The  ring- 
shaped  area  was  characterized  by  an  oblique  line. 
On  February  24,  1953,  the  upper  left  lobe  was  re- 
sected for  caseating  pulmonary  tuberculosis,  but 
no  large  apical  cavity  was  found.  A large  plaque  of 
thick  pleura  was  found;  this  corresponded  with  the 
ring-shaped  shadow  which  had  resembled  a cavity. 

Pleural  shadows  may  have  some  of  the  charac- 
teristics of  pulmonary  cavities. 


Case  14- — B.  Me.,  female,  gave  a history  of  hav- 
ing been  very  ill  with  tuberculosis  and,  when  first 
seen,  had  far-advanced  bilateral  tuberculosis. 
Sputum  waspositive  for  tubercle  baci  Hi . She  was  much 
underweight  and  very  weak.  Her  people  had  been 
informed  that  time  was  running  out  for  her.  Strepto- 
mycin and  pneumoperitoneum  were  used,  and  the 
patient  improved  in  her  general  and  local  condition. 
The  right  lung  was  resected  to  be  followed  by 
columnar  thoracoplasty.  The  sputum  became 
negative.  The  patient  has  been  working  for  some 
time.  Recent  x-ray  studies  reveal  a clear  left 
lung  field. 

The  door  of  hope  should  always  be  held  open. 
It  is  not  within  human  province  to  declare  the 
number  of  man’s  days. 

Case  15.— A.  B.,  female,  fifty-one  years,  was  first 
seen  in  1926  when  she  was  treated  for  an  advanced 
pulmonary  tuberculosis  with  empyema.  A com- 
plete right  thoracoplasty  was  performed,  and  the 
patient  made  a nice  recovery.  She  had  managed 
her  home  until  recently  when  she  developed  an  in- 
creasing cough  with  sputum  which  was  negative  for 
tubercle  bacilli.  Bronchoscopy  and  bronchograms 
revealed  bronchial  deformity  of  bronchiectatic  char- 
acter on  the  right  with  inflammation  of  the  left 
bronchial  mucous  membrane.  She  was  treated  with 
antibiotics;  the  left  bronchi  cleared  up.  Then  the 
right  lung  was  resected  under  the  thoracoplasty 
done  twenty-five  years  previously.  Microscopic 
sections  revealed  no  evidence  of  active  tuberculosis. 
Recovery  was  complete.  The  patient  is  again  do- 
ing her  usual  household  duties. 

It  would  have  been  very  easy  to  have  been  mis- 
led into  considering  this  to  be  a case  of  reactiva- 
tion of  an  old  tubercular  lesion.  Tuberculosis  is 
a curable  disease. 

Case  16. — T.  M.,  female,  age  thirty-eight,  under- 
went thoracoplasty  with  resection  of  7 ribs  in  1944  and 
had  a right  pneumothorax  which  was  complicated 
by  fluid  The  pneumothorax  was  abandoned  be- 
cause of  the  fluid.  A cavity  opened  up  in  the  right 
midlung  and  failed  to  respond  to  bed  rest  therapy. 
She  was  accepted  for  cavernostomy,  at  which  time 
skin  flaps  were  implanted  in  the  cavity.  Recovery 
was  rapid  with  no  recurrence  of  the  disease. 

It  is  well  to  have  alternate  procedures  to  fall 
back  upon. 

Case  17. — W.  W.,  male,  had  been  treated  for 
tuberculosis  for  a number  of  years,  having  received 
right  and  left  pneumothorax  with  expansion  of  the 
left  lung  and  sectioning  of  adhesions  on  the  right. 
The  sputum  continued  positive  for  tubercle  bacilli. 
The  right  pneumothorax  was  continued,  and  a 225- 
Gm.  ball  of  paraffin  was  placed  extrapleurally  at  the 
left  apex.  The  sputum  was  converted  to  negative, 
and  the  patient  has  remained  well  during  the  past 
fifteen  years. 

There  remains  a place  for  all  the  tried  pro- 
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Fig.  2.  Case  20 — Superior  sulcus  tumor.  No  evidence  of  tumor  on  March  8,  1944  (left).  On  June  11, 
1945,  a shadow  in  the  left  apicomediastinal  junction  is  seen  (right). 


cedures  that  have  proved  helpful  in  the  treat- 
ment of  pulmonary  tuberculosis. 

Case  18. — M.  W.,  female,  had  productive  cough, 
blood-spitting,  and  foul  breath.  X-ray  films  re- 
vealed increased  markings  to  both  bases.  Physical 
examination  revealed  bronchial  breath  sounds  at 
the  left  base  with  an  occasional  moist  rale.  Bron- 
choscopy and  Lipiodol  studies  revealed  bilateral 
bronchiectasis,  more  extensive  on  the  left.  Left 
lower  lobectomy  was  performed  to  be  followed  four 
years  later  by  a segmental  resection  of  the  right 
lower  lobe.  Recovery  was  complete. 

Elimination  of  the  diseased  portion  of  the  lung 
is  the  procedure  of  choice  in  the  treatment  of 
bronchiectasis. 

Case  19. — V.  T.,  male,  age  nineteen,  had  repeated 
attacks  of  pneumonia  with  some  bleeding  and  large 
quantities  of  foul  pus.  The  patient  was  under- 
weight. Physical  examination  revealed  dullness  at 
the  right  base  with  many  moist  rales  and  impaired 
note  at  the  left  base  with  occasional  rale.  Bron- 
choscopy with  Lipiodol  studies  revealed  far-advanced 
bronchiectasis  of  the  right  lower  and  middle  lobes, 
less  marked  in  the  left  lower  lobe.  Resection  of  the 
right  middle  and  lower  lobes  with  the  lingula  of  the 
right  upper  lobe  was  followed  by  postural  drainage 
to  clear  up  left  lower  bronchi.  The  cough  disap- 
peared, and  the  patient  became  well.  He  has  since 
entered  college  and  has  done  well. 

Procrastination  in  the  treatment  of  pulmonary 
suppuration  may  lead  to  disaster  in  the  form  of 
extensive  disease. 


Case  20. — E.  R.,  male,  fifty-one  years,  complained 
of  pain  in  the  shoulders.  His  wife  had  far-advanced 
tuberculosis.  X-ray  studies  one  year  previously 
had  revealed  no  evidence  of  active  disease  of  the 
lung  (Fig.  2).  There  was  a deformity  of  one  rib 
due  to  previous  thoracotomy  for  empyema.  X- 
ray  at  this  time  revealed  an  area  of  increased  density 
at  the  left  apicomediastinal  junction  (Fig.  2). 
Sputum  was  negative  for  tubercle  bacilli.  Superior 
sulcus  tumor  was  suspected.  Exploratory  thor- 
acotomy confirmed  this  suspicion. 

When  in  doubt,  exploratory  thoracotomy  is  to 
be  chosen  in  preference  to  watchful  waiting. 

Case  21. — F.  T.,  male,  age  forty-two,  was  seen 
in  a tuberculosis  hospital  with  a diagnosis  of  pul- 
monary tuberculosis.  Sputum  was  negative  for 
tubercle  bacilli.  X-ray  revealed  an  area  of  in- 
creased density  in  the  left  upper  lobe.  Pneumotho- 
rax was  not  satisfactory  because  of  adhesions. 
Bronchoscopy  revealed  some  fixation  of  the  left 
upper  bronchus.  Thoracotomy  with  resection  of 
the  lung  revealed  a squamous-cell  carcinoma. 

Carcinoma  may  be  mistaken  for  tuberculosis. 

Case  22. — C.  Y.  T.,  male,  seventy-four  years  old, 
gave  a history  of  yearly  x-ray  studies  and  in  1952, 
a spot  was  found  on  his  left  lung.  Sputum  was 
negative  for  tubercle  bacilli.  Bronchoscopy  revealed 
some  fixation  of  the  left  upper  lobe  orifice.  The 
patient’s  general  condition  was  fair.  Thoracotomy 
with  resection  of  the  left  lung  was  performed.  Con- 
valescence was  very  satisfactory.  Microscopic 
studies  revealed  the  lesion  to  be  squamous-cell 
carcinoma. 
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Fig.  3.  Case  23 — Shows  the  mass  in  the  mediastinum. 


Age,  of  itself,  is  not  a contraindication  to 
surgical  intervention.  Fit  the  procedure  to  the 
patient  and  not  the  patient  to  the  operation. 

Case  23. — C.  S.,  male,  forty-seven  years  of  age, 
complained  of  pressure  in  his  head  and  swelling  of 
the  face  and  neck;  he  wore  a size  16  collar  which  he 
could  not  button.  There  were  numerous  dilated 
veins  over  the  proximal  portion  of  the  anterior 
thorax.  Bronchoscopy  revealed  no  deformity  of  the 
vocal  cords,  but  there  was  fixation  of  the  tracheal 
wall.  Thoracotomy  revealed  carcinoma,  medullary 
in  type.  The  source  of  the  tumor  could  not  be  de- 
termined. The  tumor  was  separated  from  the 
trachea,  and  the  collar  of  tumor  about  the  superior 
vena  cava  was  removed.  Figure  3 shows  the  mass 
in  the  mediastinum.  Recovery  was  rapid,  swelling 
of  the  neck  and  face  disappeared,  and  x-ray  studies 
revealed  a normal  appearing  mediastinum.  The 
patient  had  deep  x-ray  therapy  and  has  now 
worked  for  one  year. 

A patient  is  entitled  to  surgical  exploration, 
even  though  the  disease  may  be  advanced.  The 
relief  obtained  is  ample  justification  for  never 
closing  the  door  of  hope. 

Case  24. — J.  S.,  female,  age  twenty-three,  com- 
plained of  a cold  the  previous  August  with  left 
pleurisy.  She  was  unable  to  get  a full  breath.  She 
had  been  told  that  her  lungs  were  not  diseased, 
but  x-ray  revealed  an  overinflation  of  the  left  lower 
lung  area  with  wide  interspaces.  Bronchoscopy  re- 
vealed no  ulceration  or  other  deformity  of  the  bronchi 


except  that  the  left  lower  bronchus  was  very  much 
smaller  than  other  bronchi.  A tentative  diagnosis 
of  cystic  disease  was  made.  Thoracotomy  revealed 
left  lower  cystic  disease  which  was  resected  with 
great  satisfaction.  The  patient  continues  in  good 
health  and  in  comfort.  Her  respiratory  exchange 
is  free  of  embarrassment. 

None  are  so  blind  as  those  who  will  not  see. 
Summary 

1.  A group  of  cases  have  been  reviewed  which 
illustrate  the  overlapping  of  symptoms  and 
physical  and  laboratory  findings  in  a variety  of 
pulmonary  diseases. 

2.  Significant  symptoms  and  physical  findings 
should  not  be  disregarded,  but  they  should  be 
accepted  as  part  of  the  over-all  picture. 

3.  Each  patient  should  be  evaluated  as  an 
individual  and  never  treated  as  a statistic. 

4.  Many  procedures  have  been  used  success- 
fully in  the  treatment  of  diseases  of  the  thorax; 
each  procedure  should  be  used  according  to  its 
promise  of  help  in  an  individual  case. 

5.  Fashions  in  medicine  should  not  make  us 
blind  to  the  needs  of  our  patients. 

6.  The  pertinent  questions  to  be  answered  for 
each  patient  are  as  follows:  Is  there  a chance  to 
cure  the  patient?  Is  it  possible  to  add  to  his  days 
of  living?  Is  it  possible  to  make  him  more  com- 
fortable? 


ATELECTASIS  AND  PNEUMONIA  AS  PREOPERATIVE 
COMPLICATIONS  OF  "THE  ACUTE  SURGICAL  ABDOMEN” 

Barnett  A.  Greene,  M.D.,  and  Samuel  Berkowitz,  M.D.,  Brooklyn,  New  York 
( From  the  Departments  of  Anesthesiology  of  A del  phi.  Unity,  and  Brooklyn  Women's  Hospitals) 


ATELECTASIS  or  pneumonia  is  rarely  rec- 
- ognized  b\'  the  surgeon  or  anesthesiologist 
as  a complication  before  a primary  operation  for 
an  ‘‘acute  surgical  abdomen.”  In  the  publications 
of  surgery  or  anesthesiology  it  has  been  only  inci- 
dentally mentioned  in  case  histories  describing  op- 
erating room  deaths  or  patients  managed  with  the 
nonoperative  treatment  of  acute  perforated  pep- 
tic ulcer.1  Yet  the  roentgenologic  literature  con- 
tains several  studies  of  "linear”  atelectasis  secon- 
dary to  a large  variety  of  nonoperated  intra- 
abdominal lesions  which  interfere  with  pulmonary 
ventilation.7-11  The  incidence  of  the  condition 
has  been  reported  as  high  as  2.3  per  cent  of  an 
unselected  series  of  patients  with  intra-abdominal 
diseases.8  Furthermore,  atelectasis  and  or  pneu- 
monitis complicating  severely  painful,  nonpene- 
trating injuries  of  the  chest  wall  are  well  known 
and  regularly  sought  for  by  x-ray.  Illogically, 
however,  a pulmonary  lesion  is  rarely  thought  to 
be  a possible  complication  before  an  abdominal 
operation,  even  though  pain  or  other  factors  as- 
sociated with  severe  abdominal  disease  might 
equally  inhibit  coughing  and  ventilation. 

In  proportion  to  our  growing  awareness  of  the 
predisposing  circumstances,  we  have  increasingly 
found  preoperatively  many  instances  of  atelecta- 
sis and/or  pneumonia  like  those  known  to  occur 
after  operation.  A pulmonary  lesion  is  commonly 
overlooked  before  a primary  abdominal  operation 
for  an  urgent  condition  because  the  possibility  is 
seldom  suspected,  and  time  and  effort  are  rarely 
expended  on  careful  clinical  and  roentgenologic 
study  of  the  lungs  before  abdominal  emergencies. 

Another  group  of  surgical  patients  also  con- 
fronts the  anesthesiologist  with  atelectasis  and  or 
pneumonia  before  anesthesia.  In  these,  how- 
ever, the  pulmonary  condition  is  usually  evident 
because  it  has  developed  following  a primary  ab- 
dominal operation.  In  spite  of  the  pulmonary 
complication  the  patient  may  be  obliged  to  un- 
dergo an  urgent  secondary  procedure  for  a post- 
operative abdominal  complication,  e.g.,  sub- 
phrenic  abscess,  wound  dehiscence,  intestinal 
obstruction,  or  duodenal  fistula.  The  pulmonary 
complication  in  the  latter  group  has  the  same 
etiology,  importance,  and  management  as  those 
occurring  before  a primary  operation. 

Etiology 

The  cause  of  atelectasis  and/or  pneumonia 


after  operation  is  generally  accepted  to  be  (1) 
the  presence  of  obstructive  material  in  the  bron- 
chial tree  during  (2)  a significant  period  of  in- 
hibition or  inefficiency  of  the  cough  mechanism. 
Our  earlier  studies  of  preoperative  and  post- 
operative respiratory  abnormalities12-13  and  the  22 
cases  cited  in  this  report  lead  us  to  believe  that 
similar  etiologie  factors  account  for  preoperative 
atelectasis  or  pneumonia. 

1.  The  bronchial  obstructive  material  in  the 
vast  majority  of  instances  is  mucus  or  mucopus 
arising  from  bronchitis  or  bronchial  irritation 
which  is  common  in  the  general  population.  By 
the  routine  application  of  a preoperative  test 
cough  in  6.000  patients,  who  were  urged  to  cough 
vigorously  just  before  the  induction  of  anesthe- 
sia. we  have  detected  a “wet”  or  abnormally  ir- 
ritable tracheobronchial  tract  in  46  per  cent  of 
males  and  21  per  cent  of  females  in  an  adult  popu- 
lation composed  largely  of  the  lower  middle  class 
income  group.13 

Bronchial  hypersecretion  or  spasm  may  be  re- 
flexly  initiated  by  thoracic  or  abdominal  wall 
trauma,14  but  it  is  our  clinical  impression  that  this 
per  se  is  rarely  significant  when  the  bronchial  tree 
is  normal.  In  the  absence  of  aspiration  the  pa- 
tient who  develops  preoperative  or  postoperative 
atelectasis  or  pneumonia  has  had  a predisposing 
bronchial  condition,  usually  the  commonly  over- 
looked mild  productive  bronchitis  with  only 
morning  expectoration.12-13  The  most  frequent 
causes  of  bronchitis  are  residual  infection  from 
an  antecedent  primary  pulmonary  or  upper  re- 
spiratory infection,  asthma,  the  habitual  inhala- 
tion of  20  or  more  cigarets  a day,  and  chronic 
exposure  to  inclement  weather  or  industrial 
dusts.  An  important  source  of  bronchial  foreign 
matter  is  the  alimentary  canal ; aspiration  should 
always  be  suspected  when  vomiting,  regurgita- 
tion. or  intestinal  obstruction  is  marked,  espe- 
cially when  the  patient  is  feeble  or  under  the  in- 
fluence of  a depressant  drug.15  In  the  absence  of 
preceding  bronchitis  or  aspiration  of  foreign  mat- 
ter we  have  not  found  preoperative  atelectasis  or 
pneumonia,  even  though  the  patient  was  unable 
or  unwilling  to  cough  or  breathe  deeply. 

2.  A significant  period  of  inhibition  or  in- 
efficiency of  the  cough  is  the  precipitating  factor 
in  atelectasis.  It  permits  the  accumulation  of 
obstructive  material  in  such  form  or  quantity 
that  it  cannot  be  propelled  from  the  respiratory 
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tract  by  the  ciliary  mechanism.  Pain,  especially 
in  the  upper  abdomen  or  chest,  is  the  most  com- 
mon inhibitor  of  cough  and  deep  respiration  be- 
fore or  after  operation.  The  pain  of  an  “acute 
surgical  abdomen”  may  equal  or  exceed  post- 
operative wound  pain.  This  is  particularly  true 
of  such  conditions  as  perforation  of  a viscus, 
empyema  of  the  gallbladder,  mesenteric  throm- 
bosis, peritonitis,  or  intestinal  obstruction. 
Other  interfering  factors  are  (a)  high  diaphragm 
elevated  by  “reflex  splinting,”  intraperitoneal  air 
or  infection,  the  recumbent  position,  obesity,  or 
ascites;  ( b ) ineffectual  abdominal  muscular  force 
weakened  by  gastrointestinal  distention,  ascites, 
extreme  obesity,  debility,  or  toxemia;  (c)  de- 
pression of  the  central  nervous  system  by  disease 
or  drugs. 

At  this  point  it  is  appropriate  to  draw  the  im- 
portant distinction  between  the  early  and  late 
occurrence  of  postoperative  atelectasis  or  pneu- 
monia. When  it  begins  within  the  first  forty- 
eight  hours,  it  is  truly  attributable  to  the  opera- 
tion. After  this  time,  and  certainly  after  seventy- 
two  hours,  the  pulmonary  lesion  should  not  be  at- 
tributed directly  to  the  operation.  This  view 
was  expressed  by  Griffiths  in  1933 16  but  has  been 
little  appreciated  by  most  authors  who  lump  all 
instances  of  postoperative  atelectasis  into  one 
class.  An  onset  forty-eight  to  seventy-two  hours 
after  an  abdominal  operation  is  due  to  the  ap- 
pearance of  some  intercurrent  factor  which  has 
delayed  the  recovery  of  effective  ability  to  clear 
the  respiratory  tract;  usually  it  is  an  intra- 
abdominal complication. 

The  distinction  between  early  and  late  onset  of 
atelectasis  or  pneumonia  is  not  merely  academic. 
An  early  pulmonary  lesion  is  almost  always  pre- 
ventable after  celiotomy  by  the  “toilet”  care  of 
the  anesthesiologist  just  before,  during,  and  soon 
after  anesthesia.  Late  atelectasis  or  pneumonia 
is  not  preventable  by  the  anesthesiologist  unless 
he  sees  the  patient  in  the  “wet  cough”  stage  of  its 
development,  the  phase  of  a surgical  illness  when 
an  anesthesiologist  is  rarely  consulted.  Late 
postoperative  atelectasis  or  pneumonia  becomes 
“preoperative”  when  the  patient  is  obliged  to 
submit  to  a second  celiotomy  because  of  the  in- 
tra-abdominal complication  which  contributed  to 
the  etiology  of  the  late  pulmonary  complication. 

There  is  diagnostic  value  in  appreciating  the 
significance  of  a late  onset  of  atelectasis  or  pneu- 
monia; it  may  be  the  first  important  sign  of  an 
intra-abdominal  complication  such  as  visceral 
leakage,  subphrenic  abscess,  peritonitis,  or  in- 
testinal obstruction.  In  this  way  it  may  serve 
the  patient  who  has  been  operated  upon  just  as 
the  finding  of  atelectasis  or  pneumonia  in  non- 
operated  subjects  has  called  attention  to  the  pres- 
ence of  intra-abdominal  disease.8 


The  incidence  of  atelectasis  or  pneumonia  in- 
creases with  the  duration  of  the  cough-inhibited 
phase  of  an  acute  surgical  illness  and  the  frequency 
with  which  the  chest  is  examined  thoroughly  and 
x-rayed  before  an  emergency  operation.  We  have 
accelerated  the  accumulation  of  cases  with  pre- 
operative atelectasis  or  pneumonia  by  increasing 
the  index  of  suspicion  and  calling  the  attention  of 
surgeons  to  the  need  for  preoperative  x-ray  study 
of  the  lungs  of  even  the  emergency  surgical  pa- 
tient. 

Diagnosis 

We  suspect  the  presence  of  atelectasis  and/or 
pneumonia  and  request  a preoperative  x-ray  film 
of  the  chest  in  any  patient  with  a severely  painful 
abdomen  or  thorax  of  twelve  hours  or  more  in 
duration  and  any  evidence  of  bronchitis,  aspira- 
tion, or  a “wet  cough”  response  to  our  routine 
preanesthetic  request  to  cough  vigorously.  The 
cough  test  before  anesthesia  for  an  urgent  opera- 
tion is  significant  only  when  it  is  abnormal.  Fre- 
quently the  patient  with  a severely  painful  abdo- 
men or  thorax  is  unable  or  unwilling  to  cough,  and 
the  test  cough  is  too  superficial  to  be  of  value. 
If  the  patient  fails  to  use  his  abdominal  muscles 
well  to  produce  a vigorous  cough,  one  must  de- 
pend on  other  evidence  for  the  diagnosis  of  bron- 
chitis. We  then  rely  on  the  answer  to  questions 
relating  to  morning  expectoration,  the  recent 
presence  of  upper  respiratory  infection,  smoking 
habits,  and  type  of  occupation.  When  in  doubt, 
the  patient  should  be  regarded  and  treated  as 
having  bronchitis.  Asthmatic  and  bronchiectatic 
patients  are  likely  candidates  for  atelectasis  or 
pneumonia  whenever  they  are  subject  to  any 
factors  which  increase  the  volume  of  secretions  or 
decrease  the  efficiency  of  bronchial  self-cleans- 
ing.17 

A careful  search  for  atelectasis  and/or  pneu- 
monia should  be  the  rule  before  any  secondary 
operation  for  an  intra-abdominal  complication 
following  soon  after  a primary  laparotomy. 
This  is  especially  important  in  the  closure  of  a 
wound  dehiscence  because  respiratory  disease  is 
prominent  in  the  etiology  of  the  “burst  wound.”18 

Many  instances  of  atelectasis  are  only  incipient 
and  not  evident  before  operation  because  there 
has  been  insufficient  time  for  the  lung  to  become 
airless.  Consequently  the  collapsed  or  pneu- 
monic lung  may  be  first  detected  during  or  im- 
mediately after  operation;  it  is  then  erroneously 
considered  to  have  originated  in  the  intraopera- 
tive or  immediate  postoperative  period. 

Minor  degrees  of  preoperative  atelectasis  or 
pulmonary  infection  may  not  be  accompanied  by 
frank  clinical  signs  of  ventilatory  or  respiratory 
insufficiency.  Lobar  or  massive  atelectasis, 
however,  is  usually  signaled  by  dyspnea,  tachyp- 
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nea.  and  cyanosis.  The  respiratory  symptoms 
may  be  incorrectly  attributed  entirely  to  the  sur- 
gical syndrome.  The  physical  signs  may  be 
characteristic  of  atelectasis  or  pneumonia,  but 
roentgenologic  confirmation  may  be  necessary  to 
differentiate  the  similar  but  less  serious  syndrome 
of  basilar  hypoventilation  without  atelectasis  or 
pneumonia  due  simply  to  an  elevated  dia- 
phragm.1* 

The  roentgenologic  evidence  may  be  clearly 
visible  as  atelectasis  varying  from  platelike  or 
lobular  to  lobar  or  massive,  as  pneumonitis  rang- 
ing from  lobular  infiltration  to  lobar  consolida- 
tion, or  as  obstructive  emphysema  due  to  incom- 
plete bronchial  obstruction.35  When  clinical  sus- 
picion is  strongly  suggestive,  one  should  insist,  if 
possible,  on  special  x-ray  views  to  detect  lesions 
not  visible  in  the  usual  anteroposterior  view. 
When  bronchial  obstruction  is  early,  before  the 
related  part  of  the  lung  has  had  time  to  become 
airless,  the  x-ray  film  may  be  reported  only  as 
chronic  bronchitis  or  congestion;  yet  the  clinical 
signs  may  be  characteristic  of  atelectasis.35  51 

Knowledge  of  the  presence  of  pulmonary  com- 
plications before  anesthesia  is  important  to  the 
anesthesiologist  for  the  following  reasons: 

1.  Pulmonary  lesions  increase  the  difficulty  of 
maintaining  optimum  oxygenation  and  ventila- 
tion while  providing  adequate  working  conditions 
for  the  surgeon,  especially  during  an  urgent 
operation  in  a seriously  ill  patient. 

2.  Atelectasis  may  increase  rapidly  during 
anesthesia  and  operation  and  contribute  to  an 
anesthetic  emergency  or  death.  Many  published 
instances  of  death  during  or  immediately  after 
anesthesia,  with  atelectasis  or  pneumonia  as  the 
major  or  only  acute  pathologic  finding,  are  best 
explained  by  this  mechanism  A 55-35 

3.  Pulmonary  lesions  may  hold  large  quanti- 
ties of  fluid,  even  after  postural  drainage  and 
voluntary  coughing.  If  in  these  circumstances 
the  patient  is  submitted  to  general  anesthesia 
without  preceding  endotracheal  intubation,  volu- 
minous bronchial  fluid  may  be  suddenly  released 
early  in  the  induction.11  Asphyxia  or  widespread 
pulmonary  contamination  may  occur  before  there 
is  time  or  relaxation  for  endotracheal  intubation. 
Then  even  bronchoscopic  aspiration  of  the  un- 
conscious patient,  because  it  is  not  likely  to  be 
accompanied  by  vigorous  coughing,  may  fail  to 
save  the  situation. 

4.  Atelectasis  or  pneumonia  may  be  errone- 
ously considered  as  of  postoperative  origin 
whereas,  if  the  record  of  such  conditions  is 
to  be  accurate,  the  lesion  should  be  recorded  as 
a preoperative  one.  This  is  important  because 
we  have  proved  that  the  anesthesiologist  can  pre- 
vent almost  all  instances  of  atelectasis  and/or 
pneumonia  beginning  within  forty-eight  hours 
after  abdominal  operations.1* 


5.  Preoperative  atelectasis  or  pneumonia  is  an 
indication  for  both  preanesthetic  and  postopera- 
tive ‘‘synergetic”  tracheobronchial  “toilet/'1* 
regardless  of  whether  the  surgical  anesthetic  is 
local,  spinal,  inhalational,  or  intravenous. 

Management 

Atelectasis  and  'or  pneumonia  foUoiring  opera- 
tion is  best  treated  by  tracheobronchial  “toilet” 
in  which  thorough  cleansing  is  obtained  by  the 
combined  effect  of  aspiration  and  a vigorous 
cough  effort.*5  The  act  of  aspiration  is  less  im- 
portant than  the  vigorous  cough  stimulated  by  it. 
The  term  “synergetic”  has  been  applied  by 
Jackson  and  Jackson  to  emphasize  the  contribu- 
tion made  by  the  vigorous  coughing  of  a patient 
free  of  any  drug  depression.  For  the  same  rea- 
sons the  indicated  treatment  for  preoperative 
atelectasis  or  pneumonia  is  preoperative  “syner- 
getic” tracheobronchial  “toilet,”  repeated  in  the 
immediate  postoperative  period. 

Bronchoscopy  has  been  advocated  as  the 
means  of  performing  a “toilet”  and  introducing  an 
endotracheal  tube  for  the  induction  and  main- 
tenance of  general  anesthesia.*1  Harrington  has 
preferred  general  anesthesia  for  preoperative 
bronchoscopic  suction.**  This  is  especially  haz- 
ardous in  a patient  already  suffering  from  an 
acute  pulmonary  lesion  with  its  attendant  hy- 
poxia and  “wet”  tracheobronchial  tree.**  We 
have  found  bronchoscopic  suction  rarely  neces- 
sary since  applying  the  method  described  below. 
Bronchoscopic  aspiration  immediately  before 
operation  may  cause  hemorrhage  into  the  trache- 
obronchial tree.  Patients  usually  become  some- 
what apprehensive  during  and  immediately 
following  bronchoscopy,  making  them  unfit  sub- 
jects for  smooth  anesthetic  induction.  It  is  bet- 
ter omitted  before  surgery  when  possible.*'** 
We  reserve  bronchoscopic  suction  for  the  patient 
who  remains  “wet”'  after  “synergetic  aspiration” 
through  an  endotracheal  tube  or  who  is  unable  to 
cough  because  of  coma  or  debility.  Visually 
guided  aspiration  is  also  required  when  bronchial 
obstruction  is  due  to  a tumor  or  solid  material, 
e.g.,  blood  clots  or  food  particles. 

“Synergetic  aspiration”  before  anesthesia  is 
contraindicated  when  a vigorous  cough  might 
aggravate  the  surgical  lesion,  e.g.,  strangulated 
hernia,  shock,  or  intracranial  hemorrhage.  As- 
piration without  coughing  is  the  better  course  to 
follow  under  these  circumstances;  catheter  or 
bronchoscopic  suction  should  then  be  done  with 
the  patient  under  the  effect  of  curare,  general 
anesthesia,  or  thorough  topical  anesthesia, 
singly  or  in  various  combinations.*1 

Since  preanesthetic  “synergetic  aspiration”  is 
only  as  effective  as  the  vigor  of  the  excited  cough, 
it  is  better  to  defer  premedication  until  after  the 
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“toilet,”  cocainize  the  nose,  pharynx,  and  only 
the  rima  of  the  larynx,  and  avoid  even  light  thio- 
pental hypnosis.  Rarely  is  a cough  maximally 
effective  when  the  patient  is  sedated  or  the  glottis 
is  held  widely  open  by  a large  endotracheal  tube. 
The  glottis  must  be  able  to  close  around  the  tube 
so  that  some  resistance  to  expiration  can  develop 
during  the  compressive  phase  of  the  cough  when 
there  is  a buildup  of  tussive  force.  Only  then 
can  the  patient  produce  a bechic  blast  with  the 
wind  velocity  sufficient  to  blow  thick  secretions 
out  of  the  bronchi  and  trachea.  For  this  reason 
we  perform  a “synergetic  toilet”  through  an  endo- 
tracheal tube  of  medium  width,  e.g.,  number  4 to 
6 Magill  for  an  adult,  just  wide  enough  to  permit 
the  insertion  of  the  aspirating  catheter  without 
the  latter  tightly  fitting  the  former.  If  a wider 
tube  is  demanded  by  other  anesthetic  considera- 
tions, the  endotracheal  tube  for  the  preanesthetic 
“toilet”  is  replaced  with  a wider  tube  during  sur- 
gical anesthesia. 

Preanesthetic  endotracheal  intubation  has 
been  performed  by  the  blind  nasal  method  in  90 
per  cent  of  cases.  In  8 per  cent  visual  aid  was 
necessary  to  complete  the  nasotracheal  intuba- 
tion. In  only  2 per  cent  was  the  oral  route  re- 
quired. For  technical  details  of  nasal  intubation 
the  reader  should  consult  the  excellent  de- 
scription by  Gillespie38  or  Nicholson.39 

Nasotracheal  intubation  is  preferred  to  the  oral 
route  because  the  former  is  easier  on  conscious 
patients.  It  is  better  tolerated  before  the  in- 
duction of  surgical  anesthesia  and  during  the 
early  recovery  period  while  awaiting  the  return 
of  the  maximum  cough  power.  The  endotracheal 
tube  is  always  retained  for  the  duration  of  the 
operation  regardless  of  the  method  of  surgical 
anesthesia.  Should  the  patient  continue  to 
cough  or  hyperreact  on  the  endotracheal  tube 
while  the  anesthesiologist  is  preparing  to  induce 
surgical  anesthesia,  he  may  be  quieted  quickly 
with  a few  drops  of  cocaine  instilled  into  the 
trachea  aided  by  intravenous  Demerol,  morphine, 
or  0.2  per  cent  thiopental ; the  choice  depends  on 
the  condition  of  the  patient  and  the  type  of  sur- 
gical anesthesia  to  be  used. 

Case  Reports* 

This  group  of  four  case  reports,  previously  un- 
reported, consists  of  instances  in  which  atelectasis 
or  pneumonia  was  unsuspected  or  untreated  before 
operation.  The  methods  of  preoperative,  anes- 
thetic, and  postanesthetic  management  recom- 
mended in  this  study  were  not  applied.  In  all 
instances  the  patient  became  worse  during  or 
soon  after  operation.  In  some  the  preoperative 
pulmonary  condition  contributed  importantly 

* Editor's  Note. — Of  the  22  eases  submitted,  nine  are  here- 
with published.  The  other  13  cases  will  be  found  in  the  au- 
thor’s reprints. 


to  the  patient’s  death  during  or  shortly  after 
operation. 

Case  1. — A sixty-seven-year-old  white  male  with 
gangrene  of  the  small  intestine  due  to  adhesions 
was  subjected  to  an  emergency  resection.  The 
preoperative  chest  x-ray  showed  pneumonic  in- 
filtration of  the  hilar  region.  A nasogastric  tube 
was  used  before,  during,  and  after  operation.  The 
anesthesia  was  spinal,  supplemented  with  intrave- 
nous thiopental.  Two  hours  after  operation,  the 
patient  was  dyspneic  and  breathing  36  per  minute 
in  an  oxygen  tent.  Death  occurred  five  hours  after 
operation.  The  postmortem  findings  were  “bi- 
lateral aspiration  pneumonia”  as  well  as  peritonitis. 

Case  2. — A sixty-eight-year-old  white  male  with 
a strangulated  right  inguinal  hernia  of  twelve  hours 
duration  had  a history  of  chronic,  profusely  pro- 
ductive bronchiectasis  with  bronchospasm.  Signif- 
icant physical  signs  were  orthopnea,  dyspnea,  a 
marked  midthoracic  kyphoscoliosis  displacing  the 
heart  to  the  left,  diffuse  rhonchi,  and  coarse  rales. 
The  chest  x-ray  showed  bilateral  diffuse  parenchy- 
mal infiltration,  more  severe  on  the  right,  and  bullous 
emphysema  on  the  left.  The  anesthesia  was  cyclo- 
propane-oxygen-ether without  endotracheal  in- 
tubation. During  operation  many  extrasystoles 
appeared,  and  gross  auricular  fibrillation  developed 
by  the  end  of  the  operation.  On  removal  of  the 
mask  the  patient  became  cyanotic;  Cheynes-Stokes 
respiration  developed,  and  unconsciousness  per- 
sisted. There  was  no  improvement  with  0.5  Gm. 
of  aminophylline  in  250  cc.  of  5 per  cent  glucose  in 
water.  “Blind”  nasotracheal  intubation  and  as- 
piration were  performed;  little  was  obtained  while 
the  patient  failed  to  cough.  The  patient  was  kept 
well  oxygenated.  One-half  hour  later  suction  stimu- 
lated a cough  and  yielded  about  5 cc.  of  mucus. 
Spontaneous  movement  of  the  extremities  returned 
in  ninety  minutes.  The  nasotracheal  tube  re- 
mained in  place  for  seven  hours;  “synergetic” 
tracheobronchial  “toilet”  was  repeated  four  times 
and  produced  about  200  cc.  of  mucopus  until  the 
lungs  sounded  “dry.”  The  patient  was  digitalized 
slowly.  The  pulse  became  regular  on  the  fourth 
postoperative  day.  Convalescence  was  unevent- 
ful. X-ray  of  the  chest  on  the  second  postoperative 
day  showed  no  change  from  the  preoperative  status. 

Case  S. — A fifty-two-year-old,  moderately  obese, 
white  female  was  admitted  during  the  night  with 
generalized  peritonitis  of  appendiceal  origin.  No 
preoperative  chest  x-ray  was  taken.  The  patient 
was  operated  immediately  under  spinal  anesthesia 
and  died  after  forty  minutes.  During  the  first 
twenty  minutes  the  patient  complained  of  dyspnea 
which  was  unrelieved  by  oxygen.  Postmortem 
examination  showed  atelectasis  of  both  lower  lobes 
as  well  as  generalized  peritonitis  and  a subphrenic 
abscess  of  appendiceal  origin. 

Case  4- — A twenty-six-year-old  white  male,  who 
had  been  operated  for  a gunshot  wound  of  the  abdo- 
men, developed  bilateral  lobar  atelectasis  and  pneu- 
monia on  the  first  postoperative  day  and  dehiscence 
of  the  incision  on  the  seventh  day.  Spinal  anes- 
thesia for  the  secondary  closure  was  satisfactory 
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until  late  in  the  operation  when  the  patient’s  cough 
made  suturing  of  the  incision  impossible;  therefore, 
cyclopropane-oxygen  by  mask  was  added.  Im- 
mediately following  closure  the  patient  became  cy- 
anotic; the  heart  beat  and  respiration  ceased  soon 
afterward.  An  endotracheal  tube  was  then  in- 
serted, and  “bag-breathing”  with  oxygen  was  begun. 
All  measures,  including  cardiac  massage,  failed. 
Postmortem  examination  revealed  massive  collapse 
of  the  right  lung. 

The  following  four  case  reports  are  instances  in 
which  the  anesthesiologist  was  aware  that  the 
preoperative  conditions  had  been  conducive  to 
the  development  of  atelectasis  and/or  pneumonia 
before  anesthesia.  Two  patients  were  managed 
with  all  of  the  following  measures:  (1)  a prean- 
esthetic “synergetic  toilet,”  (2)  an  endotracheal 
tube  in  situ  during  operation,  and  (3)  a postanes- 
thetic “synergetic  toilet.”  In  two  cases  the  pre- 
anesthetic “toilet”  was  omitted  because  circum- 
stances did  not  permit  its  use.  All  of  these 
patients  were  improved  by  these  measures  and 
recovered  without  aggravation  of  their  pulmo- 
nary lesions  and  respiratory  functions. 

Case  5. — A sixty-year-old,  obese  white  male  with 
chronic  bronchitis  and  emphysema  was  admitted 
on  March  1 with  severe,  diffuse  abdominal  pain  of 
sixteen  hours  duration  requiring  morphine.  The 
abdomen  was  markedly  distended;  rales  were  heard 
at  the  right  pulmonary  base;  the  respiratory  rate 
was  24  per  minute.  An  immediate  film  disclosed 
localized  flat  atelectasis  at  the  right  base  and 
chronic  bronchitic  changes  in  both  lungs. 
Cholecystectomy  was  performed  on  March  5 with 
Pontocaine  spinal  anesthesia,  supplemented  by 
nitrous  oxide-oxygen  in  the  proportion  of  4:2  for 
hypnosis.  After  the  peritoneal  cavity  had  been 
closed,  a number  4 nasotracheal  Magill  “portex” 
tube  was  introduced  with  topical  anesthesia.  As- 
piration stimulated  an  obviously  weak  cough; 
therefore,  extubation  was  delayed  until  one  and  one- 
half  hours  after  operation  (two  and  one-half  hours 
after  the  beginning  of  spinal  anesthesia)  when  the 
patient  was  able  to  cough  vigorously,  yielding  about 
5 cc.  of  mucus.  Convalescence  was  rapid,  unevent- 
ful, and  free  of  any  respiratory  signs  and  symptoms. 

Case  6. — A fifty-year-old  white  male  was  ad- 
mitted with  gangrenous  cholecystitis.  He  was 
moderately  obese  and  smoked  three  to  four  packs  of 
cigarets  a da}'.  In  his  youth  he  had  had  pneumonia 
and  empyema.  Physical  examination  disclosed  a 
severe  productive  cough,  diffuse  coarse  rales,  and 
prolonged  expiration.  X-ray  showed  parenchymal 
infiltration  of  the  left  lower  lobe. 

The  anesthetic  management  was  as  follows:  A 

preanesthetic  “synergetic”  tracheobronchial  “toilet” 
was  performed  through  a number  4 Magill  “por- 
tex” nasotracheal  tube,  which  was  introduced  with 
surface  anesthesia,  and  produced  1 ounce  of  mueo- 
pus.  While  the  endotracheal  tube  remained  in 
place,  the  patient  received  spinal  anesthesia  with 
16  mg.  of  Pontocaine,  supplemented  with  0.2  per 


cent  thiopental  sodium  infusion  and  nitrous  oxide- 
oxygen  4:2  for  hypnosis.  He  was  returned  to  the 
ward  with  the  endotracheal  tube  and  suctioned 
twice  before  the  cough  became  vigorous  and  dry; 
extubation  with  suction  occurred  two  hours  after 
operation. 

A chest  film  on  the  second  postoperative  day 
showed  only  the  preoperative  infiltration.  An 
x-ray  on  the  fifth  day  was  interpreted  as  “moderate 
diffuse  congestion  of  both  lungs.”  Clinically  he 
convalesced  with  only  the  signs  and  symptoms  of 
the  asthmatic  bronchitis  which  had  been  present 
before  operation.  He  was  discharged  on  the  eighth 
day. 

Case  7—  A fifty-seven-year-old  white  female, 
weighing  400  pounds,  was  admitted  for  an  elective 
abdominal  total  hysterectomy.  She  had  a moder- 
ately moist  cough;  the  chest  film  showed  peribron- 
chial infiltration.  A preanesthetic  “synergetic” 
tracheobronchial  aspiration  was  performed  with  a 
number  6 Magill  vinyl  plastic  tube  introduced  by 
the  blind  nasotracheal  route  with  10  per  cent  cocaine 
surface  anesthesia.  After  the  removal  of  a large 
amount  of  mucus  and  with  the  endotracheal  tube 
in  place,  anesthesia  was  induced  with  intravenous 
0.2  per  cent  thiopental  maintained  with  cyclopro- 
pane-oxygen and  curare.  The  operation  lasted 
two  and  one-half  hours  during  which  time  endo- 
tracheal suction  was  required  several  times.  The 
patient  was  extubated  with  “synergetic”  aspiration 
three  hours  after  operation.  Recovery  was  un- 
complicated by  any  respiratory  abnormality. 

Case  8. — A twenty-nine-year-old  white  female 
with  rheumatic  mitral  insufficiency  was  admitted 
with  severe  upper  abdominal  pain.  She  was  mark- 
edly obese,  had  a severe  “wet”  bronchitis,  and 
smoked  three  packs  of  cigarets  a day.  During 
the  eight  preoperative  days  she  was  found  to  have 
“platelike”  atelectasis  in  both  lung  bases,  thickened 
hilar  shadows,  a prolonged  P-R  interval  in  the  elec- 
trocardiogram, and  no  evidence  of  diminished  car- 
diac reserve.  She  was  subjected  to  cholecys- 
tectomy, appendectomy,  and  choledochostomv,  re- 
quiring two  and  one-half  hours  of  spinal  anesthesia 
produced  with  16  mg.  of  Pontocaine,  supplemented 
with  0.2  per  cent  thiopental  infusion  and  nitrous 
oxide-oxygen  4:2.  Blind  nasotracheal  intubation 
with  cocaine  anesthesia  was  performed  at  the  closing 
of  the  peritoneal  cavity,  and  she  was  returned  to 
bed  with  the  tube  in  place.  Extubation  with 
“synergetic”  aspiration  was  performed  two  and 
one-half  hours  after  operation.  Convalescence 
was  uneventful,  temporarily  free  even  of  the  pre- 
operative  chronic  bronchitic  symptoms. 

In  the  following  case  a patient  with  severe 
bronchitis  was  subjected  to  six  major  upperabdom- 
inal  operations  with  different  methods  of  anes- 
thetic management  in  the  presence  of  varying 
conditions  of  the  respiratory  tract.  This  experi- 
ence is  noteworthy  because  it  illustrates,  and  pro- 
vides its  own  control  for  several  of  our  points: 
(1)  the  value  of  an  immediately  postanesthetic 
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“synergetic  toilet”  in  preventing  an  “early”  but 
not  a “late”  atelectasis  or  pneumonia,  (2)  the 
conditions  which  determine  the  “late”  onset  of 
these  complications,  (3)  the  postoperative  course 
following  our  recommended  management  in  con- 
trast with  that  after  routine  anesthetic  care,  and, 
finally,  (4)  the  influence  of  the  preoperative  status 
of  the  respiratory  tree  on  the  occurrence  of  post- 
operative respiratory  complications. 

Case  9. — The  patient  was  a fifty-six-year-old, 
moderately  obese,  longshoreman  with  a duodenal 
ulcer.  His  physical  condition  was  good  except  for 
severe  chronic  productive  bronchitis  due  to  outdoor 
exposure  and  excessive  cigaret  smoking;  the  lungs 
were  normal  by  x-ray.  On  January  7,  he  had  a py- 
loroplasty under  epidural  anesthesia,  chosen  be- 
cause of  the  possibility  of  asymptomatic  neuro- 
syphilis. At  the  completion  of  the  operation  he 
was  intubated  blindly  by  the  nasal  route;  the  tra- 
chea was  suctioned  and  yielded  4 cc.  of  mucopus; 
extubation  with  suction  was  performed  two  and 
one-half  hours  after  operation  and  produced  5 cc. 
of  mucopus.  Convalescence  was  uneventful  ex- 
cept for  moderate  bronchitis;  he  was  discharged  on 
the  ninth  postoperative  day. 

He  was  readmitted  one  month  later.  Bronchitis 
was  still  present  but  markedly  improved  as  a result 
of  abstinence  from  tobacco  and  outdoor  labor. 
Anesthesia  for  a two  and  one-half-hour  subtotal 
gastrectomy  was  spinal  Pontocaine-epinephrine, 
supplemented  with  0.2  per  cent  thiopental  infusion 
and  nitrous  oxide-oxygen  (4:2).  Blind  naso- 
tracheal intubation  was  performed  near  the  close 
of  the  operation;  extubation  with  a “synergetic 
toilet”  occurred  one  and  one-half  hours  later,  yield- 
ing a small  volume  of  mucus.  He  began  to  cough 
spontaneously  twenty  hours  after  operation  and 
showed  only  his  usual  bronchitic  signs.  He  was 
“dangled”  on  the  second  day  and  out  of  bed  on  the 
fourth  day  in  spite  of  abdominal  distention,  pain,  and 
projectile  vomiting  appearing  on  the  second  day. 
His  condition  grew  worse  until  the  picture  of  peri- 
toneal irritation  culminated  with  the  drainage  of 
fecal  material  through  the  incision.  A “late”  type 
of  pulmonary  complication  began  on  the  fifth 
postoperative  day  with  32  to  40  respirations  per 
minute  and  marked  coughing  of  large  volumes  of 
mucopus.  On  the  seventh  day,  dyspnea,  40  respi- 
rations per  minute,  and  severe  coughing  were  noted ; 
they  persisted  through  the  next  week. 

On  the  eleventh  day,  x-ray'  showed  bronchopneu- 
monia in  the  right  lower  lobe.  During  this  period 
the  fecal  fistula  drained  more  profusely.  Therefore, 
on  March  6 (the  fifteenth  day),  the  patient  was  sub- 
jected to  a repair  of  the  jejunal  fistula  in  spite  of  the 
pneumonia.  The  respiratory  signs  were  still  evi- 
dent but  less  marked.  General  anesthesia  without 
endotracheal  intubation  or  toilet  was  used.  Two 
hours  after  operation  dyspnea,  tachypnea,  cyanosis, 
and  “wet”  respiration  appeared,  and  oxygen  ther- 
apy was  required;  the  aggravated  atelectatic  pneu- 
monia resolved  completely'  in  the  next  two  weeks. 

On  March  22  and  April  3 further  attempts  at 
repair  of  the  fistula  were  performed  with  spinal 


analgesia.  No  respiratory'  abnormality  was  appar- 
ent before  these  operations  and  remained  absent 
after  them. 

The  final  repair  on  April  14  was  an  extensive  re- 
vision of  the  gastrojejunal  stoma  with  oral  endo- 
tracheal-cyclopropane-oxy'gen  and  intravenous  thio- 
pental. The  patient  was  awake  and  extubated 
soon  after  anesthesia  had  ended.  No  respiratory 
disease  was  present  before  or  after  this  anesthesia. 
Continued  intestinal  drainage  from  the  unhealed 
fistula  finally  caused  his  death  on  May  19. 

Summary  and  Conclusions 

Atelectasis  and/or  pneumonia  may  occur  as  a 
preoperative  complication  of  acute  surgical  dis- 
eases of  the  abdomen.  It  depends  on  (1)  the 
presence  of  bronchitis  or  obstructive  material  in 
the  tracheobronchial  tree  during  (2)  a significant 
period  of  interference  with  the  ability  to  cough 
vigorously'  because  of  abdominal  pain,  splinting  of 
the  abdominal  wall  and  diaphragm,  abdominal 
distention,  and  drug  depression  during  the  pre- 
operative phase  of  an  acute,  severely  painful  ab- 
dominal condition.  The  diagnosis  is  made  only 
if  the  index  of  preoperative  suspicion  is  high  and 
the  pulmonaiy  examination  of  patients  with  a 
“surgical  abdomen”  is  thorough  and  includes 
x-ray  study. 

Preoperative  atelectasis  or  pneumonia  not 
only'  interferes  with  oxy'genation  during  anesthe- 
sia but,  unless  vigorously  treated  early,  often 
leads  to  more  severe  degrees  of  atelectasis  and 
pneumonitis  during  and  immediately  after 
operation.  The  presence  of  a preoperative  pul- 
monary' complication  strongly  indicates  preanes- 
thetic tracheobronchial  “symergetic  toilet,”  an 
endotracheal  airway  during  anesthesia,  and  re- 
petition of  the  “synergetic  toilet”  as  soon  as  the 
patient  has  regained  the  ability  to  cough  vigor- 
ously during  recovery,  even  after  spinal  or  local 
anesthesia. 

Nine  cases  are  presented  to  illustrate  in  detail 
the  conditions  which  predispose  to  the  complica- 
tion and  the  behavior  of  patients  with  and  with- 
out the  recommended  method  of  anesthetic 
management. 
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MODERN  THERAPY  OF  PYODERMAS 


Royal  M.  Montgomery,  M.D.,  and  Andrew  H.  Montgomery,  M.D.,  New  York  City 


SUPERFICIAL  pyogenic  infections,  such  as 
impetigo,  impetiginous  dermatitis,  folliculitis, 
paroncyhia,  otitis  externa,  and  secondary  in- 
fections in  scabies  and  pediculosis,  occur  in  the 
practice  of  the  general  practitioner  more  often 
than  in  that  of  the  dermatologist.  Until  the 
advent  of  antibiotics  both  found  that  many  of 
these  pyodermas  required  prolonged  treatment. 

Up  to  the  early  thirties  the  topical  treatment 
of  superficial  pyogenic  infections  included  the  use 
of  several  preparations  varying  in  effective  thera- 
peutic value.  These  comprised  wet  dressings 
such  as  saturated  solution  of  boric  acid,  dilute 
potassium  permanganate  solution,  and  silver 
nitrate  in  weak  dilution.  Applications  of  gen- 
tian violet,  Castellani’s  paint,  tincture  of  iodine, 
Quinocolor,  and  ammoniated  mercury  ointments 
were  used  also.  These  are  still  indicated  as  a 
control  in  evaluating  the  therapeutic  worth  of 
more  recent  antipyogenic  medicaments. 

Then  came  the  miracle  of  the  sulfa  drugs. 
Many  a resistant  pyoderma  was  improved  by 
their  internal  administration,  and  revolutionary 
effects  were  anticipated  from  their  use  externally 
in  ointments  and  other  vehicles.  Unfortu- 
nately, most  of  them  were  found  to  be 
skin  sensitizers,  and  their  use  had  to  be  aban- 
doned. 

The  discovery  of  penicillin,  followed  by  other 
antibiotics,  brought  a new  and  more  promising 
armamentarium.  In  cases  of  deep-seated  pyo- 
dermas, furunculosis,  sycosis,  and  carbuncles, 
penicillin  injections  materially  aid  the  topical 
application  of  selected  antibiotics. 

For  most  superficial  pyodermas,  local  appli- 
cations of  antibiotics  are  effective.  Usually  the 
more  stable  preparations  are  those  in  ointments 
with  a water-soluble  or  petrolatum  base.  Anti- 
biotics in  liquid  bases  must  be  freshly  prepared 
since  they  lose  their  potency  within  a short  in- 
terval. 

Most  antibiotics,  such  as  aureomycin,  neo- 
mycin, and  terramycin  are  effective  against 
staphylococcic  strains.  Aureomycin,  bacitracin, 
and  terramycin  are  most  efficient  against  strep- 
tococcus strains.  Neomycin  is  probably  the 
best  against  gram-negative  bacilli,  with  terra- 
mycin second.  Bacitracin  is  especially  valuable 
against  gram-positive  organisms.  Neomycin, 
a broad-spectrum  antibiotic,  is  the  most  stable 
in  aqueous  solution. 

Of  all  the  recent  reports  by  investigators,  those 
by  Livingood  and  Mullins1  and  Jordan2  have 


coincided  more  nearly  with  the  experiments  that 
follow.  Livingood  reports  that  “essentially, 
neomycin,  aureomycin,  terramycin,  and  baci- 
tracin have  replaced  all  other  antibiotics  in  the 
local  treatment  of  pyogenic  infections . . . 
Except  for  hemolytic  streptococcus  (of  low 
percentage  compared  with  Staphylococcus  aureus 
infections)  neomycin  is  preferred.”  Bacitracin, 
while  effective  only  for  gram-positive  infections, 
has  a low  sensitizing  index  and  is  the  best  anti- 
biotic for  streptococcus  infections. 

In  pyodermas  which  are  secondary  to  simple 
eczematoid  eruptions,  the  infection  must  be 
treated  first.  For  this  the  mildest  antiseptic 
preparations  are  indicated  to  avoid  increasing 
the  dermatitis.  Among  modern  antibiotics  the 
following  rarely  sensitize  the  skin:  aureomycin, 
terramycin,  bacitracin,  and  neomycin. 

In  the  case  of  deeper  infections  such  as  furun- 
culosis, sycosis,  or  where  lymphangitis  is  a com- 
plication, topical  applications  have  to  be  forti- 
fied by  penicillin  injections.  Otitis  externa,  a 
resistant  infection  of  questionable  bacterial 
origin,  yields  more  rapidly  to  applications  of 
20  per  cent  silver  nitrate  solution  with  the  ad- 
dition of  selected  antibiotics,  especially  neomy- 
cin, in  sterile  water  5 mg.  per  cc. 

As  Rhoads  states,  “One  is  often  confronted 
with  mixed  infections  caused  by  both  gram-posi- 
tive and  gram-negative  organisms  varying  in 
their  sensitivity  to  different  drugs.  Synergism 
between  antibiotics,  used  simultaneously,  re- 
sults in  an  antibacterial  effect  greater  than  the 
anticipated  simple  additive  result.”3 

In  this  connection  Jawetz  states,  “Penicillin, 
streptomycin,  bacitracin,  and  neomycin  are  fre- 
quently synergistic  with  each  other  and  occa- 
sionally indifferent  but  never  antagonistic.”4 

Most  investigators  agree  that  a combination 
of  two  effective  antibiotics  of  wide  bacterial  range 
and  of  mild  skin  sensitivity  usually  gives  the 
most  rapid  cures.  Such  an  ointment,*  composed 
of  5 mg.  neomycin  sulfate  and  500  units  bacitra- 
cin per  gram,  was  chosen  for  this  study.  The 
base  was  white  petrolatum  with  mineral  oil 
added. 

The  purpose  of  this  report  is  to  evaluate  this 
combination  of  antibiotics  in  the  treatment  of 
common  superficial  pyoderma.  The  average 
length  of  time  necessary  to  cure  a pyoderma  such 
as  impetigo  with  antibiotics  is  of  importance  in 

* Bacimycin  ointment  supplied  by  Walker  Laboratories. 
Inc. 
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TABLE  I. — Clinical  Resclts 


Pyoderma 

Number 

of 

Patients 

Treated 

Fail- 

ures 

Average 

Time 

(Days) 

Cleared 

or 

Im- 

proved 

Irri- 

tated 

Secondary  infection 

15 

2 

8 

13 

i 

Complicating  ec- 
zema 

Folliculitis 

14 

0 

7.6 

14 

0 

Impetigo  contagious 

13 

0 

5 

13 

0 

Secondary  infection 
in  seborrheic  der- 

matitis  of  the  ears 

4 

0 

4 

4 

0 

Ecthvma 

2 

0 

7 

2 

0 

Furunculosis 

1 

0 

14 

i 

0 

Otitis  externa 

1 

0 

8 

l 

0 

TABLE  II. — Results  of  Cases  Cultured 


Disease 

Organism 

Result 

Folliculitis  of  the 

Hemolytic  staphvlo- 

Cured  in  seven 

scalp 

coccus 

davs 

Ecthyma  of  legs 

Beta  streptococcus 

Much  improved 
in  seven  davs 

Impetigo  of  arms 

Beta  streptococcus, 
hemolytic  staphylo- 
coccus aureus 

Cured  in  six  days 

Impetigo  of  face 

Hemolytic  staphylo- 
coccus aureus.  Clos- 
tridium welchii, 

beta  hemolytic 

streptococcus 

C ured  in  five  days 

evaluating  their  worth  as  compared  with  the 
effectiveness  of  other  proved  preparations  such 
as  ammoniated  mercury  ointment. 

During  a four -month  period,  50  cases  of  pyo- 
derma were  treated  (Table  I).  There  were  15 
cases  of  pyoderma  which  were  secondary  to 
atopic  eczema,  neurodermatitis,  and  insect  bites. 
There  were  14  cases  of  folliculitis  of  the  arms, 
legs,  and  buttocks,  13  cases  of  impetigo  contagiosa, 
and  four  cases  of  secondary  infection  in  sebor- 
rheic dermatitis  of  the  ears.  The  others  in- 
cluded ecthyma,  furunculosis,  and  otitis  externa. 

Of  the  50  cases  there  were  two  failures:  A 
neurodermatitis  of  the  buttocks  failed  to  respond 
to  this  ointment,  and  a varicose  eczema  was  irri- 
tated by  it. 

The  other  48  cases  responded  promptly  to  this 
treatment.  An  average  of  five  days  was  required 
to  cure  impetigo  contagiosa.  For  folliculitis,  a 
cure  was  accomplished  in  an  average  of  7.6  days, 
and  secondary  infections  complicating  eczemas 
cleared  hi  an  average  of  eight  days.  Other  cases 


were  cured  within  a week  except  for  a case  of 
furunculosis  which  required  fourteen  days. 

Comment 

In  all  cases,  and  especially  in  follicular  infec- 
tions. general  cleanliness  helps  prevent  the  spread 
of  the  eruption.  Debridement  of  the  roofs  of 
pustules  and  bullae  and  removal  of  crusts  should 
precede  topical  applications. 

Cultures  were  performed  in  only  a few  of  the 
cases  because  it  is  common  knowledge  that  these 
superficial  pyogenic  infections  were  caused  by 
hemolytic  and  nonhemolytic  staphylococci  and 
streptococci  as  well  as  gram-negative  bacilli, 
especially  Bacillus  pyocyaneus.  The  results  of 
several  cases  which  were  cultured  are  indicated 
in  Table  II. 

With  this  antibiotic  combination,  no  mondial 
infections  developed  as  sometimes  happens  with 
the  other  antibiotics. 

Summary  and  Conclusions 

1.  Fifty  cases  of  superficial  pyodermas  were 
treated  locally  with  an  ointment  containing  neo- 
mycin and  bacitracin. 

2.  Of  these,  48  responded  well  to  this  combi- 
nation of  antibiotics  whde  two  were  fadures. 

3.  Impetigo  cleared  in  an  average  of  five 
days,  folliculitis  in  7.6  days,  and  secondary  in- 
fections complicating  eczema  in  eight  days. 

4.  The  average  time  required  for  a cure  is 
about  the  same  as  for  other  antibiotics  but  is 
less  than  with  the  older  remedies  such  as  am- 
moniated mercury  ointment. 

5.  This  ointment,  composed  of  neomycin  and 
bacitracin,  is  more  desirable  because  it  effects  a 
cure  within  the  same  time  as  other  antibiotics, 
has  a wider  bacterial  spectrum  than  others,  and 
is  rarely  sensitizing. 

57  West  57  th  Street 
References 

1.  Livingood.  C.  S..  and  Mullins,  J.  F.:  Postgrad.  Med. 
12:  15  (July)  1952. 

2.  Jordan.  J.  W.:  New  York  State  J.  Med.  52:  2113 

(Sept.  1)  1952. 

3.  Rhoads.  P.  S.:  GP  5:  67  < Fob.)  1952. 

4.  Jawctz,  E.:  Arch.  Int.  Med.  90  : 301  (Sept.)  195 


AMA  TO  ISSUE  RURAL  HEALTH  BULLETIN 
A newsletter  entitled  ‘‘Parade  of  Progress”  carrying 
items  of  interest  to  rural  health  leaders  was  insti- 
gated late  in  May  by  the  Council  on  Rural  Health. 
This  news  sheet,  to  be  published  periodically,  will 


be  sent  to  a special  list  of  state  rural  health  commit- 
tee chairmen,  agricultural  extension  service  per- 
sonnel. and  farm  organization  leaders. — American 
Medical  Association  News  Notes,  May,  1953 


ACROMECTOMY  IN  THE  SURGICAL  TREATMENT  OF  SHOULDER 
LESIONS 

Arthur  A.  Michele,  M.D.,  Brooklyn,  New  York,  Thomas  L.  Shinnick,  M.D.,  Detroit, 
Michigan,  and  Frederick  J.  Krueger,  M.D.,  Milwaukee,  Wisconsin 

( From  the  Department  of  Orthopedic  Surgery,  New  York  Medical  College,  and  the  U.S.  Public  Health  Service 
Hospital,  Staten  Island) 


THE  role  of  acromectomy  in  the  surgical 
treatment  of  certain  shoulder  pathology  has 
not  been  sufficiently  emphasized  in  the  literature. 
A mechanical  blockage  of  functional  motion  and 
power  of  the  shoulder  frequently  results  from 
space-displacing  lesions  occurring  in  the  key  area 
between  the  acromion  process  of  the  scapula  and 
the  greater  tuberosity  of  the  humerus  where 
normally  the  anatomic  clearance  is  minimal. 
Such  common  pathology  as  attrition  of  capsule, 
calcification,  scar  tissue,  adhesions,  or  fractures 
may  set  up  a mechanical  obstacle  to  the  passage 
of  the  greater  tuberosity  of  the  humerus  beneath 
the  acromion  process.  Operative  procedures  for 
the  correction  of  these  defects  frequently  fail  to 
re-establish  the  normal  anatomic  clearance  es- 
sential for  free  and  painless  shoulder  motion. 

Acromectomy  offers  a sound  anatomic  method 
for  the  release  of  mechanical  dysfunction  by  in- 
creasing the  available  clearance  for  the  gliding 
tuberosity  of  the  humerus.  It  also  has  a defi- 
nite place  as  an  adjunct  to  any  surgery  per- 
formed on  the  superior  capsular  structures  of  the 
shoulder  for  it  releases  suprahumeral  tension  and 
thus  eliminates  the  major  source  of  irritation  and 
friction  which  characteristically  restrict  shoulder 
motion  following  surgery.  Resection  of  the  acro- 
mion process  is  now  utilized  routinely  at  this 
hospital  in  the  treatment  of  lesions  causing  a 
mechanical  blocking  of  shoulder  motion  and  is  an 
integral  part  of  all  operative  procedures  per- 
formed on  the  initially  involved  superior  capsular 
structures  of  the  shoulder. 

Anatomy 

Motion  at  the  shoulder  girdle  consists  of  com- 
bined movements  of  the  scapulothoracic,  scapulo- 
humeral, and  thoracohumeral  muscular  compo- 
nents. Interposed  is  a series  of  joints  described 
by  Moseley1  as  thoracoscapular,  acromioclavicu- 
lar, superior-humeral,  glenohumeral,  and  ster- 
noclavicular joints.  Each  of  the  muscular  com- 
ponents is  dependent  upon  the  others,  and,  there- 
fore, all  motion  in  any  one  joint  supplements  mo- 
tion at  all  other  joints.  Limitation  of  motion  in 
one  muscular  component  or  loss  of  motion  at  one 
joint  affects  the  functional  ability  of  all  the  others. 
Basic  in  motion  of  the  shoulder  girdle  is  the  fixa- 
tion of  the  head  of  the  humerus  against  the  cen- 


Fig.  1.  Lateral  view  of  interior  of  shoulder  joint. 


trum  of  the  glenoid  to  provide  the  necessary  sta- 
bilizing pivot  point  upon  which  the  muscular  com- 
ponents can  act  (Fig.  1).  The  humeral  head  is 
maintained  under  constant  tension  by  the  coraco- 
acromial  arch.  Fixation  or  locking  of  the  humeral 
head  results  in  increased  tension  in  the  supra- 
humeral area.  The  coracoid  and  acromion  proc- 
esses of  the  scapula  project  as  bony  prominences 
above  the  glenohumeral  joint  and  are  bridged  by 
the  flat  triangular  coracoacromial  ligament  to 
form  the  coracoacromial  arch.  The  coracoacro- 
mial ligament  is  attached  at  its  base  to  the  lateral 
margin  of  the  coracoid  process  and  stretches  hori- 
zontally to  its  apex  at  the  tip  of  the  acromion  in 
front  of  and  lateral  to  the  acromioclavicular 
joint.  Superiorly,  the  ligament  is  covered  by 
fibers  of  the  deltoid  muscle  which  arise  from  the 
acromion  process.  The  supraspinatous  tendon 
makes  a 40-degree  curve  as  it  arches  over  the 
superior  aspect  of  the  humerus  to  insert  in  its 
individual  facet  on  the  greater  tuberosity  and  is 
held  under  constant  tension  by  the  coracoacro- 
mial arch. 

Lying  beneath  the  coracoacromial  ligament 
and  separating  it  from  the  rotator  cuff,  the  cap- 
sule of  the  shoulder  joint,  and  the  greater  tuber- 
osity of  the  humerus  is  the  accessory  joint  space, 
the  so-called  subdeltoid  bursa.  In  the  anatomic 
position  this  bursa  lies  in  the  subdeltoid  area;  in 
abductiop  it  becomes  subacromial  and  in  exten- 
sion and  internal  rotatiou  it  lies  directly  beneath 
the  coracoacromial  ligament.  The  roof  of  the 
bursa  is  attached  to  the  undersurface  of  the  acro- 
mion process  and  the  coracoacromial  ligament 
and  to  the  site  of  the  acromial  origin  of  the  del- 
toid muscle.  The  floor  of  the  bursa  is  attached  to 
and  moves  with  the  rotator  cuff  and  the  greater 
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IMPINGEMENT  NE  SEC  TED  AC**OAiiON  . 

60-  ZO'ABDUCTICN  NO  IMPINGEMENT  IS  POSSIBLE 


Fig.  2.  The  extent  of  motion  in  the  normal 
shoulder  with  impingement  and  the  extent  of  motion 
following  acromectomy. 

tuberosity  of  the  humerus.  The  bursa  thus 
provides  smooth  gliding  surfaces  for  the  passage 
of  the  greater  tuberosity  of  the  humerus  beneath 
the  coracoacromial  arch  on  motion  of  the  arm, 
and  this  has  been  described  as  the  superior  hu- 
meral joint.  The  normal  anatomic  clearance 
between  the  roof  and  the  floor  is  paper  thin. 

The  synovially  lined  surfaces  of  the  bursa  are 
in  constant  contact  as  the  result  of  the  normal 
tension  from  muscle  tone.  This  tension  is 
markedly  increased  as  the  muscular  components 
of  the  shoulder  girdle  contract  to  fix  the  head  of 
the  humerus  against  the  glenoid  fossa  and  is  in- 
creased still  further  as  the  greater  tuberosity  of 
the  humerus  is  guided  beneath  the  coracoacro- 
mial arch  in  abduction  of  the  arm.  In  abduction 
motion  the  greater  tuberosity  of  the  humerus  be- 
gins to  approach  the  lateral  margin  of  the  acro- 
mion at  60  degrees  and  passes  completely  beneath 
it  at  about  1 20  degrees ; action  of  the  supraspina- 
tous  fixes  the  head  of  the  humerus  against  the 
glenoid  and  guides  the  greater  tuberosity  of  the 
humerus  beneath  the  coracoacromial  arch  as  the 
arm  is  abducted.  For  normal  abduction  motion, 
adequate  clearance  beneath  the  coracoacromial 
arch  is  essential.  In  the  normal  shoulder  the 
anatomic  clearance  is  minimal  at  this  area,  the 
key  area  to  normal  abduction  motion  of  the 
shoulder. 

It  is  obvious  that  any  swellings,  enlargements, 
or  fractures  occurring  in  this  key  area  may  cause  a 
loss  of  the  normal  anatomic  clearance  and  result  in 
painful  or  limited  shoulder  motion(Fig.  2).  Mini- 
mal lesions  cause  painful  tension  or  friction  beneath 
the  coracoacromial  arch  on  abduction  motion. 
This  is  the  mechanism  of  the  so-called  wince  and 


jog  sign  of  Codman2  and  occurs  as  the  space-dis- 
placing lesion  passes  beneath  the  coracoacromial 
arch.  Larger  lesions  will  result  in  a true  mechan- 
ical blockage  of  motion  because  of  impingement 
against  the  lateral  margin  of  the  acromion  or  the 
coracoacromial  ligament  and  their  inability  to 
slip  underneath  the  fixed  coracoacromial  arch. 
Furthermore,  normal  muscle  tone  maintains  the 
suprahumeral  structures  under  constant  tension 
against  the  coracoacromial  arch.  Tension  is 
further  increased  as  the  head  of  the  humerus  is 
locked  against  the  glenoid  preparatory  to  shoulder 
motion.  The  presence  of  space-displacing  lesions 
will  increase  existing  tension  and  result  in  con- 
stant aching  pain  which  is  aggravated  on  attempts 
at  motion.  At  times  this  tension  increase  is 
of  such  magnitude  that  all  motions  are  splinted 
because  of  pain.  Inability  to  lock  the  humeral 
head  against  the  glenoid  eliminates  scapulothor- 
acic  motion  as  well  as  glenohumeral  motion. 

Resection  of  the  acromion  process  with  division 
of  the  coracoacromial  ligament  offers  a method  of 
releasing  tension  on  the  superior  capsular  struc- 
tures and  removes  the  major  source  of  mechanical 
impingement  and  friction.  The  procedure  does 
not  result  in  any  loss  of  deltoid  action  as  the 
middle  fibers  of  the  deltoid  regain  firm  attach- 
ment to  the  remaining  portion  of  the  acromion. 
Stability  between  the  clavicle  and  the  scapula  is 
not  disturbed  since  it  depends  mainly  on  the 
coracoclavicular  ligaments  which  are  untouched. 
The  acromioclavicular  joint  maintains  its  func- 
tion since  it  remains  intact.  While  division  of 
the  coracoacromial  ligaments  releases  tension  on 
the  superior  capsular  structures,  it  causes  no  de- 
monstrable dysfunction  at  the  shoulder  joint,  as 
pointed  out  by  McLaughlin.3  The  procedure 
serves  to  relieve  tension  and  eliminate  mechani- 
cal blockage  of  motion  without  interference  with 
normal  shoulder  girdle  motion. 

Indications 

Space-displacing  lesions  of  sufficient  magnitude 
to  interfere  with  motion  may  develop  in  the  key 
suprahumeral  area  as  the  result  of  trauma,  in- 
fection, or  degenerative  change.  Such  pathol- 
ogy is  common  in  (1)  hypertrophic  (degenera- 
tive) arthritis  with  osteophytic  lateral  acromial 
lipping,  (2)  fractures  of  the  scapula  and  humerus, 
(3)  degenerative  changes  in  the  rotator  cuff  with 
scar  formation  or  calcification,  (4)  tears  of  the 
rotator  cuff  with  scar,  (5)  infection  processes, 
(6)  new  growths,  and  (7)  scar  from  operative  re- 
pair. 

Failure  of  conservative  measures  or  lack  of  as- 
surance that  operative  intervention  will  restore 
the  normal  tension  and  anatomic  clearance  at  the 
superior  humeral  joint  is  the  basic  indication  for 
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acromectomy.  The  procedure  has  been  found  of 
value  in  the  following  conditions: 

Hypertrophic  Arthritis:  Degenerative  changes 
about  the  greater  tuberosity  or  the  acromial  proc- 
ess not  responding  to  conservative  measures. 

Rheumatoid  Arthritis:  As  pointed  out  by 

Smith-Peterson,4  an  acute  bursal  syndrome  is 
frequently  associated  with  rheumatoid  arthritis, 
and  due  to  tension  pain  which  prevents  locking 
of  the  glenohumeral  joint  there  is  marked  re- 
striction of  shoulder  girdle  motion.  Release  of 
this  tension  by  acromectomy  will  permit  locking 
of  the  humeral  head  against  the  glenoid  and 
allow  compensatory  increase  in  scapulothoracic 
motion. 

Fractures:  Fractures  of  the  bony  components 
of  the  shoulder  girdle  may  result  in  alteration  of 
the  anatomic  relationship  sufficient  to  produce 
mechanical  dysfunction.  Frequently  a true  bony 
block  results  from  adduction  fractures  of  the 
humeral  head  and  is  especially  common  after 
avulsion  fractures  of  the  greater  tuberosity  of 
the  humerus.  The  displaced  fragments  impinge 
on  the  acromion  process,  thus  limiting  abduction 
motion.  Operative  restoration  of  normal  align- 
ment, especially  if  late,  is  difficult  and  accom- 
panied by  marked  scarring.  In  minimal  dis- 
placement or  operative  realignment,  resection  of 
the  acromion  alone  is  indicated,  and  if  the  dis- 
placement is  marked,  this  procedure  definitely 
will  increase  the  percentage  of  good  operative 
results.  Occasionally  scapular  fractures  involv- 
ing the  spine,  the  neck,  the  glenoid,  or  the  acro- 
mion process  will  result  in  a mechanical  block 
amenable  to  improvement  through  the  increase 
of  the  acromiohumeral  clearance  by  acromec- 
tomy. 

Supraspinatous  Tendinitis:  The  frictional  eti- 
ology of  persistent  supraspinatous  tendinitis  as 
advanced  by  many  writers  brings  into  prominence 
the  value  of  acromectomy  in  relieving  friction 
between  the  supraspinatous  tendon  and  the  over- 
lying  coracoacromial  arch.  The  tendinitis  syn- 
drome not  responding  to  conservative  measures 
will  be  relieved  by  acromectomy.  The  procedure 
is  also  indicated  to  avoid  late  ruptures  of  the 
supraspinatous  tendon  due  to  persistent  friction 
and  attrition. 

Supraspinatous  Calcification:  As  stated  by 
Watson-Jones,5  pain  and  disability  due  to  large 
supraspinatous  calcification  can  be  relieved  by 
acromectomy.  Certainly  acromectomy  should 
be  an  integral  part  of  operative  curettage  pro- 
cedures. It  will  eliminate  the  possibility  of  pain 
due  to  friction  resulting  from  postoperative  scar- 
ring or  recurrences.  The  procedure  is  also  of 
value  in  treating  extensive  calcified  deposits 
throughout  the  tendon  which  cannot  be  removed 
surgically. 


Fig.  3.  ( A ) Skin  incision  for  acromectomy.  ( B 

and  C ) Site  of  osteotomy. 

Supraspinatous  Tendon  Tears:  The  supra- 

humeral  approach  to  supraspinatous  tendon  re- 
pairs with  acromectomy  as  an  integral  part  of 
the  procedure  allows  adequate  exposure,  permits 
imbrication  of  the  torn  tendon  edges,  and  pre- 
vents postoperative  complications  due . to  scar 
tissue  piling  up  at  the  operative  site.  Watson- 
Jones  and  McLaughlin  have  advocated  the  rou- 
tine use. of  acromectomy  in  the  operative  repair 
of  supraspinatous  ruptures.  In  addition  to  the 
obvious  technical  advantages,  acromectomy  will 
result  in  a decrease  of  the  postoperative  tension 
and  friction,  thus  permitting  a rapid  restoration 
of  function.  Furthermore,  the  possibility  of  late 
tendon  rupture  is  lessened. 

Subdeltoid  Bursitis:  Surgical  procedures  for 

the  excision  of  the  subdeltoid  bursa  should  be 
supplemented  by  acromectomy  in  order  to  pre- 
vent the  complication  of  scar  tissue  formation  and 
its  interference  with  abduction  motion,  particu- 
larly in  the  supraspinatous  tendon. 

Tumors:  Acromectomy  is  of  value  in  the 
treatment  of  certain  benign  new  growths.  The 
procedure  should  supplement  excisions  of  new 
growths  occurring  in  the  area  such  as  exostoses 
involving  the  bony  components  of  the  shoulder 
girdle.  Through  the  increase  by  acromectomy 
of  the  anatomic  clearance  available  between  the 
bony  points  the  possibility  of  postoperative  limi- 
tation of  motion  by  scar  tissue  is  decreased. 
Smith-Peterson  points  out  that  the  operation 
was  first  performed  by  him  in  1935  for  an  exos- 
tosis of  the  anatomic  neck  of  the  humerus  with 
good  results. 

Operative  Technic 

The  procedure  for  resection  of  the  acromion 
can  be  carried  out  as  part  of  the  transacromial 
approach  to  the  shoulder  joint  described  by 
McLaughlin.  The  bony  points  of  the  shoulder 
are  located  by  palpation.  The  skin  incision  ex- 
tends from  the  posterior  margin  of  the  acromion 
forward  just  lateral  to  the  acromioclavicular  joint 
to  a point  3 cm.  anterior  to  the  anterior  margin  of 
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the  acromion  (Fig.  3A) . The  incision  is  deepened 
by  sharp  dissection  to  expose  the  superior  surface  of 
the  acromion.  The  deltoid  origin  is  defined  from 
the  trapezius  insertion  and  the  periosteum  in- 
cised between  these  muscle  attachments.  The 
anterior  fibers  of  the  deltoid  are  divided  for  a 
distance  of  3 cm.  in  line  with  the  periosteum  in- 
cision to  expose  the  coracoacromial  ligament 
attaching  to  the  front  of  the  acromion.  The 
coracoacromial  ligament  is  divided  at  its  insertion 
into  the  anterior  margin  of  the  acromion  just 
lateral  to  the  acromioclavicular  joint.  By  sub- 
periosteal dissection  the  periosteum  and  the 
middle  fibers  of  the  deltoid  origin  are  elevated 
laterally  to  the  margin  of  the  acromion.  Care 
should  be  taken  to  elevate  on  a subperiosteal 
plane  in  order  to  eliminate  the  possibility  of 
hemorrhage  and  to  facilitate  reinsertion  of  the 
middle  deltoid  origin.  Osteotomy  of  the  acromion 
is  then  performed  from  behind  forward,  obliquely 
f romabove  downward  (Fig.  3 B and  C) . The  lateral 
two  thirds  of  the  acromion  are  resected  and  re- 
moved by  freeing  the  undersurface  from  the  loose 
areolar  tissue  hong  beneath.  The  sharp  margins 
of  the  remaining  medial  portion  of  the  acromion 
are  rounded  off,  care  being  taken  to  remove  all 
loose  spicules  of  bone. 

The  resultant  exposure  will  allow  adequate  in- 
spection of  the  entire  superior  capsular  area  on 
rotation  of  the  humerus.  Capsular  repairs  are 
facilitated  in  that  the  retracted  medial  margin 
of  the  supraspinatus  is  brought  into  view  bv  the 
acromeetomy. 

On  closure  the  previously  elevated  periosteum 
and  middle  deltoid  origin  are  firmly  reanchored 
to  the  remaining  portions  of  the  acromion  by 
interrupted  mattress  sutures.  Postoperatively 
the  arm  is  placed  in  an  abduction  cast  for  three 
weeks  in  a position  of  80  degrees  abduction  and 
15  degrees  forward  flexion  with  the  elbow  at  90 
degrees  flexion  and  the  forearm  in  a neutral  posi- 
tion. Ten  days  postoperatively  the  upper  half 
of  the  arm  cylinder  is  removed  and  discarded. 
Following  removal  of  the  sutures  at  this  time 
the  patient  is  sent  to  physiotherapy  for  active 
and  passive  motion  of  the  forearm,  wrist,  and 
hand.  At  the  end  of  three  weeks  the  remaining 
portion  of  the  cast  is  removed  and  the  arm  placed 


on  aeroplane  splint.  Active  and  passive  physio- 
therapy is  instituted  for  mobilization  of  the 
shoulder  girdle.  During  the  next  seven  days 
the  degree  of  abduction  of  the  aeroplane  splint 
is  gradually  decreased  as  the  patient  regains 
function  of  the  arm.  Care  is  taken  to  maintain 
abduction  motion  at  all  times.  The  amount  of 
abduct  ion  of  the  aeroplane  splint  is  not  decreased 
unless  the  patient  can  actively  obtain  the  extent 
of  abduction  of  the  previous  day.  Full  motion 
of  the  arm  usually  is  obtained  in  from  six  to  ten 
weeks  following  removal  of  the  plaster  abduction 
cast. 

Summary 

The  purpose  of  this  paper  is  to  call  attention 
to  the  procedure  of  acromectomv  in  the  operative 
treatment  in  certain  shoulder  lesions: 

1.  The  operative  technic  is  not  difficult  and 
may  be  carried  out  as  part  of  the  transacromial 
approach  to  the  superior  capsular  structures. 

2.  The  procedure  offers  a method  of  release 
of  mechanical  block  of  abduction  and  external 
rotation  motion  at  the  superior  humeral  joint. 

3.  Acromectomv  serves  as  a valuable  adjunct 
to  other  superior  capsular  surgery  in  that  it  de- 
creases postoperative  tension  and  eliminates  the 
major  source  of  mechanical  irritation  in  abduc- 
tion motion. 

4.  Pathologic  conditions  in  which  acromec- 
tomv  has  been  found  of  value  are  set  forth. 

5.  In  our  opinion  acromectomv  should  be  per- 
formed routinely  in  all  cases  demanding  superior 
capsular  surgery.  Its  value  in  increasing  the 
anatomic  clearance  at  the  superior  humeral  joint 
has  not  been  sufficiently  emphasized.  The  pro- 
cedure definitely  will  decrease  the  convalescent 
period  and  aid  in  more  rapid  restoration  of  normal 
abduction  motion  at  the  shoulder  joint  post- 
operatively. 
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NEW  BOOKLET  FOR  ALL  AMA  MEMBERS 
How  the  AMA  may  serve  you — as  one  of  its  mem- 
bers— is  the  theme  of  a new  pamphlet  which  the 
American  Medical  Association  has  published  this 
summer.  Designed  to  acquaint  members  with  the 


AMA’s  many  activities  and  services.  “It’s  Your 
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THE  PROLONGED  USE  OF  CATION  EXCHANGE  RESINS  IN 
EDEMATOUS  STATES 

Isaac  S.  Friedman,  M.D.,  Brooklyn,  New  York 

( From  the  Medical  Departments  of  the  Jewish  Hospital  and  the  Jewish  Sanitarium,  and  Hospital  for  Chrome 
Diseases) 


SODIUM  retention,  whether  due  to  cardiac, 
hepatic,  or  renal  disease,  is  a basic  factor  in 
the  development  of  edema.  Since  cation  ex- 
change resins  are  capable  of  removing  sodium 
from  the  body  they  are  being  used  in  the  treat- 
ment of  edematous  states.1-18 

These  resins  are  polymers  having  carboxylic 
or  sulfonic  acid  radicals  as  polar  groups  to 
which  cations  such  as  hydrogen  or  ammonium 
are  attached.19’20  They  are  insoluble  in  water, 
acid,  or  alkali  and,  when  ingested,  except  for  ex- 
changing cations,  pass  through  the  gastrointes- 
tinal tract  unaltered21  and  may  be  so  recovered 
from  the  stool.  This  capacity  for  exchanging 
cations  is  nonspecific  in  that  the  cation  attached 
to  the  resin  is  exchanged  for  whatever  positively 
charged  substances  or  ions  are  present  in  the  in- 
testinal contents.  This  would,  therefore,  include 
hydrogen,  sodium,  potassium,  calcium,  magne- 
sium, and  iron.  In  addition,  these  resins  can 
also  pick  up  thiamin,  riboflavin,  alkaloids 
(atropine,  quinine),  some  normal  intestinal 
metabolites,  and  certain  oral  antibiotics  (aureo- 
mycin,  terramycin,  streptomycin).  By  controlling 
the  quantity  of  cations  and  resin  ingested,  an 
altered  cationic  balance  may  be  attained. 

The  in  vitro  exchange  capacity  of  these  resins 
is  as  high  as  10  mEq.  of  sodium  per  Gm.  of 
resin.  In  vivo,  however,  because  of  the  presence 
of  intestinal  mucus  and  diversified  positively 
charged  ions  and  metabolites,  equilibrium  is  estab- 
lished at  a much  lower  level  and  only  1 to  1.5 
mEq.  of  sodium  per  Gm.  of  resin  will  be  re- 
moved.22 In  this  manner,  with  an  intake  of  40 
to  50  Gm.  of  resin,  the  fecal  sodium  content  may 
be  increased  from  the  normal  level  of  150  to  200 
mg.  to  as  much  as  4 Gm.  measured  as  sodium 
chloride. 

Dietary  and  hormonal  factors  may  also  modify 
the  amount  of  fecal  sodium.  A more  liberal  in- 
take of  sodium  chloride  during  resin  therapy  will 
increase  the  fecal  sodium  content.23  Hormonal 
activity  in  patients  with  congestive  heart  fail- 
ure,24’25 hepatic  cirrhosis  with  ascites,26  and,  per- 
haps, renal  edema  may  cause  a diminution  of 
sodium  concentration  of  the  intestinal  secretions. 
Less  sodium  would  then  be  available  for  contact 
with  the  resin,  and,  therefore,  less  would  be  car- 
ried off  in  the  stool.  The  resultant  in  vivo  up- 
take of  sodium  is  then  not  only  dependent  upon 
the  type  and  quantity  of  resin  ingested  but  also 


upon  the  concentration  of  cations  in  the  intestinal 
secretions  as  modified  by  hormonal  influences, 
the  mucous  coating  of  the  resin,  and  the  dietary 
content  of  cations.  A contrary  report,  however, 
points  out  that  ACTH  or  cortisone  did  not  pre- 
vent the  increased  fecal  excretion  of  sodium 
during  cation  exchange  resin  ingestion.27 

During  the  exchange  process  in  the  stomach 
and  intestinal  tract  the  hydrogen  or  ammonium 
ions  released  from  the  exchangers  are  absorbed 
and  result  in  a tendency  toward  acidosis  and  in- 
creased urea  formation  which  also  enhance  diure- 
sis.28 The  urine  becomes  markedly  acidic  and 
contains  an  increased  quantity  of  titratable  acid 
and  ammonium  ions.2’29  Initially,  depending  upon 
the  extent  of  edema  and  the  diuretic  response  ob- 
tained, urinary  sodium  increases  but  later  falls  to 
extremely  low  levels.  Urinary  potassium  also  de- 
creases, but  the  chloride  concentration  remains 
variable. 

Since  the  ion  exchangers  are  not  individually 
selective,  in  order  to  produce  a specific  cationic 
deficiency  it  is  necessary  to  feed  back  the  other 
cations  and  substances  which  are  unavoidably  re- 
moved.14’30 Potassium  resins  have  been  added 
in  a proportion  of  20  to  30  per  cent  to  the  hydro- 
gen or  ammonium  exchangers  to  prevent  potas- 
sium depletion.3-31  Although  this  may  be  effec- 
tive, it  increases  the  quantity  of  a substance 
which  is  already  very  bulky.  It  is  better  to  give 
the  hydrogen  or  ammonium  resin  at  mealtime 
and  supplements  of  potassium  citrate  and  cal- 
cium lactate,  2 Gm.  each,  and  a multiple  vitamin 
capsule  at  bedtime  when  there  will  be  least  con- 
tact with  the  resin.  Once  weekly,  these  patients 
are  also  given  5 Gm.  of  magnesium  sulfate.14 

The  advantages  in  using  cation  exchange  res- 
ins in  edematous  patients  are  as  follows:  (1) 

Rather  than  being  compelled  to  ingest  a tasteless, 
monotonous  diet  containing  less  than  1 Gm.  of 
sodium  chloride,  these  patients  can  be  permitted 
a more  liberal  and  tolerable  diet  without  fear  of 
sodium  retention.  (2)  The  edema  of  patients 
who  are  sensitive  to  mercurial  diuretics  may  be 
controlled  by  using  the  resins.  (3)  In  some  cases 
the  need  for  frequent  injections  of  mercurial  di- 
uretics may  be  markedly  diminished  or  dispensed 
with  completely.32  (4)  The  resins  by  their  con- 
stant action  result  in  a more  even  diuresis  rather 
than  the  brisk  diuretic  response  followed  by  re- 
bound oliguria  which  is  customary  with  the  mer- 
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Fig.  1.  Body  weight  during  first  eight  months  of  cation  exchange  resin  therapy.  The  short  periods  of 
140-Gm.  doses  were  for  study  purposes.  The  average  daily  dose  for  the  past  five  years  has  been  0 to  54 
Gm. 


curial  injections.12  (5)  The  edema  of  patients 
which  has  become  refractory  to  mercurial  and 
other  diuretic  agents  may  respond  to  exchange 
resin  therapy.17-18-33-34 

Figure  1 illustrates  the  first  eight  months  of 
treatment  of  a patient  who  has  been  taking  an 
ammonium  sulfonic  exchange  resin,  Permutit-Z,* 
for  more  than  five  years  without  any  demon- 
strable untoward  effects.  It  should  be  noted  that 
whenever  the  resin  was  discontinued,  her  weight 
increased.  She  is  a forty-four-year-old  patient 
with  chronic  rheumatic  heart  disease  including 
mitral  stenosis  and  insufficiency,  auricular  fibril- 
lation, and  congestive  heart  failure.  For  eight- 
een months  prior  to  resin  therapy,  despite  limited 
physical  activity,  digitalization,  marked  dietary 
salt  restriction,  and  ammonium  chloride,  she 
required  mercurial  injections  twice  weekly  to 
control  the  edema.  Since  June,  1948,  when  resin 
therapy  was  begun,  she  has  not  required  any 
mercurial  diuretics.  Her  diet  is  liberal,  contain- 
ing approximately  5 to  7 Gm.  of  sodium  chloride. 
She  continues  to  take  digitalis  and  is  ambulatory. 
Ammonium  chloride  was  discontinued,  and  at 
bedtime  she  takes  the  supplements  of  potassium 
citrate,  2 Gm. ; calcium  lactate,  2 Gm. ; a multiple 
vitamin  capsule  and  once  weekly  5 Gm.  of  mag- 
nesium sulfate.  The  dose  of  resin  varies  from 
0 to  50  Gm.  daily  depending  upon  her  weight. 
With  this  regime  her  weight  remains  stabilized 
at  about  135  pounds.  If  she  omits  the  resin  for 
more  than  two  to  three  days,  she  gains  weight. 
Repeated  blood  chemical  analyses  have  been 
found  to  be  normal. 

During  the  more  than  five  years  that  this  pa- 
tient has  been  taking  the  cation  exchanger,  she 
has  had  granular  casts  in  her  urine.  If  the  resin 
is  discontinued,  the  casts  disappear  within 
twenty-four  to  forty-eight  hours.  These  granu- 
lar casts  developed  in  the  urine  of  almost  all 
patients  and  normal  controls  who  have  ingested 
the  resin.  The  number  of  casts  vary  directly 
with  the  dose  of  resin  and  acidity  of  the  urine. 
As  many  as  50  to  60  casts  can  be  found  in  a low- 

* Permutit-Z  (Katonium  without  potassium)  was  supplied 
by  the  Research  Department,  Winthrop-Stearns.  Inc.,  New 
York  City. 


Fig.  2.  Centrifuged  urine  specimen  showing 
granular  casts  during  cation  exchange  resin  therapy. 
The  number  of  casts  varies  inversely  with  the  pH 
of  the  urine. 

power  field  of  a centrifuged  specimen  (Fig.  2). 

It  is  not  known  whether  these  casts  are  due  to  the 
aciduria  or  increased  urea  excretion  or  whether 
they  are  caused  by  a direct  noxious  effect  of  am- 
monium or  hydrogen  ions  upon  the  renal  tubules. 
The  casts  are  always  accompanied  by  a trace  of 
protein  but  no  red  blood  cells  in  the  urine. 

There  have  been  no  evidences  of  renal  damage 
or  renal  insufficiency  in  any  of  the  patients  who 
have  been  taking  the  exchange  resins  for  pro- 
longed periods  of  time.35  Nevertheless,  extreme 
caution  should  be  exercised  if  the  resins  are  to  be 
used  in  the  presence  of  renal  disease.  Such  pa- 
tients require  frequent  blood  chemical  analyses  I 
and  a schedule  of  intermittent  resin  ingestion. 
Nephrotic  edema  may  subside36-37  or  fail  to  re- 
cede38 during  resin  therapy.  The  result  may  be 
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influenced  by  other  factors  such  as  the  degree  of 
hypoproteinemia. 

The  problems  and  hazards  of  exchange  resin 
therapy  include  hyperchloremic  acidosis  and 
elevation  of  the  blood  urea  in  patients  with  or 
without  renal  disease.5-9'14-39-41  Because  of  the 
diminished  capacity  for  regulating  acid-base 
balance,  patients  with  renal  damage  may  develop 
this  metabolic  acidosis  within  several  days  while 
taking  only  moderate  quantities  of  the  exchange 
resins.  In  some  cases  effective  doses  of  resin  and 
very  limited  salt  intake  may  result  in  the  low- 
sodium  syndrome  with  its  attendant  clinical  pic- 
ture of  profound  weakness,  nausea,  vomiting, 
myalgia,  and  oliguria.14 

Because  of  increased  potassium  excertion 
cardiac  patients  may  show  signs  of  digitalis 
intoxication.7-42  This  is  associated  with  a tend- 
ency toward  hypopotassemia  in  these  resin- 
treated  patients.  Since  the  exchange  resins  can 
cause  negative  balances  of  potassium, 2-5-7-14-29-39 
calcium, 3-5-14-23-29-31-39  magnesium,  and  the  B vita- 
mins,2-14 it  is  essential  that  adequate  supple- 
ments of  these  substances  be  given  at  bedtime 
when  they  will  not  come  in  contact  with  the  resin. 
Oral  medicaments  (streptomycin,  aureomycin, 
terramycin),  which  can  also  be  absorbed,  should 
not  be  used  simultaneously  with  the  exchange 
resins.43  Digitalis  and  other  medication  which 
these  patients  might  require  should  not  be  dis- 
continued. Since  the  resins  are  acid-forming, 
ammonium  chloride  or  other  acidifying  agents 
must  not  be  used.  Because  of  the  bulk44  and  the 
acidity  of  the  exchange  resins  some  patients  may 
have  gastrointestinal  complaints.  These  include 
a puckering  sensation  of  the  mouth,  nausea, 
epigastric  distress,  and,  most  commonly,  consti- 
pation. 

The  ion  exchangers  which  are  commercially 
available  contain  admixtures  of  20  to  30  per  cent 
potassium  resin.  This  unfortunately  increases 
the  quantity  of  resin  to  be  ingested  by  that 
amount.  By  using  the  plain  hydrogen  or  am- 
monium resin  and  giving  the  patients  supple- 
ments of  potassium  and  calcium  salts  at  bedtime, 
the  amount  of  ingested  resin  may  be  kept  at  mini- 
mal levels.  Many  patients  prefer  the  plain  sul- 
fonic resins  in  granular  form  because  the  bulk  is 
less  than  one  half  of  the  powdered  sulfonic  or 
carboxylic  exchangers.  Anion  exchangers  have 
been  added  to  these  cation  resin  mixtures  to  re- 
move particularly  the  chloride  ions  liberated  in 
the  intestinal  tract.3-46-48  The  objections  to  this 
are  the  increased  bulk  of  the  resin,  the  pos- 
sibility of  reducing  the  sodium-binding  capacity 
of  the  cation  component,  the  small  amount,  if 
any,  of  chloride  which  would  be  removed,  and 
the  possible  loss  of  phosphate  ions.31-47 

It  is  in  cases  of  refractory  edema  that  the 


cation  exchange  resins  have  been  most  valuable 
and  at  times  lifesaving. 

Mrs.  R.  C.,  age  forty-nine,  developed  acute  in- 
fectious hepatitis  during  February,  1949.*  This 
was  complicated  by  a thymoma  causing  superior 
vena  caval  obstruction.  Thymectomy  relieved  the 
obstructive  symptoms,  but  she  now  had  severe 
chronic  hepatitis  and  possible  cirrhosis.  She  had 
developed  anasarca,  including  bilateral  pleural  ef- 
fusions, ascites,  and  sacral  and  leg  edema.  Blood 
chemical  studies  showed  total  plasma  protein  5.4 
Gm.  per  cent;  albumin  2.7  and  globulin  2.7;  total 
serum  bilirubin  9.3  mg.  per  cent,  which  gradually 
decreased  to  0.8  mg.  per  cent;  cephalin  flocculation 
4 plus;  thymol  turbidity  12  Maclagan  units,  and 
alkaline  phosphatase  13  to  30  Bodansky  units. 
The  serum  electrolyte  values  were  all  normal. 

Treatment  consisted  of  a high-protein,  salt-poor 
diet,  multiple  vitamins,  lipotropic  substances,  and 
crude  liver  extract  intramuscularly.  From  June  to 
October,  1949,  she  also  received  mercurial  injections 
three  to  seven  times  weekly.  Adequate  diuresis 
could  not  be  obtained,  the  anasarca  persisted,  and 
she  remained  bedridden.  On  October  13,  1949,  she 
began  to  take  the  ammonium  sulfonic  resin.  The 
mercurial  injections  were  discontinued,  and,  within 
a three-day  period,  with  a dose  of  70  Gm.  of  the  resin 
daily  and  potassium  citrate  and  calcium  lactate  at 
bedtime,  diuresis  developed,  and  the  anasarca  began 
to  recede.  Numerous  granular  casts  and  a trace  of 
protein  were  now  found  in  her  urine  which  pre- 
viously had  been  normal.  Reducing  the  resin  dos- 
age to  30  Gm.  daily  caused  all  of  the  casts  to  disap- 
pear. 

During  the  first  ten  days  of  resin  therapy  the 
edema  subsided  completely,  and  for  the  first  time 
since  the  onset  of  her  illness  (nine  months),  she 
was  permitted  to  be  semiambulatory.  Attempts  at 
discontinuing  the  resin  for  several  days  were  always 
associated  with  the  reaccumulation  of  fluid.  She 
has  continued  taking  maintenance  doses  of  the  ex- 
change resin,  15  to  30  Gm.  daily,  for  four  years  and 
is  now  at  times  able  to  omit  it  completely.  Her  urine 
and  blood  chemical  elements  are  normal  except  that 
the  cephalin  flocculation  test  remains  3 plus.  At  no 
time  have  there  been  evidences,  as  has  recently  been 
reported,  of  mental  confusion  or  central  nervous 
system  changes.48-49 

These  patients  with  refractory  edema  had  all 
been  vigorously  treated  with  mercurial  diuretics. 
The  intractable  fluid  retention  may  be  due  to  the 
primary  chloruretic  effect  of  the  mercurials  re- 
sulting in  a tendency  toward  hypochloremic  alka- 
losis.50-62 The  effectiveness  of  the  resins  in 
these  cases  may  be  due  to  their  capacity  to  cause 
hyperchloremic  acidosis.  By  offsetting  the  dele- 
terious  effects  of  the  mercurial  diuretics  this 
action  may  restore  normal  electrolyte  and  acid- 
base  balance  and  once  again  make  the  edema 
amenable  to  therapy. 


* From  the  medical  service  of  Dr.  Adolph  Raab. 


1092 


ISAAC  S.  FRIEDMAN' 


[N.  Y.  State  J.  M. 


Summary 

The  cation  exchange  resins  are  of  value  in  the 
treatment  of  edematous  states  whether  due  to 
cardiac,  hepatic,  or  renal  disease.  They  have 
been  administered  effectively  to  patients  with 
edema  for  periods  of  more  than  five  years  without 
producing  untoward  effects. 

The  advantages  of  resin  therapy  are  as  follows : 

1.  Diuresis  and  weight  loss  may  be  obtained 
in  cases  of  edema  w hich  are  refractory  to  all  other 
forms  of  treatment. 

2.  The  need  for  frequent  injections  of  mer- 
curial diuretics  ma}-  be  diminished  or  dispensed 
with  completely. 

3.  With  resin  therapy  edematous  patients 
may  be  permitted  more  tolerable  diets  containing 
more  sodium  chloride. 

The  disadvantages  and  hazards  of  resin  therapy 
include  the  following : 

1.  Hyperchloremic  acidosis  with  urea  reten- 
tion may  develop  in  all  patients,  particularly 
those  with  renal  disease.  The  granular  casts  pro- 
duced by  the  resins  have  not  resulted  in  renal 
damage. 

2.  The  exchangers  can  cause  altered  cationic 
balances  not  only  of  sodium  but  also  of  other  elec- 
trolytes and  substances  such  as  potassium,  cal- 
cium, magnesium,  and  some  of  the  B vitamins. 
It  is  essential  that  adequate  supplements  of 
these  materials  be  given  at  bedtime.  Oral  medic- 
aments such  as  atropine,  quinine,  streptomycin, 
aureomvcin,  and  terramycin  may  be  inactivated 
during  resin  therapy.  Ammonium  chloride  or 
other  acidifying  salts  must  not  be  used,  but  digi- 
talis should  be  continued  while  the  exchange  res- 
ins are  being  administered. 

3.  Gastrointestinal  symptoms  are  rarely  seri- 
ous enough  to  cause  permanent  discontinuance  of 
the  exchangers.  These  symptoms  may  be 
controlled  by  giving  the  resins  in  conjunction 
with  meals  and,  if  possible,  omitting  the  resins 
for  a day  or  two  each  week. 

After  the  edema  has  been  controlled,  these  pa- 
tients may  continue  to  ingest  maintenance  doses 
of  the  exchange  resins  for  prolonged  periods. 
The  amount  will  vary  with  each  patient’s  physi- 
cal activity  and  dietary  salt  content.  In  the  pres- 
ence of  renal  disease  supervision  must  be  very 
stringent,  including  frequent  determinations  of 
the  blood  levels  of  carbon  dioxide,  sodium,  potas- 
sium. chloride,  and  urea  nitrogen. 
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Case  Reports 


RHINOPLASTY  AND  SUBMUCOUS  RESECTION  IN  IDENTICAL  TWINS 

David  Bernstein,  Brooklyn,  M.D.,  New  York 


nPHERE  is  a single  reference  in  the  literature  to  the 
"L  performance  of  rhinoplasty  in  identical  twins.1 
In  this  case  the  nose  of  one  of  the  twins  had  been 
fractured  in  childhood.  It  is  mentioned  in  passing 
in  a very  fine  general  discussion  of  art  in  the  nasal 
plastic  operation,  and  no  reference  is  made  to  the 
details  of  the  septal  deformity  particularly  and  the 
many  peculiar  problems  encountered  in  this  type  of 
case.  Howie2  in  the  British  literature  discusses 
identical  deformities  in  the  nasal  septum  of  a pair  of 
identical  twins  without  reference  to  the  nasal  de- 
formity and  rhinoplastic  aspects.  In  the  case 
which  I will  describe,  injury  to  the  nose  of  one  of 
the  twins  occurred  when  she  was  grown,  about  two 
years  prior  to  the  operation.  It  is  interesting  from 
the  standpoint  of  management  and  the  surgical 
technic  of  submucous  resection  and  rhinoplasty  as  a 
single-stage  procedure  and  as  a basis  for  speculation 
as  to  the  origin  of  such  deformities. 

Case  Report 

Both  girls,  who  were  eighteen  years  of  age,  con- 
sulted me  on  March  15,  1952.  S.  S.  stated  that  she 
was  born  five  minutes  before  R.  S.  The  history  of 
the  younger  twin  was  unevent  ful  with  the  exception 
of  difficulty  in  breathing  through  the  left  side  of  the 
nose.  R.  S.  however  had  been  in  an  automobile 
accident  two  years  before  and  had  since  noted  a 
protrusion  on  the  left  side  of  the  columella  and  in- 
creased left-sided  nasal  obstruction  since  the  acci- 
dent. X-rays  taken  at  the  time  of  the  injury 
showed  a “fractured  nose.”  Both  girls  had  marked 
hump  deformities  with  broadened  dependent  lobules. 
The  appearance  was  identical  with  two  exceptions. 
Shifting  of  the  nasal  pyramid  of  R.  S.  to  the  left  was 
in  evidence,  and  she  had  a displacement  of  the 
columella  sharply  to  the  left  with  caudal  dislocation 
of  the  septum  in  that  direction.  Both  had  sharp 
septal  spurs  along  the  floor  on  the  left  beginning  be- 
hind the  nasal  spine  and  extending  directly  back- 
ward and  upward.  In  the  region  of  the  middle  tur- 
binate there  was  a left-sided  deviation  extending  to 
the  bridge  and  beyond  that  toward  the  roof  of  the 
nose,  the  septa  deviated  back  to  the  right.  The 
appearance  was  surprisingly  identical  if  allowance 
was  made  for  the  changes  produced  by  the  injury. 
In  the  case  of  R.  S.  it  was  as  if  the  entire  septum  had 
been  lifted  from  its  bed  and  pushed  to  the  left. 

Submucous  resection  and  rhinoplasty  was  re- 
quired in  both  instances.  Here  the  parent  and  older 
relative  demurred.  In  the  case  of  the  injured  girl, 
they  were  willing  to  proceed  but  felt  that  S.  S.  should 
retain  the  nose  with  which  she  was  born.  The  latter 
confided  in  me  that  she  had  always  wanted  her  nose 
repaired  both  from  a cosmetic  standpoint  and  be- 
cause she  suffered  from  nasal  obstruction.  Its  ugly 
humped  appearance  especially  bothered  her.  The 
father  suggested  that  perhaps  psychiatric  inter- 
vention might  help.  It  was  carefully  explained  to 


him  that  it  was  generally  agreed  by  psychiatrists 
that  the  best  approach  to  the  mental  distress  pro- 
duced by  true  nasal  deformity  was  a successful 
rhinoplasty  and  that  I would  under  no  circumstance 
operate  on  one  twin  without  operating  on  the  other 
on  the  same  day  and  in  the  order  in  which  they  were 
born.  It  was  felt  that  this  was  important  not  only 
from  the  psychologic  standpoint  but  also  because 
as  far  as  possible  it  was  necessary  to  reproduce  an 
identical  appearance,  and  this  could  best  be  done 
if  both  were  operated  upon  the  same  afternoon. 

Consent  was  obtained,  and  both  patients  were 
admitted  to  University  Hospital,  New  York  City, 
where  the  combined  rhinoplasty  and  submucous 
resection  were  done  on  August  20,  1952.  This  was 
done  as  a single-stage  procedure,  and  the  operation 
record  is  as  follows: 

The  nose  was  anesthetized  in  the  usual  fashion. 
A 2-zero  silk  suture  on  a straight  needle  was  used 
to  transfix  the  columella  after  a vertical  incision 
had  been  made  at  the  caudal  dorsal  end  of  the 
septum  and  excess  columellar  tissue  removed  by 
dissection  with  the  Stevens  scissors.  Incisions 
were  made  under  the  upper  lateral  cartilages  intra- 
nasally  and  the  dorsum  of  the  nose  freed  with  the 
sharp  Joseph  knife,  blunt  Joseph  knife,  and  the 
periosteal  elevator.  The  hump  was  removed  with 
bayonet  nasal  saws.  Redundant  tissue  was  re- 
moved from  the  caudal  end  of  the  septum  and  the 
mucoperichondrium  on  each  side  secured  with 
4-zero  atraumatic  silk  pilot  sutures.  All  ob- 
structing septal  spurs  were  removed  leaving  a 
secure  dorsal  and  caudal  buttress.  Incisions 
were  made  in  both  pyriform  apertures  and  the 
periosteum  dissected  free.  The  nasofacial  angles 
were  cut  through  with  the  saw  and  7-mm.  chisel. 
A refracture  was  completed  by  manual  pressure. 
The  nose  was  shortened  by  removing  a wedge, 
base  up,  from  the  caudal  end  of  the  septum. 
Redundant  upper  lateral  cartilage  was  removed. 
Circumferential  incisions  were  made  in  the  rims 
of  the  vestibules  and  both  lower  lateral  cartilages 
were  delivered.  They  were  cut  at  the  junction 
of  the  medial  and  lateral  crura.  Excess  inter- 
crural  tissue  was  removed,  and  the  medial  crura 
approximated  with  3-zero  chromic.  Excess  lateral 
crural  cartilage  was  excised.  A septal  columellar 
stitch  was  inserted.  The  nose  was  packed  with 
vaseline  gauze,  and  an  adhesive  tape  stent  cast 
applied.  Patient  left  the  operating  room  in  good 
condition. 

It  should  be  added  that  the  caudal  deflection  in 
R.  S.  was  dealt  with  by  separating  the  septum  from 
the  floor  of  the  nose  following  transfixion,  hump  re- 
moval, and  dissection  of  the  mucoperichondrial 
flaps.  Three  longitudinal  compartments  were  then 
fashioned  by  two  vertical  incisions  l/4  inch  apart  be- 
hind the  caudal  end  of  the  septum.  The  anterior 
compartment  was  swung  into  line,  and  mucosa, 
mucoperichondrium,  and  cartilage  were  approxi- 
mated with  3-zero  chromic  mattress  sutures  corn- 
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pletelv  correcting  the  caudal  deflection.  Prior  to 
operation  when  the  patient  held  her  head  back,  the 
deflection  presented  into  and  obstructed  almost  half 
the  nostril.  This  was  externally  visible.  Post- 
operativelv  the  nares  were  symmetric,  unobstructed, 
and  the  deflection  was  gone. 

As  the  operation  proceeded  and  the  hump  removal, 
submucous  resection,  osteotomy,  and  lobular  carti- 
lages were  fashioned,  it  was  noted  that  the  nasal 
structures  fell  into  place  with  surprising  similarity. 
Postoperative  course  was  uneventful,  both  girls  were 
discharged  on  August  23,  1952,  and  as  healing  pro- 
gressed, both  assumed  an  identical  appearance.  I 
could  not  tell  them  apart  in  my  office,  and  the  pa- 
tients, their  family,  and  friends  were  again  satisfied 
that  they  were  identical  twins. 

Comment 

There  has  been  a great  deal  written  on  the  origin 
of  septal  and  nasal  deformities.3-7  The  causes  are 
generally  classified  under  three  major  headings: 
congenital,  traumatic,  and  infectious.  There  is  a 
tendency  sometimes  to  favor  the  traumatic  origin 
postulating  injury  early  or  late  in  life  and  birth  in- 
jury. Others,  such  as  Zuckerkandl,7  lean  toward 
congenital  causes.  He  suggests,  “(1)  irregular 
growth  of  one  of  the  bony  plates  of  the  perpendicular 
plate  of  the  ethmoid  or  of  the  vomer,  (2)  the  con- 
tinued growth  of  the  septum  where  the  maxillae  re- 
main undeveloped,  (3)  inheritance  of  a large  nasal 
organ  from  one  parent  and  a small  upper  jaw  from 
the  other.” 

It  is  generally  felt  that  in  identical  twins  all  dif- 


ferences are  nonhereditarv.  This  case  is  a striking 
illustration  of  the  part  played  by  congenital  in- 
fluence and  trauma  in  the  genesis  of  septal  and  nasal 
deformities.  In  the  girl  who  was  injured  we  may 
fairly  assume  that  the  shifting  of  the  pyramid  and 
caudal  dislocation  was  of  traumatic  origin.  The 
rest  of  the  septum  was  so  much  alike  as  to  lend  cre- 
dence to  the  possibility  that  at  least  some  septal 
deformities  may  be  the  result  of  an  inherited  tend- 
ency although  the  question  of  origin  is  still  very 
much  unsettled. 

Summary 

The  unique  problems  encountered  in  the  correc- 
tion of  septal  deviation  and  nasal  deformity  in  iden- 
tical twins  are  discussed,  and  their  origins  from  both 
a congenital  and  traumatic  standpoint  are  analyzed. 
Their  surgical  correction  is  described  in  detail. 
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CONGENITAL  DEFICIENCY  OF  FIBRINOGEN  IN  IDENTICAL  TWINS 

I.  Newton  Kugelmass,  M.D.,  New  York  City 


TDENTICAL  male  twins  of  a consanguineous 
L marriage  were  considered  “bleeders”  from  birth. 
There  was  profuse  bleeding  after  ligation  of  the  cord 
at  the  Bello  Hospital,  Caracas,  in  1941.  Oozing 
persisted  despite  retying  of  the  ligature.  Vitamin 
Iv  therapy  was  inflective,  but  transfusions  arrested 
the  umbilical  hemorrhage  in  each  infant.  The  clot- 
ting time  was  greatly  prolonged,  the  bleeding  time 
moderately  increased,  the  prothrombin  time  normal, 
and  the  platelet  count  normal.  A diagnosis  of  hemo- 
philia appeared  satisfactory  since  the  father  con- 
sidered himself  a “bleeder”  from  early  childhood. 

Hemorrhagic  manifestations  in  the  twins  were 
relatively  mild  during  infancy.  There  were  cuta- 
neous hemorrhages  in  sites  exposed  to  injury  when 
the  infants  learned  to  walk.  There  was  persistent 
bleeding  from  the  mouth  in  one  twin  and  from  the 
nose  in  the  other  following  a slight  fall.  The  par- 
ents “controlled”  the  bleeding  in  a matter  of  hours 
with  application  of  fibrin  foam  and  freshly  cut  meat. 

In  1946  I observed  the  twins  for  the  first  time  with 
Dr.  Westley  M.  Hunt  in  the  course  of  treating  a 
severe  upper  respiratory-  infection  accompanied  by 
continuous  oozing  from  the  oral  cavity.  One  twin 
showed  petechiae  over  the  soft  palate,  the  other  a 
hematoma.  Each  showed  a soft  apical  systolic 
murmur.  There  was  no  enlargement  of  liver  or 
spleen.  Aureomycin  cleared  the  infection,  and 
whole  blood  transfusions  arrested  the  bleeding. 

In  1948,  blood  studies  revealed  rewarding  re- 
sults.1 The  clotting  times  ranged  from  fifty  to 


ninety-five  minutes;  bleeding  times  fifteen  to 
thirty-five  minutes;  fibrinogen  60  to  110  mg.  per 
cent;  prothrombin  times  normal;  platelets  260,- 
000  to  340,000  per  cu.  mm. ; clot  retraction  greatly- 
delayed;  capillary  resistance  diminished.  The  sedi- 
mentation rate  was  extremely-  low  since  fibrinogen 
is  a determining  factor  in  the  settling  process.  Puri- 
fied fibrinogen  solution  added  to  the  baby-’s  blood 
produced  a clot.  The  father’s  blood  fibrinogen  was 
100  mg.  per  cent,  the  clotting  time  twenty-four  min- 
utes, bleeding  time  eight  minutes,  platelets  210,000 
per  cu.  mm.,  and  prothrombin  normal.  The  moth- 
er’s blood  clotting  components  were  normal. 
The  parents  are  first  cousins.  One  of  the  great  un- 
cles died  at  twenty-four  years  of  age,  following 
hemorrhage  from  a leg  wound. 

Partial  absence  of  fibrinogen  now  established, 
attempts  were  made  to  maintain  normal  levels. 
Hemorrhagic  episodes  were  prevented  by  injecting 
each  twin  intraveneously  with  250  mg.  plasma  frac- 
tion I,  i.e.,  antihemophilic  globulin  containing  60 
per  cent  fibrinogen.  Such  replacement  therapy  was 
the  only  safeguard  against  congenital  susceptibility 
to  hemorrhage.  The  twins  progressed  normally-  dur- 
ing the  school  years  that  they  were  supervised  in 
this  country. 
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Special  Article 


THE  NEW  YORK  STATE  DISABILITY  BENEFITS  LAW  AND  THE 
PHYSICIAN  S PART  IN  ITS  SUCCESS 


Willis  Weeden,  M.D.,  and  Jacob  L.  Lochner,  Jr.,  M.D.,  Albany,  New  York 

{Medical  Director  and  Assistant  Medical  Director,  New  York  Stale  Workmen’s  Compensation  Board) 


nPHIS  article  is  written  and  published  to  bring  to 
the  attention  of  the  physicians  of  this  State  the 
pertinent  phases  of  the  State  Disability  Benefits 
Law,  in  the  hope  that  they  will  understand  fully 
their  important  part  in  its  successful  functioning. 
Theirs  is  the  necessity  for  filling  out  the  physician’s 
statement  of  disability  fully  and  with  professional 
accuracy,  so  as  to  avoid  the  difficulties  and  delays 
of  correspondence  to  obtain  necessary  further  partic- 
ulars as  to  the  disability.  By  filling  out  form  DB- 
300  or  DB-450,  as  the  case  may  be,  and  doing  this 
promptly,  the  physician  saves  his  own  time  and 
also  benefits  his  patient  by  avoiding  undue  delay 
in  the  payment  of  benefits  to  him. 

The  New  York  State  Disability  Benefits  Law  has 
been  in  effect  for  only  two  and  one-half  years.  It 
is  administered  by  the  chairman  of  the  Workmen’s 
Compensation  Board.  This  important  program  of 
social  insurance  gives  to  working  men  and  women  in- 
sured protection  against  a part,  at  least,  of  the  eco- 
nomic hazards  of  sickness  and  disability  not  incurred 
in  their  employment  by  affording  the  financial  as- 
sistance of  regular  insurance  payments  during  tem- 
porary sickness  and  disability.  This  program  is 
being  administered  without  the  creation  of  a new 
agency  of  government.  It  permits  the  continuation 
of  existing  voluntary  plans.  It  places  emphasis 
upon  the  use  of  existing  private  enterprise  to  fur- 
nish the  benefits  under  the  law.  Consequently,  this 
law  in  contrast  to  similar  plans  in  other  states  pro- 
vides the  very  minimum  of  government  interjection 
in  the  field  of  social  insurance.  An  employer  may 
set  up  a voluntary  plan  for  providing  benefits  to  his 
employes,  with  the  approval  of  the  chairman  of  the 
Workmen’s  Compensation  Board  as  to  the  adequacy 
of  the  plan  to  meet  the  statutory  requirements. 
Such  a voluntary  plan  may,  and  often  does,  provide 
benefits  beyond  those  required  by  law.  Sometimes 
medical  or  surgical  care  benefits  and  hospitalization 
are  provided. 

The  law  establishes  a system  of  cash  benefits 
payable  to  employes  disabled  as  a result  of  nonoccu- 
pational  injury  or  sickness  not  arising  out  of  and  in 
the  course  of  employment,  that  is,  not  compensable 
as  workmen’s  compensation.  Medical  care  is  not  re- 
quired to  be  provided  since  it  is  under  workmen’s 
compensation,  but  only  cash  benefits  partially  to 
replace  lost  wages.  Maximum  required  weekly  bene- 
fits are  $30,  computed  at  the  rate  of  50  per  cent  of 
weekly  earnings,  and  for  a maximum  disability  pe- 
riod of  thirteen  weeks  in  a twelve-month  period. 


The  weekly  benefit  rate  is  50  per  cent  of  the  em- 
ploye’s “average  weekly  wage.”  The  weekly  mini- 
mum benefit  is  $10,  but  if  the  average  weekly  wage 
is  less  than  $10,  the  benefit  is  the  amount  of  the 
average  weekly  wage. 

An  employe  of  a covered  employer  is  eligible  to 
receive  disability  benefits  as  follows: 

1.  For  disability  that  begins  during  employment 
or  within  four  weeks  following  termination  of  em- 
ployment where  a claimant  has  obtained  eligibility 
by  working  four  weeks  in  covered  employment. 
These  benefits  are  payable  by  the  employer  or  the 
employer’s  insurance  carrier. 

2.  For  disability  that  commences  more  than  four 
weeks  after  termination  of  employment  where  claim- 
ant meets  certain  statutory  requirements  with  re- 
gard to  unemployment  insurance  eligibility.  These 
benefits  are  payable  by  the  chairman  out  of  the 
Special  Fund  for  Disability  Benefits. 

It  should  be  understood  that  the  determination  of 
liability  for  payment  of  a claim — the  employer, 
directly  or  through  his  insurance  carrier,  or  the 
“Special  Fund” — depends  entirely  upon  where  the 
first  day  of  disability  occurred.  It  is  therefore  most 
important  that  the  physician  should  state  clearly 
the  date  in  his  report  on  which,  in  his  opinion,  the 
claimant  was  first  totally  disabled  and  unable  to 
work. 

There  is  a nonbenefit  waiting  period  of  the  first 
seven  days  of  disability.  Successive  disabilities 
caused  by  the  same  or  related  injury  or  sickness  are 
deemed  a single  period  of  disability,  and  the  second 
seven-day  waiting  period  is  therefore  eliminated  if 
separated  by  less  than  three  months. 

Disability  benefits  are  not  payable  while: 

1.  The  claimant  is  not  under  the  care  of  an  au- 
thorized physician. 

2.  For  any  period  of  disability  caused  by  or  aris- 
ing in  connection  with  a pregnancy,  except  any  such 
period  occurring  after  return  to  employment  with 
a covered  employer  for  a period  of  two  consecutive 
weeks  following  termination  of  such  pregnancy. 

3.  For  injuries  self-inflicted. 

4.  For  disabilities  resulting  from  injuries  or 
sickness  sustained  in  the  perpetration  of  an  illegal 
act. 

5.  For  disabilities  during  a period  of  unemploy- 
ment when  the  claimant  is  not  entitled  to  receive 
unemployment  insurance. 

6.  Disability  in  excess  of  thirteen  weeks  during 
any  fifty-two  consecutive  calendar  weeks. 
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DB-450 

NOTICE  ANO  PROOF  OF  CLAIM  FOR  DISABILITY  BENEFITS 
BY  EMPLOYED  CLAIMANT 

IMPORTANT:  THIS  FORM  IS  TO  BE  USED  ONLY  WHERE  CLAIMANT  IS  EMPLOYED  OR  HAS  BEEN  UNEMPLOYED 
NOT  MORE  THAN  4 WEEKS  WHEN  DISABILITY  OCCURS.  IF  UNEMPLOYED  MORE  THAN  4 WEEKS.  USE  FORM  DB-300. 

DOCTOR'S  STATEMENT 


I.  Claimant’s  Name...... . 2.  Age 

First  Middle  La** 

4.  Diagnosis: — . ■ ■ ■— 


a.  Claimant’s  Symptoms:.. 


3. 

□ Male 

□ Female 


b.  Objective  Findings:. 


5.  Operation  Indicated?  □ Yes  Q No  a.  Type  

6.  Enter  Dates  for  the  Following: 

a.  Date  of  your  first  treatment  for  this  disability 

b.  Date  of  your  most  recent  treatment  for  this  disability 

c.  Date  Claimant  was  unable  to  work  because  of  this  disability 

d.  Date  Claimant  will  be  able  to  perform  usual  work. 

a.  Date  Claimant  can  perform  any  other  work  _ _ ..  

7.  In  your  opinion,  is  this  disability  the  result  of  injury  arising  out  of  and  in  the 
course  of  employment  or  occupational  disease?  □ Yes  □ No 

Remarks: 


b.  Date 


Month  | Dey  | Year 

8.  Physician’s  Name  (please  print) _ 

a.  Office  address 

Number  Street  City  or  Town  Zone  Stete 

b.  Workmen’s  Compensation  Board  Authorization  number 

9.  Date 10.  Physician's  Signature 


CLAIM  FOR  BENEFITS 

IMPORTANT:  If  employed,  or  unemployed  not  more  than  4 weeks,  fill  out  this  claim,  address  and  mail  to  your  last  Employer 
or  his  Carrier.  If  unemployed  more  than  4 weeks,  use  Form  06-300. 

2.  My  Soci  a I Security  Number  is: 

I.  My  name  is 

(Pleat*  Print)  First  Middle  Lest 

3.  Address 


m 


Number  Street  City  or  Town 

4.  My  disability  is  (if  injury,  also  state  how  it  occurred) 


5.  I was  unable  to  work  due  to  this  disability  beginning  (give  first  full  day  not  worked) 

Mo.  Dey  Yr. 

6.  List  present  employer  (or  last  employer,  if  unemployed  less  than  4 weeks).  If  you  had  more  than  one  employer  during 

the  last  8 weeks  you  worked,  list  all  employers. 


Employer’s  Nama 

Address 

Average  Weekly 
Wage 

Last  Day  Worked 

Mo.  Day  Yr. 

$ 

I 

7.  Have  you  since  worked  for  wages  or  profit?  Q Yes  □ No  8.  My  job  is  or  was . 

Occupation  and  Badge  or  Clock  No. 

9.  I have  received  or  am  claiming  wages,  salary,  separation  pay.  benefits  or  damages  for  personal  injuries  for  the  period  covered 
by  this  claim,  such  as,  benefits  under  a workmen's  compensation  law.  unemployment  insurance  law,  old  age  and  survivor’s 
insurance,  the  maritime  doctrine  of  maintenance,  wages  and  cure  or  similar  benefits. Q Yes  □ No 

A.  If  "Yes"  is  checked,  the  weekly  amount  is  $ or  damages  claimed  are  $ . 


(Explain) — 

b.  if  "No"  is  checked,  are  you  subject  to  suspension  or  disqualification  under  Unemployment  Insurance  Law  for  the  period 


covered  by  this  claim □ Yes  □ No 

10.  I have  received  Disability  Benefits  for  another  period  (or  periods)  of  disability  since  July  I,  1950 □ Yes  Q No 


If  "Yes"  is  checked.  I was  paid  by 


For  the  Period  To  , - ... 

Date  Oat* 

.._For  the  Period To — . 

Data  Oat* 


I have  read  the  instructions  on  the  reverse  side.  I hereby  claim  Disability  Benefits  and  certify  that  for  the  period  covered 
by  this  claim  I was  disabled;  and  that  the  foregoing  statements,  including  any  accompanying  statements,  are  to  the  best  of 
my  knowledge  true  and  complete. 


Claim  signed  on 

Oat* 

0»  450  (440) 


Claimant  * Signature 


Fig.  1.  Form  DB-450  to  be  filled  out  when  the  claim  is  the  employer’s  liability. 
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Form  DB-300  to  be  filled  out  when  claimant  has  been  unemployed  for  more  than  four  weeks  prior  to  commencement  of  disability. 


1998 


WEEDEX  AND  LOCHXER 
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to  r 

L 


WORKMEN'S  COMPENSATION  BOARD 

STATE  OF  NEW  YORK 

POST  OFFICE  BOX  600,  ALBANY,  NEW  YORK 


~|  Re: 

Address:. 


Ckjimont 


Social  Security  No 

! Your  Statement  Dated. 


DB-311 


Dear  Doctor: 


REQUEST  FOR  ADDITIONAL  INFORMATION 
FROM  CLAIMANT'S  ATTENDING  PHYSICIAN 

Date. 


To  assist  us  in  mating  a proper  determination  of  a claim  for  Disability  Benefits  for  the  above  named  claimant  you  are  requested 
to  complete  only  *e  item(s)  checked  below.  PLEASE  SIGN  AND  RETURN  THIS  FORM  IMMEDIATELY. 


Claims  Bureau  — Disability  Benefits  Section 

By 


□ 


Operation  Indicated?  □ Yes  No.  a.  Type 

Enter  Dates  for  the  Following: 

□ a.  Date  of  your  first  treatment  for  this  disability  

C b.  Date  of  your  most  recent  treatment  for  this  disability  . 

□ e.  Date  Claimant  was  unable  to  work  because  of  this  disability 
C d.  Date  Claimant  will  be  able  to  perform  usual  work 

3]  e.  Date  Claimant  can  perform  any  other  work 


b.  Date. 


Month 

Ooy 

Yeor 

In  your  opinion,  is  this  disability  the  result  of  injury  arising  out  of  and  in  the 
course  of  employment  or  occupational  disease?  □ Yes  □ No 

Remarks: 


□ Other: 


Date 

Phyrsicion'l  S'Onotur# 


W.C.B.  Authorization  No 

Addresj 


RETURN  THIS  FORM  TO: 

WORKMEN'S  COMPENSATION  BOARD,  P.  O.  BOX  No.  600.  ALBANY,  N.  Y. 

Fig.  3.  Form  DB-311  to  be  filled  out  when  additional  information  is  needed  (not  usually  required). 


7.  Disability  during  which  the  employe  per- 
formed work  for  remuneration  or  profit. 

8.  Disability  for  which  the  employe  is  entitled 
to  receive  his  regular  wages  from  the  employer. 

9.  Disability  the  result  of  an  act  of  war. 


Disability  benefits  are  reduced  by  any  amount  of 
Federal  Old-Age  or  Survivors  Insurance  benefits  or 
by  annuity  or  pension  provided  by  the  same  em- 
ployer. 

Written  notice  of  disability  is  to  be  furnished  to 
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the  employer,  or  in  the  case  of  an  unemployed  claim- 
ant to  the  chairman,  within  fifteen  days  after  com- 
mencement of  the  period  of  disability.  Proof  of  such 
disability  shall  be  furnished  to  the  employer  or 
carrier,  or  in  the  case  of  an  unemployed  claimant  to 
the  chairman,  not  later  than  twenty  days  after  the 
commencement  of  the  period  of  disability  and  there- 
after from  time  to  time  as  the  employer  or  carrier 
or  chairman  may  require  but  not  more  often  than 
once  a week.  Such  proof  includes  a statement  of 
disability  by  the  employe’s  attending  physician. 
Any  delay  in  submitting  the  physician’s  prognosis 
results  in  delay  in  processing  the  claim  and  thus  de- 
lay in  making  payments  to  the  claimant. 

Physicians  authorized  to  render  medical  care  un- 
der the  Workmen’s  Compensation  Law  are  those 
whose  certificates  of  disability  are  acceptable  under 
the  Disability  Benefits  Law.  At  present  about 
25,000  physicians  are  authorized  under  the  Work- 
men’s Compensation  Law.  No  employe  is  entitled 
to  benefits  under  the  law  for  any  period  of  disabil- 
ity during  which  he  is  not  under  the  care  of  a physi- 
cian authorized  by  the  chairman  to  render  care  un- 
der the  Workmen’s  Compensation  Law.  It  there- 
fore behooves  every  physician,  not  now  authorized, 
to  apply  for  such  authorization  so  that  his  patient 
may  receive  disability  benefits  when  injured  or 
disabled.  Some  physicians  who  never  expected  to 
treat  patients  under  workmen’s  compensation  have 
not  applied  for  authorization,  but  they  are  now 
urged  to  apply  so  that  their  patients  may  be  eligible 
for  payment  of  disability  benefit  claims. 

The  medical  profession  is  the  key  to  successful 
administration  of  any  disability  benefits  program. 
The  attending  physician’s  statement  is  rendered  as 
proof  of  disability,  and  it  is  due  promptly  after  dis- 
ability begins.  The  prompt  filing  of  the  medical 
report  expedites  payment  of  the  claim.  In  any 
event  the  medical  report  must  be  filed  within  twenty 
days  after  commencement  of  disability.  The  form 
on  which  the  physician  reports  was  devised  by  a 
committee  consisting  solely  of  physicians  appointed 
by  the  State  Medical  Society.  It  is  extremely 
simple.  If  the  physician  completely  fills  out  this 
form,  he  is  usually  not  required  to  fill  out  any  further 
form.  It  is  most  important  that  the  attending 
physician  give  a prognosis  in  each  claim;  if  the 
prognosis  is  reasonable,  it  is  accepted.  The  most 
common  cause  at  the  present  time  for  further  in- 
formation being  sought  from  attending  physicians 
is  the  fact  that  the  attending  physician  did  not  in- 
dicate a prognosis.  Only  in  exceptional  cases  should 
it  be  impossible  for  a physician  to  give  any  prognosis 
whatever.  If  the  attending  physician  will  inquire 
of  his  patient  whether  or  not  he  is  employed  and,  if 
unemployed,  whether  or  not  he  has  been  unemployed 
for  more  than  four  weeks,  the  physician  will  know 
which  form  should  be  filled  out  and  thus  save  him- 
self the  trouble  of  having  to  fill  out  another  form. 
The  questions  for  the  physician  are  the  same  on 


both  forms.  DB-450  should  be  filled  out  when  the 
claim  is  the  employer’s  liability  and  DB-300  when 
the  claimant  has  been  unemployed  for  more  than 
four  weeks  prior  to  commencement  of  his  or  her 
disability  (Figs.  1 and  2).  Form  DB-311  is  not 
usually  required  if  either  DB-450  or  DB-300  has 
been  filled  out  completely  (Fig.  3). 

This  new  law  is  not  socialized  medicine.  It]  is 
not  compulsory  medical  care  insurance.  It  is  essen- 
tially group  accident  and  health  insurance  now 
made  available  to  employed  persons  generally. 
The  integrity  and  usefulness  of  this  new  program 
depends  largely  upon  physicians  who  treat  these 
claimants  as  private  patients  and  who  receive  their 
fees  from  them.  It  is  an  added  service  rendered  to 
the  patient.  Conscientious  cooperation  wall  do 
much  to  insure  the  success  of  the  disability  benefits 
program  and  perhaps  thus  quiet  the  demands  for 
socialized  medicine. 

It  should  be  noted  that  there  is  a substantial  dif- 
ference between  workmen’s  compensation  and  dis- 
ability benefits.  Although  workmen’s  compensa- 
tion is  a direct  payment  obligation,  each  case  goes 
to  “hearing”  before  a referee  of  the  Workmen’s 
Compensation  Board.  The  Disability  Benefits  Law 
likewise  requires  direct  payment  by  the  insurance 
carrier,  self-insured  employer,  or  the  Special  Dis- 
ability Fund,  but  only  when  there  is  a dispute 
is  the  claim  scheduled  for  hearing.  Under  this  pro- 
gram it  is  anticipated,  and  experience  thus  far  has 
demonstrated,  that  the  vast  majority  of  disability 
benefits  claims  are  paid  without  the  necessity  of  a 
“hearing.” 

It  is  important  that  the  attending  physician  de- 
termines accurately  the  first  day  of  disability.  This 
means  the  first  day  (in  the  physician’s  opinion)  that 
the  claimant  was  totally  disabled  and  physically 
unable  to  work.  This  is  important  because  the 
first  day  of  disability  governs  the  beginning  of  lia- 
bility of  the  employer,  carrier,  or  Special  Fund. 
The  furnishing  of  this  date  wall  expedite  and  sim- 
plify administration  and  avoid  the  need  for  hearings 
and  review.  The  physician’s  prognosis  is  the  chief 
factor  in  determining  the  duration  of  benefits. 
The  prognosis  should  be  given  in  “weeks”  wherever 
possible.  To  give  a prognosis  as  “indefinite”  or 
“do  not  know”  or  “not  determined”  necessitates 
further  inquiry  to  the  physician  and  thus  delays 
payment  of  continuing  benefits  in  view  of  the  open 
question  of  extent  of  disability.  The  law  requires 
a claimant  to  be  under  the  care  of  an  “authorized” 
physician  in  order  for  the  claim  to  be  paid.  Physi- 
cians are  urged  to  guard  against  abuse. 

Any  county  society  desiring  a fifteen  to  twenty- 
minute  talk  by  a representative  of  the  Workmen’s 
Compensation  Board  in  regard  to  the  Disability 
Benefits  Law  may  write  to  the  Medical  Director 
of  the  Workmen’s  Compensation  Board,  80  Center 
Street,  New  York  13,  New  York. 


Who  lives  content  with  little  possesses  everything. — Boileau 


NECROLOGY 


Henry  Bacon  Abbott,  M.D.,  of  Geneva,  died  on 
July  23  at  the  age  of  thirty-nine,  from  accidental 
shock  while  operating  a hand  drill  on  his  farm  north 
of  the  city.  Dr.  Abbott  received  his  medical  de- 
gree from  the  University  of  Michigan  in  1937  and 
interned  at  Kings  County  Hospital,  Brooklyn.  He 
did  postgraduate  work  in  ophthalmology  at  Long 
Island  College  Hospital,  and  was  assistant  surgeon 
at  Manhattan  Eye,  Ear  and  Throat  Hospital  be- 
fore joining  the  staff  at  Geneva  General  Hospital 
in  1942.  At  one  time  chief  of  the  medical  staff, 
Dr.  Abbott  was  attending  ophthalmologist  at 
Geneva  General  Hospital  and  consulting  ophthal- 
mologist at  Clifton  Springs  Sanitarium  and  the 
Barber  Hospital,  Lyons.  A Diplomate  of  the 
American  Board  of  Ophthalmology  and  a Fellow  of 
the  American  College  of  Surgeons,  he  was  a member 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Geneva  Academy  of  Medicine, 
the  Ontario  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Alvin  Behrens,  M.D.,  of  Brooklyn,  died  on  August 
3 at  his  home  after  a long  illness,  at  the  age  of  forty- 
eight.  Dr.  Behrens  was  graduated  from  the  Colum- 
bia University  College  of  Physicians  and  Surgeons 
in  1929  and  interned  at  the  Jewish  Hospital  of 
Brooklyn  and  the  Brooklyn  Eye  and  Ear  Hospital. 
A Diplomate  of  the  American  Board  of  Ophthal- 
mology, he  was  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Brook- 
lyn Ophthalmological  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Howard  Newton  Cooper,  M.D.,  of  Watertown, 
died  on  July  22  while  cruising  aboard  his  yacht 
through  the  Rideau  canal  and  Rideau  chain  of 
lakes  in  Ontario,  Canada,  at  the  age  of  fifty-eight. 
Dr.  Cooper  was  graduated  from  the  Cornell  Uni- 
versity College  of  Medicine  in  1920  and  interned  on 
the  surgical  staff  of  Bellevue  Hospital.  He  served 
with  the  medical  partnership  of  Gardner  and  Cooper 
until  1932,  when  he  continued  to  practice  by  him- 
self, and  later  in  partnership  with  Dr.  James  A. 
Montgomery.  Dr.  Cooper  was  chief  of  surgery  at 
the  Mercy  Hospital,  Watertown,  and  on  the  staff 
of  the  Lewis  County  General  Hospital,  Lowville, 
and  was  attending  surgeon  at  the  House  of  the 
Good  Samaritan,  Watertown,  where,  at  one  time,  he 
served  as  pathologist.  He  was  the  founder  of  the 
local  cancer  clinic  established  at  the  House  of  the 
Good  Samaritan,  chairman  of  the  Jefferson  County 
chapter  of  the  American  Cancer  Society,  and  a 
director  of  the  New  York  State  division  of  the 
American  Cancer  Society. 

A Diplomate  of  the  International  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons  and  a Fellow  of  the  International  College 
of  Surgeons,  Dr.  Cooper  was  a member  of  the  Cen- 
tral New  York  Surgical  Society,  the  Jefferson 


County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Michael  Joseph  Horan,  M.D.,  of  New  York 

City,  died  on  August  4 at  St.  Vincent's  Hospital 
after  a three  months’  illness,  at  the  age  of  seventy- 
five.  Dr.  Horan  received  his  medical  degree  from 
the  Medico-Chirurgical  College  of  the  University  of 
Pennsylvania  in  1907.  He  was  associate  professor 
of  clinical  surgery  at  Flower-Fifth  Avenue  Hospital 
and  was  president  of  the  medical  board  of  the  House 
of  Calvary,  Bronx.  Dr.  Horan  was  a member  of 
the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edgar  C.  Joyce,  M.D.,  of  Tuckahoe,  died  on  July 
28  in  Castle  Point  Veterans  Hospital,  Beacon,  at 
the  age  of  eighty-one.  Dr.  Joyce  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1895.  He  served  with  the 
Army  Medical  Corps  during  the  Spanish-American 
War  and  World  War  I,  with  the  rank  of  lieutenant 
colonel,  and  with  the  United  States  Maritime 
Sen,- ice  Medical  Corps  during  World  War  II,  with 
the  rank  of  lieutenant  commander. 

Erasmus  Arlington  Pond,  M.D.,  of  Brooklyn, 
died  on  July  8 in  St.  John’s  Hospital  at  the  age  of 
eighty-four.  Dr.  Pond  received  his  medical  degree 
from  the  Medical  School  of  the  University  of  Ver- 
mont in  1889,  and  did  postgraduate  work  at  Har- 
vard University  and  Bellevue  Hospital. 

He  was  formerly  chief  of  staff  of  ophthalmology 
at  West  Side  Hospital,  Manhattan,  and  had  been 
associated  with  the  New  York  Post-Graduate  Hos- 
pital and  the  Manhattan  Eye  and  Ear  Hospital. 
During  World  War  I,  he  served  as  a Selective 
Service  aide.  Dr.  Pond  devoted  many  years  to 
research  and  writing  and  the  treatment  of  clinical 
patients,  and  developed  a serum  used  in  treating 
partial  atrophy  of  the  optic  nerve.  A Fellow  of  the 
New  York  Academy  of  Medicine,  Dr.  Pond  was  a 
member  of  the  New  York  Golfing  Physicians,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Sherwood  Volkert  Whitbeck,  M.D.,  of  Hudson, 
died  on  July  23  in  the  Columbia  Memorial  Hospital, 
at  the  age  of  seventy-four.  Dr.  Whitbeck  was 
graduated  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1901  and  in- 
terned at  Sloane  Hospital  and  Roosevelt  Hospital, 
New  York  City.  He  was  honorary  chief  of  staff  of 
the  Columbia  Memorial  Hospital.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Whitbeck  was  a 
member  and  former  president  of  the  Columbia 
County  Medical  Association,  and  a member  of  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


2000 


FORTY-SEVENTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 


SIXTH  DISTRICT  BRANCH 

Wednesday,  September  16,  1953 
Arlington  Hotel 
Binghamton,  New  York 


Afternoon  Session 

2:45  p.m. — Registration 

3:00  p.m. — Panel  Discussion:  “Recent  Approaches 
to  Health  Problems  in  Patients  Past 
Fifty” 

Henry  V.  Morelewicz,  M.D.,  chief,  De- 
partment of  Physical  Medicine  and 
Rehabilitation,  University  of  Buf- 
falo, Chronic  Disease  Research  In- 
stitute, Moderator 

1.  “Medical  Aspects” 

Harold  M.  Robins,  M.D.,  assistant 
physician,  Meyer  Memorial  Hos- 
pital; clinical  assistant,  Buffalo 
General  Hospital 

2.  “Surgical  Aspects” 

Harry  W.  Hale,  Jr.,  M.D.,  instructor 
in  surgery,  University  of  Buffalo 
School  of  Medicine 

3.  “Urologic  Aspects” 

Franklin  C.  Farrow,  M.D.,  clinical 
professor  of  urology,  University  of 
Buffalo  School  of  Medicine;  at- 
tending in  urology,  St.  Francis 
and  Meyer  Memorial  Hospitals 

5:00  p.m. — Business  meeting 

Election  of  officers 
Cocktail  hour 

7:00  p.m. — Smorgasbord  dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York, 
the  Sixth  District  Branch,  and  the 
county  medical  societies 
Address  by  Andrew  A.  Eggston,  M.D., 
Mount  Vernon,  president,  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Thomas  M. 
d ’Angelo,  Flushing,  president, 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 


“The  Rehabilitation  of  the  Cardiac” 
Simon  Dack,  M.D.,  chief  of  Cardiac 
Clinic  and  assistant  attending  in 
cardiology,  Mt.  Sinai  Hospital;  lec- 
turer in  medicine,  College  of  Phy- 
sicians and  Surgeons  of  Columbia 
University 


Woman’s  Auxiliary 

A business  meeting  of  the  Woman’s  Auxiliary  will 
be  held  at  the  Arlington  Hotel,  Binghamton,  at 
2:00  p.m.  followed  by  tea. 


Officers — Sixth  District  Branch 

President Elton  R.  Dickson,  M.D., 

Binghamton 

First  Vice-President. . . . Gilbert  M.  Palen,  M.D., 

Margaretville 

Second  Vice-President.  James  Greenough,  M.D., 


Oneonta 

Secretary James  L.  Palmer,  M.D., 

Binghamton 

Treasurer C.  Stewart  Wallace, 

M.D.,  Ithaca 


Presidents  of  Component  County  Societies 


Broome Mark  H.  Williams,  M.D.,  Bingham- 

ton 

Chemung.  William  J.  Cusick,  M.D.,  Elmira 
Chenango  H.  Lynn  Wilson,  M.D.,  Norwich 
Cortland. . . . William  A.  Shay,  M.D.,  Cortland 
Delaware.  . Robert  H.  Gelder,  M.D.,  Sidney 

Otsego Walter  D.  Luft,  M.D.,  Milford 

Schuyler.  . . Milton  J.  Daus,  M.D.,  Watkins  Glen 

Tioga Seymour  M.  Bulkley,  M.D.,  Spencer 

Tompkins. . . C.  Paul  Russo,  M.D.,  Ithaca 
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DISTRICT  BRANCH  PROGRAMS 
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THIRD  DISTRICT  BRANCH 

Thursday,  September  17,  1953 
Governor  Clinton  Hotel 
Kingston,  New  York 


Morning  Session 

9:00  a.m. — Registration 

10:00  a.m. — Clinicopathologic  Conference,  pre- 
sented by  the  staffs  of  the  Kingston 
and  Benedictine  Hospitals 

12:00  Noon — Luncheon 

Introduction  of  officers  of  the  Medi- 
cal Society  of  the  State  of  New 
York 

Address  by  Dan  Mellen,  M.D., 
Rome,  president-elect,  Medical  So- 
ciety of  the  State  of  New  York 
Remarks  by  Mrs.  Thomas  M. 
d ’Angelo,  Flushing,  president, 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 

Afternoon  Session 

2:00  p.m. — “The  Role  of  the  Practicing  Physician 
in  the  New  York  State  Department 
of  Health  Program” 

Herman  E.  Hilleboe,  M.D.,  Commis- 
sioner, New  York  State  Depart- 
ment of  Health 

3:00  p.m. — “A  Report  on  Antibacterial  Sub- 
stances” 

Paul  A.  Bunn,  M.D.,  Department  of 
Medicine,  State  University  of  New 
York  College  of  Medicine  at  Syra- 
cuse 

4:00  p.m. — “Cinefluorographic  Studies  in  Congeni- 
tal Heart  Disease” 

Raymond  Gramiak,  M.D.,  fellow  in 
cinefluorography,  University  of 


Rochester  School  of  Medicine  and 
Dentistry 
5 : 00  p.m. — Cocktail  hour 

Compliments  of  the  Medical  Society 
of  the  County  of  Ulster  and  the 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Ulster 

Officers — Third  District  Branch 

President John  H.  Wadsworth,  M.D., 

Cobleskill 

Ranald  E.  Mussey, 
M.D.,  Troy 

Everett  A.  Jacobs,  M.D., 
Hudson 

Henry  Joseph  Noerling, 
M.D.,  Valatie 
William  M.  Rapp,  M.D., 
Catskill 

Presidents  of  Component  County  Societies 


Albany John  G.  McKeon,  M.D., 

Albany 

Columbia Henry  J.  Noerling,  M.D., 

Valatie 

Greene Solomon  Yarvin,  M.D., 

Coxsackie 

Rensselaer Henry  F.  Albrecht,  Jr., 

M.D.,  Troy 

Schoharie Virginia  Oliver,  M.D., 

Cobleskill  (.acting) 

Sullivan Victor  G.  Bourke,  M.D., 

Livingston  Manor 

Ulster Jack  Lehner,  M.D., 

Kingston 


First  Vice-President .... 
Second  Vice-President. . 

Secretary 

Treasurer 


EIGHTH  DISTRICT  BRANCH 


Wednesday,  September  23,  1953 
New  Medical-Dental  School  Building 
University  of  Buffalo 
Main  Street  at  Bailey 
Buffalo,  New  York 


Afternoon  Session 

1 :30  p.m. — Registration 

2:00  p.m.—1 “Problems  in  the  Management  of  Pan- 
creatic Disease” 

William  F.  Lipp,  M.D.,  assistant  clini- 
cal professor  of  medicine,  Univer- 
sity of  Buffalo  School  of  Medicine 

2:45  P.m. — “Recent  Advances  in  the  Treatment  of 
Coronar3'  Occlusion” 

Arthur  M.  Master,  M.D.,  cardiologist, 
Mt.  Sinai  Hospital ; associate  clini- 
cal professor  of  medicine,  College  of 
Physicians  and  Surgeons  of  Colum- 
bia University 

3:30  p.m. — “Treatment  of  Hand  Injuries” 

George  S.  Phalen,  M.D.,  assistant  pro- 
fessor of  orthopedic  surgery,  Frank 


E.  Bunts  Educational  Institute, 
Cleveland  Clinic  Foundation 
4:15  p.m. — “Pathologic  Considerations  in  the  Use 
and  Abuse  of  Antibiotics” 

Milton  G.  Bohrod,  M.D.,  chief  pa- 
thologist and  director  of  laboratories, 
Rochester  General  Hospital 
5:00  p.m. — Business  meeting 

Election  of  officers 

Evening  Session  (Hotel  Statler) 

7 : 00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Andrew  A.  Eggston,  M.D., 
Mount  Vernon,  president,  Medical 
Society  of  the  State  of  New  York 
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Remarks  by  Mrs.  Thomas  M. 
d’Angelo,  Flushing,  president, 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Honorable  Daniel  A.  Reed, 
Dunkirk,  U.S.  Representative,  45th 
District 

Members  of  the  Woman's  Auxiliary 
are  invited  to  attend  the  dinner. 

Officers — Eighth  District  Branch 


President Sydney  L.  McLouth,  M.D., 

Corfu 

Vice-President..  Elmer  T.  McGroder,  M.D.,  Buf- 
falo 

Secretary Clyde  L.  Wilson,  M.D.,  James- 

town 

Treasurer Wilfrid  M.  Anna,  M.D.,  Lockport 


Presidents  of  Component  County  Societies 


Allegany Leon  F.  Roper,  M.D.,  Belmont 

Cattaraugus...  James  W.  Taft,  M.D.,  Little 
Valley 

Chautauqua...  Donald  D.  Trantum,  M.D., 
Jamestown 

Erie William  J.  Orr,  M.D.,  Buffalo 

Genesee Joseph  S.  Diasio,  M.D.,  Oakfield 

Niagara , Peter  J.  Sciarrino,  M.D.,  Niagara 

Falls 

Orleans Walter  Shifton,  M.D.,  Albion 

Wyoming Charles  0.  Wagenhals,  M.D.,  War- 

saw 


SEVENTH  DISTRICT  BRANCH 

Thursday,  September  24,  1953 
Eastman  Kodak  Company,  Building  28,  Kodak  Park 
Rochester,  New  York 


Morning  Session 

9 : 30  a.m. — Tour  of  Kodak  Park  Division  of  East- 
man Kodak  Company 
Wives  and  guests  will  join  the  mem- 
bers of  the  Seventh  District  Branch 
11:30  a.m. — “Relationship  of  Industrial  Medicine 
to  Medical  Practice” 

James  H.  Sterner,  M.D.,  medical  di- 
rector, Eastman  Kodak  Company 
John  L.  Norris,  M.D.,  medical  direc- 
tor, Kodak  Park  Works 
Gordon  M.  Hemmett,  M.D.,  medical 
director,  Hawk-Eye  Works 
12:30  p.m. — Business  meeting 

Election  of  officers 
Samuel  A.  Munford,  M.D.,  Clifton 
Springs,  president,  Seventh  Dis- 
trict Branch,  presiding 

1:00  p.m. — Luncheon 

Courtesy  of  Eastman  Kodak  Com- 
pany 

Wives  and  guests  will  join  the  mem- 
bers of  the  District  Branch 
Introduction  of  officers  of  the  Medi- 
cal Society  of  the  State  of  New 
York 

Address  by  Andrew  A.  Eggston, 
M.D.,  Mount  Vernon,  president, 
Medical  Society  of  the  State  of 
New  York 

Remarks  by  Mrs.  Thomas  M. 
d’Angelo,  Flushing,  president, 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 

Afternoon  Session 

2:00  p.m. — “The  Recognition  of  Asymptomatic 
Disease” 


Edgar  Hull,  M.D.,  chairman,  Depart- 
ment of  Medicine,  Louisiana  State 
University  School  of  Medicine, 
New  Orleans,  Louisiana 
3 : 00  p.m. — Clinicopathologic  Conference 

Clinical  History  and  Discussion 
Edgar  Hull,  M.D.,  with  audience 
participation 

Pathologic  Findings  and  Discussion 
Milton  G.  Bohrod,  M.D.,  chief 
pathologist  and  director  of  labo- 
ratories, Rochester  General  Hos- 
pital 

Officers — Seventh  District  Branch 

President Samuel  A.  Munford, 

M.D.,  Clifton  Springs 

First  Vice-President ...  . Glenn  C.  Hatch,  M.D., 

Penn Yan 

Second  Vice-President.  . Everet  H.  Wood,  M.D., 


Auburn 

Secretary Eldred  J.  Stevens,  M.D., 

Hammondsport 

Treasurer Joseph  A.  Lane,  M.D., 

Rochester 

Presidents  of  Component  County  Medical  Societies 

Cayuga Joseph  H.  Dwindle,  M.D.,  Auburn 

Livingston.  . Julia  A.  Delehanty,  M.D.,  Geneseo 

Monroe Christopher  Parnall,  Jr.,  M.D., 

Rochester 

Ontario Philip  M.  Standish,  M.D.,  Canandai- 

gua 

Seneca William  K.  Major,  M.D.,  Waterloo 

Steuben.  . . . Steven  E.  Pieri,  M.D.,  Corning 

Wayne James  D.  Tyner,  M.D.,  Newark 

Yates William  P.  Rhudy,  M.D.,  Penn  Yan 


MEDICAL  NEWS 


American  Medical  Education  Foundation — Con- 
tributors to  tie  American  Medical  Education 
Foundation  for  June.  1953.  from  New  York  State 
were:  Auburn — Drs.  Augustus  B.  Chidester,  Ber- 
nard L.  Cullen.  Ralph  W.  Getty.  Frank  A.  Graceffo. 
Joseph  F.  Graceffo.  Frank  M.  Holcombe.  Richard  H. 
M.  Joachim.  William  Murray.  A.  John  Oliker.  Wil- 
liam W.  Robertson.  Leonard  W.  Sincerbeaux.  Thomas 
D.  Stapleton.  Robert  J.  Thomas.  Ronald  J.  Walker, 
Everet  H.  Wood,  and  Robert  P.  Worden. 

Also:  Bronx — Drs.  Abraham  J.  Fleischer.  John 
V.  Gazzola.  David  Greenberg.  Bertram  S.  Kramer, 
and  Joseph  Rohr;  Cato — Dr.  Max  L.  Fox;  .Yew 
York  CUy — Dr.  William  H.  Miller;  Uiica — Dr. 
Xaultoli  M.  Levine:  Watertoicn — -Drs.  James  L. 
Crossley  and  James  A.  Fitzgerald;  TTeedsport — Dr. 
Clinton  E.  Goodwin,  and  Fair  Haren — Dr.  G.  Bay- 
ard Hanford. 

Grants-in-Aid — Grants  to  nine  medical  schools  in 
Xew  York  State,  totaling  S21S.04S.  have  been  an- 
nounced by  the  Xational  Fund  for  Medical  Educa- 
tion. with  the  largest  amount  going  to  the  Xew  York 
University  College  of  Medicine.  The  fund  was 
established  in  1949  primarily  to  help  schools  initiate 
teaching  experiments,  fill  teaching  vacancies,  and 
retain  valuable  teaching  personnel,  although  the 
grants  are  unrestricted. 

Other  schools  which  will  share  in  the  aid  are: 
.Albany  Medical  College.  State  University  Colleges 
of  Medicine  at  Xew  York  and  Syracuse.  Univer- 
sity of  Buffalo  School  of  Medicine.  University  of 
Rochester  School  of  Medicine  and  Dentistry,  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons. Cornell  University  Medical  College,  and  Xew 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals. 

Research  Applications  Accepted  by  American 
Heart  Association — Applications  are  being  accepted 
by  the  American  Heart  .Association  for  awards  for 
research  to  be  conducted  during  the  year  beginning 
July  1.  1954.  Awards  are  made  for  acceptable  pro- 
jects by  experienced  investigators  who  give  promise 
of  accumulating  useful  new  information. 

Those  who  are  interested  should  write  to:  Medical 
Director.  .American  Heart  .Association.  44  East  23rd 
Street.  Xew  York  10.  Xew  York. 

James  Picker  Foundation  for  Radiologic  Research 

— Doctors  engaged  in  projects  designed  to  broaden 
the  uses  of  radiology  are  eligible  for  assistance  from 
the  James  Picker  Foundation,  which  has  provided 
funds  for  advanced  research  in  radiologic  methods  of 
diagnosis  or  treatment  of  diseases  since  1947.  Quali- 
fied applicants  from  any  country  in  the  world  may 
submit  their  proposed  studies  in  outline  form  to  the 
Xational  Research  Council  in  Washington,  D.C., 
where  they  will  be  reviewed  and  passed  on.  From 
there,  all  applications  are  sent  to  the  board  of  di- 
rectors of  the  James  Picker  Foundation,  which 
makes  final  selections,  usually  in  April. 

.Among  studies  aided  by  the  Foundation  have 
been  those  for  improving  x-ray  pictures  of  internal 
organs,  developing  x-ray  treatment  of  cancer  and 


related  diseases,  and  radiographic  examination  of 
prehistoric  bone  structure  in  determining  the  origin 
of  disease.  Applicants  for  grants-in-aid  and  fellow- 
ships should  write  to:  James  Picker  Foundation. 
Inc.,  The  Hanover  Bank.  Trustee,  70  Broadway, 
Xew  York  4,  Xew  York. 

Medical  Essay  Contest — "Recent  Advances  in 
Cardiac  Surgery"  has  been  designated  the  subject  of 
this  year's  essay  contest  for  the  Caleb  Fiske  Prize, 
one  of  .America's  oldest  medical  essay  competitions. 
A cash  prize  of  $250  is  offered. 

Papers  must  be  typewritten,  double  spaced,  and 
should  not  exceed  10.000  words.  Complete  informa- 
tion may  be  obtained  from  the  Secretary.  Caleb 
Fiske  Fund.  Rhode  Island  Medical  Society,  106 
Francis  Street,  Providence  3,  Rhode  Island. 

Award  for  Reporting  on  Heart  Disease — Entries 
are  being  received  for  the  second  annual  Howard  W. 
Blakeslee  Award  of  $1,000  for  outstanding  scientific 
reporting  in  the  field  of  heart  and  blood  vessel  dis- 
eases. These  must  not  be  postmarked  later  than 
January  15.  1954. 

The  award  will  go  to  the  person  who  contributed 
most  to  the  public  understanding  of  heart  and  cir- 
culatory diseases  during  1953  through  any  medium 
of  mass  communication,  including  newspapers, 
magazines,  radio,  television,  films,  or  books.  The 
first  presentation  of  the  award,  which  was  named  for 
the  late  science  editor  of  the  .Associated  Press  who 
died  of  heart  disease,  was  made  to  Wade  .Arnold, 
executive  producer  of  the  Xational  Broadcasting 
Company,  for  his  documentary  radio  program, 
“Only  One  to  a Customer.-' 

This  year's  winner  will  be  announced  at  the  annual 
meeting  of  the  American  Heart  Association  in  Chi- 
cago, April,  1954.  Entry  blanks  and  additional  in- 
formation may  be  obtained  from  the  Chairman, 
Managing  Committee.  Howard  W.  Blakeslee  Award, 
American  Heart  Association,  44  East  23rd  Street, 
Xew  York  10.  New  York. 

1954  College  Essay  Award — The  Board  of  Re- 
gents of  the  American  College  of  Chest  Physicians 
offers  three  awards  to  be  given  annually  for  the  best 
original  contribution  submitted  by  a medical  stu- 
dent studying  for  the  degree  of  doctor  of  medicine, 
on  any  phase  relating  to  the  diagnosis  and  treatment 
of  chest  disease.  The  first  prize  will  be  $250  and  a 
certificate,  and  the  second  and  third  prizes  will  be 
certificates  of  merit.  The  essay  award  is  open  to  all 
medical  students  in  accredited  medical  schools 
throughout  the  world. 

The  winning  essays  will  be  announced  at  the 
twentieth  annual  meeting  of  the  American  College 
of  Chest  Physicians  to  be  held  in  San  Francisco. 
California,  June  17  to  20.  1954.  All  manuscripts 
will  become  the  property  of  the  .American  College 
of  Chest  Physicians  and  will  be  referred  to  the  edi- 
torial board  of  the  College  journal.  Diseases  of  the 
Chest,  for  consideration. 

Five  copies  of  the  manuscript  typewritten  in 
English,  double  spaced,  should  be  submitted  to  the 
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Announcing 


Two  New  Dencotar®  Products 
Containing  Specially  Processed  Crude  Coal  Tar 


SPECIAL  PROCESS 

....  KAnlacular  Irritants 


1.  Removes  

2 Removes  Inert  Sludge 

3.  Combines  Tarw'^1  aVegetableOil  in  which 

is  Produced  Ozonides 


“tNCOTA* 

OlNTMSNf 


Dencotar  Ointment  lA  oz 


Dencotar  Shampoo  4 oz. 


Dencotar  Ointment: 

A neiv  tar  ointment  that  is  not  messy  or 
unpleasant  to  use.  It  contains  specially 
processed  crude  coal  tar  in  a new  type  cos- 
metic base  with  starch.  Will  not  stain  skin 
or  clothing.  It  is  non-greasy.  The  special 
base  and  the  processing  of  the  tar  brings 
maximum  therapeutic  effects  with  mini- 
mum amount  of  tar.  Dencotar  Ointment 
is  safe,  clean  and  more  efficacious  than 
ordinary  crude  coal  tar  preparations. 

Indications:  For  all  skin  conditions  requir- 
ing tar:  Eczema  — subacute  or  chronic  — 
nummular  eczema,  psoriasis,  atopic  derma- 
titis, neurodermatitis,  seborrheic  dermatitis 
and  all  chronic  dermatoses,  with  or  with- 
out itching. 


Formula:  Menthol,  .125%;  precipitated 
sulphur,  1%;  specially  processed  crude 
coal  tar  1.5%;  starch  5%;  non-greasy, 
water  miscible  base,  Qs. 


Dencotar  Shampoo: 

A delightful  shampoo  for  cleansing  hair 
and  scalp  and  for  removal  of  loose  dan- 
druff. It  may  be  used  on  oily  or  dry  scalp 
and  hair.  New  Dencotar  Shampoo  contains 
a specially  processed  crude  coal  tar  in  a 
castile  soap  base.  Will  not  stain  hair. 

In  seborrhea  of  the  scalp  it  is  suggested 
that  Dencotar  Shampoo  be  used  in  conjunc- 
tion with  Dencotar  Ointment. 


Reference.-  Fanburg,  S.  J.,  Journal  of  the  Medical 
Society  of  New  Jersey,  Vol.  49,  E 56,  Feb.  1952. 


Samples  and  literature  on  request 

The  Denver  Chemical  Mfg.  Co.,  Inc.  Dept.  (DA-39)  163  Varick  Street,  New  York  1 3,  N.  Y. 
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Executive  Director,  American  CoUege  of  Chest 
Physicians,  112  East  Chestnut  Street.  Chicago  11, 
Illinois,  not  later  than  March  15,  1954.  Identifica- 
tion of  the  author  shall  be  a motto  or  other  device  on 
the  title  page  and  a sealed  envelope  bearing  the  same 
motto  on  the  outside  enclosing  the  name  and  address 
of  the  author.  A letter  from  the  dean  or  chairman 
of  the  department  of  medicine  of  the  medical  school 
certifying  that  the  author  is  a medical  student  study- 
ing for  a degree  of  doctor  of  medicine  and  that  the 
contents  represent  original  work  must  accompany 
the  manuscript. 

Hospital  Construction  in  New  York  State — The 

status  of  the  Hill-Burton  grants  in  New  York  State 
as  of  July  21,  1953,  is: 

Projects  which  have  been  approved  for  Hill- 
Burton  grants  are:  St.  Elizabeth’s  Hospital,  Utica, 
at  an  estimated  total  cost  of  $286,263  of  which  the 
approved  Federal  share  will  be  $95,421. 


Completed  and  in  operation  are  57  projects  at  a 
total  cost  of  $43,866,865,  including  Federal  contri- 
bution of  $14,100,074  and  supplying  2,760  additional 
beds.  Under  construction  are  14  projects  at  a 
total  cost  of  $26,772,197,  including  a Federal  contri- 
bution of  $6,184,266  and  designed  to  supply  1,242 
additional  beds. 

Approved  but  not  yet  under  construction  are  ten 
projects  at  a total  cost  of  $18,045,897,  including 
$4,844,282  Federal  contribution  and  designed  to 
supply  1,050  additional  beds. 

American  Board  of  Obstetrics  and  Gynecology — 

Physicians  from  New  York  State  who  have  been 
certified  by  the  American  Board  of  Obstetrics  and 
Gynecology  include  the  following  additional 
names:  Dr.  Sidney  L.  Arje,  St.  Albans;  Dr.  Paul 
K.  Birtch,  Buffalo;  Dr.  Stephen  L.  Daly,  Free- 
port; Dr.  William  A.  Dickson,  Jamestown;  Dr. 
Max  L.  Hammerschlag,  Bronx,  and  Dr.  Samuel 
Carlyle  Trattler,  Xew  York  City. 


MEETINGS 


FUTURE 


International  College  of  Surgeons 

The  United  States  and  Canadian  chapters  of  the 
International  College  of  Surgeons  will  hold  their 
eighteenth  annual  congress  at  the  Waldorf-Astoria 
Hotel,  Xew  York  City,  September  13  through  Sep- 
tember 17. 

Speakers  from  Xew  York  will  be:  Dr.  Joseph  F. 
Artusio,  associate  professor  of  surgery,  Cornell  Uni- 
versity Medical  College;  Dr.  Francis  A.  Beneventi, 
clinical  professor  of  urology,  Xew  York  Polyclinic 
Medical  School  and  Hospital:  Dr.  Arthur  J.  Bedell, 
emeritus  professor  of  ophthalmology.  Albany  Medi- 
cal College;  Dr.  Ernest  W.  Bergmann:  Dr.  Charles 
S.  Cameron,  vice-president,  American  Cancer  So- 
ciety ; Dr.  Ramon  Castroviejo,  professor  of  ophthal- 
mology. Xew  York  University  Medical  School;  Dr. 
Lester  L.  Coleman,  associate  attending  surgeon, 
Manhattan  Eye,  Ear  and  Throat  Hospital;  Dr. 
John  Marquis  Converse,  associate  professor  of  clini- 
cal surgery,  Xew  York  University  College  of  Medi- 
cine. 

.Also:  Dr.  Herbert  Conway,  associate  professor  of 
clinical  surgery,  Cornell  University  Medical  College ; 
Dr.  Irving  Cooper,  assistant  professor  of  neuro- 
surgery, Xew  York  University  Post-Graduate 
School  of  Medicine ; Dr.  Simon  Dack,  chief,  cardiac 
clinic,  Mt.  Sinai  Hospital;  Dr.  Aaron  X.  Gorelik, 
assistant  thoracic  surgeon,  Metropolitan  Hospital; 
Dr.  David  Graubard,  assistant  visiting  orthopedic 
surgeon,  Kingston  Avenue  Hospital;  Dr.  Monroe 
Greenberger,  attending  urologist,  Sea  view  Hospital; 
Dr.  Pasquale  A.  Greco,  instructor  in  urology,  Uni- 
versity of  Buffalo  School  of  Medicine;  Dr.  Julius 
Haas,  attending  orthopedic  surgeon,  Montefiore 
Hosptial:  Dr.  Howard  W.  Halfman.  Congers;  Drs. 
Sidney  Gross  and  Anthony  Jerome.  Plastic  Surgery 
Department  of  Xew  York  Hospital;  Dr.  A.  Kan- 
trowitz,  adjunct  surgeon,  Montefiore  Hospital;  Dr. 
Milton  Klein;  Dr.  Henry  H.  Kessler,  clinical  pro- 
fessor of  rehabilitation.  Xew  York  Medical  College. 

Also:  Dr.  Lester  Knapp,  assistant  professor  of 
proctology,  University  of  Buffalo  School  of  Medi- 
cine; Dr.  Maurice  Lenz,  professor  of  clinical  radi- 
ology, Columbia  University  College  of  Physicians 
and  Surgeons;  Dr.  Oswald  S.  Lowsley,  consultant 
in  urology,  James  Buchanan  Brad}'  Foundation, 
Xew  York  Hospital;  Dr.  George  X.  Papanicolaou, 
professor  of  clinical  anatomy,  emeritus,  Cornell 


University  Medical  College;  Dr.  R.  Townley  Paton, 
surgeon  director,  Manhattan  Eye,  Ear  and  Throat 
Hospital;  Dr.  Gerald  H.  Pratt,  associate  clinical 
professor  of  surgery,  Xew  York  University  College 
of  Medicine:  Dr.  Cornelius  P.  Rhoads,  professor  of 
pathology,  Cornell  University  Medical  College;  Dr. 
Henry  Rieter,  consultant  surgeon,  University  Hos- 
pital; Dr.  Stuart  T.  Ross,  lecturer  in  proctology, 
Xew  York  Polyclinic  Medical  School  and  Hospital; 
Dr.  E.  A.  Rovenstine,  professor  of  anesthesiology 
and  chairman  of  the  department,  Xew  York  L*ni- 
versity  Post-Graduate  Medical  School;  Dr.  George 
E.  Slotkin,  associate  professor  of  urology,  University 
of  Buffalo  School  of  Medicine. 

Also:  Dr.  Frank  R.  Smith,  associate  clinical  pro- 
fessor of  obstetrics  and  gynecology,  Cornell  Univer- 
sity Medical  College;  Dr.  Richard  B.  Stark,  Plastic 
Surgery  Department,  Xew  York  Hospital:  Dr. 
Clarence  R.  Straatsma,  assistant  professor  of  rhino- 
plastic  surgery,  Xew  York  Medical  College:  Dr. 
Morris  Turell;  Dr.  Stanley  L.  Wang,  James 
Buchanan  Brady  Foundation.  Department  of 
Urology,  Xew  York  Hospital;  Dr.  Willet  F.  Whit- 
more, assistant  professor  of  clinical  surgery.  Depart- 
ment of  Urology,  Cornell  University  Medical  Col- 
lege; Dr.  Walter  D.  Woodward,  instructor  in 
psychiatry,  Cornell  University  Medical  College. 

Doctors  from  Xew  York  who  will  participate  in 
study  clubs,  round  tables,  discussions,  and  clinics 
are:  Dr.  John  J.  .Ambler,  neurosurgeon,  St.  Yin- 
cent’s  Hospital;  Dr.  Walter  S.  Atkinson,  associate 
clinical  professor  of  ophthalmology,  Xew  York  Uni- 
versity Post-Graduate  Medical  School:  Dr.  Horace 
E.  Ayers,  emeritus  professor  of  obstetrics  and 
gynecology,  Xew  York  Medical  College;  Dr.  Con- 
rad Behrens,  ophthalmic  surgeon,  Xew  York  Eye 
and  Ear  Infirmary ; Dr.  Henry  H.  Beinfield,  instruc- 
tor in  otolaryngology.  Long  Island  College  of  Medi- 
cine; Dr.  Max  Chamlin,  clinical  assistant  and  pro- 
fessor of  ophthalmology,  Xew  Y’ork  University 
Post-Graduate  Medical  School;  Dr.  J.  Gordon 
Cole,  senior  assistant  plastic  surgeon.  Xew  York 
Eye  and  Ear  Infirmary;  Dr.  Vincent  J.  Collins,  di- 
rector, Department  of  Anesthesia,  St.  Vincent's  Hos- 
pital; Dr.  David  M.  Bosworth,  professor  and  di- 
rector of  orthopedic  surgery,  Xew  York  Polyclinic 
Medical  School  and  Hospital. 
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2007 


1 


when  patients  are 


// 

or 


urK&truYKg". 


TABLETS  AND  ELIXIR 


Each  tablet  or  spoonful 
(5  c.c.)  contains: 

Mephenesin  250.0  mg. 

d-Amphetamine  phosphate 

(dibasic)  2.5  mg. 

Butabarbital  8.0  mg. 

Bottles  of  50,  100,  and  1000  tablets. 
Elixir:  Bottles  of  8 oz. 


TRIPLE-ACTING  to  produce 
neuromuscular  relaxation  and 
promote  tranquility,  thus  breaking 
the  chain  of  fatigue,  aches  and  pains, 
depression,  and  the  numerous  other 
symptoms  associated  with  tension. 


A PRODUCT  OF  REED  & CARNRICK 

A trusted  name  since  1860  JERSEY  CITY  6,  N.  J.  TORONTO,  ONT.,  CAN. 


200S 


MEDICAL  XEWS 


[X.  Y.  State  J.  M. 


[Continued  from  page  2006] 

Also:  Dr.  J.  Maxwell  Chamberlain,  director,  sur- 
gical service,  Brooklyn  Thoracic  Hospital;  Dr. 
Charles  F.  Daniels,  associate  attending  surgeon, 
Brooklyn  Thoracic  Hospital;  Dr.  Harold  B.  David- 
son, consultant  in  gynecology,  Harlem  Hospital: 
Dr.  Frank  E.  Fierro,  assistant  clinical  professor  of 
anesthesiology,  New  York  Medical  College;  Dr. 
Paluel  J.  Flagg,  president,  Society  for  the  Prevention 
of  Asphyxial  Death,  Inc.;  Dr.  Arnold  P.  Friedman, 
director,  headache  clinic,  Montefiore  Hospital;  Dr. 
Sidney  Gross,  clinical  professor  of  neurosurgery, 
New  York  Medical  College;  Dr.  George  Hickel,  as- 
sistant professor  of  obstetrics  and  gynecology,  Uni- 
versity of  Rochester  School  of  Medicine;  Dr.  Robert 
Hotchkiss,  professor  and  chairman  of  Department  of 
Urology.  New  York  Universitv-Bellevue  Medical 
Center. 

Also:  Dr.  Mortimer  X.  Hyarns,  clinical  professor 
of  obstetrics  and  gynecology.  Xew  York  Universitv- 
Bellevue  Medical  Center;  Dr.  Sophia  J.  Kleegman, 
assistant  clinical  professor  of  obstetrics  and  gyne- 
cology. Xew  York  I niversity  College  of  Medicine; 
Dr.  E.  M.  Papper.  professor  of  anesthesia.  Columbia 
University  College  of  Physicians  and  Surgeons:  Dr. 
Isidor  C.  Rubin,  consultant  gynecologist,  Mount 
Sinai  and  Beth  Israel  Hospitals : Dr.  Solomon  Silver, 
chief,  thyroid  clinic.  Mount  Sinai  Hospital;  Dr. 
Harold  Sage,  professor  of  clinical  radiology.  Xew 
York  University  College  of  Medicine;  Dr.  Alfred 
Schattner,  adjunct  professor  in  bronchoscopy,  Xew 
York  Polyclinic  Medical  School  and  Hospital;  Dr. 
T.  J.  C.  Yon  Storch,  chief,  Xeuropsychiatric  Divi- 
sion, Montefiore  Hospital:  Dr.  James  W.  Smith, 
clinical  instructor  in  ophthalmology,  Xew  York 
University  Post-Graduate  Medical  School:  Dr. 

Marion  B.  Sulzberger,  professor  and  chairman  of 
the  Department  of  Dermatology  and  Syphilology, 
Xew  York  University  Post-Graduate  Medical  School ; 
Dr.  Charles  Reed  Weeth,  director.  Department  of 
Otolaryngology.  Long  Island  College  Hospital. 

New  York  University  Post-Graduate  Medical 
School 

The  Department  of  Dermatology  and  Syphilology 
of  the  Xew  York  University  Post-Graduate  Medical 
School  will  meet  on  Thursday,  September  17,  in  the 
main  lecture  hall  of  the  College  of  Medicine  of  Xew 
York  University  to  attend  a lecture  by  Dr.  Bernard 
X.  Halpem,  director  of  medical  research,  National 
Research  Council  of  France.  Dr.  Halpern’s  topic 
will  be  “The  Effects  of  Cortisone  on  Histamine 
Liberators.” 

Binghamton  City  Hospital 

Dr.  Leon  E.  Sutton,  clinical  professor  of  surgery, 
State  University  of  Xew  York  College  of  Medicine 
at  Syracuse,  will  speak  on  “The  Management  of 
Burns”  at  a meeting  of  the  combined  staffs  of  the 
Binghamton  City  Hospital  on  Monday  night,  Sep- 
tember 28.  at  8:00  p.m.  Dinner  will  be  served 
prior  to  the  meeting. 

American  College  of  Surgeons 

The  thirty-ninth  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in  Chi- 
cago, October  5 through  October  9,  at  the  Conrad 
Hilton  Hotel.  More  than  11.000  surgeons,  physi- 
cians, and  others  will  participate  in  postgraduate 
courses,  symposia,  panel  discussions,  color  television 
programs,  medical  motion  pictures,  cine  clinics  and 
exhibits,  all  concerned  with  developments  in  sur- 
gery. 


A Xew  York  physician,  Dr.  J.  William  Hinton  will 
present  a report  during  the  scientific  session  on 
Wednesday  evening.  Twelve  forums  on  funda- 
mental surgical  problems,  presenting  the  latest  re- 
search findings,  mainly  by  younger  surgeons,  will  be 
held  Monday  through  Friday.  Subjects  in  the 
graduate  courses,  to  be  conducted  by  leading  sur- 
geons, will  be:  pre-  and  postoperative  care,  surgery 
of  the  upper  gastrointestinal  tract,  surgery  of  the 
small  and  large  bowel,  cardiovascular  surgery,  ob- 
stetrics and  gynecology,  and  trauma  to  the  abdomen. 
Two  afternoon  clinicopathologic  conferences  are 
scheduled,  on  Monday  and  Wednesday,  and  panel 
discussions  in  the  surgical  specialties  will  be  held  on 
Friday  afternoon. 

At  the  convocation  evening,  October  9,  Dr.  Fred 
W.  Rankin.  Lexington,  Kentucky,  will  be  installed 
as  president  for  1954. 

American  Public  Health  Association 

The  eighty-first  annual  meeting  of  the  American 
Public  Health  Association  and  annual  sessions  of  40 
related  organizations  will  be  held  in  Xew  York  City, 
November  9 through  November  13.  at  the  Hotels 
Statler  and  Xew  Yorker.  Theme  of  the  meetings 
will  be  “Meeting  the  Health  Needs  of  the  Com- 
munity.” 

More  than  5.000  public  health  workers  are  ex- 
pected to  attend,  in  the  interest  of  further  research 
and  development.  Among  areas  in  which  reports 
are  scheduled  are  further  developments  in  the  use 
of  gamma  globulin  for  polio  prevention,  mass  vac- 
cination against  influenza,  fluoridation  of  food  and 
water  supplies,  new  methods  of  tuberculosis  treat- 
ment and  care,  and  integration  of  mental  health  in 
public  health  departments.  The  Sedgwick  Memorial 
Medal  for  distinguished  service  in  public  health  will 
be  presented  Wednesday  evening,  November  11, 
and  the  Lasker  Awards  for  1953  for  outstanding  con- 
tributions in  medical  research  and  public  health 
administration,  Thursday  afternoon.  November  12. 
Dr.  John  F.  Mahoney,  commissioner  of  health  of 
New  York  City,  and  Dr.  Herman  E.  Hilleboe.  com- 
missioner of  health  of  Xew  York  State,  head  the 
committee  in  charge  of  local  arrangements. 

Pan  American  Medical  Women’s  Alliance 

The  fourth  congress  of  the  Pan  American  Medical 
Women’s  Alliance  will  be  held  at  the  Beekman 
Towers  Hotel,  Xew  York  City,  September  24 
through  October  1.  The  Medical  Women’s  Associa- 
tion of  Xew  York  will  serve  as  hostess  and  has 
planned  tours  of  the  Xew  York  Hospital-Comell 
Medical  Center  and  Columbia-Presbyterian  Medical 
Center,  a boat  trip  around  Manhattan  Island,  tour 
and  luncheon  at  the  United  Nations,  visits  to  Radio 
City  and  the  Empire  State  Building,  and  a drive  to 
Hyde  Park.  Through  the  sponsorship  of  leading 
Xew  York  medical  women,  those  interested  in  a 
special  field  will  have  opportunities  to  attend  clinics 
of  their  choice.  Hotel  reservations  should  be  made 
directly  with  the  hotel. 

American  College  of  Chest  Physicians 

The  twentieth  annual  meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  in  San  Fran- 
cisco, California,  June  17  to  20.  1954.  Physicians 
interested  in  presenting  scientific  papers  on  any 
phase  in  the  diagnosis  and  treatment  of  heart  and 
lung  disease  should  send  a 100-word  abstract,  not 
later  than  January  1,  1954,  to  Dr.  Edgar  Maver, 
chairman,  Committee  on  Scientific  Program,  850 
Fifth  Avenue,  Xew  York  21,  Xew  York. 

[Continued  on  page  2010] 
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PERSONALITIES 


Awarded 

Drs.  Henry  Doubilet,  M.  H.  Poppel,  and  J.  H. 
Mulholland,  New  York  University,  grants  from  the 
James  Picker  Foundation  for  Radiological  Research. 

Appointed 

Dr.  Patrick  James  Fitzgerald,  assistant  patholo- 
gist. Memorial  Hospital,  and  assistant,  Department 
of  Physics,  Sloan-Kettering  Institute,  as  professor 
and  chairman  of  the  Department  of  Pathology,  at 
the  State  University  College  of  Medicine  at  New 
York  City  . . . Dr.  Giles  F.  Filley,  as  head  of  Physi- 
ology Department,  Trudeau  Foundation,  Saranac 
Lake  . . . Dr.  Philip  Goldstein,  as  medical  assistant 
to  the  office  of  the  Kings  County  District  At- 
torney . . . Dr.  Herman  E.  Hilleboe,  State  Health 
Commissioner,  as  personal  representative  of  Gover- 
nor Thomas  E.  Dewey,  to  supply  public  health  as- 
sistants through  the  Federal  government  to  the 
Republic  of  Indonesia  . . . Dr.  Irving  N.  Holtzman, 
as  attending  dermatologist  at  the  Jewish  Hospital 
of  Brooklyn  . . . Dr.  Hollis  S.  Ingraham,  a deputy 
commissioner  with  the  State  Department  of  Health, 
as  first  deputy  health  commissioner. 

Dr.  Charles  W.  Mueller,  director  of  obstetrics  and 
gynecology  at  the  State  University  of  Medicine  at 
New  York  City  . . . Dr.  Michael  Mulinos,  associate 
in  medicine  at  New  York  Medical  College,  as 
medical  director,  Commercial  Solvents  Corporation 
Pharmaceuticals,  New  York  City  . . . Dr.  James  W. 
Smith,  clinical  professor  of  ophthalmology,  New 
York  University  Post-Graduate  Medical  School,  as 
president  of  the  medical  advisory  board,  the  Hos- 
pital for  Joint  Diseases,  New  York  City  . . . Dr. 
Clifford  E.  Storey,  chief  of  surgical  services,  United 
States  Naval  Hospital,  Queens,  as  clinical  professor 


of  surgery,  State  University  of  New  York,  College 
of  Medicine. 

Resigned 

Dr.  Lyman  I.  Thayer,  superintendent  of  West- 
mount  Sanatorium  since  1929,  to  become  assistant 
medical  director  of  the  State  Tuberculosis  Hospital 
at  Paris,  Kentucky7 . . . Dr.  George  W.  Wright,  head 
of  the  Physiology7  Department  of  the  Trudeau 
Foundation,  Saranac  Lake,  to  direct  a department 
of  research  at  St.  Luke’s  Hospital,  Cleveland,  Ohio. 

Speakers 

Dr.  Edward  Spencer  Cowles,  New  York  City,  at 
the  first  annual  convention  of  “Neurotics  Anony- 
mous” held  in  Pittsburgh  in  August  . . . Dr.  Daniel 
Dancik,  Veterans  Administration  Hospital,  North- 
port,  Long  Island,  at  the  seventh  annual  conference 
of  the  Association  for  the  Physically7  Handicapped, 
Washington,  D.C.,  in  July7 . . . Dr.  Lawrence  Hinkle, 
Jr.,  Cornell,  at  the  annual  Postgraduate  Medical 
Assembly7  of  South  Texas,  in  July7  . . . Dr.  Henry 
Pratt,  director  of  New  York  Hospital,  at  graduation 
exercises  at  the  hospital,  held  in  July. 

Dr.  Howard  A.  Rusk,  director,  Institute  of  Physi- 
cal Medicine  and  Rehabilitation,  New  York  Uni- 
versity-Bellevue  Medical  Center,  at  the  Greater 
New  York  Fund’s  luncheon,  held  at  the  Hotel 
Roosevelt,  in  July. . Dr.  Louis  Leiter,  chief,  Medi- 
cal Division,  Montefiore  Hospital,  at  a staff  meeting 
of  the  Veterans  Administration  Hospital,  North- 
port,  Long  Island,  in  July7 . . . Dr.  Marcus  D.  Kogel, 
commissioner  of  hospitals,  and  Dr.  John  E.  Hammett, 
president  of  the  Coney  Island  Hospital,  at  the 
breaking  of  the  ground  ceremony  for  the  new  Coney 
Island  Municipal  Hospital,  in  July. 


NEW  DRUG  MAY  PREVENT  CHRONIC  GOUTY  ARTHRITIS 


Chronic  gouty  arthritis  may7  be  prevented  through 
use  of  a new  drug — probenecid — even  though  the 
cause  of  the  disease  is  still  a mystery7,  according  to 
Dr.  Paul  S.  Caplan,  Pittsburgh. 

Probenecid  is  an  effective  agent  in  causing  the 
excretion  of  large  amounts  of  uric  acid  through  the 
kidney's,  Dr.  Caplan  wrote  in  a recent  Today’s 
Health  magazine,  published  by7  the  American  Medi- 
cal Association.  Uric  acid  is  a constituent  of  the 
blood,  present  at  a constant  level  in  normal  people. 
However,  in  cases  of  gout,  the  level  of  uric  acid  in 
the  blood  rises  and  deposits  of  salts  of  uric  acid  ap- 
pear frequently  in  the  tendons,  bursae,  and  joints. 

“It  is  generally  believed  that  gout  is  a metabolic 
disease  in  which  the  body7  either  forms  too  much 
urates  or  is  unable  to  use  up  the  amount  normally 
produced,”  he  stated.  “This  can  be  likened  to 
diabetes,  in  which  the  diabetic  patient  is  unable  to 
burn  up  his  sugar. 

“Under  normal  circumstances,  kidneys  permit 
only  a limited  amount  of  uric  acid  to  pass  through 
them,  but  probenecid  lowers  the  flood  gates  and 
allows  the  uric  acid  to  pour  out.  Deposits  of  urates 
do  not  occur,  new  tophi  are  not  formed,  and  the  old 
ones  may  eventually  be  washed  away.  Probenecid 
must  be  used  continuously  since  the  drug  has  only 
temporary  effect,  and  discontinuing  the  medication 
again  permits  the  urates  to  accumulate. 

“Thus,  in  the  discovery  of  probenecid,  another 


major  attack  has  been  made  on  the  control  of  one 
of  the  rheumatic  disorders.  We  may  yet  witness 
the  era  that  marks  the  end  of  chronic  gouty  ar- 
thritis.” 

For  centuries,  acute  attacks  of  gout  have  been 
treated  successfully  with  colchicine,  a drug  derived 
from  a plant  known  as  the  meadow  saffron.  Taken 
in  large  doses,  colchicine  causes  nausea,  vomiting, 
and  diarrhea;  however,  best  results  are  obtained 
when  such  side-effects  occur,  Dr.  Caplan  said. 
Taken  in  small  doses,  colchicine  may  prevent  acute 
gout  in  some  cases. 

More  recently,  ACTH,  a hormone  drug,  has  been 
found  effective  in  stopping  many,  but  not  all,  acute 
attacks  of  gout,  he  added.  ACTH,  however,  has 
no  effect  on  chronic  gouty7  arthritis. 

Gout  has  plagued  mankind  since  antiquity,  Dr. 
Caplan  pointed  out;  yet,  very  little  is  known  about 
its  cause.  Acute  gouty  arthritis  usually  attacks 
with  dramatic  suddenness  and  with  severe  pain, 
although  there  may'be  such  mild  warning  symptoms 
as  gastrointestinal  disturbance,  nervous  depression, 
apprehension,  or  mood  changes. 

In  cases  of  chronic  gouty  arthritis,  attacks  occur 
with  such  frequency  that  the  patient  is  never  free  of 
joint  symptoms;  in  simple  cases  of  gout,  on  the 
other  hand,  there  may7  be  long  periods  of  a year  or 
two  between  attacks.  Patients  with  chronic  gouty 
arthritis  usually7  do  not  become  invalided,  he  added. 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  Thc^sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  N!KG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  obsorrsd 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 
IhOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


HALCYON  REST 

754  BOSTON  POST  ROAD.  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye7-05S0  Write  for  illustrative  booklet. 


Hall-Brooke  « . • a modern 

Rsychiatric  hospital  on  120  acres,  1 -hr  from 
r.Y.  G eo rge  K. Pratt, M.D., Med. Director. 
Greens  Farms , BOX  31 , Connecticut 
IV e st port  2-5105  • New  York:  Enterprise  6970 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.—  Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


GLADYS  BROWN  BROWN’S  MUrray  Hill 

Owner-Director  DHwwllw  w 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


Buy 

Savings 

Bonds 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  A Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  July,  19-53.) 


Ballistocardiography.  The  Application  of  the 
Direct  Ballistocardiograph  to  Clinical  Medicine. 

By  William  Dock.  M.D.,  Harry  Mandelbaum. 
M.D.,  and  Robert  A.  Mandelbaum,  M.D.  Octavo 
of  293  pages,  illustrated.  St.  Louis.  C.  V.  Mosbv 
Co..  1953.  Cloth.  $9.50. 

Endocrinology  in  Clinical  Practice.  Edited  by 
Gilbert  S.  Gordan.  M.D..  and  H.  Lisser.  M.D. 
Octavo  of  407  pages,  illustrated.  Chicago,  Year 
Book  Publishers.  1953.  Cloth.  $10.50. 

List  of  Hospitals  in  New  York  State.  Quarto  of 
19  pages,  illustrated.  .Albany,  New  York  State 
Joint  Hospital  Survey  and  Planning  Commission. 
1953. 

Personality  Manifestations  in  Psychosomatic 
Illness.  Visual  Aid  Charts  to  Psychotherapy.  By 

O.  Spurgeon  English.  M.D.  Octavo  of  57  pages, 
illustrated.  Philadelphia,  Edward  Stern  A Co., 
1953.  Cloth,  $1.00. 

Incompatibility  in  Prescriptions  and  How  to 
Avoid  It,  with  a Dictionary  of  Incompatibilities. 

By  Thomas  Stephenson.  Ph.C.(Eng.)  Sixth  edi- 
tion by  James  Burnet.  M.D.  Octavo  of  62  pages, 
illustrated.  Edinburgh.  The  Prescriber  Publishers. 
1953. 

Ophthalmologic  Diagnosis.  By  F.  Herbert 
Haessler.  M.D.  Octavo  of  387  pages,  illustrated. 
Baltimore.  Williams  <fc  Wilkins  Co..  1953.  Cloth, 
$8.00. 

Steps  Forward.  Proceedings  of  the  Fourth 
Mental  Hospital  Institute,  held  under  the  auspices 
of  the  Mental  Hospital  Service  of  the  American 
Psychiatric  Association,  Deshler-Wallick  Hotel, 
Columbus,  Ohio,  October  20  23,  1952.  Edited  by 
Daniel  Blain.  M.D.  Octavo  of  242  pages.  Wash- 
ington, D.C.,  .American  Psvchiatric  Association, 
1953. 

The  Pharm.-Assist  Manual  (Formerly  Gray’s 
Pharmaceutical  Quiz  Compend).  Completely  re- 
written by  A.  E.  Slesser.  M.S.  Written  to  conform 


to  The  Pharmacopeia  of  the  United  States.  Fourteenth 
Decennial  Revision,  and  The  National  Formulary. 
Ninth  edition.  Duodecimo  of  167  pages,  illustrated. 
St.  Louis.  C.  A'.  Mosby  Co.,  1953.  Cloth.  $3.50. 

Mechanisms  of  Urologic  Disease.  By  David  M. 
Davis.  M.D.  Octavo  of  156  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Cloth. 
$4.50. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  July,  1953.  Octavo.  Philadel- 
phia. W.  B.  Saunders  Co.,  1953.  Published  bi- 
monthly (six  numbers  a year).  Cloth.  $18  net; 
paper.  $15  net. 

Human  Neuroanatomy.  By  Oliver  S.  Strong. 
Ph.D.,  and  Adolph  Elwyn,  A.M.  Third  edition. 
Quarto  of  481  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co..  1953.  Cloth.  $7.50. 

Essential  Urology.  By  Fletcher  H.  Colby.  M.D. 
Second  edition.  Octavo  of  650  pages,  illustrated. 
Baltimore.  Williams  AVilkins  Co.,  1953.  Cloth, 
SS.00. 

Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts. 

By  S.  S.  Lichtman.  M.D.  Third  edition.  In  two 
volumes.  Octavo  of  1.315  pages,  illustrated. 

Philadelphia.  Lea  & Febiger.  1953.  Cloth,  $22  set. 

Cybernetics.  Circular  Causal  and  Feedback 
Mechanisms  in  Biological  and  Social  Systems. 
Transactions  of  the  Ninth  Conference,  March  20- 
21,  1952,  New  York,  N.Y.  Edited  by  Heinz  von 
Foerster.  .Assistant  Editors.  Margaret  Mead, 

Ph.D..  and  Hans  Lukas  Teuber.  Ph.D.  Octavo  of 
184  pages,  illustrated.  New  York.  Josiah  Macy. 
Jr.  Foundation,  1953.  Cloth.  $4.00. 

Effective  Inhalation  Therapy.  By  Edwin  Ray- 
ner  Levine,  M.D..  with  the  cooperation  of  Alvan  L. 
Baraeh,  M.D..  J.  Winthrop  Peabody.  M.D..  and 
Maurice  S.  Segal,  M.D.  Octavo  of  157  pages, 
illustrated.  Chicago.  National  Cvlinder  Gas  Co., 
1953. 


Books  for  revieic  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  A vcn  ue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  will  be  based  on  merit  and  interest  to  our  readers. 


BLEEDING  DURING  PREGNANCY 

Puerperal  hemorrhage  is  now  a more  important 
cause  of  material  death  than  toxemia  or  sepsis. 
Slight  bleeding  is  often  a warning  of  a more  serious 
hemorrhage  to  follow:  it  deserves  careful  atten- 

tion, particularly  in  the  last  trimester.  From  a 


clinical  standpoint.  Dr.  William  A.  Scott,  in  Post- 
graduate M edicine.  February.  19X1.  discussed  the 
phenomenon  under  two  general  headings  (11  bleeding 
incidental  to  the  pregnancy  and  (21  bleeding  as  a re- 
sult of  the  pregnancy. 
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PRACTICE  WANTED 


General  practitioner  with  surgical  experience  wants  to  buj 
home  and  office  of  retiring  physician  with  possibility  of  obtain- 
ing privileges  in  nearby  hospital  and  do  some  surgery  too. 
Also  interested  in  industrial  or  hospital  position.  Box  687, 
N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner— Young;  family;  desires  association 
with  partner  or  group.  N.  Y.  C.  or  suburbs.  Excellent 
qualifications;  Grade  A school;  priority  IV.  %Box  #688, 
N.  Y.  St.  J.  Med. 


OPPORTUNITY  AVAILABLE 


Locum  tenens,  2 years.  General  practice,  $18,000  gross, 
village  2,000  near  Syracuse.  Minimum  $250.  for  practice, 
office.  Restricted  on  return.  Box  685,  N.  Y.  St.  Jr.  Med. 


WANTED 


Wanted  Active  General  Practice,  within  one  hundred 
miles  of  N.  Y.  City.  Details  first  letter.  Box  689,  N.  Y. 
St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physicians-Dentists  only. 
Classes  & Individual  — Information,  John  Levbarg,  M.D. 
219  West  86th  St.,  N.  Y.  C.  EN2-6845. 


WANTED 


Resident  psychiatrist,  full  time  associate,  for  a private  men- 
tal sanitarium  located  50  miles  from  New  York  City.  Must 
have  New  York  State  license.  Salary  and  full  details  upon 
inquiry.  Write  P.  O.  Box  194,  Central  Valley,  N.  Y. 


FOR  SALE 


Ranch  House.  Established  Professional  Location,  for  liv- 
ing and  practise,  in  an  established  Long  Island  commun- 
ity where  Physician  or  Medical  Specialist  is  needed.  LA- 
8-4522.  Reasonable. 


FOR  SALE 


Beautiful  home,  with  4 room  office,  separate  entrance,  lot 
60  x 200.  "doctors  row”,  Rockville  Center,  L.  I.  Many 
extras.  Cash  needed,  $5000.  Asking  $21,000.  Phone  R06- 
3466. 


FOR  RENT 


Apartment  professional;  residential  or  combination.  Ideal 
location.  Manhattan- — Wisconsin  7-6038. 


INTERNIST  — DIPLOMATE 


43,  Qualified  Gastroenterology;  well  experienced  in  practice, 
desires  association  or  location.  Box  690,  N.  Y.  St.  Jrn. 
Med. 


FOR  SALE 


RIVERDALE  VICINITY;  Ludlow  Park;  On  Hudson. 
Beautiful  Fieldstone  Ranch  Home,  Center  Hall.  Sunken 
Living  Room  with  fireplace,  Dining  Room,  streamlined  Kit- 
chen, Breakfast  Room,  Picture  Windows,  with  river  view,  50' 
terrace,  overlooking  Hudson  River  and  Palisades;  four  large 
bedrooms,  three  Baths;  Maid's  Room  and  Bath;  Attractive 
finished  Playroom  with  Bar;  Slate  Roof;  Oil  Heat;  Garage; 
Beautiful  landscaped  grounds;  20  minutes  to  Grand  Cen- 
tral. Exceptional  value.  For  appointment  call  Victor 
Cantor,  Realtor,  Kingsbridge  3-9323;  Yonkers  3-3609. 


FOR  SALE 


IDEAL  FOR  SANATORIUM:  UNUSUALLY  SPACIOUS 
HOUSE;  COTTAGE.  10  guest  rooms,  9 modern  baths. 
Tastefully  furnished,  perfect  condition.  Thirty  acres,  beau- 
tiful lawns,  view.  Woodstock,  N.  Y.  Sacrifice.  Box  681, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


11  East  68th  Street  Room  available  in  modern  newly  deco- 
rated office  suite.  Especially  suitable  for  psychiatrist.  Full 
time  or  part  time.  Receptionist.  Large  air-conditioned 
waiting  room.  REgent  7-2656. 


FOR  RENT 


Excellent  appearing  office  for  Doctor  or  Dentist.  Ideally 
situated  main  thoroughfare,  Bus  stop  50  feet  away.  Excel- 
lent location  for  beginner.  Dr.  Mitchell,  200  West  Merrick 
Road,  Baldwin,  Long  Island 


UNFURNISHED  APTS. 


PARK  AVENUE,  1040  (NYC)  3 rooms,  street  entrance, 
main  floor.  ATwater  9-6903. 


FOR  SALE 


Home  and  office,  of  a deceased  physician.  Practice  estab- 
lished 35  years,  in  active  community.  Only  one  other  doc- 
tor. Hospital  nearby.  For  details  contact  Mrs.  Ray  E. 
Persons,  Box  396,  Cairo,  N.  Y. 


FOR  RENT 


New  office,  fully  equipped.  Owner  uses  evenings  only. 
Will  sub-let,  $100  per  month.  Williston  Park,  L.  I. 
Phone  Garden  City.  3-0551. 


FOR  RENT 


Desirable  location  for  professional  office  in  fast  growing 
Nassau  County.  Will  sell  fine  old  house  or  alter  entire 
ground  floor  to  suit,  on  basis  of  long  time  lease.  Write 
John  C.  Fry,  185  Long  Beach  Road,  Oceanside,  N.  Y. 


Give  to 


CONQUER  CANCER 


2014 


2015 


A 


pH  6.0  common  in  persons  in  normal  health 


acid  range  so 
prevalent  in  fevei 
and  infections 


ELKOSIN 


282  mg.  % 


Solubility  o£  free  (nonacctylated)  ELKOSIN 

(Solubility  determinations  made  with  the  free  sulfon- 
amide at  37' C.  in  normal  human  MrwMWufTdWT)1 


high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 

ELKOSIN* 

SULf AOIHETINE  ClBA 

a new  advance  in  sulfonamide  safety 


tablet*  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
suspension  in  syrup  0.25  Gm.  per  teaspoon ful  (4  cc.).  Pints. 


1.  Ziegler,  J.  B.;  Bagdon,  R.  E.,  and  Shabica,  A.C.:  To  be  published. 


(Saibai 


201(1 


bottles  of  100 
capsules 


Daily  recommended  dose  of  3 Prenacaps  provides 


Vitamin  A (Synthetic) 12,000  L'.S.P.  Units 

Vitamin  D (Irrad.  Ergost.) 1.200  L .S.P.  Lnits 

Vitamin  Bi 9 ing. 

Vitamin  B? 9 mg. 

Vitamin  C 90  mg. 

Vitamin  Bu  (Oral  Concentrate) 3 meg. 

Folic  Acid 1.5  mg. 

Niacinamide 30  mg. 

Iron 20  mg. 

Calcium 650  mg. 

Phosphorus 450  mg. 


contain  vitamin  B 12  and  folic  acid 


convenient,  easy  to  take,  t cell  tolerated 


healthier  mothers — Numerous  studies  agree  that  in  well  nourished 

pregnant  women  there  is  a lower  incidence  of 
abortions,  premature  births,  stillbirths  and 
neonatal  deaths.  There  are  fewer  obstetrical 
complications,  easier  labor  and  delivery. 


healthier  infants — Babies  of  well  nourished  mothers  are  born  health- 
ier, more  resistant  to  and  less  likely  to  develop 
colds,  bronchitis,  pneumonia,  anemia  and  rickets. 


sample  of  Prenacaps 

and  literature1'10  on  request 


^^JVIERICAN  PHARMACEUTICAL  C 

Manufacturing  Chemists 

New  York  54.  N.  Y. 


over  36  years  of  service  to  the  medical  profession 


new: 


Each  ingredient  in  non-narcotic,  non-habit- 
forming  Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 


Supplied  on  Rx  only 
In  bottles  of  100 
compressed  tablets 


In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

A.MERICAN  pharmaceutical  company 

Manufacturing  Chemists 
New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 
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The  Diabetic  Relatives  of  265  Diabetics1 

In  view  of  “...the  very  high  incidence 
of  ...unsuspected  cases  among  the 
blood  relatives  of  diabetic  patients,’’2 
urine-sugar  testing  of  all  such 
individuals  should  be  routine  and  frequent. 


1.  Barach,  J.  H.:  Diabetes  and  Its 
Treatment,  New  York,  Oxford  University 
Press,  1949,  p.  38. 

2.  Allen,  F.  M.:  Diabetes  Mellitus, 
in  Piersol,  G.  M.,  and  Bortz,  E.  L.: 
Cyclopedia  of  Medicine,  Surgery,  Specialties, 
Philadelphia,  F.  A.  Davis  Company, 

1951,  vol.  4,  p.  505. 
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REFRESHER  COURSE 

FOR 

GENERAL  PRACTITIONERS 

The  Royal  Victoria  Hospital  will  con- 
duct a five  and  one-half  day  course  lor 
General  Practitioners  from  November 
23rd  to  28th.  inclusive.  This  course 
will  cover  those  conditions  most  com- 
monly encountered  in  general  practice 
with  emphasis  on  practical  office  pro- 
cedures used  in  Medicine.  Surgery  . Ob- 
stetrics and  Gynecology,  and  Psy- 
chiatry. 

Fee  for  the  course  $50.00.  Limited  to 
50  applicants. 

For  further  particulars,  or  application, 
address  the  Post-Graduate  Board, 
Royal  Victoria  Hospital,  687  Pine 
Avenue  West,  Montreal. 
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A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

N<n<f  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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Neonatal  Asphyxia 
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NONTOXIC  MUCOLYTIC  DETERGENT 

Alevaire  is  administered  as  a fine  mist  by  aerosol 
nebulization  utilizing  a suitable  supply 
of  oxygen  or  compressed  air. 


'New  and  uniquely  effective  method  of  liquefying  respiratory  secretions’ 

Supplied  in  bottles  ol  500  ce. 

WINTHROP-STEARNS  INC. 
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VASODILATION 

— with  mannitol  hexanitrate. 
Produces  slow  fall  of  systolic 
pressure  for  periods  of  4 to  6 
hours  in  normal  dosages.  Min- 
imizes unpleasant  symptoms 
of  too  rapid  fall  in  blood 
pressure. 


HYPERTENSION  SYNDROME 


requires 

coordinated  medication 

Semhyten  Capsules  provide  that  coordinated  effect: 


CAPILLARY  PROTECTION 

— with  rutin,  and  vitamin  C. 
Rutin,  isolated  from  buck- 
wheat, tends  to  stabilize  the 
permeability  of  capillaries.  The 
addition  of  vitamin  C en- 
hances rutin's  effectiveness  in 
maintaining  intracellular  or 
connective  tissue  function. 

DIURESIS  -Vv 

— with  theophylline.  Main- 
tains kidney  function  and  aids 
in  neutralizing  water  reten- 
tion. Also  has  a dilating  effect  Each  Semhyten 
upon  coronary  arteries.  Capsule 

contains: 


SEDATION 

— with  phenobarbital.  Long 
acting  protection  from  emo 
tional  disturbance. 


Mannitol  Hexanitrate 

Vi  gr.  (30  mg.) 

Theophylline 

l'/j  gr.  (0.1  Gm.) 

Phenobarbital 

V*  gr.  (15  mg.) 

Rutin 

10  mg. 

Ascorbic  Acid 

15  mg. 


Would  you  like  additional  information  and  samples?  Write  to: 
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New  York  San  Francisco  Kansas  City 
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You  wouldn’t  prescribe  400  eggs 


ym 
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But  it  would  take  about 

that  many  eggs  to  equal 
the  25  mg.  thiamine 
content  of  a single  capsule  of 
“Beminar  Forte  with  Vitamin  C. 

Also  included  are  therapeutic  amounts  of 

B complex  factors  as  well  as  ascorbic  acid 
which  render  this  preparation  particularly 

suitable  for  use  pre-  and  postoperatively, 
and  whenever  high  B and  C vitamin 

levels  are  required.  , 


BEMINAL®  FORTE 
with  VITAMIN  C 


Ayerst,  McKenna  & Harrison  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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An  important 
new  preparation  . . . 
clinically  accepted 
. . . for  lowering 
blood  pressure 
in  both  benign 
and  malignant 
HYPERTENSION 

(1)  Crumpton,  C.  W.  et  al.:  J.  Pharm.  & 
Exper.  Therap.,  106:378  (Dec.)  1952. 

(2)  Currens,  J.  H.  et  al.:  Abstract,  Pro- 
gram American  Heart  Assn.,  April  18-19, 
1952.  (3)  Meilman,  E.,  and  Krayer,  O.: 
Circulation  6:212  (Aug.)  1952.  (4)  Hoob- 
ler,  S.  VV.  et  al.:  Ann.  Internal  Med., 
37:465  (Sept.)  1952.  (5)  Smirk,  F.  H., 
and  Chapman,  O.  VV.:  Am.  Heart  J., 
43:586  (April)  1952.  (6)  Nash,  H.  A., 
and  Brooker,  R.  M.:  J.  Am.  Chem.  Soc. 
75:1942,  1953. 


VERALBA* 

[Brand  of  Protoveratrines  A and  B 
. . . chemically  standardized  by  an 
original  Pitman-Moore  assay. (6)] 


Recent  clinical  investigations0'5*  show  that  protoveratrine 
produces  a significant  decrease  in  systolic  and  diastolic  blood 
pressures.  With  adequate  dosage,  this  well-tolerated  veratrum 
derivative  can  often  maintain  blood  pressure  near  normal  levels 
indefinitely/2*  and  alleviate  such  symptoms  as  headache,  in- 
somnia, delirium,  dizziness,  and  blurred  vision. 

The  effective  dose  of  protoveratrine  for  the  individual  patient 
can  usually  be  readily  established  with  Veralba  Tablets.  Their 
chemically-standardized  protoveratrine  content  is  highly  constant  in 
potency  . . . permitting  the  careful  estimation  of  dosage  essential 
for  optimal  results  from  protoveratrine  therapy. 

Veralba  is  supplied  as  0.2  mg.  and  0.5  mg.  grooved  tablets,  in 
bottles  of  100. 


*Trademark 


^ Pharmaceutical  and  biological  chemists 

PITMAN-MOORE  COMPANY  INDIANAPOLIS  6,  INDIANA 

- Division  of  Allied  Laboratories,  Inc. 


DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 

are  safe,  conservative  therapy 

in  hemorrhoids 

mtfvi  . because  they  provide  healing  crude  Norwegian 

^ u cod  liver  oil  (rich  in  vitamins  A and  D and 

unsaturated  fatty  acids,  in  proper  ratio 
for  maximum  efficacy). 

WM  (rnibCrWMi..  • emollient,  protective,  lubricant  to  relieve 
V I pain,  itching  and  irritation  rapidly... to 

minimize  bleeding  and  reduce  congestion. 

sole,  . . . . . . contain  no  styptics,  narcotics 

* or  local  anesthetics,  so 


for  samples,  please  write  . . 


they  will  not  mask 
serious  rectal  disease. 
Easy  to  insert  and 
retain. 

Composition  of  Desitin  Supposi- 
tories: crude  Norwegian  cod  liver 
oil,  lanolin,  zinc  oxide,  bismuth 
subgallate,  balsam  peru,  cocoa 
butter  base.  Boxes  of  12  foil- 
wrapped  suppositories. 


DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  Providence  2,  R.  I. 
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Upjohn 

— 


cough  control 
plus 

bronehodilatation 


Orthoxicol 

Trademark  lteg[.  I . S.  Pat.  Off. 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Each  cc.  contains: 

Dihydrorodeinone  Bitartrate  0.365  rag. 
Ortlioxine  ( methoxyphenamine,* 


L'pjohn)  Hydrochloride 3.38  mg. 

Hyoscyamine  Hydrobroinide  . . . 0.02  mg. 
Sodium  Citrate 65.0  mg. 


* Beta  -( ortho  - niethoxy  phenyl  )- 
isopropyl  - methylamine 

Available  in  pint  anil  gallon  bottles 


• • 


aqueous  polyvitamin  in  small  particle  size 


vitamin  A 1^  to  2^ 
times  better  absorbed 
from  VIFORT  than  from 
comparable 
polyvitamin  capsules' 


vitamin 


vitamin  C 
and 

vitamin  E 


synthetic 
vitamin  D 


vitamins 


bottles  o!  30,  lOO, 
and  250  soft  gelatin 
capsules 


also  supplied 
as  drops 


effective  pain  control 
plus  mild  sedation 


Codempiral’ 


Convenient  dosage— two  strengths 

no.  2 Each  capsule  contains: 

Codeine  Phosphate  gr.  K 
# KVMj^k  Phenobarbital  gr.  M 
Acetophenetidin  gr.  2 Vi 
Aspirin  gr.  3A 

no.  3 Each  capsule  contains: 

Codeine  Phosphate  gr.  XA 

plus  the  other  Subject  to  Federal 

ingredients  listed  above  Narcotic  imw 


Both  strengths 
available  in  bottles 
of  100 


BURROUGHS  WELLCOME  ft  CO.  (U.S.A.)  INC.,  Tuckahoe  7,  New  York 


V Striking  Example  of 
Drug  Complementation . . . 


This  combination  of 

Hypotensive  Agents 


AN  ORIGINAL  RIKER  RESEARCH  PRODUCT  containing  alkaloids  from 


Rauwolfia  serpentina  and 


ZuMmum tbm 


RanwiloiMeriloid 


The  calming,  relaxing,  and  moderate  hypo- 
tensive effect  of  Rauwiloid,  (a  standardized 
alkaloidal  extract  from  Rauwolfia  serpen- 
tina) when  combined  with  the  more  power- 
ful hypotensive  influence  of  Veriloid  (a 
standardized  alkaloidal  extract  from  Vera- 
trum  viride),  leads  to  a unique  type  of  drug 
complementation.  The  patient’s  Veriloid 
requirement  is  decreased,  side  effects,  if 
present,  disappear,  and  a striking  hypo- 
tensive response  is  produced.  Not  only  are 
the  diastolic  and  systolic  pressures  lowered 


significantly,  but  at  the  same  time,  the 
patient  feels  better,  headache  and  dizziness 
disappear,  and  tachycardia,  when  present, 
is  replaced  by  mild  bradycardia. 

On  the  basis  of  this  apparent  synergism, 
Rauwiloid + Veriloid  leads  to  excellent  re- 
sults in  moderate,  severe,  and  resistant  hy- 
pertension. Each  tablet  contains  1 mg.  of 
Rauwiloid  and  3 mg.  of  Veriloid.  Average 
dose,  one  tablet  three  or  four  times  daily, 
ideally  after  meals,  at  intervals  of  not  less 
than  four  hours.  Available  in  bottles  of  100, 
an  average  month’s  supply. 


In  Mild  and  Moderate  Hypertension 

Rauwiloid  alone 


As  shown  in  a recent  study,*  Rauwiloid  ad- 
ministered alone  produces  excellent  results 
in  early,  mild,  or  labile  hypertension.  The 
blood  pressure  is  significantly  reduced,  a 
sense  of  well-being  is  quickly  engendered, 
and  mild  bradycardia  soon  replaces  tachy- 
cardia. Toxic  reactions  do  not  occur,  even 
when  the  amount  of  drug  administered  is 
three  or  four  times  the  usual  dose.  Side  ac- 
tions are  surprisingly  rare. 

Thus  Rauwiloid  becomes  the  medication 
of  choice  in  uncomplicated  mild  and  mod- 
erate hypertension.  Initial  dose,  4 mg.  (2 
tablets)  once  daily,  for  instance  on  retiring; 
maintenance  dose,  2 mg.  (1  tablet)  daily. 

♦Ford,  R.  V.;  Livesay,  W.  R.;  Miller,  S.  I„  and  Moyer,  J.  H.: 
Preliminary  Observation  of  Rauwolfia  Therapy  of  Hyperten- 
sion, M.  Rec  & Ann.,  in  press. 


Supplied  in  bottles  of  60  tablets,  an  average 
month’s  supply. 

Rauwiloid,  an  original  Riker  development, 
is  the  alseroxylon  alkaloidal  fraction  of  Rau- 
wolfia serpentina.  Each  batch  is  tested  in 
dogs  for  its  ability  to  produce  sedation,  drop 
in  blood  pressure,  and  bradycardia.  Hence 
pharmacologic  uniformity  is  assured. 
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KNOX 
GELATINE 


EAT  AMD 
REDUCE 
PLAN 


Wide  Medical  Interest 
in  New  Knox  Gelatine 
“Eat  and  Reduce”  Plan 

Developed  and  supervised  by  competent  clinical 
authority,  the  new  Knox  “Eat  and  Reduce”  Plan  is 
intended  especially  for  your  overweight  patients  in 
otherwise  normal  health. 

The  plan  has  been  tested  on  overweight  patients 
with  fine  results.  In  addition,  many  physicians  (and 
their  families)  have  written  us  about  their  gratifying 
personal  results  with  this  plan. 

The  Knox  “Eat  and  Reduce”  Plan  is  a simple, 
sensible  regimen  that  places  no  burden  of  exercise 
or  hunger  on  the  patient.  Quite  the  contrary,  it  per- 
mits three  tempting,  solid  meals  daily,  plus  between- 
meal  feedings.  The  menus  have  been  carefully 
selected  so  as  to  provide  an  abundance  of  vitamins, 
minerals  and  protein.  Many  of  the  dishes  utilize 
Knox  Gelatine,  which  is,  of  course,  all  protein  and 
no  sugar  — thus  being  an  effective  aid  in  weight 
reduction. 


Available  at  grocery  stores  in 
4-envelope  family  size  and 
32-envelope  economy  size  packages. 

Knox  Gelatine  u.s.p. 

ALL  PROTEIN  NO  SUGAR 


USE  THIS  COUPON!  Write  today ! 

Knox  Gelatine,  Johnstown,  New  York  Dept.  NYS 


| Please  send  me  FREE  copies 

of  the  “ Eat  and  Reduce**  Plan , and  Diels. 

Name M.D.  J 

J Address 

City Zone — State j 
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From  6 to  60 . . . the  preferred  dosage  form 


CRYSTALLINE  VITAMIN  B12 


actions  and  USES:  Rhdisol  offers  the  versatile 
vitamin  B12  in  all  the  practical  dosage  forms. 
The  soluble  tablets  are  a convenient  oral  dosage 
for  therapy  in  certain  cases  of  anemia  (such 
as  nutritional  macrocytic  anemia).  Children 
like  to  take  Redisol  Elixir,  and  it  is  particularly 
useful  for  compounding  prescriptions.  Redisol 
Injectable  provides  more  potent  dosage  strengths 
for  use  in  selected  anemias  and  for  the  relief 


of  pain  in  certain  neuritic  conditions  (such  as 
trigeminal  neuritis),  and  also  in  some  vascular 
disorders. 

supplied:  In  many  forms— Redisol  Tablets,  25 
and  50  meg.  in  bottles  of  36  and  100.  Redisol 
Injectable,  30  and  100  meg.  per  cc.  in  10  cc. 
vials— and  now  1,000  meg.  per  cc.  in  1 cc.  vials. 
Elixir,  5 meg.  per  5 cc.  in  pint  Spasaver®  and 
gallon  bottles. 


Some  questions  about 
may  have  occurred 

and  their  answers  by 


crepe  paper  filters  do  not  take  out 
a really  effective  amount  of  nico- 
tine and  tars. 

However,  these  same  tests  also 
have  proved  that  KENT’S  exclu- 
sive Micronite  Filter  approaches 
7 times  the  e fficiency  of  other  filters 
in  the  remoral  of  tars  and  nicotine 
and  is  virtually  twice  as  effective 
as  the  next  most  efficient  ciga- 
rette filter. 


A"  The  drop  in  skin  temperature  oc- 
■ curring  at  the  finger  tip  induced 
by  filtered  cigarette  smoke  was 
measured  according  to  well-estab- 
lished procedures. 

For  conventional  filter  ciga- 


QDo  physiological  reactions  to  fil- 
■ ter  cigarettes  differ? 


■\Yhat  materials  are  used  in  cig- 
arette filters? 


Until  just  recently,  cellulose,  cot- 
ton or  crepe  paper  were  the  only 
materials  used  in  cigarette  filters. 

Now.  after  long  search  and 
countless  experiments.  Kent’s 
“Micronite”*  Filter  has  been  de- 
veloped. It  employs  the  same  fil- 
tering material  used  in  atomic  en- 
ergy plants  to  purify  the  air  of 
minute  radio-active  particles. 


How  effective  are  these  cigarette 
filters? 


Scientific  measurements  have 
proved  that  cellulose,  cotton  or 


1037 


filter  cigarettes  that 
to  you,  Doctor 


the  makers  of 


rettes,  the  drop  was  over  6 degrees. 
For  Kent’s  Micronite  Filter, 
there  was  no  appreciable  drop. 

Q"  Does  an  effective  cigarette  filter 
■ also  remove  the  flavor? 


A KENT’S  Micronite  Filter  . . . the 
■ first  cigarette  filter  that  really 
works  . . . lets  smokers  enjoy  the 
full  pleasure  of  a really  fine  ciga- 
rette, yet  gives  them  the  greatest 
protection  ever  from  tars  and  nic- 
otine. 

In  less  than  a year’s  time,  the 
new  KENT  has  become  so  popular 
it  outsells  brands  that  have  been 
on  the  market  for  years. 


takes  out  up  to 
7 times  more 
nicotine  and  tars 
-leaves  in  full,  rich 
tobacco  flavor. 
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WEAPON 

lor  the  treatment  of 


BURSITIS  and 

(Musculo-fasciaHis) 

ARTHRITIS 


now 59 

The  therapeutic  usefulness  of  the 
muscle  co-enzyme  adenyfou^ieM^ 
enhanced  by  the  action  of  vitamin  B)2 
(Cyanocobalamine).  fj 

Adenylic  acid  is  unrelated  to  cor- 
tisone or  the  steroid  hormones. 

Clinical  reports  demonstrate  maxi- 
mum therapeutic  actiorTTs  obtained 
with  a combination  of^/itamin  B 2 
and  pure  muscle  adbnylic  acid. 

COBADEN  is  far  more  effec- 
tive than  either  B 2 or" adenylic 
acid  when  admmTst^red  separately 
in  the  treatment  of" arthritis 
or  bursitis  (muscuTdrfasciaitis). 

COBADEN  — each  cc  contains: 
Adenosine-5-Phwpphoric  acid 
(ATP  or  adenjdic  acid) 
Cyanocobalamine  (B  il 

We  will  gladly  send  you  complete 
literature  upon  request. 

Supplied:  In  10  cc.  multiple  dose  vials 
through  your  Prescription 
Pharmacy  or  Surgical 
Supply  Dealer 
...  or  direct  from: 


25  mg. 
60  meg. 
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PHARMACEUTICAL  CO.,  INC. 

333  Columbio  Street.  Rensselear,  New  York 


CLINICAL  EVALUATION 
FREQUENTLY  FAVORS 


BUTAZOLIDIN 


(brand  of  phenylbutazone) 


In  antiarthritic  potency,  Butazolidin  can  be  compared  only  with  gold. 


advantages  of  Butazolidin  merit  consideration: 

■ Simple  oral  administration 
B Potent  and  prompt  antiarthritic  effect 
B Broad  spectrum  of  action  embracing  many  forms  of  arthritis 
B No  development  of  tolerance  requiring  progressively  increasing  dosage 
B No  disturbance  of  normal  hormonal  balance 
B Moderate  in  cost 

As  with  any  agent  so  potent  as  Butazolidin,  optimal  therapeutic  results 
with  minimal  risk  of  side  reactions  can  only  be  obtained  by  clinical  man- 
agement based  on  careful  selection  of  patients,  proper  regulation  of  dos- 
age, and  regular  observation  of  each  patient. 


CE1GY  PHARMACEUTICALS 


ACTH  and  cortisone.  In  making  a choice  between  these  agents,  the  specific 


Detailed  Literature  on  Request. 


Butazolidin®  (brand  of  phenylbutazone)  Tablets  of  100  mg. 


20-10 


When  your  ears  tell  you  that  a patient  may  be 
‘‘caffein  sensitive.”  he  doesn’t  have  to  give  up  drinking 
coffee.  He  only  needs  to  give  up  drinking  caffein.  Why 
not  suggest  Sanka  Coffee — 97%  caffein-free? 

New  extra-rich  Sanka  is  a wonderful  coffee.  Doctor. 
You’ 11- enjoy  it  yourself. 


SANKA  COFFEE 


1 1 


DELICIOUS  IN  EITHER  INSTANT  OR  REGULAR  FORM 
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WJufOkdu* 

" for  the  obese  patient  ~ 


to 

restricted  diet.  A l«Se 

help  mobilize  tissue  fluids. 


Write  for  Pads  of  daily  Menus  of  the 


60-10-70  Diet*  and 


professional  sample  of  Obedrin. 


ElchObedrin  tablet  contains: 

Semoxydrine HCl  „ _ 

(Methamphetanune  HOW  ^ 

pentobarbital.  J(J 

Ascorbic  Acid 

Thiamine  HC1 

Riboflavin 

Niacin 


THE  S.  E.  MASSENGILL  COMPANY  • BRISTOL,  TENN. 
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CHEMOTHERAPEUTIC  MOLECULE 
SPECIFICALLY  FOR 
URINARY  TRACT  INFECTIONS 


o 


[HI  /c\ 

jNls  Jch  = n-n  n 


HjC  — C=0 


Discovery  of  the  antimicrobial  properties 
of  the  nitrofurans  provided  a novel  class  of 
chemotherapeutic  agents.  These  compounds 
possess  specific  antibacterial  activity  with  low 
toxicity  for  human  tissues. 

The  simplicity  and  flexibility  of  this  nitro- 
furan  nucleus  make  possible 
numerous  variations  of  its 
chemical  and  therapeutic  OaN 
characteristics;  a remedy  may 
be  tailored  to  fit  the  disease. 


Within  recent  years  we  have  so  designed 
two  important  antimicrobial  nitrofurans  for 
topical  use:  Furacin  r — n 

brand  of  nitrofura- 0,nI!  !Jch  = nnhconh, 
zone  and  Furaspor 

brand  of  nitrofur-  | . 

furyl  methyl  ether.  0,nI!  JcH.OCH, 

Now  we  have  sue-  ° 

ceeded  in  chemically  tailoring  a unique  mole- 
cule, designed  specifically  for  the  treatment 
of  bacterial  urinary  tract  infections: 


FURADANTIN 

Brand  of  nitrofurantoin: 
N-(5-nitro-2-furfurylidene)-I  -aminohydantoin. 


Products  of  Eaton  Research 
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for 


pyelonephritis 

cystitis 

pyelitis 

which  have  proven  refractory  to 
other  antibacterial  agents: 

FURADANTIN 

provides  definite  advantages: 


clinical  effectiveness  against  most  of  the  bacteria  of  urinary  tract  in- 
fections, including  many  strains  of  Proteus,  Aerobacter  and  Pseudo- 
monas species 

low  blood  level— bactericidal  urinary  concentration 
effective  in  blood,  pus  and  urine— independent  of  pH 
p limited  development  of  bacterial  resistance 
rapid  sterilization  of  the  urine 
0 stable 

• oral  administration 

• low  incidence  of  nausea— no  abdominal  pain— no  proctitis  or 
pruritus— no  crystalluria  or  hematuria 

• non-irritating— no  cytotoxicity— no  inhibition  of  phagocytosis 

• tailored  specifically  for  urologic  use 


Scored  tablets  of  50  & 100  mg. 
Now  available  on  prescription 
Write  for  comprehensive  literature 


NORWICH.  NEW  YORK 
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Why  risk  sensitization 
or  resistant  organisms 
by  using  systemic 

antibiotics  for 

? 

■ 

Violent  sensitization  following  parenteral  ad- 
ministration of  a widely  used  systemic  anti- 
oiotic,  which  is  also  available  in  nose-drop  form. 

Painted  by  medical  illustrator  Paul  Peck  from 
actual  case. 


‘DRILITOL’ — S.K.F.’s  dual  antibiotic  intranasal  preparation — 
obviates  fear  of  sensitization  or  resistant  organisms  to  widely 
used  systemic  antibiotics. 

WITH  ‘DRILITOL’,  there  is  no  danger  of  sensitizing  the  patient 
to — nor  of  developing  in  him  organisms  resistant  to — 
penicillin  or  the  “mycins”,  which  are  so  frequently  used 
systemically  in  serious  infections. 


intranasal 


‘DRILITOL’  contains  two  effective  antibiotics 
that  are  not  in  wide-spread  systemic  use. 


In  combination,  these  antibiotics — anti-grampositive  gramicidin 
and  anti-gramnegative  polymyxin— actually  potentiate  each  other. 
This  important  phenomenon  results  in  an  enhanced  antibiotic 
action  that  attacks  the  wide  spectrum  of  bacteria  commonly 
found  in  intranasal  infections. 

‘DRILITOL’  also  contains  the  effective  decongestant,  Paredrinef 
Hydrobromide,  and  the  antihistaminic,  thenylpyramine  hydrochloride. 


For  intranasal  infections  specify: 

Drilitol*  Solution 
o/Drilitol  Spraypak’ 


Smith,  Kline  & French  Laboratories,  Philadelphia 

Literature  available  on  request. 


*T.M.  Reg.  U.S.  Pat.  Off. 

tT.M.  Reg.  U.S.  Pat.  Off.  for  hydroxyamphetamine  hydrobromide,  S.K.F. 
‘Spraypak’  Trademark 
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children’s  size 


0 The  Best  Tasting  Aspirin 
You  Can  Prescribe. 

0 The  Flavor  Remains  Stable 
Down  to  the  Last  Tablet 
in  the  Bottle. 


0 24  Tablet  Bottle  .. . 


2Vj  gr.  each  15^ 

2fc„.0D  0D  1^9'- 

Grooved  Tablets  — 
Easily  Halved. 


DISSOLVED 
ON  TONGUE 


W e will  be  pleased  to  send  samples  on  request 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway  New  York  18.  N Y. 


BASIC 


Antidiarrheal 
Th  eropy 


® 


Whenever  diarrhea  is  encountered,  whether  in 
adults,  children  or  infants,  and  regardless  of 
severity,  Arobon  is  profitably  employed  as  the 
basic  medication.  Prepared  from  specially  proc- 
essed carob  flour,  Arobon  provides  generous 
amounts  of  naturally  occurring  pectin,  lignin, 
and  hemicellulose.  These  complex  carbo- 
hydrates exert  the  very  actions  required  for 
prompt  control  of  diarrheas:  They  are  demul- 
cent, adsorbent,  soothing,  water-binding. 

In  simple  diarrhea  of  adults,  infants  and 
children,  Arobon  usually  suffices  as  the  sole 
medication.  In  infectious  diarrhea  and  the 
dysenteries,  it  is  a valuable  adjuvant  to  specific 
therapy.  Arobon  is  safe,  devoid  of  side  actions, 
and  does  not  interfere  with  nutrient  absorption. 

Simple  to  Prepare  Arobon  is  simply  prepared:  The  powder  is 
merely  stirred  into  milk  or  water,  forming  a 
highly  palatable  drink.  Suggested  doses:  for 
children  and  adults,  1 to  2 level  tablespoonfuls 
in  milk  or  water;  for  infants,  2 to  4 level  tea- 
spoonfuls boiled  in  water.  Although  containing 
no  chocolate,  the  resulting  mixture 
has  a palatable,  chocolate -like 
taste  acceptable  to  all  patients. 

AROBON 

is  supplied  in  5 ounce 
jars  and  is  available 
through  all  pharmacies.  | 


THE  NESTLE  COMPANY,  INC.,  WHITE  PLAINS,  NEW  YORK 


2(M8 


introducing 


for  topical  anti-inflammatory  therapy  of  dermatitis 
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A completely  new  approach  to  the  management  of 
dermatitis  has  been  achieved.  Upjohn  scientists 
have  developed  Cortef  Acetate  Ointment  for  the 
application  of  the  most  active  adrenal  steroid 
— compound  F — into  affected  skin  layers. 

Up  to  now,  the  conventional  treatment  of  dermatitis 
has  been  primarily  empirical  and  symptomatic  (e.g., 
calamine  for  pruritus).  Cortef  Acetate  Ointment  offers 
a new  approach  through  its  anti-inflammatory  effect. 

It  permits  the  full  utilization  of  the  anti-inflammatory 
activity  of  compound  F (hydrocortisone)  at  the  tissue 
level  without  producing  systemic  effects. 

Unlike  cortisone,  compound  F (hydrocortisone)  is 
effective  on  the  skin.  Results  are  often  immediate 
and  striking:  lesions  turn  pale  and  flat;  erythema, 
edema,  and  infiltration  subside.  And  in  the  many 
instances  where  atopic  dermatitis  is  self-limited, 
quick  suppression  of  symptoms  with  Cortef  Acetate 
Ointment  may  prove  tantamount  to  cure. 

Even  cases  refractory  for  years  or  decades  to  other 
forms  of  treatment  have  been  reported  yielding  to  the 
new  hormonal  therapv  with  Cortef  Acetate  Ointment. 


acetate  ointment 

(brand  of  hydrocortisone  acetate) 


Upjohn 


SUPPLIED: 

Cortef  Acetate  Ointment  is  available  in  5 Cm.  tubes 
in  two  strengths— 2.5%  concentration  (25  mg.  per  Cm.) 
for  initial  therapy  in  more  serious  cases  of  dermatitis, 
and  1.0%  concentration  (10  mg.  per  Cm.)  for  milder 
cases  and  for  maintenance  therapy. 


ADMINISTERED: 

A small  amount  is  rubbed  gently  into  the  involved 
area  one  to  three  times  a day  until  definite  evidence 
of  improvement  is  observed.  The  frequency  of 
application  may  then  he  reduced  to  once  a day  or  less, 
depending  upon  the  results  obtained. 

* 7 rademark 


A product  of 


Upjohn 

n 

it  vs  v a rrh 

for  medicine  . . . produced  with  care  . . . designed  for  health 

THE  UPJOHN  COMPANY  KALAMAZOO.  MICHIGAN 
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sombulex*  is  an  unusual  barbiturate 

because  it  works  within  15  to  30  minutes  and  leaves  the  bloodstream 
within  3 to  4 hours,  thus  avoiding  the  danger  of  hangover  for 
patients  who  do  not  need  heavy  barbiturate  action. 


When  the  stresses  and  strains  begin  to  tell 

...when  the  mind  won’t  let  the  body  rest,  and  patients 
complain  for  the  first  time... “Doctor,  I can’t  get  to  sleep”... 
SOMBULEX  is  the  prescription  of  choice  for  these 
first-time  barbiturate  patients.  For  them,  1 or  2 tablets 
taken  with  water  or  a warm  beverage  usually  suffice  # 
to  induce  a night's  refreshing  sleep  without  hangover. 

Patients  will  not  readily  identify  SOMBULEX  as  a barbiturate. 


The  unusual  uses  of  sombulex 

Because  of  its  rapid  yet  nonpersistent  action,  1 SOMBULEX 
Tablet  will  help  restore  interrupted  sleep  without  subsequent 
hangover,  or  permit  a relaxing  cat  nap  before  a busy  evening. 

One  SOMBULEX  Tablet  also  will  help  the  new  night-shift  worker 
adjust  to  a daytime  sleeping  schedule.  NOTE:  The  action  of 
sombulex  may  be  too  short  lived  for  the  patient  already  dependent 
upon  long-acting  barbiturates,  sombulex  is  supplied 
in  bottles  of  100  tablets,  each  containing  0.26  Gm.  (4  gr.) 

N-methyl  cyclohexenyl  methyl  barbituric  acid,  Schenley. 


SCHENLEY  LABORATORIES,  INC. 


schenley 


© Schenley  Laboratories,  Inc.  “Trademark  of  Schenley  Laboratories,  Inc. 


A new  case  history  with  photograph 

The  unique  value  of  'DexamyT  in  providing  symptomatic  relief 
from  mental  and  emotional  distress  is  clearly  demonstrated  in 
this  case  history — reported  by  a Philadelphia  general  practitioner. 

Patient : K.  C.  (shown  in  photos  below),  age  72.  "A  case  of 
arteriosclerotic  vertigo  with  socio-marital  picture 
presenting  the  truer  atmosphere  for  his  complaints: 

'I  awoke  one  morning  and  was  knocked  flat,  as  I got  out 
of  bed,  with  dizziness.' 

"He  neglected  to  disclose  that  the  flattening  process  was 
of  more  insidious  development  and  that  a growing  feeling 
of  inadequacy  regarding  his  thirty-five  year  old  wife 
infiltrated  his  masculine  self-esteem.  He  felt  anxious 
and  fearful.  An  attack  of  vertigo  gave  the  finishing  touch 
to  the  whole  picture." 


Dexamyl* 


tablets  and  elixir 


to  relieve  anxiety,  depression  and  inner  tension 
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Medical  Treatment : For  supportive  therapy  he  was  placed  on 

'Dexamyl';  one  tablet  every  three  hours  from  7 A.M.  to 
4 P.M.  "In  three  days  it  was  reduced  to  q.  4 h.,  7 A.M., 

11  A.M.  and  3 P.M.  He  was  able  to  leave  his  bed  after  the 
third  day."  After  10  days  the  dosage  was  reduced  to  one 
tablet  b.i.d.  (7  A.M.  and  1 P.M.). 

Results : "'Dexamyl'  raised  his  nervous  threshold,  gave  him 
a feeling  of  well-being  and  confidence,  which  was  the  best 
substitute  for  youth.  He  decided  not  to  go  on  old-age 
security  but  to  go  back  to  his  job.  This  he  has  done.  His 
smile  has  some  hope  in  it  again." 

These  unposed  photographs  of  patient  K.  C.  were  snapped  during  an 
actual  interview  with  his  physician. 


Each  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate, 
S.K.F.),  5 mg.;  amobarbital  (Lilly),  Yl  9r-  Each  5 cc.  teaspoonful  of 
the  elixir  is  the  dosage  equivalent  of  one  tablet.  *T  M Reg  u s Pat  of, 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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Q.S. 


is  now  possible 

FOR  LARGE  DOSAGE  < 
OF  ASPIRIN... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 


AS^ERIC 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 
40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 


is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 
"Enteric-coated  aspirin  (ASTERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 


(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acetylsalicylic  acid  therapy. 


(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 


For  .amplest— just  send  your  R blank  marked  14  AS9 


‘Tollcov,  R.  H.,  Ropes.  M.  W„  and  Bauer.  W.:  The  Value  ol 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242.19  (Jan.  5)  1950. 


BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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Each  OBOCELL  tablet  contains: 
Dextro-Amphetamine  Phosphate  5 mg. 

Nicel* 150  mg. 

Dosage:  3 to  6 tablets  daily  with  a full 
gloss  of  water,  one  hour  before  meals. 
Supplied:  Bottles  of  100,  500,  1000  tab- 
lets. 

+lrwin*N«lsler's  Brand  of  High  Viscosity  Mcthylceilulose. 


HELPS  KEEP  THE  PATIENT 
ON  A DIET  LONGER... 


Obocell  controls  the  two  causes  responsible  for  over- 
eating— bulk  hunger  and  appetite. 

Obocell  provides  a rapid  initial  release  of  d-Ampheta- 
mine  to  control  appetite  at  meals,  plus  a prolonged 
action  for  the  period  between  meals. 

Nicel*,  a new  high  viscosity  methylcellulose  in  Obocell, 
provides  non-nutritive  bulk  residue  to  dispel  the  gnaw- 
ing sense  of  emptiness  that  impels  the  obese  patient 
to  violate  his  diet.  Nicel,  moreover,  is  responsible  for 
the  sustained  and  uniform  effect  obtained  with  Obocell, 
and  prevents  overstimulation  and  impairment  of  sleep 
as  a result  of  the  uniform  absorption  of  d-Amphetamine. 

With  Obocell  it  is  thus  easy  to  attain  and  maintain 
patient  co-operation  during  the  trying  period  of 
weight  reduction. 


Obocell- 

DOUBLES  THE  POWER  TO  RESIST  FOOD 
At  Meals  and  Between  Meals 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

& Sewe  ?^uicZcce 


PROGRESS  THROUGH 


New  Research  Laboratory 
of  R.J.  Reynolds  Tobacco  Company 


The  makers  of  Camels  never  cease 
their  efforts  to  maintain  and  to  improve 
the  standards  of  quality  that  distinguish 
America's  most  popular  cigarette. 

The  plant  shown  above,  which  was  opened 
this  year,  is  a -5 2,000,000  addition  to 
Camel’s  research  facilities. 


R.  J.  REYNOLDS  TOBACCO  COMPANY  • WINSTON-SALEM  * N.  C 
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Every  patient  with 

essential  hypertension  is  a potential 

candidate  for  Raudixin  therapy 


Because  of  its  safety  and  the  stability  of  its  hypotensive  effect,  Raudixin  can 
be  confidently  prescribed  for  all  patients  with  essential  hypertension.  It  is 
especially  recommended  for  the  large,  indeterminate  group  whose  symptoms 
are  not  severe  enough  to  warrant  the  use  of  other  hypotensive  agents.  Criti- 
cal adjustment  of  dosage  is  unnecessary. 


In  more  advanced  cases,  Raudixin  is  a valuable  adjunct  to  other  agents. 


Weeks  10  20  30  40 


This  patient’s  blood  pressure  was  lowered  about 
the  same  amount  by  rauwolfia,  veratrum  or  hy- 
dralazine. Hydralazine,  however,  caused  unde- 
sirable reactions  and  increased  the  pulse  rate. 


Veratrum  augmented  the  effect  of  rauwolfia, 'and 
the  effect  was  maintained  even  when  veratrum 
was  discontinued  some  months  later. — After 
R.  W.  Wilkins,  Ann.  Int.  Med.  37:  1144,  1952. 


RAUDIXIN 

Squibb  Rauwolfia 
50  mg.  tablets,  bottles  of  100  and  1000 

Raudixin  contains  the  whole  powdered 
root  of  Rauwolfia  serpentina.  The  wide  clinical 
experience  to  date  still  makes  the 
whole  crude  root  the  preferred  form  of  the  drug. 


'RAUDIXIN*  IS  A TRADEMARK 


Squibb 
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/^apid 


IWief 


FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


ARTHRITIS 
RHEUMATISM 
BURSITIS 
MYOSITIS 
NEURITIS  • 
SCIATICA 
LUMBAGO 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modem 
non-greasy,  stainless,  vanishing 
base  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A- 53  5 contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  %%,  Methyl  Salicy- 
late 12%. 

Rub  A- 53 5 may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  F- 39 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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Taste  Toppers  . . 


for  all  ages 


that’s  what  physicians  and 
patients  alike  call  these  two 
favorite  dosage  forms  of 
Terramycin  because  of  their 
unsurpassed  good  taste. 
They’re  nonalcoholic  — a treat 
for  patients  of  all  ages, 
with  their  pleasant  raspberry 
taste.  And  they’re  often  the 
dosage  forms  of  first  choice 
for  infants,  children  and 
adults  of  all  ages. 


Pediatric  Drops 

Each  cc.  contains  100  mg.  of  pure 
crystalline  Terramycin.  Supplied  in 
10  cc.  bottles  with  special  dropper 
calibrated  at  25  mg.  and  50  mg. 

May  be  administered  directly  or  mixed 
with  nonacidulated  foods  and 
liquids.  Economical  1.0  gram  size 
often  provides  the  total  dose  required 
for  treatment  of  infections  of  average 
severity  in  infants. 

Supplied:  Bottles  of  1.0  Gm. 

Oral  Suspension  (Flavored) 

Each  5 cc.  teaspoonful  contains  250  mg. 
of  pure  crystalline  Terramycin.  Effective 
against  gram-positive  and  gram-negative 


bacteria,  including  the  important 
coli-aerogenes  group,  rickettsiae, 
certain  large  viruses  and  protozoa. 
Supplied:  Bottles  of  1.5  Gm. 


PFIZER  LABORATORIES.  Brooklyn  6.  N.  Y.,  Division.  Chas.  Pfizer  & Co .,  Inc. 
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Yotir  GROUP  PLAN 

OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

• Conceived,  organized  and  supervised  by  your  State 

Medical  Society  for  the  exclusive  benefit  of  its 
members  . 

• 32  Years  of  continuous,  dependable  malpractice  protec- 

tion, including  the  Society’s  expert  legal  defense 
service. 

Carried  by  Tne  Employers  Mutual  Liability  Insurance  Company  of  Wisconsin 

HARRY  F.  WANVIG 

♦ 

— I k ' y iftdefhnitx  RipfeSenfame  of  the 

t % " A _■  ; . . 

fflelitcal  ^ocictp  of  ttje  s>tate  of  ©orfc 

70  Pine  St..  New  York  5 
: iEGTer.:  Dlgbv  4-7117 


for  the  successful  treatment^of  • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  S"y“ 

Makers  of  the  Soothing , Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4 ” x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


OUR  30TH  ANNIVERSARY 
YEAR  IN  CORRECTIVE 
FOOTWEAR 


78  FIRST  AVENUE,  NEW  YORK  3.  N.  Y. 


GRomercy  7-5504 
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Significant  Simplification 
in  the  Routine  Management  of 

Bronchial  Asthma 


\ry-r.:>s 


meously 

B ■:  ' ' 

or  intramuscularly  as  desired 

THEE: 


reofment 
Um  Discomfort 


HP*ACTHAR^ 

1 1 ki  r ci  * t i k i \ 


(IN  GELATIN) 

*HighIy  Purified.  ACTHAR® 
is  The  Armour  Laboratories 
Brand  of  Adrenocorticotropic 
Hormone  — ACTH  (Corti- 
cotropin). 


Self-administered  As  Easily  As  Insulin: 

A Patient  Treated  With  HP'ACTHARp' 

A woman  3 6 years  of  age  had  to  be  hos- 
pitalized five  times  in  18  months  for  severe 
status  asthmaticus  which  usually  devel- 
oped after  each  respiratory  infection. 

The  problem  of  recurrent  attacks  was 
effectively  controlled  when  the  patient 
was  taught  self-administration  of 
HP*ACTHAR  Gel.  She  has  given  herself 
five  courses  of  HP*ACTHAR  Gel  during 
the  past  year.  Each  course  took  from  3 
to  5 days,  and  the  results  were  so  satisfac- 
tory that  no  hospitalization  was  required. 

(Levin,  S.  J.:  Ann.  Allergy  11:  157-169,  1953; 
Case  6) 

Advantages  of  HP  ACTHAR^^ 

Fewer  Injections: 

One  or  two  doses  per  week  in  many 
instances. 

Rapid  Response,  Prolonged  Effect: 

Combines  the  two-fold  advantage  of  sus- 
tained action  over  prolonged  periods  of 
time  with  the  quick  response  of  lyophil- 
ized  ACTHAR. 

Much  Lower  Cost: 

Recent  significant  reduction  in  price,  and 
reduced  frequency  of  injections,  have  ad- 
vanced economy  of  ACTH  treatment. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  - CHICAGO  11.  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  RESEARCH 


In  Many  Respects 

THE  SAFEST 

AMONG  THE  MORE 


• lowers  blood  pressure  by  centrally 
induced  vasorelaxation 

• hypotensive  action  independent  of 
alterations  in  heart  rate 

• retains  its  efficacy  during  prolonged 
periods 

• rarely  promotes  sensitivity  or  in- 
creased tolerance 

• produces  warning  symptoms  of  over- 

These  are  the  desirable  pharmacologic 
and  clinical  features  of  Veriloid  which 
establish  this  alkaloidal  extract  of  Ver- 
atrum  viride  as  the  safest  of  the  potent 
hypotensives.  Note  that  your  patient 
need  not  be  hospitalized,  can  maintain 
his  normal  business  and  social  activ- 
ities, and  is  not  living  in  constant  dan- 


dosage  before  the  critical  level  has 
been  reached 

• no  paralysis  of  sympathetic  activity 

• no  postural  hypotension 

• no  compromise  of  renal  function 

• no  reduction  in  cardiac  output  or 
cerebral  blood  flow 

• no  tachycardia  or  increase  in  car- 
diac work 

ger  of  hypotensive  collapse  due  to  sud- 
den changes  in  posture.  No  death  at- 
tributable to  Veriloid  has  ever  been  re- 
ported, yet  this  drug  has  enjoyed  ex- 
tensive use  during  the  past  five  years. 
Average  initial  dose,  3 to  4 mg.  three 
times  daily  after  meals,  at  intervals  of 
not  less  than  four  hours. 


An  Original  Research  Product  of 

RIKER  LABORATORIES,  INC. 

8480  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 
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Thrombin 

Topical 


THROMBIN  TOPICAL  acts  directly  on  the  blood 
fibrinogen  to  form  a firm,  adherent,  natural  clot, 
producing  hemostasis  in  a matter  of  seconds.  Whether 
you  spray,  flood  or  dust  it  into  affected  surfaces, 

THROMBIN  TOPICAL  helps  control  capillary  bleeding 
in  abdominal  surgery,  brain  and  bone  surgery,  skin  grafting, 
nose  and  throat  operations,  prostatic  surgery,  dental 
extraction,  bleeding  incident  to  drainage,  excision 
or  debridement,  and  many  other  operative  procedures. 

THROMBIN  TOPICAL  (bovine  origin)  is  supplied  in  vials 
containing  5000  N.I.H.  units  each,  with  one  5-cc.  vial 
of  sterile  isotonic  saline  diluent.  Also  available  in  a package 
containing  three  vials  of  THROMBIN  TOPICAL  (1000  N.  I.  H. 
units  each)  and  one  6-ec.  vial  of  diluent. 


THROMBIN  TOPICAL  should  never  be  injected. 
It  is  intended  for  topical  use  only. 
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NEW! 


For  Gastro-Intestinal  Dysfunction 

An  Improved 
Anticholinergic  Agent 


'Elorine  Sulfate’  relieve?  spasm 
and  hvpermotilitv  of  the  gastro- 
intestinal tract,  with  negligible 
side-effects.  It  is  an  excellent  ad- 
junct in  peptic  ulcer  therapy.  As 
an  anticholinergic  drug.  ’Elorine 
Sulfate’  effectively  inhibits  neu- 
ral stimuli  at  those  sanjlia  and 


effectors  where  the  presence  of 
acetvlcholine  mediates  transmis- 
sion of  stimuli.  Clinical  data  show 
profound  inhibiting  effect  on  in- 
testinal motility  in  doses  of  50  to 
75  mg.  \Tithin  this  effective  dos- 
age range,  side-effects  are  minimal. 
M av  we  send  vou  literature? 


PCLVULES 


ELORI1TE 

( Tricydamol  Sulfate.  Lilly ) ^ w « m m 

For  spasmolysis  tcithont  sedation — 
in  25  and  50-mg.  pulvules. 


PCLVULES 

CO-ELOnZUS 

( Tricydamol  Sulfate  and  Amobarbital \ Lilly) 


Formula:  ‘Elorine  Sulfate*  _ 25  m£_ 

‘.Unytal’  AmoharbitnL  Lilly  8 mf. 
Combine  ‘FJorine  Solfate*  with  ‘Amytal’  to  pro- 
vidf  mild  :«htioQ  in  addition  to  the  spasmolytic 
eifact- 
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The  District  Branches 


On  September  10  of  this  year  the  district 
branch  meetings  commence  with  the  pro- 
gram of  the  Sixth  District  Branch  at  Bing- 
hamton. It  is  to  be  hoped  that  the  pro- 
grams will  prove  to  be  sufficient ly  stimu- 
lating this  year  to  produce  a larger  attend- 
ance than  in  previous  years. 

Since  many  of  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
may  be  unfamiliar  with  the  significance  of 
the  district  branch  meetings,  a word  con- 
cerning them  may  be  in  order.  When  the 
district  branches  were  created,  they  served 
as  administrative  units  of  the  New  York 
State  Medical  Association,  founded  in  1884. 
They  also  functioned  as  the  principal  post- 
graduate teaching  units  of  the  Association 
and  in  1907  were  taken  over  by  the  Medical 
Society  of  the  State  of  New  York,  when  the 


two  societies  once  again  became  the  official 
Medical  Society  of  the  State  of  New  York. 

The  district  branches  in  the  1800's 
carried  out  their  teaching  functions  well. 
Because  they  comprised  the  area  of  ten  or 
twelve  smaller  county  societies  they  de- 
veloped resources  far  bejmnd  those  of  the 
county  societies  individually  to  interest  the 
membership. 

Following  1907  meetings  were  well  at- 
tended and  afforded  an  opportunity  for  a 
large  number  of  members  to  meet  and  hear 
the  address  of  the  president  of  the  Society. 
In  recent  years,  however,  the  growth  of 
postgraduate  educational  facilities  has  be- 
come so  expanded,  due  to  the  formation  of 
specialty  societies  conducting  their  own  pro- 
grams, that  the  attendance  at  district 

[Continued  on  page  2072] 


2065 


President’s  Page 

Monopolistic  Trends  in  Medicine:  Medical  Schools 

Medical  education  today  is  the  theme  of  discussions  in  the 
councils  of  many  organizations  and  particularly  in  newspa- 
pers and  periodicals.  There  is  ample  reason  for  this  because 
nothing  touches  the  home  or  the  individual  more  closely  than 
medical  care.  I wish  to  say  a few  words  as  an  individual 
citizen  as  well  as  a doctor  who  is  deeply  concerned  with,  and 
for  a long  time  has  been  interested  in,  medical  education. 
Xot  only  have  I taught  for  a number  of  years  in  medical 
schools,  but  I have  also  encouraged  many  to  study  medicine. 

My  impressions  about  medical  problems  are  the  result  of 
these  years  of  contact  and  experience  with  medical  education 
and  administrative  responsibilities  in  directing  medical  lab- 
oratories. In  such  assignments  one  must  try  to  please  the 
doctors  as  well  as  the  patients.  These  commitments  entail 
experience  as  well  as  responsibilities  and  initiate  reflection. 

Xo  one  individual  is  big  enough  to  correct  powerful  trends, 
often  dictated  by  important  people  who  mentally  dwell  hi 
marble  halls  with  ivory-tower  ideas.  These  people  are  pre- 
sumed to  be,  and  often  are,  the  upper  echelon  in  medical 
education.  So  my  attitude  and  remarks  may  seem  as  naive 
as  Don  Quixote  fighting  a legendary  windmill.  Xevertheless, 
I am  an  American  doctor,  exercising  the  right  of  free  speech. 

In  1910  there  were  some  165  medical  schools  in  the  nation.  Some  admitted  students 
from  high  school;  others  admitted  students  older  than  is  possible  today.  There  was  at 
that  time  a great  movement  initiated  by  certain  philanthropic  foundations  for  reform  and,  at 
the  instigation  of  the  Council  on  Medical  Education  of  the  A.M.A.,  to  have  investigating 
committees  visit,  analyze,  and  evaluate  the  existing  schools.  Some  of  the  classes  consisted 
of  as  many  as  1.50  students  each,  in  the  three-  or  four-year  courses  then  prevailing.  As  a 
result  of  the  committees'  analyses  and  continued  vigilance,  during  the  following  forty  years 
the  number  of  medical  schools  was  reduced  to  some  79  accredited  ones.  At  present  these 
schools  graduate  between  6,000  and  7,000  doctors  a year.  I am  of  the  opinion,  but  have 
heard  it  said  to  the  contrary,  that  this  is  fewer  than  the  number  graduated  in  1910. 

The  population  of  .America  has  greatly  increased  during  this  time,  yet  there  exists  a 
certain  apparent  restriction  on  the  number  of  medical  students.  Medical  research  and 
progress  in  health  measures  have  added  many  complicated  facets  to  the  medical  care  of  the 
people.  Anyone  who  has  lived  through  a period  of  medical  reconstruction  would  not  dare 
to  minimize  the  benefits  derived  from  the  evaluation  and  regulation  of  the  former  medical 
schools.  This  applies  as  well  to  the  methods  of  teaching.  However,  with  the  decrease  in 
the  number  of  medical  schools  and  students  and  the  great  increase  in  population,  together 
with  the  complicated  modalities  in  diagnosis  and  treatment,  it  does  not  require  a mathema- 
tician to  see  that  the  increase  in  the  quality  of  the  doctors  has  been  accompanied  by  a great 
inadequacy  hi  their  quantity.  Civilian  hospitals,  governmental  sendees,  health  agencies, 
and  the  rural  population  are  in  tremendous  need  of  medical  personnel.  This  is  so  true  that 
in  many  areas  cultism  has  flourished.  The  public  demands  at  least  a modicum  of  medical 
advice  and  solace.  When  good  medical  care  is  poor  or  unavailable,  as  it  is  in  some  areas, 
the  inadequacy  is  nothing  short  of  criminal.  This  condition  has  been  ascribed  to  poor  distri- 
bution of  doctors.  Well,  what  has  caused  this  state  of  affairs? 

Even  though  students  of  medical  schools  of  yesterday  did  not  receive  the  refinements  of 
modem  medical  education,  most  of  the  graduates  were  indoctrinated  in  the  tenets  of  good 
medicine  and  became  good  doctors  because  they  soon  realized  that  to  do  a good  medical  job 
one  had  to  supplement  one’s  training  by  internship  and  postgraduate  study.  Thus,  many 
of  the  graduates  of  these  so-called  ‘'inferior"  schools,  by  diligent  application  and  devotion  to 
the  science  and  art  of  medicine,  laid  down  the  principles  of  modem  medical  training  and 
medical  care.  It  can  be  said  without  contradiction  that  in  those  days  the  family  doctor 
came  nearer  to  filling  the  demands  of  the  public  than  is  being  done  today.  And  a three-  or 
tour-year  course,  even  in  an  “inferior”  medical  school  of  those  days,  supplemented  by  inti- 
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mate  association  with  a preceptor  or  professor,  offered  an  infinitely  better  education  than 
cultism  offers  today. 

It  is  difficult  to  believe  that  the  public  is  at  fault  in  the  search  for  medical  hope  if  it  turns 
to  cultism  when  it  cannot  receive  the  services  of  a doctor.  People  who  are  sick,  either  men- 
tally or  physically,  desperately  seek  relief.  One  of  the  dividends,  a better  word  perhaps 
would  be  “deficiencies,”  of  the  refinement  of  medical  education  is  that  public  and  home 
medical  care  has  noticeably  shriveled  and  slipped  out  from  under  the  guidance  of  the  doctor. 
This  constriction  of  medical  trainees  is  a possible  result  of  centralization  and  regimentation. 
If  these  factors  were  applied  to  business,  it  would  be  branded  a monopoly.  Medical  educa- 
tional opportunities  are  completely  under  the  control  of  admissions  committees  and  deans  of 
medical  schools  today.  This  is  a challenge  to  the  nation’s  antitrust  laws  which  prohibit 
monopolies  and  organizations  which  act  in  the  restriction  of  trade.  Perhaps  medical  educa- 
tion per  se  may  not  be  a legal  monopoly  because  it  is  not  a business.  Fortunately,  there  is  a 
growing  tendency  among  medical  school  administrators  to  study  and  liberalize  curricula. 

Everybody  knows  that  medical  schools  need  financial  support.  They  have  large  defi- 
cits. Every  doctor,  by  every  means  at  his  command,  should  support  the  fund-raising  effort 
for  medical  schools.  Their  financial  position  is  perilously  critical  at  the  moment.  On  the 
other  hand,  it  seems  timely  that  an  efficiency  committee  again  should  survey  the  medical 
schools  and  investigate  the  utilization  of  the  laboratory  and  personnel  facilities  available. 
If  a greater  degree  of  efficiency  is  derived  therefrom  by  hospitals  and  medical  schools  and 
the  public,  everything  will  be  for  the  general  good.  There  are  places  where  available  facili- 
ties and  personnel  are  not  being  used  to  the  best  advantage.  One  may  inquire  if  there  is 
waste  or  profligacy  of  present  assets. 

Some  of  the  medical  schools  at  the  present  time  are  carrying  on  their  teaching  courses 
throughout  the  year.  Perhaps  they  all  should  do  so.  There  is  no  reason  why  medical 
students  should  lose  three  months’  time  every  summer.  If  the  student  becomes  a doctor,  he 
will  work  twelve  months  a year  and  sometimes  twenty-four  hours  a day.  He  might  as  well 
get  used  to  this  while  he  is  being  indoctrinated  into  medicine.  Very  few  doctors  have 
months  of  vacation  when  they  are  serving  the  public  adequately. 

On  the  other  hand,  to  utilize  all  of  the  students’  time  in  increasing  the  refinements  of 
their  education  will  interfeie  with  their  services  to  the  public,  and  such  a program  seems 
hardly  worth  while.  The  graduates  of  American  schools  should  be  made  more  available 
for  the  staffing  of  the  smaller  hospitals  throughout  this  country.  At  the  present  time  the 
hospitals  in  the  grassroots  areas  are  meagerly  manned  by  interns  and  residents  of  this  type. 
Therefore,  these  hospitals  are  forced  to  depend  on  the  poorer  students  or  graduates  of  for- 
eign medical  schools.  No  doubt  many  of  the  graduates  of  the  foreign  schools  could  obtain  a 
better  education  in  our  own  medical  schools  if  all  the  facilities  were  utilized  to  the  utmost. 

Medical  education  has  apparently  become  stagnant,  visionless,  and  administered  on  the 
basis  of  perfectionism,  often  reactionary.  There  is  need  for  a new  philosophic  enunciation 
of  the  general  principles  of  medical  education.  Business  and  education  have  made  adjust- 
ments to  progress.  Medical  education  has  become  so  inbred  with  refinement  that  there  is  a 
tendency  for  the  needs  of  the  public  to  be  obscured.  Recently  President  Eisenhower  issued  a 
plea  for  more  brain  power  and  the  better  utilization  of  educational  facilities.  The  failure  to 
exploit  and  broaden  all  the  potentialities  will  threaten  the  security  of  a troubled  world.  Only 
by  intelligent  and  sustained  effort  will  there  be  adequate  personnel  for  the  training  of  pro- 
fessional manpower  to  meet  the  future  requirements  of  medical  care  for  the  public. 

These  remarks  are  in  no  way  intended  as  a slur  upon  the  fine  medical  education  of  to- 
day, but  as  a constructive  criticism  to  help  the  schools  financially  and  to  solve  a crying 
need  for  more  good  medical  care  in  the  byways  and  highways  of  the  country.  Any  monop- 
oly, or  quasimonopoly  in  medicine,  be  it  in  medical  school,  hospital,  industry,  or  wherever, 
will  produce  a restless  foreboding  of  medical  as  well  as  economic  insecurity.  This  depress- 
ing effect  applies  particularly  to  the  private  practice  of  medicine.  Change  is  essential  in 
order  to  remain  adapted  to  the  needs  of  a changing  world.  Demand  for  new  departures  and 
evaluations  is  not  necessarily  a criticism  of  past  policies.  Reorientation  and  integration  are 
valuable  procedures  in  clarifying  basic  principles  of  medical  education  on  a dynamic  not  a 
static  program.  Medical  educational  problems  cannot  be  solved  by  a status  quo  cloisteri- 
zation,  certainly  not  by  a political  subsidy  or  on  a governmental  basis.  Its  own  functionar- 
ies with  a new  philosophy  and  concept  of  administrative  and  an  adequate  community  service 
will  be  required  to  liquidate  the  multitudinous  problems  of  medical  education. 
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THE  metabolic  pathways  of  glucose  are 
more  numerous  and  varied  than  is 
ordinarily  realized.  It  is  widely  accepted 
that  the  oxidation  of  glucose  by  way  of  the 
Krebs  citric  acid  cycle  provides  most  of  the 
energy  required  by  animals  as  well  as  micro- 
organisms. This  may  well  be  true,  but 
other  routes  of  glucose  utilization  are  at  least 
as  essential  to  the  over-all  integration  of 
those  biologic  processes  whose  aggregate 
constitute  total  metabolism.  Indeed,  these 
other  pathways  are  likely  to  assume  in- 
creased importance  with  further  develop- 
ments in  this  field,  and  almost  certainly 
other  pathways  will  be  uncovered.  In  this 
connection  it  is  interesting  that  Krebs  has 
recently  stated  that  the  tricarboxylic  acid 
cycle  is  not  the  main  pathway  of  acetate 
oxidation  in  yeast. 1 

The  potential  energy*  available  in  glucose 
is  really  colossal  and  might  be  better  appre- 
ciated when  it  is  realized  that  1.000  Gm.  of 
glucose  could  supply*  sufficient  energy*  to 
elevate,  vertically*,  1,000  pounds  two  miles. 

In  biologic  processes  only*  15  per  cent  of 


the  energy  is  released  in  going  from  glucose 
to  a 3-carbon  fragment  like  pyruvate,  while 
85  per  cent  is  made  available  in  going  from 
pyruvate  to  carbon  dioxide  and  water  over 
the  Krebs  citric  acid  cycle. 

There  are  nine  principal  pathway's  by* 
which  glucose  travels  regardless  of  its  source. 
In  this  discussion  one  is  concerned  only*  with 
the  pathways  of  d-glucose  after  its  appear- 
ance and  not  with  how  glucose  appears  upon 
the  scene.  These  pathway's  have  been  out- 
lined in  Fig.  1.  Full  details  of  the  steps 
invoiced  in  two  important  pathways  are 
shown  in  Fig.  2.  An  attempt  has  been  made 
to  facilitate  the  objective  visualization  of 
these  processes  by*  comparing  the  biologic 
mechanisms  to  some  well-known  operations 
in  the  lumber  industry*  when  wood  is  used  for 
fuel. 

It  is  of  the  greatest  importance  to  recog- 
nize that  glucose  is  not  utilizable  by  the  cell 
as  a source  of  energy*  or  for  storage  as 
glycogen  unless  it  is  phosphorylated.  The 
phosphorylation  of  glucose  takes  place 
through  the  action  of  the  enzyme  system 
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Fig.  1.  Metabolic  pathways  of  glucose. 
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hexokinase  in  the  presence  of  adenosine- 
triphosphate  (A.T.P.).  In  the  biologic 
mechanism  phosphorus  acts  as  a vehicle  to 
facilitate  the  transition  steps  and  may  be 
compared  to  the  use  of  a dolly  by  the 
lumber  industry.  In  this  scheme  glucose  is 
compared  to  a freshly  felled  tree  lying  on  the 
ground.  When  many  trees  are  aggregated, 
one  has  a forest.  When  many  glucose  units 
combine,  one  has  glycogen.  This  conversion 
of  glucose  to  glycogen  is  a most  profitable 
metabolic  process  when  it  stores  large 
numbers  of  glucose  units  as  glycogen  with  a 
minimum  of  disturbance  to  the  intracellular 
osmotic  forces  which  depend  upon  the 
number  of  particles  dispersed  and  are 
irrespective  of  their  size. 

When  glucose  goes  to  carbon  dioxide  and 
water  over  the  Krebs  citric  acid  cycle,  the 
major  steps  can  be  compared  to  those  in- 
volved in  cutting  down  a tree  and  its 
ultimate  disposal  as  fuel  in  a furnace  to 
liberate  energy.  For  example,  the  lumber 
industry  liberates  the  energy  from  the  sun 
stored  in  the  forest  by  chopping  down  a tree, 
cutting  it  up  into  small  logs,  and  burning 
these  in  a furnace.  Some  of  this  energy  is 
utilized  for  a wide  variety  of  industrial 
purposes;  some  is  stored  as  steam;  some  is 
stored  as  hot  water.  The  cell  liberates  the 
bound  radiant  energy  present  in  the  food- 
stuffs and  uses  a portion  for  its  various 
energy-requiring  processes;  some  is  stored 
in  the  form  of  glycogen,  and  a really  appreci- 
able amount  is  stored  in  a more  readily 
available  form  as  A.T.P.  A.T.P.  can  be 
compared  to  the  hot  water  in  a storage  tank. 
Its  energy  can  be  released  by  a trigger 
mechanism  such  as  turning  a tap. 

In  Fig.  2 the  analogy  begins  with  a felled 


tree,  and  then  a dolly  is  placed  under  one 
end.  In  the  cell  glucose  is  removed  from 
glycogen,  and  phosphorus  is  placed  at  one 
end.  The  branches  are  removed,  changing 
the  top  of  the  tree.  In  the  cell  the  top  of  the 
molecule  is  changed  to  fructose  6- phosphate. 
Then  another  dolly  is  placed  at  the  other  end 
of  the  tree.  In  the  cell  phosphorus  is  now 
attached  to  the  other  end  of  the  molecule,  and 
we  have  1-6  fructose  diphosphate.  The  log  is 
still  too  big.  It  is  now  cut  in  two.  In  the 
cell  fructose  diphosphate  is  converted  to  2 
molecules  of  3-phosphoglyceraldehyde.  The 
log  is  now  smaller  but  requires  another  dolly. 
In  the  cell  another  phosphorus  is  added,  and 
now  one  has  1-3  diphosphoglyceric  acid.  It 
is  then  found  more  convenient  to  have  only 
one  dolly  in  the  center  of  the  log.  In  the 
cell  one  phosphorus  is  removed,  and  the 
remaining  one  is  placed  in  the  middle  of 
the  molecule,  and  it  is  now  2-phosphoglyceric 
acid.  The  log  is  now  cleaned  up  a bit.  In 
the  cell  the  molecule  is  changed  to  2- 
phosphopyruvic  acid. 

This  takes  the  log  where  it  is  to  be  sawed 
into  blocks.  The  dolly  is  removed,  and 
through  hooks  and  a derrick  the  log  is  loaded 
onto  a sawing  carriage.  In  the  cell  phos- 
phorus is  removed,  acetyl  coenzyme  A is 
attached  and,  through  transacetylases  and 
the  condensing  enzyme,  a 2-carbon  fragment 
is  combined  with  a 4-carbon  fragment 
oxaloacetic  acid  to  form  citric  acid.  The 
log  is  cut  into  four  pieces,  and  these  are 
carried  to  a furnace  by  an  endless  belt  and 
burnt  to  form  heat  and  steam . The  carriage 
is  then  available  to  pick  up  another  log.  In 
the  cell  the  citric  acid  is  converted  to 
oxaloacetic  acid  in  four  major  steps  releasing 
heat  and  biotic  energy.  Oxaloacetic  acid  is 
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now  available  to  combine  with  another  2- 
carbon  fragment  to  form  citric  acid  and  so 
on  around  the  cycle  again. 

In  going  from  glucose  to  pyruvate  four 
high-energy  phosphate  bonds  in  the  form  of 
A.T.P.  are  produced;  one  is  used  to  prime 
the  cycle,  leaving  three  net.  In  going  from 
pyruvate  to  carbon  dioxide  and  water  15 
high-energy  phosphate  bonds  as  A.T.P.  are 
formed.  This  illustrates  the  large  amount 
of  energy  that  is  liberated  on  the  completion 
of  the  cycle  by  a 2-carbon  fragment. 

It  may  also  be  helpful  to  list  the  counter- 
parts in  the  two  mechanisms. 


Industrial  Energy 
Mechanism, 
Fuel:  wood,  coal,  oil 

Furnace 

Firemen 

Endless  belt 

Steam  energy 

Draft 

Blower 

Ashes 

Smoke 

Sawing  carriage 


Cell  Energy 
Mechanism 
Food:  fats,  proteins, 
and  carbohydrates 
Cytochrome 
Dehydrogenases 
DPN-DPNH, 

Biotic  energy 
Oxygen 
Oxidases 
Water 

Carbon  dioxide 
Oxaloacetic  acid 


This  scheme  undoubtedly  represents  an  over- 
simplification, but  it  has  the  advantage  of  giving 
one  a basis  to  visualize  objectively  what  is  going 
on  in  cell  energy  mechanisms. 


In  diabetes  mellitus  there  is  an  inter- 
ference with  the  utilization  of  glucose  for 
energy  requirements,  and  as  a result  a large 
proportion  of  the  2-  and  3-carbon  fragments 
going  to  form  energy  over  the  Krebs  citric 
acid  cycle  have  their  origin  in  fats  and 
proteins.  This  explains  the  excessive  con- 
version of  fats  and  proteins  in  diabetes  and 
the  resulting  ketosis,  ketonuria,  glycosuria, 
etc. 

As  a rough  guess  one  may  say  that  during 
the  course  of  ordinary  activities  about  two 
thirds  of  the  body’s  energy  requirements 
come  from  glucose.  Under  conditions  of 
complete  rest  the  amount  is  probably  some- 
what less,  and  during  vigorous  exercise  it  is 
considerably  more.  In  uncontrolled  dia- 
betes more  and  more  of  the  energy  is  supplied 
from  noncarbohydrate  sources  through  the 
well-known  process  of  gluconeogenesis. 

It  is  from  the  intermediate  steps  in  the 
Krebs  cycle  that  glucose  may  be  converted 
to  fats  and  proteins.  For  example,  the  2- 
carbon  fragment  acetate  can  be  synthesized 
to  fatty  acids  and  fats,  the  3-carbon  frag- 
ment can  be  changed  to  alanine,  the  4-carbon 
fragment  to  aspartic  acid,  and  the  5-carbon 
fragment  to  glutamic  acid  and  so  to  proteins. 
These  steps  are  reversible. 
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The  third  pathway  is  the  so-called  lactic 
acid  cycle  in  tvhich  glucose  is  converted  to 
pyruvate  to  lactate,  thence  to  glucose,  thence 
to  glycogen.  This  anaerobic  process  is  very 
inefficient  as  compared  to  the  aerobic  process 
of  the  Krebs  cycle. 

In  a fourth  pathway  glucose  is  converted 
to  6-phosphogluconie  acid  with  the  regenera- 
tion of  TPXH2  reduced  (triphosphopyridine 
nucleotide)  which  has  been  shown  by 
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Vishniac  and  Ochoa2  to  be  essential  for  the 
reductive  carboxylation  of  pyruvate  to 
malate,  or  alphaketoglutarate  to  isocitrate. 
Six-phosphogluconic  acid  is  then  converted 
to  ribulose  5-phosphate  then  to  ribose  5- 
phosphate,  which  through  a complex  series 
of  changes  eventually  carries  a portion  of  the 
original  molecule  to  carbon  dioxide  and 
water  without  participation  of  the  Krebs 
cycle.  This  is  frequently  spoken  of  as  the 
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Warburg-Lipmann-Dickens  cycle. 3 

The  fifth  pathway  shows  glucose  going  to 
glucosone,  thence  to  glucosamine.  The 
latter  is  an  essential  constituent  of  a widely 
dissimilar  group  of  substances,  such  as  the 
mucoproteins,  the  mucopolysaccharides, 
heparin,  hyaluronic  acid,  and  the  so-called 
blood  group  substances. 

In  the  sixth  pathway  glucose  is  converted 
to  galactose  and  then  to  lactose.  This  is  a 
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most  important  process  in  the  lactating 
breast. 

In  the  seventh  pathway  glucose  goes  to 
gluconic  acid  which  conjugates  with  various 
substances  such  as  estrin  to  act  as  a detox- 
ifying agent  and  to  render  such  metabolic 
clinkers  soluble  and  so  facilitate  excretion. 

In  the  eighth  pathway  glucose  is  con- 
verted to  inositol,  a 6-carbon  alcohol,  which 
besides  acting  after  a fashion  as  a storehouse 
is  a most  important  lipotropic  agent. 

The  ninth  pathway  is  glucose  to  cellulose. 
In  this  compound  the  glucose  units  are 
identical  with  those  in  glycogen.  The  dif- 
ference is  one  of  configuration  and  the 
manner  of  their  being  joined  together. 

Summary 

1.  The  pathway  traveled  by  glucose  in 
going  to  glycogen  and  in  going  to  carbon 


dioxide  and  water  over  the  Krebs  cycle  has 
been  compared  to  some  well-known  steps 
commonly  practiced  by  the  lumber  industry. 

2.  Glucose  is  the  main  source  of  energy 
for  all  animal  forms  and  most  micro-organ- 
isms. 

3.  Glucose  or  some  modification  serves 
as  the  building  blocks  for  a substantial 
number  of  substances  whose  presence  is 
essential  for  an  integrated  metabolism. 

4.  In  diabetes  mellitus  there  is  a block  in 
the  utilization  of  glucose,  and  most  of  the 
fragments  going  into  the  Krebs  cycle  have 
their  origin  in  fats  and  proteins. 
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branch  meetings  has  left  much  to  be  desired. 
The  officers  of  the  district  branches  labor 
long  and  arduously  to  obtain  excellent 
speakers,  and  the  president  and  president- 
elect of  the  Society,  one  of  whom  addresses 
each  district  branch  meeting,  always  have 
interesting  material  for  their  speeches  given 
at  the  time  of  the  luncheon  or  dinner.  The 
president  of  the  Woman's  Auxiliary  also 
makes  an  address,  and  it  is  possible  for  the 
members  in  attendance  not  only  to  derive 
scientific  information  from  the  papers  but  to 
acquire  information  concerning  the  policies 


and  actions  of  the  Society  and  to  meet  the 
president  or  the  president-elect  personally. 

With  these  opportunities  in  mind  we  urge 
that  this  year  evert-  member  of  the  district 
branch  to  which  he  belongs  make  an  effort 
to  attend.  Relatively  few  of  the  member- 
ship can  attend  the  annual  meetings,  but  the 
district  branch  meetings  have  recently  taken 
on  some  of  the  aspects  of  an  interim  meeting, 
reasonably  close  to  the  sphere  of  activity  of 
each  individual  member.  It  is  to  be  hoped 
that  the  attendance  this  fall  will  be  better 
than  ever. 
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Scientific  Articles 


BULLOUS  DERMATOSES 


Diagnosis,  Classification,  and  Treatment 


Maurice  J.  Costello,  M.D.,  New  York  City 


( From  the  Dermatologic  Service,  Bellevue  Hospital) 


THE  most  difficult  group  of  cutaneous  diseases 
to  discuss  are  the  vesiculobullous  dermatoses. 
It  is  especially  important  to  differentiate  them 
from  pemphigus  vulgaris  because  of  the  poor 
prognosis  of  the  latter  disease.  In  the  present 
light  of  our  knowledge,  where  the  etiologic  fac- 
tors are  poorly  understood,  it  is  difficult  to  class- 
ify them  properly.  I shall  make  an  effort  to  dis- 
cuss the  clinical  characteristics.  For  years  there 
has  always  been  a number  of  patients  on  the  der- 
matologic wards  at  Bellevue  Hospital  presenting 
several  examples  of  the  different  types  of  the 
bullous  dermatoses  I am  about  to  discuss. 

The  term  pemphigus  is  usually  applied  to  a 
group  of  continuous,  relapsing,  and  recurring, 
chronic,  bullous,  or  blistering  cutaneous  diseases 
which  affect  the  .skin  and/or  mucous  membranes. 
Pemphigus  is  most  frequently  seen  in  members  of 
the  Jewish  race  and  is  fatal  in  the  great  majority 
of  cases.  However,  cortisone  and  ACTH  ther- 
apy have  made  the  prognosis  more  hopeful.1-3 

The  regimen  followed  on  the  dermatologic 
wards  of  Bellevue  Hospital  for  many  years  in  the 
treatment  of  pemphigus  is  as  follows : 

1.  Carbarsone  (Lilly,  paracarbamidophenyl 
arsonic  acid)  is  chemically  related  to  acetarsone 
but  is  less  toxic  (may  cause  optic  atrophy) . One 
capsule  (0.25  Gm.)  is  administered  daily  or  twice 
daily  for  ten  days.  The  course  may  be  repeated. 

2.  High-vitamin  and  high-caloric  diet. 

3.  Crude  liver  extract  intramuscularly,  3 cc. 
twice  weekly. 

4.  High-protein  diet  to  which  are  added  large 
doses  of  protolysates. 

5.  Transfusions  of  whole  blood. 

6.  Plasma. 

7.  Local  therapy  consists  of  potassium  per- 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
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manganate  baths  1:80,000;  acriflavin  (1:3,000) 
in  vaselinized  gauze. 

8.  Good  nursing  care  is  of  paramount  im- 
portance. 

Cortisone  and  ACTH  are  of  value  in  the  treat- 
ment of  pemphigus  vulgaris.  Several  patients 
treated  are  in  full  remission;  about  50  per  cent 
of  the  patients  are  benefited.  It  has  failed  in 
the  remainder. 

These  hormones  are  of  little  value  in  treatment 
of  the  foliaceous  and  vegetans  types.  Pemphi- 
gus vegetans  has  been  benefited  by  the  sulfona- 
mide drugs  in  tablet  or  ointment  form  and  more 
recently  by  large  doses  of  aureomycin  and  Chloro- 
mycetin. 

Cortisone,  alone,  combined,  or  alternating 
with  the  “mycins”  such  as  Chloromycetin,  aureo- 
mycin, and  terramycin,  is  the  best  treatment 
known  for  pemphigus  vulgaris.  It  falls  far  short 
of  good  treatment  in  a number  of  cases,  but  these 
drugs  combined  with  a high-protein,  high-caloric, 
high-vitamin  diet  and  good  nursing  care  form  the 
best  combination  of  treatments  that  we  know  of 
today.4 

In  my  experience  less  than  75  mg.  daily  is  of 
little  value.  A dosage  of  about  100  to  150  mg. 
daily  in  divided  doses  is  optimum.  Larger  doses 
are  not  only  unnecessary  but  dangerous.  ACTH 
is  more  toxic  in  therapeutically  effective  doses 
and  is  prone  to  predispose  the  patient  to  throm- 
boembolic phenomena.  A convenient  method 
of  intramuscular  injection  administration  of 
ACTH  is  in  the  form  of  long-acting  Acthar  gel. 
A total  of  40  units  in  1 cc.  is  injected  once  in 
every  twenty-four  hours.  Gradual,  slow  absorp- 
tion causes  a higher  blood  level  of  ACTH. 

The  individual  bullous  lesions  of  pemphigus 
vulgaris  become  vegetative,  limiting  extension 
of  the  individual  lesions  and  apparently  prevent- 
ing the  appearance  of  new  bullae. 
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A patient  was  treated  recently  in  our  wards  at 
Bellevue  Hospital  for  pemphigus  vulgaris,  first 
with  cortisone,  then  ACTH.  then  the  “mycins.” 
He  developed  discrete,  vegetative  lesions  at  the 
sites  of  the  old  bullae  and  later  pemphigus  vege- 
tans. When  he  recovered,  there  remained  nu- 
merous keratotic  lesions  (histologically  acantho- 
mas) at  the  sites  of  the  former  vegetative  lesions, 
which  are  gradually  undergoing  involution.  The 
most  effective  method  for  the  administration  of 
ACTH  in  the  treatment  of  pemphigus  vulgaris  is 
by  the  intravenous  route.  Twenty-five  milli- 
grams are  dissolved  in  500  cc.  of  triple  distilled 
water,  half  normal  or  normal  saline,  or  5 per 
cent  glucose  solution.  This  quantity  of  solution 
is  administered  intravenously  over  an  eight-hour 
period.  An  optimum  blood  level  is  best  accom- 
plished by  this  method.  It  is  advisable  to  ad- 
minister 1 Gm.  of  potassium  gluconate  by  mouth 
four  times  a day  to  prevent  the  development 
of  hypopotassemia.  A beef  extract  may  be 
better  tolerated  in  patients  manifesting  reactions 
of  sensitization  to  the  pork  extract. 

There  are  several  types  of  pemphigus:  the 
vulgaris  type  which  may  be  acute  or  chronic, 
the  foliaeeous  type,  the  vegetans  type,  pem- 
phigus erythematodes  (Senear-Usher  type),  and 
oecular  pemphigus  (shrinkage  of  the  eyeball).5 
I believe  that  a number  of  cases  of  the  so-called 
acute  type  of  pemphigus  vulgaris  are  really 
examples  of  the  fulminating  type  of  erythema 
multifonne  bullosum  (Stevens-Johnson  type), 
referred  to  as  erythema  bullosum  malignans. 
which  is  usually  fatal.6-8  Table  I summarizes 
the  differential  diagnosis  of  the  common  vesiculo- 
bullous  diseases  simulating  pemphigus  vulgaris. 

Pemphigus  Vulgaris 

The  most  commonly  encountered  type  of  pem- 
phigus is  pemphigus  vulgaris,  referred  to  as 
chronic  or  true  pemphigus.  The  disease  occurs  in 
both  men  and  women,  usually  after  the  age  of 
forty.  It  is  rarely  seen  in  the  earlier  decades 
and  practically  never  in  young  adults  or  children. 
I personally  have  never  seen  pemphigus  in  a 
child.  The  cause  is  unknown. 

As  a rule,  pemphigus  vulgaris  is  insidious  in 
onset.  The  initial  bulla  may  appear  anywhere 
on  the  skin  or  on  the  mucous  membranes  of  the 
oral  or  genital  regions.  When  the  bullae  are 
present  only  in  the  oral  cant}',  the  diagnosis  of 
pemphigus  may  not  be  suspected  until  bullae 
later  occur  on  the  skin.  The  patient  in  the  mean- 
time may  be  treated  for  Vincent's  angina,  aph- 
thous stomatitis,  drug  eruption,  or  bullous  type 
of  lichen  planus  of  the  oral  mucous  membranes. 
There  may  be  a considerable  lapse  of  time  be- 
tween the  occurrence  of  bullae  in  the  mouth  and 


on  the  skin.  However,  when  pemphigus  be- 
comes generalized,  mucous  membrane  lesions  are 
usually  present,  but  by  no  means  always. 

Pemphigus  vulgaris  may  remain  localized  to  a 
silver  dollar-sized  area  of  the  scalp  and  genitals  for 
a number  of  months  before  the  disease  affects 
other  areas  of  the  skin  or  mucous  membranes. 
The  skin  lesions  during  this  period  may  not  re- 
semble those  of  pemphigus.  They  may  look 
more  like  crusted  patches  or  eczema  with  second- 
ary infection.  The  eruption  of  pemphigus  vul- 
garis may  appear  as  numerous,  moist,  oozing, 
crusted  nummular  lesions  and  remain  in  this  stage 
and  location  for  a long  time  before  bullae  appear 
elsewhere.  It  may  bear  a striking  resemblance 
in  both  appearance  and  localization  of  the  lesions 
to  lupus  erythematosus  or  seborrheic  dermatitis. 
This  type  is  referred  to  as  pemphigus  erythema- 
todes (Senear-Usher  type). 

It  is  often  stated  that  the  bullae  in  pemphigus 
vulgaris  arise  from  normal  skin,  while  those  in 
erythema  multiforme  bullosum  arise  from  ery- 
thematous areas  of  the  skin  and  are  soon  sur- 
rounded by  a halo  of  erythema.  This  statement 
is  partly  true.  To  state  the  fact  more  correctly, 
I would  say  that  in  pemphigus  vulgaris  most  of 
the  bullae  arise  from  normal  skin  but  a few  arise 
from  an  erythematous  base.  In  erythema  mul- 
tiforme  of  the  bullous  type  most  of  the  bullae 
arise  from  an  erythematous  base,  but  a few  may 
arise  from  normal  skin.  In  pemphigus  vulgaris 
the  bullae  are  filled  with  clear  fluid,  are  globular 
and  tense,  and  finally  rupture  or  become  hemor- 
rhagic or  purulent,  forming  large  areas  of  denuda- 
tion of  the  skin  with  consequent  loss  of  fluid 
(Nikolsky's  sign  is  present).  Later,  there  is 
severe  loss  of  weight,  strength,  and  appetite, 
which  state  is  contributed  to  by  painful  mastica- 
tion and  deglutition. 

The  prognosis  in  pemphigus  vulgaris  is,  as  a 
rule,  bad;  a lethal  outcome  ensues  in  less  than 
two  years.  However,  a few  patients  may  have  a 
benign  type  of  chronic  pemphigus  which  may  last 
for  years.  In  the  fulminating  type  death  may 
occur  in  a few  months.  Fever  of  varying  de- 
grees is  present  in  the  severe  cases.  Pruritus 
is  usually  absent  or  mild;  occasionally  it  is  se- 
vere. 

The  clinical  picture  of  pemphigus  vulgaris 
may  completely  change  to  that  of  pemphigus  foli- 
aceous  (this  happened  to  one  of  our  cortisone- 
treated  patients  who  developed  a toxic  psychosis) 
or  to  an  eruption  consisting  of  discrete  vegetating 
lesions  which  coalesce  in  the  axillae,  groins,  and 
inframammary  regions  giving  the  impression  of 
pemphigus  vegetans.  The  latter  change  in  the 
clinical  appearance  of  the  eruption  is  a sign  of 
resistance  or  improvement.  It  has  happened  in 
several  patients  treated  with  cortisone. 
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TABLE  I. — Differential  Diagnosis  of  Common  Vesiculobullous  Diseases  Simulating  Pemphigus  Vulgaris 


Pemphigus  Foliaceus 

Pemphigus  Vulgaris  (Fogo  Selvagem)  Pemphigus  Vegetans 


Pemphigus 

Erythematodes 

(Senear-Usher 

Type) 


Prodromata  None  as  a rule 


None  or  mild  diarrhea  None 


Mode  of  onset 


Eruption 


Mucous 

membrane 

involvement 


Single  lesion,  usually  on 
skin  or  mucous  mem- 
branes 

Generalized  vesiculobul- 
lous,  as  a rule  involv- 
ing mucous  mem- 
branes. Nikolsky’s  sign 
positive 

Frequent.  Initial  loca- 
tion may  be  mouth, 
larynx,  eyes 


Moist,  scaly,  crusted, 
erythematous,  gyrate, 
vesiculobullous  pattern 

Looks  like  dermatitis 
exfoliativa,  with  bullae. 

Nikolsky’s  positive. 
Festooned  pattern  of 
flaccid  bullae 

Not  involved 


Sites  of  predi-  Torso,  extremities,  scalp  Universal.  Hyperkera- 
lection  on  cu-  lesions  common  tosis  of  palms  and  soles 

taneous  sur- 
face 


Systemic  None  in  the  beginning, 

manifestations  Mild,  then  progres- 

sively severe.  Loss  of 
weight,  strength,  and 
appetite.  Prostration 

Clinical  course.  Progressive,  3 months  to 
duration  of  ill-  2 years  or  longer.  Usu- 
ness  ally  fatal  when  general- 

ized 

Fever  Later  in  disease 


Weakness,  mild  fever. 
Nutritional  disturb- 
ances 


Progressive,  never  com- 
plete recovery 


Mild  to  moderate 


Vegetative,  fungating, 
vesiculobullous, 
crusted,  foul-smelling 
lesions 

Nikolsky’s  sign  positive. 
Well-circumscribed, 
erythematovesiculo- 
bullous,  vegetating, 
secondarily  infected 
eruption 

To  be  differentiated 
from  syphilitic  con- 
dylomata  and  vene- 
real warts 

Axillae,  inframammary, 
groins,  umbilicus,  gen- 
itals, scalp.  Com- 
missures eyes  and 
mouth 

Mild 


Progressive,  involving 
above  areas 


None,  mild,  or  moder- 
ate in  exacerbations 


Insidious.  Mistaken  for 
acute  lupus  erythema- 
tosus 

Eruption  may  resemble 
lupus  erythematosus  or 
seborrheic  dermatitis. 
Nikolski's  sign  posi- 
tive 

Later,  as  a rule.  Severe 


Face  (butterfly  configu- 
ration). V of  neck  and 
chest.  External  as- 
pects of  arms  and  fore- 
arms. Areas  exposed 
to  sunlight 

Few  earlier  in  the  disease. 
Later,  as  in  pemphigus 
vulgaris.  Loss  of 
weight,  strength,  and 
appetite 

Several  years.  Benign 
type  early  general 
health  good.  Usually 
fatal  after  long  illness 

When  generalized,  later 
in  disease 


Cutaneous 

discomfort 


Residua 


Recurrences 


As  a rule,  pruritus  is  ab- 
sent or  mild;  in  some 
cases  quite  severe 

No  permanent  damage 
to  organs  when  recov- 
ery takes  place.  Hy- 
perpigmentation, milia, 
occasionally 
Usually  continuous 


Not  pruritic  but  patient 
is  miserable  with  burn- 
ing and  general  discom- 
fort 

Eruption  continues 


Acute  exacerbations 


Pain,  burning,  and  ten- 
derness 

Eruption  continues 
Exacerbations 


Considerable  pruritus. 
Denudation  of  skin 


Areas  of  hyperpigmen- 
tation. Occasional  per- 
manent loss  of  scalp 
hair.  Atrophy,  etc. 

Usually  continuous 


Complications 


Laboratory 

findings 


Therapy 


Seasonal 

incidence 

Incidence 

Sex 


Furuncle,  carbuncle,  de- 
cubiti.  Osteoporosis, 
demineralization.  Ar- 
thritis deformans. 
Paralysis  agitans. 
(Coincidence?) 

Eosinophilia  when  erup- 
tion is  evolving.  Leu- 
kocytosis. Reversal  A.- 
G.  ratio.  Hypopro- 
teinemia  including  ery- 
throcyte sedimenta- 
tion rate  (ESR) 

Cortisone,  ACTH,  ger- 
manin,  liver  (crude), 
Bn,  Carbarsone,  terra- 
mycin,  Chloromycetin, 
KMnOi  baths.  Sterile 
vaselinized  gauze  dress- 
ings. Blood  transfu- 
sions. High-protein 
diet 

All  year 


Rare 

More  common  in  Jewish 
males 


Abscess,  furunculosis, 
terminal  pneumonia. 
Osteoporosis,  deminer- 
alization, arthritis  de- 
formans. Impairment 
of  hearing 

Total  serum  protein  di- 
minished. Reversal  A. - 
G.  ratio.  Rapid  ESR. 
Leukocytosis.  Eosino- 
philia 


Local.  Cortisone  and 
ACTH  of  limited  value. 
Blood  transfusions. 
High-protein  diet 


All  year.  Seen  enderni- 
cally  in  Sao  Brazil 
(Vieira) 

Rare 

Both  sexes 


Erysipelatous  eruption. 
Abscess 


ESR  elevated.  Leuko- 
cytosis 12,000  to  15,- 
000 


Aureomycin,  Chloro- 
mycetin, sulfathiazole 
by  mouth  and  in  5 to 
10%  ointment.  Blood 
transfusions.  High- 
protein  diet.  ACTH 
in  high  dosage. 


All  year 


Rare 

Both  sexes 


Fluid  loss  caused  by  de- 
nudation of  large  areas 
of  skin.  Terminal 
bronchopneumonia 


Leukopenia.  Rapid  ESR. 
Reduction  total  pro- 
tein. Reversal  A.-G. 
ratio 


Cortisone,  ACTH,  peni- 
cillin, Chloromycetin. 
Blood  transfusions. 
High-protein  diet. 


Variable 


Rare 

Equally  affected 


Average  age 
Cause 


After  40.  Never  in  chil-  30  to  50  years 
dren  or  young  adults 
Unknown  Unknown 


After  fourth  decade  Over  40  as  a rule 

Unknown  Unknown 
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Ocular  Pemphigus 
(Shrinkage  of 
Conjunctiva) 

Dermatitis 

Herpetiformis 

Erythema 
Multiforme 
(Hebra  Type) 

Erythema 

Multiforme 

Pemphigoides 

Prodromata 

May  occur  spontaneously 
or  as  a manifestation 
of  another  infection 

None 

Occasionally  gastroin- 
testinal, rheumatic, 
respira  torv  svmptoms 

None 

Mode  of  onset 

Slow  progressive 

Occurrence  of  groups  of 
pruritic  herpetic  vesi- 
cles 

Mild  fever  and  above 

Pruritus,  fever  (moder- 
ate) 

Eruption 

Xerosis  and  shriveling, 
chronic  inflammation 
of  subconjunctival  tis- 
sue 

Generalised,  grouped,  in- 
tensely pruritic  vesi- 
culobullous  eruption. 
Nikolsky's  sign  may  be 
positive 

Generalized  erythema- 
topapular,  annular, 
vesicular.  Rarely  bul- 
lous 

Generalized,  symmetric, 
vesicular,  large  bullae. 
Nikolsky's  sign  positive 

Mucous 

membrane 

involvement 

Eyes.  Bilaterally  on  soft 
palate.  Fixed  eruption 
“waxes  and  wanes” 

Rare.  Only  in  generalized 
type 

Frequent  in  severe 
cases.  Often  on  ver- 
milion border  of  lips 

Infrequent 

Sites  of  predi- 

Eyes,  mouth,  palate,  va- 

Scapulae,  buttocks,  aril- 

Svmmetric.  Extensors 

Both  surfaces.  Extremi- 

lection  on  cu- 

gina.  anus,  rarely  skin 

lae.  and  anterior  thighs 

of  extremities,  mucous 

ties  mainlv.  Scalp 

taneous  surface 

in  patches.  Face  and 
scalp 

membranes 

lesions  rare 

Svstemic 

None  unless  generalized. 

None  unless  eruption  is 

Course  usually  mild. 

Infrequent-  Mild  if  pres- 

manifestations 

(Saw  only  one  such 
chronic  casei 

severe 

May  be  moderately 
severe 

ent.  Xo  loss  of  weight 
or  strength 

Clinical  course, 
duration  of  ill- 

Indefinite.  Long  duration 

Indefinite.  May  last  for 
decades 

1 to  4 weeks 

2 to  6 weeks.  30^ 
mortality 

ness 

Fever 

Occasionally.  Only  when 
generalized 

Later  when  eruption  be- 
comes severe.  Recur- 
rent 

Usually  low  grade 

Usually  moderate  eleva- 
tion 

Cutaneous 

discomfort 

As  in  pemphigus  vulgaris 
when  generalized 

Extremely  pruritic 

Mild  burning  or  pruritus 

Severe  pruritus  common 

Residua 

Scar  tissue.  Symble- 
pharon.  Ankyloble- 

pharon. Corneal  Plan- 
nus.  Blindness 

Hyperoigmentation.  Hv- 
popigmentation.  Milia 
formation  (rare). 
Superficial  scarring 

Hyperpigmentation 

temporary 

Hyperpigmentation  may 
persist  for  some  time. 
Occasional  superficial 

scarring,  milia 

Recurrences 

Continuous 

Exacerbations  and  few 
remissions 

Common 

Occasional  and  mild 

Complications 

Blindness:  unilateral, 

bilateral,  incomplete  or 
complete,  permanent 

Secondary  infection 

None 

Bronchopneumonia,  es- 
pecially in  aged 

Laboratory 

findings 

Eosinophilia.  Leukocy- 
tosis. Rapid  ESR. 

Sensitive  to  iodides 

Leukocyte  count  normal 
or  slightly  elevated. 
Albumin  occasional 

Leukocyte  count  normal 
or  slight  elevation. 
High  eosinophil  count. 
30% 

Therapy 

Ophthalmologic  surgery 
local.  Aldarsone? 
Cortisone? 

Cortisone,  sulfapyridme. 
Terfonyl  (occasion- 

ally), Fowler’s  solu- 
tion. carbarsone.  all 
with  great  caution. 
Remove  focus  of  in- 
fection 

Cortisone.  salicylates 

of  some  value.  Local 
therapy 

Cortisone-  Local,  sup- 
portive. Sulfapyridine 
worth  a trial 

Seasonal 

All  vear 

Spring,  summer,  fall 

Variable 

incidence 

Incidence 

Rare 

Rare 

Relatively  common 

Uncommon 

Sex 

Both  sexes 

More  common  in  males. 
May  occur  in  preg- 
nancy (prurigo  gesta- 
tionis) 

Twice  as  common  in 
males 

Equally  affected 

Average  age 

Third  decade  or  later  life 

20  to  70  years 

37  years  in  adults  \ also 
in  children 

51  years 

Cause 

Unknown.  Photosensi- 

tization 

Unknown  or  streptococ- 
cic or  viral  or  both 

U nknown.  (Virus  ?) 

U nknown 
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Erythema  Multiforme 
(Stevens-Johnson  Type) 

Erythema  Multiforme 
(Type  Accompanying 
Known  Infectious  or 
Neoplastic  Diseases) 

Erythema  Multiforme 
(Type  Accompanying 
Visceral 

Diseases— Osier) 

Erythema  Multiforme 
(Drug  Causation  Type) 

Prodromata 

Usually  respiratory 

Rheumatism,  cardiac 

Rare,  mild 

Mode  of  onset 

Abrupt,  severe,  high 
fever,  chills.  Eruption 
in  2 to  10  days 

Respiratory  and/or  gas- 
trointestinal 1 to  2 
weeks  before  onset 

With  eruption 

Eruption 

Generalized,  symmetric, 
bullous.  Face,  body, 
denuded  areas  palms, 
soles.  Nikolsky’s  sign 
positive 

Bullous  when  associated 
with  carcinoma  of 
ovary,  uterus,  or  fol- 
lowing deep  x-ray  ther- 
apy for  same 

Patchy  areas  of  ery- 
thema. Urticaria.  Pur- 
pura. Rarely  vesicu- 
lobullous 

Variable.  Frequently 

bullous.  Depends  on 
drug.  Nikolsky's  sign 
may  be  positive 

Mucous 

membrane 

involvement 

Eyes  (purulent  conjunc- 
tivitis), mouth,  genitals 

Variable.  Usually  mu- 
cous membranes  not 
involved 

Not  involved 

Frequent.  Depends  on 
drug 

Sites  of  predi- 
lection on  cu- 
taneous sur- 

Face,  neck,  chest,  ex- 
tremities (extensors), 
genitals,  palms,  soles 

Variable,  generalized 

Extensors  of  extremi- 
ties, elbows,  knees 

Generalized,  usually  with 
predilection  for  ex- 
tensor surfaces 

face 

Systemic 

manifestations 

Moderate,  severe,  or  ma- 
lignant 

Present 

Present 

Occur  occasionally.  Mild 
to  moderate 

Clinical  course, 

10  days  to  4 weeks.  18  to 

May  persist  for  duration 

Few  days,  1 to  5 or  more 

Variable.  Depends  on 

duration  of  ill- 
ness 

25%  over-all  mortality 

of  disease  or  neoplasm 

days.  Recurrent 

drug.  Disappears  when 
drug  is  withdrawn 

Fever 

In  severe  type  hyperpy- 
rexia 

When  severe  and  gener- 
alized 

Only  if  already  present 

Variable 

Cutaneous 

Severe  burning.  Pain  and 

When  severe  and  general- 

Usually  absent.  Itching 

Pruritus  and  burning 

discomfort 

itching,  moderate 
(later).  Large  areas  of 
denudation 

ized  severe  pruritus 

at  times 

sensation.  May  be 

severe  denudation  of 
skin 

Residua 

Hyperpigmentation,  scar- 
ring (superficial).  Milia 
formation.  Blindness 
and  other  eye  compli- 
cations 

Postinflam  matory 

Dull  erythema  may  per- 
sist 

Hyperpigmentation  and 
depigmentation,  ex- 

pecially  in  Negro 

Recurrences 

Rare 

May  disappear  when  tu- 
mor is  removed  or  when 
infection  subsides 

Common 

Usually  on  readrninistra- 
tion  of  drug  (fixed) 

Complications 

Furuncles,  bronchopneu- 
monia, blindness,  stric- 
ture of  vagina,  loss  of 
nails 

Rare 

None 

Usually  absent 

Laboratory 

findings 

Leukocyte  count  normal 
or  slight  elevation 

Eosinophilia  as  in  Duhr- 
ing’s  disease.  Those 
of  underlying  disease 

Elevated  ESR.  Leuko- 
cyte count  varies  with 
primary  disease 

Usually  leukopenia 

Therapy 

Cortisone,  ACTH  intra- 
venously. Penicillin  to 
prevent  serious  compli- 
cations. Blood  trans- 
fusion. High-protein 
diet.  Chloromycetin. 
Local  therapy 

That  of  underlying  dis- 
ease 

That  of  underlying  dis- 
ease 

Withdraw  causative  sen- 
sitizing drug.  Corti- 
sone. Local,  suppor- 
tive 

Seasonal 

Winter  and  spring 

Variable 

Variable 

Variable 

incidence 

Incidence 

Rare 

Rare 

Not  uncommon 

Uncommon 

Sex 

Not  as  common  in  fe- 
males 

Variable 

Sexes  equally  affected 

Variable 

Average  age 

26  years  (in  adults),  also 
in  children 

Variable 

25  years  and  under 

Variable 

Cause 

Possibly  virus 

Possibly  infectious  or 
toxic : 

1 Typhus 

2 Malaria 

3 Septicemia 

4 Malignant  disease 

of  uterus 

Associated  with  rheu- 
matic infection 

Iodides,  phenolphtha- 

lein,  luminal,  penicillin, 
quinine,  serums,  anti- 
toxin 
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Pemphigus  Foliaceous 

This  is  another  rare  type  of  pemphigus  which 
looks  like  dermatitis  exfoliativa  clinically  but  is 
devoid  of  the  intense  pruritus  of  the  latter  disease. 
It  is  really  a halfway  house  between  dermatitis  ex- 
foliativa and  pemphigus  vulgaris.  There  are 
two  outstanding  clinical  features — flaccid,  im- 
perfectly formed  bullae  and  constant  exfoliation 
of  the  skin.  The  skin  is  universally  edematous 
with  bizarre  patterns  consisting  of  crescent- 
shaped, flaccid,  ruptured,  or  exfoliating  bullae. 
There  may  be  definite  large  bullae  on  the  legs. 
Nikolsky’s  sign  is  also  present  in  this  form  of 
pemphigus.  This  dermatosis  usually  begins  in 
a younger  age  group,  in  the  fourth  decade.  It 
begins  with  a symmetric,  nondescript,  oozing, 
crusted  eruption  which  becomes  generalized  and 
later  universal.  The  skin  has  a velvety,  dull- 
brownish,  erythematous,  edematous  appearance. 
There  is  hyperkeratosis  of  the  palms  and  soles 
and  dystrophic  nail  changes.  The  hyperkera- 
tosis of  the  palms  may  be  so  severe  at  times  as  to 
consist  of  numerous,  closely  packed,  homy  spines. 
The  mucous  membranes  are  not  affected,  but 
the  vermilion  surface  of  the  bps  may  be  dried  and 
fissured.  For  many  years  I have  observed  ar- 
thritis deformans  on  the  hands  and  fingers  in  asso- 
ciation with  this  disease.  Roentgenographic 
examination  of  the  bones  of  the  hands  shows  os- 
teoporosis and  demineralization.  The  disease 
lasts  for  years  if  the  patient  is  fortunate  enough  to 
receive  good  nursing  care.  Death  eventually  fol- 
lows some  intercurrent  infection  such  as  bron- 
chopneumonia. Difficulty  in  hearing  is  not 
uncommon.  It  cannot  be  explained  entirely  on 
a mechanical  obstructive  basis. 

Pemphigus  Vegetans 

This  is  the  least  common  type  of  pemphigus. 
It  consists  of  well-marginated,  fungating,  sec- 
ondarily infected,  papillomatous-like  excres- 
cences covering  the  axillae,  groins,  inframammary 
regions,  umbilicus,  scalp,  and  commissures  of 
the  mouth.  The  intervening  skin  may  appear 
normal  until  the  disease  progresses  at  which 
time  it  takes  on  the  appearance  of  pemphigus 
vulgaris,  numerous  bullae  appearing  on  the  skin 
and  mucous  membranes  in  the  previously  non- 
affected  areas.  True  bullae  are  rarely  seen  on 
the  sites  of  predilection,  but  when  the  flattened, 
flaccid  bullae  rupture  or  become  abraded,  the 
areas  involved  become  moist,  vegetative,  dirty 
looking,  and  malodorous.  The  borders  of  the 
affected  areas  are  sharply  marginated  and  of  a 
serpiginous  configuration.  This  eruption  is  to 
be  differentiated  from  iododerma,  condylomata 
of  the  syphilitic  type,  granuloma  inguinale,  and 
venereal  warts.  The  disease  finally  becomes  gen- 
eralized and  of  the  vulgaris  type,  from  which  the 


patient  succumbs.  There  is  always  superimposed 
secondary  infection  which  accounts  for  the  oc- 
casional good  response  when  the  sulfonamides  of 
the  “mycins”  are  administered  orally  or  locally 
in  ointment  form. 

Pemphigus  Erythematodes  (Senear-Usher 
Type) 

This  is  a rare  type  of  pemphigus  which  bears  a 
striking  resemblance  to  lupus  erythematosus 
or  seborrheic  dermatitis,  both  in  the  clinical 
characteristics  of  the  lesions  and  in  the  sites  of 
predilection.  The  bat-wing  configuration  is  seen 
over  the  nose  and  malar  prominences,  and  the 
other  fight  sensitive  areas  are  involved,  such  as 
the  “V”  of  the  chest  and  the  external  aspects  of 
the  upper  extremities.  Pemphigus  erythema- 
todes is  insidious  in  onset  with  no  systemic  mani- 
festations until  the  disease  becomes  generalized. 
In  the  beginning  there  are  no  cutaneous  bullae 
and  no  mucous  membrane  involvement.  These 
features  occur  later  in  the  disease  when  it  approx- 
imates the  clinical  picture  of  pemphigus  vulgaris, 
at  which  time  Nikolsky  's  sign  is  positive. 

It  is  a relatively  benign  type  of  pemphigus 
with  the  patient  enjoying  good  health  for  several 
years.  Recovery  is  not  the  rule;  eventually 
the  disease  proves  fatal. 

There  is  a considerable  degree  of  pruritus, 
scaling,  crusting,  hyperpigmentation,  and  atro- 
phy of  the  skin.  This  is  the  type  of  pemphigus 
which  may  be  mistakenly  treated  by  a dermatol- 
ogist as  lupus  erythematosus  until  the  pemphigus 
features  appear. 

Ocular  Pemphigus  (Shrinkage  of  the 
Conjunctiva) 

This  disease  may  occur  spontaneously  after 
the  third  decade  of  fife.  The  course  of  the  dis- 
ease is  slow  but  progressive.  Xerosis  and  shriv- 
eling occur  accompanied  by  chronic  inflammation 
of  the  subconjunctival  tissue.  Both  eyes  even- 
tually become  involved.  About  this  time  dime- 
sized areas  of  inflammation  and  denudation  occur 
on  either  side  of  the  soft  palate.  The  latter  is  a 
fixed  eruption  which  waxes  and  wanes.  Similar 
lesions  have  occurred  in  the  vagina  and  anus. 
Lesions  are  not  seen  on  the  skin.  I have  ob- 
served one  such  case,  however,  on  the  wards  at 
Bellevue  Hospital  where  bullae  accompanied  by 
severe  pruritus  and  scarring  occurred.  The  dis- 
ease lasts  a long  time.  Scar  tissue  causing  sym- 
blepharon,  ankyloblepharon,  corneal  pannus,  and 
permanent  blindness  ensues. 

Dermatitis  Herpetiformis  (Duhring’s 
Disease) 

This  is  a relatively  rare  dermatosis  which  is 
chronic  and  almost  continuous  in  its  course  with 
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i frequent  exacerbations  rather  than  relapses  and 
few  remissions.  It  is  one  of  the  most  pruritic 
i diseases  known  to  man  and  usually  persists  for 
many  years. 

In  the  typical  case  the  eruption  consists  of 
generalized,  symmetric,  hand-sized,  well-cir- 
cumscribed, excoriated  patches  of  enclosing  le- 
sions in  all  stages  of  development  from  the  urti- 
carial papule,  to  the  vesiculobullous,  easily 
ruptured  lesion,  to  the  mottled  areas  of  hyper-, 
hypo-,  and  depigmentation  (superficial  scarring) . 
As  the  name  of  the  disease  implies,  the  vesicles 
are  herpetiform  on  a background  of  pinkish 
erythema  and  edema  or  grouped  in  appearance 
and  arrangement.  The  mucous  membranes  are 
rarely  involved.  In  the  so-called  bullous  type 
the  oral  mucous  membranes  are  occasionally  af- 
fected. 

The  tendency  to  grouping  of  the  above  lesions 
in  patches  is  fairly  characteristic  of  Duhring’s 
diseases.  There  may  be  patches  of  gyrate,  ser- 
piginous, scalloped  configuration.  In  this  fea- 
ture it  resembles  the  so-called  fixed  types  of  ery- 
thema multiforme  such  as  erythema  annulare 
centrifugum,  although  the  latter  lesions  are  usu- 
ally single  and  seldom  are  they  generalized. 
The  fluid  of  the  bullae  may  contain  from  10  to 
60  per  cent  eosinophils.  The  eosinophil  count 
in  the  blood  depends  on  the  stage  of  the  disease 
and  parallels  the  eosinophil  count  in  the  bullae. 
It  is  rarely  beyond  40  per  cent,  and  the  average 
eosinophil  count  is  between  8 and  16  per  cent  in 
the  active  phase  of  the  dermatosis. 

The  average  or  typical  case  is  not  difficult  to 
diagnose,  but  those  manifestations  which  repre- 
sent both  extremes  of  the  disease  are  difficult  of 
diagnosis,  even  for  the  expert  dermatologist  hav- 
ing a special  interest  in  the  disease.  At  the  milder 
extreme  the  patient  may  present  at  his  first 
visit  a pruritic  eruption  of  the  neck,  axillae, 
groins,  and  thighs  appearing  as  urticarial  pap- 
ules. At  his  next  visit  it  may  appear  to  be  follic- 
ulitis of  the  parts,  and  on  a third  visit  a tell- 
tale straw-colored  vesicle  (appearing  lactescent 
under  the  Wood  fluorescent  light)  and  a number 
of  blood-crusted  lesions  on  the  face  and  scalp  may 
be  observed.  The  patient  complains  of  severe 
pruritis.  The  other  extreme  is  a bullous  form  of 
the  disease  difficult  to  differentiate  from  pem- 
phigus vulgaris.  The  bullous  form  of  derma- 
titis herpetiformis  may  not  be  dermatitis  her- 
petiformis at  all  but  a severe  toxic  pruritic  bullous 
eruption.  It  may  be  very  difficult  to  differen- 
tiate this  entity  from  pemphigus  when  pemphi- 
gus is  very  pruritic  and  not  accompanied  by 
mouth  lesions.  A rapid,  differential  therapeutic 
diagnostic  point  is  the  response  of  this  bullous 
type  of  Duhring’s  disease  to  sulfapyridine. 
Occasionally,  the  response  of  this  “bullous 


variety”  is  rapid.  Since  pemphigus  vulgaris 
does  not  clear  up  with  the  administration  of 
sulfapyridine,  it  has  become  routine  on  the  der- 
matologic wards  at  Bellevue  Hospital  to  admin- 
ister this  drug  promptly  to  pruritic  generalized 
bullous  eruptions  to  rule  out  the  possibility  of 
bullous  Duhring’s  disease  or  this  toxic  bullous 
eruption.  Contrary  to  the  treatment  of  the 
typical  form  of  dermatitis  herpetiformis  which 
requires  maintenance  therapeutic  doses  of  sul- 
fapyridine, the  bullous  type  does  not  require 
continuous  sulfapyridine  therapy  because  the 
disease  disappears  completely  and,  as  a rule, 
permanently.  The  papular  form  of  dermatitis 
herpetiformis  is  rare.  I believe  that  I have  seen 
only  two  such  cases.  The  eruption  and  pruritus 
were  relieved  by  sulfapyridine.  They  recurred 
when  the  drug  was  withdrawn. 

The  cause  of  dermatitis  herpetiformis  is  un- 
known. A filtrable  virus  has  been  suspected. 
Because  of  favorable  response  to  sulfapyridine 
therapy,  hypersensitivity  to  the  streptococcus 
has  been  entertained.  Focal  infections,  espe- 
cially those  of  the  respiratory  tract,  have  been 
suspect  because  of  the  fact  that  lobectomy  for 
bronchiectasis  has  been  followed  by  prompt  and 
permanent  recovery.  However,  the  removal  of 
other  obvious  foci  of  infection  was  not  followed 
by  relief  or  cure.  At  the  New  York  Dermato- 
logical Society  Dr.  Anthony  Cipollaro  presented 
a woman  whose  bullous  dermatitis  herpetiformis 
was  precipitated  by  adenocarcinoma  of  the  ovary. 
The  eruption  disappeared  when  the  tumor  was 
excised,  only  to  return  again  when  metastasis 
occurred. 

There  is  another  type  of  dermatitis  herpeti- 
formis reported  from  time  to  time  by  Dr.  George 
Lewis  and  by  myself  which  is  of  special  interest 
to  obstetricians.  It  occurs  only  during  preg- 
nancy and  is  known  as  herpes  gestationis.  It 
appears  in  the  latter  part  of  the  second  trimester 
and  disappears  promptly  after  delivery.  Duhr- 
ing’s disease  is  rare  in  children,  and  although  bul- 
lous it  is  less  characteristic  in  distribution  and 
behavior. 

The  health  of  a patient  with  dermatitis  her- 
petiformis is  unaffected  except  for  the  nervous- 
ness and  loss  of  sleep  attendant  upon  severe  and 
prolonged  scratching. 

The  sulfonamide  drugs  are  of  value  in  the 
treatment  of  dermatitis  herpetiformis  (Duhring). 
Sulfapyridine  is  the  most  effective  in  the  treat- 
ment of  this  dermatosis.  The  average  initial 
daily  dose  is  1.0  Gm.  three  times  a day,  and  the 
average  maintenance  dose  is  0.5  Gm.  three  times 
a day.9,10 

Twelve  per  cent  of  the  patients  treated  by  der- 
matologists who  had  experience  with  the  sulfona- 
mide drugs  in  dermatitis  herpetiformis  were 
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cured  with  this  form  of  therapy.  All  those  who 
had  experience  with  sulfapyridine  in  this  disease 
stated  that  on  the  average  80  per  cent  of  the  pa- 
tients had  improved  to  the  extent  that  they  were 
free  of  symptoms.  The  other  sulfones  are  not 
as  effective  in  the  treatment  of  dermatitis  her- 
petiformis as  sulfapyridine.  Promacetin,  1.0  to 
4.0  Gm.  daily,  has  been  quite  effective,  and  it  is 
much  less  toxic  than  sulfapyridine.  It  is  not 
necessary  to  continue  to  administer  sulfapyri- 
dine in  so-called  bullous  dermatitis  herpetiformis 
after  all  clinical  evidence  of  the  disease  has  dis- 
appeared. These  pruritic  bullous  dermatoses 
differ  from  true  Duhring's  disease  in  this  respect. 
Dermatologists  have  continued  to  treat  this  group 
with  the  erroneous  idea  that  the  sulfapyridine  was 
controlling  the  disease. 

The  physical  and  mental  suffering  caused  by 
this  chronic  pruritic  vesiculobullous  disease 
(Duhring)  warrants  the  risk  of  administration  of 
sulfapyridine.  Patients  should  be  apprised  of 
the  risk  involved,  however,  in  spite  of  the  fact 
that  most  of  them  are  willing  to  assume  such  risk. 

Sulfapyridine  which  is  a toxic  drug  has  been 
administered  in  most  cases  of  dermatitis  herpeti- 
formis in  maintenance  doses  from  three  months 
to  ten  years  with  apparent  safety.  Some  pa- 
tients have  had  severe  toxic  reactions;  others 
have  had  to  discontinue  the  drug  because  of 
milder  but  intolerable  side-effects. 

Toxic  reactions  of  a mild  nature  are  frequent. 
Severe  toxic  reactions  are  rare  if  blood  cell  counts 
and  urinalyses  are  made  at  frequent  intervals. 
Copious  intake  of  fluid  and  alkali  therapy  appear 
to  reduce  the  incidence  of  these  reactions. 

Herpes  gestationis  (dermatitis  herpetiformis  of 
pregnancy)  responds  well  to  sulfapyridine  as 
shown  by  Lewis.  Dermatitis  herpetiformis  has 
been  capricious  in  its  response  to  penicillin.  Pen- 
icillin is  much  less  effective  than  sulfapyridine. 

Fowler's  solution  should  not  be  administered 
in  the  treatment  of  dermatitis  herpetiformis  be- 
cause of  the  danger  of  the  formation  at  a later 
date  of  keratoses  and  epitheliomas. 

Erythema  Multiforme  (Hebra  Type) 

The  mild  and  moderate  forms  of  the  Hebra 
type  of  erythema  multiforme  need  not  be  dis- 
cussed in  the  differential  diagnosis  of  a disease 
as  frankly  bullous  as  pemphigus,  but  the 
severe  type  of  erythema  multiforme  (Hebra) 
may  have  bullae.11  The  lesions  are  typically 
on  the  extensor  surfaces  of  the  extremities,  and 
the  vesicles  and/or  bullae  arise  from  the  center  of 
a dime  to  quarter-sized  area  of  violaceous  ery- 
thema. Even  though  mouth  lesions  are  present, 
it  need  not  be  differentiated  from  pemphigus 
from  a practical  point  of  view. 


Ery  thema  Multiforme  Pemphigoides 

Cases  of  erythema  multiforme  are  occasionally 
seen  which  resemble  pemphigus  vulgaris  very 
closely  and  because  of  this  striking  similarity  are 
referred  to  as  pemphigoid.5  Pemphigoid  has 
also  been  employed  to  describe  the  severe  bullous 
eruptions  which  sometimes  follow  smallpox  vac- 
cination or  the  ingestion  of  certain  drugs.  It  is 
preferred,  however,  to  classify  the  latter  cases  as 
of  either  infectious  or  drug  origin  and  reserve  the 
term  pemphigoid  for  cases  of  unknown  causation. 

The  pemphigoid  type  of  erythema  multiforme 
begins  in  the  majority  of  patients  with  the  appear- 
ance of  cutaneous  lesions.  I have  observed  one 
patient  where  painful  mouth  lesions  developed 
first  and  were  present  for  a week  before  the  skin 
became  affected.  Fever  of  moderate  range  is 
usually  present  from  the  onset. 

The  eruption  consists  of  vesicles  and  bullae. 
Usually,  the  bullae  are  surrounded  by  an  ery- 
thematous halo.  The}'  tend  to  rupture  early 
with  the  formation  of  crusts.  Grouping,  iris 
lesions,  and  a positive  Xikolsky  sign  have  been 
observed.  In  the  majority  of  cases  the  lesions 
are  roughly  symmetric  and  generalized.  Ex- 
cluding the  mucous  membranes,  the  most  com- 
mon locations  are  arms,  forearms,  hands,  lower 
extremities,  and  neck  with  few  lesions  on  the 
torso.  Usually,  severe  pruritis,  burning,  or  a 
combination  of  both  occurs. 

The  lesions  of  the  mucous  membranes  consist 
of  irregular  areas  of  erythema,  millet-sized  vesi- 
cles, ruptured  bullae,  and  superficial  erosions  of 
the  soft  palate,  tongue,  cheeks,  and  the  pharynx. 
Dried  serosanguineous  crusts  and  fissuring  are 
seen  on  the  vermilion  border  of  the  lips  in  some 
patients.  Erosions  may  occur  on  the  labia. 

The  prodromal,  severe,  systemic,  toxic  symp- 
toms which  are  commonly  seen  in  the  other  types 
of  erythema  multiforme,  especially  the  Stevens- 
Johnson  type,  are  ameliorated  in  the  pemphigoid 
type.15  Loss  of  weight,  strength,  and  appetite 
does  not  occur  in  this  type,  but  it  is  common  in 
pemphigus  vulgaris.  There  are  few  systemic 
symptoms  other  than  moderate  fever  and  general 
malaise. 

Fever  occurs  in  the  majority  of  patients  suf- 
fering from  erythema  multiforme  pemphigoides 
and  is  usually  present  from  the  onset.  The  tem- 
perature usualh'  ranges  from  100  to  102  F.,  per- 
sisting from  two  to  six  weeks. 

Despite  the  extent  of  the  eruption,  the  mucous 
membrane  involvement,  and  the  prolonged  fever, 
the  patients  do  not  feel  or  appear  to  be  very  ill, 
and  the  appetite  is  not  interfered  with.  Re- 
covery appears  to  be  spontaneous,  the  course 
hardly  being  affected  by  therapy.  The  average 
period  of  hospitalization  is  five  weeks.  Aureo- 
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mycin,  500  mg.  four  times  a day,  acts  favorably 
in  the  occasional  case. 

The  leukocyte  count  is  usually  normal  or 
slightly  increased.  I have  observed  a 9 to  36  per 
cent  eosinophilia  in  several  patients.  Moderate 
secondary  anemia  is  usually  present. 

About  50  per  cent  of  the  patients  I have  ob- 
served with  erythema  multiforme  pemphigoides 
have  given  a histoiy  of  recurrent  attacks.  One 
patient  had  four  attacks  over  a thirty-five-year 
period.  Another  patient  had  frequently  recur- 
ring vesicles  and  bullae  of  the  oral  cavity  over  a 
period  of  six  years. 

Differentiation  from  pemphigus  vulgaris  is 
important  from  the  point  of  view  of  prognosis. 
This  is  always  difficult  and  in  some  cases  al- 
most impossible.  A diagnosis  of  pemphigus 
vulgaris  was  entertained  in  several  patients  with 
erythema  multiforme  pemphigoides.  One  pa- 
tient had,  in  fact,  been  treated  as  pemphigus 
vulgaris,  but  upon  readmission  to  Bellevue  Hos- 
pital with  a recurrence  four  months  later,  the  di- 
agnosis was  changed  to  erythema  multiforme 
pemphigoides.  The  patient  recovered. 

Factors  occasionally  common  to  both  diseases 
and  therefore  suggestive  of  a relationship  be- 
tween the  two  conditions  are  the  following: 

1.  Frequent  occurrence  in  patients  who  orig- 
inate in  eastern  Europe. 

2.  Occasional  occurrence  in  patients  of  the 
Jewish  race. 

3.  High  mortality  rate. 

4.  Late  adult  life  is  the  most  common  age 
group  affected. 

Certain  clinical  observations  make  a diagnosis 
of  erythema  multiforme  pemphigoides  more  ten- 
able. First,  although  the  eruption  may  be  ex- 
tensive, mouth  lesions  seldom  appear.  There 
may  be  no  loss  of  strength,  weight,  and  appetite. 
Lesions  not  usually  seen  in  pemphigus  vulgaris, 
such  as  areas  of  erythema  without  bullae,  pur- 
pura, and  erythematopapular  and  iris  lesions, 
are  present.  The  severe  pruritus  of  erythema 
multiforme  pemphigoides  rarely  occurs  in  pem- 
phigus vulgaris.  Scalp  lesions  which  are  common 
in  pemphigus  vulgaris  are  rarely  seen  in  erythema 
multiforme  of  this  type. 

A pemphigoid  eruption  with  rapid  generaliza- 
tion accompanied  by  the  symptoms  described 
above  favors  the  diagnosis  of  erythema  multi- 
forme pemphigoides  rather  than  pemphigus  vul- 
garis, which,  as  a rule,  only  after  a period  of  at 
least  several  months  becomes  generalized  by  the 
accession  of  new  crops  of  bullae  and  accompanied 
by  loss  of  appetite,  weight,  and  strength. 

Erythema  multiforme  pemphigoides  resembles 
pemphigus  vulgaris  in  the  fact  that  even  though 
the  cutaneous  eruption  has  been  extensive,  no 
permanent  sequelae  ensue. 


Stevens-Johnson  Type  of  Erythema 
Multiforme 

Various  authors  have  called  attention  to  a 
rare  clinical  syndrome  which  is  characterized  by 
abrupt  onset  with  symptoms  suggesting  an  acute 
respiratory  infection  with  marked  prostration  and 
elevation  of  temperature  and  accompanied  by  the 
simultaneous  development  of  edematous  areas  of 
erythema  of  the  skin  and  vesiculobullous  lesions 
of  the  mucous  membranes.6  Coalescent  vesicles 
and  bullae  soon  develop  upon  the  erythematous 
areas  of  the  skin  and  tend  to  rupture  within  a few 
days,  producing  extensive  bright  red  areas  of 
denudation,  especially  around  the  mouth,  eyes, 
nose,  anus,  and  genitals.  Usually,  there  is  in- 
volvement of  the  bulbar  and  palpebral  conjunc- 
tivae  which  become  suffused  and  edematous. 
The  swollen  eyelids  are  often  stuck  together  by  a 
crusted,  greenish-yellow,  purulent  exudate.  Ero- 
sions, ulcerations,  and  scarring  of  the  cornea 
may  result  in  partial  or  complete,  temporary  or 
permanent  loss  of  vision.  The  disease  usually  runs 
a fulminating  course  for  about  two  weeks  when 
the  temperature  finally  falls.  In  many  respects, 
it  resembles  an  acute  infectious  disease,  and  for 
this  reason  the  patient  is  usually  admitted  to  a 
contagious  disease  hospital  with  such  diagnoses 
as  chickenpox,  diphtheria,  smallpox,  Vincent’s 
angina,  vaccinia,  erysipelas,  scarlet  fever,  mea- 
sles, impetigo  bullosa,  and  pemphigus  vulgaris. 
In  a previous  report  from  Willard  Parker  Hos- 
pital I described  33  cases  with  a mortality  of 
18  per  cent.6 

The  disease  begins  suddenly  with  elevation  of 
temperature,  severe  constitutional  symptoms, 
and  general  malaise.  Among  the  symptoms 
noted  are  rhinitis,  sore  mouth,  sore  throat,  cough, 
difficult  respiration,  chills,  generalized  aching, 
abdominal  pain  or  discomfort,  nausea,  vomiting, 
profuse  salivation,  sore  eyes  with  lacrimation  and 
purulent  discharge,  headache,  and  weakness. 
Mastication  and  deglutition  are  painful.  Fresh 
bullae  continue  to  appear  for  a week  or  two 
in  most  cases.  The  patients  run  a continuous 
temperature,  ranging  between  101  and  103  F. 
for  from  one  to  two  weeks,  considerable  improve- 
ment in  the  symptoms  and  mucous  membranes 
and  cutaneous  lesions  appearing  at  this  time. 
The  cutaneous  lesions  usually  heal  in  from  three 
to  five  weeks. 

A majority  of  patients  with  the  Stevens-John- 
son type  of  erythema  multiforme  have  a general- 
ized vesiculobullous  eruption.  Eye  and  mouth 
involvement  occurs  in  all  patients  as  a rule.  There 
usually  is  involvement  of  the  genitalia  as  well. 
The  bullae  are  usually  flat,  somewhat  flaccid,  and 
are  superimposed  upon  various  sized  patches  of 
erythema  and  edema.  They  are  from  pea  to  palm- 
sized and  tend  to  rupture  early,  forming  crusted 
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and  eroded  areas,  particularly  over  the  lips,  penis, 
and  scrotum.  Iris  lesions  with  or  without  cen- 
tral bullae  are  seen  in  some  patients.  Hyperpig- 
mentation usually  remains  after  the  lesions  heal. 

In  addition  to  the  severe  constitutional  symp- 
toms which  characterize  this  type  of  erythema 
multiforme,  mucous  membrane  lesions  are  invar- 
iably present.  The  eyes,  mouth,  and  genitals 
are  usually  affected.  The  eyes  usually  show  mod- 
erate to  severe  injection  of  the  palpebral  and  bul- 
bar conjunctivae,  mucopurulent  or  purulent  dis- 
charge, blepharitis,  and  edema  of  the  eyelids. 
The  patients  complain  of  pain  and  burning  of  the 
eyes  and  lacrimation.  The  nasal  mucous  mem- 
branes and  the  pharynx  are  usually  swollen  and 
inflamed.  Hemorrhagic  crusts  and  purulent  na- 
sal discharge  are  also  seen.  The  lips  are  often 
dry,  swollen,  fissured,  and  covered  with  hemorrha- 
gic crusts  and  ulcerations.  The  buccal  mucous 
membranes  are  usually  inflamed;  the  gums 
are  edematous  and  bleed  easily.  Erythematous 
patches,  bullae,  and  denuded  areas  covered  with 
a white  or  gray  exudate  are  often  seen  in  the 
mouth. 

Slight  leukocytosis  is  usually  present  varying 
from  10,000  to  15,000.  The  differential  leuko- 
cyte count  is  not  abnormal.  Occasionally,  there 
is  a slight  shift  to  the  left.  The  erythrocyte 
count  and  the  hemoglobin  are  usually  normal. 
Albumin,  pus  cells,  and  granular  casts  have  been 
found  in  the  urine  at  times.  ACTH,  25  mg.  in- 
travenously as  outlined  heretofore,  is  an  effective 
and  at  times  lifesaving  remedy.  The  antibi- 
otics should  be  administered  concurrently. 

Erythema  Multiforme  Accompanying 
Infectious  Diseases 

Occasionally,  erythema  multiforme  of  the  bul- 
lous type  is  seen  accompanying  such  infectious 
diseases  as  typhus  fever,  malaria,  cholera,  glan- 
ders, measles,  and  septicemia.  Apparently,  other 
infections  may  also  be  a factor.13,14  A typical 
eruption  has  appeared  during  an  attack  of  erysi- 
pelas and  has  also  followed  vaccination  against 
smallpox.  Cases  following  vaccination,  usually 
of  the  bullous  type,  have  been  reported  in  the 
literature  and  were  observed  following  the  mass 
smallpox  vaccination  of  New  York  City  residents 
in  April,  1947. 

Erythema  Multiforme  Accompanying 
Visceral  Diseases 

Attention  has  been  called,  especially  by  Osier, 
to  the  association  of  erythema  multiforme  with 
organic  diseases  of  the  heart,  lungs,  gastrointes- 
tinal tract,  bony  articulations,  and  other  body 
tissues.  Rheumatic  fever  and  the  accompanying 
involvement  of  the  heart,  joints,  and  nervous 


system  was  the  most  frequently  observed  associa- 
ted disease.15-20 

Most  frequently,  the  eruption  consists  of 
sharply  circumscribed  areas  of  erythema.  The 
red  circinate  lesions  may  coalesce  to  produce  the 
clinical  picture  of  erythema  marginatum.  The 
eruption  may  also  be  papular,  and  wheals  may 
be  present.  There  is  a predilection  for  the  exten- 
sor surfaces,  especially  of  the  elbows  and  knees. 
The  eruption  is  rarely  bullous  in  character. 

Erythema  Multiforme  of  Drug  Causation 

Strictly  speaking,  the  cases  caused  by  drugs 
should  be  classified  as  dermatitis  medicamentosa 
(erythema  multiforme  type).  This  type  is  com- 
paratively  rare  in  hospital  practice.  Among 
329  patients  admitted  to  Bellevue  Hospital  for 
drug  eruptions  from  1936  to  1948,  only  15  cases 
of  erythema  multiforme  type  were  observed. 

The  following  drugs  were  implicated:  sulfon- 
amides, antipyrine,  phenolphthalein,  penicillin, 
aspirin,  quinine,  arsenic,  and  turpentine.  The 
eruption  was  vesiculobullous  in  those  cases 
caused  by  the  antipyrine,  phenophthalein,  qui- 
nine, turpentine,  and  the  sulfonamides.  There 
was  a definite  history  of  drug  ingestion,  followed 
by  an  eruption  which  disappears  when  the  drug 
is  withdrawn,  only  to  recur  when  the  medica- 
ment is  again  administered.  The  eruption  may 
be  fixed,  localized,  or  generalized.6 

Conclusions 

The  differentiation  between  a number  of  the 
bullous  diseases  majr  be  considered  a matter  of 
academic  interest,  but  there  is  some  urgency 
from  a therapeutic  and  prognostic  point  of  view 
to  differentiate  between  pemphigus  vulgaris,  the 
bullous  type  of  dermatitis  herpetiformis,  erythema 
multiforme  pemphigoides,  and  Stevens-Johnson 
disease.  This  can  be  done  in  the  great  majority 
of  cases  from  the  purely  clinical  point  of  view  with 
a fair  degree  of  accuracy. 

I have  not  discussed  the  histologic  differen- 
tiation, but  I have  reason  to  believe  that  the 
dermatopathologist  has  greater  difficulty  than 
the  clinician  in  finding  his  way  out  of  this  diag- 
nostic labyrinth. 

Laboratory  findings,  electrophoretic  pattern 
studies,  liver  function  tests,  etc.,  are  of  feeble 
assistance  in  the  over-all  picture.  This  latter 
group  of  tests,  however,  when  properly  developed 
and  evaluated,  may  prove  to  be  of  inestimable 
diagnostic  importance  in  the  future. 

Cortisone,  ACTH,  and  the  antibiotic  drugs, 
such  as  aureomycin  and  terramycin,  alone  or 
combined,  have  somewhat  brightened  the  grave 
prognostic  significance  of  the  bullous  dermatoses, 
especially  pemphigus  vulgaris.  Sulfapyridine. 
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although  a toxic  drug,  continues  to  hold  first 
place  in  the  treatment  of  dermatitis  herpetifor- 
mis (Duhring). 
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ANTIBIOTIC  DRUG  ERUPTIONS 

John  T.  Crissey,  M.D.,*  and  Charles  W.  Caccamise,  M.D.,  Buffalo,  New  York 
( From  the  Department  of  Dermatology  and  Syphilology,  University  of  Buffalo  School  of  Medicine ) 


WITH  the  increasing  use  of  antibiotics  and 
the  increasing  variety  available,  it  has  be- 
come clear  that  early  promise  of  complete  lack  of 
toxicity  has  not  entirely  been  fulfilled.  With 
antibiotics  in  use  in  every  branch  of  medicine, 
side-effects  resulting  from  them  come  within  the 
daily  experience  of  the  practicing  physician,  and 
it  is  essential  that  he  be  familiar  with  the  most 
common  and  important  forms  which  these  re- 
actions take.  Our  purpose  here  is  to  review  the 
types  of  dermatitis  medicamentosa  accompany- 
ing administration  of  the  five  antibiotics  most 
widely  used — penicillin,  streptomycin,  chloram- 
phenicol, aureomycin,  and  terramycin,  and  to  dis- 
cuss briefly  some  considerations  in  the  manage- 
ment of  these  cases. 

Penicillin 

As  expected,  the  antibiotic  longest  in  use  has 
been  indicted  in  the  greatest  number  and  variety 
of  side-reactions.  From  the  voluminous  litera- 
ture on  the  subject  and  from  our  own  experience, 
dermatologic  manifestations  of  penicillin  toxicity 
fall  into  three  main  categories:  (1)  urticaria  and 
angioneurotic  edema,  (2)  vesicular  “phytid”  re- 
actions, and  (3)  exfoliative  dermatitis.  In  addi- 
tion, a number  of  less  common  eruptions  have 
been  recorded : fixed  eruptions,  photosensitization, 
toxic  erythemas,  bullous  dermatitis  medica- 
mentosa, pityriasis  rosea-like  eruptions,  dermo- 
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graphism,  erythema  multiforme,  erythema 
nodosum,  and  even  herpes  simplex. 

Parenteral  Penicillin. — The  most  common  of 
these,  the  urticaria-angioneurotic  edema-“serum 
sickness”  group  has  been  reported  to  occur  in  as 
high  as  6 per  cent  of  persons  receiving  parenteral 
penicillin.1  The  proportions  of  these  reactions 
which  can  be  allotted  to  the  penicillin  itself,  to 
oily  and  waxy  depot  vehicles,  and  to  impurities 
in  manufacture  have  never  clearly  been  es- 
tablished. Urticaria  has  been  observed  following 
administration  of  all  forms  of  penicillin. 

Equally  controversial  is  the  question  of  whether 
such  reactions  are  increasing.  Gilman,  for  ex- 
ample, felt  that  thej-  are  increasing  both  in  fre- 
quency and  severity.2  Kitchen  et  al.3  take  an 
opposite  view  and  feel  that  improved  quality  con- 
trol in  industry  and  elimination  of  oil  and  wax 
bases  have  decreased  reactions.  By  comparing 
literature  reports  and  incidence  figures  from  their 
own  clinical  material  with  penicillin  production 
figures,  they  concluded  that  the  number  of  re- 
actions has  remained  low  despite  enormous  in- 
crease in  production  volume. 

An  analysis  of  57  cases  of  postpenicillin 
urticaria  recorded  from  our  patient  material  for 
the  years  1946  to  1952  is  given  in  Table  I. 

By  adjusting  the  number  of  cases  of  penicillin 
urticaria  to  the  total  cases  examined  in  each  year 
and  testing  the  data  using  the  X2  (Chi  square) 
technic,  it  can  be  shown  that  the  variations  in 
numbers  of  cases  of  urticaria  from  year  to  year  are 
greater  (at  the  5 per  cent  level)  than  would  be 
expected  from  chance  alone.  However,  there  is 
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TABLE  I. — Analysis  of  57  Cases  of  Post  penicillin 
Ubticabia 


Year 

Total 
New 
Cases 
Exa  mined 

Total 

Number 

Penicillin 

Urticaria 

Total 
Penicillin 
Production* 
(Trillion  Units) 

1946 

6,632 

3 

1947 

6,242 

4 

4i 

1948 

5,227 

10 

95 

1949 

4,841 

5 

133 

1950 

4,710 

14 

158 

1951 

4.859 

8 

159 

1952 

4,599 

13 

226 

* Certified  for  United  States  consumption. 


no  particular  trend,  and  there  is  no  correlation 
with  the  penicillin  production  figures.  These 
data  are  compatible  with,  but  do  not  prove,  the 
thesis  that  the  incidence  of  penicillin  reactions  is 
not  rising. 

The  average  interval  between  penicillin  ad- 
ministration and  onset  of  urticaria  was  thirteen 
days  with  a standard  deviation  of  9.6  days.  In 
15  cases  which  we  were  able  to  follow  to  the  point 
of  cure,  the  average  length  of  time  from  institu- 
tion of  therapy  (antihistaminics)  to  final  dis- 
appearance of  urticaria  was  43.3  days  with  a 
standard  deviation  of  48.1  days.  The  wide  varia- 
tion in  the  onset  interval  and  the  rather  prolonged 
course  indicated  by  these  data  are  in  agreement 
with  the  experiences  of  others  in  postpenicillin 
urticaria. 

A second  form  of  penicillin  toxicity  is  the  ve- 
sicular “phytid”  reaction.  This  erythematove- 
sicular  response  usually  occurs  promptly  after  be- 
ginning the  drug  and  affects  mainly  the  palms, 
soles,  groin,  and  intertriginous  areas.  Because 
these  are  locations  commonly  involved  in 
derma tophytosis,  either  directly  or  indirectly 
through  the  mechanism  of  the  “id’-  response,  and 
because  the  lesions  are  morphologically  similar 
to  those  of  some  types  of  derma  tophytosis,  it  has 
been  postulated  that  an  antigen  common  both  to 
penicillin  and  certain  dermatophvtes  is  at  work. 
In  support  of  this,  positive  trichophyton  skin  re- 
actions are  found  in  many  (but  by  no  means  all) 
of  these  patients.  There  are,  however,  serious 
objections  to  this  idea.  The  lack  of  the  ‘'phytid” 
response  following  oral  penicillin,  the  occurrence 
of  positive  trichophyton  skin  tests  in  people  who 
do  not  react  to  penicillin,  and  the  favorable  re- 
sponse in  our  experience  of  secondarily  infected 
dermatophytosis  pedis  cases  to  penicillin  by  in- 
jection may  be  cited. 

The  third  of  the  most  common  drug  eruptions 
following  penicillin  is  exfoliative  dermatitis. 
Cases  reported  vary  in  severity  from  mild, 
transient  forms,  in  no  way  comparable  to  types 
following  heavy  metals,4  to  very  severe  forms 
which  may  even  be  fatal.5 

Penicillin  by  Mouth. — Despite  early  specula- 
tion on  the  likelihood  of  severe  sensitization 


following  use  of  oral  penicillin  and  a few  early  re- 
ports of  reactions  (toxic  erythema),6  it  has  be- 
come clear  that  the  incidence  of  side-effects  is 
very  low.  Extensive  and  prolonged  studies  have 
confirmed  this.7-13  Our  entire  patient  material 
contains  only  two  cases  of  urticaria  following  oral 
penicillin. 

Management  of  Penicillin  Reactions. — The  first 
step  in  managing  any  dermatitis  medicamentosa 
is  to  stop  the  drug.  This  should  be  done,  if  at 
all  possible,  in  all  forms  of  penicillin  sensitivity. 

In  the  urticarial-angioneurotic  edema  types, 
antihistaminics  in  large  and  prolonged  doses  will 
sene  to  control  the  majority  of  cases.  Adrena- 
line of  course  is  still  indicated  in  emergencies. 
Severe  types,  especially  those  accompanied  by 
dangerous  manifestations  of  the  ‘‘serum  sickness” 
syndrome,  respond  well  to  ACTH  and  corti- 
sone.14 

Milder  cases  of  the  “phytid”  and  exfoliative 
dermatitis  types  usually  respond  promptly  to  dis- 
continuing the  drug  and  institution  of  bland  local 
therapy.  More  severe  cases  of  these  may  require 
ACTH  or  cortisone. 

Discontinuing  penicillin  in  cases  in  which  it 
may  be  lifesaving  is  not  the  problem  it  once  was. 
Newer  antibiotics  such  as  erythromycin  in  com- 
bination with  other  standard  antibiotics  and 
sulfonamides,  the  activity  spectra  of  which  over- 
lap that  of  penicillin,  will  cover  most  situations 
in  which  penicillin  would  ordinarily  be  the  most 
desirable  treatment.  Unless  no  other  treatment 
will  do.  penicillin  should  not  be  given  to  patients 
with  a history  of  previous  untoward  reactions,  nor 
should  it  be  readministered  to  “prove”  a diag- 
nosis of  sensitivity,  even  when  doubt  exists.  A 
high  percentage  of  anaphylactic  reactions  re- 
ported, including  fatal  ones,  were  preceded  by  a 
previous  history  of  milder  reactions.  If  it  is 
essential  that  penicillin  be  given,  desensitization 
may  be  tried.  It  has  been  successful  in  some 
cases.15,16  A second  approach  is  the  use  of  peni- 
cillin “0.”  Therapeutically  as  effective  as  the 
“G”  type , 17  it  is  somewhat  less  allergenic . There 
are,  however,  many  cross-reactions,  and  in  severe 
cases  of  sensitivity  to  penicillin  “G,”  it  should  be 
given  with  great  caution.18 

Streptomycin 

Dermatitis  medicamentosa  due  to  strepto- 
mycin is  common.11*24  The  incidence  of  this 
complication  has  been  set  at  5 to  18  per  cent, 
most  workers  agreeing  that  5 per  cent  is  probably 
the  best  estimate.  The  following  morphologic 
types  are  seen:  maculopapular  eruptions,  toxic 
erythemas,  exfoliative  dermatitis,  urticaria, 
morbilliform  and  scarlatiniform  eruptions, 
purpura,  erythema  multiforme-like  eruptions, 
and  erythema  nodosum.  Early  reports  include  a 
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generalized  flushing  which  was  compared  to  a 
histamine  reaction  and  was  thought  to  be  due  to 
a histamine-like  impurity  in  the  commercial  prep- 
arations. With  improvement  in  manufacturing 
technics,  this  reaction  has  virtually  disappeared. 

Management  of  dermatitis  medicamentosa  due 
to  streptomycin  depends  on  the  nature  of  the 
eruption  and  the  disease  under  treatment.  It  is 
best  to  stop  the  drug  if  possible.  Unlike  peni- 
cillin, however,  it  is  often  not  easy  to  find  a satis- 
factory substitute  and  is  sometimes  impossible,  as 
in  tuberculosis.  Milder  forms,  such  as  the 
maculopapular  types,  may  be  handled  with  local 
therapy  while  continuing  the  drug.  Progress  of 
any  of  the  types  toward  exfoliative  dermatitis  re- 
quires cessation.  Urticarias  may  be  held  in  check 
with  antihistaminics.  Severe  forms  may  be 
treated  with  ACTH  or  cortisone,  keeping  always 
in  mind  the  unfavorable  effect  of  these  agents 
upon  infectious  disease,  especially  tuberculosis. 
Cross-reactions  between  streptomycin  and  the 
dihvdro  form  make  substitution  of  one  for  the 
other  useless. 

Chloramphenicol 

Dermatitis  medicamentosa  due  to  chloram- 
phenicol is  uncommon.  Urticaria,25  maculo- 
papular eruptions,26  and  scrotal  dermatitis27  have 
been  reported.  Oral  complications  (denuded 
tongue  and  angular  stomatitis)  and  anorectal- 
vaginal  reactions  are  very  much  more  common. 
The  mechanism  of  production  of  these  lesions  is 
not  clear,  but  they  are  probably  not  dermatitis 
medicamentosa  in  the  true  sense  of  the  term. 

Dermatitis  medicamentosa  due  to  chloram- 
phenicol usually  subsides  promptly  when  the 
drug  is  discontinued  and  suitable  local  therapy 
instituted. 

Aureomycin 

Dermatitis  medicamentosa  due  to  aureomycin 
is  uncommon.  The  following  reactions  have  been 
reported:  fixed  drug  eruption,28  angioneurotic 
edema  accompanied  by  a patchy  maculo- 
erythematous  eruption,29  photosensitization 
(erythematovesicular  eruption  accompanied  by 
nail  dystrophy  in  some  cases),30  urticaria. 31,32 
erythema  multiforme-like  eruption,32  and  der- 
matitis of  groin  and  scrotum.32 

Discontinuation  of  the  drug  results  in  rapid 
disappearance  of  the  eruption. 

Terramycin 

Dermatitis  medicamentosa  following  the  use  of 
terramycin  is  rare.  Transient  erythema,33 
scarlatiniform  eruptions,34  maculopapular  erup- 
tion,35 erythema  multiforme-like  eruption,35  and 
generalized  edema36  have  been  reported.  The 
treatment  is  discontinuation  of  the  drug. 


Summary 

1.  Types  of  dermatitis  medicamentosa  due  to 
antibiotics  are  outlined. 

2.  Management  of  these  cases  is  discussed. 
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Discussion 

J.  Lowry  Miller,  M.D.,  New  York  City. — It  is  a 
pleasure  to  open  the  discussion  of  the  excellent  paper 
by  Drs.  Crissey  and  Caccamise  on  the  antibiotic 
drug  eruptions  resulting  from  the  administration  of 
penicillin,  streptomycin,  chloramphenicol,  aureo- 
mycin, and  terramycin.  They  presented  the  mani- 
festations of  penicillin  toxicity  under  three  main 
categories,  urticaria-angioneurotic  edema,  vesicular 
“phytid”  reactions,  and  exfoliative  dermatitis.  These 
are  delayed  reactions  to  penicillin.  Under  the  man- 
agement of  penicillin  reactions  the  authors  men- 
tioned anaphylactic  reactions  to  this  drug.  This  is 
an  immediate  reaction. 

I should  like  to  emphasize  this  remote  but  very 
real  danger  of  possible  death  due  to  anaphylactic- 
like  shock  following  injection  of  penicillin.  To  date 
five  deaths  resulting  from  such  reactions  have  been 
reported  by  Waldbott,®  Siegal  et  al.,b  Curphey,® 
and  Mayer  et  al.d  They  and  others  have  reported 
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a sizable  number  of  these  reactions  without  fatal 
outcome.  It  is  therefore  apparent  that  even*  physi- 
cian must  be  aware  of  this  danger.  What  precau- 
tions should  the  conscientious  doctor  take? 

First,  careful  inquiry  must  be  made  for  evidence 
of  previous  sensitivity  to  penicillin.  It  is  of  great 
importance  to  ascertain  the  type  of  sensitivity, 
whether  immediate  or  delayed.  It  is  not  the  pa- 
tient with  a history  of  urticaria  from  penicillin  who 
is  in  danger  but  the  patient  with  the  history  of  the 
immediate  reaction,  the  signs  and  symptoms  of  which 
will  be  outlined  presently.  The  immediate  sensi- 
tivity reactions  follow  the  same  pattern  whether 
mild  or  fatal.  The  patient  complains  of  a strange 
taste  in  his  mouth,  a tightness  of  his  chest,  severe 
itching,  an  urge  to  defecate.  If  the  reaction  is 
more  severe,  cyanosis,  collapse,  and  death  follow. 
This  reaction  occurs  within  seconds,  or  at  most 
minutes,  after  receiving  the  penicillin.  As  has  al- 
ways been  true,  the  bronchial  asthmatic  patient  is 
more  prone  to  the  fatal  anaphylactic  reaction. 
Four  of  the  five  deaths  occurred  in  bronchial  asth- 
matics. Severe,  but  so  far  not  fatal,  anaphylactic 
reactions  have  followed  use  of  penicillin  troches  or 
application  of  penicillin  in  antrums,  and  fatalities 
have  resulted  from  subsequent  parenteral  admin- 
istration of  penicillin  to  these  patients.  It  must  be 
remembered  that  these  reactions  do  not  occur  on  the 
first  contact  with  penicillin.  They  are  more  prone 
to  occur  when  the  patient  has  received  penicillin  at 
infrequent  intervals. 

Second,  if  there  is  evidence  of  some  previous  reac- 
tion suggesting  the  immediate  type,  an  intracutane- 
ous  injection  of  0.01  cc.  of  a 1:1,000  solution  of 
crystalline  penicillin  should  be  observed  for  flare 
and  wheal  formation.  This  should  be  done  routinely 
on  all  patients  with  a history  of  bronchial  asthma. 

Third,  the  indiscriminate  use  of  penicillin  for  in- 
fections in  which  it  is  of  little  value  should  be  con- 
demned. 

It  is  in  the  treatment  of  the  urticarial  delayed 


type  of  reaction  that  cortisone  or  ACTH  is  of  real 
value.  This  is  one  of  few  indications  for  the  use  of 
these  drugs  in  dermatology.  Obviously,  the  infec- 
tion for  which  penicillin  was  given  must  have 
passed  and  the  contraindications  to  cortisone  must 
not  be  present. 

Despite  the  extremely  low  incidence  of  eruptions 
from  chloramphenicol  its  use  is  not  justified  except 
in  a few  infections  such  as  typhoid.  The  develop- 
ment of  an  aplastic  anemia  in  a patient  of  mine  in 
1950  led  me  to  discontinue  its  use.  The  compli- 
cating feature  in  that  case  was  that  the  patient  had 
previously  had  an  anemia.  Today,  a sufficient  num- 
ber of  cases  has  accumulated  to  warrant  the  previous 
comment.  The  report  by  Cone  and  Abelson*  of  a 
case  of  aplastic  anemia  with  fatal  outcome  in  a six- 
year-old-girl  following  chloramphenicol  administra- 
tion for  only  two  days  shows  that  long  administra- 
tion is  not  necessary. 

Although  the  incidence  of  reaction  to  aureomyc-in 
is  quite  low,  as  reported  by  Dr.  Crissey,  the  mondial 
infections  which  result  are  of  sufficient  frequency  to 
make  a conscientious  physician  hesitate  to  use  this 
drug  unless  definitely  indicated. 

The  same  may  be  said  for  terramycin  because  of 
the  diarrhea  induced,  especially  with  high  dosage 
and  when  continued  over  long  periods. 

In  summary,  the  contribution  of  the  antibiotics 
to  medicine  has  been  enormous,  but  no  longer  can 
they  be  considered  harmless.  Once  more  the  art  of 
medicine  is  demonstrated : when  to  give,  how  much 
to  give,  which  one  to  give,  and  when  not  to  give  are 
the  questions  for  the  discriminating  physician. 

» Waldbott,  G.  L.:  J A M A.  139:  526  (1949). 

b Siegal.  S.,  Steinhardt.  R.  W.,  and  Gerber,  R.:  J. 
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d Mayer.  P.  S..  Mosko.  M.  M.,  Schutr.  P.  J..  Osterman. 
F.  A..  Steen,  L.  EL.  and  Baker,  L.  A.:  J.A.M.A.  151:  351 
(1953). 
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ANTIMALARIAL  DRUG  .AIDS  IN  TREATMENT  OF  SKIN  DISEASE 


Preliminary  studies  have  shown  chloroquine 
diphosphate,  an  antimalarial  drug,  to  be  of  value  in 
the  treatment  of  a serious  skin  affliction,  discoid 
lupus  erythematosus,  according  to  an  article  in  the 
August  8 Journal  of  the  American  Medical  Associa- 
tion. 

Discoid  lupus  erythematosus  is  a superficial  in- 
flammation of  the  skin  marked  by  disk-like  patches 
with  raised  reddish  edges  and  depressed  centers, 
and  covered  with  scales  or  crusts.  These  fall  off 
leaving  dull-white  scars. 

Results  of  a four-month  study  of  14  patients  suf- 
fering from  the  affliction  who  were  treated  with  the 
drug  were  described  by  Drs.  Leon  Goldman,  Donald 


P.  Cole,  and  Robert  H.  Preston.  Cincinnati.  Great 
improvement  was  noted  in  nine  patients  and  some 
improvement  in  three:  there  was  no  change  in  the 
condition  of  two  patients.  Although  some  toxic 
effects  to  chloroquine  were  noted,  they  were  less  than 
those  of  other  antimalarial  agents  which  have  been 
used  successfully  to  treat  the  condition,  the  doctors 
stated  adding:  “Preliminary  clinical  trial  shave  shown 
chloroquine  diphosphate  to  be  of  value  in  the  treat- 
ment of  the  chronic  discoid  phase  of  lupus  erythe- 
matosus. This  antimalarial  agent  is  less  toxic  than 
quinacrine  (Atabrine),  but.  with  prolonged  adminis- 
tration. the  possibility  of  the  occurrence  of  toxic 
symptoms  must  be  considered." 


INDUSTRIAL  DERMATOSES  ASSOCIATED  WITH  NEURODERMATITIS 

Adrian  Brodey,  M.D.,  New  York  City 
( From  the  New  York  Polyclinic  Medical  School  and  Hospital) 


EVERY  industrial  physician  and  dermatolo- 
gist is  conversant  with  the  high  incidence 
of  industrial  dermatoses.  There  is  no  need  to 
labor  the  significance  of  industrial  dermatoses 
in  economic  loss  and  personal  hardship.  Unlike 
patients  who  sustain  a laceration,  fracture,  or 
similar  episodic  industrial  accident,  the  derma- 
tologic patient  may  be  the  victim  of  a hazard 
from  which  he  cannot  divorce  himself  except  by 
permanent  separation  from  his  occupation.  Sac- 
rifice of  productiveness  and  of  earning  power  com- 
monly result.  The  loss  is  frequently  a prolonged 
liability  which  must  be  shouldered  by  both  the 
employer  and  the  patient.  For  this  reason  con- 
tinued efforts  are  made  to  investigate  every  facet 
of  industrial  dermatoses  and  to  minimize  the  in- 
cidence whenever  possible. 

The  causes  of  industrial  dermatoses  are  legion. 
Agents  which  produce  industrial  dermatitis  have 
been  classified  as  mechanical,  physical,  chemical, 
plant  poisons,  and  biologic.1  Of  these,  chemical 
causes  predominate.  The  literature  abounds 
with  many  excellent  papers  and  textbooks  on  the 
etiology  and  management  of  these  dermatoses. 
The  hazards  are  so  well  catalogued  that  the  noxae 
of  virtually  every  occupation  can  be  easily 
ascertained  by  reference  to  an  appropriate  source. 
Only  newer  agents  necessitate  investigative 
studies. 

Most  of  the  chemical  irritants  to  which  indus- 
trial workers  succumb  are  primary  cutaneous 
irritants.  These  can  be  defined  as  agents  which 
will  cause  dermatitis  by  direct  action  on  the  nor- 
mal skin  at  the  site  of  contact  if  permitted  to  act 
in  sufficient  intensity  or  quantity  for  a sufficient 
length  of  time  and  without  the  necessity  for  pre- 
vious sensitization.  In  a compilation  of  about 
10,000  cases  of  occupational  dermatoses  made 
from  the  reports  of  various  state  compensation 
boards  prior  to  1939,  it  was  found  that  about  80 
per  cent  of  them  were  caused  by  primary  irritants 
and  by  secondary  infections.  Allergenic  substan- 
ces like  dyes,  rubber,  etc.,  caused  about  20  per 
cent.1  However,  many  of  the  primary  irritants 
are  also  sensitizers,  and  subsequent  exposure  for 
even  a short  time  or  to  dilute  solutions  may  pro- 
voke contact  dermatitis. 

Cutaneous  sensitizers  are  agents  which  do  not 
necessarily  cause  demonstrable  cutaneous  changes 
on  first  contact.  After  an  incubation  period 
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of  five  or  more  days,  usually  a maximum  of 
twenty-one  days,  further  contact  on  the  same  or 
other  parts  of  the  body  wall  cause  dermatitis  as  a 
result  of  sensitization.  The  reaction  time  on 
re-exposure,  i.e.,  time  necessary  for  the  appear- 
ance of  a maximum  reaction,  is  twenty-four  to 
forty-eight  hours. 

A history  of  exposure  to  known  primaiy  irri- 
tants usually  suffices  as  evidence  of  the  indus- 
trial nature  of  contact  dermatitis.  If  the  pa- 
tient is  engaged  in  domestic  activities  or  hobbies 
which  also  expose  him  to  primary  irritants,  the 
relative  roles  of  the  industrial  and  nonindustrial 
contactants  must  be  evaluated.  This  may  be 
difficult.  Patch  tests  to  primary  irritants  are 
inadvisable,  and  confirmation  of  this  type  is  un- 
necessary. The  marked  reaction  at  the  test 
site  may  have  serious  repercussions  as  severe  ex- 
acerbation of  the  dermatitis,  deep  scarring,  and 
malpractice  suit.  The  physician  must  know 
whether  the  agent  is  a primary  irritant  before 
undertaking  patch  testing. 

When  cutaneous  sensitizers  are  implicated  as 
the  cause  of  the  industrial  dermatitis,  patch 
tests  should  be  performed  to  confirm  the  diag- 
nosis and  establish  which  specific  agent  or  agents 
are  involved.  The  technic  of  performing  these 
tests  is  so  well  known  and  so  fully  described  in 
the  literature  that  it  would  be  superfluous  to 
devote  any  part  of  this  paper  to  it.  The  dilu- 
tions employed  must  be  those  which  have  been 
shown  experimentally  to  be  innocuous  to  normal 
individuals  but  sufficient  to  evoke  an  eczematous 
response  in  a hypersensitive  subject.  These 
lists  are  readily  available  and  should  be  consulted 
before  performing  any  tests.  If  the  agent  is 
new,  controlled  testing  is  imperative  to  establish 
the  proper  concentrations  to  be  used. 

Although  the  patch  test  is  an  invaluable  tool 
for  the  diagnosis  of  contact  dermatitis,  it  has 
certain  inadequacies  which  bear  repetition.  It 
cannot  exactly  duplicate  the  conditions  of  the 
original  exposure;  mechanical  factors  as  fric- 
tion are  absent;  the  test  site  is  different;  the 
concentration  or  even  the  actual  material  may 
be  inappropriate,  etc.  However,  a positive  patch 
test  properly  performed  is  strong  evidence  for 
cutaneous  sensitization. 

Clinically,  industrial  dermatitis  due  to  chem- 
ical primary  irritants  or  allergens  is  an  eczema- 
tous process  characterized  by  the  classic  findings 
of  erythema,  edema,  and  vesiculation  or  bullous 
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formation  in  varying  degrees.  There  may  be 
scaling,  crusting,  and  Assuring.  Lichenification 
may  be  present  in  chronic  forms.  When  second- 
ary infection  intervenes,  the  findings  depend  on 
the  type  of  infection  present. 

The  dermatosis  first  appears  in  the  site  of  ex- 
posure but  may  become  widespread  by  injudi- 
cious treatment  or  by  a process  which  has  been 
called  an  “id,”  absorption  phenomenon,  or  auto- 
eczematization.  Thus,  the  disease  may  remain 
localized  or  may  eventuate  into  generalized 
dermatitis. 

The  diagnosis  of  industrial  dermatitis  is  based 
upon  such  well-established  criteria  as  history  of 
exposure  to  primary  irritants  or  sensitizers,  incu- 
bation period  or  reaction  time  consistent  with  the 
exposure,  initial  site  of  eruption  in  area  of  contact, 
and  positive  patch  tests.  Helpful  adjuvants  in 
the  diagnosis  are  a history  of  similar  episodes  in 
other  workers,  improvement  away  from  work,  and 
known  incidence  in  the  particular  occupation. 
The  physical  findings  of  themselves  are  incon- 
clusive evidence  since  they  are  not  specific  for 
industrial  irritants  and  are  simply  those  of  any 
eczematous  process  or  contact  dermatitis.  Be- 
cause of  this  lack  of  specificity  of  physical  findings, 
industrial  dermatitis  may  be  indistinguishable 
on  this  ground  alone  from  certain  other  derma- 
toses, notably,  neurodermatitis. 

Kreibich  more  than  twenty-five  years  ago  stated 
that  many  cases  diagnosed  as  contact  dermatitis 
are  in  reality  examples  of  neurodermatitis  with 
local  precipitating  factors.2  Cormia  reported 
an  interesting  example  of  this  in  1936. 3 Re- 
cently, Guy  has  merited  strong  commendation  for 
his  investigative  studies  of  the  neurogenic  factors 
in  contact  dermatitis.4  Guy’s  studies  indicated 
that  disturbing  guinea  pigs,  interfering  with  their 
sleep  cycle,  and  distracting  them  to  the  point  of 
decreasing  their  food  intake  and  making  them 
lose  weight  increases  the  sensitivity  of  their  skin 
to  contactants.  He  inferred  from  this  that  simi- 
lar environmental  influences,  involving  infinitely 
more  complex  mechanisms  and  channels,  could  do 
the  same  thing  in  human  beings,  that  sometimes 
a contact  dermatitis  is  also  a neurodermatitis, 
and,  conversely,  that  the  trigger  factor  in  a neuro- 
dermatitis can  be  one  or  many  contactants.  Al- 
though numerous  excellent  articles  and  textbooks 
enumerate  multiple  predisposing  causes  for  in- 
dustrial or  occupational  dermatitis,  such  as  race, 
perspiration,  diet,  age,  sex,  season,  and  unclean- 
iiness,  the  mention  of  neurogenic  factors  is  con- 
spicuously absent. 

Lynch  in  his  discussion  of  Guy’s  paper  stated 
that  dyshidrosiform  and  nummular  dermatitides 
are  often  aggravated  by  contactants  and  may 
also  merge  with  more  characteristic  forms  of 
atopic  deripgtitis.4  He  asked,  “On  what  day 


does  one  disease  become  the  other,”  and  stressed 
the  important  application  of  these  studies  and 
views  as  they  relate  to  occupational  dermatitis 
He  thought  it  somewhat  surprising  that  employ- 
ers and  insurers  have  not  given  substantial  sup- 
port to  further  investigations  in  this  field. 

Clinical  observations  in  industrial  and  nonin- 
dustrial contact  dermatitis  have  suggested  a sim- 
ilar conclusion.  Insufficient  attention  has  been 
paid  to  the  role  of  psychosomatic  factors  in  setting 
the  stage  for  the  onset  or  aggravation  and  pro- 
longation of  contact  dermatitis  including  that 
of  industrial  origin.  Some  of  these  cases  repre- 
sent actual  episodes  of  neurodermatitis  or  one  of 
its  morphologic  variants  in  which  the  industrial 
exposure  is  a precipitating  element  or  trigger 
mechanism.  Other  cases  of  contact  dermatitis 
appear  to  be  complicated  by  neurogenic  factors 
which  accentuate,  protract,  or  transform  the  dis- 
ease. They  may  completely  overshadow  the 
role  of  the  original  excitant.  It  is  obvious  that 
proper  diagnosis  and  intelligent  management  of 
these  patients  is  not  possible  without  an  apprecia- 
tion of  the  neurogenic  as  well  as  the  contact  fac- 
tors. 

These  patients  present  an  acute  vesicular  erup- 
tion at  the  outset  which,  with  the  history  of  ex- 
posure, the  sites  involved,  and  confirmatory  patch 
tests,  if  sensitizers  are  involved,  fulfills  the  criteria 
for  the  diagnosis  of  industrial  dermatitis.  De- 
spite skillful  therapy  and  protective  technics, 
even  a change  of  occupation,  these  eruptions 
may  be  exacerbated  or  persist  in  the  absence  of 
any  detectable  environmental  irritant. 

To  those  who  were  instructed  along  classic  lines 
that  industrial  dermatitis  is  dissipated  almost 
spontaneously  after  the  separation  of  the  patient 
from  the  offending  allergen,  the  failure  of  some  of 
these  cases  to  subside  has  furnished  much  cause 
for  speculation.  Some  think  that  this  persistence 
mitigates  against  the  industrial  nature  of  the  con- 
tact dermatitis.  Many  believe  that  the  continu- 
ation of  the  dermatitis  is  due  to  “polysensitivity,” 
i.e.,  numerous  sensitivities  to  the  development  of 
which  the  patient  has  become  predisposed  be- 
cause of  his  original  industrial  sensitivity. 

Others  are  of  the  opinion  from  their  clinical  ob- 
servations that  the  level  of  activity  of  the  derma- 
titis in  some  of  these  cases  is  unrelated  to  any  ir- 
ritant. Rather,  varying  levels  of  tension  and 
emotional  stress  appear  to  be  responsible  for  these 
otherwise  unexplained  fluctuations  in  the  degree 
of  the  dermatitis. 

Case  Reports 

Representative  case  histories  follow.  Dates 
will  be  omitted  for  brevity. 

Case  1. — E.  S.,  a white  male,  aged  twenty-eight, 
developed  a vesicular  eruption  on  the  dorsa  of  both 
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hands  while  employed  in  the  lacquer  department  of 
a metal  finishing  company.  Patch  tests  to  lacquer 
were  positive.  Despite  appropriate  therapy  and 
two  months  away  from  his  work,  the  eruption  did 
not  disappear  entirely.  Exacerbation  of  the  erup- 
tion occurred  soon  after  beginning  a new  job  as  a 
precision  grinder  where  he  was  exposed  to  cutting 
oils  which  also  yielded  positive  patch  tests.  The 
patient  was  “laid  off”  and  undertook  retraining  as 
a clerk.  A vesicular  eruption  persisted  in  varying 
degrees  on  the  dorsa  of  the  fingers  despite  failure  to 
detect  any  environmental  irritants.  During  this 
period  the  patient  had  periods  of  severe  tension  inci- 
dent to  his  retraining  program  and  litigation  over 
his  diminished  income.  There  appeared  to  be  a 
definite  relationship  between  the  level  of  his  anxiety 
and  the  degree  of  activity  of  the  dermatitis.  When 
last  seen,  he  seemed  well  adjusted  to  his  new  work 
and  was  pleased  with  the  outcome  of  his  compensa- 
tion hearing.  His  hands  were  clear. 

Case  2. — M.  D.,  a white  female,  aged  forty-four, 
developed  an  acute,  severe,  erythematous  vesicular 
eruption  of  the  hands,  forearms,  face,  and  neck  while 
working  on  greeting  cards  which  had  been  treated 
with  a fuzzy,  dyed,  fiber  material  called  “flocking.” 
Patch  tests  revealed  marked  sensitivity  to  the  car- 
dinal red  and  emerald  green  flocking  material.  The 
patient  was  transferred  to  another  department  and 
improved  satisfactorily.  A temporary  exacerba- 
tion in  the  absence  of  any  contactants  corresponded 
with  the  news  that  her  son’s  return  from  Korea  would 
be  delayed;  this  eruption  was  most  marked  in  the 
areas  of  predilection  for  neurodermatitis,  namely, 
the  antecubital  regions,  the  sides  of  the  neck,  and 
the  eyelids. 

The  concept  of  hardening,  i.e.,  acquisition  of 
tolerance  or  immunity  to  the  offending  allergen 
by  continued  exposure,  has  not  met  with  com- 
plete acceptance.  When  remissions  have  been 
noted,  it  has  been  observed  usually  that  condi- 
tions were  altered  with  regard  to  working  con- 
ditions, (protection,  degree  of  contact  with  irri- 
tants, etc.)  It  is  entirely  possible  that  in  those  in 
whom  neurogenic  factors  are  involved  that  alter- 
ations in  tension  and  stress  may  affect  the  level  of 
activity  of  the  dermatosis  rather  than  any  alleged 
hardening. 

In  many  instances  it  has  been  noted  that  when 
the  dermatitis  is  persistent,  it  may  assume  the 
distinctive  pattern  of  a clinical  entity  which  has 
been  variously  named  parasitic  eczema,  orbicular 
eczema,  and  nummular  eczema.  The  eruption 
is  characterized  by  discrete,  coin-shaped,  ery- 
thematous, vesicular,  and  papulovesicular  lesions 
varying  from  about  2 to  8 cm.  in  diameter  usually. 
Oozing  and  crusting  may  be  marked,  and  pruritus 
is  frequently  intense.  The  sites  of  predilection 
are  the  dorsal  aspects  of  the  hands  and  fingers, 
the  extensor  surfaces  of  the  forearms  and  arms, 
the  flexor  surface  of  the  forearms,  the  anterolat- 
eral aspect  of  the  thighs,  the  calves,  and  the  lower 


legs.  However,  other  areas  of  involvement  are 
not  unusual. 

While  the  nature  of  nummular  eczema  has 
been  debated,  most  opinion  considers  it  a var- 
iant of  neurodermatitis.  Asteotosis,  eczemato- 
genous  allergens,  friction,  particularly  from  wool, 
and  other  factors  may  be  contributory,  but  the 
outstanding  concomitant  of  this  disease  ap- 
pears to  be  tension  associated  with  business, 
home  situations,  etc.  The  appearance  of  num- 
mular eczema  as  an  accompaniment  or  sequel  to 
industrial  dermatitis  speaks  strongly  for  a psycho- 
genic component  in  these  cases. 

Case  3. — N.  B.,  a white,  male  tile  setter,  aged 
forty-one,  developed  a vesicular,  erythematous 
eruption  of  the  dorsa  of  both  hands.  Patch  tests 
were  positive  to  two  types  of  cement  with  which  he 
worked.  The  eruption  cleared  up  within  several 
weeks  but  promptly  recurred  when  the  patient  re- 
sumed his  occupation.  This  time  the  hand  erup- 
tion was  distinctive  of  nummular  eczema,  and 
patches  were  also  present  on  the  calves  and  lower 
legs.  The  eruption  was  extremely  recalcitrant  to 
therapy.  The  patient  who  had  been  extremely 
tense  when  first  seen  became  more  agitated  and 
sought  and  obtained  hospitalization  from  a govern- 
ment agency.  There  the  course  of  the  eruption  was 
erratic  despite  the  absence  of  contactants.  Lesions 
of  nummular  eczema  subsided  and  flared  up  again 
with  no  apparent  cause.  A diagnosis  of  psycho- 
neurosis had  previously  been  made  on  this  patient 
while  in  government  service. 

In  some  instances  the  eruption  at  onset  has 
the  morphologic  picture  of  nummular  eczema. 
When  the  history  is  one  of  exposure  to  primary 
irritants,  the  diagnosis  cannot  be  confirmed  by 
patch  testing,  and  reliance  must  be  placed  on  the 
history  and  the  presence  of  an  eczematous  erup- 
tion. One  cannot  help  wondering  whether  the 
problem  here  is  essentially  one  of  a variant  of 
neurodermatitis  in  which  a primary  irritant 
plays  little  or  no  part. 

Case  4. — H.  R.,  a white  male  jeweler,  aged  twenty- 
seven,  presented  vesicular,  erythematous,  nummu- 
lar, eczematous  patches  of  the  dorsal  aspects  of 
several  fingers  and  a lichenified  patch  of  each  calf. 
The  patient  stated  that  he  used  cyanide  and  silver 
flux  in  his  occupation  but  vigorously  denied  any  di- 
rect contact  with  these  irritants.  Past  history  in- 
cluded eczema  as  a child  and  several  bouts  of  an 
eruption  of  the  calves.  The  diagnosis  was  con- 
sidered to  be  neurodermatitis.  The  possibility  of 
superimposed  industrial  contact  dermatitis  was 
entertained,  but  in  view  of  the  patient’s  denial  of 
contact  and  the  primary  irritant  nature  of  the  agents, 
patch  tests  were  not  performed.  The  patient  was 
discharged  after  his  eruption  cleared.  He  consulted 
another  dermatologist  when  the  eruption  recurred. 
This  time  he  claimed  that  there  was  direct  contact 
with  the  previously  named  irritants,  and  liability  was 
accepted  by  the  insurance  carrier.  However,  ob- 
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servation  of  this  case  had  indicated  that  family 
tensions  were  probably  more  significant  than  the 
alleged  contact  with  these  irritants. 

There  is  another  less  common  type  of  vesicular 
eruption  of  the  fingers  and  palms  which  some- 
times has  features  of  both  occupational  (or  non- 
occupational)  contact  dermatitis  and  neuroder- 
matitis. It  is  a dyshidrosiform  dermatitis  char- 
acterized by  pinpoint  to  pinhead-sized,  deep- 
seated  vesicles  and  papulovesicles  of  the  dorsal 
aspects  and  sides  of  the  fingers  and  the  entire 
palmar  regions.  Mild  scaling  and  Assuring  may 
be  present.  Frequently,  the  hands  are  cold  and 
clammy.  The  following  case  is  representative. 

Case  5. — J.  G.,  a white,  male  dentist,  aged  thirty- 
five,  developed  a dyshidrosiform  eruption  of  the 
hands  as  described  above.  Patch  tests  were  mar- 
kedly positive  to  x-ray  film  fixative.  Despite  lack 
of  contact  with  this  substance  and  every  conceiv- 
able potential  irritant,  the  dermatitis  fluctuated  in  a 
pattern  which  was  more  suggestive  of  neuroderma- 
titis than  of  contact  dermatitis  due  to  some  unde- 
tected irritant.  The  dermatitis  became  worse  on  a 
vacation.  The  patient  conceded  that  inadequate 
professional  space  placed  him  under  great  tension. 

The  combination  of  contactant  and  psycho- 
genic factors  may  explain  why  some  instances  of 
contact  dermatitis,  including  industrial  contact 
dermatitis,  arise  when  they  do  although  other 
factors  as  the  concentration  of  the  irritant,  dura- 
tion of  contact,  and  working  conditions  remain 
apparently  constant.  There  seems  to  be  merit 
in  the  question  posed  by  so  many  patients  when 
they  are  informed  that  they  have  developed  an 
allergy  to  some  contactant:  “But  doctor,  I 
have  been  using  that  (or  working  with  that)  for 
years.  Why  am  I developing  this  allergy'  now?” 

The  following  case,  although  nonoccupational,  is 
an  excellent  example  of  how  neurogenic  factors 
may  determine  when  contact  dermatitis  will  de- 
velop. 

Case  6. — G.  L.,  a white,  female  telephone  oper- 
ator, aged  forty-eight,  was  observed  recently  with 
areas  of  contact  dermatitis  on  the  posterior  thighs  at 
the  pressure  points  of  her  metal  garters.  An  erup- 
tion was  also  present  in  the  antecubital  regions  and 
on  the  sides  of  the  neck  which  was  typical  of  neuro- 
dermatitis. This  patient  had  been  treated  four  years 
previously  for  contact  dermatitis  due  to  nylon  stock- 
ings. This  eruption  had  involved  in  characteristic 
fashion  the  dorsal  toes  and  the  popliteal  regions. 
Strongly  positive  patch  tests  to  nylon  stockings  and 
to  paraphenylenediamine  were  confirmatory.  The 
patient  now  volunteered  the  information  that  she 
had  been  unimpressed  with  the  diagnosis  of  nylon 
dermatitis  and  had  considered  the  eruption  to  be 
due  to  “nerves,”  since  her  brother  was  dying  of  tuber- 
culosis at  the  time.  She  did  not  return  for  treat- 
ment after  the  patch  tests  had  been  performed. 
The  dermatitis  disappeared  spontaneously  after  the 


Fig.  1.  Diagram  illustrating  the  interplay  of  con- 
tactants  and  psychogenic  factors  in  industrial  der- 
matitis: (c)  contact  factor;  (r)  recurrence;  (p)  psy- 
chogenic factor;  (d)  contact  dermatitis  with  psy- 
chogenic component  or  neurodermatitis  with  con- 
tact dermatitis  as  trigger  mechanism;  ( ne ) nummular 
eczema;  (nd)  neurodermatitis;  (drui)  dyshidrosiform 
neurodermatitis. 

death  of  her  brother,  and  she  continued  to  wear  nylon 
stockings  without  further  incident.  The  present 
episode  of  nickel  contact  dermatitis  and  neuroder- 
matitis arose  when  another  brother  became  stricken 
with  tuberculosis. 

Finally,  the  interplay  of  psychogenic  factors 
and  contactants  is  probably  best  exemplified  in 
the  commonest  occupational  dermatitis  of  them 
all,  namely,  the  eczematous  hand  eruptions  of 
young  mothers  and  housewives.  Primary  irri- 
tants (usually  mild)  and  sensitizers,  contacted 
in  the  performance  of  daily  household  chores,  and 
the  tension  engendered  by  the  responsibilities  of 
motherhood  and  maintenance  of  a household  op- 
erate concomitantly  to  evoke  the  dermatitis. 
The  eruption  presents  at  different  times  the  fea- 
tures of  acute  contact  dermatitis  and/or  neuro- 
dermatitis  depending  on  which  element  predom- 
inates. Nummular  eczema  is  a frequent  mani- 
festation in  this  disease.  Occasionally  dyshidro- 
siform patterns  are  seen.  Atopy  is  not  an  essen- 
tial feature  of  the  process  and  may  or  may  not 
be  present. 

Summary 

Figure  1 demonstrates  the  manner  in  which 
psychogenic  and  contact  factors  produce  a der- 
matitis. The  dermatitis  may  assume  the  mor- 
phologic features  and  distribution  of  classic 
neurodermatitis,  or  nummular  eczema  commonly, 
or  dyshidrosiform  neurodermatitis  rarely.  In 
the  latter  instances  psychogenic  factors  are  im- 
plicated, but  contactant  factors  may  be  absent. 
Re-exposure  to  the  contactant  may  evoke  a re- 
sponse in  which  neurogenic  influences  may  or 
may  not  be  involved. 
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It  is  to  be  hoped  that  these  observations  will 
stimulate  other  dermatologists  to  record  their 
own  experiences  in  confirmation  or  refutation. 
Although  dermatology  is  best  practiced  by  der- 
matologists and  psychiatry  by  psychiatrists,  it 
behooves  us  to  recognize  obvious  neurogenic 
components  in  the  somatic  diseases  we  treat. 
Friendly  and  understanding  rapport  with  the 
patient  and  the  use  of  common  sense  is  frequently 
the  extent  of  psychotherapy  required,  a service 
every  physician  is  qualified  to  render. 

Conclusions 

1.  Industrial  dermatitis  is  usually  due  to 
chemical  irritants.  These  may  be  primary  ir- 
ritants or  cutaneous  sensitizers.  The  criteria 
for  the  diagnosis  of  industrial  dermatitis  have  been 
well  established.  Patch  tests  are  useful  in  the 
diagnosis  of  contact  dermatitis  due  to  sensitizers 
but  have  limitations. 

2.  The  clinical  course  of  some  patients  with 
industrial  contact  dermatitis  as  well  as  nonin- 
dustrial contact  dermatitis  indicates  that  psy- 
chogenic factors  are  implicated.  These  factors 
may  be  evidenced  by  concomitant  or  subsequent 
manifestations  of  neurodermatitis  or  its  variants. 

3.  The  intelligent  management  of  industrial 
dermatitis  necessitates  a knowledge  of  potential 
irritants,  an  understanding  of  the  principles  in- 
volved in  treating  eczematous  processes,  and  an 
appreciation  that  factors  other  than  irritants, 
namely,  psychogenic,  may  play  a significant  role 
in  some  cases. 

4.  Finally,  it  is  not  the  intention  of  this  paper 
to  suggest  in  the  least  the  abandonment  of  well- 
established  dermatologic  principles  or  to  convert 
dermatologists  to  practitioners  of  psychosomatic 
medicine.  Full-time  psychiatrists  are  better 
equipped  to  perform  this  function.  Dermatolo- 
gists can  render  their  best  service  to  the  advance- 
ment of  the  specialty  by  practicing  “organic” 
dermatology  with  the  same  recognition  of  the  role 
of  tension  and  stress  which  is  vital  to  the  ortho- 
pedist who  treats  low  back  pain  or  the  gastroen- 
terologist who  ministers  to  peptic  ulcers. 
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Discussion 

James  W.  Jordon,  M.D.,  Buffalo. — I am  pleased 
to  have  the  opportunity  to  study  and  discuss  this 
interesting  paper  by  Dr.  Brodey.  We  as  derma- 


tologists are  all  in  agreement  as  to  the  importance 
of  industrial  dermatoses,  particularly  industrial 
dermatitis,  and  are  aware  of  the  severe  economic 
loss  both  to  patients  and  employers  as  a result  of 
this  disorder. 

I am  sure  we  are  all  in  accord  as  to  the  importance 
of  contact  substances  as  the  causation  of  industrial 
dermatitis,  acting  either  as  primary  irritants,  sensi- 
tizers, or  both.  We  are  aware  that  it  is  sometimes 
very  difficult  to  differentiate  accurately  between 
substances  that  act  as  primary  irritants  and  sub- 
stances that  act  to  produce  sensitization  of  derma- 
titis. It  is  obvious  that  some  things,  such  as  strong 
acids,  alkalis,  etc.,  will  produce  inflammation  of  the 
skin  in  anyone  whose  skin  is  exposed  to  them.  On 
the  other  hand,  substances  like  gasoline,  organic 
solvent,  turpentine,  etc.,  when  applied  under  patch 
test,  will  produce  primary  irritation  almost  uni- 
versally, but  when  workers  get  their  hands  into 
these  things,  only  a few  develop  dermatitis.  An 
occasional  individual  with  the  same  degree  and 
conditions  of  exposure  as  the  other  workers  will 
develop  a dermatitis  venenata.  In  instances  of  this 
type  I believe  we  are  dealing  with  sensitization  to 
the  compound  rather  than  a primary  irritation. 
In  these  instances  I believe  patch  tests  are  of  diag- 
nostic value  if  they  are  used  in  the  proper  dilution. 

Dr.  Brodey  has  pointed  out  the  important  cri- 
teria used  in  the  making  of  a diagnosis  of  industrial 
dermatitis.  I believe  the  physician  should  take  ex- 
treme care  when  making  this  diagnosis.  We  are  all 
too  prone  to  blame  occupational  exposure  for  der- 
matitis, particularly  when  it  occurs  on  exposed 
areas  and  when  one  is  working  with  compounds 
which  have  been  known  to  cause  dermatitis  among 
other  workers  in  the  past.  We  must  remember, 
as  the  author  has  stated,  that  home  contacts  are 
frequent  causes  of  dermatitis  on  the  hands  or  other 
exposed  areas,  and  these  as  a cause  must  be  carefully 
eliminated  before  a diagnosis  of  industrial  derma- 
titis is  made.  This  is  sometimes  difficult  to  do.  I 
agree  with  Dr.  Brodey  that  patch  tests  are  of  lim- 
ited value,  both  for  eliminating  home  contacts  and 
for  proving  or  disproving  that  occupational  contacts 
are  responsible. 

There  are  several  reasons  for  this,  most  of  which 
Dr.  Brodey  has  brought  out.  First,  we  cannot  re- 
produce accurately  the  exact  conditions  of  exposure 
by  applying  patch  tests.  For  example,  with  alkalis 
a small  drop  of  dilute  alkali  is  easily  neutralized  by 
normal  acidity  of  perspiration,  but  the  skin  is  un- 
able to  cope  with  a bucket  full  of  it.  Second,  in  cer- 
tain industrial  processes  a chemical  reaction  may 
take  place,  and  the  testing  of  the  individual  to  sep- 
arate ingredients  may  not  produce  the  same  result 
as  testing  to  the  altered  chemical.  Third,  we  are 
not  ever  sure  that  the  patient  accurately  knows  or 
brings  in  for  testing  everything  to  -which  he  is  ex- 
posed. Fourth,  all  areas  of  the  skin  may  not  be 
equally  sensitive.  Other  than  history  and  patch 
testing,  the  only  method  of  determining  whether 
a dermatitis  is  occupational  is  by  trial  and  error, 
that  is,  observing  whether  improvement  takes 
place  when  away  from  the  job  and  whether  exacer- 
bation takes  place  when  on  the  job.  Dr.  Brodey’s 
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presentation  has  shown  that  this  last  method  is  by 
no  means  infallible,  and  he  has  ably  demonstrated 
this  with  his  case  material. 

Thus,  we  must  take  a composite  of  all  information 
to  make  a diagnosis  of  industrial  dermatitis,  and 
even  this  will  sometimes  be  wrong.  When  such  a 
diagnosis  is  made,  it  frequently  is  of  extreme  im- 
portance economically  to  the  patient.  Many  times 
it  means  the  loss  of  a job  or  taking  a different  job 
with  the  same  company  at  reduced  earnings.  In 
the  event  the  individual  has  to  get  out  of  the  plant 
because  of  industrial  dermatitis,  other  companies 
are  very  reluctant  to  hire  him  because  they  are 
afraid  that  further  trouble  will  develop  and  that  they 
will  be  either  partly  or  wholly  responsible  for  the 
compensation  aspects.  Needless  to  say.  industrial 
dermatitis  is  frequently  misdiagnosed  by  the  in- 
experienced as  mycotic  infection,  dyshidrosis,  atopic 
dermatitis,  pyodermas,  or  other  dermatoses,  and 
no  contact  dermatitis  is  present. 

Up  to  this  point  I am  in  complete  agreement  with 
Dr.  Brodey  and  his  theories  as  to  why  patients  on 
whom  all  the  criteria  for  the  diagnosis  of  industrial 
dermatitis  have  been  fulfilled  sometimes  fail  to  clear 
up  when  removed  from  their  occupation.  I am 
sure  that  we  have  all  seen  numerous  instances  of 
this.  During  the  last  war  we  had  the  opportunity 
to  see  innumerable  cases  of  contact  dermatitis 
among  airplane  workers.  The  usual  cause,  as 
shown  by  patch  test,  history,  etc.,  was  zinc  chromate 
paint.  In  the  vast  majority  of  instances  such  pa- 
tients cleared  up  when  they  were  removed  from  con- 
tact with  the  offending  paint.  However,  a few  did 
not,  and  we  are  still  seeing  a few  patients  who  have 
repeated  attacks  of  dermatitis  in  spite  of  the  fact 
that  they  have  not  worked  with  zinc  chromate  for 
years. 

A recent  and  analogous  case  comes  to  mind. 
A young  woman,  who  worked  with  a resin  glue 
for  about  a year,  developed  a severe  dermatitis 
of  the  hands  and  forearms.  Patch  tests  were  posi- 
tive to  the  resin  glue.  Her  job  was  changed,  and 
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she  cleared  up  within  a reasonable  period  of  time. 
She  was  then  asked  to  instruct  a new  girl  on  the 
technic  of  her  old  job,  recontacted  the  glue,  and  im- 
mediately broke  out.  In  spite  of  the  fact  that  she 
was  removed  from  her  job,  she  now  did  not  clear  up 
as  she  did  previously  but  has  had  repeated  attacks 
of  dermatitis  for  the  past  three  months.  The  other 
woman  developed  a dermatitis  of  the  hands  believed 
due  to  cleansers.  Elimination  of  them  resulted  in 
cure.  Yesterdav  she  returned  to  the  office  with  a 


severe  dermatitis  of  her  hands  and  inner  thighs. 

The  question  arises  as  to  the  explanation  of  these 
phenomena.  Dr.  Brodey  has  presented  the  inter- 
esting hypothesis  that  neurogenic  factors  may  ex- 
plain this.  There  are  other  possibilities,  however, 
which  to  my  mind  are  of  equal  importance.  One  of 
these  mentioned  by  Dr.  Brodey  is  polysensitivity. 
In  the  instance  of  the  young  woman  who  originally 
broke  out  from  a resin  glue,  patch  tests  with  home 
contacts  showed  reactions  to  soap  and  to  onion  which 
she  contacted  in  her  daily  housework.  Since  these 
have  been  eliminated,  she  has  been  improving.  I 
strongly  suspect  that  the  original  sensitivity  paved 
the  way  for  other  sensitivities  and  that  this  is  an 
instance  of  polysensitivity  rather  than  neuroderma- 
titis. In  the  instance  of  the  airplane  workers  poly- 
sensitivity may  be  the  cause.  On  the  other  hand, 
chromium  is  so  widely  used  and  there  are  so  many 
opportunities  for  exposure  to  this  substance  that 
nonin  Austria!  contacts  with  chromium  may  be  the 
explanation. 

The  mystery  of  the  dermatitis  on  the  knees  of  the 
third  case  proved  to  be  neither  neurodermatitis  or 
polysensitivity.  Questioning  revealed  that  she 
had  scrubbed  her  floor  with  an  alkaline  cleanser  the 
day  before,  protecting  her  hands  with  rubber  gloves 
but  not  her  knees. 

I believe  before  the  neurogenic  origin  of  unex- 
plained dermatitis  is  accepted,  polysensitivity  and 
the  possibility  of  exposure  to  substances,  industrial 
or  similar  to  the  original  causation  compound, 
must  be  ruled  out. 


BRUCELLOSIS.  DIABETES.  AND  LIVER  DEFICIENCY 


Drs.  Alberto  P.  Leon  and  N.  Aguhre,  of  the  Insti- 
tute of  Public  Health  and  Tropical  Diseases.  Mexico, 
reported  in  the  May.  1953,  American  Journal  of 
Public  Health,  on  150  proved  cases  of  brucellosis. 
Studies  of  these  cases  suggested  1 (that  brucellosis  is 
a cause  of  diabetes,  (2)  that  diabetes  and  liver  de- 
ficiency are  frequent  complications  of  brucellosis, 
and  (3)  that  where  brucellosis  is  present  a careful 
search  for  diabetes  and  fiver  deficiency  should  be 
made. 

On  the  other  hand,  the  possibility  of  brucellosis 


should  not  be  overlooked  when  diabetes  or  liver 
deficiency  is  found.  The  authors  state  that  they 
have  noted  a better  response  to  the  treatment  of 
brucellosis  in  cases  treated  at  the  same  time  for  dia- 
betes and  liver  deficiency  when  these  complications 
are  present.  In  the  majority  of  cases  seen  by  these 
writers,  diabetes  and  fiver  deficiency  proved  reversi- 
ble. disappearing  as  they  recovered  from  brucellosis 
in  response  to  treatment  with  chloramphenicol  with 
simultaneous  immunodesensitization.  It  was  often 
necessary  to  use  insulin  or  lip>otrophics  or  both. 


HIRSUTISM  DUE  TO  MASCULINOVOBLASTOMA 

Joseph  J.  Hallett,  M.D.,  and  Jacob  W.  Holler,  M.D.,  Rochester,  New  York 
( From,  the  University  of  Rochester  School  of  Medicine  and  Dentistry  and  the  Highland  Hospital) 


THE  age-old  problem  of  hirsutism  in  women 
continues  to  harass  us  in  spite  of  recent  ad- 
vances in  biochemistry  and  endocrinology.  It 
is  a rare  week  that  passes  without  one  consul- 
tation for  this  distressing  malady. 

Danforth1  states  that  approximately  one  third 
of  apparently  normal  white  women  have  some 
degree  of  hypertrichosis.  Most  commonly  the 
excessive  growth  of  hair  will  be  of  the  essential, 
simple,  or  idiopathic  type  of  hirsutism,  but  on  oc- 
casion specific  causes  may  be  found.  Hirsutism 
has  been  found  present  in  basophilic  tumors  or 
hyperplasia  of  the  pituitary  gland  (Cushing’s 
disease),  tumors  or  hyperplasia  of  the  adrenal 
cortex,  arrhenoblastoma,  adrenal-like  tumor  of 
the  ovary,  tumors  of  the  thymus  with  secondary 
adrenal  hyperplasia,  encephalitis,  neuritis,  mumps, 
gonadal  teratoma,  mental  retardation,  multiple 
sclerosis,  and  with  various  drug  therapies.  Per- 
manent or  transitory  hirsutism  may  occur  with 
menarche,  pregnancy,  or  menopause. 

The  study  of  the  hair  follicle  is  intriguing  but 
not  very  elucidative.  Danforth  has  classified 
hair  as  (1)  general  body  hair  (lanugo)  which  is 
the  same  in  male  or  female  and  uninfluenced 
by  endocrine  factors;  (2)  ambosexual  hair  pres- 
ent in  male  and  female  but  dependent  on  hor- 
monal stimulation,  which  is  apparently  equal 
in  both  sexes,  such  as  the  axillary  and  pubic 
hair;  (3)  truly  sexual  hair,  represented  by  the 
beard  of  the  male  and  less  clearly  by  the  terminal 
hair  of  the  shoulders,  chest,  and  abdomen.  The 
endocrine  glands  primarily  involved  with  hair 
production  are  the  adrenal  cortex,  gonads,  and 
to  a lesser  degree  the  thyroid  and  pituitary 
glands.  There  is  ample  literature  which  reveals 
the  specific  influence  of  endocrine  stimulation  on 
suppression  of  the  ambosexual  hair  in  various 
pathologic  states.  Unfortunately,  the  status  of 
the  truly  sexual  hair,  especially  in  females,  with 
whom  we  are  primarily  concerned,  is  not  so 
clearly  defined.  It  is  known  that  both  sexes 
secrete  both  male  and  female  hormones;  there- 
fore, it  is  tempting  to  assume  that  in  hirsute 
women  the  normal  ratio  between  hormones  has 
been  altered  in  the  direction  of  diminished  estro- 
gens and  augmented  androgens.  However,  the 
administration  of  estrogens  (stilbestrol,  estra- 
diol) in  idiopathic  hirsute  women  has  not  been  a 
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successful  form  of  treatment.  From  the  infor- 
mation available  today  one  can  conclude  that 
three  factors  influence  hair  growth:  (1)  an 

unknown  constitutional  factor  of  the  individual 
hair  follicle  which  responds  to  endocrine  stimuli, 

(2)  humoral  factors  both  known  and  unknown 
which  will  stimulate  hair  growth  of  those  follicles 
peculiarly  sensitive  to  the  humoral  actions,  and 

(3)  local  blood,  nerve,  and  nutritional  supply  of 
the  hair  follicle. 

Certainly  most  hirsute  women  who  consult  us 
as  dermatologists  are  cases  of  essential  or  idio- 
pathic hirsutism,  but  we  must  forever  be  alert  to 
recognize  the  occasional  case  of  hirsutism  due  to 
endocrine  disease.  As  Callaway  et  al.2  have  stated, 
the  chief  basis  for  the  differentiation  of  essen- 
tial or  idiopathic  hirsutism  and  hirsutism  asso- 
ciated with  endocrine  disease  lies  in  the  clinical 
approach  rather  than  in  the  laboratory.  A search- 
ing inquiry  of  any  alteration  of  the  menses, 
especially  amenorrhea,  weight  gain,  deepening 
of  the  voice,  masculine  habitus,  headache,  or 
alopecia  of  the  scalp  should  be  made.  If  on 
examination  enlargement  of  the  clitoris,  hyper- 
tension, glycosuria,  or  a diabetic  type  of  glucose 
tolerance  curve  is  found,  a more  extensive  endo- 
crinologic  workup  is  indicated. 

Case  Report 

Mrs.  C.  B.,  a white  female,  age  forty-eight,  was 
first  seen  on  March  24,  1952,  complaining  of  an  ex- 
cessive growth  of  hair  of  one  and  a half  years  dura- 
tion on  the  face,  shoulders,  chest,  back,  and  ex- 
tremities. The  growth  of  the  beard  required  daily 
shaving.  She  had  noticed  patchy  baldness,  diffuse 
thinning,  and  recession  of  the  frontal  hair  line  for 
the  past  year.  She  had  had  frontal  headaches  for 
one  and  a half  years.  There  was  a loss  of  approxi- 
mately 10  pounds  of  weight  in  the  past  year.  About 
six  months  prior  to  the  time  she  was  first  seen,  she 
was  found  to  have  high  blood  pressure  on  a routine 
examination.  For  the  past  three  months  there 
had  been  a deepening  of  the  voice  so  that  when 
speaking  over  the  telephone  she  was  mistaken  for  a 
man. 

In  her  past  history  she  stated  that  she  had  had 
diphtheria  at  age  twenty-three  and  goiter  at  age 
twenty-six,  which  was  treated  with  iodine,  and  she 
had  had  no  recurrence  of  symptoms.  Ten  years 
ago  she  had  had  abdominal  pains,  nausea,  and  vom- 
iting which  was  diagnosed  as  gallbladder  disease. 
Four  years  ago  she  had  had  one  attack  of  vomiting 
blood  and  blood  in  the  stools,  which  subsided  and 
has  not  recurred.  Her  menstrual  history  revealed 
menarche  at  age  thirteen,  gravida  4,  para  4,  and 
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menopause  five  years  ago.  The  menopause  was  a 
sudden  cessation  of  menses  with  no  untoward 
symptoms.  Family  history  disclosed  that  her  mother 
was  a diabetic  and  that  an  aunt  had  tuberculosis. 

Physical  examination  revealed  a well-developed, 
masculine  appearing,  white  female  with  a deep 
voice.  The  skin  in  general  was  coarse  with  a marked 
growth  of  hair  on  the  face,  shoulders,  arms,  legs, 
chest,  and  back.  The  scalp  hair  was  sparse  with 
areas  of  alopecia  and  graying.  Acneform  lesions 
were  scattered  over  the  chest  and  back.  The  neck 
was  enlarged.  The  thyroid  was  diffusely  enlarged, 
but  no  nodules  were  present.  The  breasts  were  not 
remarkable.  The  heart  was  enlarged  to  the  left, 
but  no  murmurs  were  heard.  The  eyegrounds  re- 
vealed arteriolar  narrowing,  no  edema,  exudates,  or 
hemorrhages.  The  blood  pressure  varied  from 
200  to  180/110  to  90.  The  abdomen  was  soft  and 
relaxed,  and  no  masses  could  be  made  out.  Pelvic 
examination  revealed  an  enlarged  clitoris  with 
redundant  labia  minora.  No  adnexal  masses  were 
noted.  There  was  a masculine  distribution  of  pubic 
hair.  The  reflexes  were  physiologic.  The  rectal 
examination  was  negative. 

The  red  blood  cell  count  was  4,700,000,  hemo- 
globin 13.4  Gm.,  white  blood  cell  count  7,400  with  a 
normal  differential.  The  hematocrit  was  41  per  cent. 
The  urinalysis  was  negative.  The  fasting  blood 
sugar  was  99  mg.  per  cent  compared  with  a normal 
value  of  60  to  80  mg.  per  cent  by  the  method  used. 
The  glucose  tolerance  test  revealed  a diabetic  type 
curve.  The  blood  carbon  dioxide,  chlorides,  serum 
sodium,  and  serum  potassium  were  within  normal 
limits.  The  basal  metabolism  was  plus  19.  A 
radioactive  iodine  tracer  test  revealed  normal  thy- 
roid function.  X-ray  studies,  including  the  chest, 
flat  plate  of  the  abdomen,  intravenous  pyelograms, 
gastrointestinal  series,  gallbladder  visualization,  and 
skull  films  for  enlargement  of  the  sella  turcica,  were 
negative.  The  urinary  excretion  of  17-ketosteroids 
on  March  28,  1952,  was  106  mg.  per  twenty-four 
hours. 

A preoperative  diagnosis  of  hyperadrenalism  with 
masculinization  was  made.  On  May  9,  1952,  a 
bilateral  adrenal  exploration  was  performed  through 
a posterior  approach.  Although  at  operation  the 
adrenal  glands  were  found  not  to  be  enlarged,  it  was 
the  consensus  of  opinion  that  since  the  absence  of 
anatomic  enlargement  does  not  preclude  the  possi- 
bility of  functional  hyperactivity,  a subtotal  adre- 
nalectomy was  indicated.  Accordingly  a total 
right  adrenalectomy  and  a subtotal  left  adrenalec- 
tomy were  performed. 

Microscopic  examination  of  the  right  and  left 
adrenal  glands  revealed  a very  thin  zona  glomerulosa 
consisting  of  small  cells  with  dark-staining  nuclei. 
The  zona  fasciculata  or  middle  zone  was  relatively 
large,  consisting  of  large  cells  with  clear-staining 
cytoplasm  and  small  nuclei,  some  of  which  were 
reticular,  others  dark-staining.  The  zona  reticu- 
laris or  inner  zone  was  prominent,  but  smaller  than 
the  middle  zone.  The  cells  showed  a pink,  granular- 
staining  cytoplasm  and  small,  dark-staining  nuclei. 
The  medulla  was  autolyzed.  A diagnosis  of  normal 
adrenal  glands  was  made. 


The  postoperative  course  was  relatively  unevent- 
ful. Intravenous  norepinephrine  was  necessary 
in  the  first  twenty-four  hours  to  maintain  blood 
pressure  at  normal  levels.  Following  this  initial 
period  the  blood  pressure  stabilized  at  120/80. 
Cortisone  and  desoxycorticosterone  were  given 
prophylactically  in  the  immediate  postoperative 
period. 

During  the  next  four  months  there  was  no  re- 
gression of  the  hirsutism.  The  blood  pressure  did 
not  maintain  its  initial  fall  and  gradually  returned 
to  190  to  220/100  to  130.  The  frontal  headaches 
disappeared  for  two  months  and  then  recurred,  but 
with  less  severity  and  frequency.  The  urinary  17- 
ketosteroids  dropped  to  49  mg.  per  twenty-four 
hours  two  weeks  after  operation  but  again  increased 
to  74  mg.  per  twenty-four  hours  two  months  after 
operation  and  were  still  65  mg.  three  and  a half 
months  after  operation.  Therefore,  it  became  evi- 
dent that  masculinizing  steroids  were  still  being 
produced.  Although  no  definite  pelvic  mass  was 
demonstrable,  it  was  felt  that  an  abdominal  ex- 
ploration was  indicated. 

The  patient  was  again  hospitalized,  and  on  Octo- 
ber 17,  1952,  an  exploratory  laparotomy  was  done. 
At  operation  the  left  ovary  was  found  to  be  enlarged 
and  to  contain  a firm  mass  the  size  of  a hen’s  egg, 
which  was  located  behind  the  uterus. 

The  gross  pathology  consisted  of  a 5 by  4 by  3 cm., 
smooth,  rubbery,  gray  left  ovary.  On  section  the 
center  of  the  ovary  was  composed  of  a soft  friable 
circumscribed  mass  of  chocolate-colored  tissue, 
measuring  4 by  3 by  2 cm.  with  flecks  of  orange. 
The  right  ovary  was  normal. 

Microscopic  section  of  the  left  ovary  disclosed  a 
rim  of  normal  ovarian  tissue  surrounding  cells  with 
a pale  vesiculated  cytoplasm  and  round  or  oval 
nuclei.  The  cells  resembled  adrenal  cortex.  A 
diagnosis  of  masculinovoblastoma  of  the  left  ovary 
was  made. 

The  postoperative  course  was  uneventful,  and  the 
patient  was  discharged  on  the  fourteenth  hospital 
day.  In  the  six  months  following  operation  there 
has  been  little  decrease  of  blood  pressure  which  has 
stabilized  at  180/100.  The  frontal  headaches  have 
improved  considerably.  The  voice  is  less  deep. 
The  hair  on  the  extremities,  body,  and  sides  of  the 
face  is  definitely  less,  but  the  chin  and  upper  lip 
remain  the  same.  The  electrolytes  have  been  nor- 
mal. The  urinary  excretion  of  17-ketosteroids  was 
8.4  mg.  per  twenty-four  hours  four  months  after 
the  second  operation.  There  has  been  no  general 
weakness,  but  it  may  become  necessary  to  supple- 
ment the  patient  with  cortisone  acetate  if  symp- 
toms of  hypoadrenalism  appear. 

Comment 

In  1939  Rottino  and  McGrath3  suggested  the 
term  “masculinovoblastoma”  for  the  adrenal- 
like tumor  of  the  ovary  that  produced  hirsutism, 
masculinity,  hypertension,  obesity,  enlarged  cli- 
toris, voice  changes,  and  a diabetic  tendency. 
While  the  term  is  a hybrid,  there  is  no  agreement 
as  to  the  origin  of  these  tumors  at  present  and 
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therefore  may  be  a useful  classification.  Some 
pathologists  who  have  studied  this  unusual  tumor 
contend  that  the  cells  are  derived  from  adrenal 
cell  rest  in  the  ovary,  and  certainly  the  clinic 
symptoms  are  strikingly  similar  to  those  produced 
by  adrenal  cortical  tumors  or  adrenal  hyper- 
plasia. Glynn4  in  1921  favored  a lutein  cell  ori- 
gin of  this  ovarian  neoplasm.  Theoretically  a 
tumor  arising  from  lutein  cells  may  give  rise  to 
musculinization  because  of  its  progesterone  con- 
tent. The  more  recent  literature  tends  to  favor 
an  adrenal  cell  rest  origin,  however.  In  our  case 
the  abnormally  high  excretion  of  urinary  17- 
ketosteroids  would  tend  to  support  this  thesis. 

Since  1944  when  Kepler  et  al.6  reviewed  13 
cases  of  this  type  of  ovarian  tumor  and  added  a 
fourteenth  case  of  their  own,  we  have  been  able 
to  find  ten  additional  cases6-16  in  the  literature 
to  which  we  add  this  report.  The  age  incidence 
varies  from  fifteen  to  sixty-five  years.  Hirsutism 
occurred  in  all  cases  and  was  of  six  months  to 
thirty-two  years  duration.  Masculine  habits, 
voice  changes,  and  enlarged  clitoris  were  present 
in  90  per  cent  of  the  cases.  Amenorrhea  oc- 
curred in  all  cases  of  premenopausal  age  except 
one  who  had  irregular  vaginal  bleeding,  one  who 
was  pregnant,  and  another  who  had  a previous 
hysterectomy.  Half  of  the  patients  had  a re- 
ported weight  gain.  A diabetic  tendency  or 
diabetes  was  found  in  45  per  cent  of  the  cases, 
and  partial  baldness  was  noted  in  35  per  cent. 
Six  of  the  ten  recently  reported  cases  had  an  in- 
crease of  the  urinary  17-ketosteroids.  Abnor- 
malities of  electrolytes  were  not  a feature  of  the 
previously  reported  cases  nor  in  the  cases  re- 
ported here. 

To  what  extent  one  can  rely  on  the  elevated 
excretion  of  17-ketosteroids  is  difficult  to  answer. 
However,  in  the  vast  majority  of  cases  in  which 
this  determination  was  made,  the  level  of  excre- 
tion has  been  definitely  above  normal.  Cer- 
tainly in  our  case  an  extremely  high  quantity  was 
present  in  the  urine  and  has  been  reduced  to 
normal  after  removal  of  the  ovarian  tumor. 

Summary 

A case  of  a masculinovoblastoma  of  the  left 
ovary  occurring  in  a white  female  with  hirsutism, 
masculine  habits,  frontal  headaches,  hyperten- 
sion, enlarged  clitoris,  diabetic  tendency,  alo- 
pecia of  the  scalp,  and  abnormal  urinary  excre- 
tion of  17-ketosteroids  is  reported.  A prelim- 
inary postoperative  observance  of  six  months  is 
recorded. 
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Discussion 

Grosvenor  W.  Bissell,  M.D.,  Buffalo. — As  Dr. 
Hallett  has  indicated,  the  vast  majority  of  hirsute 
women  fall  into  the  somewhat  unsatisfactory  classi- 
fication of  “idiopathic.”  Organic  lesions  of  the 
pituitary,  adrenal  cortex,  and  ovary  may  cause 
hirsutism,  but  generally  speaking,  they  are  rare. 
Dr.  Hallett  has  mentioned  a large  group  of  dis- 
eases with  which  hirsutism  is  associated,  such  as 
mumps,  encephalitis,  multiple  sclerosis,  mental 
retardation,  neuritis,  teratoma,  etc.  Since  “idio- 
pathic” hirsutism  is  present  in  a significant  num- 
ber of  Caucasian  women,  one  is  forced  to  wonder 
whether  the  presence  of  hirsutism  with  these  dis- 
ease entities  is  not  more  casual  than  causal. 

In  this  particular  case  I seem  to  detect  that  Drs. 
Hallett  and  Holler  were  somewhat  frustrated  in 
assuming  that  the  primary  lesion  lay  in  the  adrenal, 
especially  in  the  light  of  a negative  pelvic  examina- 
tion performed  under  anesthesia.  If  it  gives 
them  any  comfort,  I think  I majr  state  categori- 
cally that  from  the  data  obtained  and  the  high  uri- 
nary 17-ketosteroid  output  reported,  any  endocri- 
nologist would  have  been  led  to  the  same  conclusion. 
I think  that  this  case  also  emphasizes  the  fact  that 
a fairly  small  lesion  of  any  endocrine  organ  may  at 
times  exhibit  marked  hypermetabolic  activity. 

I think  that  this  case  offers  an  excellent  oppor- 
tunity to  discuss  some  of  the  implications  of  17- 
ketosteroid  determinations.  Although  the  urinary 
17-ketosteroids  are  a reflection  of  androgenicity, 
they  are  not  a precise  indicator.  One  must  remem- 
ber that  the  17-ketosteroid  determination  repre- 
sents a large  moiety  of  compounds  to  which  andro- 
sterone  and  etiocholanotone  are  the  largest  con- 
tributors. Etiocholanotone  is  entirely  inert  as  an 
androgen  although  it  is  a metabolite  of  testosterone 
and  dehydroisoandrosterone.  Androsterone  is  a 
true  androgen,  possessing  about  one-tenth  the 
androgenic  activity  of  testosterone.  It  is  a peculiar 
fact  that  a number  of  cases  of  severe  masculiniza- 
tion,  due  to  arrhenoblastoma  for  instance,  have 
low  or  normal  ketosteroid  outputs.  Theoretically, 
it  would  be  possible  for  a very  high  ketosteroid 
excretion  to  be  all  etiocholanotone,  in  which  case 
a urinary  androgen  assay  would  be  completely 
negative.  However,  it  must  be  remembered  that 
the  17-ketosteroids  are  urinary  degradation  products 
and  are  merely  the  end  products  of  steroids  which 
may  be  androgenic  in  their  intermediary  metabolism. 

It  is  most  important  to  report  such  a case  as  has 
been  presented  since  these  organic  causes  of  hir- 
sutism are  rare,  and  accumulated  data  concerning 
them  will  aid  in  elucidating  the  varied  causative 
mechanisms  in  this  poorly  understood  dermatologic 
entity. 


THE  CARE  OF  THE  PLANTAR  WART 


Herbert  H.  Bauckus.  M.D..  Buffalo.  New  York 


THE  frequent  appearance  of  verrucae  in  the 
human  makes  for  an  undesirable  lack  of 
public  concern  in  the  prevention  of  this  con- 
tagious and  autoinoculable  disease.1,2  School 
children  and  others  go  about  with  numerous  warts 
on  their  fingers  and  hands  for  months  and  years 
often  with  no  treatment  or  with  sporadic  bizarre 
therapy.  These  patients  often  receive  medical 
advice  only  when  requesting  aid  for  some  more 
pressing  condition.  But  when  an  explosive  crop  of 
small  flat  warts  appear  on  the  face  or  in  the  beard, 
or  when  large  periungual  verrucae  sorely  threaten 
the  nails  or  mucous  warts  spread  rapidly  in  the 
genital  and  perianal  areas,  or  when  one  or  more 
plantar  warts  reach  the  callous  stage,  then  it  is 
that  relief  is  sought.  The  therapy  of  the  ad- 
vanced and  spreading  wart  is  often  a challenge 
to  our  most  concentrated  attention,  made  the 
more  annoying  by  a general  public  misconception 
that  the  problem  should  be  simple  of  solution. 

School  physicians,  health  authorities,  and 
physicians  in  general  should  give  more  attention 
to  the  need  for  earl}'  care  of  warts.  Only  in  this 
way  can  we  effectively  combat  the  rising  incidence 
of  this  virus  infectious  disease.  There  is  a well 
documented  and  helpful  literature  on  the  etiology 
of  warts  with  which  physicians  quite  generally 
agree.  Jadassohn3  some  sixty  years  ago  reported 
his  belief  in  the  inoculability  and  germ  causes  of 
warts  and  demonstrated  his  reasons  in  Vienna  in 
1894  and  more  conclusively  at  a Congress  of  the 
German  Dermatologic  Society  (Graz,  1895). 

It  is  mainly  my  purpose  in  this  paper  to 
describe  certain  teclmics  I have  found  useful  and 
more  reliable  in  the  cure  of  the  plantar  wart. 
We  have  made  use  of  portions  of  the  technic 
described  by  Harvey  Blank4  in  the  Archives  of 
Dermatology  and  Syphilology,  October,  1947,  and 
reports  of  methods  in  treatment  of  the  mosaic 
type  of  plantar  wart  by  Montgomery  and  Mont- 
gomery of  New  York.5  Following  the  report  of 
Culp  and  Kaplan  in  1944  on  the  treatment  of 
condyloma  acuminata  with  podophyllum,6  we 
were  encouraged  by  the  report,  “Podophyllum 
Therapy  for  Plantar  Warts,”  by  Abner  Kurtin  and 
Reuben  Yontef  from  the  Dermatological  Service 
of  Mount  Sinai  Hospital  in  the  Archives  of  Der- 
matology and  Syphilology  in  March,  1948. 7 
However,  there  is  more  to  the  problem  than  the 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Derma- 
tology and  Syphilology,  May  7,  1953. 


total  destruction  of  these  warts,  and  there  are 
many  factors  in  this  care  with  which  we  have  to 
deal.8  There  is  the  question  of  early  diagnosis 
and  a better  public  conception  of  finding  the 
plantar  wart  in  its  earl}'  stage  before  it  has 
reached  the  stage  of  pain  and  callous  formation. 
In  children  it  is  my  impression  that  about  one 
third  of  the  plantar  cases  have  one  or  more  warts 
about  the  fingers  and  hand.  There  is  no  doubt 
that  traumatic  lesions  of  the  sole,  some  of  which 
are  associated  with  the  shoe  from  sharp  objects 
and  others  from  scraping,  rubbing,  or  undue 
pressure,  make  inoculation  more  apt  to  occur. 
We  have  a problem  of  additional  inoculation  from 
opposing  surfaces,  especially  between  the  toes. 
Hyperhidrosis,  while  it  may  not  increase  the 
frequency  of  the  original  lesion,  does  play  a part 
in  the  greater  tendency  to  form  spreading  lesions, 
including  the  mosaic  type.  Certainly  the  callous 
formation,  which  is  sometimes  a serious  part  of 
hyperhidrosis,  makes  eventual  cure  much  more 
difficult.  We  have  felt  for  a long  time  that  keep- 
ing the  foot  well  powdered  with  plain  talcum  is 
helpful  in  such  plantar  wart  cases,  and  since  the 
advent  of  Banthine  and  similar  drugs  we  have 
experimented  with  this  possible  aid. 

Although  there  are  some  cases  where  numerous 
small  lesions  disappear  after  intensive  local 
macerative  treatment,  I have  found  the  plantar 
variety  a type  in  which  we  seldom  have  cause  to 
feel  that  suggestion,  or  even  the  immunity  so  im- 
portant in  other  areas  of  wart  infestation,  is 
of  any  help.  We  should  regard  the  possibility  of 
new  lesions  and  reinvasion  seriously.  In  the 
presentation  of  the  first  plantar  wart,  especially 
in  children,  an  examination  should  be  made  of 
both  feet  to  discover  lesions  not  yet  noticed  by 
the  patient.  There  are  occasional  patients  in 
whom  the  diagnosis  may  be  in  doubt  because  of 
heavy  overlying  callous  formation.  We  must 
also  differentiate  the  pressure  callus  caused  by 
posture  changes. 

For  this  and  many  other  reasons  it  has  been 
our  practice  to  apply  over  lesions,  either  actual 
plantar  warts  or  lesions  simulating  warts,  a 40 
per  cent  salicylic  acid  plaster  adhesive.  Some- 
times where  the  callus  is  very  large,  we  first  reduce 
the  excess  thickening  with  the  scissors  and  then 
apply  the  salicylic  adhesive.  Over  this  a plain 
moleskin  adhesive  or  sometimes  thinner  adhesive 
is  applied  to  keep  the  area  more  moist  and  also  to 
prevent  its  removal  until  wTe  are  ready  to  take  i^ 
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off.  If  the  lesion  is  primarily  painful,  we  may  use 
sponge  rubber  over  this  lesion.  After  five  to 
seven  days  we  remove  the  plaster  and  imme- 
diately trim  off  the  macerated  tissue  when  it  is 
soft.  This  will  better  outline  the  wart,  and  it 
removes  much  of  the  ensuing  tenderness  from 
pressure.  Even  though  numerous  lesions  appear 
at  the  first  inspection,  this  form  of  treatment  is 
usually  applied  to  most  or  all  of  the  lesions.  This 
sitting  may  then  be  followed  by  a reapplication  of 
50  to  75  per  cent  salicylic  acid  that  we  prepare  in 
an  ointment  mixture  containing  a little  wax. 
About  two  layers  of  moleskin  adhesive  of  Vi6-inch 
thickness  with  holes  cut  into  the  moleskin  about 
the  same  size  as  the  wart  are  placed  over  the  lesion. 
Into  this  area  is  placed  the  salicylic  ointment 
which  is  then  closed  in  with  a small  film  of  fine 
cotton  under  rubber  dam.  A piece  of  intact 
moleskin  is  placed  over  this.  This  is  again  held 
by  regular  adhesive,  and  as  a rule  the  patient 
wears  this  for  another  week.  At  that  time  we 
take  off  the  dressing  and  remove  the  softened 
macerated  tissue  by  means  of  the  scissors  or 
curettage. 

This  process  alone,  although  it  may  be  repeated 
in  certain  cases,  is  often  sufficient  to  cure  the  early 
soft  wart  in  the  child,  and  in  most  of  these  cases 
we  seldom  make  use  of  x-ray.  In  the  adult  and 
in  the  more  severe  lesions  generally,  this  type  of 
treatment  is  carried  to  the  point  where  the  wart 
outline  is  thoroughly  disclosed. 

We  regard  this  preliminary  treatment  as  of 
great  importance.  The  softening  and  thinning 
of  the  callus  affords  relief  from  pressure,  especially 
under  a protection  cup  where  sponge  rubber  is 
added,  so  that  ambulatory  treatment  is  possible. 
Where  x-ray  is  later  used,  the  base  of  the  wart 
may  more  accurately  receive  an  effective  dose 
of  x-ray  with  better  shielding.  Heavily  calloused 
tissue  causes  more  suffering  from  x-ray  edema  and 
increases  the  risk  from  overtreatment.  In  the 
use  of  the  maceration  process  there  is  in  my 
opinion  a great  value  to  the  local  virus  steriliza- 
tion, if  one  may  use  the  expression.  There  is  less 
chance  of  recurrence  from  this  procedure  follow- 
ing x-ray,  desiccation,  or  surgical  removal  because 
small  lesions  adjacent  to  the  treatment  area  are 
uncovered  at  the  most  propitious  time.  I am 
impressed  with  the  probability  that  the  dormant 
virus  of  verrucae  exists  in  these  areas  and  that 
some  of  these  organisms  are  destroyed  by 
salicylic  acid  and  other  chemicals.  It  is  indeed 
disconcerting  to  have  a patient  disabled  for 
several  days  following  radical  electrodesiccation 
or  surgical  removal  to  find  wart  recurrences  de- 
veloping in  the  site  or  edges  of  the  wound  from 
weeks  later  to  periods  of  a year  or  longer.  There 
is  every  reason  to  precede  such  treatment  with 
salicylic  acid  maceration. 


Although  there  are  many  instances  where 
treatment  with  x-ray  is  indicated,  I am  more  and 
more  of  the  opinion  that  it  has  great  limitations. 
The  one-dose  limit  concentration  of  x-ray  therapy 
is  quite  safe  with  our  modern  technic,  but  it  is 
largely  for  isolated  lesions  and  does  not  apply 
well  to  all  areas  of  the  foot,  including  in  my 
opinion  the  main  weight-bearing  points.  But 
the  main  objection  is  the  large  number  of  failures 
in  permanent  cure  even  if  the  lesion  has  been 
directly  treated.  We  frequently  have  had  cases 
where  the  patient’s  history  indicated  complete 
disappearance  of  the  plantar  wart  for  a period  of 
one  and  two  years  only  to  be  followed  by  re- 
currence in  the  exact  site.  Some  of  these  cases 
are  erroneously  reported  as  cures  by  both  physi- 
cian and  patient.  The  effect  of  the  first  treat- 
ment by  x-ray  in  small  superficial  dosage  on 
broad  infestations  of  warts,  such  as  the  juvenile 
planae  type  of  the  face  and  beard,  is  often 
very  favorable  for  a short  time,  followed  by  re- 
currence which  seems  to  develop  definite  x-ray 
resistance,  and  the  magic  is  gone.  Where  several 
plantar  warts  exist  in  a circumscribed  area,  x-ray 
treatment  may  be  given  through  small  apertures 
in  a lead  shield.  However,  these  warts  vary  in 
depth  and  stages  of  growth,  and  I do  not  think 
we  treat  them  satisfactorily  in  such  groups. 

As  for  the  dosage,  which  may  vary  from  800  to 
1,800  r or  even  more,  that  depends  in  our  opinion 
on  many  individual  conditions  to  be  studied  by 
the  therapist.  I feel  that  we  should  not  approach 
the  problem  with  the  intent  to  subject  the 
plantar  wart  immediately  to  the  largest  dose  of 
x-ray  it  can  conceivably,  albeit  safely,  withstand. 
Following  x-ray  or  any  other  therapy  we  employ 
protection  with  plain  moleskin,  and  in  some  cases 
sponge  rubber,  to  avoid  new  callous  formation  on 
a recently  irritated  plantar  surface.  This  serves 
as  an  aid  in  earlier  identification  of  new  lesions 
and  may  remove  pressure  irritation  that  could 
result  in  the  inoculation  of  new  warts.  We  find 
that  the  plantar  wart  unsuccessfully  treated  with 
x-ray  sometimes  becomes  a more  difficult  lesion 
to  treat.  In  part,  this  is  because  it  probably  is 
more  resistant  and  deep  to  begin  with,  is  some- 
times complicated  by  scar  tissue,  and  its  many 
months  of  slow  recurrent  growth  increase  its 
depth  and  induration.  A callus  made  painful  by 
x-ray,  even  within  the  range  of  an  acceptable 
dose,  may  continue  to  be  tender  for  some  time 
after  the  inflammatory  reaction  has  subsided. 
This  is  best  handled  by  plastic  surgery  or  surgical 
excision  and  not  by  electrodesiccation.  It  should 
be  noted  that  persistent  pain  or  tenderness 
usually  means  the  wart  is  presenting  recurrent 
growth.  The  usage  and  limitations  of  x-ray  in 
the  therapy  of  plantar  warts  have  been  so 
accurately  described  by  highly  authoritative  and 
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skilled  observers9-12  that  the  experienced  derma- 
tologist may  select  a technic  that  is  safe  for  the 
patient.  If  this  does  not  suffice,  other  means  of 
treatment  are  called  for.13-15 

As  I have  suggested,  we  are  required  to  treat 
numerous  cases  of  plantar  warts  in  which  x-ray 
therapy  has  been  unsuccessfully  used.  Our  most 
successful  method  in  treating  various  deep 
indurated  lesions,  some  of  which  are  recurrent 
following  x-ray,  is  with  the  use  of  a podophyllin 
resin  preparation  employed  to  produce  what  may 
be  regarded  as  a liquefying  necrosis.16,17  I have 
had  so  much  satisfaction  with  this  method  in  the 
past  five  years  that  it  constitutes  my  main  reason 
for  presenting  this  paper. 

The  procedure  may  be  outlined  as  follows: 

1.  Preparation  of  the  area  by  preliminary 
removal  of  callous  tissue  by  instruments  and 
maceration. 

2.  Application  of  a two  or  three-layer  mole- 
skin adhesive  dressing  with  an  opening  in  the 
center  the  size  of  the  plantar  wart  lesion. 

3.  Painting  the  wart  tissue  with  20  per  cent 
podophyllin  in  ethyl  alcohol.  This  dries  as  the 
usual  brown  film. 

4.  Application  into  this  area  of  the  50  per  cent 
salicylic  acid  paste  with  covering  to  keep  the 
dressing  impervious  and  in  place.  We  may  use 
instead  of  the  paste  the  40  per  cent  salicylic  acid 
plaster.  The  maceration  and  moisture  develop- 
ing in  this  lesion  makes  for  a similar  action  by  the 
podophyllin  that  we  observe  in  the  treatment  of 
mucous  warts. 

5.  At  the  end  of  five  to  seven  days  the  dress- 
ing is  removed,  and  usually  the  wart  area  is  now 
quite  swollen  and  bulging  with  fluid.  By 
trimming  out  the  softened  callous  tissue  it  is 
usually  found  that  a macerative  erosion  has  taken 
place  to  the  base  of  the  wart  lesion.  The  action 
of  the  podophyllin  is  quite  selective  on  wart}- 
tissue,  but  there  is  considerable  swelling  about 
the  lesion.  Some  of  the  reaction  reminds  us  of 
the  effect  produced  by  allowing  a crystal  of  mono- 
chloracetic  acid  to  dissolve  on  the  plantar  wart. 
It  should  be  emphasized  that  although  painting 
of  podophyllin  on  a superficial  dry  lesion  is  at- 
tended with  little  irritating  effect,  the  reaction  in 
this  kind  of  application  is  quite  severe.  It  is 
usually  much  more  severe  than  the  use  of  the 
salicylic  paste  alone.  We  carry  this  on  as  an 
ambulatory  treatment  but  advise  patients  that 
they  may  need  a day  or  two  of  rest  off  the  foot 
at  the  most  severe  stage.  One  of  the  reasons  for 
this  rest  is  so  that  the  dressing  may  be  allowed 
to  remain  on  until  the  necrotic  lesion  is  soft  and 
will  drain  out.  Once  drainage  has  been  effected, 
there  is  little  discomfort.  Into  the  opened  clean 
cavity  we  may  apply  sulfathiazole  powder.  This 
is  followed  by  a bland  grease  application  pro- 


tected by  sponge  rubber.  This  method  is  not  at 
all  satisfactorily  handled  by  self-treatment. 

In  children  with  a heavy  plantar  wart  we 
employ  this  method  and  find  that  it  is  usually 
followed  by  prompt  absorption  and  cure.  In 
some  adults  we  may  repeat  the  process  after  a 
few  weeks  or  in  some  cases  merely  use  the 
plain  salicylic  acid  paste  treatment.  In  several 
hundred  of  these  podophyllin-necrosing  treat- 
ments I have  seen  no  harm  except  for  the  imme- 
diate tenderness  and  discomfort.  Of  course, 
judgment  must  be  used  in  treating  more  than  a 
few  areas  at  a time  if  podophyllin  is  to  be  added 
to  the  macerative  treatment.  This  creates  some 
difficulty  in  treating  mosaic  and  spreading  warts, 
but  I have  found  that  this  method  is  preferable  to 
all  others  in  this  difficult  mosaic  type.  The  re- 
action may  be  made  less  severe  by  light  painting, 
or  a more  active  destruction  may  be  insured  by 
heavier  application  of  the  podophyllin.  In  some 
cases  where  we  did  not  wish  a deep  reaction  we 
have  employed  a film  of  the  podophyllin  extract 
over  which  is  placed  plain  grease  and  covered  with 
adhesive.  Do  not  expect  the  proper  reaction  of 
podophyllin  on  previously  unprepared  skin.  The 
requisites  of  moisture  and  maceration  are  im- 
portant factors  in  the  treatment.  The  method 
is  applicable  to  practically  every  location  of  the 
plantar  wart,  and  the  amount  of  reaction  may  be 
quite  thoroughly  controlled  in  the  manner 
described.  The  lesions  heal  much  faster  than  is 
the  case  with  electrodesiccation,  and  there  is  no 
need  for  painful  injection  of  a local  anesthetic. 
The  action  of  the  podophyllin  and  salicylic  is 
more  selective,  the  lesion  heals  faster,  and  there 
certainly  is  less  chance  of  recurrence.  In  the 
deeper,  scarred  lesions  naturally  more  macerative 
treatment  is  indicated,  and  we  have  greater  need 
for  repetition  of  the  applications.  Sometimes  a 
plain  grease  dressing  or  salicylic  acid  paste  alone 
is  alternated  with  the  podophyllin  dressing.  In 
our  hands  the  20  per  cent  alcohol  resin  paint  film 
was  the  most  easily  controlled  of  podophyllin 
preparations.  In  selected  cases  that  have  had  no 
previous  x-raj'  and  where  the  uncovered  lesion 
presents  an  inviting  field  for  unfiltered  shielded 
x-ray,  a well-considered  single  dosage  (around  600 
to  800  r)  may  be  an  effective  help.  As  a rule, 
we  reserve  this  aid  for  use  a few  weeks  after  the 
removal  of  the  necrosed  warty  tissue. 

In  the  present-day  public  concept  of  the  plantar 
wart  there  is  great  delay,  procrastination,  and 
often  refusal  by  the  patient  unless  the  treatment 
is  an  ambulatory  one.  For  this  reason,  and 
especially  during  the  period  of  tenderness  caused 
by  maceration  and  the  podophyllin,  we  employ  a 
foot  pad  of  y4-inch  thickness  of  sponge  rubber, 
measuring  about  3 by  4 inches.  The  sponge 
rubber  is  attached  by  a circular  collar  of  two 
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pieces  of  moleskin  with  their  adhesive  sides 
opposed  to  each  other.  This  fits  over  the  two 
middle  toes,  does  not  stick  on,  and  is  easily 
subject  to  placement  and  to  removal.  The  pad 
extends  over  the  anterior  half  of  the  foot  and  is 
quite  protective  to  those  areas  of  the  ball  of  the 
foot  where  much  pressure  and  pain  occur  when 
walking.  The  posterior  edge  of  the  pad  does  not 
need  to  be  attached  because  it  is  put  into  place  by 
pulling  the  stocking  over  it.  It  may  be  fastened 
by  attachment  of  a small  piece  of  adhesive  or 
scotch  tape  to  the  posterior  edge  if  the  patient 
desires.  We  find  this  pad  a great  aid  when 
patients  are  recovering,  and  sometimes  it  is  worn 
for  several  weeks  to  suppress  new  callous  forma- 
tion. Of  all  devices  for  comfort  we  have  found 
this  the  most  helpful. 

In  these  methods  we  need  to  make  use  of  ad- 
hesive, which  although  well  borne  by  the  plantar 
surface,  is  sometimes  apt  to  increase  the  activity 
of  ringworm  and  troubles  especially  seen  in  hyper- 
hidrosis.  There  is  the  occasional  case  of  sensi- 
tivity to  adhesive,  but  in  our  experience  this  is 
quite  rare  on  the  sole.  We  make  some  use  of 
scotch  tape. 

In  reviewing  the  literature  and  our  own  experi- 
ences in  the  treatment  of  plantar  warts  we  are 
impressed  by  the  wide  variety  of  methods  found 
useful,  but  not  at  times  unfailing,  and  never 
universally  successful.18  This  of  course  is  partly 
because  of  the  wide  variety  of  conditions  pre- 
senting when  warts  invade  the  plantar  surface. 
We  have  experimented  with  various  suggestions 
and  recommendations  and  are  especially  imbued 
with  the  hope  of  finding  preparations  to  be 
applied  to  the  base  of  a denuded  plantar  wart 
which  are  specific  for  complete  cure  by  other  than 
escharotic  action.19  The  bizarre  habits  of  warts 
in  their  comings  and  goings,  especially  as  asso- 
ciated with  the  phenomena  of  immunity,20’21  inoc- 
ulation, and  psychotherapy,22-  26  would  seem  to 
give  credence  to  this  possibility.  We  have  not 
found  internal  chemotherapy  useful  in  the 
eradication  of  the  plantar  wart,  although  we  do 
not  deny  its  occasional  effectiveness  in  verrucae 
planae  juvenilis.  The  plantar  wart  is  at  times  a 
real  physical  and  mental  handicap  to  the  patient, 
and  it  is  quite  time  consuming  to  the  dermatolo- 
gist. It  has  been  our  experience  for  many  years 
that  in  every  hour  of  the  working  day  we  are 
striving  with  a case  or  two  of  plantar  warts.27 
Subjects  with  multiple  and  resistant  lesions  re- 
quire in  some  instances  several  months  of  treat- 
ment and  observation.  They  also  call  for  in- 
spection following  apparent  cure.  The  single 
previously  untreated  lesion  of  the  adult  and  the 
plantar  lesions  of  the  child,  even  though  multiple, 
respond  promptly  as  a rule,  and  cure  is  real.  We 
have  not  given  statistics  regarding  cure  enjoyed 


by  the  various  methods  we  have  used  because  the 
figures  take  long  observation  to  evaluate  accu- 
rately and  may  be  quite  misleading.  We  believe 
the  technics  outlined  have  greatly  improved  our 
results. 
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Discussion 

Royal  M.  Montgomery,  M.D.,  New  York  City. — 
Dr.  Bauckus  has  given  an  excellent  resume  of  the 
problems  confronted  in  the  care  of  the  plantar  wart. 

There  certainly  is  a lack  of  concern  about  warts. 
It  is  difficult  to  persuade  people  that  plantar  warts 
are  infectious.  Instead  they  believe  that  they  are 
rare,  are  surprised  when  they  have  one,  and  only 
when  they  start  talking  to  their  friends  do  they  find 
that  warts  are  common. 

The  problem  of  diagnosis  in  these  plantar  lesions 
is  most  important.  In  the  child  it  is  not  too  difficult 
for  approximately  95  per  cent  of  these  lesions  are 
warts.  In  the  adult  it  is  important  to  differentiate 
the  wart  from  a com  or  a neurovascular  com  because 
the  treatment  of  the  latter  two  differs.  The  charac- 
teristics of  "the  plant  ar  wart  , single,  mult  iple,  and 
mosaic,  are  well  known . However,  many  physicians 
forget  that  there  are  plantar  corns.  These  are 
always  under  pressure  points  and  have  a translucent 
core  devoid  of  blood  vessels.  The  vascular  com  or 
neurovascular  com  has  the  characteristics  of  a com 
but  has  blood  vessels  which  are  irregularly  placed 
and  may  be  parallel  to  the  surface,  which  distinguish 
it  from  a wart.  In  these  cases  it  is  not  uncommon 
for  a patient  to  complain  of  pain  of  five  to  ten  years 
duration. 
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Orthopedic  treatment  in  the  form  of  relief  of  pres- 
sure is  most  important.  To  remove  the  lesion  by 
surgery  or  electrosurgerv  is  contraindicated. 

Definite  diagnosis  of  a wart  is  essential  before 
treatment  is  begun;  otherwise  it  will  be  ineffective. 
Simple  paring  of  the  keratotic  mass  with  a scalpel 
will  usually  determine  the  nature  of  the  lesion. 

I use  x-ray  therapy  in  the  single  or  epidemic  types 
but  not  in  the  mosaic  type . If  the  area  is  close ly 
shielded,  postirradiation  edema  is  eliminated. 

Dr.  Bauckus  mentions  the  use  of  foam  rubber 
pads.  This  is  most  helpful  in  relieving  pain  during 
the  treatment  by  reducing  the  pressure  over  the 
wart. 


His  method  of  chemotherapy  is  an  excellent  one. 
Basically,  it  is  much  like  the  one  I use,  salicylic  acid 
and  monochloracetic  acid.  In  the  few  times  I have 
used  podophyllin  and  salicylic  acid,  the  pain  re- 
ported by  the  patients  seemed  greater  than  with 
salicylic  acid  and  monochloracetic  acid.  It  was 
used  in  treatment  of  mosaic  type  of  plantar 
warts. 

The  one  virtue  in  treating  plantar  warts  with  acid 
is  that  there  is  practically  never  any  scarring  which 
is  the  major  point  against  surgical  or  electrosurgical 
removal. 

Dr.  Bauckus  presents  an  effective  method  which 
should  be  tried  by  all  of  us. 


214.667  PHYSICIANS  IN  U.S.  SET  ALL-TIME  RECORD 


There  were  more  physicians  in  the  United  States 
at  the  close  of  1952 — 214,667 — than  at  any  other 
time  in  its  history,  it  was  disclosed  in  the  fifty-first 
annual  medical  licensure  report  of  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association. 

During  1952,  6,816  persons  were  licensed  to  prac- 
tice medicine  in  this  country  for  the  first  time. 
During  the  same  period  3,829  deaths  of  physicians 
were  reported  to  the  A.M.A.,  giving  a net  increase  of 
2,987  in  the  physician  population  of  the  nation.  In 
1951  an  increase  of  2,640  was  reported. 

In  the  eighteen-year  period  from  1935  to  1952 
there  have  been  110,700  additions  to  the  medical 
profession.  This  is  the  result  of  the  increase  in  the 
production  of  physicians  under  accelerated  programs 
in  medical  schools,  expanded  facilities,  and  the  licen- 
sure of  foreign-trained  physicians,  the  report  stated. 

Of  the  total  number  of  physicians  in  the  United 
States  at  the  close  of  1952,  151,363  were  engaged  in 
private  practice,  6,677  were  in  full-time  research  and 
teaching,  28,366  were  interns,  residents,  and  physi- 
cians engaged  in  hospital  administration,  8,166  were 
retired  or  not  in  practice,  and  20,095  were  in  the 
government  services. 

Medical  licensure  in  this  country  is  a “state  right” 
and  is  entirely  under  the  jurisdiction  of  the  govern- 
ments of  the  individual  states,  it  was  emphasized  by 
Dr.  Donald  G.  Anderson,  Chicago,  secretary  of  the 
council.  The  report,  which  appears  in  the  May  30 
Journal  of  the  American  Medical  Association,  was 
prepared  by’  Dr.  Anderson  and  Mrs.  Anne  Tipner, 
Chicago,  a member  of  the  council’s  staff. 

“It  is  the  function  of  the  individual  states  to  de- 
termine who  shall  practice  within  their  borders  and 
to  maintain  high  standards  of  medical  practice  in 
accordance  with  their  own  rules  and  regulations,” 
Dr.  Anderson  stated.  “The  power  to  license  physi- 
cians is  exercised  through  the  medical  licensing 
boards  of  each  state.” 

A total  of  13,228  licenses  to  practice  medicine  were 
issued  in  the  continental  United  States,  its  posses- 
sions, and  its  territories  during  1952 ; this  included 
6,885  issued  to  persons  for  the  first  time.  The  re- 
mainder were  issued  to  physicians  who  moved  their 
practice  from  one  state  to  another.  These  licenses 


were  issued  upon  examination  or  certification  of 
credentials. 

The  greatest  number  of  licenses,  1,581,  were  is- 
sued in  California.  New  York  licensed  1,292  phy- 
sicians, and  more  than  500  licenses  were  issued  in 
Florida,  Illinois,  Ohio,  Pennsylvania,  and  Texas. 
Delaware,  Maine,  Montana,  Nevada,  North  Dakota, 
South  Dakota,  Vermont,  and  Wy’oming  each  issued 
less  than  50. 

In  February,  1950,  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  A.M.A.  and  the  Exec- 
utive Council  of  the  Association  of  American  Med- 
ical Colleges  first  published  a list  of  foreign  medical 
schools  whose  graduates  they’  recommended  for 
consideration  on  the  same  basis  as  graduates  of  ap- 
proved medical  schools  in  the  United  States  and 
Canada,  the  report  pointed  out.  Today,  there  are 
50  such  schools  in  14  countries  on  the  list. 

In  1936  the  number  of  foreign-trained  physicians 
seeking  licensure  to  practice  in  the  United  States 
began  to  increase,  and  by’  1940  over  three  times  as 
many  were  tested  as  in  1936,  the  report  stated. 
Beginning  in  1944,  the  number  began  to  decrease; 
in  1951  and  1952  there  was  a noticeable  increase 
again.  At  no  time  did  fewer  than  30.7  per  cent  of 
these  foreign-trained  examinees  fail  in  a given  y’ear. 

At  the  present  time  nine  states  will  not  license 
foreign-trained  physicians,  according  to  the  report. 
The  remainder  of  the  states  have  various  stipula- 
tions that  must  be  complied  with  prior  to  licensure. 

During  1952,  1,208  foreign-trained  persons  were 
examined  for  licenses  to  practice  medicine  in  the 
United  States.  Those  who  were  successful  num- 
bered 648;  failures  numbered  560,  or  46.3  per  cent. 
New  York  examined  the  greatest  number.  427  of 
whom  171  passed;  Illinois  examined  313,  of  whom 
153  passed,  and  California  examined  143, 98  of  whom 
passed. 

During  the  last  three  y'ears,  1,531  foreign-trained 
physicians  were  licensed  to  practice  medicine  in  the 
United  States.  This  is  evidence  of  the  efforts  of 
those  administering  medical  licensure  to  give  every' 
consideration  to  the  qualified  foreign-trained  phy- 
sician and  at  the  same  time  uphold  the  high  stand- 
ards of  medical  licensure  in  this  country,  the  report 
stated. 


RESECTION  OF  LEFT  AURICULAR  APPENDAGE  FOR  RECURRENT 
ARTERIAL  EMBOLIZATION 


Robert  A.  Nabatoff,  M.D.,  New  York  City,  and  Benjamin  Richman,  M.D.,  and 
Laurence  M.  Rivkin,  M.D.,  Brooklyn,  New  York 

( From  the  Departments  of  Surgery  and  Medicine,  Beth-El  Hospital) 


DESPITE  great  strides  in  the  field  of  cardio- 
vascular surgery  during  the  past  decade, 
the  problems  posed  by  peripheral  arterial  emboli 
remain  largely  unsolved.  There  have  been  many 
successful  embolectomies,  but  unfortunately 
the  emboli  tend  to  be  multiple  and  fatal  since 
there  is  no  completely  effective  method  of  con- 
trolling their  site  of  origin.  The  ideal  method  of 
therapy  would  be  to  localize  accurately  and  then 
totally  extirpate  the  area  from  which  the  emboli 
originate. 

Sites  of  Origin  of  Arterial  Emboli 

Bull1  has  described  five  possible  sites  of  origin 
of  peripheral  arterial  emboli:  (1)  an  artery  such 
as  the  aorta,  (2)  the  left  side  of  the  heart,  (3) 
pulmonary  veins,  (4)  the  right  side  of  the  heart, 
and  (5)  systemic  veins.  The  last  two  sites  of 
origin  postulate  the  presence  of  a patent  foramen 
ovale.  Although  emboli  may  originate  from 
any  of  these  five  locations,  the  most  frequent  site 
of  origin  is  the  left  side  of  the  heart. 

The  location  of  mural  thrombi  and  the  inci- 
dence of  arterial  embolization  vary  with  the  type 
of  heart  disease  present.  Garvin2  has  reported 
an  incidence  of  mural  thrombi  of  67  per  cent  in 
patients  with  coronary  thrombosis  and  myocar- 
dial infarction.  In  approximately  90  per  cent  of 
these  cases  the  thrombi  were  located  within  the 
ventricles,  especially  the  left.  Mural  thrombi 
were  present  in  more  than  30  per  cent  of  patients 
with  uncomplicated  hypertensive  heart  disease. 
Again,  the  thrombi  were  located  predominantly 
within  the  ventricles.  In  rheumatic  heart  disease 
with  mitral  stenosis  the  incidence  of  mural 
thrombi  varies  from  13  per  cent3  to  32  per  cent.2 
In  contrast  to  the  ventricular  location  of  mural 
thrombi  in  patients  with  coronary  thrombosis 
and  hypertensive  heart  disease,  in  approximately 
90  per  cent  of  the  patients  with  rheumatic  heart 
disease  the  thrombi  are  located  in  the  auricles.2 

Rheumatic  Heart  Disease 

Incidence  of  Peripheral  Arterial  Embolization. — 
Willius4  has  stated  that  emboli  are  present  in  30 
per  cent  of  all  cases  of  mitral  stenosis  in  which 
death  is  due  to  myocardial  failure.  Weiss  and 
Davis5  have  reported  that  “rheumatic  heart 
disease,  more  than  any  other  type  of  heart  dis- 
ease, is  responsible  for  embolic  manifestations.” 


They  found  that  in  only  164  out  of  474  autopsied 
cases  was  heart  disease  the  cause  of  death.  Of 
this  group,  73  (45  per  cent)  had  single  or  multiple 
infarcts.  Emboli  were  partially  or  totally  re- 
sponsible for  death  in  44  cases.  These  authors 
also  found  that  in  a series  of  48  cases  of  cerebral 
embolization,  rheumatic  heart  disease  was  the 
probable  etiology  in  23. 

The  incidence  of  arterial  embolization  in  rheu- 
matic heart  disease  varies  directly  with  the  in- 
cidence of  auricular  fibrillation.  In  Garvin’s  re- 
port of  60  patients  with  auricular  fibrillation,  26 
(43.3  per  cent)  had  mural  thrombi,  whereas  in  51 
patients  without  auricular  fibrillation  mural 
thrombi  were  present  in  only  nine  (18  per  cent). 
In  the  group  of  28  patients  with  auricular  thrombi 
studied  by  Weiss  and  Davis,  22  had  auricular  fibril- 
lation. Although  the  incidence  of  mural  thrombi 
in  rheumatic  heart  disease  varies  directly  with 
the  incidence  of  auricular  fibrillation,  mural 
thrombi  do  occur  even  when  normal  cardiac 
rhythm  is  present.  Another  factor  which  di- 
rectly affects  the  incidence  of  mural  thrombi  is 
the  age  of  the  patient.  According  to  Garvin 
mural  thrombi  occur  more  frequently  in  older 
patients. 

Location  of  Mural  Thrombi  in  Rheumatic  Heart 
Disease. — The  localization  of  mural  thrombi  in 
the  heart  is  of  the  utmost  importance  in  the  for- 
mulation of  any  type  of  surgical  treatment.  The 
writings  of  Welch6  and  Bull1  indicate  that  the 
mural  thrombi  in  patients  with  rheumatic  heart 
disease  are  located  predominantly  in  the  auricular 
appendages.  Graef  and  associates  described  19 
cases  of  mitral  stenosis  in  which  left  auricular 
mural  thrombi  occurred.3  In  only  nine  of  these 
19  cases  were  the  thrombi  limited  to  the  left 
auricular  appendage.  There  w-ere  ten  cases  with 
right  auricular  thrombi,  and  all  were  found  in  the 
auricular  appendage.  Daley  and  associates7  dem- 
onstrated intracardiac  thrombi  at  autopsy  in 
25  cases  of  rheumatic  heart  disease.  The  throm- 
bus was  located  in  the  cavity  of  the  left  auricle  in 
11  instances,  in  the  auricular  appendage  in  ten, 
and  in  both  cavities  in  four.  In  the  report  of 
Soderstrom8  there  were  left  auricular  thrombi  in 
54  cases  of  rheumatic  heart  disease.  Thrombi 
were  found  in  the  left  auricular  appendage  in  29 
instances  and  on  the  main  left  auricular  wrall  in 
25.  Jordan,  Scheifley,  and  Edwards9  carried  out 
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a clinicopathologic  study  of  51  cases  of  mitral 
stenosis  with  intracardiac  mural  thrombi.  The 
thrombi  were  found  most  frequently  in  the  auri- 
cles and  approximately  twice  as  often  in  the 
left  as  in  the  right.  About  one  half  of  the  mural 
thrombi  in  the  left  side  of  the  heart  were  restricted 
to  the  auricular  appendage.  The  majority  of  the 
right  auricular  thrombi  were  restricted  to  the 
auricular  appendage. 

Treatment  of  Recurrent  Arterial 
Embolization  in  Rheumatic  Heart  Disease 

Anticoagulant  therapy  has  been  used  to  pre- 
vent recurrent  arterial  emboli,  but  this  method  of 
treatment  entails  several  disadvantages: 

1.  It  may  be  necessary  to  administer  antico- 
agulants for  many  years,  and  it  is  difficult  to 
maintain  completely  satisfactory  blood  levels  at 
all  times. 

2.  Alarming  and  even  fatal  hemorrhage  may 
ensue. 

3.  The  patient  is  constantly  in  fear  of  recur- 
rent embolization  and/or  the  possible  complica- 
tions of  anticoagulant  therapy. 

Since  treatment  with  anticoagulants  is  not 
completely  satisfactory,  there  have  been  experi- 
mental and  clinical  surgical  approaches  to  this 
problem.  Hellerstein,  Sinaiko,  and  Dolgin10 
have  successfully  resected  the  auricular  append- 
ages in  dogs.  In  a series  of  eight  experiments  a 
left  auricular  appendectomy  was  performed  in 
five,  a right  auricular  appendectomy  in  two,  and  a 
bilateral  auricular  appendectomy  in  one.  All  but 
one  of  the  dogs  survived.  Postmortem  studies  at 
varying  postoperative  intervals  revealed  com- 
plete endothelialization  at  the  site  of  the  auricular 
scar.  No  adjacent  mural  thrombi  were  found. 
Burdette11  has  safely  removed  the  auricular  ap- 
pendage in  dogs.  All  of  the  16  dogs  survived  the 
first  of  two  stages,  and  one  dog  died  within  twelve 
hours  after  the  second  stage  of  the  bilateral  auric- 
ular excision.  Brunschwig  and  Robbins15  also 
have  demonstrated  that  a portion  of  the  auricle 
can  be  temporarily  isolated  by  compression  and 
opened  and  closed  by  suture  without  apparent 
permanent  disturbance.  Experiments  upon  a 
series  of  dogs  demonstrated  the  feasibility  of  re- 
moval of  a large  segment  of  auricular  appendage 
without  interruption  of  the  normal  heart  action. 

At  the  suggestion  of  William  Dock,  Madden15 
was  the  first  to  resect  the  left  auricular  appendage 
in  patients  with  rheumatic  heart  disease,  auricular 
fibrillation,  and  multiple  embolic  phenomena. 
One  patient  survived,  and  one  died  seven  days 
following  operation.  Baronofsky  and  Skinner14 
described  three  similar  cases  in  which  ligation  of 
the  left  auricular  appendage  had  been  carried 
out.  The  postoperative  course  was  uneventful 
in  each  case.  Beal,  Longmire,  and  Leake15  per- 


formed auricular  appendectomy  in  three  cases 
with  rheumatic  heart  disease  and  recurrent  em- 
bolization, and  mural  thrombi  were  demonstrated 
in  each  instance.  There  were  no  recurrent  em- 
boli following  operation  over  a period  of  three  to 
eight  months.  Field  and  Cogan16  carried  out  a 
ligation  of  the  left  auricular  appendage  in  one 
patient  with  rheumatic  heart  disease  and  pe- 
ripheral arterial  emboli.  Recurrent  embolization 
occurred  nine  days  following  operation. 

Since  it  has  been  demonstrated  that  approxi- 
mately 50  per  cent  of  the  mural  thrombi  within 
the  left  side  of  the  heart  are  located  in  the  left 
auricular  appendage,  resection  of  the  appendage 
should  prevent  recurrent  embolization  in  only 
about  one  half  of  the  patients.  However,  there  is 
as  yet  no  other  method  of  treatment  which  guaran- 
tees complete  protection  against  arterial  em- 
bolization. In  the  patient  described  in  this  re- 
port a cerebral  embolus  developed  during  the 
course  of  Dicumarol  therapy.  She  had  been  re- 
ceiving anticoagulants  to  prevent  recurrent 
embolization  for  eighteen  months  prior  to  the 
onset  of  this  cerebral  episode.  The  anticoagulant 
therapy  had  been  administered  and  controlled  at 
regular  intervals  in  the  outpatient  department  of 
the  hospital. 

Case  Report 

S.  P.,  a thirty-four-j'ear-old  white  female,  was 
admitted  to  Beth-El  Hospital  for  the  first  time  on 
October  27,  1950,  with  the  complaint  of  numbness 
and  coldness  of  the  right  arm.  She  had  had  rheu- 
matic fever  at  the  age  of  fourteen.  There  had 
been  no  history  of  cardiac  decompensation,  but 
there  had  been  intermittent  dyspnea  on  exer- 
tion. On  the  da5T  before  admission  she  sud- 
denly became  weak,  developed  a severe  headache, 
and  noticed  numbness  and  coldness  of  her  right 
forearm  and  hand. 

She  was  a well-developed,  well-nourished  female  in 
no  acute  distress.  The  temperature  was  99  F.,  the 
blood  pressure  130/84,  and  the  pulse  rate  80  and 
grossly  irregular.  There  was  moderate  cardiac  en- 
largement, and  there  were  harsh  diastolic  and  short 
systolic  apical  murmurs.  The  right  arm  was 
cold  from  the  midarm  to  the  fingertips.  The  axil- 
lary artery  pulsation  was  felt,  but  brachial  and  radial 
artery  pulsations  were  absent.  There  was  slight 
weakness  of  the  right  arm. 

The  blood  count,  urine  analysis,  and  blood  chem- 
istry studies  were  within  normal  limits.  The  elec- 
trocardiogram revealed  auricular  fibrillation,  rate 
about  75,  and  right  axis  deviation.  The  QRS  com- 
plex measured  0.06  second,  and  the  T waves  were 
either  low,  diphasic,  or  inverted  in  the  various  leads. 
X-ray  of  the  chest  revealed  pulmonary  congestion 
and  an  enlarged  cardiac  silhouette.  The  configu- 
ration of  the  heart  was  typical  of  that  seen  in  disease 
of  the  mitral  valve  (Figs.  1 and  2). 

The  patient  was  given  subcutaneous  injections 
of  concentrated  aqueous  heparin,  large  doses  of 
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Fig.  1.  Preoperative  roentgenogram  of  chest 
showing  abnormal  convexity  along  the  left  border 
of  the  heart  in  the  region  of  the  pulmonary  artery. 
The  cardiac  configuration  is  typical  of  that  seen  in 
disease  of  the  mitral  valve. 

papaverine,  and  Dicumarol.  The  heparin  was 
discontinued  when  the  prothrombin  concentra- 
tion fell  to  30  per  cent.  She  was  discharged  from 
the  hospital  on  November  14,  1950,  and  was  com- 
pletely asymptomatic  at  that  time.  The  final  diag- 
nosis was  rheumatic  heart  disease,  mitral  stenosis, 
and  auricular  fibrillation  with  embolization  to  the 
right  brachial  artery. 

She  was  observed  at  regular  intervals  in  the  out- 
patient department.  In  order  to  maintain  the 
prothrombin  concentration  between  35  and  45  per 
cent  of  the  normal,  she  was  given  approximately 
50  mg.  of  Dicumarol  almost  daily. 

Second  Admission. — The  night  prior  to  this  ad- 
mission (June  11,  1952),  the  patient  experienced 
sudden,  severe,  pricking  pain  in  the  right  hand  and 
then  became  unconscious.  She  regained  conscious- 
ness within  a few  minutes  but  then  noted  difficulty 
in  speech,  weakness  of  the  left  arm  and  leg,  and  se- 
vere generalized  headache.  Examination  revealed 
her  to  be  in  moderate  distress.  The  pulse  rate  was 
82  and  grossly  irregular,  and  the  blood  pressure 
was  106/70.  A left  facial  paresis  was  noted,  and 
there  was  marked  weakness  of  the  left  arm  and  leg. 
There  was  diminished  sensation  to  pinprick  in  the 
left  forearm. 

Electrocardiograms  revealed  auricular  fibrillation 
and  ST  and  T wave  abnormalities  (the  result  of 
myocardial  damage  or  digitalis  therapy).  Study 


Fig.  2.  Right  oblique  view  (following  swallow  of 
barium).  The  enlargement  of  the  left  auricle  is 
manifested  by  the  posterior  displacement  of  the 
esophagus. 

of  the  spinal  fluid  revealed  no  abnormalities.  The 
prothrombin  concentration  had  been  45  per  cent 
several  days  before  admission,  and  it  was  55  per 
cent  the  day  following  admission  to  the  hospital. 
Dicumarol  was  continued,  maintaining  the  pro- 
thrombin level  between  20  and  30  per  cent.  By  the 
tenth  hospital  day  she  had  become  asymptomatic. 

Since  anticoagulant  therapy  had  failed  to  prevent 
recurrent  arterial  embolization,  the  decision  was 
made  to  resect  the  left  auricular  appendage.  On 
July  2,  1952,  under  Sodium  Surital-ether  endo- 
tracheal anesthesia,  the  pleural  space  was  entered 
anterolaterally  through  the  fourth  left  intercostal 
space.  Five  cubic  centimeters  of  1 per  cent  pro- 
caine solution  were  injected  into  the  pericardial 
sac,  and  the  pericardium  then  was  incised  posterior 
to  and  parallel  with  the  phrenic  nerve.  A curved, 
atraumatic  clamp  was  placed  across  the  base  of  the 
appendage,  and  2 purse-string  sutures  of  number 
zero  silk,  on  an  atraumatic  needle,  were  taken 
through  the  base  of  the  appendage.  The  ligatures 
were  tied,  the  clamp  was  removed,  and  the  portion 
of  auricular  appendage  distal  to  the  sutures  was 
excised.  The  edges  of  the  appendage  then  were 
oversewn  with  number  5-zero  silk  on  an  atraumatic 
needle.  The  pericardial  opening  was  then  sutured, 
leaving  the  lower  angle  open  to  obviate  possible 
cardiac  tamponade.  The  chest  was  closed  in  layers. 
Drainage  was  accomplished  by  means  of  a mush- 
room catheter,  which  was  brought  out  through  the 
fifth  intercostal  space  and  attached  to  an  under- 
water seal.  The  patient  tolerated  the  procedure 
well,  and  there  was  no  significant  alteration  of  pulse 
or  blood  pressure  during  the  operation.  The  post- 
operative course  was  uneventful  except  for  the  de- 
velopment of  marked  dyspnea  on  the  second  post- 
operative day.  This  was  due  to  excessive  muco- 
purulent secretions  from  the  tracheobronchial  tree, 
and  there  was  a prompt  response  to  bronchoscopic 
aspirations  and  steam  inhalations.  Examination  of 
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Fig.  3.  Electrocardiographic  tracings  before 
operation  reveal  auricular  fibrillation,  rate  about 
70,  and  QRS  about  0.06  second.  ST2,  ST3,  and 
aVF  are  slightly  elevated.  ST  slightly  depressed 
in  aVR.  T waves  are  either  low,  diphasic,  or  in- 
verted. 


the  resected  portion  of  auricular  appendage  re- 
vealed no  mural  thrombi.  There  was  marked  hyper- 
trophy of  the  muscle  fibers.  The  patient  was  dis- 
charged from  the  hospital  on  the  sixteenth  post- 
operative day.  She  has  remained  completely  well 
since  that  time. 

Resection  of  the  left  auricular  appendage  was 
carried  out  in  the  patient  described  in  this  report 
because  recurrent  embolization  had  occurred 
during  the  course  of  Dicumarol  therapy.  Since 
she  had  rheumatic  heart  disease  and  mitral 
stenosis,  the  question  arose  as  to  whether  mitral 
commissurotomy  should  have  been  performed  at 
the  same  time  as  the  auricular  appendectomy. 
This  was  decided  against  because  of  the  lack  of 
progression  of  her  cardiac  symptoms  over  a 
period  of  many  years.  Since  operation  there  has 
been  no  recurrent  embolization,  and  she  has 
been  completely  asymptomatic.  If  the  symp- 
toms of  cardiac  decompensation  develop  at  a 
future  date,  mitral  commissurotomy  can  be  con- 
sidered at  that  time. 

Although  no  thrombus  was  found  in  the  seg- 
ment of  appendage  which  was  amputated,  a mural 
thrombus  may  have  been  present  in  the  portion  of 
auricular  appendage  which  was  obliterated  by  the 
suture  ligatures.  Two  such  sutures  were  taken 
through  the  base  of  the  appendage.  The  electro- 
cardiographic tracings,  which  were  recorded  just 
prior  to  operation  and  during  the  entire  procedure, 
revealed  the  following  phenomena  (Figs.  3 and  4) : 
During  the  early  stages  of  the  procedure  auric- 
ular fibrillation  was  present,  and  the  rate  became 
more  rapid  and  the  T waves  more  deeply  in- 
verted. When  the  chest  was  opened,  ventricular 
extrasystoles  developed.  When  the  heart  was 
manipulated,  numerous  ventricular  extrasystoles 
occurred.  The  ventricular  extrasystoles  were 
from  different  foci,  and  marked  ST  depressions 


Fig.  4.  Electrocardiographic  tracings  during 
operative  procedure:  (A)  During  entry  into  pleural 
cavity — moderate  tachycardia  and  occasional  ven- 
tricular extrasystoles.  (B ) During  manipulation  of 
heart — numerous  ventricular  extrasystoles  from 
different  foci.  (C)  During  ligation  of  auricular 
appendage — markedly  bizarre  ventricular  beats. 
(D ) Pericardium  closed  and  lungs  reinflated— 
moderate  tachycardia  and  QRS  of  varying  ampli- 
tudes. Otherwise,  no  changes  from  preoperative 
record. 

developed.  The  lungs  then  were  reinflated,  and 
all  irregularities  except  the  fibrillation  promptly 
disappeared.  When  the  pericardium  was  opened, 
there  were  numerous  ventricular  extrasystoles. 
While  the  appendage  was  being  tied  off,  markedly 
bizarre  ventricular  beats  occurred,  but  these  dis- 
appeared almost  immediately.  When  the  ap- 
pendage was  amputated,  marked  ST  depressions 
developed.  While  the  pericardium  was  being 
closed,  the  electrocardiogram  reverted  back  to  its 
original  form  except  for  a tachycardia  of  about 
100.  This  rate  and  an  irregular  amplitude  of 
complexes  continued  until  the  completion  of 
operation. 

Comment 

There  is  great  need  for  an  effective  method  of 
preventing  arterial  emboli  secondary  to  rheu- 
matic heart  disease  and  mitral  stenosis.  If  antico- 
agulant therapy  completely  protected  the  patient 
against  recurrent  embolization,  this  method  of 
treatment  would  be  ideal.  However,  the  diffi- 
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culties  encountered  in  the  patient  described  in 
this  report  indicate  the  inadequacies  of  Dicumarol 
therapy.  It  is  extremely  difficult  to  maintain 
safe,  satisfactory  blood  levels  over  a period  of 
years.  It  is  only  because  of  these  failings  that 
surgery  has  to  be  resorted  to.  Surgical  treatment 
directed  toward  the  peripheral  emboli  has  been 
unsatisfactory.  The  embolus  frequently  lodges 
in  a portion  of  the  circulatory  system  in  which 
surgical  intervention  is  not  feasible.  Even  if 
embolectomy  can  be  carried  out,  there  is  a high 
morbidity  and  mortality.  The  mortality  has 
ranged  from  40  to  59  per  cent,  and  amputation 
has  been  required  in  18  to  22  per  cent  of  the  pa- 
tients. In  only  22  to  37  per  cent  of  these  cases 
has  the  circulation  been  restored.17  Further- 
more, even  if  successful  embolectomy  is  per- 
formed, recurrent  emboli  are  not  infrequent,  and 
these  are  often  fatal. 

At  the  present  time  it  is  impossible  to  localize 
accurately  within  the  heart  the  thrombus  re- 
sponsible for  arterial  embolization.  If  the 
auricular  appendage  contained  the  thrombus, 
appendectomy  would  be  the  rational  procedure. 
However,  it  is  frequently  impossible,  even  at 
operation,  to  be  certain  of  the  site  of  origin  of  an 
embolus.  In  certain  instances  a thrombus  re- 
sponsible for  emboli  may  be  completely  dislodged 
from  the  auricular  appendage,  and  there  would  be 
no  evidence  of  thrombi  within  the  heart  at  opera- 
tion. Another  possibility  is  that  even  if  the 
mural  thrombus  responsible  for  emboli  is  resected 
(within  the  auricular  appendage),  another  throm- 
bus may  develop  at  a future  date  within  the  auric- 
ular chamber.  In  view  of  these  problems  it  is 
difficult  to  define  specific  indications  for  opera- 
tion. However,  if  the  patient  is  a satisfac- 
tory operative  risk,  auricular  appendectomy  is 
probably  indicated  in  the  presence  of  rheu- 
matic heart  disease,  mitral  stenosis,  and  recurrent 
arterial  embolization  in  the  following  circum- 
stances: (1)  if  anticoagulants  are  contraindicated, 
(2)  if  it  is  difficult  to  maintain  adequate  antico- 
agulant blood  levels,  (3)  if  complications  develop 
as  a result  of  anticoagulant  therapy,  and  (4)  if 
further  embolization  occurs  in  spite  of  antico- 
agulants. Since  mitral  commissurotomy  has  now 
become  a well-accepted  method  of  treatment  for 
mitral  stenosis,  this  procedure  should  be  per- 
formed at  the  same  time  as  the  auricular  ap- 
pendectomy whenever  significant  valvular  steno- 
sis is  present. 


Summary  and  Conclusions 

1.  Coronary  thrombosis  with  myocardial 
infarction  and  rheumatic  heart  disease  with  mi- 
tral stenosis  are  the  commonest  causes  of  recur- 
rent arterial  embolization. 

2.  In  the  great  preponderance  of  cases  of 
rheumatic  heart  disease  the  mural  thrombi  re- 
sponsible for  embolization  are  located  in  the 
auricles,  approximately  twice  as  often  in  the  left 
as  in  the  right.  Only  about  one  half  of  the 
thrombi  in  the  left  side  of  the  heart  are  restricted 
to  the  left  auricular  appendage. 

3.  The  administration  of  anticoagulants  to 
prevent  the  formation  and  dislodgment  of  mural 
thrombi  requires  prolonged  treatment.  This 
method  is  not  completely  protective,  and  it  is  not 
free  from  danger. 

4.  If  the  site  of  origin  of  the  embolus  is  the 
left  auricular  appendage  (50  per  cent),  resection 
of  the  appendage  should  protect  against  recurrent 
embolization.  This  procedure  apparently  does 
not  impair  the  cardiac  status. 

5.  A case  is  described  in  which  recurrent  em- 
bolization occurred  during  the  course  of  Dicu- 
marol therapy.  Operative  excision  of  the  left 
auricular  appendage  was  performed.  It  is  now 
fourteen  months  since  operation,  and  there  have 
been  no  further  embolic  episodes. 
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BILIARY  TRACT  VISUALIZATION  WITH  TELEPAQUE 

Results  in  100  Patients 

Z.  T.  Bercovitz,  M.D.,  Lee  Gillette,  M.D.,  and  Stephen  White,  M.D.,  New  York  City 


THIS  is  a report  of  100  cases  in  which  visuali- 
zation of  the  biliary  tract  was  attempted  with 
Telepaque.  In  40  of  these  cases  comparative 
studies  were  made  with  Priodax. 

Roentgenologic  studies  of  the  biliary  sj^stem 
have  been  possible  since  1924  when  Graham  and 
Cole1  introduced  their  method  of  visualization  by 
intravenous  administration  of  tetra-iodo-phenol- 
phtlialein.  The  following  year  Menees  and 
Robinson2  described  a satisfactory  method  of 
gallbladder  visualization  by  oral  administration  of 
opaque  medium.  This  method,  while  eminently 
satisfactory,  was  frequently  accompanied  by 
toxic  side-effects  consisting  usually  of  nausea, 
vomiting,  diarrhea,  and  urinary  disturbances. 
In  1940  Kleiber3  perfected  a dye,  iodoalphionic 
acid  (Priodax),  which  provided  considerable  im- 
provement in  the  opacification  of  the  gallbladder 
since  it  contains  51  per  cent  iodine.  Its  use  has 
been  general  for  the  past  decade.4-6  More  re- 
cently a preparation,  iodopanoic  acid,  containing 
66  2/s  per  cent  iodine,  has  been  introduced  under 
the  commercial  name  of  Telepaque. 

The  growing  preliminary  literature  clearly 
points  to  the  superiority  of  Telepaque  in  most  of 
the  major  requirements  for  cholecystographic 
media  to  other  preparations  available  at  this 
time.  Morgan  and  Stewart7  measured  the  clarity 
of  gallbladder  visualization  by  densitometric 
methods.  The  gallbladder  shadow  in  films  uti- 
lizing Telepaque  showed  an  average  maximum 
contrast  of  1.51  density  unit,  as  compared  with  a 
reading  of  0.38  in  a comparative  series  in  which 
iodoalphionic  acid  was  used.  This  indicated 
that  Telepaque  produced  approximately  35  per 
cent  greater  opacification  of  the  gallbladder  than 
the  other  medium.  These  observers  also  noted 
the  mild  character  of  Telepaque  from  the  point 
of  view  of  clinical  reactions. 

Christensen  and  Sosman8  reported  on  their 
first  50  cases  utilizing  Telepaque  and  found  im- 
proved diagnostic  results  based  on  a clearer  and 
denser  demonstration  of  the  gallbladder  and  the 
reduction  in  number  and  character  of  unpleasant 
side-effects. 

Everett  and  Rigler9  found  Telepaque  an  accept- 
able and  effective  medium  giving  a lower  inci- 
dence of  minor  untoward  side-effects  than  any 
other  media  used  for  this  purpose.  Occasionally 
it  was  found  possible  to  produce  a gallbladder 
shadow  where  other  agents  had  failed  to  do  so. 
These  observers  also  commented  on  the  visuali- 
zation of  the  ducts.  Scott  and  Simril10  have  ob- 


served satisfactory  cholecystograms  writh  Tele- 
paque after  failure  with  another  agent.  They 
also  reported  visibility  of  the  gallbladder  shadow 
in  four  hours  after  ingestion  of  Telepaque. 

Lowman,  Stanley,  Evans,  and  Mendillo11 
compared  the  symptomatology  and  diagnostic 
results  in  a group  of  patients  studied  with  both 
Priodax  and  Telepaque.  They  found  that  with 
Telepaque  the  density  of  the  gallbladder  was 
greater,  there  was  improved  visibility  of  calculi, 
and  no  cases  were  encountered  in  which  calculi 
were  obscured  by  the  greater  density  produced  b3r 
Telepaque  and  which  were  subsequently  demon- 
strated by  Priodax  studies.  They  also  observed 
the  demonstration  of  cystic  and  common  ducts 
with  increased  frequency  and  commented  on  the 
absence  of  serious  toxic  symptoms  with  the  use  of 
Telepaque. 

Spencer12  analyzed  the  results  of  125  examina- 
tions using  Telepaque  and  reported  good  visuali- 
zation of  the  gallbladder,  a significant  reduction 
in  side-effects,  and  more  satisfactory  contraction 
after  the  administration  of  a fat  meal.  Shehadi13 
made  observations  of  310  nonselected  cases  ex- 
amined with  Telepaque  and  noted  rapid  absorp- 
tion, prompt  response  to  a fat  meal,  and  low  level 
of  side-reactions.  He  also  found  greater  density 
of  the  gallbladder  shadow  and  frequent  visualiza- 
tion of  the  bile  ducts. 

As  a basis  for  this  report  the  biliary  tracts  of 
100  patients  were  examined  with  Telepaque,  and 
of  these,  40  were  also  subjected  to  study  with 
Priodax,  in  order  to  have  the  closest  possible  com- 
parative standards.  Analytic  observations  were 
made  on  the  opacity  of  the  gallbladder  shadow, 
response  to  a fatty  meal  as  indicated  by  the  re- 
duction in  the  size  of  the  gallbladder,  the  visuali- 
zation of  the  biliary  ducts,  and  the  demonstration 
of  stones.  There  is  a further  analysis  of  duct 
visualization  to  show  at  which  time  intervals 
following  the  fatty  meal  the  ducts  could  be  seen 
to  best  advantage.  The  results  of  this  analysis 
are  summarized  in  Tables  I and  II.  In  general, 
the  results  observed  are  in  agreement  with  the 
studies  recently  reported. 

Administration  of  Telepaque 

The  dye  is  administered  orally,  6 tablets  being 
given  nine  to  fifteen  hours  before  the  x-ray  ex- 
amination. Each  tablet  contains  0.5  Gm.  of 
iodopanoic  acid. 

The  procedure  with  Telepaque  is  similar  to 
that  which  has  been  in  practice  for  many  years. 
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Fig.  1. 


Comparative  films  with  Priodax  (left)  and  Telepaque  (right)  showing  the  “oral  cholangiogram” 

obtained  with  Telepaque. 


Following  a fat-free  supper  the  evening  prior  to 
the  examination  the  patient  is  instructed  to 
swallow  the  6 tablets,  equivalent  to  3 Gm.  of 
Telepaque,  at  five-minute  intervals,  with  some 
water.  The  avoidance  of  the  use  of  cream,  eggs, 
fried,  fatty,  and  greasy  foods  is  stressed  in  in- 
structions given  to  the  patient.  Patients  are  not 
permitted  to  eat  or  drink  after  midnight. 

In  this  study  preliminary  films  were  made  nine 
to  fifteen  hours  after  the  dye  was  taken  and  were 
followed  by  a fatty  meal.  This  fatty  meal  con- 
sisted either  of  one  of  the  standard  commercial 


products  made  up  especially  for  the  purpose  or  a 
mixture  of  equal  parts  of  milk  and  cream  with  the 
yolks  of  3 eggs  to  total  6 ounces  in  volume.  The 
standard  methods  of  cholecystography  were  fol- 
lowed throughout. 

In  order  to  observe  physiologic  changes  closely 
it  was  decided  to  make  films  following  the  fatty 
meal  at  fifteen-minute  intervals  up  to  one  hour. 
This  procedure  was  established  as  a standard 
following  a few  trial  cases  in  which  observation 
periods  were  even  more  closely  spaced. 

Considerable  care  was  exercised  in  the  position- 


TABLE  I. — Comparative  Stddv  op  Biliary  Tract  Visual- 
ization with  Telepaque  and  Priodax 


Telepaque 
(100  Patients  = 
100  Per  Cent) 

Priodax 
(40  Patients  = 
100  Per  Cent 

Gallbladder  visualization 

Good 

86 

47.5 

Poor 

9 

52.5 

Nonvisualized 

5 

0 

Gallbladder  emptying 

Yes 

76 

72.5 

No 

24 

27.5 

Visualization  of  ducts 

Yes 

64 

5 

No 

36 

95 

Visualization  of  stones 

Opaque 

1 

2.5 

Nonopaque 

10 

7.5 

TABLE  II. — Comparative  Study  op  Biliary  Tract 
Visualization  with  Telepaque  and  Priodax  at  Various 
Time  Intervals  After  Fatty  Meal 


Telepaque 
(100  Patients  = 
100  Per  Cent) 

Priodax 
(40  Patients  = 
100  Per  Cent) 

15  minutes 

Cystic 

44 

5 

Common 

27 

0 

30  minutes 

Cystic 

48 

5 

Common 

32 

0 

45  minutes 

Cystic 

26 

0 

Common 

17 

0 

60  minutes 

Cystic 

36 

0 

Common 

23 

0 
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mg  of  the  patient  in  order  to  isolate  the  gallblad- 
der and  the  biliary  ducts  from  the  hepatic  flexure 
of  the  colon  and  the  vertebral  column.  It  was 
found  in  the  early  studies  that  both  the  cystic 
and  the  common  ducts  were  visualized  with  such 
frequency  that  these  structures  might  be  obscured 
by  the  spine  if  the  patient  were  not  properly  ro- 
tated. 

Toxicity 

All  patients  in  the  study  were  especially  ques- 
tioned for  toxic  manifestations  such  as  nausea, 
vomiting,  diarrhea,  or  urinary  disturbances. 
Almost  without  exception  these  side-reactions 
were  found  to  be  minimal  with  Telepaque.  In 
three  cases  in  which  attempts  were  made  to  vis- 
ualize the  biliary  tract  following  cholecystectomy 
dosages  as  high  as  12  to  18  tablets  (6  to  9 Gm.) 
were  utilized,  and  even  with  this  unusually 
large  dosage  no  severe  toxic  symptoms  were  en- 
countered. The  two  patients  with  known  hepa- 
titis likewise  reported  no  important  toxic  reac- 
tions. The  minimal  character  of  the  toxic  effects 
with  the  use  of  Telepaque  has  been  very  striking. 

Results 

The  result  of  the  comparative  study  using  Tele- 
paque in  100  patients  and  Priodax  in  40  patients 


with  reference  to  gallbladder  visualization,  gall- 
bladder emptying,  and  visualization  of  biliary 
ducts  and  of  biliary  stones  is  summarized  in 
Table  I.  The  comparative  study  of  biliary  duct 
visualization  with  reference  to  the  timing  of  the 
radiographic  observations  is  presented  in  Table 
II.  At  times  the  visualization  of  the  ducts  was  so 
definite  as  to  be  almost  equivalent  to  an  ‘ ‘oral  chol- 
angiogram”  (Fig.  1).  The  intensity  of  gallbladder 
visualization  is  divided  into  three  groups:  good, 
poor,  and  nonvisualization.  Gallbladder  empty- 
ing is  reported  as  “no”  or  “yes,”  the  latter  signi- 
fying decrease  in  the  size  of  the  gallbladder  sha- 
dow on  any  of  the  films  made  after  the  fatty  meal 
up  to  and  including  the  one-hour  observation 
point.  Visualization  of  the  ducts  refers  to  both 
the  cystic  and  common  ducts  on  an}'  one  of  the 
same  films  made  following  the  fatty  meal.  This 
data  is  further  analyzed  in  Table  II,  with  time 
intervals  indicated.  If  either  duct  is  seen,  it  is 
reported  as  “yes”  in  the  first  table.  Visualiza- 
tion of  stones  is  reported  in  two  groups,  opaque 
and  nonopaque  (Figs.  2 and  3). 

Gallbladder  visualization  was  designated  as 
good  with  Telepaque  in  86  per  cent  of  the  pa- 
tients. With  Priodax  it  was  good  in  47.5  per  cent 
of  the  cases.  Low  concentration  of  the  medium 
was  noted  in  9 per  cent  of  the  Telepaque  and 
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Fig.  3.  Radiolucent  stone  shown  in  gallbladder  opacified  with  Priodax  (left)  and  Telepaque  (right).  The 
increased  density  of  Telepaque  does  not  obscure  the  nonopaque  stone. 


52.5  per  cent  of  the  Priodax  series.  Nonvisuali- 
zation of  the  gallbladder  was  encountered  in  5 
per  cent  of  the  Telepaque  series  and  in  none  of  the 
Priodax  cases. 

In  the  studies  in  Table  II,  it  was  found  that 
the  optimum  visualization  of  the  common  duct 
took  place  in  thirty  minutes.  This  occurred  in 
32  per  cent  of  the  Telepaque  series  but  in  none  of 
the  Priodax  cases.  The  opacification  of  the  cys- 
tic duct  was  more  frequent,  48  per  cent  with 
Telepaque  but  only  5 per  cent  with  Priodax. 
Here  again  the  optimum  time  for  visibility  was 
found  to  be  thirty  minutes  after  the  ingestion  of 
the  fatty  meal  (Fig.  4). 

There  is  usually  a residue  of  unabsorbed  Tele- 
paque in  granular  form  in  the  colon  in  contrast 
to  the  absence  of  Priodax.  However,  the  res- 
idue did  not  interfere  with  the  complete  dem- 
onstration of  the  gallbladder  or  the  intensity  of 
the  shadow  in  the  series  studied.  In  fact,  the 
presence  of  Telepaque  in  the  bowel  indicates  that 
an  adequate  amount  has  been  ingested.  In  a 
recent  case  with  nonvisualization  of  the  gall- 
bladder and  no  residual  Telepaque  showing  in 
the  bowel,  it  was  later  discovered  that  the  patient 
had  not  taken  the  Telepaque  tablets  as  in- 


structed. Thus,  the  presence  of  Telepaque  resi- 
due in  the  bowel  but  failure  to  visualize  the  gall- 
bladder with  this  preparation  is  strong  evidence 
of  disease  or  malfunction  of  the  hepatobiliary 
system. 

Nonopaque  stones  were  seen  in  10  per  cent  of 
the  patients  with  Telepaque  and  in  7.5  per 
cent  of  those  studied  with  the  other  dye.  In 
at  least  three  instances  the  nonopaque  stones 
were  not  seen  by  the  previous  method  but  were 
visualized  when  Telepaque  was  used. 

In  the  five  patients  with  nonvisualization  of 
the  gallbladder,  there  were  two  individuals  in 
whom  there  was  known  hepatitis  with  very 
marked  liver  damage,  and  following  improvement 
in  the  hepatitis  it  was  possible  to  visualize  the 
gallbladder  using  Telepaque.  In  three  individ- 
uals in  whom  there  was  nonvisualization  of  the 
gallbladder,  surgical  intervention  was  indicated. 
In  each  instance  chronically  inflamed  gallbladders 
were  found.  In  two  cases  actual  gangrene  of 
the  gallbladder  was  seen.  It  is  also  noted  that  in 
spite  of  the  disease  conditions  there  were  no 
serious  side-reactions  in  any  of  these  patients  to 
whom  the  dye  was  administered. 

As  a result  of  these  studies  in  which  a relatively 
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Fig.  4.  Gallbladder  observation  plate  thirty 
minutes  after  fat  meal.  Note  the  excellent  dem- 
onstration of  the  cystic  and  common  ducts. 


high  percentage  of  both  the  cystic  and  common 
ducts  were  visualized,  there  may  now  be  an  op- 
portunity for  further  clinical  physiologic  observa- 
tions of  gallbladder  function  and  also  for  a better 
understanding  of  the  whole  duct  system,  includ- 
ing possibly  the  action  of  the  sphincter  of  Oddi 
and  the  terminal  portion  of  the  common  duct  and 
the  relationship  to  both  pancreatic  and  biliary 
dyskinesias. 


As  a result  of  better  visualization  of  the  biliary 
duct  system,  it  may  now  be  possible  to  investi- 
gate and  to  understand  more  clearly  both  patho- 
logic and  normal  gallbladder  function. 

Summary 

1.  Telepaque.  a new  oral  cholecyst ographic 
medium  containing  a high  percentage  of  iodine 
and  consequently  resulting  in  an  increased  in- 
tensity of  the  gallbladder  shadow,  has  proved 
to  be  distinctly  superior  to  existing  media. 

2.  There  is  visualization  of  a high  percentage 
of  cystic  and  common  ducts  at  the  time  of  gall- 
bladder emptying.  Observation  films  made 
thirty  minutes  after  the  fatty  meal  were  found  to 
demonstrate  the  ducts  most  effectively. 

3.  Telepaque  can  be  administered  orally  with 
minimal  toxic  effect. 

4.  Only  the  standard  dose  of  6 tablets  (3  Gm.) 
of  Telepaque  is  required  for  adequate  opacification 
of  the  gallbladder  regardless  of  the  weight  of  the 
patient. 

5.  Comparative  results  of  the  studies  made 
utilizing  Telepaque  and  Priodax  are  presented. 
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EFFECT  OF  TEXSILOX  IX  MYASTHENIA  GRAVIS 


Drs.  Martha  R.  West  berg.  Kenneth  R.  Magee,  and 
Frederick  E.  Shideman.  of  the  University  of  Michi- 
gan. recently  reported  on  a series  of  13  myasthenia 
gravis  patients  and  four  controls,  all  of  whom  were 
given  tensilon  (3-hydroxy  phenyldimethylethyl- 
ammonium  chloride  . Increase  in  strength  began 
within  thirty  seconds,  climbing  to  peak  strength  in 
one  to  ten  minutes.  In  all  subjects,  the  decline  in 
strength  started  after  that,  but  there  was  a second- 
ary rise  of  lesser  degree.  Total  effect  of  the  injec- 


tion lasted  less  than  an  hour  in  most  patients. 
The  authors  conclude  that  tensilon.  which  acts  pri- 
marily by  direct  stimulation  at  the  myoneural  junc- 
tion and  only  secondarily  as  an  anticholinesterase 
agent,  appears  to  offer  a new  approach  to  the  study 
of  myasthenia  gravis.  T etraethylpyrophospbate. 
for  example,  acts  only  by  its  an  ticholin esterase  effect, 
and  neostigmine  has  both  a direct  stimulating  effect 
and  an  anticholinesterase  effect. — A eurclogy.  AprH, 
1963 


CLINICOPATHOLOGIC  CONFERENCE 


State  University  of  New  York  College  of  Medicine  at  New  York  City 
and  the  Medical  and  Pathology  Services,  University  Division, 
Kings  County  Hospital,  Brooklyn,  New  York 

January  29,  1952 

Conducted  by  Perrin  H.  Long,  M.D. 


Introduction 

Dr.  Perrin  H.  Long:  This  morning  the 
conference  will  be  concerned  with  the  case  of 
Mrs.  J.  T.,  age  twenty-six.  The  case  record 
will  be  discussed  by  Dr.  Leon  Levitt. 

Case  History 

Mrs.  J.  T.,  a twenty-six-year-old  Negro,  mar- 
i ried  woman,  was  first  admitted  to  Kings  County 
Hospital  on  November  11,  1950,  because  of  ab- 
dominal pain  and  vomiting  of  two  weeks  dura- 
tion. 

Present  Illness. — The  patient  was  well  until 
eight  months  before  this  admission  when  she 
began  to  note  that  she  was  losing  weight.  Dur- 
ing the  ensuing  eight  months  she  lost  approxi- 
mately 10  pounds.  During  this  period  she  be- 
came aware  that  her  hair  was  becoming  thin, 
especially  in  the  frontal  areas.  In  early  Septem- 
ber, 1950,  she  noted  weakness  for  the  first  time 
as  well  as  dyspnea  when  she  climbed  one  flight  of 
stairs.  These  symptoms  persisted.  Three  weeks 
before  admission  she  required  two  pillows  be- 
cause of  orthopnea.  One  week  later  generalized, 
sharp,  crampy  abdominal  pain  with  some  radia- 
tion to  both  flanks  began.  Whenever  she  ate, 
she  vomited,  but  she  observed  no  blood  in  the 
vomitus.  The  abdominal  pain  and  vomiting 
persisted  intermittently  until  her  admission.  On 
one  occasion,  six  days  before  entrance  into  the 
hospital,  she  coughed  up  a small  amount  of  blood. 
Three  days  later  she  began  to  note  urinary  fre- 
quency and  nocturia  (four  to  six  times)  with  no 
dysuria  or  hematuria.  One  day  later,  after  hav- 
ing had  normal  bowel  movements,  she  developed 
loose  watery  stools  that  were  brown  in  color  and 
contained  no  blood.  She  had  four  to  six  of  these 
stools  a day.  During  the  week  before  admission 
she  had  two  drenching  night  sweats  and  developed 
a profuse,  yellow  vaginal  discharge. 

Past  History. — In  1942  the  patient  stated  she 
had  been  hospitalized  in  Newport,  Virginia,  be- 
cause of  some  weakness  and  shortness  of  breath. 
She  remained  in  the  hospital  two  weeks,  recov- 


ered, and  was  well  until  the  onset  of  the  present 
illness.  There  was  no  history  of  chronic  cough, 
tuberculosis,  diabetes,  jaudice,  or  rheumatic  fever. 
She  had  had  no  other  remarkable  illnesses  in  the 
past.  She  had  not  been  pregnant.  Patient 
stated  that  she  was  intolerant  of  cold  weather. 
During  the  last  year  she  believed  that  her  mental 
processes  had  become  slower. 

Family  history  showed  that  both  parents  suf- 
fered from  hypertension  and  died  after  strokes. 

Positive  Physical  Findings. — The  patient  was  an 
emaciated  Negro  woman  who  appeared  chron- 
ically ill  but  in  no  acute  distress.  Temperature 
was  95.8  F.,  pulse  80,  respirations  28,  and  blood 
pressure  160/110.  There  was  a marked  loss  of 
scalp  hair,  axillary  hair  was  very  sparse,  and  pubic 
hair  was  normal  in  distribution.  The  pupils  were 
round,  equal,  and  reacted  to  fight;  fundi  were 
normal.  The  tongue  was  smooth  at  the  edges 
and  pigmented  along  the  lateral  borders. 

No  significant  lymphadenopathy  was  present, 
and  the  lungs  were  clear  to  percussion  and  auscul- 
tation. Examination  of  the  heart  revealed  the 
following:  point  of  maximal  impulse  was  in 
the  fifth  interspace  6 cm.  from  the  midline;  sec- 
ond pulmonic  sound  greater  than  the  second 
aortic  sound;  mitral  heart  sound  was  split;  no 
murmurs  were  heard,  and  rhythm  was  regular. 

The  abdomen  was  distended  and  tense  with 
generalized,  moderate  tenderness  most  marked 
in  the  right  upper  and  left  lower  quadrants. 
Marked  direct  rebound  tenderness  was  noted. 
There  was  voluntary  rigidity  throughout,  in- 
creased in  the  right  upper  quadrant.  No  bowel 
sounds  were  heard.  Pelvic  examination  showed 
a white  discharge  but  was  otherwise  negative, 
and  rectal  examination  revealed  generalized  ten- 
derness but  no  masses. 

There  was  marked  wasting  of  muscles  in  the 
extremities.  Neurologic  examination  showed 
tendon  reflexes  equal  and  active  with  sensation 
intact  and  no  loss  of  motor  power. 

Laboratory  Findings  on  Admission. — Ilemo- 
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globin  was  13  Gm.  and  white  blood  cells  13,250 
with  78  per  cent  polymorphonuclears  and  22  per 
cent  lymphocytes.  Urine  was  cloudy  yellow  and 
acid  with  3 plus  albumin  and  no  sugar;  micro- 
scopically many  white  blood  cells  and  epithelial 
cells  and  a few  granular  casts  were  noted.  Blood 
chemistry  was  as  follows:  urea  174  mg.  per 
cent;  sugar  70  mg.  per  cent;  carbon  dioxide 
combining  power  18  volumes  per  cent;  serum 
chlorides  106.8  mEq.;  total  protein  8.5  mg. 
per  cent  with  albumin  3.0  per  cent  and  globulin 
5.5  per  cent.  Mazzini  test  was  negative.  There 
was  no  Bence-Jones  proteinuria. 

Chest  x-ray  on  November  13  showed  no  gross 
increase  in  cardiac  diameter,  and  suggestive  areas 
of  parenchymal  involvement  were  noted  in  fine 
lacework-like  pattern  in  both  the  basal  and  para- 
cardiac regions.  Generalized  absence  of  gas  and 
a rubber  tube  coiled  in  the  stomach  were  noted  on 
roentgenogram  of  the  abdomen. 

Course  in  Hospital. — Two  days  after  admission 
the  patient  had  marked  dyspnea.  The  abdomen 
was  slightly  protuberant  and  felt  doughy  al- 
though there  was  tenderness  and  rigidity  in  the 
lower  quadrants.  Temperature  was  94  F.  The 
following  day  the  patient  vomited  a large  quan- 
tity of  coffee-ground  material.  The  abdomen 
had  not  changed,  and  the  temperature  remained 
subnormal.  Urine  specific  gravity  was  1.015 
with  3 plus  albumin  and  many  red  blood  cells 
visible  in  the  sediment.  Urea  was  185  mg.  per 
cent,  creatinine  3.6  mg.  per  cent,  and  carbon 
dioxide  combining  power  10  volumes  per  cent. 

Four  days  after  admission  she  had  little  urinary 
output.  The  next  day  she  seemed  improved  al- 
though she  had  little  urine  and  the  temperature 
remained  subnormal.  Blood  pressure  at  this 
time  was  145  95  and  hemoglobin  10.5  Gm. 

On  November  17  she  developed  ankle  edema, 
and  the  heart  seemed  to  be  slightly  enlarged. 
There  was  a presystolie  gallop  rhythm.  A trans- 
fusion of  500  cc.  of  whole  blood  was  given  without 
reaction.  Two  days  later  she  voided  S00  cc.  of 
urine.  The  abdomen  was  distended  and  soft, 
and  bowel  sounds  were  infrequent.  Slight  sacral 
and  pretibial  pitting  edema  appeared. 

On  November  20  the  patient  had  deep,  labored 
respirations.  The  abdomen  remained  distended 
but  was  not  tender.  Specific  gravity  of  the  urine 
was  1.012.  and  there  was  4 plus  albumin;  nu- 
merous red  and  an  occasional  white  blood  cell  were 
present  in  the  sediment.  Hemoglobin  was  10.5 
Gm.  per  cent  and  white  blood  cells  4.400  (poly- 
morphonuclears 92  per  cent,  metamyelocytes  2 
per  cent,  lymphocytes  4 per  cent,  and  normo- 
blasts 2 per  cent). 

On  November  24,  1950,  the  following  were  ob- 
served: (1)  enlarged  bilateral  axillary  lymph 

nodes,  (2)  loss  of  all  axillary  hair  and  eyebrows. 


(3)  hyperpnea,  (4)  generalized  edema.  (5)  ques- 
tionable hepatomegaly  (dullness  extended  sLx 
fingerbreadths  below  the  costal  margin),  and  (6) 
subnormal  temperature.  The  patient  expired 
at  9:20  p.m. 

Additional  Laboratory  Findings. — Roentgeno- 
grams on  November  14  revealed  the  following: 
Chest — slight  increase  in  vascular  markings,  no 
recent  pleural  or  pulmonary  pathology;  ab- 
domen— gas  noted  within  the  stomach  and  large 
and  small  bowel,  soft  tissue  mass  density  in  pel- 
vis which  was  probably  the  bladder.  The  carbon 
dioxide  combining  power  ranged  from  18  to  10 
volumes  per  cent;  urea  from  130  to  190  mg. 
per  cent;  creatinine  from  3 to  4.6  mg.  per  cent; 
serum  chlorides  from  106.8  to  104.3  mEq.; 
serum  calcium  from  11.2  to  8.3  mg.  per  cent; 
phosphorus  from  8.0  to  10  mg.  per  cent.  Alka- 
line phosphatase  was  2.3  and  total  protein  10.0 
Gm.  per  cent  with  albumin  2.2  Gm.  per  cent  and 
and  globulin  7.8  Gm.  per  cent.  Lupus  preparation 
was  negative.  The  electrocardiogram  showed 
sinus  tachycardia. 

Discussion 

Dr.  Long:  Dr.  Schwinger  will  present  the 
x-rays. 

Dr.  Harold  Schwinger:  The  chest  x-ray 
showed  a rubber  tube  in  esophagus  and  in  the 
stomach.  The  lung  fields  appeared  clear  with 
the  exception  of  some  slight  accentuations  of  the 
markings  in  the  basal  lung  fields.  The  patient 
did  not  take  too  deep  breaths  which  may  explain 
the  accentuation  of  the  lung  markings.  The 
heart  did  not  appear  to  be  particularly  enlarged. 
The  lung  fields  otherwise  appeared  clear. 

A study  of  the  abdomen  done  at  the  same  time 
as  the  film  of  the  chest  revealed  again  the  tube 
within  the  stomach.  There  was  a diffuse  loss  of 
normal  organ  outline  throughout  the  entire  ab- 
domen. Apparently  there  was  no  gas  present 
within  the  colon,  small  bowel,  or  stomach. 

The  following  day  the  roentgen  study  of  the 
chest  was  repeated.  Again  the  patient  failed  to 
inspire  deeply.  Again  there  was  some  accentua- 
tion of  the  interstitial  markings  in  the  lower  lung 
fields.  The  remaining  lung  fields  were  clear. 
The  film  of  the  abdomen  made  at  the  same  time 
showed  that  gas  was  present  in  the  stomach  and 
small  bowel  with  possibly  a small  amount  within 
the  colon.  Again  there  was  diffuse  loss  of  nor- 
mal organ  outline.  The  urinary  bladder  ap- 
peared to  show  up  within  the  pelvis,  but  other 
than  that  the  kidney  and  other  shadows,  fiver, 
spleen,  etc.,  were  not  well  outlined. 

The  findings  so  far  would  indicate  an  appar- 
ently normal  chest.  The  loss  of  usual  organ  out- 
line within  the  abdomen  usually  indicates  a 
peritoneal  collection  of  fluid  or  effusion  of  ascites, 
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although  we  have  seen  similar  findings  in  other 
diffuse  infiltrating  processes  within  the  abdomen 
such  as  amyloid  disease  or  diffuse  carcinomatosis. 

Dr.  Levitt:  Now  the  protocol  clearly  de- 
picts the  symptom  complex  that  is  regarded  as 
uremia.  A large  portion  of  patients  having  renal 
disease  of  varying  etiology  terminate  in  this  mor- 
bid state.  The  symptoms  are  protean.  One  may 
surmise  that  the  initial  renal  damage  took  place 
eight  years  before  the  present  admission  when 
the  patient  was  hospitalized  in  Virginia  for  se- 
vere weakness  and  dyspnea.  Since  details  of 
this  illness  are  lacking,  we  have  no  real  proof  of 
this  surmise.  At  any  rate,  it  would  seem  that 
the  present  illness  became  apparent  to  the  pa- 
tient eight  months  before  this  admission  when 
weight  loss  became  manifest.  Certainly  she 
may  have  been  azotemic  but  without  symptoms 
for  a considerable  period  of  time  before  this  since 
uremia  is  frequently  insidious  in  its  onset. 

Subnormal  temperatures  were  recorded;  tem- 
peratures of  95.8  and  94  F.  persisted  throughout 
the  period  of  observation.  Subnormal  tempera- 
ture may  appear  in  hypothyroid  and  hypoadrenal 
states;  marked  decreases  appear  in  lesions  of 
the  thyroid  ventricle  and  the  posterior  portion 
of  the  hypothalamus.  Uremia  is  usually  asso- 
ciated with  a subnormal  temperature,  but  on  oc- 
casion rather  marked  depressions  of  temperature 
such  as  this  patient  demonstrated  have  been 
noted.  It  has  been  suggested  that  certain  of  the 
retained  metabolites  in  uremia  are  responsible 
for  the  depressive  and  excitative  aspects  of 
uremia. 

The  abdominal  pain,  nausea,  vomiting,  diar- 
rhea, and  subsequent  hematemesis  resulted  from 
the  gastritis  and  colitis  from  the  bacterial  de- 
composition of  urea  to  ammonium  salts  and  am- 
monia. Also  phosphates  are  excreted  into  the 
stomach  and  set  up  irritation;  actual  ulcera- 
tions with  bleeding  occur  throughout  the  gastro- 
intestinal tract,  particularly  in  the  colon  and 
distal  portion  of  the  ileum.  Bleeding  also  stems 
from  bone  marrow  depression  with  its  attendant 
thrombopenia. 

Besides  coffee-ground  vomitus  this  patient  also 
coughed  up  blood  six  days  before  admission. 
This  hemoptysis  may  also  have  been  on  the  basis 
of  left  ventricular  decompensation.  We  are  not 
told  whether  the  sputum  was  frothy,  pink,  or 
bright  red  in  color.  Anemia  became  marked 
during  the  course  of  hospitalization.  Perhaps 
the  first  recording  of  13  Gm.  of  hemoglobin  was 
the  result  of  hemoconcentration  secondary  to 
vomiting  and  dehydration. 

In  uremia  the  most  important  factor  in  the  pro- 
duction of  anemia  is  the  inhibition  of  the  bone 
marrow  with  depression  of  erythropoiesis  by  re- 
tained products  circulating  in  the  blood.  In 


some  uremics  there  is  also  a circulating  hemolysin 
which  reduces  the  life  span  of  the  red  cells. 

Blood  loss  due  to  microscopic  hematuria  has  a 
minimal  effect  on  the  production  of  the  anemia. 
The  carbon  dioxide  combining  power  was  low,  10 
to  18  volumes  per  cent.  Acidosis  and  uremia  re- 
sult from  impaired  kidney  function  with  loss  of 
the  ability  to  excrete  the  end  products  of  metab- 
olism, which  are  predominantly  acid.  Also  there 
is  retention  of  inorganic  ions  such  as  phosphate, 
which  was  elevated  to  from  8 to  10  mg.  per  cent, 
and  sulfate  and,  unless  there  is  severe  vomiting, 
also  chlorides.  There  also  is  inability  to  form 
ammonia,  and  people  with  advanced  renal  disease 
lose  sodium.  Curiously  the  serum  calcium  was 
not  reduced  in  spite  of  the  elevated  phosphorus. 
These  usually  are  in  a reciprocal  relationship.  I 
do  not  believe  that  the  profuse  vaginal  discharge 
recorded  in  the  history  is  significant.  Simple 
vaginitis  may  occur  in  any  debilitating  disease 
and  is  not  unusual  in  uremia. 

Reference  to  hair  loss  involving  the  scalp,  the 
eyebrows,  and  the  axillary  region  was  made  three 
times  in  the  protocol.  Loss  of  hair  in  greater  or 
less  degree  is  noted  in  thyroid  dysfunction,  in 
hypopituitarism  and  hypoadrenalism,  in  hepatic 
disease  such  as  cirrhosis,  and  in  a great  many  de- 
bilitating illnesses.  Many  times  we  are  at  a loss 
for  an  explanation  of  the  loss  of  hair.  I strongly 
suspect  that  the  alopecia  in  this  case  resulted 
from  the  patient’s  debilitating  disease. 

Most  thought-provoking,  the  hyperglobuli- 
nemia,  5.5  to  7.8  Gm.  per  cent!  One  finds  this  in 
multiple  myeloma,  kala-azar,  active  stages  of 
sarcoidosis,  advanced  hepatic  disease,  some  col- 
lagen diseases,  syphilis,  leprosy,  hypersensitivities, 
and  longstanding  pyogenic  infections.  It  is  due 
to  an  increase  in  the  gamma  globulin  fractions. 
Recent  evidence  suggests  that  gamma  globulin  is 
produced  by  plasma  cells.  A study  of  the  bone 
marrow  was  not  performed.  Plasma  cells  were 
not  observed  in  the  peripheral  smear. 

Once  recognizing  that  this  patient  had  uremia 
and  providing  this  pathophysiologic  basis  for 
some  of  the  symptoms  and  laboratory  findings, 
the  task  has  just  begun  for  we  must  attempt  to 
elucidate  the  pathologic  process  involving  the 
kidneys  which  ushered  in  this  fatal  state. 

Were  we  to  submit  the  thesis  that  we  had  a pa- 
tient in  uremia  with  a marked  hvperglobulinemia 
and  disregard  the  age  and  rest  of  the  proto- 
col, we  might  be  tempted  to  make  a spot  diagnosis 
of  multiple  myeloma  with  myeloma  kidneys,  but 
this  patient  was  twenty-six  years  old,  rather 
young  for  this  disease.  True,  she  was  anemic, 
had  weakness,  and  weight  loss.  There  is  no  his- 
tory, however,  of  bone  pain  or  pathologic  frac- 
tures. Apparently  x-ray  studies  of  bones  were 
not  performed,  and  the  bones  in  the  films  we  have 
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just  reviewed  were  not  remarkable.  I am  aware 
that  some  patients  with  myeloma  have  no  x-ray 
findings  of  the  disease,  and  other  patients  may 
have  but  one  lesion  in  a single  vertebral  body. 
Bence  Jones  protein  was  not  searched  for.  Rou- 
leau formation  was  not  described  in  the  peripheral 
smear.  Apparently  no  plasma  cells  were  seen. 

The  sedimentation  rate,  which  is  very  greatly 
accelerated  in  multiple  myeloma,  was  not  re- 
corded. Further,  this  patient  had  hypertension 
and  microscopic  hematuria.  Hypertension  is 
rarely  found  in  myeloma  kidney  disease,  and  red 
cells  are  usually  absent  from  the  urine. 

Another  disease  which  we  must  consider  is 
sarcoidosis.  Thepatient  was  a Negress.  She  had 
hyperglobulinemia.  Her  serum  calcium  remained 
elevated  in  spite  of  her  uremia.  Hyperglob- 
ulinemia in  sarcoidosis  is  associated  with  fever 
and  is  an  indication  of  activity.  The  globulin 
in  turn  tends  to  return  to  normal  levels  when 
the  patient  has  a clinical  remission.  In  fatal 
cases  the  globulin  may  rise  progressively  until 
death  occurs. 

The  x-ray  films  of  the  chest  show  a fine  lace- 
work-like  pattern  in  both  basal  and  pericardial 
regions.  Is  this  one  of  the  forms  in  which  sarco- 
idosis may  appear  in  pulmonary  x-ray  films? 
More  likely  this  is  evidence  of  the  so-called  ure- 
mic pneumonia  with  interstitial  fibrosis.  Scat- 
tered lesions  of  the  kidney  have  been  demonstra- 
ted in  sarcoidosis;  albuminuria  and  rareljr  azo- 
temia may  occur.  However,  there  are  not 
enough  of  the  associated  findings  in  sarcoidosis  to 
consider  this  diagnosis  seriously. 

Did  this  patient  have  disseminated  lupus  ery- 
thematosus? The  sex  and  age  fit.  She  was  ane- 
mic, and  she  had  albuminuria,  microscopic  hem- 
aturia, and  a tendency  toward  a fixed  specific 
gravity.  She  was  azotemic.  There  was  leuko- 
penia, but  this  leukopenia  was  terminal.  Fre- 
quently, patients  with  lupus  have  a terminal 
leukocytosis  resulting  from  secondary  infections 
such  as  bronchopneumonia.  The  elevated  glob- 
ulin would  fit  a diagnosis  of  a collagen  disease. 
However,  prolonged,  irregular  fevers  are  found  in 
lupus,  and  this  patient  had  a persistently  sub- 
normal temperature.  Could  one  not  easily  im- 
agine a vascular  lesion  affecting  the  blood  supply 
to  the  posterior  hypothalamus  accounting  for 
the  absence  of  her  classic  fever?  No  skin  lesions 
were  recorded  in  the  history,  nor  were  they  found 
on  examination.  No  ulcers  of  the  buccal  mucous 
membrane  were  discovered,  no  evidence  of  car- 
diac enlargement  on  x-ray  or  physical  examina- 
tion. The  patient’s  blood  pressure  was  elevated. 
In  lupus,  as  distinguished  from  periarteritis  and 
glomerular  nephritis,  the  blood  pressure  is  usually 
normal.  The  fundi  were  normal.  In  lupus  one 
would  expect  to  find  hemorrhages,  exudates, 


and/or  papilledema  in  some  50  per  cent  of  the 
patients.  The  urine  had  a few  granular  casts 
but  no  fatty,  waxy,  or  red  cell  casts  as  one  would 
expect  to  find  in  lupus.  The  Mazzini  test  was 
negative.  False  positive  tests  for  serologic  syph- 
ilis may  occur  in  lupus.  Finally,  the  “lupus 
preparation”  was  negative.  While  one  negative 
study  is  not  conclusive,  considering  the  over-all 
picture,  I would  consider  the  diagnosis  of  lupus 
erythematosus  doubtful. 

We  must  consider  the  possibility  that  this  pa- 
tient had  polycystic  kidney  disease.  Both  par- 
ents died  of  strokes  and  had  hypertension.  Hy- 
pertension from  encroachment  of  the  cysts  on  the 
renal  parenchyma,  reducing  functional  renal  tis- 
sue, and  perhaps  also  from  pressure  of  the  cysts  on 
the  blood  vessels  in  the  kidney  may  occur  in  up 
to  60  per  cent  of  the  cases  with  this  developmental 
anomaly.  Could  both  parents  have  had  hyper- 
tension with  polycystic  kidney  disease?  At 
any  rate  polycystic  kidneys  can  be  transmitted  as 
a dominant  trait  by  either  parent.  One  examiner 
noted  that  the  abdomen  felt  doughy.  Could  he 
have  misinterpreted  his  findings  and  palpated 
renal  masses?  This  patient  had  no  retinal 
changes.  Rarely  do  patients  with  polycystic 
kidney  disease  have  cardiac  failure.  Certainly 
this  patient  did  have  cardiac  failure.  Protein- 
uria and  red  cells  are  usually  found,  as  are  hyaline 
casts,  in  the  urine  of  patients  ill  with  polycystic 
kidneys.  However,  our  patient  had  granular 
casts.  Pyelograms  would  have  been  helpful  in 
establishing  a diagnosis  of  polycystic  kidney.  It 
may  be  that  this  patient  did  have  polycystic  kid- 
ney disease,  which  had  compensated,  and  some 
time  before  developed  infection  of  the  cysts,  thus 
producing  the  abdominal  pain  radiating  to  the 
flanks.  This  infection  in  diseased  kidneys  may 
have  precipitated  the  uremia . This  may  account 
for  the  many  white  cells  found  on  the  first  exam- 
ination of  the  urine.  The  prolonged  infection 
may  have  produced  the  high  globulin  level. 
However,  fever  should  have  been  present. 
Last,  we  have  no  evidence  of  cystic  disease  of 
other  organs  such  as  the  liver  and  the  pancreas. 

Chronic  pyelonephritis  with  contracted  kid- 
neys must  be  considered.  While  gross  pyuria 
makes  the  diagnosis  obvious  in  most  patients 
with  this  disease,  there  is  a group  of  patients 
who  do  not  have  urinary  symptoms.  The 
complaints  and  findings,  both  on  physical  and 
laboratory  examination,  are  those  of  uremia,  hy- 
pertension, and  anemia.  The  urine  is  clear. 
There  is  no  gross  pyuria.  In  these  patients  the 
kidneys  have  been  destroyed  slowly  by  the  infec- 
tion. Studies  of  the  urine  may  not  give  a clue  to 
the  nature  of  the  lesion.  Frequently  a mild  ure- 
mic state  may  exist  for  years,  and  only  when  , 
there  is  destruction  of  the  last  few  remaining  neph- 
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rons,  is  the  irreversible  renal  failure  precipitated. 
The  diagnosis  must  be  made  almost  by  exclusion. 
A history  of  a postpartum  infection  of  the  kidney, 
perhaps  many  years  before,  may  be  helpful. 
Not  too  many  years  ago  postpartum  infections 
of  the  kidney  were  not  considered  to  have  much 
significance.  Now  we  are  aware  that  these  in- 
fections may  initiate  the  process  which  over  a 
period  of  years  may  produce  small,  contracted 
kidneys.  However,  this  patient  had  had  no  preg- 
nancy so  we  can  forget  about  this  theory.  Pa- 
tients ill  with  pyelonephritis  may  have  pus  cells 
in  their  urine.  Also,  while  the  lesion  may  appear 
to  be  inactive,  it  is  not  completely  healed  and 
may  flare  up  again  every  once  in  a while.  Pro- 
teinuria of  1 to  4 Gm.  for  twenty-four  hours  is 
fairly  uniform.  This  is  a lesser  quantity  than  is 
ordinarily  excreted  in  the  terminal  stage  of  glomer- 
ular nephritis.  Hypertension  may  be  extreme. 
Our  patient  had  a cloudy  urine  with  many  white 
blood  and  epithelial  cells  on  the  first  examination. 
I hope  that  the  specimen  was  catheterized  and 
not  contaminated  with  the  vaginal  discharge. 
Subsequent  urine  examinations  revealed  occa- 
sional white  cells.  Albuminuria  is  recorded  at 
3 and  4 plus.  It  would  have  been  helpful  to 
know  whether  the  proteinuria  was  uniform  from 
day  to  day  in  the  previously  mentioned  range. 

The  hyperglobulinemia  may  have  been  the  re- 
sult of  a longstanding  pyogenic  renal  infection. 
The  diagnosis  of  chronic  pyelonephritis  cannot 
be  ruled  out.  The  patient  may  also  have  had  an 
essential  hypertension  which  progressed  to  con- 
tracted kidneys.  Both  parents  suffered  from 
hypertension  and  died  after  strokes.  We  know 
that  this  disease  is  frequently  familial.  Death 
usually  occurs  from  either  cerebral,  cardiac,  or 
renal  involvement.  Not  unusually  the  disease 
progresses  more  markedly  in  one  of  these  organs. 
On  examining  the  small,  contracted  kidneys  path- 
ologically it  may  be  impossible  for  the  pathologist 
to  distinguish  the  cause  of  the  terminal  lesion, 
whether  glomerular  nephritis,  pyelonephritis, 
or  hypertensive  cardiovascular  disease.  How- 
ever, if  this  patient  had  essential  hypertension, 
which  progressed  to  this  stage,  I would  have  ex- 
pected evidence  of  an  enlarged  heart,  particularly 
of  the  left  ventricle,  on  physical  examination, 
x-ray,  and  electrocardiogram.  If  nothing  else, 
narrowing  of  the  retinal  arterioles  should  have 
been  seen  on  fundoscopic  examination. 

The  proteinuria,  reversed  albumin-globulin 
ratio,  and  questionable  enlargement  of  the  fiver 
lead  me  to  consider  the  possibility  of  amyloid 
disease.  Obviously  the  edema  and  hepatomeg- 
aly, if  present,  may  be  on  the  basis  of  cardiac 
decompensation.  We  have  no  indication  that 
the  patient  had  tuberculosis  or  longstanding  sup- 
purative disease  unless  the  doughy  feel  of  the 


abdomen  on  palpation  by  the  examiner  on  No- 
vember 13  was  indicative  of  tuberculous  peritoni- 
tis. Hypertension  such  as  this  patient  had  is 
unusual  in  amyloid  disease.  The  urine  usually 
has  large  numbers  of  all  types  of  casts  with  the 
exception  of  red  cell  casts.  Red  cells  are  absent. 
An  enlarged  spleen  is  usually  present.  A Congo 
red  test  would  have  been  very  helpful  in  making 
this  diagnosis. 

Finally,  this  patient  may  have  had  glomerular 
nephritis.  Eight  years  before  admission  she 
had  been  hospitalized  for  severe  weakness  and 
shortness  of  breath.  We  know  nothing  of  the 
details  of  this  illness.  Perhaps  this  illness  rep- 
resented an  attack  of  acute  glomerular  nephritis. 
It  is  possible  she  had  a latent  glomerular  nephritis 
during  the  ensuing  years.  However,  we  have  no 
information  on  this  point.  At  any  rate,  her  dis- 
ease may  have  smoldered  and  blossomed  forth 
with  a frank  subacute  glomerular  nephritis  or  ex- 
acerbation of  acute  glomerular  nephritis.  Eight 
months  before  admission  she  developed  hyperten- 
sion, cardiac  failure,  and  uremia.  From  the  fact 
there  was  no  evidence  of  cardiac  enlargement,  I 
surmise  that  the  hypertension  was  of  recent  ori- 
gin. The  absence  of  abnormal  signs  in  the  fundi 
is  not  too  disturbing  because  one  sees  terminal 
chronic  glomerular  nephritis  without  the  classic 
retinal  changes.  The  abdominal  pain  may  have 
been  secondary  to  uremic  colitis.  Renal  pain, 
the  so-called  renal  dolorosa,  occurs  as  a dull  ache 
in  the  lumbar  region  or  abdomen.  The  results 
of  the  urine  examination  with  the  finding  of  gran- 
ular casts,  white  cells,  albuminuria,  and  red  cells 
fit  this  diagnosis  very  nicely.  I would  have  been 
interested  in  the  level  of  her  cholesterol.  The 
true  nephrotic  syndrome,  as  I would  expect  in 
pure  subacute  glomerular  nephritis,  has  not  been 
described  in  the  protocol.  I wonder  whether  the 
marked  elevation  of  the  globulin  could  have  ex- 
erted enough  influence  on  the  osmotic  pressure  of 
the  plasma  to  prevent  the  development  of  a 
clinical  nephrotic  syndrome.  Also  could  not  the 
globulin  elevation  be  the  result  of  a longstanding 
hypersensitivity  reaction? 

Of  the  possible  diagnoses  discussed,  my  own 
choice  is  the  last.  I believe  that  this  patient  had 
subacute  and  chronic  glomerular  nephritis. 

Dr.  Long:  Are  there  any  comments  or 
questions?  Dr.  Kydd,  would  you  like  to  com- 
ment on  this  patient? 

Dr.  David  M.  Kydd  : There  are  many  points 
that  one  could  comment  about.  In  the  first  place 
so  far  as  polycystic  disease  is  concerned,  I think  it 
might  be  said  she  is  probably  in  the  wrong  age 
group' because  of  the  curious  fact  that  individuals 
with  polycystic  disease,  assuming  that  they  sur- 
vive their  infancy,  do  not  ordinarily  develop 
their  symptoms  until  much  later  in  fife,  that  is, 
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the  symptoms  ordinarily  occur  in  the  early  for- 
ties. 

That  this  patient  might  have  a clironic  glomer- 
ular nephritis  is  of  course  possible,  but  there  are 
certain  points  that  perhaps  make  one  wonder 
whether  she  did  not  have  a more  diffuse  disease  as, 
for  example,  sarcoid,  which  could  explain  certain 
of  the  symptoms  that  occurred  in  other  systems. 
I don’t  know  whether  we  are  being  led  astray  by 
all  the  point  that  has  been  made  of  the  absence  of 
hair  and  so  on.  But  it  just  makes  me  wonder 
whether  this  patient  might  have  some  infiltration 
in  her  thyroid  or  some  other  organ  leading  to  this 
lack  of  hair  and  so  on.  In  other  words,  a more 
diffuse  disease  than  is  ordinarily  considered  in 
chronic  glomerular  nephritis,  such  as,  for  example, 
the  sarcoid. 

Dr.  Biagio  Battaglia:  One  phase  of  this 
patient’s  disease  that  bothers  me  a great  deal  is  she 
had  a lot  of  abdominal  swelling  which  seems  to 
have  been  a problem  clinically.  Roentgenologi- 
cally  it  looked  as  though  she  might  have  had  fluid 
in  the  abdomen.  When  she  came  in,  she  was  not 
edematous  peripherally. 

Dr.  Long:  She  had  1 plus  edema  according  to 
the  record. 

Dr.  Battaglia:  After  they  gave  her  fluid,  I 
presume.  I wonder  if  she  did  have  more  edema 
than  was  apparent  on  admission.  Perhaps  she 
had  ascites  prior  to  admission.  I wonder  why 
she  developed  inflammatory  lesions  so  rapidly. 

Dr.  Martin  Metz  : She  developed  edema  after 
admission.  She  had  no  edema  on  admission. 

Dr.  Battaglia:  A normal  abdomen  on  ad- 
mission? 

Dr.  Conrad:  With  the  abdomen  doughy  it 
certainly  makes  one  have  the  feeling  of  the  possi- 
bility of  tuberculosis  involving  the  peritoneum. 
With  vaginal  discharge  in  a twenty-six-year-old 
woman  one  must  consider  the  possibility  of  pelvic 
tuberculosis.  On  top  of  that  to  explain  a few 
other  manifestations,  one  might  postulate  amy- 
loidosis secondary  to  tuberculosis  as  well  as  tu- 
berculosis and  possibly  miliary  tuberculosis. 

Dr.  Martin  Perlmutter:  I think  after  Dr. 
Levitt’s  excellent  discussion  there  is  nothing  really 
that  can  be  added.  I don’t  believe  the  endocrine 
disturbances  here  really  play  any  part.  I agree 
with  Dr.  Levitt  that  probably  you  can  get  things 
like  this  with  a chronic  terminal  infection.  As  for 
bringing  in  the  pituitary,  adrenal,  or  thyroid,  I 
don’t  think  we  have  really  enough  evidence  to  do 
it  but  may  find  something  at  postmortem. 

Dr.  Robert  Austrian  : I can  add  very  little.  I 
think  one  might  consider  in  a case  such  as  this  the 
possibility  of  superimposition  of  tuberculosis  on 
the  terminal  phase  of  sarcoidosis.  One  does  see 
this  imposition  apparently. 

Hyperthermia  in  fatal  disseminated  tuberculo- 


sis is  not  too  rare  a finding.  We  have  seen  sev- 
eral patients  who  have  had  very  low  temperatures 
in  the  terminal  phases  of  a widespread  tubercu- 
lous involvement  of  the  kidneys.  In  sarcoidosis 
it  is  a very  rare  phenomenon.  It  does  occur. 
Usually  those  patients,  however,  have  hyperten- 
sion. 

Dr.  Long:  If  there  are  no  more  comments,  we 
will  ask  Dr.  Siegel  to  discuss  the  postmortem 
findings. 

Dr.  Henry  Siegel:  Dr.  Dino  will  present  the 
autopsy  findings. 

Dr.  Eleanor  Dino  : The  pertinent  findings  on 
postmortem  examination  were  as  follows:  The 
body  was  that  of  a thin,  poorly  nourished  Negro  fe- 
male, weighing  approximately  95  pounds.  The 
hair  on  the  head  was  thin  and  was  practically  ab- 
sent in  the  axillary  and  pubic  regions.  There  was 
an  early  decubitus  ulcer  over  the  sacrum.  The 
knee  joints  were  moderately  enlarged,  and  upon 
needle  aspiration  of  the  right  knee  joint  4.5  cc. 
of  opalescent  fluid  were  withdrawn.  A 1 plus 
pitting  edema  over  the  sacrum  and  pretibial 
areas  was  present. 

L'pon  opening  the  peritoneal  cavity  about 
1,500  cc.  of  clear,  yellow  liquid  were  found.  The 
peritoneum,  however,  was  somewhat  thickened 
and  opaque  but  smooth  and  glistening.  The 
liver  edge  was  7 cm.  below  the  costal  margin  in  the 
midclavicular  line.  There  was  a small  amount 
of  ecchymoses  of  the  retroperitoneal  connective 
tissues  bilaterally  and  inferior  to  the  kidneys. 

The  pericardium  was  diffusely  thickened,  dull, 
grayish-white,  and  the  epicardium  was  attached 
to  the  anterior  surface  of  the  heart  by  shaggy, 
fibrinous  adhesions.  There  were  approximately 
30  cc.  of  clear  yellow  fluid  in  the  sac.  The  lungs 
were  bound  loosely  to  the  parietal  pleural  by 
numerous  fibrous  adhesions.  There  were  several 
enlarged,  soft,  gray  mediastinal  lymph  nodes  meas- 
uring up  to  1 by  2 cm.  in  diameter.  The  heart 
weighed  350  Gm.  The  myocardium  was  pale 
and  flabby,  and  the  remainder  of  the  heart  was 
grossly  normal. 

The  right  lung  weighed  830  Gm.,  the  left  480 
Gm.  The  pleural  surfaces  were  grayish-white, 
thickened,  and  roughened.  The  cut  surfaces  of 
the  lung  exuded  copious  amounts  of  frothy  white 
fluid,  and  the  lower  lobes  presented  a slightly 
granular  surface. 

The  mucosa  of  the  stomach  was  flattened,  and 
there  were  pinpoint  hemorrhages  throughout  as 
well  as  in  the  duodenum.  In  the  ascending  and 
transverse  colon  were  numerous  1 to  2-cm.  red 
to  brown  ulcerations  of  the  mucosa.  These  had 
raised  grayish-white  borders.  The  liver  weighed 
1 ,250  Gm.  and  was  somewhat  flabby.  The  spleen 
weighed  150  Gm.  Its  capsule  was  moderately 
thickened. 
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The  Malpighian  corpuscles  were  somewhat 
prominent.  The  right  kidney  weighed  250  Gm. 
and  the  left  260  Gm.  The  capsules  stripped  with 
ease  revealing  smooth,  glistening,  white  surfaces. 
The  cortices  were  wider  than  normal  and  a strik- 
ing glistening  white  in  contrast  to  the  pink-red 
medulla. 

The  uterus,  tubes,  and  ovaries  were  grossly 
normal.  The  lymph  nodes  of  the  mediastinum, 
lesser  omentum,  and  mesentery  of  the  small  in- 
testine were  enlarged  from  2 to  3 cm.  in  diameter 
and  appeared  pink  and  homogeneous.  On  cut 
section  the  brain  and  calvarium  were  grossly 
normal. 

Dr.  Siegel:  I purposely  asked  Dr.  Dino  to 
present  the  gross  positive  findings  in  the  autopsy. 
As  you  realize,  they  do  not  help  you  very  much  in 
understanding  the  basic  disease  process  in  this 
patient.  That  is  not  unusual  because  the  first 
description  of  the  autopsy  findings  in  this  dis- 
ease entity  was  made  about  1875,  but  it  was  not 
until  fifty  years  later  that  we  began  to  under- 
stand what  the  basic  process  was. 

Section  of  the  skin  was  absolutely  normal.  The 
large  intestine  showed  a superficial  nonspecific 
ulcer.  This  is  the  type  of  ulcer  that  one  may 
rarely  find  in  uremia.  However,  the  arterioles  in 
the  submucosa  beneath  the  ulcer  were  thickened 
and  infiltrated  with  some  inflammatory  cells,  and 
just  beneath  the  ulcer  there  was  a periarteriolar 
fibrosis. 

Section  of  the  rectus  muscle  revealed  an  arterio- 
litis  just  beneath  the  peritoneum.  The  cells  were 
the  usual  chronic  inflammatory  cells.  The  heart 
revealed  the  same  inflammatory  and  fibrosing 
process  involving  a slightly  larger  artery.  Sec- 
tion of  a lymph  node  presented  a very  typical 
periarteriolar  fibrosis  in  a number  of  arterioles. 
Again,  the  arterioles  in  the  portal  area  of  the  liver 
showed  a marked  thickening  of  the  adventitia  due 
to  a periarteriolar  fibrosis.  The  spleen  revealed 
the  typical  onion-peel  effect  or  periarteriolar 
fibrosis  of  the  central  arterioles.  High-power 
magnification  of  one  of  these  central  arterioles 
presented  the  typical  onion  peel  appearance  with 
the  thick  bands  of  collagen. 

The  kidney  architecture  was  maintained,  but 
there  was  a marked  interstitial  inflammatory 
cell  infiltrate  and  atrophy  of  many  and  hyper- 
trophy of  some  of  the  tubules.  Low-power  mag- 
nification of  one  of  the  glomeruli  showed  the  sur- 
rounding interstitium  infiltrated  with  chronic  in- 
flammatory cells,  the  glomerulus  a little  more  cell- 
ular than  it  should  be,  and  suggestion  of  thickening 
of  the  basement  membrane.  High-power  view 
of  the  same  glomerulus  showed  some  prolifera- 
tion of  cells  and  a slight  thickening  of  the  base- 
ment membrane. 

Another  photomicrograph  of  the  same  glomer- 


ulus showed  a typical  wire-loop  effect,  which  is 
gained  by  cutting  down  on  the  light  and  throwing 
the  microscope  slightly  out  of  focus.  Special 
stains  are  not  needed  in  this  instance.  Still  an- 
other high-power  view  of  the  same  glomerulus 
showed  deep  eosinophilic,  homogenous  tint  to 
parts  of  the  glomerulus,  an  indication  of  fibri- 
noid change.  Typical  focal  fibrinoid  change 
within  the  glomerulus  and  extension  of  the  fibri- 
noid change  from  the  afferent  arteriole  into  the 
glomerulus,  or  vice  versa,  were  also  noted. 

The  final  anatomic  diagnosis  was  diffuse  ar- 
teriolitis  involving  the  heart,  lungs,  liver,  spleen, 
kidney,  striated  muscle,  intestines,  urinary  blad- 
der, adrenals,  and  lymph  nodes;  nephropathy 
secondary  to  vascular  disease  (I  would  not  at- 
tempt to  classify  it  any  further);  polyserositis 
with  vascular  changes;  pleural,  pericardial,  and 
pelvic-peritoneal  adhesions;  pulmonary  edema 
and  fibrosis;  ulceration  of  the  large  intestine 
with  vascular  changes;  generalized  alopecia; 
and  decubitus  ulcer  over  the  sacrum.  Since  she 
was  a fairly  young  woman,  incidental  pathologic 
findings  were  few.  All  of  these  structural  changes 
add  up  to  the  picture  of  disseminated  lupus 
erythematosus. 

The  structural  changes  associated  with  dissem- 
inated lupus  erythematosus  are  as  follows : pleu- 
ritis,  pericarditis,  peritonitis  (which  add  up 
to  serositis);  pancarditis;  arteriolar  lesions  in 
the  spleen;  “wire-loop”  and  focal  glomerulitis 
with  fibrinoid  change  and  fibrinoid  changes  of 
the  afferent  arterioles  of  the  kidneys;  focal 
necrosis;  connective  tissue  changes  and  vascu- 
litis of  the  lymph  nodes;  generalized  vasculitis, 
and  skin  changes.  In  the  case  presented  today 
all  of  these  changes  were  present  except  for  the 
endocarditis  and  except  for  the  typical  changes  in 
the  skin.  However,  it  is  known  that  dissemina- 
ted lupus  erythematosus  can  occur  without  either 
one  of  these  alterations.  Only  about  30  per  cent 
of  the  cases  of  disseminated  lupus  erythematosus 
reveal  an  endocarditis.  In  summary,  therefore, 
the  entire  pathologic  picture  adds  up  to  the  entity 
that  is  known  as  disseminated  lupus  erythemato- 
sus. 

Dr.  Long:  Dr.  Levitt,  would  you  like  to 
comment? 

Dr.  Levitt:  No.  ( Soft  laughter ) 

Dr.  Long:  Would  anyone  else  like  tocomment? 

Dr.  Gerald  Strober:  Dr.  Long,  would  not 
the  temperature  course  be  very  unusual  for  a 
case  of  lupus? 

Dr.  Long:  Dr.  Levitt,  would  you  like  to 
comment  on  that? 

Dr.  Levitt:  The  temperature  course  in  lupus 
usually  is  elevated  over  prolonged  periods  of  time. 
That  was  one  of  the  reasons  why  I did  not  con- 
sider lupus  as  my  primary  diagnosis. 
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Db  . Janet  W atson  : I would  like  to  say  that  in 
the  last  year  I have  seen  three  cases  of  lupus  with 
marked  thinning  of  the  hair,  alopecia,  which  was 
extensive.  It  is  unusual,  I think,  to  find  that 
degree  of  thinning  of  the  head  hair  and  also  eye- 
brow hair  secondary  to  other  debilitating  dis- 
eases. But  hindsight  is  better  than  foresight 
because  I wrote  down  the  diagnosis  of  lupus  and 
crossed  it  out  because  of  the  other  atypical  fea- 
tures that  have  been  mentioned. 

Again  the  high  globulin,  of  course,  was  more 
consistent  with  this  than  subacute  nephritis. 

Dr.  Levitt:  I think  there  is  a bit  of  undue 
stress  given  to  this  problem  of  alopecia.  As  in- 
ternists we  see  a goodly  number  of  people  who  are 
referred  either  to  hospitals  or  to  our  offices  with 
thinning  of  the  hair  or  loss  of  hair,  and  in  most  in- 
stances after  the  most  extensive  workups  we  can 
find  no  reason  for  it. 

Dr.  Noble  Fowler:  One  of  the  disturbing 
t hings  to  me  in  this  case  was  the  negative  lupus 
cell  test.  Most  of  the  reports  in  the  literature 
stress  that  this  test  is  positive  in  94  to  96  per  cent 
of  the  cases.  I wonder  if  Dr.  Watson  would  tell 
us  what  the  local  experience  is  with  this  test. 

Dr.  Watson:  I think  only  one  was  done  here. 


Dr.  Metz  : That  is  correct. 

Dr.  Watson:  One  test  means  nothing.  Often 
at  Mount  Sinai  Hospital  they  have  to  do  several 
before  a positive  result  is  obtained. 

The  other  thing  is  that  in  1950  they  were  using 
the  heparin  method — and  I don’t  know  whether 
our  department  did  it — and  the  heparin  method 
that  we  used  to  use  is  not  nearly  as  good  as  the 
clot  method. 

Dr.  Perlmutter:  I would  like  to  ask  Dr. 
Watson  if  she  has  any  idea  what  the  mechanism 
is  whereby  one  gets  alopecia.  I would  also  like  to 
put  in  a plea:  If  }’ou  see  any  other  cases  of  this 
sort  with  the  patient  still  alive,  it  woud  be  nice 
to  do  some  ketosteroid  studies  and  other  studies 
of  that  sort  to  see  whether  there  is  any  endocrine 
tieup.  At  the  present  time  I don’t  think  we  have 
any  knowledge  at  all  as  to  what  caused  the 
alopecia.  At  least  I don’t. 

Dr.  Metz  : We  have  a patient  at  the  moment, 
aged  sixteen  or  so,  who  was  presented  at  a pre- 
vious medical  staff  conference  who  now  has 
alopecia.  She  is  a documented  case  of  dissemi- 
nated lupus  erythematosus. 

Dr.  Long:  Is  there  any  other  comment?  If 
not,  thank  you  very  much! 
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Office  of  Medical  Defense,  New  York  State  Department  of  Health 


TN  THE  event  of  an  atomic  attack  on  New  York 

State,  every  doctor  will  be  faced  with  the  task  of 
giving  medical  care  to  hundreds  of  casualties,  many 
of  them  with  multiple,  serious  injuries.  Even  in  an 
ideal  situation — adequate  modern  hospital  facilities 
with  plenty  of  nurses,  supplies,  and  equipment — the 
task  would  be  overwhelming.  In  a disaster  situa- 
tion the  operating  table  may  be  a litter-cot,  sup- 
plies and  equipment  may  be  improvised,  and  the 
nurses  may  be  busy  giving  medical  care  to  the  less 
seriously  injured.  Where  will  the  doctor’s  help 
necessary  to  save  many  lives  come  from? 

It  must  come  from  volunteers  trained  and  organ- 
ized before  attack.  The  emergency  medical  serv- 
ices plan  calls  for  40  of  these  volunteers,  called 
medical  aides,  to  be  trained  for  every  doctor  in  the 
State. 

Until  now  there  has  been  no  concentrated  effort 
to  recruit  these  volunteers  in  large  numbers  because 
training  materials  were  not  ready,  plans  were  not 
complete,  training  supplies  had  not  been  received. 
Now,  training  materials  are  rolling  off  the  presses, 
plans  are  laid,  supplies  are  on  hand.  This  fall  will 
mark  the  beginning  of  an  intensive  effort  all  across 
the  State  to  recruit  and  train  medical  aides. 

Since  medical  preparedness  is  the  responsibility 
of  the  doctors  of  the  State,  the  State  Medical  Society 
believes  that  doctors  should  provide  leadership  in 
the  recruitment  of  volunteers  for  the  medical  serv- 
ices. The  Medical  Defense  Committee  of  the 
State  Medical  Society  has  endorsed  a plan  for  re- 
cruitment of  medical  aides  by  professional  organiza- 
tions. 

According  to  this  plan  every  doctor  in  the  State 
will  be  asked  to  recognize  his  responsibility  toward 
medical  defense  and  recruit  two  volunteers  to  take 
medical  aide  training.  A nurse  from  the  community 
will  be  paired  with  each  doctor  to  make  up  a recruit- 
ment team.  The  nurse  will  contact  the  doctor,  find 
out  the  names  of  his  recruits,  and  arrange  for  the 
time  and  place  of  their  training. 

Local  civil  defense  organizations  will  also  go 
all-out  this  fall  in  an  attempt  to  recruit  medical 


aides.  It  is  expected  that  every  area  of  the  State 
will  launch  a recruitment  campaign,  using  the  news- 
papers, magazines,  radio,  television,  posters,  and 
door-to-door  contacts  to  get  the  message  across  to 
the  public.  It  is  hoped  that  this  publicity,  added  to 
the  effort  of  the  professional  societies,  will  recruit 
large  numbers  of  volunteers  for  the  medical  aide 
training  program  and  that  as  a result  we  will  even- 
tually have  an  adequate  emergency  medical  serv- 
ice for  New  York  State. 

To  help  localities  with  their  recruitment  and  train- 
ing of  medical  aides,  the  State  Office  of  Medical  De- 
fense is  conducting  a series  of  training  institutes 
in  12  upstate  New  York  cities  during  September  and 
October.  The  objectives  of  these  institutes  will  be 
(1)  to  train  instructor-trainers,  (2)  to  assist  in  the 
recruitment  of  medical  aides,  (3)  to  advise  localities 
on  how  to  organize  the  medical  aide  training  pro- 
gram, and  (4)  to  familiarize  local  community  leaders 
with  the  medical  aid  training  program  and  their 
roles  in  it. 

Each  institute  consists  of  an  evening  program  and 
an  all-day  program  the  following  day.  The  evening 
meeting  is  a general  session  on  the  structure  and 
organization  of  the  medical  aide  program.  The  day’s 
program  is  divided  into  three  sections:  instructor 
training,  recruitment,  and  training  organization. 

The  New  York  State  Health  Department  on  be- 
half of  the  State  Civil  Defense  Commission  has  in- 
vited all  members  of  the  State  Medical  Society  to  at- 
tend all  or  part  of  these  sessions.  Chairmen  and 
members  of  civil  defense  committees  of  county  medi- 
cal societies  benefit  particularly  by  attendance.  To 
learn  more  about  the  institutes  and  local  plans  for 
medical  aide  training  contact  your  local  civil  de- 
fense chief  medical  officer. 

In  a disaster  situation,  whether  it  is  in  peacetime 
or  wartime,  only  many  people  working  together  can 
ease  the  suffering  of  the  injured.  Doctors,  nurses, 
medical  aides,  and  other  members  of  emergency 
medical  service  teams,  working  together  before  at- 
tack, will  be  able  to  save  hundreds  of  people  from 
suffering,  permanent  crippling,  or  death  after  attack. 


The  mark  of  the  immature  man  is  that  he  wants  to  die  nobly  for  a cause,  while  the  mark  of  a 
mature  man  is  that  he  wants  to  live  humbly  for  one. — Wilhelm  Stekel 
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FORTY-SEVENTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NEW  YORK 


FIFTH  DISTRICT  BRANCH 

Wednesday,  September  30,  1953 
Twin  Ponds  Country  Club 
Utica,  New  York 


Afternoon  Session 

2:00  p.m. — Registration 
Welcome 

T.  Douglas  McKendrick,  M.D.,  presi- 
dent, Medical  Society  of  the 
County  of  Oneida 

2:05  p.m. — “Use  and  Abuse  of  Obstetric  Forceps" 
(colored  motion  picture  with  sound) 
Raymond  J.  Pieri,  M.D.,  professor  of 
clinical  obstetrics,  State  Univer- 
sity of  New  York  College  of  Medi- 
cine at  Syracuse 

3:00  p.m. — “The  Acute  Abdomen  in  Children” 

Lawrence  K.  Pickett,  M.D.,  Syracuse 

3:45  p.m. — “Recent  Advances  in  the  Treatment  of 
Diabetes” 

George  E.  Anderson,  M.D.,  clinical 
professor  of  medicine.  State  Uni- 
versity of  New  York  College  of 
Medicine  at  New  York  City 

4:30  p.m. — Business  meeting 

Election  of  officers 

4:45  p.m. — “What  Geriatrics  Means  to  the  General 
Practitioner” 

C.  Ward  Crampton,  M.D.,  New  York 
City 

There  will  be  a question  period  after  each  lecture. 


Evening  Session 

5:45  p.m. — Social  Hour 

6:30  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Thomas  M.  d ’An- 
gelo, Flushing,  president,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 


Address  by  Andrew  A.  Eggston, 
M.D.,  Mount  Yernon,  president, 
Medical  Society  of  the  State  of 
New  York 

Address  by  Dan  Mellen,  M.D., 

Rome,  president-elect,  Medical  So- 
ciety of  the  State  of  New  York 
"Pensions  for  Physicians” 

Frank  G.  Dickinson,  Ph.D.,  director. 
Bureau  of  Medical  Economic  Re- 
search, .American  Medical  As- 
sociation 

Ladies  will  join  the  members  of  the 
District  Branch  for  the  dinner. 


Officers — Fifth  District  Branch 

President Arthur  F.  Gaffney,  M.D., 

Clinton 

First  Yice-President Richard  B.  Cuthbert,  Jr., 

M.D.,  Canastota 

Second  Vice-President . . Donald  C.  Tulloch,  M.D., 


Ogdensburg 

Secretary Olin  J.  Mown-,  M.D., 

Oswego 

Treasurer Charles  A.  Gwynn,  M.D., 

Syracuse 


Presidents  of  Component  County  Societies 


Herkimer Oscar  J.  Muller,  M.D.,  Little  Falls 

Jefferson George  S.  Nellis,  M.D.,  Watertown 

Lewis Ham'  E.  Chapin,  M.D.,  Lowville 

Madison Edward  G.  Hixson,  M.D..  Oneida 

Oneida T.  Douglas  Kendrick,  M.D.,  Utica 

Onondaga.  ...  A.  Carl  Hofmann.  M.D.,  Syracuse 

Oswego John  A.  Rodger,  M.D.,  Fulton 

St.  Lawrence. . A.  D.  Redmond,  M.D.,  Ogdens- 
burg 
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FOURTH  DISTRICT  BRANCH 

Thursday,  October  1,  1953 
Johnstown  Hotel 
Johnstown,  New  York 


Morning  Session 

10:00  a. m. — Meeting  of  Executive  Committee  and 
Planning  Board 

Afternoon  Session 

12:30  p.m. — Registration 

1 :00  p.m. — -Business  Meeting  of  the  Northeastern 
New  York  Diabetes  Association 
2:00  p.m. — “Current  Concepts  in  the  Treatment  of 
Diabetes  Mellitus” 

Frederick  W.  Williams,  M.D.,  at- 
tending physician,  Morrisania  and 
St.  Francis  Hospitals,  Bronx 
2:30  p.m. — “An  Important  Surgical  Discussion” 

Samuel  F.  Marshall,  M.D.,  Lahey 
Clinic,  Boston,  Massachusetts 
3:20  p.m. — Intermission 

3:40  p.m. — “Unusual  Causes  of  Hypertension” 

James  Bordley,  III,  M.D.,  director 
and  chief  physician,  Mary  Imogene 
Bassett  Hospital,  Cooperstown 
4:15  p.m. — Clinicopathologic  Conference 

Richard  T.  Beebe,  M.D.,  chief  phy- 
sician, Albany  Hospital 
Arthur  W.  Wright,  M.D.,  chief 
pathologist  and  bacteriologist,  Al- 
bany Hospital 

5:00  p.m. — Business  meeting 

Evening  Session 
7 : 00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Andrew  A.  Eggston, 
M.D.,  Mount  Vernon,  president, 
Medical  Society  of  the  State  of 
New  York 


Remarks  by  Mrs.  Thomas  M.  d’ An- 
gelo, Flushing,  president,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 

Woman’s  Auxiliary 

Ladies  of  the  Auxiliary  will  be  entertained  by  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Fulton. 

Officers — Fourth  District  Branch 

President J.  Frederick  Sarno,  M.D., 

Johnstown 

First  Vice-President Alfred  A.  Hartmann, 

M.D.,  Malone 

Second  Vice-President. . Malcolm  J.  Magovern, 


M.D.,  Saratoga  Springs 

Secretary Leonard  J.  Schiff,  M.D., 

Plattsburg 

Treasurer Roman  R.  Violyn,  M.D., 

Amsterdam 

Presidents  of  Component  County  Medical  Societies 

Clinton Eric  D.  Pearson,  M.D.,  Plattsburg 

Essex George  G.  Hart,  M.D.,  Lake  Placid 

Franklin Richard  P.  Bellaire,  M.D.,  Saranac 

Lake 

Fulton John  R.  Ford,  M.D.,  Gloversville 

Montgomery..  Alton  J.  Spencer,  M.D.,  Amster- 
dam 

Saratoga Edmond  A.  Suss,  M.D.,  Middle 

Grove 

Schenectady.  . James  M.  Blake,  M.D.,  Schenec- 
tady 

Warren Michael  A.  Mastrianni,  M.D., 

Glens  Falls 

Washington...  Erich  Seligmann,  M.D.,  Whitehall 


NINTH  DISTRICT  BRANCH* 

Wednesday,  October  21,  1953 
Dellwood  Country  Club 
New  City,  New  York 

5 : 00  p.m. — Cocktail  hour 


Morning  Session 

9 : 30  a.m. — Registration 
9:45  a.m. — Tour  of  Lederle  Laboratories 

12:30  p.m. — Buffet  lunch  for  members  and  their 
wives 

Afternoon  Session 

2:30  p.m. — “Poliomyelitis” 

Herald  R.  Cox,  M.D.,  Lederle  Labo- 
ratories, Pearl  River 

*Thls  will  be  the  fourth  Annual  Meeting  of  the  Ninth  Dis- 
trict Branch. 


6:00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Dan  Mellen,  M.D., 
Rome,  president-elect,  Medical  So- 
ciety of  the  State  of  New  York 
Remarks  by  Mrs.  Thomas  M.  d’An- 
gelo.  Flushing,  president,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
Address  by  Honorable  Robert  A. 
Doscher,  Justice  of  the  Supreme 
Court  of  the  State  of  New  York 
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Officers — Ninth  District  Branch 


President 

First  Vice-President 

Second  Vice-President . . 

Secretary 

Treasurer 


John  F.  Rogers,  M.D., 
Poughkeepsie 
Harold  S.  Heller,  M.D.. 

Spring  Valley 
Earl  C.  Waterbury,  M.D.. 
Newburgh 

Reid  R.  Heffner,  M.D., 
New  Rochelle 
William  P.  Kelly,  Jr., 
M.D.,  Carmel 


Presidents  of  Component  County  Societies 


Dutchess Maxwell  Gosse,  M.D.,  Poughkeep- 

sie 

Orange Harrison  F.  Murray,  Jr.,  M.D., 

Port  Jervis 

Putnam George  H.  Steacy,  M.D.,  Lake 

Mahopac 
( Acting  President) 

Rockland Franklyn  B.  Theis,  M.D.,  Nyack 

Westchester . . Reid  R.  Heffner,  M.D.,  New  Ro- 
chelle 


SECOND  DISTRICT  BRANCH 

Wednesday,  October  28,  1953 
Patchogue  Hotel 
Patchogue,  New  York 


Evening  Session 

6 : 00  p.m. — Registration 

6:30  p.m.— Dinner  with  Woman’s  Auxiliary 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  Andrew  A.  Eggston, 
M.D.,  Mount  Vernon  president, 
Medical  Society  of  the  State  of 
New  York 

Address  by  Mrs.  Thomas  M.  d’An- 
gelo.  Flushing,  president,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 

“Let’s  Take  a Look  at  Ourselves” — 
General  Discussion 


Officers — Second  District  Branch 

President George  P.  Bergmann, 

M.D.,  Mattituck 

First  Vice-President Leo  T.  Flood,  M.D., 

Hempstead 

Second  Vice-President . . Arthur  E.  Corwith,  M.D., 


Bridgehampton 

Secretary William  R.  Carman, 

M.D.,  Islip 

Treasurer Irving  Drabkin,  M.D., 

Rockville  Centre 

Presidents  of  Component  County  Societies 

Nassau Theodore  J.  Curphev,  M.D.,  Gar- 

den City 

Suffolk Morris  W.  Molinoflf,  M.D.,  Brent- 

wood 


CHRONIC  ULCERATIVE  COLITIS  MAY  PREDISPOSE  TO  CANCER 


Chronic  ulcerative  colitis  may  predispose  to 
cancer  of  the  colon.  Because  of  the  very  poor  prog- 
nosis of  such  cancers,  prophylactic  removal  of  the 
colon  is  indicated  in  many'  cases,  in  the  opinion  of 
Drs.  Elden  C.  Weckesser  and  Austin  B.  Chinn, 
Cleveland,  Ohio. 

Writing  in  the  July  4 issue  of  the  Journal  of  the 
American  Medical  Association  the  doctors  stated  that 
118  patients  with  ulcerative  colitis  were  admitted 
to  the  University'  Hospitals  of  Cleveland  between 
1932  and  1950.  There  were  four  cases  of  carcinoma 
of  the  colon  (3.4  per  cent)  in  this  group.  The  four 
patients;  ranging  in  age  from  twenty-two  to  thirty- 
five  years,  died  within  seventeen  months  following 


surgery;  average  duration  of  symptoms  prior  to 
diagnosis  of  the  malignancy  was  10.2  years. 

“The  veryr  short  survival  following  removal  of 
established  carcinoma  of  the  colon  in  patients  with 
ulcerative  colitis  constitutes  a serious  problem,” 
the  doctors  stated.  “It  seems,  from  our  experience 
as  well  as  that  of  others,  that  persons  with  severe, 
long-standing  ulcerative  colitis  are  susceptible  to 
malignant  change.  Carcinoma  of  the  colon  com- 
plicating ulcerative  colitis  has  a very  poor  prognosis. 
At  the  present  it  is  our  opinion  that  persons  with 
long-standing,  severe  ulcerative  colitis  who  require 
iliostomy  and  those  with  polyposis  should  have  pro- 
phydactic  colectomy.” 


DEPARTMENT  OF  MEDICAL  CARE 
INSURANCE 

Conducted  by  George  P.  Farrell,  Director 
Bureau  of  Medical  Care  Insurance 
Medical  Society  of  the  State  of  New  York 


"Denefits  paid  for  doctor’s  services  during  the 
six-month  period  ending  June  30,  1953,  in  the 
New  York  State  Blue  Shield  Plans,  amounted  to 
$14,768,475  covering  363,070  claims  as  compared 
to  §12,509,727  for  the  same  period  in  1952  for 


303,751  claims,  an  increase  in  benefits  of  $2,258,745 
and  59,319  in  claims. 

During  the  above  period  membership  increased 
by  298,263.  making  the  total  membership  4,065,344 
at  June  30,  1953.  Statistical  tables  follow. 


TABLE  I.- — Membership  Progress — Quarter  Ending  June  30,  1953 


By  Types  of  Contract 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Totals 

Surgical 

June  30,  1953 
March  31,  1953 

1,466,463 

1,456,961 

367,578 

364,889 

278,286 

271,269 

5,993 

6,107 

59,933 
62 , 142 

11,544 

7,840 

2,189,797 

2,169,208 

Increase 

9,502 

2,689 

7,017 

-114 

-2,209 

3,704 

20,589 

Surgical,  In-Hospital  Medical 
June  30,  1953 
March  31,  1953 

1,344,561 

1,247,690 

46,328 

29,870 

42,263* 

36,524* 

111,371 

107,996 

182,146 

161,575 

1,726,669 
1 ,583,655 

Increase 

96,871 

16,458 

5,739 

3,375 

20,571 

143,014 

Surgical-Medical  (Home,  Office, 
Hospital) 

June  30,  1953 
March  31,  1953 

107,129 

102,898 

41,749 

39,882 

148,878 

142,780 

Increase 

4,231 

1,867 

6,098 

Grand  Totals 
June  30,  1953 
March  31,  1953 

2,918,153 

2,807,549 

413,906 

394,759 

278,286 

271,269 

90,005 

82,513 

171,304 

170,138 

182 , 146 
161,575 

11,544 

7,840 

4,065,344 

3,895,643 

Increase 

110,604 

19,147 

7,017 

7,492 

1,166 

20,571 

3,704 

169,701 

* Indicates  accumulated  members  with  service  type  contracts;  all  others  in  Syracuse  plan  indemnity. 


TABLE  II. — Comparative  Statement  of  Membership  Increases  for  Six  Months  Ending  June  30,  1953,  and  1952 


By  Types  of  Contracts 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Totals 

Surgical 

June  30,  1953 
June  30,  1952 

5,389 

12,154 

406 

23,535 

19,029 

16,442 

-4,408 

2,090 

-6,719 

829 

4,784 

3,701 

18,481 

58,751 

Surgical,  In-Hospital  Medical 
June  30,  1953 
June  30,  1952 

181,185 

155,857 

29,715 

-477 

42,263* 

7,033 

9,718 

30,849 

9,702 

291,045 

174,800 

Surgical-Medical  (Home,  Office, 
Hospital) 

June  30,  1953 
June  30,  1952 

11,697 

—8,270 

-22,960 

12,716 

-11,263 

4,446 

Grand  Totals 
June  30,  1953 
June  30,  1952 

198,271 

159,741 

30,121 

23,058 

19,029 

16,442 

14,895 

14,806 

314 

10,547 

30,849 

9,702 

4,784 

3,701 

298,263 

237,997 

* Comparison  not  available. 
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TABLE  III. — Income,  Gain,  and  Loss  fob  Srx  Months  Ending  June  30,  1953 


New  'Sort 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Earned  Premium  In- 
come 

S14.955.311 

81,776,043 

81,657,390 

8499,444 

8694,700 

8843,618 

847.441 

Claims  and  Expenses 
Incurred 

13,604,789 

1,642,934 

1,355,274 

431,262 

642,994 

778,517 

37,667 

Gain  from  Under- 
writing 

S 1,350.522 

S 

133,109 

8 302,116 

8 68,182 

8 51,706 

S 65.101 

8 9,774 

Underwriting  Adjust- 
ments 

Deferred  Maternity 
Benefits 

Profit  and  Loss 
Items 

-S  25,000 

11,960 

-S 

19,000 

6.331 

336 

103 

-$  17,000 
— 645 

-8  4,256 
20 

Total 

-S  13,040 

— 8 

12,669 

8 336 

8 103 

-8  17,645 

-8  4,236 

Adjusted  Gain  from 
U nderwriting 

$ 1.337,482 

8 

120,440 

S 302,452 

8 68,182 

8 51,809 

8 47,456 

$ 5,538 

Gain  from  Invest- 
ments 

166,047 

14,648 

9,778 

4,900 

10,182 

5,200 

Gain  from  L~ nder- 
writing and  In- 
vestments 

8 1,503,529 

$ 

135,088 

8 312,230 

8 73,082 

8 61,991 

8 52,656 

8 5,538 

Surplus  Adjustments: 
Provision  for  Spe- 
cial Contingent 
Surplus 

Payments  of 
Amounts  With- 
held from  Physi- 
cians. Sep  tern  be  r- 

-S  638,499 

-S 

72.033 

132,342 

-8  67,304 

-8  19,978 

-8  28,118 

-8  33,745 

-8  1,898 

Reduction  in  Ma- 
ternity Reserve 
Payments  to  Physi- 
cians (Difference 
Between  90  Per 
Cent  and  Parity) 
Refund,  Participat- 
ing Physicians’ 

4,025 
- 121.125 

— 16,800 

Increase  in  Reserve 
Unreported 

— 5 , 450 

Provision  for  Epi- 
demics and  Other 
Contingencies 
Provision  for  Secur- 
ity Valuation 

- 299,106 

- 24,000 

Total 

-$  937.605 

-8 

204,375 

-8  184.404 

-8  42,228 

-8  52,118 

-8  33,745 

-8  1,898 

Increase  or  Decrease 
in  Unassigned 
Surplus 

$ 565.924 

-8 

69.287 

8 127,826 

8 30,854 

8 9.873 

8 18,911 

8 3,640 

TABLE  IV. — Comparison  of  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium  Income  for 

Six  Months  Ending  June  30,  1953,  and  1952 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Totals 

Earned  Premium  Income 
June  30,  1953 
June  30,  1952 

814,955,311 

12,471,721 

81,776,043 

1,573,059 

81.657,390 

1,170,635 

$499,444 

345,475 

8694,700 
663 , 193 

8843,618 

668,734 

847.441 

19,976 

820,473,947 

16,912,793 

Claim  Expense  Incurred 
June  30,  1953 
June  30.  1952 

811.317,654 

9.335,378 

81 ,434,771 
1,188,054 

81,219.088 

991,648 

8368,709 
243 , 129 

8524,453 

502,217 

8682,725 

584,854 

830.024 

9,770 

815,577,424 

12,855,050 

Administrative  Expense 
June  30,  1953 
June  30,  1952 

8 2,287.135 
2,146,628 

8 208.163 

126,949 

8 136,186 

129,104 

8 62,553 
54,990 

8118,540 

108.201 

8 95.792 
72,959 

8 7,643 
3,183 

8 2,916.012 
2,642,014 

Claim  Expense  Ratio  to 
Earned  Premium 
Income 
June  30,  1953 
June  30,  1952 

75.68 
74 . 85 

80.78 

75.52 

73.55 

84.71 

73  82 
70.38 

75.49 

75.73 

80.93 

87.46 

63  29 
48  91 

76.08 
76  01 

Administrative  Expense 
Ratio  to  Earned 
Premium  Income 
June  30,  1953 
June  30.  1952 

15.29 

17.21 

11  72 
8.07 

8.22 

11.03 

12.52 

15.92 

17.06 

16.31 

11.35 

10.91 

16.11 

15.94 

14.24 
13  26 
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TABLE  V. — Claim  Data  (Paid  Basis) — Year  to  June  30,  1953 


Plan  Location  and 
Types  of  Contracts 

Earned 

Premium 

Income 

Claim  Cost 

Per  Cent 
of  Claim 
Cost  to 
Earned 
Premium 

Number 

of 

Claims 

Average 
Cost  per 
Claim 

Claim 

Incidence  per 
1,000  Members 
per  Annum 
1953  1952 

New  York 
Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

$ 6,608,757 
7,013,460 
1,333,094 

8 4,920,947 
4,839,900 
981,174 

74.46 

69.01 

73.60 

77,153 

82,750 

73,349 

863.78 

58.49 

13.38 

105.7 

133.6 

1447.7 

98.4 

124.8 

1269.8 

Total 

814,955,311 

810,742,021 

71.83 

233,252 

846 . 05 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

8 1,588,247 
187,796 

8 1,235,534 
109,237 

77.79 

58.16 

48,067 

4,392 

825 . 70 
24.87 

261.9 

294.2 

237 . 0 
353.9 

Total 

8 1,776,043 

8 1,344,771 

75.72 

52,459 

825.63 

Rochester 

Surgical 

8 1,657,390 

8 1,104,471 

66.64 

24,508 

845.06 

178.4 

169.9 

Syracuse 

Surgical 

Surgical,  In-Hospital  Medical 
Surgical-Medical 

$ 28,084 

268,859 
202,501 

8 25,953 

192,702 
149,776 

92.41 

71.67 

73.96 

872 

9,936 

4,761 

829.76 

19.39 

31.46 

288.3 

507.8 

231.8 

217.8 
420' 5 

Total 

8 499,444 

8 368,431 

73.77 

15,569 

823.66 

U lica 
Surgical 

Surgical,  In-Hospital  Medical 

8 195,913 

498,787 

8 171,346 

360,218 

87.46 

72.22 

7,419 

15,755 

823.10 

22.86 

245.4 

292.0 

266.9 

307.5 

Total 

8 694,700 

8 531,564 

76.52 

23 , 174 

822.94 

Albany 

Surgical,  In-Hospital  Medical 

8 843,618 

8 651,817 

77.26 

13,544 

$48. 12 

164.2 

175.9 

Jamestown 

Surgical 

8 47,441 

$ 25,400 

53.54 

564 

$45 . 04 

123.2 

84.1 

Grand  Totals 

820,473,947 

814,768,475 

363,070 

TABLE  VI. — Distribution  of  Earned  Premium  Income,  and  Amounts  Available  for  Unassigned  Surplus  for  Six 

Months  Ending  June  30,  1953 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Earned  Premium  Income 

$14,955,311 

$1,776,043 

81,657,390 

$499,444 

$694,700 

8843,618 

$47,441 

100.00% 

100.00% 

100.00% 

100.00% 

100.00% 

100.00% 

100.00% 

Incurred  Claim  Expense 

$11,317,654 

81,434,771 

$1,219,088 

$368,709 

$524,453 

8682 , 725 

$30,024 

75 . 68% 

80.78% 

73.55% 

73 . 82% 

75.49% 

80  93% 

63.29% 

Administrative  Expense 

$ 2,287,135 

$ 208,163 

$ 136,186 

$ 62,553 

$118,540 

S 95,792 

$ 7,643 

15.29% 

11.72% 

8.22% 

12.52% 

17.06% 

11.35% 

16.11% 

Provision  for  Future  Ma- 
ternity Benefits 

$ 25,000 

$ 19,000 

8 17,000 

$ 4,256 

0.17% 

1.07% 

2.01% 

8.97% 

Provision  for  Special  Con- 
tingent Surplus 

$ 638,499 

$ 72,033 

$ 67,304 

$ 19,978 

$ 28,118 

$ 33,745 

8 1,898 

4.27% 

4.06% 

4 . 06% 

4.00% 

4.05% 

4.00% 

4.00% 

Profit  and  Loss  Items 

-8  11,960 

-8  6,331 

-8  336 

-8  103 

8 645 

-8  20 

-0.08% 

-0.36% 

-0.02% 

-0.01% 

0.08% 

-0.04% 

Payments  to  Physicians  for 
withholdings  September- 
November,  1951 

$ 132,342 

7.45% 

Provision  for  Epidemics  and 
other  Contingencies 

$ 299,106 

2.00% 

Reduction  in  Maternity  Re- 
serve 

-$  4,025 

-0.24% 

Payments  to  Physicians 
(Difference  Between  90 
Per  Cent  and  Parity) 

$ 121,125 

7.31% 

Refund,  Participating  Phy- 
sicians’ Fees 

$ 16,800 

3.37% 

Provision  for  Special  Secur- 
ity Valuation 

$ 24,000 

3.45% 

Increase  in  Reserve  for  Un- 
reported Claims 

$ 5,450 

1.09% 

Available  for  Unassigned 
Surplus 

$ 399,877 

-$  83,935 

$ 118,048 

$ 25,954 

-8  309 

$ 13,711 

$ 3,640 

2.67% 

-4.72% 

7.12% 

5.20% 

-0.04% 

1.63% 

7 67% 
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Joseph  Hoyt  Beattie,  M.D.,  of  Dobbs  Ferry,  died 
on  August  16  aboard  the  liner  Mauretania  enroute 
to  Europe  for  a vacation,  at  the  age  of  seventy- 
three.  Dr.  Beattie  received  his  medical  degree  from 
the  New  York  Homeopathic  Medical  College  in  1902 
and  two  years  later  began  his  practice  in  Dobbs 
Ferry.  He  served  as  a major  in  the  Army  Medical 
Corps  during  World  War  I and  had  been  on  the 
staff  of  the  Dobbs  Ferry  Hospital  since  1912.  Dr. 
Beattie  was  a member  of  the  Association  of  Military 
Surgeons,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irl  Hazard  Blaisdell,  M.D.,  of  Syracuse,  died  on 
August  2 when  his  car  was  struck  by  a freight  train 
near  Carthage,  at  the  age  of  forty-two.  Dr.  Blais- 
dell was  driving  with  his  wife,  who  was  also  killed, 
to  their  summer  home  at  Lake  Bonaparte  for  a one- 
month  vacation  stay.  Dr.  Blaisdell  received  his 
medical  degree  from  Boston  University  in  1935  and 
interned  at  the  Massachusetts  Eye  and  Ear  In- 
firmary. He  had  been  an  assistant  professor  of 
otolaryngology  at  Syracuse  University  College  of 
Medicine  since  1946,  and  attending  otolaryngologist 
at  Syracuse  Memorial  Hospital,  University  Hos- 
pital, Psychopathic  Hospital,  City  Hospital,  and 
Syracuse  Free  Dispensary  since  1939.  A Diplomate 
of  the  American  Board  of  Otolaryngology,  Dr. 
Blaisdell  was  a member  of  the  American  Laryn- 
gology, Rhinology  and  Otolaryngology  Society,  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Broncho-Esophagological 
Association,  the  Syracuse  Academy  of  Medicine, 
the  Central  New  York  Eye,  Ear,  Nose  and  Throat 
Society,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Dominic  George  Bodkin,  M.D.,  of  Brooklyn,  died 
on  August  15  at  St.  Catherine’s  Hospital  after  a 
three  weeks  illness,  at  the  age  of  seventy-six.  Dr. 
Bodkin  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1899  and 
practiced  in  Brooklyn.  He  was  chief  surgeon  at  St. 
Catherine’s  Hospital,  Brooklyn,  from  1919  to  1941, 
president  of  St.  Catherine’s  Medical  Board  four 
times,  and  consulting  surgeon  since  1941.  Dr. 
Bodkin  was  a Diplomat  of  the  American  Board  of 
Surgery,  and  a member  of  the  Brooklyn  Surgical 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isra  Tobias  Broadwin,  M.D.,  of  New  York  City, 
died  on  August  5 in  London  while  attending  the 
International  Congress  of  Psychoanalysis,  at  the 
age  of  sixty.  Dr.  Broadwin  received  his  medical 
degree  from  New  York  University  and  Bellevue 
Hospital  Medical  College  in  1917  and  was  an 
authority  on  juvenile  delinquency.  A member  of 
the  board  of  trustees  of  the  New  York  Psycho- 
analytical Society,  Dr.  Broadwin  was  formerly 


psychiatrist  in  chief  to  the  Jewish  Board  of  Guard- 
ians, in  charge  of  the  psychiatry  clinic  of  Lebanon 
Hospital,  and  president  of  the  medical  board  of 
Hillside  Hospital,  Queens.  He  was  a member  of  the 
American  Psychiatric  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological 
Society,  the  New  York  Psychoanalytic  Society,  the 
New  York  Society  for  Clinical  Psychiatry,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

David  S.  Flynn,  M.D.,  of  New  York  City,  died  on 
August  19  after  a long  illness.  Dr.  Flynn  was 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1904  and  retired  from 
active  practice  in  1917.  He  was  appointed  director 
of  the  State  Employment  Bureau  in  1917  and  was 
attached  to  the  staff  of  the  New  York  State  Health 
Commission  during  the  construction  of  the  Ashokan 
Dam. 

Julius  Fuchs,  M.D.,  of  New  York  City,  died  on 
August  15  at  his  home  after  a long  illness,  at  the  age 
of  sixty-five.  Dr.  Fuchs  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1912  and  served 
as  a medical  officer  in  the  German  Army  in  World 
War  I,  receiving  the  Hindenburg  Cross  from  Ger- 
many and  King  Ludwig  Cross  from  Bavaria.  He 
was  chief  orthopedist  at  a veterans  hospital  at 
Ettlingen,  Baden,  Germany,  until  1920,  when  he 
founded  his  own  orthopedic  institute  at  Baden- 
Baden,  where  he  developed  the  technic  of  ortho- 
kinetics.  During  the  Nazi  regime  he  fled  to  Holland, 
and  then  to  the  United  States  in  1940,  where  he  ob- 
tained his  license  to  practice  medicine  in  New  York 
in  1945.  Dr.  Fuchs  wrote  many  textbooks  and  pro- 
fessional articles  on  orthopedics,  both  English  and 
German.  He  was  a member  of  the  American 
Geriatrics  Society,  the  American  Congress  of  Physi- 
cal Medicine,  the  Rudolf  Virchow  Medical  Society, 
the  New  York  Society  of  Physical  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Donald  Gordon,  M.D.,  of  New  Arork  City,  died  on 
August  15  in  Buffalo  General  Hospital  following  an 
automobile  accident  in  April,  at  the  age  of  seventy- 
three.  Dr.  Gordon  was  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1906  and  interned  at  Roosevelt  Hospital.  He  was 
consulting  surgeon  to  the  Veterans  Administration’s 
New  York  Regional  Office,  the  Beekman  Downtown 
Hospital,  New  York  City,  the  Flushing  Hospital, 
Queens,  the  Perth  Amboy  Hospital,  New  Jersey, 
and  the  Tuxedo  Hospital,  Tuxedo  Park,  where  he 
was  a former  resident  physician.  Dr.  Gordon  re- 
cently received  an  award  from  the  Red  Cross,  New 
York  chapter,  for  outstanding  leadership  in  behalf 
of  the  blood  donor  program.  A F ellow  of  the  Ameri- 
can College  of  Surgeons,  he  was  a member  of  the 
New  York  Surgical  Society,  the  New  York  County 
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Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Wagner  Jackson,  M.D.,  of  Fort  Plain,  died 
on  August  7 of  a heart  attack  at  the  age  of  fifty-nine. 
Dr.  Jackson  received  his  medical  degree  from  New 
York  University  and  Bellevue  Hospital  Medical 
College  in  1921  and  took  postgraduate  training  in 
surgery  there  after  serving  in  the  Navy  during  World 
War  I.  He  retired  ten  years  ago  because  of  ill 
health.  Dr.  Jackson  was  a member  of  the  Mont- 
gomery County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Erich  Klopstock,  M.D.,  of  Forest  Hills,  died  on 
May  29  at  the  age  of  fifty-six.  Dr.  Klopstock  re- 
ceived his  medical  degree  from  Berlin  University  in 
1922.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Sherman  Jacob  Le  Pard,  M.D.,  of  Jamestown, 
died  on  April  3 at  the  age  of  seventy-three.  Dr.  Le 
Pard  was  graduated  from  Syracuse  University  Medi- 
cal College  in  1909. 

Frank  A.  Ognibene,  M.D.,  of  Fredonia,  died  on 
July  28  of  a heart  attack  at  his  home,  at  the  age  of 
sixty-one.  Dr.  Ognibene  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1914 
and  was  attending  anesthetist  and  physician  at 
Brooks  Memorial  Hospital,  Dunkirk.  He  was  a 
member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  Buffalo  Society  of  Anesthesiologists, 
the  New  York  State  Society  of  Anesthesiologists,  the 


Chautauqua  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Patrick  John  Quinn,  M.D.,  of  Rochester,  died  on 
July  27  at  his  home  after  an  eight  months  illness,  at 
the  age  of  seventy.  Dr.  Quinn  received  his  medical 
degree  from  Queens  University,  Kingston,  Ontario, 
in  1908  and  opened  his  practice  in  Rochester  in  1910. 
He  was  a general  practitioner  in  Rochester  and  on 
the  medical  staff  of  St.  Mary’s  Hospital  for  more 
than  forty  years.  Dr.  Quinn  was  a member  of  the 
Rochester  Pathological  Society,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Karl  Reinsberg,  M.D.,  of  Mohawk,  died  on  August 
1 at  the  age  of  sixty-three.  Dr.  Reinsberg  received 
his  medical  degree  from  the  University  of  Marsburg, 
Germany,  in  1920  and  came  to  the  United  States  in 
1937.  He  was  a staff  physician  at  Uion  Hospital  and 
Herkimer  Memorial  Hospital  and  a member  of  the 
Herkimer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Julius  Ullman,  M.D.,  of  Buffalo,  died  on  August 
15  at  his  home  after  a brief  illness,  at  the  age  of 
eighty-one.  Dr.  Ullman  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1893, 
where  he  later  served  as  an  associate  professor  of 
medicine  and  a member  of  the  faculty  for  more  than 
forty  years.  A Fellow  of  the  American  College  of 
Physicians,  he  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


MIGRAINE  STUDY  SHOWS  LINK  TO  CHILD 

In  an  evaluation  of  50  children  under  fifteen  years 
of  age  with  migraine  headaches,  Dr.  G.  R.  Krupp 
and  Dr.  A.  P.  Friedman  of  the  Montefiore  Hospital 
Headache  Clinic,  New  York  City,  reported  the  syn- 
drome to  be  similar  to  that  seen  in  adults  but  milder, 
with  a preponderance  of  gastrointestinal  symp- 
toms. 

It  was  observed  that  stress  situations  were  usually 
the  precipitating  cause.  The  most  common  was 
conflict  with  parents  and  siblings.  Most  of  the 
children  were  of  superior  intelligence.  However, 
there  was  a predisposition  toward  certain  per- 
sonality traits:  sensitivity,  cleanliness,  thorough- 
ness, the  need  for  approval,  and  the  need  to  take 
seriously  such  responsibilities  as  school  and  dress. 

The  majority  of  headaches  were  frontal,  temporal, 
or  retro-orbital,  and  occurred  in  35  per  cent  of  the 


’S  STRESS  PATTERNS 
children  before  the  fourth  year.  A history  of  head- 
ache was  also  noted  in  84  per  cent  of  the  parents — 
70  per  cent  of  these  with  classical  migraine. 

A combination  of  1 mg.  of  ergotamine  tartrate 
and  100  mg.  caffeine  gave  “adequate”  and  sympto- 
matic relief  in  60  per  cent  of  the  patients  and  was 
termed  “helpful”  in  85  per  cent.  The  drugs  were 
found  most  effective  when  given  early  in  the  head- 
ache phase.  Side  effects  such  as  nausea,  chilliness, 
and  dizziness  were  reduced  by  the  administration  of 
belladonna  alkaloids. 

“Effective  preventive  therapy,”  the  authors  state, 
“depends  upon  an  understanding  of  migraine  as  a 
total  reaction  of  the  child  to  his  environment.” — 

American  Journal  of  Diseases  of  Children,  February, 
1953 
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American  Medical  Education  Foundation — Con- 
tributors to  the  .American  Medical  Education  Foun- 
dation for  July,  1953,  front  New  York  State  were: 
Albany — Dr.  Irvin g L.  Handin;  Westfield — Dr.  C.  A. 
Heist;  Batavia — Dr.  C.  M.  Graney;  Gouverneu r — 
Dr.  George  H.  Hanlow;  Fori  Covington — Dr.  Philip 
W.  Gorman;  Stolen  Island — Drs.  Milton  Kardon 
and  X.  M.  Fedde;  Spencer — Dr.  Henry  Kaine; 
Oswego — Dr.  Kent  W.  Jarvis;  Endicott — Dr.  Marek 
Kaplan;  Roslyrt — Dr.  Everett  C.  Jessup;  Mamar- 
oneck — Dr.  C.  X.  Jeffries;  Jacl.son  Heights — Dr. 
Maurice  A.  Golden;  Franklin  Square,  Long  Island — - 
Dr.  Bruno  Landau;  Kexc  Garden  Hills — Dr.  Simon 
Kove;  Standish — Dr.  P.  S.  Keysor;  Franklinnlle — 
Dr.  R.  S.  Kelsey;  Elmont — Drs.  Emil  F.  Klein  and 
John  M.  Caracappa;  Cooperstown — Dr.  Charles  B. 
Kieler;  St.  Albans — Dr.  Hans  Bergmann;  St. 
George — Dr.  Curtis  Becker. 

Also:  Utica — Dr.  Alfred  Hermann;  Bingham- 

ton— Drs.  Herman  M.  Hurdum  and  A.  H.  Fotouhi; 
Mount  Vernon — Drs.  W.  A.  Bell,  Louis  S.  Blancato, 
Lucille  M.  Bond,  P.  Desnoes,  and  William  A. 
Kelly;  Saranac  Lake — Drs.  Richard  P.  Bellaire, 
Joseph  Rosenstein.  Bradley  Sageman,  Charles  C. 
Tremblay,  and  William  A.  Wardner;  Rome — Dr. 
F.  K.  Reid;  Warsaw — Dr.  Cletus  J.  Regan;  Whit- 
ney Point — Dr.  Henry  Rapaport;  Waniagh — Drs. 
Frederick  W.  Proewig  and  Albert  Jessen;  Ham- 
burg— Dr.  E.  A.  Olson;  Montour  Falls — Dr.  James 
J.  Norton;  _Y ew  Hyde  Park — Drs.  Leslie  Lukask, 
Milton  Niemann,  and  S.  Schoenfeld;  Babylon — Dr. 
Calvin  K.  Nicholas;  Syosset — Dr.  Frederick  Herlitz 
and  Vincent  A.  Nardiello,  Jr.;  White  Plains — Drs. 
Dorothy  Chaves,  James  M.  Greer,  and  Walter  W. 
Mott;  Wellsville — Dr.  Desmond  Moleski;  Mer- 
rick— Drs.  R.  C.  Grant  and  Richard  R.  Mirow; 
Bethpage — Dr.  Erich  Wiesarn;  Manhasset— Drs. 
John  G.  Connell,  William  H.  Horan,  Louis  F.  Mar- 
shall, John  R.  Roche,  John  W.  Shepard,  and  James 
A.  Willie;  Bayside — Drs.  Dudley  Liebowitz,  Melvin 
J.  Herman,  and  Arthur  H.  Memit. 

Also:  Long  Island  City — Drs.  Armand  Carrauro 
and  Herbert  Greening;  Huntington — Dr.  Reese  F. 
Alsop;  Long  Beach — Drs.  Robert  H.  Alterman  and 
Sophie  P.  Ehrlich;  Rockaway  Beach — Dr.  Justin  H. 
May;  Lake  Placid — Dr.  Herbert  M.  Bergamini; 
Corona — Dr.  Sidney  Bennett;  Roslyn  Heights — Dr. 
Louis  S.  Bardoly;  Far  Rockaway — Dr.  Nandor 
Bokor;  Rochester — Drs.  Joseph  W.  Cooney  and 
Joseph  A.  Lane;  Manchester — Dr.  Frederick  Dikler; 
Rockville  Centre — Drs.  William  L.  Donnelly,  Alan  A. 
Jacques,  B.  Kresky,  and  Ralph  E.  Whipple;  Dan- 
nemora — Dr.  Laszlo  R.  Eber;  Astoria — Drs.  Arthur 
Gladstein,  Morris  Moskowitz,  .Arthur  Schneller, 
and  Murray  Serlen;  Laurelton — Drs.  Harold  Fried- 
lander  and  Felix  Schwartz;  Sunnyside — Dr.  Joseph 
Shapiro;  Statteille — Dr.  Roswell  D.  Shaw;  Port 
Washington — Dr.  Anthony  A.  Ressa;  Pleasant- 
cille — Dr.  Henry  A.  Rogan;  Rye — Dr.  J.  E.  Gundy; 
Schenectady — Drs.  Alfred  W.  Lucas,  J.  McGrane, 
and  H.  Revnolds. 

Also:  Ogdensburg — Dr.  Samuel  Pettit;  TFafL-ms 
Glen — Drs.  Arthur  Jackson  and  Joseph  Y.  Roberts; 


GloversviUe — Dr.  Herbert  C.  Hageman;  Albion — 
Dr.  James  G.  Parke;  Wellsburg — Dr.  Eugene  Pitt- 
man; Elmhurst — Drs.  Xicolo  M.  Albanese.  Arthur 
H.  Carson,  and  Emanuel  F.  Kalina;  Forest  Hills — 
Drs.  Sevmour  S.  Balkin,  Matthew  Freed,  Leonard 
P.  Fox,  Meyer  Monchek,  and  Joseph  R.  Van  Dyne; 
Farmingdale — Drs.  John  Axelrad  and  Werner 
Sandelwosky;  Cortland — Drs.  Donald  W.  Anderson, 
Edward  P.  Cummins,  Hugh  Frail,  Donald  R.  Gibbs. 
George  F.  Kevin,  Webster  H.  Smith,  and  Stewart  H. 
Yer  Nooy;  Xetc  York  City — Drs.  Milton  Reisch  and 
Robert  S.  Sherman;  Poughkeepsie — Drs.  Charles 
DeBold,  Henry  Krecesman,  J.  Lubart,  T.  M.  Rimai, 
and  P.  Schwartz;  Glen  Cove — Drs.  James  L.  Boyd, 
John  M.  Galbraith,  Stanley  J.  Makowski,  and 
Warren  I.  Titus;  Gowanda — Drs.  R.  L.  Tschopp 
and  Ward  J.  White;  Brushton — Dr.  Philip  E. 
Stamatiades;  Brooklyn — Dr.  Morris  Shlansky. 

Also:  IT assiac — Dr.  E.  Steblen;  Woodharen — Drs. 
Olga  K.  Kiss  and  Stephen  Kiss;  Lake  Mahopac — 
Dr.  George  Steacy;  Mahopac — Dr.  Matthew  H. 
Jacobs;  Jamaica — Drs.  Ralph  Keen,  Stephen 
Laurens,  and  Arthur  Sawitsky ; Peekskill — Drs. 
Charles  L.  Sweet  and  Perry  Garson;  Woodside — Dr. 
N.  M.  Kiraly;  Baldwin — Drs.  George  Hirschfield 
and  Joseph  P.  Stivelman;  Richmond  Hill — Drs. 
Richard  Mascola,  Thomas  S.  Morton,  and  Carl 
Stockier;  Watertown — Dr.  Thomas  K.  Sickels; 
Malone — Drs.  .Alfred  A.  Hartmann,  M.  M.  Kissane, 
and  Carl  P.  Sherwin,  Jr.;  Mineola- — Dr.  Walter  H. 
Sie  gel ; F alley  Sirea  m — Drs . Samuel  J ackson,  Errika 
KapaMs,  and  David  Soloway;  Port  Richmond — Dr. 
Mai  Werner;  Ithaca — Dr.  Louise  Mooney;  James- 
town— Dr.  Calvin  C.  Torrance;  Scarsdale — Dr. 
Harry  E.  Voss;  Collins — Dr.  Ernest  Yon  During; 
Liberty — Dr.  Lee  R.  Tompkins. 

Also:  T upper  Lake — Drs.  Rita  Morse  and  Earl  C. 
Wagner;  Whiiestone — Dr.  Saul  B.  Monto  and 
Joseph  Wars  haw;  Snyder — Dr.  F.  B.  Wilkes; 
Mount  Kisco — Dr.  Dan  Wilcox;  Wood  me -e — Dr. 
Karl  W.  Wechtel;  Sew  Rochelle — Drs.  Henry  J. 
Margotta,  Daniel  A.  Sherber.  and  Ralph  W.  Watson; 
Ridgewood — Dr.  Joseph  Brody;  Heuiett — Dr.  John 
M.  Butterly;  Bemus  Point — Dr.  Luke  H.  Boyd; 
Garden  City — Drs.  Eben  Breed,  Earle  G.  Brown, 
T.  J.  Curphev,  B.  F.  Dennis,  Francis  D.  Maloney, 
and  Robert  Park;  Brewster — Drs.  Robert  Cleaver 
and  Robert  C.  Eliot;  Fan  Etten — Dr.  J.  R.  Cargill; 
Lackawanna — Dr.  L.  A Chojnaeki;  LeRoy — Dr. 
Charles  Casey;  Plattsburg— Dr.  Xello  Y.  Delbel; 
Yonkers — Dr.  C.  E.  De.Angelis;  Olean — Drs.  George 
H.  Carl,  George  C.  Cash.  Joseph  E.  Dempsey.  James 
A.  Doucett,  James  F.  Durkin,  John  Godfrey,  Wilbur 
Manley,  E.  C.  Moore.  Leo  Murphy,  and  Arthur  L. 
Runals;  Hollis — Drs.  Abraham  Appel  and  Faith  S. 
Wohnus;  Allegany — Dr.  Joseph  A.  Wintermantel; 
Port  Chester — Dr.  Joyce  Yerwood;  Bald 'win — Dr. 
Joseph  J.  LaAme;  Carmel — Dr.  William  P.  Kelly; 
South  Ozone  Park — Dr.  R.  W.  Thayer. 

Also:  Troy — Drs.  Henry  F.  Albrecht,  Jr.,  Henry 
C.  Engster,  Walter  Gunther,  and  John  Sulzman; 
Larchmont — Dr.  Peter  A Fauci;  Queens  Village — 
Dr.  H.  W.  Gerdes;  IT illiston  Park — Dr.  Thomas  J. 
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Feams;  Salamanca — Dr.  Thomas  G.  Gardner; 
Patterson — Dr.  Frank  Genovese;  Hudson — Drs. 
Joseph  P.  Gold  and  H.  O.  Little;  Kew  Gardens — Dr. 
Harold  Linsky;  Ellicottville — Dr.  Walter  Leyens; 
Big  Flats — Dr.  Otto  Lederer;  Highland  Falls — Dr. 
A.  H.  Margolis;  Ticonderoga — Dr.  Rudolph  J. 
Martin;  Wingdale — Dr.  Louis  Loeffler;  Scarsdale — 
Dr.  R.  F.  Leighton;  Freeport — Dr.  James  A.  Mc- 
Aleese; Alden — Dr.  Raymond  F.  May;  Newburgh — 
Drs.  D.  C.  Bouton  and  R.  A.  McTamaney;  West- 
bury — Drs.  Thomas  H.  Massey  and  Robert  S.  Mil- 
len;  Cold  Spring — Drs.  Coryell  Clark  and  Ralph  M. 
Hall. 

Also:  Cattaraugus — Drs.  E.  E.  Heier  and  Harry  C. 
Law;  Kenmore — Dr.  Charles  E.  May;  Lynbrook — 
Dr.  Herbert  C.  Mayer;  Flushing — Drs.  Daniel  T. 
Alagna,  Julius  Blankfein,  Adrian  E.  Donnelly, 
Abraham  Dumanis,  B.  Grossman,  C.  Gruggal, 
Forrest  Hayes,  Knut  H.  Houck,  Julius  S.  Kaufman, 
Victor  S.  Lait,  Abraham  S.  Lenzner,  John  D.  Moun- 
tain, and  Leo  P.  Skolnick;  Elmira — Drs.  Fannie 
Angelicola,  Andrew  Blash,  D.  Caravetta,  Francis  W. 
Chamberlain,  Stuart  V.  Collins,  Edward  Curvish, 
Morris  Dreyfus,  E.  C.  Erway,  Richard  0.  Gregory, 
Donald  N.  Groff,  Leon  Hamilton,  Frank  V.  Hertzog, 
A.  H.  Hillman,  C.  M.  Hower,  Walter  Import,  B.  H. 
Kaufman,  Charles  H.  Kinley,  Robert  Larkin,  Samuel 
Levine,  L.  Lindeberry,  K.  D. Maynard,  Stuart  Mil- 
ler, Richard  O.  Monahan,  Alvin  H.  Monroe,  Clyde 
Nagel,  G.  Orsillo,  Charles  H.  Ott,  William  R.  Phil- 
lips, Robert  Powell,  Earle  Ridall,  John  C.  Roem- 
melt,  Phillip  J.  Reilly,  Arthur  C.  Smith,  Joseph  F. 
Smith,  Earl  D.  Smith,  Joseph  F.  Shortsleeve,  Anna 
M.  Stuart,  Edward  Steele,  Donald  J.  Tillow,  R.  G. 
Turner,  and  Mary  H.  Wyttenbach. 

Also:  Great  Neck — Drs.  A.  G.  Borden,  F.  E.  Lane, 
Arnold  N.  Fenton,  Harry  G.  Rainey,  Mary  Steichen, 
and  Martin  L.  Stein;  Buffalo — Drs.  T.  N.  Alpert, 

R.  G.  Buchheit,  Jacob  Burstein,  P.  I.  Dooley,  Robert 
A.  Kaiser,  Jennie  D.  Klein,  D.  H.  Lonngren,  William 
P.  Martin,  W.  R.  Montgomery,  Raymond  W.  Smith, 

S.  T.  Urban,  and  C.  Woeppel;  Bronx — Drs.  Nathan 
Cohn,  Sidney  Elpern,  Joseph  O.  Fisher,  Gaetano 
Gialanella,  N.  J.  Goldberg,  J.  Mucelli,  Marcus  Nash, 
and  Bernard  Schneider;  Levittown — Drs.  Abraham 
Azulay,  F.  Cannizzaro,  Irving  I.  Fuchs,  John  P. 
Glaubitz,  M.  H.  Greene,  Charles  Hoffman,  Arthur  V. 
Jayson,  and  Lester  C.  Mark;  Hempstead — Drs. 
Ruel  L.  Alden,  William  P.  Bartels,  Eugene  Bifules, 
Kenneth  B.  Brown,  Carl  F.  Freese,  A.  E.  Gold,  Roy 
D.  Grimmer,  Otho  C.  Hudson,  Wendell  L.  Hughes, 
Janith  S.  Kice,  E.  R.  Maillard,  Andrew  S.  Sherwin, 
Raymond  W.  Smith,  R.  R.  Steen,  and  P.  A.  Wil- 
liams. 

Course  in  Radiologic  Safety  Offered — A course  in 
radiologic  safety  will  be  offered  by  the  Department 
of  Industrial  Medicine  of  New  York  University 
Post-Graduate  Medical  School,  Wednesday  after- 
noons for  fifteen  weeks,  beginning  September  23,  at 
the  Institute  of  Industrial  Medicine,  325  East  38 
Street,  New  York  City.  It  will  be  given  in  coopera- 
tion with  the  U.S.  Atomic  Energy  Commission  and 
the  New  York  University  College  of  Engineering, 
and  is  designed  to  acquaint  industrial  hygienists, 
industrial  physicians,  health  officials,  and  others 
with  the  fundamentals  of  radiation  safety.  A 
laboratory  course,  which  will  run  concurrently  for  a 
limited  number  of  those  attending  the  lectures,  will 
permit  practical  work  with  survey  and  monitoring 
instruments  in- evaluating  radiation  hazards. 

New  York  doctors  who  will  help  present  the  course 
will  be:  Dr.  Milton  Friedman,  associate  professor  of 
clinical  radiology,  New  York  University  Post- 


Graduate  Medical  School,  and  Dr.  Bernard  S.  Wolf, 
chief  radiologist,  Mt.  Sinai  Hospital,  and  consultant, 
U.S.  Atomic  Energy  Commission.  For  application 
and  information,  address:  Office  of  the  Dean,  New 
York  University  Post-Graduate  Medical  School,  477 
First  Avenue,  New  York  16,  New  York. 

Research  in  Muscular  Dystrophy  Expands — The 

muscular  dystrophy  program  at  New  York  Hospital, 
under  the  supervision  of  Dr.  Ade  T.  Milhorat, 
chairman  of  the  Medical  Advisory  Board  of  the 
Muscular  Dystrophy  Associations  of  America,  will 
be  expanded  at  a yearly  increase  of  $44,000,  to  a 
total  annual  cost  of  $105,495.  The  research  program 
at  New  York  Hospital  is  the  largest  of  the  35  pro- 
jects supported  by  the  Muscular  Dystrophy  Associa- 
tions and  encompasses  a metabolism  ward,  dietary 
kitchen,  extensive  laboratory  facilities,  and  large 
staff  of  investigators  and  technicians,  costing  $61,495 
per  year.  The  expanded  program  now  made  possible 
will  add  the  following  studies:  (1)  a pilot  psychiatric 
study  to  define  the  emotional  problems  of  muscular 
dystrophy  patients  and  their  families,  and  to  deter- 
mine how  a social  worker  trained  in  psychiatry  may 
help  with  these  problems;  (2)  a study  using  methods 
of  physical  chemistry  to  investigate  changes  in 
muscle  fibers  and  protein  structure. 

Three  other  grants  approved  by  the  Muscular 
Dystrophy  Associations  will  go  to  Johns  Hopkins 
University,  the  Research  Laboratory  of  Medical 
Biochemistry  in  Paris,  France,  and  the  University  of 
Colorado.  All  funds  supporting  these  research 
projects  have  been  received  as  the  result  of  appeals 
for  voluntary  contributions  during  the  past  two 
years.  The  Muscular  Dystrophy  Associations  will 
conduct  its  third  national  drive  for  funds  during 
November. 

Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases  Announces  Two  New  Fellowships — The 

Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases has  announced  the  establishment  of  two  fellow- 
ships for  clinical  and  experimental  research.  Named 
in  the  honor  of  the  president  of  the  hospital,  Mr. 
Isaac  Albert,  they  will  be  awarded  during  the  fall 
of  1953. 

Applicants  should  write  to  the  Hospital  Superin- 
tendent, Rutland  Road  and  East  49th  Street, 
Brooklyn,  New  York. 

Applications  for  Anesthesiologist  Now  Being 
Accepted — Applications  for  anesthesiologist  will  be 
issued  and  accepted  by  the  Department  of  Hospitals 
of  New  York  City  from  October  6 to  October  22. 
Requirements  for  the  examination  for  anesthesiolo- 
gist, Grade  4,  will  be  an  M.D.  degree,  one  year  of 
approved  internship,  two  years  of  approved  resi- 
dency in  anesthesiology,  three  years  of  experience 
as  an  anesthesiologist  in  an  approved  hospital,  and 
certification  by  the  American  Board  of  Anesthesi- 
ology. The  salary  will  be  $25.00  and  $16.00  per 
session,  which  may  last  up  to  and  include  three 
hours. 

Applications  may  be  obtained  from  the  Municipal 
Civil  Service  Commission,  96  Duane  Street,  New 
York  7,  New  York. 

Grants  Awarded— The  National  Multiple  Sclerosis 
Society  received  a grant  of  $34,354  from  the  Kresge 
Foundation  of  Detroit  in  August  to  help  further  the 
Multiple  Sclerosis  Research  Project  at  the  New 
York  University-Bellevue  Medical  Center.  The 
Society’s  program  includes  investigation  into  the 
visual  disturbances  produced  by  abnormal  eye 
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movements  in  patients  with  multiple  sclerosis, 
search  for  drugs  that  will  alter  these  disturbances, 
evaluation  of  drugs  aimed  at  alleviating  muscle 
spasticity,  study  of  adhesive  properties  of  blood 
platelets  and  their  reflection  of  activity  in  multiple 
sclerosis,  study  of  cerebral  spinal  fluids  of  patients 
with  multiple  sclerosis  and  other  neurologic  dis- 
orders, and  new  technics  and  modes  of  therapy. 

The  grant  was  awarded  through  the  Paul  W.  Voor- 
hies  Memorial  Fund  of  the  National  Society.  Mr. 
Voorhies,  who  died  in  1952,  became  a member  of  the 
board  of  directors  and  backer  of  the  National  Multi- 
ple Sclerosis  Society  after  his  daughter  was  stricken 
by  the  disease. 

The  New  York  Arthritis  and  Rheumatism  Foun- 
dation has  announced  the  distribution  of  grants 
totaling  815,950  for  research.  Recipients  included 
Columbia  University  College  of  Physicians  and  Sur- 
geons, Cornell  University  Medical  College,  New 
York  University  College  of  Medicine,  and  the  Hos- 
pital for  Special  Surgery,  all  in  New  York  City. 

Physicians  of  Steuben  and  Chemung  Counties 
Commended  for  Voluntary  Polio  Immunizations — 

Surgeons,  psychatrists,  skin  specialists,  general 
practitioners  and  other  specialists  from  Steuben  and 
Chemung  Counties,  who  participated  recently  in  the 
largest  mass  immunization  against  polio  in  the 
nation’s  history,  were  commended  by  the  Medical 
Society  of  the  State  of  New  York  for  their  voluntary 
work.  At  the  end  of  four  days,  the  doctors  had 
immunized  37,000  children  with  gamma  globulin. 

Dr.  Floyd  S.  Winslow,  of  Rochester,  public  rela- 
tions chairman  of  the  State  Medical  Society,  pre- 
sented the  congratulatory  letter  to  Dr.  Steven  E. 
Pieri,  of  Coming,  and  Dr.  William  J.  Cusicks,  of 
Elmira,  presidents  of  Steuben  and  Chemung  County 
Medical  Societies,  respectively. 

Postgraduate  Training  in  Anesthesiology — The 

Newr  York  State  Society  of  Anesthesiologists,  in  co- 
operation with  the  American  Society  of  Anesthesi- 
ologists, is  offering  postgraduate  training  to  physi- 
cians engaged  in  full  or  part-time  practice  of  anes- 
thesiology. There  is  no  tuition  fee,  and  the  instruc- 
tion, varied  to  suit  individual  needs,  will  be  given 
near  the  applicant’s  own  community. 

For  information,  write  to  Dr.  Edwin  Emma,  New 
York  State  Society  of  Anesthesiologists,  137  West 
11th  Street,  New  York  11,  New  York. 

Applications  for  Certification  Being  Accepted  by 
American  Board  of  Obstetrics  and  Gynecology — The 


American  Board  of  Obstetrics  and  Gynecology  is 
now  accepting  applications  for  certification  for  the 
1954  Part  I examinations.  Attention  of  all  candi- 
dates is  called  to  a change  in  date.  Application  for 
examination  or  re-examination,  as  well  as  requests 
for  resubmission  or  case  abstracts,  must  be  made  to 
the  secretary  prior  to  October  1. 

Current  bulletins  are  now  available  and  may  be 
obtained  by  writing  to:  Robert  L.  Faulkner,  M.D., 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 

American-Korean  Foundation — Dr.  Howard  A. 
Rusk,  chief  of  rehabilitation  at  Bellevue  Hospital, 
and  associate  editor  of  the  New  York  Times,  was 
among  the  second  commission  of  experts  sent  to 
Korea  in  August  by  the  American-Korean  Founda- 
tion to  study  the  problems  of  industry,  health,  edu- 
cation, welfare,  building,  and  mining.  Dr.  Rusk  was 
also  with  the  group  which  went  to  Korea  in  March, 
and  which  paid  particular  attention  to  health  and 
welfare. 

Genesee  County  Medical  Society — The  develop- 
ment of  a county  health  department,  as  a step  toward 
a multicounty  unit,  has  been  endorsed  in  principle 
by  the  Genesee  County  Medical  Society.  The 
committee  which  reported  on  the  proposed  project 
was  headed  by  Dr.  Raymond  L.  Warm,  of  Oakfield, 
with  Dr.  Paul  C.  Jenks,  of  LeRoy,  as  vice-chairman. 

Tuberculosis  Symposium  for  General  Practi- 
tioners— Thirty-two  general  practitioners,  including 
11  from  New  York  State,  attended  the  second 
annual  Tuberculosis  Symposium  for  General  Prac- 
titioners held  recently"  in  Saranac  Lake,  New  York. 
This  annual  five-day  course,  approved  for  26  hours 
of  formal  credit  by  the  American  Academy  of 
General  Practice,  is  designed  to  cover  all  important 
aspects  of  pulmonary  tuberculosis  from  the  general 
practitioner’s  point  of  view. 

Topics  of  (discussion  included:  differential  diag- 
nosis, medical  management,  chemotherapy,  col- 
lapse and  surgery,  associated  diseases,  and  rehabili- 
tation. Many  of  the  sessions,  which  were  held  in 
various  sanatoria  and  research  institutions  in  the 
Saranac  Lake  area,  were  informal  panel  discussions 
with  ample  opportunities  for  questions  from  the 
audience. 

This  Tuberculosis  Symposium  is  sponsored  jointly 
by  the  Saranac  Lake  Medical  Society  and  the 
Adirondack  Counties  Chapter  of  the  New  York 
State  Academy  of  General  Practice. 


MEETINGS 

FUTURE 


Steuben  County  Medical  Society 

The  Steuben  County  Medical  Society  met  on 
September  10,  at  8:30  p.m.,  at  the  Homell  Country 
Club,  in  Homell.  Dr.  Joseph  D.  Godfrey,  associate 
professor  in  orthopedic  surgery",  University  of  Buffalo 
School  of  Medicine,  spoke  on  “Backache.” 

The  program  was  postgraduate  instruction  ar- 
ranged by"  the  State  Society  Council  Committee  on 
Public  Health  and  Education  in  cooperation  wnth 
the  New  York  State  Department  of  Health. 

Suffolk  County  Medical  Society 
The  Suffolk  County  Medical  Society  will  hold  a 
series  of  postgraduate  education  lectures  Saturday' 
mornings,  beginning  September  12,  at  11:00  a.m., 
at  the  Central  Islip  State  Hospital. 

The  schedule  will  be  as  follows: 


September  12 — “Trauma  to  the  Central  Nervous 
System,”  Dr.  Joseph  Ransohoff,  associate  professor 
of  neurologic  surgery,  Columbia  University  College 
of  Physicians  and  Surgeons. 

September  26 — “Convulsive  Disorders  in  Adults,” 
Dr.  Sidney  Carter,  assistant  professor  of  neurology, 
Columbia  University  College  of  Physicians  and  Sur- 
geons. 

October  3 — “Clinical  Importance  of  the  Rh  Fac- 
tor,” Dr.  Philip  Levine,  Rh  Blood  Testing  Labora- 
tory, Ortho  Research  Foundation,  New  Jersey". 

October  17 — “Headache,”  Dr.  Arnold  P.  Fried- 
man, assistant  professor  of  clinical  neurology,  Colum- 
bia University  College  of  Physicians  and  Surgeons. 

October  31 — “Psychological  Aspects  of  Preg- 
nancy,” Dr.  Justin  T.  Callahan,  instructor  in  gyne- 
cology and  obstetrics,  Cornell  University  Medical 
College. 
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November  7 — “Toxemias  of  Pregnancy,”  Dr.  R. 
Gordon  Douglas,  professor  of  obstetrics,  Cornell 
University  College  of  Medicine. 

November  21 — “Convulsive  Disorders  in  Chil- 
dren,” Dr.  Zira  DeFries,  instructor  in  neurology, 
Columbia  University  College  of  Physicians  and 
Surgeons. 

December  5 — “Bleeding  in  Pregnancy,”  Dr.  A. 
Guttmacher,  clinical  professor  of  obstetrics  and  gyne- 
cology, Columbia  University  College  of  Physicians 
and  Surgeons. 

December  19 — “Anesthesia  and  Analgesia  in 
Obstetric  Practice,”  Dr.  Irving  M.  Pallin,  assistant 
clinical  professor  of  anesthesiology,  State  University 
of  New  York  College  of  Medicine  at  New  York. 

January  9,  1954 — “Prolonged  Labor:  Causes, 
Management  and  Sequelae,”  Dr.  D.  A.  D’Esopo, 
clinical  professor  of  obstetrics  and  gynecology, 
Columbia  University  College  of  Physicians  and 
Surgeons. 

January  25 — -“Office  Management  of  Cardiac 
Arrythmias,”  Dr.  Marsh  McCall,  director  of  medi- 
cine, Beekman  Downtown  Hospital,  New  York 
City. 

February  6 — -“Psychological  Aspects  of  Child 
Care,”  Dr.  Harry  Bakwin,  professor  of  pediatrics, 
New  York  University  Medical  School. 

February  20 — -“Medical  Problems  of  the  Older 
Patient  in  General  Practice,”  Dr.  Frederic  D.  Zeman, 
chief  physician,  Home  for  the  Aged  and  Infirm 
Hebrews,  New  York  City. 

March  6 — “Prevention  and  Management  of  Pre- 
maturity,” Dr.  Richard  Day,  professor  of  pediatrics, 
Columbia  University  College  of  Physicians  and  Sur- 
geons. 

April  3 — “Care  and  Management  of  the  New- 
born,” Dr.  Samuel  Karelitz,  assistant  clinical  profes- 
sor of  pediatrics,  Columbia  University  College  of 
Physicians  and  Surgeons. 

April  17 — “The  Doctor’s  Office — a Cancer  Detec- 
tion Center,”  Dr.  Abraham  Oppenheim,  assistant 
visiting  surgeon,  Harlem  and  Montefiore  Hospitals, 
New  York  City. 

May  1 — “Newer  Aspects  of  Thyroid  Disease,” 
Dr.  Sidney  Werner,  assistant  professor  of  medicine, 
Columbia  University  College  of  Physicians  and  Sur- 
geons. 

May  15 — “Clinical  Observations  on  Migraine  and 
Its  Treatment,”  Dr.  Sol  Hirsch,  formerly  on  staff  of 
Metropolitan  Hospital.  Two  January  dates  are 
still  unsettled. 

The  lectures  are  postgraduate  instruction  ar- 
ranged by  the  State  Society  Council  Committee  on 
Public  Health  and  Education  in  cooperation  with 
the  New  York  State  Department  of  Health. 

Geneva  Academy  of  Medicine 

The  Geneva  Academy  of  Medicine  will  hold  a 
meeting  September  21,  at  8: 30  p.m.,  at  the  Belhurst 
in  Geneva.  Dr.  Charles  K.  Friedberg,  assistant 
clinical  professor  of  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  will  address  the 
group.  His  topic  will  be  “Advances  in  Clinical 
Cardiology.” 

At  a meeting  of  the  Geneva  Academy  of  Medicine 
on  Monday,  October  19,  Dr.  Frank  Glenn,  professor 
of  surgery,  Cornell  University  College  of  Medicine, 
will  speak  on  “Surgery  of  the  Biliary  Tract.” 

The  programs  are  postgraduate  instruction  ar- 
ranged by  the  State  Society’s  Council  Committee  on 
Public  Health  and  Education  with  the  cooperation 
of  the  New  York  State  Department  of  Health. 


New  York  Diabetes  Association 

The  New  York  Diabetes  Association  will  hold  its 
“First  Symposium  Day  on  Diabetes”  on  October  8 
at  the  Memorial  Center  for  Cancer  and  Allied  Dis- 
eases, New  York  City.  Physicians,  medical  stu- 
dents, and  other  professional  personnel  are  invited  to 
attend. 

Dr.  Irving  Graef,  chairman  of  the  professional 
education  committee,  will  preside  at  the  morning 
session,  when  the  papers  to  be  presented  will  include: 

“The  Hereditary  Obese  Hyperglycemic  Syndrome 
in  the  Mouse,”  Jean  Mayer,  Ph.D.,  Sc.D.,  assistant 
professor  of  nutrition,  Harvard  Medical  College; 
“Lipogenesis  in  Experimental  Diabetes,”  Samuel 
Gurin,  Ph.D.,  professor  of  physiologic  chemistry, 
University  of  Pennsylvania  School  of  Medicine; 
“Hormonal  Control  of  Carbohydrate  Metabolism,” 
Dr.  C.  N.  H.  Long,  Sterling  professor  of  physiology 
at  Yale  University  School  of  Medicine;  “The  Action 
of  Insulin,”  Dr.  W.  C.  Stadie,  John  Herr  Musser 
professor,  Department  of  Research  Medicine,  Uni- 
versity of  Pennsylvania;  “The  Hyperglycemic 
Glycogenolytic  Factor  of  Pancreas,”  Gerald  A. 
Wrenshall,  Ph.D.,  assistant  professor,  Banting  and 
Best  Department  of  Medical  Research,  University 
of  Toronto,  Toronto,  Canada;  and  “Insulin  and 
Complications  of  Diabetes,”  Dr.  Herman  O.  Mosen- 
thal,  past-president  of  both  the  New  York  Diabetes 
Association  and  the  American  Diabetes  Association. 

Discussions  during  the  morning  session  will  be  led 
by  Forrest  E.  Kendall,  Ph.D.,  professor  of  physio- 
logic chemistry,  University  of  Pennsylvania  School  of 
Medicine;  Dr.  J.  S.  L.  Browne,  director,  University 
Clinic,  Royal  Victoria  Hospital,  Montreal,  Canada; 
Dr.  Martin  G.  Goldner,  director  of  medicine,  Jewish 
Sanitarium  and  Hospital  for  Chronic  Diseases, 
Brooklyn,  and  Dr.  Stadie. 

The  afternoon  session,  presided  over  by  Dr.  Robert 
Goodhart,  chairman  of  the  committee  on  research, 
will  include  papers  on:  “Disturbances  in  the  Me- 
tabolism of  Vitamin  Bi2  in  Diabetes  and  Their  Signifi- 
cance,” Bacon  Chow,  Ph.D.,  associate  professor, 
Johns  Hopkins  University  School  of  Public  Health 
and  Hygiene;  “Indications  for  the  Use  of  Various 
Insulins,”  Dr.  Franklin  B.  Peck,  director  of  the 
medical  division  of  Eli  Lilly  and  Company,  and 
associate  professor  of  medicine  at  Indiana  University 
School  of  Medicine;  “The  Management  of  Diabetes 
During  Pregnancy,”  Dr.  David  Hurwitz,  chief, 
diabetes  service,  Boston  City  Hospital,  and  chief  of 
the  division  of  medicine,  Mount  Auburn  Hospital, 
United  States  Public  Health  Service,  Boston,  Massa- 
chusetts; “The  Effects  of  Life  Situations  and 
Emotions  upon  the  Management  of  Diabetes,”  by 
Dr.  Lawrence  Hinkle,  assistant  professor  of  clinical 
medicine  at  Cornell  University  Medical  College; 
“The  Management  of  Surgical  Infections  in  Diabetes 
with  Special  Reference  to  Streptokinase-Strepto- 
domase,”  Dr.  W.  Ross  McCarty,  associate  professor 
of  surgery,  New  York  University  College  of  Medicine 
and  New  York  University-Bellevue  Medical  Center, 
and  “The  Nutritional  Management  of  Diabetes,” 
Dr.  Herbert  Pollack,  associate  physician,  metabolic 
diseases,  Mt.  Sinai  Hospital,  New  York  City. 

Discussions  will  be  led  by  Dr.  Benjamin  Ashe, 
associate  clinical  professor  of  medicine,  New  York 
University-Bellevue  Medical  Center;  Dr.  William 
P.  Given,  assistant  professor  of  clinical  obstetrics 
and  gynecology,  Cornell  Medical  College,  and  Dr. 
Elaine  P.  Ralli,  associate  professor  of  medicine,  New 
York  University  College  of  Medicine. 

A reception  will  be  held  at  the  New  York  Academy 
[Continued  on  page  2136) 


for  higher  penicillin 


blood  levels 


rely  on  the  ESKACILLINS* 

the  palatable  liquid  penicillin  preparations  for  oral  use 

Because  they  are  readily  soluble  in  gastric  juice,  the  'Eskacillins’ 
are  more  rapidly  absorbed  than  are  the  newer,  highly  insoluble  salts 
of  penicillin  such  as  benzethacil.  Consequently,  you  obtain  far 
higher  blood  levels  with  the  'Eskacillins’. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 


v comparison  of  the  average  serum 
oncentrations  in  the  same  patients  after 
i single  oral  dose  . . . 


(averages  of  a series  of  patients,  oral  fasting) 


'Eskacillin'  vs.  one  of  the  newer,  highly  insoluble  penicillin  salts 
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Source:  Foltz,  E.  L.,  and  Schimmel,  N.  H.:  Antibiotics  & Chemotherapy  3:593  (June)  1953. 


per  teaspoonful 


the  ' Eskacillins ’ 


‘Eskacillin  50’ 
‘Eskacillin  100’ 
‘Eskacillin  250’ 
‘Eskacillin  500’ 
skacillin  100-Sulfas' 

skacillin  250-Sulfas’ 


50,000  units  potassium  penicillin  G 

100.000  units  potassium  penicillin  G 

250.000  units  procaine  penicillin  G 

500.000  units  procaine  penicillin  G 

100.000  units  potassium  penicillin  G plus  0.5  Gm.  of  three 
sulfonamides  (sulfadiazine,  sulfamerazine,  sulfamethazine) 

250.000  units  procaine  penicillin  G plus  0.5  Gm.  of  three 
sulfonamides  (sulfadiazine,  sulfamerazine,  sulfamethazine) 
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[Continued  from  page  2133] 

•of  Sciences  at  6:30  p.m.,  followed  by  dinner  at  7 : 15 
p.m.  The  introduction  will  be  given  by  Dr.  Herbert 
Pollack,  chairman  of  the  Symposium  Day  program 
committee,  and  Dr.  Frederick  W.  Williams,  chairman 
of  the  Clinical  Society,  will  preside.  The  evening 
speaker  will  be  Dr.  J.  S.  L.  Browne,  director  of  the 
University  Clinic  at  the  Royal  Victoria  Hospital, 
Montreal,  Canada,  whose  subject  will  be  “Certain 
Concepts  and  Difficulties  in  Clinical  Endocrinology.” 

Registration  for  day  sessions  and  reservations  for 
dinner  should  be  made  through  the  New  York 
Diabetes  Association,  Inc.,  2 East  103rd  Street,  New 
York  29,  New  York.  Because  of  limited  seating 
capacity,  advance  registration  is  necessary. 

American  Otorhinologic  Society  for  Plastic 
Surgery 

The  American  Otorhinologic  Society  for  Plastic 
Surgery  will  hold  its  next  meeting  on  October  11,  at 
the  Morrison  Hotel,  Chicago. 

The  program  will  consist  of  a board  of  directors 
meeting  at  5:00  p.m.,  a general  membership  meeting 
at  5:30  p.m.,  cocktails  at  6:30  p.m.,  and  dinner  at 
7:00  p.m.  The  scientific  program,  scheduled  for 
8:00  p.m..  will  include  papers  on  "Operation — Face 
Lift,”  "Possibilities  and  Limitations  in  Plastic  Sur- 
gery of  the  Nose,”  and  round-table  discussions  on 
rhinoplastic  surgical  problems,  plastic  surgery  of  the 
nose,  and  a review  of  800  articles  covering  plastic 
surgery  of  the  nose,  by  Dr.  James  B.  Brown,  and 
others,  from  the  Journal  of  Plastic  and  Reconstructive 
Surgery. 

Clinics  will  be  arranged  at  various  times  and 
places  during  the  week  and  will  be  announced  at  the 
meeting. 

Binghamton  City  Hospital 

The  combined  staffs  of  Binghamton  City  Hospital 
will  hold  a meeting  October  26,  at  8:00  p.m.,  at  the 
hospital.  They  will  be  addressed  by  Dr.  Russell  L. 
Cecil,  professor  of  clinical  medicine,  Cornell  Univer- 
sity Medical  College,  whose  topic  will  be  'The 
Treatment  of  Chronic  Arthritis.”  The  program  is 
postgraduate  instruction  arranged  by  the  State 
Society  Council  Committee  on  Public  Health  and 
Education  in  cooperation  with  the  New  York  State 
Department  of  Health. 

New  York  State  Academy  of  General  Practice 

The  Fifth  Annual  Scientific  Assembly  of  the  New 
York  State  Academy  of  General  Practice  will  be 
held  October  26  through  October  28  at  the  Hotel 
Statler,  New  York  City7. 

New  York  physicians  who  will  present  papers  at 
the  three-day  assembly  are:  Dr.  Philip  Moen  Stim- 
son,  professor  of  clinical  pediatrics  at  Cornell  Uni- 
versity Medical  College;  Dr.  John  Robert  Cobb, 
attending  orthopedic  surgeon  at  the  Hospital  for 
Special  Surgery  and  Polyclinic  Hospital;  Dr. 
Samuel  Karelitz,  attending  physician  at  Willard 
Parker  Hospital  and  attending  pediatrician  at  Mt. 
Sinai  Hospital;  Dr.  Harold  Alexander  Abramson, 
associate  attending  physician  for  allergy7  at  Mt. 
Sinai  Hospital;  Dr.  Louis  M.  Heilman,  professor  and 


executive  officer,  Department  of  Obstetrics  and 
Gynecology,  State  University  of  New  York  College 
of  Medicine  at  New  York  City;  Dr.  Howard  A. 
Rusk,  chairman  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  New  York  L'niversity 
College  of  Medicine,  and  director,  the  Institute  of 
Physical  Medicine  and  Rehabilitation,  New  York 
University-Bellevue  Medical  Center;  Dr.  Nolan 
D.  C.  Lewis,  professor  of  psychiatry,  Columbia 
University,  and  Dr.  Louis  H.  Bauer,  immediate 
past-president  of  the  American  Medical  Association. 

The  welcoming  address  will  be  given  by  Dr.  Floyd 
C.  Bratt,  president  of  the  New  York  State  Academy 
of  General  Practice,  and  the  felicitation  by7  Dr. 
Andrew  A.  Eggston,  president  of  the  Medical  Society 
of  the  State  of  New  York.  Exhibits,  round-table 
discussions,  and  banquets  will  complete  the  program. 

American  Medical  Association 

The  annual  Clinical  Session  of  the  American 
Medical  Association,  to  be  held  in  St.  Louis,  Decem- 
ber 1 through  December  4,  will  have  its  headquarters 
at  the  Jefferson  Hotel.  The  house  of  delegates  ses- 
sions will  take  place  in  the  Gold  Room  of  the  hotel, 
and  all  reference  committees  will  meet  there . Mem- 
bers of  the  house  are  urged  not  to  make  application 
to  the  hotel  until  they  receive  a letter  from  the 
A.M.A.  telling  them  how  to  make  their  reservations. 

Scientific  activities  will  be  held  in  Kiel  Audi- 
torium. Clinical  presentations  will  cover  the  fields 
of  medicine,  surgery,  pediatrics,  obstetrics  and  gyne- 
cology, tuberculosis  and  other  diseases  of  the  chest, 
cardiovascular  diseases,  arthritis,  dermatology, 
gastrointestinal  diseases,  and  neuropsychiatry. 
Medical  motion  pictures  will  be  shown  continuously, 
and  the  authors  will  be  present,  whenever  possible,  to 
discuss  their  work. 

American  Academy  of  Dental  Medicine 

The  American  Academy  of  Dental  Medicine  will 
hold  its  midwinter  meeting  and  luncheon  on  Sunday, 
December  6,  at  the  Hotel  Statler,  New  \ ork  City. 
‘‘Geriatrics”  will  be  the  theme  of  the  scientific  ses- 
sion. There  will  be  a business  meeting  for  members 
at  10:00  a.m.,  and  the  luncheon  and  round-table 
discussions  on  geriatrics  and  related  subjects  will 
begin  at  12:30  p.m.  All  interested  dentists  and 
physicians  are  invited  to  attend. 

For  details  and  reservations,  address  the  national 
secretarv,  Dr.  William  M.  Greenhut,  124  East  84 
Street,  New  York  28,  New  York. 

Ontario  County  Medical  Society 

Dr.  Leon  G.  Berman,  associate  professor  of  sur- 
gery, State  University  of  New  York  College  of 
Medicine  at  SyTacuse,  will  be  guest  speaker  at  a 
dinner  meeting  of  the  Ontario  County  Medical 
Society7  to  be  held  Tuesday,  December  8,  at  the 
Clifton  Springs  Sanitarium,  Clifton  Springs.  Dr. 
Berman’s  topic  will  be  "The  Diagnosis  and  Treat- 
ment of  the  Acute  Surgical  Abdomen.”  The  pro- 
gram is  postgraduate  instruction  arranged  by  the 
State  Society  Council  Committee  on  Public  Health 
and  Education  in  cooperation  with  the  New  A ork 
State  Department  of  Health. 


We  first  make  our  habits  and  then  our  habits  mate  us. — Dryden 
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We  Share  with  You 
the  Care  of  Your  Patient 

Here  at  the  Spa,  the  care  of  your  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

With  the  modern  facilities  at  the  Saratoga  Spa, 
your  patient  with  a coronary  condition,  digestive 
disorder,  arthritis  and  allied  ailments  or  hyper- 
tension, receives  benefit  from  the  treatment  with 
naturally  carbonated  mineral  waters. 

A list  of  capable  physicians  who  are  available  in 
Saratoga  Springs  for  consultation  with  your 
patient  on  the  details  of  the  program,  is  available 
on  request. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
score  to  the  therapeutic  influences  of  the  Spa’s 
famed  waters. 

“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH” 

Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized  — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and 
physician’s  sample  carton 
of  bottled  waters,  with 
their  analyses,  write  W.S. 
McClellan,  M.D.,  Medi- 
cal Director,  Saratoga 
Spa,  155  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association 


The  Empire  State  s Contribution  to  the  Medical  Profession 


FORMER  HOSPITAL 

Available  for  nursing  or  con- 
valescent home  or  rehabilita- 
tion center. 

FOR  RENT 

3 story,  brick  building — detached  garage,  with 
large  living  quarters  in  Far  Rockaway,  N.  Y., 
facing  Jamaica  Bay.  Spacious  grounds — eleva- 
tor— oil  heat.  Medical,  X-ray  and  dental  equip- 
ment. Fully  equipped  kitchen,  including  large 
refrigerators,  washing  machines  and  sterilizers. 
Call  or  write  for  inspection. 

Jerome  J.  Marrus 

280  Broadway,  N.  Y.  C. 
HAnover  2-4864 


DOCTOR.  . . . 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children's  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...recommend...! 


HUH 


Xi.no. 


Order  from  your  supply  house  or  pharmacist 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 


u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  a.  y. 
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Soothing,  aseptic 


vaginal 


douche 


Free  sample-The  Alkalol  Company,  Taunton  30,  Mass. 


OUTSTANDING  CORNER 
ON  MAMARONECK  AVENUE 

(WHITE  PLAINS  MAIN  THOROUGHFARE) 

BRIAR  WOODS 


WESTCHESTER’S 
OUTSTANDING 
NEW  COMMUNITY 
OF  QUALITY  HOMES 

AT  FASHIONABLE  HILLAIR  CIRCLE 


SPLIT-LEVEL 


6 rooms,  2-car  garage 
Space  with  separate  entrance  for  office 


Fully  Air-Conditioned  by  CARRIER 
147  Ft.  frontage  on  Mamaroneck  Ave. 


PRICE  $29,500 


BRIAR  WOODS,  INC. 

1064  Mamaroneck  Ave. 
WHite  Plains  8-9055 


&f>  ^©y 
^ • 


MANHATTAN- 34  WEST  36th  St. 
j BROOKLYN— 288  LIVINGSTON  St. 
FLATBUSH  — 843  FLATBUSH  AVE. 


Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER  ) 

, . — ^ 


POWDER  and  LIQUID 


Baker’s  Modified  Milk  is  made  from  Grade  A 
Milk  (U.  S.  Public  Health  Service  Milk  Code), 
which  has  been  modified  by  replacement  of 
the  milk  fat  with  animal  and  vegetable  oils 
and  by  the  addition  of  carbohydrates,  vita- 
mins and  iron. 


Now  as  then,  we  know  that  proteins  play  a 
predominant  role  in  nutrition  . , . and  Baker’s 
Modified  Milk  provides  an  adequate  protein 
intake  (2) ...  3.7  grams  per  kilogram  of  body 
weight  per  day. 

Baker’s  also  provides  a replaced  fat  as  well  as 
adequate  amounts  of  carbohydrates,  vitamins 
(except  C),  calcium,  phosphorus,  iron  and 
other  minerals. 

BAKER’S  MODIFIED  MILK 
IS  NUTRITIONALLY 
ADEQUATE  FOR  INFANTS 


(1)  Cheadle  — Artificial  Feeding  and  Food  Disorders  of  Infants,  Sixth  Edition,  (1906) 

(2)  National  Research  Council — Recommended  Dietary  Allowances,  Reprint  129,  (1949) 
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HOLBROOK  MANOR  nZmzg 

Fiv~  Acres  of  Pinc^oodcd  Grounds 

SENILE 

Non-««ctarian.  di-tary  laws  ob ’erred 
T-t  dical  Dir  ctor  O.  L.  Friedman,  M.D..  Q.P. 
HOLLROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MancU  School  254  W.  54  St—  N Y C 

Circle  7-3434 

Licensed  by  the  State  of  New  York  _______ 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists. 


dietitians,  and  technicians 


PainvUhUi  Zdcfe/dif, — 

NEW  YORK  MEDICAL  EXCHANGE 

<89  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt, Med.  Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


THE  MOUNT  SINAI  HOSPITAL  OF  NEW  YORK 

POSTGRADUATE  COURSES  IN  ELECTROCARDIOGRAPHY 
AND  CARDIOLOGY 

Given  in  affiliation  with  COLUMBIA  UNIVERSITY. 

(1)  Intensive  Course  in  Elementary  Electrocardiography 

October  19  to  24,  1953;  repeated  January  4 to  9,  1954. 

(2)  Intensive  Course  in  Advanced  Electrocardiography 

October  26  to  31,  1953;  repeated  January  11  to  16,  1954. 

(3)  Cardiovascular  Diseases 

November  2 to  13,  1953;  repeated  January  18  to  29,  1954. 
This  course  presents  the  fundamental  aspects  of  the  important 
cardiovascular  diseases  and  emphasizes  the  newer  advances  in 
diagnostic  procedures  and  in  therapy. 

INSTRUCTORS:  Drs.  Arthur  M.  Master,  Simon  Dack,  Harry  L. 
Jaffe,  Henry  Horn  and  Staff. 

For  application  blanks  and  information,  address  the  Registrar  for 
Medical  Instruction  at  The  Mount  Sinai  Hospital,  11  East  100th 
Street,  New  York  29,  N.  Y. 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANE  DISCOUNT  C0RP. 

230  W.  41st  ST.  HEW  YORK 

Phone:  LO  5-2943 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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FOR  RENT 


Desirable  location  for  professional  office  in  fast  growing 
Nassau  County.  Will  sell  fine  old  house  or  alter  entire 
ground  floor  to  suit,  on  basis  of  long  time  lease.  Write 
John  C.  Fry,  185  Long  Beach  Road,  Oceanside,  N.  Y. 


FOR  RENT 


Occupied  as  Doctor’s  office  for  over  forty  years.  Can  take 
immediate  possession.  620  State  Street,  Schenectady,  New 
York.  Mrs.  J.  H.  Collins. 


WANTED 


Associate  for  General  Practice.  Long  Island.  State  quali- 
fications. Box  691,  N.  Y.  St.  Jr.  Med. 


OPPORTUNITY  AVAILABLE 


Medical  Office  on  East  Queens,  Main  thoroughfare.  For 
cost  of  fixtures.  Suitable  for  specialist.  Will  introduce. 
Box  692,  N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physicians-Dentists  only. 
Classes  & Individual  — Information,  John  Levbarg,  M.D. 
219  West  86th  St.,  N.  Y.  C.  EN2  - 6845. 


INTERNIST  — DIPLOMATE 


43,  Qualified  Gastroenterology;  well  experienced  in  practice, 
desires  association  or  location.  Box  690,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Lawrence,  L.  I.  Twelve  room  house  on  one  acre.  Beau- 
tifully landscaped,  tennis  court.  Conveniently  located. 
Large  two-car  garage,  with  four  room  apartment  overhead. 
Ideal  for  doctor.  Cedarhurst  9-3969. 


MUST  SELL 


Lovely  2 family  house.  Well  established  ear,  nose  and 
throat  practice.  Ideal  location,  on  Avenue  66  x 100.  Upper 
5 room,  open  porch.  Available  at  once.  Lower  floor,  7 
room.  Porch.  Landscaped  terrace.  Double  garage.  Call 
H.  Kornreich,  4915 — 12th  Avenue,  Brooklyn  19,  N.  Y. 
Ge.  6-8855.  Showing  by  appointment. 


FOR  SALE 


All  electric  Cambridge  Hindle  electrocardiograph  with  uni- 
polar assembly.  Can  also  be  used  as  portable.  In  excel- 
lent condition.  Call  Shore  Road,  5-4330. 


FOR  SALE 


One  upright  Westinghouse  Flor-o-scope.  Priced  to  sell. 
Location  80  North  Main  Street,  Ellenville,  New  York. 
It  must  be  moved  by  November  1,  1953.  If  interested, 
address  me  at  Shamrock,  Texas.  O.  Merle  Roberts,  M.D. 


FOR  SALE 


Brooklyn.  Near  Prospect  Park.  Established  doctor’s  office. 
Well  built,  4-story  duplex  brick.  5-room  office,  plus  3-room 
apartment,  plus  8-room  apartment.  All  transportation. 
Must  be  seen.  Am  leaving  city.  $23,000.  Brokers  pro- 
tected. Telephone  South  8-0944,  Dr.  L.  Blaustein. 


OFFICE  FOR  RENT 


Three  rooms,  and  share  waiting  room  with  dentist.  West 
80’s,  Manhattan.  Good  transportation.  Very  fair  rental. 
Private  and  patient’s  baths.  Call  TRafalgar,  7-6615 
Tues,  Thurs. 


FOR  SALE 


Brooklyn,  Bay  Ridge,  Fort  Hamilton  Section.  Large  house 
with  garage.  Conveniently  located  to  subway  and  bus 
lines.  Very  suitable  for  Physician’s  residence  and  office. 
Immediate  posession.  Plot  60  x 100.  Granatelli,  75  Crom- 
well Avenue,  Staten  Island  4,  New  York,  DOngan  Hills 
6-1917. 


FOR  SALE 


1 1 room  house,  residence  and  professional  suite,  garage, 
finished  basement,  extras,  established  medical  area,  de- 
tached, corner,  excellent  transit  facilities,  in  Queens.  Call 
Virginia  3-7140. 


FOR  RENT 


11  East  68th  Street  Room  available  in  modern  newly  deco- 
rated office  suite.  Especially  suitable  for  psychiatrist.  Full 
time  or  part  time.  Receptionist.  Large  air-conditioned 
waiting  room.  REgent  7-2656. 


WANTED 


General  Practitioner— - Young;  family;  desires  association 
with  partner  or  group.  N.  Y.  C.  or  suburbs.  Excellent 
qualifications;  Grade  A school;  priority  IV.  Box  688, 
N.  Y.  St.  J.  Med. 


WANTED 


Established  Clinical  Pathological  Laboratory  in  N.  Y.  C 
area  or  within  25  miles:  as  Director,  Partner  or  Owner. 
Call  Dr.  Hirschhorn,  GE.  6-7447. 


FOR  SALE 


This  Outstanding  Professional  Quarters  in  Nassau 
County.  Full  Block  Front  on  Stewart  Avenue  in 
Heart  of  Garden  City. 


Exceptional  Office  and  Con- 
sultation setup  on  First  Floor. 

Beautiful  Living  Quarters  on  Second  Floor, 
fully  modernized.  All  in  Excellent  Condition. 

Real  Opportunity  at  $60,000. 

For  information — Call 

WM.  H.  CORDES 

73  NASSAU  BLVD. 

Garden  City  7-8888 
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NOW 


the  first  intramuscular  digitoxin 


DIGITALINE  NATIVELLE* 


INTRAMUSCULAR 


for  dependable  digitalization  and  maintenance 
when  the  oral  route  is  unavailable 


DIGITALINE  NATIVELLE 
INTRAMUSCULAR 
is  indicated  for  patients  who  are 
comatose,  nauseated  or  uncoopera- 
tive, or  whose  condition  precludes  the 
use  of  the  oral  route. 

DIGITALINE  NATIVELLE 

INTRAMUSCULAR 

provides  all  the  unexcelled  virtues  of 

its  parent  oral  preparation. 

Steady,  predictable  absorption. 
Equal  effectiveness,  dose-for-dose 
with  oral  DIGITALINE  NATIVELLE. 

' Easy  switch-over  to  oral  medication. 


Clinical  investigation  has  shown  that  DIGITALINE  NATIVELLE  INTRAMUSCULAR 
is  "effective  in  initiation  and  maintenance  of  digitalization.  A satisfactory  therapeutic 
effect  was  obtained  with  minimal  local  and  no  undesirable  systemic  effects."* 


DIGITALINE  NATIVELLE  INTRAMUSCULAR  — 1-cc.  and  2-cc.  ampules,  boxes  ol  6 and  50.  Each  cc.  provides  0-2  rag. 
of  the  original  digitoxin  - DIGITALINE  NATIVELLE. 

Strauss.  V.;  Simon.  D.  L;  Iglauer.  A.  and  McGuire.  J.:  Clinical  Studies  ot  Intramuscular  Injection  ol  Digitoxin 
iDigitaline  Nativelle)  in  a New  Solvent.  Am.  Heart  J.  44: 787.  1352. 

Literature  and  samples  available  on  re-quesL 


VARICE  PHARMA  CAL  COMPANY.  INC. 

(Division  of  E.  Fougerc  & Co..  Incj 
75  Varick  Street.  New  York  13,  N.Y. 
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One  suppository  should  be  inserted  every  other  night  until  at  least  5 have  been 
used.  An  acid  douche  may  be  given  on  alternating  nights.  Sometimes  it  is  neces- 
sary to  extend  or  repeat  treatment  or  to  increase  the  dose  up  to  2 suppositories 
daily  for  two  weeks. 


ilibis 


VAGINAL  SUPPOSITORIES 


Supplied  in  boxes  of  5,  each  containing  0.25  Gm.  Milibis  in  a gelatin-glycerine  base. 


Milibis,  trademark  reg.  U.  S.  & Canada,  brand  of  bismuth  glycoly lar sanilate 


WINTHROP-STEARNS  INC.  NEW  YORK  18,  N Y.  • WINDSOR,  ONT. 


Hi 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Sprinss,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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in  col$s  and  grippe 

‘EDRISAL  with  CODEINE 

lA  gr.’ 

‘EDRISAL  with  CODEINE 

V2  gr.’ 

make  your  patients 

rrfeel  better” 

Patients  who  are  suffering  from  colds  or  grippe  want — more  than  anything  else — 
to  “feel  better”.  A superior  method  of  helping  them  is  to  prescribe  S.K.F.’s 
‘Edrisal  with  Codeine’. 

‘Edrisal  with  Codeine’  contains  Benzedrine*  Sulfate  (racemic  amphetamine  sulfate, 
S.K.F.)  to  overcome  the  depression  that  accompanies  and  magnifies  the  patient’s 
discomfort.  The  ‘Benzedrine’  component  also  averts  the  undesirable  depressant 


effect  that  ordinarily  accompanies  the  use  of  codeine 

and  produces,  instead,  a 

sense  of  well-being  and  increased  energy. 

in  prescribing,  be  sure  to  specify 

'EDRISALt  with  CODEINE 

lA  gr.’ 

‘EDRISAL  with  CODEINE 

V2  gr.’ 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off. 

Each  tablet  contains  ‘Benzedrine’  Sulfate  (racemic  amphetamine  sulfate,  S.K.F.)  2.5  mg.; 
acetylsalicylic  acid,  234  gr.;  phenacetin,  2 34  gr.;  and  codeine  sulfate,  34  gr.  or  34  gr. 
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A NEW 
DRUG... 


for 

control  of 
blood  pressure 


UNITE 

Brand  of  Cryptenamine  (Irwin-Neisler) 


Unique  Advantages  of  UNITENSEN 

• Of  all  the  known  Veratrum  alkaloids  or  Veratrum 
alkaloid  preparations,  Unitensen,  brand  of  cryp- 
tenamine, is  the  only  one  which  has  a 4:1  ratio 
between  its  hypotensive  activity  and  the  dosage 
level  which  produces  the  side  effect  of  vomiting. 

• Unitensen  assures  a wide  margin  between 
therapeutic  and  vomiting  dose  by  means  of  a 
dual  biologic  standardization  for  both  emetic 
propensities  and  hypotensive  action. 

$ Unitensen  has  a therapeutic  index  of  125  — 
highest  of  all  available  Veratrum  alkaloids  tested. 

q Unitensen  has  consistent,  predictable  and 
uniform  action. 


COMPARISON  OF  UNITENSEN  WITH  P R O TO  V E R A T R I N E 
AND  THREE  OTHER  AIKAIOID  PREPARATIONS 


Drug 

Emetic: 

Therapeutic 

Ratio 

Therapeutic 

Index 

UNITENSEN 

(cryptenamine — Irwin.  Neisler) 

4:1 

125 

Piotoveratrme  A & B 

1:1 

20 

Commercial  Alkaloid  Preparation  A 

1.2:1 

40 

Commercial  Alkaloid  Preparation  B 

1:1 

- 

Commercial  Alkaloid  Preparation  C 

1:1 

~ 

Unitensen  has  shown  excellent  results  in  clinical 
studies  in  hypertensive  crisis,  eclampsia,  preeclamp-> 
sia,  and  preeclampsia  with  underlying  essential 
hypertension. 

Unitensen  (Aqueous)  is  available  at  present  as  a paren- 
teral preparation,  containing  2 mg.  per  cc.  (260  C.S.R.* 
Units)  of  cryptenamine,  in  5 cc.  multiple  dose  vials. 
♦Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & COMPANY  • decatur,  Illinois 
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Buy  Savings  Bonds 


In  Spastic  and  Occlusive  Vascular  Diseases 

TENSODIN 

Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascu- 
lar conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual 
dose  is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  (ablet  contains  ethaverine  HCI  (non-narcotic  ethyl  homolog  of  papaverine)  Vi  gr.. 
phenobarbital  !4  gr.,  theophylline  calcium  salicylate  3 grs. 

Teasodinf',  a product  of  E.  Bilhubcr,  Inc. 


BILHUBER-KNOLL  CORP.  Orange,  New  Jersey 
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fo 


r a balanced 
program  of 
pa  renteral 
nutrition 


5 NEW 


SOLUTIONS 


all  the 
advantages 
of  T ravert* 


replacement  of 
electrolytes,  and 
correction  of  acidosis 
and  a I ka  los  is 


* Travert  10%  Solutions  provide: 
twice  as  many  calories  as  5%  dextrose, 
in  equal  infusion  time, 
with  no  increase  in  fluid  volume; 
a greater  protein-sparing  action  as 
compared  to  dextrose; 
maintenance  of  hepatic  function. 


Wallet  cards  as  shown 

available  on  request 

products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 
DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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Harold  F.  R.  Brown,  M.D. 
Buffalo 

James  Greenough,  M.D. 
Oneonta 

Denver  M.  Vickers,  M.D. 
Cambridge 


Term  Expires  1956 

Floyd  S.  Winslow,  M.D. 
Rochester 

Renato  J.  Azzari,  M.D. 
Bronx 

Peter  J.  Di  Natale,  M.D. 
Batavia 

Scott  Lord  Smith,  M.D. 
Poughkeepsie 


TRUSTEES 


Jambs  R.  Reuling,  M.D., 


John  J.  Masterson,  M.D.  . . Brooklyn 
Herbert  H.  Bauckus,  M.D.  . . BufFalo 
Edward  R.  Cunniffe,  M.D.  . . . Bronx 


(See  pages  2152  and  2154  for 


Chairman Bayside 

J.  Stanley  Kenney,  M.D. . New  York  City 

Leo  F.  Schiff,  M.D Plattsburg 

Walter  W.  Mott,  M.D.  . . White  Plains 

additional  Society  Officers ) 
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Easy -to -administer  oral  antibacterial  therapy 


TRIPLE  SULFONAMIDE  WITH  PENICILLIN 


ACTIONS  AND  USES:  Pentresamide  Tablets  provide  the 
combined  antibacterial  activity  of  penicillin  and  sulfona- 
mides—in  many  susceptible  infections  more  effective  than 
either  agent  used  alone.  They  are  especially  useful  in  mixed 
infections. 

SUPPLIED:  Tablets  in  bottles  of  60  and  250.  Granules  for 
suspension  in  water  in  dispensing  bottle  containing  6 Gm 
triple  sulfonamide  and  3,000,000  units  buffered  penicillin  G. 
One  tablet  or  one  teaspoonful  of  suspension  provides: 
0.1  Gm.  sulfamerazine,  0.2  Gm.  sulfadiazine,  0.2  Gm. 
sulfamethazine  and  250,000  units  of  potassium  penicillin  G. 

DOSAGE:  Adults,  1 or  2 tablets  or  teaspoonfuls  q.i.d.  Chil- 
dren, by  weight  and  condition.  Dosage  schedule  on  request. 


Wider  Antibacterial  Range 


Corynebacterium 
d i phtheriae 
Bacillus  anthracis 
Clostridia 


Staphylococcus 

Streptococcus 

Pneumococcus 


> Gram-Positive 


Sulfonamides 


Gonococcus 

Meningococcus 

Klebsiella  pneumoniae 
Brucella  abortus 
Escherichia  coli 
Aerobacter  aerogenes 
Proteus  vulgaris 
Shigella 
Pseudomonas 
aeruginosa 
Eberthella  typhosa 
Salmonella  


> Gram-Negativf 
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George  P.  Bergmann,  M.D.,  Mattituck 
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Vagus 

nerve 


■ 


< 


Preganglionic 


Postganglionic 


Pelvic  parasympathetic  nerves 


in  GASTROINTESTINAL  SPASM 


PARASYM  PATHOLYTIC 


NOT  parasympathomimetic 


Parasympatho/ytic  (as  well  as 
spasmolytic)  in  all  therapeutic 
dosages,  homatropine  methylbromide 
affords  dependable  relief  of  gastro- 
intestinal spasm.  It  is  thus  superior  to 
many  agents  which  are  actually 
parasympathomimetic  in  customary 
dosages  and  parasympatho/f/tic  only 
in  high  dosages  attended  by 
disturbing  side  effects. 

In  Lusyn  the  antispasmodic  efficacy 
of  homatropine  methylbromide  is 
reinforced  by  phenobarbital  to  allay 
emotional  tension.  Lusyn  also 
provides  the  antacid-adsorbent 
efficiency  of  Alukalin. 

For  intestinal  spasm,  biliary  spasm, 
pylorospasm,  cardiospasm  and 
irritable  colon. 

MALTBIE  LABORATORIES,  INC. 

Newark  1 New  Jersey 


L U S V N 

(NEW  FORMULA) 


Direct 
excitatory 
effect* 
from 
local 

irritation  J J • /* 
and 
stretch 


Cranial  center 
Vagu*  nerve 
Preganglionic  nerve  fiber 
I 

Parasympathetic  ganglion 
Postganglionic  nerve  fiber 


Each  tablet  contains: 

Homatropine  methylbromide  ..5  mg.  (Vbgr-) 
(increased  from  2.5  mg.) 
Alukalin  (activated  kaolin). ...300  mg.  (5  gr.) 

Phenobarbital 15  mg.  ( (4  gr. ) 

( increased  from  8 mg. ) 

Supplied:  Bottles  of  100,  500 
and  1000  tablets. 
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Whether  you’re  furnishing  a new 
office  or  “toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service.. 


Doctor- does  your  office  need  a check-up? 


It  is  just  one  of  those  curious  quirks  of  human  nature,  Doctor 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  less  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE,  CORNER  39th  • NEW  YORK,  N.  Y. 


DR.  WILLIAM  B.  TERHUNE 

and 

THE  SILVER  HILL  FOUNDATION 

Announce: 

Appointments  available  for  Residents  and  Associates  in  the  training  and  active 
practice  of  psychosomatic  medicine  as  applied  specifically  to  the  treatment  of  the 
psychoneuroses. 

Generous  compensation  and  opportunity  for  permanent  staff  appointment. 

The  Silver  Hill  Foundation  is  a psychotherapeutic  unit  for  the  treatment  of  the 
functional  nervous  disorders  (the  psychoneuroses,  psychosomatic  disturbances  and 
social  psychiatric  disorders).  The  setting  is  that  of  a comfortable  country  home 
devoid  of  sanatorium  atmosphere  where  a limited  number  of  patients  are  under  in- 
tensive, re-educational  treatment  for  a period  of  several  weeks. 

Only  applicants  with  excellent  educational  background  will  be  considered. 

APPLY  TO:  Dr.  William  B.  Terhune,  Medical  Director,  New  Canaan,  Conn. 

Associates:  Dr.  Franklin  S.  DuBois  Dr.  John  A.  Atchley 

Dr.  Robert  B.  Hiden  Dr.  Wilson  G.  Scanlon 

Dr.  Marvin  G.  Pearce  Dr.  Hardin  M.  Ritchey 
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The  Model  SW  660  W Diathermy 


It's  out  of 
this  world  . 


Gives  my  patients 
complete  satisfaction! 


SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


THE  LIEBEL  - FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories.  . . . . . 2157 

American  Hospital  Supply  Corp 2149 

American  Pharmaceutical  Company.  .2168.2169 

Ayerst,  .McKenna  & Harrison.  Limited 2159 


Bilhuber- Knoll  Corp 2148 

Brigham  Hall  Hospital  . . . 2265 

Brown's  Medical  Bureau 2265 


Ciba  Pharmaceutical  Products,  Inc.  2nd  cover,  2164 

Clifton  Springs  Sanitarium. . . 2144 


Dallons  Laboratories.  Inc 2261 

Denver  Chemical  Mfg.  Co..  Inc 2160 

Doak  Pharmacal  Company.  Inc..  2267 

H.  E.  Dubin  Laboratories.  Inc 2267 


Eastern  School  for  Physicians’  Aides 2265 


Halcyon  Rest 2265 

HaU-Brooke 2265 

Hanovia  Chemical  A Mfg.  Co.  • ■ • • 2270 

Ho&mann-La  Roche  Inc 2162-2163 

Holbrook  Manor 2265 


Irwin,  Xeisler  A Co. 


2147 


Kirsch  Beverages 


2158 


Lederle  Laboratories 

Liebel-Flarsheim  Co 2156.2263,2267, 

Eli  Lilly  A Company 

Louden-Knickerbocker  Hall 


2161 

2269 

217s 

2265 


In  very  special  cases 

A very 

superior 
Brandy 


Specify  34  proof 

IIIMKY 

THE  WORLD  S PREFERRED 

COGNAC  BRANDY 


For  o beautifully  illustrated  book 
on  the  story  of  Hennessy.  write— 


Maltbie  Laboratories,  Inc 2153 

I MAR  Laboratories ■ • 21  (0 

Mead  Johnson  & Co cover 

Merck  A Co.,  Inc 2177 


National  Discount  A Audit  Co. 


2267 


Panray  Corp 

Chas.  Pfizer  A Co..  Inc. 
Pinewood  Sanitarium . . 


2176 

3rd  cover.  2167.  2174—2175 
2265 


Raymer  Pharmacal  Co. 

Reed  A Camrick 

Regan  Furniture  Corp. 
A.  H.  Robins  Co.  Inc. . 
J.  B.  Roerig  A Co 


2173 

2172 

...  2155 

Between  2158-2159 
2165 


21.56 

2185 

2265 

2151 

2259 


Schieffelin  A Co - - 

G.  D.  Searle  A Co 

Frances  Shortt  Medical  Agency 
Sharp  A Dohtne 

Shulton.  Inc • 

Silver  Hills  Foundation  ' ; 5 

Smith  Kline  A French  Labs.  214...  Between  2166-216. 

E.  R.  Squibb  A Sons,  Division  of  Mathieson  Chemical  ^ 

Corp  - ■ ■ * * 

Standard  Pharmaceutical  Co..  Inc — 


Wallace  A Tiernan  Co.,  Inc. 

Warner-Chilcott  Labs 

West  Hill 

Winthrop-Stearns  Inc 

! Wyeth  Inc 


2263 

2186 

2265 

2143 

2106 


Zemmer  Company 


..  2268 


Schieffelin  & Co.,  Dept.  HT.  30  Cooper  Square.  N Y.  54 


( Homogenized  Mixture  of  Vitamins  A,  Bi,  B>,  Bn, 
C,  D and  Nicotinamide,  Abbott) 

Each  5-cc.  teaspoonful  of  VI-DAYLIN 
contains: 


Better  stand  baek  when  Mom  sounds  the  call 
for  Vi-Daylin.  Kids  really  scoot  for  this  de- 
licious multivitamin’s  honey -yellow  shine,  fresh 
citrus  flavor  and  lemon-candy  goodness. 

With  seven  important  vitamins — including  3 
meg.  of  body-building  B12 — in  every  lip-smack- 
ing spoonful,  more  and  more  physicians  are 
calling  for  Vi-Daylin  for  their  little  patients. 


^ Vitamin* 3000  U.S.P.  unit* 

Vitamin  0 800  U.S.P.  units 

Thiamine  Hydrochloride 1.5  mf. 

Riboflavin 1.2  mg. 

Ascorbic  Acid 40  mg. 

t Vitamin  Bn  Activity  3 meg. 

~ (by  microbiological  assay) 
Nicotinamide 10  mg. 


For  children  up  to  12,  Mom  can  serve  the  daily 
dose  right  from  the  spoon.  For  infants,  she  can 
mix  it  in  milk,  cereals  or  juices.  Vi-Daylin 
needs  no  pre-mixing,  no  droppers,  no  refrigera- 
tion. Available  in  90  cc.,  8-fluid-  . 

ounce  and  1-pint  bottles.  vUfuDiL 
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When  Patients  On  Special  Diets 
Clamor  for  “Something  Sweet" 


Ginger  Ale  • Cola  • Cream  Soda 
Root  Beer  • Black  Cherry 

• All  the  natural  flavor  and  zest  of  regular 
soft  drinks! 

• Contains  absolutely  no  sugar  or  sugar  deriv- 
atives! 

• Completely  safe  for  diabetics  and  patients 
on  salt-free,  sugar-free  or  reducing  diets! 

• Sweetened  with  new,  non-caloric  calcium 
cyclamate  prepared  by  Abbott  Laboratories  and 
accepted  by  the  Council  on  Phormacy  and  Chem- 
istry of  the  American  Medical  Association! 


JVO-CAL 


all  the  flavor  is  in.. all  the  sugar  is  out! 

KIRSCH  BEVERAGES.  BROOKLYN  6.  N.  Y. 


INDEX  TO  ADVERTISED  PRODUCTS 
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Proved  Maleate  (Eli  Lidy  4 Company) 2178 
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Not  only  relief  from  menopausal  distress  blit  also 
a striking  improvement  in  the  sense  of  well-being 
was  reported  by  all  patients  on  “Premarin”  therapy 


PREMARIN”  \n  the  menopause 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


♦Glass,  S.  J.,  and  Rosenblum,  G.:  J.  Clin.  Endocrinol.  j:ys  (Feb.)  1943. 


ty'i  AYEUST,  MCKENNA  & hahrison  LIMITED  • Ncii’  York’,  N.  Y.  • Montreal,  Camilla 
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Announcing 


Two  New  Dencotar2  Products 
Containing  Specially  Processed  Crude  Coal  Tar 


SPECIAL  PROCt« 

ow  Molecular  Irritants 


1 . Removes 


“tNcor*' 

ointment 


2 Removes  Inert  Sludge 

3,  Combines  Tar  v/ith  a Vegetable  Oil  in  which 
is  Produced  Ozonides 


Dencotar  Ointment  1}  2 02 


Dencotar  Shampoo  4 02. 


Dencotar  Ointment: 

A new  tar  ointment  that  is  not  messy  or 
unpleasant  to  use.  It  contains  specially 
processed  crude  coal  tar  in  a new  type  cos- 
metic base  with  starch.  Will  not  stain  skin 
or  clothing.  It  is  non-greasy.  The  special 
base  and  the  processing  of  the  tar  brings 
maximum  therapeutic  effects  with  mini- 
mum amount  of  tar.  Dencotar  Ointment 
is  safe,  clean  and  more  efficacious  than 
ordinary  crude  coal  tar  preparations. 

Indications:  For  all  skin  conditions  requir- 
ing tar:  Eczema  — subacute  or  chronic  — 
nummular  eczema,  psoriasis,  atopic  derma- 
titis, neurodermatitis,  seborrheic  dermatitis 
and  all  chronic  dermatoses,  with  or  with- 
out itching. 


Formula:  Menthol,  125%;  precipitated 
sulphur,  1%;  specially  processed  crude 
coal  tar  1.5%;  starch  5%;  non-greasy, 
water  miscible  base,  Qs. 


Dencotar  Shampoo: 

A delightful  shampoo  for  cleansing  hair 
and  scalp  and  for  removal  of  loose  dan- 
druff. It  may  be  used  on  oily  or  dry  scalp 
and  hair.  New  Dencotar  Shampoo  contains 
a specially  processed  crude  coal  tar  in  a 
castile  soap  base.  Will  not  stain  hair. 

In  seborrhea  of  the  scalp  it  is  suggested 
that  Dencotar  Shampoo  be  used  in  conjunc- 
tion with  Dencotar  Ointment. 


Reference:  Fanburg,  S.  J.,  Journal  of  the  Medical 
Society  of  New  Jersey,  VoL  49,  P 56,  Feb.  1952. 


Samples  and  literature  on  request 

The  Denver  Chemical  Mfg.  Co.,  Inc.  Dept.  (DA- 3 10)  163  Varick  Street,  New  York  1 3,  N.  Y. 


For  convenience  of  the  physician  . . . for  convenience  of  the 
patient  . . . four  powerful  antibacterial  agents  are  now  com- 
bined in  this  one  Lederle  tablet. 

The  additive  effect  of  these  drugs  makes  Aureomycin 
Triple  Sui.fas  Tablets  outstanding  for  use  against  gonococ- 
cal infections  and  against  dysentery  caused  by  Shigellae. 

For  the  treatment  of  bacillary  dysentery,  this  product 
should  be  administered  on  the  basis  of  its  aureomycin  content 
at  a dosage  of  12.5  to  20  mg.  per  kilo  of  body  weight.  The 
average  daily  adult  dose  is  2 tablets  4 times  daily,  which 
provides  1 Gm.  of  aureomycin  and  4 Gm.  of  sulfonamides. 
Children  should  receive  proportionately  less. 

For  the  treatment  of  Gonorrhea,  the  recommended  dose  is  2 
tablets  initially  followed  by  one  tablet  at  6-hour  intervals  for 
2 doses.  This  course  may  be  repeated  if  necessary. 

Bottles  of  12,  100  and  1,000. 

LEDERLE  LABORATORIES  DIVISION 

30  Rockefeller  Plaza,  New  York  20,  N.Y. 


Each  tablet 

contains: 

AUREOMYCIN  HC1 

125  mg. 

SULFADIAZINE 

167  mg. 

SULFAMF.RAZINE 

167  mg. 

SULFAMETHAZINE 

167  mg. 

AMERICAN 


Gjanamid 


COMPA/Vr 


21  f.2 


for  the 
“I  coughed 
all  night" 
patient 

Syrup 


SEDULON 


'Roche' 


non-narcotic— in  place  of  codeine 


HOFFMANN-LA  ROCHE  INC.  FOCHF  PARK  • NUTLtY  10  • NEW  JERSEY 


Gantrisin 


'Roche’ 


antibacterial  action  plus... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  little  danger  of  renal  blocking 
and  little  or  no  need  for  alkalinization. 


high  blood  level 

Gantrisin  not  only  produces  a high 
blood  level  but  also  provides  a 
wide  antibacterial  spectrum. 


> 


economy 

Gantrisin  is  a relatively  economical 
antibacterial  agent. 


> 


less  sensitization 

Gantrisin  is  a single  drug — not  a mixture 
of  several  compounds  of  fundamentally 
unrelated  chemical  structure — 
so  that  there  is  less  likelihood  of 
sensitization. 


GANTRISIN® — brand  of  sulfisoxazole 
(3,4-dime  thyl-5-sulfani  la  mido-isoxazole) 

TABLETS  • AMPULS  • SYRUP 


HOFFMAMLA  ROCHE  INC. 


Roche  Park  • Nutley  JO 


New  Jersey 
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for  the  relief  of  tension 
and  associated  pain  and 

spasm  of  smooth  muscle 


a threefold  action  is  provided  by 


Trasentine-Phenobarbital 

(Adiphenine  Ciba) 


1.  Phenobarbital  provides  sedation  and  eases  tension 
without  the  greater  hypnotic  effect  of  moi'e  potent 
barbiturates. 

2.  Trasentine  relieves  gastrointestinal  pain  by  exert- 
ing a direct  local  anesthetic  effect  on  the  mucosa. 

3.  Trasentine  relaxes  spasm  through  a papaverine- 
like effect  on  smooth  muscle  and  an  atropine-like  effect 
on  the  parasympathetic  nerve  endings. 

Prescribe  Trasentine-Phenobarbital  for  nervous  ten- 
sion and  gastrointestinal  disorders  in  which  psycho- 
somatic factors  are  dominant.  Each  tablet  contains  50 
mg.  Trasentine  hydrochloride  and  20  mg.  phenobar- 
bital. Bottles  of  100  and  500. 

CB3.Ic)Si 


Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 
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Improper  amounts  or  unbalanced  combinations  of  nutrients 
tend  to  disturb  the  nutritional  balance.  Balanced  nutrition  is 
achieved  only  when  the  daily  requirements  of  all  nutrients 
are  supplied  every  day. 

When  you  prescribe  VITERRA,  your  patients  receive  ade- 
quate amounts  of  Vitamins,  Minerals  and  Trace  Elements 
for  protection  against  dietary  deficiencies. 

To  maintain  better  balance  in  nutrition, 


Vi  terra 


ALL  IN  ONE  CAPSULE 


Vitamin  A.  . . . 5,000  U.S.P.  Units 
Vitamin  D ....  500  U.S.P.  Units 


Vitamin  Bi2 1 meg. 

Thiamine  Hydrochloride.  . . 3 mg. 

Riboflavin 3 mg. 

Pyridoxine  Hydrochloride  . 0.5  mg. 

Niacinamide 25  mg. 

Ascorbic  Acid 50  mg. 

Calcium  Pantothenate  ....  5 mg. 


Mixed  Tocopherols  (Type  IV)  5 mg. 


Calcium 213  mg. 

Cobalt 0.1  mg. 

Copper 1 mg. 

Iodine 0.15  mg. 

Iron 10  mg. 

Manganese 1 mg. 

Magnesium 6 mg. 

Molybdenum 0.2  mg. 

Phosphorus 165  mg. 

Potassium 5 mg. 

Zinc 1.2  mg. 


J.  B.  ROERIG  AND  COMPANY  . Chicago  11,  Illinois 
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POWERFUL  ALLIANCE... 


BICILLIN® SULFAS 


M ¥ ' 


...  for  potent  action  against  a wider  range  of  organisms — 
the  streptococci,  pneumococci,  staphylococci,  E.  coli, 
gonococci,  meningococci,  shigella  and  H.  influenzae — 
responsible  for  the  majority  of  infections  encountered 
in  everyday  practice. 

BICILLIN  The  new  form  of  p nicillin — possesses  characteristics 

which  set  it  apart  from  older  forms  of  penicillin.  Bicillin 
is  particularly  adapted  to  oral  use.  Outstanding  is 
Bicillin's  relative  insolubility,  which  gives  it  unparalleled 
uniformity  of  absorption;1  its  lack  of  taste;  the  apparent 
ease  with  which  patients  tolerate  it;  and  the  substantial 
penicillin  blood  levels  produced  by  its  oral  form. 

SULFOSE®  Unequalled  in  effectiveness,  unsur  assed  in  safety — proved 

to  be  the  only  sulfa  preparation2  among  the  three  leading 
preparations  tested  which  produces  sulfonamide  blood  levels 
above  minimal  requirements  established  by  the  Council 
of  Pharmacy  and  Chemistry3  of  the  AMA. 

(This  level  is  10  to  15  mg.  per  100  cc.  in  acute  infections.) 


BICILLIN®  — SULFAS 

Dibenzylethylenediamine  Dipenicillin  G and  Triple  Sulfonamides 

SUPPLIED:  Suspension,  bottles  of  3 fi.  oz.  Tablets,  bottles  of  36. 
Each  teaspoonful  (5  cc.)  of  Suspension  and  each  Tablet  contains 
150,000  units  of  Bicillin  and  0.5  Gm.  triple  sulfonamides. 

1 . Cathie,  I.A.B.,  and  Mac  Farlane,  J.C.W. : Brit.  M.J.  1 :805  (April  13)  1953 

2.  Berkowitz,  B.:  Antibiotics  and  Chemotherapy  5:618  (June)  1953 

3.  New  and  Nonofficial  Remedies,  J.B.  Lippincott  Co.,  Philadelphia,  1950 


Philadelphia  2,  Pa. 
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easy-to-give  PERMAPEN  aqueous  suspension 

BRANO  OF  DiBCNZYLETHYlENEDIAMNE  C :PENICILLIN  C, 

. . . for  intramuscular  administration,  particularly  as  a prophylactic 
measure  in  rheumatic  fever,  or  adjunctively  with  other  penicillin  therapy 
of  sensitive  infections.  Levels  lasting  as  long  as  14  days  from  one 
injection.  Supplied  in  single-dose  steraject®  disposable  cartridges 
containing  600,000  units  of  dbed  penicillin  each  with  sterile  foil-wrapped 
needle.  For  use  with  your  Pfizer  Steraject  syringe. 


In  the  new  alphabet  of  penicillin  therapy . . . 


PERMAPEN’  FORTIFIED 

BRAND  OF  C iBENZy LETHYLENE : 'Af'INE  DIPEN'CtLL’N  G 

aqueous  suspension 

. . . multiplies  therapeutic  benefits  with  the  combined  higher  blood 
levels  of  300,000  units  procaine  penicillin  and  the  sustained  blood  levels 
of  300,000  units  dbed  penicillin.  Supplied  in  single-dose  disposable 
steraject  cartridges  each  with  sterile  foil-wrapped  needle. 


easy-to-take  PERMAPEN  oral  suspension 

BRAND  OF  DIBEN/YLETHYLENEDIAM  NE  ,.  PCNICILL1N  G 

. . . particularly  for  the  treatment  of  uncomplicated  infections  due  to 
pneumococci,  streptococci,  staphylococci  and  gonococcus  as  well  as 
other  penicillin-sensitive  organisms.  Supplied  in  2 oz.  bottles  providing 
300,000  units  dbed  penicillin  in  each  peach-flavored  teaspoonful. 


PFIZER  LABORATORIES,  BROOKLYN  6 N Y . 
DIVISION.  CHAS  PFIZER  a CO..  INC 
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3 GERIFORT  capsules 
red“d£)  contain: 


Vitamin  A (Synth.)  28,000  U.S.P  Units 


vitamin  d 

Vitamin  B 

...14  Ms 

Vitamin  B 

Vitamin  C 

. .210  Ms. 

Vitamin  D 

2 800  U.S.P.  Units 

Niacinamide 

. .180  Ms. 

Iron 

. - .20  Ms. 

Calcium 

. .188  Ms. 

Phosphorus 

..160  Ms. 

Iodine 

..0.1  Ms. 

Calcium  Pantothenate 

...20  Ms. 

Folic  Acid 

.1.5  Ms 

Vitamin  E 

Vitamin  B 

Choline  Bitartrate . . . 

.200  Ms. 

Inositol 

.100  Ms 

dl-Methionine 

. 20  Ms 

Rutin 

. . .60  Ms 

Biotin 

Cobalt 

.0.1  Ms 

Copper 

.0.2  Ms. 

Magnesium 

. . . 2 MS. 

Manganese 

.0.5  Ms 

Potassium 

0.05  Ms. 

Zinc 

.1 .5  Ms. 

1.  Steislitx,  E.  J.:  in  Handbook  of 

Nutrition,  A.M.A.,  1951. 

2.  Tuohy,  E.  L.:  in  Handbook  of 

Nutrition,  A M. A.,  1943. 


American  phJ 

ManJ 

\e| 

Over  36  years  o| 


new: 


Each  ingredient  in  non-narcotic,  non-habit- 
forming  Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
temically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 

In  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

American  pharmaceutical  company 

Manufacturing  Chemists 
New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 


Supplied  on  Rxonly 
In  bottles  of  100 
compressed  tablets 
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constant 

and 

correct 


SlMILAC 


Similac  provides,  constantly  and  unvarvingL. 

50  nig.  of  ascorbic  acid  per  reliquefied  quart- 
an amount  closely  approximating  the  content 
of  mother  s milk— and  in  excess  of  recommended 
allowances.  Similac  thus  assures  adequate 
and  continuous  (through  each  feeding)  \ itamin  C 
intake  now  established  as  an  effective  safeguard 
against  scorbutic  and  some  anemic  states 
during  infancy.1  The  importance  of  an  adequate 
intake  is  further  reflected  in  the  finding  that 
Vitamin  C is  essential  for  utilization  of  the  amino 
acid  tyrosine,  functioning  probably  as  coenzyme.- 


There  is  no  closer  equivalent  to  the  milk 
of  healthy,  well-nourished  mothers  than  Similac 


providing:  zero  curd  tension  for  easy  digestion; 
fats  chosen  for  maximum  retention  and  high 
ratio  of  unsaturated  and  essential  fattv  acids; 
full  balanced  array  of  essential  amino  acids: 
folic  acid  and  Vitamin  B12  (naturally  occurring, 
in  breast  milk  quantities);  other  vitamins  in 
adequate  amounts;  minerals  adjusted  to  favor- 
able proportions. 


Supplied:  Similac  Powder,  tins  of  1 lb.;  Similac 
Liquid,  tins  of  13  fl.  oz. 


1.  Tisdall,  F.  F.,  and  Jolliffe,  N.,  in  Clinical  Nutrition,  New  York, 

P.  B.  Hoeber.  1950,  c.  23.  p.  590.  2.  Sealock,  R.  R.,  and  Goodland,  R. 


I..: 


Science  114:  645  (Dec.  14)  1951. 


M & R Laboratories  • Columbus  16.  Ohio 
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an  improved  approach  to 
ideal  hypotensive  therapy 


Low  toxicity.  The  only 

hypotensive  drug  that  causes  no  dangerous  reactions, 
and  almost  no  unpleasant  ones. 

Slow,  smooth  action.  The  hypotensive 
effect  is  more  stable  than  with  other  agents. 

Critical  adjustment  of  dosage  is  unnecessary.  Tolerance 
to  the  hypotensive  effect  has  not  been  reported. 

Well  suited  to  patients  with  relatively  mild, 

labile  hypertension.  A valuable  adjunct  to  other  agents 

in  advanced  hypertension. 

Bradycardia  and  mild  sedation  increase  its  value  in  most 
cases.  Symptomatic  improvement  is  usually  marked. 


Convenient,  safe  to  prescribe 

The  usual  starting  dose  is  2 tablets  twice  daily, 
f blood  pressure  does  not  begin  to  fall  in  7 to  14 
lays,  and  the  medication  is  well  tolerated,  the 
lose  may  be  safely  increased.  Should  there  be  a 
omplaint  of  excessive  sleepiness,  the  dose 
hould  be  reduced.  Some  patients  are  adequately 
naintained  on  as  little  as  one  tablet  per  day. 

/ilkins.  R.  W.:  Ann.  Int.  Med.  57:1144,  1952. 

/ilkins.  R.  W . and  Judson.  W.  E.:  New  England  J Med.  2i8: 48.  1953. 


Supplied  in  tablets  of  50  mg., 
bottles  of  100  and  1000. 


Dosage  of  other  agents  (veratrum  or  hydrala- 
zine) used  in  conjunction  with  Raudixin  must 
be  carefully  adjusted  to  the  response  of  the 
patient.  If  Raudixin  is  added  to  another  main- 
tenance regimen,  the  usual  dose  is  applicable, 
and  it  is  often  possible  to  reduce  the  dose  of  the 
other  agent  or  agents. 

RAUDIXIN 

SQUIBB  RAUWOLF1A  SERPENTINA 

. Tablets  , 


Sqjjibb 


•raudixin*  is  a trademark 
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TRANQUILIZER...  RELAX  ANT...  ANTIDEPRESSANT 


nia 


* I 


i xrxi'j:  in  ^ 


TABLETS  AND  ELIXIR 


Each  tablet  or  spoonful 
(5  c.c.)  contains: 

Mephenesin  250.0  mg. 

d-Amphetamine  phosphate 

(dibasic)  2.5  mg. 

Butabarbital  8.0  mg. 

Bottles  of  50,  100,  and  1000  tablets. 

Elixir:  Bottles  of  8 oz. 

A PRODUCT  OF  RE 

A trusted  name  since  1 860  JERSEY  CITY 


TRIPLE-ACTING  to  produce 
neuromuscular  relaxation  and 
promote  tranquility,  thus  breaking 
the  chain  of  fatigue,  aches  and  pains, 
depression,  and  the  numerous  other 
symptoms  associated  with  tension. 


ED  & CARNRICK 
6,  N.  J.  TORONTO,  ONT.,  CAN. 
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Carbromal  with  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 
To  calm  the  tense  and  nervous  patient 


CAR-SED-INE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  or  producing 
unwanted  drowsiness. 

CAR-SED-INE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  ”...  a dependable  seda- 
tive. It  allays  excitement 
and  anxiety  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  . . certainly  ...  is 
effective  in  relieving  the 
patient’s  emotional  disturb- 
ances.  2 

FORMULA:  each  tablet  contains 
Carbromal,  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare  ^ 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1,000  tablets. 

1.  Krantz,  J.C.  & Carr,  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 
Williams  & Wilkins  Co.,  Baltimore, 
Md„  1951. 

2.  Goodman,  L.  & Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics. 
The  Macmillan  Co.,  New  York  City, 
1941. 


RAYMER 


PHARMACAL COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


Serving  the  medical  profession  for  nearly  a third  of  a century. 


Androgens 

when 

endocrine 

Estrogens 

therapy 

is  a key 
to  well-being 

| 

Progesterone^  | 

Specify 

I 

Combinations! 

< 

Specialty 

■iYNANDROTABS* 

Methyl  Testosterone,  U.S.P,  Tablets  10  mg.  and  25  mg. 

Synandrets* 

Testosterone,  U.S.E,  Transmucosal  Tablets  10  mg.  and  25  mg. 

Synandrol* 

Testosterone  Propionate,  U.S.P,  in  Sesame  Oil  25  mg..  50  mg. 
and  100  mg.  per  cc. ; in  single-dose  disposable  STERAJECT® 
cartridges  and  in  10  cc.  multiple-dose  vials 

Synandrol*-F 

Testosterone,  U.S.P,  in  Aqueous  Suspension  25  mg.,  50  mg.  and 
100  mg.  per  cc.;  in  10  cc.  multiple-dose  vials 

DlOGYNETS* 

Estradiol.  U.S.P,  Transmucosal  Tablets  0.125  mg.,  0.25  mg. 
and  1.0  mg. 

DlOGYN*-E 

Ethinyl  Estradiol  Tablets  0.02  mg.,  0.05  mg.  and  0.5  mg. 

DlOGYN* 

Estradiol,  U.S.E,  in  Aqueous  Suspension  0.25  mg.  and  1.0  mg. 
per  cc.;  in  single-dose  disposable  STERAJECT  cartridges  and 
in  10  cc.  multiple-dose  vials 

Diogyn*-B 

Estradiol  Benzoate,  U.S.E,  in  Sesame  Oil  0.33  mg.  and  1.0  mg. 
per  cc.;  in  10  cc.  multiple-dose  vials 

Estrone 

Estrone,  U.S.E.  in  Aqueous  Suspension  2 mg.  and  5 mg.  per 
cc.;  in  10  cc.  multiple-dose  vials 

iYNGESTROTABS* 

Ethisterone,  U.S.P.  Tablets  10  mg.,  25  mg.  and  50  mg. 

SYNG  E ST  RETS* 

Progesterone,  U.S.P,  Transmucosal  Tablets  10  mg.,  20  mg.  and 
50  mg. 

Syngesterone* 

In  Sesame  Oil 

Progesterone,  U.S.E.  in  Sesame  Oil  10  mg..  25  mg..  50  mg.  and 
100  mg.  per  cc.;  in  single-dose  disposable  STERAJECT  car- 
tridges and  in  10  cc.  multiple-dose  vials 

Syngesterone* 

In  Aqueous  Suspension 

Progesterone,  U.S.E,  in  Aqueous  Suspension  25  mg.  and  50 
mg.  per  cc. ; in  10  cc.  multiple-dose  vials 

COMBANDRIN* 

Estradiol  Benzoate,  U.S.E,  1 mg.  per  cc.  and  Testosterone  Pro- 
pionate, U.S.E,  20  mg.  per  cc.  in  Sesame  Oil.  In  single-dose 
disposable  STERAJECT  cartridges  and  in  10  cc.  multiple- 
dose  vials 

COMBANDRETS* 

Estradiol,  U.S.E.  1 mg.  and  Testosterone,  U.S.E,  10  mg.  per 
Transmucosal  Tablet 

Neodrol* 

Stanolone  in  Aqueous  Suspension  50  mg.  per  cc.;  in  10  cc. 
multiple-dose  vials 

*TRADEM ARK 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 
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FOR  PEPTIC  ULCER  MANAGEMENT 


and  control  of  gastric  hyperacidity 


PARLUGUAN 

CONTAINS: 


• Whole  milk  solids, 
fortified  with  dex- 
trins  and  maltose 

• Magnesium  trisili- 
cate 

• Magnesium  oxide 

• Calcium  carbonate 

• Magnesium  car- 
bonate 


References: 

Sandweiss.  D.  J.: 

W.  P.  Saunders, 
Phila.,  Peptic 
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28,  1951 

Douth  waite,  A.  H.: 
Medical  treatment 
of  Peptic  Ulcer, 
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Now-'  Troches  I Provide  Effect  of 


Introgastric  Milk-Alkali  [Drip] 


Present  day  medical  regimen  is  based  on  the  generally 
accepted  theory  that  to  heal  an  uncomplicated  gas- 
troduodenal ulcer,  hydrochloric  acid  should  be 
neutralized.  To  reduce  the  acidity  favors  healing,  as 
it  most  certainly  favors  relief  of  pain  associated  with 
ulcer  symptoms. 

The  most  effective  method  known  for  neutralizing 
stomach  contents  over  long  periods  has  been  the  con- 
tinuous intragastric  milk  and  alkali  drip. 

This  method  has  practical  disadvantages. 

But  now:  the  principle  and  effect  of  the  intragastric 
milk-alkali  drip  is  provided  by  continuous  sucking  of 
PARLUGUAN  buccal  troches  containing  milk  solids 
and  non-systemic  alkali. 


PARLUGUAN  buccal  troches 


provide  continuous  acid  neutrali- 
zation 

promote  healing  of  uncomplicated 
peptic  ulcers 

reduce  symptomatic  ulcer  pain 


strikingly  reduce  gastric  acidity 
control  pH  levels  for  extended 
periods 

provide  only  11  calories  per  troche 
are  pleasant  tasting 


Also  indicated  for  relief  of  gastric  hyperacidity  and  gastritis. 


DOSAGE:  One-half  hour  after  food  is  taken  a 
PARLUGUAN  troche  should  be  placed  in  the 
mouth  between  the  cheek  and  the  gums  and  allowed 
to  dissolve  slowly  over  a period  of  20  to  30  minutes. 
Up  to  2 or  3 troches  per  hour  may  be  required  dur- 
ing the  stage  of  ulcer  activity.  Follow-up  treatment 
requires  1 to  2 troches  between  meals. 


As  an  antacid  jor  the  temporary  relief  of  gastric 
hyperacidity,  1 troche;  repeat  if  necessary. 


Intubation . . . or . . . PARLUGUAN 


Patient  enjoys  beneficial 
effect  of  intragastric  milk- 
alkali  drip  without  dis- 
comfort of  intubation. 


Available  in  handy  vials  of  25  troches  at  all  pharmacies. 
Samples  and  literature  on  request. 


340  CANAL  STREET  , N.  Y. 

© 1953  The  Panray  Corp.,  New  York 
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Topical  Ointment  of 


HydroCortove 

ACETATE 


ACETATE 

(HYDROCORTISONE  ACETATE,  MERCK) 


>es 


Refractory 
Allergic 
Dn  matoses 
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Topical  Ointment 
of  Hydrocortone  Acetate 
— for  dermatologic  use — represents  a 

new,  superior  therapy  for  allergic  dermatoses,  even  in  cases  that 
previously  proved  refractory.  This  ointment  affords  prompt  relief 
and  rapid  improvement  in  disorders  such  as  contact  dermatitis, 
atopic  dermatitis,  and  nonspecific  anogenital  pruritus. 

Literature  on  Request 


Hydrocortone  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  hydrocortisone. 


MERCK  & CO..  Inc. 

Manufacturing  Chemists 

RAHWAV,  NEW  JERSEY 


© Merck  i Co.,  Inc. 
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jjjf  ERATRIM  ALBUM,  a spe- 
cies of  I cratrum  indigenous 
to  southern  Europe,  yields  the  ester 
alkaloid  'Provell  Maleate.’  'Provell 
Maleate'  is  many  times  more  potent 
than  the  mixture  of  substances  from 
which  it  is  isolated.  Its  uniformity 
and  purity  permit  better  control  of 
the  hypertensive  patient  than  is  pos- 
sible with  mixtures  of  alkaloids. 

Hoobler*  states  that  protovera- 
trine  is  superior  to  the  alkaloids  from 
1 cratrum  viride  in  that  blood  pres- 
sure can  he  reduced  from  six  to  eight 
hours  daily  without  producing  nau- 
sea, vomiting,  or  tolerance  to  the 
medication.  The  purity  of  the  alka- 
loid allows  for  the  accurate  dosage 
so  necessary  to  continuing  good  re- 
sults over  extended  periods  of  time. 


Careful  adjustment  of  the  dosage 
schedule  to  fit  the  need  of  each  pa- 
tient is  mandatory.  Overdosage  may 
result  in  distressing,  although  usu- 
ally not  serious,  symptoms.  'Provell 
Maleate’  is  a potent  drug  to  be  ad- 
ministered only  under  the  close  su- 
pervision of  a physician. 

'Provell  Maleate,’  0.5  mg.,  is  avail- 
able in  cross-scored  tablets  (to  facili- 
tate careful  individualization  of  dos- 
age) in  bottles  of  100.  Tour  pharma- 
cist has  it.  Be  sure  to  evaluate  care- 
fully this  important  hypotensive 
drug.  Ask  the  Lilly  representative 
...  or  write  Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana,  U.  S.  A., 
for  more  complete  pharmacologic 
and  clinical  data. 

* Annals  of  Internal  A fedicine , 37: 465,  1952. 


PROVELL  MALEATE 


( PROTOVERATRINE  A AIVD  B MALEATES,  LILLY) 


^ower^Hoo^messier^ 
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Editorials 

Wanted— Men  of  Good  Will 


The  number  of  physicians  who  read  care- 
fully the  proceedings  of  the  annual  meetings 
of  either  their  State  Society  or  of  the 
American  Medical  Association  is,  in  the 
very  nature  of  things,  probably  limited  to 
the  participants  and  to  the  small  group  of 
men  who  appreciate  the  importance  of  keep- 
ing abreast  of  socioeconomic  developments 
as  well  as  scientific  advances.  The  close 
attention  of  our  readers  is  directed  to  the 
report  of  the  Joint  Committee  on  Hospital- 
Physician  Relationships  of  the  Boards  of 
Trustees  of  the  American  Medical  Asso- 
ciation and  the  American  Hospital  Associa- 
tion, presented  at  the  recent  New  York  City 
Meeting.1  The  men  who  are  responsible  for 
this  frank  and  constructive  approach  to  one 
of  the  burning  problems  of  our  day  deserve 
the  highest  commendation  for  their  efforts, 

' J.A.M.A.  152:  729  (June  20)  1953. 


but  more  importantly,  they  have  pointed 
the  way  toward  betterment  by  setting  down 
a list  of  basic  principles. 

The  report  makes  no  attempt  to  gloss  over 
the  deficiencies  of  either  the  medical  staff, 
the  board  of  trustees,  or  the  administrators, 
as  the  following  examples  will  indicate: 

Although  a specialty  board  may  find  that  an 
individual  has  had  good  training  and  that  he  is 
capable  of  carrying  out  certain  procedures,  it 
cannot  know  what  is  in  his  heart  and  soul,  his 
sense  of  obligation,  or  degree  of  devotion  to  his 
duty. 

The  board  has  frequent  and  often  intimate 
contacts  with  the  administrator  and  little  or 
none  with  the  professional  staff  or  its  repre- 
sentatives. If  they  have  opinions  on  medical 
matters,  they  are  likely  to  be  gained  from  their 
personal  medical  adviser  or  by  casual  contacts 
at  social  gatherings  or  on  the  golf  course.  It 
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follows,  therefore,  through  no  fault  of  liis  own, 
that  the  administrator  may  have  undue  influ- 
ence with  the  board  in  professional  matters  as 
well  as  those  that  properly  come  within  his 
province. 

It  is  a basic  principle  that  hospital  governing 
boards  and  administrators  should  not  attempt 
to  tell  physicians  how  to  practice  medicine  but 
rather  must  see  that  the  hospital  medical  staff 
organizes  to  provide  a framework  for  staff  self- 
government  which  will  maintain  and  improve 
the  quality  of  medical  care  in  the  hospital. 

Space  limitations  prevent  printing  all  the 
recommendations  of  the  Committee  aimed 
at  achieving  closer  cooperation  between  the 
three  groups  responsible  for  successful 
functioning  of  a hospital,  but  the  fourth 
paragraph  deserves  full  reproduction  for  the 
light  it  throws  on  a problem  of  steadily  in- 
creasing concern  to  us  all : 

The  right  of  an  individual  to  develop  the 
terms  of  his  services  on  the  basis  of  local  condi- 
tions and  needs  is  recognized,  but  such  con- 
tractual arrangements  should  in  all  cases  en- 


sure (a)  the  policy  of  professional  incentive  for 
the  physician,  and  ( b ) progressive  development 
of  the  hospital  departments  involved,  in  order 
that  increasingly  improved  services  to  patient' 
may  be  rendered.  Moreover,  a physician  shall 
not  dispose  of  his  professional  attainments  or 
services  to  any  hospital,  lay  body,  organization, 
group,  or  individual,  by  whatever  name  called, 
or  however  organized  under  terms  or  condi- 
tions which  permit  exploitation  of  the  patient, 
the  hospital,  or  the  physician. 

These  basic  principles  deserve  careful 
study,  and  every  effort  must  be  made  by 
thinking  physicians  to  apply  them  to  their 
personal  local  problems.  Joint  endeavor 
and  mutual  trust  can  certainly  help  in  the 
solution  of  these  vexing  difficulties  often 
based  on  clashes  of  strong  personalities,  on 
unchecked  ambitions,  and  on  ingrained 
resistance  to  change.  By  conscientious 
efforts  at  mutual  understanding  a closer 
rapport  will  be  achieved  toward  the  end 
that  the  patient  may  be  served  in  accord- 
ance with  the  highest  traditions  of  the  heal- 
ing art  and  with  all  the  skills  that  modern 
science  affords. 


Current  Editorial  Comment 


Record  Low  for  Suicides  Reported. 

Whatever  the  cause,  it  is  heartening  to  note 
that  in  1952  the  suicide  rate  for  holders  of 
industrial  policies  of  the  Metropolitan  Life 
Insurance  Company  fell  to  an  all-time  low. 
The  rate,  “5.6  per  100,000  at  ages  1 to  74 
years,  was  10  per  cent  less  than  that  in  1951 : 
the  previous  low  of  6.3  per  100,000  was  re- 
corded in  1945.”1 

The  Bulletin  says  further  that  with  the 
close  of  World  War  II  the  suicide  rate  took 
an  upward  turn.  The  wartime  motivations 
that  usually  lower  the  suicide  rate  were 
gone,  many  exservicemen  experienced  diffi- 
culties in  readjusting  to  civilian  life,  and  the 
tempo  of  industrial  activity  slackened.  It 
was  not  possible  to  forecast  then  how  long 
the  suicide  rate  might  continue  upward  or 
how  high  it  would  go.  There  was  little  com- 
fort in  looking  back  at  the  experience  fol- 
lowing World  War  I.  because  the  upward 
trend  in  suicide  which  began  in  1920  con- 
tinued through  the  early  1930’s.  Fortu- 
nately, the  pattern  of  the  period  after  World 

1 Statist.  Bull.  Metrop.  Life  Insur.  Co..  May,  1953,  p.  9. 


War  I has  not  been  repeated  in  the  experi- 
ence since  1945.  The  fact  that  the  suicide 
rate  is  now  at  a record  low  is  a good  index  of 
the  psychologic  and  economic  well-being  of 
our  people. 

The  prevention  of  self-destruction  depends 
upon  detecting  the  early  signs  of  mental  de- 
pression and  persuading  the  potential  suicide 
that  his  or  her  difficulties  can  be  resolved 
constructively.  More  thought  is  being 
given  by  the  medical  profession  to  the  recog- 
nition of  such  symptoms  and  the  evaluation 
of  the  risk  of  suicide. 


It  is  one  of  the  charitable  dispensations  of 
Providence  that  perfection  is  not  essential  to 
f riendship . — A lexaxder  Smith 


False  Cataract  “Cures”  May  Delay 
Effective  Treatment.  Although  the  ‘'medi- 
cine man”  with  his  quack  remedies  is  vanish- 
ing from  the  American  scene,  some  of  his 
1953  counterparts,  particularly  those  who 
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purvey  “quickie”  cures  for  cataract,  a 
blinding  eye  disease,  are  even  more  dangerous. 
The  New  York  State  Commission  for  the 
Blind,  seeking  to  save  sight  since  1913,  calls 
attention  to  the  fact  that  the  only  effective 
treatment  for  cataract  involves  surgery. 
The  causes  of  cataract  are  largely  unknown. 
Contrary  to  popular  belief,  a cataract  is  not 
a growth  on  or  in  the  eye,  but  simply  a 
clouding  of  the  lens  inside  the  eye.  Blind- 
ness follows  when  this  condition  blocks  light 
from  reaching  the  retina. 

“The  only  effective  treatment  for  cataract 
is  removal  of  the  lens  by  surgery,”  the  Com- 
mission states,  “and  substitution  of  a man- 
made lens,  or  eyeglasses.  Cataract  opera- 
tions are  neither  rare  nor  dangerous;  at 
least  19  out  of  20  bring  improved  vision  to 
the  patient.” 

In  spite  of  the  availability  of  this  scien- 
tific procedure,  which  is  a true  miracle  of 


modern  medicine  since  it  restores  sight  to  the 
blind  and  prevents  loss  of  vision  for  others, 
an  untold  number  of  Americans  permit  them- 
selves to  be  victimized  by  pseudomedical 
short  cuts  in  cataract  treatment. 

According  to  the  Commission,  unfortunate 
cataract  sufferers  who  seek  cures  through 
exercises,  injections,  or  various  eye  drops 
which  are  promoted  can  find  no  real  help  in 
these  directions.  These  unscientific  treat- 
ments, with  methods  as  false  as  the  hopes 
they  raise,  may  leave  the  patient  to  spend 
his  life  in  darkness,  since  they  tend  to  per- 
suade him  to  postpone  really  effective  treat- 
ment until  it  is  too  late. 

Free  information  on  cataract  may  be 
obtained  by  writing  to  the  Prevention  of 
Blindness  Service,  New  York  State  Depart- 
ment of  Social  Welfare,  Commission  for  the 
Blind,  205  East  42nd  Street,  New  York  17, 
New  York. 
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OCULAR  FINDINGS  IN  DIABETES 

George  N.  Wise,  M.D.,  New  York  City 

(From  the  Department  of  Ophthalmology,  Xew  York  University  Post-Graduate  Medical  School: 
Fellow.  Clinical  Society  of  the  X ew  York  Diabetes  Association) 


SINCE  the  advent  of  insulin  in  1921, 
diabetic  patients  live  longer,  and  more  of 
the  late  ocular  complications  of  diabetes  are 
seen.1-3  The  most  crippling  of  these  from 
the  patient's  visual  standpoint  is  diabetic 
retinopathy.  Recent  work  has  consider- 
ably changed  our  views  on  the  mechanism  of 
this  process.2-9 

One  or  more  small,  round,  red  spots 
commonly  situated  at  the  posterior  pole 
about  the  macula  usually  constitute  the 
earliest  clinical  change  seen  in  diabetic 
retinopathy.  Many  of  these  spots  have 
been  shown  to  be  small  microaneurysms  of 
the  capillaries  or  precapillary  venules  situ- 
ated mainly  in  the  outer  nuclear  layer  of  the 
retina.  Ophthalmoseopicallv,  as  a rule, 
they  cannot  be  differentiated  with  certainty 
from  small  round  hemorrhages.  Although 
they  have  been  reported  to  disappear,2- 10 
usually  they  persist  longer  than  hemor- 
rhages. Often  there  are  actual  small  hemor- 
rhages about  such  aneurysms,  probably 
developing  by  passage  of  red  blood  cells 
through  the  damaged  endothelial  wall. 
These  are  seen  clinically  as  fainter  “sponge 
blots"about  the  more  definite  round  spots. 


Later  exudates  appear  in  these  and  other 
regions  by  similar  transudation  through 
damaged  capillary  walls.  The  smaller 
“exudates’'  are  whitish,  small,  round  spots, 
some  of  which  may  represent  hyalinized 
aneurysms.2  As  these  age  and  increase  in 
number,  they  assume  a yellowish-white 
color,  coalesce,  become  waxy  in  appearance 
have  definite  borders,  and  are  at  this  stage 
the  more  typical  exudate  seen  in  diabetic 
retinopathy.  Pathologically,  the  exudates 
are  thought  to  be  composed  of  a lipid 
material  occupying  the  cystic  spaces  com- 
monly found  in  the  inner  nuclear  layer  of  the 
retina  or  to  be  aggregates  of  a hyalin  material 
in  the  external  nuclear  and  reticular  layers. 

With  further  progression  of  diabetic  1 
retinopathy,  the  exudates  and  hemorrhages 
increase,  the  former  sometimes  heaping  up 
and  containing  glistening  cholesterin  crystals 
and  the  latter  appearing  as  both  the  deep  and 
superficial  varieties.  Although  the  early 
and  more  severe  retinopathy  usually 
occupies  the  region  about  the  macula,  the 
fovea  may  be  spared  for  months.  If  this  be 
so.  vision  is  little  affected.  The  venous 
endothelium  proliferates  in  various  areas  to 
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block  the  venous  channel  partially  or,  in 
some  cases,  completely.  This  is  clinically 
visible  as  localized  dilatation  and  narrowing 
of  the  veins,  sometimes  with  perivenular 
sheathing.  If  the  vein  becomes  completely 
blocked,  the  typical  picture  of  venous 
occlusion  occurs,  with  many  superficial 
hemorrhages,  and  sometimes  white  exudates 
occupying  the  region  of  drainage  of  the 
dilated,  tortuous  vein,  dipping  up  and  down 
in  an  edematous  retinal  area.  The  degree 
of  retinal  pathology  seen  depends  on  the 
suddenness  and  completeness  of  the  obstruc- 
tion. Except  in  this  case,  retinal  edema  in 
uncomplicated  diabetic  retinopathy  practi- 
cally never  occurs. 

At  this  stage,  with  recanalization  of  the 
obstructed  veins,  budding  new  capillary  net- 
works may  form  in  or  on  the  retina,  about 
the  disk,  or  may  break  through  the  internal 
limiting  membrane  to  protrude  into  the 
vitreous.  Repeated  episodes  of  vitreous 
hemorrhage  from  these  or  other  capillaries 
cloud  the  vitreous  and  cause  sudden  loss  of 
vision.  Such  hemorrhages  may  be  absorbed 
over  a period  of  time  or,  more  commonly,  are 
partially  organized  by  bands  of  connective 
tissue. 

If  the  fovea  is  unimpaired,  vision  may 
temporarily  improve  as  the  vitreous  blood  is 
removed,  but  repeated  episodes  of  this 
nature  are  common,  and,  once  this  stage 
develops,  the  usual  course  is  progressively 
downhill.  Contracture  of  the  scar  tissue 
bands  producing  inoperable  retinal  detach- 
ment ultimately  completes  the  loss  of  vision. 
Most  cases  do  not  develop  this  retinitis 
proliferans. 

The  thickened  hyalin  material  in  the 
subendothelial  basement  membrane  of  some 
diabetic  retinal  capillaries  and  in  the  walls  of 
the  sacular  retinal  aneurysms  is  similar  in 
appearance  and  staining  reactions  to  the 
hyalin  nodules  seen  in  the  renal  glomeruli  of 
patients  with  the  Kimmelstiel- Wilson 
syndrome.  The  typical  glomerular  lesion  in 
this  disease  is  present  in  about  one  half  to 
one  third  of  the  patients  having  diabetes 
with  retinopathy,  being  more  frequently 
found  the  more  severe  the  retinopathy.2’6'9 
It  is  regularly  absent  in  those  diabetics  with- 
out retinopathy.2  Capillary  fragility,  as 
shown  by  the  tourniquet  test,  is  regularly 
increased  in  the  presence  of  diabetic  retino- 
pathy, more  petechiae  appearing  the  more 
severe  the  retinopathy.2'5’11  Small  cap- 
illary aneurysms  have  been  demonstrated  by 
some  observers  in  the  nailbeds2  and  conjunc- 
tiva5 of  patients  with  diabetic  retinopathy, 


but  others  dispute  the  presence  of  similar 
aneurysmal  lesions  in  any  but  retinal  tissue.6 
Rubeosis  iridis, 12  while  occurring  in  non- 
diabetics, more  commonly  occurs  in  diabetics 
with  intractable  hemorrhagic  glaucoma. 
This  appears  clinically  as  a plexus  of  new 
blood  vessels  on  the  anterior  surface  of  the 
iris  near  the  pupillary  border  and  at  the  angle 
of  the  anterior  chamber.  Thus,  the  trend 
today,  in  trying  to  relate  these  various  find- 
ings, is  to  consider  diabetic  retinopathy  as  a 
local  manifestation  of  a more  widespread 
vascular  disorder. 

While  recent  studies  have  demonstrated 
that  retinopathy  is  less  likely  to  occur  or  to 
be  severe,  the  better  the  diabetic  control, 
excellent  control  does  not  preclude  its 
development.  Retinopathy  may  occur 
early  in  mild  cases  of  diabetes,  may  even 
occur  before  a diagnosis  is  made,  and  may  be 
unilateral  in  rare  instances.  It  may  progress 
rapidly  and  relentlessly  in  spite  of  rigid  con- 
trol and  bears  no  relation  to  the  amount  or 
type  of  insulin  used.  It  may  never  develop 
in  moderately  severe  diabetes  of  long  dura- 
tion. Generally,  it  is  more  commonly  found 
in  longstanding  diabetes  and  bears  more  of  a 
relation  to  the  age  of  the  diabetes  than  to  the 
age  of  the  patient.  The  belief  today  is  that 
diabetic  retinopathy  is  due  to  some  factor 
other  than  hypoinsulinism  per  se.  The  fact 
that  diabetes  is  more  common  in  women  and 
that  retinopathy  has  a similar  sexual  pre- 
dilection has  lead  some  to  believe  that  an 
androgen-estrogen  imbalance  may  be  at 
fault.13  Others  feel  that  a derangement  of 
fat  metabolism  involving  a pancreatic  lipo- 
tropic factor  may  be  the  under  ying  cause 
of  diabetic  retinopathy.  Further  work  is 
necessary  to  decide  these  issues 

At  any  rate,  the  old  conception  that 
diabetic  retinopathy  was  not  distinctly 
separable  from  arteriosclerotic,  hypertensive, 
or  renal  retinopathy  is  no  longer  tenable.  It 
is  nowr  a proved  pathologic  and  clinical 
entity  and  may  occur  completely  independ- 
ently of  the  latter  conditions. 

Other  than  the  best  general  diabetic  con- 
trol, there  is  no  satisfactory  treatment  for 
the  retinopathy.  While  rutin  may  in  some 
instances  reverse  a positive  capillary  fragility 
test,  it  has  no  effect  on  the  retinopathy.  It 
is  well  to  remember,  in  evaluating  any 
therapy,  that  untreated  diabetic  retinopathy 
tends  to  undergo  periodic  remissions  and 
exacerbations. 

There  are  other  less  common  and  less 
important  ocular  findings  in  diabetes  about 
wdiich  only  a word  or  two  need  be  said. 
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Typical  diabetic  cataract  is  usually 
bilateral  and  tends  to  occur  in  young  severe 
diabetics.  It  starts  as  anterior  and  posterior 
subcapsular  dots,  flakes,  and  vacuoles  and 
rapidly  progresses  to  a form  indistinguish- 
able from  ordinary  senile  cataract.14  It  is 
quite  rare.  Although  it  has  generally  been 
considered  that  diabetic  patients  tend  to 
develop  ordinary  senile  cataracts  more 
commonly,  and  at  an  earlier  age  than  do 
nondiabetics,15  even  this  is  disputed  by 
Waite  and  Beetham’s  figures.16 

Sudden,  uncountable  changes  in  refraction 
may  herald  the  onset  of  unsuspected 
diabetes.  The  refraction  may  vary  either 
toward  hyperopia  or  myopia.  Similar 
changes  in  refraction  may  occur  when  a 
known  diabetic  becomes  uncontrolled. 
While  the  mechanism  of  this  is  unknown, 
some  alteration  in  the  lens  is  strongly 
suspected  as  its  cause.  Recovery  from  this 
change  may  take  several  weeks;  thus,  new 
lenses  should  not  be  prescribed  too  promptly. 

Transient  bilateral  weakness  of  accom- 
modation with  normal  pupillary  responses, 
sometimes  of  sudden  onset,  and  with  a 
tendency  to  occur  in  the  young,  is  not  un- 
common. Waite  and  Beetham  found  it  to 
be  the  second  most  common  ocular  complica- 
tion of  diabetes.16  This,  like  the  sudden 
changes  in  refraction,  usually  responds  to 
proper  diabetic  control. 

While  occasional  cases  of  lipemia  retinalis 
have  been  reported  in  nondiabetics  (idio- 
pathic hyperlipemia,  chronic  alcoholism, 
Nieman-Pick’s  disease,  etc.),  it  is  rarely, 
though  most  commonly,  seen  in  diabetic 
acidosis.17  The  exact  mechanism  of  its 
occurrence  is  still  unknown.  It  bears  no 
relation  to  the  total  blood  fat  content  but 
seems  to  be  more  dependent  upon  the  blood 
level  of  the  neutral  fats.18  Clinically  it 
develops  first  in  the  periphery  of  the  fundus 
and  spreads  toward  the  optic  disk,  clearing 
in  the  reverse  order.  The  blood  columns 
take  on  a lighter  pink  color  early  and  later 
an  almost  milk-white  appearance  where 


artery  and  vein  become  indistinguishable. 
There  is  no  change  in  vision.  This  condi- 
tion usually  responds  quite  promptly  to 
proper  treatment  of  the  acidosis  and  is 
mainly  a medical  curiosity. 

Optic  neuritis  and  optic  atrophy19  have 
been  reported  in  diabetes  where  all  other 
etiologic  causes  have  been  thought  excluded. 
The  neuritis  usually  has  a good  prognosis 
with  time  and  proper  diabetic  control, 
although  recovery  may  be  somewhat  de- 
layed. Vitamin  Bi  is  often  valueless  in  the 
treatment.  The  lesions  productive  of  these 
changes  in  the  optic  nerve  may  well  be  on  a 
vascular  basis. 

Cranial  nerve  paralysis,19  either  partial  or 
total,  involving  the  sixth,  third,  and  fourth 
nerves  in  this  order  of  frequency,  has 
occasionally  been  seen.  The  prognosis  in 
this  is  usually  good. 

The  extreme  ocular  hvpotonv  present  in 
diabetic  coma  is  well  known  as  an  important 
diagnostic  sign  of  this  form  of  coma. 

Finally,  Walsh  believes  that  macular 
holes  are  not  too  uncommon  in  diabetics  and 
that  they  may  be  overlooked  as  a cause  of 
reduced  visual  acuity.19 
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The  highest  service  we  can  perform  for  others  is  to  help  them  to  help  themselves.- — Horace 
Mann 
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Spasm  of 
sphincter  of  Oddi, 
with  ductal  distention. 


Rational  Therapy  in 
Biliary  Stasis  and  Biliary 
Dyskinesia  with  Ketochol® 

Ketochol  contains  all  four 
unconjugated  bile  acids  — not  salts 

An  inadequate  flow  of  bile1  into  the  intestine, 
caused  by  such  conditions  as  severe  liver  dis- 
ease, biliary  fistulas,  biliary  obstruction  and 
congenital  atresia  of  the  bile  ducts,  will  eventu- 
ally produce  severe  nutritional  and  digestive 
disturbances,  anemia  and  a tendency  toward 
abnormal  bleeding. 

Ketochol  stimulates  the  flow  of  thin  bile  to 
"flush”  the  biliary  passages.  Ketochol  relieves 
nausea,  vomiting,  pain  and  other  symptoms  of 
chronic  inflammation  of  the  gallbladder  by  its 
hydrocholeretic  action. 

Ketochol  is  well  tolerated.  The  average  dose 
is  one  tablet  three  times  a day  with  meals,  to- 
gether with  a suitable  diet. 

Ketochol  is  available  in  tablet  form,  250  mg. 
(3%  grains)  of  ketocholanic  acids  per  tablet. 

Adjunctive  Antispasmodic-Sedative  Therapy 

Pavatrine®  with  Phenobarbital  for  selective 
control  of  smooth  muscle  spasm  and  for  mild 
sedation  of  the  nervous,  tense  patient  is  an  ex- 
cellent adjuvant  in  the  management  of  biliary 
disorders.  The  average  dose  is  one  or  two  tab- 
lets three  or  four  times  daily,  as  needed. 

Pavatrine  with  Phenobarbital  contains  125 
mg.  (2  grains)  of  Pavatrine  and  15  mg.  (% 
grain)  of  phenobarbital  per  tablet. 


1.  Irvin,  J.  L.:  The  Secretion  and  Enterohepatic  Circu- 
lation of  Bile  Acids:  Replacement  of  Bile  Acids  in  Biliary 
Insufficiency,  North  Carolina  M.  J.  13:206  (April)  1952. 


SEARLE  Research  in  the  Service  of  Medicine 


to  prevent  attacks  in  angina  pectoris 


patient  selection- Prophylactic  management 
with  Peritrate  can  be  most  effective  in  patients 
whose  attacks  come  with  relative  frequency.  For 
instance,  Humphreys  et  al.  found  that  while  78.4 
per  cent  of  all  patients  studied  had  fewer  attacks, 
. . patients  with  the  greatest  number  of  attacks 
showed  the  greatest  reduction.  . . .”x 

A reliable  CRITERION-Regardless  of  severity  or 
previous  nitroglycerin  requirement,  Plotz2  found 
that  Peritrate  decreased  the  number  of  attacks  in 
approximately  80  per  cent  of  his  patients  and 
. . in  all  cases  the  amount  of  nitroglycerin  . . . 
was  reduced  to  half  or  less. . . .” 

true  angina  vs.  chest  pain-  Peritrate,  which 
seems  “specific”  for  angina  pectoris,  is  virtually 
ineffective  in  angina-like  chest  pains  of  other 
etiology:  only  5 out  of  125  cases  of  wowanginal 
chest  pain  improved  compared  with  4 out  of 
every  5 verified  cases  of  angina  pectoris1'3  in 


which  Peritrate  produced 

• fewer  attacks  of  angina  pectoris  and/or 

• reduction  in  the  severity  of  those  attacks 
which  were  not  prevented. 

Since  Peritrate  must  be  taken  on  a daily  schedule, 
patients  with  occasional  mild  attacks  are  best 
treated  with  short-acting  nitroglycerin. 

FOR  EFFECTIVE  PROPHYLACTIC  MANAGEMENT- 

A long-lasting  coronary  vasodilator,  Peritrate 
provides  prophylactic  action  for  4 to  5 hours. 
Administration  must  be  maintained  on  a con- 
tinuing daily  schedule  — usually  one  tablet  3 or 
4 times  daily.  Some  patients  require  a 2-tablet 
dose.  Peritrate  is  available  in  10  mg.  tablets  in 
bottles  of  100,  500  and  5000. 

bibliography:  1.  Humphreys.  P..  et  al.:  Angiology  3:1 
(Feb.)  1952.  2.  Plotz.  M.:  Neu  York  State  J.  Med.  52:2012 
(Aug.  15)  1952.  3-  Datlheu-Ceoffroy,  P.:  L'Ouest-Medical. 
vol.  3 (July)  1950. 
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CHAIRMAN’S  ADDRESS— OBSERVATIONS  REGARDING  THERAPY  OF 

BLEEDING  PEPTIC  ULCER 

Alfred  P.  Ingegno,  M.D.,  Brooklyn,  New  York 

( From  Department  of  Internal  Medicine,  the  Stale  University,  College  of  Medicine,  at  New  York  City 

and  the  Long  Island  College  Hospital) 


THERE  is  much  tendency  of  late  to  over- 
emphasize the  importance  of  the  problem  of 
hemorrhage  from  peptic  ulcer.  The  subject  has 
a fascination  out  of  proportion  to  its  numeric 
significance.  The  hospital  receives  the  severely 
ill  patients,  and  that  usually  means  the  older  ones, 
the  ones  with  more  bleeding,  the  ones  with  more 
complications.  These  hospital  patients  are  the 
ones  that  are  talked  about  and  written  about 
intensively  and  extensively.  This  is  only  men- 
tioned to  help  put  the  matter  of  hemorrhage 
from  ulcer  into  its  proper  perspective.  It  does 
no  harm  to  recall  that  the  patient  with  ulcer  has 
a twenty  to  one  chance  that  he  will  not  bleed  and 
a better  than  three  to  one  chance  that  if  he  does 
bleed,  the  hemorrhage  will  not  be  severe.  Even 
if  he  does  bleed  severely,  the  odds  are  at  least  ten 
to  one  in  his  favor  that  the  hemorrhage  will  not 
kill  him.  If  he  does  not  vomit  blood  but  has 
only  melena  and  if  severe  pain  is  absent,  the  out- 
look is  better.  If  he  is  young,  the  prospect  is 
even  brighter,  and  if,  in  addition,  he  has  survived 
one  or  two  prior  hemorrhages  and  has  a duodenal 
rather  than  gastric  ulcer,  the  prognosis  is  excellent 
indeed! 

This  is  not  to  imply  that  it  is  a pleasure  for 
someone  to  have  an  ulcer,  much  less  to  bleed 
from  one.  But  by  thus  presenting,  in  an  inverted 
fashion  so  to  speak,  the  facts  with  respect  to  the 
incidence  of  hemorrhage  and  the  factors  generally 
considered  to  contribute  to  lethality,  it  becomes 
easier  to  understand  why  it  is  that  in  many 
institutions  the  results  with  the  management  of 
bleeding  from  peptic  ulcer  have  been  so  good. 
This  favorable  experience  has  held  true  ever  since 
the  starving  of  patients  with  hemorrhage  from 
ulcer  was  abandoned  and  even  before  the  rage  for 
massive  transfusions  and  for  emergency  surgery. 

With  the  Andresen  method  of  treatment  of 
severe  hemorrhage,  mortalities  of  1.8  and  2.5  per 
cent  have  been  reported  by  D’Albora  and  Lance- 
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lotti1  and  by  Andresen,2  respectively.  Meulen- 
gracht’s  death  rate  was  2.5  per  cent.3  Eads  had 
only  two  deaths  among  103  patients  with  severe 
bleeding.4  The  fatality  rate  in  Brown  and 
Theime’s  161  patients  (of  whom  130  bled  pro- 
fusely) was  5 per  cent.5  In  none  of  these  patients 
was  emergency  surgery  resorted  to.  In  the  first 
two  groups  blood  was  used  sparingly  and  in  the 
others  apparently  with  great  moderation.  All 
were  on  a feeding  regimen. 

Since  about  1920,  long  before  Meulengracht,6 
Andresen  in  this  country  had  been  using  a feeding 
regimen  for  bleeding  from  peptic  ulcer  at  the 
Long  Island  College  Hospital  and  had  been 
striving  to  convince  his  colleagues  of  its  value. 
He  reported  this  experience  formally  in  1927. 7 
As  long  ago  as  1904,  Lenhartz8  had  advocated  the 
feeding  of  these  patients,  but  his  advice  had  been 
generally  ignored.  The  Andresen  diet  for 
hemorrhage,9  which  incidentally  is  also  useful 
after  gastric  surgery,  is  a simple  mixture  of  milk, 
cream,  gelatin,  and  glucose  given  at  frequent 
intervals.  It  supplies  fluid,  the  major  classes  of 
nutriment,  and  calories  in  satisfactory  amounts 
and  is  easy  to  prepare  and  administer  (Tables  I 
and  II).  It  takes  advantage  of  the  fact  that  the 
stomach  with  food  in  it  is  a quieter  stomach  and 
that  any  clot-digesting  tendency  will  be  counter- 
acted by  the  acid-neutralizing  effect  of  the  protein 
in  the  diet.  Note,  too,  that  local10  and  humoral11 
factors  furthering  hemostasis  have  been  antici- 
pated by  the  gelatin  and  the  fat  in  the  diet. 
More  recently  there  has  been  some  tendency  to 
exaggerate,  the  principle  of  feeding  to  extremes. 
Like  the  patient  who  takes  triple  the  prescribed 
dose  of  a good  medicine  because  he  thinks  it 
should  then  be  three  times  as  valuable,  there  are 
some  diets  for  gastric  hemorrhage  prescribed  at 
present  which  even  a strong,  normal  person  would 
find  hard  to  digest  satisfactorily. 

However  favorable  the  over-all  results  of 
management  of  hemorrhage  from  ulcers  have 
been,  there  is  no  escaping  the  fact  that  a small 
proportion  of  patients  do  badly  in  spite  of  the 
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TABLE  I. — Formula  for  Gelatin-Milk  Feeding,  Andre- 
sen  Diet  for  Gastric  Hemorrhage 


Food 

Amount 

Carbo- 

hydrate 

(Gm.) 

Pro- 
tein Fat 
(Gm.)  (Gm.) 

Calories 

Gelatin 

50  Gm. 

45 

180 

Dextrose 

60  Gm. 

60 

240 

Cream 
(20  per 
cent) 

100  cc. 

3 

3 

18 

180 

Milk 

900  cc. 

36 

27 

27 

550 

Total 

99 

75 

45 

1 , 150  per  L. 

Milk,  cream,  and  dextrose  mixed  and  kept  in  refrigerator. 
Gelatin  in  paper  cup  at  bedside.  Stir  teaspoonful  into  small 
amount  of  warmed  milk  mixture  and  mix  with  remainder  of 
a 6-ounce  feeding.  Flavor  with  tea,  vanilla,  or  cocoa  if 
desired;  serve  cool  or  warmed. 

First  4 days:  6 ounces  every  2 hours  Nothing  else  by  mouth. 
Fifth,  sixth  days:  Add  to  each  of  3 or  4 feedings  one  of  the 
following:  1 egg;  3 ounces  cereal;  custard,  jello,  or  ice 
cream.  Allow  water  in  3-ounce  quantities  between  feed- 
ings. 

Seventh,  eighth  days:  2 of  above  foods  with  each  feeding. 
Ninth  day:  Ulcer  diet. 

Mineral  oil  ‘/s  ounce  nightly  after  second  night.  Oil  reten- 
tion enema  fourth  night  and  thereafter  as  required. 


best  efforts.  The  crux  of  the  difficulty  has  been 
the  best  method  of  selecting  these  few  with  a poor 
prognosis  at  a time  when  perhaps  by  some 
special  approach  one  might  significantly  reduce 
the  likelihood  of  a fatal  outcome.  Probably  no 
one  seriously  believes  that  the  routine  use  of 
emergency  surgery  in  every  case  of  bleeding  ulcer 
would  be  a sensible  solution.  Actually  such  a 
procedure  applied  to  all  or  any  large  proportion  of 
patients  with  hemorrhage  from  ulcer  would  be  an 
evasion  of  the  problem  and  would  defeat  its  own 
purpose  by  subjecting  the  favorable  group  to  a 
mortality  risk  greater  than  that  which  it  now 
enjoys.  In  so  far  as  the  use  of  emergency 
surgery  is  concerned,  what  has  to  be  done  is  to 
select  the  patient  who  is  less  likely  to  die  if 
operated  upon  than  if  treated  conservatively. 
This  is  not  an  easy  task. 

One  of  the  methods  of  selection  advocated  has 
been  to  assess  the  massiveness  of  hemorrhage  by 
certain  laboratory  procedures.  From  these  lab- 
oratory data  one  is  then  supposed  to  be  in  a posi- 
tion to  estimate  the  amount  of  blood  lost,  and  if 
this  exceeds  a certain  value,  the  patient  is  sub- 
jected to  operation.  Unfortunately,  laboratory 
criteria  are  relatively  unsatisfactory  indices  of 
severity  of  hemorrhage  at  precisely  the  time  when 
it  is  most  important  to  know,  that  is,  right  after 
or  during  hemorrhage.  The  red  cell  count, 
hemoglobin,  and  hematocrit  are  particularly  un- 
reliable. It  is  recognized  that  in  an  acute 
gastrointestinal  hemorrhage  blood  loss  is  total, 
and  there  is  immediate  compensatory  vascular 
constriction.  It  takes  time  for  blood  volume  to 
be  restored  by  fluid  taken  up  from  the  interstitial 
tissue.  This  hemodilution  requires  several  hours 
to  several  days,  depending  on  the  previous  state 
of  hydration.  Obviously  then,  in  the  early 
stages  the  red  count,  hemoglobin,  and  hematocrit 
may  still  be  high  even  though  a large  volume  of 


TABLE  II.- — Formula  for  Gelatin-Water  Feedings* 


Carbo- 

hydrate 

Protein 

Food 

Amount 

(Gm.) 

(Gm.) 

Calories 

Gelatin 

50  Gm. 

45 

180 

Dextrose 
Juice  of  3 

90  Gm. 

90 

360 

oranges 
Water  to 

1 , 000  cc. 

30 

120 

Total 

120 

45 

660  per  L. 

* Used  for  patients  intolerant  of  or  allergic  to  milk.  Mix- 
ture without  gelatin  kept  in  refrigerator.  Add  gelatin  and 
serve  as  with  milk  mixture. 


blood  has  been  lost,  and  one  might  err  in  thinking 
loss  of  blood  was  slight.  Conversely,  as  hemo- 
dilution proceeds,  an  anemia  develops  which 
represents  actual  progress  toward  restoration  of 
normal  circulating  blood  volume.  This  hemo- 
dilution may  be  rapid,  and  the  developing  anemia 
may  be  erroneously  interpreted  as  due  to  further 
bleeding. 

Although  certainly  more  reliable  than  red  cell, 
hemoglobin,  and  hematocrit  values,  determina- 
tions of  total  blood  volume  or  of  circulating  red 
cell  volume  are  not  without  fallacy.  Aside  from 
some  intrinsic  sources  of  error  in  these  estima- 
tions, whether  it  be  by  dye  injection  technics,15 
or  by  the  use  of  radioactive  iodinated  albumin,13 
or  by  red  cells  tagged  with  radioactive  chro- 
mium,14 they  are  not  simple  procedures  suscep- 
tible of  easy  routine  and  repeated  use.  Further, 
suppose,  for  example,  a patient  with  low  initial 
red  cell  and  hemoglobin  levels,  whether  for 
nutritional  reasons  or  because  of  prior  minimal 
bleeding  or  oozing,  suffers  an  acute  hemorrhage.  ’ 
The  amount  of  blood  lost  may  be  small,  yet  the 
red  cell  count,  hemoglobin,  and  even  the  mass  of 
circulating  red  cells  may  be  so  low  as  to  indicate 
massivity. 

It  is  better  that  the  laboratory  findings  should 
at  all  times  be  interpreted  in  the  light  of  the 
patient’s  clinical  status.  Clinical  criteria  are  still 
the  most  reliable  for  estimation  of  the  severity  of 
the  hemorrhage.  And  an  estimate  of  the  severity 
of  a hemorrhage  is  concerned  not  so  much  with 
any  absolute  percentage  of  fall  in  blood  volume 
but  rather  with  the  adequacy  of  the  patient’s 
adjustment  to  that  loss  of  blood.  The  vascular 
tree  is  elastic  and  accommodates  itself  quickly  to 
the  residual  volume  of  blood  within  it  by  vaso- 
constriction. While  it  is  true  that  the  more 
massive  the  hemorrhage,  the  more  likely  it  is  for 
compensatory  adjustments  to  fail  and  hence  for 
death  to  occur,  the  critical  clinical  issue  is  not 
how  much  the  patient  has  bled,  or  how  rapidly, 
but  rather:  (1)  How  well  has  the  patient  adjusted 

to  his  loss  of  blood?  (2)  Has  the  bleeding  stopped? 
Now  shock,  a clinically  identifiable  condition, 
may  be  defined  in  this  connection  as  a state  of 
impaired  compensation  to  blood  volume  loss. 
By  determining  the  presence  or  absence  of  shock 
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TABLE  III. — Clinical  Estimate  of  Severity  of  Shock 


None 

Mild 

Moderate 

Severe 

Pulse 

Normal 

80-100 

100-140 

140  + 

Systolic  blood  pres- 
sure 

Normal 

100  + 

60-100 

60 

Pallor 

0 

+ + 

+ + + + 

Sweating 

0 

{±} 

+ + 

+ + + + 

Restlessness 

0 

0 

+ + 

+ + + + 

Air  hunger 

0 

0 

0 

+ 

Hypothermia 

0 

{±} 

+ 

+ 

Weakness 

|i| 

Normal 

"f* 

4"  4- 

+ + + + 

Consciousness 

Normal 

Normal 

Blunted 

and  by  estimating  its  degree,  one  obtains  the  best 
impression  of  how  satisfactory  adjustment  to  the 
blood  loss  is  and  how  significant  that  blood  loss, 
no  matter  how  little  or  how  great,  has  been  to  the 
particular  patient  concerned.  At  the  risk  of 
oversimplification,  Table  III  is  presented  in  an 
attempt,  admittedly  crude,  to  indicate  how  one 
may  gauge  the  severity  of  shock  and  thus  the 
adequacy  of  the  compensation  to  the  loss  of  blood. 
The  important  thing  is  the  over-all  clinical  im- 
pression, not  any  one  single  finding.  It  may  be 
possible  some  day  to  quantitate  degrees  of  shock 
and  its  reversibility  by  blood  estimates  of  vaso- 
excitor  and  vasodepressor  humoral  substances 
of  hepatorenal  origin,  as  suggested  bv  the  work 
of  Shorr  and  Zweifach  and  their  associates  in  ex- 
perimental shock.15  But  until  then,  frequent 
observation  of  the  patient  along  the  lines  in- 
dicated in  the  table  wall  be  most  helpful  in  assess- 
ing his  response  to  the  hemorrhage  and  to  the 
treatment  rendered. 

The  critical  issue  of  whether  or  not  bleeding  is 
continuing  or  recurring  cannot  be  determined 
solely  on  the  basis  of  laboratory  findings.  It  has 
been  pointed  out  that  in  the  hours  following  a 
hemorrhage  which  has  stopped,  an  increasing 
anemia  may  mean  nothing  more  than  a shift  of 
fluid  from  tissues  to  blood.  Nor  can  too  much 
reliance  be  placed  on  a continuing  melena,  unless 
it  is  very  marked,  for  tarry  stools  may  persist  for 
some  time  after  bleeding  has  ceased.  Much 
more  valuable  as  evidences  of  persistent  or  re- 
current bleeding  are  (1)  further  hematemesis,  (2) 
persistent  or  increasing  tachycardia,  and  (3)  per- 
sistent or  increasing  hypotension.  It  cannot  be 
emphasized  too  strongly  that  the  very  frequent 
taking  of  pulse  and  blood  pressure  should  be 
routine  in  any  case  of  gastrointestinal  bleeding, 
during  the  first  hours  as  often  as  every  fifteen 
minutes. 

A persistent  or  increasing  azotemia  is  also  of 
some  value  as  an  indicator  of  persistent  or  re- 
current bleeding,16  especially  late  recurrence  after 
bleeding  has  ceased  for  several  days.  It  is  not 
quite  so  valuable  in  the  patient  who  continues  to 
bleed  from  the  time  of  admission  for  it  is  normally 
expected  that  the  curve  of  rise  and  fall  of  blood 


urea  takes  place  over  a period  of  several  days 
following  hemorrhage. 

Aside  from  the  stress  on  laboratory  findings, 
another  idea  has  begun  to  pervade  the  literature 
concerning  the  management  of  gastric  hemor- 
rhage. It  has  been  decided  in  some  clinics  that  if, 
after  transfusing  a certain  quantity  of  blood  over 
a limited  period  of  time,  there  is  still  evidence  of 
active  bleeding  or  if  the  patient  fails  to  rally  in  a 
preconceived  manner  as,  for  example,  by  failing 
to  attain  or  maintain  a certain  blood  volume  or  a 
certain  hemoglobin  level,  then  such  a patient 
should  immediately  be  subjected  to  emergency 
surgery.14’ 17-20  Of  course,  this  whole  concept  of 
management  must  stand  or  fall  on  the  funda- 
mental premise  that  the  treatment  itself  has  been 
innocuous.  Obviously  if  what  is  being  done  for 
the  patient  is  causing  more  hemorrhage,  the  whole 
procedure  is  reduced  to  the  absurdity  of  an  artifi- 
cially created  race  between  blood  loss  and  blood 
replacement,  and  if  the  latter  does  not  catch  up 
with  and  pass  the  former,  operation  becomes 
inevitable. 

At  this  point  some  general  remarks  about  the 
use  of  transfusions  in  this  type  of  case  are  in 
order.  But  before  one  can  discuss  this  rationally, 
one  must  try  to  understand  what  the  body  re- 
sponses to  severe  gastrointestinal  hemorrhage 
are.  Which  are  good  and  which  are  bad?  The 
following  are  the  bodily  adjustments  to  hemor- 
rhage: 

1.  Fall  in  circulating  blood  volume. 

2.  Fall  in  blood  pressure. 

3.  Vasoconstriction  and  adjustments  in  vas- 
cular capacity  and  distribution. 

4.  Rapid  heart  rate. 

5.  Contraction  of  spleen. 

6.  Increased  respiration. 

7.  Increase  in  coagulability  of  blood. 

8.  Other  organ  responses:  kidneys,  liver, 
adrenals,  bone  marrow,  brain,  skin,  gastroin- 
testinal tract. 

9.  Fluid  shift. 

10.  Chemical  and  metabolic  changes:  blood 
protein,  urea,  protein  catabolism,  carbohydrate 
metabolism,  electrolytes. 

They  cannot  all  be  discussed,  but  it  is  partic- 
ularly important  to  note  the  vascular  and  hemo- 
static mechanisms  called  into  play.  With  the  fall 
in  circulating  blood  volume  there  is  a fall  in  blood 
pressure  followed  by  a compensatory  vasocon- 
striction and  increase  in  heart  rate.  Nervous 
and  humoral  mechanisms  bring  about  adjust- 
ments in  vascular  capacity  and  blood  distribu- 
tion which  serve  to  maintain  pressure  and  pre- 
serve the  blood  flow  to  such  vital  structures  as  the 
heart,  brain,  and  kidneys.  The  coagulability  of 
the  blood  is  increased.  The  clotting  time  is 
shortened,  fibrinogen  increases,  and  the  blood 
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platelets  increase  in  number  and  in  stickiness.  It 
is  well  to  bear  in  mind  that  the  reduced  stretch 
on  the  vascular  tree,  the  fall  in  head  of  pressure 
behind  the  bleeding  point,  the  local  arterial  con- 
traction and  retraction  at  the  bleeding  point,  and 
the  increased  coagulability  of  the  blood  are  all 
salutary  in  that  they  tend  to  slow  and  then  stop 
the  flow  of  blood.  A clot  forms,  and  over  a 
period  of  twenty-four  to  seventy-two  hours  it  be- 
comes firm  and  adherent.  As  is  true  of  so  many 
homeostatic  mechanisms,  these  effects  of  bleeding 
are  not  an  unmitigated  blessing.  Excessive  fall 
in  blood  volume  and  blood  pressure  with  vaso- 
constriction may  result  in  serious  impairment  of 
flow  to  the  heart,  brain,  kidneys,  and  fiver. 
However,  the  tendency  is  for  the  body  to  pre- 
serve the  blood  supply  to  these  structures  at  the 
expense  of  other  less  vital  regions  such  as  the  skin 
and  splanchnic  areas,  so  that  only  marked  degrees 
of  uncorrected  and  unduly  prolonged  shock  are 
likely  to  compromise  seriously  the  circulation  to 
the  organs  mentioned.  The  reduction  in  blood 
pressure  and  flow  and  the  increased  tendency  to 
blood  clotting  may  also  unfortunately  predispose 
to  coronary  or  cerebral  thrombosis,  particularly 
in  an  elderly  individual  with  already  damaged 
arteries.  But  the  propensity  of  the  body  to 
maintain  flow  to  these  areas  and  measures 
directed  toward  the  correction  of  shock  help  to 
minimize  the  likelihood  of  such  complications. 

In  \-iew  of  what  happens  in  the  body  with  acute 
gastrointestinal  hemorrhage,  it  should  be  evident 
that  there  is  little  justification  for  either  a routine 
or  an  excessive  use  of  blood  transfusion  in  its 
management.  The  fact  that  a patient  has  gastro- 
intestinal bleeding  is  not  an  automatic  signal  for 
the  administration  of  large  quantities  of  blood. 
There  are  advantages  and  disadvantages  to  the 
use  of  blood  transfusions. 

Transfusion  restores  blood  volume  and  raises 
blood  pressure  and  hence  improves  blood  flow  to 
vital  areas  and  diminishes  anoxemia.  It  also 
gives  the  psychologic  satisfaction  of  doing  some- 
thing quickly  for  the  patient.  But.  on  the  other 
band,  transfusion  stretches  the  vascular  tree, 
which  is  elastic,  and  raises  blood  pressure,  thereby 
fostering  renewed  or  continued  bleeding.  Fur- 
thermore, large  amounts  of  citrate  may  be  toxic 
and  anticoagulant.  Possible  pyrogenic  and  in- 
compatibility reactions,  possible  pulmonary 
edema  in  patients  with  heart  disease,  and  remote 
ill  effects  such  as  serum  hepatitis  must  also  be 
considered  when  weighing  the  disadvantages  of 
transfusion  in  hemorrhage  from  peptic  ulcer. 

Talbot51  and  Straus55  have  recently  pointed  out 
that  blood  transfusion  is  not  an  innocuous  pro- 
cedure. In  gastrointestinal  hemorrhage  it  is 
particularly  important  to  be  circumspect  in  the 
use  of  blood  for  there  is  reason  to  believe  that 
-udden  increases  in  blood  volume  with  stretching 


of  the  vascular  tree  and  elevation  of  blood 
pressure  upset  the  normal  hemostatic  mech- 
anisms which  we  have  discussed  and  lead  to 
persistent  or  recurrent  bleeding.  Pollard  and 
Wollum53  have  reported  an  increased  incidence 
of  continued  or  recurrent  bleeding  and  a higher 
mortality  in  those  receiving  transfusions  as  com- 
pared with  those  who  did  not.  Their  transfused 
patients  had  continued  or  recurrent  bleeding 
three  times  as  frequently,  and  the  mortality  was 
seven  times  greater.  Even  if  one  makes  allow- 
ances for  considerable  error,  this  is  striking 
enough  to  ponder  over.  In  so  far  as  the  tendency 
of  massive  transfusions  to  increase  bleeding  is 
concerned,  our  experience  has  been  distinctly 
similar.  Other  reports  have  also  been  made  of 
this  effect.54-55  The  role  of  low  blood  pressure  in 
furthering  hemostasis  has  been  demonstrated  in 
an  entirely  different  connection  by  Bovan  and 
Brunsehwig.56  They  induced  a profound  degree 
of  hypotension  by  injection  of  the  ganglionic 
blocking  agent  hexamethonium  bromide  during 
general  anesthesia  for  radical  surgery.  In  this 
way  they  were  able  to  observe  local  hemostasis 
with  blood  clotting  and  reduced  loss  of  blood  in 
the  operative  field.  When  the  blood  pressure  was 
allowed  to  rise  before  abdominal  closure,  bleeding 
points  not  previously  noted  appeared  and  had  to 
be  closed  off. 

From  the  considerations  discussed  and  in  view 
of  our  satisfactory  experience  and  that  of  others, 
it  is  felt  that  blood  should  not  be  given  routinely 
in  gastric  hemorrhage.  The  only  logical  indica- 
tion for  prompt  transfusion  is  the  presence  of 
inadequate  compensation  to  blood  volume  loss, 
that  is,  moderate  or  severe  shock.  It  should 
then  be  given  only  in  amount  sufficient  to  relieve 
the  shock.  No  attempt  should  be  made  to  bring 
about  rapid  and  early  restoration  of  normal  blood 
volume  or  normal  red  count  and  hemoglobin 
values.  It  is  also  felt  that  because  massive 
transfusions  can  precipitate  further  bleeding,  it 
is  illogical  to  use  response  to  transfusions  as  a 
criterion  for  surgical  intervention.  However, 
when  compensation  to  blood  loss  is  obviously  in- 
adequate, i.e.,  moderate  or  severe  shock  persists, 
possible  severe  tissue  damage  outweighs  possible 
ill  effects.  Enough  blood  to  counteract  shock 
should  be  given,  but  a quick  return  to  normal 
blood  pressure  and  volume  is  neither  necessary 
nor  desirable. 

Emergency  surgery  certainly  has  a place  in  the 
treatment  of  acute  gastrointestinal  hemorrhage 
as  a supplement  to  but  not  in  place  of  rational 
medical  management.  Some  really  remarkable 
results  have  been  reported, 15,57  although  there 
have  been  poor  results  also.  It  is  important  to 
keep  in  mind  a few  pitfalls  in  the  interpretation 
of  statistical  reports  which  compare  surgical  and 
medical  fatality  rates.  Everyone  recognizes  how 
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unjust  it  is  to  condemn  high  surgical  death  rates 
when  the  surgeon  is  given  a group  of  poor  risk 
patients  who  have  been  bleeding  persistently  or 
recurrently  for  long  periods.  By  the  same  token, 
there  should  be  some  reserve  in  accepting  reports 
of  low  mortality  in  surgically  treated  cases  when 
any  appreciable  number  of  the  patients  operated 
upon  belong  to  a lower  age  group  or  when  the 
surgery  is  performed  from  several  days  to  a week 
after  bleeding  has  ceased.  Such  patients  would 
be  likely  to  respond  well  to  conservative  manage- 
ment also.  There  is  also  a tendency  to  include  in 
the  comparative  medical  group  patients,  who 
from  the  very  time  of  admission  were  moribund 
and  in  whom  there  was  no  time  to  employ  any 
kind  of  therapy,  as  well  as  patients  who  had  com- 
plications such  as  heart  disease,  extreme  age,  or 
other  conditions  which  would  have  been  absolute 
contradictions  to  surgery.  In  some  comparative 
groups  allegedly  “medically”  treated,  there  have 
even  been  included  cases  where  the  presence  of 
hemorrhage  was  only  discovered  at  autopsy,  this 
having  been  neither  diagnosed  or  treated  during 
life.  Obviously  it  becomes  extremely  difficult  to 
assess  the  comparative  value  of  a surgical  or 
medical  approach  if  adverse  selection  is  exercised 
for  the  medical  group  alone. 

At  the  beginning  of  this  paper  it  was  suggested 
that  certain  factors  contribute  to  lethality  in 
hemorrhage  from  peptic  ulcer.  These  factors, 
now  generally  recognized,  are  manifest  in  any 
consideration  of  the  clinicopathologic  aspects  of 
fatal  cases  as  outlined  in  Table  IV.  The  impor- 
tant features  which  exaggerate  mortality  to  a 
significant  degree  are  age  above  fifty,  the  occur- 
rence of  hematemesis  in  hospital,  and  the  presence 
of  gastric  rather  than  duodenal  ulcer.  It  is 
worthy  of  note  that  from  one  half  to  three  fourths 
of  patients  who  die  from  bleeding  ulcer  have  an 
eroded  artery  which  cannot  properly  seal  off.  Of 
particular  significance  is  the  finding  that  half  or 
more  have  a complication  such  as  serious  heart 
disease  or  pneumonia  which  definitely  contributes 
to  the  death.  This,  of  course,  affects  the  possi- 
bility of  surgical  intervention.  Many  have  an 
unfavorably  situated  ulcer  or  one  penetrating 
deeply  into  an  adjacent  structure  such  as  the 
pancreas.  These  latter  findings  are  important  in 
that  they  may  render  satisfactory  surgical  re- 
moval difficult  if  not  impossible.  Pedersen’s 
scholarly  analysis  of  the  criteria  for  surgical 
intervention  in  bleeding  ulcer28  is  a noteworthy 
contribution  to  the  understanding  of  the  problems 
involved.  He  found  that  in  a large  favorable 
group  of  800  patients  treated  with  a Meulen- 
gracht  regimen  the  mortality  from  exsanguina- 
tion  was  less  than  1 per  cent.  In  a small  group 
similarly  treated  and  consisting  of  40  patients 
who  were  over  fifty  years  old  and  who  had  had 
hematemesis  in  the  hospital,  the  mortality  was 


TABLE  IV. — Significant  Clinicopathologic  Features 
in  Fatal  Hemorrhage  from  Peptic  Ulcer 


1.  An  elderly  group,  even  in  those  with  duodenal  ulcer. 

2.  Most  have  had  hematemesis  under  observation. 

3.  Proportion  with  gastric  ulcer  is  increased  and  even  ex- 

ceeds duodenal  ulcer. 

4.  Mostly  males  as  expected  but  while  ratio  4 or  5 to  1 in 

duodenal  ulcer,  it  approaches  1 to  1 in  gastric  ulcer. 

5.  Exposed  bleeding  vessels  in  half  or  more. 

6.  Ulcer  in  an  unfavorable  position  in  some  cases,  e.g.,  high 

in  stomach  or  in  second  portion  of  duodenum. 

7.  Penetration,  e.g.,  into  pancreas,  often  present. 

8.  Bleeding  is  not  sole  cause  of  death  in  half  or  more.  Fatal 

hemorrhage  may  be  complicated  by  or  complicate 
other  serious  disease. 


30  per  cent.  Eight  of  the  40  patients  had  com- 
plications of  a cardiovascular  or  other  nature 
which  absolutely  contraindicated  surgery.  Of 
the  32  who  were  operable,  25  per  cent  died  under 
conservative  management.  With  Pedersen’s 
simple  criteria,  routine  operation  would  be  justi- 
fied in  all  operable  individuals  over  fifty  years  of 
age  who  had  hematemesis  in  hospital  providing 
such  surgery  was  done  promptly  and  providing 
that  the  anticipated  surgical  mortality  would  be 
significantly  less  than  25  per  cent.  It  is  a curious 
thing  that  since  his  study  covered  a ten-year 
period,  only  about  three  patients  per  year  would 
have  fallen  in  the  group  for  immediate  surgery. 
And  Pedersen  estimated  that  if  the  surgeons  had 
been  able  to  reduce  the  mortality  from  the  ex- 
pected 25  per  cent  to  10  per  cent,  five  patients 
would  have  been  saved  in  that  period  of  ten 
years. 

There  is  little  doubt  that  the  approach  to 
therapy  of  bleeding  ulcer  in  the  young  and  in  the 
elderly  (over  fifty  years)  patient  should  be  differ- 
ent. Mere  massivity  of  hemorrhage,  especially 
if  estimated  by  laboratory  methods,  cannot  be 
rigidly  applied  as  an  indication  for  surgery.  Nor 
is  it  logical  to  use  the  response  to  massive  trans- 
fusions as  a criterion  for  the  reasons  given. 
Clinical  judgment  applied  to  the  individual 
patient  remains  the  preferred  method  for  decision. 
Table  V suggests  possible  approaches  based  on 
the  best  available  evidence.  Working  together, 
the  internist  and  the  surgeon  should  no  doubt 
find  it  possible  to  obtain  better  results  than  either 
might  alone. 

Summary  and  Conclusions 

The  validity  of  recent  attempts  to  stylize 
therapy  of  hemorrhage  from  peptic  ulcer  on  the 
basis  of  laboratory  findings  or  on  the  pattern  of 
response  to  massive  transfusion  is  open  to  serious 
question.  Surgical  attitudes  have  been  over- 
emphasized. The  use  of  large  transfusions  is 
not  innocuous,  and  such  therapy  may  itself  pre- 
cipitate continued  or  recurrent  bleeding  by  up- 
setting desirable  hemostatic  mechanisms. 
Clinical  evidence  of  inadequate  compensation  to 
blood  loss  (shock)  constitutes  the  only  really 
valid  indication  for  early  transfusion.  The  pur- 
pose should  be  to  relieve  shock  and  so  prevent 
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TABLE  V. — Bleeding  Peptic  Ulcer  Therapy  in  Young  and  Old  Patients 


Young 


Old 


Immediate  Therapy 


Shock 

None 

Mild 

Moderate 

Severe 

None 

Mild 

Moderate  Severe 

General  shock  therapy 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes  Yes 

Andresen  diet 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes  Yes 

Immediate  transfusion 

No 

No 

Until  out  of  shock 

No 

No 

Until  out  of  shock 

Prompt  emergency  surgery 

No 

No 

No 

No 

Yes,  if  there  is  hematemesis  after  admission 

Progress  Therapy 

Bleeding  controlled  Additions  to  diet  Additions  to  diet 

Late  transfusions  to  hasten  convalescence  Intermediate  and  late  transfusions  to  main- 

indicated  elective  surgery  tain  hemoglobin  and  hasten  convalescence 

Indicated  elective  surgery 

Bleeding  continues  or  recurs  Intermediate  transfusions  for  shock  and  hemo-  Intermediate  transfusions  for  shock  and  hemo- 
globin maintenance  globin  maintenance 

Delayed  emergency  surgery  in  the  occasional  Early  emergency  surgery 
case 


damage  to  vital  areas,  not  to  restore  the  blood 
count  or  blood  volume  to  normal.  Over  95  per 
cent  of  patients  will  recover  if  conservative  re- 
straint is  exercised,  as,  for  example,  by  employing 
the  Andresen  regimen  of  prompt  feeding  with 
milk-gelatin  and  adequate  treatment  of  shock. 
Surgery  should  be  reserved  for  the  occasional 
patient  with  persistent  or  recurrent  hemorrhage 
or  the  elderly  patient  who  suffers  hematemesis 
under  observation  when  the  anticipated  mortality 
may  be  unduly  high. 

119  Sixth  Avenue 
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EMERGENCY  TREATMENT  OF  BLEEDING  ESOPHAGEAL  VARICES  AND 
THE  RESULTS  OF  PORTACAVAL  SHUNTS  IN  90  PATIENTS 

Robert  R.  Linton,  M.D.,  Brookline,  Massachusetts 

( From  the  Department  of  Surgery,  Massachusetts  General  Hospital,  Boston,  Massachusetts) 


THE  high  mortality  rate  secondary  to  massive 
hemorrhage  from  esophageal  varices  in  pa- 
tients treated  by  conservative  means  is  well 
recognized.  A recent  analysis  by  Shull1  of  128 
cases,  108  with  cirrhosis  of  the  liver  and  20  with 
the  so-called  Banti’s  syndrome,  admitted  to  the 
Massachusetts  General  Hospital  during  the 
years  1934  to  1945  because  of  bleeding  esophageal 
varices  revealed  that  97  (76  per  cent)  died  from 
all  causes.  There  were  46  (47  per  cent)  of  the 
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deaths  directly  due  to  hemorrhage  alone  from 
esophageal  varices,  and  in  many  of  the  other  51 
patients  who  died,  bleeding  from  these  vessels 
played  a major  contributory  role.  The  massive 
type  of  bleeding  that  occurs  in  these  cases  is  far 
more  serious  in  patients  with  cirrhosis  of  the  liver 
than  in  the  younger  age  group  with  Banti’s 
syndrome  and  essentially  normal  livers.  Shull1 
found  in  71  patients  with  the  former  disease  in 
whom  esophageal  hemorrhages  had  occurred 
that  16  (23  per  cent)  had  died  at  the  end  of  one 
month,  29  (41  per  cent)  after  six  months,  and  38 
(54  per  cent)  at  the  end  of  one  year.  On  the 
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TABLE  I. — Causes  of  Death  in  32  Patients  Without 
Portacaval  Shunt  Surgery 


Number  of 
Patients  with 

Cause  of  Death 

Cirrhosis  of  Liver 

Hemorrhage  alone 

Severe  hemorrhage  with  secondary  liver 

23  (72%) 

failure 

4 (13%) 

Slight  hemorrhage  with  liver  failure 

5 (15%) 

Total 

32 

i other  hand,  in  19  patients  with  Banti’s  syndrome 
| only  one  (5  per  cent)  had  succumbed  at  the  end 
of  one  year.  This  difference  in  the  mortality 
rate  of  these  two  diseases  undoubtedly  is  because 
the  patients  with  cirrhosis  of  the  liver  can  less 
well  withstand  massive  bleeding  because  of  the 
| serious  effect  it  produces  on  an  already  damaged 
liver.  It  is  to  be  noted  that  these  statistics 
demonstrate  clearly  (1)  the  extreme  significance 
of  this  complication  in  the  high  mortality  rate 
when  associated  with  cirrhoisis  of  the  liver  and 
(2)  the  necessity  of  developing  some  form  of 
treatment  to  prevent  further  bleeding  from  the 
esophageal  varices. 

A more  recent  analysis  of  99  patients  that  were 
admitted  to  the  Massachusetts  General  Hospital 
because  of  cirrhosis  of  the  liver,  during  the  five- 
year  period  from  1946  to  1950  inclusive,  empha- 
sizes these  facts  even  more  definitely.2  Massive 
bleeding  from  the  esophageal  varices  was  the 
reason  for  admission  to  the  hospital  of  65  of  these 
patients  (66  per  cent).  Portacaval  shunts  were 
performed  in  33  of  them  (33  per  cent),  and  in  66 
(67  per  cent)  no  surgical  procedure  was  carried 
out.  This  was  due,  in  part,  to  the  fact  that  38 
of  the  latter  group  (58  per  cent)  died  while  in  the 
hospital,  and  of  utmost  importance  was  the  fact 
that  hemorrhage  from  the  esophageal  varices 
played  a major  role  in  the  deaths  of  32  of  these 
38  patients  (84  per  cent).  Further  analysis  also 
revealed  that  exsanguination  alone  was  the  chief 
cause  of  death  in  23  of  this  group  of  32  patients 
(72  per  cent),  and  in  the  other  nine  (28  per  cent) 
death  was  due  to  liver  failure,  it  is  believed  pre- 
cipitated, in  part  at  least,  by  hemorrhage  in  each 
case  (Table  I). 

Emergency  Treatment  of  Bleeding 
Esophageal  Varices 

From  both  these  sets  of  statistics  it  can  be  seen 
that  hemorrhage  alone  is  an  exceedingly  impor- 
tant cause  of  death  in  patients  with  cirrhosis  of 
the  liver  and  esophageal  varices.  Furthermore, 
it  is  believed  that  many  lives  could  be  saved  if 
there  was  some  method  to  control  these  bleeding 
vessels  at  the  time  of  hemorrhage.  A number  of 
procedures  have  been  recommended  in  the  past, 
but  none  of  them  has  been  successful  in  the  major- 
ity of  cases.  These  include  (1)  the  injection  of 


a sclerosing  solution  into  the  varices,  as  described 
by  Crafoord3  and  Moersch,4  (2)  interruption  of 
the  splenic  artery  as  advocated  by  Blain,5  (3) 
gastric  resection,  either  by  an  esophagogastrec- 
tomy  as  recommended  by  Phemister  and  Hum- 
phreys6 or  a total  gastrectomy  as  advocated  by 
Wangensteen.7  In  our  experience  none  of  these 
methods  has  proved  of  great  value  as  an  emer- 
gency method  of  controlling  the  massive  bleeding 
that  is  seen  so  frequently  complicating  esophageal 
varices. 

The  nonoperative  treatment  by  eardioesopha- 
geal  tamponade  with  a gastric  balloon,  as  recom- 
mended by  Rowntree8  and  Sengstaken  and 
Blakemore,9  has  proved  of  great  value  in  the  im- 
mediate control  of  bleeding  esophageal  varices. 
Unfortunately  upon  removal  of  the  balloon  tube 
hemorrhage  too  frequently  recurs.  For  that 
reason  it  is  our  opinion  that  cardioesophageal 
tamponade  should  be  used  chiefly  to  prepare  a 
patient  with  bleeding  esophageal  varices  so  that 
an  immediate  and  direct  attack  may  be  made  on 
the  bleeding  vessels  with  control  of  them  by  a 
transesophageal  suture  technic.  The  demonstra- 
tion of  a small  opening  about  1 to  2 mm.  in  diam- 
eter in  an  esophageal  varix  that  lay  about  5 
cm.  above  the  cardioesophageal  junction  from 
which  one  of  our  patients  died  by  exsanguination 
and  who  had  been  treated  with  the  balloon  tube 
on  several  occasions  during  a period  of  about  three 
weeks  prior  to  his  death  and  who  never  could 
be  gotten  into  a satisfactory  enough  condition 
for  a shunt  procedure  was  convincing  evidence 
that  a direct  surgical  attack  on  these  bleeding 
varices  at  the  time  of  hemorrhage  might  save 
such  a patient’s  life. 

During  the  past  two  and  one-half  years  a trans- 
esophageal suture  of  the  esophageal  varices  has 
been  performed  on  15  patients  at  the  time  of 
acute  hemorrhage,  control  of  the  bleeding  vessels 
being  first  obtained  by  means  of  cardioesophageal 
tamponade  with  an  intragastric  balloon.  Twelve 
patients  had  cirrhosis  of  the  liver  and  three 
Banti’s  syndrome.  One  patient  died  in  the  im- 
mediate postoperative  period,  an  operative  mor- 
tality rate  of  6.7  per  cent.  Another  patient  died 
from  liver  failure  at  home  six  weeks  after  the 
operation.  She  did  not  bleed  further  and  seemed 
to  be  improving  so  much  she  was  discharged 
from  the  hospital  four  weeks  postoperatively,  but 
then  went  into  liver  failure. 

Portacaval  shunts  have  been  performed  as  a 
secondary  procedure  in  six  of  the  14  patients  who 
survived  the  procedure,  and  it  is  planned  in  the 
near  future  for  three  others.  In  four  other  pa- 
tients the  suturing  of  the  esophageal  varices  was 
performed  as  a lifesaving  procedure,  but  unfor- 
tunately portacaval  shunts  cannot  be  performed 
because  a splenectomy  had  been  performed  in 


2194 


ROBERT  R.  LINTON 


[X.  Y.  State  J.  M. 


each  case  at  a previous  hospitalization  in  other 
clinics.  It  is  of  interest  and  considerable  signifi- 
cance that  secondary  bleeding  occurred  in  five  of 
the  14  patients  who  survived  the  procedure  (36 
per  cent)  at  intervals  ranging  from  two  weeks  to 
five  months  after  the  varices  were  sutured.  It 
seems  unlikely,  therefore,  that  this  method  of 
therapy  will  be  a definitive  one  for  portal  hyper- 
tension, as  advocated  by  Boerema10  and  Crile,11 
but  it  is  certainly  our  opinion  that  it  is  a life- 
saving  procedure  at  the  time  of  acute  hemorrhage 
in  many  cases.  At  the  present  time  it  is  our  prac- 
tice to  perform  a shunt  within  three  to  four  weeks 
after  the  suture  of  the  esophageal  varices  in  view 
of  these  experiences  with  secondary  bleeding  fol- 
lowing the  suture  procedure.  Furthermore,  at 
this  time  we  believe  that  any  patient  in  whom 
cardioesophageal  tamponade  by  means  of  the 
balloon  tube  is  necessary  to  control  the  bleeding 
should  have  immediate  suture  of  the  esophageal 
varices. 

The  following  plan  for  operating  upon  these 
patients  is  recommended.  Temporary  control 
of  the  bleeding  esophageal  varices  is  obtained  with 
the  intragastric  balloon  tube,  producing  cardio- 
esophageal tamponade.  The  patient  is  then  anes- 
thetized initially  by  cocainizing  the  throat  and 
larynx  and  inserting  a tracheal  tube  with  an 
inflatable  cuff,  which  is  immediately  distended 
with  air  in  order  to  prevent  aspiration  of  blood 
during  the  induction  of  anesthesia  and  during  the 
operation.  Cyclopropane  is  the  anesthetic  of 
choice,  although  ether  may  be  used.  The  left 
pleural  space  is  opened  by  removing  the  eighth 
rib  subperiosteally  with  the  patient  placed  in 
the  right  decubitus  position.  The  lower  end  of 
the  esophagus  is  freed  up  and  the  esophageal 
hiatus  and  diaphragm  incised  to  expose  the  fundus 
of  the  stomach.  A longitudinal  incision  about 
4 or  5 cm.  long  is  made  in  the  upper  part  of  the 
fundus  of  the  stomach  and  the  lower  end  of  the 
esophagus.  The  esophageal  varices  are  im- 
mediately seen  as  huge  vessels  filling  the  entire 
lumen  of  the  esophagus.  The  site  of  rupture  has 
been  visualized  in  a few  patients,  and  in  these 
cases  the  bleeding  is  very  massive  but  is  readily 
controlled  by  pressure  over  the  bleeding  point. 
The  esophageal  varices  extend  cephalad  from  the 
cardioesophageal  junction,  running  in  longitudinal 
columns.  They  are  picked  up,  along  with  the 
mucosa  covering  them,  and  sutured  with  an  over- 
and-over  running  number  2 chromic  catgut 
suture  on  an  intestinal  atraumatic  needle  for  a 
distance  of  5 to  6 cm.  The  suturing  should  be 
carried  down  to  include  the  gastric  mucosa  and 
the  large  submucosal  veins  which  feed  the  esoph- 
ageal varices  and  then  carried  up  the  esophagus 
for  a distance  of  4 or  5 cm.  As  a rule  it  is  possi- 
ble to  isolate  three  main  columns  of  varices,  and 


each  is  treated  in  this  manner.  The  incision  in 
the  stomach  and  esophagus  is  closed  transversely 
with  three  rows  of  interrupted,  fine  silk  sutures. 
The  diaphragm  is  resutured,  and  the  chest  in- 
cision is  closed  in  layers.  In  no  instance  has 
there  been  any  difficulty  with  swallowing  or  evi- 
dence of  stricture  of  the  esophagus  following  this 
procedure.  In  those  cases  in  which  shunt  surgery 
has  been  indicated,  it  has  been  possible  to  im- 
prove the  patients7  condition  and  prepare  them  for 
the  extensive  surgical  procedure  that  a portacaval 
shunt  entails,  so  that  one  is  not  forced  to  perform 
this  type  of  operation  before  maximum  improve- 
ment in  the  patient  can  be  obtained.  In  addi- 
tion  to  saving  the  patient’s  life  from  exsanguina- 
tion,  this  is  without  question  one  of  the  most  im- 
portant advantages  to  this  plan  of  treatment  over 
any  of  the  other  emergency  methods  of  control- 
ling the  massive  esophageal  bleeding. 

Selection  of  Patients  for  Portacaval  Shunts 

In  -view  of  the  extremely  high  mortality  rate  in 
patients  with  bleeding  esophageal  varices  it  is  our 
opinion  that  every  patient  in  whom  this  diagnosis 
is  confirmed  should  be  considered  a candidate 
for  some  type  of  portacaval  shunt  because  the  re- 
sults following  these  surgical  procedures  have 
been  more  effective  in  controlling  the  bleeding 
than  any  other  form  of  treatment.  It  is  our 
opinion,  also,  that  the  construction  of  the  porta-  t 
caval  shunt  should  not  be  done  for  the  relief  of 
chronic  ascites.  At  the  present  time  it  is  recom- 
mended that  some  type  of  portacaval  shunt,  either 
a direct  portal  vein-to-inferior  vena  cava  anas- 
tomosis or  a splenorenal  anastomosis  after  re- 
moving the  spleen,  should  be  performed  in  those 
patients  (1)  who  have  portal  cirrhosis  without 
ascites  with  bleeding  esophageal  varices,  (2)  who 
may  have  ascites  in  addition  but  who  respond  to 
medical  therapy  prior  to  surgery,  and  (3)  with 
so-called  Banti’s  syndrome  with  bleeding  esopha- 
geal varices.  In  a number  of  patients  who  have 
had  severe  chronic  ascites,  temporary  control  of 
the  bleeding  esophageal  varices  has  been  ob- 
tained by  direct  suture  of  them.  Then  by  medi- 
cal means  it  has  been  possible  to  relieve,  or  greatly 
improve,  the  ascites  so  that  a shunt  procedure 
can  be  performed  at  a later  date  with  the  patient 
in  a much  better  condition  for  this  type  of  exten- 
sive surgery. 

The  evaluation  of  the  liver  function,  especially 
in  patients  with  cirrhosis  of  the  liver,  by  means 
of  various  tests  is  extremely  important  before 
embarking  on  any  type  of  portacaval  shunt  opera- 
tion.12 The  following  liver  function  tests,  in  the 
order  of  their  importance,  are  the  ones  which  are 
used  routinely  in  our  clinic,  and  the  results  are 
those  which  indicate  that  a patient  may  be  a 
serious  operative  risk  for  shunt  surgery:  (1)  a * 
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serum  albumin  level  below  3 Gm.  per  100  cc., 
(2)  ascites  which  fails  to  respond  to  medical 
therapy,  (3)  a 3 or  4 plus  cephalin  flocculation 
test,  (4)  a prothrombin  time  which  remains  pro- 
longed more  than  four  seconds  above  normal  after 
adequate  vitamin  K therapy,  (5)  an  elevated 
serum  bilirubin,  (6)  a bromsulfalein  retention  test 
showing  more  than  20  per  cent  dye  retention 
after  thirty  minutes.  The  decision  of  whether 
or  not  to  operate  in  the  presence  of  a deranged 
liver  function  as  a rule  does  not  depend  upon  the 
results  of  one  or  two  of  these  liver  function  tests, 
except  a serum  albumin  level  below  3 Gm.  per 
cent.  Instead  the  over-all  condition  of  the  pa- 
tient, as  well  as  an  evaluation  of  the  liver  func- 
tion, must  be  taken  into  consideration  as  the  true 
criteria  of  succesful  surgery  in  these  patients. 

Types  of  Portacaval  Shunts 

Since  it  is  not  always  possible  to  perform  the 
same  type  of  portacaval  shunt  in  each  patient,  it 
seems  worth  while  to  point  out  the  advantages 
and  disadvantages  of  the  main  types.  The  fol- 
lowing ones  are  those  most  commonly  performed 
with  the  reasons  for  their  selection: 

End-to-Side  Splenorenal  Shunt  with  Splenec- 
tomy.— This  type  of  operative  procedure  has 
been  performed  more  frequently  in  our  clinic 
than  any  other.  It  has  a definite  advantage 
over  the  direct  portacaval  type  since  in  removing 
the  spleen  one  tends  to  correct  the  condition  of 
so-called  hypersplenism.  It  is  believed  to  be  a 
safer  operation  in  the  majority  of  cases  because 
there  is  less  danger  of  damaging  such  vital  struc- 
tures as  the  hepatic  artery  or  the  common  bile 
duct  which  lie  in  such  close  proximity  to  the  portal 
vein.  Unfortunately  it  is  frequently  a more 
difficult  type  of  anastomosis  to  perform  because 
the  splenic  vein  is  so  friable  and  the  small  pan- 
creatic branches  which  drain  into  it  cause  a great 
deal  of  trouble  in  controlling  them.  It  appears 
to  be  a good  working  rule  that  if  the  spleen  is 
enlarged,  the  chances  are  that  one  will  find  a large 
splenic  vein  which  can  be  used  to  construct  a 
satisfactory  splenorenal  shunt  whereas  if  the 
spleen  is  small  both  by  palpation  and  x-ray  ex- 
amination, the  splenic  vein  is  frequently  too 
small  to  make  a satisfactory  shunt.  It  is  also 
to  be  noted  that  this  type  of  operation  in  most 
instances  of  the  extrahepatic  type  of  portal 
bed  block  in  the  so-called  Banti’s  syndrome  group 
is  the  only  satisfactory  shunt  which  can  be  per- 
formed because  so  frequently  the  portal  vein  in 
these  cases  cannot  be  exposed  because  of  the 
cavernomatous  change  surrounding  it  in  the 
gastrohepatic  ligament. 

The  actual  construction  of  the  anastomosis 
should  be  by  an  end-to-side  technic  since  in  this 
way  it  is  possible  to  save  the  kidney.  One  of 


the  chief  drawbacks  to  it,  however,  is  the  fact 
that  it  is  not  as  complete  a shunt  of  the  portal 
venous  circulation  as  the  direct  portacaval  one, 
so  that  the  incidence  of  secondary  hemorrhage 
after  shunt  surgery  with  the  splenorenal  has 
been  higher  than  with  the  direct  portacaval. 

Direct  Portal  Vein-to-Inferior  Vena  Cava 
Shunt. — This  type  of  venovenous  anastomosis  is 
more  readily  constructed,  especially  in  patients 
with  cirrohosis  of  the  liver,  because  one  is  dealing 
with  larger  blood  vessels  than  the  splenic  and 
renal  veins.  However,  it  is  fraught  with  con- 
siderably more  danger  because  of  the  proximity 
to  the  common  bile  duct  and  the  hepatic  artery. 
There  is  also  evidence  accumulating  that  this 
type  of  shunt  may  produce  more  serious  effects 
on  the  liver  than  the  splenorenal  type  because  it 
is  a more  complete  portacaval  shunt  and  the 
portal  venous  radicals  in  the  liver  may  undergo 
secondary  thrombosis  after  completely  dividing 
the  main  portal  trunk. 

There  are  two  methods  of  anastomosing  the 
portal  vein  and  the  inferior  vena  cava.  It  may 
be  (1)  a side-to-side  anastomosis  without  inter- 
rupting the  continuity  of  the  portal  vein  or  (2) 
an  end-to-side  anastomosis  of  the  distal  end  of  the 
portal  vein,  after  dividing  it,  to  the  side  of  the 
inferior  vena  cava.  The  latter  type  is  the  one 
most  recommended,  and  it  is  believed  to  be  prob- 
ably the  safer  type  of  shunt  to  perform,  es- 
pecially if  there  is  a high  degree  of  intrahepatic 
portal  bed  block.  Under  such  conditions  a side- 
to-side  anastomosis  not  only  shunts  the  portal 
blood  into  the  inferior  vena  cava  but  also  the 
hepatic  artery  blood  as  well.  This  may  result 
in  the  bypassing  of  many  of  the  liver  cells  of  both 
venous  and  arterial  blood,  with  resulting  liver 
necrosis.  This  is  not  true  with  an  end-to-side 
portacaval  anastomosis  because  with  this  type  of 
shunt  hepatic  arterial  blood  must  go  through  the 
liver  and  pass  out  through  the  hepatic  veins. 

At  the  present  time,  therefore,  it  is  believed 
that  those  patients  with  an  intrahepatic  block 
secondary  to  cirrhosis  of  the  liver  in  whom  the 
liver  function  is  not  too  seriously  impaired,  and 
especially  if  their  spleens  are  relatively  small, 
are  the  best  candidates  for  direct  portacaval 
shunts.  This  should  preferably  be  by  an  end-to- 
side  anastomosis  with  complete  interruption  of 
the  portal  vein.  One  of  the  greatest  advantages 
of  this  type  of  shunt  is  the  rarity  of  secondary 
hemorrhage  in  the  postshunt  period.  On  the 
other  hand,  the  mortality  rate  following  this  pro- 
cedure has  been  greater  than  in  the  splenorenal 
type  during  the  past  three  years  since  there  were 
twro  patients  who  died  following  direct  porta- 
caval shunts  from  liver  failure,  whereas  there 
wras  only  one  patient  who  succumbed  to  a spleno- 
renal shunt,  and  this  vras  from  unexplained  sepsis, 


2196 


ROBERT  R.  LIXTOX 


;X.  Y.  State  J.  M. 


TABLE  II. — Snium  or  90  P attests  ttith  Bleed  ikg  E&ophageal  Vahices  T heated  with  Pobtacaval  Shunts 


Diagnosis 

Number  erf 
Patients 

Number  of 
Shunts 

Operative 

Mortality* 

Posishunt 
Deaths  from 
Hemorrhage 

Late  Deaths 
Other  Causes 

Expected 

Mortality 

Without  Shunt 
Alive  Surgery 

Cirrhosis 

66  (73%) 

69 

12  (18%) 

1 (2%) 

6 01%) 

47  (71%) 

80% 

Banti's  syndrome 

24  (27%) 

25 

1 (4%) 

0 

! (5%) 

22(92%) 

20% 

Total 

90 

94 

13  «4%) 

1(1.3%) 

7(9%) 

69(77%) 

• There  Lave  been  only  3 poetope native  deaths  in  the  last  60  shunts,  a 5%  mortality  rate. 


probably  secondary  to  necrosis  of  the  pancreas. 

Superior  Mesenteric  Vein-to-Inf error  Yeno  Cava 
Shunt. — This  type  of  venovenous  anastomosis 
should  be  used  as  a last  resort  when  it  is  not 
possible  to  construct  one  of  the  other  types.  It 
has  been  performed  successfully  in  one  of  our 
patients  who  is  alive  and  well  approximately 
seven  and  one-half  years  following  the  operative 
procedure.  He  unfortunately  has  recently  had 
an  episode  of  bleeding,  but  this  has  been  con- 
trolled by  conservative  measures.  At  best, 
therefore,  it  is  believed  to  be  a makeshift  shunt 
and  should  never  be  performed  if  a splenorenal 
or  a direct  portacaval  can  be  accomplished. 

Summary  of  90  Patients  with  Bleeding 
Esophageal  Varices 

The  treatment  of  bleeding  esophageal  varices 
by  the  construction  of  some  type  of  portacaval 
shunt  has  been  carried  out  at  the  Massachusetts 
General  Hospital  since  1945.  and  we  are  in  agree- 
ment with  Blakemore11  that  it  is  the  best  defini- 
tive method  of  treatment  for  this  condition. 
There  have  been  90  patients  subjected  to  this 
type  of  surgical  procedure  up  to  January  1. 
1953.  The  results  obtained  have  been  extremely 
encouraging  as  the  following  statistical  analysis 
indicates.  In  this  group  of  patients  there  were 
24  with  an  extrahepatic  portal  bed  block  second- 
ary to  the  so-called  Banti's  syndrome  (27  per 
cent)  and  66  with  an  intrahepatic  block  secondary 
to  portal  cirrhosis  of  the  liver  (73  per  cent). 
There  were  30  females  (33  per  cent)  and  60 
males  (67  per  cent).  Their  ages  ranged  from 
the  youngest  of  six  years  to  the  oldest  of  seventy 
years. 

A total  of  94  shunts  were  performed  in  these 
90  patients  since  in  four  patients,  three  with 
splenorenal  anastomoses  and  one  with  an  in- 
ferior mesenteric  vein-to-left  ovarian  vein  shunt 
who  had  postshunt  hemorrhages,  a direct  porta- 
caval anastomosis  was  performed  in  each  at  a 
later  date.  There  were  65  end-to-side  splenorenal 
shunts  with  splenectomy  (72  per  cent);  22  had 
direct  anastomoses  between  the  portal  vein  and 
the  inferior  vena  cava  (23  per  cent).  Four  other 
patients  (5  per  cent)  had  other  types  of  shunts, 
including  anastomoses  between  the  superior  and 
inferior  mesenteric  veins  and  the  caval  system. 


These  latter  types  of  shunts,  it  is  believed,  are  I 
not  satisfactory. 

The  immediate  postoperative  mortality  rate  j 
of  these  shunt  procedures  has  been  greatly  re-  I C 
duced  during  the  last  few  years  vTable  H).  The 
over-all  statistics  in  94  shunt  procedures  re-  j , 
vealed  that  24  (26  per  cent)  were  in  the  extra-  1 ? 
hepatic  group  with  normal  livers  with  one  death  j 
from  postoperative  hemorrhage,  an  operative  1 - 
mortality  of  4 per  cent.  There  were  69  shunts 
performed  in  the  intrahepatic  or  cirrhotic  group  1 ■ 
with  12  deaths,  six  from  early  postoperative  k 
hemorrhage  from  the  operative  field,  four  from  II  .- 
liver  failure,  and  two  from  sepsis,  an  operative  1 _ 
mortality  of  17  per  cent.  These  statistics  clearly  I 
demonstrate  the  fact  that  patients  with  severe  II  - 
liver  disease  are  a more  serious  risk  than  those  1 
with  normal  livers.  It  should  be  pointed  out,  I 
however,  that  during  the  last  three  years  there  j, 
have  been  no  deaths  from  immediate  postopera-  1 
tive  hemorrhage,  and  the  only  postoperative  I 
deaths  have  been  two  from  liver  failure  following  1 
direct  portacaval  anastomosis  and  one  from  , 
sepsis  following  a splenorenal  anastomosis. 
There  have  been  only  three  postoperative  deaths 
in  the  last  60  shunts  performed,  making  an  opera- 
tive mortality  rate  of  5 per  cent.  This  improve- 
ment, it  is  believed,  is  due  to  the  more  meticulous 
hemostasis  now  performed  and  the  use  of  fresh 
blood  transfusions  during  the  operation  as  recom- 
mended by  Soutter,14  the  use  of  cyclopropane 
anesthesia,  and  more  recently  the  hypotensive 
spinal  type  of  anesthesia  of  Gillies, u,u  and.  in 
addition,  the  more  careful  selection  and  prepara- 
tion of  patients  for  this  major  type  of  surgery. 

The  over-all  mortality  rate  for  the  94  shunts  per- 
formed was  13  postoperative  deaths  (14  per  cent). 

Seventy-seven  of  these  patients  (86  per  cent) 
survived  the  shunt  surgery.  Of  this  group,  69, 
or  approximately  90  per  cent  of  them,  are  still 
alive  and  well:  eight  (approximately  10  per  cent) 
have  succumbed,  four  from  liver  failure,  one  from 
heart  failure,  two  from  cerebral  hemorrhage,  and 
only  one  from  esophageal  hemorrhage.  These 
deaths  occurred  from  periods  of  eight  months  to 
four  years  after  the  shunts  were  performed,  and 
it  is  to  be  emphasized  that  only  one  occurred  as 
the  result  of  bleeding  from  the  esophageal  varices. 

This  leaves  a group  of  69  patients,  77  per  cent  of 
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the  entire  group,  who  are  alive  and  for  the  most 
part  well  for  periods  varying  from  one  month  to 
eight  years.  When  compared  with  the  natural 
course  of  the  disease  or  with  a group  of  patients 
treated  by  conservative  medical  measures,  this 
is  without  question  a great  improvement  in  the 
disease  mortality  rate  since  the  expected  mor- 
tality rate  in  patients  over  an  eight-year  period 
after  their  first  hemorrhage  from  their  esophageal 
varices  is  approximately  20  per  cent  in  so- 
called  Banti’s  syndrome  and  80  per  cent  in  cir- 
rhosis of  the  liver  (Table  II). 

Conclusions 

1.  Many  lives  can  be  saved  at  the  time  of 
acute  hemorrhage  by  a direct  transesophageal 
suture  of  the  esophageal  varices  in  conjunction 
with  cardioesophageal  tamponade,  utilizing  an 
intragastric  balloon  tube. 

2.  The  construction  of  a splenorenal  or  a 
direct  portacaval  venovenous  anastomosis  to 
bypass  the  portal  venous  blood  directly  into  the 
systemic  venous  system  in  patients  with  bleeding 
esophageal  varices,  either  secondary  to  cirrhosis 
of  the  liver  or  the  so-called  Banti’s  syndrome,  is 
the  most  satisfactory  method  of  treating  this 
condition. 

3.  Portacaval  shunts  should  be  performed 
only  for  those  patients  with  bleeding  esophageal 
varices  and  should  not  be  for  the  treatment  of 
ascites  alone. 

4.  A surgeon  should  not  do  a splenectomy 
alone  unless  he  is  prepared  to  do  a splenorenal 
anastomosis  at  the  same  time  since  this  may  be 
the  only  opportunity  to  construct  a satisfactory 
shunt. 

1180  Beacon  Street 
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Discussions* 


* These  discussions  cover  the  two  preceding  papers  by 
Dr.  Alfred  P.  Ingegno  and  by  Dr.  Robert  R.  Linton. 


John  D.  Stewart,  M.D.,  Buffalo. — The  outstand- 
ing feature  of  the  two  common  and  dangerous 
lesions  dealt  with  in  these  papers  is  hemorrhage. 
Hemorrhage  from  peptic  ulcer  or  gastroesophageal 
varices  must  be  considered  by  the  clinician  from 
three  standpoints:  adequate  blood  replacement 

before  it  is  too  late,  control  of  bleeding,  and  pre- 
vention of  recurrence. 

With  gross  bleeding  into  the  upper  gastrointestinal 
tract  manifested  by  vomiting  of  blood  and  passage 
of  bloody  stools,  the  amount  of  blood  lost  may  be 
seriously  underestimated  unless  blood  volume  is 
directly  determined.  In  a series  of  over  100  adult 
patients  we  measured  total  red  cell  mass  before  and 
after  blood  replacement  and  control  of  bleeding  by 
gastric  resection.  The  initial  value  averaged  less 
than  60  per  cent  of  normal,  which  was  one  of  the 
criteria  for  operation,  and  although  an  average  of 
3 L.  of  blood  was  administered,  the  postoperative 
value  was  still  10  per  cent  under  normal. 

In  restoring  blood  flow  and  tissue  oxygenation 
after  severe  bleeding  the  margin  of  safety  is  narrow. 
The  older  the  patient  and  the  more  the  concurrent 
disease,  the  more  critical  is  the  time  lag.  The  blood 
pressure  and  pulse  rate  are  treacherous  guides  to 
the  gravity  of  the  patient’s  condition.  Many  of 
these  patients  will  previously  have  been  hyper- 
tensive or  have  suffered  cardiac  disability.  Even 
in  severely  wounded  but  previously  healthy  young 
soldiers,  however,  it  was  found  that  systolic  and 
diastolic  blood  pressure  showed  only  a rough  corre- 
lation with  measured  depletion  in  blood  volume. 

Death  from  hemorrhagic  anoxia  and  reduced 
blood  flow  is  not  necessarily  immediate.  Liver  and 
kidney  shutdown,  myocardial  failure,  or  irreversible 
cerebral  damage  may  ensue  several  days  later  from 
oxygen  lack  or  intravascular  clotting. 

As  for  the  arrest  of  upper  gastrointestinal  bleeding 
and  the  prevention  of  recurrence,  the  choice  oi 
treatment  will  vary,  depending  on  the  temperament, 
training,  and  facilities  of  the  physician  in  charge. 
There  is  mounting  evidence  from  many  clinics  that 
life-endangering  bleeding  from  peptic  ulcer  can  be 
handled  more  successfully  by  immediate  blood  re- 
placement and  gastric  resection.0  At  the  same  time 
this  provides  definitive  treatment  for  the  ulcer 
diathesis.  The  clinic  which  uses  this  method,  how- 
ever, should  practice  gastric  surgery  at  such  a level 
of  excellence  that  the  operation  of  gastric  resection 
for  nonhemorrhagic  peptic  ulcer  when  carried  out 
in  a variety  of  poor-risk  patients  carries  a mortality 
of  no  more  than  1 per  cent. 

Dr.  Linton  has  stressed  the  same  point  in  his 
courageous  and  pioneer  work  with  bleeding  gastro- 
esophageal varices.  There  are  probably  few  clinics 
in  the  country  where  the  results  he  reports  could  be 
duplicated,  and  I am  sure  he  is  not  recommending 
this  method  for  universal  acceptance.  It  may  be 
true  that  in  most  hospitals  throughout  the  country 
patients  with  massive  hemorrhage  into  the  upper 
gastrointestinal  tract  should  be  treated  by  blood, 
food,  and  prayer,  but  where  suitable  conditions  are 
at  hand,  more  effective  methods  should  be  adopted. 
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Albert  F.  R.  Andresen,  M.D.,  Brooklyn. — It  is 
with  a great  deal  of  pleasure  that  I have  listened  to 
Dr.  Lngegno’s  excellent  address,  especially  since  he 
has  seen  fit  to  gather  evidence  to  corroborate  my 
ideas  regarding  the  treatment  of  bleeding  peptic 
ulcer.  For  more  than  thirty-five  years,  for  eight 
years  before  my  first  report,  I have  followed  the 
two  principles  originally  suggested,  namely,  early 
feeding  and  avoidance  of  early  infusions  or  trans- 
fusions. Consistently,  the  mortality  of  cases  of 
massive  hemorrhage  treated  in  this  way  has  been 
kept  around  2 per  cent  since  my  report  in  1939, 
then  showing  2.5  per  cent  in  126  cases. 

In  the  early  part  of  this  century  it  was  held  that 
no  one  died  of  such  a hemorrhage,  and  not  much 
attention  was  paid  to  bleeding  patients.  Later, 
with  the  advent  of  parenteral  injection  of  fluids, 
hemorrhages  became  a more  serious  problem  with 
few  clinicians  realizing  that  the  sudden  increase  in 
blood  volume  and  blood  pressure  was  the  cause. 
To  this  day,  I am  frequently  called  in  consultation 
because  there  is  persistent  bleeding  and  surgery 
has  been  suggested;  yet  almost  invariably  the 
hemorrhage  stops  when  transfusions  are  discon- 
tinued. However,  I have  reported  three  cases,  in 
which  bleeding  has  continued  almost  to  exsanguina- 
tion,  which  were  given  continuous  transfusions  of 
6 to  8 L.  of  blood  over  a period  of  thirty  to  thirty-six 
hours.  Repeated  hemorrhages  continued  at  first 
but  finally  stopped  bleeding,  and  the  patients  went 
on  to  recovery.  Such  lifesaving,  continuous  trans- 
fusion is  very  rarely  required  under  our  method  of 
treatment  but,  when  used,  will  keep  the  patient 
alive  while  the  healing  ulcer  covers  the  bleeding 
point.  Transfusion  should,  I believe,  always  be 
tried  before  operation  is  considered. 

I believe  that  Dr.  Ingegno  makes  a strong  point 
when  he  contends  that  when  small  transfusions  are 
going  to  be  used  to  overcome  severe  shock,  we  should 
not  strive  to  restore  the  blood  to  normal  but  merely 
to  reduce  the  severity  of  the  shock.  It  is  by  the 
mechanism  of  shock  that  nature  controls  the  hemor- 
rhage; reduction  in  blood  pressure,  recumbent  pos- 
ture, general  weakness,  all  favor  the  formation  and 
organization  of  the  clot.  The  decision  regarding  the 
use  of  small  transfusions  is  a delicate  one.  I am 
glad  that  the  speaker  has  also  emphasized  the  errors 
associated  with  the  estimation  of  the  size  of  the 
hemorrhage. 

The  early  feedings,  which  originally  consisted  only 
of  the  coagulant  protein  gelatin  in  water  with  added 
dextrose  and  fruit  juice,  have  been  gradually  added 
to  until  today,  as  the  speaker  has  shown  a nutritious 
liquid  diet  is  administered.  Large  meals,  as  have 
been  suggested  by  others,  hardly  seem  reasonable 
when  the  lesion  is  considered.  Frequency  is  im- 
portant in  order  to  provide  material  constantly  to 
combine  with  the  gastric  juice,  thus  preventing 
digestion  of  the  clot  which  stops  the  bleeding. 

The  age  factor  in  considering  treatment  for 
hemorrhage  has  been  overemphasized.  Blackford’s 
contribution  in  1939  is  always  quoted  as  indicating 
that  hemorrhage  is  more  fatal  in  older  patients 
than  in  youth.  His  statistics  were  gathered  from 
deaths  due  to  hemorrhage  seen  by  him  as  medical 


examiner  in  Portland,  Oregon,  and  therefore  con- 
sisted largely  of  the  type  of  patient  who  drops  dead 
in  the  street  or  in  a saloon.  In  126  cases  I reported 
in  1939  with  only  three  deaths,  ages  ranged  from 
sLxteen  to  eighty-two  years  with  an  average  of 
forty-two  years.  Two  of  the  patients  whose  bleed- 
ing was  controlled  by  continuous  transfusion  were, 
respectively,  forty-eight  and  fifty-three  years  of  age, 
and  both  have  been  well  for  twelve  years  since  then. 
Incidentally,  although  their  hemoglobin  reached 
35  per  cent  several  times  and  they  were  so  nearly 
exsanguinated  that  their  veins  had  to  be  cut  down 
upon  to  find  them,  neither  has  ever  shown  any  of 
the  ‘ irreversible  changes”  supposed  to  occur  in  the 
brain  and  other  vital  organs  as  a result  of  such  a 
marked  anemia  and  anoxia,  especially  in  older 
patients.  I have  seen  little  or  no  difference  in  mor- 
tality' in  young  or  old  patients  as  a result  of  hemor- 
rhage. 

Off  and  on  over  the  years,  surgery  has  been  sug- 
gested for  bleeding.  When  used  in  the  nearly  ex- 
sanguinated patient,  it  is  attended  by’  an  excessive 
mortality’.  In  fact,  the  bleeding  in  such  cases  usually 
comes  from  a vessel  held  open  by  horny  induration 
or  walled-off  perforation,  and  the  operation  neces- 
sary to  stop  the  bleeding  is  too  extensive  for  the 
patient  to  survive.  On  the  other  hand,  to  operate 
upon  every  patient  with  massive  hemorrhage  more 
than  doubles  the  death  rate,  the  best  reported  being 
5 per  cent.  Surgical  care  of  patients  with  recurrent 
hemorrhage,  who  are  often  found  to  have  accessory 
pockets  from  old  perforated  ulcers,  should  be  con- 
sidered in  the  interim  between  hemorrhages  when 
much  more  complete  operations  can  be  performed 
safely.  However,  operation  with  its  permanent 
damage  to  normal  phy’siologic  processes  should  not 
be  performed  for  a mere  sy'mpton,  whether  hemor- 
rhage or  pain,  unless  definite  anatomic  changes  call 
for  correction.  I have  seen  many’  patients  who 
have  had  repeated  hemorrhages  cease  having  them 
thereafter  and  an  even  larger  number  who  have  had 
repeated  operations  and  continued  with  hemor- 
rhages. 

It  has  been  a great  treat  to  me  to  hear  a surgeon 
present  such  an  outstanding  paper  discussing  the 
treatment  of  a condition  until  very  recently  con- 
sidered practically  always  fatal.  Dr.  Linton  shows 
evidence  of  that  rare  combination,  a skillful  sur- 
geon who  is  also  a fine  clinician  and  a competent 
physiologist.  With  the  greatest  care  he  has  evolved 
from  his  knowledge  and  experience  a rational  treat- 
ment for  bleeding  varices  which  has  resulted  in  an 
astounding  reduction  in  the  mortality’  from  this 
condition.  Making  use  of  the  medical  treatment  of 
tamponade,  which  has  only’  been  of  value  in  the 
immediate  control  of  hemorrhage,  he  has  followed 
this  with  transesophageal  suture,  which  he  has 
shown  will  prevent  hemorrhages  after  the  tamponade 
has  been  removed.  This  permits  of  building  up  the 
patient  for  the  portacaval  shunt  operation,  which 
in  his  hands  has  produced  such  excellent  results 
and  without  mutilation  or  interference  wnth  normal 
physiology’. 

I believe  that  he  has  not  emphasized  sufficiently 
that  the  good  results  have  been  due  to  careful  selec- 
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tion  of  patients  for  the  shunts.  His  emphasis  of 
the  fact  that  the  operation  should  not  be  performed 
in  the  patient  with  ascites  or  serious  impairment  of 
liver  function  which  has  not  been  controllable  by 
medical  means  should  be  strictly  observed  by  others. 
Too  many  patients  have  been  subjected  to  such  an 
operation  and  have  died  soon  afterward,  giving  the 
operation  a bad  name.  His  arguments  in  regard  to 
the  type  of  shunts  to  be  chosen  appear  to  be  logical 
and  have  produced  results,  but  it  is  well  to  bear  in 
mind  that  recent  studies  of  the  vascular  patterns  in 
cirrhotic  livers  by  the  injection  cast  technic  of 
Baggenstoss,  Mann,  and  Wakim  of  the  Mayo 
Clinic  have  demonstrated  that  anastomoses  of 
branches  of  the  hepatic  and  portal  veins  occur, 
producing,  in  effect,  spontaneous,  multiple  porta- 
caval shunts,  the  functioning  of  which  probably 


accounts  for  the  cases  showing  improvement  under 
medical  care. 

I would  like  to  describe  a young  girl  whom  I saw 
a good  many  years  ago  (over  twenty-five  years). 
She  had  had  a splenectomy  for  repeated  hemor- 
rhages and  a large  spleen.  At  the  time  of  operation 
the  esophageal  varices  were  palpated.  She  did 
very  well  for  a few  years,  then  returned  to  the 
hospital  with  constant  bleeding.  Our  esophago- 
scopist,  Dr.  Moorhead,  agreed  to  try  direct  treat- 
ment of  the  varices.  The  first  one  presenting  itself 
looked  like  a polyp  and  proved  to  be  such  when  it 
was  removed.  Subsequently  he  removed,  one  or 
two  at  a time,  some  ten  or  twelve  polyps  which  had 
apparently  resulted  from  the  original  varices.  The 
patient  recovered  and  remained  well  during  eight 
or  ten  years  of  subsequent  observation. 
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A LONG- RANGE  evaluation  of  the  various 
modern  therapeutic  approaches  to  chronic 
ulcerative  colitis  has  been  undertaken  in  an  effort 
to  develop  a practical  program  of  treatment  em- 
bodying the  best  information  currently  available 
to  us. 

General  Systemic  Measures 

The  principle  of  treatment  of  the  patient  as  a 
whole  was  established  almost  twenty  years  ago 
and  is  today  the  keystone  of  therapy  in  chronic 
ulcerative  colitis.  What  we  do  for  the  patient, 
we  do  for  his  bowel.  This  does  not  mean  com- 
pletely forgetting  the  bowel  mucosa  and  the  con- 
stant struggle  between  tissue  resistance  and 
bacterial  infection,  but  in  addition,  such  factors 
as  body  and  tissue  chemistry,  innervation,  and 
physiology  of  the  entire  gastrointestinal  tract  are 
taken  into  account.  The  general  systemic  thera- 
peutic approach  may  be  divided  into  two  cate- 
gories: (1)  treatment  of  the  acutely  ill,  fulminat- 
ing case  and  (2)  treatment  of  the  chronic  ambula- 
tory patient. 

For  the  acutely  ill  patient  hospitalization  is  an 
absolute  necessity,  and  the  principal  indications 
are  not  only  mental  and  physical  relaxation,  but 
also  maintenance  of  fluid,  protein  and  electrolyte 
balances,  and  blood.  It  is  now  known  that  these 
substances  are  lost  in  large  quantities  through  the 
bowel  during  an  acute,  fulminating  attack  so  that 
determinations  should  be  made  immediately  upon 
admission  and  then  adequate  amounts  of  the 
deficient  elements  administered  in  order  to  bring 
the  patient  into  balance  at  the  earliest  possible 
moment.  If  blood  transfusions  are  indicated, 
they  should  be  given  without  delay.  It  is  also 
important  that  the  patient  be  given  adequate 
sedation  and  antispasmodics ; for  this  purpose  the 
use  of  20  to  30  mg.  of  Benadryl  by  intravenous 
or  intramuscular  injection  is  probably  one  of  the 
best  approaches  now  available.  In  addition, 
intramuscular  administration  of  10  mg.  of  Pro- 
Banthine  and  3 cc.  of  Etamon  forms  one  of  the 
most  efficient  methods  of  combating  spasm,  pain, 
and  diarrhea.  Chloromycetin,  1 to  2 Gm.  ad- 
ministered intravenously  with  the  infusions,  is 
also  indicated. 

If  the  patient  is  vomiting  or  nauseated,  it  is 
best  to  avoid  all  food  by  mouth  and  give  from 
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2,000  to  3,000  cc.  of  fluid  daily  by  vein,  including 
blood,  plasma,  and  glucose.  In  the  acutely 
fulminating  stages  the  use  of  opiates  is  generally 
contraindicated.  Enough  sedation  can  ordi- 
narily be  obtained  by  means  of  intravenous 
Benadryl  with  an  occasional  dosage  of  one  of  the 
phenobarbital  group  of  drugs. 

In  genera],  it  is  wise  to  allow  the  patient  to  take 
whatever  attractively  prepared  food  he  would 
like  to  eat,  because  in  reality  there  are  very  few  of 
the  simple,  wholesome  foods  which  are,  so  to 
speak,  irritating  and  will  cause  any  serious  diffi- 
cult}7. The  diet  should  be  high-protein,  high- 
vitamin  with  a reduced  amount  of  fat.  Milk 
seems  to  be  an  offender  and  may  be  omitted. 

The  chronic,  ambulatory  patient  with  ulcera- 
tive colitis  should  be  treated  along  almost  the 
same  lines.  In  the  chronically  ill  patient  who 
comes  to  the  office  there  are  the  same  very  def- 
inite indications,  namely,  maintenance  of  ade- 
quate nourishment,  fluid,  electrolyte  and  protein 
balances,  antispasmodics,  and  the  proper  use  of 
antibiotics. 

Adequate  nourishment  is  of  paramount  im- 
portance since  the  patient  must  maintain  his 
general  health  and  strength.  The  patient  with 
chronic  ulcerative  colitis  must  be  encouraged  to 
eat  more  than  the  normal  individual  because  it 
is  known  that  his  absorption  rate  is  decreased. 

All  phases  of  the  digestive  process  are  more  or 
less  involved,  including  failure  of  adequate 
amounts  of  hydrochloric  acid  in  the  stomach, 
liver  function,  and  external  pancreatic  secretions; 
absorption  from  the  small  bowel  is  frequently 
interfered  with  because  of  inflammation  in  vary- 
ing degree.  It  is  because  of  these  considerations 
that  the  careful  administration  of  hydrochloric 
acid  and  pancreatic  extract  are  indicated. 

The  diet  itself  should  be  high-protein,  high- 
vitamin  and  carbohydrate,  low  in  fat,  and  should  ; 
include  almost  all  classes  of  foods.  Fruits  and 
vegetables  do  not  need  to  be  pureed;  rather  the 
patient  should  be  encouraged  to  eat  them  in 
whatever  form  he  desires.  Most  patients  can 
accept  the  citrus  fruits,  apples,  pears,  bananas, 
etc.  There  is  no  contraindication  to  any  of  the 
green  leafy  vegetables  prepared  to  the  patient’s 
own  taste.  Ml  of  the  meats  are  desirable  and 
should  be  given  in  whatever  form  pleases  the 
patient.  The  main  contraindications  are  alcohol 
in  any  form  and  the  so-called  gassy  vegetables, 
such  as  onion,  garlic,  and  some  members  of  the 
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cabbage  family.  Frequent  small  feedings  are  of 
benefit. 

It  must  be  remembered  that  the  patient  has 
diarrhea  because  of  the  inflammation  present 
in  the  colon,  sigmoid,  and  rectum  and  not 
necessarily  because  of  the  food  he  eats.  When 
the  patient  complains  of  a defecation  reflex  im- 
mediately after  eating,  it  is  because  of  the  long 
reflexes  starting  with  the  sight,  smell,  and  taste 
of  food.  A major  purpose  of  the  nerve-blocking 
drugs  is  to  help  interrupt  these  reflexes  and  the 
motor  impulses  from  the  central  nervous  system. 

In  the  ambulatory  patient  the  loss  of  electro- 
lytes and  proteins  as  a result  of  diarrhea  with  or 
without  blood,  mucus,  and  pus  has  to  be  com- 
pensated for  and  replaced.  When  such  deficien- 
cies and  imbalances  have  been  established  by  a 
qualified  laboratory,  infusions  of  glucose  in  either 
saline  or  distilled  water,  with  the  addition  of 
supplementary  potassium,  chlorides,  sodium, 
calcium,  or  albumin,  may  be  given.  Such  a pro- 
cedure is  possible  now  in  either  the  home  or  office 
with  the  availability  of  commercial  sterile  in- 
fusions packs  and  from  a purely  practical  point  of 
view  is  just  as  efficient  and  much  more  satis- 
factory to  the  patient  than  hospitalization. 

In  the  matter  of  sedation  and  antispasmodics, 
the  same  general  rule  applies  as  to  the  acute 
fulminating  case.  Thus  Benadryl  forms  the 
main  basis  of  antispasmodic  therapy  and,  in 
addition,  gives  a very  high  degree  of  sedation, 
even  to  the  point  where  it  is  unnecessary  to  use 
any  other  drug  for  that  purpose.  A dosage  of 
25  mg.  three  times  daily,  with  50  mg.  at  bedtime, 
is  usually  entirely  adequate  for  the  average 
patient  and  will  not  cause  so  much  drowsiness  as 
to  interfere  with  his  normal  daily  functions.  We 
may  combine  the  Benadryl  with  such  a prepara- 
tion as  Pro-Banthine  in  dosage  of  15  to  45  mg. 
three  times  a day  and  45  mg.  at  bedtime  and  have 
a most  acceptable  result. 

The  use  of  opiates  of  all  types  is  definitely  con- 
traindicated, not  only  because  they  are  no  solu- 
tion to  the  problem  but  may  form  the  basis  for 
serious  habituation  later  on. 

The  over-all  evaluation  of  psychotherapy  is 
that  while  it  has  a place  in  helping  the  patient  to 
stabilize  his  emotional  life,  treatment  of  this  dis- 
ease solely  from  a psychiatric  approach  without 
serious,  thoughtful  attention  to  the  medical 
problems  of  the  rest  of  the  body  is  bound  to  lead 
to  failure.  The  various  psychiatric  and  psycho- 
therapeutic technics  are  rarely  necessary  in 
chronic  ulcerative  colitis.  On  the  other  hand, 
careful  listening  to  the  patient’s  problems,  with  an 
occasional  bit  of  old-fashioned  “fatherly  advice,” 
will  almost  invariably  be  of  great  benefit. 

From  the  standpoint  of  psychologic  approach 
to  the  problem,  we  must  keep  foremost  in  our 
minds  the  importance  of  our  own  attitude  and 


always  remember  that  our  effectiveness  is  largely 
dependent  upon  us  physicians  ourselves.  We 
quite  naturally  often  become  so  concerned  with 
the  various  maladjustments  of  the  individual  that 
we  forget  the  part  we  must  play  ourselves.  The 
disease  as  such  is  one  of  the  most  discouraging  we 
have  to  deal  with,  both  for  the  patient  and  the 
physician.  If  we  allow  ourselves  to  get  into  a 
disheartened  frame  of  mind,  we  readily  transfer 
that  idea  to  the  patient  and  then  completely  lose 
our  effectiveness.  We  as  doctors  must  develop 
in  ourselves  an  attitude  of  positive  thinking  and 
not  harbor  ideas  of  defeatism.  It  has  been  said 
that  what  some  doctors  do  for  the  patient  by  way 
of  transferring  to  him  a sense  of  confidence  in 
himself,  buoyancy,  and  encouragement  does  al- 
most as  much  good  in  many  instances  as  the 
medication  itself.  Actually,  the  patient  still  has 
ulcerative  colitis,  but  if  by  positive  thinking  we 
can  help  him  learn  to  live  with  the  disease  and 
make  him  feel  he  is  a useful,  constructive  member 
of  society,  then  we  have  made  a real  contribution 
to  him.  Directing  the  patient  back  to  his 
religious  trend  of  thought  and  encouraging  him  to 
find  his  place  in  a religious  group  of  his  own  choice 
is  frequently  of  great  value.  Above  all,  we  as 
doctors  must  develop  the  idea  that  our  patient  is 
going  to  be  better  tomorrow,  and  he  must  be  con- 
tinually imbued  with  the  thought  that  he  is  going 
to  be  better  and  that  the  various  episodes  through 
which  he  may  pass  are  only  incidents  along  the 
way.  Under  no  condition  must  we  discourage 
the  patient  by  telling  him  that  he  is  a psychiatric 
problem,  that  he  will  never  be  better,  or  that  he 
will  be  a permanent  invalid  and  eventually  suffer 
many  dire  complications. 

Antibiotics 

The  role  of  antibiotics  in  chronic  ulcerative 
colitis  is  to  inhibit  and  keep  under  control  the 
superficial  infection  factor  of  the  bowel  mucosa 
and  thus  maintain  the  balance  of  power  in  favor 
of  tissue  resistance.  The  infecting  organisms 
must  be  inhibited  so  that  they  never  have  an 
opportunity  to  exceed  tissue  resistance  or  destroy 
the  host.  An  antibiotic  must  not  do  damage  to 
tissues  but  should  be  one  which  can  be  given  re- 
peatedly as  interrupted  maintenance  dosages  and 
thus  prevent  the  organisms  from  becoming 
immune  to  its  effect.  The  antibiotic  of  choice 
must  have  a minimum  of  side-effects  on  the  whole 
system  and  must  not  affect  any  of  the  blood-form- 
ing organs.  While  there  is  no  antibiotic  which 
can  be  considered  as  a “cure”  for  chronic  ulcera- 
tive colitis,  they  are  important  in  its  treatment. 

With  the  introduction  of  the  sulfanilamide 
group  of  drugs,  the  hope  was  seriously  expressed 
in  many  quarters  that  they  would  result  in  so- 
called  “cure”  of  chronic  ulcerative  colitis.  Many 
patients  were  improved,  and  sulfadiazine  and 
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other  members  of  that  family  of  drigs  are  still 
acceptable. 

Chloromycetin  is  the  antibiotic  of  choice  in  my 
experience  and  has  been  used  in  67  patients  dur- 
ing the  past  four  years.  Forty-five  were  defi- 
nitely improved,  while  22  did  not  show  essential 
benefit.  Xo  significant  changes  occurred  in 
either  the  erythrocytes  or  leukocytes  in  more  than 
300  blood  counts  made  during  the  four-year 
period.  There  is  no  correlation  between  the 
blood  picture  and  the  total  amount  of  Chloro- 
mycetin administered,  dosage  schedule  used, 
duration  of  therapy,  or  method  of  administration. 
There  has  been  no  evidence  of  cumulative  toxic 
effects  even  though  some  individuals  received  the 
drug  for  the  entire  four  years  on  the  maintenance 
dosage  program  described  below. 

Chloromycetin  therapy  in  the  initial  periods  of 
treatment  has  been  along  two  lines:  first,  the 
initial  oral  program  and,  second,  the  intravenous 
administration  of  the  drug  in  acutely  fulminating 
cases.  The  initial  program  has  been  1 to  2 Gm. 
daily  for  about  one  month,  unless  the  immediate 
response  was  so  favorable  as  to  warrant  placing  of 
the  patient  on  the  interrupted  dosage  schedule  of 
the  maintenance  regime  earlier.  The  intrave- 
nous administration  of  Chloromycetin  has  been 
found  to  be  necessary  and  almost  invaluable  in 
the  acutely  fulminating  cases  with  nausea  and 
vomiting.  The  total  daily  dose  of  1 to  3 Gm.  is 
placed  in  1,000  cc.  of  glucose  in  either  saline  or 
distilled  water  as  indicated  and  allowed  to  flow  in 
at  the  usual,  relatively  slow  rate.  The  patient 
thus  receives  his  fluids  as  well  as  the  Chloro- 
mycetin. This  form  of  therapy  has  been  espe- 
cially acceptable  in  those  patients  with  impending 
surgical  procedure  and  has  allowed  the  surgeon  to 
operate  in  a relatively  sterile  field.  In  one  such 
recent  case  intravenous  Chloroim'cetin  was  given 
for  one  week  prior  to  ileostomy  and  subtotal 
colectomy.  At  operation  the  bowel  perforated 
and  flooded  the  entire  peritoneal  cavity  with  fecal 
matter.  The  subtotal  colectomy  was  completed, 
the  abdomen  closed,  and  the  patient  made  an 
uneventful  recovery  with  no  sign  of  peritonitis. 

In  ambulatory  chronic  cases  the  maintenance 
program  of  interrupted  dosages  has  been  used  for 
the  entire  four  years  with  gratifying  results. 
Under  this  schedule  the  patient  receives  1 to  2 Gm. 
of  Chloromycetin  daily  for  one  week,  alternating 
with  one  week  of  rest,  or  for  one  week  of  therapy 
per  month,  as  indicated. 

Hormonal  Therapy 

The  long-range  evaluation  of  hormonal  therapy 
in  chronic  ulcerative  colitis  may  be  divided  into 
two  parts:  ACTH  and  cortisone  and  the  whole 
adrenal  cortical  substance.  When  ACTH  and 
cortisone  were  first  introduced,  it  was  hoped  that 
they  would  be  greatly  beneficial  to  our  patients, 
especially  those  who  were  suffering  with  the  com- 


plication of  arthritis.  Unfortunately,  serious 
complications  have  arisen,  and  it  has  become  a 
matter  of  common  knowledge  that  ACTH  and 
cortisone  may  be  the  cause  of  perforations  in 
chronic  ulcerative  colitis.  During  the  past  year 
alone  I have  witnessed  four  such  instances. 
While  at  times  it  has  seemed  that  carefully 
graduated  dosages  of  ACTH  and  cortisone  have 
appeared  to  be  of  some  benefit,  and  from  some  of 
the  clinics  relatively  good  results  have  been  re- 
ported in  these  patients,  it  has  not  been  our  ex- 
perience to  have  such  dramatic  effects  occur. 
Consequently,  the  use  of  ACTH  and  cortisone  has 
largely  been  discontinued  in  so  far  as  my  personal 
practice  is  concerned. 

The  role  of  whole  adrenal  cortical  substance, 
such  as  one  of  the  adrenal  cortical  extracts,  is  an 
entirely  different  matter.  It  is  quite  obvious 
from  even  a casual  observation  of  these  patients 
that  they  are  deficient  in  their  adrenal  cortical 
output,  and  it  has  been  frequently  noted  that  the 
administration  of  Eschatin  or  adrenal  cortical 
extract  has  proved  to  be  one  of  our  most  valuable 
adjuncts  over  a long  period  of  years.  Adrenal 
cortical  extract  preparations  may  be  used  either 
intravenously  in  larger  amounts,  as  in  Eschatin. 
by  intramuscular  injections  in  smaller  amounts, 
or  orally  when  the  patient  is  able  to  accept  them. 

Nerve-Blocking  Drugs 

During  recent  years  a great  deal  of  thoughtful 
effort  has  been  directed  toward  a better  under- 
standing of  the  sympathetic  and  parasympathetic 
nervous  systems  in  their  relation  to  chronic 
ulcerative  colitis.  The  adrenergic  or  sympathe- 
tic influence  comes  through  the  splanchnic  nerves 
as  well  as  through  the  sympathetic  components 
of  pelvic  plexuses.  These  fibers  are  concerned 
with  relaxation  of  smooth  muscle  of  the  gastro- 
intestinal tract  except  at  the  sphincter  where  the 
opposite  occurs.  In  addition,  and  probably  more 
important  from  our  point  of  Anew,  is  the  effect  of 
the  sympathetics  upon  the  smooth  muscle  of  the 
vascular  tree. 

The  cholinergic  system  as  seen  in  the  para- 
sympathetic innervation  is  diametrically  opposed 
in  its  action  to  the  sympathetics.  In  the  normal 
person  both  are  in  constant  balance. 

It  seems  quite  logical,  therefore,  to  approach 
the  problem  of  chronic  ulcerative  colitis  through  a 
combination  of  nerve-blocking  agents  plus  the 
proper  amount  of  an  antibiotic  to  take  care  of  the 
superficial  secondary  infection.  To  this  end  I 
have  found  that  an  intramuscular  injection  of 
10  mg.  of  Pro-Banthine  or  25  mg.  of  Banthine 
given  coincidentally  with  3 cc.  of  Etamon  will 
result  in  almost  immediate  and  complete  relief  of 
all  of  the  symptoms  of  an  acute  episode  of  chronic 
ulcerative  colitis,  and  this  effect  may  last  from 
four  to  six  or  eight  hours. 

From  the  standpoint  of  the  ambulatory  patient 
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it  is  impossible  to  carry  on  a sustained  program  of 
this  sort  with  complete  blocking  of  the  ganglion, 
and  so  from  a practical  point  of  view  I now  have  a 
group  of  patients  who  are  receiving  a para- 
sympathetic blocking  agent,  such  as  Pro- 
Banthine  in  dosage  of  45  mg.  four  times  daily,  in 
combination  with  a sympathetic  blocking  drug- 
such  as  nicotinic  acid  or  Priscoline.  The  anti- 
spasmodic  influence  of  Pro-Banthine  added  to  the 
marked  vasodilatation  of  the  nicotinic  acid  is 
essential  for  relief  of  the  edema  and  congestion  of 
the  bowel  mucosa.  The  vasodilatation  of  the 
nicotinic  acid  seems  to  be  better  accepted  by 
patients  than  the  effect  of  Priscoline  and  is 
equally  efficient. 

The  addition  to  this  combination  of  the  anti- 
biotic action  of  Chloromycetin  in  helping  control 
the  superficial  infection  seems  to  offer  a brighter 
outlook  today  than  ever  before.  So  far,  re- 
peated sigmoidoscopic  examinations  have  shown 
only  moderate  changes,  and  it  is  quite  obvious 
that  these  patients  are  not  cured,  but  at  the  same 
time  they  are  definitely  controlled. 

My  interest  in  this  part  of  the  study  began 
when  the  potentials  of  Banthine  were  considered 
about  three  years  ago,  and  the  reports  of  the  bene- 
ficial effects  of  Etamon  upon  peptic  ulcer  pain 
were  reported.  It  was  not  until  the  publication 
of  the  work  of  Hinton  and  his  associates  along 
with  the  development  of  Pro-Banthine  more  than 
a year  ago  that  the  possibilities  of  a combination 
of  Etamon  plus  Pro-Banthine  seemed  to  offer 
prospects  of  success. 

In  an  effort  to  gain  some  impression  as  to 
whether  or  not  pelvic  neurectomy  might  be 
beneficial,  barium  colon  enemas  were  done  in 
several  patients  following  intramuscular  injection 
of  10  mg.  of  Pro-Banthine,  and  the  effect  upon  the 
large  bowel  was  observed.  There  was  a distinct 
relaxation  of  the  marked  spasm  which  had  been 
present  prior  to  the  administration  of  Pro- 
Banthine.  Of  greater  interest,  however,  was 
the  reaction  of  the  patients,  who  reported  that 
for  the  first  time  in  many  years  they  had  com- 
plete relief  of  their  straining,  tenesmus,  and  con- 
stant desire  to  move  the  bowels  with  a marked 
improvement  in  control.  As  a result,  what 
originally  was  planned  as  a diagnostic  measure  to 
determine  whether  these  patients  should  be  given 
an  operative  procedure  has  developed  into  a 
therapeutic  measure  of  great  value.  While  it  is 
true  this  has  not  been  going  on  for  a long  enough 
period  to  make  a long-range  evaluation,  at  the 
present  moment  it  can  be  said  that  these  patients 
are  distinctly  improved. 

Surgery 

No  discussion  of  the  long-range  evaluation  of 
therapy  in  chronic  ulcerative  colitis  would  be 
complete  without  a statement  concerning  surgical 
procedures  in  this  disease.  Perhaps  one  of  the 


most  serious  problems  in  connection  with  surgery 
in  chronic  u cerative  colitis  is  that  of  the  mind  of 
the  attending  physician  and  his  reluctance  to 
suggest  a surgical  procedure  unless  under  duress 
of  a serious  emergency.  Psychologic  preparation 
of  a patient  for  surgery  must,  therefore,  begin 
with  the  physician  in  charge  of  the  case. 

There  are  certain  very  definite  indications  for 
surgical  intervention,  and  as  a rule  these  con- 
ditions are  generally  well  recognized,  especially  in 
the  fulminating  cases  of  chronic  ulcerative  colitis, 
although  they  may  not  be  so  apparent  in  the 
chronic  ambulatory  patient.  It  is  exceedingly 
urgent  they  be  recognized  early  in  the  course  of 
the  disease  and  the  patient  given  the  benefit  of 
operation  while  he  is  still  in  good  condition  and 
the  operative  risk  relatively  low.  When  the 
patient  becomes  too  debilitated  or  has  actually- 
perforated  or  developed  one  of  the  more  serious 
complications,  then  it  may  be  too  late  and  the 
mortality  rate  too  high. 

In  evaluating  the  various  surgical  procedures 
which  have  been  suggested  as  the  years  have  gone 
by,  the  operation  of  choice  in  most  instances  is 
ileostomy  with  subtotal  colectomy,  all  at  one 
time.  It  has  been  a common  experience  that 
when  the  medical  and  surgical  consultants  are 
working  carefully  together  as  a team,  it  is  better 
to  have  the  entire  infected  part  of  the  colon  re- 
moved at  one  time.  Fluid,  electrolyte,  and  pro- 
tein balances  are  maintained  much  more  easily, 
and  the  patient's  recovery  is  so  much  more 
readily  accomplished  that  his  days  in  the  hospital 
are  reduced.  We  also  eliminate  the  possibility  of 
cancerous  formation  in  some  of  these  cases. 

The  question  is  often  asked  as  to  what  the  final 
outcome  may  be  in  a patient  who  has  had 
ileostomy  and  subtotal  colectomy.  It  is  recog- 
nized that  not  infrequently  various  complications 
may  arise,  but  in  spite  of  these,  which  are  only  in- 
cidents in  the  course  of  handling  the  patient,  most 
individuals  are  well  and  able  to  go  about  their 
normal  functions  of  life.  In  young  married 
women  there  is  no  contraindication  to  childbear- 
ing; on  the  contrary,  it  is  found  that  these  in- 
dividuals are  able  to  become  pregnant,  have  their 
families,  maintain  their  homes,  and  still  be  in  good 
physical  condition. 

To  answer  the  frequently  raised  question  of 
ileosigmoidostomy,  our  experience  has  not  been 
very  satisfactory  as  a general  rule.  In  some 
cases  where  it  has  been  attempted  without  com- 
plete healing  of  the  distal  stump  of  sigmoid  and 
rectum,  there  has  been  extension  of  the  infection 
on  up  into  the  terminal  ileum  with  a resulting 
ileitis  and  hemorrhage.  In  such  instances  it  has 
been  necessary  to  restore  the  ileostomy  and  re- 
sect the  distal  loop.  In  general,  the  patients  are 
more  comfortable  with  the  ileostomy  bag  once 
the}’-  become  emotionally  adjusted  to  it  than  they 
are  with  the  ileosigmoidostomy,  resulting 
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diarrhea,  and  lack  of  controlled  bowel  movements 
through  the  rectum. 

Regarding  treatment  of  the  distal  loop,  it  has 
been  found  that  periodic  irrigations,  usually  once 
a day,  with  a sulfhydryl  solution  (Hydrosul- 
phosol)  has  reduced  the  degree  of  infection  and 
has  also  stimulated  healing  in  these  cases  so  that 
the  distal  loop  is  maintained  in  a healthy  condi- 
tion. This  has  been  carried  on  for  six  or  seven 
years  in  some  cases.  The  patients  have  experi- 
enced no  complications  and  have  had  a minimum 
of  rectal  discharge  and  rectal  distress. 

Pelvic  neurectomy  is  a simple  operative  pro- 
cedure devised  by  Hinton  and  his  associates  and 
used  by  him  during  the  past  four  years  in  quite  a 
number  of  patients.  The  principle  of  pelvic 
neurectomy  is  to  place  the  distal  colon,  sigmoid, 
and  rectum  at  rest,  thus  helping  the  patient  to 
control  his  bowel  movements  and  forming  an 
adjunct  to  the  medical  program.  Dr.  Hinton 
does  not  suggest  this  as  a cure  for  ulcerative 
colitis.  So  far,  over  a four-year  period,  none  of 
the  individuals  so  treated  has  had  to  have  further 
surgery  performed.  On  the  contrary,  the 
patients  have  been  quite  comfortable  with  an 
average  of  one  to  two  or  three  well-controlled 
bowel  movements  a day  and  a minimum  of  blood, 
mucus,  and  pus;  in  general,  they  can  be  con- 
sidered as  improved.  Particularly  noteworthy 
is  the  fact  that  there  do  not  seem  to  be  any  serious 
complications  to  this  procedure,  and  even  if  it 
should  fail  in  a properly  selected  case,  further  more 
radical  surgical  procedures  are  not  precluded.  Of 
greatest  importance  is  the  selection  of  patients  for 
pelvic  neurectomy.  It  is  contraindicated  in  those 
with  diffuse  and  multiple  polyps,  stricture,  and 
narrowing  of  the  bowel  with  evidences  of  in- 
testinal obstruction. 

Discussion 

Sidney  M.  Fierst,  M.D.,  Brooklyn. — Dr.  Berco- 
vitz  has  presented  a very  fine  summary  of  his  ex- 
perience in  treating  ulcerative  colitis.  The  natural 
history  of  this  disease  is  marked  by  spontaneous  re- 
missions and  exacerbations  which  make  it  difficult 
to  judge  the  efficacy  of  any  particular  therapeutic 
agent.  The  state  of  the  pathologic  process  at  the 
time  therapy  is  undertaken  also  affects  the  results  of 
treatment.  A patient  whose  colon  shows  only  early 
exudative  changes  with  a few  crypt  abscesses  is 
more  likely  to  respond  than  is  the  patient  with  a 
colon  which  is  the  site  of  vasculitis  and  necrosis, 
marked  connective  tissue  proliferation,  thickening, 
foreshortening,  and  polypoid  change. 

The  well-being  of  the  whole  patient  is  the  basis  of 
any  therapy.  Large  quantities  of  protein,  esti- 
mated as  100  to  200  Gm.  daily,  are  lost  in  the  stool 
together  with  electrolytes,  iron,  and  water-soluble 
vitamins.  These  substances  must  be  replaced.  In 
our  experience  about  15  per  cent  of  patients  show 
definite  food  allergy,  and  if  they  are  placed  on  a 
non  allergic  diet  of  the  type  recommended  by  Dr. 
A.  F.  R.  Andresen,  they  wall  go  into  complete  remis- 


sion but  will  frequently  relapse  when  exposed  again 
to  the  offending  food.  Moreover  about  50  per  cent 
of  ulcerative  colitis  patients  do  not  tolerate  milk 
well. 

Psychotherapy,  I agree,  is  the  task  of  the  treating 
physician.  No  patient  is  more  dependent  on  the 
doctor  for  support  and  reassurance  than  is  the  poor 
patient  with  ulcerative  colitis  whose  entire  existence 
seems  to  hinge  on  proximity  to  the  commode.  The 
physician  must  be  gentle  and  sympathetic  and  en- 
courage the  patient  to  discuss  his  problems  and  rid 
himself  of  any  repressed  hostilities. 

During  the  past  four  and  a half  years  Dr.  A. 
Werner  and  I have  studied  the  effects  of  antibiotics 
on  ulcerative  colitis.  Although  antimicrobial  ther- 
apy does  not  appear  to  alter  the  basic  course  of  the 
disease,  in  some  cases  it  may  advantageously  affect 
the  secondary  pyogenic  complications.  Aureomy- 
cin  has  been  the  most  effective  of  these  drugs  in  this 
respect.  Chloramphenicol  gave  excellent  results  in 
the  milder  forms  of  ulcerative  colitis,  66  per  cent 
remission  rate  in  moderately  severe  cases,  and  16 
per  cent  in  severe  cases.  Aureomycin  gave  excel- 
lent results  in  the  mild  cases,  93  per  cent  remission 
in  moderately  severe  cases,  and  only  50  per  cent  in 
the  severely  ill  cases.  The  results  with  terramycin 
were  similar  to  those  obtained  with  aureomycin. 
However,  terramycin  produced  much  more  diarrhea 
and  was  not  as  well  tolerated.  Aureomycin  was 
tolerated  by  most  of  the  patients  when  given  with 
meals  and  Amphogel.  Nausea  necessitated  its 
discontinuance  in  several  instances. 

Our  experience  with  cortisone  and  ACTH  paral- 
lels that  presented  by  Dr.  Bercovitz.  In  16  patients 
who  have  had  an  average  of  three  to  five  weeks  of 
this  therapy,  two  perforations,  two  massive  hemor- 
rhages, and  one  severe  depressive  psychosis  occurred. 
One  patient  died  of  an  acute  endocarditis  with  myo- 
cardial abscesses  resulting  from  dissemination  of  a 
resistant  staphylococcus.  No  remarkable  change 
in  the  course  of  the  disease  other  than  a moderate 
euphoria  and  antipyretic  effect  was  noted  in  a group 
of  six  cases  given  a one-week  course. 

Surgery  of  ulcerative  colitis  should  be  reserved 
for  patients  with  fulminating  disease,  for  the  com- 
plications of  perforation  and  carcinoma,  and  for 
intractability  and  chronic  invalidism.  Primary 
colectomy  and  ileostomy  is  the  procedure  of  choice. 
In  a group  of  30  such  patients  only  two  deaths  have 
occurred.  One  was  in  a thirty-nine-year-old 
Negress  with  perforation  of  the  splenic  flexure  com- 
plicated by  bilateral  renal  calcinosis,  pyonephritis, 
and  uremia.  The  second  was  a young  girl  who  died 
twenty  days  after  surgery  during  the  heat  spell  of 
last  summer  with  S3Tnptoms  suggestive  of  hvpo- 
adrenalism  two  hours  after  readmission  to  the  hos- 
pital. 

Chronic  invalidism  may  be  added  to  the  indica- 
tions for  surgery  since  the  mortality  of  the  operation 
is  much  reduced.  However,  the  patient  must  be 
prepared  psychologically  for  ileostomy.  The  in- 
struction in  the  care  of  an  abdominal  anus  will  re- 
quire as  much  or  more  effort  as  the  rehabilitation  of 
any  other  amputee  with  his  prosthesis.  The  doctor 
who  advises  colectomy  must  be  prepared  for  and 
capable  of  undertaking  this  task. 
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IT  HAS  been  stated  that  “one  of  the  darkest 
chapters  in  surgical  annals  is  that  which  deals 
with  primary  malignant  neoplasms  of  the  gall- 
bladder and  of  the  liver.  This  traditional  sur- 
gical pessimism  has  exerted  such  an  influence  on 
the  internist  and  general  practitioner  that  once 
the  diagnosis  of  a malignant  tumor  is  made,  it  is 
tantamount  to  the  exclusion  of  surgical  con- 
sultation.” While  this  is  still  relatively  true, 
there  is  an  ever-increasing  interest  in  the  treat- 
ment of  these  lesions.  Fortunately,  primary 
neoplasms  of  the  liver,  either  benign  or  malignant, 
are  relatively  rare : 0.017  per  cent  in  the  Memorial 
Hospital  series. 

The  differential  diagnosis  of  a hepaticomegaly, 
either  generalized  or  localized,  lies  between  the 
inflammatory  lesions,  the  benign  tumors,  and 
the  malignant  tumors  that  may  occur  in  this 
organ.  We  shall  not  comment  on  the  inflamma- 
tory lesions  other  than  to  note  that  exploratory  in- 
cision must  be  utilized  as  a diagnostic  agent  in 
many  instances  since  the  science  of  the  clinical 
laboratory  has  not  yet  reached  a point  where  the 
differential  can  be  made  with  certainty  in  every 
instance.  Complete  studies  of  liver  function 
should  be  made  in  every  case.  These,  combined 
with  the  clinical  picture  and  history,  will  preclude 
the  surgical  approach  in  most  cases  of  swollen, 
tender  liver  of  infectious  hepatitis.  As  is  well 
known,  the  patient  with  hepatitis  tolerates  sur- 
gery poorly ; simple  exploration  and  biopsy  of  the 
liver  often  proves  fatal.  Study  of  the  motion  of 
the  diaphragm  also  helps  to  rule  out  the  inflam- 
matory lesion;  the  patient  with  amebic  abscess 
usually  has  a fixed  diaphragm.  X-ray  examina- 
tion with  the  demonstration  of  fluid  levels  and 
calcification  in  the  mass  may  be  suggestive  either 
of  amebic  abscess  or  hydatid  cyst  of  long  dura- 
tion. Some  of  the  hemangiomas  of  the  liver  may 
show  calcification  as  well. 

Symptomatology  is  not  particularly  character- 
istic. Symptoms  such  as  weakness,  weight  loss, 
anemia,  pain,  jaundice,  and  edema  of  the  legs, 
usually  appear  in  the  late  states  of  malignant 
tumors.  In  reviewing  our  series  of  33  primary 
tumors  of  the  liver,  it  is  noted  that  many  patients 
were  unaware  of  any  difficulty  until  some  minor 
gastrointestinal  complaint  caused  them  to  seek 
medical  consultation  when  the  examiner  found 
the  tumor.  Several  of  the  patients  discovered 
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their  tumors  on  self-examination,  and  occasion- 
ally hemorrhage  into  the  tumor  or  beneath  the 
capsule  of  the  liver  produced  sharp,  excruciating 
pain,  radiating  to  the  shoulder  or  back,  which  in 
turn  led  to  examination  and  discovery  of  the 
tumor.  In  general,  the  primary  tumors  of  the 
liver  are  picked  up  on  physical  examination  alone. 

Occasionally,  a patient  will  become  aware  of  a 
large  solitary  tumor  in  the  left  lobe,  while  turn- 
ing over  in  bed.  A large  embryonal  carcinoma 
of  the  left  lobe  of  the  liver,  which  we  recently 
operated,  had  such  a history.  The  young  woman 
harboring  this  lesion  noted  that  as  she  turned  in 
bed  she  was  aware  of  something  shifting  in  her 
upper  abdomen  and,  on  palpating  her  belly,  felt 
a mass.  At  operation,  the  tumor  was  found  to  be 
quite  mobile,  having  by  its  weight  thinned  out 
the  left  lobe  of  the  liver  in  such  a manner  as  to 
become  almost  pedunculated.  This  is  one  of  the 
most  characteristic  aspects  of  these  large,  solitary 
neoplasms.  They  may  grow  slowly  enough  to 
allow  their  extrusion  by  gravity  so  that  removal  is 
relatively  easy,  necessitating  only  division  of  the 
thin  band  of  liver  tissue  connecting  the  tumor  to 
the  main  portion  of  the  liver. 

Metastatic  cancer  of  the  liver  is  found  in  30  to 
50  per  cent  of  all  cases  of  carcinoma  coming  to 
autopsy.  This  is  due  in  part  to  the  ideal  soil,  so 
to  speak,  for  tumor  cell  growth  and  in  part  to  the 
histologic  and  anatomic  features  of  the  organ. 
It  is  not  surprising  to  find  that  the  incidence  of 
bloodborne  metastases  in  the  liver  is  high  for  all 
primary  tumors  arising  in  tissues  which  are  con- 
nected with  the  portal  area,  but  it  is  amazing  to 
find  malignant  melanoma  from  the  choroid  de- 
veloping in  the  liver  many  years  after  the  enuclea- 
tion, a solitary  metastasis  from  breast  carcinoma, 
renal  cancers,  and  others  too  numerous  to  men- 
tion. 

In  the  treatment  of  tumors  of  the  liver  explora- 
tory laparotomy  must  first  be  done.  Aspiration 
biopsy  through  the  intact  abdominal  wall  will,  in 
most  instances,  lead  to  a correct  diagnosis. 
However,  the  surgical  status  of  the  tumor  can 
only  be  judged  by  laparotomy.  If  the  tumor  is 
confined  to  the  left  lobe  of  the  liver  and  does  not 
involve  the  major  vessels  or  ducts,  then  left 
hepatolobectomy  can  be  carried  out  by  carefully 
dissecting  out  the  left  branch  of  the  hepatic 
artery  at  the  base  of  the  hepatic  fissure  and  ligat- 
ing it.  The  entire  left  lobe  of  the  liver  can  then 
be  removed  with  little  or  no  bleeding.  The  liver 
itself,  while  commonly  regarded  as  a functional 
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organ,  is  really  a bilobed,  embryohistologic  struc- 
ture with  practically  no  anastomotic  connections 
between  the  venous,  arterial,  and  biliary  systems 
of  the  two  halves.  This  makes  practical  a safe, 
bloodless  removal  of  primary  malignant  neo- 
plasms situated  in  the  left  lobe  of  the  liver. 

If  the  tumor  involves  the  right  lobe  of  the  liver 
and  there  is  no  evidence  of  any  regional  or  distal 
spread,  then  right  hepatolobeetomy  should  be 
carried  out.  The  ease  with  which  left  hepatolo- 
bectomy  is  accomplished  and  the  definite  bilobed 
nature  of  the  liver  has  suggested  that  controlled 
right  hepatolobeetomy  is  practical,  and  an  in- 
creasing number  of  reports  are  appearing  in  the 
literature.  Our  own  technic  will  be  described. 

The  abdomen  is  opened  through  a right 
thoracoabdominal  incision,  and  the  status  of  the 
tumor  is  determined.  The  incision  is  prolonged 
to  the  erectospinae  group  and  the  eighth  rib  re- 
moved to  its  posterior  angle.  After  placing  the 
thoracic  retractors,  the  diaphragm  is  split  back- 
ward to  the  inferior  vena  cava.  The  liver  then 
drops  into  the  chest,  exposing  the  hepatic  pedicle. 
The  cystic  duct  is  then  ligated,  hepatic  artery 
identified,  and  its  branches  isolated,  the  hepatic 
artery  being  divided  between  ligatures.  Isola,- 
tion  and  ligation  of  the  right  hepatic  duct  is  then 
carried  out  by  dissection  into  the  hilum  of  the 
liver.  This  brings  the  right  branch  of  the  portal 
vein  into  view,  and  it  is  ligated  carefully.  The 
inferior  vena  cava  is  then  exposed  by  drawing 
the  duodenum  to  the  left  so  that  it  is  now  ex- 
posed above  and  below  the  right  lobe.  The  liver 
is  then  drawn  to  the  left  and  the  coronary  liga- 
ment attaching  it  to  the  undersurface  of  the 
diaphragm  divided.  By  blunt  and  sharp  dis- 
section the  small  accessory  suprahepatic  veins  are 
clamped,  cut,  and  ligated.  Before  the  right 
hepatic  vein  can  be  ligated,  it  is  necessary  to 
follow  the  right  branch  of  the  portal  vein  laterally 
in  order  to  avoid  injury  to  the  vessels  of  the  left 
lobe.  This  is  the  most  important  step  in  the 
operation  since  ligation  of  all  of  the  vascular 
trunks  entering  the  vena  cava  will  deprive  the 
left  lobe  of  its  drainage.  The  right  lobe  has  thus 
been  completely  separated  from  its  vascular  bed 
and  can  now  be  removed  by  dissection,  beginning 
at  the  insertion  of  the  falciform  ligament.  The 
left  half  of  the  falciform  ligament  can  be  turned 
over  and  used  to  cover  the  raw  surface  of  the  left 
lobe.  The  diaphragm  is'  carefully  closed  in  the 
usual  manner,  using  underwater  drainage  to  pre- 
vent postoperative  pneumothorax.  The  ab- 
domen must  be  drained  well  because  of  the  large 
amount  of  biliary  drainage  that  results  from  the 
raw  surface. 

It  is  also  to  be  noted  that  ligation  of  the  hepatic 
artery  is  always  serious,  but  it  is  not  necessarily 
fatal.  The  danger  of  liver  necrosis  increases  in 


direct  proportion  as  the  point  of  ligation  proceeds 
distally  from  the  celiac  axis.  Ligation  proximal 
to  the  right  gastric  artery  allows  the  blood  to 
reach  the  liver  by  way  of  the  left  gastric,  left 
gastroepiploic,  and  the  inferior  pancreaticoduo- 
denal arteries.  Ligation  at  this  point  is  entirely 
safe  and  will  cut  down  the  amount  of  bleeding  in 
the  removal  of  tumors  from  either  lobe  since  it 
takes  some  time  for  the  collateral  circulation  to 
establish  itself.  A bulldog  clamp  or  piece  of 
rubber  dam  may  be  placed  around  the  entire 
hepatic  pedicle  by  passing  it  through  the  foramen 
of  Winslow,  thus,  in  effect,  applying  a tourniquet 
to  the  circulation  of  the  liver.  Ligation  distal  to 
the  origin  of  the  gastroduodenal  artery  leaves 
only  the  small  inferior  phrenic  vessels  to  nourish 
the  liver. 

The  difficulty  in  removing  solitary  tumors  of 
the  liver  is  largely  that  of  hemorrhage.  The  use 
of  the  cautery,  a knowledge  of  the  arterial  supply, 
various  methods  of  suturing,  and  the  use  of 
Gelfoam  or  some  of  the  other  coagulant  agents 
have  reduced  the  technical  problems  to  a large 
extent . If  the  disease  appears  to  be  too  extensive 
for  surgical  attack,  x-ray  therapy  after  biopsy 
may  be  tried  with  some  hope  of  success  in  a 
limited  number  of  cases.  The  hemangiomas  of 
the  liver  respond  exceedingly  well  to  irradiation. 
The  more  anaplastic  carcinomas  metastatic  to 
the  liver  and  some  hepatomas  can  likewise  be 
controlled  for  varying  lengths  of  time. 

Recently,  the  intra-arterial  injection  of  the 
nitrogen  mustards  has  given  some  hope  of  another 
method  of  control  of  the  more  radioresistant 
metastatic  lesions  and  the  diffuse,  inoperable, 
primary  liver  tumors.  This  is  done  by  injecting 
the  chemical  directly  into  the  hepatic  artery  at 
the  time  of  laparotomy  or  by  catheterization  of 
the  celiac  axis  through  the  external  carotid  artery 
and  aorta.  The  artery  is  selected  rather  than 
the  portal  vein  since  perfusion  experiments  in- 
dicate that  the  metastatic  or  primary  tumor  gets 
its  nutrition  from  the  arterial  supply.  Six 
tenths  of  a milligram  of  nitrogen  mustard  per 
kilogram  of  body  weight  is  injected.  There  is 
certain  danger  of  thrombosis  of  the  hepatic  artery 
because  of  intimal  destruction  by  the  chemical. 
There  is  also  the  possibility  of  uncontrollable 
hemorrhage,  requiring  ligation  of  the  artery,  due 
to  trauma  by  the  needle.  This  can  be  eliminated 
by  picking  up  the  gastroduodenal  artery  where  it 
crosses  behind  the  pylorus  and,  after  ligating  it, 
injecting  the  proper  dose  into  the  proximal 
stump.  While  very*  questionable  results  have 
been  obtained  so  far  with  the  use  of  the  nitrogen 
mustards,  the  possible  development  of  a chemo- 
therapeutic agent  of  more  selective  action  sug- 
gests great  promise  for  this  latter  method. 

Our  own  series  of  29  malignant  and  four 
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benign  primary  tumors  of  the  liver  seen  since 
1933  includes  17  malignant  hepatomas,  two 
cholangiocarcinomas,  three  primary  adeno- 
carcinomas, one  primary  embryonal  carcinoma, 
one  angiosarcoma,  one  case  listed  as  liver  cell 
carcinoma,  and  four  listed  as  primary  carcinoma 
of  the  liver.  There  were  two  large  hemangiomas 
one  hamartoma,  and  one  benign  hepatoma.  The 
sex  distribution  showed  17  males  and  16  females. 
Of  the  malignant  tumors  four  were  in  Chinese  and 
one  in  a Filippino;  the  rest  were  in  members  of 
the  white  race.  Thus,  18  per  cent  occurred  in 
Orientals.  The  ages  of  the  patients  ranged  from 
three  and  one-half  to  seventy-nine  years.  Many 
of  the  tumors  classified  as  malignant  hepatoma 
occurred  in  the  age  group  from  eighteen  to  thirty- 
three,  whereas  those  listed  as  cholangiocarcino- 
mas or  adenocarcinomas  were  in  the  older  age 
groups. 

Of  the  29  malignant  cases  five  were  operable, 
giving  an  operability  rate  of  about  18  per  cent. 
Of  the  four  benign  cases,  three  were  operated, 
yielding  an  operability  rate  of  75  per  cent. 

We  have  not  discussed  the  problem  of  metastatic 
cancer  to  the  liver,  but  many  of  the  technical 
problems  are  identical.  The  increasing  fre- 
quency with  which  segments  of  the  liver  contain- 
ing metastatic  deposits  are  being  resected  in- 
dicates the  bolder  approach  being  used  to  combat 
this  disease  in  general.  Many  patients  have 
been  given  months  of  comfortable  existence 
following  such  excisions. 

The  frequency  with  which  benign  hemangioma 
of  the  liver  occurs  is  not  reflected  in  this  study 
since  most  of  these  tumors  are  too  small  to 
warrant  other  than  passing  notice. 

In  spite  of  the  fact  that  the  average  duration  of 
the  disease,  as  judged  by  the  interval  between  the 
onset  of  symptoms  and  death,  is  comparatively 
brief  and  the  fact  that  primary  carcinoma  of  the 
liver  is  one  of  the  most  rapidly  fatal  of  all  malig- 
nant neoplasms,  the  patient  should  be  given  the 
benefit  of  surgical  consultation  and  exploration 
in  an  attempt  to  salvage  the  occasional  patient 
with  a resectable  tumor. 

Discussion 

Elmer  Milch,  M.D.,  Buffalo. — The  liver  has  been 
the  most  recent  organ  in  humans  to  be  approached 
surgically  because  in  the  past  any  interference  with 
its  blood  supply,  the  hepatic  artery,  has  usually 
been  associated  with  liver  necrosis,  peritonitis,  and 
death.  This  simple  fact,  I believe,  accounts  for 


many  of  the  dark  chapters  in  the  surgical  annals 
which  deal  with  primary  hepatic  tumors  and  which 
have  caused  surgeons  to  resect  lobes  of  the  liver  with 
considerable  fear  and  trepidation. 

However,  recent  animal  experimentation  and  its 
application  in  humans  have  shown  that  preoperative 
preparation  with  massive  doses  of  penicillin  and 
streptomycin  for  four  or  five  days  followed  by  inten- 
sive administration  of  penicillin  and  streptomycin 
postoperatively  prevents  this  complication  of  liver 
necrosis  and  peritonitis.  Under  these  circumstances 
the  hepatic  artery  can  be  ligated,  particularly 
proximal  to  the  right  gastric  artery  and  in  some 
instances,  distal  to  it,  almost  with  impunity.  This 
fact,  combined  with  modem  advances  in  anesthesia, 
ease  of  transfusion,  and  other  well-accepted  pre-  and 
postoperative  measures,  predict  a much  more  inten- 
sive and  radical  surgical  approach  to  hepatic  tumors 
than  has  been  evidenced  before. 

I would  like  to  emphasize  a well-recognized  fact, 
namely,  that  as  near  as  can  be  determined,  the  vari- 
ous functions  of  the  liver  can  be  maintained  satisfac- 
torily with  comparatively  little  liver  parenchyma. 
This  is  an  exceedingly  important  fact  and  should 
encourage  surgeons  to  be  more  radical  in  their  ap- 
proach to  hepatic  tumors.  In  contradistinction  to 
diffuse  liver  disease  where  all  the  liver  parenchyma 
is  equally  affected,  if  the  portion  of  the  liver  contain- 
ing the  tumor  is  resected,  the  remaining  liver  sub- 
stance is  capable  of  functioning  in  a normal  fashion, 
providing  vital  anatomic  structures  are  not  de- 
stroyed in  the  process  of  removing  the  hepatic  tumor. 

Illustrative  of  this  fact,  three  years  ago  we  had 
occasion  to  perform  a complete  left  hepatolobectomy 
and  partial  right  hepatolobectomy  upon  a forty- 
eight-year-old  woman  suffering  from  ecchinococcus 
cyst  of  the  liver.  At  the  conclusion  of  the  operation 
no  more  than  30  per  cent  of  the  normal  liver  paren- 
chyma remained.  She  has  been  seen  repeatedly 
since  then,  and  as  far  as  we  are  able  to  ascertain,  all 
of  the  liver  function  studies  are  within  normal 
limits,  and  she  exhibits  no  ill  effect  from  the  exten- 
sive hepatic  surgery. 

Fortunately,  primary  neoplasms  of  the  liver  are 
rare.  At  the  Buffalo  Children’s  Hospital  during  the 
years  1939-1952  there  were  six  hepatic  tumors  in 
136,134  admissions.  Of  these  one  was  a benign 
hamartoma.  At  the  Buffalo  General  Hospital  dur- 
ing the  years  1943-1952  there  were  15  hepatic 
tumors  in  125,085  patients.  The  benign  hepatic 
tumors  in  this  series  were  three  ecchinococcus  cysts 
and  five  hemangiomas. 

In  view  of  this,  I agree  with  Dr.  Pack.  With  the 
recent  advances  in  pre-  and  postoperative  care  the 
patient  should  be  given  the  benefit  of  early  surgical 
exploration  for  only  in  this  fashion  will  we  save  the 
occasional  patient  with  a resectable  tumor  in  spite 
of  the  discouraging  aspect  of  primary  malignant 
neoplasms  of  the  liver. 


Great  Spirit,  help  me  never  to  judge  another  until  I have  walked  a day  in  his  moccasins. — 

Sioux  Indian  Prayer 


DIAGNOSIS  AND  TREATMENT  OF  POLYPS  OF  RECTUM  AND  COLON 

Arthur  D.  Hennessy,  M.D.,  Buffalo,  New  York 
( From  the  University  of  Buffalo  School  of  Medicine) 


THE  chief  difficulty  in  discussing  the  problem 
of  polyps  in  the  rectum  and  colon  comes  from 
confusion  in  terminology.  Alien  we  have  two  or 
three  names  attached  to  the  same  condition,  no 
one  knows  what  the  other  fellow  is  talking  about. 
Here  is  a sample  classification.  It  has  only  three 
headings,  and  each  heading  represents  a distinct 
entity. 

1.  Pseudoinflammatory  polyposis. 

2.  Congenital  polyposis. 

3.  Solitary  or  discrete  polyps. 

Pseudoinflammatory  Polyposis 

What  are  the  salient  features  under  the  heading 
of  pseudoinflammatory  polyposis?  It  is  seen 
chiefly  in  chronic  ulcerative  colitis.  The  average 
duration  of  chronic  ulcerative  colitis  before  polyps 
develop  is  twelve  years.  The  polyps  tend  to  in- 
volve both  the  colon  and  the  rectum.  However, 
they  are  seen  more  frequently  in  the  rectum  and 
sigmoid  than  in  the  rest  of  the  colon.  This  has 
an  important  bearing  on  the  surgical  treatment 
as  I shall  show  later. 

How  frequently  do  cases  of  chronic  ulcerative 
colitis  become  involved  in  polyps?  Brown  and 
his  coworkers  at  the  Cleveland  Clinic  report 
19  per  cent  of  pseudopolyposis  in  106  cases 
of  chronic  ulcerative  colitis.  Williard  and  his 
group  report  39  per  cent  of  66  cases  had  polyps  in 
rectum  or  sigmoid.  Once  these  pseudopolyps 
develop,  they  tend  to  become  malignant.  Jack- 
man  at  Mayo  Clinic  reports  6 per  cent  malignancy 
in  95  cases  in  children.  Coffey  and  Bargen  report 
22  per  cent  malignancy  in  40  cases.  Many  others 
report  figures  as  low  as  5 to  10  per  cent.  Twenty- 
five  per  cent  of  these  malignancies  are  multiple, 
and  up  to  eight  separate  cancers  have  been  found 
in  a single  colon. 

Treatment  of  pseudopolyposis  depends  upon 
the  location  of  the  polyps.  If  the  polyps  are 
confined  to  the  rectum  and  adequate  biopsy  does 
not  show  malignancy,  the  polyps  may  be  carefully 
watched  and  fulgurated  or  desiccated.  If  polyps 
are  in  both  rectum  and  colon,  then  ileostomy  with 
resection  of  rectum  is  the  best  procedure.  Be- 
cause the  rectum  is  practically  always  involved  in 
the  inflammatory  process,  ileosigmoidostomy  or 
ileoproctostomy  causes  more  morbidity  than 
ileostomy.  Anal  ileostomy  has  been  done  in  too 
few  cases  to  report  on  its  successful  outcome. 
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Most  authorities  agree  that  chronic  inflamma- 
tory stimulation  to  glandular  growth  is  the  cause 
of  the  polyp  formation  and  its  subsequent  malig- 
nant degeneration.  The  three-year  curability 
rate  after  malignancy  develops  is  very  low. 
Lahey  reports  only  about  15  per  cent  three-year 
cures.  This  is  contrary  to  60  per  cent  of  five- 
year  cures  in  carcinoma  arising  in  polyps  in  the 
thud  category. 

Congenital  Polyposis 

Under  this  heading  is  included  cases  of  both 
familial  polyposis  and  noninflammatory  polypoid 
disease  of  the  colon  and  so-called  polyposis  of  the 
colon.  There  is  both  sharp  disagreement  and 
firm  agreement  as  to  the  hereditary  nature  of  the 
latter  two  conditions.  Menzel  reported  the  first 
case  of  familial  polyposis  in  1721.  Up  to  1950 
more  than  50  families  with  familial  polyposis  have 
been  reported.  They  average  five  cases  to  a 
family.  Both  sexes  transmit  the  disease,  either 
as  a dominant  or  recessive  trait.  If  the  trait  is 
dominant,  each  succeeding  generation  inherits 
the  disease;  if  recessive,  one  generation  may 
escape  the  disease  and  the  next  generation  trans- 
mit it. 

Many  authorities  hold  that  noninflammatory 
polypoid  disease  and  so-called  polyposis  are  in- 
herited as  a recessive  trait.  The  vast  majority 
of  cases  under  this  heading  occur  after  puberty. 
McKenney  reported  one  case  in  a child  of  two 
years  in  his  23  cases  occurring  in  three  families. 
Dixon  reported  two  cases  occurring  at  eighteen 
months  of  age.  However,  Kerr  states  that 
practically  all  cases  of  polyps  seen  in  children 
come  under  the  far  less  serious  classification  of 
solitary  or  discrete  polyps.  The  average  age  of 
450  cases  reported  under  this  classification  is 
twenty-nine  years. 

Brown  and  coworkers  reported  41  cases,  22  of 
whom  had  a family  history  of  polyposis.  Eighty- 
one  per  cent  of  these  cases  showed  infiltrating 
carcinoma,  and  all  showed  histologic  evidence  of 
malignancy.  Halstead  in  1950  reported  seven 
cases  in  one  family,  and  it  is  interesting  to  note 
that  five  of  these  also  had  polyps  in  the  stomach. 

Guptill  in  a small  series  reported  80  per  cent 
malignancies  with  40  per  cent  of  these  showing 
multiple  cancers.  Boehme  in  seven  cases  re-  I 
ported  an  average  of  200  polyps  in  the  rectum  I 
and  5,000  in  the  colon. 

Thus  familial  polyposis,  including  polypoid  I 
disease  of  the  colon  and  noninflammatory  I 
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polyposis,  is  a devastating  disease  carrying  with 
it  100  per  cent  malignancy. 

Again,  ileostomy  with  resection  of  the  rectum  is 
the  procedure  of  choice. 

Solitary  and  Discrete  Polyps 

This  is  the  common  variety.  Hardly  a week 
goes  by  that  a case  is  not  seen  in  a busy  proctol- 
ogist’s office.  Polyps  coming  under  this  classifi- 
cation are  limited  in  number  from  one  to  five  or 
six,  seldom  more.  They  are  found  chiefly  in  the 
rectum  and  sigmoid,  only  occasionally  in  the 
remainder  of  the  colon.  They  occur  in  the  older 
age  groups,  the  average  age  being  forty-five  years. 

The  polyps  are  of  two  forms,  pedunculated  or 
sessile,  the  latter  being  most  common.  They  are 
prone  to  malignant  degeneration,  usually  of  low 
grade. 

Swinton  reports  14  per  cent  malignancy  in  827 
cases  of  benign  appearing  polyps.  Kemperer  re- 
ports the  same  number  in  a small  series.  Cleve- 
land Clinic  reports  10  per  cent.  Cooper  at  Mayo 
reports  81  per  cent  malignancies  in  82  unselected 
cases;  obviously  his  criteria  for  malignancy  are 
less  rigid. 

If  we  average  these  figures,  we  get  30  per  cent 
malignancy  in  solitary  or  discrete  polyps  of  the 
rectum  and  colon.  Most  authorities  agree  that 
60  to  70  per  cent  of  cancer  of  the  rectum  and 
colon  is  the  result  of  malignant  degeneration  of 
polyps.  Seventy  per  cent  of  solitary  or  discrete 
polyps  are  found  in  the  rectum  or  sigmoid ; 75  per 
cent  of  all  cancers  of  the  colon  are  found  in  the 
rectum  or  sigmoid. 

How  are  these  solitary  or  discrete  polyps  best 
treated?  Adequate  biopsy  and  pathologic  re- 
port are  essential  before  definitive  therapy  can  be 
instituted.  If  the  polyps  are  benign  or  show 
carcinoma  in  situ,  they  can  be  safely  treated  by 
local  excision,  fulguration,  or  desiccation  and 
careful  watching.  If  the  carcinoma  is  invasive 
to  the  muscularis,  either  resection  with  anasto- 
mosis or  abdominal-perineal  is  mandatory. 

Comment 

Just  a word  about  symptoms.  If  you  are  going 
to  find  polyps,  you  have  to  look  for  them.  Their 
symptoms  are  few  and  minor.  They  do  not  bleed 
till  they  are  large  enough  to  ulcerate  or  to  be 
traumatized  by  stool.  They  only  cause  cramps, 
tenesmus,  or  change  in  bowel  habits  when  large 
enough  to  interfere  with  motility  of  sigmoid  or 
colon. 

Polyps  in  the  rectum,  can  only  be  diagnosed 
adequately  by  direct  vision  through  a well-lighted 
proctoscope  or  sigmoidoscope.  X-ray  has  ab- 
solutely no  place  in  the  diagnosis  of  polyps  in 
the  rectum.  It  is  entirely  fallacious.  Those  in 
the  sigmoid  can  many  times  be  seen  through  the 


sigmoidoscope  before  large  enough  to  show  up  on 
the  x-ray  plate. 

Digital  and  anoscopic  examination  are  entirely 
insufficient.  Too  many  patients  are  sent  on  their 
merry  way  secure  in  the  statement  of  their  doctor 
that  they  have  no  trouble,  when  a polyp  or 
cancer  is  lurking  just  beyond  the  finger  or  the 
anoscope. 

No  general  physical  examination  is  complete 
without  a proctosigmoidoscopic  examination. 
A total  of  220,000  people  die  every  year  in  the 
United  States  of  cancer.  It  is  estimated  that 
70,000  of  these  could  be  saved. 

In  no  place  in  the  body  other  than  the  skin  can 
cancer  prevention  and  cancer  cure  be  better 
practiced  than  in  the  rectum  and  colon. 

40  North  Street 

Discussion 

A.  W.  Martin  Marino,  M.D.,  Brooklyn. — I con- 
gratulate Dr.  Hennessy  on  his  timely  and  valuable 
presentation  of  a problem  of  vital  importance.  His 
paper  actually  represents  a discourse  on  polyps  as 
they  appear  in  three  quite  different  and  perhaps 
entirely  unrelated  diseases,  i.e.,  chronic  ulcerative 
colitis,  multiple  congenital  polyposis  (also  called 
adenomatosis),  and  solitary  or  discrete  polyps.  In 
this  last  category  may  be  included  polyps  occurring 
in  groups  of  up  to  four  or  five  in  a segment  of  bowel 
or  scattered  throughout  the  rectum  and  colon. 

Carcinoma  of  the  bowel  and  chronic  ulcerative 
colitis  have  many  symptoms  in  common.  Both 
diseases  may  coexist  in  the  same  patient.  For  that 
reason,  chronic  ulcerative  colitis,  whether  or  not  it 
is  complicated  by  pseudopolyps,  can  mask  the  pres- 
ence of  carcinoma  so  that  malignancy  is  not  sus- 
pected or  recognized  until  metastases  have  occurred. 
I believe  it  is  for  that  reason  that  malignancy  in 
patients  with  chronic  ulcerative  colitis  is  found  to 
be  quite  fulminating  when  finally  discovered. 

I agree  with  everything  that  the  author  has  to 
say  about  multiple  congenital  polyposis  which  is  a 
hereditofamilial  disease  and  is  also  called  multiple 
adenomatosis.  I would  like  to  emphasize  that  unless 
the  entire  large  bowel  is  removed  in  these  cases, 
cancer  will  inevitably  develop  in  one  or  several 
adenomata. 

As  Dr.  Hennessy  has  stated,  approximately  70  per 
cent  of  solitary  polyps  of  the  large  bowel  are  within 
reach  of  the  25-cm.  sigmoidoscope.  Upon  discovery 
of  such  a polyp,  an  air  contrast  barium  enema  is 
indicated  to  help  rule  out  the  possibility  of  the  pres- 
ence of  polyps  beyond  the  reach  of  the  instrument  . 
Although  such  x-ray  studies  are  indispensable,  they 
are  not  entirely  reliable,  and  for  that  reason  they 
frequently  have  to  be  repeated.  In  some  instances, 
even  after  repeated  x-rays  the  diagnosis  remains  in 
doubt.  Under  such  circumstances  it  may  be  neces- 
sary to  perform  an  abdominal  exploratory  operation 
including  colotomy  and  colonoscopy.  A point 
which  I would  like  to  emphasize  is  that  proctosig- 
moidoscopy should  precede  radiography  in  the 
diagnostic  workup  of  rectal  and  colonic  disease.  I 
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do  not  believe  that  I need  go  into  the  reasons  for 
that  statement. 

The  method  of  treatment  of  a polyp  within  reach 
of  the  sigmoidoscope  will  depend  upon  whether  it  is 
sessile  or  pedunculated  and  whether  it  is  situated 
below  or  above  the  peritoneal  reflection.  I prefer  to 
employ  methods  which  preserve  rather  than  destroy 
the  tumor  tissue  so  that  adequate  and  reliable 
histologic  studies  can  be  done.  Furthermore,  rather 
than  take  one  or  several  fragments  of  a polyp  for 
biopsy  purposes,  I prefer  a pathologic  section  of  the 
intact  polyp,  and  for  that  reason,  if  it  is  at  all  possi- 
ble, I remove  the  entire  polyp  for  biopsy  purposes. 
For  polyps  which  prove  to  be  entirely  benign,  this 
procedure  solves  t he  whole  problem  of  diagnosis  and 
treatment.  I do  not  hesitate  to  remove  peduncu- 
lated polyps  situated  above  the  peritoneal  reflection 
with  the  electrocoagulation  snare,  providing  the 
polyp  and  its  pedicle  can  be  fully  exposed  and 
visualized.  If  the  polyp  is  not  freely  exposable  or  is 
sessile,  the  transabdominal  route  is  employed.  In 
these  cases  of  sessile  polyps  above  the  peritoneal 
reflection  electrocoagulation  carries  the  risk  of  bowel 
perforation  or  inadequate  and  incomplete  destruc- 
tion of  the  lesion  in  an  effort  to  avoid  perforation. 

The  question  arises  as  to  what  to  do  with  polyps 
which  show  carcinomatous  changes.  When  malig- 
nancy is  found,  immediate  radical  operation  is  indi- 
cated, the  type  of  procedure  depending  upon  the 
location  of  the  tumor.  However,  if  the  lesion  has  a 
reasonably  long  pedicle  and  there  is  no  evidence  of 
invasion  of  the  pedicle,  local  excision  of  the  lesion 
with  a good  cuff  of  mucosa  may  be  sufficient.  This 
latter  procedure  seriously  and  emphatically  obli- 
gates the  surgeon  to  follow  the  patient  meticulously 
and  periodically  for  at  least  five  years  or  perhaps 
for  life. 

I most  certainly  agree  with  all  of  Dr.  Hennessy’s 
conclusions.  I want  to  reiterate  that  if  more  digital 
and  proctoscopic  examinations  were  made  when 
indicated  or  examinations  were  to  be  made  a part  of 
even7  physical  examination,  the  inescapable  conclu- 
sion is  that  the  diagnosis  of  rectal  polyps  or  carci- 
noma would  be  made  without  delay  in  100  per  cent 
of  the  cases.  With  proper  treatment  the  disease  in 
these  patients  can  be  eradicated. 


William  F.  Lipp,  M.D.,  Buffalo. — In  spite  of 
encouraging  reports  appearing  from  time  to  time  in 
the  literature,  carcinoma  of  the  digestive  tract  con- 
tinues, in  our  experience,  to  be  a stubborn  and  seri- 
ous problem.  As  you  all  know,  figures  and  statis- 


tics can  be  gently  but  not  deliberately  manipulated, 
arbitrary  terms  such  as  operability  and  resectability  j 
can  be  used,  and  cases  of  carcinoma  in  situ  can  be 
included  to  demonstrate  a 10  to  15  per  cent  five-year  : 
survival  rate  in  cancer  of  the  stomach.  But  in  our 
experience  with  300  cases  of  this  disease  analyzed 
recently,  there  were  eight  five-year  survivors,  or  a 
percentage  of  only  2.6,  a figure  to  which  we  can  • 
hard!}7  point  with  pride.  ( 

Furthermore,  cancer  of  the  pancreas  and  biliary  i 
tract  must  be  considered  virtually  incurable,  al- 
though ampullar}7  lesions  are  showing  up  somewhat 
better.  In  contrast,  the  picture  is  quite  different  in 
regard  to  cancer  of  the  colon.  Here  40  to  50  per 
cent  five-year  survival  rates  may  be  expected. 
Consequently,  from  a practical  point  of  view,  it  is 
my  own  feeling  at  the  present  time  that  the  question 
of  cancer  of  the  bowel  is  far  more  important  than 
that  of  gastric  carcinoma  because  of  the  much 
greater  opportunity  for  so-called  cure.  In  other  1 f 
words,  it  is  more  important  for  us  to  find  an  early 
lesion  of  the  bowel  than  an  early  lesion  of  the 
stomach. 

Thus,  inasmuch  as  polyps  are  now  to  be  counted 
precancerous  lesions,  we  must,  as  Dr.  Hennessy  has 
emphasized,  find  as  many  as  possible.  Unfortu- 
nately, polyps  are  most  often  silent  lesions  and  do 
not  make  their  presence  known  until  they  become 
complicated  in  one  or  two  ways,  either  through  rectal  r 
hemorrhage  or  malignant  degeneration.  When 
bleeding,  abdominal  distress  or  pain,  or  a change  in 
bowel  habits  occurs,  sigmoidoscopy  and  barium 
enema  studies  with  air  must  be  carried  out  and  re- 
peated until  the  lesion  is  found.  For  uncomplicated  ; 
polyps  above  the  rectosigmoid  and  elusive  lesions, 
the  barium  enema  studies  require  meticulous  prepa- 
ration. This  means  D/j  ounces  of  castor  oil  the 
night  before  and  repeated  enemas  the  next  morning 
until  the  return  is  clear,  and  even  then  they  may  be 
missed.  ■ *, 

But  most  important,  the  reported  incidence  of 
silent  polyps  found  on  routine  sigmoidoscopy 
ranges  from  4 to  17  per  cent — an  impressive  yield. 
Sigmoidoscopy  is  always  traditionally  described  by 
the  proctologist  as  a simple  procedure.  In  my  ex-  '■ 
perience,  it  is,  if  done  correctly,  clumsy,  awkward,  t- 
time-consuming,  and  it  may  frequently  have  to  be  : 
repeated  because  of  inadequate  preparation.  Yet,  if 
our  offices  are  to  become  miniature  cancer  detection 
centers,  I am  convinced  that,  burdensome  as  it  is  to 
both  patient  and  physician,  sigmoidoscopic  exami- 
nation must  now7  be  a part  of  ever}7  complete  physi- 
cal examination. 


He  that  would  sail  without  danger  must  never  come  on  the  main  sea. — Proverb 
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SKILLFUL  surgical  technic  requires  three 
fundamental  conditions:  (1)  adequate  ex- 
posure of  the  field,  (2)  comfortable  operating 
conditions,  and  (3)  competent  and  safe  an- 
esthesia. Lack  of  any  of  these  necessarily  re- 
sults in  impairment  of  the  technical  quality  of 
the  operative  procedure.  This  holds  particularly 
true  for  operations  on  the  anorectum. 

The  time-honored  lithotomy  position  is  still 
widely  used  for  anorectal  operations  by  many 
general  surgeons  and  by  a number  of  proc- 
tologists. There  is  justification  for  its  use  when 
operating  with  inhalational  or  with  intravenous 
anesthesia.  With  these  modalities  adequate 
ventilation  requires  an  unhampered  chest  cage 
and  an  easily  controlled  airway.  However,  with 
regional  methods  such  as  caudal-epidural  or  with 
intrathecal  saddle  block  anesthesia,  it  seems  un- 
kind to  truss  up  the  apprehensive  and  conscious 
patient  in  the  uncomfortable,  leg-straining, 
spread-eagled  lithotomy  position.  Its  only  ad- 
vantage is  the  doubtful  one  of  enabling  the 
surgeon  to  sit.  Even  the  surgeon  is  discommoded 
by  having  to  operate  in  the  clumsy,  unaccus- 
tomed, wrists  extended,  “hands-up”  position. 

The  draping  is  intricate,  voluminous,  and 
clumsy.  An  assistant  on  each  side  is  required  to 
reach  over  or  under  an  elevated  extremity,  a 
back-breaking  chore  as  we  all  remember  from  our 
internship  days,  to  lend  a hand.  And  this  is 
literal,  as  only  one  assisting  hand  is  available,  the 
other  being  constantly  occupied  with  holding  its 
respective  buttock  from  falling  into  the  surgeon’s 
field.  The  nurse  passes  ligatures  and  instiu- 
ments  over  the  surgeon’s  shoulder.  Truly  a 
clumsy  procedure. 

The  Sims’s  position  is  utilized  by  a number  of 
proctologists,  notably  Hirschman.  It  has  the 
advantage  of  increased  comfort  for  both  the 
patient  and  the  operating  room  personnel. 

The  prone,  inverted  jackknife  position  popu- 
larized by  Buie  is  probably  the  position  favored 
by  the  majority  of  American  proctologists.  With 
patients  under  regional  anesthesia  it  has  no 
parallel  as  it  enhances  the  comfort  of  the  patient, 
the  surgeon,  and  the  operating  crew.  The  table 
break  is  adjusted  so  that  an  angle  of  about  30 
degrees  is  attained  with  the  posterior  perineum 
forming  its  apex.  The  head  being  dependent 
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Fig  1.  Buttocks  retracted  by  adhesive  straps  (left). 
Exposure  of  field  with  traction  sutures  and  ring  re- 
tractor (right). 


places  the  patient  in  an  optimum  shock  position. 
With  the  hemorrhoidal  plexus  so  elevated,  venous 
pressure  is  minimal,  and  bleeding  from  open 
venous  channels  is  relatively  slight.  This  factor 
markedly  diminishes  operative  blood  loss. 

Wide  adhesive  straps  applied  lateral  to  the 
anus  just  above  the  natal  fold  are  taped  to  the 
metal  frame  under  the  table;  these  separate  and 
keep  the  buttocks  well  out  of  the  field.  The  in- 
verted position  enables  the  surgeon  to  attain 
superb  exposure  of  the  anorectum  by  utilizing  a 
metal  retractor  of  the  type  first  described  by 
Marshall  and  since  by  others.1-4  Equidistant 
traction  sutures  are  placed  in  the  perianal  skin 
and  are  secured  at  the  periphery  of  the  metal  ring 
while  the  anus  is  held  open  with  a bivalve 
speculum.  The  excellent  exposure  attained  by 
this  ring  makes  the  use  of  a second  assistant 
superfluous.  Draping  is  simplified  by  using  two 
towels  folded  about  the  field  and  a laparotomy 
sheet  to  cover  the  table  (Fig.  1). 

The  surgeon  operates  in  his  accustomed  and 
comfortable  “hands-down”  position,  with  the 
assistant  and  scrub  nurse  unhampered  in  their 
usual  places  at  the  operating  table.  Finally, 
the  inverted  position  enables  one  to  utilize 
intrathecal  hypobaric  saddle  block  anesthesia, 
the  advantages  of  which  will  presently  be  con- 
sidered. 

When  the  preferential  inverted  position  is  to  be 
utilized,  we  are  confronted  with  the  problem  of 
anesthesia.  Several  factors  must  be  considered: 
(1)  ease  and  speed  of  administration,  (2)  main- 
taining normal  physiology  during  anesthesia,  (3) 
repositioning  of  the  patient  following  anesthesia, 
(4)  the  toxicity  of  the  drug  and  its  total  dose,  (5) 
duration  of  anesthesia,  and  (6)  postanesthetic 
sequelae.  For  anorectal  surgery  anesthesia  can 
be  induced  by  (1)  inhalation  of  gases,  (2) 
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intravenous  medication,  (3)  local  infiltration  of 
procaine  or  one  of  its  analogs,  i.e.,  Metycaine, 
Xupercaine,  Pontocaine,  Xylocaine,  (4)  caudal 
transsacral  epidural  block,  and  (5)  low  spinal  or 
hyperbaric  saddle  block.  For  one  or  more 
reasons  each  of  these  anesthetic  modalities  is  not 
entirely  satisfactory  when  the  patient  is  to  be 
operated  on  in  the  inverted  position. 

Inhalational  anesthesia,  be  it  nitrous  oxide, 
cyclopropane,  ether,  or  some  other  volatile 
anesthetic  gas,  must  be  started  with  the  patient 
supine.  When  rather  deep  anesthesia  has  been 
attained,  the  patient  is  intubated,  then  turned  to 
the  prone  position.  He  must  be  carefully 
watched  for  anoxia  because  free  respiratory 
movements  are  impaired  by  the  pressure  of  his 
body  weight  on  the  thoracic  cage.  Unless 
anesthesia  is  deep,  sphincter  relaxation  is  not 
obtained.  Administration  of  curare-like  drugs 
relaxes  the  sphincter  but  in  so  doing  causes 
vascular  channels  to  become  dilated,  thereby 
making  hemostasis  difficult.  The  occasional  un- 
pleasant effects  of  recovery  from  inhalational 
anesthesia,  especially  ether,  need  no  comment 
here. 

Intravenous  Pentothal  anesthesia  has  become 
popular  as  a basal  anesthetic  because  it  is 
pleasant  for  the  patient  and  easy  to  administer. 
Because  of  the  embarrassment  of  respiration  al- 
ready referred  to,  its  use  is  contraindicated  when 
operation  is  to  be  done  in  the  inverted  position. 
If  Pentothal  must  be  used  for  apprehensive 
patients  who  insist  upon  being  “put  to  sleep,”  an 
endotracheal  airway  must  be  inserted,  the  patient 
then  turned  to  the  prone  position,  and  oxygen 
administered  for  anoxia.  Sphincter  relaxation  is 
obtained  by  regional  infiltration  with  procaine  or 
by  injection  of  curare.  In  our  experience  venous 
bleeding  is  inordinately  profuse,  and  hemostasis 
is  difficult  in  patients  anesthetized  with  Pentothal 
and  curare. 

Local  infiltration  requires  painful,  multiple 
punctures  to  circumscribe  the  anus,  and  large 
toxic  amounts  of  procaine  or  its  analogs  are  re- 
quired to  attain  anesthesia  and  sphincter  relaxa- 
tion. Local  anesthesia  is  contraindicated  in  the 
presence  of  perianal  infection.  Except  for  minor 
procedures  such  as  the  excision  of  external 
thrombosed  hemorrhoids,  local  infiltration  for 
anorectal  operations  has  few  disciples  at  this 
time. 

Caudal  transsacral  epidural  block  is  consid- 
ered by  many,  including  Lundy,  as  the  over-all 
best  anesthesia  for  anorectal  surgery.  When 
successful,  the  quality  and  duration  of  anesthesia 
are  excellent.  It  has  no  postanesthetic  sequela 
such  as  headache,  and  it  is  relatively  safe.  Until 
our  recent  experience  with  intrathecal  hypobaric 
saddle  anesthesia  we  fully  shared  Lundy’s 
opinion.  Caudal  transsacral  block  has  its  faults. 
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Administration  is  slow,  requiring  fully  ten 
minutes,  even  if,  in  addition  to  the  caudal  canal, 
only  the  second  sacral  nerve  is  blocked,  as  is  our 
custom.  A relatively  large  dose  of  1 per  cent 
procaine  or  an  analog  is  required,  30  cc.  into  the 
hiatus  and  10  cc.  into  each  second  sacral  foramen. 
Systemic  absorption  of  procaine  is  rapid,  and 
symptoms  of  drug  toxemia  (nausea,  vomiting, 
tachycardia,  cerebral  confusion)  are  frequently 
encountered.  Onset  of  anesthesia  is  slow  re- 
quiring a total  elapsed  time  of  twenty  to  thirty 
minutes.  Failure  of  anesthesia  is  due  either  to 
inability  to  enter  the  sacral  epidural  space  or  to 
leakage  of  the  anesthetic  solution  from  the  space 
because  of  defects  in  bony  structure.  Anesthe- 
siologists well  trained  and  experienced  in  the 
technic  of  caudal  anesthesia  have  few  failures,  in 
our  series  about  3 per  cent.  However,  residents 
in  training  have  failures  in  excess  of  10  per  cent. 
These  failures  compel  us  to  substitute  some  other 
type  of  anesthesia,  thereby  further  delaying  the 
operative  schedule. 

Spinal  anesthesia  affords  excellent  sensory  and 
motor  anesthesia  for  prolonged  periods  of  time 
However,  spinal  anesthesia  has  serious  de- 
ficiencies which  in  recent  years  have  markedly 
curtailed  its  former  popularity.  Neurologic  com- 
plications such  as  transverse  myelitis,  cauda 
equina  syndrome,  and  localized  degenerative 
lesions  in  the  cord  have  been  too  frequently  re- 
ported.5 These  may  occur  immediately  following 
spinal  anesthesia,  or  they  may  develop  after  some 
time.  Lundy  and  associates  found  experimen- 
tally that  high  concentration  of  the  anesthetic 
drug  was  an  important  factor  in  causing  per- 
manent paralysis  in  dogs.6  Davis  and  associates 
found  that  the  most  constant  change  was 
meningeal  reaction  with  exudate  which  was 
more  marked  in  those  animals  receiving  the 
larger  doses.7  This  reaction  was  marked  in  the 
lumbar  and  sacral  regions  of  the  cord.  Con- 
firmatory clinical  evidence  of  this  mechanism 
was  reported  by  Kennedy  et  al.,  who  found  a 
constrictive  arachnoiditis  in  patients  surgically 
explored  for  postspinal  myelitis.5  There  have 
been  no  reports  in  the  literature  of  serious 
meningeal  sequelae  following  saddle  block 
anesthesia  for  anorectal  surgery. 

The  most  frequent  and  troublesome  complica- 
tion following  spinal  anesthesia  is  postspinal 
headache.  There  is  general  agreement  that  the 
anesthetic  drug  has  little  significance  in  its 
etiology.  The  single  important  factor  is  the  leak 
of  spinal  fluid  through  the  dural  puncture  hole. 
Tire  characteristic  headache  is  bilateral,  localized 
especially  to  the  forehead  and  behind  the  eyes, 
appears  from  twelve  to  forty-eight  hours  after 
thecal  puncture,  is  relieved  by  recumbency,  and 
reappears  when  the  patient  sits  or  stands.  Mild 
cases  clear  spontaneously  in  three  days;  the 
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TABLE  I. — Headache  Incidence  prom  Two  Obstetric 
Clinics  Using  Saddle  Block  Anesthesia 


Gauge  of  Needle 

T^  _ TT„_ 

Brooklyn  Series8 

Harper  Hospital 
Series^ 

20 

33.3 

25 

22 

10 

17.8 

24 

2 

9.8 

26 

0.4 

8.7 

headache  in  severe  cases  may  persist  for  two  to 
three  weeks.  That  headache  is  directly  depend- 
ent upon  the  amount  of  leak  is  indicated  by  two 
factual  observations:  first,  the  larger  the 
puncture  wound,  the  greater  the  incidence  of 
headache;  second,  the  greater  the  intraspinal 
pressure,  the  more  leakage  and  the  more  frequent 
incidence  of  headache.  These  truisms  are  shown 
in  the  headache  incidence  reported  from  two 
obstetric  clinics  using  saddle  block  spinal  an- 
esthesia (Table  I). 

In  obstetric  patients  Ahearn,  using  a 20  or  22- 
gauge  needle,  reported  19.5  per  cent  headaches  in 
400  low  spinal  vaginal  deliveries.  He  points  out 
that  during  a labor  contraction,  the  fluid  will 
shoot  out  of  the  needle  under  a marked  increase 
in  pressure.10  It  would  seem,  therefore,  that 
during  labor  an  increased  quantity  of  fluid  is 
forced  through  the  puncture  wound,  which  prob- 
ably accounts  for  the  high  incidence  of  head- 
aches in  these  obstetric  series. 

In  500  patients,  most  of  whom  had  rectal 
operations,  Jennings  and  Karabin  reported  30.6 
per  cent  headaches  after  spinal  anesthesia.11 
This  high  incidence  they  explained  by  the  fact 
that  early  ambulation  in  rectal  cases  caused  in- 
creased leak  by  heightened  spinal  fluid  pressure 
in  consequence  of  the  erect  position. 

We  have  referred  to  the  excellent  quality  of 
anesthesia  attained  by  successful  caudal  block 
whereby  the  sacral  nerve  roots  are  anesthetized 
in  the  sacral  epidural  space.  Equal  depth  of 
anesthesia  may  be  attained  by  intrathecal 
anesthesia  of  the  sacral  nerve  roots  with  the  added 
advantages  of  extremely  small  dosage,  practically 
no  failures,  and  a markedly  lowered  induction 
time. 

The  sensory  and  motor  nerve  supply  of  the 
perineum  stems  from  the  second  and  third  sacral 
segments.  The  sacral  nerve  roots  leave  the  tip 
of  the  conus  medullaris  to  occupy  the  central 
portion  of  the  cauda  equina  in  their  descent  to 
the  termination  of  the  subarachnoid  space.  The 
nerves  are  completely  immersed  in  spinal  fluid, 
and  since  they  enjoy  a considerable  range  of 
mobility,  they  are  immune  from  injury  during 
lumbar  puncture.  No  doubt  they  are  frequently 
touched  by  the  invading  needle,  but  they  float 
easily  to  one  side  and  escape  damage  in  the  same 
way  as  the  elusive  apple  does  when  being 
“bobbed”  for  in  a bucket  of  water.12 

To  attain  anesthesia  for  anorectal  surgery  it  is 


necessary  only  to  localize  a minimal  quantity  of 
anesthetic  drug  among  the  sacral  nerve  roots  of 
the  cauda  equina.  The  dispersion  of  anesthetic 
solution  within  the  spinal  canal  can  be  quite 
accurately  regulated  by  applying  the  physical 
law  of  convection  by  gravity. 

By  adding  an  anesthetic  drug  of  high  potency 
to  a 5 per  cent  solution  of  dextrose  a heavy  or 
hyperbaric  solution  in  relation  to  spinal  fluid  is 
obtained.  Heavy  Nupercaine  and  heavy  Ponto- 
caine  are  examples  of  such  solutions  used  for 
attaining  saddle  block. 

One  cubic  centimeter  of  hyperbaric  anesthetic 
solution  is  injected  intrathecally  in  the  third 
interspace  with  the  patient  sitting.  By  con- 
vection the  anesthetic  descends  to  the  tip  of  the 
dural  sac  to  involve  only  the  sacral  nerve  roots. 
Within  sixty  seconds  following  injection,  the 
patient  is  placed  in  the  recumbent  position  with 
the  head  elevated  on  pillows.  This  position  must 
be  maintained  for  ten  minutes  to  insure  fixation 
of  the  anesthetic.  Only  then  is  it  safe  to  move 
the  patient  to  the  jackknife  position. 

Although  safe  and  excellent  anesthesia  is 
attained  with  extremely  small  doses  of  drug  in 
high  dilution,  a feature  which  insures  against 
neurologic  complications,  at  least  fifteen  minutes 
must  elapse  before  the  patient  can  be  inverted, 
positioned,  and  draped  for  the  operation.  This 
enforced  delay  can  be  avoided  by  using  a hypo- 
baric  anesthetic  solution. 

Dye  and  Vaughn13  and  Gomez-Alonso14  re- 
ported the  successful  use  of  the  hypobaric  technic 
in  proctologic  operations  performed  in  the  in- 
verted position.  They  punctured  the  dura  in  the 
midline  between  the  third  and  fourth  interspaces, 
an  admittedly  difficult  maneuver  with  a poorly 
flexed  spine. 

The  concept  of  inducing  anesthesia  easily, 
rapidly,  and  safely  with  the  patient  already  in  the 
inverted  operating  position  is  attractive.  To 
make  this  method  practical  several  problems  had 
to  be  solved.  These  were  (1)  the  choice  of  a 
suitable  hypobaric  anesthetic  agent,  (2)  a simple 
technic  for  dural  puncture  through  an  unflexed 
spine,  and  (3)  a method  of  reducing  the  incidence 
of  postspinal  headache. 

Nupercaine  Hydrochloride  (1:1,500)  in  0.5 
per  cent  saline  with  a specific  gravity  of  1 .0036  at 
37  C.  was  chosen.*  This  solution  is  hypobaric  to 
spinal  fluid  which  has  a mean  specific  gravity  of 
about  1.005  at  37  C.  We  determined  the 
optimum  dose  as  3 cc.  of  solution  which  contains 
2 mg.  of  Nupercaine.  This  afforded  excellent 
surgical  anesthesia  of  the  saddle  area  for  about 
two  hours,  followed  by  analgesia  lasting  as  long 
as  four  hours.  Nupercaine  is  approximately  15 

* The  Nupercaine  Hydrochloride  (1:1,500)  used  in  this 
study  was  supplied  through  the  courtesy  of  Dr.  William  T. 
Strauss  of  Ciba  Pharmaceutical  Products,  Inc. 
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Fig.  2.  Needle  directed  between  lamina  and  base 
of  fifth  vertebral  spine  (left).  Course  of  needle 
showing  no  vital  structures  in  its  path  (right). 


times  as  potent  as  procaine  when  used  as  a spinal 
anesthetic.  With  only  the  sacral  nerve  roots  in 
the  cauda  equina  exposed  to  the  action  of  a 
minute  dose  of  drug  (2  mg.)  in  high  dilution 
(1:1,500),  the  possibility  of  late  neurologic  com- 
plications is  indeed  remote.  For  similar  reasons 
the  occurrence  of  central  toxic  effects  are  un- 
likely and  hypotension  improbable  because  few 
sympathetic  ganglia  are  present  in  the  region  of 
the  cauda  equina.  To  insure  a moderate  degree 
of  dispersion  among  the  nerve  roots,  3 cc.  of 
solution  was  injected  over  a period  of  ten  seconds. 

With  the  patient  in  prone  position  and  the 
spinal  column  unflexed  and  rigid,  midline  dural 
puncture  is  difficult  or  impossible  because  of  the 
overlapping  vertebral  spines.  In  this  position 
a lateral  approach  by  which  the  dura  is  pierced 
between  the  fifth  lumbar  vertebra  and  the  sacrum 
was  described  by  Taylor.15  Although  this  is  a 
satisfactory  technic  in  thin  subjects,  in  our  ex- 
perience the  needle  frequently  failed  to  reach  the 
dura  in  muscular  or  obese  individuals. 

We  modified  Taylor’s  technic  by  inserting  the 
needle  1 cm.  above  and  1 cm.  medial  to  the 
posterior  superior  spine  of  the  sacrum  and  ap- 
proach the  midline  at  a 45-degree  angle  with  the 
needle  directed  cephalad,  medially,  and  ventrally. 
With  this  approach  the  subarachnoid  space  is 
entered  between  the  fourth  and  fifth  lumbar 
vertebrae.  The  needle  enters  the  falciform  liga- 
ment in  its  posterior  lateral  quadrant  supported 
by  the  concave  curve  of  the  lamina  at  the  base  of 
the  fifth  vertebral  spine  (Fig.  2).  To  reach  the 
dura  the  needle  penetrates  only  the  thick  lumbar 
muscles  and  the  falciform  ligament.  There  are 
no  large  vascular  channels  or  nerves  in  its  path. 

With  the  plane  of  the  spine  in  Trendelenburg 
position  and  the  head  dependent,  the  spinal  fluid 
pressure  normally  falls  to  less  than  zero.  Be- 
cause of  this  negative  pressure,  spinal  fluid  will 
not  flow  from  the  needle  after  dural  puncture  in 
this  inverted  position.  By  elevating  the  head  of 
the  table  so  that  the  vertebral  column  is  at  least 
on  an  even  plane,  a positive  spinal  fluid  pressure 
is  attained,  and  a flow  of  spinal  fluid  results  upon 


milligrams  Nupercaine  administered  with  patient  in- 
verted. (6)  Hypobaric  solution  floats  upward  to 
localize  about  sacral  roots. 

dural  puncture.  With  the  needle  held  firmly  in 
place,  the  head  of  the  table  is  then  lowered 
until  spinal  fluid  ceases  to  flow.  This  indicates 
zero  pressure.  Three  cubic  centimeters  of  hypo- 
baric  Nupercaine  (1:1,500)  solution  are  injected 
over  a ten-second  period,  and  if  desired,  the  head 
of  the  table  is  lowered  further  to  attain  the 
optimum  inverted  angle.  The  hypobaric  Nuper- 
caine solution  rises  by  convection  to  diffuse  about 
the  sacral  nerve  roots  in  the  conus  of  the  sub- 
arachnoid space.  By  simple  in  vitro  experiments 
we  proved  that  Nupercaine  solution  is  decidedly 
hypobaric  to  spinal  fluid  (Fig.  3). 

Upon  withdrawal  of  the  needle,  adhesive  trac-  ! 
tion  straps  are  applied,  the  field  prepared  and 
draped,  and  the  surgeon  proceeds  immediately 
with  the  operation.  Saddle  block  anesthesia 
is  attained  within  two  to  five  minutes  following 
the  Nupercaine  injection. 

With  the  patient  in  the  inverted  position  a 
negative  spinal  fluid  pressure  is  maintained 
throughout  the  operation.  Flow  of  spinal  fluid 
through  the  puncture  point  is  not  possible  during 
this  period  of  negative  pressure.  It  is  probable 
that  the  puncture  wound  in  the  dura  tends  to 
close  since  no  fluid  passes  through  to  keep  it 
patent.  Our  clinical  observations  lend  validity 
to  this  theoretic  concept.  Despite  the  fact  that 
20-gauge  needles  were  purposely  used  in  this  pre- 
liminary study  of  106  cases,  only  four  postspinal 
headaches  occurred,  an  incidence  of  4 per  cent. 
Three  headaches  occurred  in  patients  sensitive  to 
narcotics  who  vomited  constantly  during  the 
early  postoperative  period.  Vomiting  periodically 
skyrocketed  the  intraspinal  pressure,  thereby 
promoting  intermittent  fluid  leak.  We  believe 
that  in  the  future  with  the  contemplated  use  of 
24-gauge  needles,  even  this  small  incidence  of 
headache  may  be  lowered.  In  no  case  was 
hypotension  encountered. 
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For  the  surgery  of  pilonidal  disease,  position- 
ing was  varied  by  placing  the  patient  in  5-degree 
Trendelenburg  position,  injecting  5 cc.  of  Nuper- 
caine  solution,  but  maintaining  the  ten-second 
injection  time.  By  this  technic  a wider  spread 
of  solution  is  obtained,  thereby  including  the 
posterior  roots  of  the  lower  lumbar  nerves  from 
which  the  posterior  sacral  region  receives  its 
sensory  supply. 

Summary 

1.  Because  of  its  numerous  advantages,  the 
inverted  jackknife  position  should  supplant  the 
lithotomy  position  for  anorectal  surgery  under 
regional  anesthesia. 

2.  With  patient  already  in  the  prone,  inverted 
operating  position  saddle  block  intrathecal  an- 
esthesia is  attained  with  a hypobaric  solution  of 
Nupercaine  (1:1,500). 

3.  A simple  lateral  approach  is  described 
which  enables  one  to  perform  dural  puncture 
easily  with  patient  prone  and  the  spine  unflexed. 

4.  Advantages  of  hypobaric  sacral  anesthesia 
include  the  following: 

(a)  Safety  from  toxicity  and  from  neurologic 
complications  assured  by  minute  dosage  (2  mg. 
Nupercaine)  in  high  dilution  (1:1,500). 

( b ) Accurate  localization  of  drug  to  sacral  nerve 
roots  limits  anesthesia  to  the  saddle  area;  in- 
duction time  is  rapid  (two  to  five  minutes)  and 
duration  of  anesthesia  is  long  (ninety  to  one 
hundred  twenty  minutes). 

(c)  With  patient  already  in  operating  position, 
the  field  is  immediately  prepared,  and  the  surgeon 
commences  operation  with  no  delay. 

5.  With  the  patient  inverted,  negative  spinal 
fluid  pressure  prevails  throughout  the  operation. 
Spinal  fluid  does  not  leak  from  the  dural  puncture 
hole  under  these  hydrodynamic  conditions. 
Since  patency  is  not  maintained  by  the  flow  of 
spinal  fluid,  the  puncture  wound  tends  to  close. 
Clinical  confirmation  of  this  theoretic  mechanism 
is  indicated  by  a low  incidence  of  postspinal  head- 
ache, 4 per  cent  in  our  patients. 
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Discussion 

Isaac  Skir,  M.D.,  Brooklyn. — Ever  since  that 
memorable  day  in  1898  when  August  Bier  injected 
into  his  own  spinal  canal  2 cc.  of  1 per  cent  cocaine, 
there  have  been  unceasing  efforts  to  perfect  spinal 
anesthesia.  The  authors  of  this  paper  are  following 
in  this  admirable  tradition. 

Low  spinal  anesthesia  is  at  present  probably  the 
safest,  most  effective,  and  easiest  to  administer 
form  of  anesthesia.  But  it  is,  nevertheless,  a deli- 
cate procedure  which  requires  precision,  alertness, 
and  judgment  based  on  experience. 

It  is  particularly  adapted  to  anorectal  operations. 
Since  these  are  usually  of  short  duration  and  limited 
in  scope,  it  is  sufficient  to  inject  but  a minimal 
amount  of  the  anesthetic  agent  low  down  in  the  spine. 
General  body  function  is  thus  disturbed  very  little, 
while  the  operative  area  shows  complete  relaxation 
and  analgesia. 

We  have  employed  low  spinal  anesthesia  for 
many  years  with  satisfaction.  Twenty-five  to  one 
hundred  milligrams  of  procaine  are  injected  into  the 
third  or  fourth  lumbar  interspace  in  the  midline 
with  the  patient  lying  on  his  side  or  sitting  up.  He 
then  takes  the  prone  position.  The  field  is  prepared 
and  draped,  the  table  broken  (we  too  prefer  the 
jackknife  position),  and  the  operation  begun  without 
further  delay. 

The  method  described  by  Drs.  Granet  and  De 
Polo  has  certain  added  advantages.  The  injection 
of  a hypobaric  solution  with  the  patient  already  in 
the  jackknife  position  has  the  effect  of  lessening 
the  diffusion  of  the  anesthetic  drug.  The  latter 
tends  to  remain  in  the  lower  end  of  the  spinal  canal 
and  to  float  dorsally,  thus  acting  on  the  sensory 
rather  than  on  the  ventral  motor  roots.  In  this 
way,  a saddle  anesthesia  is  assured. 

Having  had  no  personal  experience  with  their 
particular  approach,  I wonder  whether  the  authors 
have  encountered  any  failures  to  enter  the  spinal 
canal,  either  because  of  poor  landmarks  or  because 
the  needle  proved  too  short  in  dealing  with  stout 
patients. 

It  is  well  that  time  is  taken  in  injecting  the  Nu- 
percaine. A certain  degree  of  admixture  with  spinal 
fluid  is  imperative  if  we  are  to  avoid  irritation  of  the 
nerves,  which  by  the  way  have  no  epineural  sheaths, 
especially  when  a nonisobaric  solution  is  used. 

As  to  the  choice  of  the  anesthetic  drug,  Ponto- 
caine  may  be  preferable  in  some  cases.  Slater  and 
Stephen  found  that  1:1,000  hypobaric  Pontocaine, 
injected  under  similar  circumstances,  rose  20  per 
cent  faster  than  1:1,500  Nupercaine.  It  is  half  as 
toxic.  The  length  of  anesthesia  would  be  shorter, 
it  is  true,  but  still  more  than  sufficient  for  the  great 
majority  of  anorectal  operations.  When  prolonged 
anesthesia  is  unnecessary,  it  may  not  be  desirable. 

In  the  final  analysis,  there  is  no  foolproof  method 
of  spinal  anesthesia  that  could  be  employed  in  all 
cases  under  all  circumstances.  The  ideal  method  in 
any  particular  case  is  the  one  with  which  the  sur- 
geon (or  anesthetist)  believes  he  can  obtain  the  best 
results,  taking  into  consideration  possible  contra- 
indications, the  equipment  at  hand,  the  physical 
and  emotional  condition  of  the  patient,  the  type, 
extent,  and  site  of  the  surgery  contemplated,  as 
well  as  his  own  skill  and  experience. 


CHAIRMAN’S  ADDRESS  PROGRESS  OF  GENERAL  PRACTICE 
IN  NEW  YORK  STATE 

Samuel  A.  Garlan,  M.D.,  New  York  City 

( Chairman , Section  on  General  Practice,  Medical  Society  of  the  State  of  New  York) 


IT  SEEMED  apropos  at  this  time  to  say  a 
few  words  relative  to  the  progress  of  general 
practice  in  the  State  of  New  York  for  the  year 
1952-1953. 

Where  do  we  stand  at  the  end  of  the  year? 
Organized  general  practice  has  made  good 
progress  and  built  a structure  of  solid  achieve- 
ment during  the  past  jrear.  First,  specific  refer- 
ence must  be  made  here  to  general  practice  in  the 
framework  of  the  Medical  Society  of  the  State  of 
New  York.  Limiting  sectional  meetings  of  the 
scientific  program  of  this  annual  meeting  to  one 
session,  thus  making  it  possible  to  present  a series 
of  general  sessions,  is  in  my  opinion  a step  in  the 
interest  of  general  practice.  The  attendance  of 
general  physicians  at  this  meeting  attests  to  its 
merits.  During  the  past  year  general  practice 
has  been  much  more  closely  identified  with  the 
activities  and  work  of  the  State  Society.  This 
year’s  program  is  one  of  the  best.  And  in  the 
years  ahead,  under  the  present  plan  of  many 
general  sessions,  scientific  programs  of  the  great- 
est interest  may  be  expected. 

The  significance  of  a Section  on  General 
Practice  as  an  integral  part  of  the  scientific 
assembly  of  the  State  Society  is  precisely  this: 
Organized  general  practice  comes  here  in  associa- 
tion with  the  general  organization  of  medicine 
and  in  so  doing  has  an  opportunity,  hitherto 
lacking,  to  express  itself  and  to  influence  action 
within  the  Society  directly.  Organized  general 
practice  is  now  represented  on  many  of  the 
committees  of  the  Society.  Organized  general 
practice  makes  one  proposal  for  action  by  the 
Society  which  outweighs  in  importance  all  other 
proposals:  that  the  Council  recognize  the  status 
of  organized  general  practice  by  creating  a 
Council  Committee  on  General  Practice.  This 
would  have  the  effect  of  giving  general  practice 
representation  on  the  Council,  and  since  organ- 
ized general  practice  constitutes  the  majority 
segment  of  Society  membership,  the  merits  of  the 
proposal  would  seem  to  be  well-established. 
This  proposal  was  first  presented  to  the  Council 
on  February  12,  1953. 

The  Council  upon  further  studjr  suggested  that 
this  resolution  be  offered  to  the  1953  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Gen- 
eral Practice,  May  8,  1953. 


New  York.  Dr.  Anderton,  secretary  of  the 
Society,  offered  to  present  it,  and  this  offer  was 
gratefully  accepted.  The  House  of  Delegates  on 
May  5,  1953,  approved  in  principle  the  establish- 
ment of  a Council  Committee  on  General 
Practice  and  recommended  that  it  be  referred  by 
the  Council  to  the  Planning  Committee  for 
Medical  Policies  for  further  study. 

It  behooves  each  of  you  to  contact  the  individ- 
ual members  of  the  Council  and  the  Planning 
Committee  and  convey  to  them,  as  well  as  to 
convince  them  of,  the  importance  of  the  proposed 
Council  Committee  on  General  Practice.  This  is 
important  not  only  from  the  physician’s  stand- 
point but  to  insure  the  best  possible  medical  care 
to  the  entire  population  of  the  State  of  New  York. 

Continued  education  has  been  given  top 
priority  in  the  program  of  organized  general 
practice.  It  is  now  proposed  that  a special 
facility,  with  a paid  coordinator,  be  established 
by  the  Society  to  coordinate  all  continued  educa- 
tional activities  of  New  York  State.  Organized 
general  practice  strongly  supports  this  proposal. 

Two  matters  of  very  great  importance  to 
organized  general  practice  now  require  attention: 
one  is  industrial  health,  and  the  other  is  rural 
health.  As  to  industrial  health  our  efforts  are 
directed  towards  the  implementation  in  New 
York  State  of  the  program  of  the  American 
Medical  Association’s  Council  on  Industrial 
Health,  which  calls  for  the  education  and  training 
of  general  physicians  in  industrial  medicine  so 
that  they  may  better  serve  the  industrial  plants 
which  are  without  their  own  medical  depart- 
ments. 

Our  first  efforts  are  directed  toward  an 
expanded  program  of  postgraduate  medical 
education  in  industrial  medicine.  This  we  can 
further  also  by  the  inclusion  of  industrial  health 
topics  in  the  1954  section  and  general  session 
programs,  together  with  a special,  televised  pro- 
gram on  the  subject.  It  might  be  well  to  note  in 
passing  that  the  general  practitioner  cares  for 
over  90  per  cent  of  all  industrial  surgery.  If  the 
general  practitioner  is  to  continue  to  carry  that 
load,  he  must  be  adequately  and  capably  trained. 
Clamor  for  an  industrial  surgery  board  is  already 
being  heard  throughout  the  country. 

The  Subcommittee  on  Rural  Health  in  one 
year  has  built  a solid  foundation  and  mapped  out 
a program  for  dynamic  and  expanded  activities 
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in  rural  health.  Rural  health  is  rapidly  attaining 
the  stature  of  a major  health  issue,  and  full  credit 
goes  to  the  representatives  of  general  practice  on 
this  subcommittee  for  the  important  role  they 
have  played. 

Many  other  matters  engage  your  attention  to- 
day, but  few  have  such  important  ramifications 
and  repercussions  as  the  rational  solution  of  the 
issues  centering  in  fees  which  are  offered  by  the 
Elaboration  of  the  Principles  of  Medical  Ethics 
adopted  by  the  Iowa  State  Medical  Society.  One 
instinctively  chooses  this  constructive  contri- 


bution to  medical  economics  as  a preferred  way 
of  meeting  medical  issues.  Organized  general 
practice  has  requested  our  Society  to  approve 
the  Iowa  code.  It  has  further  requested  support 
on  legislation  for  free  choice  of  physician  and  plan 
and  for  realistic  action  against  the  corporate 
practice  of  medicine.  In  asking  this,  we  feel  that 
we  have  much  support  within  the  Society. 
General  Practice  hereby  reaffirms  its  stand  against 
all  unethical  procedures  such  as  fee-splitting, 
“ghost”  surgery,  and  attempting  surgery  with- 
out proper  qualification  or  capabilities. 


NEWER  CONCEPTS  IN  THE  TREATMENT  OF  SEVERE  BURNS 

W.  L.  Estes,  Jr.,  M.D.,  F.A.C.S.,  Bethlehem,  Pennsylvania 
( Consultant  in  Surgery,  St.  Luke’s  Hospital) 


GREAT  strides  have  been  made  in  the  last 
few  years  in  the  understanding  of  the 
fundamental  details  of  the  physiology  and  pathol- 
ogy of  burns  and  methods  whereby  these  newer 
concepts  may  be  applied  successfully  to  their 
treatment.  War  and  disaster  casualties  have 
been  both  a stimulus  for  and  an  opportunity  by 
which  a pattern  for  the  best  procedure  has  been 
fairly  well  outlined.  The  establishment  of  burn 
units  in  various  clinics  for  further  research  has 
been  another  fortunate  development.  In  the  event 
of  another  great  war,  mass  casualties  in  the  civilian 
population  from  bombing  can  be  anticipated, 
among  which  burns  may  be  considered  a major 
problem — particularly  in  the  efforts  of  a success- 
ful civilian  defense  organization.  This  prospect 
makes  it  imperative  that  all  of  us  who  are  likely 
to  have  a part  in  the  treatment  of  these  casualties 
be  cognizant  of  the  best  and  simplest  methods  in 
the  primary  as  well  as  definitive  therapy  of  burns. 

Primary  Treatment 

The  primary  treatment  of  burns  contemplates 
not  only  an  adequate  primary  dressing  of  the 
burn,  but  appropriate  restoration  therapy  to 
correct  abnormal  physiology  of  the  patient 
induced  by  the  burn. 

Restoration  Therapy. — The  initial  ab- 
normality that  starts  the  chain  reaction  of 
altered  body  function  is  the  loss  of  fluid  and  red 
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cell  constituents  from  the  circulating  blood  into 
the  burned  area  and  the  tissues  surrounding  it 
and  loss  of  fluid  from  the  body  through  the  area 
of  the  burn  itself.  This  results  in  a loss  of  blood 
volume,  hemoconcentration,  and,  when  the  area 
of  the  burn  is  large,  a definite  state  of  shock  from 
the  rapidity  and  extent  of  this  loss.  Estimates 
of  blood  volume,  hemoglobin,  hematocrit,  and 
red  blood  counts  will  indicate  the  degree  to  which 
this  has  occurred.  In  extensive  burns  this  loss 
of  blood  volume  may  be  great. 

Replacement  of  blood  volume  should  even- 
tually occur  from  the  extracellular  body  fluid.  In 
severe  burns  and  in  shock  this  must  be  accelerated 
and  aided  by  definitive  replacement  therapy, 
which  should  consist  of  plasma  or  plasma  ex- 
panders, blood,  saline  solution,  and  water. 

Plasma. — Inasmuch  as  the  actual  constituent 
lost  from  the  circulating  blood  is  largely  the 
fluid  element,  plasma,  the  direct  reintroduction 
of  plasma  into  the  blood  stream  is  the  logical 
first  step  to  be  considered.  An  estimate  of  the 
amount  required  can  be  obtained  from  the 
hematocrit  determination  or  from  the  amount  of 
body  surface  burned  in  relation  to  the  body 
weight.  In  the  first  instance  50  cc.  of  plasma  for 
every  unit  of  hematocrit  over  45  has  been  con- 
sidered a satisfactory  criterion,  and  in  the  latter 
as  many  cubic  centimeters  of  plasma  as  the  per- 
centage of  body  area  burned  multiplied  by  body 
weight  in  kilograms. 

Cope  and  Moore1  and  Evans  and  his  co- 
workers2-4  have  particularly  stressed  the  need  for 
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the  consideration  of  body  weight  in  estimating 
fluid  and  colloid  requirements  from  the  area  of 
body  burned.  The  simplicity  and  relative  ac- 
curacy of  the  methods  suggested  by  Evans  have 
made  them  seem  preferable;  likewise,  they  are 
dependent  upon  the  least  complicated  and 
simplest  laboratory  procedure,  namely,  the  deter- 
mination of  hemoglobin. 

The  amount  of  plasma  or  colloid  required  is 
estimated  by  the  formula:  percentage  of  body 
area  burned  X weight  of  patient  in  kilograms  X 
1 cc.  This  amount  is  usually  made  up  of  equal 
quantities  of  plasma  and  whole  blood.  How- 
ever, when  the  area  of  body  burned  is  35  per  cent 
or  more,  Evans2  advocates  two  parts  of  blood  to 
one  of  plasma. 

Plasma  Expanders. — The  impossibility  of 
eliminating  completely  the  presence  of  the  virus 
of  homologous  serum  jaundice  from  pooled 
plasma  adds  an  element  of  danger  to  its  use  and 
has  made  imperative  the  search  for  a satisfactory 
plasma  substitute.  Xo  actual,  complete  plasma 
substitute  other  than  plasma  itself  exists,  but 
there  is  a variety  of  substances,  known  as  plasma 
expanders,  which  have  the  property  of  maintain- 
ing blood  volume.  These  substances  have  been 
studied  for  their  efficiency  in  blood  volume  main- 
tenance, degree  of  toxicity,  and  retention  in  the 
body,  and  of  these,  dextran,  gelatin,  and  Poly- 
vinolpyrrolidone  (PYP)  seem  the  most  effective 
and  least  toxic.  Our  greatest  experience  has 
been  with  a recently  produced  American  form  of 
dextran,  Plavolex,  which  is  an  effective  expander, 
has  a very  low  rate  of  reaction,  and  in  proper 
molecular  weight  is  not  eliminated  too  rapidly 
from  the  bod}'.  Consideration  of  the  use  of 
American-made  dextran  must  not  be  warped  by 
the  reactions  found  to  follow  the  employment  of 
the  original  Swedish  brand.  These  expanders 
maintain  blood  volume  but  not  a sufficiently 
high  level  of  plasma  protein;  therefore,  whole 
blood  is  necessary  to  supplement  both  plasma  and 
plasma  expanders  in  the  treatment  of  burn  shock 
and  to  obtain  an  adequately  high  level  of  plasma 
protein. 

Blood. — Evans  and  his  associates  have  shown 
that  in  spite  of  apparent  hemoconcentration  in 
bums,  there  is  also  need  of  whole  blood  replace- 
ment. Blood  volume  determinations  in  severe 
bums  made  soon  after  the  burn  is  received 
indicate  a decrease  in  circulating  red  cell  mass: 
“Whole  blood  remains  the  bulwark  of  our  plan 
of  intravenous  therapy  for  the  treatment  of  shock 
in  the  extensively  burned  patient.”2  The  greater 
the  area  burned,  the  greater  the  need  for  whole 
blood.  Quimby  and  Cope5  caution,  however, 
that  “colloid  replacement  with  whole  blood  in 


adequate  quantity  maintains  or  augments  the 
high  hematocrit  and  viscosity  values  seen  in  an 
untreated  burn.” 

’While  there  is  not  complete  agreement  among 
investigators  concerning  the  amount  of  whole 
blood  advisable,  Evans’2  suggestions  seem  logical 
and  in  our  hands  have  been  quite  satisfactory  as 
an  approach  to  adequate  restoration  therapy. 

Saline  Solution  and  Water. — The  great  loss  of  • 
fluid  in  extensive  burns  is  accompanied  by  a loss  1 
of  electrolvtes,  of  which  sodium  is  one.  Also,  1 
direct  replacement  of  fluid  or  water  in  the  blood 
stream  will  amplify  the  actual  source  of  fluid  re-  1 
placement  from  extracellular  fluid  and  will  like-  ‘ 
wise  aid  in  replacing  the  actual  loss  of  body  fluid  ! 
through  the  burned  area  itself. 

Evans  again  has  shown  that  there  is  a definite  1 
fall  of  sodium  level  in  the  blood  plasma  in  bums  j 
which  tends  in  small  and  medium  bums  to  level  , 
off  or  return  toward  normal  from  the  fourth  to  j 
the  tenth  post-trauma  day,  but  in  severe  burns  a 
steady  decline  without  leveling  off  is  more  likely.  ■ • 
He  cautions  against  overadministration  of  sodium  , 
after  the  first  two  days  because  of  fear  of  possible 
pulmonary  or  excessive  wound  edema  but  ad-  > 
vocates  in  bum  shock  the  administration  of  an 
amount  of  saline  solution  equal  to  the  amount  of  \ 
colloid  indicated. 

Water  may  be  administered  as  5 per  cent  j 
glucose  in  water. 

U se  of  Replacement  T herapt  in*  Treatment  j 
of  Burns  axd  Burn-  Shock. — The  first  require- 
ment is  to  estimate  the  extent  of  the  body  area 
involved  in  the  burn.  The  rule  of  “9”  has  much  j 
to  recommend  it  in  this  calculation.  Roughly  j 
the  body  area  may  be  computed  as  follows: 


Face,  head,  and  neck 

Per  Cent  of 
Body  Area 
' 9 

Upper  extremities  (9  per  cent  each) 

18 

Anterior  surface  of  trunk 

18 

Back,  trunk 

18 

Lower  extremities 
Left  (9  per  cent  each  for  an- 

terior  and  posterior  surfaces) 

18 

Right  (9  per  cent  each  for  an- 

terior  and  posterior  surfaces) 

18 

The  area  of  body  surface  may  then  be  mapped  on 
a chart.6 

The  colloid  and  electrolyte  replacement  are 
then  estimated  according  to  the  above-mentioned 
formula:  percentage  of  bod}'  area  burned  X 
weight  of  patient  in  kilograms  X 1 cc.  For  ex- 
ample, a case  of  30  per  cent  burn  in  a man  weigh- 
ing'75  Kg.  would  require  the  following  replace- 
ment: 
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Colloid — plasma,  plasma  expanders, 
and  whole  blood 

75  X 30%  X 1 cc.  = 2,250  cc. 

Electrolyte  solution  (saline,  same 
amount  as  colloid) 

75  X 30%  X 1 cc.  = 2,250  cc. 

5 per  cent  glucose  in  water  to  replace 
insensible  fluid  loss  2,000  cc. 

Total  6,500  cc. 

The  second  twenty-four  hours  total  require- 
ment may  be  safely  designated  as  half  the  above 
amount  in  colloid  and  electrolyte  solution  and  the 
same  amount  of  5 per  cent  glucose  in  water. 
Evans  believes  that  no  more  than  4,000  cc.  of 
colloid  or  4,000  cc.  of  saline  should  be  used  in 
the  first  twenty-four  hours.  Equal  amounts  of 
plasma  or  plasma  expanders  and  blood  com- 
prise the  colloid  element  except  in  very  extensive 
burns  with  over  50  per  cent  of  the  body  surface 
involved.  In  these  cases  blood  is  preferable  in 
greater  amounts  than  its  substitutes. 

General  Management  of  Burn  Shock 

Evans’  recommended  plan  of  action  is  simple 
and  easy  of  application.  A large  caliber  needle,  a 
polyethylene  tube,  or  vein  cannula  is  inserted  in 
an  accessible  vein.  Blood  for  hemoglobin  or 
hematocrit  determination  and  blood  typing  is 
taken.  Blood  or  plasma  should  then  be  given. 
If  neither  blood  nor  plasma  is  immediately 
available,  intravenous  saline  (0.9  per  cent)  is 
begun,  but  a shift  to  colloid — plasma,  plasma 
expander,  or  blood — as  soon  as  possible  is  im- 
perative. With  severe  and  extensive  burns  the 
first  day  requirements  as  calculated  are  given  in 
twelve  to  eighteen  hours. 

A Foley  catheter  is  inserted  in  the  bladder  and 
urine  measured  hourly.  The  hemoglobin  is 
estimated  at  four-hour  intervals.  The  hourly  uri- 
nary output  should  be  maintained  at  25  to  50  cc., 
and  the  hemoglobin  should  be  kept  below  19  Gm. 
If  urinary  output  is  below  25  cc.  with  a rising 
hemoglobin,  more  colloid  is  indicated,  but  low 
urinary  output  with  a stationary  hemoglobin  is 
an  indication  for  more  salt  and  water  intake. 

Tetanus  antitoxin,  3,000  to  5,000  units,  or  a 
booster  dose  of  tetanus  toxoid  should  be  given  to 
every  burn  patient. 

Obviously,  the  above  outline  is  but  a plan  of 
campaign.  The  clinical  course  of  the  patient  must 
determine  its  detailed  application. 

Prognosis  is  less  favorable  in  old  patients  and  in 
those  with  cardiovascular  disease  or  with  respira- 
tory burns.  In  cardiacs  intravenous  therapy 
may  have  to  be  limited  to  amounts  that  produce 
but  25  cc.  hourly  urinary  output;  pulmonary 
edema  may  even  then  not  be  avoided. 


In  patients  not  doing  well  on  the  above  regime 
gastric  dilatation  must  be  suspected,  particularly 
if  there  is  peripheral  vascular  collapse,  and 
prompt  gastric  suction  and  lavage  should  be 
instituted. 

Local  Treatment  of  Burns 

That  a burn  primarily  produces  a relatively 
sterile  skin  wound  must  always  be  kept  in  mind, 
and,  therefore,  a primary  consideration  of  local 
treatment  should  be  the  prevention  of  contamina- 
tion of  the  burned  area  and  the  elimination  of 
any  contamination  that  may  have  occurred  before 
definitive  treatment  was  begun.  In  mass 
casualties  the  likelihood  that  sufficient  dressing 
material  may  not  be  immediately  available  will 
necessitate  the  use  of  both  open  and  closed  dress- 
ing methods. 

The  fluid  loss  from  the  burned  area  should  be 
controlled  or  kept  at  a minimum  and  a dry 
wound  obtained  as  soon  as  possible.  Local 
treatment  should  be  designed  toward  that  end. 
Early  debridement  and  skin  graft  of  deep  burns 
will  aid  in  the  control  not  only  of  fluid  nitrogen 
loss  but  also  of  infection.  The  burned  part 
should  be  immobilized. 

Primary  treatment  of  a burn  may  then  be  out- 
lined as  follows: 

1.  Protect  the  burn  from  further  contami- 
nation by  sterile  gauze  or  sheet. 

2.  Cleanse  the  skin  surrounding  the  burn  with 
soap  and  water. 

3.  Remove  any  foreign  body  from  surface  of 
burn,  and  cleanse  lightly  with  soap  and  water  and 
saline,  particularly  if  contamination  is  obvious. 

4.  Apply  dressings  to  the  burn  (either  open  or 
closed  method). 

Closed  Method. — A simple,  fine-mesh  gauze 
with  or  without  vaseline  and  compression  mass 
dressing  seem  preferable  to  all  else.1-4,7  For  the 
mass  dressing  waste,  oakum,  or  any  cheap  absorb- 
ent and  sterilizable  material  with  sufficient  mass 
may  be  used  and  is  held  in  place  by  an  elastic 
compression  bandage.  Evans  has  recently 
advocated  a single,  one-piece,  dry  burn  dressing 
with  adequate  absorptive  capacity  to  contain  a 
fourteen-day  burn  exudate.  Fine-mesh  dry 
gauze  comprises  the  inner  surface,  absorbent 
cotton  and  absorbent  cellulose  the  next  layer, 
and  the  outer  layer  of  the  cellulose  is  chemically 
treated  so  as  to  be  water  repellent.  There  are 
now  on  the  market  various  sizes  of  similar, 
sterilizable,  thick,  fully  prepared  mass  material 
pads  that  are  particularly  ideal  for  burns  of  the 
trunk  and  great  time  savers  in  dressing  of  exten- 
sive burns.  Addition  of  a compression  bandage 
of  course  will  be  necessary.  This  compression 
type  dressing  is  comfortable,  immobilizes  suffi- 
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ciently,  and  tends  to  control  edema  and  swelling 
about  the  burn  and  promotes  rapid  covering  over 
the  burned  surface. 

The  local  use  of  antibiotics,  sulfa  film  dressing, 
or  similar  local  application  of  bacteriostatic 
agents  seem  far  less  effective  in  controlling  in- 
fection in  burns  than  the  parenteral  injections  of 
these  substances.  By  parenteral  administration 
of  antibiotics  high  concentrations  not  only 
in  the  blood  stream  but  even  locally  in  the 
blebs  of  burns  can  be  obtained.  Intramuscular 
injections  of  penicillin  and  streptomycin  are  to 
be  preferred.  Aureomycin  may  be  given  by 
mouth.  Streptomycin  is  particularly'  indicated 
in  bums  of  the  buttocks  and  about  the  anus  where 
coliform  bacterial  contamination  is  so  likely.  If 
and  when  cultures  from  the  burns  can  determine 
the  actual  bacterial  invader,  the  specific  anti- 
biotics for  that  infection  may  be  substituted. 

Open  Method. — In  the  open  method,  after 
local  treatment  of  the  burn,  the  patient  is  placed 
on  a sterile  sheet,  and  the  burned  part,  covered  by 
a cradle  with  or  without  electric  lights  suspended 
from  it  to  keep  patient  warmandtokeepthesurface 
of  the  burn  dry,  is  exposed  to  the  air.  Overheating 
is  important  to  avoid;  simple  maintenance  of 
body  heat  is  preferable.  Higher  temperatures 
may  cause  increase  in  loss  of  body  fluid  through 
sweating  and  enhance  the  difficulty  in  bringing  to 
and  keeping  the  patient  in  fluid  and  electrolyte 
balance.  The  patient  should  be  turned  fre- 
quently to  avoid  burned  area  adhering  to  sheet 
where  contact  with  open  burn  is  unavoidable. 

Advocates  of  the  exposure  or  open  method  be- 
lieve that  dryness  of  the  wound  occurs  more 
rapidly  than  with  the  closed  method,  and,  there- 
fore, less  infection  and  more  rapid  healing  follows. 
Evans  believes  that  the  closed  method  hastens 
separation  of  slough,  gives  better  immobilization, 
and  is  preferable  in  encircling  burns  of  extremities 
or  trunk  and  in  burns  of  the  hand.  The  exposure 
method  is  more  useful  in  bums  of  the  face  and 
perineum.  Superficial  burns  heal  equally  well 
with  either  method,  and  pain  is  equally  well 
relieved. 

Definitive  Treatment  of  Burns  After  Pri- 
mary Stage 

Therapy  after  the  emergency  stage  of  the  burn 
has  been  successfully  met  should  contemplate  (1) 
maintenance  of  fluid-nitrogen  (protein)-electro- 
lyte  balance,  (2)  elimination  of  infection  and 
secondary  shock  (3)  early  debridement  and  skin 
graft,  (4)  dressings,  infrequent,  and  (5)  correction 
of  anemia. 

After  recovery  from  primary  shock  in  extensive 
bums  the  great  problem  is  the  great  difficulty  in 
overcoming  nitrogen  and  protein  loss  and  the 


obtaining  and  maintaining  of  fluid  electrolyte  and 
nitrogen  balance.  Extensive  destruction  of  tissue 
with  large  burned  areas  and  the  corresponding 
loss  of  protein  with  continued  loss  of  nitrogen 
(protein)  from  the  traumatized  areas  present 
tremendous  difficulty  in  restoration  of  patient  to 
nitrogen  balance.  Unless  intake  by  alimentary 
tract  can  be  employed,  this  is  well-nigh  im- 
possible. 

Oral  feeding  of  the  patient  can  usually  be 
actively  begun  forty-eight  to  seventy-two  hours 
after  injury.  Anorexia  and  difficulty  in  finding 
food  palatable  to  the  patient  is  a frequent 
problem.  In  severe  bums  feeding  by  gavage 
through  an  indwelling  gastric  tube  must  often  be 
resorted  to.  High  caloric  intake  of  high-protein, 
high-carbohydrate  content  is  desirable.  Both 
Evans3  and  Rhoads8  recommend  also  the  ad- 
ministration of  salt  and  baking  soda  by  mouth, 
particularly  if  intravenous  administration  is 
difficult.  Sodium  chloride,  2 teaspoonfuls,  and 
baking  soda,  1 teaspoonful,  in  3 pints  of  water  is 
a satisfactory  solution.8  In  mass  casualties  when 
intravenous  therapy  cannot  be  begun  promptly 
in  the  first  twenty-four  hours  after  injury,  as 
much  as  1 to  2 glasses  of  this  solution  may  be 
given  every  hour. 

In  patients  with  40  to  60  per  cent  of  body  sur- 
face burns  positive  nitrogen  balance  can  only  be 
obtained  after  debridement  and  skin  graft  of  the 
bums  finally  eliminate  the  bum  as  a source  of 
further  body  deprivation  of  protein.  In  ex- 
tensive burns  the  limit  to  the  extent  of  the  area 
where  superficial  veins  are  available  for  use  for 
intravenous  therapy  also  complicates  the  prob- 
lem. Hence,  early  debridement  and  skin  graft 
are  imperative.  Debridement  also  eliminates 
the  final  source  of  infection  by  removing  slough 
and  infected  and  necrotic  burned  tissue.  De- 
bridement should  be  done  as  soon  as  patient’s 
condition  justifies  it,  usually  between  the  tenth 
and  eighteenth  post-trauma  day. 

Soon  after  injury  hyperpotassemia  may  be 
present,9  but  in  severe  burns  the  third  or  fourth 
post-traumatic  day  may  give  evidence  of 
potassium  deficiency,  muscular  weakness,  and 
aphonia.  Intravenous  administration  of  4 to  6 
Gm.  of  potassium  chloride  will  be  indicated.3 
Moore10  states  there  is  a transient  potassium  loss 
phase  for  two  to  four  days  post-trauma  with 
rapid  restoration  to  positive  balance  if  moderate 
potassium  intakes  are  provided. 

The  occlusive  primary  dressing  is  usually  not 
disturbed  for  ten  to  fourteen  days.  All  attend- 
ants at  dressings  should  be  gowned  and  gloved 
and  wear  caps  and  masks.  Anesthesia  in  dress- 
ing severe  burns  may  be  required.  An  operating 
room  environment  is  most  satisfactory  and  is 
preferable.  Superficial  burns  will  be  practically 


October  1,  1953] 


TREATMENT  OF  SEVERE  BURNS 


2221 


healed  in  ten  to  fourteen  days.  Deeper  burns 
after  cleansing  and  removing  of  loose  slough  will 
require  a new  occlusive  dressing,  and  a definite 
timetable  for  debridement  and  skin  grafting 
should  be  planned.  Redressing  at  eight  to  ten- 
day  intervals  should  suffice.  Early  debridement 
is  the  most  expeditious  and  effective  method  of 
removal  of  slough  and  infection.  However, 
various  chemical  and  enzymatic  methods  of 
slough  removal  have  been  suggested,  such  as  the 
use  of  peruvic  acid,  streptokinase  and  strepto- 
dornase,  and  collagenase  from  Welch  bacillus 
cultures,  to  expedite  preparation  of  the  burn  site 
for  skin  graft.  Their  place  in  burn  therapy  has 
not  as  yet  been  definitely  determined  or  eval- 
uated. 

Persistent  anemia  in  burned  patients  is  not  in- 
frequently observed  during  convalescence  and 
may  require  repeated  blood  transfusions  for  final 
correction. 

Conclusion 

1.  The  primal'}’  restoration  therapy  of  a 
burned  patient,  particularly  if  in  shock,  should 
consist  of  the  proper  use  of  plasma,  plasma  ex- 
panders, blood,  electrolyte,  and  water. 

2.  The  amount  of  colloid  and  electrolyte 
required  can  be  estimated  from  the  formula: 


total  area  of  body  burned  X weight  of  patient  in 
kilograms  X 1 cc. 

3.  Both  closed  and  open  methods  of  local 
treatment  of  bums  should  be  familiar  to  the 
attending  physician.  These  methods  have  been 
described  in  detail  and  should  include  adminis- 
tration of  tetanus  antitoxin  or  toxoid  and  anti- 
biotics. 

4.  Definitive  treatment  of  burns  after  the 
primary  stage  should  contemplate  (1)  mainte- 
nance of  fluid,  nitrogen  (protein),  and  electrolyte 
balance,  (2)  elimination  of  infection,  (3)  early 
debridement  and  skin  graft,  (4)  infrequent  dress- 
ings, and  (5)  correction  of  anemia. 
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SURVEY  OF  COLLEGE  HEALTH  DEPARTMENTS 


It  has  been  known  for  a long  time  that  a wide 
variety  of  arrangements  for  medical  care  exists 
among  the  2,000  odd  institutions  of  higher  learning 
in  this  country.  Experienced  workers  in  student 
medicine  have  frequently  asked  what  the  minimum 
safeguards  for  campus  health  should  be.  From 
many  quarters  of  the  American  College  Health 
Association  have  come  expressions  of  the  need  for 
a definition  of  minimum  standards  for  facilities, 
personnel  qualification,  and  quality  of  service  for 
student  medical  departments.  The  lack  of  specific 
knowledge  of  the  various  arrangements  for  campus 
medical  care  undoubtedly  has  impeded  develop- 
ment of  a standardization  program. 

It  is  most  appropriate  that  opportunity  has  now 
come  to  the  American  College  Health  Association 
to  learn  the  range  of  medical  care  plans  among 
American  institutions  of  higher  learning.  We  sup- 
port wholeheartedly  the  current  survey  being  con- 


ducted jointly  by  the  Association  and  the  Conti- 
nental Casualty  Company. 

It  is  our  hope  that  all  physicians  in  charge  of 
college  health  departments  will  cooperate  in  the 
student  medical  reconnaissance  now  being  under- 
taken. The  method  of  conducting  the  survey  is 
unique  in  that  it  involves  an  individual  interview 
with  the  person  responsible  for  medical  care  at 
each  institution.  This  technic  should  result  in  more 
reliable  data  and  a higher  percentage  of  returns  than 
studies  conducted  by  mail.  The  questionnaire  is 
adequately  designed  to  inventory  all  college  and  uni- 
versity health  departments,  large  and  small,  with 
and  without  full  time  medical  personnel,  with  and 
without  a medical  director.  If  from  this  study  a 
basis  for  minimum  standards  is  eventually  forth- 
coming, student  medicine  will  have  jumped  a barrier 
that  has  held  back  its  progress  for  many  years. — 
Student  Medicine,  April,  1953 


THE  ABUSES  AND  USES  OF  ANTIBIOTICS 

Perrin  H.  Long,  M.D.,  F.R.C.P.,  Brooklyn,  New  York 

( From  the  University  Division  Medical  Service,  the  Kings  County  Hospital  Center,  and  the  State  University  of 
New  York  College  of  Medicine  at  New  York  City) 


PROBABLY  the  commonest  and  most  serious 
abuse  of  antibiotics  by  physicians  today  is  in 
the  dispensing  or  the  prescribing  of  these  agents 
as  prophylactic  or  curative  remedies  for  patients 
suffering  from  mild  forms  of  respirator}'  tract 
infections.  Currently,  controlled  clinical  investi- 
gation definitely  indicates  that  certain  of  the 
antibiotics  are  of  real  value  in  Beta  hemolytic 
streptococcal  (group  A),  pneumococcal,  staphy- 
lococcal, Friedlander’s  bacillary,  and  certain 
other  bacterial  infections  of  the  respiratory  tract. 
When  one  comes  to  a consideration  of  viral  or 
rickettsial  infections  of  this  tract,  the  only  clear 
evidence  which  exists  for  the  therapeutic  use  of 
antibiotics  is  in  the  treatment  of  primary  atypical 
pneumonia,  psittacosis,  or  Q fever. 

Abuses 

Despite  these  relatively  clear  indications  for  the 
use  of  the  antibiotics,  physicians  prescribe  (or 
patients  insist  that  they  do  so)  these  agents  very 
frequently  for  the  actual  treatment  of  patients  ill 
with  common  colds,  influenza,  or  other  suspected 
“viral”  infections  of  the  respiratory  tract,  or  they 
assume  that  the  giving  of  these  agents  will  protect 
these  sufferers  from  “secondary  infection.”  By 
and  large,  this  is  not  only  sheer  nonsense  from 
the  medical  point  of  view  but  also  may  even  be 
dangerous  because  of  the  known  risk  of  sensitizing 
patients  to  an  antibiotic  by  frequent  administra- 
tion. With  the  possible  exception  of  patients 
who  are  known  to  have  chronic  sinusitis,  frequent 
otitis  media,  disturbances  of  the  bronchial  tree 
which  renders  it  susceptible  to  infection  such  as 
bronchiectasis,  a debilitating  illness  in  which 
protection  against  infection  is  needed,  recurrent 
rheumatic  fever,  or  those  who  are  to  have  certain 
surgical  procedures  carried  out  in  the  nose,  throat, 
bronchi,  or  lungs,  there  should  be  no  exception 
made  to  a “rule  of  thumb”  that  antibiotics  should 
not  be  prescribed  as  prophylactic  or  therapeutic 
agents  or  to  protect  against  or  to  treat  certain 
primary  viral  or  supposedly  “secondary  bacterial 
infections”  of  the  respiratory  tract.  If  this 
advice  is  going  to  have  any  real  impact,  the  first 
to  heed  it  must  be  physicians  themselves  because 
they  are  the  greatest  advocates  of  the  art  of  self- 
healing,  at  least  as  far  as  antibiotics  are  con- 
cerned. 
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A second  area  in  which  the  therapeutic  proper- 
ties of  the  antibiotics  are  abused  (and  the  patients 
as  well)  is  that  of  the  digestive  upsets  character- 
ized by  nausea,  vomiting,  and  diarrhea — the  so- 
called  “food  poisonings.”  These  illnesses  may 
be  caused  by  the  toxin  of  certain  strains  of 
Staphylococcus  aureus,  by  infection  with  mem- 
bers of  the  Salmonella  bacterial  group,  or  by 
other  agents.  None  of  the  currently  available 
antibiotics  has  shown  any  therapeutic  effect  in 
these  disturbances. 

The  treatment  of  certain  types  of  asthma  is 
another  field  in  which  the  patient  has  been 
abused  by  being  treated  with  antibiotics,  par- 
ticularly penicillin,  for  acute  exacerbations  of  the 
disease  attributed  to  a bacterial  “component.” 
There  is  little  doubt  of  the  fact  that  either  bac- 
terial infection  or  the  absorption  of  products  of 
bacteria  are  a definite  factor  in  the  production 
of  acute  exacerbations  of  certain  types  of  asthma 
or  a worsening  of  the  disease.  While  the  pre- 
scription of  antibiotics  is  at  times  indicated  in 
the  treatment  of  bacterial  or  viral  pneumonia  or 
in  other  frank  bacterial  infections  of  the  lungs  or 
bronchial  tree  in  asthmatics,  it  must  generally 
be  considered  an  unwise  procedure  to  attempt  to 
control  certain  types  of  established  asthma  with 
antibiotics,  and  especially  with  penicillin.  The 
risks  of  making  the  asthma  worse,  producing  an 
anaphylactic  reaction,  or  establishing  an  infection 
with  monilia  are  just  too  great. 

Another  abuse  in  the  use  of  antibiotics  is  that 
of  treating  the  “unknown  disease.”  Only  too 
frequently,  when  faced  with  a patient  who  is  ill 
and  who  has  fever,  the  physician  relies  first  on  the 
administration  of  an  antibiotic  rather  than  be 
bothered  with  going  through  the  intellectual  and 
physical  procedures  which  are  needed  to  make  a 
diagnosis.  The  old  saw,  which  first  originated  in 
January,  1937,  to  the  effect  “that  you  give  the 
patient  sulfanilamide  and  if  he  isn’t  better  in  four 
days  do  a physical  examination,”  is  unfortunately 
only  too  true  today.  Many  times  a week, 
patients  are  heard  to  say,  “I  went  to  the  doctor. 
He  gave  me  a ‘shot’  of  penicillin  and  told  me  to 
come  back  in  a couple  of  days  if  I didn’t  feel 
better.”  This  is  not  the  way  to  practice  medicine 
and  is  again  a reason  why  so  many  patients  have 
become  sensitized  to  penicillin. 

A further  abuse  of  the  antibiotics  and  of  the 
patient  (at  least  in  the  opinion  of  the  author) 
occurs  when  these  agents  are  used  in  the  form  of 
lozenges,  troches,  etc.,  to  obtain  a local  anti- 
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bacterial  effect  in  infections  of  the  mouth  or 
throat.  Controlled  clinical  evidence  of  the 
rationale  of  this  method  of  giving  antibiotics  is 
lacking.  Also,  this  method  of  prescribing  anti- 
biotics may  result  in  the  production  of  super- 
infection with  monilia  (thrush),  or  local  sensitiza- 
tion of  the  mucous  membranes  may  be  produced. 
This  is  not  a good  way  to  give  antibiotics. 

Finally,  among  the  outstanding  abuses  of  the 
antibiotics  per  se,  and  the  patient’s  pocketbook 
as  well,  is  the  acceptance  by  the  physician  of  the 
philosophy  that  if  the  administration  of  one  anti- 
biotic is  a good  thing,  isn’t  the  therapeutic  use  of 
two,  three,  or  even  four  antibiotics  at  the  same 
time  better?  The  experimental  and  clinical 
background  for  the  utilization  of  mixtures  of 
antibiotics  or  their  concomitant  administration 
will  be  described  below,  but  one  must  state  here 
that  as  observed  in  actual  practice,  there  appears 
to  be  little  or  no  rationale  for  many  of  the  in- 
stances in  which  several  of  the  antibiotics  are 
employed  at  the  same  time.  Again,  as  a rule  of 
thumb,  except  in  a few  instances  which  will  be 
discussed  later,  it  is  better  to  treat  patients  who 
are  ill  with  infections  which  are  susceptible  to 
antibiotic  therapy  with  one  antibiotic  of  choice 
rather  than  with  two  or  more  antibiotics. 

Uses 

In  this  section  of  this  presentation  no  attempt 
will  be  made  to  take  up  the  subject  of  the  thera- 
peutic use  of  antibiotics  in  individual  infectious 
processes.  Rather,  a summary  of  the  current 
status  of  each  major  antibiotic  will  be  presented. 

Crystalline  Penicillin-G,  Procaine  Penicillin-G , 
and  Procaine  Penicillin-G  in  Oil  with  2 Per  Cent 
Added  Aluminum  Monostearate. — After  ten  years 
of  the  clinical  use  of  crystalline  penicillin  or  its 
procaine  derivates,  there  is  no  clinical  evidence 
that  Beta  hemolytic  streptococcal,  pneumococcal, 
meningococcal,  gonococcal,  or  treponemal  in- 
fections have  become  appreciably  resistant  to  the 
antibacterial  effects  of  this  antibiotic.  It  still 
remains  the  therapeutic  agent  of  choice  for  the 
treatment  of  such  infections.  On  the  other  hand, 
there  is  more  and  more  evidence  being  obtained 
that  the  majority  of  the  infectious  processes  which 
are  caused  by  Staph,  aureus  and  which  are  seen 
in  hospitals  are  resistant  to  the  antibacterial 
effects  of  penicillin.  This  is  due  to  the  fact  that 
the  strains  of  staphylococci  which  now  most 
commonly  cause  infection  are  those  which  pro- 
duce penicillinase,  a substance  which  antagonizes 
the  antibacterial  effects  of  penicillin.  Also,  it  is 
clear  that  strains  of  enterococci  are,  as  a group, 
more  resistant  to  penicillin  than  they  were  several 
years  ago. 

Penicillin-0  ( Cer-O-Cillin ) and  Chloroprocaine 
Salt  of  Penicillin-0  ( Depo-Cer-O-Cillin ). — Peni- 
cillin-0  and  its  chloroprocaine  salt  are  effective 


antibacterial  agents  for  the  treatment  of  those  in- 
fections which  are  susceptible  to  therapy  with 
penicillin-G  or  its  procaine  derivative.  It  is 
especially  useful  for  the  treatment  of  infections 
in  the  majority,  but  not  all,  of  those  patients  for 
whom  penicillin  is  the  antibiotic  of  choice  but 
who  unfortunately  are  allergic  to  penicillin-G. 
It  is  to  be  remembered  that  certain  patients  will 
be  sensitive  to  both  penicillin-G  and  penicillin-O. 

Penethamate  Hydriodide  ( Neo-Penil ). — This 
preparation  of  penicillin  is  unique  in  that  it  con- 
tains iodine  and  has  a special  affinity  for  the 
tissues  of  the  lung.  See,  further  discussion  of 
this  agent  under  “Toxic  Reactions.” 

Bemethacil  ( Bicillin  or  Permapen). — This 
rather  complex  salt  of  penicillin  may  be  given  by 
mouth  or  injected  intramuscularly.  When  given 
orally,  levels  of  the  agent  in  the  blood  are  attained 
which  are  comparable  to  those  produced  when 
penicillin-G  or  penicillin-K  are  given  by  the  same 
route.  If  injected  in  suitable  amounts  by  the 
intramuscular  route,  detectable  concentrations  of 
the  agent  may  be  found  in  the  blood  of  the  patient 
for  from  one  to  four  weeks.  This  slowness  of 
absorption  is  obviously  of  value  when  a long- 
lasting  prophylactic  effect  of  penicillin  is  desirable, 
but  of  course  it  would  be  undesirable  if  the 
patient  developed  a reaction  of  sensitivity.  This 
must  be  kept  in  mind  when  this  product  is  being 
used. 

Streptomycin  and  Dihydrostreptomycin. — Di- 
hydrostreptomycin is  not  superior  to  strepto- 
mycjn  as  an  antibacterial  agent,  and  in  certain 
respects  it  is  more  seriously  toxic  because  it  may 
produce  deafness.  It  is  the  opinion  of  the  author 
that  because  of  the  high  degree  of  resistance  which 
many  strains  of  infecting  organisms  now  exhibit 
to  the  antibacterial  effects  of  streptomycin  and 
because  sensitive  strains  of  infecting  micro- 
organisms often  become  very  quickly  resistant 
to  this  antibiotic,  the  therapeutic  use  of  strepto- 
mycin should  be  limited  to  the  treatment  of 
tuberculosis. 

Aureomycin  and  Terramycin. — There  seems  to 
be  a slowly  developing  but  a definitely  perceptible 
increase  in  the  resistance  of  certain  strains  of 
infecting  micro-organisms  to  the  antibacterial 
effects  of  these  antibiotics.  Toxic  reactions  due 
to  sensitivity  to  these  agents  continue  to  be  few 
in  number,  but  the  possibility  of  a superinfection 
in  the  skin,  vagina,  mouth,  lungs,  and  bowel  with 
monilia  or  other  micro-organisms  must  be  con- 
stantly borne  in  mind  when  these  antibiotics  are 
being  administered  to  patients. 

Cldoramphenicol  ( Chloromycetin ). — It  is  the 
opinion  of  the  author  that  the  use  of  chloram- 
phenicol should  be  restricted  to  the  treatment 
of  typhoid  fever  in  which  this  antibiotic  has  a 
unique  value,  except  in  those  instances  where  the 
physician  is  faced  with  a serious  infection  which 
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is  susceptible  to  the  antibacterial  effects  of  this 
agent  and  not  to  those  of  any  other  available 
antibiotics.  This  recommendation  is  made  be- 
cause of  the  known  toxic  effects  of  chloramphenicol 
on  hematopoietic  tissues. 

Carbomycin  ( Magnamycin ) and  Erythromycin 
( Ilotycin ). — The  clinical  use  of  these  two  new 
antibiotics  should  be  currently  restricted  to 
patients  suffering  from  infections  produced  by 
streptococci,  pneumococci,  and  staphylococci. 
While  experimental  data  suggest  that  these 
antibiotics  may  be  of  value  in  the  treatment  of 
rickettsial  and  certain  viral  infections,  controlled 
clinical  data  detailing  their  value  in  these  infect- 
ions are  not  yet  at  hand.  Since  these  antibiotics 
have  been  in  clinical  usage  for  such  a short  period, 
not  much  is  known  as  yet  about  their  toxicity. 
However,  to  date  (March,  1953) , it  would  appear 
that  their  toxicities  would  be  in  the  range  of 
those  reported  for  aureomycin  or  terramycin. 
Likewise,  they  have  been  in  use  for  such  a short 
time  that  definite  information  relative  to  the 
development  of  clinical  bacterial  resistance  to 
these  substances  is  not  available. 

Bacitracin. — The  most  recent  development  in 
the  clinical  use  of  bacitracin  is  that  experience 
has  demonstrated  the  safety  of  administering  this 
product  by  the  intramuscular  and  intrathecal 
routes  in  the  treatment  of  systemic  infections 
which  are  produced  by  micro-organisms  suscep- 
tible to  the  antibacterial  effects  of  this  agent. 

Polymyxin-B  ( Aerosporin  B). — It  is  always  im- 
portant to  remember  that  polymyxin-B  is  the 
antibiotic  of  choice  for  the  treatment  of  infections 
produced  by  Pseudomonas  aeruginosa  (Ba- 
cillus pyocyaneus). 

Neomycin  Sulfate. — Currently,  the  Council  on 
Pharmacy  and  Chemistry  has  approved  the 
topical  use  of  this  antibiotic  and  also  its  use  as 
an  oral  prophylactic  agent  in  the  preparation  of 
the  large  bowel  for  surgical  procedures. 

Mixtures  of  Antibiotics. — A recommendation 
for  the  combined  use  of  two  antibiotics  as 
therapeutic  agents  should  be  made  only  for  the 
treatment  of  certain  patients  ill  with  subacute 
bacterial  endocarditis  and  in  whom  the  infecting 
organism  is  an  alpha  or  nonhemolytic  strepto- 
coccus. In  such  patients  the  use  of  a judicious 
combination  of  penicillin  and  streptomycin  is 
often  lifesaving,  and  the  agents  act  in  a synergistic 
manner.  Acceptable  laboratory  and  clinical 
evidence  for  the  use  of  combinations  of  anti- 
biotics in  other  infections  is  either  slim  or  lacking 
altogether.  However,  on  the  basis  of  many 
studies  of  combinations  of  antibiotics  against 
various  micro-organisms  in  vitro  and  less  defini- 
tive studies  of  the  treatment  of  experimental 
infections  in  mice  and  clinical  infections  in  human 
beings,  certain  conclusions  can  be  drawn.  The 


first  is  that  if  mixtures  have  to  be  used,  then  those 
of  penicillin,  streptomycin,  bacitracin,  or  poly- 
myxin-B seem  to  be  indicated  since  a rationale 
for  their  use  can  be  drawn  from  experiments  in 
vitro.  It  does  not  seem  to  be  wise  to  mix  any  of 
these  antibiotics  with  aureomycin  or  terramycin, 
and  likewise  the  evidence  for  the  combined  use 
of  aureomycin  and  terramycin  is  not  too  good. 
As  has  been  said  before,  better  select  the  anti- 
biotic of  choice,  and  administer  it  properly  in  the 
first  instance. 

Toxic  Reactions 

In  this  last  section  of  this  paper,  the  current 
status  of  some  of  the  toxic  reactions  produced  by 
certain  of  the  antibiotics  will  be  discussed. 

Penicillin. — An  increasing  number  of  reactions 
of  sensitivity  to  penicillin-G  and  its  procaine 
salts  are  being  recorded.  The  physician  should 
always  inquire  of  his  patient  as  to  whether  or  not 
he  has  ever  been  given  penicillin  before  and,  if  so, 
whether  he  had  a reaction  to  this  antibiotic.  If  a 
history  of  a reaction  is  given  by  the  patient,  it  is 
best  not  to  administer  penicillin-G  again. 
Rather,  use  penicillin-0  or  another  antibiotic. 

Penethamate  Hydriodide  (Xeo-PenU) . — Some  14 
cases  of  severe  anaphjdactic  reactions  with  three 
deaths  have  been  reported  in  patients  who  have 
received  this  agent.  These  serious  toxic  re- 
actions should  be  taken  into  account  when  a 
physician  considers  using  Neo-Penil. 

Chloramphenicol  ( Chloromycetin ). — Following 
the  reports  that  this  antibiotic  was  being  in- 
criminated as  the  etiologic  agent  in  the  produc- 
tion of  dyscrasias  of  the  blood,  Lewis  and  his  co- 
workers1  of  the  Food  and  Drug  Administration 
conducted  a nation-wide  survey  in  an  attempt  to 
evaluate  the  magnitude  of  these  toxic  reactions. 
Among  539  case  records  of  patients  reported  as 
having  blood  dyscrasias  in  the  course  of  therapy 
with  chloramphenicol,  the  records  of  but  55 
patients  showed  that  chloramphenicol  was  the 
sole  drug  used  in  treatment.  Among  these 
patients,  44,  or  80  per  cent,  developed  aplastic 
anemia,  which,  as  is  well  known,  has  a bad 
prognosis.  As  a result  of  this  survey  and  the 
study  made  upon  the  data  received,  the  Food 
and  Drug  Administration  ruled  that  all  prepara- 
tions of  chloramphenicol  for  oral  use  must  bear 
special  warnings  as  to  its  possible  effects  in  pro- 
ducing blood  dyscrasias. 

Summary 

Certain  of  the  current  abuses,  the  contem- 
porary status,  and  some  toxic  reactions  of  the 
several  antibiotics  have  been  discussed. 
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A DESCRIPTION  of  the  neurology  likely  to 
be  encountered  in  general  practice  would 
require  a large  textbook  and  would  need  much 
longer  than  the  allotted  time  to  discuss  even 
briefly.  Encouragement  of  general  practitioners 
to  practice  neurology  is  a more  fertile  field,  and 
this  paper  will  be  devoted  to  that  end. 

To  a neurologist,  the  general  practitioner’s 
defeatist  attitude  toward  this  division  of  practice 
is  amazing.  The  nervous  system  enters  into  the 
economy  of  every  other  part  of  the  body,  and  its 
role  in  the  disturbed  physiology  of  other  systems 
is  at  least  basically  understood  by  general  practi- 
tioners. Yet  when  such  a physician  is  confronted 
by  a disorder  of  that  system  itself,  his  common 
reaction  is  an  immediate  disclaimer  of  knowledge 
of  neurology  and  an  earnest  attempt  to  get  the 
patient  out  of  his  office.  This  attitude  is  not 
due  to  an  actual  poverty  of  neurologic  knowledge. 
If  strictly  examined,  the  average  physician  would 
be  found  to  know  as  much  of  the  basic  physiology 
of  the  nervous  system  as  of  the  cardiorespiratory 
system,  the  gastrointestinal,  the  hematopoietic,  or 
the  genitourinary  systems,  to  say  nothing  of  such 
esoterics  as  the  real  mechanisms  behind  the  use  of 
the  antibiotics,  ACTH,  or  cortisone.  Yet  a practi- 
tioner who  will  delve  earnestly  and  usefully  in 
these  fields  will  refuse  to  try  treating  epileptics 
or  those  patients  afflicted  with  multiple  sclerosis 
or  Parkinson’s  disease. 

Perhaps  the  basis  for  this  attitude  is  an  un- 
happy residual  memory  of  the  complicated  dia- 
grams left  by  the  mapmakers  of  neurology  in  the 
textbook  of  neuroanatomy.  But,  if  one  examines 
these  crude  diagrams  carefully,  they  will  be  found 
less  complicated  than  those  of  a radio  hookup 
used  daily  by  the  poorly  trained  repairman  in  his 
local  radio  shop.  You  can  be  sure  that  the 
neurologist  or  the  neurosurgeon  to  whom  these 
cases  are  referred  does  not  remember  these  dia- 
grams any  better;  he  simply  consults  them  more 
often. 

It  is  important  that  the  general  practitioner 
accept  his  responsibility  in  the  field  of  neurology. 
Even  in  our  system  of  medical  practice  where 
specialists  exist  to  care  for  particularly  com- 
plicated cases  and  to  treat  those  requiring  special 
skills  and  equipment,  the  majority  of  neurologic 
patients  should  be  cared  for  by  general  practi- 
tioners. There  are  not  enough  neurologists  to 
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handle  the  load,  and  they  practice  too  far  from 
the  average  patient’s  home  to  care  for  him 
adequately.  Moreover,  treatment  of  most  of 
these  diseases  requires  no  skill  or  equipment 
not  possessed  by  general  practitioners. 

History  taking  in  neurology,  as  in  any  field  of 
medicine,  is  the  basic  clue  to  diagnosis.  This  art 
can  be  acquired  by  any  physician  having  an  in- 
terest in  his  patient,  with  the  assistance  of  the 
introductory  chapters  in  any  good  neurologic 
text.  It  will  require  little  more  concentrated 
effort  than  keeping  abreast  of  the  batting 
averages  and  the  shifting  standing  of  the  teams 
comprising  the  American  and  National  Baseball 
Leagues. 

The  equipment  necessary  to  examine  a patient 
with  a suspected  neurologic  disease  consists  of  an 
ophthalmoscope,  a percussion  hammer,  a tuning 
fork,  a safety  pin,  and  a few  bottles  of  assorted 
scents  and  flavors.  A pair  of  compasses  may  be 
included  to  test  two-point  discrimination.  With 
this  simple  equipment,  a good  set  of  primary 
senses,  a consistent  pattern  of  examination 
obtainable  from  the  same  neurologic  text,  and 
fifteen  minutes  of  time,  an  examination  can  be 
made  that  will  supply  the  basic  material  for  a 
diagnosis  in  the  majority  of  neurologic  cases. 
An  accurately  performed  lumbar  puncture  and 
spinal  fluid  examination  are  required  in  some 
instances. 

After  the  history  is  taken  and  the  results  of  the 
examination  are  recorded,  the  average  physician, 
as  w'ell  as  the  early  medical  student,  often  is  up 
against  a blank  mental  wall.  The  same  is  true 
in  any  other  field  of  medicine,  and  the  technic 
of  mental  synthesis  required  for  a diagnosis 
cannot  be  imparted  in  a lecture.  Reason  can 
set  the  details  in  order,  postgraduate  sessions 
can  point  the  way,  and  experience  can  speed  up 
the  process.  If  the  patient  displays  weakness  of 
one  side  of  his  body,  the  odds  are  that  the  lesion 
is  in  the  opposite  side  of  his  cerebrum.  If  both 
legs  are  weak  and  the  arms  strong,  probably  the 
lesion  is  affecting  the  cord  tracts  between  the 
cervical  and  the  lumbar  levels.  If  sensation  is 
diminished  in  the  same  zone,  a cord  lesion  is 
practically  certain. 

The  kind  of  lesion  producing  the  disability 
must  be  worked  out  next  by  considering  the 
history  of  its  progress.  If  the  patient  has  papil- 
ledema and  a hemiplegia  that  has  developed 
gradually  over  a period  of  months,  the  diagnosis 
of  an  intracranial  space-taking  lesion  is  practically 
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assured.  The  majority  of  patients  do  not  wait 
so  long  to  visit  their  doctor;  they  come  in  when 
the  symptoms  are  early  and  vague.  Little  is  to 
be  gained  by  referring  the  patient  to  a neurologist 
at  this  time.  He  will  be  no  more  able  to  make 
a diagnosis  then  than  will  the  physician,  even 
with  the  aid  of  all  the  marvelous  (and  expensive) 
“ographies.”  But  the  practitioner  must  not 
shrug  the  patient  off  and  tell  him  to  forget 
it.  The  rebuffed  patient  will  wait  until  the 
symptoms  become  more  troublesome  and  until 
he  regains  some  confidence  in  medical  aid.  He 
then  will  consult  another  physician,  perhaps  for- 
getting some  details  known  to  the  first.  If  the 
second  practitioner  also  sends  him  away,  the 
patient  may  now  start  the  rounds  of  unenthusias- 
tic  local  physicians  until  he  is  thoroughly  dis- 
heartened. He  then  may  spend  valuable  time 
with  the  eultists  who  may  try  to  help  but  lack 
the  knowledge  to  cope  with  the  problem  until 
finally  he  finds  his  way  into  the  office  of  a neurol- 
ogist. By  now  the  syndrome  is  fullblown,  and 
after  looking  into  the  patient  ’s  eyes  and  checking 
his  reflexes,  this  apparent  magician  can  diagnose 
and  localize  a brain  tumor.  He  may  send  the 
patient  to  the  hospital  wondering  why  no  one 
had  recognized  this  lesion  earlier.  If  this  account 
sounds  overdrawn,  I can  assure  you  that  few 
weeks  pass  that  this  little  drama  is  not  re-enacted 
in  almost  any  neurologist's  office.  Had  the  first 
physician  merely  treated  the  patient  sympatheti- 
cally and  observed,  i.e.,  examined  him  at  inter- 
vals, he  would  have  seen  the  entire  syndrome  un- 
fold before  his  eyes.  The  patient  would  have  had 
his  diagnosis  earlier,  avoided  the  mortgage  on  his 
farm,  and  retained  his  confidence  in  his  friend, 
the  original  physician. 

There  are  some  acute  or  urgent  neurologic 
affections  in  which  the  patient’s  future  efficiency 
and  even  his  life  depend  upon  the  general  practi- 
tioner’s alertness  and  his  accuracy  in  diagnosis. 
These  include  head  and  spinal  injuries  and  their 
possible  associated  hematomas.  Subarachnoid 
hemorrhage  and  the  cerebral  vascular  accidents 
must  be  classified  with  the  assistance  of  spinal 
puncture,  spinal  fluid  examination,  and  simple 
but  accurate  technics  of  neurologic  examination. 
Acute  infections,  such  as  meningitis,  spinal 
epidural  abscess,  acute  encephalitis,  tetanus,  and 
poliomyelitis,  must  be  diagnosed  and  treated 
promptly  and  correctly.  The  neoplasms  within 
the  skull  and  spine  are  less  frequently  seen  but 
rarely  advance  to  the  critical  stage  under  the 
care  of  phy  sicians  who  make  a habit  of  using  the 
opthalmoscope  and  are  suspicious  of  progressive 
neurologic  changes.  Less  lethal  pain  syndromes, 
such  as  cervical  and  lumbar  intervertebral  disk 
protrusions,  the  scalenus  anticus  syndrome,  and 
peripheral  neuritis,  are  recognizable  to  those  alert 
to  their  possible  presence. 


Should  the  physician  feel  the  need  for  confirma- 
tion of  his  opinion,  he  can  get  the  assistance  of  a 
neurologist.  Even  the  specialist  must  confirm 
his  impressions  with  more  objective  tests  on 
many  occasions.  When  referring  the  patient  to 
the  neurologist,  the  physician  should  indicate 
whether  or  not  he  wishes  him  to  treat  the  patient. 
The  specialist  can  go  astray  in  either  direction. 
To  leave  the  point  indefinite  may  cause  the 
patient  to  remain  untreated  or  may  lead  to 
misunderstanding  between  the  physician  and 
the  consultant. 

Some  diseases  of  the  nervous  system  require 
surgical  therapy;  some  require  treatment  with 
special  apparatus  not  available  to  the  physician. 
The  majority  of  them,  however,  can  be  treated 
as  well  or  better  by  the  local  physician  than  by 
the  distant  specialist.  There  are  few  specific 
therapies  for  general  neurologic  diseases.  Dia- 
betic neuritis,  the  now  rare  central  nervous 
system  syphilis,  subacute  combined  degeneration 
of  the  spinal  cord  associated  with  pernicious 
anemia,  and  a few  others  are  treatable  by  specific 
medication  at  the  command  of  the  physician. 
Common  idiopathic  epilepsy  is  better  treated 
by  the  conscientious  general  practitioner  who 
can  see  the  patient  frequently,  adjust  the  drug 
dosage  as  required,  and  teach  the  patient  to  live 
with  his  handicap.  The  same  is  true  of  the 
degenerative  diseases  of  the  nervous  system,  such 
as  paralysis  agitans  and  amyotrophic  lateral 
sclerosis.  There  still  are  no  “miracle  drugs” 
for  these  disorders;  the  truly  effective  drugs 
are  listed  in  the  medical  texts  early.  The 
enthusiastic  reports  in  the  journals  of  the  effect 
of  this  new  drug  or  that  stem  from  the  enthusiasm 
of  the  reporter  and  teach  a lesson  in  therapeutics 
to  those  willing  to  learn.  The  personality  of  the 
physician  is  of  infinitely  more  influence  in  the 
lives  of  patients  suffering  degenerative  nervous 
system  diseases  than  are  the  ingredients  of  his 
prescriptions.  This  force  can  be  applied  by  the 
general  practitioner  as  effectively  as  by  the 
neurologist. 

Some  general  practitioners  are  constitutionally 
unadapted  to  treat  patients  with  chronic  disease 
effectively.  The  fact  should  be  recognized  and 
admitted.  If  he  cannot  or  will  not  undertake 
such  management,  the  physician  should  admit 
it  and  get  the  patient  into  the  care  of  someone 
who  will.  It  is  my  considered  impression,  how- 
ever. that  the  majority  of  physicians  are  unduly 
timid  in  the  management  of  nervous  system  dis- 
eases. I believe  they  are  as  competent  to  manage 
the  chronic  diseases  of  the  nervous  system  as 
they  are  to  manage  those  of  the  viscera.  With 
a little  attention  to  the  details  of  diagnosis  and 
therapy,  this  group  of  patients  would  receive 
earlier  and  better  care,  and  unnecessary  suffering 
and  disability  could  be  avoided. 
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A DIAGNOSIS  can  often  be  made  early  in  the 
course  of  heart  disease  by  proper  evaluation 
of  a single  symptom  or  sign  or  by  a single  well- 
placed  question.  Symptomatology  will  always 
retain  its  major  importance  in  medicine  because 
it  is  the  keystone  in  the  arch  of  diagnosis.  The 
symptoms,  to  quote  Sir  John  Parkinson,  “form 
the  first  contact  between  the  patient  and  the 
doctor.  It  is  the  voice  of  nature,  and  when  a 
patient  complains,  he  enters  our  world  and  we 
recognize  a human  need.”1  The  subjective 
sensations  of  cardiac  dyspnea  and  cardiac  pain 
may  be  the  earliest  and/or  the  only  manifestation 
of  heart  disease.  This  is  especially  evident  in 
coronary  artery  disease  where  physical  signs  and 
laboratory'  evidence  may  be  entirely'  lacking. 
In  these  instances  diagnostic  clues  are  usually 
made  available  by  well-placed  questions  con- 
cerning the  dyspnea  or  pain.  Physical  signs  of 
heart  disease,  when  present,  are  of  great  value 
because  of  their  objective  character.  In  this 
paper  we  are  concerned  with  several  of  the  more 
important  early  diagnostic  clues  found  by' 
physical  examination  exclusive  of  fluoroscopy 
and  x-rays.  The  detection  of  the  early  signs 
can  be  accomplished  by'  the  several  technics  de- 
scribed below. 

Palpation  of  the  Apical  Impulse 

The  cardiac  apical  impulse  is  a pulsatory  phe- 
nomenon and  represents  the  forward  impact  during 
systole  of  a small  segment  of  the  left  ventricular 
wall  against  the  thoracic  cage.  The  cardiac  im- 
pulse does  not  coincide  with  the  cardiac  apex 
(Fig.  1).  The  cardiac  apex  is  an  anatomic  term 
which  refers  to  the  blunt,  rounded  extremity  on 
the  inferior  left  corner  of  the  heart  formed  byr  the 
left  ventricle  or  the  ventricular  septum.  The 
apex  beat  is  usually  above  and  lateral  to  the 
cardiac  apex  and  for  practical  purposes  is  an  ac- 
curate indicator  of  the  left  border  of  the  heart. 

Palpation  of  the  apical  cardiac  impulse  as  a 
guide  to  the  position  of  the  left  border  of  the  heart 
is  a time-honored  procedure,  providing  the  im- 
pulse is  strictly  localized  and  is  a well-defined 
thrust.  When  the  latter  conditions  prevail,  an 
apex  beat  which  is  wider  than  2 cm.  and  is  force- 
ful and  resistant  to  pressure  indicates  left  ventric- 
ular hypertrophy,  even  though  the  thrust  is  not 
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displaced  laterally  or  downward.  Concentric 
hypertrophy  of  the  left  ventricle  may  be  diag- 
nosed by  this  sign  even  before  the  x-ray  shows 
enlargement.  Lateral  displacement  of  the  apex 
beat  is  also  indicative  of  left  ventricular  enlarge- 
ment, providing  extracardiac  factors  (to  be  men- 
tioned below)  and  right  ventricular  hypertrophy 
are  excluded.  The  diagnosis  of  left  ventricular 
hypertrophy  by  these  signs  immediately  narrows 
the  diagnostic  possibilities  to  those  conditions  in 
which  there  is  increased  work  of  the  left  ventricles. 

Several  difficulties  arise  with  the  technic  of 
palpation  of  the  apical  impulse: 

1.  There  is  a lack  of  agreement  concerning 
the  clinical  localization  of  the  apex  beat.  Many 
have  recommended  the  farthest  inferolateral 
point  of  the  maximum  pulsation.  My  preference 
is  the  central  point  of  the  maximal  impulse  be- 
cause it  is  easier  to  locate  with  certainty  and  for 
practical  purposes  is  a rather  accurate  indication 
of  the  site  of  the  left  border  of  the  heart  (Fig.  1). 

2.  Only  a certain  proportion  of  apex  beats, 
varying  from  24  to  98  per  cent  in  the  recorded 
literature,2  can  be  localized  by  palpation.  Obes- 
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Fig.  2.  Exploration  of  the  chest  wall  by  the 
stethoscope. 


Fig.  3.  Si,  S2,  and  S2  are  the  first,  second,  and 
third  heart  sounds,  respectively.  The  height  of 
each  rectangle  represents  the  intensity  of  the  heart 
sound;  the  width  of  the  rectangle,  the  duration  of 
the  sound.  At  a heart  rate  of  75  beats  per  minute 
systole  is  0.35  second,  and  diastole  is  0.45  second. 
The  time  intervals  in  seconds  of  the  subdivisions 
of  systole  and  diastole  are  also  depicted. 


ity,  a thick  chest  wall,  or  emphysema  may  con- 
ceal the  beat.  However,  Dressier ’s  technic*  of 
eliciting  the  apex  beat  will  increase  the  incidence 
of  palpable  apical  impulses.  The  open  right  hand 
is  placed  against  the  precordium  in  the  region  of 
the  apical  impulse.  Firm  pressure  is  applied 
when  the  impulse  is  not  readily  felt.  Localiza- 
tion of  the  apical  impulse  and  study  of  its  quality 
are  then  accomplished  by  pressing  with  the  tips 
of  the  second,  third,  and  fourth  fingers  into  the 
region  of  the  apical  impulse  as  revealed  by  the 
palpating  hand.  The  above  method  is  especially 
good  when  the  apex  beat  is  concealed  by  a rib. 

3.  The  apex  beat  normally  varies  in  location 
depending  upon  the  age,  sex,  habitus,  the  erect 
or  recumbent  position  of  examination,  respira- 
tion, and  position  of  the  diaphragm. 

4.  Abnormal  pulmonaiy  findings,  such  as 
right  pleural  effusion,  right  pneumothorax,  left- 
sided atelectasis,  will  also  displace  the  apical 
impulse  to  the  left.  Also,  the  role  of  scoliosis  and 
depressed  sternum  must  always  be  considered  in 
a displaced  apical  beat.  For  example,  scoliosis 
to  the  right  causes  a displacement  of  the  cardiac 
impulse  to  the  left.  Extracardiac  factors  as  the 
cause  of  a lateral  displaced  apex  must  be  ruled 
out,  especially  if  the  impulse  is  not  strong  or 
heaving. 

5.  The  apical  impulse  of  the  hyperkinetic 
heart,  as  in  hyperth5Toidism,  neurocirculatory 
asthenia,  and  anemia,  may  present  a confusing 
picture  because  of  the  diffuse  impact  of  the  over- 
active  heart  against  the  chest  wall.  However,  the 
beat  is  not  localized  or  heaving  as  in  left  ventricu- 
lar hypertrophy. 

Although  these  difficulties  exist  in  evaluating 
the  apical  impulse,  the  isolation  and  study  of  the 
impulse  is  rewarding.  It  may  be  the  one  sign 
and  clue  to  a cardiac  diagnosis. 

Isolation  of  the  Heart  Sounds 

Earlv  diagnostic  clues  are  found  in  careful 


auscultation  of  the  heart  sounds.  Each  of  the 
heart  sounds  must  be  isolated  as  a single  event 
and  studied  independently  of  other  acoustic 
findings.  A good  plan  is  to  select  an  area  of  the 
precordium  where  the  sounds  are  distinct,  usually 
the  left  parasternal  area  in  the  vicinity  of  the 
fourth  intercostal  space  (Fig.  2).  Four  events 
should  be  studied  singly:  the  first  heart  sound, 
the  second  heart  sound,  the  interval  between  the 
first  and  second  sound  (systole),  and  the  interval 
between  the  second  and  first  sound  (diastole). 
Having  isolated  the  four  events,  the  physician 
then  moves  the  stethoscope  radially  to  the  classic 
four  valvular  areas  and  to  the  neck,  axilla,  back, 
or  elsewhere  as  dictated  by  the  acoustic  findings. 
Changing  the  position  of  the  patient  from  the  re- 
cumbent to  the  upright  and  to  the  left  lateral 
position  will  also  be  practiced  depending  on  the 
clues  obtained  from  the  above.  In  this  man- 
ner the  quality  of  the  heart  sounds,  gallop  rhythm, 
split  heart  sounds,  the  opening  snap  of  mitral 
stenosis,  murmurs  and  their  time  in  the  cycle, 
and  arrhythmias  can  be  more  readily  appreciated. 
A helpful  aid  is  the  mental  and  visual  construc- 
tion of  quantitative  symbols  to  represent  the 
phases  of  the  heart  cycle  (Fig.  3).  It  is  also 
important  to  divide  the  diastolic  interval  into 
three  periods:  (1)  early  diastole  or  the  period  be- 
tween the  closing  of  the  semilunar  valves  and  the 
opening  of  the  aurieuloventricular  valves,  (2) 
mid-diastole  or  the  period  when  blood  is  rushing 
from  the  dammed-up  auricle  into  the  relaxed 
ventricles  to  be  followed  by  a variable  period  of 
diastasis,  and  (3)  late  diastole  or  presystole  which 
coincides  with  auricular  contraction.  With  the 
above  technics  early  diagnostic  clues  are  found  as 
follows: 

The  First  Heart  Sound  at  the  Apex 

1.  The  Accentuated  Snapping  First  Apical 
Heart  Sound  Found  in  Mitral  Stenosis  (Fig.  4)- — 
This  may  be  the  earliest  clue  to  the  diagnosis 
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Snoppirt^  Accentuated  M1 


Pr-es'fstolic  Mmr^ur  witU 
Accentuated  n1 


3i-aitolic  and 
PreS^itdic  Murmur. 
M1  Accentuated. 


Auricula^  Rbrillati on 
uiHU  Accentuated  P^and 
absent  "Presy  stol*  r*Wn*u< 


Fig.  4.  Accentuated  snapping  M1  of  mitral 
stenosis.  Diagrammatic  representations  of  the 
accentuated  first  heart  sound  in  mitral  stenosis  and 
variations  in  the  murmur  of  mitral  stenosis. 


and  should  alert  the  examiner  to  listen  for  the 
telltale  presystolic  or  early  mid-diastolic  murmur 
which  may  be  heard  on  occasion  only  in  the  left 
lateral  position  or  in  the  latter  position  after 
exercise.  The  finding  of  the  diastolic  murmur  in 
the  presence  of  an  accentuated  first  heart  sound 
will  establish  a diagnosis,  even  when  all  other 
elaborate  and  expensive  examinations  are  nega- 
tive. Interestingly,  the  accentuated  snapping 
first  heart  sound  is  heard  in  the  presence  of  auric- 
ular fibrillation.  Since  the  latter  arrhythmia 
causes  a disappearance  of  the  presystolic  mur- 
mur (Fig.  4)  and  infrequently  of  the  entire 
diastolic  murmur,  the  presence  of  the  accen- 
tuated first  heart  sound  may  be  the  only  clue  to 
the  diagnosis  of  mitral  stenosis.  An  accentuated 
first  heart  sound  is  not  always  due  to  mitral 
stenosis.  Hyperthyroidism,  anemia,  fever,  tach- 
ycardia, and  a short  P-R  interval  also  produce 
accentuated  first  heart  sounds  and  must  be  ex- 
cluded in  the  differential  diagnosis. 

2.  Decreased  Intensity  of  the  First  Apical 
Heart  Sound  with  a Normal  Second  Sound. — This 
acoustic  finding  is  not  an  indication  of  myocardial 
weakness,  as  is  often  thought.  If  the  myocar- 
dium is  weakened  as  in  a myocardial  infarction  and 
if  the  heart  sounds  are  impaired,  both  sounds  are 
diminished.  The  first  heart  sound  is  due  almost 
entirely  to  the  closure  of  the  auriculoventricular 
valves.4  The  intensity  of  the  first  heart  sound 
not  only  depends  upon  the  rapidity  of  the  closing  of 
the  valves  but  also  upon  the  position  of  the  valves 
at  the  time  of  closing.  For  example,  when  the 
P-R  interval  is  prolonged,  the  auriculoventricular 
valves  have  time  to  float  to  a high  level  and  be- 
come taut.  Under  these  circumstances  the 
range  of  excursion  of  the  valve  leaflets  at  the 
time  of  closing  is  short  with  a consequent  produc- 
tion of  a soft  first  heart  sound  (Fig.  5).  A 


Fig.  5.  {Top)  Diminished  Ml  (may  be  function 
of  the  P-R  interval).  Prolonged  P-R  interval  = 
diminished  first  heart  sound. 

{Bottom)  Position  of  auriculoventricular  valves 
and  range  of  excursion  (arrows)  prior  to  closing: 
{left)  normal;  {right)  prolonged  P-R  interval. 

comparison  can  be  made  to  the  soft  sound  pro- 
duced by  striking  the  palms  of  both  hands  at  a 
very  close  range.  In  contrast,  when  the  P-R 
interval  is  short,  the  valve  is  deep  in  the  ventricu- 
lar cavity  and  relaxed  at  the  onset  of  ventricular 
systole.  The  range  of  excursion  is  now  increased 
at  the  time  of  closure  of  the  valve  with  the  pro- 
duction of  a loud  sound,  i.e.,  similar  to  the  loud 
sound  when  applauding  vigorously  (Fig.  6). 
When  this  time  relationship  between  the  auricles 
and  ventricles  is  appreciated,  a diminished 
first  heart  sound  may  be  the  earliest  clue  to 
a first-stage  heart  block.  Likewise,  a P-R  inter- 
val wrhich  varies  will  produce  variations  in  the 
intensity  of  the  first  heart  sound,  i.e.,  Wencke- 
bach phenomenon  or  complete  heart  block  (Figs. 
7 and  8).  An  early  clue  to  the  above  diagnoses 
is  then  available  by  simple  auscultation. 

The  Second  Sound 

1.  Accentuated  Basal  Second  Sounds. — Except 
for  the  tambour,  or  drumlike  aortic  second  sound 
of  luetic  aortitis  and  the  accentuated  aortic 
sound  of  hypertension,  early  diagnostic  clues  are 
not  evident  in  accentuated  second  sounds  at  the 
base.  More  significant  is  the  relationship  in  in- 
tensity between  the  second  aortic  and  second 
pulmonic  sounds.  When  P2  is  markedly  ac- 
centuated and  greater  than  A2  and  the  increased 
intensity  is  not  due  to  the  youth  or  to  the  hy- 
posthenic  habitus  of  the  patient,  an  increase  in 
the  pulmonary  pressure  may  be  postulated. 
The  cause  of  the  pulmonary  hypertension,  in 
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Fig.  6.  (Top)  Accentuated  M1  due  to  a short 
P-R  interval.  (Bottom)  Position  of  auriculoventric- 
ular  valves  and  range  of  excursion  (arrows)  prior  to 
closing:  (left)  normal;  (right)  short  P = R interval. 

turn,  may  be  a failing  left  ventricle,  mitral  steno- 
sis, cor  pulmonale,  or  the  left-to-right  shunt. 

2.  Diminished  Basal  Second  Sounds. — When  a 
diminished  or  absent  A2  or  P2  is  heard  over  the 
aortic  or  pulmonic  areas,  an  immediate  search 
should  be  made  for  the  other  signs  of  aortic  or 
pulmonic  stenosis,  namely,  the  basal  systolic 
thrill  and  basal  systolic  murmur.  The  most 
subtle  sign  is  the  detection  of  the  faint  systolic 
thrill  which  requires  delicate  and  soft  palpation, 
usually  with  the  patient  in  the  upright  position 
and  bent  forward  and  with  the  chest  in  forced 
expiration  (similar  to  the  technic  employed  in  the 
hearing  of  the  early  diastolic  murmur  of  aortic 
insufficiency).  The  above  signs  are  not  in- 
variably present  in  aortic  stenosis,  and  on  oc- 
casion the  latter  may  be  disclosed  only  by  a 
calcification  seen  by  x-ray  or  fluoroscopy. 

Extra  Heart  Sounds 

Up  to  this  point  we  have  been  concerned  with 
variations  in  the  first  and  second  heart  sounds. 
We  will  now  evaluate  the  diagnostic  clues  in  the 
extra  heart  sounds,  i.e , gallop  rhythm  and  the 
opening  snap  of  mitral  stenosis. 

1.  Gallop  Rhythm. — The  gallop  rhythm  mat’ 
be  defined  as  an  extra  heart  sound,  usually  with  a 
canter  quality  heard  in  systole  or  diastole.  The 
systolic  gallop  (actually  a systolic  click)  is  of  no 
clinical  importance  and  is  included  only  for  the 
purpose  of  differentiating  it  from  the  very  sig- 
nificant diastolic  gallop  which  is  evidence  of 
ventricular  failure.  This  is  accomplished  by  the 
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Fig.  7.  Wenckebach  phenomenon.  Note  the 
increased  intensity  of  the  first  heart  sound  when 
the  P-R  interval  is  short. 


Fig.  8.  Complete  heart  block.  Note  the  in- 
creased intensity  of  the  first  heart  sound  when  the 
P-R  interval  is  short. 


isolation  of  heart  sound  technic  described  J 
above.  The  latter  technic  also  helps  in  dif-  j 
ferentiating  a splitting  of  the  first  or  second 
heart  sound  with  which  a gallop  is  frequently  con- 
fused. There  is  an  acoustic  bridging  between  the 
split  sound,  whereas  in  gallop  rhythm  the  extra 
sound  is  a distinct  entity.  The  canter  quality,  ■ 
which  is  frequently  a distinguishing  feature,  is  ] 
only  a function  of  the  fast  rate  and,  as  such,  is  j 
absent  when  the  heart  rate  is  slow.  An  increase  i 
in  the  heart  rate  by  exercise  may  bring  out  the  i 
canter  quality.  Although  many  attempts  are  , 
made  to  distinguish  an  early  diastolic  (protodias- 
tolic) and  late  diastolic  (presystolic)  gallop,  such 
efforts  may  be  most  difficult,  especially  when  the 
heart  rate  is  very  rapid.  It  is  more  important 
to  recognize  the  diastolic  component  of  the  extra 
sound. 

The  extra  soimd  in  diastolic  gallop  rhythm  is 
thought  to  be  an  accentuation  of  the  dynamics 
which  produce  the  normal  third  or  fourth  heart 
sound.  The  third  heart  sound  may  on  occasion 
be  heard  in  young  normal  people  with  a slow 
heart  rate.  When  there  is  an  increased  pressure 
in  the  left  or  right  auricle  in  left  or  right  ventric-  , 
ular  failure,  the  increased  velocity  of  blood  flow 
from  the  auricle  to  the  ventricle  during  early 
mid-diastole  produces  an  audible  third  heart 
sound.  Likewise,  the  increased  forceful  contrac- 
tion of  the  auricle  in  presystole  will  bring  out  the 
fourth  heart  sound.  Either  mechanism  or  both 
operate  in  the  production  of  the  extra  sound. 

The  diastolic  gallop  rhythm  should  be  diligently 
sought  when  there  is  any  subjective  evidence  of 
impending  failure.  It  may  be  the  only  early 
objective  clue  in  recognizing  and  thereby 
promptly  treating  earl}'  congestive  heart  failure. 

2.  Opening  Snap  of  Mitral  Stenosis. — In  the 
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process  of  isolating  the  heart  sounds,  one  may 
hear  an  extra  heart  sound,  snapping  in  quality, 
and  distinctly  following  the  second  heart  sound 
rather  than  merging  with  it  as  in  a split  second 
sound.  The  snapping  extra  heart  sound  heard 
early  in  diastole  may  be  found  at  all  points  of  the 
precordium  but  more  especially  above  and  a little 
internal  to  the  left  nipple  or  in  the  left  fourth  in- 
tercostal space  near  the  sternum.  There  is  no 
element  of  the  three-beat  character  resembling 
the  hoofbeats  of  a galloping  horse.  When  these 
characteristics  are  not  heard,  one  may  suspect 
that  the  extra  sound  can  be  due  to  the  opening 
snap  of  the  stiff  valve  in  mitral  stenosis.  Careful 
search  for  a presystolic  rumbling  murmur  in  the 
left  lateral  position  or  a soft  diastolic  murmur 
following  the  snapping  sound  (in  mid-diastole) 
may  reveal  the  diagnosis  of  mitral  stenosis.  On 
occasion  the  opening  snap  may  be  the  only  iso- 
lated clue  to  mitral  stenosis.  Auricular  fibrilla- 
tion, which  causes  the  loss  of  the  presystolic 
murmur  in  mitral  stenosis,  does  not  cause  the 
disappearance  of  the  opening  snap. 

Diastolic  Murmurs 

The  methods  of  eliciting  the  early'  diastolic 
murmurs  of  mitral  stenosis  and  aortic  insuffi- 
ciency have  already  been  discussed  in  the  section 
on  the  isolation  of  the  heart  sounds.  Diastolic 
murmurs  are  evidence  of  heart  disease  and  may 
precede  all  other  signs  or  symptoms.  The 
acoustic  nature  of  the  murmurs  may  require  the 
use  of  the  diaphragm  type  of  stethoscope  for  the 
aortic  diastolic  murmur  and  the  bell  type  for 
mitral  murmurs.  The  change  of  position  and 
exercise  are  important  adjuvants  in  the  technics 
of  examination. 

Systolic  Murmurs 

Systolic  murmurs  are  frequently  the  earliest 
clue  in  the  diagnosis  of  heart  disease,  for  example, 
in  early  organic  mitral  insufficiency,  aortic  steno- 
sis, and  many  of  the  congenital  heart  lesions. 
Failure  to  detect  a murmur  would  almost  cer- 
tainly exclude  bacterial  endocarditis.  It  is  equally 
true  that  many  of  the  systolic  murmurs,  es- 
pecially those  at  the  pulmonic  area,  are  not  in- 
dications of  intrinsic  valvular  disease  or  congeni- 
tal defects.  The  approach  in  the  differentiation 
of  these  murmurs  (following  the  teachings  of 
Levine5)  is  as  follows: 

1.  Classify  the  murmurs  according  to  inten- 
sity from  grade  I to  VI.  A grade  I murmur  is 
extremely  faint  and  is  heard  only  after  a few 
seconds  of  auscultation;  a grade  II  murmur  is 
the  softest  murmur  that  is  heard  immediately'; 
a grade  III  murmur  is  an  intermediate  one;  a 
grade  IV  murmur  is  loud ; a grade  V murmur  is  a 
very  loud  murmur;  and  a grade  VI  is  the  loudest 


murmur  which  can  be  heard  with  the  stethoscope 
removed  from  the  chest  wall.  A murmur  of 
grade  III  intensity  or  louder  would  favor  an 
organic  lesion,  providing  the  factors  listed  below 
are  considered. 

2.  Consider  the  thickness  of  the  chest  wall, 
the  position  of  the  patient,  the  phase  of  respira- 
tion, and  the  location  of  maximum  intensity  in 
evaluating  the  significance  of  the  intensity'  of  the 
murmur.  For  example,  systolic  murmurs  over 
the  pulmonic  area  in  the  .voung  and  in  thin  in- 
dividuals are  most  often  functional. 

3.  Develop  an  awareness  that  noncardiac 
conditions  such  as  fever,  anemia,  tachycardia, 
nervousness,  hyperthyroidism,  and  exercise  pro- 
duce systolic  murmurs.  The  mechanism  is 
probably  an  increased  velocity  of  blood  flow 
during  the  systolic  phase.  This  same  mechanism 
will  also  produce  a basal  systolic  murmur  in 
hypertension  or  aortic  insufficiency  without  im- 
plying an  underlying  aortic  stenosis.  Likewise, 
a dilated  heart  or  a dilated  ascending  aorta  can 
produce  systolic  murmurs  at  the  apex  or  base 
without  underlying  valvular  defects. 

4.  Depend  fully  on  other  clinical  features  of 
the  case  for  a proper  interpretation  of  the  murmur, 
i.e.,  a history  of  acute  rheumatic  fever,  sy'stolic 
thrills,  enlarged  heart. 

When  these  factors  are  considered,  the  sy'stolic 
murmur  will  then  assume  its  proportionate  place 
in  assessing  organic  disease  of  the  heart. 

Detection  of  Pulsus  Alternans 

The  detection  of  pulsus  alternans,  a regular 
rhythm  with  an  alternating  strong  and  weak 
beat,  is  another  sign  that  may  be  the  first  mani- 
festation of  left  ventricular  failure.  Although  it 
may  be  recognized  by  palpation  of  the  radial 
pulse,  it  is  more  readily  obtained  during  the  re- 
cording of  the  blood  pressure.  The  regular 
alternating  strong  and  w'eak  sound  may  be 
heard  at  the  systolic  level  or  5 to  10  mm.  below 
the  systolic  level.  At  each  of  the  above  levels, 
the  pressure  should  be  maintained  for  a few 
seconds  to  allow  time  for  auscultation  of  the 
sounds.  Pulsus  alternans  is  heard  only  when  the 
rhythm  is  regular  or  rapid  and  regular  (as  in 
paroxysmal  tachycardia) . Pulsus  alternans  must 
not  be  confused  with  pulsus  bigemini  where  each 
premature  beat  may  be  weak  or  with  the  para- 
doxic pulse  wrhere  the  beat  becomes  weaker  during 
inspiration. 

Comment 

The  signs  described,  and  others  which  were  not 
discussed  in  this  paper,  can  be  classified  into  two 
categories:  (1)  diagnostic  signs  of  heart  disease 
and  (2)  suggestive  signs  of  heart  disease. 

The  diagnostic  signs  of  heart  disease  are  as 
follows: 
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1.  Enlargement  of  the  heart  and/or  abnormal 
contours  of  the  heart. 

2.  Diastolic  gallop  rhythm. 

3.  Diastolic  murmurs. 

4.  Chronic  auricular  fibrillation,  flutter,  and 
ventricular  tachycardia. 

5.  Precordial  thrills,  especially  basal  or  along 
left  sternal  border. 

6.  Precordial  friction  rub. 

7.  Pulsus  alternans. 

The  suggestive  signs  of  heart  disease  are  as 
follows: 

1.  Change  in  the  character  of  the  first  or 
second  heart  sound. 

2.  Systolic  murmurs,  grade  III  or  higher. 

3.  Signs  usually  associated  with  congestive 
heart  failure,  i.e.,  dilated  neck  veins,  congestive 
signs  in  the  lungs,  hydrothorax  unilateral  or  bi- 
lateral, enlarged  liver,  ascites,  and  peripheral 
edema. 

4.  Clubbing  of  fingers. 

5.  Cyanosis. 


6.  Embolic  phenomena. 

The  finding  of  a sign  or  signs  in  the  diagnostic 
group  usually  indicates  heart  disease.  Excep- 
tions are  occasionally  present  in  the  arrhythmias. 
The  signs  in  the  second  group,  although  sugges- 
tive of  heart  disease,  require  corroboration  from 
the  clinical  history,  x-ray,  or  other  associated 
signs  and  symptoms. 

In  conclusion,  to  quote  Paul  D.  White,  “The 
examiner  must  everlastingly  use  his  eyes  and 
fingers,  his  ears  and  his  brain,  in  searching  for 
these  simple  but  important  cardiovascular 
diagnostic  clues.’’6 

50  East  72nd  Street 
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INSURANCE  COMPANY  SEEKS  TO  REDUCE  ACCIDENTS  AMONG  CHILDREN 


For  several  years,  the  Metropolitan  Life  Insurance 
Company  has  cooperated  with  the  American  Medi- 
cal Association,  the  American  Academy  of  Pediatrics, 
and  the  National  Safety  Council  in  a campaign  to 
cut  down  the  yearly  toll  of  fatal  accidents  among 
children. 

“The  physician,  and  particularly  the  pediatrician, 
is  playing  an  important  role  in  the  child  safety  pro- 
gram,” those  concerned  with  the  company’s  health 
and  welfare  activities  note.  “As  a family  counselor, 
the  physician  has  the  opportunity-  to  advise  on  acci- 
dent prevention.  He  is  familiar  with  the  child’s 
growth  and  development,  and  can,  therefore,  en- 
lighten parents  on  hazards  against  which  reasonable 
precautions  should  be  taken.” 

A great  majority  of  the  5,500  fatal  accidents  to 
young  children  yearly  in  the  United  States  and 
Canada  could  be  averted  if  parents  and  others  were 
more  vigilant  in  watching  over  them,  the  experience 
of  the  Metropolitan  Life  Insurance  Company  indi- 
cates. This  was  shown  through  a study  of  the  cir- 
cumstances of  such  accidents  to  children  insured  with 
the  company.  F atal  accidents  currently  account  for 
one  fourth  of  all  deaths  among  children  at  ages  one 
to  four  in  the  two  countries,  according  to  the  Metro- 
politan’s statisticians,  and  take  a far  higher  toll 


than  any  other  cause  of  death. 

Motor  Vehicle  accidents  were  the  leading  cause  of 
fatal  injury,  accounting  for  more  than  a third  of  the 
total.  Conflagrations  and  burns  by  other  means 
ranked  second  in  frequency  as  a cause  of  fatal  acci- 
dents. Drownings,  falls,  and  the  swallowing  of 
poisons  each  accounted  for  a significant  propor- 
tion of  the  fatalities  in  the  insurance  experience. 

Exhibits  setting  forth  the  physician’s  part  in 
child  accident  prevention  were  prepared  by  the 
Metropolitan  for  display  at  the  American  Medical 
Association  at  its  annual  session  in  New  York  City 
and  at  the  annual  meeting  of  the  Canadian  Medical 
Association  in  Winnipeg. 

A key  activity  of  the  insurance  company’s  con- 
tinuing child  safety  campaign  was  the  preparation, 
in  association  with  the  committee  on  accident  pre- 
vention of  the  American  Academy  of  Pediatrics,  of  a 
booklet  titled,  A Formula  for  Child  Safety.  The 
booklet  discusses  the  typical  development  and 
behavior  of  preschool  children,  identifies  safety 
hazards  in  and  about  the  home,  and  suggests  pre- 
cautions to  avert  accidents. 

Copies  are  distributed  to  parents  and  others,  with- 
out charge,  by  the  company’s  representatives  and 
at  its  offices. 


THE  VALUE  OF  A COD  LIVER  OIL  OINTMENT  AND  COD  LIVER  OIL 
LOTION  IN  THE  TREATMENT  OF  DERMATOSES 


Harold  G.  Grayzel,  M.D.,  Caryl  B.  Heimer,  M.D.,  and  Ruth  W.  Grayzel, 
Brooklyn,  New  York 

( From  the  Department  of  Pediatrics,  Jewish  Hospital  of  Brooklyn) 


MODERN  dermatologists  are  becoming  more 
interested  in  nutritional,  metabolic,  and 
allergic  factors  that  operate  in  the  production 
of  skin  disorders.  They  realize  that  most 
dermatitides  are  the  result  of  biochemical  and 
physiologic  dysfunction  and  that  even  where 
local  conditions  lead  to  skin  manifestations  it  is 
probably  the  consequence  of  local  disturbance  or 
interference  with  the  normal  metabolism  of  the 
skin  in  that  area.  Vitamins,  as  vital  catalysts, 
play  specific  roles  in  the  reactions  involved  in  the 
normal  or  abnormal  physiology  of  skin  tissue. 
Vitamins  A and  D,  particularly  the  former,  have 
been  shown  to  play  an  important  role  in  many 
pathologic  cutaneous  conditions.1-2  Vitamins 
A and  D have  been  given  internally  and  applied 
externally  with  benefit  to  many  unrelated  con- 
ditions.1-8 However,  more  active  experimental 
and  clinical  studies  in  this  field  are  necessary  for 
further  clarification. 

Another  realization  on  the  part  of  modern 
dermatologists  is  that  adequate  local  treatment 
should  be  confined  to  safe,  harmless,  nonirritating, 
and  nonsensitizing  specific  or  general  local  agents. 
“Overtreatment  dermatitis”  and  dermal  reactions 
due  to  hypersensitivity  must  be  avoided  if 
possible. 

The  need  for  a safe  topical  ointment  and  lotion 
which  will  be  effective  in  many  diverse  dermato- 
logic conditions  is  recognized  by  all.  Incorpora- 
tion of  one  or  more  metabolic  agents,  such  as 
vitamins  A and  D,  into  a desirable  topical 
preparation  may  enhance  the  local  therapeutic 
action  of  such  a product.  A clinical  study  cover- 
ing a period  of  three  years  was  undertaken  with 
the  above  considerations  in  mind.  Our  experi- 
ence with  the  use  of  cod  liver  oil  ointment  in  new- 
borns was  reported  recently.9 

The  present  investigation  concerns  itself  with 
the  local  effects  of  cod  liver  oil  ointment  and 
lotion  in  four  general  groups  of  dermatologic 
conditions.  In  a period  of  three  years,  infants, 
children,  and  adults  showing  dermatologic  con- 
ditions on  the  wards  and  outpatient  department 
of  two  hospitals  and  in  private  practice  were 
treated  with  the  cod  liver  oil  ointment  or  cod  liver 
oil  lotion  containing  l1/*  per  cent  liquor  carbonis 


This  investigation  was  aided  by  a grant  from  the  Desitin 
Chemical  Company,  Providence,  Rhode  Island.  The  cod 
liver  oil  ointment  and  cod  liver  oil  lotion  used  in  the  study 
were  Desitin  ointment  and  Desitin  lotion,  respectively. 


detergens.  None  of  the  cases  treated  was 
admitted  primarily  because  of  such  a condition. 
None  had  had  prior  local  treatment.  A total  of 
295  infants  and  children  and  56  adults  was 
studied. 

Contact  Dermatitis 

The  first  group  consisted  of  infants  and  children 
(ranging  in  age  from  two  weeks  to  ten  years)  who 
had  a variety  of  significant  contact  dermatitis. 
Mild  cases  were  excluded.  In  this  group  we  had 
three  common  and  distinct  varieties  of  derma- 
toses. The  first  type  consisted  of  patients  who 
showed  an  extensive  and  significant  eruption  over 
the  lower  abdomen,  buttocks,  and  thighs  and 
some  localized  excoriations  of  knees,  elbows,  and 
cheeks  as  a result  of  repeated  and  continuous 
contact  with  external  irritants  such  as  diarrheal 
stools,  soaked  diapers  or  ammoniacal  urine,  or 
dry  or  soaked  bedsheets,  etc.  These  children 
displayed  a variety  of  local  skin  reactions,  ranging 
from  intense  edema  to  erythema,  excoriation, 
blistering  and  Assuring  of  the  skin,  and  dry 
dermal  thickening.  Papular  and  vesicular 
lesions,  as  well  as  bacterial  or  fungoid  infections, 
were  commonly  present. 

Significant  intertrigo  (chafing)  was  a second 
variety.  These  infants  and  young  children  dis- 
played on  opposing  surfaces  intense  erythema, 
abrasion,  maceration,  desquamation,  and  super- 
ficial Assuring. 

The  third  group  consisted  of  children  and 
adults  who  had  other  forms  of  contact  dermatitis 
(exclusive  of  dermatitis  venanata).  The  possible 
external  irritants  were  so  numerous  that  it  is  im- 
practical to  mention  them. 

All  the  cases  of  the  first  group  were  treated 
daily  with  the  cod  liver  oil  ointment,  and  wher- 
ever indicated,  other  measures  were  taken  as  well, 
e.g.,  correction  of  diarrhea,  removal  of  excitant 
exogenic  factor,  etc.  However,  in  order  to  define 
more  sharply  the  effect  of  the  local  application 
from  that  of  the  removal  of  the  exogenic  factor, 
no  result  was  considered  good  or  fair  which  did 
not  give  immediate  favorable  response  within 
twenty-four  hours  and  the  maximum  effect  with- 
in forty-eight  hours.  Such  time  effects  were  not 
noted  with  other  preparations  such  as  Lassar’s 
paste,  Fuller’s  earth,  petrolatum,  etc.  Further- 
more, the  external  irritants  continued  to  operate 
during  the  first  few  days  of  treatment. 
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TABLE  I. — Contact  Dermatitis 


Age 

Degree  of 
Involvement 

Number 

of 

Patients 

- U nchanged . 

Number  Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

> Moderate 

112 

81 

72.32 

29 

25 . 89 

2 

1.78 

Under  one  year 

■<  Severe 

41 

30 

73.16 

7 

17.07 

4 

9.75 

1 Total 

153 

111 

72.54 

36 

23.52 

6 

3 92 

i Moderate 

26 

22 

84  61 

4 

15.38 

0 

0 

One  to  two  years 

< Severe 

11 

8 

72  72 

2 

18.18 

1 

9.09 

1 Total 

37 

30 

81.08 

6 

16  21 

1 

2.70 

^ Moderate 

13 

12 

92  30 

1 

7.69 

0 

0 

Two  to  five  years 

< Severe 

4 

3 

75.00 

1 

25.0 

0 

0 

1 Total 

17 

15 

88.23 

2 

11  76 

0 

0 

Over  five  years 

Moderate 

8 

8 

100.00 

0 

0 

0 

0 

Total 

215 

164 

76.27 

44 

20  46 

7 

3.25 

* The  results  designated  as  “good”  or  "fair”  were  obtained  within  forty-eight  hours.  All  those  that  did  not  respond  within 
this  short  period  were  considered  unchanged. 


TABLE  II. — Stasis  Dermatitis  with  or  Without  Ulcers 
(Lower  Extremities) 


Type  of 
Lesion 

Number 

of 

Patients 

Good 

Fair 

Unimproved 

Stasis  derma- 
titis 

5 

4 (80%) 

1 (20%) 

0 

Stasis  derma- 
tatis  with 
ulcers 
(chronic 
leg  ulcers) 

17 

6 (35%) 

5 (29.4%) 

6 (35%) 

Varicose  leg 
dermatitis 
with  ulcers 

24 

8(33%) 

4 (16.6%) 

12(50%) 

Decubitus 

ulcers 

8 

4 (50%) 

2(25%) 

2(25%) 

Total 

54 

22  (40.7%) 

12  (22.2%) 

20  (37%) 

The  results  are  summarized  in  Table  I.  The 
table  stresses  age  and  severity  of  the  lesion  be- 
cause these  factors  were  found  to  be  more 
important  considerations  in  evaluating  the 
results.  Tli ere  was  a total  of  215  infants  and 
children.  In  164  cases  (76  per  cent)  the  re- 
sponse was  good;  in  44  patients  (21  per  cent)  it 
was  fair;  and  in  only  seven  individuals  (3  per 
cent)  was  there  no  effect  of  the  topical  application 
of  the  cod  liver  oil  ointment.  “Good”  designates 
a return  of  the  condition  of  the  skin  to  practically 
a normal  state.  “Fair”  indicates  a significant 
amelioration  of  the  local  skin  reaction.  If  we 
examine  the  results  according  to  the  age  groups, 
we  note  a progressive  increase  in  the  number  and 
percentage  of  good  and  fair  responses  and  corre- 
sponding decrease  in  unfavorable  responses  as  the 
children  become  older. 

Stasis  Dermatitis  and  Ulcers  and 
Decubitus  Ulcers 

The  second  group  consisted  of  adults  with 
dermatitis  with  or  without  ulcers,  secondary  to  a 
circulatory  disturbance  (Table  II). 

Each  of  54  patients  was  followed  over  average 
periods  of  four  months.  Each  patient  was  seen 
at  intervals  of  not  greater  than  two  weeks  until 
the  lesion  was  healed.  At  first  examination 
patients  were  instructed  as  to  the  use  of  the 
ointment  locally  and  given  a sufficient  supply  to 
last  until  the  following  visit.  Patients  were  in- 


structed to  change  dressings  once  daily,  to  keep 
the  involved  leg  elevated  as  much  as  possible, 
and  to  wear  an  elastic  stocking  or  ace  bandage. 
It  is  often  stated  that  the  elastic  stockings  and 
bandages  are  not  well  tolerated  by  patients  who 
have  an  accompanying  eczematoid  lesion.  How- 
ever, if  the  area  is  dressed  with  a cod  liver  oil 
ointment  covered  by  a light  gauze  pad  and  band- 
age before  the  elastic  is  applied,  then  no  ill  effects 
are  suffered,  and  there  is  no  recurrence  of  the 
dermatitis.  During  each  change  of  dressing  we 
watched  carefully  for  any  signs  of  sensitivity  or 
any  form  of  intolerance. 

The  dermatoses  resulting  from  circulatory  in- 
adequacy fell  chiefly  into  two  groups.  One 
group  incorporated  all  cases  of  circulatory  dis- 
orders exclusive  of  varicose  dermatitis  and  ulcer. 
Here  we  were  dealing  with  either  arterial  or 
venous  insufficiency  not  due  to  varicose  veins. 
The  second  group  consisted  of  patients  with 
varicosity.  They  all  had  ulcers  in  addition  to 
their  dermatitis.  They  manifested  hypostatic 
edema  with  or  without  eczema  or  discoloration 
or  both.  Others  showed  ulcers  with  surrounding 
skin  involvement  of  varying  dimensions.  Here, 
too,  were  some  cases  with  eczematoid  dermatitis. 
A small  group  of  eight  patients  with  decubitus 
ulcers  (bed  sore,  pressure  sore,  and  trophic  ulcer) 
were  included. 

In  addition  to  the  local  treatment  with  cod  liver 
oil  ointment  and  the  application  of  a suitable 
pressure  pad  to  the  ulcer  and  support  by  elastic 
bandage  or  stocking,  other  forms  of  treatment 
were  kept  to  a minimum.  Penicillin  was  used  in 
seven  cases.  Four  cases  had  thrombophlebitis, 
one  case  lymphangitis,  one  cellulitis,  and  one 
erysipelas.  Priscoline  was  used  in  two  cases.  In 
one  there  was  definite  evidence  of  vasomotor 
instability.  Spasm  and  coldness  of  the  lower 
extremities  were  improved  when  spinal  anesthesia 
was  used.  Six  diabetic  patients  received  insulin 
for  the  control  of  their  diabetic  state. 

Ulcers  were  located  usually  on  the  lower  one 
third  of  the  leg.  In  one  instance  the  lesion 
occurred  on  the  foot,  and  in  two  cases  it  extended 
almost  up  to  the  knee. 
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TABLE  III. — Neubodermatitis 


Cod  Liver  Oil  Lotion  with  1 l/s  % 

Cod  Liver  Oil  Ointment . Cod  Liver  Oil  Lotion . Liquor  Carbonis  Detergens — - 


Neurodermatitis 

Improved 

Unchanged 

Improved 

Unchanged 

Improved 

Unchanged 

Localized 

Mild 

6 

1 

5 

1 

6 

Moderately  severe 

6 

2 

5 

2 

7 

i 

Severe 

1 

2 

2 

1 

2 

1 

Generalized 

Mild 

1 

1 

i 

1 

Moderately  severe 

1 

1 

1 

2 

2 

Severe 

1 

1 

1 

Total 

15 

8 

13 

6 

19 

4 

In  two  thirds  of  the  cases,  the  ulcer  was  soli- 
tary and  well  circumscribed.  In  one  third  of  the 
cases  there  were  numerous  superficial  ulcers 
scattered  throughout  or  almost  coinciding  with 
the  area  of  stasis  dermatitis. 

The  patients  varied  in  age  from  forty-four  to 
seventy-two  years. 

The  results  are  recorded  in  Table  II.  Patients 
with  uncomplicated  stasis  dermatitis  showed  very 
good  response.  In  four  out  of  five  cases  the  re- 
sults were  good  and  in  one  case  fair.  There  were 
no  failures.  In  the  group  with  stasis  dermatitis 
with  ulcers,  the  so-called  chronic  leg  ulcers,  the 
outcome  was  good  in  six  out  of  17  cases  (35  per 
cent).  There  were  24  cases  of  varicose  leg 
dermatitis  with  ulcers  with  good  results  in  eight, 
fair  in  four,  and  no  effect  in  12.  Two  cases  out 
of  four  in  the  “fair”  group  experienced  slight  dis- 
comfort, but  continuation  of  the  drug  was 
permissible.  Four  patients  of  the  “unimproved” 
group  experienced  marked  discomfort,  neces- 
sitating the  cessation  of  local  ointment  therapy. 
There  were  good  results  in  four  of  eight  cases  with 
decubitus  ulcers  and  fair  in  two;  two  patients 
were  unimproved. 

In  this  group  of  stasis  dermatitis  with  ulcers  and 
decubitus  ulcers,  healing  with  restored  epithelium 
occurred  in  six  to  eight  weeks  in  about  41  per  cent 
of  the  cases.  In  another  22  per  cent  of  the  cases, 
there  was  some  improvement  but  no  return  to  a 
satisfactory  normal  state.  Twenty  patients,  or 
37  per  cent,  showed  either  no  improvement,  or 
their  local  condition  became  worse.  The  worsen- 
ing of  the  dermatologic  state,  however,  could  not 
be  ascribed  to  the  cod  liver  oil  ointment  but  was 
probably  due  to  the  marked  vascular  insuffi- 
ciency. It  is  self-evident  that  the  underlying 
pathology,  i.e.,  marked  vascular  disease  and  the 
resulting  local  changes  leading  to  ulceration,  are 
not  altered  by  the  local  application  of  the  cod 
liver  oil  ointment.  All  that  can  be  expected  of 
the  latter  is  amelioration  of  the  dermatitis  and 
temporary  recession  or  healing  of  the  ulcer. 

Neurodermatitis 

The  third  group  consisted  of  cases  of  neuro- 
dermatitis, called  by  many  other  names  such  as 
atopic  dermatitis,  atopic  eczema,  or  chronic 


eczema.  The  etiology  is  unknown,  but  there  is 
frequently  a history  of  allergy  in  the  family,  and 
the  patient  himself  may  display  other  allergic 
manifestations.  It  is  common  knowledge  that 
the  disease  is  stubborn  and  subject  to  frequent 
recurrence. 

In  this  group  there  are  two  types.  One  is  the 
localized  neurodermatitis  or  otherwise  known  as 
lichen  simplex  chronicus  or  lichen  chronicus  cir- 
cumscriptus.  The  lesions  are  circumscribed  and 
vary  in  size.  The  skin  is  thickened,  the  color 
may  be  altered,  and  the  surface  is  either  rough- 
ened or  covered  with  scales.  One  or  several 
patches  may  be  present.  They  may  occur  near 
sides  of  the  neck  and  flexures  and  inner  surfaces 
of  thighs  and  other  locations,  but  the  patches  are 
most  often  seen  on  the  extensor  surfaces  of 
elbows  and  knees.  The  other  is  called  the  dis- 
seminated type  of  neurodermatitis.  Here  the 
eruption  may  involve  one  or  more  extensive  areas 
of  the  body,  or  it  may  be  generalized. 

No  cases  were  included  that  displayed  acute 
symptoms  with  serous  or  seropurulent  exudation 
and  crusting. 

In  addition  to  local  treatment  with  one  of  three 
cod  liver  oil  preparations,  i.e.,  ointment,  lotion,  or 
lotion  containing  l1/ 2 per  cent  liquor  carbonis 
detergens,  the  usually  accepted  measures  were 
instituted.  Efforts  were  made  to  eliminate 
possible  allergenic  offenders  (both  internal  and 
external  factors).  This  was  done  because  the 
object  of  our  study  was  not  to  determine  whether 
a local  topical  agent  was  specific  for  this  condition 
but  rather  whether  it  was  a beneficial  adjuvant  to 
all  our  other  therapeutic  measures. 

In  assessing  the  results  in  the  neurodermatitis 
group,  it  is  best  to  consider  the  localized  variety 
and  the  generalized  type  by  themselves  (Table 
III).  In  51  cases  of  localized  neurodermatitis, 
40  improved  with  topical  application  of  any  of  the 
three  cod  liver  oil  preparations.  However,  in 
considering  the  effects  of  each  respective  prepara- 
tion, we  find  that  the  cod  liver  oil  lotion  contain- 
ing liquor  carbonis  detergens  is  best  since  15  of  17 
cases  showed  improvement.  The  Desitin  lotion 
was  next  best;  12  of  16  patients  responded  well; 
and  the  cod  liver  oil  ointment  was  successful  in 
13  out  of  18  cases.  However,  it  must  be  noted 
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TABLE  IV. — Suegical  Wousds 


Type  of  Wound 

Number 

of 

Patients 

Excellent 

Failure 

Operative  wounds 

5 

5 

0 

Burns 

4 

4 

0 

Traumatic 

S 

S 

0 

Total 

17 

17 

0 

that  the}'  all  favorably  affected  the  skin  eruption 
in  two  thirds  or  more  of  the  cases.  In  the  gen- 
eralized neurodermatitis  group  the  series  is 
small,  but  it  does  tend  to  show  that  the  three 
preparations,  particularly  the  cod  liver  oil  lotion 
with  liquor  carbonis  detergens,  do  exert  a 
beneficial  effect  in  30  to  50  per  cent  of  the  cases. 
Xo  undesirable  sequelae  were  noted. 

Surgical  Wounds 

The  fourth  group  consisted  of  17  patients  with 
surgical  or  operative  wounds  (Table  IV)-  Five 
children  had  fecal  fistulas,  two  had  wounds 
secondary  to  operative  procedures  for  Hirsch- 
sprung’s disease,  one  had  a congenital  vesicocolic 
fistula,  and  two  had  rectovaginal  fistulas  with 
imperforate  anus.  Excoriations  around  the  colos- 
tomy wound  in  one  case  and  the  fistulas  in  the 
other  four  cases  were  treated  with  the  cod  liver 
oil  ointment  and  were  healed  within  five  days. 
The  ointment  had  to  be  continued  prophylaeti- 
cally  to  prevent  secondary  breakdown. 

Four  cases  of  second  degree  burns  (using  the 
classification  of  first,  second,  and  third  degree 
burns)10  were  treated  with  the  cod  liver  oil 
ointment.  Healing  without  scarring  occurred 
within  two  weeks. 

Six  patients  with  extensive  and  marked  degree 
of  excoriation  of  skin  secondary  to  trauma  and 
two  cases  with  lacerated  wounds  were  also 
treated  with  daily  application  of  the  cod  liver  oil 
ointment.  The  lacerated  wounds  were  first 
treated  in  the  usual  manner,  i.e.,  control  of  bleed- 
ing, gentle  cleansing,  and  washing  of  the  wound. 
It  was  inadvisable  in  these  two  instances  to  close 
the  wound  by  suturing.  Instead,  they  were 
dressed  with  the  cod  liver  oil  ointment  . Healthy 
and  clean  granulation  tissue  was  formed  in  each 
case. 

All  the  17  surgical  cases  responded  very  favor- 
ably to  the  local  application  of  cod  liver  oil 
ointment.  Xo  infection  set  in  in  any  of  the 
wounds.  There  was  no  evidence  of  any  un- 
desirable local  irritation  or  sensitivity.  This 
stud}7  supports  the  experience  of  others.3-8 

Comment 

In  351  patients  a variety  of  dermatoses  were 
treated  with  a cod  liver  oil  ointment  or  lotion. 
Good  results  were  obtained  in  250  patients 
(71.2  per  cent);  fair  results  in  another  56  cases 


(16  per  cent) ; and  in  only  45  (12.8  per  cent)  were 
the  cutaneous  lesions  unchanged.  With  the 
exception  of  four  cases  of  stasis  dermatitis  there 
were  no  undesirable  effects  or  any  evidence  of 
development  of  sensitivity  or  dermatitis  that 
could  be  attributed  to  the  ointment  or  lotion. 

The  response  to  the  therapy  was  not  uniform. 
This  was  chiefly  due  to  our  present  inability  to 
determine  or  eliminate  other  operating  factors  in 
a given  patient.  In  the  contact  dermatitis  there 
were  no  recurrences  of  the  dermatologic  lesions. 
In  the  group  of  neurodermatitis  recurrences  after 
varying  periods  of  time  were  common  when  the 
topical  measures  were  discontinued. 

All  17  patients  with  surgical  wounds  showed 
satisfactory  healing  when  the  cod  liver  oil  oint- 
ment was  applied  locally  to  the  wounds.  The 
cod  liver  oil  ointment  was  found  to  be  safe, 
soothing,  and  relatively  antibacterial  and  pro- 
moted healing.  Xo  evidence  of  infection  of  the 
wounds  was  noted.  This  has  been  the  experi- 
ence of  many  investigators.3 

The  results  obtained  in  the  present  series  of 
cases  may  be  due  in  part  to  the  local  absorption  of 
vitamins  A and  D by  the  skin.  Recent  experi- 
ments performed  in  our  laboratory11  have  shown 
that  vitamin  A deficiency  in  rats  can  be  cured  by 
topical  application  of  cod  liver  oil  ointment  to  a 
portion  of  the  skin  carefully  covered  so  as  to  pre- 
vent the  animal  from  taking  it  orally.  The 
epithelial  cells  can.  therefore,  absorb  vitamin  A. 
Direct  topical  application  assures  skin  epithelium 
of  its  minimum  requirements.  The  role  of 
vitamin  A in  skin  metabolism  has  assumed  in- 
creasing recognition  by  investigators  in  the  field 
of  dermatology.1-*11-25  The  epithelial  cells  re- 
quire vitamin  A for  maintenance  of  their  normal 
status.1-2  Shortage  of  vitamin  A results  in  defi- 
nite changes  in  the  skin.  A large  number 
of  unrelated  skin  conditions  have  been  shown  to 
respond  favorably  to  vitamin  A therapy.  Such 
clinical  reports  of  skin  diseases  have  come  from 
Asiatic  and  African  countries12-19  and  from 
America.20-25  It  is  possible  that  vitamin  D also 
plays  an  active  role  in  skin  metabolism.  Several 
investigators  showed  benefits  from  administration 
of  vitamin  D in  tuberculosis.2-21-89 

Summary  and  Conclusions 

1.  Physicians  must  become  aware  of  the  role 
of  proper  nutrition  and  general  and  local  meta- 
bolic factors,  including  vitamins,  in  the  produc- 
tion, aggravation,  or  amelioration  of  skin  dis- 
orders. 

2.  There  is  need  for  more  biochemical  and 
physiologic  knowledge  in  the  study  of  production 
and  treatment  of  dermatologic  diseases. 

3.  Vitamins  A and  D are  probably  involved  in 
skin  metabolism. 
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4.  The  topical  application  of  cod  liver  oil 
ointment  and  cod  liver  oil  lotion  in  a series  of  351 
patients  led  to  a favorable  response  in  306  cases 
(87.2  per  cent)  and  to  failure  in  45  children  and 
adults  (12.8  per  cent).  In  a series  of  215  patients 
with  contact  dermatitis,  a beneficial  effect  was 
obtained  in  208  infants  and  children,  (96.75  per 
cent).  The  dermatitis  was  unchanged  in  seven 
infants  and  children  (3.25  per  cent).  In  48  cases 
of  stasis  dermatitis  with  or  without  ulcers  and  in 
eight  patients  with  decubitus  ulcers,  improve- 
ment was  noted  in  34  adults  (63  per  cent)  and 
failures  in  20  adults  (37  per  cent).  In  65  patients 
with  subacute  or  chronic  neurodermatitis 
temporary  improvement  was  observed  in  47 
cases  (72.3  per  cent)  and  failures  in  18  patients 
(27.7  per  cent).  In  17  patients  with  surgical 
wounds  local  application  of  cod  liver  oil  ointment 
resulted  in  striking  healing  and  epithelization  of 
the  granulation  tissues  in  all  cases. 

5.  Cod  liver  oil  ointment  and  cod  liver  oil 
lotion  offer  good  topical  applications  for  the 
treatment  of  a variety  of  skin  disorders  and 
wounds.  They  are  safe,  harmless,  soothing,  and 
relatively  antibacterial  and  promote  healing. 
They  may  be  used  without  fear  of  skin  sensitivity 
and  “overtreatment  dermatitis.” 

The  authors  wish  to  express  their  thanks  to  Drs.  Benjamin 
Kramer,  Albert  E.  Sobel,  and  Leo  S.  Radwin  for  their  gener- 
ous help  in  the  editing  of  the  paper. 
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TOXIC  PSYCHOSIS  DUE  TO  OVERDOSAGE 
Dr.  Johnson  Chu,  of  Weston  State  Hospital, 
Weston,  West  Virginia,  has  presented  a case  strongly 
indicating  that  persons  taking  the  antituberculosis 
drug,  isonicotinic  acid  hydrazide,  should  be  hospi- 
talized for  supervision,  particularly  if  more  than 
10  mg.  per  Kg.  are  given  daily.  The  case  discussed 
is  that  of  a forty-seven-year-old  physician  who  had 


OF  ISONICOTINIC  ACID  HYDRAZIDE 
been  taking  about  700  to  950  mg.  daily  (10  to  14  mg. 
per  Kg.). 

This  self-administered  medication  had  continued 
about  four  months  when  the  patient  was  admitted 
with  a toxic  psychosis  which  cleared  in  two  days 
after  stopping  the  drug. 

• — West  Virginia  Medical  Journal,  May,  1953 


TREATMENT  OF  REFRACTORY  ACNE  WITH  A FRACTIONATED 
TYPE  OF  LIVER  EXTRACT 

Nathan  Pensky,  M.D.,  and  Natalie  Goldberg,  M.D.,  Brooklyn,  New  York 


ACNE  vulgaris  is  a stubborn,  rebellious  skin 
disease  that  often  leaves  permanent  scars 
psychologically  as  well  as  cutaneously.1  It  oc- 
curs at  a time  in  life  when  youth  craves  to  look 
its  best.  Acne  interferes  with  academic  as  well 
as  social  progress.  Its  fan-reaching  personality 
effects  can  influence  scholastic,  vocational,  and 
even  marital  success. 

Because  of  the  many  factors  which  may  con- 
tribute to  the  etiology  of  acne,  it  is  logical  that 
a variety  of  therapeutic  approaches  have  been 
tried  and  in  many  cases  have  proved  successful. 
For  this  very  reason,  however,  the  investigator 
must  develop  a “tongue-in-cheek”  attitude  to- 
ward enthusiastic  claims  for  success  with  various 
single  forms  of  therapy.  In  addition,  evaluation 
of  therapeutic  results  is  most  difficult  since  spon- 
taneous as  well  as  treatment  remissions  can  occur. 

A single  plan  of  attack  with  one  modality, 
leaving  all  the  other  variables  constant,  is  diffi- 
cult in  private  practice  or  in  a clinic.  This 
method  can  be  successfully  followed  only  in  an 
institution  where  the  nature  of  the  group  per- 
mits a rigidly  controlled  study. 

Adequate  treatment,  using  all  local  and  sys- 
temic measures  which  seem  properly  indicated 
in  a given  case,  and  early  treatment,  aimed  at 
preventing  the  disfiguring  effects  of  neglected 
acne,  offer  the  most  hope  of  a favorable  outcome. 

Local  treatment,  diet,  iodine  elimination,2-4 
glandular  medication,5  x-ray  therapy,1  vaccines, 
vitamins,6  and  antibiotics  have  all  been  used, 
and  good  results  have  been  reported  with  one  or 
a combination  of  these  methods.  It  is  the 
consensus  of  most  dermatologists  that  x-ray 
therapy1  is  probably  the  most  successful 
single  method  in  controlling  the  acne  process. 
The  problem  that  faces  many  medical  practi- 
tioners is  the  treatment  of  patients  too  young  for 
x-ray  therapy  and  the  group  who  have  had  ade- 
quate x-ray  but  have  failed  to  respond  or  have 
relapsed. 

Liver  diet  and  injections  of  crude  liver  extract 
have  been  rather  widely  used7-13  since  Sutton’s 
original  report7  on  beneficial  results  with  this 
form  of  therapy.  Hume,11  for  example,  reported 
crude  liver  extract  to  be  one  of  the  most  impor- 
tant of  the  many  systemic  measures  suggested 
for  adjuvant  therapy  in  acne  rosacea.  Walters12 


The  material  for  this  study  was  supplied  by  C.  O.  Miller, 
Ph.D.,  of  Kremers-Urban  Company,  Milwaukee.  This  firm 
manufactures  Kutapressin,  the  preparation  discussed  in  this 
communication. 


also  found  crude  liver  extract,  heatedand  unheated, 
very  beneficial  in  his  cases  of  acne  vulgaris. 
Andrews  et  al.u  advocate  the  use  of  crude  liver 
extract  and  various  vitamins  to  correct  nutri- 
tional and  metabolic  disturbances  often  under- 
lying the  seborrheic  dermatoses. 

The  well-known  tendency  of  liver  extract  to 
produce  distressing  local  reactions  and  even  aller- 
gic manifestations  has,  in  our  experience,  made 
it  difficult  to  maintain  patients  on  these  injec- 
tions for  sufficient  periods  of  time.  Accordingly, 
we  became  interested  in  reports  by  Marshall14 
and  Lichtenstein  and  Stillians15  on  the  good  re- 
sults which  they  obtained  using  a fractionated 
preparation  derived  from  crude  liver.  It  was 
decided  to  make  a clinical  trial  of  this  preparation 
in  the  treatment  of  our  resistant  cases. 

This  liver  extract  is  prepared  from  liver  in- 
jection crude  U.S.P.  by  a series  of  fractionations. 
During  the  process  vitamin  Bu  is  lost  and  un- 
doubtedly some  of  the  other  vitamins.  The  prep- 
aration is  also  free  of  the  hypertensive  and  hypo- 
tensive fractions  of  liver  extract.  It  probably 
contains  some  unidentified  factors,  particularly 
a vasoconstricting  substance  which  has  been 
demonstrated  by  Marshall.14  It  is  relatively 
painless  and  can  be  given  in  large  doses  without 
local  reaction.  Sensitization  is  rare.  Thus  it 
has  several  practical  advantages  over  the  crude 
extract. 

In  our  study  we  attempted  to  evaluate  the  re- 
sults of  therapy  with  this  extract  in  52  private 
patients,  35  females  and  17  males.  Thirty-one 
patients  ranging  in  age  from  nineteen  and  a half 
to  thirty  years  had  had  previous  x-ray  therapy 
and  other  local  and  systemic  treatment  ; 21  be- 
tween fourteen  and  a half  and  seventeen  years  of 
age  were  considered  too  young  for  x-ray  therapy 
but  had  had  other  forms  of  treatment.  Thus, 
for  purposes  of  evaluating  the  therapy  under  dis- 
cussion, these  patients  served  as  their  own  con- 
trols. All  these  patients  had  a moderate  to 
severe  type  of  acne  with  pustules,  cysts,  seborrhea, 
blackheads,  and  scars.  Some  had  hypertrophic 
scar  formation. 

Procedure 

Patients  were  given  an  application  of  carbon 
dioxide-acetone  slush  (cryotherapy) 18, 17  biweekly. 
Iodine-containing  foods,  as  well  as  chocolate  and 
nuts,  were  routinely  prohibited.  A resorcin 
scalp  lotion  was  prescribed  with  instructions  to 
shampoo  the  scalp  every  five  to  seven  days.  In 
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addition,  1 to  3 cc.  (average  2 cc.)  of  the  frac- 
tionated liver  extract  discussed  above  was  ad- 
ministered subcutaneously  twice  a week. 

Treatment  was  continued  for  periods  ranging 
from  twelve  weeks  to  one  and  one-half  years.  In 
some  cases  visits  were  decreased  to  once  a week 
as  improvement  occurred. 

Results 

Improvement  with  this  regimen  was  first  no- 
ticed by  the  patient  and  family  in  one  to  two 
months.  The  cystic  and  keloidal  lesions  become 
flatter  and  less  infiltrated,  and  the  pustules  de- 
creased in  number.  The  associated  seborrhea 
was  lessened.  The  gradual  but  definite  improve- 
ment plus  the  relative  painlessness  of  the  injec- 
tions encouraged  the  patients  to  return  faith- 
fully for  treatment  over  the  long  periods  men- 
tioned above.  The  following  tabulation  shows 
that  33  patients,  or  63  per  cent,  experienced  mod- 
erate to  good  improvement. 


Number  of  Cases 


Good  improvement 

13 

Moderate  benefit 

20 

Slight  improvement 

10 

No  benefit 

9 

In  the  group  of  patients  whom  we  considered  to 

have  responded  poorly,  we  administered  oral  ter- 
ramycin  because  of  the  presence  of  many  in- 
fected cysts  and  pustules.  Some  improvement 
of  the  lesions  was  noted  while  the  patients  re- 
ceived the  drug.  Further  studies  utilizing  this 
antibiotic  are  now  in  process  of  evaluation. 

Summary  and  Conclusions 

A fractionated  derivative  of  liver  containing  a 


vasoconstricting  factor  was  given  to  52  private 
patients  who  had  ceased  to  improve  with  other 
modalities.  Thirty-one  of  these  had  received 
previous  x-ray  therapy  and  could  obtain  no  fur- 
ther benefit  from  this  method.  Twenty-one  were 
considered  too  young  for  x-ray  therapy.  The 
present  treatment  consisted  of  cryotherapy,  diet 
restriction,  and  biweekly  injections  of  this  liver 
fraction.  Therapy  was  continued  for  a minimum 
of  twelve  weeks  up  to  a maximum  of  one  and  one- 
half  years  without  side-reactions  or  development 
of  sensitization.  Sixty-three  per  cent  showed 
moderate  to  good  improvement  over  that  ob- 
tained with  previous  therapy.  Thus,  this  frac- 
tionated liver  extract  may  be  considered  a useful 
adjunctive  method  of  extending  the  therapeutic 
potential  in  acne. 
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The  post  of  Special  Assistant  (Health  and  Medical 
Affairs)  to  the  Secretary  of  Health,  Education,  and 
Welfare  goes  to  a prominent  Boston  physician,  Dr. 
Chester  Scott  Keefer.  Professor  of  medicine  at 
Boston  University  School  of  Medicine,  Dr.  Keefer 
received  his  medical  degree  from  Johns  Hopkins 
University  in  1922.  In  addition  to  a long  career 
in  teaching,  the  new  Special  Assistant  is  an  expert 
on  antibiotics,  supervising  penicillin  and  strepto- 
mycin distribution  for  the  U.S.  and  allies  in  World 
War  II.  He  was  chairman  of  the  National  Re- 
search Council’s  committee  on  chemotherapeutics 
which  advised  on  civil  defense  medical  stockpiling. 
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Association’s  Council  on  Pharmacy  and  Chemis- 
try. 

Under  terms  of  Reorganization  Plan  No.  1 
creating  the  department,  the  Special  Assistant  is 
charged  with  reviewing  and  advising  the  Secretary 
on  all  health  and  medical  programs  of  the  depart- 
ment as  well  as  on  health  and  medical  legislation.— 
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THE  SURGICAL  TREATMENT  OF  DYSMENORRHEA 

Leonard  K.  Stalker,  M.D.,  Rochester,  New  York 


{From  the  Department  of  Surgery,  Highland  Hospital) 

DYSMENORRHEA  which  requires  some 
treatment  occurs  in  approximately  35  per 
cent  of  menstruating  women.  With  the  advent 
of  large  numbers  of  women  in  business  and  in- 
dustry, the  effective  treatment  of  dysmenorrhea 
has  become  a matter  of  considerable  economic  im- 
portance. It  has  been  calculated  that  more  than 
140  million  hours,  or  an  entire  year’s  work 
by  more  than  50,000  women,  are  lost  an- 
nually from  this  cause.  Numerous  therapeutic 
agents  and  measures  have  been  devised  in  an 
effort  to  control  dysmenorrhea,  but  few  have 
proved  to  be  of  more  than  limited  value.  Symp- 
tomatic therapeusis  with  analgesic,  antispas- 
modic,  and  sedative  drugs  is  palliative  at  the  best. 
Endocrine  therapy,  although  sound,  has  been 
disappointing.  Cervical  dilatation  and  uterine 
suspension  relieves  only  a limited  number  of 
cases.  The  elimination  of  pelvic  pathology  does 
not  always  result  in  a cure.  Psychotherapy  is 
efficacious  only  in  selected  cases.  Presacral 
neurectomy  and  ovarian  denervation  are  of  value 
only  in  cases  of  primary  uterine  and  ovarian  dys- 
menorrhea. Finally,  hysterectomy  and  castra- 
tion is  the  only  recourse  in  certain  cases. 

The  limited  value  of  these  measures  attest  to 
the  wide  variety  of  pathologic  conditions  which 
may  underly  this  symptom,  and  obviously,  in 
the  light  of  our  present  knowledge  of  etiology  of 
dysmenorrhea  there  can  be  no  single  satisfactory 
approach  to  the  problem.  Each  case  must  be  ac- 
curately diagnosed  and  carefully  evaluated,  and 
then  the  proper  specific  treatment  must  be  em- 
ployed. 

General  Considerations 

Dysmenorrhea  is  divided  into  two  types:  The 
first  is  indicated  as  essential  or  primary  dys- 
menorrhea and  the  second  as  secondary  dys- 
menorrhea since  it  is  associated  with  other  de- 
monstrable pelvic  pathologic  change,  such  as  cer- 
vical stenosis,  uterine  myoma,  endometriosis, 
salpingitis,  ovarian  tumors,  and  displacement. 
Surgical  removal  of  the  diseased  organs  and  cor- 
rection of  malposition  of  the  uterus  are  all  that  is 
essential  for  satisfactory  relief. 

Primary  dysmenorrhea,  on  the  other  hand,  is 
not  dependent  on  pelvic  pathologic  change  but 
may  be  associated  with  it.  The  differentiation 
between  primary  and  secondary  dysmenorrheas 
may  be  difficult  because  they  may  exist  concur- 
rently, and  there  is  no  doubt  that  primary  dys- 
menorrhea exists  in  the  presence  of  asymptomatic 


pelvic  pathology.  Therefore,  one  cannot  be  dog- 
matic in  the  classification  of  dysmenorrhea. 

Such  combinations  doubtless  account  for  some  of 
the  failures  encountered  in  the  various  methods  of 
specific  treatment. 

The  cause  of  primary  dysmenorrhea  still  re-  ; 
mains  unknown;  many  hypotheses  have  been 
advanced.  Among  these  was  an  early  hypothe- 
sis that  there  was  an  obstruction  of  the  flow  of 
the  menstrual  debris,  either  at  the  internal  os  or  in 
the  cervical  canal  itself.  This  idea  was  sustained 
for  years  and  gave  rise  to  all  sorts  of  manipulative  | 
procedures  to  maintain  a straightened  or  patent 
cervical  canal.  These  procedures  ranged  from 
dilatation  and  cervical  pessaries  to  the  longitu- 
dinal sectioning  of  the  internal  os  and  cervix  with  , 
a hysterotome.  There  is  error  in  this  theory  as  j 
is  shown  by  the  fact  that  in  many  instances  the  j 
cervix  can  be  easily  dilated  and  sounds  passed  1 
without  meeting  any  obstruction.  On  the  other  • 
hand,  approximate^  25  per  cent  of  the  women  j I 
receive  benefit  for  an  indefinite  period  of  time 
from  a dilation.  Usually,  however,  all  of  the 
painful  symptoms  return  within  six  months. 

The  hypothesis  has  been  offered  that  hypo-  1 
plasia  of  the  pelvic  organs,  particularly  of  the 
uterus,  is  the  chief  cause  of  the  pain.  This 
brought  about  the  advent  of  the  use  of  various 
drugs  in  an  attempt  to  stimulate  the  develop- 
ment of  the  pelvic  organs.  This  idea  was  soon 
discarded  because  in  most  instances  the  uterus  is  I 
normal  in  size  and  consistency  and  the  dysmenor- 
rhea is  an  acquired  condition.  Almost  50  per  i 
cent  of  the  patients  relate  that  they  menstruated 
normally  for  months  or  years  following  puberty  I 
after  which  severe  dysmenorrhea  occurred. 

Like  other  chemical  syndromes  whose  etiology 
is  obscure,  dysmenorrhea  has  been  considered  by  i 
some  a clinical  state  more  appropriate  for  discus-  1 
sion  by  a psychiatrist  than  others.  It  is  true  that  ’ 
many  cases  can  be  explained  on  the  basis  of  con- 
stitutional inferiority,  neurosis,  or  psychoneuro- 
sis, but  not  infrequently  patients  become  neu- 
rotic secondarily  as  a result  of  monthly  attacks  of 
intolerable  pain.  The  majority  of  patients 
who  seek  relief  from  dysmenorrhea  are  in 
fairly  good  health,  and  they  have  no  special  nerv- 
ous symptoms.  In  such  cases  the  hypothesis 
that  dysmenorrhea  is  of  neurotic  origin  should 
not  be  lightly  applied. 

With  the  advance  in  endocrine  research  it  was 
felt  that  estrogens  were  associated  with  contrac- 
tions of  the  uterus  while  progesterone  was  ac- 
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companied  by  a reduction  of  the  contractions, 
and  several  theories  arose  that  dysmenorrhea  was 
endocrine  in  nature.  Certainly  without  the  in- 
fluence of  endocrine  secretions  no  menstruation  is 
possible,  so  they  must  play  a major  part  in  the 
normal  sequence  of  the  menstruation.  Some 
temporary  artificial  relief  can  be  obtained  from 
these  agents,  but  at  the  present  time  endocrine 
therapy  cannot  be  relied  on  for  the  treatment  of 
dysmenorrhea. 

There  are  innumerable  other  theories  which 
could  be  discussed,  such  as  the  fact  that  the  pres- 
ence of  a toxic  substance  in  the  menstruum, 
blood,  saliva,  and  skin  secretions  of  patients  im- 
mediately before  and  during  menstruation  has 
been  demonstrated  and  that  this  toxin  causes  the 
dysmenorrhea.  Still  others  have  felt  that  the 
pain  of  dysmenorrhea  is  due  to  tetany  of  the 
uterus  with  strong  contractions  superimposed. 
Certainly  as  evidence  accumulates,  it  is  suggestive 
that  the  vascular  bed  is  responsible  for  dysmenor- 
rhea. However,  it  is  likely  that  primary  dys- 
menorrhea is  not  a clinical  entity  having  one  un- 
derlying cause,  and  at  the  present  time  no  ex- 
planation of  the  pain  can  be  generally  accepted. 

Resection  of  Presacral  Nerve 

Many  can  still  remember  how  fortunate,  in- 
deed, was  the  young  woman  suffering  from  dys- 
menorrhea, who  arrived  at  full  maturity  still 
possessed  of  her  ovaries,  or  who  had  not  had  a 
hysterectomy  or  radiation  therapy.  These  meth- 
ods of  treatment  for  the  most  part  have  been 
discarded,  but  still  a great  number  of  opiates  are 
required  for  treatment  of  these  cases.  Today 
there  is  a well-proved  method  of  treatment  for 
patients  who  are  incapacitated  for  one  or  more 
days  every  month  and  who  have  not  been  bene- 
fited by  medical  and  hygienic  measures  con- 
scientiously followed  for  several  months.  This 
method  of  treatment  has  been  a gradual  develop- 
ment in  the  field  of  sympathetic  nerve  surgery. 

Fundamentally  one  should  have  a brief  re- 
capitulation of  the  nerve  supply  to  the  pelvic 
viscera  before  discussing  this  problem  further. 
At  the  region  of  the  root  of  the  inferior  mesenteric 
artery  as  it  arises  from  the  aorta  is  the  inferior 
mesenteric  plexus.  Coursing  down  over  the 
bifurcation  of  the  aorta  from  this  plexus  are 
nerves  which  go  to  form  the  superior  hypogastric 
plexus  (presacral  nerve).  This  plexus  lies  in  the 
triangle  bounded  by  the  two  common  iliac 
arteries  and  originates  at  the  bifurcation  of  the 
aorta  and  ends  at  the  bifurcation  of  the  common 
iliac  arteries  to  become  the  right  and  left  hypo- 
gastric nerves.  These  nerves  are  joined  lower 
in  the  pelvis  by  parasympathetic  fibers  of  the 
second,  third,  and  fourth  sacral  ganglia  and  make 
up  the  inferior  hypogastric  plexuses.  These 


nerves  supply  the  uterus  and  bladder  and  end  in 
the  uterus  in  the  great  plexuses  of  Frankenhauser. 

All  of  the  autonomic  nerve  supply  of  the  pelvic 
viscera,  both  sympathetic  and  parasympathetic, 
and  associated  sensory  pain  fibers  pass  by  way  of 
the  pelvic  plexus.  Thus  we  have  a system  of 
nerves  that  pass  through  the  superior  hypogas- 
tric plexus  that  carry  vasoconstrictor  fibers  to  the 
blood  vessels  of  the  uterus  and  cause  contractions 
of  certain  sphincter  muscles.  These  nerves  also 
carry  afferent  sensoiy  impulses  to  the  higher 
centers.  Excision  of  such  a plexus,  therefore, 
should  cause  increase  of  blood  supply,  lessening  of 
spasm,  and  interruption  of  pain  impulses  to  higher 
centers.  Thus  removal  of  the  superior  hypogas- 
tric plexus  seems  to  have  firm  foundation  physio- 
logically. In  1925  Cotte1  first  reported  his  results 
in  the  relief  of  pelvic  pain  from  the  operation 
known  as  “presacral  neurectomy.”  Since  then 
consistent  reports  with  successful  results  ranging 
from  85  to  100  per  cent  have  been  made  in  the 
literature.  It  is  my  feeling  that  if  the  cases  of 
severe  dysmenorrhea  are  properly  selected  and 
if  a complete  resection  of  the  superior  hypogastric 
plexus  is  carried  out  in  combination  with  the 
correction  of  any  pathologic  condition  within  the 
pelvis,  a nearly  100  per  cent  successful  result 
should  be  obtained  from  this  operation.  It 
should  also  be  reasonable  to  expect  a fair  degree 
of  success  from  the  procedure  in  the  conservative 
treatment  of  endometriosis  with  dysmenorrhea 
as  the  presenting  symptom.  Some  cases  of  per- 
sistent pelvic  pain  without  obvious  causative 
lesions  might  well  be  improved  by  this  procedure. 
It  may  also  be  considered  an  adjunct  in  the  treat- 
ment of  painful  malignancy  of  the  uterus  and 
cervix. 

The  surgical  procedure  consists  in  the  main  of 
opening  the  posterior  peritoneum,  from  above  the 
bifurcation  of  the  aorta  over  the  sacral  promontory 
and  into  the  pelvis.  The  presacral  nerves  can 
now  be  dissected  free  and  resected.  The  dissec- 
tion should  be  carried  upward  so  that  the  contrib- 
uting factors  can  be  visualized  and  downward 
until  the  distinct  division  of  the  two  hypogastric 
nerves  is  seen. 

I have  treated  a number  of  cases  of  severe  dys- 
menorrhea by  resection  of  the  superior  hypogas- 
tric plexus,  and  the  results  are  such  that  the  pro- 
cedure has  been  definitely  established  in  my  ar- 
mamentarium as  part  of  the  treatment  of  obstinate 
and  painful  menstruation.  The  following  cases 
selected  from  my  private  files  are  an  illustrative 
cross-section  of  a much  larger  group  which  I have 
so  treated. 

Case  Reports 

Case  1. — A single  girl,  aged  seventeen  years,  came 
to  me  complaining  of  painful  menstruation;  the 
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pain  had  become  much  more  severe  during  the  past 
two  years.  Menses  had  begun  at  the  age  of  thir- 
teen years  and  occurred  every  twenty-eight  days, 
lasting  for  about  six  days.  The  pain  usually  started 
in  the  right  lower  abdomen  and  gradually  extended 
into  the  left  pelvis.  It  then  radiated  into  both  iliac 
fossae  and  into  the  sacrum  and  rectum  posteriorly. 
It  was  associated  with  headache,  nausea,  and  vom- 
iting. The  dysmenorrhea  was  consistently  so  severe 
that  the  patient  was  confined  to  her  bed  for  three  to 
four  days  out  of  her  six-day  period.  She  had  been 
given  the  usual  medications  and  on  several  occasions 
had  required  a hypodermic  of  morphine  from  her 
physician. 

It  is  interesting  that  at  the  onset  this  girl’s 
menses  were  slightly  painful  and  that  she  had  periods 
for  approximately  two  years  before  the  severe  dys- 
menorrhea occurred.  Her  mother  had  had  severe 
dysmenorrhea  for  which  several  dilatations,  bilateral 
oophorectomies,  and  finally  a total  hysterectomy  had 
been  performed. 

On  examination  the  uterus  was  normal  in  position 
and  in  size,  and  there  was  nothing  abnormal  felt  in 
the  pelvis.  In  February,  1949,  I carried  out  a di- 
latation and  curettage  and  found  nothing  of  any 
great  significance.  She  obtained  complete  relief 
from  the  dysmenorrhea  for  approximately  six 
months.  It  then  returned  with  its  original  severity 
and  occurred  monthly  for  the  next  six  months. 
During  this  time  her  physician  gave  her  several 
hypodermics  and  other  treatments  for  the  pain. 
In  June,  1950,  I resected  the  superior  hypogastric 
plexus  and  at  the  same  time  carried  out  an  inci- 
dental appendectomy.  The  uterus,  tubes,  and 
ovaries  were  essentially  normal. 

The  patient’s  menstrual  periods  have  been  con- 
sistently regular  and  entirely  free  from  any  pain 
since  her  operation. 

Case  2. — A married  woman,  aged  thirty  years, 
came  to  me  because  of  painful  regular  menstruation 
of  six  years  duration.  This  necessitated  her  remain- 
ing away  from  work  two  to  three  days  each  month. 
She  had  been  variously  treated  and  on  one  occasion 
had  had  a dilatation  and  curettage  and  a tubal  in- 
sufflation. On  examination  the  uterus  was  normal 
in  size  and  position,  but  the  thickening  and  fixation 
in  the  left  adnexal  region  and  cul-de-sac  suggested  a 
well-advanced  endometriosis.  A dilatation  and 
curettage  and  a pelvic  laporotomy  were  performed 
by  me  in  1951.  There  was  endometriosis  involv- 
ing the  uterus,  the  cul-de-sac,  the  left  tube,  and 
ovary.  Several  small  endometrial  implants  were 
noted  in  the  region  of  the  right  ovary  and  anterior 
to  the  uterus  on  the  peritoneum.  The  local  areas  of 
endometriosis  were  removed  by  electrocoagulation 
and  a left  salpingo-oophorectomy  performed.  Then 
a presacral  neurectomy  and  an  incidental  appendec- 
tomy were  carried  out.  Since  the  operation  the 
periods  have  been  completely  normal  in  character, 
and  the  patient  has  been  entirely  relieved  of  pain. 

Case  3. — A married  woman,  aged  twenty-four 
years,  was  first  seen  by  me  in  1947  for  an  acute 
appendicitis.  At  that  time  I recorded  that  she 
had  had  dysmenorrhea  for  ten  years  which  confined 


her  to  bed  for  two  days  each  month.  There  were 
endometrial  implants  throughout  the  pelvis,  and 
the  uterus  was  in  an  anterior  position.  I advised 
an  early  pregnancy,  and  a year  later  she  was  de- 
livered of  her  first  child. 

Four  years  later  she  returned  to  me  because  of 
profuse,  irregular,  painful  menstrual  periods,.  The 
dysmenorrhea  which  confined  her  to  bed  for  two 
days  was  increasing  in  severity.  Examination  at 
this  time  revealed  that  she  had  a prolapsed  and 
completely  retroverted  uterus.  There  were  cysts 
felf  in  each  ovary.  A dilatation  and  curettage,  ven- 
tral suspension,  excision  of  the  endometrial  implants, 
resection  of  the  ovaries  with  removal  of  two  chocolate 
cysts,  and  a presacral  neurectomy  were  performed. 
The  patient  was  then  completely  relieved  of  pain, 
and  her  periods,  which  had  previously  been  irregu- 
lar, became  normal  in  character.  She  became  preg- 
nant four  months  later  and  delivered  a normal 
child  within  nine  months.  She  experienced  no 
pain  during  her  labor  and  required  no  medication 
at  this  time.  Since  delivery  she  has  had  normal 
menses  with  no  pain. 

Case  J+. — A married  woman,  aged  twenty-five 
years,  came  to  me  because  of  the  increasing  dys- 
menorrhea of  six  years  duration.  This  incapaci- 
tated her  for  from  one  to  three  days  with  each 
period.  She  was  the  mother  of  two  children,  but  the 
pregnancies  had  had  no  influence  on  the  degree  of 
dysmenorrhea.  She  had  had  an  appendectomy  on 
one  occasion  and  on  another  a right  salpingo- 
oophorectomy  for  the  pain,  but  no  relief  was  ob- 
tained. On  several  occasions  hypodermics  of  mor- 
phine had  been  given  for  the  pain. 

On  examination  there  was  a moderately  prolapsed 
uterus  in  a retroverted  position.  There  was  a large 
rectocele.  At  the  time  of  the  operation  the  menses 
was  a few  days  overdue,  so  a dilatation  and  curettage 
was  not  done.  A perineorrhaphy  was  carried  out 
for  the  rectocele.  Then  the  uterus  was  suspended 
and  a resection  of  the  presacral  nerves  performed. 
The  patient  proved  to  be  pregnant  and  at  nine 
months  was  allowed  to  have  a normal  deliver}’. 
Whereas  she  had  alw’ays  had  considerable  pain 
with  her  labors,  requiring  a great  deal  of  medication, 
she  had  no  pain  with  this  labor  and  required  no 
medication.  She  had  a normal  menstrual  cycle 
and  has  been  completely  free  from  pain. 

Case  5. — A single  woman,  aged  nineteen,  whose 
menses  had  begun  at  age  thirteen,  came  to  me  be- 
cause of  severe  dysmenorrhea  of  two  years  du- 
ration. Menses  occurred  somewhat  irregularly  every 
eighteen  to  twenty-four  days,  and  flow  lasted  for 
seven  days.  The  pain  kept  her  aw’ay  from  work 
for  two  days  every  month.  She  had  had  a dilata- 
tion and  curettage  performed  elsewhere  two  years 
previously,  and  one  year  later  an  appendectomy 
was  performed,  and  two  small  cysts  were  removed 
from  the  right  ovary.  These  operations  gave  her  no 
relief. 

On  examination  a chronic  cervicitis  was  present, 
but  the  uterus  was  normal  in  size  and  in  an  an- 
terior position.  A dilatation  and  curettage  with  a 
conization  of  the  cervix  and  a complete  resection 
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of  the  presacral  nerve  were  done.  The  patient  has 
been  completely  relieved  of  pain,  and  the  periods, 
which  had  been  irregular,  are  normal  in  character. 

Case  6. — A married  woman,  age  twenty-three 
years,  developed  an  increasingly  severe  dysmenor- 
rhea and  excess  menstrual  flowing  following  a mis- 
carriage three  years  previously.  She  had  had  no 
pregnancies.  A dilatation  and  curettage  and  a re- 
section of  the  presacral  nerve  with  an  incidental 
appendectomy  were  performed.  The  patient  was 
dismissed  from  the  hospital  on  her  tenth  day,  but 
it  was  necessary  to  readmit  her  some  ten  days  later 
because  of  a complete  small  intestinal  obstruction. 
At  the  time  of  operation  a complete  obstruction  of 
the  terminal  ileum  secondary  to  adhesions  was  re- 
lieved. Since  then,  now  more  than  two  years,  she 
has  had  regular  menses,  completely  free  from  pain. 

Case  7. — A single  woman,  aged  forty-three,  con- 
sulted me  because  of  an  indefinite  continuous  lower 
right  pelvic  pain  which  had  been  persistent  for  twelve 
months.  This  pain  was  associated  with  severe 
dysmenorrhea  and  on  occasion  with  nausea  and 
vomiting.  There  was  reference  of  the  pain  through 
the  lower  back,  down  the  thighs,  and  throughout 
the  pelvis.  The  patient  was  hospitalized  and  com- 
pletely studied  both  by  internists  and  surgeons, 
and  no  definite  diagnosis  of  the  pain  could  be  made. 
A myelogram  and  x-rays  of  the  back  were  carried 
out,  but  these  were  not  diagnostic.  Pelvic  exami- 
nation revealed  nothing  significant  other  than  tender- 
ness in  the  right  adnexal  region.  Roentgenograms 
of  the  gallbladder,  intestinal  tract,  and  colon  were 
negative.  Finally  a dilatation  and  curettage  was 
performed.  The  uterus  was  found  to  be  in  a nor- 
mal midanterior  position,  and  no  pelvic  tumors  were 
present.  There  was  one  endometrial  implant  in  the 
region  of  the  right  ovary.  A resection  of  the  pre- 
sacral nerves  together  with  an  incidental  appen- 
dectomy was  done.  Since  this  operation  her 
periods  are  normal. 

Comment 

I have  selected  this  group  of  cases  from  a much 
larger  series  of  privately  treated  patients  on  whom 
resections  of  the  superior  hypogastric  plexus 
(presacral  nerves)  have  been  performed  because 
each  one  illustrates  an  individual  point.  It  is 
obvious  that  surgery  for  the  treatment  of  pri- 
mary dysmenorrhea  should  be  reserved  for  those 
few  intractable  cases  which  do  not  respond  to  any 
form  of  more  conservative  treatment.  This  will 
represent  a very  small  group  of  patients.  Al- 
though I have  experienced  no  mortality  in  the 
treatment  of  my  cases,  the  operation  is  somewhat 
formidable,  and  it  does  carry  the  element  of  risk 
that  is  associated  with  other  elective  abdominal 
operations.  This  is  well  illustrated  by  the  one 
patient  who  developed  an  intestinal  obstruction 
secondary  to  pelvic  adhesions. 

My  patients  have  been  individually  followed 
for  a long  period  of  time,  and  there  have  been  no 
deleterious  effects  on  libido  or  future  pregnancy 


because  of  resection  of  the  superior  hypogastric 
plexus.  Two  of  the  cases  presented  illustrate  the 
fact  that  these  patients  can  get  pregnant  and  that 
subsequently  their  labor  may  be  associated  with 
little  or  no  pain.  It  is  evident  from  these  cases 
that  presacral  neurectomy  alone  is  sufficient  to 
relieve  the  pain  of  primary  dysmenorrhea  com- 
pletely. It  has  been  my  feeling,  however,  that 
the  correction  of  all  pelvic  pathology  is  better 
than  presacral  neurectomy  alone,  and  for  this 
reason  I have  frequently  combined  a thorough 
dilatation  and  curettage  with  a suspension  of  the 
uterus  and  a neurectomy.  Following  this  proce- 
dure and  being  exceptionally  careful  with  my 
nerve  resection,  I am  happy  to  report  100  per 
cent  results. 

I have  also  observed  that  the  presacral  neurec- 
tomy was  of  value  in  those  cases  of  endometriosis 
where  dysmenorrhea  was  the  presenting  symp- 
tom. The  benefit  obtained  has  been  well  il- 
lustrated by  three  of  the  cases  presented.  Of 
course  the  question  arises  whether  the  endome- 
triosis per  se  caused  the  dysmenorrhea  or  whether 
primary  uterine  dysmenorrhea  and  endometriosis 
existed  concurrently  according  to  the  law  of 
chance.  The  frequency  with  which  pelvic  pathol- 
ogy exists  in  the  absence  of  any  painful  symp- 
toms is  well  known  to  all  abdominal  surgeons. 
It  is  also  suggestive  by  the  last  case  report  and  by 
others  which  I have  similarly  treated  that  a re- 
section of  the  superior  hypogastric  plexus  can 
occasionally  be  considered  for  those  women  who 
are  complaining  of  pelvic  pain  of  undetermined 
origin  in  whom  no  causative  pathology  can  be 
demonstrated  and  in  whom  pain  is  of  such  a se- 
vere nature  and  such  a diagnostic  problem  that  a 
pelvic  exploration  is  carried  out.  I am  not  ad- 
vocating the  promiscuous  use  of  such  a procedure, 
and  I well  recognize  that  it  is  in  this  group  that 
many  failures  would  probably  be  encountered. 
However,  I think  that  carefully  selected  cases  can 
be  subjected  to  the  procedure  as  a last  resort 
measure.  It  is  also  reasonable  to  consider  a 
presacral  neurectomy  as  an  adjunct  in  the  surgi- 
cal treatment  of  some  cases  of  carcinoma  of  the 
uterus  and  cervix. 

In  reviewing  much  of  the  literature  on  this 
problem  and  discussing  the  subject  with  others 
interested  in  it  and  also  in  analyzing  my  own  ex- 
periences I believe  there  are  a few  failures  which 
have  been  reported  following  this  operation  that 
can  be  attributed  to  the  fact  that  cases  were 
poorly  selected,  that  an  inadequate  nerve  resec- 
tion has  been  carried  out,  or  that  all  of  the  pathol- 
ogy, such  as  retroversion  of  the  uterus,  etc.,  was 
not  corrected  at  the  time  of  the  original  opera- 
tion. In  the  few  cases  which  should  be  selected 
for  this  procedure,  either  alone  or  in  combination 
with  other  forms  of  pelvic  surgery,  the  results 
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should  be  satisfactory  in  nearly  100  per  cent  of 
the  cases. 

Summary 

Resection  of  the  superior  hypogastric  plexus 
(presacral  nerve)  is  indicated  in  the  treatment  of 
severe  dysmenorrhea  after  medical  and  non- 
operative  measures  have  failed  to  give  adequate 
relief.  Other  coexistent  pathologic  conditions 
should  be  surgically  corrected  at  the  time  sympa- 
thectomy is  performed  since  the  results  are  far- 
better.  The  procedure  can  be  considered  as  an 


adjunct  in  the  conservative  treatment  of  endo- 
metriosis, pelvic  pain  without  an  obvious  patho- 
logic cause,  and  in  some  cases  of  carcinoma  of  the 
uterus  and  cervix.  There  has  been  no  deleterious 
effect  on  libido,  pregnancy,  or  other  functions  of 
normal  menstruation.  It  has  noticeably  re- 
lieved the  patient  from  the  labor  pains  of  child- 
birth. Several  selected  illustrative  cases  which 
substantiate  these  claims  have  been  reported. 
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SCIENTIFIC  EXHIBITS 
1954  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
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are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 
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'THOSE  of  us  who  have  been  permitted  to  review 
the  passing  scenes  of  medicine  in  recent  decades 
cannot  help  applying  a metaphor  to  the  relationship 
of  the  medical  profession  and  public  health  agencies. 
It  is  as  though  by  plan  of  nature  two  acorns  had 
been  planted  side  by  side.  They  germinated  into 
seedlings,  from  which  trees  grew — grew  into  mighty 
oaks.  They  raised  their  leaf}'  boughs  upward  side 
by  side  in  perfect  harmony  of  service,  yet  the  limbs 
of  one  tree  have  at  times  interfered  with  those  of  the 
other.  As  a result  one  could  hear  rubbing  and 
squeaking  sounds,  but  in  the  long  run  they  grew  up 
stalwart,  and  both  served  mankind  in  equally  im- 
portant roles. 

Here  is  an  illustration  of  nature’s  wedlock.  Here, 
as  in  human  marital  relations,  there  frequently  will 
be  moments  of  dissension  and  misunderstanding. 
Yes,  even  separation.  Yet  never  can  one  be 
divorced  from  the  other.  There  is  no  room  in  these 
essential  phases  of  medicine  for  chasms  but  only  for 
chiasms  which  unite  the  services  of  both  by  under- 
standing and  cooperation.  It  is  hoped  these  services 
will  grow  sturdily  together  and  be  of  more  and  more 
usefulness  to  a healthy  American  populace. 

Organized  medicine  has  always  aided  public  health 
activities  and  is  proud  of  every  aspect  of  this  co- 
operation. There  has  been  a healthful  division  of 
interest  at  times,  but  the  principles  of  conduct  of 
both  groups  have  been  “what  belongs  to  the  health 
agencies  is  theirs  and  will  be  theirs,  and  what  be- 
longs to  the  practicing  doctors  will  continue  to  be- 
long to  medicine.”  There  are  no  valid  reasons  for 
incompatibilities.  To  share  responsibility  and 
credit  is  human  and  equitable.  In  my  specialty  of 
pathology  there  have  been  “gripes,”  but  by  the  rules 
of  sublimation  and  understanding  all  is  going 
reasonably  well.  The  inexorable  laws  of  necessity 
and  justice  will  meld  all  misunderstanding.  When 
things  get  intolerable  and  directives  remove  the 
dignity  and  freedom  from  any  medical  specialty, 
there  will  be  few  of  those  specialists  available. 
Clinical  pathology  in  New  York  State  has  been 
stripped  of  many  of  its  magnetic  qualities. 

By  the  eternal  nature  of  things,  the  Health  De- 
partment can  care  for  the  ills  of  many  only  so  far, 
and  then  they  will  reach  a dead  end.  I know  they 
will  be  the  first  to  admit  this.  There  are  dreamers 
in  the  field  of  medical  care  as  elsewhere,  but  there  are 
also  realists.  It  seems  hard — yes,  very  hard — to 
understand  why  many  leaders  of  quasigovernmental 
agencies  or  organizations  at  times  bitterly  criticize 
the  American  doctor.  Criticism  will  seldom  solve 
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problems;  it  only  adds  obstacles.  There  are  no 
oracles  today  that  can  solve  the  polyvalent  and 
multiple  problems  of  medical  care  to  the  satisfaction 
of  everyone.  The  complicated  problems  of  medical 
care  and  public  health  should  never  degenerate  into 
recrimination  but,  of  reality,  must  be  based  upon 
mutual  understanding.  Governmental  agencies  of 
any  type  or  variety  cannot  enter  the  byways  and 
highways,  or  the  dirt  roads,  or  the  alleys  leading  to 
homes  and  tenement  houses  to  deliver  compre- 
hensive medical  care  to  the  people.  It  is  only  the 
family  doctor  who  can  and  does  do  this.  He  is  the 
front  line  man  in  first  aid,  frequently  referred  to  as 
the  “grass  roots  of  medicine.”  There  should  always 
be  a team  working  on  the  principle  of  brotherhood 
which  is  best  expressed  by  a quotation : 

“God,  what  a world,  if  men  in  street  and  mart 
Felt  that  same  kinship  of  human  heart 
Which  makes  them,  in  the  face  of  fire  and  flood, 
Rise  to  the  meaning  of  true  brotherhood!” 

— Ella  Wheeler  Wilcox 

There  is  in  medicine  no  place  for  clans.  Pain  and 
disease  are  no  respecters  of  persons.  A devoted 
doctor  cannot  refuse  to  treat  or  to  use  all  modalities 
and  agencies  that  have  been  tried  and  proved  to  be 
good.  The  precious  fruits  of  medical  discoveries 
must  be  used,  regardless  of  what  doctor  uses  them  or 
who  the  person  is  who  receives  them.  This  state- 
ment is  offered  to  refute  the  senseless  accusations 
which  are  made  from  time  to  time  by  irresponsible 
publicity  seekers  who  deliberately  distort  the  truth 
for  the  advancement  of  their  own  ideas  or  in  the 
interest  of  their  groups.  The  sole  object  of  the 
existence  of  public  health  organizations  and  the 
doctors  is  a devotion  to  medical  ethics  and  the 
welfare  of  the  sick  by  the  use  of  all  modalities  which 
will  speed  recovery  for  every  disabled  person. 

There  is  a twilight  zone  of  influence  and  function 
of  the  health  officer  and  the  general  practitioner. 
Sometimes  the  same  person  represents  both  groups. 
It  must  never  be  forgotten  that  any  influence  must 
be  regulated  by  the  guiding  principle  of  protecting 
private  practice  and  enterprise.  Such  action  will 
aid  the  Health  Department  to  receive  more  public 
and  professional  support. 

There  are  many  phases  of  interest  to  public  health 
and  medicine  which  might  well  be  discussed,  but  I 
shall  refer  only  briefly  to  a few  which  seem  to  me  of 
importance  and  timely.  Every  effort  should  be 
made  by  all  parties  interested  in  medicine  to  aid  the 
foundations  which  have  been  organized  to  support 
the  financial  needs  of  medical  schools.  The  Ameri- 
can Medical  Association’s  Education  Foundation 
was  the  pioneer  in  this  regard.  Since  this  organiza- 
tion blazed  the  trail,  there  has  been  formed  a non- 
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medical  group  to  help  in  the  cause.  I refer  to  the 
National  Fund  for  Medical  Education,  composed 
chiefly  of  business  men  and  corporations,  as  well  as 
labor  organizations.  These  two  funds  have  con- 
tributed in  the  short  period  of  a few  years,  by  gifts 
and  grants,  over  four  million  dollars.  While  this 
is  only  a beginning,  it  has  been  of  considerable  aid. 
It  is  anticipated  that  there  will  be  a ten  million 
dollar  deficit  in  the  current  year  in  the  79  existing 
medical  schools.  It  is  trite  to  say  other  than  that 
these  educational  campaigns  should  be  supported  by 
everybody. 

Medical  education  has  other  problems  aside  from 
finances.  I refer  to  a needed  revision  of  human  re- 
quirements for  admission  to  medical  schools.  Fur- 
thermore. there  is  room  to  broaden  the  socio- 
economic and  ethical  education  to  fit  the  doctor. 
He  needs  to  cope  with  the  modem  trends  of  living. 
It  seems  that  medical  schools  might  well  use  more 
efficiently  the  existing  available  personnel  and 
physical  equipment  of  laboratories  and  other  facili- 
ties over  a longer  period  annually.  This  would  be 
beneficial  to  the  finances  of  the  schools  and  meet  a 
great  demand  for  more  graduates  of  grade  “A” 
American  medical  schools.  A year-round  curric- 
ulum is  apparently  advisable.  Clinical  professor- 
ships might  well  be  utilized  in  the  teaching  program. 
Such  services  would  relieve  the  full-time  personnel  of 
a great  deal  of  work,  and  at  the  same  time  the 
student  would  receive  a broader  training  in  the  art 
of  medicine,  so  necessary  in  the  home  care  of 
patients.  Undoubtedly,  these  programs  would 
make  available  more  doctors  for  public  health  work, 
as  well  as  interns,  residents,  specialists,  and  practi- 
tioners of  medicine.  In  spite  of  the  fact  that 
statisticians  say  there  is  no  shortage  of  medical 
graduates,  ‘‘grass  roots’’  residents  know  there  is  a 
shortage  of  physicians,  as  well  as  nurses.  There  are 
other  locations  in  more  populated  areas  with  an 
inadequate  number  of  graduates  from  medical 
schools.  For  example,  there  are  some  8,000  ap- 
proved hospitals  in  America  and  less  than  7,000 
medical  graduates  annually.  It  does  not  require  a 
mathematician  to  figure  out  that  even  in  hospitals 
there  is  not  one  intern  available  per  hospital.  To 
make  matters  worse,  the  concentration  of  graduates 
in  medical  centers  allows  fewer  doctors  for  com- 
munity hospitals  and  health  services.  The  great 
defect  of  medical  service  is  not  necessarily  attributed 
to  the  shortage  of  doctors  alone,  but  also  to  the 
appalling  ignorance  in  medical  matters  among  the 
people  themselves.  This  is  one  phase  of  public 
health  which  might  well  be  studied  and  corrected. 
No  good  doctor  would  oppose  such  a program.  In 
no  way  would  it  interfere  with  the  practicing  physi- 
cian but  would  aid  him  and  add  to  his  stature  in  the 
community. 

The  public  health  associations  or  the  medical 
societies  might  well  establish  medical  student  ‘ loan 
funds”  to  help  the  poorer  student,  often  the  farm 
boy.  through  medical  school.  This  also  applies  to 
aid  for  training  nurses.  Such  subsidies  should  be  so 
arranged  that  they  will  be  repaid  and  amortized 
over  a period  of  years.  These  subsidized  students 
then  could  be  asked  to  practice  in  the  small  com- 
munity and  rural  areas  for  a period  of  years  and 


thus  serve  in  the  medical  care  of  the  isolated  popu- 
lace. 

There  is  another  matter  on  which  I desire  to 
comment.  The  Health  Department  through  edu- 
cation could  serve  a more  useful  purpose  to  the 
public  by  issuing  instruction,  pamphlets,  and  direc- 
tives against  fraudulent  advertisements.  The 
public  is  bombarded  by  advertising  of  questionable 
remedies,  namely,  certain  vitamins,  antihistamines, 
and,  more  recently,  chlorophyll.  A great  deal  of 
advertising  is  in  bad  taste  and  approaches  the 
category  of  fraud,  to  say  nothing  of  being  a menace 
to  health.  Many  of  these  claims  have  stirred  up 
national  waves  of  public  gullibility  resulting  in  a 
tremendous  financial  loss  to  the  people.  Many  of 
these  products  have  not  been  carefully  and  scientifi- 
cally evaluated  before  being  promoted.  When  this 
is  done,  such  products  are  often  found  to  be  useless 
or  even  harmful.  Many  promotional  claims  are 
dispensed  to  the  public  by  the  press,  radio,  and 
television  under  the  guise  of  and  through  the 
medium  of  entertainment. 

The  Department  of  Health  might  also  emphasize 
to  the  public  the  relationship  of  cigaret  smoking  to 
cancer,  especially  of  the  lung.  It  is  dishonest  to  use 
the  medical  profession  as  a bait  to  sell  questionable 
products  to  an  unsuspecting  public.  It  is  likewise 
poor  taste  to  foist  slogans  upon  the  credulous  public, 
slogans  often  publicizing  worthy  objectives.  Many 
institutions,  hospitals,  organizations,  and  welfare 
groups  use  questionable  claims  to  promote  public 
support.  At  times  these  claims  have  not  been 
vindicated  by  adequate  research. 

Monographs  could  be  written  on  many  newer 
phases  of  preventive  medicine,  problems  in  mental 
hygiene  and  psychiatry,  and  the  position  of  medical 
examiners  in  criminology.  There  are  chronic  dis- 
eases such  as  deafness,  tuberculosis,  and  cardiac  and 
diabetic  states.  Of  course,  one  is  not  permitted  to 
forget  the  “queen  bee  disease  and  killer”,  cancer. 
In  addition,  home,  industrial,  and  traffic  accidents 
are  increasing  in  our  growing  population.  There  are 
multivalent  ethical  and  medical  economic  problems 
which  deserve  discussion  at  length.  It  would  be 
impossible,  and  even  inhuman  to  you,  for  me  to 
present  even  brief  remarks  upon  many  other  sub- 
jects. Such  constitute  the  highlights  of  the  newer 
health  problems  that  will  require  earnest  study  and 
discussion  by  a cooperative  team. 

A hard-working  doctor,  be  he  in  the  health  field  or 
in  practice,  is  entitled  to  some  of  the  comforts  of 
life  and  a few  of  the  luxuries.  His  position  in  society 
should  be  surrounded  by  an  aura  of  simplicity,  not 
ostentation,  lest  the  public  misjudge  him  as  an 
affluent  plutocrat.  Austereness,  stuffed-shirt  ism, 
superior  attitudes,  or  ivory-tower  aloofness  are  fre- 
quently signs  of  inferiority  or  stupidity.  Above  all, 
the  good  physician  must  have  all  the  simple  attri- 
butes of  humanitarian  ism  when  serving  a suffering 
soul  or  body.  There  has  been,  and  always  will  be, 
a need  for  an  honest,  simple,  and  cooperative  way  of 
life  for  men  in  medicine. 

A decent  respect  for  another’s  opinion  is  one  of  the 
deepest  rooted  and  beloved  characteristics  of  big 
men.  It  is  indeed  important  that  the  Health  De- 
partment and  the  practicing  medical  profession  have 
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the  ability  to  live,  serve,  and  progress  together! 
This  is  the  very  essence  of  service  in  a civilized 
society.  Persons,  institutions,  organizations  exist 
only  by  the  approval  and  support  of  the  public. 

Often  the  people  are  unaware  of  the  services 
rendered  by  public  health  agencies  and  doctors  be- 
cause of  inadequate  public  relations.  All  phases  of 
medicine  here  represented  today  have  grown  in  the 
knowledge  and  awareness  of  the  importance  of  public 
good  will  and  a mutual  understanding  of  a job  that 


is  to  be  done  and  will  continue  to  be  well  done  for 
the  best  medical  care  for  all  the  people. 

We  share,  and  must  share  alike,  the  best  objectives 
and  means  to  a worthy  goal  of  preventive,  diag- 
nostic, and  curative  medicine. 

Meetings  of  this  kind,  where  a free  interchange 
of  ideas  occurs  and  questions  are  discussed,  result  in 
mutual  understanding  and  are  of  inspirational  and 
educational  value,  thereby  broadening  the  mental 
horizon  of  all. 


THE  USE  OF  MEDICAL  MOTION  PICTURES  IN  MEDICAL  TEACHING 

Kenneth  B.  Olson,  M.D.,  Albany,  New  York 

( Member  of  the  Subcommittee  on  Medical  Film  Review  of  the  Medical  Society  of  the  State  of  .Veto  York 
and  of  the  Department  of  Medicine,  Division  of  Oncology,  Albany  Medical  College ) 


A/fEDICAL  motion  pictures  have  been  used  rel- 
^ 'L  atively  little  in  most  teaching  institutions  for 
a variety  of  reasons.  Good  films  are  expensive  to 
make,  and  suitable  equipment  to  keep  them  prop- 
erly serviced  is  costly  to  maintain.  It  is  not  feas- 
ible for  hospitals  and  medical  colleges  to  buy 
costly  films  which  may  be  used  only  once  or  twice 
per  year.  Many  private  concerns  such  as  drug 
houses  and  surgical  supply  companies  have  pro- 
duced excellent  films  for  loan,  and  many  are  of  great 
teaching  value.  Most  of  these  films  have  the  draw- 
back that  they  are  advertisements  for  either  the 
firm  or  its  products,  and  some  taint  of  commercialism 
is  inevitable.  Also  films  demonstrating  surgical 
technics  have  a limited  audience  and  may  soon  be 
outdated  by  changing  methods  and  altered  concepts. 
For  example,  a film  concerning  the  treatment  of 
osteomyelitis  or  surgical  infections  made  ten  years 
ago  would  now  be  of  little  more  than  historical  value. 
Some  films  have  attempted  to  demonstrate  a com- 
plete and  complicated  subject  in  the  course  of  a few 
minutes,  and  the  result  is  a superficiality  that  may 
oversimplify  and  actually  confuse  students.  The 
American  Medical  Association  has  maintained  a 
large  film  collection  which  is  available  for  loan,  and 
the  American  College  of  Surgeons  has  long  kept  a 
list  of  approved  medical  films  with  data  concerning 
their  procurement. 

The  New  York  State  Health  Department  through 
its  Motion  Picture  Bureau  which  is  headed  by  Dr. 
Granville  Larimore  and  with  the  advice  of  Dr. 
John  L.  Norris,  Rochester,  chairman  of  the  Sub- 
committee on  Medical  Film  Review  of  the  New 
York  State  Medical  Society,  has  established  an  ex- 
cellent library  of  motion  pictures  on  medical  and 
nursing  subjects.  These  films  are  available  on  loan 


at  no  cost  to  medical  schools,  nursing  schools,  col- 
leges, and  other  interested  groups  throughout  the 
State.  A catalog  of  films  with  a brief  description 
of  their  contents  can  be  obtained  by  writing  to  the 
Motion  Picture  Bureau  of  the  New  York  State 
Health  Department,  Film  Library  Supervisor,  18 
Dove  Street,  Albany.  If  any  group  or  individuals 
would  like  films  not  now  listed  in  this  catalog,  it  is 
their  privilege  to  WTite  either  to  Dr.  Larimore  or  Dr. 
Norris  and  suggest  the  purchase  of  such  a film.  If 
the  film  meets  with  the  approval  of  the  reviewing 
persons  and  will  be  used  for  teaching  purposes,  it 
most  probably  wall  be  purchased. 

In  recent  years  there  has  been  a trend  in  large 
universities,  voluntary  health  organizations,  and 
certain  governmental  agencies  to  produce  medical 
motion  pictures  of  quality  under  the  supervision  of 
an  expert  or  group  of  experts  in  given  fields.  These 
films  are  concerned  for  the  most  part  with  basic  con- 
cepts in  the  fields  of  anatomy,  embryology,  physiol- 
ogy, and  diagnosis  and  may  serve  as  adjuncts  to 
regular  teaching  exercises  or  as  a review' . The  in- 
troduction of  motion  pictures  brings  an  understand- 
ing of  developmental  processes  and  a concept  of  the 
dynamics  of  function  that  is  difficult  to  convey  by 
means  of  lectures,  textbooks,  or  conventional  slides. 
Motion  pictures  do  not  take  the  place  of  laboratory 
demonstrations  or  exercises,  but  they  can  serve  as  an 
introduction  to  a subject  or  as  a review. 

A film  produced  some  years  ago  by  Dr.  Joseph 
McDonald1  of  Columbia  University  is  a case  in 
point.  This  film  is  concerned  with  the  development 
of  the  embryo  with  particular  emphasis  on  the 
development  of  the  gastrointestinal  tract.*  It  ex- 


* Review  taken  from  1949  A.M.A.  catalog,  page  40. 
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plains  by  animated  drawings  what  has  been  seen  in 
an  embryo.  The  development  and  rotation  of  the 
gut  is  most  admirably  pictured  in  this  film.  It 
serves  as  a valuable  adjunct  to  regular  teaching  ex- 
ercises in  the  teaching  of  anatomy,  and  this  film  has 
been  used  regularly  by  the  department  of  anatomy 
at  the  Albany  Medical  College.  Medical  practi- 
tioners, surgeons,  pediatricians,  and  others  can  prof- 
itably view  this  film  since  it  is  a review  of  embryol- 
ogy and,  as  such,  conveys  an  understanding  of  cer- 
tain congenital  anomalies  which  is  difficult  to  obtain 
from  other  sources. 

Recently  at  the  University  of  W ashington  Medical 
School  a series  of  films1'3  on  the  embryology  of  the 
heart  and  congenital  heart  disease  have  been  pro- 
duced which  are  of  great  teaching  value.  The  de- 
partment of  anatomy  at  Duke  University  Medical 
School  with  the  financial  help  of  the  Infantile  Pa- 
ralysis Foundation  has  produced  a number  of  fine 
anatomic  films  portraying  the  anatomy  of  the  fore- 
arm, the  autonomic  nervous  system,  etc.  These 
films  are  of  value  in  the  instruction  of  physiothera- 
pists as  well  as  medical  and  nursing  students.  The 
Veterans  Administration  has  produced  another 
series  of  films4  on  the  anatomt*  and  surgical  ap- 
proaches of  different  articulations.  There  are  a 
number  of  good  films  on  endoscopic  procedures  as 
well  as  films  on  physical  diagnosis,  anesthesia, 
psychiatry,  hematology,  cancer,  and  other  subjects. 
The  films  mentioned  are,  for  the  most  part,  basic  in 
character  and  consist  of  presentations  of  well- 
established  concepts.  Films  on  contentious  sub- 
jects or  presenting  experimental  data  are  used  only 
with  a suitable  explanation  or  interpretation,  pref- 
erably by  the  investigator. 

Nursing  schools  and  hospitals  have  become  some 
of  the  greatest  users  of  medical  films.  If  these 
films  are  shown  in  addition  to  regular  staff  exercises 
and  demonstrations,  they  can  be  a valuable  adjunct 
to  the  educational  program.  In  some  nursing 
schools  it  has  become  increasingly  difficult  to  per- 
suade physicians  to  talk  to  student  nurses,  and 
motion  pictures  have  been  substituted.  This  prac- 
tice has  inherent  dangers,  and  valuable  opportuni- 
ties to  stimulate  student  nurses  may  be  lost.  Noth- 
ing can  replace  actual  student-teacher  relationship, 
and  the  best  of  motion  pictures  are  of  necessity  im- 
personal. At  the  Albany  Hospital  and  at  the  Union 
University  School  of  Nursing  we  are  attempting  to 
use  motion  pictures  as  a part  of  the  whole  presenta- 
tion. The  motion  pictures  are  enlarged  upon  and 
commented  upon  by  staff  teachers.  As  an  example 
of  this,  the  picture,  Self-Examination  of  the  Breast, 
made  by  Dr.  Cushman  Haagensen5  of  Columbia 
University  serves  as  an  excellent  introduction  to  a 
discussion  of  breast  tumors  and  their  significance. 
There  are  many  other  films  equally  adaptable. 

At  the  Albany  Medical  College  motion  pictures 
have  been  used  extensively  to  augment  and  stimu- 
late the  teaching  of  anatomy.  They  are  used  in  ad- 
dition to  regular  lectures  and  anatomic  dissections. 
The  teaching  of  preventive  medicine  has  been  im- 
proved by  the  frequent  use  of  motion  pictures  which 
can  portray  certain  epidemic  diseases  and  show 
other  medical  conditions  not  prevalent  in  this  area 


or  not  suitable  for  clinical  demonstration.  Films  on 
trypanosomiasis,  malaria,  Rocky  Mountain  spotted 
fever,  and  typhus  fever  are  illustrations.  Certain 
films  have  been  used  in  the  teaching  of  parasitology 
and  bacteriology.  In  addition  to  the  above  use  of 
films,  one  hour  a week  has  been  reserved  for  showing 
films  on  a variety  of  medical  subjects.  This  hour  is 
usually  at  a time  when  most  students  are  free,  and 
attendance  is  voluntary.  At  least  one  member  of 
the  faculty  is  present  at  the  showing,  and  an  attempt 
is  made  to  have  a specialist  available  to  comment  on 
the  subject  and  to  answer  questions.  Attendance 
has  varied  from  nearly  one  hundred  students  to 
somet  imes  only  a handful.  Films  on  physical  diag- 
nosis and  congenital  heart  disease  have  been  among 
the  most  popular,  and  specialized  subjects  such  as 
esophageal  speech  and  movements  of  the  vocal  cords 
have  been  the  least  popular.  Many  first-year 
students  have  attended  regularly  and  have  seemed 
to  enjoy  these  presentations  despite  what  would 
seem  to  be  an  inadequate  background. 

Faculty  members  in  general  seem  to  approve  of  the 
majority  of  the  films.  Some  criticisms  leveled  at 
the  films  have  been  that  “too  much  was  presented 
too  quickly.”  Others  state  that  some  films  are  too 
repetitious.  For  example,  a film  on  tic  doloreaux 
and  its  treatment  demonstrated  the  mapping  of  the 
areas  of  loss  of  sensation  on  the  face  in  three  different 
cases  after  operation,  and  there  was  little  difference 
in  the  three  areas.  This  film  could  have  been  con- 
siderably shortened  without  detracting  from  its 
teaching  value.  Repetition  is  one  of  the  important 
aspects  of  teaching,  but  too  much  repetition  may 
make  a film  tedious.  Some  specialists  have  com- 
plained that  films  were  not  complete  enough  or  that 
certain  conditions  they  believed  to  be  important  had 
been  omitted.  Perhaps  all  of  these  criticisms  are 
pertinent,  but  they  are  the  same  criticisms  which 
can  be  made  about  textbooks,  monographs,  and 
other  teaching  implements.  Probably  no  single 
film  can  please  everyone,  but  the  films  should  be  bas- 
ically correct  . If  omissions  are  present,  they  should 
be  pointed  out  by  the  interpreter.  More  teachers 
should  make  suggestions  concerning  means  of  im- 
proving the  teaching  value  of  films.  These  sugges- 
tions should  be  sent  to  the  Medical  Film  Library 
Supervisor,  New  York  State  Department  of  Health, 
IS  Dove  Street,  Albany,  or,  better  still,  to  some  of 
the  voluntary  health  organizations,  such  as  the 
Heart  Association,  the  American  Cancer  Society, 
and  the  Foundation  for  Infantile  Paralysis,  which 
are  some  of  the  organizations  interested  in  producing 
good  films. 

Medical  and  nursing  students  have  been  less 
critical  of  the  films  and  almost  uniformly  consider 
them  to  be  of  value.  They  have  had  previous  ex- 
ercises on  the  subjects  presented,  and  many  express 
the  opinion  that  the  film  “ties  everything  together” 
and  serves  as  an  excellent  review.  Occasionally 
some  students  have  expressed  the  view  that  the  film 
was  a much  better  presentation  than  the  classroom 
exercises.  This  view  cannot  be  accepted  wholly 
without  comment  since  the  previous  knowledge 
they  have  gained  on  the  subject  better  enables  them 
to  appreciate  the  film.  Nevertheless,  good  films 
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should  spur  the  teacher  to  better  presentation  and 
preparation  of  his  material. 

Good  medical  films  like  any  other  treatise  can  be 
used  repeatedly  with  profit.  A single  showing  of  a 
film  by  no  means  exhausts  its  use.  For  example,  the 
film  on  the  anatomy  and  function  of  the  autonomic 
nervous  system  can  be  shown  in  both  anatomy  and 
physiology  in  the  first  year  of  medical  school.  It  is 
of  great  value  as  an  introduction  to  pharmacology  in 
the  second  year,  and  it  can  be  seen  at  least  once  in 
the  third  and  fourth  years  in  association  with  neu- 
rology and  clinical  medicine.  Each  time  the  film  is 
shown,  the  emphasis  is  on  a different  aspect  of  the 
autonomic  nervous  system,  and  because  the  film  is 
basic  and  well  produced,  it  will  continue  to  be  of  en- 
during value.  Many  other  films  can  be  included  in 
this  category. 

Summary 

1.  Many  medical  subjects  lend  themselves  to 
portrayal  in  motion  pictures.  Some  of  these  sub- 
jects are  anatomy,  embryology,  and  certain  phases 
of  physiology. 

2.  Motion  pictures  should  be  used  as  an  adjunct 
to  conventional  teaching  methods  and  do  not  sup- 
plant regular  classroom  lectures  and  laboratory  dem- 
onstrations. 

3.  Medical  motion  pictures  have  improved  in 
quality  in  the  last  fifteen  years  and  tend  to  portray 
basic  concepts  of  anatomy  and  function  rather  than 
surgical  technics  and  commercial  products. 

4.  The  Motion  Picture  Bureau  of  the  New  York 
State  Department  of  Health  maintains  a large  med- 


ical film  library  which  has  been  collected  with  the 
help  and  guidance  of  the  Subcommittee  on  Medical 
Film  Review  of  the  New  York  State  Medical  So- 
ciety, and  it  is  hoped  that  all  medical  schools,  nurs- 
ing schools,  hospitals,  colleges,  and  other  groups  will 
avail  themselves  of  this  service  so  that  teaching  meth- 
ods can  be  improved. 
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OFFICE  EQUIPMENT  MAY  CAUSE  SKIN  DISTURBANCES 


Occupational  skin  disorders  play  no  favorites — 
the  white  collar  worker  may  be  affected  as  well  as 
the  factory  employe  handling  highly  toxic  materials. 
Skin  eruptions  among  office  workers  resulting  from 
allergies  to  office  equipment  constitute  about  three 
per  cent  of  the  cases  seen  by  industrial  dermatologists, 
according  to  Dr.  George  E.  Morris,  Boston,  assistant 
clinical  professor  of  dermatology  at  Tufts  College 
Medical  School. 

Writing  in  the  July  25  issue  of  the  Journal  of  the 
American  Medical  Association,  Dr.  Morris  reported 
on  an  analysis  of  1,213  patients  with  dermatitis 
caused  by  industrial  factors.  Among  the  patients 
were  36  office  workers  who  contacted  the  conditions 
from  paper,  carbon  paper,  glue,  cardboard,  various 


machine  dyes  and  inks  and  the  chemicals  used  to 
remove  them,  paper  towels,  rubber  bands,  etc. 

Three  cases  were  described  by  Dr.  Morris.  One 
was  a man  who  had  a rash  on  and  between  his 
fingers  due  to  the  various  rubber  products  used  in 
his  office.  The  second  case  was  a stenographer  who 
had  an  eruption  on  her  hands  found  to  be  the  result 
of  an  allergy  to  the  liquid  soap  from  a soap  dispenser 
in  the  office  building  where  she  worked.  The  third 
case  was  a clerical  worker  who  had  an  eruption  on 
her  fingers  caused  by  the  paint  on  the  outside  of 
the  pencils  she  was  using. 

Removal  of  the  worker  from  contact  with  the 
sensitizing  agent  resulted  in  alleviation  of  the  skin 
disturbances,  Dr.  Morris  added. 
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Eugene  Seeley  Coler,  M.D.,  of  East  Hampton, 
died  on  August  30  at  Garrard;  Cross,  England, 
where  he  was  stationed  as  medical  officer  of  the 
U.S.  Air  Force  Seventh  Air  Division,  at  the  age  of 
fifty-seven.  Dr.  Coler  received  his  medical  degree 
from  McGill  University,  Montreal.  Canada,  in  1922 
and  came  to  New  York  City  to  practice  gynecology 
and  obstetrics.  He  was  consulting  gynecologist  at 
Southampton  Hospital  and  was  associated  with  the 
Slo&ne  Hospital  for  Women  until  it  merged  with 
Presbyterian  Hospital,  when  he  became  an  associ- 
ate in  gynecology  and  obstetrics  there.  Dr.  Coler 
served  in  both  World  Wars,  with  the  rank  of 
colonel,  and  rejoined  the  Air  Force  in  1951.  He 
was  a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  R.  Ferlaino,  M.D.,  of  Brooklyn,  died  on 
September  2 at  the  Long  Island  College  Hospital 
at  the  age  of  fifty-three.  Dr.  Ferlaino  received  his 
medical  degree  from  Johns  Hopkins  University  in 
1927  and  interned  at  Columbia-Presbyterian  Medi- 
cal Center.  A specialist  in  industrial  medicine, 
surgery,  and  diseases  of  the  heart  and  chest,  he  was 
medical  director  for  the  New  York  offices  of  the 
General  Motors  Corporation,  and  engaged  in 
private  practice  in  Brooklyn. 

A clinical  instructor  in  industrial  medicine  at  the 
New  York  Medical  College-Flower  and  Fifth 
Avenue  Hospitals,  Dr.  Ferlaino  was  also  assistant 
clinical  professor  of  industrial  medicine  at  New 
York  University-Bellevue  Medical  Center's  Insti- 
tute of  Industrial  Medicine,  staff  physician  at  Roose- 
velt Hospital,  attending  physician  at  University 
Hospital,  and  had  served  on  the  staff  of  Kings 
County  Hospital.  He  had  been  a director  of  the 
.American  Research  and  Education  Foundation, 
associate  editor  of  Industrial  Medicine  and  Surgery, 
and  district  counselor  for  the  Industrial  Medical 
.Association  in  southern  New  York  and  northern 
New  Jersey.  Dr.  Ferlaino  served  on  the  industrial 
health  and  accident  prevention  committee  of  the 
Medical  Society  of  the  State  of  New  York,  was  co- 
director of  the  .American  Symposium  on  Industrial 
Medicine  and  Surgery  from  1943  to  1946.  and  had 
been  medical  examiner  to  the  New  York  Life 
Insurance  Company,  physician  in  charge  of  the 
compensation  clinic  of  the  General  Accident  Insur- 
ance Company,  and  medical  examiner  and  con- 
sultant on  traumatic  diseases  and  injuries  for  the 
Massachusetts  Bonding  Company.  Employers  Mu- 
tual Insurance  Company  of  Wisconsin.  United 
States  Fidelity  and  Guaranty  Insurance  Company, 
Home  Indemnity  Company  and  Allstate  Insurance 
Company. 

By  appointment  of  Governor  Dewey,  Dr.  Fer- 
laino was  chairman  of  the  Medical  Advisory  Board 
of  the  State  Athletic  Commission  from  1949  to 
1950.  A Fellow  of  the  .American  College  of  Chest 
Physicians  and  a Diplomate  of  the  American  Board 


of  Internal  Medicine,  he  was  a member  of  the 
.American  Public  Health  Association,  the  Industrial 
Medical  .Association,  the  .American  Trudeau  Society, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  .American 
Medical  .Association. 

William  Fraden,  M.D.,  of  the  Bronx,  died  on 
August  21  at  his  home  at  the  age  of  fifty-three. 
Dr.  Fraden  received  his  medical  degree  from  New 
York  University  and  Bellevue  Hospital  Medical 
College  in  1923.  He  had  been  with  the  New  York 
City  Health  Department  for  twenty  years  and 
headed  one  of  the  city’s  thirty  health  districts. 
Dr.  Fraden  was  a member  of  the  American  Public 
Health  .Association. 

Joseph  Fulep,  M.D.,  of  Dannemora,  died  on  May 
24  at  the  age  of  fifty-nine.  Dr.  Fulep  received  his 
medical  degree  from  the  Royal  Hungarian  Univer- 
sity of  Budapest  in  1923  and  was  supervisory 
psychiatrist  on  the  staff  of  the  Dannemora  State 
Hospital.  He  was  a member  of  the  .American 
Psychiatric  .Association,  the  Clinton  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  .American  Medical  .Association. 

William  Leonard  Granger,  M.D.,  of  Chappaqua, 

died  on  August  20  at  his  home  at  the  age  of  forty-one. 
Dr.  Granger  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1932  and  interned  at  Grasslands  Hospital,  East- 
view.  He  was  a clinical  assistant  at  Grasslands 
Hospital  and  an  associate  staff  member  of  Northern 
Westchester  Hospital,  Mount  Kisco.  He  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  .American  Medical  .Association. 

Frank  L.  Heacox,  M.D.,  of  Auburn,  died  on  April 
22  at  the  age  of  seventy-seven.  Dr.  Heacox 
received  his  medical  degree  from  Jefferson  Medical 
College,  Philadelphia,  in  1902  and  was  consulting 
neuropsychiatrist  at  the  Auburn  City  Hospital. 
He  held  membership  in  the  Cayuga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  .American  Medical  .Association. 

Stephen  London,  M.D.,  of  New  York  City,  died 
on  August  23  in  Grand  Central  Terminal  at  the 
age  of  sixty-seven.  Dr.  London  received  his  medical 
degree  from  Friedrich  Wilhelms  University  of  Berlin 
in  1912.  In  Berlin,  he  was  on  the  board  of  directors 
of  the  Hospital  of  the  Jewish  Community  from 
1926  to  1937,  a member  of  the  Sanitary  Board  of 
the  Jewish  Community,  and  attending  physician  at 
several  old-age  homes.  Dr.  London  came  to  the 
United  States  in  1937  and  served  as  associate  visit- 
ing physician  at  City  Hospital,  clinical  assistant 
attending  physician  at  Polyclinic  Hospital  and 
Medical  School,  professor  of  medicine  at  Flower 
and  Fifth  Avenue  Hospitals,  and  assistant  clinical 
professor  at  the  New  York  Medical  College.  Dr. 
London  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
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of  New  York,  and  the  American  Medical  Associ- 
ation. 

Robert  Clarence  Martin,  M.D.,  of  Niagara  Falls, 
died  on  August  27  in  his  office  at  the  age  of  fifty- 
nine.  Dr.  Martin  received  his  medical  degree  from 
the  University  of  Toronto  School  of  Medicine  in 
1921.  He  had  practiced  medicine  in  Niagara  Falls 
for  thirty  years  and  was  on  the  staff  of  Mount  St. 
Mary’s  Hospital.  He  was  a member  of  the  Niagara 
Falls  Academy  of  Medicine,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Frederick  Clark  Mason,  M.D.,  of  Massena,  died 
on  September  2 at  Massena  Memorial  Hospital  at 
the  age  of  seventy-six.  Dr.  Mason  received  his 
medical  degree  from  McGill  University,  Montreal, 
Canada,  in  1902  and  was  cited  by  the  Medical 
Society  of  the  State  of  New  York  last  year  for  com- 
pleting fifty  years  of  practice.  He  served  as  St. 
Lawrence  County  coroner  from  1947  to  1949.  Dr. 
Mason  was  a member  of  the  St.  Lawrence  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alvah  Childs  Remington,  M.D.,  of  Rochester, 
died  on  August  17  at  St.  Mary’s  Hospital  at  the  age 
of  eighty-one.  Dr.  Remington  was  graduated  from 
the  University  of  Buffalo  in  1897  and  practiced 
medicine  in  Rochester  for  fifty-five  years  before  his 
retirement  last  year.  He  was  on  the  staff  of  St. 
Mary’s  Hospital,  a consulting  surgeon  for  the 
Monroe  County  Infirmary,  and  a consulting 
physician  to  the  Rochester  State  Hospital.  Dr. 
Remington  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Rochester  Pathological 
Society,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


John  F.  Schaefer,  M.D.,  of  New  York  City,  died 
on  April  15  at  the  age  of  fifty-one.  Dr.  Schaefer 
received  his  medical  degree  from  the  University  of 
Breslau  in  1927  and  interned  at  the  Hospital  for 
Joint  Diseases,  New  York  City.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lawrence  Milton  Shapiro,  M.D.,  of  New  York 
City,  died  on  August  26  at  his  home  at  the  age  of 
forty-five.  Dr.  Shapiro  received  his  medical  degree 
from  New  York  University  and  Bellevue  Hospital 
Medical  Collegein  1933.  He  was  president  of  his  class 
at  New  York  University  three  years,  later  becoming 
permanent  secretary  of  his  graduating  class,  and  was 
president  of  the  New  York  chapter  of  Phi  Delta 
Epsilon  medical  fraternity.  A pediatrician  and 
leader  in  sex  education  for  children,  Dr.  Shapiro  was 
concerned  during  the  last  five  years  with  teaching 
children  of  pre-adolescent  ages  and  conducting  lec- 
tures for  parents.  A Licentiate  of  the  American 
Board  of  Pediatrics,  he  was  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  New  York  Pediatric 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Gilbert  Steinhauser,  M.D.,  of  Gowanda, 
died  on  August  11  at  his  home  at  the  age  of  seventy. 
Dr.  Steinhauser  received  his  medical  degree  from 
the  University  of  Michigan  in  1912  and  served  on 
the  staff  of  the  University  Hospital  after  graduation. 
He  then  joined  the  staff  of  Strong  Memorial  Hos- 
pital in  Rochester  and  later  established  his  own 
private  hospital  in  Cattaraugus,  moving  to  Gowanda 
twenty  years  ago.  Dr.  Steinhauser  was  a member 
of  the  Cattaraugus  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 


IMPROVING  ON  THE  DICTIONARY 

Committee — A group  that  keeps  minutes  but 
wastes  hours. 

Firmness — An  admirable  quality  in  ourselves 
that’s  regarded  as  pure  stubbornness  in  other  people. 

Hobby- — Something  you  go  goofy  over  to  keep 
from  going  nuts  over  things  in  general. 

Infant  Prodigy — Small  child  with  highly  imagina- 
tive parents. 

In-law — The  one  law  you  can’t  flout. 

Joint  Account — A bank  account  in  which  a hus- 
band deposits  money  and  his  wife  draws  it  out. 

Monologue — -Conversation  between  husband  and 
wife. 

Parents — The  hardships  of  a minor’s  life. 

Philosophy — The  system  of  being  unhappy  intel- 
ligently. 

Advice — What  a man  gives  when  he  gets  too  old 
to  set  a bad  example. 


Average  Girl — One  who  thinks  she  is  “above  the 
average.” 

Gentleman — One  who  steps  on  his  cigaret  butt 
so  it  can’t  burn  the  carpet. 

Intuition — Suspicion  in  skirts. 

Neatness — The  one  good  thing  about  being  bald. 

Secret — Something  that  is  hushed  about  hither 
and  yon. 

Old  Timer — One  who  remembers  when  a bureau 
was  furniture. 

Philosopher — A person  who  always  knows  what 
to  do  until  it  happens  to  him. 

Parking  Lot — A place  where  you  leave  your  car 
to  have  dents  made  in  the  fenders. 

Principles — Often  prejudices,  white-washed  and 
surmounted  by  a neon  halo. 

Night  Club — An  ashtray  with  music.- — Bulletin, 
Sangamon  County  Medical  Society,  June,  1953. 
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American  Cancer  Society  Clinical  Fellowships  and 
Traineeships  for  1954 — The  American  Cancer  So- 
ciety has  announced  its  program  of  clinical  fellow- 
ships, emphasizing  diagnosis  and  treatment  of  can- 
cer, for  the  next  institutional  training  year,  July  1, 
1954,  through  June  30,  1955.  It  will  also  include 
support  for  clinical  traineeships,  at  a level  somewhat 
lower  than  the  clinical  fellowships. 

Fellowships  and  traineeships  are  awarded  to  in- 
stitutions only,  upon  application  by  deans,  executive 
officers,  or  department  heads.  Individuals  desiring 
them  should  consult  the  appropriate  authority  in 
the  institution  of  their  choice.  They  must  be  grad- 
uates of  class  A medical  schools  in  the  United  States, 
its  territories,  or  Canada,  be  not  over  forty  years  of 
age  on  the  next  birthday  following  commencement 
of  fellowship  or  traineeship  tenure,  and  be  citizens 
of  the  United  States.  Applicants  for  clinical  fellow- 
ships should  have  completed  one  year  of  post- 
graduate training  (exclusive  of  internship)  with  the 
intent  to  fulfill  eligibility  requirements  for  certifying 
examinations  by  an  approved  Medical  Specialty 
Board,  and  applicants  for  clinical  traineeships 
should  have  completed  a full  years  internship. 

Applications  should  include  (1)  the  number  of 
fellowships  and/or  traineeships  applied  for,  (2) 
funds  available  to  the  institution  from  other  sources 
for  partial  support  of  fellows  and/or  trainees  and  the 
nature  of  specialty  or  general  training  contemplated 
for  the  fellows  or  trainees,  (3)  name  of  the  individual 
under  whose  supervision  the  fellow  or  trainee  will  be 
trained  and  to  whom  he  will  be  directly  responsible, 
(4)  date  the  fellowship  or  traineeship  will  commence, 
and  (5)  a thorough  documentation  as  to  the  training 
the  fellow  or  trainee  will  receive  at  the  institution, 
including  facilities  available,  such  as  tumor  clinics, 
opportunities  for  diagnosis,  treatment,  and  clinical 
research. 

Applications  should  be  made  to  Dr.  Brewster  S. 
Miller,  American  Cancer  Society,  47  Beaver  Street, 
New  York  4,  New  York,  not  later  than  October  5. 

Health  Research,  Inc.,  to  Promote  Research  into 
Cause  and  Treatment  of  Diseases — A new  agency, 
Health  Research,  Inc.,  has  been  set  up  to  advance 
research  into  the  cause  and  treatment  of  diseases. 
A nonprofit  corporation,  it  has  been  organized 
under  the  Membership  Corporation  law  to  assist  in 
developing  and  increasing  the  research  facilities  of 
the  State  and  local  health  departments,  and  institu- 
tions and  agencies  of  the  departments,  by  means  of 
grants  given  for  research  into  any  specific  disease 
field.  By  creation  of  the  new  organization,  persons 
or  corporations  wishing  to  help  finance  specific  re- 
search projects  by  the  State  may  give  money  solely 
for  this  purpose. 

Directors  of  the  new  corporation  include  Dr.  Hollis 
S.  Ingraham,  Deputy  State  health  commissioner; 
Dr.  Morton  L.  Levin,  assistant  commissioner  for 
medical  services;  Dr.  Gilbert  Dalldorf,  assistant 
commissioner  for  laboratories  and  research;  Dr. 
George  E.  Moore,  director  of  the  Roswell  Park 
Memorial  Institute  in  Buffalo,  and  John  P.  Coffey, 
assistant  director  of  the  Office  of  Business  Adminis- 
tration. 


New  York  Society  for  Clinical  Ophthalmology 
Elects  Officers — The  newly  elected  officers  of  the 
New  York  Society  for  Clinical  Ophthalmology  for 
the  1953-1954  season  are:  Dr.  Bernard  Fread, 
president;  Dr.  Frederick  H.  Theodore,  vice-presi- 
dent; Dr.  Bernard  Kronenberg,  recording  secre-  ' 
tarv;  Dr.  Leon  H.  Ehrlich,  corresponding  secre- 
tary; Dr.  Edward  Saskin,  treasurer;  and  Dr.  Abra- 
ham Schlossman,  historian. 

Newly  elected  committee  chairmen  include  Dr. 
Max  Chamlin,  program;  Dr.  Arthur  Linksz,  instruc- 
tion session;  Dr.  Benjamin  C.  Rosenthal,  legislative; 
Dr.  Howard  Agatston,  membership,  and  Dr.  Jesse 
C.  Levitt,  industrial.  Dr.  Abraham  L.  Komzweig, 
the  retiring  president,  was  elected  to  the  advisory 
council. 

Columbia-Presbyterian  Medical  Center — The 

Columbia-Presbyterian  Medical  Center  will  cele- 
brate its  twenty-fifth  anniversary  with  a two-day 
scientific  and  social  program,  October  12  and 
October  13,  focused  on  new  directions  in  education, 
medical  research,  and  care  of  the  sick.  Today,  the 
Columbia-Presbyterian  Medical  Center  comprises 
the  largest  voluntary  hospital  in  the  country  and  one 
of  the  world’s  great  medical  schools. 

Highlight  of  the  social  program  will  be  a banquet 
at  the  Waldorf-Astoria  Hotel,  October  12,  sponsored 
by  the  alumni  groups  of  the  various  hospitals  and 
schools  for  all  alumni,  staffs,  and  guests  of  the 
Medical  Center.  A panel  of  speakers  will  discuss 
“The  Responsibilities  and  Opportunities  of  the 
Medical  Center  in  the  Next  Twenty-Five  Years.”  ■ 
On  October  13,  ceremonies  will  be  concluded  with  an 
academic  convocation,  when  honorary  degrees  and 
distinguished  service  awards  will  be  presented  to  in- 
dividuals who  have  contributed  substantially  to  the 
growth  of  the  Medical  Center. 

Dr.  Willard  C.  Rappleye,  vice-president  of  Colum- 
bia University  in  charge  of  medical  affairs  and  dean 
of  the  College  of  Physicians  and  Surgeons,  and  John 
S.  Parke,  executive  vice-president  of  the  Presby-  | 
terian  Hospital,  are  cochairmen  of  the  planning 
committee  for  the  celebration.  Dr.  James  E.  Mc- 
Cormack, associate  dean  of  the  College  of  Physicians  i 
and  Surgeons,  is  executive  director  of  the  committee,  i 

New  York  University  College  of  Medicine  Wel- 
comes 114th  Class — The  114th  class  of  New  York 
University  College  of  Medicine  began  September  14 
with  a freshman  enrollment  of  117  men  and  13 
women,  Dr.  Currier  McEwen,  dean,  announced  re-  , 
cently. 

This  will  be  the  last  class  to  matriculate  in  the  old 
buildings  which  now  house  the  medical  schools  of 
New  York  University-Bellevue  Medical  Center. 

St.  Vincent’s  Hospital,  New  York  City,  to  Add 
Psychiatric  Unit — As  the  final  step  toward  providing 
St.  Vincent’s  Hospital  with  the  facilities  of  a com- 
plete medical  center,  plans  have  been  filed  with  the 
Department  of  Housing  and  Building  for  a $2,500,-  j 
000  addition  for  psychiatric  treatment.  The  hos-  ( 
pital  has  had  psychiatric  clinics,  but  not  inservice  ' 
beds. 

The  proposed  seven-story  unit  will  add  80  beds  to 
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the  hospital’s  capacity,  bringing  the  total  number  of 
beds  up  to  715.  The  first  floor  will  contain  outpa- 
tient clinics  for  ambulatory  cases;  the  second  floor, 
facilities  for  occupational  therapy  and  special  treat- 
ments; the  third  through  sixth  floors,  inpatient 
facilities  and  rooms  for  the  psychiatric  and  medical 
staff  and  social  workers  for  interviewing  and  treat- 
ment, and  the  seventh  floor,  recreational  areas  and 
an  auditorium.  The  number  of  psychiatrists  and 
physicians  to  staff  it  has  not  been  determined. 

Postgraduate  Courses  in  Brooklyn — Part-time 
courses  in  the  various  branches  of  medicine  will  be 
offered  this  fall  by  the  State  University  of  New  York 
College  of  Medicine  at  New  York,  in  joint  coopera- 
tion with  the  Medical  Society  of  the  County  of 
Kings,  beginning  October  1. 

Offered  at  this  time  will  be  a course  in  neuro- 
anatomy, which  will  include  building  of  the  Haus- 
man  brain  model  and  should  prove  valuable  for 
those  who  contemplate  taking  Board  examinations. 

A catalogue  is  available,  and  further  information 
should  be  requested  from  the  Registrar,  Joint  Com- 
mittee on  Postgraduate  Education,  1313  Bedford 
Avenue,  Brooklyn  16,  New  York. 

New  V.A.  Hospital  in  Syracuse  Has  Staff  Open- 
ings— The  Veterans  Administration  Hospital  which 
opened  in  Syracuse  in  June  has  several  medical  and 
technical  positions  available  for  qualified  persons. 

The  positions  include  chief  of  laboratories,  chief 
and  assistant  chief  in  neuropsychiatry,  and  several 
approved  residencies  in  medicine,  surgery,  pathology, 
radiology,  urology,  and  orthopedics. 

Further  information  may  be  obtained  from  Dr. 
Eric  Stone,  chief  of  professional  services,  Veterans 
Administration  Hospital,  Irving  Avenue  and  Uni- 
versity Place,  Syracuse  10,  New  York. 

Credit  to  Be  Received  for  Attendance  at  Military 
Surgeon’s  Convention — Medical  Service  Officers  of 
the  Air  Force  Reserve  who  plan  to  attend  the 
Association  of  Military  Surgeon’s  annual  convention 
in  Washington,  D.C.,  November  9 through  Novem- 
ber 11,  will  receive  Reserve  training  credits  consist- 
ing of  one  point  for  each  days  attendance. 

Officers  must  participate  for  a minimum  of  two 
hours  each  day,  and  the  maximum  amount  of  credit 
that  may  be  earned  is  three  points.  A representative 
of  the  Surgeon  General’s  Office,  Headquarters, 
USAF,  will  be  present  during  the  convention  to  cer- 
tify attendance  for  each  medical  officer  claiming  train- 
ing points. 


American  Cancer  Society  to  Broadcast  Television 
Series — The  American  Cancer  Society  will  start 
October  21  to  broadcast  over  CBS  a series  of  30 
weekly  one-hour  color  television  programs.  These 
will  be  available  over  a closed  circuit  to  medical 
centers  in  New  York  City,  Boston,  Philadelphia, 
Pittsburgh,  Detroit,  and  Toledo,  and  kinescopes  will 
be  made  of  each  program  to  show  elsewhere. 

The  program,  designed  to  aid  doctors  in  the  diag- 
nosis and  treatment  of  cancer,  will  be  telecast  from 
studios  in  the  New  York  Memorial  Cancer  Center 
and  the  Francis  Delafield  Hospital  of  Columbia- 
Presbyterian  Medical  Center,  at  a cost  of  $250,000. 

Questions  about  Trudeau  Sanatorium  Answered 
in  New  Pamphlet — Trudeau  Sanatorium,  Saranac 
Lake,  a private,  nonprofit  institution  for  the  diag- 
nosis and  treatment  of  tuberculosis  and  diseases  of 
the  chest,  will  celebrate  its  seventieth  anniversary 
next  year  and  has  recently  issued  a pamphlet  de- 
signed to  bring  physicians  up  to  date  on  its  services. 

Copies  of  the  pamphlet,  “Answers  to  Questions 
from  Physicians  about  Trudeau  Sanitorium,”  are 
available  from  Dr.  Roger  S.  Mitchell,  Clinical 
Director,  Trudeau  Sanatorium,  Trudeau,  New 
York. 

Wayne  County  Medical  Society  Hears  Senator— 

The  Wayne  County  Medical  Society  met  on  August 
13  at  Sodus  Bay  Heights  Country  Club,  Sodus,  to 
hear  State  Senator  George  R.  Metcalf,  of  Auburn, 
defend  his  support  of  the  Seelye-Morgan  chiropractic 
bill.  The  measure  was  defeated  in  the  senate  during 
closing  day's  of  the  1953  session. 

The  legislator  said,  “It  may  appear  unusual  that 
one  who  supported  the  medically  sponsored  Metcalf- 
Hatch  animal  research  bill  would  also  lend  assistance 
to  a bill  violently  opposed  by  the  same  group.  The 
paradox,  if  there  is  one,  is  not  one  of  double  alle- 
giance; it  arises  from  the  basic  premise  that,  a repre- 
sentative in  public  office  should  support  what  he  be- 
lieves best  for  the  public,  and  not  a special  interest 
group.” 

Dr.  James  D.  Tyner,  president  of  the  Wayne 
County  Medical  Society,  in  commenting  on  Senator 
Metcalf’s  remarks,  said,  “The  only  ‘special  interest’ 
that  physicians  represent  is  a special  interest  in 
public  health  and  the  highest  educational  and 
ethical  standards  for  those  who  would  treat  the 
human  body.” 

Dr.  John  Pulvino,  of  Clyde,  acted  as  program 
chairman,  and  Dr.  James  Arseneau,  of  Lyons,  intro- 
duced the  senator. 


FUTURE  MEETINGS 


New  York  Society  for  Circulatory  Diseases 

The  New  York  Society  for  Circulatory  Diseases, 
under  the  presidency  of  Dr.  Simon  Dack,  will  hold  its 
ninth  regular  meeting  on  October  13  at  8:30  p.m., 
in  room  440  of  the  New  York  Academy  of  Medicine 
building.  This  session  will  be  devoted  to  a sym- 
posium  on  rehabilitation  of  the  cardiac. 

Guest  speakers  will  include  Dr.  Samuel  Kahn,  Dr. 
Herman  J.  Bennett,  Dr.  Abraham  Jezer,  and  Dr. 
Irvin  Klein.  The  meeting  is  open  to  all  members  of 
the  medical  profession. 

American  Trudeau  Society 

The  Eastern  Section  of  the  American  Trudeau 
Society  will  hold  its  annual  meeting  October  23 
through  October  24,  at  the  Eastland  Hotel  in  Port- 


land, Maine.  Reservations  should  be  made  directly 
with  the  hotel. 

The  program  will  center  around  tuberculosis, 
other  chest  diseases,  and  cardiac  problems.  Topics 
will  include:  virulence  of  tubercle  bacilli  from  isoni- 
azid  treated  patients;  late  follow-up  of  tuberculous 
patients  treated  with  chemotherapy  and  early,  com- 
plete mobilization;  recent  advances  in  treatment  of 
severe  pulmonary  emphysema;  comparative  review 
of  thoracoplasty  and  resection  in  treatment  of  pul- 
monary tuberculosis;  surgical  treatment  of  mitral  in- 
sufficiency; acute  respiratory  acidosis;  four  papers 
on  pulmonary  tumors,  and  a panel  on  revasculariza- 
tion of  the  myocardium  in  treatment  of  coronary  in- 
sufficiency. 

All  members  of  the  Eastern  Section  of  the  Ameri- 
can Trudeau  Society  and  interested  physicians  are 
invited  to  attend. 
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American  Academy  of  General  Practice 

The  American  Academy  of  General  Practice  will 
hold  its  fifth  annual  scientific  assembly  October  26 
through  October  28,  at  the  Hotel  Statler,  New  York 
City. 

All  physicians  in  New  York  State  are  invited  to 
submit  their  paintings,  photographs,  or  hobby  collec- 
tions for  exhibition  at  the  assembly,  to  the  attention 
of  Dr.  F.  Donald  Xapolitani,  art  chairman,  New 
York  State  Academy  of  General  Practice,  22S1  Uni- 
versity Avenue,  New  \ork  53,  Xew  York.  Final 
submission  date  is  October  7,  1953. 

American  College  of  Cardiology 

The  American  College  of  Cardiology  will  hold  its 
fall  meeting  on  Xovember  6 and  November  7,  at  the 
Hotel  Statler  in  Cleveland.  The  topic  of  the  meet- 
ing will  be  ‘Congential  Heart  Disease.”  The  scien- 
tific sessions  will  be  devoted  to  discussions  of  various 
physiologic  and  clinical  findings,  methods  of  diag- 
nosis, and  surgical  treatment.  Guest  speakers  of 
national  prominence  will  participate. 

Further  information  may  be  obtained  from  the 
secretary,  Dr.  Philip  Reichert,  480  Park  Avenue, 
Xew  York  22,  Xew  York. 

Latin- American  Congress  of  Physical  Medicine 
and  Pan-American  Academy  of  General  Practice 

The  Latin-American  Congress  of  Physical  Medi- 
cine and  the  Pan-American  Academy  of  General 
Practice,  jointly,  will  hold  their  annual  Congress  in 
Medellin,  Colombia,  South  .America,  February  15 
through  February  20, 1954.  The  Congress,  which  will 
be  divided  into  sections  representing  the  various  fields 
in  medicine,  surgery,  and  pharmacy,  will  offer 
physicians  of  the  United  States  an  opportunity  to 
cement  their  friendship  with  their  colleagues  of  the 
Latin-American  countries. 

Transportation  at  a special,  all-inclusive  rate  will 
be  available  to  those  participating.  Registration 


must  be  made  through  Dr.  Cassius  Lopez  de  Vic- 
toria, executive  director,  176  East  71st  Street,  Xew 
York  21,  Xew  York. 

American  Heart  Association 

The  annual  meeting  of  the  American  Heart  Asso- 
ciation in  1954  will  be  held  at  the  Conrad  Hilton 
Hotel  in  Chicago.  The  assembly  panels  and  the 
general  assembly  will  be  held  April  1 and  2 and  will 
be  followed  on  April  3 and  4 by  a two-day  scientific 
program  of  the  Section  on  Clinical  Cardiology. 

Members  of  the  American  Heart  Association  who 
wish  to  present  papers  at  the  two-day  scientific 
program  should  send  a 250  to  300  word  abstract  of 
the  proposed  paper  to  Dr.  Charles  D.  Marple,  medi- 
cal director,  American  Heart  Association,  ihc.,  44 
East  23rd  Street,  Xew  York  10,  Xew  York,  before 
January  1,  1954. 

The  scientific  sessions  of  the  American  Heart  Asso- 
ciation will  not  be  held  at  the  usual  time  in  1954,  but 
will  take  place  in  Washington,  D.C.,  September  16 
through  September  19,  following  the  second  Inter- 
national Congress  of  Cardiology,  which  will  be  held 
September  12  through  September  15, 1954. 

International  Committee  of  Group  Psychotherapy 

The  first  International  Congress  on  group  psycho- 
therapy will  be  held  in  Toronto,  Canada,  August  12 
through  August  14,  1954.  The  International  Com- 
mittee of  Group  Psychotherapy  invites  all  groups 
and  individuals  interested  in  group  psychotherapy  to 
participate  in  the  Congress,  whose  aim  is  to  serve 
the  development  and  integration  of  the  entire  field. 

The  American  Society  of  Group  Psychotherapy 
and  Psychodrama  and  the  American  Sociometric 
-Association  are  among  the  sponsoring  organizations. 
Those  interested  in  the  Congress  may  write  to  the 
Director,  Organizing  Committee,  J.  L.  Moreno, 
M.D.,  Room  327,  101  Park  Avenue,  Xew  York  17 
Xew  York,  for  further  information. 


PERSONALITIES 


Elected 

Dr.  Harry  Markow,  as  president;  Dr.  Arthur 
William  Grace,  as  vice-president;  Dr.  Harry  Leibo- 
witz,  as  secretary,  and  Dr.  Solomon  Slepian,  as 
treasurer,  of  the  Section  on  .Allergy  of  the  Medical 
Society  of  the  County  of  Kings  and  Academy  of 
Medicine  of  Brooklyn . . . Dr.  F rede  rick  A.  W urzbach, 
Jr.,  as  president;  Dr.  Charles  Sandler,  as  president- 
elect; Dr.  Charles  W.  Frank,  as  vice-president;  Dr. 
Joseph  Landy,  as  treasurer;  Dr.  Frank  Lagattuta, 
as  secretary;  Dr.  George  Schwartz,  as  chairman  of 
the  public  relations  committee;  Dr.  James  A.  Lynch, 
as  chairman  of  the  legislation  committee;  Dr.  C.  A. 
Ackerman,  as  chairman  of  the  medical  economics 
committee,  and  Dr.  Joseph  Golomb,  as  chairman  of 
the  public  health  committee,  of  the  Bronx  County 
Medical  Society. 

Appointed 

Dr.  James  Marion  Bryant,  in  charge  of  inpatient 
cardiology  in  the  fourth  medical  division  of  Bellevue 
Hospital,  as  assistant  professor  of  medicine  at  the 
Xew  York  University  Post-Graduate  Medical 
School  of  Xew  York  University-Bellevue  Medical 
Center . . . Dr.  Richard  L.  Day,  associate  professor  of 
pediatrics  at  Columbia  L’niversity,  as  professor  and 
chairman  of  the  Department  of  Pediatrics  at  the 
State  University  College  of  Medicine  at  Xew  York 
City . . . Dr.  Giles  F.  Filley,  as  head  of  the  physiology 
department  of  Trudeau  Sanatorium  and  Foundation, 


Saranac  Lake  . . . Dr.  Maurice  Kleinfeld,  Brooklyn, 
as  associate  industrial  hygiene  physician  in  the  State 
Labor  Department’s  Division  of  Industrial  Hygiene 
and  Safety  Standards  . . . Dr.  Isidore  Snapper,  as 
director  of  medical  education  at  Beth-El  Hospital, 
Brooklyn  . . . Dr.  Charles  W.  Mueller,  as  clinical 
professor  of  obstetrics  and  gynecology  at  the  State 
University  College  of  Medicine  at  Xew  York  City . . . 
Dr.  Clifford  E.  Storey,  as  clinical  professor  of  surgery 
at  the  State  University  College  of  Medicine  at  Xew 
York  City. 

Dr.  David  Arnon,  physician  in  charge  of  physical 
medicine  at  Lincoln  Hospital,  Xew  York  City,  as 
medical  director  of  the  physiotherapy  department  of 
Ithaca  College  . . . Dr.  William  R.  Donovan,  dis- 
trict State  health  officer  in  charge  of  the  Geneva 
District,  as  director  of  the  White  Plains  Regional 
Office  . . . Dr.  Richard  S.  Farr,  as  chief  of  the  ortho- 
pedic unit  at  the  Veterans  Administration’s  regional 
office  in  Syracuse  . . . Dr.  Lester  Scheel,  as  acting 
director  of  the  Biochemistry  Department  of  Trudeau 
Sanatorium  and  Foundation. 

New  Offices 

Dr.  Richard  A.  Baer,  formerly  at  the  Cleveland 
City  Hospital,  Cleveland,  general  urinary  surgery  in 
Niagara  Falls  . . . Dr.  Rudolph  Coletti,  formerly  at 
the  Veterans’  Hospital  in  Albany,  general  surgery  in 
Troy  . . . Drs.  Paul  and  Grace  Kearney,  husband  and 
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wife,  general  practice  and  obstetrics  in  Delhi . . . Dr. 
Jerome  Lipson,  former  general  practitioner  in  Queens, 
general  practice  in  Washingtonville  . . . Dr.  James 
Patrick  Furlong,  practice  of  obstetrics  in  Albany 
. . . Dr.  Roy  W.  Robinson,  general  practice  in  Way- 
land.  Dr.  Jonathan  M.  Allen,  practice  of  surgery  in 
Plattsburg  . . . Dr.  Bradley  Coates,  assistant  in  the 
office  of  Dr.  Gareth  West,  Chittenango  . . . Dr.  Al- 
fred Englander,  general  practice  in  Harrisville  . . . 
Dr.  John  H.  Hirshfeld,  general  practice  in  Mohawk 


. . . Dr.  William  J.  Hoopes,  in  association  with  the 
Foster-Hatch  Medical  group  in  Dundee  . . . Dr. 
Donald  D.  Hutchings,  in  association  with  the  Foster- 
Hatch  Medical  group  in  Penn  Yan  . . . Dr.  Karl 
Messinger,  general  practice  in  Addison  . . . Dr. 
Philip  A.  Nichols,  general  practice  in  Owego  . . . 
Dr.  Raymond  W.  Rapp,  general  practice  in  Hamil- 
ton . . . Dr.  Daniel  J.  Rourke,  practice  of  internal 
medicine  in  Schenectady  . . . Dr.  Andrew  V.  Tra- 
mont,  general  practice  in  Clarence. 


REPORTS  SINUS  DISEASE  RELATIVELY  EASY  TO  CURE 


Sinus  disease  is  less  common  and  easier  to  cure 
than  is  generally  believed,  according  to  Dr.  Noah 
D.  Fabricant,  a Chicago  otolaryngologist. 

The  sinuses,  four  pairs  of  cavities  in  the  bones 
around  the  nose,  are  virtually  offshoots  of  the  nose, 
Dr.  Fabricant  wrote  in  a recent  Today's  Health 
magazine,  published  by  the  American  Medical  Asso- 
ciation. They  are  lined  with  the  same  mucous 
membrane  as  the  inside  of  the  nose,  and  are  traversed 
by  the  air  that  passes  through  the  nasal  cavities. 
Consequently,  any  disease  that  involves  the  mucous 
membrane  of  the  nose  may  affect  the  sinuses. 

“Infection  can  travel  with  astonishing  ease  from 
the  nasal  cavities  into  them,  and,  since  the  sinuses 
themselves  are  so  close  together,  the  inflammation 
often  spreads  from  one  sinus  to  another,”  he  said. 

“Sinus  disease  begins  during  the  late  stages  of 
the  common  cold  blending  with  it  so  insidiously 
that  most  people  fail  to  distinguish  between  the 
original  cold  and  the  onset  of  sinusitis.  This  occurs 
readily,  as  any  sinus  sufferer  can  attest.  In  short, 
the  person  who  says  he  caught  cold  late  in  the  fall, 
and  ‘had  one  cold  after  another  all  winter’  frequently 
had  only  one  Initial  acute  cold;  all  subsequent  ep- 
isodes were  really  manifestations  of  sinus  infection.” 

There  are  two  major  forms  of  sinus  disease — acute 
and  chronic — Dr.  Fabricant  pointed  out.  The 
acute  form,  usually  the  result  of  a cold  in  the  head, 
presents  such  typical  symptoms  as  congestion  of  the 
nose  accompanied  by  a discharge,  a sense  of  fullness 
and  tenderness  over  the  cheek,  a pain  in  the  region 
of  the  upper  jaw  which  may  involve  the  teeth,  a 
a pain  around  the  bridge  of  the  nose,  and/or  a 
headache. 

Some  attacks  of  sinusitis  that  last  for  weeks  and 
months,  however,  are  evoked  by  allergy  rather  than 
infection,  according  to  Dr.  Fabricant.  The  symp- 
toms of  allergic  sinusitis  include  sneezing,  itching, 
watery  nasal  discharge,  and  occasionally  loss  of  the 
sense  of  smell.  The  chief  offenders  responsible  for 
such  conditions  are  pollens,  vegetable  powders,  dusts, 


foods,  drugs,  cosmetics,  and  bacteria. 

“When  an  acute  sinus  infection  is  neglected,  or 
when  the  infection  is  particularly  virulent,  it  may  be 
prolonged  for  months  or  years,”  he  wrote.  “Such 
a protracted  form  of  chronic  sinus  disease  is  charac- 
terized by  changes  in  the  sinus  membranes  which 
are  injurious  and  often  irreparable.  Interference 
with  normal  drainage  of  the  sinuses  frequently  dis- 
tinguishes chronic  sinus  infections. 

“The  diagnosis  of  chronic  sinus  disease  should 
never  be  left  to  well-meaning  friends.  While  it 
may  seem  a simple  matter  to  make  an  accurate  diag- 
nosis of  sinus  disease,  this  is  far  from  being  the  case.” 

A complete  medical  history,  clinical  examination, 
and  x-rays  of  the  sinuses  are  necessary  for  a definite 
diagnosis  of  sinus  disease,  Dr.  Fabricant  stated, 
adding: 

“Sinus  disease  is  not  as  difficult  to  cure  as  many 
people  have  been  led  to  believe.  Treatment  is 
likely  to  be  more  successful  when  the  diagnosis  is 
definite  and  the  cause  known.” 

Acute  sinus  infections  are  overcome  by  means  of 
antibiotic  or  sulfonamide  therapy,  Dr.  Fabricant 
said.  Bedrest,  the  application  of  heat,  and  the 
proper  use  of  nasal  medicaments  to  enable  the  pa- 
tient to  breathe  freely  and  to  establish  sinus  drain- 
age are  of  value;  headaches  can  be  mitigated  or 
abolished  by  a mild,  pain-relieving  drug.  Irriga- 
tion of  the  sinuses  or  surgical  drainage  may  be 
necessary. 

Treatment  of  allergic  sinusitis  is  simplified  if  the 
offending  agent  is  discovered  and  controlled,  he 
pointed  out.  In  chronic  sinus  infections,  various 
measures,  including  nose  drops,  gentle  suction,  heat, 
irrigation,  and  the  administration  of  some  of  the 
newer  antibiotics,  will  give  relief  and  even  offer  a 
cure.  Some  chronic  sinus  conditions,  however,  may 
require  surgery  to  correct  them. 

“Although  sinusitis  still  presents  some  unsolved 
medical  aspects  the  prospect  for  overcoming  sinus 
disease  is  full  of  promise,”  Dr.  Fabricant  concluded. 


BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  August,  1953) 


Is  Your  Child  Allergic?  By  Herman  Hirschfeld, 

M. D.  Octavo  of  23  pages,  illustrated.  New  York, 
Nelson  House,  n.d.  Paper,  25  cents. 

Adrenal  Cortex,  Transactions  of  the  Fourth  Con- 
ference November  12,  13,  and  14,  1952,  New  York, 

N. Y.  Edited  by  Elaine  P.  Ralli,  M.D.  Octavo  of 
165  pages,  illustrated.  New  York,  Josiah  Macy, 
Jr.  Foundation,  1953.  Cloth,  S3. 50. 

Textbook  of  Gynecology.  By  John  I.  Brewer, 
M.D.  Octavo  of  532  pages,  illustrated.  Balti- 
more, Williams  A Wilkins  Co.,  1953.  Cloth, 
$10.00. 

Atomic  Medicine.  Edited  by  Rear  Admiral 
Charles  F.  Behrens,  M.C.,  U.S.N.  Second  edition. 
Octavo  of  632  pages,  illustrated.  Baltimore, 
Williams  A Wilkins  Co.,  1953.  Cloth,  $11. 

Medical  Schools  in  the  United  States  at  Mid- 
Century.  By  John  E.  Deitrick,  M.D.,  and  Robert 
C.  Berson,  M.D.  Octavo  of  380  pages,  illustrated. 
New  Y'ork,  McGraw-Hill  Book  Co.,  1953.  Cloth, 
$4.50. 

Fool’s  Haven.  By  C.  C.  Cawley.  Octavo  of  210 
pages.  Boston,  House  of  Edinboro,  1953.  Cloth, 
$2.75. 

Operative  Surgery.  By  Guy  W.  Horsley,  M.D., 
and  Isaac  A.  Bigger,  M.D.  In  two  volumes. 
Illustrations  by  Helen  Lorraine.  Sixth  edition. 
Quarto  of  1,579  pages,  illustrated.  St,  Louis,  C.  V. 
Mosby  Co.,  1953.  Cloth,  $30  set. 

Practical  X-Ray  Treatment.  By  Arthur  W. 
Erskine,  M.D.  Fourth  edition.  Octavo  of  195 
pages,  illustrated.  St.  Paul  A Minneapolis,  Bruce 
Publishing  Co.,  1952.  Cloth,  $5.00. 

Thoracic  Surgery  and  Related  Pathology.  By 
Gustaf  E.  Lindskog,  M.D.,  and  Averill  A.  Liebow, 
M.D.  Octavo  of  644  pages,  illustrated.  New 
Y'ork,  Appleton-Century-Crofts,  1953.  Cloth,  $15. 

Peptic  Ulcer,  Pain  Patterns,  Diagnosis  and  Medi- 
cal Treatment.  By  Lucian  A.  Smith,  M.D.,  and 
.Andrew  B.  Rivers,  M.D.  Including  contributions 
by  Herbert  W.  Schmidt,  M.D.,  C.  Allen  Good, 
M.D.,  and  Richard  R.  Ferayomi,  M.D.  Octavo  of 
576  pages,  illustrated.  New  Y'ork,  Appleton- 
Century-Crofts,  1953.  Cloth,  $12.50. 

Stedman’s  Medical  Dictionary.  Of  Words  Used 
in  Medicine  with  Their  Derivations  and  Pronuncia- 
tion Including  Dental,  Veterinary,  Chemical,  Botan- 
ical, Electrical,  Life  Insurance  and  Other  Special 
Terms;  Anatomical  Tables  of  Titles  in  General 
Use,  the  Terms  Sanctioned  by  the  Basle  Anatomical 
Convention;  the  New  British  Anatomical  Nomen- 
clature ; Pharmaceutical  Preparations  Official  iD  the 
U.S.  and  British  Pharmacopoeias  or  Contained  in 
the  National  Formulary;  Biographical  Sketches  of 
the  Principal  Figures  in  the  History  of  Medicine. 
Eighteenth  Revised  Edition,  with  Etymologic  and 


Orthographic  Rules.  Edited  by  Norman  Burke 
Taylor,  M.D.,  in  collaboration  with  Lt.  Col.  Allen 
Ellsworth  Taylor,  M.A.  Octavo  of  1,561  pages, 
illustrated.  Baltimore,  Williams  A Wilkins  Co., 
1953.  Cloth,  $11.50. 

Textbook  of  Medical  Treatment.  By'  Various 

Authors.  Edited  by  D.  M.  Dunlop,  M.D.,  L.  S.  P. 
Davidson,  M.D.,  and  Sir  John  McNee,  M.D. 
Sixth  edition.  Octavo  of  1,023  pages,  illustrated. 
Edinburgh  A London,  E.  A S.  Livingstone  (Balti- 
more, Williams  A Wilkins  Co.),  1953.  Cloth, 
$9.50. 

Die  Poliomyelitis.  By  Prof.  Stephane  Thieffry. 
Enter  mitarbeit  von  Pierre  Lepine,  Leon  Laruelle, 
Prof.  Marcel  Fevre,  Prof.  Daniel  Bargeton,  et  al. 
Octavo  of  330  pages,  illustrated.  Bern  A Stuttgart, 
Medizinischer  Yerlag  Hans  Huber  (New  York, 
Grune  & Stratton),  1953.  Cloth,  26.S0  Swiss 
francs. 


The  Measurement  of  Hearing.  By  Ira  J.  Hirsh, 
Ph.D.  Octavo  of  364  pages,  illustrated.  New 
Y'ork,  McGraw-Hill  Book  Co.,  1952.  Cloth,  $6.00. 

Fundamentals  of  Disease.  A Textbook  of  Path- 
ology and  Clinical  Pathology  for  Nurses.  By 
Emmerich  Yon  Haam,  M.D.  Octavo  of  424  pages, 
illustrated.  New  Y'ork,  Springer  Publishing  Co., 
1953.  Cloth,  $4.75. 


A Bibliography  of  the  World  Literature  on  Blood 
Pressure,  1920-1950.  Edited  by'  Ernest  K.  Koller 
and  Jacob  Katz.  [In  three  volumes.]  Yol.  I, 
Authors  and  Titles.  Yol.  II,  Author  Index  and 
Title  Index.  Yol.  Ill,  Abstracts.  Quarto,  n.p. 
Boston,  the  Commonwealth  of  Massachusetts,  1952. 
Paper,  $5.00  set. 

Heredity  in  Health  and  Mental  Disorder.  Princi- 
ples of  Psychiatric  Genetics  in  the  Light  of  Com- 
parative Twin  Studies.  By  Franz  J.  Kallmann, 
M.D.  Quarto  of  315  pages,  illustrated.  New 
Y'ork,  W.  W.  Norton  A Co.,  1953.  Cloth,  $6.00. 

20  Years  of  Psychoanalysis.  A Symposium  in 
Celebration  of  the  Twentieth  Anniversary  of  the 
Chicago  Institute  for  Psychoanalysis.  Edited  by 
Franz  Alexander,  M.D.,  and  Helen  Ross.  Octavo 
of  308  pages.  New  Y ork,  W.  W.  Norton  A Co., 
1953.  Cloth,  $3.75. 

Surgical  Pathology.  By  Lauren  Y.  Ackerman, 
M.D.  Quarto  of  836  pages,  illustrated.  St,  Louis, 
C.  Y.  Mosby  Co.,  1953.  Cloth,  $14.50. 

Aspects  of  the  Psychology  of  the  Tuberculous. 
By  Gordon  F.  Demer,  Ph.D.  Octavo  of  119  pages. 
New  Y'ork,  Paul  B.  Hoeber,  1953.  Cloth,  $3.50. 
(A  Psychosomatic  Medicine  Monograph.) 

Holt  Pediatrics.  By  L.  Emmett  Holt,  Jr.  M.D., 
and  Rustin  McIntosh,  M.D.  Twelfth  edition. 
Octavo  of  1,485  pages,  illustrated.  New  Y'ork, 
Appleton-Century-Crofts,  1953.  Cloth,  $15. 


Boohs  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Arenue, 
Broofdgn  16.  Sew  York.  Acknowledgment  of  receipt  will  be  mode  in  these  columns  and 
deemed  sufficient  notification.  Selections  wiU  be  based  on  merit  and  interest  to  our  readers. 
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Clinical  Cardiology.  Edited  by  Franklin  C. 
Massey,  M.D.  Octavo  of  1,100  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1953.  Cloth, 
$13.50. 

Dr.  Massey  and  a large  team  of  collaborators, 
most  of  whom  are  associated  with  the  Hahnemann 
Medical  College,  have  written  a first  rate  textbook 
of  cardiology. 

The  arrangement  of  chapters  is  extraordinarily 
good,  and,  in  contrast  to  certain  comparable  works, 
there  has  been  a sensible  apportionment  of  space  to 
the  various  disease  entities.  There  are  highly  useful 
sections  on  the  anatomy  and  physiology  of  the  heart, 
the  normal  heart,  and  physical  diagnosis.  Of  out- 
standing excellence  are  the  sections  on  coronary 
disease  and  that  by  Di  Palma  on  the  arrhythmias. 

In  short,  the  new  Massey  may  be  recommended 
highly  to  those  who  wish  a one-volume  textbook  of 
cardiology.  Milton  Plotz 

Physical  Examination  of  the  Surgical  Patient. 

By  J.  Englebert  Dunphy,  M.D.,  and  Thomas  W. 
Botsford,  M.D.  Octavo  of  326  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Cloth, 
$7.50. 

This  book  is  a worthy  and  wholesome  deviation 
from  the  conventional  works  in  which  percussion  and 
auscultation  seem  to  play  such  an  important  and 
even  dominant  role.  While  these  time-honored 
methods  of  examination  are  in  no  way  minimized, 
the  authors  have  skillfully  included  many  clinical 
and  guiding  aids  and  leads  to  facilitate  prompt  and 
accurate  interpretation  and  evaluation  of  surgical 
signs  and  symptoms.  The  text,  moreover,  is  replete 
with  many  clarifying  illustrations  and  sketches. 

The  contents  are  conveniently  divided  into  “Part 
One — The  Elective  Examination,”  with  thirteen 
clinical  subdivisions  and  “Part  Two — The  Emer- 
gency Examination,”  with  six  subdivisions.  A 
short  bibliography  and  an  extensive  index  of  25 
pages  are  included.  The  diction  is  clear  and  con- 
cise. 

The  reviewer  knows  of  no  comparable  work 
dealing  with  the  examiner’s  technic  in  the  physical 
diagnosis  of  surgical  patients  and  recommends  the 
book  without  hesitation  or  reservations. 

Arthur  Goetsch 

Child  Development:  The  Process  of  Growing  Up 
in  Society.  By  William  E.  Martin  and  Celia  Burns 
Stendler.  Octavo  of  519  pages,  illustrated.  New 
York,  Harcourt,  Brace  & Co.,  1953.  Cloth,  $6.50. 

This  book  is  designed  for  students  of  child  develop- 
ment. It  is  a rather  detailed  study  of  growth  and 
development  on  the  part  of  the  child.  It  also  takes 
up  the  child’s  relationship  to  his  community. 

Physicians  interested  in  this  subject  will  find  the 
book  quite  valuable.  It  is  highly  recommended. 

Stanley  S.  Lamm 

Diagnostic  Tests  in  Neurology.  A Selection  for 
Office  Use.  By  Robert  Wartenberg,  M.D.  Octavo 
of  228  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1953.  Cloth,  $4.50. 


Dr.  Robert  Wartenberg  has  scored  again. 

A genuine  little  medical  classic,  little  only  because 
its  subject  matter  is  confined  to  a delimited  facet  of 
medicine,  for  example,  tests  used  in  the  examination 
of  the  nervous  system.  Using  a modern  phrase 
“It  is  a honey,”  it  is  to  be  compared  with  Bing’s 
Regional  Diagnosis,  Cobb’s  Foundations  of  N euro- 
psychiatry, and  Brock’s  The  Basis  of  Clinical  Neu- 
rology, all  of  which  have  modified  and  formed  think- 
ing in  neurology  in  this  country. 

The  author’s  introduction  should  be  read  by  all 
medical  men  regardless  of  their  medical  bent.  It  is 
here  that  the  author’s  philosophy  is  clearly  indicated. 
It  is  here  that  it  is  emphasized  that  a physical  ex- 
amination properly  performed,  if  not  “Chapter  One” 
(the  history),  at  least  is  “Chapter  Two”  in  an  effort 
to  make  a diagnosis.  It  is  in  the  selection  of  tests, 
the  proper  carrying  out  of  tests,  and  their  inter- 
pretation that  a good  clinician  is  conceived,  born, 
and  made. 

Throughout  his  career  the  author  has  stressed  fol- 
lowing the  methods  laid  down  by  the  originators  of 
special  tests.  Perhaps,  in  some  instances,  the  use  of 
an  eponym  is  unavoidable,  but  when  so  used  it 
should  mean  just  exactly  what  its  originator  in- 
tended. Doctor  Wartenberg  has  led  the  crusade  on 
clearing  the  air  in  this  field  by  the  publication  of  the 
history  of  some  of  these  tests,  for  instance,  the 
Lasfegue  sign. 

In  this  book  the  author  has  gone  to  great  pains  to 
state  clearly  just  how  a test  should  be  carried  out 
and  to  give  a clear  explanation  of  its  basis  and  its 
clinical  significance  when  found.  As  an  example,  he 
has  placed  just  where  it  belongs,  the  Hoffmann 
sign  as  a muscle  stretch  reflex.  This  book  is  replete 
with  such  examples. 

Dr.  Wartenberg  has  added  many  little  personal 
touches  of  his  own;  the  mark  of  a skilled  examiner. 
Throughout  it  is  “Eyes  first  and  most.”  He  has 
shown  that  in  skilled  hands  the  physical  examination 
can  be  stimulating  and  exciting  if  one  is  observant, 
careful,  and,  above  all,  patient. 

This  book  is  good  enough  to  become  a landmark  in 
the  field  of  neurology.  Harold  R.  Merwarth 

Textbook  of  Public  Health.  (Formerly  Hope 
and  Stallybrass.)  By  W.  M.  Frazer,  M.D.  Thir- 
teenth edition.  Octavo  of  663  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone  (Baltimore,  Wil- 
liams & Wilkins  Co.),  1953.  Cloth,  $8.50. 

In  the  preface  to  this  thirteenth  edition  the  author 
states  that  the  text  is  primarily  for  students  in  public 
health  and  in  tropical  medicine.  The  revised 
chapters  are  mainly  those  brought  about  by  the 
changes  resulting  in  the  National  Health  Service 
Act  of  1946  and  the  National  Assistance  Act  of  1948 
of  Great  Britain.  The  National  Health  Service  is 
discussed  quite  comprehensively  and  the  public 
health  services  which  were  affected  by  the  National 
Health  Service,  such  as  the  Maternal  and  Child 
Welfare  Service. 

The  author  gives  relatively  little  space  to  the 
acute  communicable  diseases.  Poliomyelitis  is  dis- 
cussed in  three  short  paragraphs,  and  typhus  fever, 
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brucellosis,  and  rabies  each  receive  two  paragraphs. 
The  other  communicable  diseases  are  also  very 
briefly  discussed.  It  is  evident  that  the  text  on 
communicable  diseases  was  not  revised  recently. 

Architectural  plans  for  a model  child  health  clinic, 
a school  medical  clinic,  an  orthopedic  clinic,  a city 
isolation  hospital,  as  well  as  a model  housing  for  the 
aged,  are  included  in  the  respective  chapters.  The 
text  is  illustrated,  and  it  has  a comprehensive  index. 

Jacob  H.  Landes 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1953.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1953.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

This  volume  continues  the  familiar  pattern  estab- 
lished by  this  publication,  with  its  usual  collection  of 
brief  and  well-written  articles  devoted  mainly  to 
diseases  of  the  gastrointestinal  tract.  As  a seminar 
for  postgraduate  refresher  study,  its  value  is  un- 
questioned. Its  publisher  and  the  authors  con- 
cerned merit  warm  commendation. 

Benjamin  M.  Bernstein 

Skin  Therapeutics,  Prescription  and  Preparation 
(Materia  Medica  Dermatologica).  By  M.  K.  Po- 
lano.  Octavo  of  276  pages.  Houston-New  York, 
Elsevier  Publishing  Co.,  1952.  Cloth,  $6.50. 

This  excellent  book  is  a welcome  addition  to  the 
field  of  dermatologic  therapy.  The  last  100  pages 
are  devoted  to  comparative  lists  of  the  various  drugs 
used  in  the  treatment  of  skin  diseases  which  are 
classified  under  .American,  British,  Swiss,  and  Dutch 
formularies  and  pharmacopeias.  The  American 
synonyms  for  official  names  and  the  official  names  of 
the  various  drugs  used  in  Belgium,  England,  Denmark, 
Holland,  France,  Germany,  Italy,  Spain,  Sweden, 
and  Switzerland  are  given.  This  part  of  the  book 
is  a great  argument  for  unified  classification  of  drugs 
on  an  international  basis. 

Throughout  the  book  the  author  gives  the  reader 
the  benefit  of  his  own  personal  experiences  in  the 
field  of  dermal  treatment.  He  covers  the  entire 
field,  going  back  to  the  early  dajrs  of  treatment  of 
skin  diseases,  working  up  through  the  various  stages 
and  bringing  the  reader  right  up  to  date  to  the  use 
of  sulfa  drugs  and  the  antibiotics.  The  book  serves 
as  a refresher  course  in  dermal  pharmacology  and 
even  goes  further  than  a refresher  course  when  he 
discusses  materia  medica,  the  latter  subject  not 
being  taught  in  many  American  medical  schools. 

George  F.  Price 

Spezielle  Klinisch-Chemische  Methoden.  By  I. 
Abelin,  M.D.  Octavo  of  311  pages.  Bern,  Verlag 
Hans  Huber,  1952.  Paper,  16.90  Swiss  francs. 

Within  the  confines  of  this  paper-bound  book  Dr. 
Abelin,  director  of  the  Medical  Chemical  Institute 
of  Bern  University,  has  compiled  a series  of  the  more 
unusual  biochemical  methods  used  in  quantitative 
clinical  chemistry.  These  include:  (1)  steroid 

determinations  in  blood  and  urine;  (2)  heavy  metal 
analysis  of  organic  material  using  colorimetric  and 
polarographic  methods;  (3)  protein  determination 
and  fractionation  in  both  serum  and  cerebrospinal 
fluid  including  technics  for  filter  paper  electro- 
phoresis; (4)  sugars,  3-carbon  acids,  and  alcohols 
in  blood  and  urine;  (5)  protein  flocculation  meth- 
ods; (6)  porphyrins  and  phosphatases,  and  (7) 
other  miscellaneous  procedures. 

It  is  the  reviewer’s  opinion  that  the  methods  are 
well  chosen,  clearly  yet  tersely  presented,  and  sur- 


prisingly up  to  date  for  a textbook.  Since  the 
accuracy  of  a clinical  determination  is  dependent 
upon  the  procedure  employed  in  its  analysis,  this 
book  is  proof  of  the  high  standards  maintained  in 
Swiss  clinical  laboratories.  German-reading  Ameri- 
can biochemists  will  find  it  an  excellent  source  of 
ready  reference  for  a tried  and  tested  unusual  pro- 
cedure. 

At  the  end  of  each  chapter  there  is  an  excellent 
bibliography  of  the  more  important  papers  dealing 
with  the  topic  under  discussion.  Fifteen  years  ago 
this  bibliography  would  have  referred  almost  en- 
tirely to  the  German  biochemical  literature.  To- 
day in  a German  textbook,  more  than  80  per  cent  of 
the  papers  quoted  are  from  the  -American,  English, 
and  Scandinavian  literature.  A.  Saifer 

Manual  of  Applied  Nutrition.  Dietary  Depart- 
ment, The  Johns  Hopkins  Hospital.  Duodecimo  of 
96  pages.  Baltimore,  Johns  Hopkins  Press,  1952. 
Paper,  $2.50. 

The  dietary  department  of  the  Johns  Hopkins 
Hospital  under  the  supervision  of  a medical  com- 
mittee on  nutrition  is  responsible  for  this  valuable 
diet  formulary.  This  is  now  the  third  edition.  It  is 
practical,  scientific,  and  realistic  as  well  as  succinct 
and  concise  and  can  easily  serve  as  a model  for  any 
modern  hospital.  Menus  are  arranged  according 
to  a “pattern  meal  plan”  for  both  the  normal  and 
special  diet.  It  is  interesting  that  in  the  face  of  the 
trend  in  some  quarters  to  liberalize  the  diabetic 
diet  to  the  point  of  a free  diet,  this  formulary  recog- 
nizes the  value  of  the  diet  prescription  and  insists  that 
at  the  Johns  Hopkins  Hospital,  all  diabetic  oiets  are 
to  be  quantitative  diets  on  which  the  physician 
must  prescribe  the  necessary  food  components  in 
grams.  William  S.  Collens 

Human  Locomotion  and  Body  Form.  A Study  of 
Gravity  and  Man.  By  Dudley  J.  Morton,  M.D. 
With  the  collaboration  of  Dudley  Dean  Fuller. 
Octavo  of  285  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $5.00. 

This  relatively  small  book  is  a masterly  exposition 
of  factors  involved  in  the  development  and  peculiari- 
ties of  human  locomotion  and  body  form.  It  ranges 
far  afield  and  calls  into  use  implemental  knowledge 
derived  from  a variety  of  the  sciences,  including 
physics,  mathematics,  analytic  mechanics,  astron- 
omy, biology-,  physiology,  chemistry,  anatomy, 
archeology,  evolution,  genetics,  and  others.  The 
collaboration  of  a physician  and  an  engineer  in  the 
production  of  the  book  is  of  interest. 

The  author  presents  evidence  showing  that  man’s 
mental  development  and  attainments  have  been 
intimately  related  to  the  release  of  his  forelimbs  for 
other  purposes  than  those  of  locomotion.  The 
necessity  of  regarding  the  study  of  locomotion  as  an 
inherent  part  of  physiology  is  stressed. 

The  book  devotes  considerable  space  to  the  de- 
tailed analytic  study  of  the  foot  and  the  factors 
associated  with  its  use.  If  for  no  other  reason,  it 
should  interest  all  who  are  concerned  with  the  nor- 
mal structure  and  function  and  the  pathologic 
deviations,  as  well  as  the  treatment,  of  the  foot. 
Both  from  an  academic  and  a practical  point  of  view, 
the  book  is  recommended  to  the  teacher  and  student 
of  medicine  as  well  as  to  the  practicing  physician 
and  those  concerned  with  physical  education. 

Walter  H.  Schmitt 

Chronic  Pulmonary  Emphysema.  Physiopath- 
ology  and  Treatment.  By  Maurice  S.  Segal,  M.D., 
[Continued  on  page  2260] 
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and  M.  J.  Dulfano,  M.D.  Octavo  of  ISO  pages, 
illustrated.  Xew  York,  Grune  «fc  Stratton.  1953. 
Cloth,  $5.50. 

This  is  an  excellent  monograph  devoted  ex- 
clusively to  a study  of  chronic  pulmonary  emphy- 
sema. Although  small  in  size  it  is  actually  a most 
comprehensive  presentation,  covering  as  h does, 
all  the  present-day  knowledge  of  its  evolution, 
pathologic  physiology,  clear  through  to  the  more 
successful  methods  of  management  and  treatment. 
Especially  illuminating  are  the  chapters  on  pulmon- 
ary function  tests,  clinical  concepts,  and  pulmono- 
cardiac  complications.  Of  course,  confusion  exists 
at  the  moment  concerning  the  relative  value  or  even 
the  worthwhileness  of  some  of  the  "function  tests.” 
Dr.  Segal  has  succeeded  in  giving  a well-balanced 
appraisal  of  them  all,  which  in  itself  is  something 
of  an  achievement.  Excellent  graphs  and  illustra- 
tions support  the  text.  Clinicians  will  find  this 
monograph  a valuable  source  of  information. 

Foster  Merbat 

Doctor  in  the  House.  By  Richard  Gordon. 
Octavo  of  186  pages.  Xew  York,  Hareourt,  Brace 
<fc  Co.,  1953.  Cloth,  $2.75. 

This  book  of  less  than  200  pages  will  not  add  to 
the  technical  knowledge  of  the  student  or  prac- 
titioner but  will  afford  an  hour  or  two  of  real  amuse- 
ment. It  records  the  experiences  of  the  medical 
student  through  his  four  t ears  at  school,  dwelling  on 
the  humorous  aspects  of  his  relations  with  his  fellow 
students,  the  attending  staff,  and.  last  but  not  least, 
with  members  of  the  training  school  for  nurses. 

To  the  medical  student,  it  will  present  many 
incidents  and  humorous  situations  through  which  hie 
himself  will  be  passing;  the  more  mature  prac- 
titioner will  recall,  with  a smile  tinged  with  nostalgic 
reminiscences,  many  experiences  of  his  student  days. 

S.  R.  Blatteis 

Microbiology  and  Pathology.  By  Charles  F. 
Carter,  M.D.,  and  Alice  L.  Smith.  M.D.  Fifth 
edition.  Octavo  of  847  pages,  illustrated.  St. 
Louis,  C.  V.  Mosbv  Co.,  1953.  Cloth,  $5.50. 

The  role  which  microbiology  plays  in  the  causation 
of  disease  is  presented  in  a concise  and  thorough 
manner.  There  are  chapters  describing  the  manner 
in  which  microbes  enter  the  body,  the  resistance  of 
the  body  to  them,  and  their  disposal.  There  are  also 
chapters  dealing  with  viruses,  rickettsiae,  and 
susceptibility  of  organisms  to  sulfonamides  and 
antibiotics.  The  portion  of  the  book  devoted  to 
pathology  describes  the  changes  in  the  body  which 
give  rise  to  the  manifestations  of  the  various  signs 
and  symptoms  of  disease.  The  text  is  well  written, 
brought  up  to  date,  and  profusely  illustrated. 

Edward  H.  Xidish 

Functional  and  Surgical  Anatomy  of  the  Hand. 

By  Emanuel  B.  Kaplan.  M.D.  Quarto  of  288  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1953.  Cloth,  $10. 

This  monograph  is  a necessary  contribution  to  the 
anatomt'  of  the  hand  and  supplies  a concept  of 
structure  based  on  function.  By  pointing  out  how 
the  hand  is  divided  into  functional  units  rather  than 
emphasizing  the  actions  of  individual  muscles  and 
nerves,  Dr.  Kaplan  is  able  to  explain  surgical  anat- 
omy as  it  relates  to  the  management  of  injuries  and 
diseases  of  the  hand.  In  the  controversy  about  the 
metacarpal  of  the  thumb,  the  author  is  on  the  side 
of  those  who  call  it  a true  metacarpal. 

The  section  on  surgical  anatomy  contains  the 


results  of  the  author’s  personal  experience,  which  is 
large,  and  he  has  demonstrated  the  incisions  he  uses, 
some  of  which  appear  extremely  logical  and  useful 
but  do  not  appear  in  the  standard  texts  of  surgery. 

It  is  unfortunate  that  the  captions  under  some  of 
the  illustrations  are  not  clearly  labeled  as  to  which 
portion  of  the  picture  the}'  refer.  L.  Katz 

Tip  of  the  HILL  An  Informal  History  of  the  Fair- 
field  Academy  and  the  Fairfield  Medical  College. 

By  Thomas  C.  O’Donnell.  Octavo  of  256  pages, 
illustrated.  Boonville,  X.  Y..  Black  River  Books. 
1953.  Cloth,  $4.00. 

One  hundred  and  fifty  years  ago  a new  academy, 
situated  in  the  Fairfield  area  adjacent  to  Herkimer, 
Xew  York,  opened  its  doors.  Thus,  its  name. 
From  our  point  of  view,  it  is  of  interest  because  nine 
years  after,  it  established  a medical  college. 

This  had  an  interesting  and  at  times  a stormy 
career.  Its  graduates  practiced  in  all  the  adjacent 
areas.  The  reputation  of  some  members  of  its  staff 
as  well  as  some  of  hs  graduates  was  State-wide. 
Time  worked  to  the  disadvantage  of  the  Fairfield 
Medical  College.  The  schools  of  the  larger  urban 
areas  afforded  better  laboratory  and  clinical  ad- 
vantages. 

To  the  many  who  passed  through  its  doors,  the 
memory  of  those  years  is  a very  pleasant  recollection. 
While  not  of  general  interest,  this  book  will  appeal  to 
the  many  graduates  of  the  Academy  and  the  Medical 
College.  S.  R.  Blatteis 

Medicine.  Edited  by  Hugh  G.  Garland,  M.D.. 
and  William  Phillips,  M.D.  In  two  volumes. 
Quarto  of  2,146  pages,  illustrated.  Xew  York.  St. 
Martins  Pr.,  1953.  Cloth.  $25  set. 

This  new  British  two-volume  treatise  is  a brilliant 
though  uneven  achievement.  Roughly,  a quarter 
of  its  just  over  2,000  pages  are  devoted  to  a con- 
sideration of  the  general  aspects  of  disease  and  diag- 
nosis with  deserved  emphasis  on  their  social  and 
psychologic  aspects.  This  section  can  be  read  with 
profit  by  every  student  and  graduate. 

The  chapters  on  disease  entities  vary  greatly  in 
quality.  Many,  such  as  those  on  the  psychoses  and 
cardiovascular  disease,  are  of  outstanding  excellence. 
Others  suffer  from  an  omission  of  a preliminary 
discussion  of  the  pathologic  physiology  involved, 
the  chapter  on  endocrine  disorders  being  particularly 
skimpy. 

This  criticism  should  not  dim  the  very  outstanding 
merits  of  this  work  which  must  rank  high  among  the 
volumes  which  can  be  safely  commended  to  students. 

Milton  Plotz 

Diseases  of  the  Nose,  Throat  and  Ear.  A Hand- 
book for  Students  and  Practitioners.  By  I.  Simson 
Hall,  M.B.  Fifth  edition.  Duodecimo  of  463 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co..  1952.  Cloth.  $4.00. 

This  book  is  written  for  the  busy  general  practi- 
tioner and  student  who  wish  to  become  acquainted 
with  the  fundamental  principles  underlying  the  prac- 
tice of  ear,  nose,  and  throat.  It  is  short,  concise, 
informative,  and  avoids  elaborate  detail,  which  the 
student  and  practitioner  for  lack  of  training  might 
fail  to  recognize.  Minor  technical  procedures  are 
emphasized.  The  book  is  highly  recommended. 

Stdnet  Shapin' 

Therapy  through  Hypnosis.  Edited  by  Raphael 
H.  Rhodes.  Octavo  of  374  pages.  Xew  York, 
Citadel  Press,  1952.  Cloth,  $3.75. 

[Continued  on  page  2262] 
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The  place  of  hypnotism  in  medical  practice  is 
brought  to  the  front  in  a commendably  scientific 
and  practical  manner  by  a number  of  the  foremost 
psychiatrists  and  psychologists  in  the  United  States 
and  England  utilizing  this  psychodiagnostic  and 
psychotherapeutic  medium.  Sixteen  articles  clearly 
define  various  applications  of  hypnotherapy  in- 
cluding historic  aspects,  various  methods  of  inducing 
different  degrees  and  types  of  hypnotic  reverie  and 
trance,  its  use  in  the  treatment  of  alcoholism,  relief 
of  menstrual  discomfort  and  various  gnyecologic 
disorders  as  well  as  its  use  in  childbirth,  hypnotic 
relaxation,  hypnoanalysis,  contribution  toward  the 
cure  of  speech  disorders,  faulty  habits,  and  finally, 
self-taught  autohypnosis  for  insomnia  and  obesity. 
The  reader  may  gain  herein  a clear  grasp  of  how  this 
form  of  psychotherapy  might  be  utilized.  Its 
proper  application  saves  much  delay  and  frequently 
with  much  more  effective  results  than  some  other 
time-consuming  methods,  although  psychoanalytic 
theory  and  practice,  to  some  extent,  make  an  im- 
portant contribution. 

Many  well-presented  case  histories  illustrate 
various  technics  and  their  role  in  resolving  such 
problems  as  murder  compulsions,  marital  difficul- 
ties. somnambulism,  various  aspects  of  self-improve- 
ment, and  a variety  of  psychosomatic  disorders 
such  as  impotency,  frigidity,  enuresis,  insomnia, 
obesity,  anxiety,  depression,  nervous  headaches, 
and  excessive  smoking. 

The  editor  is  a consulting  psychologist  in  Xew 
York  City  and  an  authority  on  hypnosis.  This 
book  does  an  admirable  service  in  eradicating  mysti- 
cism and  histrionic  associations  with  hypnotism. 
Its  growing  rapid  use  in  present-day  psychotherapy 
is  enhanced  by  this  practical  symposium.  The 
volume  concludes  with  well-chosen  notes,  refer- 
ences, and  index.  Frederick  L.  Patry 

Office  Psychiatry.  The  Management  of  the 
Emotionally  & Mentally  Disturbed  Patient  By 

Louis  G.  Moeneh.  M.D.  Octavo  of  310  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1952. 
Cloth,  $6.00. 

Dr.  Moeneh  has  presented  for  the  general  prac- 
titioner an  excellent  introduction  and  general  orien- 
tation to  a rather  difficult,  specialized  field  of  medi- 
cine. He  has  avoided  generally  confusing  psychia- 
tric jargon  and  has  presented  his  material  simply 
with  the  aid  of  some  pertinent  cartoons  illustrating 
his  subject  material. 

Special  mention  should  be  made  of  his  chapters  on 
“The  Development  and  Growth  of  the  Personality” 
and  on  “Adolescence.”  Although  the  chapter  on 
“Psychosomatic  Medicine”  is  found  inadequate  in 
spots,  it  is  a good  survey  of  the  problem.  His  sec- 
tion on  “Schizophrenia”  deserves  special  mention — 
the  most  frequent  problem  confronting  the  general 
practitioner  in  office  practice. 

Unfortunately,  stress  in  therapy  is  laid  on  chemi- 
cal and  mechanical  means,  and  here  Dr.  Moeneh 
presents  a rather  detailed  account  of  what  the  psy- 
chiatrist can  offer  in  this  area.  However,  from  the 
over-all  point  of  view  this  book  can  help  the  general 
practitioner  become  “a  better  doctor.” 

Joseph  Zimmerman 

Great  Adventures  in  Medicine.  Edited  by 
Samuel  Rapport  and  Helen  Wright.  Octavo  of  874 
pages.  Xew  York,  Dial  Press,  1952.  Cloth,  $5.00. 

This  collection  of  “some  of  the  most  significant  and 
dramatic  writings  from  the  entire  field  of  medicine” 
can  be  read  by  every'  doctor  and  every  intelligent 


layman  with  great  pleasure.  It  is  a fascinating 
collection  of  the  important  pioneer  papers  and  ac- 
counts of  achievement  in  the  healing  art.  It  will 
stir  the  imagination  of  every  student  who  considers 
medicine  as  a career,  and  it  will  convey'  zest  and 
excitement  to  the  many'  who  are  intrigued  by  the 
drama  of  our  profession.  Milton  Plotz 

Building  America's  Health.  A Report  to  the 
President  by'  the  President’s  Commission  on  the 
Health  Xeeds  of  the  Xation.  Yol.  5.  The  People 
Speak.  Excerpts  from  Regional  Public  Hearings 
on  Health.  Quarto  of  521  pages,  illustrated.  Wash- 
ington, D.  C.,  Superintendent  of  Documents,  1953. 
Paper,  $2.50. 

There  is  too  much  in  a report  of  this  kind  either 
to  discuss  or  to  argue  about.  These  are  reports  of 
statements  made  by  a number  of  experts  and  others 
interested  in  the  health  of  our  people,  given  without 
editorial  or  controversial  comment.  It  should  form  a 
valuable  addition  to  the  research  files  available  on 
the  subject.  Benjamin  M.  Bernstein 


Group  Psychotherapy.  Studies  in  Methodology 
of  Research  and  Therapy.  Report  of  a Group 
Psychotherapy  Research  Project  of  the  U.S.  Vet- 
erans Administration.  By  Florence  B.  Powder- 
maker.  M.D.,  Responsible  Investigator,  and  Je- 
rome D.  Frank,  M.D.,  Principal  .Assistant.  In  col- 
laboration with  Joseph  Abrahams,  M.D.,  Albert  E. 
Dreyfus,  M.D.,  Henry'  S.  Maas,  Ph.D.,  Robert 
MacGregor,  M.A.,  et  al.  Octavo  of  615  pages. 
Cambridge,  Mass.,  published  for  the  Common- 
wealth Fund  by  Harvard  University'  Press,  1953. 
Cloth,  $6.50. 

This  book  is  the  report  of  an  intensive  study  of 
the  problems  relative  to  group  psychotherapy'.  It  is 
the  result  of  a research  project  of  the  U.S.  Veterans 
Administration.  Psychiatrists,  psychologists,  social 
workers,  and  observers  combined  their  efforts  to 
study  the  group  reactions  of  veterans  suffering 
from  neuroses  and  chronic  schizophrenia.  These 
observations  permitted  the  formulation  of  certain 
conclusions  concerning  technic  and  group  composi- 
tion which  definitely'  will  be  beneficial  to  those  inter- 
ested in  this  new  therapy.  The  book  is  well  docu- 
mented with  case  material  and  should  be  considered 
as  a reference  book  in  this  field. 

Alexander  Levine 


Monographs  on  Surgery,  1952.  V.  Xoland  Carter, 
M.D.,  Editor.  Advisory  Editors:  Gynecology, 

Joe  V.  Meigs,  M.D.,  Urology,  Charles  Huggins, 
M.D.,  Orthopedic  Surgery,  .Alfred  R.  Shands,  M.D. 
Quarto  of  430  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1952.  Cloth,  $12.50. 

This  volume  is  well  edited.  The  various  surgical 
subjects  discussed  are  cancer  of  the  pancreas,  radio- 
active iodine  treatment  for  cancer  of  the  thyroid, 
treatment  of  fractures  of  the  long  bones,  surgery 
of  the  large  arteries,  renal  neoplasms  and  congenital 
ureteral  obstructions,  stress  urinary  incontinence, 
and  management  of  chest  injuries. 

On  the  whole,  this  book  is  an  excellent  reference 
on  the  various  subjects  enumerated. 

John  A.  Timm 


Bedside  Diagnosis.  By'  Charles  Seward,  M.D. 
Second  edition.  Duodecimo  of  380  pages,  illus- 
trated. Edinburgh,  E.  & S.  Livingstone,  (Balti- 
more, Williams  & Wilkins  Co.),  1952.  Cloth,  $3.50. 

The  author  has  attempted  to  show  that  the  causes 
of  disease  are  often  indicated  by  the  grouping  and 
[Continued  on  page  2264] 
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development  of  symptoms  and  signs.  While  he 
succeeds  in  a broad  outline  even  encompassing  psy- 
chogenic factors,  he  omits  a fuller  discussion  in  differ- 
ential diagnosis.  For  example,  in  presenting  signs 
and  symptoms  in  the  diagnosis  of  appendicitis,  the 
obturator  and  psoas  muscle  signs  are  lacking,  or  in 
intestinal  obstruction  the  author  stresses  only  a 
severe  colicky  pain  in  the  umbilical  region  which  is 
soon  followed  by  vomiting. 

The  mechanism  of  pain  and  its  symptoms  pro- 
duction are  well  covered  in  the  first  seven  chapters. 
Thereafter,  each  chapter  covers  a specific  symptom 
or  sign  and  contains  a brief  description  of  those 
diseases  which  may  cause  them.  The  history  taking 
after  each  presenting  symptom  or  sign  is  well  stressed 
and  directed  along  good  lines.  Many  bedside  differ- 
ential diagnostic  signs  and  tests  which  would  enable 
the  doctor  to  arrive  at  a tentative  diagnosis  more 
easily  might  be  added.  Mention  might  also  be  made 
as  to  the  relative  frequency  of  a disease,  thereby 
leading  the  student  to  note  the  distinction  between 
the  most  common  and  the  rare  disease. 

This  book  is  not  an  all  inclusive  one  because  it  is 
too  small.  However,  for  a “quicky”  in  bedside 
diagnosis  it  will  find  many  readers.  M.  Ant 

The  Normal  Child.  Some  Problems  of  the  First 
Three  Years  and  Their  Treatment.  By  Ronald  S. 
Illingworth,  M.D.  Octavo  of  342  pages,  illustrated. 
Boston,  Little,  Brown  & Co.,  1953.  Cloth,  $6.00. 

This  book  is  a British  publication,  the  author 
being  an  English  pediatrician.  It  is  concerned  with 
the  problems  other  than  disease,  which  arise  in  the 
first  three  years  of  a normal  child’s  life. 

The  contents  include  a discussion  of  feeding, 
physical,  developmental,  and  behavior  problems. 
It  is  a well-written  book  which  might  be  utilized 
if  one  were  looking  for  a supplement  to  a standard 
pediatric  text.  Stanley  S.  Lamm 

Dermatology.  Essentials  of  Diagnosis  and  Treat- 
ment. By  Marion  B.  Sulzberger,  M.D.,  and  Jack 
Wolf,  M.D.  [Fourth  edition].  Octavo  of  592 
pages,  illustrated.  Chicago,  Year  Book  Publishers. 
1952.  Cloth,  $10.00. 

Dr.  Sulzberger’s  important  position  in  his  special- 
ized field  has  undoubtedly  provided  him  unusual 
opportunities  for  keeping  in  contact  with  the  new 
developments  in  handling  diseases  of  the  skin. 

In  their  efforts  to  supply  clear,  practical,  and 
authoritative  information  concerning  diagnosis  and 
treatment  of  the  more  common  skin  diseases,  the 
authors  constantly  keep  in  mind  the  relationship 
between  general  diseases  and  cutaneous  changes. 

Considerable  emphasis,  with  a minimum  of  theo- 
retic discussion,  is  placed  on  the  allergic  and  fungous 
infections.  Here  the  principles  of  topical  medica- 
tion, with  recommendations,  make  it  most  useful  to 
practitioners  and  students.  The  remainder  of  the 
text,  with  not  too  many  illustrations,  is  of  the  usual 
high  standard  found  in  all  of  Sulzberger’s  publica- 
tions. 

The  reader  soon  feels  that  this  book  truly  presents 
considered  judgment,  based  on  long  personal  experi- 
ence and  interpretation.  Arthur  M.  Persky 

Textbook  of  Surgery.  Edited  by  H.  F.  Moseley, 
M.Ch.  (Oxon).  Quarto  of  896  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $15. 

A number  of  outstanding  Canadian  surgeons  have 
contributed  to  this  book.  It  represents  an  effort  to 
teach  the  principles  of  surgery,  the  appreciation  of 
clinical  signs  and  symptoms,  and  methods  of  ex- 


amination, so  as  to  arrive  at  an  accurate  diagnosis 
and  appreciate  the  conditions  under  which  surgery 
is  indicated.  The  effort  is  very  successful.  The 
chapters  are  well  written,  well  illustrated,  and  are 
followed  by  excellent  references. 

The  book  is  highly  recommended  to  undergradu- 
ate and  graduate  students.  Edward  P.  Dunn 

Diabetic  Manual  for  the  Doctor  and  Patient  By 

Elliott  P.  Joslin,  M.D.  Ninth  edition.  Octavo  of 
315  pages,  illustrated.  Philadelphia,  Lea  & Febi- 
ger,  1953.  Cloth,  $3.00. 

This  ninth  edition  of  Joslin’s  Diabetic  Manual  is 
very  well  suited  for  the  lay  diabetic.  It  contains  all 
needed  knowledge  that  the  lay  person  can  under- 
stand about  diabetes  and  its  complications.  It 
covers  all  possible  questions  that  confront  the  lay- 
man who  seeks  authoritative  medical  explanations 
whether  they  be  on  how  to  take  care  of  the  eyes,  legs, 
or  feet,  also  how  to  apply  hygienic  living  within  one’s 
environment  to  protect  different  parts  of  the  body 
from  diabetic  deterioration. 

This  book  is  permeated  with  the  wisdom  of  long 
experience  and  gives  encouragement  to  the  diabetic 
on  carrying  on  a useful,  productive  life  and  giving 
hopes  of  good  longevity'. 

Dr.  Joslin,  with  his  long  years  of  practice,  is  able  to 
trace  the  hopelessness  of  the  diabetic  of  a half  cen- 
tury ago  to  the  present  state  of  optimism. 

The  reviewer  recommends  this  manual. 

Morris  .Ant 

Ambulatory  Proctology7.  By7  Alfred  J.  Cantor, 
M.D.  Second  edition.  Octavo  of  563  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  1952.  Cloth, 
$10.00. 

This  is  a text  written  mostly7  for  the  benefit  and 
guidance  of  the  general  practitioner  and  not  for  the 
specialist.  As  the  author  states,  it  deals  with  the 
diagnosis  and  treatment  of  proctologic  conditions, 
without  confining  the  patient  to  bed.  The  contents 
of  this  book  do  not  offer  the  reader  any7  more  than 
any  other  good  proctology  textbook.  Most  of  the 
illustrations,  with  the  exception  of  the  author’s 
own  photographs,  are  taken  from  other  texts,  ad- 
vertising drug  house  folders,  etc. 

A.  J.  Caliendo 

Hormonal  and  Neurogenic  Cardiovascular  Dis- 
orders. Endocrine  and  Neuro-Endocrine  Factors 
in  Pathogenesis  and  Treatment.  By  Wilhelm 
Raab,  M.D.  Octavo  of  722  pages,  illustrated. 
Baltimore,  Williams  Wilkins  Co.,  1953.  Cloth, 
$15. 

The  avowed  purpose  of  this  volume  is  to  point  out 
the  interrelations  and  overlapping  of  the  fields  of 
endocrinology7  and  cardioangiology7.  There  are 
three  main  sections:  experimental  cardiovascular 
effects  of  hormones  and  neurohormones,  cardiovas- 
cular features  in  endocrine  syndromes,  and  endocrine 
factors  in  cardiovascular  syndromes.  There  is 
some  material  which  is  controversial  and  not  widely 
accepted.  Nevertheless,  this  is  a scholarly  work 
which  should  be  read  attentively  by  specialists  in 
cardiology.  Milton  Plotz 

Ophthalmic  Pathology.  An  Atlas  and  Textbook. 

By  Jonas  S.  Friedenwald,  M.D.,  Helenor  Campbell 
Wilder,  A.  Edward  Maumenee,  M.D.,  T.E.  Sanders, 
M.D.,  ei  al.  With  the  editorial  assistance  of  Helen 
Knight  Steward.  Published  under  the  Joint  Spon- 
sorship of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology  and  the  Armed  Forces  Institute 
[Continued  on  page  2266] 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridg*  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


GLADYS  BROWN  RROWN’S  MUrray  Hill 
Owner-Director  Dlivnil  v 71819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George K. Pratt, M.D .,Med.Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  6970 


PINEWOOD 

Westchester  County,  Katoneh,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon- Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


PHONE:  CH  2-8686 

For  wall  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eva  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Madical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave..  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-893S 
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[Continued  from  page  2264] 

of  Pathology.  Quarto  of  489  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Cloth, 
$18. 

This  volume  is  an  outgrowth  of  the  Atlas  of 
Ophthalmic  Pathology  by  De  Coursev  and  Ash  which 
was  based  on  material  in  the  Registry  of  Ophthalmic 
Pathology.  As  an  atlas  it  is  superb.  The  pictures 
are  all  in  black  and  white.  They  represent  selec- 
tions from  a wealth  of  material  and  are  arranged  to 
correspond  with  chapter  headings  in  the  text.  The 
text  is  necessarily  brief  but  will  fill  a great  need  for 
an  up-to-date,  authoritative  single  volume  for  re- 
viewing and  for  handy  reference  to  essentials  in  the 
pathology  of  the  eye. 

The  Atlas  will  find  a place  among  the  classics. 
The  legends  and  text  will  require  revision  as  knowl- 
edge grows  and  concepts  change,  but  the  lesions  so 
beautifully  depicted  are  timeless. 

J.  Arnold  DeVeeb 

Fundamentals  of  Clinical  Cancer.  With  Em- 
phasis on  Early  Diagnosis  and  Treatment.  By 

Leonard  B.  Goldman,  M.D.  Quarto  of  312  pages, 
illustrated.  Xew  York,  Grune  & Stratton,  1953. 
Cloth,  $8.75. 

This  book  is  a well-written  text  by  an  experienced 
clinician  and  radiologist.  It  is  interesting,  concise, 
informative,  and  accurate.  Its  emphasis  is  on  the 
early  diagnosis  and  treatment  of  cancer.  It  is  re- 
plete with  practical  information  and  is  not  so  bulky 
that  its  reading  becomes  formidable. 

Its  contents  will  be  meaningful  even  to  the  ex- 
perienced radiologist.  It  is  a must  for  students  of 
radiology,  but,  most  especially,  it  will  be  valuable 
for  the  general  practitioner. 

Mortimer  R.  Camiel 

Office  Management  of  Ocular  Diseases.  By 

William  F.  Hughes,  Jr.,  M.D.  Octavo  of  452  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1953. 
Cloth,  $9.00. 

It  is  no  small  accomplishment  to  condense  so 
much  practical  and  valuable  information  about  the 
eye  into  a relatively  short  volume  as  Dr.  Hughes 
has  done  in  his  new  book  on  Office  Management  of 
Ocular  Diseases.  To  accomplish  his  purpose  the 
author  has  sensibly  omitted  a gieat  deal  of  non- 
essential  matter  that  is  present  in  so  many  previous 
works.  In  studying  the  successive  chapters — from 
“Vision  and  Refraction”  through  “External  Dis- 
eases of  the  Eye  and  Its  Adnexa,”  “Glaucoma,” 
etc.,  on  to  “Xeuro-ophthalmology,”  one  is  impressed 
by  the  thoroughness  with  which  each  subject  is 
handled  to  include  all  essential  information  pertinent 
to  each  aspect  of  the  eye. 

The  volume  is  profusely  illustrated  by  schematic 
drawings  and  by  black  and  white  photographic 
reproductions  which,  with  very  few  exceptions,  are 
clear  and  vivid.  The  chapter  on  the  ophthalmic 
formulary  and  list  of  drugs  with  dosage  and  the 
indications  for  their  use  are  particularly  valuable 
additions  to  the  literature. 

Dr.  Hughes’s  book  is  deservedly  recommended  to 
all  ophthalmologists,  to  general  practitioners,  and 


especially  to  students.  It  will  unquestionably  be 
of  great  value  to  every  one  interested  in  ophthalmol- 
ogy. Walter  V.  Moore 

Children  of  Divorce.  Bvr  J.  Louise  Despert, 
M.D.  Octavo  of  282  pages.  Garden  City,  X.Y., 
Doubleday  <fc  Co.,  1953.  Cloth,  $3.50. 

This  book  is  divided  into  several  sections  dealing 
with  the  safeguarding  of  the  child,  the  relationship 
of  children  of  divorce  and  their  parents,  the  courts 
and  the  agencies,  and,  finally^,  thoughts  on  the 
family. 

The  author  is  a well-trained  psychiatrist  with 
particular  knowledge  of  children.  The  excellent 
part  of  this  book  is  its  practicability.  Specific  ques- 
tions which  occur  to  the  child  and  to  the  parents 
are  answered  in  a clear-cut  manner. 

This  book  is  highly  recommended  to  the  profes- 
sion who  in  turn  may  suggest  its  use  by  parents 
having  marital  difficulties  where  children  are  in- 
volved. Stanley  S.  lamm 

The  Basis  of  Clinical  Neurology.  The  Anatomy 
and  Physiology  of  the  Nervous  System  in  Their 
Application  to  Clinical  Neurology.  By  Samuel 

Brock,  M.D.  Third  edition.  Octavo  of  510 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1953.  Cloth,  $7.00. 

This  book  is  a real  time-tested  classic  in  neurology. 

In  comparison  with  the  first  and  this,  the  third 
edition,  it  is  obvious  that  this  volume  is  as  strictly 
up  to  date  as  any  book  could  possibly  be.  It  con- 
sists of  510  pages  with  26  chapters  following  a well- 
considered  plan  as  throughout  the  book  anatomy, 
physiology,  and  clinical  disease  are  instructively 
correlated.  All  aspects  of  the  nervous  system,  the 
peripheral  nerves,  spinal  cord,  brain  stem,  cerebel- 
lum, thalamus,  and  the  vegetative  nervous  system 
are  considered.  There  are  special  pages  on  posture, 
the  cerebrospinal  fluid,  encephalography,  and  elec- 
tromyographic study  of  the  motor  system  in  man. 
In  no  other  single  work  devoted  strictly  to  these 
subjects  could  they  possibly  be  treated  in  the 
planned  integrative  fashion  brought  to  such  com- 
plete fulfillment  by  Dr.  Brock. 

While  reading,  the  reader  becomes  aware  that  in 
culling  and  evaluating  the  literature  and  in  writing, 
editing,  and  finally  preparing  the  material  for  pub- 
lication, the  author  has  expended  much  time  and 
effort  with  little  time  out  for  play.  Because  of  the 
vast  amount  of  useful  information  it  contains,  this 
has  become  one  of  the  basic  texts  used  for  teaching 
neurology  both  for  students  in  the  medical  school 
and  residents  in  the  hospital.  It  fulfills  a distinct 
need.  In  a discussion  of  a problem  arising  on  medical 
rounds  it  is  frequently  consulted  for  the  final  answer 
and  is  recommended  often  as  a source  for  further 
reference.  The  reviewer  likes  to  refer  to  it  as  “The 
Bible.” 

This  reviewer  has  known  the  author  as  a friend 
and  coworker  for  thirty  years  and  admits  a favor- 
able prejudice  toward  him  and  this  particular 
book.  In  this  third  edition  Dr.  Brock  has  turned  out 
a masterpiece. 

Like  its  two  predecessors  this  book  is  highly 
recommended.  Harold  R.  Mebwarth 


He  lhal  sips  of  many  things  drinks  of  none. — Thomas  Fuller 
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DOAK 


Tar  Distillate  5% 
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DOAK  PHARMACAL  CO.,  INC. 

1 1 West  42nd  Street 
NEW  YORK  36,  N.  Y. 


4UD^ 


SitU 

• Collected  for 
members  of  the 
State  Medical  Society 

230  W.  41st  ST.,  NEW  YORK 

Phone:  LA  4-7695 


The  Model 
SW  660 
Diathermy 


Greatest 
performer 
of  them  all 


The  modern  swing  is  to  more  power, 
quicker  set-ups,  greater  flexibility. 


SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


the  LIEBEL  - FLARSHEIM  company 

CINCINNATI  IS.  OHIO 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


aminophyllin 


(theophylllne-ethylenedlamlne) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant"  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS • AMPULS 

POWDER 

SUPPOSITORIES 


QUEENS,  NEW  YORK 


Practice  and  equipment  for  sale,  reasonable.  Doctor  en- 
tering military  service.  Office  and  4-room  apartment 
available  for  rent.  Astoria  8-4868. 


FOR  SALE 


General  practice  (established  36  years)  and/or  house.  Ja- 
maica Hill.  Alternative,  7 room  office,  for  rent.  Lucra- 
tive. Republic  9-8822.  Mrs.  William  Lieberman. 


FOR  SALE 


Excellent  opportunity:  General  Practice  for  sale.  West 
Bronx.  Call  Kingsbridge,  8-2972  from  10-12  or  4-8. 


WANTED 


Wanted  immediately,  young  intern  or  young  physician. 
Wonderful  opportunity  to  become  assistant  to  experienced 
specialist,  for  chronic  diseases.  Send  full  information  and 
personal  particulars  in  first  reply.  Box  695,  X.  Y.  St.  Jr.  Med. 


WANTED 


Associate  in  Ophthalmology,  Nassau  County,  N.  Y. 
Must  be  Diplomate  and  good  surgeon.  State  professional 
qualifications.  Active  practice.  Excellent  opportunity. 
Box  694,  X.  Y.  St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physicians-Dentists  only. 
Classes  A Individual — Information.  John  Levbarg,  M.D. 
219  West  86th  St..  X.  Y.  C.  EX2  - 6845. 


WANTED 


General  Practitioner — Young;  family:  desires  association 
with  partner  or  group.  X.  Y.  C.  or  suburbs.  Excellent 
qualifications;  Grade  A school;  priority  IV.  Box  688, 
X.  Y.  St.  J.  Med. 


PRACTICE  FOR  SALE 


Deceased  General  Practitioner’s  home  and  office  — fully 
equipped  with  x-ray,  shortwave,  etc.  Mohawk  Valley. 
Inquire  Mrs.  K.  Reinsberg,  74  E.  Main  St.,  Mohawk,  X.  Y. 
Tele.  Herkimer  266. 


FOR  SALE 


Fine  professional  location,  242  Feet  Main  Road,  Wantagh 
Seaford.  Long  Island.  One  acre.  Trees.  Brook.  5 room 
Redwood  Ranch.  $20,000.  SUnset  5-8159. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time S1.35 

3 Consecutive  times 1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  loth  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Give  to 


CONQUER  CANCER 


FOR  SALE 


Ellenville,  Doctors’  office  and  residence.  Well  established, 
excellent  location,  one  block  from  Hospital.  Tel.  JA 
3-8523  or  Box  696.  S’.  Y.  St.  Jr.  Sled. 


FOR  RENT 


11  East  68th  Street  Room  available  in  modern  newly  deco- 
rated office  euite.  Especially  suitable  for  psychiatrist.  Full 
time  or  part  time.  Receptionist.  Large  air-conditioned 
waiting  room.  REgent  7-2656. 


WANTED 


Office  Psychoanalyst  or  allied  professions.  Share  waiting 
room  with  Psychologist.  Private  entrance.  Self-service 
elevator.  Opposite  Central  Park.  SC  4-3946. 


FOR  SALE 


One  upright  Westinghouse  Flor-o-scope.  Priced  to  sell. 
Location  80  North  Main  Street,  Ellenville,  New  York. 
It  must  be  moved  by  November  1,  1953.  If  interested, 
address  me  at  Shamrock,  Texas.  O.  Merle  Roberts,  M.D. 


f, 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 

f ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

7 the  ZEMMER  CO.,  Pittiburgh  13,  Po. 
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If  you  think  she's  HOT 
. . . wait  till  you  see  my 

new  L-F  DIATHERMY. 


Beautiful  ivory  or  wal* 
nutone  finish  cabinets. 
Flexible  applicators  and 
POWER  TO  SPARE.  Most 
application  set-ups  made 
in  9 seconds  or  less. 


Model  SW  66 0 Diathermy 


||  SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 

THE  LIEBEL  - FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


Physicians’  Home 

63  EAST  84th  STREET 
New  York  City 


is  extending  financial  aid  to  elderly 
Doctors,  their  wives  and  widows 
throughout  the  State.  Your  contribution 
will  enhance  The  Home’s  usefulness. 

DR.  BEVERLY  C.  SMITH,  President 


ANGSTROM  UNITS 
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treatment 


*©st  irriarvc  t m 
rot  vituiii  ».  II. 

, CtUSIR  AIVORRTiOR 

er  CALCimi  u:  re*e« 
J »0*  or  r*0V*0*iti 


Hanovia  Prescription  Model 
Ultraviolet  Lamp  available 
on  easy  payment  terms 


IMPROVED 

UTILIZATION 

OF 

CALCIUM, 

IRON. 

NITROGEN, 

PHOSPHORUS 


HMIOVin 

WOILD'S  LARGEST  MODUCEtS  OF 
ULTRAVIOLET  EQUIPMENT 


Designed  specifically  for  ultraviolet  therapeutics  in 
the  patient’s  home,  under  the  physician’s  supervision, 
this  Hanovia  Prescription  Model  Ultraviolet  Quartz 
Lamp  is  a valuable  aid  to  the  physician.  Such 
treatments  permit  patients  who  are  unable  to  make 
repeated  visits  to  the  office  to  receive  the  benefits  of 
ultraviolet  with  a maximum  of  convenience. 

The  ultraviolet  emission  of  the  prescription  model 
lamp  is  in  that  part  of  the  spectrum  which  is 
most  effective  for  vitamin  D production  and  for 
increased  absorption  of  calcium  and  retention  of 
phosphorus.  In  addition,  these  rays  improve 
utilization  of  calcium,  iron  and  nitrogen.  The  range 
is  indicated  in  the  accompanying  chart. 

Patients  can  purchase  the  Hanovia  Prescription 
Model  Ultraviolet  Quartz  Lamp  from  your  regular 
surgical  supply  dealer,  on  convenient  payment  terms. 
Write  for  informative  literature. 

Hanovia  Chemical  & Mfg.  Co.,  Dept.  JM-1053, 

100  Chestnut  Street,  Newark  5,  N.  J. 


1925 


2271 


\ 


A 


acid  range  so 
prevalent  in  fevei 
and  infections 


pH  6.0  common  in  persons  in  normal  health 


pH  6.7  ELKOSIN 


282  mg.  % 


Solubility  of  free  (nonacetylated)  ELKOSIN 


(Solubility 
amide  at 


ity  depsrminati 
it  flC.  in  not 


inationa  made  with  the  free  sul 
normal  human  urine  hu 


high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 

ELKOSI  "* 


SULFA  I SOM  I DINE  CIBA 


a new  advance  in  sulfonamide  safety 

tablets  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
su*p«n*ion  in  syrup  0.25  Gm.  per  teaspoonful  (4  cc.).  Pints. 


2.  Ziegler , J.  B.;  Bagdon , R.  E.,  and  Shabica,  A.C.:  To  be  published. 
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Here’s  the  most  comprehensive 
x-ray  supply  catalog 

ever  published ! 


No  x-ray  department  can  afford 
to  be  without  General  Electric’s 
new  x-ray  supply  catalog.  Every 
supply  and  accessory  item  you 
need  is  covered  in  an  easy, 
straight-forward  manner  that 
simplifies  ordering. 

And  here  are  two  unique  con- 
veniences: Prices  are  printed 
alongside  every  listing  — there’s 
no  need  to  bother  with  a separate 
price  list.  Bound-in  postpaid  or- 
der cards  also  save  time  — and 
postage. 

Ask  your  G-E  x-ray  representa- 
tive for  this  handy  reference  guide 
to  your  entire  x-ray  supply  needs. 


GENERAL  ® ELECTRIC 


Direct.  Factory  Branches: 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 203  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodland  Ave.  SYRACUSE  — 920  Erie  Boulevard,  East 
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new! 


Each  ingredient  in  non-narcotic,  non-habit- 
forming Gentamin  Tablets  relieves  pain  as  well 
or  better  than  aspirin — and  is  better  tolerated  sys- 
lemically  and  gastro-intestinally.  Salicylamide  “compares 
very  favorably”  and  gentisate  proved  “more  than  satisfac- 
tory” in  alleviating  pain,  swelling,  heat  in  joints 
and  elevated  temperature  in  rheumatic  disorders 
and  arthritis  . . . and  in  easing  distress 

in  neuralgias,  myalgias  and  neuritis.* 


Supplied  on  Rx  only 
In  bottles  of  100 
eompressed  tablets 


Id  a recent  study  Gentamin  Tablets  were  given  to  unselected 
patients  with  joint  pain  of  varied  origin  in  addition  to  the 
usual  office  procedure.  90%  showed  notable  improvement.* 
No  case  of  intolerance  of  any  kind  was  noted. 

* Samples  and  literature  on  request 

A.MERICAN  pharmaceutical  company 

Manufacturing  Chemists 
New  York  54,  N.  Y. 

Over  36  years  of  service  to  the  medical  profession 
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functional  G.  I.  distress 

spasmolysis  alone 
is  not  enough 


For  prompt  and  more  effective  relief  of  belching, 
bloating,  flatulence,  nausea,  indigestion  and  constipation, 
prescribe  Decholin /Belladonna  for 


reliable  spasmolysis 

• inhibits  smooth-muscle  spasm 

• suppresses  incoordinate  peristalsis 

• facilitates  biliary  and  pancreatic  drainage 

improved  liver  function 

• increases  bile  flow  and  fluidity  through  /rydrocholeresis 

• enhances  blood  supply  to  liver 

• provides  mild,  natural  laxation  — without  catharsis 

DECHOLIN®  with  BELLADONNA 


Dosage:  One  or,  if  necessary,  two 
Decholin/Belladonna  Tablets  three  times  daily. 

Composition:  Each  tablet  of  Decholin/Belladonna 
contains  Decholin  (dehydrocholic  acid,  AMES)  3%  gr., 
and  ext.  of  belladonna,  1/6  gr.  (equivalent  to 
tincture  of  belladonna,  7 minims).  Bottles  of  100. 


AMES 

COMPANY,  INC 


ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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Ca$n,  and 


MEBARAL 


HAND  Of  M E f M O S A R S I TA  l 


for  the  hyperexcitability 
so  often  found  in 


hypertension 
hyperthyroidism 
convulsive  disorders 
ifficult  menopause 
psychoneurosis 
hyperhidrosis 


Mebaral's  soothing  sedative  effect  is  obtained  without  significantly 
clouding  the  patient's  mental  faculties. 


\\  I // 

WIMTHROP 


Average  Dose: 

Adults  — 32  mg.  to  0.1  Gm.  (optimal  50  mg.), 
3 or  4 times  daily. 

Children  — 16  to  32  mg.,  3 or  4 times  daily. 


Tasteless  tablets  of  32  mg.  (Vi  grain) 

50  mg.  (34  grain) 

0.1  Gm.  (lVi  grains) 

0.2  Gm.  (3  grains)  scored. 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 


386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


OFFICERS 


President Andrew  A.  Eggston,  M.D.,  Mount  Vernon 

Past-President Edward  T.  Wentworth,  M.D.,  Rochester 

President-Elect Dan  Mellen,  M.D.,  Rome 

Vice-President Earl  C.  Waterbury,  M.D.,  Newburgh 

Secretary  W.  P.  Anderton,  M.D.,  New  York  City 

Assistant  Secretary Gervais  W.  McAuliffe,  M.D.,  New  York  City 

Treasurer Maurice  J.  Dattelbaum,  M.D.,  Brooklyn 

Assistant  Treasurer Thomas  M.  d’Angelo,  M.D.,  Jackson  Heights 

Speaker Frederic  W.  Holcomb,  M.D.,  Kingston 

Vice-Speaker Frederick  W.  Williams,  M.D.,  Bronx 


COUNCIL 

The  Above  Officers 

James  R.  Reuling,  M.D.,  Bayside 


Chairman,  Board  of  Trustees 


Term  Expires  1954 

Leo  E.  Gibson,  M.D. 
Syracuse 

Joseph  A.  Geis,  M.D. 
Albany 

Thurman  B.  Givan,  M.D. 
Brooklyn 

Gerald  D.  Dorman,  M.D. 
New  York  City 


and 

Councillors 

Term  Expires  1955 

Theodore  J.  Curphey,  M.D. 
Garden  City 

Harold  F.  R.  Brown,  M.D. 
Buffalo 

James  Greenough,  M.D. 
Oneonta 

Denver  M.  Vickers,  M.D. 
Cambridge 


Term  Expires  1956 

Floyd  S.  Winslow,  M.D. 
Rochester 

Renato  J.  Azzari,  M.D. 
Bronx 

Peter  J.  Di  Natale,  M.D. 
Batavia 

Scott  Lord  Smith,  M.D. 
Poughkeepsie 


TRUSTEES 


James  R.  Reuling,  M.D., 


John  J.  Masterson,  M.D.  . . .Brooklyn 
Herbert  H.  Bauckus,  M.D.  . . Buffalo 
Edward  R.  Cunniffe,  M.D,  . . . Bronx 


( See  pages  2280  and  2282  for 


Chairman Bayside 

J.  Stanley  Kenney,  M.D.  .New  York  City 

Leo  F.  Schiff,  M.D Plattsburg 

Walter  W.  Mott,  M.D.  . . White  Plains 

additional  Society  Officers) 


2278 


2279 


Each  fluid  ounce  contains: 
Dihydrocodeinone  Bitartrate  . >/6  gr. 

Warning-May  be  habit  forming. 
Potassium  Guaiacol  Sulfonate,  N.F.  . . 8 gr. 

Sodium  Citrate,  U.S.P 13.2  gr. 

Citric  Acid,  U.S.P 2 gr. 

Prophenpyridamide  Maleate 1 gr. 

(10  mg./teasp.,  5 cc.  Medicinal) 

Chloroform,  U.S.P 2 minims 

Methyl  Paraben,  U.S.P.  0.1% 

Flavor,  preservative,  sweetening,  aroma, 
vehicle. 


New...  from  The  Armour  Laboratories!  Tussar,  a new,  modern  antitussic. 

Tussar  controls  even  obstinate,  hacking  coughs  symptomatically. 
Tussar  gives  mild  expectorant  and  exceptional  soothing  action. 

Why?  Because  Tussar  contains  a superior  antihistamine,  pro- 
phenpyridamide maleate.  This  is  combined  with  dihydrocodeinone 
bitartrate-approximately  six  times  as  potent  as  codeine,  allowing 
for  lower  dosage.  Tussar  is  easy  to  take  because  of  its  pleasant  flavor. 

When  you  prescribe  Tussar  you  will  quiet  tonight's  cough... 
today ! 

TUSSAR 


If  desired,  either  ammonium  chloride,  • 
potassium  iodide,  or  ephedrine  can  be 
added  to  Tussar. 


THE  ARMOUR  LAR ORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  RESEARCH 
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Prolonged 
effect  of  mannitol 


hexanitrate 

lowers  pressure  for  4 to  6 hours 

. 

New  and  Nonofficial  Remedies:  A.M.A.  Council  on  , 
Pharmacy  and  Chemistry,  / 

J.  B.  Lippincott,  p.  243,  1953.  y ' 

-- . ^ >1  ___ 
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/ Marked  diuretic  \ 

I action  of  theophylline  \ 

i facilitates  sodium  excretion  ' 

i / 

1 Med.  Times  81: 266  (Apr.)  1953.  / 
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Phenobarbital  \ 
for  relaxation  \ 

without  hypnosis  \ 

I 

most  useful  for  promoting  , 
daytime  relaxation  j 

X\  J.A.M.A.  147.-1311  (Dec.)  1951.  / 

'n  / 

\ / 

s \ / 

Ascorbic  acid  + rutin  for  N N »/ 


capillary  protection 

help  to  maintain  capillary  integrity 


\ 


\ 


v Delaware  State  M.  J.  22:283  (Oct.)  1950. 
\ 
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BRINGS  THE  PRESSURE  DOHA  SLOWLY 


SAFELY 


Complete  Medication  for  the  Hypertensive 

Each  Semhyten  Capsule  contains:  Phenobarbital  14  gr. (15  mg.) 

Mannitol  Hexanitrate  ...%  gr.  (30  mg.)  Rutin  10  mg. 

Theophylline  114  gr.  (0.1  Gm.)  Ascorbic  Acid 15  mg. 

Supplied:  In  bottles  of  100,  500  and  1000  pink-top  capsules. 

The  S.  E.  MASSENGILL  Company  • Bristol,  Tennessee 
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You  wouldn’t 
prescribe  10  loaves 
of  bread  a day! 


igi 


Yet,  that’s  about  how  many 

loaves  of  bread  are  required  to  equal  the  100  mg. 
nicotinic  acid  content  of  a single 

capsule  of  "BeminaP  Forte  with  Vitamin  C. 
Also  containing  therapeutic 
amounts  of  other  essential  B complex 
factors  and  ascorbic  acid,  this 

N 

preparation  is  particularly 

suitable  for  use  pre-  and  post- 
operatively,  and  whenever  high 
B and  C vitamin  levels  are  indicated. 


m H 


Ayerst,  McKenna  & Harrison  Limited,  New  York,  N.  Y.  • Montreal,  Canada 
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Physiological  test 
compares 

Kents 

“Micronite”  Filter 
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with  other  cigarette  filters 


To  compare  the  efficiency  of  various 
filters  as  they  affect  physiological  re- 
sponses in  the  cigarette  smoker,  drop 
in  surface  skin  temperature  at  the  last 
phalanx  was  measured. 

Using  well-established  procedures, 
the  subject  smoked  conventional  filter 
cigarettes  and  the  new  KENT  with 
the  exclusive  “Micronite”  Filter. 

For  every  other  filter  cigarette,  the 
drop  in  temperature  averaged  over  6 
degrees.  For  KENT’S  Micronite  Filter, 
there  was  no  appreciable  drop. 

These  findings  confirm  the  results  of 
other  scientific  measurements  that 
show  these  facts:  ordinary  cotton,  cel- 
lulose or  crepe  paper  filters  remove  a 
small  but  ineffective  amount  of  nico- 
tine and  tars;  KENT’S  Micronite  Filter 
approaches  7 times  the  efficiency  of  other 
filters  in  the  removal  of  nicotine  and  tars 
and  is  virtually  twice  as  effective  as 
the  next  most  efficient  cigarette  filter. 

Thus  KENT,  with  the  first  filter  that 
really  works,  gives  the  one  smoker  out 
of  every  three  who  is  susceptible  to 
nicotine  and  tars  the  protection  he 
needs  . . . while  offering  the  satisfac- 
tion he  expects  of  fine  tobacco. 

For  these  reasons,  smokers  have 
made  the  new  KENT  the  most  popular 


new  brand  of  cigarette  to  be  introduced 
in  the  last  20  years. 

I f you  have  yet  to  try  the  new  KENT, 
may  we  suggest  you  do  so  soon? 
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Knox  Gelatine... 
useful  protein  supplement 
for  the  growing  child 


For  Body  Growth 

Protein  not  only  helps  feed  the  machine  of  the 
growing  child  but  is  itself  the  machinery.  An  abun- 
dance of  protein  both  for  body  growth  as  well  as 
for  blood,  enzyme  and  hormone  synthesis  is  a 
primary  requirement  in  childhood.  While  carbo- 
hydrate and  fat  may  be  stored  in  the  organism, 
protein  must  be  taken  in  daily  to  maintain  the 
structural  mass  of  tissue. 

Abundant  Energy 

The  daily  diet  must  contain  the  so-called  essential 
amino  acids  as  first  shown  by  Osborne  and 
Mendel <*)  and  more  precisely  defined  by  Rose/2* 
Once  the  essential  amino  acids  are  furnished,  the 
remaining  ones  may  be  taken  in  abundance  from 
other  protein  sources  to  insure  full  growth  and 
create  abundant  energy. 

Easy  to  Digest 

Knox  Gelatine  is  an  excellent  protein  supplement, 
easy  to  digest  and  administer,  and  non-allergenic. 
It  may  be  prepared  in  a variety  of  ways  from  Knox 
Gelatine  Drink  to  delicious  salads  and  desserts. 

High  Dynamic  Action 

Gelatine  in  the  form  of  gelatinized  milk  has  been 
found  a valuable  protein  supplement  helpful  in 
allergies,  celiac  disease,  colic  and  to  increase  the 
digestibility  of  the  milk  formula/3*  Its  high  spe- 
cific dynamic  action!-*)  which  spares  essential 
amino  acids  and  furnishes  amino  acids  for  the 
continuous  dynamic  exchange  of  nitrogen  in  the 
tissue<s>  helps  the  child  to  maintain  the  normal 
body  heat.  Furthermore,  it  contains  an  abundance 
of  important  glycine  and  proline  necessary  for 
hemoglobin  formation. 

1.  Osborne,  T B and  Mendel.  L B . J Biol.  Chem  17  325.  1914 

2.  Rose.  W C..  Physiol  Rev.  18  109.  1938 

3.  Wolpe.  Leon  Z and  Silverstone.  Paul  C.  J Pediat.  21  635. 
1942. 

4.  Lusk.  G..  J.  Nutrition  3:519.  1931.  Borsook.  H . Biol.  Rev. 
1 1 : 1 47,  1936. 

5.  Schoenheimer.  R . Ratner.  S . and  Rittenberg.  D . J Biol. 
Chem  . 127:333,  1939  and  130:703,  1939 


send  for  brochures  on  diets  of  Diabetes.  Coli- 
I off  Cl5,  PcPt,c  Ulcer  . Low  Salt.  Reducing.  Liquid 

and  Soft  Diets 

• Knox  Gelatine.  Johnstown.  N Y Dept  nys 


Availably  of  9'oco'f  tfo'ti  in  4-enttl op*  family 
ut*  and  J2-fAv*Iop«  atanamy  tut  packagtt 


KNOX  GELATINE  u.  $.  p. 

AH  Protein  No  Sugar 
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CLINICAL  EVALUATION 
FREQUENTLY  FAVORS 


BUTAZOLIDINT 

(brand  of  phenylbutazone) 

In  antiarthritic  potency,  Butazolidin  can  be  compared  only  with  gold. 
ACTH  and  cortisone.  In  making  a choice  between  these  agents,  the  specific 
advantages  of  Butazolidin  merit  consideration: 

■ Simple  oral  administration 
■ Potent  and  prompt  antiarthritic  effect 
■ Broad  spectrum  of  action  embracing  many  forms  of  arthritis 
■ No  development  of  tolerance  requiring  progressively  increasing  dosage 
■ No  disturbance  of  normal  hormonal  balance 
■ Moderate  in  cost 


As  with  any  agent  so  potent  as  Butazolidin,  optimal  therapeutic  results 
with  minimal  risk  of  side  reactions  can  only  be  obtained  by  clinical  man- 
agement based  on  careful  selection  of  patients,  proper  regulation  of  dos- 
age, and  regular  observation  of  each  patient. 

Detailed  Literature  on  Request. 

Butazolidin®  (brand  of  phenylbutazone)  Tablets  of  100  mg. 


GEICY  PHARMACEUTICALS 


Division  of  Ceigy  Company,  Inc. 

220  Church  Street,  New  York  13,  N.Y. 

In  Canada:  Ceigy  (Canada)  Limited,  Montreal 
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ANEW 

WEAPON 

for  the  treatment  of 

BURSITIS  and 

(Musculo-fasciaitis) 

ARTHRITIS 


COBADEN 


ifife---- . 


(RAND) 


NOW 


$ 


The  therapeutic  usefulness  of  the' 
muscle  co-enzyme  aden^fauaftdT^ 
enhanced  by  the  action  of'vitam^niB,2 
(Cyanocobalamine). 

Adenylic  acid  is  unrelated  to' cor- 
tisone or  the  steroid  hormones. 

Clinical  reports  demdmtrate/maxi- 
mum  therapeutic  act/orMS  obtained 
with  a combination  of^itapiin  Bi2 
and  pure  muscle  adenylic  acid. 


COBADEN  is  far  more  effec- 
tive than  either  B , i of  adenylic 
acid  when  admfnjsf^red  separately 
in  the  treatment/^f^rtnritis 
or  bursitis  (muscuTdyfasciaitis). 

COBADEN  — each  cd.  contains: 
Adenosine-5-PhaspHoric  acid  25  mg. 

(ATP  or  adenylic  acid) 
Cyanocobalarrune  (B,j)  60  meg. 

We  will  gladly  send  you  complete 
literature  upon  request. 

Supplied:  In  10  cc.  multiple  dose  vials 

through  your  Prescription 
Pharmacy  or  Surgical 

m K rl^Tsk  Supply  Dealer 

...  or  direct  from: 


PHARMACEUTICAL  CO.,  INC. 

333  Columbia  Street,  Rensselear,  New  York 
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CORTOGEN 

Acetate  (cortisone  acetate,  Schering)  Tablets,  5 mg.  and  25  mg.; 

Injection,  25  mg.  per  cc.,  10  cc.  multiple-dose  vials; 
OphthalmicSuspension— Sterile,  0.5%  and  2.5%, 5 cc.  dropper  bottles. 

CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
A y In  Cana 


ada:  Schering  Corporation,  Ltd.,  Montreal 


CORTOGEN 
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“The  value  of 
sulfonamide  mixtures 
in  reducing 
crystalluria  and 
renal  complications 
is  based  on 


undisputed  experimental  evidence 


“It  has  been  confirmed 
by  several  independent 
groups  of  investigators 
in  rigorous 
practical  tests  at 
the  bedside.” 


(Lehr.  D.:J.A.M.A._  Feb.  5.  1949.) 


for  safer, 

more  effective,  speedier, 
highly  palatable 

sulfonamide 

therapy 


SULFADIAZINE 


0.162  Gm. 


SULFAMERAZINE 


o 0. 162  Gm. 


SULFATHIAZOLE 


0.162  Gm. 


SODIUM  CITRATE* 


0.375  Gm. 


•not  contained  in  Tri-Sulfanyl  Tablets 


Samples  of 
Tri-Sulfanyl 
on  request. 

fCASIMIR  FUNK  LABORATORIES,  INC. 

affiliate  of  U.  S.  Vitamin  Corporation 
250  East  43rd  Street,  New  York  17,  N.Y. 
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Upjoltn 


mixed 
surface 
infections . . . 


Each  gram  contains  5 mg.  neo- 
mycin sulfate  (equivalent  to  3.5 
mg.  neomycin  base). 


Available:  Ointment  in  Vi  oz. 
and  1 oz.  tubes,  and  4 oz.  jars. 
Cream  in  Vi  oz.  tubes. 
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DESITIN 

OINTMENT 


the  most  widely  used 

ethical  specialty  for 

care  of  the  infant’s  skin 


1.  Heimer,  C.  B.,  Grayzel,  H.  G.  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T„  Combes,  F.  C.,  Bobroff,  A.  and  Leviticus, 
R.:  Ind.  Med.  & Surg.  18:512,  1949. 


I 

the  pioneer  external 
cod  liyer  olJ  thera py 

_JI 

Decisive  studies1-2 
substantiate  over  25 
years  of  daily  clinical 
use  regarding  the  ability  of  Desitin 

Ointment  to protect,  soothe, 

dry  and  accelerate  healing  in... 

• diaper  rash  • exanthema 

• non-specific  dermatoses 

• intertrigo  • prickly  heat 

• chafing  • irritation 

(due  to  urine,  excrement,  chemicals  or  friction) 

Desitin  Ointment  is  a non-irritant  blend  of  high 
grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vita- 
mins A and  D in  proper  ratio  for  maximum  effi- 
cacy), zinc  oxide,  talcum,  petrolatum,  and  lanolin. 
Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exu- 
date, urine  or  excrements.  Dressings  easily 
applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 


IN  ARTHRITIS 
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three  jumps  ahead  • . . 


MASSIVE  DOSAGE 


To  obtain  maximum  results, 
high  salicylate  blood  levels  are  re- 
quired. This  means  high  oral  dosage 
which  can  be  attained,  without 
excessive  gastric  disturbance,  by  using 
Salcedrox. 


Salcedrox  virtually  eliminates  gastric  dis- 
turbance, because  of  the  protective 
combination  with  activated  aluminum  hydrox- 
ide and  calcium  carbonate. 


massengill 

BRISTOL,  TENN. 


Salcedrox  also  contains  a high  dose  of  vitamin 
C,  because  it  has  been  observed  that  rheu- 
matic and  arthritic  states  show  vitamin  C de- 
ficiencies, and  salicylate  therapy  has  a 
tendency  to  intensify  depletion  of  vitamin  C. 

There  is  significant  evidence  that  salicylates, 
through  action  on  the  hypothalamus,  stimulate  the 
pituitary,  producing  an  ACTH-  like  effect  on  the 
adrenal  cortex.  * 


This  new  concept  of  salicylate  action  explains 
many  of  the  clinical  results  obtained  with 
salicylate  therapy  in  the  treatment  of  arthrit- 
ides  and  rheumatic  afflictions— observed 
results  that  cannot  be  attributed  to 
analgesic  action  alone. 

•Proceedings  Soc.  Exp.  Bio.  Med.,  1952, 
v80,  51-55.  G.  Cronheim,  et  al. 

FORMULA 

Sodium  Salicylate  .5  gr.  (0.3  Gm.) 

Aluminum  Hydroxide  Gel. 

dried 2 gr.  (0.12  Gm.) 

Calcium  Ascorbate  .1  gr.  (60  mg.) 

(equivalent  to  50  mg.  Ascorbic 
Acid) 

Calcium  Carbonate  .1  gr.  (60  mg.) 


send  for 
professional 
literature 
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Each  easily  swallowed 
Pabirin  capsule  contains: 

Acetylsalicylic  Acid  0.23  Gm. 

PABA  (p-aminobenzoic 
acid)  0.23  Gm. 

Ascorbic  Acid 10  mg. 

Average  dose,  three  cap- 
sules 3 or  4 times  daily. 

Also  available  is  Pabirin 
with  Codeine,  each  capsule 
containing  !4  gr.  of  codeine 
phosphate  in  addition. 


NO  MATTER  WHAT  ELSE 
ARTHRITIS  CALLS  FOR 


Regardless  of  other  medication  indicated, 
Pabirin  is  advantageous  in  every  patient 
with  arthritis,  neuritis,  myositis,  gouty  arth- 
ritis, or  rheumatic  fever.  It  quickly  controls 
pain,  improves  joint  mobility;  in  rheumatic 
fever  it  leads  to  prompt  remission. 


4 


ADVANTAGEOUS 

FEATURES 


• Lower  dosage,  higher  salicylate  levels, 

made  possible  by  the  presence  of  PABA. 

• Sodium  free,  hence  can  be  given  in  cardiac 
disease  and  with  ACTH  and  cortisone. 

• Better  tolerated,  because  acetylsalicylic  acid 
is  not  prone  to  hydrolyze  in  stomach. 

• Guards  against  vitamin  C loss  induced  by 
intensive  salicylate  therapy. 

All  pharmacies  are  supplied. 

SMITH-DORSEY  • Lincoln,  Nebraska 

A Division  ot  THE  WANDER  COMPANY 


DORSEY  PREPARATION 
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The  Prescription  for 


/ sedation 
Combined  / 

/ analgesia 

when  pain,  anxiety,  and  restlessness 
aggravate  each  other. 

Each  compressed  product  contains: 

Phenobarbital  gr.  V* 

Acetophenetidin gr.  2'A 

Aspirin gr.  3Vi 

ottles  of  100 

•trademark 

OME  & CO.  (U.S.A.)  INC.,  TUCKAHOE  7,  N.  Y. 
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NOW 


the  first  intramuscular  digitoxin 

DIGITALINE  NATIVELLE® 
INTRAMUSCULAR 


for  dependable  digitalization  and  maintenance 
when  the  oral  route  is  unavailable 


DIGITALINE  NATIVELLE 
INTRAMUSCULAR 
is  indicated  for  patients  who  are 
comatose,  nauseated  or  uncoopera- 
tive, or  whose  condition  precludes  the 
use  of  the  oral  route. 

DIGITALINE  NATIVELLE 

INTRAMUSCULAR 

provides  all  the  unexcelled  virtues  of 

its  parent  oral  preparation. 

Steady,  predictable  absorption. 

Equal  effectiveness,  dose-for-dose 
with  oral  DIGITALINE  NATIVELLE. 

' Easy  switch-over  to  oral  medication. 


Clinical  investigation  has  shown  that  DIGITALINE  NATIVELLE  INTRAMUSCULAR 
is  "effective  in  initiation  and  maintenance  of  digitalization.  A satisfactory  therapeutic 
effect  was  obtained  with  minimal  local  and  no  undesirable  systemic  effects."* 


DIGITALINE  NATIVELLE  INTRAMUSCULAR  — 1-cc.  and  2-cc.  ampules,  boxes  ol  6 and  50.  Each  cc  provides  0.2  mg. 
of  the  original  digitoxin  - DIGITALINE  NATIVELLE. 

Strauss.  V.;  Simon.  D.  L.;  Iglauer.  A.,  and  McGuire.  I.:  Clinical  Studies  of  Intramuscular  Injection  of  Digitoxin 
Digitaline  Nativelle)  in  a New  Solvent.  Am.  Heart  J.  44:787.  1952. 

Literature  and  samples  available  on  request. 


VARICK  PHARMACAL  COMPANY.  INC. 

(Division  of  E.  Fougera  6 Co..  Inc.) 

75  Varick  Street.  New  York  13.  N.Y. 
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“My  throat  sure  feels  better ” 


TRACINETS 


BACITRACIN-TYROTHRICIN  TROCHES  WITH  BENZOCAINE 


actions  and  USES:  With  Tracinets  you  can  readily 
relieve  afebrile  mouth  and  minor  throat  irritations 
in  young  patients— and  in  older  ones,  too.  Acting 
together,  bacitracin  and  tyrothricin  are  truly  syner- 
gistic. Soothing  local  relief  is  afforded  by  benzocaine. 


In  severe  throat  infections  Tracinets  Troches,  by 
their  local  action,  supplement  antibiotic  injections. 
quick  information:  Each  Tracinets  Troche  con- 
tains 50  units  of  bacitracin,  1 mg.  of  tyrothricin  and 
5 mg.  of  benzocaine.  Available  in  vials  of  12. 
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CHEMOTHERAPEUTIC  MOLECULE 
SPECIFICALLY  FOR 
URINARY  TRACT  INFECTIONS 


>,N0CH  = N — N 


O 

ii 

NH 
I I 
HjC  — C=0 


Discovery  of  the  antimicrobial  properties 
of  the  nitrofurans  provided  a novel  class  of 
chemotherapeutic  agents.  These  compounds 
possess  specific  antibacterial  activity  with  low 
toxicity  for  human  tissues. 

The  simplicity  and  flexibility  of  this  nitro- 
furan  nucleus  make  possible 
numerous  variations  of  its  r — n 

chemical  and  therapeutic  0,nII.  Jr 
characteristics;  a remedy  may 
be  tailored  to  fit  the  disease. 


Within  recent  years  we  have  so  designed 
two  important  antimicrobial  nitrofurans  for 
topical  use:  Furacin  n — n 

brand  of  nitrofura- 0inU  Uch  = nnhconh, 
zone  and  Furaspor 

brand  of  nitrofur-  | . 

furyl  methyl  ether.  QjN  ([  Jc^OCH, 
Now  we  have  sue-  ° 

ceeded  in  chemically  tailoring  a unique  mole- 
cule, designed  specifically  for  the  treatment 
of  bacterial  urinary  tract  infections: 


FURADANTIN 

Brand  of  nitrofurantoin: 
N-(5-nitro-2-furfurylidene)-l-aminohydantoin. 


Products  of  Eaton  Research 


il 
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pyelonephritis 

cystitis 

pyelitis 

which  have  proven  refractory  to 
other  antibacterial  agents: 


FURADANTIN 

provides  definite  advantages: 


O clinical  effectiveness  against  most  of  the  bacteria  of  urinary  tract  in- 
fections, including  many  strains  of  Proteus,  Aerobacter  and  Pseudo- 
monas species 

• low  blood  level— bactericidal  urinary  concentration 

• effective  in  blood,  pus  and  urine— independent  of  pH 

• limited  development  of  bacterial  resistance 

• rapid  sterilization  of  the  urine 

• stable 

• oral  administration 

• low  incidence  of  nausea— no  abdominal  pain— no  proctitis  or 
pruritus— no  crystalluria  or  hematuria 
non-irritating— no  cytotoxicity— no  inhibition  of  phagocytosis 
tailored  specifically  for  urologic  use 


Scored  tablets  of  50  & 100  mg. 
Now  available  on  prescription 
Write  for  comprehensive  literature 


NORWICH.  NfV  YORK 
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an  improved  approach  to 
ideal  hypotensive  therapy 


Low  toxicity.  The  only 

hypotensive  drug  that  causes  no  dangerous  reactions, 
and  almost  no  unpleasant  ones. 

Slow,  smooth  action.  The  hypotensive 
effect  is  more  stable  than  with  other  agents. 

Critical  adjustment  of  dosage  is  unnecessary.  Tolerance 
to  the  hypotensive  effect  has  not  been  reported. 

Well  suited  to  patients  with  relatively  mild, 

labile  hypertension.  A valuable  adjunct  to  other  agents 

in  advanced  hypertension. 

Bradycardia  and  mild  sedation  increase  its  value  in  most 
cases.  Symptomatic  improvement  is  usually  marked. 


Convenient,  safe  to  prescribe 

The  usual  starting  dose  is  2 tablets  twice  daily. 
If  blood  pressure  does  not  begin  to  fall  in  7 to  14 
days,  and  the  medication  is  well  tolerated,  the 
dose  may  be  safely  increased.  Should  there  be  a 
complaint  of  excessive  sleepiness,  the  dose 
should  be  reduced.  Some  patients  are  adequately 
maintained  on  as  little  as  one  tablet  per  day. 

Wilkins.  R.  W.:  Ann.  lnt.  Med.  #7:11*4.  1*2. 

Wilkins.  R.  W . and  Judson.  W.  E.:  New  England  J Med.  4S.  195S 


Supplied  in  tablets  of  50  mg., 
bottles  of  100  and  1000. 


Dosage  of  other  agents  (veratrum  or  hydrala- 
zine) used  in  conjunction  with  Raudixin  must 
be  carefully  adjusted  to  the  response  of  the 
patient.  If  Raudixin  is  added  to  another  main- 
tenance regimen,  the  usual  dose  is  applicable, 
and  it  is  often  possible  to  reduce  the  dose  of  the 
other  agent  or  agents. 

[raudixin 

SQUIBB  RAUWOLF1A  SERPENTINA 

. Tablets  * , 


Squibb 


‘RAUCXXI**  tS  A TAOIMO 


2:501 


Major  advance  in  dermatitis  control: 

The  new  direct  approach  to  the  control  of  der- 
matitides  is  hormonal,  enlisting  the  antiphlogis- 
tic and  antiallergic  potency  of  compound  F— 
foremost  of  the  corticosteroid  hormones. 

The  new  objective  is  adapting  corticoid  therapy 
to  simple  inunction  treatment,  and  obtaining  re- 
lief in  various  forms  of  dermatitides  within  days 
—sometimes  within  hours. 


The  new  attainment  is  Cortef  Acetate  Ointment, 
which  rapidly  controls  edema  and  erythema, 
halts  cellular  infiltration,  arrests  pruritus  in  such 
harassing  skin  problems  as  atopic  dermatitis,  con- 
tact dermatitis,  pruritus  vulvae  and  ani,  neuro- 
dermatitis, and  seborrheic  dermatitis. 


Acetate 

Ointment 


Supplied:  Cortef  Acetate  Ointment  is  available  in  5 
Gm.  tubes  in  two  strengths— 2.5%  concentration  (25 
mg.  per  Gm.)  for  initial  therapy  in  more  serious  cases 
of  dermatitis,  and  1.0%  concentration  (10  mg.  per 
Gm.)  for  milder  cases  and  for  maintenance  therapy. 

Administered:  A small  amount  is  rubbed  gently  into 
the  involved  area  one  to  three  times  a day  until  defi- 
nite evidence  of  improvement  is  observed.  The  fre- 
quency of  application  may  then  be  reduced  to  once  a 
day  or  less,  depending  upon  the  results  obtained. 

*TR*0EM»a*  FOR  UPJOMN'S  BRAND  OF  MVDROCORTISONE. 


A product  of 


Upjohn 


It  t'sea  reh 


for  medicine ...  produced  with  care ..  .designed  for  health 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 
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Enriched  bread,  representing  the  bulk  of 
bread  consumed  today,  makes  significant 
nutrient  contributions  to  the  dietary  and 
to  the  nutritional  health  of  the  American 
people.1  Bread  cannot  be  regarded  merely 
as  an  energy  food.  Instead,  it  is  an  impor- 
tant purveyor  of  many  nutrients  which  a 
large  proportion  of  our  population  would 
never  receive  in  adequate  amounts  if  en- 
riched bread  were  not  available  on  so  large 
and  wide  a scale.2  Here  is  what  modem 
day  enriched  bread  provides: 

VITAMINS:  Containing  specified  amounts 
of  thiamine,  riboflavin,  and  niacin,  en- 
riched bread  makes  a significant  contribu- 
tion to  the  satisfaction  of  these  vitamin 
requirements.  Enriched  bread  has  played 
an  important  role  in  virtually  eliminating 
frank  deficiency  diseases  and  materially 
reducing  subclinical  deficiency  states  re- 
sulting from  dietary  inadequacies  in  these 
essentials.2 

MINERALS:  By  providing  substantial 
amounts  of  calcium3  and  of  added  iron. 


modem  enriched  bread  goes  far  in  satisfy- 
ing the  needs  for  these  substances.  For  ex- 
ample, six  ounces  of  bread  on  the  average 
provides  approximately  15  per  cent  of  the 
day’s  recommended  calcium  allowance  for 
adults  and  38  per  cent  of  the  iron  allow- 
ance. 

PROTEIN:  The  protein  of  commercial 
bread  is  of  high  biologic  value  because  it  is 
a mixture  of  wheat  flour  protein  and  milk 
protein,  the  latter  derived  from  added  non- 
fat milk  solids.4  One  pound  of  enriched 
bread  furnishes  about  39  Gm.  of  protein. 

ECONOMY:  At  its  present  day  low  price, 
bread  represents  an  outstanding  nutri- 
tional “buy.”  It  provides  not  only  generous 
amounts  of  essential  nutrients,  but  also 
readily  available  food  energy.  These  fea- 
tures truly  make  enriched  bread  one  of 
America’s  basic  foods. 

The  Seal  at  Acceptance  denotes  that  the  nntri- 
tHJCl  tional  statements  made  in  this  advertisement 
\ V**^y*T  / are  acceptable  to  the  Council  on  Foods  and 
V/SSHSTe  Nutrition  of  the  American  Medical  Association. 


REFERENCES 


1.  Sebrell.  W.  E . Jr.:  Trend;  and  Needs  in  Nutrition. 
J AMA  252:42  (May  2)  1953. 

2.  F.omr  and  Bread  Enrichment.  1949-50:  Prepared 

by  The  Committee  on  Cereals.  Food  and  Nutrition 

Board.  National  Research  Council,  1950. 


3.  Data  furnished  by  the  Laboratories  of  the  Ameri- 
can Institute  of  Baking.  Chicago.  Illinois. 

4.  Sherman.  H C. : Chemistry  of  Food  and  Nutrition, 
ed.  5.  New  York.  The  Macmillan  Company,  1952, 
pp.  212:  597-600;  646. 
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(CONTRIBUTION  FROM  THE  RESEARCH  LABORATORIES  OF  PaRU.  DaVIS  AXD  Co  | 

THE  ACTIVE  PRINCIPLES  OF  THE  POSTERIOR  LOBE  OF  THB 
PITUITARY  GLAND.'  I.  THE  DEMONSTRATION  OF  THE 
PRESENCE  OF  TWO  ACTIVE  PRINCIPLES.  H.  THB 
SEPARATION  OF  THE  TWO  PRINCIPLES  AND  THEIR 
CONCENTRATION  IN  THE  FORM  OF  POTENT  SOLID 
PREPARATIONS 

Rv  Ousts  Knmm  T n Alokiuc  I W Grote,  L W.  Kowk  and  E P Bucbss 

*i.  > rtvu  Dev 31.  1M7  Puiuian  Poic  .it  «.  IB2S 

Introduction 

Thf  manifold  physiological  activities  of  extracts  of  the  posterior  lobe  oi 
pituitary  gland  are  now  well  known;  namel; 


1 BOASTER  IT  A CENTOBT  LATER— STILL  OMSOEUEO 

Pitoci  r» 

'oxytocic  of  choice 

The  isolation  of  PITOCIN  by  Parke,  Davis  & Company  in  1927 
and  its  introduction  to  the  medical  profession  in  1928,  marked 
a new  era  in  hormone  therapy.  To  the  obstetrician  this  was  an 
epochal  event;  he  could  now  secure  the  desired  uterine  effect 
without  the  elevation  of  blood  pressure  caused  by  unfraction- 
ated posterior  pituitary  extracts. 

Today,  PITOCIN  is  still  the  oxytocic  of  choice,  widely  used  in 
treatment  for  primary  and  for  secondary  uterine  inertia,  for 
postpartum  hemorrhage  due  to  uterine  atony,  for  the  third  stage 
of  labor,  for  induction  of  labor,  and  during  cesarean  section  to 
facilitate  suturing  the  uterine  wall. 

PITOCIN  (oxytocin  injection,  Parke-Davis)  is  supplied  in  0.5-cc.  (5-unit) 
ampoules,  and  in  1-cc.  (10-unit)  ampoules,  in  boxes  of  6,  25,  and  100.  Each 
cc.  contains  10  international  oxytocic  units  (U.S.E  units). 
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IODEX 


THERAPEUTICALLY  EFFECTIVE 

cum  methyl  salicylate 

indicated  wherever  the  stimulating  and  metabolic 
effects  of  IODINE  in  IODEX  and  the  analgesic  action  of  Methyl 
Salicylate  are  needed  topically  and  for  percutaneous  absorption. 


For  strains,  sprains,  painful  joints  and 
aching  muscles  • rheumatic  pains  • relieves 
itching  in  skin  diseases. 


Samples  and  literature  sent  on  request. 


when  proper  or  corrective  shoes 
are  indicated 

prescribe  PEDIFORMES 

IN  STOCK  — 

• straight  last  shoes 

• inflare  last  shoes 

• outflare  last  shoes 

• club  foot  shoes 

• flat  foot  shoes 

• shoes  with  Thomas  Heel 
and  long  counters 

You  are  assured  alterations  and  fittings 
as  you  prescribe  because  of  our  interest,  and 
experience  gained  in  serving  the  medical  pro- 
fession for  more  than  40  years. 


PedL,. 


rme 


34  WEST  36th  STREET 
NEW  YORK  CITY 
Wisconsin  7-2534 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

W rite 

RANE  DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 


Othtr  Shops  In:  Brooklyn  • Flatbush  • Hempstead  • East  Orange 
Hackensack  • New  Rochelle 


2.m 


CONVENIENT 

on 

house 

calls 


office 


CONVENIENT 

in 

the 

hospital 


IN 

USE 

EVERYWHERE 


SYRINGE  AND  CARTRIDGES 

It’s  the  convenience  of  the  PFIZER  unbreakable 
STERAJECT  Syringe  and  the  full  line  of  STERAJECT 
single-dose  disposable  cartridges  that  make  this  Pfizer 
innovation  a favorite  in  office,  home  and  hospital 
today.  The  current  formulations  of  widely  used  anti- 
biotics and  hormones  include  the  following  ready-for- 
use  cartridges,  each  with  sterile  foil-wrapped  needle: 


Penicillin  G Procaine  Crystalline  in  Aqueous  Suspension 

(300.000  units,  600,000  units  and  1,000,000  units) 

Permapen*  Aqueous  Suspension  (600,000  units  D B F D 
penicillin) 

Permapen  Fortified  Aqueous  Suspension  (300.000  units 
DBED  penicillin  plus  300,000  units  procaine  penicillin) 
Combiotics'  Aqueous  Suspension  (400,000  units  procaine 
penicillin  plus  0.5  Gm.  dihvdrostreptomvcin) 

Streptomycin  Sulfate  Solution  (]  Gm.) 
Dihydrostreptomycin  Sulfate  Solution  (]  Gm.) 

NOW  Pji  zer  Syntex  Steroids  in  Sterajert  form: 

Synandroi’— testosterone  propionate,  U.S.P.,  in  sesame 
oil  (25  mg.,  50  mg.,  and  100  mg.) 

Diogyn* — estradiol,  U.S.P.,  in  aqueous  suspension  (0.25 
mg.  and  1.0  mg.) 

Syngesterone* — progesterone,  U.S.P.,  in  sesame  oil  (10 
mg.,  25  mg.,  50  mg.  and  100  mg.) 

Combandrin' — estradiol  benzoate,  U.S.P.,  (1  mg.)  plus 
testosterone  propionate,  U.S.P.,  (20  mg.)  in  sesame  oil 


PFIZER  LABORATORIES.  BROOKLYN  6.N.Y. 
DIVISION.  CHAS  PFIZER  a CO..  INC. 
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For  Mucous 
Membrane 

Bland, 

Effective! 

Free  sample  — The  Alkalol 
Company,  Taunton  30,  Mass. 


i r 


TAKE 


ADVANTAGE 


OF  YOUR 


E 


SANBORN 


SERVICE 


STATION 


It  stands  ready 
to  provide  you  uith 

• expert  technician  service 

on  all  Sanborn  instruments  | 

• emergency  loan  Sanborn 
instruments 

• complete  stocks  of  daily- 
use  supplies  and  accessories 

and  to  demonstrate 


today’s  foremost 
electrocardiograph 


Your  local 
Service 
Center  is: 


NEW  YORK  Cmr-1860  Broodway 
Phone  Circle  7-5794,  5795 
ROCHESTER  — 3 Juniper  Street 
Phone  Culver  8431 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a .sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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clinically 
accepted 
for  treatment 


of 

HYPERTENSION 


Recent  clinical  investigations 
show  that  protoveratrine  pro- 
duces a significant  decrease  in 
systolic  and  diastolic  blood  pres- 
sures. With  adequate  dosage, 
this  well-tolerated  veratrum  de- 
rivative can  often  maintain 
blood  pressure  near  normal 
levels  indefinitely,  and  alleviate 
such  symptoms  as  headache,  in- 
somnia, delirium,  dizziness,  and 
blurred  vision. 

Effective  dosage  for  the  indi- 
vidual patient  can  usually  be 
readily  established  with  Veralba, 
which  is  available  in  both  0.2 
mg.  and  0.5  mg.  grooved  tablets. 


Write  for  literature  and 
'dose-establishment”  package 


VERALBA 

(Brand  of  Protoveratrines  A and  B) 


CHEMICALLY  STANDARDIZED  . . . 
FOR  OPTIMAL  CONTROL  OF 
DOSAGE 


jy 


O The  therapeutic  range  of  protoveratrine  is 
narrow.  Hence,  continued  response  to  estab- 
lished dosage  requires  an  accurately-stand- 
ardized dosage  form. 

o Veralba  is  the  only  protoveratrine  prepa- 
ration standardized  by  chemical  assay.  The 
potency  of  Veralba  Tablets  is  not  permitted 
to  vary  from  lot  to  lot  by  more  than  3%, 
plus  or  minus. 


PITMAN-MOORE  COMPANY 

Division  of  Allied  Laboratories,  Inc.  • Indianapolis  6,  Indiana 


Mode  from  Gro-ae  A MA,  (U.  S.  Pwblic  Heohh  Service 
Milk  Code,  modified  by  reptocetnenl  of  the  milk  fot 
with  ammo!  c-c  vegetable  oils  and  by  the  addi- 
tion of  carbohydrates,  vitamins  and  iron. 


BAKER’S  MODIFIED  MILK 
IS  FORTIFIED  BY 

%ittoVITAMINS  TO  PROVIDE 
ADEQUATE  AMOUNTS  OF  ALL 
RECOMMENDED  VITAMINS  (except  C) 


VITAMIN  CONTENT  PER  QUART  OF  NORMAL  DILUTION : 

\ itamin  A £500  L _S_P.  L nil*  Thiamine  . 0_6  milligram* 

\itaminD  800  l\5.P.  I nit*  >udii 5-0  milligram*- 

Vitamin  C Noo«  Riboiani  1.0  milligram?  0!  Cbecd'e — Arfrfi dal  Feeding  and  Food  Disorders  of  Infants.  Sixth  Edition  (1906) 


source  of  * Hamm  ; i<  feesexibed  i>>  tbe  f.«Q*  s*cian- 
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Each  OBOCELL  tablet  contains: 
Dextro-Amphetamine  Phosphate  5 mg. 

Nicel* 150  mg. 

Dosage:  3 to  6 tablets  daily  with  a full 
glass  of  water,  one  hour  before  meals. 
Supplied:  Bottles  of  100,  500,  1000  tab- 
lets. 

*lrwln-Ne!*ler,j  Brand  of  High  Viscosity  Methylcellulose. 


HELPS  KEEP  THE  PATIENT 
ON  A DIET  LONGER... 


Obocell  controls  the  two  causes  responsible  for  over- 
eating— bulk  hunger  and  appetite. 

Obocell  provides  a rapid  initial  release  of  d-Ampheta- 
mine  to  control  appetite  at  meals,  plus  a prolonged 
action  for  the  period  between  meals. 

Nicel*,  a new  high  viscosity  methylcellulose  in  Obocell, 
provides  non-nutritive  bulk  residue  to  dispel  the  gnaw- 
ing sense  of  emptiness  that  impels  the  obese  patient 
to  violate  his  diet.  Nicel,  moreover,  is  responsible  for 
the  sustained  and  uniform  effect  obtained  with  Obocell, 
and  prevents  overstimulation  and  impairment  of  sleep 
as  a result  of  the  uniform  absorption  of  d-Amphetamine. 

With  Obocell  it  is  thus  easy  to  attain  and  maintain 
patient  co-operation  during  the  trying  period  of 
weight  reduction. 


Obocell- 

DOUBLES  THE  POWER  TO  RESIST  FOOD 
At  Meals  and  Between  Meals 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

& Sewe 


PROGRESS  THROUGH 


New  Research  Laboratory 
Of  R.J.  Reynolds  Tobacco  Company 


The  makers  of  Camels  never  cease 
their  efforts  to  maintain  and  to  improve 
the  standards  of  quality  that  distinguish 
America's  most  popular  cigarette. 

The  plant  shown  above,  which  was  opened 
this  year,  is  a 82,000,000  addition  to 
Camel's  research  facilities. 


R.  J.  REYNOLDS  TOBACCO  COMPANY  • WINSTON-SALEM  • N.  C 
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HONORS  THE 

UST1-MET 

DIETETIC  FOODS  DIVISION  OF 
FLOTILL  PRODUCTS,  INCORPORATED 


By  Granting  Its 


Seal  of  Acceptance 


To  These  Texturized,  Artificially  Sweetened 


LOW-CALORIE  FOODS 


TASTI-DIET 

DIETETIC 

BARTLETT  PEARS 
TASTI-DIET 

DIETETIC 

KADOTA  FIGS 


TASTI-DIET 

DIETETIC 

PEACHES  TCl|lNG 
TASTI-DIET 

DIETETIC 

PEACHES  FREESTONE 


TASTI-DIET 

DIETETIC 

APRICOTS  PEElVo 
TASTI-DIET 

DIETETIC 

APRICOTS  uNN:;a,,° 


TASTI-DIET 

DIETETIC 

APPLE  JELLY 
TASTI-DIET 

DIETETIC 

CONCORD  GRAPE  JELLY 


AND  THESE  NON -SWEETEN ED  FOODS 


TASTI-DIET 

DIETETIC 

GRAPEFRUIT  SECTIONS 

To  Ease  the  Psychic  Problem 

These  Tasti-Diet  brand  dietetic  foods  are 
designed  to  take  much  of  the  hardship  out  of 
"dieting.”  They  provide  the  very  foods  obese 
and  diabetic  people  usually  crave  most — 
luscious  fruits  (packed  in  sweet,  syrup-like 
liquid)  and  tasty  jellies. 

The  low  caloric  contribution  of  these 
Tasti-Diet  brand  foods — as  much  as  76  per 
cent  less  than  their  conventional  counter- 
parts— is  due  to  processing  without  sugar. 


TASTI-DIET 

DIETETIC 

APPLESAUCE 


of  Obesity  and  Diabetes  Diets 

Except  for  the  two  non-sweetened  items  set 
apart  above,  they  are  texturized  with  fruit 
pectin  and  sweetened  with  small  amounts  of 
saccharin  or  Sucaryl.® 

Your  patients  will  be  grateful  to  you  when 
they  are  introduced  to  these  outstanding 
dietetic  foods.  They  are  available  at  local 
food  stores,  without  price  penalty. 

Physicians  are  invited  to  send  for  repre- 
sentative samples  and  evaluating  literature. 


FLOTILL  PRODUCTS,  INCORPORATED 

Tlllie  Lewis,  President 

TASTI-DIET  DIETETIC  FOODS  DIVISION  • Stockton,  California 


wherever 
Codeine  + APC 
is  indicated 


Provides  faster,  longer-lasting,  and 
more  profound  pain  relief.  Obtainable  on 
prescription.  Narcotic  blank  required. 


*Salts  of  dihydrohydroxycodeinone 
and  homatropine.  plus  APC. 


Literature?  Just  write  to 

ENDO  PRODUCTS  INC 
^ Richmond  Hill  18,  N.Y. 
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In  NEURODERMATITIS 

Even  of  Long  Standing 


unique  combination  of  a spe- 
cially processed  extract  of  crude  tar  (5%) 
and  pyrilamine  maleate  (2%)  produces 
gratifying  results  in  neurodermatitis, 
even  when  of  long  standing,  and  fre- 
quently when  other  medications  have 
proved  of  no  avail. 

The  contained  antihistaminic,  of  high 
anesthetic  potency  on  topical  application, 
quickly  relieves  the  attending  pruritus 
and  burning. 

The  special  coal  tar  extract,  with  its 
anti-inflammatory,  decongestant,  and 


lymph  circulation-promoting  action  on 
the  underlying  structures,  gradually 
leads  to  resolution. 

Not  only  in  neurodermatitis,  but  also 
in  atopic  dermatitis,  in  dermatitis  vene- 
nata, and  in  all  dermal  affections  with 
allergic  components,  Histar  merits  being 
the  physician’s  first  thought. 


r 

Available  on  prescription  | 

through  all  pharmacies  and  for  dis-  I 

pensing  and  hospital  purposes  through 
physicians'  and  hospitals’  supply 
houses,  packaged  in  2 oz.  and  1 lb. 
jars.  Physicians  are  invited  to  send 
for  literature  and  samples. 


1 

THE  TARBONIS  CO.,  4300  Euclid  Ave.,  Cleveland  3,  Ohio 
You  may  send  me  literature  and  sample  of  Histar. 

M.D.  I 

Address I 


THE  TARBONIS  COMPANY 


City Zone State , 
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4300  Euclid  Avenue  • Cleveland  3,  Ohio 


NEW 


hypotensive 


agent 


ERA  TR  UM  ALB  I'M,  a spe- 
cies  of  I eratrum  indigenous 
to  southern  Europe,  yields  the  ester 
alkaloid  'Provell  Maleate.’  "Provell 
Maleate’  is  many  times  more  potent 
than  the  mixture  of  substances  from 
which  it  is  isolated.  Its  uniformity 
and  purity  permit  better  control  of 
the  hvpertensive  patient  than  is  pos- 
sible with  mixtures  of  alkaloids. 

Hoobler*  states  that  protovera- 
trine  is  superior  to  the  alkaloids  from 
J eratrum  viride  in  that  blood  pres- 
sure can  be  reduced  from  six  to  eight 
hours  daily  without  producing  nau- 
sea, vomiting,  or  tolerance  to  the 
medication.  The  purity  of  the  alka- 
loid allows  for  the  accurate  dosage 
so  necessary  to  continuing  good  re- 
sults over  extended  periods  of  time. 


Careful  adjustment  of  the  dosage 
schedule  to  fit  the  need  of  each  pa- 
tient is  mandatory.  Overdosage  may 
result  in  distressing,  although  usu- 
ally not  serious,  symptoms.  'Provell 
Maleate’  is  a potent  drug  to  be  ad- 
ministered only  under  the  close  su- 
pervision of  a physician. 

'Provell  Maleate,’  0.5  mg.,  is  avail- 
able in  cross-scored  tablets  (to  facili- 
tate careful  individualization  of  dos- 
age) in  bottles  of  100.  Your  pharma- 
cist has  it.  Be  sure  to  evaluate  care- 
fully this  important  hypotensive 
drug.  Ask  the  Lilly  representative 
...  or  write  Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana,  U.  S.  A., 
for  more  complete  pharmacologic 
and  clinical  data. 

* Annals  of  Internal  Medicine , 37:465,  1952. 


PROVELL  MALEATE 

( PROTO  VERA  TRIXE  A AND  B MALEATES,  LILLY) 
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Editorial 


Medical  Education 


On  July  1,  1953,  “the  educational  require- 
ments for  internship,”  which  have  long  been 
a part  of  the  present  New  York  State  educa- 
tion law,  were  amended  to  allow  hospitals  to 
appoint  interns  without  regard  to  their 
educational  background  whatsoever.  Not 
only  does  the  new  law  permit  the  employ- 
ment of  interns  with  questionable  medical 
training,  but  also  State  and  municipal  hos- 
pitals may  obtain  residents  on  the  same 
basis. 

This  amendment  does  more  than  to  lower 
pre-existing  medical  standards;  it  abrogates 
them.  The  committee  which  studied  the 
intern  problem  in  the  State  and  which  made 
the  recommendations  upon  which  the  new 
law  is  based  was  composed  of  representa- 
tives, among  others,  of  members  of  the 
hospital  councils  of  the  State  and  of  Greater 
New'  York  and  the  medical  schools.  The 


latter  were  outnumbered  and,  w'ith  one 
particular  exception,  were  nonvocal. 

Thus  their  recommendations  reflect  to  a 
large  extent  the  point  of  view  of  hospital 
administrators.  These  latter  were  faced 
with  a pressing  and  seemingly  insolvable 
problem.  There  are  slightly  more  than 
5,600  approved  internships  and  residencies 
in  the  State  of  New  York.  The  internships 
are  only  about  50  per  cent  filled,  and  many 
hospitals  obtained  none  for  the  current  year. 
The  intern  deficit  is  not  only  a local  but  a 
national  phenomenon.  It  stems  from  two 
sources,  namely,  that  the  number  of  posi- 
tions far  exceeds  the  number  of  graduates 
and  the  demands  of  the  armed  services  have 
eliminated  the  two-year  internship.  The 
committee  was  told,  and  it  was  generally 
agreed  by  the  representative  administrators, 
that  many  institutions  w'ould  be  forced  to 
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curtail  their  services  were  a way  not  found 
to  provide  interns.  Furthermore,  the  com- 
mittee was  quite  well  aware  of  the  fact  that 
the  old  law  which  required  that  an  intern  be 
a graduate  of  an  approved  school  was  not 
being  enforced.  Thus  the  motivation  and 
excuse  for  its  abolition  existed.  A ready 
supply  of  man  power  to  fill  the  void  could 
be  found  among  graduates  of  the  unap- 
proved Latin,  South  American,  Continental, 
and  Asiatic  schools.  Many  such  graduates 
were  already  employed  in  open  violation  of 
the  existent  law.  This  wras  the  easy  answer, 
and  it  is  not  surprising  that  it  wTas  forth- 
coming. Under  the  guise  of  a graduate 
medical  education  program  it  assumed  an 
international,  nonisolationist  cloak  of  re- 
spectability. 

Thus  the  Legislature  has  given  a prag- 
matic answrer  to  the  very  difficult  problem 
of  supplying  the  hospitals  with  cheap 
medical  labor.  In  so  doing,  as  is  often  the 
case  with  pragmatism,  standards  have  been 
sacrificed.  The  internship  is  now  part  of 
the  American  medical  scene.  In  the  be- 
ginning it  was  designed  as  a supplemental 
year  of  practical  medical  education.  Be- 
cause of  its  nature  but  definitely  as  a 
corollary,  the  internship  furnished  patient 
service  without  very  much  cost.  Unfortu- 
nately, we  now  face  a situation  where  in 
many  instances  service  has  become  the 
predominant  issue.  Hospitals  say  they  can- 
not function  without  such  labor,  nor  can 
they  afford  to  pay  for  value  received  except 
through  their  educational  programs. 

Unfortunately  the  degree  of  M.D.  does 
not  miraculously  bestow  the  qualifications 
of  a medical  teacher  upon  its  recipient. 
Real  educators  in  this  field  as  in  all  fields 
require  special  talents  and  training.  They 
are  rare  and  equally  so  are  the  desirable 
graduate  medical  educational  programs. 
Our  own  graduates  choose  those  internships 
whose  programs  furnish  really  advanced 
educational  opportunities.  Such  programs 
in  themselves  are  expensive  and  are  usually, 
although  not  always,  associated  with  centers 
of  medical  learning.  Patient  service  is 


present  even  in  these  but  is  of  secondary 
import.  Close  supervision,  often  described 
in  graduate  programs,  does  not  alone  furnish 
medical  education  of  advanced  quality  any 
more  than  close  supervision  by  the  average 
public  accountant  would  yield  graduate  op- 
portunities in  the  field  of  mathematics. 

The  Legislature,  faced  on  the  one  hand 
with  the  demand  on  the  part  of  the  hospitals 
for  cheap  labor  and  on  the  other  with  the 
failure  of  our  own  graduates  to  be  enticed  by 
“educational  opportunities”  of  doubtful 
value,  has  furnished  an  answTer  of  opportun- 
ism. To  achieve  this,  past  standards  have 
been  eliminated.  That  the  old  law'  was  not 
enforced  can  be  no  possible  excuse,  nor  is  it 
conceivable  that  unrealistic  educational  pro- 
grams can  be  of  any  great  benefit  to  foreign 
physicians  w'hose  basic  medical  training  is 
so  faulty  as  to  preclude  any  possibility  of 
licensure.  We  must  face  reality  and  admit 
that  failing  to  find  sufficient  interns  from  our 
own  schools,  we  have  now  embarked  on  a 
course  of  exploitation  of  foreign  graduates. 
Once  these  graduates  recognize  this  fact,  our 
foreign  relations  will  have  been  poorly 
served  indeed. 

Some  day  we  must  come  to  grips  with  the 
basic  problem  and  furnish  the  general  run  of 
hospitals  with  the  type  of  help  they  require 
at  a cost  they  can  afford.  There  are  not 
now,  nor  will  there  be,  sufficient  qualified 
graduates  to  fill  all  the  internships.  The 
use  of  unqualified  graduates  is  at  best  a 
temporary  measure  of  expediency.  A survey 
should  be  made  of  the  type  of  service  needed. 
Perhaps  it  is  largely  technical  and  under 
close  supervision  might  be  furnished  by 
properly  qualified  and  trained  nurses  or  spe- 
cial technicians. 

It  is  hoped  that  in  the  future  legislators 
will  be  better  and  more  thoroughly  advised. 
Medical  standards  are  of  long  and  difficult 
achievement.  Their  relaxation  means 
public  suffering.  Let  us  neither  sacrifice 
them  to  expediency  nor  with  lofty  idealism 
ignore  the  plight  of  our  hospitals  but  rather, 
with  thought,  wisdom,  and  foresight,  at- 
tempt to  solve  our  basic  problem. 


All  life  is  an  experiment.  The  more  experiments  you  make  the  better. — Ralph  Waldo 
Emerson 
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TN  DIABETES,  abnormalities  of  Avater 
-Land  electrolyte  metabolism  are  observed 
chiefly  in  acidosis  and  in  severe  insulin  reac- 
tions. The  principal  cause  of  diabetic  acido- 
sis is  accelerated  ketogenesis,  that  is,  pro- 
duction of  ketone  (acetone)  bodies  at  a rate 
which  exceeds  their  utilization  and  oxida- 
tion in  peripheral  tissues.  As  a result,  they 
accumulate  in  blood  and  tissues,  leading  to 
ketonemia  and  consequent  ketonuria.  With 
the  deA’elopment  of  ketosis,  base  is  Avith- 
draAvn  from  plasma  bicarbonate  for  neutrali- 
zation of  ketoacids  in  circulation  and  is  in 
part  excreted  in  the  urine.  Diabetic  acido- 
sis, which  arises  from  both  the  displacement 
of  plasma  base  and  its  actual  loss  in  the 
urine,  is  reflected  in  a loAAering  of  plasma 
bicarbonate  and  alkali  reserA'e  (measured  by 
the  carbon-dioxide  combining  poAA-er)  and  in 
later  stages  in  a fall  of  plasma  pH. 

Two  mechanisms  tend  to  rectify  the  dis- 
turbed acid-base  equilibrium  of  diabetic 
acidosis.  First,  the  carbonic  acid  of  body 
fluids  is  decomposed  to  AAater  and  carbon 
dioxide,  and  the  latter  is  eliminated  through 
the  lungs.  Second,  and  of  greater  impor- 


tance for  the  preservation  of  physiologic 
alkalinity  of  body  fluids,  is  the  contribution 
made  by  the  kidneys.  These  excrete  part  of 
the  ketoacids  in  free  form  and  increase  the 
tubular  production  of  ammonia  A\hich  is 
substituted  for  fixed  base;  as  a result  the 
base  removed  from  plasma  bicarbonate  is 
saved  and  returned  to  body  fluids.  Hoaa-- 
ever,  when  the  renal  excretory  and  neutraliz- 
ing capacity  is  exceeded,  fixed  plasma  base  is 
actually  lost,  and,  in  consequence,  the  con- 
centration of  total  plasma  base  (sodium, 
potassium,  calcium,  and  magnesium)  drops 
from  the  normal  le\el  of  155  mEq.  per  L.  to 
between  135  and  145  mEq.  per  L. 

Dehydration,  which  is  a constant  accom- 
paniment of  diabetic  coma,  is  initiated  in  the 
preketotic  state  by  the  diuretic  effect  of 
rising  hyperglycemia.  The  polyuria  thus 
produced  is  associated  with  increased  urinary 
excretion  of  potassium,  sodium,  chloride, 
and  other  electrolytes  even  before  and  at  the 
very  onset  of  ketosis. 1 When  hyperventila- 
tion develops,  water  is  also  lost  in  the  ex- 
pired air,  and  in  later  stages  of  acidosis  the 
fall  in  ionic  concentration  of  the  extraeel- 
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lular  fluid,  subsequent  to  electrolyte  losses, 
causes  further  excretion  of  water  and  shrink- 
age of  both  the  extra-  and  the  intracellular 
spaces.  Vomiting  and  the  inability  to  take 
food  by  mouth  are  additional  factors  ac- 
counting for  dehydration  and  electrolyte 
depletion  in  diabetic  acidosis  and  coma. 
Many  clinical  manifestations  of  diabetic 
coma  are  related  to  this  state  of  water  and 
salt  depletion,  e.g.,  dryness  of  skin.  lips, 
tongue,  and  mucous  membranes  of  the 
mouth,  sunken  and  soft  eyeballs,  and  the 
terminal  circulatory  failure. 

Disorders  of  potassium  metabolism  in 
diabetes  have  received  considerable  atten- 
tion in  the  past  few  years.  As  early  as  1933. 
Atchley  el  a-L  recorded  during  the  develop- 
ment of  diabetic  ketosis  large  urinary  losses 
and  a negative  balance  of  potassium,  cal- 
cium. phosphate,  and  other  electrolytes.1 
However,  the  clinical  significance  and  the 
serious  dangers  of  potassium  depletion 
have  been  only  recently  appreciated.  As 
acidosis  proceeds,  this  ion  is  released  from 
tissue  cells  because  of  increased  cellular 
catabolism1-2  as  well  as  dehydration,1-4 
and  is  subsequently  excreted  in  the  urine. 
The  resulting  potassium  deficit  may  be  en- 
hanced by  failure  to  take  food  by  mouth  and 
by  vomiting.5-7 

Early  in  ketosis  when  potassium  mi- 
grates out  of  the  cells,  the  plasma  potassium 
levels  remain  normal  or  become  elevated. 
Hypopotassemia  is  a later  development  ob- 
served during  recovery  from  diabetic  acido- 
sis.5 usually  some  two  to  four  hours  and  on 
occasions  from  one  to  eighteen  hours  after 
start  of  insulin  therapy."  It  is  the  result 
of  continuing  urinary  potassium  excretion 
at  a time  when  the  release  of  cellular 
potassium  declines  and  this  ion  is  shifted 
back  to  the  depleted  cells  because  of 
cellular  rehydration,  glycogen  deposition, 
and  nitrogen  anabolism.  The  postacidotic 
hypopotassemia  appears  to  be  correlated  with 
the  rise  in  plasma  pH.51®  It  may  be  en- 
hanced by  parenteral  administration  of  large 
amounts  of  potassium-free  fluids  which,  by 
promoting  diuresis,  accentuate  the  urinary 
potassium  losses  on  the  one  hand  and  cause 
expansion  of  the  extracellular  space  with 
resulting  dilution  of  its  potassium  content  on 
the  other.7'11 

One  of  the  dangerous  manifestations  of 
hypopotassemia  is  a profound  weakness  of 
the  respiratory  muscles  and  the  diaphragm 
which  may  cause  respiratory  failure  and 
death  from  suffocation.5- 12-15  Potassium 
deficit  may  result  in  paralytic  ileus  and  in  a 


shock-like  state  with  a falling  blood  pressure, 
sudden  cardiac  dilatation,  and  cardiac  ar- 
rest. The  characteristic  changes  of  the 
electrocardiograph  due  to  hypopotassemia 
consist  of  lowering,  broadening,  and  inver- 
sion of  T waves,  depression  of  the  5-T  seg- 
ment. prolongation  of  the  Q-T  interval,  and 
prominent  U waves. 

Lack  of  parallelism  between  the  plasma 
potassium  concentration  and  the  clinical 
signs  and  symptoms  or  the  electrocardio- 
graphic changes  due  to  potassium  deficit  is 
not  infrequently  noted.  As  mentioned 
earlier,  loss  of  cellular  potassium  may  or 
may  not  be  accompanied  by  hypopotassemia. 
Furthermore,  potassium  is  removed  at  first 
chiefly  from  the  extracardiac  musculature  so 
that  the  electrocardiograph  may  remain  nor- 
mal for  a time  even  in  the  presence  of  large 
potassium  deficits.  Last,  of  crucial  im- 
portance in  disorders  of  potassium  me- 
tabolism. particularly  with  regard  to  then- 
effects  on  the  heart  muscle,  appears  to  be 
the  relationship  of  potassium  to  other  ions 
in  and  around  the  tissue  cells.  Thus,  be- 
cause of  a reciprocal  relationship  of  sodium 
to  potassium  in  cellular  metabolism,  the 
manifestations  of  potassium  deficiency  are 
enhanced  by  high  and  reduced  by  low 
concentrations  of  intracellular  sodium. K-1’ 
Conversely,  parenteral  administration  of 
sodium  (or  calcium  i is  effective  in  combating 
the  clinical  manifestations  and  the  electro- 
cardiographic changes  due  to  hyperpotas- 
semia . 15 

Alterations  of  water  and  electrolyte  bal- 
ance in  diabetic  acidosis  and  coma  vary 
widely  from  one  patient  to  another  because 
of  differences  in  degree  of  insulin  deficiency 
and  in  severity  of  acidosis  and  dehydration. 
The  pattern  is  not  static  even  in  the  same 
patient  in  view  of  the  progression  of  elec- 
trolytic disorders  in  untreated  or  inade- 
quately treated  patients  and  their  return  to 
normalcy  with  employment  of  appropriate 
therapy.  Moreover,  with  extreme  dehydra- 
tion and  contraction  of  the  extra-  and  intra- 
cellular spaces,  electrolyte  deficits  may  be* 
masked  and  revealed  only  following  rehy- 
dration of  the  comatose  patient.  Last, 
when  a persisting  shock-like  state  causes 
an  impairment  of  renal  function,  the  acid 
phosphate  and  sulphate  radicals  are  re- 
tained in  body  fluids,  adding  to  the  severity 
of  the  acidotic  state,  while  the  retention  of 
potassium  and  magnesium  entails  a rise  in 
plasma  levels  of  these  electrolytes. M 

It  is  thus  clear  that  in  diabetic  acidosis  and 
coma  the  plasma  electrolytes  and  the  total 
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plasma  base  may  be  decreased,  normal,  or 
even  elevated,  depending  on  the  compara- 
! tive  rates  of  water  and  electrolyte  losses,  the 
status  of  renal  function,  and  the  quantity 
and  quality  of  parenterally  administered 
! fluids.  For  this  reason,  frequent  deter- 
mination of  carbon  dioxide  combining  power 
sodium,  chloride,  and  potassium  are  recom- 
mended. One  must,  however,  remember 
that  the  ionic  composition  of  plasma  differs 
from  that  of  tissue  cells  and  therefore  may 
not  mirror  the  true  extent  of  intracellular 
electrolyte  losses.  That  is  why  the  clinical 
evaluation  of  the  patient  treated  for  diabetic 
acidosis  is  of  the  utmost  importance.  Infor- 
mation on  duration  of  acidosis,  extent  of 
vomiting,  and  the  amount  of  repair  solutions 
administered  may  assist  in  assaying  the 
amount  of  water  lost  and  needed,  while  the 
clinical  manifestations  of  dehydration  and  of 
electrolytic  deficits  may  guide  the  selection 
of  repair  solutions  to  be  used. 

Regardless  of  its  precipitating  cause,  dia- 
betic coma  represents  a state  of  acute  insu- 
lin insufficiency  and  requires  early  and  ade- 
quate insulin  therapy.  With  resumption  of 
normal  carbohydrate  metabolism  the  ex- 
cessive ketogenesis  is  arrested  and  the 
oxidation  of  ketones  accumulated  in  body 
fluids  releases  the  base  used  for  their  neu- 
tralization. Essential,  too,  in  the  manage- 
ment of  diabetic  acidosis  is  early  parenteral 
fluid  therapy  to  combat  dehydration.  This 
can  be  done  by  giving  physiologic  saline  or, 
in  order  to  provide  more  sodium,  a combi- 
nation of  3 parts  saline  with  1 part  one  sixth 
molar  sodium  lactate;  1,000  cc.  of  the  latter 
combination  supplies  150  mEq.  sodium  and 
108  mEq.  chloride.  The  repair  solution 
recommended  by  Butler18  is  composed  of  400 
cc.  saline  and  40  cc.  1 molar  sodium  lactate 
with  distilled  water  to  make  1 L.,  and  pro- 
vides 100  mEq.  sodium  and  60  mEq.  chlo- 
ride. To  avoid  overhydration  and  pulmo- 
nary complications  the  infusion  rate  of  these 
solutions  should  not  exceed  1,000  cc.  an 
hour  in  the  first  two  or  three  hours  of  ther- 
apy. In  presence  of  shock  with  systolic 
blood  pressure  readings  below  90  mm., 
giving  blood  or  plasma  may  be  of  great  value. 

The  aims  of  potassium  therapy  in  dia- 
betic coma  are  to  combat  hypopotassemia 
and  replenish  potassium  lost  from  the  tissues. 
Routine  early  parenteral  and,  whenever 
feasible,  oral  use  of  potassium  is  advocated 
by  some  in  the  belief  that  it  may  prevent 
potassium  depletion  and  so  reduce  the  mor- 
tality of  diabetic  coma.13’16'19  Because  of 
danger  of  fatal  potassium  poisoning  paren- 


teral potassium  therapy  is  contraindicated 
in  patients  with  established  hyperpotassemia 
and  should  be  used  with  great  caution  in 
patients  with  renal  disease  associated  with 
oliguria  or  anuria.  In  coma  uncomplicated 
by  renal  disease  dehydration  should  first  be 
corrected  and  a satisfactory  urine  flow  ob- 
tained by  giving  saline,  with  or  without 
sodium  lactate.20  However,  potassium  ad- 
ministration may  be  a lifesaving  measure 
even  in  the  presence  of  oliguria  or  anuria  when 
the  state  of  shock  is  associated  with  hypo- 
potassemia and  does  not  readily  respond  to 
the  usual  management  of  shock.9-15 

Patients  seen  early  in  acidosis  should  be 
given  foods  rich  in  both  salt  and  potassium 
(salted  meat  broth,  cereals,  fruit  juices, 
milk)  as  well  as  1 to  4 Gm.  potassium  chlo- 
ride, citrate,  phosphate,  or  lactate  every  one 
to  four  hours  as  indicated  by  laboratory  and 
clinical  observations.  In  those  unable  to 
take  food  by  mouth,  parenteral  potassium 
therapy  is  best  started  when,  as  a result  of 
insulin  administration,  there  is  a substantial 
drop  in  blood  glucose  indicating  restoration 
of  glycogenesis  and  nitrogen  anabolism. 
With  clinical  or  laboratory  evidence  of 
hypopotassemia  the  use  of  potassium  is 
mandatory  and  saline,  alone  or  with  sodium 
lactate,  must  be  avoided  since  such  solutions 
favor  passage  of  sodium  into  the  cells  to 
replace  the  intracellular  potassium.7  Con- 
sequently, the  administered  sodium  is  not 
available  to  raise  plasma  bicarbonate  and 
correct  the  acidosis21-22  and  may  exert  a 
toxic  effect  on  the  potassium  deficiency.16-17 

The  following  solutions  may  be  given 
intravenously : 

1.  0.1  to  0.2  per  cent  potassium  chloride 
in  water  and  in  cases  with  serious  potassium 
deficits  0.3  to  2 per  cent  potassium  chlo- 
ride ;6-8-13"15- 19  1 Gm.  potassium  chloride  con- 
tains 13.4  mEq.  potassium.  If  desired  this 
potassium  salt  may  be  added  to  saline  or  a 
dextrose  solution. 

2.  Darrow’s  potassium-lactate  solution 

containing  in  1,000  cc.:  4.0  Gm.  sodium 

chloride,  2.7  Gm.  potassium  chloride,  and 

52.0  cc.  molar  sodium  lactate.  This  solu- 
tion supplies  123  mEq.  sodium,  105  mEq. 
chloride,  and  35  mEq.  potassium. 

3.  Potassium  with  phosphate  and  dex- 
trose, namely,  2.9  Gm.  potassium  chloride, 

3.0  Gm.  sodium  chloride,  9.0  Gm.  dibasic 
sodium  phosphate,  13.0  Gm.  dextrose,  and 
water  to  make  1,000  cc.23 

4.  Potassium  and  phosphate  solution 

containing  in  1,000  cc. : 5.5  Gm.  sodium 

chloride,  4.5  Gm.  dibasic  potassium  phos- 
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phate  and  1.0  Gm.  monobasic  potassium 
phosphate  and  supplying  60  mEq.  potas- 
sium and  94  mEq.  sodium  and  chloride.11 

All  potassium  solutions  for  parenteral  use 
should  be  given  at  a temperature  slightly 
higher  than  body  temperature.  To  avoid 
potassium  poisoning  the  infusion  rate  should 
not  exceed  20  mEq.  potassium  per  hour24 
except  in  cases  of  severe  potassium  deficits 
requiring  larger  amounts  given  at  a faster 
rate.9-1315  The  electrocardiogram  should 
be  taken  frequently  to  check  the  effects  of 
the  administered  potassium.  As  soon  as 
feasible,  potassium  salts  should  be  given 
orally  with  fruit  juices,  broth,  or  milk,  since 
with  this  route  of  administration  there  is 
little  danger  of  potassium  toxicity. 

Hypopotassemia  is  a common  accom- 
paniment of  severe  hypoglycemia.  Inas- 
much as  administration  of  potassium  may 
abolish  a number  of  cardiac  and  neuro- 
psychiatric manifestations  associated  with 
hypoglycemia.25  it  is  particularly  recom- 
mended in  insulin  reactions  refractory  to 
carbohydrate  therapy. 
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THE  CARDIAC  IN  INDUSTRY 


Max  Kutzer,  M.D.,  Syracuse,  New  York 


( From  the  Department  of  Medicine,  State  University  of  New  York  of  Medicine  at  Syracuse  College ) 


FOR  years  employers  and  their  insurance  car- 
riers were  literally  “scared  to  death”  to  em- 
ploy cardiacs  or  hypertensives  because  of  their 
fear  of  responsibility  for  endangering  not  only 
the  employe’s  health  but  also  indirectly  endanger- 
ing the  safety  of  his  fellow  employes  as  well. 
Likewise,  the  risk  of  a compensation  court  lia- 
bility claim  by  virtue  of  aggravation  of  a pre- 
existing ailment  was  not  to  be  regarded  lightly. 
However,  the  industrial  manpower  shortage  cre- 
ated by  World  War  II  compelled  industry  to  dip 
into  the  pool  of  the  handicapped  worker. 

Many  surveys1-6  have  shown  that  the  cardiac 
not  in  failure  is  capable  of  producing  many  valu- 
able years  of  service  without  significant  risks. 
Stroud1  surveyed  40,000  people  in  1,000  different 
operations  in  25  industries  and  concluded  that  the 
cardiac  could  safely  handle  at  least  25  per  cent  of 
the  jobs. 

Crain  and  Missal2  set  up  standards  of  accept- 
ability and  rejection  for  Eastman  Kodak  Com- 
pany, and  they  believe  that  many  handicapped 
individuals  could  be  utilized  in  industry  with 
reasonable  safety  and  with  mutual  satisfaction 
to  employer  and  employe. 

The  pre-employment  examination  and  evalua- 
tion of  the  cardiac  or  hypertensive  is,  therefore,  of 
utmost  importance.  This  examination  should 
determine  whether  a man  should  be  flatly  rejected 
or  be  accepted  for  employment  with  certain  res- 
ervations as  to  the  type  of  job  suitable  for  him. 
An  intimate  knowledge  on  the  part  of  the  examin- 
ing physician  of  the  types  of  work  available  in  his 
particular  plant  is  of  paramount  importance. 
Cardiacs  should  not  be  allowed  to  do  heavy  labor 
requiring  lifting,  pushing,  shoveling  coal,  and 
the  like  but  could  be  utilized  readily  for  lighter 
work  such  as  timekeeper,  office  work,  or  operating 
electric  cranes. 

In  the  ideal  situation  the  cardiac  should  bring 
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with  him  a detailed  report  from  his  family  doctor 
as  to  his  cardiac  reserve,  limitations  of  physical 
activity,  previous  work  experiences,  frequency 
and  severity  of  angina  pectoris,  history  of  pre- 
vious heart  attacks  and  heart  failure,  and  medica- 
tions being  currently  prescribed.  It  would  be 
most  unusual  for  the  man  seeking  employment  to 
give  an  accurate  account  of  his  disabilities  when 
a job  is  at  stake,  although  they  usually  become 
greatly  magnified  when  he  is  reaching  for  a com- 
pensation award. 

There  are  four  major  groups  of  cardiovascular 
disease  encountered  in  industry:  hypertension, 
coronary  artery  disease,  rheumatic  heart  dis- 
ease, and  syphilitic  heart  disease,  in  that  order. 
The  exact  level  at  which  blood  pressure  is  dis- 
qualifying is  uncertain.  Army  studies  in  World 
War  II  seem  to  indicate  that  soldiers  with  blood 
pressure  around  150/90  could  render  many  useful 
years  of  rigorous  military  service.  Edmonds  and 
Feil3  and  Smith  and  Lambie4  were  able  to  utilize 
hypertensives  with  blood  pressure  up  to  200/120 
in  carefully  selected  jobs  without  any  significant 
hazard.  This,  of  course,  refers  to  the  hyperten- 
sive with  minimal  evidence  of  retinal  disease, 
with  very  little  kidney  involvement,  and  absence 
of  either  marked  hypertrophy  of  the  heart  or 
signs  of  cerebral  vascular  disease. 

One  should  obviously  reject  the  cardiac  who  is 
in  gross  heart  failure,  cyanotic  or  dyspneic  at 
rest,  or  presents  with  rales  in  the  lung  bases, 
marked  cardiac  enlargement,  palpable  liver,  as- 
cites, and  edema.  Arteriosclerosis  alone  pre- 
sents a most  difficult  problem.  Since  the  great 
majority  of  the  workers  will  be  past  forty  years  of 
age,  there  will  be  of  necessity  a relatively  high 
incidence  of  sclerosis  of  the  coronary  and  cerebral 
arteries.  Any  one  of  these  might  have  a sudden 
fatal  coronary  occlusion  or  suffer  a cerebral  vas- 
cular accident  on  the  job.  This  is  unpredictable 
and  certainly  is  the  fault  of  no  one  when  it  occurs. 
The  man  with  angina  pectoris,  especially  if  it  is 
severe  and  frequent,  should  be  rejected  since  he 
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is  more  likely  to  have  an  infarction  than  the 
asymptomatic  sclerotic,  and  it  is  well  known  that 
exertion  or  emotional  stress  may  produce  angina. 
Similarly,  there  is  a calculated  risk  in  re-employ- 
ing  the  man  convalescent  from  a myocardial  in- 
farction. It  is  not  safe  to  allow  him  to  return  to 
work  in  less  than  four  months,  and  only  then  if 
his  clinical  course  warrants  it  and  his  electrocar- 
diograms have  become  stabilized.  He  should 
present  no  history  of  angina  or  dyspnea  on  exer- 
tion and  be  free  of  signs  of  heart  failure.  Ideally, 
a statement  from  his  attending  physician  as  to 
his  cardiac  reserve  would  be  of  great  value.  He 
should  certainly  not  be  allowed  to  do  any  heavy 
work. 

The  rheumatic  cardiac,  who  presents  only 
murmurs  without  signs  or  symptoms  of  heart 
failure,  can  safely  be  hired  for  light  work.  If 
there  has  been  a history  of  recent  rheumatic  in- 
fection, white  blood  counts  and  sedimentation 
rates  should  be  done  before  he  is  cleared  for  em- 
ployment. Experience  indicates  that  the  rheu- 
matic cardiac  develops  heart  failure  slowly,  and 
there  is  not  much  risk  of  acute  accidents  occurring 
while  on  the  job. 

Syphilitic  heart  disease  with  either  aortic  in- 
sufficiency or  aneurysm  should  be  rejected  be- 
cause of  the  real  hazard  of  sudden  death  in  these 
patients,  either  from  rupture  of  an  aneurysm  on 
exertion  or  sudden  closure  of  the  coronary  ostia. 
An  accentuated  aortic  second  sound,  especially 
in  the  absence  of  a high  diastolic  pressure,  should 
make  one  suspicious  of  aortitis.  An  x-ray  of  the 
heart  and  aorta  and  a blood  Wassermann  will 
help  establish  this  diagnosis. 

Employes  with  congenital  heart  disease  should 
be  rejected  if  they  exhibit  failure  or  cyanosis. 
Although  they  often  develop  subacute  bacterial 
endocarditis,  this  is  usually  not  an  acute  problem 
for  industry. 

Among  the  arrhythmias  auricular  flutter  and 
second  degree,  partial,  and  third  degree  complete 
heart  block  should  be  disqualifying:  the  former 
because  it  usually  signifies  serious  heart  disease 
and  the  latter  because  of  the  frequency  of  Stokes- 
Adams  syncope  with  its  attendant  hazards.  Au- 
ricular fibrillation  also  is  evidence  of  organic  heart 
disease,  but  these  patients  do  quite  well  for  long 
periods  of  time  despite  the  possibility  of  emboliza- 
tion. For  this  reason  they  should  not  be  uti- 
lized where  syncope  attacks  might  constitute  a 
hazard  to  themselves  or  their  fellow  workers. 

From  the  above  discussion  it  appears  that  an 
accurate  history  and  a careful  physical  examina- 
tion go  a long  way  in  helping  establish  the  degree 
of  disability  present  in  the  cardiac.  In  doubtful 
cases  the  exercise  test  may  be  utilized,  a test  in 
which  the  pulse  rate  is  expected  to  return  to  the 
resting  level  two  minutes  after  a short  exercise 


such  as  hopping  on  one  foot  25  times.  Routine 
urinalyses  and  Wassermanns  should  be  done,  and 
x-rays  and  electrocardiograms  of  the  heart  are 
indicated  in  all  hypertensives  and  employes 
whose  findings  are  borderline.  Some  industries 
now  x-ray  the  chest  and  do  electrocardiograms 
routinely  on  all  new  employes  over  forty  years  of 
age. 

A competent  cardiologist  should  render  the 
final  opinion  concerning  the  electrocardiogram 
changes  which  preclude  employment.  In  brief, 
evidences  of  recent  myocardial  infarction,  chronic 
coronary  insufficiency,  left  bundle  branch  block, 
complete  and  incomplete  heart  block,  and  auricu- 
lar flutter  are  among  the  major  disqualifying 
findings.  X-ray  evidence  of  a markedly’  enlarged 
heart  constitutes  adequate  cause  for  rejection, 
even  in  the  absence  of  failure.  Reduction  of  the 
vital  capacity’  by’  50  per  cent  should  also  disqual- 
ify’ the  employ’e. 

From  the  above  discussion  it  appears  that  many’ 
cardiacs  and  hypertensives  can  be  gainfully  em- 
ployed, provided  they  are  carefully  screened  and 
placed  in  jobs  they  are  physically  and  emotionally 
able  to  do.  There  does  not  appear  to  be  any 
great  risk  involved  for  the  cardiac  or  his  fellow 
worker  if  job  placement  is  compatible  with  car- 
diac reserve. 

What  risks  do  the  insurance  carriers  run  with 
regard  to  compensation  liability?  It  has  been 
my’  impression  in  recent  y’ears  that  compensation 
courts  are  granting  awards  for  attacks  of  myro- 
cardial  infarction  allegedly  precipitated  by  work 
effort  which  might  aggravate  pre-existing  dis- 
ease, granting  that  the  employ’e  may  already 
have  coronary’  artery  sclerosis.  Although  it  is 
generally’  accepted  that,  according  to  Master 
et  al.,:  only’  2 per  cent  of  attacks  of  coronary 
thrombosis  are  the  direct  result  of  “unusual 
effort”  at  work,  yet  the  courts  usually’  render  de- 
cisions in  favor  of  the  worker.  Master  has  shown 
that  approximately  half  the  attacks  of  coronary 
thrombosis  occur  at  rest  or  in  sleep.  He  has 
stressed  the  importance  of  differentiating  between 
coronary’  insufficiency,  which  may’  be  brought  on 
by’  unusual  exertion,  and  coronary'  thrombosis, 
which  may  occur  without  obvious  cause.  The 
electrocardiograms  in  these  two  situations  are 
quite  different.  He  feels  that  coronary  insuf- 
ficiency is  compensable  but  that  coronary  throm- 
bosis is  not.  Coronary’  insufficiency  refers  to 
the  temporary  electrocardiographic  changes  of 
ischemia  in  which  there  is  no  necrosis  of  the  mus- 
cle. There  is  usually  no  fever,  increased  sedi- 
mentation rate,  or  leukocytosis.  On  the  other 
hand,  in  coronary  thrombosis  there  is  necrosis  of 
heart  muscle,  usually  accompanied  by’  fever, 
leukocytosis,  and  increased  sedimentation  rate. 

Although  the  time  interval  between  the  un- 
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usual  effort  and  subsequent  cardiac  symptoms 
may  vary  from  seconds  to  two  weeks,  in  one  in- 
stance a claim  was  paid  in  which  the  time  inter- 
val was  three  years.  It  is  because  of  such  experi- 
ences that  insurance  carriers,  employers,  and 
organizers  of  sick  benefit  plans  and  pension  funds 
have  been  reluctant  to  make  use  of  the  handi- 
capped cardiac  in  their  programs. 

Of  interest  is  a survey  made  by  Goldwater  and 
Weiss8  of  the  awards  in  heart  disease  cases  in 
workmen’s  compensation  courts  in  New  York 
City  and  New  York  State  from  1947  to  1949. 
One  hundred  and  four  cases  were  studied.  Heart 
disease  accounted  for  3 to  4 per  cent  of  the  total 
compensation  paid  in  any  one  year,  although  the 
number  of  heart  cases  comprised  only  0.2  per 
cent  of  all  claims.  Ninety  per  cent  of  the  cases 
were  in  individuals  over  forty  years  of  age.  In 
the  majority  of  instances  the  symptoms  occurred 
within  twenty-four  hours  of  the  effort,  although 
16  occurred  within  two  weeks  and  one  each  in 
two  and  three  years,  respectively.  It  is  impor- 
tant to  stress  the  fact  that  the  latter  two  re- 
ceived awards  without  any  contest  by  the  in- 
surance carrier.  In  general,  medical  testimony 
appeared  to  favor  the  side  represented  by  the 
doctor  and,  therefore,  was  so  confusing  and  con- 
tradictory that  it  appeared  to  play  very  little  role 
in  the  final  decision.  If  the  plaintiff  could  show 
“unusual  effort  or  overexertion,”  awards  were 
usually  granted.  The  payments  for  New  York 
State  are  staggering,  averaging  $2,000,000  annu- 
ally for  heart  disease. 

This  attitude  of  the  courts,  therefore,  places 
great  responsibility  on  the  plant  physician  when 
he  does  his  pre-employment  examination. 
Stroud1  has  classified  all  common  labor  into  two 
large  categories,  light  and  heavy,  and  is  of  the 
opinion  that  almost  100  per  cent  of  cardiacs,  ex- 
cepting those  in  failure  at  rest,  are  employable  at 
light  work.  I know  of  no  certain  method  for  pre- 
dicting which  cardiac  who  passes  his  examination 
for  employment  may  not  come  back  to  haunt  his 
employer  with  a compensation  claim.  The  plant 
physician  is  certainly  between  Scylla  and  Charyb- 
dis. 
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Discussion 

Morris  E.  Missal,  M.D.,  Rochester. — We  agree 
with  Dr.  Kutzer  that  the  handicapped  person  with 
heart  disease  can  frequently  be  gainfully  employed 
for  substantial  periods  of  time  without  undue  risk  to 
himself,  danger  to  fellow  employes,  or  undue  respon- 
sibility for  the  employer. 

Dr.  Rufus  Crain  and  I have  been  interested  in 
this  subject  since  1929.  In  1938  we  published  a 
report  of  experiences  to  that  date,  offering  criteria 
for  the  employment  of  applicants  so  handicapped. 
Attendance  and  health  records  have  been  so  satis- 
factory, however,  that  there  has  been  a tendency  to 
liberalize  further  these  criteria.  For  instance,  we 
are  now  accepting  some  employes  with  aortic  in- 
sufficiency secondary  to  inactive  rheumatic  heart 
disease,  as  well  as  individuals  with  blood  pressure 
readings  of  160/110,  and  occasionally  higher,  other 
conditions  permitting. 

Thirty-three  years  ago,  a single  heart  claim  was 
judged  compensable  against  the  Eastman  Kodak 
Company.  This  was  in  an  employe  with  undiag- 
nosed syphilitic  heart  disease  who  had  aortic  insuffi- 
ciency and  developed  congestive  heart  failure  after 
sustaining  a back  strain.  This  episode  was  prior  to 
the  present  follow-up  program.  Since  that  time, 
although  a very  few  claims  have  been  made  against 
the  company  for  heart  conditions,  none  have  been 
adjudicated  as  compensable  by  the  New  York  State 
Department  of  Labor.  To  no  small  extent,  this  is 
due  to  a more  systematic  follow-up  and  supervision 
of  employes  with  heart  disease,  more  complete  rec- 
ords, good  rapport  between  the  employe,  family 
physician,  and  employer,  and  the  existence  of  a lib- 
eral sickness  allowance  program.  The  combination 
of  proper  job  placement  with  close  medical  super- 
vision is  most  important,  and  the  decision  of  the 
medical  department  concerning  the  capabilities  of 
the  employe  is  accepted  as  final. 

In  recent  years  we  have  been  more  interested  in 
the  problem  of  myocardial  infarction.  In  1948,  Dr. 
Crain,  Miss  Kathleen  Wilson,  and  I published  a 
preliminary  report  of  184  employes  who  had  suffered 
myocardial  infarction,  79  per  cent  (145)  of  whom 
were  able  to  resume  work.  The  immediate  mortal- 
ity, i.e.,  death  within  twenty-four  hours  or  less,  was 
20  per  cent  of  the  total  cases  (37).  The  immediate 
mortality  in  the  group  with  hypertension  was  two 
times  higher  than  in  those  with  normal  blood  pres- 
sures. At  the  time  that  we  closed  our  study  in 
1948,  42  per  cent  of  the  total  group  in  the  series  had 
died.  This  mortality  rate  included  the  37  subjects 
who  had  died  within  twenty-four  hours.  Of  those 
who  survived  the  immediate  mortality,  34  per  cent 
survived  up  to  five  years,  13  per  cent  lived  between 
five  and  ten  years,  and  a litt  le  more  than  10  per  cent 
lived  up  to  fifteen  years.  None  of  the  hyperten- 
sives survived  more  than  ten  years,  while  10  per 
cent  of  those  without  hypertension  lived  between 
ten  and  fifteen  years.  Of  the  145  employes  resuming 
work  (79  per  cent),  18  died  prior  to  the  close  of  our 
study,  averaging  four  and  one-half  years  of  employ- 
ment for  the  group.  Several  of  the  employes  ex- 
perienced subsequent  infarctions.  Included  in  the 
group  not  working  at  the  time  our  study  closed  were 


2326 


MAX  KUTZER 


[N.  Y.  State  J.  M. 


12  who  did  not  return  to  work  after  their  first  infarc- 
tion. These  had  been  retired  because  of  total  and 
permanent  disability;  others  retired  with  so-called 
“normal”  retirements,  i.e.,  reached  age  sixty-five 
but  were  not  totally  disabled. 

Of  134  of  the  original  184  employes  (72.8  per 
cent)  living  at  the  end  of  the  study,  71  per  cent  were 
still  working.  Included  are  some  executives; 
others  are  highly  skilled  or  specially  trained  persons. 
No  doubt,  much  of  this  success  at  rehabilitation  is 
due  to  the  large  number  of  lighter  jobs  available  and 
selective  job  placement.  The  problem  not  only  con- 
cerns the  hiring  of  new  employes  with  handicaps  but 
also  concerns  itself  with  the  re-employment  of  those 
who  have  been  on  sick  leave. 

There  is  great  need  of  a simple  screening  technic 
for  the  detection  of  heart  disease.  We  have  never 
obtained  much  concrete  information  from  the  simple 
checking  of  the  pulse  rate  after  exercise.  Much  has 
been  written  about  the  effect  of  exercise  on  the  elec- 
trocardiogram and  its  use  as  a diagnostic  test  of 
coronary  insufficiency.  This  is  an  important  prob- 
lem since  25  to  40  per  cent  of  persons  with  coronary 
insufficiency  may  have  all  tests,  including  resting 
electrocardiograms,  within  normal  limits.  The  his- 
tory, often  classic  and  diagnostic,  is  not  infrequently 
withheld.  We  believe  that  in  many  instances  ex- 
ercise can  demonstrate  objective  evidence  of  coro- 
nary insufficiency,  chiefly  in  the  ST  and  T waves, 
and  that  such  changes,  if  they  exceed  those  found  in 
the  normal,  should  be  considered  positive  evidence 
of  coronary  insufficiency.  We  do  not  believe  that  a 
negative  test  rules  out  coronary  insufficiency,  nor 
do  we  believe  that  such  tests  can  be  standardized 


according  to  formulas  based  on  age,  weight,  and  sex. 
In  our  opinion  the  amount  of  exercise  must  be  in- 
dividualized for  the  subject. 

Much  is  being  written  about  the  ballistocardio- 
gram as  a screening  and  diagnostic  device,  but  until 
apparatus  and  procedures  are  standardized  final  de- 
cision should  be  withheld  as  to  the  significance  of 
changes.  We  are  working  with  both  the  electro- 
magnetic apparatus  of  Dock  and  the  more  elaborate 
strain  gauge  apparatus  of  Starr.  These  instruments 
should  be  looked  upon  as  research  devices  of  great 
interest  and  promise  but  not  yet  warranting  conclu- 
sions. 

In  the  evaluation  of  heart  problems  in  relation- 
ship to  industry',  there  is  much  need  for  a uniform 
interpretation  as  to  what  constitutes  “unusual  ef- 
fort” or  the  “aggravation  of  an  underlying  condi- 
tion.” Contradictory  or  confused  medical  testi- 
mony has  led  to  judicial  decisions  often  unwarranted. 
A progressive  step  has  been  made  by  a committee 
appointed  by  the  Utah  Heart  Association,  acting  as 
an  advisory  board  to  the  Utah  Industrial  Commis- 
sioner. A similar  project  could  be  adopted  with 
profit  in  New  York  State. 

Many  employes  with  auricular  fibrillation,  auricu- 
lar flutter,  bundle  branch  block,  and  strikingly  ele- 
vated blood  pressures  have  been  working  without 
difficulty  for  long  periods  of  time.  I would  agree 
with  Dr.  Kutzer,  however,  that  one  would  not  be 
justified  in  accepting  most  of  these  for  new  employ- 
ment. 

Dr.  Kutzer  has  covered  this  very'  involved  sub- 
ject extremely  well,  and  we  are  in  hearty  agreement 
with  his  conclusions. 


SKILLMAN  NEUROPSYCHIATIUC  INSTITl  TE 


Since  September  1,  1952,  progress  has  been  made 
in  reorganizing  the  Village  for  Epileptics  at  Skill- 
man  into  the  New  Jersey  Neuropsychiatric  Insti- 
tute as  a training,  research,  and  treatment  center 
for  both  psychiatric  and  neurologic  cases. 

The  first  step  was  the  creation  of  several  new  posi- 
tions, among  which  were  a sanitarian,  a psychiatric 
social  sendee  worker,  a pathologist,  and  a complete 
consultant  and  visiting  staff  of  physicians. 

The  teaching  program  has  been  highlighted  by  the 
affiliation  of  the  Institute  with  Jefferson  and  Uni- 
versity of  Pennsylvania  Medical  Schools,  whose 
students  come  regularly  for  teaching  sessions.  The 
intramural  teaching  program  has  been  enlarged  by 
such  activities  as  a journal  club,  clinicopathologic 


conferences,  seminars,  and  basic  courses  in  neu- 
rology and  psychiatry. 

The  psychiatric  treatment  program  now’  en- 
compasses fever  and  electroconvulsive  therapy, 
group  therapy,  and  occupational  therapy.  In 
addition,  facilities  are  now’  available  for  the  com- 
plete medical  evaluation  and  treatment  of  any 
patient. 

Besides  these  measures,  an  active  building  pro- 
gram has  been  undertaken  and  numerous  adminis- 
trative improvements  have  been  made  to  establish 
the  Skillman  Village  a first-rate  institution  for  the 
care  of  neuropsychiatric  patients. 

— The  Journal  of  the  Medical  Society  of  Nerc  J er- 
sey,  July,  1958 


OCCUPATIONAL  DERMATITIS  AS  ENCOUNTERED  BY  THE 
PART-TIME  INDUSTRIAL  PHYSICIAN 

M.  Edward  Goebel,  M.D.,  Brooklyn,  New  York,  and  Raymond  A.  Havrilla,  M.D., 
New  York  City 

I ( From  the  State  University  of  New  York  College  of  Medicine  at  New  York  City  and  Long  Island 
College  Hospital)  . > 


OCCUPATIONAL  dermatitis,  eczematous  con- 
tact dermatitis,  industrial  dermatitis,  and 
dermatitis  venenata  are  terms  at  times  used  inter- 
changeably, but  we  will  use  the  term  occupational 
or  industrial  dermatitis  to  denote  that  the  particu- 
lar dermatitis  under  discussion  is  directly  related  to 
one’s  occupation.  The  subject  has  been  well 
covered  in  the  literature,  and  due  credit  should 
be  given  to  the  contributions  of  Downing,  Lane 
et  al.,1  Schwartz,2  Tulipan  et  al.,3  Baer,4  Sulz- 
berger and  Wolf,5  and  Block,  all  of  which  have 
been  of  considerable  help  to  the  general  prac- 
titioner and  specialist.  It  is  no  wonder  that 
so  much  has  been  written  because  occupational 
dermatitis  constitutes  two  thirds  of  all  occupa- 
tional diseases  reported  by  the  Workmen’s  Com- 
pensation Board.6  Furthermore,  about  1 per 
cent  of  all  workers  can  be  found  at  some  time 
to  have  an  occupational  dermatitis,  and  any- 
where from  2 to  12  per  cent  of  dermatoses  en- 
countered in  practice  are  industrial  in  origin. 

Our  goal  in  this  presentation  is  to  acquaint 
the  part-time  physician  with  some  of  the  char- 
acteristics of  occupational  dermatitis  as  encoun- 
tered in  industry.  The  part-time  physician  must 
have  a working  knowledge  of  dermatology  so  as 
to  be  able  to  distinguish  between  contact  eczema- 
tous dermatitis  and  the  ordinary  skin  diseases 
such  as  psoriasis,  urticaria,  and  pityriasis  rosea. 
It  is  also  important  that  he  be  acquainted  with 
the  industrial  plant  process  and  its  chemistry  as 
well  as  with  changes  made  in  any  process.  The 
raw  materials  used  and  the  condition  of  work 
(ventilation,  etc.),  cleanliness  and  hygiene,  eating 
and  working  habits,  working  apparel  (work 
clothes)  are  additional  factors  to  be  con- 
sidered. A talk  with  the  superintendent  and  the 
workers  will  be  rewarding  to  the  investigating 
physician.  Accurate  records  should  be  kept  in 
the  event  of  group  outbreaks  in  the  plant.  The 
location  should  be  tabulated  so  that  one  is  in  a 
position  to  predict  future  outbreaks  and  also  to 
trace  the  etiologic  factor  of  an  eruption  to  a par- 
ticular part  of  the  plant. 

Acute  eczematous  dermatitis  is  characterized 
by  redness,  edema,  vesiculation,  oozing,  crusting, 
and  desquamation  in  orderly  sequence  of  patho- 
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logic  events  and  chronically  by  thickened  pa- 
pules, lichenification,  and/or  pigmentation. 
Predisposing  causes  are  (1)  lack  of  personal  and 
environmental  cleanliness;  (2)  poor  working 
habits  and  facilities;  (3)  wrong  type  of  work 
clothes  and  poor  washroom  sanitation;  (4)  hu- 
mid weather,  excess  perspiration,  heavy  work,  or 
personal  idiosyncrasy;  (5)  other  skin  diseases  or 
abnormalities  which  impair  the  natural  defense 
mechanism  of  the  skin,  as  exhibited  in  ichthyosis. 

The  causative  agents  are  usually  allergens  or 
irritants  acting  on  the  skin  from  without.  They 
comprise  (1)  physical  factors  such  as  trauma, 
scratching,  and  light;  (2)  eczematogenous  aller- 
gens, too  numerous  to  list,  causing  hypersensi- 
tivity ; (3)  chemical  agents  acting  directly  on  the 
skin  without  sensitization;  (4)  hypersensitivity 
of  micro-organisms  such  as  bacteria,  yeasts  and 
fungi,  and  viruses.  Byproducts  of  micro-organ- 
isms such  as  streptococci,  staphylococci,  monilia, 
and  trichophyta  fungi  are  all  capable  of  producing 
allergenic  eczematous  reactions  found  in  dish  wash- 
ers, soda  dispensers,  and  fruit  handlers. 

The  localization  of  occupational  eczemas  is 
primarily  on  exposed  parts  of  the  body  and  con- 
fined to  areas  of  maximal  exposure;  most  cases 
of  occupational  eczema  affect  the  dorsa  of  the 
hands,  forearms,  and  face.  The  fact  that  eczem- 
atous dermatitis  favors  the  areas  of  maximal 
exposure  is  of  invaluable  aid  in  differentiating 
this  dermatitis  from  the  common  nonoccupational 
dermatoses  such  as  psoriasis.  However,  when 
a condition  appears  to  be  eczematous  but  does 
not  improve  under  orthodox  antieczematous 
therapy,  an  error  in  diagnosis  should  be  suspected, 
and  the  physician  should  seek  all  available  help 
to  rule  out  some  other  dermatoses.  In  occu- 
pational dermatitis  the  offending  substance  is 
most  likely  to  cause  the  eruption  at  the  site  of  the 
most  direct  exposure.  The  excitant  usually  is 
disseminated  by  external  distribution  but  may 
spread  by  diffusion  or  via  lymph  and/or  blood 
stream.  Moreover,  it  should  be  noted  that  there 
are  certain  allergens  that  may  produce  specific 
eruptions  such  as  posion  ivy  (rhus  dermatitis),  oil 
folliculitis,  etc. 

At  times  it  is  quite  easy  to  determine  the  cause 
from  history  alone  and/or  observation.  Then 
simple  treatment  and  removal  of  the  cause  are 
all  that  is  necessary.  But  at  this  point  the  av- 
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erage  physican  makes  a fatal  step  because  he 
does  not  utilize  the  dictates  of  simple  topical 
treatment.  Correct  external  measures  must  be 
instituted  immediately.  Local  and  sympto- 
matic treatment  should  not  be  delayed  while 
determining  the  cause.  One  must  eliminate  all 
the  possible  causes  until  the  skin  heals.  Often- 
times, proper  local  treatment  may  bring  such 
quick  relief  that  the  cure  is  effected  before  the 
excitant  has  been  determined.  Said  excitant 
may  be  discovered  by  the  proper  patch  testing 
and/or  by  discontinuing  that  particular  type  of 
work  for  a period  of  time. 

Treatment  based  on  an  inaccurate  diagnosis 
is  often  responsible  for  further  disturbance  of  the 
altered  state  of  the  skin.  The  physician  who 
manages  or  mismanages  the  problem  of  pruritis, 
the  most  common  and  distressing  complaint,  may 
be  rewarded  with  success  or  failure  in  his  ap- 
proach. Topical  analgesic  creams  containing 
any  drugs  of  the  “caine”  series  and/or  antihis- 
taminic  creams  are  definitely  contraindicated  for 
pruritis.  If  the  trauma  of  scratching  is  not  re- 
duced or  eliminated,  it  often  aggravates  the 
eczematous  process  setting  up  a vicious  cycle 
which  then  augments  pruritis.  In  some  cases 
soap  and  water  irritates  and  adds  to  the  eruption 
as  in  dish  washers,  laundry  workers,  and  soda 
dispensers.  In  other  cases  water  modified  by 
starch,  milk,  or  bran  in  the  form  of  baths  is  ex- 
ceedingly beneficial  in  extensive  crusted  eczema- 
tous and  inflammatory  dermatitides.  Gener- 
ali}7 speaking,  the  topical  remedy  prescribed 
should  satisfy  the  dictum  that  the  more  acute 
the  dermatitis,  the  milder  the  remedy.  Even7 
third-year  medical  student  was  instructed  that 
weeping,  oozing,  edematous,  crusted  inflamma- 
tory eruptions  improve  with  dilute  wet  dressings 
or  shake  lotions,  while  scaly,  dry,  and  thickened 
eruptions  do  better  with  penetrating  ointments 
and  creams.  Most  practicing  physicians  have 
forgotten  this  dictum,  hence  the  need  for  a recent 
timely  article  on  overtreatment  dermatitis.7 

Principles  of  therapy  in  occupational  dermatitis 
have  been  discussed  above  in  generalizations 
only.  Specific  solutions,  shake  lotions,  salves, 
and  pastes  are  a part  of  every  textbook  on  der- 
ma tology,  and  the  time  spent  by  the  part-time 
physician  reviewing  treatment  in  the  standard 
texts  would  serve  him  well.  One  word  of  caution 
must  be  interjected,  however.  Most  chapters 
on  dermatologic  therapy  appearing  in  standard 
accepted  textbooks  on  dermatology  are  stereo- 
typed and  deluge  the  physician  with  “extras” 
that  are  unnecessary  and  do  not  add  to  simple 
treatment.  In  other  words,  it  would  be  an 
asset  to  the  part-time  industrial  physician’s  der- 
matologic armamentarium  to  work  with  and 
know  well  the  indications  and  contraindications 


for  a handful  of  acceptable  dermatologic  pre- 
scriptions, never  deviating  from  them  by  substi- 
tuting something  that  is  “new”  since  the  “new” 
preparations  are  the  greatest  offenders  in  con- 
tributing to  a superimposed  overtreatment  der- 
matitis. Also  he  must  acquaint  himself  with 
many  of  the  drugs  that  have  been  proved  through- 
out the  years  to  be  sensitizers:  namely,  mer- 
cury, tar,  sulfonamide,  and  phenol. 

Equally  as  important  but  secondary  to  therapy 
are  the  preventive  measures  established  in  con- 
junction with  the  employer’s  standards  of  em- 
ployment. Each  measure  discussed  hereafter  is 
an  integral  part  of  the  employment  program  of 
probably  the  largest  utility  company  in  the  world. 
The  preventive  measures  to  be  considered  are 
a pre-emplo}7ment  history  and  physical  examina- 
tion which  must  include  an  appraisal  of  the  em- 
ploye’s skin  potentialities  with  various  types  of 
work.  History  should  evaluate  family  status  as 
related  to  skin  diseases,  allergies,  and  the  eczema- 
asthma-hay  fever  complex.  When  an  employe 
gives  a past  history  of  skin  disease  or  skin  sensi- 
tivity, every  effort  should  be  made  to  elaborate 
on  and  record  details.  Employment  may  then 
be  determined  according  to  the  dictates  of  the 
employer’s  business.  Present  eruptions  should 
temporarily  negate  employment  until  the  skin 
is  clear.  Where  possible,  employment  should 
fit  the  patient’s  type  of  skin.  Delicate  thin- 
skinned  individuals  should  not  be  given  a job 
handling  irritants.  It  is  not  wise  to  employ  helio- 
phobes  in  the  petroleum  and  oil  industry.  Wet 
types  of  work  do  not  go  hand  in  hand  with  senile 
skin.  People  with  pre-existing  dermatoses  should 
not  be  given  jobs  where  such  skin  is  exposed  to 
sensitizers.  The  protection  used  for  various 
types  of  employment  should  be  individualized 
for  each  type  of  job  and  the  use  of  protective 
devices  insisted  upon. 

In  conclusion,  we  have  discussed  some  of  the 
salient  features  of  occupational  dermatitis,  the 
predisposing  factors  and  outline  of  the  actual 
causes,  the  method  of  approach  in  managing  a 
dermatitis  before  determining  the  etiologic  factor, 
and  the  preventive  measures  used  in  hiring  a 
worker  for  a particular  job.  The  part-time  phy- 
sician must  always  bear  in  mind  not  to  overtreat 
since  the  underlying  condition  will  be  masked  by 
the  superimposed  topical  remedy.  He  should 
not  become  panicky,  jumping  from  one  topical 
remedy  to  another  in  rapid  succession  when  the 
dermatitis  does  not  respond  as  fast  as  the  patient 
would  like.  Sometimes  no  treatment  is  better 
than  too  much  treatment. 
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Discussion 

Anton  W.  Sohrweide,  M.D.,  Syracuse. — I have 
enjoyed  this  discussion  by  Drs.  Goebel  and  Havrilla 
because  the  matter  of  occupational  dermatitis 
as  encountered  by  the  part-time  industrial  physician 
is  so  timely  and  because  the  subject  matter  has  been 
presented  so  thoroughly  and  clearly. 

The  interest  in  skin  problems  of  industry  is  not 
new.  In  the  year  1700  the  earliest  formal  treatise 
on  this  subject  appeared  in  a now  quaint  monograph, 
published  by  Bernardino  Ramazzini  and  entitled 
“A  Treatise  of  the  Diseases  of  Tradesmen  to  which 
they  are  subject  by  their  particular  callings  with  a 
method  of  avoiding  and  treating  them.”  We  are 
still  trying  to  alleviate  this  problem  in  industry. 
The  development  of  so  many  new  chemicals  in 
recent  years  has  added  to  the  skin  problems  en- 
countered by  the  industrial  physician,  problems 
unknown  as  recently  as  ten  years  ago. 

Some  years  ago,  I reviewed  several  hundred  thou- 
sand recorded  cases  of  skin  diseases  and  found  that 
the  incidence  of  contact  dermatitis  has  increased 
from  3 to  18  per  cent  since  1900.  Thus  an  economic 
as  well  as  a personal  problem  of  magnitude  has 
presented  itself  to  modem  industry,  and  it  is  our 
job  to  reduce  this  through  judicious  care  of  the 
patient  and  through  preventive  measures  so  ably 
described  by  Drs.  Goebel  and  Havrilla. 

When  everything  has  been  done  by  the  industrial 
physician  in  a preventive  way  to  eliminate  the 
possibility  of  dermatitis  in  the  new  employe,  such 
as  a thorough  history  of  allergies,  family  status  as 


related  to  skin  disease,  and  particularly  the  eczema- 
asthma-hay  fever  complex,  some  cases  still  present 
themselves  in  time.  The  care  of  these  is  the  crux 
of  our  problem. 

To  understand  what  we  are  treating  and  why  we 
do  so,  we  must  know  what  dermatitis  is.  To  do 
this,  visualize  the  skin  as  a sponge  filled  with  water. 
Our  problem  is  to  get  this  water  out  with  a minimum 
of  trauma  in  the  shortest  possible  time.  In  early 
dermatitis  there  are  only  different  degrees  of  intra- 
cellular and  intercellular  edema.  At  the  lesions 
stage  the  epithelium  becomes  involved  in  this  edem- 
atous process.  The  squamous  cells  appear  swollen, 
the  interepithelial  lymph  spaces  are  widened,  and 
finally  small  vesicles  are  produced.  It  is  at  this 
time  that  the  worker  presents  himself  for  relief, 
and  it  is  at  this  time  that  simple  measures  will  do 
the  most  good  and  judicious  care  markedly  reduce 
the  time  of  disability  and  cost  of  medical  care.  This 
is  the  time  to  set  aside  all  “new”  creams,  oils,  and 
greasy  preparations  and  to  use  the  simple  cold 
water-starch  packs  mentioned  by  Drs.  Goebel  and 
Havrilla. 

To  get  the  water  out  of  the  sponge,  there  is 
no  better  way  than  the  osmotic  action  of  wet  dress- 
ings of  starch,  bran,  or  milk  constantly  applied 
to  a point  short  of  maceration.  The  irritating  agent 
usually  leaves  the  skin  or  is  diluted  in  this  process 
so  that  the  patient  secures  prompt  relief  from  pruri- 
tis  and  early  repair  of  his  affected  skin.  A simple 
lotion  or  oil  is  all  that  is  needed  for  the  subsequent 
slight  dryness  due  to  the  peeling  off  of  previous 
swollen  skin  cells. 

This  paper,  in  its  stress  on  mild  treatment  in  all 
acute  dermatoses  of  industrial  origin,  will  be  a great 
aid  to  the  industrial  physician  in  shortening  what  is 
often  a protracted  course  of  treatment  and  con- 
sequent loss  of  working  time  to  the  patient  thus 
afflicted. 


HAWAII  POSES  NO  HEALTH  PROBLEMS 
The  potential  49th  state  is  healthy!  Hawaii, 
possible  addition  to  the  U.S.,  has  one  of  the  lowest 
communicable  disease  rates  in  the  world,  accord- 
ing to  Dr.  Howard  A.  Rusk  of  the  New  York  Times 
who  has  recently  visited  the  Pacific  area.  He  re- 
ports no  deaths  from  locally  contracted  smallpox 
since  1913,  from  diphtheria  since  1946,  from  scarlet 
fever  since  1942,  from  whooping  cough  since  1948, 
or  from  typhoid  fever  since  1947.  In  addition, 
the  1952  infant  mortality  rate  on  the  islands  was 
21.1  per  1,000  live  births,  better  than  the  national 
average;  venereal  disease  rate  among  military  per- 
sonnel is  the  lowest  of  all  states ; tuberculosis  is  being 
rapidly  brought  under  control,  as  is  Hansen’s  disease. 
Each  of  the  major  islands  has  modern,  well-equipped 
hospitals,  and  because  of  the  lower  average  age  of 
their  population,  the  islands  are  not  confronted  by 
the  high  incidence  of  chronic  disease  found  on  the 
mainland.  Public  health  officials,  says  Dr.  Rusk, 


are  vigilant  to  protect  the  natural  public  health  ad- 
vantages of  the  islands. 

All  this  is  in  strong  contrast  to  the  situation  in 
Korea,  also  visited  by  Dr.  Rusk,  where,  since  1945, 
health  problems  have  been  increasing.  WTien  the 
Japanese,  who  had  been  in  control  of  Korea  for 
thirty-five  years,  withdrew  after  World  War  II, 
they  took  their  trained  health  personnel  with  them. 
Since  then,  the  current  war  has  seen  physical  facili- 
ties destroyed,  3,000,000  persons  displaced,  two 
thirds  of  the  nation’s  short  supply  of  physicians 
called  into  military  service,  and  epidemics  of  ty- 
phoid, dysentery,  typhus,  smallpox,  and  encephalitis 
following  in  the  wake  of  destruction.  Tuberculosis 
and  Hansen’s  disease  are  also  grave  problems,  de- 
spite the  fact  that  Korean  personnel,  working  with 
the  United  Nations  Civil  Assistance  Command, 
have  achieved  fine  results  through  immunization 
programs. — GP,  June,  195S 
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PHYSICIANS  in  industrial  medicine  practice 
are  rightfully  concerned  with  the  relation  be- 
tween occupation  and  the  incidence  of  rheuma- 
toid arthritis.  One  might  suppose  that  it  would 
be  a relatively  easy  task  to  secure  enough  accurate 
data  to  give  a positive  answer  to  this  question. 
The  fact  remains,  however,  that  although  a num- 
ber of  fairly  widespread  studies  have  been  com- 
pleted. the  information  gathered  is  lacking  in 
sufficient  degree  to  make  conclusive  statements 
untenable.  One  of  the  most  readily  available 
discussions  of  this  subject  appears  in  the  text. 
'Medical  Disorders  of  the  Locomotor  Systems 
Including  the  Rheumatic  Diseases.’’  by  Ernest 
Fletcher,  published  in  1951. 1 He  has  collected 
the  results  of  surveys  conducted  in  England. 
These  show  that  the  outdoor  worker  with  the 
possible  exception  of  the  agricultural  worker  is 
not  more  liable  to  rheumatoid  arthritis  than  the 
indoor  worker  and  that  miners  had  a surprisingly 
low  incidence  of  the  disease  in  spite  of  the  heavy 
labor  which  is  in  a rather  stable  and  humid  en- 
vironment. It  has  been  pointed  out,  however, 
that  these  studies  reveal  the  occupation  only  at 
the  time  the  patient  sought  medical  treatment  or 
hospitalization,  rather  than  taking  into  considera- 
tion the  complete  occupational  history  of  the  pa- 
tient as  would  be  desired. 

In  unpublished  studies  at  the  Massachusetts 
General  Hospital5  outdoor  workers  comprise  only 
30  per  cent,  as  compared  with  the  remainder  who 
were  indoor  workers.  Comparisons  have  also 
been  made  by  studying  census  figures  on  occupa- 
tion of  the  population  of  Massachusetts  and  the 
occupational  distribution  of  the  rheumatoid  ar- 
thritis patients.  These  studies  revealed  no  sig- 
nificant difference.  In  women,  however,  the 
morbidity  of  rheumatoid  arthritis  was  signifi- 
cantly greater  among  those  with  house  duties  or 
not  gainfully  employed  as  compared  with  a small 
number  engaged  in  factory  work  or  cleaning.  It 
was  concluded  in  summary,  therefore,  that  there 
was  no  definite  association  between  the  type  of 
occupation  at  the  time  of  onset  of  rheumatoid 
arthritis  and  the  development  of  disease  requiring 
hospitalization.  In  female  patients  the  apparent 
prevalence  of  those  in  household  duties  may  be 
accounted  for  by  the  difference  in  age  distribution 
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since  arthritis  was  more  common  during  the  latter 
decades  of  life  when  industrial  work  was  less 
prevalent. 

Treatment  of  the  Workman  with  Rheuma- 
toid Arthritis 

You  are  undoubtedly  well  aware  that  the  diag- 
nosis of  early  rheumatoid  arthritis  is  not  easy. 
The  onset  is  frequently  very  insidious,  the  symp- 
toms often  being  more  of  a constitutional  nature 
than  directed  specifically  to  the  joints.  These 
symptoms  are  easy  fatigue,  weight  loss,  and 
ill-defined  aches  and  pains.  Very  commonly 
the  patient  will  come  to  the  industrial  physician 
only  after  receiving  some  injury  at  work  which 
focuses  his  attention  upon  a single  joint.  This 
makes  the  diagnosis  of  muscle  strain  or  joint 
strain  appear  sufficient,  and  it  is  only  when  re- 
sponse to  treatment  is  unsatisfactory  that  more 
detailed  studies  are  ordered.  It  is  important  to 
emphasize  that  a very  detailed  history  of  these 
patients  should  be  taken  to  bring  out  the  possi- 
bility of  some  previous  attacks  of  joint  disease  or 
of  symptoms  of  a constitutional  nature  suggesting 
the  presence  of  possible  early  rheumatoid  ar- 
thritis. 

It  is  likewise  well  known  that  an  acute  and 
obvious  arthritis  may  appear  directly  after 
trauma  both  of  a physical  and  psychologic  nature 
which  may  be  followed  by  typical  widespread 
rheumatoid  arthritis.  Since  there  is  no  specific 
diagnostic  test  for  rheumatoid  arthritis,  one 
must  be  aided  by  studies  such  as  joint  fluid  anal- 
ysis. sedimentation  rate  determination,  and  finally 
x-ray  changes  which  occur  later.  The  relation- 
ship between  trauma  and  the  onset  of  rheuma- 
toid arthritis  is  such  that  it  seems  obvious  that 
the  disease  is  frequently  precipitated  by  trauma, 
and  one  may  argue  that  the  trauma  was  respon- 
sible for  the  disease  in  a legal  sense  until  more  ex- 
act knowledge  is  developed  about  the  true  etiol- 
ogy of  rheumatoid  arthritis.  One  may  conclude, 
however,  that  trauma  is  only  one  of  a number  of 
different  precipitating  factors  in  susceptible  in- 
dividuals. 

Once  the  diagnosis  of  probable  rheumatoid 
arthritis  is  established,  it  is  important  that  the 
best  available  effective  treatment  be  utilized. 
Since  no  specific  cure  is  generally  recognized,  a 
treatment  program  should  include  a number  of 
therapeutic  measures  of  value  proved  by  ex- 
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perience.  The  items  usually  included  in  such 
a program  are  as  follows : 

1.  A regimen  of  adequate  rest  and  a well- 
balanced  diet  including  sufficient  vitamins  and 
minerals,  but  not  to  an  excess. 

2.  Aspirin  or  other  salicylates  in  sufficient 
quantity  to  reach  an  adequate  blood  level  to 
control  pain  and  perhaps  for  other  not  well  un- 
derstood therapeutic  actions. 

3.  Physical  therapy  consisting  of  simple  types 
of  home  heat  applications  to  control  pain  if 
needed,  but  primarily  a program  of  well-per- 
formed active  exercises  for  maintenance  of  joint 
function  and  muscle  strength. 

4.  Regular  medical  follow-up  to  detect  at  an 
early  stage  any  signs  of  progression  which  need 
more  urgent  treatment  and  to  aid  in  psychologic 
management  of  the  patient. 

5.  Avoidance  of  infection  and  mental  and 
physical  trauma  insofar  as  it  is  possible. 

6.  Adjustment  of  working  conditions  to  allow 
for  carrying  out  the  above  principles  of  treatment 
giving  due  respect  to  everyday  problems  such  as 
transportation  and  family  adjustments  to  changes 
in  daily  work,  play,  and  sleep  habits. 

Rehabilitation  of  the  Workman  Disabled 
by  Rheumatoid  Arthritis 

A patient  unable  to  work  because  of  his  disabil- 
ities from  rheumatoid  arthritis  is  deserving  of  a 
period  of  study  for  thorough  evaluation,  which 
usually  can  be  obtained  only  while  under  observa- 
tion in  a hospital.  The  severity  of  the  disease 
must  be  measured,  also  what  systemic  functions 
are  interfered  with  other  than  the  obvious  joint 
disease.  There  must  be  a detailed  and  quantita- 
tive evaluation  of  the  neuromuscular  and  skeletal 
systems.  These  tests  include  measurement  of 
muscular  strength  and  occasionally  electrical 
studies  to  determine  deficiencies  in  innervation  of 
muscles.  The  range  of  joint  motion  should  also 
be  carefully  measured.  A systematic  checking 
of  functional  abilities  in  the  activities  of  daily 
living  may  add  much  to  the  over-all  evaluation  of 
the  patient’s  disability. 

The  first  aim  of  treatment  is  of  course  utilizing 
every  available  measure  to  produce  a remission  in 
the  disease  process  if  possible.  The  principles 
of  such  treatment  have  already  been  discussed 
and  are  generally  available.  The  particular 
therapeutic  aim  in  the  field  of  physical  medicine 
and  rehabilitation  is  first  of  all  to  gain  maximum 
function  of  the  neuromuscular  and  skeletal  sys- 
tems through  carefully  applied  physical  therapy, 
occupational  therapy,  and  orthopedic  measures  as 
needed. 

In  the  section  on  physical  therapy  one  gives 
supervised  exercises  specifically  directed  to  in- 
crease range  of  motion  of  limited  joints  and  to  in- 


crease strength  of  the  weakened  and  atrophied 
musculature.  Although  skillfully  guided  thera- 
peutic exercise  is  the  essential  feature  of  this  treat- 
ment, occasionally  it  may  be  augmented  by 
heat  applications  in  the  form  of  warm  tub  baths, 
hot  fomentations,  local  use  of  radiant  heat, 
whirlpools  or  underwater  therapy,  and  occasion- 
ally by  more  complicated  physical  therapy  with 
paraffin  baths  and  diathermy.  Mechanical  aids 
are  utilized  to  help  increase  the  power  of  specific 
muscles  at  certain  stages  in  recovery  by  means  of 
progressive  resistance  exercise  technics.3  These 
are  particularly  advantageous  for  weight-bearing 
muscles  prior  to  ambulation.  The  patient  is  also 
commonly  benefited  by  being  given  instructions  in 
proper  gait  and  use  of  crutches,  canes,  and  braces 
when  indicated.  Frequently  the  physical  ther- 
apy must  be  coordinated  with  orthopedic  proce- 
dures, including  serially  bivalved  resting  casts  to 
overcome  deformities  or  the  use  of  traction  for 
the  same  purpose.  When  orthopedic  surgery  is 
indicated,  carefully  guided  postoperative  exer- 
cise is  of  course  essential  to  obtain  maximum 
function. 

The  occupational  therapist  may  assume  a very 
important  role  in  the  treatment  program.  Usu- 
ally she  deals  mostly  with  the  function  of  the  up- 
per extremities.  The  occupational  therapist  may 
be  also  called  upon*  to  test  the  performance  of  the 
patient  in  the  activities  of  daily  living  while  still 
in  the  hospital  and  give  graded  functional  therapy 
to  improve  strength,  range  of  motion,  and  skill 
while  still  confined  to  bed  or  wheelchair.  Expe- 
rience has  shown  that  concentration  in  fields  of 
occupational  therapy  may  often  bring  greater 
results  in  improving  function  than  by  exercise 
programs  alone. 

The  objective  of  treatment  in  the  physical 
medicine  and  rehabilitation  service  is  of  course  to 
return  the  patient  to  employment  whenever  pos- 
sible. If  a physiatrist  is  available  on  the  treat- 
ment team,  he  should  be  called  in  at  an  early  date 
to  help  coordinate  the  services  of  the  auxiliary 
workers.  The  social  worker  must  become  fa- 
miliar with  the  particular  problems  of  home  sit- 
uations, transportation,  and  economic  factors  and 
may  be  called  upon  to  record  the  occupational 
history  of  the  patient.  It  is  usually  in  the  occu- 
pational therapy  shop  that  the  physical  capabil- 
ities in  relation  to  occupational  analysis  are  stud- 
ied. Here  the  range  of  motions  of  the  various 
affected  joints  are  studied  in  relation  to  the  job 
requirement  of  the  patient.  A detailed  study  is 
made,  for  example,  of  the  amount  of  reach 
of  the  upper  extremities  necessary,  the  strength 
required  to  perform  the  operations  of  his  trade, 
the  degree  of  dexterity  which  is  essential,  the 
positions  in  which  he  must  work,  and  the  length 
of  time  a particular  position  must  be  maintained. 
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Since  these  patients  are  subject  to  easy  fatigue, 
measurements  must  be  made  of  their  work  tol- 
erance levels  in  various  occupations  similar  to 
those  of  possible  job  requirements. 

Standard  occupational  therapy  shop  equip- 
ment is  very  helpful  for  the  average  patient. 
Very  frequently,  however,  it  may  be  possible  to 
give  a patient  a trial  in  some  of  the  hospital  in- 
dustries to  ascertain  more  accurately  the  pa- 
tient’s work  capabilities.  Problems  of  locomo- 
tion are  of  course  of  great  importance,  and  trials 
with  special  adaptation  of  equipment  may  be 
made  in  the  physical  therapy  department  or  on 
the  hospital  grounds  to  test  the  patient’s  ability 
to  be  independent  in  this  direction. 

As  we  all  know,  many  patients  with  rheuma- 
toid arthritis  develop  permanent  joint  deformi- 
ties. Very  often  these  are  so  limiting  that  some 
new  type  of  occupation  must  be  considered.  A 
well-staffed  and  equipped  physical  medicine  de- 
partment can  do  much  of  the  prevocational  anal- 
ysis to  hasten  the  process  of  vocational  retraining 
before  the  patient  is  referred  to  the  proper  agency 
for  this  purpose.  It  is  advisable  to  start  analyz- 
ing these  vocational  aims  while  the  patient  is 
still  in  the  hospital  rather  than  wait  until  after 
a period  of  stagnant  convalescence  at  home.  An 
example  of  such  an  occupational  analysis  of  a 
thirty-one-year-old  shoe  machine  worker  hospi- 
talized for  rheumatoid  arthritis  is  included  below : 

Occupational  Analysis 

Positioning  at  TT ork. — Able  to  sit  on  straight 
chair  or  high  stool.  Stands  without  support  but 
ambulates  short  distances  with  crutches,  long  dis- 
tances such  as  several  blocks  in  wheelchair.  Gen- 
erally work  should  be  planned  from  a sitting  posi- 
tion, but  moving  about  to  pick  up  tools  or  to  adjust 
a machine  is  possible. 

Coordination. — Adequate  for  moderately  fine  and 
gross  work.  Patient  would  be  clumsy  in  such  work 
as  radio  or  watch  repair.  Fused  left  elbow  and  lim- 
itation in  supination  and  dorsiflexion  do  not  handi- 
cap patient  in  major  way  since  he  is  clever  at  com- 
pensation for  these  limitations  by  positioning  him- 
self and  using  tools  as  aids.  It  is  difficult  for  him  to 
get  in  between  parts  of  radio  for  example  with  left 
hand  or  to  get  under  slide  rest  of  lathe  since  space 
is  small  and  supination  is  limited. 

Speed. — Mechanical,  adequate.  Once  learns  op- 
eration speed  improves  as  it  does  with  repetition. 
When  working  out  mechanical  problems,  patient  is 
slow,  careful,  and  methodical.  Locomotion,  slow 
on  crutches. 

Work  Tolerance. — Working  continuously  for  two 
and  one-half  hours  in  morning  and  three  hours  in 
afternoon.  Appears  able  to  work  without  any  dis- 
comfort if  seated  and  probably  could  take  full  day’s 
work  if  light. 

Ability  to  Follow  Instructions. — Very  good. 

Aptitude. — Patient  did  particularly  well  on  physi- 
cal operation  of  wood  lathe  and  metal  lathe  as  well 


as  bench  assembly  of  fight  mechanism,  such  as  auto- 
mobile starter,  and  sorting  and  setting  of  type.  Is 
always  neat  and  meticulous  about  work. 

Attention  should  be  paid  to  past  experience  in 
United  Shoe  Machinery  Corporation  where  patient 
learned  cast  iron  molding.  Experience  might  make 
it  possible  for  him  to  fit  into  work  of  bench  core- 
maker  or  casting  inspector. 

Physical  Abilities. — Reach:  Fused  elbow  on  left 
limits  patient’s  reach  to  between  26  inches  of  arms 
length  and  12  inches  from  chest.  Limitation  in 
supination  and  dorsiflexion  in  both  upper  extremi- 
ties, palmar  flexion  and  pronation  of  left,  and  exten- 
sion of  right  elbow. 

Lift:  From  standing  position  patient  can  bend 

and  lift  fight  articles  from  floor.  When  seated  can 
lift  45  pounds  from  floor  to  table. 

Grasp:  Adequate  for  moderately  fine  work  such 
as  setting  type  and  gross  work  such  as  use  of  carpen- 
try tools.  Unable  to  use  force  with  hands  for  such 
activity  as  tightening  or  opening  hand  lock  nuts 
on  machines  or  opening  tight  windows.  Could  use 
tools  to  aid  in  releasing,  however.  Limitation  also 
in  using  tool  such  as  hammer  for  more  than  a short 
period  of  time. 

Carry:  Limited  to  weight  can  lift  and  things 
possibly  carried  with  crutches. 

Crawl  or  kneel:  Unable  to  do  either. 

Climb  stairs:  Able  to  do  so  with  crutches  with 
or  without  rails. 

Vision:  Appears  adequate. 

Speech:  Unimpaired. 

Relationship  to  Supervisors. — Always  friendly,  re- 
spectful, and  cooperative. 

Relationship  to  Fellow  TTorfcers. — Extremely  pleas- 
ant, soft  spoken  person,  who  shows  interest  in 
others  but  never  pries  into  their  affairs. 

Dependability. — Reliable  worker  without  constant 
supervision. 

Initiative. — Proceeds  willingly  when  supervision 
is  not  readily  available. 

Perseverance.— Shows  determination  to  complete 
assigned  tasks  successfully. 

Activities  of  Daily  Living. — Able  to  accomplish  all 
eating,  dressing,  ambulating,  and  personal  care  ac- 
tivities except  carrying  tray,  walking  on  rough  sur- 
faces, up  and  down  bus  steps,  in  and  out  of  automo- 
bile, or  getting  up  and  down  from  floor  without  sup- 
port. Most  of  these  were  not  tested,  and  patient 
should  improve  with  practice. 

Means  of  Getting  to  and  from  Work. — Patient  has 
not  tried  buses  but  feels  could  manage  same. 
Should  allow  more  time  than  average  person  for 
getting  from  place  to  place.  Might  receive  aid  from 
fellow  employe  where  on  job. 

Training  Potentials. — Mr.  B.  learns  quickly  and 
should  be  particularly  applicable  to  on-the-job  train- 
ing in  mechanical  work  of  some  kind.  Fields  of  work 
which  might  be  considered  are  (1)  foundry — hand 
coremaking,  casting  inspector;  (2)  plastics  prod- 
ucts manufacturing — fight  tool  and  diemaking  with 
training,  fight  finishing  operations  such  as  tumbler 
operator,  bench  grinding,  buffer  or  polisher,  inspec- 
tion: (3)  general  bench  work  of  light  nature  (assem- 
bly, sorting,  or  inspection).  Operation  of  machine 
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requiring  constant  and  repeated  reach  might  prove 
painful  to  upper  extremities,  e.g.,  drill  press  opera- 
tion. 

Activities  Used  in  Testing. — Sorting  and  setting 
of  type  from  California  job  case;  elementary  wood- 
working; disassembly  and  assembly  of  automobile 
starter;  operation  of  wood  lathe;  operation  of 
metal  lathe;  operation  of  mimeograph  machine; 
assembly  of  small  radio  kit;  use  of  rule  (accurate  in 
this);  simple  arithmetic  (accurate);  operation  of 
bench  grinder. 

Recommend. — Referral  to  Division  of  Vocational 
Rehabilitation  since  patient  has  good  work  poten- 
tials and  habits.  Placement  in  United  Shoe  Ma- 
chinery Corporation  seems  unlikely,  although  pa- 
tient might  have  abilities  necessary  for  job  other 
than  that  last  held  there. 

Fields  of  work  mentioned  above  were  discussed 
with  patient  in  order  to  assure  availability  of  same 
in  patient’s  home  area. 

The  importance  of  proper  psychologic  guidance 
throughout  the  rehabilitation  period  of  treatment 
cannot  be  overemphasized.  In  our  experience, 
however,  it  is  usually  not  necessary  to  secure  the 
services  of  a psychiatrist  to  achieve  the  goal. 
Very  often  the  necessary  psychologic  help  can  be 
procured  by  a proper  physician-patient  relation- 
ship. Since  this  disease  is  subject  to  swings  in 
severity  of  activity,  so  also  the  patient’s  moods 
show  reactive  swings  in  similar  directions.  It  is 
very  important  that  a continuous  watch  be  kept 
on  the  activity  of  the  disease  process,  and  this 
can  best  be  done  if  a single  physician  is  responsible 
and  gains  the  confidence  of  the  patient.  This 
type  of  relationship  can  result  in  very  effective 
psychotherapy  and  avoid  the  disappointing  shop- 
ping around  of  patients  and  reliance  on  “cures” 
which  serve  no  purpose  in  the  over-all  treatment 
program.  We  feel  that  the  best  results  are  ob- 
tained with  one  doctor  in  charge,  usually  the  in- 
ternist, the  others  acting  only  as  consultants. 
These  consultants  of  course  are  the  orthopedic 
surgeons,  physiatrist,  and  the  auxiliary  helpers 
such  as  the  occupational  therapists,  physical 
therapists,  social  workers,  brace  makers,  and  the 
rehabilitation  counsellor. 

Prevention  of  Unnecessary  Deformities 

While  the  medical  profession  is  still  looking  for 
a real  cure  of  rheumatoid  arthritis,  our  present 
efforts  must  be  in  the  direction  of  preventing  un- 
necessary crippling  by  this  disease.  We  have  al- 
ready been  disappointed  in  our  hopes  that  various 
hormone  treatments  would  result  in  specific  cures 
so  that  we  must  rely  on  good  coordination  of  all 
our  beneficial  therapies  in  order  to  get  the  best 
end  result.  Although  much  may  be  gained  by 
medicinal  therapy,  rest,  and  at  times  surgery,  the 
best  result  can  be  obtained  only  when  all  are  com- 
bined in  a properly  integrated  program  including 


physical  medicine  and  rehabilitation.  These  pa- 
tients will  benefit  by  a well-organized  and  super- 
vised system  of  exercises,  which  the  individual 
himself  performs  as  a part  of  daily  routine,  so 
that  limitations  of  motion  and  muscle  weaknesses 
do  not  insidiously  develop  and  cause  serious  de- 
formities. It  is  accordingly  recommended  that 
all  industrial  medical  treatments  of  the  arthritic 
patient  include  proper  provision  for  this  preven- 
tive aspect  of  medicine,  particularly  in  the  care  of 
patient  with  early  arthritis.  Fortunately  many 
patients,  and  perhaps  the  majority  of  patients 
under  proper  treatment,  reach  periods  of  inac- 
tivity or  stabilization  of  the  disease  process  so 
that  they  may  with  proper  treatment  and  guid- 
ance become  workers  capable  of  continuous  em- 
ployment for  numbers  of  years.  Even  so,  care- 
ful medical  checkup  is  advisable  throughout  the 
working  period.  By  means  of  proper  evaluation 
and  placement  of  the  patient  in  appropriate  work 
situations  it  should  be  possible  to  employ  gain- 
fully a large  percentage  of  patients  with  some 
handicap  from  rheumatoid  arthritis. 

Summary  and  Conclusions 

1.  The  present  information  on  incidence  of 
rheumatoid  arthritis  according  to  occupation  is 
inconclusive.  Apparently  outdoor  exposure  is 
not  harmful,  but  more  accurate  and  extensive 
studies  appear  indicated. 

2.  Trauma  is  often  a precipitating  cause  of 
rheumatoid  arthritis  and  accordingly  an  impor- 
tant subject  in  industrial  medicine. 

3.  Proper  medical  management  of  early  cases 
of  rheumatoid  arthritis  is  of  extreme  importance, 
and  the  principles  of  treatment  have  been  out- 
lined. 

4.  Use  of  procedures  in  physical  medicine  and 
rehabilitation  may  do  much  to  prevent  deform- 
ities, pain,  and  permanent  crippling  and  to  help 
the  workman  find  and  adjust  to  his  most  suitable 
occupation. 
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Discussion 

Lewis  Dickar,  M.D.,  Brooklyn.— I appreciate  the 
opportunity  to  discuss  this  most  pertinent  paper  on 
a very-  important  phase  of  industrial  medicine.  Sev- 
eral points  should  be  stressed:  (1)  Rheumatoid 
arthritis  is  not  an  industrial  disease;  (2)  early  diag- 
nosis and  adequate  treatment  and  training  are  neces- 
sary for  a successful  result;  (3)  there  must  be  real- 
istic solution  of  economic  problems  by  selective 
placement. 
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Dr.  Watkins  discussed  a disputed  point,  the  rela- 
tionship of  trauma  to  rheumatoid  arthritis.  If  evi- 
dence of  rheumatoid  arthritis  is  found  following  an 
injury,  it  is  obvious  that  the  rheumatic  condition  an- 
tedated the  injury  and  the  adding  trauma  to  disease 
resulted  in  an  acute  process.  The  worker  may  deny 
previous  attacks,  but  this  still  is  not  causal  relation. 
However,  aggravation  of  a pre-existing  condition  is 
sufficient  under  the  laws  of  this  State  to  establish  a 
bona  fide  claim.  If  we  carry  this  argument  further, 
an  injury  to  a knee  cannot  produce  arthritic  changes 
in  other  parts  of  the  body ; the  result  of  such  a situ- 
ation requires  investigation  and  clarification. 

In  order  to  achieve  the  goal  of  total  rehabilitation, 
the  team  approach  is  necessary  with  one  physician 
acting  as  coordinator  and  calling  on  the  sendees  of 
the  other  team  members  as  needed.  Dr.  Watkins 
has  brought  out  the  importance  of  a well-planned  re- 
habilitation program,  using  the  many  physical  thera- 
peutic measures  and  the  studies  of  a psychologist 
and  vocational  counselor  to  attain  a satisfactory  end 
result.  In  order  to  maintain  a wage  earner  so  that 
he  may  continue  to  be  one.  he  must  have  joints  that 
move  and  muscles  strong  enough  to  move  the  joints. 
It  is  here  that  exercise  therapy  assumes  its  rightful 
importance,  using  the  apparatus  available  in  a well- 
equipped  clinic  or  office  and  intensive  occupational 
therapy  supplemented  with  a home  regime  of  ac- 
tivity. Testing  for  activities  of  daily  firing,  the 
many  things  that  all  of  us  do  each  day  without 
thought,  is  a vital  part  of  the  rehabilitation  program 
for  a varying  number  of  these  may  be  impossible  for 


[X.  Y.  State  J.  M 

the  arthritic  because  of  limitation  of  joint  motion 
and  weakness  of  muscles.  We  must  know  whether 
the  patient  can  travel,  feed  himself,  operate  a switch, 
or  perform  any  of  the  ordinary  actions  necessary  to 
get  through  a day.  Occupational  analysis  is  the 
logical  continuation  to  determine  the  extra  motions 
that  are  needed  in  specific  job  situations.  .Vs 
already  mentioned,  once  the  deficits  are  noted, 
training  can  be  started  to  compensate  for  the  disa-  \ 
bilities  which  are  present.  - 

The  prevention  of  deformities  is  an  aspect  of 
treatment  that  may  be  overlooked.  Bed  rest  with- 
out adequate  attention  to  bed  posture  or  confine- 
ment to  a chair  can  produce  crippling  contractures. 

These  are  prevented  or  minimized  by  including  spe- 
cific exercises  designed  to  overcome  the  tendency  to 
deformities. 

It  is  only  through  a total  rehabilitation  program 
that  we  are  able  to  return  the  patient  to  industry  as 
a worker  in  a productive  capacity.  May  I add  that 
almost  any  industrial  casualty  can  be  restored  to 
some  degree  of  usefulness  in  a shorter  period  of  time 
and  with  a diminished  schedule  loss  if  a vigorous  | 
rehabilitation  program  is  instituted  early  in  conva- 
lescence. thus  avoiding  the  deleterious  effects  of 
prolonged  inactivity. 

We  must  regard  the  patient  with  arthritis  not  as 
a diagnosis  but  as  a man  with  responsibilities  who 
has  a crippling  disease  that  requires  the  entire  gamut 
of  our  resources  to  restore  him  to  usefulness.  We 
must  develop  his  abilities  and  teach  him  to  five  and 
work  in  spite  of  his  disabilities. 


NFME  SEEKS  NATIONAL  CHARTER 

A bill  (S-1748)  to  grant  the  National  Fund  for 
Medical  Education  a national  charter  was  intro- 
duced in  the  Senate,  the  first  week  in  May,  by  Sen. 
Robert  A.  Taft  (R-Ohio).  Through  the  proposed 
legislation,  the  National  Fund  would  be  on  the  same 
footing  as  the  American  Red  Cross  and  a handful 
of  other  agencies  who  enjoy  the  prestige  of  a Con- 


gressional charter.  Also,  it  would  help  immeasur- 
ably in  the  fund's  approach  to  industry  and  business 
for  support  of  their  program  to  help  the  nation’s 
medical  schools  maintain  financial  independence 
and  regain  solvency. 

— American  Medical  Education  Foundation  Bulle- 
tin, May  11.  19-53 


RE-EVALUATION  OF  PREVIOUSLY  TREATED  SYPHILIS  CASES 


Dr.  Sidney  S.  Lee  presented  a plan  in  the  ICcai 
Virginia  Medical  Journal.  April,  1953.  for  re-evalua- 
tion of  patients  who  have  been  treated  for  syphilis 
in  prepenicillin  days,  suggesting  that  physicians 
might  properly  review  their  records  and  contact 
individual  patients  with  a view  to  rechecking  their 
status. 


He  appends  venereal  disease  treatment  schedules 
including  the  routine  schedule  and  intensive  sched- 
ules and  indications  for  each. 

The  writer  is  of  the  opinion  that  re-evaluation  of 
these  patients  and  retreatment  where  necessary 
may  be  expected  to  decrease  disability  and  de- 
pendency and  reduce  the  syphilis  death  rate. 


ION  EXCHANGE  RESINS  IN  THE  MANAGEMENT  OF  EDEMA 

George  E.  Miller,  M.D.,  Buffalo,  New  York 

{From  the  Departments  of  Medicine  of  the  University  of  Buffalo  School  of  Medicine  and  the  Buffalo  General 

Hospital) 


SYNTHETIC  ion  exchange  materials  have  en- 
joyed wide  application  in  analytic  and  com- 
mercial chemistry  for  several  decades,  but  their 
introduction  into  clinical  medicine  is  a relatively 
recent  event.  The  usefulness  of  these  complex 
molecular  aggregates  depends  upon  a unique 
property  whereby  ions  loosely  bound  at  the  sur- 
face of  the  molecule  may  be  exchanged  for  other 
ions  of  the  same  electrical  charge  in  the  surround- 
ing media.  A free  ion  may  in  this  manner  be 
immobilized  by  being  bound  to  the  surface  of  an 
insoluble  substance.  It  is  this  property  which 
makes  the  cation  exchange  resin  a good  water 
softener  (through  the  exchange  of  soluble  sodium 
ions  originally  incorporated  in  the  resin  for  in- 
soluble calcium  ions  in  hard  water),  and  it  is  the 
same  property  which  suggested  to  Dock  that  it 
might  be  useful  in  binding  sodium  in  the  gastroin- 
testinal tract  of  the  patient  with  edema. 

Since  Dock’s  original  report  in  19461  clinical 
investigation  and  therapeutic  trial  of  cation  ex- 
change resins  have  been  pursued  vigorously.  The 
initial  enthusiasm  with  which  they  were  greeted 
has  subsequently  been  modified  by  discourage- 
ment in  their  applicability.  It  is  perhaps  worth 
while  now  to  re-examine  these  agents  in  the  fight 
of  accumulated  experience  and  to  attempt  an 
assessment  of  their  therapeutic  usefulness. 

In  the  fundamental  property  of  ion  exchange  all 
presently  available  cation  exchange  resins  are  sim- 
ilar, differences  lying  principally  in  the  details  of 
structure.  Architecturally  each  resin  molecule 
might  be  likened  to  a sponge  which  contains  on 
all  exposed  surfaces  specific  chemical  groups 
which  are  active  in  the  exchange  process.  Car- 
boxy  he  resins* *  are  characterized  by  COO  _H+ 
groups  at  the  surface,  sulfonic  resins  f by  S03_H  + 
groups.  In  each  instance  it  is  the  positively 
charged  ion  which  is  available  for  exchange  with 
other  ions  of  like  charge.  The  rapidity  and  com- 
pleteness of  this  exchange  depends  upon  several 
factors  of  which  the  most  important  are  the  pH 
of  the  solution  in  which  the  resin  is  suspended  and 
the  relative  concentrations  of  cations  present  in 
the  solution.  Sulfonic  resins  exhibit  maximal 
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Fig.  1.  Representative  fecal  excretions  of  se- 
lected ions  before  and  after  administration  of  car- 
boxylic resins  in  several  forms  (data  for  ammonium 
form  from  Danowski  et  al.10). 

exchange  capacity  at  pH  3 to  10,  while  carboxylic 
resins  are  maximally  effective  only  in  alkaline 
solutions  (pH  8 to  10).  At  lower  pH  levels  these 
resins  revert  to  the  hydrogen  form.2  With 
either  type  at  the  pH  of  greatest  capacity,  ex- 
change of  specific  ions  depends  upon  relative  con- 
centration, those  in  higher  concentration  being 
exchanged  more  rapidly  and  completely  than 
those  at  lower  concentration.  As  an  exception  to 
this  rule,  ions  of  higher  molecular  weight  and 
valence  may  be  preferentially  exchanged,  e.g., 
Ca++  greater  than  K+  greater  than  Na+. 

Such  considerations  indicate  that  the  exchange 
process  is  reversible  and  in  vitro  may  be  con- 
trolled at  will  by  altering  these  variables.  It  is  by 
exercising  such  control  that  several  resins  (Reso- 
dec, Natrinil,  Katonium)  are  in  part  converted 
from  the  hydrogen  to  the  ammonium  form.  This 
conversion  is  undertaken  because  a hydrogen 
resin  administered  orally  may  produce  burning  dis- 
comfort in  the  mouth  and  esophagus.  However, 
when  resin  in  the  ammonium  form  reaches  the 
stomach  (pH  1.5),  it  is  slowly  converted  in  vivo 
to  the  hydrogen  form  releasing  ammonium  ions 
for  absorption.  With  passage  down  the  gastro- 
intestinal tract  the  hydrogen  ions  now  present  on 
the  surface  of  the  resin  are  exchanged  for  other 
ions  of  like  charge  as  pH  of  the  intestinal  content 
steadily  rises.  The  significant  alterations  in 
stool  composition  that  result  from  administration 
of  a carboxylic  resin  in  the  ammonium  form  are 
shown  in  Fig.  1.  One  could  infer  from  these  data 
that  depletion  of  body  potassium  might  be  an  un- 
desirable side-effect  of  resin  administration. 
Such  was  the  case  in  the  early  history  of  resin 
therapy.3  It  is  for  this  reason  that  all  presently 
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available  preparations  are  supplied  in  part  in  the 
potassium  form.  Like  the  ammonium  form,  at 
the  acid  pH  of  the  stomach,  the  potassium  resin 
is  promptly  converted  to  a hydrogen  resin  releas- 
ing the  potassium  supplement  for  absorption. 
This  supplement  is  usually  adequate  to  prevent 
the  demonstration  by  the  usual  methods  of  neg- 
ative potassium  balance.  However,  where  resin 
is  used  over  a long  period  of  time,  it  has  been 
shown  that  significant  reduction  in  body  potas- 
sium does  occur.4  This  may  be  prevented  by 
additional  supplementation  with  potassium  salts 
or  citrus  fruit  juices.  The  alteration  in  composi- 
tion of  feces  when  a carboxylic  resin  in  the  ammo- 
nium-potassium form  is  administered  orally  is 
shown  in  Fig.  1. 

Although  calcium  and  magnesium  excretions 
are  not  indicated  in  these  diagrams,  evidence  is 
available  to  show  that  the  fecal  content  of  these 
cations  is  not  significantly  increased  following  ad- 
ministration of  carboxylic  resins.3,4  In  all  prob- 
ability this  is  explained  by  the  fact  that  these 
elements  are  nonionized  in  that  portion  of  the 
gastrointestinal  tract  where  pH  is  high  and  ex- 
change is  most  effective.  The  hypocalcemia  that 
has  occasionally  been  reported  following  admin- 
istration of  sulfonic  resins4  may  be  accounted  for 
by  the  high  exchange  capacity  of  this  resin  at 
the  low  pH  where  calcium  in  the  intestinal  con- 
tent may  be  present  in  an  ionized  and  exchange- 
able form. 

These  pharmacologic  properties  would  cer- 
tainly suggest  cation  exchange  resins  as  desirable 
agents  in  the  treatment  of  edematous  states.  By 
binding  a significant  amount  of  sodium  in  the  gas- 
trointestinal tract  they  might  make  it  possible  to 
provide  patients  with  larger  quantities  of  dietary 
salt  , a measure  that  is  often  desirable  in  improving 
nutrition  which  not  uncommonly  suffers  with 
salt  restriction.  When  used  in  conjunction  with 
a low-salt  diet,  it  might  be  possible  to  induce  a 
negative  sodium  balance,  with  its  attendant  di- 
uresis, by  binding  endogenous  sodium.  In  prac- 
tice both  of  these  objectives  can  be  accomplished, 
but  in  so  doing  complications  appear  which  in 
many  respects  have  limited  the  usefulness  of  this 
therapy. 

The  most  prominent  of  these  complications 
arises  from  the  flavor,  the  texture,  and  the  bulk  of 
the  resin.  Despite  improvements  in  the  original 
materials  which  resembled  sand  in  appearance 
and  flavor,  there  is  still  a flatness  to  resins  which 
cannot  be  successfully  disguised  by  flavoring  or  by 
the  use  of  a great  variety  of  vehicles.  This  dis- 
taste added  to  the  considerable  bulk  represented 
by  a single  15-Gm.  dose,  which  must  ordinarily 
be  repeated  three  times  a day,  leads  frequently  to 
anorexia,  nausea,  epigastric  fullness  and  discom- 
fort, gaseous  eructation,  and  occasional  vomiting. 
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Fig.  2.  Subjective  symptoms  in  first  30  patients 
treated  with  cation  exchange  resins. 


Abdominal  cramps  and  constipation,  which  may 
be  of  sufficient  severity  to  cause  fecal  impaction 
or  diarrhea,  are  often  seen  (Fig.  2). 

Of  the  first  30  patients  treated  in  this  clinic 
with  a cation  exchange  resin.  14  refused  further 
treatment  after  one  to  ten  days  because  of  the 
development  of  one  or  more  of  the  above-men- 
tioned symptoms.  Only  four  of  the  remaining 
group  of  patients  offered  no  complaint  at  all. 
The  others  persisted  in  the  use  of  the  drug  only 
because  they  were  convinced  by  constant  reitera- 
tion that  it  was  of  sufficient  benefit  to  make  it 
necessary  for  them  to  overlook  the  discomfort 
attendant  upon  its  use.  Our  further  experience 
with  resin  has  not  been  attended  by  a reduction 
in  the  incidence  of  such  side-effects.  In  office 
practice  the  incidence  of  refusal  of  further  medi- 
cation is  even  higher  than  the  50  per  cent  encoun- 
tered in  these  hospitalized  patients. 

This  resistance  to  continued  therapy  has  oc- 
curred despite  the  fact  that  in  every  instance  in 
which  resin  was  administered  for  more  than  three 
days  there  was  a significant  improvement  in  the 
patient  when  such  improvement  was  measured  in 
terms  of  urine  volume,  body  weight,  or  degree  of 
edema.  Thus  it  becomes  necessary  to  face  the 
dilemma  of  a strikingly  effective  therapeutic 
agent  which  frequently  becomes  intolerable  to 
the  patient  after  a relatively  short  period  of  ad- 
ministration. The  vigorous  efforts  of  pharmaceu- 
tical houses  to  solve  this  problem  by  supplying  res- 
ins of  greater  palatability  and  smaller  bulk  with- 
out sacrifice  of  therapeutic  effectiveness,  the 
imaginative  devices  such  as  incorporation  of  res- 
ins in  foodstuffs,  and  the  juggling  of  administration 
routines  have  not  yet  led  to  a solution  that  is 
acceptable  to  the  patient,  particularly  after  he 
becomes  aware  of  the  expense  of  such  treatment. 

It  is  these  facts  which  have  led  us  to  the  con- 
clusion that  resin  therapy  might  properly  be  re- 
served for  the  patient  with  intractable  edema, 
the  patient  who  is  being  seen  daily  and  can  be  re- 
assured regularly  of  the  value  and  benefit  of  the 
treatment.  The  importance  of  such  regular  re- 
assurance cannot  be  overemphasized  for  it  has 
been  a general  experience  that  the  acceptability 
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of  the  medication  is  almost  directly  proportional 
to  the  enthusiasm  with  which  it  is  prescribed. 
Few  physicians  who  have  sampled  resin  can  pre- 
scribe it  with  enthusiasm  for  every  patient  who 
has  a mild  degree  of  fluid  retention  which  is  re- 
sponding in  a satisfactory  manner  to  other  agents. 
Nor  does  this  attitude  deny  to  a patient  the  bene- 
fit of  a superior  therapy.  There  is  no  convincing 
evidence  that  routine  treatment  of  the  edematous 
patient  with  cation  exchange  resins  offers  any 
advantage  over  the  use  of  low-salt  diet  and  mer- 
curial diuretics. 

The  patient  with  resistant  edema,  however, 
presents  a more  serious  therapeutic  problem,  and 
it  is  here  that  the  impressive  worth  of  the  cation 
exchange  resin  is  most  forcefully  demonstrated. 
This  can  best  be  illustrated  by  citing  three  pa- 
tients who  represent  the  intractable  fluid  reten- 
tion which  might  be  encountered  in  cardiac,  renal, 
and  hepatic  dysfunction. 

Case  1. — Mr.  A.  A.,  a sixty-four-year-old  business- 
man, first  noted  shortness  of  breath  and  ankle 
swelling  six  years  before  admission.  He  was  told 
that  he  had  high  blood  pressure  and  heart  failure 
and  was  treated  successfully  by  bed  rest  and  digi- 
talis. A second  episode  of  cardiac  decompensation 
three  years  later  was  also  successfully  treated  in  the 
same  fashion.  Eight  months  before  admission  he 
noted  once  more  peripheral  edema  and  dyspnea 
which  slowly  progressed  despite  the  continued 
administration  of  digitalis,  low-salt  diet,  and  a 
reduction  in  activity.  Mercurial  diuretics  which 
had  been  very  effective  early  in  the  course  of  this 
illness  produced  no  significant  diuresis  during  the 
several  weeks  immediately  preceding  hospitaliza- 
tion. 

At  the  time  of  admission  he  exhibited  moderate 
dyspnea,  orthopnea  at  rest,  and  presented  striking 
evidence  of  congestive  heart  failure  with  basal  rales, 
right  pleural  effusion,  marked  enlargement  of  the 
heart  to  the  left  with  a totally  irregular  rhythm, 
distended  neck  veins,  hepatomegaly,  ascites,  and 
edema  as  high  as  midsacrum. 

Some  of  the  alterations  in  salt  and  water  me- 
tabolism which  attended  the  addition  of  cation 
exchange  resin  to  the  therapeutic  regimen  in  this 
patient  are  indicated  in  Fig.  3.  The  favorable 
response  to  resin  administration  is  shown  by  the 
increase  in  urine  volume  and  the  fall  in  body 
weight  as  edema  fluid  was  mobilized.  Such  a 
response  is  regularly  seen  in  congestive  heart 
failure  when  the  sodium  intake  is  carefully  con- 
trolled and  the  cation  exchange  resin  is  free  to 
bind  endogenous  sodium.  At  the  same  time  it 
will  be  noted  that  the  amount  of  fecal  sodium, 
which  always  exceeded  sodium  intake  during  resin 
therapy,  decreased  steadily  as  resin  adminis- 
tration continued.  There  is  evidence  to  suggest 
that  this  is  a hormonal  response  to  the  marked 
limitation  of  available  sodium,  a response  that 
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Fig.  3.  Alterations  in  water  and  sodium  metab- 
olism in  resistant  congestive  heart  failure  treated 
with  cation  exchange  resin. 

leads  to  the  reduction  in  urinary,  sweat,  and  sali- 
vary as  well  as  gastrointestinal  sodium  excre- 
tion.5 This  may  lead  to  a steady  diminution  in 
the  effectiveness  of  the  resin.  That  such  was  the 
case  here  is  indicated  by  the  flattening  of  the 
weight  curve  and  the  fall  in  urine  volume. 

Of  equal  importance,  however,  is  the  striking 
potentiation  of  mercurial  diuresis  which  may  fol- 
low resin  administration.  At  the  end  of  ten  days 
this  previously  unresponsive  patient  produced 
over  7 L.  of  urine  in  the  twenty-four  hours  fol- 
lowing a 2-ml.  intramuscular  injection  of  an  or- 
ganic mercurial.  Four  days  after  the  resin  was 
discontinued  a similar  injection  produced  a barely 
perceptible  response,  but  on  a subsequent  occas- 
ion following  administration  of  resin  at  a lower 
dose  level  the  potentiation  was  evident  once  more. 
While  such  restoration  of  mercurial  responsiveness 
might  also  have  been  accomplished  with  adequate 
amounts  of  ammonium  chloride,  the  cation  ex- 
change resin  has  the  additional  advantage  of  it- 
self contributing  in  a very  striking  way  to  the  re- 
lease of  edema  fluid. 

At  the  same  time  it  should  be  borne  in  mind 
that  such  a massive  diuresis  as  occurred  in  this 
patient  is  not  without  its  dangers.  A mercurial 
diuretic  not  only  increases  the  urinary  excretion 
of  chloride,  sodium,  and  water  but  also  leads  to 
the  loss  of  large  amounts  of  potassium.  In  this 
instance  there  was  a fourfold  increase  in  urinary 
potassium  and  a fall  of  the  serum  potassium  con- 
centration from  5.5  to  4.2  mEq.  per  L.  during 
this  twenty-four-hour  period.  Such  a reduction 
in  extracellular  potassium  concentration  might 
easily  lead  to  the  appearance  of  signs  of  digitalis 
intoxication  in  the  patient  who  is  fully  digita- 
lized.6 

Case  2. — Mr.  D.  D.,  a sixty-two-year-old  Italian 
clerk,  developed  ankle  swelling,  fatigue,  weakness, 
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Fig.  4.  Alteration  in  water  and  sodium  metab- 
olism in  resistant  edema  of  hepatic  cirrhosis  treated 
with  cation  exchange  resin. 


and  slow  weight  loss  one  year  prior  to  his  admission. 
Investigation  established  a diagnosis  of  hepatic 
cirrhosis  on  the  basis  of  clinical  and  laboratory 
findings  which  included  macrocytic  anemia,  hypo- 
albuminemia,  bilirubinemia,  bromsulfalein  reten- 
tion, alkaline  phosphatase  retention,  and  esophageal 
varices.  Treatment  with  a high-carbohydra  te , 
high-protein,  low-salt  diet  was  followed  by  a re- 
mission of  symptoms,  but  as  he  slipped  away  from 
that  diet,  there  was  a reappearance  of  the  manifesta- 
tions of  his  disease,  and  he  was  admitted  with 
edema  reaching  the  lower  thoracic  area  and  a large 
accumulation  of  free  abdominal  fluid.  The  only 
other  important  physical  findings  were  the  presence 
of  a few  angiomata  and  evidence  of  a considerable 
weight  loss.  Resumption  of  adequate  diet  and 
administration  of  mercurial  diuretics  were  not 
attended  by  a satisfactory  response. 

This  patient  was  tenaciously  clinging  to  his  body 
water,  and  only  the  mechanical  removal  of  ascites 
had  been  successful  in  reducing  the  accumulated 
fluid.  The  addition  of  resin  to  the  therapeutic 
program  was  accomplished  by  an  increase  in 
sodium  excretion  in  the  feces,  an  increase  in 
urine  volume,  and  a fall  in  body  weight  (Fig.  4). 
Despite  the  appearance  of  mild  diarrhea  and  ab- 
dominal cramps  resin  administration  was  con- 
tinued, and  the  reduction  in  edema  was  slow  but 
steady.  By  the  end  of  the  fourth  day  of  this 
treatment,  marked  lethargy,  irritability,  and  some 
mental  slowing  first  appeared.  At  the  same  time 
there  was  clearh'  an  increase  in  fatigue  and 
weakness.  Two  days  later  a tremor  became 
evident.  By  the  end  of  one  week  severe  anorexia 
and  nausea  developed,  and  it  became  necessary  to 
discontinue  this  therapy.  At  a later  date  a one- 


week  course  of  resin  resulted  in  the  same  thera- 
peutic response  and  the  same  complicating  symp- 
toms which  vanished  within  five  days  of  this 
medication. 

The  cause  of  these  curious  neuromuscular  sym- 
torns  was  not  at  the  time  satisfactorily  explained. 
Acidosis,  water  intoxication,  and  cation  depletion, 
complications  that  might  attend  cation  exchange 
resin  therapy,  could  not  be  supported  by  labora- 
tory data.  Other  possibilities  seemed  even  less 
likely.  However,  two  recent  papers7’*  from  the 
Thorndike  Laboratory  are  timely  reminders  that 
among  the  hepatic  functions  which  may  be  im- 
paired in  cirrhosis  is  the  ability  to  convert  am- 
monia to  urea.  Although  conclusive  proof  is 
lacking,  it  now  seems  clear  that  this  patient  was 
probably  suffering  from  ammonia  intoxication 
that  resulted  from  the  administration  of  resin  in 
the  ammonium  form.  This  distressing  and  dan- 
gerous complication  can  be  avoided  by  the  use  of 
a hydrogen  resin  which  is  equally  effective  in 
combating  fluid  retention. 

Although  it  is  not  demonstrated  in  Fig.  4.  the 
potentiation  of  mercurial  diuresis  may  also  be 
achieved  in  the  patient  with  hepatic  cirrhosis  fol- 
lowing cation  exchange  resin  therapy. 

Case  3. — Mr.  S.  K.,  a fifty-seven-year-old  shop- 
keeper, first  learned  of  his  kidney  disease  at  the 
age  of  forty-eight  when  hypertension  and  albumi- 
nuria were  discovered  in  the  course  of  an  investiga- 
tion of  vertigo.  With  symptomatic  treatment  he 
felt  well  during  a large  part  of  the  next  five  years. 
Paroxysms  of  dyspnea  then  made  their  appearance 
and  recurred  over  a period  of  two  years,  after  which 
they  disappeared.  He  felt  well  from  that  time  until 
three  months  before  admission  when  morning  swell- 
ing of  the  face  was  first  noted.  Subsequently  he 
developed  swelling  of  the  arms  and  legs.  During 
the  few  weeks  preceding  admission  there  was  a 25- 
pound  weight  gain  despite  treatment. 

On  examination  the  most  striking  finding  was  the 
generalized  edema  with  free  fluid  in  the  peritoneal 
and  pleural  cavities  without  evidence  of  congestive 
heart  failure.  Blood  pressure  was  150/96.  Eye- 
grounds  showed  no  marked  change  from  normal. 

A clinical  impression  of  the  nephrotic  phase  of 
chronic  glomerular  nephritis  was  supported  by  the 
finding  of  marked  albuminuria,  hypoalbuminemia. 
and  slight  hypercholesterolemia. 

Administration  of  a cation  exchange  resin, 
after  an  observation  period  on  a low-salt  diet,  was 
accompanied  by  the  expected  increase  in  fecal 
sodium,  increase  in  urine  volume,  and  reduction 
in  body  weight  as  edema  fluid  was  mobilized 
(Fig.  5).  Although  no  control  observation  was 
made  in  this  patient,  the  data  suggest  an  accen- 
tuation of  mercurial  diuresis  since  the  excretion 
of  3,300  ml.  of  urine  following  a 1-nil.  intramus- 
cular dose  of  an  organic  mercurial  is  unusual  in 
our  experience  with  the  nephrotic  syndrome. 
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Fig.  5.  Alteration  in  water  and  sodium  metab- 
olism in  the  nephrotic  syndrome  treated  with  cation 
exchange  resin. 


No  subjective  discomfort  resulted  from  the  ad- 
ministration of  resin  to  this  patient,  but  renal 
dysfunction  led  to  an  anticipated  complication 
which  was  evidenced  by  the  steady  fall  in  serum 
bicarbonate.  While  a mild  reduction  of  carbon 
dioxide  combining  power  is  a regularly  encoun- 
tered and  often  desirable  accompaniment  of  resin 
therapy,  the  reduction  in  this  instance  was  ulti- 
mately of  sufficient  degree  to  force  the  interrup- 
tion of  treatment.  The  mechanism  of  this  disor- 
der lies  in  the  need  for  electrical  neutrality  of  a 
solution  of  electrolytes:  the  urine.  Where  cat- 
ion absorption  from  the  gastrointestinal  tract 
is  sharply  limited,  the  normal  renal  response 
is  a prompt  substitution  of  ammonia  for  such 
of  these  cations  as  would  ordinarily  appear 
in  the  urine  (Fig.  6,  S.  G.)  In  renal  disease 
the  tubular  synthesis  of  ammonia  may  be  mark- 
edly impaired,  and  this  response  to  cation  restric- 
tion may  be  both  slow  and  incomplete.  The 
inadequate  response  in  this  patient  is  shown  in 
Fig.  6,  S.  K. 

It  might  be  reasoned  that  if  anion  were  also 
bound  in  the  gastrointestinal  tract,  the  demand 
for  urinary  ammonia  would  be  sharply  reduced. 
This  reasoning  has  led  to  the  incorporation  of  an 
anion  exchange  resin  in  one  commercially  available 
cation  exchange  resin.9  The  addition  of  an  anion 
exchange  material  in  this  instance  did  not  retard 
the  fall  in  serum  bicarbonate,  and,  in  general, 
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Fig.  6.  Tubular  ammonia  production  by  normal 
(S.  G.)  and  diseased  (S.  K.)  kidneys  following  cation 
exchange  resin. 


we  have  found  these  materials  to  be  incapable  of 
binding  significant  amounts  of  anion  in  the  gas- 
trointestinal tract  (Fig.  1).  The  danger  of  acido- 
sis is  always  present  in  the  patient  with  renal 
disease  treated  by  any  method  of  sodium  restric- 
tion. That  danger  does  not,  however,  constitute 
an  absolute  contraindication  to  exchange  resin 
therapy.  Close  observation  and  frequent  meas- 
urement of  serum  bicarbonate  make  this  a rea- 
sonable risk  where  the  benefit,  as  in  this  patient, 
may  be  great. 

Summary 

These  cases  have  been  selected  from  a larger 
group  as  illustrative  examples  of  the  particular 
benefits,  as  well  as  some  of  the  pitfalls,  of  cation 
exchange  resin  therapy  in  edematous  states.  It 
might  be  concluded  that  these  are  potent  thera- 
peutic agents  which  will  almost  invariably  lead 
to  a negative  sodium  balance  and  water  diuresis 
when  administered  with  a low-salt  diet.  The 
high  incidence  of  gastrointestinal  disturbance 
which  attends  their  use  makes  them  unsatisfac- 
tory at  this  time  in  the  routine  therapy  of  edema. 
In  the  patient  with  resistant  edema  they 
may  produce  dramatic  results.  In  the  patient 
with  hepatic  dysfunction  and  edema  the  danger 
of  ammonia  intoxication  exists  where  an  ammo- 
nium form  of  resin  is  used.  In  the  patient  with 
renal  dysfunction  and  edema  the  danger  of  acid- 
osis does  not  appear  to  be  lessened  by  the  addition 
of  an  anion  exchange  material  to  a cation  ex- 
change resin. 
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Discussion 

J.  E.  Stolfi,  M.D.,  Brooklyn. — In  1946  when  Dr. 
William  Dock  began  to  use  the  cation  exchange 
resins  on  our  wards  at  the  Kings  County  Hospital 
in  Brooklyn,  unpalatability  of  the  preparation  and 
constipation  were  two  of  the  biggest  obstacles 
to  its  acceptance  by  the  patient.  As  Dr.  Miller 
has  told  us,  the  same  difficulties  exist  today. 

The  occasional  cardiac,  cirrhotic,  or  nephrotic 
who  accepts  the  sandy  medicine  will  lose  salt  and 
water  and  need  less  frequent  mercurial  injections 
and/or  paracentesis.  In  that  one  statement  lies 
the  only  advantage  of  this  preparation  over  our 
previous  regimes. 

When  the  resins  are  used  in  the  cardiac,  the 
patient  may  have  to  pay  a high  price  for  the  privilege 
of  eating  sodium-containing  foods.  Depending  on 
the  relative  concentrations,  of  sodium  and  potassium 
in  his  gastrointestinal  tract,  as  well  as  his  renal 
function,  he  may  develop  the  low-sodium  syndrome, 
hypopotassemia,  acidosis,  or  disturbances  in  his 
response  to  digitalis. 

It  is  wise  in  the  patient  who  develops  intractable 
edema  while  on  mercurials  or  cation  exchange  resins 
to  think  of  the  low-sodium  syndrome  and  confirm 
it  by  obtaining  sodium  levels  from  blood  serum 
specimens.  The  administration  of  hypertonic  saline 
solution  intravenously  caused  a marked  diuresis  in 
several  such  patients  observed  by  us. 

Asthenia,  drowsiness,  and  even  stupor  should 
alert  the  physician  to  the  possibility  of  potassium 
abnormalities.  Blood  potassium  levels  and  the 
second  lead  of  the  electrocardiogram  will  usually 
settle  that  question. 

Hyperkalemia  may  make  it  necessary  to  increase 
the  dose  of  digitalis  to  maintain  control  of  the  de- 
compensated cardiac;  converseh*,  hypokalemia  will 
make  reduction  of  the  digitalis  dose  necessary  to 
avoid  arrhythmias  and  other  signs  of  digitalis 
toxicity. 


The  cirrhotic  with  ascites  may  also  pay  a high 
price.  The  cation  exchange  resins  so  upset  his 
unreceptive  gastrointestinal  tract  that  he  loses  his 
appetite,  becomes  nauseated,  and  may  on  occasion 
vomit.  These  reactions  deprive  him  of  the  factor 
that  he  needs  most  of  all — -good  nourishing  food  in 
ample  quantities. 

.Hong  with  reports  in  the  literature,  we  have  ob- 
served ammonium  toxicity  in  patients  with  liver 
disease  who  have  been  fed  the  ammonium-containing 
resins.  Confusion,  tremor,  and  disorientation  are 
the  danger  signs.  Discontinuance  of  the  resin 
cures  that  complication. 

There  are  reports  of  good  results  in  the  nephrotic 
patient  with  the  cation  exchange  resins.  Our  ex- 
perience has  been  very  limited,  and  we  cannot  talk 
about  that  phase  with  authority.  However,  we  feel 
that  in  the  presence  of  kidney  disease,  especially 
with  an  elevated  urea,  the  resins  must  be  adminis- 
tered with  great  caution. 

The  damaged  kidneys  cannot  compensate  for  the 
acidosis  usually  produced,  and,  in  addition,  the  po- 
tassium levels  thatresult  will  again  van*  according  to 
the  relative  concentrations  of  sodium  and  potassium 
in  the  gastrointestinal  tract  when  the  drug  was  ad- 
ministered. There  may  result  either  hypo-  or  hy- 
perkalemia. 

In  cases  of  hyperpotassemia  some  have  used 
resins  by  enema  to  remove  the  excess  cation.  Dock 
prefers  insulin  and  glucose  infusions  to  lower  the 
potassium  levels  faster.  That  therapeutic  trick  is 
worth  remembering  if  one  intends  to  use  these 
preparations  widely. 

Several  pharmaceutic  houses  have  produced 
reasonably  tasty  mixtures,  while  others  tried  com- 
bining potassium  with  both  cation  and  anion  ex- 
changers in  an  attempt  to  obviate  hypokalemia  and 
acidosis.  Their  efficacy  remains  to  be  seen. 

In  conclusion,  our  experience  with  the  resins  has 
been  disappointing.  They  certainly  may  be  tried 
in  the  cases  of  intractable  edema  that  we  all  see 
in  private  practice  or  on  the  hospital  wards;  how- 
ever, in  my  opinion,  they  have  nothing  to  offer  the 
patient  which  cannot  be  accomplished  with  a reason- 
ably low-sodium  diet  and  well-spaced  mercurial 
injections. 


MECHANIZED  AGE 

Coming  along  soon  is  a mechanized  hospital  bed 
which  will  permit  a patient  to  do  a number  of 
things  for  himself.  It  has  a self-contained  tray,  a 
lavoratory  with  hot  and  cold  running  water,  built-in 
toilet,  stretcher,  controls  to  make  the  bed  move 
back  and  forth,  knee  and  foot  lifts,  and  storage 
cabinets. 


And  for  the  crippled  there’s  a motorized  wheel- 
chair, with  a two-horsepower  motor  operating  on  a 
six-volt  storage  batten*.  It  has  a steering  arm, 
can  go  forward,  back  up,  and  make  turns.  It  was 
built  from  plans  developed  by  Popular  Mechanic 
and  the  U.S.  Chamber  of  Commerce. — Today’s 
Health,  August,  1953 


THE  ROLE  OF  ANTIBIOTIC  DRUGS  IN  THE  TREATMENT  OF 
TUBERCULOSIS 

Frederick  Beck,  M.D.,  Ray  Brook,  New  York 
( From  the  Ray  Brook  State  Tuberculosis  Hospital) 


IN  THE  past  five  years  our  entire  approach  to 
the  treatment  of  tuberculosis  has  been  altered, 
and  we  have  witnessed  changes  in  tuberculosis 
hospitals  as  a result  of  the  rapid  development  and 
application  of  antimicrobial  therapy  and  thoracic 
surgery.  Concomitantly,  one  would  suspect  that 
the  treatment  of  tuberculosis  should  have  become 
simple,  but  actually  it  has  become  more  complex 
in  that  many  more  patients  are  suitable  for  vari- 
ous types  of  surgery  which  requires  (1)  selection 
of  drugs,  (2)  determination  of  the  type  and  tim- 
ing of  surgery,  and  (3)  duration  of  postoperative 
drug  therapy. 

Obviously  in  the  space  available,  I cannot  re- 
view the  development  of  tuberculosis  antimicro- 
bial therapy.  Suffice  it  to  say  that  progress  was 
rapid  beginning  in  1947  with  the  introduction  of 
streptomycin  which  was  soon  followed  by  para- 
aminosalicylic  acid,  the  thiosemicarbazones,  and 
in  late  1951  by  the  nicotinic  acid  derivatives. 
These  drugs  in  various  combinations  have  be- 
come very  popular,  and  practically  every  patient 
with  proved  active  disease  has  been  treated  with 
them.  In  reviewing  the  patients  with  active 
disease  at  our  hospital  we  are  currently  using 
these  drugs  on  50  to  60  per  cent  of  our  patients, 
and  practically  all  the  remainder  have  been 
treated  with  drugs  either  by  us  or  prior  to  ad- 
mission or  transfer  to  us.  We  have  noted  an 
increasing  trend  toward  immediate  chemotherapy 
or  antibiotic  therapy  of  tuberculosis  patients 
upon  diagnosis  and,  in  fact,  even  upon  mere 
suspicion  of  the  disease. 

The  treatment  of  nontuberculous  disease  as 
tuberculosis  is  not  rare,  and  I would  like  to  stress 
the  importance  of  the  bacteriologic  diagnosis 
before  initiating  such  treatment.  On  the  other 
hand,  there  are  occasional  instances  where  after 
prolonged  study  extending  over  a period  of 
several  weeks  bacteriologic  proof  is  lacking,  and 
we  initiate  therapy  with  the  hope  that  some  of  the 
material  cultured  before  start  of  treatment  will 
eventually  sustain  our  opinion.  However,  in 
these  cases  we  have  carefully  evaluated  or  ruled 
out  the  possibility  of  nontuberculous  infectious 
disease  such  as  bronchopneumonia,  virus  pneu- 
monitis, or  fungous  disease.  We  have  found  it 
important  to  secure  information  concerning  the 
in  vitro  sensitivity  of  the  patient’s  organisms  at 
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the  start  of  treatment.  By  this  I mean  a deter- 
mination of  the  effect  of  varying  concentrations 
of  streptomycin,  para-aminosalicylic  acid,  and 
isoniazid  on  the  bacilli  to  establish  whether  there 
is  a drug  effect  and  at  what  level.  This  is  partic- 
ularly important  in  patients  who  have  had 
previous  treatment,  but  occasionally  one  will  find 
a newly  diagnosed  patient  with  “resistant”  bacilli. 
This  is  a factor  of  epidemiologic  importance,  and 
in  such  cases  we  can  determine  in  most  instances 
that  there  has  been  contact  with  a treated  case 
of  tuberculosis.  This  is  a not  uncommon  finding 
in  hospital  personnel.  Knowledge  of  the  sensi- 
tivity has  a bearing  on  the  choice  of  drugs  in  that 
one  would  favor  those  drugs  demonstrated  to  be 
effective  by  the  in  vitro  tests. 

As  to  the  choice  of  drugs,  today  we  use  them 
in  combination  and  not  singly.  Soon  after  the 
introduction  of  streptomycin  we  found  that  when 
it  is  used  alone,  resistant  organisms  were  re- 
covered as  early  as  the  fourteenth  day  in  some 
cases,  and  the  majority  were  resistant  after  sixty 
days.  The  addition  of  PAS  delayed  and  reduced 
the  incidence  of  resistance. 

The  work  in  our  laboratory  has  demonstrated 
that  the  development  of  resistance  is  a genetic 
factor  and  not  due  to  any  direct  effect  of  drug. 
In  simple  terms,  I would  describe  it  as  the  drug 
affecting  the  sensitive  organisms  but  allowing  the 
resistant  ones  to  propagate  and  soon  to  become 
the  dominant  type  of  tubercle  bacillus  present. 
Inasmuch  as  tubercle  bacilli  which  are  naturally 
resistant  to  one  drug  are  usually  sensistive  to  the 
other  antituberculosis  drug  used,  it  is  obvious 
then  why  combinations  of  drugs  are  effective  in 
both  diminishing  and  postponing  the  develop- 
ment of  resistance. 

At  present  we  are  of  the  opinion  that  the  best 
combination,  from  a therapeutic,  bacteriologic, 
and  radiologic  standpoint,  is  streptomycin  and 
PAS.  We  have  also  had  considerable  experience 
with  the  combination  of  dihydrostreptomycin  and 
PAS  and  see  no  serious  objection  to  its  use.  In 
1951  and  1952  the  New  York  State  tuberculosis 
hospitals  participated  in  a comparative  study  of 
streptomycin  and  dihydrostreptomycin,  and  the 
findings  are  in  process  of  publication.  In  brief, 
we  found  no  difference  in  therapeutic  efficacy  at 
one  hundred  twenty  days  of  treatment  and  no 
significant  difference  in  emergence  of  drug  resist- 
ance. Vestibular  disturbances  are  more  fre- 
quent, of  greater  severity,  and  often  occur  earlier 
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when  streptomycin  is  used  while  auditory  dis- 
turbances are  more  frequent  with  dihydrostrepto- 
mycin  and  can  progress  after  treatment  is  stopped 
or  may  even  appear  sometime  after  conclusion  of 
treatment. 

With  regard  to  dosage  we  have  recently  been 
studying  a group  of  patients  in  the  Ray  Brook 
Hospital  who  have  been  alternated  between  1 Gm. 
daily  of  streptomycin  and  1 Gm.  of  streptomycin 
three  times  a week.  In  addition  to  the  strepto- 
mycin they  received  12  Gm.  of  PAS  daily.  At  an 
evaluation  after  one  hundred  twenty  days  we 
were  unable  to  recognize  any  significant  differ- 
ence between  the  two  groups  from  a clinical, 
therapeutic,  x-ray,  or  bacteriologic  standpoint 
and  have  tentatively  reached  the  point  where  we 
believe  the  three-times -a-week  regimen  is  as  effec- 
tive as  the  daily  and  is  certainly  more  convenient 
and  potentially  less  toxic  for  longer  periods  of 
treatment. 

As  to  our  experience  with  isoniazid,  we  have 
used  it  since  early  1952.  Our  original  studies 
were  done  in  cooperation  with  several  of  the  other 
sanatoria  in  the  Saranac  Lake  area.  The  first 
cases  treated  were,  for  the  most  part,  far  ad- 
vanced with  organisms  resistant  to  streptomycin, 
and  we  used  iso-  and  iproniazid  in  alternate  cases. 
Practically  all  of  these  cases  developed  resistance 
to  the  drug  rapidly,  and  we  soon  reached  the  con- 
clusion that  it  might  prove  to  be  a better  drug  in 
combination  with  streptomycin  or  PAS.  At  the 
present  time  we  have  patients  on  both  of  these 
combinations,  and  their  clinical  progress  is  quite 
satisfactory.  We  hope  to  secure  data  which  will 
indicate  whether  isoniazid  is  as  effective  as  PAS 
in  postponing  streptomycin  resistance.  If  so, 
isoniazid  would  seem  to  be  a more  satisfactory 
drug  to  use  in  combination  with  streptomycin 
than  PAS,  which  often  causes  allergic  manifesta- 
tions. On  the  other  hand,  in  view  of  the  fact  that 
there  is  greater  incidence  of  strains  of  tubercle 
bacilli  naturally  resistant  to  IXH,  this  combina- 
tion may  not  be  as  effective  in  regard  to  the 
development  of  IXH  resistance. 

In  addition  to  the  drugs  already  mentioned,  we 
also  have  viomycin,  terramycin,  tibione,  and 
aldinamide  which  have  been  demonstrated  to 
have  a tuberculostatic  effect.  We  believe  them 
to  be  inferior  and  would  recommend  their  use 
only  in  those  situations  where  the  bacilli  have 
been  demonstrated  to  be  markedly  resistant  to 
streptomycin,  PAS,  and  INH,  or  where  the 
patient  is  markedly  allergic  to  these  drugs. 

When  one  considers  optimum  duration  of 
therapy,  we  must  take  into  account  our  concepts 
of  the  treatment  of  the  disease  and  our  objectives. 
Prior  to  the  last  decade  we  hoped  only  for  the 
arrest  of  the  tuberculous  process  and  that  it  would 
become  “sealed  off”  and  never  cause  any  further 


trouble.  All  surgical  therapy  was  directed  at 
reduction  of  the  space  occupied  by  the  diseased 
lung  with  the  thought  that  this  would  favor  and 
speed  healing.  The  past  decade  has  been  marked, 
first,  by  a better  understanding,  as  a result  of  the 
painstaking  and  careful  work  of  Medlar,1  of  the 
potential  hazard  of  these  residual  disease  foci  and, 
second,  by  the  demonstration  of  the  practicability 
of  surgical  removal  of  lobes,  segments,  or  smaller 
areas  of  diseased  lung  tissue  stimulated  by  the 
work  of  Chamberlain.2  We  cannot  enter  into  any 
discussion  of  the  virtues  and  potential  deficiencies 
of  surgical  treatment  except  to  say  it  must  be 
considered,  at  least  in  those  tuberculous  patients 
who  have  demonstrated  inability  to  handle  then- 
disease  as  evidenced  by  relapse,  in  those  who 
have  a mechanical  problem  such  as  bronchial 
stenosis  interfering  with  the  closure  of  cavities 
and  healing  of  disease,  and  probably  in  those  with 
filled  cavities.  We  have  made  it  a point  to  con- 
sider the  indications  for  surgery  at  the  start  of 
antibiotic  therapy  and  ask  for  surgical  consulta- 
tion early  so  that  the  optimum  timing  for  the  pro- 
cedure will  be  possible.  In  general,  we  seek 
maximal  clearing  by  x-ray  and  do  not  operate 
until  the  x-rays  have  been  stable  for  at  least  two 
months.  Sometimes  we  reach  this  point  in  two 
to  four  months,  and  sometimes  it  may  take  a year 
or  more.  As  to  the  period  of  postoperative  drug 
therapy,  we  usually  continue  for  four  months. 
Factors  which  may  influence  us  to  carry  on  for 
longer  periods  are  (1)  amount  and  type  of  residual 
disease,  (2)  presence  of  postoperative  complica- 
tions, and  (3)  presence  of  viable  tubercle  bacilli 
in  the  resected  specimen. 

Some  of  our  patients  are  not  suitable  candidates 
for  surgery  because  of  such  factors  as  extent  and 
distribution  of  disease,  age,  or  general  condition. 
Tire  trend  in  this  group  has  been  toward  longer 
courses  of  antibiotics  as  pioneered  by  the  Veterans 
Hospital  group  at  Sunmount.3  We  now  consider 
a minimum  of  a year’s  treatment  almost  routine 
and,  because  of  continuing  clearing  by  x-ray, 
have  carried  some  patients  in  excess  of  two  years. 
Many  of  these  patients  with  cavitation  by  x-ray 
have  had  negative  sputa  for  man)-  months,  and 
we  would  anticipate  their  rapid  reversion  to  a 
positive  sputum  status  upon  cessation  of  the 
drug,  but  further  study  is  necessary  on  this  point. 

In  the  past  year  increasing  attention  has  been 
given  to  the  bacteriologic  study  of  resected  lung 
specimens.  It  has  been  repeatedly  demonstrated 
that  acid-fast  bacilli  can  be  found  microscopically 
in  many  specimens,  but  we  cannot  grow  them  by 
culture,  nor  will  they  produce  disease  in  guinea 
pigs. 

This  is  not  necessarily  the  result  of  anti- 
biotic therapy  because  the  same  situation  can 
occur  in  old,  encapsulated  or  arrested  lesions. 
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On  the  other  hand,  it  does  not  exclude  the  possi- 
bility that  the  drugs  can  also  be  an  etiologic 
factor  in  treated  cases.  It  has  also  been  shown 
that  this  occurs  more  regularly  in  those  cases  with 
long-term  therapy  which  points  out  to  us  the 
desirability  of  determining  whether  it  is  truly 
possible  to  kill  all  the  tubercle  bacilli  in  the  host 
with  longer  terms  of  therapy  or  whether  these 
bacilli  are  only  in  a dormant  phase.  At  present 
I prefer  the  latter  explanation. 

I should  like  to  make  a few  comments  relative 
to  home  care  of  tuberculosis.  As  you  are  well 
aware,  the  advent  of  the  drugs  has  been  followed 
by  considerable  demand  on  the  part  of  patients 
for  home  care.  Recently  I attended  a discussion 
on  the  subject  of  home  care  versus  sanatorium 
care  where  home  care  was  discussed  only  in  two 
aspects:  first,  in  the  period  awaiting  a hospital 
bed  and,  second,  as  a method  of  getting  more 
hospital  beds  by  permitting  earlier  discharge  from 
the  hospital.  All  the  speakers  believed  that 
hospital  care  was  necessary  at  some  period  for 
every  patient  with  active  tuberculosis,  and  I 
agree.  The  problem  is  much  broader  than  that 
of  medical  treatment  alone.  If  the  patient  has  a 
positive  sputum,  he  is  a source  of  infection  to 
others,  and  he  should  be  in  a hospital  during  this 
period.  Most  homes  do  not  have  the  proper- 
physical  facilities  for  the  care  of  a patient,  and 
most  families  cannot  adjust  themselves  to  spend 
the  time,  effort,  and  money  that  is  necessary  to 
provide  the  proper  mental  and  physical  rest  for 
the  patient.  The  team  for  home  care  should  con- 
sist of  the  physician,  the  public  health  nurse,  and 
the  social  worker ; these  in  turn  must  be  aided  at 
certain  stages  of  the  patient’s  care  by  teachers, 
occupational  therapists,  and  sometimes  by  re- 
habilitation workers  or  vocational  counsellors. 
When  one  looks  at  the  problem  from  all  these 
aspects,  one  can  see  that  home  care  can  be  a very 
expensive  program.  Home  care  is  an  important 
adjuvant  to  hospital  care  but  must  be  carefully 
coordinated  in  order  to  achieve  the  maximum 
medical  and  rehabilitation  benefits.  In  answer 
to  the  common  belief  that  patients  will  be  more 
content  at  home,  I shall  only  say  that  I am 
convinced  that  patients  can  become  content  in  a 
tuberculosis  hospital  if  the  hospital  standards  are 
high  and  if  proper  attention  is  given  to  the 
interpersonal  relationships  of  the  hospital  person- 
nel and  the  patients. 
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Discussion 

Charles  J.  Kaufman,  M.D.,  Castle  Point. — Dr. 
Beck  has  given  us  a stimulating  discussion  of  the 
modem  treatment  of  tuberculosis.  He  has  drawn 
attention  to  such  important  matters  as  (1)  the  bac- 
teriologic  proof  of  diagnosis  before  undertaking 
therapy,  (2)  the  problem  of  bacterial  resistance  to 
chemotherapeutic  agents,  (3)  the  selection  of  the 
proper  dosage,  (4)  the  indispensability  of  well- 
timed  collapse  or  resectional  surgery,  (5)  the  con- 
sideration of  those  factors  which  should  determine 
the  duration  of  chemotherapy  in  both  surgical  and 
nonsurgical  cases,  and  (6)  the  complexity  of  the 
problem  of  home  care. 

Pulmonary  tuberculosis  occurs  in  a great  variety 
of  clinical  forms.  Making  for  a rather  variegated 
picture  are  such  factors  as  the  peculiar  biochemistry 
of  the  host  insofar  as  this  affects  immunity,  the 
dose  and  virulence  of  the  infecting  organism,  and 
the  distribution  of  these  organisms  within  the 
lung.  There  is  good  reason  to  believe  that  these 
factors  also  play  a significant  role  in  determining 
the  effect  of  chemotherapy. 

The  three  chemical  agents  most  in  use  today  in 
the  treatment  of  tuberculosis  are  not  wholly  harm- 
less. Skin  toxicity  from  streptomycin  or  PAS  may 
require  interruption  of  treatment  with  one  or  both 
of  the  drugs.  Since  such  interruption  may  inter- 
fere with  control  of  the  disease,  one  should  try  to 
use  the  smallest  amount  of  drug  capable  of  produc- 
ing a satisfactory  therapeutic  effect.  This  con- 
sideration is  all  the  more  pressing  when  it  is  realized 
that  there  is  a distinct  therapeutic  advantage  in 
using  at  least  two  drugs  concurrently.  Further- 
more, one  must  keep  in  mind  the  fact  that  the  pro- 
longed use  of  streptomycin  or  dihydrostreptomycin 
may  seriously  affect  eighth  nerve  function.  Audi- 
tory and  vestibular  toxicity  seem  to  be  governed  in 
part  by  the  total  amount  of  drug  absorbed. 

It  seems  worth  while,  therefore,  to  stress  the  fact 
that  a number  of  chemotherapeutic  regimens  have 
been  found  to  be  effective.  From  these  one  may 
select  a regimen  that  best  meets  the  clinical  situa- 
tion at  hand. 

The  cooperative  clinical  investigation  conducted 
jointly  by  the  Veterans  Administration,  the  Army, 
and  the  Navy  has  established  that  1 Gm.  of  strepto- 
mycin given  twice  a week  at  three  and  four  days 
apart  is  approximately  equal  to  that  derived  from 
1 Gm.  streptomycin  given  daily.  The  same  studies 
have  shown,  furthermore,  that  the  twice-a-week 
regimen  produces  less  toxicity  and  results  in  much 
less  frequent  emergence  of  resistance  than  is  seen 
with  daily  administration.  With  PAS,  12  Gm. 
daily,  the  emergence  of  resistance  is  reduced  still 
further,  and  the  toxicity  remains  very  low.  This 
fact  gives  the  twice-a-week  regimen  a very  marked 
advantage  over  the  daily  regimen. 

It  is  common  experience,  however,  that  toxicity 
and  fever  due  to  tuberculous  infection  abate  more 
rapidly  and  more  consistently  with  daily  adminis- 
tration of  streptomycin  than  with  the  twice-a-week 
dosage.  Certainly  there  are  severe  types  of  wide- 
spread, caseous  lobular  pneumonia  to  which  one 
would  hesitate  to  give  less  than  1 Gm.  streptomycin 


2344 


FREDERICK  BECK 


[X.  Y.  State  J.  M. 


daily,  at  least  in  the  early  weeks  or  months  of  the 
course  of  treatment. 

These  are  among  the  reasons  for  the  practice, 
currently  in  effect  in  the  Veterans  Administration, 
which  encourages  the  use,  where  it  is  deemed  ap- 
propriate, of  1 Gm.  streptomycin  daily  for  one 
month  before  embarking  on  continuous  prolonged 
treatment  with  1 Gm.  twice  weekly. 

The  problem  of  dosage  selection  may  seem  further 
complicated  by  the  results  of  studies  which  show 
that  2 Gm.  streptomycin  given  once  weekly  has  a 
therapeutic  effect  not  far  removed  from  that  of  1 
Gm.  every  three  or  four  days.  The  once-a-week 
regimen  seems  to  have  the  advantage  of  a further 
reduction  in  the  incidence  of  toxicity. 

The  introduction  of  IXH  has  not  eliminated 
streptomycin  or  PAS  as  therapeutic  agents  in 
tuberculosis.  In  fact,  there  is  sufficient  experi- 
mental and  clinical  evidence  to  indicate  that  the  ef- 
fectiveness of  each  of  these  chemicals  is  enhanced 
by  being  used  in  combination  with  each  other. 
Thus  far  one  cannot  be  sure  that  any  one  of  these 
three  combinations  is  less  promising  than  another. 
This  applies  to  both  IXH  and  PAS,  IXH  and  strep- 
tomycin, and  streptomycin  and  PAS.  In  terms  of 
effects  on  sputum  conversion,  the  combination  of 
IXH  and  PAS  has  produced  much  better  initial 
results  than  might  originally  have  been  expected. 

One  important  method  of  evaluating  a therapeutic 
regimen  in  pulmonary  tuberculosis  is  to  determine 
the  frequency  with  which  one  fails  to  obtain  growth 
of  tubercle  bacilli  from  resected  caseous  foci  in  cases 
that  have  been  given  chemotherapy  for  varying 
periods.  This  method  involves  a correlation  be- 
tween the  length  of  the  preoperative  negative  spu- 
tum interval  and  the  frequency  of  occurrence  of  such 
seemingly  sterile  foci.  The  work  of  D’Esopo8  sug- 
gests that  one  finds  foci  of  this  type  in  resected 
tuberculous  lung  more  frequently  and  after  a shorter 
duration  of  therapy  in  cases  that  have  received  1 
Gm.  streptomycin  daily  than  in  those  receiving  1 
Gm.  streptomycin  twice  weekly. 

Effective  treatment  with  chemicals  requires  ob- 
literation or  extraction,  when  feasible  and  indicated, 
of  cavitary  disease.  Roger  Mitchellb  of  Trudeau 
has  reported  distinctly  better  results  with  strepto- 
mycin and  PAS  in  those  cases  that  received  pneumo- 
peritoneum promptly  with  the  institution  of 
chemotherapy.  This  would  suggest  that  there  is  a 
distinct  advantage  in  early  relaxation  of  the  lung 
and  hastening  of  reduction  in  size  of  cavity. 

The  extreme  importance  of  properly  timed 
surgical  interference  is  dramatically  illustrated  in  the 
management  of  unilateral  massive  acute  tuberculous 
caseous  lobular  or  lobar  pneumonia.  Cases  of  this 
type  have  been  observed  in  which  primary  treat- 
ment with  daily  streptomycin  and  PAS  has  failed  to 
stem  the  relentless  progress  of  the  disease  process 
and  in  which  fever  and  tuberculosis  toxicity  have 
continued  without  any  abatement  from  the  first 
day  of  therapy.  This  streptomycin-refractory  state 
seems  to  be  related  to  the  amount  of  tissue  involve- 
ment present  at  the  time  treatment  is  started.  As 
reported  by  Jarvis  and  others,'  pneumonectomy  per- 


formed early  induces  a prompt  and  complete  de- 
fervescence and  is  an  obvious  lifesaving  procedure. 

One  final  point.  Chemotherapy  has  not  dis- 
pensed with  the  necessity  for  controlling  the  pa- 
tient’s routine.  We  have  seen  cases  that  show 
spreads  under  chemotherapy,  ostensibly  as  a result 
of  a too  strenuous  daily  routine.  Our  experience 
suggests  that  as  a result  of  chemotherapy  the  mar- 
gin of  safety  with  reference  to  this  factor  has  been 
widened  appreciably,  but  it  would  be  unreasonable 
at  this  point  to  ignore  the  teachings  of  past  expe- 
rience. Scientifically  controlled  study  may  provide 
us  with  more  precise  knowledge  on  this  phase  of 
treatment. 

a D’Esopo,  N.,  Bernstein,  S.,  Decker,  A.  M..  Raleigh,  J. 
W.,  and  Steenken.  W.,  Jr.:  Presented  at  12th  Conference  on 
Chemotherapy  of  Tuberculosis.  Veterans  Administration- 
Army-Xavy,  February,  1953,  p.  229. 

b Mitchell.  R.  S.,  Meade,  G.,  and  Steenken,  W.f  Jr.: 
ibid.,  p.  92. 

c Jarvis,  F.  J. : West.  J.  Surg.,  58:  643  (1950). 

David  Ulmar,  M.D.,  New  York  City. — The  re- 
marks I am  about  to  make  are  not  those  of  a re- 
searcher in  the  laboratory  or  of  the  physician  in  the 
institution  but  rather  those  of  a lowly  practitioner 
of  medicine  who  sees  the  patient  in  private  practice. 

As  Dr.  Beck  has  stated  so  well,  the  use  of  the  anti- 
microbials in  the  treatment  of  tuberculosis  has  pro- 
foundly changed  the  outlook  and  the  handling  of 
the  patient.  There  is  ample  evidence  of  this  in  the 
statistical  reports  in  which  the  mortality  rates  have 
shown  a marked  change  since  the  advent  of  this 
type  of  therapy.  With  the  addition  of  so  potent  a 
treatment  agent,  it  is  natural  enough  that  there  be 
pressure  applied  to  the  physician  for  the  use  of  this 
type  of  therapy  in  all  cases  of  tuberculosis.  In  fact, 
in  my  own  work  it  is  rare  that  I see  a patient  in  con- 
sultation who  has  not  already  received  this  form  of 
treatment.  It  is  important  that  the  diagnosis  of 
tuberculosis  be  fairly  well  established  before  this 
treatment  be  instituted.  Xot  so  very  long  ago  it 
was  my  lot  to  see  a patient  who  had  pathology  in  the 
right  upper  lobe  well  demonstrated  on  x-ray.  This 
patient  had  been  receiving  streptomycin  without 
apparent  benefit.  When  I saw  the  patient,  the  de- 
velopment of  the  case  had  been  sufficiently  advanced 
to  make  obvious  the  diagnosis  of  bronchial  neo- 
plasm. X-ray  shadowing  in  the  upper  lobe  was  the 
result  of  pulmonary  suppuration  secondary  to  the 
bronchial  obstruction  and  was  not  due  to  the  in- 
flammation of  the  tubercle  bacillus.  It  happened 
to  be  in  the  upper  lobe,  which  is  the  site  of  predilec- 
tion of  tuberculosis,  but  this  patient  was  treated  in- 
correctly because  of  a mistake  in  diagnosis. 

I believe  that  at  the  present  time  we  are  going 
through  the  same  evolution  of  thought  that  was 
noted  when  the  other  antimicrobials  were  first  in- 
troduced. As  you  all  know,  the  urge  to  use  the 
sulfonamides,  and  later  the  other  antibiotics,  was 
very  strong — so  very  much  so  that  one  was  apt  to 
be  considered  a back  number  if  these  agents  were  not 
used  in  the  treatment  of  almost  every  case.  Now  of 
course  more  discrimination  is  used  in  the  treatment 
of  a patient.  I believe  that  we  should  take  the  same 
attitude  in  the  use  of  antimicrobials  in  the  treatment 
of  tuberculosis.  They  should  be  used  where  in- 
dicated and  not  prescribed  indiscriminately.  Fur- 
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thermore,  tuberculosis  is  a chronic  disease.  The 
antimicrobials  that  are  available  at  present  do  not 
eliminate  the  organism.  There  is  evidence  that  per- 
haps something  has  been  done  to  make  them  less 
virulent  or  even  less  capable  of  growth,  but  cer- 
tainly we  cannot  say  that  germs  have  been  elimi- 
nated from  the  body  by  use  of  these  agents.  There- 
fore, with  an  organism  which  is  prone  to  multiply 
again  and  produce  a recurrence  of  disease,  it  is  ex- 
tremely important  that  a well  thought  out,  long- 
range  form  of  treatment  be  kept  in  mind.  It  is 
therefore  urgent,  whenever  streptomycin  is  used, 
that  it  be  made  part  of  this  long-range  form  of  treat- 
ment. To  dissipate  the  effectiveness  of  this  agent 
prematurely,  while  at  a later  time,  when  perhaps 
surgery  is  being  considered,  its  aid  might  be  sorely 
needed  but  is  no  longer  available,  is  obviously  not 
the  ideal  way  of  treating  the  patient. 

At  this  point  I believe  it  would  not  be  amiss  to 
mention  a word  or  two  about  the  use  of  sanatorium 
care  versus  home  treatment.  With  the  advent  of 
streptomycin  and  other  agents  which  have  been 
mentioned  this  morning,  there  has  been  strong 
pressure  to  keep  the  patient  at  home  and  attempt 
treatment  under  home  conditions.  If  the  various 


factors  which  are  necessary  to  the  care  of  the  pa- 
tient are  available  at  home,  then  of  course  this  can 
be  done.  However,  there  are  many  conditions 
which  must  be  satisfied  in  order  to  carry  out  this 
program.  It  has  been  my  experience  that  when 
one  takes  into  consideration  the  entire  picture,  the 
patient  and  the  family  as  well  as  the  patient’s 
disease,  sanatorium  care  far  outweighs  in  value 
home  care  in  the  treatment  of  this  chronic  illness. 
One  must  consider  not  only  the  disease  itself  but 
also  the  psyche  of  the  patient  in  evaluating  the 
various  forms  of  treatment.  In  my  experience 
sanatorium  care,  at  least  at  the  start  of  the  treat- 
ment, pays  dividends  in  the  long  run. 

In  conclusion,  let  me  reiterate  that  antimicrobial 
drugs  have  played  a profound  part  in  the  treatment 
of  tuberculosis.  They  are  not  everything,  however. 
We  must,  therefore,  be  sure  of  our  diagnosis  so  that 
the  proper  treatment  is  applied  to  the  suitable  case. 
Antimicrobial  therapy  must  be  a well-integrated 
part  of  a long-range  plan  in  the  treatment  of  this 
chronic  disease.  Finally,  while  antimicrobial  ther- 
apy makes  home  care  available  earlier  and  to  a 
larger  number,  it  still  does  not  displace  sanatorium 
or  hospital  treatment  of  the  patient. 
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IN  A review  of  840  patients  operated  upon  for 
lumbar  intervertebral  disk  protrusions,  nine 
were  found  whose  clinical  pictures  were  compli- 
cated by  paraplegia.  This  term  is  used  to  desig- 
nate the  clinical  state  of  sphincter  and  sensory 
disturbances  associated  with  motor  weakness  of 
such  degree  that  the  patient  is  unable  to  support 
himself.  This  complication  has  received  little 
comment  in  the  voluminous  literature  concerning 
intervertebral  disk  protrusions. 

Paraplegia  resulting  from  protrusion  of  cervical 
disks  has  been  described  by  Bucy,1  Kahn,2  and 
Schneider.3  Love  and  Kiefer4  and  Muller5 
have  noted  its  rare  occurrence  with  rupture  of 
dorsal  disks.  In  reviewing  ten  cases  of  “spinal 
compression  caused  by  ecchondrosis,”  Hawk6 
found  seven  with  paraplegia.  Four  of  these 
were  dorsal,  and  three  were  lumbar  in  location. 
Love7  described  26  cases  of  spinal  cord  tumor 
simulating  the  disk  syndrome  and  found  only  one 
instance  of  paraplegia.  Kennedy  et  al*  reported 
a case  of  paraplegia  due  to  lumbar  disk  protru- 
sion. Schreiber  and  Rosenthal9  discussed  two 
achondroplastic  dwarfs  having  paraplegia  pro- 
duced by  massive,  ruptured  intervertebral  disks 
at  the  second  and  third  lumbar  level.  The  an- 
atomic basis  was  well  explained. 

The  difficulty  in  differential  diagnosis  between 
cauda  equina-conus  terminalis  neoplasm  and 
massive  lumbar  disk  protrusion  has  been  noted 
by  several  writers.7'8,  ,0’ 11  Love7  feels  that  a 
spinal  fluid  protein  value  above  100  mg.  is  almost 
diagnostic  of  neoplasm.  He  was  impressed  by 
the  relatively  low  fluid  protein  values  in  cases  of 
disk  protrusion,  even  when  a complete  suba- 
rachnoid block  is  present.  Kennedy  et  al.s  also 
emphasized  the  low  protein  value  in  disk  protru- 
sions. 

We  agree  with  Kaplan  and  Umansky11  that 
the  type  of  myelographic  defect  is  significant  in 
the  differential  diagnosis,  especially  where  com- 
plete block  to  contrast  flow  is  present.  In  eight 
cases  of  lumbar  disk  protrusions  simulating  cauda 
equina  neoplasm,  French  and  Payne10  could  not 
differentiate  these  lesions  either  by  myelography 
or  clinical  examination.  Despite  longstanding 
symptoms  of  discogenic  disease,  the  diagnosis  of 
a lumbar  disk  lesion  was  not  made  until  symp- 
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toms  of  rapid  cauda  equina  compression  devel- 
oped. 

In  seven  of  our  cases  pain  preceded  the  onset  of 
paraplegia;  in  two  it  occurred  concomitantly. 
Pain  persistence  varied  from  twenty-eight  years 
to  three  weeks.  A history  of  back  pain  alone  was 
present  in  three  patients,  sciatic  pain  alone  in  one, 
back  and  leg  pain  in  three,  and  no  pain  in  two. 
In  these  two,  pain  occurred  for  the  first  time  with 
an  acute  trauma  producing  the  paraplegic  state. 

In  our  series  eight  men  were  affected  as  com- 
pared to  one  woman,  indicating  perhaps  the  fac- 
tor of  greater  “back  strain”  among  men.  In 
Kaplan’s11  ten  patients  with  complete  subarach- 
noid block,  there  was  an  equal  distribution  as 
to  sex.  Love’s4  group  of  17  thoracic  disk  pro- 
trusions was  similarly  divided.  Of  Hawk’s6 
seven  patients  with  paraplegia  five  were  men, 
and  two  were  women. 

The  aged  incidence  ranged  from  twenty-five 
to  sixty-five  years.  Four  patients  were  in  the 
fourth  decade  (thirty-five  to  thirty-seven  years), 
two  were  in  the  fifth  decade  (forty-three  to  forty- 
seven  years),  two  were  in  the  sixth  decade  (both 
fifty-eight  years) , and  one  in  the  seventh  decade 
(sixty-five  years.) 

A history  of  trauma,  van’ in g from  several 
years  to  several  seconds  preceding  the  paraplegia, 
was  obtained  in  six  patients.  Severe  trauma  ap- 
peared to  be  the  precipitating  factor  of  the  acute 
symptoms  and  signs  in  four  patients.  In  three 
this  was  associated  with  lifting  maneuvers,  in 
the  other  with  a severe  fall.  In  the  remaining 
patients  the  symptoms  developed  during  every- 
day activities.  Hawk6  considers  trauma  an  im- 
portant factor  in  the  production  of  lumbar  disk 
protrusions.  Muller5  and  Love  and  Kiefer4  are 
of  the  opinion  that  in  the  dorsal  disk  protrusions 
trauma  is  not  significant. 

Spinal  fluid  protein  values  in  all  but  two  of  our 
patients  were  above  100  mg.  per  cent.  Froin’s 
syndrome  was  present  in  one.  These  findings 
bear  out  the  opinion  of  Falconer  et  al.n  that  the 
spinal  fluid  protein  level  does  not  differentiate 
tumor  from  massive  disk  herniation. 

All  patients  in  our  series  had  lumbar  puncture 
and  myelography.  The  myelographic  examina- 
tion revealed  complete  block  to  flow  of  the  con- 
trast medium  corresponding  to  levels  of  massive 
disk  herniation.  These  levels  were  first  and 
second  lumbar  interspace  in  two  cases,  second 


2346 


October  15,  1953] 


PARAPLEGIA  IN  LUMBAR  DISK  PROTRUSIONS 


2347 


and  third  lumbar  in  one  (this  patient  also  had  a 
frank  rupture  at  the  third  and  fourth  lumbar), 
third  and  fourth  lumbar  in  two,  and  fourth  and 
fifth  lumbar  in  five  cases.  The  incidence,  there- 
fore, was  greatest  in  the  region  where  a high  per- 
centage of  unilateral  protrusions  occur,  although 
not  at  the  commonest  fifth  lumbar-first  sacral 
interspace. 

In  another  group  of  125  of  our  patients  oper- 
ated upon  for  protruded  lumbar  disk,  ten  pre- 
sented a rather  stereotyped  history  of  acute,  re- 
current, disabling  back  pain  produced  by  a lifting, 
bending,  or  pulling  maneuver.  This  disability 
disappeared  after  a short  period  of  bed  rest  with- 
out residua,  only  to  be  precipitated  by  a “mis- 
step or  wrong  move.”  Acute  remission,  difficult 
to  explain,  frequently  was  produced  by  unusual 
movements,  a fact  which  may  account  for  the 
well-known  relief  by  chiropractic  or  osteopathic 
manipulation.  No  complaint  of  pain  wras  re- 
ferred to  the  lower  extremities  or,  if  specifically 
sought  by  the  examiner,  was  insignificantly  re- 
garded by  the  patient.  Nerve  blocking  proce- 
dures afforded  temporary  relief. 

Examination  of  these  patients  revealed  an  ab- 
sence of  neurologic  abnormalities  and  the  pres- 
ence of  outstanding  orthopedic  signs  of  lumbar 
muscle  spasm,  scoliosis,  and  limited  back  motion. 
This  is  not  the  usual  syndrome  of  an  interverte- 
bral disk  protrusion. 

These  ten  patients  had  massive  disk  protru- 
sions at  second  and  third  or  third  and  fourth  lum- 
bar levels  removed  at  operation. 

There  is  a considerable  difference  in  opinion 
as  to  the  advisability  of  myelography  in  the  di- 
agnosis of  intervertebral  disk  protrusions.  In 
the  patient  with  the  “clear-cut”  neurologic  pic- 
ture of  a unilateral  protrusion,  the  procedure  is 
not  necessary.  A negative  myelogram,  more- 
over, should  not  deter  the  surgeon  from  exploring 
the  spinal  canal.  In  the  ordinary  case  of  disk 
protrusion  then,  myelography  has  not  been  neces- 
sary for  diagnosis.  However,  unsuspected  pro- 
trusions or  those  in  which  the  diagnosis  is  not 
clear  are  frequently  disclosed  by  this  means. 
In  such  cases,  and  in  the  patients  previously  de- 
scribed here,  myelography  is  necessary.  In  all 
of  the  ten  patients  in  the  second  group  of  125, 
complete  or  almost  complete  block  to  contrast 
flow  was  demonstrated  by  the  myelogram. 

In  our  experience  massive  disk  protrusions, 
especially  at  high  levels  (second  and  third  lum- 
bar), frequently  are  responsible  for  the  clinical 
state  mentioned.  Protrusions  at  such  levels  are 
extremely  dangerous,  should  progressive  com- 
pression take  place.  In  this  regard  we  agree 
with  Kaplan  and  Umansky11  that  myelography 
should  be  done  in  all  patients  with  persistent 
and  recurrent  low  back  pain  with  or  without 


sciatica.  It  is  important  that  the  myelogram 
be  accomplished  when  the  patient  is  in  the  acute 
and  not  an  interval  stage  of  his  symptomatology. 

Negative  explorations  at  high  lumbar  levels, 
where  myelographic  defects  have  been  present, 
have  on  occasion  been  confusing.  We  consider 
these  defects  with  suspicion,  and  unless  definite 
subarachnoid  block  to  contrast  flow  or  appro- 
priate neurologic  signs  are  present,  we  feel  that 
exploration  should  not  be  made.  The  most  sig- 
nificant feature  of  the  syndrome  under  discussion 
is  the  presence  of  complete  subarachnoid  block 
to  flow  of  contrast  medium  since  neurologic  signs 
referable  to  the  higher  levels  are  conspicuous  by 
their  absence.  The  myelographic  defect  is  typi- 
cal. A straight  line  obstruction  or  “veiling” 
defect  is  most  common.  The  “capping”  phe- 
nomenon common  in  tumor  cases  was  not  seen. 

The  defects  produced  in  the  higher  lumbar 
regions  have  been  variably  interpreted.  It  is 
our  opinion  that  these  occur  because  of  the  nar- 
rower spinal  canal  at  these  levels.  This  pro- 
duces “thinning  or  stringing  out”  of  the  contrast 
medium,  especially  at  the  “lumbar  hump.”  It 
must  be  realized  that  cartilaginous  extensions  into 
the  spinal  canal  are  common,6  although  not  nec- 
essarily symptomatic  or  abnormal.  A relatively 
small  protrusion  then  will  appear  large  because  of 
a “falling  away”  of  the  thinned  medium.  For 
this  reason,  the  use  of  larger  amounts  (9  to  12  cc.) 
of  contrast  substance  is  more  helpful  in  examina- 
tion of  the  higher  lumbar  levels.  The  experiences 
of  French  and  Payne10  and  Kennedy  et  a/.8  and 
our  ora  seem  to  be  good  indications  for  myelog- 
raphy. The  performance  of  myelography  is 
beyond  the  scope  of  this  paper.  Certainly  it  has 
been  used  indiscriminately  and  without  proper 
indication  by  many  unfamiliar  with  its  varia- 
tions. 

In  the  surgical  management  of  large,  high-level 
protrusions,  the  experiences  of  French  and 
Payne10  and  of  Hawk6  are  helpful.  French 
noted  severe  “arachnoiditis”  at  operation  with 
matting  and  injection  of  the  caudal  nerve  roots. 
This  was  found  in  two  of  four  of  our  cases  requir- 
ing transdural  explorations.  This  may  account 
in  part  for  the  failure  of  more  complete  neurologic 
recovery  and  indicate  the  need  for  lysis  of  these 
masses.  In  these  cases  complete  laminectomy 
is  necessary  to  prevent  cauda  equina  trauma. 
Commenting  on  the  poor  results  of  operation  in 
disk  protrusion,  Hawk6  indicated  that  the  degree 
of  improvement  is  slight  when  the  protrusion  is 
hard  and  calcific.  'When  the  protrusion  is  soft, 
the  possibility  of  neurologic  recovery  is  greater. 
He  noted  also  that  the  technic  of  curettage  and 
dissection  was  followed  by  more  complete  re- 
covery than  was  gouging  or  chiseling  of  the 
disk. 
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Eight  of  our  nine  paraplegic  patients  operated 
upon  over  a fifteen-year  period  were  followed 
from  one  to  fifteen  years.  Generally,  some  neuro- 
logic deficit  has  been  retained.  One  patient 
whose  lesion  was  at  the  first  and  second  lumbar 
level  remained  a wheelchair  invalid  until  his 
death  four  years  after  operation.  Two  patients 
with  the  best  results  have  mild,  intermittent 
paresthesias  in  one  foot.  The  others  have,  sepa- 
rately or  in  combination,  severe  bladder  or 
bowel  disturbance,  bilateral  foot  drop,  or  paresis 
requiring  canes,  crutches,  or  bracing. 

Summary 

Among  S40  patients  operated  upon  for  lumbar 
disk  protrusions,  nine  were  complicated  by  para- 
plegia. In  a review  of  the  previous  literature 
this  complication  was  found  to  be  rare.  Some 
features  of  surgical  technic  which  may  improve 
neurologic  recovery  are  discussed.  All  of  these 
patients  had  complete  spinal  canal  obstruction 
which  upon  removal  was  followed  by  relief,  com- 
plicated in  a high  percentage  by  more  or  less 
disabling  back  pain  and  neurologic  deficits. 

In  another  group  of  125  patients  the  clinical 
picture  in  ten  was  that  of  recurrent,  disabling, 
severe  back  pain  only,  without  neurologic  ab- 
normalities. Myelography  in  these  ten  patients 
revealed  complete  or  almost  complete  spinal 
canal  obstruction  with  characteristic  defects  at 
the  higher  lumbar  levels  due  to  massive  disk 
herniations.  The  importance  of  the  myelogram 
in  such  patients  is  stressed,  but  interpretation 
of  the  defects  produced  at  the  higher  lumbar 
levels  is  frequently  difficult.  Removal  of  the 
disk  protrusions  in  these  patients  was  followed 
by  relief  of  symptoms  without  neurologic  se- 
quelae. 
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Discussion 

William  F.  Beswick,  M.D.,  Buffalo. — For  some 
time  we  have  been  aware  that  in  a significant  number 
of  instances  cervical  and  thoracic  intervertebral 
disk  protrusions  can  be  frighteningly  crippling. 
The  voluminous  store  of  literature  concerning  lum- 
bar and  lumbosacral  disk  protrusions  records  little 
in  reference  to  the  paraparesis  and  paraplegia  and 
accompanying  vesicle  and  bowel  paralysis  that  Dr. 
Graf  has  brought  to  our  attention  this  morning. 
This  group  of  patients  represents  slightly  better 
than  1 per  cent  of  his  series  of  cases,  but  I believe, 
if  my  memory  is  reliable,  that  Dr.  Graf  accumu- 
lated the  major  part  of  this  crushing  experience 
within  a period  of  two  or  three  months.  John  E.  A. 
O'Connell  of  St.  Bartholomew’s  Hospital  of  London 
in  his  extensive  report  of  .500  cases  of  lumbar  disk 
protrusions  mentions  quite  briefly  that  five  patients 
presented  themselves  with  severe  paraparesis  as- 
sociated with  sudden  massive  disk  protrusions,  yet 
later  "gained  adequate  motor  activity.  In  two  of 
these  patients  severe  weakness  of  dorsiflexion  and 
eversion  have  persisted.”  The  rate  of  recovery,  he 
stated,  appeared  to  be  dependent  upon  whether 
compression  or  trauma  had  been  responsible  for  the 
cauda  equina  disturbance. 

In  Dr.  Graf’s  series  there  was  one  case  in  which  the 
very  striking  narrowing  of  one  interspace  seen  by 
roentgrams  represented.  I felt,  a reasonable  point  of 
attack  without  myelographic  confirmation,  but  Dr. 
Graf  followed  his  own  course.  The  myelograms 
and  surgical  exposure  revealed  the  lesion  two  inter- 
vertebral space  levels  higher.  I need  not  stress  this 
point  further.  I am  sure. 

I for  one  would  like  to  encourage  Dr.  Graf  to 
pursue  this  subject  further,  not  from  his  future  per- 
sonal experience  but  from  that  material  collected  in 
other  centers  which  remains  unreported. 


INTERRED  WITH  THE  BONES 
Some  years  ago  an  elderly  lady  under  my  care 
attempted  to  show  her  appreciation,  saying.  "Doc- 
tor, you  have  been  very  kind.  You  remind  me  so 
much  of  our  old  family  physician,  who  tended  us  all 
when  we  were  children.  Of  course,  he  wasn’t  very 
smart,  but  we  all  loved  him.”  At  the  time,  this 
remark  struck  me  as  a well  intentioned  tribute  that 


had  somehow  misfired,  and  on  several  occasions  re- 
ted the  story  as  a good  joke  on  myself.  As  time 
rolled  on  however,  the  conviction  has  steadily 
grown  that  no  practitioner  need  ever  blush  to  find 
graven  on  his  tombstone  the  epitaph,  "Not  smart, 
but  well  beloved.” — New  York  Medicine,  June  SO, 
1953 


UNCONSCIOUS  DETERMINATION  OF  VOCATIONAL  CHOICE 

S.  Mouchly  Small,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Psychiatry,  University  of  Buffalo  School  of  Medicine,  and  the 
Edward  J.  Meyer  Memorial  Hospital) 


A COMMON  approach  to  the  problem  of 
occupational  placement  unfortunately 
neglects  innate  psychologic  factors  that  may  be 
decisive  for  future  success.  Terms  such  as 
“human  engineering”  indicate  the  tendency  in 
some  circles  to  reduce  vocational  guidance  to  a 
mathematical  formula.  Wide  matching  the 
demands  of  a job  with  the  inherent  abilities  of  the 
individual  is  a desirable  initial  procedure,  it  must 
be  followed  by  studies  appraising  the  personal, 
social,  and  economic  elements  as  part  of  the  total 
situation. 

Many  individuals  are  indecisive  about  which  of 
their  interests  to  pursue  in  choosing  a vocation. 
Some  seem  to  drift  passively  into  an  occupation 
because  of  parental  pressure,  following  in  some- 
one’s footsteps,  the  desire  for  financial  security  or 
social  prestige.  Fry1  cites  several  instances  in 
which  students  enrolled  in  theology  to  achieve 
security  and  prestige  without  the  necessity  for 
competition.  In  another  case  the  choice  of  the 
same  profession  was  motivated  by  the  need  for 
self-discipline  in  driving  unworthy  thoughts  out 
of  the  student’s  mind.  Jealousy  and  rivalry  with 
a father  figure  was  a significant  determining  force 
in  the  choice  of  a medical  career  in  a case  men- 
tioned by  Brill.2  In  an  interesting  paper  on  the 
psychology  of  the  inventor,  Lorand3  emphasizes 
the  importance  of  the  process  of  sublimation. 
Through  this  mechanism  primitive  instinctual 
drives  which  strive  for  expression  are  inhibited 
and  desexualized,  eventually  finding  outlets  in 
socially  acceptable  and  constructive  activities. 
The  same  mechanism  may  be  observed  in  the 
choice  of  hobbies  or  avocations,  especially  when  a 
particular  occupation  does  not  succeed  in  gratify- 
ing the  ego.  In  Ernest  Jones’s  essay  on  Paul 
Morphy4  he  investigates  this  type  of  situation  as 
applied  to  the  psychology  of  chess.  It  is  note- 
worthy that  even  when  sublimation  failed, 
Morphy’s  ability  to  play  superior  chess  was  not 
affected.  What  was  lost  was  the  ability  to 
use  this  talent  as  a means  of  guarding  the  ego 
against  overwhelming  instinctual  impulses. 

In  the  following  case  study  no  effort  is  made  to 
define  the  psychology  of  a particular  vocation. 
Any  such  generalization  from  this  paper  is  not 
feasible.  On  the  contrary,  interest  is  focused  on 
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the  manner  in  which  attempts  at  sublimation  of 
pregenital  drives  are  made  in  a number  of  differ- 
ent jobs.  When  these  defensive  efforts  fail,  the 
nature  of  the  primitive  sexual  strivings  stand  out 
clearly. 

Case  Report 

The  patient  * was  a thirty-one-year-old,  single  male 
who  was  studied  psychiatrically  to  evaluate  the 
psychic  factors  in  regional  ileitis,  f His  abdominal 
symptoms  began  at  a time  when  he  was  in  the 
employ  of  a custom  jeweler  who  would  take  him  to 
the  back  of  the  store,  kiss  him,  and  then  masturbate 
him.  He  had  a number  of  surgical  procedures, 
including  an  appendectomy,  jejunotransverse- 
colostomy,  and  finally  an  ileo-transverse-colostomy, 
because  of  persistent  diarrhea,  severe  abdominal 
cramps,  and  fecal  fistulas.  Psychiatric  consultation 
elsewhere  led  to  the  formulation  that  he  was  “pre- 
psychotic  with  marked  latent  homosexual  conflicts.” 

He  was  the  third  of  four  children.  His  father 
committed  suicide  at  fifty-two  years  of  age  when  the 
patient  was  two  years  old.  The  mother  was  an 
epileptic  and  died  when  he  was  five  years  of  age. 
His  only  memory  in  connection  with  her  was  that  of 
seeing  her  coffin  on  the  hearse  that  carried  her 
away.  He  was  raised  by  his  maternal  grandparents 
and  was  especially  attached  to  his  grandmother. 
She  always  emphasized  cleanliness  and  neatness, 
which  the  patient  observed  scrupulously.  As  a 
child  she  often  dressed  him  in  “sissy  clothes”  and 
fostered  his  interest  in  housekeeping  as  he  grew'  older. 
The  fact  that  his  grandfather  was  sloppy  and  dirty 
in  his  habits  led  to  the  development  of  an  extremely 
close  relationship  between  the  patient  and  his 
maternal  grandmother,  who  considered  themselves 
alike  in  their  emphasis  on  order  and  cleanliness. 
When  the  patient  was  sixteen  years  old,  the  grand- 
father was  killed  in  an  automobile  accident,  and 
three  weeks  later  his  grandmother  died  of  gallbladder 
disease.  Following  the  death  of  his  grandparents, 
he  went  to  live  wdth  a maternal  uncle,  but  the 
situation  proved  intolerable  because  of  the  uncle’s 
peculiar  behavior.  He  subsequently  ran  away  to 
live  with  an  older  married  sister.  There  too  he  felt 
uncomfortable  because  of  her  husband’s  unfriendly 
attitude,  and  he  rebelled  against  his  sister  because 
she  often  criticized  the  grandmother  to  whom  he  had 
been  so  devoted. 

Relatively  little  information  is  known  about  his 

* From  the  psychiatric  service  of  the  Mount  Sinai  Hospital, 
New  York  City,  M.  Ralph  Kaufman,  director. 

t The  problem  of  regional  ileitis  forms  the  subject  of  a 
separate  communication,  ‘‘A  Preliminary  Evaluation  of 
Psychologic  Factors  in  Regional  Ileitis,”  presented  at  a 
meeting  of  the  American  Psychosomatic  Society,  Atlantic 
City,  April,  1953. 
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early  years  except  that  he  was  a nail-biter.  It  was 
difficult  for  him  to  make  friends,  and  he  states  he 
was  a “lone  wolf.”  During  his  hospital  stay  he 
expressed  many  unusual  ideas  about  sex.  He  had 
overheard  that  girls  masturbate  with  their  breasts 
and  concluded  from  this  that  the  breast  was  similar 
to  a penis  and  was  capable  of  ejaculation.  The 
breasts  were  considered  to  be  the  primary  organs  of 
sexual  functioning  in  the  woman.  As  late  as  twelve 
years  of  age  he  claims  he  thought  that  women 
urinated  and  defecated  through  a single  orifice,  and 
on  one  occasion  when  he  had  to  give  his  grandmother 
an  enema,  he  mistakenly  inserted  it  in  the  vagina. 
He  was  puzzled  when  she  berated  him  for  this.  At 
fourteen  years  of  age  he  was  supposedly  forced  into 
mutual  masturbator}-  activity  by  his  older  brother. 

While  on  the  psychiatric  ward,  he  was  aloof  and 
extremely  sensitive  to  criticism  and  complained  of  a 
lack  of  sufficient  interest  on  the  part  of  the  doctors. 
He  was  inordinately  neat,  manicured  his  nails 
repeatedly,  fussed  with  his  hair,  and  in  many  ways 
showed  effeminate  tendencies.  At  times  he  cried 
easily  and  expressed  the  idea  that  everybody  was 
against  him  and  threatened  suicide  if  he  were  not 
cured. 

Despite  the  premium  he  placed  on  being  metic- 
ulous and  scrupulously  clean,  his  choice  of  voca- 
tions revealed  his  underlying  neurotic  ambivalence 
toward  dirt.  At  first  glance  it  seems  paradoxic  that 
a person  whose  gratifying  relationships  in  childhood 
were  based  upon  compliance  with  a compulsively 
neat  grandmother  should  select  vocations  which 
repeatedly  led  to  becoming  dirty.  With  the  im- 
provement of  his  health  following  his  early  opera- 
tions, he  took  a position  with  an  air  conditioning 
company  which  required  him  to  clean  large,  dirty  air 
ducts.  He  would  have  to  crawl  into  these  openings 
and  clean  them  in  the  fashion  of  a chimmey  sweep. 
This  did  not  particularly  bother  him  except  for 
minor  fears  that  it  might  impair  his  health.  The 
issue,  whether  to  continue  on  the  job  or  not,  was 
determined  for  him  when  he  had  a spontaneous 
ejaculation  while  crawling  inside  one  of  these  ducts. 
For  no  reason  apparent  to  him  at  the  moment,  he 
felt  extremely  guilty  and  anxious,  and  resigned. 
Nevertheless,  his  subsequent  two  jobs  were  as  an 
automobile  mechanics  assistant  and  working  around 
a garage.  In  both  situations  his  work  invariably  led 
to  his  becoming  dirty  and  greasy.  Instead  of  wash- 
ing prior  to  going  home,  as  the  other  men  did,  he 
preferred  to  remain  in  his  soiled  clothes  until  he 
returned  to  his  room.  There  he  would  look  at  his 
grimy  hands  and  face,  become  sexually  excited,  and 
masturbate.  He  then  divulged  the  fact  that  even 
prior  to  this  he  would  not  infrequently  get  into 
old  clothes,  soil  his  face,  preferably  with  coal  dust, 
and  indulge  in  genital  play.  His  only  fantasy 
during  his  autoerotic  practices  was  that  of  being  a 
coal  man.  Seeing  men  with  dirty  black  faces 
excited  him  sexually. 

It  was  only  later  that  he  recalled  an  event  that 
occurred  at  seven  years  of  age,  which  helped  to 
clarify  this  unusual  form  of  sexual  gratification.  He 
was  playing  on  the  porch  of  his  grandmother’s  home 
when  a coal  man  approached  him  and  commented, 


“I  knew  your  mother."  While  he  never  saw  this 
man  again,  the  memory  persisted  with  considerable 
clarity.  He  often  thought  about  it  and  ruminated 
on  the  possible  meaning  of  the  statement  in  an 
obsessional  fashion.  In  the  ensuing  years  he 
associated  the  word  “knew”  with  its  Biblical 
connotation,  definitely  linking  the  statement  with 
the  idea  that  the  coal  man  referred  to  some  sexual 
intimacy  with  his  mother.  Whenever  he  saw  a 
coal  man  with  a soot-covered  face,  he  became 
anxious,  and  his  abdomen  would  feel  tense. 

There  is  no  suggestion  of  psychosexual  maturation 
at  a genital  heterosexual  level.  There  is  little 
appreciation  of  the  vagina  as  an  integral  organ  of 
adult  sexuality.  He  conceives  of  it  as  a cloacal 
opening  concerned  with  excretory  functions.  The 
few  dates  he  had  with  girls  resulted  in  a minimum  of 
kissing.  If  the  girl  desired  further  intimacies,  he 
reacted  with  disgust  and  pushed  her  away. 

The  patient  expressed  many  obsessional  pre- 
occupations which  often  verged  on  hypochondriac 
delusions.  For  a while  he  was  convinced  that  his 
ears  were  shrinking  in  size.  There  was  considerable 
apprehension  without  any  factual  basis  that  he  was 
losing  his  hair.  He  was  especially  proud  of  his  fine 
crop  of  wavy  hair  and  spent  a good  deal  of  time 
primping  and  setting  the  waves,  as  a woman  might 
do.  Although  he  had  extensive  somatic  involve- 
ment of  the  small  intestine,  his  anxiety  about 
physical  damage  referred  to  other  parts  of  the  body. 
His  dreams  involved  loss  of  the  penis  and  being 
unable  to  replace  it. 

With  the  persistence  of  his  abdominal  fistulas  he 
was  explored  surgically,  and  it  was  found  that  a 
loop  of  ileum  2 feet  long  communicated  with  these 
openings.  This  was  resected,  and  an  end-to-end 
anastomosis  was  performed.  The  fistulas  began  to 
close,  and  his  health  rapidly  improved  with  a gain  of 
over  50  pounds.  Again  the  problem  of  a vocation 
came  to  the  fore,  and  he  decided  to  study  beauty 
culture.  The  work  there  was  of  great  interest  to 
him,  and  he  displayed  considerable  aptitude  for  it. 
He  derived  gratification  from  fingering  and  cutting 
women's  hair,  a relatively  safe  extragenital  heter- 
osexual contact.  Unfortunately  a recurrence  of 
his  symptoms  necessitated  his  giving  up  this  work. 
He  was  readmitted  to  the  hospital  where  it  was 
found  that  he  had  obstructing  intestinal  adhesions 
which  were  severed.  Since  then  he  has  had  minor 
exacerbations  of  abdominal  cramps  and  diarrhea. 

Comment 

In  recent  years  there  has  been  a significant 
growth  in  the  field  of  vocational  guidance. 
Specific  skills  and  abilities  are  evaluated  through 
the  use  of  various  tests  and  correlated  with  the 
requirements  of  different  occupations.  Attempts 
are  also  made  to  determine  the  individual’s  job 
interests  and  preferences.  This  information  is 
then  utilized  to  assist  in  the  selection,  preparation 
for,  and  adjustment  to  the  chosen  occupation. 
Nevertheless,  in  many  cases  the  selection  appears 
to  have  been  fortuitous  and  not  related  to  in- 
herent abilities  or  capacities.  These  people  were 
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often  successful  in  following  through  with  their 
vocations  and  derived  a great  deal  of  satisfaction 
from  their  work.  When  questioned  why  they 
drifted  into  a particular  field,  the  responses  were 
inclined  to  be  superficial  and  not  convincing. 
Special  inducements  or  opportunities  seemed  to 
be  the  determining  factor  in  some  cases.  Yet  one 
can  cite  almost  as  many  instances  of  such  situa- 
tions which  were  turned  down  by  the  individual 
without  apparent  justification.  It  is  most 
pertinent  to  question  whether  the  choice  of 
vocation  was  truly  accidental  or  motivated  by 
factors  unknown  to  the  individual.  The  case 
study  presented  supports  the  latter  possibility. 

In  this  patient  the  severity  of  his  mental  illness 
enables  us  to  observe  psychodynamic  forces  in 
operation  which  are  ordinarily  concealed  under 
the  cloak  of  severe  repression.  In  childhood  a 
premium  was  placed  upon  cleanliness,  which  he 
carefully  complied  with  in  order  to  fulfill  his 
deep-seated  need  for  love  and  affection.  The 
early  loss  of  his  parents  led  to  the  development  of 
a strongly  dependent  attachment  to  his  grand- 
mother, who  fostered  a passive,  effeminate, 
compulsively  neat,  and  meticulous  personality. 
In  the  light  of  his  character  traits  it  is  noteworthy 
that  he  selected  jobs  in  which  getting  dirty  was 
an  inevitable  outcome.  While  he  chose  a number 
of  different  vocations,  they  appeared  to  have 
represented  attempts  to  gratify  infantile  in- 
stinctual drives. 

Psychosexual  maturation  at  a genital,  hetero- 
sexual level  is  obvious  by  its  absence.  The  main 
stream  of  his  libidinal  interests  is  focused  at  pre- 
genital oral  and  anal-erotic  levels.  At  first  these 
instinctual  drives  were  contained  and  warded  off 
through  cooking  and  housekeeping  for  his  grand- 
mother and  the  rigid  reaction  formations  of 
cleanliness  and  orderliness.  Furthermore,  the 
confusion  and  equation  of  genital  and  excretory 
functions,  as  partly  evidenced  by  his  cloacal 
fantasy  of  female  anatomy,  resulted  in  an  aura  of 
dirtiness  and  disgust  being  cast  over  both  of  these 
physiologic  areas.  The  breakthrough  of  fantasies 
concerning  the  breasts  as  the  primary  organ  of 
female  sexuality  and  the  excitatory  value  of  dirt 
in  his  masturbatorv  activities  indicates  the 
slipping  through  of  repressed  primitive  urges. 

The  incident  with  the  coal  man  at  seven  years 
of  age  would  have  meant  very  little  under 
ordinary  circumstances.  The  fact  remains  that 
in  this  patient  the  experience  was  both  vividly 
remembered  and  retrospectively  invested  with 
considerable  sexual  value.  The  ease  with  which 
this  dynamic  association  developed  suggests  the 
predisposing  role  of  his  infantile  longing  to  be 
reunited  with  the  mother-figure  and  the  sig- 
nificance of  his  anal-erotic  fixations. 

His  job  with  the  air-conditioning  company  is 


an  attempted  sublimation  of  prohibited  anal 
tendencies.  Getting  dirty,  an  activity  which  had 
been  given  up  and  replaced  by  its  opposite  in  the 
character  structure,  now  becomes  acceptable  as 
part  of  the  necessity  of  earning  a living.  Under 
the  guise  of  an  occupation  he  was  able  to  gratify 
his  infantile  smearing  pleasures.  When  the. 
sexual  origin  of  his  sublimated  choice  of  vocation 
reappeared  in  the  form  of  a spontaneous  ejacula- 
tion while  crawling  into  the  duct,  he  became 
anxious  and  felt  impelled  to  give  up  the  job. 
Despite  the  lack  of  mechanical  aptitude  he  was 
unconsciously  directed  toward  work  which 
ordinarily  would  have  required  such  skill.  The 
common  denominator  present  in  this  job  and  in 
his  next  two  choices  was  again  the  legitimate 
opportunity,  in  fact  the  inevitability,  of  becoming 
grimy  and  dirty.  Here,  too,  the  relationship 
between  the  choice  of  vocation  and  the  gratifica- 
tion of  infantile  sexual  drives  is  readily  discerned 
through  the  pattern  of  his  autoerotic  practices. 

It  may  be  questioned  whether  his  selection  of 
the  different  vocations  was  in  truth  unconscious 
since  he  could  not  help  but  be  aware  of  his  erotic 
stimulation  when  dirty.  Furthermore,  the  coal 
man  memory  and  his  sexual  interpretation  of  the 
incident  were  also  available  in  consciousness. 
Nevertheless,  while  both  of  these  facts  were  not 
actively  forgotten  (repressed),  the  crucial  con- 
nection between  the  two  and  its  emotional  sig- 
nificance was  isolated.  This  is  a characteristic 
defense  mechanism  frequently  observed  in  com- 
pulsive neurotics.  Furthermore,  following  the 
establishment  of  the  relationship  in  the  thera- 
peutic process,  the  patient  did  not  return  to  a 
vocation  in  which  he  would  become  dirty. 
Instead,  his  next  choice  was  directed  toward  the 
study  of  beauty  culture.  One  can  only  surmise 
the  role  of  his  feminine  identification  in  selecting 
this  vocation.  The  pleasure  he  derived  from 
fussing  with  his  own  hair  in  an  effeminate  manner 
was  similarly  experienced  in  working  with  women. 
While  he  was  in  the  hospital,  he  did  have  undue 
anxiety  about  losing  his  hair  as  well  as  other  parts 
of  his  body.  However,  the  evidence  at  hand  is 
insufficient  to  postulate  the  significance  of  this 
vocational  choice  as  a defense  against  his  castra- 
tion anxiety  through  identification  with  the 
aggressor. 

The  complexity  of  the  problem  of  occupational 
choice  has  been  investigated  by  Eli  Ginzburg  and 
his  associates  at  Columbia  University.5  They 
studied  four  variables: 

1.  “Reality  factors,”  which  included  those 
social  and  economic  forces  which  determine  the 
environment  into  which  an  individual  is  born,  in 
which  he  grows  up,  and  to  which  he  reacts  when 
he  contemplates  his  future  occupation. 

2.  The  influence  of  the  educational  process. 
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Many  desirable  positions  can  be  filled  only  by 
those  who  have  had  a long  period  of  formal  train- 
ing and  who  possess  degrees  which  are  essential 
for  certain  positions. 

3.  The  influence  of  emotional  needs  and 
desires. 

. 4.  The  role  of  values  such  as  the  importance 

of  making  money,  ego  satisfaction,  and  other 
noneconomic  considerations. 

The  Columbia  group  is  fully  aware  of  the 
difficulties  in  studying  the  problem  of  occupa- 
tional choice,  and  as  yet  they  have  not  formulated 
a general  theory  applicable  to  all  cases.  The 
direct  interviewing  technic  they  utilize  is  subject 
to  certain  methodologic  errors.  Inherent  in  this 
approach  is  the  assumption  that  the  average 
individual  is  aware  of  the  various  motivating 
drives  operating  in  his  choice  of  occupation.  It 
is  well  known  that  individuals  often  retro- 
spectively falsify  important  events  or  major 
forces  which  have  operated  in  the  past.  It  is  not 
presumptuous  to  suggest  that  the  information 
received  under  these  circumstances  may  represent 
the  individual’s  fantasies  rather  than  the  sig- 
nificant determining  factors.  Many  different 
occupations,  such  as  butcher,  dentist,  surgeon,  or 
hunter,  may  satisfy  similar  fundamental  urges 
such  as  sadistic  drives.  The  important  thing  is 
not  the  choice  alone  but  what  gratification  or 
satisfaction  the  individual  is  able  to  derive  from 
it  in  the  long  run. 

While  this  paper  stresses  the  importance  of 
unconscious  forces,  it  is  quite  apparent  that  this 
represents  only  one  aspect  of  the  problem.  The 
importance  of  instinctual  drives  no  doubt  varies 
considerably  in  different  individuals.  For  the 
present  we  must  still  adopt  an  eclectic  approach 
in  which  multiple  factors,  both  objective  and 
subjective,  are  considered.  As  clearly  stated  by 
the  Columbia  group,  the  groundwork  for  the 
ultimate  occupational  decision  is  built  up  over  a 
period  of  years.  The  essential  determining  factor 
seems  to  be  the  cumulative  impact  of  the  develop- 
mental process. 

Conclusion 

The  motives  behind  specific  vocational  choices 
vary  with  the  individual.  What  actuates  one 
person  to  follow  a certain  occupation  does  not 
necessarily  apply  to  another  individual  choosing 
the  same  type  of  work.  Often  quite  different 
jobs  may  serve  to  sublimate  the  same  infantile 
instinctual  drives.  It  is  only  by  analyzing  the 
particular  case  and  obtaining  evidence  for  the 
various  choices  that  we  may  speak  of  uncon- 
sciously determined  motivation. 

77  Braxtwood  Road 
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Discussion 

Nathaniel  Cantor,  Buffalo  (By  ini-italion). — Too 
often,  as  Dr.  Small  suggested,  vocational  guidance 
concerns  itself  with  correlating  ability  or  aptitude 
with  choice  of  occupation.  The  fact  is  that  interest 
and  skill  in  occupation  do  most  often  go  together. 
Interest  improves  skill,  and  the  expression  of 
personal  skill  heightens  interest  and  self-esteem. 
Even  in  these  cases,  however,  the  role  which  un- 
conscious factors  play  in  the  determination  of 
vocational  choice  should  not  be  overlooked.  In- 
directly such  unconscious  factors  may  underly  the 
development  of  skills  or  aptitudes  as  well  as  interes 
in  certain  particular  areas. 

The  kinds  of  cases  of  special  interest  in  the 
problem  we  are  discussing  are  those  in  which  choice 
of  vocation  is  motivated  by  desire  in  the  absence  of 
marked  or  even  average  skills  involved  in  the  partic- 
ular vocation  chosen.  An  obvious  example  i- 
wanting  very  much  to  be  a concert  artist  when  the 
objective  evidence  points  to  a lack  of  outstanding 
musical  talent.  Contrariwise,  there  are  many 
examples  of  individuals  with  exceptional  talents  who 
do  not  want  to  follow  a career  involving  those 
talents.  Many  musically  talented  children  of 
world-famous  concert  artists,  for  example,  simply 
refuse  to  select  music  as  their  vocation  or  profession. 
What  are  the  dynamics  of  choice  of  vocation  in  these 
cases? 

The  case  presented  by  Dr.  Small  is  in  a sense  a 
relatively  simple  one  for  diagnosis.  The  patient  is 
an  extremely  deviant  type;  his  anxieties  and  dis- 
turbances are  traceable  without  much  question  to 
the  sublimation  of  pregenital  drives,  according  to 
the  Freudian  interpretation  employed.  The  ques- 
tion here  is  not  whether  the  particular  psycho- 
analytic orientation  is  sound  or  sounder  than  some 
other  frame  of  reference.  The  issue  is  to  make  clear 
what  factors  other  than  aptitudes  for  the  vocation 
enter  into  the  choice  of  it.  That  Dr.  Small  has 
shown  this  in  the  case  he  presented  is  obvious.  Less 
obvious  are  the  principals  which  are  to  guide  us  in 
the  investigation  of  the  nonconscious  factors  or 
elements  which  enter  into  vocational  choices.  Dr. 
Small  concluded  that,  “It  is  only  by  analyzing  the 
particular  case  and  obtaining  evidence  for  the 
various  choices  that  we  may  speak  of  unconsciously 
determined  motivation.” 

In  other  words,  the  problem  of  method  of  attack 
is  the  issue.  Dr.  Small  concluded  that  the  motives 
behind  specific  vocational  choices  vary  with  the 
individual.  This,  it  seems  to  me,  is  obvious  to  any 
member  of  this  audience  or  to  anyone  acquainted 
with  an  understanding  of  personality  development. 
What  is  less  obvious  is  the  method  of  discovering 
generalizations  about  vocational  choice,  that  is, 
what  kinds  of  personality  types  select  particular 
vocations  as  a consequence  of  particular  clusters  of 
unconscious  motivations? 

Dr.  Small’s  statement  of  the  problem  covers  up 
the  issue  I am  trying  to  state.  He  stated,  “A 


October  15,  1953] 


DETERMINATION  OF  VOCATIONAL  CHOICE 


2353 


common  approach  to  the  problem  of  occupational 
placement  neglects  innate  psychologic  factors  that 
may  be  decisive  for  future  success.”  He  further 
stated  that  it  is  not  enough  to  match  the  demands 
of  the  job  with  the  inherent  abilities  of  the  individual 
but  that  the  personal,  social,  and  economic  elements 
are  part  of  the  total  situation. 

But  this  is  precisely  the  problem.  What  are 
“innate  psychologic  factors?”  What  are  “inherent 
abilities?”  The  institutional  structures  themselves, 
the  social  climate  in  which  one  develops,  shape  an 
individual’s  expectations  and  psychologic  needs. 
Much  of  the  individual’s  unconscious  motivation 
stems  from  the  controls  exerted  by  the  institutional 
environment  in  which  he  develops  rather  than  from 
libidinal  drives  or  “innate”  or  “inherent”  abilities. 
Dr.  Small  declares  that  generalization  from  this 
paper  is  not  feasible.  We  are  left  then  with  a case 
which  is  a good  example  of  what  is  obvious,  i.e., 
that  unconscious  determinants  enter  vocational 
choice  in  this  case.  Dr.  Small  did  not  set  himself 
the  problem  we  are  raising,  but  this  is  the  problem. 
How  can  we  separate  the  kinds  of  conscious  motiva- 
tions for  vocational  choice,  which  are  part  of  our  on- 
going awareness  of  social  needs,  and  their  possible 
fulfillment  through  the  choice  of  certain  vocations 
from  the  unconscious  factors  which  enter  as  a 
consequence  of  “libidinal  drives”  or  early  inter- 
personal relations  with  important  figures  in  our 
early  years?  It  seems  that  if  each  case  has  to  be 
investigated  in  its  own  terms  and  is  unique  in  its 
constellation  of  motivations,  generalization  of  the 
relation  between  unconscious  determinants  and 
vocational  choice  becomes  impossible. 

Ralph  T.  Collins,  M.D.,  Rochester. — Dr.  Small,  in 
speaking  about  individual  occupational  choice, 
brings  to  our  attention  a subject  of  which  very  little 
is  known  today.  For  centuries  men,  and  recently 
women,  have  chosen  occupations  for  countless  and 
varied  reasons.  Even  today,  in  some  cultures  a 
boy  is  expected  to  choose  the  same  occupation  as  his 
father. 

In  those  countries,  as  in  the  United  States,  where 
a boy  and  a girl  have  relative  freedom  in  their  choice 
of  a life’s  work,  we  are  just  beginning  to  gather  data 
about  the  process  of  choosing.  Research  into  this 
field  is  challenging  and  difficult  because  of  the  nature 
of  the  process. 

How  is  one  to  collect  adequate,  reliable  informa- 
tion from  an  adult  person  in  a longitudinal  life 
history  about  the  shifting  goals  of  a career  from  the 
first  goal  of  wanting  to  be  an  iceman  to  the  realized 
goal  of  an  undertaker?  The  passage  of  time  dulls 
the  memory  of  what  actually  took  place,  and  distor- 
tions of  the  actual  process  are  bound  to  occur 
unknowingly. 

Do  you  know  why  you  entered  the  medical  pro- 
fession? Spend  a few  minutes  retracing  your  steps. 
One  cannot  be  sure.  The  chance  meeting  with 
someone,  a word  that  was  heard,  something  that  was 
seen,  a story  that  was  read — yes,  even  a dream  might 
have  chosen  your  career — but  you  do  not  remember. 

How  many  people  are  genuinely  satisfied  with 


their  jobs?  There  are  many  who  dislike  the  job,  but 
they  have  to  work  to  support  their  family  and  them- 
selves. Or  they  gain  emotional  support  from  the 
people  with  whom  they  work.  Or  they  gain  com- 
munity prestige  from  working  in  a particular  setting. 
Or  they  have  comfort  and  security  in  knowing  that 
if  they  are  ill,  there  are  medical  services  available 
(people  working  in  hospitals). 

What  does  a man  want  out  of  his  job  anyway?  A 
recent  national  survey  among  hourly  paid  employes 
showed  that  the  man  wants  the  following  in  this 
order:  (1)  job  security,  (2)  job  satisfaction,  (3)  job 
recognition  (he  likes  to  be  praised  for  a job  well  done 
instead  of  always  being  criticized  for  his  mistakes), 
(4)  job  promotion  (a  chance  to  advance),  and  (5) 
salary.  Some  men  deliberately  choose  a job  they 
dislike  in  order  to  gain  security.  They  are  depend- 
ent personalities.  Some  may  be  aware  of  this, 
others  not. 

To  both  the  individual  and  the  organization  for 
whom  he  is  employed,  occupational  choice  is  of  basic 
importance.  If  the  employment  department  in 
civilian  organizations  or  the  classification  section  of 
the  armed  services  happens — and  many  times 
fortuitously  does — to  satisfy  the  unconscious  stir- 
rings of  a person  and  places  the  individual  properly, 
then  the  organization  and  the  individual  will  benefit. 
If  not,  then  both  suffer  through  dissatisfactions, 
grievances,  requests  for  transfer,  tardiness,  absen- 
teeism, poor  concentration,  etc. 

So  far,  we  have  not  devised  a composite  aptitude 
and  personality  test  that  will  match  the  applicant’s 
assets  and  liabilities  to  the  job  and  to  those  person- 
alities that  have  been  successful  on  the  job.  A 
compulsive  person  does  well  working  alone  on  a 
detailed  job  but  does  poorly  in  a group  working  on 
an  assembly  line  where  each  person  is  dependent  on 
the  other  for  work.  The  dreamer  loves  to  work  in  a 
dark  room  where  much  of  the  work  is  automatic  and 
fantasies  and  plans  for  the  future  can  be  woven. 
Investigation  is  continually  proceeding  into  the 
relationship  of  individual  strivings  to  occupational 
choice:  the  wish  to  be  in  authority,  so  one  becomes  a 
policeman ; the  wash  to  please  others,  so  one  becomes 
a prostitute,  etc. 

From  a public  health  viewpoint  the  situation  is 
dangerous  to  young  children  who  hear  father  each 
evening  at  the  supper  table  complaining  bitterly  of 
his  work  or  listen  to  mother  protesting  about  her 
thankless  job  as  a housekeeper  and  a mother. 
Children  in  maturing  develop  concepts  of  many 
things,  including  the  concept  of  work.  The  son’s 
concept  of  work  will  be  most  unhealthy  when  he 
reaches  manhood  after  being  constantly  exposed  in 
his  formative  years  to  hearing  nothing  good  of  work 
or  the  girl  either  in  her  concept  of  motherhood  and 
marriage. 

It  is  hoped  that  the  research  on  occupational 
choice  of  such  groups  of  workers  as  Drs.  Ginzberg 
el  al.  in  New  York  City  will  aid  those  who  follow  us 
to  choose  their  occupations  more  effectively  and 
satisfactorily  and  will  help  those  w'ho  place  persons 
on  jobs  to  match  emotional  strivings  and  jobs  more 
adequately. 
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CLINICAL  syndromes  resulting  from  occlu- 
sion of  the  various  arteries  of  the  brain  are 
well  known  to  neurologists,  but,  for  some  reason 
not  clearly  understood,  it  has  been  generally 
recognized  only  recently  that  interference  with 
the  circulation  in  certain  of  the  veins  of  the  brain 
also  give  rise  to  disturbances  in  function  of  the 
areas  of  the  brain  drained  by  them.  As  long  as 
ninety-two  years  ago,  Von  Dusch,1  in  a small 
monograph,  described  a series  of  56  cases  observed 
or  collected  from  the  literature  in  which  postmor- 
tem studj'  revealed  thrombi  occluding  the  major 
sinuses  of  the  cranial  dura  and  some  of  their  trib- 
utary veins.  Although  few  systematic  con- 
clusions could  be  drawn  from  the  stud}',  it  would 
seem  that  some  effort  at  evaluating  the  impor- 
tance of  these  venous  structures  was  being  at- 
tempted. Gowers,2  in  1888,  stressed  the  impor- 
tance of  the  longitudinal  sinus  and  its  tributary 
veins  as  a cause  for  convulsive  seizures  and  partial 
or  complete  hemiplegia.  In  1906,  Mi  miner3  re- 
ported a patient  with  signs  of  a focal  cerebral 
lesion  who  was  found  at  autopsy  to  have  a throm- 
bus in  the  superior  longitudinal  sinus  and  cerebral 
veins.  Despite  these  early  reports,  it  remained 
for  Holmes  and  Sargent4  to  enunciate  the  present 
concept  of  the  syndrome  resulting  from  obstruc- 
tion of  the  Rolandic  vein.  Since  that  time  a 
number  of  additional  reports  have  appeared,5-11 
and  more  recently  Merwarth12-13  has  restated 
the  syndrome  of  the  Rolandic  vein  or  hemiplegia 
of  venous  origin. 

Venous  drainage  of  the  cortical  mantle  of  the 
cerebral  hemispheres  is  essentially  by  way  of  two 
systems  of  veins  (Fig.  1).  One  system  comprises 
the  superior  cerebral  veins  which  drain  the  entire 
medial  aspect  and  roughly  the  upper  half  of  the 
lateral  aspect  of  the  hemisphere  emptying  into 
the  superior  sagittal  sinus.  The  other  group 
may  be  spoken  of  as  inferior  cerebral  veins  which 
drain  the  lower  half  of  the  lateral  aspect  of  the 
hemisphere,  the  cortex  of  the  island  of  Reil,  and 
the  inferior  surface  of  the  temporal  and  occipital 
lobes  emptying  into  the  sphenoparietal  sinus  by 
way  of  the  Sylvian  vein  or  into  the  transverse 
sinsus  by  way  of  the  veins  of  Labbe.  The  super- 
ior cerebral  veins  may  be  divided  into  three 
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Fig.  1.  Two  systems  of  veins  draining  the  cortical 
mantle  of  the  cerebral  hemispheres. 


groups.  An  anterior  group  serves  the  anterior 
portion  of  the  froDtal  lobe.  A middle  group 
serves  the  adjacent  portions  of  the  frontal  and 
parietal  lobes  which  comprise  the  primary  sen- 
sory-motor cortex;  this  group  of  one  to  three 
large  veins  is  known  collectively  as  the  Rolandic 
vein.  A posterior  group  serves  the  remainder  of 
the  parietal  cortex  and  part  of  the  occipital  lobe. 
Extensive  anastomoses  exist  within  and  be- 
tween all  groups  of  cerebral  veins.  Of  the  vari- 
ous groups  of  superior  cerebral  veins  a specific 
clinical  syndrome  can  at  this  time  be  assigned  to 
only  one,  namely,  the  middle  group  or  Rolandic 
vein. 

Impairment  of  function  of  the  sensory-motor 
cortex  secondary  to  lesions  of  the  Rolandic  veins 
usually  results  in  paresis  of  fairly  characteristic 
distribution,  the  lower  extremity  being  earlier 
or  more  severely  affected  than  the  upper  and 
the  proximal  portion  of  the  upper  extremity  suf- 
fering greater  loss  than  hand  or  finger  movement. 
The  face  may  be  spared  as  may  be  speech,  even 
when  the  dominant  hemisphere  is  involved,  since 
the  cortical  areas  subserving  these  functions  are 
usually  drained  by  the  inferior  rather  than  the 
superior  system  of  cortical  veins.  However,  ex- 
ceptions to  this  are  not  uncommon,  and  the  hem- 
iplegia may  be  indistinguishable  from  that  which 
obtains  following  lesions  of  the  internal  capsule. 
Sensor}'  impairment  is  usually  of  the  gnostic  type 
and  follows  the  distribution  of  the  motor  involve- 
ment. As  might  be  expected,  focal  motor  or  sen- 
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teory  seizures  are  frequently  observed.  The  se- 
verity and  the  duration  of  neurologic  deficit  at- 
tending lesions  of  the  Rolandic  veins  depend 
to  a large  degree  on  the  extent  of  available  anas- 
tomotic channels,  and  by  and  large,  the  prognosis 
for  some  return  of  function  is  good. 

Impairment  of  blood  flow  in  the  cerebral  veins 
may  be  a result  of  inflammatory  processes,  pri- 
mary thrombotic  disturbances,  or  pressure  from 
adjacent  tumors.  Thrombophlebitis  of  the  cer- 
ebral veins  was  more  common  prior  to  the  advent 
of  modern  antibiotics,  but  occasional  cases  are 
seen  today.  It  may  accompany  inflammatory 
processes  anywhere  in  the  body  but  particularly 
in  association  with  infections  of  the  middle  ear 
with  or  without  thrombosis  of  the  lateral  sinus. 
Some  of  the  cases  of  so-called  otitic  hydrocepha- 
lus may  be  included  in  this  group.  Differentia- 
tion from  intracerebral  abscess  is  often  impossible 
without  the  aid  of  ventriculography.  Focal  symp- 
tomatology accompanying  infections  of  the  sub- 
dural space  is  most  likely  the  result  of  thrombo- 
phlebitis of  the  underlying  cortical  veins. 

Thrombosis  of  the  cortical  veins  or  superior 
sagittal  sinus  is  occasionally  seen  following  the 
termination  of  a pregnancy  which  seemed  to  be 
normal  in  all  other  respects.14-18  Cortical  vein 
thrombosis  is  also  seen  in  blood  dyscrasias,  in 
long,  debilitating  illnesses,  and  in  marasmus,  es- 
pecially in  infants  who  are  subject  to  periods  of 
dehydration. 

Parasagittal  tumors,  particularly  meningiomas, 
may  obstruct  one  or  more  superior  cerebral  veins 
at  their  points  of  entrance  into  the  superior  sagit- 
tal sinus.  A striking  example  of  this  was  re- 
cently observed. 

A fifty-two-year-old  woman  was  admitted  to  the 
Long  Island  College  Hospital  with  a history  of  focal 
convulsive  seizures  involving  the  right  lower  extrem- 
! ity.  Paresis  of  the  right  extremities  was  first  noted 
seven  days  prior  to  operation,  and  during  the  next 
six  days  paralysis  of  the  right  extremities  became 
complete,  paresis  of  the  right  lower  face  appeared, 
j!  and  impairment  of  speech  became  apparent.  A 
meningioma,  5 cm.  in  diameter,  was  disclosed  at- 
tached to  the  falx  just  below  and  posterior  to  a large 
blood  vessel  which  was  presumed  to  be  the  Rolandic 
vein  (Fig.  2).  Neither  the  vein  nor  the  superior 
sagittal  sinus  was  invaded  by  the  tumor,  but  the 
vein  appeared  unusually  engorged,  seemingly  as  a 
result  of  pressure  of  the  tumor  upon  it.  Anterior 
to  this  vein  and  at  some  distance  from  the  tumor,  the 
gvri  were  widened  and  palpably  soft.  The  tumor 
was  removed  without  further  injury  to  the  engorged 
vein.  Postoperatively,  recover}'  was  rapid  and 
complete. 

This  instance  seems  to  point  up  the  possibility 
that  the  recurrent  transitory  exacerbations  of 
symptoms  frequently  experienced  prior  to  the 
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Fig.  2.  Meningioma  attached  to  the  falx  just 
posterior  to  a large  blood  vessel,  presumed  to  be 
the  Rolandic  vein. 


excision  of  parasagittal  tumors  may  be  a result 
of  sudden  occlusions  of  superior  cerebral  veins. 

According  to  a report  by  Scarff,19  occlusion  of 
the  superior  cerebral  veins  is  not  always  accom- 
panied by  neurologic  disability.  While  carrying 
out  a procedure  of  lysis  of  the  pacchionian  gran- 
ulations for  the  treatment  of  epilepsy  in  children, 
he  has  sectioned  most  of  the  superior  cerebral 
veins  at  their  entrance  to  the  superior  sagittal 
sinus  bilaterally  without  the  appearance  of  con- 
vulsive seizures  or  paretic  phenomena.  This  is 
contrary  to  our  own  experience  in  adults  but  may 
be  related  to  the  presence  of  immediately  avail- 
able anastomotic  channels  in  children  so  that  no 
congestion  of  the  cerebral  veins  ever  ensues. 

All  three  groups  of  superior  cerebral  veins  of 
both  hemispheres  drain  into  the  superior  sagittal 
sinus.  Obstruction  to  the  flow  of  blood  within 
the  sinus  may  cause  disturbances  of  varying  dura- 
tion and  severity  depending  upon  the  location  of 
the  obstruction  and  the  period  of  time  over  which 
the  occlusion  occurs.  Occlusion  of  the  sinus 
anterior  to  the  point  of  entrance  of  the  middle 
group  of  cerebral  veins  is  usually  well  tolerated. 
However,  rapid  obstruction  of  the  blood  flow  in 
the  sinus  at  or  posterior  to  the  Rolandic  point  is 
often  followed  by  grave  and  irreversible  altera- 
tions in  cerebral  function  which  may  be  incom- 
patible with  life.  These  alterations  may  include 
a high  degree  of  intracranial  tension,  coma,  quad- 
riplegia,  or,  if  the  patient  survives,  enduring 
spastic  paraplegia  resulting  from  impaired  func- 
tion of  those  areas  of  cerebral  cortex  supplied  by 
the  superior  cerebral  veins.  In  instances  where 
the  occlusion  of  the  sinus  is  less  acute,  the  symp- 
toms may  be  limited  to  those  of  increased  intra- 
cranial tension  which  eventually  subside.  In  this 
category  may  be  listed  some,  but  certainly  not 


2356 


HOWARD  FREEDMAN 


[N.  Y.  State  J.  M. 


all,  of  the  cases  hitherto  reported  as  “pseudo- 
tumor cerebri.” 

Gradual  occlusion  of  the  sinus  is  accompanied 
by  expansion  of  existing  collateral  channels  which 
provided  avenues  of  escape  for  the  venous  blood. 
These  collaterals  include  veins  of  the  falx  cerebri 
and  inferior  sagittal  sinus,  dural  veins,  emissary 
veins  of  the  superior  sinus  and  dura  into  the  cra- 
nium and  scalp,  and  the  anastomoses  between 
the  cerebral  veins  (Fig.  3). 

The  emissary  system  has  been  demonstrated 
by  Browder  and  Kaplan50  by  means  of  a radi- 
opaque medium  in  cadavers,  and  Schenkin. 
Harrnel.  and  Kety21  demonstrated  its  function  in 
normal  living  individuals  in  the  course  of  their 
investigations  of  cerebral  blood  flow.  The  im- 
portance of  the  emissary  system  was  graphically 
described  by  Lima22  in  his  report  of  a patient 
whose  superior  sagittal  sinus  was  occluded  by  a 
thrombus.  Surgical  exposure  of  the  sinus  ne- 
cessitated destruction  of  its  emissaries  and  was 
followed  by  exacerbation  of  the  original  sympto- 
matology. We  have  observed  a similar  course  of 
events  repeatedly  following  removal  of  the  hy- 
perostosis of  parasagittal  meningiomas  which 
have  occluded  the  sinus. 

Much  of  the  collateral  venous  circulation, 
which  develops  following  occlusion  of  the  supe- 
rior sagittal  sinus  in  its  posterior  portion  repre- 
sents expansion  of  existing  anastomoses  between 
the  cortical  veins  shunting  the  blood  into  the 
system  of  inferior  cerebral  veins  or  into  the  pos- 
terior group  of  superior  cerebral  veins  and  thence 
into  the  posterior  unobstructed  portions  of  the 
sinus.  These  channels  may  be  visualized  radio- 
graphically23 by  injecting  an  opaque  medium  into 
the  sinus  anterior  to  the  obstruction  or  at  opera- 
tion when  the  engorged  cerebral  veins  can  be  visu- 
alized. The  more  gradual  the  occlusion  of  the 
sinus,  the  more  imperceptibly  these  venous  shunts 
take  over  its  function  and  the  less  cortical  dysfunc- 


tion occurs.  Sudden  interruption  of  these  collat- 
eral venous  pathways  may  precipitate  a syndrome 
similar  to  that  resulting  from  sudden  occlusion 
of  the  sinus  itself.  Realization  of  this  fact  is  of 
paramount  importance  to  the  surgeon  who  is 
dealing  with  parasagittal  tumors  involving  the 
superior  sagittal  sinus.  The  success  or  failure 
of  attempts  to  excise  these  parasagittal  neo- 
plasms. particularly  meningiomas,  may  to  a large 
extent  depend  on  the  preservation  of  collateral 
venous  pathways. 


Summary 

Lesions  involving  the  superior  sagittal  sinus 
and  its  tributary  veins  include  inflammatory  proc- 
esses, primary  thrombotic  disturbances,  and 
neoplasms  which  obstruct  by  invasion  or  external 
pressure.  In  many  instances  characteristic  clini- 
cal syndromes  result.  To  a large  degree  these 
syndromes  depend  upon  the  immediately  avail- 
able anastomotic  channels  and  the  degree  of  ex- 
pansion of  other  collaterals  which  provide  avenues 
of  escape  for  the  venous  blood.  Surgical  exci- 
sion of  tumors  involving  the  superior  sagittal 
sinus  must  be  planned  in  such  a way  as  to  pre- 
serve these  anastomotic  channels. 
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Discussion 

Wallace  B.  Hamby,  M.D.,  Buffalo. — Dr.  Freed- 
man has  given  us  a comprehensive  review  of  the 
neurologic  lesions  produced  by  obstructions  of  the 
superior  sagittal  sinus  and  its  tributary  veins.  He 
is  to  be  congratulated  for  so  restricting  his  report  to 
this  portion  of  the  cerebral  venous  system.  An  at- 
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tempt  at  covering  possible  lesions  of  the  entire  in- 
tracranial venous  system  would  have  required  only  a 
hasty  glance  at  a large  number  of  syndromes  for  this 
vascular  system  is  almost  as  complicated  as  the 
arterial  one. 

Of  particular  value  is  his  separation  of  the  clinical 
effects  of  sudden  and  gradual  occlusions  of  the  sinus. 
Sudden  occlusions  produce  profound  changes  in  the 
cerebral  areas  drained  by  the  sinus,  while  slowly 
developing  occlusive  lesions  permit  the  shunting  of 
venous  blood  around  the  point  of  obstruction 
through  dilating  anastomotic  veins.  This  protects 
the  involved  brain  areas  from  the  effects  of  obstruc- 
tion of  its  venous  outlets.  Dr.  Bronson  Ray  of 
New  York  has  developed  a method  of  catheterizing 
the  superior  longitudinal  sinus  that  permits  the 
sinus  and  its  tributaries  to  be  visualized  by  roent- 
genography (sinograms)  of  injected  radiopaque  liq- 
uids. Briefly,  such  roentgenograms  demonstrate 
only  the  sinuses  in  normal  cases,  but  when  the  con- 
trast material  is  injected  distal  to  sinus  obstructions, 
the  patterns  of  the  shunting  veins  are  visualized. 
This  method  demonstrates  the  position  and  the  com- 
pleteness of  the  obstruction.  It  forewarns  the  sur- 
geon of  such  obstructions  and  lets  him  know  in  ad- 
vance whether  or  not  that  portion  of  the  sinus  may 
be  safely  resected. 


Two  weeks  ago  Arnold  Meirowsky  reported  to 
the  Harvey  Cushing  Society  on  112  cases  of  wounds 
of  the  cranial  venous  sinuses  sustained  in  the  Korean 
War.  Seventy-eight  (70  per  cent)  of  these  involved 
the  superior  longitudinal  sinus.  Treatment  was 
followed  by  a 12.5  per  cent  mortality  rate.  He 
found  that  lesions  of  the  anterior  portion  produced 
no  regular  neurologic  picture  except  when  accompa- 
nied by  intracerebral  clots.  Obstruction  of  the  mid- 
dle portion  produced  quadriplegias,  triplegias,  para- 
plegias, and  often  the  Holmes-Sargeant  syndrome. 
Wounds  of  the  posterior  part  often  produced  no  mo- 
tor weakness  but  marked  visual  disturbances  that 
usually  were  due  to  direct  damage  to  the  occipital 
cortex.  He  found  that  even  frightfully  complicated 
wounds  involving  the  sinuses  were  well  worthy  of 
repair  and  that  preservation  of  the  patency  of  the 
sinus  should  be  attempted  in  all  cases. 

George  A.  Cohn,  M.D.,  Buffalo. — The  use  of  dural 
sinus  venography  in  aiding  the  neurosurgeon  to  plan 
his  surgical  approach  for  parasagittal  tumors  has 
been  of  considerable  value.  I was  particularly  in- 
terested in  Dr.  Freedman’s  remarks  concerning  the 
collateral  circulation  that  develops  through  the  cal- 
varium and  scalp  veins  in  the  presence  of  an  ob- 
structed sagittal  sinus. 


AMERICA’S  FAMILIES  HEALTHIER  IN  1953 
General  health  conditions  among  American  wage 
earners  and  their  families  during  the  first  half  of 
1953  were  excellent  despite  an  outbreak  of  influenza 
in  the  opening  months,  Metropolitan  Life  Insurance 
Company  statisticians  report. 

Mortality  among  the  company’s  industrial  policy- 
holders was  673  per  100,000,  close  to  the  all-time  low 
of  667  per  100,000  recorded  in  the  first  six  months  of 
1950.  Comparable  figures  for  last  year  and  the  year 
before  that  were  681  and  685. 

The  death  rate  among  females  established  a new 
low  for  the  six-month  period,  the  mortality  declining 
from  last  year’s  in  all  age  groups  except  ten  to  nine- 
teen years.  Mortality  among  males  during  the  first 
half  of  1953  was  lower  than  in  the  comparable  period 
of  1952  at  all  ages  except  five  to  nine  years. 

Factors  contributing  to  this  year’s  favorable 
record,  according  to  the  statisticians,  are  small  de- 


creases in  the  death  rate  from  diseases  of  the  heart 
and  arteries  and  cancer,  and  a substantial  decline  in 
the  mortality  for  tuberculosis,  which  reached  a new 
minimum. 

The  influenza  epidemic  brought  the  death  rate 
from  that  disease  to  nearly  65  per  cent  above  the 
rate  a year  ago.  Pneumonia  mortality,  however, 
showed  a slight  decrease.  For  the  two  diseases 
combined,  the  death  rate  increased  from  21.9  per 
100,000  for  the  first  six  months  of  1952  to  23.1  for 
the  like  period  this  year. 

The  accident  death  rate  was  10  per  cent  lower  this 
year  than  last,  the  suicide  rate  declined  appreciably, 
and  the  homicide  rate  remained  unchanged. 

The  mortality  from  war  deaths  was  1.9  per  100,- 
000,  compared  with  2.3  and  6.7  for  the  like  periods  of 
1952  and  1951,  respectively. — Metropolitan  Informa- 
tion Service,  August  11,  1953. 


THE  INFREQUENCY  OF  UNCOMPLICATED  CORONARY  ARTERY  DIS- 
EASE AND  MYOCARDIAL  INFARCTION  AS  CAUSES  OF  CARDIAC 
HYPERTROPHY  AND  DEATH,  ESPECIALLY  IN  FEMALES,  BASED 
ON  A SURVEY  OF  8,500  NECROPSIES 

Harry  Gross,  M.D.,  F.A.C.P.,  Abram  Jezer,  M.D.,  and  Nathan  Somberg,  M.D.,  New 
York  City,  and  Edward  B.  Polin,  M.D.,  Philadelphia,  Pennsylvania 

( From  the  Medical  and  Laboratory  Divisions,  Montefiore  and  New  York  City  Hospitals) 


THE  purpose  of  this  stud}’  was  to  determine 
whether  uncomplicated  coronary  artery  dis- 
ease and  myocardial  infarction  cause  cardiac 
hypertrophy  and  the  frequency  of  these  condi- 
tions at  necropsy  in  the  absence  of  hypertension 
and  diabetes.  The  protocols  of  8,500  cases  of 
seventy  years  or  under  were  reviewed;  3,500 
were  performed  between  March,  1937,  and  March, 
1947,  at  the  Montefiore  Hospital,  an  institution 
for  the  treatment  of  chronic  disease,  where 
patients  with  coronary  artery  disease  also  usually 
have  hypertension  and  congestive  failure.  Un- 
complicated coronary  disease  is  rarely  a cause  of 
admission  there.  Accordingly,  4,551  additional 
protocols  from  three  general  hospitals,  comprising 
2,002  necropsies  performed  from  April,  1937,  to 
April,  1944,  at  the  New  York  City  Hospital, 
1,033  performed  at  Lebanon  Hospital,  and  1,515 
performed  at  Morrisania  Hospital,  were  also 
studied.  In  addition,  the  case  records  and 
necropsy  findings  of  451  cases  of  sudden  death  in 
relatively  young  men  were  reviewed  at  the 
Armed  Forces  Institute  of  Pathology.  The  prob- 
lem was  restricted  to  arteriosclerosis  of  the 
coronary  arteries. 

Criteria  for  Diagnosis  of  Uncomplicated 
Coronary  Disease 

All  cases  with  a heart  weight  of  400  Gm.  or 
more  and  with  a history  suggestive  of  hyperten- 
sion or  of  diabetes  mellitus  or  with  fundus  oculi 
changes  indicative  of  these  diseases  and  those 
with  a systolic  blood  pressure  of  150  mm.  Hg  or 
over  or  a diastolic  blood  pressure  of  100  mm.  Hg 
or  more  were  excluded.  Necropsies  showing 
diffuse  arteriolosclerosis  of  the  kidneys  with 
medial  hypertrophy  of  the  arterioles  were  elimi- 
nated since  such  a lesion  is  commonly  regarded  as 
an  indication  of  associated  essential  hypertension. 

The  upper  limit  of  normal  heart  weight  was 
taken  as  400  Gm.,  although  hypertension  of  long 
duration  frequently  occurs  with  hearts  weighing 
less  than  this  amount.  Although  this  figure  is 
arbitrary,  we  took  it  to  err  on  the  safe  side  since 
the  great  majority  of  normal  hearts  weigh  400  Gm. 
or  less,  and  occasionally  a large  man  will  have  a 
heavier  heart  than  is  the  accepted  normal.  A 


correct  approach  would  be  an  evaluation  based 
upon  correlation  between  heart  weight  and  sur- 
face area.  LTifortunately,  only  few  studies  of 
this  type  are  available.1 

Results 

At  the  Montefiore  Hospital  during  the  ten- 
year  period  from  April  1,  1937,  to  April  1,  1947, 
there  were  3,500  necropsies.  Included  in  this 
number  were  eight  probable  cases  of  coronary 
artery  disease  and  myocardial  damage  in  females 
between  the  ages  of  fifty-nine  and  seventy  with- 
out history  or  evidence  of  clinical  hypertension  or 
diabetes  mellitus.  Six  of  these  were  omitted 
because  of  diffuse  renal  arteriolosclerosis,  leaving 
only  two.  Among  males  there  were  20,  making 
the  total  incidence  0.65  per  cent.  The  difference 
between  the  number  of  males  and  females  is  im- 
pressive and  appears  to  be  of  clinical  significance. 
It  is  interesting  to  note  that  with  the  exception  of 
one  patient  who  was  admitted  with  myocardial 
infarction,  all  the  rest  were  not  treated  for  heart 
disease. 

At  Morrisania  City  Hospital,  of  1,515 
necropsies  covering  a period  from  January,  1942, 
to  July,  1949,  there  were  86  instances  of  coronary 
artery  disease.  Of  the  86,  there  were  nine  in- 
stances of  uncomplicated  coronary  artery  disease 
in  both  sexes,  or  10.4  per  cent  in  all  ages.  An 
impressive  feature  of  the  material  from  this 
institution  was  that  in  seven  of  the  nine  instances 
the  clinical  course  was  that  of  arteriosclerotic 
heart  disease  with  death  most  likely  due  to  this 
cause  and  with  acute  cardiac  infarction  in  several. 
In  one  there  was  nephrosclerosis  with  a heart 
weighing  450  Gm. ; another  had  a heart  one  and 
one-half  times  the  normal  size.  In  the  others 
the  heart  weights  and  the  heart  and  kidney  slides 
were  not  available.  The  first  two  may  have  been 
hypertensive,  especially  the  one  with  associated 
nephrosclerosis;  the  other  five  remain  doubtful. 

At  the  Lebanon  Hospital  1,033  necropsies 
were  renewed.  The  number  with  coronary  dis- 
ease was  88 : complicated  coronary  artery  disease 
81  and  uncomplicated  seven,  or  7.95  per  cent. 
At  the  New  York  City  Hospital  in  2,002  necrop- 
sies there  were  nine  males  and  two  females,  or 
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TABLE  I. — Age  and  Sex  Distribution  of  Complicated 
and  Uncomplicated  Coronary  Artery  Disease 


. — ■ — Age  by  Decades 

30  to  40  to  50  to  60  to 


39 

49 

59 

70 

Total 

New  York  City  Hospital 
Complicated 
Male 

2 

21 

25 

41 

89 

Female 

1 

5 

9 

19 

34 

Uncomplicated 

Male 

0 

i 

2 

6 

9 

Female 

0 

i 

1 

0 

2 

Montefiore  Hospital  for 
Chronic  Diseases 
Complicated 
Male 

0 

18 

31 

52 

101 

Female 

1 

8 

10 

23 

41 

Uncomplicated 

Male 

0 

2 

6 

15 

23 

Female 

0 

0 

1 

3 

4 

Morrisania  City 
Hospital 
Complicated 
Male 

0 

9 

20 

29 

58 

Female 

0 

2 

3 

14 

19 

Uncomplicated 

Male 

0 

1 

0 

7 

8 

Female 

0 

0 

1 

0 

1 

Lebanon  Hospital 
Complicated 
Male 

0 

5 

12 

41 

59 

Female 

0 

1 

8 

13 

22 

U ncomplicated 
Male 

1 

0 

2 

4 

7 

Female 

0 

0 

0 

0 

0 

8.9  per  cent,  of  possible  uncomplicated  coronary 
artery  disease.  Of  the  two  females  neither  had 
clinical  coronary  artery  disease,  nor  had  they 
developed  congestive  failure  (Table  I). 

If  coronary  artery  disease  were  the  cause  of 
cardiac  hypertrophy,  the  hearts  showing  coronary 
sclerosis  without  nephrosclerosis  should  also  show 
cardiac  hypertrophy  as  commonly  as  those  with 
nephrosclerosis.  However,  nephrosclerosis  is 
rare  in  the  small  hearts  showing  coronary  artery 
disease  (Table  II).  On  the  other  hand,  nephro- 
sclerosis is  common  in  the  heavy  hearts  with 
coronary  artery  disease. 

Coronary  Artery  Disease  and  Cardiac 
Hypertrophy 

The  presence  of  nephrosclerosis  points  to 
present  or  previous  hypertension.  We  were  in- 
terested in  determining  whether  cases  with  coro- 
nary disease  and  myocardial  infarction  without 


nephrosclerosis  would  show  cardiac  hypertrophy 
like  those  with  nephrosclerosis.  For  this  phase 
of  the  work  1,056  cases  were  reviewed.  Of  the 
1,056  cases  188  had  nephrosclerosis  with  cardiac 
hypertrophy.  Of  these  188,  80  also  had  cardiac 
infarction  of  whom  28  had  heart  weights  of  less 
than  400  Gm.  and  52  had  heart  weights  greater 
than  400  Tim.  Of  the  1,056  there  were  141  in- 
stances of  nephrosclerosis  with  coronary  artery 
disease;  60  of  these  had  hearts  weighing  under 
400  Gm.,  and  29  of  the  60  had  myocardial  in- 
farction. The  remaining  81  of  the  141  had  hearts 
weighing  over  400  Gm.,  51  of  whom  had  infarc- 
tion. 

There  were  115  cases  of  coronary  artery  disease 
without  nephrosclerosis  in  1,056  cases.  Of  these, 
82  had  hearts  weighing  under  400  Gm.,  while  47  of 
the  82  cases  had  cardiac  infarction.  Thirty-three 
had  hearts  weighing  over  400  Gm.  while  23  of 
these  had  cardiac  infarction. 

In  hearts  weighing  300  Gm.  or  less  the  number 
showing  no  nephrosclerosis  was  twice  that  with 
nephrosclerosis.  In  hearts  weighing  300  to  350 
Gm.  the  number  showing  no  nephrosclerosis  was 
only  one  and  one-half  times  that  showing  nephro- 
sclerosis. When  the  hearts  weighed  350  to  500 
Gm.,  the  reverse  was  true:  Nephrosclerosis  was 
one  and  one-half  times  more  common  than  its 
absence.  In  the  500  to  900-Gm.  hearts  those 
showing  nephrosclerosis  were  more  than  twice  as 
numerous  as  those  not  showing  nephrosclerosis. 

In  hearts  weighing  more  than  400  Gm.  nephro- 
sclerosis was  found  about  twice  as  frequently  as 
in  hearts  weighing  under  400  Gm.,  irrespective  of 
coronary  disease  or  myocardial  infarction.  In 
terms  of  percentages  these  figures  indicate  that 
in  the  small  heart  with  coronary  artery  disease 
and  myocardial  infarction  over  70  per  cent  do 
not  have  nephrosclerosis,  while  in  the  larger 
hearts  with  similar  coronary  disease,  over  70  per 
cent  do  have  nephrosclerosis. 

The  figures  were  submitted  for  statistical 
analysis  to  Mr.  H.  Marks  of  the  Metropolitan 
Life  Insurance  Company.2  From  this  analysis  it 


TABLE  II. — Correlation  of  Heart  Weight.  Nephrosclerosis,  Coronary  Disease,  and  Myocardial  Infarction 


Heart  Weight 
(Gm.) 

Nephro- 

sclerosis 

. Coronary  Artery 

With 

Nephro- 

sclerosis 

Disease — 
Without 
Nephro- 
sclerosis 

— - Coronary  Disease 

With 
Nephro- 
sclerosis 

and  Infarction 
Without 
Nephro- 
sclerosis 

150  to  200 

6 

2 

3 

0 

i 

201  to  250 

28 

12 

13 

3 

5 

251  to  300 

20 

7 

30 

6 

17 

301  to  350 

30 

23 

20 

14 

13 

351  to  400 

31 

16 

16 

9 

11 

401  to  450 

29 

26 

8 

. 12 

3 

451  to  500 

27 

12 

9 

9 

6 

501  to  600 

29 

22 

5 

13 

4 

601  to  700 

22 

11 

6 

10 

5 

701  to  800 

6 

4 

2 

2 

2 

801  to  900 

8 

6 

2 

5 

2 

901  to  1 . 000 

0 

0 

1 

0 

T 

1,001  to  1,100 

0 

0 

0 

0 

0 

Total 

236 

141 

115 

83 

70 
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Fig.  1.  Hearts  weighing  over  and  under  400  Gm. 
with  and  without  infarction  irrespective  of  nephro- 
sclerosis. Since  the  occurrence  of  infarction  is  not 
materially  different  in  the  smaller  and  in  the  heavier 
hearts,  the  size  of  the  heart  is  definitely  unrelated 
to  myocardial  infarction. 

Statistically,  according  to  Mr.  Marks,  the  differ- 
ence between  54  and  64  per  cent  is  not  significant. 


appears  statistically  significant  that  infarction  is 
not  related  to  the  increase  in  heart  weight  and 
that  nephrosclerosis  is  related  to  increase  in  heart 
weight  irrespective  of  whether  cardiac  infarction 
is  present  or  absent  (Fig.  1).  The  high  incidence 
of  nephrosclerosis  in  the  large  hearts  may  point  to 
hypertension  as  the  link  to  cardiac  hypertrophy, 
and  coronary  artery  disease  contributes  little  to 
the  development  of  cardiac  hypertrophy. 

It  is  evident  that  coronary  artery  disease  and 
cardiac  infarction  occur  in  small  and  in  hyper- 
trophied hearts.  It  appears,  however,  that  the 
factor  responsible  for  cardiac  hypertrophy  is 
associated  with  nephrosclerosis  and  hypertension. 

The  Army  Material 

At  the  Armed  Forces  Institute  of  Pathology  in 
Washington,  D.C.,  we  reviewed  the  clinical  course 
and  the  necropsy  findings  in  450  cases  of  sudden 
death  in  young  soldiers  attributed  to  coronary 
artery  disease.  Yater  and  his  coworkers  had 
previously  surveyed  the  Army  material.3-5 
Their  problem  was  different  from  ours  since  we 
were  interested  solely  in  uncomplicated  coronary 
artery  disease.  We  eliminated  112  cases  of  the 
450  on  clinical  grounds  of  hypertension,  diabetes 
mellitus,  rheumatic  heart  disease,  infectious 
myocarditis,  or  cerebral  vascular  disease.  Of  78 
cases  reviewed  histologically  28  were  eliminated 
because  of  associated  cardiac  disease.  Of  these 
28,  19  were  eliminated  on  clinical  grounds  leav- 
ing nine  which  were  excluded  solely  by  the  pa- 
thologist. Applying  a statistical  relationship  of 
the  nine  out  of  the  78  histologically  reviewed 
cases  to  our  total  number  studied,  about  33  addi- 
tional cases  would  have  to  be  eliminated  if  the 
total  number  had  been  reviewed  by  the  patholo- 


gist. This  leaves  305  acceptable  cases  of  un- 
complicated coronary  artery'  disease.  This 
number  is  large,  but  when  it  is  considered  that  it 
represents  many  sources  among  millions  of 
soldiers,  the  number  is  small  and  is  not  signifi- 
cantly different  from  the  findings  in  the  civilian 
material  studied. 

A correlation  of  nephrosclerosis  with  heart 
weights  shows  a fair  number  of  heavy  hearts  with- 
out nephrosclerosis  (Table  II).  We  have  tried  to 
show  that  hypertension  rather  than  coronary 
artery  disease  causes  cardiac  hypertrophy  as 
illustrated  by  the  infrequency  of  nephrosclerosis 
in  small  hearts  and  its  frequency  in  hypertrophied 
hearts.  A question  arises  why  some  cases  with 
cardiac  hypertrophy  presumably  due  to  hyper- 
tension do  not  show  nephrosclerosis.  The  answer 
appears  to  be  that  (1)  it  has  been  well  established 
that  hypertension  even  of  severe  grade  may  occur 
without  significant  renal  changes;  (2)  it  is  likely 
that  hypertension  is  verifiable  by  associated 
nephrosclerosis  where  hypertension  is  of  long 
duration,  and  (3)  cases  of  hypertension  that 
follow  predominantly  a course  of  cardiac  in- 
sufficiency, especially  those  with  severe  coronary 
artery'  disease  and  myocardial  infarction,  prob- 
ably terminate  from  cardiac  insufficiency  before 
they  can  develop  the  tell-tale  nephrosclerosis. 

The  Army'  material  chiefly'  represented  soldiers 
of  World  War  II  under  forty,  with  a large  number 
in  the  twenties  and  early  thirties.  A few  soldiers 
of  World  War  I,  personnel  of  the  Civilian  Con- 
servation Corps  camps,  and  government  em- 
ployes were  also  included.  This  collection  pooled 
the  findings  from  more  than  twelve  million  in  the 
Army  and  the  attached  services.  It  is  impressive 
that  there  was  not  a single  female,  despite  a large 
female  personnel  in  the  sendees. 

From  the  450  cases  we  eliminated  112  as  com- 
plicated. Acute  and  chronic  rheumatic  heart 
disease,  infectious  myocarditis,  glomerulo- 
nephritis, leukemia,  Hodgkin's  disease,  and 
cerebral  vascular  disease  were  responsible  for 
other  deaths. 

The  number  of  men  who  died  of  coronary 
artery  disease  in  relation  to  the  size  of  the  army 
was  small,  1.5  per  100,000  men  per  year.  If  the 
deaths  among  those  from  the  Civilian  Conserva- 
tion Corps  camps  and  civilian  personnel  and  those 
due  to  complicating  conditions  are  eliminated,  the 
number  of  deaths  from  uncomplicated  coronary 
artery  disease  becomes  much  smaller.  It  is  im- 
pressive that  the  average  age  of  men  in  the  Army 
on  September  30,  1945,  was  twenty-six  years  but 
that  the  men  who  died  from  coronary  disease 
represent  an  older  age  group.  There  was  only 
one  death  in  soldiers  below  the  age  of  twenty 
yrears  although  9 per  cent  of  the  men  in  the  Army 
were  under  twenty'.  With  increasing  age  the 
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mortality  rate  in  the  thirty-five  to  thirty-nine- 
year-old  group  rose  to  12.2  per  100,000  per  year. 

This  material  was  different  in  some  respects 
from  that  usually  seen  in  civilian  life.  The  men 
engaged  in  arduous  military  training  and  violent 
physical  exertion  to  which  many  were  unequal, 
especially  those  in  the  late  thirties.  Such  strain 
put  a burden  on  hearts  which  are  unable  to  ad- 
just to  sudden  increased  physiologic  demand. 
It  was  striking  how  many  died,  following  unusual 
exertion,  of  acute  coronary  insufficiency  with 
merely  minimal  or  old  coronary  artery  disease  and 
myocardial  scarring  without  time  for  the  de- 
velopment of  acute  coronary  occlusion  or  myo- 
cardial infarction.  It  is  likely  that  in  the  absence 
of  unusual  demand  on  a damaged  coronary  cir- 
culation, many  would  have  survived  in  civilian 
life.  French  and  Dock  found  that  vigorous  effort 
brought  on  a fatal  attack  in  over  50  per  cent.6 
They  were  also  impressed  by  the  obesity  which 
was  present  in  91  per  cent.  Likewise,  Newman 
reported  50  cases  of  coronary  occlusion  in  the 
British  service  in  which  physical  exertion  was 
followed  immediately  by  coronary  occlusion  in 
23 .’ 

Applying  the  tables  of  Smith,  there  was  a 1 to 
4 plus  cardiac  hypertrophy  in  51.5  per  cent  of  the 
Army  material.8  It  is  common  observation  that 
only  local  fiber  hypertrophy  occurs  around  an 
area  of  infarction  and  that  generalized  cardiac 
hypertrophy  in  such  cases  is  usually  due  to  other 
causes.  Only  in  a borderline  instance  is  it  con- 
ceivable that  hypertrophy  of  the  fibers  may  be 
necessary  for  compensation,  but  in  such  instances 
the  circulation  to  a hypertrophied  muscle  must 
also  be  adequate.  In  the  presence  of  such  a 
supply  it  is  difficult  to  conceive  of  the  need  for 
hypertrophy  as  a compensatory  mechanism.  In 
chronic  anemia  and  in  the  anomalous  origin  of 
the  coronary  artery,  however,  hypertrophy  does 
occur.8’10 

It  may  be  thought  that  the  percentage  of  un- 
complicated coronary  artery  disease  is  low  be- 
cause (1)  patients  die  on  the  way  to  a hospital  and 
(2)  most  patients  recover  at  home  or  in  a hospital 
and  play  little  part  in  necropsy  statistics.  Were 
the  first  view  correct  there  should  be  many  in- 
stances of  uncomplicated  coronary  artery  disease 
in  a coroner’s  records.  The  records  of  the  med- 
ical examiner  of  New  York  City  do  not  support 
this  idea.  Rabson  and  Helpern  found  15  per 
cent  of  2,030  consecutive  cases  of  sudden  death 
to  show  coronary  artery  disease.11  In  this 
coronary  group  two  thirds  showed  hypertrophy. 
Their  material  pointed  up  two  facts:  (1)  Un- 
complicated coronary  artery  disease  rarely  causes 
death  in  women,  and  (2)  when  sudden  death 
occurs  in  women,  the  heart  is  likely  to  be  over- 
weight. Death  from  uncomplicated  coronary 


artery  disease  is  slightly  more  common  in  the 
male  than  in  the  female.  Even  in  the  male  it  is 
uncommon  to  find  death  in  uncomplicated  coro- 
nary arteiy  disease,  hypertension  or  diabetes 
mellitus  usually  being  present. 

That  coronary  arteiy  disease  inhibits  the  heart 
from  developing  hypertrophy  is  accounted  for  by 
the  diminished  coronary  flow.12  For  this  reason 
the  absence  of  cardiac  hypertrophy  does  not 
exclude  pre-existing  hypertension  in  the  presence 
of  a longstanding,  severe  coronary  artery  disease. 
The  observations  of  Bell  and  Clawson  support  this 
view.12  By  contrast  the  hypertensive  heart 
without  coronary  artery  disease  shows  greater 
cardiac  hypertrophy  and  longer  life  with  heart 
failure. 

It  is  important  to  stress  that  an  uncomplicated 
anatomic  coronary  artery  disease  is  not  unusual 
at  necropsy.  In  fact,  at  necropsy  in  patients 
dying  of  diseases  other  than  heart  disease,  it  is 
quite  common,  especially  in  the  older  age  groups, 
to  find  coronary  arteriosclerosis  as  part  of  the 
aging  process.  In  the  absence  of  hypertension 
and  associated  cardiac  enlargement  we  have  seen 
such  vascular  changes  with  great  frequency. 
Providing  that  the  collateral  circulation  keeps 
pace  with  developing  coronary  arteriosclerosis,  it 
is  not  unusual  to  see  extensive  coronary  arteiy 
disease  including  occasional  multiple  coronary 
closures  with  no  history  of  angina  pectoris  or 
congestive  failure  and  at  necropsy  an  essentially 
intact  myocardium.  Such  vascular  changes  do 
not,  however,  usually  represent  clinical  coronary 
artery  disease,  and  death  from  such  coronary 
changes  is  unusual,  especially  in  females.  It 
appears  that  in  hospital  deaths  in  males  not  over 
10  per  cent  of  patients  with  coronary  artery  dis- 
ease have  the  uncomplicated  variety.  Women 
with  clinical  coronary  disease  usually  have 
hypertension  or  diabetes  mellitus. 

Summary 

A survey  was  made  of  8,500  necropsies  to 
determine  the  occurrence  of  death  from  uncom- 
plicated coronary  artery  disease  in  both  sexes  up 
to  the  age  of  seventy:  3,500  necropsies  were 
analyzed  from  a hospital  for  chronic  diseases. 
4,550  from  three  general  hospitals,  and  450  from 
the  Armed  Forces  Institute  of  Pathology. 

Cases  with  (1)  systolic  blood  pressure  of  150 
and  diastolic  of  100  or  over,  (2)  heart  weights  of 
400  Gm.  or  more,  (3)  nephrosclerosis,  and  (4) 
histologic  evidence  of  generalized  cardiac  fiber 
hypertrophy  not  due  to  valvular  disease  or  myo- 
carditis were  regarded  as  indicative  of  previous 
hypertension.  The  last  point  may  not  be  accept- 
able to  some  observers. 

At  the  hospital  for  chronic  diseases  the  in- 
cidence of  uncomplicated  coronary  artery  disease 
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was  5.67  per  cent.  At  the  three  general  hospitals 
the  proportion  ranged  from  7.65  per  cent  to 
slightly  over  10  per  cent.  The  incidence  of  un- 
complicated coronary  artery  disease  might  even 
be  smaller  if  it  were  possible  to  determine  the 
number  of  cases  of  hypertension  -with  small  hearts 
without  nephrosclerosis  or  an  adequate  history  of 
elevated  blood  pressure. 

Since  nephrosclerosis  is  a concomitant  of 
hypertension,  an  attempt  was  made  to  answer 
the  question  as  to  whether  coronary  disease  and 
cardiac  infarction  cause  cardiac  hypertrophy. 
By  comparing  the  incidence  of  cardiac  hyper- 
trophy in  cases  of  myocardial  infarction  both  with 
and  without  nephrosclerosis,  we  are  of  the  opinion 
that  nephrosclerosis  is  directly  related  to  cardiac 
hypertrophy  and  that  myocardial  infarction  is 
probably  not  causally  related  to  cardiac  hyper- 
trophy. 

Analysis  of  450  sudden  deaths  among  young 
soldiers  shows  a high  percentage  of  hypertension, 
especially  if  left  ventricular  or  generalized 
cardiac  hypertrophy  is  regarded  as  indicative  of 
this  condition.  The  incidence  of  uncomplicated 
coronary  artery  disease  is  not  large  when  it  is 
considered  that  the  material  was  pooled  from  two 
world  wars,  Civilian  Conservation  Corps  camps, 
and  civilian  government  employes  comprising 
millions  of  personnel.  Death  was  frequently  due 
to  coronary  insufficiency  resulting  from  the  rigors 
of  military  life. 

Uncomplicated  coronary  artery  disease  occurs 


in  clinical  cardiac  practice,  especially  in  males, 
but  is  not  common  as  a cause  of  death  in  hospital 
practice  in  either  sex.  The  idea  that  patients  die 
on  the  wav  to  a hospital  is  dispelled  by  its  uncom- 
mon occurrence  in  the  files  of  the  coroner. 

In  the  absence  of  cardiac  hypertrophy, 
coronary  artery  disease  does  not  cause  chronic  con- 
gestive failure  frequently.  With  the  subsequent 
development  of  a collateral  circulation  there  also 
may  be  freedom  from  coronary  insufficiency. 
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THE  aging  of  our  population  is  a profound  and 
a pervasive  matter.  It  has  many  aspects  of 
national  significance.  It  seems  to  me  that  the 
center  of  the  problem  lies  in  the  changing  social 
roles  or  changing  patterns  of  activity  that  are 
forced  upon  us  during  the  period  of  fife  beginning 
in  the  late  forties  or  early  fifties  and  extending 
into  the  sixties  and  seventies. 

This  is  the  period  of  retirement  or  withdrawal 
from  the  occupations  or  activities  which  have 
seemed  to  constitute  the  very  reason  for  our 
existence.  The  period  is  characterized  by  other 
serious  problems  which  include  maintenance  of 
health,  reduced  income,  loss  of  human  companion- 
ship, and,  often,  the  need  for  change  in  living 
arrangements. 

Two  Types  of  Retirement 

There  are,  as  I see  it,  two  phases  of  retirement. 
The  one  that  comes  first  is  the  completion  of  the 
job  of  bearing  children  and  preparing  them  to 
take  their  places  in  life.  This  activity  occupies 
a good  deal  of  our  time  for  a third  or  more  of  our 
fives.  For  more  than  half  of  all  women  it 
represents  their  careers  or,  put  another  way, 
fulfillment  of  the  fife  function.  Some  others,  of 
course,  combine  it  with  gainful  employment,  but 
this  employment  serves  a secondary  purpose. 
Child  rearing  is  done  for  most  people  in  the  late 
forties  or  early  fifties.  The  major  responsibility 
of  early  adulthood  has  been  completed,  a re- 
sponsibility that  draws  heavily  on  ingenuity, 
physical  energy,  and  time.  Completion  of  this 
function  leaves  the  individual  with  the  problem 
or  the  opportunity,  depending  on  which  way  you 
look  at  it,  of  finding  a new  role  in  the  community. 
Parents  who  are  gainfully  employed  have  their 
jobs  which  occupy  a good  deal,  although  not  all, 
of  their  attention. 

The  number  of  women  whose  families  have 
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been  completed  and  who  are  not  gainfully 
occupied  is  in  the  neighborhood  of  13  million. 
What  is  their  role  in  American  fife?  What  sub- 
stitute activities  do  the  other  former  parents  find? 
Men  and  women? 

The  other  principal  function  we  have  as  human 
beings  is  that  of  maintaining  the  economy  and  the 
community  through  our  contributions  in  the 
creation  of  goods  and  the  provision  of  services. 
This  is  represented  by  the  period  of  gainful  em- 
ployment. It  extends  beyond  the  period  of  child 
nurture  but  begins  to  taper  off  in  the  late  fifties 
when  chronic  illness  sets  in  in  earnest  and  drops 
sharply  during  the  sixties  when  compulsory  re- 
tirement takes  effect.  Thus,  the  number  of  men 
not  in  the  labor  force  increases  from  about  5 per 
cent  at  age  forty-five  to  fifty-four,  to  40  per  cent 
at  ages  sixty-five  to  sixty-nine,  to  60  per  cent  at 
ages  seventy  to  seventy-four,  and  92  per  cent  be- 
yond age  seventy-five.  The  number  of  men  and 
women  in  this  group  is  well  over  5 million. 

These  two  groups  of  men  and  women,  number- 
ing at  least  18  million,  have  completed  what  we 
conventionally  regard  as  their  major  contribu- 
tions to  society.  The  number  is  large  and  grow- 
ing. As  a nation  we  are  rather  freely  supporting 
research  to  discover  and  control  the  causes  of 
chronic  disease  and  the  aging  process  itself.  We 
are  already  seeing  the  effects  in  the  extension  of 
fife  in  the  older  years.  Pneumonia  and  tuber- 
culosis are  on  their  way  out.  Many  who  would 
formerly  have  died  from  cancer  and  heart  disease 
are  now  living.  There  has  been  a 15  per  cent 
decline  over  the  past  generation  in  the  death  rate 
among  persons  sixty-five  to  eighty-five  years  of 
age.  Already,  there  are  more  than  4 million 
Americans  aged  seventy-five  years  or  over,  which 
is  a million  more  than  the  number  aged  sixty-five 
and  over  at  the  turn  of  the  century. 

It  is  clear,  then,  that  we  shall  have  an  increas- 
ing number  of  people  living  into  the  period  of 
changing  fife  roles.  There  will  be  growing  con- 
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cern  for  their  financial  support,  for  their  health, 
and  for  their  general  well-being.  There  are 
relatively  few  places  yet  in  which  the  concern  has 
reached  the  level  found  in  your  State  of  New 
York,  but  there  is  evidence  that  the  whole  nation 
is  awakening  to  it. 

Income  Maintenance 

The  first  problem  of  national  significance  to 
which  we  usually  turn  our  attention  is  that  of 
financial  support  for  those  who  have  retired.  I 
am  not  sure  that  this  is  the  most  fruitful  focal 
point  of  attack,  but  it  is  the  most  tangible.  It 
is  the  phase  of  the  problem  that  impresses  all  of 
us,  regardless  of  age. 

The  increasing  number  of  older  people  means 
continued  growth  of  the  number  living  beyond 
the  peiiod  of  self-sufficiency  through  current 
money  earnings.  Fifty  per  cent  of  all  men  are 
retired  at  about  age  sixty-seven,  when  their 
average  life  expectancy  is  about  eleven  years. 
Many  of  them  will  live  up  to  fifteen  or  more  years, 
a period  equivalent  to  more  than  one-fourth  of  the 
working  life.  For  mothers  the  period  of  retire- 
ment represents  a whole  generation  beyond  the 
time  at  which  their  traditional  duties  have  been 
completed.  And  at  age  sixty-six  to  sixty-eight 
years  the  proportion  who  are  widowed  reaches 
50  per  cent.  Women  have  the  greater  life  ex- 
pectancy. 

How  are  these  retirees  to  be  supported?  We 
nave  encouraged  savings,  and  many  people  have 
saved.  About  one-seventh  of  our  spending  units 
(families  or  households)  with  the  head  sixty-five 
years  of  age  or  over  have  a net  worth  of  $25,000. 
We  are  developing  vast  public  and  private  pen- 
sion systems,  and  almost  3.5  million  older  men  and 
women  are  now  drawing  benefits  from  them. 
Nearly  3 million  men  and  women  sixty-five  years 
and  over  have  earnings  from  current  employ- 
ment. 

Notwithstanding  these  facts,  the  median  in- 
come of  families  with  older  heads  is  only'  §1,903 
which  is  not  much  more  than  half  the  annual  in- 
come of  all  families.  And  the  median  annual  in- 
come of  older  individuals  not  living  with  relatives 
is  §650.  Since  our  knowledge  of  needs,  of  income 
in  kind,  and  of  family'  size  is  not  complete,  we  do 
not  know  the  real  financial  situation  of  our  older 
population.  But  we  can  be  reasonably  certain 
that  many'  thousands  of  them,  perhaps  millions, 
are  not  able  to  maintain  a livelihood  in  terms  of 
nutrition,  housing,  medical  care,  clothing,  and 
satisfying  social  participation.  A prominent 
gerontologist  in  your  own  State  has  said  that 
millions  of  older  people  must  be  living  in  a state 
of  chronic  malnutrition  because  of  low  income  and 
lack  of  knowledge. 

How  income  deficiencies  shall  be  made  up  is  a 


matter  of  national  significance  and  a subject  for 
national  policy  determination.  There  is  general 
agreement,  I believe,  that  we  cannot  expect 
middle-generation  families  to  shoulder  more  of 
the  burden  on  an  individual  basis.  The  trend  in 
our  industrial  economy  has  been  in  the  opposite 
direction.  Young  adults  have  their  own  children 
to  provide  for.  They  must  look  toward  their 
own  older  years.  Those  who  tryr  to  support  their 
parents  find  more  of  them  surviving  for  longer 
periods  of  time. 

Public  and  private  contributory  pensions  are 
being  extended  in  both  amount  and  in  coverage. 
Yet  no  one,  I think,  believes  that  the  major  sup- 
port of  retired  persons  will  ever  come  from  con- 
tributed reserves  or  trust  funds  set  up  long  in 
advance  of  the  time  they  are  needed. 

There  is  a parallel  trend,  I believe,  toward 
meeting  more  needs  of  older  people  by'  providing 
facilities  and  services  in  kind  and  toward  meeting 
part  of  the  pension  load  out  of  current  income. 
This  means  spreading  the  cost  over  the  entire 
community'  as  we  do  with  education,  public 
health,  and  numerous  other  functions.  Without 
the  huge  burden  of  expenditures  to  pay  for  past 
wars  and  to  preserve  peace,  this  would  probably' 
represent  no  insurmountable  drain  on  the 
economy.  Total  cash  income  ’paid  to  older 
people,  and  this  includes  the  salaries  and  wages  of 
those  who  are  employed,  does  not  amount  to 
more  than  4 per  cent  of  our  national  income. 

Our  only'  conclusion  can  be  that  the  problem  of 
income  maintenance  for  our  older  people  remains 
a question  of  national  significance  and  that  it  is 
far  from  solved. 

Employment 

Concern  over  the  cost  of  supporting  more  older 
people  for  longer  periods  of  time  is  leading  toward 
reversal  of  a policy'  that  attained  nation-wide 
support  twenty  years  ago,  namely',  that  of  en- 
couraging the  older  worker  to  retire  from  employ- 
ment at  some  time  during* the  seventh  decade  of 
fife. 

We  are  now  urging  employers  to  hire  and  retain 
older  workers  and  encouraging  workers  to  remain 
in  employment.  Parenthetically,  current  re- 
search is  turning  up  other  reasons  for  permitting 
older  people  to  remain  at  their  jobs,  reasons  stated 
in  terms  of  status  and  social  participation. 
There  is  some  evidence  that  few  establishments 
rigidly'  enforce  compulsory  retirement  policies. 
Similarly',  there  is  talk  about  job  transfers,  about 
part-time  employment,  and  about  engineering 
jobs  to  bring  more  of  them  within  the  range  of 
older  worker  capacities.  Cues  are  being  taken 
from  the  self-employed  who  apparently  work  out 
a variety'  of  adjustments  to  avoid  complete  retire- 
ment. 
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Much  study  is  being  given  to  public  and  private 
pension  systems  and  to  employe  insurance  pro- 
grams in  relation  to  their  effect  on  opportunities 
for  employment.  The  National  Committee  on 
Aging  has  just  obtained  a McGregor  Fund  grant 
to  set  up  studies  to  find  criteria  for  selective  hiring 
and  retirement  of  older  workers.  These  develop- 
ments are  all  to  the  good  for  with  health  improve- 
ments now  taking  place  still  more  persons  in  their 
sixties  and  seventies  will  be  capable  of  making 
useful  contributions. 

Unfortunately,  we  cannot  think  that  the  prob- 
lem is  to  be  solved  merely  by  removal  of  prej- 
udices and  other  artificial  barriers  to  employ- 
ment. There  remains  the  basic  question  of  how 
many  jobs  the  economy  can  or  will  provide.  We 
are  still  increasing  productivity  by  mechanizing 
jobs  and  making  greater  use  of  manufactured 
energy.  The  long-time  downward  trend  in  labor 
force  participation  of  older  workers  is  continuing 
with  slight  interruptions,  and  the  length  of  the 
work  week  is  still  declining. 

The  question  needs  a good  deal  of  study.  It 
may  get  it.  Office  of  Defense  Manpower  Policy 
No.  7,  issued  three  months  ago,  focuses  attention 
on  utilization  of  older  worker  skills.  Legislation 
in  the  Eighty-Second  Congress  directed  the 
United  States  Civil  Service  Commission  to  give 
attention  to  making  further  and  effective  use  of 
older  people  in  government. 

My  own  view  is  that  all  of  these  positive  de- 
velopments should  be  encouraged.  I believe 
that  we  should  work  toward  shorter  hours  gener- 
ally in  order  to  free  more  time  for  creative  activity 
and  diversional  activity.  I believe  that  wage  and 
salary  workers  should  have  opportunity  for  cut- 
ting down  responsibility  and  amount  of  work  be- 
low standard  requirements  as  the  self-employed 
do.  I believe  there  should  be  flexibility  in  retire- 
ment plans  with  the  possibility  of  a pension  in  the 
fifties  or  sixties  for  those. with  total  disability,, 
a full  pension  without  disability  for  those  who 
attain  a normal  retirement  age,  and  increased 
pensions  (on  retirement)  for  those  who  continue 
beyond  normal  retirement  age. 

Increasing  numbers  of  older  people  point  to  no 
other  solutions.  That  this  phase  of  aging  is  a 
matter  of  national  significance  is  indicated  by  the 
amount  of  nation-wide  attention  it  is  getting. 

Changing  Activity  Patterns 

No  matter  what  solutions  we  may  find  to  the 
problems  of  employment  and  financing  the  later 
years,  there  will  remain  the  question  of  making 
satisfying  uses  of  leisure  time.  Although  this 
phase  of  the  problem  is  far  less  tangible  than  the 
ones  we  have  been  discussing,  I am  coming  to 
believe  that  it  represents  the  core  of  the  problem. 

Let  me  recall  the  18  million  women  and  men 


who  have  retired  from  their  careers  as  parents 
and  workers.  They  are  no  longer  producers  or 
contributors.  And  then  the  additional  millions 
who  have  completed  the  first  of  these  functions, 
although  they  still  have  the  second.  Together, 
these  two  groups  have  completed  or  are  complet- 
ing the  tasks  upon  which  society  places  its  highest 
values.  And  most  of  them  have  found  no  sub- 
stitute activities  which  give  them  the  same  feel- 
ings of  usefulness,  significant  roles,  yes,  even  the 
basic  reason  for  living.  In  addition,  their  lives 
are  complicated  by  terrific  loneliness  and  other 
problems  and  fears. 

We  are  now  beginning  to  see  that  herein  lies  a 
major  potential  for  psychologic,  social,  and 
medical  dependency.  Dr.  Robert  Monroe,  who 
has  seen  thousands  of  older  people,  says  that  by 
and  large  they  are  a frustrated  and  bewildered 
group,  confused  as  to  where  they  belong  in  today’s 
society.  Many  depend  upon  their  children  for 
sociopsychologic  as  well  as  financial  support,  and 
this  is  creating  serious  problems  for  the  middle 
and  younger  generations. 

Lack  of  mental  stimulation  stultifies  the  men- 
tal capacities  and  results  in  actual  deterioration. 
The  severe  increase  in  mental  hospitalization, 
with  which  you  are  quite  familiar,  is  a nationwide 
phenomenon.  Similarly,  minds  without  purpose 
turn  to  contemplation  of  physical  ailments  and 
produce  magnification  or  even  pure  invention  of 
symptoms. 

I could  go  on  but  you  know  the  story. 

It  is  the  opposite  side  of  the  picture  that  brings 
us  here  today.  We  now  know  that  retirement 
comes  to  most  people  while  they  are  still  in  full 
possession  of  their  mental  capacities  and  while 
many  have  still  escaped  serious  physiologic  slow- 
down. We  know  that  basically  aging  people 
have  the  same  constellation  of  needs  they  had  in 
earlier  years,  including  the  zest  for  living  and  self- 
sufficiency. 

The  challenge  before  us,  then,  is  to  create  a 
climate  in  which  there  can  be  a new  phase  of 
growth  and  development,  a new  period  of  self- 
sufficiency  in  new  roles,  a period  in  which  people 
with  experience  and  leisure  can  make  new  contri- 
butions to  our  culture. 

This  is  the  challenge.  Frankly,  we  have  no 
blueprint  for  it.  It  represents  a new  situation  in 
all  industrial  civilizations. 

I feel  quite  sure  there  is  some  opportunity  for 
creating  additional  jobs.  The  aging  population 
itself  calls  for  facilities  and  services  that  will,  in 
time,  require  more  health  workers,  adult  teachers, 
counselors,  recreation  workers,  designers  and 
manufacturers  of  products  for  older  people, 
housekeepers,  and  so  on  and  so  on.  And  I think 
many  of  these  jobs  can  best  be  filled  by  older 
people. 
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Then  there  is  the  great  field  of  the  creative  arts, 
dramatics,  music,  literature,  painting,  and  the 
immense  variety  of  handcraft  skills.  It  is  my 
firm  belief  that  as  society  comes  to  place  higher 
values  on  the  products  of  these  skills,  more  people 
with  leisure  time  will  find  satisfaction  in  learning 
and  doing  them. 

Voluntary  community  service  represents  an- 
other area  toward  which  people  with  increased 
leisure  trend  to  gravitate  in  search  of  continuing 
social  usefulness.  I think  we  can  go  much  further 
than  we  have  in  providing  opportunities  and  satis- 
fying conditions  for  it. 

This  leads,  naturally,  to  the  area  of  citizenship. 
As  they  become  free  from  other  responsibilities, 
aging  people  should  have  more  time  for  public 
affairs.  Experience  during  the  recent  campaign 
shows  that  a great  deal  of  time  and  energy  be- 
come available  when  there  is  a cause  or  objective. 
This  is  an  area  where  the  maturity  gained  from 
half  a century  of  living  should  prove  of  great  value 
to  the  community7. 

So,  we  come  back  to  the  question,  can  aging 
people  find  opportunity7,  satisfaction,  and  fife- 
giving  stimulus  in  these  new  and  broad  areas?  I 
repeat  that,  to  me,  this  is  the  major  challenge. 
And,  as  I see  it,  the  answer  lies  largely  in  whether 
or  not  we  can  change  some  of  our  basic  social 
values. 

Professor  George  Lundberg,  who  is,  in  my 
opinion,  one  of  our  wisest  quantitative  social 
philosophers,  a few  years  ago  did  some  significant 
work  in  downstate  New7  York.  In  his  study  of 
leisure  in  Westchester  County7,  Lundberg  ad- 
vanced the  thesis  that  we  have  been  devoting 
virtually  all  of  our  energies  toward  the  develop- 
ment of  a productive  economy7,  but  we  are  now7 
faced  with  the  need  to  become  an  economy7  of 
consumption.  If  I understand  him  correctly7,  he 
means  that  our  productive  capacity  has  become 
so  great  that  we  could  not  begin  to  consume  the 
product  of  our  efforts  if  we  continued  to  work  the 
hours  we  did  a century7  or  even  a quarter  of  a 
century  ago.  Hence,  we  need  now  to  concentrate 
our  ingenuity  on  finding  uses  of  leisure  time  and 
methods  of  consumption  of  goods  and  services 
that  really  satisfy  the  basic  human  needs  of  not 
only  older  people  but  people  at  all  ages.  This 
does  not  mean  the  type  of  busy7-work  that  attends 
many  of  our  current  efforts  in  the  field  but  roles 
and  activities  that  draw  on  the  creative  impulses, 
provide  social  recognition  or  sense  of  usefulness, 
the  feeling  of  belonging,  the  social  participation, 
and  the  companionship  I have  talked  about 
earlier.  Can  we  recognize  people  for  the  way7s  in 
which  they7  use  their  leisure  time  and  for  the 
quality  of  their  citizenship? 

I believe  we  are  making  some  beginnings.  The 
determined  efforts,  the  social  inventions,  the 


basic  facilities  and  opportunities  y7ou  are  making 
and  providing  throughout  New  York  State  are 
truly  impressive.  It  is  in  this  area  that  I think 
we  must  go  forward  most  rapidly  if  we  are  to 
catch  up  to  the  fruits  of  medical  science  and  add 
this  fife  to  years  that  we  talk  about  so  glibly. 
But  we  must  parallel  these  action  programs  with 
thoroughgoing  evaluations  to  determine  whether 
or  not  we  are  achieving  the  objectives  we  set  for 
them. 

Ancillary  Services 

The  concept  of  aging  as  a normal  period  of  fife, 
or  a new  period  of  activity  and  self-sufficiency, 
implies  the  existence  of  a number  of  ancillary- 
sendees  or  features  of  the  environment.  As  in 
the  case  of  the  aging  problem  itself,  we  are  just 
beginning  to  appreciate  their  implications. 

Maintenance  of  optimum  health  is  certainly 
one  of  the  implications.  The  discoveries  of  med- 
ical research  are  of  no  value  unless  they  can  be 
translated  into  specific  knowledge,  services,  and 
facilities  that  enable  aging  people  to  postpone  the 
onset  of  infirmity  or  disease  and  into  medical  care 
and  restoration  when  disease  or  infirmity  does 
come.  Many7  of  the  needs  in  this  area  are  be- 
coming fairly  clear  now;  it  is  time  to  get  them 
into  community  awareness  and  to  develop  readi- 
ness for  action. 

Housing  and  living  arrangements  to  meet  the 
special  needs  of  families  declining  in  size,  income, 
and  physical  energy  reserve  is  another  area  in 
which  the  horizon  is  expanding.  As  in  the  case 
of  health,  it  is  becoming  recognized  that  the 
individual  can  make  the  necessary7  adjustment  in 
living  arrangements  only  to  the  extent  that  facili- 
ties are  available. 

The  recent  University  of  Michigan  Conference 
on  Housing  the  Aging  demonstrated,  for  the  first 
time,  that  private  builders,  architects,  and 
financial  groups  are  seeing  the  problem  and  the 
challenge.  And  some  of  this  group,  along  with 
the  economists  and  the  public  housing  and  welfare 
people,  recognized  that  only  subsidized  housing 
will  meet  the  needs  of  the  very  low  income  groups. 
There  is,  accordingly,  great  interest  in  your  New 
York  State  provision  for  older  person  units  in 
y7our  public  housing  projects. 

Perhaps  no  field  of  community7  activity  is 
challenged  to  a greater  extent  than  is  that  of  adult 
education.  The  concept  of  normal  aging  I tried 
to  develop  earlier  certainly  foretells  the  need  for 
educational  experiences  that  will  acquaint  the 
individual  with  the  nature  and  problems  of  aging 
and  allow  him  to  prepare  for  them;  give  him 
new  skills  that  will  enable  him  to  take  a new  place 
in  the  paid  and  unpaid  contributory7  fife  of  the 
community7;  permit  him  to  keep  abreast  of 
scientific  developments,  social  changes,  and 
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political  questions  and,  thus,  serve  as  an  even 
wiser  citizen  than  during  his  earlier  years  of  pre- 
occupation with  other  responsibilities. 

But,  if  the  new  concept  of  aging  has  any 
validity,  education  at  all  levels  has  the  responsi- 
bility of  giving  it  meaning  or  reality.  Substitu- 
tion of  a new  set  of  social  values,  as  suggested  by 
Professor  Lundberg,  would  constitute  funda- 
mental changes  in  the  thinking,  attitudes,  and 
behavior  of  industrialized  societies. 

Some  school  systems  and  some  colleges  and 
universities  have  begun  to  work  in  various  phases 
of  the  field.  The  Adult  Education  Association  of 
the  United  States  of  America  is  exploring  the  area 
widely  through  its  Committee  on  Education  for 
Aging. 

Recreation  is  still  another  field  that  has  begun 
to  scan  the  new  horizon.  Both  creative  activities 
and  play  have  meanings  in  terms  of  maintenance 
of  physical  and  mental  health,  human  companion- 
ship, and  social  status. 

Conclusion 

I should  like  to  make  two  or  three  observations 
in  conclusion.  First,  I think  it  is  becoming  clear 
that  aging  is  a definite  phase  of  life,  a phase 


characterized  by  marked  changes  in  social  roles 
and  by  a succession  of  crises  or  an  accumulation 
of  problems,  most  of  them  not  new  but  greater 
in  severity  perhaps  and  in  prevalence.  Hence,  I 
believe  that  we  must  frankly  focus  a good  deal 
of  attention  on  this  period  of  life  until  we  shall 
have  given  as  much  meaning  to  it  as  we  have 
given  to  the  earlier  periods. 

I do  not  fear,  as  many  profess,  that  in  doing  so 
we  shall  segregate  or  isolate  older  people  any 
more  than  we  have  set  children  and  youth  apart 
from  the  stream  of  fife  by  focusing  attention  on 
their  problems  and  needs.  And  neither  do  I fear 
that  in  so  doing  we  shall  create  selfish  or  un- 
desirable pressure  groups.  These,  indeed,  are 
bred  in  the  atmosphere  of  idleness,  frustration, 
and  dependency. 

The  problems  of  aging  do  have  national  signifi- 
cance. Their  solutions,  however,  are  to  be  found 
at  all  levels  of  social  organization.  National 
agencies,  private  and  public,  are  finding  that 
aging  is  bringing  new  responsibilities  to  them. 
But,  so  too,  are  groups  and  agencies  in  the  states 
and  local  communities.  The  final  solutions  will 
come  out  of  this  community  action  and  nation- 
wide teamwork  in  which  all  of  us  see  our  jobs  and 
do  them. 


NEW  MEDICAL  HORIZONS  IN  AGING 

Raymond  Harris,  M.D.,  Albany,  New  York 

( Attending  Cardiologist  and  Assistant  Medical  Director,  Ann  Lee  Home ) 


AGING  concerns  us  for  we  are  constantly 
aging.  The  aging  process,  beginning  in 
the  womb  and  ending  in  the  tomb,  is  not  new, 
but  the  aging  problem  is.  The  remarkable  life- 
saving advances  of  medical  science  have  pro- 
longed human  fife  from  a normal  fife  expectancy 
of  about  forty-nine  years  in  1900  to  sixty-seven  or 
more  years  todaj"  with  hopeful  prospects  for  an 
even  longer  fife  in  the  future.  In  the  past  fifty 
years  a decrease  in  infant  mortality  has  increased 
our  fife  expectancy;  in  the  future  a decrease  in 
mortality  in  the  middle  and  old  age  groups  will 
further  lengthen  our  fives. 

These  brilliant  medical  advances  have  con- 
verted the  isolated  problems  of  the  aging  indi- 
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vidual  into  the  more  serious  problem  of  the  aging 
population.  Because  the  death  rate  is  not  keep- 
ing pace  with  the  birth  rate,  the  proportion  of 
older  individuals  in  our  population  is  rapidly 
growing.  Since  the  turn  of  the  century  our 
population  has  only  doubled,  but  the  number  of 
persons  over  sixty-five  has  quadrupled. 

As  a result  of  our  increasing  older  population, 
complex  social,  economic,  and  medical  problems 
involving  retirement,  pensions,  housing,  and 
health  have  arisen  and  threaten  to  become  more 
serious  with  the  passage  of  years.  Medical,  so- 
cial, and  economic  concepts  suitable  for  a grow- 
ing nation  of  young  individuals  are  inadequate 
for  a nation  of  older  folk.  If  these  complex  prob- 
lems are  to  be  solved  successfully,  current  prac- 
tices outmoded  by  an  aging  population  must  be 
re-evaluated  and  revitalized. 
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I wish  to  discuss  some  of  the  new  medical  hori- 
zons in  aging.  The  science  of  gerontology  encom- 
passes the  social,  economic,  and  medical  aspects 
of  aging.  The  narrower  science  of  geriatrics,  con- 
cerned primarily  with  the  medical  problems  of 
aging,  emphasizes  the  preventive,  curative,  and 
palliative  aspects  of  the  normal  and  abnormal 
aging  processes.  The  goal  of  geriatrics  is  a long, 
happy,  creative  life  spent  in  good  health. 

The  geriatrician  maintains  that  the  best  way 
to  live  such  a long,  happy  life  is  to  discover  abnor- 
malities early  and  to  correct  them  before  they 
exert  a deleterious  effect  on  the  body  tissues.  In 
this  respect  the  advice  offered  by  Thomas  Parr, 
who  is  said  to  have  lived  one  hundred  and  fifty- 
two  years,  may  also  be  helpful.  He  advised, 
“Keep  your  head  cool  by  temperance;  your  feet 
warm  by  exercise;  rise  early  and  go  soon  to  bed; 
and  if  you  are  inclined  to  get  fat,  keep  your  eyes 
open  and  your  mouth  shut.” 

From  the  age  of  thirty  every  individual  should 
undergo  a complete  personal  health  inventory 
yearly.  This  should  include  a complete  psy- 
chologic and  social  history,  a thorough  physical 
examination,  and  appropriate  laboratory  tests. 
A complete  blood  count,  fasting  blood  sugar, 
blood  nonprotein  nitrogen,  urinalysis,  roentgeno- 
gram of  the  chest,  and  electrocardiogram  are  the 
minimal  laboratory  requirements. 

Exercise  stress  tests  should  be  used  to  detect 
potential  abnormalities  long  before  they  are  suffi- 
ciently advanced  to  permit  diagnosis  by  simple 
clinical  means.  Electrocardiograms  and  ballisto- 
cardiograms, before  and  after  standard  exercise 
tests,  are  invaluable  for  detecting  incipient  heart 
disease.  Similarly,  other  organs  may  be  tested 
by  the  appropriate  stress  tests. 

How  extensively  this  program  is  applied  de- 
pends upon  the  resources  of  the  patient  and  the 
interest  of  the  physician.  The  physician  should 
supplement  this  data  by  evaluating  the  mental, 
social,  and  health  status  of  his  patient.  To- 
gether they  should  plan  a health  program  tailored 
to  the  over-all  needs  of  the  patient  and  designed 
to  correct  any  abnormalities  as  they  develop. 
Such  an  inventor}-,  useful  at  thirty,  becomes  im- 
perative at  fifty  to  determine  the  physiologic  or 
functional  age  of  the  patient.  The  physiologic 
age  is  far  more  important  and  helpful  than  the 
chronologic  age. 

As  a matter  of  fact,  the  chronologic  age  is  ac- 
tually a hindrance.  Our  present  emphasis  on 
chronologic  age  is  one  of  the  reasons  why  the 
problem  of  aging  exists  today.  Ability  and  ca- 
pacity of  theolder  workerarenotalwaysconsidered 
in  industrial  plants  where  the  chronologic  age  is 
the  inflexible  yardstick  which  determines  whe- 
ther an  employe  works  or  is  cast  into  mandatory 
retirement.  The  physiologic  age,  which  modem 


medicine  is  continually  improving,  rather  than 
the  chronologic  age  should  be  the  basis  for  judg- 
ment. 

The  patient  who  undergoes  an  extensive  ex- 
amination will  realize  the  value  of  such  an 
examination  and  plan.  The  physician  who  takes 
the  time  and  interest  to  perform  these  tests  will 
be  rewarded  by  the  knowledge  that  he  has  done 
a worth-while  job.  If  the  patient  follows  the 
doctor’s  advice,  there  is  every  reason  to  believe 
that  he  will  live  longer  and  better.  On  such  a 
program  there  is  no  reason  why  an  individual 
cannot  live  to  be  one  hundred  years  old — pro- 
vided he  ages  normally  and  meets  with  no  acci- 
dents! 

Unfortunately,  too  little  research  has  been  de- 
voted as  yet  to  the  determination  of  the  normal 
changes  of  aging.  Consequently,  our  current 
concepts  of  aging  remain  murky.  More  research 
is  still  required  to  determine  what  are  normal 
and  abnormal  aging  processes.  In  the  past  we 
have  failed  to  differentiate  sufficiently  the  normal 
aging  process  from  the  abnormal  aging  process 
which  is  accelerated  by  chronic  diseases.  Once 
this  distinction  is  made,  we  eliminate  the  stereo- 
typed caricature.  We  discover  that  the  normally 
aging  individual  is  erect,  hale,  and  hearty  with 
the  mellowness  that  comes  from  long  gracious 
living  and  experience.  Both  you  and  I are  ac- 
quainted with  individuals  of  eighty  or  ninety 
whom  we  don’t  consider  old.  Their  bodies  may 
have  seen  extensive  service,  but  they  are  still 
young  in  mind  and  spirit.  These  are  the  people 
of  whom  Cicero  wrote: 

“For  as  I like  a young  man  in  whom  there  is 
something  of  the  old,  so  I like  an  old  man  in 
whom  there  is  something  of  the  young;  and  he 
who  follows  this  maxim,  in  body  will  possibly 
be  an  old  man,  but  he  will  never  be  an  old  man 
in  mind.” 

What  research  that  has  been  done  indicates 
that  the  general  needs  of  older  people  are  like 
those  of  younger  people.  However,  the  aging 
individual  has  a different  reaction  to  illness  be- 
cause his  ability  to  maintain  an  adequate  degree 
of  homeostasis  depreciates  with  senescence.  This 
results  in  three  fundamentally  significant  fea- 
tures: (1)  Symptoms  and  signs  of  disease  are  less 
conspicuous  in  the  aging,  (2)  repair  of  injuries  in 
the  aging  is  slower,  and  (3)  the  older  individual 
has  a narrower  margin  of  safety  because  of  his 
poor  tolerance  to  stresses.  Because  of  these 
differences  older  patients  must  be  treated  much 
more  vigorously  than  younger  patients  with  su- 
perior defense  mechanisms.  Colds  and  minor  in- 
fections in  the  aging  call  for  penicillin  and  other 
antibiotics  to  prevent  pneumonia  and  other 
complications. 
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Research  has  also  discovered  that  chronic  dis- 
ease may  further  weaken  the  homeostatic  mech- 
anism and  accelerate  the  aging  process.  Such 
illnesses  as  arthritis,  cardiovascular  diseases, 
cancer,  tuberculosis,  and  diabetes  may  persist  for 
a long  time  and  produce  abnormal  and  irreversible 
alterations  in  the  structure  and  function  of  the 
body  immediately  or  subsequently.  Each  ill- 
ness, acute  or  chronic,  leaves  its  imprint  upon  the 
body  tissues  so  that  gradual  depletion  of  the  hered- 
itary tissue  reserves  occurs  in  the  aging  indi- 
vidual. This  is  why  the  health  inventory  is  so 
important  in  geriatric  medicine.  If  we  are  to 
help  our  patients  live  longer  and  better,  the  most 
practical  way  is  to  discover  and  treat  any  ailment 
before  it  has  persisted  too  long.  Although  we 
cannot  always  halt  chronic  disease,  we  can  fre- 
quently control  its  ravages  so  that  chronically  ill 
patients  may  lead  reasonably  comfortable  lives 
and  become  active,  creative  citizens. 

The  increase  of  chronic  diseases  in  the  aging 
population  has  already  affected  and  will  continue 
in  the  future  to  alter  medical  care,  particularly 
institutional  care.  Existing  hospitals  geared  for 
the  care  of  acutely  ill  patients  must  plan  for  the 
prolonged  care  of  the  chronically  ill  patient. 
Likewise,  old  age  homes  must  prepare  for  im- 
proved medical  treatment  of  residents  who  are 
now  living  longer  because  of  our  medical  ad- 
vances. The  Ann  Lee  Home,  for  example,  is  the 
Albany  County  home  for  the  indigent  poor  and 
aged. 

Today,  over  one  half  of  our  residents  have 
chronic  diseases  that  require  medical  treatment 
to  keep  the  residents  in  good  physical  condition. 
Many  are  admitted  malnourished,  anemic,  de- 
hydrated, and  stuporous.  These  people  usually 
respond  dramatically  to  the  proper  treatment, 
which  is  simple  after  the  diagnostic  tests  have 
been  performed.  We  find  it  necessary  to  per- 
form routine  tests  on  admission  in  order  to  pre- 
scribe the  remedy. 

On  admission  our  patients  get  a chest  x-ray, 
electrocardiogram,  complete  blood  count,  blood 
urea  nitrogen  and  fasting  blood  sugar  deter- 
minations, and  a urinalysis.  In  this  way  we 
can  screen  our  patients  on  admission  and  start 
them  on  the  road  to  improved  health  and  life. 
Old  age  homes  like  the  Ann  Lee  Home  will  in  the 
future  play  a greater  role  in  the  field  of  chronic 
diseases.  Closer  relationships  among  old  age 
homes,  regular  hospitals,  and  medical  schools  are 
the  logical  consequences  of  these  trends. 

We  have  discussed  some  of  the  general  medical 
problems  of  aging.  We  have  learned  that  a per- 
son ages  slowly  and  normally  in  the  absence  of 
disease  and  more  rapidly  in  the  presence  of  a 
chronic  disease.  We  have  seen  that  chronic  dis- 
ease becomes  a major  problem  as  our  life  span 
lengthens.  Now  I wish  to  tell  you  about  two 


people  who  aged  differently,  one  successfully  and 
the  other  unsuccessfully.  They  demonstrate 
specifically  some  of  the  general  problems  we  have 
raised  previously. 

Mr.  Blank  is  a prominent  Albany  lawyer  who  is 
still  practicing  at  the  age  of  ninety.  He  was  an 
outstanding  educator  who  went  to  law  school  and 
earned  his  degree  after  retiring  from  his  main 
career.  Retirement  to  him  was  a chance  for  a 
second  career — that  of  law!  At  a recent  Phi 
Beta  Kappa  dinner  in  Troy,  I asked  him  for  help 
with  a project  for  the  senior  citizens  of  Albany. 
He  regretted  that  he  was  too  busy  with  an  active 
law  practice  to  help  at  this  time,  but  he  did  ask 
me  to  get  in  touch  with  him  in  the  future  con- 
cerning this  project.  Here  is  a fine  example  of  a 
man  who  has  always  been  interested  in  learning, 
who  has  always  been  active  in  the  world  about 
him,  and  who  has  maintained  his  interest  and 
activity  after  retirement.  Here  is  a man  who 
has  indeed  aged  successfully! 

Our  second  individual,  a much  less  fortunate 
person,  aged  less  successfully.  He  demonstrates 
more  of  the  problems  facing  aging  persons.  Mr. 
Jones,  now  a man  of  seventy,  is  a resident  of  the 
Ann  Lee  Home.  A law-abiding  citizen  all  his 
life,  he  had  worked  hard  on  the  railroad  and  had 
earned  a modest  livelihood  for  his  family.  He 
found  little  time  for  hobbies  or  recreation.  At 
the  age  of  fifty  he  developed  some  trouble  with 
his  teeth.  His  dentist  had  to  extract  them.  He 
was  able  to  purchase  new  plates  and  in  this  re- 
spect was  much  more  fortunate  than 

“ the  old  man  of  Tarentum 

Who  gnashed  his  false  teeth  till  he  bent  ’em. 

When  asked  for  the  cost 

Of  what  he  had  lost 

He  replied,  “I  don’t  know;  I just  rent  ’em.” 

However,  since  the  plates  did  not  fit  too  well  and 
hurt  Mr.  Jones’  gums,  chewing  was  an  effort. 
His  diet,  which  had  never  been  nutritionally  ade- 
quate, deteriorated  further  in  quantity  and  qual- 
ity with  the  onset  of  his  mouth  trouble. 

Although  his  retirement  at  sixty-five  years  of 
age  from  the  railroad  was  expected,  this  event 
affected  Mr.  Jones  adversely.  Without  provision 
for  activity  after  retirement  he  hung  around  the 
house  seeking  things  to  do.  A year  later  his  wife 
became  seriously  ill.  Although  their  children 
helped,  her  hospitalization  seriously  drained  their 
financial  resources.  Soon  after  her  discharge 
from  the  hospital,  his  wife  died.  Mr.  Jones  sold 
his  home  and  moved  to  a little  room  where  he 
could  eke  out  the  rest  of  his  life  on  his  reduced 
income.  Alone,  he  declined  rapidly.  He  ate 
less,  drank  less  fluids,  abandoned  interest  in  fife, 
and  became  too  weak  to  leave  his  room.  Even- 
tually he  was  admitted  to  the  Ann  Lee  Home 
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because  he  could  not  obtain  the  proper  care  in  his 
lodgings. 

On  his  admission  to  the  Home,  Mr.  Jones  was 
stuporous  and  dehydrated,  but  he  responded 
rapidly  to  treatment.  Parenteral  administration 
of  fluids  and  salts  overcame  his  dehydration  and 
stupor  in  short  order.  The  administration  of 
iron  improved  and  eventually  corrected  his  second- 
ary anemia  which  is  common  in  old  people  who 
do  not  ingest  sufficient  iron  or  who  have  sources 
of  chronic  blood  loss,  such  as  hemorrhoids.  Peni- 
cillin cured  his  bronchopneumonia  which  the 
chest  x-ray  revealed.  Parenterally  administered 
vitamins  aided  his  appetite  and  corrected  his  vita- 
min deficiencies. 

This  example  emphasizes  the  important  prin- 
ciple of  treating  the  geriatric  patient  from  the 
over-all  standpoint.  Only  by  improving  the 
general  condition  of  the  patient  as  well  as  the  spe- 
cific condition  can  the  doctor  successfully  treat 
the  ailing  geriatric  patient.  This  can  be  done  by 
improving  the  general  physiologic  condition  of 
the  patient  and  may  be  accomplished  by  correct- 
ing his  anemia,  his  protein  deficiencies,  his  avita- 
minosis, and  by  restoring  his  fluid  and  electrolyte 
balance  to  normal. 

Mr.  Jones  next  had  to  be  rehabilitated.  For- 
tunately he  was  capable  of  walking,  but  he  had 
been  bedridden  for  such  a long  period  that  he 
preferred  to  remain  in  bed.  By’  persistent  effort 
we  were  able  to  get  Mr.  Jones  out  of  bed  and 
eventually  to  walk.  Ambulation  should  be  an 
integral  part  of  any  program  of  rehabilitation  for 
the  aging.  It  will  result  in  decreased  nursing  care 
and  improved  patient  morale.  Unfortunately  in 
many  nursing  homes  and  other  institutions  pa- 
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tients  remain  in  bed  either  because  they  don’t 
want  to  get  up  or  because  there  are  insufficient 
order  lies  to  get  them  up. 

However,  ambulation  is  only  one  phase  of  an 
integrated  geriatric  rehabilitation  program. 
Physical  rehabilitation  is  important,  but  social 
and  economic  rehabilitation  is  equally  valuable. 
We  sent  Mr.  Jones  to  the  Albany  Senior  Citizens’ 
Center  for  this  purpose.  At  this  day  center  for 
older  people  Mr.  Jones  found  new  interests, 
learned  how  to  make  new  friends,  and  perfected 
his  manual  skill  in  making  trays  and  similar  ob- 
jects which  were  later  sold.  Here  Mr.  Jones 
found  help  in  re-establishing  himself  as  a useful, 
self-supporting  citizen. 

This  case  history  illustrates  an  unsuccessful 
pattern  of  aging.  It  demonstrates  the  necessity 
of  keeping  the  aging  person  active  throughout 
his  life.  It  also  shows  the  importance  of  planning 
a second  career  after  retirement  that  enables  the 
aging  person  to  remain  financially  solvent  as  his 
income  decreases  and  his  expenses  mount.  It  is 
far  better  for  the  aging  person  to  maintain  his  eco- 
nomic, social,  and  medical  independence  than  to 
have  him  become  a welfare  problem.  The  plan 
for  aging  must  be  drawn  up  early  in  life.  The 
individual  who  would  have  a warm  December  in 
his  old  age  must  utilize  the  spring  and  summer  of 
his  life  to  plan  for  his  future. 

The  problem  of  aging  is  a community  problem. 
It  requires  the  close  cooperation  of  doctors, 
nurses,  social  agencies,  industrial  leaders,  and  far- 
sighted citizens.  Good  medical  care,  proper  edu- 
cation, and  energetic  community"  action  can  solve 
many"  of  these  problems  which  loom  on  the  medi- 
cal horizons  in  aging. 


SOCIAL  SERVICES  FOR  THE  AGED 

Gladys  Fisher,  Albany",  New  York 

(Director  of  Public  Assistance,  New  York  State  Department  of  Social  Welfare ) 


THE  social  and  economic  problems  of  the  aging 
are  among  the  most  important  of  those  we 
face  today-.  We  need  to  stimulate  each  com- 
munity to  recognize  this  and  to  plan  immediate 
action  to  assure,  for  the  increasing  number  of  the 
aged,  the  maximum  use  of  this  gift  of  added  years 
and  a satisfactory  adjustment  to  the  problems 


Presented  at  the  Capital  District  Conference  on  Aping  at 
the  Ann  Lee  Home,  Albany  County,  November  13,  1952. 


these  years  bring.  In  the  last  few  y"ears  we  have 
learned  a great  deal  about  aging  and  the  social 
and  economic  needs  of  older  people.  How  can 
we  best  make  use  of  this  knowledge  in  meeting 
these  needs? 

First,  what  can  each  one  of  us  do  as  an  individ- 
ual to  help?  What  is  our  own  concept  of  aging? 
Do  we  have  some  of  the  popular  misconceptions 
about  it?  Gerontology  teaches  us  that  this 
period  of  life  need  not  be  a period  of  deterioration 
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| and  uselessness.  It  can  represent  growth  and 
I development.  Medical  science  can  slow  physical 
I decline  and  mental  activity  prevent  deterioration. 
If  we  are  to  help  the  aged  to  secure  an  environ- 
ment favorable  to  growth,  we  must  be  prepared 
to  change  the  current  negative  attitude  which 
leads  to  palliative  plans  instead  of  a more  positive 
. and  dynamic  approach.  It  is  only  as  these  ideas 
become  part  of  our  motivation  for  helping  that 
the  communities  and  government  will  be  aroused 
to  meet  the  needs  for  the  development  of  this 
potentiality  of  the  aging. 

The  alleviation  of  the  economic  needs  of  the 
dependent  aged  has  been  our  first  point  of  attack. 
Our  aim  is  to  supply  food,  clothing,  shelter, 
medical  care,  and  nursing — everything  needed 
for  bodily  health  and  comfort.  Old  age  assist- 
ance has  been  providing  this  in  New  York  State 
on  a minimum  level  for  the  last  twenty-one  years. 
It  provides  an  economic  floor  for  all  aged  people. 
Is  it  sufficient  if  society  meets  these  economic 
needs?  Are  elderly  people  happy?  Does  this 
provision  meet  their  social  needs?  To  be  happy, 
one  must  be  useful  and  be  wanted.  Life  must 
be  purposeful  and  have  dignity.  One  seventy- 
five-year-old  mathematics  professor  in  a western 
college  had  been  retired  at  seventy  and  was 
receiving  old  age  assistance  in  Westchester 
County  when  I was  administering  it  there.  His 
savings  had  been  exhausted  by  his  wife’s  illness, 
and  he  belonged  to  no  retirement  plan.  He  in- 
sisted that  he  could  help  the  Department  in  some 
way.  We  finally  planned  some  statistics  for  him 
to  secure  for  us,  and  he  volunteered  five  days  a 
week.  The  statistics  were  helpful  in  our  adminis- 
tration, and  he  was  giving  something  in  return  for 
his  old  age  assistance  grant.  He  was  useful. 
When  economic  need  is  met  by  old  age  assistance, 
the  social  work  staff  may  be  expected  to  help  find 
a place  to  live  if  the  aged  person  cannot  do  so 
himself,  may  arrange  admission  to  a nursing  home 
or  home  for  the  aged  or  a public  infirmary,  may 
direct  the  recipient  to  a physician  or  a clinic,  or, 
in  other  words,  may  perform  those  services  which 
a son  or  daughter  would  ordinarily  take  over  if 
one  lived  nearby. 

The  other  forms  of  economic  aid,  provided  as 
pensions  by  the  Railroad  Retirement  Act,  by  old- 
age  and  survivors  insurance  benefits,  or  by 
veterans’,  union,  or  industrial  benefits,  are  not 
administered  by  an  agency  with  a social  work 
staff  to  meet  needs  other  than  financial.  It  is  at 
this  point  that  the  family  welfare  agency  may 
well  serve  the  older  person.  In  some  communi- 
ties within  the  State  other  agencies  provide,  in 
addition,  services  which  enable  old  people  to  live 
longer  with  their  own  possessions  around  them 
and  under  their  own  roofs  in  the  community. 
Shopping,  housekeeping,  and  nursing  services  de- 


lay the  need  for  institutionalization  and  enable 
people  to  remain  among  their  old  neighbors  and 
friends  longer.  When  it  is  necessary  for  an  older 
person  because  of  illness  to  go  to  an  institution 
which  is  not  near  his  friends  and  his  church, 
volunteers  may  do  much  to  enable  him  to  keep  in 
touch  with  his  old  life  by  writing  letters,  persuad- 
ing his  friends  and  his  minister  to  visit,  and  help- 
ing the  resident  find  occupation  within  the  institu- 
tion. 

These  essential  environmental  changes  in  the 
aging  person’s  way  of  life  take  place  at  the  same 
time  the  aging  are  conscious  of  mental  and  physi- 
cal changes  within  themselves.  At  fifty,  sixty, 
or  seventy  the  aging  must  face  a major  personal 
adjustment  to  these  external  and  internal 
changes.  The  aging  must  retain  their  flexibility 
and  capacity  for  change  if  old  age  is  to  be  a satis- 
fying time  of  life. 

A counseling  service  staffed  by  qualified  people 
may  provide  service  with  the  aim  of  salvaging 
aged  clients  from  frustration,  discontent,  and 
despair.  Dr.  Lillian  Martin,  who  was  a pioneer 
in  this  work  in  San  Francisco,  said : 

“The  salvaging  of  every  client  begins  with  a 
study  of  the  individual  subjectively.  What 
manner  of  man  is  he?  How  does  he  look  on 
life?  How  does  he  see  himself  in  relation  to  it? 
What  role  would  he  like  to  play  in  society? 
The  client  must  get  the  ‘know  thyself’  attitude 
so  that  he  may  become  a happy,  efficient  con- 
tributor to  the  world  in  which  he  is  living. 
The  environment  may  need  change  but  the 
individual  himself  who  is  functioning  in  it  must 
also  change.” 

Any  counseling  for  the  purpose  of  planning  for 
a person  is  based  on  a thorough  understanding  of 
the  person  and  his  problems  and  just  as  complete 
knowledge  of  community  resources  for  helping 
him  to  meet  these  problems. 

The  following  story  of  the  rehabilitation  for 
employment  of  a seventy-two-year-old  man 
illustrates  the  potentiality  for  change  and  growth 
this  individual  possessed. 

He  entered  the  County  home  in  1938  during  the 
depression  period,  much  against  his  will.  In  1946 
he  was  admitted  to  a hospital  and  had  both  legs 
amputated  above  the  knees  because  of  cellulitis. 
He  presumably  was  not  provided  with  artificial  legs 
then  because  he  was  considered  too  old  at  sixty- 
seven,  and  he  went  to  live  at  the  county  home.  He 
was  a wiry  little  man,  probably  about  5 feet  2 inches 
tall  before  amputations,  with  piercing  blue  eyes, 
sharp  features,  intelligent,  bitter,  and  sarcastic,  who 
didn’t  like  living  in  the  county  home  and  never  lost  an 
opportunity  to  say  so.  He  sat  in  a wheel  chair  and 
brooded.  He  wasn’t  popular  with  most  people  at 
the  home,  but  one  attendant  had  always  been  in- 
terested in  him.  She  heard  about  the  program  for 
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aid  to  the  disabled  and  asked  a medical  social 
worker  to  talk  with  him.  The  social  worker  be- 
came convinced  that  the  rehabilitation  of  this  man 
was  possible.  First  “stubbies”  (short  legs)  were 
provided  to  learn  whether  the  man  had  balance. 

Later,  at  the  Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University-Bellevue 
Medical  Center,  the  patient  was  considered  an  ex- 
cellent risk  medically  speaking  but  it  seemed  a poor 
plan  vocationally.  During  these  weeks  of  waiting 
for  a decision,  the  case  worker  was  constantly  in 
touch  with  the  patient  to  pacify  him  about  these  de- 
lays, and  it  was  she  who  went  out  and  found  two 
companies  willing  to  offer  him  a job  as  draftsman, 
his  previous  occupation.  The  Division  of  Voca- 
tional Rehabilitation  at  length  agreed  to  pay  for 
one  leg  and  the  Welfare  Department  and  a nephew 
the  other,  and  the  Division  of  Vocational  Rehabilita- 
tion began  paying  $19  a day  for  him  at  the  Institute. 
He  was  admitted  there  in  July,  1952. 

On  August  11,  the  Institute  called  to  say  the 
patient  had  lost  his  initial  enthusiasm.  The  case 
worker  visited,  and  the  patient  said  he  was  weary 
of  being  studied  by  so  many  people.  All  he  wanted 
to  do  was  to  walk.  A week  later  the  Institute 
psychiatrist  telephoned  to  the  social  worker  and  said 
the  patient  was  withdrawing,  would  never  use  legs. 
Arrangements  were  made  to  continue  training  by 
the  doctor  at  the  county  home.  On  August  21,  the 
patient  was  discharged  from  the  Institute.  He  ex- 
plained that  he  hadn’t  talked  to  the  people  there,  not 
because  he  was  uncooperative  but  because  during 
the  time  he  had  been  in  the  county  home  he  had 
gotten  out  of  the  habit  of  talking  things  over  with 
people. 

The  next  few  weeks  the  patient  trained — going  up 
and  down  steps,  walking  on  uneven  ground,  and 
getting  in  and  out  of  automobiles.  The  case  worker 
was  busy  combing  the  town  in  which  the  patient  was 
to  work  for  a boarding  house  in  which  he  could  live. 
After  days  of  searching  she  found  a place  for  him  to 
live  and  then  took  him  to  meet  his  employer.  At 
first  the  man  was  to  work  half  a day  and  attend  the 
hospital  the  other  half.  The  medical  report  at  this 


time  reported  the  patient  was  in  good  health,  weight 
88  pounds,  weight  of  legs  12  pounds.  On  October  1 
he  began  work.  On  the  first  day  he  completed 
seven  pages  of  small  figures  using  formulas,  log- 
arithms, slide  rule,  etc.  Two  weeks  later  he  called 
the  worker  to  say  he  couldn’t  work  where  he  was 
any  longer,  there  wasn’t  enough  work,  he  couldn’t 
really  take  the  money,  did  not  want  to  be  an 
“object  of  charity.”  The  employer  reported  the 
man  as  alert,  eager,  diligent,  never  wasted  time,  but 
agreed  that  work  was  a little  slack.  The  man 
worked  through  Friday,  October  17,  but  the  next 
Monday  he  started  work  at  the  second  job  pre- 
viously secured  with  civil  engineers.  His  boarding 
house  was  unwilling  to  give  him  as  much  help  in 
getting  around  as  he  required  so  he  was  moved  back 
to  the  county  home  where  he  is  paying  his  board. 

A month  later  the  man  was  still  working,  was  very 
enthusiastic,  took  only  fifteen  minutes  for  lunch,  did 
maps,  computation,  “reduced”  notes  when  survey 
parties  came  back,  used  Monroe  Calculating 
Machine,  and  other  computing  devices.  The  em- 
ployer was  well  satisfied  and  very  much  interested. 
Friends  the  man  used  to  know  said  he  did  not  let 
them  know  where  he  was  all  these  years  since  he  was 
ashamed  of  being  at  the  county  home.  He  is  now 
in  touch  with  them  again. 

This  courageous  and  persistent  man  is  a direct 
descendant  of  a general  of  the  Revolutionary  War, 
and  the  agency  says,  “We  think  he  inherited  some  of 
his  ancestor’s  indomitable  spirit.” 

I know  that  this  story  is  not  typical  of  our 
usual  plan  for  the  aging,  but  it  does  prove  the 
possibilities  for  growth  of  an  aging  person  and 
what  can  be  done  once  can  certainly  be  done 
again.  As  one  authority  on  gerontology  has 
said:  the  society  which  fosters  research  to  save 
human  life  cannot  escape  responsibility  for  the 
life  thus  extended.  It  is  for  science  not  only  to 
add  years  to  life,  but,  more  important,  to  add 
life  to  the  years.  This  story  demonstrates  how 
“life”  may  be  added  to  the  years. 


INSTITUTIONAL  CARE  FOR  THE  AGING 

I.  Jay  Brightman,  M.D.,  and  Peter  F.  Birkel,  M.D.,  Albany,  New  York 


( From  the  New  York  State  Department  of  Health  and 

A PRIME  objective  of  any  community  pro- 
gram for  the  aging  is  to  maintain  the  elderly 
in  their  own  homes  or  in  the  homes  of  close  rela- 
tives, whenever  possible,  so  that  their  years  may 
be  spent  pleasantly  and  productively  in  a normal, 
familiar  environment.  Too  frequently  medical, 


Presented  at  the  Capital  District  Conference  on  Aging  at 
the  Ann  Lee  Home,  Albany  County,  November  13,  1952. 


the  New  York  Slate  Department  of  Social  Welfare) 

social,  and  economic  factors,  operating  singly  or 
jointly,  preclude  the  possibility  of  meeting  this 
objective.  Care  outside  the  home  must  then  be 
provided.  The  nature  of  this  care  is  determined 
by  the  individual’?  mental  and  physical  status, 
his  social  and  educational  background,  and  his 
economic  resources. 

In  this  presentation  we  shall  review  the  types 
of  facilities  available  to  older  persons  requiring 
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institutional  care,  indicate  some  of  the  de- 
ficiencies, and  point  up  some  avenues  of  improve- 
ment. 

General  Hospitals 

As  any  other  member  of  the  population,  the 
older  person  will  require  care  in  a general  hospital 
for  any  acute  illness  or  active  stage  of  a chronic 
illness.  However,  when  prolonged  medical  care 
is  required  for  a chronic  disease  or  disability, 
special  problems  arise.  The  costs  of  maintaining 
a person  in  a general  hospital  are  high.  The  need 
for  these  beds  is  great.  In  1950  New  York  State 
was  in  need  of  approximately  20,000  general 
hospital  beds  in  addition  to  the  46,000  existing 
suitable  beds.1  The  cost  of  building  general 
hospitals  or  increasing  the  size  of  existing  ones  is 
two  to  three  times  what  it  was  a decade  ago. 
Finally,  a prolonged  stay  in  a general  hospital  is 
hardly  conducive  to  the  maintenance  of  a high 
state  of  morale  in  any  chronically  ill  person. 

Some  experts  believe  that  the  general  hospital 
should  infrequently  keep  a patient  more  than 
thirty  days  while  others  would  extend  this  period 
to  six  months.  Obviously  no  specific  limits  can 
be  set.  The  important  thing  is  that  the  possi- 
bility of  removal  of  a patient  to  another  type  of 
facility  should  be  considered  as  soon  as  the  highly 
technical  services  available  only  in  the  general 
hospital  are  no  longer  required. 

The  available  facilities  for  the  care  of  the  aged, 
other  than  the  general  hospital,  include  the 
chronic  disease  hospitals  and  rehabilitation 
centers,  nursing  and  convalescent  homes,  homes 
for  the  aged,  and  home  care  services.  There  is 
often  considerable  overlapping  of  functions 
among  these  categories.  However,  specific  cate- 
gories of  services  can  be  assigned  to  each,  and 
these  should  be  carefully  considered  when  plan- 
ning care  for  an  elderly  person. 

Chronic  Disease  Hospitals 

According  to  Merrill,1  the  chronic  disease 
hospital,  as  a community  institution,  should  be  a 
"center  for  professional  and  public  education, 
prevention  and  research,  for  new  advances  in  care 
and  treatment,  for  training  professional  and 
auxiliary  personnel,  and  for  developing  adminis- 
trative leadership.  Such  a facility  could  be 
operated  independently  in  a physical  sense  or 
integrated  with  an  existing  general  hospital. 
There  is  not  just  one  pattern  of  hospital  care  for 
the  geriatric  and  chronic  disease  patient  that  will 
fit  every  conceivable  situation.  Serious  planning 
mistakes  were  made  in  the  past  with  respect  to 
chronic  hospitals,  including  mental  and  tuber- 
culous, as  to  their  location  in  rural  areas  and 
omission  of  essential  professional  departments. 
Modern  planning  should  not  repeat  these  grave 


and  sometimes  fatal  handicaps.’’  Merrill  states, 
“The  design  and  arrangement  of  the  modern 
chronic  disease  hospital  are  of  a technical  nature. 
Physical  medicine  and  rehabilitation  should  be 
provided,  including  departments  for  speech 
therapy,  therapeutic  or  curative  workshops,  and 
vocational  training  facilities.”2 

The  facilities  for  chronic  disease  beds  are  woe- 
fully inadequate.  The  estimated  requirements 
are  two  beds  for  every  1,000  population.  In 
1950  New  York  State  had  approximately  8,000 
beds  and  an  estimated  additional  requirement  of 
almost  22,000. 1 Most  of  the  existing  beds  were 
in  New  York  City,  which  is  opening  the  new 
2,000-bed  Bird  S.  Coler  Hospital  for  Chrome 
Diseases  this  year. 

Nursing  and  Convalescent  Homes 

A nursing  home  is  defined  as  a facility  operated 
for  the  purpose  of  providing  lodging,  board,  and 
nursing  care  to  sick,  invalid,  infirm,  disabled,  or 
convalescent  persons.  The  convalescent  home  is 
similar  except  that  nursing  care  is  not  provided.3 
These  terms  are  usually  applied  to  facilities 
operated  under  private  auspices  for  compensation 
and  profit.  Such  proprietary  homes  do  not  pro- 
vide medical  services.  Medical  care  must  be 
provided  by  the  patients’  private  physicians  just 
as  would  be  done  in  their  own  homes.  If  the 
patients  are  welfare  recipients,  they  may  receive 
care  by  their  own  physicians  or  by  the  salaried 
physicians  on  the  welfare  staff  in  accord  with  the 
local  welfare  medical  program. 

There  are  about  700  nursing  and  convalescent 
homes  in  New  York  State  with  a capacity  of  al- 
most 11,000  beds.  These  homes  come  under  the 
inspection  system  of  the  New  York  State  Depart- 
ment of  Social  Welfare  and  in  some  areas  are  also 
subject  to  licensing  by  local  health  or  welfare 
agencies. 

In  addition  to  the  private  nursing  and  con- 
valescent homes,  similar  services  are  offered 
through  the  infirmaries  of  49  public  homes  as  well 
as  through  the  facilities  of  voluntary  agencies. 
In  these  instances  medical  care  is  usually  pro- 
vided by  staff  physicians.  The  county  and 
private  homes  vary  considerably  in  the  quality  of 
services  offered. 

Burney  and  O’Malley,  of  the  Indiana  State 
Board  of  Health,  have  recently  analyzed  their 
experiences  with  these  types  of  homes  and  their 
findings  may  be  considered  generally  applicable.4 
These  may  be  summarized  as  follows : 

1.  The  private  homes  have  been  increasing 
very  rapidly  during  recent  years  without  any 
organized  plan  for  the  care  of  chronic  disease 
patients  in  the  different  age  groups  on  a state, 
regional,  or  local  basis.  Affiliations  with  com- 
munity hospitals  are  rarely  encountered. 
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2.  There  is  rarely  evidence  of  significant  com- 
munity understanding  or  support  of  either  the 
county  homes  or  the  private  nursing  homes. 
The  administrators  of  the  county  homes  and  the 
operators  of  the  nursing  homes  have  little  under- 
standing of  program  planning  and  the  needs  of 
.chronic  disease  patients. 

3.  There  is  frequently  an  inadequate  degree  of 
supervision  of  nursing  care  by  qualified  registered 
nurses. 

4.  A well-balanced  diet  prepared  in  a form 
that  can  be  eaten  by  aged  and  chronically  ill 
patients  is  a major  need  of  county  homes  and 
nursing  homes.  Only  rarely  are  the  sendees  of 
a trained  dietitian  available. 

5.  There  is  almost  a complete  absence  of 
physiotherapy  in  county  homes  and  nursing 
homes. 

6.  There  is  very  little  effort  made  to  keep 
people  in  count}'  homes  and  nursing  homes 
occupied. 

7.  Medical  care  is  too  often  provided  on  the 
basis  of  immediate  need  rather  than  according  to 
a definite  plan  of  supendsion  and  care. 

8.  There  is  a need  to  improve  the  physical 
structures  and  to  modernize  the  utilities  and 
sendee  facilities  in  a great  many  of  these  institu- 
tions. 

In  1949,  the  New  York  State  Department  of 
Social  Welfare  made  a survey  of  754  proprietary 
nursing  and  convalescent  homes  having  an  aggre- 
gate bed  capacity  of  9,61 1 ,5  Some  of  the  findings 
may  be  of  interest: 

1.  Most  of  these  homes  were  of  very  small 
size  with  54  per  cent  having  ten  beds  or  less. 

2.  Most  of  the  structures  used  for  private 
nursing  homes  were  quite  old.  Sixteen  per  cent 
were  one  hundred  years  old  or  more. 

3.  The  residents  of  these  homes  were  mostly 
in  the  older  age  group  with  43  per  cent  being 
eighty  years  of  age  or  more.  Only  8 per  cent  were 
less  than  sixty  years  of  age. 

4.  There  were  twice  as  many  females  as  males 
in  these  homes. 

5.  Cardiovascular  diseases  comprised  the 
most  frequent  cause  of  disability,  amounting  to 
25  per  cent  of  the  total.  An  additional  10  per 
cent  were  recorded  as  having  had  an  intracerebral 
vascular  accident.  Neurologic  diseases  ac- 
counted for  8.5  per  cent,  and  orthopedic  condi- 
tions, including  arthritis,  made  up  15  per  cent. 

Despite  the  genera]  findings  herein  presented, 
there  are  several  county  and  private  homes  which 
are  making  excellent  efforts  to  provide  good  med- 
ical and  social  sendees,  including  rehabilitation 
programs.  One  interesting  experiment  is  now 
under  way  in  a private  nursing  home  in  West- 
chester County.  Here  a qualified  physiatrist  is 
training  visiting  nurses  in  the  rehabilitation 


technics  applicable  to  the  needs  of  the  patients. 
In  turn,  these  visiting  nurses  are  training  the 
practical  nurses  and  aides  on  the  staff  of  the 
nursing  home  so  that  restorative  therapy  may  be 
applied  daily.  If  this  demonstration  proves 
successful,  it  may  conceivably  open  a path  which 
will  enable  residents  of  nursing  homes  to  receive 
basic  rehabilitation  services  at  a relatively  low 
cost. 

Homes  for  the  Aged 

Homes  for  aged  persons  who  are  not  seriously 
handicapped  by  mental  or  physical  illness  are 
operated  by  voluntary  agencies,  governmental 
agencies,  and  proprietary  groups.  Actually,  it 
is  frequently  difficult  to  draw  a distinction  be- 
tween simple  boarding  services  and  convalescent 
or  nursing  care  in  view  of  the  frequent  presence  of 
chronic  illness  among  the  elderly  population. 
Wliile  some  voluntary  homes  will  not  keep 
residents  who  become  seriously  ill,  others  main- 
tain convalescent  and  hospital  wings.  Likewise, 
several  county  homes  now  have  infirmaries  asso- 
ciated with  them. 

Home  Care 

While  home  care  might  not  be  considered  to 
come  within  the  province  of  a discussion  of 
institutional  sendees,  it  actually  is  an  extension 
of  hospital  services  to  the  patients’  homes.  Con- 
ceived in  its  present  form  at  Montefiore  Hospital 
in  New  York  City,  this  sendee  is  now  being  de- 
veloped in  hospitals  throughout  the  country. 
While  the  idea  is  not  a new  one,  it  had  not  pre- 
viously been  developed  with  such  completeness 
and  success.6 

The  Montefiore  Home  Care  Program  is  in- 
tended for  chronically  ill  patients  who  no  longer 
require  the  highly  technical  skills  available  in  a 
hospital  but  do  need  continuing  medical,  nursing, 
and  related  services.  When  it  is  determined  that 
such  a patient  comes  from  a home  which  is 
adaptable  for  this  sendee,  the  patient  is  trans- 
ferred to  his  own  home,  and  the  hospital  supplies 
any  or  all  of  the  following  services: 

1.  Medical  sendee  at  any  hour  of  the  day  or 
night,  with  all  necessary  specialist  consultation. 

2.  Social  sendee  by  the  regular  hospital  staff. 

3.  Nursing  care  and  instruction  by  the  staff 
of  the  Visiting  Nurse  Service  of  New  York,  under 
a contract  plan. 

4.  Housekeeping  sendee,  if  indicated. 

5.  Transportation  to  and  from  the  hospital  for 
special  examinations  or  treatments. 

6.  All  necessary  medications  and  appliances. 

7.  Occupational  therapy  and  physical  therapy 
in  the  home. 

The  essentia]  advantages  of  this  program  have 
been  emphasized  by  Cherkasky  as  follows:  “In 


October  15,  1953] 


PROBLEMS  OF  AGING 


2375 


the  first  twenty  months  of  the  program,  there 
have  been  provided  something  over  23,000  days 
of  patient  care.  The  average  cost  per  patient 
day  was  less  than  $3.00  per  day  which  compares 
quite  favorably  with  the  present  cost  of  hospital 
care  of  $12  to  $15  a day.  It  is,  however,  not  of 
importance  to  have  a product  which  is  only 
cheaper.  It  must  be  as  good  or  better.  Home 
care  for  patients  who  are  suitable  is  not  only  as 
good  as  hospital  care,  it  is  infinitely  better.”6 

Regionalization  of  Services 

As  indicated  previously,  one  of  the  problems 
regarding  institutional  care  of  the  aged  and 
chronically  ill  has  been  the  lack  of  integration  of 
the  various  types  of  facilities.  At  the  present 
time  transfer  of  a patient  from  one  type  of  facility 
to  another  frequently  involves  considerable  ex- 
ploration and  many  administrative  problems. 
As  a result  patients  often  remain  for  long  periods 
in  the  facility  in  which  they'  are  first  placed 
despite  indications  for  transfer. 

An  ideal  arrangement  would  involve  a series  of 
affiliations  of  all  the  types  of  institutions  de- 
scribed in  this  presentation.  In  such  an  arrange- 
ment the  medical  teaching  center  with  its  general 
hospital  and  chronic  disease  wing  or  special 
chronic  disease  hospital  would  be  the  pivotal 
point.  The  rehabilitation  center  would  be  part 
of  the  chronic  disease  unit  or  established  as  a 
separate  nearby  unit.  Home  care  services  could 
operate  directly  out  of  either  the  general  or  the 
chronic  disease  hospital.  In  the  surrounding  area 
would  be  an  orbit  of  affiliated  nursing,  convales- 
cent, and  boarding  homes.  This  pattern  would 


give  both  the  general  and  the  chronic  disease 
hospitals  an  outlet  for  transferring  patients  no 
longer  requiring  their  technical  services,  and  yet 
assure  the  patients  that  general  care  under  the 
same  or  under  an  affiliated  medical  staff  will  be 
available.  It  will  allow  for  the  prompt  transfer 
of  acutely  ill  persons  from  nursing  and  convales- 
cent homes  to  hospitals  for  needed  services  with 
subsequent  return  to  such  homes  when  the  clinical 
conditions  permit. 

This  regional  approach  takes  into  consideration 
the  dynamic  concept  of  the  medical  state  of 
elderly  chronic  disease  patients.  According  to 
Merrill,  the  frequently  changing  clinical  status 
of  chronically  ill  patients  demands  “a  compre- 
hensive community  program  for  appropriate 
facilities  which  would  (1)  enable  patients  to  be 
transferred  to  accommodations  most  suitable  to 
their  medical  conditions  . . . Medical  care  for  all 
categories  of  the  chronicall}*  ill  should  be  inte- 
grated and  continuous  so  that  a person  changing 
from  one  dynamic  medical  state  to  another  is  not 
penalized  for  lack  of  adequate  medical  and 
nursing  care.” 
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THE  VOCATIONAL  DOCTOR 

The  words  counselling  and  advisement  may  be 
considered  synonymous,  but  there  seems  to  be 
more  strength  and  more  implication  of  continued 
assistance  in  the  word  counselling  than  in  the  word 
advisement.  This  continued  assistance  can  be  said 
to  be  of  more  importance  than  the  initial  counselling. 
It  may  be  termed  vocational  treatment.  Its  rela- 
tive importance  may  be  likened  to  the  medical 
treatment  following  a medical  diagnosis.  It  is  the 
treatment  that  affects  a cure  and  recovery.  It  is  the 
vocational  treatment  or  guidance  that  secures  voca- 
tional recovery  and  employment. 

Those  who  apply  for  and  need  counselling  are 
those  who  are  uncertain  as  to  their  vocational 
possibilities  and  futures.  They  have  met  with  major 
employment  obstacles  arising  out  of  a disability. 


These  obstacles  vary  from  minor  disturbances  to  a 
degree  of  almost  complete  vocational  disorder. 
These  people  may  be  said  to  be  vocationally  ill. 
There  is  then  a need  for  a service  which  will  con- 
tinue to  assist  until  vocational  recovery  has  been 
achieved. 

The  counsellor  of  a disabled  applicant  for  con- 
sideration of  employment  may  well  be  termed  a 
vocational  doctor,  who  not  only  diagnoses  the 
condition  and  prescribes  for  it,  but  will  continue 
to  treat  the  patient  until  vocational  recovery  is 
assured.  It  is  a position  of  great  responsibility. 
It  requires  preparation  and  a sincerity  of  purpose 
in  counselling  technic  equal  to  that  of  the  doctor 
in  medical  practice.— Rehabilitation  Review,  July, 
1953 


TREATMENT  OF  POSTOPERATIVE  ANORECTAL  STRICTURES  WITH 
SUPPOSITORIES  OF  VITAMIN  E 

Morris  Ant,  M.D.,  Brooklyn,  New  York 
( From  the  Kings  County  Hospital ) 


THE  anorectum  is  highly  susceptible  to  pain 
after  surgical  procedures  or  from  mild 
trauma.  This  is  in  great  part  due  to  its  complex 
autonomic  innervation.  In  fact,  it  is  well  known 
that  nonphysical  influences  may  produce  dis- 
comforting symptoms  in  the  rectum  and  anus,  as, 
for  example,  pruritus  ani  of  psychogenic  origin. 

Pain  in  the  anorectum  is  either  preceded  by, 
followed,  or  coexistent  with  spasm  of  the  muscula- 
ture, often  out  of  proportion  to  the  size  of  the 
lesion.  Fissures,  hemorrhoids,  or  infections 
of  the  crypts  invariably  give  rise  to  sphincter 
spasm  which  adds  to  the  primary  pain.  Hyper- 
trophied papillae  acting  as  foreign  bodies  also 
give  rise  to  spasm  and  pain,  often  causing  a mild 
to  moderate  congestion  or  edema.  At  times 
tenesmus  arises  from  the  presence  of  a foreign 
bod}-,  such  as  the  impaction  of  fecal  matter  in  a 
rectal  pouch.  A number  of  complaints  arising 
primarily  from  anorectal  conditions  are  often 
manifested  in  pain  of  the  anogenital  region  and 
frequently  give  symptoms  of  prostatic  hypertro- 
phy such  as  difficulty  in  urination. 

Proctologists  have  long  recognized  these  pro- 
tean complaints  as  manifestations  of  anorectal 
conditions.  As  therapy  there  have  been  sought 
bacteriostatic  medications  which  are  relatively 
simple  to  use  and  produce  local  anesthesia,  anal- 
gesia, and  decongestion.1 

Lesions  of  the  anorectal  region  are  problems  of 
connective  tissue  as  well  as  of  muscle.  Anorectal 
pathologic  conditions  such  as  strictures  and  ad- 
hesions are  dysfunctions  of  connective  tissue. 

Numerous  data  suggest  that  vitamin  E and  the 
tocopherols  are  important  factors  in  connective 
tissue  metabolism.2  Other  reports  on  their  ef- 
fectiveness in  the  relief  of  strictures  and  contrac- 
tures as  well  as  in  muscle  spasm  have  already 
appeared.34 

The  loss  or  reduction  of  expansile  and  contrac- 
tile powers  of  the  affected  muscle  has  been  traced 
in  pai-t  to  the  unavailability  of  vitamin  E to  the 
organism.  Vitamin  E has  been  found  to  be  amel- 
iorative during  injury  or  inflammation  and  to  be 
protective  against  atrophy  or  degeneration.  In 
a similar  connection  alpha-tocopherol  has  been 
reported  by  Van  Duzen  and  Mustain5  to  be  useful 
in  interstitial  cystitis  and  a recurrence  of  Hun- 
ner’s  ulcer.  When  the  administration  of  alpha- 
tocopherol  was  stopped,  there  was  a recurrence, 
and  an  improvement  was  again  noted  upon  read- 


ministration of  alpha-tocopherol.  The  authors 
report  that  in  all  cases  there  was  relief  of  pain 
when  the  bladder  was  distended.  In  that  same 
series  other  therapies  including  volatile  oils,  in- 
travesical instillations  of  weak  silver  nitrate,  sul- 
fonamides or  estrogens  orally,  or  dilation  of  the 
bladder  were  not  useful. 

Similarly  Scardino  and  Hudson6  had  also  used 
alpha-tocopherol  for  urologic  conditions  in  daily 
doses  of  about  100  to  150  mg.  They  found  that 
of  22  cases  of  urethral  strictures,  15  cases  re- 
sponded with  good  results,  four  with  fair  results, 
and  three  with  no  results  obtained.  Their  paper 
states  that  in  some  strictures  which  were  of 
thirty  years  standing,  as  well  as  in  acute  urinary 
retention,  there  were  favorable  responses. 

Scardino  and  Hudson  having  had  excellent 
results  from  the  use  of  alpha-tocopherol  in  ureth- 
ral strictures  (some  of  which  were  at  one  time 
completely  impassable),  it  was  reasoned  that 
since  the  anatomic  and  histologic  anomaly  of 
urethral  strictures  is  similar  to  anorectal  stric- 
tures, the  use  of  alpha-tocopherol  in  anorectal 
strictures  would  be  indicated. 

Strictures  are  composed  of  scar  tissue  and  re- 
semble fibrositis.  Our  own  results  with  vitamin 
E in  the  treatment  of  fibrositis1  and  Steinberg’s 
experiences7  were  the  bases  for  overlaying  our 
pattern  of  the  use  of  alpha-tocopherol  in  anorec- 
tal conditions.  On  this  basis,  in  which  the  role 
of  vitamin  E in  the  metabolism  of  muscle  and 
connective  tissue  entities  was  so  successfully  used, 
vitamin  E or  alpha-tocopherol  was  applied  to 
the  treatment  of  anorectal  conditions  comprising 
rectal  spasm,  rectal  bleeding,  painful  hemor- 
rhoids. postoperative  pain  from  anorectal  surgery, 
pruritis  ani,  and  in  difficulty  of  urination  coexis- 
tent with  anorectal  complaints.  This  series  on 
the  use  of  suppositories  of  alpha-tocopherol  and 
vitamin  E in  various  anorectal  complaints  came 
about  after  the  postoperative  use  of  these  sup- 
positories in  the  treatment  of  strictures  and 
found  to  be  excellent. 

Treatment 

Twenty  patients  comprising  our  series  were 
treated  with  suppositories,  each  containing  5 mg. 
d-a-tocopherol  acetate  and  0.6  Gm.  vitamin  E- 
rich  wheat  germ  oil  in  a nonstaining  and  water- 
miscible  base  which  was  not  found  to  be  irritat- 
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TABLE  I. — Anorectal  Conditions  Treated  with  Rectal  Suppositories  of  Alpha-Tocopherol  and  Vitamin  E 


Patient  Complaints 


Frequency  and 
Duration  of 

Findings  Treatment  Results 


Mrs.  S.  F. 
Mr.  S.  F. 

Mrs.  R.  B. 
Mr.  F.  L. 
Mrs.  B.  H. 
Mrs.  E.  F. 

Mr.  C.  S. 
Mr.  L.  K. 

Mr.  A.  K. 
Mr.  I.  S. 


Marked  rectal  pain 


Pruritus  ani  and  discomfort 


Sudden  onset  of  rectal 
spasm  and  pain  "after 
eating  many  red  peppers” 
Rectal  pain  and  painful 
hemorrhoids;  opiates  no 
relief 

Marked  constipation  with 
rectal  discomfort  during 
bowel  movement 
Hemorrhoids;  treated 

previously  for  colitis; 
lower  abdominal  cramps 

Rectal  pain 


Rectal  pain  and  prostatic 
discomfort;  terramycin 
administered  for  bron- 
chial pneumonia  after 
which  he  urinated  and 
defecated  with  difficulty 
Frequency  of  urination  and 
burning 

Rectal  fissure  of  8 months 
duration  treated  by 
proctologist  with  "injec- 
tions" 


Spasm;  internal  and  ex- 
ternal hemorrhoids;  in- 
ternal thrombotic  papillae 
Spastic  anus  and  rectum; 
external  hemorrhoids  and 
small  fissures;  diabetes; 
hyperthyroidism 
Acute  hemorrhoids;  dia- 
betes; hyperthyroidism 

Rectal  spasm  with  enlarged 
internal  hemorrhoids 


1 suppository  daily 
for  1 week 

2 suppositories  daily 
for  1 week 


2 suppositories  daily 
for  1 week 

1 suppository  daily 
for  2 weeks 


Rectal  spasm;  diabetes;  2 suppositories  daily 
diabetic  neuritis  for  1 week 


Internal  and  external 

hemorrhoids,  a few 
thrombosed;  colitis; 

anemia 

Rectal  spasm;  prostatitis; 
hydronephrosis;  diabetes 


2 suppositories  daily 
for  1 week 


1 suppository  daily 
for  2 weeks 


Rectal  spasm;  prostate  2 suppositories  daily 
tender;  diabetes;  cor-  for  2 weeks 
onary  heart  disease 


Rectal  spasm;  enlarged 
liver;  chronic  gallbladder 
disease 

Fissure;  internal  and  ex- 
ternal hemorrhoids 


2 suppositories  daily 
for  1 week 

2 suppositories  daily 
for  1 week 


Marked  relief  from  spasm  and 
hemorrhoids 

Relief  from  hemorrhoids  and 
spasm;  fissure  healed  com- 
pletely 

Relief  from  spasm  and  pain; 
improvement  in  condition 
of  hemorrhoids 

Relief  from  spasm  and  im- 
provement in  condition  of 
hemorrhoids 

Improvement  in  spastic  con- 
dition 

Cramps  ceased  (probably  re- 
ferred pain  from  rectum) ; 
generally  improved 

Relief  from  rectal  spasm  and 
improvement  in  urinary 
discomfort 

Improvement  in  rectal  and 
prostatic  complaints 


Improvement  in  condition 
upon  urination 

Complete  relief 


Mrs.  M.  G.  Pain  in  rectum  for  2 years, 
was  told  it  was  a cyst 


Mr.  M.  S.  Constipation  and  difficulty 
in  movement,  feels  mass 
on  left  side 

Mr.  L.  K.  Pain  in  lower  back  and 
abdomen  radiating  to 
left  testis;  weakness; 
stranguria  and  burning  at 
end  of  micturition 

Mr.  A.  R.  Mild  stranguria  and  burn- 
ing at  the  beginning  of 
micturition 

Mr.  H.  E.  Pain  and  soreness  during 
bowel  movements;  no 
relief  from  usual  hemor- 
rhoidal suppositories; 
rectal  bleeding  on  defeca- 
tion 


Induration  and  ulceration 
in  posterior  portion  of 
anus;  external  hemor- 
rhoids; diabetes 
Case  of  colon  resection;  at 
operation  liver  metastases 
were  found 

Tenderness  in  lower  back, 
pubic  area,  and  left  groin; 
prostate  large  and  tender 


Prostate  large,  tense,  and 
very  tender;  mild  dia- 
betes 

Rectum  spastic  and  tender 
with  cryptic  induration; 
small  ulcerations  and 
hemorrhagic  areas  evi- 
dent upon  proctoscopy 


2 suppositories  daily 
for  2 weeks 


2 suppositories  daily 
for  2 weeks 

2 suppositories  daily 
for  2 weeks 


1 suppository  daily 
for  7 weeks 

2 suppositories  daily 
for  3 weeks 


ajutai  } 'ii  i u itutrr  x ween, 

continuing  use  of  supposi- 
tories 

Rectal  discomfort  improved 


Partial  relief  from  stranguria 
after  1 week  of  treatment: 
increased  relief  after  2 
weeks 

Substantial  relief  from  stran- 
guria ; prostate  soft, 
smaller,  and  less  tender 
Improvement  from  spastic 
condition  and  half  of  the 
punctate  hemorrhagic  areas 
healed;  completely  healed 
upon  final  check 


Mr.  J.  D. 

Severe  pruritus  ani 

Left  hemiplegia 

2 suppositories  daily 
for  1 week 

Relief  from  pruritus 

Mrs.  .1.  B. 

Moderate  pruritus  ani 

Internal  hemorrhoids;  fi- 
brous bands  palpable;  tis- 
sues tender  and  edema- 
tous 

2 suppositories  daily 
for  1 week 

Relief  from  itch  and  improve- 
ment in  appearance 

Mrs.  E.  S. 

Rectal  pain,  pruritus  ani, 
and  prolapse  after  defeca- 
tion 

Prolapse  of  rectum 

1 suppository  daily 
for  2 weeks 

Relief  from  pain  and  pruritus 

Mrs.  S.  S. 

Rectal  bleeding  and  con- 
stipation 

Internal  and  external 

hemorrhoids 

1 suppository  daily 
for  2 weeks 

Relief  from  pruritus  and 
bleeding;  easing  of  bowel 
movement 

Mrs.  D.  S. 

Marked  constipation  wit h 
rectal  pain  during  defeca- 
tion 

Rectal  spasm;  anemia; 
gastritis;  psychoneurosis 

1 suppository  daily 
for  3 weeks 

Improvement  in  spasm 

ing.*  No  cocoa  butter  was  employed  in  the  base 
since  it  was  felt  that  a low-melting  fat  might  mac- 
erate the  tissues  and  a high-melting  fat  would 
not  melt  in  the  heat  of  the  rectum  and  would 
therefore  not  release  the  alpha-tocopherol. 


* Supplied  through  the  Drug  Products  Co.,  Inc.,  East 
Orange,  New  Jersey. 


Table  I lists  the  various  anorectal  conditions  in 
which  suppositories  of  alpha-tocopherol  were 
used.  Almost  invariably,  relief  of  complaints 
was  obtained  by  the  patients,  and  in  most  in- 
stances there  was  no  exacerbation  of  the  condition 
treated,  even  after  the  suppositories  were  dis- 
continued. One  or  two  suppositories  were  used 
daily.  In  most  instances  the  therapy  was  con- 
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tinued  for  prophylaxis  against  recurrence  al- 
though the  complaints  for  which  they  were  pre- 
scribed had  disappeared.  Duration  of  therapy 
varied  from  one  to  six  weeks.  Xo  other  therapy 
was  employed  during  the  use  of  these  supposi- 
tories. 

Of  this  series  of  20  patients,  the  use  of  the  sup- 
positories was  stopped  in  10  (50  per  cent)  after  one 
week  of  use  in  order  to  determine  whether  an  ex- 
acerbation would  take  place.  In  no  case  did  an 
exacerbation  take  place,  and  the  patients  were 
discharged.  Four  weeks  after  discharge  there 
was  no  recurrence  of  the  original  complaint 
among  the  greater  part  of  this  group  of  patients. 

Behrman8  in  discussing  anorectal  complications 
of  treatment  with  aureomycin.  terramycin,  or 
chloramphenicol  stated  that  these  complications 
were  due  to  the  destruction  of  the  normal  intes- 
tinal flora,  leaving  the  yeasts  in  fairly  excessive 
numbers,  and  that,  once  the  restraining  presence 
of  other  organisms  is  removed  by  these  antibi- 
otics. a typical  mondial  infection  occurs.  Man- 
heim9 had  observed  that  patients  who  were  given 
these  antibiotics  for  upper  respiratory  infections 
and  who  had  had  no  previous  anorectal  pathologic 
conditions  developed  identical  symptom  patterns 
of  perianal  itching  with  pain,  burning,  and  bleed- 
ing on  defecation.  Streptomycin  orally  has  been 
used  in  anorectal  conditions,  but  it  cannot  be  re- 
lied upon  to  control  bacterial  flora  for  more  than 
five  days  because  of  the  development  of  resistant 
strains. 10  ~1S  The  experiences  of  Behrman  and 
Manheim  suggest  the  use  of  suppositories  of 
alpha-tocopherol  and  vitamin  E for  prophylactic 
purposes  whenever  antibiotics  are  administered. 

From  the  observations  made  thus  far  on  the 
use  of  suppositories  of  alpha-tocopherol  and  vita- 
min E in  the  treatment  of  anorectal  conditions, 
it  is  believed  that  since  a healing  process  without 
granulation  is  initiated  while  pain  and  spasm  are 
relieved  through  the  use  of  this  therapy,  the  use 
of  local  anesthetics  is  undesirable. 

Case  Report 

The  following  case  report  supplied  through  the 
courtesy  of  Dr.  J.  M.  Gross  exemplifies  the  use  of 
suppositories  of  vitamin  E in  a postoperative 
stricture : 

A forty-seven-year-old  white  male  was  subjected 
to  hemorrhoidectomy  for  internal  and  external 


hemorrhoids  and  an  anal  ulcer  on  January  24.  1952. 
Although  the  customary  postoperative  care  was  in- 
stituted. proctostenosis  of  the  site  was  found  on 
March  3.  On  March  10  suppositories  of  vitamin 
E were  given  the  patient  with  instructions  to  use 
them  twice  daily  and  return  in  ten  days  for  procto- 
tomy. On  March  20,  when  the  proctotomy  was 
scheduled  to  be  done,  a definite  softening  and  relaxa- 
tion of  the  scar  was  observed.  On  April  3 the  anus 
was  soft,  relaxed,  and  ample  in  caliber.  It  was  in 
that  condition  five  months  later,  the  date  of  the  last 
checkup. 

Summary  and  Conclusions 

1.  Anorectal  conditions  characterized  by 
pain,  bleeding,  and  pruritus  due  to  spasm  of  the 
anorectal  musculature  have  been  relieved  by  the 
use  of  rectal,  nonfatty  suppositories  of  alpha- 
tocopherol  and  vitamin  E. 

2.  The  mode  of  action  appears  to  be  the  local 
metabolic  effect  of  vitamin  E upon  muscle  and 
upon  connective  tissue,  relieving,  apparently  by 
stimulation  of  the  local  metabolism,  by  healing 
connective  tissue  and  reducing  spasm  of  the  an- 
orectal musculature. 

3.  It  would  appear  that  the  use  of  supposi- 
tories of  alpha-tocopherol  and  vitamin  E would  be 
advisable  after  hemorrhoidectomy  to  prevent 
stricture  of  the  anus;  for  the  treatment  of  anorec- 
tal conditions  including  pruritus  often  seen  after 
therapy  with  antibiotics;  and  for  prophylaxis 
against  antibiotic-induced  anorectal  conditions 
by  the  use  of  such  suppositories  whenever  antibi- 
otics are  administered. 
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And  for  the  support  of  this  Declaration,  with  a firm  reliance  on  the  Protection  of  Divine  Prov- 
idence, we  mutually  pled-ge  to  each  other  our  Lives,  our  Fortunes  and  our  sacred  Honor. — 
Declaration  of  Independence 


HERPETIC  AND  POSTHERPETIC  PAIN  TREATED  WITH 
CORTISONE  AND  ACTH 

Lawrence  Frank,  M.D.,  and  Roman  Lysiak,  M.D.,  Brooklyn,  New  York 

( From  the  Division  of  Dermatology  and  Syphilology,  Department  of  Medicine,  State  University  of  New  York 
College  of  Medicine  at  New  York  City) 


THE  treatment  of  herpetic  and  postherpetic 
pain  is  quite  unsatisfactory.  The  gamut  of 
therapy  runs  from  the  medical  use  of  posterior 
pituitary  extract,1  sodium  iodide  intravenously,1 
moccasin  venom,2  convalescent  serum,3  aureomy- 
cin,4  Chloromycetin,5  and  Protamide,6  to  the  more 
radical  procedures  such  as  excision  of  the  impli- 
cated dermatome.7  Sulzberger  et  al.  in  discussing 
the  use  of  ACTH  in  varied  dermatologic  condi- 
tions described  one  patient  with  intractable  post- 
herpetic pain  who  obtained  relief  from  pain  after 
two  injections  of  25  mg.  of  ACTH.8  Nickel  ob- 
served five  cases  of  herpes  zoster  treated  with 
ACTH;  all  obtained  relief  by  the  third  injection 
<of  10  to  15  mg.  of  the  drug.9  In  an  attempt  to 
evaluate  ACTH  and  cortisone  in  this  condition, 
19  patients  with  herpetic  or  postherpetic  pain 
were  treated  with  these  drugs. 

Material  and  Results 

Of  the  19  cases  selected  for  study  11  still  had 
active  zoster  vesicles  or  crusts  present.  The 
remaining  eight  patients  had  pain  which  had 
lasted  from  several  weeks  to  eighteen  months  from 
the  time  of  their  original  attack  of  herpes  zoster. 
The  pain  was  severe  in  all  cases  and  in  most 
•cases  resistant  to  other  forms  of  therapy.  The 
ages  of  the  patients  ranged  from  thirty-seven  to 
sixty-four  years.  Twelve  patients  were  treated 
with  cortisone,  four  patients  with  ACTH  intra- 
muscularly, and  three  with  ACTH  intravenously. 
The  dose  of  cortisone  was  200  mg.  daily  in,  di- 
vided doses  for  three  days  and  then  gradually 
reduced  to  a maintenance  dose  of  100  mg.  daily. 
ACTH  was  given  intramuscularly  in  a dose  of  25 
mg.  four  times  daily,  and  intravenously  in  a dose 
of  25  mg.  by  the  slow  drip  method  over  a period 
of  eight  hours. 

All  patients  treated  obtained  relief  from  pain 
within  two  or  three  days  after  the  institution  of 
therapy.  The  most  dramatic  relief  was  in  two 
of  the  three  patients  treated  with  intravenous 
ACTH  in  whom  freedom  from  pain  was  ob- 
tained after  the  first  day  of  therapy.  Both  cor- 
tisone and  ACTH  appeared  equally  effective, 
although  ACTH  possibly  wras  slightly  faster  in 
its  action.  When  the  dosage  of  the  drug  was 
out  below’  a maintenance  dose,  the  pain  recurred 
in  most  cases,  although  generally  with  an  inten- 
sity sufficiently  reduced  to  be  controlled  with 
aspirin. 


Comment 

Both  cortisone  and  ACTH  wrere  found  to  be 
effective  agents  in  the  relief  of  pain  from  herpes 
zoster.  The  fact  that  the  pain  recurred  fre- 
quently when  these  medications  were  discontin- 
ued does  not  detract  seriously  from  their  use  as 
therapeutic  agents.  With  close  supervision 
patients  can  be  continued  on  a maintenance 
dose  for  long  periods  of  time.  Whether  the 
mode  of  action  of  ACTH  and  cortisone  in  this 
study  is  purely  analgesic  or  whether  the  effect 
is  mediated  through  a resolving  of  inflammatory 
or  lymphatic  infiltrate  present  is  purely  specula- 
tive. 

Browder,  seeking  an  explanation  for  the  oc- 
casional persistence  of  the  pain  in  herpes  zoster, 
demonstrated  the  presence  of  isolated  foci  of  in- 
flammation in  the  excised  skin  of  patients  with 
postherpetic  neuralgia  as  long  as  one  hundred 
days  and  two  and  one-half  years  after  the  original 
attack  of  herpes  zoster.7  He  stated,  “It  w’ould 
seem  logical  to  assume  that  the  implication  of 
nervous  structure  within  inflammatory  cuta- 
neous foci  in  all  phases  of  the  disease  might  be 
responsible  for  the  persistence  of  pain  and  other 
sensory  disturbances  encountered  in  those  who 
suffer  from  postherpetic  neuralgia.” 

Summary 

Pain  wras  controlled  in  19  patients  with  herpetic 
and  postherpetic  pain  who  were  treated  with 
cortisone  and  ACTH,  and  in  most  instances 
the  pain  recurred,  usually  wuth  lessened  intensity, 
when  the  drugs  were  discontinued. 
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Case  Report 


SMOLDERING  HYPERTHYROIDISM 


Morton  Yohalem,  M.D.,  New  York  Citv 


""THE  relationship  of  auricular  fibrillation  and  thy- 
■L  rotoxicosis  is  indefinite:  “In  short,  it  is  un- 

certain whether  there  is  a specific  etiologic  type  of 
heart  disease  caused  by  hyperthyroidism  or  whether 
the  latter  is  merely  a contributory  or  precipitating 
factor  in  individuals  already  predisposed  by  coinci- 
dent disease.”1  The  source  of  uncertainty  is  the 
availability,  whenever  thyrotoxicosis  is  not  mani- 
fest, of  a facile  diagnosis  of  coronary  sclerosis  as  the 
source  of  auricular  fibrillation.  Three  groups  of 
patients  are  involved:  (1)  the  treated  hyperthy- 

roid patients  who  continue  to  fibrillate.  (2)  the  un- 
treated patients  with  auricular  fibrillation  whose 
hyperthyroidism  is  assumed  to  be  burnt  out,  and 
(3)  elderly  fibrillators  without  evidence  of  hyper- 
thyroidism. 

The  case  to  be  reported  is  that  of  a woman,  aged 
sixty-nine,  who.  despite  the  absence  of  any  clinical 
or  available  laboratory  evidence  of  thyrotoxicosis 
and  despite  the  presence  of  all  the  evidence  for 
coronary  sclerosis,  reverted  to  regular  rhythm  after 
six  years  of  persistent  auricular  fibrillation  when  a 
spontaneous  myxedema  removed  the  invisible  rem- 
nants of  thyrotoxicosis. 

Case  Report 

Mrs.  A.  L.  was  first  seen  in  November.  1943,  at 
the  age  of  sixty-three.  The  past  history  included  a 
nine-month  episode  at  the  age  of  thirty-three  of 
symptoms  suggestive  of  hyperthyroidism  treated  by 
neck  applications,  the  nature  of  which  is  unknown. 
There  was  a knowledge  of  hypertension  for  many 
years.  There  had  been  palpitations  for  three  years. 
In  the  past  month  cough,  dyspnea,  and  orthopnea 
had  been  severe. 

The  physical  examination  disclosed  a well-de- 
veloped, somewhat  aged  woman  of  sixty-three. 
There  was  no  hyperkinesia  and  no  volubility. 
Speech  and  actions  were  slow.  The  palms  were  cool. 
There  was  a slight  tremor  of  the  hands  at  rest  and  on 
extension.  There  was  moderate  sclerosis  of  the 
fundal  arterioles  and  slight  arteriovenous  nicking. 
The  lips  were  slight!}'  cyanotic.  The  thyroid  was 
not  palpable.  The  heart  was  enlarged  about  20  per 
cent  above  normal  size.  There  was  no  deviation  of 
the  esophagus.  There  was  a soft  systolic  murmur  at 
the  apex.  The  rate  was  100  and  the  rhythm  totally 
irregular.  There  was  no  evidence  of  failure;  the 
patient  had  been  receiving  digitalis  for  the  past 
month,  and  the  dyspnea  and  orthopnea  had  sub- 
sided. The  liver  and  spleen  were  not  palpable. 
The  blood  pressure  was  190/100.  The  electrocardio- 
gram showed  auricular  fibrillation  with  frequent 
ventricular  extrasystoles.  There  was  slight  slur- 
ring of  QRS. 

The  digitalis  was  continued,  and  an  effort  to  stop 
the  fibrillation  with  quinidine  was  not  successful. 
The  maximum  dosage  was  1.2  Gm.  in  eight  hours. 


The  accelerated  heart  rate  and  much  of  the  discom- 
fort were  controlled  with  0.3  mg.  digitoxin  daily 
and  occasional  mercurial  injections.  Six  weeks 
after  the  first  observation,  when  the  heart  rate  was 
70,  the  congestive  failure  controlled,  and  the  blood 
pressure  150  90,  the  basal  metabolic  rate  was  minus 
6 and  minus  7. 

It  was  concluded  that  the  diagnosis  was  burnt-out 
or  adequately.  treated  Graves’s  disease  with  hyper- 
tensive and  or  arteriosclerotic  heart  disease  with 
mild  congestive  failure  and  auricular  fibrillation. 

The  patient  was  kept  fairly  well  with  digitoxin 
and  occasional  mercurial  injections  for  five  years  of 
approximately  monthly  observation.  The  weight 
was  constantly  between  125  and  130  pounds.  Evi- 
dences of  edema  were  infrequent  and  slight.  The 
blood  pressure  varied  between  150  SO  and  160/100. 
A fracture  of  the  pelvis  in  1948  healed  without  diffi- 
culty. In  1949  an  electrocardiogram  showed  no 
change  from  the  previous  auricular  fibrillation  with 
occasional  ventricular  extrasystoles.  In  November, 
1949,  the  heart  rate  slowed  to  60  although  the  fibril- 
lation continued.  The  dosage  of  digitoxin  was  grad- 
ually reduced  to  0.8  mg.  weekly.  Over  the  five- 
year  period  the  heart  had  slowly  increased  in  size, 
and  moderate  signs  of  Parkinsonism  had  increased. 

The  monthly  observation  with  unvarying  fibril- 
lation continued.  But  in  January,  1951,  the  pulse 
was  found  to  be  regular,  and  the  electrocardiogram 
revealed  sinus  rhythm  with  a rate  of  68.  The  weight 
had  increased  to  137  pounds,  and  in  the  next  month 
there  was  a further  increase  in  weight  to  140.  There 
were  complaints  of  marked  fatigue  with  moderate 
difficulty  in  breathing  and  talking.  There  were 
dizziness  and  headache  and  slight  sacral  edema. 
Two  months  after  the  return  to  regular  rhythm, 
it  was  recognized  that  the  face  was  puffy,  the  voice 
husky,  the  hands  cool,  and  the  tongue  large.  It  was 
felt  that  the  moderate  hypertension  and  the  slight 
edema  would  interfere  with  the  reliability  of  a meta- 
bolic rate  determination,  and  thyroid  was  insti- 
tuted. In  two  months  the  patient  stated  that  she 
felt  better  than  at  any  time  in  recent  rears.  Thy- 
roid extract,  0.06  Gm.,  and  digitoxin,  0.1  mg.,  hare 
been  continued,  and  for  the  ensuing  year,  to  the 
present,  the  patient  has  remained  well  with  regular 
rhvthm  and  without  evidence  of  failure.  The 
weight  has  remained  at  135  pounds  and  the  blood 
pressure  about  145/90. 

Comment 

With  even-  reason  to  assume  that  coronary  scle- 
rosis was  the  source  of  the  fibrillation  in  this  case, 
events  revealed  that  hyperthyroidism  was  respon- 
sible. The  alternate  assumption  that  the  beneficial 
effects  of  myxedema  on  the  congestive  failure  con- 
verted the  auricular  fibrillation  to  sinus  rhvthm  is 
not  tenable  in  the  light  of  the  slow  ventricular  rate, 
the  duration  of  the  fibrillation,  the  low  basal  meta- 
bolic rate  (minus  6 and  7 in  the  presence  of  slight 
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heart  failure),  and  the  good  control  of  the  con- 
gestive failure. 

The  relationship  of  auricular  fibrillation  and  thyro- 
toxicosis may  be  approached  from  two  directions: 
the  first,  a consideration  of  auricular  fibrillation  in 
manifest  untreated  and  treated  hyperthyroidism; 
the  second,  a consideration  of  the  revelation  of  anti- 
thyroid treatment  in  heart  disease  which  may  dis- 
close the  auricular  fibrillations  of  unrecognized  thy- 
rotoxicosis. 

In  untreated  hyperthyroidism  it  has  been  assumed 
that  the  increased  incidence  of  auricular  fibrillation 
in  the  hyperthyroidism  of  older  patients  is  due  to 
concurrent  coronary  sclerosis.  However,  the  in- 
tensity and  duration  of  hyperthyroidism  in  the  older 
patients  may  differ  from  that  in  younger,  who  may 
also  request  treatment  sooner.  In  treated  hyper- 
thyroidism 25  per  cent  of  fibrillators  continue  to 
fibrillate  after  surgery.2  This  too  has  been  attrib- 
uted to  coronary  sclerosis.  However,  when  the 
figure  of  25  per  cent  is  considered  together  with  the 
figure  of  18  per  cent3  for  the  recurrence  rate  of  hyper- 
thyroidism after  surgery,  the  proximity  of  the  figures 
suggests  that  continuing  unrecognized  subthreshold 
hyperthyroidism  may  be  the  cause.  The  coronary 
sclerotic  fibrillation  of  burnt-out  Graves’  disease 
in  the  case  presented  was  revealed  to  be  the  fibrilla- 
tion of  smoldering  hyperthyroidism. 

The  positive  statistical  evidence  for  the  existence 
of  a purely  hyperthyroid  cardiac  disease  is  given  in 
the  report  of  331  hyperthyroid  patients  without 
evidence  of  any  other  etiologic  type  of  heart  disease.4 
Twenty-one  were  in  failure,  three  of  whom  were  un- 
der thirty  years  of  age  and  eight  of  whom  wrere  fibril- 
lating.  Of  the  310  who  were  compensated,  22  were 
fibrillating. 

The  second  approach  to  the  problem,  the  revela- 
tions of  antithyroid  treatment  in  heart  disease,  is 
not  rewarding  because  the  reports  of  treatment  of 
angina  and  congestive  failure  by  thyroidectomy  did 
not  distinguish  fibrillators  from  nonfibrillators.6’6 
In  the  report  of  treatment  of  heart  disease  by  radio- 
active iodine7  one  hypertensive  fibrillator  wrho  con- 
tinued to  fibrillate  is  reported.  “The  patient  ex- 
perienced no  symptoms  of  hypothyroidism.” 

A more  informative  report  is  that  which  investi- 
gated 55  patients  with  auricular  fibrillation  and  with- 
out ostensible  evidence  of  hyperthyroidism  by  the 
methods  of  protein-bound  iodine  and  radioiodine 


excretion.8  Eight  wTere  accepted  as  proved  cases 
of  hyperthyroidism.  Six  of  the  seven  patients  who 
were  treated  have  reverted  to  normal  rhythm.  Of 
this  result  the  authors  say:  “.  . . .the  high  rate  of 

cure  of  the  arrhythmia  was  not  anticipated.” 

“The  high  rate  of  cure  of  the  arrhythmia”  and 
the  case  reported  indicate  the  uncertainties  of  the 
diagnosis  of  auricular  fibrillation  with  coronary  scle- 
rosis. Fibrillators  w'ithout  evidence  of  rheumatic 
heart  disease  deserve  a most  complete  diagnostic 
study.  However,  even  the  use  of  radioiodine  may 
be  inadequate.  One  report  states,  “ . . . significant 
depression  of  radioiodine  accumulation  was  encoun- 
tered in  manj'  situations  accompanied  by  clinical 
hyperthyroidism.  These  included  . . . cardiac  de- 
compensation.”9 It  was  found  that  both  the  thyroid 
rate  of  accumulation  and  the  urinary  excretion  were 
less  than  normal.  In  another  report  it  was  found 
that  subjects  on  a low  salt-intake  (rice  diet)  may 
have  a large  thyroid  uptake  of  I131,  probably  related 
to  the  fact  that  low  salt  diets  also  are  iodide  free 
diets. 10  Thus  the  radioactive  iodine  tests  in  cardiacs 
may  err  in  either  direction.  This  may  not  apply  to 
radioiodine  turnover  in  the  blood. 

The  conclusion  may  be  either  that  all  fibrillators 
without  definite  evidence  of  rheumatic  heart  dis- 
ease require  protein-bound  iodine  determinations  or 
that  with  the  increasing  safety  of  available  methods 
they  deserve  a therapeutic  test.  In  the  presence  of 
congestive  failure  there  is  not  only  the  possibility 
of  correcting  a latent  hyperthyroidism  but  also  the 
possibility  in  the  absence  of  hyperthyroidism  of  im- 
proving the  failure.  The  two  possibilities  together 
may  warrant  procedures  that  either  alone  does  not. 
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MEDICAL  TEXTBOOKS  FOR  SOUTH  KOREA 
Physicians  are  invited  to  send  their  surplus 
medical  textbooks  and  medical  journals  to  Korea  for 
utilization  of  South  Korean  medical  schools  and 
hospitals. 

Mail  shipments,  express  collect,  to:  Alameda 

Medical  Depot,  2155  Webster  Street,  Alameda, 
California.  Each  shipment  should  be  clearly 
marked  “Kormeded.” 

— California  Medicine,  July,  1953 


FABLE  FOR  PHYSICIANS 

“Our  worries  will  soon  be  over,”  the  Hospital 
Administrator  boasted  to  the  President  of  the  Board 
of  Trustees.  “Our  machine  shop  has  nearly  per- 
fected an  electronic  intern,  equipped  with  automatic 
diagnosticator  and  radar-activated  psychoanalyser, 
guaranteed  against  refractory  periods  and  protected 
against  tampering  by  student  nurses.  In  time  these 
mechanical  marvels  will  carry  a bedside  manner  as 
standard  equipment.” — Mercurius 
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Edgar  Baldwin  Cook,  M.D.,  of  Rochester,  died  on 
August  20  at  his  home  at  the  age  of  seventy-one. 
Dr.  Cook  received  his  medical  degree  in  1903  from 
the  New  York  Homeopathic  Hospital,  now  New 
York  Medical  College,  which  awarded  him  a gold 
diploma  last  June.  During  World  War  I,  Dr.  Cook 
was  in  the  U.S.  Army  Medical  Corps,  stationed  at 
Walter  Reed  Hospital  in  Washington,  D.C.  He 
served  as  consulting  orthopedic  surgeon  to  the 
Monroe  County  Infirmary,  Rochester,  as  staff 
member  of  Genesee  Hospital,  Rochester,  for  four 
decades,  and  for  forty  years  was  associated  with  the 
City  Health  Bureau  as  school  physician  and  mental 
hygiene  examiner.  Dr.  Cook  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Austin  Hogan,  M.D.,  of  Johnstown  and  Caroga 
Lake,  died  on  August  26  in  St.  Mary’s  Hospital, 
Amsterdam,  at  the  age  of  seventy-seven.  Dr. 
Hogan  received  his  medical  degree  from  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1902  and  interned  at  Bellevue  Hospital.  He 
served  as  health  officer  of  the  City  of  Johnstown  and 
the  towns  of  Caroga,  Johnstown,  and  Ephrata 
over  a period  of  thirty-eight  years.  In  1952,  Dr. 
Hogan  was  one  of  seven  doctors  in  the  Capital  Dis- 
trict honored  by  the  Medical  Society  of  the  State  of 
New  York  for  fifty  years  of  service  in  the  field  of 
medicine.  Dr.  Hogan  had  been  affiliated  with  the 
New  York  State  Public  Health  Association  and  the 
American  School  Health  Association  and  was  a 
member  of  the  American  Public  Health  Association, 
the  Fulton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Eric  L.  Levy,  M.D.,  of  New  York  City,  died  on 
September  9 at  Queens  General  Hospital  at  the  age 
of  fifty-nine.  Dr.  Levy  received  his  medical  degree 
from  the  University  of  Berlin  in  1927,  practiced 
pediatrics  in  Berlin  for  many  years,  and  in  World 
War  I served  as  a lieutenant  in  the  German  Army 
medical  corps.  Dr.  Levy  was  one  of  the  last  Jewish 
doctors  to  leave  Germany  with  the  advent  of 
Nazism,  in  1941.  After  a year  in  Spain,  he  came  to 
the  LTnited  States,  where  he  served  at  Jewish 
Memorial  Hospital,  and  as  assistant  in  physical 
medicine  at  Mount  Sinai  Hospital,  before  becoming 
physician-in-charge  of  the  College  Point  clinic  of 
Queens  General  Hospital.  Dr.  Levy  was  a member 
of  the  .American  Congress  of  Physical  Medicine,  the 
New  York  Society  of  Physical  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
.Association. 

Leon  Gray  OgdeD,  M.D.,  of  Holley,  died  on 
August  22  while  on  vacation  in  Canada,  at  the  age 
of  seventy-eight.  Dr.  Ogden  received  his  medical 


degree  from  Albany  Medical  College  in  1899  and 
served  his  full  career  in  Orleans  County,  acting  as 
Orleans  county  coroner  for  twenty-five  years.  Dr. 
Ogden  was  a member  and  past-president  of  the 
Orleans  County  Medical  Society,  and  a member  of 
the  Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association. 

William  Blanck  Quinn,  M.D.,  of  Queens,  died  on 
July  15  at  the  age  of  fifty-three.  Dr.  Quinn  received 
his  medical  degree  from  Georgetown  University  in 
1926  and  was  an  assistant  in  obstetrics  and  gyne- 
cology at  University  Hospital.  He  was  a member  of 
the  New  York  Celtic  Medical  Society,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the  : 
State  of  New  York,  and  the  American  Medical 
Association.  ! 

Nathan  Savitsky,  M.D.,  of  New  York  City,  died 
on  September  4 at  Mount  Sinai  Hospital  at  the  age 
of  fifty.  Dr.  Savitsky  received  his  medical  degree  . 
from  New  York  University  and  Bellevue  Hospital 
Medical  College  in  1927  and  interned  at  Montefiore 
and  Manhattan  State  Hospitals.  He  was  attending 
neuropsychiatrist  at  Lebanon  and  Montefiore  Hos-  I . 
pitals,  clinical  professor  of  neurology  at  New  York 
Medical  College,  director  of  neuropsychiatry  at 
Morrisania  Hospital,  director  of  neurology  at  Seton 
Hospital,  an  editor  of  the  Journal  of  the  Hillside 
Hospital,  the  author  of  numerous  papers  on  neuro- 
psychiatry, and  a pioneer  in  the  use  of  electroshock 
therapy  for  treating  psychoses.  A Diplomate  of  the  \ 
.American  Board  of  Psychiatry  and  Neurology,  Dr. 
Savitsky  was  a member  of  the  -American  Neurologi- 
cal Association,  the  Association  for  Research  in 
Nervous  and  Mental  Diseases,  the  .American  Psychi- 
atric Association,  the  Hebrew  Medical  Society,  the 
Ivrith  Medical  Society,  the  New  York  Neurological 
Society,  the  Bronx  Society  of  Neurology  and  Psychi- 
atry, the  North  Bronx  Medical  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Samuel  L.  Siegler,  M.D.,  of  Brooklyn,  died  on 
September  15  at  Long  Island  College  Hospital  at  the 
age  of  fifty-eight.  Dr.  Siegler  received  his  medical 
degree  from  Fordham  University  Medical  School  in 
1918.  He  served  as  a captain  with  the  Army  Medi- 
cal Corps  in  World  War  I,  and  was  senior  attending  i 
obstetrician  and  gynecologist  at  Brooklyn  Women’s 
Hospital,  clinical  assistant  in  gynecology  and 
obstetrics  at  Greenpoint  Hospital,  attending  gyne-  j 
cologist  at  Unity  Hospital,  and  chief  of  endocrin- 
ology and  sterility  at  the  Unity  Hospital  Outpatient 
Department. 

Dr.  Siegler  received  a Lasker  citation  in  1950  for  ; 
his  book,  Fertility  in  Women,  was  on  the  editorial 
board  of  the  journal,  Fertility  and  Sterility,  and  pro- 
duced a motion  picture,  Sterility,  Its  Causes  and  - 
Investigation,  which  was  shown  by  the  State  Depart-  1 
[Continued  on  page  2387] 
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Blood  Banks  Throughout  New  York  State  In- 
vited To  Join  New  Blood  Banks  Association — 

1 Organized  under  the  auspices  of  the  Medical  Society 
of  the  State  of  New  York,  the  Blood  Banks  Associa- 
tion of  New  York  State  was  recently  chartered  as  a 
nonprofit  corporation  devoted  to  wide  public  service 
and  scientific  activity.  Blood  banks  throughout  the 
State  are  invited  to  join  the  Association. 

“To  successfully  execute  our  plans,”  Dr.  J. 
Stanley  Kenney,  New  York  City,  president,  said, 
“we  desire  the  widest  possible  rerespentation  of 
blood  banks,  physicians,  and  technicians  through- 
out the  State.  Our  program  is  so  broad  that  every 
person  interested  in  the  use  of  blood  will  find  some 
phase  to  interest  him.”  Included  in  the  plans  are 
a clearing  house  for  the  exchange  of  blood  between 
5 the  more  than  200  blood  banks  within  the  State,  a 
scientific  meeting  scheduled  to  coincide  with  the 
annual  meeting  of  the  State  Medical  Society,  a 
speakers  bureau  to  provide  programs  for  member 
;;  banks,  and  a system  of  donor  procurement. 

Voting  privileges  in  the  Blood  Banks  Association 
will  be  held  by  two  types  of  members : institutional, 
open  to  any  blood  bank  within  the  State  which 
shall  meet  requirements  established  by  the  Associa- 
tion’s committee  on  standards,  and  individual 
membership,  open  to  any  physician  in  the  State  who 
meets  the  committee’s  requirements.  A third  non- 
voting associate  membership  will  be  open  to  tech- 
nicians and  nonmedical  personnel. 

Dr.  Kenney  expressed  his  appreciation  to  Dr. 
Theodore  J.  Curphey,  Garden  City,  chairman  of  the 
Public  Health  and  Education  Committee  of  the 
State  Medical  Society,  for  the  work  and  effort  he 
had  put  into  this  project  since  its  inception. 

Incorporation  of  the  Association  came  after  a 
six-months  study  by  a Blood  Banks  Commission, 
headed  by  the  present  president  of  the  State  Medical 
Society,  Dr.  Andrew  A.  Eggston,  of  Mount  Vernon. 
The  Commission,  a continuing  body,  acts  as  a com- 
mon meeting  ground  for  the  American  Red  Cross, 
hospital  and  community  blood  banks,  State  Health 
Department,  New  York  State  Association  of  Public 
Health  Laboratories,  State  Medical  Society,  and 
the  Blood  Banks  Association. 

Dr.  Milton  A.  Carvalho,  Binghamton,  is  chair- 
man of  the  membership  committee.  Included  on 
the  committee  are  Dr.  Lester  J.  Unger,  New  York 
City;  Dr.  Quentin  Jones,  Utica;  Dr.  Theodore  J. 
Curphey,  Garden  City;  Dr.  Leo  F.  Schiff,  Platts- 
burg;  Dr.  Andrew  A.  Eggston,  Mount  Vernon,  and 
Dr.  W.  P.  Anderton,  New  York  City. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education 
Foundation  for  August,  1953,  from  New  York 
State  were:  Bronx — Drs.  Leon  Lindler,  Benedetto 
A.  Lo  Balbo,  and  Edward  A.  Pfeiffer;  Brooklyn — 
Dr.  Irving  R.  Sagerman;  Buffalo — Drs.  Lawrence 
H.  Golden,  Irving  Hyman,  and  Francis  W.  O’Don- 
nell; Canastota — Dr.  Richard  B.  Cuthbert,  Jr.; 
Dobbs  Ferry — Dr.  Everett  C.  Bragg;  Elmira — Dr. 
William  H.  Burke;  Hempstead— -Dr.  Eugene  Bi- 
eulco;  Herkimer— Dr.  Arthur  H.  Mulligan;  I slip — 
Dr.  Ferdinand  R.  Pitrelli;  Jamaica — Drs.  Henry  B. 


Nachtigall  and  Else  Steiner;  Kingston — Drs.  Peter 
D.  Corsons  and  John  B.  Krom;  Larchmont — Dr. 
Fred  F.  Prausnitz;  Little  Falls — Dr.  Jere  J.  Mc- 
Evilly;  New  York  City — Drs.  Joseph  C.  Andiola, 
Ernest  Arnheim,  Henry  T.  Chickering,  Benjamin 
Esterman,  Hyman  Goldstein,  John  R.  Graham, 
Armand  C.  Grez,  Albert  Grokoest,  Edward  Horo- 
witz, Suzanne  Howe,  Harry  J.  Johnson,  Barnard 
Kleiger,  William  Littler,  Thomas  A.  Loftus,  Walter 
Lough,  Alexander  R.  Martin,  Peter  Maybarduk, 
Michael  B.  Miller,  Abraham  I.  Needles,  John  Neil- 
son,  Jr.,  Samuel  S.  Newman,  Willis  G.  Price,  Louis 
M.  Rosati,  Robert  F.  Russell,  Godchaux  Schnerb, 
Matthew  Shapiro,  Herman  L.  Sheppard,  Carl  F. 
Sulzberger,  John  A.  Taylor,  John  J.  Vetter,  Irving 
W.  Voorhees,  Alice  D.  Weber,  and  Ernest  B.  Weiner. 

Also:  Newburgh — Dr.  Edwin  H.  Douglass,  Jr.; 
Oneida — Drs.  Ernest  Freshman  and  William  L. 
Lanyon;  Ozone  Park— Dr.  O.  Arnold  Ilardi;  Port 
Chester — Dr.  Saul  Freedman;  Poughkeepsie — Drs. 
Anne  Mustonen  and  Garrett  A.  Price;  Ridgewood — 
Dr.  Morris  Waxgiser;  Saugerties — Drs.  Herbert  E. 
Gade  and  Robert  A.  McCaig;  Sayville — Dr.  David 
L.  MacDonnell,  Sr.;  Schenectady — Drs.  Frank  P. 
Marra,  John  P.  Rinaldi,  Jesse  M.  Scott,  Isaac 
Shapiro,  Joseph  Slovak,  Frank  A.  Vesey,  and 
Catherine  A.  Welsh;  Southampton — Drs.  Mary  F. 
Johnson  and  F.  T.  Kelly;  Walden — Dr.  Gerhard 
Iversten,  and  White  Plains — Dr.  Daniel  M.  Rolett. 

In  the  six-month  period  from  January  1 to  June 
30,  1953,  a total  of  2,318  physicians  from  New  York 
State  contributed  $25,210  to  the  Foundation. 

American  Society  for  the  Study  of  Sterility — The 

American  Society  for  the  Study  of  Sterility  will 
award  a cash  prize  of  $1,000  to  the  physician  who 
submits  an  essay  not  later  than  March  1,  1954,  de- 
tailing the  most  outstanding  contribution  to  the 
subject  of  infertility  and  sterility.  The  winning 
essay  will  appear  on  the  program  of  the  1954  meet- 
ing of  the  Society.  Authors  should  include  a short 
biographical  sketch  and  a photograph  with  the 
manuscript. 

For  full  particulars  concerning  requirements  of  the 
competition,  write  to  the  American  Society  for  the 
Study  of  Sterility,  in  care  of  Dr.  Herbert  H.  Thomas, 
secretary,  920  South  19th  Street,  Birmingham, 
Alabama. 

National  Foundation  for  Infantile  Paralysis 
Announces  Fellowships — The  National  Foundation 
for  Infantile  Paralysis  has  announced  the  availability 
of  a limited  number  of  additional  postdoctoral  fel- 
lowships to  candidates  whose  interests  are  research 
and  teaching  in  medicine  and  the  related  biologic 
and  physical  sciences.  The  fellowships,  covering  a 
period  of  from  one  to  five  years,  are  intended  to  in- 
crease the  number  of  professional  workers  qualified 
to  give  leadership  in  the  solution  of  basic  and  clinical 
research  problems,  including  those  of  poliomyelitis 
and  other  crippling  diseases. 

Stipends  to  fellows  range  from  $3,600  to  $7,000  a 
year,  with  marital  and  dependency  status  considered 
in  determining  individual  awards.  Institutions 
which  accept  fellows  receive  additional  compensation 
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for  expenses  incurred  in  relation  to  their  training 
programs. 

Candidates  must  be  United  States  citizens  (or 
have  declared  intention  of  becoming  citizens),  be  in 
sound  health,  and  have  an  M.D.,  Ph.D.,  or  equiva- 
lent degree.  The  designation  “Fellow  of  the  Na- 
tional Foundation  for  Infantile  Paralysis,”  will  be 
given  to  successful  candidates,  who  will  be  chosen 
by  a Fellowship  Committee  composed  of  leaders  in 
the  fields  of  medical  research  and  professional  educa- 
tion. A total  of  181  fellowship  awards  in  these 
categories  has  been  made  by  the  National  Founda- 
tion up  to  August  1, 1953. 

Complete  information  and  applications  may  be 
obtained  from  the  Division  of  Professional  Educa- 
tion, National  Foundation  for  Infantile  Paralysis, 
120  Broadway,  New  York  5,  New  York. 

No  More  Physicians  Called  By  Selective  Service 
System  for  Next  Twelve  Months — It  is  not  expected 
that  there  will  be  additional  calls  for  physicians 
placed  against  the  Selective  Service  System  by  the 
President  for  the  next  twelve  months. 

As  a result  of  Call  Number  16  in  August  and  the 
increased  number  of  volunteers,  there  have  been 
commissioned  a sufficient  number  of  physicians  to 


meet  the  needs  of  the  armed  forces  for  the  immediate 
future.  Those  who  have  been  commissioned  from 
either  the  voluntary  list  or  the  Selective  Service  call 
will  be  brought  to  active  duty  from  time  to  time 
until  this  reservoir  is  exhausted. 

Cumberland  Hospital,  Brooklyn,  Dedicates  New 
Outpatient  Department— Cumberland  Hospital, 
Brooklyn,  opened  a new  SI. 000, 000  building  to 
house  its  outpatient  department,  in  September.  ' 
Dr.  Alfred  P.  Ingegno,  president  of  the  Kings  County 
Medical  Society,  Mayor  Impellitteri,  and  Borough 
President  John  Cashmore  spoke  at  the  dedication 
services. 

The  “working”  basement  contains  the  ear,  nose, 
and  throat  service,  the  dental  sendee,  mental  hy-  , 
giene  clinic  and  pharmacy  unit:  the  first  floor,  a 
pediatrics  clinic  with  five  examining  rooms  and  a 
child  guidance  clinic,  and  upstairs,  the  eye  service, 
the  obstetrics  and  gynecology  service  with  six  ex- 
amining rooms,  and  a classroom  for  the  instruction 
of  mothers  and  expectant  mothers  in  infant  care. 
Most  of  the  clinic  space  belongs  to  the  medical  serv-  j 
ice,  with  ten  examining  rooms. 

The  hospital’s  old  outpatient  department  in  the  | 
main  building  treated  74,702  patients  in  1952. 


MEETINGS 

PAST 


Cayuga  County  Medical  Society 

The  Cayuga  County  Medical  Society  held  a meet- 
ing on  September  17,  following  dinner  at  the  Osborn 
House,  in  Auburn.  Speaker  for  the  evening  was 
Dr.  Giles  F.  Filley,  director  of  the  physiology 
laboratory'  at  Trudeau  Sanatorium,  Trudeau,  on 
the  subject  of  “Emphysema.”  The  program  was 
postgraduate  education  arranged  by  the  State 
Society'  Council  Committee  on  Public  Health  and 
Education  with  the  cooperation  of  the  State  Depart- 
ment of  Health. 

Fulton  and  Montgomery  County  Medical  Soci- 
eties 

A program  of  postgraduate  medical  education 
was  presented  at  a joint  meeting  of  the  Fulton  and 
Montgomery  County'  Medical  Societies  held  Sep- 
tember 17  at  the  .Antlers  Country  Club,  Fort  John- 
son. Arranged  by  the  State  Society’s  Council 
Committee  on  Public  Health  and  Education  with 
the  cooperation  of  the  State  Department  of  Health, 
the  program  included  the  following  speakers  and 
topics:  “Heart  Disease  as  Related  to  Abnormal 

Thyrroid  Metabolism,”  Dr.  John  Filippone,  associate 
professor  of  medicine,  Albany  Medical  College, 
Albany;  “Disturbances  of  Thy'roid  Metabolism 
with  Relationship  to  Medical  Management,”  Dr. 
Thomas  Frawley,  associate  professor  of  medicine, 
.Albany  Medical  College,  and  director,  Department 
of  Endocrinology  and  Metabolism,  Albany'  Hospital, 
and  “Nodular  Thyroid  Cancer  Potentialities  and 
Surgical  Management,”  Dr.  John  McClintock, 
assistant  surgeon,  Albany  Hospital. 

Tompkins  County  Medical  Society 

The  Tompkins  County  Medical  Society  and  the 
Tompkins  County  Chapter  of  the  Academy  of 
General  Practice  held  a meeting  at  Cornell  Univer- 
sity, Ithaca,  on  September  21.  Dr.  Thomas  F. 
Frawley,  associate  professor  of  medicine  at  Albany- 
Medical  College  and  director  of  the  Department  of 


Endocrinology-  and  Metabolism  at  Albany  Hsopital, 
spoke  on  “Recent  Advances  in  the  Use  of  Cortisone 
and  ACTH.” 

The  program  was  postgraduate  education  ar- 
ranged by-  the  State  Society-’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

City  Hospital  for  Contagious  Diseases,  Syracuse 

City-  Hospital  for  Contagious  Diseases,  Syracuse, 
held  a teaching  day-  program  in  conjunction  with  its 
25th  anniversary  on  September  24,  at  the  College  of 
Medicine.  Dr.  Jesse  Wright,  director  of  the  School 
of  Phy-sical  Medicine,  University  of  Pittsburgh, 
spoke  on  “Management  of  the  Polio  Patient,”  and 
Dr.  Jonas  Salk,  professor  of  bacteriology-  at  the  Uni- 
versity of  Pittsburgh,  discussed  “Research  Progress 
in  Polio.” 

The  program  was  postgraduate  education  ar- 
ranged by-  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Nassau  Ophthalmological  Society 

The  Nassau  Ophthalmological  Society  held  a 
meeting  at  the  Sea  Gull  Restaurant,  Freeport,  on 
September  28.  Dr.  Irving  Leopold  presented  a 
paper  on  “Therapy-  of  Vascular  Lesions  of  the 
Fundus.” 

Ontario  County  Medical  Society 
The  Ontario  County  Medical  Society  met  on 
October  13  at  the  Hotel  Canandaigua,  Canandaigua. 
Dr.  Wesley  T.  Pommerenke,  associate  professor  of 
obstetrics  and  gynecology,  L’niversity-  of  Rochester 
School  of  Medicine  and  Dentistry,  spoke  on  “The 
Management  of  Infertility-.” 

The  program  was  postgraduate  education  ar- 
ranged by  the  State  Society-’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 
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Delaware  County  Medical  Society 

The  Delaware  County  Medical  Society  held  a 
meeting  on  October  14,  preceded  by  dinner  at  the 
Hotel  DeCumber,  Sidney.  Dr.  Leon  H.  Griggs, 
clinical  professor  of  medicine  at  the  State  University 


of  New  York  College  of  Medicine  at  Syracuse, 
spoke  on  “Common  Diseases  of  the  Skin.” 

The  program  was  postgraduate  education  ar- 
ranged by  the  State  Society’s  Council  Committee  on 
Public  Health  and  Education  with  the  cooperation 
of  the  State  Department  of  Health. 


FUTURE 


Nassau  Pediatric  Society 

The  Nassau  Pediatric  Society  will  hold  its  first 
scientific  meeting  of  the  fall  at  the  Garden  City 
Hotel,  on  October  19.  Dr.  James  B.  Arey  will 
speak  on  “Neonatal  Mortality.” 

New  York  Academy  of  Medicine 

The  New  York  Academy  of  Medicine  will  hold  a 
series  of  evening  lectures  on  “Disorders  of  the  Blood 
and  the  Blood-Forming  Organs,”  October  19  through 
October  30,  at  8:30  p.m. 

The  nineteenth  series  of  “Lectures  to  the  Laity,” 
given  at  the  Academy,  2 East  103rd  Street,  New 
York  City,  under  the  auspices  of  the  Committee  on 
Medical  Information  of  the  New  York  Academy  of 
Medicine,  and  open  to  the  public,  will  be  held  on 
Wednesday  evenings,  beginning  November  4,  at 
8:30  p.m.  Topics  to  be  presented  are:  “The 

Application  of  Physics  to  Medicine,”  November  4; 
“The  Relation  of  Electrochemistry  to  Medicine,” 
November  18;  “The  Bearing  of  Anthropology 
upon  Medicine,”  January  6;  “Where  Law  and 
Medicine  Meet,”  January  27;  “The  Relation  of 
Art  to  Medicine,”  February  3;  and  “Psychiatry, 
Past  and  Present,”  February  17. 

Monthly  panel  meetings  on  therapeutics  for  the 
general  physician  will  be  held  at  the  Academy  on 
Friday  afternoons,  beginning  November  6,  at  4:30 
p.m.  Topics  for  discussion  include:  “Current  Con- 
cepts in  the  Management  of  Functional  Gastro- 
intestinal Disorders,”  November  6;  “Current 
Concepts  in  the  Management  of  Asthma,  Emphy- 
sema, and  Chronic  Pulmonary  Infections,”  Decem- 
ber 4;  “Current  Concepts  in  the  Management  of 
the  Menopause,  Female  and  Male,”  January  8; 
“Current  Concepts  in  the  Management  of  Arterio- 
sclerosis,” February  5;  “Current  Concepts  in  the 
Management  of  Electrolyte  Disturbances,”  March 
5,  and  “Current  Concepts  in  the  Use  of  Anti- 
biotics,” April  2. 

International  Symposium  on  Virus  Infection 

An  international  symposium  on  “The  Dynamics 
of  Virus  Infection,”  will  be  held  at  the  Henry  Ford 
Hospital,  Detroit,  Michigan,  on  October  21  through 
October  23.  Interested  physicians  are  invited  to 
attend. 

Moderators  for  the  first  morning  session,  first 
afternoon  session,  and  third  morning  session,  re- 
spectively, will  be:  Dr.  Thomas  M.  Rivers,  of  the 
Hospital  of  the  Rockefeller  Institute  for  Medical 
Research,  New  York  City;  Dr.  John  G.  Kidd,  of 
the  Cornell  University  Medical  College,  and  Dr. 
Gilbert  Dalldorf,  of  the  Division  of  Laboratories 
and  Research,  New  York  State  Department  of 
Health,  Albany.  New  York  physicians  to  present 
papers  at  the  symposium  will  be:  Dr.  Alfred  D. 

Hershey,  Carnegie  Institution  of  Washington,  Cold 
Spring  Harbor;  Dr.  George  K.  Hirst,  Public  Health 
Research  Institute  of  the  City  of  New  York;  Dr. 
Hilary  Koprowski,  Viral  Research,  Lederle  Labora- 
tories, New  York  City;  Dr.  Mark  H.  Adams,  New 
York  University  College  of  Medicine,  New  York 
City,  and  Drs.  Richard  E.  Shope,  Louis  O.  Kunkel, 


Frank  L.  Horsfall,  Rollin  D.  Hotchkiss,  and  Dill- 
worth  W.  Woolley,  of  the  Rockefeller  Institute  for 
Medical  Research,  New  York  City. 

Pediatric  Section,  Medical  Society  of  the  County 
of  Kings,  and  Academy  of  Medicine  of  Brooklyn 

The  Pediatric  Section  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Academy  of  Medicine 
of  Brooklyn  will  hold  a meeting  on  October  26,  at 
the  Kings  County  Medical  Society  Auditorium, 
Brooklyn,  at  8:45  p.m.  Dr.  Lauretta  Bender,  pro- 
fessor of  clinical  psychiatry  at  New  York  University 
College  of  Medicine,  will  speak  on  “The  Recognition 
and  .Management  of  Psychiatric  Disturbances  in 
Children.” 

Also  at  the  October  26  meeting,  Dr.  Alfred  P. 
Ingegno,  president  of  the  Medical  Society  of  the 
County  of  Kings,  will  present  a scroll  to  Dr.  Max 
Palinsky,  the  retiring  president. 

The  following  officers  were  recently  elected  by  the 
Pediatric  Section:  Dr.  Morton  Seldowitz,  presi- 

dent; Dr.  Jacob  J.  Lichterman,  vice-president; 
Dr.  Bernard  Greenberg,  secretary,  and  Dr.  Arthur 
L.  Ruby,  treasurer. 

American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
present  its  sixth  annual  postgraduate  course  on  dis- 
eases of  the  chest  November  2 through  November  6, 
at  the  Hotel  New  Yorker,  New  York  City. 

Physicians  from  New  York  State  who  will  present 
papers  at  the  session  on  Monday,  November  2,  are: 
Dr.  Marvin  Kuschner,  assistant  professor  of  path- 
ology at  the  College  of  Physicians  and  Surgeons, 
Columbia  University;  Dr.  Giles  F.  Filley,  head  of 
the  physiology  department  at  Trudeau  Sanatorium 
and  Foundation,  Trudeau;  Dr.  Henry  G.  Schaffeld, 
assistant  in  medicine  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University;  Dr.  Henry  K. 
Taylor,  clinical  professor  of  radiology  at  New  York 
University  Postgraduate  Medical  School;  Dr. 
Irving  Kane,  attending  physician  in  chest  diseases 
at  Lincoln  Hospital,  New  York  City,  and  Dr. 
Arthur  J.  Cracovaner,  clinical  professor  of  otorhino- 
laryngology at  Postgraduate  Medical  School,  New 
York  University-Bellevue  Medical  Center. 

Speakers  from  New  York  at  the  Tuesday  session 
will  be:  Moderator,  Dr.  Harry  Golembe,  assistant 
clinical  professor  of  medicine,  New  York  Medical 
College;  Dr.  Oscar  Auerbach,  associate  professor  of 
pathology,  New  York  Medical  College;  Dr.  William 
Steeken,  Jr.,  director,  Trudeau  Laboratory,  Trudeau 
Sanatorium  and  Foundation;  Dr.  Milton  Levine, 
director,  Children’s  Pulmonary  Clinic,  New  York 
Hospital ; Dr.  Herbert  R.  Edwards,  executive  direc- 
tor, New  York  Tuberculosis  and  Health  Association; 
Dr.  Morris  Rubin,  director  of  surgery,  Seton  Hos- 
pital, Bronx;  Dr.  J.  Maxwell  Chamberlain,  associate 
surgeon,  Columbia  University  College  of  Physicians 
and  Surgeons;  Dr.  Hyman  Alexander,  assistant 
clinical  professor  of  medicine,  New  York  University 
Postgraduate  Medical  School ; Dr.  Laurence  Miscall, 
associate  professor  of  clinical  surgery,  Cornell  Uni- 
versity Medical  College;  Dr.  Yale  Kneeland  Jr., 
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associate  professor  of  medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  Dr. 
Emil  A.  Xaclerio.  associate-in-charge  of  thoracic 
surgery.  Harlem  Hospital,  moderator  for  the  evening 
session. 

At  the  Wednesday  session  these  Xew  York 
physicians  will  present  papers:  Dr.  David  M. 

Spain,  director,  Westchester  County  Department  of 
Laboratories,  Valhalla:  Dr.  Foster  Murray,  director 
emeritus  of  the  tuberculosis  service,  Kingston 
Avenue  Hospital,  Brooklyn;  Dr.  Arthur  H.  Aufses. 
attending  thoracic  surgeon,  Montefiore  Hospital; 
Dr.  Arthur  S.  Touroff,  clinical  professor  of  surgery. 
Columbia  University  College  of  Physicians  and 
Surgeons;  Dr.  Edgar  Mayer,  clinical  professor  of 
medicine,  Xew  York  University  Postgraduate  Medi- 
cal Center;  Dr.  Bernard  Roswit,  director.  Radio- 
isotope Unit,  Veterans  Administration  Hospital. 
Bronx;  Dr.  Alvan  L.  Barach,  clinical  professor  of 
medicine,  Columbia  L niversity  College  of  Physi- 
cians and  Surgeons,  and  Dr.  John  Caffey,  professor 
of  clinical  pediatrics,  Columbia  University  College 
of  Physicians  and  Surgeons.  Moderators  will  be 
Dr.  Samuel  A.  Thompson,  associate  professor  of 
surgery,  Xew  York  Medical  College:  Dr.  Leonard 
Greenburg.  commissioner,  City  of  Xew  York,  De- 
partment of  Air  Pollution  Control,  and  Dr.  Charles 
E.  Hamilton,  director,  Chest  Division,  Kings  County 
Hospital,  Brooklyn. 

On  Thursday,  the  following  will  speak:  Modera- 
tor, Dr.  .Arthur  M.  Master,  cardiologist,  Mount 
Sinai  Hospital.  Xew  York  City;  Dr.  Irving  Wright, 
professor  of  clinical  medicine.  Cornell  University 
Medical  College:  Dr.  Harold  E.  B.  Pardee,  assistant 
professor  of  clinical  medicine,  Cornell  U niversity 
Medical  College;  Dr.  0.  -Alan  Rose,  assistant  pro- 
fessor of  clinical  medicine.  Xew  York  University 
College  of  Medicine;  Dr.  Harry  L.  Jaffe,  assistant 
attending  physician  for  cardiology,  Mount  Sinai 
Hospital,  Xew  York  City;  Moderator,  Dr.  Arthur 
M.  Fishberg,  clinical  professor  of  medicine,  Xew 
York  University  Postgraduate  Medical  School; 
Moderator,  Dr.  Ralph  A.  Deterling,  associate  pro- 
fessor of  surgery,  College  of  Physicians  and  Surgeons, 
Columbia  University;  Dr.  Mark  Ravitch,  director. 
Department  of  Surgery,  Mount.  Sinai  Hospital, 
Xew  York  City;  Dr.  Jere  W.  Lord,  Jr.,  associate 
professor  of  clinical  surgery,  Xew  York  University 
Postgraduate  Medical  School;  Dr.  Samuel  A. 
Thompson,  associate  professor  of  surgery,  Xew 
York  Medical  College,  and  Dr.  J.  William  Hinton, 
professor  and  chairman.  Department  of  Surgery, 
Xew  York  University  Postgraduate  Medical  School. 

At  the  Friday  session,  Xovember  6,  the  following 
will  speak:  Moderator,  Dr.  James  S.  Edlin,  associ- 
ate clinical  professor  of  medicine,  Xew  York  Medical 
College;  Dr.  Mortimer  E.  Bader,  research  assistant, 
Department  of  Medicine,  Mount  Sinai  Hospital, 
Xew  York  City:  Dr.  Robert  G.  Bloch,  chief,  divi- 


sion of  pulmonary  diseases.  Montefiore  Hospital.  I. 
Xew  York  City;  Dr.  Joseph  Harkavy,  consulting  It. 
allergist,  Mount  Sinai  Hospital;  Dr.  Eli  H.  Rubin,  i ' 
clinical  professor  of  medicine,  Seton  Hospital,  ' 

Bronx ; Moderator,  Dr.  Floyd  F.  Craver,  attending  -. 

physician,  Memorial  Center  for  Cancer  and  Allied  | L 
Diseases,  Xew  York  City;  Dr.  John  H.  Garlock,  [' 
senior  surgeon.  Mount  Sinai  Hospital,  Xew  York 
City,  and  Moderator,  Dr.  Edgar  Mayer. 

Mental  Health  Lectures 

Two  lectures  on  mental  health  will  be  presented  1. 
under  the  A.  Walter  Suiter  Lectureship  at  the  Xew 
York  Academy  of  Medicine,  on  Thursday,  Xovem- 
ber 5.  at  8:30  p.m.  The  speakers  will  be  Dr.  John  I - 
C.  Whitehorn,  Hemy  Phipps  Professor  of  Psychia- 
try. Johns  Hopkins  University  School  of  Medicine, 
Baltimore,  whose  subject  will  be  “The  Acquiring  - 
and  Imparting  of  Mental  Health,”  and  Dr.  Frederick 
C.  Redlich.  professor  and  chairman  of  the  Depart- 
ment of  Psychiatry,  Yale  University  School  of  c 
Medicine,  who  will  speak  on  “The  Influence  of 
Environment  on  Mental  Health.” 

This  is  the  seventh  in  the  Suiter  series,  which  is 
made  possible  by  a bequest  to  the  Academy  from 
the  late  Dr.  A.  Walter  Suiter,  of  Herkimer,  who  had  I : 
a special  interest  in  public  health  and  medical  - 
jurisprudence. 

New  York  Tuberculosis  and  Health  Association 

The  Xew  York  Tuberculosis  and  Health  Associa-  f 
tion  will  hold  its  annual  meeting  at  the  Hotel  Stat- 
ler.  Xew  York  City,  on  Xovember  5.  Speakers  at 
the  all-day  session  will  discuss  “The  Citizen’s  Part 
in  Tuberculosis  and  Health  Activities.” 

Binghamton  City  Hospital 

The  combined  staffs  of  Binghamton  City  Hospital 
will  hold  a meeting  on  Xovember  30.  at  8:00  p.m., 
preceded  by  dinner  at  6:00  p.m.  Dr.  J.  Murray 
Steele,  professor  of  medicine  and  research  director 
for  the  Third  Xew  York  University  Medical  Divi- 
sion, Goldwater  Memorial  Hospital,  Welfare  Island, 

Xew  York  City,  will  speak  on  “Metabolic  Aspects 
of  .Arteriosclerosis.  ” 

The  program  is  postgraduate  education  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  with  the  cooperation  of  the 
State  Department  of  Health. 

National  Medical  Public  Relations  Conference 

The  sixth  annual  Xational  Medical  Public  Rela- 
tions Conference  of  the  .American  Medical  Associa- 
tion will  be  held  on  Xovember  30  at  the  Jefferson 
Hotel  in  St.  Louis.  Members  of  the  house  of  dele- 
gates, officers  of  state  and  county  medical  societies, 
officers  of  the  .Association,  and  executive  secretaries 
and  PR  personnel  are  invited  to  attend  the  confer- 
ence, which  will  be  geared  primarily  for  physicians. 


PERSONALITIES 


Awarded 

Dr.  Julius  Lempert,  Xew  York  City,  a citation  for 
distinguished  civilian  service  from  the  Department 
of  Defense,  Washington.  D.C. . . Dr.  Basil  C.  Mc- 
Lean. director  of  Strong  Memorial  and  Rochester 
Municipal  Hospitals,  Rochester,  the  Award  of 
Merit  of  the  .American  Hospital  .Association. 

Retired 

Dr.  Charles  W.  Lanning.  Herkimer,  after  fifty-five 
years  practice  in  Xew  York  State. . .Dr.  Xorman  B. 


McWilliams,  native  of  Xew  York  City,  after  thirty- 
seven  years  as  Williams  College  surgeon . . . Dr. 
William  H.  Sellings,  Great  Kills,  after  a profes- 
sional career  of  almost  half  a century,  to  spend  a 
prolonged  visit  in  Europe. 

Appointed 

Dr.  Louis  Berger,  Brooklyn,  as  director  of  surgery 
of  the  Jewish  Hospital  of  Brooklyn . . . Dr.  William 
R.  Donovan,  Geneva,  as  director  of  the  White 
Plains  Regional  Office  of  the  State  Health  Depart- 
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ment. . .Dr.  Henry  W.  Kumm,  New  York  City,  as 
director  of  research  of  the  National  Foundation  for 
Infantile  Paralysis . . . Dr.  Jerome  L.  Leon,  Jamaica, 
as  medical  director  and  superintendent  of  the 
Jewish  Consumptives’  Relief  Society’s  Denver  Hos- 
pital and  Sanatorium.  . .Dr.  Harold  A.  Lyons, 
Laurelton,  as  associate  professor  of  medicine  at  the 
State  University  College  of  Medicine  at  New  York 
City.  . Dr.  Maxwell  H.  Poppel,  as  director  of  the 
new  Department  of  Radiology  at  the  New  York 
University-Bellevue  Medical  Center... Dr.  Sidney 
Rubenfeld,  as  director  of  the  division  of  radiation 
therapy  of  the  Department  of  Radiology  at  the 
New  York  University-Bellevue  Medical  Center. 

Promoted 

Dr.  William  N.  Hubbard,  Jr.,  from  assistant  to 
associate  dean  of  New  York  University  College  of 
Medicine  of  New  York  University-Bellevue  Medical 
Center,  and  from  instructor  to  assistant  professor  in 
medicine  on  the  college  faculty. 

Elected 

Dr.  H.  Houston  Merritt,  New  York  City,  as 
chairman  of  the  Medical-Professional  Executive 
Board  of  United  Cerebral  Palsy . . . Dr.  Abraham 
Stone,  New  York  City,  as  regional  vice-president  of 
the  International  Federation  of  Planned  Parent- 
hood. 

Resigned 

Dr.  Madison  B.  Brown,  executive  vice-president 
and  director  of  Roosevelt  Hospital,  New  York  City, 


to  become  executive  vice-president,  administrator, 
and  medical  director  of  Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia.  . Dr.  Samuel  Fein- 
stein,  as  assistant  director  of  the  St.  Lawrence  State 
Hospital,  Ogdensburg . . . Dr.  Irving  Feldberg,  as 
chief  of  the  eye,  ear,  nose,  and  throat  section  of  the 
Bath  VA  Center,  to  enter  private  practice  in  Hor- 
nell  . . . Dr.  Joseph  Gordon,  as  principal  thoracic 
surgeon  at  the  Ray  Brook  State  Tuberculosis  Hos- 
pital, to  take  up  private  practice  in  New  Mexico.  . . 
Dr.  David  M.  Spain,  as  Westchester  medical  ex- 
aminer and  pathologist,  to  become  head  of  an  ex- 
panding laboratory  program  at  Beth  El  Hospital, 
Brooklyn. 

Speakers 

Dr.  Earl  C.  Bonnett,  New  York  City,  and  Dr. 
David  H.  Goldstein,  New  York  City,  at  a meeting 
of  deans  of  medical  schools  and  medical  directors  of 
several  large  corporations  at  the  University  Club,  in 
July . . . Dr.  Charles  Cameron,  medical  and  scientific 
director  of  the  American  Cancer  Society,  before  the 
eighteenth  annual  congress  of  the  United  States  and 
Canadian  section  of  the  International  College  of 
Surgeons,  in  September.  . . Dr.  Theodore  J.  Curphey, 
Garden  City,  at  the  Institute  of  Industrial  Health 
and  School  of  Public  Health,  Ann  Arbor,  Michigan, 
on  October  21 . . . Dr.  Arthur  A.  Knapp,  New  York 
City,  at  the  Congress  of  the  International  College 
of  Surgeons,  in  September.  . . Dr.  William  S.  Kroger, 
Chicago,  at  the  Jewish  Sanatorium  and  Hospital 
for  Chronic  Diseases,  Brooklyn,  on  September  24.  . . 
Dr.  Erwin  Neter,  Buffalo,  at  the  Sixth  International 
Congress  of  Microbiology  in  Rome,  in  September. 
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ment  to  medical  societies  throughout  the  world. 
A Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons,  he  was  a member  of  the  American 
Society  for  the  Study  of  Fertility,  a founding  mem- 
ber of  the  International  Fertility  Association  and  the 
New  York  Fertility  Society,  and  an  honorary  member 


of  the  Argentine  Fertility  Association  and  the  British 
Society  for  the  Study  of  Fertility  and  a member  of 
the  Association  for  the  Study  of  Internal  Secretions, 
the  New  York  Academy  of  Medicine,  the  Brooklyn 
Gynecological  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  June  5,  1953,  from  9:20  a.m.  to 
1:20  p.m.  at  the  Manhattan  Club,  Madison 
Square,  Xew  York  City.  Dr.  Andrew  A.  Eggston, 
president,  presided. 

Secretary’s  Report 

Executive  Committee. — Dr.  Anderton  reported  that 
the  following  communications  were  considered  at  the 
Executive  Committee  meeting  June  3: 

1.  Letter  of  May  19,  1953,  from  Dr.  Leo  F. 
Schiff  to  Dr.  Anderton  regarding  expenses  of  Dr. 
Leonard  J.  Schiff  as  chairman  of  the  Public  Rela- 
tions Session  at  the  1953  annual  meeting.  After 
discussion,  the  Executive  Committee  decided  that 
the  Society  should  not  reimburse  Dr.  Schiff  in  view 
of  the  fact  that  other  section  and  session  chairmen 
do  not  have  their  expenses  paid  and  that,  conse- 
quently^ to  do  so  in  this  case  would  establish  a prec- 
edent. 

Approval  icas  voted. 

2.  A request  from  Dr.  Christopher  Parnell.  Jr., 
secretary  of  the  Medical  Society  of  the  County  of 
Monroe,  that  this  Society  remit  the  1952  dues  of  Dr. 
Raymond  Partridge,  on  account  of  illness.  Dr. 
Partridge  died  February’  26,  1953.  The  Executive 
Committee  approved. 

Approval  was  voted. 

3.  Letter  of  April  24,  1953,  addressed  to  Dr. 
Wentworth  and  signed  by’  nine  members  of  the  Xew 
York  State  Public  Health  Council,  regarding  estab- 
lishment of  a county  health  department  in  Genesee 
County.  After  discussion,  the  Executive  Commit- 
tee decided  that  it  was  not  within  the  province  of 
this  Society’  to  interfere.  They’  voted  that  a letter 
be  sent  to  the  Public  Health  Council  advising  that 
the  Council  make  every  effort  to  resolve  the  diffi- 
culty’ at  a local  level  because  each  county’  medical 
society  is  autonomous. 

Approval  was  voted. 

4.  For  information  there  was  a letter  of  May  27, 
1953,  from  Mr.  C.  Joseph  Stetler,  secretary  of  the 
Council  on  Xational  Emergency  Medical  Service  of 
the  American  Medical  Association,  acknowledging 
Dr.  Anderton’s  letter  of  May  21,  1953,  informing  the 
American  Medical  Association  Council  of  a resolu- 
tion passed  by’  the  House  of  Delegates  of  this  Society 
regarding  conservation  of  medical  military  personnel. 

5,  6,  7.  Three  letters  of  thanks  for  monies  which 
had  been  voted  by’  the  State  Society’:  one  from 
Miss  Eleanor  Morrissey’,  secretary  of  the  Syracuse 
Chapter  of  the  Student  .American  Medical  Associa- 
tion, another  from  the  Xational  Society’  for  Medical 
Research,  and  the  third  from  the  Xew  York  State 
Society’  for  Medical  Research.  Inc. 

8.  There  was  a resolution  regarding  voluntary 
health  insurance  sent  to  this  Society’  by  Dr.  Christian 
G.  Krupp,  416  Kendall  Professional  Building,  Grand 
Rapids,  Michigan. 

It  was  voted  so  to  instruct  the  Secretary. 

9.  There  was  also  a letter  of  thanks  dated  April 
30,  1953.  on  account  of  the  generous  contribution 
from  our  Society  to  the  United  States  Committee  of 
the  World  Medical  Association. 

10.  The  Executive  Committee  also  considered 
correspondence  between  Mr.  Donald  J.  Blauvelt,  of 
the  Foundation  for  Orphans  in  Greece,  Inc.,  and 


Dr.  Anderton,  financial  statement  regarding  the  i 
Foundation,  and  folder  of  information  regarding  its  j 
sponsorship  and  work.  The  Executive  Committee  j 
voted  that  this  material  be  referred  to  the  World 
Medical  .Association  for  attention  of  Dr.  Bauer. 

It  was  moved  that  the  Secretary'  be  instructed  to  j 
notify  Air  Blauvelt  that  the  Medical  Society  of  the 
State  of  Xew  A'ork  does  not  endorse,  nor  condemn, 
nor  take  action  upon  such  organizations  as  the 
Foundation  for  Orphans  in  Greece  but  that  the 
Secretary’  is  always  glad  to  help  them  in  an  informal 
way  when  that  is  feasible. 

It  was  so  voted. 

11.  The  Committee  also  considered  the  announce- 
ment of  an  award  established  by’  the  President’s 
Committee  on  Xational-Employ’-the-Phy’sically- 
Handicapped  Week  “to  be  given  to  a physician  for 
an  outstanding  contribution  to  the  employment 
welfare  of  the  physically  handicapped  of  our  coun- 
try.” Dr.  Leo  E.  Gibson  was  requested  by  the 
other  members  of  the  Committee  to  investigate  the 
award  further.  It  was  thought  that  the  announce- 
ment and  his  findings  might  then  be  referred  to  the 
Physical  .Medicine  and  Rehabilitation  Subcommittee 
of  the  Committee  on  Public  Health  and  Education. 

Approval  was  voted. 

Dues  Remission. — L'pon  motion  of  the  Secretary’, 
the  Council  voted  to  remit  1952  dues  of  one  member 
and  1953  dues  of  ten  members  because  of  illness,  and 

1952  dues  of  one  member  and  1953  dues  of  33  mem- 
bers because  of  service  in  the  armed  forces.  It  was 
also  voted  to  request  remission  of  American  Medical 
Association  dues  of  one  member  for  1952  and  five 
members  for  1953  because  of  illness ; one  member  for 
1951,  three  members  for  1952,  and  25  members  for 

1953  because  of  service  in  the  armed  forces,  and  of 
one  member  for  1952  and  two  members  for  1953  be- 
cause they’  were  more  than  seventy’  years  of  age. 
The  remission  of  one  member’s  dues  was  rescinded 
because  his  call  to  military  sendee  was  cancelled. 

General. — In  accordance  with  y’our  instructions 
and  those  of  the  Board  of  Trustees,  a handsome  wrist 
watch  is  in  the  safe,  for  presentation  to  Miss  Janet 
E.  Loy’,  supervisor  of  the  Directory  department,  in 
commemoration  of  her  first  twenty’-five  y’ears  of 
employment  in  yrour  office. 

Recently’,  the  State  Department  of  Education  re- 
quested a nomination  for  the  Medical  Grievance 
Committee  in  place  of  Dr.  Charles  Lakeman,  of 
Rochester,  who  resigned  on  account  of  illness.  As 
the  request  was  urgent,  and  as  the  Council  had  pre- 
viously approved  of  the  nomination  of  Dr.  Sheldon 
Edgerton  of  Delhi  and  Dr.  Xorman  C.  Lyster  of 
Xorwich,  when  a similar  request  was  anticipated, 
your  Secretary  has  nominated  the  two  aforesaid 
gentlemen  and  respectfully  requests  approval. 

It  has  come  to  my  attention  that  the  Xew  York 
State  High  School  Athletic  Protective  Plan,  Inc.,  of 
Schenectady’,  a nonprofit  organization,  under  para- 
graph 9c  of  the  State  Insurance  Law,  has  established 
a fee  schedule  for  phy’sicians  which  is  lower  than 
either  the  Workmen’s  Compensation  or  any’  Blue 
Shield  pay’ments.  Its  board  of  directors  of  24  in- 
cludes only  six  phy’sicians,  and  its  executive  com- 
mittee of  seven  has  no  phy’sician.  It  is  respectfully 
suggested  that  the  fee  schedule  of  the  Xew  York 
State  High  School  Athletic  Protective  Plan,  Inc.  be 
referred  to  the  Subcommittee  on  Medical  Care 
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Insurance  of  the  Economics  Committee,  with  the 
request  that  the  committee  report  to  the  Council. 
After  discussion,  it  was  so  voted. 

Since  your  last  meeting,  your  Secretary  has  at- 
tended a dinner  of  the  New  York  Chapter  of  the 
Gastroenterological  Association,  in  honor  of  Dr.  Roy 
Upham;  a meeting  of  the  Third  District  Branch 
executive  committee,  at  Kingston;  a meeting  of 
the  Fourth  District  Branch  Executive  Committee,  at 
Glens  Falls,  and  a meeting  of  the  Malpractice  Insur- 
ance and  Defense  Board.  At  the  writing  of  this  re- 
port, he  also  plans  to  attend  the  President’s  cocktail 
party  at  the  New  York  County  Medical  Society,  the 
meetings  of  the  executive  committees  of  the  Fifth, 
Sixth,  and  Ninth  District  Branches,  the  Committee 
on  American  Medical  Association  Delegates  Dinner, 
and  the  House  of  Delegates  of  the  American  Medical 
Association,  before  you  convene  June  5. 

In  accordance  with  Chapter  XIV,  Section  1(a),  of 
the  Bylaws,  Dr.  Hans  Lowenstein  desires  to  transfer 
his  membership  from  the  Medical  Society  of  the 
County  of  Niagara  to  the  Medical  Society  of  the 
County  of  Orleans.  Both  societies  have  expressed 
approval.  It  is  recommended  that  the  Council  also 
approve. 

Approval  was  voted. 

Communications. — Dr.  Anderton  submitted  the 
following  communications: 

1.  A report  by  Dr.  Douglas  B.  Parker  on  his  trip 
to  Brooklyn  where  there  was  a hearing  on  the  estab- 
lishment of  additional  dental  schools  under  the  new 
State  University  of  New  York;  his  conclusion  was: 
“This  hearing  was  to  hear  the  arguments  pro  and 
con  regarding  the  resolution  of  the  trustees  of  the 
State  University  to  establish  two  dental  schools  at 
the  two  State  Medical  Schools.  . . . The  consensus  of 
opinion  of  the  various  speakers  was  that  there  was 
no  need  for  two  new  dental  schools  if  the  State  would 
finance  the  expansion  of  the  three  existing  University 
dental  schools.” 

2.  A letter  of  May  14,  1953,  from  Dr.  John  J.  H. 
Keating,  requesting  that  his  resignation  be  accepted 
from  the  Council. 

It  was  voted  that  the  resignation  be  accepted 
regretfully. 

Dr.  Gerald  D.  Dorman  was  nominated  by-  Dr. 
McAuliffe,  seconded  by  Dr.  Holcomb,  to  fill  the 
unexpired  term  of  Dr.  Keating  as  councillor. 

After  discussion,  Dr.  Dorman  was  elected. 

The  President,  with  the  approval  of  the  Councih 
appointed  Dr.  Dorman  as  chairman  of  the  Commit- 
tee on  Workmen’s  Compensation. 

It  was  voted  that  the  policy  of  the  Council  be  that 
the  chairman  of  the  Council  Committee  on  Work- 
men’s Compensation  also  be  appointed  to  the 
Workmen’s  Disability  Benefits  Insurance  Advi- 
sory Board. 

3.  An  invitation  from  Dr.  Leander  Shearer  to 
confer  at  the  Education  Depart  ment,  June  1,  regard- 
ing the  amendment  to  the  Education  Law  which 
makes  unprofessional  conduct  a cause  for  punish- 
ment by  the  Board  of  Regents.  Dr.  McAuliffe 
kindly  consented  to  go  to  that  meeting  and  will 
probably  explain  about  the  matter  to  you. 

4.  Also  representatives  were  invited  by  Assistant 
Commissioner  Killough  for  the  same  purpose  to  a 
consultation  on  Thursday,  June  18.  Dr.  Eggston 
has  requested  that  Drs.  Cunniffe,  Anderton,  Mr. 
Martin,  and  if  possible  Dr.  Wentworth  go  to  this 
meeting,  and  he  requests  your  approval  of  these 
appointments. 


Approval  was  voted. 

5.  Dr.  Stiles  D.  Ezell,  secretary  of  the  State 
Board  of  Medical  Examiners,  wrote  that  two  of  the 
examiners’  terms  of  office  would  end  the  31st  of  July. 
Such  appointment  is  entirely  a Regents  prerogative, 
and  it  is  very  complimentary  of  them  to  ask  this 
body  to  make  suggestions.  It  is  likely  they  will 
reappoint  the  two  gentlemen  whose  terms  of  office 
terminate  at  that  time,  Dr.  Delmonico,  a surgeon  in 
Syracuse,  and  Dr.  Milhorat,  an  internist  in  New 
York  City.  They  wanted  two  alternates.  Your 
Secretary  has  taken  the  liberty  to  write  Dr.  Post  in 
Syracuse  for  suggestions  of  another  Syracuse  sur- 
geon, and  I have  thought  the  matter  over  carefully 
about  another  New  York  medical  man  and  take  the 
liberty  of  suggesting  the  name  of  Dr.  Scott  Johnson. 
May  I have  permission  to  suggest  his  name  and  the 
name  from  Dr.  Post? 

Permission  was  granted. 

6.  A letter  from  Dr.  Carlton  E.  Wertz  in  regard 
to  the  New  York  State  Citizens’  Health  Council. 
Dr.  Wertz  stated  that  “although  the  dues  of  State 
organizations  is  set  at  $25,  it  is  hoped  that  interested 
organizations  will  contribute  much  more.” 

No  action  was  necessary  as  there  is  $750  allocated 
in  the  budget. 

7.  Letter  from  Dr.  Joseph  Geiger,  member  of  the 
Blood  Banks  Association,  which  encloses  a state- 
ment about  the  activities  of  the  Blood  Banks  Associa- 
tion. It  is  in  regard  to  two  resolutions  that  were 
introduced  in  the  House  of  Delegates,  one  approving 
and  the  other  disapproving  advertising  for  blood 
donors. 

It  was  voted  to  refer  this  to  the  Blood  Banks  Com- 
mission. 

8.  Letter  from  Dr.  Alfred  P.  Ingegno  addressed 
to  Dr.  Anderton: 

“On  April  28,  1953,  a Student  A.M.A.  Chapter 
was  organized  at  the  State  University  College  of 
Medicine  at  New  York  City,  Brooklyn,  New  York. 
I was  present  at  that  meeting  and  the  following 
gentlemen  were  elected  officers: 

President:  Don  Zimmer,  163  Warren  Street, 

Brooklyn 

Vice-President:  Melvin  Freundlich,  905  West 

End  Avenue,  New  York  City 

Secretary:  Martin  Gold,  235  Adams  Street, 

Brooklyn 

Treasurer:  Arnold  Zucker,  1446  45th  Street, 

Brooklyn. 

“At  the  time  the  students  had  apparently  ob- 
tained the  required  numbers  of  signatures  to  a peti- 
tion to  be  sent  to  the  central  headquarters  of  the 
Student  A.M.A.,  and  it  is  my  understanding  that  this 
petition,  duly  signed  by  the  Dean  of  the  College, 
Dr.  Jean  A.  Curran,  as  well  as  by  a designated  faculty 
adviser,  Dr.  Perrin  Long,  and  also  by  myself  as 
representing  both  the  Medical  Society  of  the  State  of 
New  York  and  the  Medical  Society  of  the  County  of 
Kings,  has  been  sent  to  the  headquarters  of  the 
Student  A.M.A.,  and  the  Chapter  has  been  formally 
accepted  and  become  part  of  the  Student  A.M.A. 

“I  have  also  been  informed  that  Mr.  Freundlich 
and  Mr.  Zucker  have  been  designated  as  delegates 
from  the  Chapter  to  the  convention  of  the  Student 
A.M.A.  to  be  held  in  Chicago  later  this  month  and 
that  the  expenses  of  these  delegates  to  that  conven- 
tion will  be  paid  by  the  Medical  Society  of  the  State 
of  New  York  when  a statement  of  expenses  is  sub- 
mitted. 
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"This  Chapter  is  a little  late  in  starting,  but  I have 
every  reason  to  expect  that  it  will  assume  a rather 
active  role  in  student  affairs  in  the  medical  school  in 
coming  years.” 

It  was  voted  that  the  Secretary  be  instructed  to 
express  the  deep  appreciation  of  the  Council  and 
its  approval  for  Dr.  Ingegno’s  splendid  work  in 
helping  to  organize  this  chapter  of  the  Student 
A.M.A. 

The  report  of  the  Secretary  as  a whole  was 
adopted. 

Matters  Referred  from  the  House  of  Delegates 

Permanent  Headquarters  { Section  165).* — The 
House  of  Delegates  adopted  a reference  committee 
report  which  stated  "The  suggestion  (of  the  presi- 
dent-elect) that  a planning  committee  be  assigned  to 
investigate  and  seriously  consider  an  adequate  loca- 
tion and  building  for  the  State  Society’s  permanent 
headquarters  is  both  timely  and  interesting.” 

The  Council  voted  that  the  President  be  empow- 
ered to  appoint  a subcommittee  of  the  Planning 
Committee  for  Medical  Policies  to  activate  this 
program. 

Retirement  Fund  for  Stale  Medical  Society  Employes 
{Section  1 70). — The  House  of  Delegates  adopted  a 
report  in  which  the  reference  committee,  while  fully 
in  accord  with  such  a motion,  recommended  that 
“the  President  appoint  a committee  to  study  the 
various  plans  and  report  at  the  next  meeting  of  the 
House  of  Delegates.” 

It  was  voted  that  this  be  referred  to  the  Office 
Administration  and  Policies  Committee. 

Pilot  Studies  on  Industrial  Health  {Section  141). — 
The  reference  committee  concurred  in  the  suggestion 
of  the  Planning  Committee  that  pilot  studies  be 
inaugurated  in  one  or  two  counties,  “patterned 
somewhat  after  the  so-called  Pennsylvania  plan  or 
any  other  plan  suitable  to  our  needs  and  our  re- 
sources.” The  House  of  Delegates  adopted  the 
suggestion.  {See  also  Section  115.) 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Industrial  Health. 

Council  Committee  on  General  Practice  {Section 
148). — The  House  of  Delegates  voted  to  approve  in 
principle  and  to  refer,  through  the  Council,  to  the 
Planning  Committee  for  further  study  a resolution 
that  this  Society  establish  a Council  Committee  on 
General  Practice. 

It  was  voted  to  refer  this  to  the  Planning  Commit- 
tee for  Medical  Policies. 

Status  of  C steopaths  {Section  150).— The  House  of 
Delegates  adopted  a reference  committee  report 
approving  the  intent  of  a resolution  that  this  Society 
“clarify  its  attitude  toward  osteopaths  and  the  rela- 
tion of  the  latter  to  the  medical  profession”  and  sug- 
gesting “that  the  appropriate  Council  committee 
study  this  subject  in  correlation  with  studies  and/or 
recommendations  made  by  the  American  Medical 
Association.” 

It  was  voted  that  this  be  referred  to  the  Planning 
Committee  for  Medical  Policies. 

Public  Relations  Training  for  Interns  and  Residents 
{Section  147)- — The  House  of  Delegates  adopted  a 
reference  committee  report  approving  the  plan  to 
provide  training  in  public  relations  for  interns  and 
residents  and  suggesting  that  a letter  be  written  to 


* Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates,  1953,  as  published  in  the  New  Yobk  State 
Joubnal  of  Medicixe,  September  1,  1953,  Part  II. 


hospital  boards  with  interns  and  residents  and  to  all 
medical  schools  Informing  them  of  the  desires  of  this 
Society. 

It  teas  voted  that  the  Secretary  be  requested  to 
implement  this  request. 

Legal  Protection  in  Alleged  Criminal  Negligence 
{Section  160). — The  House  of  Delegates  voted  to 
“instruct  the  Council  to  study  the  feasibility  of 
providing  legal  defense  against  alleged  criminal 
negligence,  comparable  to  that  provided  for  alleged 
malpractice.” 

It  was  voted  to  refer  this  to  the  Malpractice  Insur- 
ance and  Defense  Board  and  legal  counsel. 

Use  of  Television  in  Medical  Education  {Section 
144). — The  House  adopted  a recommendation  of  the 
reference  committee  that  a resolution  on  this  subject 
be  referred  to  the  Committee  on  Public  Health  and 
Education  for  further  study.  The  resolution  stated 
that  this  Society  favors  the  establishment  of  tele- 
vision broadcasting  stations  for  educational  pur- 
poses and  provided  that  the  Council  (1)  petition  the 
Governor,  the  Temporary  Commission  on  the  Use  of 
Television  for  Educational  Purposes,  and  the  Legis- 
lature of  the  State  of  New  York  to  favor  the  estab- 
lishment of  such  broadcasting  stations  for  educa- 
tional television;  (2)  work  for  and  keep  abreast  of 
progress  made  toward  these  ends:  and  (3)  request 
that  specified  time  be  made  available  to  the  medical 
profession  for  medical  educational  television  under 
the  auspices  of  this  Society,  the  medical  colleges  and 
universities  in  the  State,  the  New  York  Academy  of 
Medicine,  and  other  local  academies  and  agencies, 
where  available. 

It  was  voted  to  refer  this  to  the  Committee  on  Pub- 
lic Health  and  Education. 

Industrial  Health  Bureau  {Section  115). — Approv- 
ing the  recommendation  of  the  Committee  on  Indus- 
trial Health  that  a Bureau  of  Industrial  Health  be 
established  with  a full-time  director  and  proper  per- 
sonnel, the  reference  committee  recommended,  and 
the  House  concurred,  that  for  reasons  of  economy 
and  in  view  of  the  estimated  cost  of  the  bureau 
($25.000 ) the  Council  study  the  possibility  of  having 
one  director  for  the  Workmen’s  Compensation 
Bureau  and  the  Bureau  of  Industrial  Health  while 
keeping  the  two  departments  separate. 

It  was  voted  to  refer  this  to  the  Office  Administra- 
tion and  Policies  Committee  and  that  this  com- 
mittee confer  with  other  interested  committees. 
Mental  Hygiene  {Section  212). — The  reference 
committee  felt  that  this  Society  might  well  advocate 
the  introduction  of  study  of  mental  health,  from  a 
positive  standpoint,  into  the  medical  schools  of  the 
State.  They  stated  that  the  education  of  laymen  to 
increase  understanding  of  the  mentally  ill  should  be 
encouraged  by  county  medical  societies  and  recom- 
mended that  such  encouragement  “be  activated  by 
the  Medical  Society  of  the  State  of  New  York." 
The  House  of  Delegates  adopted  the  report. 

It  was  voted  to  refer  this  to  the  Committee  on  Pub- 
lic Health  and  Education. 

Blood  Banks:  Pilot  Programs  {Sectipn  214). — A 
resolution  from  the  Medical  Society  of  the  County  of 
Genesee,  requesting  this  Society  to  recommend  to 
the  Blood  Banks  Association  that  Genesee  County 
be  designated  as  one  of  the  counties,  and,  if  feasible, 
the  first  county  in  which  a “pilot”  blood  assurance 
program  will  be  conducted,  was  approved  by  the 
reference  committee  and  bj'  the  House  of  Delegates. 
It  was  voted  to  instruct  the  Secretary  to  inform  the 
Blood  Banks  Association  of  this  decision. 
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Fibrinogen  Supply  ( Section  215). — Upon  recom- 
mendation of  the  reference  committee,  the  House  of 
Delegates  approved  a resolution  that  this  Society, 
through  its  representatives  on  the  boards  of  the 
National  Red  Cross  and  the  New  York  State  Red 
Cross,  urge  that  the  blood  banks  divisions  of  these 
organizations  “process  additional  fibrinogen  immedi- 
ately and  . . . make  available  to  all  counties  a central 
source  to  supply  the  fibrinogen  when  needed.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Public  Health  and  Education. 

Advertising  for  Donors  ( Section  216). — The  refer- 
ence committee  reported  on  two  resolutions:  One, 
“that  newspaper  advertising  for  professional  blood 
donors,  in  its  revised  form,  be  declared  necessary  and 
ethical  and  hereby  approved”;  the  other,  “that  the 
Medical  Society  of  the  State  of  New  York  looks  with 
disfavor  on  such  paid  advertisements  and  urges  all 
doctors  to  refrain  from  such  practice.” 

The  committee’s  recommendation,  adopted  by  the 
House  of  Delegates,  was  that  this  matter  be  referred 
to  the  Council  for  study  and  that  “until  such  time  as 
the  Council  shall  act  on  this  problem,  each  county  be 
permitted  to  collect  blood  under  its  present  accept- 
able system  so  that  in  no  way  shall  the  adequate 
procurement  of  blood  be  jeopardized  by  any  change.” 

It  was  voted  to  refer  this  to  the  Blood  Banks  Com- 
mission. 

Geriatrics  ( Section  190).- — The  House  of  Delegates 
adopted  a recommendation  of  the  reference  commit- 
tee that  “the  Council  consider  the  expansion  of  this 
subcommittee  in  order  to  provide  regional  represen- 
tation throughout  the  State.” 

It  was  voted  to  refer  this  to  the  Committee  on  Pub- 
lic Health  and  Education. 

Public  Medical  Care  : Care  of  the  Aging  Popula- 
tion ( Section  135). — Regarding  the  1952  resolution 
on  this  subject  and  the  recommendations  with  re- 
spect to  it  of  the  Subcommittee  on  Public  Medical 
Care,  the  House  of  Delegates  voted  that  the  matter 
be  studied  further  and  a definite  report  presented  at 
their  1954  meeting. 

It  was  voted  to  refer  this  to  the  Public  Medical 
Care  Subcommittee  of  the  Economics  Cftmmittee. 

Hospital  and  Professional  Relations  : Tenure 
of  Hospital  Staff  Members  ( Section  151 ). — The  House 
adopted  a resolution  that  this  Society  recommend 

(1)  that  a system  of  tenure  be  set  up  and  that  no 
man  be  summarily  dismissed  after  a probationary 
period  of  three  years,  except  for  good  and  sufficient 
cause  after  a hearing  before  the  hospital  governing 
board;  and  (2)  that  a board  of  review  be  set  up, 
composed  of  fair  and  equal  representation  of  the  hos- 
pital involved  and  the  local  medical  society  of  the 
county  involved. 

It  was  voted  to  refer  this  to  the  Committee  on  Hos- 
pital and  Professional  Relations. 

Medical  Licensure:  Licensure  of  Cultists  ( Sec- 
tion 153). — The  House  of  Delegates  adopted  a 
resolution  providing:  (1)  that  the  Council  ...  be 
directed  to  cause  to  be  made  such  studies  as  may 
enable  the  introduction  of  a bill  into  the  next  regular 
session  of  the  legislature  so  to  amend  the  Medical 
Practice  Act  as  to  leave  no  loopholes  whereby  prose- 
cution and  conviction  for  illegal  practice  of  medicine 
can  be  evaded;  (2)  that  such  bill  shall  contain  pro- 
visions imposing  on  all  applicants  for  licensure  that 
they  first  conform  to  the  educational  and  ethical 
requirements  that  now  apply  or  may  hereafter  be 
imposed  by  law  on  applicants  for  license  to  practice 


medicine  in  this  State,  involving  the  diagnosis,  treat- 
ment, or  care  (within  the  meaning  of  the  Medical 
Practice  Act  as  herein  proposed)  of  any  mental, 
psychologic,  or  physical  human  complaint,  ailment, 
deformity,  or  other  condition,  whether  physiologic 
or  pathologic;  and  (3)  that  proper  exemption  be 
made  for  all  groups  now  licensed  to  treat  or  care  for 
all,  or  any  specific  part,  of  the  human  anatomy. 

It  was  voted  to  refer  this  to  the  Committee  on 
Legislation. 

Blue  Shield  Coverage  of  Dental  Surgery  ( Section 
218). — Upon  recommendation  of  the  reference  com- 
mittee, the  House  referred  to  the  Council  “for  fur- 
ther study  and  appropriate  action”  a portion  of  the 
report  of  the  Subcommittee  on  Medical  Expense 
Insurance  approving  in  principle  a proposed  amend- 
ment to  Article  9(c)  of  the  Insurance  Law  which 
would  permit  dentists  to  participate  in  Blue  Shield 
and  recommending  that  coverage  be  limited  to  a 
carefully  determined  list  of  dental  surgical  proce- 
dures. 

It  was  voted  to  refer  this  to  the  Medical  Expense 
Insurance  Subcommittee  of  the  Economics  Com- 
mittee. 

Approved  of  Medical  Care  Plans  ( Section  219). — A 
resolution,  “that  consideration  be  given  to  set  up  a 
fair  and  adequate  mechanism”  for  adjudication  of 
cases  in  which  a medical  care  plan  has  received 
county  society  approval  but  not  that  of  the  Medical 
Society  of  the  State  of  New  York,  was  referred  by 
the  House  of  Delegates  to  the  Council  “for  further 
study  and  action.” 

It  was  voted  to  refer  this  to  the  Medical  Expense 
Insurance  Subcommittee  of  the  Economics  Com- 
mittee. 

Establishment  of  a Clinic  in  a Tax-supported  Public 
Housing  Project  ( Section  221 ). — The  House  of  Dele- 
gates adopted  a resolution  suggested  by  the  refer- 
ence committee  providing  that  (1)  the  House  “go  on 
record  as  being  opposed  to  any  agreement  or  arrange- 
ment with  any  institution  or  group  of  individuals 
that  might  lead  to  the  establishment  of  a clinic  in  a 
tax-supported  public  housing  project,  as  outlined  by 
the  housing  commissioner  of  New'  York  State  ...  in 
the  April  5,  1953  issue  of  New  York  Medicine”  -,  and 

(2)  this  society  “apprise  the  governor  and  the  legis- 
lature of  New  York  State  of  this  action.” 

It  was  voted  that  the  Secretary  be  instructed  to 
write  to  the  Governor,  the  Lieutenant  Governor, 
and  the  Speaker  of  the  Assembly. 

(3)  The  Council  “study  ways  and  means  of  pro- 
viding medical  care  for  the  medically  indigent.” 

It  was  voted  to  refer  this  item  to  the  Public  Medical 
Care  Subcommittee,  of  the  Economics  Committee. 
Group  Health  Insurance  ( Section  220). — The  House 
adopted  a resolution  disapproving  “the  principle  of 
making  accommodations  in  a hospital  the  sole  and 
only  basis  for  remuneration  of  the  physicians,  re- 
gardless of  the  patient’s  income,  and  recommending 
that  the  Council  . . . take  every  means  possible  to 
bring  this  resolution  to  the  attention  of  every  mem- 
ber of  the  Medical  Society  of  the  State  of  New 
York.” 

The  Secretary  reported  that,  after  consultation 
with  the  President,  he  had  ordered  copies  of  the 
resolution  and  subcommittee  report  printed  and 
mailed  to  all  members  of  the  Society  at  a cost  of 
$1,432.26.  He  requested  approval  by  the  Council. 
After  discussion,  the  Council  voted  approval. 
Evaluation  of  Legislative  Activities  ( Section  18 4). — 
At  the  suggestion  of  the  reference  committee,  the 
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House  of  Delegates  adopted  the  recommendations 
of  the  Special  Committee  to  Evaluate  Legislative 
Activities,  summarized  as  follows: 

1.  Individual  Members:  Alert  individual  physi- 
cians to  the  need  for  active  cooperation. 

2.  County  Society  Legislation  Chairmen : Set  up 
qualifications  for  holding  office  based  on  experience. 

3.  State  Society  Legislation  Committees:  (a) 
Streamlined  executive  group  for  facilitating  con- 
sultation with  and  by  Albany  office;  ( b ) carefully 
selected  chairman,  who  should  retain  office  over 
extended  period;  (c)  consider  amending  constitu- 
tion so  that  chairman  need  not  necessarily  be  Council 
member. 

4.  House  of  Delegates:  (a)  Clear  instruction  to 
Council,  with  some  latitude  of  action;  (b)  formulate 
program  coordinated  with  respect  to  relative  priority 
of  emphasis. 

5.  Council  Members:  Year-round  liaison  with 
State  officials  and  lawmakers. 

6.  Albany  Office:  (a)  Specific  outline  of  duties 
and  responsibilities  of  executive  officer  and  legal 
counsel:  (6)  all  matters  pertaining  to  legislation 
coming  from  House  of  Delegates  to  be  funneled 
through  executive  officer  and  his  legal  counsel  for 
technical  advice  on  form,  content,  and  feasibility  of 
enactment. 

7.  Public  Relations:  (a)  Continue  cooperation  as 
at  present;  (b)  year-round  educational  program 
stressing  positive  benefits  of  medicine  and  working 
actively  to  discredit  unscientific  cults;  (c)  extend 
active  public  relations  program  to  county  and  indi- 
vidual levels  : (d)  nonpartisan  approach. 

8.  Outside  Organizations:  Foster  extra -Society 
organizations  sympathetic  with  our  aims. 

It  was  voted  to  refer  this  to  the  Committee  on 

Legislation. 

The  House  also  adopted  the  recommendation  of 
the  reference  committee  “that  all  resolutions  pertain- 
ing to  legislative  matters  be  submitted  to  the  Legisla- 
tion Committee  of  the  Council  and  to  the  Executive 
Officer  . . . prior  to  presentation  to  the  House  of  Dele- 
gates so  that  their  comments  on  form,  content,  and 
feasibility  of  enactment  may  be  available  to  the 
House  of  Delegates  and  reference  committee  at  the 
time  of  presentation  of  the  resolutions.” 

It  was  voted  to  refer  this  to  the  Publication  Com- 
mittee and  the  Speaker  of  the  House. 

Policy  Jot  Legislative  Action  ( Section  177). — Ap- 
proving a resolution  which  called  for  the  adoption  of 
a vigorous  and  energetic  policy  of  positive  action  in 
furthering  the  passage  of  bills  which  are  mandated 
by  the  House  of  Delegates,”  the  reference  committee 
recommended  “that  delegates  hereafter  carefully 
consider  the  interpretation  of  the  word  ‘mandate.’  ” 
The  report  was  adopted  by  the  House  of  Delegates. 

It  was  voted  to  refer  this  to  the  Committee  on 

Legislation. 

Hospital  Practice  of  Medicine  ( Section  178). — The 
House  adopted  a resolution  calling  for  introduction 
at  the  1954  session  of  the  legislature  of  the  Friedman 
Bill.  Senate  Introductory  122  of  the  1953  session, 
and  requiring  that  this  Society  “actively  work  for 
the  passage  of  this  bill.” 

It  was  voted  to  refer  this  to  the  Committee  on 

Legislation. 

Medical  Practice  Act  Amendment:  Practice 
of  Psychiatry  (Sections  175  and  176). — The  reference 
committee  reported  on  two  resolutions,  one  petition- 
ing “the  New  York  State  Legislature  to  amend  the 
Medical  Practice  Act  to  include  nervous  and  mental 


disorders  as  part  of  the  duties  and  responsibilities  of 
duly  licensed  medical  practitioners”  and  providing 
“that  a copy  of  the  resolution  be  sent  to  each  member 
of  the  Legislature  and  to  the  Governor”;  the  other 
calling  for  a statement  of  approval  by  this  Society  of 
“an  amendment  to  the  Medical  Practice  Act  of  the 
State  of  New  York  to  specifically  state  that  the 
diagnosis  and  treatment  of  mental  disorders  is  part 
of  the  practice  of  medicine.”  The  committee 
stated,  and  the  House  concurred,  that  the  subject 
“warrants  further  study  by  the  Council.” 

This  was  referred  to  the  Committee  on  Legislation. 

Injunction  Bill  (Section  180). — The  House 
adopted  a resolution  requiring  that  this  Society  cause 
the  introduction,  at  the  19.54  session  of  the  Legisla- 
ture, of  a bill  similar  to  Senate  Introductory  94  of 
the  1949  session  and  work  actively  for  its  passage. 

Referred  to  the  Committee  on  Legislation. 

Insurance  Law  Amendment:  Free  Choice  of 

Physician  (Section  18&). — The  House  adopted  a 
resolution  that  this  Society  “cause  the  introduction 
at  the  1954  session  of  the  legislature  . . . of  a . . . bill 
similar  to  Senate  Introductory  1082  of  the  1952 
session  (the  Panken  Bill)  and  work  actively  for  its 
passage.” 

Referred  to  the  Committee  on  Legislation. 

Free  Choice  of  Plan  in  Voluntary  Health  Insur- 
ance (Section  181). — The  House  adopted  a resolution 
that  this  Society  cause  the  introduction  at  the  1954 
session  of  the  Legislature  of  a bill  similar  to  Senate 
Introductory  2416  of  the  1952  session  (the  Condon 
Bill)  and  work  actively  for  its  passage. 

Referred  to  the  Committee  on  Legislation. 

Opposition  to  Licensing  of  Cultists  (Section  182). — 
Upon  recommendation  of  the  reference  committee, 
the  House  adopted  a resolution  to  (1)  oppose  any 
bills  for  the  licensing  of  chiropractors  and  other 
cultists;  (2)  secure  the  cooperation  of  all  interested 
persons  and  groups  in  opposing  any  bills  to  license 
chiropractors  and  other  cultists;  and  (3)  with  the 
assistance  of  other  persons  and  groups,  develop  and 
conduct  a program  for  the  education  of  the  people  of 
the  State  of  New  York  in  the  dangers  of  cult  prac- 
tice. • 

Referred  to  the  Committee  on  Legislation. 

Malpractice  Liability  for  Interns  and  Residents  in 
Municipal  Hospitals  (Section  179). — It  was  also 
voted  by  the  House  of  Delegates  that  this  Society 
cause  the  introduction  in  the  1954  session  of  the 
legislature  of  a bill  similar  to  the  McCaffrey  Bill 
(Senate  Introductory  754  of  the  1953  session)  and 
work  actively  for  its  passage. 

It  was  voted  to  refer  this  to  the  Malpractice  Insur- 
ance and  Defense  Board  and  the  Committee  on 

Legislation. 

Workmen’s  Compensation:  Recodification  (Sec- 
tion 163). — The  House  of  Delegates  adopted  a report 
in  which  the  reference  committee  made  the  following 
statements:  If  recodification  of  the  Workmen’s 

Compensation  Law  is  found  to  be  necessary,  “the 
committee  would  like  to  go  on  record  as  being  vitally 
interested  . . . and  urge  that  the  chairman  of  the 
Workmen’s  Compensation  Board  enlist  the  coopera- 
tion of  our  committee  and  Bureau  in  any  such 
recodification.” 

It  was  voted  to  refer  this  to  the  Committee  on 

Workmen’s  Compensation. 

Fee  Schedule  (Section  163). — The  reference  com- 
mittee stated  that  “an  adequate  fee  schedule  should 
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be  set  up  more  nearly  approaching  the  prevailing 
fees  in  private  practice”;  that  “complete  revision  of 
the  fee  schedule  is  not  called  for,  but  a reasonable  in- 
crease in  the  fees  for  general  practitioners  and  for  sub- 
sequent visits  by  specialists  is  urgently  requested,” 
and  that  “many  disputes  between  physicians,  car- 
riers, and  employers  could  be  avoided  by  careful 
editing  of  the  present  fee  schedule  by  the  chairman 
of  the  Workmen’s  Compensation  Board  with  the 
assistance  of  properly  qualified  physicians.”  They 
specify  “a  first  visit  fee  of  $5.00  and  subsequent  office 
fees  of  $3.00  are  far  from  excessive  for  the  general 
practitioner.  The  subsequent  visits  to  specialists 
should  be  raised  to  $5.00  as  they  originally  were  in 
the  September  1,  1948,  schedule.” 

Referred  to  the  Committee  on  Workmen’s  Com- 
pensation. 

Testimony  and  Mileage  Fees  ( Section  163). — 
The  reference  committee  supported  the  motions  of 
the  Workmen’s  Compensation  Committee  that 
“fees  for  testimony  for  the  general  practitioner  be 
increased  from  $10  to  $15”;  that  “mileage  fees  be 
increased  in  accordance  with  present  day  costs,”  and 
that  “the  chairman  of  the  Workmen’s  Compensation 
Board  give  authority  to  referees  to  increase  fixed  fees 
within  reasonable  bounds  when  a physician  is  re- 
quired to  spend  a considerable  amount  of  time  going 
to  and  from  a hearing,  and  undue  time  at  the  hearing 
itself.” 

Referred  to  Committee  on  Workmen’s  Compensa- 
tion. 

Hospital  Practice  of  Medicine  ( Section  163). — 
The  reference  committee  called  upon  “the  proper 
authorities  to  enforce  the  provisions  of  the  Work- 
men’s Compensation  Law  in  connection  with  medi- 
cal care  in  hospitals,  with  particular  reference  to  the 
physiatrist,  the  anesthetist,  and  the  pathologist.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Workmen’s  Compensation  and  to  the  Committee 
on  Hospital  and  Professional  Relations. 

Restoration  of  Functions  of  County  Societies 
( Section  163). — The  reference  committee  strongly 
recommended  “that  the  Legislation  Committee 
intensify  its  efforts  to  accomplish  the  restoration  . . . 
to  the  four  New  York  counties”  of  “all  those  func- 
tions which  they  exercised  prior  to  1944.” 

It  was  voted  to  refer  this  to  the  Committees  on 
Workmen’s  Compensation  and  on  Legislation. 

Thoracic  Surgery  ( Section  163). — The  reference 
committee  concurred  “in  the  recommendation  of  the 
Council  Committee  that  the  chairman  of  the  Work- 
men’s Compensation  Board  recognize  the  sub- 
specialty of  thoracic  surgery  under  the  Workmen’s 
Compensation  Law  and  assign  M-17  as  the  code 
letters  designating  such  subspecialty.” 

This  was  referred  to  the  Committee  on  Workmen’s 
Compensation. 

Publications:  Subscriptions  to  the  Journal  ( Sec- 
tion 125). — The  House  adopted  the  reference  com- 
mittee recommendation,  made  “after  consultation 
with  the  editor  and  the  business  manager  concerning 
probable  costs  involved,”  that  “subscriptions  to  the 
Journal  be  given  gratis  to  senior  students  in  the 
medical  schools  in  this  State  upon  their  request,  pro- 
vided this  is  not  in  conflict  with  postal  regulations 
governing  subscription  periodicals,  in  which  case  a 
nominal  charge  should  be  assessed.” 

It  was  voted  to  refer  this  to  the  Publication  Com- 
mittee. 

Inequity  in  Junior  Membership  Dues  ( Section 


133). — The  House  concurred  in  the  reference  com- 
mittee’s approval  of  a resolution  “that  junior  mem- 
bers who  wish  to  purchase  the  Directory  be  allowed 
to  do  so  at  a discount  so  that  the  dues  and  the  cost  of 
the  Directory  would  not  exceed  the  total  dues  for  a 
regular  member.” 

Referred  to  the  Publication  Committee. 

Public  Relations:  Continuation  of  Citizens’ 

Health  Education  Campaign  ( Section  131). — The 
reference  committee  approved  in  principle  a resolu- 
tion that  ( 1 ) the  Public  Relations  Committee  conduct 
citizens’  health  education  campaigns  on  medical 
problems  facing  the  general  public,  such  as  the 
advisability  of  having  a family  doctor,  the  proper 
use  of  emergency  call  service,  and  the  advisability  of 
having  Blue  Cross  and  Blue  Shield  insurance;  and 
(2)  the  campaigns  be  conducted  on  a more  moderate 
scale  but  with  every  effort  “to  retain  the  organiza- 
tion and  enthusiasm  which  have  been  developed 
during  the  past  year.” 

The  reference  committee  felt  that  the  intent  of 
this  resolution  would  be  achieved  by  recommenda- 
tions embodied  in  their  report  on  the  report  of  the 
Public  Relations  Committee.  The  report  was 
adopted  by  the  House  of  Delegates. 

It  was  voted  to  refer  this  to  the  Committees  on  Pub- 
lic Relations  and  Public  Health  and  Education. 

A Code  of  Press  Cooperation  ( Section  130). — The 
House  concurred  in  unanimous  endorsement  by  the 
reference  committee  of  a resolution  that  (1)  this 
Society  work  actively  to  formulate  “A  Code  of  Press 
Cooperation”;  (2)  the  Public  and  Professional  Rela- 
tions Bureau  work  actively  to  support  this  program 
after  its  establishment;  (3)  the  code  be  established 
in  cooperation  and  consultation  with  the  authorized 
branches  of  dissemination  of  public  information, 
namely,  (a)  the  press  (newspapers,  syndicates,  and 
magazines),  ( b ) press  photographers,  (c)  newsreel 
photographers,  (d)  wire  services,  (e)  radio  and  tele- 
vision news  services,  and  (/)  other  authorized 
branches,  and  (4)  the  code  be  (o)  presented  to  the 
county  societies  on  a permissive  basis  for  their  con- 
sideration and  (6)  forwarded  to  the  American  Medi- 
cal Association. 

It  was  voted  to  refer  this  to  the  Committees  on 
Public  Relations  and  on  Ethics. 

Ethics:  Fee  Splitting  ( Section  203). — Reporting 
on  a resolution  which  condemned  the  practice  of  fee 
splitting  and  required  that  the  Attorney  General  of 
the  State  of  New  York  be  memorialized  to  institute 
legal  action  for  the  full  and  effective  enforcement  of 
Section  6514  of  the  Education  Law,  the  reference 
committee  recommended,  and  the  House  concurred, 
“that  this  resolution  be  referred  to  the  Council  for 
the  statistical  study  of  the  alleged  grievances  before 
complaint  is  made  to  the  attorney  general.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Ethics. 

Unethical  Practice  ( Section  204). — The  House 
concurred  in  the  recommendation  of  the  reference 
committee  that  a resolution  regarding  the  assign- 
ment of  fees  by  physicians  to  hospitals  be  referred  to 
the  Council.  The  resolution  required  that  this 
Society  “study  and  investigate  these  violations  (of 
Section  6514,  paragraph  2F  of  the  Education  Law  of 
the  State  of  New  York)  and  report  its  findings  and 
recommendations.” 

It  was  voted  to  refer  this  to  the  Committee  on  Hos- 
pital and  Professional  Relations. 

Proration  of  Fees  ( Section  199). — The  House  of 
Delegates  adopted  a resolution  that  Section  6514  of 
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the  Education  Law  of  the  State  of  New  York  be 
amended  to  permit  proration  of  fees  under  certain 
conditions. 

This  was  referred  to  the  Committee  on  Legislation. 
And  when  such  legislation  is  enacted,  the  fol- 
lowing paragraph,  to  be  numbered  “Section  7,”  be 
added  to  Article  VI  of  Chapter  III  of  the  Principles 
of  Professional  Conduct  of  this  Society: 

Proration  of  Fees 

“Section  7.  It  is  not  unethical  for  an  indemnity 
fee  to  be  prorated  between  two  or  more  physicians 
when  such  physicians  actively  participate  in  the 
rendering  of  medical  and/or  surgical  care,  and  the 
fee  therefor  is  commensurate  with  the  sendees 
rendered:  and  the  patient  to  whom  such  care  shall 
have  been  rendered,  shall  be  advised  of  the  partici- 
pation and  of  the  distribution  of  the  fee  through 
an  itemized  combined  statement  or  separate  state- 
ments. Such  proration  would  be  considered 
ethical  if  it  was  limited  to  instances  where  a con- 
tracted fee  payment  for  a service  has  been  made 
by  an  insurance  company.” 

This  teas  referred  to  the  Committee  on  Ethics,  if 
and  when  the  law  is  passed. 

Nursing  Education  (Section  195). — The  House 
adopted  a report  of  the  reference  committee  in  which 
the  committee  (1)  expressed  a hope  for  “full  imple- 
mentation” of  the  plans  for  organization  of  regional 
councils  on  nursing  problems ; 2)  recommended  that 
the  Coordinating  Council  on  Nursing  Problems  urge 
the  Federal  government  to  (a)  establish  schools  of 
nursing  in  Federal  hospitals  or  (b)  where  this  is  not 
possible,  subsidize  students  in  civilian  schools  of 
nursing  of  their  own  procurement;  (3)  urged  that 
the  Council  committee  institute  a survey  of  hospitals 
which  offer  group  nursing  for  private  patients  and 
commend  those  which  do  so:  and  (4)  urged  that 
hospitals  without  training  schools  start  courses  or 
schools  for  the  training  of  practical  nurses. 

It  was  voted  to  refer  this  to  the  Committee  on 
Nursing  Education. 

Simplification  and  Unification  of  Insurance  Forms 
Section  140). — With  regard  to  a resolution  that  this 
Society  urge  “the  adoption  by  all  insurance  com- 
panies of  uniform  certificates”  and  “reduction  in 
number  and  character  of  questions  asked  to  those 
actually  needed,”  the  reference  committee  recom- 
mended “that  the  specific  forms  to  which  objection 
is  made  ...  be  supplied  to  the  Council,  and  that  the 
Council  in  turn  submit  them  to  the  State  Insurance 
Department  as  being  unnecessarily  harassing  to  the 
members  of  the  medical  profession,  with  the  sugges- 
tion that  the  Department  recommend  the  use  of 
more  suitable  forms  to  the  insurance  companies 
affected.”  This  recommendation  was  approved  by 
the  House  of  Delegates. 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
Medical  Expense  Insurance  of  the  Economics 
Committee. 

Early  Submission  of  Resolutions  ( Section  14-1). — 
The  House  adopted  a resolution  requiring  that, 
“when  possible,  proposed  resolutions,  to  be  con- 
sidered at  the  annual  meeting  of  the  House  of  Dele- 
gatee, be  submitted  to  the  secretary  . . . not  later 
than  six  weeks  before  the  scheduled  meeting  and  that 
these  resolutions  be  placed  in  the  hands  of  the  dele- 
gates not  later  than  two  weeks  before  such  meeting.” 
It  was  voted  to  refer  this  to  the  Publication  Com- 
mittee and  to  the  Speaker  and  that  the  Coordinat- 
ing Council  be  notified. 


Autopsy  Law  Amendment  ( Section  108). — The 
House  adopted  a resolution  providing  that  this 
Society  “act  through  its  legislative  personnel,  com- 
mittees, and  officers  to  make  even’  effort  to  pro- 
mote legislation  to  liberalize  the  New  York  State 
Autopsy  Law  in  conformity  with  that  of  the  State 
of  Wisconsin.” 

This  was  referred  to  the  Committee  on  Legislation. 

Legalizing  the  Distribution  of  Narcotics  ( Section 
109). — A resolution  introduced  by  Dr.  Heldmann  of 
Richmond  County,  presenting  a plan  for  the  estab- 
lishment of  narcotics  clinics,  was  approved  in  prin- 
ciple by  the  House  of  Delegates  and  referred  to  the 
Council  for  further  study. 

It  was  voted  to  refer  this  to  the  Committee  on 

Public  Health  and  Education. 

The  Treasurer’s  report  was  accepted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Andrew  A. 
Eggston  stated  this  was  his  final  report  and  that  he 
wished  to  appoint  Dr.  Dan  Mellen  as  the  new  chair- 
man of  the  Blood  Banks  Commission. 

The  appointment  was  approved. 

“The  chairman  of  your  Blood  Banks  Commission 
has  observed  the  organizational  progress  of  the 
Blood  Banks  Association  since  election  of  its  new 
directors  and  officers  in  Buffalo  on  May  6.  Com- 
mittees have  been  appointed.  In  the  ease  of  the 
Committee  on  Standards  for  Individual,  Institu- 
tional, and  Associate  Membership,  the  chairman, 
Dr.  Ernest  Witebsky,  has  submitted  a preliminary 
report. 

“The  board  of  directors  has  also  appointed  a 
Policy  and  Planning  Committee  under  the  chair- 
manship of  Dr.  Jacob  Geiger.  As  the  Association’s 
president,  Dr.  J.  Stanley  Kenney,  outlined  it,  the 
purpose  of  this  group  will  be  to  submit  plans  to  the 
board  for  discussion  and  consideration.  In  the  proc- 
ess, it  is  expected  to  evolve  an  agreement  on  policy, 
so  that  when  the  operational  program  begins,  the 
over-all  policy  will  be  well  established. 

“Contact  has  been  made  with  the  California  and 
the  Florida  Blood  Bank  Associations.  Both  of  these 
systems  will  be  studied.  The  board  also  accepted  a 
suggestion  from  Dr.  Edward  T.  Wentworth  that  the 
Vermont  and  New  Hampshire  blood  banking  opera- 
tions be  studied  in  order  to  secure  the  closest  kind  of 
cooperation  with  count}’  medical  societies.” 

The  report  was  adopted. 

Economics. — Dr.  Renato  J.  Azzari,  chairman,  sub- 
mitted the  following  report  of  the  Bureau  of  Medical 
Care  Insurance,  George  P.  Farrell,  director: 

Your  director  attended  the  Annual  Conference  of 
Blue  Shield  Plans,  April  10  to  16.  1958,  at  Holly- 
wood, Florida,  and  was  present  at  all  of  the  meetings 
of  the  Conferences  of  Plans,  and  also  appeared  before 
several  reference  committees. 

April  21,  1953 — Mr.  Farrell  met  with  Dr.  Walter 
Freese,  Dr.  Robert  Park,  Jr.,  and  Mr.  Ralph  Norton, 
Jr.,  executive  secretary  of  Nassau  County  Medical 
Society,  at  the  county  society  headquarters  in 
Mineola.  to  discuss  with  Mr.  Joseph  Meyer,  presi- 
dent of  Local  1049,  International  Electrical  Workers, 
the  feasibility  of  organizing  for  their  electrical  worker 
employes,  a possible  health  insurance  program. 

April  28,  1953 — Your  director  met  with  Dr. 
Stephen  Curtis.  Dr.  John  Heslin,  Dr.  Charles  Brind, 
Jr.,  president  ; Mr.  Edward  Evans,  managing  direc- 
tor; and  Mr.  Ralph  Hammersley  of  the  North- 
eastern New  York  Medical  Service,  in  Albany,  to 
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discuss  the  uniform  State-wide  contract  proposed  by 
the  Subcommittee  on  Medical  Expense  Insurance. 

Mr.  Farrell  attended  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  Buffalo, 
May  2 to  7 inclusive.  An  exhibit  showing  the  prog- 
ress of  nonprofit  voluntary  medical  care  insurance 
plans  approved  by  the  Medical  Society  of  the  State 
of  New  York  for  the  period  1940  to  1952  was  dis- 
played, as  well  as  descriptive  folders  on  all  plans 
and  a progress  report  for  1952. 

May  3,  1953 — Your  director  attended  a meeting 
of  the  Subcommittee  on  Medical  Expense  Insurance 
in  Buffalo,  Dr.  Carlton  E.  Wertz,  chairman.  A 
supplementary  report  on  this  meeting  was  made  to 
the  House  of  Delegates. 

Following  is  the  Quarterly  Progress  Report  on  the' 
New  York  State  Blue  Shield  Plans  for  the  year  to 
March  31, 1953.  This  report  has  been  mailed  to  the 
secretary  of  each  county  medical  society  in  the  State, 
presidents  and  executive  directors  of  Blue  Shield 
plans,  and  others  interested. 

(The  Quarterly  Progress  Report  to  which  Dr. 
Azzari  referred  constitutes  pages  124  to  132  inclusive 
of  the  verbatim  minutes  on  file  in  the  Society  office.) 
The  report  was  accepted. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman, 
stated: 

“I  have  here  a newspaper  clipping,  headed, 
‘Walton  Infant,  Born  May  20,  Lives  After  Rare 
Operation.’ 

“This  infant  was  born  in  the  Delaware  Valley 
Hospital  and  shortly  afterwards  it  was  discovered 
he  was  a victim  of  omphalocele,  which  is  a short 
liver,  contents  outside  of  the  abdominal  cavity. 

‘Physicians  said  that  happens  in  only  one  of 
10,000  births.  Dr.  Doane  summoned  Dr.  Robert 
Schatken,  surgeon,  Dr.  George  Miles,  anesthetist, 
and  Miss  Ann  Guild,  operating  room  nurse. 
After  telephone  consultation  with  Bassett  Hos- 
pital, Cooperstown,  where  they  were  informed 
that  it  was  unlikely  the  child  could  survive  trans- 
fer to  that  institution,  the  operation  was  per- 
formed by  Dr.  Schatken  within  an  hour  of  his 
birth. 

‘The  operation  was  successful.  The  baby  was 
fed  subcutaneously  for  the  first  few  days,  but  now 
is  able  to  take  food  by  mouth. 

‘According  to  statistics  of  a nationally  known 
children’s  hospital  in  Massachusetts,  of  22  com- 
parable cases  at  that  institution,  two  died  before 
operation,  two  lived,  and  ten  succumbed  after 
operation.  That  hospital  had  had  eight  cases  in 
which  the  liver  was  partially  outside,  none  in 
which  the  entire  liver  was  exposed.  Two  of  those 
lived,  the  rest  died  within  a few  days.’ 

“The  question  is  coming  up  of  using  the  doctor’s 
name  in  print  that  performed  the  operation.  It  is 
not  such  an  uncommon  thing  as  is  indicated  here. 
In  a large  city  like  this  I have  seen  a number  of  them 
myself.  It  is  a question  of  just  where  this  Dr. 
Schatken  comes  in,  and  I think  we  ought  to  bring  it 
up  for  suggestions.” 

After  discussion,  it  was  voted  to  refer  this  to  the 
Delaware  County  Medical  Society  for  their  atten- 
tion. 

Finance. — At  Dr.  Dattelbaum’s  request,  the 
Council  went  into  executive  session  to  consider  the 
budget.  A copy  had  been  distributed  to  the  coun- 
cillors. 

The  budget  was  approved  and  referred  to  the 
Board  of  Trustees  with  three  changes. 


Legislation. — Dr.  James  Greenough,  chairman,  re- 
ported: 

“The  Legislation  Committee  met  June  3,  1953,  in 
Dr.  Anderton’s  office,  with  14  members  present,  and 
in  addition,  Mr.  Beasley,  Mr.  Burns  from  Mr. 
Martin’s  office,  Dr.  Harold  B.  Smith,  and  Dr.  Ezra 
Wolff  as  a guest. 

“The  committee  voted  unanimously  to  empower 
the  chairman  to  appoint  an  executive  committee 
with  power  to  act  for  the  committee  between  meet- 
ings. The  chairman  appointed  Drs.  Lane,  Lawrence, 
Lynch,  and  Siris  to  act  with  him  as  the  executive 
committee. 

“The  committee  also  voted  unanimously  that  the 
chairman  be  empowered  to  appoint  subcommittees 
to  study,  investigate,  and  report  on  any  legislative 
matters  necessitating  such  action. 

“The  committee  made  tentative  plans  for  meet- 
ings in  November,  and  during  the  legislative  session 
as  needed. 

“The  committee  discussed  the  advisability  of 
closer  liaison  with  allied  professions,  such  as  den- 
tistry, nursing,  and  pharmacy.  The  opinion  was 
generally  in  favor,  and  request  is  made  to  the  Council 
for  authorization  of  such  a program.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  Greenough  continued: 

“Work  of  the  county  legislation  chairmen,  par- 
ticularly outside  of  the  metropolitan  area,  was  re- 
viewed carefully.  It  was  the  consensus  of  opinion 
that  weakness  in  this  field  seriously  hampered  our 
whole  legislation  program.  The  following  actions 
were  decided  upon: 

“1.  The  Albany  office  will  at  once  ascertain  the 
present  legislation  chairman  in  each  county,  in  so 
far  as  possible  the  probable  chairman  January  1, 
1954,  and  suggest  to  the  county  societies,  with  ade- 
quate explanation,  that  this  be  a continuing  office 
when  possible  and,  when  change  occurs,  the  new 
chairman  be  one  who  has  had  experience  on  the 
committee. 

“2.  The  committee  requests  the  Council  for 
authorization  to  hold  a series  of  nine  or  ten  meetings 
during  the  summer  in  one  or  more  senatorial  dis- 
tricts at  a time.  Dr.  Harold  B.  Smith,  the  member 
of  the  State  Committee,  and  the  county  legislation 
chairmen  in  that  area  would  be  invited  to  attend. 
The  functions  of  a county  chairman  would  be  dis- 
cussed, part  of  our  legislation  program  would  be  de- 
scribed, and  a line  of  communication  for  rapid  action 
would  be  set  up  from  the  Albany  office  to  the  State 
member,  and  through  him  to  his  county  chairmen. 
We  estimate  the  cost  of  this  project  at  about  S500, 
and  it  has  already  been  submitted  in  the  budget.” 

It  was  so  voted. 

Dr.  Greenough  continued: 

“3.  Dr.  Smith  is  starting  a loose-leaf  file  to  be- 
come a manual  for  county  chairmen.  This  file  is  to 
be  kept  up  to  date  and  given  by  each  chairman  to  his 
successor. 

“4.  The  committee  decided  to  change  the  Legis- 
lative Bulletin.  Important  matters  will  be  on  white 
paper  in  narrative  form  somewhat  like  the  A.M.A. 
Legislative  Letter.  Bills  for  record  only,  or  of 
minor  interest,  will  be  summarized  on  blue  paper. 

“The  committee  then  took  up  legislative  matters 
which  may  arise  in  the  next  session  or  have  been 
mandated  by  the  House  of  Delegates. 

“Free  choice  of  physician  and  free  choice  of 
indemnity  plan  were  discussed  at  length.  There  are 
definite  legal  and  political  factors  which  make  it 
unlikely  that  we  can  hope  for  success  by  following 
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the  procedures  heretofore  used.  Dr.  Kottler,  as 
chairman,  and  Drs.  Ivaessler  and  Lawrence  were 
appointed  a subcommittee  to  study  the  entire  sub- 
ject with  the  help  of  Mr.  Beasley,  Mr.  Martin,  and 
Dr.  Smith.  They  are  to  formulate  and  submit  a 
plan  for  action. 

“The  practice  of  medicine  by  hospitals  was  re- 
ferred for  study  to  a subcommittee,  Dr.  Brady,  chair- 
man, and  Dr.  Norton.  We  would  like  to  have  Dr. 
Harold  F.  Brown,  as  chairman  of  the  Council  Com- 
mittee on  Hospital  and  Professional  Relations,  sit 
with  this  subcommittee.  All  count}'  societies  are  to 
be  consulted  in  regard  to  this  bill. 

‘‘The  chiropractic  bill  and  the  injunction  bill  were 
referred  to  a subcommittee,  Dr.  Gamble,  chairman, 
and  Dr.  Dickson. 

“Amendment  to  the  Education  Law,  Section  6514, 
to  allow  proration  of  fees  was  referred  to  Dr. 
Galbraith  for  study. 

“A  change  in  the  Medical  Practice  Act  defining 
psychiatry  as  the  practice  of  medicine  will  be  re- 
ferred to  a committee  when  appointed. 

“There  was  considerable  discussion  of  the  bill 
introduced  last  year  for  a commission  to  study  the 
healing  arts.  The  Medical  Practice  Act  is  twenty- 
seven  years  old  and  undoubtedly  needs  rewriting. 
The  Legislation  Committee  is  opposed  to  the  rein- 
troduction of  last  year’s  bill.  It  is  also  opposed  to 
requesting  action  by  the  Law  Review  Commission, 
unless  the  Medical  Society  is  prepared.  The  com- 
mittee respectfully  suggests  to  the  Council  that  it 
either  authorize  the  Legislation  Committee  or 
appoint  a special  committee  to  study  the  Medical 
Practice  Act  and,  with  the  best  legal  assistance, 
formulate  a new  bill  in  order  to  be  prepared  for 
future  action  on  this  law. 

“The  executive  committee  will  work  upon  the  re- 
maining bills  to  be  considered.” 

The  report  teas  adopted. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Thomas  M.  d’ Angelo  reported: 

“First,  the  organization  of  the  Board.  The  fol- 
lowing officers  were  regularly  elected:  Dr.  Christo- 
pher Wood,  chairman;  Dr.  Chas.  Gordon  Heyd, 
vice-chairman ; and  Mr.  Harry  F.  Wanvig,  secre- 
tary. 

“At  the  request  of  the  House  of  Delegates  the 
Board  began  the  study  of  the  Lloyds  of  London  mal- 
practice insurance  plan.  The  secretary  submitted  a 
written  report  containing  all  information  available 
at  the  moment  on  the  offer  of  local  brokers  for  mal- 
practice insurance  to  be  placed  in  Lloyds  of  London. 
These  offers  have  been  made  to  New  York  residents 
who  are  members  of  the  American  College  of  Physi- 
cians and  to  members  of  the  Kings  and  Nassau 
County  Academies  of  General  Practice.  He  re- 
ported that  no  reply  had  been  received  from  the 
Superintendent  of  Insurance  in  answer  to  the  report 
filed  with  the  Superintendent  on  behalf  of  the  So- 
ciety. The  Board  discussed  all  phases  of  this  situa- 
tion  and  felt  that  its  protest  to  the  Superintendent  of 
Insurance  should  be  pressed  to  secure  enforcement  of 
the  law  as  understood  by  the  Board.  Accordingly, 
the  following  resolution  was  regularly  moved, 
seconded,  and  unanimously  adopted: 

‘Resolved,  that  the  legal  counsel  and  the  indem- 
nity representative,  acting  in  the  name  of  the 
Medical  Society  of  the  State  of  New  York,  and  in 
concert  with  the  Employers  Mutual  Liability 
Insurance  Company,  draw  to  the  personal  atten- 
tion of  the  Superintendent  of  Insurance  the  solici- 
tation of  malpractice  insurance  from  members  of 
the  State  Medical  Society  by  New  York  brokers, 


to  be  placed  in  Lloyds  of  London,  contrary  to  the 
insurance  laws  of  the  State,  and  take  such  steps  as 
they  deem  proper  and  desirable  to  persuade  him  to 
put  in  motion  whatever  action  may  be  required  to 
have  the  law,  so  far  as  it  applies  to  this  situation, 
enforced.’  ” 

Approval  was  voted. 

Office  Administration  and  Policies.— Dr.  John  J. 

Masterson,  chairman,  reported  that  at  a meeting  of 
the  committee  on  June  3,  it  was  decided  to  request 
that  the  Council  recommend  to  the  Trustees  the 
preparation  of  a salary  classification  of  all  employes 
and  a thorough  study  of  the  question  of  starting 
salaries  and  salary  increases. 

He  reported  further  that  permission  was  granted 
the  International  Children’s  Emergency  Fund  of  the 
United  Nations  to  use  the  addressograph  stencils  of 
this  Society  in  a drive  to  sell  Christmas  cards. 
Their  envelopes  are  to  be  addressed  at  a cost  of  $20 
to  them. 

.After  discussion,  the  report  was  adopted,  but  it  was 
the  consensus  that  in  the  future  our  addressograph 
stencils  should  not  be  used  to  address  envelopes 
for  other  organizations. 

Publication. — Dr.  Masterson,  chairman,  stated 
that  a meeting  had  been  held  on  June  3 and  that  the 
Editor  had  submitted  his  report,  which  was  accepted. 
Samples  of  new  cover  designs  were  exhibited,  and  one 
was  selected.  It  was  further  decided  to  use  para- 
graph headings  on  the  cover  index,  to  retain  the 
inner  “Contents”  pages,  and  to  make  changes  in 
typography  as  exhibited  to  the  committee.  It  was 
decided  to  use  the  old  cover  design  in  Part  II  of 
September  1,  providing  this  is  not  in  violation  of  the 
jrost  office  regulation. 

We  decided  to  approve  the  letter  prepared  by  Dr. 
Redway  to  medical  colleges  in  New  York  State,  in 
which  the  Society  offers  to  furnish  without  cost  a 
one-year  subscription  to  the  New  York  State 
Journal  of  Medicine  for  every  senior  student. 
This  was  a recommendation  of  the  House  of  Dele- 
gates. The  letter  is  only  a request  to  the  deans  for 
names  and  addresses  of  the  students. 

The  committee  voted  for  Dr.  George  W.  Kosmak, 
Editor  Emeritus,  to  supervise  new  advertising. 

There  was  a general  discussion  of  the  fact  that  the 
Macmillan  Company  is  publishing  a book  as  of  June 
1 which  contains  an  article  which  will  appear  in  the 
New  York  State  Journal  of  Medicine  of  July  1. 
The  Macmillan  Company  will  grant  us  permission  to 
print  the  article.  It  was  decided  that  Dr.  Redway 
with  our  legal  counsel,  Mr.  William  F.  Martin  take 
up  the  matter,  with  power. 

It  was  decided  to  increase  the  annual  allowance  to 
Dr.  Redway  for  secretarial  sendees  at  his  home,  from 
$1,000  to  $2,000,  effective  July  1,  1953.  Dr.  Red- 
way  carries  on  most  of  the  business  of  the  Journal 
in  his  office  at  his  home,  and  the  salary  being  paid 
the  secretary  is  small  in  comparison  with  salaries  in 
New  York  City. 

The  report  was  accepted. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  attended 
four  meetings  and  has  arranged  22  postgraduate  lec- 
tures in  14  counties. 

At  a meeting  on  April  22  of  the  Subcommittee  on 
Cancer,  the  lister  County  Medical  Society,  and  Dr. 
Paul  Gerhardt,  director  of  Cancer  Control  of  the 
State  Health  Department,  regarding  administration 
of  the  lister  County  Tumor  Clinic,  the  suggestion 
was  made  that  a board  of  managers  be  established 
for  the  tumor  clinic  to  be  responsible  to  the  board  of 
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supervisors  of  the  county.  It  was  agreed  that  the 
suggestion  would  be  taken  up  with  Commissioner 
Hilleboe  at  the  next  joint  meeting  of  the  Council 
committee  with  State  Department  of  Health  repre- 
sentatives. 

A meeting  on  May  5 of  three  members  of  the 
committee  with  Dr.  Walter  S.  Wiggin,  dean  of 
Graduate  and  Postgraduate  Education  at  the  State 
University  of  New  York  College  of  Medicine  at 
Syracuse,  and  Dr.  Franklyn  B.  Amos  of  the  State 
Health  Department  considered  the  question  of  pay- 
ment of  traveling  expenses  and  honoraria  of  speakers 
at  postgraduate  meetings  arranged  by  Dr.  Wiggins. 
It  was  explained  that  such  meetings  must  receive 
official  approval  of  the  county  medical  society  before 
this  committee  can  regard  them  as  part  of  its  post- 
graduate program,  entitled  to  financial  subsidy. 
Dr.  Wiggins  agreed  to  clear  all  further  meetings  with 
the  proper  authorities. 

Dr.  Amos  expressed  the  opinion  that  the  medical 
college  should  draw  on  its  own  budget  for  such 
meetings,  rather  than  appeal  to  the  Department  of 
Health  for  honoraria,  inasmuch  as  the  University  is 
also  a department  of  the  State  administration. 

At  a meeting  on  May  6 of  subcommittee  chairmen 
the  question  of  coordination  of  effort  of  the  sub- 
committees was  discussed.  It  was  decided  to  con- 
vene early  in  the  fall  to  consider  an  agenda  based  on 
suggestions  from  all  chairmen  of  subcommittees. 

Dr.  Curphey  asked  the  Council  to  approve  the 
designation  of  Dr.  William  E.  Ayling  to  represent 
this  Society  at  the  Fourth  Annual  Conference  of 
School  Physicians,  September  30  to  October  2,  in 
Highland  Park,  Illinois. 

Approval  was  voted. 

He  read  a resolution  passed  by  the  New  Y ork  State 
Association  of  School  Physicians  at  their  Lake  Placid 
meeting  recommending  that  qualifications  for  the 
position  of  chief  of  the  Bureau  of  School  Health  Serv- 
ices include  a license  to  practice  medicine  in  this 
State,  all  the  requirements  for  the  position  of  full- 
time school  physician,  and  five  years  practical  experi- 
ence in  the  field  of  school  health  services.  The  reso- 
lution also  recommended  that  the  salary  scale  for  the 
position  be  $12,000  to  $15,000. 

After  discussion,  it  was  voted  to  refer  this  to  the 
Subcommittee  on  School  Health,  of  the  Public 
Health  and  Education  Committee. 

Dr.  Curphey  continued:  “The  last  item  deals 
with  a report  that  was  lost  at  the  meeting  of  the 
House  of  Delegates,  through  some  confusion  as  to 
who  should  present  it.  It  was  Dr.  MacKenzie’s  re- 
port of  the  Special  Committee  to  Consider  the 
Needs  of  General  Practitioners.  On  it  there  were 
representatives  from  the  State  Society,  the  Academy 
of  General  Practice,  and  the  State  Health  Depart- 
ment. It  is  a six-page  report  giving  their  delibera- 
tions, and  I think  it  might  be  published  in  the  next 
issue  of  the  agenda.  I would  like  to  read  the  recom- 
mendations because  they  are  perhaps  the  most 
important  item  that  the  Council  is  concerned  with 
this  morning. 

‘It  is  recommended  that  means  be  established  in 
the  framework  of  the  Medical  Society  of  the  State 
of  New  York  to  further  continuation  medical  edu- 
cation, and,  in  order  to  accomplish  this,  it  is  fur- 
ther recommended  that  there  be  appointed  under 
the  Committee  on  Public  Health  and  Education  a 
Subcommittee  on  Continuation  Medical  Educa- 
tion with  a paid,  well-qualified  chairman  who  shall 
be  chosen  from  the  membership  of  the  Medical 
Society  of  the  State  of  New  York  from  a list  of  not 
more  than  five  names  submitted  to  the  Council 


by  a special  committee  composed  of  one  member 
each  from  the  Medical  Society  of  the  State  of 
New  York,  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice,  the  New 
York  State  Health  Department,  and  from  the 
medical  schools  in  the  State,  such  chairman  to 
recommend  to  the  Council  the  appointment  of 
such  additional  members  of  such  subcommittee  as 
he  believes  desirable  .... 

‘This  committee  further  recommends  that  all 
available  means  be  utilized  to  encourage  physi- 
cians to  become  members  of  their  professional 
organizations  which  have  as  a primary  objective 
the  furtherance  of  continued  education,  and  in 
particular  that  all  physicians  become  members  of 
their  county  medical  society  and  of  the  Medical 
Society  of  the  State  of  New  York,  and  that  general 
practitioners  also  become  affiliated  with  the 
Academy  of  General  Practice.’ 

“That,  ip  summary,  is  the  gist  of  the  report  which 
I think  every  member  of  the  Council  should  be  given 
the  opportunity  of  studying  in  detail. 

“I  recommend  that  this  report  be  received,  Mr. 
President,  on  behalf  of  Dr.  MacKenzie,  w ho  was  not 
able  to  be  here.” 

After  discussion,  it  was  voted  to  receive  the  report. 
After  further  discussion,  the  report  was  referred 
back  to  the  Subcommittee  on  General  Practice  for 
recommendations. 

The  Public  Health  and  Education  Committee  re- 
port as  a whole  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

During  the  past  several  weeks  your  committee  and 
Public  and  Professional  Relations  Bureau  spent 
much  time  in  preparing  for  and  publicizing  the 
annual  convention.  An  innovation  was  the  ex- 
panded use  of  radio  and  television  for  the  purpose  of 
bringing  the  convention  to  the  people.  As  a result, 
the  greatest  number  of  radio  and  television  programs 
ever  presented  during  the  State  Medical  Society’s 
annual  meeting  was  broadcast.  More  than  40  doc- 
tors and  Woman’s  Auxiliary  members  participated  in 
round-table  discussions,  interviews,  and  newscasts 
over  19  stations.  While  the  majority  of  programs 
were  broadcast  from  Buffalo,  some  were  delivered 
over  the  Rural  Radio  Network,  which  has  13  stations 
scattered  throughout  the  State. 

Although  some  of  the  broadcasts  wrere  “live” 
presentations,  many  were  presented  by  tape  record- 
ings. These  recordings  were  made  by  Dr.  Laurance 
D.  Redwray,  Journal  editor,  to  whom  your  com- 
mittee is  most  grateful.  The  purpose  wras  to  allow 
men  who  had  to  be  in  the  House  of  Delegates  or  at 
some  other  meeting  to  participate  in  the  broadcasts. 
That  these  broadcasts  were  a distinct  success  is 
shown  by  the  Bureau  receiving  several  requests  for 
copies,  for  broadcasts  at  the  county  level.  These 
TV  and  radio  broadcasts  were  supervised  by  Mr. 
Messinger,  while  Mr.  Tracey  acted  as  moderator  in 
several. 

Following  the  pattern  of  previous  years,  a press 
room  was  maintained  throughout  the  convention. 
Representatives  of  Buffalo  papers,  the  Associated 
Press,  United  Press,  and  one  free-lance  reporter  used 
our  facilities.  The  Public  and  Professional  Rela- 
tions Bureau  field  and  secretarial  staff  manned  the 
room  and  assisted  the  press.  Available  for  the  press 
were  releases  containing  digests  of  18  scientific  papers 
presented  at  the  meetings.  These  digests  had  been 
prepared  by  the  field  men  prior  to  the  meeting.  In 
addition,  copies  of  resolutions  passed  by  the  House 
of  Delegates  which  were  deemed  to  be  sources  of  good 
publicity  for  the  medical  profession  and  of  interest  to 
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the  public  were  made  available  to  the  press.  As  a 
result  of  providing  these  services  to  the  press,  the 
annual  meeting  was  widely  publicized,  both  in 
Buffalo,  and  in  other  parts  of  the  State. 

The  Bureau  also  designed  an  exhibit,  which  Mr. 
Brown  erected  at  the  convention,  entitled,  “Doctor. 
What’s  Your  County  Society’s  PR  Rating?”  The 
exhibit  featured  public  relations  activities  which 
public  relations-minded  societies  should  be  carrying 
on. 

Your  committee  held  a meeting  at  the  State 
Society’s  headquarters  where  it  went  over  a 10-item 
agenda.  This  agenda  included  such  topics  as  the 
publication  of  a new  series  of  pamphlets  on  timely 
topics  and  the  fall  public  relations  conference.  It 
was  decided  to  hold  the  conference  on  a Saturday, 
late  in  September,  in  Xew  York  City.  The  reason- 
ing behind  this  decision  was  that  the  location  and 
weekend  might  attract  a large  attendance. 

On  the  subject  of  pamphlets,  your  committee 
approved  the  idea  of  preparing  and  publishing  a 
series  of  four-page  leaflet-type  pamphlets,  which 
could  be  inserted  with  doctor’s  bills.  These  would 
briefly  discuss  topics  of  interest  to  patients,  such  as 
the  cost  of  medical  care.  The  leaflets,  too,  would 
present  the  physician’s  point  of  view  on  popular 
topics.  The  cost  of  these  pamphlets,  estimated  at 
approximately  one  cent  each,  would  be  shared  half 
by  the  State  Society  and  half  by  the  county  society. 

Since  the  annual  meeting,  the  field  men  have  re- 
sumed visiting  count}’  societies  in  their  respective 
territories.  One  of  their  current  projects  is  to  ex- 
plain the  proposed  pamphlet  series  to  ascertain  the 
reaction  of  the  county  societies  to  this  idea. 

Working  in  cooperation  with  the  State  Health 
Department  and  Dr.  Theodore  J.  Curphey,  the 
Bureau  has  given  much  publicity  to  plans  for  the 
distribution  of  gamma  globulin.  For  the  third 
consecutive  month,  the  Newsletter  presented  the 
latest  news  about  gamma  globulin,  and  the  June 
issue  carried  a half-column  message  prepared  by  the 
State  Health  Department’s  Office  of  Public  Health 
Information.  Before  publication,  however,  Dr. 
Curphey  reviewed  and  approved  the  content  of  each 
article. 

On  May  12  and  13  Mr.  Miebach  attended  meet- 
ings of  the  Advisor}’  Committee  to  the  A.M.A.’s 
Department  of  Public  Relations  as  a member  of  that 
advisory  group. 

The  Bureau  continued  to  lend  assistance  to  the 
Woman’s  Auxiliary.  Worthy  of  particular  mention, 
however,  was  the  help  given  in  the  promotion  of  the 
Health  Poster  Contest.  Mr.  Miebach  and  Mr. 
Walsh  were  at  the  final  judging  to  give  help  in  ob- 
taining publicity,  and  press  releases  were  sent  out 
prior  to  the  final  judging.  A survey  of  the  publicity 
showed  that  113  articles  appeared  in  79  newspapers 
covering  27  counties. 

The  report  was  adopted. 

Dr.  Winslow  stated:  “For  something  short  of  two 
years  one  of  our  field  representatives,  Mr.  Messinger, 
has  been  assigned  to  the  Blood  Banks  group.  W hile 
at  the  beginning  it  was  said  they  needed  him  to  get 
on  their  feet,  and  we  were  glad  to  help  because  we 
thought  it  was  a good  thing  for  the  State  Society, 
after  nearly  two  years  our  enthusiasm  has  become 
somewhat  attenuated  for  the  following  reasons:  It 
causes  some  disturbance  in  our  Public  Relations 
Bureau  to  have  a man  in  our  bureau  getting  instruc- 
tions from  another  bureau  while  he  is  working  for  us. 

“Number  two  is  that  we  need  him  with  our  group 
because  he  is  valuable,  and  he  is  increasing  in  his 
value  to  us.  Number  three  is  that  he  has  indicated 


his  wish  to  take  up  public  relations  as  his  life  career 
instead  of  working  in  blood  banks. 

“For  those  reasons  I would  like  to  have  the  Council 
assign  him  back  to  us  for  our  work.” 

After  discussion,  it  was  agreed  that  Mr.  Messinger 

would  be  loaned  to  the  Blood  Banks  Association 

for  another  six  months. 

Veterans  Administration. — Dr.  Herbert  H. 
Bauckus,  chairman,  reported  that,  by  order  of  the 
Board  of  Directors  of  Veterans  Medical  Service 
Plan,  Inc.,  he  had  signed  a contract  with  the  Veterans 
Administration  for  the  year  ending  June  30,  1954. 

He  expressed  the  opinion  that  the  medical  care  of 
veterans  is  a matter  of  great  interest  to  physicians  in 
general  as  evidenced  by  the  attendance  at  reference 
committee  meetings  of  the  American  Medical  As- 
sociation House  of  Delegates.  He  stated  that  the 
committee  would  meet  during  the  summer  and 
hoped  to  present,  at  the  September  Council  meeting, 
an  analysis  of  problems  related  to  such  care. 

As  an  example  of  one  problem,  Dr.  Bauckus  cited 
the  fact  that  800  patients  in  State  psychiatric  hos- 
pitals in  New  York  State  are  being  paid  for  by  the 
Veterans  Administration.  He  felt  that,  if  it  were 
not  for  the  policy  of  providing  hospital  care  for  non- 
service-connected  disabilities  and  for  Spanish- 
American  War  veterans,  it  would  be  possible  to 
accommodate  these  patients  in  Veterans  Administra- 
tion hospitals.  He  expressed  the  belief  that  the  re- 
duced appropriation  for  the  Veterans  Administration 
budget  had  been  restored  by  Congress. 

Woman’s  Auxiliary. — Dr.  Edward  T.  Wentworth, 

chairman,  stated: 

“I  want  to  express  my  appreciation  for  this  ap- 
pointment, in  order  that  I may  be  put  in  a position 
to  not  only  learn  more  about  women  for  my  personal 
advantage  but  in  order  that  from  time  to  time  I may 
give  you  information  on  this  subject.  The  secretary 
placed  in  the  May  agenda  the  report  of  the  past- 
president  of  the  Woman’s  Auxiliary,  which  is  ex- 
tremely informative.  I commend  it  to  you  for  care- 
ful consideration. 

“There  are  some  things  I would  like  to  point  out : 
That  during  the  past  two  or  three  years  our  women 
have  raised  over  §41,000  to  support  nursing  educa- 
tion, over  §8,200  during  the  past  year.  During  the 
past  year  they  have  put  on  a campaign  in  the  interest 
of  health,  and  particularly  of  children,  the  school 
health  poster  campaign.  Six  thousand  posters  were 
produced  by  the  students  in  this  State  on  four  age 
levels.  There  were  eight  prizes.  Some  of  that  work 
was  outstanding.  The  individual  in  the  highest  age 
group,  the  high  school  group,  who  received  the  first 
prize,  is  an  outstanding  young  man,  not  only  in  his 
art  but  as  an  individual.  He  made  a little  speech  in 
Buffalo  at  the  dinner  given  to  Mrs.  Norton  by  the 
Auxiliary,  where  he  received  his  prize,  and  he  did  a 
beautiful  job.  Although  he  is  an  artist  and  has  re- 
ceived scholarships  to  enable  him  to  go  on  in  his  art 
education,  which  are  a great  tribute  to  him,  he  is  a 
real  boy.  I think  you  would  have  all  been  proud  of 
your  committee,  which  selected  him  without  knowing 
any  of  these  things,  as  the  recipient  of  the  first  prize. 
He  came  from  Dr.  Mott’s  county. 

“I  want  to  convey  to  you  the  many  fine  tributes  I 
have  received  for  Dr.  Mott  from  many  of  these 
women.  They  had  a profound  and  fine  appreciation 
of  the  work  he  has  done  for  them  during  his  term  of 
service.  These  women  have  always  manifested  an 
ability  to  evaluate  themselves  in  the  matter  of  the 
selection  of  their  officers.  They  have  always  had 
outstanding  women  as  president.  They  have  again 
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selected  an  outstanding  woman,  Mrs.  Thomas  M. 
d’Angelo.  ( Applause ) 

“Their  activities  will  continue  more  or  less  as  in  the 
past.  They  contributed  11,500  to  our  Physicians’ 
Home.  They  contributed  $1,200  to  the  American 
Medical  Education  Foundation.  They  have  what 
they  call  a philanthropic  fund  which  they  distributed 
during  the  past  year  amounting  to  $11,000. 

“I  had  two  reasons  for  laying  these  figures  before 
you:  One  to  show  what  a fine  type  of  person  we 
have  in  our  wives ; the  other  to  show  you  that  I had 
some  basis  for  my  previous  recommendation  of  this 
morning  regarding  our  contributions  to  the  expense 
of  publishing  The  Distaff. 

“I  hope  you  will  read  that  report.  I have  not  as 
yet  been  able  to  get  their  budget  and  their  annual 
report  to  show  what  they  do  with  their  budget,  but  I 

I shall.  I have,  of  course,  consulted  with  Dr.  Mott  as 
to  what  the  problems  really  are.  I find  from  him 
that  the  problem  is  not  ever  one  of  stimulating  them 
to  do  something,  but  to  hold  them  back  from  trying 
to  do  too  much,  to  keep  them  along  the  line  of  the 
most  important  projects.” 

The  report  was  accepted. 

Workmen’s  Compensation.- — Dr.  John  J.  H. 
Keating,  chairman,  submitted  the  following  report  : 
“A  successful  meeting  of  the  Workmen’s  Compen- 
sation Committee  was  held  in  Buffalo  at  the  Hotel 
Statler  on  Sunday,  May  3,  1953.  Many  pertinent 
phases  of  workmen’s  compensation  were  discussed. 
The  committee  went  into  every  phase  of  the  annual 
report  to  the  House  of  Delegates  and  approved  the 
recommendations  made  in  the  report. 

“The  committee  felt,  and  so  recommended  to  the 
House  of  Delegates,  that  the  Workmen’s  Compensa- 
tion Bureau  and  the  committee  cooperate  fully  in 
the  contemplated  Moreland  Act  investigation  of  the 
costs  of  workmen’s  compensation  coverage  in  this 
State. 

“The  committee  concurred  in  the  findings  with 
respect  to  the  fee  schedule  and  urged  the  chairman 
of  the  Workmen’s  Compensation  Board  to  make  the 
necessary  adjustment.  It  also  recommended  that 
general  practitioners’  fees  for  testimony  be  increased. 

“Arbitrations  were  held  in  Newburgh  on  May  13, 
1953,  for  the  counties  of  Ulster,  Orange,  Dutchess, 
and  Rockland,  for  the  counties  of  Fulton,  Washing- 
ton, Montgomery,  Franklin,  Rensselaer,  and  Albany 
in  Albany  on  May  14,  and  for  Westchester  County 
in  White  Plains  on  May  26,  1953.” 

The  report  was  received. 

Report  of  the  Delegates  from  the  Medical  Society 
of  the  State  of  New  York  to  the  American  Medi- 
cal Association 

Dr.  Anderton  reported:  “The  members  of  your 
delegation  were  Drs.  Kenney,  Masterson,  Dattel- 
baum,  Murray,  Kosmak,  Aaron,  Azzari,  Wentworth, 
d’Angelo,  McGoldrick,  Di  Natale,  Anderton,  Reul- 
ing,  Wertz,  Flood,  Bauckus,  and  Givan;  also  Dr. 
Harvey  Matthews  of  Brooklyn  was  the  member  of 
the  House  of  Delegates  representing  the  Obstetrics 
and  Gynecology  Section.  In  attendance  at  the 
House  also  were  Dr.  Heyd,  past -president;  Dr. 
Cunniffe,  member  of  the  Judicial  Council;  and  Dr. 
Winslow,  member  of  the  Council  on  Constitution 
and  Bylaws.  On  reference  committees,  there  were : 
Committee  on  Amendments  to  Constitution  and  By- 
laws, Dr.  d’Angelo;  Committee  on  Executive  Ses- 
sion, Dr.  Kosmak;  Committee  on  Miscellaneous 
Business,  Dr.  Anderton,  chairman;  Committee  on 
Rules  and  Order  of  Business,  Dr.  Di  Natale,  and 
Tellers,  Dr.  Flood. 

“A  meeting  of  the  delegation  was  held  Sunday 
evening,  May  31,  1953,  in  Rooms  679-681  of  the 


Waldorf  Astoria.  Dr.  John  J.  Masterson,  chairman, 
presided.  The  following  delegates  attended:  Drs. 
J.  Stanley  Kenney,  Maurice  J.  Dattelbaum,  Peter 
M.  Murray,  George  W.  Kosmak,  Renato  J.  Azzari, 
Edward  T.  Wentworth,  Thomas  M.  d’Angelo, 
Thomas  A.  McGoldrick,  Peter  J.  Di  Natale,  W.  P. 
Anderton,  James  R.  Reuling,  Carlton  E.  Wertz, 
Edward  P.  Flood,  Herbert  H.  Bauckus.  and  Thur- 
man B.  Givan.  Also  present  were  Drs.  Andrew  A. 
Eggston,  Leo  F.  Simpson,  Leo  F.  Schiff,  Floyd  S. 
Winslow,  and  Chas.  Gordon  Heyd,  Miss  D.  K. 
Dougherty,  Mr.  George  P.  Farrell,  and  Mr.  Fred- 
erick W.  Miebach. 

“Mr.  Royal  Ryan,  vice-president  and  director  of 
the  New  York  Convention  and  Visitors  Bureau, 
spoke  regarding  the  possibility  of  holding  the  1956 
American  Medical  Association  Convention  in  New 
York  City.  Dr.  Masterson  reported  that  a telegram 
had  been  received  advocating  holding  the  1956 
meeting  in  Chicago.  The  delegates  passed  a motion, 
made  by  Dr.  Kosmak  and  seconded  by  Dr.  Kenney, 
to  invite  the  American  Medical  Association  to  hold 
its  meeting  in  New  York  City  in  1956. 

“The  resolutions  which  the  House  of  Delegates  of 
this  Society  instructed  the  delegates  to  present  to 
the  House  of  Delegates  of  the  American  Medical 
Association  were  assigned  as  follows: 


Resolution  Introduced  by 

Revision  of  Intern  Program Dr.  Wertz 

Restudy  of  ‘Matching  Plan’  for 

Internships Dr.  Wertz 

Re-evaluation  of  Residency  and 

Postgraduate  Training Dr.  Azzari 

Professional  and  Administrative 

Audit  of  Hospitals Dr.  Flood 

Annual  Medical  Progress  Day Dr.  d’Angelo 

Ethical  Relationships  Between 

Physicians Dr.  Kenney 

Diminution  of  Medical  Services  by 
the  United  States  Veterans  Ad- 
ministration   Dr.  Bauckus 


“There  were  also  introduced  as  individuals,  by 
Dr.  Azzari,  a resolution  regarding  prescriptions  in 
code,  which  was  passed  making  them  unethical,  and, 
by  Dr.  Givan,  one  which  voiced  approval  of  the 
action  of  the  March  14  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

“At  our  meeting  on  the  evening  of  May  31  it  was 
voted  that  the  introducer  of  each  resolution  should 
appear  before  the  reference  committee  to  which  it 
was  referred.  Discussion  of  the  above  resolutions 
and  of  those  to  be  presented  by  other  state  medical 
societies  followed.  Possible  candidates  for  the  office 
of  president-elect  were  also  discussed.  The  meeting 
adjourned  at  10:15  p.m. 

“A  breakfast  meeting  of  the  delegation  was  held 
at  8:15  on  Thursday  morning,  June  4,  in  the  Janssen 
Room.  Drs.  Kenney,  Masterson,  Dattelbaum, 
Murray,  Aaron,  Azzari,  Wentworth,  d’Angelo,  Di 
Natale,  Anderton,  Wertz,  Flood,  Bauckus,  and 
Givan  were  present,  as  were  also  Drs.  Leo  F. 
Schiff  and  Floyd  S.  Winslow.  There  was  discussion 
of  the  candidacies  of  Drs.  Martin  and  Robbins  for 
the  office  of  president-elect.  The  candidacies  of  Dr. 
Sullivan  of  Massachusetts,  Dr.  Carl  H.  Gellenthien 
of  New  Mexico,  and  Dr.  John  J.  Masterson  of  New 
York  for  the  office  of  vice-president  were  also  dis- 
cussed.” 

Unfinished  Business 

A.M.A.  Meeting. — Dr.  J.  Stanley  Kenney  re- 
ported : 

“May  I have  the  privilege  of  the  floor  long  enough 
to  give  a brief  informational  report  of  the  convention 
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which  closed  at  noon  today.  I think  from  all  of  the 
reactions  I have  heard  from  not  only  the  delegates 
but  from  all  the  doctors  and  others  who  were  partici- 
pants in  the  convention,  this  has  been  one  of  the 
outstanding  conventions  in  the  history  of  the  Ameri- 
can Medical  Association.  There  has  been  general 
satisfaction  with  the  comforts  and  conveniences 
arranged  for  the  visitors.  There  has  been  a high 
quality  of  scientific  exhibits;  in  the  commercial 
and  technical  exhibits,  they  have  been  so  outstand- 
ing that  the  greatest  number  of  guests  ever  registered 
were  there. 

“I  can  give  you  the  figures  on  the  attendance  as 
published  in  the  daily  bulletin  of  the  American  Med- 
ical Association  today.  These  figures  were  up  to  six 
o’clock  last  night.  There  were  17,500  physicians 
registered,  which  exceeds  by  some  2,500  the  most 
recent  top  registration  which  took  place  at  the 
centennial  meeting  in  Atlantic  City.  In  addition  to 
that  the  guest  registration  was  21,000,  making  a 
record  total  of  some  38,500. 

“In  connection  with  the  press  there  were  180 
representatives  of  the  press,  magazines,  and  other 
public  relations  contacts.  The  arrangements  that 
were  made  for  the  Woman’s  Auxiliary  meeting  were 
outstanding  at  the  Statler,  and  Mrs.  William  Lavelle 
deserves  all  of  the  credit  for  it.  She  worked  early 
and  hard,  and  the  results  of  her  efforts  were  shown 
in  one  of  the  most  successful  conventions  the  women 
ever  had.  This  culminated  last  night  in  a dinner 
where  there  were  some  800  present  and  which  was 
addressed  by  Mrs.  Ivy  Baker  Priest,  the  new  treas- 
urer of  the  United  States. 

“I  will  give  you  the  detailed  report  on  expenditures 
at  the  meeting  in  September. 

“The  New  York  State  delegation  through  Dr. 
Masterson  invited  the  convention  to  New  York 
City  in  1956,  with  the  request  that  the  Board  of 
Trustees  reserve  decision  until  we  can  clear  with  the 
city  authorities  that  the  new  Convention  Hall  will 
be  assured.  Unless  that  materializes  we  are  com- 
pletely out  of  luck  because  the  Grand  Central  Palace 
has  been  taken  over  by  the  Federal  government.” 

A vote  of  thanks  was  extended  to  Dr.  Kenney  and 

his  very  efficient  committee  not  only  for  their 

efficiency  but  for  their  hospitality. 

New  Business 

Assistant  for  Dr.  Anderton. — Dr.  Masterson 
stated:  “Those  of  you  who  have  much  to  do  with 
the  work  of  our  headquarters  must  be  impressed 
with  the  enormous  burden  of  the  activities  of  our 
secretary.  You  can  well  imagine,  with  the  amount 
of  work  that  we  are  doing  here,  the  amount  of  work 
he  has  to  do,  because  most  of  our  resolutions  that 
are  passed  here  are  routed  through  his  office.  I 
think  the  Council  should  give  serious  consideration 
to  recommending  to  the  Board  of  Trustees  that  either 


a full-time  or  a part-time  assistant  be  given  to  Dr. 
Anderton  so  he  may  be  relieved  of  many  minute 
details. 

“I  am  tremendously  impressed  with  the  impor- 
tance of  this,  and  I move  that  it  be  referred  to  the 
Committee  on  Office  Administration  and  Policies 
to  implement.  There  is  a good  deal  of  consideration 
that  has  to  be  given  to  just  what  type  of  individual 
will  be  most  valuable,  and  I believe  that  committee 
can  give  such  consideration  much  better  than  the 
Council  as  a whole.” 

It  teas  so  voted. 

Appointments. — The  President  requested  approval 
of  the  following  appointments:  To  represent  this 
Society  at  the  meeting  of  the  New  York  State  Citi- 
zen’s Health  Council,  at  Geneva,  next  month: 
Dr.  Carlton  E.  Wertz,  Buffalo. 

As  Cochairman  of  the  Subcommittee  on  Scientific 
Exhibits  of  the  Convention  Committee:  Dr. 

Beverly  C.  Smith,  New  York  City. 

.As  a member  of  the  Subcommittee  on  Scientific 
Exhibits  of  the  Convention  Committee:  Dr.  J.  G. 
Fred  Hiss,  Syracuse. 

As  chairman  of  the  Council  Committee  on  Nurs- 
ing Education:  Dr.  Joseph  A.  Geis,  Albany. 

.As  a member  of  the  Public  Relations  Committee: 
Dr.  Henry  I.  Fineberg,  Jamaica. 

As  a member  of  the  Planning  Committee  for 
Medical  Policies:  Dr.  Walter  W.  Mott,  White 

Plains. 

.As  officers  of  the  new  Session  on  Legal  Medicine: 
Dr.  George  H.  Hv'slop,  New  York  City,  chairman; 
Dr.  Niels  C.  Klendshoj,  Buffalo,  secretary. 

.As  officers  of  the  Session  on  Physical  Medicine: 
Dr.  A.  David  Gurewitsch,  New  York  City,  chair- 
man; Dr.  Henry  V.  Morelewicz,  Buffalo,  secretary. 

As  officers  of  the  Session  on  History  of  Medicine: 
Dr.  Jerome  P.  Webster,  New  York  City,  chairman; 
Dr.  John  R.  Paine,  Buffalo,  secretary. 

Approval  was  granted. 

The  attention  of  the  Council  was  drawn  to  the 
fact  that  the  date  of  expiration  of  the  appointments 
on  the  Malpractice  Insurance  and  Defense  Board  of 
Dr.  Brady  and  Dr.  Lane  has  been  inadvertently 
reversed  in  the  published  list  of  that  committee, 
and  that  the  correct  date  of  expiration  of  Dr. 
Brady’s  term  is  1953  and  Dr.  Lane’s  is  1954,  and 
that  Dr.  Brady  therefore  was  reappointed  for  a 
term  of  five  years,  until  1958. 

Dr.  Eggston  stated  it  was  necessary  to  appoint 
advisory7  committees  in  electroshock  therapy,  plastic 
surgery7,  and  x-ray  therapy  to  the  Malpractice 
Insurance  and  Defense  Board.  He  asked  permission 
to  reappoint  the  members  who  served  on  these 
commmittees  previously. 

Permission  was  granted. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


COUNCIL  COMMITTEES— 195  3-1954 


Constitution  and  Bylaws 

Frederick  W.  Williams,  Bronx,  chairman 
Norman  C.  Lyster,  Norwich 
Homer  L.  Nelms,  Albany 
James  R.  Reuling,  Bayside,  adviser 


Convention 

Thomas  M.  d’Angelo,  Jackson  Heights,  chairman 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
Thomas  E.  Alexander,  New  York  City,  adviser 
[Continued  on  page  2402] 
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provides 
continuous 
maintained 
gastric  anacidity 

required  J 
for 

rapid  healing 


RESTING  '/<  Vi  V,  1 hr  1'/.  V/,  IV,  2hr  2'/.  IV,  21/.  3hr  31/. 
JUICE 


90  (-327) 
80 (-292) 
70  (-2551 
60  (-2191 
50  1-1821 
40  (-1461 
30  (-109) 
20  (-073) 
N 10  (-036) 
16  Na  0Hl%HCI) 


GASTRIC  ANALYSIS.  Superimposed  gruel 
fractional  test-meal  curves  of  five  patients  with 
peptic  ulcer. 


1 


RESTING  '/.  V,  V,  lhf  W,  IV,  IV.  2hr  2 y,  IV,  2if  3hr  31/. 
JUICE 

90  (-327) 

:80  (-292) 

.70  (-255) 

160  (-219) 

'50  1-182) 

40  1-146) 

301-109) 

20  (-073) 

N 10  (-036) 

16  Na  OH(KHCI) 


in  peptic  ulcer 

Nulacin 


^Nulacin  quickly  and  conveniently 
achieves — in  the  ambulant  patient — the 
intragastric  state  most  conducive  to  con- 
tinued freedom  from  pain  and  to  rapid 
ulcer  healing.1- 2 

It  accomplishes  this  desirable  objective 
— maintained  anacidity  — because  the 
tablet  is  not  chewed  but  is  allowed  to  re- 
main in  the  mouth  and  dissolve  slowly. 

Its  contained  antacids  thus  are  released 
slowly,  at  a rate  sufficient  to  neutralize 
virtually  all  HC1  as  it  is  formed. 

Because  of  this  maintained  anacidity 
patients  report  a sense  of  well-being  not 
experienced  with  other  antacid  medica- 
tions. 

Each  tablet,  prepared  from  milk 
combined  with  dextrins  and  maltose,  in- 
corporates magnesium  trisilicate,  3.5  gr., 
magnesium  oxide,  2.0  gr.,  calcium  carbo- 
nate, 2.0  gr., magnesium  carbonate, 0.5  gr., 
ol.  menth.  pip.,  q.s.  The  palatable  taste 
of  Nulacin  meets  with  immediate  patient 
acceptance. 

In  active  ulcer  flare-ups,  two  to  three 
tablets  per  hour,  starting  one-half  to  one 
hour  after  each  meal,  are  prescribed. 
During  quiescent  periods,  the  suggested 
dosage  is  two  tablets  between  meals. 

Indicated  in  active  and  quiescent  pep- 
tic ulcer,  gastritis,  gastric  hyperacidity. 
Available  through  all  pharmacies  in  tubes 
of  25  tablets. 


1.  Douthwaite,  A.  H.,  and  Shaw,  A.  B.:  The  Control  of 
Gastric  Acidity,  Brit.  M.  J.  2:180  (July  26)  1952. 

2.  Douthwaite,  A.  H.:  Medical  Treatment  of  Peptic  Ulcer, 
M.  Press  227:195  (Feb.  27)  1952. 


H0RLICKS  CORPORATION 

RACINE,  WISCONSIN 


GASTRIC  ANALYSIS  . Same  patients,  two  days 
later,  showing  the  neutralizing  effect  of  sucking 
Nulacin  tablets  (three  an  hour). 


Pharmaceutical  Division 
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Arrangements  Subcommittee 

William  B.  Rawls,  New  York  City,  chairman 

William  H.  Barlow,  Staten  Island 

William  Benenson.  Flushing 

Louis  Berger,  Brooklyn 

Fred  R.  Bromberg,  Bay  Shore 

Norton  S.  Brown.  New  York  City 

Henry  L Fineberg.  Jamaica 

Arthur  A.  Fischl,  Long  Island  City 

John  M.  Galbraith.  Glen  Cove 

Reid  R.  Heffner,  New  Rochelle 

E.  Kenneth  Horton,  Rockville  Centre 

Frank  La  Gattuta,  Bronx 

Kenneth  M.  Lewis.  New  York  City 

John  G.  Masterson.  Franklin  Square 

Charles  F.  McCarty,  Brooklyn 

Peter  M.  Murray,  New  York  City 

William  A.  Newlands.  Tarrytown 

James  Poulton.  Staten  Island 

Charles  Sandler.  Bronx 

George  Schwartz,  New  York  City 

Beverly  C.  Smith,  New  York  City 

Robert  L.  Yeager,  Pomona 

Mrs.  Thomas  M.  d’ Angelo.  Flushing 

Mrs.  Ezra  A.  Wolff.  Forest  Hills 

Banquet 

J.  Stanley  Kenney.  New  York  City,  chairman 
DuMont  Elmendorf,  New  York  City 
Seymour  Fiske.  New  York  City 
John  H.  Garlock.  New  York  City 

D.  Ress  Jensen.  New  York  City 
Mrs.  Colgate  Phillips,  Bronxviile 
Frank  J.  Borrelli,  New  York  City 

Publicity 

Harry  P.  Smith.  New  York  City,  chairman 
Frederick  W.  Miebach.  New  Y ork  City,  adviser 
Mrs.  William  J.  Lavelle.  Astoria 
Phillip  D.  Mien.  New  York  City 
Charles  F.  McCarty,  Brooklyn 

Reception 

Margaret  M.  Loder.  Rye.  chairman 
Eugene  H.  Coon.  Hempstead 
Gerald  D.  Dorman,  New  Y'ork  City 
Harold  J.  Dunlap,  New  Rochelle 
Thomas  F.  McCarthy.  Bronx 
William  C.  Rausch,  Albany 
Laurence  D.  Redway.  Ossining 
Leon  H.  Smith.  Buffalo 
W.  Guernsey  Frey.  Jr.,  New  York  City 

Room  Assignments  and  Equipment 
W.  Laurence  Whittemore,  New  York  City, 
chairman 

J.  Lewis  Amster,  Bronx 

.Alfred  A.  Angrist,  Jamaica 

Herbert  Berger.  Staten  Island 

Michael  Bevilaequa,  Jamaica 

Charles  M.  Brane.  Yonkers 

William  G.  Cahan,  New  York  City 

Frank  J.  Cerniglia.  Queens 

Peter  J.  Dulligan.  Brooklyn 

Samuel  Z.  Freedman,  New  York  City 

Alfred  M.  Heilman.  New  York  City 

William  P.  Kelly,  Carmel 

Joseph  E.  J.  King,  Bronxviile 

.Aaron  Kottler.  Brooklyn 

James  A.  Lynch.  Bronx 

.Alfred  S.  Moscarella.  Spring  Valley 

Grant  Sanger.  Mount  Kisco 

Jacob  Taub.  Bronx 

Paul  M.  Traub,  Newburgh 

Motion  Picture  Subcommittee 

Colgate  Phillips.  Bronxviile,  chairman 

E.  Dean  Babbage,  Buffalo 


William  P.  Corriero.  Brooklyn 
Felix  Ottaviano,  Oneida 
Robert  L.  Yeager.  Pomona 
Leo  Schwartz.  New  York  City 
Scientific  .4  wards  Subcommittee 

Charles  D.  Post.  Syracuse,  chairman 
.Albert  F.  R.  Andresen,  Brooklyn 
Morris  Maslon,  Glens  Falls 
Scientific  Exhibits  Subcommittee 

William  L.  Watson.  New  York  City,  chairman 
Beverly  C.  Smith.  New  York  City,  cochairman 
John  J.  Clemmer.  .Albany 
Maurice  J.  Costello,  New  York  City 
Harold  B.  Davidson,  New  Y ork  City 
Shirley  C.  Fisk.  New  Y ork  City 
Ernest  Witebsky,  Buffalo 
Ramsay  Spillman.  New  York  City 
J.  G.  Fred  Hiss.  Syracuse 
Scientific  Program  Subcommittee 

Alfred  P.  Ingegno.  Brooklyn,  chairman 
Julius  E.  Stolfi.  Brooklyn,  associate  chairman  for 
general  sessions 

Bernard  J.  Pisani.  New  Y'ork  City,  associate 
chairman  for  postgraduate  lectures 
William  Dock.  Brooklyn,  associate  chairman  for 
round-table  d iscussions 

Committee  personnel  also  includes  chairmen  of 
scientific  sections  and  sessions 
Television  Subcommittee 

Lester  L.  Coleman,  New  York  City,  chairman 
John  H.  Talbott,  Buffalo 
Samuel  Zwerling.  Brooklyn 
Dental  Health  (Joint  Committee  of  State  Medical 
and  Dental  Societies) 

Medical  Society  of  the  State  of  New  York 
Fred  S.  Dunn,  New  Y ork  City,  chairman 
Robert  M.  McCormack.  Rochester 
Douglas  B.  Parker,  New  Y ork  City 
Dental  Society  of  the  State  of  A etr  York 
Charles  W.  Pankow.  Buffalo,  chairman 
Fa  rip  M.  Crysler.  Watertown 
William  F.  Harrigan.  Rockville  Centre 

Economics 

Renato  J.  Azzari.  Bronx,  chairman 
Arthur  H.  Diedrick.  Port  Chester 
Gerald  B.  Manley.  Geneseo 
Medical  Expense  Insurance  Subcommittee 
Carlton  E.  Wertz.  Buffalo,  chairman 
Leo  E.  Gibson.  Syracuse 
Chas.  Gordon  Heyd.  New  Y ork  City 
C.  Otto  Lindbeck.  Jamestown 
William  J.  McAuliffe,  Cortland 
Fred  M.  Miller.  Etica 
Lyle  A.  Sutton.  .Albany 
Matthew  E.  Fairbanks.  Rochester 
George  P.  Farrell.  New  Y'ork  City,  adviser 
Public  Medical  Care  Subcommittee 

Scott  Lord  Smith.  Poughkeepsie,  chairman 
William  G.  Childress,  Y'alhalla 
William  E.  Gazeley.  Schenectady 
Charles  D.  Post.  Syracuse 
Roswell  L.  Schmitt.  Middletown 

Ethics,  Questions  on 

Thurman  B.  Givan,  Brooklyn,  chairman 
Frank  LaGattuta.  Bronx 
Ezra  A.  Wolff,  Forest  Hills 

Finance 

Maurice  J.  Dattelbaum.  Brooklyn,  chairman 
Thomas  M.  d’.Angelo,  Jackson  Heights 
Frederic  W.  Holcomb.  Kingston 

[Continued  on  psee  24041 


2403 


The  value  of 

® 

in  ulcerative  colitis 

| BRAND  OF  SALICYLAZOSULFAPYRIDINE 


1.  J.  A.  M.  A.  151 
( 1953)  :5,  p.  366 

2.  Postgraduate  Med.  J. 
10(1951).  p.  317 


becomes  more  and  more  evident.  Recently  Morrison1  reported  excellent 
results,  confirming  the  opinion  of  Bargen2  and  others.  In  the  New  York 
State  Journal  of  Medicine,  53:1543-1547,  July  1,  1953,  Pelner,  Louis,  and 
Waldman,  Samuel:  in  a paper  dealing  with  adrenal  cortex  therapy  in  acute 
diseases  of  the  liver,  state  that  three  of  their  patients  with  ulcerative  colitis 
showed  great  improvement  when  Azulfidine  (formerly  Azopyrin)  was  added  to 
the  adrenal  cortex  therapy.  "The  combined  treatment  was  singularly  effective.” 


Literature  sent  on  request. 


PHARMACIA  LABORATORIES,  INC. 

Executive  Offices:  270  Park  Avenue,  New  York  17,  N.  Y. 

Sales  Offices:  300  First  Street,  N.  E.,  Rochester,  Minn. 


Physicians’  Home 

63  EAST  84th  STREET 
New  York  City 


is  extending  financial  aid  to  elderly 
Doctors,  their  wives  and  widows 
throughout  the  State.  Your  contribution 
will  enhance  The  Home’s  usefulness. 

DR.  BEVERLY  C.  SMITH,  President 
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Hospital  and  Professional  Relations 

Harold  F.  Brown,  Buffalo,  chairman 
Joseph  E.  Corr.  New  York  City 
Carlton  F.  Potter,  Syracuse 

Hospital  and  Professional  Relations  Advisory 
Subcommittee 

M.  J.  Fein,  New  York  City,  laboratories 
Paul  M.  Wood,  New  York  City,  anesthesia 
Madge  C.  L.  McGuinness,  New  York  City, 
physical  medicine 

E.  Forrest  Merrill,  Rochester,  radiology 
Stuart  F.  MacMillan,  Schenectady,  surgery 
Elton  R.  Dickson,  Binghamton,  general  practice 
James  E.  Me  As  kill,  Watertown,  ophthalmology, 
and  otorhinolaryngology 
H.  Leonard  Schlesinger,  Plattsburgh,  urology 
Norman  S.  Moore,  Ithaca,  internal  medicine 
Gerald  D.  Dorman,  New  York  City,  internal 
medicine 

Industrial  Health 

Peter  J.  Di  Natale,  Batavia,  chairman 
.Anthony  A.  Lanza,  New  York  City 
Melvin  N.  Newquist,  New  York  (Sty 

Legislation 

James  Greenough,  Oneonta,  chairman 
James  A.  Lynch,  Bronx,  vice-chairman 
Jurgens  H.  Bauer,  Syracuse 
James  H.  Arseneau,  Lyons 
Elton  R.  Dickson,  Binghamton 
Thomas  O.  Gamble,  Albany 
Edwin  Jameson,  Saranac  Lake 
Keith  B.  Preston,  Utica 
William  S.  Norton,  New  York  City 
Joseph  A.  Lane.  Rochester 
Aaron  Kottler,  Brooklyn 
George  J.  Lawrence.  Flushing 
George  A-  Howley,  Bronx 
John  M.  Galbraith,  Glen  Cove 
Edwin  McD.  Stanton,  Schenectady 
Henry  W.  Kaessler,  Bronxville 
Irwin  E.  Siris,  New  York  City 
John  C.  Brady,  Buffalo 
J.  Stanley  Kenney,  New  York  City 

Medical  Licensure  and  Medical  Service 

Leo  E.  Gibson,  Syracuse,  chairman 
John  N.  Dill.  Yonkers 
Ivan  N.  Peterson,  Owego 
Stiles  D.  Ezell,  Albany,  adviser 
Rural  Medical  Service  Subcommittee 

Denver  M.  Vickers,  Cambridge,  chairman 
Richard  P.  Bellaire,  Saranac  Lake 
Glenn  C.  Hatch,  Penn  Yan 
Leonard  J.  Sehiff,  Plattsburg 
Thomas  M.  Watkins,  Potsdam 
Granville  W.  Larimore,  Alban}-,  adviser 

Nursing  Education 

Joseph  A.  Geis,  Albany,  chairman 
Elton  R.  Dickson,  Binghamton 
Louis  M.  Rousselot,  New  York  City 

Office  Administration  and  Policies 
John  J.  Masterson,  Brooklyn,  trustee,  chairman 
W.  P.  Anderton,  New  York  City,  secretary 
Maurice  J.  Dattelbaum,  Brooklyn,  treasurer 
Dan  Mellen,  Rome,  president-elect 
Leo  F.  Sehiff,  Plattsburg,  trustee 
Thomas  E.  Alexander,  New  York  City,  adviser 

Pharmaceutical  Association  of  New  York  State  and 
Medical  Society  of  the  State  of  New  York, 
Joint  Committee 

Medical  Society 

Frederick  Schroeder,  Brooklyn,  chairman 


Eli  A.  Leven.  Rochester 
L.  Maxwell  Loclde,  Buffalo 
Pharmaceutical  Association 

Mr.  Nicholas  S.  Gesoalde.  New  York  City 
Mr.  Calvin  Bereer.  New  York  City 
Mr.  John  F.  O'Brien,  North  Tonawanda 

Publication 

John  J.  Masterson,  Brooklyn,  chairman 
Laurance  D.  Redway,  Ossining,  editor 
W.  P.  Anderton,  New  York  City,  secretary 
Maurice  J.  Dattelbaum,  Brooklyn,  treasurer 
Norman  S.  Moore,  Ithaca,  assistant  editor 
George  W.  Kosmak,  New  York  City,  editor 
emeritus 

Thomas  E.  .Alexander,  New  York  City,  adviser 
Subcommittee  on  History  of  the  Medical  Sonet y of 
the  Stale  of  Neu>  York 

Frederic  D.  Zeman,  New  Y’ork  City,  chairman 

Public  Health  and  Education 

Theodore  J.  Curphey,  Forest  Hills,  chairman 

A.  H.  .Aaron,  Buffalo 

Charles  D.  Post,  Syracuse 

Herman  E.  Hilleboe,  Albany,  adviser 

John  F.  Mahoney,  New  York  City,  adviser 

Cancer  Subcommittee 

William  L.  Watson,  New  York  City,  chairman 
Dwight  V.  Needham.  Syracuse 
John  G.  Masterson,  Franklin  Square 
James  Craig  Potter.  Rochester 
John  S.  Fitzgerald,  Utica 
Samuel  Sanes,  Buffalo 
William  L.  Watson,  New  York  City 
Charles  S.  Cameron.  New  York  City 
Paul  R.  Gerhardt,  .Albany 
Victor  C.  Jacobsen,  Troy 
Diabetes  Subcommittee 
Leonard  J.  Sehiff,  Plattsburg,  chairman 
Frederick  W.  Williams.  Bronx 
Edwin  W.  Gates,  Niagara  Falls 
Charles  B.  F.  Gibbs,  Rochester 
Henry  E.  Marks,  New  York  City 
Film  Review  Subcommittee 

John  L.  Morris,  Rochester,  chairman 
Kenneth  B.  Olson.  Albany 
Beverlv  C.  Smith,  New  York  City 
Granville  W.  Larimore,  Albany,  adviser 
General  Practice  Subcommittee 

Floyd  C.  Bratt.  Rochester,  chairman 

Louis  Bush.  Baldwin 

Du  Mont  F.  Elmendorf,  New  York  City 

Seymour  Fiske,  New  York  City 

Gregory  A.  Galvin,  Ithaca 

Leon  F.  Roper,  Belmont 

Norman  C.  Lyster,  Norwich 

Geriatrics  Subcommittee 

Frederic  D.  Zeman,  New  York  City,  f/uiirman 
C.  Ward  Crampton.  New  York  City 
John  L.  Edwards,  Hudson 
Merwin  E.  Marsland.  Mamaroneck 
Vrooman  S.  Higby,  Bath 
Hard  of  Hearing  and  the  Deaf  Subcommittee 
Edmund  P.  Fowler,  New  York  City,  chairman 
Charles  A.  .Anderson.  Brooklyn 
Greydon  G.  Boyd,  New  York  City 
Gordon  D.  Hoople,  Syracuse 
C.  Stewart  Nash.  Rochester 
Clarence  D.  O'Connor,  New  York  City,  adriser 
Mrs.  Eleanor  C.  Ronnei,  New  York  City,  adviser 
Heart  Disease  Subcommittee 

George  M.  Wheatley,  New  York  City,  chair- 
man 

J.  G.  Fred  Hiss,  Syracuse 
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PREFERRED  local  anesthesia 


Stocked  by  leading  wholesale 
druggists  and  surgical  supply 
houses  as  a %%»  1%  or  2% 
solution  without  Epinephrine 
and  with  Epinephrine  1 :100,- 
000.  2%  solution  is  also  sup- 
plied with  Epinephrine 
1:50,000.  Ail  solutions  dis- 
pensed in  50cc.  and-  20cc. 
multiple  dose  vials,  packed 
SxSOcc.  or  5x20cc.  to  a carton. 


Xylocaine®  Hydrochloride  (Astra) 
merits  special  consideration  by  the  busy 
anesthesiologist  and  surgeon.  Profound 
in  depth  and  extensive  in  spread,  its 
well-tolerated  effect  is  more  significantly 
measured  by  the  time  saved  through  its 
remarkably  fast  action,  by  which  so 
much  normally  wasted  “waiting  time” 
is  converted  to  productive  “working 
time”. 


XYLOCAINE®  HCL 

Pronounced  Xi  lo'cain 

(Brand  of  lidocaine  *HCL) 

AN  AQUEOUS  SOLUTION 

A 4th  dimensioned  approach 
to  preferred  local  anesthesia 


Bibliography  available  on  request 

ASTItA  PHARMACEUTICAL  PRODUCTS,  INC. 
WORCESTER,  MASS.  U.S.A. 

'U.S.  Patent  No.  2.441,498 
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Frederick  L.  Landau,  Bronxville 
Morris  E.  Missal.  Rochester 
Maternal  and  Child  Welfare  Subcommittee 
Charles  A.  Gordon.  Brooklyn,  chairman 
Ralph  L.  Barrett.  New  York  City 
Edward  C.  Hughes.  Syracuse 
William  J.  Orr.  Buffalo 
Frederick  H.  Wilke,  New  York  City 
Thurman  B.  Givan,  Brooklyn 
James  K.  Quigley,  Rochester 
Eugene  R.  Duggan.  Rochester 
Michael  F.  Mogavero.  Buffalo 
Regional  Chairmen  in  Obstetrics  and  Pediatrics 
Region  1:  New  York,  Richmond,  Bronx 

Obstetrics — R.  Gordon  Douglas,  New  York 

City 

Pediatrics — Harry  Bakwin.  New  York  City 
Region  2:  Kings,  Queens.  Nassau.  Suffolk 
Obstetries — Charles  W.  Mueller.  Brooklyn 
Pediatrics — Charles  A.  Weymuller.  Brooklyn 
Region  3:  Westchester,  Rockland.  Dutchess. 

Putnam,  Orange 

Obstetrics — Waring  Willis.  Bronxville 
Pediatrics — Edward  A.  Hardy.  Mount  Vernon 
Region  4:  Schenectady.  Fulton.  Montgomery. 

Schoharie.  Greene,  lister 
Obstetrics — William  M.  Mallia.  Schenectady 
Pediatrics — Herbert  B.  Johnson.  Kingston 
Region  5:  Albany,  Washington.  Saratoga. 

Columbia.  Warren.  Rensselaer 
Obstetrics — Joseph  O’C.  Kieman.  Albany 
Pediatrics — Hugh  F.  Leahy.  Albany 
Region  6:  Clinton,  Essex.  Franklin.  St.  Lawrence 
Obstetrics — Elmer  Wessell,  Plattsburg 
Pediatrics — I.  Robert  Wood.  Plattsburg 
Region  7:  Jefferson.  Lewis.  Herkimer,  Hamilton 
Obstetrics — Wendell  D.  George,  Watertown 
Pediatries — H.  Louis  George.  Watertown 
Region  S:  Onondaga.  Oswego.  Oneida.  Madison. 
Con  land.  Cayuga 

Obstetrics — -Edward  C.  Hughes,  Syracuse 
Pediatrics — Tyree  C.  Wyatt,  Syracuse 
Region  9:  Broome.  Tioga.  Chenango.  Otsego. 

Delaware.  Sullivan 

Obstetrics — Milton  A.  Carvalho.  Binghamton 
Pediatrics — John  B.  Burns.  Binghamton 
Region  10:  Monroe,  Orleans.  Wayne.  Lvingston, 
Ontario,  Yates 

Obstetrics — Ward  L.  Ekas.  Rochester 
Pediatries — Paul  Beaven,  Rochester 
Region  11:  Chemung.  Schuyler,  Steuben,  Tomp- 
kins. Allegany 

Obstetrics — R.  Scott  Howland.  Elmira 
Pediatrics — George  R.  Murphy.  Elmira 
Region  12:  Erie,  Niagara.  Chautauqua.  Catta- 

raugus. Genesee.  'Wyoming 
Obstetrics — Lewis  F.  McLean,  Buffalo 
Pediatrics — William  J.  Orr,  Buffalo 
Menial  Hygiene  Subcommittee 

S.  Bernard  Wortis.  New  York  City,  chairman 
Lewis  I.  Sharp.  New  York  City 
Curtis  T.  Prout.  White  Plains 
Harry  A.  Steckel.  Syracuse 
George  R.  La  vine.  Rochester 
Physical  Medicine  and  Rehabilitation  Subcommittee 
Willis  M.  Weeden,  New  York  City,  chairman 


Arthur  S.  Abramson.  Bronx 
John  W.  Ghormley,  Albany 
Alfred  L.  Lane,  Rochester 
Donald  G.  MacElroy,  Schenectady 
George  M.  Raus,  Syracuse 
William  B.  Snow,  New  York  City 
Cerebral  Palsy  Subcommittee 

George  G.  Deaver,  New  York  City,  chairman 
Austin  J.  Canning,  West  Ha  verst  raw 
Russell  P.  Schwartz.  Rochester 
School  Health  Subcommittee 

William  Elmer  Ay  ling,  Syracuse,  chairman 

Edgar  Bieber.  Dunkirk 

Joseph  A.  Gets,  Albany 

Fairfax  Hall.  New  Rochelle 

Jean  Pakter.  New  York  City 

Alfred  Yankauer,  Albany 

Public  Relations 

Floyd  S.  Winslow.  Rochester,  chairman 

Clarke  T.  Case.  Utica 

Walter  Cane.  Hempstead 

Reid  R.  Heffner,  New  Rochelle 

Arthur  AI.  Master.  New  York  City 

John  C.  McClintoek.  Albany 

John  D.  Naples.  Buffalo 

Kenneth  T.  Rowe.  Homell 

Cornelius  F.  Ryan.  Oneonta 

Edward  Siegel.  Plattsburg 

Henry  I.  Fineberg.  Jamaica 

Veterans  Administration,  Liaison  with 
Herbert  H.  Bauckus.  Buffalo,  chairman 
Francis  O.  Harbach.  Syracuse 
George  Schwartz.  New  York  City 
James  R.  Reuling.  Bayside 
Frederick  S.  Wetherell.  Syracuse 
Harry  Golembe.  Liberty 
George  A.  Burgin.  Littie  Falls 

War  Memorial  (Trustees  Committee) 

Edward  R.  Cunniffe.  Bronx,  chairman 

Walter  W.  Mott.  White  Plains 

Leo  F.  Schiff.  Plattsburg 

Maurice  J.  Dattelbaum.  Brooklyn,  ex  officio 

Woman’s  Auxiliary,  Advisory  to 

Edward  T.  Wentworth.  Rochester,  chairman 
Thomas  M.  d'Angelo.  Jackson  Heights 
Harry  I Norton.  Rochester 

Workmen’s  Compensation 

Gerald  D.  Dorman,  New  York  City,  chairman 
Earl  C.  Waterbury.  Newburgh 
George  H.  O'Kane.  New  York  City' 

A.  W.  Martin  Marino.  Brooklyn 
Irving  L.  Ershler.  Syracuse 
Herbert  M.  Bergamini.  Lake  Placid 
Robert  W.  O'Connor,  Buffalo 
George  C.  Ferguson.  .Amsterdam 
.Arthur  E.  Corwith.  Bridgehampton 
Charles  D.  Squires.  Binghamton 
Joseph  P.  Henry.  Rochester 
Guy  S.  Philbrick.  Niagara  Falls 
Stanley  E.  Alderson.  Albany 
Joseph  A.  Wintermantel.  Olean 
David  J.  Kaliski.  New  York  City,  adviser 


SPECIAL  COMMITTEES 

Constitution  and  Bylaws  Alcoholism,  Problems  of 

A.  H.  Aaron.  Buffalo,  chairman  Harold  W.  Lovell.  New  York  City,  chairman 

Thomas  O.  Gamble.  Albany  Henry  E.  McGarvey.  Bronxville 

James  R.  Reuling,  Bayside  [Continoed  on  2408] 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Fall  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1 95 1 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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COUNCIL  MINUTES 


[N.  Y.  State  J.  M. 


[Continued  from  page  2406] 

John  L.  Norris,  Rochester 
Milton  G.  Potter,  Buffalo 
Marvin  A.  Block,  Buffalo 
John  D.  Thompson.  Syracuse 
Newton  J.  T.  Bigelow,  Albany,  ad  riser 
Joseph  C.  Horan,  New  York  City 

American  Medical  Education  Foundation 

William  C.  Rausch,  Albany,  chairman 
Daniel  S.  Cunning.  New  York  City 
John  L.  Edwards.  Hudson 
William  J.  Orr,  Buffalo 
William  E.  Pelow,  Syracuse 
Edwin  P.  Russell.  Rome 

Blood  Banks  Commission 

Andrew  A.  Eggston,  New  York  City 
Dan  Mellen,  Rome 
Theodore  J.  Curphey,  Forest  Hills 
Floyd  S.  Winslow,  Rochester 
Samuel  Sanes,  Buffalo 
Herbert  Brown.  Rochester 
William  Markel.  New  York 
Lester  J.  I nger.  New  York  City 
John  Scudder.  New  York  City 
Ernest  Witebsky.  Buffalo 
Quentin  Jones.  Utica 
John  J.  Clemmer,  Albany 
Herman  E.  Hilleboe.  Albany 
Jacob  Geiger,  New  York  City 

Executive  Committee  of  the  Council 

.Andrew  A.  Eggston,  New  York  City,  president 
Dan  Mellen,  Rome,  president-elect 
W.  P.  Anderton,  New  York  City,  secretary 
Maurice  J.  Dattelbaum.  Brooklyn,  treasurer 
Edward  T.  Wentworth,  Rochester,  past-president 
Leo  E.  Gibson,  Syracuse,  councillor 
Renato  J.  Azzari.  Bronx,  councillor 

Malpractice  Insurance  and  Defense  Board 

Christopher  Wood.  White  Plains,  chairman 

Joseph  A.  Lane,  Rochester 

Thomas  M.  d Angelo.  Jackson  Heights 

Charles  Gordon  Heyd,  New  York  City 

Leo  F.  Schiff.  Plattsburg 

John  F.  Kelley.  Utica 

John  C.  Brady,  Buffalo 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum.  Brooklyn 

William  F.  Martin,  New  York  City 

Harry  F.  Wanvig.  New  York  City,  secretary 

Medical  Defense 

J.  G.  Fred  Hiss.  Syracuse,  chairman 
Harold  Bishop.  Chappaqua 
Edward  A.  Burkhardt.  New  York  City 
Theodore  J.  Curphey,  Forest  Hills 
Joseph  W.  Howland.  Rochester 
Herman  E.  Hilleboe.  Albany 
John  J.  Masterson,  Brooklyn 
Abraham  M.  Rabiner.  Brooklyn 
Solomon  Schussheim,  Brooklyn 
Stuart  A.  Winning,  Ogdensburg 
Edward  T.  Wentworth,  Rochester 
Warriner  Woodruff.  Saranac  Lake 
Floyd  S.  Winslow.  Rochester 
James  E.  McAskill.  Watertown 

Nominating  Committee 

Carlton  E.  Wertz,  Buffalo,  chairman 
Ralph  T.  B.  Todd.  Tarrytown 
Joseph  H.  Cornell.  Schenectady 


Joseph  G.  Zimring,  Long  Beach 
James  E.  McAskill,  Watertown 
Thurman  B.  Givan.  Brooklyn 
Albert  Yander  Veer,  II,  Albany 
R.  Scott  Howland,  Elmira 
Samuel  A.  Munford.  Clifton  Springs 
.Alfred  M.  Heilman,  New  York  City 
James  R Reuling.  Bayside 

Planning  Committee  for  Medical  Policies 

Peter  J.  Di  Natale,  Batavia,  chairman 
Andrew  A.  Eggston,  New  York  City,  president 
Dan  Mellen.  Rome,  president-elect 
W.  P.  Anderton,  New  York  City,  secretory 
Frederic  W.  Holcomb.  Kingston,  speaker 
Walter  W.  Mott,  White  Plains,  trustee 
George  Schwartz,  New  York  City 
Edward  F.  Shea.  Kingston 
Leonard  J.  Schiff.  Plattsburg 
.Arthur  F.  Gaffney,  Clinton 
Norman  S.  Moore,  Ithaca 
Theodore  B.  Steinhausen,  Rochester 
John  F.  Rogers.  Poughkeepsie 
John  J.  Bourke,  Albany,  consultant 
Permanent  Headquarters  Subcommittee 
Dan  Mellen.  Rome,  chairman 
Maurice  J.  Dattelbaum,  Brooklyn 
Peter  J.  Di  Natale,  Batavia 
Norman  C.  Moore,  Ithaca 
Walter  W.  Mott,  White  Plains 
Edward  F.  Shea,  Kingston 

Prize  Essays 

R.  Townley  Paton.  New  York  City,  chairman 
Da  rid  Kimball  Miller.  Buffalo 
Leo  F.  Simpson,  Rochester 

General  Practice 

-Arthur  M.  Master.  New  York  City,  chairman 
Samuel  A.  Garlan.  New  York  City 
Franklyn  B.  .Amos,  Albany 

Unprofessional  Conduct 

.Andrew  A.  Eggston.  New  York  City,  chairman 

Theodore  J.  Curphey,  Forest  Hills 

Thurman  B.  Givan,  Brooklyn 

Frederic  W.  Holcomb,  Kingston 

John  J.  Masterson,  Brooklyn 

E>an  Mellen.  Rome 

Edward  T.  Wentworth,  Rochester 

Stiles  D.  Ezell,  .Albany 

William  F.  Martin.  New  York  City 

Representatives  to  Advisory  Committees  (to  Chap- 
ters of  the  Student  A.M.A.) 

Thomas  O.  Gamble,  Albany,  Albany  Medical 
College 

Kenneth  M.  Lewis,  New  York  City.  College  of 
Physicians  and  Surgeons  of  Columbia  University 
William  H.  Cassebaum.  New  York  City,  Cornell 
University,  Medical  College 
John  F.  MacGuigan.  New  York  City,  .Yctr  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals 

Thomas  M.  d Angelo,  Jackson  Heights,  .Yctr  York 
University  College  of  Medicine 
Alfred  P.  Ingegno,  Brooklyn,  State  University  of 
New  York  College  of  Medicine,  at  New  York  City 
William  W.  Street,  Syracuse.  State  University  of 
New  York  College  of  Medicine,  at  Syracuse 
William  J.  Orr,  Buffalo,  University  of  Buffalo 
School  of  Medicine 

Gordon  Hemmett,  Rochester.  University  of 
Rochester  School  of  Medicine 
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AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamercy  7-5504 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MancU  School  254  W.  54St-N  y c 

Circle  7-3434 

. Licensed  by  the  State  of  New  York  ________ 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Pcii/Ucia  Z&Cf&dif — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Buy  Savings  Bonds 


for  the  successful  frreatment^pf  . . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°u  , 


DOME  CHEMICALS  INC.  tf.V vVX\f  ft ?! 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 

DOMEBORO — Tablets  . Powder  • Packets  • Ointment 


r/Sr, 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modifled  "Unna’s  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


THE  DOCTOR  IN 
CIVIL  DEFENSE 


Medical  Defense  Committee  of  the  Medical  Society  of  the  State  of  New 
York  and  the  Office  of  Medical  Defense,  New'  York  State  Department 

of  Health 

J.  G.  Fred  Hiss,  M.D.,  Syracuse,  New  York,  Editor 


TRAINING  MEDICAL  AIDES  FOR  EMERGENCY  MEDICAL  SERVICES 


If  New  York  State  should  be  attacked  with  atom 
bombs  today  or  tomorrow,  thousands  of  people 
might  die  for  lack  of  medical  care.  There  just 
are  not  enough  doctors  and  nurses  in  the  State  to 
care  for  all  who  would  be  injured.  To  solve  this 
problem  and  provide  a more  adequate  emergency 
medical  service  for  the  people  of  the  State,  civil 
defense  jurisdictions  will  start  this  fall  to  train 
thousands  of  volunteers  to  be  medical  aides. 

Since  they  will  be  working  with  medical  aides  in  a 
disaster  situation,  it  is  important  that  doctors  learn 
beforehand  the  training  medical  aides  will  receive 
and  what  may  be  expected  of  them.  Medical  aides 
will  be  trained  to  go  into  the  field  and  locate  the 
injured,  to  give  emergency  lifesaving  first  aid,  to 
carry  the  injured  to  aid  stations,  and  to  direct  the 
work  of  untrained  volunteers.  They  will  be  trained 
to  help  in  the  operation  of  aid  stations  and  hospitals 
and  to  help  doctors  and  nurses  give  emergency 
medical  care.  They  will  learn  how  to  transport  the 
injured  and  how  .to  serve  as  medical  clerks. 

There  will  be  four  stages,  called  classes,  in  the 
training  of  medical  aides:  orientation,  first  aid.  aid 
stations  training,  and  advanced  training  as  a hos- 
pital aide,  medical  clerk,  or  transport  dispatcher. 
These  classes  are  indicated  by  armband  insignia. 
A fourth  class  medical  aide,  with  MA4  on  his  arm- 
band,  is  a new  volunteer  who  has  just  enrolled  and 
may  or  may  not  have  completed  orientation.  A 
third  class  medical  aide,  with  MA3  on  his  armband, 
has  enrolled  as  a medical  aide,  has  completed  orienta- 
tion, and  has  taken  either  first  aid  or  aid  stations 
training.  A second  class  medical  aide,  MA2,  has 
enrolled,  completed  orientation,  first  aid,  and  aid 
stations  training.  A first  class  medical  aide,  MAI, 
has  completed  all  the  requirements  for  second  class 
and  has  taken  advanced  training  to  be  either  a 
medical  clerk,  medical  transport  dispatcher,  or 
hospital  aide. 

Orientation. — Basic  orientation  for  the  medical 
aide  is  covered  in  a small  booklet.  Operation  Sur- 
vival— and  You.  It  is  a short  course  in  which  the 


medical  aide  learns  about  the  effects  of  the  atom 
bomb,  the  whole  civil  defense  organization,  and  the 
emergency  medical  services  plan  for  caring  for  the 
injured.  He  is  shown  his  role  in  this  plan  and  the 
importance  of  it . He  also  learns  something  about  the 
training  courses  he  will  take  as  a medical  aide. 

First  Aid — One  of  the  primary  duties  of  the 
medical  aide  in  the  field  is  keeping  the  injured  person 
alive  until  he  can  be  cared  for  by  a doctor.  In  a 
first  aid  course,  therefore,  the  medical  aide  learns 
how  to  recognize  serious  injuries,  priority  of  treat- 
ment, and  what  emergency  treatment  to  give.  He 
also  learns  how  to  carry  an  injured  person. 

It  is  preferred  that  this  course  be  the  Red  Cross 
Standard  First  Aid  Course  or  its  equivalent.  In 
special  cases,  however,  the  Self-Help  and  Neighbor 
Help  course  of  the  New  York  State  Civil  Defense 
Commission  is  accepted. 

Aid  Stations  Training. — This  is  the  course  which 
teaches  the  medical  aide  how  to  work  in  the  emer- 
gency conditions  that  will  exist  after  an  atomir- 
bombing.  They  learn  about  the  different  kinds  of 
medical  installations,  how  they  are  set  up.  and  how 
they  operate.  It  goes  beyond  the  first  aid  course  to 
teach  more  about  the  treatment  of  severe  wounds 
and  burns- — what  to  do  and  what  not  to  do,  when  to 
call  for  professional  help. 

Under  “Elements  of  Treatment”  subject  heading? 
are:  sterilization,  antibiotics,  assisting  medical 

personnel  with  intravenous  therapy,  oral  fluid  ther- 
apy in  shock  and  burns,  removing  or  readjusting 
superficial  bandages,  and  pulse  and  respiration. 
Other  chapters  cover  the  general  care  of  the  patient 
and  his  bed,  feeding,  records,  supplies,  and  com- 
munications. 

Advanced  Courses—  In  one  advanced  training 
course  the  medical  aide  learns  how  to  help  give  emer- 
gency care  and  treatment  in  hospitals.  In  another 
he  learns  how,  as  a medical  clerk,  to  keep  medical 
and  supply  records.  In  the  third  he  learns  how  to  in- 
struct and  supervise  vehicle  drivers  in  the  safe  and 
rapid  movement  of  the  injured. 
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HOLBROOK  MANOR  NiSG 

Fiv®  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Ollice:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

Por  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  oo  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  4sif.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


BUY 

SAVINGS  BONDS 


Hall-Brooke  • • • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt,  M.T)., Med. Director. 
Greens  Farms,  BOX  31,  Connecticut 
IVestport  2-5105  • New  York:  Enterprise  6970 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye7-05S0  Write  for  illustrative  booklet. 


When  you  have  a practice  for 


sale  or  an  office  to  rent;  when 


you  are  looking  for  a connec 


tion,  or  a nything  else  turns  up  that 


makes  it  necessary  for  you  to 


contact  a large  number  of  your 


associates,  use  the  classified  sec 


tion  of  the  New  York  State  Jour- 


nal of  Medicine.  Your  ad  will 


pay  you  well  in  replies. 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 


Full  information  furnished  upon  request. 


JOHN  F.  LOUDEN.  President 

NEW  YORK  CITY  OFFICE, 


EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 
Empire  State  Building,  Tel.  Longacre  3-0799 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 
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; ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

MAY  10  to  14,  1954 

HOTEL  STATLER,  NEW  YORK  CITY 
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REAL  ESTATE 
For  Sale  For  Rent 


FOR  RENT  OR  SALE 

Residence  and  4 room  office,  presently  occupied  by  prom- 
nent  Dentist.  Exceptional  A-l  location,  on  North  Shore. 
Ideal  for  Doctor,  Dentist,  Pediatrician,  Gynecologist.  Oc- 
cupancy November  1st. 

E.  G.  MINNER 

20  Grace  Ave.  Great  Neck,  N.  Y. 

GReat  Neck  2-7575 


FOR  SALE 


N.Y.C.,  Eastside.  Excellent  location.  Fully  equipped  with 
attractive  living  quarters.  Well  established,  vigorous  prac- 
tice. Leaving — ill  health.  Easy  terms.  Will  introduce. 
Phone  REgent  7-9198. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information,  John  Levbarg,  M.  D. 
219  West  86th  St.,  N.  Y.  C.  EN2-6845. 


OFFICE  FOR  RENT 


Bayside — share  with  specialist  4 rooms  office,  new  develop- 
ments, share  with  specialist,  also  Brooklyn  (Greenpoint) , 
office  for  rent.  Box  697,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


New  York  City  suburban  general  practice,  established  over 
26  years.  Excellent  opportunity  for  live  wire  and  willing 
to  work.  Address  Box  298,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner — Young;  family;  desires  association 
with  partner  or  group,  N.  Y.  C.  or  suburbs.  Excellent 
qualifications;  Grade  A school;  priority  IV.  Box  688, 
N.  Y.  St.  J.  Med. 


GIVE 


TO 


CONQUER  CANCER 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


Onetime $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Deceased  doctor’s  medical  offices  to  rent.  Young  general 
practitioner  needed  in  rapidly  growing  Westchester  com- 
munity. Call  Yorktown  Heights,  N.  Y.,  2-2626  or  write 
Box  496,  Yorktown  Heights,  N.  Y. 


WANTED 


Associate  in  Ophthalmology,  Nassau  County,  N.  Y. 
Must  be  Diplomate  and  good  surgeon.  State  professional 
qualifications.  Active  practice.  Excellent  opportunity. 
Box  694,  N.  Y.  St.  Jr.  Med. 


QUEENS,  NEW  YORK 


Practice  and  equipment  for  sale,  reasonable.  Doctor  en- 
tering military  service.  Office  and  4-room  apartment 
available  for  rent.  Astoria  8-4868. 


BUY 


SAVINGS  BONDS 


New  2 "Way  Aid  in  ACNE 

Now  hide  and  treat  acne  blemishes  simultaneously  with  new 
AR-EX  R.M.S.  Lotion.  Complexion  tinted.  Contains  resor- 
cinol monoacetate  and  sulphur  in  gentle  AR-EX  Foundation 
Lotion.  Non-astringent. 


AR-EX  COSMETICS 


A03  6 VUVanBuren  Sf.,  Ch 


Send  for  Free  Sample. 


AR-EX 


g R.M.S. 
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Out  of  the  Dark,  a Red  Grenade 


Corpora / 

Duane  Edgar  Dewey,  USMCR 
Medal  of  Honor 


It  was  AN  APRIL  NIGHT  and  the  Marines,  near 
Panmunjom,  were  under  heavy  attack.  In  one 
of  E Company’s  machine  gun  emplacements. 
Corporal  Duane  Dewey  and  his  assistant  gun- 
ner lay  on  the  ground,  wounded.  A Navy  Med- 
ical corpsman  was  giving  them  aid.  Out  of  the 
darkness,  and  into  the  group,  lobbed  a live  Red 
grenade. 

Although  he  was  already  seriously  wounded, 
and  in  intense  pain.  Corporal  Dewey  pulled 
the  aid  man  to  the  ground,  shouted  a warning 
to  the  other  Marine  and  threw  himself  over 
the  missile. 

“I’ve  *got  it  in  my  hip  pocket,  Doc!”  he 
yelled.  Then  it  exploded. 

By  smothering  the  blast  with  his  own  body. 
Corporal  Dewey  had  saved  his  comrades'  lives. 

“Now  that  I’m  back  in  civilian  life.”  says 
Corporal  Dewey,  “I  sometimes  hear  people  talk 
as  though  stopping  Communism  is  a job  only 
for  our  armed  forces  and  the  government.  Be- 
lieve me,  it’s  our  job,  too.  And  one  way  we  can 
both  do  that  job  is  through  saving  and  invest- 
ing in  United  States  Defense  Bonds.” 

★ ★ ★ 

Now  E Bonds  pay  3% ! Now,  improved  Series  E 
Bonds  start  paying  interest  after  6 months.  And 
average  3%  interest,  compounded  semiannually 
when  held  to  maturity.  Also,  all  maturing  E Bonds 
automatically  go  on  earning  — at  the  new  rate  — for 
10  more  years.  Today,  start  investing  in  Series  E 
Bonds  through  the  Payroll  Savings  Plan;  you  can 
sign  up  to  save  as  little  as  S2.00  a payday  if  you  wish. 


Peace  is  for  the  strong! 

For  peace  and  prosperity * saw  with 
U.  S.  Defense  Bonds ! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation 
uith  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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MEBARAL* 

BRAND  OF  MEPHOBARBITAl 


— in  depressed  and  agitated  states 


Neurotic  depression  hiding  beneath  the  disguise 
of  multiple  physical  complaints  is  an  everyday 
problem  in  medical  practice. 


psychoneurosis 
hypertension 
hyperthyroidism 
convulsive  disorders 
difficult  menopause 
hyperhidrosis 


For  effective  sedation  in  these  cases,  and  as  a 
means  of  restoring  harmonious  relations 
between  patient  and  environment,  Mebaral  has 
been  found  especially  suitable  because  it  lacks 
excessive  hypnotic  action. 


DOSAGE; 

Adults— 32  mg.  to  0.1  Gm.  (optimal  50  mg,), 
3 or  4 times  daily. 

Children— 16  to  32  mg.,  3 or  4 times  daily. 

SUPPLIED: 

Tablets  of  32  mg.  (!6  grain) 

50  mg.  (%  grain) 

0.1  Gm.  (1  Vi  grains) 

0.2  Gm.  (3  grains)  scored 

Mebaral,  trademark  reg.  U.S.  & Canada 


WINTHROP-STEARNS  INC. 


•w  York  18.  N.  Y,  * Windsor.  Ont. 


■■■■■■ 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modem  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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BRAND  OF  STANOLONE 


A PFIZER  SYNTEX  PRODUCT 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


. . . which  matches  the  anabolic  and  anti-tumor  bene- 
fits but  minimizes  the  clinical  disadvantages  of 
testosterone. 

Neodrol  possesses  n potent,  positive, 
protein  anabolic  action  — like  testosterone 

Increased  muscle  mass,  improved  strength,  non- 
edematous  weight  gain,  erythropoiesis,  and  posi- 
tive nitrogen  balance— all  may  result  from  increased 
protein  anabolism  stimulated  by  Neodrol. 

Neorlrol  possesses  a tnnior-snppressin g 
action  — like  testosterone 

In  female  patients  with  advanced,  inoperable  car- 
cinoma of  the  breast,  Neodrol  is  as  effective  as 
testosterone— and  may  be  somewhat  better— in  ar- 
resting progression,  causing  regression  and  pre- 
venting development  of  new  lesions.  Neodrol  ap- 
pears to  offer  some  advantage  over  testosterone  in 
alleviating  symptoms. 

Neorlrol  exhibits  a relatively  low  incidence 
of  virilizing  side  effects—  unlike  testosterone 

The  most  distressing  side  effects  of  androgen  ther- 
apy-hirsutism, acne,  clitoral  hypertrophy  and 
increased  libido— are  less  frequently  encountered 
with  Neodrol  therapy  and  when  present  are  usually 
slight  in  degree. 

Supplied:  In  multiple-dose  (10  cc.) , rubber-capped 
Vials:  50  mg.  per  CC.  •Trademark 
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SCIENTIFIC  ARTICLES 

The  \ alue  of  Estrogen  Therapy  in  Obstetric  Difficulties  and  the  Puerperium,  Theodore 

Seustaedter , Af  D.,  F.A.C.S 2455 

The  Significance  of  Abnormal  Uterine  Bleeding  Due  to  Ovarian  Dysfunction,  In  fits 

Frost , Af.D.,  F.A.C.S 2459 

The  Use  of  ACTH  and  Cortisone  Therapy  in  Obstetrics  and  Gynecology,  Georgeanna 

Scegar  Jones,  Af .D.,  and  John  Eager  Houard,  Af .D 2463 

Advantages  and  Risks  of  Preserving  the  Ovary  After  the  Age  of  Forty-Five,  Clyde  L. 
Randall,  Af.D,  and  Paul  R.  Gerhardt,  Af.D 2467 

Indications  and  Complications  of  the  Recession  Operation  on  the  Inf  erior  Rectus  Muscle, 

Harold  Whaley  Broun,  Af.D 2472 

Modern  Trends  in  Cataract  Survery,  Thurher  LeWtn,  Af.D 2479 

Ocular  Changes  in  Head  Injuries,  John  F.  Gtpner,  Af.D 2481 

The  Treatment  of  the  Chronic  DischurgingEzr,  Joseph  A.  Sullivan,  MB.,  F.R.  S.  Af.  (Eng.  2486 

Malignancies  of  the  Ear,  Nose,  and  Throat,  David  W.  Breuer,  Af.D 2492 

A Statistical  Study  of  Postoperative  Tonsil  and  Adenoid  Hemorrhage,  Richard  J.  Bel- 
lucct,  Af.D 2495 

The  Psychosomatic  Aspects  of  Educated  Childbirth,  Harold  B.  Davidson,  Af.D 2499 

Thyroid  Cancer,  William  Trevor,  Af.D.,  F.A.C.S. 2511 

Pattern  of  a Skin  Eruption  Due  to  Fleas,  Lothar  Wirth,  Af.D 2513 

Clinicoparhologic  Conference,  E.  J.  Meyer  Hospital,  Bu  ffalo 2514 
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MORE  AMINOPHYLLINE  IS  NEEDED 


JC?" 


FOR  A FULL  THERAPEUTIC  EFFECT  ORALLY 

Only  Cardalin  supplies  the  necessary  5 gr.  of  protected 
aminophylline  per  tablet  . . . two  protective  factors  effectively 
minimize  gastric  side  actions.  Thus,  Cardalin  tablets  permit 
institution  and  maintenance  of  effective  oral  aminophylline 
therapy  in  bronchial  asthma,  cardiac  conditions  and  in 
edematous  states. 


Each  Cardalin  tablet  contains: 
Aminophylline 5.0  gr. 


Supplied:  Bottles  of  50,  100) 
500,  1000.  Also  available. 


Aluminum  Hydroxide.  . . . 
Ethyl  Aminobenzoate 


higher  with 
with  IVi  gr. 


2.5  gr.  Cardalin-Phen  containing  !4  gr. 

per  tablet. 


(Adapted  from  Bickerman,  H.  A.,  et  al.:  Ann.  Allergy  11:  301, 
(May-June)  1953,  and  Truitt,  E.  B.,  Jr.,  et  al.:  J.  Pharmacol.  & Exper. 
Therap.,  100:  309,  1950.) 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 
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CASE  REPORT 

Congenital  Polycystic  Kidneys  Associated  with  Hydroureters  and  Atresia  of  Lower 
Urinary  Tract  in  a Stillborn  Infant,  Arthur  D.  Redmond,  M.D.,  F.A.C.P.,  and  John  F. 

A iajeranousks , AI.D 2519 


SPECIAL  ARTICLES 

United  Medical  Service,  Inc. — "The  Doctor's  Plan,  " Part  I — Historical  Background, 


Chas.  Gordon  Heyd,  M D 2522 
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Blood  Pressure  Study 2447 
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Malpractice  Insurance 2540 

MISCELLANEOUS 

State  Society  Officers 2422,  2424,  2429 


Buy  Savings  Bonds 


In  Spastic  and  Occlusive  Vascular  Diseases 

TENSODIN 

Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascu- 
lar conditions  for  its  antispastnodic,  vasodilating  and  sedative  effects.  The  usual 
dose  is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverioe  HQ  (non-narcotic  ethyl  homolog  of  papaserine)  gr„ 
phenobarbical  14  gr.,  theophylline  calcium  salicylate  3 grs. 

Tra*odi3  % . m produce  ot  E Bdhober.  Inc. 


BILHUBER-KNOLL  CORP.  Orange,  New  Jersey 
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all  the 
advantages 
of  Travert* 


* Travert  10%  Solutions  provide: 
twice  as  many  calories  as  5%  dextrose, 
in  equal  infusion  time, 
with  no  increase  in  fluid  volume; 
a greater  protein-sparing  action  as 
compared  to  dextrose; 
maintenance  of  hepatic  function. 


replacement  of 
electrolytes,  and 
correction  of  acidosis 
and  alkalosis 


V/allet  cards  as  shown 
available  on  request 


products  of 
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Morton  Grove,  Illinois  • Cleveland,  Mississippi 


BAXTER  LABORATORIES,  INC. 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 
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In  the  new  alphabet  of  penicillin  therapy 


easy-to>give  PERMAPEN  aqueous  suspension 

BRANO  OF  O'BENZYLEIKYLENEDIAM.NE  CIPENICILUN  G 

. . . for  intramuscular  administration,  particularly  as  a prophylactic 
measure  in  rheumatic  fever,  or  adjunctively  with  other  penicillin  therapy 
of  sensitive  infections.  Levels  lasting  as  long  as  14  days  from  one 
injection.  Supplied  in  single-dose  steraject*  disposable  cartridges 
containing  600,000  units  of  dbed  penicillin  each  with  sterile  foil-wrapped 
needle.  For  use  with  your  Pfizer  Steraject  syringe. 


PERMAPEN®  FORTIFIED 

BRAND  OF  CtBEN/iLETHYLENEI  lAI-'INE  DIPEN  CLLIN  G 

aqueous  suspension 


. . . multiplies  therapeutic  benefits  with  the  combined  higher  blood 
levels  of  300,000  units  procaine  penicillin  and  the  sustained  blood  levels 
of  300,000  units  dbed  penicillin.  Supplied  in  single-dose  disposable 
steraject  cartridges  each  with  sterile  foil-wrapped  needle. 


easy-to-take  PERMAPEN  oral  suspension 


BRAND  OF  DlSuNZYLLTHYLENEDlAM  NE  LPCNIClLLIN  G 

. . . particularly  for  the  treatment  of  uncomplicated  infections  due  to 
pneumococci,  streptococci,  staphylococci  and  gonococcus  as  well  as 
other  penicillin-sensitive  organisms.  Supplied  in  2 oz.  bottles  providing 
300,000  units  dbed  penicillin  in  each  peach-flavored  teaspoonful. 


PFIZER  LABORATORIES.  BROOKLYN  6 N Y . 
Ol  V I SI  ON  . CHAS  PFIZER  a CO.  INC 
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1 

HYDROCORTONE  is  a natural  and  prin- 
cipal anti-inflammatory  adrenocortical 
steroid. 

2 

HYDROCORTONE  Tablets  produce  the  same 
therapeutic  results  as  cortisone,  and  in 
smaller  dosage. 

3 

HYDROCORTONE  Tablets  generally  may  be 
administered  in  a dosage  two-thirds  that  of 
cortisone. 

4 

HYDROCORTONE  Tablets  recently  were 
drastically  reduced  in  price.  Cost  of  therapy 
now  is  substantially  the  same  as  with 
cortisone. 

Literature  on  request 

NEW — 10-mg.  Tablet.  Convenient 
— Facilitates  Dosage  Adjustment. 


Primary  Sites  of 
Pathology  and  Indications 

1.  EYE — Inflammatory  eye  disease.  2.  NOSE 
—Intractable  hay  fever.  3.  LARYNX— 
Laryngeal  edema  (allergic).  4.  BRONCHI 
— Intractable  bronchial  asthma.  5.  LUNG 
— Sarcoidosis.  6.  HEART — Acute  rheumatic 
fever  with  carditis.  7.  BONES,  JOINTS,  AND 
BURSAE — Osteoarthritis;  Rheumatoid  arth- 
ritis; Rheumatoid  spondylitis;  Acute  gouty 
arthritis;  Still’s  disease;  Psoriatic  arthritis; 
Bursitis.  8.  SKIN  AND  CONNECTIVE  TISSUE 
— Pemphigus;  Disseminated  lupus  erythe- 
matosus; Scleroderma  (early);  Dermatomy- 
ositis;  Atopic  dermatitis;  Exfoliative  derma- 
titis; Dermatitis  venenata  (e.g.y  poison  ivy); 
Dermatitis  medicamentosa.  9.  ADRENAL 
GLAND — Congenital  adrenal  hyperplasia; 
Addison’s  disease;  Following  adrenalecto- 
my for  hypertension,  Cushing’s  syndrome, 
and  neoplastic  diseases.  10.  BLOOD,  BONE, 
AND  MARROW  — Allergic  purpura;  Acute 
leukemia*  (lymphocytic  or  granulocytic); 
Chronic  lymphatic  leukemia.*  11.  LYMPH 
NODES  — Lymphosarcoma;*  Hodgkin’s 
disease.*  12.  ARTERIES  AND  CONNECTIVE 
TISSUE  — Periarteritis  nodosa  (early).  13. 
KIDNEY  — Nephrotic  syndrome,  without 
uremia  (to  induce  withdrawal  diuresis). 
14.  VARIOUS  TISSUES  — Angioneurotic  ede- 
ma; Serum  sickness;  Sarcoidosis;  Drug 
sensitization ; Waterhouse-Friderichsen 
syndrome. 

♦Transient  beneticial  effects. 


Hydrocortone  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  hydrocortisone. 


MERCK  & CO.,  Inc. 

Manitfaciuring  Chemists 

RAHWAY.  NEW  JERSEY 


© Merck  & Co.,  Inc. 
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Reflects  in  your  patients... 
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comprehensive 
antianemia  therapy 
in  a single 
capsulette 


armatinic  activated 


vitamin  B12  plus  activators 


a fresh  response  and 
a vigorous 
improvement 


In  Armatinic  Activated,  the  hemopoi- 
etic factors  activate  and  potentiate 
each  other  in  their  interrelated  role 
in  producing  mature  red  blood  cells. 


THE  ARMOUR 
LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY 
CHICAGO  11.  ILLINOIS 


Each  ARMATINIC  ACTIVATED 

Capsulette  contains: 

Ferrous  Sulfate, 

Exsiccated 200  mg. 

YCrystamin 10  meg. 

Folic  Acid 1 mg. 

Ascorbic  Acid 

(Vitamin  C) 50  mg. 

**Liver  Fraction  II  (N.F.)  with 
Desiccated  Duodenum  . ,350  mg. 

*The  Armour  Laboratories  Brand  of  Crystalline 
Vitamin  B 12-  **The  liver  is  partially  digested 
with  duodenum  during  manufacture. 

Supplied  in  bottles  of  100  and  1000. 

Al  so  available:  Armatinic  Liquid,  bottles  of 
8 oz.  and  16  oz. 
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Hnnovm 

WORLD'S  LARGEST  PRODUCERS 
OF  ULTRAVIOLET  EQUIPMENT 


1923 


home 
ultraviolet 
treatments 
ease  therapy 
problems 

When  patients  are  confined  to 
their  homes  or  where  repeated 
office  treatments  are  impractical 
or  undesirable,  they  can  still 
benefit  from  ultraviolet  thera- 
peutic treatment  under  the 
physician’s  control.  The  Hanovia 
Prescription  Model  Ultraviolet 
Quartz  Lamp  is  designed 
specifically  to  facilitate  supple- 
mental ultraviolet  therapy  in  the 
patient’s  home  under  supervision 
of  the  physician. 

Ultraviolet  treatment  is  generally 
recognized  as  effective  in  physi- 
cal rehabilitation.  Proper  expo- 
sure of  the  patient  to  ultraviolet 
is  of  value  in  assisting  utilization 
in  dietary  deficiencies,  increasing 
blood  hemoglobin  levels,  improv- 
ing the  absorption  of  calcium, 
iron,  nitrogen,  and  phosphorus, 
and  for  many  other  bactericidal 
or  therapeutic  uses.  The  Hanovia 
Prescription  Model  Lamp 
delivers  the  most  effective  wave- 
lengths in  the  stimulating  portion 
of  the  ultraviolet  spectrum. 

Your  patients  can  purchase  the 
Hanovia  Prescription  Model 
Ultraviolet  Quartz  Lamp  on 
convenient  terms  from  surgical 
supply  houses.  Write  for  litera- 
ture and  the  name  of  our  nearest 
dealer.  Hanovia  Chemical  & 

Mfg.  Co.,  Dept.  JM-1 153, 

100  Chestnut  Street, 

Newark  5,  N.  J. 
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3 GERIFORT  capsules 
contain : 


(recommended 
daily  dose) 


Vitamin  A (Synth.)  28,000  U.S.P.  Ui 

Vitamin  B 

...14  Ma. 

Vitamin  B' 

...14  Mj. 

Vitamin  B 

...  5 Ms. 

Vitamin  C 

Vitamin  D 

2,800  U.S.P.  Ur 

Ni*cin*mid« 

Iron 

Calcium 

-.188  Ms. 

Phosphorus 

Iodine 

Calcium  Pantothenate 

...20  Ms. 

Folic  Acid 

.1.5  Ms. 

Vitamin  E 

Vitamin  B" 

Choline  Bitartrate . . . 

. .200  Ms. 

Inositol 

dl-M«thionin« 

. .20  Ms. 

Rutin 

. 60  Ms. 

Biotin 

. . .50  Mcs. 

Cobalt 

Copper 

. 0.2  Ms. 

Mejneiium 

Mantancse 

. 0.5  Ms. 

Potassium 

.0.05  Ms. 

Zinc 

1.  Steislitx,  E.  J.:  in  Handbook  of 

Munition,  A.M.A.,  19S1. 

2.  Tuohy,  E.  L.:  in  Handbook  of 

Nutrition,  A.M.A.,  1943. 


American  pha 

Manul 

Net 

Over  36  years  of 


24:iO 


WHEN  BALANCE  IS  IMPORTANT 

“One  must  view  the  quality  of  the  diet  as  a whole  and  avoid  the 
extremes  and  imbalances  that  are  so  often  encountered  by  getting 
excited  about  only  one  or  a few  vitamins  or  minerals/'* 

VITERRA  provides  an  adequate  daily  supply  of  all  interrelated 
Vitamins.  Minerals  and  Trace  Elements  to  assure  maintenance  of 
nutritional  balance. 

'King.  C.C.:  Trends  in  the  Science  of  Food  and  Its  Relation  to  Life  and  Health,  Sutrition  Review,  10:4,  (Jan.)  1953 


Specify 

\ 


Vi  terra 


Each  capsule  contains 


whenever  balanced 
supplementation 
is  required 


Vitamin  A 5.000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  B 12 1 meg. 

Thiamine  Hydrochloride 3 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Niacinamide  25  mg. 

Ascorbic  Acid  50  mg. 

Calcium  Pantothenate 5 mg. 

Mixed  TocopheroJs  (Type  IV)  ....  5 mg. 


Caldwm  . 

213 

mg. 

Cobalt 

0.1 

mg. 

Copper  . . 

1 

mg. 

Iodine 

0.15 

mg. 

Iron 

10 

mg. 

Manganese 

1 

mg. 

Magnesium 

6 

mg. 

Molybdenum 

0.2 

mg. 

Phosphorus 

165 

mg. 

Potassium 

5 

mg. 

Zinc  . . 

1.2 

mg. 

J.  B.  ROERIG  AND  COMPANY  • CHICAGO 
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SHARP 

DOHME 


DIVISION  OF  MERCK  & CO.t  f»z 
PhttodtJphb  I,  Pitttisyhrortfa 


PHOTOGRAPH  BY  PAUL  RAOKAI 


From  6 to  60 . . . the  preferred  dosage  form 


CRYSTALLINE  VITAMIN  B12 


actions  and  USES:  Redisol  offers  the  versatile 
vitamin  B12  in  all  the  practical  dosage  forms. 
The  soluble  tablets  are  a convenient  oral  dosage 
for  therapy  in  certain  cases  of  anemia  (such 
as  nutritional  macrocytic  anemia).  Children 
like  to  take  Redisol  Elixir,  and  it  is  particularly 
useful  for  compounding  prescriptions.  Redisol 
Injectable  provides  more  potent  ddsage  strengths 
for  use  in  selected  anemias  and  for  the  relief 


of  pain  in  certain  neuritic  conditions  (such  as 
trigeminal  neuritis),  and  also  in  some  vascular 
disorders. 

supplied:  In  many  fonns-REDisoL  Tablets,  25 
and  50  meg.  in  bottles  of  36  and  100.  Redisol 
Injectable,  30  and  100  meg.  per  cc.  in  10  cc. 
vials— and  now  1,000  meg.  per  cc.  in  1 cc.  vials. 
Elixir,  5 meg.  per  5 cc.  in  pint  Spasaver®  and 
gallon  bottles. 
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prescribe 


SELSUNT 

SULFIDE 

(SELENIUM  SULFIDE,  ABBOTT) 


. . . effective  in  81-87%  of  all  cases* 


* This  is  the  effectiveness  of  Selsux  Sulfide  Suspen- 
sion as  reported  by  clinical  investigators1'*  who 
treated  more  than  400  cases  of  seborrheic  dermatitis 
of  the  scalp.  Mild  seborrhea  was  reported  controlled 
in  92  to  95  per  cent  of  cases. 

Selsun  restores  the  scalp  to  a healthy  condition 
within  four  to  eight  weeks,  after  which  scaling  can 
be  controlled  with  a single  treatment  every  one  to 
four  weeks.  Itching  and  burning  are  alleviated  after 
two  or  three  applications.  Applied  and  rinsed  out 
while  washing  the  hair,  Selsun  is  simple  to  use, 
leaves  scalp  clean  and  odorless.  Available  at  all 
pharmacies  in  4-fluidounce  bottles.  - _ 
and  dispensed  on  prescription  only.  (XuuOil 


1 Slepyon  A H.  (1952'.  Arch.  Derm*.  I iyph.,  65:223. 

February. 

2.  Slinger,  W.  N„  and  Hubbard.  D.  M.  (1951'.  Aid.. 
64:41.  July. 

3.  Sauer.  G.  C.  (1952),  J.  Misieuri  M A.,  49:911.  N*. 


»-ror 
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Perfectly 

JUt  tched; 


Dallons 

MEDI-SONAR 

is  Perfectly  Matched,  too! 

Positive,  factory-matching  for  interchange- 
ability  of  transducer  and  generator  is  your 
assurance  of  reliable  therapeutic  output 
and  uninterrupted  service. 

Each  MEDI-SONAR  is  made— from  the 
quartz  crystal  transducers  to  the  generator 
— entirely  in  the  Dallons  Laboratories. 

Each  component  is  accurately-matched  and  perfectly  balanced  . . . 
Being  a product  of  one  manufacturer,  it  can  be  fully  guaranteed  by 
Dallons  — a foremost  producer  of  quartz  crystals  for  radar  and  other 
government  uses  for  over  12  years  and  a famous  name  in  electro  medi- 
cal-surgical  equipment  for  a quarter  century. 

In  ultrasonic  equipment,  “Made  in  America”  takes  on  new  meaning 
. . . and  is  another  reason  why  many  leading  specialists  and  institutions 
are  switching  to  the  American-made  Dallons  MEDI-SONAR  ultra- 


sonic generator. 


Professional  Literature  on  Request 


Dallons  Laboratories,  Inc. 

5066  Santa  Monica  Blvd.,  Los  Angeles  29,  Calif. 

Makers  of 

MEDI-OUARTZ  Ultra  Violet  MEDI-THERM  Diathermy 

MEDI-SINE  Galvano-Sine  Generators  • DALLONS  ELECTRO-SURGICAL  UNITS 
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LIGHT,  EASY-ADJUST 

TELEHOLD... 

Lets  you  use  both  hands 
While  you  use  the  phone  . . . 


For  busy  physicians  who  must  make  notes  and  look 
through  hies  while  holding  a receiver — for  their 
secretaries  and  nurses — light,  sponge-rubber 
padded  TELEHOLD  means  new  ease  and  conveni- 
ence. 

Designed  by  a doctor  to  hi  I his  own  needs,  this 
unusual  telephone  holder  has  a shoulder  cradle 
that  conforms  to  your  shoulder’s  shape  exactly,  at  a 
linger  touch.  Readily  adjusts  for  either  right  or  left 
shoulder,  without  tools  of  any  kind I Snaps  on  any 
type  of  phone  in  a jiffy,  fits  as  neatly  as  phone  fits 
receiver. 

Made  of  strong,  feather-weight  special  plastic. 
Unbreakable. 

MONEY-BACK  GUARANTEE 

Send  Only  $2  in  cash,  check  or  M.  O.  to 

RANS  MFG.  CO.,  D«pt.  M-1,  215  E.  144  St.,  N.  y.  51 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


A Clinical  Instruction  Course 

“Modern  Methods  of  Therapy  in  Allergy”,  will  be 
given  from  November  15,  1953  to  September  30, 
1954  in  Adult  Allergy  Clinic  of  The  Mount  Sinai 
Hospital,  New  York  City  for  physicians  practicing 
in  New  York  City.  Individual  instruction  in  the 
clinic  will  be  offered  by  members  of  the  Clinic  Staff 
and  Dr.  H.  A.  Abramson.  The  only  fee  will  be  a 
Registration  Fee  of  $10.00.  Registrants  who  com- 
plete the  course  and  give  evidence  of  sufficient  pro- 
ficiency will  be  given  the  opportunity  to  continue  as 
members  of  the  clinic.  Communicate  with  Dr.  M. 
Fuchs,  The  Mount  Sinai  Hospital,  N.  Y.  City. 
Tr  6-1000,  Ext.  238. 
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Rans  Mfg.  Co 2434 

Raymer  Pharmaeal  Company 2529 

Reed  & Carnrick 2441 

Regan  Furniture  Corp 2544 

Riker  Laboratories,  Inc 2541 

A.  H.  Robins  Co.  Inc Between  2430-2431 

J.  B.  Roerig  & Co 2430 


G.  D.  Searle  & Co 2453 

Sharp  & Dohme 2431 

Frances  Shortt  Medical  Agency 2548 

Shulton,  Inc 2543 

Smith  Kline  & French  Labs 2435 

E.  R.  Squibb  & Sons,  Division  of  Mathieson  Chemical 

Corp 2440 

Standard  Pharmaceutical  Co.,  Inc 2545 


Wallace  & Tiernan  Co.,  Inc 2436 

Warner  Chilcott  Labs 2454 

West  Hill 2548 

Winthrop-Stearns  Inc 2415 

Wyeth  Inc 2535 
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Experimental  study  in  humans  shows 


10  mg.  of  'Toryn’  equal  in  antitussive  effect 


to  20  mg.  of  codeine 

Dr.  Magnus  Blix1,  collaborating  with  Prof.  Ernst  Barany,  at  the  University 
of  Upsala,  Sweden,  compared  the  effects  of  'Toryn’  and  codeine  on  the  human 
cough  threshold.  Using  a new'  technique  involving  ammonia  gas  inhalation, 
they  found  that  10  mg.  of  'Toryn’  produced  an  antitussive  effectf  equal  to  that 
of  20  mg.  of  codeine. 

Results  of  this  controlled  study  on  30  volunteers  are  presented  in  the  graph  below. 


COMPARATIVE  EFFECTS  OF  ‘TORYN’  & CODEINE 


Minutes 


ON  COUGH  THRESHOLD  IN  MAN 


Percent 


ingestion  and  effect  (minutes)  cough  threshold 

(minutes) 


1.  Blix,  M.:  On  the  Antitussive  Effect  of  (&-diethylaminoethyl  l-phenyl- 
,cyclopentane-l -carboxylate)  ethanedisulfonate,  S.K.F.  ('Toryn').  In  manuscript. 
t(Average  percentage  rise  in  cough  threshold)  x (duration  of  activity) 


FORYN*  — syrup,  tablets 


a new,  non-narcotic  compound  to  replace 
codeine  in  cough  control 

Smith , Kline  & French  Laboratories , Philadelphia 


*T.M.  Reg.  U.  S.  Pat.  Off.  for  caramiphen  ethanedisulfonate,  S.K.F. 


INDEX  TO  ADVERTISED  PRODUCTS 


LORZINEX® 

A Unique 
Vaginal  Cleansing 
Agent 


Sodium  lauryl  sulfate,  the  unique 
ingredient  of  LORZINEX  exhibits 
excellent  dispersing  and  cleansing 
properties,  even  at  the  physiologic 
pH  of  the  vagina.  In  addition  this 
wetting  agent  is  trichomonacidal. 

LORZINEX  is  recommended  as  an  aid  in  the 
treatment  of: 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

before  administration  of  specific 
therapeutic  agents. 

LORZINEX  contains  sodium  laural  sulfate,  zinc 
sulfate,  benzoic,  salicylic  and  boric 
acids,  p-chlorothymol,  lactose  and 
sodium  chloride. 

LORZINEX  solutions  have  a pH  of  4. 

Supplied  in  4 oz.  bottles. 

Available  at  all  pharmacies. 

Samples  and  literature  sent 
on  request. 
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Pharmaceutical  Division 

WALLACE  & TIERNAN 
COMPANY,  INC. 

Belleville  9,  New  Jersey,  U,  S.  A. 


Al-Amphylline  (Raymer  Pharmacal  Company) 2.529 

Aludrox  (Wyeth  Incorporated) 2535 

Alzinox  Magma  (The  E.  L.  Patch  Co.) 2539 

Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.) 2549 

Armatinic  (Armour  Laboratories) 2427 

Bi-Co-Tussin  (Ernst  Bischoff  Co.) 2544 

Calpurate  (Maltbie  Laboratories,  Inc.) 2444 

Cardalin  (Irwin,  Neisler  4 Co.) 2419 

Deltamide  (Armour  Laboratories) 2437 

Donnatal  (A.  H.  Robins  Company).  . . . Between  2430-2431 

Elorine  Sulfate  (Eli  Lilly  4 Co.) 2446 

Gantricillin  (Hoffmann-La  Roche  Inc.) 2443 

Gerifort  (American  Pharmaceutical  Company) 2429 

Hycodan  (Endo  Products  Inc.) 2445 

HydroCortone  (Merck  4 Co.,  Inc.) 2425 

Lorzinex  (Wallace  4 Tiernan  Company,  Inc.) 2436 

Mabutone  (Reed  4 Carnrick) 2441 

Mebaral  (Winthrop-Stearns  Inc.) 2415 

Mejalin  (Mead  Johnson  4 Co.) 4th  cover 

Methium  (Warner-Chilcott  Laboratories) 2454 

Neodrol  (Chas.  Pfizer  4 Company) 2417 

Xucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 2545 

Pentids  (E.  R.  Squibb  4 Sons) 2440 

Phenaphen  with  Codeine  (A.  H.  Robins  Co.  Inc.) 

Between  2430-243 1 

Permapen  (Chas.  Pfizer  4 Company) 2423 

Premarin  (Ayerst  McKenna  4 Harrison  Limited)  ....  2546 

Presto-Boro  (Standard  Pharmaceutical  Co..  Inc.) 2545 

Privine  Nebulizer  (Ciba  Pharmaceutical  Products, 

Inc.) 2nd  cover 

Pyribenzamine  (Ciba  Pharmaceutical  Products,  Inc.) . 2439 

Redisol  (Sharp  4 Dohrae) 2431 

Sedulon  (Hoffmann-La  Roche  Inc.) 2442 

Selsun  (Abbott  Laboratories) 2432 

Tensodin  (Bilhuber-KnollCorp.) 2420 

Terramycin  (Chas.  Pfizer  4 Company) 3rd  cover 

Thvlox  Sulphur  Crearn  (Shulton.  Inc.) 2543 

Thyrar  (The  Armour  Laboratories) 2545 

Toryn  (Smith  Kline  4 French  Labs.) 2435 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2542 

Travert  (American  Hospital  Supply  Corp.) 2421 

Yallestril  (G.  D.  Searle  4 Co.) 2453 

Yeratrite  (Irwin,  Neisler  4 Co.) 2531 

Yeriloid  (Riker  Laboratories,  Inc.) 2541 

Yiterra  (J.  B.  Roerig  4 Co.) 2430 


Medical  and  Surgical  Equipment 


Medi-Sonar  (Dallons  Laboratories,  Inc.) 2433 

I'ltra  V iolet  Quartz  Lamp  (Hanovia  Chemical  4 Mfg. 

Co.) 2428 

X-Ray  Equipment  (Picker  X-Ray) 2537 

X-Ray  Specialties  (Liebel-Flarsheim  Company) 2547 


Dietary  Foods 

Meat  (American  Meat  Institute) 2533 

Miscellaneous 


Coca-Cola  (Coca-Cola  Company) 2550 

Office  Furniture  (Regan  Furniture  Corp.) 2544 

Rans  Telehold  (Rans  Mfg.  Co.) 2434 
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Each  tablet  or  each  teaspoonful  (5  cc.)  of 
chocolate-flavored  suspension  contains: 

Sulfadiazine 0.167  Gm. 

Suifamerazine .0.167  Gm. 

Sulfamethazine 0.056  Gm. 

Sulfacetamide 0.1  1 1 Gm. 

Tablets:  Bottles  of  1 00. 
Suspension:  Bottles  of  4 and  .16  oz. 


Each  tablet  or  each  teaspoonful  (5  cc.)  of 
chocolate-flavored  suspension  contains: 

Sulfadiazine 0.167  Gm. 

Suifamerazine 0.167  Gm. 

Sulfamethazine 0.056  Gm. 

Sulfacetamide 0.1  1 1 Gm. 

Potassium  Penicillin  G 

(Buffered) 250,000  units 

Tablets:  Bottles  of  36  and  100. 
Powder:  In  60  cc.  vials  to  provide  2 
oz.  of  suspension  by  the  addition  of 
40  cc.  of  water. 


THE  NEW 
QUADRI-SULFA  MIXTURES 


new  fourth  dimension  in  sulfa  therapy 

Clinical  experience  indicates  that  the  four  sulfas  in  Deltamide 
provide  high  and  sustained  therapeutic  sulfonamide  blood  levels. 
More  recently,  clinical  experience  and  research  indicate  that  sulfona- 
mides plus  antibiotics  have  a synergistic  or  additive  action  against 
some  organisms  when  used  together  as  antibacterial  agents.  Renal 
toxicity  and  blockage  are  minimal. 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 


CHICAGO  11.  ILLINOIS 
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Professional  Films 

for 

Hospital  Staff  Conferences 
Medical  Schools 

Postgraduate  Refresher  Courses 

State  and  County 

Medical  Society  Meetings 


A distinguished  series  of  color  films  graphically  demonstrating  the  newer 
diagnostic  techniques  in  cancer.  Sponsored  jointly  by  the  American  Cancer  Society 
and  the  National  Cancer  Institute  of  the  United  States  Public  Health  Service. 

Cancer  —The  Problem  of  Early  Diagnosis 

Breast  Cancer  —The  Problem  of  Early  Diagnosis 

Gastrointestinal  Cancer  —The  Problem  of  Early  Diagnosis 

Uterine  Cancer  —The  Problem  of  Early  Diagnosis 

Oral  Cancer  —The  Problem  of  Early  Diagnosis 

Lung  Cancer  — The  Problem  of  Early  Diagnosis  (in  production  for  winter  retease) 

All  are  16  mm.  sound  films  in  color 

As  a service  to  the  medical  profession,  showings  of  these  and  other 
teaching  films  in  our  Professional  Film  Loan  Library  will  be  arranged  by  the 
Division  of  the  American  Cancer  Society  in  your  state  upon  request. 


American  Cancer  Society,  inc. 

47.  Beaver  Street,  New  York  4,  New  York 
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‘off-season”  allergy  ? 


which  patient:  has 


One  — or  both  — may  have,  if 
“allergy  is  perhaps  the  commonest 
cause  of  a stuffy  nose  . . ,”1 
In  dealing  with  “off-season” 
allergy  consider  the  advantages 
of  Pyribenzamine,  demonstrated 
in  thousands  of  reported  cases : 

Prompt  and  prolonged  relief  of 
allergic  “stuffy”  nose. 

Effective  conti’ol  of 
rhinorrhea  and  sneezing. 

A notable  lack  of  sedation  and 
other  unfavorable  reactions. 


Pyribenzamine  hydrochloride 
( tripelennamine  hydrochloride  Ciba) 
Supplied  as  50-mg.  tablets, 
in  bottles  of  100  and  1000. 


1.  Dill,  J.  L.:  Postgrad.  Med.  4:413,  104S. 


Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 


Pyribenzamine 

no  other  antihistamine  combines  greater  clinical 

benefit  with  greater  freedom  from  side  effects 


(Ofllbcll 


2/  1887M 


1st  choice  for  oral  penicillin  therapy 


Pentids 

Squibb  200,000  Unit  Penicillin  G Potassium  Tablets 


Squibb 
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TABLETS  AND  ELIXIR 


Each  tablet  or  spoonful 
(5  c.c.)  contains: 

Mephenesin  250.0  mg. 

d-Amphetamine  phosphate 

(dibasic)  2.5  mg. 

Butabarbital  8.0  mg. 

Bottles  of  50,  100,  and  1000  tablets. 
Elixir:  Bottles  of  8 oz. 


TRIPLE-ACTING  to  produce 
neuromuscular  relaxation  and 
promote  tranquility,  thus  breaking 
the  chain  of  fatigue,  aches  and  pains, 
depression,  and  the  numerous  other 
symptoms  associated  with  tension. 


A PRODUCT  OF  REED  & CARNRICK 

A trusted  name  since  1860  JERSEY  CITY  6,  N.  J.  TO  R O NTO,  O NT.,  C AN. 
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for  the 
"I  coughed 
all  night" 
patient 

Syrup 


SEDULON 


'Roche' 


non-narcotic— in  place  of  codeine 


% 


HOFFMANN-LA  ROCHE  INC.  ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
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G A N T R I CILLIN  -300  'W*' 

GANT.  SIN  + PENICILLIN 


gantrioii.lin-300  provides  300,000  units  of  penicillin 
plus  0.5  Gm  of  Gantrisin,  the  single,  highly  soluble  sul- 
fonamide. Especially  useful  in  conditions  in  which  the 
causative  organisms  are  more  susceptible  to  the  com- 
bination than  to  either  Gantrisin  or  penicillin  alone. 

Gantrisin ‘Roche’  “would  seem  to  bean  ideal  sulfon- 
amide to  use  where  it  is  desirable  to  combine  sulfon- 
amide administration  with  other  antibacterial  agents.” 
Herrold,  R.  D.:  South.  Clin.  North  America  J0:61,  1950. 

Also  available — Gantricillin  (100),  containing  0.5  Gm  Gantrisin 
and  100,000  units  of  crystalline  penicillin  G potassium. 

Supplied:  Bottles  of  24,  100  and  500  tablets. 


Gantricillin®  Gantrisin® — brand  of  sulfisoxozole  (3.4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEY  10  • N.  J. 
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Calpurate  is  the  chemical  compound 
theobromine  calcium  gluconate. 

It  possesses  remarkable  freedom  from 
gastric  irritation,  and  is  thus  well-suited 

to  long-term  management  and  prophylaxis. 

MALTBIE  LABORATORIES,  INC.,  NEWARK  1,  N.  J. 


Usual  adult  dose 

© of  Calpurate  (500  mg.) 

is  1 to  2 tablets  t.i.d. 
following  meals. 


*a  myocardial  stimulant  and  coronary  dilator 
as  well  — valuable  for  trouble-free,  prolonged  cardiac 
therapy.  Also,  in  hypertension,  Calpurate  (500  mg.) 
with  phenobarbital  (16  mg.)  is  particularly  valuable 

to  relieve  stress  and  improve  circulatory  efficiency. 


Hycodan 


BITARTRATE  ( Dihydrocode inone  Bitartrate) 


whenever  *"■" 

COUGH  THERAPY  h indicated 


young  folks 
old  folks 
in-between  folks 


Three  forms  m ailable:  Oral  Tablets  (5  mg.  per  tablet). 


Syrup  (5  mg.  per  teaspoon ful).  Ponder  ( for  compounding) 
IKarcolic  blank  required.  Average  adult  dose,  5 mg. 
Literature?  Write 

Kudo  Products  Inc.,  Richmond  Hill  18,  I\. 


o 
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NEW! 


For  Gastro-Intestinal  Dysfunction 

An  Improved 
Anticholinergic  Agent 


'Elorine  Sulfate’  relieves  spasm 
and  hypermotility  of  the  gastro- 
intestinal tract,  with  negligible 
side-effects.  It  is  an  excellent  ad- 
junct in  peptic  ulcer  therapy.  As 
an  anticholinergic  drug,  'Elorine 
Sulfate'  effectively  inhibits  neu- 
ral stimuli  at  those  ganglia  and 


effectors  where  the  presence  of 
acetylcholine  mediates  transmis- 
sion of  stimuli.  Clinical  data  show 
profound  inhibiting  effect  on  in- 
testinal motility  in  doses  of  50  to 
75  mg.  \Tithin  this  effective  dos- 
age range,  side-effects  are  minimal. 
May  we  send  you  literature? 


PULVULES 


( Tricyclamol  Sulfate,  Lilly)  S XT  m ZZ 


For  spasmolysis  icithout  sedation — 
in  25  and  50-mg.  pulvules. 


PULVULES  Formula:  ‘Elorine  Sulfate*  25  mg. 

‘Amytal*  (Amoharbital,  Lilly)  8 mg. 
Combines ‘Elorine  Sulfate’  with  ‘Amytal’  to  pro- 
vide mild  sedation  in  addition  to  the  spasmolytic 

( Tricyclamol  Sulfate  and  Amoharbital,  Lilly)  effect. 
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Editorials 

Diabetes  Week  November  15  to  21 


This  year,  again,  through  the  combined 
efforts  of  the  American  Diabetes  Association 
and  the  State  and  county  medical  societies, 
the  week  of  November  15  to  21  will  be 
devoted  to  finding  the  unknown  diabetic. 
Although  this  drive  is  organized  and  in- 
spired by  the  American  Diabetes  Associa- 
tion, the  local  programs  are  sponsored  and 
conducted  directly  by  the  county  medical 
societies.  The  State  Society,  through  the 
Subcommittee  on  Diabetes  of  the  Council 
Committee  on  Public  Health  and  Education, 
actively  supports  the  program. 

The  Diabetes  Detection  Drive  is  entirely 
under  the  direction  of  the  medical  pro- 


fession. Thus  the  detection  of  diabetes 
remains  where  it  belongs — in  the  doctor’s 
hands.  There  is  no  fund  raising  of  any 
kind.  The  drive  is  entirely  a detection 
and  education  program.  It  offers  every 
physician  a chance  to  aid  in  the  detection 
and  amelioration  of  an  important  disease. 

Our  readers  are  urged  to  join  their  local 
committees,  to  organize  committees  if  none 
exists,  and  to  give  every  possible  support  to 
this  drive. 

If  every  doctor  in  New  York  State  would 
test  the  urine  of  every  patient,  the  detection 
of  diabetes  would  thereby  be  increased 
several  fold. 


Blood  Pressure  Study 

A study  of  the  blood  pressure  in  people  is  a continuation  of  a similar  study  already 

sixty-five  years  of  age  and  over  has  been  completed  in  persons  under  sixty-five.  A 

undertaken  by  a group  under  the  auspices  number  of  physicians  over  the  entire 

of  the  New  York  Heart  Association.  This  country  have  just  received  questionnaires 
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to  fill  out  on  six  persons  sixty-five  or  more, 
preferably  two  for  each  age  period : 65  to  69. 
70  to  74.  75  and  over.  In  addition  to  the 
patient-,  a good  source  of  material  should  be 
relatives  in  these  age  groups  who  are  in  fair 
health  and  able  to  care  for  themselves.  Of 
course,  many  of  them  will  have  chronic 
illnesses  which  are  not  disabling.  Those 
who  are  employed,  even  partially,  are 
desirable.  The  questionnaires  are  accom- 
panied by  a letter  of  suggestions  for  com- 
pleting them. 

This  study  is  important  because  relatively 
few  data  are  available  on  blood  pressure  in 
elderly  people,  yet  this  portion  of  the 
population  already  includes  many  millions 
and  is  rapidly  increasing  in  number,  because 
of  the  lengthening  span  of  life.  It  is  there- 
fore essential  to  know  the  range  of  normal 
blood  pressure  in  older  persons  as  in  the 
younger  age  groups.  For  this  purpose 
statistical  methods  will  be  used.  Criteria  of 
hypertension  will  be  established.  These 
should  have  important  clinical  applications 
such  as  the  relation  of  hypertension  to 
coronary  disease  and  occlusion,  cardiac 
enlargement,  obesity,  and  diabetes.  It  will 
be  interesting  to  see  whether  the  important 
differences  between  the  two  sexes  already 
established  in  people  under  sixty-five  exist 
in  the  older  age  groups.  Pilot  studies  con- 


ducted by  the  research  group  in  large  in- 
dustrial concerns  and  old  age  homes  revealed 
that  they  were  unsatisfactory  for  the  study 
because  the  former  employed  relatively  few 
people  over  sixty-five  and  in  the  "homes" 
the  blood  pressure  was  often  not  taken  or  the 
technics  were  unsatisfactory.  It  was  there- 
fore concluded  that  the  best  means  of 
obtaining  data  was  to  contact  general 
practitioners  and  internists  over  the  entire 
country  in  order  to  have  a geographic  dis- 
tribution. 

It  is  obvious  that  the  success  of  the  study 
depends  entirely  on  the  full  cooperation  of 
the  medical  profession.  It  takes  but  a short 
time  to  fill  out  the  questionnaires  which  have 
been  made  as  simple  as  possible.  About 
one  physician  out  of  ten  has  received  them. 
We  urge  all  those  who  have,  to  fill  them  out 
as  caretully  and  quickly  as  it  is  possible  to 
get  the  data.  Also,  there  will  doubtless  be 
many  physicians  who.  although  they  have 
not  been  contacted,  will  wish  to  take  part  in 
this  important  study.  They  should  'end  a 
postcard  with  their  address  to  the  following: 
Blood  Pressure  ritudy.  11  East  100th  Street. 
New  York  29.  New  York. 


Editor  s Xote:  A special  article,  giving  further  in- 
formation on  this  study  appear;  in  this  issue  on 
page  2533. 


Current  Editorial  Comment 


A Civic  Duty.  Says  the  Bulletin  of  the 
Medical  Society  of  the  County  of  Kings 
editorially  :> 

It  is  important  that  every  doctor  register 
and  vote.  It  is  imperative  that  every  doctor 
enroll  in  a political  party,  preferably  in  one  of 
the  two  older  parties,  to  help  to  maintain  the 
type  of  government  that  has  made  it  possible 
for  .America  to  reach  its  present  state  of  influ- 
ence and  of  affluence.  Let  no  doctor  be  blinded 
by  propaganda,  by  rationalization  and  recrimi- 
nation that  emanate  from  most  of  the  candi- 
dates for  political  office.  Doctors  are  intelligent 
enough  to  learn  the  l-sues  of  the  campaign. 

\ 32:  2ST  (Sept.)  1S53. 


Let  no  dazzling  or  high  sounding  names  obscure 
the  real  principles  upon  which  certain  parties 
have  been  founded.  Not  infrequently  some 
groups  claiming  to  be  progressive  and  liberal 
have  proven  themselves  most  intolerant  and 
selfish  after  they  have  won  an  election.  It  is 
therefore,  the  responsibility  of  all  doctors  as 
citizens  to  help  in  restoring  the  two-party 
system  in  New  York  City. 

As  doctors  we  come  into  contact  with  people 
of  all  walks  of  life,  and  we  are  in  the  best  posi- 
tion to  know  the  needs  of  our  communities. 

There  is  no  way  to  preserve  the  American 
system,  the  .American  way  of  life,  except  to 
exercise  the  right  of  the  franchise. 


President’s  Page 

Medical  Examiners 

There  is  a great  service  that  can  and  should  be  rendered 
by  the  cooperation  of  the  legal  and  medical  professions  in 
integrated  activity  with  the  purpose  of  protecting  society 
and  America’s  power  against  the  needless  destruction  of 
human  life.  You  and  I,  almost  daily,  read  such  captions: 
“Death... untimely... sudden... unnatural...  violent.,  .accidental 
or  obscure  causes”  relative  to  persons  who  have  been 
found  deceased.  The  theme  could  be  “violent  homicide,” 
which  always  brings  forth  headlines  and  recriminations. 

For  a thousand  years  and  more  it  was  the  practice  to  call 
in  someone  to  judicate  sudden  deaths.  This  person  was 
designated  a coroner.  Usually,  he  was  a layman  with  no 
medical  training  or  an  undertaker  who  could  conceivably 
have  a personal  interest  in  disposal  of  the  deceased.  The 
name  “coroner”  came  to  North  America  in  the  early  colonial 
period  from  England.  For  years  coroners  served  a useful 
purpose  as  conservers  of  the  peace,  because  there  were  no 
other  channels  available  that  encompassed  both  the  medical 
and  legal  aspects  of  unexplained  deaths.  Progress  has  af- 
forded in  modern  times  an  effective  legal  jurisdiction  over 
suspicious  death.  The  death  of  any  citizen  is  a loss  to  our  government.  Therefore  it  is 
illegal  to  commit  suicide.  The  loss  of  any  person  demands  an  efficient  and  scientific  evalua- 
tion of  the  cause  of  death.  This  can  be  done  only  by  an  expert  staff  consisting  of  patholo- 
gists, technicians,  and  toxicologists.  These  functions  are  directed  through  the  office  of  the 
medical  examiner.  The  medical  examiner  is  created  by  a state,  county,  or  other  geographi- 
cal political  unit  for  legal  jurisdiction  in  the  improvement  of  scientific  and  professional  data 
! for  the  clarification  and  administration  of  justice  in  sudden,  accidental,  suicidal,  or  homi- 
I cidal  death. 

Obviously  the  name  under  which  accurate  medical  information  is  obtained,  be  it  “cor- 
I oner”  or  “medical  examiner,”  has  little  bearing  on  the  responsibility  and  public  obligation 
which  must  be  discharged  judiciously.  It  is  invariably  the  intent  of  the  laws  and  prosecutors 
that  the  true  cause  of  death  be  established  with  precision  and  dispatch  by  collecting  perti- 
! nent  evidence,  be  it  legal  or  medical,  of  the  circumstances  involved  in  the  case.  In  most  of  the 
I 48  states  the  coroner  or  his  equivalent  has  legal  commitments  in  addition  to  the  strictly 
medical  functions,  namely,  impaneling  a jury,  examining  witnesses,  and  holding  hearings. 
In  Dutchess,  Erie,  Nassau,  and  Westchester  Counties  of  New  York  State  and  in  the  five 
1 metropolitan  New  York  counties  the  medical  examiners  have  been  relieved  of  most  of  the 
' magisterial  duties. 

Mrs.  Frances  Glessner  Lee,  a New  Hampshire  woman  known  affectionately  as  “Cap- 
tain” Lee  because  she  is  a captain  in  the  New  Hampshire  State  Police  Department,  mothered 
and  supported  Harvard  Medical  School’s  outstanding  Department  of  Legal  Medicine.  To 
! her  vision  and  the  active  administrations  of  Drs.  George  Burgess  McGrath  and  Allan  R. 
j Moritz,  legal  medicine  owes  a debt  of  gratitude  for  the  existence  at  Harvard  of  medical  ex- 
I aminers’  seminars,  not  only  for  pathologists  and  physicians,  but  for  state  police  as  well. 

I From  these  seminars  there  has  emanated  a great  educational  program  for  special  training  of 
! young  doctors,  who  afterwards  become  medical  examiners  in  many  states  and  who  are 
j emulating  the  principles  of  the  pioneer  educational  center  in  this  direction.  The  story  of 
Harvard  University  is  well  worth  historical  review. 

The  American  Medical  Association  appointed  a committee  to  study  the  relationship  of 
| medicine  and  law.  The  committee’s  comprehensive  report  to  the  House  of  Delegates  was 
I approved  in  1945.  Those  who  are  interested  in  forensic  medicine  should  obtain  this  report 
j and  study  it  carefully. 
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In  the  past,  politics  have  often  invaded  and  dominated  the  coroner's  office.  In  line  with 
the  progress  of  modem  medicine  and  law  these  political  positions  are  gradually  being  re- 
placed by  efficient  appointments  under  civil  service  or  by  municipal  ami  other  courts;  in 
some  instances  by  a nonpolitieal  board  of  experts,  with  appointments  made  on  the  basis  of 
professional  merit.  Undoubtedly  the  very  least  that  even-  state  should  require  of  its  coro- 
ners and  medical  examiners  is  a medical  degree.  In  addition,  the  examiner  or  coroner  should 
have  a staff  of  pathologists  and  toxicologists  who  will  be  available  when  the  emergency  anses. 
It  has  been  shown  that  such  a setup  is  economical. 

In  simple  fairness  to  the  coroner's  office  it  may  be  said  that  there  are  many  exceptions 
to  the  inadequacy  of  political  coroners.  In  a number  of  communities  where  no  law  requires  a 
coroner  to  have  medical  knowledge,  a leading  physician  or  civic-minded  citizen,  from  a sense 
of  public  service,  has  made  the  race  for  coroner  and  has  done  his  level  best  to  serve  without 
fear  or  favor. 

Where  the  number  of  problems  justifies  it,  competent  staffs  and  facilities  should  be 
made  available  for  a thorough  medicolegal  service.  However,  in  most  counties  unattended 
death  20  per  cent  incidence!  is  investigated  by  laymen  with  methods  that  differ  little  from 
those  in  use  before  the  period  of  modem  medicine.  The  best  method  to  obtain  expert  evidence 
in  medicolegal  cases  is  to  have  the  lethal  data  determined  by  a qualified  pathologist,  either 
private,  state,  or  county  employe,  who  has  the  responsibility  and  ability  to  perform  an 
adequate  medicolegal  autopsy.  An  autopsy  is  often  necessary,  even  though  the  cause  of 
death  appears  obvious.  The  findings  and  outcome  of  an  autopsy  may  affect  the  life,  con- 
viction. or  freedom  of  a suspected  person.  Furthermore,  such  an  autopsy  may  result  in  the 
just  indemnification  of  a widow  or  child  by  an  insurer.  These  issues,  alone,  when  they  are 
at  stake,  demand  that  an  efficient  examination  be  performed  to  further  the  interest  of 
justice.  Therefore,  to  be  an  efficient  medicolegal  investigator  a pathologist  should  Lave  com- 
petence in  forensic  pathology.  As  elsewhere  in  this  specialty,  efficiency  bears  a direct  rela- 
tionship to  experience.  It  is  not  extravagant  to  claim  that  every  city  of  more  than  100. OCR* 
inhabitants  should  have  an  experienced,  medicolegally  trained  pathologist  and  supporting 
personnel. 


In  April.  1952.  an  optional  law  (Chapter  64)  was  passed  in  New  York  State  empowering 
any  county  board  of  supervisors  to  submit  to  local  referendum  a proposal  abolishing  elective 
coroners  and  substituting  duly  qualified  medical  examiners.  Westchester  County's  ideal 
medical  examiner  system  was  established  under  this  new  law.  County  and  city  medical 
societies  in  this  State  are  now  in  a position  to  investigate  the  competency  of  their  local 
medicolegal  services.  If  the  condition  requires  it.  they  can  bring  to  the  attention  of  the 
supervisors,  the  press,  and  the  public  the  opportunities  offered  by  the  optional  law  to  put 
these  services  on  a modem,  professional,  nonpolitieal  basis.  It  is  the  duty  of  the  local 
medical  societies  to  examine  the  laws  that  relate  to  the  office  of  coroner  and  medical  ex- 
aminer in  their  respective  communities,  with  a view  to  exercising  the  privilege  granted  them 
by  this  new  optional  law. 


The  position  of  medical  examiner  offers  an  opportunity  to  a pathologist  to  render  a 
great  public  service.  There  will  be  hours  of  hard  and  often  gruesome  work,  work  that  may 
call  him  any  hour  of  the  day.  duties  unsung  and  unheralded,  problems  that  touch  living  in 
the  raw,  but  never  without  challenge  and  human  interest,  always  in  a worthy  cause.  Thi~ 
one  will  be  indoctrinated  into  a phase  of  life  that  requires  a true  sense  of  justice,  a sturdy 
soul,  and  a realistic  philosophy  of  the  roots  and  fundamentals  of  what  medicine  and  the  law 
as  a team  can  contribute  to  government  and  man. 


It  isn't  the  load  that  breaks  us  down;  it's  the  way  tee  carry  it. — Dr.  Morris  M.  Brill 
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THE  arterial  lesions  of  atherosclerosis  vary 
unpredictably  in  size,  extent,  character, 
and  distribution.  Thus  there  is  no  satis- 
factory method  of  quantitatively  assessing 
the  severity  of  the  atherosclerotic  process  in 
any  one  individual.  Whether  or  not  in- 
adequate blood  flow  to  the  heart,  brain, 
kidneys,  or  extremities  results  may  depend 
in  part  on  subsidiary  factors  independent  of 
the  lesions  themselves.  Under  the  circum- 
stances, it  is  not  surprising  that  there  is  so 
much  disagreement  as  to  what  factors 
promote  the  development  of  the  disease, 
especially  if  data  are  obtained  at  second 
hand  from  autopsy  protocols  or  are  depend- 
ent upon  the  development  of  clinical 
evidence  of  atherosclerosis. 

It  is  therefore  all  the  more  remarkable  that 
at  the  present  time  there  is  almost  universal 
agreement  that  diabetes  tends  to  accelerate 
the  development  of  atherosclerosis  in  man. 
This  has  been  emphasized  in  a recent 
symposium1  and  in  Warren  and  Le  Compte’s 
revised  textbook  on  the  pathology  of  dia- 
betes.2 However,  many  diabetics,  even 


those  with  hypertension,  survive  to  ad- 
vanced old  age  and  show  no  unusual  degree 
of  atherosclerosis  at  necropsy'.  Indeed,  it 
is  not  at  all  difficult  to  collect  groups  of 
diabetics  who  at  necropsy  exhibit  decidedly 
less  atherosclerosis  than  nondiabetic  controls 
of  the  same  age.  There  are  no  known 
factors  that  invariably  and  inevitably  pro- 
mote the  development  of  atherosclerosis.  It 
is  clear,  therefore,  that  diabetes  is  only  an 
incidental  aggravating  factor  in  the  develop- 
ment of  atherosclerosis  rather  than  a cause  of 
it. 

It  is  possible  that  there  are  different  types 
of  diabetes  only  some  of  which  favor  the 
development  of  atherosclerosis.  Experi- 
mental alloxan  diabetes  in  animals  does  not 
lead  to  atherosclerosis.  Duff  and  Mc- 
Millan have  shown  that  it  may  even  inhibit 
arterial  lesions  in  cholesterol-fed  rabbits.3 
On  the  other  hand,  there  is  evidence  that 
cortisone  diabetes  has  led  to  precocious 
atherosclerosis.4  Casual  observations  on 
human  material  suggest  that  when  diabetes 
results  from  destruction  of  pancreas  by 
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tumor  or  inflammation,  there  is  little  tend- 
encjT  to  develop  increased  atherosclerosis. 
But  even  in  the  more  usual  types  of  diabetes 
in  which  the  pancreas  is  essentially  normal 
morphologically  or  shows  only  mild  hyaline 
change  or  subtle  alterations  in  cellular 
granularity  in  the  islet  tissue,  there  are 
marked  degrees  of  variation  in  the  extent  of 
associated  atherosclerosis. 

The  high  incidence  of  atherosclerosis  in 
diabetes  is  most  often  attributed  to  increased 
concentration  of  colloidal  lipids  in  the  body 
fluids.  Most  therapeutic  efforts  in  diabetes 
are  directed  toward  controlling  the  dis- 
turbance in  carbohydrate  metabolism  since 
this  may  lead  to  acute  dramatic  symptoms. 
Little  effort  is  expended  to  keep  the  blood 
lipids  normal,  and  the  blood  cholesterol 
tends  to  be  slightly  above  normal  or  at  least 
near  the  upper  limits  of  normality.  It  is 
this  secondary  mild  disturbance  in  lipid 
metabolism  that  may  be  responsible  for 
many  of  the  late  lesions  of  diabetes.  The 
retinal  vessels  occasionally  contain  abnormal 
deposits  of  fat.  Ballantyne,  who  was  one  of 
the  first  to  describe  capillary  ectasias  in  the 
retinas  of  diabetics,  believed  that  fatty 
deposition  preceded  the  development  of  this 
lesion.5  Sudanophilic  material  is  sometimes 
demonstrable  in  the  retinas  of  diabetics  in 
whom  ophthalmoscopic  examination  during 
life  revealed  “exudates.”  Abnormal  de- 
posits of  fat  are  frequently  found  in  the  renal 
medulla  and,  if  there  is  an  associated  hyper- 
tension, in  the  renal  glomeruli  and  may 
participate  in  the  development  of  necrotizing 
papillitis  and  nodular  glomerulosclerosis, 
respectively.  The  development  of  xanthe- 
lasma and  xanthomatous  eruptions  are 
clearly  evidences  of  disturbed  lipid  metab- 
olism. 

The  most  distinctive  feature  of  “diabetic” 
atherosclerosis  is  the  tendency  for  lipid 
accumulations  to  form  not  only  in  large 
arteries  but  in  very  small  branches  that 
are  ordinarily  uninvolved.  The  coronary 
arteries,  which  in  nondiabetic,  nonhyper- 
tensive women  are  often  remarkably  re- 
sistant to  atherosclerosis,  become  peculiarly 


vulnerable.  Since  the  hearts  of  such  women 
seem  unable  to  accommodate  well  to 
atherosclerotic  narrowing  of  the  coronary 
arteries,  the  incidence  of  myocardial  infarcts 
appears  to  be  as  high  as  in  the  diabetic 
male.  The  major  renal  arteries  in  Kimmel- 
stiel-Wilson’s  disease  often  contain  large 
atheromatous  plaques.6  This  is  an  unusual 
finding  in  nondiabetics. 

Not  only  are  lipid  deposits  found  in  small 
arteries  of  diabetics,  they  occur  in  the  very 
minute  arterioles  of  the  abdominal  viscera 
simulating  in  many  ways  hypertensive 
arteriolar  sclerosis  although  usually  to  a 
much  milder  degree.  In  hypertensive 
diabetics,  arteriolar  lipidosis  is  often  very 
severe.  In  50  per  cent  of  this  latter  group 
the  capillary  loops  of  the  glomeruli  contain 
excessive  masses  of  fat,  frequently  in 
globular  masses.  Less  commonly  but  even 
more  remarkably,  lipid  may  be  found  in  the 
intima  of  the  pulmonary  veins  if  diabetes  is 
associated  with  mitral  stenosis  and  con- 
sequent pulmonary  venous  hypertension. 

The  cause  of  the  extension  of  the  athero- 
sclerosis throughout  a wider  area  of  the 
vascular  system  in  diabetics  is  unknown. 
Anitschkow’s  theory  of  lipid  infiltration 
through  the  surface  of  arteries  provides  a 
simple  if  unproved  explanation.  According 
to  this  view,  thin,  delicate  arteries  are 
ordinarily  able  to  dispose  of  the  minute 
amounts  of  lipid  that  enter  them.  In 
hyperlipemic  states  the  entrance  of  plasma 
lipid  is  increased  periodically  above  the 
“clearance”  level  and  eventually  leads  to 
persistent  accumulations.  Whether  or  not 
this  explanation  is  the  correct  one,  it  is 
possible  that  some  of  the  late  complications 
of  diabetes  could  be  controlled  if  more 
attention  were  paid  to  the  blood  lipid  levels. 
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Vallestril  is 
highly  effective  in: 


Vallestril  achieves 
relative  avoidance  of: 


Suppressing  specific 
pituitary  function 
lactation 
ovulation 


Suppressing  menopausal  symptoms  . 


Cornification  of  vaginal  mucosa  . 


Control  of  symptoms  of  osteoporosis  . 


. . . Nausea 


. . . Mastalgia 


...Withdrawal  bleeding 


Vallestril  has 

It  provides  potent  estrogenic  activity  only  in 
certain  organs,  thus  minimizing  or  completely 
obviating  the  well-known  disadvantages  of  pre- 
viously available  estrogens.  These  disadvantages 
are  the  high  incidence  of  withdrawal  bleeding, 
nausea,  edema  in  the  female  and  mastalgia  and 
gynecomastia  in  the  male. 

Vallestril  has  been  shown1-5  to  be  more  active 
than  estradiol  and  to  have  twice  the  potency  of 
estrone6  on  the  vaginal  mucosa  when  measured 
by  the  Allen-Doisy  technic.  However,  Vallestril 
has  been  shown  to  have  but  one-tenth  the  ac- 
tivity of  estrone  on  the  uterus  by  the  Rubin 
technic — a suggested  explanation  of  its  very  low 
incidence  of  withdrawal  bleeding. 


" target  action” 

Vallestril  “quickly  controls7  menopausal 
symptoms,  as  well  as  the  pain  of  postmeno- 
pausal osteoporosis  and  of  the  osseous  metas- 
tases  of  prostatic  cancer.  The  beneficial  effect 
of  the  medication  appeared  within  three  or  four 
days  in  most  menopausal  patients.  There  is  also 
evidence  that  the  patient  can  be  maintained  in 
an  asymptomatic  state  by  a small  daily  dose, 
once  the  menopausal  symptoms  are  controlled.” 
Dosage:  Menopause — 3 mg.  (1  tablet)  two  or 
three  times  daily  for  two  or  three  weeks,  followed 
by  1 tablet  daily  for  an  additional  month. 
Supplied  in  3-mg.  scored  tablets. 
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A drug  of  choice  for  long  term  oral  treatment  of 
hypertension  . . . found  effective  in  81%  of  patients1 


Lower  blood  pressure  has  been  obtained 
in  81%  of  moderate  and  severe  hyperten- 
sives treated  with  hexamethonium  chloride 
(available  as  Methium)  under  general- 
practice  conditions.1  In  60%  of  these  pa- 
tients lower  pressures  continued  for  4 to 
16  months  of  the  study. 

Also,  as  pressure  is  reduced,  improvement 
is  almost  universally  seen  in  eye  and  heart 
symptoms,  headache,  vertigo,  dyspnea, 
etc.1'6  In  some  cases  even  where  pressure 
fails  to  respond,  symptoms  may  nonethe- 
less abate.4'7 

Methium,  a potent  autonomic  ganglionic 
blocking  agent,  reduces  blood  pressure  by 


interrupting  nerve  impulses  responsible 
for  vasoconstriction.  Because  of  its  potency, 
careful  use  is  required.  Pre-treatment 
patient-evaluation  should  be  thorough. 
Special  care  is  needed  in  impaired  renal 
function,  coronary  artery  disease  and  exist- 
ing or  threatened  cerebral  vascular  acci- 
dents. A booklet  of  complete  instructions 
for  prescribing  is  available  and  should  be 
considted  prior  to  initiating  therapy. 
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In  1950  Jeffcoate1  made  the  following  statement 
regarding  the  use  of  estrogens  in  the  treatment 
of  abnormalities  of  pregnancy  and  the  puerpe- 
rium:  “Earlier  hopes  of  this  line  of  treatment 
have  proved  unjustified  and  the  premises  on 
which  they  were  based  have  been  rudely  shaken.” 
The  intention  of  this  presentation  is  to  examine 
all  the  factual  evidence  published  thus  far  in  an 
attempt  to  arrive  at  some  logical  conclusions. 

The  most  commonly  encountered  problems  are 
as  follows: 

1.  Habitual  and  threatened  abortion 

2.  Diabetes 

3.  Toxemias  of  pregnancy 

4.  Missed  abortion  and  missed  labor 

5.  Myometrial  stimulation 
(a)  Induction  of  labor 
(6)  Uterine  inertia 

6.  Nausea  and  vomiting  of  pregnancy 

7.  Breast  conditions 

Habitual  and  Threatened  Abortion 

The  fact  that  many  women  abort  does  not 
necessarily  indicate  hormonal  abnormality  since 
there  are  numerous  other  etiologic  factors  re- 
sponsible for  the  interruption  of  early  pregnancy. 
Spontaneous  abortion  should  not  be  regarded  as 
a serious  matter.  In  fact,  it  is  nature’s  way  of 
minimizing  the  number  of  fetal  abnormalities 
born  at  term.  Hertig  and  Rock2  discovered  ab- 
normal ova  in  about  one  half  of  their  specimens 
of  early  ova.  Of  serious  consequence  only  are 
those  instances  in  which  two  or  more  consecutive 
abortions  occur.  This  group  should  be  carefully 
studied  for  organic  etiologic  factors.  After  the 
latter  cases  have  been  eliminated,  there  remains 
a group  in  which  hormonal  abnormality  may  play 
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a part.  Several  important  possibilities  suggest 
themselves,  i.e.,  pituitary  hypofunction,  deficient 
corpus  luteum,  and  thyroid  hypofunction. 

It  was  the  original  work  of  Fraenkel3-4  many 
years  ago  which  showed  that  a normal  corpus  lu- 
teum is  necessary  for  the  survival  of  the  implanted 
fertilized  ovum  in  the  early  weeks  of  pregnancy. 
The  reason  is  quite  obvious,  and  many  have  in- 
ferred from  these  observations  that  a poorly  func- 
tioning corpus  luteum  will  produce  an  inadequate 
luteal  phase  of  the  endometrium  and  will  result 
in  a site  of  nidation  deficient  from  the  point  of 
view  of  ovular  nutrition.  Smith  and  Smith5  have 
advocated  the  use  of  diethylstilbestrol  in  such 
cases  because  they  believe  that  stilbestrol  acts  not 
by  reason  of  its  estrogenic  properties,  but  by  vir- 
tue of  its  particular  chemical  structure.  They 
further  contend  that  it  increases  progesterone 
production  by  utilization  of  chorionic  hormone. 

Davis  and  Fugo6  and  Sommerville,  Marrian, 
and  Clayton7  have  failed  to  confirm  this  hypothe- 
sis. In  ten  patients  Davis  and  Fugo6  used  di- 
ethylstilbestrol and  testosterone  propionate  daily 
in  large  amounts  over  long  periods  during  the 
first  sixteen  weeks  of  gestation.  The  addition  of 
this  type  of  therapy  did  not  alter  the  normal  ex- 
cretion of  pregnanediol.  Progesterone  treat- 
ment was  followed  by  prompt  recovery  of  a con- 
siderable portion  of  the  injected  steroid  as  preg- 
nanediol. Further  work  by  these  authors 
showed  that  there  was  no  evidence  that  stilbestrol 
stimulates  steroid  production  by  the  corpus  lu- 
teum or  the  syncytium.  In  their  series  of  cases 
of  habitual  abortion  there  was  a 45.2  per  cent 
salvage  with  stilbestrol  as  against  a 66.7  per  cent 
salvage  with  progesterone. 

The  controversy  concerns  the  conception  which 
Smith  and  Smith  have  put  forward  that  there  is 
an  increased  amount  of  pregnanediol  excretion 
during  pregnancy  as  a result  of  diethylstilbestrol 
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therapy.  The  opposite  school  of  thought  con- 
tends that  since  the  metabolism  of  diethylstilbes- 
trol  eventually  appears  in  glueuronide  form  in 
the  urine,  the  additional  glueuronide  complex  is 
not  indicative  of  increased  progesterone  secretion. 
Smith  and  Barker4  refute  this  by  the  claim  that 
the  previous  investigators  measured  pregnanediol 
colorimetrically  after  extracting  it  from  acid- 
hydrolyzed  urine,  whereas  the  original  work  was 
based  on  gravimetric  measuring  of  the  sodium 
pregnanediol  glueuronide  complex  by  Venning's 
method.  They  further  contend  that  the  rise  in 
diethylstilbestrol  glueuronide  could  not  account 
for  the  rise  in  sodium  pregnanediol  glueuronide 
>ince  they  maintain  that  diethylstilbestrol  glu- 
curonide  is  not  recovered  in  measurable  amounts 
by  the  Venning  method.  This  has  been  ques- 
tioned by  Somerville  et  al.7 

Seitchik5  studied  the  urinary  pregnanediol 
values,  employing  the  Astwood-Jones  method, 
during  the  twentieth  to  thirty-eighth  week  of 
pregnancy  in  seven  women  receiving  prophylac- 
tic diethylstilbestrol  therapy  and  observed  no  in- 
crease-in pregnanediol  excretion.  This  indicates 
that  diethylstilbestrol  has  no  stimulating  effect 
on  progesterone  metabolism  as  measured  by 
pregnanediol  excretion. 

Crowder,  Bills,  and  Broadbest1®  reported  on 
100  patients  with  threatened  abortion  treated  by 
one  of  two  routines : bed  rest  and  sedation  or  bed 
rest,  sedation,  and  diethylstilbestrol.  They 
concluded  that  diethylstilbestrol  in  large  doses 
caused  no  increase  in  salvage  rate  over  bed  rest 
and  sedation  alone.  Colvin  et  al.11  reported  the 
analysis  of  1,570  consecutive  cases.  No  antepar- 
tum treatment  other  than  the  usual  multiple  vita- 
mins was  prescribed.  Abortion  occurred  in  28 
per  cent.  Of  141  women  who  had  had  one  to 
four  previous  pregnancies  which  terminated  in 
abortion  the  incidence  of  repeated  abortion  was 
22.7  per  cent,  of  term  pregnancies  76.6  per  cent. 
( < imparison  of  these  141  women  with  564  women 
who  had  perfect  pregnancy  records  showed  that 
the  former  group  had  7.8  per  cent  fewer  abortions 
and  S.3  per  cent  more  pregnancies  which  went  to 
term.  Facts  such  as  these  would  have  made  an 
impre>~ive  but  misleading  showing  had  treatment 
been  used  in  the  unfavorable  group.  Of  112  pa- 
tients whose  threatened  abortion  terminated  in 
expulsion  of  blighted  ova,  the  next  pregnancy 
went  to  term  in  86.6  per  cent,  a most  encouraging 
result  had  treatment  been  administered. 

Greenhil)11  claims  to  have  given  up  the  use  of 
all  hormones  except  estrogens  for  habitual  abor- 
tions and  is  not  even  certain  that  the  latter  are 
necessary.  King1*  has  compiled  the  literature 
on  the  subject : Of  2.792  cases  of  threatened  abor- 
tion and  1 ,820  cases  of  repeated  abortions,  67  per 


cent  and  61  per  cent,  respectively,  carried  through 
to  term  regardless  of  the  type  of  treatment  or  the 
absence  of  it.  He  concludes  that  the  confusion 
in  the  literature  concerning  this  problem  is  the 
result  of  differences  in  selection  of  cases  for  treat- 
ment. of  different  definitions  of  threatened  and  re- 
peated abortion,  of  drawing  conclusions  from  an 
inadequate  number  of  cases  without  adequate 
controls,  and  of  failure  to  consider  the  element  of 
chance.  N’o  method  of  therapy  of  either  threat- 
ened or  habitual  abortion  has  been  demonstrated 
conclusively  as  being  of  outstanding  value. 

Diabetes 

To  Priscilla  White14  go  the  honors  for  the  con- 
tributions which  she  has  made  in  the  study  of  di- 
abetes complicating  pregnancy.  She  and  her 
collaborators  observed  the  imbalance  of  sex  hor- 
mones in  75  per  cent  of  these  patients.  They 
noted  a fall  in  the  serum  level  of  estrogens,  a 
decrease  in  the  excretion  of  pregnanediol.  and 
a rise  in  the  serum  level  of  chorionic  gonadotro- 
pin. Stilbestrol  and  progesterone  were  adminis- 
tered intramuscularly.  Stilbestrol  therapy  con- 
sisted of  5 mg.  of  each  daily  to  the  twentieth 
week.  10  mg.  of  each  daily  between  the  twentieth 
and  twenty-fourth  weeks.  15  mg.  of  each  daily 
between  the  twenty-fourth  and  twenty-eighth 
weeks.  20  mg.  of  each  daily  between  the  twenty- 
eighth  and  thirty-second  weeks.  25  mg.  of  each 
daily  between  the  thirty-second  and  thirty-sixth 
weeks,  and  30  mg.  of  each  daily  from  the  thirty- 
sixth  week  up  to  the  time  of  delivery.  Early  and 
aggressive  treatment  coincided  with  the  drop  in 
abortion  and  miscarriage  incidence  to  zero. 
However,  no  controlled  observations  are  reported 
by  this  group. 

In  a later  publication15  summarizing  439  con- 
secutive diabetics  carried  through  pregnancy,  the 
fetal  mortality  reported  was  18  per  cent.  The 
theory  expounded  is  that  stilbestrol  therapy 
maintains  the  chorionic  gonadotropin  below  200 
R.U.  per  100  cc.  of  serum  between  the  twenty- 
fourth  and  the  twenty-sixth  weeks  of  pregnancy. 
Progesterone  was  given  to  maintain  pregnanediol 
excretion  at  normal  levels:  in  addition,  thyroid 
and  vitamin  E were  given  as  supplemental  therapy. 

Given.  Douglas,  and  Tolstoi16  reported  their 
experience  with  106  diabetics  during  131  preg- 
nancies in  which  no  hormonal  therapy  was  in- 
cluded in  their  regime  and  found  a fetal  mortality 
of  21.4  per  cent.  Reis.  DeCosta.  and  Allweiss17 
reported  a death  rate  of  only  13.5  per  cent  for 
fetuses  of  diabetic  mothers  without  the  use  of 
hormone  therapy. 

In  all  fairness  it  is  to  be  stated  that  the  propor- 
tion of  severe  diabetics  is  probably  much  greater 
in  the  series  reported  by  White. 
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Toxemias  of  Pregnancy 

In  so  far  as  toxemias  of  pregnancy  are  concerned, 
the  evidence  at  the  present  time  does  not  support 
the  value  of  estrogen  therapy,  although  Smith  and 
Smith18  in  treating  alternate  unselected  primi- 
gravidas  with  diethylstilbestrol  claim  only  2.3 
per  cent  of  all  treated  patients  developed  eclamp- 
tic complications  of  late  pregnancy  in  comparison 
to  6.8  per  cent  in  the  control  group.  Further- 
more, in  treated  patients  in  whom  toxemia  de- 
veloped, the  disturbance  appeared  to  arise  later 
and  seemed  less  severe  than  in  the  control  group. 

Ferguson19  reports  the  treatment  of  190  preg- 
nant women  with  increasing  doses  of  stilbestrol. 
Treatment  was  begun  by  at  least  the  twentieth 
week  of  pregnancy  and  continued  through  the- 
thirty-fifth  week  of  pregnancy  unless  the  patient 
delivered  or  aborted  while  on  the  treatment. 
The  dose  of  stilbestrol  began  with  6.3  to  50  mg.  a 
day  and  ended  with  137.5  mg.  a day.  A total  of 
203  similar  women  received  an  indistinguishable 
placebo  and  provided  a fair  comparison.  He  con- 
cludes that  stilbestrol  had  no  effect  on  pre-eclamp- 
sia, prematurity,  fetal  weight  and  survival,  or  the 
size  of  the  placenta. 

In  the  discussion  of  Ferguson’s  paper  Greene 
stresses  the  absolute  necessity  for  the  use  of  ade- 
quate controls  as  advocated  by  Ferguson  and  fur- 
ther states  that  if  they  had  been  used  in  other  re- 
ports, there  would  probably  be  less  glowing  claims 
for  stilbestrol  as  a univeral  panacea. 

Missed  Abortion  and  Missed  Labor 

Intrauterine  death  of  the  fetus  is  followed  by 
decrease  of  estrogens  in  the  blood.  This  is  easily 
determined  by  the  Frank-Goldberger  blood  estrin 
test  or  one  of  its  modifications.20  The  Yenning 
and  Browne21  method  definitely  shows  low  preg- 
nanediol  glucuronide  excretion.  In  such  cases 
estrogens  have  been  administered  for  five  to 
eight  days  with  the  object  of  sensitizing  the  uterus 
in  order  to  promote  the  spontaneous  evacuation  of 
the  products  of  gestation.  Jeff  coate22  has  re- 
ported successful  results  in  48  of  55  such  cases 
using  this  method.  Since  spontaneous  abortion 
commonly  occurs  in  such  cases,  some  of  this  suc- 
cess can  be  regarded  as  coincidental.  Judd,23 
on  the  other  hand,  feels  that  the  treatment  of 
missed  abortion  should  be  watchful  waiting  until 
the  uterus  spontaneously  evacuates  its  contents. 
Although  there  are  no  reports  of  any  controlled 
investigation,  estrogen  therapy  may  be  attempted 
in  such  cases  without  compromising  the  safety  of 
the  patient.  It  is  to  be  pointed  out,  however, 
that  low  estrogen  levels  are  the  effect  of  the  fetal 
deaths  rather  than  a cause  for  the  failure  of  labor 
to  occur.  The  nature  of  the  mechanism  which 
causes  this  onset  of  labor  is  still  unknown. 


Myometrial  Stimulation 

Induction  of  Labor. — The  injection  of  estro- 
genic substances  in  pregnant  mice  will  cause  abor- 
tion or  absorption  of  the  fetuses.  In  normal 
pregnancy  in  women  Robinson,  Datnow,  and 
Jeffcoate24  have  shown  that  the  employment  of 
high  doses  of  estrogens  will  cause  no  disturbance, 
nor  will  premature  labor  set  in.  Smith  and 
Smith18  have  routinely  administered  stilbestrol 
to  pregnant  women  without  ill  effect. 

Jeffcoate25  has  demonstrated  that  estrone  has 
no  effect  on  the  contractility  or  sensitivity  of 
isolated  uterine  musculature  tested  in  'vitro  and 
further  states  that  the  previous  experiments  re- 
ported were  fallacious  since  the  preparations  used 
contained  impurities.  He  feels  that  estrogen 
acts  only  upon  the  intact  uterus  and  a continuous 
supply  is  necessary  to  produce  its  effects.  Should 
labor  begin  soon  after  the  use  of  estrogens,  it 
should  be  regarded  as  coincidence. 

Uterine  Inertia. — The  fact  that  the  estrogens 
during  pregnancy  are  present  in  an  inactive  form 
suggests  that  this  may  represent  a protective 
mechanism  since  the  hormone  cannot  sensitize 
the  uterus  prematurely.  If  such  a concept  is 
true,  it  is  conceivable  that  some  cases  of  inertia 
may  be  due  to  a persistence  of  this  mechanism. 
Hence,  the  administration  of  active  estrogenic 
hormones  would  be  useless  as  a corrective  since 
inactivation  would  occur. 

When  the  inertia  is  due  to  malposition  or  dis- 
proportion, estrogen  therapy  would  obviously 
have  no  effect.  When  the  hypotonic  type  of 
inertia  is  present  with  a coexistent  lowering  of 
blood  estrogen,  good  uterine  contractions  have 
been  observed  some  hours  following  the  adminis- 
tering of  estrogens.  The  relation  of  cause  and 
effect  is  obvious.  Clayton  and  Marrian26  in  1950 
reported  their  previous  results  as  erroneous. 
They  conclude  that  the  urine  of  women  during 
labor  still  contains  estrogens  which  are  mostly 
in  an  inactive  state  combined  with  glucuronic 
acid. 

Jeffcoate27  feels  that  estrogenic  hormone  should 
be  used  in  those  patients  in  whom  uterine  action 
is  not  improved  by  sedatives  and  antispasmodics. 
It  may  enhance  the  power  of  uterine  contrac- 
tions and  also  serves  to  regulate  and  coordinate 
them.  He  believes  that  estrogenic  hormone  is 
especially  useful  in  the  prophylactic  treatment  of 
inertia. 

Nausea  and  Vomiting  of  Pregnancy 

Many  women  exhibit  nausea  and  vomiting 
during  early  weeks  of  pregnancy,  but  only  on  rare 
occasions  does  this  mild  physiologic  disturbance 
persist.  Many  therapeutic  methods  are  advo- 
cated, including  suggestive  therapy,  all  of  which 
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have  shown  more  or  less  successful  results.  In 
the  majority  of  patients  this  is  not  a serious  prob- 
lem. Bertling  and  Burwell2*  have  given  5 mg.  of 
stilbestrol  daily  in  31  patients  with  a claim  of  com- 
plete relief  in  22,  marked  improvement  in  eight, 
and  no  improvement  in  one.  In  direct  opposition 
Whyte29  in  treating  vomiting  of  pregnancy  with 
estrogenic  compounds  concluded  that  the  admin- 
istration of  dienestrol  alone,  a derivative  of  stil- 
bestrol, did  not  seem  to  relieve  morning  sickness. 

Breast  Conditions 

The  mammogenic  factors  responsible  for  hy- 
pertrophy of  the  breasts  (duct  and  acinar  growth, 
respectively)  during  pregnancy  are  secreted  by 
the  anterior  lobe  of  the  pituitary.  These  hor- 
mones were  isolated  by  Lewis  and  Turner30  and 
Mixner,  Lewis,  and  Turner31  from  the  pituitaries 
of  pregnant  cows.  Experimentally  the  latter 
workers  further  substantiated  their  observations 
by  showing  the  negative  response  of  atrophied 
breast  tissue  to  estrogen  therapy  in  hypophysec- 
tomized  guinea  pigs.  It  has  been  suggested  that 
following  the  removal  of  the  placenta,  the  lacto- 
genic hormone  of  the  pituitary  is  released  and 
acts  upon  the  hypertrophied  breasts  to  produce 
lactation.  There  would  appear  to  be  present 
some  factor  which  l enders  the  pituitary  incapable 
of  this  secretion  while  the  placenta  is  intact. 

Most  women  today  do  not  wish  to  nurse  their 
offspring,  and,  therefore,  some  method  of  pre- 
venting lactation  would  be  desirable.  The  older 
method  of  a tight  binder,  fluid  restriction,  and 
stimulation  of  catharsis  is  of  little  practical  value 
in  preventing  breast  engorgement.  The  most 
useful  method  of  inhibiting  lactation  is  by  the 
use  of  ethinyl  estradiol,  0.05  mg.,  two  tablets 
three  times  a day  for  a period  of  two  weeks.  In 
spite  of  some  reports  to  the  contrary  the  same  re- 
gime applied  to  lactation  already  established 
may  inhibit  it  permanently.  Late  engorgement 
following  cessation  of  such  therapy  and  with- 
drawal bleeding  may  be  objectionable  features. 

Hypoplastic  nipples  during  pregnancy  are  not 
in  any  way  improved  by  the  application  of  estro- 
gens either  locally  or  parenterally. 

The  healing  of  cracked  nipples  may  appear  to 
be  helped  with  the  application  of  estrogenic 
cream.  However,  lanolin  alone  is  just  as  effec- 
tive. 

Comment 

It  is  evident  that  a great  deal  of  confusion  ex- 
ists as  to  the  proper  method  of  treatment  of  habit- 
ual and  threatened  abortion.  This  stems  from 
the  fact  that  no  standard  procedure  has  been  set 
by  the  various  obstetric  clinics  in  this  country. 
Until  such  findings  are  accepted,  disagreement  re- 
garding therapy  will  persist.  Adequate  controls 
must  be  introduced11  so  that  we  do  not  delude 


ourselves  with  the  overenthusiastic  results  which 
have  been  reported  in  small  series. 

Previous  to  the  advent  of  hormones  pregnant 
diabetics  were  treated  in  the  same  manner  as 
nonpregnant  patients.  When  treated  early,  the 
results  were  fairly  good.  The  diabetic  woman 
imder  proper  management  was  carried  through 
pregnancy  with  a minimum  of  risk  by  appropri- 
ate diet  and  insulin,  when  the  latter  was  neces- 
sary. 

The  imbalance  of  sex  hormones  as  determined 
by  blood  serum  assays  does  not  necessarily  indi- 
cate an  etiology  but  rather  a manifestation 
Since  diabetes  mellitus  is  primarily  a disturbance 
of  the  endocrine  portion  of  the  pancreas,  the 
hormonal  imbalance  is  easily  understandable. 
If  one  or  more  of  the  endocrine  glands  develop 
physiologic  or  pathologic  upsets,  the  normal 
mechanism  of  the  remainder  of  the  chain  is  upset. 
It  is,  therefore,  questionable,  since  no  controlled 
experiments  have  been  reported,  whether  the 
additional  treatment  with  endocrine  therapy  is 
indicated. 

Experiments  in  vitro  have  shown  that  purified 
estrogens  do  not  increase  the  sensitivity  and  con- 
tractility of  isolated  strips  of  smooth  muscle  of 
the  uterus.  It  seems  possible  that  estrogens  af- 
fect the  intact  uterus,  and  this  may  explain  the 
successful  results  reported  after  giving  estrogens 
to  cases  of  missed  abortion  or  missed  labor.  Fur- 
ther factual  evidence  is  required. 

Large  doses  of  estrogens  injected  into  pregnant 
rodents  will  interrupt  the  normal  course  of  preg- 
nancy. However,  this  does  not  apply  to  the  in- 
duction of  labor  late  in  pregnancy  in  the  human. 
Insofar  as  uterine  inertia  is  concerned,  some  re- 
ports indicate  the  improvement  of  uterine  con- 
tractions, but  this  has  not  been  universalh'  ac- 
cepted as  yet. 

Although  some  observers  report  good  results 
with  estrogens  in  nausea  and  vomiting  of  preg- 
nancy, other  investigators  have  reported  unsatis- 
factory results.  Since  it  is  usually  a mild  physio- 
logic disturbance,  it  can  be  controlled  in  the  ma- 
jority of  instances  with  diet  and  sedation.  There 
is  no  logical  reason  for  the  use  of  estrogen  ther- 
apy. 

Prevention  of  lactation  can  rather  easily  be 
accomplished  by  inhibiting  the  pituitary,  and 
this  can  be  effected  by  the  judicious  use  of  estro- 
gens. Diethylstilbestrol  in  varying  dosages 
has  been  used,  but  it  seems  that  when  discon- 
tinued, lactation  recurs  and,  in  addition,  there 
is  an  increase  of  postpartum  bleeding.  The  use 
of  ethinyl  estradiol,  which  approximates  a more 
natural  estrogen,  gives  comparable  results. 

Conclusions 

1.  It  is  not  yet  an  established  fact  that  estro- 
gens, either  alone  or  in  combination  with  other 
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therapy,  are  of  value  in  habitual  or  threatened 
abortions. 

2.  In  diabetes  and  the  toxemias  of  pregnancy 
their  value  has  not  been  fully  established. 

3.  Estrogen  therapy  may  be  helpful  in  termi- 
nating pregnancy  in  cases  of  missed  abortion  and 
missed  labor.  Should  it  fail,  it  does  not  compro- 
mise the  patient. 

4.  Estrogens  do  not  help  initiate  labor,  nor 
are  they  a reliable  means  of  inducing  labor. 

5.  The  evidence  that  estrogens  are  of  value 
in  the  treatment  of  uterine  inertia  is  doubtful. 

6.  Estrogen  administration  is  a useful  means 
of  inhibiting  lactation  and  reducing  breast  en- 
gorgement, providing  certain  sequelae  are  antici- 
pated. 

7.  Estrogens  are  of  no  value  in  nausea  and 
vomiting  of  pregnancy. 

525  Park  Avenue 
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THE  SIGNIFICANCE  OF  ABNORMAL  UTERINE  BLEEDING  DUE  TO 
OVARIAN  DYSFUNCTION 


Inglis  Frost,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Endocrine  Clinic,  Woman’s  Hospital) 

THE  publicity  given  to  cancer  over  the  past 
number  of  years  has  aroused  the  general 
public  to  the  seriousness  of  this  condition  and  has 
instilled  in  them  the  importance  of  early  consulta- 
tion. This  has  imposed  on  both  the  general 
practitioner  and  the  specialist  the  responsiblity 
for  an  accurate  diagnosis  and  for  rendering  intel- 
ligent advice  as  to  treatment. 

Irregular  and  excessive  uterine  bleeding  is  one 
of  the  most  common  conditions  for  which  the  pa- 
tient seeks  advice.  This  is  especially  true  of 
women  in  the  menopausal  years  where  the  fear  of 
malignancy  is  paramount.  Fortunately  in  re- 
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cent  years  many  new  diagnostic  aids  have  been 
added  to  the  physician’s  armamentarium.  These 
have  made  possible  in  most  cases  a simplified 
means  of  determining  the  causes  of  abnormal 
bleeding.  Even  with  the  diagnostic  aids  that 
are  available  it  is  not  an  uncommon  practice  for 
some  physicians  to  regard  most  irregular  uterine 
bleeding  as  a functional  disturbance  and  to  treat 
their  patients  accordingly.  They  may  be  cor- 
rect in  their  assumption,  but  it  should  never  be 
taken  for  granted  until  all  other  possible  causes 
have  been  examined. 

Irregular  uterine  bleeding  may  result  from 
various  conditions,  many  of  which  are  not  physio- 
logic in  character.  Other  causes  that  must  be 
eliminated  are  local  pathologic  conditions,  organic 
systemic  diseases,  and  gestational  occurrences. 
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The  more  important  pathologic  conditions 
to  be  kept  in  mind  are  tumors  of  the  ovary,  cer- 
vical and  uterine  polyps,  marked  erosions  of  the 
cervix  and  cervical  canal,  uterine  fibroids,  cancer 
of  the  uterus  and  cervix,  endometriosis,  and  in- 
flammatory conditions  of  the  pelvic  organs. 
Systemic  diseases  that  may  cause  bleeding  are 
tuberculosis,  blood  dyscrasias.  hypertension,  thy- 
roid disorders,  and  purpura  hemorrhagica.  Ex- 
cessive bleeding  may  also  be  associated  with  neu- 
rogenic disturbances  and  psychosomatic  condi- 
tions. Gestational  occurrences  must  be  ruled 
out  by  a careful  history  and  pelvic  examination.1 

In  this  paper  we  are  primarily  concerned  with 
the  causes  and  treatment  of  physiologic  or  func- 
tional bleeding  as  the  result  of  ovarian  and  pitui- 
tary dysfunction.  These  episodes  of  bleeding 
may  be  cyclic  or  acyclic  but  are  more  often  the 
latter. 

Normal  menstruation  is  the  result  of  balanced 
fluctuations  in  the  level  of  the  ovarian  hormones. 
If  a disarrangement  of  these  ovarian  hormonal 
levels  occurs,  an  abnormal  balance  in  the  delicate 
mechanism  is  produced  with  a resulting  dysfunc- 
tion and  irregular  bleeding. 

The  ovarian  hormones,  estrogen  and  proges- 
terone. are  produced  by  the  gonadotropic  action 
of  the  pituitary  on  the  ovary.  These  hormones 
are  found  at  different  levels  at  different  periods 
in  the  menstrual  cycle.  At  the  early  part  of  the 
cycle  the  estrogen  is  at  a low  level  but  reaches  its 
peak  just  after  ovulation  takes  place.  It  again 
falls  about  50  per  cent  just  prior  to  menstruation. 
Progesterone  is  produced  in  small  amounts  just 
prior  to  ovulation  and  probably  is  a factor  in 
causing  ovulation.  Progesterone  reaches  its 
peak  about  the  twentieth  day  and  then  decreases 
to  a small  amount  at  the  beginning  of  menstrua- 
tion.1 

The  growth  of  the  endometrium  is  produced  by 
the  stimulation  it  receives  from  the  estrogenic 
hormone.  If  this  hormone  is  adequate  and  at 
its  normal  level,  the  endometrium  develops  nor- 
mally. If.  however,  it  falls  below  its  normal 
level,  there  will  be  a regression  and  premature 
rupture  of  the  small  arterioles  with  resultant 
bleeding.  If  the  estrogen  level  is  raised  at  this 
time,  either  by  a normal  process  or  by  the  ad- 
ministration of  estrogen,  the  bleeding  will  cease, 
and  the  endometrium  will  continue  to  proliferate. 
Normally,  estrogen  again  rises  at  the  latter  half 
of  the  cycle.2 

Progesterone,  on  the  other  hand,  has  no  growth- 
stimulating  effect  on  the  endometrium  but  is 
important  because  of  its  metabolic  effect  on  ste- 
roid metabolism.  Its  main  action  is  in  aiding 
the  conversion  of  estradiol  into  estrone  and  estriol 
and  helping  in  the  elimination  of  these  estrogens. 
Progesterone  also  retards  the  release  of  luteinizing 
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gonadotropin  from  the  pituitary  Smith  and 
Smith)  and  inhibits  the  pituitary  in  its  stimula- 
tion of  the  follicles.-* 

Normal  menstruation  is  dependent  for  its  reg- 
ularity on  a normal  balance  of  progesterone.  If  it 
falls  to  a low  level  or  becomes  entirely  deficient, 
functional  uterine  bleeding  generally  takes  place. 
If  the  deficiency  in  progesterone  continues,  the 
estrogen  level  fluctuates  and  then  becomes  the 
important  factor  in  the  irregular  bleeding.  The 
inadequacy  of  progesterone  is  followed  by  an 
imbalanced  conversion  of  estradiol  into  estrone 
and  estriol.  There  is  also  a failure  of  ovulation, 
defective  corpus  luteum  formation,  and  a contin- 
ual release  of  luteinizing  gonadotropin.  All  of 
this  lack  of  balance  has  a direct  influence  on  the 
endometrium  with  resultant  abnormal  bleeding 

There  are  possibly  three  conditions  which  con- 
tribute to  excessive  bleeding  due  to  imbalanced 
fluctuations  of  the  estrogen  levels:  (1)  where 
there  is  a failure  of  the  estrogens  to  rise  normally 
in  the  latter  half  of  the  menstrual  cycle  (this  con- 
dition may  produce  a prolonged  bleeding),  (2) 
where  there  may  be  a rapid  fall  in  the  estrogen 
level  (this  may  produce  an  excessive  flow),  and 
3)  an  existing  continual  imbalance  with  varia- 
tions of  the  estrogen  levels.2 

It  is  a common  adage  that  uterine  bleeding  may 
be  associated  with  any  type  of  endometrium: 
atrophic,  proliferative,  secretory,  mixed  prolifera- 
tive and  secretory,  or  hyperplastic.  The  endome- 
trium being  extremely  sensitive  to  any  sudden 
withdrawals  or  prolonged  stimulation  of  estrogen 
makes  this  possible. 

The  hyperplastic  endometrium  is  the  type  of 
endometrium  most  commonly  associated  with 
excessive  bleeding.  Mazar  and  Israel4  reported 
that  in  a group  of  96  patients  glandular  hyper- 
plasia was  the  type  of  endometrium  associated 
with  excessive  bleeding  in  67.7  per  cent.  Te- 
Linde  and  Jones*  in  92  patients  had  a 75  per  cent 
ratio.  Our  figures  at  the  Woman’s  Hospital 
show  the  same  general  ratio  in  comparison  with 
other  types  of  endometrium. 

Physiologic  uterine  bleeding  may  occur  at  any 
time  in  the  menstrual  life  of  the  patient  and.  as 
we  have  previously  remarked,  from  any  type  of 
endometrium.  Functional  bleeding  is  most  com- 
monly associated  with  the  beginning  and  end  of 
the  menstrual  years,  that  is,  the  adolescent  girl 
and  the  menopausal  woman.  According  to  No- 
vak. “the  majority  of  functional  uterine  bleeding 
cases  occur  between  the  ages  of  forty  and  fifty 
years.  About  one  half  fall  between  these  years 
while  adolescence  contributes  about  10  per  cent. 
The  other  40  per  cent  are  distributed  throughout 
the  menstrual  years,  with  the  major  number  oc- 
curring as  the  ovary  begins  its  functional  fail- 
ure. "*,T 
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In  the  adolescent  female  irregular  and  excessive 
bleeding  is  most  often  the  result  of  a lack  of  proges- 
terone. It  is  generally  unnecessary  to  study  the 
endometrium  in  these  cases,  but  a rectal  exami- 
nation is  of  great  value  since  at  times  an  infantile 
or  juvenile  uterus  will  be  found  and  estrogen  is  an 
important  factor  in  the  treatment.  If,  on  the 
other  hand,  the  uterus  is  normal  in  size,  proges- 
terone alone  will  most  times  control  the  excessive 
bleeding.  This  may  be  given  orally  or  in  the  form 
of  a linguet. 

When  the  ovary  begins  its  functional  failure, 
which  varies  greatly  in  different  individuals,  func- 
tional bleeding  is  of  common  occurrence,  and  if 
the  bleeding  exists  for  a protracted  period,  glandu- 

Ilar  hyperplastic  endometrium  generally  develops. 
Postmenopausal  bleeding  is  most  often  the  re- 
sult of  malignancy,  but  the  patient  should  al- 
ways be  questioned  as  to  whether  she  has  been 
receiving  estrogenic  hormones,  which  may  be  the 
cause  of  the  bleeding.  A diagnostic  curettage  is 
imperative  to  rule  out  a possible  malignancy  in 
the  woman  of  more  mature  years  nearing  the  men- 
opause. A Papanicolaou  test  should  also  be 
made  for  possible  carcinoma  of  the  cervix.  All 
other  pathologic  conditions  should  be  eliminated 
before  hormonal  treatment  is  started. 

The  use  of  the  endometrial  biopsy  is  one  of  the 
most  useful  diagnostic  aids  we  have  in  estimating 
the  state  of  the  endometrium  in  physiologic  func- 
tional bleeding.  However,  it  must  never  be  used 
as  a substitute  for  a diagnostic  curettage.  It  is 
indispensable  in  the  treatment  by  hormones.  All 
biopsies  should  be  taken  as  close  as  possible  to  the 
beginning  of  the  menstrual  period  or  just  after 
it  starts  and  before  endometrial  shedding  takes 
place. 

During  the  past  few  years  we  have  classified 
our  endometrial  biopsies  at  the  Woman’s 
Hospital  and  by  so  doing  have  been  able  to  follow 
a more  rational  type  of  treatment.  The  classi- 
fication is  as  follows: 

1 .  Normal  secretory  endometrium 

2.  Secretory  endometrium  with 

(a)  Edema  of  stroma 
(6)  Decidual  reaction  of  stroma  (func- 
tional hypertrophy) 

(c)  Delicate  and  friable  stroma 
(d)  Localized  glandular  hyperplasia 

(1)  Polyp  formation 

(2)  Irregular  gland  formation 

3.  Proliferative  endometrium 

(a)  With  glandular  hyperplasia 
(1)  Cyst  formation 
(2)  Polyp  formation 

( b )  With  inhibited  proliferation;  tend- 
ency to  atrophy 


(c)  Without  glandular  hyperplasia 

(1)  Cyst  formation 

(2)  Edema  of  stroma 

(3)  Tubular  glands 

4.  Atrophy  of  endometrium 

It  must  always  be  remembered  that  functional 
uterine  bleeding  may  coexist  with  a local  patho- 
logic condition  as  the  foregoing  classification 
shows,  and  for  this  reason  either  an  endometrial 
biopsy  or  a curettage  should  be  performed  be- 
fore hormones  are  administered.8 

In  younger  women  the  basal  temperature  chart 
is  useful  for  it  will  serve  as  an  indication  of 
whether  the  process  of  ovulation  has  been  restored. 

A basal  metabolism  should  be  performed  rou- 
tinely, and  if  the  test  shows  a hypothyroidism, 
desiccated  thyroid  should  be  administered. 

There  are  various  ways  of  treating  functional 
bleeding  and  various  combinations  of  hormones 
that  may  be  given.  Each  one  of  these  methods 
has  its  adherents.  The  types  of  treatment  most 
generally  used  are  (1)  thyroid  alone  or  in  combi- 
nation with  other  hormones;  (2)  pituitary  treat- 
ment ; (3)  estrogen  alone  or  estrogen  and  proges- 

terone combined,  either  at  the  latter  part  of  the 
cycle  or  cyclically,  that  is,  estrogen  in  the  early 
part  of  the  cycle  and  progesterone  in  the  latter 
half;  (4)  androgen  treatment  by  itself  or  in 
combination  with  estrogen  and  progesterone. 
Of  all  these  combinations  the  use  of  estrogen  and 
progesterone  cyclically  is  probably  the  form  of 
treatment  most  commonly  used  and  is  also  the 
most  useful  and  the  easiest  of  administration. 
Estrogen  given  in  sufficient  amounts  has  the  abil- 
ity to  suppress  the  ovarian  and  pituitary  hormo- 
nal output  and  also  stimidates  the  endometrial 
growth  and  raises  the  estrogen  blood  level. 
Progesterone  tends  to  restore  the  steroid  metabo- 
lism to  a normal  condition,  replaces  the  deficiency 
of  progesterone,  and  causes  a “medical  curettage” 
of  the  hyperplastic  endometrium. 

According  to  Hamblen1 2 3  after  a curettage  es- 
trogen and  progesterone  should  be  used  as  fol- 
lows: Estrone  sulfate  1.25  mg.  is  given  orally 
three  times  a day  for  twenty  days,  and  during  the 
last  ten  days  10  mg.  daily  of  anhydrohydroxy- 
progesterone  is  given  either  orally  or  by  means  of 
a linguet.  Hamblen  advises  that  if  bleeding 
starts  before  treatment  is  finished,  all  treatment 
should  be  discontinued  and  resumed  again  on  the 
fourth  or  fifth  day  and  repeated  as  given  prima- 
rily. As  the  bleeding  is  brought  under  control, 
the  dosage  is  reduced  in  the  next  series  of  treat- 
ments. Treatment  by  this  method  not  only 
rests  the  ovaries  but  allows  the  re-establishment 
of  hormonal  balance  between  the  ovaries,  pitui- 
tary, and  endometrium. 

Allen9  suggests  the  use  of  5 mg.  diethylstilbes- 
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trol  daily  for  three  weeks,  which  will  inhibit  the 
ovary,  or  the  use  of  progesterone  for  six  or  ten 
days.  The  amount  to  be  given  should  be  10  mg. 
or  more  daily.  This  will  usually  cause  shedding 
of  the  hyperplastic  endometrium. 

Greenblatt  and  Barfield1"  advise  intramuscular 
injections  of  estrone  6 mg.,  testosterone  25  mg., 
and  progesterone  50  mg.  in  an  aqueous  suspension 
or  estradiol  benzoate  1.67  mg.,  progesterone  25 
mg.,  and  testosterone  propionate  25  mg.  in  oil  by 
injection.  They  claim  that  both  combinations 
are  equally  effective  in  controlling  bleeding.  An 
aqueous  solution  of  Premarin  given  intravenously 
has  also  been  advocated  by  Greenblatt  and  Bar- 
field.11  The  usual  dosage  is  5 ce.  (20  mg.  estro- 
genic substances).  This  dose  is  repeated  every 
six  to  twelve  hours  for  two  or  four  doses.  The 
result  of  this  treatment  has  proved  effective. 

The  combination  of  progesterone  and  testos- 
terone to  control  excessive  bleeding  is  advo- 
cated by  Kuppennan.  Goodman.  Burger,  and 
Balk.12  They  recommended  25  mg.  of  proges- 
terone and  25  mg.  of  testosterone  per  day  for 
four  or  five  days  and  the  same  amount  of  proges- 
terone without  the  testosterone  twenty-four  days 
after  the  last  injection  for  two  consecutive 
months. 

Bickers1*  recommends  the  mixed  natural  es- 
trogens combined  with  crystalline  progesterone 
for  functional  uterine  bleeding.  He  suggests 
3 mg.  of  the  natural  estrogens  with  90  mg.  of 
crystalline  progesterone  to  be  given  on  the  fif- 
teenth through  the  twenty-fourth  days  of  three 
consecutive  cycles,  which  he  believes  in  most  cases 
will  establish  rhythmic  bleeding. 

Gonadotropic  therapy  has  some  enthusiastic 
supporters  as  being  useful  in  the  control  of  func- 
tional bleeding.  This  form  of  treatment,  however, 
has  been  subject  to  much  debate,  and  the  major- 
ity of  endocrinologists  prefer  the  use  of  estrogen, 
progesterone,  and  testosterone.  If  equine  gona- 
dotropin is  given,  it  is  well  to  remember  that  many 
people  are  sensitive  to  this  form  of  treatment, 
and  all  cases  should  be  skin  tested  each  time  prior 
to  the  intramuscular  injection. 

There  are  some  patients  who  in  spite  of  hor- 
monal treatment  and  curettage  still  continue  to 
bleed  excessively.  This  is  especially  true  of  those 
in  the  menopausal  years  where  local  pathology 


may  accompany  the  functional  bleeding.  In 
these  cases  where  the  uterine  bleeding  is  detri- 
mental to  their  health  and  the  bleeding  continue; 
in  spite  of  treatment  by  hormones  and  curettage 
the  administration  of  radium,  deep  x-ray  therapy, 
or  complete  hysterectomy  is  necessary.  If  ra- 
dium or  deep  x-ray  therapy  is  the  treatment  of 
choice,  a curettage  should  always  be  performed 
first  to  eliminate  the  possibility  of  malignancy. 
A six-hour  application  of  100  mg.  of  radium  is 
nearly  always  a sufficient  dosage  to  control  the 
bleeding. 

In  conclusion  it  may  be  stated  that  menstrua- 
tion is  normal  when  the  levels  of  the  ovarian  hor- 
mones are  in  balance.  If,  however,  this  balance 
is  upset  and  the  normal  fluctuations  become  un- 
balanced, irregularities  in  menstruation  occur. 
The  highly  sensitive  endometrium  fails  to  develop 
normally,  excessive  growth  may  take  place  with- 
out shedding,  and  excessive  uterine  bleeding  is 
the  result.  The  majority  of  these  cases  can  be 
controlled  by  the  judicious  use  of  ovarian  hor- 
mones. of  which  estrogen  and  progesterone  are  of 
the  greatest  value  if  given  cyclically  and  in  suffi- 
cient amounts. 

In  all  cases  of  functional  uterine  Heeding 
treated  by  the  ovarian  hormones,  endometrial 
biopsies  should  be  obtained  at  various  intervals  to 
ascertain  the  response  of  the  endometrium  to  t!  ie 
treatment. 
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The  secret  of  the  man  who  is  universally  interesting  is  that  he  is  universally  interested. — 
William  Dean  Howells 


THE  USE  OF  ACTH  AND  CORTISONE  THERAPY  IN  OBSTETRICS 
AND  GYNECOLOGY 

Georgeanna  Seegar  Jones,  M.D.,  and  John  Eager  Howard,  M.D.,  Baltimore,  Maryland 
( From,  the  Departments  of  Gynecology  and  Medicine,  Johns  Hopkins  Hospital  and  University) 


THE  subject  of  ACTH  and  cortisone  therapy 
in  obstetrics  and  gynecology  cannot  be  dis- 
cussed without  a preliminary  understanding  of 
the  physiologic  differences  between  the  two  sub- 
stances. ACTH  is  a pituitary,  protein  hormone 
which  stimulates  adrenal  cortical  functions. 
These  functions  are  generally  conceded  to  be  of 
three  major  types:  First  are  those  controlling 
electrolyte  balance,  the  mineral  corticoids,  prob- 
ably originating  in  the  glomerulosa  zone  and  per- 
haps chemically  related  to  1 1-desoxycorticoster- 
one.  Second  are  the  carbohydrate  regulating 
factors,  the  glucocorticoids,  probably  originating 
from  the  fasciculata  zone  and  chemically  related 
to  cortisone.  Third  are  the  factors  related  to 
pubertal  development  and  responsible  for  growth 
of  axillary  and  pubic  hair.  These  factors  prob- 
ably originate  in  the  reticular  zone  and  may  be 
chemically  related  to  androsterone,  which  is 
responsible  for  the  major  portion  of  the  adrenal 
17-ketosteroid  excretion  products.  The  adrenal 
“estrogens”  may  also  be  elaborated  in  this  zone. 

There  is  much  debate  among  the  experimental 
physiologists  as  to  whether  all  of  these  adrenal 
functions  are  under  the  control  of  pituitary  ACTH. 
Some  believe  that  the  mineral  corticoids  are  not 
completely  controlled  by  the  pituitary  but  are 
regulated  by  the  blood  sodium,  chloride,  and 
potassium  levels.1,2  There  is  also  some  experi- 
mental evidence  which  indicates  that  perhaps  the 
zona  reticularis,  sometimes  designated  as  the 
androgenetic  zone  or  X-zone,  may  be  controlled 
by  one  of  the  pituitary  gonadotropins,  ICSH, 
rather  than  by  ACTH.2  Thus  in  the  experi- 
mental animal  it  would  seem  that  only  the  gluco- 
corticoids may  be  completely  controlled  by 
pituitary  ACTH.  However,  in  the  human  both 
the  clinical  findings  and  the  pathologic  examina- 
tion of  adrenals  in  cases  of  congenital  adrenal 
hyperplasia  indicate  that  perhaps  all  three  of  the 
adrenal  zones  are  stimulated  by  ACTH. 

It  has  also  been  demonstrated  in  the  experi- 
mental animal,  as  well  as  in  the  human,  that  the 
glucocorticoids,  or  cortisone  and  its  related  sub- 
stances, control  the  pituitary  secretion  of  ACTH.3 
As  the  level  of  cortisone  rises,  the  secretion  of 
ACTH  falls,  and  in  the  absence  of  cortisone 
ACTH  increases. 
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Thus  we  see  there  is  a vast  clinical  difference 
in  the  administration  of  the  pituitary  protein 
hormone,  ACTH,  and  the  adrenal  steroid  hor- 
mone, cortisone.  Cortisone  in  excess  produces 
the  clinical  effects  characteristic  of  Cushing’s 
disease,  but  by  acting  on  the  pituitary  to  sup- 
press ACTH  it  may  suppress  the  mineral  cortical 
functions  and  the  sex  steroid  functions  of  the 
adrenals.  The  administration  of  ACTH,  on  the 
other  hand,  may  stimulate  the  entire  adrenal  func- 
tion, thus  causing  not  only  excessive  glucocorti- 
coids but  also  a stimulation  of  the  mineral  cortical 
function  and  the  adrenal  androgenic  function. 

The  Use  of  Cortisone  and  ACTH  in 
Obstetrics 

The  use  of  cortisone  and  ACTH  in  obstetrics 
may  be  discussed  under  two  aspects:  (1)  If  there 
are  medical  indications  for  these  drugs,  are  there 
any  obstetric  contraindications?  (2)  Are  there  any 
purely  obstetric  indications  for  the  use  of  either 
drug? 

In  answer  to  the  first  question  it  may  be  said 
that  if  there  is  an  important  medical  indication, 
either  cortisone  or  ACTH  may  be  given  to  the 
pregnant  patient  with  caution  but  without  appre- 
hension. A growing  literature  on  experimental 
animals  indicates  that  large  amounts  of  cortisone 
given  early  in  pregnancy  may  cause  fetal  anom- 
alies4 and/or  miscarriages.5  Therefore,  it  may 
be  well  to  avoid  large  doses  of  ACTH  or  cortisone 
in  early  pregnancy.  However,  there  are  now'  a 
number  of  cases  in  the  literature  in  which  mod- 
erate doses  of  these  drugs  have  been  given  to 
women  early  in  pregnancy  with  no  untoward 
effects.6-8  Margulis  and  Hodgkinson9  report 
some  questionable  evidence  of  depressed  adrenal 
function  in  a baby  delivered  of  a mother  who  had 
received  large  doses  of  cortisone  at  term.  Al- 
though the  baby  survived,  it  may  be  well  to  bear 
this  possibility  in  mind  and  to  discontinue  or  de- 
crease cortisone  therapy  at  term  in  order  to  allow' 
the  fetal  adrenal  to  escape  the  suppressive  mech- 
anism of  cortisone. 

Another  factor  to  be  considered  in  the  adminis- 
tration of  cortisone  or  ACTH  to  the  pregnant 
patient  at  term  is  the  poor  wound  healing  which 
occurs  following  either  type  of  therapy.  This 
would  pose  an  additional  hazard  to  the  postopera- 
tive course  of  the  patient  if  cesarean  section  wrere 
necessary.  Since  wound  disruption  is  more 
common  after  cesarean  section  than  after  other 
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types  of  abdominal  procedures,  this  is  of  particu- 
lar significance. 

In  regard  to  these  cond  point — are  there  any 
purely  obstetric  indications  for  the  use  of  either 
cortisone  or  ACTH? — it  may  be  said  there  are 
several  papers  in  the  literature  dealing  with  the 
results  of  ACTH  therapy9  and  cortisone  therapy6,7 
in  the  treatment  of  pre-eclampsia  and  eclampsia. 
However,  no  evidence  has  been  presented  to  date 
which  indicates  that  either  is  of  value. 

The  Use  of  ACTH  Therapy  in  Gynecology 

The  value  of  ACTH  as  a gynecologic  thera- 
peutic agent  is  still  largely  speculative.  Both 
amenorrhea  and  luteal  phase  defects  have  been 
explored  as  possibly  responsive  conditions. 

The  treatment  of  amenorrhea  was  first  at- 
tempted for  it  was  believed  that  pituitary  gonado- 
tropin excretion  might  be  increased  by  ACTH.ie 
This  hope  has  not  been  substantiated,  and  Davis 
et  al.n  have  indicated  that  ACTH  is  probably  of 
little  value  in  the  treatment  of  amenorrhea. 
Such  a conclusion  would  seem  logical  in  view  of 
the  frequent  occurrence  of  amenorrhea  after 
hyperadrenal  cortiealism,  as  with  Cushing’s 
disease.  The  relationship  of  amenorrhea  to  this 
condition,  however,  is  not  clear  since  all  patients 
with  Cushing’s  disease  do  not  have  amenorrhea 
nor  do  all  patients  treated  with  ACTH  develop 
amenorrhea.12 

Since  ACTH  does  stimulate  the  production  of 
adrenal  steroids,  it  might  seem  that  it  would 
be  of  value  in  stimulating  ovarian  steroids,  par- 
ticularly progesterone  which  is  apparently  closely 
related  to  the  adrenal  group.  Thus  luteal  phase 
defects  might  respond  to  ACTH  therapy.  Our 
studies  on  a small  series  of  cases  do  not  indicate, 
however,  that  progesterone  production  is  in- 
creased, at  least  in  the  immediate  cycle  under 
ACTH  therapy.*  Progesterone  production  in 
these  cases  has  been  gauged  by  urinary  pregnane- 
diol  excretion,  basal  temperature  charts,  and 
endometrial  biopsy  patterns.  DeWattville’s13 
investigations,  using  urinary  pregnanediol  as  a 
criterion  of  luteal  function,  also  indicate  that 
ACTH  has  no  immediate  stimulatory  effect  upon 
the  formation  of  progesterone  by  the  corpus 
luteum. 

In  one  of  our  patients  who  was  six  months 
pregnant  and  who  received  100  mg.  of  ACTH 
daily  over  a ten-day  period  the  urinary  pregnane- 
diol excretion,  as  measured  by  the  Astwood 
method,  was  markedly  increased  (Table  I).  The 
melting  point  of  this  material,  however,  was  be- 
tween 205  and  220  F.  which  is  lower  and  less  sharp 
than  the  melting  point  of  pregnanediol  usually 
recovered  from  pregnancy  urine  by  this  method. 


♦Acthar  Gel  (Armour  Laboratories)  was  supplied  by  cour- 
tesy of  Dr.  G.  W.  Bissell. 


TABLE  I. — Effect  of  ACTH  on  Urinary  Pregnanediol 
Excretion  of  One  Pregnant  Patient 


ACTH 

Date 

Pregnanediol 
(Mg.  per  24  Hours) 

0 

September  9 

25.4 

100  mg.  per  dav 

10 

100  mg.  per  day 

11 

40.6 

100  mg.  per  day 

12  to  17 

100  mg.  per  day 

18 

98.8 

100  mg.  per  day 

19 

Discontinued 

20 

0 

26 

53.6 

0 

30 

40.0 

Further  identification  by  chromatographic  tech- 
nics indicated  that  this  was  a mixture  of  preg- 
nanediol and  unidentified  impurities;  no  preg- 
nanetriol  was  present. 

Cortisone  Therapy  in  Gynecology 

Cortisone  has  been  found  to  be  a useful  ad- 
junct in  gynecology  under  two  circumstances: 
(1)  as  a diagnostic  aid  in  the  differentiation  of  the 
adrenogenital  syndrome  due  to  adrenal  hyper- 
plasia or  adrenal  tumor  and  (2)  as  a therapeutic 
agent  in  congenital  adrenal  hyperplasia  and  re- 
lated disturbances. 

It  has  been  demonstrated  that  the  administra- 
tion of  cortisone  to  patients  with  congenital 
adrenal  hyperplasia  will  cause  a prompt  fall  in  the 
elevated  17-ketosteroid  excretion.  This  fall 
apparently  also  occurs  in  a normal  patient,  even 
in  the  absence  of  an  elevated  17-ketosteroid 
excretion.  However,  if  there  is  an  adrenal  tumor, 
cortisone  will  usually  cause  either  no  change  in  the 
17-ketosteroid  excretion  or  occasionally  a marked 
rise  in  the  17-ketosteroid  excretion.  This  dif- 
ference in  the  steroid  excretion  pattern  is  a valu- 
able aid  in  the  diagnosis  of  adrenal  tumors.8,14 

Wilkins  and  his  group  in  1950  first  reported 
that  children  with  congenital  adrenal  hyper- 
plasia might  respond  to  low-dosage  cortisone 
therapy  with  amelioration  of  many  of  the  symp- 
toms and  with  the  appearance  of  regular  men- 
strual function.  Congenital  adrenal  hyperplasia 
is  characterized  by  a deformity  of  the  external 
genitalia  consisting  of  some  type  of  urogenital 
sinus  and  enlargement  of  the  clitoris  to  a phallus, 
which  may  measure  as  much  as  7 cm.  in  length, 
with  or  without  the  presence  of  labia  minora  or 
majora.  Virilism  occurs  at  an  early  age,  and 
menstruation  does  not  appear.  The  skin  has  a 
deep  pigmentation,  the  voice  is  low,  and  the 
hair  is  oily  and  may  show  a bitemporal  regression. 
There  may  or  may  not  be  an  associated  eleetro- 
lytic  imbalance  characterized  by  salt  loss  and 
hypertension.  The  17-ketosteroid  excretion  is 
progressively  elevated,  probably  related  to  the 
development  of  the  adult  reticular  zone. 16,16 
Bongiovanni17  and  Marrian  et  al.is  have  indicated 
that  increased  urinary  excretion  of  pregnanetriol 
may  also  be  characteristic  of  this  disease.  Sydnor 
et  oZ.19  have  demonstrated  the  presence  of 
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when  beef  adrenal  is  perfused. 

high  blood  ACTH  values.  The  1 1-oxygenated 
steroids  are  low  or  absent. 

These  facts,  together  with  the  genetic  develop- 
mental characteristics  of  the  disease,  indicate 
that  there  may  be  a defective  adrenal  enzymatic 
system  concerned  with  the  production  of  the  17- 
hydroxycorticosterone  or  cortisone.  The  bio- 
synthesis of  cortisone  as  determined  by  Hechter20 
with  perfused  adrenal  glands  may  occur  in  the 
steps  indicated  in  Fig.  1.  Cholesterol  perfused 
becomes  pregnanelone;  pregnanelone  perfused 
into  the  adrenal  results  in  progesterone;  proges- 
terone perfused  results  in  17-hydroxyprogesterone ; 
1 7-hyd roxy p rogeste ro n e perfused  results  in  17- 
hydroxycorticosterone.  One  theoretic  location 
of  an  enzymatic  defect  therefore  would  be  in  the 
11-oxygenation  step.  A failure  of  cortisone  to  be 
formed  would  cause  increasing  amounts  of  ACTH 
to  be  secreted  by  the  pituitary  since  cortisone 
(or  its  related  substances)  is  the  pituitary-regulat- 
ing steroid  for  the  adrenal.  This  in  turn  would 
stimulate  the  adrenal  to  form  those  normal  steroids 
which  are  not  dependent  upon  the  enzyme  system 
in  question  such  as,  perhaps,  androsterone.  Ab- 
normal metabolites,  which  normally  are  inter- 
mediate products  in  the  formation  of  cortisone  and 
do  not  appear  when  the  normal  production  of  corti- 
sone is  occurring,  would  accumulate.  An  illus- 
tration of  such  a metabolite  might  be  17-hydroxy- 
progesterone  which  is  androgenic  when  tested  in 
the  rat.21  When  cortisone  is  supplied  to  this 
deficient  organism,  the  ACTH  is  suppressed,  and 
the  excessive  adrenal  activity  thereby  reduced. 
If  these  theoretic  considerations  are  accurate,  it 
can  be  seen,  therefore,  that  this  type  of  hyper- 
adrenal  corticalism  differs  from  Cushing’s  disease 
in  that  the  glucocorticoids  are  absent  instead  of 
being  present  in  excess. 

The  cause  of  amenorrhea  in  the  condition  is 
problematic.  A working  hypothesis  has  been 
suggested  by  Wilkins  and  his  coworkers22  as 
illustrated  in  Figs.  2 and  3.  This  indicates  that 
the  adrenal  androgens  or  estrogens  suppress  the 
pituitary  FSH  causing  ovarian  failure.  The 
rapid  appearance  of  ovulatory  menstruation  in 
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Fig.  2.  Diagrammatic  representation  of  the  normal 
adrenal  and  ovarian  pituitary  relationships. 
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Fig.  3.  Diagrammatic  representation  of  dis- 
turbed adrenal-ovarian-pituitary  relationships  which 
occur  in  congenital  adrenal  hyperplasia. 


some  of  these  patients  following  cortisone  therapy 
suggests  that  the  amenorrhea  may  be  a direct 
result  of  the  circulating  adrenal  steroids  on  the 
ovaries  or  endometrium.  Such  an  explanation 
has  been  suggested  for  the  action  of  testosterone 
on  estrogenic  functions.23  There  is  similar,  rapid 
rebound  phenomena  of  ovulatory  function  which 
occurs  after  suppression  of  menses  with  massive 
testosterone  therapy. 

Because  of  the  similarity  of  clinical  findings  in 
a group  of  gynecologic  patients  complaining  pri- 
marily of  amenorrhea  or  oligomenorrhea,  we 
postulated  that  these  women  had  a related 
adrenal  dysfunction,  and  a group  of  eight  such 
women  who  were  reported8  responded  to  low- 
dosage  cortisone*  therapy  (50  mg.  daily  reduced 
to  25  mg.  daily  after  one  month)  with  the  oc- 
currence of  ovulatory  menses  and  occasionally 
pregnancy.  As  we  have  continued  to  study  this 
condition,  it  seems  apparent  that  these  patients 
may  indeed  have  a mild  degree  of  classic  adrenal 
hyperplasia.  All  degrees  of  severity  of  this 
condition  may  occur,  and  this  may  account  for 


* Cortone  Acetate  (Merck  & Co.,  Inc.). 
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the  extreme  variations  in  the  clinical  picture  and 
the  steroid  excretion  pattern.  Indeed  there 
may  be  different  adrenal  enzymatic  defects  asso- 
ciated with  variations  in  the  clinical  and  labora- 
tory findings. 

The  importance  of  this  finding  does  not  lie  in 
the  fact  that  large  numbers  of  anovulatory  women 
can  be  made  to  menstruate  normally  and  thereby 
improve  their  chances  to  procreate,  for  this  condi- 
tion is  rare.  But  it  does  allow  us  to  select  from 
the  great  mass  of  patients  with  the  symptom 
complex  of  amenorrhea  or  oligomenorrhea  a small 
group  of  patients  with  a specific  etiologic  factor 
who  will  respond  fairly  characteristically  to  a 
specific  therapeutic  agent.  Thus  we  have  de- 
creased. if  ever  so  slightly,  the  number  of  pa- 
tients we  must  label  with  a symptom  instead  of  a 
diagnosis. 

The  Stein  Syndrome 

There  is  another  group  of  patients  who  have 
interested  us  greatly  in  this  respect:  women  with 
polycystic  ovaries,  described  by  Stein.14  This 
svndrome  has  many  features  comparable  to  those 
of  congenital  adrenal  hyperplasia  but  differs  in 
that  it  is  an  acquired  defect  and  there  is  no  con- 
sistent elevation  of  the  17-ketosteroid  excretion. 
The  appearance  of  the  ovarian  capsule  is  so  sug- 
gestive of  a collagen  vascular  disease  and  the 
luteinzation  and  follicle  formation  in  the  ovaries 
so  similar  to  that  found  in  patients  with  congenital 
adrenal  hyperplasia  that  it  seems  almost  inevi- 
table that  there  is  some  common  etiologic  factor. 
In  addition,  Scully1*  has  reported  a case  in  which 
exploration  of  the  adrenals  indicated  hyperplasia. 
Fischer  and  Rile}', 56  on  the  other  hand,  report  a 
case  with  no  evidence  of  adrenal  hyperplasia  by 
palpation.  We  wonder  whether  the  difference 
in  the  size  of  the  ovaries  in  these  patients  and  in 
those  with  congenital  adrenal  hyperplasia  may  be 
due  to  the  occurrence  of  the  disease  in  an  adult 
mature  ovary  rather  than  in  an  immature  ovary 
and  whether  the  appearance  of  the  collagen  in  the 
ovarian  capsule  is  somehow  related  to  an  antigen. 

Our  results  with  low-dosage  cortisone  therapy 
in  this  group  of  patients  have  not  been  as  consist- 
ent as  the  results  among  those  women  with 
adrenal  dysfunction.  Of  nine  patients  treated 
two  who  were  postoperative  failures  have  become 
pregnant;  three  have  had  ovulatory  menses; 
four  have  shown  no  improvement. 

Conclusions 

1.  In  the  event  of  a medical  indication  there 
is  no  obstetric  contraindication  to  the  use  of 
ACTH  or  cortisone  during  pregnancy.  However, 


caution  should  be  observed  in  the  use  of  high 
dosages  of  either  hormone  in  both  the  beginning 
and  the  end  of  pregnancy. 

2.  Although  ACTH  and  cortisone  have  been 
tried  as  therapeutic  agents  in  the  treatment  of 
pre-eclampsia  and  eclampsia,  to  date  there  is  no 
satisfactory  evidence  indicating  that  either  is  of 
value  in  these  conditions. 

3.  There  is  no  evidence  to  date  that  ACTH  is 
of  value  in  any  specific  gynecologic  condition. 

4.  Cortisone  has  proved  valuable  in  the  dif- 
ferential diagnosis  of  the  adrenal  genital  syndrome 
due  to  adrenal  hyperplasia  or  adrenal  tumor.  The 
elevated  17-ketosteroid  excretion  in  the  case  of 
adrenal  hyperplasia  is  rapidly  reduced  by  corti- 
sone. whereas  it  is  unchanged  or  elevated  with  an 
adrenal  tumor. 

5.  Low-dosage  cortisone  therapy  has  proved 
valuable  in  the  initiation  of  ovulatory  menstrua- 
tion in  patients  with  congenital  adrenal  hyper- 
plasia and  amenorrhea  or  oligomenorrhea  associ- 
ated with  a related  adrenal  dysfunction. 
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CONSERVATION  of  tissues  essential  to  repro- 
duction is  the  usually  expressed  intent  of 
gynecologists.  However,  this  traditional  view- 
point does  not  enjoy  universal  acceptance,  and 
those  advocating  surgery  for  gynecologic  dis- 
orders now  frequently  speak  of  the  prophylactic 
removal  of  structures  as  a means  of  avoiding  the 
possibility  of  future  disability  or  additional  sur- 
gery. 

The  advantages  of  “definitive  surgery”  were 
discussed  before  this  Section  of  the  State  Society 
three  years  ago  by  Dr.  Chester  Clark1  of  Syracuse, 
whose  plea  that  we  make  an  attempt  to  avoid 
repeated  pelvic  laparotomies  was  well  received  at 
the  time.  Since  there  are  both  advantages  and 
risks  to  be  realized  by  preservation  of  the  ovaries 
when  performing  indicated  pelvic  surgery  “after 
forty,”  both  sides  of  the  question  should  ob- 
viously receive  more  consideration.  The  value 
of  preserving  ovarian  tissue  after  the  usual  age  of 
the  climacteric  cannot  be  considered  as  an  estab- 
lished fact,  and  opinions  vary  widely. 

In  1950  Dr.  Clark  emphasized  that  the  inade- 
quacies of  conservative  surgery  had  become  in- 
creasingly evident  in  the  last  two  decades.  We 
must  admit  that  too  many  women  have  been 
operated  repeatedly  for  conditions  not  corrected 
at  the  time  of  an  initial  laparotomy.  It  is  evi- 
dent that  the  newer  supportive  measures  now 
available  permit  more  extensive  operations  with- 
out increasing  the  risk  to  the  patient  and  that 
universally  available,  convenient,  and  inexpen- 
sive preparations  for  replacement  therapy  have 
eliminated  many  of  the  disadvantages  of  castra- 
tion. Moreover,  Clark  believes  the  decision  to 
remove  organs  not  diseased  at  the  moment  is 
justified  by  the  probability  of  the  eventual  de- 
velopment of  disease  more  serious  than  the  risk 
of  more  extensive  initial  surgery.  He  suggests 
that  the  disability  that  may  be  caused  by  the  loss 
of  normal  organs  is  less  than  will  be  experienced 
if  avoidable  pathology  is  given  an  opportunity  to 
develop. 

Tyrone2  has  stated  that  the  inadequacy  of  pre- 
vious surgery  resulted  in  41.6  per  cent  of  1,048 
hysterectomies  reviewed.  Clark  reported  that  at 
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Syracuse  Memorial  Hospital,  within  a three-year 
period  surveyed,  10  per  cent  of  554  total  hysterec- 
tomies had  been  performed  to  relieve  discomforts 
unrelieved  by  previous  “incomplete”  surgery. 
At  the  same  time  he  found  that  6.5  per  cent  of  all 
other  pelvic  laparotomies  were  indicated  be- 
cause of  a persistence  of  complaints  unrelieved 
by  the  performance  of  an  initial  “incomplete” 
pelvic  operation. 

We  would  agree  that  if  the  risk  to  ureters  and 
bowel,  evident  in  reoperations  for  incompletely 
removed  benign  pelvic  disease,  were  added  to  the 
comparatively  innocuous  original  procedure  of 
subtotal  adnexal  or  uterine  excision,  the  risk  of 
such  incomplete  but  repeated  surgery  would  at 
least  equal  that  reported  when  total  hysterectomy 
and  adnexal  removal  is  employed  as  a routine  pro- 
cedure whenever  the  uterus  is  to  be  removed. 

Discussing  ovarian  preservation,  Clark  reported 
a follow-up  of  215  women  who  had  undergone 
complete  removal  of  the  adnexa  at  the  time  of 
indicated  pelvic  surgery.  His  review  found  that 
the  control  of  symptoms  had  been  considered 
good  in  95  per  cent  of  cases.  At  that  time  he 
concluded  that  the  atrophic  changes  in  the  geni- 
talia, urinary  tract,  breast,  skin,  and  bone  can  all 
be  relieved  by  the  administration  of  estrogens  “as 
long  as  the  latter  seem  indicated.”  Clark’s  dis- 
cussion was  a timely  reminder  of  the  evidence 
that  changes  in  libido  following  hysterectomy 
seem  to  have  no  relationship  to  whether  or  not  the 
ovaries  are  left.  Of  215  castrates  of  all  ages  he 
found  only  five  admitting  a loss  of  libido  follow- 
ing operation.  We  would  certainly  agree  that 
many  symptoms  attributed  by  patients  to  loss  of 
their  ovaries  are  not  at  all  related  to  estrogen  lack 
or  helped  by  the  administration  of  estrogens. 

When  one  ovary  is  involved  in  a neoplastic  proc- 
ess, the  ultimate  chance  of  the  same  or  a dif- 
ferent type  of  a tumor  developing  on  the  other 
side  often  suggests  the  removal  of  the  second 
ovary  on  a prophylactic  basis.  Each  decision 
will  always  be  influenced  by  the  patient’s  age  and 
to  a considerable  extent  by  the  social  and  eco- 
nomic factors  concerned.  Obviously  a second 
period  of  prolonged  disability  and  hospitalization 
might  prove  a real  hardship  for  the  middle-aged 
woman  supporting  herself,  whereas  reoperation 
for  the  recurrence  of  pathology  in  a remaining 
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ovary  would  be  little  more  than  an  inconvenience 
for  the  housewife  and  mother  whose  family  are 
willing  and  able  to  provide  her  with  every  oppor- 
tunity for  an  agreeable  convalescence.  In  each 
instance,  however,  we  should  also  take  into  con- 
sideration available  data  regarding  the  relative 
frequency  with  which  the  varying  types  of  ovar- 
ian neoplasms  can  be  expected  ultimately  to  in- 
volve both  ovaries. 

Several  years  ago  we  reported  a follow-up 
study3  of  a number  of  women  operated  for  ovarian 
neoplasms  in  the  Buffalo  General  Hospital  dur- 
ing the  years  1936  to  1947  inclusive.  At  the 
time  our  observations  were  summarized  as  fol- 
lows: 

Ninety  women  with  a dermoid  treated  by  unilat- 
eral oophorectomy  were  followed,  55  for  more  than 
six  years  after  operation.  One  patient,  during  the 
sixth  postoperative  year,  developed  a dermoid  in 
her  remaining  ovary. 

Sixty-nine  women  with  one  ovary  removed  be- 
cause of  a simple  cystoma  were  followed.  52  for  more 
than  five  years.  One  patient,  two  years  after  oophor- 
ectomy, developed  a similar  cystoma  in  the  other 
ovary,  and  one  other  patient,  after  three  years,  de- 
veloped a typical  chocolate  cyst  in  the  preserved 
“other”  ovary. 

Sixty-four  women  with  one  ovary  removed  because 
of  a cystadenoma  with  pseudomucinous  content 
were  followed,  38  for  more  than  five  years.  One 
patient,  after  four  years,  developed  a similar  tumor 
in  the  opposite  ovary. 

Fifty  women  with  one  ovary  preserved  after  re- 
moval of  a serous  cy.dadenoma  in  the  opposite  side 
were  followed,  31  for  more  than  five  years.  None 
developed  a tumor  in  the  preserved  ovary  nor  evi- 
dence of  recurrence  of  tumor  in  the  pelvis. 

Thus,  in  following  176  women  more  than  five 
years  after  unilateral  oophorectomy  for  a suppos- 
edly benign  cystoma,  we  found  that  only  four  re- 
quired reoperation  for  a tumor  in  the  preserved 
“other”  ovary,  two,  three,  four,  and  six  years  after 
an  “incomplete”  operation.  We  are,  therefore,  in- 
clined to  feel  that  not  more  than  2.3  per  cent  of  such 
cases  are  likely  to  develop  pathology  in  a remaining 
“preserved”  ovary. 

Excluding  all  dysfunctional  or  hemorrhagic, 
follicular  or  luteal  “cystic  ovaries,”  the  material 
reviewed  comprised  the  ovarian  neoplasms  re- 
moved from  a total  of  1,112  women  during  the 
twelve-year  period  surveyed.  It  was  interesting 
to  compare  our  data  with  that  from  the  Helsinki 
University  Clinic,4  where  1,149  ovarian  tumors 
surgically  treated  were  reviewed.  The}7  noted 
10.4  per  cent  of  dermoids  occurring  bilaterally; 
our  figure  was  11.9  per  cent.  At  Helsinki  simple 
cystomas  were  bilateral  in  9.3  per  cent,  whereas 
simple  cystomas  were  bilateral  in  nearly  7 per 
cent  of  our  cases.  Pseudomucinous  cystomas  oc- 
curred in  both  ovaries  in  9.3  per  cent  of  the  cases 
at  Helsinki  and  in  7.2  per  cent  of  our  series. 


Serous  cystadenomas  involved  both  sides  in  12 
per  cent  of  their  patients  and  occurred  bilaterally 
in  18.3  per  cent  of  the  women  in  our  study. 

While  prophylactic  removal  of  an  uninvolved 
ovary  may  not  be  considered  advisable,  the  very 
fact  that  both  ovaries  may  not  be  simultaneously 
involved  by  these  varied  types  of  cystoma  does 
seem  to  indicate  careful  palpation  of  an  appar- 
ently normal  ovary  and  its  bisection,  even  when 
it  appears  normal,  in  order  not  to  overlook  begin- 
ning pathology  in  an  ovary  that  is  to  be  pre- 
served. 

Discussing  the  value  of  the  single  ovary, 
Whitelaw5  has  reported  a most  timely  evalua- 
tion of  the  function  of  the  ovary  remaining  after 
unilateral  oophorectomy  had  been  performed. 
While  we  have  presumed  the  remaining  ovary  as- 
sumes all  the  functions  formerly  exercised  by  both 
ovaries,  Whitelaw  calls  our  attention  to  the  fact 
that  the  literature  to  date  contains  no  positive 
evidence  that  one  ovary  can  maintain  an  ade- 
quate level  of  ovarian  function.  In  his  report  no 
case  was  included  in  which  there  had  been  evi- 
dence of  pelvic  inflammatory  disease  or  any 
pathologic  process  which  might  affect  the  func- 
tion of  the  remaining  ovary.  Employing  basal 
body  temperature  curves  and  histologic  studies 
of  the  endometrium,  Whitelaw  suggests  that  in  a 
majority  of  cases  normal  ovarian  activity  can  be 
quite  satisfactorily  taken  over  by  the  one  ovary 
remaining  after  oophorectomy.  If,  then,  we  con- 
sider the  preservation  of  ovarian  tissues  as  both 
essential  and  desirable,  this  decision  would  seem 
to  indicate  ovarian  resection  with  preservation  of 
even  portions  of  an  ovary  rather  than  oophorec- 
tomy, when  neoplasms  are  benign,  and  warrants 
scrutiny  of  suggested  indications  for  the  so-called 
prophylactic  removal  of  ovaries. 

The  advantages  of  ovarian  resection  rather 
than  oophorectomy  often  receive  little  considera- 
tion unless  the  patient  has  previously  lost  an 
ovary.  When  one  ovary  has  been  removed,  the 
operator  usually  makes  a greater  effort  to  save  a 
part  of  the  remaining  ovary.  If  we  believe  it 
advisable  to  preserve  ovarian  tissue  whenever 
possible,  it  is  evident  that  we  should  approach 
pathology  involving  one  ovary,  when  the  other 
looks  normal,  with  the  same  consistent  desire 
to  conserve  ovarian  tissue  as  we  would  exhibit  if 
the  ovary  involved  were  the  patient’s  only  re- 
maining source  of  ovarian  function.  At  least  it 
seems  logical  to  emphasize  the  desirability  of  re- 
section in  the  treatment  of  benign  cystomas  as 
consistently  as  we  condemn  the  removal  of  ova- 
ries for  dysfunctional  cystic  change. 

We  all  see,  not  infrequently,  clinical  evidences 
of  continuing  ovarian  function  years  after  the 
patient’s  menopause.  We  have  observed  a 
number  of  women  whose  ovaries  were  removed 
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“routinely”  several  years  after  spontaneous  cessa- 
tion of  their  periods  and  who  at  the  time  of  sur- 
gery were  having  no  menopausal  symptoms  but 
who  experienced  an  immediate  exacerbation  of 
vasomotor  symptoms  and  instability  following  re- 
moval of  the  atrophic,  supposedly  “inactive” 
ovaries. 

In  our  own  experience,  taking  cervical  smears  for 
routine  cytologic  study,  we  have  been  impressed 
by  the  fact  that  51.4  per  cent  of  women  who  have 
experienced  no  menstruation  for  longer  than  a 
year  and  who  deny  the  ingestion  of  estrogen  by 
any  therapeutic  route,  nevertheless,  show  no 
cytologic  evidence  of  estrogen  deprivation.  In 
such  instances  whether  the  persistence  of  estrogen 
effect  is  due  to  a low-grade,  continued  produc- 
tion of  estrogen  by  the  ovary  or  whether  the 
lack  of  estrogen  deficit  is  due  to  the  produc- 
tion of  estrogen  by  extrapelvic  sources  is  a ques- 
tion that  can  only  be  answered  by  a more  de- 
tailed study  of  the  postmenopausal  ovary  than 
has  been  reported  to  date. 

Taylor6  has  described  a method  of  determining 
the  state  of  ovarian  activity  on  the  basis  of  mor- 
phologic studies.  So  far  as  we  can  determine, 
his  method  has  not  been  employed,  nor  has  any 
other  adequate  attempt  been  made  to  demon- 
strate the  suspected  persistence  of  ovarian  func- 
tion after  cessation  of  the  menstrual  flow. 

He  states  that  in  spite  of  apparently  identical 
manifestations  of  ovarian  function,  there  are 
evidently  great  differences  in  the  morphology, 
and  presumably  in  the  capacities  to  function,  of 
different  ovaries.  Offering  his  method  as  a means 
of  studying  the  ovary  subject  to  “cystic  degener- 
ations” and  productive  of  “functional  disorders,” 
Taylor  suggested  that  it  should  provide  a method 
of  determining  whether  the  ovary  associated 
with  fibromyomas  and  other  uterine  neoplasms 
are  in  any  way  abnormal.  While  painstaking 
and  tremendously  detailed,  his  method  would 
seem  to  offer  a completely  objective  means  of 
evaluating  the  postmenopausal  function  of  the 
ovary. 

The  relationship  of  ovarian  preservation  to  the 
problems  of  pelvic  malignancy  has  long  been 
evident.  Not  infrequently  we  hear  that  routine 
removal  of  the  ovaries  “after  forty”  constitutes 
the  one  most  effective  method  of  decreasing 
deaths  due  to  ovarian  malignancy.  Moreover, 
there  is  considerable  evidence  that  preservation 
of  ovarian  function  maintains  an  endocrinologic 
background  essential  to  the  eventual  develop- 
ment of  breast  and  endometrial  carcinoma. 

One  point  which  we  believe  needs  emphasis 
concerns  the  diagnosis  of  ovarian  malignancy. 
Our  review  suggested  little  basis  for  the  tendency 
to  regard  cystadenomas  as  “potentially”  malig- 
nant for  there  seemed  little  to  justify  a “guarded 


prognosis”  in  the  follow-up  of  the  great  majority 
of  cases.  Particularly  when  the  lining  of  a 
cystoma  has  appeared  grossly  papillary,  gynecol- 
ogists have  been  prone  to  perpetuate  an  un- 
justified fear  that  the  tumor  may  ultimately  prove 
to  be  malignant,  even  though  sections  show  it  to 
be  benign.  Follow-up  study  has  convinced  us 
that  routine  histologic  sections  of  even  the  large 
cystomas  seems  to  provide  a more  reliable  indica- 
tion of  the  prognosis  than  can  be  prophesied 
from  the  gross  appearance  of  the  tumor  at  the 
time  of  operation. 

While  the  advantages  of  preserving  the  ovary 
“after  forty-five”  are  debatable,  there  is  no  doubt 
of  the  risk  involved.  Carcinoma  of  the  ovary  is 
highly  malignant.  Moreover,  there  seems  little 
probability  that  present  methods  of  treatment 
can  be  employed  in  a manner  sufficiently  effective 
to  improve  the  curability  rate  materially.  Thus, 
the  risk  of  preserving  the  ovary  “after  forty” 
would  seem  to  depend  almost  entirely  upon  the 
frequency  of  ovarian  carcinoma. 

Mortality  records  until  recent  years  were  our 
chief  source  of  information  regarding  the  oc- 
currence of  cancer  in  man.  As  Levin7  points  out, 
these  are  subject  to  numerous  errors  including 
(1)  failure  to  state  the  exact  diagnosis,  (2) 
incorrect  diagnosis,  and  (3)  omission  of  cases 
successfully  treated  or  in  which  death  occurs 
from  some  other  cause  before  recurrence  or 
metastasis  has  developed.  A more  accurate 
picture  of  cancer  incidence  would  probably  be 
found  in  morbidity  records,  provided  that  these 
are  reasonably  complete.  Connecticut  has  col- 
lected morbidity  data  since  1936, 8 and  in  New 
York  State,  exclusive  of  New  York  City,  such 
data  have  been  collected  since  1940.  New  York 
State,  exclusive  of  New  York  City,  is  now  in  its 
fourteenth  year  of  cancer  reporting.9 

Cancer  incidence,  mortality,  and  expectancy 
were  first  developed  and  reported  in  1947. 10 
Recently,  new  incidence  rates  and  probabilities 
for  selected  sites  in  females  at  various  ages  were 
calculated  using  the  reports  of  new  cases  and 
the  mortality  reports  for  the  census  years  1949, 
1950,  and  1951  and  the  1950  U.S.  census  figures. 
The  percentages  shown  in  Table  I indicate  the 
calculated  probability  or  risk  of  any  woman 
developing  malignancy  of  several  sites  at  various 
ages. 

In  a most  recent  publication  Taylor11  has  dis- 
cussed the  question  of  the  routine  removal  of 
ovaries  at  the  time  of  an  indicated  hysterectomy 
as  a means  of  preventing  eventual  malignancy  of 
the  ovary.  His  advice  to  preserve  the  ovary 
until  the  age  of  forty-five  and  to  remove  ovaries 
as  a prophylactic  measure  if  the  patient  is  “over 
forty-five”  is  obviously  based  upon  the  assump- 
tion that  “after  forty-five”  any  remaining  func- 
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TABLE  I. — Probability  op  Cancer  Development  prom  Indicated  Age  on,  for  Selected  Female  Sites* 


Age  (Years) 

Total  Female 
Cancer 

Breast 

Cervix  Uteri 

Fundus  Uterif 

Ovary 

Birth 

23. 147 

5.157 

2.206 

1.502 

0.936 

5 

23.638 

5.283 

2.260 

1.538 

0.959 

15 

23.652 

5.305 

2.270 

1.544 

0.963 

25 

23.643 

5.339 

2.276 

1.550 

0.962 

30 

23.577 

5.344 

2.246 

1.550 

0.957 

35 

23 . 409 

5.135 

2.157 

1.554 

0.950 

40 

23.040 

5. 197 

2.004 

1 . 545 

0.928 

45 

22 . 352 

4.922 

1.789 

1.520 

0.882 

50 

21.400 

4.594 

1.551 

1.422 

0.818 

55 

20. 140 

4.259 

1.326 

1.272 

0.715 

60 

18.595 

3.857 

1.098 

1 . 050 

0.603 

65 

16.765 

3.436 

0 893 

0.837 

0.496 

70 

14.728 

2.996 

0.681 

0.649 

0.379 

75 

12.320 

2.462 

0.545 

0.474 

0.242 

85 

7.882 

1 . 553 

0.328 

0.212 

0.  131 

* Based  on  cancer  morbidity  reports,  New  York  State,  exclusive  of  New  York  City,  from  1949  to  1951. 
t Includes  all  parts  of  uterus  other  than  cervix. 


tion  of  the  ovary  is  not  worth  the  risk  involved 
in  its  preservation.  In  this  connection,  however, 
we  must  not  lose  sight  of  the  fact  that  as  the 
woman  becomes  older,  the  chance  she  will  ever 
develop  ovarian  malignancy  decreases  rapidly. 

We  see  in  Table  I that  whereas  nine  women  per 

1,000  at  the  age  of  forty  can  be  expected  to  de- 
velop a malignancy  of  the  ovary,  only  six  per 

1,000  at  age  sixty  will  do  so,  and  at  seventy 
years  of  age  there  are  less  than  four  chances  in  a 
thousand  that  an  ovarian  malignancy  will  ever 
develop.  The  fact  that  only  eight  women  per 

1,000  at  age  fifty  will  develop  an  ovarian  malig- 
nancy is  particularly  interesting  in  view  of  our 
observation  that  40  per  cent  of  ovarian  neo- 
plasms first  discovered  when  the  woman  is  over 
fifty  years  of  age  are  benign.  Should  this  figure 
be  an  accurate  indication  of  the  relative  in- 
cidence of  benign  and  malignant  tumors  of  the 
ovary  after  fifty  years  of  age,  it  would  seem 
obvious  that  not  more  than  14  women  out  of  any 

1,000  at  the  age  of  fifty  can  ever  be  expected  to 
develop  any  type  of  ovarian  neoplasm.  When 
we  consider  that  virtually  all  of  the  endometrial 
cysts  and  all  of  the  dermoids  plus  50  per  cent  of 
the  cystadenomas  occur  before  the  age  of  forty- 
five,  it  seems  probable  that  nearly  70  per  cent  of 
all  ovarian  neoplasms  develop  before  the  patient’s 
forty-fifth  year. 

Finally,  in  spite  of  its  theoretic  value,  how 
effective  “more  adequate  surgery  when  pelvic 
laparotomy  is  indicated”  would  be  in  answering 
the  problems  of  pelvic  malignancy  is  not  obvious 
in  the  figures  presented  to  date. 

Speert12  has  stated  that  26  per  cent  of  all 
women  eventually  dying  of  ovarian  cancer  had 
been  subjected  to  operations  in  the  past  which 
would  have  permitted  removal  of  their  adnexa. 
Clark  found  that  only  6 per  cent  of  92  patients 
with  ovarian  cancer  had  been  subjected  to  “in- 
complete” pelvic  surgery  prior  to  the  develop- 
ment of  their  ovarian  malignancy.  He  also 


found  that  only  5.3  per  cent  of  227  patients 
treated  for  carcinoma  in  the  endometrium  had 
undergone  operations  in  the  past  at  which  the 
uterus  could  have  been  removed.  Such  figures 
seem  to  suggest  only  that  the  majority  of  women 
eventually  developing  pelvic  malignancy  had  not 
previously  been  subjected  to  pelvic  surgery  and 
hence  were  not  in  a position  to  realize  the  cancer- 
preventing benefit  of  more  definitive  surgery. 

To  summarize,  we  might  estimate  that  the 
calculated  risk  of  preserving  the  ovary  at  least  in 
women  “over  fifty”  would  appear  to  be  that  eight 
wall  develop  a malignancy  and  six  a benign  neo- 
plasm, all  of  which  could  have  been  prevented 
if  both  ovaries  had  been  removed  whenever  1 ,000 
women  had  been  subjected  to  pelvic  laparotomy. 
So  far  as  we  know,  no  comparable  figures  re- 
garding the  probability  or  “risk”  that  the  in- 
dividuals would  develop  a specific  type  of  malig- 
nancy have  previously  been  available  to  the 
profession.  For  this  information  we  are  indebted 
to  every  physician  and  laboratory  in  New  York 
State  who  have  been  faithfully  reporting  all  cases 
of  malignancy  to  the  Division  of  Cancer  Control, 
as  well  as  to  the  personnel  of  the  Health  Depart- 
ment who  have  made  these  statistics  available 
to  us.  Our  thanks  to  them  and  to  all  of  you. 

Summary 

1.  The  advantages  of  preserving  the  ovaries 
when  operating  on  women  over  forty-five  are 
often  regarded  as  not  sufficiently  important  to 
warrant  the  risk  that  malignancy  may  develop 
if  an  ovary  is  not  removed  at  the  time  of  indicated 
hysterectomy. 

2.  Twelve  years  of  reporting  cases  of  malig- 
nancy in  New  York  State  now  enable  us  to 
know  the  probability  of  women  over  forty-five 
developing  ovarian  malignancy. 

3.  We  doubt  that  this  probability  warrants 
the  removal  of  normal-appearing  ovaries  merely 
as  a prophylactic  measure. 
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4.  The  chance  of  bilateral  pathology,  not 
grossly  appreciable  but  already  developing  in  the 
other  ovary,  does  indicate  careful  inspection  and 
bisection  of  the  opposite  ovary  before  it  can  be 
regarded  as  normal  and  uninvolved  by  a neo- 
plasm involving  one  side. 

5.  When  contemplating  the  prophylactic- 
removal  of  ovaries  in  women  over  forty-five, 
we  should  take  into  account  two  facts:  In  a 
review  of  over  1,100  benign  cystomas  we  found 
that  approximately  70  percent  had  developed  be- 
fore the  age  of  forty-five,  and  the  probability  of 
malignancy  developing  in  a woman’s  ovary  is  now 
known  to  decrease  rapidly  after  her  fiftieth  year. 

Conclusion 

In  the  present  state  of  our  knowledge  regarding 
ovarian  function  after  the  menopause,  it  is  evident 
that  the  advantages  of  preserving  the  ovary 
“after  forty-five”  have  not  been  established,  but 
our  knowledge  of  the  probability  of  ovarian 
pathology  “after  forty -five”  suggests  that  the  risks 


of  preserving  the  ovary  have  been  overem- 
phasized . 


With  the  technical  assistance  of  Vincent  H.  Handy,  M.D., 
assistant  director,  and  Irving  Goldberg,  senior  biostatistician, 
of  the  Bureau  of  Cancer  Control,  New  York  State  Health 
Department,  Albany,  New  York. 
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INDICATIONS  AND  COMPLICATIONS  OF  THE  RECESSION 
OPERATION  ON  THE  INFERIOR  RECTUS  MUSCLE 

Harold  Whaley  Brown,  M.D.,  New  York  City 

( From  the  Departments  of  Ophthalmology,  Xei c York  Unicersity-Bellevue  Medical  Center.  Post-Graduate 
Medical  School,  and  University  Hospital) 


THE  recession  operation  on  the  inferior  rectus 
muscle  is  frequently  indicated  in  the  surgical 
management  of  vertical  deviations.  This  is  par- 
ticularly true  of  the  deviations  that  show  the 
greatest  vertical  separation  of  the  eyes  in  the 
lower  fields  of  gaze.  The  importance  of  down- 
ward gaze  in  walking  and  most  occupational  ac- 
tivities will  require  a conservative  "weakening’’ 
type  of  operation  on  the  depressor  muscles  of  the 
eyes.  However,  a recession  of  the  inferior  rectus 
muscle  can  be  a safe  and  effective  surgical  pro- 
cedure if  the  indications  and  complications  of  the 
operation  are  properly  evaluated. 

Indications 

A review  of  200  consecutive  operations  on  ver- 
tical anomalies  was  made  to  determine  the  rela- 
tive frequency  in  which  a recession  or  tenotomy 
of  the  inferior  rectus  seemed  indicated.  The 
operations  include  only  those  done  on  private 
patients.  In  26  or  13  per  cent  of  these  operations 
a recession  or  tenotomy  of  the  inferior  rectus 
muscle  was  done  as  the  primary  surgical  pro- 
cedure. Five  of  these  26  operations  included,  in 
addition  to  an  inferior  rectus  recession,  surgery 
on  one  or  more  of  the  other  vertical  rotators. 

The  muscles  operated  on  and  the  type  of  sur- 
gical procedure  that  seemed  primarily  indicated 
are  shown  in  Table  I.  The  operations  that  in- 
volved surgery  on  more  than  one  vertical  rotator 
are  included  in  the  figures  given  for  the  muscle  and 
the  type  of  surgery  that  was  considered  to  be  pri- 
marily indicated.  In  the  200  operations  249 
individual  muscles  were  operated  upon.  The 
muscles  operated  and  the  type  of  surgery  done 
are  given  in  Table  II. 

In  the  eight  operations  listed  in  Table  I.  the 
inferior  rectus  lengthening  operation  was  the 
third  most  frequently  indicated  operative  pro- 
cedure. Of  the  four  vertical  rotators  in  the  249 
individual  muscle  operations  listed  in  Table  II. 
the  inferior  rectus  was  the  third  most  frequently 
operated  vertical  rotator.  The  lengthening  pro- 
cedure was  used  nearly  twice  as  frequently  as  the 
shortening  operation.  Further  analysis  of  tins 
series  is  not  included  since  the  series  is  too  small 
to  be  of  any  statistical  value.  Also  this  discus- 
sion and  the  cases  to  be  illustrated  are  based 

Presented  at  the  147th  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York.  Buffalo.  Section  on  Ophthal- 
mology and  Otolaryngology.  May  7,  1953. 


TABLE  I. — Mrsd.Es  Operated  asd  Ttpe  op  Surgical 
Procedure  Primarily  Ixdicated  is  200  Cases 


Muscles  Operated  and  Procedure 

Number  of  Cases 

Inferior  oblique  lengthening 

95 

Superior  rectus  lengthening 

29 

Inferior  rectus  lengthening 

26 

Superior  rectus  shortening 

17 

Inferior  rectus  shortening 

10 

Superior  oblique  lengthening 

10 

Inferior  oblique  shortening 

9 

Superior  oblique  shortening 

4 

Total 

200 

TABLE  II. — Analysis  op  249  Muscles  Operated  os  is  200 

Cases 

Muscle  Operated  and  Procedure 

Number  of  Muscles 

Inferior  oblique 

Lengthening 

105 

Shortening 

14 

superior  rectus 

Lengthening 

Shortening 

36 

32 

Inferior  rectus 

Lengthening 

2S 

Shortening 

16 

Superior  oblique 

Lenghtening 

14 

Shortening 

4 

Total 

249 

chiefly  on  patients  seen  in  consultation  and  at 
various  climes. 

A recession  of  an  inferior  rectus  muscle  should 
be  considered  as  a primary  surgical  procedure  in 
cases  where  the  most  prominent  clinical  feature 
of  a vertical  deviation  is  the  overaction  of  the 
inferior  rectus.  This  occurs  frequently  in  old, 
slight  paresis  or  underaction  of  the  contralateral 
superior  oblique  where  fixation  has  been  con- 
stantly maintained  by  the  paretic  eye.  The  over- 
action of  the  inferior  rectus  may  be  grossly  evident 
by  a greater  than  normal,  downward  excursion  of 
the  nonparetic  eye.  This  excessive  excursion 
fnay  only  be  present  when  the  nonparetic  eye  is 
depressed  in  abduction.  Vertical  deviations  that 
show  normal  monocular  rotations  will  require 
other  clinical  findings  to  evaluate  the  overaction 
of  an  inferior  rectus  muscle.  Under  this  condi- 
tion the  magnitude  of  the  deviation  and  the 
amount  that  it  increases  in  the  field  of  vertical 
action  of  the  inferior  rectus  may  indicate  the 
extent  of  the  overaction.  For  example,  a left 
hyperphoria  that  definitely  increases  in  eyes  down 
and  right  (left  superior  oblique  underaction),  and 
a considerable  amount  of  the  left  hyperphoria  of 
over  25  prism  diopters  in  this  field  of  gaze  can  be 
attributed  to  the  overaction  of  the  right  inferior 
rectus  (secondary  deviation).  The  assumption 
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that  this  portion  of  the  left  hyperphoria  is  due  to 
the  overaction  of  the  right  inferior  rectus  would 
be  more  valid  if  the  left  hyperphoria  was  found 
to  be  20  to  30  per  cent  less  in  eyes  up  and  right 
(the  field  of  gaze  for  the  detection  of  the  sec- 
ondary contraction  of  the  left  inferior  oblique). 
Further  evidence  of  the  overaction  of  the  right 
inferior  rectus  in  this  example  may  be  gained  by 
measuring  the  left  hyperphoria  by  the  screen 
cover  test.  If  the  overaction  is  prominent,  a 
stronger  prism  will  be  necessary  to  neutralize  the 
“vertical  jump”  when  the  prism  is  placed  over 
the  right  nonparetic  eye.  Also  in  this  field  of 
gaze  (eyes  down  and  right),  a combined  horizon- 
tal prism  is  usually  required  to  correct  an  incomi- 
tant  horizontal  deviation  toward  a convergent 
position  of  the  eyes. 

The  clinical  finding  of  an  increase  toward  an 
esodeviation  more  marked  in  the  field  of  vertical 
action  of  a paretic  superior  oblique  is  not  in  ac- 
cordance with  the  classic  examples  given  in 
paresis  of  this  muscle.  For  example,  a paresis 
of  the  left  superior  oblique  will  show  an  increase 
in  the  vertical  deviation  in  eyes  down  and  right 
because  of  its  failure  as  a depressor.  In  eyes 
down  and  left  a paresis  of  this  oblique  should 
show  an  increase  toward  an  esodeviation,  since 
the  paretic  left  superior  oblique  is  now  in  its 
motor  field  of  abduction.  Its  failure  to  assist  the 
left  external  rectus  in  abduction  should  result  in 
a more  convergent  position  of  the  eyes  in  this 
field  of  gaze  (eyes  down  and  left).  However, 
when  the  vertical  deviation  is  more  than  25 
prism  diopters  in  the  field  of  vertical  action  of  a 
paretic  vertical  rotator,  any  significant  horizontal 
incomitancy  will  usually  be  more  marked  in  this 
field  of  gaze.  The  direction  of  the  incomitancy 
will  be  in  the  direction  of  the  horizontal  action 
of  the  synergetic  vertical  rotator  to  the  paretic 
muscle.  In  the  above  example,  the  esodeviation 
will  be  greater  in  ej’es  down  and  right ; the  syner- 
getic vertical  rotator  to  the  paretic  left  superior 
oblique  is  the  left  inferior  rectus,  and  its  hori- 
zontal action  is  adduction. 

Clinical  findings  of  a prominent  overaction  of 
the  inferior  rectus  in  old  contralateral  superior 
oblique  paresis  can  thus  be  summarized  as  (1)  a 
greater  than  normal  excursion  of  the  nonparetic 
eye  in  downward  gaze,  more  marked  when  the 
nonparetic  eye  is  depressed  in  abduction;  (2) 
an  increase  in  the  vertical  deviation  of  over  25 
prism  diopters  in  the  field  of  vertical  action  of  the 
paretic  superior  oblique;  (3)  a greater  degree  or 
stronger  prism  will  be  required  to  neutralize  the 
“vertical  jump”  in  the  screen  cover  test  when  the 
prism  is  placed  over  the  nonparetic  eye;  and  (4) 
a significant  increase  toward  an  esodeviation  in 
the  field  of  vertical  action  of  the  inferior  rectus. 
The  first  is  the  most  direct  evidence  of  a prom- 
inent overaction  of  the  inferior  rectus.  The 
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Fig.  1.  Case  1 — Old,  slight  paresis  of  the  left 
superior  oblique  with  evidence  of  an  abnormal  over- 
action of  the  right  inferior  rectus;  also  a marked 
head  tilt  to  the  right  since  early  childhood. 
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Fig.  2.  Case  1 — One  year  after  5-mm.  recession 
of  the  right  inferior  rectus  there  was  only  a small 
undercorrection  of  the  vertical  deviation. 

fourth,  the  increase  toward  an  esodeviation  in  the 
field  of  greatest  vertical  deviation,  is  the  least 
reliable.  This  reliability  is  questionable  since  a 
pre-existing  incomitant  horizontal  deviation  may 
be  present.  Also  the  accommodative  effort 
may  affect  the  horizontal  position  of  the  eye 
during  the  screen  cover  test. 

Case  1. — This  case  illustrates  the  effectiveness  of 
an  inferior  rectus  recession  on  a patient  with  an  old, 
slight  paresis  of  the  left  superior  oblique  with  evi- 
dence of  an  abnormal  overaction  of  the  right  inferior 
rectus.  This  patient,  L.  M.,  thirty-eight  years  of 
age,  had  had  a marked  head  tilt  to  the  right  since 
early  childhood.  There  was  a facial  asymmetry  or 
flattening  of  the  right  side  of  the  face  due  to  the 
early  onset  of  the  ocular  torticollis.  A left  hyper- 
phoria of  28  prism  diopters  was  found  in  the  primary 
position  (Fig.  1).  A prism  correction  of  8 prism 
diopters,  base  up  right  eye,  and  8 prism  diopters, 
base  down  left  eye,  reduced  the  head  tilt  about  25 
per  cent.  With  a head  tilt  and  the  prism  correction 
the  patient  was  able  to  maintain  a phoria  in  the  or- 
dinary used  fields  of  gaze.  The  left  hyperphoria 
increased  to  50  prism  diopters  in  eyes  down  and  right 
and  was  30  prism  diopters  in  eyes  up  and  right. 
There  was  an  excessive  downward  excursion  of  the 
right  eye  in  eyes  down  and  right,  and  a noticeable 
esodeviation  in  this  field  of  gaze  was  evident  on  the 
screen  comitance  or  version  test.  Under  local  an- 
esthesia the  equivalent  of  a 5-mm.  recession  of  the 
right  inferior  rectus  muscle  was  done.  After  opera- 
tion there  was  a full  correction  of  the  head  tilt,  and 
the  measurements  one  year  later  showed  only  a 
small  undercorrection  of  the  vertical  deviation 
(Fig.  2). 

In  addition  to  a slight  superior  oblique  paresis 
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Fig.  3.  Case  2 — Three  years  after  operation  was 
performed  to  raise  the  right  eye. 


of  the  contralateral  eye.  certain  structural  anom- 
alies of  the  inferior  rectus  muscle  will  necessitate 
a recession  or  tenotomy  of  this  muscle  as  a pri- 
mary operative  procedure.  These  cases  could 
be  classified  as  structural  anomalies  that  restrict 
passive  upward  rotation  of  the  affected  eye.  This 
restriction  is  usually  more  marked  when  the  eye 
is  placed  in  the  abducted  position  before  applying 
the  traction  test.  Many  of  these  cases  showed 
evidence  that  the  anomaly  was  of  congenital 
origin.  These  congenital  cases  usually  have,  in 
addition  to  an  apparent  complete  paralysis  of 
the  homolateral  superior  rectus,  a less  extensive 
paralysis  of  the  homolateral  inferior  oblique,  a so- 
called  “double  elevator  paralysis.”  A rigid 
fibrous  structure  attached  to  the  sclera,  posterior 
to  the  insertion  of  the  inferior  rectus,  was  found 
at  operation  in  several  such  cases.  This  fibrous, 
bandlike  structure  appeared  fused  with  the 
sheath  of  the  inferior  rectus  and  was  inserted 
separately  into  the  sclera.  Case  2 represents  this 
type  of  congenital  anomaly. 

Case  2. — The  patient  had  shown  since  birth  a 
marked  hypotropia  of  the  right  eye  with  complete 
paralysis  of  the  right  superior  rectus  muscle  and  a 
less  extensive  paralysis  of  the  right  inferior  oblique. 
Surgery  at  the  age  of  two  was  done  to  raise 
the  right  eye.  The  operation  included  a tuck  of 
the  right  inferior  oblique,  resection  of  the  right 
superior  rectus,  and  a tenotomy  of  the  right  in- 
ferior rectus.  This  operation  had  little  effect  on  the 
hypotropia  of  the  right  eye.  Figure  3 comprises 
pictures  taken  three  years  after  the  first  operation 
was  performed. 

At  the  second  operation  traction  test  by  forceps 
revealed  resistance  to  any  elevation  of  the  right  eye 
above  the  horizontal  plane  when  the  eye  was  held 
in  abduction.  There  was  nearly  complete  eleva- 
tion when  the  eye  was  raised  by  forceps  in  the  ad- 
ducted position.  A right  superior  oblique  tenot- 
omy was  done.  The  inferior  rectus  was  exposed, 
and  its  sclera  insertion  was  found  from  which  the 
muscle  had  been  severed.  On  passing  a muscle 
hook  well  posteriorly,  a rigid  fibrous  band  was  en- 
countered about  7 mm.  posterior  to  the  original 
insertion  of  the  inferior  rectus  and  slightly  to  the 
nasal  side  of  its  center.  The  insertion  of  the  fibrous 
band  was  about  4 mm.  in  width.  This  band  was 
cut.  and  Tenon’s  capsule  was  resutured  to  the 


Fig.  4.  Case  2 — Two  years  after  the  second  op- 
eration showing  marked  improvement  in  elevation 
of  the  right  eye. 


original  insertion  of  the  inferior  rectus.  Passive 
rotation  with  forceps  was  again  tried,  and  the  eye 
moved  freely  in  all  directions.  There  was  a marked 
improvement  in  elevation  of  the  right  eye  postoper- 
atively  as  seen  in  Fig.  4. 

These  congenital  structural  anomalies  are 
rare,  as  is  also  the  acquired  type,  in  which  there 
may  be  postinflainmatory  adhesions  of  the  in- 
ferior rectus  to  the  floor  of  the  orbit.  Not  infre- 
quently the  inferior  rectus  will  undergo  fibrotic 
changes  following  orbital  myositis  in  which  a 
resistance  to  forced  elevation  will  be  found,  as 
described  by  Dunnington  and  Berke.1 

There  are  many  indications  for  the  inferior 
rectus  recession  operation  combined  with  surgery 
on  other  vertical  rotators  or  as  a secondary  pro- 
cedure to  correct  a residual  vertical  deviation 
in  the  lower  field  of  gaze.  First,  a homo- 
lateral superior  rectus  paresis  in  which  fixation 
is  maintained  by  the  nonparetic  eye.  there  will 
frequently  develop  an  overaction  of  the  homo- 
lateral inferior  rectus  (secondary  contraction). 
If  the  deviation  in  the  primary  position  is  over  10 
prism  diopters,  increasing  in  both  the  upper  and 
lower  oblique  fields  of  gaze  on  the  affected  side 
to  30  prism  diopters  or  more,  a recession  of  the 
overacting  inferior  rectus  and  a resection  of  the 
underacting  superior  rectus  will  usually  be  indi- 
cated. Fixation  by  the  nonparetic  eye  in  su- 
perior rectus  paresis  is  common  in  acquired  pare- 
sis. This  is  in  contrast  to  the  few  congenital 
superior  rectus  paresis  cases  that  fixate  with  the 
nonparetic  eye. 

Case  3. — This  case  represents  an  unusual  con- 
genital paresis  of  the  right  superior  rectus  muscle  in 
that  the  patient  maintained  fixation  by  the  nonpare- 
tic eye.  There  was  a moderate  head  tilt  to  the  right. 
A right  hypotropia  in  right  lateral  gaze  beyond  20 
degrees  past  the  midline  was  found  (Fig.  5).  The 
left  hypertropia  of  40  prism  diopters  was  comitant 
in  the  upper  right  and  lower  right  fields  of  gaze.  A 
resection  of  6 mm.  of  the  right  superior  rectus  and  a 
recession  of  3 mm.  of  the  right  inferior  rectus  cor- 
rected the  head  tilt  and  restored  binocular  single  vi- 
sion in  all  but  the  extreme  upper  right  field  of  gaze 
(Fig.  6). 

A recession  of  an  inferior  rectus  may  be  indi- 
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Fig.  5.  Case  3 — Congenital  paresis  of  the  right 
superior  rectus  muscle  and  moderate  head  tilt  to  the 
right. 


Fig.  7.  Case  4 — Appearance  of  patient  six  years 
after  right  inferior  rectus  was  mistakenly  tenoto- 
mized  (top). 

After  second  operation  binocular  vision  re-restab- 
lished  in  the  primary  position,  but  right  hypertropia 
in  lower  right  field  of  gaze  persists  (bottom). 
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Fig.  6.  Case  3 — Two  years  postoperatively  head 
tilt  corrected  and  binocular  single  vision  restored  in 
all  but  extreme  upper  right  field  of  gaze. 


cated  as  a secondary  operative  procedure  in  a few 
cases  of  the  more  common  type  of  vertical  devia- 
tion, that  is,  in  those  cases  that  show  a marked 
overaction  of  an  inferior  oblique.  After  exten- 
sive surgery  on  the  elevators  (tenotomy  of  the 
overacting  inferior  oblique  and  resection  of  the 
contralateral  superior  rectus),  a recession  of  the 
inferior  rectus  of  the  lower  eye  may  be  necessary 
or  advisable  to  correct  a hyperdeviation  in  the 
lower  field  of  gaze.  Congenital  or  acquired 
double  elevator  pareses,  that  is,  a paresis  of  the 
superior  rectus  and  inferior  oblique  of  the  same 
eye,  irrespective  of  the  fixating  eye,  will  often  re- 
quire a recession  of  the  inferior  rectus  of  the  lower 
eye,  either  as  a primary  or  secondary  surgical 
procedure,  to  correct  the  vertical  deviation. 


Complications 

The  complications  of  the  inferior  rectus  reces- 
sion operation  to  be  emphasized  are  (1)  a postop- 
erative retraction  of  the  lower  lid,  (2)  a post- 
operative underaction  of  the  inferior  rectus  as  a 
depressor,  (3)  a postoperative  underaction  of  the 
inferior  rectus  as  an  adductor,  and  (4)  a postopera- 
tive “unmasking”  of  a latent  vertical  deviation 
involving  the  overaction  of  the  homolateral 
inferior  oblique. 

The  retraction  of  the  lower  lid  is  likely  to  occur 
in  recessions  of  the  inferior  rectus  of  over  4 mm. 
The  anatomic  attachments  of  the  sheath  of  the 
inferior  rectus  to  the  orbital  tarsal  fascia  and 
tarsus  of  the  lower  lid  are  pulled  posteriorly  in 
the  recession  operation  resulting  in  a lower  posi- 


tion of  the  lid.  Extensive  dissection  freeing 
these  attachments  may  help,  but  they  appear  to 
reattach,  and  in  marked  recessions  there  will 
still  be  some  retraction  of  the  lower  lid.  In  prom- 
inent eyes  a retraction  of  the  lower  lid  of  0.5 
mm.  may  produce  a cosmetic  defect.  On  deep- 
set  eyes  or  where  the  lower  lid  is  slightly  above 
the  limbus,  a more  extensive  recession  can  be 
done  without  an  obvious  comparative  widening 
of  the  palpebral  fissure. 

The  complication  of  a postoperative  underac- 
tion of  an  inferior  rectus,  producing  either  a gross 
limitation  of  downward  rotation  of  the  eye  in  the 
temporal  field  or  uncomfortable  fixation  in  this 
field,  may  occur  if  the  inferior  rectus  showed 
little  or  no  secondary  overaction  preoperatively. 
This  is  also  true  of  its  postoperative  underaction 
as  an  adductor.  Good  vertical  fusional  ampli- 
tude will  often  adjust  minor  overeffects.  In 
cases  of  tropia  or  poor  vertical  fusion  an  in- 
creasing incomitant  vertical  and  horizontal  de- 
viation in  the  opposite  direction  will  often  occur. 
To  illustrate  the  retraction  of  the  lower  lid,  a 
postoperative  paralysis  of  the  inferior  rectus  both 
as  a depressor  arid  adductor,  case  4 is  here  pre- 
sented. 

Case  4- — This  patient  had  had  an  attempted  right 
inferior  oblique  tenotomy  in  which  the  surgeon  by  mis- 
take tenotomized  the  right  inferior  rectus  six  years 
previously.  There  was  an  immediate  increase  in 
the  vertical  deviation,  retraction  of  the  lower  lid, 
and  an  evident  exotropia  of  40  prism  diopters.  Fig- 
ure 7 (top)  shows  the  appearance  of  the  patient 
six  years  after  this  surgical  mistake.  Under  local 
anesthesia  the  scleral  insertion  of  the  inferior  rectus 
was  identified,  but  the  distal  cut  end  of  the  inferior 
rectus  was  not  found.  A portion  of  Tenon’s 
capsule  that  seemed  to  retract  when  the  patient 
attempted  to  look  down  was  resected  and  attached 
to  the  sclera  near  the  limbus.  A myectomy  of  the 
inferior  oblique  was  done,  and  binocular  vision  was 
re-established  in  the  primary  position  in  both  upper 
fields  of  gaze  and  in  the  lower  left  field  of  gaze.  A 
right  hypertropia  in  the  lower  right  field  of  gaze  was 
present  (Fig.  7,  bottom). 
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Fig.  8 Case  5 — One  year  after  myotomy  of  the 
right  inferior  oblique,  right  hyperphoria  in  the  pri- 
mary position  was  present. 
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Fig.  9.  Case  5 — One  year  after  3-mm.  recession 
of  left  inferior  rectus  and  6-mm.  resection  of  left 
superior  rectus. 
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Fig.  10.  Case  5 — One  year  after  4-mm.  resection 
of  the  right  superior  rectus. 


The  fourth  complication  under  consideration, 
the  postoperative  overaction  of  the  homolateral 
inferior  oblique,  is  uncommon.  However,  it  has 
been  seen  frequently  enough  to  warrant  reporting 
three  cases  in  detail. 

Case  5. — The  patient  was  first  seen  one  year  after 
a myotomy  of  the  right  inferior  oblique  had  been 
done.  The  measurements  by  the  screen  cover  test 
showed  a right  hyperphoria  in  the  primary  position 
of  16  prism  diopters  for  distance  and  30  prism  diop- 
ters for  near  fixation,  increasing  to  56  prism  diop- 
ters in  eyes  up  and  left  and  48  prism  diopters  in  eyes 
down  and  left  (Fig.  8).  There  was  a spontaneous 
tropia  in  the  left  lateral  field  of  gaze.  In  eyes  up  and 
right  a left  hyperphoria  of  only  4 prism  diopters  was 
found.  On  the  screen  comitance  test  there  was  no  de- 
tectable overaction  of  the  left  inferior  oblique  in  this 
field  of  gaze.  The  patient  complained  chiefly  of 
reading  difficulties,  and  a recession  of  the  left  inferior 
rectus  of  4 mm.  and  a resection  of  the  left  superior 
rectus  were  advised.  A few  days  after  this  operation 
a small  left  hyperphoria  was  present  in  the  primary 
position  that  increased  in  right  lateral  gaze.  Figure 
9 gives  the  measurement  one  year  later.  On  the 
screen  comitance  test  at  this  examination  there 
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Fig.  11.  Case  6 — -Vertical  diplopia  in  right 
lateral  gaze  following  left  external  ethmoidectomy 
one  year  previously. 
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Fig.  12.  Case  6 — Six  months  after  4-mm.  recession 
of  the  right  inferior  rectus. 


was  a typical  overaction  of  the  left  inferior  oblique 
muscle,  and  the  left  hypertropia  definitely  in- 
creased in  eyes  up  and  right.  A resection  of  the 
right  superior  rectus  was  advised.  This  operation 
resulted  in  some  increase  in  the  right  hyperphoria 
in  left  lateral  gaze,  but  binocular  single  vision  was 
restored  in  all  ordinarily  used  fields  of  gaze  (Fig.  10). 
The  patient  has  been  free  of  symptoms  since  the 
last  operation. 

Case  6. — The  patient  had  complained  of  vertical 
diplopia  in  right  lateral  gaze  since  a left  external 
ethmoidectomy  one  year  ago.  There  was  a field 
of  spontaneous  tropia  in  right  lateral  gaze  and  most 
of  the  lower  field  of  gaze.  A left  hyperphoria  was 
found  in  all  six  cardinal  fields  of  gaze  except  eyes 
up  and  left  where  a right  hyperphoria  of  4 prism 
diopters  was  present.  There  was  no  evident  up- 
shoot  of  the  right  eye  on  version  test  in  this  field  of 
gaze.  Figure  11  shows  the  measurements  and  the 
field  of  tropia.  A recession  of  the  right  inferior  rec- 
tus of  4 mm.  was  followed  by  an  immediate  vertical 
deviation  in  the  opposite  direction  that  increased  in 
eyes  up  and  left.  A typical  overaction  of  the  right 
inferior  oblique  was  present  postoperatively  on  the 
version  test.  The  preoperative  field  of  tropia  in 
eyes  down  and  right  was  converted  into  a near  or- 
thophoria. Measurements  of  the  the  deviation  six 
months  after  the  above  surgery  are  given  in  Fig.  12. 
A right  inferior  oblique  myotomy  enlarged  the  field 
of  phoria  as  shown  in  Fig.  13.  A resection  of  the  left 
superior  rectus  is  to  be  done  in  the  near  future. 

Case  7. — The  patient  had  had  a head  tilt  to  the 
left  since  infancy  and  a limited  field  of  binocular 
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Fig.  13.  Case  6 — Two  years  after  myotomy  of  the 
right  inferior  oblique. 
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Fig.  14.  Case  7 — Head  tilt  to  the  left  and  field 
of  binocular  single  vision  limited  to  upper  right  field 
of  gaze. 

single  vision  confined  to  the  upper  right  field  of  gaze. 
The  right  eye  was  used  for  fixation,  and  there  was  an 
evident  overaction  of  the  left  inferior  rectus  muscle. 
The  right  hyperphoria  measured  25  prism  diopters 
in  the  primary  position  and  40  prism  diopters  in 
eyes  down  and  left.  In  eyes  up  and  right  a left 
hyperphoria  of  5 prism  diopters  was  present  (Fig. 
14).  A recession  of  the  left  inferior  rectus  muscle  of 
4 mm.  resulted  in  the  correction  of  the  head  tilt  and 
an  enlargement  of  the  field  of  binocular  single  vision 
(Fig.  15).  The  postoperative  overaction  of  the 
homolateral  (left)  inferior  oblique  is  evident  by  the 
increase  in  the  left  hyperphoria  in  eyes  up  and  right. 
On  version  test  in  this  field  there  was  an  upshoot  of 
the  left  eye,  typical  of  an  inferior  oblique  overaction. 

The  explanation  of  this  postoperative  over- 
action of  the  inferior  oblique  in  these  three  cases 
as  the  result  either  of  an  overeffect  of  the  opera- 
tion or  of  the  “unmasking”  of  pre-existing  paretic 
latent  deviation  seems  inadequate.  In  the  first 
instance  an  overeffect  of  the  recession  of  the  in- 
ferior rectus  would  result  in  an  increase  in  the 
vertical  deviation  in  the  field  of  vertical  action  of 
the  operated  inferior  rectus.  This  did  not  occur 
in  any  of  these  three  cases.  In  the  second  in- 
stance the  “unmasking”  of  a pre-existing  paretic 
deviation  usually  shows  a much  less  extensive 
reversal  of  the  deviation.  The  amount  that  the 
pre-existing  deviation  increased  in  these  three 
cases  is  out  of  proportion  to  what  would  be 
expected  of  a pre-existing  deviation  in  the  oblique 
field  of  gaze  least  affected  by  the  vertical  action 
of  the  operated  inferior  rectus.  A factor  to  be 
considered  in  conjunction  with  the  pre-existing 
paresis  is  the  possible  mechanical  advantage  that 
the  inferior  oblique  may  acquire  as  an  elevator 
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Fig.  15.  Case  7 — Two  years  after  4-mm.  re- 
cession of  the  right  inferior  rectus.  Overaction  of 
the  left  inferior  oblique  was  evident  on  the  vision 
test. 


by  the  recession  of  the  homolateral  inferior  rectus. 
The  fascial  attachments  between  these  two  mus- 
cles, similar  to  the  fascial  attachments  of  the  in- 
ferior rectus  to  the  lower  lid,  are  shifted  pos- 
teriorly and  possibly  more  medially  by  the  re- 
cession of  the  inferior  rectus.  This  complicated 
shift  in  the  position  of  these  fascial  connections 
appears  to  increase  the  effectiveness  of  the  in- 
ferior oblique  as  an  elevator. 

Conclusions 

1.  The  primary  indication  for  a recession 
operation  on  the  inferior  rectus  muscle  is  when 
its  overaction  is  the  most  prominent  clinical 
feature  of  the  vertical  anomaly.  This  over- 
action may  be  grossly  evident,  or  the  vertical 
anomaly  may  require  careful  measurements  and 
observations  to  determine  the  extent  of  the  over- 
action of  the  inferior  rectus. 

2.  This  operation  will  also  be  indicated  in 
anomalies  of  the  inferior  rectus  muscle  that 
mechanically  limit  upward  rotation  of  the  eye. 
These  anomalies  are  detected  by  the  traction 
test. 

3.  The  complication  of  limiting  the  action 
of  the  inferior  rectus  as  a depressor  and  adductor 
will  be  minimized  by  the  amount  that  the  muscle 
can  be  receded  without  producing  a retraction  of 
the  lower  lid.  The  average  recession  will  thus 
be  limited  to  about  3 mm. 

4.  The  complication  of  a postoperative  over- 
action of  the  homolateral  inferior  oblique  may 
occur  in  multiple  slight  paresis  of  the  vertical 
rotators.  This  overaction  occurred  in  the  three 
reported  cases  that  showed  a slight  paresis  of  the 
contralateral  superior  rectus  preoperatively  in 
addition  to  the  overaction  of  the  inferior  rectus. 
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paper  with  a great  deal  of  interest.  His  broad  ex- 
perience in  the  surgical  management  of  vertical 
muscle  deviations  makes  this  paper  very  valuable 
to  all  ophthalmologists  doing  extraocular  muscle 
surgery,  especially  the  recession  of  the  inferior  rectus 
muscle.  A review  of  the  recent  literature  reveals  a 
variety  of  opinions  in  regard  to  operations  on  the 
inferior  rectus  muscle.  However,  there  is  greater 
uniformity  than  formerly.  This  is  chiefly  due  to  a 
better  understanding  of  the  anatomy  and  physiology 
of  the  vertical  muscles  combined  with  a broader 
clinical  experience. 

An  operation  on  the  inferior  rectus  muscle  should 
not  be  attempted  unless  the  surgeon  is  thoroughly 
familiar  with  the  anatomy  of  the  inferior  oblique 
and  inferior  rectus  muscles  and  their  fascial  attach- 
ments. We  all  think  of  the  ligament  of  Lockwood  as 
a “suspensory  hammock”  which  functions  as  a sup- 
port to  the  eyeball.  Insufficient  emphasis  has  been 
placed  upon  its  other  possible  functions  which  have 
to  do  with  its  relation  to  the  inferior  oblique  and  in- 
ferior rectus  muscles.  It  is  apparent  from  data  in 
the  literature  that  in  addition  to  the  suspensory  ac- 
tion the  ligament  of  Lockwood  has  a very  definite 
function  in  promoting  a smooth,  integrated  action  of 
the  inferior  oblique  and  inferior  rectus  muscles. 

Fink  has  pointed  out  that  three  important  modifi- 
cations of  the  ligament  are  related  to  these  extrinsic 
muscles:  (1)  perhaps  most  important,  the  modifica- 
tion of  the  ligament  at  the  point  of  crossing  of  the 
two  muscles,  (2)  the  modification  of  the  ligament 
which  serves  as  a sheath  to  the  inferior  oblique 
muscle  lateral  to  the  point  of  crossing,  and  (3)  the 
modification  of  the  ligament  which  may  function  as 
a check  ligament  to  the  inferior  oblique  muscle  and 
in  addition  may  act  in  conjunction  with  the  inferior 
oblique  muscle  to  serve  as  a check  ligament  to  the 
inferior  rectus  muscles.* 

As  stated  above,  the  most  important  modification 
of  the  ligament  of  Lockwood  is  found  at  the  point  of 
crossing  of  the  inferior  oblique  and  inferior  rectus 
muscles.  Anatomic  material  reveals  a union  be- 
tween the  inferior  oblique  and  the  inferior  rectus 
muscles  produced  by  the  fusion  of  the  fascial  sheaths 
of  these  muscles  at  the  point  of  crossing.  This 
fusion  between  the  muscles  varies;  in  those  showing 
a firm  union  there  seemed  to  be  no  independent 
movement  of  the  two  muscles.  In  those  having  a 
loose  fusion  the  independent  movement  of  the  two 
muscles  was  very  definite.  Between  these  extremes 
there  were  variable  degrees  of  fusion;  the  movement 
of  the  two  muscles  varied  proportionately  to  the 
degree  of  fusion.  Because  of  these  anatomic  varia- 


tions recession  of  the  inferior  rectus  muscle  has  two 
distinct  disadvantages : ( 1 ) the  apparent  unpredict- 
ability of  results  in  terms  of  amount  of  correction 
and  (2)  retraction  of  the  lower  lid. 

Overaction  of  the  inferior  rectus  muscle  is  usually 
secondary  to  underaction  of  the  contralateral  su- 
perior oblique  muscle.  From  the  literature  I get 
the  impression  there  is  a distinct  trend  toward 
strengthening  the  underacting  superior  oblique  as 
the  primary  operation.  If  the  underaction  of  the 
superior  oblique  muscle  is  excessive,  a recession  of 
the  homolateral  inferior  oblique  muscle  may  be 
done  at  the  same  time.  If  overaction  of  the  inferior 
rectus  muscle  remains  after  three  or  four  months,  it 
can  then  be  receded. 

The  other  condition  for  which  I have  receded  the 
inferior  rectus  muscle  is  overaction  of  the  muscle 
secondary  to  underaction  of  the  homolateral  supe- 
rior rectus  muscle,  especially  if  the  underaction  is 
marked.  It  is  my  opinion  the  underacting  superior 
rectus  should  be  strengthened  first  or  at  least 
strengthened  at  the  same  time  the  overacting  infe- 
rior rectus  is  receded. 

We  are  very  fortunate  to  have  Dr.  Brown  give  us 
his  experience  and  results  with  the  recession  opera- 
tion on  the  inferior  rectus  muscle.  After  reading 
his  paper,  I shall  study  my  patient  with  vertical  de- 
viations more  critically  and  probably  will  use  re- 
cession of  the  inferior  rectus  muscle  more  often  in 
the  future. 

Dr.  Brown  is  to  be  complimented  for  pointing  out 
the  complications  that  may  be  encountered  during 
the  inferior  rectus  recession  operation.  As  pointed 
out  above,  I am  sure  these  complications  can  be 
avoided  or  minimized  if  we  know  the  anatomy  and 
are  able  to  evaluate  the  anatomic  variations  that  we 
encounter. 

I shall  continue  to  deem  it  inadvisable  to  weaken 
the  action  of  the  inferior  rectus  muscle  if  it  can  be 
avoided.  As  pointed  out  by  Dr.  Brown  and  others, 
any  diminution  of  the  action  of  the  inferior  rectus 
muscle  can  only  be  risked  cautiously  to  prevent  in- 
convenience in  the  important  action  of  looking  down- 
ward so  essential  for  everyday  activities.  Weaken- 
ing the  inferior  rectus  muscle  limits  downward  rota- 
tion of  the  eye  and  is  likely  to  cause  the  lower  lid  to 
droop,  producing  an  apparent  exophthalmos.  In 
addition,  check  actions  and  torsion  may  be  affected. 
If  a recession  is  decided  upon,  it  is  important  to 
limit  the  amount  to  about  3 mm. 


a Fink,  W.  H.:  Surgery  of  the  Oblique  Muscles  of  the 

Eye,  St.  Louis.  C.  V.  Mosby  1951  p.  95. 


The  only  way  in  which  one  human  being  can  'properly  attempt  to  influence  another  is  to 
encourage  him  to  think  for  himself. — Leslie  Stephen 
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IN  DISCUSSING  some  of  the  newer  methods 
employed  in  cataract  surgery  we  all  know  the 
operator  must  have  some  plan  of  procedure  in 
mind  prior  to  starting.  If  he  keeps  posted  on  new 
ideas  used  by  others  and  if  he  visits  clinics  to 
watch  these  newer  methods  in  actual  use,  he  is  far 
better  able  to  cope  with  a problem  than  the 
individual  who  still  follows  the  same  course  he 
learned  years  ago  as  a resident  and  never  changes 
that  course  as  occasion  may  demand.  In  other 
words  we  all  develop  a technic  through  years  of 
training  and  experience  which  we  have  con- 
fidence in,  but  we  must  not  be  satisfied  always  to 
follow  that  technic.  When  a case  presents  a 
problem  where  another  procedure  would  be  safer, 
it  is  wise  to  change  the  method  of  approach  and 
be  prepared  to  follow  the  clinical  experience  and 
technics  of  others.  The  primary  object  of  cata- 
ract surgery  after  all  is  simply  to  give  the  patient 
the  best  vision  with  the  least  possible  risk. 

We  may  begin  with  anesthesia.  For  many 
years  practically  all  cataract  surgery  was  carried 
out  under  local  anesthesia.  During  my  residence 
quite  a few  years  ago  I can  only  recall  one  case 
out  of  many  hundreds  of  cataracts  operated 
under  general  anesthesia  at  the  clinics  of  the  Wills 
Hospital,  Philadelphia.  There  were  patients  then, 
as  there  are  today,  who  feared  the  worst  and  dia  all 
things  possible  to  bring  it  about,  but  we  used 
merely  surface  anesthesia  by  instillation  and  the 
O’Brien  block.  Today  we  must  be  prepared  to 
use  surface  anesthesia,  retrobulbar  injection, 
basal  anesthesia  as  advised  by  Kirby,1  or  general 
anesthesia.  It  appears  that  many  operators  have 
abandoned  the  use  of  routine  retrobulbar  injec- 
tions in  all  cases.  Too  many  cases  of  hemorrhage- 
producing  proptosis  and  increased  intraorbital 
tension  have  been  noted.  It  is  of  value  in  selected 
cases  but  can  be  embarrassing  in  others.  There 
seems  to  be  more  usage  today  of  subconjunctival 
injections  of  Pontocaine  and  procaine  combina- 
tions. Basal  anesthesia  is  used  more  frequently; 
one  of  the  best  drugs,  demerol,  has  the  advantage 
of  an  analgesic  effect  when  given  preoperatively 
by  intramuscular  injection,  which  can  be  increased 
if  necessary  by  intravenous  injection  just  before 
surgery. 

General  anesthesia  is  used  today  in  that  group 
of  patients  who  behave  badly  despite  the  use  of 
all  ordinary  measures.  Intravenous  anesthesia 
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given  by  one  well  trained  is  more  frequently  used. 
A drug  like  curare  under  such  conditions  is  safe 
and  satisfying. 

I have  observed  that  there  are  more  surgeons 
today  who  do  not  hesitate  to  perform  canthotomy 
where  there  is  any  doubt  about  the  effectiveness 
of  the  akinesia  or  anesthesia. 

Mention  must  be  made  of  smears  and  cultures. 
If  the  eye  is  clinically  clean,  they  are  usually  un- 
necessary. The  use  of  antibiotics  such  as  penicillin 
and  aureomycin  in  various  forms  preoperatively 
has  been  established.  They  may  also  be  instilled, 
preferably  in  a fresh  solution  postoperatively. 

The  great  majority  of  surgeons  today  prefer  the 
keratome  incision  with  enlargement  of  the  wound 
by  scissors.  Although  some  operators  still  prefer 
to  use  the  Graefe  knife,  there  is  little  argument 
that  the  average  surgeon  can  do  better  with  the 
keratome.  This  is  particularly  true  of  the  occa- 
sional operator. 

Although  both  complete  iridectomy  and  partial 
iridectomy  have  their  advocates  and  advantages, 
the  present  trend  is  toward  two  peripheral 
iridectomies.  Whatever  method  is  used,  the  ulti- 
mate result  is  to  avoid  a prolapse.  One  thinks  of 
the  operator  who  points  with  glee  to  the  round 
pupil  at  the  conclusion  of  the  surgery  and  finds  a 
prolapse  at  a subsequent  dressing.  One  does  not 
envy  him. 

The  oft-repeated  argument  of  pre-  or  post- 
placed  sutures  cannot  be  settled  here.  Both 
methods  have  their  advocates.  More  attention 
at  present  seems  to  be  centered  about  the  kind  and 
the  number  ol  sutures.  In  the  recent  Bedell  Lec- 
ture given  by  Dunnington2  he  advocated  the  use 
of  a conjunctival  flap  hinged  at  the  limbus  and 
two  or  three  corneoscleral  sutures  of  number  6-0 
chromicized  catgut.  After  study  and  research 
he  prefers  appositional  rather  than  mattress  su- 
tures. They  are  located  in  the  anterior  third  of 
the  wound  with  small  rather  than  large  bites. 
This  is  to  avoid  buckling  and  minimize  tissue 
necrosis.  If  this  method  is  carried  out  and  an 
oblique  incision  is  strived  for,  there  should  be  less 
danger  of  epithelial  ingrowths,  and  the  wounds 
will  be  in  better  apposition. 

Recent  authors  have  advocated  that  all 
ophthalmic  surgeons  should  be  acquainted  with 
the  anatomy  and  physiology  of  the  zonular  mem- 
brane. Both  Minsky  and  Vail3  last  fall  in  Chicago 
emphasized  the  importance  of  the  relationship  of 
the  zonular  membrane  to  cataract  surgery.  They 
pointed  out  that  it  is  a true  membrane  and  not 
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composed  of  separate  fibers  as  histologists  have 
led  us  to  believe  and  that  it  is  best  understood  when 
studied  macroseopically.  It  is  composed  of  two 
layers  anterior  and  posterior  with  the  widest  sepa- 
ration at  the  equator  of  the  lens.  When  the  lens 
is  extracted,  the  zonule  rather  than  rupturing  peels 
off  the  anterior  capsule.  Knowledge  of  the  tensile 
strength  of  the  membrane  is  of  great  benefit,  and 
when  one  considers  that  the  anterior  zonular 
layer  is  inserted  into  the  anterior  lens  capsule  in  a 
zone  2 mm.  wide  and  that  this  insertion  is  not  as 
marked  posteriorly,  the  mechanics  of  extraction 
are  better  understood. 

In  discussing  the  operation  of  choice,  Vail 
stated  the  extracapsular  extraction  today  is  as 
extinct  as  the  buffalo.  This  was,  to  put  it 
mildly,  an  unfortunate,  dogmatic  statement.  We 
all  know  the  ideal  operation  is  for  many  reasons 
the  intracapsular  one,  but  are  not  many  men 
worried  and  puzzled  at  what  best  to  do  when  the 
capsule  suddenly  tears?  They  never  knew  the 
fine  points  of  extracapsular  lens  surgery  and  can- 
not carry  out  some  of  the  beautiful  technics  dis- 
played by  the  late  John  M.  Wheeler  whose  re- 
sults as  far  as  vision  was  concerned  and  whose  in- 
frequent complications  made  him  outstanding. 
He  could  do  an  extracapsular  operation  and  get 
an  excellent  result.  So  have  many  others.  It 
will  never  be  extinct . The  principles  are  useful  to 
know. 

Intracapsular  extractions  may  be  done  by  use 
of  the  capsule  forceps  or  the  erysiphake.  The  use 
of  dozens  of  types  of  "pet"  forceps  has  led  many 
to  believe  the  ultimate  question  may  be  settled 
some  day  by  an  improved,  manually  operated 
erysiphake.  This  instrument,  originally  devised 
with  the  vacuum  pump  idea,  proved  after  careful 
usage  that  the  high  degree  of  suction  was  un- 
necessary and  even  dangerous.  The  simplified, 
manually  operated  instrument  of  Dimitry  and 
later  Bell  may  have  been  further  improved  by  the 
suggestions  of  Fine4  of  San  Francisco.  He  utilized 
the  mechanism  of  the  fountain  pen  where  there 
is  pressure  of  a plastic  or  rubber  tubing  against  the 
lumen  of  a rigid  aluminum  tube  with  a section  cut 
away.  It  can  also  be  used  to  rid  the  anterior 
chamber  of  blood  or  uveal  tissue. 

Last,  we  refer  to  the  work  of  Ridley5  in  Eng- 
land who  has  been  using  an  implant  to  replace 
the  extracted  cataract.  An  acrylic  lens  is  in- 
serted into  the  patellar  fossa  so  that  again  its 
smooth  convex  surface  fits  into  a smooth  moist 
concave  surface.  This  operation  has  been  done 
repeatedly  by  Reese6  of  Philadelphia.  Both  men 
are  doing  it  now  in  selected  cases,  such  as  those 
who  have  a mature  cataract  and  a clear  lens  in  the 
fellow  eye.  After  extracapsular  extraction  they 
attempt  to  remove  as  much  of  the  anterior  capsule 
as  possible  before  they  express  the  lens  sub- 


stance. Their  experience  with  this  method  follow- 
ing intracapsular  extractions  was  apparently  un- 
satisfactory. Time  alone  will  tell  what  this 
operation  can  do.  It  has  certainly  the  advantage 
of  giving  useful  vision  without  the  necessity  of 
heavy,  bothersome  postoperative  lenses.  Whether 
these  lenses  will  remain  in  place  without  inflam- 
mation or  irritation  or  whether  they  will  follow 
the  many  other  implants,  such  as  the  enucleation 
ones,  which  have  fallen  into  discard,  will  remain  a 
question.  The  operation  is  a fascinating  one  to 
see,  and  some  of  those  who  have  condemned  it 
may  yet  five  to  see  it  perfected. 

In  closing,  let  me  repeat,  the  object  of  all 
cataract  surgery  is  to  restore  the  maximum  vision 
with  the  fewest  complications  and  the  least 
danger  to  the  patient.  Such  surgery  demands 
an  operator  acquainted  with  all  useful,  proved 
technics  at  his  command.  With  care  and  dex- 
terity this  will  give  him  the  fascinating  experience 
of  solving  baffling  and  troublesome  problems  and 
will  minimize  his  complications  during  and  after 
cataract  surgery. 

112  Lixwood  Avenue 


References 

r.  Kirby,  D.  B.:  Surgery  of  Cataract.  Philadelphia,  J.  B. 
Lippincott  Co.,  1950. 

2.  Dunnington.  J.  H. : Suture  Materials  in  Cataract  Ex- 
traction, A.  J.  Bedell  Lecture,  Wills  Hospital.  Philadelphia, 
1953. 

3.  Minsky,  H.,  and  Vail,  D. : Presented  at  a meeting  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
Instruction  Section,  1952. 

4.  Fine.  M. : Arch.  Ophth.  47:  513  (Apr.)  1952. 

5.  Ridley.  H.:  Tr.  Am.  Acad.  Ophth.  57:  98  (1953). 

6.  Reese,  W.  S..  and  Hamdi.  T.:  Presented  at  the  Fifth 
Annual  Clinical  Conference  of  Staff  and  Ex-residents,  Wills 
Hospital,  Philadelphia,  1953. 

Discussion 

M.  H.  Newton,  M.D.,  Little  Falls. — So  often  are 
modem  trends  interpreted  as  new  procedures  that  it 
is  satisfying  to  read  Dr.  Le Win’s  paper  indicating 
that  those  who  are  successful  in  their  old  methods 
should  not  change  them.  After  all  is  said  and  done, 
who  is  there  who  can  say  his  method  is  right  and 
another  is  wrong,  providing  the  eye  is  successfully 
restored  to  vision.  The  occasional  operator,  of 
necessity,  has  to  be  more  conservative  than  the  fre- 
quent operator,  and  the  latter  should  change  his 
technic  not  solely  to  be  different.  Rather  he  should 
make  an  honest  effort  and  have  a real  reason  behind 
each  change . 

The  modem  trend  is  not  to  be  dogmatic  but  to  use 
as  a foundation  the  principles  and  training  of 
residency  years  and  expose  ourselves  to  many 
methods,  maneuvers,  and  procedures  and  choose 
those  which  are  suited  not  only  to  our  own  style  but 
to  the  best  interests  of  the  individual  patient  as 
well.  .An  excellent  example  of  a multiplicity  of  ex- 
posures to  ideas  and  modem  trends,  not  forgetting 
the  basic  principles,  was  the  interim  cruise  of  the 
Pan  .American  Ophthalmological  Society  this  win- 
ter. I am  sure  this  modem  trend  will  become  in- 
creasingly popular  inasmuch  as  it  affords  the  oppor- 
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tunity  for  an  interchange  of  ideas  and  opinions 
based  on  actual  experiences  of  men  from  all  over  the 
United  States,  Canada,  Mexico,  the  West  Indies, 
and  South  America.  With  Dr.  Daniel  B.  Kirby  as 
chairman  of  the  cataract  symposium  the  experience 
on  board  ship  and  the  meetings  in  various  ports  were 
invaluable  to  all  of  us  in  attendance. 

As  important  as  the  operative  procedure  itself  is 
the  conditioning  of  the  patient  psychologically  prior 
to  operation.  In  this  regard  the  occasional  operator 
in  a small  community  hospital  has  the  advantage  of 
being  able  to  prepare  the  patient  better  emotionally 
than  in  clinics  where  surgical  technic  is  the  empha- 
sized procedure.  In  any  locality  or  clinic  it  is  better 
to  employ  a more  conservative  technic  with  good 


results  than  a more  modern  method  with  poor  re- 
sults. 

There  is  always  a great  challenge  in  cataract  sur- 
gery and  especially  now  when  there  is  an  increasing 
number  of  the  age  group  in  which  cataracts  develop. 
As  Dr.  Kirby  has  stated,  “the  greatest  challenge  for 
the  good  of  mankind  lies  not  in  the  artistic,  the 
mechanical,  or  sporting  realms  but  in  the  art  of 
science  in  the  fields  of  special  surgery.  There  have 
been  no  cataract  surgeons  so  far  in  history  who  have 
felt  that  they  have  reached  the  zenith  or  ultimate 
perfection  of  method  and  I doubt  if  there  ever  will 
be.  There  always  remains  to  the  surgeon  the  con- 
stant challenge  of  his  art  and  his  skill  to  the  in- 
dividual patient.” 
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THE  average  ophthalmologist  rarely  sees  the 
early  ocular  changes  in  acute  head  injuries 
since  he  is  not  often  enough  consulted  in  these 
emergencies.  On  the  other  hand,  the  late  ocular 
changes  from  head  injuries  are  frequently  seen 
and  become  problems  for  diagnosis,  treatment, 
and  prognosis  since  the  majority  of  such  cases 
become  claims  for  compensation  or  pension  and 
the  cause  and  extent  of  the  eye  involvement,  as 
well  as  the  exclusion  of  malingering,  must  be 
accurately  determined.  Aside  from  direct  dam- 
age to  the  eyes,  the  changes  ordinarily  observed 
after  head  traumas  are  (1)  ecchymosis  and 
hemorrhage  into  the  lids,  conjunctivae,  and  orbit 
which  must  be  differentiated  from  ordinary 
“black  eye”;  (2)  conjugate  deviation  of  the 
eyes;  (3)  nystagmus;  (4)  pupillary  changes; 
(5)  intraocular  damage,  fundal  changes,  optic 
nerve  damage;  (6)  field  changes;  (7)  paralysis 
of  extraocular  muscles  and  ptosis;  (8)  emphy- 
sema, post-traumatic  enophthalmos,  post-trau- 
matic proliferation  of  bone  in  orbit;  (9)  arterio- 
venous aneurysm  and  orbital  aneurysm;  (10) 
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traumatic  ocular  neurosis;  (11)  precipitated 
presbyopia — weakness  of  accommodation  and 
convergence;  (12)  extraocular  muscle  imbalances. 

When  hemorrhages  are  present  in  the  eyelids 
and  conjunctiva  following  head  trauma,  the  dif- 
ferentiation between  ordinary  “black  eye”  from 
direct  injury  to  the  lids  and  eye  and  hemorrhage 
coming  from  fracture  of  the  orbit  and  anterior 
cranial  fossa  becomes  necessary.  In  fracture  of 
the  anterior  cranial  fossa  the  extravasated  blood 
is  limited  sharply  by  the  palpebral  fascia  to  the 
orbital  margin  and  tends  therefore  to  be  circular. 
In  “black  eye”  there  is  no  such  limitation,  and 
the  discoloration  is  beefy  red  from  the  start.  In 
fracture  of  the  anterior  fossa  the  discoloration  is 
purplish  and  is  not  immediately  visible  but  may 
take  hours  or  days  to  show  up.  In  black  eye  the 
conjunctival  hemorrhage  is  in  the  conjunctiva 
and  moves  with  the  conjunctiva. 

In  Blakeslee’s1  series  of  610  cases  20  per  cent  of 
the  patients  who  exhibited  hemorrhages  into  the 
orbit  died.  He  also  observed  cases  with  ecchy- 
mosis in  the  lids  and  conjunctival  hemorrhages 
where  the  fractures  were  far  from  the  orbit. 
However,  as  a rule  such  hemorrhages  indicate 
fracture  of  the  anterior  fossa  or  orbit. 
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TABLE  I. — Pupillary  Phenomena  in  Prognosis 


Pupillary  Phenomena 

Patients 

Deaths ■. 

Number  Per  Cent 

Pupils  widely  dilated,  with 
fixation 

55 

52 

94  5 

Pupils  widely  dilated,  with 
preserved  reaction  to  light 

30 

9 

30  0 

Unilateral  dilatation,  with 
fixed  pupil 

22 

11 

50  0 

Pupils  equal  in  size  and  not 
markedly  dilated  or  con- 
tracted 

65 

21 

32  0 

Pupils  unequal  in  size  and 
not  markedly  dilated  or 
contracted 

121 

53 

44  0 

Pupils  contracted  and  fixed 

20 

14 

70  0 

Pupils  contracted  and  react- 
ing to  light 

42 

17 

40.0 

Partial  Weber's  syndrome 

23 

2 

8 5 

If  the  patient  with  head  trauma  shows  con- 
jugate deviations  of  the  eyes,  a supranuclear 
lesion  is  present.  Walsh'3  says  that  during  a 
convulsion  the  deviation  is  of  brief  duration,  and 
the  eyes  are  turned  away  from  the  side  of  the 
lesion  and  toward  the  side  of  the  convulsion.  In 
the  early  stages  of  a flaccid  hemiplegia  the  devia- 
tion is  toward  the  side  of  the  lesion  and  lasts  for 
varying  periods,  often  for  several  days.  In  lesions 
of  the  brain  stem  the  eyes  are  slightly  deviated 
away  from  the  side  of  the  lesion,  and  the  deviation 
tends  to  be  permanent. 

Nystagmus  occurs  relatively  rarely  as  a result 
of  head  trauma.  Blakeslee1  noted  it  in  13  of  his 
610  cases.  Nystagmus  coupled  with  loss  of  hear- 
ing indicates  vestibular  injury.  If  nystagmus 
persists  for  more  than  a few  hours,  a fracture  of 
the  temporal  bone  or  injury  to  the  brain  stem  is 
indicated. 

The  significance  of  pupillary  changes  has  been 
widely  discussed.  In  1917  Martin  Cohen4  re- 
ported his  observations  on  75  cases  of  head  in- 
juries. He  concluded  that  the  inequality  of 
pupils  combined  with  loss  of  light  reflex  is  com- 
mon in  the  fatal  cases  and  that  lesions  in  the 
fundus  are  relatively  infrequent. 

Holman  and  Scott3  first  called  attention  to  the 
significance  of  unilateral  dilation  and  fixation  of 
the  pupil  in  severe  skull  injuries.  This  pupillary 
sign  is  significant  in  cases  of  subdural  and  extra- 
dural hemorrhages  and  is  an  indication  for  surgi- 
cal exploration  of  that  side.  The  mechanism  of 
the  phenomenon  is  believed  by  some  to  result 
from  pressure  of  the  hippocampus  which  herni- 
ates through  the  tentorium  and  presses  on  the 
third  nerve.  The  sign  may  be  incomplete  or 
transient  so  that  careful  watching  of  the  pupils  is 
important.  Atropine  or  other  mydriatics  should 
not  be  instilled  in  the  eyes,  and  morphine  should 
not  be  administered  to  the  patient  since  these 
measures  prevent  the  possibility  of  this  sign  de- 
veloping. 

Blakeslee1  records  that  the  sign  is  early  and 
that  within  twenty-four  hours  the  dilated  pupil 


may  be  contracted.  However,  with  subdural 
hematoma  this  pupil  sign  develops  when  the 
symptoms  are  acute,  which  may  be  long  after  the 
accident  has  occurred. 

The  serious  significance  of  pupillary  phenomena 
in  head  injuries  is  well  illustrated  by  Table  I. 
taken  from  Blakeslee's  paper  where  he  tabulates 
the  pupillary  changes  and  the  number  of  deaths. 
Pupillary  signs  were  present  in  378  of  610  cases, 
and  of  the  378  there  were  170  patients  who  died. 

Blakeslee  concluded  that  prognosis  for  life  in 
the  cases  with  fixation  of  the  pupils,  whether 
dilated  or  contracted,  was  always  poor.  Uni- 
lateral. homolateral  dilatation  and  fixation  of  the 
pupils  were  present  in  all  the  cases  with  epidural 
hemorrhage.  Unilateral,  homolateral  dilatation 
and  fixation  of  the  pupil  also  frequently  occurred 
in  subdural  hemorrhages.  He  regarded  the 
changes  as  not  due  to  injury  or  pressure  on  the 
motor  oculi  nerve  at  the  base  but  due  to  homo- 
lateral pressure  on  the  precentral  area  of  the 
cortex.  Homolateral  motor  oculi  signs  with 
hemiplegia  were  positive  evidence  of  definite 
cerebral  injury  but  not  necessarily  a basal  injury. 
Changeability  in  the  size  and  outline  of  the  pupils 
was  the  most  frequent  eye  sign  in  fracture  of  the 
skull.  As  a general  rule,  the  patient  with  a frac- 
tured skull  who  showed  eye  signs  had  much  less 
chance  of  eventual  recovery  than  one  whose  eyes 
played  no  part  in  the  clinical  picture. 

The  pupillary  changes  resulting  from  injury  to 
the  brain  usually  disappear  promptly  when  the 
cause  has  been  eliminated,  as  when  a subdural 
hematoma  is  removed.  If.  however,  the  pupillary 
change  is  due  to  direct  injury  to  the  third  nerve, 
recovery,  if  it  occurs,  will  be  slow.  When  the 
sympathetic  has  been  interrupted,  recover}'  may 
occur  although  the  pupil  often  remains  small. 
The  optic  nerve  may  be  involved  in  trauma  to  the 
skull  and  is  often  a unilateral  involvement. 
When  the  vision  in  an  eye  is  suddenly  lost  after  a 
head  injur}-,  the  natural  assumption  is  that  the 
optic  nerve  has  been  damaged  by  fracture  of  the 
optic  canal  or  by  impingement  of  a fractured 
clinoid  process  with  or  without  much  hemorrhage. 
Optic  atrophy  usually  shows  up  after  a week  or. 
rarely,  as  late  as  three  months.  Unfortunately  it 
is  difficult  to  demonstrate  roentgenographic  evi- 
dence of  fracture  of  the  optic  canals  and  clinoids. 
and  the  nerve  damage  may  be  in  the  intracranial, 
canalicular,  or  orbital  portion  of  the  optic  nerve. 
Late,  gradually  developing  traumatic  arach- 
noiditis explains  some  cases  of  delayed  optic 
atrophy  and  blindness  as  was  shown  by  Cushing.* 

Pfeiffer7  studied  a large  collection  of  sk”ll  in 
the  Army  Medical  Museum  and  concluded  that 
fracture  of  the  optic  canal  was  extremely  rare. 
However,  two  cases  of  crack  fracture  into  the 
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canal  and  loss  of  vision  with  ring  scotoma  as  the 
result  of  callous  formation  have  been  described 
by  Lillie  and  Adson.8  Hemorrhage  into  the  optic 
nerve  sheath  accounts  for  most  cases  of  unilateral 
loss  of  vision  and  for  unilateral  optic  nerve 
atrophy.  Hemorrhage  into  the  optic  nerve 
sheath  was  present  in  10  per  cent  of  autopsies 
following  head  injury  in  Pringle’s9  series.  Seven 
and  one-half  per  cent  showed  fracture  through 
the  optic  foramen.  One  occasionally  sees  the 
blood  from  subarachnoid  hemorrhage  extending 
from  the  sheath  of  the  optic  nerve  through  the 
lymphatic  spaces  at  the  side  of  the  lamina  cri- 
brosa  and  along  the  central  vessels  into  the  optic 
nerve  head  and  retina  and  protruding  forward 
preretinally  into  the  vitreous. 

Cases  of  traumatic  cerebral  apoplexy  or  milder 
involvement  of  the  internal  capsule  with  only  a 
homonymous  hemianopsia  usually  show  retinal 
arteriolar  sclerosis  on  fundoscopic  examination. 
Bitemporal  hemianopsia  from  traumatic  division 
of  the  chiasm,  probably  the  result  of  interference 
with  the  blood  supply  of  the  chiasm  rather  than 
direct  injury,  is  mentioned  by  Walsh2  in  his  text- 
book and  by  Rucker  and  Henderson.10  The 
higher  visual  pathways  may  be  injured  as  a result 
of  penetrating  and  other  wounds.  Likewise  the 
association  pathways  may  be  damaged  and 
account  for  alexia,  visual  object  agnosia,  loss  of 
topographic  memory,  defective  localization  in 
space,  and  visual  inattention. 

Injuries  to  the  skull  may  produce  intraocular 
changes  as  a part  of  concussion,  such  as  retinal 
edema  and  hemorrhages,  retinal  separation,  and 
macular  hole  following  hemorrhage  in  the  macula. 

Blakeslee,1  Cohen,3  and  Burch11  all  stated  that 
papilledema  is  rarely  associated  with  recent  skull 
fracture.  Walsh  and  Blakeslee  occasionally 
observed  a low-grade  edema  involving  not  only 
the  optic  disks  but  the  surrounding  retina  as 
well.  These  changes  usually  persist  only  a few 
days.  Kearney12  observed  that  traumatic  retinal 
edema  develops  several  hours  after  the  injury 
and  that  when  hemorrhages  are  present,  they  are 
usually  situated  in  the  retina  nasal  to  the  disk. 
During  the  late  stages,  when  trauma  has  been 
severe  or  as  the  result  of  subdural  or  subarachnoid 
hemorrhage,  definite  papilledema  develops.  This 
is  not  necessarily  an  unfavorable  prognostic  sign 
as  regards  life  or  vision. 

The  absence  of  corneal  and  lid  reflexes  is 
usually  associated  with  coma.  When  the  force 
causing  head  injury  is  applied  from  the  front, 
injuries  to  the  orbit  and  its  contents  may  be  the 
only  lesions  seen. 

Proptosis  commonly  occurs,  usually  several 
hours  after  the  injury,  following  the  extravasa- 
tion of  blood  into  the  eyelids  and  conjunctiva. 
The  orbital  hemorrhage  usually  displaces  the  eye 


down  and  out,  and  diplopia  is  present.  Ophthal- 
moplegia often  results  with  paralysis  of  the 
obliques,  especially  the  superior  oblique.  Paraly- 
sis of  the  external  rectus  results  from  fracture  of 
the  tip  of  the  temporal  bone.  Complete  paralysis 
of  the  third,  fourth,  and  sixth  nerves  and  first 
division  of  the  fifth  nerve  points  to  injury  at  the 
superior  orbital  fissure.  Single  branches  of  the 
third  nerve  are  commonly  injured.  Cavernous- 
carotid  or  pulsating  arteriovenous  aneurysm  may 
be  due  to  head  injury.  Pulsating  exophthalmos  is 
usually  easily  diagnosed  by  the  synchronous 
pulsation  of  the  eyeball  and  conjunctival  vessels 
with  the  heart  beat,  abolished  by  pressure  on  the 
carotid  artery,  with  audible  bruit  transmitted  to 
various  parts  of  the  head  on  the  same  side  and 
often  on  the  opposite  side.  In  Locke’s13  series  77 
per  cent  of  pulsating  exophthalmos  cases  were  of 
traumatic  origin,  and  of  these  94  per  cent  had  an 
arteriovenous  communication  between  the  in- 
ternal carotid  and  the  cavernous  sinus. 

Case  1. — M.  M.,  aged  twenty-seven,  a female 
patient  of  Dr.  W.  P.  VanWagenen,  was  in  an  auto- 
mobile accident  in  January,  1950.  She  sustained  a 
fracture  of  her  right  maxilla,  frontal  bone,  mandible, 
and  fractured  pelvis.  She  was  unconscious  for  three 
days  and  semiconscious  for  two  weeks.  Her  right 
eyelid  was  noticed  to  droop  slightly.  She  had  no 
pain  or  discomfort  after  recovery.  From  time  to 
time  people  had  asked  her  what  was  wrong  with  her 
i-ight,  eye. 

In  May,  1951,  three  weeks  postpartum,  she  awoke 
with  protrusion  of  the  light  eye  which  persisted. 
The  swelling  seemed  to  be  worse  in  the  morning. 
She  had  no  pain  or  sensation  of  pulsations  in  the 
orbit,  and  the  vision  remained  good. 

Physical  examination  was  negative  except  for  a 
marked  exophthalmic  right  eye  with  injection  of  the 
conjunctiva.  The  veins  were  not  greatly  overfilled. 
No  bruit  was  present  sitting  up,  but  a good  one  was 
present  when  she  was  lying  down.  Some  diplopia 
was  present  on  looking  upward.  X-ray  of  the  right 
orbit  showed  mild  over-all  increase  in  density  but 
no  evidence  of  fracture  or  tumor.  On  July  22,  1951, 
the  right  internal  carotid  was  ligated  in  two  places 
with  silk.  On  September  18,  1951,  the  exophthalmos 
had  receded  considerably  although  the  veins  in  the 
conjunctiva  were  still  dilated.  The  bruit  over  the 
right  eye  was  still  audible.  Otherwise  the  patient 
was  well.  Ocular  rotations  were  slightly  limited  in 
all  directions  by  the  residual  swelling  in  the  orbit. 
Ligation  of  the  internal  carotid  intracranially  was 
considered.  The  delayed  onset  of  these  aneurysms 
following  severe  head  trauma,  while  not  typical  of 
the  textbook  picture,  is  not  unusual. 

Orbital  emphysema  from  fracture  of  the  eth- 
moids  permitting  air  to  enter  the  orbit  may 
develop.  Exophthalmos  resulting  from  orbital 
emphysema  causes  narrowing  of  the  palpebral 
fissure  as  opposed  to  the  widening  of  the  palpebral 
fissure  in  other  types  of  exophthalmos  where  the 
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lids  are  pressed  apart  by  the  protruding  globe. 
Pneumencephalocele  may  result  from  perforating 
wounds  of  the  orbit  and  cranial  cavity. 

Traumatic  enophthalmos  following  fracture  of 
the  bones  of  the  face  is  common.  Pfeiffer7  found 
53  cases  of  enophthalmos  in  120  cases  of  face 
fractures.  Fracture  of  the  orbit  was  present  in 
all  of  these  cases  and  was  located  deep  in  the  orbit 
in  24  cases.  The  enophthalmos  developed  several 
weeks  after  the  injury.  The  floor  of  the  orbit  was 
invariably  broken  through  into  the  maxillary 
sinus.  Pfeiffer  noted  that  the  eye  was  able  to 
withstand  such  serious  injury  with  little  hurt  to 
itself;  in  only  four  of  the  53  cases  was  there  loss 
of  central  vision.  As  an  example  of  this  condition 
the  following  case  report  is  presented. 

Case  2. — S.  M.  H.,  aged  sixty-three,  a male 
patient  of  Dr.  R.  McCormack,  was  treated  at  a 
Corning  hospital  after  an  automobile  accident  on 
December  14,  1951.  He  was  admitted  to  the  Strong 
Memorial  Hospital  on  December  24,  1951.  with  a 
diagnosis  of  traumatic  enophthalmos  following 
fracture  of  the  inferior  orbital  rim,  lacerations  around 
the  left  orbital  region,  and  fracture  of  a cervical  rib. 
He  complained  of  diplopia,  inability  to  close  the  left 
eye.  and  ptosis. 

Examination  of  the  left  eye  showed  a moderate 
edema  in  the  inferior  orbital  region.  A ragged 
laceration  below  the  left  brow  extended  temporally 
and  around  to  a point  midway  over  the  inferior 
orbital  rim.  There  was  moderate  ptosis  of  the  left 
upper  lid  with  sinking  in  of  the  upper  lid.  The  left 
eye  was  depressed  in  the  orbit.  There  was  limitation 
of  motion  of  the  globe  lateralward  and  downward. 
There  was  an  exophoria  of  10  prism  diopters  and  a 
right  hyperphoria  of  20  prism  diopters  for  distance. 
The  fundi  were  negative.  Vision  in  right  eye  with- 
out correction  was  20/25,  left  eye  without  correction 
20/25.  On  December  27,  1951,  he  underwent  a re- 
duction of  the  comminuted  fracture  of  the  left 
maxilla  through  the  maxillary  sinus  with  packing. 
On  December  31,  1951,  there  was  no  diplopia  in  the 
primary  position  except  on  lateral  or  upward  rota- 
tion. 

On  January'  8,  1952,  postoperative  films  still 
showed  a downward  displacement  of  fragments  of 
inferior  orbital  rim  and  thickening  of  the  superior 
and  lateral  walls  of  maxillary  sinus.  He  was  dis- 
charged on  January  9,  1952,  and  then  readmitted 
on  August  11,  1952.  He  still  had  diplopia  on  lateral 
and  upward  rotation.  Enophthalmos  with  loss  of 
orbital  fat  was  present.  The  palpebral  fissure  was 
narrowed,  and  there  was  a traumatic  ectropion  of 
the  left  lower  lid.  Stereo- Waters  view  showed  little 
change  in  the  position  of  the  inferior  orbital  rim 
which  was  still  downwardly  displaced,  shrinking  the 
size  of  the  well-aerated  maxillary'  antrum.  The 
orbits  showed  “essentially  normal  foramina.”  On 
August  12,  1952,  an  iliac  bone  graft  was  applied  to 
the  orbit  coupled  with  repair  of  the  lateral  canthus. 

On  October  6,  1952,  he  still  had  a right  hyper- 
phoria of  20  prism  diopters  and  exophoria  of  10 
prism  diopters  in  the  primary  position.  There  was 


loss  of  elevation  and  weakness  of  external  rotation. 
A recession  of  the  left  inferior  rectus  and  resection 
of  the  left  superior  rectus  were  advised. 

There  may  be  proliferation  of  bone  in  the  orbit 
as  a result  of  anterior  orbital  trauma  as  is  illus- 
trated by  the  following  case. 

Case  3. — H.  G„  male,  age  nineteen  months,  was 
first  seen  March  19,  1943,  after  an  auto  accident  in 
which  his  forehead  forcibly  struck  the  windshield. 
He  had  a large  hematoma  of  the  right  upper  lid  and 
orbit.  Mild  ptosis  was  present,  and  the  right  eye 
was  depressed  in  the  orbit.  The  fundi  were  negative. 
The  vision  in  the  right  eye  was  assumed  to  be  good 
since  the  patient  did  not  object  to  patching  of  the 
left  eye. 

On  May  29,  1945,  the  ptosis  and  depression  of  the 
right  eye  were  still  present.  X-ray  showed  bone  pro- 
duction along  the  upper  margin  of  the  right  orbit, 
which  was  regarded  as  a result  of  his  injury.  The 
refraction  under  atropine  was  as  follows: 

OD  - 3.25  -I-  6.00  X 90  = 20/100 

OS  -1-  0.25  -I-  0.75  X 90  = 20/20 

In  Xovember,  1952,  the  refraction  was  as  follows: 

OD  - 2.25  + 2.50  X 75  = 20/25 

OS  - 0.25  - 0.50  X 180  = 20/20 

There  was  no  hyperphoria  or  other  muscle  dis- 
turbance, and  third  degree  fusion  was  present.  The 
possible  relationship  of  the  mixed  astigmatism  found 
in  the  right  eye  and  the  narrowing  of  the  orbit  due 
to  the  proliferated  bone  in  the  roof  of  the  orbit  seems 
highly  probable. 

Following  head  trauma  there  is  commonly  a 
complaint  of  inability  to  read  at  all  or  of  difficulty 
in  sustained  reading  or  close  work.  Most  of  these 
patients  suffer  from  traumatic  neurosis  since  there 
is  no  loss  of  accommodative  power  and  the  muscle 
balance  is  within  normal  limits.  However,  a 
true  sudden  lessening  of  accommodation  fre- 
quently follows  head  injuries  in  the  early  pres- 
byopic patient.  This  precipitated  presbyopia 
appears  suddenly  in  this  group  of  patients  when 
the  overworked  ciliary  muscles  refuse  to  work  as 
hard  again  after  the  letdown  accompanying  the 
trauma  or  emotional  shock  of  the  accident.  Such 
patients  insist  that  they  were  perfectly  able  to 
read  comfortably  before  the  accident  but  that 
since  the  accident  they  are  unable  to  do  so.  Ex- 
amination shows  recession  of  the  near  points  to 
such  a degree  that  the  prescription  of  presbyopic 
correcting  lenses  is  necessary. 

Another  common  finding  after  head  injuries, 
even  minor  ones,  is  a mild  convergence  excess 
which  tends  to  disappear  with  time.  Such  eso- 
phoria  is  associated  with  the  high  nervous  tension 
commonly  seen  in  these  patients.  Post-traumatic 
hyperphoria  is  also  fairly  commonly  observed, 
where  the  amount  of  hyperphoria  is  usually  less 
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than  6 prism  diopters  and  where  the  determina- 
tion of  the  paretic  muscle  or  muscles  may  be  diffi- 
cult. The  wearing  of  vertical  prisms  usually 
benefits  these  patients,  most  of  whom  recover 
over  a period  of  time. 

The  changes  ordinarily  observed  after  head 
traumas,  aside  from  direct  injury  to  the  eyes, 
have  been  discussed.  In  general,  it  may  be  stated 
that  where  early  eye  signs  are  present  in  head 
injuries,  the  prognosis  for  life  is  poorer  than  if 
the\'  are  absent. 

While  mild  papilledema  may  be  present  early, 
definite  choked  disk  usually  appears  late  when 
subdural  hematoma  produces  increased  intra- 
cranial pressure.  Some  of  the  changes  secondary 
to  head  trauma  may  be  of  late  development  as  in 
the  case  of  chiasmal  arachnoiditis  and  late  de- 
veloping arteriovenous  aneurysm.  The  ophthal- 
mologist must  determine  accurately  the  nature 
of  the  head  lesions  following  head  trauma  since 
most  of  the  cases  become  subjects  of  court  actions. 

277  Alexander  Street 
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Discussion 

Eugene  W.  Anthony,  M.D.,  Fulton. — Dr.  Gipner’s 
statement  that  the  average  ophthalmologist  is 
seldom  consulted  in  acute  head  injuries  is  very  true. 
With  the  great  increase  in  auto  accidents  head  in- 
juries have  been  more  frequent,  and  such  cases 
account  for  many  of  our  emergency  hospital  admis- 
sions. Nearly  all  of  these  cases  later  become  subject 
to  legal  action. 

We  see  a great  many  of  these  problems  a month 
or  more  after  the  original  injury.  Our  diagnosis  and 
interpretation  of  eye  changes  would  be  much  more 
definite  if  we  could  see  these  patients  during  the 
acute  stage  of  this  injury.  I think  it  is  the  responsi- 
bility of  the  ophthalmologist  in  the  smaller  hospitals 


to  educate  the  surgeons  in  the  advantages  of  early 
eye  consultation  in  head  injuries. 

Dr.  Gipner  has  described  these  eye  findings  very 
well.  A general  surgeon  may  see  a dilated  pupil, 
but  the  interpretation  of  this  and  of  other  associated 
changes  is  most  important.  A dilated  pupil  due  to 
a collection  of  blood  in  the  brain  must  be  differenti- 
ated from  one  that  is  physiologic  or  one  that  is  due 
to  a blind  eye,  a cycloplegic,  or  an  Adies  syndrome. 

Loss  of  vision  is  another  symptom  which  may  be 
present  but  often  goes  undiscovered  for  several 
days,  even  in  a conscious  patient.  Muscle  paralysis 
with  double  vision  also  may  be  unnoticed  due  to 
swollen  or  ecchymotic  eyelids.  Enophthalmos  is 
another  finding  emphasized  by  Dr.  Gipner  which  is 
occasionally  missed  by  the  general  surgeon. 

We  have  all  seen  these  cases  which,  if  recognized 
early,  could  have  been  corrected,  and  the  fractured 
orbit  could  have  been  replaced.  When  we  see  them 
late,  the  bone  has  healed,  and  replacement  of  the 
fracture  is  impossible. 

Aside  from  the  early  assistance  which  the  ophthal- 
mologist may  render,  Dr.  Gipner  has  emphasized 
the  later  findings  following  head  injuries.  He  has 
mentioned  the  psychogenic  consideration,  and  it  is 
important  for  us  as  ophthalmologists  to  differentiate 
between  the  physical  and  emotional  factors,  espe- 
cially in  persistent  headaches  and  reading  difficulties. 

I have  enjoyed  Dr.  Gipner’s  paper,  and  I know  it 
will  serve  as  a valuable  reference  in  the  future  when 
we  are  confronted  by  eye  changes  in  cases  of  head 
injury. 

Walter  F.  Duggan,  M.D.,  Utica. — Dr.  Gipner  has 
given  us  a comprehensive  survey  of  all  of  the  ocular 
complications  of  head  injuries. 

In  the  Utica  area  scarcely  a day  goes  by  without 
one  or  more  serious  head  injuries  occurring  in  auto- 
mobile accidents.  In  these  cases  in  which  the  eyes 
are  not  directly  affected,  the  most  serious  cases  are 
those  in  which  one  or  several  of  the  ocular  muscles 
are  paretic.  The  final  muscle  balance  may  not  be- 
come stabilized  until  twelve  months  or  more  have 
elapsed. 

I have  also  been  impressed  by  the  variety  of  field 
defects.  Among  cases  recently  seen  with  fractured 
skulls,  I can  recall  the  following: 

1.  A bitemporal  hemianopsia  probably  due  to  a 
tear  through  the  optic  chiasm. 

2.  A complete  left  hemianopsia  due  to  involve- 
ment of  the  right  optic  radiations. 

3.  Total  blindness  in  one  eye  with  optic  atrophy 
due  to  injury  to  the  optic  nerve  in  the  optic  canal  or 
to  tearing  of  the  nutrient  vessels  of  the  nerve. 

4.  One  case  (late)  diagnosed  as  opticochiasmal 
arachnoiditis. 

Dr.  Gipner  has  given  us  food  for  thought. 


If  you  have  a contented  mind,  you  have  enough  to  enjoy  life  with. — Plautus 
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THE  TREATMENT  OF  THE  CHRONIC  DISCHARGING  EAR 

Joseph  A.  Sullivan,  M B.,  F.R.S.M.  (Eng.),  Toronto,  Ontario,  Canada 

(From  the  Departments  of  Otolaryngology,  University  of  Toronto  and  St.  ^fichae^s  Hospital ) 


THE  treatment  of  the  chronically  discharging 
middle  ear  depends  on  an  understanding  of 
the  histologic  and  physiologic  problems  con- 
cerned. It  is  to  be  appreciated  that  the  results 
of  the  office  treatment  of  chronic-  ear  infections  do 
not  approximate  in  many  instances  the  results 
that  surgery  of  the  ear  obtains  in  clearing  up  the 
chronically  discharging  middle  ear.  It  is  our 
constant  endeavor,  with  our  present  knowledge 
and  the  application  of  the  newer  antibiotics,  in 
otologic  treatment  to  prevent  a radical  procedure 
if  at  all  possible. 

Chronic  suppurative  otitis  medias  have  a 
common  etiology;  they  are  the  end  result  of  an 
acute  necrotic  otitis  media.  While  no  precise 
line  of  demarcation  between  acute  and  chronic 
suppuration  exists,  the  successful  interpretation 
and  treatment  of  chronic  purulent  otitis  media 
requires  a clear  understanding  in  each  case  of  the 
etiology  and  of  the  pathology  responsible  for  the 
chronicity.  The  aims  of  treatment  are  (1)  to 
eliminate  the  danger  of  intracranial  complica- 
tions. (2)  to  obtain  a dry  ear,  and  (3)  to  preserve 
and  if  possible  to  improve  the  hearing. 

A perforation,  whether  spontaneous  or  the 
result  of  a paracentesis,  remains  only  just  large 
enough  to  allow  the  mucus  to  escape  and  closes 
as  soon  as  the  discharge  stops.  This  is  an  im- 
portant characteristic  of  the  ordinary  acute 
purulent  otitis  media  and  seems  to  differentiate 
it  from  an  acute  necrotic  otitis  media  where  a 
large  perforation  is  seen.  In  the  latter  the  rapid 
necrosis  of  the  drum  membrane  is  due  to  an  ex- 
tensive thrombosis  of  all  the  small  blood  vessels 
in  the  area,  resulting  in  prompt  death  of  the  tissue 
with  a localized  gangrene  or  necrosis  of  this  tissue. 

Acute  Phase 

The  pathology  of  acute  inflammation  is  the 
same  in  all  regions  of  the  body.  The  prolifera- 
tion of  young  capillaries  attempting  to  carry  off 
the  waste  products  cannot  grow  downwards 
into  the  bony  wall.  Therefore,  they  grow  out- 
ward. producing  the  familiar  humped  up  areas  of 
granulation  tissue.  It  is  difficult  for  re-epitheli- 
zation  to  occur  since  there  are  no  hair  follicles  or 
ducts,  and  new  epithelium  must  grow  in  from  the 
margins  of  the  denuded  areas.  Granulation 
areas  indicate  the  point  of  greatest  local  suppura- 
tion and  represent  nature’s  response  to  infection. 
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This  effort  may  outrun  itself  in  the  formation  of 
polypoid  material  and  subsequent  degeneration 
of  the  capillary  and  lymphatic  elements. 

Rubbing  the  surface  of  a granulation  causes 
rupture  of  the  capillary  loops,  materially  inter- 
fering with  the  process  of  healing.  Not  until 
the  leukocytic  response  has  overcome  the  infec- 
tion does  the  epithelium  begin  to  cover  the  sur- 
face, when  healing  can  be  said  to  have  begun.  In 
the  superficial  layers  the  fibroblasts  grow  at  right 
angles  to  the  surface,  while  deeper  they  are  paral- 
lel to  the  surface,  so  removal  of  the  outer  four 
fifths  or  more  of  the  granulation  area  promotes 
more  rapid  healing.  ^Iien  the  wound  is  aseptic, 
epithelium  will  grow  in  from  the  edge  in  two  or 
three  days,  but  when  the  surface  is  bathed  in  pus, 
circumferential  epithelization  is  retarded.  When 
complete  epithelization  has  recurred,  the  new 
vessels  gradually  disappear,  and  a pearly-white 
appearance  of  an  almost  avascular  healed  lesion 
results. 

The  continuance  of  a granulating  middle  ear  is 
indicative  of  the  presence  of  a still  active  bac- 
terial flora  and  of  an  inadequately  active  lym- 
phatic drainage  to  carry  away  the  waste  material. 
In  such  conditions  epithelium  will  not  grow,  and 
when  healing  is  long  delayed  epithelial  processes 
grow  down  towards  the  periosteum  with  the  for- 
mation of  a walled-off  area  and  the  conditions 
favorable  to  cholesteatoma  formation. 

The  middle  ear  structures  are  not  suspended  in 
space  since  each  retains  a remnant  of  its  mesen- 
tery-like folds  indicating  the  origin  of  the  part. 
Contact  between  these  inflamed  folds  with  denu- 
dation of  the  surface  epithelium  on  the  applied 
surfaces  results  in  irreversible  adhesions.  The 
fibrous  bands  contract  with  scarring,  and  a per- 
manent adhesive  process  results  with  loss  of 
function. 

Once  a perforation  occurs,  the  normal  bac- 
terial flora  of  the  external  ear  canal  become  a 
potential  danger,  and  if  they  gain  a foothold,  the 
chronically  discharging  ear  becomes  a reality.  In 
these  cases,  as  shown  by  many  observers,  the 
present-day  situation  is  one  where  in  the  Pseu- 
domonas pyocyanea  is  the  chief  offending  organ- 
ism tending  to  chronicity. 

Chronic  Phase 

This  pathologic  picture  just  described  shows 
its  chronicity  in  three  ways.  Where  the  necrosis 
is  confined  largely  to  the  drum  membrane,  a 
large  central  perforation  persists,  but  the  an- 
nulus, the  ossicles  (a  small  tip  of  handle  may  lie 
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gone),  and  the  mucosa  of  the  middle  ear  are  still 
intact.  The  chronic  discharge  in  these  cases  is 
due  to  continued  irritation  of  the  exposed  middle 
ear  mucosa  by  debris  and  saprophytic  infection 
from  the  external  canal.  Since  the  discharge 
comes  from  the  mucosa,  it  is  mucoid  in  charac- 
ter. Although  there  may  be  foul  odor  to  this 
pus  when  the  patient  is  first  seen,  the  odor  quickly 
disappears  after  one  or  two  appropriate  cleans- 
ing treatments.  If  we  can  dry  up  this  ear,  we 
may  improve  the  hearing  by  closing  the  perfora- 
tion. 

The  second  variety  occurs  when  the  necrosis 
has  destroyed  the  mucosa  of  the  middle  ear  and 
the  annulus,  as  well  as  more  or  less  of  the  drum 
membrane.  As  the  acute  necrotic  otitis  sub- 
sides and  healing  begins,  the  skin  of  the  external 
canal  grows  into  the  middle  ear  to  cover  the  de- 
nuded bone.  The  loss  of  the  annulus,  leaving  a 
smooth  surface  for  the  skin  to  grow  along,  facil- 
itates this  ingrowth  of  skin.  When  we  examine 
this  ear,  we  find  a marginal  type  of  perforation; 
we  can  see  that  skin  rather  than  membrane  lines 
part  or  all  of  the  middle  ear  cavity  and  that  this 
skin  extends  up  into  the  attic  where  the  des- 
quamation of  its  outer  cornified  layers  results 
in  the  accumulation  of  epidermal  debris  known  as 
cholesteatoma. 

The  chronic  discharge  from  these  ears  is  due  to 
saprophytic  infection  of  the  cholesteatoma  ma- 
terial in  the  attic.  Since  it  is  secondary  to  an 
acute  necrotic  otitis  media,  this  condition  is 
called  “secondary  acquired  cholesteatoma.”  As 
long  as  the  attic,  aditus,  or  antrum  contains  the 
moist  infected  debris,  there  is  a gradual  absorp- 
tion of  the  surrounding  bone  due  to  the  local  pro- 
duction of  lactic  acid.  If  these  masses  cannot 
be  rendered  dry,  clean,  odorless,  and  inactive  by 
attic  capillary  suction  with  mechanical  removal 
of  the  layers  of  debris,  the  modified  radical  mas- 
toid operation  is  indicated. 

The  third  variety  is  the  result  of  a persistent 
focus  of  necrotic  bone.  The  discharge  is  scant, 
rather  serous,  but  very  foul.  The  perforation 
may  be  large  or  small,  central  or  marginal,  but 
there  is  no  evidence  of  cholesteatoma.  Surgery 
is  indicated  because  of  the  tendency  to  chronicity 
with  failure  to  respond  to  office  therapy. 

There  is  a variety  of  chronic  purulent  otitis 
media  that  is  not  preceded  by  an  acute  otitis  of 
any  sort  but  comes  on  insidiously  in  a previously 
normal  ear.  These  are  the  cases  associated  with 
a perforation  confined  to  Shrapnell’s  area,  the 
pars  tensa  remaining  intact.  They  arise  as 
follows:  Shrapnell’s  membrane  has  no  tense 
fibrous  tissue  layer  to  hold  it  rigid  so  that  nega- 
tive pressure  in  the  attic  will  cause  Shrapnell’s 
membrane  to  be  retracted  sharply  inward  in  the 
form  of  a pouch.  Prolonged  occlusion  of  the 


eustachian  tube  from  lymphoid  masses  may  cause 
this  pouchlike  retraction  to  become  permanent 
due  to  adhesion  to  the  inner  wall  of  the  attic. 
The  same  permanent  retraction  also  occurs  in 
cases  of  arrested  pneumatization  of  the  attic  when 
the  embryonic  connective  tissue  that  fills  the 
attic  at  birth  fails  to  resorb  and  instead  becomes 
fibrotic  with  adhesions  that  pull  Shrapnell’s 
membrane  inward.  Wittmack  believes  that  a 
low-grade  otitis  media  in  early  infancy,  perhaps 
from  meconium  in  the  eustachian  tube,  causes 
this  failure  of  pneumatization.  If  the  retracted 
pocket  is  deep  enough,  the  desquamation  of  the 
outer  dermal  layer  of  Shrapnell’s  membrane  will 
collect  as  a plug  of  epidermal  debris,  or  cholestea- 
toma. Pressure  from  without  by  the  accumulat- 
ing cholesteatoma  causes  the  pocket  to  enlarge 
slowly  until  there  is  a considerable  cavity  in  the 
attic  connected  with  the  external  canal  by  the 
small  opening  that  represents  the  site  of  the  orig- 
inal retraction.  Saprophytic  infection  of  the 
cholesteatoma  results  in  a chronic,  foul  dis- 
charge. Gradual  enlargement  of  the  cavity  by 
bone  resorption  goes  on  as  long  as  there  is  foul, 
moist  debris  filling  the  cavity. 

This  type  of  cholesteatoma  described  by  Witt- 
mack is  called  “primary  acquired  cholesteatoma” 
to  differentiate  it  from  the  “secondary  acquired 
cholesteatoma”  that  follows  an  acute  necrotic 
otitis  and  from  the  rare  “congenital  cholestea- 
toma” that  are  found  in  the  bones  of  the  skull 
and  that  result  from  an  embryonic  epidermal 
remnant.  The  diagnosis  of  primary  acquired 
cholesteatoma  is  made  by  inspection  of  the  ear 
with  the  findings  of  an  attic  perforation  and  intact 
pars  tensa.  If  at  all  possible,  the  modified  radi- 
cal mastoidectomy  should  be  done  in  these  pa- 
tients whose  hearing  in  the  diseased  ear  is  below 
35  decibels  for  the  conversational  range  or  if  the 
diseased  ear  is  the  better  hearing  ear. 

The  fifth  type  of  chronic  otitis  is  the  allergic 
type.  It  is  associated  with  a chronic,  hyperplas- 
tic allergic  rhinitis  and  sinusitis,  and  the  same 
profuse,  odorless  mucoid  discharge  comes  from 
the  middle  ear  as  from  the  nose  and  sinuses.  The 
drum  membrane  perforation  is  central  in  type  and 
may  be  small  or  large.  The  persistent  dis- 
charge is  due  to  hypersecretion  by  the  mucosa  of 
the  eustachian  tube,  probably  on  an  allergic 
basis.  Allergy  is  a term  often  used  to  cover 
ignorance  or  give  a touch  of  mystification  to  the 
process,  yet  many  destructive  lesions  are  in 
reality  a hypersensitiveness  of  the  tissue  to  bac- 
terial proteins. 

One  should  remember  that  redness  of  the  pre- 
senting tissue  does  not  exclude  allergy,  and  this 
process  also  explains  in  part  the  active  response 
of  tissue  to  an  acute  exacerbation  in  a chronic  ear. 
This  process  is  also  seen  in  the  postoperative 
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radical  cavity.  The  initial  lesion  in  the  body  may 
be  insignificant  and  far  removed,  be  carried  by 
the  blood  stream,  and  produce  an  id  reaction  in 
the  ear.  Control  of  the  nasal  condition  by  dis- 
covery and  elimination  of  the  allergic  factors 
usually  results  in  a cessation  of  the  aural  dis- 
charge, and  the  perforation  may  then  close. 

Finally,  a chronic  purulent  otitis  media  may  be 
due  to  the  tubercle  bacillus,  either  the  bovine  or 
the  human  organism.  These  cases  are  indeed 
rare  today. 

Treatment  of  Chronic  Otitis  Media 

The  main  therapeutic  procedure  of  chronic 
otitis  is  as  follows: 

1 . Cleansing  of  the  cavity  with  removal  of  the 
accumulated  toxic  products.  This  is  carried  out 
with  as  little  insult  to  the  involved  areas  as  pos- 
sible. 

2.  The  maintenance  of  a dry  cavity  for  as 
long  a period  as  possible  after  the  office  visit. 

3.  The  use  of  sulfonamides,  penicillin,  and 
streptomycin  powder  for  the  most  part  should  be 
reserved  for  postoperative  cavities  and  even  then 
used  to  a minimum.  Granulation  tissue  appears 
to  spread  with  their  continued  use. 

If  the  pH  of  the  middle  ear  can  be  regulated  to 
the  acid  side,  it  will  shorten  the  healing  process. 
However,  a low  pH  injures  the  leukocytes,  and 
nature’s  responses  are  damaged,  producing  an 
increase  in  suppuration.  Our  office  studies  of  pH 
are  carried  out  with  a British  Drug  House  Uni- 
versal Indicator,  and  a quick,  easy  estimation  of 
the  pH  is  possible.  Electrical  estimations  are 
cumbersome  and  are  not  an  office  procedure;  fur- 
thermore, many  feel  the  results  are  not  as  accu- 
rate as  the  Universal  Indicator  method.  A cyto- 
logic smear  showing  a shift  to  mononuclear  cells 
indicates  a rise  in  H-ion  concentration. 

At  present  we  are  reviewing  the  war  treatment 
of  wounds  in  an  attempt  to  follow  their  success 
and  apply  it  to  our  field.  By  changing  the  pH 
back  and  forth  the  bacterial  flora  are  also  changed. 
This  is  followed  by  thorough  drying  of  the  cavity. 
These  procedures  are  not  as  practical  in  fenes- 
trated ears  where  an  active  fistula  is  present,  and 
this  is  also  true  in  some  postoperative  radical 
mastoid  cavities.  In  both  of  these  cavities  the 
Bacillus  pyocyaneus  organisms  are  dominant. 

A chronically  discharging  ear  which  can  be 
made  dry  with  office  treatment  is  indeed  gratify- 
ing to  the  patient.  A word  of  caution:  A new 
growth  should  never  be  missed  if  biopsies  of  areas 
of  active  bleeding  or  areas  presenting  any  odd 
characteristics  are  performed.  To  miss  this 
diagnosis  is  an  unforgivable  mistake. 

Treatment  consists  of  the  following:  (1)  re- 
moval of  dead  or  dying  tissue  with  its  contained 
bacterial  flora  is  carried  out  as  gently  as  possible 
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by  suction  (surface  dry  wiping  is  not  conducive  to 
healing);  (2)  the  complete  drying  of  the  cavity 
with  95  per  cent  alcohol;  (3)  adequate  removal  of 
excess  granulation  tissue;  (4)  the  application  of  a 
dye  to  produce  a protein  precipitate  protecting 
the  surface  and  allowing  for  an  ingrowth  of 
epithelium  beneath  the  crust;  (5)  encouragement 
of  cellular  activity  by  maintenance  of  an  acid  pH 
and  an  improvement  in  local  circulation;  (6)  a 
minimum  of  trauma  and  avoidance  of  overtreat- 
ment; (7)  the  exclusion  of  antibiotics  locally 
if  possible  (remember  you  are  sensitizing  the  pa- 
tient with  these  drugs);  (8)  the  cessation  of  all 
treatment  (except  1 and  2 above)  if  flareups  con- 
tinue with  medication;  (9)  a careful  study  of 
associated  foci  of  infection. 

The  modified  radical  mastoidectomy  is  one  of 
the  most  satisfactory  ear  operations  that  is  per- 
formed, but  it  is  also  one  of  the  most  neglected 
operations  in  temporal  bone  surgery.  This 
operation  is  indicated  in  the  chronic  discharging 
ear  with  good  hearing  and  relatively  normal 
middle  ear  anatomy,  in  the  presence  of  an  attic 
perforation  with  cholesteatoma  which  may  be 
secondary  to  previous  ear  infections  or  secondary 
to  secretory  otitis  media,  and  in  chronic  bilateral 
otitis  media  with  only  fair  hearing  in  each  ear. 
The  modified  operation  should  be  done  in  both 
ears  even  if  the  middle  ear  involvement  is  fairly 
marked.  The  results  which  can  be  expected  are 
a dry  ear  and  a safe  ear.  This  can  be  accom- 
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Fig.  2.  Postoperative  radical  mastoid — audiograms 
with  and  without  artificial  middle  ear. 

plished  only  by  removing  all  the  cholesteatoma 
and  cholesteatoma  matrix,  and  in  most  instances 
this  demands  that  the  incus  and  the  head  of  the 
malleus  be  removed “One  does  not  compromise 
with  pathology.”  The  hearing  should  be  main- 
tained or  improved  from  the  preoperative  level. 
This  must  remain  secondary  in  importance  to  ob- 
taining a safe,  dry  ear  (Fig.  1). 

In  a complete  radical  mastoidectomy  for 
chronic  suppuration  involving  both  the  mastoid 
and  the  tympanic  portions  of  the  temporal  bone, 
complete  mastoidectomy  through  the  endaural 
approach  is  first  done.  The  operative  wound  and 
the  tympanic  cavity  are  then  converted  into  one 
continuous  mastoidotympanic  cavity.  The  in- 
fected contents  from  within  the  tympanic  cavity 
are  removed.  In  the  exenteration  of  the  tym- 
panic cavity  the  vital  anatomic  structures  within 
it  are  deliberately  exposed  completely  in  order  to 
avoid  accidental  injury  to  them.  After  the  re- 
moval of  the  cholesteatomatous  mass,  which 
usually  includes  the  remnants  of  the  incus  and  the 
malleus  from  the  tympanic  cavity,  the  first  ana- 
tomic structure  deliberately  exposed  throughout 
its  tympanic  course  is  always  the  transverse 
tympanic  portion  of  the  bony  canal  for  the 
facial  nerve,  which  occupies  a position  antero- 
superior  to  the  prominence  of  the  horizontal  semi- 
circular canal  and  posterosuperior  to  the  oval 
window.  The  transverse  portion  of  the  facial 
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Fig.  3.  Postoperative  radical  mastoid — audio- 
gram  with  and  without  plastic  insert  (top).  Adhe- 
sive process  of  middle  ear — audiogram  with  and 
without  plastic  insert  (bottom). 

canal  when  thus  exposed  and  under  direct  vision 
is  safe  from  accidental  injury. 

After  all  the  infected  contents  have  been  re- 
moved from  the  epitympanic  space,  the  tym- 
panic cavity,  and  the  hypotympanic  space,  the 
tubal  cells  from  the  region  of  the  tympanic  orifice 
of  the  eustachian  tube  are  ahvays  exenterated. 
The  oval  window  with  the  stapes  in  situ  is  brought 
into  view  by  removing  the  posterior  margin  of 
the  tympanic  ring.  With  the  transverse  portion 
of  the  facial  canal,  the  oval  window,  the  promon- 
tory of  the  cochlea,  and  the  tympanic  orifice  of 
the  eustachian  tube  completely  exposed  to  view, 
the  cochleariform  process  is  destroyed,  and  the 
tensor  tympani  muscle  is  removed  from  its  bony 
semicanal.  Thus  the  transverse  portion  of  the 
bony  canal  for  the  facial  nerve,  the  oval  window, 
and  the  promontory  of  the  cochlea  are  deliber- 
ately and  early  exposed  to  view7  in  order  to  avoid 
injury  to  them,  because  they  are  the  vital  ana- 
tomic structures  in  this  region  of  the  temporal 
bone,  and  injury  to  them  may  prove  disastrous. 

Such  meticulous  surgery  with  magnification 
(and  this  is  emphasized)  in  the  middle  ear  will 
give  the  best  chance  of  preserving  hearing,  but 
unfortunately  the  hearing  picture  in  radical 
mastoid  surgery  for  many  years  seems  to  have 
been  of  secondary  importance.  Great  care  is 
exercised  in  removing  granulations  and  diseased 
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Fig.  4.  Artificial  middle  ear. 


tissue  from  the  area  of  the  oval  and  round  win- 
dows. This  surgery  is  followed  by  placing  a thin 
skin  graft  in  the  middle  ear  and  mastoid  cavity. 
If  granulations  can  be  prevented  from  forming  in 
the  above  areas  and  subsequent  scarring  avoided, 
it  is  hoped  that  the  round  and  oval  windows  will 
continue  to  function  and  the  hearing  be  main- 
tained or  improved.  With  this  in  mind  we  have 
attempted  in  every  way  possible  by  a combina- 
tion of  surgery  and  artificial  means  to  improve  the 
hearing  picture.  In  most  cases  following  a radi- 
cal mastoidectomy  the  unaided  hearing  is  not  at  a 
practical  level,  and  some  type  of  hearing  aid  is 
required.  Where  there  is  good  bone  conduction 
and  partially  functioning  round  and  oval  windows, 
some  types  of  prosthesis  can  be  employed.  Suita- 
ble cases  are  selected  by  checking  the  bone  con- 
duction with  tuning  forks  and  audiometry  and 
the  function  of  the  windows  by  testing  with  an 
acoustic  probe.  F or  some  time  now  we  have  been 


Fig.  5.  Plastic  inserts. 

using  two  types  of  difierent  devices  in  properly 
selected  cases  (Figs.  2 and  3) . 

Artificial  middle  ear  is  a cylindric  lucite  mold 
inserted  into  the  outer  portion  of  the  external 
canal  (Fig.  4).  A thin  membrane  is  stretched 
over  the  medial  end  of  the  mold  and  held  in 
position  by  a silver  ring.  A 'slender  nylon  rod  is 
pushed  through  the  membrane  and  makes  con- 
tact with  either  the  oval  window  or  the  round 
window  niche. 

This  sound-conducting  system  replaces  the 
tympanic  membrane  and  middle  ear  ossicles 
destroyed  by  disease.  A marked  improvement 
in  hearing  can  be  obtained  by  this  method,  but  it 
requires  considerable  effort  from  both  the  patient 
and  the  otologist.  Once  the  patient  has  learned 
the  proper  method  of  inserting  the  prosthesis,  it 
becomes  a simple  procedure.  The  main  diffi- 
culties are  in  obtaining  a close-fitting  immobile 
ear  mold  and  in  maintaining  the  nylon  rod  in 
contact  with  the  proper  point  on  the  internal  wall 
of  the  middle  ear. 

Plastic  inserts  are  plastic  tubes,  made  of  koro- 
gel,  which  are  placed  in  contact  with  the  middle 
ear  (Fig.  5).  The  inserts  are  of  various  sizes  and 
shapes  to  fit  the  individual  cases.  An  extra  tip 
may  be  applied  to  the  inner  end  of  the  insert  to 
give  additional  pressure  in  the  region  of  the  oval 
or  round  window.  The  inserts  are  much  easier 
to  fit  and  to  place  and  maintain  in  position. 

Summary 

The  rule  of  deliberate,  systematic,  and  com- 


November  1,  1953] 


TREATMENT  OF  CHRONIC  DISCHARGING  EAR 


2491 


plete  exposure  of  all  the  vital  anatomic  structures 
encroaching  on  the  surgical  field  is  applied  and 
strictly  adhered  to  in  all  surgical  procedures  at- 
tempted on  the  temporal  bone.  Such  a technic 
prevents  accidental  injury  to  these  anatomic 
structures  and  provides  the  greatest  possibility 
of  either  maintaining  or  improving  the  hearing, 
and  a focus  of  infection,  no  matter  now  remotely 
situated,  cannot  possibly  escape  detection  and  re- 
moval when  such  a technic  is  employed. 

174  St.  George  Street 

Discussion 

George  J.  Prenatt,  M.D.,  Buffalo. — The  only 
compensation  that  one  derives  when  asked  to  discuss 
a paper  is  that  one  receives  an  advanced  copy.  In 
this  particular  instance,  I was  amply  rewarded  be- 
cause in  reading  it  I learned  a great  deal  about  our 
present  concepts  of  the  chronically  discharging  ear. 

I only  hope  that,  reprints  of  this  paper  will  be 
available  to  all  of  you.  It  is  one  thing  to  listen  to 
a lecture  in  a crowded  room  and  quite  another 
to  read  the  same  material  in  quiet  surround- 
ings. I strongly  urge  you  to  read  this  paper  as  I am 
sure  you  will  receive  as  great  benefits  as  I have. 
It  is  impossible  for  me  to  say  all  the  things  I would 
like  to  say  about  this  paper.  I can  only  tell  you 
briefly  what  is  in  it  so  that  your  interest  may  be 
aroused. 


Dr.  Sullivan  has  described  the  etiology,  the  path- 
ology, the  treatment,  and  the  surgical  procedures 
necessary  in  handling  this  problem  of  chronic  otitis 
media.  Even  with  the  newer  antibiotics  this  prob- 
lem will  always  be  with  us  if  one  really  understands 
the  etiology  and  pathogenesis  of  the  disease.  Dr. 
Sullivan  lists  three  aims  in  the  treatment:  (1)  to 
eliminate  the  dangers  of  intracranial  complications, 
(2)  to  obtain  a dry  ear,  and  (3)  to  preserve  and  if 
possible  to  improve  the  hearing. 

All  are  important,  but  the  preservation  of  hearing 
should  be  constantly  in  our  minds  when  dealing 
with  this  problem.  One  sentence  in  Dr.  Sullivan’s 
paper  summarizes  all  these  principles:  He  states, 
“It  is  our  constant  endeavor,  with  our  present  knowl- 
edge and  the  application  of  newer  antibiotics,  in 
otologic  treatment  to  prevent  a radical  procedure  if 
at  all  possible.”  This  should  be  our  norm. 

Conservative  therapy  should  be  given  an  ade- 
quate trial.  If  the  ten  points  listed  by  Dr.  Sullivan 
are  carefully  carried  out,  I am  sure  that  many  ears, 
which  previously  were  operated,  could  be  dried 
without  exposing  the  patient  to  an  operative  pro- 
cedure and  a possible  loss  of  his  hearing. 

Dr.  Sullivan  has  only  mentioned  the  endaural  ap- 
proach in  the  surgical  treatment  of  chronic  otitis 
media.  I am  sure  that  he  will  agree  with  me  that 
good  results  can  be  obtained  by  the  postauricular 
approach,  providing  the  surgical  principles  stressed 
by  Dr.  Sullivan  are  carried  out. 
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CONCERN  over  adequate  removal  of  tumor 
and  necessary  adjacent  tissue  is  frequently 
difficult  to  balance  against  the  patient's  welfare. 
Effectiveness  of  treatment  is  difficult  to  weigh 
against  morbidity,  pain,  deformity,  prognosis, 
and  patient  and  family  acceptance.  Particu- 
larly in  far-advanced  cases,  by  former  standards 
judged  suitable  only  for  palliative  radiation, 
newer  surgical  technics  make  a strong  bid  for 
acceptance.  Yet,  the  high  cost  of  hospital  care, 
the  dearth  of  trained  surgeons,  and  the  seeming 
dilemma  of  quantity  of  life  versus  quality  of  life 
pose  as  additional  criteria  of  major  importance 
in  guiding  the  doctor  and  then  the  patient  to  a 
decision. 

How  can  the  otolaryngologist,  regardless  of 
where  he  has  established  his  practice,  best  fulfill 
his  obligations  to  his  patient?  Four  steps  appear 
as  fundamental  if  a patient’s  best  interests  are 
to  be  served.  First,  each  otolaryngologist  must 
put  his  pride  in  his  pocket  and  take  stock  of  the 
limitations  of  his  training  as  regards  treating  pa- 
tients with  tumors  of  the  head  and  neck.  Those  of 
us  who  see  an  occasional  tumor  case  are  not  as  well 
qualified  as  those  who  see  tumor  patients  daily. 
For  the  sake  of  maintaining  prestige  in  the  com- 
munity many  patients  are  put  to  greater  expense 
to  travel  a long  distance  for  treatment.  They 
have  been  assured  that  their  problem  is  one  that 
can  be  handled  only  by  a large  metropolitan 
center.  Actually,  not  one  but  several  local  men 
may  be  fully  qualified  to  handle  a problem  right 
in  the  home  community.  Seeking  consultation 
in  a difficult  situation  becomes  far  more  than  an 
academic  responsibility.  It  becomes  a moral 
problem  for  the  physician;  yet,  seeking  consulta- 
tion becomes  the  second  step. 

Within  the  past  decade  many  new  technics  for 
the  control  of  malignancies  of  the  ear,  nose,  and 
throat  have  been  developed.  Each  technic  has 
tended  to  draw  the  interest  and  then  the  active 
support  of  many  specialists.  The  radiologists 
have  done  much  of  their  most  effective  work  with 
cancericidal  doses  of  x-radiation  during  this 
period.  More  effective  use  of  radon  seeds  and 
radium  needles,  with  the  recent  addition  of 
cobalt  60  as  another  agent,  is  evidence  of  much 
progress.  Electrosurgical  coagulation  of  pri- 
mary' tumors  has  been  carried  to  a much  higher 
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degree  of  precision  and  usefulness.  Radical 
simultaneous  removal  of  primary  tumors  and 
their  cervical  metastasis  by  excision  and  repair 
of  defects  by  plastic  surgical  technics  have  been 
made  possible  by  new  and  better  methods  of  pre- 
operative evaluation  and  preparation  of  patients, 
competent  anesthetists,  proper  blood  replace- 
ment, and  effective  use  of  the  antibiotic  agents. 

For  a patient  and  his  community  to  avail 
themselves  of  these  advances  makes  teamwork 
among  physicians  a necessity.  Hospitals  are 
setting  up  head  and  neck  services  to  handle  such 
patients.  Division  of  responsibility  requires  an 
administrative  head  and  scrupulous  and  re- 
peated re-evaluation  of  presently  existing  facili- 
ties. 

Inasmuch  as  these  decisions  are  always  diffi- 
cult to  make,  a group  opinion  is  many  times  of 
tremendous  help  to  the  physician  in  charge.  The 
aggregate  experience  of  general  surgeons,  intern- 
ists, hematologists,  radiotherapists,  maxillo- 
facial surgeons,  general  tumor  surgeons,  in  addi- 
tion to  the  opinion  of  the  otolaryngologist  han- 
dling the  case,  makes  for  a wiser  decision.  Thus, 
it  becomes  necessary  for  each  otolaryngologist  to 
participate  in  such  a program  according  to  his 
abilities  and  interest.  This,  then,  is  the  third 
step,  active  participation  with  confreres  in  the 
care  of  patients  with  malignant  tumors  lying  in 
our  field. 

The  fourth  step  involves  arrangement  of  exist- 
ing hospital  facilities  to  meet  the  increased  de- 
mands involved  in  treatment  of  such  patients. 
For  example,  laboratory  facilities  frequently  have 
to  meet  an  increased  load  in  demands  for  blood  to 
replace  that  lost  at  operations.  Arrangements 
with  the  anesthetist  so  that  intratracheal  intuba- 
tion, the  use  of  intravenous  anesthesia  when  indi- 
cated. the  handling  of  postoperative  emergencies 
dealing  with  the  airway,  provisions  for  the  pro- 
duction of  prosthetic  devices,  facilities  for  fre- 
quent routine  postoperative  visits  for  examina- 
tion and  treatment,  opportunities  for  frequent 
review  of  results  to  date  in  the  form  of  follow-up 
conferences  by  the  staff — these  are  a few  of  the 
changes,  or  additions,  which  may  be  necessary  in 
setting  up  such  a sendee.  At  the  moment,  such 
head  and  neck  sendees  are  available  only  in  the 
larger  centers,  but  fortunately  increasing  num- 
bers of  smaller  centers  and  hospitals  are  finding  it 
in  the  best  interests  of  the  community  to  arrange 
such  sendees. 
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And,  finally,  in  small  communities,  after  careful 
evaluation,  many  patients  can  be  wholly  cared 
for  in  their  local  hospitals.  Those  problems 
which  the  local  staff  does  not  feel  adequate  to 
handle  can  be  referred  to  nearby  hospitals  where 
a patient’s  needs  can  be  totally  met. 

To  illustrate  the  handling  of  specific  problems 
, in  a manner  which  has  been  described,  the  follow- 
ing two  cases  will  be  presented.  The  first  is  that 
of  a patient  with  a tumor  of  the  middle  ear  and 
mastoid.  The  second  is  that  of  a patient  with 
carcinoma  of  the  left  lower  jaw  and  cheek. 

Case  Reports 

Case  1. — Mrs.  G.  W.,  age  forty-two,  a white, 
foreign-born  housewife,  was  first  seen  just  four  years 
ago  in  a hospital  in  Munich,  Germany,  because  of 
symptoms  apparently  associated  with  an  inflam- 
matory reaction  of  the  left  middle  ear  and  a paralysis 
of  the  left  side  of  the  tongue  of  several  weeks  dura- 
tion. 

Careful  workup  revealed  entirely  normal  findings 
on  physical  examination  except  for  the  paralysis  of 
the  left  half  of  the  tongue  and  slight  injection  of 
the  drum  and  along  the  handle  of  the  malleus  on  the 
left.  The  possibility  of  tumor  was  entertained,  but 
nothing  could  be  found  to  explain  the  location  of  such 
a possibility.  Faradization  for  the  paralysis  of  the 
tongue  was  instituted,  and  a series  of  these  treat- 
ments was  given. 

There  was  slight  hearing  loss  on  the  left  associated 
with  the  apparent  middle  ear  process.  During  the 
ensuing  year  a mixed  type  of  hearing  loss  of  mild 
degree  became  evident.  Because  of  progression  of 
the  hearing  loss  and  increased  redness  of  the  left 
drum,  a diagnostic  atticoantrotomy  on  the  left  was 
performed.  However,  no  tumor  inside  the  operative 
field  could  be  found.  Approximately  six  months 
later,  with  thickening  of  the  left  drum  and  increased 
redness  with  apparent  granulation  the  diagnosis  of 
angioma  was  proposed.  Because  of  the  twelfth 
nerve  involvement  and  a question  as  to  whether  all 
of  the  tumor  could  be  removed,  it  was  decided  to 
exclude  surgery  at  that  tune,  and  x-radiation  was 
given,  a total  dose  of  1,430  r to  the  left  middle  ear 
and  petrous  apex. 

Subsequently,  the  patient  emigrated  from  Ger- 
many to  the  United  States  and  was  seen  in  Novem- 
ber, 1952,  approximately  three  and  one-half  years 
after  her  initial  symptoms.  Because  of  a five-month 
history  of  increasingly  frequent  cerebral  episodes  she 
consulted  a neurologist  and  neurosurgeon.  Her 
family  stated  that  during  these  episodes,  which  lasted 
anywhere  from  two  to  ten  minutes,  she  had  amnesia 
and  did  not  respond  to  questions. 

Neurologic  examination  substantiated  the  paraly- 
sis of  the  left  side  of  the  tongue.  All  the  remaining 
cranial  nerves  appeai'ed  intact.  Right  carotid  and 
attempted  indirect  vertebral  angiograms  showed 
fairly  good  filling  of  the  branches  of  the  anterior  and 
middle  cerebral  arteries  with  partial  filling  of  the 
vertebral  basilar  posterior  cerebral  system.  There 
was  no  evidence  of  gross  displacement  of  any  of  the 
visualized  vessels.  There  was  no  evidence  of  an 
aneurysm  or  a vascular  space-occupying  mass.  The 


vertebral  and  basilar  arteries  appeared  somewhat 
tortuous  and  somewhat  irregular  in  caliber,  suggest- 
ing some  arteriosclerotic  change. 

Because  of  glomus  tumor  as  the  most  obvious 
diagnosis,  otolaryngologic  consultation  was  re- 
quested. When  first  seen,  the  patient  reported  occa- 
sional dizziness  and  slight  hearing  loss  in  her  left  ear. 
The  left  drum  was  bulging  and  had  a distinctly  pink 
discoloration  in  the  lower  half.  This  did  not  appear 
inflammatory  and  suggested  tumor  of  the  middle  ear. 
There  was  a well-healed  postauricular  mastoid  scar. 
Hearing  test  showed  a mild  mixed  hearing  loss, 
averaging  30  decibels.  Calorigram  by  the  Hallpike- 
Cawthorne  technic  showed  slight  hypoactivit.y  of  the 
left  labyrinth. 

It  was  felt  that  this  patient  probably  had  a glomus 
jugulare  tumor  involving  the  left  middle  ear  and  a 
portion  of  the  petrous,  even  though  the  x-ray  exam- 
ination, which  was  repeated  in  this  country,  showed 
no  evidence  of  any  bone  destruction  of  the  left 
mastoid.  Group  discussion  by  the  neurosurgic, 
radiologic,  and  otolaryngologic  services  was  held. 
It  was  agreed  that  mastoidectdmy  should  be  done, 
and  depending  upon  the  findings  a new  approach 
or  x-radiation  would  follow  the  initial  operation. 
This  group  approach  was  made  possible  only  by  the 
willingness  of  all  concerned  to  cooperate  fully.  It 
was  proposed  to  explore  the  tumor  area  by  left 
radical  mastoidectomy  using  a combined  endaural 
and  postaural  approach.  This  was  done,  and  a 
frozen  section  was  reported  as  being  consistent  with 
glomus  jugulare  tumor.  Anticipated  moderately 
severe  bleeding  was  encountered,  and  it  was  obvious 
that  the  vascular  tumor  received  its  blood  supply 
not  only  from  the  venous  channels  associated  with 
the  jugular  bulb  but  from  the  rich  arterial  network 
supplying  this  area  of  the  temporal  bone.  It  was 
planned  to  release  the  facial  nerve  from  the  fallopian 
canal  from  the  genu  to  the  stylomastoid  foramen  and 
they  lay  the  facial  nerve  forward  so  that  the  jugular 
bulb  could  be  approached  directly. 

Following  the  completion  of  this  procedure,  with 
increase  in  the  bleeding,  the  limits  of  the  tumor  were 
further  checked,  and  it  was  found  that  the  tumor 
filled  the  entire  lower  half  of  the  tympanic  cavity 
from  the  level  of  the  eustachian  tube  back  to  the 
sinodural  angle,  that  the  tumor  had  invaded  the 
petrous  posteriorly,  and  that  it  would  be  surgically 
impossible  to  remove  all  of  the  tumor.  As  much  of 
the  tumor  as  possible  with  this  approach  was  re- 
moved. The  wound  was  than  packed  with  gel- 
foam  and  vaseline  gauze  strips.  Radiation  therapy 
postoperatively  was  arranged. 

Following  the  operation  there  was  no  evidence  of 
facial  paralysis.  There  was  disappearance  of  the 
amnesic  spells,  and  x-ray  therapy  was  instituted  two 
weeks  postoperatively.  An  estimated  tumor  dose 
of  1,350  r was  completed  over  a period  of  ten  days  on 
January  15,  1953.  Subsequently,  the  patient  has 
been  much  improved.  The  cavity  is  healing  well. 
It  is  anticipated  that  further  x-radiation  will  be 
needed  to  control  this  tumor. 

This  case  illustrates  an  unusual  type  of  tumor 
of  the  temporal  bone,  causing  as  one  of  its  first 
symptoms,  paralysis  of  one  half  of  the  tongue. 
Five  separate  hospital  services  contributed 
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generously  to  the  care  of  this  patient.  The  radio- 
logic service  from  both  the  diagnostic  and  thera- 
peutic point  of  view,  the  neurologic  service,  the 
otolaryngologic  service,  the  anesthesia  service, 
and  the  laboratory  service  with  routine  laboratory 
work  and  provision  of  blood  for  replacement. 

Case  2. — Mrs.  A.  V.,  age  seventy-two,  was  ap- 
parently well  until  approximately  four  years  prior 
to  examination,  at  which  time  she  had  her  teeth 
removed.  Thereafter,  a sliver-like  sore  appeared 
in  the  region  of  the  left  lower  gum  anteriorly  and  was 
painful  from  time  to  time  but  otherwise  produced  no 
symptoms.  She  was  seen  in  a clinic  approximately 
one  year  ago  and  was  told  that  she  had  a tumor  of 
her  gum,  but  the  patient  refused  surgery.  Five 
months  prior  to  examination  she  put  in  her  lower 
denture,  which  she  usually  did  not  use,  and  bit  down 
hard  on  some  cucumber.  Immediately,  the  gum 
puffed  up  in  that  region  and  became  raw.  Since 
then,  it  had  remained  swollen,  although  sometimes 
it  receded  partially  with  the  application  of  heat. 

Increasing  pain  brought  the  patient  to  request 
examination.  Approximately  six  weeks  before 
examination,  she  noticed  a small  lump  underneath 
the  jaw  on  the  left  side.  Pertinent  physical  findings 
revealed  a large  sessile,  fungating  lesion,  flat  on  its 
exposed  surface  and  covered  with  grayish-yellow 
exudate  with  several  small  ulcerated  areas  extend- 
ing from  the  midline  of  the  lower  jaw  back  to  the 
former  region  of  the  second  molar  tooth.  It  ex- 
tended down  from  the  alveolar  ridge  to  the  floor  of 
the  mouth  but  did  not  appear  to  involve  the  floor 
of  the  mouth.  It  also  extended  laterally'  on  to  the 
gingivobuccal  gutter.  The  tongue  was  not  involved. 
There  were  two  l'A-cm.,  firm,  nonmovable  nodes 
below  the  left  mandible  and  several  shotty'  left 
anterior  cervical  nodes.  Patient  had  been  accus- 
tomed to  using  snuff  over  a long  period  of  time,  and 
her  snuff  pocket  was  in  the  left  anterior  portion  of  the 
floor  of  the  mouth.  The  tongue  in  this  area  showed 
evidence  of  thickened  hyperplasia  of  the  mucosa,  as 
did  the  floor  of  the  mouth  anteriorly  adjacent  to  the 
lesion.  Biopsy  showed  squamous  cell  carcinoma, 
grade  II. 

A complete  physical  examination  was  performed 
by  the  medical  division  of  the  tumor  clinic,  and  the 
patient  was  presented  to  the  tumor  board,  consisting 
of  representatives  of  all  the  major  services.  The 
radiologic  service  reported  that  the  chest  was  en- 
tirely clear  and  that  the  mandible  showed  a normal 
alveolar  ridge  on  the  left  side  with  no  evidence  of 
bony'  invasion.  It  was  their  feeling  that  in  the  treat- 
ment of  this  patient’s  lesion  better  results  could  be 
obtained  by  surgery  than  by  x-radiation.  The 
problem  of  surgical  approach  was  discussed  by  the 
tumor  board  and  left  to  the  discretion  of  the  head 
and  neck  service  in  which  there  was  a division  of 
opinion  as  to  whether  electrocoagulation  of  the  oral 
lesion  with  subsequent  suprahyoid  and  neck  dissec- 
tion on  the  left  should  be  done  or  whether  combined 
radical  neck  dissection  and  removal  of  the  left  half 
of  the  mandible  and  lesion  of  the  cheek  in  one  block 
should  be  done. 

There  was  a patient  delay'  in  decision  for  several 


weeks.  Upon  re-examination  it  was  found  that  any 
attempt  to  electrocoagulate  the  lesion  because  of  fur- 
ther local  spread  would  not  be  feasible,  and  a com- 
bined resection  was  agreed  upon  byr  the  service  and 
. the  patient. 

This  operation  was  performed  on  January'  14, 
1953,  with  a considerable  flap  of  the  left  cheek  taken 
in  order  to  circumvent  the  lesion  adequately.  The 
postoperative  course  was  essentially  uneventful. 
The  patient  was  discharged  home  on  February  7, 
1953,  and  has  been  followed  at  frequent  intervals 
since  that  time. 

A small  orocutaneous  fistula  presented  itself,  which 
drained  and  was  entirely  healed  by  March  3,  1953. 
This  patient  is  entirely  free  of  pain,  and  there  is  no 
evidence  of  recurrence  at  the  present  time. 

Summary 

1.  Necessary'  steps  for  local  hospital  staffs 
to  coordinate  their  efforts  in  effectively  improving 
the  care  of  patients  with  malignant  tumors  of  the 
ear,  nose,  and  throat  have  been  outlined. 

2.  Two  case  presentations  illustrate  a group 
effort  in  treating  patients  with  tumors  in  the  head 
and  neck  area. 

1100  East  Genesee  Street 

Discussion 

Glenn  H.  Leak,  M.D.,  Buffalo. — Dr.  Brewer  has 
presented  to  us  an  interesting  philosophy  regarding 
the  diagnosis  and  treatment  of  cancer  of  the  head 
and  neck.  I believe  his  question  of  how  the  oto- 
laryngologist can  best  fulfill  his  obligations  to  the 
patient  could  be  extended  to  the  other  members  of 
the  team  of  physicians.  It  is  not  only  the  otolaryn- 
gologist who  must  put  his  pride  in  his  pocket  but 
also  all  others  concerned  with  this  problem.  In 
these  days  of  more  complicated  specialization,  every- 
one sees  the  problem  in  a different  light  such  as:  (1) 
the  otolaryngologist  without  extensive  surgical  or 
radiation  training  who  views  the  problem  as  diag- 
nostic, (2)  the  radiotherapist  who  might  not  compre- 
hend the  surgical  viewpoint,  (3)  the  plastic  surgeon 
who  often  thinks  of  the  end  cosmetic  result  only  and 
who  will  do  a skimping  cancer  operation  in  order  to 
get  a Mona  Lisa  result  on  the  surface,  (4)  the  general 
surgeon  who  wishes  to  attack  the  neck  but  draws 
away  because  of  the  intraoral  problem  and,  there- 
fore, does  not  fulfill  the  requirements  of  excision  and 
dissection  in  continuity',  and  finally  (5)  the  tumor 
surgeon  who  will  go  to  all  limits  to  “cure”  the  cancer 
and  perchance  have  a patient  extremely  difficult  to 
rehabilitate.  All  of  these  physicians,  nevertheless, 
have  a great  contribution  to  make  if  each  can  see 
the  other’s  viewpoint.  The  final  answer  to  the  prob- 
lem is  not  in  the  hands  of  any  single  individual  but  in 
a combined  effort,  as  Dr.  Brewer  has  pointed  out. 

The  precedent  for  a head  and  neck  service,  advo- 
cated by'  Dr.  Brewer,  was  set  many  years  ago. 
These  services  have  long  been  established  and  suc- 
cessful in  our  major  cancer  hospitals.  As  you  know, 
the  most  famous  of  them  all  is  that  of  Dr.  Hayes 
Martin  at  Memorial  Center  in  New  York  City. 
Here  a group  of  qualified  surgeons,  also  trained  in 
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radiotherapy,  care  for  head  and  neck  cancer  cases 
with  an  otolaryngologist,  a plastic  surgeon,  and  an 
ophthalmologist  as  active  consultants.  Their  semi- 
weekly conferences  bring  out  problems  concerned 
with  each  aspect  from  cure  of  the  cancer  to  final 
cosmetic  result. 

Services  such  as  these  are  possible  in  each  general 
hospital  if  the  various  groups  will  cooperate.  One 
difficulty  seems  to  be  which  person  will  head  the  de- 
partment, and  here  is  where  the  pride  must  be  swal- 
lowed. No  specialty  likes  to  lose  its  identification 
or  integrity  and  with  cooperation  does  not  need  to. 
It  would  seem  to  me  that  of  the  total  group  involved, 
a competent  administrative  head  who  is  genuinely 
interested  in  head  and  neck  cancer  could  be  found 
regardless  of  his  specialization. 

I would  like  also  to  emphasize  the  need  in  each 
such  department  for  a dentist  solely  interested  in 


making  the  various  prosthetic  appliances  which  are 
so  important  in  the  final  rehabilitation  of  these  pa- 
tients. This  is  a thankless  and  time-consuming  job 
which  is  rewarding  only  in  its  final  end  result. 

Many  hospital  administrators  may  feel  that  the 
cost  of  setting  up  proper  examination  and  treatment 
rooms  for  such  a service  is  prohibitive.  There  is, 
of  course,  an  initial  expense,  but  I believe  most  hos- 
pitals have  a large  percentage  of  the  materials  al- 
ready in  their  nose  and  throat  clinics. 

Many  of  us  have  been  interested  in  this  problem 
of  developing  a head  and  neck  service  in  our  local 
communities.  I think  it  has  been  very  wise  on  Dr. 
Brewer’s  part  to  bring  this  subject  to  the  fore.  The 
problem  is  a complicated  one  which  can  be  easily 
solved,  thereby  rendering  better  service  to  these  un- 
fortunate people  suffering  from  cancer  of  the  head 
and  neck. 


A STATISTICAL  STUDY  OF  POSTOPERATIVE  TONSIL  AND 
ADENOID  HEMORRHAGE 

Richard  J.  Bellucci,  M.D.,  New  York  City 

( From  the  Department  of  Otolaryngology , Manhattan  Eye,  Ear  and  Throat  Hospital ) 


THIS  study  was  started  in  1948  in  the  belief 
that  detailed  and  careful  analysis  of  a large 
number  of  cases  having  postoperative  bleeding 
would  reveal  some  interesting  and  useful  informa- 
tion. The  Manhattan  Eye,  Ear  and  Throat 
Hospital  adequately  provides  the  number  of  pa- 
tients required  for  this  type  of  study.  Between 
January  1,  1948,  and  December  30,  1952,  19,754 
cases  of  adenotonsillectomy  were  performed  on 
the  ward  service  and  form  the  basis  for  this  study. 

Upon  admission  for  surgery  a careful  history 
was  taken  and  recorded  on  a form  which  would 
later  serve  as  a source  document  for  mechanical 
statistical  analysis.  A general  physical  examina- 
tion with  emphasis  on  the  ear,  nose,  and  throat 
was  also  inscribed  on  this  record.  The  operative 
findings  were  added  in  the  operating  room,  and 
this  document  was  then  compi  ted  when  the  pa- 
tient was  discharged  from  the  hospital  and  at  the 
postoperative  examination. 

All  cases  which  had  postoperative  adenoid  or 
tonsil  bleeding,  1,216  cases,  were  separated  from 
the  bulk  of  the  records.  Approximately  an  equal 
number,  1,403  cases,  which  had  no  bleeding  were 
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made  to  serve  as  the  basis  of  evaluation  and  com- 
parison. Of  the  1,216  cases  of  postoperative 
bleeding,  930  had  primary  bleeding  which  oc- 
curred from  twenty-four  to  forty-eight  hours 
after  the  operation,  and  268  were  secondary 
hemorrhages  which  occurred  from  two  to  eleven 
days  postoperatively.  Most  secondary  hemor- 
rhages occurred  between  the  fifth  and  sixth  post- 
operative day  (Table  I). 

More  adenotonsillectomies  were  performed 
between  the  months  of  March  and  June  when 
weather  conditions  seemed  most  favorable.  How- 
ever, the  same  proportion  of  bleeding  was  found 
during  this  favorable  period  as  during  the  less 


TABLE  I. — Analysis  of  Time  of  Hemorrhage 


Number  of  Cases 

Primary  hemorrhage,  first  24  to  48  hours 
Secondary  hemorrhage 

930 

Number  of  days  postoperative 

2 

40 

3 

19 

4 

34 

5 

53 

6 

50 

7 

33 

8 

21 

9 

14 

10 

16 

11 

6 

Total  secondary  hemorrhage 
Total  postoperative  tonsil  and  adenoid 

286 

hemorrhage 

1,216 
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TABLE  II. — Race,  Sex,  Coloring,  and  Incidence  of 
Bleeding 


Xo  Hemorrhage 

Primary 

Secondary 

Xegro 

Race 

194 

119 

29 

Jewish 

85 

62 

14 

Latin 

616 

410 

141 

Scandinavian 

IS 

11 

4 

Slavic 

94 

76 

23 

Anglo-Saxon 

296 

185 

48 

Aryan 

65 

42 

16 

Indian 

0 

1 

1 

Xear  East 

0 

1 

0 

Asiatic 

7 

4 

o 

Female 

Sex 

672 

476 

154 

Male 

729 

451 

127 

Xegro 

Coloring 

195 

122 

33 

Pale 

3 

2 

1 

Ruddv 

S 

3 

1 

Blond 

312 

221 

56 

Brunette 

S54 

561 

186 

Redhead 

3 

4 

0 

favorable  times  of  the  year  when  the  weather  was 
cold  or  very  hot  and  humid. 

The  nationality,  age,  race,  sex,  and  coloring 
were  carefully  noted  and  the  incidence  of  bleeding 
compared  (Table  II).  It  was  found  that  these 
factors  had  no  influence  on  the  incidence  of  post- 
operative bleeding. 

Of  the  19.754  cases  three  deaths  were  recorded. 
One  child  expired  after  returning  to  the  ward. 
Since  bleeding  was  minimal  during  the  operation 
and  the  patient  appeared  to  tolerate  the  anes- 
thetic well,  the  cause  of  death  was  not  well  estab- 
lished. Two  other  small  children,  both  Xegro. 
died  of  unexplained  causes  during  anesthesia  and 
were  designated  as  having  the  poorly  defined 
entity,  status  lvmphaticus. 

It  was  frequently  observed  that  a recent  upper 
respiratory  infection  would  predispose  patients 
to  postoperative  bleeding,  and  therefore,  the  his- 
tory was  directed  toward  eliciting  the  presence  of 
recent  illness. 

It  was  found  that  a large  majority  of  patients 
stated  that  symptoms  of  a cold  or  sore  throat  were 
present  one  to  four  weeks  before  surgery.  The 
cases  which  had  postoperative  bleeding  presented 
histories  which  were  not  significantly  different 
from  the  control  group.  It  is  believed  that  the 
history  was  not  dependably  given  in  these  cases, 
and  no  correlation  with  bleeding  could  be  estab- 
lished. The  preoperative  rectal  temperature  for 
the  majority  of  patients  was  recorded  between 
99  and  100  F.  Within  this  range  there  was  no 
apparent  difference  in  the  number  of  cases  having 
postoperative  bleeding.  However,  no  patient 
having  a rectal  temperature  of  over  100.2  F.  was 
accepted  for  surgery. 

Several  noteworthy  facts  of  general  interest 
were  brought  out  in  the  histories  of  the  2,619 
cases  included  in  this  study.  There  were  842 
patients  who  were  considered  mouth  breathers, 
and  .546  patients  presented  the  symptoms  of 


TABLE  III. — Preoperative  Findings  Significant  in 
Postoperative  Bleeding 


Cases  With 

Cases  With 

Xo  Bleeding 

Bleeding 

Mueopus  in  throat 

17 

45 

Mucopus  in  nose 

41 

81 

Large  palpable  nodes 

93 

136 

Carious  teeth 

15 

40 

TABLE  IV. — Surgical  Findings  Significant  in  Post- 

operative  Bleeding 

Cases  With 

Cases  With 

Xo  Bleeding 

Bleeding 

Profusely  bleeding  adenoids 

83 

92 

Tonsils  adhered 

157 

262 

Cheesy  debris 

250 

305 

hoarseness.  Xo  confirmed  case  of  thymic  ob- 
struction was  encountered  in  the  19.754  cases 
studied.  Two  patients  presented  a history  of 
having  occasional  stridor  in  breathing,  and  seven 
had  periods  of  cyanosis  in  fits  of  ill  temper.  How- 
ever, these  patients  withstood  the  surgery  suc- 
cessfully and  without  incident. 

Physical  examination  of  nose  and  throat  was 
found  to  be  the  most  important  and  reliable  source 
of  information  which  could  be  used  to  indicate 
the  possibility  of  postoperative  bleeding. 

Although  the  size  of  the  tonsils  and  adenoids 
at  the  preoperative  examination  did  not  have 
particular  significance,  mucopurulent  discharge 
in  the  nose  and  throat  was  found  to  be  more  fre- 
quent in  patients  with  postoperative  bleeding 
(Table  III).  The  majority  of  patients  in  this 
study  had  palpable  cervical  lymph  nodes.  How- 
ever. especially  large,  tender  nodes  were  found 
more  frequently  in  patients  who  had  subsequent 
bleeding.  Carious  teeth  also  were  considered 
important  since  they  were  found  more  frequently 
in  patients  who  experienced  postoperative  bleed- 
ing. 

Inflamed  tonsil  pillars,  although  usually  indica- 
tive of  local  infection  of  the  tonsil,  did  not  consist- 
ently appear  to  be  of  importance  in  postoperative 
bleeding. 

The  condition  of  the  tonsils  and  adenoids  dur- 
ing surgery  was  carefully  noted  and  recorded  in 
the  operating  room.  It  was  found  that  large- 
sized tonsils  caused  more  bleeding  during  the 
operation  but  did  not  predispose  in  any  way  to 
postoperative  bleeding  after  complete  hemostasis 
was  achieved  during  the  operation. 

However,  the  degree  of  bleeding  encountered 
from  the  adenoids  during  surgery  was  found  to 
have  significance  since  those  noted  to  have  pro- 
fuse bleeding  during  surgery  had  a higher  inci- 
dence of  postoperative  bleeding.  Tonsils  which 
were  bound  to  the  fossa  by  scar  tissue  and  those 
which  contained  cheesy  debris  had  a higher  inci- 
dence of  hemorrhage  (Table  IV). 

The  patients  with  no  postoperative  bleeding 
were  discharged  from  the  hospital  on  the  first 
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TABLE  V. — Correlation  of  Higher  Temperatures  and 
Bleeding 


Temperature 

None 

Hemorrhage- 

Primary 

Secondary 

99 

93 

110 

34 

99.2 

66 

32 

20 

99.4 

75 

75 

21 

99.6 

222 

110 

46 

99.8 

305 

162 

51 

100 

403 

235 

53 

100.2 

189 

130 

39 

100.4 

32 

39 

0 

100.6 

5 

3 

1 

TABLE  VI. — Location  of  Hemorrhage 

Primary 

Secondary 

Adenoid 

458 

83 

Tonsil 

296 

137 

Not  recorded 

or  both 

176 

66 

Total 

930 

286 

postoperative  day.  Of  the  286  cases  of  bleeding 
only  143  patients  remained  in  the  hospital  for 
the  second  day.  This  indicates  that  in  most  cases 
bleeding  was  slight  and  without  systemic  reper- 
cussion. The  postoperative  rectal  temperatures 
were  consistently  higher  after  surgery  than  pre- 
operatively,  most  ranging  from  99.6  to  100.2  F. 
However,  no  definite  trend  was  apparent  in  cor- 
relating the  higher  temperatures  with  those  cases 
having  bleeding  (Table  V). 

The  postoperative  tonsil  fossa  was  compara- 
tively the  same  in  appearance  in  patients  having 
postoperative  bleeding  and  in  those  of  the  control 
group.  The  incidence  of  edema,  ecchymosis,  and 
small  clots  was  proportionate  in  both  groups  of 
patients. 

Location  of  hemorrhage  was  revealing  for  pri- 
mary bleeding  was  found  to  be  more  frequent  from 
the  adenoid,  and  secondary  hemorrhages  were 
more  frequently  of  tonsil  origin  (Table  VI). 

Most  secondary  hemorrhages  were  of  minor 
proportions  and  required  only  removal  of  a clot 
in  the  outpatient  department.  Of  the  286  cases 
43  patients  were  readmitted  for  one  day,  and 
among  these,  33  transfusions  were  considered 
necessary. 

Careful  and  complete  hemostasis  is  the  goal  of 
the  surgeon,  and  his  skill  in  this  respect  is  reflected 
in  his  record  of  primary  tonsil  and  adenoid  bleed- 
ing. The  number  of  hemorrhages  encountered  in 
operations  performed  by  beginning  house  sur- 
geons have  been  compared.  Since  the  technic 


TABLE  VIII. — Postoperative  Illness 


Illness 

Number  of  Cases 

Colds 

290 

Sore  throat 

40 

Measles 

63 

Mumps 

18 

Sinus  infection 

5 

Asthma 

3 

Pneumonia 

7 

Pink  eye 

1 

Running  ears 

20 

Earache 

515 

Enlarged  glands 

8 

Chickenpox 

9 

Whooping  cough 

1 

Trench  mouth 

4 

Sciatica 

1 

Poliomyelitis 

2 

used  by  these  men  was  relatively  similar  and  the 
surgery  was  done  under  similar  conditions,  all 
operations  performed  by  each  surgeon  from  his 
first  days  until  he  had  acquired  skill  were  included 
in  this  study,  and  considerable  individual  devia- 
tion in  the  percentage  of  cases  having  postopera- 
tive bleeding  can  be  demonstrated.  The  general 
average  of  bleeding  in  the  19,754  cases  performed 
by  all  surgeons  was  found  to  be  6.2  per  cent. 
Therefore,  lower  individual  percentages  of  hemor- 
rhages have  been  obtained  than  those  presented 
in  Table  VII.  However,  this  group  of  surgeons 
demonstrates  the  deviations  when  differences  in 
skill  and  patience  are  considered  in  checking  the 
bleeding  at  the  operation. 

A questionnaire,  requesting  information  con- 
cerning the  type  and  occurrence  of  postoperative 
illness,  was  sent  to  each  patient  approximately 
three  months  after  the  surgery  (Table  VIII). 
Of  significance  were  two  cases  of  poliomyelitis,  one 
of  the  bulbar  type.  The  remainder  of  the  ail- 
ments were  principally  upper  respiratory  infec- 
tions and  contagious  diseases.  The  seven  cases 
reported  as  pneumonia  were  not  absolute  diagnoses 
since  they  were  seen  in  the  home  by  private 
physicians  or  at  other  institutions.  As  far  as 
could  be  determined,  no  serious  postoperative 
lung  complication  was  encountered. 

The  appraisal  of  the  general  improvement  of  the 
patient  following  adenotonsillectomy  by  the 
surgeon  was  not  considered  as  comprehensive  as 
that  offered  by  the  mother  who  is  able  to  detect 
any  small  change  in  the  patient’s  condition.  For 
this  reason  the  question  “Do  you  think  the  opera- 
tion was  of  help?”  was  included  in  the  card  ques- 


TABLE  VII. — Analysis  of  Incidence  of  Bleeding  with  Different  Surgeons 


Incidence  of  Hemorrhage- 


Surgeon 

Number  of 
Operations 

Primary 

Number 

Per  Cent 

. Secondary . 

Number  Per  Cent 

Number 

- Total ' 

Per  Cent 

J 

2,461 

194 

7.0 

26 

l.C 

220 

8.9 

U 

553 

46 

8.3 

20 

3.2 

66 

11.5 

T 

907 

62 

6.8 

14 

1.6 

76 

8.4 

S 

686 

47 

6.9 

9 

1.3 

56 

8-2 

B 

650 

34 

5.2 

12 

1.9 

46 

7.1 

JO 

960 

52 

5.4 

17 

0.9 

69 

6.3 

G 

783 

40 

5.1 

8 

1.0 

48 

6.1 

GR 

765 

90 

11.8 

18 

2.3 

108 

14.1 

C 

411 

32 

7.8 

7 

1.7 

39 

9.5 

2498 


RICHARD  J.  BELLI] CCI 


[N.  Y.  State  J.  M. 


tionnaire.  This  broad  question  was  answered 
affirmatively  in  96  per  cent  of  the  cards  returned. 

Summary 

1.  Among  19,754  cases  of  adenotonsillectomy 
there  were  930  cases  of  primary  hemorrhage  and 
268  cases  of  secondary  hemorrhage. 

2.  Weather  conditions,  nationality,  age,  race, 
sex,  and  coloring  did  not  influence  the  incidence 
of  bleeding. 

3.  History  of  having  a recent  upper  respira- 
tory infection  was  not  reflected  in  the  expected 
increase  of  postoperative  bleeding. 

4.  A higher  incidence  of  postoperative  bleed- 
ing was  recorded  in  the  presence  of  carious  teeth, 
mucopurulent  discharge  in  nose  and  throat,  and 
large,  tender  cervical  lymph  nodes. 

5.  Tonsils  which  contained  infected  debris 
and  adhered  to  the  tonsil  fossa  more  frequently 
had  postoperative  bleeding. 

6.  Primary  hemorrhages  were  more  often  of 
adenoid  origin,  and  secondary  bleeding  was  found 
to  occur  more  often  from  the  tonsil  fossa. 

7.  Surgical  skill  and  patience  are  important 
factors  in  primary  postoperative  bleeding. 

8.  Ninety-six  per  cent  of  the  patients  have 
shown  general  physical  improvement  following 
surgery. 

Conclusion 

Reduction  in  the  incidence  of  postoperative 
bleeding  following  adenotonsillectomies  can  be 
accomplished  by  preoperative  elimination  of  all 
possible  nose  and  throat  infection  and  careful 
hemostasis  at  the  time  of  surgery. 

162  East  71st  Street 

Discussion 

Jerome  J.  Glauber,  M.D., — Buffalo. — It  is  a real 
privilege  to  hear  a report  of  almost  20,000  cases  of 
adenotonsillectomy  covering  a span  of  five  years. 
Such  a report  is  of  exceptional  value  and  represents 
untold  hours  of  recording  and  summarizing. 

As  we  sit  back  and  study  the  charts  presented,  it 
seems  to  us  that  many  of  the  conclusions  confirm 
some  of  our  preformed  opinion,  especially  in  regard 
to  surgery  in  those  cases  presenting  heavy,  purulent 
postnasal  discharge  and  in  those  in  which  we  ob- 
serve advanced  dental  caries  and  oral  sepsis.  Simi- 
larly we  are  impressed  by  those  tonsils  with  deep 
crypts  containing  infected  debris  and  tonsils  encom- 
passed by  dense,  fibrotic  capsules.  At  the  same  time, 


however,  we  are  tempted  to  change  our  opinion  of  the 
well-known  “redhead,”  which  seems  to  have  worked 
its  way  into  our  fears,  and  also  we  may  now  become 
less  cautious  in  long  delaying  surgery  after  an  upper 
respiratory  infection. 

A conclusion  reached  in  this  report  with  which  we 
can  all  agree  is  that  the  skill  and  patience  of  the 
surgeon  is  of  great  importance  in  determining  post- 
operative bleeding.  This  is  especially  true  of  pri- 
mary or  early  bleeding.  But  in  regard  to  secondary' 
bleeding  it  would  be  interesting  if  Dr.  Bellucci 
would  make  some  comment  on  the  highly  debatable 
question  of  hypoprothrombinemia  in  relation  to 
acetylsalicylic  acid  preparations  as  observed  in  his 
series.  Many  investigators  in  large  clinics  have 
recently  reported  on  this  problem  with  conclusions 
just  about  as  multiple  as  the  number  of  reporters. 
Each  summary  seems  to  be  geared  to  different  start- 
ing and  stopping  points.  Probably  this  is  true 
because  standardizing  an  accurate,  reportable  meas- 
urement of  postadenotonsillectomy  bleeding  is  a 
difficult  task.  In  the  “late”  cases  we  have  all  ob- 
served those  with  slight  streaking  in  the  saliva,  some 
with  slow  capillary  oozing  or  steady  venous  bleeding, 
and  occasionally  definite  arterial  pumping.  Then, 
too,  we  have  heard  from  our  patients  on  the  eighth 
postoperative  day  checkup  that  on  the  fifth  or  sixth 
day  they  experienced  slight  bloody  expectoration 
but  considered  it  too  trivial  to  report  at  that  tune. 
How,  then,  can  a common  baseline  standard  be 
established  to  report  such  a variable  postoperative 
complication? 

In  regard  to  the  physiology  of  blood  coagulation 
we  still  adhere  to  the  theory  of  prothrombin,  throm- 
boplastin, and  calcium  combining  to  form  thrombin. 
Thrombin  then  reacts  with  fibrinogen  to  form  the 
clot.  Interference  with  any  of  these  elements,  of 
course,  will  delay  the  normal  process.  Many  inves- 
tigators have  shown  that  acetylsalicyclic  acid  resem- 
bles Dicumarol,  to  a less  effective  degree,  in  produc- 
ing hypoprothrombinemia.  The  question  then 
arises  as  to  how  much  the  prothrombin  level  must 
be  lowered  to  produce  clinical  effects.  In  this  matter 
there  is  no  agreement,  but  I believe  that  laboratory 
standards  cannot  be  translated  clinically  in  our  prob- 
lem because  we  are  dealing  with  raw,  granulating 
tissues  which  are  usually  secondarily  infected,  and  a 
different  “critical”  point  must  be  observed.  Fur- 
thermore, the  patiems  under  consideration  now  have 
a lowered  dietary  states  especially  in  protein  value. 
Yet,  this  may  all  be  of  little  concern  in  the  light  of 
several  recent  observation*  comparing  aspirin  in- 
gested in  tablet  form  and  the  same  drug  used  locally 
in  chewing  gum.  In  the  latter  case  the  mixture  of 
saliva  and  aspirin  results  in  the  liberation  of  free 
salicyclic  acid,  digesting  and  loosening  the  coagulum 
in  the  fossa  prematurely.  Herein  may  lie  the  most 
important  cause  of  “late”  bleeding. 


Let  us  cling  to  Christmas  as  a day  of  the  spirit  which  in  every  age  some  souls  have  believed 
to  be  the  possible  spirit  of  human  society. — -George  William  Curtis 
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THE  time  has  come  in  dealing  with  obstetric 
practice  when  we  are  able  to  pay  more  at- 
tention both  to  the  psychosomatic  phase  of  ob- 
stetrics and  to  the  welfare  of  the  infant.  The 
practice  of  obstetrics  in  the  United  States  today 
has  advanced  to  such  a degree  of  excellence  with 
such  safety  for  the  mother  that  the  mortality 
rates  have  become  exceptionally  low.1  We  must 
maintain  that  quality  of  obstetric  service  and  im- 
prove it  if  we  can.  At  the  same  time  the  life  and 
health  of  the  infant  has  become  a relatively  more 
pressing  problem  to  the  obstetrician  for  our  re- 
sults on  infant  morbidity  and  mortality  have  not 
kept  pace  with  the  advance  in  maternal  mortality 
and  morbidity.2  Both  of  these  viewpoints  are 
characterized  by  a re-evaluation  of  methods  of 
analgesia  and  anesthesia  in  labor.  The  psycho- 
somatic phase  of  obstetrics  was  given  a strong 
impetus  by  the  work  and  writing  of  Dr.  Grantley 
Dick  Read.3  His  book  Childbirth  Without  Fear, 
developing  into  a method  called  “natural  child- 
birth” by  the  laity  or  as  I prefer  to  call  it,  “edu- 
cated childbirth,”  has  given  demonstrations  of 
what  women  can  accomplish  in  labor,  primarily  in 
reference  to  the  substitution  of  psychologic  satis- 
faction for  analgesia  and  anesthesia.  There  is 
good  in  this  because  recent  work  has  shown 
the  harm  to  babies  from  anoxia.'1  It  seems  ob- 
vious that: 

1.  The  combination  of  analgesia  and  anes- 
thesia during  labor  should  be  kept  at  a plane  low 
enough  for  complete  safety  to  the  baby. 

2.  Premedication  to  the  anesthesia  can  be  the 
greater  factor  in  harming  the  infant.6 

3.  The  greatest  chance  of  harming  an  infant 
by  the  use  of  anesthesia  is  when  the  analgesia  has 
been  deep;  either  alone  might  be  well  tolerated, 
but  the  combination  can  be  bad.6 

I would  like  to  stress  here  that,  especially  in 
“educated  childbirth”  where  medication  and  an- 
esthesia are  kept  at  low  levels,  the  outstandingly 
important  need  is  the  complete  cooperation  and 
understanding  of  a competent  anesthetist.6  An 
anesthesia  that  is  both  effective  and  brief,  or 
light  (as  any  obstetric  anesthesia),  requires  more 
skill  than  ordinary  anesthesia.6  And  obstetric 
anesthesia  must  cease  to  be  (where  it  still  is)  and 
must  never  again  be  the  “stepchild”  of  the  anes- 
thesia department.  Speaking  of  the  dangers  of 
complicated  types  of  anesthesia,  especially  cau- 

Presented  at  a meeting  of  the  Section  on  Obstetrics  and 
Gynecology,  New  York  Academy  of  Medicine,  April  28,  1953. 


dal,  Greenhill7  says,  “there  is  no  need  to  employ 
it  for  the  average  woman  in  labor  because  most  of 
the  pain  of  labor,  which  is  generally  forgotten 
quickly  anyway,  can  be  relieved  by  less  harmful 
drugs  and  anesthetics.” 

The  woman  in  delivering  her  child  should  have 
what  medication  she  needs,  but  it  must  be  rec- 
ognized that  pain  can  also  be  relieved  by  other 
means  than  drugs  alone,  i.e.,  by  attention  to  her 
emotional  needs.  Whatever  may  be  our  changed 
opinions  of  analgesia  and  anesthesia  because  of 
attention  to  the  parturient’s  emotional  needs,  no 
change  that  we  make  must  in  any  way  lower  our 
existing  standards  or  diverge  from  the  high  level 
of  practice  as  it  stands  today.  No  patient  should 
be  allowed  to  suffer  during  her  labor,  but  neither 
should  she  be  deprived  of  any  emotional  satis- 
faction which  can  be  obtained  by  active  partici- 
pation in  her  labor.6 

Routine  use  of  heavy  sedation  is  psychologi- 
cally just  as  wrong  as  the  routine  attempt  to  de- 
prive patients  of  any  and  all  analgesia  or  anes- 
thesia. According  to  Helene  Deutsch,  the 
patient  who  has  full  and  heavy  sedation  is  indeed 
spared  pain,  but  every  constructive  experience  of 
the  delivery  is  also  lost  to  her.  * The  loss  of  the 
constructive  experience  may  cause  much  mental 
distress,  the  exact  nature  of  which  depends,  of 
course,  on  the  patient’s  personality. 

This  has  been  borne  out  by  observation  of 
patients  who  have  undergone  operations,  and  it 
also  holds  true  in  relation  to  childbirth,  f Psychic 
preparation  for  any  such  procedure  is  very  im- 
portant for  the  mastering  of  fear  and  thus  for  in- 
fluencing the  success  of  the  treatment  of  the 
patient. 

I do  not  like  the  use  of  the  term  “natural.” 
The  procedure  is  not  natural,  and  the  use  of  the 
word  carries  many  connotations  which  are  mis- 
leading. If  we  must  have  a label,  I prefer  the 
word  “educated.”  Moreover,  there  is  a tremen- 
dous difference  between  what  the  public  calls 


* Deutsch  says,  “Reactions  . . . may  accompany  the  nar- 
cotic sleep  and  will  give  content  to  the  anxieties  and  related 
symptoms  which  precede  and  follow  the  general  anesthesia.  . . 
The  masochistic  turning  of  the  aggressions  against  the 
person’s  own  self  then  bring  about  the  ominous  state  of  cling- 
ing to  the  suffering  and  to  the  postoperative  symptoms,"  and 
“Suffering  without  compensation  is  difficult  to  bear,  and  goes 
beyond  the  limits  of  feminine  masochistic  readiness.”* 

t Helene  Deutsch  says,  “Observations  of  patients  who  have 
undergone  operations  prove  the  psychic  preparation  for  surgi- 
cal intervention  is  very  important  for  mastering  of  the  fear 
and  thus,  to  a large  extent,  for  the  success  of  the  operation  . . . 
the  same  holds  true  in  relation  to  childbirth.”* 
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natural  childbirth,  and  the  procedure  that  is  the 
result  of  attending  to  the  emotional  needs  of  the 
parturient.  The  former,  as  handled  by  most  of 
its  protagonists,  exerts  an  imposed  discipline. 
A woman  is  placed  in  competition  either  with 
other  patients  or  with  an  ideal  in  limiting  her 
analgesia  and  anesthesia.  She  can  feel  dis- 
graced if  unable  to  achieve  the  ideal,  and  that  is 
wrong.  This  I believe  is  the  difference  between 
the  system  called  "natural  childbirth  ' and  at- 
tention to  the  psychosomatic  aspects  of  obstet- 
rics. In  the  latter  the  woman  is  perfectly  free  to 
have  her  labor  conducted  as  she  wishes;  the 
“discipline”  learned  is  purely  a permissive  one. 
Coupled  with  the  moral  support  of  her  physician, 
her  own  participation  is  aided  with  medication 
whenever  she  feels  that  she  has  done  without  it  as 
long  as  she  wishes.4 

Everything  that  a woman  does  is  a result  of  her 
whole  psychologic  background  and  her  whole 
emotional  past.*  This  is  strikingly  apparent 
in  women  in  labor  where  the  actual  contractions 
of  the  muscles  of  the  fundus  uteri  are  probably 
not  the  only  determining  factor  in  the  variations 
in  pain  and  reactions  observed.  The  same  de- 
gree of  piain,  if  we  had  a good  instrument  of  pre- 
cision to  measure  it,  could  produce  varying  reac- 
tions in  different  women  dependent  on  their  at- 
titudes towards  their  pregnancies,  problems,  and 
attitudes  toward  sex.  The  pro  pier  recognition  of 
such  conflicts  by  the  psychologically  aware  physi- 
cian can  go  far  in  aiding  the  successful  manage- 
ment of  labor,  the  alleviation  and  minimizing  of 
plain,  and  increasing  the  comfort  and  confidence 
of  the  piatient.t 

Then  we  must  realize  that  piatients  seldom  tell 
the  doctor  about  their  anxieties  and  worries, 
piartly  because  they  may  be  ashamed  to  do  so  but 
also  because  they  do  not  recognize  the  underlying 
psychologic  reasons.**  Many  of  the  appiarent 
fears  and  tensions  seemingly  due  only  to  the 
fear  of  childbirth  are  actually  the  result  of  these 
unrecognized  anxieties.  And  I am  convinced 


* Helene  Deuteeh  points  oui  that  "Every  single  psycho- 
logic gesture,  every  labor  pain,  as  it  were,  testifies  not  only  to 
the  mutual  dependence  of  the  somatic  and  psychologic  fac- 
tors but  also  the  fact  that  in  all  the  biologic  functions  of  re- 
production. the  woman's  whole  psychic  development  and  her 
emotional  past  play  a decisive  part.’’* 

t Rangel]  states,  "the  role  of  emotional  overlay  is  also 
strikingly  apparent  in  women  in  labor,  where  actual  contrac- 
tions of  the  muscles  of  the  fundus  uteri  are  probably  not  the 
determining  factor  in  the  variations  in  pain  and  reactions  ob- 
served. Here.  too.  the  psychological  meaning  of  the  entire 
process  to  the  particular  patient  is  of  crucial  importance: 
conflicts  may  exist  at  varying  depths  and  psychic  levels,  as 
ambivalent  attitudes  toward  the  child,  parenthood,  or  mar- 
riage: femininity-masculinity  conflicts:  fears  of  death:  castra- 
tion anxiety:  or  others.  The  proper  recognition  of  such 
conflicts  by  the  psychologically  aware  physician  can  go  far  to 
the  successful  management  of  labor,  the  alleviation  and  mini- 
mising of  pain,  and  increasing  the  comfort  and  confidence  of 
the  patient.  Such  trends  are  on  the  increase  in  modern  ob- 
stetrics.”* 


that  much  of  the  "fear  and  tension”  of  which 
Read  speaks,  and  that  we  also  see,  and  much  of 
the  desire  for  excessive  medication  and  forget- 
fulness stems  from  the  anxieties  above  described. 
"Education  for  childbirth”  brings  the  patient 
closer  to  her  physician  and  permits  him  to  rec- 
ognize the  existence  of  these  anxieties  and  at  the 
same  time  makes  him  more  alert  and  more  sensi- 
tive to  the  psychosomatic  aspect. 

There  has  been  criticism  that  these  methods 
exploit  a masochistic  tendency  and  therefore  are 
necessarily  harmful,  but  a moderate  amount  of 
masochism  is  normal  and  usual,  ft  It  is  signifi- 
cant, therefore,  to  distinguish  between  the  psy- 
chologically destructive  expression  of  neurotic 
masochism  and  a healthy  exercise  of  the  ability  to 
master  pain.  There  can  be  little  doubt  that  the 
ability  to  accept  pain  calmly  and  without  infla- 
ting it  through  neurotic  anexiety  is  an  accurate 
index  of  mental  health  rather  than  of  masochism. 
Furthermore,  it  is  a fact  that  there  is  a wide 
variation  of  the  presence  of  masochism  in  women 
and  in  its  degree  when  present.  It  also  seems  to 
be  true  that  when  unconscious  masochistic  needs 
are  overt,  to  give  them  a healthy  outlet  should  « 
provide  the  woman  with  a beneficial  safeguard 
against  this  more  destructive  form  of  expression,  j 
If  this  outlet  consists  in  the  peaceful  and  unter- 
rified acceptance  of  actual  pain  during  labor,  I 
this  is  mentally  healthy  for  that  woman.  She  M 
will  be  better  off  for  exercising  this  healthy  outlet 
for  her  masochism. 

It  must  be  recognized  that  women  naturally 
van.-  in  the  ease  with  which  they  have  their  chil- 
dren. To  some,  childbirth  comes  easily;  some 
find  it  slow  and  arduous.  It  is  primarily  in  the 
first  labor,  when  the  parturient  is  untried,  that 
this  method  has  its  greatest  importance. 

Clara  Thompson  states  that  “it  is  increasingly 
clear  that  not  all  that  seems  biological  is  bio- 
logical. That  women  behave  differently  in  dif- 
ferent types  of  culture  is  now  beginning  to  be 
known."  and.  she  continues.  “Today  one  realizes 
that  much  which  even  woman  herself  may  at- 
tribute to  the  fact  of  her  sex  can  be  explained  as 
the  result  of  cultural  pressures.”11 

Here  in  New  York  and  probably  in  many  other 
places  there  has  been  a notable  cultural  pressure 
developing  for  complete  analgesia  and  amnesia 
for  the  total  duration  of  labor  as  well  as  anesthe- 
sia at  delivery.  One  of  the  factors  which  has  led 


**  Gerstle  emphasized  that  ‘‘patients  of  any  kind  seldom 
come  right  oat  and  tell  the  doctor  their  real  anxieties  and 
worries.  They  often  emphasize  a substitute,  not  necessarily 
to  conceal  or  deceive  bnt  because  the  actual  core  of  their  anx- 
iety is  often  an  almost  unbearable  truth  and  therefore  delib- 
erately underplayed  or  even  skipped.’*1* 

tt  Helene  Deutsch  says.  “A  moderate  amount  of  masochism 
is  normal  and  aids  in  toleration  of  the  pain  that  women  must 
undergo  in  the  course  of  reproduction.”* 
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to  the  development  of  this  pressure,  which  reaches 
its  extreme  in  the  idea  of  sleeping  throughout 
labor  and  returning  to  consciousness  only  some 
time  after  the  birth  of  the  baby,  has  been  the 
shift  of  deliveries  from  home  to  hospital.  When 
delivering  patients  at  home,  no  one  dared  to  give 
the  amounts  of  premedication  used  in  hospitals 
today;  there  were  neither  the  nurses  available  to 
watch  patients  during  analgesia,  nor  was  resusci- 
tation apparatus  available  for  the  babies. 

I would  not  wish  to  return  to  home  deliveries. 
There  is  no  question  that  hospitals  have  much 
more  to  offer  in  the  way  of  safety  and  improved 
technic.  This  is  in  large  part  responsible  for  to- 
day’s good  record.  But  there  is  a considerable 
difference  in  the  psychologic  situation  involved  in 
delivery  at  home  in  familiar  surroundings  where  a 
woman  labored  in  the  presence  of  family  and 
friends  as  against  delivery  in  strange  surround- 
ings. It  is  easy  to  remember  many  of  these  pa- 
tients at  home,  knitting,  making  themselves  tea, 
or  doing  other  household  chores  during  the  earlier 
stages  of  labor  and  finding  labor  quite  tolerable. 
Anesthesia,  when  given,  was  light  and  brief.  By 
and  large  these  patients  without  any  special  train- 
ing but  with  the  moral  support  of  the  obstetrician 
and  their  intimates  and  in  their  familar  sur- 
roundings bore  up  very  well  during  labor  and  did 
not  feel  especially  put  upon  for  the  lack  of  medi- 
cation. 

There  are  other  ways  to  help.  Before  the  days 
of  “education  for  childbirth,”  when  the  profes- 
sion was  still  investigating  analgesics  and  anes- 
thetics rather  than  using  them  freely,  patients  were 
also  helped  by  guidance  and  physical  aid  during 
their  pushing  pains  with  great  relief.6  The 
physical  exertion  of  labor  comes  no  more  natur- 
ally than  a good  golf  swing  to  most  people.  Their 
“natural”  golf  swing  would  give  a poor  effect  for 
most  golfers.  Training  is  necessary  for  the 
effectiveness  of  physical  performance.  To  swing 
“through”  the  ball  with  the  body  in  complete  re- 
laxation is  the  educated  technic.  The  same 
type  of  training  and  relaxation  could  be  cited  for 
many  other  physical  skills. 

In  the  “educating”  and  training  for  labor,  ex- 
ercises do  help  women  during  labor  just  as  physical 
training  helps  develop  any  physical  skill.  With 
some  patients  it  seems  that  the  exercises  are  no 
more  than  a diversion.  Some  women  fail  to  de- 
rive help  from  them,  but  many  get  somatic  relief. 
A number  of  my  patients  have  experimented. 
Adhering  to  the  relaxation  and  breathing  exer- 
cises from  the  onset  of  labor,  they  were  comfort- 
able enough  to  believe  that  they  were  not  really  in 
active  labor,  three  of  them  when  almost  fully 
dilated.  They  neglected  to  continue  the  breath- 
ing exercises  and  promptly  felt  very  painful  con- 
tractions. Resuming  the  breathing  exercises, 


they  became  comfortable  again.  I will  discuss 
the  exercises  in  detail  at  another  time. 

A woman’s  psychologic  needs  are  tremendous. 
Her  fear  of  childbirth  is  not  merely  on  an  intellec- 
tual level  but  lies  deep  in  her  emotional  struc- 
ture. In  the  words  of  a patient,  “education  for 
childbirth  is  always  an  intellectual  experience, 
and  having  a baby,  besides  being  a physical  ex- 
perience, is  a deeply  emotional  one.  The  anx- 
iety involved  in  labor,  if  the  patient  is  told  to  do 
nothing  but  let  nature  take  its  course,  robs  a wo- 
man of  a most  important  psychologic  defense — 
that  of  doing  something.  The  defense  of  some 
kind  of  activity,  dedicated  to  improving  her  situa- 
tion, is  a great  emotional  help  as  is  the  feeling 
that  she  is  able  to  have  some  mastery  of  an  other- 
wise intolerably  painful  situation.  It  helps  to 
pass  time  in  a way  that  seems  constructive,  and 
delivering  that  baby  is  really  the  job  of  the  mo- 
ment to  the  mother  involved.” 

And  we  must  realize  that  in  dealing  with  child- 
birth we  are  dealing  with  the  most  powerful  emo- 
tional experience  that  women  can  have,  and  it 
is  for  that  reason  that  we  must  understand,  con- 
sider, and  guard  her  emotional  reactions  as  well 
as  we  can.  * 

And  so,  the  crux  of  the  situation  is  reached. 
The  management  of  labor  should  be  characterized 
by  frank  and  understanding  attention  to  the 
psychic  needs  of  the  parturient  and  by  education, 
as  well  as  by  medication.  Most  important  of  all, 
the  object  of  all  of  this  is  to  help  the  woman  de- 
velop and  make  the  best  use  of  her  emotional 
possibilities.  There  is  no  doubt  in  my  mind,  and 
I believe  that  in  time  continued  studies  will 
prove,  that  a patient’s  psychodynamic  forces  can 
influence  her  labor  enormously.  The  misuse  or 
abuse  of  them  can  make  a labor  that  should  be 
simple  and  relatively  easy  a difficult  one.  A 
healthy  and  well  used  or  liberated  emotional 
drive  can  help  a woman  overcome  many  diffi- 
culties and  help  her  bear  other  difficulties  not 
so  easy  to  overcome.  Other  research,11-28  some 
of  it  published  and  some  of  it  in  progress,  is  tend- 
ing to  point  out  that  women  can  abort  on  psycho- 
genic etiology,  literally  emptying  their  uteri  at 
the  behest  of  subconscious  forces.  In  some, 
psychic  forces  seem  to  prevent  conception,  and  I 
believe  that  it  ultimately  will  be  proved  that 
women  use  these  powerfully  dynamic  psychologic 
forces  either  to  aid  or  to  impede  their  deliveries 
according  to  their  mental  health.  What  Read 
has  done — and  it  is  to  my  mind  a great  achieve- 


* Helene  Deutsch  points  out  that  “During  pregnancy 
the  woman  feels  more  and  more  that  she  bears  a real 
life  in  her  womb,  a life  that  would  be  helpless  and  lost  without 
her  devotion.  The  fact  that  by  her  own  strength  she  will  give 
birth  to  another  creature  that  will  face  her  as  an  independent 
being,  the  approaching  duality  in  the  still  existing  unit,  is 
perhaps  woman’s  most  powerful  experience 
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ment — is  to  show  that  if  we  try  (but  we  must, 
and  we  all  can  learn  how),  we  can  reach  through 
some  existing  psychologic  barriers. 

There  is  one  further  thought  to  this.  We 
have  seen  that  those  patients  who  have  demon- 
strated a favorable  response  to  this  approach  van' 
tremendously  in  their  emotional  and  psychic 
patterns.  Perhaps  we  shall  find  the  above 
thought  a correct  one;  perhaps  we  shall  find  that 
even  if  it  is  correct,  it  may  apply  only  to  some  of 
the  women  involved.  Probably  there  are  multi- 
ple psychologic  explanations,  and  different  groups 
of  women  with  different  patterns  of  psychody- 
namic structure  react  differently.  One  thing 
seems  to  stand  out  as  the  principal  observation, 
namely,  a very  large  percentage  of  women  can  be 
favorably  influenced. 

The  manner  of  carrying  out  this  method  is  as 
follows:  The  patients  are  instructed  in  groups  or 
classes  in  the  normal  anatomy  and  physiology  of 
pregnancy  and  delivery.  For  this  purpose  the 
charts  of  Dr.  Dickinson  and  others,  all  obtainable 
from  the  Maternity  Center  Association  of  Xew 
York  City,  are  used.  The  reasons  for  the  various 
bodily  changes  during  pregnancy,  labor,  and  the 
puerperium  are  explained  and  discussed.  Some 
emotional  reactions  are  discussed.  The  reasons 
for  doing  urine  and  blood  tests,  checking  for  the 
Rh  factor,  etc.,  all  are  explained.  Some  of  the 
abnormalities  of  obstetrics  are  briefly  commented 
upon,  only  to  point  out  that  by  following  the  proper 
regime  and  routine  and  reporting  anything 
unusual  to  the  obstetrician,  any  untoward  condi- 
tion can  be  promptly  recognized  and  treated. 
Discussion  of  abnormalities  in  detail  is  omitted 
since  it  would  create  morbid  alarm,  and  patients 
would  remember  that  part  of  the  discussion  and 
little  or  nothing  else.  But  all  patients  have 
heard  of  abnormalities,  and  they  cannot  be 
ignored.  Reassurance  helps.  At  this  time  pa- 
tients are  taught  some  of  the  Heard man!S  exer- 
cises and  are  coached  in  performing  them  cor- 
rectly. 

At  the  completion  of  the  above  teaching  the 
patients  are  given  demonstrations  in  bathing  and 
dressing  babies  (using  a doll  model)  and  are  also 
shown  how  to  prepare  formulas.  The  last  hour 
of  the  “course”  is  spent  on  a trip  to  the  hospital 
where  the  nursing  supervisor  of  the  obstetric  de- 
partment conducts  the  patients  through  the  rou- 
tine of  admission,  shows  them  their  accommoda- 
tions, and  the  labor  and  delivery  rooms,  and  in- 
troduces them  to  members  of  the  nursing  staff 
throughout  the  department.  Thus,  when  they  do 
reach  the  hospital  in  labor,  they  feel  that  they  are 
coming  “home.” 

It  is  of  the  greatest  importance  to  let  the  pa- 
tient know  that  we  appreciate  that  there  is  real 
somatic  pain  during  labor,  to  speak  of  “pains”  as 


TABLE  I. — Analysis  of  Mats: rial 


Primiparas 

Multiparas 

Totals 

“Educated” 

49 

41 

90 

Controls 

14 

11 

25 

Refused  education 

4 

3 

Totals 

67 

55 

122 

TABLE  II. — Analysis  of  Medication  Used 


Pri  mi- 
paras 

Multi- 

paras 

Totals 

No  pre  medication 
Demerol  only 

7 

22 

29 

50  mg. 

6 

2 

8 

100  mg. 

Demerol  only  to  150  mg.  or 
Seconal.  3 grains,  wiih  Dem- 

f17 

10 

27 

erol.  50  mg.  or 

Seconal,  3 grains,  with  scopola- 
mine. Vise  grain 

r 

■ 

18 

Full  medication 

26 

14 

40 

Totals 

67 

55 

122 

well  as  of  “contractions.”  We  are  not  trying  to 
"use  psychology”  on  children  or  to  delude.  We 
are  trying  to  educate  the  mature  woman  to  face 
her  labor  realistically.  We  are  trying  to  reach 
through  her  intelligent  level  and  to  help  her  to 
realize  her  own  best  capacity  for  equanimity. 
The  patient  must  know  that  the  use  of  self-con- 
trol, exercise,  or  analgesic  medication  in  control- 
ling the  pain  of  her  labor  is  completely  optional : 
the  choice  is  hers.  Each  woman  must  know  that 
her  obstetrician  will  help  her.  will  neither  deny 
her  medication  nor  anesthesia,  but  that  her  labor 
will  be  conducted  according  to  her  own  needs  and 
capabilities  and  her  own  wishes  in  this  respect. 
The  most  successful  patient  is  the  one  who  elects 
to  start  her  labor  according  to  this  method  but 
who  retains  free  choice  to  continue  or  reject  it  at 
any  time.  The  discipline  learned  must  be  per- 
missive only,  never  oppressive!  .And  there  must 
be  no  sense  of  rivalry  in  achievement,  either  with 
other  patients  or  with  her  own  ideal  of  what  she 
thinks  is  expected  of  her.  Nothing  must  be  said, 
done,  or  implied  which  would  let  her  feel  that  she 
“fails”  or  is  a “sissy"  if  she  wants  relief  by  medi- 
cation. She  must  be  encouraged  only  to  begin 
labor  on  the  “educated”  and  cooperative  basis. 

There  have  been  recent  and  serious  explora- 
tions of  Read's  method  which  warrant  real  at- 
tention. Goodrich  and  Thoms*  in  1949  re- 
ported. "At  the  present  time  the  writers  have 
delivered  over  550  women  who  have  been  exposed 
to  the  technics  described  . . . their  results  have 
convinced  them  that  these  technics  are  physi- 
cally safe  and  psychologically  desirable  for  most 
pregnant  women.”  And  again  Thoms  and 
Goodrich  report  that  “Of  500  spontaneous  de- 
liveries 92  per  cent  were  fully  conscious.  4.S  per 
cent  semiconscious,  and  3.2  per  cent  uncon- 
scious.”*1 

My  results  are  shown  in  Tables  I to  IV.  There 
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TABLE  III. — Methods  of  Delivery 


(tT711 A_j„ 

Primiparas 

Multiparas 

Totals 

Primiparas 

Multiparas 

Totals 

Spontaneous  delivery 

27 

34 

61 

0 

6 

6 

"Prophylactic"  forceps 

9 

5 

14 

15 

5 

20 

Kielland  forceps 

3 

1 

4 

1 

1 

2 

Other  indicated  forceps 

4 

1 

5 

1 

0 

1 

Breech  delivery 

2 

0 

2 

1 

1 

2 

Cesarean  section 

4 

0 

4 

0 

1 

1 

Episiotomies 

33 

22 

55 

18 

10 

32 

TABLE  IV. — Percentage  Analysis  of  Methods  of  De- 
livery 


Primiparas 
(Per  Cent) 

Multiparas 
(Per  Cent) 

Educated  group 

Prophylactic  forceps 

18 

12 

Spontaneous 

55 

85 

Episiotomies 

67 

53 

Controls 

Prophylactic 

83 

37 

Spontaneous 

43 

Episiotomies 

100 

71 

are  two  facts  which  the  charts  do  not  show. 
These  relate  to  what  one  might  call  the  success  or 
failure  of  these  methods.  First,  what  is  success? 
To  me  the  question  of  success  is  primarily  the 
question  of  a delivery  obstetrically  successful, 
namely,  an  undamaged  mother  and  an  undam- 
aged child. 

Second,  the  additional  success  of  this  program 
is  the  happiness  and  equanimity  of  the  mother  at 
its  completion.  So  far  we  have  been  fortunate. 
The  obstetric  results  have  been  good,  and  all  of 
the  babies  have  been  alert  and  active.  As  far  as 
the  second  question  goes,  I have  never  had  as 
pleased  or  as  happy  a group  of  mothers,  a large 
majority  of  whom  are  actually  looking  forward  to 
their  next  pregnancies. 

The  difference  between  this  point  of  view  and 
the  Read  point  of  view  is  that  as  long  as  the  medi- 
cation and  anesthesias  have  remained  reason- 
ably minimal,  there  is  no  question  of  failure. 
You  will  note  that  in  other  reported  series  where 
the  number  of  patients  without  medication  or 
without  anesthesia  or  awake  at  time  of  delivery 
have  been  noted,  they  have  all  been  classified  as 
normal  deliveries.  I think  it  is  important  to  note 
here  that  these  same  effects  can  be  obtained  with 
many  of  the  abnormal  situations.  The  patients 
upon  whom  I had  to  do  Kielland  forceps  and 
“assisted  breech”  deliveries  were  also  so  handled 
by  the  anesthetist  that  they  too  were  awake  in 
the  delivery  room  to  see  their  baby  very  shortly 
after  delivery,  and  all  of  them  left  the  delivery 


room  not  merely  awake  but  alert  and  happy.  1 
would  even  say  that  in  some  respects  this  psy- 
chosomatic viewpoint  with  its  type  of  attention  to 
the  patient’s  emotional  needs  has  been  more  suc- 
cessful in  the  average  obstetric  abnormalities 
than  in  the  simple  spontaneous  deliveries. 
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Some  Psychologic  Observations  of  "Educated  Childbirth” 

Patricia  Donovan,  M.D.,  and  Selma  Landisberg,  M.A.,  New  York  City 
( F rom  the  Department  of  X europsychiatry . Lenox  Hill  Hospital ) 


This  is  a presentation  of  certain  observations, 
findings,  and  hypotheses  growing  out  of  a pilot 
study  of  33  consecutive  private  patients  de- 
livered by  Dr.  Davidson  at  Lenox  Hill  Hospital, 
all  of  whom  had  been  exposed  to  his  program  of 
training  called  “educated  childbirth.”  There 
was  no  control  group  at  our  disposal  in  this  pre- 
liminary study  except  as  certain  patients  within 
our  group  functioned  as  controls  in  a limited  way. 

We  as  psychiatrists  set  about  to  answer  certain 
questions,  relating  to  Dr.  Davidson's  research, 
which  we  considered  fundamental  to  future 
study: 

1.  Does  this  method  work  for  parturients  in 
general,  or  is  it  limited  to  a certain  personality 
type,  e.g..  infantile,  obsessive-compulsive,  etc.? 

2.  What  is  the  rationale  of  the  method,  i.e., 
how  are  its  effects  achieved  from  the  psychody- 
namic point  of  view? 

3.  Is  the  method  utilizable  for  obstetricians  in 
general,  or  is  it  limited  to  use  by  certain  person- 
ality types? 

The  study  was  set  up  to  include  the  following: 
(1)  clinical  interview  of  parturient  by  psychia- 
trist within  hospital  postpartum  period,  (2) 
Rorschach  psychodiagnostic  evaluation  of  basic 
personality,  (3)  analysis  of  various  psychologic 
factors  operating  in  “educated  childbirth"  cur- 
riculum. and  (4)  observation  of  obstetrician’s 
orientation  to  program  and  to  patient. 


Psychiatric  Evaluation 

The  successful  employment  of  the  training  pro- 
gram does  not  appear  to  be  limited  to  any  specific 
personality  type  in  the  patient. 

The  diagnostic  groupings  are  as  follows : 
Obsessive  compulsive  5 

Schizoid  character  4 (2  in 

psychiatric 

treatment) 


Infantile  dependent  character  1 

Anxiety  hysteria  5 (2  in 

psychiatric 

treatment) 

“Normal”  (minimal  neurotic 


traits)  2 

Character  neurosis  4 (1  in 

treatment) 

Anxiety  neurosis  4 

Narcissistic  character  1 

Hysterical  character  2 

Preschizophrenic  1 

Mixed  neurosis  3 


Schizophrenic  character  with 
obsessive-compulsive 
defenses  1 

Total  33 

Diagnostic  evaluations  were  arrived  at  by  psy- 
chiatric interview  and  Rorschach  tests.  In  the 
case  of  five  patients  under  psychiatric  treatment, 
diagnosis  was  supplied  by  patient’s  psychiatrist. 
It  must  be  realized  that  these  are  diagnoses  of 
basic  personality  type,  except  in  the  five  cases 
mentioned,  and  do  not  refer  to  state  of  present 
mental  health  or  function.  In  other  words,  this 
diagnostic  grouping  as  a whole  probably  corre- 
sponds roughly  to  a cross-section  of  the  population 
of  the  more  favored  socioeconomic  group. 

Of  the  33  patients  seven  rejected  the  proposed 
training  curriculum  at  the  outset.  Of  these  the 
diagnostic  grouping  is  as  follows: 


Anxiety  neurosis  1 

Anxiety  hysteria  2 

Character  neurosis  2 

Infantile  dependent  character  1 

Schizophrenic  character  1 


Of  the  remaining  26,  all  accepted  the  program, 
in  part  or  in  full.  All  tried  the  breathing  exer- 
cises during  labor.  The  patients  felt  in  most 
cases  that  the  breathing  exercises  helped  by 
“taking  the  edge  off  the  pain.”  etc.  Others  felt 
they  helped  by  “giving  them  something  to  do,” 
“keeping  their  mind  off  the  pain.”  etc. 

The  question  was,  how  much  of  the  pain- 
reducing  effect  was  physiologic  and  how  much 
psychologic.  If  psychologic,  was  it  suggestion, 
transference,  hypnosis,  or  were  other  mechanisms 
involved?  Speaking  only  for  the  psychologic  as- 
pects. we  offer  the  following  tentative  hypothesis. 

It  appeared  to  us  that  the  success  of  the  pro- 
gram depended  on  the  alleviation  and  or  preven- 
tion of  latent  anxiety  in  the  parturient.  The 
whole  program  appeared  to  be  operating  not 
only  as  an  active  therapy  for  the  neutralization  of 
anxiety  already  mobilized,  although  not  neces- 
sarily consciously  felt  by  the  patient,  but  also  as  a 
preventive  against  the  mobilization  of  further 
quantities  of  latent  anxiety  as  pregnancy  pro- 
gressed and  delivery  time  approached. 

This  result,  the  reduction  of  anxiety,  appeared 
to  depend  on  the  degree  of  positive  transference 
to  the  obstetrician  built  up  throughout  the  entire 
gestation  period.  By  positive  transference,  we 
are  here  referring  to  the  transference  by  the  patient 
onto  the  person  of  the  doctor  certain  feelings, 
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emotions,  and  attitudes  which  she  once  had  as  a 
little  child  toward  her  beloved  parent,  including 
feelings  of  love,  trust,  and  confidence  in  an 
authority  she  conceived  to  be  all-knowing,  all- 
powerful,  and  all-loving.  Even  though  these 
feelings  and  attitudes  have  long  since  been  buried 
in  her  deepest  memory,  they  are  still  operating 
with  dynamic  force  and  without  the  patient’s 
conscious  awareness. 

To  continue,  the  program  appeared  to  be  a 
powerful  instrument  for  developing,  strengthen- 
ing, and  keeping  continually  fresh  this  positive 
transference.  It  further  appeared  that  the 
positive  transference  radiated  by  way  of  the 
doctor  to  include  the  doctor’s  nurses,  assistants, 
and  other  surrogates.  In  those  situations  in 
which  the  already  existing  relationship  between 
doctor  and  his  assistants  was  itself  a strongly 
positive  one,  the  effect  was  to  strengthen  further 
the  positive  transference  from  patient  to  doctor. 

The  deciding  influence  of  the  quality  of  the 
interpersonal  relationships  cannot  be  overesti- 
mated. Nor  can  we  overemphasize  the  value  of 
the  physician’s  awareness  of  their  importance  in 
building  the  optimal  milieu  for  the  pregnant 
patient  from  the  time  she  enters  his  office  to  ulti- 
mate delivery.  For  example,  the  presence  of  one 
hostile  or  sadistic  or  rejecting  nurse  acting  in  the 
doctor’s  absence,  especially  at  a crucial  period 
such  as  the  first  stage  of  labor,  can  sabotage  all 
the  work  and  effort  he  has  put  into  his  prenatal 
care  of  the  patient. 

Under  the  influence  of  the  positive  transference 
the  patient  is  induced  in  the  natural  course  of 
events,  to  cooperate  in  the  various  aspects  of  the 
training  program.  As  a consequence,  auxiliary 
anxiety-reducing  effects  are  brought  into  opera- 
tion by  way  of  the  following  mechanisms:  (1) 
substitution  of  fact  for  fantasy,  (2)  exchange  of 
passive,  dependent  role  for  an  active,  partici- 
pating role,  and  (3)  anxiety-reducing  function  of 
group  work. 

Substitution  of  Fact  for  Fantasy. — From  the 
time  of  the  first  office  visit  the  patient  is  presented 
with  a realistic  orientation  to  the  growth  of  her 
child  in  utero  and  her  body’s  adaptation  to  it  and 
to  the  delivery  process  itself.  Her  education  is  in 
dynamic  rather  than  static  form  in  that  it  is  cor- 
related in  time  with  the  actual  stages  of  fetal 
development.  Vagueness  and  the  element  of  the 
mysterious  and  the  unknown,  which  provide  such 
fertile  soil  for  the  mobilization  of  long-since  for- 
gotten fantasies,  are  counteracted  and  weakened 
by  the  repeated  emphasis  on  reality  values. 
Further  neutralization  of  the  effect  of  the  “un- 
known,” and  therefore  fear-producing,  is  pro- 
moted by  introducing  the  patient  to  hospital  per- 
sonnel and  setup  early  in  pregnancy.  Here  again 
a twofold  function  is  served:  The  elements  of  the 


positive  transference  will,  all  other  things  being 
equal,  extend  to  what  the  patient  considers  /ter  doc- 
tor’s personnel,  her  doctor’s  hospital,  and  by  a proc- 
ess of  identification  wuth  him,  these  become  her 
hospital,  her  nurses.  Second,  the  unknown  of  the 
unfamiliar  will  have  been  removed  early  in  preg- 
nancy, the  hospital  and  personnel  become  inte- 
grated into  the  milieu  of  the  whole  pregnancy  and 
birth  experience.  The  anxiety-mobilizing  effect 
on  the  woman  in  labor  of  being  suddenly  thrust 
into  a strange  place,  surrounded  by  strange  faces, 
is  neutralized  by  this  procedure. 

Exchange  of  Passive,  Dependent  Role  for  an 
Active,  Participating  Role. — The  program  includes 
the  engagement  of  the  interest  of  the  patient  as 
an  active,  adult  participator.  She  becomes  a 
collaborator  in  a mutual  enterprise  in  which  each 
partner  has  duties  and  responsibilities  of  his  own, 
the  carrying  out  of  which  further  insures  an  opti- 
mal labor.  This  is  a different  role  from  that  in 
which  the  patient  feels  herself  completely  depen- 
dent on  the  obstetrician.  Feelings  of  helplessness, 
overpassivity,  and  dependency  of  themselves 
become  anxiety-producing.  The  sense  of  being 
able  to  do  something  about  it  herself  (ego-mas- 
tery) reduces  her  feelings  of  helplessness  and  de- 
pendence and  the  anxiety  associated  with  such 
feelings.  In  this  connection  the  breathing  ex- 
ercises during  the  first  stage  of  labor  are  of  partic- 
ular significance.  Indeed,  the  success  or  failure 
of  the  entire  program  can  be  measured  by  what 
happens  at  this  critical  period,  the  labor  itself. 
It  is  at  this  period  that  the  greatest  quantities  of  _ 
anxiety,  are  mobilized  in  the  normal  woman,  the 
period  at  which  she  feels  herself,  no  matter  howr 
calm  she  is  normally,  in  the  greatest  danger  and 
the  point  at  which  all  her  fears,  new  and  old,  con- 
scious, half-conscious,  and  unconscious,  receive 
their  greatest  activation  writh  correspondingly 
mounting  tension  and  anxiety.  Man’s  psychoso- 
matic system  is  geared  to  “fight  or  flight”  in 
situations  of  danger.  The  parturient  is  unable 
to  follow  through  by  flight  except  through  un- 
consciousness by  means  of  drugs.  Apart  from 
the  benefits  deriving  to  her  through  the  operation 
of  positive  transference,  the  breathing  exercises 
offer  the  prepared  parturient  an  equivalent  of 
the  “fight”  reaction  in  permitting  her  directed 
activity  in  alleviating  the  otherwise  inescapable 
pain,  while  still  aiding  the  progress  of  labor. 
Here  again,  the  sense  of  helplessness  is  combated 
by  the  sense  of  ego-mastery. 

The  alleviation  of  pain  appears  to  be  a psycho- 
physiologic  phenomenon,  working  somatically 
through  the  autonomic  nervous  system. 

It  is  interesting  to  observe  that  those  patients 
who  have  had  success  in  their  handling  of  the 
first  stage  enter  the  second  stage  in  good  physical 
and  mental  condition.  They  appear  to  accept 
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philosophically  that  “the  exercises  don’t  help  in 
the  pushing  stage , you  j ust  push  until  you  get  the 
baby  out.”  In  this  stage  their  attention  appears 
to  be  focused  on  only  one  thing,  pushing  the  baby 
through.  Their  postpartum  orientation  to  the 
experience  seems  to  be  more  in  terms  of  having 
done  a job  rather  than  having  passed  through  an 
ordeal. 

Anxiety-reducing  Function  of  Group  Work. — 
The  exercise  classes,  held  in  the  familar  surround- 
ings of  the  doctor’s  office,  function  as  a kind  of 
group  therapy.  Anxiety-preventive  and  thera- 
peutic forces  operate  in  a setting  in  which  the 
parturient  is  surrounded  by  her  sisters-in-preg- 
nancy  under  the  care  and  protection  of  their 
doctor  (the  powerful  parent  figure).  In  this 
collective  setting  positive  transference  elements 
are  strengthened.  Natural  competition  with  her 
sisters  expressed  in  the  wish  to  win  doctor’s 
(father’s)  praise  and  approval  is  a strong  motiva- 
tion to  do  a good  job.  The  particular  nature  of 
the  group  permits  the  therapeutic  effect  of  the 
free  flow  of  conversation  concerning  pregnancy, 
deliver}-,  and  related  subjects.  This  is  in  con- 
trast to  the  relative  silence  imposed  on  the  preg- 
nant woman  concerning  the  intimate  details  of 
her  pregnancy  in  the  usual  social  setting  in  our 
culture.  Additional  reassurances  are  received 
from  her  frequent  observation  of  the  well-being  of 
her  pregnant  sisters,  thus  siphoning  off  some  of 
her  anxiety  about  the  successful  progress  and 
completion  of  her  own  pregnancy. 

The  entire  program  is  carried  through  in  a set- 
ting  of  permissiveness.  No  pressures  are  put 
upon  the  patient  to  accept  any  part  of  the  pro- 
gram from  beginning  to  end.  from  indoctrination 
talks  to  amount  of  anesthesia.  The  impetus  to 
the  voluntary  acceptance  of  the  program  derives 
to  a great  extent  from  the  strength  of  the  positive 
transference  and  in  a sense  is  a rough  measure  of 
it. 

Comment 

The  requirements  on  the  part  of  the  obstetri- 
cian in  order  to  insure  successful  operation  of  the 
program  presuppose  no  special  knowledge  of 
psychiatry,  nor  do  they  require  it.  Psychiatric 
probing  is  indeed  to  be  avoided.  The  requisites 
to  the  successful  use  of  the  program  as  an  aid  to 
the  management  of  labor  may  briefly  be  stated  as 
follows : 

1 .  A recognition  on  the  part  of  the  doctor  that 
optimal  labor  must  take  into  consideration  the 
need  for  prenatal  psychic  hygiene  as  well  as 
physical  hygiene  of  his  patient.  The  interplay 
and  interdependence  of  psychic  and  somatic 
factors  in  medicine  are  perhaps  nowhere  so  inti- 
mately interwoven  and  nowhere  of  such  far- 
reaching  consequences  as  they  are  in  the  process 
of  reproduction. 


2.  The  obstetrician  must  have  a willingness  to 
become  aware,  and  then  utilize  his  awareness, 
of  the  importance  of  the  psychologic  milieu  in 
which  the  pregnant  patient  will  move  from  con- 
ception to  delivery. 

3.  The  obstetrician  must  recognize  the  de- 
cisive importance  of  interpersonal  relationships 
as  they  affect  this  milieu,  and  thus  the  ultimate 
ease  of  labor  and  delivery.  These  relationships 
include  those  between  doctor  and  personnel  who 
come  into  the  orbit  of  the  antenatal  and  delivery 
experience,  as  well  as  the  relationships  between 
himself  and  patient  and  patient  and  personnel 
who  represent  him  and  act  for  him  in  his  absence. 
Such  recognition  should  lead  him  in  the  direction 
of  his  absence.  Such  recognition  should  lead 
him  in  the  direction  of  strengthening  the  positive 
elements  in  this  framework  and  weeding  out  the 
subversive.  The  dividends  are  optimal  labors 
and  grateful  patients. 

4.  The  only  other  requisite  is  that  he  have  an 
open  mind  to  this  new  trend  in  obstetrics  and 
give  the  method  a chance,  even  though  its  ra- 
tionale may  seem  to  him  as  yet  obscure  or  even 
unscientific.  Understanding  and  elucidation  of 
rationales  often  take  time.  In  the  meantime  the 
inducements  are  great,  and  trial  of  the  method  in 
no  way  jeopardizes  the  physical  or  mental  well- 
being of  the  patient  who  has  entrusted  herself  to 
him.  The  increasing  interest  of  the  young  female 
lay  public  in  this  method  of  childbirth  impels  the 
obstetrician  to  give  it  serious  attention. 

Conclusions 

1.  This  method  of  training  for  childbirth  will 
work  for  parturients  in  general. 

2.  It  is  not  limited  to  use  by  any  specific  per- 
sonality type  of  woman. 

3.  Its  rationale  is  discussed  and  a hypothesis 
offered. 

4.  Its  use  is  not  limited  to  any  specific  per- 
sonality type  of  obstetrician. 

5.  Its  use  does  not  presuppose  or  demand  any 
specialized  psychiatric  knowledge  on  the  part  of 
the  obstetrician. 

6.  The  primary  requisite  for  the  obstetrician 
is  a recognition  for  the  need  of  psychic  hygiene  as 
well  as  physical  and  reproductive  hygiene  for  the 
pregnant  patient. 

7.  The  importance  of  awareness  of  interper- 
sonal relationships  is  discussed. 

8.  Public  interest  impels  the  obstetrician  to 
serious  consideration  of  this  method. 

Discussion 

Dr.  Marion  D.  Laird:  I have  enjoyed  Dr. 
Davidson’s  presentation  very  much. 

The  emphasis  he  places  on  the  avoidance  of  a 
feeling  of  competition  is  important.  This  is 
difficult  because  patients  do  and  should  compare 
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their  experiences.  But  if  the  obstetricians  and 
class  instructors  keep  the  problem  constantly  in 
mind,  competition  can  be  kept  at  a minimum. 

At  Sloane  Hospital  for  Women  we  have  had 
conferences  in  preparation  for  childbirth  for  the 
past  eighteen  months.  We  try  to  emphasize  the 
fact  that  these  classes  and  exercises  are  prepara- 
tion for  a job,  and  the  mother  does  derive  great 
satisfaction  from  a “job  well  done.” 

We  have  had  517  ward  and  private  patients  in 
the  classes,  and  of  these  387  have  delivered.  We 
have  complete  records  for  178  patients.  Sixty- 
three  per  cent  of  these  mothers  considered  that 
they  had  had  a completely  successful  and  happy 
experience.  Thirty-oneper  cent  felt  that  theprep- 
aration  had  helped  them  in  a moderate  degree. 
All  of  the  first  group  and  most  of  the  second  are 
looking  forward  with  confidence  to  the  next  preg- 
nancy and  delivery.  Six  per  cent  of  the  mothers 
considered  the  conferences  to  be  of  no  assistance. 

In  our  work  at  Sloane  we  have  had  the  advice 
and  help  of  one  of  our  psychiatrists,  Dr.  Ruth 
Easser.  She  has  interviewed  40  patients  regu- 
larly and  followed  their  labors  and  deliveries. 
She  feels  that  these  patients  fall  into  three  groups : 

1 . Those  who  desire  the  pregnancy  and  accept 
the  mature  female  role;  “all  did  well.” 

2.  Women  who  desire  the  pregnancy  but  are 
extremely  fearful  of  the  mature  female  role. 

3.  Women  who  have  as  motivation  the  need 
to  prove  their  superior  femininity  and  superior- 
strength.  In  them  the  emphasis  lies  in  their 
ability  to  deliver  their  child  without  benefit  of 
any  assistance. 

Her  conclusion  is  that  the  training  program 
can  help  all  three  groups. 

There  is  still  much  to  be  done  along  these  lines, 
and  Dr.  Davidson’s  report  has  given  us  more  in- 
formation in  this  fascinating  and  rewarding 
study. 

In  closing  I should  like  to  ask  Dr.  Davidson 
the  meaning  of  the  term  “full  medication.” 

Db.  Mark  L.  Gerstle:  There  are  a number  of 
points  in  Dr.  Davidson’s  extremely  provocative 
and  informative  paper  which  deserve  comment 
and  in  some  instances  discussion.  All  I shall  at- 
tempt to  do  is  to  mention  a few  of  these. 

I am  impressed  with  the  importance,  which  Dr. 
Davidson  has  made  so  clear,  of  the  recognition 
by  a patient  that  pain  can  also  be  relieved  by  other 
means  than  drugs  alone. 

Second,  I am  struck  by  the  fact  that  “educated 
childbirth,”  particularly  in  its  manifestations 
during  actual  labor,  owes  much  of  its  efficacy  to 
the  fact  that  it  gives  the  patient  “something  to 
do.”  In  this  respect  it  is  a sort  of  occupational 
therapy  at  a first  aid  level. 

I think  the  preliminary  visits  to  the  hospital 
which  Dr.  Davidson  recommends  are  probably 


of  the  greatest  value.  We  know  that  such  pre- 
views of  what  is  usually  a frightening  environment 
almost  always  work  wonders  in  assuaging  the  anx- 
ieties of  children  (prior  to  tonsillectomy,  etc.) 
and  it  is  quite  understandable  that  they  are  just 
as  called  for  and  just  as  effective  when  dealing 
with  women  who  are  going  to  have  a baby. 

I also  think  that  the  fact  that  a woman  has 
offered  to  her  a genuinely  free  choice  to  reject  or 
continue  the  regime  associated  with  this  type  of 
labor  is  in  every  way  a valuable  privilege  since  it 
exonerates  her  from  any  feeling  of  being  trapped 
or  manipulated  in  a stereotyped  fashion. 

I am  extremely  interested  in  learning  that 
“educated  childbirth”  is  frequently  effective  in 
abnormal  deliveries,  which  fact  certainly  points 
up  how  very  important  are  the  psychologic  as- 
pects of  pain  and  one’s  reactions  to  it. 

One  question  somewhat  disturbs  me:  How 

will  a woman  react  to  a sudden  unpredictable  and 
unavoidable  last-minute  switch  in  obstetricians 
at  the  delivery  table?  Will  she  be  able  to  trans- 
fer to  the  “pinch-hitter”  most  or  at  least  enough 
of  her  personal  feelings  of  confidence  and  trust 
which  are  of  course  basic  determinants? 

It  has  been  stated  that  “the  efficacy  of  ‘edu- 
cated childbirth’  is  not  limited  to  any  personality 
type  of  woman.”  I would  not  be  quite  so  certain 
that  this  is  so.  How  about  the  woman  who  habit- 
ually shuns  responsibility,  reacting  fairly  con- 
sistently to  it  with  resentment,  hostility,  or  fear — 
an  over-all  feeling  of  being  “put  upon?”  I am 
inclined  to  be  skeptic  about  such  a woman’s 
capacity  to  cooperate  as  she  must  do  in  order  to 
make  “educated  childbirth”  a satisfactory  pro- 
cedure. 

These  and  many  other  questions  present  them- 
selves for  further  consideration  and  study.  In 
closing,  I can  only  repeat  that  I think  Dr.  David- 
son has  presented  this  challenging  discipline  in  a 
most  succinct  and  informative  way,  feeling  as  we 
all  must,  that  the  door  is  wide  open  for  further 
understanding  which  will  result  in  greater  prog- 
ress. 

Dr.  Justin  T.  Callahan:  This  is  a very 
timely  subject  and  extremely  difficult  to  present 
factually.  Dr.  Davidson  has  succeeded  very  well 
in  giving  a picture  of  his  approach  to  “educated 
childbirth.” 

There  are,  however,  differences  of  opinion  and 
concept  that  will  arise.  These  are  differences 
more  of  interpretation  than  basic  concept.  For 
example,  this  “method”  of  childbirth  is  referred 
to  repeatedly.  There  really  is  no  “method.” 
Labor  is  still  labor,  and  its  obstetric  management 
is  still  the  same.  The  difference,  of  course,  is  in 
the  reaction  of  the  woman  to  her  labor.  The 
education  she  has  received  will  temper  her  reac- 
tions to  a greater  or  lesser  degree, 
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Certainly  less  anesthesia  is  an  advantage  for  the 
infant.  Lighter  medication,  however,  should 
always  be  considered  as  an  incidental,  beneficial 
byproduct  rather  than  a main  aim  of  preparation 
for  labor.  The  drugs  needed  to  allay  fear  are  less 
used,  but  pain  should  always  be  relieved,  and  the 
patient  must  know  that  this  help  is  part  of  her 
obstetric  care. 

One  wonders  if  Dr.  Davidson's  extensive  train- 
ing program  does  not  make  him  even  more  indis- 
pensable to  his  patients,  who  may  come  to  lean  on 
him  more  than  is  usual.  Such  a result  of  office 
training  might  eventually  put  very  heavy  de- 
mands on  his  time  and  allow  him  little  rest  or  rec- 
reation. I would  favor  training  to  identify  the 
patient  with  the  doctor  less  rather  than  more 
closely. 

The  statistics  really  have  little  value,  and  I con- 
sider them  of  minor  importance.  The  concept 
here  is  expressed  more  in  patient  satisfaction  than 
percentage  analyses. 

Dr.  Davidson  deserves  credit  for  a thorough 
and  fine  presentation  on  common  sense  obstet- 
rics. 

Dr.  Alfred  M.  Hellmax:  This  paper  con- 
tains much  that  is  worth  very  serious  considera- 
tion. One  of  the  highlights  is  giving  this  newer 
conception  a satisfactory  name,  i.e.,  ‘‘educated 
childbirth.’ ' Giving  serious  thought  to  too  much 
analgesia  and  anesthesia  is  most  important. 
The  more  liberal  use  of  scopolamine  (as  in  the 
early  days  of  “Dammerschlaf”)  which  produces  a 
definite  amnesia  should  be  given  more  considera- 
tion. 

In  my  early  days  when  all  deliveries  were  home 
deliveries  we  used  to  let  the  patient  give  herself  a 
few  drops  of  chloroform  on  an  open  mask. 
When  she  fell  asleep,  the  mask  fell  off  her  face, 
and  there  would  be  no  further  good  or  harm. 
Then  later  I had  a gas  apparatus,  and  the  patient 
could  administer  it  herself  by  pressing  a lever. 
When  she  fell  asleep,  the  flow  of  gas  was  dis- 
continued. 

There  is  no  psychic  need  that  can  be  better 
satisfied  than  by  complete  confidence  in  the  ob- 
stetrician, and  education  during  labor  augments 
that  confidence  besides  the  many  other  things  it 
does  for  the  patient. 

It  is  good  that  Dr.  Davidson  has  drawn  atten- 
tion to  the  fact  that  for  a patient  to  try  too  hard 
to  tolerate  her  pains  may  be  a bad  thing.  To  let 
them  know  that  there  is  a real  somatic  pain  and 
different  people  have  different  reactions  to  pain 
are  essential.  I once  told  an  expectant  grand- 
mother that  her  daughter  was  not  having  much 
pain,  she  countered  with  “Doctor,  pain  is  what 
you  feel.”  How  true!  As  Dr.  Davidson  wisely 
says  and  proves,  that  the  patient  can  be  “educa- 
ted” to  help  conduct  her  labor  and  gain  confidence 


in  her  obstetrician  is  a fact  we  will  all  admit. 
And  that  we  should  never  lose  sight  of  her  psychic 
needs  while  following  all  the  other  dictates  of 
good  obstetrics  is  something  to  keep  in  mind.  I 
believe  we  should  all  be  grateful  to  Dr.  Davidson 
for  bringing  these  things  to  our  attention. 

Dr.  Lawrexce  S.  Kcbee:  Dr.  Davidson's 
paper  is  an  objective  demonstration  of  certain 
basic  and  important  facts. 

1.  In  the  first  place  the  severity  of  the  impact 
of  pain,  whether  as  an  imminent  threat  or  as  a 
current  reality,  can  be  lessened  if  anxiety  and  its 
attendant  fantasies  (both  conscious  and  uncon- 
scious) can  be  diminished.  This  effect  of  anx- 
iety on  pain  as  a human  experience  is  a physio- 
logic as  well  as  a psychologic  reality.  Many  ex- 
amples of  this  have  long  been  known  with  regard 
to  pain  which  has  its  origin  in  the  gastrointestinal 
tract,  in  the  bladder,  in  operations,  and  in  mutila- 
tions. Again  this  is  what  Brutus  had  in  mind 
when  he  said  that  a coward  dies  a thousand 
deaths.  It  is  what  Lewis  Carroll  had  in  mind 
when  he  described  the  Queen  in  “Through  the 
Looking  Glass”  who  always  cried  before  she 
stuck  herself  with  a pin,  but  never  afterwards. 

2.  The  second  basic  point  is  that  anxiety  can 
be  diminished  through  -vivid  and  frank  education 
as  to  the  nature  of  the  body,  its  normal  function, 
its  resilience,  and  also  its  vulnerability.  In  other 
words,  by  diminishing  the  mystery  of  the  body 
one  can  usually  diminish  its  terror. 

3.  At  the  same  time  this  work  also  demon- 
strates that  there  is  a specific  limit  to  the  extent 
to  which  anxiety  can  be  diminished  through  such 
education  alone.  This  limit  is  set  at  the  bound- 
ary of  neurosis.  That  is  to  say,  where  uncon- 
scious and  distorted  sources  of  anxiety  enter  the 
picture,  educational  processes  alone  must  always 
fail.  The  reason  for  this  is  obvious,  namely, 
that  unconscious  psychologic  processes  are  not 
accessible  to  education,  any  more  than  they  are 
accessible  to  rewards  and  punishments,  to  argu- 
ments or  appeals  to  reason,  to  exhortation  or 
threats. 

Therefore,  the  educational  process  serves 
two  parallel  purposes:  It  directly  lessens  the 
normal  anxiety  of  the  more  normal  prospective 
mother,  and  thus  reduces  both  the  fear  of  and 
the  impact  of  pain,  with  a consequent  reduction 
in  the  requirements  for  anesthesia  and  analgesia. 
Presumably  it  reduces  the  involuntary  perineal 
spasm  so  that  mother  and  baby  come  through  the 
entire  experience  in  better  health.  At  the  same 
time  the  educational  processes  also  serve  as  a 
screening  device  because  the  failure  of  the  educa- 
tional process  to  modify  the  patient’s  anxiety 
demonstrates  that  the  anxiety  is  neurotic  in  ori- 
gin and  that  some  measure  of  psychotherapy  is 
indicated  to  prepare  that  young  woman  for  child- 
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birth.  In  the  long  run  both  of  these  functions 
are  equally  important. 

In  evaluating  a patient’s  response  to  education, 
it  is  not  always  easj’  not  to  be  fooled.  A smooth, 
smiling,  superficially  bland  facade,  which  looks 
very  healthy,  may  be  used  unconsciously  to  mask 
the  deeper  panics.  We  must  remind  ourselves 
frequently  that  pregnancy  can  serve  a psycho- 
logic function  which  is  identical  with  that  of  a hys- 
terical conversion  symptom.  You  all  know  the 
hysterical  patient  who  has  a paralyzed  arm,  a 
paralyzed  foot,  an  anesthetic  hand,  etc.,  and  who 
with  a quiet,  bland,  and  contented  smile  says 
that  he  has  no  worries  at  all,  that  his  spirits  are 
fine,  that  he  is  not  angry  or  frightened,  and  that 
the  only  thing  that  bothers  him  is  the  hand  that 
he  cannot  move.  This  is  the  so-called  “belle  in- 
difference” of  the  true  hysteric. 

But  if  one  suddenly  eliminates  the  protecting 
symptom,  as  for  instance  by  direct  suggestion 
under  hypnosis,  a highlycharged  mixtureof  pentup 
effects  erupts,  e.g.,  rage,  terror,  suicidal  depres- 
sion, etc.  In  the  same  way  even  severely  neurotic 
women  are  not  infrequently  suspiciously  bland 
during  pregnancy.  It  is  as  though  the  pregnancy 
had  eliminated  for  the  time  being  all  awareness  of 
neurotic  problems.  Then  as  they  approach  term 
and  during  the  process  of  delivery  and  immedi- 
ately afterwards,  the  unconscious  problems  are 
again  activated.  These  are  the  patients  who 
erupt  into  violent  puerperal  psychoses  after  a 
seemingly  happy  and  uncomplicated  pregnancy 
or  into  unmanageable  panics  during  the  delivery 
itself.  The  obstetrician  who  is  using  the  tech- 
nics of  educated  childbirth  must  be  careful  not  to 
be  fooled  by  such  a woman  into  thinking  that  she 
is  happily  adjusted  to  the  prospects  of  childbirth 
when  in  fact  she  may  be  merely  hiding  from  her 
fears  by  pretending.  Such  a patient  will  ac- 
quiesce like  a good  little  girl  in  everything  that 
she  is  told  to  do.  But  deep  inside  herself  there 
will  be  no  alteration  of  her  secret  terror.  It 
takes  an  astute,  careful,  and  objective  observer 
to  detect  such  hidden  feelings  behind  the  smooth 
facade.  Here  again,  however,  the  educational 
technic  itself  can  serve  a valuable  screening  func- 
tion. For  instance,  the  mask  can  usually  be 
penetrated  if  during  the  process  of  education  the 
young  woman  is  presented  with  graphic  and  vivid 
images  of  the  facts  of  childbirth.  If  these  are 
not  whitewashed  and  sugar-coated,  such  a con- 
frontation can  bring  out  into  the  open  the  terror 
which  she  is  trying  to  mask.  If  she  then  is  pro- 
vided with  adequate  psychotherapy,  she  will  have 
an  opportunity  to  work  through  her  fears  in  prep- 
aration for  the  delivery. 

To  these  few  remarks  I would  add  only  one 
other.  “Educated  childbirth”  means  educating 
not  only  the  woman  but  also  the  young  house 


officer.  And,  like  all  education,  this  implies 
screening.  We  often  forget  that  some  young 
doctors  hate  obstetrics,  women,  and  babies. 
Moreover,  some  of  those  who  go  into  obstetrics 
have  this  as  their  unconscious  bias,  just  as  some 
people  who  hate  children  go  into  teaching  and 
some  who  hate  books  become  librarians  or  publish- 
ers. These  are  the  young  house  officers  who  sneer 
at  a young  woman  in  labor  who  has  given  herself 
wholeheartedly  to  “educated  childbirth”  and 
then  finds  the  going  a little  rough.  Evidently  the 
education  and  screening  of  the  young  mother 
must  be  paralleled  by  education  and  screening  of 
the  young  house  officer. 

It  has  been  a privilege  to  read  and  to  hear  Dr. 
Davidson’s  objective,  scientific,  unemotional,  and 
unevangelistic  contribution  to  a psychosomatic 
approach  to  the  processes  of  childbirth. 

Dr.  Davidson  ( Closing ) : I want  to  thank  Dr. 
Laird  for  her  interesting  statistics.  She  is  mak- 
ing the  best  of  a remarkable  opportunity,  and  we 
may  expect  fine  reports  from  her  in  the  future. 
In  answer  to  her  question,  by  “full  medication”  I 
mean  Seconal,  4 Vs  grains,  and  scopolamine,  1/m 
grain,  given  during  the  last  three  to  four  hours  of 
labor  or  the  equivalent  or  more. 

I want  to  thank  Dr.  Gerstle  for  his  clear  view 
of  the  entire  situation.  In  answer  to  his  com- 
ment on  the  effectiveness  with  abnormal  deliver- 
ies: It  is  the  equanimity  with  which  these  pa- 
tients tolerate  the  longer  labor  and  the  definite 
saving  of  premedication  which  in  many  instances 
has  meant  a lively,  active  baby  that  did  not  need 
resuscitation  as  against  the  finding  of  a very 
quiet,  sleepy  newborn  infant.  In  at  least  two  or 
three  instances  I am  sure  it  has  made  a tremen- 
dous difference  in  the  infant’s  health. 

I do  not  know  how  to  answer  his  question  as  to 
the  transference  to  a substitute  at  the  last  mo- 
ment. I have  as  yet  not  had  that  experience. 
Some  patients  have  been  transferred  to  another 
obstetrician  for  my  vacations,  but  in  those  in- 
stances they  met  him  well  ahead  of  time,  and  he 
carried  out  everything  that  I would  have  done. 
His  point  in  reference  to  the  personality  type  of 
woman  is  difficult  to  answer.  I hope  in  a year  or 
two  from  now,  when  we  have  had  a chance  to 
study  more  patients  psychologically,  that  I will 
have  a better  answer.  At  the  present  time  I can 
only  say  (1)  that  patients  of  different  personality 
type  have  reacted  well,  (2)  that  on  occasion  two 
patients  of  quite  similar  personality  types  have 
reacted  quite  differently — one  well  and  one  not 
so  well,  and  (3)  that  I have  frankly  admitted 
that  many  women,  in  spite  of  the  education,  still 
need  or  want  standard  medication.  We  have  not 
yet  had  the  opportunity  of  studying  a large 
enough  series  to  have  a definitive  answer  to  this. 

Dr.  Callahan  has  hit  the  nail  on  the  head. 
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Labor  still  is  labor.  I hoped  that  I had  made 
that  point  and  that  by  and  large  “educated 
childbirth”  is  just  common  sense,  good  up-to- 
date  obstetrics  with  more  attention  to  the  pa- 
tient’s psychologic  needs.  His  point  as  to  the 
patient’s  dependence  on  me  is  well  taken. 
However,  every  good  obstetrician  I ever  knew 
(and  this  includes  Dr.  Callahan)  always  spent 
plenty  of  time  with  his  patients.  I spend  little  if 
any  more  than  I used  to.  T wenty-five  years  ago 
I knew  that  my  presence  in  the  labor  room  wras  the 
equivalent  of  at  least  one-fourth  grain  of  mor- 
phine, but  never  until  I “educated”  patients,  did 
I have  numbers  of  them,  when  I told  them  that 
they  had  six  to  eight  hours  to  go,  tell  me  to  go 
home  and  get  some  sleep. 

I am  delighted  with  Dr.  Heilman’s  comment 
on  the  answer  of  the  mother  of  one  of  his  patients 
“pain  is  what  you  feel.”  I believe  that  without 


help,  feelings  of  pain  can  be  grossly  inflated  and, 
with  help,  diminished. 

Dr.  Kubie  has  seen  several  things  from  my  re- 
port more  clearly  than  I saw  or  expressed  them. 
The  obstetrician  must  never  feel  himself  on  a par 
with  the  psychiatrist,  able  to  treat  neuroses.  I 
do  think  though  that  the  “education  for  child- 
birth” will  alert  him  to  recognize  a little  more 
and,  as  every  good  doctor  always  does,  call  for 
needed  psychiatric  help.  The  “education”  of 
patients  for  childbirth  is  a marvelous  education 
for  the  physician,  and  he  will  be  alerted  to  things 
that  his  professional  grandfather,  the  old  family 
physician,  and  many  doctors  from  then  to  now, 
did  and  saw  intuitively,  but  which  have  been  side- 
tracked in  the  modern  rush.  Dr.  Kubie’s  com- 
ments will  go  a great  way  in  guiding  us. 

I want  to  thank  Dr.  Donovan  and  Miss  Landis- 
berg  for  their  fine  cooperation  and  excellent  work. 


THE  PITFALLS  OF  SELF-MEDICATION 
Someone  once  said  that  he  who  treats  himself  has 
a fool  for  a patient  and  an  even  greater  fool  for  a 
doctor.  How  true.  And,  yet,  hundreds  of  gullible 
persons  succumb  to  the  lure  held  out  fallaciously  for 
all  sorts  of  patent  medicines  and  nostrums  to  cover 
not  one,  but  numerous,  medical  conditions. 

Together  with  self-medication,  there  is  self- 
diagnosis.  How  often  have  we  heard  someone  re- 
late his  symptoms  in  detail,  only  to  have  someone 
else  say,  “That  is  just  exactly  what  I had.  Let  me 
give  you  the  medicine  that  absolutely  cured  me.” 
Misguided  knowledge  and  ignorant  dissemination 
of  advice  are  twro  sources  that  have  contributed 
heavily  to  the  toll  not  only  of  extensive  damage  and 
accidents,  but  even  death. 

There  is  also  the  person  wrho  thinks  if  one  dose  of 
medicine  is  good,  whether  it  be  a pill  or  an  extract, 
a double  dosage  will  be  even  more  effective.  Some 
medications,  if  taken  in  overdosages,  produce  toxic 
effects  and  poisoning,  which  can  be  serious.  A 
physician’s  prescription  should  be  refilled  only  w'hen 
the  physician  so  orders,  and  the  drug  itself  should 
never  be  passed  on  to  anyone  else. 

Some  patients  have  a tendency  to  develop  toler- 
ance to  drugs;  that  is,  they  require  progressively  in- 
creasing amounts  to  produce  the  same  effect.  If 
not  properly  supervised,  drug  addiction  can  develop. 
This  is  true  of  numerous  drugs  in  the  barbiturate 


family.  Many  patients  suffering  from  mental  con- 
fusion, a staggering  gait,  and  a skin  eruption  are 
found  to  be  suffering  from  the  accumulative  effects 
of  bromides  purchased  indiscriminately  and  taken 
to  quiet  their  nerves.  Preparations  to  reduce  weight 
are  also  included  in  this  category  of  self-medication. 
Serious  and  frequently  irreparable  harm  to  the  body 
and  nervous  system  can  ensue. 

Modern  drugs,  such  as  the  sulfonamides  and  the 
antibiotics,  have  contributed  extensively  to  con- 
trolling disease,  but,  indiscriminately  used,  can  pro- 
duce as  much  damage  as  good.  Vitamins  have  their 
role  in  maintaining  good  health,  but  only  if  a vitamin 
deficiency  exists.  And  this  knowledge  cannot  be 
determined  by  self-diagnosis.  How  can  any  one  in- 
dividual know'  if  his  or  her  diet  needs  to  be  supple- 
mented by  one  or  more  vitamins? 

Lack  of  pep,  zest,  and  vitality  can  stem  from  many 
hidden  factors  other  than  vitamin  deficiency.  A 
physical  examination  will  do  more  to  establish  the 
cause  than  a box  of  vitamins  bought  indiscriminately 
across  the  drug  counter. 

What  can  be  one  man’s  meat  may  be  another’s 
poison.  The  family  physician  spent  years  in  study 
and  training  to  understand  disease  and  how  to  cope 
with  it.  It  is  wise  to  understand  one’s  self  by  avoid- 
ing self-medication  and  self-diagnosis. — Illinois 
State  Medical  Society,  Avgust  13,  1953 


THYROID  CANCER 

William  Trevor,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Tumor  Clinic,  St.  Clare’s  Hospital) 


THYROID  cancer  is  one  of  the  least  malignant 
of  all  cancers.  If  it  is  treated  in  time,  the 
prognosis  for  five-year  survival  is  excellent.  If 
all  thyroid  nodules  were  routinely  removed  when 
first  noticed,  the  occurrence  of  thyroid  carcinoma 
would  be  markedly  decreased  because  most  thy- 
roid carcinomas  begin  in  these  adenomas.  A 
subtotal  thyroidectomy  on  the  affected  lobe  is  the 
operation  of  choice  for  the  removal  of  a solitary 
nodule  rather  than  simple  enucleation. 

Origin 

It  is  the  consensus  of  authoritative  opinion 
that  thyroid  carcinoma  arises  in  pre-existing  ad- 
enomas; by  some  authors  this  incidence  is 
placed  at  80  per  cent.  The  usual  site  of  origin  is 
a fetal  adenoma,  but  it  may  also  originate  in  col- 
loid adenomas  or  diffuse  adenomatous  goiters.1 

Incidence 

The  occurrence  of  carcinoma  in  diffuse  toxic 
goiter  is  extremely  rare.  Ward2  found  only  one 
carcinoma  in  1,900  cases  of  diffuse  toxic  goiter, 
and  Cole’s3  ratio  was  one  in  435.  However, 
the  incidence  of  thyrotoxicosis  in  thyroid  carci- 
noma is  not  rare.  In  a large  series  of  thyroid  car- 
cinoma cases  studied  by  Pemberton  and  Love- 
lace, thyrotoxicosis  was  present  in  33.5  per  cent 
of  the  group.4  Cole  et  al.  reported  an  incidence 
of  13.2  per  cent  in  a series  of  38  cases  of  carcinoma. 
To  determine  whether  the  malignant  or  benign 
tissue  of  the  thyroid  is  responsible  for  the  hyper- 
thyroidism is  a difficult  task,  but  Friedell,  after 
studying  396  cases  of  thyroid  carcinoma  with 
reference  to  hyperthyroidism,  concluded  that  car- 
cinomatous areas  were  not  the  causative  factor.6 

The  incidence  of  carcinoma  in  nodular  goiter 
varies  according  to  the  series.  Brenizer  and  Mc- 
Knight6  reported  an  incidence  of  4 per  cent  in  2,324 
cases  of  toxic  and  nontoxic  nodular  goiter; 
Ward  reported  an  incidence  of  4.8  per  cent 
carcinoma  in  3,539  cases  of  nodular  goiter.7’ 8 
Hinton  and  Lord  reported  the  incidence  of  car- 
cinoma to  be  7.6  per  cent  in  clinically  benign 
nodular  goiter  as  compared  with  an  incidence  of 
6.7  per  cent  in  clinically  benign  breast  tumors.9 
The  Hospital  of  the  University  of  Pennsylvania 
group  reported  an  incidence  of  carcinoma  of  5.5 
per  cent  of  surgically  treated  nodular  goiters  in  a 
series  of  1,135. 10 

Symptoms 

The  presenting  symptoms  of  thyroid  carci- 


noma are  usually  a history  of  gradual  increase  in 
size  of  the  cervical  mass  during  the  months  im- 
mediately prior  to  presentation  for  medical  care, 
difficulty  in  swallowing  or  breathing,  and  voice 
change.  There  is  generally  a'  history  of  a pre- 
existing goiter.  Unfortunately,  there  are  few  if 
any  early  symptoms.  One  of  the  earliest  symp- 
toms is  a feeling  of  pressure  in  the  neck. 

Diagnosis 

Three  signs  should  be  looked  for  in  the  diagnosis 
of  thyroid  cancer : The  first  is  hoarseness,  which 
is  due  to  malignant  infiltration  of  the  recurrent 
laryngeal  nerve;  the  second  is  fixation,  due  to 
malignant  infiltration  of  the  trachea  and  ribbon 
muscles;  the  third  sign  is  hardness,  and  this  is 
due  to  the  outward  growth  of  cancer  tissue  to 
replace  soft  normal  thyroid  tissue.  As  can  be 
seen,  these  are  all  late  signs  of  advanced  malig- 
nancy involving  adjacent  structures. 

Age 

Most  authorities  report  that  the  age  is  similar 
to  other  types  of  carcinoma.  Pemberton  and 
Lovelace  stated  an  average  age  of  48.1  in  wo- 
men and  52.8  years  in  men.4  The  incidence  of 
thyroid  carcinoma  in  young  people  and  children, 
contrary  to  other  types  of  carcinoma,  is  relatively 
high.  In  children  fourteen  years  of  age  or 
younger  who  were  operated  on,  Kennedy  re- 
ported carcinoma  in  12  cases  and  benign  nodular 
goiter  in  15. 11  Thus,  in  27  cases  excluding  ex- 
ophthalmic goiter,  the  incidenceof  malignancy  was 
44  per  cent.  All  these  malignancies  occurred  in 
nontoxic  nodular  goiters.  This  emphasizes  the 
dangerous  potentialities  of  nontoxic  nodular  goiter 
in  children  when  almost  one  out  of  two  is  re- 
ported as  carcinoma. 

Sex 

Goiter  of  all  types  is  much  more  prevalent  in 
the  female,  although  the  rate  of  occurrence  of 
carcinoma  in  men  with  nodular  goiter  is  increased 
over  that  in  women.  Ward  reported  a ratio  of 
one  man  to  seven  women  in  benign  nodular  goiter 
but  a ratio  of  one  man  to  3.5  women  in  thyroid 
carcinoma.2  Saying  this  in  another  way,  a man’s 
chance  of  having  cancer  in  his  nodular  goiter  is 
almost  three  times  that  of  a woman.  The  actual 
number  of  men  with  thyroid  carcinoma  reported 
in  all  series  of  cases  is  less  than  that  of  women,  but 
the  rate  of  cancer  in  men  with  nodular  goiter  is 
much  greater.  There  is  one  thyroid  cancer  to 
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every  17  surgical  goiters  in  men,  whereas  in 
women  there  is  one  thyroid  cancer  to  even-  44 
surgical  goiters. 

Nontoxic  Nodular  versus  Toxic  Nodular 
Goiter 

The  incidence  of  thyroid  carcinoma  is  markedly 
greater  in  nontoxic  nodular  goiter  than  in  toxic 
nodular  goiter.  Cole  reports  an  incidence  of 
17.1  per  cent  in  193  cases  of  the  former  group  and 
only  1.2  per  cent  in  330  cases  of  the  latter  group.3 

A most  important  point  to  be  stressed  is  that 
the  solitary  thyroid  nodule  carries  a much  greater 
incidence  of  malignancy  than  does  the  multi- 
nodular lesion.  Lahey  and  Cole  have  empha- 
sized this.1-3  Cole  reports  only  11.0  per  cent  of 
cases  of  multinodular  nontoxic  glands  as  malig- 
nant, but  24  per  cent  of  the  solitary  nontoxic  nod- 
ules were  malignant.3  Thus,  one  in  four  of  the 
solitary  nontoxic  goiters  was  malignant.  The 
size  of  the  nodule  is  unimportant  since  carcinoma 
has  been  found  in  adenomas  only  a few  milli- 
meters in  diameter.  The  age  of  the  patient  is 
unimportant  since  the  occurrence  of  carcinoma  in 
solitary  adenoma  in  the  first  and  second  decade 
is  high. 

Treatment 

The  treatment  of  thyroid  carcinoma  may  con- 
veniently  be  divided  into  three  phases;  (1) 
prophy-lactic,  (2)  definitive,  and  (3)  palliative. 
By  prophylactic  treatment  is  meant  the  early  re- 
moval of  thyroid  nodules  when  there  is  no  pre- 
operative suspicion  of  malignancy.  The  opera- 
tion of  choice  is  subtotal  thyroidectomy  of  the 
affected  lobe  in  clinically  benign  nodules  rather 
than  simple  enucleation  because  of  the  high  in- 
cidence of  malignancy  when  the  pathologic  re- 
port is  returned.  The  opposite  lobe  of  the  thy- 
roid should  be  palpated  beneath  the  sternohyoid 
and  sternothyroid  muscles  for  any  other  nodules. 
The  lower  limit  of  postoperative  irradiation 
should  be  3,000  r.  Since  thyroid  carcinoma  is 
usually  radiosensitive,  good  results  have  been 
reported  in  inoperable  cases  with  radium  and 
roentgen  rays  alone. 

In  the  definitive  treatment  when  malignancy 
is  suspected,  a radical  removal  of  the  involved 
tissue  should  be  planned.  If  the  ribbon  muscles 
are  infiltrated  by  tumor,  they  are  removed  along 
with  the  sternomastoid  muscle,  internal  jugular 
vein,  and  all  areolar  and  lymphatic  tissue  of  the 
affected  side,  i.e.,  radical  neck  dissection.  At 
least  one  recurrent  nerve,  one  parathyroid,  and 
two  carotid  arteries  should  be  preserved. 

In  the  palliative  therapy  of  obvious  thyroid 
carcinoma  as  much  of  the  malignant  thyroid 
tissue  as  possible  should  be  surgically  excised 


because  there  will  be  that  much  less  malignant 
tissue  to  be  irradiated.  When  it  is  impossible  to 
remove  all  the  carcinoma  by  surgery,  a useful 
adjunct  is  the  implantation  of  radon  seeds  into 
the  malignant  tissue  left  behind. 

The  use  of  radioactive  iodine  in  the  therapy  of 
thyroid  malignancy  has  not  lived  up  to  its  early 
promise.  The  difficulty  lies  in  the  fact  that  not 
all  types  of  thyroid  carcinoma  take  up  radioac- 
tive iodine.  Ward  reports  that  seven  of  ten  pa- 
tients treated  with  radioactive  iodine  showed  no 
measurable  pickup  of  radioactive  iodine.8 

Prognosis 

The  important  factors  influencing  prognosis 
in  operable  cases  are  (1)  the  type,  (2)  the  grade 
of  malignancy,  and  (3)  the  presence  of  metastasis. 
Tumors  of  the  thyroid  may  be  classified  in  order, 
from  least  malignant  to  most  malignant,  as  fol- 
lows: (1)  papillary  adenocarcinoma,  (2)  ma- 

lignant adenoma.  (3)  diffuse  adenocarcinoma,  (4) 
sarcoma,  and  (5)  squamous  cell  epithelioma. 
Between  60  and  70  per  cent  of  all  thyroid  car- 
cinomas will  fall  into  the  first  two  classes  of  pap- 
illary adenocarcinoma  and  malignant  adenoma 
which  are  the  least  malignant.  Almost  all  pa- 
tients with  sarcoma  or  squamous  cell  epitheli- 
oma die  within  a year  of  operation  according  to 
Pemberton  and  Lovelace.4  Of  patients  having 
other  types  of  thyroid  malignancy,  70  per  cent 
will  survive  five  years  after  surgical  removal. 
One  of  the  outstanding  characteristics  of  thy- 
roid carcinoma  is  the  high  incidence  of  the  low 
grades  of  this  malignancy.  In  a large  series  from 
the  Mayo  Clinic  68  per  cent  of  the  malignant  tu- 
mors were  of  grade  I or  II  (on  the  basis  of  classifi- 
cation from  I to  IV). 

Another  important  factor  in  the  prognosis  is 
the  extent  of  the  disease  at  the  time  of  operation. 
If  the  case  is  without  clinical  evidence  of  malig- 
nant tumor  of  the  thyroid,  the  neoplasm  being 
small  and  still  localized  within  the  capsule  of  the 
thyroid  gland,  then  the  prognosis  is  excellent. 

As  regards  distant  metastasis,  it  is  known  that 
pulmonary  metastases  may  remain  stationary  for 
man.v  years  after  removal  of  the  primary  tumor. 

Summary 

The  most  important  points  to  remember  about 
thyroid  carcinoma  are  (1)  80  per  cent  of  thyroid 
carcinomas  originate  in  pre-existing  adenomas. 
(2)  Solitary  thyroid  adenomas  carry  a very  high 
incidence  of  malignancy.  (3)  In  children  a very- 
high  rate  of  malignancy  occurs  in  thyroid  nodule. 
(4)  The  ratio  of  thyroid  carcinoma  is  three  men 
to  one  woman.  (5)  All  thyroid  nodules  should 
be  surgically  excised  by  subtotal  thy-roidectomy 
because  the  mortality  should  be  zero  when  oper- 
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ation  is  performed  by  an  experienced  thyroid 
surgeon  and  the  hospitalization  is  only  four  days. 

570  Park  Avenue 
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PATTERN  OF  A SKIN  ERUPTION  DUE  TO  FLEAS 

Lothar  Wirth,  M.D.,  Rensselaer,  New  York 


IT  IS  astounding  that  the  effects  of  fleabites  on 
the  human  skin  are  rarely  diagnosed,  mainly 
because  fleas  are  not  thought  of.  Lunsford 
wrote  to  dermatologists  in  America,  Canada, 
Hawaii,  and  Cuba  in  order  to  find  out  about 
the  flea  problem  in  those  areas.1  It  seems  that 
only  California  was  flea  conscious.1  There  is 
widespread  belief  that  the  human  flea  (Pulex 
irritans)  has  about  died  out,  but  it  is  not  generally 
known  that  cat  and  dog  fleas  (Ctenocephalides 
felis  resp.  canis)  are  human  pests  also. 

A characteristic  of  fleabites  is  the  grouping  of 
the  lesions  because  the  flea  moves  about  during 
its  meal,  repeatedly  biting  and  sucking.  Usually 
papules  or  even  blisters  may  form  around  each 
bite,  and  as  an  expression  of  allergy  to  the  antigen 
injected  by  the  flea,  similar  lesions  but  without  a 
central  point  may  appear  on  various  areas  of  the 
body. 

During  the  past  summer  I became  impressed  by 
the  uniformity  of  a Seaborne  skin  eruption  in  chil- 
dren. Once  its  etiology  became  clear,  its  pattern 
proved  to  be  diagnostic  on  first  sight. 

In  summer  because  of  the  children’s  light  cloth- 
ing, contact  between  child  and  house  animal  is 
especially  intimate,  while,  in  a flea-infested 
animal,  the  flea  population  is  particularly  large 
due  to  weather  conditions  favorable  for  their 
multiplication. 

The  skin  eruption  in  the  ten  children  whom  I 
have  seen  involved  the  front  of  the  chest,  upper 
abdomen,  and  volar  aspects  of  upper  arms  and 


forearms,  areas  which  kitten  or  puppy  occupy 
when  they  assume  the  role  of  a doll.  The  face 
was  spared  in  these  cases,  possibly  because  the 
flea  avoids  exposure  to  sunlight. 

Some  of  the  children  also  had  lesions  above  the 
ankles,  maybe  from  fleas  directly  from  the  animal 
or  possibly  from  those  which  hide  out  in  cracks  of 
floors,  in  sand,  grass  etc.,  wrhere  they  usually 
deposit  their  eggs. 

It  is  no  argument  against  fleabites  wrhen  not  all 
children  playing  w-ith  the  same  animal  are 
affected.  According  to  Lunsford  fleas  show- 
preference  for  some  individuals.  In  others  the 
effects  of  bites  eventually  disappear  since  frequent 
bites  of  fleas  may  bring  about  desensitization 
to  their  antigen,  a process  w-hich  on  the  average 
is  supposedly  accomplished  in  the  course  of  a 
year. 

Suspicion  of  the  house  pet  as  the  intermediary 
host  was  of  the  utmost  importance  for  the  cure 
in  these  cases.  Antiparasitic  measures  had  to 
include  animal  pet,  child,  and  their  respective 
quarters.  Eurax  (Geigy),  an  antiparasitic  as 
well  as  antipruritic  ointment,  did  well  for  the 
children.  Commercially  available,  commonly 
used  insecticides  were  recommended  for  the  re- 
maining task. 

82  Broadway 

Reference 

1.  Lunsford,  C.  J. : Arch.  Dermat.  & Syph.  60:  1184  (Dec.) 
1949. 


CLINICOPATHOLOGIC  CONFERENCE 

E.  J.  Meyer  Memorial  Hospital,  Buffalo,  New  York 
December  18,  1952 
Conducted  by  Samuel  S antes,  M.D. 


Introduction 

Dr.  Samuel  Saxes:  The  case  for  discussion 
today  as  an  "unknown”  in  differential  diagnosis 
involves  the  problem  of  hirsutism  in  an  eighteen- 
year-old  girl  who  also  had  menstrual  and  other 
abnormalities. 

Case  History 

Dr.  John  W.  Mattick  : An  eighteen-year-old 
Xegro  girl  was  admitted  to  the  hospital  on 
October  21,  1952.  She  had  been  well  until  Sep- 
tember 23,  1952,  at  which  time  menses  began. 
Flow  was  heavy  for  two  days.  Then  there  was 
no  bleeding  for  two  days,  after  which  bleeding 
started  again  and  continued  in  profuse  amount 
with  clots  until  hospital  entry.  Xo  tissue  was 
passed.  Intermittent,  sharp,  bilateral  lower 
quadrant  pain  accompanied  the  bleeding.  The 
patient  had  nausea  and  emesis. 

Past  History. — Menstruation  began  when  the 
patient  was  thirteen  years  of  age.  It  occurred 
every  ninety  days  for  seven,  eight,  or  thirteen 
days  until  she  was  fifteen  years  old.  At  sixteen 
years  of  age  the  patient  had  periods  every  two 
months  which  lasted  for  one  to  two  weeks. 

At  fourteen  years  of  age  she  noted  hair  growth 
on  chest,  chin,  and  side  of  face.  She  used  to  sing 
soprano,  but  the  voice  changed  to  a lower  register. 
While  at  school  the  patient  seemed  to  possess 
great  strength  but  did  not  have  much  energy. 
She  tired  easily  with  moderate  exercise.  The 
patient  gained  3 inches  in  stature  from  her 
fourteenth  to  eighteenth  birthdays.  A decrease 
in  breast  size  had  been  noted  about  one  and  one- 
half  years  ago.  There  was  no  history  of  preg- 
nancy or  abortion. 

Other  complaints  included  attacks  of 
“hysteria,”  headache,  and  dizziness.  The 
patient  did  not  like  to  be  around  people.  She 
could  not  sleep  on  a pillow  because  she  had  night- 
mares and  backaches. 

Physical  Examination. — The  patient  was  a 
thin,  well-developed  Xegro  girl.  One  examiner 
thought  the  figure  was  masculine,  although  all 
others  thought  it  feminine.  There  was  a great 
amount  of  hair  on  face,  chin,  and  chest.  Midline 


suprapubic  hair  extended  to  the  umbilicus.  The 
breasts  were  small.  Blood  pressure  at  118  64 
was  within  normal  limits.  Height  was  5 feet, 
7 inches,  and  weight  was  120  pounds. 

Pelvic  Examination. — The  outlet  was  not 
remarkable;  introitus  admitted  two  fingers,  and 
the  clitoris  was  not  enlarged.  The  uterus  was 
small  and  anterior  in  position.  The  cervix  was 
negative.  The  right  ovary  was  palpable,  and  the 
left  ovary  was  enlarged  to  about  twice  normal 
size. 

Laboratory  Data. — Results  of  laboratory  exam- 
inations were  as  follows:  Urine — specific  gravity 
1.026.  albumin  negative,  glucose  negative;  blood 
glucose  66  mg.  per  100  cc.;  hematocrit  36; 
white  blood  cells  5.200  per  cu.  mm.;  Wassermann 
negative;  nonprotein  nitrogen  25  mg.  per  cent, 
sodium  130  mEq.,  potassium  6 mEq.;  17-keto- 
steroid  determination  12  mg.  per  twenty-four 
hours ; follicle-stimulating  hormones  96.6  mouse 
units  per  twenty-four  hours. 

X-ray  Examinations. — Roentgenograms  of  the 
chest  showed  the  lungs  to  be  clear  and  the  heart 
not  unusual.  Xo  evidence  of  fracture  or  bony 
change  was  seen  on  the  skull  roentgenogram,  nor 
was  the  sella  turcica  unusual. 

Fundoscopic  Examination. — Examination  of 
the  visual  fields  yielded  results  that  were  within 
normal  limits.  The  disk  margins  were  sharp. 

Endometrial  Biopsy. — Proliferative  type  of 
endometrium  was  seen  on  biopsy,  and  repeat 
biopsy  after  a fifteen-day  interval  also  showed  the 
proliferative  type. 

Psychiatrist's  Examination  (Excerpt). — ‘ This 
girl  has  an  interesting  clinical  picture  in  that  she 
has  abnormal  hair  distribution,  and  this  hair  has 
not  been  removed  in  any  way.  Therefore,  she 
looks  almost  like  a bearded  lady.  For  the  past 
year  and  a half  patient  has  become  increasingly 
preoccupied  with  thoughts  of  engaging  in  homo- 
sexual activity.  For  the  past  year  she  has  had 
intercourse  seven  times  in  an  effort  to  see  what 
her  own  reaction  would  be.  Most  of  the  times 
she  has  ‘wished  to  be  somewhere  else.’  and  during 
intercourse  she  has  thought  of  being  in  the  kitchen 
washing  dishes  or  of  working  with  her  doll  collec- 
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Ition.  Patient  states  that  she  prefers  to  be  in 
male  company  but  does  not  have  a desire  for 
intercourse  with  men.” 

■ Laparotomy. — Findings  at  laparotomy  on  No- 

j vember  10, 1952,  will  be  described  later. 

Differential  Diagnosis 

Dr.  Grosvenor  W.  Bissell:  The  case  to  be 
discussed  as  an  “unknown”  in  differential  diag- 
nosis involves  the  problem  of  hirsutism  in  a 
young  Negro  girl  with  menstrual  difficulties,  lower 
abdominal  pain,  enlargement  of  the  ovaries, 
slight  depression  of  serum  sodium  and  increase  in 
serum  potassium,  increased  follicle-stimulating 
! hormone,  and  proliferative  type  of  endometrium. 
I shall  approach  the  case  as  a problem  of 
hirsutism,  or  abnormal  hair  production. 

A large  amount  of  work  has  been  done  on  the 
difficult  problem  of  hair  production  in  various 
species  of  animals.  Unfortunately,  little  of  the 
animal  data  may  be  applied  to  the  human  whose 
hair  pattern  is  unique  in  the  animal  kingdom. 
This  fact  requires  our  defining  the  various  types 
of  hair  characteristic  of  the  human. 

With  the  classification  suggested  by  Danforth, 
human  hair  may  be  categorized  as  follows : 

1.  General  body  hair  (“lanugo”  or  “vellus”) 
which  is  uninfluenced  by  endocrine  factors. 

2.  Ambosexual  hair,  present  in  both  sexes, 
but  dependent  on  hormonal  stimulation  which  is 
apparently  approximately  equivalent  in  both 
sexes.  Axillary  and  pubic  hair  fall  in  this  cate- 
gory. 

3.  Truly  sexual  hair  represented  in  the  male 
by  the  beard,  hair  of  the  tragus  of  the  ear,  and 
somewhat  less  clearly  by  the  terminal  hair  of  the 
anterior  chest,  shoulders,  and  abdomen. 

The  head  hair  or  capitus  is  truly  a secondary 
sexual  characteristic  also,  probably,  since  its 
weight  per  unit  of  length  is  greater  in  males.  It 
has  also  been  observed  that  the  capitus  may  be 
influenced  by  male  sex  hormones,  as  suggested  by 
the  characteristically  low  hair  line  in  eunuchs 
and  a tendency  to  balding  in  supposedly  more 
androgenic  males.  However,  in  my  opinion,  the 
phenomenon  of  balding  is  more  often  familial 
than  primarily  endocrine  in  its  genesis. 

Clinically,  abnormal  hair  production  is  re- 
ferred to  as  hirsutism.  By  more  specific  defini- 
tion, it  is  abnormal  hair  production  in  the  female. 
Seldom  is  hirsutism  a problem  in  the  male  except 
perhaps  in  instances  as  exemplified  by  the  famous 
Jefticheff  and  Schwe  Maong  families,  the  so- 
called  “dog  men,”  in  which  the  vellus  or  lanugo 
hair  of  early  birth  remains  and  actually  covers 
the  entire  face.  In  these  instances,  I think 
hirsutism  would  probably  be  a problem  even  in 
the  male. 

I think  we  should  now  consider  what  pathologic 


lesions  may  produce  hirsutism  in  a woman. 
Naturally,  we  think  of  aberrations  in  certain 
endocrine  organs,  predominantly  the  adrenal 
cortex,  anterior  pituitary,  and  ovaries.  I do  not 
think  that  I have  sufficient  time  to  mention  in 
great  detail  the  normal  physiologic  controls  of 
hair  growth  which  we  have  come  to  recognize,  but 
I think  it  is  worth  while  to  mention  a few  of  the 
facts  which  make  us  believe  that  these  glands  are 
implicated  in  female  hair  production.  In  relation 
to  ambosexual  hair  growth,  that  is,  pubic  and 
axillary  hair,  we  know  that  in  the  female  it  is 
entirely  a function  of  the  adrenal  cortex,  as  shown 
by  the  fact  that  in  panhypopituitarism  and 
Addison’s  disease  in  which  the  cortex  is  nonfunc- 
tioning pubic  and  axillary  hair  disappears  or, 
when  it  is  shaved  off,  never  reappears.  We 
know  that  pubic  and  axillary  hair  is  not  affected 
primarily  by  ovarian  function  by  the  fact  that 
castrate  females  and  postmenopausal  women  do 
not  lose  their  pubic  and  axillary  hair.  We  also 
know  that  women  with  Addison’s  disease  who 
have  been  able  to  show  adequate  pituitary- 
ovarian  relationship  by  undergoing  pregnancy  do 
not  necessarily  have  pubic  and  axillary  hair. 

In  contrast,  the  beard  and  pubic  and  axillary 
hair  of  the  male  seem  to  be  influenced  chiefly  by 
gonadal  secretion;  supporting  this  is  the  dis- 
appearance of  the  beard  and  ambosexual  hair  in 
postpubertal  castrates  and  its  nonappearance  in 
prepubertal  eunuchoid  individuals.  In  contrast, 
Addisonian  males  do  not  demonstrate  very 
remarkable  beard,  axillary,  and  pubic  hair  loss. 
Panhypopituitary  males  (with  associated  gonadal 
failure)  do  so,  however.  Thyroid  function  and 
general  nutritional  states  also  must  be  considered, 
but  time  does  not  allow  more  complete  discussion 
of  these  factors.  I think  perhaps  these  general 
statements  indicate  some  of  the  complicated 
factors  involved  in  normal  hair  growth. 

We  now  may  consider  what  line  of  reasoning  to 
take  when  we  are  presented  with  a female  with 
hirsutism.  I have  already  indicated  that  the 
organs  most  commonly  considered  are  the  adrenal 
cortex,  anterior  pituitary,  and  gonads.  In  rela- 
tion to  the  adrenal  cortex  there  are  three  path- 
ologic lesions  which  are  associated  with  hirsutism : 
an  adrenal  cortical  carcinoma,  a functioning 
adrenal  cortical  benign  adenoma,  and  bilateral 
adrenal  hyperplasia.  Any  one  of  these  three 
pathologic  entities  can  give  identical  clinical 
entities.  One  of  the  two  syndromes,  the  so- 
called  “Cushing’s  syndrome,”  believed  to  be 
caused  by  an  increased  production  of  oxysteroids 
or  "S-like  hormones”  of  Albright,  leads  to  a well- 
known  and  familiar  clinical  entity  associated  with 
hirsutes,  a mild,  insulin-resistant  diabetes,  poly- 
cythemia, hypertension,  osteoporosis,  thin  skin, 
and  the  other  characteristics  which  I think  we 
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all  know  very  well.  On  the  other  hand,  any  one 
of  these  three  pathologic  adrenal  lesions  may  lead 
to  the  adrenogenital  syndrome  caused  by  in- 
creased output  of  the  nitrogen-storing  or  andro- 
genic hormones  or  “X-hormones”  of  Albright  in 
which  we  observe  marked  inasculinization,  in- 
crease in  body'  musculature,  hirsutes,  and 
amenorrhea.  In  the  Cushing  syndrome  charac- 
teristically there  is  a high  output  of  11-oxyster- 
oids  in  the  urine.  In  the  adrenogenital  syndrome 
characteristically  there  is  no  marked  metabolic 
disturbance  such  as  is  observed  in  the  Cushing 
syndrome,  and  there  is  a marked  increase  in  the 
output  of  urinary  17-ketosteroids  which  are  a 
reflection  of  androgenicity  in  the  female.  If 
either  one  of  these  syndromes  is  due  to  an  adrenal 
cancer,  the  fractionation  of  the  17-ketosteroids 
usually  will  show  a marked  increase  in  the  beta- 
fraction  which  is  fairly  characteristic  of  malig- 
nancy. It  is  not  absolutely  diagnostic  but  is 
very  suggestive  of  the  presence  of  malignancy. 

In  regard  to  the  anterior  pituitary  there  are 
two  lesions  which  may  be  associated  with  hirsut- 
ism. One  is  the  basophilic  adenoma,  the  so- 
called  “basophilism”  as  described  by  Dr.  Cushing 
many  years  ago,  which  gives  a clinical  picture 
indistinguishable  from  Cushing’s  syndrome  due 
to  adrenal  cortical  carcinoma,  hyperplasia,  or 
adenoma.  The  other  pituitary  lesion  which  may- 
be associated  with  hirsutism  is  an  eosinophilic 
adenoma  which  is  associated  with  the  con- 
comitant signs  of  acromegaly.  In  my  experience 
this  tumor  more  often  affects  the  general  body 
hair,  and  facial  hirsutism  has  been  an  unusual 
association  although  it  has  been  reported. 

Last,  hirsutism  is  sometimes  associated  with 
certain  ovarian  tumors,  most  notably  the  rare 
tumors  such  as  the  arrhenoblastoma  or  masculin- 
ovoblastoma  which  are  associated  with  maseulin- 
ization,  amenorrhea,  breast  atrophy,  clitoral  en- 
largement, an  ovarian  mass,  and  ketosteroids 
often  within  normal  limits,  although  high  values 
have  been  reported. 

There  is  a miscellaneous  group  of  diseases  with 
which  hirsutism  has  been  associated ; it  has  been 
described  with  lutein  cell  tumors  of  the  ovaries, 
diffuse  ovarian  luteinization,  the  “large  white 
ovary  syndrome”  of  Stein  and  Leventhal,  thymic 
tumors  with  secondary  adrenal  hyperplasia, 
derma tomyositis,  concussion  of  the  brain,  tera- 
tomata, neuritis  of  several  varieties,  mumps, 
encephalitis,  mental  defect,  and  multiple  sclerosis. 
The  wide  divergence  of  these  entities  makes  me 
inclined  to  believe  that  perhaps  the  association  of 
hirsutism  with  some  of  these  entities  is  more 
casual  than  causal. 

Last,  we  have  to  consider  a very  unsatisfac- 
tory' category  which  is  referred  to  as  idiopathic 
hirsutism.  There  is  not  very  much  information 
about  this  subject  in  the  literature.  This  was 
one  of  the  reasons  why  ten  years  ago  we  began  to 


study  some  of  these  individuals  in  whom  we  could 
not  demonstrate  any  organic  cause  for  the 
hirsutism  which  was  often  very  marked.  Idio- 
pathic hirsutism  is  by  far  the  most  common  type 
of  hirsutism  seen  in  the  female.  Character- 
istically, it  appears  at  puberty,  during  or  imme- 
diately after  the  birth  of  a child,  or  at  the 
menopause.  The  entity  is  very  much  more 
common  in  brunettes  and  certain  races,  notably 
southern  Europeans,  Syrians,  and  Jews. 

The  patients  whom  we  studied  often  shaved 
daily,  and  it  is  an  interesting  fact  that  Danforth, 
who  has  done  a great  deal  of  work  on  this  subject, 
has  observed  that  30  per  cent  of  Caucasian 
women  have  sufficiently  heavy  beard  growth  to 
shave  at  least  once  a day  or  once  every  other  day. 
Most  of  the  patients  whom  we  studied  had  facial 
hair,  but  some  of  them  also  had  increased  hair  on 
their  chest,  back,  and  circumareolar  hair.  The 
occurrence  of  obesity  in  this  group  of  patients  was 
very  common,  and  we  were  unable  at  times  to  tell 
whether  the  obesity  did  not  actually  follow  the 
onset  of  hirsutism  and  was  perhaps  a result  of  the 
severe  emotional  reaction  which  I think  any 
woman  undergoes  when  she  suddenly  finds  she  is 
becoming  hirsute.  Because  of  the  radiographic 
findings  in  the  Cushing  syndrome,  complete 
radiographic  studies  were  done  in  these  indi- 
viduals, but  no  osteoporosis  was  found.  Sella 
turcicas  were  taken  in  all,  and  no  enlargement  of 
the  sella  was  observed.  It  was  of  interest  that 
about  50  per  cent  of  these  patients  had  normal 
menstrual  cycles,  the  other  50  per  cent  showed 
menstrual  irregularities,  usually  more  related  to 
oligomenorrhea  or  long  periods  of  amenorrhea. 
To  my  knowledge  none  of  them  showed  menor- 
rhagia as  this  patient  just  presented  seems  to 
have  had  in  some  degree.  It  was  of  some  interest 
that  the  examination  of  the  genitalia  in  our 
patients  revealed  that  the  labia  majora  were 
frequently  rather  hypertrophied  and  pouting, 
and  the  clitoris,  although  not  enlarged,  was  often 
the  top  limit  of  the  accepted  normal.  Com- 
plete electrolyte  studies  demonstrated  no  aberra- 
tions. Determinations  of  17-ketosteroids  in  a 
group  of  45  such  women  showed  that  there  was  arf 
occasional  patient  who  showed  a slight  increase  in 
ketosteroids;  however,  by  and  large,  the  large 
number  of  the  group  showed  normal  values. 

We  note  the  patient  under  consideration  had  a 
value  of  12  mg.  per  twenty-four  hours,  well  within 
the  range  of  normal.  It  is  always  dangerous  to 
give  an  opinion  on  one  17-ketosteroid  determina- 
tion; we  would  like  to  have  several  on  this  girl 
before  we  would  give  firm  opinion  about  her,  but 
this  one  determination  would  represent  a normal 
value.  Ketosteroids  have  been  studied  by  other 
individuals  interested  in  idiopathic  hirsutism, . 
and  they  are  apparently  within  the  range  of 
normal  in  most  females  with  this  syndrome.  I 
might  say  parenthetically  that  androgen-estrogen 
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ratios  were  done  in  a few  of  these  women  1)}’  Glass 
and  his  colleagues  about  eleven  years  ago,  and 
there  is  some  indication  that  there  may  be  a 
slight  increase  in  their  androgen  production. 

It  is  of  some  interest  that  we  did  gonadotropin 
assays  in  several  individuals  with  idiopathic 
hirsutism,  and  I was  rather  surprised  to  find  that 
the  patient  presented  to  us  here  had  an  increased 
follicle-stimulating  hormone  assay  which  would 
ordinarily  mean  a mild  degree  of  ovarian  in- 
sufficiency or  possibly  a reflection  of  some  primary 
pituitary  hyperactivity.  In  going  over  some 
data  that  we  collected  ten  years  ago,  I discovered 
that  we  had  made  this  identical  finding  in  two  of 
a series  of  12  idiopathic  hirsute  individuals  in 
whom  we  did  gonadotropin  titers.  At  that  time 
I noted  that  two  of  these  women  were  still 
menstruating  rather  regularly,  and  my  only 
comment  was  that  they  probably  had  some  slight 
degree  of  pituitary  hyperfunction  or  ovarian  in- 
sufficiency. I didn’t  go  an}'  further  then,  and  I 
don’t  think  I can  now. 

One  must  remember,  also,  that  hirsutism  of  the 
idiopathic  type  may  be  transient.  Transient 
hirsutism  may  accompany  several  situations,  one 
of  which  is  pregnancy.  It  usually  appears  during 
pregnancy  and  disappears  after  the  pregnancy 
has  terminated.  It  may  also  accompany  severe 
thermal  burns,  starvation,  and  cachectic  states. 
Today  we  also  see  transient  hirsutism  related  to 
the  administration  of  high  doses  of  testosterone 
for  the  treatment  of  carcinoma  of  the  breast. 

Before  I proceed  to  the  discussion  of  this  partic- 
ular patient,  for  the  sake  of  some  completeness  I 
would  like  to  mention  the  treatment  for  hirsut- 
ism. If  one  has  a demonstrable  organic  lesion 
such  as  a tumor,  the  removal  of  the  tumor  will 
often  reverse  the  altered  metabolic  process,  al- 
though the  hirsutism  is  often  the  last  thing  to  re- 
gress, and  indeed  it  may  persist  even  after  the 
lesion  has  been  removed.  In  treating  bilateral 
adrenal  hyperplasia  there  are  two  available  meth- 
ods. If  associated  with  Cushing’s  syndrome, 
bilateral  adrenal  resection  with  appropriate  hor- 
monal preoperative  preparation  is  preferred.  If 
associated  primarily  with  the  adrenogenital  syn- 
drome, adrenal  resection  may  be  preferred,  or  a 
medical  suppression  of  androgenic  function  by 
high  doses  of  cortisone,  as  recently  demonstrated 
by  Wilkins  and  also  Albright,  may  be  employed. 

However,  in  the  great  number  of  cases  no  or- 
ganic lesion  is  found,  and  we  are  faced  with  a real 
therapeutic  problem.  There  is  a popular  notion 
that  the  administration  of  large  doses  of  estrogen 
can  somehow  or  other  make  such  a patient  more 
feminine,  but  I can  tell  you  that  the  administra- 
tion of  estrogens  either  topically,  parenterally,  or 
orally,  does  nothing  to  alter  the  hirsutism  in  any 
way.  We  tried  thiouracil  several  years  ago  in  an 
attempt  to  cut  down  on  the  over-all  metabolism, 


and  we  thought  that  perhaps  this  would  control 
hirsutism.  This  therapy  also  was  certainly  with- 
out effect.  Actually  the  treatment  of  hirsutism 
usually  gets  down  to  the  patient’s  own  tweezing, 
shaving,  and  epilating.  X-radiation  should  be 
decried  because  of  the  danger  of  carcinogenesis. 
Electrolysis  is  sometimes  effective  but  is  tedious, 
and  there  is  no  guarantee  that  the  hirsutism  will 
not  reappear.  However,  one  should  take  great 
pains  to  guard  against  emphasizing  this  condition 
as  a “hopeless”  situation. 

In  considering  this  patient  I don’t  think,  quite 
frankly,  that  I can  make  a precise  diagnosis.  If 
her  lower  quadrant  pain  had  not  been  so  severe  as 
is  noted,  I think  I would  be  inclined  to  say  this 
girl  had  idiopathic  hirsutism,  since  from  the  data 
given  you  cannot  really  find  that  she  has  any 
evidence  of  a known  organic  lesion.  I do  not 
have  any  information  as  to  whether  her  family 
had  a history  of  hirsutism  which  might  have  been 
of  help. 

In  regard  to  a possible  adrenal  lesion  she  did 
have  a low  sodium,  and  her  potassium  was  a little 
elevated.  There  is  a rather  rare  entity  in 
children,  which  has  been  described  by  Wilkins 
el  al.  and  others,  in  which  the  adrenal  is  all  an- 
drogenic zone,  and  there  is  little  of  the  zone  which 
produces  desoxy-like  substances;  however,  one 
would  guess  this  girl  could  not  have  stood  such  a 
process  for  so  long  a time.  I am  not  familar  with 
a similar  syndrome  beginning  in  adult  life,  and  I 
am  somewhat  at  a loss  to  explain  the  slightly  low 
sodium  and  high  potassium,  particularly  in  the 
face  of  ketosteroids  which  seem  to  be  normal  and 
which  would  indicate  normal  androgenic  adrenal 
function. 

In  view  of  the  normal  sella  and  absence  of 
other  clinical  findings  suggestive  of  pituitary 
disease,  my  attention  is  focused  on  the  ovary. 

In  considering  possible  ovarian  pathology,  I 
note  that  this  patient  had  a proliferative  endo- 
metrium, taken  at  a time  when  one  would  expect 
a secretory  type.  In  the  absence  of  clitoral  hy- 
pertrophy this  would  seem  to  suggest  possible 
continuous  estrin  secretion  with  the  type  of 
functional  bleeding  sometimes  referred  to  as 
metropathia  hemorrhagica.  One  sometimes  sees 
this  with  cystic  ovaries. 

Dr.  Sanes  has  been  kind  enough  to  give  me  the 
information  that  this  patient  was  explored  but 
not  autopsied.  There  is  no  clinical  evidence  to 
suggest  that  the  patient  warrants  a craniotomy 
for  pituitary  exploration  or  an  adrenal  explora- 
tion. This  leads  me  to  think  that  in  the  light  of 
her  abdominal  pain  and  menstrual  disturbances 
she  had  a pelvic  laparotomy. 

Assuming  this  to  be  correct,  I can  imagine 
several  possible  findings.  First,  I have  already 
indicated  that  this  is  very  possibly  hirsutism  of  an 
“idiopathic”  type  in  which  case  the  ovaries  may 
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be  entirely  normal.  However,  as  already  men- 
tioned, there  is  evidence  that  she  had  a somewhat 
increased  urinary  excretion  of  gonadotropins. 
One  wonders  whether  there  may  not  have  been  a 
continuous  ovarian  stimulation,  primarily  of  the 
follicles,  with  subsequent  follicular  enlargement 
and  hypersecretion  and  followed  by  proliferation 
of  the  uterine  endometrium.  In  such  a case  one 
might  expect  to  find  bilateral  simple  cystic 
ovaries  or  the  “great  white  ovary”  syndrome  of 
Stein  and  Leventhal.  Diffuse  luteinization  is 
also  possible.  Although  an  ovarian  tumor  must 
be  considered  (masculinovoblastoma.  arrheno- 
blastoma.  etc.),  I think  it  unlikely  in  the  face  of 
no  clitoral  enlargement,  etc. 

In  closing.  I should  think  that  if  this  is  not 
hirsutism  of  “idiopathic”  nature,  it  will  be  of 
ovarian  etiology  of  one  of  the  types  just  mentioned, 
in  order  of  preference. 

I should  like  to  reiterate  that  the  vast  majority 
of  hirsute  women  do  not  have  a demonstrable 
hyperfunctional  endocrine  lesion.  If  one  ob- 
serves facial  hirsutism  in  the  absence  of  clitoral 
hypertrophy  or  demonstrable  masses  in  the  pelvis, 
flank,  etc.,  and  in  the  presence  of  normal  menses, 
regularly  fluctuating  basal  body  temperatures, 
normal  vaginal  smears,  or  the  presence  of  preg- 
nancies. the  patient’s  hirsutism,  although  un- 
sightly, is  largely  a dermatologic  and  perhaps  a 
psychiatric  problem.  However,  extensive  ex- 
ploratory operations  and  expensive  endocrine 
steroid  assays  may  be  avoided. 

I look  forward  with  great  curiosity  to  Dr. 
Sanes’s  findings  in  this  case. 

Laparotomy 

Dr.  Louis  Trippe:  Laparotomy  was  per- 
formed on  November  10,  1952.  The  uterus  was 
normal  in  size.  The  tubes  appeared  normal,  and 
the  ovaries  were  twice  normal  in  size.  The  outer 
portions  of  the  ovaries  were  shiny,  grayish-white, 
and  somewhat  thickened  with  areas  of  pea-sized, 
translucent  cysts.  A wedge  resection  of  half  of 
each  ovary  was  done.  Incidental  appendectomy' 
was  performed.  Postoperative  diagnosis  was 
polycystic  ovaries,  probably  related  to  the  Stein- 
Leventhal  syndrome. 

Pathologic  Report 

Dr.  Vincent  Scamurra:  The  pathologic  re- 
port was  as  follows : 

Gross  Examination. — (1)  One  portion  of  ovary, 
measuring  4.7  by  2.7  by  0.9  cm.,  and  another 
portion,  measuring  2.2  byr  1 by  0.2  cm.,  were  re- 
ceived. (2)  One  portion  of  ovary,  measuring  3 by 
3 by  1.7  cm.,  and  another  portion,  measuring  1.5 
by  1.5  by  0.7  cm.,  were  received.  All  portions 
showed  multiple  follicle  cysts.  The  appendix 
was  received. 

Microscopic  Examination. — Ovaries  showed 


primary  follicles.  There  were  adhesions  on  sur- 
face. The  capsule  was  thickened.  Multiple 
follicle  cysts  were  present.  Few  corpora  albi- 
cantia  were  seen.  The  stroma  was  moderate. 
There  were  no  corpora  lutea.  Appendix  re- 
vealed hyperplasia  of  lymphoid  tissue. 

Pathologic  Diagnosis. — The  diagnosis  was  poly- 
cystic (follicle  cyst)  ovaries  compatible  with 
Stein-Leventhal  syndrome. 

Summary 

Dr.  Vincent  Scamurra:  Our  patient  repre- 
sents the  clinicopathologic  picture  of  Stein-Leven- 
thal syndrome  or  “the  syndrome  of  large,  pale 
ovaries.” 

Patients  with  this  syndrome  usually  come  to 
the  physician  because  of  secondary  amenorrhea 
or  sterility.  Originally  Stein  excluded  cases 
with  uterine  bleeding;  however,  in  the  past  ten 
years  irregular  uterine  bleeding  has  been  seen  in 
some  patients.  At  the  Massachusetts  General 
Hospital  eight  of  21  cases  had  menometrorrhagia. 
On  physical  examination  abnormal  hair  distri- 
bution is  the  most  striking  feature,  but  it  is  not  a 
constant  one.  Abnormal  hair  growth  on  the  face, 
chest,  and  extremities  is  seen  in  50  per  cent  or 
more  of  reported  cases.  Pelvic  examination  fre- 
quently reveals  bilaterally  enlarged  cystic  ovaries. 
At  laparotomy  the  ovaries  are  enlarged  two  to 
four  times.  Accepted  treatment  is  bilateral  wedge 
resection  of  ovaries  with  suturing  of  capsule. 

Pathologically,  the  ovarian  changes  are  rather 
consistent.  The  capsule  is  thick,  tough,  and 
white.  There  are  numerous  follicle  cysts  con- 
taining clear  fluid.  Occasionally  a corpus  luteum 
cyst  may  be  found.  Primordial  follicles  are  scant 
or  absent.  The  follicle  cysts  are  lined  by  granu- 
losa cells,  which  are  absent  in  some  cysts,  re- 
placed by  a hyalinized  membrane.  The  theca 
interna  is  hypertrophied ; its  cells  may  be  lutein- 
ized. Isolated  islands  of  pale  or  luteinized  cells 
may  represent  hypertrophied  theca  interna  in 
tangential  sections.  The  endometrium  is  per- 
sistently proliferative  in  type. 

Ingersoll  was  unable  to  demonstrate  any  basic 
hormonal  imbalance  in  his  cases.  On  the  other 
hand,  Stein,  Greenblatt,  Zondek,  and  others  feel 
that  there  is  a primary  hormonal  imbalance,  prob- 
ably an  inadequate  secretion  of  the  luteinizing 
hormone  of  the  pituitary  with  secondary  changes 
in  the  ovary. 

Results  of  treatment  by  wedge  resection  are 
encouraging.  As  of  1951  Stein  had  operated  on 
76  patients  with  this  syndrome.  Menstrual 
function  was  restored  in  all  28  of  his  single  pa- 
tients and  in  90  per  cent  of  his  48  married  women. 
Of  41  married  women  complaining  of  sterility,  66 
per  cent  conceived  one  or  more  times  after  sur- 
gery. The  hirsutism  as  a rule  persists,  although 
occasionally  it  responds  to  wedge  resection. 


Case  Report 


CONGENITAL  POLYCYSTIC  KIDNEYS  ASSOCIATED  WITH  HYDROURETERS 
AND  ATRESIA  OF  LOWER  URINARY  TRACT  IN  A STILLBORN  INFANT 

Arthur  D.  Redmond,  M.D.,  F.A.C.P.,  and  John  F.  Majeranowski,  M.D., 

Ogdensburg,  New  York 

( From  the  Division  of  Obstetrics  and  Department  of  Pathology,  A.  Barton  Hepburn  Hospital) 


DOLYCYSTIC  kidneys  in  newborn  and  still- 
•*'  bom  babies  have  been  fully  described,  studied, 
and  reported  in  recent  years  by  a large  number  of 
investigators.  To  the  published  cases  we  wish  to 
add  one  more  since  it  represents  an  uncommon  com- 
bination of  polycystic  kidneys  associated  with  hy- 
droureters and  atresia  of  the  urethra  and  upper  seg- 
ment of  the  left  ureter. 


Case  Report 

A stillborn  boy  weighing  9 pounds  was  delivered 
in  the  obstetrics  ward.  On  inspection  a markedly' 
distended  abdomen  was  a striking  feature  and  the 
possibility  of  polycystic  kidneys  or  intestinal  dis- 
tention was  considered. 

The  boy’s  mother  was  a thirty-seven-year-old, 
white  woman,  who  weighed  245  pounds  at  the  time 
of  delivery. 

Blood  tests  were  as  follows:  Rh  factor,  positive; 
Wassermann  reaction,  negative.  Routine  laboratory' 
examination  of  blood  and  urine  was  irrelevant. 

Her  past  history  was  unremarkable  except  for  the 
usual  uncomplicated  childhood  illnesses  such  as 
measles,  mumps,  whooping  cough,  and  chickenpox. 
She  previously  had  had  two  normal  pregnancies,  in 
1945  and  1947,  and  delivered  two  full-term,  healthy 
girls  who  are  living  at  the  present  time.  The  family 
history  on  her  maternal  and  paternal  side  did  not 
reveal  abnormalities  of  any  children  such  as  being 
born  dead  or  abnormal  development.  On  the 
husband’s  side  a similar  history  was  obtained  with 
the  exception  of  an  uncle,  at  present  sixtyr-two  y'ears 
of  age,  who  is  mentally  retarded.  This  was  appar- 
ently attributed  to  birth  injury. 

The  mother’s  last  prenatal  state  and  labor  were 
uneventful.  It  was  noted  that  she  had  gained  45 
pounds  during  the  pregnancy'.  Upon  delivery  the 
uterus  was  found  to  be  larger  than  usual  and  nodular. 
She  left  the  hospital  in  seven  day's.  Later  the  ex- 
amination by'  a surgeon  was  followed  by  hysterec- 
tomy' which  revealed  the  presence  of  large,  multiple 
fibroleiomy'omas.  Her  recovery  was  uneventful.  / 

Necropsy  Abstract 

The  st  illborn  infant  was  autopsied,  and  the  findings 
were  as  follows: 

Gross  Examination. — The  color  of  the  skin  re- 
vealed no  unusual  features.  The  abdomen  ap- 
peared enlarged  and  distended.  Bizarre  position  of 
the  large  right  toe  which  stuck  out  medially'  leaving 
a large  space  between  the  first  and  second  toes  was 
noted. 

Lungs  showed  no  evidence  of  expansion  and  sank 
promptly  in  the  water. 

tYhen  the  abdominal  cavity  was  opened,  several 
striking  observations  were  made.  There  was  an 


Fig.  1.  The  photograph  of  the  specimen  showing 
polycystic  kidneys,  twisted  and  dilated  ureters, 
dilated  and  hy'pertrophied  urinary'  bladder.  Note  the 
atresia  of  the  upper  segment  of  left  ureter. 

enormously  enlarged  and  nodular  left  kidney,  di- 
lated ureters,  and  urinary  bladder.  The  ureters 
were  distended  and  twisted  to  such  an  extent  that 
at  first  they  were  mistaken  for  loops  of  bowel.  On 
the  sectioned  surface  the  left  kidney  presented  a 
picture  of  numerous  larger  and  smaller  cystic  struc- 
tures with  almost  no  evidence  of  normal  kidney 
parenchy'ma  being  left  intact.  The  cysts  were  filled 
with  clear  fluid.  The  right  kidney  was  studded  with 
many'  minute  cysts  also  filled  with  fluid,  but  grossly' 
it  appeared  that  there  was  a considerable  amount  of 
functioning  kidney  tissue  present  (Fig.  1).  The 
left  kidney'  measured  18  by  10  by'  6 cm.;  the 
right  one  measured  4 by'  3 by  2 cm. 

Both  ureters  were  conspicuously  twisted,  dis- 
tended, and  filled  with  clear  amber  fluid  (Fig.  2). 
Their  walls  revealed  marked  hypertrophy.  The 
right  ureter  maintained  its  normal  relation  with  right 
renal  pelvis  and  urinary  bladder.  The  left  one,  on 
the  other  hand,  showed  complete  and  absolute  atre- 
sia of  its  upper  segment,  maintaining,  however,  free 
communication  with  the  bladder.  Both  ureteral 
openings  into  the  urinary'  bladder  showed  consider- 
able dilatation.  The  bladder  itself  appeared  enlarged, 
and  its  walls  were  markedly  hypertrophied  (Fig.  1). 
The  urethra  revealed  complete  obliteration  of  its 
membranaceous  part;  the  other  portions,  however, 
remained  opened  and  well  formed. 

The  remaining  visceral  organs  essentially'  pre- 
sented no  gross  abnormalities. 
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Fig.  3.  Wall  of  cyst  of  left  kidney  lined  by  one 
row  of  flattened  epithelium.  The  connective  and 
fibrous  tissue  stroma  contains  dilated  and  atrophic 
tubules,  cartilaginous  rest,  glomerulus,  and  vessels. 
(Hematoxylin  and  eosin  stain;  115  X) 

Microscopic  Examination. — -Lungs  showed  the 
usual  picture  of  a fetal  lung.  The  alveoli  were  un- 
expanded and  were  lined  by  a cuboidal  embryonal 
epithelium.  The  vessels  revealed  marked  engorge- 
ment. 

Heart,  liver,  and  spleen  were  histologically  unre- 
markable. 

Kidneys. — -Each  kidney  essentially  presented  a 
different  picture.  The  left  kidney  revealed  numer- 
ous cystic  structures  lined  with  flattened,  single- 
layered epithelium.  The  cysts  were  separated  by 
a dense  and  relatively  thick  septa  composed  of 
fibrous  and  connective  tissue  with  embedded  occa- 
sional rests  of  cartilage  and  suppressed  atrophic 
or  dilated  kidne\-  elements  such  as  tubules,  glomer- 
uli, and  vessels  (Fig.  3).  The  right  kidney  showed 
relatively  well-preserved  structures  although  most 
of  the  convoluted  tubules  as  well  as  some  of  the  Bow- 
man’s capsules  were  moderate^'  dilated.  The 
stroma  was  fibrous  or  composed  of  young  connective 
tissue  with  foci  of  erythropoiesis  and  occasional 
small  mononuclear  cells  (Fig.  4).  Here  and  there 
islets  of  well-formed  cartilage  were  observed  (Fig. 
5).  In  addition  some  areas  actually  showed  well- 
formed  cysts  lined  with  one  layer  of  flattened  epi- 
thelium; the  wall  consisted  of  matured  connective 
and  fibrovascular  tissue  stroma  (Fig.  6). 


Fig.  4.  Functioning  part  of  right  kidney.  The 
tubules  and  occasionally  the  Bowman’s  capsules  are 
moderatelv  dilated.  (Hematoxvlin  and  eosin  stain; 

95  X) 


Fig.  5.  Same  section  as  Fig.  4,  but  showing 
different  field  with  an  islet  of  well-formed  cartilage. 
(Hematoxylin  and  cosin  stain;  170  X) 

Ureters  and  urinary  bladder  revealed  hypertro- 
phy of  their  muscular  wall  and  some  flattening  of 
the  transitional  epithelium. 

Comment 

The  old  theory,  dealing  with  congenital  polycystic 
kidneys,  suggested  that  this  condition  results  from 
failure  of  the  tubes  of  the  blastema  to  connect  with 
a glomerulus  at  the  upper  end  and  with  a connecting 
tube  at  the  lower  end.1  This  theory  seems  to  be  no 
longer  held  and  is  replaced  by  more  modern  views 
which  maintain  that  polycystic  disease  of  the  kid- 
neys is  a result  of  an  abnormal  extension  of  the  de- 
generative process  occurring  normally  in  the  meso- 
nephros and  in  the  first  generations  of  nephrons  in  the 


Fig.  2.  LTreter  sectioned  transversely  showing 
extreme  dilatation  and  threefold  twists  of  the  same 
lumen.  (4  X) 
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Fig.  6.  The  wall  of  one  of  the  larger  cysts  of  the 
right  kidney.  It  is  lined  by  one  row  of  flattened  cells. 
The  stroma  is  composed  of  fibrovascular  elements. 
(Hematoxylin  and  eosin  stain;  115  X) 

metanephros.2,3  Lambert  maintains  that  the  most 
important  structural  feature  of  the  polycystic  kidney 
of  the  newborn  is  that  the  cystic  nephrons  are  closed 
systems,  not  communicating  with  the  pelvis  and, 
therefore,  deprived  of  functional  ability.4  Potter 
is  of  the  opinion  that  in  attempting  to  explain  the 
origin  of  polycystic  kidneys  several  factors,  such  as 
abnormalities  in  the  development  of  various  elements 
of  the  nephrons,  must  be  considered.6  She  also 
remarks  that  “nephrons  formed  by  the  normal  dif- 
ferentiation of  metanephric  bud  and  metanephronic 
mesoderm  may  become  subsequently  dilated  as  a 
result  of  obstruction  to  urinary  outflow  at  any  level, 
including  urethra,  ureter,  any  part  of  the  collecting 
or  uriniferous  tubules,  or  the  junction  of  tubules 
and  Bowman’s  capsules.” 

The  present  case  seems  to  fall  into  the  category 
of  polycystic  kidneys,  being  a result  of  two  separate 


obstructive  lesions,  one  for  each  kidney.  Atresia 
of  the  upper  segment  of  the  left  ureter  apparently 
caused  extensive  dilatation  of  developing  nephrons 
with  subsequent  formation  of  cystic  structures  and 
suppression  and  atrophy  of  the  functioning  elements 
of  the  corresponding  kidney.  Atresia  of  the  urethra 
should  be  held  responsible  for  dilatation  of  the  tubules 
and  formation  of  cysts  of  the  right  kidney.  The 
process  here,  however,  developed  slowly,  probably 
less  interfering  with  the  maturation  of  the  nephrons, 
since  the  ureters  and  urinary  bladder  had  to  be  first 
filled  with  urine  before  the  obstructive  factor  could 
have  any  effect  on  the  right  kidney.  Islets  of  carti- 
lage observed  in  the  stroma  of  both  kidneys  present 
another  evidence  that  the  obstruction  may  have 
been  a major  factor  resulting  in  bilateral  polycystic 
kidneys  in  the  case  in  question.6  These  cartilagi- 
nous rests,  however,  apparently  may  also  be  found 
in  neoplasms,  e.g.,  Wilms’s  tumor,  and  occasionally 
even  in  normal  and  healthy  kidneys.6  The  heredity 
could  not  be  established  in  this  case  from  the  avail- 
able data. 

Summary 

A case  of  congenital  polycystic  kidneys  associated 
with  hydroureters  and  atresia  of  upper  segment  of 
one  ureter  and  atresia  of  the  urethra  is  presented. 
The  detailed  postmortem  study  seemed  to  support 
the  theory  that  in  certain  cases  an  obstruction  of 
the  urinary  outflow  in  fetal  life  may  play  an  impor- 
tant if  not  major  role  in  development  of  this  condi- 
tion 
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BOUGHT  ANY  NEW  MEDICAL  BOOKS  LATELY? 


Your  older  volumes  would  be  gratefully  received 
by  physicians,  hospitals,  and  universities  of 
Israel.  Especially  needed  are  books  in  the  following 
categories:  all  medical  specialties,  anatomy,  avia- 
tion medicine,  bacteriology,  biology,  biochemistry, 
chemistry,  dentistry,  endocrinology,  first  aid,  general 
practice,  gynecology  and  obstetrics,  hospitals,  in- 
dustrial medicine,  internal  medicine,  medical  dic- 
tionaries, mental  hygiene,  military  and  naval  medi- 
cine, nursing,  nutrition,  pathology,  pharmacology, 
physical  medicine,  physiology,  psychiatry,  psychol- 
ogy, psychosomatic  medicine,  public  health,  surgery, 


and  veterinary  medicine. 

If  you  can  spare  any  of  these  books,  in  good  con- 
dition and  published  since  1940,  please  send  them 
by  prepaid  parcel  post  to : Books  for  Israel,  115  King 
Street,  New  York  1,  New  York. 

Note:  Up  to  70  lbs.  may  be  sent  by  parcel  post,  at 
8 cents  for  the  first  pound  and  4 cents  each  additional 
pound,  marked  “Book  Rate.”  Please  give  return 
address  of  individual  or  organization,  so  that  your 
gift  may  be  acknowledged.  Funds  for  shipment 
from  New  York  to  Israel  have  been  provided  under 
Point  IV,  sponsorship  of  U.S.  State  Department. 


Special  Articles 

UNITED  MEDICAL  SERVICE,  INC.— “THE  DOCTORS’  PLAN” 

Part  I — Historical  Background 

Chas.  Gordon  Heyd,  M.D.,  New  York  City 
( Chairman , Board  of  Directors,  United  Medical  Service,  Inc.) 


OREPAID  medical  insurance  is  not  new.  It  has 

existed  in  some  form  or  other  for  nearly  a hun- 
dred years.  In  Germany  in  1884  Bismarck  intro- 
duced a form  of  prepaid  medical  insurance,  and 
many  can  still  remember  the  days  of  lodge  practice 
and  health  clubs.  England  in  1911,  under  Prime 
Minister  David  Lloyd  George,  introduced  “panel 
doctors,”  to  be  followed  later  by  the  present  social- 
ized system.  The  Blue  Cross  and  the  Blue  Shield 
movement  are  something  altogether  different. 

The  development  of  prepaid  medical  care  plans 
has  been  one  of  the  most  extraordinary  accomplish- 
ments in  social  organization  within  our  history. 
It  is  pleasant  to  recall  that  a plan  for  medical  non- 
profit indemnity  insurance  was  submitted  by  Dr. 
Frederic  Elliott  and  approved  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  on  Octo- 
ber 18,  1938,  and  later,  the  Medical  Expense  Fund, 
an  indemnity  type  of  prepaid  medical  insurance, 
was  organized  and  endorsed  by  the  New  York  State 
Medical  Society. 

In  the  early  1940’s  there  existed  in  the  metropoli- 
tan area  four  organizations  that  in  various  ways 
were  entering  the  field  of  prepaid  medical  insurance. 
The  late  Dr.  David  McAlpin  Pyle  and  the  late  Dr. 
Sigismund  Goldwater,  with  the  aid  of  a substantial 
loan  from  the  United  Hospital  Fund,  launched 
Community  Medical  Care.  This  plan,  in  essence, 
was  for  ward  accommodations  in  the  hospital,  the 
medical  service  being  rendered  by  the  attending 
staff. 

Group  Health  Insurance  was  active  in  propagan- 
dizing for  recognition.  This  was,  at  that  time,  essen- 
tially a zone  and  panel  system. 

A few  years  later,  there  was  also  being  formulated, 
under  the  impetus  of  the  late  Mayor  LaGuardia,  a 
plan  eventually  to  be  known  as  H.I.P.  (Health 
Insurance  Plan).  This  plan  received  a very  sub- 
stantial benefit  in  that  the  City  undertook  to  pay 
one  half  of  the  premium  for  all  municipal  employes. 

It  appeared  obvious  to  even  the  most  superficial 
student  of  the  situation  that  four  competing  organi- 
zations would  serve  no  long-range  usefulness  and 
that  a merger  should  be  attempted.  Largely  under 
the  guidance  of  Mr.  Louis  H.  Pink,  president  of 
Associated  Hospital  Service,  and  Mr.  Roland 
George,  president  of  the  Medical  Expense  Fund, 
Community  Medical  Care,  the  Medical  Expense 
Fund,  and  Group  Health  Insurance  were  invited  for 
a conference.  Basically,  all  prepaid  medical  plans 
depend  upon  the  active  cooperation  of  duly  licensed 
physicians.  In  fact,  the  medical  profession  in  theory 


and  practice  underwrites  and  makes  available  the 
professional  medical  services  of  the  plans.  Since 

H. I.P.  was  a group  clinic  with  a panel  system  of 
physicians,  without  free  choice  of  physician,  and 
subsidized  by  government  funds,  it  could  not  be 
brought  into  any  projected  plan  of  merger.  It  was 
found  as  the  conference  continued  that  Group 
Health  Insurance  was  reluctant  to  merge,  and  the 
representatives  of  that  organization  withdrew  from 
further  conferences.  Community  Medical  Care 
and  Medical  Expense  Fund  consolidated  in  1944 
under  the  title  LTnited  Medical  Service,  Inc.,  New 
York’s  Blue  Shield  Plan. 

It  is  somewhat  surprising  to  find  out  that  today  a 
great  many  physicians  believe  that  UMS  belongs  in 
some  way  in  the  financial  and  administrative  setup 
of  Associated  Hospital  Service.  Before  the  launch- 
ing of  UMS  various  Blue  Cross  plans  throughout 
the  United  States  were  writing  both  hospital  and 
prepaid  medical  insurance.  Some  of  our  states  to- 
day permit  either  the  Blue  Cross  or  the  Blue  Shield 
to  write  both  types  of  insurance.  We  were  fortu- 
nate that  the  legislature  in  the  State  of  New  York 
permitted  the  incorporation  of  a hospital  plan,  Blue 
Cross,  and  a medical  plan.  Blue  Shield,  only  as  two 
separate  and  distinct  organizations.  In  retrospect, 
it  is  interesting  to  note  that  Associated  Hospital 
Service  appealed  on  numerous  occasions  to  the  State  , 
legislature  to  permit  them  to  write  both  prepaid 
hospital  and  medical  service  contracts.  In  any 
event,  LTMS  began  its  career  officially  on  June  17, 
1944,  as  a separate  and  individual  Blue  Shield  plan. 

“There  is  a tide  in  the  affairs  of  men,  which, 
taken  at  the  flood  leads  on  to  fortune.”  This  well- 
known  quotation  may  be  applied  to  organizations. 

It  was  very  fortunate  indeed  that  LTMS  had  within 
easy  reach  the  organizational  facilities  of  Associated 
Hospital  Service.  This  Blue  Cross  unit  had  gone 
through  many  birth  pangs  and  trials  by  error,  and  it 
developed  a very  effective  and  efficient  organization. 
The  organization  and  technical  facilities  .of  AHS 
have  been  utilized  by  UMS  for  sales,  enrollment, 
statistical  records,  billing  and  accounting,  and  ad- 
vertising. Yet,  each  company  has  its  own  board  of 
directors,  and  each  has  its  own  legal  responsibility 
for  the  management  and  disposition  of  its  premium 
income. 

One  of  the  most  common  causes  (7.6  per  cent  per 

I, 000  claims)  for  rejection  of  a claim  for  medical  serv- 
ice is  that  the  subscriber  believes  that  with  Blue 
Cross  (hospital  insurance)  coverage  he  also  has  Blue 
Shield  (medical  service)  coverage;  to  paraphrase, 
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“But  I have  Blue  Cross  and  that  pays  my  doctor.” 
The  facts  are  very  simple.  Blue  Cross  (Associated 
Hospital  Service)  and  Blue  Shield  (United  Medical 
Service)  are  two  distinctly  separate  and  individually 
incorporated  organizations.  Insurance  in  one  or 
the  other  does  not  insure  the  subscriber  in  both. 

This  error  has  grown  up  like  Topsv  because  the 
Blue  Cross  (Associated  Hospital  Service)  was  first 
in  the  prepayment  hospital  insurance  field.  The 
error  also  has  a strange  persistency  in  the  minds  of 
the  participating  physicians  of  United  Medical 
Service.  Let  me  clarify  the  situation. 

Blue  Cross  and  Blue  Shield  are  symbols: 

1.  Blue  Cross  represents  voluntary  prepayment 
insurance  for  hospital  costs. 

2.  Blue  Shield  represents  voluntary  prepayment 
insurance  to  help  pay  doctors’  bills. 

In  the  metropolitan  area  the  Blue  Cross  repre- 
sentative is  the  Associated  Hospital  Service  of  New 
York,  AHS.  The  Blue  Shield  representative  in  the 
same  area  is  the  United  Medical  Service,  UMS. 


Each  corporation,  Associated  Hospital  Service  and 
United  Medical  Service,  is  a complete  and  separate 
entity  in  finances,  management,  and  organization. 
Each  company  is  individually  accountable  and  re- 
sponsible under  the  law  to  the  Superintendent  of 
Insurance  of  the  State  of  New  York.  Each  has  its 
own  board  of  directors,  its  own  executives,  manage- 
ment, and  production  officials. 

Since  about  70  per  cent  of  the  functions  and  pur- 
poses of  each  corporation  are  similar,  operations  can 
be  carried  on  as  a common  activity.  UMS  wishes 
to  avoid  duplication  of  effort  and  therefore  purchases 
certain  activities  from  AHS,  namely,  (1)  sales  and 
enrollment,  (2)  billing  and  collection,  and  (3)  public- 
ity and  public  relations  (not  medical  relations),  by 
means  of  an  “agency  agreement,”  whereby  Associ- 
ated Hospital  Service  performs  these  functions  and 
United  Medical  Service  pays  to  AHS  a fair  and  ade- 
quate compensation  for  them.  In  essence,  this  rep- 
resents a money  saving  of  immense  proportions  by 
the  device  of  joint  operations  for  similar  functions. 


BLOOD  PRESSURE  STUDY  IN  PERSONS  SIXTY-FIVE  AND  OVER 

Arthur  M.  Master,  M.D.,  Herbert  H Marks,  and  Harry  L.  Jaffe,  M.D., 

New  York  City 

( From  the  New  York  Heart  Association,  the  Metropolitan  Life  Insurance  Company,  and 

Mount  Sinai  Hospital ) 


ClNCE  hypertension  is  so  common  and  may  lead 
^ to  heart  disease,  the  correct  interpretation  of 
blood  pressure  readings  is  of  great  importance, 
particularly  because  of  the  increasing  number  of 
people  who  undergo  routine  health  examinations  in 
the  physician’s  office,  in  industrial  plants,  and  in 
public  health  studies.  Therefore,  a statistical  study 
of  the  blood  pressure  in  people  who  are  sixty-five 
years  of  age  and  over  has  been  undertaken. 

Although  previous  blood  pressure  studies  had 
indicated  that  the  incidence  of  hypertension  in- 
creased with  age,  the  important  influence  of  age  by 
decade  and  sex  on  the  normal  blood  pressure  was 
not  taken  into  account.  As  a result,  an  arbitrary 
figure,  usually  150/90,  was  used  as  the  upper  limit 
of  normal  for  all  adults  over  forty.  This  resulted  in 
excessive  incidence  of  hypertension.  Therefore, 
the  blood  pressure  in  74,000  gainfully  employed 
persons  up  to  the  age  of  sixty-four  was  studied. 
The  ranges  of  normal  blood  pressure  for  each  decade 
and  by  sex  were  published  in  1950.'  The  upper 

This  investigation  is  sponsored  by  the  New  York  Heart 
Association,  Mount  Sinai  Hospital,  and  the  Metropolitan 
Life  Insurance  Company.  Some  help  has  also  been  received 
from  the  American  Medical  Association. 


limit  of  normal  was  higher  for  each  age  group  than 
that  previously  used. 

The  evaluation  of  blood  pressure  in  old  age  has 
become  a major  problem  because  of  the  growing 
number  of  older  people  in  the  United  States  and  the 
paucity  of  data  in  these  age  groups.  Millions  of 
Americans  are  now  sixty-five  years  of  age  or  older. 
With  the  increasing  life  span  many  more  millions 
will  be  added  within  several  decades.  It  is  essential 
to  know  (1)  the  normal  range  of  blood  pressure  as 
well  as  the  lower  limit  of  hypertension  for  each  age 
group  over  sixty-five  for  both  sexes,  (2)  whether  the 
blood  pressure  continues  to  increase  with  age  and  to 
vary  with  sex  in  those  who  are  more  than  sixty-five 
years  old,  (3)  whether  the  blood  pressure  is  related 
to  weight,  or  (4)  to  surface  area,  or  (5)  to  height. 

The  relationship  of  hypertension  to  coronary 
sclerosis  and  occlusion,  cardiac  enlargement, valvular 
disease,  calcification  of  the  aorta,  electrocardio- 
graphic abnormalities,  hypercholesterolemia,  and 
diabetes  may  have  to  be  reinvestigated  in  people 
over  sixty-five  as  has  recently  been  done  up  to  that 
age.  It  had  been  generally  accepted  that  an  etio- 
logic  relationship  between  hypertension  and  coro- 
nary occlusion  exists  in  both  sexes.  However, 
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BLOOD  PRESSURE  STUDY  - 1 AGES  65  and  OYER)  • Under  Auspices  of  New  York  Heort  Associotion.  Inc.  • Arthur  M_  Most  er.  M.D.,  Director 
Patient's  initials  Dole  of  Examination  Heart  Diseoie:  Ye*  Q No  Q I.  Mild  Angina:  Y.  0 N.  0 2.  Prev.  Angina:  Y.  0 N.  Q 

Residence:  City  or  Town  State  3.  Previous  Coronory  Occlusion:  Ye*  □ No  □ 4.  Hypertensive  Ht.  Dis.:  Y.  □ No  □ 

Color  Sex  Age  la*!  birthday  5.  Rheumatic  Ht.  Di*.:  Mitral:  Ye*  Q No  Q Aortic:  Ye*  □ No  □ 


Height  (»  shoes]  Ft.  In.  Weight  (?  shoes  or  clothing)  Lbs. 

c*  birth 

Work:  1.  Employed  full  time  . 0 3.  Unemployed 

2.  Employed  port  time  □ 4.  Retired  □ 

Occupation:  (usuol  or  previous  if  retired  or  unemployed) 

I.  Forming  0 2.  Light  Manual  0 3.  Heovy  Manual  0 

4.  Sole*.  Cier.col,  etc  Q 5.  Professional  0 
6.  Executive,  official  or  proprietor  0 7.  Housewife  Q 


6.  Prev.  Congestive  Failure:  Ye*  Q No  0 Other 


BLOOD  PRESSURE 

Initial 

10  min.  later 

How  token? 

lying  down  0 

Sitting  0 

Systolic 

Diostolic 

— 4th  phase 

Diastolic 

— 5th  phase 

Previous  maximum  blood  pressure  Year 


Remorks  (Use  other  side  if  necessary) 


Chronic  Diseases:  Major  Diognosis 


Other  Diagnoses 


Physicion's  Name  . 


Physician's  Address.. 

Fig.  1.  Printed  questionnaire  sent  to  17,000  physicians. 


using  the  limits  of  normal  blood  pressure  newly 
established  for  those  under  sixty-five,  we  have  shown 
that  such  a causal  relationship  exists  only  in  women ; 
in  men  no  important  relationship  between  hyper- 
tension and  coronary  occlusion  was  found.  On  the 
basis  of  the  new  limits  of  normal  blood  pressure,  it 
was  also  found  that  enlargement  of  the  heart 
occurred  not  uncommonly  in  men  with  coronary 
occlusion  when  their  blood  pressure  had  been  normal. 
It  was  concluded  that  coronary  artery  disease  alone 
could  produce  the  cardiac  enlargement  in  men. 
Women  with  coronary  occlusion,  on  the  contrary, 
rarely  developed  cardiac  enlargement  if  their  blood 
pressure  was  normal.  Hypertension,  therefore, 
appeared  to  be  a very  important  factor  in  the  pro- 
duction of  enlargement  of  the  heart  in  women. 

For  the  previous  study  of  people  sixteen  through 
sixty-four  years  of  age  an  excellent  source  of  material 
was  found  among  the  larger  industrial  concerns. 
Therefore,  for  the  study  of  the  normal  blood  pressure 
in  people  sixty-five  years  of  age  and  older  in  1951  and 
1952,  a pilot  study  was  conducted  in  such  concerns 
to  determine  the  availability  of  data  in  these  age 
groups.  It  was  found  that  industry  was  not  a suit- 
able source  because  (1)  relatively  few  persons  sixty- 
five  or  older  were  employed  and  (2 ) most  concerns 
retire  their  employees  at  sixty-five.  Half  of  these 
companies  discharged  workers  whose  blood  pres- 
sures were  beyond  an  arbitrary,  fixed  limit  which 
varied  from  140  90  to  230/130.  In  addition,  the 
technics  employed  in  obtaining  blood  pressure  read- 
ings varied  tremendously. 

Old  age  homes  also  proved  unsuitable  for  our 
study  because  only  scanty  blood  pressure  data  were 
available. 

Procedure 

It  was  decided,  therefore,  to  seek  the  aid  of 
doctors,  geographically  distributed  throughout  the 
country,  in  order  to  obtain  the  data  required. 
General  practitioners,  part-time  specialists,  i.e., 
practitioners  with  a specialty,  and  full-time  special- 
ists in  internal  medicine  and  cardiovascular  diseases 
were  to  be  asked  to  cooperate.  The  number  of 
doctors  to  be  contacted  in  each  state  was  determined 


in  accordance  with  the  number  of  its  inhabitants 
over  sixty-five. 

In  the  hope  of  obtaining  the  cooperation  of  the 
American  Medical  Association  in  the  study,  we 
asked  Dr.  Frank  G.  Dickinson,  chief  of  Medical 
Economic  Research  of  that  organization,  to  obtain 
for  us  from  the  records  of  the  American  Medical 
Association  the  required  number  of  names  of 
physicians  in  each  state.  Dr.  George  Lull,  the 
general  manager,  brought  the  request  to  the  atten- 
tion of  the  board  of  trustees  of  the  American 
Medical  Association,  who  decided  to  help  in  the 
research  study.  We  thus  obtained  the  names  of 
17,000  physicians  to  whom  printed  questionnaires 
were  recently  sent  (Fig.  1). 

The  questionnaire  card  was  made  as  simple  and 
as  clear  as  possible.  It  can  easily  be  completed  by 
the  insertion  of  the  figures  requested  and  by  check 
marks  in  the  “yes”  and  “no”  columns.  The  data 
on  the  cards  will  lend  themselves  to  facile  transfer 
to  “punch”  cards  and  to  subsequent  statistical 
analysis  on  International  Business  Machines. 

Each  of  the  17,000  physicians  was  requested  to 
fill  out  the  questionnaires  for  six  newly  examined 
persons:  two  in  the  sixty-five  to  sixty-nine-year 
group,  two  in  the  seventy  to  seventv-four-year 
group,  and  two  above  the  age  of  seventy-five.  We 
asked  that  one  of  the  latter  be  eighty  years  old  or 
over  if  possible.  The  subjects  were  all  to  be  in 
fairly  good  health  and  not  bedridden,  although 
they  might  have  some  chronic  illness.  Those  able 
to  do  part  or  full-time  work  were  particularly 
desired.  If  they  were  well  at  the  time  the  blood 
pressure  was  obtained,  people  with  rheumatic  heart 
disease,  chronic  coronary  disease,  or  hypertension 
could  be  included.  The  most  suitable  subjects, 
therefore,  were  patients  coming  for  routine  examina- 
tion and  relatives  or  friends  in  the  desired  age 
group. 

Two  blood  pressure  readings,  ten  minutes  apart 
in  either  the  reclining  position  or  sitting,  were 
requested  on  each  subject.  The  diastolic  pressure 
was  to  be  recorded  in  both  the  fourth  phase  (a 
definite  diminution  in  the  sound)  and  in  the  fifth 
phase  (complete  disappearance  of  the  sound).  If, 
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however,  only  the  fourth  or  the  fifth  phase  diastolic 
reading  could  be  obtained,  it  was  to  be  entered  in 
the  appropriate  place  on  the  card.  The  need  for 
accurate  readings  to  the  nearest  even  digit  was 
stressed. 

The  weight  of  the  subject  without  shoes  or  cloth- 
ing was  to  be  entered  on  the  questionnaire.  Women 
might  wear  a slip  and  stockings  and  men  their 
shorts.  If  the  subject  was  more  fully  clothed,  the 
estimated  weight  of  the  clothes  was  to  be  subtracted. 

The  height  of  the  patient  was  to  be  taken  with  the 
shoes  off.  If  shod,  the  heel  height  was  to  be  sub- 
tracted from  the  total. 

The  questionnaires  were  sent  by  first  class  mail. 
Each  letter  contained  a self-addressed,  return 
envelope  with  postage  affixed. 

Race  and  Geographic  Location 

The  persons  whose  blood  pressures  will  be  recorded 
and  analyzed  are  geographically  distributed  through- 
out the  country  in  accordance  with  the  distribution 
of  those  who  are  sixty-five  and  older.  This  is 
important  since  the  blood  pressure  level  seems  to 
vary  with  race  and  geographic  location.  Thus, 
people  in  tropical  and  subtropical  climates  appear  to 
have  lower  blood  pressures,  and  the  incidence  of 
hyper  tension  among  them  is  low. 

Weight  and  Blood  Pressure 

In  earlier  studies  of  gainfully  employed  persons 
between  the  ages  of  sixteen  and  sixty-four,  the 
absolute  and  relative  variations  in  blood  pressures, 
as  measured  by  the  standard  deviation  and  the 
coefficient  of  variation,  were  found  to  increase  with 
weight,  particularly  after  the  age  of  forty  years. 
The  greatest  contrast  in  the  mean  pressures  was 
found  in  the  older  age  groups.  We  look  forward 
with  interest,  therefore,  to  this  study  of  the  weight 
of  even  older  people,  i.e.,  those  over  sixty-four  years 
of  age. 

Statistical  Technic 

In  analyzing  the  measurements  of  such  a variable 
physiologic  function  as  the  pressure  of  the  blood, 
difficulties  will  be  encountered  because  exact  figures 
cannot  often  be  obtained.  However,  all  the 
precautions  possible  have  been  taken  to  round  out 
the  blood  pressure  readings,  which  will  be  recorded 
with  care,  to  the  nearest  even  digit.  Physicians  in 
this  country  usually  record  readings  with  terminal 
zeros  and  eights,  and  this  has  been  guarded  against. 
In  previous  studies  in  each  age  group  of  both  sexes, 


the  frequency  distribution  of  the  blood  pressure 
levels  yielded  a fairly  normal  curve.  We  hope  to 
obtain  results  at  least  as  good  in  this  newly  under- 
taken research  project. 

The  range  of  normal  blood  pressure  will  be  based 
upon  the  distribution  of  blood  pressure  readings 
around  the  mean,  according  to  age  and  sex.  The 
standard  deviation,  a,  will  be  used  to  measure  the 
amount  of  deviation  from  the  mean.  In  the  normal 
distribution,  roughly  two  thirds  (68.27  per  cent)  of 
all  the  observations  are  found  to  be  within  one 
standard  deviation  from  the  mean  (mean  ± a),  and 
approximately  95  per  cent  of  all  the  observations  are 
found  to  be  within  two  times  the  standard  deviation 
from  the  mean  (mean  ± <r).  Since  there  is  no 
definition  of  what  constitutes  physiologic  normality, 
the  statistical  determination  of  the  normal  blood 
pressure  range  must,  of  necessity,  be  an  arbitrary  one. 
Statistically  speaking,  one  may  assume  that  any 
reading  within  one  standard  deviation  (±  «r)  from 
the  mean  is  within  the  normal  range.  Indeed,  the 
normal  range  may  reasonably  be  extended  to  in- 
clude 80  per  cent  of  all  observations,  40  per  cent  on 
either  side  of  the  mean  (±  1.282  a).  All  blood 
pressure  readings  found  to  be  higher  than  two  times 
the  standard  deviation  from  the  mean  (about  5 per 
cent)  will  be  called  “abnormal.”  These  will  include 
2.5  per  cent  of  all  the  observations  at  either  extreme. 
The  area  between  the  upper  limit  of  the  normal  and 
the  lower  limit  of  the  probably  abnormal  will 
constitute  a narrow'  borderline  range.  Frequency 
distribution  curves  will  be  constructed  for  each 
five-year  age  group  and  for  each  sex,  and  the  cal- 
culated arithmetical  mean,  the  “normal,”  the 
“borderline,”  and  the  abnormal  ranges,  according  to 
the  definitions  just  given,  w'ill  be  indicated. 

Blood  pressure  readings  which  are  higher  than  two 
times  the  standard  deviation  from  the  mean  ( + 2 a) 
will  be  considered  hypertensive.  Those  which  are 
low’er  than  two  times  the  standard  deviation  from  the 
mean  ( — 2 a)  will  be  considered  hypotensive. 

We  shall,  of  course,  establish  our  own  definitions 
of  “hypertension”  among  the  older  age  groups. 
Also  the  incidence  of  “hypertension”  in  these  age 
groups  w'ill  be  computed  according  to  the  various 
old  criteria.  It  must  be  emphasized  that  the  new 
limits  of  hypertension  will  have  to  be  correlated 
with  the  entire  clinical  picture. 
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The  only  way  to  keep  your  health  is  to  eat  what  you  don't  want , drink  what  you  don’t  like, 
and  do  what  you’d  rather  not—  Mark  Twain 
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MY  SIXTY-EIGHT  YEARS  IN  MEDICINE— PART  I 

Henry  Jones  Mulford,  M.D.,  Buffalo,  New  York 


AS  TODAY,  the  twentieth  day  of  February, 
1953,  I stand  upon  the  threshold  of  my 
eighty-seventh  year  of  life,  my  memory  goe§ 
back  through  the  sixty-eight  of  those  years  which 
I devoted  to  the  study  and  practice  of  medi- 
cine, and  it  seems  to  me  at  this  moment  that  cer- 
tain pictures  in  that  old-time  panorama  might  be 
of  interest  . But  I warn  the  reader  that  this  will 
not  be  a record  of  extraordinary  achievement  . It 
is  only  that  I wish  to  record  certain  observations 
of  mine  and,  in  setting  them  down  here,  to  illus- 
trate in  a small  way  the  manner  in  which  medi- 
cine has  progressed. 

I do  not  recall  just  why  I became  interested  in 
the  study  of  medicine,  but  it  was,  perhaps,  the 
eruption  of  a latent  impulse  in  my  mind.  My 
father  was  a druggist  back  in  the  sixties  in  Toledo, 
Ohio,  and  a granduncle,  Dr.  William  W.  Jones, 
who  brought  me  into  the  world  on  February  19, 
1867,  was  a pioneer  practitioner  in  that  city. 

I have  some  faint  recollections  of  my  life  in 
that  city,  where  I lived  during  my  first  six  years. 
The  first  is  of  myself,  clad  in  my  nightgown  and 
held  in  the  arms  of  a neighbor  woman,  while  I 
watched  from  across  the  street  the  burning  of  our 
barn  and  the  rear  of  the  house.  I can  see  the 
flames  now  as  they  flared  high  in  the  air.  The 
bam  with  its  contents,  a horse  and  several  ve- 
hicles, was  a total  loss,  but  the  rear  of  the  house 
was  only  scorched. 

Another  item  in  my  memory  which  goes  back 
to  when  I was  about  five  years  old  was  my  Uncle 
Will’s  offices  situated  in  his  house  on  Jefferson 
Street  just  off  Summit  Street  and  of  some  of  his 
primitive  instruments  there.  And  another  recol- 
lection of  the  same  date  is  of  my  father’s  new  and 
elaborate  drug  store  at  the  comer  of  Summit 
and  Superior  Streets,  father  having  moved  from 
a small  store  at  Ferry  and  Summit. 

In  taking  over  the  larger  store  father  had 
rather  spread  himself  for  he  had  put  tiled  marble 


upon  the  floor  of  the  new  store  and  had  installed 
a soda  water  fountain,  the  first  fountain  of  the 
sort  to  appear  in  Toledo.  Mother  made  the 
syrups,  and  father  “manufactured”  the  soda 
water  for  the  fountain.  The  “factory”  in  which 
the  sparkling  water  was  made  consisted  of  a 
large  copper  cyclinder  resting  upon  steel  uprights 
set  into  the  cement  floor  of  the  cellar  of  the  store. 
The  cylinder  was  geared  to  a hand  crank  by 
means  of  which  it  could  be  revolved  with  increas- 
ing rapidity.  The  process  of  “manufacture”  was 
simple:  It  consisted  simply  of  placing  the  re- 
quired proportions  of  distilled  water  and  carbon 
dioxide  gas  in  the  cylinder  and  then  speeding  up 
the  cylinder.  But  while  simple,  the  process  was 
not  unattended  by  danger.  I recall  father  telling 
me  that  the  cylinder  had  twice  exploded  while  he 
was  manipulating  the  crank!  But  the  marble 
floor  and  the  new  fountain  were  too  much  for 
Toledo  at  that  early  period,  and  shortly  we  moved 
to  Buffalo,  the  home  of  my  mother's  people, 
where  I have  lived  ever  since. 

My  connection  with  medicine  began  in  Sep- 
tember, 1885,  when  I matriculated  at  the  Medi- 
cal College  of  the  University  of  Buffalo.  My 
medical  course  extended  through  five  years  as 
follows:  three  years  at  the  Medical  College, 

registered  under  a preceptor,  as  was  required  at 
that  time.  Included  in  the  foregoing  were  two 
spring  courses,  one  at  the  end  of  my  first  winter 
and  the  other  at  the  end  of  my  second.  Next  was 
an  internship  at  the  Erie  County  Hospital,  extra- 
curricular sessions  in  combination  clinical  diag- 
nosis and  prescription  work  at  the  Fitch  Dis- 
pensary under  Dr.  John  H.  Pryor,  the  Dispensary 
and  the  Hospital  both  in  Buffalo,  and  post- 
graduate work  in  New  York  City. 

My  training  in  New  York  City  was  under  the 
following  men,  each  eminent  in  his  own  depart- 
ment: Dr.  D.  Bryson  Delavan  and  Dr.  George 
A.  Richards  in  otolaryngology.  Dr.  T.  Mitchell 
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Prudden  in  special  pathology,  Dr.  Frederick 
Peterson  (formerly  of  Buffalo)  in  psychiatry,  and 
Dr.  John  Camman,  son  of  the  designer  of  the 
Camman  Stethoscope,  in  physical  diagnosis. 

I here  desire  to  pay  tribute  to  the  Major 
Faculty  at  the  Buffalo  Medical  College  and  to 
register  the  high  esteem  in  which  I held  these 
men,  who  were  among  my  first  instructors  in 
medicine:  Roswell  Park,  professor  of  surgery, 

Charles  G.  Stockton,  professor  of  principles  and 
practice  of  medicine,  Charles  Cary,  professor  of 
anatomy,  Matthew  D.  Mann,  professor  of  ob- 
stetrics and  gynecology,  and  Julius  Pohlmann, 
professor  of  physiology.  Also  Rudolph  A.  Witt- 
haus,  professor  of  chemistry  and  toxicology, 
Elmer  Starr,  professor  of  ophthalmology,  James 
T.  Putnam,  professor  of  psychiatry  and  neurol- 
ogy, Eli  Long,  professor  of  materia  medica, 
Frank  WTiitehill  Hinkel,  our  first  professor  of 
otolaryngology,  and  Ansley  Wilcox,  LL.D.,  pro- 
fessor of  medical  jurisprudence.  Among  these 
men  were  to  be  found  authors,  musicians,  sports- 
men, world  travelers,  and  civic  leaders,  and  all 
possessed  more  than  local  fame  as  teachers. 

I must  not  omit  mention  of  the  Junior  Faculty. 
I held  those  young  men  in  equal  esteem.  They 
were  kind  to  the  students — always  ready  to  help 
us  and  always  able  to.  They  also  were  men  of 
attainments.  And,  while  I have  outlived  every 
one  of  both  groups,  the  image  of  each  and  every 
one  still  lives  in  my  memory. 

Incidentally  let  me  state  that  my  graduation 
thesis,  in  which  I discussed  the  cerebral  motor 
centers  in  their  relation  to  the  fissure  of  Rolando, 
received  “Honorable  Mention”  at  our  graduation 
exercises  in  the  spring  of  1889.  That  area  of  the 
brain,  having  recently  been  found  to  be  the  loca- 
tion of  “centers”  for  the  activation  of  the  muscles 
of  the  body,  was  under  critical  discussion  at  the 
time.  I might  also  state  that  when  I was  auto- 
matically retired  from  the  Medical  College  at 
sixty-five,  I was  associate  professor  of  otolaryn- 
gology. 

I add  here  an  item  which  will  be  of  interest  as 
a contrast  to  the  present  high  cost  of  a medical 
education.  During  my  time  the  Buffalo  Medical 
College  issued  a “Perpetual  Ticket”  at  a charge 
of  S150.  This  ticket  was  indeed  “perpetual”  for 
it  was  good  for  as  many  regular  courses  at  the 
College  as  the  student  desired  to  attend  or  needed 
in  order  to  graduate.  (There  was  one  man  in  my 
class  who  had  been  in  the  College  for  five  years, 
but  his  name  does  not  appear  among  those  of 
my  class  who  graduated.)  Figure  1 is  a photo- 
static copy  of  the  perpetual  ticket  issued  to  me  at 
the  time  of  my  matriculation.  I do  not  believe 
that  outside  of  the  archives  of  the  College  there 
is  another  such  ticket  in  existence. 

Returning  from  New  York  City  late  in  the 


Fig.  1 

spring  of  1890,  I opened  an  office  in  a quiet  neigh- 
borhood in  Buffalo  and  set  about  establishing 
myself  as  an  otolaryngologist.  But  I cannot  say 
that  my  first  patients  were  any  encouragement  to 
my  ambition.  In  fact,  my  very  first  case  was  a 
dud. 

It  happened  this  way:  Toward  noon  of  the 
day  of  the  opening  of  my  office  my  telephone 
sounded.  Lifting  the  receiver  from  the  phone 
box  attached  to  the  wall  beside  my  desk,  I placed 
it  against  my  ear,  spoke  my  name  into  the 
mouthpiece,  and  waited  expectantly.  Almost  at 
once  a colorless  voice  came  back  over  the  wire. 
I identified  the  speaker  as  Mrs.  Spang  who  lived 
halfway  down  the  block.  She  went  on  to  say 
that  her  maid,  Katy,  was  sick  in  bed,  and  would 
I run  down  and  look  her  over?  Asked  for  par- 
ticulars, Mrs.  Spang  could  not,  or  would  not,  give 
me  any.  She  just  said,  carelessly:  “Oh,  Katy 
just  lies  up  there  dumb  like  a clam.” 

Well,  it  was  my  first  case,  and  I did  want 
something  for  the  record  so,  picking  up  the 
satchel  containing  my  examining  instruments,  I 
went  down.  When  Mrs.  Spang  opened  her  front 
door  to  admit  me,  she  broke  out  hurriedly:  “Go 
right  upstairs,  Doctor,”  pointing  toward  a flight 
of  stairs  ascending  from  the  middle  of  a short  hall 
beyond.  ‘ ‘ Katy  is  in  bed  in  her  room  on  the  third 
floor.”  I went  right  up,  but  Mrs.  Spang  did  not 
follow  me.  When  I got  to  the  top  of  the  second 
flight  of  stairs,  I found  myself  facing  an  open 
door.  Glancing  into  the  room  beyond,  I saw  a 
woman  of  about  thirty  lying,  apparently  fully 
clothed,  upon  a bed  at  the  farther  side  of  the 
room.  Except  for  a frown  upon  her  face  she 
didn’t  seem  to  have  anything  in  the  way  of  a 
disabling  illness.  With  a brief  word  of  greeting  I 
stepped  across  the  room  and  sat  down  upon  a 
chair  at  the  side  of  Katy’s  bed.  Now  that  I was 
close  to  Katy  I saw  that  while  she  actually  was 
fully  dressed,  the  several  garments  were  in  loose 
disarfay,  and,  as  I looked  down  at  her,  her  eyes, 
fixed  intently  upon  mine,  held  a gleam  of — was  it 
laughter? — deep  within  them.  My  curiosity  was 
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aroused  as  to  what  might  be  going  on  here,  but  I 
made  no  sign  and  immediately  began  the  ex- 
amination for  which  I had  been  summoned. 
However,  finding  that  Katy’s  pulse,  heart,  and 
temperature  were  normal,  I went  no  further. 

“Katy,”  I broke  out  sternly,  as  I straightened 
up  on  my  chair,  “what  is  going  on  here?  There  is 
nothing  the  matter  with  you.” 

“Doc,”  Katy  flashed  back  a bit  sharply,  “Mrs. 
Spang  owes  me  four  weeks  wages,  and  I won’t  get 
out  of  here  until  she  pays  me.”  And  now,  Katy 
was  laughing. 

I will  have  to  confess  that  in  my  five  years  of 
study  I had  never  met  with  a case  like  this!  And 
there  was  more  to  it  than  can  be  perceived  upon 
the  surface:  Mrs.  Spang  paid  me — paid  me 

$2.00  for  the  hour  I wasted  in  her  house.  And  the 
cash  was  in  the  form  of  one  of  those  old-time, 
so-called  ill-omened  two  dollar  bills! 

And  following  the  popular  superstition  that 


strange  cases  run  in  pairs,  two  days  later  another 
odd  case  came  to  me,  odd,  that  is,  in  the  practice 
of  an  otolaryngologist.  A four-year-old  girl, 
living  in  a house  directly  across  the  street,  came 
down  with  severe  cramps  and  diarrhea,  caused  by 
half-ripe  strawberries  which  she  had  eaten.  But 
the  trouble  cleared  up  promptly  after  a dose  of 
castor  oil  had  cleared  out  the  berries.  Sometime 
later  an  older  physician  criticized  the  treatment, 
saying  that  castor  oil  given  where  there  were 
abdominal  cramps  would  tend  to  stir  up  a latent 
appendicitis.  But,  come  to  think  it  over,  if  that 
case  had  been  one  of  appendicitis,  it  would  have 
been  right  in  line  with  me  as  an  otolaryngologist. 
I once  heard  a surgeon  describe  an  acute  appendi- 
citis upon  which  he  had  operated  as  an  “abdomi- 
nal tonsillitis.”  He  said  that  the  appendix,  when 
cut  open,  had  every  appearance  of  being  an  in- 
fected tonsil! 

512  Lin  wood  Avenue 


(To  be  continued ) 


CLIMATE  CHANGE  MAY  HELP  CURE  DERMATOSES— IF  YOU  FORGET  TROUBLES 


A change  in  climate  and  environment  may  result 
in  improvement  in  persons  suffering  from  chronic 
skin  ailments,  accompanied  by  some  degree  of  emo- 
tional instability.  That  is,  provided  they  leave  their 
troubles  behind  them.  Drs.  Leslie  M.  Smith  and 
Henry  D.  Garrett,  El  Paso,  Texas,  dermatologists, 
writing  in  the  A.M.A.  Archives  of  Dermatology  and 
Syphilology,  published  by  the  American  Medical 
Association,  said: 

“Change  of  environment  and  change  of  climate 
appear  to  be  only  two  factors  which  may  be  bene- 
ficial to  these  patients.  Change  of  emotional 
environment,  more  rest  and  relaxation,  and  slower 
tempo  of  life  are  equally  important.” 

They  reported  that  in  the  last  fifteen  years  there 
has  growrn  up  in  arid  portions  of  the  American 
Southwest  a colony  of  patients  with  various  types  of 
chronic  dermatoses.  These  patients  had  migrated 
from  colder  and  more  humid  portions  of  the  country 
to  take  advantage  of  the  sunshine  and  the  w’arm  dry 
air. 

“It  is  usually  difficult  to  convince  these  patients 
that  benefits  they  receive  can  be  anything  but  the 
effect  of  sun  and  dry  air,  or  that  rest  and  a certain 
amount  of  adjustment  of  their  emotional  difficul- 
ties and  a lessening  of  the  drive  which  has  become 
their  way  of  life  plays  a part  in  their  recovery,”  the 
article  said. 


“They  have  become  a cult  of  sunworshippers,  and 
many  are  overdoing  the  sun  treatment  to  the  ex- 
tent that  they  are  laying  a foundation  for  the  future 
development  of  keratoses  and  epitheliomas.” 

The  dermatologists  reported  that  many  patients 
who  have  come  to  the  Southw-est  and  who  brought 
their  major  emotional  difficulties  with  them  did  not 
fare  well  until  these  troubles  had  been  resolved  in 
part,  or  until  the  patients  were  able  to  accept  them 
without  emotional  disturbance. 

“We  have  repeatedly  seen  rapid  improvement  re- 
sult soon  after  such  adjustments  were  apparent,” 
they  said.  “The  businessman  who  makes  a change 
of  climate  for  his  dermatitis  and  then  tries  to 
manage  his  business  in  New  York  by  telephone  is 
certainly  not  going  to  receive  the  same  benefit  from 
the  change  as  the  man  who  has  been  able  to  delegate 
his  work  to  someone  else  and  to  temporarily  forget 
it.” 

They  pointed  out  that  many  patients  with  psycho- 
somatic disease  show  improvement  when  they  are 
on  vacation,  if  the  vacation  is  sufficiently  long  to  en- 
courage relaxation. 

Although  any  pleasant  change  of  surroundings  and 
climate  may  be  helpful  in  certain  types  of  derma- 
toses, a mild,  warm,  sunny  climate  seems  most  bene- 
ficial as  a rule,  they  added. 
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intravenous 


aminophylline! 


TABLETS 

ALAM  PH YLLI N E 

aminophylline-colloidal  aluminum  hydroxide-magnesium  trisilicate  compound 


Intravenous  Results  With  New  Oral  Com- 
pound— And  Without  Gastric  Irritation. 

Al-Amphylline,  a new  development  of  the 
Raymer  Medical  and  Research  Departments, 
presents  aminophylline  in  a new  oral  dosage 
form  that  produces  blood  levels  comparable 
to  those  attained  with  parenterally  adminis- 
tered aminophylline,  with  the  further  advan- 
tage that  these  levels  are  sustained  over  many 
hours.  In  addition,  Al-Amphylline  does  not 
cause  gastric  irritation. 


The  colloidal  aluminum  hydroxide  and  the 
exceptional  purity  of  the  aminophylline  con- 
tained in  Al-Amphylline  Tablets  are  respon- 
sible for  the  fact  that  Al-Amphylline  Tablets 
are  so  well  tolerated.  Magnesium  trisilicate 
is  also  included  in  the  formula,  to  prevent 
possible  constipation. 

Since  Al-Amphylline  Tablets  are  uncoated, 
aminophylline  absorption  is  rapid,  producing 
satisfactory  blood  levels  within  an  hour  (see 
table  below). 


Aminophylline  Blood  Levels — mg./lOO  cc.  Plasma 
(Aminophylline  dosage  was  0.5  Gm.  in  each  case) 

Aminophylline  Preparation 

1 hour 

3 hours 

6 hours 

AL-AMPHYLLINE  TABLETS  (4) 

T.  78 

1.65 

1.35 

AL-AMPHYLLINE  TABLETS  (4) 

1.67 

1.84 

1.26 

AL-AMPHYLLINE  TABLETS  (4) 

1.18 

1.54 

1.19 

AL-AMPHYLLINE  TABLETS  (4) 

0.90 

1.16 

0.91 

Intravenous  Aminophylline  (0.5  Gm.) 

1.33 

0.84 

— 

Intravenous  Aminophylline  (0.5  Gm.)' 

1.60 

1.30 

0.70 

Aminophylline  Suppository  (0.5  Gm.) 

0.11 

0.22 

0.38 

Aminophylline  Suppository  (0.5  Gm.) 

0.26 

0.51 

1.09 

RAYMER 


RAYMER  PHARMACAL  COMPANY 
Jasper  & Willard  Streets 
Philadelphia  34,  Pa. 


1.  J.  Pharmacol.  Exper  iherap.,  100:309,  1950. 

For  use  in  all  conditions  where  aminophylline  is 
indicated.  Dosage  Range:  1 to  4 tablets  as  required. 

Supplied:  bottles  of  100,  500  and  1,000  tablets. 

Formula:  Aminophylline,  125  mg.;  Colloidal  Alumi-  serving  the  medical  profession  for  a third  of  a century, 
num  Hydroxide,  150  mg.;  Magnesium  Trisilicate, 

250  mg.  Also  available : Al-Amphylline  with  Pheno- 
barbital  (15  mg.  per  yellow  tablet),  bottles  of  100. 


NECROLOGY 


Isaak  Samuel  Chasatzky.  M.D.,  of  New  York 
City,  died  recently  at  the  age  of  sixty-four.  Dr. 
Chasatzky  received  his  medical  degree  from  the 
University  of  Kharkov  in  1912.  He  was  clinical 
assistant  attending  physician  at  Flower  and  Fifth 
Avenue  Hospitals  and  senior  clinical  assistant  attend- 
ing physician  in  the  cardiac  and  child  clinic  at 
Mount  Sinai  Hospital,  New  York  City.  Dr. 
Chasatzky  was  a member  of  the  New  York  County 
Medieal  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Francis  Wright  d ’Avignon,  M.D.,  of  Lake  Placid, 
died  on  August  27  at  Lake  Placid  Memorial  Hos- 
pital at  the  age  of  thirty-six.  Dr.  d' Avignon  re- 
ceived his  medical  degree  from  McGill  University  in 
1943.  He  had  been  a practicing  physician  and  sur- 
geon at  Lake  Placid  for  seven  years  and  was  on  the 
surgical  staff  at  the  Lake  Placid  General  Hospital. 
Dr.  d’ Avignon  held  membership  in  the  Essex  County- 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Faxbridge  Dayton.  M.D.,  of  New  York 
City,  died  on  September  22  at  his  home  at  the  age  of 
sixty-five.  Dr.  Dayton  received  his  medical  degree 
from  the  University  of  Berlin  in  1911,  and  was  an 
assistant  attending  physician  at  Lincoln  Hospital. 
New  York  City.  He  was  a member  of  the  N ew  Y ork 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
-Association. 

Max  Einhom,  M.D.,  of  New  York  City-,  died  on 
September  25  in  Lenox  Hill  Hospital  at  the  age  of 
ninety-one.  Dr.  Einhom  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1SS4.  and  came 
to  the  United  States  as  a ship's  doctor  that  same 
rear.  During  World  War  I,  he  served  in  the  U.S. 
.Army  Medical  Corps.  He  was  consultant  to  the 
White  Plains  and  Ha  ckensack.  New  Jersey,  Hospitals 
and  became  emeritus  professor  of  medicine  at  Post- 
Graduate  Medical  School  in  1922.  .Associated  with 
the  Lenox  Hill  Hospital,  New  York  City,  from  1SS6 
until  his  retirement  as  consulting  physician  about 
fifteen  years  ago,  he  gave  the  institution  the  Max 
and  Flora  Einhom  Building,  including  the  Einhom 
Auditorium,  for  the  care  of  patients  with  gastro- 
enterologic  ailments. 

Dr.  Einhom  developed  the  Einhom  treatment  for 
nonoperative  ulcers,  and  invented  many  surgical 
instruments.  He  was  the  author  of  several  books 
in  the  field  of  gastroenterology,  the  recipient  of  an 
honorary  degree  from  the  University  of  Tokyo,  and 
a corresponding  member  of  the  Societe  Medicale  de 
Paris.  A Fellow  of  the  .American  College  of  Physi- 
cians, Dr.  Einhom  was  a member  of  the  .American 
Gastroenterological  .Association,  the  American  Tho- 
racic Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County-  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Y ork,  and  the  .American 
Medical  Association. 


Jacob  Joshua  Golub.  M.D.,  of  New  York  City, 
died  on  September  22  at  Mount  Sinai  Hospital  at 
the  age  of  sixty-two.  Dr.  Golub  received  his  medi- 
cal degree  from  Boston  University  Medical  School  in 
1915  and  interned  at  Massachusetts  Memorial  Hos- 
pital. He  served  in  the  United  States  Public  Health 
Service  from  191S  to  1920  and  was  medical  and 
health  commissioner  of  Yolhynia,  Ukraine,  for  the 
American  Joint  Distribution  Committee  at  the  time 
Russia  was  stricken  with  famine.  In  the  periods 
after  both  World  Wars,  he  did  notable  work  in  the 
war-stricken  areas  of  Eastern  Europe  in  helping  to 
rehabilitate  Jewish  persons,  and  was  chairman  of  the 
health  committee  for  war-stricken  areas  at  the  time 
of  his  death. 

Dr.  Golub  was  assistant  medical  director  of  Beth 
Moses  Hospital.  Brooklyn,  and  until  his  retirement 
in  1952  was  medical  director  and  executive  vice- 
president  of  the  Hospital  for  Joint  Diseases.  New 
Y ork  City.  He  was  a consultant  in  the  planning  of 
the  Rothschild- Hadassah  Hospital  and  the  Hebrew 
University-  Medical  School  in  Israel,  and  served  on 
several  hospital-planning  bodies,  including  those  of 
the  Hospital  Council  of  New  Y ork,  the  American 
Hospital  -Association,  and  the  New  Y’ork  State  Com- 
mittee of  the  National  Association  for  Practical 
Nurse  Education.  Dr.  Golub  was  a member  of  the 
.American  Public  Health  Association,  the  New  Y ork 
Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  .American  Medical  Association. 

Charles  E.  Haynes,  M.D..  of  the  Bronx,  died  on 
September  2S  in  Union  Hospital  at  the  age  of  sixty- 
four.  Dr.  Haynes  received  his  medical  degree  from 
the  University  of  Oklahoma  Medical  College  in  1915 
and  interned  at  the  Lying-In  Hospital  and  New 
York  Hospital.  New  Y ork  City.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Y’ork,  and  the  American 
Medical  Association. 

Francis  William  Heery,  M.D..  of  New  York  City, 
died  on  September  29  at  his  home  at  the  age  of 
thirty-eight.  Dr.  Heery  received  his  medical  degree 
from  the  Long  Island  Hospital  College  of  Medicine 
in  1942.  He  was  an  associate  in  radiology  at  the 
Lenox  Hill  Hospital.  New  Y ork  City,  and  director  of 
roentgenology  and  radiology  at  the  Lawrence  Hos- 
pital. Bronxville.  During  World  War  II.  he  was 
director  of  General  Hospital  247  in  the  European 
Theatre. 

Ambrose  Thomas  Lawless.  M.D..  of  Syracuse, 

died  on  September  13  in  St.  Joseph’s  Hospital  at  the 
aee  of  sixty-eight.  Dr.  Lawk  — was  graduated  from 
Syracuse  University  Medical  College  in  1910  and 
interned  at  St.  Joseph’s  Hospital.  Syracuse.  During 
World  War  I.  he  served  as  a lieutenant  in  the  United 
States  Army  Medical  Corps,  and  in  World  War  II 
served  on  a county  draft  board  for  which  be  was 
awarded  a citation.'  Dr.  Lawless  was  associate  pro- 
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fessor  of  clinical  surgery  at  Syracuse  University 
College  of  Medicine,  attending  physician  at  Onon- 
daga County  Hospital,  and  senior  attending  surgeon 
at  St.  Joseph’s  Hospital  at  the  time  of  his  death. 
He  was  a member  of  the  Founders  Group  of  the 
American  Board  of  Surgery,  and  of  the  Syracuse 
Academy  of  Medicine,  a past-president  and  member 
of  the  Onondaga  County  Medical  Society,  and  a 
member  of  the  Medical  Society  of  the  State  of  Xew 
York  and  the  American  Medical  Association. 

James  William  McManus,  M.D.,  of  Brooklyn, 
died  on  September  24  in  the  Midwood  Hospital  at 
the  age  of  fifty-one.  Dr.  McManus  was  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1927  and  interned  at  St.  Catherine’s 
Hospital,  Brooklyn.  During  World  War  H,  he  was 
a commander  in  the  Navy  and  was  with  the  Marines 
and  the  Seventh  Fleet  in  the  South  Pacific.  Dr. 
McManus  served  on  the  staffs  of  Caledonian  and 
Midwood  Hospitals,  Brooklyn,  was  assistant  attend- 
ing surgeon  at  St.  Catherine’s  Hospital,  and  associate 
surgeon  at  Coney  Island  Hospital,  Brooklyn.  A 
former  president  of  the  Booklyn  Urological  Society, 
Dr.  McManus  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Merrill  Olmstead  Parker,  M.D.,  of  Auburn,  died 
on  September  10  at  Memorial  Hospital  at  the  age 
of  sixty-five.  Dr.  Parker  was  graduated  from  Syra- 
cuse University  Medical  College  in  1919.  During 
World  War  II,  he  was  head  of  the  psychiatry  depart- 
ment of  the  6th  General  Hospital  Unit  with  the  rank 
of  lieutenant  colonel,  and  served  during  the  African 
and  Italian  campaigns.  He  headed  the  Department 
of  Psychiatry  at  both  Auburn  and  Mercy  Hospitals, 
was  on  the  staff  of  the  St.  Lawrence  State  Hospital, 
Ogdensburg,  and  on  the  consulting  staff  of  Willard 
State  Hospital,  Willard,  and  City  Hospital,  Syracuse. 
A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  he  was  a member  of  the  American 
Psychiatric  Association,  the  Cayuga  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hugh  H.  Shaw,  M.D.,  of  Utica,  died  on  September 
27  at  the  age  of  seventy-six.  Dr.  Shaw  received  his 
medical  degree  from  New  York  University  and 
Bellevue  Medical  Center  in  1901  and  interned  at 
Rochester  General  Hospital  before  moving  to  Utica, 
where  he  practiced  medicine  for  more  than  forty-two 
years.  Dr.  Shaw  served  as  Utica  city  health  officer 
for  twenty-six  years,  until  his  retirement  in  1945, 
organizing  the  Bureau  of  Food  Hygiene  in  1921, 
including  dairy  and  milk  inspection,  and  waging  a 
successful  campaign  against  diphtheria  in  Utica. 
He  was  consulting  physician  at  Marcy  State  Hos- 
pital, Marcy;  Faxton  Hospital,  Utica,  and  Utica 
State  Hospital,  and  was  on  the  staffs  of  St.  Eliza- 
beth’s and  St.  Luke’s  Hospitals,  Utica.  Dr.  Shaw 
was  president  of  the  Utica  Medical  Club  in  1932  and 
first  aid  chairman  of  the  Red  Cross  disaster  commit- 
tee. He  was  a member  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emory  Russell  Sprague,  M.D.,  of  Rochester,  died 


on  July  4 at  the  age  of  seventy-five.  Dr.  Sprague 
received  his  medical  degree  from  Hahnemann  Medi- 
cal College,  in  Philadelphia,  in  1904. 

Homer  Fordyce  Swift,  M.D.,  of  New  York  City, 
died  on  September  24  in  his  laboratory  at  the 
Rockefeller  Institute  for  Medical  Research  at  the 
age  of  seventy-two.  Dr.  Swift  received  his  medical 
degree  from  New  York  University  and  Bellevue 
Medical  Center  in  1906  and  interned  at  Presbyterian 
Hospital.  He  was  assistant  in  pathology  and  derma- 
**  tologv  at  Bellevue  Hospital  from  1908  to  1910,  when 
he  obtained  an  appointment  as  assistant  resident 
and  emeritus  member  at  the  Rockefeller  Institute, 
becoming  resident  physician  two  years  later,  and  was 
associate  professor  of  medicine  at  both  Columbia 
University  and  Cornell  University  Medical  Colleges. 
During  World  War  I,  Dr.  Swift  was  consultant  in 
medicine  to  the  1st  Army  Corps  of  the  Third  Army, 
A.E.F.,  leaving  the  sendee  with  the  rank  of  colonel, 
and  was  consultant  to  the  Secretary  of  War  in 
World  War  II.  While  a research  specialist  at  the 
Rockefeller  Institute,  he  devised  a treatment  for 
syphilis. 

In  1931,  New  York  University  and  Bellevue  Medi- 
cal Center  awarded  him  a Doctorate  in  Science,  and 
the  Alumni  Federation  of  New  York  University 
gave  him  the  Medallion  of  Meritorious  Sendee  in 
1933.  This  year,  Dr.  Swift  received  the  Distin- 
guished Sendee  Award  from  the  American  Rheuma- 
tism Association.  He  was  a former  president  of  the 
American  Society  for  Clinical  Investigations,  chair- 
man of  the  General  Advisory  Committee  for  the 
cardiac  program  of  the  New  York  State  Department 
of  Health,  and  chairman  of  the  American  Council  for 
Rheumatic  Fever.  Dr.  Swift  was  a member  of  the 
Harvey  Society,  the  Society  of  American  Bacteriolo- 
gists, the  American  Association  of  Immunologists, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edgar  Albert  Vander  Veer,  M.D.,  of  Albany,  died 
on  September  20  at  St.  Peter’s  Hospital  at  the  age  of 
seventy-nine.  Dr.  Vander  Veer  received  his  medi- 
cal degree  from  Albany  Medical  College  in  1898. 
He  served  in  the  United  States  Army  Medical  Corps 
in  the  Spanish  War,  afterwards  entering  practice  in 
Albany,  from  which  he  retired  in  1950.  Dr.  Vander 
Veer  was  emeritus  professor  of  surgery  at  Albany 
Medical  College,  a member  of  the  board  of  trustees 
of  the  Albany  College  of  Pharmacy  and  Bender 
Laboratorv,  and  consulting  surgeon  at  Memorial 
Hospital,  St.  Peter’s  Hospital,  and  the  Anthony  M. 
Bradv  Maternity  Home,  Albany,  the  Benedictine 
Hospital,  in  Kingston,  and  the  Greene  County 
Memorial  Hospital,  in  Catskill.  A Fellow  of  the 
.American  College  of  Surgeons  and  a Diplomate  of 
the  American  Board  of  Surgery,  Dr.  Vander  Veer 
was  a member  and  past-president  of  the  American 
Association  of  Obstetricians,  Gynecologists  and 
Abdominal  Surgeons,  and  a member  of  the  American 
Surgical  Association.  He  was  a member  and  past- 
president  of  the  Albany  County  Medical  Society, 
and  a member  of  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Meat... 

and  the  I mportant  Role  of 
Protein  in  Hemoglobin  Synthesis 

Although  the  relationship  between  iron  and  hemoglobin  formation  is 
widely  appreciated,  the  important  role  played  by  protein  in  hemoglobin 
synthesis  is  relatively  obscure.  Nevertheless,  since  globin  is  just  as  much  a 
component  of  the  hemoglobin  molecule  as  is  iron,  the  continued  synthesis 
of  this  protein  is  necessary  for  normal  hemoglobin  production. 

It  has  recently  been  estimated  that  in  the  average  adult  8 Gm.  of  globin 
is  destroyed  daily.1  This  means  "that  approximately  14%  of  the  total  dietary 
protein  intake  of  the  average  adult  [female]  is  required  solely  for  the  re- 
synthesis of  new  hemoglobin.  These  data  reemphasize  the  importance  of 
adequate  protein,  as  well  as  iron,  intake  for  the  maintenance  of  a normal 
rate  of  hemoglobin  synthesis  in  man.”2 

Because  meat  is  an  outstanding  source  of  both  iron  and  high  quality 
protein,  it  is  always  recommended  in  generous  amounts  in  the  dietary  man- 
agement of  hypochromic  anemia.  These  nutritional  values,  as  well  as  its 
significant  content  of  B vitamins,  also  make  meat  an  important  component 
of  the  daily  diet  of  normal  persons. 


1.  Drabkin,  D.  L.:  Metabolism  of  Hemin  Chromoproteins,  Physiol.  Rev.  31'. 345  (1951). 

2.  The  Biosynthesis  of  Hemoglobin,  Editorials,  J. A. M. A.  150:1223  (Nov.  22)  1952. 
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MEDICAL  NEWS 


District  Branch  Officers  Elected — The  Fourth, 
Fifth,  Sixth,  and  Eighth  District  Branches  of  the 
Medical  Society  of  the  State  of  New  York  held  elec- 
tion of  officers  in  September  and  October. 

On  October  1 the  Fourth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York  elected 
Dr.  Michael  A.  Mastrianni,  of  Glens  Falls,  as  second 
vice-president,  to  succeed  Dr.  Malcolm  J.  Mac- 
Go  vem,  of  Saratoga. 

New  officers  chosen  by  the  Fifth  District  Branch, 
on  September  30,  are  as  follows:  president,  Dr. 
Richard  B.  Cuthbert,  of  Canastota;  first  vice- 
president,  Dr.  Donald  C.  Tullock,  of  Ogdensburg; 
second  vice-president,  Dr.  Olin  J.  Mowry,  of 
Oswego;  secretary,  Dr.  Charles  A.  Gwynn,  of 
Syracuse,  and  treasurer,  Dr.  John  Kelly,  of  Utica. 

New  officers  of  the  Sixth  District  Branch,  elected 
on  September  16,  will  take  office  when  the  1954 
House  of  Delegates  adjourns.  They  are  as  follows: 
president,  Dr.  Gilbert  M.  Palen,  Margaretville; 
first  vice-president,  Dr.  James  Greenough,  of  One- 
onta;  second  vice-president,  Dr.  W.  Tilden  Boland, 
of  Elmira;  secretary,  Dr.  James  L.  Palmer,  of 
Binghamton,  and  treasurer,  Dr.  C.  Stewart  Wallace, 
of  Ithaca. 

The  Eighth  District  Branch  elected  the  following 
officers  on  September  24:  president,  Dr.  Glenn  C. 
Hatch,  of  Penn  Yan;  first  vice-president.  Dr. 
Everet  H.  Wood,  of  Auburn;  second  vice-president, 
Dr.  Eldred  J.  Stevens,  of  Hammondsport;  secre- 
tary, Dr.  Joseph  A.  Lane,  of  Rochester,  and  treas- 
urer, Dr.  James  H.  Arseneau,  of  Lyons. 

Hill-Burton  Grants — The  Division  of  Hospital 
Facilities,  Federal  Security  Administration,  has 
reported  Hill-Burton  hospital  construction  in  the 
State  as  follows:  completed  and  in  operation — 57 
projects  at  a total  cost  of  843,866,865,  including 
Federal  contribution  of  814,011,074,  and  supplying 
2,760  additional  beds.  Under  construction  are  16 
projects  at  a total  cost  of  832,368,369,  including 
Federal  contribution  of  88,325,933,  and  designed  to 
supply  1,516  additional  beds. 

Approved  but  not  yet  under  construction  are  10 
projects  at  a total  cost  of  816,049,790,  including 
83,748,466  Federal  contribution  and  designed  to 
supply  949  additional  beds. 

“Haunted  House,”  New  Booklet  to  Teach  Mental 
Health — A thirty-five-foot  haunted  house  exhibited 
at  the  State  Fair  in  Syracuse  in  September  served  to 
introduce  a whimsical  booklet  released  by  the  New 
York  State  Department  of  Mental  Hygiene  on  the 
subject  of  fears,  foolish  and  unfounded.  The  theme 
of  the  house,  which  was  open  to  the  public,  was 
“ghosts  of  the  past,  present,  and  future  and  the 
fears  they  give  rise  to.”  Copies  of  the  booklet, 
“Haunted  House,”  are  available  free  to  individuals 
and  agencies  by  writing  to  the  Department  of  Mental 
Hygiene,  Albany,  New  York. 

Dedication  Ceremonies  Held  at  Forest  Hills 
General  Hospital,  Queens — The  new  Forest  Hills 
General  Hospital,  in  Queens,  was  dedicated  in  Sep- 
tember. The  150-bed  structure,  built  at  a cost  of 


$1,750,000,  is  the  first  one  in  the  borough  to  have  a 
manifold  oxygen  system  in  which  the  gas  can  be 
pumped  into  rooms  from  a central  place.  Its  seven 
floors  are  composed  of  60  rooms,  11  of  them  private, 
four  operating  rooms,  and  two  delivery  rooms,  with 
a staff  of  100  nurses  and  eight  resident  doctors.  A 
parking  lot  accommodating  150  automobiles  ad- 
joins the  hospital. 

Dr.  Julius  Lebovitz,  Woodside,  is  president  of  the 
institution.  Dr.  William  Benenson,  Flushing,  presi- 
dent of  the  Queens  County  Medical  Society,  praised 
the  new  hospital  at  the  dedication  ceremonies. 

American  Academy  of  General  Practice  Offers 
Lectures  on  Endocrinology — The  American  Acad- 
emy of  General  Practice,  Westchester  Chapter,  is 
presenting  a series  of  fifteen  lectures  on  endocrin- 
ology by  Dr.  Thomas  H.  McGavack,  professor  of 
clinical  medicine  at  New  York  Medical  College.  The 
series  began  October  1 at  Winslow  Hall,  White 
Plains  Hospital  School  of  Nursing,  and  will  continue 
on  Thursday  nights  from  9:00  to  11:00  p.m. 

American  Board  of  Obstetrics  and  Gynecology — 

The  next  scheduled  examination  (Part  I),  written 
examination  and  reviewr  of  case  histories,  for  all 
candidates  to  the  American  Board  of  Obstetrics  and 
Gynecology  will  be  held  on  February  5,  1954,  in 
various  cities  of  the  United  States  and  Canada,  and 
military  centers  outside  the  continental  United 
States. 

Case  abstracts  should  be  sent  by  the  candidate  to 
the  secretary  as  soon  as  possible  after  receiving  noti- 
fication of  eligibility  to  the  Part  I written  examina- 
tion. Application  for  re-examination  in  Part  II 
must  be  made  by  the  candidate  prior  to  February  1 
of  any  year. 

International  College  of  Surgeons — The  Eight- 
eenth Annual  Convocation  of  the  Canadian  and 
LTnited  States  Sections  of  the  International  College 
of  Surgeons  was  held  at  Carnegie  Hall,  New  York 
City,  on  September  17. 

Physicians  from  New  York  State  wTho  were  ad- 
vanced to  the  rank  of  qualified  fellow  in  the  United 
States  section  of  the  International  College  of  Sur- 
geons are:  Drs.  Harry  A.  Abrahams,  Brooklyn; 
Charles  P.  Aquavella,  Brooklyn;  Pasquale  D.  Badia, 
New  York  City;  Grant  L.  Bergmann,  yallev 
Stream;  Frank  E.  Ciancimino,  Nyack;  DeLoise  H. 
Downey,  Dover;  Harry  L.  Feit,  Brooklyn;  Charles 
H.  Gradinger,  Brooklyn;  Hans  M.  Magnus,  Queens; 
William  B.  P.  McDonough,  New  York  City;  James 
J.  Morrissey,  Astoria;  Robert  Pollock,  New  York 
City;  Emmord  V.  Pyle,  Middletown;  Robert  P. 
Reagen,  North  Tonawanda;  Robert  V.  Schatken, 
Walton;  Arthur  A.  Scheer,  New  York  City;  Her- 
man Slass,  Jamaica,  and  Edward  F.  Tartaglione, 
Long  Island  City.  Dr.  Cecil  R.  Huggins,  Jr.,  was 
advanced  to  the  rank  of  associate. 

Silkworth  Memorial  Service,  New  Clinic  at 
Knickerbocker  Hospital — Knickerbocker  Hospital, 
New  York  City,  opened  the  Silkworth  Memorial 
[Continued  on  page  2536] 
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4:1  ratio 


A plan  for 
treatment  of 
peptic  ulcer 
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“Colloidal  aluminum  hydroxide  gel  and  mag- 
nesium hydroxide  combination  is  an  effective, 
stable  buffer  which  acts  in  the  stomach  for 
several  hours.”1 

“Both  in  practical  experience  and  in  experi- 
mental studies  I have  found  colloidal  aluminum 
hydroxide  with  . . . magnesia  magma  ...  to  be 
the  most  satisfactory  therapeutic  agent.  The 
average  dose  employed  is  ahiminum  hydroxide 
Yi  ounce  [4  drachms]  and  milk  of  magnesia 
1 drachm  after  meals,  and  when  necessary,  a 
double  dose  at  the  hour  of  sleep.”2 

“Briefly  stated,  the  plan  calls  for  the  prompt 
institution  of  a full  three  feeding,  bland  diet 
with  a 4 to  1 mixture  of  Aluminum  Hydroxide 
Gel  and  Milk  of  Magnesia  given  between 
meals  and  at  bedtime  . . .”3 

Efficient  antacid  therapy  employing  the  4:1 
ratio  is  afforded  by 

A L U D R O X® 

ALUMINUM  HYDROXIDE  GEL  WITH  MAGNESIUM  HYDROXIDE 


Supplied:  Suspension  Aludrox;  bottles  of  12  fl. 

oz.  Tablets  Aludrox;  boxes  of  60  and 
1000 — each  tablet  cellophane  encased. 

(References: 

1.  Jankelson,  I.R.:  Am.  J.  Digest.  Dis.  14:11  (Jan.)  1947 
2.  Flexner,  J.  (Discussion):  J.A.M.A.  129:899  (Apr.  7)  1945 
3.  Metcalf,  R.G.:  J.  Maine  M.  A.  44:183  (July)  1953 
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Service,  a pioneer  clinic  for  the  study  and  treatment 
of  obesity  and  alcoholism,  in  September.  It  was 
named  in  honor  of  the  late  Dr.  William  D.  Silk- 
worth,  a former  staff  physician  at  the  hospital,  who 
devoted  most  of  his  life  to  the  study  of  alcoholism, 
and  will  be  directed  by  Dr.  Giorgio  Lolli,  medical 
director  of  the  Yale  Plan  Clinic  and  consultant  of  the 
Connecticut  Commission  on  Alcoholism. 

Both  cases  of  overeating  and  excessive  drinking 
will  be  handled,  Mr.  Murray  Sargent,  president  of 
the  hospital  explained,  because  the  problems  are 
similar  in  many  ways.  The  clinic  will  share  an  en- 
tire floor  with  Alcoholics  .Anonymous,  but  will  not 
conflict  with  the  program  for  alcoholics  in  which  the 
hospital  has  collaborated  with  A. A.  for  eight  years. 

Postgraduate  Course  in  Cancer  Diagnosis  and 
Treatment  to  Be  Given  at  Memorial  Hospital — A 

one-week  postgraduate  course  in  cancer  diagnosis 
and  treatment  will  be  given  by  the  Sloan-Kettering 
Division  of  Cornell  University  Medical  College,  at 
Memorial  Hospital,  New  York  City,  November  30 


through  December  4.  Fee  for  the  course  is  $60, 
and  a limited  number  of  fellowships  are  available 
from  the  New  York  State  Department  of  Health. 
The  class  will  be  limited  to  thirty  physicians. 

Application  blanks  may  be  obtained  from  the 
Memorial  Center  for  Cancer  and  Allied  Diseases, 
444  East  68th  Street,  New  York  21,  New  York,  or 
from  the  Bureau  of  Cancer  Control,  New  York 
State  Department  of  Health,  39  Columbia  Street. 
Albany,  New  York. 

Appointment  Announced — The  appointment  of 
Dr.  Charles  W.  Mueller  as  clinical  professor  of 
obstetrics  and  gynecology  and  Dr.  Clifford  E.  Storey 
as  clinical  professor  of  surgery  at  the  State  University 
College  of  Medicine  at  New  York  City  was  recently 
announced  by  Dean  Jean  A.  Curran. 

Dr.  Louis  Heilman  is  professor  and  executive 
officer  of  the  Department  of  Obstetrics  and  Gyne- 
cology, State  University  of  New  York,  and  director 
of  the  Obstetric  and  Gynecologic  Sendees  of  the 
Kings  County  Hospital. 


MEETINGS 

PAST 


Albany  County  Medical  Society 

The  Albany  County  Medical  Society  held  a 
meeting  at  the  Albany  College  of  Pharmacy  on 
September  23.  Dr.  Harold  P.  McGan  of  Albany 
gave  the  vice-presidential  address,  “Allergy'  in 
General  Practice.” 

V.A.  Hospital,  Northport,  L.I. 

Chiefs  and  members  of  the  Physical  Medicine 
and  Rehabilitation  Departments  of  the  Veterans 
Administration  Hospital,  Northport,  Long  Island, 
held  an  Eastern  Area  Conference  on  September  25. 
Dr.  Benjamin  Simon,  chairman  of  the  medical  re- 
habilitation committee  of  the  American  Psychiatric 
Association,  and  director  of  the  Ring  Sanatorium, 
Arlington,  Massachusetts,  spoke  on  the  activities  of 
the  Committee  on  Medical  Rehabilitation  of  the 
American  Psychiatric  Association. 

Schenectady  County  Medical  Society 
The  Schenectady  County  Medical  Society'  held  a 
meeting  at  the  Mohawk  Golf  Club  on  October  6. 
Dr.  Eli  H.  Rubin,  clinical  professor  of  medicine  at 
New  York  Medical  College,  and  author  of  the  text- 
book, Diseases  of  the  Chest,  spoke  on  the  topic,  “Pul- 
monary' Manifestations  of  Systemic  Disease.” 

Sullivan  County  Medical  Society 

The  Sullivan  County  Medical  Society  held  its 
annual  meeting  at  the  Liberty'-Maimonides  Hos- 
pital, Liberty,  on  October  14.  Dr.  George  T.  Pack, 
professor  of  clinical  surgery'  at  New  York  Medical 


College,  addressed  the  group  on  the  topic,  “Diag- 
nosis and  Management  of  Tumors  of  the  Liver.” 
The  program  is  postgraduate  education  arranged 
by'  the  State  Society’s  Council  Committee  on  Public 
tlealth  and  Education  with  the  cooperation  of  the 
State  Department  of  Health. 

Kings  County  Radiological  Society 
The  Kings  County'  Radiological  Society  held  a 
meeting  at  the  Kings  County  Medical  Society  Build- 
ing on  October  22.  Dr.  Max  Miller,  associate 
cardiologist  at  Beth  David  Hospital,  Brooklyn, 
and  associate  physician  at  Lincoln  Hospital,  New 
York  City',  spoke  on  “X-ray  Examination  of  the 
Heart.”  A discussion  followed  by  Dr.  Nathaniel 
E.  Reich,  clinical  assistant  professor  of  medicine 
at  the  State  University  of  New  York  College  of 
Medicine,  Brooklyn,  and  attending  cardiologist  at 
Jewish  Hospital  for  Chronic  Diseases,  Brooklyn. 

At  the  last  regular  dinner-meeting  of  the  Kings 
County  Radiological  Societv  the  following  officers 
were  elected:  president,  £)r.  M.  Weiner;  vice- 
president,  Dr.  L.  Goldfarb,  and  secretary-treasurer, 
Dr.  S.  Maranov. 

Armed  Forces  Medical  Library 

The  Friends  of  the  Armed  Forces  Medical  Library- 
held  their  annual  banquet  at  the  Willard  Hotel, 
Washington,  D.  C.,  on  Friday  evening,  October  23. 
Dr.  Jean  A.  Curran,  dean  of  the  State  University  of 
New  York  College  of  Medicine  at  Brooklyn,  spoke 
on  the  life  of  John  Shaw  Billings. 


FUTURE 


Dutchess  County  Medical  Society 
The  Cancer  Committee  of  the  Dutchess  County 
Medical  Society  will  hold  a Cancer  Teaching  Day 
in  Poughkeepsie  on  November  11,  starting  at  2:00 
p.m.  The  program  will  emphasize  the  early  diag- 
nosis of  cancer  and  will  include  the  following  speakers 
from  New  York  City:  Dr.  Jerome  A.  Urban,  on 
cancer  of  the  breast;  Dr.  George  T.  Pack,  on 
stomach  cancer;  Dr.  James  A.  Corscaden,  on  cancer 
of  the  cervix,  and  Dr.  Laurence  Miscall,  on  lung 
cancer. 


The  evening  meeting,  to  be  held  at  Ryan  Hall, 
Hudson  River  State  Hospital,  will  include  an  ad- 
dress by  Dr.  Ruth  M.  Graham  of  the  Massachusetts 
General  Hospital,  Boston,  on  “Recent  Advances  in 
Exfoliative  Cytology.” 

American  Public  Health  Association 

The  American  Public  Health  Association  will  hold 
its  eighty-first  annual  meeting  at  the  Hotels  Statler 
and  New  Yorker,  New  York  City,  November  9 
[Continued  on  page  2538] 
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through  November  13.  A forum  on  world  health 
and  the  American  people,  sponsored  by  the  National 
Citizens  Committee  for  the  World  Health  Organiza- 
tion, is  scheduled  for  the  opening  day.  Dr.  John  F. 
Mahoney,  New  York  City  health  commissioner,  and 
Dr.  Herman  E.  Hilleboe,  New  York  State  health 
commissioner,  will  present  the  welcoming  addresses 
at  the  first  general  session  on  Wednesday  evening. 
On  Thursday  afternoon  Dr.  T.  Duckett  Jones, 
director  of  medical  research  of  the  Helen  Hay 
"Whitney  Foundation,  New  York  Hospital,  will  speak 
on  “Research  in  the  Sendee  of  Health.” 


The  1953  Lasker  Awards  will  be  presented. 

Geneva  Academy  of  Medicine 

The  Geneva  Academy  of  Medicine  will  hold  a 
meeting  at  The  Belliurst,  in  Geneva,  on  November 
16,  at  S.30  p.m.  Dr.  Mitchell  I.  Rubin,  professor  of 
pediatrics  at  the  Buffalo  University  School  of  Medi- 
cine, will  speak  on  the  topic  of  “Kidnev  Disorders  in 
Children.” 

The  program  is  postgraduate  education  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  with  the  cooperation  of  the 
State  Department  of  Health. 


PERSONALITIES 


Honored 

Dr.  Louis  Berger,  Brooklyn,  a gold  medal  and 
scroll  from  the  Kings  County  Medical  Society  and 
Academy  of  Medicine  of  Brooklyn  at  their  ninth 
annual  dinner  on  September  30  . . . Dr.  James  W. 
Rosen,  Bronx,  at  a dinner  marking  his  retirement 
from  the  Department  of  Hospitals,  in  September. 

Awarded 

Dr.  Alfred  J.  Cantor,  Flushing,  a 1953  fellowship 
from  the  American  Medical  Writers’  Association  . . . 
Dr.  Otto  K.  Stewart,  Hornell,  the  1953  annual  G.P. 
award  of  the  Steuben  County  Medical  Society. 

Appointed 

Dr.  Victoria  A.  Bradess,  White  Plains,  as  acting 
medical  examiner  and  pathologist  in  Westchester 
County  . . . Dr.  Andrew  C.  Fleck,  Troy,  as  acting 
health  commissioner  of  Rensselaer  County  . . . Dr. 
Grant  H.  Hobika,  Utica,  as  lieutenant,  junior  grade, 
in  the  U.S.  Naval  Medical  Corps  . . . Dr.  Arthur  I. 
Holleb,  New  York  City,  as  medical  producer-director 
of  color  television  for  the  American  Cancer  Society' 
. . . Dr.  Nolan  D.  C.  Lewis,  New  York  City,  as  direc- 
tor of  the  newly  organized  research  division  of  the 
New  Jersey  Neuro-Psychiatric  Institute  at  Skillman, 
New  Jersey  . . . Dr.  Gertrude  H.  Wilber,  Great  Kills, 
as  assistant  medical  examiner  of  New  York  City. 


Elected 

Dr.  Louis  H.  Bauer,  Hempstead,  to  membership 
on  the  board  of  directors  of  the  United  Medical 
service  . . . Dr.  William  S.  Brady,  Genesee,  as  first 
chief  of  surgery;  Dr.  M.  J.  A’Heam,  Oneida,  as 
chief  of  medical  sendee,  and  Dr.  Walter  Karwowski, 
New  York  Mills,  as  general  practice  chairman,  at 
St.  Elizabeth  Hospital,  Utica  . . . Dr.  Theodore  J. 
Curphey,  Garden  City,  re-elected  as  chairman  of 
the  Nassau  County  Committee  of  the  American 
Cancer  Society  . . . Dr.  Dorothy  Grey,  Belfast,  as 
president  of  the  Cuba  Memorial  Hospital,  Cuba. 


Resigned 

Dr.  Thomas  D.  Dublin,  New  York  City,  as  execu- 
tive director  of  the  National  Health  Council,  to 
accept  a position  with  the  National  Foundation  for 
Infantile  Paralysis. 

Speakers 

Dr.  Arthur  C.  Allen,  New  York  City,  at  the 
fourth  annual  cancer  lecture  series  at  Northwestern 
University  Medical  School,  Chicago,  on  November 
23  . . . Dr.  Stanhope  Bayne-Jones,  New  York  City,  at 
graduation  exercises  of  the  Cornell  University-New 
York  Hospital  School  of  Nursing,  in  September  . . . 
Dr.  Patrick  J.  Fitzgerald,  New  York  City,  at  the 
93rd  opening  convocation  at  the  State  University 
College  of  Medicine  at  New  York  City  . . . Dr. 
Sandor  Lorand,  New  York  City,  at  Brooklyn 
State  Hospital  psychiatric  forum,  in  October  . . . 
Dr.  George  T.  Pack,  New  York  City,  at  a meeting 
of  the  Berks  County  Medical  Society,  Reading, 
Pennsylvania,  in  September  . . . Dr.  A.  B.  Reese, 
New  York  City,  at  the  fourth  annual  cancer  lecture 
series,  Northwestern  University  Medical  School, 
Chicago,  in  October  . . . Dr.  Howard  A.  Rusk, 
New  York  City,  at  the  annual  convention  of  the 
.American  Dental  Association  . . . Dr.  Marie  Pichel 
Warner,  New  York  City,  at  the  Jewish  Sanitarium 
and  Hospital  for  Chronic  Diseases,  Brooklyn,  in 
September. 

Reopened  Offices 

Dr.  Vincent  J.  Battista,  Watertown,  practice  in 
obstetrics  and  gynecology  in  Watertown,  after  serv- 
ing at  the  Kapiolani  Maternity  and  Gynecology 
Hospital  in  Honolulu  . . . Dr.  Anthony  J.  Tabacco, 
in  Albany,  after  completing  studies  in  radiology  at 
the  University  of  Vermont  Medical  College. 

New  Offices 

Dr.  Norman  N.  Adler,  practice  of  pediatrics  in 
Babylon  . . . Dr.  Kvril  Dosseff,  general  practice  in 
deposit . . . Dr.  Charles  L.  Mache,  Jr.,  Buffalo,  prac- 
tice of  pediatrics  in  Snyder  . . . Dr.  Roy  Thurn, 
Buffalo,  general  practice  in  Gowanda. 


We’re  about  to  enter  the  age  of  flight  before  we’ve  even  developed  a chair  that  a man  can  sit 
on  comfortably. — Philip  Wylie 
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buffered  "aluminum"  antacid 

(but  very  low  in  aluminum  con  lent)' 

in  tasty  liquid  form 


Magma 


[Dihydroxy  Aluminum  Aminoacetale  Patch] 


provides  rapid  and  prolonged  effect  without 
excessive  neutralization . . . rapid  dispersion  permits 
protective  coaling  action... pleasant  tasting  without 
grittiness  or  aslringency . . . and 


your  patient  takes  ALZ1NOX  Magma 

by  the  teaspoonful  — not  tablespoonful 


For  flexibility 
of  dosage: 

A LZIXOX  Magma 

0.5  Gm.  (7.7  grs.)  per  5 cc.; 
bottles  of  8 fl.  oz. 

ALZIXOX  Tablets 

0. 5  Gm.  (7.7  grs.);  bottles  of 
100  and  500. 

1.  Council  on  Pharmacy  and  Chemis- 
try, A.  M.A.:  New  and  Nonofficial 
Remedies  1952,  Philadelphia,  J.  B. 
Lippincoit  Company,  1952,  p.  311. 


For  added  sedation  and 
spasmolysis: 

Magma  ALZINOX  with  Phenobarbftal 
('/a  gr.  per  5 cc.)  and  Homatropine 
Methyl  Bromide  (l/lOO  gr.  per  5 cc.); 
bottles  of  8 fl.  oz. 

Tablets  ALZINOX  with  Phenobarbital 
(%  gr.)  and  Homatropine  Methyl  Bro- 
mide (l/lOO  gr.);  bottles  of  100  and  500. 

THE  E.  L.  PATCH  CO. 

STONEHAM,  MASSACHUSETTS 
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MALPRACTICE  INSURANCE  AND 
DEFENSE  BOARD 

Christopher  Wood,  M.D.,  Chairman 


T X 1951  the  House  of  Delegates  directed  that  the 
cost  of  malpractice  insurance  in  the  Group  Plan 
of  the  Medical  Society  of  the  State  of  New  York  be 
adjusted  from  year  to  year  so  that  premiums  for  the 
various  classes  would  be  in  proportion  to  the  cost 
of  the  losses  caused  by  each  group.  As  a result  of 
that  directive,  a change  will  be  made  in  all  rates  for 
new  and  renewal  policies,  effective  on  and  after 
September  1,  1953. 

For  a majority  of  members,  classified  as  non- 
surgical,  the  rates  will  be  reduced  somewhat  be- 
cause the  losses  caused  by  them  have  decreased. 
In  contrast,  however,  a sharp  increase  has  occurred 
in  the  cost  of  losses  caused  by  the  group  whose  prac- 
tice consists  of  more  than  5 per  cent  of  surgery  in- 
cluding minor  and  major  surgery,  anesthesiology, 
transfusions,  obstetrics,  and  orthopedic  procedures. 
In  consequence  a corresponding  increase  has  been 
made  in  their  rates. 

In  accordance  with  this  equitable  approach  to  the 
rating  problem,  the  new  base  rates  for  $5,000 
$15,000  limits  compared  with  the  present  rates  are 
as  follows: 

- — Xonsurgical— - — Surgical — > 


New 

Old 

New 

Old 

Metropolitan 

$80 

$86 

$175 

$116 

Upstate 

45 

55 

100 

85 

Except  for  a necessary  increase  to  $75  in  the  extra 
charge  for  electroshock  therapy,  the  surcharges  for 
the  excluded  specialties  of  x-ray  therapy  and  cos- 
metic plastic  surgery  remain  the  same  as  at  present, 
i.e.,  superficial  x-ray  $10,  deep  and  superficial  x- 
ray  $20.  and  cosmetic  plastic  surgery  $30.  These 
rate  changes  were  approved  by  the  House  of  Dele- 
gates in  May,  1953.  Although  they  become  effec- 
tive on  September  1,  1953,  they  will  not  apply  to 
members  now  insured  in  the  Group  Plan  until  their 
current  policies  expire  after  that  date. 

The  Malpractice  Insurance  and  Defense  Board 


points  out  that  no  effort  should  be  spared  to  reduce 
t he  number  and  cost  of  malpractice  losses.  This  is  a 
must  if  sound  and  dependable  malpractice  insurance 
protection  is  to  be  preserved  for  members  of  the 
State  Society  at  anything  less  than  prohibitive  costs. 
The  Board  will  continue  to  do  its  part  in  an  effort 
to  screen  out  of  the  Group  Plan  members  who  have 
been  guilty  of  inexcusable  offenses  contrary  to  the 
ethics  of  their  profession. 

However,  suit  prevention  is  the  primary  concern. 
In  every  county  society,  officers  should  be  aware  of 
members  whose  offenses  of  this  character  are  bring- 
ing discredit  upon  the  profession.  Corrective  ac- 
tion, not  condemnatory  resolutions,  is  needed  to 
deter  the  small  minority  of  members  responsible  for 
the  misdeeds. 

This  Board  has  previously  indicated  the  need  for 
the  county  societies  to  recognize  that  its  own  mem- 
bers cause  our  losses.  It  is  important,  therefore, 
that  in  every  county  society  a malpractice  com- 
mittee be  created  and  authorized  to  receive  informa- 
tion from  the  Board  regarding  all  suits  and  claims 
against  its  members  and  to  keep  them  apprised  of 
the  incidence  of  cases  and  the  outcome  of  them. 

The  price  we  pay  for  our  malpractice  insurance 
represents  the  cost  of  departure  from  the  high  charac- 
ter of  the  art  of  medical  practice.  It  is  the  honesty, 
heart,  conscience,  and  understanding — in  short,  the 
caliber,  of  the  doctor,  in  his  relations  with  each  of 
his  patients,  that  needs  repairing.  Since  this  con- 
cerns the  circumstances  of  individual  practice,  the 
responsibility  for  improving  the  character  of  it 
must  lie  with  the  county  societies. 

It  is  time  that  we  make  it  known  to  all  members 
and  to  the  public  that  the  Medical  Society  of  the 
State  of  New  York  and  its  component  county  socie- 
ties propose  no  longer  to  condone  the  offenses  or  to 
retain  as  members  the  offenders  who  are  endangering 
the  good  name  of  organized  medicine.  Enlightened 
self-interest  demands  nothing  less. 


It  is  more  important  to  know  where  you  are  going  than  to  get  there  quickly.  Do  not  mistake 
activity  for  achievement. — Mabel  Newcomber 
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IN  THE  TREATMENT  OF  HYPERTENSION 


VERILOID’ 

FOR  THESE  CARDINAL  REASONS: 

• around  the  clock  action-through  the  day  and  the 
night — from  4 doses  per  day... 

• no  deleterious  side  actions -no  drug-induced 
allergic  reactions... 

• great  hypotensive  power  without  the  problem  of 
developing  tolerance... 

• action  today  from  today’s  dose. 


Veriloid,  the  selective  alkaloidal  extract  (alkavervir  frac- 
tion) of  Veratrum  viride,  biologically  assayed  in  dogs,  is 
dependably  uniform  in  potency  and  action. 

It  lowers  blood  pressure  promptly  through  mediation 
of  the  central  nervous  system,  without  ganglionic  or  adren- 
ergic blockade.  Not  a local  vasodilator. 

Its  administration  is  not  fraught  with  the  dangers  of 
postural  hypertension. 

Once  dosage  is  established,  prolonged  control  of  hyper- 
tension is  possible.  Even  after  nine  months’  therapy  30% 
or  more  of  patients  retain  the  induced  reduction  in  blood 
pressure— a notably  high  percentage. 

It  causes  no  dangerous  side  effects.  Nausea  and  vomit- 
ing occasioned  by  overdosage  prove  a valuable  guide  in 
dosage  adjustment. 

Since  action  is  not  cumulative,  since  tolerance  does  not 
develop,  Veriloid  is  excellently  suited  "for  the  long  pull” 
over  the  years. 

Kauntze.  R.:  Veratrum  and  Its  Derivatives,  The  Practitioner  770:189 
(Feb.)  1953. 

Wilkins,  R.  W.:  Recent  Experiences  with  Pharmacologic  Treatment  of 
Hypertension,  in  Bell,  E.T.:  Hypertension.  A Symposium,  Minneapolis, 
University  of  Minnesota  Press,  1951,  p.  492. 

Merritt.  W.  A. : The  Treatment  of  Essential  Hypertension  with  Veratrum. 

Proc.  Staff  Meet.  Mayo  Clin.  27:481  (Nov.  19)  1952. 

RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  • Los  Angeles  48,  California 

VERILOID  is  supplied  in  slow-dissolving  scored  tablets, 
in  2 and  3 mg.  potencies.  Initial  recommended  dosage,  9 
mg.  daily,  in  divided  doses,  not  less  than  4 hours  apart, 
preferably  after  meals.  Maintenance  dose,  9 to  24  mg. 
per  day. 

VERILOID-VP  provides  in  each  scored  tablet  2 mg.  of 
Veriloid  and  15  mg.  of  phenobarbital.  Initial  daily 
dosage,  1 or  2 tablets  t.i.d.  or  q.i.d. 
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for  the  relief 
of  tension 
and  associated 
pain  and  spasm  of 


smooth  muscle 

Trasentine-Phenobarbital 


can  bring  about  effective  relief 
through  threefold  action: 

1.  Sedation 

2.  Local  anesthesia 

3.  Spasmolysis 


Trasentine  relieves  pain 
by  exerting  a local  anesthetic 
effect  on  the  gastrointestinal 
mucosa.  It  also  produces 
spasmolysis  through  a 
papaverine-like  effect  on  smooth 
muscle  and  an  atropine-like 
effect  on  the  parasympathetic 
nerve  endings. 

The  20  mg.  of  phenobarbital 
in  each  tablet  provides 
a sedative  effect  which  helps 
relieve  tension  without  the 
deeper  hypnotic  effect  of  ^ 
more  potent  barbiturates. 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride 
(adiphenine  hydrochloride  Ciba) 
and  20  mg.  phenobarbital. 
Bottles  of  100  and  500. 


Ciba  Pharmaceutical  Products,  Ine. 
Summit,  New  Jersey 


/ 1901 M 
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THYLOX  SULPHUR  CREAM 


Thylox  Sulphur— of  a particle  diameter  uniformly  2 microns  or  less— 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages . . . 


exceptionally  well-tolerated 

sulphur 

of  minimum  particle  size 

for  maximum  therapeutic  effect 

for  adjunctive  therapy 

in  acne, 

seborrheic  dermatitis, 
and  other  skin  disorders 
responsive  to  sulphur 


Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 

Extensive  sulphur  surface  area  permits  prompt  formation 
of  therapeutically  effective  polysulphides 


Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur,, 
and  the  necessity  for  using  sulphur  in  excessive  amounts 


THYLOX  SULPHUR’  CREAM 

Contains  4%  Thylox  Sulphur  (anhy- 
drous), plus  0.5%  hexachlorophene,  in  a 
greaseless  absorption  base.  Blends  read- 
ily with  the  skin,  has  no  sulphur  odor,  is 
easily  removed  with  warm  water.  Avail- 
able in  IV2-0Z.  tubes. 


THYLOX  SULPHUR  SOAP* 

Contains  7V£%  Thylox  Sulphur  (anhy- 
drous), plus  hexachlorophene  1%.  Sug- 
gested for  routine  skin  cleansing  when 
long-term  sulphur  therapy  is  indicated. 
Available  in  boxes  of  3 cakes,  3%  oz- 
each  cake.* 


SAMPLES  AND  LITERATURE  TO  PHYSICIANS  ON  REQUEST 


SHULTON,  Inc. 

Clifton,  New  Jersey 


m 





•Made  with  Koppera  Thylox  Sulphur®  — * apodal  aulphur  of  Koppera  Co.,  Inc.  Solo  liconace,  Shulton,  Ino. 
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A MOST  EFFECTIVE  ANTITl  SSIVE 

to  ease  exhausting  cough  and  please  exacting  patients 

B I ■ C O - T U S S I N® 


Bischoff  brand  of  dihvdrocodeinone  bitartrate 

SYRUP  TABLETS 


in  acute  respiratory  infections 
potent  and  palatable 

in  severe  chronic  cough  from  any  cause 


Each  teaspoonful  (5  oc.;  and  each  tablet 
contains  5 mg.  dihydrooodeinone  bitartrate. 
Average  dose:  5-10  mg.,  3 to  4 times  daily. 
• May  be  habi t -forming ; requires  narcotic 
form. 


ERNST  BISCHOFF  COMPANY,  INC  • IVORYTON,  CONN. 


rBiseliofE 

- 


Buy  Savings  Bonds 


Whether  you’re  furnishinga  nevt 
office  or  “toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators’  Service . . 


Doctor- does  your  office  need  a check-up? 


It  is  just  one  of  those  curious  quirks  of  human  nature.  Doctor 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  less  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

* For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE.  CORNER  39th  • NEW  YORK.  N.  Y. 
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the  valuable  uses  of  Thyroid 


IN  HABITUAL  ABORTION’ 

In  a series  of  pregnancies  complicated  by  true  habitual 
abortion,  63.5%  were  associated  with  lowered  thyroid 
function.2  This  lowered  thyroid  function  is  in  contrast  to 
that  found  in  normal  pregnancy,  in  which  an  early  rise  in 
serum  protein-bound  iodine  occurs.1,3  Thyroid  given 
early  enough  in  pregnancy  may  diminish  the  tendency  to 
abortion  in  cases  in  which  there  is  no  rise  of 
serum  protein-bound  iodine. 


jjortnity 


• n r u u i 
of  super'0 

thyrar  provides  whole-gland  thyroid 
medication  at  its  best.  Prepared  from  beef  sources 
exclusively,  thyrar  undergoes  dual  standardization  — it  is 
chemically  assayed  and  biologically  tested.  How  Supplied: 
Tablets  of  14,  1 and  2 grains  in  bottles  of  100  and  1000. 

(1)  Perlmutter,  M.:  Metabolism  2:  81,  1953;  (2)  Jones, 
G.  E.  S„  anJ  Delfs,  E.:  J.A.M.A.  146:  1212,  1951;  (3) 
Man,  E.  B.,  ct  al.:  J.  Clin.  Investig.  30:  137,  1951. 


thyroid  therapy 


"frhyrar 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 


CHICAGO  11,  ILLINOIS 


‘ScCU 

9 Collected  for 
members  of  the 
State  Medical  Society 

230  w 4Uf  ST  ' NEW  YORK 

phone:  LA  4-7695 


Give  to 

Conquer 

Cancer 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


nuearpon* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING’’ 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


’ STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
253  WEST  26TH  ST..  NEW  YORK  I.  N.  Y. 
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..." sense  of  well-being” ... 

In  addition  to  relief  of  menopausal  symptoms, 
a feeling  of  well-being  or  tonic  effect”  was  frequently 
reported  by  patients  on  “Premarin”  therapy.* 


in  the  menopause 

Estrogenic  Substances  (water-soluble)  abo  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


•Harding.  F.  E.:  West.  J.  Surg.  52:31  (Jan.)  1^44. 


ja 


1 

1 

L. 
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Give  YOUR  patients . . . 


| SYMBOL  OF  DEPENDABILITY  AND  PERFORMANCE 


i IN 

ELECTROMEDICAL  APPARATUS 
ELECTROSURGICAL  APPARATUS 
i X-RAY  SPECIALTIES 


I 


MAXIMAL  comfort  and  satisfaction. 
POSITIVE  therapeutic  advantages. 


THESE  COME  WITH  EVERY 

Model  SW660  DIATHERMY 


mu  ..  THE  LIEBEL-FLARSHEIM  COMPANY 

CINCINNATI  15.  OHIO 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician- in -Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILT 

West  252nH  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson.  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


HOLBROOK  MANOR  ”KG 

Fiv4  Acr ik.  of  Pine\/ood*d  Grounds 

SENILE 

NGn-.ictarian,  di  tary  laws  oba.nrtd 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 

HC  I LROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


Hall-Brooke  • • * a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
N. Y.  George  K. Pratt, M.D., Med. Director. 

Greens  Farms,  BOX  31,  Connecticut 
W estport  2-5105  • New  York:  Enterprise  6970 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.—  Rh  4-3700 — Tues-Thurs-Sat 


GLADYS  BROWN  BROWN’S  MUrray  Hill 

Owner-Director  DUvnli  w 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PHONE:  CH  2-8686 

Foi  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


Buy  Savings  Bonds 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 
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FOR  SALE 


4-room  medical  office,  Midwood  section.  Bklym  Suitable 
general  practitioner  or  internist,  ECG.  BMR,  X-ray,  fluor- 
oscope.  Nr. 2 buslines  and  BMT.  Call  ES  6-6227  after  6 P.M. 

FOR  SALE 

Flushing,  L.  I.  Doctor’s  ten  room  residence,  with  five 
room,  attached  office  suite.  On  prominent  street,  near 
Flushing  Hospital.  Has  been  profssional  location  for  past 
nineteen  years.  For  details  call  Flushing  9-3514  Evenings. 

ART  SERVICE  FOR  DOCTORS 

Illustrations,  charts,  slides,  posters,  pamphlets,  etc.,  for 
lectures,  reports,  fund  drives,  exhibitions.  Low  rates.  No 
job  too  small.  Call  PETER  A-  PAUL  STUDIO. 

PLaza  3-4567.  1061  2nd  Ave.,  New  York  22,  N.  Y. 

TO  LET 

For  Radiologist,  Orthopedist,  Internist.  Proctologist,  etc. 
Complete  suite,  five  rooms,  equipped  with  X-ray.  ^ Main 
thoroughfare.  Active  town.  30  minutes  from  N.  Y.  City. 
Box  702,  N.  Y.  St.  J.  Med. 

FOR  SALE 

OPHTHALMOMETER,  A-0  Micromatic,  American  Op- 
tical, almost  new,  reasonable.  Box  699,  N.  Y.  St.  Jr.  Med. 

OFFICE  FOR  RENT 

Bayside — G.  P.,  4 room  office,  near  new  developments,  share 
with  specialist,  also  Brooklyn  (Greenpoint) , office  for  rent. 
Box  697.  N.  Y.  St.  Jr.  Med. 

COURSES 

Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Inlormation,  John  Levbarg,  M.  D. 
219  West  86th  St.,  N.  Y.  C.  EN2-6845. 

PRACTICE  FOR  SALE 

New  York  City  suburban  general  practice,  established  over 
26  years.  Excellent  opportunity  for  live  wire  and  willing 
to  work.  Address  Box  298,  N.  Y.  St.  Jr.  Med. 

QUEENS,  NEW  YORK 

Practice  and  equipment  for  sale,  reasonable.  Doctor  en- 
tering military  service.  Office  and  4-room  apartment 
available  for  rent.  Astoria  8-4868. 


When  you  have  a practice  for 


sale  or  an  office  to  rent;  when 


you  are  looking  for  a connec- 


tion, or  a nything  else  turns  up  that 


makes  it  necessary  for  you  to 


contact  a large  number  of  your 


associates,  use  the  classified  sec- 


tion of  the  New  York  State  Jour- 


nal of  Medicine.  Your  ad  will 


pay  you  well  in  replies. 


WANTED 


Associate  in  Ophthalmology,  Nassau  County,  N.  Y. 
Must  be  Diplomate  and  good  surgeon.  State  professional 
qualifications.  Active  practice.  Excellent  opportunity. 
Box  694.  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Medical  Building  of  Central  Nassau,  432  Mineola  Blvd. 
(near  Hillside  Ave.,)  Williston  Park,  Long  Island,  New  York 
Garden  City,  7-9555.  Completely  equipped  and  furnished 
medical  building,  adaptable  to  almost  any  specialty. 
Available  part  or  full  time.  For  rent  or  co-operative 
purchase. 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


EES— 


aminophyllin 


(theophylline-ethylenediamlne) 


■useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 


pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 
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Thirst,  too, 

seeks 


pause  for  sure ... 
be  refreshed  of  course 


Ask  for  it  either  way  . . . both 
trade-marks  mean  the  same  thing. 


ee*T»iOMT  nie.  t,i  coca-col,  company 
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New  High  Potency 
Anticholinergic  with 
No  Bitter  Aftertaste 


As  adjunctive  therapy  in  your  standard  peptic  ulcer  regimen*, 
Antrenyl  offers  potent  anticholinergic  action  to  inhibit  motil- 
ity of  the  gastrointestinal  tract  and  gastric  secretion. 


bromide 


for  your 

peptic  ulcer 

patients ... 


Although  Antrenyl  is  one  of  the  most  potent  of  all  anticholin- 
ergic agents,  it  rarely  causes  esophageal  or  gastric  irritation 
and  has  no  bitter  aftertaste.  In  individualized  doses,  it  is  well 
tolerated  and  side  effects  are  absent  or  generally  mild. 


* Leading 

gastroenterologists 

recommend: 

rest 

sedation 

antacids 

nonirritating  diet 
anticholinergics 


fn  one  study1  patients  receiving  Antrenyl  obtained  relief  from 
acute  symptoms  within  24  to  36  hours.  Dosage  was  individu- 
ally adjusted  at  5 to  10  mg.  four  times  a day.  Side  effects  were 
adjudged  less  pronounced  than  those  of  other  similar  agents 
ordinarily  used  in  the  management  of  peptic  ulcer. 

Prescribe  Antrenyl  in  your  next  case  of  peptic  ulcer  and 
spasm  of  the  gastrointestinal  tract.  Available  as  tablets.  5 mg., 
scored,  bottles  of  100;  and  syrup.  5 mg.  per  teaspoonful  (4 
cc.),  bottles  of  1 pint. 


Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 


1.  Rogers,  M.  P.,  and  Gray,  C.  L.:  Am.  J.  Digest.  Dis.  19:180.  1952. 


(Sfllbsi 


1896M 
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Do  you  sometimes  feel  that  a patient  would  bene- 
fit from  drinking  less  coffee,  because  he  is  “caffein  sen- 
sitive”? Why  not  tell  him  he  can  drink  all  the  coffee  he 
wants,  as  long  as  it  is  Sanka  Coffee — 97%  caffein-free? 

New,  Extra-Rich  Sanka  is  a wonderful  coffee,  Doctor. 
You’ll  enjoy  it  yourself. 

SANKA  COFFEE 


Products  of  General  Foods 


h 


Cn 


DELICIOUS  IN  EITHER  INSTANT  OR  REGULAR  FORM 
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Why  BIOPAR  is  an 

effective  oral  replacement 
for  injectable  vitamin  B„ 

With  Biopar,  effective  absorption  of 
vitamin  B,,  through  the  intestinal  barrier  is 
assured — even  in  the  presence  of  partial 
or  complete  achlorhydria. 


Absorption  is  assured  because  the  intrinsic 
factor  in  Biopar  performs  the  functions 
ascribed  to  the  Intrinsic  Factor  of  Castle. 


Biopar’s  completely  new  intrinsic  factor 
is  another  pioneering  hematologic  advance 
made  by  The  Armour  Laboratories. 


BIOPAR* 


Each  Biopar  tablet  contains: 


Crystalline  Vitamin  B,2  U.S.P. ..  6 meg. 
Intrinsic  Factor 30  mg. 


Supplied:  Bottles  of  30  tablets. 


# 


Biopar  produces  prompt,  positive  re- 
ticulocyte and  erythrocyte  response  in 
patients  with  pernicious  anemia. 

When  you  give  Biopar,  you  can  be 
sure  that  the  patient  is  getting  the  full 
benefits  of  oral  vitamin  Bu  therapy. 
Biopar  is  an  effective  method  of  ad- 
ministering vitamin  B,2  . . . the  patient 
is  spared  the  discomfort  of  injection. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  11.  ILLINOIS 
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The  Diabetic  Relatives  of  265  Diabetics* 

In  view  of  “...the  very  high  incidence 
of . . . unsuspected  cases  among  the 
blood  relatives  of  diabetic  patients,”2 
urine-sugar  testing  of  all  such 
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Treatment.  New  York,  Oxford  University 
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Cyclopedia  of  Medicine,  Surgery,  Specialties, 
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AMES 

COMPANY,  INC.,  ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


46453 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  MURRAY  HILL  3-0701 


( CONTENTS — Continued  from  page  2554) 


Primary  Subtotal  Gastrectomy  in  Simultaneous  Duodenal  Obstruction,  Perforated 
Ulcer,  and  Bleeding  Ulcer,  Benjamin  Hoffman,  M.D.,  and  Theodore  M.  Fcinblatt,  M.D.  2695 
Preliminary  Report  on  the  Use  of  Magnamycin  in  a Case  of  Oral  Cellulitis,  Austin  H. 
Kutscher,  D.D.S.,  John  D.  Piro,  D.D.S.,  Edward  V.  Zegarelli,  D.D.S.,  Stanley  L.  Lane, 

M.D.,  D.D.S.,  and  Lucille  Seguin,  B.S 2698 

Contact  Dermatitis  Due  to  Benzalkonium  Chloride  (Zephiran  Chloride),  William 

Saunders,  M.D 2700 

SPECIAL  ARTICLES 

The  Physician’s  Role  in  the  Rehabilitation  of  the  Welfare  Patient,  I.  Jay  Brightman, 

M.D.,  F.A.C.P 2701 

United  Medical  Service,  Inc. — “The  Doctors’  Plan,”  Part  II,  Chas.  Gordon  Heyd,  M.D.  2705 
Introducing  the  New  Roswell  Park  Memorial  Institute,  George  E.  Moore,  M.D.,  and 

William  H.  Wehr,  M.D 2708 


HISTORY  OF  MEDICINE 

My  Sixty-Eight  Years  in  Medicine — Part  II,  Henry  Jones  Mulford,  M.D 


EDITORIALS 

Blood  Banks  Association  Organized.  . 2605 

Announcement 2606 

Current  Concepts  in  Diabetes  Mellitus 

— Nutrition  in  Diabetes 2607 


2711 

GENERAL  FEATURES 

Books  Received 2714 

Necrology 2715 

Medical  News 2718 

MISCELLANEOUS 

State  Society  Officers 2558,2560,  2562 


Yotir  GROUP  PLAN 

OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

• Conceived,  organized  and  supervised  by  your  State 

Medical  Society  for  the  exclusive  benefit  of  its 
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NONTOXIC  MUCOLYTIC  DETERGENT 

Alevaire  is  administered  as  a fine  mist  by  aerosol 
nebulization  utilizing  a suitable  supply 
of  oxygen  or  compressed  air. 

'New  and  uniquely  effective  method  of  liquefying  respiratory  secretions’ ’ 


Supplied  in  bottles  of  500  cc. 


Alevaire,  trademark 


WINTHROP-STEARNS  INC. 
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itching--  help ! 


relief  comes  from 


the  safe  and  effective  ingredients 
of  Calmitol  — camphorated  chloral, 
hyoscyamine  oleate  and  menthol. 
“Preferred”2  by  physicians  for  its 
safe  and  prolonged  action, 
Calmitol  raises  the  threshold 
of  sensory  nerve  endings  and 
skin  receptors  and  thus  inhibits 
the  itch  stimulus  at  the  point 
of  origin. 

rather  than 


— calamine  preparations  which 
are  ineffective1 


— phenol  derivatives  which  are  irritating2 

— local  anesthetics  of  the  “caine”  family 
liable  to  cause  contact  dermatitis3 

— antihistaminics  which  are  known  as 
“great  sensitizers.”3 


1.  Goodman,  H.:  J. A. M. A.  (29  707,  1945 

2.  Lubowe,  I.  I.:  New  York  State  J.  Med.  50  1743,  1950 

3.  Nomland,  R.:  Postgrad.  Med.  II  412,  1952 


the  bland  antipruritic 


New  York  17,  N.  Y. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

Thomas  M.  d’Angelo,  M.D.,  Jackson 
Heights 
Second  District 

George  P.  Bergman*?.,  M.D.,  Mattituck 
Third  District 

John  H.  Wadsworth,  M.D.,  Cobleskill 
Fourth  District 

J.  Frederick  Sarno,  M.D.,  Johnstown 


Fifth  District 

Arthur  F.  Gaffney,  M.D.,  Clinton 
Sixth  District 

Elton  R.  Dickson,  M.D.,  Binghamton 
Seventh  District 

Samuel  A.  Munford,  M.D.,  Clifton  Springs 
Eighth  District 

Stdnet  L.  McLouth,  M.D.,  Corfu 


Ninth  District — John  F.  Rogers,  M.D.,  Poughkeepsie 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

John  J.  Mastkrson,  M.D.,  Chairman  Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

Norman  S.  Moore,  M.D.  George  W.  Kosmak,  M.D. 

[Address  all  communications  to  abot'e  address] 


LEGAL  DEPARTMENT 

Counsel  ...  William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4 Telephone:  HAnover  2-0670 

AUTHORIZED  INDEMNITY  REPRESENTATIVE 

Harrt  F.  Wanyig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 

EXECUTIVE  OFFICER 

Harold  B.  Smith,  M.D..  100  State  St.,  Albany  7.  Telephone:  4-4214 

DIRECTOR,  BUREAU  OF  WORKMEN  S COMPENSATION 

David  J.  Kaliski,  M.D.,  3S6  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR.  PUBLIC  AND  PROFESSIONAL  RELATIONS  BUREAU 

Frederick  W.  Miebach.  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


2560 


2561 


You  wouldn’t 
prescribe 
15  apples 
a day! 


Yet,  it  would  take 
about  that  many 

apples  to  equal  the  100  mg. 
ascorbic  acid  content 

of  a single  capsule  of 
“Beminal"  Forte  with  Vitamin  C. 

This  preparation  also  contains 

therapeutic  amounts  of  important 
B complex  factors,  and  is 

particularly  recommended  for 
use  pre-  and  postoperatively 
and  whenever  high 
B and  C levels  are  required. 


"Beminal” 

(RJ 

forte 

with  Vitamin  C 


No.  817  — Each  capsule  contains: 

Thiamine  HC1  (B j) 25.0  mg. 

Riboflavin  (B2) 12.5  mg. 

Nicotinamide  100.0  mg. 

Pyridoxine  HC1  (Bh)  ....  10  mg. 

Calc,  pantothenate 10.0  mg. 

Vitamin  C (ascorbic  acid)  . 100.0  mg. 

Supplied  In  bottles  of  30,  100,  add  1,000. 
Suggested  dosage: 
one  to  3 capsules  daily  or  more. 


AYERST,  McKENNA  & HARRISON  LIMITED  • New  York,  N.  Y.  . Montreal,  Canada 
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Heard  at  the  staff  meeting . . . 


increases  the  usefulness  of  oral  aminophylline 


In  the  form  of  Aminodrox,  three  out  of  four  pa- 
tients can  be  given  therapeutically  effective  oral  doses 
of  aminophylline. 

This  is  possible  with  Aminodrox  because  gastric 
disturbance  is  avoided. 

Now  congestive  heart  failure,  bronchial  and  car- 
diac asthma,  status  asthmaticus  and  paroxysmal 

dyspnea  can  be  treated  successfully  with  oral  amino- 
phylline in  the  form  of  Aminodrox. 


THE  S.E.  MASSENGILL  CO. 


Aminodrox  Tablets  contain  1 t/2  gr.  aminophylline  with  2 gr. 
activated  aluminum  hydroxide. 

Aminodrox-Forte  Tablets  contain  3 gr.  aminophylline  with  4 
gr.  activated  aluminum  hydroxide. 

Also  available  with  1/4  gr.  phenobarbital. 


BRISTOL,  TENNESSEE 
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EAT  AND 
REDUCE 
PLAN 


Wide  Medical  Interest 
in  New  Knox  Gelatine 
“Eat  and  Reduce”  Plan 


Developed  and  supervised  by  competent  clinical 
authority,  the  new  Knox  “Eat  and  Reduce”  Plan  is 
intended  especially  for  your  overweight  patients  in 
otherwise  normal  health. 

The  plan  has  been  tested  on  overweight  patients 
with  fine  results.  In  addition,  many  physicians  (and 
their  families)  have  written  us  about  their  gratifying 
personal  results  with  this  plan. 

The  Knox  “Eat  and  Reduce”  Plan  is  a simple, 
sensible  regimen  that  places  no  burden  of  exercise 
or  hunger  on  the  patient.  Quite  tj,e  contrary,  it  per- 
mits three  tempting,  solid  meals  daily,  plus  between- 
meal  feedings.  The  menus  have  been  carefully 
selected  so  as  to  provide  an  abundance  of  vitamins, 
minerals  and  protein.  Many  of  the  dishes  utilize 
Knox  Gelatine,  which  is,  of  course,  all  protein  and 
no  sugar  — thus  being  an  effective  aid  in  weight 
reduction. 


Available  of  grocery  stores  in 
4-envelope  family  size  and 
32-envelope  economy  size  pockoges. 

Knox  Gelatine  u.s.r 

ALL  PROTEIN  NO  SUGAR 


USE  THIS  COUPON!  Write  today! 

Knox  Gelatine,  Johnstown,  New  York  Dept.  NY  S 


Please  send  me  FREE  copies 
of  the  “ Eat  and  Reduce ” Plan,  and  Diels. 

Name M.D. 

A ddress — 

} City Zone State . 

I J 
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Holbrook  Manor 2724 

Kingsbridge  House 2582 

Charles  B.  Knox  Gelatine  Co 2564 

Lakeside  Laboratories,  Inc 2612 

Lederle  Laboratories Between  2574-2575 

Thomas  Leeming  A Co.  Inc 2559,2717 

Eli  Lilly  A Company 2604 

P.  Lorillard  Company 2570-2571 

Louden- Knickerbocker  Hall 2724 

Mandl  School 2724 

S.  E.  Massengill  Co 2563 

Mead  Johnson  A Company 4th  cover 

Wm.  S.  Merrell  Company 2nd  cover 

New  York  Medical  Exchange 2724 

Num  Speciality  Co 2725 

Parke,  Davis  A Company 2599 

Pediforme  Shoe  Company 2582 

Chas.  Pfiser  A Co.. 2589 

Pharmacia  Laboratories,  Inc 2600 

Physicians’  Home 2722 

Pitman-Moore  Company 2603 

Rand  Pharmaceutical  Co.,  Inc. 2721 

R.  J.  Reynolds  Tobacco  Co 2/23 

Riker  Laboratories,  Inc 2568-2569,  2601 

A.  H.  Robins  Co.,  Inc Between  2582-2583 

Schenley  Laboratories,  Inc 2579 

Schering  Corporation 2583 


Sharp  A Dohme,  Inc.  (Division  of  Merck  A Co.) 2595 

Smith-Dorsey . 


2594 


Smith,  Kline  A French  Labs 

2584-2585,  2590-2591,  2596-2597,  3rd  cover 

E.  R.  Squibb  A Sons  (Division  of  Mathieson  Chem. 

Corp?)  2574 

Twin  Elms 2724 

U.  S.  Vitamin  Corp 2724 

Upjohn  Company -o87,  2611 

Varick  Pharmacal  Company 2576 

H.  F.  Wanvig 2556 

West  Hill 2724 

Winkler  Shoe 2600 

Winthrop-Stearns  Inc 2oo7 
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3 GERIFORT 

(recommended 
daily  dose) 


capsules 
contain : 


Vitamin  A (Synth.)  S8,000  U.S.P.  Units 


Vitamin  Bi 

...14 

Mg. 

Vitamin  B? 

. . .14 

Mg. 

Vitamin  B» 

Mg. 

Vitamin  C 

.210 

Mg. 

Vitamin  D 

2,800 

U.S.P.  Units 

Niacinamide 

Mg. 

Iron 

Mg. 

Calcium 

Mg. 

Phosphorus 

Mg. 

Iodine 

.0.1  Mg. 

Calcium  Pantothenate 

...20 

Mg. 

Folic  Acid 

.1.5 

Mg. 

Vitamin  E 

Int.  Units 

Vitamin  Bir 

...5 

Meg. 

Choline  Bitartrate.... 

.200 

Mg. 

Inositol 

. .100 

Mg. 

dl-Methionine 

. . .20 

Mg. 

Rutin 

. . .60 

Mg. 

Biotin 

. . .50 

Meg. 

Cobalt 

Mg. 

Copper 

Mg. 

Magnesium 

Mg. 

Manganese 

..0.5 

Mg. 

Potassium 

.0.05 

Mg. 

Zinc 

Mg. 

1.  Steiglitz,  E.  J.s  in  Handbook  of 
Nutrition,  A.M.A.,  1951. 

S.  Tuohy,  E.  L.:  in  Handbook  of 
Nutrition,  A.M.A.,  1943. 
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MERICAN  PH 

Mar 
N< 

Over  36  years  of  se 


INDEX  TO  ADVERTISED  PRODUCTS 


...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Everv 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  wav  to  give  vou  perfect  Scotch  whisky... 
the  same  high  quality  die  world  over. 

BORN  1820... 

STILL  GOING  STRONG 

Johnnie 
Walker 

BLENDED  SCOTCH  WHISKY 


Adrenalin  (Parke,  Davis  4 Company) 2599 

Alevaire  (Winthrop-S  teams  Inc.) 2557  1 

Amchlor  (Brewer  4 Company,  Inc.) 2567 

Aminodrox  (S.  E.  Massengill  Co.) 2563 

Antrenyl  (Ciba  Pharmaceutical  Products,  Inc.).  . 2551 

Aureomycin  (Lederle  Laboratories) Between  2574-2575 

Azulfidine  (Pharmacia  Laboratories,  Inc.) 2600 

Beminal  (Ay erst . McKenna  4 Harrison  Ltd.) .....  2561 

Bentyl  (Wm.  S.  Merrell  Company) 2nd  cover 

Biopar  (Armour  Laboratories) 2553 

Brioschi  (Ceribelli  & Co.) 2582 

Butazolidin  (Geigy  Company.  Inc.) 2575 

Calmitol  (Thomas  Leeming  4 Co.,  Inc.) 2559 

Children’s  Aspirin  (Bayer  Company) 2726 

Clinitest  (Ames  Company,  Inc.) 2555 

Cobaden  (Rand  Pharmaceutical  Co.,  Inc.) 2721 

Cortef  (Upjohn  Company) 2587 

Daxalan-Dome-Paste  (Dome  Chemicals,  Inc.) 2600 

Desitin  Ointment  (Desitin  Chemical  Company) 2588 

Dexamyl  (Smith,  Kline  4 French  Labs.) 2584-2585 

Digitaline  Nativelle  (Varick  Pharmacal  Company, 

Inc.) 2576 

Drilitol  (Smith,  Kline  A French  Labs.) 2596-2597 

Ediol  (Schenley  Laboratories,  Inc.) 2579 

Elkosin  (Ciba  Pharmaceutical  Products,  Inc.) 2598 

Elorine  Sulfate  (Eli  Lilly  4 Co.) 2604 

Eskacillins  (Smith.  Kline  4 French  Labs.) 2590-2591  . 

Eskaphen  B (Smith,  Kline  4 French  Labs.) 3rd  cover  j 

Furadantin  (Eaton  Laboratories,  Inc.) 2580-2581  ' 

Gantricillin  (Hoffmann- La  Roche) Between  2566-2567 

Gantrisin  (Hoffmann- La  Roche) Between  2566-2567 

Gerifort  (American  Pharmaceutical  Company) 2565 

Globin  Insulin  (Burroughs  Wellcome  4 Co.  Inc.) ....  2592 

H.  P.  Acthar  Gel  (Armour  Laboratories)  2573,  2577,  2593 

Irrigol  (The  Alkalol  Company) 2722 

Metamine  (Thos.  Leeming  4 Co.  Inc.) 2717 

Neohydrin  (Lakeside  Laboratories,  Inc.) 2612 

Orthoxicol  (Upjohn  Company) 2611 

Pabalate  (A.  H.  Robins  Co.  Inc.) Between  2582-2583 

Pabirin  (Smith-Dorsey) 2594 

Pentids  (E.  R.  Squibb  4 Sons.  Div.  of  Mathieson 

Chem.  Corp.) 2574 

Percodan  (Endo  Products  Inc.) 2602 

Poly-Vi-Sol  (Mead  Johnson  4 Company) 4th  cover 

Rauwiloid  (Riker  Laboratories,  Inc.) 2568-2569 

Rauwiloid  -I-  Hexamethonium  (Riker  Laboratories, 

Inc.) 2601 

Robitussin  (A.  H.  Robins  Co.  Inc.). ...  Between  2582-2583 

Rub  A-535  (Denver  Chemical  Mfg.  Co.,  Inc.) 2572 

Solganal  (Schering  Corporation) 2583 

Terramycin  (Chas.  Pfizer  4 Co.) 2589 

Thum  (Num  Specialty  Co.) 2725 

Tracinets  (Sharp  4 Dohme,  Inc.,  Division  of  Merck  4 

Co.) 2595 

Veralba  (Pitman-Moore  Company) 2603 

vi-syneral  (U.  S.  Vitamin  Corp.) 2724 


Dietary  Foods 


Baby  Foods  (Beech-Nut  Packing  Co.) 2719 

Gelatine  (Knox  Gelatine) 2564 

Modified  Milk  (Baker  Laboratories  Inc.) 2586 

Sanka  Coffee  (General  F oods  Corporation) 2552 


Medical  and  Surgical  Supplies 


Orthopedic  Shoes  (Pediforme  Shoe  Co.) 2782 

Orthopedic  Shoes  (Winkler  Shoes) 2600 


Miscellaneous 


Camel  Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 2723 

Kent  Cigarettes  (P.  Lorillard  Co.) . 2570-2571 

Viceroy  Cigarettes  (Brown  4 Williamson  Tobacco 

Corp.) 2578 

Whiskey  (Canada  Dry  Ginger  Ale,  Inc.) 2566 


CANADA  DRY  GINGER  ALE.  Inc..  New  York.  N.  Y..  Sole  Importer 
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ONE-HALF  GRAM  ENTERIC-COATED 
AMMONIUM  CHLORIDE  TABLETS 


UUUUUUl 

QSL  QStltf  O 

4MCHLCC 

ONE  GRAM  ENTERIC-COATED 
AMMONIUM  CHLORIDE  TABLETS  ( Brewer ) 


"Easy-to-swallow"  AMCHLOR  is  processed  in  such  a manner  that 
each  enteric-coated  tablet  contains  1 Gram  of  ammonium  chloride 
and  yet  is  not  much  larger  than  the  gr.  enteric-coated  tablet. 
Thus  the  same  dose  can  be  given  with  only  one-half  the  number 
of  tablets. 

FROM  COAST  TO  COAST  both  physicians  and  patients  are  show- 
ing a decided  preference  for  AMCHLOR. 


The  next  time  you  prescribe  ammonium  chloride 

specify  — 

AMf.HI 

THE  ONE  GRAM  enteric-coated  tablet 
of  ammonium  chloride 
for  your  patients'  convenience! 


For  samples  just  send  your  Rx  blank  marked  — 4AMII 

1 


BREWER  & COMPANY,  INC.  WORCESTER  8,  MASSACHUSETTS  U.S.A. 


a selective  alkaloidal  extract  ( the  alseroxylon  fraction ) of 
Rauwolfia  serpentina,  freed  from  the  inert  dross  of  the  whole  root 


Brings  New  Efficacy... 
Greater  Safety... 

Lessened  Side  Actions... 

A New  Sense  of  Well-Being... 


NOTE  THESE  ADVANTAGES 

% Moderate,  gradual  lowering  of  blood  pressure — a slow, 
smooth  hypotensive  effect. . . 

# Rapid  relief  of  associated  symptoms  usually  before 
objective  changes  are  noted... 

# Gentle  sedation  (without  somnolence)... 

# Mild  bradycardia,  appreciated  especially  where  tachy- 
cardia has  led  to  anxiety... 

# Virtually  no  side  effects... 

# Dosage  not  critical — increased  dosage  (beyond  usual 
effective)  produces  neither  excessive  drop  in  tension  nor 
severe  side  actions... 

% No  known  contraindications... 


For  Every  Type  and  Grade 

A Riker 

Rauwiloid  Preparation 


In  Mild  and  Labile 
Hypertension... 

RAUWILOID 

In  Moderate  to  Severe 
Hypertension... 

RAUWILOID+ 

VERILOID® 


In  Intractable  or  Rapidly 
Advancing  Hypertension... 

RAUWILOID+ 

HEXAMETHONIUM 


Rauwiloid  — for  the  first  time  — provides 
effective  therapy. 

Symptoms  rapidly  disappear— are  replaced 
by  a new  sense  of  tranquility  and  well-being. 

Gradually  the  blood  pressure  is  moderately 
lowered,  the  pulse  is  mildly  slowed. 

One  dose  per  day,  initially  2 tablets,  usually 
adequate;  after  full  effect  is  reached,  1 tablet  per 
day  frequently  suffices  as  maintenance  dose. 
Tolerance  does  not  develop. 

Since  action  is  apparently  central,  the  dan- 
gers of  postural  hypotension  are  avoided. 

Rauwiloid  combines  well  with  other,  faster- 
acting  and  more  potent  hypotensive  agents, 
adding  its  own  characteristic  effects  to  theirs. 

Since  the  combined  drugs  appear  to  potenti- 
ate each  other,  smaller  dosages  of  each  usually 
suffice. 

Each  tablet  of  Rauwiloid + Veriloid  presents 
1 mg.  of  Rauwiloid  and  3 mg.  of  Veriloid.  Initial 
dose,  1 tablet  t.i.d.,  best  after  meals.  Effective 
dose  varies  with  individuals  from  3 to  8 tablets 
per  day. 

At  this  dosage  level  side  actions  to  Veriloid 
are  greatly  reduced.  Relief  of  symptoms  is 
produced  rapidly,  blood  pressure  is  lowered, 
tranquility  ensues. 

The  combination  of  Rauwiloid+Veriloid, 
because  of  lessened  side  actions  and  freedom 
from  postural  hypotension,  merits  being  first 
choice  in  moderate  and  severe  hypertension. 

Each  scored  tablet  provides  1 mg.  of  Rauwiloid 
and  250  mg.  of  hexamethonium  chloride 
dihydrate.  The  combination  offers  distinct 
advantages. 

Dosage  requirement  for  hexamethonium  is 
markedly  reduced  by  Rauwiloid.  Hence  side 
actions  are  greatly  lessened,  in  severity  as  well 
as  incidence. 

The  reduced  blood  pressure  achieved  appears 
more  stable.  Subjective  improvement  is  strik- 
ing. The  patient  experiences  a welcome 
tranquility,  appetite  improves,  and  tachycardia 
is  overcome. 

Contraindicated  only  when  hexamethonium 
itself  cannot  be  used. 


Physicians  are  invited  to  send  for  a new  brochure  on  the  treatment  of  " Severe , Intractable  Hypertension .” 
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efficiency  of 
Filter  is  verified 


Until  the  new  KENT  cigarette  was  intro- 
duced last  year,  factual  evidence  of  the 
comparative  efficiency  of  filter-tip  ciga- 
rettes did  not  exist. 

Realizing  this,  the  makers  of  KENT 
decided  to  compare  the  efficiency  of  its 
exclusive  Micronite  Filter  with  other  fil- 
ters— and  to  release  the  findings  to  the 
general  public. 

On  delicate  analytical  balances,  the 
weight  of  the  nicotine  and  tars  left  in  smoke 
after  passing  through  the  Micronite  Filter 
was  compared  with  the  weight  of  the  irri- 
tants left  in  the  smoke  after  passing 
through  conventional  filters. 

These  scientific  comparison  tests  show 
that  while  conventional  filters  remove 
some  irritants,  KENT’S  Micronite  Filter 
approaches  7 times  the  efficiency  of  other 
filters  in  the  removal  of  nicotine  and  tars 
and  is  virtually  twice  as  effective  as  the 
next  most  efficient  cigarette  filter. 

In  addition,  tests  have  been  made  on 
physiological  reactions  to  cigarette  smoke 
— and  the  findings  have  been  released  to 
the  medical  profession  only. 

These  tests,  without  exception,  show 
that  KENT’S  Micronite  Filter  is  the  first 
to  remove  enough  of  the  irritants  from 
cigarette  smoke  to  give  susceptible  smok- 


ers ( about  1 out  of  every  3)  the  protection 
they  need.  At  the  same  time,  this  filter 
lets  through  all  the  rich  taste  of  fine  to- 
baccos that  gives  smokers  the  satisfaction 
they  want. 

Already  the  new  KENT  has  become  so 
popular  that  it  outsells  brands  on  the 
market  for  years.  If  you  have  yet  to  try 
the  new  KENT,  may  we  suggest  you  do 
so  soon? 


"KENT"  AND  "MICRONITE"  ARE  REGISTERED 

TRADEMARKS  OF  P.  LORILLARD  COMPANY 
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fJlapid 
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FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


ARTHRITIS  < 
RHEUMATISM  • 
BURSITIS  • 
MYOSITIS  • 
NEURITIS  • 
SCIATICA  • 
LUMBAGO  • 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modern 
non-greasy,  stainless,  vanishing 
base  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A- 53  5 contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  %%,  Methyl  Salicy- 
late 12%. 

Rub  A- 53  5 may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  F-31 1 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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The  small  total  dose  required  affords 
economy  and  virtual  freedom  from  side  actions. 


HP*ACTHAR  Gel,  subcutaneously  or  in- 
tramuscularly, gives  quick  relief  in  severe 
attacks  of  bronchial  asthma,  and  may  pro- 
vide long-lasting  remissions.  Patients 
refractory  to  all  customary  measures,  in- 
cluding epinephrine,  and  even  to  other 
forms  of  ACTH,  may  fully  benefit  from 
HP*ACTHAR  Gel. 

Used  early  enough,  HP*ACTHAR  Gel 
may  become  a valuable  agent  in  prolong- 
ing the  life  span  of  asthmatic  patients. 
ACTH  "should  not  be  withheld  until  the 
situation  is  hopeless”.f 

fEditorial,  J.  Allergy  23:  279-280,  1952. 


MODERN 


MANAGEMENT 


THE  ARMOUR  LARORATORIES 

CHICAGO  11,  ILLINOIS 


A DIVISION  OF  ARMOUR  AND  COMPANY 


1st  choice  for  oral  penicillin  therapy 


PentidLs 

Squibb  200.000  Unit  Penicillin  G Potassium  Tablets 


Squibb 


for  specific  and  potent 
antiarthritic  action 
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BUTAZOLIDIN 

(brand  of  phenylbutazone) 

Butazolidin  relieves  pain  and  improves  function  in  the  great  majority 
of  arthritic  patients.  Its  broad  therapeutic  spectrum  makes  it  valuable 
in  virtually  all  the  more  serious  forms  of  arthritis.  Like  other  powerful 
antiarthritic  agents,  BUTAZOLIDIN  should  be  prescribed  according  to 
a controlled  regimen,  based  on  careful  selection  of  cases,  judicious 
manipulation  of  dosage,  and  regular  observation  of  the  patient.  To 
obtain  optimal  therapeutic  results  with  minimal  incidence  of  side  re- 
actions,  physicians  are  urged  to  send  for  the  brochure  “Essential  Clini- 
cal Data  on  Butazolidin.” 

BUTAZOLIDIN®  (brand  of  phenylbutazone)  tablets  of  100  mg. 


(1)  Burns,  J.J.,  and  others:  J.  Pharmacol.  & Ex* 
per.  Therap.  106:3 75,  1952.  (2)  Byron,  C.  S.,  and 
Oren9tein,  H.  B.  : New  York  State  J.  Med.  53:676 
(Mar.  15)  1953.  (3)  Currie.  J.  P.:  Lancet  2:15 
(July  5)  1952.  (4)  Davies,  H.  R.;  Barter,  R.  W.; 
Gee,  A.,  and  Hirson,  C. : Brit.  M.  J.  2:1392 
(Dec.  27)  1952.  (5)  Delfel,  N.  E.,  and  Griffin, 
A.  C. : Stanford  M.  Bull.  2:65,  1953.  (6)  Domenjoz, 
R.:  Federation  Proc.  11: 339.  1952.  (7)  Domenjoz, 
R.:  Internal.  Rec.  Med.  765:467,  1952.  (8)  Gold- 
fain,  E.:  J.  Oklahoma  M.  A.  461 27.  1953.  (9)  Gut- 
man,  A.  B.,  and  YU,  T.  F. : Am.  J.  Med.  73:744,  1952. 
(10)  Kuzell,  W.  C. : Annual  Review  of  Medicine, 
Stanford,  Annual  Reviews,  2:367,  1951.  (11)  Kuzell, 
W.  C.,  and  Schaffarzick,  R.  W. : Bull,  on  Rheu- 


CEICY  PHARMACEUTICALS 
Division  of  Ceigy  Chemical  Corporation 
220  Church  Street,  New  York  1 3,  N.  Y. 

In  Canada:  Ceigy  (Canada)  Limited,  Montreal 

BU-2S1 


matic  Diseases  3: 23.  1952.  (12)  Kuzell,  W.  C. ; 
Schaffarzick.  R.  W.;  Brown,  B.,  and  Mankle,  E.  A.; 
J.A.M.A.  749:729  (June  21)  1952.  (13)  Kuzell, 
W.  C..  and  Schaffarzick,  R.  W.:  California  Med. 
77:319,  1952.  (14)  Patterson,  R.  M. ; Benson, 

J.  F.,  and  Schoenberg,  P.  L. : U.  S.  Armed  Forces 
M.  J.  4:109.  1953.  (15)  Rowe,  A.,  Jr.;  Tufft, 
R.  W.;  Mechanick,  P.  G.,  and  Rowe,  A.  H. : Am. 
Pract.  & Digest  Treat.,  in  press.  (16)  Smith, 
C.  H.,  and  Kunz,  H.  G.  : J.  M.  Soc.  New  Jersey 
49: 306,  1952.  (17)  Steinbrocker,  O.,  and  others: 
J.A.M.A.  750:1087  (Nov.  15)  1952.  (18)  Stephens. 
C.  A.  L.,  Jr.,  and  others:  J.A.M.A.  750:1084 
(Nov.  15)  1952.  (19)  Wilkinson,  E.  L.,  and 

Brown,  H. : Am.  J.  M.  Sc.  225:153,  1953. 
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NOW 

the  first  intramuscular  digitoxin 

DIGITALINE  NATIVELLE* 
INTRAMUSCULAR 


for  dependable  digitalization  and  maintenance 
when  the  oral  route  is  unavailable 


DIGITALINE  NATIVELLE 
INTRAMUSCULAR 
is  indicated  for  patients  who  are 
comatose,  nauseated  or  uncoopera- 
tive, or  whose  condition  precludes  the 
use  of  the  oral  route. 

DIGITALINE  NATIVELLE 

INTRAMUSCULAR 

provides  all  the  unexcelled  virtues  of 

its  parent  oral  preparation. 

Steady,  predictable  absorption. 

Equal  effectiveness,  dose-for-dose 
with  oral  DIGITALINE  NATIVELLE. 

‘ Easy  switch-over  to  oral  medication. 


Clinical  investigation  has  shown  that  DIGITALINE  NATIVELLE  INTRAMUSCULAR 
is  "effective  in  initiation  and  maintenance  of  digitalization.  A satisfactory  therapeutic 
effect  was  obtained  with  minimal  local  and  no  undesirable  systemic  effects."* 


DIGITALINE  NATIVELLE  INTRAMUSCULAR  - 1-cc.  and  2-cc.  ampules,  boxes  ol  E and  SO.  Each  cc  provides  0.2  mg. 
of  the  original  digitoxin  - DIGITALINE  NATIVELLE. 

-Strauss.  V.;  Simon.  D.  L;  Iglauer.  A.,  and  McGuire.  J.:  Clinical  Studies  of  Intramuscular  Injection  ol  Digitoxin 
Digitaline  NativelleJ  in  a New  Solvent.  Am.  Heart  J.  44: 787.  1952. 

Literature  and  samples  available  on  request. 


VARICK  PHARMACAL  COMPANY.  INC. 

(Division  ol  E.  Fougera  & Co..  Inc.) 

75  Varick  Street.  New  York  13.  N.  Y. 
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THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 
DIVISION  OF  ARMOUR  AND  COMPANY 


The  small  total  dose  required  affords 
economy  and  virtual  freedom  from  side  actions. 


HP*ACTHAR  Gel,  subcutaneously  or  intramuscularly, 
provides  rapid  relief  of  even  severe  pain,  especially  in 
the  acute  stage  of  bursitis  and  tendinitis. 

Unlike  procaine  infiltration  or  narcotics,  HP*ACTHAR 
Gel  does  not  simply  dull  the  pain.  It  effectively  counter- 
acts the  underlying  inflammatory  reaction,  concomitant 
swelling  and  edema.  Even  calcium  deposits  may  dis- 
appear.! 

f Steinberg,  C.  L.r  and  Roodenburg,  A.  L.:  J.A.M.A.  149:  1458,  1952. 


ACTHAR*  IS  THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE— CORTICOTROPIN  (ACTH). 
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A Report  on  the  Double-Filtering  Action 
of  King-Size,  Filter-Tip  VICEROY 


VICEROY  Now 
Combines  the  Advantages 
of  Both  King-Size 
and  Filter-Tip  Cigarettes 

Now  for  the  first  time,  smokers  can 
have  the  advantages  of  the  double- 
filtering  action  of  king-size  and 
filter  tip. 

The  New  Viceroy  Cigarette  is  king- 
size — 21%  longer  than  ordinary  cig- 
arettes. As  smoke  passes  through, 
this  extra  length  helps  filter  out 
nicotine  and  tars. 

The  New  Viceroy  Filter— 18%  long- 
er than  any  other — efficiently  traps 
additional  nicotine  and  tars.  This 
unique  new-type  filter  is  scientifi- 
cally designed  to  remove  maximum 
quantities  of  nicotine  and  tars 
•without  impeding  the  flow  of  smoke 
or  impairing  flavor. 

When  a filter-tip  cigarette  is  de- 
sired, VICEROY’S  double-filtering 
action  can  be  counted  upon  for  a 
significant  reduction  in  nicotine 
and  tars.  At  the  same  time,  how- 
ever, the  comforts  of  full  smoking 
satisfaction  can  still  be  enjoyed. 

Brown  & Williamson 
Tobacco  Corp. 


The  VICEROY  Filter 


This  new-type  cellulose- 
acetate  filter,  exclusive  with 
VICEROY,  represents  the 
latest  development  in  20 
years  of  Brown  & William- 
son filter  research.  Com- 
pletely new  in  construction, 
it  permits  maximum  filtering 
without  affecting  flavor. 


for  caloric  boost 
without  gastric  burden 
. . .when  weight  gain 
is  the  objective 


TRADEMARK 


[oral  fat  emulsion  schenley] 

Just  2 tablespoonfuls  of  EDIOL* 
oral  fat  emulsion  q.i.d.  add  600 
extra  calories  to  the  daily  diet 
without  increasing  bulk  intake  or 
blunting  the  appetite  for  essen- 
tial foods.  This  EDIOL  regimen 
is  the  caloric  equivalent  of: 

6 servings  of  macaroni 
and  cheese,  or 
1 dozen  Parker  House  rolls,  or 
12  pats  of  butter,  or 
8 boiled  eggs,  or 
6 baked  potatoes,  or 
9'/2  slices  of  bread 

EDIOL  is  an  exceptionally  palat- 
able, creamy  emulsion  of  vege- 
table oil  (50%)  and  sucrose 
(12!/2%).The  unusually  fine  par- 
ticle size  of  EDIOL  (average,  1 
micron)  favors  ease  of  digestion, 
rapid  assimilation.  For  children, 
or  when  fat  tolerance  is  a prob- 
lem, small  initial  dosage  may 
be  prescribed,  then  increased  to 
the  level  of  individual  tolerance. 
Available  through  all  pharma- 
cies, in  bottles  of  16  fl.oz. 


schenley 


SCHENLEY  LABORATORIES,  INC. 

L AWR  E N C E B U R G,  INDIANA 


Conclusive  evidence 

of  the  effectiveness  and  low  toxicity 
of  Furadantin 

in  treating  bacterial  urinary  tract  infections 
is  provided  in  its  recent 

acceptance  by  the  Council 


FURADANTIN 

brand  of  nitrofurantoin 


• • 
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The  N.N.R. 
monograph 
on  Furadantin 
states: 


Nitrofurantoin.— Furadantin  (Eaton).— 

Actions  and  Uses.— Nitrofurantoin,  a nitrofuran  derivative, 
exhibits  a wide  spectrum  of  antibacterial  activity  against  both 
gram-positive  and  gram-negative  micro-organisms.  It  is  bac- 
teriostatic and  may  be  bactericidal  to  the  majority  of  strains  of 
Escherichia  coli,  Micrococcus  (Staphylococcus)  pyogenes  albus 
and  aureus.  Streptococcus  pyogenes,  Aerobacter  aerogenes,  and 
Paracolobactrum  species.  The  drug  is  less  effective  against 
Proteus  vulgaris.  Pseudomonas  aeruginosa,  Alcaligenes  faecalis, 
and  Corynebacterium  species;  many  strains  of  these  organisms 
may  be  resistant  to  it.  However,  bacterial  resistance  to  other 
anti-infective  agents  is  not  usually  accompanied  by  increase  in 
resistance  of  the  organisms  to  nitrofurantoin.  The  drug  does 
not  inhibit  fungi  or  viruses. 

Nitrofurantoin  is  useful  by  oral  administration  for  the  treat- 
ment of  bacterial  infections  of  the  urinary  tract  and  is  indicated 
in  pyelonephritis,  pyelitis,  and  cystitis  caused  by  bacteria  sensi- 
tive to  the  drug.  It  is  not  intended  to  replace  surgery  when 
mechanical  obstruction  or  stasis  is  present.  Following  oral  ad- 
ministration, approximately  40%  is  excreted  unchanged  in  the 
urine.  The  remainder  is  apparently  catabolized  by  various  body 
tissues  into  inactive,  brownish  compounds  that  may  tint  the 
urine.  Only  negligible  amounts  of  the  drug  are  recovered  from 
the  feces.  Urinary  excretion  is  sufficiently  rapid  to  require  ad- 
ministration of  the  drug  at  four  to  six  hour  intervals  to  main- 
tain antibacterial  concentration.  The  low  oral  dosage  necessary 
to  maintain  .an  effective  urinary  concentration  is  not  associated 
with  detectable  blood  levels.  The  high  solubility  of  nitro- 
furantoin, even  in  acid  urine,  and  the  low  dosage  required 
diminish  the  likelihood  of  crystalluria. 


Nitrofurantoin  has  a low  toxicity.  With  oral  administration 
it  occasionally  produces  nausea  and  emesis;  however,  these 
reactions  may  be  obviated  by  slight  reduction  in  dosage.  An 
occasional  case  of  sensitization  has  been  noted,  consisting  of  a 
diffuse  erythematous  maculopapular  eruption  of  the  skin.  This 
has  been  readily  controlled  by  discontinuing  administration  of 
the  drug.  Animal  studies,  using  large  doses  administered  over 
a prolonged  period,  have  revealed  a decrease  in  the  maturation 
of  spermatozoa,  but  this  effect  is  reversible  following  discon- 
tinuance of  the  drug.  Until  more  is  known  concerning  its  long- 
term effects,  blood  cell  studies  should  be  made  during  therapy. 
Frequent  or  prolonged  treatment  is  not  advised  until  the  drug 
has  received  more  widespread  study.  It  is  otherwise  contra- 
indicated in  the  presence  of  anuria,  oliguria,  or  severe  renal 
• damage.  \ 


Dosage.— Nitrofurantoin  is  administered  orally  in  an  average 
total  daily  dosage  of  5 to  8 mg..per  kilogram  (2.2  to  3.6  mg.  per 
pound)  of  body  weight.  One-fourth  of  this  amount  is  ad- 
ministered four  times  daily— with  each  meal  and  with  food  at 
bedtime  to  prevent  or  minimize  nausea.  For  refractory  infec- 
tions such  as  Proteus  and  Pseudomonas  species,  total  daily 
dosage  may  be  increased  to  a maximum  of  10  mg.  per  kilogram 
(4.3  mg.  per  pound)  of  body  weight.  If  nausea  is  severe, 
the  dosage  may  be  reduced.  Medication  should  be  continued 
for  at  least  three  days  after  sterility  of  the  urine  is  achieved. 


5? 


. 
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Something  New  for  the  Old 

The  Private  Pavilion  at  Kingsbridge  House 

a unit  of  The  Home  for  Aged  and  Infirm  Hebrews  of  New  York 

• Modern  spacious  private  and  semi-private  accommoda- 
tions for  the  handicapped  or  infirm  older  person.  Tem- 
porary or  long  term  stays. 

• Large  staff  of  nurses  and  therapists.  Resident  physician 
always  on  duty. 

• Extensive  diagnostic  and  therapeutic  resources  available. 

• Rehabihtation  and  physical  medicine  programs. 

• Recreation  facilities  include  movies,  television,  librarv, 
and  gardens. 

PATIENTS  REMAIN  UNDER  CARE  OF  THEIR  PERSONAL  PHYSICIAN 


Write  for  Descrip- 
tive Brochure 


The  Private  Pavilion  at  Kingsbridge  Mouse 

100  West  Kingsbridge  Road 

The  Bronx  68,  New  York  CYpress  8-9200 


when  proper  or  corrective  shoes 
are  indicated 

prescribe  PEDIFORMES 

IN  STOCK  — 

• straight  last  shoes 

• inflare  last  shoes 

• outflare  last  shoes 

• club  foot  shoes 

• flat  foot  shoes 

• shoes  with  Thomas  Heel 
and  long  counters 

You  are  assured  alterations  and  Fittings 
as  you  prescribe  because  of  our  interest,  and 
experience  gained  in  serving  the  medical  pro- 
fession for  more  than  40  years. 

34  WEST  36th  STREET 
NEW  YORK  CITY 
Wisconsin  7-2534 

Other  Shops  In:  Brooklyn  • Flatbush  • Hempstead  • East  Orange 
Hackensack  • New  Rochelle 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contain;  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  Fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


l^o  increase  and  accelerate  the 
appearance  of  remissions 

“Gold  salts,  if  administered  during  the  first  year  of  rheumatoid 
arthritis,  increase  and  accelerate  the  appearance  of  remis- 
sions.”* A remission  rate  of  66  per  cent  was  recently  noted  in 
a group  of  gold-treated  patients  with  rheumatoid  arthritis  of  12 
months  or  less  duration.  Similar  patients  treated  without  gold 
showed  a remission  rate  of  only  24.1  per  cent.  On  the  average, 
remissions  appeared  10  months  sooner  in  the  gold-treated  cases. 


SOLGANAL' 

I nurothioglucose) 


*Adams.  C.  H.,  and  Cecil,  R.  L.:  Ann.  Int.  Med.  53:163,  1950. 


CORPORATION 


BLOOMFIELD,  N.  J. 


SOLGANAL 
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How  'Dexamyl'  relieved  anxiety  and  depression — A case  history 

The  unique  value  of  'Dexamyl'  in  providing  symptomatic  relief  from  mental 
and  emotional  distress  is  clearly  demonstrated  in  this  case  history 
— reported  by  a Philadelphia  general  practitioner. 

Patient:  "G.L.,  age  48,  introduced  himself  to  me  as  follows: 
'Doctor,  I'm  so  nervous  I can't  sleep  ...  can't  eat  ...  gas 
bothers  me  all  the  time  ...  everything's  useless.  I don't 
even  want  to  make  a living  any  more!' 

"As  a traveling  salesman,  he  was  under  constant  nervous 
pressure  — making  trains;  keeping  business  dates;  meeting 
schedules;  eating  catch-as-catch-can ; sleeping  on  trains 
and  in  different  hotels.  He  had  a simple  anxiety  state  — 
and  obviously  was  deeply  depressed.  We  also  diagnosed 
duodenitis  and  ariboflavinosis . 

"I  made  him  stop  work  and  put  him  to  bed  — his  first 
experience  with  complete  rest.  A bland  diet,  gastroduodenal 
antispasmodics  and  intravenous  vitamin  medication  were  used 
successfully."  After  14  days  "...  I began  making  plans  for  him 
to  get  up  and  about  — but  he  did  not  show  the  slightest 
interest  in  cooperating." 


Dexamyl* 


tablets  and  elixir 


to  relieve  anxiety,  depression  and  inner  tension 
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vledical  Treatment:  "To  get  him  back  on  his  feet,  I prescribed 
'Dexamyl',  1 tablet  q.3  h.  for  2 days;  then  q.4  h.  for  the 
rext  3 days;  and  gradually  reduced  the  dosage  thereafter." 

Response:  "He  insisted  on  getting  out  of  bed  the  day  after 

Se  started  'Dexamyl'  therapy  and  he  made  plans  to  return  to 
ork  2 days  later,  in  a capacity  which  would  permit  him  to 
;at  and  sleep  at  home.  His  enthusiasm  for  'Dexamyl'  was 
mlimited:  He  said,  ' . . . after  14  days  of  being  an  invalid, 

lit  actually  made  me  feel  alive  again.  ' 

«'He  now  takes  a 'Dexamyl'  tablet  only  occasionally,  p.r.n., 
and  is  able,  for  the  first  time  in  his  life,  to  work  with 
Ibalmness  and  confidence." 


rhese  unposed  photographs  of  patient  G.L.  were  snapped  during  an  actual 
nterview  with  his  physician. 


JEach  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate,  S.K.F.), 
6 mg.;  amobarbital  (Lilly),  Y<i  gr.  Each  5 cc.  teaspoonful  of  the  elixir  is  the 
dosage  equivalent  of  one  tablet. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


[*T.M.  Reg.  U.S.  Pat.  Off. 
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“...A  Iways  have  the  milk  boiled 
S°  GS  t0  render  it  temporarily 
sterile  and  prevent  souring 
Anther  great  advantage  in  using 
boiled  milk  is  the  protection  af- 
forded  against  infection . It  has 
been  proven  beyond  question  . 
that  the  specific  poisons  of  typhoid 
fever,  scarlatina,  and  diphtheria 
are  communicated  through  the 
agency  of  milk,  and  that  these 
specific  poisons  are  rendered  in- 
et  t ^ beat  at  the  boiling  point.  ”* 

The  availability  of  Baker’s  Modi, 
bed  Milk  makes  unnecessary  the 
precautions  that  were  exercised 
a half-century  ago.  When  usin* 
Baker  s Modified  Milk  you  can 
he  sure  of  clean,  safe  milk  from 
the  source  to  your  patient. 


BAKERS  MODIFIED  MILK 
ASSURES  SAFETY 
IN  INFANT  FEEDING 

"Cheodle — Artificial  Feeding  and  Food  Disorders  of  Infants,  Sixth  Edition  (1906) 


POWDER  and  LIQUID 
Baker's  Modified  Milk  is  made  from  Grade  A Milk 
(U.  S.  Public  Health  Service  Milk  Code),  which  has 
been  modified  by  replacement  of  the  milk  fat  with 
animal  and  vegetable  oils  and  by  the  addition  of 
carbohydrates,  vitamins  and  iron. 

wm 


BAKER’S  MODIFIED  MILK 


THE  BAKER 

Main  Office:  Cleveland  3,  Ohio 
Plant:  East  Troy,  Wisconsin 


LABORATORIES  INC. 

Division  Offices:  Atlanta,  Dallas,  Denver, 

Greensboro,  N.  C.,  Los  Angeles,  San  Francisco,  Seattle 
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Major  advance  in  dermatitis  control: 

The  new  direct  approach  to  the  control  of  der- 
matitides  is  hormonal,  enlisting  the  antiphlogis- 
tic and  antiallergic  potency  of  compound  F— 
foremost  of  the  corticosteroid  hormones. 

The  new  objective  is  adapting  corticoid  therapy 
to  simple  inunction  treatment,  and  obtaining  re- 
lief in  various  forms  of  dermatitides  within  days 
—sometimes  within  hours. 


The  new  attainment  is  Cortef  Acetate  Ointment, 
which  rapidly  controls  edema  and  erythema, 
halts  cellular  infiltration,  arrests  pruritus  in  such 
harassing  skin  problems  as  atopic  dermatitis,  con- 
tact dermatitis,  pruritus  vulvae  and  ani,  neuro- 
dermatitis, and  seborrheic  dermatitis. 


Acetate 

Ointment 


Supplied:  Cortef  Acetate  Ointment  is  available  in  5 
Gm.  tubes  in  two  strengths— 2.5%  concentration  (25 
mg.  per  Gm.)  for  initial  therapy  in  more  serious  cases 
of  dermatitis,  and  1.0%  concentration  (10  mg.  per 
Gm.)  for  milder  cases  and  for  maintenance  therapy. 

Administered:  A small  amount  is  rubbed  gently  into 
the  involved  area  one  to  three  times  a day  until  defi- 
nite evidence  of  improvement  is  obseived.  The  fre- 
quency of  application  may  then  be  reduced  to  once  a 
day  or  less,  depending  upon  the  results  obtained. 


♦ TRADEMARK  FOR  UPJOHN'S  BRAND  OF  HYDROCORTISONE. 


A product  of 


Upjohn  [ 


llcseii  reh 


for  medicine ...  produced  with  care ..  .designed  for  health 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 
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FULL 

SPEED 

AHEAD 

in  TISSUE  REPAIR 


DESITIN  Ointment 
proves  in  everyday  prac- 
tice its  ability  to  ease  pain, 
renew  vitality  of  sluggish 
cells,  and  stimulate  smooth 
tissue  repair  in  lacerated, 
denuded,  chafed,  irritated, 
ulcerated  tissues  — in  con- 
ditions often  resistant  to 
other  therapy.1'3 


OINTMENT 

the  pioneer  external  cod  liver  oil  therapy 

in  WOlindS  (especially  slow  healing) 
UlCOrS  (decubitus,  varicose,  diabetic) 

burns,  perianal  dermatitis 
non-specific  dermatoses 


Protective,  soothing,  healing,  Desitin  Ointment  is  a non- 
irritating blend  of  high  grade,  crude  Norwegian  cod  liver  oil 
(with  its  unsaturated  fatty  acids  and  high  potency  vitamins  A 
and  D in  proper  ratio  for  maximum  efficacy),  zinc  oxide, 
talcum,  petrolatum,  and  lanolin.  Desitin  Ointment  does  not 
liquefy  at  body  temperature  and  is  not  decomposed  or 
washed  away  by  secretions,  exudate,  urine  or  excrements. 
Dressings  easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 


write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.  I. 


1.  Behrman,  H.  T.,  Combes.  F.  C.,  Bobroff,  A., 
Leviticus,  R.:  Ind.  Med.  & Surg.  18:512, 1949. 

2.  Turell,  R.:  New  York  St.  J.  M.  50  2282,  1950. 

3.  Heimer,  C.  B.,  Grayzel,  H.  G.,  and  Kramer,  B : 
Archives  Pediat.  68:382,  1951. 
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BRAND  OF  OXYTETRACYCLINE 


The  value  of  Terramycin  in  promptly  controlling  otitis  media, 
severe  sinusitis,  laryngotracheobronchitis,  bacterial  pneumonia 
and  virtually  all  infections  of  the  respiratory  tract,  due  to  or  com- 
plicated by  the  many  organisms  sensitive  to  Terramycin,  is  now 
a matter  of  clinical  record. 


Because  of  its  excellent  toleration  and  rapid  response,  Terramycin 
is  a therapy  of  choice  for  bacterial  respiratory  tract  infections. 
Among  the  convenient  dosage  forms  of  Terramycin  are  Capsules, 
Tablets  (sugar  coated),  good-tasting  Oral  Suspension,  non- 
alcoholic Pediatric  Drops,  Intravenous  for  hospital  use  in  severe 
infections  and  various  topical  preparations  including  Troches, 
Nasal  and  Aerosol  for  adjunctive  therapy. 


PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


“ . . . there  is  no  longer  any  reason  to  question 
the  reliability  and  efficiency  of  orally  admin- 
istered penicillin,  and  it  would  appear  that  oral 
penicillin  can  be  relied  upon  for  the  therapy  of 
80-90%  of  penicillin-treatable  infections.”1 


Oral  penicillin  is  NOT  INDICATED  in 
(a)  fulminating  disease,  (b)  conditions  in 
which  the  infection  is  in  sequestered  sites, 
and  (c)  the  presence  of  a severe  gastro- 
intestinal disturbance. 


1.  Boger,  et  al.:  Oral  Penicillin:  Evaluation  of 
All  Forms,  report  distributed  at  New  York 
Session  of  the  A.M.A.,  1953. 


tl 


for  high  blood  levels 
for  flexibility  of  dosage 
for  palatability 
for  ease  of  administration 


Rely  on  the  'Eskacillins’ 

per  teaspoonful 


‘ESKACILLIN  50’ 
‘ESKACILLIN  100’ 
‘ESKACILLIN  250’ 
‘ESKACILLIN  500’ 


50,000  units  potassium  penicillin  G 

100.000  units  potassium  penicillin  G 

250.000  units  procaine  penicillin  G 

500.000  units  procaine  penicillin  G 


For  combined  penicillin-sulfonamide  therapy : 

‘ESKACILLIN  100-SULFAS’ 

100.000  units  potassium  penicillin  G plus  a total  of  0.5  Gm.  (0.167  Gm.  each) 

of  3 sulfonamides 

‘ESKACILLIN  250-SULFAS’ 

250.000  units  procaine  penicillin  G plus  a total  of  0.5  Gm.  (0.167  Gm.  each) 

of  3 sulfonamides 


the 


Smith,  Kline  & French  Laboratories,  Philadelphia 

ESKACILLINS* 

are  painless  penicillins 
are  effective  penicillins 


*T.M.  Reg.  U.S.  Pat.  Off. 
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maximum  convenience 


Most  diabetic  patients  can  be 


controlled  with  appropriate  diet  and  a 
single  daily  injection  of 


Globin  Insulin 

Intermediate  action  ‘B.  W.  & Co. " 

Uniform  potency 
Clear  solution 
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IN  ANOGENITAL  PRURITUS 


AND  OTHER  ITCHING  DERMATOSES 


FAST 


DEPENDABLE 


RELIEF 


HP*ACTHAR  Ge[,  subcutaneously  or  intramus- 
cularly brings  fast,  dependable  relief  in  ano- 
genital pruritus  and  other  itching  dermatoses. 
HP*ACTHAR  Gel  does  not  provoke  sensitivity 
reactions,  as  do  so  many  “sedative  drugs"  or 
“antipruritic  ointments". 

Three  patients  with  intractable  anogenital 
pruritus  who  were  completely  relieved  by  ACTH 
therapy  have  been  reported  in  a recent  article,  f 
In  other  instances,  HP*ACTHAR  Gel  provides 
needed  relief  until  specific,  time-consuming 
measures  can  exert  control. 

fFromer,  J.  L„  and  Cormia,  F.  E.:  J.  Invest.  Dermat.  18: 
1, 1952. 


•HIGHLY  PURIFIED 


(IN  GELATIN) 

/CTHAR»ISTHE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE-CORTICOTROPIN  (ACTH) 


The  small  total  dose  re- 
quired affords  economy  and 
virtual  freedom  from  side 
actions. 


THE  ARMOUR  LABORATORIES 

CHICAGO  11.  ILLINOIS 
A DIVISION ' OF  ARMOUR  AND  COMPANY 


PABIRIN 


i 


\ 


I 


Each  easily  swallowed 
Pabirin  capsule  contains: 

Acetylsalicylic  Acid  0.23  Gm. 

PABA  (p-aminobenzoic 

acid) 0.23  Gm. 

Ascorbic  Acid  10  mg. 

Average  dose,  three  cap- 
sules 3 or  4 times  daily. 

Also  available  is  Pabirin 
with  Codeine,  each  capsule 
containing  V*  gr.  of  codeine 
phosphate  in  addition. 


NO  MATTER  WHAT  ELSE 
ARTHRITIS  CALLS  FOR 


Regardless  of  other  medication  indicated, 
Pabirin  is  advantageous  in  every  patient 
with  arthritis,  neuritis,  myositis,  gouty  arth- 
ritis, or  rheumatic  fever.  It  quickly  controls 
pain,  improves  joint  mobility;  in  rheumatic 
fever  it  leads  to  prompt  remission. 


4 


ADVANTAGEOUS 

FEATURES 


• Lower  dosage,  higher  salicylate  levels, 

made  possible  by  the  presence  of  PABA. 

• Sodium  free,  hence  can  be  given  in  cardiac 
disease  and  with  ACTH  and  cortisone. 

• Better  tolerated,  because  acetylsalicylic  acid 
is  not  prone  to  hydrolyze  in  stomach. 

• Guards  against  vitamin  C loss  induced  by 
intensive  salicylate  therapy. 

All  pharmacies  are  supplied. 

SMITH-DORSEY  • Lincoln,  Nebraska 

A Division  of  THE  WANDER  COMPANY 


DORSEY  PREPARATION 
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“My  throat  sure  feels  better” 


TRACINETS 


BACITRACIN-TYROTHRICIN 

actions  and  USES:  With  Tracinets  you  can  readily 
relieve  afebrile  mouth  and  minor  throat  irritations 
in  young  patients— and  in  older  ones,  too.  Acting 
together,  bacitracin  and  tyrothricin  are  truly  syner- 
gistic. Soothing  local  relief  is  afforded  by  benzocaine. 


TROCHES  WITH  BENZOCAINE 

In  severe  throat  infections  Tracinets  Troches,  by 
their  local  action,  supplement  antibiotic  injections. 
quick  information.-  Each  Tracinets  Troche  con- 
tains 50  units  of  bacitracin,  1 mg.  of  tyrothricin  and 
5 mg.  of  benzocaine.  Available  in  vials  of  12. 
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a 3-way  attack  on  intranasal  infection 

'Drilitol’  provides 


1.  double  antibiotic  action 

Drilitol  contains  2 antibiotics — anti-gram-positive  gramicidin  and 
anti-gram-negative  polymyxin— to  attack  bacterial  infection. 


2.  decongestive  action 

Drilitol’  contains  the  vasoconstrictor— Paredrinef  Hydrobromide — 
to  relieve  intranasal  congestion. 


3.  anti-allergic  action 

Drilitol’  contains  the  antihistaminic— thenylpyramine  hydrochloride— 
to  counteract  local  allergic  manifestations. 


Drilitol’  is  indicated  for  the  treatment  of  common  upper  respiratory  tract 
disorders  such  as:  rhinitis,  nasopharyngitis,  bacterial  colds,  sinusitis, 
coryza  and  allergic  rhinitis. 

DrilitoP 

antibiotic,  decongestive,  anti-allergic 

Smith.  Kline  & French  Laboratories,  Philadelphia 

★ T.M  Reg.  U.S.  Pac  Off.  +T.M.  Reg.  U.S.  Pat.  Off.  for  hydroxyamphetamine  hydrobromide,  S.K.F. 


iL  _ 


in  prescribing, 
be  sure  to  specify: 
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DRlVlTOL  SPRAYPAK.  | 
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ORILITOL* 

SOLUTION 


‘Drilitol  Spraypak’ 


R 

iyv\s 

3 kffuJUL 


OR 


rDrilitor  Solution 

*t  Q'o  5"tCvYU4,  p (JU^j 


•2.V.IS 
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pH  4.6 

ELKOSIN 

270  mg.  % 

pH  5.0 

ELKOSIN 

2541 *'%  1 

- 

pH  6.0  common  in  persons  in  normal  health 


pH  6.7 

ELKOSIN 

282  mg.  % 

Solubility  of  free  (nonacetylated)  ELKOS1N 


(Solubility  determinations  made  with  the  free 
amide  at  37  C.  in  normal  human  ufi*eWuffe 
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high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 

ELKOSIN' 

SULFISOMIDINC  CIB/ 

a new  advance  in  sulfonamide  safety 


tablets  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
suspension  in  syrup  0.25  Gm.  per  teaspoonful  (4  cc.).  Pints. 


1.  Ziegler , J.  B.;  Bagdon , R.  E.,  and  Shabica,  A.C.:  To  be  published. 
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a specific  use  in 
almost  every  practice 


ADRENALIN 


Introduced  to  the  medical  profession  by  the  Parke- 
Davis  Research  Laboratories  in  1901,  ADRENALIN 
(epinephrine,  Parke-Davis)  is  one  of  the  best  known 
and  most  widely  used  of  all  drugs.  Its  value  and  versa- 
tility are  indicated  by  its  wide  application— 

In  Medicine,  adrenalin  is  a standby  for  relieving 
asthmatic  paroxysms.  It  is  a specific  in  Adams-Stokes 
syndrome,  and  is  of  great  value  for  protein  shock,  riitri- 
toid  crises,  serum  sickness,  urticaria,  angioneurotic 
edema,  and  other  allergic  reactions. 

In  Surgery,  adrenalin  is  employed  to  prolong  local 
anesthesia  by  delaying  absorption  of  the  anesthetic 
agent,  and  to  control  hemorrhage. 

In  Obstetrics,  adrenalin  is  used  as  a uterine  relaxant. 

In  Anesthesiology,  adrenalin  is  used  to  overcome 
cardiac  arrest. 

In  Ophthalmology,  adrenalin  reduces  intraocular 
pressure,  vascular  congestion,  and  conjunctival  edema. 


In  Otolaryngology,  ADRENALIN  controls  hemorrhage 
and  provides  prompt  decongestion. 


ADRENALIN  is  available  as  ADRENALIN  Chlo- 
ride Solution  1:1000,  ADRENALIN  Chloride 
Solution  1:100,  ADRENALIN  In  Oil  1:500, 
ADRENALIN  Ointment  1:1000,  ADRENALIN 
Suppositories  1:1000,  ADRENALIN  Hypodermic 
Tablets  3/200  grain,  and  in  a variety  of  other 
forms  to  meet  medical  and  surgical  requirements. 


DETROIT.  MICHIGAN 
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The  value  of 


Azulfidine’ 

BRAND  OF  SALICYLAZOSULFAPYRIDINE 


in  ulcerative  colitis 


1.  J.  A.  M.  A.  151 
( 1953)  :5.  p.  366 

2.  Postgraduate  Med.  J. 
10(1951).  p.  317 


becomes  more  and  more  evident.  Recently  Morrison1  reported  excellent 
results,  confirming  the  opinion  of  Bargen2  and  others.  In  the  New  York 
State  Journal  of  Medicine.  53:1543-1547,  July  1,  1953,  Pelner,  Louis,  and 
Waldman,  Samuel:  in  a paper  dealing  with  adrenal  cortex  therapy  in  acute 
diseases  of  the  liver,  state  that  three  of  their  patients  with  ulcerative  colitis 
showed  great  improvement  when  Azulfidine  (formerly  Azopyrin)  was  added  to 
the  adrenal  cortex  therapy.  "The  combined  treatment  was  singularly  effective.” 


Literature  sent  on  request. 


PHARMACIA  LABORATORIES,  INC. 

Executive  Offices:  270  Park  Avenue,  New  York  17,  N.  Y. 
Sales  Offices:  300  First  Street,  N.  E.,  Rochester,  Minn. 


for  the  successful  treatment 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

O Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION J 

©Combat  local  infection  and  stimulate  healing 

with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

©Overcome  venous  insufficiency,  stasis  and 

edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


153  West  64th  Street 
New  York  S3,  N.  Y. 
Makers  of  the  Soothing , Modernized  Form  of  Burow's  Solution 
DOMEBORO  — Tablets  • Powder  • Packets  • Ointment 


Ha-ralan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored.  Am  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna's  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelaon  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  iostant  use. 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamercy  7-5504 
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severe,  intractable  hypertension 


• Ganglionic  blockade  made 
safer  through  the  tranquilizing 
effect  of  Rauwiloid... 

• Rauwiloid  works  slowly,  takes 
time  to  build  up.  By  the  time 
hexamethonium  dosage  has  been 
determined,  Rauwiloid  effect  will 
have  been  established. 

® Full  hypotensive  effect  of 
hexamethonium  from  greatly 
reduced  dosage  (up  to  one-half 
less)  because  of  apparently  syn- 
ergistic action  with  Rauwiloid  . • . 

• Side  reactions  to  hexamethon- 
ium greatly  reduced  — in  incidence 
as  well  as  severity — because  of 
lower  dosage. . . 

® Combination  renders  hexa- 
methonium therapy  by  mouth 
easier  to  manage  — a distinct 
advantage  when  severity  and 
progression  of  disease  demand 
the  most  potent  agent  available. 


The  inherent  dangers  of  hexamethonium  (though 
greatly  reduced  because  of  lower  dosage  required)  call 
for  the  same  caution,  the  same  diligent  supervision,  the 
same  careful  instruction  of  the  patient,  which  hexa- 
methonium always  demands. 

Though  the  mild  hypotensive  effect  of  Rauwiloid  is 
realized  slowly,  it  does  not  impede  the  speedy  action 
of  hexamethonium. 

Associated  symptoms  of  severe  hypertension  rapidly 
yield  to  the  Rauwiloid  component;  tachycardia  is  re- 
lieved by  mild  bradycardic  influence,  and  gentle  sedation 
changes  the  usually  present  anxiety  to  a feeling  of 
tranquility  and  well-being. 

The  concept  that  it  may  be  "better  medicine”  to  give 
such  potent  drugs  as  hexamethonium  individually,  and 
not  in  combination,  does  not  apply  here.  Unfortunate 
mistakes  in  dosage  taken  by  the  patient  are  less  apt  to 
occur  when  only  one  tablet-medication  has  to  be  taken 
Only  the  contained  hexamethonium  need  be  consid- 
ered for  dosage  purposes.  Increasing  the  dosage  of 
Rauwiloid  beyond  the  minimum  effective  dose  will 
neither  lead  to  excessive  hypotensive,  bradycardic,  or 
sedative  effects,  nor  produce  side  actions. 

Evidence  indicates  hexamethonium  dosage  should  be 
raised  slowly.  Here  is  a safe  rate  of  build-up — a uniform, 
slow,  safe  rate — with  this  combination: 

Initiate  therapy  with  tablet  (each  scored  tablet 
contains  Rauwiloid  1 mg.  and  hexamethonium  250  mg. ) 
q.i.d.,  not  less  than  4 hours  apart,  preferably  before 
meals  and  on  retiring.  After  two  weeks,  if  needed, 
dosage  may  be  increased  by  one  tablet  per  day,  but 
not  oftener  than  twice  weekly. 


Write  today  for  your  copy  of  the  new  brochure  "Rauwiloid  + Hexamethonium 
in  the  Treatment  of  Severe,  Intractable  Hypertension”;  it  presents  a 
careful  review  of  warning  signs  in  the  use  of  hexamethonium  and  of 
the  simplification  of  management  made  possible  by  this  combination. 


RIKER  LABORATORIES,  INC.  8480  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 


wherever 
Codeine  + APC 
is  indicated 


Provides  faster,  longer-lasting,  and 
more  profound  pain  relief.  Obtainable  on 
prescription.  Narcotic  blank  required. 


•Salts  of  dihydrohydroxycodeinone 
and  homatropine,  plus  APC. 


Literature?  Just  write  to 

ENDO  PRODUCTS  INC 
^ Richmond  Hill  18,  N.Y. 
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clinically 


accepted 
for  treatment 


of 

HYPERTENSION 


VERALBA 

(Brand  of  Protoveratrines  A and  B) 


Recent  clinical  investigations 
show  that  protoveratrine  pro- 
duces a significant  decrease  in 
systolic  and  diastolic  blood  pres- 
sures. With  adequate  dosage, 
this  well-tolerated  veratrum  de- 
rivative can  often  maintain 
blood  pressure  near  normal 
levels  indefinitely,  and  alleviate 
such  symptoms  as  headache,  in- 
somnia, delirium,  dizziness,  and 
blurred  vision. 

Effective  dosage  for  the  indi- 
vidual patient  can  usually  be 
readily  established  with  V eralba, 
which  is  available  in  both  0.2 
mg.  and  0.5  mg.  grooved  tablets. 

Write  for  literature  and 
"dose-establishment”  package 


CHEMICALLY  STANDARDIZED  . . . 
FOR  OPTIMAL  CONTROL  OF 
DOSAGE 


V 


O The  therapeutic  range  of  protoveratrine  is 
narrow.  Hence,  continued  response  to  estab- 
lished dosage  requires  an  accurately-stand- 
ardized dosage  form. 

0 Veralba  is  the  only  protoveratrine  prepa- 
ration standardized  by  chemical  assay.  The 
potency  of  Veralba  Tablets  is  not  permitted 
to  vary  from  lot  to  lot  by  more  than  3%, 
plus  or  minus. 


P ITMAN-MOOR  E C O INI  P A N Y 

Division  of  Allied  Laboratories,  Inc.  • Indianapolis  6,  Indiana 
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NEW! 


For  Gastro-Intestinal  Dysfunction 

An  Improved 
Anticholinergic  Agent 


'Elorine  Sulfate’  relieves  spasm 
and  hypermotility  of  the  gastro- 
intestinal tract,  with  negligible 
side-effects.  It  is  an  excellent  ad- 
junct in  peptic  ulcer  therapy.  As 
an  anticholinergic  drug,  'Elorine 
Sulfate’  effectively  inhibits  neu- 
ral stimuli  at  those  ganglia  and 


effectors  where  the  presence  of 
acetylcholine  mediates  transmis- 
sion of  stimuli.  Clinical  data  show 
profound  inhibiting  effect  on  in- 
testinal motility  in  doses  of  50  to 
75  mg.  Within  this  effective  dos- 
age range,  side-effects  are  minimal. 
May  we  send  you  literature? 


Sfc, 


PULVULES 


( Tricyclamol  Sulfate,  Lilly)  S TT  X*  X' <5 


For  spasmolysis  without  sedation — 
in  25  and  50- mg.  pulvulcs. 


PULVULES  Formula:  ‘Elorine  Sulfate’  25  mg. 

‘Amytal’  (Amobarbital,  Lilly)  8 mg. 
Combines  ‘Elorine  Sulfate'  with  ‘Amytal’  to  pro- 
vi  le  mild  sedation  in  addition  to  the  spasmolytic 
( Tricyclamol  Sulfate  and  Amobarbital,  Lilly)  effect- 
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Editorial 

Blood  Banks  Association  Organized 


As  a result  of  resolution  by  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York,  the  Blood  Banks  Association 
of  New  York  State  has  been  organized  to 
coordinate  the  needs  of  the  public,  the  medi- 
cal profession,  and  over  200  blood  banks 
within  the  State. 

To  study  the  entire  problem  of  blood  bank- 
ing, the  1952  House  of  Delegates  created 
the  Blood  Banks  Commission,  with  a mem- 
bership of  12  persons  appointed  by  the 
Society’s  president,  Dr.  Edward  T.  Went- 
worth, representing  the  following  groups: 
hospital  and  community  blood  banks,  Ameri- 
can Red  Cross,  State  Health  Department, 
New  York  State  Association  of  Public 
Health  Laboratories,  the  newly-formed 
Blood  Banks  Association,  and  the  State 
Medical  Society,  Math  its  (then)  president- 
elect, Dr.  Andrew  A.  Eggston,  as  chair- 
man. 


In  a series  of  meetings  over  approximately 
six  months,  the  Commission  unanimously 
agreed  that  an  Association  is  needed  by  the 
public,  medical  profession,  and  blood  banks. 
In  the  public  interest,  an  Association  is 
needed  to  establish  new  blood  banks;  to 
secure  blood  donors,  with  emphasis  on  the 
civilian  population;  to  make  blood  avail- 
able at  reasonable  cost  throughout  the  State, 
and  to  assist  in  plans  for  a supply  of  blood 
in  the  event  of  atomic  attack  or  civilian 
catastrophe.  From  the  viewpoint  of  the 
medical  profession  the  need  is  to  provide  a 
common  meeting  ground  for  all  nonprofit 
agencies  interested  in  the  field  of  blood 
banking,  to  extend  scientific  education  and 
research,  to  determine  standards  for  blood 
therapy,  to  develop  more  uniform  and 
higher  standards  of  technical  performance, 
and  to  provide  a constant  supply  of  blood 
through  recruitment  of  donors.  The  blood 
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banks’  need  for  the  Association  is  as  follows: 
to  develop  a clearing  house  on  a State-wide 
basis,  to  strengthen  existing  blood  banks  by 
assuring  them  a supply  of  donors,  to  stand- 
ardize equipment,  and  to  provide  central 
buying. 

First  organizational  meeting  of  the  As- 
sociation was  held  in  Albany  in  March, 
1952,  with  Dr.  John  J.  Clemmer  elected 
president  pro  tern.  At  its  first  annual 
meeting  in  Xew  York  City  during  the  State 
Medical  Society  convention,  the  Association 
elected  Dr.  Jacob  Geiger,  of  Xew  York 
City,  as  president. 

The  following  officers  were  also  chosen: 
Dr.  Ernest  Witebsky,  vice-president,  and 
Dr.  Robert  S.  Jenke,  secretary-treasurer. 
In  addition  to  officers,  an  executive  board 
included  the  following:  Dr.  Milton  A.  Car- 
valho. Dr.  John  J.  Clemmer,  Dr.  Quentin 
M.  Jones,  Dr.  John  Scudder,  and  Dr.  Lester 
J.  L'nger. 

At  this  time  the  .Association  presented  its 
first  scientific  program,  under  the  chairman- 
ship of  Dr.  John  Scudder,  of  full-day  length 
and  record  attendance  by  blood  bank  direc- 
tors, general  practitioners,  and  the  technical 
staffs  of  blood  banks.  The  caliber  of  the 
papers  is  evident  from  those  published  in 


the  Xew  York  State  Journal  of  Medi- 
cine, March  1,  1953,  issue. 

After  receipt  of  its  charter  as  a nonprofit 
organization  of  the  State  of  Xew  York  in 
June.  1953,  the  Association  launched  a mem- 
bership campaign,  held  its  second  scientific 
meeting  during  the  annual  convention  of  the 
State  Medical  Society,  and  with  Dr.  J. 
Stanley  Kenney  proceeded  to  organize  ad- 
ministrative and  clearing  house  headquar- 
ters. Funds  for  the  development  of  this 
.Association  are  being  loaned  by  the  State 
Medical  Society  through  its  Blood  Banks 
Commission. 

During  1954,  the  .Association  will  study 
intensively  the  problem  of  donor  procure- 
ment with  a series  of  pilot  projects  for  its 
blood  assurance  program.  Under  this  plan, 
the  citizen  will  be  able  to  insure  the  blood 
needs  of  his  immediate  family  on  the  same 
principle  that  he  insures  himself  against 
other  emergencies.  These  pilot  projects 
will  be  staged  with  the  permission  and  assist- 
ance of  the  various  county  medical  societies. 
From  the  viewpoint  of  the  physician,  the 
public  relations  value  of  the  blood  assurance 
program  will  be  high,  since  it  will  create  a 
link  of  good  will  between  the  medical  profes- 
sion and  the  average  citizen  who  is  enrolled. 


ANNOUNCEMENT 

Correction  in  Minutes  of  1953  House  of  Delegates 

It  is  highly  important  that  the  membership  note  the  following  correc- 
tion of  the  published  minutes  of  the  1953  House  of  Delegates  (Xew  York 
State  Journal  of  Medicine,  ATolume  53,  September  1,  1953,  Part  II, 
page  90,  column  1): 

Section  163,  Report  of  Reference  Committee  on  Report  of  Council,  Part 
X:  Workmen’s  Compensation 

The  published  report  states  that  the  Committee  on  Workmen's  Com- 
pensation advocates  a first  visit  fee  of  three  dollars  for  the  general  prac- 
titioner. However,  reference  to  the  original  report  of  the  Committee  on 
Workmen’s  Compensation  shows  that  the  committee  advocated  a first 
visit  fee  of  five  dollars  for  the  general  practitioner,  and  subsequent  office 
fees  of  three  dollars. 
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THE  modern  treatment  of  the  diabetic 
patient  has  as  its  primary  goal  the 
prevention  of  vascular  degenerative  com- 
plications which  are  responsible  for  more 
deaths  and  debility  among  this  group  than 
all  other  causes.1  Evidence  is  accumulating 
that  “ideal  control”  of  diabetes  can  post- 
pone and  minimize  the  onset  of  diabetic 
retinopathy,  severe  arteriosclerosis,  and 
renal  vascular  disease.  Of  a group  of 
diabetics  whose  disease  had  been  present  for 
more  than  twenty  years  and  in  whom  a 
consistent  effort  was  made  to  maintain 
physiologic  conditions,  44  per  cent  showed 
advanced  calcification  of  blood  vessels.  In 
contrast,  80  per  cent  of  the  group  whose 
diabetes  was  uncontrolled  were  found  to 
have  developed  this  complication.  Ad- 
vanced lesions  of  the  retina  were  found  more 
than  twice  as  often  in  the  uncontrolled  than 
in  the  controlled  groups.2 

The  methods  by  which  adequate  control  of 
diabetes  may  be  accomplished  have  been  the 
subject  of  much  study  and  debate.  On  the 
one  hand,  the  patient  may  be  treated  by 
means  of  a “free  diet,”  which  connotes  a 
more  or  less  self-selected,  unmeasured  diet 


that  follows  the  usual  dietary  pattern  (which 
may  be  nutritionally  inadequate)  and  ex- 
cludes excesses  or  irregularities  in  eating 
habits.  Insulin  dosage  under  these  cir- 
cumstances must  be  adjusted  frequently, 
and  continuous  glycosuria  must  be  allowed 
to  safeguard  against  hypoglycemic  reactions. 

In  contrast,  many  physicians  use  dietary 
prescriptions.  By  this  means  an  adequate 
intake  of  calories,  protein,  minerals,  and 
vitamins  can  be  assured,  while  the  amount  of 
carbohydrate  and  calories  is  limited.  With 
this  type  of  regulation  a constant  insulin 
requirement  is  more  readily  established,  and 
normoglycemia  may  be  maintained  for  long 
periods. 

The  endocrine  imbalance  of  diabetes 
renders  the  liver  incapable  of  performing  its 
blood  sugar-regulating  activities,  and  the 
resultant  hyperglycemia  leads  to  glycosuria, 
which  represents  a loss  of  calories,  as  well  as 
of  water  and  minerals.  Despite  a large  in- 
take of  food  and  water  there  is  uncontrolled 
and  wasteful  conversion  of  body  protein  and 
fat  into  unneeded  carbohydrate.  This,  in 
turn,  contributes  to  the  loss  of  weight, 
dehydration,  and  demineralization. 
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TABLE  I. — Recommended  Daily  Dietary  Allowances1*1 


Calories9 

Protein 

(Gm.) 

Calcium 

(Gm.) 

Iron 

(Mg.) 

Vitamin 

A» 

(I.U.) 

Thiamine5 

(Mg.) 

Ribofla- 

vin5 

(Mg.) 

Niacin 

(Nicotinic 

Acid)5 

(Mg.) 

Ascorbic 

Acid 

(Mg.) 

Vitamin 

D 

(I.U.) 

Man  (154  pounds,  70 
Kg.) 

Sedentary 

2,400 

70 

1.0 

12° 

5,000 

1.2 

1.8 

12 

75 

7 

Physically  active 

3,000 

70 

1.0 

12» 

5,000 

1.5 

1.8 

15 

75 

7 

With  heavy  work 

4,500 

70 

1.0 

12s 

5,000 

1.8 

1.8 

18 

75 

7 

Woman  (123  pounds, 
56  Kg.) 
Sedentary 

2,000 

60 

1.0 

12 

5,000 

1.0 

1.5 

10 

70 

7 

Moderately  active 

2,400 

60 

1.0 

12 

5,000 

1.2 

1.5 

12 

70 

7 

Very  active 

3.000 

60 

1.0 

12 

5,000 

1.5 

1.5 

15 

70 

7 

Pregnancy  (latter  half) 

2 , 4008 

85 

1.5 

15 

6,000 

1.5 

2.5 

15 

100 

400 

Lactatiou 

3,000 

100 

2.0 

15 

8,000 

1.5 

3.0 

15 

150 

400 

Children  up  to  12  years9 
Under  1 year10 

110  per 

3.5  per 

1.0 

6 

1,500 

0.4 

0.6 

4 

30 

400 

1 to  3 years  (27  pounds. 

2.2  pounds  2.2  pounds 
(1  Kg.)  (1  Kg.) 

1,200  40 

1.0 

7 

2,000 

0.6 

0.9 

6 

35 

400 

12  Kg.) 

4 to  6 years  (42  pounds, 

1,600  • 

50 

1.0 

8 

2,500 

0.8 

1.2 

8 

50 

400 

19  Kg.) 

7 to  9 years  (58  pounds, 

2,000 

60 

1.0 

10 

3,500 

1.0 

1.5 

10 

60 

400 

26  Kg.) 

10  to  12  years  (78 

2,500 

70 

1.2 

12 

4,500 

1.2 

1.8 

12 

75 

400 

pounds,  35  Kg.) 
Children  over  12  years9 
Girls 

13  to  15  years  (108 

2,600 

80 

1.3 

15 

5,000 

1.3 

2.0 

13 

80 

400 

pounds,  49  Kg.) 

16  to  20  years  (122 

2,400 

75 

1.0 

15 

5,000 

1.2 

1.8 

12 

80 

400 

pounds,  55  Kg.) 
Boys 

13  to  15  years  (108 

3,200 

85 

1.4 

15 

5,000 

1 . 5 

2.0 

15 

90 

400 

pounds,  49  Kg.) 

16  to  20  years  (141 

3,800 

100 

1.4 

15 

6,000 

1.7 

2.5 

17 

100 

400 

pounds,  64  Kg.) 

1 Reprinted  from  Recommended  Dietary  Allowances,  Na- 
tional Research  Council  Reprint  and  Circular  Series,  No.  129, 
October,  1948. 

2 Objectives  toward  which  to  aim  in  planning  practical 
dietaries.  The  recommended  allowances  can  be  attained 
with  a good  variety  of  common  foods  which  will  also  provide 
other  minerals  and  vitamins  for  which  requirements  are  less 
well  known. 

2 Calorie  allowances  must  be  adjusted  up  or  down  to  meet 
specific  needs.  The  calorie  values  in  the  table  are,  therefore, 
not  applicable  to  all  individuals  but  rather  represent  group 
averages.  The  proper  calorie  allowance  is  that  which  over 
an  extended  period  will  maintain  body  weight  or  rate  of 
growth  at  the  level  most  conducive  to  well-being. 

4 The  allowance  depends  on  the  relative  amounts  of  vi- 
tamin A and  carotene.  The  allowances  of  the  table  are  based 
on  the  premise  that  approximately  two  thirds  of  the  vitamin 
A value  of  the  average  diet  in  this  country  is  contributed  by 
carotene  and  that  carotene  has  half  or  less  than  half  the  value 
of  vitamin  A. 

5 For  adults  (except  pregnant  and  lactating  women)  receiv- 
ing diets  supplying  2,000  calories  or  less,  such  as  reducing 
diets,  the  allowances  of  thiamine  and  niacin  may  be  1 mg. 
and  10  mg.,  respectively.  The  fact  that  figures  are  given  for 
different  calorie  levels  for  thiamine  and  niacin  does  not  im- 
ply that  we  can  estimate  the  requirement  of  these  factors 
within  500  calories,  but  they  are  added  merely  for  simplicity 

The  dietary  treatment  of  diabetes  consists 
essentially  of  reducing  and  systematizing  the 
intake  of  carbohydrate  in  order  to  place  as 
little  strain  as  possible  on  the  impaired 
blood  sugar-regulating  mechanism.  Treat- 
ment with  exogenous  insulin  more  or  less 
restores  the  regulating  mechanism,  and  diets 
currently  being  prescribed  for  diabetics 
correspond  closely  in  composition  and 
quantity  to  those  deemed  optimal  . for 
healthy  nondiabetic  persons  of  the  same  age 
(Table  I).  Interpretation  of  the  diet  pre- 
scription in  terms  of  edible  meals  should  take 


of  calculation.  In  the  present  revision  riboflavin  allowances 
are  based  on  body  weight  rather  than  caloric  levels.  Other 
members  of  the  B complex  also  are  required,  although  no 
values  can  be  given.  Foods  supplying  adequate  thiamine, 
riboflavin,  and  niacin  will  tend  to  supply  sufficient  of  the  re- 
maining B vitamins. 

6 There  is  evidence  that  the  male  adult  needs  relatively 
little  iron.  The  need  will  usually  be  provided  for  if  the  diet 
is  satisfactory  in  other  respects. 

7 The  need  for  supplemental  vitamin  D by  vigorous 
adults  leading  a normal  life  seems  to  be  minimum.  For  per- 
sons working  at  night  and  for  nuns  and  others  whose  habits 
shield  them  from  the  sunlight,  as  well  as  for  elderly  persons, 
the  ingestion  of  small  amounts  of  vitamin  D is  desirable. 

8 During  the  latter  part  of  pregnancy  the  calorie  allowance 
should  increase  to  approximately  20  per  cent  above  the 
preceding  level.  The  value  of  2,400  calories  represents  the 
allowance  for  pregnant,  sedentary  women. 

9 Allowances  for  children  are  based  on  the  needs  for  the 
middle  year  in  each  group  (as  2,  5,  8,  etc.)  and  are  for  moder- 
ate activity  and  for  average  weight  at  the  middle  year  of  the 
age  group. 

10  Needs  for  infants  increase  from  month  to  month  with 
size  and  activity.  The  amounts  given  are  for  approximately 
six  to  eight  months.  The  dietary  requirements  for  some  of 
the  nutrients  such  as  protein  and  calcium  are  less  if  derived 
largely  from  human  milk. 

into  consideration  the  food  preference  of  the 
patient,  his  economic  status,  and  the  en- 
vironment in  which  he  will  eat  his  meals. 

The  caloric  content  of  the  diet  should  be 
adjusted  to  meet  individual  needs  as  deter- 
mined by  the  optimal  weight  and  the  degree 
of  activity  in  which  the  patient  indulges. 
The  greatest  effort  must  be  made  to  main- 
tain the  ideal  weight,  and  neither  severe 
underweight  nor  any  degree  of  overweight 
should  be  tolerated. 

The  diabetic  child  presents  no  unusual 
problems.  The  caloric  and  protein  content 
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of  the  diet  should  be  sufficient  for  normal 
growth  and  development.  During  periods 
of  illness  dietary  adjustments  may  be  re- 
quired to  compensate  for  lack  of  appetite. 
At  camp  or  during  periods  of  additional 
physical  activity,  the  total  caloric  content 
should  be  increased.  Undernutrition  should 
be  avoided  and  obesity  corrected  when 
present. 

The  difficulties  of  following  a diet  pre- 
scription are  often  overemphasized.  In  a 
relatively  short  time  the  selection  of  the 
proper  menu  becomes  a simple  matter  for 
the  adult  patient.  The  monotony  of  a 
prescribed  diet  may  be  quickly  overcome  by 
teaching  the  patient  the  correct  method  of 
food  substitution.  This  should  be  done  as 
soon  as  dietary  control  and  the  optimal  dose 
of  insulin  have  been  established.  The 
physician  should  make  use  of  available 
teaching  aids  to  demonstrate  the  importance 
of  substituting  foods  equal  in  caloric, 
protein,  and  vitamin  content.  The  time 
thus  spent  will  be  rewarding  to  both  patient 
and  doctor  by  a closer  approach  to  an  “ideal” 
control  of  the  metabolic  abnormality. 

Ordinarily  the  total  caloric  requirement  is 
partitioned  as  follows:  carbohydrate  40  to 
50  per  cent,  protein  25  to  30  per  cent 
(certainly  not  less  than  1 Gm.  per  Kg.),  fat 
20  to  35  per  cent.  The  American  Diabetes 
Association  has  provided  sample  diets  which 
range  from  1,200  to  2,600  calories  with 
carbohydrate  content  varying  from  125  to 
250  Gm.,  protein  from  60  to  100  Gm., 
and  fat  from  50  to  130  Gm.* 

Vitamin  supplementation  of  the  diet 
prescription  is  an  important  factor  in 
effective  maintenance  of  nutrition  in  the 
diabetic  patient.  The  reduction  of  dietary 
fat,  both  because  of  the  attempt  at  caloric 
restriction  and  the  effort  to  limit  fatty  in- 
filtration of  the  liver  and  the  progression  or 
development  of  atherosclerosis,  increases  the 
likelihood  of  clinical  deficiencies  of  the  fat- 
soluble  vitamins. 

In  the  presence  of  liver  dysfunction  a 
tissue  deficiency  of  vitamin  A may  occur 
because  of  inability  of  the  liver  to  convert 
carotene  to  vitamin  A and  to  store  this 
nutrient.  The  latter  condition  makes 
administration  of  vitamin  A,  as  such, 
mandatory.  Cardinal  signs  of  primary 
vitamin  A deficiency,  such  as  night  blind- 
ness, xerophthalmia,  and  typical  skin  lesions, 


* Diabetes  Guide  Book  for  the  Physician,  published  by 
American  Diabetes  Association,  11  West  42nd  Street,  New 
York  18,  New  York. 


are  uncommon.  Dietary  surveys,  however, 
indicate  that  perhaps  75  per  cent  of  the 
population  are  not  receiving  recommended 
amounts  of  vitamin  A. 

Two  groups  of  patients  receive  too  little 
dietary  thiamine  unless  supervised  care- 
fully: (1)  those  who  are  on  diets  severely 
restricted  in  calories  and  (2)  those  who  are 
on  diets  restricted  in  food  variety.  The 
diabetic  patient  may  fall  into  both  categories. 

Cowgill3  has  shown  that  thiamine  de- 
ficiency appears  earlier  in  dogs  maintained 
with  a forced  water  intake  than  in  dogs 
permitted  to  drink  water  ad  libitum.  He 
attributed  this  to  increased  excretion  of 
thiamine.  The  possibility  of  “washing-out” 
the  water-soluble  vitamins  must  be  con- 
sidered, therefore,  in  the  polyuria  associated 
with  uncontrolled  diabetes  mellitus. 

The  importance  of  thiamine,  niacin, 
riboflavin,  pyridoxine  (vitamin  B6),  and 
pantothenic  acid  in  the  maintenance  of 
normal  carbohydrate  metabolism  is  well 
known.  The  supply  of  a continuous  and 
adequate  intake  of  these  nutrients  should  be 
maintained. 

It  has  been  stated  that  dietary  supple- 
ments, particularly  of  the  vitamin  B com- 
plex, are  of  value  in  the  treatment  of 
diabetes.  It  is  true  that  like  any  individuals 
who  cannot  follow  an  unrestricted,  mixed 
diet,  diabetic  patients  are  apt  to  develop 
mild  vitamin  deficiencies.  When  they  do, 
diabetic  tolerance  may  be  decreased  and 
insulin  requirement  increased.  Under  these 
circumstances  supplementation  of  the  diet 
with  vitamins  of  the  B complex  may  result 
in  distinct  improvement  of  the  diabetes  and 
permit  a reduction  of  the  insulin  dosage. 

In  cases  of  diabetes  in  which  insulin 
therapy  has  been  inadequate,  thiamine 
deficiency  may  develop  when  vigorous 
insulin  therapy  is  employed.  In  such  cases 
restoration  of  adequate  carbohydrate 
metabolism  suddenly  increases  the  need  for 
thiamine. 

Some  patients  who  develop  acute  periph- 
eral neuropathy  can  be  effectively  treated 
by  the  administration  of  large  doses  of 
thiamine.  This  type  of  neuropathy  is 
assumed  to  be  related  to  thiamine  deficiency. 
There  are,  however,  a group  of  diabetic 
patients  who  exhibit  peripheral  nerve  in- 
volvement but  do  not  respond  to  thiamine. 

Following  the  demonstration  that  vitamin 
B12  could  arrest  and  reverse  the  neurologic 
changes  in  patients  with  pernicious  anemia, 
Sancetta  and  his  associates4  showed  that 
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administration  of  vitamin  Bu  to  patients 
with  diabetic  polyneuropathy  produced 
varying  degrees  of  neurologic  improvement. 
Plantar  dysesthesia  and  calf  muscle  tender- 
ness may  diminish,  patellar  reflexes  may  be 
restored,  and  vibration  and  position  sen- 
sation improved.  Paresthesias  may  dis- 
appear. 

Improvement  varies  from  patient  to 
patient,  depending  upon  the  amount  of 
irreversible  anatomic  change  present. 
Vitamin  Bu  should  be  given  in  doses  of 
15  to  30  micrograms  daily  by  injection  for 
two  weeks,  followed  by  maintenance  dose  of 
the  same  amount  once  weekly.  Some 
patients  who  have  not  improved  with  this 
dose  have  responded  to  injections  of  1,000 
micrograms  daily. 

Recently  in  initial  experiments  Chow  and 
his  associates5  have  shown  a correlation 
between  the  urinary  excretion  of  ad- 
ministered vitamin  B1:  and  diabetic  ret- 
inopathy. They  found  that  following  the 
intramuscular  injection  of  50  micrograms 
of  crystalline  vitamin  Bu,  diabetics  with 
retinopathy  excreted  about  four  times  as 
much  of  the  vitamin  as  did  diabetics  who  did 
not  have  demonstrable  vascular  retinal 
lesions.  The  significance  of  this  observa- 
tion in  terms  of  the  prevention  and  treat- 
ment of  this  crippling  complication  of 
diabetes  mellitus  will  require  further  study. 

It  has  been  suggested  that,  retinal  vascular 
hemorrhages  may  be  the  result  of  increased 
fragility  of  the  capillary  wall.  Ascorbic 
acid  and  rutin  have  been  administered  in  an 
effort  to  control  this  lesion. 

A recommended  multivitamin  formula 
for  supplementing  the  diabetic  diet  consists 
of  thiamine  hydrochloride  2 mg.,  riboflavin 
2 mg.,  niacinamide  20  mg.,  ascorbic  acid 
50  mg.,  calcium  pantothenate  5 mg., 


pvridoxine  hydrochloride  0.5  mg.,  folic  acid 
0.25  mg.,  vitamin  Bu  0.002  mg.,  vitamin  A 
5,000  international  units,  and  vitamin  D 
400  international  units.  When  necessary, 
vitamin  K.  2 mg.  daily,  may  be  given. 

If  obvious  deficiency  disease  has  occurred, 
the  supplemental  formula  will  not  provide 
adequate  amounts  of  these  nutrients.  For 
therapeutic  purposes,  therefore,  the  formula 
should  be  amended  as  follows:  thiamine 
hydrochloride  10  mg.,  riboflavin  10  mg., 
niacinamide  100  mg.,  ascorbic  acid  300  mg., 
calcium  pantothenate  20  mg.,  pvridoxine 
hydrochloride  2 mg.,  folic  acid  1.5  mg., 
vitamin  Bu  0.004  mg.,  vitamin  A 5,000 
international  units,  and  vitamin  D 400 
international  units* 

Summary 

The  ultimate  goal  in  treating  the  diabetir 
patient  is  the  prevention  of  the  vascular  de- 
generative complications.  Although  achieve- 
ment of  this  success  is  not  immediately 
at.  hand,  it  appears  that  progress  will  be 
made  by  optimal  control  of  the  metabolic 
abnormality.  This  can  be  accomplished  by 
insulin  therapy  when  necessary,  provision  erf  a 
diet  adequate  in  calories,  and  proteins  and 
minerals  which  may  be  supplemented  by  a 
suitable  vitamin  formula. 
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NEOHYDRIN 
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of  sodium  and  water  except  in  acute  nephritis 
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Scientific  Articles 


MANAGEMENT  OF  THE  UPPER  EXTREMITY  AMPUTEE 


Jerome  Lawrence,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Orthopedic  Surgery,  Veterans  Administration  Hospital,  Brooklyn ) 


THE  large  number  of  amputees  produced  by 
World  War  II,  the  Korean  conflict,  and  the 
hazards  of  industry,  agriculture,  and  modern 
transportation  has  created  an  impetus  to  re- 
search for  the  purpose  of  improving  prosthetic 
devices  and  technics.  It  is  self-evident  that  the 
most  modern  type  of  artificial  arm  is  at  best  a 
poor  substitute  for  the  normally  functioning  upper 
extremity.  Therefore,  the  proper  management 
of  the  upper  extremity  amputee  requires  a team 
consisting  of  the  surgeon,  the  therapist,  limb- 
fitter,  patient,  vocational  counselor,  and  occasion- 
ally a clinical  psychologist  and  a social  worker. 

The  experience  gained  and  cited  in  this  paper 
comes  from  a critical  appraisal  of  92  upper  ex- 
tremity amputees  at  the  Orthopaedic  and  Pros- 
thetic Appliances  Clinic  of  the  New  York 
Regional  Offices,  Veterans  Administration,  and 
120  arm  amputees  at  the  Amputation  Clinic  of 
the  Hospital  for  Special  Surgery.  It  is  the  pur- 
pose of  this  paper  to  disseminate  information  so 
that  surgeons  may  be  better  able  to  prescribe  the 
modern  artificial  arm.  It  is  also  designed  to 
encourage  the  team  approach  to  the  amputee 
problem. 

There  are  ten  divisions  of  management  of  the 
upper  extremity  amputee : 


Division  of  Management 
The  amputation  stump 
Postoperative  management 
after  wound  healing 
Preprosthetic  and  prosthetic 
orientation 

Prosthetic  prescription 
Prosthetic  fabrication 
Prosthetic  fitting 
Prosthetic  inspection 
Prosthetic  training 


Responsibility  of 
Surgeon 

Therapist  and  sur- 
geon 

Surgeon  or  clinical 
psychologist 
Surgeon 
Limbfitter 
Limbfitter 
Surgeon 
Therapist 


Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ortho- 
pedic Surgery,  May  8,  1953. 

Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  author  are  the  result 
of  his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration. 


Vocational  aspects  and  utili-  Patient  and  voca- 
zation  tional  counselor 

Maintenance  and  servicing  Limbfitter  and 

patient 

By  analyzing  each  one  of  these  ten  divisions  of 
management  the  causes  of  success  or  failure  in 
the  handling  of  the  upper  extremity  amputee 
can  be  determined. 

The  Surgical  Amputation  Stump 

The  amputation  stump  is  a basic  source  of 
success  or  failure  in  the  rehabilitation  of  the 
amputee.  The  successful  amputation  stump  is 
painless,  strong  from  the  muscular  point  of  view, 
and  shows  a full,  free,  range  of  motion  of  all  the 
remaining  joints  of  the  stump  or  the  joints  that 
motivate  the  stump.  The  terminal  scar  is  freely 
movable  and  nontender.  The  skin  is  healthy 
and  not  subjected  to  skin  diseases.  The  stump 
itself  has  no  infection.  There  is  no  excessive 
redundancy  of  the  soft  parts,  yet  the  bone  con- 
tained in  the  stump  is  not  prominent  underneath 
the  skin.  The  successful  amputation  stump  is 
also  one  that  shows  evidence  of  good  hygiene. 

Attainment  of  a successful  stump  no  longer 
requires  amputation  at  a site  of  election.  Be- 
cause of  great  progress  in  the  manufacture  of 
prosthetic  devices,  we  now  consider  that  the 
longer  the  stump,  within  the  realm  of  good 
surgical  judgment,  the  better  the  functional  re- 
sults. The  modern  principle  for  the  upper  ex- 
tremity is  to  adapt  the  prosthesis  to  the  stump 
and  to  the  patient. 

The  factors  which  cause  failure  are  pain,  weak- 
ness, contractures,  unstable  scars  and  skin, 
tenderness,  persistent  infection  and  drainage, 
and  poor  stump  hygiene.  The  shorter  the  stump, 
the  more  failures  encountered.  The  shorter  the 
stump  and  the  greater  the  functional  loss,  the 
more  difficult  it  is  for  the  patient  to  use  a pros- 
thesis. Whenever  these  factors  of  failure  are 
found  in  an  amputation  stump,  they  must  be 
corrected  by  the  surgeon  whenever  possible. 
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Postoperative  Management  After 
Wound  Healing 

Successful  postoperative  management  means 
proper  bandaging  and  exercise  of  the  stump.  To 
avoid  rapid  development  of  contractures  all 
joints  are  put  through  a full  range  of  motion 
many  times  a day.  The  intrinsic  stump  muscles 
are  trained  in  special  muscle  setting  exercises. 
The  use  of  the  progressive  resistive  exercises  of 
DeLorme  is  valuable.  Particular  attention  is 
paid  to  the  development  of  scapulothoracic 
strength  and  range  of  motion.  Correction  and 
maintenance  of  proper  head,  neck,  and  shoulder 
posture  are  very  important.  The  following 
causes  for  failure  have  been  determined: 

1.  Lack  of  bandaging  resulted  in  edematous, 
poorly  shaped  stumps. 

2.  Improper  bandaging  resulted  in  pressure 
sores,  skin  irritation,  and  choked  stumps. 

3.  Lack  of  exercise  resulted  particularly  in 
shoulder  joint  contractures  with  limitation  of 
abduction,  reversal  of  the  scapulohumeral  rhythm, 
shoulder  girdle  atrophy,  elbow  joint  contrac- 
tures, and  severe  wasting  of  the  intrinsic  muscles 
of  the  stump. 

4.  Loss  of  power  and  range  of  motion  of 
scapular  abduction  and  spread  resulted  in  poor 
harness  control. 

5.  Atrophic  weak  intrinsic  muscles  prevented 
adequate  holding  power  of  the  stump  inside  the 
socket. 

6.  Poor  head,  neck,  and  shoulder  posture 
interfered  with  proper  utilization  of  the  harness, 
caused  the  painful  scapulothoracic  syndrome, 
and,  in  general,  made  for  inefficient  utilization  of 
the  prosthesis. 

Preprosthetic  and  Prosthetic  Orientation 

A successful  patient  is  one  who  is  oriented  as 
to  how  much  he  can  expect  from  his  prosthesis. 
He  neither  expects  too  much  nor  too  little.  He 
knows  approximately  how  long  it  will  take  to 
become  properly  fitted  and  rehabilitated.  He  has 
a realistic  approach  to  the  difficult  job  ahead  of 
him.  Psychologically  he  is  motivated  to  become 
a two-handed  individual.  He  has  developed  self- 
reliance  and  has  overcome  any  repugnance  to  a 
prosthetic  device.  He  may  very  well  have  seen 
other  amputees  successfully  wear  artificial  arms. 

If,  perchance,  the  amputee  has  had  previous 
bad  experience  with  an  upper  extremity  pros- 
thesis and  has  given  up  the  use  of  the  prosthesis, 
we  indeed  have  a difficult  job.1  The  reasons  for 
past  failures  must  be  clearly  demonstrated,  and 
the  possibilities  for  future  success,  with  the  new 
team  approach  and  new  developments,  must  be 
exhibited,  lest  the  amputee  think  it  not  worth 
while  to  engage  in  the  program.  A few  patients 
were  afraid  that  using  a prosthesis  might  hinder 
their  earning  capacity.  Some  have  adopted  the 


policy  that  “two  hands  are  a luxury,”  so  they  be- 
come dependent  on  others  and  feel  that  the  arti- 
ficial device  is  repugnant.  They  use  their  ampu- 
tation in  order  to  gain  sympathy  or  personal 
gratification  or  even  financial  gain.  Several  sales- 
men believed  that  they  were  able  to  sell  much 
more  successfully  with  an  empty  sleeve.  The 
amputee  may  have  seen  or  spoken  to  other 
amputees  who  failed  in  their  efforts  to  become 
rehabilitated  with  a prosthesis. 

Because  of  an  unfortunate  experience  with  a 
poorly  fitted,  ill-prescribed  prosthesis,  which  has 
little  or  no  functional  value,  the  patient  may  de- 
cide never  to  use  a prosthesis  again.  This  is 
found  to  be  the  greatest  source  of  failure  in 
rehabilitation,  offering  the  greatest  challenge  in 
reorientation. 

Prosthetic  Prescription 

Ideally  the  prosthetic  prescription  should  be 
rendered  by  the  surgeon  in  association  with  the 
limbfitter.  as  a minimum,  and  preferably  with 
the  entire  team.**  This  combines  the  surgeon’s 
knowledge  of  the  stump  and  the  patient  as  a 
whole  with  the  limbfitter’s  knowledge  of  the 
mechanics  of  the  prosthesis.  We  find  all  too  fre- 
quently that  the  limbfitter  has  manufactured  the 
prosthesis  without  prescription  because  the 
surgeon  has  dismissed  the  patient  after  the  wound 
has  healed.  The  surgon's  responsibility  does  not 
end  with  wound  healing.  The  limbfitter  who 
manufactures  a prosthesis  without  the  participa- 
tion of  the  surgeon  is  doing  the  patient  an  injus- 
tice. 

The  successful  prescription  has  the  following 
characteristics: 

1.  It  meets  the  vocational,  avocational,  and 
social  needs  of  the  patient. 

2.  It  is  proper  functionally,  mechanically, 
and  cosmetically  for  the  type  and  length  of  the 
stump. 

3.  It  is  adapted  to  the  surgical  and  patho- 
logic peculiarities  of  the  stump. 

To  write  a successful  prescription  the  surgeon 
must  have  a knowledge  of  (1)  anatomy,  physi- 
ology, and  pathology  of  upper  extremity  stumps : 
2)  thorough  understanding  of  the  personality  of 
the  pat  ient  , and  (3)  a reasonable  knowledge  of  up- 
to-date  prosthetic  mechanics.materials.and  appli- 
cations. The  surgeon  who  is  willing  to  take  an 
arm  off  must  be  willing  to  acquire  sufficient 
knowledge  to  prescribe  a proper  prosthetic  re- 
placement. Failures  of  rehabilitation  are  trace- 
able to  either  no  prescription  or  improper  pre- 
scription procedure. 

Analysis  of  the  cases  shows  the  following  sources 
of  failure  from  the  prescription  standpoint : 

1 . Failure  to  utilize  the  full  functional  capacity 
of  the  stump,  for  example,  lack  of  utilization  of 
existing  pronation  and  supination. 
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2.  Prosthesis  improperly  prescribed,  i.e.,  a 
heavy  duty  prosthesis  was  given  where  a light 
duty  prosthesis  was  required. 

3.  Disregard  of  pathologic  conditions  of  the 
stump  such  as  tender  scar  or  neuroma. 

4.  Lack  of  proper  selection  of  prosthetic  ma- 
terials. 

5.  Use  of  mechanical  gadgets  that  were  un- 
gainly, unsightly,  poorly  adapted,  and  unrealistic. 

6.  Cosmetic  dissatisfaction . 

7.  The  greatest  source  for  failure  has  been 
mechanical  and  functional  failures  of  the  pros- 
thesis so  that  the  prosthesis  became  a burden  to 
the  patient. 

Certain  special  prescription  procedures  are  now 
vailable,4  and  they  are  herewith  enumerated : 

1 . The  Elbow  Disarticulation:  A light,  molded 
plastic  socket  with  semiautomatic  side  hinges  for 
the  elbow  that  lock  and  unlock  by  means  of  a 
low  energy  control  cable.  The  original  design  for 
this  was  started  in  the  Army  Prosthetics  Research 
Laboratory. 

2.  The  Extremely  Short  Below-Elbow  Stump: 
An  above-elbow  type  prosthesis  using  the  limited 
motion  from  the  extremely  short  below-elbow 
stump  to  lock  and  unlock  the  side  elbow  hinges. 

3.  The  Short  Below-Elbow  Stump  (more  than 

1 inch,  but  less  than  2y2  inches,  as  measured 
from  the  antecubital  fold):  A special  insert 

socket  properly  notched  for  the  biceps  tendon  and 
geared  with  polycentric  elbow  hinges  to  the  fore- 
arm piece  to  give  an  effective,  full  range  of  flexion 
and  extension  transmitted  to  the  terminal  device.5 
This  is  commonly  referred  to  as  the  ratio  joint. 
There  is  increased  range  of  motion  but  some 
sacrifice  of  power  of  forearm  lifting,  which  may 
be  compensated  by  an  above-elbow  type  of 
harness. 

Occasionally,  when  due  to  trauma  or  for  other 
reasons  a very  short  below-elbow  stump  exists 
with  no  motion  in  the  elbow  joint,  an  above- 
elbow type  prosthesis  can  be  made  with  semi- 
automatic side  locking  elbow  hinges. 

4.  TFmf  Disarticulation:  Carefully  molded 

socket  which  comfortably  grasps  the  radial 
styloid  process  and  permits  at  least  50  per  cent 
of  the  residual  pronation  and  supination.  Socket 
is  short  on  radial  side  and  longer  on  ulnar  side. 
Either  flexible  elbow  hinges  or  no  elbow  hinge  is 
needed.  A simple  triceps  reaction  point  is  used 
to  fix  the  helical  cable  which  runs  to  the  opposite 
shoulder.5-6 

It  is  not  the  purpose  of  this  paper,  however,  to 
go  into  all  of  the  mechanical  devices  and  materials 
that  are  available.7-9 

Prosthetic  Fabrication 

Success  is  attained  when  the  limbfitter  has 
been  specially  trained  in  the  use  of  modern  upper 
extremity  fabrication  technics  coupled  with  a 


Fig.  1.  Angulation  of  stump  inside  socket. 


knowledge  of  anatomy,  physiology,  pathology, 
and  the  functional  and  mechanical  requirements 
of  the  prosthesis  in  relation  to  the  stump.  It  is 
noted  that  most  successful  prostheses  have  come 
from  the  limb  shops  that  have  adequate  equip- 
ment for  this  type  of  fabrication.  The  American 
Board  for  Certification  of  the  Prosthetic  and 
Orthopaedic  Appliance  Industry10  is  stimulating 
the  better  training  of  limbfitters  in  modern  pros- 
thetic fabrication  technics. 

Prosthetic  Fitting 

The  limbfitter  completely  checks  the  prosthesis 
and  corrects  any  defects;  he  makes  sure  that  all 
component  parts  are  mechanically  sound;  he 
sees  to  it  that  the  fundamental  control  move- 
ments of  the  upper  extremity  actuate  the  pros- 
thesis easily.  The  limbfitter  tests  and  corrects 
any  defects  before  the  inspecting  physician  finds 
them.  It  is  found  that  the  limbfitter  who  does 
not  perform  these  checks  on  his  own  work  is  a 
source  of  frequent  failure  in  prosthetic  rehabilita- 
tion. 

Prosthetic  Inspection 

The  surgeon’s  inspection11  is  one  of  the  greatest 
adjuncts  to  testing  the  adequacy  of  the  prosthesis 
in  the  rehabilitation  program  of  the  upper  ex- 
tremity amputee.  Inspection  should  prove  the 
socket  to  be  comfortable,  light  in  weight,  smooth, 
sanitary,  and  molded  and  modeled  to  fit  the 
stump  accurately.  It  must  be  snug  but  not  too 
tight.  Pressure  on  tender  scars,  spurs,  or  neuro- 
mata must  be  avoided.  A loose  socket  is  unstable 
on  the  stump  and  permits  the  stump  to  angulate 
inside  of  the  socket,  causing  painful  pressure 
points  (Fig.  1).  A poorly  molded  socket  also 
will  give  pressure  points  even  without  movement. 
Ineffective  control  is  encountered  frequently 
with  a poorly  molded  prosthetic  socket,  whether 
it  be  below  elbow  or  above  elbow. 
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Fig.  2.  Pronation-supination  range. 

In  the  above-elbow  prosthesis  the  elbow  joint 
must  be  of  the  semiautomatic  type,  such  that  a 
small  downward  and  backward  movement  of  the 
arm  will  cause  the  elbow  to  lock  or  unlock  with- 
out too  much  effort.  A defect  in  this  locking 
mechanism  has  result  ed  in  the  patient  completely 
discarding  the  prosthesis. 

The  following  specific  tests11  have  been  made 
available  for  detailed  evaluation  of  the  above- 
elbow  and  the  below-elbow  prosthesis. 

Tests  for  Below-Elbow  Prosthesis 

Test  1 — Forearm  Flexion 

Procedure. — With  the  prosthesis  off,  have  the 
amputee  flex  his  forearm  and  note  its  maximum 
range.  Have  the  amputee  don  the  prosthesis,  and 
again  flex  the  forearm. 

Standard. — Active  flexion  with  prosthesis  should 
be  as  great  as  flexion  without  the  prosthesis. 

Test  2 — Forearm  Stump  Proxatiox-Supixation 

.Vote. — Stumps  shorter  than  about  50  per  cent  of 
the  epicondyle-styloid  length  have  little  or  no  usable 
pronation-supination  and  need  not  be  subjected  to 
this  test. 

Procedure. — Medium,  long,  and  wrist  disarticula- 
tion types  are  to  be  tested.  Remove  prosthesis. 
Flex  elbow  to  90  degrees.  Have  amputee  pronate 
and  supinate  maximally.  Estimate  total  degrees  of 
rotation  from  extreme  pronation  to  extreme  supina- 
tion (Fig.  2).  Have  amputee  don  prosthesis  and 
harness  and  again  carry  out  maximum  pronation 
and  supination.  Estimate  the  total  degrees  of 
terminal  device  rotation  in  this  movement. 

Standard. — Total  rotation  with  the  prosthesis 
should  be  at  least  half  that  of  the  stump. 

Test  3 — Control  Efficiency 

Procedure. — Disconnect  cable  from  hook  or  hand 
as  shown  in  Fig.  3. 

1.  Pull  hard  enough  to  cause  opening  (or  clos- 
ing). Xote  that  the  tests  should  be  done  with  the 
hook  in  the  half-open  position.  Read  the  force  on 
the  scale  while  the  hook  or  hand  is  opening  (or  clos- 
ing)- 

2.  Reconnect  cable  to  terminal  device.  Apply 
scale  to  the  T-bar  of  the  control  cable  as  shown  in 
Fig.  4.  Again  note  the  scale  forces  as  the  device  is 
opening  (or  closing). 

The  efficiency  is  computed  according  to  the  fol- 
lowing formula: 


Fig.  3.  Force  measurement  at  terminal  device. 


Fig.  4.  Force  measurement  through  control  cable. 

■ Force  measured  at  terminal  device  X 100 

Efficiency  = — — 

Force  measured  through  cable 
Xote. — All  forces  are  measured  in  pounds. 
Standards. — The  efficiency  should  be  greater  than 
70  per  cent. 

Test  4 — Hook  Opening  Facility,  Normal  Use 
Xote. — Either  a voluntary  opening  or  closing 
device  may  be  used.  Range  of  operation  may  be 
judged  in  either  case. 

Procedure. — Flex  the  forearm  to  90  degrees.  Have 
the  amputee  actively  operate  the  terminal  device. 

Standard.- — The  amputee  should  be  able  actively 
to  obtain  full  opening  (or  closing)  at  this  position. 

Test  5 — Hook  Opening  Facility,  Mouth  .and  Fly 
Procedure. — Flex  the  forearm  so  that  the  terminal 
device  is  at  or  near  the  mouth.  Have  the  amputee 
actively  operate  his  terminal  device.  Repeat  this 
procedure  with  the  terminal  device  at  or  near  the 
fly  of  the  trousers. 

Standard. — The  amputee  should  be  able  to  obtain 
actively  at  least  70  per  cent  of  full  opening  (or  clos- 
ing) at  these  two  positions. 

Test  6 — Tension  Stability 

Procedure. — Straighten  the  prosthesis  at  the  side. 
Hook  the  scale  over  the  terminal  device  using  a 
leather  strap  if  necessary  (Fig.  5).  Pull  straight 
down. 

Standard. — A pull  of  50  pounds  should  not  cause 
a slippage  of  the  prosthesis  on  the  stump  greater 
than  1 inch  and  should  not  cause  failure  of  any  part 
of  the  prosthesis  or  harness. 

Test  7 — Compression  Fit  and  Comfort 

Procedure. — Flex  the  forearm  to  90  degrees  and 
place  the  elbow  against  a firm  support,  as  shown  in 
Fig.  6.  Push  at  the  end  of  the  prosthesis  along  the 
axis  of  the  forearm. 

Standard. — This  force  should  cause  no  discomfort 
or  pain  to  the  amputee. 
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Fig.  5.  Measurement  of  tension  stability. 


Fig.  6.  Check  for  fit  under  compression. 


Test  for  Above-Elbow  Prosthesis 

Test  1 — Range  of  Stump  Motion  with  Pros- 
thesis 

Procedure. — With  the  prosthesis  on  have  the 
amputee  lock  his  elbow  and  move  his  stump  through 
the  major  motions.  Estimate  the  amount  of  flexion, 
extension,  elevation,  and  medial  and  lateral  rotation 
of  the  prosthetic  arm  section  (AE  socket)  in  degrees. 

Standard. — The  amputee  should  be  able  to  satisfy 
the  following  minimum  requirements,  providing  he 
does  not  have  any  other  physical  limitations: 

Arm  elevation 90  degrees 

Arm  rotation 45  degrees 

Arm  flexion 90  degrees 

.Arm  extension 30  degrees 

Test  2 — Mechanical  Range  of  Forearm  Flexion 

Procedure. — Remove  the  prosthesis  and  manually 
flex  the  prosthetic  forearm,  noting  its  range  of 
angular  displacement. 

Standard. — Mechanical  range  of  forearm  flexion 
should  be  at  least  125  degrees.  The  forearm  should 
not  be  flexed  more  than  10  degrees  when  fully  ex- 


tended and  should  attain  135  degrees  when  fully 
flexed. 

Test  3 — Active  Range  of  Forearm  Flexion 

Procedure. — Have  the  amputee  don  his  prosthesis 
and  flex  the  forearm  actively. 

Standard. — The  above  standard  of  Test  2 should 
apply. 

Test  4 — Humeral  Flexion  Required  to  Flex 
Forearm 

Procedure. — Instruct  the  amputee  to  use  humeral 
flexion  and  to  flex  his  forearm  slowly  through  its  full 
range.  Estimate  the  angular  displacement  of  the 
humerus  required  to  flex  the  forearm  fully. 

Test  5 — Force  Required  to  Flex  Forearm 

Procedure. — Tape  the  terminal  device  closed,  and 
unlock  the  elbow  lock.  Insert  the  scale  hook  through 
the  cable  attachment  as  shown  in  Fig.  7.  Flex  the 
forearm  to  90  degrees,  and  hold  the  arm  section  of 
the  cable  until  further  flexion  of  the  forearm  just 
starts. 

Standard. — The  force  required  should  not  exceed 
10  pounds. 

Test  6 — Live  Lift 

Procedure. — Tape  the  terminal  device  closed. 
Flex  the  forearm  to  90  degrees,  and  leave  the  elbow 
unlocked.  Lock  the  cable  over  the  prosthesis  at  a 
distance  of  12  inches  from  the  elbow  pin  as  shown  in 
Fig.  8.  It  may  be  necessary  to  use  a leather  strap. 
Pull  straight  down  on  the  scale  while  amputee  re- 
sists the  pull.  Read  the  scale  when  the  forearm 
slips  below  90  degrees. 

Standard. — The  amputee  should  be  able  to  resist 
a force  of  at  least  3 pounds  at  12  inches  from  the 
elbow  pin. 

Test  7 — Control  System  Efficiency 

Procedure. — Disconnect  the  cable  from  hook  and 
apply  measuring  scale  to  hand,  as  shoiyn  in  Fig.  3. 

1.  Pull  hard  enough  to  cause  opening  (or  clos- 
ing). Note  that  the  tests  should  be  done  in  the  half- 
open position  of  the  hook.  Read  the  force  on  the 
scale  while  hook  or  hand  is  opening  (or  closing). 

2.  Apply  scale  to  the  T-bar  of  the  control  cable 
as  shown  in  Fig.  7.  Reconnect  cable  to  terminal 
device.  Flex  the  forearm  to  90  degrees,  and  lock  the 
elbow.  Again  pull,  and  note  the  scale  forces  as  the 
device  is  opening  (or  closing). 

The  efficiency  is  computed  according  to  the 
formula: 
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Fig.  8.  Live  lift. 


. Force  measured  at  terminal  device  X 100 

Efficiency  = — — — 

Force  measured  through  cable 

Note. — All  forces  measured  in  pounds. 

Standard. — The  efficiency  should  be  greater  than 
50  per  cent. 

Test  8 — Hook  Operation  Facility,  Normal  Ltse 

Note. — Either  voluntary  opening  or  voluntary 
closing  device  may  be  used.  Range  of  operation 
may  be  judged  in  either  case. 

Procedure.— Flex  the  forearm  to  90  degrees,  and 
lock  the  elbow.  Have  the  amputee  actively  operate 
the  terminal  device. 

Standard. — The  amputee  should  be  able  actively 
to  obtain  full  opening  (or  closing)  at  this  position. 
Test  9 — Hook  Operation  Facility,  Mouth  and 
Fly 

Procedure.— Flex  the  forearm  so  that  the  terminal 
device  is  at  or  near  the  mouth.  Lock  the  elbow. 
Have  the  amputee  actively  operate  his  terminal 
device  at  or  near  the  fly  of  the  trousers. 

Standard. — The  amputee  should  be  able  actively 
to  obtain  at  least  50  per  cent  of  full  opening  (or 
closing)  at  these  two  positions. 

Test  10 — Involuntary  Actuation  of  Elbow 
Lock 

Procedure. — Have  the  amputee  walk  a short  dis- 
tance swinging  his  prosthesis  as  he  would  normally. 
Face  the  amputee,  and  have  him  raise  his  arm  60 
degrees  to  the  side  as  shown  in  Fig.  9. 

Standard. — The  amputee  should  exhibit  a natur- 
ally appearing  arm  swinging  during  walking  without 
involuntary  operation  of  the  elbow  lock,  nor  should 
it  operate  involuntarily  when  the  arm  is  raised  60 
degrees  to  the  side. 

Test  11 — Movement  of  the  Terminal  Device 
When  Locking  Elbow 

Procedure. — Stand  directly  in  front  of  amputee 
so  that  when  he  flexes  the  forearm  to  90  degrees,  his 
terminal  device  touches  you  (Fig.  10).  Instruct  the 
amputee  actively  to  lock  his  elbow. 

Standard. — The  terminal  device  should  not  move 
more  than  6 inches  from  the  original  position. 


Fig.  9.  Involuntary  actuation  of  elbow  lock. 


Fig.  10.  Maximum  allowable  movement  of  ter- 
minal device  when  locking  elbow. 

Test  12 — Socket  Stability  During  Arm  Rota- 
tion 

Procedure. — Flex  the  forearm  to  90  degrees,  and 
lock  the  elbow.  Have  the  amputee  raise  his  arm  to 
60  degrees  to  the  side,  and  rotate  his  stump  as  shown 
in  Fig.  11. 

Standard.— The  amputee  should  be  able  to  con- 
trol the  prosthesis  during  this  motion.  The  socket 
should  not  slip  about  the  stump. 

Test  13 — Stability  of  Socket  Subjected  to 
Torque 

Procedure. — Flex  the  forearm  to  90  degrees  and 
lock  the  elbow.  Hook  the  scale  over  the  prosthesis 
at  a distance  of  12  inches  from  the  elbow  pin  as 
shown  in  Fig.  12.  Instruct  the  amputee  to  resist  you 
and  pull  laterally.  Shift  your  scale,  and  then  pull 
medially. 

Standard. — The  amputee  should  be  able  to  with- 
stand a 2-pound  pull  at  12  inches  in  both  the  lateral 
and  medial  direction.  If  a turntable  is  included  in 
the  prosthesis,  it  should  be  adjusted  so  that  it  does 
not  turn  at  less  than  a 2-pound  pull. 

Test  14 — Tension  Stability 

Procedure. — Straighten  the  prosthesis  at  the  side, 
and  lock  the  elbow.  Hook  the  scale  over  the  termi- 
nal device,  as  shown  in  Fig.  13.  using  a leather  strap 
if  necessary.  Pull  straight  down. 

Standard. — A pull  of  50  pounds  should  not  cause  a 
slippage  of  the  prosthesis  on  the  stump  greater  than 
1 inch  and  should  not  cause  failure  of  any  part  of  the 
prosthesis  or  harness. 

Test  15 — Compression  Fit  and  Comfort 

Procedure. — Flex  the  forearm  to  90  degrees,  and 
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Fig.  11.  Socket  stability  during  arm  rotation. 


Fig.  12.  Stability  of  socket  subjected  to  torque. 

lock  the  elbow.  Have  the  amputee  support  his  weight 
on  a table. 

Standard. — This  force  should  cause  no  discomfort 
or  pain  to  the  amputee. 

These  simple  tests  are  obviously  essential  to 
minimal  inspection  and  evaluation  of  any  pros- 
thesis provided  by  the  limbfitter.  If  the  pros- 
thesis does  not  pass  all  tests,  it  is  the  responsi- 
bility of  the  surgeon  to  prescribe  corrections  on 
the  prosthesis  so  that  full  efficiency  is  obtained 
at  least  for  these  minimal  standards. 

Prosthetic  Training 

Training  is  particularly  important  in  the  above- 
elbow amputee.  The  teaching  of  fundamental 
control  movements  of  humeral  flexion,  scapular 
abduction  or  spreading,  humeral  extension,  and 
shoulder  drop  for  management  of  the  elbow  lock- 
ing mechanism  are  most  important  steps  in 
gaining  control  in  the  above-elbow  prosthesis. 
After  these  fundamental  control  movements  are 
obtained,  the  teaching  of  complex  coordinated 
movements  is  all-important.  Successful  pros- 
thetic training  can  be  carried  out  by  experienced, 
skilled  occupational  therapy  or  physical  therapy 
personnel.  On-the-job  training  is  ideal  and 
probably  pays  the  highest  dividends  in  prosthetic 
training.  Failure  to  train  the  amputee  in  the  use 
of  his  arm  prosthesis,  particularly  in  the  above- 
elbow case,  is  a frequent  reason  for  discarding  of 
the  prosthesis,  for  permitting  it  to  deteriorate, 
or  for  the  frequent  finding  of  the  amputee  who 
wears  his  prosthesis  merely  to  fill  his  sleeve. 
Failure  to  provide  prosthetic  training  will  result 
in  a loss  of  interest  in  the  functional  values  of  a 
prosthesis.  It  should  be  realized  that  no  one  can 


train  the  amputee  whose  stump  hurts  or  whose 
prosthesis  is  uncomfortable  or  mechanically 
inefficient. 

Vocational  Aspects  and  Utilization 

Proper,  vocational  utilization  is  dependent 
upon  the  previous  eight  divisions  of  management. 
It  may  also  in  certain  instances  depend  upon 
proper  vocational  guidance  and  assistance.  In 
this  respect  the  New  York  State  Division  of  Voca- 
tional Rehabilitation  renders  a meritorious  serv- 
ice. It  is  found  in  the  analysis  that  those  patients 
who  use  their  prosthesis  on  the  job  have  become 
successful  cases.  From  this  point  of  view  voca- 
tional placement  by  skilled  personnel  has  been  a 
great  help  in  placing  amputees  in  positions  where 
the  use  of  their  prosthesis  has  been  an  asset  to 
their  earning  capacity.  There  are,  of  course, 
individuals  who  need  no  guidance,  and  we  do  not 
refer  to  them  here. 

Maintenance  and  Servicing 

If  the  prosthesis  is  permitted  to  become 
mechanically  deficient  and  unsanitary,  the  utility 
value  will  diminish,  and  the  patient  will  discard  it. 
This  factor  of  lack  of  maintenance  of  the  pros- 
thesis is  one  of  the  greatest  sources  of  failure  of 
rehabilitation  of  the  upper  extremity  amputee. 
The  patient’s  failure  to  maintain  and  service  his 
prosthesis  is  due  to  the  following  causes:  (1) 
stump  difficulties  such  as  pain;  (2)  psychologic 
difficulties  such  as  lack  of  motivation;  (3)  a 
poorly  prescribed,  poorly  fabricated,  and  poorly 
fitted  prosthesis  with  little  functional  value,  and 
(4)  lack  of  orientation  on  the  need  for  returning 
to  the  fitter  systematically.  Those  patients  who 
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have  vocational  utilization  of  their  prostheses  are 
most  likely  to  maintain  and  sendee  them.  Other 
less  frequent  reasons  for  lack  of  maintenance  and 
servicing  are  (1)  the  amputee  does  not  find  time 
to  attend  to  it,  (2)  it  costs  too  much,  or  (3) 
he  does  not  have  a spare  prosthesis  to  use  while 
one  is  being  serviced. 

Conclusion 

For  successful  prosthetic  rehabilitation  of  the 
upper  extremity  amputee  the  members  of  an  am- 
putation team  must  cooperate  with  each  other 
to  accomplish  the  following  services: 

The  surgeon  must  provide  a painless,  freely 
movable,  stable,  nontender,  full-muscled  stump 
which  is  properly  shaped.  He  must  render  a 
suitable  prescription  for  a prosthesis,  and  it  is 
his  duty  to  see  to  it  that  this  prosthesis  is  ob- 
tained by  checking  the  prosthesis  after  the  pa- 
tient receives  it.  If  the  prosthesis  is  not  properly 
fabricated,  fitted,  or  harnessed,  the  surgeon's 
responsibility  is  to  advise  and  prescribe  correc- 
tions for  any  defects  in  the  prosthesis.  The 
surgeon  must  condemn  the  prosthesis  if  (1)  it 
has  not  been  properly  fabricated,  (2)  it  is  doing 
harm  to  the  stump,  or  (3)  it  has  become  severely 
worn  out. 

It  is  the  duty  of  the  physiatrist  or  physiothera- 
pist to  provide  greater  strength,  toughness,  and 
range  of  motion  of  the  stump  and  the  contiguous 
joints  and  to  teach  coordinated  control  move- 
ments needed  in  use  of  the  prosthesis. 

The  limbfitter  must  with  great  skill  and  art 
provide  a prosthesis  that  is  fight,  durable,  com- 
fortable, useful,  mechanically  sound,  and  as 
simple  as  possible.  The  limbfitter  must  see  to  it 
that  this  prosthesis  is  adequately  serviced  and 
maintained. 

The  occupational  therapist  or  the  physiothera- 
pist must  train  the  patient  to  use  the  prosthesis 
with  maximum  efficiency. 

The  patient,  above  all.  must  be  thoroughly 
oriented,  cooperative,  and  motivated  to  use  the 
prosthesis.  Through  vocational  guidance  and 
placement  as  well  as  motivation,  the  patient  will 
find  the  prosthesis  an  asset  in  his  work  and  social 
life.  He  will  then  become  receptive  to  new, 
improved  prosthetic  devices  that  are  being  de- 
veloped in  the  experimental  laboratories. 
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Discussion 

Frank  N.  Potts,  M.D.,  Buffalo. — You  have  just 
heard  an  excellent  and  detailed  presentation  of  a 
very  serious  problem.  I do  not  feel  that  the  average 
surgeon  who  sees  the  occasional  upper  arm  amputa- 
tion ever  quite  realizes  what  a problem  this  is. 
When  one  reviews  a fairly  large  number  of  these 
cases  and  sees  them  over  rather  long  periods  of  time, 
he  can  best  realize  what  the  loss  of  part  of  an  upper 
extremity  can  mean. 

Unfortunately,  the  number  of  people  who  discard 
their  prostheses  is  quite  large.  In  a group  of  30  that 
I have  just  recently  reviewed,  which  included  two 
shoulder  amputations,  16  above  the  elbow  and  12 
below  the  elbow,  11  of  this  30  did  not  use  the  pros- 
thesis at  all.  Twelve  of  this  number  did  not  work, 
and  evaluation  of  a group  like  this  impresses  one 
with  the  seriousness  of  this  situation. 

I think  the  engineers  and  brace  men  have  done  a 
very  fine  job;  they  are  constantly  improving  their 
product  by  using  better  materials.  The  plastics  are 
getting  to  be  very  helpful;  the  mechanism,  the  use 
of  the  pulleys,  has  been  improved  a great  deal.  The 
work  of  the  physiatrist  in  teaching  these  people  to 
use  what  portion  of  the  extremity  is  left,  and  the 
instruction  in  the  use  of  the  prosthesis  is  well  directed 
and  all  very  helpful.  However,  there  are  factors 
that  are  not  yet  overcome.  I have  reference  to  two 
of  the  great  complaints  that  these  people  have, 
namely,  the  loss  of  sensation  in  the  prosthesis  and 
that  they  have  to  watch  almost  every  move  they 
make  in  order  to  accomplish  anything  with  the  pros- 
thesis. 

Also  the  complication  of  movements  of  the  re- 
maining motors  is  such  that  each  motion  has  to  be 
thought  out.  instead  of  being  an  automatic  motion, 
such  as  you  and  I enjoy.  The  psychologic  impact 
on  these, people  must  be  terrific;  some  of  them  over- 
come it  to  a great  degree,  and  some  apparently 
never  do. 

The  value  of  team  consideration  of  the  amputa- 
tion cannot  be  overestimated.  I think  in  this  lies 
our  greatest  hope  for  improving  the  situation.  We 
must  anticipate,  however,  that  there  will  be  some 
whom  we  cannot  reach.  The  persistence  of  the  engi- 
neers in  improving  their  product  and  the  persistence 
of  the  physiatrist  and  physiotherapist  should  not 
surpass  the  attention  of  the  surgeon  in  encouraging 
these  people  to  use  their  prostheses.  It  is  with  this 
group  activity  and  with  the  realization  that  each  of 
these  amputees  presents  a different  problem — 
maybe  mechanical,  maybe  mental — that  makes  this 
such  an  interesting  project. 
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NICASSE  in  1883  and  Rummer  in  1898 
(quoted  by  Bennett  and  Shaw1)  are  per- 
haps the  earliest  contributors  to  this  subject. 
In  1904  Ebner2  also  described  this  condition. 
The  first  most  valuable  contribution  was  made 
by  the  English  author,  Ollerenshaw,3  who  re- 
ported three  cases  in  1921,  18  in  1929, 4 and  20  in 
1935.5  Bristow,6  another  English  author,  re- 
ported a series  of  1 1 cases  in  1928. 

In  the  American  literature  Phemister7  was  the 
first  to  report  a series  of  two  cases  in  1923,  or  two 
years  after  Ollerenshaw’s  original  report.  Since 
then  small  series  have  been  reported  by  Allison 
and  O’Connor8  in  1926,  and  Bennett  and  Shaw1 
in  1936. 

In  1933  Nicole9  reviewed  the  literature  and 
found  that  127  cases  had  been  reported.  This 
figure  was  almost  doubled  in  1939, 10  and  by  1942 
the  total  number  had  risen  to  358. 11 

Incidence 

Young  adults  are  more  commonly  affected. 
The  greatest  incidence  is  between  the  ages  of 
fifteen  and  thirty  years,  and  the  average  age  is 
about  twenty-nine  years.1 

In  a series1  of  163  cases,  the  relative  involve- 
ment of  the  menisci  was  104  in  the  lateral  and  23 
in  the  medial,  a ratio  of  four  to  one.  In  the 
same  series  76  were  males  and  25  females,  a ratio 
of  three  to  one. 

Symptomatology 

The  most  common  complaint  is  a dull  pain  in 
the  knee  which  is  made  worse  by  use  and  exercise. 
Another  common  complaint  is  the  presence  of  a 
lump  in  the  region  of  the  knee.  The  patient  may 
describe  a feeling  of  insecurity  in  the  knee  joint 
or  may  complain  that  the  knee  tires  easily. 
A history  of  trauma  to  the  knee  is  elicited  in  about 
50  per  cent  of  the  cases. 

Physical  Findings 

The  tumor  varies  from  the  size  of  a pea  to  that 
of  a large  lemon.  In  some  instances  the  consis- 
tency is  fluctuant  or  rubbery,  and  at  other  times  it 
feels  like  a bony  prominence.  It  is  usually  tender 
on  pressure.  The  cyst  varies  in  size  with  differ- 
ent positions  of  the  knee,  being  larger  when  the 
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Fig.  1.  Fibroma  originating  in  the  lateral  semi- 
lunar cartilage. 


knee  is  in  extension  and  smaller  when  the  knee 
is  flexed.12  A significant  diagnostic  sign  is  that 
the  tumor  remains  at  the  level  of  the  joint  line  on 
motions  of  the  knee. 

Differential  Diagnosis 

In  the  differential  diagnosis  one  should  consider 
a bursitis  in  the  collateral  ligament  of  the  knee,  a 
true  synovial  hernia,  soft  tissue  tumors,  and 
tumors  of  the  bone  and  cartilage.  In  one  patient 
of  our  series  a fibroma  was  found  originating  in 
the  substance  of  the  lateral  meniscus  (Fig.  1). 

Pathogenesis 

Many  theories  have  been  advanced  regarding 
the  etiology  of  these  cysts.  Ebner2  believed  that 
they  resemble  “ganglia”  in  other  locations  of  the 
body  and  that  they  are  caused  by  mucoid  de- 
generation of  the  fibrocartilage.  Phemister,7 
Bristow,6  Campbell  and  Mitchell,13  and  Taylor12 
agreed  with  this  view.  Taylor  emphasized  the 
effects  of  direct  trauma  which  produces  a “con- 
tusion of  the  meniscus”  followed  by  mucoid  de- 
generation of  the  cartilage.  He  pointed  out  that 
trauma  which  is  severe  enough  to  cause  a tear 
of  the  meniscus  usually  does  not  produce  cystic 
degeneration.  Taylor  stressed  this  point  and 
stated  that  “the  mildness  of  the  trauma  is  an 
essential  factor  in  the  cystic  degeneration  of  the 
cartilage.” 

Cystic  degeneration  is  more  common  in  the  lat- 
eral meniscus.  Phemister’s7  explanation  was 
that  “greater  weight-bearing  on  the  outer  side  of 
the  joint,  due  to  slight  inward  angulation  at  the 
knee,  subjects  the  external  semilunar  cartilage 
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to  injury  and  secondary  cystic  degeneration." 
Bristow4  offered  the  same  opinion.  Taylor,1* 
however,  believed  this  explanation  to  be  incorrect 
because  normally  the  "inward  angulation  at  the 
knee"  in  women  is  greater  than  that  in  men.  and 
yet  the  incidence  of  cysts  of  the  menisci  is  less  in 
women  than  in  men.  Taylor's  explanation  for 
the  greater  incidence  of  cysts  in  the  lateral  semilu- 
nar cartilage  is  that  the  lateral  cartilage  is  more 
vulnerable  to  direct  trauma  than  the  medial  car- 
tilage. and  the  cysts  of  the  lateral  semilunar  carti- 
lage invariably  occur  in  the  middle  third  which  is 
the  portion  of  the  cartilage  most  exposed  to  direct 
blows.  When  cysts  are  found  in  the  medial  carti- 
lage. there  is  usually  a history  of  a direct  blow  to  the 
medial  side  of  the  knee.  Taylor  contends  that  a blow 
overthe  outer  surface  of  either  meniscus  pushes  the 
cartilage  forcibly  between  the  condyle  of  the  femur 
and  the  tibia.  The  simultaneous  reacting  force  of 
the  femur  and  tibia  intersects  within  the  outer 
portion  of  the  substance  of  the  meniscus  and  a 
“contusion”  results  at  this  point  which  produces 
mucoid  degeneration  of  the  cartilage.  Taylor 
thought  that  the  reason  why  a history  of  trauma  is 
not  obtained  more  often  is  because  the  amount  of 
trauma  required  to  produce  mucoid  degeneration 
is  so  mild  that  it  is  easily  overlooked  by  the  pa- 
tient. 

ODerenshaw3-*  was  the  first  to  offer  the  con- 
genital or  developmental  theory.  His  reason  for 
this  belief  was  that  the  cyst  walls  contain  endo- 
thelial-like  cells  similar  to  those  of  embryonic 
synovial  cells. 

Zadek  and  Jaffee14  in  1927  suggested  that  the 
cyst  ic  degeneration  could  be  explained  on  a de- 
velopmental basis  for  the  following  reasons: 

1)  The}-  found  multiple  cysts  in  one  cartilage, 

2)  there  were  synovial  inclusions  in  the  cartilage 
without  cyst  formations,  and  (3)  there  was  no 
evidence  of  old  or  recent  hemorrhage.  They 
found  that  the  cysts  have  a synovial-like  endo- 
thelial lining,  especially  the  smaller  cysts.  For 
this  reason  trey  suggested  that  synovial  tissue 
might  become  incarcerated  in  cartilage  during 
embryonic  life  or  that  synovial  implants  into  the 
cartilage  may  occur  at  the  time  of  trauma. 

Willard  and  Nicholson13  recently  reported  a 
case  of  a cyst  of  the  medial  meniscus  in  an  eight- 
year-old  girl.  Histologic  studies  of  the  tissue 
suggested  that  the  cyst  formation  could  be  ex- 
plained on  a developmental  basis  because  the 
cyst  was  multil ocular  and  was  lined  with  flat- 
tened endothelial  cells.  Multiple  villi,  which 
were  covered  with  the  same  type  of  endothelial 
cells,  projected  into  the  cavity  of  the  cyst. 

McDermott1*  in  a recent  study  of  the  embry- 
ology of  the  human  knee  joint  concluded  that  the 
semilunar  cartilages  become  differentiated  several 
weeks  before  the  appearance  of  the  synovial 


membrane.  He  found  that  the  menisci  make 
their  appearance  at  about  the  ninth  or  tenth 
week  of  fetal  life,  and  the  synovial  membrane 
appears  at  about  the  eighteenth  or  twentieth 
week-  In  the  early  development  he  found  that 
the  synovial  membrane  covers  the  entire  joint 
cavity  with  the  exception  of  the  articular  surface 
of  the  tibia  and  femur.  He  observed  that  at 
birth  the  svnovial  membrane  covers  the  free  sur- 
face of  the  menisci  and  that  this  situation  persists 
up  to  the  time  when  the  child  begins  to  walk. 
At  that  age  the  synovial  membrane  disappears 
from  the  free  avascular  border  of  the  cartilage, 
but  it  is  preserved  over  the  attached  vascular  por- 
tion of  the  cartilage.  McDermott  illustrates  this 
point  by  means  of  histologic  study  of  a meniscus 
in  a five  and  one-half-year-old  child. 

McDermott's  observation  that  the  deeper  lay- 
ers of  synovial  cells  may  become  encapsulated 
at  the  junction  of  the  free  and  the  attached  por- 
tion of  the  cartilage  is  well  supported  by  the  fact 
that  almost  all  of  these  cysts  occur  in  this  location 
in  the  cartilage.  In  over  358  cysts  of  the  menisci, 
only  two  were  found  to  arise  from  the  inner  free 
border  of  the  meniscus.  One  of  these,  the  so- 
called  “concealed  cyst,”  was  reported  by  Oller- 
enshaw  in  1935:  the  other  by  Dittrick17  in  1946. 

Hie  fact  that  congenital  malformation  of  the 
menisci  is  frequently  associated  with  cystic  de- 
generation3"3 seems  to  add  support  to  the 
developmental  theory  of  origin  of  cysts. 

Report  of  Cases 

In  our  series  of  six  patients  five  were  males. 
The  youngest  patient  was  twenty-four  years  old, 
and  the  oldest  was  forty-one  years  old.  The 
average  age  was  thirty  and  one-half  years.  One 
patient  was  colored  (G.W.).  In  four  patients  a 
history  of  an  accident  was  elicited.  Invariably 
the  accident  was  a glancing  blow  or  a direct  blow 
against  the  lateral  surface  of  the  knee.  In  five 
patients  the  lateral  semilunar  cartilage  was  af- 
fected. and  in  every  instance  the  cysts  originated 
on  the  attached  border  of  the  semilunar  cartilage. 
On  physical  examination  of  all  the  patients  a 
tender,  cystic  tumor  could  be  seen  and  felt  over 
the  lateral  border  of  the  head  of  the  tibia.  The 
cysts  varied  in  size  and  shape  and  could  be  more 
easily  detected  when  the  knee  was  in  extension. 
In  one  patient  (J.K.)  the  condition  of  the  knee 
was  acute.  In  another  patient  (G.W.)  free  fluid 
was  present  in  the  knee,  the  popliteal  space  was 
enlarged,  there  was  1 inch  strophy  of  the  thigh 
and  the  tonsils  were  large  and  infected.  The  ap- 
pearance was  that  of  an  infectious  synovitis. 
.Another  patient  (Y.G.)  had  localized  synovial 
thickening  in  addition  to  the  cyst.  None  of 
the  patients  had  instability  of  the  joint,  and  in  all 
of  them  the  x-ray  findings  were  normal. 
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Fig.  2.  Cystic  tumor  attached  to  the  lateral  sur- 
face of  medial  semilunar  cartilage. 


The  longest  period  of  postoperative  observa- 
tion was  eight  years.  This  patient’s  knee 
(R.S.)  had  remained  normal  postoperatively,  and 
there  was  no  recurrence  of  the  cyst.  However, 
the  reason  for  his  visit  eight  years  later  was  to  re- 
port that  he  had  a similar  condition  in  the  other 
knee.  Therefore,  in  this  series  both  knees  were 
similarly  affected  in  one  patient  at  different  times. 
The  shortest  period  of  observation  was  three 
months  after  the  operation.  In  this  patient 
(J.K.)  the  function  of  the  knee  was  normal,  and 
there  was  no  recurrence  of  the  cyst.  There  was 
no  recurrence  of  the  cyst  in  any  of  our  patients, 
but  in  two  patients  (C.M.  and  K.B.)  an  infectious 
synovitis  in  the  knee,  originating  in  a focus  of  in- 
fection, developed  postoperatively.  All  of  our 
patients  recovered  a normal  range  of  motion  in 
the  knee  without  instability. 

Surgical  Approach  and  Postoperative  Care 

A general  anesthetic  was  used,  and  both  knees 
were  held  flexed  over  the  end  of  the  table.  A 
curved  skin  incision  was  made,  starting  at  the 
superior  anterior  ridge  of  either  condyle  and  ex- 
tending downwards  and  posteriorly  to  the  border 
of  the  collateral  ligament.  The  capsule  and  syno- 
vial membrane  were  divided  in  the  same  direction. 
The  border  of  the  collateral  ligament  was  identi- 
fied, and  the  cyst  was  found  to  lie  anterior  to  it. 
It  was  dissected  free  from  the  surrounding  soft 
tissues  on  the  head  of  the  tibia,  and  the  semilunar 
cartilage  together  with  its  cyst  were  then  dis- 
sected free  from  the  synovial  attachment  and 
from  the  border  of  the  head  of  the  tibia.  In  this 
operation  a good  portion  of  the  synovial  mem- 
brane is  sacrificed,  but  this  loss  of  synovium  does 
not  interfere  with  the  end  results.  In  closing  the 
wound  it  is  important  to  approximate  the  edges 
of  the  fascia  securely  in  order  to  prevent  a hernia 
of  the  synovial  sac.  The  leg  was  immobilized 


Fig.  3.  Photomicrograph  showing  appearance  of 
the  wall  of  the  cyst  attached  to  the  semilunar  carti- 
lage. This  cyst  is  lined  with  cuboidal  cells  of  meso- 
thelial  origin.  A vascular  zone  is  present  beneath 
the  cells.  (72  X) 


Fig.  4.  Photomicrograph  showing  two  large 
“pseudocysts”  in  the  substance  of  the  semilunar 
cartilage.  These  cysts  do  not  have  a lining  of  cells. 
(72  X) 

for  one  week  in  a circular  plaster  splint  from  the 
groin  to  the  ankle  with  the  knee  in  full  extension. 
Weight-bearing  on  crutches  was  allowed  as  soon 
as  the  patient’s  condition  would  permit  it.  A 
pressure  bandage  around  the  knee  was  worn  as 
long  as  the  effusion  lasted.  Supervised  physio- 
therapy treatment  was  not  necessary.  The  pa- 
tient was  instructed  to  use  the  knee  as  much  as 
possible  within  the  limits  of  pain. 

Gross  Appearance  of  the  Specimen  in 
Situ 

The  cyst  was  found  to  be  diffusely  and  loosely 
attached  to  the  surrounding  soft  tissues  and  to 
the  surface  of  the  bone.  It  was  firmly  attached 
to  the  surface  of  the  cartilage  (Fig.  2).  The  wall 
of  the  cyst  was  not  encapsulated.  The  semilunar 
cartilage  was  found  to  be  normally  attached  to  the 
border  of  the  head  of  the  tibia.  In  some  in- 
stances the  free  border  was  thinner  and  wider  in 
its  middle  third,  which  corresponded  to  the  level 
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Fig.  5.  Photomicrographs  of  sections  of  semilunar  cartilage  of  a full-term  child  showing  flat  cells  on  the 

free  border  of  the  cartilage.  (372  X ) 


TABLE  I. — Theoeies  or  the  Etiologt  or  Ctsts  or  the 
SeMILCKAE  CiKTII-iGE 

Congenital  theory  (most  commonly  accepted) 

1.  Predisposing  factor:  inclusion  of  synovial  cells  in  the 
cartilage  during  the  stage  of  development  of  the  carti- 
lage 

2.  Exciting  cause:  traumatic  injury  resulting  from  a 
contusion  over  the  cartilage  or  from  the  physiologic 
action  of  the  joint 

Traumatic  theory 

1.  Contusion  of  the  cartilage  is  followed  by  mucoid  de- 
generation of  the  cartilage 


of  the  cystic  area  of  the  semilunar  cartilage.  The 
attached  cystic  portion  of  the  cartilage  was 
thicker  than  normal.  The  surface  of  the  cartilage 
was  smooth  and  glistening. 

Gross  and  Histologic  Studies 

Grossly  the  cysts  were  either  single  or  multiple, 
and  some  of  them  were  multiloeular.  The  walls 
were  thickened,  and  they  contained  a small 
amount  of  thick  mucoid  material.  In  every  in- 
stance the  cyst  was  attached  to  the  thick  lateral 
surface  of  the  cartilage  and  could  not  be  dissected 
loose  from  it  .Fig.  2).  A cross  section  of  the  cyst 
and  cartilage  showed  the  presence  of  very  small 
cysts  in  the  substance  of  the  cartilage. 

Microscopically,  two  different  types  of  cysts 
were  found:  (1)  a true  cyst  which  was  lined  with 
synovial  cells  Fig.  3)  and  2)  a pseudocyst  which 
had  no  cellular  lining  (Fig.  4).  The  pseudocysts 
were  found  deep  in  the  substance  of  the  fibrocar- 
tilage.  whereas  the  true  cysts  were  located  on  the 
lateral  surface  of  the  cartilage. 

In  addition  to  the  pathologic  specimens,  the 
meniscus  of  a fetus  was  studied  microscopically. 
It  was  noted  that  the  free  border  was  covered  with 
a row  of  flat  cells  which  were  different  in  appear- 
ance from  the  fibroblastic  cells  normally  found  in 
the  substance  of  the  fibrocartilage  (Fig.  5). 
In  the  fibrocartilage  of  an  adult  the  free  border  is 
not  covered  with  cells  Fig.  6). 

Comment 

In  a discussion  of  this  subject,  certain  features 
deserve  particular  mention.  The  theories  regard- 


Fig.  6.  Photomicrograph  showing  the  surface 
of  adult  fibrocartilage  and  absence  of  surface  layer 
of  cells. 

mg  the  etiology  are  interesting  and  satisfying  but 
by  no  means  convincing  (Table  I).  The  congeni- 
tal theory  is  most  commonly  accepted  because  it 
is  based  on  a scientific  and  experimental  basis. 
It  assumes  the  inclusion  of  synovial  cells  in  the 
fibrocartilage  during  the  developmental  stage  as 
the  predisposing  cause  and  a traumatic  injury, 
either  accidental  or  physiologic,  as  the  exciting 
cause  of  the  cystic  degeneration.  It  is  an 
established  fact  that  the  entire  cartilage  is 
covered  by  synovial  cells1*  in  the  early  stages 
of  its  development,  but  in  the  adult  cartilage 
these  cells  completely  disappear  from  the  free 
avascular  border  (Fig.  5).  In  this  transitional 
stage  of  development  it  is  conceivable  that 
some  of  these  cells  may  be  "trapped'’  in  the 
substance  of  the  cartilage.  In  the  avascular  free 
border  of  the  cartilage  these  cells  die  off  and  pro- 
duce cavities  without  lining  which  are  known  as 
“pseudocysts.”  The  cells  in  the  vascular  at- 
tached border  survive,  and  they  form  the  lining 
of  cavities  known  as  true  "synovial  cysts.”  The 
subsequent  growth  of  these  two  types  of  cysts  is 
stimulated  by  the  mechanical  irritation  of  a 
traumatic  injury  or  by  the  physiologic  action  of 
the  joint. 

The  traumatic  theory,  which  assumes  that  a 
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contusion  of  the  cartilage  is  followed  by  mucoid 
degeneration,  is  highly  speculative  and  is  not 
based  on  any  scientific  data. 

If  we  accept  either  one  of  these  two  theories, 
we  commit  ourselves  to  the  proposition  that  an 
accidental  injury  or  the  occupation  of  the  individ- 
ual may  contribute  to  the  formation  of  these 
cysts  either  directly  or  indirectly. 

The  fate  of  these  cysts  has  been  unpredictable. 
In  some  unusual  instances  the  cysts  have  disap- 
peared spontaneously,23’24  but  in  the  majority  of 
the  patients  the  cysts  persist  and  increase  in  size. 
In  our  series  the  cysts  progressed  in  eacli  one  of 
our  patients. 

Since  the  cystic  degeneration  involves  the  sub- 
stance of  the  cartilage,  radical  excision  of  the  car- 
tilage is  the  logical  procedure.  The  operation 
should  be  performed  when  the  patient  has  a great 
deal  of  pain  and  disability  or  when  the  size  of  the 
cyst  continues  to  increase. 

The  end  results  following  surgical  excision  of 
the  entire  cartilage  and  cysts  have  been  uniformly 
satisfactory  and  uneventful.  In  spite  of  the 
fact  that  a portion  of  the  synovial  membrane  is 
sacrificed,  the  function  of  the  joint  is  restored  to 
normal.  It  is  interesting  to  note  that  one  third 
of  our  patients  developed  an  infectious  synovitis 
of  the  knee  postoperatively,  and  another  one 
third  had  a varying  degree  of  synovitis  of  the  knee 
preoperatively.  In  a small  series  such  as  ours,  it 
would  be  difficult  to  tell  whether  this  associated 
synovitis  is  coincidental  or  whether  it  has  any  re- 
lation to  the  pathogenesis  of  the  cysts  of  the  semi- 
lunar cartilage. 
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Discussion 

Anthony  V.  Postolofl,  M.D.,  Buffalo. — Definite 
knowledge  of  the  etiology  and  mechanism  of  forma- 
tion of  cysts  of  the  semilunar  cartilage  is  lacking. 
However,  two  theories  relating  to  pathologic  eti- 
ology have  been  advanced  and  have  resulted  in 
divided  opinions  among  authors. 

The  first  of  these  theories,  that  of  degeneration,  is 
based  on  trauma,  physiologic  or  pathologic,  as  the 
etiologic  agent.  This  theory  was  advanced  in  1904 
by  Ebner  who  made  a detailed  study  of  his  reported 
case  and  described  the  cyst  as  a ganglion  of  the  knee 
joint.  He  felt  that  the  process  is  one  of  mucoid  de- 
generation within  the  substance  of  the  semilunar 
cartilage  with  the  resultant  formation  of  a cyst. 
This  view  has  been  supported  by  Jean  in  the 
French  literature,  by  Phemister  in  the  American 
literature,  and  by  Taylor  in  the  British  literature. 

Ollerenshaw,  writing  in  the  British  Journal  of  Sur- 
gery in  1921,  challenged  the  above  theory  of  mucoid 
degeneration  and  advanced  the  theory  of  the  con- 
genital nature  of  these  cysts.  His  evidence  was 
based  upon  what  he  described  as  synovial-like  cells 
lining  these  cysts,  and  he  came  to  the  conclusion 
that  synovial  cells  were  congenital  inclusions  within 
the  cartilage  and  that  these  gave  rise  to  meniscal 
cysts.  It  is  needless  to  say  that  this  theory  too  has 
ardent  supporters. 

In  this  series  of  six  cases  the  gross  appearance  of 
the  involved  cartilage  disclosed  cysts  which  were 
variable  in  size  and  generally  multilocular  with  the 
locules  separated  by  fine  septal  walls  and  containing 
a thick,  mucoid  material.  In  every  instance  the 
cysts  were  attached  to  the  thick  border  of  the 
meniscus  lying  on  the  superficial  surface  but  extend- 
ing deeply  into  the  substance  of  the  cartilage. 
Cross  sections  of  the  cartilage  through  the  cystic 
portion  confirmed  the  multilocularity  and  the  in- 
trinsic extension. 

Microscopically  two  types  of  cysts  were  encoun- 
tered. One  of  these  was  unilocular  and  lined  by  a 
row  of  synovial-like  cells  beneath  which  was  found 
a definite  vascular  zone.  This  originated  at  the 
junction  of  the  cartilage  with  the  synovial  membrane 
and  did  not  extend  into  the  substance  of  the  me- 
niscus. This  is  a “true”  cyst  and  should  preferably  be 
called  a synovial  cyst.  The  other  cyst  type  was 
multilocular  and  presented  no  definite  cell  lining 
except  for  condensed  fibrils  due  to  compression  of 
the  cartilage  substance  surrounding  the  cyst.  This 
was  referred  to  as  a “pseudocyst”  and  was  found 
within  the  cartilage  substance.  The  coexistence  of 
both  cyst  types  was  present  in  only  one  of  the  above 
cases,  the  remainder  showing  only  the  “pseudo- 
cysts” involving  the  meniscus. 

You  have  undoubtedly  noticed  that  we  favor  the 
degenerative  theory  of  formation  of  meniscal  cysts. 
This  favoritism  is  based  upon  a study  of  the  six 
cases  presented  and  study  and  comparison  of  normal 
menisci  as  well  as  others  that  showed  a progression 
of  the  various  stages  of  cyst  formation. 

George  H.  Marcy,  M.D.,  Buffalo.— It  is  my 
opinion  that  Drs.  Blanco,  Marano,  and  Postoloff 
are  to  be  congratulated  for  the  manner  in  which 
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they  have  covered  the  subject  of  cysts  of  the  semi- 
lunar cartilage.  They  have  given  us  a brief  review 
both  as  to  the  history  and  the  pathogenesis  and 
have  also  added  six  cases  to  the  literature  with  a 
discussion  of  the  symptomatology  and  treatment. 

It  is  not  my  intention  to  take  sides  in  the  argu- 
ment as  to  whether  the  etiology  is  an  embryonic 
rest  or  a traumatic  degeneration  since  I feel  that  is 
the  problem  of  the  pathologist  rather  than  the  ortho- 
pedist. 

Since  returning  from  service  in  1945.  I have  seen 
two  cysts  of  the  semilunar  cartilage,  both  of  which 
were  in  men  and  both  of  which  gave  a history  of  a 


direct  trauma  to  the  knee  in  the  location  of  the 
meniscus.  One  case  was  treated  by  aspiration  of  the 
gelatinous  material  because  the  patient  at  first  re- 
fused surgery,  but  he  eventually  had  the  complete 
meniscectomy,  as  did  the  other  case.  The  only  dif- 
ference in  the  treatment  of  Dr.  Blanco’s  cases  and 
mine  was  that  my  cases  were  not  immobilized  in 
plaster  following  the  surgery.  Xo  infectious  synovi- 
tis was  observed  post  operatively,  but  one  had  con- 
siderable fluid  in  the  joint  which  required  aspiration 
three  weeks  after  the  operation. 

Again.  I would  like  to  compliment  Dr.  Blanco  and 
his  coauthors  on  their  excellent  paper. 


RECONSTRUCTION  OF  THE  KNEE  JOINT  IN  CHRONIC 
RHEUMATOID  ARTHRITIS 

Robert  L.  Preston',  M.D.,  New  York  City 

From  the  Department  of  Orthopedic  Surgery , .Yetr  York  University  Post-Graduate  Medical  School ) 


THE  restoration  of  function  to  the  severely  de- 
formed knee  has  always  presented  one  of  the 
most  difficult  problems  to  be  encountered  in  the 
management  of  patients  with  chronic  rheumatoid 
arthritis.  In  the  past  the  end  results  of  treat- 
ment were  uncertain  since  when  extensive  sur- 
gery was  done  to  restore  motion,  the  functional 
improvement  secured  at  operation  frequently  was 
lost  because  of  the  development  of  excessive  post- 
operative scar  in  and  around  the  joint  or  the 
exacerbation  of  the  rheumatoid  inflammation. 
The  chances  of  satisfactory  functional  rehabilita- 
tion were  so  questionable  that  it  became  cus- 
tomary to  fuse  these  joints  rather  than  to  attempt 
to  restore  motion.  However,  now  that  cortisone 
and  ACTH  are  available  for  use  before  and  after 
operation,  the  outlook  is  more  optimistic.  Ir- 
respective of  the  place  which  these  hormones 
finally  assume  in  the  therapy  for  the  control  of 
rheumatoid  arthritis,  there  is  no  question  that 
they  have  supplied  the  surgeon  with  a therapeutic 
tool  of  primary  importance.  Clinical  studies 
indicate  that  it  is  now  feasible  to  do  an  operation 
on  these  knees  which  is  extensive  enough  to  cor- 
rect all  of  the  principal  features  of  the  pathology 
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since  there  is  reasonable  assurance  that  the 
rheumatoid  inflammation  will  be  controlled,  post- 
operative scar  formation  and  edema  will  be  inhib- 
ited, and  postoperative  pain  will  be  minimized 
The  feeling  of  well-being  which  frequently  re- 
sults from  the  use  of  cortisone  or  ACTH  makes  it 
easier  for  the  patient  to  cooperate  in  the  post- 
operative program  which  is  necessary  to  complete 
the  functional  rehabilitation. 

Pathology 

This  paper  is  restricted  to  the  consideration  of 
the  severely  disabled,  painful  knee  with  marked, 
permanent  deformity  and  severe  limitation  of 
motion.  The  deformed  posture  of  the  knee  is 
fixed  by  firm  contracture  of  all  of  the  structures 
on  the  flexor  side  of  the  joint:  the  capsule,  mus- 
cles. fascia,  nerves,  blood  vessels,  and  skin. 
The  structures  on  the  extensor  side  of  the  joint 
are  permanently  elongated.  The  marked  over- 
stretching of  the  extensor  motor  apparatus,  which 
occurs  in  so  many  of  the  cases,  may  constitute  a 
more  serious  handicap  to  the  restoration  of  active 
control  of  the  joint  than  the  severe  muscular 
atrophy.  Strong  periarticular  adhesions  bind 
together  the  structures  which  must  shift  in  posi- 
tion during  movement  of  the  joint. 

Within  the  joint  there  is  also  extensive  adhesion 
formation.  The  suprapatellar  pouch  may  be  en- 


November  15,  1953] 


RECONSTRUCTION  OF  THE  KNEE  JOINT 


2627 


tirely  obliterated . The  patella  usually  is  restricted 
in  motion,  and  in  many  cases  it  is  completely 
immobilized  as  the  result  of  firm  adhesions  which 
fix  it  to  the  articular  surface  of  the  femur.  Pan- 
nus  completely  covering  the  articular  surfaces  is 
unusual,  but  in  most  instances  there  is  some  en- 
croachment of  fibrous  tissue  on  the  periphery 
of  the  articular  surfaces.  Articular  cartilage  is 
missing  beneath  the  pannus  or  in  areas  in  which 
scar  tissue  is  attached  to  the  articular  surface. 
The  articular  cartilage  which  is  preserved  usually 
is  thin  and  fibrillated,  but  it  is  unusual  for  bare 
bone  to  be  exposed.  The  menisci  are  markedly 
degenerated  or  missing.  In  some  portions  of  the 
joint  the  synovial  membrane  may  be  essentially 
normal  in  appearance.  In  other  areas  the  synovia 
may  be  considerably  thickened  and  have  the  in- 
jected appearance  of  subacute  inflammation.  It 
is  unusual  for  the  entire  synovia  to  be  inflamed. 

If  severe  disability  has  been  present  for  some 
years,  there  may  be  extensive  hypertrophic  spur 
formation  at  the  periphery  of  the  articular  sur- 
faces. The  periarticular  bone  usually  is  very 
osteoporotic  and  in  many  instances  so  soft  that 
it  is  possible  to  push  a blunt  instrument  such  as  a 
hemostat  through  the  cortex  of  the  femur.  The 
articular  surfaces  of  the  femur  or  the  tibia  often 
are  irregular  in  contour  due  to  lysis  or  crushing 
of  the  subarticular  bone.  Flattened  articular 
facets  occasionally  form  on  the  posterior  third  of 
the  articular  surface  of  the  femur  as  the  result  of 
the  pressure  of  the  head  of  the  tibia  during  the 
years  of  severe  flexion  deformity. 

Operative  Technic 

If  these  joints  are  to  function  satisfactorily 
after  operation,  sufficient  passive  motion  must  be 
restored  to  permit  the  knee  to  be  brought  into  the 
functional  position  of  full  extension,  the  motor 
apparatus  must  be  restored  so  that  the  joint  can 
be  moved  skillfully  into  functional  position  by 
active  muscular  power,  and  the  intra-articular 
causes  of  impaired  active  and  passive  motion  in 
the  anterior  compartment  must  be  eliminated. 
In  the  usual  case  all  three  aspects  of  the  me- 
chanical derangement  are  corrected  at  the  opera- 
tion. 

Traction  or  wedged  casts  have  not  proved  to  be 
of  value  in  the  management  of  these  scarred, 
chronically  deformed  joints  since  it  is  impossible 
to  eliminate  the  last  few  degrees  of  flexion  de- 
formity by  this  means,  and  unless  sufficient  laxity 
can  be  restored  to  permit  the  knee  to  fall  loosely 
into  the  functional  position  of  full  extension,  re- 
currence of  deformity  is  inevitable. 

Manipulation  under  anesthesia  can  only  re- 
store extension,  and  it  has  little  or  no  effect  upon 
the  other  elements  of  the  functional  disability. 
If  the  flexion  deformity  is  severe,  the  head  of  the 


tibia  must  glide  forward  on  the  femur  as  it  moves 
into  extension,  with  hinge  motion  taking  placeonly 
through  the  last  20  degrees.  When  the  joint  is 
manipulated,  only  hinge  motion  is  produced  since 
in  these  scarred  joints  the  head  of  the  tibia  can- 
not be  forced  to  glide  on  the  femur  during  the 
manipulation.  Although  the  tibia  and  femur 
may  come  into  alignment,  the  head  of  the  tibia 
will  remain  subluxated  posteriorly. 

Therefore,  it  is  necessary  to  do  an  open  opera- 
tion to  free  the  structures  which  must  glide  during 
joint  motion.  In  many  of  the  cases  it  is  also  nec- 
essary to  lengthen  the  contracted  tissues  and  to 
restore  physiologic  tension  to  the  overstretched 
extensor  motor  apparatus. 

The  posterior  capsulotomy  operation  reported 
by  Wilson1  produces  a more  satisfactory  result 
than  the  mere  lengthening  of  the  hamstring  ten- 
dons. In  this  procedure  the  biceps  femoris  ten- 
don and  the  fascia  lata  are  lengthened,  and  the 
posterior  capsule  of  the  knee  joint  and  the  perios- 
teum of  the  posterior  aspect  of  the  lower  fourth 
of  the  femur  are  stripped  from  the  bone. 

I have  modified  the  technic  so  as  to  prevent 
postoperative  lateral  instability.2  This  modifica- 
tion consists  of  stripping  the  periosteum  from  the 
posterior  surface  of  the  femur  and  then  entering 
the  posterior  compartment  of  the  joint  from 
above,  stripping  only  the  posterior  attachment  of 
the  capsule  so  as  to  avoid  njury  to  the  medial 
and  lateral  collateral  ligaments. 

The  anterior  compartment  of  the  joint  is  then 
entered.  If  the  suprapatellar  pouch  or  the  joint 
cavity  lateral,  medial,  and  distal  to  the  patella 
is  obliterated,  the  adhesions  are  cut,  and  the  intra- 
articular  space  is  re-established.  In  order  to 
insure  adequate  room  in  the  anterior  compart- 
ment of  the  knee,  most  of  the  fat  pad  usually  is 
excised.  The  irregularities  on  the  articular  sur- 
faces and  the  osteophytes  on  the  patella,  femur, 
and  tibia  are  removed  so  as  to  avoid  irritation  of 
the  soft  tissues  which  must  move  over  the  bones 
on  motion  of  the  knee.  In  some  instances  a con- 
siderable portion  of  the  articular  aspect  of  the 
patella  is  excised.  Any  areas  of  the  synovial 
membrane  which  are  definitely  pathologic  also 
are  excised. 

If  the  patellar  tendon  and  the  quadriceps  mus- 
cle have  become  overstretched,  they  are  tightened 
by  moving  the  tubercle  of  the  tibia  distally  a 
distance  of  x/%  inch  for  every  10  degrees  of  flexion 
deformity.3  In  some  cases  in  which  there  does 
not  seem  to  be  sufficient  laxity  in  the  extensor 
motor  apparatus  to  require  displacement  of  the 
tubercle  of  the  tibia  at  this  operation,  it  is  dis- 
covered during  the  convalescence  that  the  quadri- 
ceps cannot  be  shortened  sufficiently  to  lock  the 
knee  in  full  extension,  and  the  tubercle  must  be 
transplanted  at  a subsequent  operation. 


2628 


ROBERT  L.  PRESTOS 


IN.  Y.  State  J.  M. 


TABLE  I. — Sitmmaby  op  11  Patients  Treated 


Number 

Number  of  patients 

11 

Unable  to  trait  prior  to  operation 

5 

Walked  with  crutches  prior  to  operation 

6 

Operations 

IS 

Arthrotomv  of  anterior  compartment 

IS 

Posterior  capsulotomy 

13 

Deformitr  corrected  bv  manipulation 

5 

Transolant  of  tubercle  of  tibia 

7 

End  results* 

Satisfactory 

& S2<~c 

U nsatisf  actory 

2 0851) 

* Follow-up  period  of  6 to  24  months. 


Postoperative  Regimen 

The  postoperative  regimen  includes  immobiliza- 
tion in  a cast  for  one  week  with  the  knee  in  about 
15  degrees  of  flexion  to  avoid  overstretching  of 
the  popliteal  artery.  When  the  cast  is  removed, 
traction  is  applied  to  bring  the  knee  into  the  fully 
corrected  position.  Immobilization  with  traction 
is  continued  at  night  for  four  to  eight  weeks  until 
the  quadriceps  muscle  has  become  sufficiently 
efficient  to  resist  the  recurrence  of  deformity. 
It  is  essential  to  keep  the  patient  under  close  ob- 
servation until  strong  active  extension  has  been 
restored  to  the  knee  and  all  tendency  to  flexion 
contracture  has  disappeared.  Corrective  exer- 
cises. which  are  directed  principally  at  the  restora- 
tion of  quadriceps  function,  are  done  several  times 
a day.  It  is  often  difficult  to  maintain  the  pa- 
tient's interest  in  this  monotonous  postoperative 
regimen  for  a sufficiently  long  period  to  insure  the 
permanency  of  the  functional  rehabilitation  of  the 
joint. 

End  Results 

The  comprehensive  reconstruction  operation 
has  been  done  on  20  knees  of  12  patients  while 
the  patient  was  under  the  influence  of  cortisone 
or  ACTH.  The  follow-up  data  on  18  knees  of 
11  of  these  patients  are  available  for  study.  The 
irreversible  pathologic  changes  in  all  of  these 
knees  were  severe,  and  all  of  the  patients  were 
totally  disabled  prior  to  operation.  Five  of  the 
patients  had  not  been  able  to  ambulate  for  some 
time,  and  the  remainder  were  using  crutches. 
The  patients  have  been  observed  for  periods  of 
six  to  twenty-four  months  since  operation.  The 
statistics  are  summarized  in  Table  I. 

Arthrotomy  of  the  anterior  compartment  of  the 
knee  was  required  in  all  of  the  cases.  Posterior 
capsulotomy  was  not  required  for  the  correction 
of  the  deformity  of  five  knees  in  three  patients. 
The  flexion  deformity  of  these  knees  was  slight, 
varying  from  20  to  30  degrees,  and  when  manip- 
ulation was  attempted  prior  to  making  the  inci- 
sion for  the  posterior  capsulotomy,  it  was  dis- 
covered that  the  deformity  could  be  corrected 
completely  with  the  use  of  only  mild  force.  It 
was  necessary  to  displace  the  tubercle  of  the  tibia 


F ig.  1.  Case  1 — Standing  posture  and  range 
of  flexion  of  both  knees  before  operation. 


on  seven  knees  of  four  patients.  In  one  of  these 
cases  the  tubercle  was  displaced  at  a later  opera- 
tion when  it  was  discovered  that  the  quadriceps 
could  not  be  shortened  sufficiently  to  lock  the 
knee  in  full  extension.  With  one  exception  the 
knees  which  required  the  displacement  of  the 
tubercle  were  severely  deformed,  50  to  80  degrees 
of  fixed  flexion  being  present. 

In  the  evaluation  of  the  end  results,  a satis- 
factory result  has  been  regarded  as  one  in  which 
(1)  the  patient  is  able  to  do  sufficient  walking  to 
engage  in  ordinary  activities,  with  the  knee  held 
in  the  functional  position  of  full  extension,  with- 
out the  development  of  pain,  and  (2)  the  patient 
is  also  able  to  flex  the  knee  sufficiently  to  climb 
stairs  or  to  get  up  from  a chair. 

Some  of  the  patients  in  the  successfully  re- 
habilitated group  use  a cane  for  extensive  walk- 
ing. but  none  of  them  use  crutches.  Five  of  the 
patients  in  this  group  have  had  persistent  mild 
to  moderate  rheumatoid  activity  throughout  the 
entire  period  of  observation.  Xine  of  the  pa- 
tients. or  82  per  cent,  had  a satisfactory  end 
result. 

Two  of  the  patients  had  unsatisfactory  end 
results.  The  pathologic  changes  in  and  around 
the  knees  of  these  patients  were  no  more  severe 
than  those  in  some  of  the  successfully  rehabili- 
tated patients.  One  of  these  patients  developed 
intolerance  to  cortisone,  and  the  rheumatoid 
arthritis  has  remained  persistently  very  active  in 
many  joints,  including  the  knees.  She  has  main- 
tained a satisfactory  range  of  active  motion,  but 
the  knees  have  been  too  painful  for  more  than 
very  limited  walking  Since  she  had  not  been  able 
to  walk  prior  to  operation,  this  end  result  repre- 
sents an  improvement  over  her  preoperative  condi- 
tion. The  poor  end  result  seems  to  be  due  en- 
tirely to  the  inability  to  control  the  systemic  rheu- 
matoid arthritis. 

The  other  patient  with  an  unsatisfactory  end 
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Fig.  2.  Case  1 — Preoperative.x-rays. 


result  has  pain  only  on  extensive  walking.  How- 
ever, she  has  practically  no  motion  in  the  knees, 
and  there  has  been  a 30  per  cent  recurrence  of 
flexion  deformity  in  one  of  her  knees.  The  sys- 
temic rheumatoid  arthritis  has  remained  moder- 
ately active  throughout  the  entire  period  of  obser- 
vation, but  this  did  not  seem  to  be  a significant 
factor  in  the  end  result.  The  most  important 
cause  of  the  failure  to  rehabilitate  this  patient 
was  a marked  psychologic  instability  which  made 
it  impossible  to  secure  any  cooperation  with  the 
postoperative  muscular  rehabilitation  program 
which  is  essential  in  these  cases.  Since  she  was 
unable  to  walk  prior  to  the  operation,  even  this 
poor  result  represents  some  improvement  in  her 
situation. 

The  following  are  three  representative  cases. 


Fig.  3.  Case  1— Range  of  flexion  and  standing 
posture,  supporting  all  of  her  weight  on  one  foot, 
nineteen  months  after  operations. 


adhesions,  articular  aspect  of  patella,  and  irregulari- 
ties of  articular  surface  of  femur  and  tibia  and  a 
portion  of  the  synovia.  In  the  left  knee  the  range 
of  flexion  was  15  degrees  less  postoperatively,  and 
in  the  right  knee  it  was  approximately  the  same 
(Fig.  3). 

There  is  practically  no  pain  or  soreness  in  the 
knees,  even  on  extensive  walking.  For  ten  months 
she  has  been  at  work  as  a clerk  in  a court,  using  the 
public  transportation  to  and  from  work.  The  sedi- 
mentation rate  has  remained  elevated,  30  to  60 
mm.  per  hour  (Westergren),  and  the  rheumatoid 
arthritis  has  remained  moderately  active. 


Case  1. — M.  G.,  female,  age  forty-three,  had  rheu- 
matoid arthritis  involving  many  joints  for  fourteen 
years.  The  deformity  of  the  knee  joints  had  been 
slowly  progressive  for  many  years  (Fig.  1).  Gold 
therapy  was  given  intermittently,  and  for  eighteen 
months  prior  to  operation  she  had  received  cortisone. 
Two  crutches  had  been  used  for  six  months.  Sedi- 
mentation rate  at  the  time  of  operation  was  40  mm. 
per  hour  (Westergren). 

Preoperative  x-rays  showed  considerable  erosion 
of  the  articular  surfaces  of  the  tibia  of  both  knees 
(Fig.  2). 

Operations  on  both  knees  consisted  of  manipula- 
tion to  correct  flexion  deformity  and  arthrotomy  of 
anterior  compartment  for  excision  of  intra-articular 


Case  2. — J.  Q.,  female,  age  twenty-one,  had  had 
rheumatoid  arthritis  from  the  age  of  six  with  severe 
disability  in  most  of  the  peripheral  joints  (Fig.  4). 
Gold  therapy  was  used  for  many  years  with  persist- 
ent, moderately  severe  rheumatoid  activity.  She 
had  taken  cortisone  for  two  and  one-half  years  with 
good  control  of  the  rheumatoid  arthritis  except  for 
severe  exacerbations  whenever  the  cortisone  was  dis- 
continued. 

After  posterior  capsulotomv  of  both  ankles  and 
posterior  capsulotomy,  anterior  arthrotomy,  and 
transplant  of  tubercle  of  the  tibia  on  both  knees, 
there  was  slight  subluxation  of  the  head  of  the  left 
tibia,  and  the  left  hip  was  still  ankylosed  in  flexion 
deformity  (Fig.  5). 
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Fig.  4.  Case  2 — Preoperative  x-rays  showing  con- 
tours of  the  articular  surfaces  of  the  femurs  to  be 
very  irregular. 


Case  3. — A.  M.,  male,  age  fifty-six,  had  rheuma- 
toid arthritis  for  fifteen  years  with  severe  disability 
in  most  of  the  peripheral  joints  (Fig.  6).  Seven 
years  previously  he  began  to  use  two  crutches  and 
for  the  past  three  years  had  been  unable  to  stand  or 
walk.  Preoperative  range  of  motion  was  100  to 
50  degrees  in  the  right  knee  and  120  to  60  degrees  in 
the  left  knee. 

Following  anterior  arthrotomy,  posterior  capsulot- 
omy,  and  transplant  of  tubercle  of  the  tibia  in  both 
knees,  passive  extension  was  normal  (Fig.  7).  Since 
the  onset  of  cortisone  therapy  two  months  before 
operation  there  has  been  only  low-grade  rheumatoid 
activity. 


Fig.  5.  Case  2 — (A)  Preoperative  posture  of  the 
knees,  ankles,  and  left  hip.  (B)  Posture  of  these 
joints  eighteen  months  after  the  right  knee  was 
operated  and  seven  months  after  operation  on  the 
left  knee. 

Conclusion 

1 . When  cortisone  or  ACTH  is  used  before  and 
after  the  surgical  reconstruction  of  severely  de- 
formed rheumatoid  knees,  it  is  feasible  to  do  an 
operation  which  is  extensive  enough  to  correct 
all  of  the  principal  features  of  the  pathology. 

2.  A satisfactory  end  result  is  dependent  upon 
adequate  surgery,  the  control  of  the  rheumatoid 
inflammation,  and  the  cooperation  of  the  patient 
with  the  postoperative  rehabilitation  program. 

30  East  60th  Street 
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Discussion 

Frederick  Lee  Liebolt,  M.  D.,  New  York  City. — 
It  is  a pleasure  to  discuss  Dr.  Preston’s  paper  be- 
cause it  is  well-written,  clear,  and  presents  a problem 


Fig.  6.  Case  3 — Preoperative  x-rays  of  both  knees. 
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Fig.  7.  Case  3 — Range  of  flexion  of  both  knees 
and  the  range  of  active  extension  while  bearing 
weight  nine  months  after  operation. 


whi6h  confronts  us  all.  He  has  described  quite 
accurately  the  pathologic  changes  which  occur  in  the 
longstanding  rheumatoid  arthritic  deformities  of  the 
knee  joint. 

It  is  true  that  traction  or  wedging  casts  will  not 
correct  these  joints  completely,  but  I do  feel  that  it  is 


wise  to  gain  as  much  correction  as  possible  before 
operation  in  order  to  make  the  operative  procedure 
as  little  extensive  as  possible.  As  Dr.  Preston  states, 
to  correct  the  flexion  deformity  the  head  of  the  tibia 
must  glide  forward  on  the  femur.  Whenever,  the 
deformity  prevents  such  gliding  of  the  tibia  on  the 
femur,  further  wedging  by  ordinary  methods  pro- 
duces hinge  motion.  This  may  bring  the  tibia  and 
femur  into  alignment  but  at  the  expense  of  subluxat- 
ing the  head  of  the  tibia  posteriorly.  Such  subluxa- 
tion can  be  prevented,  however,  by  using  the  hinged 
plaster  cast  as  designed  by  Dr.  James  P.  Cole  of  this 
city.  In  his  method  the  hinges  are  curved  and 
slotted  so  that  they  will  slide  on  each  other  in  the 
same  manner  that  the  tibia  must  slide  forward  on  the 
femur.  To  use  such  a cast  will  prevent  the  tibia 
from  subluxating  and  will  allow  greater  correction 
to  be  gained  before  the  operation  is  performed. 

I should  like  to  ask  Dr.  Preston  whether  he  prefers 
cortisone  or  ACTH.  How  much  and  how  long  is 
the  drug  used  before  the  operation,  and  how  long  is 
it  used  after  the  operation?  Also,  has  he  had  any 
difficulty  with  healing  of  the  wounds  following  the 
use  of  the  drug?  Next,  is  the  sedimentation  rate  of 
value  in  determining  the  feasibility  of  surgery,  and 
if  so,  what  values  should  be  recognized?  Last, 
how  long  did  it  take  for  his  patients  with  good  results 
to  gain  maximum  improvement? 

In  closing,  I should  like  to  praise  Dr.  Preston  for 
his  very  able  approach  to  the  discouraging  problem 
of  rheumatoid  arthritic  deformities  of  the  knee 
joint. 

Robert  L.  Preston,  M.D.,  Closing  remarks. — I 
would  like  to  thank  Dr.  Liebolt  for  his  kind  remarks. 

It  does  not  seem  to  make  any  difference  whether 
cortisone  or  ACTH  is  used.  In  the  usual  case  100 
mg.  of  cortisone  are  given  each  day  for  one  week 
prior  to  operation  and  for  three  weeks  after.  We 
have  not  had  any  difficulty  with  the  healing  of  the 
wounds  following  the  use  of  these  drugs. 

The  sedimentation  rate  test  is  always  done  as  part 
of  the  evaluation  of  the  clinical  situation  of  the  pa- 
tient, but  it  is  not  regarded  as  a factor  of  too  much 
importance  in  determining  the  feasibility  of  surgery. 
In  general,  it  has  been  the  policy  to  operate  on  the 
patients  regardless  of  the  sedimentation  rate  if  the 
other  conditions  are  suitable. 

And  finally,  as  to  the  time  necessary  to  gain  maxi- 
mum improvement,  I would  say  that  the  patients 
become  ambulatory  soon  after  operation,  but  they 
do  not  usually  have  maximum  improvement  until 
four  to  six  months  after  operation. 


.As  soon  as  you  can  say  what  you  think,  and  not  what  some  other  person  has  thought  for  you, 
you  are  on  the  way  to  being  a remarkable  man. — J.  M.  Barrie 


THE  ROLE  OF  THE  SURGICAL  APPROACH  IN  THE  TREATMENT  OF 
ACUTE  HEMATOGENOUS  OSTEOMYELITIS  WITH  ANTIBIOTIC 
AGENTS 

Joseph  Buchman,  M.D.,  and  Richard  L.  Fenton,  M.D.,  New  York  City 
(From  the  Department  of  Orthopedic  Surgery,  Hospital  for  Joint  Diseases) 


STRIKING  progress  has  been  made  in  the 
therapy  of  the  acute  osteomyelitic  lesions 
since  the  advent  of  the  antibiotics.  The  promises 
of  better  results  with  these  new  agents  have 
been  so  frequently  fulfilled  that  many  clinicians 
and  surgeons  have  in  their  enthusiasm  failed  to 
visualize  the  shortcomings  of  these  wonder  drugs. 
The  reduction  of  the  mortality  rate  almost  to  a 
vanishing  point  has  shrouded  from  view  the 
morbidities  which,  although  not  as  severe  as 
heretofore,  are  nevertheless  still  with  us.  Great 
and  proud  emphasis  has  been  put  upon  the  avoid- 
ance of  operative  interference  in  the  acute  stage, 
and  the  fact  has  been  overlooked  that  in  so 
doing  many  patients  have  been  left  with  chronic 
lesions  which  eventually  lead  to  one  or  more,  and 
by  far  more  extensive,  operative  interventions 
in  the  chronic  stage  with  resultant  prolonged 
convalescence.  Inherent  in  the  above-described 
attitudes  is  the  acceptance  of  results  less  than 
the  best,  for  in  many  of  these  instances  the  roent- 
genograms show  residual  appearances  which 
vary  from  the  normal.  Only  a normal  roent- 
genographic  appearance  gives  promise  of  a per- 
manent cure. 

Rationale  of  Therapy 

For  the  proper  rationalization  of  the  therapy 
of  acute  hematogenous  osteomyelitis  it  is  essen- 
tial to  appreciate  that  this  disease  presents  both 
systemic  and  local  manifestations.  Hence,  if  it 
is  to  be  completely  effective,  treatment  must 
provide  for  both  the  systemic  and  local  aspects 
of  the  disease.  Experience  has  shown  that  the 
systemic  elements  of  the  disease  may  and 
frequently  do  respond  to  antibiotic  treatment  in 
a manner  similar  to  that  noted  in  the  so-called 
medical  infections.  The  local  elements  of  the 
symptom  complex  of  the  osteomyelitic  lesion,  on 
the  other  hand,  at  times  do,  but  more  frequently 
do  not,  respond  in  a similar  manner.  The  reason 
for  these  variations  is  inherent  in  the  differences 
between  the  so-called  medical  infection  and  sur- 
gical infection. 

Medical  infections  are  inflammatory  lesions 
with  little  or  no  necrosis  of  tissue  which  remain 
in  intimate  communication  with  the  blood 
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streams  and  may  therefore  be  influenced  by  ther- 
apeutic agents  within  these  streams.  Surgical 
infections,  especially  those  of  staphylococcal 
origin,  are  characterized  by  necrosis,  suppura- 
tions, and  walling-off  processes  due  to  peripheral 
thromboarteritis  and  thrombophlebitis  which 
greatly  diminish  and  eventually  shut  off  the 
blood  circulations  from  the  localized  lesions  with 
the  result  that  therapeutic  agents  contained  with- 
in the  blood  streams  become  ineffective  because 
of  inability  to  penetrate  the  lesion  in  sufficient 
concentration  and  at  the  same  time  often  induce 
greater  resistance  on  the  part  of  the  offending 
organisms  to  the  therapeutic  agent  by  virtue  of 
this  insufficient  concentration.  In  the  early 
phases  of  the  surgical  lesions,  before  the  tissues 
become  thrombosed,  necrotic,  and  suppurated, 
blood  stream  therapy  may  be  effective,  provided 
the  invading  microorganisms  are  sufficiently  sen- 
sitive to  the  circulating  therapeutic  agent.  In 
the  subsequent  phases  of  the  surgical  lesions  blood 
stream  therapy  becomes  more  and  more  ineffective 
in  so  far  as  the  local  lesions  are  concerned,  regard- 
less of  the  potency  of  the  therapeutic  agent,  be 
it  of  a serologic,  chemical,  or  an  antibiotic  nature. 

It  must  further  be  appreciated  that  the  longer 
an  acute  local  osteomyelitic  lesion  is  allowed  to 
persist,  the  more  extensive  will  it  become,  not 
only  by  virtue  of  the  presence  of  an  infecting  agent 
but  also  by  virtue  of  the  death  of  tissue  due  to 
interference  with  its  blood  supply.  The  out- 
standing pathologic  characteristic  of  the  local 
lesion  is  that  the  abscess  develops  in  rigid  walled 
spaces,  and  as  a consequence  there  is  an  increasing 
pressure  on  the  blood  vessels  in  these  spaces  pro- 
ducing an  ischemia  which  results  in  massive  me- 
taphyseal and  diaphyseal  bone  necrosis.  The 
enlarging  abscess,  if  left  undisturbed,  eventually 
evacuates  spontaneously  into  the  subperiosteal 
spaces  where  it  disrupts  the  periosteal  circulation 
to  the  superficial  layers  of  the  cortex  and  thus 
produces  further  necrosis  of  osseous  tissues.  A 
further  consequence  of  the  persistence  of  the  local 
lesion  is  that  it  remains  as  a focal  point  for  the 
production  of  toxins,  exotoxins,  necrotoxins, 
leukocidins,  hemolysins,  and  spreading  factors 
(hyaluronidase),  none  of  which  are  neutralized 
by  any  of  the  antibiotics.  These  substances  can 
only  be  destroyed  by  the  development  of  appro- 
priate antibodies  as  a product  of  the  defense 
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mechanisms  of  the  host  or  by  the  introduction  of 
antibodies  in  various  forms  from  without. 

It  therefore  becomes  evident  from  the  above 
considerations  that  the  therapy  of  acute  hema- 
togenous osteomyelitis  must  provide  not  only  for 
the  systemic  aspects  of  the  disease  but  also  for 
the  local  aspects  of  the  infection.  It  is  further 
evident  that  systemic  therapy,  whether  it  be 
serologic,  chemical,  or  antibiotic,  does  not  in- 
fluence the  local  lesion  unless  it  is  properly  timed 
and  well  chosen  with  respect  to  bacterial  resis- 
tance and  host  tolerance.  Since  persistence  of 
the  local  lesion  leads  to  massive  bone  necrosis 
and  destruction  and  extension  of  the  lesion  and 
since  the  sole  dependence  upon  systemic  therapy 
is  therefore  unwarranted  in  those  lesions  which  do 
not  yield  promptly  to  systemic  therapy,  local 
therapy  must  as  a consequence  be  undertaken  to 
obtain  the  most  effective  relief  from  the  disease. 

The  treatment  of  the  local  lesion  must  provide 
for  the  decompression  and  evacuation  of  the 
disease  focus  within  the  bone ; otherwise  less  than 
optimum  results  will  be  obtained.  The  mere 
injection  of  the  antibiotic  into  the  site  of  disease 
has  in  my  hands,  as  well  as  in  those  of  others, 
been  proved  to  be  uncertain  and  ineffective. 

Method  of  Therapy 

In  view  of  the  foregoing  considerations  it  has 
been  our  practice  at  the  Hospital  for  Joint  Dis- 
eases to  institute  the  following  regime  in  all 
instances  of  acute  osteomyelitis.  Antibiotic 
therapy  is  begun  immediately  upon  admission 
to  the  hospital,  be  it  the  inpatient  or  outpatient 
department,  and  following  complete  examination 
of  the  patient,  including  blood  culture,  blood 
count,  sedimentation  rate,  urine  examination, 
and  roentgenographic  studies  with  special  em- 
phasis upon  the  local  clinical  findings  such  as 
tenderness,  local  heat,  swelling,  and  muscle 
spasm.  At  the  present  time  antibiotic  therapy 
consists  of  the  use  of  500  mg.  of  Terramycin  by 
mouth  every  six  hours.  In  the  early  days  of 
antibiotic  therapy  10,000,  20,000,  50,000,  and 
finally  100,000-unit  doses  of  aqueous  penicillin 
were  administered  intramuscularly  every  three 
hours  day  and  night.  With  the  introduction  of 
aureomycin  it  was  substituted  for  penicillin  be- 
cause of  greater  ease  of  administration,  greater 
spectrum  of  activity,  more  infrequent  resistance 
of  the  organism  to  the  drug,  and  fewer  allergic 
responses  on  the  part  of  the  patient.  Aureomy- 
cin was  used  in  a manner  similar  to  our  present  use 
of  Terramycin  and  was  found  to  be  most  effective. 
Our  present  studies  writh  Terramycin  show-  it  to 
be  as  effective  as  aureomycin. 

The  affected  part  is  immobilized  in  a com- 
pression bandage  of  sheet  wadding,  flannel,  and 
adhesive.  The  patient  is  observed  daily 


with  special  reference  to  the  persistence  of 
the  local  tenderness,  swelling,  heat,  and  muscle 
spasm.  If  these  findings  persist  for  several  days 
after  antibiotic  therapy  has  been  started,  surgical 
intervention  is  instituted  even  though  the  sys- 
temic manifestations  of  temperature  and  pulse 
and  general  appearances  may  have  improved. 
Patients  whose  systemic  manifestations  do  not 
improve  and  those  whose  onset  is  of  longer  dura- 
tion are  subjected  to  operative  interference  more 
readily  and  sooner. 

The  intervention  consists  of  an  incision  along 
anatomic  planes  under  tourniquet  control,  when- 
ever feasible,  to  expose  the  involved  bone.  The 
periosteum  is  incised  and  elevated  over  a limited 
area,  and  the  bone  is  drilled.  Pus  or  sanguino- 
purulent fluid  is  usually  encountered.  A small 
window  is  then  removed,  and  the  underlying  dis- 
eased area  is  evacuated.  The  wound  is  then 
washed  and  flooded  with  a solution  containing 

0.5  mg.  of  Terramycin  per  1 cc.  of  diluent  which 
may  be  normal  saline  or  sterile  water.  The 
wound  is  then  closed  in  layers  without  drainage. 
Prior  to  the  application  of  a dressing  wet  with 
this  solution,  additional  Terramycin  solution  is 
injected  into  the  closed  wound.  The  parts  are 
then  immobilized  in  a large  compression  bandage 
of  sheet  wadding,  flannel,  and  adhesive.  During 
the  course  of  the  surgical  procedure  an  intrave- 
nous infusion  of  1,000  cc.  of  glucose  or  normal  sa- 
line containing  0.5  mg.  of  Terramycin  per  cc.  of 
diluent  is  administered.  Appropriately  smaller 
quantities  of  this  solution  are  used  in  the  very 
young  patients.  Postoperatively  Terramycin  is 
administered  by  mouth  in  500-mg.  doses,  or  less 
depending  upon  the  age  factor,  every  six  hours  for 
three  to  four  weeks.  The  dressing  is  not  dis- 
turbed until  the  tenth  postoperative  day,  at 
which  time  it  will  usually  be  found  that  the  wound 
has  healed  per  primam. 

Results  of  Therapy 

Experience  has  shown  that  adequate  antibiotic 
therapy  of  the  acute  hematogenous  osteomyelitic 
lesion  will  produce  results  which  can  be  readily 
classified  into  four  groups: 

1.  Those  cases  in  winch  complete  subsidence 
of  the  systemic  and  local  lesion  occurs  before  roent- 
genographic evidence  of  the  presence  of  the  focus 
of  disease  has  developed.  These  instances  are 
diagnosed  on  clinical  evidence  only,  and  at  no 
time  do  they  show  x-ray  evidence  of  the  presence 
of  such  a lesion.  These  are  ideal  results  and  are 
classified  as  aborted  lesions. 

2.  Those  cases  in  which  there  is  a complete 
subsidence  of  the  systemic  manifestations  accom- 
panied by  a roentgenographically  demonstrable 
local  lesion.  These  roentgenographic  evidences 
regress,  and  the  normal  appearances  are  recon- 
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stituted.  One  cannot  foretell  this  regression  with 
certainty,  and  the  results  are  therefore  not  as  ideal 
as  those  in  the  first  group. 

3.  The  third  group  consists  of  instances  in 
which  there  is  an  effective  subsidence  of  the  sys- 
temic manifestations  of  the  disease  while  the  lo- 
cal symptoms  persist  and  increase.  In  these 
cases  the  local  tenderness  persists,  and  the  swell- 
ing and  redness  increase  in  association  with  in- 
creasing roentgenographic  evidences  of  progress- 
ing lesions.  In  these  cases  timely  surgical  evacu- 
ation of  the  focus  with  primary  closure  under 
antibiotic  control  will  very  frequently  result  in 
the  prompt  subsidence  and  cure  of  the  lesion. 
Late  x-rav  studies  in  many  of  these  cases  have 
shown  normal-appearing  bones. 

4.  The  fourth  group  of  cases  consists  of  those 
in  which  the  systemic  manifestations  as  well  as 
the  local  lesion  remain  uninfluenced  by  antibiotic 
therapy.  In  these  instances  the  surgical  ap- 
proach is  a lifesaving  measure  and  must  not  be 
withheld. 

Case  Reports 

The  early  recognition  of  the  variations  in  re- 
sponse to  antibiotic  therapy  is  essential  so  that 
the  surgical  approach  may  be  utilized  sufficiently 
early  to  prevent  extensive  local  destruction  ne- 
cessitating extensive  surgical  procedures  and 
prolonged  convalescence.  The  following  case 
reports  are  representative  of  the  four  groups 
described  above,  each  depicting  a type  of  re- 
sponse to  the  therapy  of  the  osteomyelitic  lesion 
with  antibiotics  and  antibiotics  plus  operative 
interference,  either  mere  evacuation  of  the  focus 
with  primary  closure  during  the  acute  stage  or 
extensive  saucerization  with  primary  closure  dur- 
ing the  late  postacute  and  chronic  stages. 

Case  1. — E.  P.,  a thirteen-year-old  girl,  was  ad- 
mitted to  the  Hospital  for  Joint  Diseases  on  August 
30,  1950,  with  a history  of  sudden  onset  of  pain, 
steadily  getting  worse,  below  the  inner  aspect  of  the 
right  knee  of  three  days  duration.  This  was  as- 
sociated with  a limp  and  throbbing  at  night  and 
some  fever  but  no  chills,  vomiting,  or  previous  in- 
jury or  infection. 

On  admission  the  temperature  was  101.6  F.,  and 
the  pulse  rate  was  96.  The  knee  was  held  in  slight 
flexion,  and  about  30  degrees  of  painless  motion  could 
be  elicited.  There  was  slight  local  heat,  fullness,  and 
exquisite  tenderness  over  the  inner  aspect  of  the 
upper  tibial  metaphysis.  X-ray  examination  of  the 
involved  parts  was  negative  for  any  gross  abnormali- 
ties. A blood  count  revealed  8,000  white  blood  cor- 
puscles with  68  per  cent  segmented  neutrophils. 
The  sedimentation  rate  was  67  mm.,  and  a blood 
culture  on  the  day  after  admission  remained  sterile. 

Treatment  was  started  immediately  with  the  ad- 
ministration of  500  mg.  of  aureomycin  by  mouth 
and  every  six  hours  thereafter.  The  limb  was  im- 
mobilized in  a compression  bandage,  and  traction 
was  applied. 
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Fig.  1.  Case  2:  Prompt  subsidence  of  tempera- 
ture following  administration  of  aureomycin,  250 
mg.  four  times  a day. 


On  September  1,  1950,  the  tenderness  diminished, 
and  only  very  slight  local  heat  persisted  over  the 
swelling  which  had  also  become  less  pronounced. 
The  temperature  subsided  and  remained  below  100 
F.  The  symptoms  gradually  improved,  and  by 
September  8,  1950,  the  patient  was  completely 
asymptomatic  save  for  some  slight  residual  swelling. 

A second  roentgenographic  examination  on  Septem- 
ber 8,  1950.  revealed  no  abnormalities.  The  sedi- 
mentation rate  dropped  and  on  September  5 was  20 
mm.  and  12  mm.  on  September  15.  The  aureomycin 
was  reduced  to  250  mg.  on  September  4 and  was  dis- 
continued on  September  8.  The  patient  was  per- 
mitted out  of  bed  on  September  13  and  was  dis- 
charged walking  well,  and  completely  symptomless 
on  September  19. 1950. 

Comments. — This  is  the  ideal  result.  The  systemic 
and  local  manifestations  of  the  osteomyelitic  lesion 
subsided  completely  under  the  sole  influence  of  the 
antibiotic.  Roentgenographically  there  was  no 
evidence  of  a local  lesion  even  though  clinically  there 
were  unmistakable  findings  of  a localizing  focus. 
This  is  considered  to  be  an  aborted  lesion.  There  is 
no  reason  to  believe  that  such  a lesion  will  ever  recur. 
Undoubtedly  there  are  many  such  instances  which 
remain  unrecognized.  Unfortunately  there  are  many 
other  instances  which  do  not  have  such  fortunate  re- 
sults as  is  evidenced  by  the  following  case  reports.  I 

Case  2. — R.  L.,  a seven-month-old  female,  was 
admitted  to  the  Hospital  for  Joint  Diseases  on  De- 
cember 8,  1951,  with  a history  of  increasing  swelling 
of  the  right  foot  and  ankle,  fever,  unwillingness  to 
move  the  extremity,  fretfulness,  and  waning  ap- 
petite of  five  days  duration. 

The  rectal  temperature  on  admission  was  103  F. 
The  right  foot,  ankle,  and  lower  portion  of  the  leg 
were  swollen,  tense,  and  warm  with  the  greatest 
tenderness  over  the  external  malleolus  which  on  the 
following  day  presented  frank  fluctuation.  The 
ankle  joint  presented  an  effusion.  Roentgenographic 
examination  showed  no  evident  bone  lesion.  A 
blood  count  revealed  13,900  white  blood  corpuscles. 

Therapy  in  the  form  of  250  mg.  of  aureomycin  four 
times  per  day  was  instituted  on  admission.  The 
temperature  promptly  began  to  subside  and  by  the 
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Fig.  2.  Case  S:  (4)  January  27,  1945 — Slight 
rarefaction  of  lower  metaphysis.  ( B ) February  2, 
1945 — Well-marked  and  enlarged  area  of  rarefaction. 

third  day  of  therapy  became  normal  and  remained 
normal  thereafter  (Fig.  1).  The  fluctuant  mass  over 
the  external  malleolus  was  aspirated  on  December 

10,  and  3 cc.  of  yellow  pus  were  obtained  which  on 
culture  revealed  a gram-negative  bacillus.  Roent- 
genograms made  on  December  7,  14,  and  24  re- 
vealed no  bone  pathology.  On  December  17  the 
abscess  was  again  aspirated,  and  3 cc.  of  saline  con- 
taining 0.5  mg.  of  aureomycin  per  cc.  of  diluent  were 
instilled  into  the  cavity.  Culture  again  revealed  a 
gram-negative  bacillus  which  could  not  be  subcul- 
tured. On  December  19  all  tenderness  had  subsided, 
and  the  swelling  was  diminished.  On  December  26 
all  symptoms  had  subsided  completely.  A blood 
transfusion  was  administered  on  December  28  be- 
cause of  a fairly  pronounced  anemia.  On  January 

11,  1952,  aureomycin  was  discontinued,  and  on  the 
following  day  the  patient  was  discharged  completely 
symptomless. 

The  patient  was  seen  in  the  follow-up  clinic  on 
October  15, 1952  at  which  time  there  were  no  clinical 
or  roentgenographic  residua. 

Comment:  This  case  demonstrates  the  subsidence 
under  antibiotic  therapy  of  the  systemic  manifesta- 
tion of  the  disease  and  the  early  spontaneous  decom- 
pression of  the  local  focus  with  resultant  complete 
recovery  without  the  development  of  sufficient  bone 
changes  to  become  demonstrable  on  roentgenographic 
examination.  Early  spontaneous  decompression 
may  occur  in  infants  because  the  bone  is  more 
spongy,  the  proportion  of  soft  tissue  elements  is 
greater,  the  bony  elements  are  less  rigid,  the  meta- 
physeal cortex  is  almost  paper  thin,  and  the  perios- 
teum is  more  loosely  attached  than  in  the  older 
child.  Because  of  these  anatomic  differences  the 
bone  abscess  is  apt  to  be  under  less  tension,  and  de- 
compression occurs  sufficiently  early  to  prevent  mas- 


sive necrosis  and  consequent  sequestration.  Such 
fortuitous  circumstances  are  rarely  present  in  the 
older  child  and  therefore  cannot  be  depended  upon 
to  yield  such  an  excellent  outcome  as  a consequence 
of  the  mere  administration  of  antibiotics  and  the  as- 
piration of  a soft  tissue  abscess. 

Case  3. — M.  M.,  a six-year-old  female,  was  ad- 
mitted to  the  Hospital  for  Joint  Diseases  on  January 
27,  1945,  with  a history  that  one  week  previously 
she  caught  her  right  ankle  between  two  bars  neces- 
sitating the  removal  of  her  shoe  to  extricate  her  foot, 
and  as  a result  she  sustained  what  was  thought  to  be 
a slight  bruise.  Two  days  later  the  child  began  to 
experience  pain  in  the  right  ankle  and  a rise  in  tem- 
perature. On  occasion  the  temperature  was  taken, 
and  the  highest  noted  was  101  F.  by  mouth  two  days 
prior  to  admission. 

On  admission  to  the  hospital  on  the  fifth  day  of 
illness  the  rectal  temperature  was  101  F.,  and  the 
pulse  was  120.  There  was  slight  swelling  and  local 
heat  and  pronounced  tenderness  over  the  anterior 
and  medial  aspects  of  the  lower  tibial  metaphysis. 
The  motions  at  the  ankle  joint  were  undisturbed  and 
painless.  Roentgenographic  examination  on  Janu- 
ary 27,  1945,  revealed  a slight  rarefaction  deep  to 
the  cortex  of  the  lower  metaphysis  at  its  anterior  as- 
pect (Fig.  2A).  Therapy  consisting  of  20,000  units  of 
aqueous  penicillin  every  four  hours  injected  intra- 
muscularly was  instituted  immediately. 

On  the  seventh  day  of  illness  (January  29)  the 
temperature  subsided  to  normal  and  remained 
normal  until  her  discharge  from  the  hospital.  Ex- 
amination of  the  local  lesion  showed  persistent  pro- 
nounced tenderness,  slight  if  any  local  heat,  and 
moderate  swelling  over  the  lower  tibial  metaphysis. 
A posterior  molded  plaster  of  paris  splint  was  ap- 
plied. On  February  2 x-ray  films  showed  a well 
marked  and  enlarged  area  of  rarefaction  in  the  lower 
tibial  metaphysis  (Fig.  2B).  On  February  5,  the 
fourteenth  day  of  illness,  the  tenderness  had  sub- 
sided measurably  and  two  days  later  had  disap- 
peared completely  together  with  the  local  heat  and 
swelling.  At  this  point  penicillin  therapy  was  ter- 
minated. 

On  February  12  an  x-ray  study  showed  progres- 
sion of  the  lesion  (Fig.  3A).  Notwithstanding  the 
negative  clinical  findings  the  patient  was  immo- 
bilized in  a circular  plaster  of  paris  bandage  and  dis- 
charged to  her  home  on  February  16.  On  March  30 
the  plaster  of  paris  support  was  discontinued,  and 
on  June  6,  six  months  after  the  onset,  she  discarded 
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Fig.  3.  Case  3:  (A)  February  12,  1945 — Progression  of  lesion.  (B)  May  23, 
1945 — -Almost  completely  resolved  lesion.  (C)  November  28,  1945 — Somewhat 
enlarged  lesion. 
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Fig.  4.  Case  3:  Residual  evidences  of  lesion  still 
visible  on  March  18,  1946  (J),  and  November  10. 
1948  (B). 

her  crutches  subsequent  to  an  x-ray  study  on  May 
23  which  showed  an  almost  completely  resolved 
lesion  (Fig.  3B).  Clinically  the  patient  had  no 
symptoms  referable  to  the  lesion  in  question  al- 
though roentgenograms  on  November  28  showed  a 
somewhat  enlarged  lesion  (Fig.  3C).  Additional 
roentgenograms  made  on  March  18,  1946,  and  as 
late  as  November  10,  1948.  forty-six  months  after 
the  onset,  showed  some  residual  evidences  of  the 
lesion  (Fig.  4).  Roentgenographic  studies  made  on 
April  5,  1950,  and  October  17,  1952,  were  entirely 
negative. 

Comment. — The  interest  in  this  case  presentation 
rests  in  the  subsidence  of  the  lesion  clinically  and 
the  prolonged  (forty-six  months)  persistence  of  the 
lesion  roentgenographically.  Actually  the  patient 
presented  a clinically  asymptomatic  chronic  osteo- 
myelitis which  conceivably  could  have  become  ac- 
tive as  indicated  in  Case  4.  One  must  admit  that 
there  are  other  instances  which  regressed  both  clini- 
cally and  roentgenographically  without  any  residual 
findings.  One  wonders  about  the  advisability  of 
subjecting  a patient  to  a convalescence  of  six  months 
involving  the  use  of  prolonged  plaster  of  paris  sup- 
port and  crutches  and  the  subjecting  of  a patient  to 
the  threat  of  a flareup  of  a chronic  osteomyelitic  le- 
sion over  a period  of  several  years  as  in  this  instance 
for  the  sake  of  the  avoidance  of  a simple  operative 
procedure  during  the  acute  stage  which  would  give 
greater  promise  of  complete  recovery  in  a shorter 
period  of  time.  The  prognosis  in  these  borderline 
cases  is  most  perplexing. 

Case  4. — L.  L.,  an  eleven-year-old  boy,  was  ad- 
mitted to  the  Hospital  for  Joint  Diseases  on  De- 
cember 14,  1945,  with  a history  that  eight  months 
previously  he  struck  his  right  leg  just  below  the 
knee  against  a desk.  One  month  later  he  experienced 
pain  in  the  right  knee  and  at  the  medial  aspect  of  the 
lower  third  of  the  leg.  At  the  latter  site  there  was, 
in  addition,  swelling,  redness,  and  tenderness.  The 
patient  was  hospitalized  elsewhere  for  eleven  days, 
and  systemic  penicillin  therapy  was  administered. 
On  his  discharge  from  the  hospital  only  some  swell- 
ing persisted.  He  remained  symptomless  for  four 
months  when  he  was  kicked  in  the  shin,  and  the  leg 
again  became  painful  and  swollen.  This  time  he  was 
treated  with  ice  compresses.  Subsequently  he  had 
recurrent  attacks  of  pain,  redness,  and  swelling,  each 
lasting  but  several  days.  At  the  time  of  admission  to 
the  Hospital  for  Joint  Diseases  the  patient  com- 


Fig.  5.  Case  J:  December  14, 1945 
— Extensive  lesion  of  lower  tibial 
metaphysis  and  less  extensive  lesion 
at  upper  tibial  metaphysis. 

plained  of  one  of  these  recurrences  with  pain,  red- 
ness, and  swelling  on  the  inner  aspect  of  the  leg  3 
inches  above  the  ankle. 

Examination  revealed  a well-nourished,  well-de- 
veloped boy  who  presented  an  evident  swelling  of  the 
lower  third  of  the  right  leg  for  a distance  of  5 inches, 
most  marked  4 inches  above  the  ankle.  There  was  a 
mass  on  the  inner  side  with  fluctuation  and  dis- 
coloration but  no  local  heat  or  tenderness.  The  up- 
per part  of  the  leg  was  normal  clinically. 

Roentgenographic  studies  made  on  December  14, 
1945,  revealed  an  extensive  lesion  of  the  lower  tibial 
metaphysis  21/.  inches  above  the  epiphyseal  plate 
and  involving  the  entire  width  of  the  tibia  (Fig.  5). 
There  was  sclerosis,  rarefaction,  and  manifest  de- 
struction of  bone.  There  was  an  additional  lesion  at 
the  upper  metaphysis  characterized  by  areas  of 
sclerosis  and  rarefaction.  The  area  intervening  be- 
tween these  two  foci  was  apparently  normal. 

On  December  18  the  lower  portion  of  the  tibia  was 
saucerized  under  penicillin  control.  A sinus  tract 
which  had  not  quite  perforated  the  skin  was  encoun- 
tered. This  and  several  cavities  within  the  bone 
contained  pearly-gray  granulations,  each  of  which  on 
culture  was  positive  for  Staphylococcus  aureus  hemo- 
lyticus.  The  patient  made  an  uneventful  recovery, 
and  the  operative  wound  healed  per  prim  am.  On 
January  15, 1946,  the  upper  tibial  focus  was  similarly 
saucerized  under  penicillin  control.  No  pus  was  en- 
countered, but  the  bone  was  found  to  be  sclerotic. 
Cultures  from  this  site  proved  to  be  sterile.  The 
postoperative  course  was  uneventful,  and  the  wound 
healed  per  primam.  The  patient  was  discharged  to 
the  outpatient  department  on  February  12. 

The  patient  has  been  seen  frequently  in  the  follow- 
up clinic  and  found  to  be  completely  asymptomatic. 
Repeated  roentgenographic  examinations  have  re- 
vealed gradual  obliteration  of  the  surgically  pro- 
duced defects  (Fig.  6).  The  most  recent  of  these 
studies  on  May  7,  1952,  showed  normal  appearing 
bones  (Fig.  7). 
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Fig.  6.  Case  4-  Gradual  obliteration  of  surgically  produced  defects. 


Fig.  7.  Case  4-  Normal  appearing  bones, 
May  7,  1952 


Comment. — This  case  again  demonstrates  that  the 
avoidance  of  operative  interference  during  the  acute 
phase  of  the  disease  was  of  no  advantage  to  the  pa- 
tient because  he  eventually  had  to  have  two  opera- 
tive interferences  after  repeated  recurrences  of  mul- 
tiple chronic  osteomyelitic  lesions. 

Case  5. — R.  R.,  a thirteen-year-old  boy,  was  ad- 
mitted to  the  Hospital  for  Joint  Diseases  on  June  15, 
1944,  with  a history  that  three  days  previously  he 
twisted  his  right  ankle.  That  evening  he  had  pain 
and  the  following  morning  a rise  in  temperature.  The 
pain  and  fever  persisted,  and  finally  he  had  several 
chills.  Vomiting  occurred  on  the  evening  before  ad- 
mission. 

The  admission  examination  revealed  an  acutely 
ill  child  with  a temperature  of  104.4  F.  and  a pulse  of 
116.  There  was  redness,  swelling,  local  heat,  and 
tenderness  over  the  lower  portion  of  the  inner  aspect 
of  the  right  leg.  The  tenderness  was  localized  to  an 
area  about  1 inch  in  diameter  about  1 inch  above  the 
internal  malleolus.  There  was  a very  fair  range  of 
painless  motion  in  the  ankle  joint  with  no  tenderness 
over  the  joint.  X-ray  examination  was  negative. 
On  admission  the  patient  was  given  15,000  units  of 
penicillin  intravenously  and  an  intravenous  infusion 
of  1,000  cc.  of  5 per  cent  glucose  in  saline  and  there- 
after 10,000  units  of  penicillin  every  three  hours  day 
and  night.  The  limb  was  immobilized  on  a posterior 
splint  extending  above  the  knee  holding  the  foot  at  a 
right  angle.  Blood  cultures  on  the  first  two  days 
were  positive  for  a hemolytic  Staph,  aureus  coagulase 
positive.  On  the  second  hospital  day  the  leg  showed 
increasing  edema  with  localized  redness  and  tender- 
ness somewhat  more  widespread  and  inconstant 
spontaneous  pain. 
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Fig.  8.  Case  5:  Temperature  still  spiking  on  June 
I 19,  1944,  seventh  day  of  illness. 


By  June  19,  the  seventh  day  of  illness,  the  pa- 
tient’s general  condition  remained  good,  although 
the  temperature  was  still  spiking  to  101.4  F.  and  the 
pulse  had  risen  to  120  (Fig.  8).  The  leg  presented 
increasing  swelling  and  redness,  and  the  tenderness 
was  more  diffuse.  The  severe  pain  had  somewhat 
subsided. 

On  June  21,  the  ninth  day  of  illness,  the  tempera- 
ture ranged  up  to  100.4  F.  and  the  pulse  to  100.  The 
general  condition  was  improved,  the  local  tenderness 
persisted  and  now  involved  the  entire  anterointernal 
aspect  of  the  lower  third  of  the  tibia,  the  redness  in- 
volved the  lower  half  of  the  leg,  the  swelling  had  sub- 
sided somewhat,  and  the  spontaneous  pain  had  com- 
pletely subsided. 

On  the  eleventh  day  of  illness  the  swelling  about 
the  foot  and  ankle  had  subsided  a good  deal.  There 
was,  however,  a soft  fluctuant  area  immediately 
above  the  malleolus.  This  was  aspirated  and  2 cc. 
of  sanguinous  fluid  were  removed,  and  5 cc.  of  saline 
containing  1,250  units  of  penicillin  were  injected 
into  this  site.  A culture  of  the  aspirated  material 
grew  Staph,  aureus  coagulase  positive.  Blood  cul- 
tures made  several  days  previously  and  subsequently 
were  sterile. 

On  June  26,  the  fourteenth  day  of  illness,  there 
was  further  subsidence  of  the  local  signs.  The  area 
was  again  aspirated,  and  penicillin  was  injected  into 
the  site.  Cultures  again  revealed  the  same  organ- 
isms. X-ray  examination  t<b.is  (fine  revealed  ex- 
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Fig.  9.  Case  5:  (.4)  June  26,  1944 — Extensive  changes  consisting  of  rarefactions,  erosions,  and  begin- 
ning periosteitis.  (B)  July  12,  1944 — Increased  area  of  involvement  of  disease  process.  (C  and  D)  Follow- 
up roentgenograms  revealing  presence  of  sequestra  and  involucrum. 


tensive  changes  consisting  of  rarefactions,  erosions, 
and  beginning  periosteitis  (Fig.  9A). 

On  the  following  day  urticaria  and  itching  de- 
veloped. This  gradually  increased,  and  twenty-four 
hours  later  angioneurotic  edema  of  the  face  and 
hands  appeared.  At  this  point  the  focus  was  again 
aspirated,  and  penicillin  was  injected  into  the  site. 
The  culture  again  was  positive  for  a coagulase  posi- 
tive Staph,  aureus.  On  June  30,  the  eighteenth  day 
of  illness,  penicillin  therapy  was  entirely  discon- 
tinued because  of  increasing  and  threatening  angio- 
neurotic edema,  urticaria,  and  itching.  On  July  2 a 
blood  culture  and  on  July  5 a culture  of  the  local 
lesion  were  found  to  be  sterile.  An  x-ray  study  on 
July  12  showed  an  increased  area  of  involvement  in 
the  disease  process  (Fig.  9B).  The  patient  was  im- 
mobilized in  a circular  plaster  of  paris  bandage  on 
July  18  and  discharged  to  the  outpatient  department 
on  July  22,  the  fortieth  day  of  illness. 

Follow-up  roentgenographic  observations  revealed 
progressive  changes  characterized  by  the  presence  of 
sequestra  and  an  involucrum  (Fig.  9C  and  D).  On 


November  8 two  sinuses  developed  and  discharged 
pus. 

The  patient  was  readmitted  to  the  hospital  on 
November  27,  at  which  time  examination  revealed  a 
sinus  just  medial  to  the  crest  of  the  tibia  4 inches 
above  the  ankle  joint  and  a second  sinus  on  the  pos- 
terolateral aspect  3 inches  above  the  tip  of  the  medial 
malleolus.  Both  of  these  led  to  bone.  X-ray  exam- 
ination on  December  4 showed  an  extensive  lesion 
involving  the  lower  two  thirds  of  the  tibia  with  a 
large  area  of  rarefaction  just  proximal  to  the  epiphys- 
eal plate  (Fig.  10A).  Two  additional  areas  of  rare- 
faction were  noted  more  proximally. 

On  December  5 the  tibia  was  saucerized  under 
antibiotic  control  using  penicillin  in  20,000-unit 
doses.  A large  and  several  small  abscess  cavities 
were  encountered.  The  sinus  tract  was  curetted,  and 
the  wound  and  sinus  were  closed  without  drainage. 
Six  days  later  urticaria  developed,  and  on  the  fol- 
lowing day  penicillin  was  temporarily  discontinued. 
The  wound  was  dressed  on  the  tenth  postoperative 
day  and  was  found  to  be  healed  per  primam,  save  for 
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Fig.  10.  Case  5:  (.4)  December  4,  1944 — Extensive  lesion  involving  lower  two  thirds  of  tibia.  (B,  C,  D) 
Progressive  reconstruction  of  surgically  produced  defect. 
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Fig.  11.  Case  5:  March  21,  1952 — Normal  bony 
structures. 


one  small  area.  During  the  next  few  days  there 
were  three  additional  areas  discharging  serosangui- 
nous  fluid  and  pus  which  on  culture  showed  a coagu- 
lase  positive  Staph,  aureus  and  various  secondary  in- 
vaders. By  the  twenty-first  postoperative  day  the 
allergic  skin  manifestations  had  subsided,  and  in 
view  of  the  breakdown  of  the  wound  a second  course 
of  penicillin  was  started.  This  was  continued  un- 
eventfully for  fourteen  days.  During  this  period  the 
wound  improved  greatly  and  finally  closed  com- 
pletely on  the  thirty-fourth  postoperative  day.  The 
patient  was  discharged  ten  days  later. 

Follow-up  examinations  revealed  that  the  lesion 
has  remained  healed  to  date.  The  roentgenographic 
studies  showed  progressive  reconstruction  of  the 
surgically  induced  defect  (Fig.  10B,  C,  and  D). 
Sometime  in  1947,  somewhat  less  than  three  years 
after  the  saucerization,  the  patient  was  accepted  for 
regular  Army  duty  and  was  honorably  discharged  in 
1950.  When  last  seen  on  March  21, 1952,  he  was  en- 
rolled in  the  school  for  New  York  City  patrolmen. 
An  x-ray  examination  at  that  time  revealed  normal 
bony  structures  (Fig.  11). 

Comment. — Before  entering  into  an  evaluation  of 
this  case  with  respect  to  the  role  of  the  surgical  ap- 
proach in  the  treatment  of  acute  osteomyelitis  one 
should  note  that  the  causative  organism  was  sensi- 
tive at  the  onset  to  0.063  unit  of  penicillin  and  on  a 
later  occasion  to  0.125  unit  of  penicillin  while  the 
blood  level  was  0.156  unit  and  the  urine  concentra- 
tion at  9.5  units  of  penicillin  thus  indicating  adequate 
dosage  of  the  antibiotic.  It  should  further  be  noted 
that  the  blood  culture  was  positive  during  the  first 
two  days  of  hospitalization  and  that  thereafter  it 
was  sterile,  while  cultures  of  the  local  lesion  re- 
mained positive  up  to  the  time  of  the  healing  of  the 
saucerized  area.  At  the  outset  the  lesion  was  roent- 
genographically  negative  and  gradually  increased  in 
size  while  the  surgical  approach  was  being  with- 
held. This  is  but  one  of  several  instances  under  our 
own  observation  from  the  outset,  in  addition  to 
many  others  that  have  come  under  our  observa- 
tion after  having  been  treated  elsewhere  during  the 
acute  stage  of  the  disease.  It  is  true  that  the  even- 
tual outcome  in  this  case  is  highly  satisfactory,  but 
one  must  not  overlook  the  fact  that  it  is  the  result  of 
the  treatment  during  the  chronic  stage  of  the  disease. 
Proper  therapy  should  cure  the  lesion  during  the 
acute  phase  when  the  problem  is  much  more  simple, 
the  result  more  certain,  and  the  convalescence  much 
shorter  as  indicated  in  the  following  case. 


Fig.  12.  Case  6:  Temperature  spiking  on  May  4, 
1949,  fourth  day  of  illness. 


Case  6. — J.  C.,  an  eight-year-old  boy,  was  ad- 
mitted to  the  Hospital  for  Joint  Diseases  on  May  2, 
1949,  with  a history  of  a fall  and  twist  of  his  left 
ankle  twenty-four  hours  previously.  He  was  unable 
to  bear  weight  thereafter  on  his  left  leg,  and  his 
mother  noticed  a high  fever  but  no  swelling  or  chills. 
The  pain  in  the  leg  increased  and  was  associated  with 
headaches  and  nausea.  There  was  the  additional 
history  of  a head  cold  of  about  one  week  duration. 

On  admission  it  was  noted  that  the  patient  was 
well  nourished  and  well  developed  but  acutely  ill 
with  a temperature  of  104  F.  and  an  increased  pulse 
rate.  There  was  increased  local  heat  and  slight  red- 
ness over  almost  the  full  length  of  the  leg.  Tender- 
ness was  pronounced  just  proximal  to  the  medial 
malleolus.  Motions  at  the  ankle  joint  were  unre- 
stricted and  painless.  Forced  motions  produced 
pains  referred  to  the  lower  portion  of  the  tibia. 
There  was  a crusted  ulceration  over  the  opposite 
patella. 

A roentgenographic  examination  revealed  a sug- 
gestive area  of  rarefaction  in  the  lower  tibial  meta- 
physis.  A blood  culture  subsequently  proved  to  be 
sterile.  A blood  count  revealed  14,900  white  blood 
cells  and  81  per  cent  polymorphonuclears.  The 
sedimentation  rate  was  45  mm.  Antibiotic  therapy 
was  started  with  50,000  units  of  aqueous  penicillin 
intramuscularly  every  three  hours. 

On  May  4,  the  fourth  day  of  illness,  the  patient 
was  somewhat  toxic,  his  temperature  was  spiking, 
and  the  pulse  was  fairly  rapid  (Fig.  12).  There  was 
sharp  localized  tenderness  above  the  tibial  malleolus 
posteriorly  with  slight  edema  and  several  streaks  of 
redness  along  the  inner  aspect  of  the  leg  and  in- 
creased local  heat.  Forced  motions  induced  pain. 
The  throat  was  congested. 

On  May  6 the  general  condition  appeared  im- 
proved. The  temperature  peak  was  somewhat 
lower,  but  there  was  still  localized  tenderness  with 
edema  over  the  midportion  of  the  leg  and  slight  red- 
ness over  the  inner  aspect  of  the  entire  leg.  A second 
blood  culture  (May  5)  was  sterile;  the  sedimentation 
rate  (May  4)  had  risen  to  58  mm.,  and  a second  x-ray 
study  (May  5)  showed  a small  area  of  rarefaction  in 
the  lower  tibial  metaphysis.  The  penicillin  dose  was 
raised  to  100,000  units,  and  aureomycin  was  added, 
500  mg.  every  six  hours. 
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Fig.  13.  Case  6:  (A)  June  9,  1949 — No  further  bone  changes  other  than  a 
solidifying  periosteitis.  (B)  December  7,  1949 — -Left  tibia  normal  in  shape. 
(C)  May  28,  1952 — No  evidence  of  previous  presence  of  osteomyelitic  process. 


On  May  9 the  local  symptoms  were  persistent,  and 
the  edema  had  increased.  The  blood  culture  made 
on  May  6 was  now  reported  to  show  a Staph,  aureus 
coagulase  positive  sensitive  to  0.012  unit  of  penicil- 
lin. An  additional  blood  culture  on  May  9 subse- 
quently proved  to  be  sterile.  The  general  condition 
had  improved,  and  the  temperature  was  down  to 
100.5  F. 

On  May  10  under  penicillin  control  a fenestration 
operation  was  performed  through  a 4-inch  incision, 
beginning  1/2  inch  above  the  medial  malleolus  and 
extending  upward.  Pus  was  found  under  pressure 
under  the  periosteum  and  subcutaneous  fascia,  both 
of  which  were  edematous  and  fragile.  Four  drill 
holes  were  made  along  the  length  of  the  metaphysis 
and  sanguinopurulent  material  escaped,  although 
not  under  pressure.  The  drill  holes  were  then  con- 
nected, making  a small  window  through  which  the 
spongy  metaphysis  was  gently  curetted.  The 
wound  was  then  washed  and  flooded  with  penicillin 
solution,  closed  without  drainage,  and  immobilized 
in  a compression  bandage.  Three  cultures  were 
made,  and  all  of  these  showed  a Staph,  aureus  co- 
agulase positive  sensitive  to  0.012  unit  of  penicil- 
lin. 

The  patient  made  an  uneventful  recovery.  A 
blood  culture  made  three  days  later  was  sterile.  Ten 
days  postoperatively  the  wound  was  dressed  and 
found  to  be  healed  per  primam.  The  sutures  were 
removed,  and  a compression  bandage  was  reapplied. 
A roentgenographic  examination  on  May  26  revealed 
the  site  of  decompression  of  the  bone  with  a slight 
periosteitis  but  aside  from  that  no  gross  destruction 
of  bone.  Penicillin  therapy  was  discontinued  on 
June  3.  Additional  roentgenographic  studies  made 
on  June  9 and  15  revealed  no  further  bone  changes 
other  than  the  solidifying  of  the  periosteitis  (Fig. 
13A).  The  patient  was  discharged  on  June  18. 

The  patient  was  thereafter  followed  in  the  out- 
patient department.  He  has  remained  symptomless 
to  date.  He  was  allowed  to  bear  weight  three 
months  after  the  operative  interference. 

A roentgenographic  study  made  on  December  7 
showed  the  left  tibia  to  be  normal  in  shape  (Fig. 
13B).  There  was  slight  thickening  of  the  medial  and 


posterior  cortex  of  the  lower  one  third  of  the  tibia 
with  some  irregularity  in  bone  density  at  the  lower 
metaphysis.  There  was  no  evidence  of  any  disease 
activity,  and  bone  architecture  could  be  clearly 
visualized  in  all  rarefied  areas.  A roentgenographic 
stud\’  on  May  28, 1952,  failed  to  reveal  any  evidence 
of  the  previous  presence  of  an  osteomyelitic  process 
(Fig.  13C). 

Comment. — This  case  is  representative  of  the  cate- 
gory in  which  operative  decompression  early  in  the 
acute  phase  resulted  in  complete  recovery  after  a 
simple  operative  interference  with  a short  convales- 
cence. In  contrast,  in  the  previous  groups  either  the 
operation  was  withheld  during  the  acute  phase  and 
finally  had  to  be  performed  during  the  chronic  stage, 
or  one  patiently  awaited  the  regression  of  the  chronic 
lesion  over  a long  period  of  time  and  chanced  the 
flareup  of  the  lesion  during  this  waiting  period. 

The  following  case  report  represents  what  is  now  a 
rather  infrequent  occurrence:  Operative  interference 
is  mandatory  as  a lifesaving  measure  because  neither 
the  systemic  nor  the  local  manifestations  are  con- 
trolled by  the  systemic  administration  of  antibiotics. 

Case  7. — J.  M.,  an  eighteen-month-old  male,  was 
admitted  to  the  pediatric  service  of  the  Beth  David 
Hospital  on  January  4,  1952,  with  a history  of  an 
acute  onset  of  fever,  vomiting,  and  very  tender  and 
swollen  knees  and  ankles. 

On  admission,  examination  revealed  an  acutely  ill, 
well-developed,  and  well-nourished  infant  with  a 
temperature  of  105  F.  and  a rapid  pulse.  His  throat 
was  inflamed,  and  the  cervical  nodes  were  enlarged 
bilaterally.  Both  knees  were  swollen,  red,  and 
tender.  The  ankles  were  apparently  uninvolved. 
The  treatment  consisted  of  the  administration  of 
300,000  units  of  crysticillin  twice  a day. 

On  the  fifth  hospital  day,  the  sixth  day  of  illness, 
all  signs  had  subsided  greatly.  The  temperature, 
however,  had  not  as  yet  dropped  below  100  F.  The 
bulging  of  the  eardrums,  which  had  subsided  some- 
what, recurred.  The  throat  was  still  red,  and  the 
left  knee  was  still  swollen  and  painful.  The  dose  of 
crysticillin  was  thereupon  raised  to  450,000  units 
twice  a day. 


November  15,  1953]  TREATMENT  OF  ACUTE  HEMATOGENOUS  OSTEOMYELITIS 


2641 


JM. 


AGE  1% 


09. 


JAN  Maa  & **  ^ u 


..niiu'o 


Dku«  — MW  it ? 1 V'/MWM ■/' WM/MM 

“ CRYST^ltllN— « TfRRAnYClN  i50n.n  «1>  * - 

Fig.  14.  Case  7:  Temperature  normal  within 

twenty-four  hours  of  operative  interference. 


The  patient  was  seen  by  the  authors  on  January  9, 
the  tenth  day  of  illness.  The  patient  was  found  to  be 
acutely  ill.  The  temperature  had  again  spiked  to 
102  F.,  and  the  pulse  was  rapid.  The  knee  and  lower 
end  of  the  thigh  were  found  to  be  swollen  with  in- 
creased local  heat  and  exquisite  tenderness  over  the 
lower  femoral  metaphysis.  The  knee  was  held  in 
150  degrees  of  flexion,  and  the  extremes  of  motion  in- 
duced pain.  A diagnosis  of  acute  hematogenous 
osteomyelitis  of  the  lower  end  of  the  femur  was  made, 
and  operative  intervention  was  advised  if  the  sys- 
temic and  local  symptoms  did  not  improve  promptly. 
In  the  meantime  traction  was  to  be  instituted.  The 
use  of  Terramycin  was  suggested. 

The  low-grade  temperature  persisted,  and  the 
local  swelling  increased  during  the  next  few  days. 
On  January  16,  the  temperature  again  rose  to  105  F. 
notwithstanding  the  continuous  use  of  crvsticillin. 
This  antibiotic  was  now  discontinued,  and  in  its 
place  250  mg.  of  Terramycin  were  administered  every 
six  hours.  The  temperature  subsided  somewhat  but 
still  continued  to  spike  until  January  19  when  it 
reached  103  F.  The  patient  was  thereupon  trans- 
ferred to  the  orthopedic  service. 

Examination  at  this  time  revealed  that  the  patient 
was  very  acutely  ill,  greatly  dehydrated,  sallow,  and 
apparently  rapidly  going  downhill.  The  knee  was 
considerably  enlarged,  and  the  lower  end  of  the 
femur  was  exquisitely  tender.  A roentgenographic 
examination  at  this  time  was  essentially  negative.  A 
transfusion  was  administered,  and  the  patient  was 
prepared  for  operative  interference  which  was  car- 
ried out  the  following  day.  Prior  to  incising  the 
lower  portion  of  the  thigh  the  knee  joint  was  as- 
pirated, but  no  fluid  could  be  obtained.  Neverthe- 
less, Terramycin  solution  was  injected  into  the  joint. 
On  incising  the  soft  tissues  at  the  outer  and  lower  as- 
pect of  the  thigh  several  droplets  of  purulent  material 
were  encountered.  On  drilling  the  femur  serosan- 
guineous  fluid  welled  up  under  pressure,  but  no  frank 
pus  was  encountered.  A window  was  made  in  the 
metaphysis,  and  the  subjacent  area  was  gently  cu- 
retted. The  wound  was  then  flooded  with  Terramy- 
cin and  closed  without  drainage.  Cultures  made 
prior  to  closure  proved  to  be  sterile,  Specimens  of  tis- 


sue removed  were  found  to  show  “acute  osteomye- 
litis.” 

The  recovery  was  spectacular.  Within  twenty- 
four  hours  the  temperature  returned  to  normal,  and 
the  general  condition  improved  rapidly  (Fig.  14). 
In  due  time  the  wound  was  dressed  and  found  to  be 
healed  per  primam. 

The  range  of  motion  at  the  knee  joint  returned  to 
normal,  and  all  pain  subsided.  A postoperative 
roentgenogram  showed  very  little  other  than  the 
site  of  decompression  and  a slight  periosteitis. 

The  patient  was  thereafter  followed  in  the  out- 
patient department.  He  has  remained  symptomless 
to  date.  A roentgenographic  study  made  on  Febru- 
ary 5,  1953,  revealed  a normal-appearing  femur. 

Summary 

The  intent  of  this  presentation  is  to  demon- 
strate, on  the  basis  of  our  pathologic  knowledge 
and  clinical  experience,  that  the  mere  dependence 
upon  antibiotic  therapy  in  the  treatment  of  acute 
hematogenous  osteomyelitis  is  inadequate  in 
many  instances.  Withholding  the  surgical  ap- 
proach in  the  therapy  of  the  local  lesion  during 
the  acute  phase  will  in  many  instances  lead  to  the 
development  of  a chronic  osteomyelitic  lesion 
which  in  turn  will  necessitate  one  or  more  opera- 
tive procedures  of  greater  magnitude.  A more 
prolonged  convalescence  with  the  threat  of  re- 
current exacerbations  pending  operative  therapy 
.will  be  the  consequence.  It  is  true  that  in  an 
unknown  proportion  of  instances  the  acute  lesion 
may  be  aborted  by  the  sole  use  of  antibiotics.  In 
a smaller  proportion  of  instances  the  acute  lesion 
may  regress.  This,  however,  is  accompanied 
by  many  uncertainties.  In  a very  large  propor- 
tion of  instances  that  come  under  hospital  obser- 
vation operative  therapy  is  essential  to  obtain 
a prompt  cure  of  the  local  lesion.  In  a very 
small  proportion  of  instances  surgical  interven- 
tion is  still  an  essential  lifesaving  measure  de- 
spite the  use  of  antibiotics. 

Discussion 

Joseph  D.  Godfrey,  M.D.,  Buffalo. — Last  October 
at  the  Hospital  for  Joint  Diseases,  Dr.  Buchman  pre- 
sented a large  number  of  cases,  examples  of  which 
you  have  heard  described  here  today.  At  that  same 
meeting,  Dr.  Trueta,  Nuffield  Professor  of  Ortho- 
pedic Surgery  at  Oxford,  England,  discussed  the 
same  subject.  His  reaction  to  our  essayist’s  pres- 
entation in  New  York  is  best  summed  up  by  Pro- 
fessor Trueta’s  comment  that  the  only  difference  as 
far  as  he  could  see  was  that  over  here  we  say  osteo- 
myelitis whereas  in  England  they  say  osteomyelitis. 
Needless  to  say,  many  pearls  passed  that  day. 

You’ve  heard  it  said  that  local  attack  with  de- 
compression of  the  involved  area,  evacuation  of  the 
“boil  of  the  periosteum,”  and  saturation  of  the  sys- 
tem with  the  antibiotics  of  choice  is  the  order  of  the 
day,  just  as  a military  operation  hits  at  the  bulge 
and  the  flanks  while  bombing  at  the  rear. 

Dr.  Buchman  emphasized  dependence  upon  local 
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tenderness  to  target  the  incision.  May  the  fact  that 
the  incision  should  go  straight  through  periosteum  to 
the  bone  be  added,  for  the  periosteum  should  not  be 
reflected  or  stripped  away  from  its  adjacent  soft  tis- 
sue which  would  sever  its  vascular  connections. 

Certainly  the  incidence  of  this  disease  is  decreas- 
ing steadily,  and  perhaps  because,  as  Professor 
Trueta  said,  ‘'You,  over  here,  treat  osteomyelitis  in 
the  throat.”  Our  preventive  medicine  program  con- 
tinues to  pay  its  dividends. 

Perhaps  my  fellow  discussant  will  have  some 
figures  on  the  incidence  of  the  disease  in  children 
hereabouts  with  its  sequelae.  In  adults  we  have 
seen  only  one  proved  case  and  two  suspected  at  the 
Buffalo  General  Hospital  over  a seven-year  period. 

As  a note  of  caution,  I might  add  that  our  en- 
thusiasm should  never  let  us  lose  sight  of  the  fact 
“that  once  an  osteo  always  an  osteo.” 

B.  E.  Obletz,  M.D.,  Buffalo. — Dr.  Buchman  has 
for  years  been  interested  in  the  problems  of  osteo- 
myelitis at  the  Hospital  for  Joint  Diseases,  and  he 
speaks  with  authority  on  the  subject.  He  has 
clearly  shown  us  the  course  which  acute  hemato- 
genous osteomyelitis  can  take  when  treated  with 
antibiotics.  Groups  1 and  2 are  the  largest,  con- 
sisting of  those  cases  which  subside  completely  with- 
out or  with  x-ray  evidence  of  bone  disease.  These 
patients  are  medical  triumphs,  and  we  are  happy  to 
give  full  credit  to  our  physicians  and  pediatricians 
who  recognize  bacteremia  and  septicemia  early  and 
treat  it  adequately  with  antibiotics. 

Group  3 is  the  challenge,  because  medical  treat- 
ment alone  is  not  enough.  The  crux  of  the  manage- 
ment of  this  group  is  the  close  observation  of  the  ex- 
tremity with  reference  to  the  persistence  and  spread 
of  local  tenderness,  swelling,  heat,  and  muscle 
spasm.  Dr.  Trueta  who  spoke  on  this  subject  at 
the  Hospital  for  Joint  Diseases  in  New  York  last 
October  felt  that  the  same  individual  should  observe 
the  extremity  at  six-hour  intervals.  If  tenderness 
increases  despite  good  systemic  response  to  anti- 
biotics, surgery  is  indicated.  It  matters  not  whether 
the  bone  abscess  is  evacuated  by  a small  window  or 
by  drill  holes;  it  matters  only  that  pus  under  pres- 
sure be  liberated  so  that  local  necrosis  can  be 
avoided.  Proper  timing  for  surgical  intervention 
is  the  all-important  factor. 

In  Dr.  Buchman’s  summary  he  makes  a statement 
which  is  surprising  to  us  at  the  Children’s  Hospital 
in  Buffalo.  He  states  that  “in  a very  large  propor- 
tion of  instances  that  come  under  hospital  observa- 


tion, operative  therapy  is  essential  to  obtain  a 
prompt  cure  of  the  local  lesion.”  For  the  two  years, 
1950  and  1951,  we  have  records  of  26  patients  ad- 
mitted to  our  hospital  with  a diagnosis  of  acute 
hematogenous  osteomyelitis.  All  were  treated  with 
antibiotics,  in  most  instances  penicillin.  Three  re- 
quired simple  aspiration  of  soft-tissue  abscesses, 
while  one  required  incision  and  drainage  of  a meta- 
carpal bone.  As  far  as  the  records  show,  all  26  pa- 
tients made  a good  systemic  and  local  recovery,  and 
none  returned  later  with  changes  of  chronic  osteo- 
myelitis. 

Dr.  Buchman  expresses  a preference  for  Terra- 
mvcin.  Can  he  tell  us  why  this  is  his  antibiotic  of 
choice?  Is  there  a good  reason  w hy  he  immobilizes 
the  extremity  in  a compression  bandage  of  sheet 
wadding,  flannel,  and  adhesive  in  preference  to  the 
time-honored  effective  plaster  of  paris  cast  which 
can  be  so  easily  bivalved  and  which  allows  easy  ac- 
cess to  the  limb  for  frequent  examination? 

Joseph  Buchman,  M.D.,  Closing  Remarks. — I 
wish  first  of  all  to  thank  the  audience  and  Drs.  God- 
frey and  Obletz  for  their  very  kind  reception  of  my 
presentation.  I am  pleased  to  find  agreement  with 
my  thoughts  on  the  therapy  of  osteomyelitis. 

My  preference  for  Terramycin  at  the  present  time 
is  based  on  the  fact  that  it,  as  well  as  aureomycin, 
has  a wide  spectrum  of  effectiveness  with  reference 
to  the  offending  microorganisms  in  acute  and 
chronic  osteomyelitis  and  relatively  little  in  the  way 
of  untoward  reactions  to  it  on  the  part  of  the  patient. 
Nausea  and  vomiting  sometimes  occur  and  can  be 
overcome  by  the  administration  of  the  antibiotic 
intravenously  or  by  the  reduction  of  the  drug  and 
at  times  by  the  omission  of  one  or  several  doses.  I 
rarely  use  penicillin  at  the  present  time  because  of 
the  relatively  great  frequency  of  resistance  on  the 
part  of  the  microorganisms  and  the  manifestations 
of  toxicity  on  the  part  of  the  patient.  This  applies 
to  a greater  degree  in  the  use  of  streptomycin. 

The  use  of  a compression  bandage  of  sheet  wad- 
ding, flannel,  and  adhesive  in  preference  to  the 
time-honored  plaster  of  paris  bandage  is  based  on 
the  repeated  observation  that  healing  of  tissues  is 
more  satisfactory  with  the  compression  bandage  due 
to  the  prevention  of  lymphedema  and  blood  stasis. 
The  avoidance  of  the  degree  of  immobilization  inci- 
dental to  the  use  of  plaster  of  paris  is  conducive  to  a 
lesser  degree  of  muscle  atrophy  and  a greater  degree 
of  motion  in  adjacent  joints. 


HEALTH  HINT 
I had  a cold,  ‘twas  in  my  head, 

“It’s  nothing  much,”  my  mother  said. 
I sneezed  the  germs  around  the  place, 
Infected  everyone  I faced. 

It  got  into  my  brother’s  ear. 

And  made  him  so  he  couldn’t  hear. 


On  Mother’s  throat  it  put  a coat 
And  sinus  trouble  got  Dad’s  goat. 

I tried  every  drug  that  I could  buy 
And — wrhen  sick  enough  to  die 
Remembered  what  the  Doctor  said, 

“To  cure  a cold,  you  go  to  bed  ” 

J.  J.  Hoffer— J.A.M.A.,  June  6, 1953 


THE  ETIOLOGY  OF  SLIPPING  OF  THE  CAPITAL 
FEMORAL  EPIPHYSIS 

Peter  J.  Dulligan,  Jr.,  M.D.,  Brooklyn,  New  York 

{From  the  Department  of  Orthopedic  Surgery,  Methodist  and  St.  Mary's  Hospital) 


ACCORDING  to  Bick1  in  his  Source  Book  oj 
Orthopaedics,  the  designation  epiphyses  did 
not  come  into  existence  until  sometime  in  the 
eighteenth  century.  However,  in  the  sixteenth 
century,  Ambrose  Part;  spoke  of  appendices  of 
bone  and  suggested  that  separation  or,  as  he 
called  it,  dislocation  of  this  part  must  be  carefully 
reduced  to  avoid  permanent  deformity.  Several 
other  men  in  the  seventeenth  and  eighteenth 
centuries  alluded  to  separation  of  the  proximal 
femoral  epiphysis,  but  the  first  special  treatise  on 
the  subject  was  by  Reichel  in  1759.  In  1898 
John  Poland2  published  a 900-page  treatise  on 
traumatic  separation  of  the  epiphyses,  and  it  is 
chiefly  through  this  work  that  the  subject  was  in- 
troduced into  the  modern  literature. 

The  etiology  of  slipping  of  the  capital  femoral 
epiphysis  has  long  remained  a matter  of  specula- 
tion. Among  the  causes  postulated  are  trauma, 
endocrine  disturbances,  infection,  anomalies  of 
the  vascular  supply  of  the  femoral  head  and  neck, 
loosening  of  the  periosteal  attachments  of  the 
neck  of  the  femur,  heredity,  renal  rickets,  and 
dietary  deficiencies  such  as  rickets.  Before  en- 
tering into  a discussion  of  the  various  causes 
listed  above,  it  might  be  beneficial  to  consider 
some  of  the  general  and  specific  circumstances 
which  are  associated  with  the  condition  under 
consideration. 

Slipped  capital  femoral  epiphysis  occurs  during 
adolescence  usually  between  the  ages  of  ten  to 
seventeen  years.  It  is  frequently  seen  in  obese 
children,  and  various  estimates  of  apparent  endo- 
crine disturbances  have  been  given  as  being  be- 
tween 40  and  60  per  cent  of  the  total  number  of 
cases.  The  sex  incidence  is  more  frequently 
male. 

During  the  adolescent  period  of  life  many 
significant  changes  occur.  The  neck  of  the  femur 
increases  in  length,  and  the  head  and  neck  as- 
sume a more  varus  position  in  relation  to  the 
femoral  shaft.  The  epiphyseal  plate,  which  is 
almost  horizontal  during  childhood,  becomes 
more  oblique  as  the  angle  between  the  femoral 
neck  and  shaft  changes  to  become  smaller. 
Another  anatomic  consideration,  although  not 
related  to  adolescence,  is  the  lack  of  strong  capsu- 
lar attachments  at  the  epiphyseal  line  in  the  hip, 
such  as  are  found  at  the  ankle  and  knee  joints. 

Presented  at  the  147th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ortho- 
pedic Surgery,  May  8,  1953 


Many  children  exhibit  sudden  spurts  of  growth 
during  adolescence,  and  at  these  times  there  is 
greatly  increased  activity  in  the  epiphyseal 
plates.  Psychologic  changes  are  also  occurring 
during  this  period,  and  most  children  are  in- 
tensely active  physically  and  interested  in  athletic 
activities. 

In  considering  the  various  theories  of  the 
etiology  of  slipping  of  the  capital  femoral  epiph- 
ysis, it  becomes  obvious  that  no  one  theory 
explains  all  cases.  A discussion  of  each  of  the 
theories  commonly  proposed  will  disclose  the  diffi- 
culty of  attempting  to  attribute  all  cases  to  a 
single  cause. 

Etiologic  Theories 

T rauma. — T rauma  plays  a very  definite  part 
in  the  production  of  slipping  of  the  capital 
femoral  epiphysis.  Most  authorities  feel  that 
trauma  of  a mild  or  severe  degree  is  the  most  com- 
mon precipitating  factor.  There  are  numerous 
examples  of  traumatic  displacement  of  epiphyses, 
such  as  at  the  wrist,  elbow,  etc.,  and  it  has  been 
repeatedly  made  evident  that  trauma  can  pro- 
duce epiphyseal  displacements.  However,  it  is 
also  true  that  other  cases  of  slipping  of  the  proxi- 
mal femoral  epiphysis  give  no  history  of  signifi- 
cant trauma  or  exhibit  signs  and  symptoms  of  hip 
pathology  prior  to  any  traumatic  experiences. 
In  addition,  bilateral  occurrence  is  hard  to  under- 
stand on  the  basis  of  trauma  alone. 

It  would  seem  that  softening  or  loosening  of 
the  epiphysis  must  occur  first  in  certain  cases, 
and  then  it  is  easier  to  understand  how  even 
minor  trauma,  such  as  the  static  effect  of  over- 
weight, muscle  pull,  and  slight  injuries,  can  pro- 
duce epiphyseal  displacement. 

Endocrine  Disturbances. — The  theory  that 
endocrine  disturbances  are  the  cause  of  slipped 
epiphyses  has  many  adherents  for  the  following 
reasons : 

1.  Many  observers  report  that  between  40 
and  60  per  cent  of  the  total  number  of  cases  are 
of  the  so-called  Froehlich  type  or  are  very  tall 
and  thin.  These  facts  supposedly  indicate  some 
growth  disturbance  on  an  endocrine  basis. 

2.  Approximately  15  per  cent  of  all  the  cases 
reported  are  bilateral  which  gives  some  addi- 
tional weight  to  the  theory  of  some  underlying 
endocrine  disturbance. 

3.  The  fact  that  these  lesions  may  occur 
gradually  with  absolutely  no  history  of  trauma 
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greater  than  the  normal  trauma  of  weight-bearing 
and  muscle  pull  across  the  joint  also  suggests 
that  there  must  be  abnormal  softening  or  loosen- 
ing before  slipping  can  occur. 

Opposed  to  these  factors  are  the  arguments  that 
no  direct  evidence  of  disordered  endocrine  dys- 
function has  been  demonstrated  and  no  successful 
treatment  along  these  lines  has  been  consistently 
reported.  In  addition,  it  is  difficult  to  under- 
stand why  only  one  specific  epiphysis  is  involved 
in  approximately  So  per  cent  of  all  cases  if  the 
cause  is  due  to  an  underlying  endocrine  dis- 
order, which  should  have  a generalized  effect. 

Infectious  Theory. — Howorth3,4  is  the  most 
outstanding  advocate  of  this  theory.  He  re- 
ported that  many  of  his  cases  had  an  antecedent 
or  concurrent  infection  elsewhere  in  the  body. 
At  operation  upon  cases  in  the  preslipping  and 
slipping  stage  he  found  inflammatory  changes  in 
the  capsule  and  synovia  of  the  hip  joint  and 
softening  of  the  epiphyseal  line  which  could  be 
palpated  with  an  instrument.  Microscopic 
examination  revealed  edema  and  hypervascu- 
larity  of  the  synovia  with  a collection  of  round 
cells  about  the  small  blood  vessels.  Cultures  were 
persistently  negative  which  was  attributed  to 
technical  difficulties  or  to  failure  to  obtain  the 
culture  early  enough.  He  concluded  that  “the 
primary  condition  was  a synovitis  of  the  hip  dur- 
ing a period  of  rapid  growth,  and  that  this  lesion 
caused  circulatory  changes  in  the  epiphyseal  disk 
resulting  in  decalcification  and  softening.”  He 
also  mentioned  an  elevated  sedimentation  rate 
averaging  25  mm.  per  hour  in  a large  series  of 
cases. 

The  opponents  of  this  theory  point  out  the 
consistent  failure  to  obtain  positive  cultures,  the 
general  well-being  of  the  patients,  and  absence  of 
fever  or  other  systemic  manifestations.  In  addi- 
tion, the  question  has  also  been  raised  as  to 
whether  or  not  the  synovitis  found  by  Howorth 
is  a result  or  a cause  of  the  slipping. 

Anomalies  of  the  Vascular  Supply  of  the  Femoral 
Head  and  Neck. — While  such  anomalies  may  exist, 
they  have  not  as  yet  been  reported  with  sufficient 
frequency  or  clarity  to  establish  this  condition  as 
a significant  etiologic  factor. 

Loosening  of  the  Periosteal  Attachments  to  the 
Neck  of  the  Femur. — Key5  postulated  that  thin- 
ning of  the  periosteum  and  a loosening  of  its 
attachment  to  the  neck  of  the  femur  might  give 
rise  to  slipping  of  the  capital  femoral  epiphysis. 

There  are  many  who  feel  that  this  theory  only 
presents  one  phase  or  aspect  of  the  pathology, 
and  loosening  of  the  periosteal  attachments 
would  seem  more  likely  to  be  a part  of  the  effect 
rather  than  the  cause  itself.  Ghormley  and  Fair- 
child*  demonstrated  a case  of  nearly  complete 
separation  of  the  capital  femoral  epiphysis  in 


which  the  periosteum  was  still  intact.  They  be- 
lieved that  the  thinning  was  secondary  to 
stretching  rather  than  a primary  contributing 
factor  to  the  separation. 

Heredity,  Renal  Rickets,  Dietary  Deficiencies, 
and  Rickets. — All  of  these  have  been  suggested 
as  causes  for  slipped  capital  femoral  epiphysis, 
but  none  has  been  demonstrated  with  sufficient 
frequency  to  warrant  considering  them  as  major 
factors. 

Production  of  Deformity 

In  reviewing  the  known  facts  it  seems  likely 
that  in  most  cases  a weakening  or  softening  of  the 
epiphyseal  juncture  must  first  occur  with  dis- 
placement resulting  from  weight-bearing  and 
muscle  pull.  Obesity  would  constitute  an 
aggravating  factor  of  great  importance. 

Trauma  is  one  of  the  most  common  initiating 
factors  which  could  produce  weakening  or  loosen- 
ing of  the  epiphyseal  juncture.  A synovitis  of 
the  hip  joint  could  also  result  from  trauma  or 
from  infection,  as  postulated  by  Howorth,  caus- 
ing vascular  changes  that  result  in  softening  of 
the  epiphyseal  juncture.  Endocrine  disturbances 
would  appear  to  be  the  initiating  factor  in  most 
cases  of  bilateral  epiphyseal  slips. 

Thus,  it  seems  likely  that  more  than  one  factor 
could  initiate  the  process  of  epiphyseal  slipping, 
and  the  process  would  continue  if  the  circum- 
stances were  properly  disposed,  the  principal 
circumstances  being  persistent  pain,  muscle 
spasm,  and  gait  disturbance  in  a rapidly  develop- 
ing adolescent. 

Once  the  epiphyseal  juncture  has  been 
weakened  or  softened,  then  the  ideas  of  Inman7 
on  the  function  of  the  abductor  muscles  of  the 
hip  aid  in  understanding  the  pathologic  me- 
chanics of  production  of  the  actual  deformity. 
Inman  has  stated,  as  a result  of  his  experiments, 
that  the  reacting  force  in  the  head  of  the  femur 
consists  not  merely  of  the  pressure  of  the  super- 
incumbent body  weight  but,  in  addition,  the 
force  of  the  abductor  muscles  and  the  tension  on 
the  iliotibial  tract,  which  is  necessary  to  hold  the 
pelvis  in  equilibrium.  He  estimates  the  normal 
static  pressure  on  the  head  of  the  femur  to  be  a 
minimum  of  2.4  to  2.6  times  the  body  weight. 

Physiologically  this  force  is  not  borne  vertically 
but  at  an  angle  of  approximately  165  to  170  de- 
grees from  the  vertical  and  in  line  with  the  medial 
trabeculae  of  the  femoral  neck  (Fig.  1).  Close  in- 
spection of  the  x-rays  of  the  upper  end  of  the 
femur  in  individuals  of  various  ages  reveals  that 
the  epiphyseal  line  always  lies  at  right  angles  to 
the  direction  of  the  medial  trabeculae  of  the 
femoral  neck.  Xow  since  the  reacting  force  in  the 
femur  follows  these  trabeculae,  there  can  be  no 
shear  on  the  epiphyseal  cartilage,  and  the  only 
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force  to  which  it  is  normally  subjected  is  a com- 
pressing one.  As  growth  occurs  with  the  increas- 
ing length  of  the  femoral  neck  and  the  increasing 
angle  of  pull  of  the  abductor  muscles  and  fascia, 
the  epiphyseal  cartilaginous  plate  rotates  so  as 
to  remain  perpendicular  to  the  equilibrant  force 
in  the  femoral  neck. 

Alteration  of  these  forces  due  to  muscle  spasm 
or  limp  will  produce  a shearing  force  in  place  of  a 
compressing  force.  If  this  occurs  at  a time  when 
there  is  softening  of  the  junction  between  the 
femoral  head  and  neck,  then  progressive  slipping 
of  the  proximal  femoral  epiphysis  would  result, 
particularly  in  an  obese  child. 

It  has  commonly  been  observed  that  persons 
with  a painful  hip  joint  will  often  walk  by  shifting 
their  weight  over  the  painful  joint,  which  might 
at  first  seem  strange  (antalgic  gait)  (Fig.  2).  But 
by  so  doing  the  individual  shifts  his  center  of  gravi- 
ty over  the  hip  and  thus  decreases  the  required 
pull  of  the  abductor  muscles  and  decreases  the 
pressure  on  the  femoral  head  from  a force  of  2.4  to 
2.6  times  the  body  weight  to  simply  the  superim- 
posed body  weight.  This  expediency,  however, 
causes  the  load  of  the  body  weight  to  be  borne 
vertically  with  the  result  that  a shear  is  applied 
to  the  epiphyseal  plate,  which  normally  is  not 
present.  Persistence  of  this  joint  derangement 
then  causes  epiphyseal  displacement. 

Pathology 

One  of  the  best  descriptions  of  the  pathology 
has  been  made  by  Ho  worth 4 who  has  had  the 
opportunity  of  gross  and  microscopic  examination 
in  almost  200  cases.  He  states  that  in  the  pre- 
slipping stage  the  synovial  membrane  is  grossly 
swollen,  edematous,  and  hyperemic,  and  there  is 
villous  formation.  Microscopic  sections  confirm 
the  above  changes  and  reveal  a hypervascularitv 
with  perivascular  lymphocytic  infiltration,  scat- 
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tered  plasma  cells,  and  wandering  cells.  Similar 
but  milder  changes  are  observed  in  the  periosteum 
and  capsule.  There  are  decalcification  and  hyper- 
vascularity at  the  junction  of  the  neck  and  the 
epiphyseal  plate.  The  femoral  head  and  ace- 
tabulum appear  normal. 

Displacement  of  the  epiphysis  is  always  down- 
ward and  posteriorly  in  relation  to  the  neck,  re- 
sulting in  a varus  and  retroversion  deformity. 
The  downward  displacement  is  more  marked  in 
some  cases,  the  backward  displacement  in  others. 
The  slipping  varies  from  a negligible  amount  to 
complete  displacement  of  the  head  from  the  neck. 
However,  the  head  remains  attached  to  the  neck 
by  the  soft  tissues.  The  appearance  is  more  sug- 
gestive of  a gradual,  creeping  slip  than  a sudden 
violent  one.  Microscopically,  there  is  a separa- 
tion between  the  neck  and  epiphyseal  disk,  in 
some  cases  suggestive  of  avulsion,  with  degenera- 
tive changes  in  the  disk  cartilage. 

Callus  fills  the  angle  between  the  head  and 
neck  interiorly  and  posteriorly  and  gradually 
becomes  ossified.  Degenerative  and  osteo- 
arthritic  changes  may  be  seen  as  late  complica- 
tions, particularly  in  adult  life,  when  the  circula- 
tion to  the  femoral  head  has  been  badly  damaged. 

Sutro8  describes  his  findings  after  examination 
of  tissues  removed  surgically  from  three  patients. 
He  says  that  “the  condition  is  one  of  fracture 
through  the  upper  femoral  epiphyseal  plate  and 
the  contiguous  trabeculae  of  bone.”  He  could 
not  see  any  definite  evidence  of  primary  degenera- 
tion of  the  epiphyseal  plate. 

Kleinberg  and  Buchman9  have  described  the 
microscopic  pathology.  In  summary,  the  authors 
described  the  picture  as  one  of  completely  chaotic 
arrangement  of  normally  functioning  cells,  inter- 
spersed here  and  there  with  areas  of  necrosis  and 
areas  of  hypervascularity. 

La  Croix  and  Verbrugge  state  that  in  their 
studies  the  histologic  evidence  goes  to  show  that 
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the  basic  pathologic  change  associated  with  the 
deformity  takes  place  in  the  epiphyseal  carti- 
lage, which,  instead  of  producing  endochondral 
bone,  is  transformed  into  fibrous  tissue. 10  All  the 
lesions  observed  in  the  neck  and  head  are  second- 
ary. 

These  same  authors  take  cognizance  of  the 
experiments  performed  by  Harris  who  has  demon- 
strated that  growth  hormone  decreases,  whereas 
sex  hormone  increases,  the  shearing  strength  of 
the  upper  epiphyseal  plate  of  the  tibia  in  the  rat. 
La  Croix  and  Yerbrugge  express  doubt  that  these 
findings  can  be  applied  to  man  because  the 
alterations  found  in  the  epiphyseal  plate  of  the 
rat  bear  no  resemblance  at  all  to  the  pathologic 
changes  observed  in  man.  They  consider  these 
findings  interesting  but  stress  the  fact  that  so 
far  the  endocrine  theory  has  nothing  else  to  sup- 
port it  than  mere  clinical  suggestion. 

Undoubtedly  further  observations  of  the  gross 
and  microscopic  pathology  of  slipped  capital 
femoral  epiphyses  will  unearth  new  facts.  How- 
ever, the  pathologic  reports  to  date  do  not 
settle  the  issue  as  to  the  basic  etiology  of  this 
condition. 

Summary 

1.  Slipping  of  the  proximal  femoral  epiphysis 
is  a condition  which  is  most  frequently  initiated 
by  trauma  but  can  also  be  initiated  by  any  other 
condition  that  will  produce  weakening  or  soften- 
ing of  the  epiphyseal  juncture.  Infection,  as 
postulated  by  Howorth,  or  endocrine  disturb- 
ances are  also  capable  of  producing  weakening 
or  softening  of  the  epiphyseal  juncture.  Other 
causes  exist  but  are  apparently  much  less  com- 
mon. 

2.  The  above-mentioned  factors  are  important 
only  in  the  sense  that  they  are  active  forces  when 
the  stage  is  set  or,  in  other  words,  when  adoles- 
cence has  been  reached,  with  all  its  manifold 
physical  and  psychologic  changes. 

3.  Alteration  in  the  direction  of  the  forces 
passing  through  the  femoral  head  so  as  to  produce 
a shearing  force  at  the  epiphyseal  plate  results  in 
the  actual  epiphyseal  displacement.  This  is 
aggravated  by  obesity. 
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Discussion 

Eugene  J.  Hanavan,  Jr.,  M.D.,  Buffalo. — It  is 
difficult  for  a discussant  to  add  any  further  remarks 
to  this  paper  just  presented  by  Dr.  Dulligan.  I 
would  like  to  confine  my  remarks  to  the  endocrine 
theories  since  they  pertain  to  the  etiology  of  slipping 
of  the  capital  femoral  epiphysis. 

In  dealing  with  this  orthopedic  entity  we  all  have 
recognized  two  types  of  stature  in  these  children. 
One  is  of  the  adiposogenital  type,  i.e..  they  are  obese 
and  deficient  in  gonadal  development.  The  second 
type  is  the  type  drawn  to  our  attention  by  Key,  the 
tall,  thin,  rapidly  growing  child.  In  the  latter  type 
there  is  an  excess  of  growth  hormone  present  giving 
this  physical  development  in  the  child. 

Harris  has  called  our  attention  to  the  effect  of 
hormonal  development  on  the  epiphyseal  growth 
centers  of  the  rat.  as  Dr.  Dulligan  has  previously 
mentioned.  Harris  noted  in  his  well-controlled 
experiments  that  the  anterior  pituitary-like  growth 
hormone  stimulated  cartilage  cell  proliferation  in 
the  epiphyseal  plate  causing  an  increased  thickening 
of  the  epiphyseal  plate  and  an  increased  rate  of 
skeletal  growth.  Likewise  he  noted  that  the  sex 
hormone  caused  the  cartilage  cell  rows  in  the 
epiphyseal  plate  to  become  irregularly  arranged, 
thereby  decreasing  the  thickness  of  the  epiphyseal 
plate  and  likewise  decreasing  the  rate  of  skeletal 
growth.  Zondek*  has  called  our  attention  to  the 
fact  that  the  sex  hormone  effect  is  produced  by 
inhibiting  the  growth  hormone  of  the  anterior 
pituitary  gland  rather  than  by  acting  directly  on  the 
epiphyseal  plate.  Harris  also  noted  that  the  slip- 
page in  the  epiphyseal  cartilage  occurs  in  the  hyper- 
trophied cartilage  cell  zone.  The  strength  of  this 
layer  depends  on  the  intracellular  substance  be- 
tween the  lacunae  of  the  great  hr  hypertrophied 
cartilage  cell. 

I do  not  believe  that  the  results  of  his  experiments 
are  too  far  at  variance  with  the  pathologic  findings 
of  Howorth,  La  Croix,  and  Verbrugge.  They  noted 
fibrous  tissue  replacement  of  the  cartilaginous  cells 
in  the  epiphyseal  plate.  The  tibial  study  was  under- 
taken without  the  presence  of  a stress  factor,  whereas 
in  the  human  cases,  as  Dr.  Dulligan  has  pointed  out, 
there  is  marked  alteration  of  the  stress  dynamics 
about  the  epiphyseal  centers  in  the  hip  area.  I 
believe  these  altered  stress  forces  on  the  growth 
centers  could  cause  fibrous  disturbance  in  this  re- 
gion. I also  believe  that  our  newer  studies  for  the 
etiology  of  slipping  of  the  capital  femoral  epiphysis 
should  be  a combined  pathologic  and  endocrinologic 
study  rather  than  a concentration  solely  on  one  of 
the  factors  to  the  disregard  of  the  other. 

I would  like  to  thank  Dr.  Dulligan  for  his  excellent 
presentation  of  this  frequent  but  little  understood 
orthopedic  problem. 


•Zondek,  B.:  Lancet  1:  10(1936). 


REDUCTION  AND  PINNING  OF  SLIPPED  FEMORAL  EPIPHYSES 

David  R.  Telson,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 
( From  the  Department  of  Orthopedic  Surgery,  Maimonides  Hospital) 


THE  pinning  of  hips  for  epiphyseolysis  was 
first  described  in  the  original  article  by  Telson 
and  Ranschoff  on  the  pinning  of  fractured  neck 
of  the  femur  in  1935. 1 Our  first  pinning  for 
epiphyseolysis  was  done  in  1932.  In  several  of 
the  early  cases  drilling  from  the  neck  into  the 
caput  was  performed  in  addition  to  the  pinning, 
and  a sliding  cancellous  bone  graft,  using  a 
specially  devised  hollow  drill,  was  used  in  others. 
These  additions  have  been  abandoned  as  unneces- 
sary. 

For  purposes  of  treatment  the  syndrome  may 
be  grouped  into  two  major  classes.  In  the  first 
group  the  caput  is  slipping  gradually  and  in- 
sidiously, or  the  sudden  acute  slipping  has  oc- 
curred less  than  three  weeks  previous  to  the  onset 
of  treatment.  In  the  second  group  the  acute 
slipping,  characterized  by  extreme  pain  and  an 
inability  to  bear  weight,  has  occurred  three 
weeks  or  more  previous  to  examination.  In  this 
second  group  fusion  has  already  occurred  in  the 
displaced  portion,  and  reduction  of  the  displace- 
ment is  impossible  and  fixation,  therefore,  un- 
necessary. This  paper,  therefore,  confines  its 
attention  to  the  first  group,  that  of  the  gradual 
slip  uncomplicated  by  the  sudden  tearing  loose 
of  the  caput  unless  this  has  occurred  within  three 
weeks  of  the  time  of  onset  of  treatment. 

The  displacement  is  first  reduced  by  forced 
internal  rotation  in  extension.  If  this  is  not  effec- 
tive, the  Leddbetter  maneuver  is  performed. 
The  hip  is  maintained  in  full  forced  internal  rota- 
tion while  three  threaded,  stainless  steel  pins  are 
inserted  without  incision  through  the  skin, 
trochanter,  and  neck  into  the  caput  (Fig.  1).  If 
the  displacement  cannot  entirely  be  corrected, 
despite  the  maneuver  the  accurate  insertion  of 
the  pins  is  rendered  more  difficult.  It  is  then 
necessary  to  start  the  pinning  high  up  on  the 
trochanter  and  far  anteriorly  and  point  the  pins 
posteriorly  and  distally,  traversing  the  neck 
obliquely  in  order  to  hit  the  posteriorly  displaced 
head. 

The  procedure  is  more  difficult  than  pinning  of 
a subcapital  fractured  neck  of  the  femur  for  two 
reasons.  First,  the  depth  of  the  insertion  of  the 
pin  must  be  accurately  gauged  since  the  total 
thickness  of  the  caput  is  usually  but  1/2  inch  and, 
as  displacement  occurs,  its  periphery  is  hit  and 
the  thickness  of  this  part  is  considerably  less. 


Fig.  1.  Author’s  method  of  delineating  the  line 
of  insertion  of  the  pins:  from  the  point  of  entrance, 
2 inches  below  the  greater  trochanter  to  a point  four 
fingerbreadths  above  the  symphysis. 

Second,  although  the  pin  traverses  the  center  of 
the  neck,  it  may  not  hit  the  caput  if  the  displace- 
ment is  present.  In  no  case  have  we  failed  to  hit 
the  target  of  the  caput.  The  insertion  and  re- 
moval of  inaccurately  placed  pins  does  no  harm 
and,  in  fact,  aids  by  vascularization. 

Following  the  insertion  of  the  pins  they  are 
clipped  and  the  skin  allowed  to  jump  over  them. 
As  much  force  as  possible  is  used  to  compress  the 
soft  parts  so  that  the  pins  project  minimally  into 
the  overlying  tissue.  The  patient’s  total  stay  in 
the  hospital  has  usually  been  but  twenty-four  to 
forty-eight  hours.  The  patient  is  allowed  to  walk 
within  a day  or  two  and  usually  returns  to  school 
in  from  three  days  to  a week.  After  these  initial 
few  days  full  activity  is  allowed.  Baseball  and 
other  sports  are  encouraged.  Functional  trau- 
matization of  the  epiphyses,  while  held  fixed  by 
the  pins  from  further  slipping,  is  of  greatest 
advantage.  This  is  not  a disease  of  the  caput  as 
in  Perthes,  and  trauma  to  the  caput  need  not  be 
feared.  The  most  effective  way  to  promote 
vascularization  is  weight-bearing  and  function. 
The  pins  are  allowed  to  remain  in  place  until  the 
epiphyseal  line  is  obliterated. 

Figures  2 to  6 illustrate  the  procedure  and  re- 
sults in  three  cases  of  epiphyseolysis. 
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Fig.  2.  J.  X..  August  19,  1947 — Original  antero- 
posterior and  lateral  x-rays  showing  displacement. 


Fig.  3.  J.  X..  December  22.  1947 — Anteropos- 
terior and  lateral  views  of  epiphysis  reduced  and 
fixed  by  pins. 


If  the  case  has  been  one  in  which  an  acute  slip- 
ping has  occurred  and  the  displacement  has  been 
reduced  bt*  manipulation,  union  with  obliteration 
of  the  epiphysis  will  occur  rapidly,  perhaps  within 
a month  or  two.  Gradual  slipping,  however, 
without  the  trauma  of  the  acute  slip  may  persist 
anywhere  from  one  to  two  years  or  more.  The 
pinning  procedure  itself  does  nothing  to  hasten 
the  fusion  of  the  epiphysis  except  that  the  placing 
of  three  threaded  pins  across  the  epiphysis  acts 
much  as  stapling  in  epiphyseal  arrest.  This  is 
not  true  of  fixation  with  the  smooth  Smith- 
Peterson  nail  which  is  extruded  from  the  caput  as 
growth  occurs  (Fig.  7).  Small  drill  holes  in  quite 
a series  of  early  cases  were  found  to  be  of  little 
value  in  promoting  early  fusion.  The  sliding 
bone  graft  made  through  the  hollow  drill  is  effec- 
tive but  unnecessary  and  somewhat  dangerous 
unless  it  can  be  placed  with  the  greatest  of 
accuracy.  The  children  have  no  disability  at  all 
during  the  period  of  the  pin  fixation  and  fre- 
quently postpone  the  removal  of  the  pins  for 
many  months  until  the  time  can  be  spared  for 
the  removal.  When  the  time  comes  for  removal  of 
the  pins,  a 1-inch  incision  is  made,  and  the  pins  are 
removed  by  means  of  a special  extractor.  They 
are  always  found  to  be  bedded  extremely  solidly 
within  the  bone  and  cannot  be  pulled  out  but 
must  be  turned  out  to  the  last  V*  inch. 

The  method  has  been  found  to  be  completely 
uccessful  in  maintaining  any  position  of  the 


Fig.  4.  J.  X.,  August  1,  1950 —Anteroposterior  and 
lateral  views  after  removal  of  pins. 


caput  that  is  attained.  Xo  complications  have 
presented  themselves.  Occasionally,  after  an 
extremely  rough  game,  the  patient  may  have  a 
couple  of  days  of  soreness  in  the  soft  parts  about 
the  trochanter,  but  a day  or  two  of  rest  has  al- 
ways cleared  this  up.  The  limitations  of  time  of 
fixation  that  are  set  by  either  cast  or  brace  appli- 
cation are  not  encountered  in  this  method  of  fixa- 
tion. The  much  more  difficult  and  many  times 
impossible  task  of  making  a large  device  such  as 
the  Smith-Peterson  nail  enter  the  small  rim  of 
the  caput  is  not  encountered.  The  obvious 
injury  to  the  blood  supply  of  the  neck  by  the 
passing  of  the  nail  is  also  avoided.  Displacing 
of  the  caput  has  been  seen  on  several  occasions 
due  to  the  driving  home  of  the  Smith-Peterson 
nail  by  the  mallet.  This  has  never  occurred  with 
the  insertion  of  the  thin  Winch  stainless  steel 
threaded  pin. 

Several  unusual  cases  have  been  encountered. 
One  patient  presented  an  epiphyseolysis  of  the 
left  hip  which  was  pinned.  At  the  end  of  eight 
months  the  pins  were  removed.  A year  and  one- 
half  later  the  right  hip  slipped  which  was  likewise 
pinned.  Eight  months  later  it  was  decided  that 
the  epiphysis  had  fused.  These  pins  were  re- 
moved. Sixteen  months  later  the  second  hip 
again  presented  an  epiphyseolysis,  and  the  head 
was  relaced  and  again  pinned.  This  demon- 
strated the  impossibility  of  setting  a limit  on  the 
time  which  is  required  for  fusion  of  the  epiphysis 
and  safety  from  further  slipping.  In  most  cases 
a total  of  at  least  eight  months  is  required  before 
the  pins  may  be  removed.  However,  a much 
longer  period  may  be  necessary. 

The  pins  used  are  made  of  a special,  cold- 
drawn  stainless  steel  which  is  threaded  for  3 
inches  distal  to  the  point.  In  no  case  in  which 
this  steel  has  been  used  has  any  pin  ever  bent  or 
broken.  The  pins  have  been  criticized  both  in 
the  treatment  of  slipped  femoral  epiphysis  and 
in  the  treatment  of  fractured  neck  of  the  femur 
where  an  inadequate  steel  has  been  used.  Many 
pins  manufactured  by  surgical  houses  can  be 
snapped  or  bent  with  the  use  of  slight  force. 

In  all  our  cases  of  simple  epiphyseolysis,  and 
these  comprise  well  over  95  per  cent  of  the  150 
cases  treated,  the  method  of  pinning  has  been  com- 
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Fig.  5.  S.  E. — (A)  July  11,  1950,  original  anteroposterior  x-ray  showing  displacement.  (B  and  C)  July 
24,  1950,  anteroposterior  and  lateral  views  of  epiphysis  reduced  and  pinned.  (D)  December  7,  1951, 
anteroposterior  view  after  removal  of  pins. 


Fig.  6.  R.  L. — (A)  May  15,  1943,  original  lateral  x-ray  showing  displacement.  (B  and  C)  June  14, 
1943,  anteroposterior  and  lateral  views  of  epiphysis  reduced  and  pinned.  (D)  March  1,  1944,  lateral 
x-ray  after  removal  of  pins. 


Fig.  7.  Anteroposterior  (left)  and  lateral  (right)  views  showing  extrusion  of  Smith-Peterson  nail  by 
growth  in  two  and  one-half  years  from  1948  to  1950.  (Case  of  Dr.  J.  D.  Saal) 


pletelv  effective  in  maintaining  the  position  of 
the  parts  obtained. 

950  Ocean  Avenue 
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Discussion 

Melvin  H.  Jahss,  M.D.,  New  York  City. — Dr. 
Telson  has  stressed  the  value  of  threaded  wire  fixa- 
tion following  closed  reduction  of  acute  epiphyse- 
olysis.  Of  greater  significance  is  wire  fixation  in 
early  cases  where  slipping  has  been  minimal.  In  all 
instances  the  wires  are  removed  as  soon  as  the 
epiphyseal  plate  shows  evidence  of  closure,  for  two 
reasons:  (1)  bursitis  over  the  ends  of  the  sharply 


cut  wires  and  (2)  osteoarthritic  changes  developing 
fifteen  to  twenty  years  later  over  the  proximal  ends 
of  the  permanently  placed  wires. 

Because  of  the  simplicity  and  good  results  of 
wire  fixation,  prophylactic  wiring  of  the  normal  hip 
has  been  suggested  and  done.  However,  a few  of 
such  cases  have  developed  avascular  necrosis.  It 
should  be  stressed  that  the  blood  supply,  even  of  a 
normal  femoral  head,  is  precarious.  Accordingly, 
treatment  in  epiphyseolysis  should  be  as  simple  and 
as  atraumatic  as  is  practical.  We,  therefore,  use 
wire  fixation  in  the  younger  age  groups  where  the 
epiphyseal  plate  is  widely  patent.  However,  past 
the  age  of  fourteen  years  when  the  epiphyseal  plate 
is  expected  to  close  in  about  three  months,  we  advo- 
cate bed  rest  with  the  leg  maintained  in  gentle 
internal  rotation  traction. 


MOBILIZATION  OF  THE  STAPES  TO  RESTORE  HEARING  IN 
OTOSCLEROSIS 

Samuel  Rosen,  M.D.,  New  York  City 
( From  the  Department  of  Otolaryngology,  Mount  Sinai  Hospital) 


FENESTRATION  of  the  labyrinth  for  the 
improvement  of  hearing  in  otosclerosis  has 
passed  a milestone  since  the  great  contributions 
of  Holmgren,  Sourdille,  and  Lempert.  Although 
this  operation  has  not  attained  the  extremely 
high  degree  of  success  originally  predicted,  still 
the  over-all  end  results  have  stood  the  test  of 
time,  and  improvement  in  hearing  sufficient  to 
earn  a living  and  enjoy  an  excellent  social  life  are 
a matter  of  record. 

The  ankylosis  of  the  stapes  in  the  oval  window 
impedes  sound  from  reaching  the  cochlea.  This 
ankylosis  is  assumed  to  be  permanent  and 
irreversible,  hence  the  necessity  for  creating  a new 
window  which  permits  sound  to  reach  the 
cochlea  more  readily.  The  purpose  of  this 
preliminary  report  is  to  present  evidence  that  in 
otosclerosis  the  fixed  footplate  of  the  stapes  in  the 
oval  window  may  be  rendered  freely  movable  by 
manual  manipulation  with  a probe  through  the 
external  auditory  canal.  By  thus  restoring  the 
normal  mechanism  and  function  of  the  intact 
ossicular  chain,  improved  and  even  normal  hear- 
ing has  resulted. 

Method  of  Palpation  and  Mobilization 
of  the  Stapes  in  Otosclerosis 

The  method  consists  of  exposing  the  stapes  at 
the  incudostapedial  junction  under  local 
anesthesia  through  an  ear  speculum  in  the 
external  auditory  canal,  using  the  Zeiss  binocular 
loupe.  The  lower  half  of  the  ear  drum  is  lifted 
out  of  its  sulcus  and  folded  upward  upon  itself, 
thus  exposing  the  contents  of  the  tympanic 
cavity.  This  technic  is  similar  to  the  one  em- 
ployed in  sectioning  the  chorda  tympani  nerve 
for  Meniere’s  disease  (Fig.  I).1-3 

Two  hours  before  operation  the  patient  is 
given  3 grains  of  Nembutal  and  one  hour  before 
operation  (unless  the  patient  is  very  drowsy) 
100  mg.  of  demerol.  In  some  cases  no  pre- 
operative  medication  whatever  is  given.  A total 
of  1 cc.  of  1 per  cent  novocaine  with  3 drops  of 
1:1,000  adrenaline  chloride  is  injected  sub- 
cutaneously at  the  entrance  to  the  external 
auditory  canal  at  three  points:  the  posterior- 
superior,  floor,  and  anterior  wall.  An  incision  is 
made  through  the  skin  over  the  bony  canal  wall 
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Fig.  1.  More  than  the  lower  half  of  the  ear  drum 
has  been  elevated  out  of  its  sulcus  and  folded  up 
upon  itself,  thus  exposing  the  incudostapedial  joint 
for  manipulation. 

beginning  at  about  nine  o’clock  where  the  skin  is 
thickest  and  continued  downward  and  around  to 
about  three  o’clock  on  the  right  side  and  vice 
versa  on  the  left,  about  6 to  7 mm.  external  to  the 
drum.  The  skin  is  separated  from  the  bone  as 
far  as  the  drum;  the  drum  is  then  lifted  out  of 
its  sulcus  and  is  reflected  upward  upon  itself  like 
an  apron.  In  over  85  per  cent  of  the  cases  the 
incudostapedial  junction  is  seen  at  once.  How- 
ever, about  2 to  3 mm.  of  the  very  edge  of  the 
posterior  bony  canal  just  external  to  the  incus  is 
removed  in  order  to  get  a much  wider  exposure. 
This  makes  clearly  visible  the  long  process  of  the 
incus,  the  incudostapedial  junction,  the  head, 
neck,  crura,  and  sometimes  the  footplate  of  the 
stapes,  facial  canal,  stapedius  tendon,  chorda 
tympani  nerve,  a portion  of  the  incudomalleolar 
articulation,  and  the  inner  aspect  of  the  hammer 
handle. 

The  degree  of  mobility  of  the  stapes  is  deter- 
mined by  applying  gentle,  downward  pressure 
with  a probe  against  the  long  process  of  the 
incus  close  to  its  articulation  with  the  stapes. 
When  the  stapes  is  found  freely  movable  by  the 
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Fig.  2.  Probe  can  be  seen  exerting  its  force 
against  the  neck  of  the  stapes  in  order  to  mobilize 
the  footplate.  Specimens  like  this  were  removed 
in  situ  from  fresh  cadavers. 

above  maneuver,  one  can  see  the  incudostapedial 
joint,  the  head,  neck,  and  crura  of  the  stapes, 
and  stapedial  tendon  all  move  together  as  one. 
When  the  stapes  is  rigidly  fixed,  the  above 
maneuver  results  in  slight  motion  of  the  long- 
process  of  the  incus  alone,  but  the  stapes  and  its 
tendon  do  not  move  at  all. 

To  loosen  the  fixed  stapedial  footplate  a 
curved  dental  scaler  is  inserted  above  the  incudo- 
stapedial joint  until  one  can  feel  the  superior 
crus  of  the  stapes  close  to  the  footplate.  As  the 
scaler  ascends  the  superior  crus,  one  suddenly 
feels  a dent  or  depression  which  is  the  neck  of  the 
stapes.  The  neck  of  the  stapes  withstands  great 
pressure  without  fracture  of  the  crura,  and  when 
downward  pressure  is  applied  in  the  line  of  the 
tendon,  the  footplate  suddenly  loosens,  and 
hearing  returns.  Then  when  slight  downward 
pressure  is  applied  against  the  superior  surface  of 
the  long  process  of  the  incus  close  to  its  artic- 
ulation with  the  stapes,  one  can  see  the  incudo- 
stapedial junction,  the  head,  neck,  crura,  and 
tendon  of  the  stapes  all  move  together  as  one 
(Figs.  1 and  2).  The  intact  drum  is  replaced 
in  its  normal  position,  the  patient  remains 
ambulatory  and  on  full  diet  and  leaves  the 
hospital  the  next  day.  There  is  no  postoperative 
vertigo  and  no  after  treatment. 

We  investigated  31  stapes  by  fixing  the  foot- 
plate in  cement  and  suspending  various  weights 
from  the  neck  of  the  crura  (Fig.  3).  The  maxi- 
mum weight  before  fracture  of  the  crura  occurred 


Fig.  3.  Eight-ounce  weight  suspended  from 
neck  of  stapes  to  determine  pressure  required  to 
fracture  neck  of  the  crura. 


was  noted.  The  arithmetic  mean  of  the  weights 
was  166  Gm.  with  a standard  deviation  of  58  Gm. 
The  pressure  exerted  by  the  surgeon  against  the 
neck  of  the  stapes  is  in  a similar  direction  as  that 
exerted  by  the  suspended  weight,  and  the  force 
used  in  surgical  manipulation  is  considerably 
less. 

Case  Reports 

Case  1. — E.  L.,  a man  of  forty-three,  in  good 
health,  had  bilateral  progressive  deafness  for  many 
years.  His  mother  and  grandmother  had  also  been 
deaf  for  a great  many  years.  Outstanding  otologists 
at  various  times  concluded  from  pure  tone  and  speech 
audiometry  that  the  cause  of  deafness  was  otosclero- 
sis and  advised  fenestration.  On  April  3,  1952, 
his  left  drum  was  elevated  through  the  external 
auditory  canal,  and  the  stapes  was  found  to  be  in- 
completely ankylosed.  Pressure  against  the  neck 
of  the  stapes  caused  free  mobility  with  sudden  re- 
turn of  hearing.  There  was  no  postoperative 
vertigo.  Figure  4 is  the  audiogram  taken  one  year 
after  mobilization. 

Case  2. — A.  M.,  age  twenty-two,  noted  bilateral 
progressive  deafness  for  more  than  a year.  Audio- 
metric tests  revealed  conduction  deafness  with 
normal  bone  conduction.  The  left  stapes,  which 
was  found  completely  fixed,  was  mobilized  on  August 
17,  1952,  with  dramatic  return  of  hearing  on  the 
operating  table.  Two  weeks  following  the  mobiliza- 
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Fig.  4.  Case  1 — Solid  line  indicates  the  air  con- 
duction audiogram  just  before  mobilization  of  the 
stapes  of  the  left  ear.  The  dash  line  shows  the  air 
conduction  audiogram  for  the  same  ear  taken  one 
year  after  mobilization.  The  speech  reception 
thresholds  taken  over  the  same  period  are  also 
shown. 


Fig.  5.  Case  2 — Solid  line  indicates  air  conduc- 
tion audiogram  just  before  mobilization  of  the  left 
stapes,  dash  line  four  months  after  mobilization. 


tion  of  the  stapes  his  hearing  reached  the  normal 
level  and  was  still  normal  at  the  end  of  four  months 
(Fig.  5). 

Case  3. — P.  S.,  housewife,  age  forty-five,  had 
bilateral  conduction  deafness  of  many  years  stand- 
ing and  excellent  bone  conduction.  On  July  7, 
1952,  the  stapes  was  found  almost  completely  fixed. 
It  was  mobilized  and  then  moved  freely.  Her  hear- 
ing improved  on  the  operating  table.  She  was  am- 
bulatory the  day  of  operation,  had  no  postoperative 
vertigo,  and  left  the  hospital  the  following  day. 
Audiogram  nine  months  after  mobilization  of  the 
stapes  is  shown  in  Fig.  6. 

Case  4- — L.  B.,  a man  of  thirty-one,  had  bilateral 
progressive  deafness  of  several  years  duration. 
The  hearing  loss  was  48  decibels  in  the  left  ear  and 
43  decibels  in  the  right  ear.  The  preoperative 
bone  conduction  was  10  decibels  in  the  left  ear. 
On  September  9,  1952,  his  left  stapes  was  found 
partially  fixed.  It  was  mobilized  and  then  moved 
freely.  The  hearing  improved  on  the  operating 
table.  The  patient  had  no  postoperative  vertigo 
and  left  the  hospital  the  following  day.  Audio- 


Fig.  6.  Case  3 — Solid  line  indicates  air  conduc- 
tion audiogram  just  before  mobilization  of  left 
stapes,  dash  line  nine  months  after  mobilization. 
Speech  reception  thresholds  for  the  same  period  are 
also  shown. 
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Fig.  7.  Case  4 — Solid  line  indicates  air  conduc- 
tion audiogram  just  before  mobilization  of  left 
stapes,  dash  line  six  months  after  mobilization. 
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Fig.  8.  Case  5 — Solid  line  indicates  air  conduc- 
tion audiogram  just  before  mobilization  of  right 
stapes,  dash  line  nine  weeks  after  mobilization. 


gram  six  months  after  mobilization  of  the  stapes  is 
shown  in  Fig.  7. 

Case  5. — S.,  housewife,  age  fifty-seven,  was  seen 
in  the  outpatient  department.  She  was  aware  of  a 
severe  and  progressive  hearing  loss  for  the  past  three 
years.  The  loss  in  the  right  ear  was  53  decibels  and 
bone  conduction  10  decibels.  Her  right  stapes 
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was  found  rigidly  fixed  on  January  15,  1953.  The 
stapes  was  mobilized,  and  the  hearing  improved  on 
the  operating  table.  She  had  no  postoperative 
vertigo  and  left  the  hospital  the  following  day. 
Audiogram  nine  weeks  after  mobilization  of  the 
stapes  is  shown  in  Fig  8. 

Comment 

Mobilizing  the  partially  or  completely  fixed 
footplate  of  the  stapes  is  followed  by  return  of 
hearing.  Should  the  attempt  at  mobilization 
fail,  fenestration  can  be  performed  later.  Will 
the  ankylosis  of  the  footplate  recur?  Thus  far, 
the  hearing  improvement  in  these  cases  has  been 
maintained.  This  procedure  is  relatively  simple. 
There  is  no  postoperative  vertigo,  no  post- 


operative treatment,  and  it  requires  one  day  of 
hospitalization. 

Summary 

1.  The  fixed  footplate  of  the  stapes  can  be 
moved  freely  by  manual  manipulation  through 
the  external  auditory  canal. 

2.  Improved  and  even  normal  hearing  may 
thus  be  restored. 

101  East  73rd  Street 

Several  of  these  cases  were  tested  by  Dr.  Moe  Bergman, 
audiologist,  New  York  City. 
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not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “ to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2, 1954,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

R.  Townley  Paton,  M.D.,  Chairman 
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THE  CHANGE  IN  THE  MAJOR  CAUSES  OF  DEATH  IN  CHILDREN  AND 
INFANTS  AS  OBSERVED  AT  CHILDREN’S  HOSPITAL,  BUFFALO,  IN 
THE  LAST  TWENTY  YEARS 

Kornel  L.  Terplan  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Pathology,  University  of  Buffalo  School  of  Medicine,  and  the  Children’s  Hospital) 


IT  IS  always  a stimulating  experience  for  a 
pathologist  to  compare  the  major  causes  of 
death  in  different  countries.  My  interest  in  this 
problem  started  about  twenty  years  ago  when 
the  postmortem  findings  of  the  first  three  years  at 
the  Buffalo  Children’s  Hospital  (1931  to  1933) 
were  analyzed.  In  comparing  the  various  causes 
of  death  with  comparable  figures  obtained  in  the 
postmortem  sendees  of  two  children’s  hospitals  of 
the  German  Medical  School  in  Prague  (1928  to 
1930),  I was  greatly  impressed  by  the  higher 
incidence  of  malformations  in  general  and  con- 
genital heart  disease  in  particular  in  the  material 
collected  in  Buffalo.  On  the  occasion  of  a 
symposium  on  the  incidence  of  congenital 
heart  disease,  sponsored  by  the  late  Dr.  Maude 
Abbot  for  the  meeting  of  the  Association  of 
Medical  Museums  in  New  York  in  1935.  our  first 
comparative  figures  from  a three-year  period 
were  presented  by  Dr.  S.  Sanes  and  myself.  The 
incidence  of  congenital  heart  disease  in  the  post- 
mortem material  of  the  Children’s  Hospital  in 
Buffalo  was  between  three  and  four  times  higher 
than  that  observed  in  the  three  preceding  years  at 
the  children’s  hospitals  in  Prague  (1.5  to  5 per 
cent).  In  addition,  a variety  of  congenital 
malformations,  particularly  of  the  gastroin- 
testinal tract,  were  much  more  frequently 
observed  here  than  I had  seen  abroad. 

It  is  realized  that  any  postmortem  analysis  of 
the  various  causes  of  death  is  influenced  by  a 
considerable  number  of  variables,  and  figures 
arrived  at  by  this  type  of  study  might  not  neces- 
sarily be  of  statistical  significance.  One  of  the 
reasons  is  the  selection  of  cases  for  hospitaliza- 
tion; another  is  lack  of  postmortem  consents  in 
all  fatalities.  While  consents  for  complete  post- 
mortem were  100  per  cent  abroad  (by  law),  they 
varied  between  50  and  80  per  cent  in  the  material 
in  Buffalo.  Only  in  the  last  ten  years  was  the 
postmortem  percentage  figure  fairly  constant, 
between  70  and  80  per  cent.  One  factor,  how- 
ever, is  fairly  reliable  in  this  study,  namely,  the 
correct  interpretation  of  the  major  causes  of 
death,  since  the  material  was  controlled  by 
relatively  few  individuals,  all  of  whom  were 
experienced  pathologists. 

Presented,  by  invitation,  at  the  147th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo,  Sec- 
tion on  Pathology  and  Clinical  Pathology,  May  8,  1953. 


While  some  of  these  causes  of  death  in  the  past 
were  largely  of  morphologic  interest — “unusual 
cases,”  such  as  various  malformations  includ- 
ing congenital  heart  disease,  being  frequently 
preserved  in  museums — with  the  astonishing 
development  of  pediatric  surgery  during  the  past 
decade  more  and  more  of  them  today  have  be- 
come important  problems  for  clinical  diagnosis 
and  surgical  treatment.  If  the  present  trend 
apparent  in  the  causes  of  death  in  our  material, 
as  observed  by  the  pathologists,  continues,  one 
cannot  escape  the  feeling  that  these  frequent 
findings  of  congenital  anomalies  might  assume 
the  significance  of  a public  health  problem. 
That  congenital  anomalies  are  not  necessarily 
genetically  conditioned  is  generally  recognized 
since  the  association  of  virus  diseases  during 
early  pregnane}'  with  malformations  of  the  off- 
spring was  first  recognized  by  Gregg,  an 
Australian  eye  physician.  In  addition,  consider- 
able experimental  evidence  has  accumulated  to 
show  the  dependence  of  the  normal  development 
of  the  young  embryo  on  extrinsic  environmental 
factors,  particularly  the  presence  of  adequate 
oxygen.  In  other  words,  findings  as  presented 
here,  which  were  tabulated  over  many  years, 
could  perhaps  at  some  future  date  be  seriously 
considered  in  an  over-all  regimen  of  prenatal 
care. 

A total  of  2,500  postmortem  examinations  were 
analyzed  between  the  years  1935  and  1952  as  to  the 
major  causes  of  death.  The  percentages  are 
presented  in  Tables  I and  II.  As  was  to  be 
expected  with  the  advent  of  sulfa  and  anti- 
biotics, they  show  a very  remarkable  decrease  in 
the  death  rate  from  such  infectious  diseases  as 
pneumonia,  bacterial  meningitis,  septicemia, 
enterocolitis,  peritonitis,  brain  abscess,  and 
tuberculosis.  There  was  a slight  fall  apparent  in 
fatal  cases  of  rheumatic  heart  disease  and  diffuse 
glomerulonephritis,  also  probably  in  connection 
with  the  better  control  of  infectious  processes. 
The  increase  in  combined  malformations  and 
congenital  heart  disease  is  rather  impressive, 
taking  the  postmortem  figures  per  se.  In  addi- 
tion, there  was  a decisive  increase  in  the  death 
rate  from  leukemias  (mostly  the  acute  forms)  and 
from  malignant  tumors  (mostly  malignant 
neuroblastomas  and  medulloblastomas). 

As  Table  II  discloses,  there  was  a consider- 
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TABLE  I. — Comparison  op  Deaths  from  All  Causes 


1935  to  1945 
(Per  Cent) 

1946  to  1952 
(Per  Cent) 

Total  cases 

1 .274 

1 ,226 

Combined  malformation 

7 54 

11.30 

Congenital  heart  disease 

4.71 

9.80 

Rheumatic  heart  disease 

1 .81 

110 

Pneumonia  (all  forms) 

14.68 

6 10 

Bacterial  meningitis 

5 . 57 

2 10 

Septicemia 

4.39 

2 60 

Miscellaneous  infectious  disease 

2 . 

3.30 

Poliomyelitis 

3 . 53 

0.80 

Nephritis 

1 .81 

0.57 

Enterocolitis 

8.95 

■ 4.50 

Brain  abscess 

0.71 

0.24 

Peritonitis 

2.20 

0.98 

Tuberculosis 

2.51 

1.70 

Cystic  fibrosis 

0 47 

0.49 

Leukemia 

0.94 

2.94 

Hemolytic  anemia 

1.20 

0.41 

Malignant  tumors 

1 .26 

2. 86 

TABLE  IX. — Percentage  op  Neonatal  Deaths 

1935  to  1945 

1946  to  1952 

Total  postmortems 

1,274 

1 ,226 

Stillbirth 

149 

173 

Premature 

111 

219 

Neonatal  deaths 

80 

61 

Erythroblastosis 

23 

49 

Anemia,  newborn 

14 

Total 

363  (28.49%) 

516  (42%) 

able  increase  in  the  percentage  of  neonatal 
deaths  (from  28.49  to  42  per  cent).  If  these 
figures  are  compared  with  the  number  of  de- 
liveries in  the  obstetric  department  of  the  same 
hospital,  the  over-all  mortality  for  the  periods 
decidedly  decreased  (from  3.4  to  2.6  per  cent). 
However,  exact  figures  as  to  the  number  of 
deliveries  could  be  analyzed  only  from  the  year 
1940  on.  In  the  first  six  years,  which  include  the 
postmortem  percentages  of  our  first  group,  there 
were  9,845  deliveries;  in  the  second,  seven-year 
period,  from  1946  to  1952,  there  were  17,929 
deliveries.  There  is,  then,  a distinct  reduction 
in  the  number  of  term  stillborns  but  a relative 
increase  in  the  incidence  of  prematurity.  This 
trend  has  become  particularly  apparent  in  the 
last  two  years  since  more  premature  babies  are 
admitted  to  the  premature  clinic  recently 
established  at  the  hospital. 

Our  two  tables  disclose  that  over  40  per  cent  of 
all  deaths  in  the  past  seven  years  from  1946  to 
1952  are  deaths  of  the  neonatal  period,  including 
prematurity,  stillbirths,  and  deaths  from  various 
causes  in  the  first  days  of  life  and  from  erythro- 
blastosis. Whether  or  not  the  decisive  increase 
in  deaths  from  combined  malformations,  in- 
cluding those  of  the  central  nervous  system, 
gastrointestinal  tract,  congenital  diaphragmatic 
hernias,  and  malformations  of  the  urogenital  tract, 
is  reflecting  an  actual  increase  in  the  population, 
only  the  future  will  tell.  As  Dr.  Webster  will 
point  out,  there  are  local  factors  which,  to  a con- 
siderable extent,  can  explain  the  marked  increase 
of  congenital  heart  diseases  in  our  postmortem 
material  during  the  last  four  years.  But  even  in 


itself,  a figure  between  4 and  5 per  cent  as  shown 
in  the  first  column  of  Table  I,  which  is  about  the 
same  as  observed  twenty  years  ago,  is  unusually 
high  in  comparison  with  the  few  postmortem 
statistics  available  from  the  Pathologic  Institute 
of  the  late  German  University  of  Prague. 

In  spite  of  the  large  numbers  of  variables  an 
attempt  will  be  made  to  analyze  the  entire 
material  statistically  in  the  near  future.  For 
the  time  being,  I am  too  well  aware  that  the 
findings  presented  here  are  only  a fraction  of  that 
truth  which  pathologists  owe  the  community. 
The  obvious  changes  in  the  spectrum  of  patho- 
logic findings  as  the  major  causes  of  death  in  early 
infancy  and  childhood,  as  observed  during  the 
past  two  decades,  are  in  themselves  interesting 
enough. 

With  the  great  reduction  of  fatalities  from 
many  bacterial  infections  it  is  obvious  from  our 
figures  that  the  neonatal  period,  various  con- 
genital anomalies,  and,  to  a smaller  extent, 
leukemias  and  other  malignant  diseases  of  child- 
hood are  assuming  a much  greater  significance  as 
major  causes  of  death  than  heretofore.  For  the 
time  being  it  should  be  of  interest  to  collect  com- 
parable data  from  other  children’s  hospitals. 
Whether  or  not  the  figures  presented  here,  with 
all  the  incompleteness  incident  to  this  type  of 
analysis,  indicate  a changing  trend  here  or  else- 
where in  the  country,  we  do  not  know  at  the 
present  time.  Such  studies,  however,  should  be 
carried  out  eventually  on  a nation-wide  scale. 
Their  results  might  contribute  to  a better  knowl- 
edge of  the  problems  of  geographic  pathology,  at 
least  among  peoples  or  nations  with  comparable 
civilizations  and  living  habits. 

Discussion 

William  S.  Webster,  M.D.,  Buffalo  (By  invitation). 
— I have  been  asked  to  discuss  this  paper  in  regard 
to  the  apparent  increased  incidence  of  congenital 
heart  disease,  as  reflected  by  the  figures  presented. 

I can  neither  prove  nor  disprove  this  point.  How- 
ever, it  is  my  impression  that  the  apparent  increase 
in  this  series  is  due  to  circumstances  at  this  particu- 
lar hospital  rather  than  to  an  actual  increased  inci- 
dence in  the  population. 

Pediatric  cardiology  has  made  its  greatest  ad- 
vance in  the  last  ten  years.  The  first  cardiac  opera- 
tion at  the  Children’s  Hospital  was  done  in  1947.  A 
full-time  pediatric  cardiologist  came  here  in  1949. 
The  first  cardiac  catheterization  was  done  here  in 
1949.  As  late  as  1951,  only  about  12  cardiac  cath- 
eterizations were  done  in  the  year.  With  a change 
in  the  philosophy  regarding  the  indications  for 
cardiac  catheterization  52  were  done  in  1952,  many 
of  them  on  seriously  ill  infants. 

In  other  words,  over  the  last  four  years  an  active 
cardiac  service  has  developed  at  Buffalo  Children’s 
Hospital  which  attracts  the  more  seriously  ill  con- 
genital cardiacs  from  a considerable  area  for  diag- 
nostic procedures  and  for  surgical  treatment. 
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Year 

Medical 

Admissions 

Congenital 

Cardiac 

Ratio  of 
Admissions 

1949 

3,620 

43 

1 :84 

1950 

3,740 

70 

1 :49 

1951 

4,000 

94 

1 :43 

1952 

4,000 

135 

1 : 30 

In  conclusion,  I believe  that  the  increased  number 
of  deaths  from  congenital  heart  disease  at  the  Buf- 
falo Children’s  Hospital  is  due  to  factors  other  than 
that  of  increased  frequency  in  the  general  popula- 
tion. 


ADENOMA  AND  ADENOCARCINOMA  OF  THE  APPENDIX 

Siegfried  Tannhauser,  M.D.,  Buffalo,  New  York 
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THREE  main  types  of  malignant  epithelial 
new  growths  arising  from  the  appendix  are 
recognized:  carcinoids  (argentaffin  tumors),  the 
peculiar  transformation  of  the  appendiceal  mu- 
cosa in  mucoceles  responsible  for  the  pseudomyx- 
oma peritonei,  and  finally  adenocarcinoma  of 
colonic  type.  Best  known  to  pathologists  and 
also  the  most  innocuous  from  the  clinical  stand- 
point are  the  carcinoids.  Usually  starting  at  the 
tip  of  the  appendix,  often  in  one  undergoing 
fibrosis  due  to  a chronic  inflammatory  process, 
they  are  mostly  clinically  benign.  A few,  how- 
ever, do  become  malignant.  Willis1  argues 
against  the  name  carcinoid  for  the  reason  that  it 
behaves  as  a truly  infiltrating  carcinoma,  al- 
though he  admits  that  in  most  cases  the  removal 
of  the  appendix  constitutes  a cure.  Hyman2  was 
able  to  collect  24  instances  of  metastasizing  car- 
cinoids of  the  appendix  up  to  1948,  and  several 
more  have  been  reported  since. 

The  second  type  goes  under  various  names; 
the  most  common  designation  is  that  of  a muco- 
cele of  the  appendix  followed  by  pseudomyxoma 
peritonei.  In  the  nomenclature  of  other  au- 
thors3,4 this  group  appears  under  the  comprehen- 
sive heading  of  mucoid  and  cystic  carcinoma. 
Many  of  the  reported  cases  originate  in  an  ap- 
pendix obstructed  at  its  base.  The  intestinal 
epithelium  in  such  a cystic  obstruction  under- 
goes a morphologic  change  toward  a high  colum- 
nar type  resembling  that  of  a pseudomucinous 
cystadenoma.  The  appendix  becomes  distended 
with  viscous  or  gelatinous  mucus,  and  within 
this  mucus  there  are  numerous  viable  epithelial 
cells  sometimes  singly  or  in  small  groups,  some- 
times in  fragments  of  the  cellular  lining  of  the  cyst. 
Except  for  lack  of  major  cellular  anaplasia  the 
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scattered  cells  and  cell  groups  resemble  the  simi- 
lar cell  complexes  seen  in  an  extremely  mucoid 
adenocarcinoipa  of  the  colon.  'When  liberated 
by  rupture  of  a mucocele,  they  have  the  poten- 
tiality to  grow  and  form  mucoid  peritoneal  me- 
tastases  of  the  same  type  as  those  of  the  pseudo- 
mucinous cystadenocarcinoma  of  the  ovary. 

Occasionally  pseudomyxoma  peritonei  does  not 
start  from  a cystic  obstruction  of  the  entire  ap- 
pendix but  from  peculiar  mucoid  or  gelatinous 
blister-like  formations  at  the  serosa  of  the  appen- 
dix. The  microscope  shows  mucous  masses  in- 
filtrating between  the  tissues  of  the  appendi- 
ceal wall  and  the  same  type  of  epithelial  cells 
suspended  in  this  mucus  or  lining  the  borders 
of  the  irregular  cystic  structures,  as  seen  in  the 
mucoceles  of  the  entire  appendix.  These  focal 
mucoceles  may  appear  in  the  submueosa  and 
penetrate  to  the  serosa.  In  one  case  of  our  ob- 
servation a small  diverticulum-like  cyst  lined 
by  well-preserved  columnar  epithelium  and  sur- 
rounded by  a lymphocytic  coat  was  present  in  the 
submucosa.  Farther  in  the  periphery  near  the 
serosa  there  were  irregular  cystic  spaces  without 
epithelial  lining  but  with  numerous  epithelial 
cells  suspended  in  mucous  matter.  The  inter- 
pretation of  this  case  was  a diverticulum  whose 
connection  with  the  appendiceal  lumen  had  be- 
come obliterated.  Subsequently  mucous-secreting 
neoplastic  cells  were  forced  out  into  the  sur- 
rounding tissues.  In  two  other  cases  we  did  not 
have  evidence  of  the  origin  of  these  structures 
in  a diverticulum.  Pseudomyxoma  peritonei  can 
result  from  the  rupture  of  such  a bleblike  serosal 
cyst,  and  the  appendix  may  afterwards  revert  to 
normal  appearance.  We  observed  a case  sug- 
gestive of  this  mechanism  in  a young  man  of 
twenty-three  years  who  died  from  cachexia  after 
several  operations  during  which  huge  amounts  of 
jelly-like  matter  containing  microscopic  epithe- 
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lial  fragments  were  removed  from  the  peritoneal 
cavity.  No  recognizable  source  of  this  malig- 
nancy was  found.  The  appendix  showed  only 
moderate  muscular  hypertrophy  and  fibrosis  of 
the  tip  interpreted  as  suggestive  of  previous  in- 
flammation. 

Publications  on  malignancies  of  the  appendix 
usually  make  a sharp  division  between  this  type 
of  new  growth  and  the  so-called  colonic  type  of 
carcinoma,  even  denying  pseudomyxoma  peri- 
tonei the  character  of  a true  malignancy.1  Since 
in  spite  of  the  lack  of  distant  metastases  this 
condition  is  invariably  fatal,  usually  due  to  ca- 
chexia, we  have  to  accept  its  true  malignant  qual- 
ity. Furthermore,  there  are  tumors  in  the  ap- 
pendix which  exhibit  characteristics  of  both  the 
mucoid-cystic  and  the  infiltrating  type  of  car- 
cinoma. Their  epithelium  is  of  the  high  colum- 
nar, well-differentiated  type  as  in  the  mucoceles, 
but  they  infiltrate  the  wall  outwards  to  the 
serosa.  Such  a case  has  been  lately  reported  by 
Harryman.5 

The  so-called  colonic  type  of  adenocarcinoma  is 
the  most  uncommon  of  all  these  tumors.  The 
definition  of  this  type  of  carcinoma  would  be  an 
early  infiltrating  malignant  tumor  with  marked 
cellular  anaplasia,  reduction  or  lack  of  goblet 
cells,  formation  of  atypical  glands,  and  presence 
of  numerous,  sometimes  atypical  mitoses.  With 
such  characteristics  these  tumors  are  indeed  dif- 
ferent from  the  mucoid  type  which  show  remark- 
ably little  anaplastic  cellular  change.  The  co- 
lonic type  of  carcinoma  is  extremely  rare.  Young 
and  Wyman6  in  a critical  evaluation  of  the  litera- 
ture could  convince  themselves  of  the  validity  of 
the  diagnosis  only  in  four  cases  up  to  1942  to 
which  they  added  the  fifth  one.  Uihlein  and 
McDonald3  in  1943  found  five  adenocarcinomas, 
12  mucoceles,  and  127  carcinoids  in  the  material 
of  the  Mayo  Clinic  over  a thirty-year  period. 
Together  with  other  publications7-9  approxi- 
mately 25  to  30  cases  of  this  type  have  been  re- 
ported up  to  date.  The  difficulty  in  arriving  at  a 
definite  number  derives  from  the  fact  that  some 
authors  eliminate  cases  from  this  group  which 
others  will  accept. 

The  clinical  history  of  patients  with  this  type  of 
lesion  is  usually  one  of  acute  suppurative  appen- 
dicitis due  to  the  obstruction  caused  by  the  new 
growth . Sometimes  periappendiceal  abscesses  are 
found.  The  age  of  the  affected  persons  was  con- 
sistent with  the  usual  age  of  patients  with  car- 
cinoma of  colon  or  rectum,  the  majority  of  cases 
occurring  in  the  fifth  or  sixth  decades,  whereas  the 
malignancies  of  the  pseudomyxoma  peritonei 
type  occur  anywhere  between  the  second  and 
sixth  decade,  with  the  young  age  brackets  pre- 
vailing. 

Besides  the  fully  developed  carcinoma,  polyps 


of  adenomatous  nature,  both  solid  and  papillary, 
have  been  described.  They  may  be  located  at 
the  base  of  the  organ  and  cause  obstruction  and 
inflammation,  even  intussusception.10 

McCollum11  reported  in  1951  a series  of  pe- 
culiar changes  of  the  appendiceal  mucosa  oc- 
curring in  small  or  large  foci  which  they  diagnosed 
as  carcinoma  in  situ.  These  appendices,  some 
of  them  incidentally  removed,  others  on  account 
of  indistinct  lower  abdominal  complaints,  showed 
papillary  growth  or  bizarre  structure  of  the 
glands.  Together  with  increased  secretion  of 
mucus  and  nuclear  changes  this  was  considered 
evidence  of  carcinomatous  cellular  changes. 
To  judge  from  the  illustrations  in  the  paper  by 
these  authors  major  cellular  atypicism  was  ab- 
sent. We  wish  to  anticipate  that  their  cases  are 
consistent  with  three  of  our  cases  which  were  di- 
agnosed by  us  as  papillary  adenomas. 

Case  Reports 

Case  1. — C.  R.,  thirty  years  old,  was  admitted  on 
November  2,  1952,  with  right  lower  quadrant  pain 
of  several  days  duration,  accompanied  by  occasional 
nausea.  Pertinent  physical  findings  were  tender- 
ness and  resistance  in  right  lower  quadrant.  Blood 
count  was  normal.  At  operation  inflammation  of 
the  terminal  ileum  and  cecum  was  seen  to  extend 
approximately  6 inches  along  the  ileum  and  the  same 
distance  along  the  cecum  with  a starting  point  at  the 
base  of  the  appendix.  The  appendix  itself  was  8 
cm.  long,  slightly  thickened,  and  injected.  The 
lumen  contained  a few  small  sessile  polyps  approxi- 
mately 3 mm.  in  diameter.  Microscopic  findings 
were  increase  in  mitoses  and  scantiness  of  the  tunica 
propria  with  absence  of  lymphoid  structures.  Diag- 
nosis was  small  adenomatous  polyps  of  appendix. 
Patient  had  an  uneventful  recovery. 

Case  2. — A.  M.,  eighteen  years  old,  was  admitted 
February  9,  1948,  for  right  lower  abdominal  pain  of 
one  day  duration.  Physical  examination  revealed 
spasm  and  tenderness  in  right  lower  abdominal 
quadrant.  Blood  count  was  normal.  At  operation 
an  8-cm.  long  appendix  was  found.  No  gross 
pathology  was  noted.  The  appendix  was  examined  by 
multiple  cross-sections.  A small  mucosal  polyp 
with  distinct  stalk  was  present  in  the  lumen.  Micro- 
scopically there  was  a lack  of  the  lamina  propria. 
The  appendiceal  glands  were  elongated  and  showed 
increase  in  number  of  goblet  cells.  The  muscularis 
and  serosa  of  the  appendix  were  infiltrated  by  a 
moderate  number  of  eosinophils.  Patient  made  a 
good  recovery. 

These  two  cases  were  accepted  as  true  polyps 
on  account  of  the  difference  in  the  mucosal  struc- 
ture from  that  found  elsewhere  in  the  appendix, 
namely,  reduction  of  tunica  propria  and  lack  of 
lymphatic  apparatus.  We  are  well  aware  that 
it  is  sometimes  difficult  to  distinguish  between 
polyps  and  simple  redundancies  of  the  mucosa 
often  seen  in  routine  material,  especially  in 
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Fig.  1.  Case  3 — Papillary  adenoma  of  appendix 
showing  atypical  architecture  of  mucosa  with  be- 
ginning anaplastic  changes  in  some  cells. 


appendices  containing  fecaliths  orshowing  marked 
lymphoid  hyperplasia.  Sometimes  a stalk  can- 
not be  demonstrated  because  of  the  usual  rou- 
tine in  preparing  appendices  for  microscopic  sec- 
tions by  multiple  cross  sections  of  the  fixed  or- 
gan without  previous  longitudinal  incision.  The 
criteria  for  the  polypous  nature  of  the  lesion  then 
must  be  the  just  mentioned  changes  in  the  tunica 
propria  or  changes  in  the  character  of  the  mucosal 
cells.  Whether  the  clinical  symptoms  were 
caused  by  these  little  polyps  is  hard  to  state  with 
any  certainty.  However,  minor  pains  and  in- 
tussusception-like mechanisms  may  be  present, 
as  was  suggested  in  other  publications.11 

The  next  three  cases  show  the  transition  to 
truly  neoplastic  changes  in  the  appendiceal  mu- 
cosa. 

Case  3. — U.  N.,  a twenty-seven-year-old  white 
male,  was  admitted  on  May  5,  1952,  with  a history 
of  lower  abdominal  pain  of  four  days  duration, 
accompanied  by  episodes  of  nausea.  Physical 
examination  showed  boardlike  rigidity  and  muscle 
spasm  in  the  right  lower  quadrant,  as  well  as  re- 
bound tenderness.  White  cell  counts  of  16,000  and 
19,600  with  marked  left  shift  were  obtained  on  two 
subsequent  occasions.  At  operation  a markedly 
inflamed  appendix  was  removed.  There  was  a 
small  amount  of  pus  in  the  peritoneal  cavity. 

The  gross  pathologic  findings  showed  an  appendix 
8 by  2 by  2 cm.,  containing  in  its  center  an  olive- 
sized fecalith.  There  was  gangrene  of  the  appen- 
diceal wall  distal  to  the  fecalith.  whereas  the  area 
proximal  to  the  fecalith  showed  a polypoid  hyper- 
trophy of  the  mucosa. 

On  microscopic  examination  these  polyps  con- 
sisted of  elongated  glands  sometimes  forming  papil- 
lary processes.  The  individual  cells  were  greatly  in- 
creased in  height  , mucous  secretion  was  very  marked, 
and  the  lumen  of  the  proximal  appendix  was  dis- 
tended with  mucoid  material  (Fig.  1).  There  was 
reduction  of  tunica  propria,  and  the  lymphatic 
apparatus  was  completely  missing.  There  was  a 


Fig.  2.  Case  4 — Papillary  adenoma  of  appendix 
with  glands  showing  piling  up  of  endothelium  and 
hyperchro marie  nuclei. 


diffuse  purulent  inflammation  of  the  entire  appendix, 
markedly  increased  in  severity  in  the  distal  portion. 

The  recovery-  of  the  patient  was  somewhat  stormy 
the  first  few  days,  but  he  left  the  hospital  after  two 
weeks  in  good  condition.  At  present,  one  year  later, 
he  is  in  good  health. 

Case  4 . — Mrs.  A.  C.,  forty-three  years  old,  was 
admitted  on  February  25,  1952,  for  total  hysterec- 
tomy on  account  of  myomatous  uterus.  There  were 
no  complaints  pertaining  to  appendix.  At  operation 
a 650-Gm.  uterus  with  multiple  myomas  was  re- 
moved. The  incidentally  removed  appendix  was  4 
cm.  long  and  distinctly  thickened. 

Dissection  by  multiple  cross  sections  of  the  fixed 
specimen  and  microscopic  examination  revealed  the 
following:  In  two  of  the  four  sections  the  mucosa 
was  entirely  normal.  In  the  other  two  it  showed 
normal  architecture  on  one  side,  whereas  on  the  other 
side  there  were  papillary  processes  with  loss  of  the 
normal  glandular  architecture;  the  glandular 
epithelia,  especially  at  the  tip  of  the  papillae,  were 
elongated  and  exhibited  a moderate  degree  of  pleo- 
morphism;  occasionally  there  was  slight  piling  up 
of  the  epithelium  (Fig.  2).  Nuclei  were  uniform; 
occasionally  there  was  slight  hyperchromatism; 
mitoses  were  not  markedly  increased.  Diagnosis 
was  papillary-  adenoma. 

This  patient  made  an  uneventful  recovery-  and,  as 
far  as  we  know,  has  been  well  to  date. 

Case  5. — Miss  M.  H.,  eighteen  years  old,  was 
admitted  on  account  of  epigastric  and  paraumbilical 
pain  of  one  day  duration.  Physical  examination 
showed  abdominal  tenderness  most  marked  in  the 
right  lower  quadrant  with  some  rebound  tenderness. 
Blood  count  was  normal.  At  operation  a retrocecal 
appendix  tied  down  with  adhesions  and  containing 
fecaliths  was  found. 

The  pathologic  specimen  showed  a 6-cm.  long 
appendix  containing  a pea-sized  fecalith  in  its  center 
and  no  pathology-  in  the  distal  portion.  The  portion 
of  the  appendix  proximal  to  the  fecalith  was  seen  to 
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contain  numerous  minute  papillary  processes  on 
microscopic  examination.  These  were  found  to  be 
limited  to  one  side  of  the  appendix;  the  papillae 
were  irregularly  shaped,  some  showing  branching; 
there  was  no  tunica  propria  in  between  the  glands; 
some  of  the  nuclei  were  slightly  hyperchromatic. 
There  was  also  no  lymphatic  apparatus  underneath 
these  papillary  structures;  occasionally  there  was 
piling  up  of  epithelium  and  slight  pleomorphism  of 
the  cells.  No  major  cellular  anaplasia  was  detected. 
Diagnosis  was  papillary  adenoma. 

The  patient  made  an  uneventful  recovery  and  has 
been  well  to  date. 

In  the  previous  three  cases  there  was  an  adeno- 
matous hyperplasia  of  the  mucosa  of  a type  dis- 
tinguished from  pedunculated  polyps.  In  the 
first  case  the  process  developed  in  the  direction  of 
a diffuse  adenomatous  hypertrophy  of  the  mucous 
glands  with  disappearance  of  the  lymphatic  ap- 
paratus and  tunica  propria.  In  the  other  two 
cases  there  were  focal  papillary  lesions  with  dis- 
appearance of  goblet  cells  and  piling-up  of  epi- 
thelium. As  mentioned  before,  this  type  of 
lesion  has  been  described  by  McCollum11  as  pre- 
invasive  carcinoma.  We  prefer  the  diagnosis  of 
papillary  adenoma  since  truly  carcinomatous  fea- 
tures, such  as  major  cellular  pleomorphism,  sub- 
stantial increase  in  mitoses,  or  nuclear  anaplasia, 
are  lacking  in  ours  as  well  as  in  McCollum’s  case 
if  we  are  allowed  to  judge  from  the  illustrations  of 
his  article.  This  divergence  is  a matter  of  no- 
menclature. If  these  structures  are  called  pre- 
invasive  carcinomas,  the  same  label  should  be 
given  to  many  more  polyps  of  the  colon  and  rec- 
tum, as  is  done  by  most  pathologists  today. 

The  age  of  the  patients  in  our  cases  was  eight- 
een, twenty-seven,  and  forty-three  years.  The 
average  age  in  the  cases  of  McCollum  ranged 
from  eighteen  to  sixty-three  years  with  an  average 
of  forty-four  years. 

Case  6. — W.  J.,  a male,  aged  fifty-six,  was  ad- 
mitted on  January  31,  1949,  with  pain  of  one  day 
duration  and  several  days  history  of  anorexia. 
Physical  examination  revealed  rebound  tenderness 
in  the  right  lower  quadrant.  Temperature  was 
100.8  F.  At  operation  an  acutely  inflamed  appendix 
was  removed. 

The  pathologic  examination  showed  an  appendix 
7 cm.  long,  dark,  discolored,  and  up  to  2 cm.  thick. 
The  microscopic  examination  revealed  an  infiltrating 
adenocarcinoma  involving  the  entire  wall  with  ex- 
tension to  the  serosa.  The  carcinomatous  glands 
consisted  of  high  columnar  cells  with  basally  located 
nuclei.  Glands  as  well  as  nuclei  were  orderly  with 
little  cellular  pleomorphism.  The  resemblance  of 
these  glands  to  those  of  pseudomucinous  cystadeno- 
carcinoma  of  the  ovary  was  striking.  There  were  also 
areas  of  the  appendix  where  there  was  no  infiltration 
(Fig.  3).  Here  the  glands  were  greatly  elongated; 
lamina  propria  was  lacking.  There  was  a moderate 
degree  of  purulent  infiltration  in  the  entire  wall. 


Fig.  3.  Case  6 — Infiltrating  mucoid  carcinoma. 


Recovery  was  somewhat  slow  with  draining  from 
wound,  but  after  two  weeks  the  patient  went  home 
in  good  condition.  According  to  the  attending 
physician  patient  refused  to  have  a follow-up  opera- 
tion performed,  and  after  one  year  he  disappeared 
from  his  physician’s  care. 

This  case  illustrates  the  difficulty  in  the  classi- 
fication of  these  tumors.  We  are  dealing  with  a 
carcinoma  in  which  the  pattern  of  the  infiltration 
of  the  wall  corresponds  to  that  usually  seen  in 
colonic  carcinoma.  At  the  same  time  the  cellu- 
lar structure  was  different  from  the  ordinary 
type  of  the  carcinomas  of  colon  and  rectum  and 
resembled  much  more  the  columnar-mucinous 
type  seen  in  malignant  cystoceles  and  also  in 
pseudomucinous  adenocarcinomas  of  the  ovary. 
There  appears  to  be  no  distinct  rule  in  what  type 
of  appendix  the  carcinoma  of  mucous  or,  on  the 
other  hand,  colonic  character  will  appear.  A case 
of  a colonic  type  of  carcinoma  of  the  appendix 
apparently  developing  in  a cystocele  is  included  in 
the  loan  collection  of  the  Division  of  Laboratories 
and  Research,  New  York  State  Department  of 
Health  (Case  358). 

The  resemblance  of  the  epithelium  in  mucoceles 
and  in  mucoid  type  of  carcinoma  of  the  appendix 
to  that  of  the  pseudomucinous  cystadenoma  of  the 
ovary  has  been  mentioned  several  times.  This 
resemblance  extends  also  to  the  behavior  of  the 
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metastases,  which  in  both  conditions  are  bulky, 
gelatinous,  local  implantations  lacking  the  faculty 
of  invasion.  Perhaps  the  best  explanation  of 
tluis  similarity  is  to  be  found  in  the  origin  of  the 
pseudomucinous  cystadenoma  of  the  ovary  from 
entodermal  elements  of  an  ovarian  teratoma 
(dermoid),  which  at  present  is  the  best  founded 
theory  of  the  origin  of  these  cysts.  One  could 
speculate  that  in  both  instances  the  columnar  cells 
represent  a reversal  to  a more  primitive  level 
with  the  faculty  of  forming  implantation  metas- 
tases. 

Treatment 

Not  much  is  to  be  said  about  the  treatment. 
In  the  cases  of  established  adenocarcinoma  exten- 
sive extirpation  of  colon  and  terminal  ileum  in  a 
follow-up  operation  has  been  advocated  since 
the  diagnosis  is  usually  not  made  during  the  first 
operation.  Several  authors  stress  the  possibility 
that  man}'  of  the  lesions,  especially  those  of  ad- 
enomatous nature,  may  be  removed  undiagnosed. 
Since  they  are  found  at  the  base  of  the  appendix, 
they  may  cause  early  obstruction  and  appendicitis 
and  thus  give  the  stimulus  to  their  own  removal  at 
a time  when  they  are  relatively  harmless.  This 


may  be  an  explanation  why  malignancy  of  the 
appendix  is  a comparatively  rare  disease. 

Conclusion 

Three  cases  of  adenoma  and  one  case  of  adeno- 
carcinoma of  the  appendix  have  been  presented. 
The  relation  of  these  lesions  to  the  other  types  of 
malignancy  originating  in  the  appendix  has  been 
discussed.  It  is  our  opinion  that  there  are  cases 
which  occupy  a transitional  position  between  the 
mucoid  cystic  types  of  malignancy,  as  exempli- 
fied in  pseudomvxoma  peritonei,  and  the  colonic 
type  of  carcinoma. 
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IN  RECENT  years  much  attention  has  been 
focused  on  examination  of  the  cervix  in  appar- 
ently well  women,  particularly  in  regard  to  the 
detection  of  carcinoma.  We  wish  to  report  the 
results  of  gynecologic,  cytologic,  and  histologic  ex- 
aminations of  the  cervix  in  4,453  women  seen  at  the 
Cancer  Detection  Center,  E.  J.  Meyer  Memorial 
Hospital,  from  July  13,  1948,  to  April  16,  1953. 

To  be  examined  at  the  Cancer  Detection  Center, 
women  must  be  in  apparent  good  health.  They 
must  not  be  under  the  care  of  a physician.  As 
part  of  the  general  physical  examination  in  the 
Center,  a detailed  gynecologic  history  is  taken. 
Vaginal  examination  is  done  bimanually  and  with 
speculum . T wo  smears  are  made  from  each  wom- 
an, one  from  the  vaginal  vault  with  a cotton 
tipped  applicator  and  one  from  the  cervix  with 
the  wooden  spatula  designed  by  Ayre.  After 
immediate  fixation  in  ether  alcohol  (95  per  cent) 
the  smears  are  stained  by  the  Papanicolaou 
method.  Biopsies  are  made  concomitantly  with 
smears  to  check  gross  abnormalities  of  the  cervix 
and  subsequent^  if  positive  or  “suspicious” 
smears  are  reported. 

Among  the  4,453  women  examined  in  the 
Cancer  Detection  Center,  4,497  sets  of  vaginal 
and  cervical  smears  were  taken  including  4,453 
original  sets  of  smears  and  44  sets  of  “repeat” 
smears.  For  the  entire  group  1,097  biopsies 
were  made  at  the  Center  or  elsewhere,  of  which 
a few  were  “repeat”  biopsies. 

The  age  distribution  for  all  the  4,453  women 
is  given  in  Table  I. 

The  final  cytologic  interpretation  in  the  total 
group  was  as  follows: 

Class  I (no  abnormal  or  atypical  cells) ....  4,218 
Class  II  (atypical  cells  without  abnormal 

features) 175 

Class  III  (cells  with  abnormal  features, 

“suspicious”) 45 

Class  IV  and  V (positive  for  pathognomonic 
cells) 15 

We  shall  limit  our  report  to  analysis  of  class  IV 
and  V (positive)  smears  with  positive  and  nega- 
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TABLE  I. — Age  Distribution  in  4,453  Women 


Age 

Number 

Under  30  years 

37 

30  to  34  years 

677 

35  to  39  years 

791 

40  to  44  years 

956 

45  to  49  years 

792 

50  to  54  years 

560 

55  to  59  years 

437 

60  years  and  over 

213 

TABLE  II. — Age  Distribution  of 
Positive  Smears 

15  Women  with 

Age 

Number 

35  to  39  years 

4 

40  to  44  years 

2 

45  to  49  years 

4 

50  to  54  years 

3 

55  to  59  years 

1 

60  years  and  over 

1 

tive  cervical  biopsies  for  malignant  change  and 
analysis  of  class  III  (“suspicious”)  smears. 

In  the  15  women  with  positive  smears,  biopsies 
at  the  Cancer  Detection  Center  or  subsequently 
at  another  hospital  were  positive  for  carcinoma 
in  situ  in  ten  cases  and  “negative”  in  five  cases. 
In  one  of  the  latter  cases  carcinoma  in  situ  was 
found  at  hysterectomy. 

All  women  with  positive  smears  were  white. 
The  ratio  of  white  to  Negro  women  coming  to  the 
Cancer  Detection  Center  is  about  nine  to  one. 
The  ages  ranged  from  thirty-six  to  fifty-nine 
years  with  an  average  of  forty-two  (Table  II). 

Women  showing  positive  smears  with  or  with- 
out positive  biopsies  were  referred  to  physicians 
of  their  choosing  for  further  advice  and  manage- 
ment. 

Class  IV  and  V Smears  with 
Positive  Biopsies 

Case  1.- — H.  K.,  thirty-seven  years,  para  2,  was 
examined  on  March  1,  1949.  Her  last  menstrual 
period  was  February  3.  She  had  no  complaints. 
The  cervix  was  large  and  boggy  and  bled  easily. 
Carcinoma  was  suspected.  Vaginal  smear  was  class 
IV,  cervical  class  V.  Biopsy  showed  carcinoma  in 
situ  involving  the  glands.  The  patient  received 
radium  and  x-ray  treatment  during  March  and 
April. 

Follow-up. — In  July,  1949,  vaginal  smear  was 
class  I,  cervical  class  III,  with  radiation  effects. 
Vaginal  and  cervical  smears  were  class  II  with  less 
radiation  effects  in  August,  1949.  In  March,  1950, 
vaginal  and  cervical  smears  were  class  I. 
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Case  2.- — M.  J.,  forty-nine  years,  a widow,  para  1, 
was  examined  October  11, 1949.  Her  last  menstrual 
period  was  in  1944.  She  had  an  occasional  brown 
discharge.  The  cervix  showed  roughening  of  the 
anterior  lip.  and  there  was  a small  fibroid  in  the 
uterus.  Carcinoma  was  not  suspected.  Vaginal 
smear  was  class  IV.  cervical  smear  class  V.  and  biopsy 
showed  carcinoma  involving  the  glands. 

Follow-up. — After  a course  of  radium  and  a 
panhysterectomy  on  December  28.  1949,  at  the  Sis- 
ters of  Charity  Hospital,  the  cervix  showed  radia- 
tion effects  with  atypical  cells  in  endoeervical  glands 
and  no  evidence  of  squamous  carcinoma. 

Case  3.— I.  P.,  fifty-one  years,  para  1,  was  exam- 
ined on  November  17,  1949.  Her  last  menstrual 
period  was  November  11.  There  was  a slight  dis- 
charge and  cervical  erosion.  Carcinoma  was  not 
suspected.  Vaginal  smear  was  class  III.  cervical 
smear  class  It’,  and  biopsy  showed  atypical  changes 
and  early  intraepithelial  carcinoma:  checkup  was 
advised.  Repeat  examination  on  December  1 gave 
the  following  results:  vaginal  smear  class  I,  cervical 
smear  class  IV,  and  biopsy  showed  carcinoma  in 
situ. 

Follouyup.- — Radium  treatment  was  given  on 
January  15,  1950.  and  panhysterectomy  was  per- 
formed at  the  Millard  Fillmore  Hospital  on  March 
16.  1950,  with  report  of  cervix  as  negative  for  car- 
cinoma with  radiation  effects  and  atypical  squamous 
epithelium. 

Case  4. — I.  G.,  forty-eight  years,  para  1.  was 
examined  on  May  25, 1950.  She  had  had  a hysterec- 
tomy in  1936  and  had  no  complaints  at  present. 
There  was  chronic  cervicitis:  carcinoma  was  not 
suspected.  Vaginal  smear  was  class  I,  cervical 
class  IV,  and  biopsy  showed  carcinoma  in  situ. 
Patient  refused  to  see  a physician  for  advice  or 
management. 

Case  5.— D.  S.,  forty  years,  para  0,  was  examined 
on  October  12,  1950.  Her  last  menstrual  period 
was  October  2,  but  she  stated  that  menses  were 
“farther  apart  and  larger.”  Pelvic  examination 
was  not  remarkable;  vaginal  smear  was  class  III. 
cervical  class  III  with  atypical  cells.  No  biopsy 
was  done.  On  November  28  repeat  vaginal  and 
cervical  smears  were  class  V,  and  biopsy  showed 
carcinoma  in  situ. 

Follow-up. — Total  hysterectomy  was  performed 
December  9,  1950,  at  Millard  Fillmore  Hospital, 
and  carcinoma  in  situ  involving  the  glands  was 
found. 

Case  6. — M.  K.,  forty-nine  years,  para  2,  was 
examined  on  December  5,  1950.  Her  last  menstrual 
period  was  in  1947,  but  she  had  occasional  spotting. 
On  pelvic  examination  the  cervix  was  clean,  the 
endocervix  bled  easily;  carcinoma  was  suspected. 
Vaginal  smear  was  class  III,  cervical  class  IV. 
Biopsy  showed  carcinoma  in  situ  involving  the  glands. 

Follow-up. — Total  hysterectomy  was  performed 
on  December  19.  1950,  at  Our  Lady  of  Victory  Hos- 
pital. and  carcinoma  in  situ  involving  the  glands  and 
with  invasion  was  found. 

Case  7. — A.  M.  J.,  thirty-nine  years,  a divorcee, 


para  3,  was  examined  on  December  12,  1950.  Her 
last  menstrual  period  was  November  29.  She  had 
no  complaints.  There  was  cervical  erosion  and  a 
small  fibroid  in  the  uterus;  carcinoma  was  not  sus- 
pected. Vaginal  smear  was  class  in,  cervical  class 
IV.  Biopsy  showed  inflammation.  Repeat  smears 
and  biopsy  on  January  2,  1951,  showed  vaginal 
smear  class  I.  cervical  class  IV.  and  biopsy  was  con- 
sidered carcinoma  in  situ  with  checkup  advised. 

Follow-up.- — Smears  were  positive  on  January  26 
at  Roswell  Park  Memorial  Institute,  and  biopsy 
showed  questionable  carcinoma  in  situ.  Ring  biopsy 
of  the  cervix  on  February  7 revealed  squamous  car- 
cinoma in  situ.  The  patient  was  treated  with 
radium  on  February  9,  1951.  In  February,  1953, 
there  was  no  clinical  evidence  of  tumor. 

Case  8.- — A.  W.,  thirty-seven  years,  para  1.  was 
examined  on  August  21,  1952.  Last  menstrual 
period  was  August  2.  She  had  no  complaints. 
There  was  slight  cvstoeele  and  cystic  cervicitis,  and 
the  uterus  was  slightly  enlarged;  carcinoma  was  not 
suspected.  Vaginal  smear  was  class  I,  cervical 
class  III  with  atypical  cells.  Biopsy  showed  atypi- 
cal epithelial  changes;  checkup  was  advised.  Re- 
peat smears  and  biopsy  on  October  7 gave  the  fol- 
lowing results:  vaginal  smear  unsatisfactory,  cer- 
vical class  V,  and  biopsy  showed  carcinoma  in  situ 
with  involvement  of  glands. 

Follow-up. — Panhysterectomy  was  performed  in 
November,  1952,  at  Deaconess  Hospital  at  which 
time  carcinoma  in  situ  of  cervix  involving  glands 
and  leiomyoma  of  corpus  uteri  were  found. 

Case  9.- — A.  V.,  sixty-one  years,  para  7,  was 
examined  on  January  15,  1953.  Last  menstrual 
period  was  in  1945.  She  had  no  complaints.  Cys- 
tocele  and  rectocele  were  seen  on  pelvic  examination; 
carcinoma  was  not  suspected.  Vaginal  smear  was 
class  HI.  cervical  class  IV.  Initial  biopsy  showed 
carcinoma,  and  repeat  biopsy  was  reported  as  inflam- 
mation, no  stratified  squamous  epithelium. 

Case  10. — M.  R.,  fifty  years,  para  1,  was  exam- 
ined January  29,  1953.  Last  menstrual  period  was 
January  20.  She  had  no  complaints.  Pelvic 
examination  revealed  cvstoeele  and  cervicitis  with 
easy  bleeding;  carcinoma  was  not  suspected.  Vag- 
inal smear  was  class  II.  cervical  class  IV;  biopsy 
showed  inflammation.  Repeat  vaginal  and  cervical 
smears  on  February  9 were  reported  as  class  I. 

Follow-up.- — At  Deaconess  Hospital  on  February 
26.  1953,  a dilatation  and  curettage  was  performed 
and  irradiation  treatment  with  radium  given. 
Scrapings  were  positive  for  carcinoma  in  situ  of  the 
cervix.  Hysterectomy  was  performed  on  April  14, 
1953,  with  the  cervix  reported  negative  for  carci- 
noma. (When  reviewed  by  two  other  cytologists, 
smears  of  this  case  drew  the  interpretations  of  posi- 
tive and  “suspicious”  for  the  original  cervical  smear 
and  both  negative  for  the  repeat  smears. ) 

No  woman  admitted  any  gynecologic  com- 
plaints at  the  time  of  making  appointment  for 
examination  at  the  Center  or  when  giving  infor- 
mation for  the  general  history  at  the  Center.  On 
specific  questioning  by  the  gynecologist,  however, 
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two  women  gave  information  of  slight  vaginal 
discharge,  one  of  occasional  spotting,  and  one  of 
irregular  menses.  In  two  women  the  cervix  was 
not  remarkable  on  inspection.  In  eight,  the 
cervix  was  abnormal  (cervicitis,  erosion,  easy 
bleeding,  etc.).  In  the  two  cases  where  there  was 
easy  bleeding  of  the  cervix,  carcinoma  was  sus- 
pected grossly. 

In  eight  women  vaginal  or  cervical  smears,  or 
both,  were  positive  (class  IV  and  V)  at  the 
original  examination  in  the  Center,  and  in  two 
women  smears  were  “suspicious”  (class  III)  at 
the  original  examination  and  positive  on  the  first 
“repeat”  examination  requested  by  the  cytologist. 

Among  the  ten  women  the  gynecologist  took 
a cervical  biopsy  at  the  original  examination  in 
nine.  (A  cervical  biopsy  is  taken  at  original 
examination  at  the  Center  in  about  one  out  of  five 
women).  The  biopsy  was  positive  in  five,  nega- 
tive in  two,  and  “suspicious — check”  in  two.  In 
the  last  four  women  “repeat”  biopsy  was  re- 
ported positive.  In  case  5 where  original  smears 
were  “suspicious,”  the  first  biopsy,  made  at  the 
time  of  “repeat”  smears,  was  positive. 

Of  14  vaginal  smears  taken  at  original  or  “re- 
peat” examinations,  one  was  unsatisfactory,  five 
were  negative,  five  “suspicious,”  and  three  posi- 
tive. Of  14  cervical  smears  one  was  negative, 
two  were  “suspicious,”  and  1 1 positive.  Among 
the  original  smears  for  the  ten  women  the  vaginal 
smear  was  negative  in  three,  and  the  cervical 
smear  was  not  once  negative. 

For  the  ten  women  with  positive  smears  and 
positive  biopsies,  follow-up  information  was 
available  in  all.  Two  women  had  radiation 
treatment  alone,  and  “repeat”  smears  or  gross 
findings  were  negative.  In  three  women,  where 
management  consisted  of  radiation  and  hysterec- 
tomy, routine  sections  of  the  extirpated  cervix 
showed  no  evidence  of  malignant  change.  In 
three  women  hysterectomy  was  the  only  treat- 
ment, and  in  all  of  these  routine  sections  of  the 
extirpated  cervix  at  three  different  hospitals, 
other  than  the  E.  J.  Meyer  Memorial  Hospital, 
showed  nonin vasive  or  invasive  carcinoma.  One 
woman  refused  to  see  a physician  for  checkup, 
advice,  or  management  after  her  examination  at 
the  Center.  In  one  woman  no  definite  treat- 
ment had  yet  been  carried  out  at  the  time  of  writ- 
ing this  paper. 

Case  IV  and  V Smears  with 
"Negative”  Biopsies 

Case  11. — M.  M.,  forty-eight  years,  para  0,  was 
examined  on  August  31,  1948.  Last  menstrual 
period  was  August  7.  She  had  no  complaints. 
Pelvic  examination  was  negative,  vaginal  smear 
class  I,  cervical  smear  class  III;  no  biopsy  was  done. 
Repeat  smears  and  a biopsy  were  done  on  September 


14  at  which  time  vaginal  smear  was  class  IV,  cer- 
vical class  V,  and  biopsy  was  reported  as  negative 
with  marked  crushing  of  squamous  epithelium  and 
questionable  atypical  changes.  The  smears  were 
checked  by  Dr.  Papanicolaou  who  felt  they  “suggest 
early  carcinoma  in  situ.”  The  patient  refused  to 
see  a physician  for  checkup  or  advice  and  manage- 
ment. 

Case  12.- — D.  K.,  thirty-six  years,  para  4,  was 
examined  on  March  31,  1949.  Last  menstrual 
period  was  March  2.  There  were  no  complaints. 
The  cervix  was  lacerated,  and  there  was  a small 
fibroid  in  the  uterus;  carcinoma  was  not  suspected. 
The  vaginal  smear  was  unsatisfactory,  cervical 
smear  class  III,  and  biopsy  was  not  done.  Repeat 
smears  and  a biopsy  were  taken  on  April  16;  cervical 
smear  was  class  IV,  and  the  biopsy  showed  atypical 
epithelial  cells.  Repeat  smears  and  biopsy  on  April 
26  showed  vaginal  and  cervical  smears  class  I with 
abundant  purulent  exudate.  Biopsy  showed  in- 
flammation and  atypical  epithelial  cells;  checkup 
was  advised. 

Follow-up.- — Examination  at  Roswell  Park  Me- 
morial Institute  on  August  11  was  as  follows:  vaginal 
and  cervical  smears  class  I;  cervical  biopsy  showed 
cystic  cervicitis;  endometrial  scrapings  revealed 
hyperplasia. 

Case  13/ — V.  P.,  forty  years,  single,  was  exam- 
ined on  December  19,  1950.  Last  menstrual  period 
was  December  12.  Moderate  leukorrhea  was  pres- 
ent, the  cervix  was  not  remarkable,  and  carcinoma 
was  not  suspected.  Vaginal  smear  was  class  II, 
cervical  class  III  with  atypical  cells,  probably  in- 
flammatory. No  biopsy  was  done.  Repeat  smears 
on  January  16,  1951,  showed  cervical  class  IV  and 
on  January  25  class  III.  Biopsy  was  reported  as 
follows:  “negative,”  inflammation,  stratified  squa- 
mous epithelium  markedljr  crushed  with  questionable 
atypical  changes. 

Follow-up. — Hysterectomy  was  performed  on 
February  16,  1951,  at  the  Millard  Fillmore  Hospital 
at  which  time  carcinoma  in  situ  of  the  cervix  was 
found. 

Case  14. — H.  S.,  fifty-one  years,  para  0,  was 
examined  on  June  3,  1952.  Her  last  menstrual 
period  was  in  1950.  She  had  no  complaints.  Pelvic 
examination  revealed  adhesions  between  the  an- 
terior and  posterior  vaginal  walls,  senile  atrophy, 
cervix  not  well  visualized,  and  uterus  small  and 
retroverted;  carcinoma  was  not  suspected.  Vaginal 
smear  was  class  III,  cervical  class  IV ; no  biopsy  was 
done.  Repeat  smears  on  June  10  showed  vaginal 
smear  class  IV  and  cervical  class  V ; biopsy  was  not 
performed.  . 

Follow-up.- — Cervical  biopsy  performed  on  June 
12  at  the  Sisters  of  Charity  Hospital  was  reported 
as  “negative”  with  practically  no  squamous  epithe- 
lium, one  minute  fragment  crushed,  and  questionable 
atypical  changes.  Smears  on  October  2 were  both 
class  I. 

Case  15.- — M.  E.,  fifty-nine  years,  separated,  para 
1,  was  examined  on  July  8,  1952.  Last  menstrual 
period  was  in  1942.  She  had  no  complaints.  There 
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was  senile  vaginitis  and  cervicitis,  the  cervix  was 
flush  with  the  vaginal  wall;  carcinoma  was  not  sus- 
pected. Vaginal  smear  was  class  IV  and  cervical 
class  III;  biopsy  was  not  done.  Repeat  smears 
on  July  23  showed  both  vaginal  and  cervical  smears 
class  IV,  and  biopsy  was  reported  as  showing  inflam- 
mation. 

Follow-up.- — Cervical  biopsy  performed  on  August 
15  at  Buffalo  General  Hospital  was  reported  as  not 
malignant. 

Xo  woman  admitted  any  gynecologic  com- 
plaints on  coming  to  the  Center.  In  the  de- 
tailed gynecologic  history,  one  woman  informed 
the  examiner  of  leukorrhea.  In  one  woman  the 
cervix  was  lacerated;  in  two  the  cervix  was  not 
well  visualized  with  senile  changes,  and  in  two  the 
cervix  was  not  remarkable. 

In  two  women  vaginal  or  cervical  smears  were 
judged  positive  at  original  examination  in  the 
Center.  In  one  of  these  women  “repeat”  smears 
were  positive,  and  then  on  second  “repeat” 
examination,  smears  were  negative.  In  the  other 
case  repeat  smears  were  positive. 

In  three  women  smears  were  “suspicious”  at 
the  original  examination.  Repeat  smear  was 
positive  in  case  11.  and  this  interpretation  was 
confirmed  by  Dr.  Papanicolaou.  In  case  12 
“repeat”  smear  was  positive,  then  negative  on  two 
subsequent  “repeat”  examinations.  In  the  third, 
case  13,  “repeat”  smear  was  positive,  and  on 
second  “repeat”  examination,  “suspicious.” 

At  time  of  writing  this  paper,  all  smears  in 
cases  1 2 to  15  were  submitted  for  review  without 
clinical  or  bioptic  information  to  Dr.  Dorothy 
Shaver,  cytologist.  at  the  Buffalo  General  Hos- 
pital. Dr.  Shaver’s  conclusions  coincided  with 
ours  for  cases  12  and  14.  In  case  13  Dr.  Shaver 
found  smears  at  all  examinations  positive.  In 
case  15  she  found  the  original  vaginal  smear 
positive  and  “repeat”  vaginal  and  cervical  smears 
negative. 

Among  12  vaginal  smears  taken  at  original 
and  “repeat”  examinations  by  the  Center,  one 
was  unsatisfactory  and  one  “suspicious,”  six 
were  negative,  and  four  positive.  Among  13 
cervical  smears  two  were  negative,  five  “suspi- 
cious.” and  six  positive. 

Xo  biopsies  were  made  at  the  original  examina- 
tion of  the  five  women  under  discussion.  Subse- 
quent biopsies  at  the  Center  or  elsewhere  were 
“negative”  for  carcinoma.  In  four  women  biop- 
sies were  not  altogether  satisfactory  because  of 
marked  crushing  or  lack  of  epithelium. 

Follow-up  information  disclosed  that  one 
woman  had  a hysterectomy  with  positive  findings 
in  the  cervix  for  carcinoma  in  situ.  One  woman 
refused  to  see  a physician  for  advice  or  manage- 
ment, and  the  other  three  received  no  specific 
treatment. 


Class  III  (Suspicious)  Smears 

In  50  women  vaginal  and/or  cervical  smears 
were  originally  interpreted  “suspicious”  (class 
III).  Repeat  smears  were  made  in  39  women. 
In  five  cases  repeat  smears  were  positive;  these 
have  already  been  discussed  under  “positive 
smears  with  positive  biopsies”  (cases  5,  7,  9,  10) 
and  under  "positive  smears  with  negative  biop- 
sies” (case  12).  In  two  women  original  and  re- 
peat smears  were  class  III,  but  biopsy  was  nega- 
tive. 

The  number  of  cases  classified  as  “suspicious” 
according  to  years  was  as  follows: 


1948- 1949 22 

1949- 1950 8 

1950- 1951 5 

1951- 1952 9 

1952- 1953 6 


Two  cases  in  this  group  were  of  particular  in- 
terest. 

Case  16.- — E.  M.,  thirty-three  years,  white,  para  0, 
was  examined  on  April  8,  1952.  Last  menstrual 
period  was  March  1.  There  was  moderate  vaginal 
discharge  and  irregular  menses,  as  well  as  cervical 
erosion  and  retroverted  uterus;  carcinoma  was  not 
suspected.  Vaginal  and  cervical  smears  were  nega- 
tive; cervical  biopsy  showed  carcinoma  in  situ  with 
checkup  advised.  Repeat  smears  and  biopsy  on 
April  22  showed  vaginal  smear  class  I,  cervical  class 
III.  and  biopsy  carcinoma  in  situ. 

Follow-up. — Total  hysterectomy  was  performed 
on  May  11  at  Mercy  Hospital  with  negative  findings 
in  the  cervix. 

Case  17  - — M.  A.  C.,  thirty-three  years,  Negro, 
para  0.  was  examined  April  9,  1953.  Last  menstrual 
period  was  March  19.  There  were  no  complaints. 
There  was  easy  bleeding  of  the  cervix  at  the  squa- 
mocolumnar  junction.  Carcinoma  was  not  sus- 
pected. Vaginal  smear  was  class  II,  cervical  class  III. 
Biopsy  showed  invasive  squamous  cell  carcinoma. 

Follow-up.- — Hysterectomy  was  performed  at  the 
Sisters  of  Charity  Hospital,  and  the  cervix  showed 
invasive  carcinoma  with  carcinoma  in  situ  involving 
the  glands. 

Comment 

Examination  of  the  cervix  in  apparently  well 
women  without  presenting  gynecologic  complaints 
has  raised  certain  questions,  particularly  in  re- 
gard to  the  detection  of  carcinoma.  What  con- 
stitutes an  adequate  examination  of  the  cervix 
within  the  practical  limits  of  our  present  diagnos- 
tic methods?  What  is  the  yield  of  noninvasive 
and  invasive  carcinoma  of  the  cervix  from  exam- 
ination of  apparently  well  women?  What  is  the 
relative  value  of  cjinlogic  and  bioptic  examina- 
tion of  the  cervix?  What  factors  influence  the 
results  in  cytologic  and  bioptic  examination? 
What  is  the  biologic  significance  of  noninvasive 
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carcinoma  (carcinoma  in  situ)?  How  should  the 
apparently  well  woman  with  positive  smears, 
showing  positive  or  negative  biopsies,  be  advised 
on  follow-up  or  management?  We  shall  touch 
on  these  questions  from  our  personal  experience, 
but  we  realize  that  our  data  are  insufficient  to 
draw  definite  statistical  conclusions. 

According  to  Fremont-Smith,1  “initially  in- 
spection of  the  cervix  and  biopsy  of  all  suspicious 
areas  were  considered  adequate  for  exclusion  of 
cancer.  As  it  was  learned  that  early  malignant 
disease  could  exist  in  a cervix  harboring  an  ap- 
parently innocuous  lesion  or  even  in  one,  com- 
pletely normal  in  appearance,  multiple  biopsies 
(also  ring  biopsy)  and  later  cytologic  examina- 
tions were  included.”  In  none  of  our  13  cases  of 
carcinoma  in  situ  or  invasive  carcinoma  was  the 
lesion  definitely  diagnosed  by  inspection  of  the 
cervix.  In  only  two  cases  was  carcinoma  sus- 
pected because  of  easy  bleeding.  In  one  case  of 
invasive  carcinoma  where  there  was  also  easy 
bleeding,  malignant  change  was  not  considered. 
Some  abnormality  of  the  cervix  was  noted  on  in- 
spection in  ten  of  the  13  cases  showing  malignant 
change. 

Our  series  of  cytologic  examinations  as  finally 
interpreted  in  4,453  apparently  well  women 
yielded  15  positive  smears  for  a 0.34  percentage. 
Ten  women  with  positive  smears  showed  positive 
biopsies  for  carcinoma  in  situ;  one  woman  with 
positive  smear  showed  “negative”  biopsy  but 
carcinoma  in  situ  of  cervix  at  hysterectomy;  two 
women  with  negative  or  “suspicious”  smears 
showed  positive  biopsies.  The  yield  of  histologi- 
cally proved  carcinoma  in  situ  and  invasive  car- 
cinoma was  0.29  per  cent.  According  to  Taylor,2 
0.3  per  cent  is  the  maximum  possible  detection 
rate  of  intraepithelial  carcinoma  in  gynecologi- 
cally  symptomless  patients.  In  certain  of  our 
patients,  specific  questioning  elicited  gynecologic 
complaints. 

In  our  13  cases  of  histologically  proved  car- 
cinoma in  situ  or  invasive  carcinoma,  smears  at 
the  original  examination  were  positive  in  eight 
cases,  “suspicious”  in  four  cases,  and  negative 
in  one  case.  Repeat  smears,  made  in  only  three 
of  the  four  “suspicious”  interpretations,  were  posi- 
tive and  in  the  one  negative  interpretation, 
“suspicious.”  Cervical  smears  were  more  fre- 
quently positive  than  vaginal  smears.  The  first 
biopsy  taken  was  “positive”  or  "suspicious — 
check”  in  ten  women  and  negative  in  three 
women.  With  use  of  smears  alone  then,  one  case 
of  carcinoma  would  have  been  finally  overlooked. 
With  use  of  biopsies  alone,  as  carried  out  selec- 
tively in  the  Cancer  Detection  Center,  three  cases 
of  carcinoma  would  have  been  finally  overlooked . 
At  the  time  of  this  report  ten  women  with  posi- 


tive biopsies  had  received  treatment.  Five  pa- 
tients, treated  with  irradiation  alone  or  with  irra- 
diation and  hysterectomy,  showed  negative  find- 
ings for  carcinoma  on  smear,  inspection,  or 
microscopic  section  of  cervix.  In  the  five  pa- 
tients treated  with  hysterectomy,  the  cervix  of  four 
examined  at  four  different  hospitals,  other  than 
the  E.  J.  Meyer  Memorial  Hospital,  revealed 
carcinoma  in  situ  with  involvement  of  glands 
twice  and  invasive  carcinoma  twice.  In  one  pa- 
tient who  had  had  two  positive  biopsies  before 
being  treated  with  hysterectomy,  the  extirpated 
cervix  was  negative  for  carcinoma. 

Among  the  15  cases  of  positive  smears  as  finally 
diagnosed  at  the  Center,  there  were  five  “nega- 
tive” biopsies.  Except  for  two  cases  the  positive 
smears  were  not  consistently  found  but  spotty  in 
distribution  among  negative  and  “suspicious” 
smears.  It  is  significant  to  point  out  that  when 
the  smears  in  four  cases  of  the  group  that  we  are 
discussing  were  reviewed  without  clinical  or 
bioptic  information  at  time  of  writing  this  paper 
by  another  cytologist,  Dr.  Dorothy  Shaver,  posi- 
tive interpretations  were  still  made  in  all.  The 
positive  interpretation  in  the  fifth  case  of  this 
group  was  confirmed  by  Dr.  Papanicolaou.  In 
one  patient  the  private  physician  elected  to  do  a 
hysterectomy;  microscopic  findings  in  the  cervix 
were  those  of  carcinoma  in  situ.  In  regard  to 
the  four  other  patients,  we  had  no  follow-up  in- 
formation on  the  cervix  beyond  that  from  the 
biopsy,  either  because  the  patient  refused  to  see  a 
physician  for  advice  and  management  or  because 
no  further  treatment  was  carried  out  after  “nega- 
tive” biopsy. 

Several  factors  in  our  series  could  be  considered 
as  influencing  the  cytologic  and  bioptic  results. 
Inflammation  and  senile  changes  of  the  cervix 
were  present  in  our  cases  with  “negative”  biopsies 
and  positive  smears.  Location  of  the  lesion, 
absent  or  inconsistent  shedding  of  tumor  cells, 
improperly  obtained  smears  with  insufficient  ma- 
terial or  with  much  purulent  exudate  might 
have  accounted  for  false  negative  or  “suspicious” 
interpretations.  Decrease  in  number  of  “suspi- 
cious” smears  after  the  first  year’s  work  in  our 
series  emphasized  experience  of  cytologist  as  an 
influencing  factor.  Because  the  Cancer  Detec- 
tion Center  is  an  outpatient  clinic,  ring  or  cone 
biopsies  were  not  made.  Tissue  diagnosis  was 
rendered  difficult,  and  histologic  results  had  to  be 
qualified  because  of  single  biopsies  that  were 
often  small,  superficial,  crushed,  altered  from 
electrical  current,  and  because  they  were  sec- 
tioned as  routine  surgical  specimens.  In  seven 
cases  with  positive  smears  we  felt  that  the  original 
or  single  biopsy  taken  and  reported  as  “negative” 
or  “inflammation”  was  not  altogether  satisfac- 
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tory.  In  three  of  these  cases  the  cervix  at  “re- 
peat” biopsy  or  hysterectomy  was  positive  for 
carcinoma  in  situ. 

We  do  not  have  sufficient  follow-up  informa- 
tion in  women  with  class  I and  II  smears  and/or 
negative  biopsies.  From  this  group  one  case 
bore  significance. 

Case  18. — T.  B.  M.,  forty-six  years,  white,  para  0, 
was  examined  on  June  19,  1952.  Vaginal  discharge 
was  admitted  in  the  general  history  and  postcoital 
bleeding  intermittently  for  one  year  in  the  gyneco- 
logic history.  The  cervix  showed  discolored  mucus, 
and  the  uterus  was  retroverted  and  of  normal  size. 
Carcinoma  was  not  suspected.  Vaginal  smear  was 
class  I.  cervical  class  II.  Xo  biopsy  was  done. 
The  patient  was  referred  to  her  physician  for  further 
study. 

Follow-up. — On  August  23  there  was  bleeding  from 
the  uterine  cavity  on  introduction  of  a sound,  and  a 
smear  of  the  blood  was  positive  for  adenocarcinoma. 
Endometrial  biopsy  was  reported  as  suspicious  of 
adenocarcinoma ; uterine  scrapings  on  September  26 
showed  adenocarcinoma.  The  patient  was  to  re- 
ceive radiation  and  surgery. 

We  shall  not  comment  in  any  detail  upon  the 
biologic  significance  of  carcinoma  in  situ.  We 
can  point  out  what  we  have  previously  cited, 
that  in  our  locality  the  physicians  consulted  dur- 
ing the  past  five  years  by  nine  of  the  women  in 
our  series  with  positive  biopsy  for  carcinoma  in 
situ  followed  the  point  of  view  that  the  lesion 


should  be  treated  as  cancer.  In  one  of  the  women 
hysterectomy  disclosed  invasive  carcinoma.  In 
one  woman  with  positive  smear  and  “negative” 
biopsy  the  physician  elected  to  do  hysterectomy, 
and  carcinoma  in  situ  was  found  in  the  extirpated 
cervix. 

Summary 

Vaginal  and  cervical  smears  were  taken  rou- 
tinely on  4,453  women  who  had  denied  gyneco- 
logic complaints  on  seeking  admission  to  a Cancer 
Detection  Center.  In  approximately  one  fourth 
of  the  women  a cervical  biopsy  was  made. 

In  15  women  positive  smears  were  reported 
with  carcinoma  in  situ  or  invasive  carcinoma 
finally  proved  histologically  in  11  of  these  women. 
The  four  other  women  had  “negative”  cervical 
biopsies  for  malignant  change,  but  in  three  of 
these  women  the  biopsies  were  not  felt  to  be  alto- 
gether satisfactory.  In  two  women  with  “sus- 
picious” smears  cervical  biopsies  revealed  non- 
invasive  and  invasive  carcinoma,  respectively. 

The  yield  of  positive  smears  was  0.34  per  cent 
and  of  malignant  cervical  change,  proved  histo- 
logically, 0.29  per  cent. 
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MUSIC  PROVED  A THERAPEUTIC  ACID 

Music  soothes  the  savage  beast — and  aids  in  the 
treatment  of  ill  persons.  “In  acutely  ill  patients 
music  often  produces  effects  of  sedation  and  re- 
assurance, while  in  chronically  ill  patients  music 
is  able  to  divert  the  mind  during  long  periods  of 
convalescence  and  enforced  rest,’’  it  was  stated 
editorially  in  the  September  19  J.A.M.A. 

“Patients  with  tuberculosis,  rheumatic  fever, 
malignant  tumors,  neurological  diseases,  ortho- 
pedic disorders,  and  many  other  chronic  ailments 
frequently  discover  that  music  helps  while  away 
tedious  hours  and  removes  flights  of  the  imagination 
to  more  pleasant  and  relaxing  spheres  of  thought. 
This  can  be  accomplished  with  the  aid  of  background 
music,  records,  books,  musical  instruments,  and 
singing. 

“Since  almost  all  children  enjoy  music  that  is 
tuneful,  accompanied  by  simple  words,  and  that 
relates  a story,  music  is  especially  applicable  as  a 
therapeutic  modality  for  the  juvenile  audience. 


It  is  useful  as  a vehicle  accompanying  games,  and 
it  also  provides  a pleasant  distraction  from  the  dis- 
turbing cries  that  invade  pediatric  wards  of  hospitals. 
It  is  of  particular  value  to  chronically  ill  children 
who  are  required  to  stay  in  bed  for  long  periods  of 
time.” 

Music  is  a useful  adjunct  to  physical  therapy, 
the  editorial  pointed  out.  Mentally  defective  per- 
sons are  more  easily  handled  when  soothing,  rhyth- 
mic music  is  performed,  and  it  has  been  found  in 
dentistry  that  music  allays  anxiety,  raises  the  pain 
threshold,  and  improves  the  doctor-patient  relation- 
ship. Some  obstetricians  use  music  to  allay  anxiety 
and  raise  the  pain  threshold  during  arduous  hours 
spent  by  patients  in  the  labor  room. 

It  also  has  been  observed,  the  editorial  added, 
that  music  in  the  operating  room  serves  as  a bene- 
ficial adjunct  to  the  administration  of  local,  regional, 
or  spinal  anesthesia,  and  that  it  diminishes  appre- 
hension in  patients. 


CHOLINESTERASE  OF  BLOOD  IN  RELATION  TO  ORGANIC 
PHOSPHATE  INSECTICIDES 

Niels  C.  Klendshoj,  M.D.,  and  Milton  Feldstein,  M.A.,*  Buffalo,  New  York 
( From  the  University  of  Buffalo  School  of  Medicine  and  the  Buffalo  General  Hospital) 


ALTHOUGH  organic  phosphates  initially  de- 
/i  manded  attention  as  potential  agents  in 
chemical  warfare,  their  importance  in  everyday 
life  has  been  advanced  by  their  usefulness  as  in- 
secticides. It  would  not  serve  the  purpose  of  this 
paper  to  review  the  large  amount  of  literature 
which  in  recent  years  has  accumulated  pertaining 
to  the  tox'city  of  these  compounds.  A number 
of  papers  and  several  editorials  have  pointed  out 
to  the  clinicians  the  need  for  widespread  knowl- 
edge of  the  effects  of  these  substances  and  proper 
treatment  of  cases  of  poisoning.  Besides  the  high 
toxic  effect  on  various  pests  the  value  of  these 
insecticides  depends  upon  their  ability  to  undergo 
rapid  hydrolysis  with  consequent  destruction  of 
their  poisonous  qualities.  Thus  organic  phos- 
phates possess  two  important  properties  of  an 
ideal  economic  poison,  namely,  high  destructive 
power  and  rapid  inactivation.  As  far  as  we 
know,  no  ill  effects  have  been  reported  from  the 
ingestion  of  foods  sprayed  with  organic  phos- 
phates. On  the  other  hand,  it  is  obvious  that 
persons  engaged  in  the  manufacture  and  use  of 
organic  phosphates  are  exposed  to  a major  haz- 
ard. Parathion  and  tetraethylpyrophosphate 
are  among  organic  phosphates  widely  used  in 
commercial  preparations. 

Organic  phosphates  are  cholinesterase  inhibi- 
tors so  that  the  poisonous  effects  are  those  to  be 
expected  from  the  failure  of  the  normal  reversible 
splitting  of  acetylcholine.  The  symptoms  are 
predominantly  those  equivalent  to  stimulation 
of  postganglionic  fibers  of  the  parasympathetic 
system,  thereby  resembling  the  action  of  musca- 
rine. The  well-known  potentiation  of  the  nico- 
tinic action  of  acetylcholine  by  such  anticholin- 
esterases as  physostigmine  and  neostigmine  is 
also  exhibited  by  the  organic  phosphates. 

It  is  not  difficult  to  diagnose  a case  of  poisoning 
from  organic  phosphates  when  toxic  symptoms 
are  present.  The  symptoms  are  predominantly 
those  resembling  the  action  of  muscarine,  the 
nicotinic  effect  being  less  evident.  Constriction 
of  the  pupils  is  an  early  symptom  associated  with 
a degree  of  giddiness.  Also  the  patient  may  com- 
plain of  tightness  in  the  chest  in  the  early  stages. 
Later  symptoms  include  excessive  salivation, 
nausea,  vomiting,  diarrhea,  abdominal  cramps, 
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and  muscular  twitching.  Pulmonary  edema  is  a 
prominent  feature  of  severe  poisoning  approach- 
ing fatal  termination.  The  obvious  physiologic 
antidote  is  atropine.  It  is  not  our  purpose  to  be 
specific  as  to  treatment,  but  we  would  like  this 
opportunity  to  emphasize  two  points:  the  use 
of  atropine  in  adequate  doses,'  which  in  severe 
poisoning  means  heroically  large  doses,  and  the 
early  institution  of  artificial  respiration  supple- 
mented by  oxygen.  The  high  degree  of  toxicity 
of  the  organic  phosphates  and  the  rapid  progress 
of  symptoms  makes  it  difficult  to  secure  medical 
aid  during  life  in  severe  cases.  We  had  the  op- 
portunity to  study  the  effect  of  the  prankish 
ingestion  of  tetraethylpyrophosphate  by  a six- 
teen-vear-old  boy  who  was  aiding  in  a spraying 
operation  on  a farm.1  In  this  particular  instance 
a physician  happened  to  be  available  within  a 
very  short  distance  from  the  site  of  the  accident. 
This  physician  reached  the  patient  approximately 
at  the  time  death  occurred  which  happened  within 
three  to  four  minutes  after  the  ingestion  of  the 
poison.  We  had  no  difficulty  in  demonstrating 
strong  anticholinesterase  activity  of  the  stomach 
contents,  this  activity  still  of  major  order  in  di- 
lutions of  1 : 1 ,000  of  the  contents. 

The  foregoing  remarks  point  out  the  difficulty  of 
obtaining  data  from  accidental  poisoning  with 
survival.  It  is  much  easier  to  obtain  informative 
data  from  observations  on  industrial  workers  who 
in  their  daily  work  are  exposed  to  organic  phos- 
phates. Such  studies  consist  mainly  of  deter- 
minations of  cholinesterase  levels  in  the  blood. 
We  have  conducted  such  tests  in  a group  of  work- 
ers engaged  in  the  formulation  of  various  com- 
mercial preparations  containing  organic  phos- 
phates. In  our  early  investigations  we  did  a 
number  of  plasma  determinations  but  later 
changed  to  determinations  of  red  cell  cholinesterase 
levels  because  these  cell  determinations  no  doubt 
are  a better  expression  of  the  effect  on  the  cells  of 
the  nervous  system.  All  our  determinations 
have  been  done  by  the  method  of  Michel.2  Our 
determinations  were  made  on  a total  of  109  em- 
ployes. Of  the  total  of  525  determinations  on 
these  employes  to  the  time  of  this  report,  127 
were  made  on  plasma  and  398  on  cells.  If  the 
cholinesterase  values  are  expressed  as  the  ApH 
times  100,  we  found  the  average  to  be  67  and 
76  in  plasma  and  cells,  respectively.  The  range 
was  47  to  89  in  the  plasma  and  54  to  104  in  the 
cells.  It  appears,  therefore,  that  the  range  can 
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be  approximately  expressed  as  the  average  plus 
or  minus  20.  Twenty-nine  of  the  determinations 
were  made  on  people  who  had  definitely  not  had 
any  exposure  to  organic  phosphates.  The  av- 
erage for  this  group  was  79  with  a range  of  62  to 
1 07.  Without  applying  specific  statistical  methods 
we  believe  that  it  is  fair  to  state  that  the  determi- 
nations in  the  entire  group  and  in  the  smaller  con- 
trol group  show  no  over-all  effect  from  exposure 
to  the  insecticides  in  question. 

During  the  entire  study  we  have  not  had  oc- 
casion to  observe  any  symptoms  in  any  of  the 
subjects.  However,  two  of  the  workers  exposed 
to  Parathion  showed  a toxic  effect  on  the  cholin- 
esterase level.  One  of  these  workers  had  a sud- 
den drop  from  a plasma  cholinesterase  of  68  to 
14.  Upon  removal  from  exposure  his  plasma 
cholinesterase  level  rose  rapidly  reaching  a level 
of  73  within  three  days.  During  the  following 
months  two  more  determinations  were  made,  and 
these  did  not  show  any  deviation  from  the  normal. 
During  this  period  he  continued  his  usual  work. 
The  second  man  had  been  observed  over  a pe 
riod  of  three  months  during  which  time  his  cell 
cholinesterase  levels  in  five  determinations  had 
been  recorded  as  65.  65.  68.  66.  and  61.  This 
man  experienced  a sudden  drop  in  cell  cholines- 
terase to  10.  and  he  was  removed  immediately 
from  exposure.  In  four  days  his  cell  cholines- 
terase was  40  and  seventeen  days  later  had 
reached  the  value  of  66.  Neither  of  these  two 
workers  showed  any  symptoms  of  poisoning. 

We  believe  that  the  two  cases  cited  above  teach 
a particularly  important  lesson.  Generally,  it 
is  not  too  difficult  to  guard  against  exposure  to 
organic  phosphates  by  ingestion  or  inhalation. 
A face  mask  and  ordinary  safety  measures  pro- 
vide adequate  protection.  Absorption  through 
the  skin,  however,  provides  a more  insidious 
danger.  The  acuteness  of  this  danger  depends 
upon  factors  such  as  temperature  and 
humidity.  Absorption  through  the  skin  can 
only  be  prevented  by  a very  rigid  cleaning  rou- 
tine. The  insidious  exposure  to  small  amounts  of 
organic  phosphates  presents  a major  problem  in- 
asmuch as  it  appears  that  the  cholinesterase  level 
of  the  cells  or  plasma  can  drop  to  a very  low  level 
without  the  appearance  of  symptoms  of  poisoning. 
The  regeneration  of  cholinesterase  is  slow  enough 
so  that  there  may  be  a distinct  cumulative  effect 
in  factory  workers  without  the  appearance  of 
toxic  symptoms.  Workers  on  the  borderline 
may  appear  as  healthy  as  new  employes  from  all 
practical  standpoints,  but  a relatively  small  ad- 
ditional exposure  may  set  off  a series  of  fatal 
reactions. 

The  degree  of  reversibility  of  the  combination 
of  cholinesterase  with  organic  phosphates  has 
been  subjected  to  various  studies.  Early  ob- 


servations indicated  that  at  least  in  one  situation 
this  combination  was  irreversible.  However, 
this  is  probably  not  true,  and  in  the  two  cases 
cited  above  reactivation  unquestionably  took  place 
at  a reasonably  rapid  rate.  However,  a distinct 
element  of  time  is  involved,  and  other  factors 
such  as  age  may  contribute.  These  other  fac- 
tors may  appear  to  slow  down  regeneration  of 
cholinesterase. 

We  have  based  our  safety  program  for  the 
industrial  group  directly  on  the  above  observa- 
tions. It  is  needless  to  say  that  a program  which 
appears  successful  can  only  establish  arbitrary 
criteria  inasmuch  as  its  success  of  necessity  pre- 
vents the  establishment  of  borderline  situations. 
Pre-employment  cholinesterase  determinations 
are  done  routinely  to  establish  a baseline  for  the 
individual  concerned.  This  is  particularly  im- 
portant since  the  workers  in  the  area  are  often 
recruited  from  the  farm  populations,  and  some  of 
these  people  have  used  organic  phosphates  in 
spraying  operations.  .An  employe  whose  pre- 
employment  cholinesterase  level  is  70  or  more  is 
removed  from  contact  with  organic  phosphates 
if  his  cholinesterase  level  at  any  time  falls  below 
50.  In  employes  with  a pre-employment  level 
of  less  than  70.  removal  from  exposure  is  ordered 
if  at  any  time  he  has  a drop  in  cholinesterase  ex- 
ceeding 25  per  cent.  The  interval  between  rou- 
tine determinations  has  been  set  arbitrarily'  at 
two  weeks,  and  during  the  four  years  the  program 
has  been  in  effect  this  has  been  found  to  be  ade- 
quate. It  may  be  noted  that  the  importance  of 
this  project  has  been  explained  to  the  employes 
concerned,  and  their  cooperation  has  materially 
aided  the  success  of  the  program. 

Summary 

We  have  reviewed  our  determinations  of  cell 
and  plasma  cholinesterase  in  109  workers  of 
which  29  initial  determinations  before  employ- 
ment have  been  used  as  control  values.  On 
the  basis  of  these  observations  we  have  estab- 
lished certain  arbitrary  precautionary  measures 
to  prevent  poisoning  from  insidious  exposure  to 
organic  phosphates. 
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Discussion 

John  J.  Clemmer,  M.D.,  Albany. — In  1951  I 
examined  a number  of  organs,  heart,  liver,  lungs, 
spleen,  and  kidneys,  removed  postmortem  from  rats 
which  had  been  treated  orally  and  intraperitoneally 
with  organic  phosphorus  compounds  by  Dr.  William 
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B.  Deichmann,  professor  of  pharmacology  at  the 
Albany  Medical  College. 

The  compounds  given  were  Systox  and  Potosan 
(diethoxythiophosphoric  ester  of  p-ethylmercapto- 
ethanol  and  diethoxythiophosphoric  ester  of  4- 
methyl  7-hydroxycoumarin).  Oral  dose  levels 
varied  from  4 to  20  per  cent  LDso.  Intraperitoneal 
injections  of  these  compounds  in  com  oil  were  given 


in  doses  of  4 to  20  per  cent  LDso.  Control  animals 
were  given  com  oil  without  the  organic  phosphates. 
The  animals  were  given  65  doses  over  a period  of 
ninety  days.  No  gross  or  microscopic  anatomic 
pathology  was  demonstrable  which  could  be  attrib- 
uted to  the  organic  phosphates.  The  findings  in  the 
control  animals  were  essentially  the  same  as  in  those 
which  received  the  organic  phosphates. 


AMNIOTIC  FLUID  PULMONARY  EMBOLISM 

Bernard  W.  Juvelier,  M.D.,  and  Eugene  Sullivan,  M.D.,  Buffalo,  New  York 
{From  Our  Lady  of  Victory  Hospital ) 


MATERNAL  amniotic  pulmonary  embolism  as 
a cause  of  death  was  first  brought  to  the  at- 
tention of  physicians  by  Steiner  and  Lushbaugh1  in 
1941.  Their  findings  in  eight  cases  were  repro- 
duced by  them  in  animals.  Until  October,  1950, 17 
cases  were  reported.  Mallory  et  a/,  described  three 
additional  cases.  It  is  the  purpose  of  this  paper 
to  present  a case  which  fits  the  picture  described 
by  the  previous  authors. 

Case  Report 

A forty-two-year-old,  white  female,  para  3, 
gravida  5,  was  admitted  to  Our  Lady  of  Victory 
Hospital,  apparently  at  term  and  in  active  labor. 
Her  membranes  had  ruptured  at  3 : 30  a.m.,  and  labor 
started  at  11:50  a.m.  Labor  did  not  progress  so  she 
was  discharged  the  next  day.  The  following  day  at 
4:40  p.m.,  sixty-one  hours  after  rupture  of  the  mem- 
branes, she  began  active  labor  with  strong  contrac- 
tions. At  6:40  p.m.  she  was  admitted  to  the  hos- 
pital on  a wheel  chair  and  sent  upstairs  to  the  de- 
livery room.  While  transferring  from  the  wheel 
chair  to  the  table,  she  suddenly  became  dyspneic 
and  cyanotic.  Even  then  her  blood  pressure  was 
130/80.  No  anesthetic  was  administered.  Oxygen 
was  given  by  mask,  as  well  as  1 ampule  aminophyl- 
line  and  1 ampule  Crystodigin.  She  continued  this 
way  for  fifteen  to  twenty  minutes,  during  which  time 
a cyanotic,  male  stillborn  was  delivered,  weighing  7 
pounds,  2 ounces.  This  was  a vertex  presentation, 
and  low  forceps  were  used.  Attempts  at  resuscita- 
tion of  the  baby  and  mother  failed.  The  mother 
was  pronounced  dead  at  7:20  p.m. 

Physical  examination  during  pregnancy  and  two 
days  before  delivery  revealed  no  abnormalities. 
Examination  of  urine  showed  no  albumin  or  sugar, 
specific  gravity  1.010,  a few  epithelial  cells  in  the 
sediment.  Blood  group  was  O,  Rh  negative. 
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Previous  operations  consisted  of  an  anterior  uter- 
ine suspension. 

Postmortem  Findings. — Permission  for  autopsy 
was  obtained;  the  following  were  the  pertinent  find- 
ings: 

Body  was  that  of  a well-developed,  slightly  obese, 
white  female,  about  forty  years  of  age.  The 
breasts  were  full  and  thick,  and  whitish  secretion 
could  be  expressed  easily  from  the  nipple.  The 
abdomen  was  distended  by  the  uterus,  which  was 
palpable  two  fingers  above  the  umbilicus.  A Pfan- 
nenstiel  incision  measured  14.5  cm.  and  was  well 
healed.  A small  amount  of  fluid  blood  was  present 
on  the  perineum  and  in  the  vaginal  canal.  The 
earlobes,  lips,  and  fingers  were  cyanotic. 

The  rest  of  the  findings  were  pertinent  to  this  case. 
The  heart  was  dilated  in  situ  with  most  of  the 
enlargement  in  the  right  ventricle  and  auricle. 
Tests  for  air  embolism  and  pulmonary  thrombemboli 
in  situ  were  negative.  The  right  cavum  measured 
11  cm.  Tricuspid  valve  was  13  cm.  in  circumfer- 
ence. Right  ventricular  wall  was  0.4  cm.  The  left 
side  of  the  heart  was  not  remarkable.  Heart 
weighed  290  Gm.  The  lungs  were  hyperemic  but 
only  slightly  edematous. 

The  uterus  measured  17  cm.  in  length  and  myo- 
metrium 0.8  cm.  thick.  The  right  lateral  posterior 
wall  contained  a shaggy,  irregular,  greenish  mem- 
brane. The  cervix  was  dilated.  No  tears  were  found 
in  the  uterus  or  cervix.  Placenta  was  not  received. 
The  right  ovary  contained  a corpus  luteum,  1.5  cm. 
and  1.8  cm.  diameters. 

Microscopically,  the  pulmonary  arteries,  arteri- 
oles, and  capillaries  contained  thin,  pale  zones  of 
stringy  fluid-like  spaces  surrounded  by  streams  of 
neutrophils.  These  had  the  appearance  almost  of 
alternating  zones  of  neutrophils  and  stringy  fluid 
material.  The  red  cells  were  pushed  to  the  edges  of 
the  lumen.  Mixed  with  these  were  areas  of  squa- 
mous cells,  but  no  lanugo  hair  was  identified.  In  some 
areas  only  squamous  cells  were  seen.  Many  vessels 
were  so  involved,  but  those  not  involved  showed 
marked  congestion  and  dilatation. 
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One  small  artery  in  the  myocardium,  as  well  as  a 
few  in  the  kidney,  showed  similar  elements  in  their 
lumens.  The  uterus  showed  scattered  squamous  cells 
in  the  sinusoids  but  not  so  marked  as  in  the  lungs. 

Examination  of  the  brain  was  not  remarkable 
either  grossly  or  microscopically. 

Comment 

The  clinical  picture  of  this  phenomenon  is  quite 
well  repeated  by  numerous  observers.  Of  20 
cases  reviewed  only  four  were  primiparas.  The 
majority  of  cases  were  in  their  late  thirties  or  early 
forties.  The  pregnancies  were  uneventful,  and 
membranes  had  ruptured  previously,  although 
the  babies  are  described  as  large,  about  50  per 
cent  of  those  reported  weighing  about  3.500  Gm. 
and  a few  4.500  to  5,568  Gm.  Many  of  these 
women  are  past  term,  and  when  labor  starts,  it 
is  described  as  strong.  Shortly  after  labor  starts, 
the  patient  suddenly  develops  dyspnea  and 
cyanosis  and  goes  into  shock.  Response  to 
treatment  is  poor,  and  death  occurs  in  from 
minutes  to  hours,  usually  about  one  to  three 
hours,  although  Lushbaugh  and  Steiner1  report  a 
case  going  on  for  seven  days.  In  some  cases  there 
is  also  laceration  of  the  cervix  or  partial  rupture 
of  the  uterus,  thereby  increasing  the  complica- 
tions. It  is  thought  that  the  rupture  of  the 
uterus  is  enough  to  produce  shock  and  death, 
while  in  some  cases  there  may  be  an  increased 
bleeding  tendency  to  the  point  of  hemorrhage. 

In  our  case  we  have  a forty-two-year-old  woman 
who  fits  the  picture  of  a multipara  at  term  with  an 
uneventful  gestation,  rupture  of  the  membranes 
for  several  days,  and  a violent  or  strong  labor  of  a 
few  hours.  Even  at  autopsy  there  were  no  gross 
findings  except  the  suspicion  of  embolus. 

Gross  and  Benz3  were  able  to  centrifuge  blood 
from  the  inferior  vena  cava  and  right  heart  of  a 
case  and  made  the  diagnosis  from  smears  and 
sections,  but  this  was  not  done  in  our  case  because 
the  pulmonary  artery  and  heart  were  opened  for 
other  emboli.  Findings  in  the  uterus  were  dis- 
appointing. No  site  of  laceration  was  found,  but 
in  less  than  50  per  cent  of  cases  are  there  any 
evidences  of  laceration.  The  findings  of  amniotic 
fluid  emboli  in  the  heart  and  kidneys  suggest  that 
these  elements  may  pass  through  the  lung 
capillaries.  Mallory,  Blackburn.  Sparling,  and 
Nickerson3  report  such  a case  with  emboli  to  the 
heart,  kidneys,  pancreas,  brain,  and  pituitary 
body  (Case  I). 

There  are  three  possible  explanations  for  the 
cause  of  death.  First,  there  Is  the  mechanical 
blockage  of  arteries  with  subsequent  acute 
pulmonary  hypertension,  reflected  to  the  right 
side  of  the  heart  with  acute  cor  pulmonale. 
Second,  there  Is  the  reflex  spasm  resulting  from 
foreign  body  (amniotic  fluid)  in  the  pulmonary 
arterial  circuit.  Third,  there  Is  the  possibility  of 


anaphylactoid  reaction.  These  women,  being 
multiparas,  may  have  become  previously 
sensitized.  Experimentally,  such  evidence  is 
found  in  injection  of  rabbits,  who  are  very 
susceptible  to  this  type  of  reaction,  but  it  has  not 
been  found  in  dogs.  Material  injected  must  be 
unfiltered  meconium  or  amniotic  fluid  since 
filtered  material  has  no  effect. 

Leary  and  Hertig4  found  squamous  cells 
between  the  leaves  of  the  amnion  and  chorion, 
in  blood  clots  at  the  sites  of  premature  separation 
of  the  placenta,  at  margins  of  the  placenta,  and  in 
superficial  endometrial  sinusoids.  Entrance  may 
also  occur  at  points  of  infarction  and  necrosis  of 
the  placenta. 

Landing5  studied  27  postpartum  deaths  under 
seven  days  duration  which  were  autopsied. 
Squamous  cells  were  found  in  the  pulmonary 
capillaries  in  three  of  these.  Two  cases  followed 
cesarean  section,  and  one  followed  spontaneous 
rupture  of  the  uterus.  In  none  were  there  suffi- 
cient emboli  to  have  produced  death.  In  his 
study  of  87  uteri  removed  because  of  premature 
separation,  placenta  acereta,  cesarean  section, 
or  ruptured  uterus,  all  had  one  common  feature, 
the  opened  uterine  sinusoids,  these  sites  (endo- 
metrial or  myometrial)  being  the  source  of  entry 
of  emboli.  In  none  of  these  uteri  having  a normal 
placental  site  were  there  any  emboli.  However, 
one  quarter  to  one  third  of  his  cases  had  emboli 
in  endo-  or  myometrial  vessels.  It  must  take  un- 
usual numbers  to  produce  the  fatal  picture,  but 
fewer  emboli  may  account  for  the  bleeding 
tendency  that  follows,  i.e.,  by  entering  the 
maternal  circulation,  producing  thrombi,  and 
using  up  the  fibrinogen.  This  may  be  reflected  in 
local  bleeding  due  to  afibrinogenemia. 

Weiner  and  Reid6  reviewed  Steiner  and  Lush- 
baugh’s  cases  and  considered  the  loss  of  500  to 
1,500  cc.  of  blood  at  delivery  as  evidence  of  a 
bleeding  tendency.  They  report  a case  of  a 
twenty-seven-year-old  para-gravida  who  was 
overdue  and  suddenly  developed  abdominal  pain 
accompanied  by  bleeding  from  the  vagina.  A 
clinical  diagnosis  of  premature  separation  of  the 
placenta  was  made  and  a rapid  cesarean 
section  done.  She  developed  bleeding  from  the 
gums  and  mouth;  transfusion  was  started.  She 
continued  to  bleed,  even  into  the  retroperi- 
toneum,  and  expired  following  hysterectomy  in 
spite  of  2.500  cc.  additional  blood  replacement. 
Microscopic  examination  showed  the  pulmonary 
arterioles  to  be  filled  with  mucus,  squamous  cells, 
and  “fat  globules.” 

Ratnoff  and  Vosburgh7  report  a case  of 
amniotic  fluid  embolism  in  a thirty-year-old 
primipara  who  delivered  a live  normal  baby  and 
then  became  pale,  developed  profuse  vaginal 
bleeding,  and  continued  to  bleed  in  spite  of  S 
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pints  of  blood.  There  was  a proved  clotting 
defect,  and  patient  expired  eleven  and  one-half 
hours  postpartum.  Blood  was  uncoagulable. 
Amniotic  fluid  emboli  were  found  in  the  lung. 
Blood  findings  were  those  of  hypofibrinogenemia, 
excess  plasma  thrombin  inhibitory  activity,  slight 
thrombocytopenia,  and  increased  plasma  fibrino- 
lytic activity. 

The  explanation  of  the  entrance  of  amniotic 
fluid  is  thought  to  be  obstruction  of  the  lower 
uterus  by  the  large  baby  after  the  membranes 
have  ruptured.  A certain  and  probably  large 
amount  of  fluid  remains  trapped  when  the  strong 
contractions  of  labor  start.  This  fluid  is  then 
forced  into  the  open  uterine  sinusoids,  through 
the  uterine  plexus  of  veins,  into  the  inferior  vena 
cava,  to  the  right  side  of  the  heart,  and  into  the 
pulmonary  arteries. 

The  incidence  of  this  disease  is  low.  Steiner 
and  Lushbaugh1  reviewed  37  other  autopsied 
cases  of  patients  dying  within  the  first  week  post- 
partum and  found  no  amniotic  fluid  emboli  in 
the  pulmonary  vessels.  In  a ten-year  period 
from  1939  to  1948  of  26,000  deliveries  there  were 
14  autopsies  on  maternal  deaths  in  the  Boston 
City  Hospital.  Review  of  sections  failed  to  find 
amniotic  fluid  emboli  in  any  of  them. 

Summary 

The  case  presented  serves  to  draw  attention  to 
an  unusual  embolic  process,  i.e.,  multiple  pul- 
monary emboli  of  amniotic  fluid  origin.  The 
diagnosis  is  suggested  by  the  picture  of  acute 
dyspnea  and  cyanosis,  hours  after  the  membranes 
have  been  ruptured,  with  strong  uterine  contrac- 
tions followed  by  sudden  shock  and  death  in  an 
elderly  multipara  with  an  uneventful  gestation. 
This  case  has  many  of  the  features  described  by 
other  authors,  and  the  finding  of  many  squamous 
cells,  mucus,  and  neutrophils  in  pulmonary 
arteries  and  capillaries  leaves  no  other  possibility 
as  the  cause  of  death.  . 
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Discussion 

Charles  J.  Woeppel,  M.D.,  Buffalo. — There  has 
been  noted  in  the  literature  an  attempt  at  “debunk- 
ing” the  supposed  entity  of  amniotic  element  em- 
boli. One  of  these  papers8  is  published  in  the  Ameri- 
can Journal  of  Obstetrics  and  Gynecology.  The 
thought  behind  these  debunking  papers  is  an  excel- 
lent one  in  that  it  is  an  attempt  to  evaluate  properly 


a new  pathologically  supported  condition.  It  is  my 
feeling  that,  although  previously  unrecognized,  the 
findings  of  Steiner  and  Lushbaugh  in  1941  have  been 
substantiated  by  eminent  pathologists.  But  ade- 
quate search  for  the  microscopic  evidence  of  this 
condition  should  be  done  in  pathologic  material 
wherever  the  possibility  of  this  condition  exists. 

Unfortunately  in  this  case  a goodly  amount  of  tis- 
sue from  the  uterus  was  not  preserved  for  study  so 
that  no  evaluation  of  amniotic  elements  in  the 
uterine  wall  and  the  adjacent  vascular  structures 
can  be  made.  Leary  and  Hertig  and  Landing  have 
rather  thoroughly  studied  the  uterus,  placenta,  and 
membranes  and  have  indicated  that  entry  to  the 
general  circulation  is  via  the  placental  vessels  or 
uterine  vessels  opened  abnormally,  e.g.,  uterine 
rupture,  cesarean  section,  partial  retention  of  pla- 
centa, premature  marginal  placental  separation. 

It  is  interesting  to  note  that  in  several  of  the  re- 
ported cases,  and  this  same  feature  is  relatively 
applicable  to  this  case,  there  appeared  to  be  only 
minimal  blockage  of  the  smaller  vessels  in  the  lung 
parenchyma.  This  of  course  leads  to  speculation  as 
to  the  exact  mode  of  producing  death  in  these  cases. 

In  the  pathologic  picture  the  gross  features  of 
right  heart  dilatation  without  intrinsic  pathology, 
absence  of  any  gross  lung  disorder,  squamous  cells 
in  a large  proportion  of  the  small  ramifications  of 
the  pulmonary  artery  microscopically,  and  absence 
of  any  gross  lesion  in  the  genitalia  certainly  points 
strongly  to  the  amniotic  fluid  elements  as  the  cause 
of  death  because  of  their  presence  in  the  pulmonary 
circulation  together  with  the  clinical  picture. 

The  frequency  of  this  condition  according  to 
published  reports  seems  to  be  relatively  rare.  The 
report  of  the  New  Orleans  groupbin  the  1951  Surgery, 
Gynecology , and  Obstetrics  demonstrated  the  absence 
of  any  pathologic  material  in  a postpartum  or  intra- 
partum woman  that  could  be* interpreted  as  being 
produced  by  embolic  manifestations  of  amniotic 
fluid  elements. 

In  the  case  presented,  without  the  benefit  of 
thorough  microscopic  examination  of  the  post- 
mortem material,  the  diagnosis  and  the  cause  of 
death  would  forever  remain  an  unexplained  entity. 
In  the  history  we  note  some  of  the  features  that  have 
been  pointed  out  in  previously  studied  cases  of 
amniotic  fluid  embolus.  This  patient  was  a multi- 
para  ; membranes  had  been  ruptured  for  a long  period 
of  time;  uterine  contractions  were  strong  to  violent 
during  the  observed  period  of  her  labor.  The  fetus 
was  not  of  the  same  large  size  as  is  often  seen  in 
some  of  these  cases.  The  picture  of  respiratory  and 
circulatory  embarrassment  and  subsequent  collapse 
is  often  described  with  amniotic  element  emboli 
and  with  pulmonary  emboli  of  any  wide  involve- 
ment in  the  lungs. 

In  conclusion  let  me  make  a plea  for  better  study 
of  those  cases  which  at  first  sight  appear  to  die  of 
obscure  causes.  Reporting  these  situations  makes 
them  available  for  study.  We  appear  to  have  much 
to  learn  about  amniotic  fluid  element  emboli,  and 
with  about  50  cases  reported  to  date  one  sees  the 
need  for  additional  fundamental  study. 

a Tunis,  B.:  Am.  J.  Obst.  & Gynec.  64:  72  (1952). 

b May,  H„  and  Winter,  F.:  Surg.,  Gynec.  & Obst.  92: 

231  (Feb.)  1951. 
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( From  the  Communicable  Disease  Service,  Kingston  Avenue  Hospital ) 


Meningoencephalitis  is  a relatively 

uncommon  complication  of  mumps  which 
may  leave  the  patient  with  severe  sequelae.  One 
case  of  mumps  meningoencephalitis  was  treated 
with  gamma  globulin  and  adjunctive  therapy 
with  favorable  outcome  and  is  the  first  case  so 
treated  to  be  reported.  This  case  was  briefly 
noted  in  our  “Preliminary  Report  on  Therapeutic 
Doses  of  Gamma  Globulin  in  Measles  and 
Mumps  Encephalitis  and  Poliomyelitis.”1 
Permanent  sequelae  as  the  result  of  central 
nervous  system  involvement  caused  by  mumps 
are  known.  However,  as  many  observers  have 
noted,  few  cases  of  mumps  meningoencephalitis 
have  been  followed,  and  consequently  no  approxi- 
mation of  the  percentage  of  residuals  can  be  made. 
Several  reports  of  permanent  hearing  loss  from 
mumps  meningoencephalitis  have  been  recorded. 
Hubbard,2  who  described  four  cases  with  residual 
deafness  in  1915,  stated  that  3 to  5 per  cent  of  the 
deaf  mutism  in  the  United  States  was  caused  by 
mumps;  Casparis3  reviewed  many  cases  of 
mumps  with  central  nervous  system  complica- 
tions and  stated  that  deafness  was  the  only 
permanent  residual,  and  Birnberg4  reported  a 
case  of  mumps  meningoencephalitis  with  residual 
central  deafness  of  one  ear.  The  development  of 
hydrocephalus,  the  aftermath  of  mumps  meningo- 
encephalitis, in  a thirteen-year-old  boy  who  had 
been  well  previously  was  reported  by  Sicard ; two 
years  later  the  patient  had  spastic  quadriplegia, 
intention  tremors,  nystagmus,  scanning  and 
monotone  speech,  diadokokinesia,  a synergistic 
movements  of  the  trunk  and  lower  extremities, 
and  recent  obesity  in  addition  to  continuing 
hydrocephalus.5  Missimilly6  reported  a case  in 
which  the  patient  was  left  with  much  muscular 
atrophy  with  the  reaction  of  degeneration  in  the 
wasted  muscles  of  the  left  thigh  from  flaccid 
quadriplegia  following  an  attack  of  mumps. 
Residual  muscle  spasm  and  transitory  ankle 
clonus  in  one  lower  extremity  were  reported  by 
Thaggard  and  Sutton."  A case  in  which  the 
patient  was  left  with  severe  residuals  indicative 
of  extensive  destruction  below  the  level  of  the 
second  thoracic  segment  of  the  spinal  cord  was 
reported  by  McKaig  and  Woltman.8  Disabling 
residual  nervous  system  damage  which  persisted 
for  three  and  one-half  years  was  reported  by 
Brown,  Kirkland,  and  Hein;  the  patient  had 


episodes  of  depression,  impaired  speech,  marked 
ataxia,  vertigo  on  standing,  impaired  vision, 
absent  gag  reflex,  and  atony  of  the  larynx.9 
Riege  and  Smith10  followed  a patient  who  was 
notably  nervous  and  irritable  since  the  onset  of 
mumps  meningoencephalitis. 

The  largest  series  of  permanent  sequelae  from 
mumps  meningoencephalitis  was  reported  by 
Tabor  and  Newman11  in  1940  from  our  hospital. 
Tabor  and  Newman  were  able  to  follow  nine 
patients.  Four  children  were  retarded  scholasti- 
cally. Of  four  other  children  who  made  normal 
school  progress  three  were  excessively  irritable 
and  nervous  following  the  illness;  one  was  subject 
to  fainting  spells,  and  another  began  to  have 
enuresis.  Thus,  there  is  ample  evidence  to  show 
that  mumps  meningoencephalitis  may  have 
se  ious  permanent  consequences. 

Modification  of  the  complications  causer!  by 
mumps  har  e been  observed  with  various  forms 
of  serum  therapy.  In  1945  Gellis,  McGuinness, 
and  Peters12  reported  that  the  intramuscular 
injection  of  20  cc.  of  gamma  globulin  derived  from 
mumps  convalescent  serum  in  one  group  of  men 
and  of  50  cc.  of  gamma  globulin  derived  from 
normal  human  plasma  in  another  group  reduced 
the  incidence  of  orchitis  in  men  who  were  hospital- 
ized for  mumps.  The  better  results  were  ob- 
tained with  the  gamma  globulin  derived  from 
mumps  convalescent  serum.  Rambar13  in  1946 
found  that  the  incidence  of  orchitis  was  reduced 
when  men  were  treated  on  admission  with  40  cc. 
of  mumps  convalescent  serum  intravenously; 
however,  there  was  no  difference  in  the  percentage 
of  encephalitis  cases  between  the  treated  and 
control  groups. 

The  work  of  Candel14  Melded  very  interesting 
results.  He  reported  in  1946  that  the  administra- 
tion of  25  cc.  of  gamma  globulin  to  39  men 
hospitalized  with  mumps,  alternated  with  39  un- 
treated mumps  cases,  produced  no  reduction  in 
the  number  of  orchitis  cases.  But  when  the  dose 
of  gamma  globulin  was  increased  to  50  cc.  and 
the  gamma  globulin  was  given  on  each  of  the  first 
two  days  after  admission  (25  cc.  each  time)  to  a 
group  of  47  men,  alternated  with  47  untreated 
mumps  cases,  there  was  a significant  reduction  in 
the  incidence  of  orchitis.  If  we  assume  an 
average  weight  for  these  men  as  150  pounds, 
then,  in  the  group  that  received  50  cc.  of  gamma 
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globulin  with  subsequent  reduction  of  orchitis 
complications,  we  may  approximate  Candel’s 
dosage  as  a total  dosage  of  about  0.3  cc.  of  gamma 
globulin  per  pound  of  body  weight. 

Twelve  cases  of  mumps  meningoencephalitis 
with  one  death  (a  mortality  rate  of  8 per  cent  for 
the  year)  were  seen  during  1952  at  Kingston 
Avenue  Hospital,  the  communicable  disease 
hospital  for  the  nearly  three  million  people  of  the 
Borough  of  Brooklyn.  By  comparison,  there 
were  30  cases  with  central  nervous  system  com- 
plications caused  by  measles  with  four  deaths. 
Many  of  these  measles  encephalitis  and  encephalo- 
myelitis cases  were  treated  with  gamma  globulin 
and  adjunctive  therapy.15  It  was  observed  that 
the  best  results  were  obtained  in  a group  of  15 
critically  ill  patients  who  received  a total  dosage 
of  from  0.5  to  1.1  cc.  of  gamma  globulin  per  pound 
of  body  weight,  provided  that  the  gamma  glob- 
ulin injections  and  adjunctive  therapy  were 
started  as  soon  as  the  signs  and  symptoms  of 
central  nervous  system  complications  appeared. 

That  gamma  globulin  carries  antibodies  for 
mumps  as  well  as  for  many  other  viruses,  bacilli, 
streptococci,  and  isoagglutinins  has  been  reported 
by  Enders  and  his  colleagues.16  Since  Enders’ 
original,  basic  work  on  antibodies  in  globulin 
fractions  from  human  blood  plasma  showed  that 
mumps  antibodies  might  be  present  in  somewhat 
lower  concentration  than  measles  antibodies,  we 
decided  to  use  a higher  dose  in  this  mumps 
meningoencephalitis  case  (about  1.5  cc.  per 
pound  of  body  weight)  than  in  our  successfully 
treated  measles  encephalitis  and  encephalo- 
myelitis cases  (0.5  to  1.1  cc.  of  gamma  globulin 
per  pound  of  body  weight). 

The  following  case  report  describes  the  treat- 
ment given  to  a patient  with  mumps  meningo- 
encephalitis which  was  based  on  our  previous 
experience  with  measles  encephalitis  and 
encephalomyelitis15  and  poliomyelitis  cases17 
where  gamma  globulin  and  adjunctive  therapy 
were  employed. 

Case  Report 

A seven  and  one-half-year-old  boy,  weighing  57 
pounds,  was  admitted  to  the  hospital  on  October  18, 
1952,  with  the  following  history:  Four  days  prior 
to  admission  he  had  experienced  headache,  nausea, 
and  vomiting.  On  the  following  two  days  he  felt 
better.  Then  on  the  day  prior  to  admission  he 
again  had  headache,  vomiting,  and  fever  of  100  F. 
On  the  morning  of  admission  his  temperature  rose  to 
102  F.,  and  nuchal  rigidity  developed. 

The  examination  on  admission  disclosed  flushed 
facies  and  slight  bilateral  swelling  below  the  ears  and 
over  the  angle  of  the  jaws  with  tenderness  in  this  area. 
The  openings  of  Stensen’s  ducts  were  slightly  red- 
dened. There  were  follicular  tonsillitis  and  swollen, 
tender  cervical  glands.  There  was  nuchal  and  spinal 
rigidity.  The  patient  used  the  tripod  position  when 


sitting  up.  The  biceps  and  triceps  jerks  were  di- 
minished. The  cerebrospinal  fluid  revealed  138  cells 
per  cu.  mm.,  lymphocytes  predominating;  inorganic 
phosphorus  2.3  mg.  per  cent;  total  protein  44  mg. 
per  cent;  a negative  reaction  for  globulin;  sugar 
71  mg.  per  cent.  The  direct  smear  was  negative 
for  organisms,  and  the  culture  remained  sterile. 
The  blood  showed  12,000  white  blood  cells  per  cu. 
mm.  with  a differential  count  of  64  per  cent  neutro- 
phils and  36  per  cent  lymphocytes.  The  hemoglo- 
bin was  14  Gm.  per  cent. 

The  patient’s  temperature  rose  to  103  F. 
Gamma  globulin  injections  and  supportive  therapy 
were  started.  The  patient  received  five  injections 
of  gamma  globulin  intramuscularly:  on  October  18, 
30  cc.  at  7:30  p.m.  and  20  cc.  at  11:30  p.m.;  on 
October  19,  15  cc.  at  11:30  a.m.  and  20  cc.  at  10 
p.m. ; and  on  October  20,  10  cc.  at  11  a.m.;  a total 
dosage  of  1.6  cc.  of  gamma  globulin  per  pound 
of  body  weight  (90  cc.)  within  forty  hours.  The 
patient  was  given  adequate  fluids;  antipyretic 
therapy;  a high-vitamin,  high-caloric  varied  diet 
rich  in  minerals,  carbohydrates,  fats,  and  proteins; 
daily  antacid  doses  of  milk  of  magnesia,  and  crysti- 
cillin.  On  the  morning  after  the  first  two  injections 
the  patient’s  temperature  declined  to  101  F.  but 
rose  to  103.4  F.  at  the  time  of  the  third  injection. 
It  then  rose  to  a peak  of  105  F.  four  hours  after  the 
third  injection,  after  which  it  dropped  slowly  but 
steadily,  and  became  normal  on  October  23  and  re- 
mained normal  thereafter.  Two  days  after  admis- 
sion nuchal  rigidity  was  absent,  and  four  days  after 
admission  spinal  rigidity  was  absent.  Three  days 
after  admission  the  patient  exhibited  a definite 
drooping  of  the  right  angle  of  the  mouth.  On  the 
fifth  day  after  admission  the  swelling  of  the  parotid 
glands  had  subsided,  and  the  drooping  of  the  right 
angle  of  the  mouth  had  disappeared.  A neurologic 
examination  nine  days  after  admission  disclosed  no 
evidence  of  any  muscular  weakness  or  cranial  nerve 
involvement.  The  patient  was  discharged  com- 
pletely well  after  a hospital  stay  of  fourteen  days. 

A follow-up  examination  eight  months  later  dis- 
closed a completely  well  child  without  any  emotional 
or  behavior  problems.  His  school  progress  was  sat- 
isfactory. 

Confirmatory  evidence  of  mumps  was  obtained  on 
serologic  examination.  The  titer  by  the  complement 
fixation  procedure  on  a specimen  of  serum  taken  on 
October  20  was  positive  in  the  1 : 4 dilution  but  nega- 
tive in  the  1:8  dilution  (negative  in  the  1 :4  dilution 
for  lymphocytic  choriomeningitis,  eastern  equine 
encephalomyelitis,  western  equine  encephalomyeli- 
tis, St.  Louis  encephalitis,  and  Japanese  B encepha- 
litis). On  a serum  specimen  taken  five  days  later 
only  the  mumps  titer  had  increased  (to  1:64). 
Since  80  cc.  of  the  gamma  globulin  had  been  ad- 
ministered by  the  morning  of  October  20  when  the 
first  specimen  for  serology  was  taken,  it  might  be 
expected  that  the  injected  antibodies  might  have 
produced  a rise  in  titer,  but  the  low  titer  (1:4)  indi- 
cates that  either  there  was  not  enough  of  a rise  of 
these  antibodies  in  the  blood  to  result  in  a rise  in  ti- 
ter or  that  the  injected  antibodies  were  used  up  in 
neutralizing  living  and  multiplying  virus.  The  in- 
creased titer  in  the  second  specimen  indicates,  most 
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probably,  that  the  patient  had  already  developed 
his  own  antibodies. 

Comment 

Enders. 1S  who  has  extensively  investigated 
antibody  titers  in  mumps,  noted  that  menin- 
goencephalitis caused  by  mumps  may  appear  after 
antibody  formation  has  already  begun  and  that 
a high  titer  of  antibodies  may  be  found  at  the 
onset  of  encephalitis.  Our  case,  however,  did 
not  show  a high  antibody  titer  two  days  after  the 
onset  of  mumps  meningoencephalitis. 

Although  no  conclusion  can  be  drawn  from  this 
one  case,  it  was  our  general  experience  that  in  the 
instances  where  gamma  globulin  in  therapeutic 
doses  and  adjunctive  therapy  were  started  as 
soon  as  the  signs  and  symptoms  of  central  nervous 
system  involvement  caused  by  virus  infections 
were  manifest,  the  patient’s  recovery  was  much 
more  rapid  than  in  those  in  whom  gamma 
globulin  injections  were  delayed  or  not  given.15'17 
The  case  presented  in  this  paper  made  the  same 
general  excellent  clinical  progress  as  measles 
encephalitis  and  encephalomyelitis  and  polio- 
myelitis cases  which  received  gamma  globulin  as 
soon  as  central  nervous  system  complications 
were  noted. 

The  therapeutic  regime  included,  in  addition  to 
gamma  globulin,  adequate  fluids,  antipyretic 
therapy,  and  crysticillin  for  prophylaxis  of 
secondary  infections.  Also  the  patient  was 
placed  on  a varied,  balanced,  high-caloric  diet  in 
order  to  provide  him  with  urgently  needed 
metabolites  during  the  stage  of  his  illness  when 
regeneration  and  repair  of  damaged  central 
nervous  system  tissue  is  taking  place.  The 
makeup  of  central  nervous  system  tissue  is  some- 
what different  from  that  in  the  rest  of  the  body; 
for  instance,  it  contains  large  quantities  of 
phospholipids,  cholesterol,  and  magnesium,  sub- 
stances not  usually  taken  into  consideration 
during  viral  infections  with  central  nervous 
system  complications.  Odesskv,  Rosenblatt 
Ix>effler,  and  Landau19  have  shown  that  in 
mumps  meningoencephalitis  the  cerebrospinal 
fluid  inorganic  phosphorus  levels  are  increased  far 
above  those  in  normal  individuals.  This  in- 


crease must  stem,  at  least  in  part,  from  the 
destruction  of  central  nervous  system  tissue 
during  the  acute  phase  of  mumps  meningoenceph- 
alitis which  is  essentially  a demyelinating  dis- 
ease.20'21 Therefore,  in  order  to  supply  the 
patient  with  the  requisite  metabolites,  variety 
and  balance  in  the  patient’s  diet  are  essential; 
a high-caloric  intake  is  easily  achieved  when  care- 
ful attention  is  paid  to  diet. 

Summary 

A case  of  mumps  meningoencephalitis  with 
parotitis  who  was  started  on  gamma  globulin  and 
adjunctive  therapy  as  soon  as  the  patient  was 
admitted  to  the  hospital  with  subsequent  rapid 
recovery  is  presented.  A total  dosage  of  1.6  cc. 
of  gamma  globulin  per  pound  of  body  weight  was 
given  intramuscularly  (90  cc.).  In  addition,  the 
patient  received  fluids,  antipyretic  therapy,  a 
varied,  balanced  high-caloric  diet,  antacid  doses 
of  magnesium,  and  crysticillin.  There  was  no 
local  or  systemic  reaction  to  the  gamma  globulin. 
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SUPREME  COURT  RULING  PROHIBITS  FLORIDA  NATUROPATHS  FROM  PRESCRIBING 
AND  ADMINISTERING  NARCOTICS  AND  OTHER  DRUGS 


Florida  naturopaths  lost  their  right  to  prescribe 
and  administer  narcotics  and  other  drugs  as  the  re- 
sult of  a State  Supreme  Court  decision  June  5,  1953. 

This  Court  reversed  a former  decision  of  1947, 
which  upheld  a Pinellas  County  Circuit  Court  ruling 
authorizing  naturopaths  to  prescribe  drugs  of  plant 
origin.  This  was  based  on  the  Court’s  interpretation 
of  the  words  phytotherapy  and  biochemistry  appear- 
ing in  the  naturopathic  practice  act,  Florida  statutes. 


The  Supreme  Court  in  passing  on  the  decision  took 
note  of  the  1947  decision  and  commented  that 
several  facts  were  not  brought  to  its  attention  when 
the  former  ruling  was  made. 

Naturopaths  have  declared  their  intention  to 
petition  the  Supreme  Court  for  a rehearing  of  the 
case. 

— Briefs,  Florida  Medical  Association,  July  1, 
1953 


THE  EFFECT  OF  METEOROLOGIC  CONDITIONS  ON  ASTHMATIC 
PATIENTS 

Harry  Markow,  M.D.,  and  Jacob  Reicher,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Allergy,  Beth-El  Hospital) 


In  studying  and  treating  large  groups  of  asth- 
matic patients,  one  is  impressed  by  the  fre- 
quency with  which  asthmatic  attacks  are  as- 
sociated with  or  occur  prior  to  or  after  changes  of 
weather  and  climate.  Yet  repeatedly  such  cli- 
matic and  weather  changes  occur  without  induc- 
ing such  symptoms.  Many  allergy  textbooks 
note  the  relationship  of  the  meteorologic  factors 
to  the  variations  in  asthmatic  symptomatology, 
but  very  little  factual  evidence  is  offered.  Some 
disregard  the  subject  entirely.  While  daily 
changes  in  meteorologic  factors  such  as  tempera- 
ture, relative  humidity,  barometric  pressure,  and 
rainfall  have  been  shown  to  be  related  to  out- 
breaks of  asthma,  these  observations  cover  only 
brief  periods  of  time.  Needless  to  say,  at  other 
times  of  the  year,  this  relationship  is  not  de- 
scribed and,  hence,  presumably  is  unknown.  The 
literature  concerning  a pattern  of  asthmatic  at- 
tacks in  large  groups  of  patients  covering  long 
periods  of  time  is,  indeed,  meager.  This  report 
is  a discussion  of  such  a pattern  and  also  of  the 
relationship  of  various  meteorologic  factors  to 
the  incidence  of  asthmatic  attacks  in  a group  of 
80  to  90  patients  over  a period  of  two  years. 

There  is  evidence  in  the  literature  that  changes 
in  meteorologic  conditions  do  affect  the  immu- 
nologic state  of  man  and  animal  although  the  re- 
sults of  such  effects  are  not  in  agreement  among 
the  various  investigators.  According  to  Preuner1 
the  susceptibility  to  attacks  in  allergic  animals 
depends  more  on  general  wreather  conditions,  such 
as  mass  air  movements  with  sudden  changes  of 
hot  and  cold  fronts,  than  on  individual  meteoro- 
logic factors.  In  an  experimental  production  of 
inhalant  asthma-like  attacks  in  guinea  pigs, 
rapid  meteorologic  changes  caused  marked  in- 
creases in  severity  of  symptoms,  as  much  as  50  per 
cent,  during  periods  of  rapid  meteorologic  change. 
Courtright  and  Courtright2  found  no  absolute 
correlation  between  experimental  guinea  pig  in- 
halant reactions  and  w'eather  variations  but  noted 
that  most  anaphylactic  reactions  occurred  in 
experiments  in  which  animals  were  shifted  from 
one  extreme  of  weather  to  another.  Haag3-4 
found  that  in  highly  pollen-sensitized  guinea 
pigs  the  results  of  the  challenging  injection  of 
pollen  extract  depended,  to  a considerable  extent, 
upon  the  atmospheric  pressure.  With  rising 
barometric  pressure,  the  reactions  were  almost 
completely  inhibited,  whereas  with  fading  baro- 


metric pressure  the  responses  were  severe  and 
usually  fatal.  The  important  factor  was  not  the 
level  of  the  pressure  but  rather  the  fluctuations. 

Similarly',  Hansen  and  Michenfelder5  noted 
that  reactions  to  allergen  skin  tests  in  human  be- 
ings were  greater  writh  lower  barometric  pressure 
than  with  higher.  We  have  not  noted  such 
differences  in  our  experience,  possibly'  because  we 
have  not  paid  much  attention  to  this  problem, 
but  we  have  been  impressed  by'  variations  in  skin 
reactions  to  specific  allergens  from  time  to  time. 

Clinically,  it  has  repeatedly'  been  noted  that 
seasonal  meteorologic  and  climatic  influences  are 
important  factors  in  the  production  of  allergic 
diseases  and  especially'  individual  attacks.  Peter- 
sen6 contends  that  an  atmospheric  change  is  ac- 
tually' the  dominant  force  to  w'hich  physiologic 
adjustment  must  be  made  by  the  human  being 
and  that  abrupt  alterations  often  initiate  clinical 
sy'mptoms.  Deaths  from  asthma,  he  found,  oc- 
cur more  frequently  during  polar  infal  with  a 
change  in  cyclonic  front  in  w'hich  there  is  a falling 
barometric  pressure.  A sudden  change  from 
heat  to  cold  produces  peripheral  vasoconstriction, 
relative  anoxia,  rise  in  blood  pressure  and  blood 
sugar,  increased  pH  of  blood,  and  alterations  in 
water,  ion,  and  endocrine  balance.  This  is 
followed  by  reactive  trend  w'ith  a reversal  to  the 
original  phase,  especially'  if  the  air  mass  changes 
to  the  warm  side.  When  changes  in  the  ion, 
oxygen,  and  water  balance  cannot  keep  pace  with 
changes  in  the  organism  as  a whole,  because  of 
adjustments  to  weather  changes,  tissue  areas  of 
real  pathology'  will  register  distress. 

Evers  and  Schultz,7  in  a study'  of  500  patients 
at  Bad  Ems,  came  to  the  conclusion  that  dry  air 
and  great  variations  of  temperature  are  harmful 
to  asthmatics.  Similarly,  Parlato8  described 
exacerbations  of  asthma  in  five  patients  in  whose 
homes  the  air  became  very  dry  and  the  humidity 
fell  below'  normal. 

Rosen9  studied  a group  of  hospitalized  asth- 
matic soldiers  and  concluded  that  the  incidence 
of  asthmatic  attacks  w'as  greater  with  sudden 
sharp  changes  in  outdoor  meteorologic  factors, 
even  though  these  factors  remained  constant 
indoors. 

On  the  other  hand,  Anglade10  found  that  mete- 
orologic factors  did  not  modify  the  intensity, 
frequency,  or  the  length  of  intervals  between  at- 
tacks of  asthma  in  asthmatic  children  in  France. 
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Feige  and  Rosenbaum11  in  meteorologic  studies 
in  Tel- Aviv  found  that  on  days  of  higher  asth- 
matic incidence  in  children,  unusual  weather 
conditions  did  not  occur.  According  to  Tuft12 
many  patients  attribute  their  improvement  in 
asthma  to  a change  of  climate  and  weather  condi- 
tions when,  as  a matter  of  fact,  the  benefit  de- 
rived is  often  due  to  the  avoidance  of  contact 
with  environmental  allergens. 

Many  patients  have  noted  improvement  in 
allergic  symptoms  when  they  left  the  coast  and 
traveled  inland.  Row  e13  states  that  patients  who 
were  food  sensitive  in  the  bay  area  of  San  Fran- 
cisco which  is  humid  and  cool  lose  their  symptoms 
in  two  to  forty-eight  hours  on  traveling  20  miles 
inland  where  it  is  dry  and  warm  and,  better  still, 
on  traveling  50  to  150  miles  inland  to  the  dr}', 
warm  areas  of  Lake  County  and  the  Sierra- 
Xevada  foothills.  There  is  a return  of  symptoms 
within  twenty-four  hours  on  returning  to  the  bay 
area. 

Method  of  Study 

Since  the  literature  contains  may  reports  of  the 
effects  of  meteorologic  factors  in  allergic  patients 
over  short  periods  of  time,  it  was  thought  advis- 
able to  watch  for  a pattern  of  asthmatic  attacks 
over  longer  periods  of  time  and  to  note  the  rela- 
tion of  this  pattern  to  changes  in  meteorologic 
factors  in  a large  group  of  patients  on  successive 
years.  This  report  is  not  a day-by-dav  study  of 
the  effect  of  meteorologic  factors  on  asthmatic 
attacks  as  reported  by  others;  it  is  rather  a 
broader  study  of  average  monthly  reactions  of  a 
group  of  90  perennial  asthmatic  patients  to  aver- 
age monthly  changes  in  meteorologic  factors  over 
a two-year  period.  Daily  studies  of  such  com- 
parisons have  proved  too  confusing  and  repeat- 
edly too  dissimilar  in  results.  Some  of  these 
cases  were  treated  at  the  clinic,  and  some  were 
from  private  practice.  About  one  third  were 
males,  and  about  10  per  cent  were  children. 
During  the  two-year  period  there  was  a turnover 
of  about  10  per  cent  of  cases  from  discontinuance 
of  treatment. 

In  about  50  per  cent  of  these  cases  perennial 
asthma  was  associated  with  seasonal  hay  fever. 
In  about  75  per  cent  of  the  balance  perennial 
asthmatic  symptoms  were  aggravated  during  the 
pollen  season.  The  majority  of  these  patients 
were  treated  with  pollen  hyposensitization  as  a 
result  of  positive  pollen  tests,  confirmed  by  clini- 
cal history,  or  as  the  result  of  positive  clinical 
history  without  positive  skin  tests. 

About  75  per  cent  of  the  group  were  also  skin 
sensitive,  to  some  degree,  to  the  extract  of  alter- 
naria  fungus  spores  and  were  treated  with  alter- 
naria  extract.  In  addition,  many  were  treated 
with  injections  of  dust  and  stock  vaccines,  and, 
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Fig.  1.  Curves  of  average  percentage  (monthly)  of 
asthmatic  attack,  1947  and  1948. 


where  indicated,  foodsand  environmental  irritants 
were  avoided.  This  therapy  was  maintained 
throughout  the  entire  period  of  this  investigation. 

For  each  patient  a daily  record  of  the  incidence 
of  true  asthmatic  attacks  or  coughing  or  wheezing 
was  charted  against  daily  reports*  of  outdoor 
temperature,  relative  humidity,  barometric  pres- 
sure. and  total  rainfall  in  inches.  In  addition, 
the  incidence  of  upper  respiratory  infections  for 
each  patient  was  noted.  During  the  ragweed 
pollinating  seasons  the  daily  pollen  counts!  and 
the  alternaria  spore  counts  were  noted,  the  latter 
extending  to  about  December,  and  charted 
against  the  symptom  incidence.  From  these 
daily  figures  a daily  average  for  the  entire  group 
of  patients  was  obtained,  and  from  the  daily  aver- 
age an  average  monthly  figure  was  obtained  for 
each  month  of  the  two-year  period,  1947-1948. 
Charts  were  prepared  showing  a pattern  of  aver- 
age monthly  asthmatic  attacks  for  1947  and  also 
for  1948.  and  this  symptom  pattern  was  com- 
pared with  similar  average  monthly  charts  of 
temperature,  relative  humidity,  barometric  pres- 
sure, rainfall,  and  incidence  of  upper  respiratory 
infections.  Also  average  daily  symptom  inci- 
dence was  compared  with  daily  ragweed  pollen 
and  alternaria  spore  counts  during  their  respec- 
tive seasons.  Each  chart  compares  the  symptom 
curves  of  1947  and  1948  with  similar  curves  of  the 
various  meteorologic  factors. 

Findings 

Average  Montldy  Incidence  of  Symptoms  for 
1947  and  1948  (Fig.  1 ). — There  appears  to  be  a 
distinct  pattern  of  symptoms  for  the  group  for 
each  year,  1948  registering  a 2 to  3 per  cent 
greater  incidence  of  symptoms  than  1947.  For 
such  a large  group  as  80  to  90  patients,  there  isa  dis- 
tinct similarity  in  the  curves  with  the  increase  and 
decrease  of  symptoms  at  similar  periods  of  the 
year.  The  average  percentage  of  patients  with 
symptoms  ranged  from  5 to  17  per  cent;  the 

* Meteorologic  data  was  obtained  daily  from  weather  re- 
ports of  the  .Yetr  York  Times  and  supplemented  by  monthly 
reports  from  the  Weather  Bureau  of  the  U.S.  Department 
of  Commerce. 

t Pollen  counts  for  1947  and  1948  used  in  this  study  were 
kindly  supplied  by  O.  C.  Durham  of  Abbott  Laboratories. 
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Fig.  2.  Relationship  between  average  monthly 
temperature  and  average  monthly  percentage  of 
asthmatic  attacks  in  1947  and  1948  in  85  cases 
of  perennial  bronchial  asthma. 

peaks  occurred  in  January  and  May  and  the 
lowest  incidence  of  symptoms  in  July.  The  over- 
all period  of  lowest  incidence  of  symptoms  was 
June  to  September  which  corresponds  to  that 
period  which  is  generally  known  to  be  most  favor- 
able for  the  asthmatic  patient,  i.e.,  the  warm 
summer  months.  It  also  illustrates  the  fact  that 
those  seasons  of  the  year  during  which  the 
weather  changes  from  cold  to  warm  or  from  warm 
to  cold  are  the  periods  of  greatest  incidence  of 
asthmatic  attacks.  If  such  a pattern  of  symp- 
toms can  be  shown  to  occur  over  a period  of 
years  in  large  groups  of  patients,  a plan  of  pro- 
phylactic treatment  may  be  devised  similar  to 
the  preseasonal  treatment  in  hay  fever.  It  may 
also  be  important  to  determine  whether  such 
symptom  patterns  develop  in  other  sections  of  the 
country. 

Comparison  of  Average  Monthly  Outdoor  Tem- 
peratures and  Average  Incidence  of  Asthmatic 
Symptoms  (Fig.  2) — There  is  a similarity  in  the 
curves  of  the  temperatures  for  the  years  1947  and 
1948.  When  compared  to  the  symptom  curves, 
it  is  obvious  that  the  summer  months  of  June 
to  September,  when  the  temperature  is  ascending 
from  60  F.  to  the  year’s  high  and  descending  but 
still  above  60  F.,  is  the  period  of  lowest  incidence 
of  asthmatic  symptoms.  If  temperature  was  the 
only  factor  involved  during  this  period  of  symp- 
tom remission,  then  asthmatics  should  feel  well  in 
localities  in  which  the  temperature  is  consistently 
to  60  F.  But  experience  has  taught  us  that 
there  are  many  asthmatic  patients  in  Florida, 
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Fig.  3.  Relationship  between  average  monthly 
percentage  of  upper  respiratory  infections  and  aver- 
age monthly  percentage  of  asthmatic  attacks. 


Arizona,  and  California  who  do  not  feel  well.  It 
is  also  obvious  that,  as  the  temperature  rises 
to  60  F.  on  the  ascent  and  falls  below  60  F.  on 
the  descent,  there  is  a definite  increase  in  inci- 
dence of  asthma,  and  these  periods  correspond  to 
the  spring  and  fall  when  many  asthmatic  patients 
develop  respiratory  infections  with  complicating 
asthmatic  attacks.  This  brings  up  the  factor  of 
upper  respiratory  infections  as  related  to  the  in- 
cidence of  asthmatic  attacks. 

Comparison  of  Average  Monthly  Incidence  of 
Upper  Respiratory  Infections  and  Average  Monthly 
Incidence  of  Asthmatic  Attacks  (Fig.  S). — These 
curves  are  practically  the  inverse  of  the  tempera- 
ture curves;  the  lowest  incidence  of  upper  respira- 
tory infections  coincides  with  the  months  of  highest 
temperatures  and  also  with  the  months  of  lowest 
incidence  of  asthmatic  attacks.  The  oft-re- 
peated question  of  whether  infection  causes  asthma 
or  is  the  result  of  the  allergic  reaction  is  again  on 
the  agenda.  There  is  evidence  that  temperature 
changes  are  an  important  factor  in  the  production 
of  both  upper  respiratory  infections  and  asth- 
matic attacks  and  that  the  rise  and  fall  of  outdoor 
temperature  is  more  important  than  the  actual 
temperatures  reached.  Thus,  in  this  group  of 
about  90  patients,  the  average  monthly  incidence 
of  upper  respiratory  infections  for  the  group 
ranj^d  from  1 to  4 per  cent  in  July,  when  the 
temperature  was  at  its  average  highest  and  when 
the  incidence  of  asthma  was  at  its  average  lowest, 
to  15  to  24  per  cent  in  January  and  February,  and 
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Fig.  4.  Relationship  between  average  monthly 
humidity  and  average  monthly  percentage  of  asth- 
matic attacks  in  1947  and  1948  in  85  cases. 


20  to  30  per  cent  in  the  fall  months.  There  ap- 
pears to  be  a relationship  between  temperature, 
upper  respiratory  infections,  and  asthmatic  symp- 
tom incidence,  but  the  cause  and  effect  theories 
are  far  from  settled. 

Comparison  of  Average  Monthly  Relative  Humid- 
ity and  Rainfall  Symptom  Incidence  (Figs.  4 and 
5). — The  humidity  curves  roughly  follow  the 
temperatuie  curves  and  show  the  periods  of  high- 
est average  relative  humidity  to  be  May  to 
October.  This  coincides  with  the  periods  of 
highest  temperature  and  lowest  symptom  inci- 
dence. The  direct  relationship  between  pro- 
longed high  humidity  and  low  symptom  incidence 
as  illustrated  in  the  chart  was  an  unexpected 
finding  since  high  humidity  was  always  considered 
to  be  detrimental  to  the  asthmatic  patient. 
Yogi,14  Young,15  and  Leopold  and  Leopold16 
found  that  asthmatics  were  worse  in  the  wet  sea- 
son and  before  storms,  and  attributed  this  to  the 
increased  humidity.  Vaughan  and  Black17  cite  a 
case  of  a patient  who  was  comfortable  with  humid- 
ity below  68  per  cent  but  asthmatic  when  humid- 
ity increased  above  that  level.  Parlato8  spread 
water  basins  about  the  sleeping  rooms  of  asth- 
matic patients  with  beneficial  results  when  the 
humidity  in  the  room  registered  below  normal. 

Since  humidity  is  closely  related  to  rainfall, 
the  curves  of  average  monthly  rainfall  confirm 
the  findings  concerning  humidity  (Fig.  5).  In 
the  same  period  of  high  relative  humidity  and  low 
asthmatic  symptom  incidence  the  total  monthly 
precipitation  was  at  the  highest  level,  reach- 
ing as  high  as  8 inches  for  the  month  as  against  1 
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Fig.  5.  Relationship  between  monthly  total 
precipitation  and  average  monthly  percentage 
of  asthmatic  attacks. 
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Fig.  6.  Relationship  between  average  monthly 
barometric  pressure  variations  and  monthly  aver- 
age percentage  of  asthmatic  attacks. 


to  4 inches  for  other  months  of  the  year.  Hence 
high  relative  humidity  and  excessive  precipitation 
seem  to  go  hand  in  hand  with  low  incidence  of 
upper  respiratory  infections  and  asthmatic  symp- 
toms. This  was  also  an  unexpected  finding 
since  for  years  patients  complained  of  symptoms 
before  and  during  rain  storms  and  in  prolonged 
rainy  periods.  The  cause,  therefore,  cannot  be 
high  humidity  or  excessive  precipitation  alone. 
It  is  probable  that  barometric  pressure  plays  an 
important  role  in  the  incidence  of  symptoms  in 
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Fig.  7.  Relationship  between  the  daily  ragweed 
and  alternaria  atmospheric  variations  and  the  daily 
percentage  of  asthmatic  attacks  during  the  ragweed 
pollinating  seasons  of  1947  and  1948. 

asthmatic  patients;  in  fact,  changes  in  baromet- 
ric pressure  have  long  been  an  important  guide 
to  navigators  and  ocean  travelers  to  impending 
meteorologic  changes. 

Comparison  of  Average  Monthly  Barometric 
Pressure  Variations  and  Symptom  Incidence  {Fig. 
6). — This  factor  is  considered  by  many  to  be 
the  most  important  single  meteorologic  factor  in 
relation  to  the  incidence  of  asthmatic  symptoms, 
yet  the  charts  are  most  difficult  to  analyze  and  to 
correlate  with  the  symptom  curves.  The  most 
evident  single  fact  noted  is  that  the  average  asth- 
matic symptoms  are  at  the  lowest  incidence  when 
the  barometric  pressure  curve  falls  below  and  re- 
mains below  30.00.  Also  the  symptom  curve 
tends  to  remain  low  following  a prolonged  drop  in 
barometric  pressure,  while  the  rise  in  barometric 
pressure,  especially  above  30.00,  is  associated 
with  a rise  in  the  symptom  curve.  Thus  in  the 
1948  barometric  pressure  curve  the  pressure 
gradually  dropped  from  February  to  May,  and 
this  drop  was  followed  by  the  lowest  asthma 
symptom  incidence  of  the  year  extending  from 
May  to  September. 

Leopold,16  Wilmer,18  and  Mohr19  conclude  that 
aggravation  of  symptoms  in  asthmatic  patients  is 
due  more  to  increased  wind  velocity  and  changed 
direction  of  winds  rather  than  to  changes  in  baro- 
metric pressure  or  relative  humidity. 

Nelson  et  a/.20  reported  asthmatic  attacks  oc- 
curring simultaneously  in  seven  hospitalized  pa- 
tients during  a rainstorm  when  there  was  a sharp 


drop  in  barometric  pressure,  but  some  days  later 
a similar  storm  with  rising  barometric  pressure 
failed  to  induce  asthma.  They  concluded  that 
falling  barometric  pressure  was  related  to  the 
asthmatic  episode.  Since  these  patients  were 
pollen  sensitive  and  since  there  were  no  changes 
in  the  wind,  pollen  concentration,  or  rate  of  air 
change,  they  also  concluded  that  factors  other 
than  pollen  concentration  can  influence  pollen 
asthma,  especially  sudden  violent  changes  in 
atmospheric  conditions.  There  are  many  ref- 
erences in  the  literature  to  falling  barometric 
pressure  in  relation  to  the  incidence  of  asthmatic 
attacks. 

Comparison  of  Daily  Pollen  Counts  and  Daily 
Alternaria  Counts  for  194-7  and  1948  and  Average 
Daily  Percentage  of  Asthmatic  Attacks  {Fig.  7). — 
The  lowest  incidence  of  asthma  during  the  hay 
fever  seasons  occurred  when  the  ragweed  pollen 
count  was  highest,  especially  noted  in  1948, 
whereas  the  asthmatic  symptom  incidence  rose 
with  the  fall  of  the  atmospheric  pollen  concentra- 
tion toward  the  end  of  the  season.  This  rise  in 
symptom  incidence  coincided  with  the  increasing 
alternaria  spore  concentration  in  the  atmosphere. 
One  possible  explanation  for  this  is  that  the  asth- 
matic symptoms  were  alleviated  by  the  effects  of 
specific  pollen  therapy.  However,  when  the 
asthma  symptom  curve  in  this  study  is  compared 
with  the  hay  fever  symptom  curve  of  treated  un- 
complicated hay  fever  patients  in  an  earlier 
study21  in  relation  to  the  pollen  curve,  it  was  evi- 
dent that,  although  both  groups  of  patients  re- 
ceived specific  pollen  therapy,  the  curve  of  symp- 
toms of  hay  fever  rose  to  its  highest  levels  at  the 
height  of  the  atmospheric  pollen  concentration, 
whereas  the  curve  of  symptoms  of  asthma  was  at 
its  lowest  level.  Apparently,  either  pollen  aller- 
gens are  not  so  strong  etiologic  factors  in  the  in- 
cidence of  asthmatic  symptoms  as  they  are  in  the 
incidence  of  hay  fever  symptoms,  or  specific 
pollen  therapy  produces  greater  protection  to  the 
bronchial-reactive  asthmatic  patients  than  to  the 
nasal-reactive  hay  fever  patients.  On  the  other 
hand,  fungus  spores  appear  to  be  important  etio- 
logic factors  in  asthmatic  patients  sensitive  to 
such  fungi.  There  appears  to  be  a greater  ten- 
dency for  the  asthmatic  incidence  curve  to  follow 
the  curve  of  fungus  spore  concentration  in  the 
atmosphere.  This  study  emphasizes  the  impor- 
tance of  fungus  therapy  in  the  treatment  of  per- 
ennial bronchial  asthma  associated  with  fungus 
sensitivity. 

Comment 

Many  investigators  agree  that  changes  in  mete- 
orologic factors  affect  asthmatic  patients,  either 
initiating  or  aggravating  their  symptoms.  Ex- 
actly  how  this  takes  place  is  not  entirely  clear. 
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There  is  no  question  but  that  the  average  patient 
with  symptoms  of  asthma  feels  much  better  in 
the  warm  summer  months  than  in  the  cold 
months  of  winter  or  even  in  the  chilly  months  of 
spring  and  fall.  Our  charts  of  average  figures 
confirm  this  fact. 

However,  this  study  also  shows  that  there  is  a 
distinct  relationship  between  upper  respiratory 
infections  and  symptoms,  the  incidence  of  upper 
respiratory  infections  being  lower  in  the  summer 
months  when  symptoms  are  least  and  greater  in 
the  winter,  spring,  and  fall  months  when  the 
symptom  incidence  is  greatest.  One  can  only 
surmise  that  the  higher  temperature  affects  the 
asthmatic  directly  or  indirectly  through  the  lower 
incidence  of  upper  respiratory  infection.  Others 
have  reported  the  effect  of  temperature  changes 
on  the  incidence  of  the  common  cold.  Xiedring- 
haus32  studied  1,600  students,  having  5.9  new 
colds  per  day  per  thousand.  The  figure  in- 
creased sharply  to  16  over  a period  of  dropping 
or  subnormal  temperatures,  returning  to  the 
original  incidence  at  the  end  of  the  sharp  weather 
changes.  From  a study  of  our  temperature- 
symptom  chart,  it  was  apparent  that  symptoms 
were  related  more  to  the  season  of  changing  tem- 
peratures, either  rising  or  falling,  than  to  the 
actual  high  or  low  temperature  reached.  S mil- 
lie33  concluded  from  a series  of  studies  that  epidem- 
ics of  colds  followed  a drop  in  'atmospheric  tem- 
peratures. Sargent34  and  Duffield35  noted  a rise 
of  incidence  of  common  colds  following  the  pas- 
sage of  a cold  front,  especially  when  associated 
with  precipitation. 

The  effect  of  barometric  pressure  changes  upon 
symptoms  is  difficult  to  interpret,  except  to  note 
that  prolonged  pressure  changes,  either  upward 
or  downward,  were  related  to  the  incidence  of 
asthmatic  symptoms.  Falling  pressure  was 
followed  by  a period  of  low  symptom  incidence 
and  vice  versa.  Many  investigators  have  noted 
the  adverse  effects  of  sharp  drops  in  barometric 
pressure  on  symptonW  In  our  study  prolonged 
periods  of  barometric  pressure  below  30.00  ap- 
pears to  be  beneficial  to  asthmatic  patients. 
While  falling  pressure  may  affect  asthmatics  ad- 
versely, a prolonged  drop  of  pressure  is  followed 
by  a period  of  amelioration  of  symptoms. 

One  of  the  interesting  findings  in  this  study  was 
the  lower  incidence  of  symptoms  during  the 
periods  of  the  year  of  average  high  humidity 
and  rainfall.  Perhaps  previous  observers  studied 
daily  records  instead  of  making  observations  over 
long  periods  of  time.  While  it  is  true  that  many 
patients  seem  to  have  an  aggravation  of  symp- 
toms on  humid  and  rainy  days,  the  group  of  pa- 
tients under  study  had  their  lowest  incidence  of 
symptoms  at  a time  of  the  year  (June  to  Septem- 
ber) when  high  humidity  and  precipitation  were 
sustained. 


Another  interesting  finding  was  the  fact  that 
the  lowest  symptom  incidence  occurred  during 
the  periods  of  highest  atmospheric  pollen  con- 
centration. Either  the  etiologic  importance 
of  pollens  is  overestimated  in  cases  of  bronchial 
sensitivity,  or  specific  pollen  therapy  offers 
greater  protection  in  bronchial  sensitivity  than  in 
nasal  sensitivity.  On  the  other  hand,  an  in- 
creased incidence  of  asthmatic  symptoms  paral- 
lels more  closely  the  increased  fungus  spore  con- 
centration of  the  atmosphere.  Fungus  spores 
may  play  a more  important  role  than  pollens  in 
the  incidence  of  seasonal  asthmatic  symptoms  in 
perennial  asthmatic  patients. 

While  this  study  described  changes  in  the  in- 
cidence of  asthmatic  symptoms  in  relation  to  the 
various  meteorologic  factors,  it  still  leaves  un- 
answered the  question  of  how  these  changes  are 
influenced.  Black  and  Braden36  suggest  that 
weather  changes  affect  body  fluids  and  that  the 
allergic  reaction  may  result  from  increased  den- 
sity of  the  blood  when  the  barometric  pressure 
rises  and  humidity  falls.  Low  humidity  may 
affect  the  mucous  membrane  of  the  upper  and 
lower  respiratory  tract,  causing  a drying  effect 
on  these  membranes  and  altering  the  perme- 
ability of  these  membranes.  Parlato8  recognized 
this  fact  by  noting  the  low  indoor  humidity  and 
by  supplying  moisture  in  the  form  of  basins  of 
water  in  cases  of  severe  asthma  where  the 
humidity  was  low.  Proetz37  suggests  that  the 
drying  of  the  respiratory  membranes  may  inter- 
fere with  ciliary  action. 

Infections  which  are  frequently  associated  with 
asthmatic  attacks  may  be  influenced  by  the 
effect  of  humidity  on  the  survival  and  growth  of 
microorganisms.  Dunklin  and  Puck35  found 
that  50  per  cent  humidity  was  lethal  to  suspen- 
sions of  pneumococcus,  streptococcus  group  C, 
and  staphylococcus.  Others  report  a direct  re- 
lationship between  humidity  and  the  survival  of 
bacteria  and  viruses  in  the  air.  Tuft39  noted  that 
asthma,  aggravated  during  marked  atmospheric 
changes,  is  often  mistakenly  diagnosed  and 
treated  as  infection.  In  a report  of  the  Council 
on  Pharmacy  and  Chemistry,30  concerning  the 
value  of  antihistaminics  in  common  colds,  the 
statement  is  made  that  “admittedly,  the  objec- 
tive diagnosis  of  a common  cold  is  difficult  but. . . 
the  virus  may  be  isolated.” 

Weather  changes  may  also  affect  the  physiol- 
ogy, chemistry,  and  growth  of  body  tissues. 
According  to  Hagen.  Bettmann.  and  others,31 
microscopic  observations  of  capillaries  reveal  that 
the  vascular  system  undergoes  abnormally  ex- 
aggerated reactions  (spasms  and  paralysis)  fol- 
lowing thunderstorms  and  sudden  weather 
changes.  Bransby  and  Gelling33  made  a study 
of  the  effect  of  variations  in  weather  on  growth  in 
children  over  a five-year  period  and  recorded 
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monthly  weights  against  data  on  weather  condi- 
tions, temperature,  sunshine,  and  rainfall.  They 
found  that  the  lower  the  temperature  in  any 
month  compared  with  the  average  for  that 
month,  the  greater  the  weight  gain  and  vice 
versa,  and  in  months  with  high  sunshine  average 
greater  height  and  weight  increases  were  ob- 
served than  in  those  months  with  low  sunshine 
averages. 

Weather  changes  may  affect  the  immunologic 
reaction  of  animals  or  tissues  of  animals.  Haag3 
found  that  a rapid  rise  of  atmospheric  pressure 
was  favorable  and  a rapid  fall  detrimental  to  an- 
aphylactic reactions  in  animals.  Howe33  notes 
that  periods  of  peripheral  vasodilatation,  charac- 
terized by  a drop  in  diastolic  pressure,  are  ac- 
companied by  an  increased  reaction  to  tuberculin 
and,  conversely,  a decreased  tuberculin  sensitive- 
ness will  be  found  at  times  of  peripheral  vasocon- 
striotion  with  a rise  in  diastolic  pressure.  Peter- 
sen34 points  out  that  vasoconstriction  and  vaso- 
dilatation reflected  in  blood  pressure  readings  are 
largely  influenced  by  meteorologic  environment. 

There  are  many  references  to  the  effect  of 
weather  changes  upon  the  physiologic  and  im- 
munologic responses  of  man  and  animal.  Perhaps 
these  changes  are  the  result  of  effects  upon  the 
autonomic  nervous  system,  resulting  in  chemical, 
endocrine,  or  nervous  reactions.  The  solution  of 
this  problem  requires  more  research  and  study. 

Summary 

A large  group  of  asthmatic  patients  under  treat- 
ment for  a long  period  of  time  were  studied  over  a 
two-year  period.  The  incidence  of  asthmatic 
symptoms  produced  a curve  for  the  first  year 
which  was  closely  paralleled  by  the  curve  for  the 
second  year.  The  peaks  and  depressions  of  both 
symptom  curves  occurred  at  the  same  periods  of 
the  year  with  an  incidence  of  asthmatic  symp- 
toms ranging  from  4 to  17  per  cent.  If  such  a 
pattern  of  symptom  curve  recurs  from  year  to 
year  in  a large  group  of  patients,  a prophylactic 
treatment  plan  may  be  devised  in  anticipation  of 
the  periods  of  symptom  peaks. 

The  relation  of  all  the  meteorologic  factors  to 
the  incidence  of  asthmatic  symptoms  did  not 
show  definite  correlation  but  did  suggest  a trend, 
particularly  in  regards  to  temperature,  humidity, 
and  rainfall.  No  definite  trend  could  be  seen  in 
relation  to  barometric  pressure;  however,  a lower 
incidence  of  asthmatic  symptoms  occurred  during 
extended  periods  of  barometric  pressure  below 
30.00  or  following  a prolonged  drop  of  baro- 
metric pressure.  Seasons  of  high  temperature 
and  low  barometric  pressure  were  favorable  for 
the  asthmatic  patient.  Contrary  to  our  present 


understanding,  seasons  of  high  humidity  and  in- 
creased precipitation  are  not  incompatible  with 
the  well-being  of  perennial  asthmatic  patients 
under  treatment. 

In  perennial  asthmatics  the  asthma  symptom 
curve  does  not  parallel  the  atmospheric  pollen 
concentration  curve  as  does  the  symptom  curve 
of  uncomplicated  cases  of  hay  fever.  Specific 
pollen  therapy  results  in  a greater  degree  of  symp- 
tomatic relief  in  cases  of  bronchial  membrane 
sensitivity  (asthma)  than  in  cases  of  nasal  mem- 
brane sensitivity  (hay  fever).  Variations  in  the 
asthma  symptom  incidence  curve  parallel  the 
curve  of  atmospheric  fungus  spore  concentration, 
suggesting  the  importance  of  airborne  fungi  as 
etiologic  agents  in  perennial  asthma. 

The  role  played  by  the  various  meteorologic 
factors  in  relation  to  the  incidence  of  symptoms 
in  the  perennial  asthmatic  patient  is  still  subject 
to  future  study  and  continued  research. 
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CARCINOMA  OF  THE  SKIN,  THERAPEUTIC  ASPECTS 

Joseph  J.  Eller,  M.D.,  and  William  D.  Eller,  M.D.,  New  York  City 


CARCINOMA  of  the  skin  because  of  its  ac- 
cessibility offers  opportunity  for  careful 
examination,  reliable  history  of  duration  and  be- 
havior, early  clinical  and  microscopic  diagnosis, 
and  observation  of  treatment  reactions  and  prog- 
ress, all  of  which  help  the  therapist  in  determin- 
ing further  therapy,  doses  of  radiation  if  used, 
and  general  management.  Despite  this  we  still 
see  a number  of  recurrences  in  clinic  and  private 
practice,  many  of  which  could  have  been  avoided. 

During  the  past  twenty-five  years  our  results 
have  improved  because  of  the  added  intensity 
and  adequacy  of  treatment  with  the  various 
methods  used.  Too  much  emphasis  cannot  be 
given  to  the  importance  of  eradicating  the  skin 
carcinomas  by  the  first  series  of  treatment.  In- 
adequate therapy,  whether  with  surgery  or  irradi- 
ation, results  in  residual  disease  which  requires 
further  treatment  to  effect  a cure.  Residual  can- 
cer cells  may  have  a tendency  to  become  increas- 
ingly resistant  after  successive  attempts  with  in- 
sufficient therapy,  and  moreover,  such  repeated 
procedures  may  accelerate  the  growth  of  the 
tumor.  Figi1  and  others  have  long  stressed  this 
point. 

In  planning  the  therapy  the  procedure  was  de- 
termined by  the  following  factors:  histologic 
type,  rapidity  of  growth,  location  and  size  of  the 
lesion,  age  and  condition  of  the  patient,  whether 
the  tumor  was  freely  movable  or  fixed  to  the 
deeper  tissues,  and  the  presence  or  absence  of 
palpable  lymph  nodes. 

The  therapeutic  measures  used  in  practical!}- 
all  of  our  cases  were  (1)  surgery  (scalpel,  high- 
frequency  knife,  or  electrocoagulation),  (2)  irradi- 
ation (x-rays  or  radium),  and  (3)  combined  sur- 
gery and  irradiation.  Skin  carcinomas  have  been 
treated  by  means  of  various  caustic  agents  such 
as  acid  nitrate  of  mercury,  trichloracetic  acid, 
dichloracetic  acid,  zinc  chloride,  etc.  We  too 
have  tried  some  of  these  caustics  on  a few  “basal 
cell”  epitheliomas  and  have  found  that  the  lesions 
can  be  destroyed  by  their  use.  However,  we  feel 
that  their  action  was  difficult  to  control,  and  re- 
currences were  not  uncommon.  Therefore,  we 
prefer  and  use  the  various  forms  of  surgery  and 
irradiation  in  our  cases. 

Mohs5  introduced  his  so-called  chemosurgical 
treatment,  using  dichloracetic  acid  followed  by 
an  application  of  a saturated  solution  of  zinc  chlo- 
ride. He  eradicated  the  lesion  plane  by  plane, 
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performing  biopsies  for  microscopic  study  of  the 
successive  layers  until  all  traces  of  the  tumor 
were  gone.  He  reported  good  results  with  the 
cases  he  so  treated.  We  have  had  no  experience 
with  this  form  of  therapy. 

Supersoft  roentgen  rays  (Grenz  rays,  8 to  15 
kilovolts)  are  in  our  experience  inefficient  for 
treating  carcinoma  of  the  skin.  Lesions  recurred 
despite  intensive  treatment  with  blistering  doses, 
undoubtedly  because  of  insufficient  or  no  effect 
on  the  deeper  tumor  cells. 

Some  therapists  have  reported  good  results  bv 
means  of  contact  roentgen  therapy  (40  to  50  kilo- 
volts). Although  limited,  our  experience  with 
this  method  of  irradiation  led  to  the  conclusion 
that  it  was  less  effective  for  most  les'ons  than 
the  usual  higher  voltage  x-rays  with  distance. 

We  have  not  used  thorium-x  in  the  treatment 
of  skin  carcinomas  since  we  feel  that  it,  like  Grenz 
rays,  is  inadequate. 

In  using  radiation  we  prefer  x-rays  wherever 
possible  because  of  the  ease  of  their  application 
and  the  accuracy  of  dosage.  Tumors  in  certain 
areas,  however,  such  as  the  mucous  membrane  of 
the  cheek,  the  nasolabial  fold,  the  angle  of  skin 
between  the  ear  lobes  and  the  mastoid  region, 
certain  lesions  on  the  tongue  and  lips,  and  some 
bulky  skin  tumors,  are  more  conveniently  treated 
by  means  of  radium  tubes  and  plaques  for  sur- 
face applications  and  radium  needles  and  radon 
implants  (gold  or  platinum)  for  interstitial  ther- 
apy. With  the  Manchester  system  of  computa- 
tion radium  dosage  can  now  be  measured  to  give 
a fairly  accurate  equivalent  in  terms  of  roentgen 
units. 

When  radiation  is  used,  a margin  of  surround- 
ing, apparently  healthy  tissue  of  from  3 to  10  mm. 
or  more  must  always  be  included  in  the  area  ex- 
posed to  treatment,  the  amount  depending  on  the 
character,  size,  and  location  of  the  tumor.  The 
same  applies  if  electrocoagulation  is  used  for  de- 
struction of  the  lesion  or  if  the  tumor  is  excised 
by  scalpel  or  electrosurgery.  The  vast  majority 
of  carcinomas  of  the  skin,  less  than  5 cm.  in  di- 
ameter and  not  more  than  0.5  cm.  in  thickness, 
can  be  completely  eradicated  by  x-ray  therapy 
provided  adequate  doses  are  administered. 

Our  results  have  convinced  us  that  the  frac- 
tional dose  method  of  x-ray  therapy  is  better  than 
giving  a single  massive  dose  of  4,000  or  5,000  r. 
For  lesions  less  than  5-mm.  thickness  we  prefer 
to  give  treatment  in  doses  of  1,000  r every  day  or 
every  other  day  for  four  to  six  doses  and  for 
thicker  lesions  1,500  r every  other  day  for  three, 
four,  or  more  treatments.  The  massive  dose 
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technic  does  not  afford  the  safe  latitude  of  skin 
tolerance  as  satisfactorily  as  fractionation.  With 
fractionated  x-ray  doses  the  reaction  in  the  skin 
is  less,  and  the  tissue  tolerance  is  greater.  There 
is  less  danger  of  overdosage,  and  repair,  healing, 
and  cosmetic  results  are  decidedly  better.  The 
experience  of  the  therapist  who  can  observe  the 
reaction  to  the  treatments  will  help  him  determine 
the  total  amount  of  irradiation  to  be  given  in  any 
particular  case. 

Most  cutaneous  malignant  lesions  are  “basal 
cell”  in  type,  especially  those  which  appear  on 
the  face  above  the  upper  lip.  They  usually  are 
slow  growing,  slightly  infiltrated,  and  have  a 
typical  rolled  pearly  border.  They  sometimes 
break  down  to  become  indolent  ulcers  (rodent 
ulcers).  Occasionally,  the  growth  is  more  rapid 
and  may  infiltrate  the  deeper  tissues,  fascia, 
cartilage,  and  bone.  However,  a purely  “basal 
cell”  epithelioma  never  metastasizes  or  does  so 
oilly  on  the  rarest  occasions.  We  have  never 
seen  this  happen,  and  the  rare  cases  reported  are 
“suspect.”  Variants  of  “basal  cell”  epitheliomas 
will  be  discussed  later  in  conjunction  with  their 
therapy. 

The  prickle  cell  type  of  carcinoma  offers  a 
much  more  serious  problem.  It  is  more  rapid  in 
its  growth  and  in  its  capacity  to  infiltrate  and  to 
become  fixed  to  the  deeper  tissues,  and  it  may  me- 
tastasize to  the  regional  lymph  nodes.  It  re- 
quires more  intensive  irradiation  for  its  complete 
eradication  and,  whether  surgery  or  irradiation  is 
to  be  used,  should  be  evaluated  in  the  light  of  the 
cellular  structure  seen  on  microscopic  examina- 
tion. Tumors  having  fully  differentiated  cells 
which  are  likely  to  be  radioresistant  are  better 
treated  by  surgical  measures,  while  those  consist- 
ing of  dedifferentiated  immature  cells  are  usually 
more  responsive  to  irradiation. 

For  “basal  cell”  epitheliomas  under  2 cm.  in 
diameter,  4,000  to  5,000  r units  given  in  doses  of 
1,000  r daily  are  usually  sufficient  for  the  com- 
plete regression  of  the  growth.  For  a more  in- 
filtrated lesion  it  may  be  necessary  to  give  an  ad- 
ditional fractionated  2,000  to  3,000  r,  one  week 
to  ten  days  later.  Small  prickle  cell  carcinomas 
and  the  mixed  or  basosquamous  cell  growths  are 
given  larger  doses  such  as  5,500  or  6,500  r in 
doses  of  1 ,000  r daily.  Depending  on  the  reaction 
and  response  it  may  be  necessary  to  give  an  addi- 
tional fractionated  2,000  to  4,000  r within  a 
period  of  ten  days  to  two  weeks  later.  For  le- 
sions 2 to  5 cm.  in  diameter  and  0.5  to  1 cm.  in 
thickness,  we  give  fractionated  treatments  in 
doses  of  1,500  r every  other  day  for  a total  of 
4,500  r and  repeat  this  within  two  weeks  up  to  a 
dosage  of  6,000  to  9,000  r depending  on  the  re- 
sponse. When  the  growth  is  elevated  more  than 
2 cm.  above  the  niveau  of  the  skin,  we  have 


found  it  at  times  advantageous  to  remove  the 
protruding  portion  by  electrosurgery,  reducing 
the  level  of  the  lesion  almost  to  that  of  the  adja- 
cent normal  skin  surface  before  administering 
the  roentgen  radiation.  There  must  always  be  a 
sufficient  tumor  bed  left  since  this  is  necessary  for 
a good  radiation  reaction.  This  leveling  process 
reduces  the  amount  of  x-rays  required  for  the  com- 
plete regression  of  the  lesion.  However,  in  cases 
where  the  tumor  is  invasive  and  where  the  malig- 
nancy is  of  a type  in  which  surgery  is  preferable 
to  radiation,  it  is  safest  in  terms  of  lifesaving 
measures  to  excise  the  tumor  widely.  The  defect 
may  be  repaired  later  by  plastic  surgery. 

Superficial  epitheliomatosis  and  Bowen’s  dis- 
ease are  somewhat  radioresistant.  Neverthe- 
less, when  they  occupy  large  areas  which,  if 
treated  by  surgical  methods  of  destruction,  would 
leave  wide  ulcerated  surfaces  that  might  take  a 
long  time  to  epithelize,  it  is  better  to  treat 
them  with  x-rays,  and  we  have  done  so  with  satis- 
factory results.  For  the  smaller  lesions  the  prob- 
lem of  ulceration  and  epithelization  causes  no 
difficulty.  We,  therefore,  follow  the  common 
practice  of  electrocoagulation  and  curettage. 
However,  they  may  also  b treated  satisfactorily 
with  fractionated  x-rays  in  doses  of  350  to  500  r 
daily  until  a good  reaction  appears,  which  usually 
takes  a total  of  3,000  r.  The  larger  lesions  re- 
quire relatively  smaller  doses  because  of  the  com- 
pensatory increase  in  the  skin  effects  due  to  back- 
scatter  and  because  a large  area  of  heavily  irradi- 
ated tissue  does  not  recuperate  as  readily  as  does 
a smaller  area. 

Lesions  which  have  not  completely  regressed  or 
have  recurred  after  the  use  of  intensive  doses  of 
x-rays  or  radium  estimated  to  have  been  adequate 
should  be  considered  radioresistant  and  treated 
by  surgery. 

Carcinoma  Originating  in  Radiodermatitis 

Most  of  these  carcinomas  are  prickle  cell  in 
type,  and  while  they  are  usually  slow  growing  and 
do  not  metastasize  early,  they  can  readily  infil- 
trate the  deeper  tissues.  Some  form  of  surgery 
is  preferable  for  these  lesions  since  the  surround- 
ing tissue  already  injured  by  irradiation  would  not 
tolerate  well  further  treatment  with  this  modal- 
ity. After  surgical  removal  it  is  often  necessary 
to  skin  graft  the  defect  since  epithelization  may 
be  retarded  by  the  poor  circulation  in  areas  of 
radiodermatitis. 

Carcinoma  of  the  Scalp 

Carcinoma  of  the  scalp  is  not  an  infrequent  oc- 
currence. The  lesions  may  be  of  the  basal  or 
squamous  cell  type,  forming  nodular  or  flat,  in- 
filtrating and  ulcerating  tumors.  The  basal  cell 
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tumors  which  are  found  at  the  edge  of  the  scalp 
near  the  temples,  the  ears,  and  forehead  originate 
as  a rule  in  senile  atrophic  skin.  When  they  orig- 
inate on  the  scalp  proper,  the  lesions  may  assume 
unusual  forms.  Sometimes  an  ulcerating  lesion 
may  spread  superficially  and  extensively  over  the 
dome  of  the  scalp.  This  tendency  to  marked 
lateral  extension  is  probably  due  to  the  resistance 
of  the  galea  aponeurotica.  In  later  stages  the 
prickle  cell  epithelioma  may  invade  the  galea 
aponeurotica  and  involve  periosteum  and  bone. 
At  other  times  the  tumor  may  form  an  unusual, 
bulky  mass.  If  the  lesion  is  a mixed  carcinoma 
or  a squamous  cell  carcinoma,  it  may  metastasize 
to  the  auricular  occipital  and  superior  cervical 
lymph  nodes.  Carcinomas  of  the  scalp  are  usu- 
ally rather  radioresistant.  Many  therapists, 
therefore,  prefer  to  remove  the  smaller  lesions  by 
scalpel  or  some  form  of  electrosurgery.  Large 
lesions,  because  of  the  tension  of  the  scalp  and  the 
difficulty  of  approximating  wound  edges,  may 
require  skin  grafts  to  cover  the  defect.  Never- 
theless, radiation  in  sufficient  dosage  can  eradicate 
these  lesions.  Recurrences  are  common  unless 
the  lesions  are  excised  widely  or  treated  by  \-igor- 
ous  irradiation.  Recurrent  carcinoma  of  the 
scalp  is  a serious  problem  since  it  has  a tendency 
to  grow  rapidly  and,  if  it  invades  periosteum  and 
bone,  becomes  radioresistant.  In  such  cases 
radical  surgical  excision  with  plastic  repair  is  the 
only  effective  method  of  treatment. 

Carcinoma  of  the  External  Ear 

Carcinoma  of  the  external  ear  and  the  area  sur- 
rounding it  may  be  either  basal  or  squamous 
cell  in  type,  the  latter  being  more  frequent. 
Although  morphologically  similar  to  skin  cancers 
of  other  regions,  it  is  usually  more  difficult  to 
eradicate  with  radiation  therapy.  This  may  be 
explained  by  the  poor  response  to  radiation  of 
the  tumor  bed,  which  in  this  area  consists  chiefly 
of  cartilage,  bone,  and  scant  connective  tissue 
with  a very  limited  blood  supply'. 

It  is  difficult  to  standardize  treatment  of  a 
malignant  growth  in  this  area,  and  each  case 
should  be  regarded  as  an  individual  one.  Small 
lesions  respond  favorably  to  electrosurgical  meth- 
ods. More  extensive  ones  are  better  removed 
by  the  “electric  knife”  or  the  scalpel.  While  it 
is  possible  to  destroy  cancerous  growths  on  the 
external  ear  by  means  of  radium  or  x-rays,  the 
doses  sometimes  required,  especially  in  sizable 
growths,  might  cause  severe  injury  to  the  auricu- 
lar cartilage  resulting  in  painful  ulceration. 

Many  therapists  prefer  the  use  of  heavily  fil- 
tered topical  radium  in  an  endeavor  to  avoid  the 
cosmetic  deformity  produced  by  surgical  exci- 
sion, which  may  still  be  unsightly,  even  after 
plastic  repair.  The  radium  is  filtered  with  1 to 


1.5  mm.  of  platinum  with  a secondary  filter  of 
2 mm.  rubber.  It  may  be  applied  in  direct  con- 
tact with  the  lesion  or  on  a wax  mold  at  a dis- 
tance of  7 to  10  mm.  If  the  carcinoma  has  pene- 
trated the  pinna,  radium  may  be  placed  on  both 
sides  of  the  pinna  so  as  to  cross-firp  the  lesion. 
In  order  to  minimize  the  danger  of  injury  to  the 
cartilage  or  bony  structures  underneath,  it  is  a 
good  plan  to  fractionate  the  total  dosage  or  to  use 
small  quantities  of  radium  applied  continuously 
over  a period  of  four  to  eight  day's.  However,  we 
feel  that  some  form  of  surgery  is  usually  the  best 
therapy'  for  earlobe  lesions. 

Carcinomas  occurring  in  the  angle  formed  by 
the  posterior  part  of  the  pinna  and  the  adjoining 
skin  over  the  mastoid  region  offer  a difficult  thera- 
peutic problem.  Because  of  the  tumor  bed  they 
are  radioresistant,  difficult  to  eradicate,  and  prone 
to  recur.  These  recurrences  have  a grave  prog- 
nosis. As  the  lesion  develops,  it  becomes  prow- 
shaped because  of  the  involvement  of  cartilage 
on  one  side  and  bone  on  the  other.  Surgical  ex- 
tirpation would  require  the  removal  of  a large 
portion  of  the  pinna  and  bone  of  the  mastoid  re- 
gion with  the  possibly  danger  of  infection  of  the 
mastoid  cells.  Good  results  can  be  obtained  in 
this  area  with  radium.  A single  radium  tube  or 
several  tubes  in  tandem  placed  in  the  fold  will 
irradiate  the  two  sides  of  the  prow-shaped  lesion 
as  well  as  the  apex  of  the  angle.  The  selective 
action  of  the  hard  gamma  rays  applied  slowly 
frequently  destroys  the  cancer  cells,  even  in  bone 
and  cartilage,  without  undue  injury  to  these 
structures.  The  caustic  action  of  roentgen  rays 
and  beta  rays  Is  not  tolerated  well  here,  although 
some  therapists  use  the  former  in  divided  doses 
over  a period  of  two  weeks. 

Carcinoma  of  the  Eyelid 

A majority  of  carcinomas  of  the  eyelid  are  of 
the  basal  cell  type.  The  lower  lid  is  more  fre- 
quently involved  than  the  upper  (Figs.  1 and  2). 
The  region  of  the  inner  canthus  is  a common  site 
for  epithelioma.  Small  lesions  involving  the 
margins  of  the  eyelid  can  be  very  satisfactorily 
treated  by  low-voltage  (100  kilovolts  unfiltered) 
roentgen  rays  in  doses  up  to  6,000  r fractionated 
in  daily  doses  of  .500  to  1,000  r.  A proper-sized 
lead  shield  of  1-mm.  thickness  is  used  to  protect 
the  eyeball,  and  then  an  additional  strip  of  lead  is 
used  as  a lever  to  lift  the  affected  lid  upward  (Fig. 
3).  Another  lead  screen  is  placed  around  the 
lesion  so  that  the  portal  of  entry'  of  the  rays  is 
limited  to  the  lesion  and  the  surrounding  tissue 
to  be  included.  Some  prefer  to  use  surgical  ex- 
cision for  such  lesions,  which  may  require  a plastic 
repair. 

Lesions  of  the  inner  and  outer  canthus  can  be 
effectively  treated  with  filtered  radium  plaques 
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Fig.  1.  Basal  cell  carcinoma  of  lower  eyelid  of 
two  years  duration.  Patient,  aged  seventy  years, 
had  dry  senile  skin  with  keratoses  on  right  cheek. 


Fig.  2.  (Left)  Pigmented  basal  cell  epithelioma  of 
the  lower  lid  of  one  year  duration  (taken  from  Eller 
and  Eller3). 

(Right)  Result  after  roentgen  ray  therapy,  fol- 
lowed by  electrosurgery  of  edges  for  cosmetic  result. 
There  has  been  no  recurrence  in  four  years.  (See 
Fig.  3 for  description  of  roentgen  technic  and  eyeball 
protection. ) 

(0.5  mm.  platinum).  The  radium  placed  in 
direct  contact  with  the  lesion  is  usually  a safe 
distance  from  the  cornea,  and  a protective  lead 
shield  should  be  placed  between  the  radium  and 
the  eyeball.  Small  lesions  on  the  eyelids  not  in- 
volving the  margins  can  be  effectively  destroyed 
by  electrocoagulation  or  removed  by  surgical  ex- 
cision. Lesions  involving  the  palpebral  conjunc- 
tiva, the  tarsal  conjunctiva,  or  the  tarsal  cartilage 
had  better  be  excised. 

Carcinoma  of  the  Nose 

The  treatment  of  carcinomatous  lesions  on  the 
nose  may  be  radiologic  or  surgical.  In  this  area 
many  of  the  lesions  are  seen  by  the  physician 
when  they  are  small  in  size,  about  1 cm.  in  diam- 
eter. With  the  use  of  unfiltered,  low-voltage 
(100  kilovolts)  roentgen  rays  according  to  the 
technic  outlined  previously,  excellent  results  may 
be  obtained. 


Fig.  3.  Technic  of  roentgen  ray  therapy  used  in 
same  patient  as  shown  in  Fig.  2.  (la)  The  eye  was 
first  anesthetized  with  holocaine  and  a 1-mm.  lead 
shield,  which  had  been  dipped  in  paraffin  and  fitted 
under  the  eyelids,  (lb)  Then  a slightly  convex  piece 
of  lead  was  so  placed  as  to  protect  the  upper  lid  and  to 
assist  in  everting  the  margin  of  the  lower  lid  so  that 
the  entire  involved  portion  was  perpendicular  to  the 
beam  of  the  roentgen  rays.  (2  and  3)  The  convex 
piece  of  lead  was  taped  to  the  forehead  and  a large 
shield  (3c)  with  an  opening  large  enough  to  include 
the  lesion  and  1/4  inch  of  normal  skin  was  placed 
over  the  lesion.  The  patient  received  2,000  r un- 
filtered daily  for  a total  roentgen  dose  of  6,000  r. 

Rodent  ulcer  in  the  nasolabial  fold  invades 
cartilage  and  bone  early.  Because  of  its  tenacity 
special  care  must  be  taken  to  eradicate  this  lesion 
thoroughly  at  the  first  attempt.  The  ideal  treat- 
ment for  lesions  in  this  location  is  the  application 
of  a heavily  filtered  radium  tube  in  direct  contact 
with  the  lesion.  When  the  lesion  is  not  more  than 
1 cm.  in  diameter,  a single  radium  tube  in  the 
center  of  the  ulcer,  giving  a dose  of  600  mg.  per 
hour,  will  cause  adequate  destruction.  If  roent- 
gen therapy  is  used  for  such  a lesion,  fractional 
doses  of  2,000  r ever)'  other  day  may  be  given  for 
three  doses,  and  depending  upon  the  response  of 
the  lesion  and  the  degree  of  its  malignancy, 
further  roentgen  therapy  is  given  ten  days  to  two 
weeks  later. 

Many  therapists  use  electrocoagulation  for  the 
treatment  of  carcinoma  of  the  nose.  The 
lesions  can  be  completely  destroyed  by  this 
method,  but  unsatisfactory  scars  often  result, 
and  if  the  lesions  are  extensive  and  penetrating, 
marked  deformity  may  follow.  Carcinoma  of  the 
nose  may  be  excised  with  the  scalpel  or  the  “elec- 
tric knife.”  The  small  lesions  heal  spontaneously 
after  excision,  but  the  larger  ones  may  require 
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plastic  repair.  From  the  cosmetic  and  curative 
standpoint  irradiation  is  the  method  of  choice  in 
our  experience  for  the  treatment  of  carcinoma  of 
the  nose. 

Carcinoma  of  the  Lip 

Over  95  per  cent  of  carcinomas  of  the  lip  are 
located  on  the  lower  lip,  and  practically  all  are 
of  the  prickle  cell  type.  An  occasional  “basal 
cell”  lesion  in  this  location  is  one  which  originates 
in  the  skin  and  grows  toward  the  lip.  This  hap- 
pens more  often  on  the  upper  lip.  Prickle  cell 
carcinomas  of  the  lip  fall  into  two  clinical  classes, 
the  superficial  papillary  type  and  the  ulcerated 
infiltrated  type.  Either  may  begin  on  a keratotic 
or  leukoplakic  lesion.  The  tendency  toward  ul- 
ceration and  infiltration  is  indicative  of  greater 
malignancy,  papillary  outgrowth  of  lesser  malig- 
nancy. Most  carcinomas  of  the  lip  grow  slowly, 
average  not  more  than  1 to  2 cm.  in  diameter 
and  3 to  5 mm.  in  thickness,  and  present  no  pal- 
pable lymph  nodes.  When  the  regional  lymph 
nodes  are  impalpable,  the  consensus  of  opinion 
today  is  not  to  do  prophylactic  dissection  but 
to  wait  until  node  enlargement  appears  before 
surgical  extirpation.  This  occurs  in  a small 
percentage  of  cases  only,  5 per  cent  or  less, 
when  the  primary  lesion  is  small  and  seen 
early.  Such  lesions  may  be  eradicated  success- 
fully by  a variety  of  methods,  i.e.,  excision  by  elec- 
trosurgery or  the  scalpel,  topical  radium,  inter- 
stitial radium,  and  x-rays.  Therapeutic  proce- 
dures to  be  used  are  determined  by  the  size  and 
location  of  the  lesion,  rapidity  of  growth,  the 
clinical  type  (papillary  or  infiltrated),  histologic 
degree  of  malignancy,  and  the  general  condition 
of  the  patient.  Papillary  fungating  lesions  which 
have  not  invaded  the  lip  deeply  may  be  pared 
down  by  “electric  knife”  and  the  base  treated 
with  radium  applied  topically. 

If  radium  needles  are  used,  they  are  inserted 
in  such  a pattern  as  to  deliver  doses  between 
6,000  and  7,000  r to  even-  portion  of  a malignant 
tumor  of  large  size  and  up  to  9,000  r for  smaller 
lesions. 

Low-voltage  (100  kilovolts)  unfiltered  roentgen 
rays,  given  in  fractional  doses  of  1 ,000  r daily  for  a 
total  of  6,000  to  8,000  r,  are  also  effective  in  treat- 
ing the  small  lesions.  For  advanced  lesions  the 
best  treatment  is  wide  excision  of  the  lip  and  chin 
tissues  with  suitable  plastic  repair  of  the  defect. 

Carcinoma  of  the  Skin  of  the  Genitals 

Carcinoma  of  the  penis  is  preferably  treated 
by  surgery.  The  majority  of  the  lesions  are  slow- 
growing,  squamous-cell  carcinomas  of  a low 
grade  of  malignancy,  very  radioresistant,  and 
they  metastasize  late.  The  cavernous  structure 
of  the  subcutaneous  tissues  constitutes  a tumor 


bed  which  does  not  tolerate  well  the  large  doses  of 
irradiation  necessary.  Furthermore,  to  be  suc- 
cessful irradiation  therapy  must  be  destructive, 
resulting  in  considerable  pain  which  persists  for 
quite  some  time. 

Surgical  treatment  should  be  governed  by  the 
individual  case.  A considerable  degree  of  con- 
servatism can  be  successfully  practiced  in  some 
cases.  Surgical  excision  may  vary  from  a simple 
circumcision  to  radical  amputation  with  bilateral 
block  dissection  of  the  lymph  nodes.  The  treat- 
ment depends  on  the  patient’s  age,  the  histo- 
pathologic type  and  duration  of  the  new  growth . 
its  size,  the  presence  or  absence  of  palpable 
lymph  nodes,  involvement  of  the  superficial 
channels  of  the  penis,  the  general  condition  of 
the  patient,  and  presence  or  absence  of  super- 
imposed infection.  Many  prefer  to  treat  the 
local  lesion  only  and  to  await  further  develop- 
ments (Fig.  4).  If  the  carcinoma  is  confined  to 
the  prepuce,  circumcision  is  usually  sufficient. 
For  mam'  lesions  it  is  sufficient  to  amputate  1.5 
to  2 cm.  proximal  to  any  visible  or  palpable  evi- 
dence of  the  tumor  growth.  Dean4  and  others 
feel  that  the  practice  of  combining  bilateral 
groin  dissections  with  radical  amputation  of  the 
penis  should  be  condemned  because  it  is  attended 
with  a high  mortality  and  is  often  unnecessary. 
They  prefer  to  aspirate  any  suspicious  nodes  and 
to  do  a radical  groin  dissection  only  if  positive 
evidence  of  metastasis  is  present.  If  no  tumor 
cells  are  found,  the  patient  should  be  under  care- 
ful periodic  observation.  Others5  recommend 
bilateral  lymph  node  dissection  prophylactically. 

Carcinoma  of  the  vulva  usually  appears  on 
skin  which  has  already  been  altered  by  other 
conditions,  such  as  chronic  pruritus  or  leuko- 
plakia or  kraurosis  vulvae,  which  later  develop 
eczema-like  changes  or  ulcerations.  The  trans- 
ition from  these  lesions  to  carcinoma  is  often  a 
very  slow  process.  Intense  itching  is  often  pres- 
ent and  may  be  the  only  symptom  which  brings 
the  patient  to  the  doctor.  The  carcinoma  occurs 
most  commonly  as  a flat,  superficial  new  growth 
or  as  a cauliflower-like  tumor.  Both  varieties 
are  characterized  by  a tendency  to  early  ulcera- 
tion, which  in  the  advanced  stages  may  destroy 
the  labia  as  well  as  portions  of  the  vagina  and  the 
skin  surrounding  the  vulva.  In  the  majority  of 
cases  the  tumors  arise  from  the  large  or  small 
labia  or  the  clitoris.  The  urethral  ostium  and  the 
hymen  are  involved  only  in  rare  instances. 
Occasionally  an  adenocarcinoma  may  develop 
from  the  Bartholin  glands.  Such  a lesion  may 
occur  early  in  life,  and  in  the  early  stage  may 
easily  be  confused  with  a cyst  or  abscess  of  the 
gland.  Histologically,  carcinomas  of  the  vulva 
are  basal  or  prickle  cell  in  type.  The  “basal 
cell”  epithelioma  in  this  area  can  be  eradicated 
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Fig.  4.  {Left)  Intraepidermal  epithelioma  of  the  penis,  Bowenoid  type,  confirmed  by  microscopic  studies, 
of  three  years  duration  with  no  palpable  lymph  nodes.  Lesion  removed  surgically;  lymph  nodes  were  un- 
treated. 

(Right)  After  surgical  excision.  No  recurrence  or  involvement  of  lymph  nodes  in  five  years. 


by  surgical  methods.  Prickle  cell  carcinoma  of 
the  vulva  is  highly  malignant  and  very  resistant 
to  irradiation  therapy.  Surgical  treatment,  to 
be  effective,  should  include  complete  vulvectomy 
and  bilateral  groin  dissections,  superficial  and 
deep,  whether  the  nodes  are  palpable  or  not. 
Simple  excision  of  the  local  lesion  is  usually  ina- 
dequate. 

Carcinoma  of  the  Extremities 

There  is  a history  of  a pre-existing  dermatosis 
in  many  cases  of  cutaneous  carcinoma  of  the  ex- 
tremities. Carcinomas  arising  from  scars,  burns, 
and  occupational  dermatoses  have  been  reported, 
but  the  time  between  the  occurrence  of  the 
trauma  and  the  beginning  of  the  malignant  proc- 
ess may  van'  from  one  to  many  years,  the  aver- 
age time  observed  being  ten  to  fifteen  years. 
Carcinomas  of  the  extremities  occur  most  often 
in  young  persons,  possibly  because  of  the  fre- 
quency of  large  scars  resulting  from  childhood 
accidents.  The  most  frequent  site  for  carcinoma 
of  the  extremities  is  the  dorsum  of  the  hand. 
In  this  area  the  lesion  often  appears  in  a skin 
showing  senile  changes,  such  as  hyperpigmenta- 
tion, atrophy,  or  senile  keratoses.  The  ingestion 
of  arsenicals  such  as  Fowler’s  solution  and  arse- 
nious  acid  in  large  amounts  may  produce  arsenical 
keratoses  on  the  palms  and  soles  in  which  car- 
cinoma is  prone  to  develop.  Arsenicals  of  this 
type  are  also  thought  to  be  responsible  at  times 
for  the  appearance  of  carcinomatous  lesions  on 
the  trunk  and  extremities.  Radiodermatitis 
accounts  for  another  group  of  carcinomas  of  the 
hands.  Carcinoma  in  a varicose  ulcer  is  rare. 
Nevocarcinomas  are  occasionally  seen  on  the 
hands  and  feet,  particularly  on  the  fingers  and 


Fig.  5.  Prickle  cell  epithelioma  of  third  finger  of 
one  and  one-half  years  duration  (taken  from  Eller 
and  Eller3). 


toes  where  they  may  sometimes  appear  as  pig- 
mented subungual  lesions.  The  seborrheic  kera- 
toses which  occasionally  appear  on  the  extremi- 
ties may  develop  either  basal  cell  or  rarely  squa- 
mous cell  carcinoma  (Fig.  5).  In  addition  to 
these  forms,  Bowen’s  disease  and  the  multiple, 
superficial,  flat  epitheliomas  may  occasionally 
develop  on  the  skin  of  the  extremities.  However, 
the  majority  of  carcinomas  of  the  extremities 
are  of  the  low-grade  squamous  cell  type.  Their 
morphologic  clinical  features  vary  greatly,  some- 
times making  diagnosis  difficult.  Some  carci- 
nomas of  the  extremities  closely  resemble  mycotic 
processes.  The  carcinoma  must  occasionally  be 
differentiated  from  sarcoma,  syphilitic  and 
tuberculous  granuloma,  drug  eruptions  such  as 
bromoderma  or  ioderma,  and  mycosis  fungoides 
d’emblee. 

Most  of  the  carcinomas  seen  on  the  extremities 
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are  small,  superficial  lesions  which  may  readily 
he  destroyed  by  the  previously  described  methods 
of  surgery  or  irradiation.  Surgery  is  preferable 
in  many  cases,  particularly  those  in  which  the 
pre-existing  dermatosis  produces  a tumor  bed 
that  does  not  tolerate  radiation  well.  Because 
of  the  radioresistance  of  most  carcinomas  of  the 
extremities  and  because  of  the  frequent  presence 
of  other  pathologic  conditions  which  have  con- 
tributed to  the  development  of  the  carcinoma 
and  which  provide  a tumor  bed  that  cannot 
tolerate  large  doses  of  radiation,  the  majority 
of  carcinomas  of  the  extremities  are  better  treated 
by  wide  surgical  excision,  followed  by  plastic 
repair  where  necessary.  Small,  relatively  super- 
ficial carcinomas  can  be  treated  by  radiation 
according  to  the  principles  previously  discussed. 
Although  carcinoma  arising  in  a burn  scar  is 
slow-growing,  the  disease  is  frequently  fatal 
because  the  significance  of  the  early  ulceration 
is  minimized  and  conservative  treatment  is 
carried  on  too  long.  Such  carcinomas  are  very 
difficult  to  destroy  by  radiation.  Frequently 
the  large  dose  necessary  for  this  purpose  results 
in  a persistent  radiation  ulcer  which  must  eventu- 
ally be  excised.  The  conservative  surgical  pro- 
cedure of  excising  a carcinoma  in  a burn  scar  is 
frequently  followed  by  recurrence,  making  ampu- 
tation necessary  to  save  the  patient’s  life.  An 
effort  may  be  made  to  destroy  by  radiotherapy 
a relatively  small  lesion  which  has  not  invaded 
the  tissue  deeply.  As  a rule,  however,  the  in- 
sidious burn  scar  carcinoma  is  best  destroyed  by 
early  radical  surgery. 

Prophylaxis  is  important,  namely,  compre- 
hensive repair  of  the  burn  defect  by  plastic 
surgery  as  soon  as  possible.  Pinch  grafts,  al- 
though they  may  assist  in  covering  a defect, 
do  not  prevent  the  development  of  an  extensive 
scar  below  the  grafts  which  may  be  susceptible 
to  later  carcinomatous  changes. 

The  treatment  of  carcinoma  arising  in  a radio- 
dermatitis is  similar  to  that  of  carcinoma  of  a 
burn  scar.  If  there  is  no  evident  involvement 
of  the  regional  lymph  nodes,  no  treatment  is 
given  them.  If  a node  is  palpable,  histologic 


confirmation  should  be  attempted,  either  by 
aspiration  biopsy  or,  preferably,  by  frozen  sec- 
tion performed  in  the  operating  room.  If  car- 
cinoma is  found  to  be  present,  a radical  block 
dissection  of  the  entire  lymph  node  draining  area 
should  be  performed.  For  the  lower  extremity 
this  should  include  both  the  femoral  and  inguinal 
regions. 


Conclusion 

1.  In  order  to  select  the  proper  therapeutic 
procedures,  all  the  characteristics  of  the  tumor 
must  be  evaluated:  histologic  type,  rate  of 

growth,  location,  extent  of  involvement,  fixation 
to  the  deeper  soft  tissues,  bone,  or  cartilage,  and 
the  presence  or  tendency  to  metastasis. 

2.  To  date,  the  best  and  most  reliable  thera- 
peutic measures  for  the  treatment  of  carcinoma 
of  the  skin  are  surgical  destruction  or  excision  and 
irradiation  with  roentgen  rays  or  radium  or  a 
combination  of  surgery  and  irradiation. 

3.  Despite  the  comparatively  slow  growth 
and  low  grade  character  of  most  skin  cancers, 
these  lesions  should  always  be  regarded  as  poten- 
tially dangerous,  and  it  is  imperative  that  ade- 
quate treatment  be  administered  since  insufficient 
therapy  may  intensify  their  malignant  character- 
istics, especially  if  the  tumor  is  a mixed  or  baso- 
squamous  type  or  prickle  cell. 

4.  In  cases  where  the  skin  tumor  is  invasive 
and  is  the  type  of  malignant  growth  in  which 
surgery  is  indicated  in  preference  to  irradiation, 
it  is  safest  as  a lifesaving  measure  to  excise  the 
tumor  widely  and  to  have  the  defect  repaired 
later  by  plastic  surgery. 
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DOCTORS  WITH  POOR  PENMANSHIP  TO  BE 
British  druggists  and  the  examiners  of  the  Royal 
College  of  Obstetricians  and  Gynecologists  are  tak- 
ing steps  to  make  British  physicians  improve  their 
handwriting,  according  to  the  London  Daily  Express. 

Tired  of  the  traditionally  illegible  penmanship 
of  doctors,  the  examiners  say  that  physicians  who 
seek  diplomas  will  lose  marks  for  bad  handwriting. 


PENALIZED  BY  EXAMINERS 
Examiners  now  make  it  a point  of  professional 
honor  to  avoid  penalizing  applicants  for  poor  pen- 
manship. 

The  pharmacists  complained  that  physicians’ 
prescriptions,  as  a rule,  were  so  difficult  to  read  that 
dangerous  dispensing  mistakes  could  be  made. — 
GP,  September,  1953 


Case  Reports 


ACUTE  OBLITERATIVE  ENDO PHLEBITIS  OF  THE  HEPATIC  VEINS 
SECONDARY  TO  POLYCYTHEMIA  VERA 


Harry  Mandelbaum,  M.D.,  F.A.C.P.,  Daniel  Diamond,  M.D.,  and 
Frederick  Feldman,  M.D.,  Brooklyn,  New  York 

(From  the  Departments  of  Medicine  and  H ematology  of  the  Jewish  Hospital  of  Brooklyn ) 


TN  SOHVAL’S  review  of  59  cases  of  erythremia,1 

his  study  was  directed  to  the  hepatic  manifesta- 
tions in  polycythemia  vera.  The  conclusion  was 
reached  that  the  clinical  diagnosis  of  thrombosis 
of  the  hepatic  veins  can  be  made  when  the  following 
syndrome  is  present:  onset  with  upper  abdominal 
pain,  the  presence  of  an  enlarged  liver,  and  rapidly 
accumulating  ascites  causing  progressive  enlarge- 
ment of  the  abdomen.  In  the  acute  cases  the  pa- 
tient’s condition  deteriorates  rapidly,  and  the 
terminal  course  is  featured  by  jaundice  and 
hepatic  insufficiency,  as  shown  by  markedly  abnor- 
mal plasma  cholesterol  partition. 

Because  of  the  rarity  of  this  condition,  we  are 
reporting  a case  of  acute  obliterative  endophlebitis 
of  the  hepatic  veins  secondary  to  polycythemia  vera, 
similar  to  the  case  reported  by  Sohval. 

Case  Report 

S.  F.,  a white,  Jewish  male,  thirty-two  years  of 
age,  was  admitted  to  the  Jewish  Hospital  of  Brook- 
lyn on  May  23,  1952,  complaining  of  abdominal  pain 
of  five  weeks  duration,  distention  of  the  abdomen  of 
three  weeks  duration,  and  shortness  of  breath. 
Diarrhea  occurred  intermittently,  and  jaundice  be- 
came apparent  four  days  before  admission. 

His  present  illness  began  five  weeks  prior  to  ad- 
mission with  onset  of  moderately  severe,  “shooting” 
pains  around  the  umbilicus,  radiating  down  to  the 
pubis.  The  pain  was  increased  by  physical  exer- 
tion of  any  kind.  The  pain  usually  lasted  several 
minutes  and  disappeared  spontaneously.  This  was 
then  followed  by  a feeling  of  epigastric  bloating  and 
discomfort.  There  was  no  associated  nausea  or 
vomiting.  The  patient  did  not  consult  a physician 
until  ten  days  after  the  onset  of  symptoms.  Some 
medication  was  prescribed  which  gave  him  no  re- 
lief. Four  days  later  (two  weeks  after  the  onset 
of  the  symptoms),  he  noticed  swelling  of  the  abdo- 
men and  a weight  gain  despite  poor  appetite  and  a 
limited  intake  of  food.  He  gained  approximately 
20  pounds  in  weight  during  the  five-week  period. 
He  also  noted  a slight  fever  of  100  F.  and  easy  fa- 
tigability. Four  days  prior  to  admission,  an  icteric 
tint  to  the  skin  was  noted;  dark-colored  urine  and 
light  tan  stools  were  also  observed.  There  was  an 
episode  of  diarrhea  with  four  or  five  loose  stools  daily 
which  lasted  for  five  days.  No  blood  or  mucus  was 
noted  in  the  stools.  There  was  no  past  history  of 
exposure  to  jaundiced  individuals,  no  use  of  pooled 
serum  or  plasma,  no  immunization  or  infections  dur- 


ing the  past  year.  Due  to  increasing  swelling  of  the 
abdomen  and  weakness,  hospitalization  was  ad- 
vised. 

Physical  examination  on  admission  revealed  the 
following:  temperature  99.4  F.,  pulse  80,  respira- 
tions 20,  and  blood  pressure  118/84.  He  was  a 
well-developed,  obese  man,  weighing  332  pounds. 
His  complexion  was  somewhat  swarthy,  and  there 
was  slight  cyanosis  of  the  lips.  The  skin  on  the 
forehead  showed  small  areas  of  hyperpigmentation. 
The  sclerae  were  slightly  icteric.  The  heart  was 
normal.  The  lungs  show’ed  dullness  and  diminished 
breath  sounds  at  both  bases.  The  abdomen  wras 
distended  and  tympanitic  anteriorly  with  shifting 
dullness  in  the  flanks  and  a fluid  wave.  The  liver 
and  spleen  were  not  palpable  because  of  the  marked 
abdominal  distention.  Rectal  examination  wras  neg- 
ative. The  extremities  showred  slight  cyanosis  of 
the  nail  beds  and  mild  pretibial  edema. 

Laboratory  data  were  as  follows:  The  urine  was 

acid,  specific  gravity  1.021,  and  no  sugar  or  albumin 
was  found.  A few  white  blood  cells  were  noted  on 
microscopic  examination.  Hemogram  showed  hemo- 
globin 120  plus,  red  blood  cells  6,710,000;  white 
blood  cells  18,250;  differential — polymorphonu- 
clears  50  per  cent,  bands  19  per  cent,  lymphocytes 
27  per  cent,  monocytes  4 per  cent;  hematocrit  71 
per  cent.  The  blood  Mazzini  was  negative;  the 
heterophil  agglutination  test  was  reported  as  posi- 
tive in  1 : 4 dilution. 

The  hemogram  five  days  later  revealed  hemoglo- 
bin 120  plus;  red  blood  cells  8,500,000;  white 
blood  cells  22,750;  differential — polymorphonu- 
clears  73  per  cent,  bands  7 per  cent,  lymphocytes 
15  per  cent,  monocytes  4 per  cent,  eosinophils  1 per 
cent,  platelets  250,000  per  cu.  mm.  The  sedimen- 
tation rate  wras  1 mm.  at  the  end  of  the  hour  (West- 
ergren).  Prothrombin  time  w'as  12.1  seconds,  con- 
trol 13.5  seconds.  Fragility  test  results  were  as 
follows:  Hemolysis  began  at  0.50  and  was  incom- 
plete at  0.28;  control  began  at  0.48  and  was  com- 
plete at  0.34. 

Blood  chemistries  were  as  follows:  urea  nitrogen 
13  mg.  per  cent;  uric  acid  4.8  mg.  per  cent;  sugar 
72  mg.  per  cent;  cephalin  flocculation  test  4 plus; 
thymol  turbidity  7.4  units;  total  cholesterol  96  mg. 
per  cent,  no  esters;  total  protein  6.7  Gm.,  albumin 
3.6  Gm.,  globulin  3.1  Gm.,  albumin-globulin  ratio  1.2; 
alkaline  phosphatase  1.4;  calcium  7.6  mg.  per  cent; 
phosphorus  4.0  mg.  per  cent;  sodium  308  mg.  per 
cent;  potassium  23  mg.  per  cent;  chlorides  31 1 mg. 
per  cent;  carbon  dioxide  combining  power  57.4 
volumes  per  cent;  blood  volume  (Evan’s  blue) 
14,800  cc. 
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X-ray  studies  of  the  chest  showed  the  heart  to  be 
of  normal  configuration  and  not  enlarged,  no  free 
fluid  in  the  cavities,  and  both  diaphragms  to  be  ele- 
vated. The  electrocardiogram  showed  low  voltage 
of  QRS  in  leads  1,  2,  3 and  sinus  tachycardia  with  a 
rate  of  120.  There  was  low  voltage  of  the  extremity 
leads. 

On  May  25,  1952,  two  days  after  admission,  an 
abdominal  paracentesis  was  done  which  yielded 
9,500  cc.  of  a green-tinged  fluid.  The  fluid  was  neg- 
ative for  bile,  specific  gravity  was  1.006,  and  the 
protein  content  was  1.7  Gm.  per  cent.  Direct 
smears  of  the  fluid  showed  the  presence  of  red  blood 
cells,  polymorphonuclear  leukocytes,  lymphocytes, 
and  mesothelial  cells. 

On  May  25,  1952,  a liver  biopsy  was  done,  and  a 
good  sliver  of  hepatic  tissue  was  obtained.  The 
pathologist’s  report  was  as  follows:  "The  prepara- 

tion shows  liver  cords,  the  cells  of  which  are  swollen 
and  the  cytoplasm  granular.  The  nuclei  in  some  are 
hyperchromatic,  and  a few  cells  show  degeneration 
and  contain  two  nuclei  (Fig.  1).  The  sinusoids  are 
in  places  distended  with  blood.  In  some  areas 
there  is  also  an  increase  of  fibrous  connective  tissue.” 

On  May  30,  1952,  Dr.  M.  Morrison  repeated  the 
blood  studies  and  found  the  hemogram  similar  to 
that  described  above.  The  bone  marrow  showed  in- 
creased erythroblastosis.  His  impression  was  poly- 
cythemia vera.  The  patient  appeared  more  icteric 
and  was  confused  and  unable  to  answer  questions 
rationally.  His  facial  expression  was  dull.  It  was 
the  opinion  that  cerebral  thromboses  might  have  oc- 
curred. On  the  following  day  his  drowsiness,  leth- 
argy, and  mental  clouding  increased.  The  abdomen 
was  still  distended,  and  a fluid  wave  was  present. 


The  liver  edge  could  be  felt  two  fingerbreadths  below 
the  costal  margin.  The  spleen  could  not  be  palpa- 
ted. Since  the  red  blood  cell  count  had  risen  to 
8,500,000,  a phlebotomy  was  done,  and  500  cc.  of 
blood  was  withdrawn.  The  patient  was  given 
200  mg.  of  Depo-Heparin  and  300  mg.  of  Dicumarol 
on  June  1,  1952.  On  the  following  day  he  received 
another  200  mg.  of  Depo-Heparin  and  200  mg.  of 
Dicumarol.  On  June  3,  1952,  all  anticoagulants  I 
were  stopped  because  his  prothrombin  time  had  I 
risen  to  49.6  seconds  with  a control  of  13.8  seconds.  I 
A phlebotomy  of  500  cc.  was  done  at  this  time.  The  I 
urinary  output  for  June  3,  1952,  was  200  cc.  The  I 
next  day,  the  patient  was  stuporous.  The  pulse  I 
was  of  poor  volume.  His  general  appearance  sug-  I 
gested  hepatic  insufficiency  with  a hepatotoxic  lower  I 
nephron  syndrome.  The  urinary  output  on  this  I 
day  was  60  cc. 

On  June  5,  1952,  the  patient  was  in  deep  coma,  I 
Blood  amino  acid  value  was  reported  as  23  mg.  per 
cent.  Xo  leucine  or  tyrosine  crystals  were  found  in 
his  urine.  The  urinary  output  on  this  day  was 
zero.  Dr.  Nathan  Rosenthal  was  called  in  consul- 
tation and  concurred  in  the  diagnosis  of  polycy- 
themia vera  with  thrombosis  of  the  hepatic  veins  I 
His  blood  studies  follow:  Hemoglobin  19.2  Gm.  I 
(123  per  cent):  red  blood  cells  9,850,000:  white  I 
blood  cells  21,800:  platelets  240,000:  neutrophilic 
myelocytes  2 per  cent : band  forms  9 per  cent ; seg- 

mented pohmorphonudears  74  per  cent:  lympho- 
cytes 8 per  cent ; monocytes  7 per  cent ; hemato- 
crit 75  per  cent. 

Because  of  reports  of  occasional  improvement  of 
hepatic  insufficiency  with  ACTH,  the  patient  was 
given  25  mg.  of  ACTH  four  times  daily  in  continuous 
intravenous  glucose  drip.  On  June  6,  1952,  the 
patient  was  in  a deep  coma.  His  pulse  was  rapid 
and  poor  in  quality.  His  platelet  count  was  250,000 
per  cu.  mm.  Triethylenemelamine,  10  mg.,  was 
given,  to  be  followed  by  5 mg.  daily  in  the  hope  of 
reducing  the  platelets  and  red  blood  cells.  The 
patient  did  not  respond  to  any  measures,  and  on 
June  7,  1952,  sixteen  days  after  admission,  he  ex- 
pired. Consent  for  autopsy  was  not  obtained. 

Comment 

In  polycythemia  vera  the  vascular  bed  of  the  liver 
and  other  organs  is  distended  with  blood.  In  the 
liver  marked  congestion  of  the  veins  is  noted  with 
some  atrophy  of  the  adjacent  hepatic  cords.  Poly- 
cythemia vera  is  frequently  associated  with  occlu- 
sive vascular  thromboses;  the  frequent  sites  of 
these  lesions  are  the  cerebral,  peripheral,  and  intra- 
abdominal  vessels. 

Sohval1  studied  59  cases  of  polycythemia  vera 
admitted  to  the  Mount  Sinai  Hospital  between 
1919  and  1937.  Seven  of  these  patients  came  to 
autopsy.  In  50  per  cent  of  the  cases  there  was 
marked  enlargement  of  the  liver.  There  was  a 
tendency  toward  association  of  marked  enlargement 
of  the  liver  and  splenomegaly.  Vascular  lesions 
occurred  one  or  more  times  in  21  of  the  59  cases. 
Norman  and  Allen5  reported  vascular  lesions  in  one 
third  of  98  patients  from  the  Mayo  Clinic. 

Mosse3  regarded  hepatic  cirrhosis  as  a secondary 
complication  of  polycythemia  vera.  He  concluded 
that  increased  destruction  of  blood  and  an  excessive  , 
amount  of  blood  in  the  liver  are  the  primary  etio- 
logic  factors  resulting  in  hepatic  damage. 

Thrombosis  of  the  portal  vein  is  associated  with  I 
polycythemia  vera  more  frequently  than  it  is  with 
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cirrhosis  of  the  liver.  Sohval1  reviewed  14  cases 
of  polycythemia  vera  with  thrombosis  of  the  portal 
vein.  The  liver  was  not  enlarged  in  eight;  ascites 
and  edema  of  the  legs  were  present  in  four  cases  (in 
two  of  these,  thromboses  of  the  hepatic  veins  were 
present).  The  low  incidence  of  ascites  may  be  re- 
lated to  a greater  tendency  toward  the  development 
of  anastomotic  circulation.  Thrombosis  of  the  por- 
tal vein  as  a primary  lesion  does  not  produce  much 
hepatic  damage.  Rolleston  and  McNee4  believe 
that  hepatic  cirrhosis  is  the  most  common  cause 
of  thrombosis  of  the  hepatic  veins. 

Thrombosis  of  the  hepatic  veins  in  polycythemia 
vera  occurs  infrequently.  Sohval1  could  find  only 
seven  cases  in  the  literature,  the  first  reported  by 
Oppenheimer5  in  1929.  The  liver  was  enlarged  in 
all  but  one;  the  spleen  was  invariably  enlarged. 
Ascites  was  present  in  all  instances  and  accumulated 
rapidly  in  three.  Jaundice  was  the  terminal  feature 
in  six  of  the  seven  cases.  Sohval  emphasized  the 
low  plasma  cholesterol  in  his  case. 

When  thrombosis  of  the  hepatic  veins  occurs  and 
is  not  secondary  to  hepatic  disease,  the  resultant 
hepatic  lesions  consist  of  marked  enlargement  with 
acute  passive  congestion  and  central  hemorrhage, 
atrophy,  and  necrosis.  Sohval’s  case  was  a thirtv- 
year-old  Jewish  male  who  complained  of  generalized 
abdominal  pain  and  severe  diarrhea  three  weeks 
prior  to  admission.  Progressive  enlargement  of  the 
abdomen  followed.  Two  weeks  before  admission 
jaundice  became  apparent.  The  patient  weighed 
222  pounds.  The  abdomen  was  greatly  distended 
with  fluid,  and  the  liver  was  markedly  enlarged. 
The  spleen  became  palpable  after  abdominal  para- 
centesis. Hematologic  studies  were  characteristic 
of  polycythemia  vera.  Hepatic  damage  was  in- 
dicated by  the  blood  cholesterol  value  of  125  mg. 
per  cent  with  only  a trace  of  ester  fraction.  After 
abdominal  paracentesis  the  patient  became  drowsy, 
and  the  blood  cholesterol  sank  to  62  mg.  per  cent. 
The  patient  survived  two  months.  Postmortem 
examination  showed  obliterating,  organized  throm- 
bosis of  the  hepatic,  portal,  splenic,  and  superior 
mesenteric  veins  with  recanalization,  excessive 
passive  congestion  of  the  liver,  and  hepatic 
degeneration. 

Lommel6  was  of  the  opinion  that  chronic  portal 
stasis  would  eventuate  not  only  in  splenic  enlarge- 
ment but  in  polycythemia  as  well.  This  may  ac- 
count for  the  polycythemia  in  the  case  reported  by 
Holmes  and  Melcher7  of  a twenty-three-year-old 
woman  with  idiopathic  obliterative  endophlebitis 
of  the  hepatic  veins  terminating  in  severe  abdom- 
inal pain,  coma,  and  death  due  to  hepatic  insuffi- 
ciency. Intermittent  bouts  of  upper  abdominal  pain 
and  abdominal  swelling  in  the  months  prior  to  the 
final  episode  were  probably  due  to  the  inflammatory 
process  in  the  hepatic  veins  and  occlusion  of  smaller 
radicals.  Initial  blood  studies  showed  a hemoglo- 
bin of  145  per  cent;  red  blood  cells  11,680,000; 
white  blood  cells  44,800;  hematocrit  85  per  cent. 
Subsequently,  the  hematocrit  was  49  per  cent. 
Six  months  previously,  she  had  sustained  an  acci- 
dent, and  the  hemogram  at  that  time  was  normal. 
The  patient  was  jaundiced,  the  liver  was  enlarged 


to  five  fingerbreadths  below  the  costal  margin,  and 
the  spleen  could  not  be  palpated  on  admission  but 
later  became  palpable  as  the  liver  further  enlarged. 
Evidence  of  hepatic  insufficiency  was  indicated  by 
coma,  plasma  cholesterol  value  of  61  mg.  per  cent, 
and  a 4 plus  cephalin  flocculation  reaction.  Autopsy 
showed  the  liver  and  spleen  to  be  markedly  en- 
larged. Especially  notable  were  thrombi  in  the  he- 
patic veins,  necrosis  of  the  liver,  edema  of  the  brain, 
and  increase  in  the  bone  marrow  megakaryocytes. 
Microscopic  findings  showed  widespread  congestion 
of  the  liver  with  hemorrhagic  coagulative  necrosis. 
Thrombi  were  found  in  the  hepatic  veins.  Some 
veins  were  completely  organized  and  showed  varying 
degrees  of  canalization. 

Chiari8  in  1899  described  ten  cases  of  obliterative 
endophlebitis  of  the  hepatic  veins;  three  were  pri- 
mary and  seven  were  secondary  to  another  etiologic 
basis,  e.g.,  peritonitis,  congenital  malformation  of 
the  hepatic  veins,  cirrhosis,  etc.  Holmes  and  Mel- 
cher7 believe  Chiari’s  syndrome  should  be  applied 
only  to  cases  of  primary  obliterative  endophlebitis 
of  the  hepatic  veins.  The  rarity  of  hepatic  vein 
thrombosis  is  attested  to  by  their  review  of  15,300 
consecutive  autopsies  performed  by  the  Depart- 
ment of  Pathology  of  Columbia  University.  They 
found  13  cases  of  hepatic  vein  thrombosis,  all  of 
the  secondary  type,  one  being  associated  with  poly- 
cythemia vera. 

Hirsch  and  Manchester9  summarized  the  70  cases 
reported  up  to  1946  and  discussed  the  various  causes 
of  obstruction  of  the  hepatic  veins.  They  pointed 
out  that  there  is  an  acute  and  a chronic  form  of  the 
disease,  depending  upon  whether  an  occlusion  is 
partial  or  complete  and  wfliether  recanalization 
occurs.  Over  50  per  cent  of  the  reported  cases  oc- 
curred between  the  ages  of  twenty  and  forty,  both 
sexes  being  equally  affected. 

The  differential  diagnosis  to  be  considered  in  the 
polycythemic  patient  presenting  the  syndrome  of 
liver  enlargement,  ascites,  and  jaundice  has  been 
wrell  discussed  by  Sohval.  He  states  that  while 
hepatic  enlargement  is  common  in  polycythemia 
vera,  leukemic  transformation  and  myocardial  de- 
compensation are  the  more  common  causes;  cir- 
rhosis of  the  liver  and  thrombosis  of  the  hepatic  and 
portal  veins  explain  the  minority  of  the  cases.  Soh- 
val showed  further  that  enlargement  of  the  liver 
is  practically  constant  and  typically  rapid  in  throm- 
bosis of  the  hepatic  veins,  frequent  in  cirrhosis,  and 
uncommon  in  thrombosis  of  the  portal  vein.  Ascites 
is  also  constant  and  rapidly  reaccumulative  in 
thrombosis  of  the  hepatic  veins,  frequent  in 
cirrhosis,  and  uncommon  in  primary  thrombosis 
of  the  portal  vein.  Jaundice  is  common  and  usu- 
ally terminal  in  thrombosis  of  the  hepatic  veins, 
frequently  present  during  the  course  of  cirrhosis, 
and  rare  in  thrombosis  of  the  portal  vein.  Cirrho- 
sis of  the  liver  is  exceptionally  due  to  polycythemia 
vera.  In  our  patient  liver  biopsy  taken  four  days 
after  admission  showed  an  increase  in  the  fibrous  con- 
nective tissue. 

The  plasma  cholesterol  partition  in  Sohval’s  case 
and  in  Holmes  and  Melcher’s  case7  and  in  our  case 
gave  evidence  of  hepatic  necrosis.  In  our  case  evi- 
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dence  of  an  increase  in  amino  acids  in  the  blood  was 
present,  confirming  the  findings  of  Cachin  and  his 
coworkers. 10  In  their  investigation  of  cases  of  severe 
hepatitis  they  reported  an  increase  in  the  amino 
acids  in  the  blood  as  determined  by  paper  chromatog- 
raphy. 

Summary 

A thirty-two-year-old  man  succumbed  after  a 
seven  weeks  illness  from  obliterative  endophlebitis 
of  the  hepatic  veins.  The  clinical  syndrome  em- 
braces the  association  of  an  enlarged  liver,  rapidly 
reaccumulative  ascites  causing  progressive  enlarge- 
ment of  the  abdomen,  and  termination  in  jaundice 
and  hepatic  insufficiency  due  to  hepatic  necrosis  as 
evidenced  by  a low  blood  sugar,  low  plasma  choles- 
terol partition,  and  increase  in  the  plasma  amino 
acids.  The  brief  course  from  the  onset  with  ab- 
dominal pain  and  marked  abdominal  distention  to 


death  in  hepatic  coma  permits  classification  of  our 
case  as  acute.  Polycythemia  vera  was  the  major 
contributing  cause  to  the  thrombotic  occlusive  le- 
sions of  the  hepatic  veins. 
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OBSTRUCTION  OF  THE  THIRD  PART  OF  THE  DUODENUM  CAUSED  BY 
COMPRESSION  BY  THE  SUPERIOR  MESENTERIC  BLOOD  VESSELS 

Andries  I.  Roodenburg,  M.D.,  and  George  R.  Bodon,  M.D.,  Rochester,  New  York 
( From  the  Departments  of  Internal  Medicine  and  Surgery,  Rochester  General  Hospital) 


YVBSTRUCTIOX  of  the  third  part  of  the  duo- 
denum  is  uncommon.  It  may  be  caused  by 
intrinsic  or  extrinsic  factors,  such  as  tumors  inside 
or  outside  the  lumen,  bands,  or  undue  pressure  from 
the  superior  mesenteric  blood  vessels  crossing  the 
third  part  of  the  duodenum.  Many  investigators 
have  demonstrated  a slight  groove  on  the  duodenum 
where  it  is  crossed  by  the  superior  mesenteric  blood 
vessels;  hence  the  pathogenesis  of  this  type  of  ob- 
struction is  an  exaggeration  of  a normal  condition. 
It  may  be  considered  one  of  the  diseases  to  which 
man  has  become  subject  due  to  the  assumption  of 
the  erect  position,  which  decreases  the  angle  between 
the  mesentery  and  the  spinal  column.  Therefore, 
predisposing  factors  include  all  those  conditions 
which  further  decrease  this  angle,  e.g.,  loss  of  fat, 
abdominal  relaxation  following  pregnancy,  ptosis, 
and  exaggerated  lordosis  of  the  lumbar  spine. 

Case  Report 

M.C.,  a thirty-one-year-old,  single,  white  female, 
was  first  seen  by  one  of  us  (A.I.R.)  on  February  24, 
1951.  She  stated  that  she  had  intermittent,  se- 
vere, nonradiating,  midepigastric  pain  two  hours 
after  meals.  This  had  not  bothered  her  when  she 
ingested  fluids  only.  There  had  been  no  nausea 
and  no  emesis.  At  times  the  pain  had  also  been  felt 
as  stabbing.  A cholecystogram  done  on  February 
10,  1951,  had  been  interpreted  as  being  negative. 
The  upper  gastrointestinal  series  showed  a minor  de- 
gree of  dilatation  of  the  third  part  of  the  duodenum. 


However,  since  no  antiperistalsis  had  been  observed 
on  fluoroscopy,  no  importance  had  been  attached  to 
this  finding.  Taking  into  consideration  her  back- 
ground, the  physician  attributed  her  symptoms  to 
an  anxiety  state  and  prescribed  accordingly. 

This  background  may  be  related  here  briefly. 
At  the  age  of  ten  the  patient  had  to  leave  school  be- 
cause her  mother  had  to  enter  a psychiatric  insti- 
tution. She  still  resides  there.  The  patient  had 
to  take  over  the  housekeeping  duties,  and  she  also 
helped  to  increase  the  family  income.  She  did  so 
well  that  at  the  age  of  nineteen  she  was  able  to  buy 
the  house  in  which  she  and  her  father  lived.  A few 
years  ago  the  burden  of  earning  a livelihood  fell 
entirely  on  her  because  her  father  became  an  invalid 
subsequent  to  a cerebrovascular  accident.  She 
turned  down  a proposal  for  marriage  because 
this  would  have  prevented  her  from  taking  care  of 
her  father.  Her  present  job  consists  of  doing  piece- 
work in  a clothing  factory. 

She  had  lost  considerable  weight,  which  had  be- 
come more  marked  with  the  onset  of  the  present 
illness.  The  physical  examination  revealed  only 
some  tenderness  on  palpation  of  the  epigastrium. 

The  patient  was  given  a liquid  diet,  sedatives,  and 
antispasmodics.  She  was  observed  for  one  week 
during  which  the  pain  became  worse.  She  obtained 
relief  from  vomiting. 

On  March  2,  1951,  the  patient  was  admitted  to 
the  Rochester  General  Hospital.  Physical  exami- 
nation and  laboratory  studies  gave  normal  results 
again. 

The  x-ray  studies  of  the  upper  gastrointestinal 
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Fig.  1.  X-ray  studies  of  the  upper  gastrointes-  Fig.  2.  After  duodenojejunostomy  there  is  no  sign 
final  tract  prior  to  surgery  showed  a markedly  di-  of  obstruction, 

lated  duodenum. 


tract  (Dr.  E.  F.  Merrill)  were  repeated.  Distention 
of  the  descending  duodenum  was  noted  with  forward 
and  reverse  peristalsis  in  that  segment.  The  lower 
transverse  portion  of  the  duodenum  appeared  to  be 
compressed.  Two  hours  later  there  still  was  a con- 
siderable amount  of  barium  in  the  stomach  and  the 
distention  of  the  duodenum  was  still  evident  (Fig. 
1).  It  was  decided  that  this  patient  should  be  ex- 
plored to  establish  the  cause  of  the  duodenal  obstruc- 
tion. 

The  operation  was  performed  (G.R.B.)  on  March 
9 1951,  under  general  anesthesia.  The  abdomen 
was  opened  through  an  upper  right  paramedian  in- 
cision. The  descending  portion  of  the  duodenum 
and  the  ascending  part  of  the  lower  third  of  the  duo- 
denum were  found  to  be  markedly  distended,  the 
latter  about  6 cm.  in  diameter.  The  wall  was  some- 
what edematous.  The  distention  of  the  ascending 
portion  of  the  third  part  of  the  duodenum  stopped 
abruptly  in  the  area  where  the  superior  mesenteric 
blood  vessels  crossed  the  duodenum.  Distal  to  this 
the  duodenum  was  of  normal  size. 

A retrocolic  duodenojejunostomy  was  performed 
by  attaching  the  jejunum  to  the  dilated  descending 
portion  of  the  duodenum.  The  patient  made  an 
uneventful  recovery. 

X-rays,  taken  two  months  postoperatively, 
showed  a well-functioning  duodenojejunostomy 


without  evidence  of  obstruction  (Fig.  2).  The 
patient  felt  well  and  had  gained  10  pounds  in  the 
first  month  following  her  operation.  She  returned  to 
work  six  weeks  after  the  operation  and  performed 
her  duties  without  difficulty. 

Comment 

It  is  well  known  that  an  anxiety  state  can  bring 
about  gastrointestinal  symptoms  such  as  our  pa- 
tient demonstrated.  We  believe,  however,  that 
the  weight  the  patient  lost  prior  to  the  beginning 
of  her  symptoms  due  to  the  anxiety  state  was  instru- 
mental in  the  pathogenesis  by  decreasing  the  angle 
between  the  mesenteric  blood  vessels  and  the  spinal 
column. 

In  cases  where  the  obstruction  develops  more 
slowly  and,  therefore,  oral  feeding  is  no  major  prob- 
lem, restoration  of  weight  by  increased  caloric  in- 
take may  obviate  surgical  procedures.  When  oral 
feeding  is  almost  or  entirely  impossible,  the  only 
recourse  is  surgery. 

Several  procedures  were  recommended  to  relieve 
this  condition.  The  most  commonly  used  at  present 
are  gastro-  or  duodenojejunostomy.  Gastrojeju- 
nostomy does  not  adequately  drain  the  obstructed 
duodenum  and  gives  only  temporary  relief  by  empty- 
ing the  gastric  contents.  Therefore  we  think  that 
duodenojejunostomy  is  the  procedure  of  choice. 

277  Alexander  Street 


A good  example  is  the  best  sermon. — -Benjamin  Franklin 


RELATIVE  FAILURE  OF  ORAL  CORTISONE  IN  ERYTHEMA  NODOSUM 

J.  B.  Pike,  M.D.,  and  M.  J.  Elder,  M.D.,  Massena,  New  York 
( From  the  Medical  Service,  Massena  Memorial  Hospital) 


U ORTISOX E administered  orally  has  been  suc- 
cessfully used  in  the  treatment  of  erythema 
nodosum.1’1  Schneierson  recently  reported  another 
case  in  which  cortisone  by  mouth  proved  very  ef- 
fective in  controlling  the  disease.3  We  wish  to  call 
attention  to  an  instance  in  which  cortisone,  while 
suppressing  the  painful  manifestations  of  erythema 
nodosum,  failed  to  be  notably  effective  in  eliminat- 
ing the  underlying  hypersensitive  state. 

Evidence  of  this  failure  can  be  seen  in  the  following 
case  in  which  the  painful,  nodular  areas  characteris- 
tic of  the  disease  repeatedly  broke  through  each 
time  that  cortisone  therapy  was  stopped  or  was  re- 
duced below  a critical  level. 


Case  Report 

A thirty-six-vear-old  white  widow  had  German 
measles  on  March  3.  1952,  followed  by  an  acute 
tonsillitis  and  upper  respiratory  infection  on  March 
23.  She  was  treated  for  the  throat  infection  with 
an  injection  of  600.000  units  of  procaine  penicillin  G 
in  aqueous  suspension  and  improved.  On  March 
27,  however,  she  had  a relapse  of  the  sore  throat 
and  fever  and  was  given  another  600.000  units  of 
penicillin  and  started  on  aureomycin,  250  mg.  three 
times  daily.  This  was  continued  until  April  4, 
during  which  time  she  complained  of  congestion  in 
her  nose  and  throat,  unrelieved  by  nose  drops  and 
the  aureomycin. 

On  April  8 she  developed  the  typical  lesions  of 
erythema  nodosum,  painful,  red,  nodular  areas 
over  the  right  and  left  lower  legs  and  both  forearms. 
Her  temperature,  pulse,  and  respirations  were  nor- 
mal. Cardiac  examination  was  entirely  negative. 
She  was  given  cortisone  by  mouth  in  a dosage  of  25 
mg.  four  times  a day.  After  four  days  there  was 
marked  improvement  in  the  erythema  nodosum, 
and  the  cortisone  was  stopped. 

By  April  18.  or  six  days  after  cessation  of  cortisone 
therapy,  she  had  had  a relapse  of  the  disease.  Still 
there  was  no  elevation  in  temperature  or  pulse  rate, 
and  the  cardiac  examination  was  normal.  Cortisone 
therapy  in  the  same  dosage  was  again  insti- 
tuted, with  prompt  remission  of  the  lesions 
within  three  days.  On  April  24,  three  days 
after  the  last  dose  of  cortisone  and  while  the  ery- 
thema nodosum  was  still  in  abeyance,  she  developed 
an  acute  subdeltoid  bursitis  on  the  left.  This  was 
controlled  by  salicylates,  heat,  and  codeine,  but 
by  April  26  the  erythema  nodosum  had  again  re- 
lapsed. and  she  was  again  started  on  cortisone.  25 
mg.  three  times  a day.  By  April  30  the  erythema 
had  cleared,  and  the  cortisone  was  reduced  to  25 
mg.  two  times  a day  for  three  days,  then  25  mg. 
daily  for  three  days  with  the  hope  of  preventing 
another  relapse. 

Improvement  continued,  and  on  May  7,  1952, 
she  was  considerably  better  and  up  and  about. 
Weakness  and  easy  fatigability  persisted,  and  she 
complained  of  residual  aching  at  the  sites  where  the 
nodules  had  been.  During  this  entire  period  the 
patient  had  been  treated  at  home.  Her  general 
physical  examination  at  no  time  showed  any  evi- 
dence of  joint  involvement  or  any  indication  of 
rheumatic  fever.  Her  past  history  was  negative 


for  rheumatic  disease,  allergic  manifestations,  or 
similar  diseases. 

When  she  was  seen  in  the  office  for  a follow-up 
on  May  23.  she  had  had  no  more  nodules.  Her 
general  condition  was  good;  cardiac  examination 
was  negative.  A blood  count  showed  13.1  Gm. 
hemoglobin,  4,400.000  red  blood  cells  with  color 
index  of  1 and  normal  red  cells  on  smear.  The  white 
count  was  9,700  with  44  per  cent  lymphocytes,  3 per 
cent  eosinophils,  and  53  per  cent  neutrophils,  4 per 
cent  of  which  were  unsegmented.  Platelets  were 
normal.  Urinalysis  was  negative.  Hematocrit 
was  41  per  cent.  The  sedimentation  rate,  however, 
was  still  43  mm.  per  hour  (Wintrobe). 

.Another  relapse  occurred  on  June  6 with  nodules 
appearing  over  both  lower  legs,  on  the  dorsum  of  the 
right  foot,  and  on  both  lower  arms.*  With  this  re- 
currence she  was  hospitalized. 

On  admission  to  the  hospital  the  patient  had  large, 
red.  painful  nodules  about  both  ankles  and  the  left 
knee.  Her  temperature  and  pulse  rate  were  normal. 
Physical  examination,  including  the  pelvis,  revealed 
nothing  unusual  except  the  erythema  nodosum. 
Her  blood  count  was  unchanged  except  for  a white 
count  of  15.900  with  18  per  cent  lymphocytes,  19 
per  cent  monocytes,  and  81  per  cent  neutrophils. 
Urinalysis  revealed  a trace  of  albumin.  The  non- 
protein nitrogen  was  23.  hematocrit  38  per  cent, 
and  corrected  sedimentation  rate  28  mm.  per  hour. 
The  total  serum  protein  was  4.8  Gm.  with  an  albu- 
min-globulin ratio  of  3.3  Gm.  albumin  to  1.5  Gm. 
globulin.  Hanger’s  cephalin  flocculation  test  was 
plus  1.  Blood  culture  produced  no  growth,  and 
the  blood  serology  was  negative.  X-ray  of  the 
chest  was  well  within  normal  limits;  electrocardio- 
gram was  not  done  because  of  the  absence  of  any 
clinical  cardiac  involvement. 

She  was  started  on  25  mg.  of  cortisone  by  mouth 
four  times  daily,  15  grains  of  aspirin  four  times  a 
day,  and  bed  rest.  Again  there  was  rapid  improve- 
ment in  the  nodules,  and  on  June  9 the  aspirin  was 
stopped  and  the  following  day  the  cortisone  reduced 
to  75  mg.  daily.  Empirically  she  was  placed  on 
liver  and  vitamin  B (including  B!;)  complex  injec- 
tions. Clinical  improvement  continued  although 
her  sedimentation  rate  remained  elevated  at  25  mm. 
per  hour. 

She  was  out  of  bed,  and  on  June  12  the  cortisone 
was  reduced  to  50  mg.  daily  and  on  June  14  to  25 
mg.  daily.  It  was  necessary  to  increase  the  corti- 
sone again  to  50  mg.  daily  on  June  17  because  of  a 
recrudescence  of  the  erythema.  This  dosage  ap- 
peared to  be  the  critical  level  below  which  the  nod- 
ules broke  through.  The  sedimentation  rate  fluc- 
tuated between  25  and  35  mm.  per  hour,  and  her 
white  count  was  still  15,500  with  a shift  to  the  left. 
During  this  period  the  patient  was  completely 
afebrile,  and  because  there  seemed  to  be  no  advan- 
tage to  continued  hospitalization,  she  was  dis- 
charged on  a maintenance  dose  of  cortisone  of  25 
mg.  by  mouth  twice  daily.  Repeat  chest  x-ray 
prior  to  discharge  was  normal.  r 

Cortisone  was  maintained  at  this  level  until  July  8 
when  it  was  reduced  to  25  mg.  daily.  At  this  time 
the  patient  felt  stronger  and  had  few  complaints. 
The  sedimentation  rate  had  dropped  to  14  mm.  per 
hour.  On  July  14  the  cortisone  was  stopped.  She 
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continued  to  be  free  of  the  erythema  in  spite  of  a 
mild  upper  respiratory  infection  on  July  21.  Her 
last  follow-up  visit  on  August  12  showed  her  to  be 
free  of  any  evidence  of  the  disease,  feeling  well, 
and  carrying  out  her  usual  routine  of  caring  for  her 
four  small  children.  Sedimentation  rate  was  nor- 
mal. It  was  felt  that  her  recovery  was  complete, 
and  there  has  been  no  relapse  during  the  subsequent 
two  months. 

Comment 

A total  of  3,325  mg.  of  cortisone  given  between 
April  8 and  July  14,  1952,  was  required  in  this  case 
before  the  erythema  nodosum  finally  cleared.  This 
is  in  sharp  contrast  to  the  275  mg.  reported  by 
Schneierson.3  By  strange  coincidence,  the  total 
amount  of  cortisone  required  by  our  patient  exactly 
equals  the  total  amount  used  by  Ureles  and  Kal- 
mansolm1  and  exceeds  by  only  125  mg.  the  total 
amount  given  by  Albright  and  Kuffel.2  It  seems 
doubtful,  however,  that  any  significance  could  be 
attached  to  this  rather  striking  coincidence.  Once 
again  it  would  appear  that  cortisone  acts  merely  as  a 


suppressive  agent  allowing  the  body,  if  it  will,  to 
eradicate  the  disease. 

Enthusiasm  for  the  use  of  cortisone  in  treating 
erythema  nodosum  should  be  tempered  by  the 
knowledge  that  we  may  only  be  controlling  symp- 
toms. One  must  not  only  rid  the  body  of  the 
sensitizing  agent,  bacterial,  toxic,  or  chemical  as 
the  case  may  be,  but  also  must  allow  the  body 
time  to  throw  off  its  hypersensitive  state. 

The  problem  of  when  to  stop  cortisone  invariably 
arises,  and  in  this  instance  it  appears  that  aside 
from  the  trial  and  error  method  which  we  used  un- 
successfully early  in  the  treatment  of  this  case,  the 
sedimentation  rate  offered  the  best  index  to  the 
basic  recovery  of  the  patient. 

27  West  Orvis  Street 
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PRIMARY  SUBTOTAL  GASTRECTOMY  IN  SIMULTANEOUS  DUODENAL 
OBSTRUCTION,  PERFORATED  ULCER,  AND  BLEEDING  ULCER 

Benjamin  Hoffman,  M.D.,  and  Theodore  M.  Feinblatt,  M.D.,  Brooklyn,  New  York 
( From  the  Caledonian  Hospital ) 


ClMULTANEOUS  pathologic  breakdowns  in 
separate  parts  of  gastric  and  duodenal  wall  of 
such  gravity  as  to  cause  obstruction,  perforation, 
and  bleeding  have  sufficient  anatomic  congruity  to 
allow  permanent  and  definite  panoperative  surgical 
treatment  in  the  form  of  primary  subtotal  gastrec- 
tomy. This  is  contrasted  with  the  more  conserva- 
tive procedure  of  simple  closure  or  simple  closure 
and  gastroenterostomy. 

Since  the  radical  procedure  of  primary  gastric  re- 
section for  perforated  peptic  ulcer  was  first  recom- 
mended by  Von  Haberer  in  1919,  it  has  been  widely 
accepted  in  Europe  while  its  adoption  in  the  United 
States  has  been  much  less  rapid  and  complete. 
However,  it  is  now  beginning  to  find  favor.1-2  Im- 
pressive statistics  based  on  a large  number  of  cases 
have  repeatedly  demonstrated  the  lower  mortality 
and  morbidity  of  primary  partial  gastrectomy  in  per- 
forated peptic  ulcers  as  contrasted  with  simple 
closure  of  the  perforation  or  simple  closure  with 
gastroenterostomy. 

In  11,284  cases  collected  by  DeBakey3  the  mor- 
tality following  simple  closure  was  25.9  per  cent 
(5,589  cases),  following  simple  closure  and  gastro- 
enterostomy 20.4  per  cent  (3,045  cases),  and  follow- 
ing subtotal  gastrectomy  13.4  per  cent  (2,392 
cases).  These  figures  are  not  based  on  cases  of 


TABLE  I. — Comparison  of  Mortality  in  Gastrectomy 
and  Simple  Closure 


Gastrectomy ' 

. — Simple  Closure — • 

Number 

Number 

of 

Per  Cent 

of 

Per  Cent 

Cases 

Mortality 

Cases 

Mortality 

Eberle4 

143 

9.6 

125 

23.2 

Nuboer5 

131 

3 8 

Y udine6 

937 

8.9 

435 

31.7 

comparable  gravity  since  only  those  patients  ad- 
mitted within  approximately  twelve  hours  after 
perforation  and  in  good  general  condition  were  sub- 
mitted to  the  more  radical  procedures.  However, 
these  and  other  statistics  clearly  show  that  the 
operation  of  primary  subtotal  gastrectomy  in  prop- 
erly chosen  cases  of  perforated  peptic  ulcer  carries 
with  it  a mortality  no  higher  than  that  associated 
with  the  palliative  type  of  operation  (Table  I). 

Another  convincing  argument  for  the  adoption  of 
immediate  gastrectomy  as  opposed  to  less  radical 
procedures  is  found  in  the  fact  that  it  is  now  gener- 
ally conceded  that  almost  all  patients  who  have  had 
a perforation  should  be  subjected  to  an  elective 
gastrectomy  because  of  the  high  percentage  of  re- 
current symptoms  following  palliative  procedures. 
The  following  review  bears  out  this  point. 

Of  Moore’s  patients  66  per  cent  at  Bellevue 
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Fig.  1.  Four-hour  film  taken  on  November  26, 
1951,  showing  stomach  filled  with  mixture  of  barium 
and  food. 


TABLE  II. — Summary  or  DeBakey’s  Cases 


Number 

of 

Cases 

Per  Cent 
Symptom 
Free 

Per  Cent 
with 

Symptoms 

Per  Cent 
with 
Later 
Sequelae 

Simple  closure 

1,525 

65 

35 

16.9 

Simple  closure 
plus 

gastrectomy 

764 

67 

33 

4 

Partial 

gastrectomy 

385 

81.8 

18.2 

0 

Hospital  and  46  per  cent  at  New  York  Hospital, 
followed  six  months  or  longer,  had  unsatisfactory 
results.7  In  both  groups  30  per  cent  had  subsequent 
operations.  Forty  per  cent  of  733  patients  treated 
by  Illigsworth  et  al.s  and  followed  one  year  or  longer 
had  unsatisfactory  results.  There  were  also  un- 
satisfactory results  in  75.5  per  cent  of  143  patients 
followed  up  to  twenty  years  by  Turner.9  DeBakey’s 
cases3  are  summarized  in  Table  II. 

Perforation  with  obstruction  is  a very  infrequent 
finding  whereas  a history  of  bleeding  prior  to  per- 
foration, as  evidenced  by  tarry  stools  or  the  vomit- 
ing of  blood,  can  be  elicited  in  20  to  27  per  cent  of 
patients.7’10 

It  is  generally  accepted  that  the  signs  and  symp- 
toms caused  by  leakage  of  gastric  and  duodenal  con- 
tents into  the  peritoneal  cavity  are  mainly  pain  and 
shock  and  that  infection  begins  to  play  a role  only 
eight  to  twelve  hours  after  perforation.1  Therefore, 
if  pain  and  shock  are  eliminated  by  appropriate 
medical  measures,  including  sedation,  suction,  and 
infusion  or  transfusion,  and  no  signs  of  advanced 
generalized  peritonitis  are  present,  primary  gastric 
resection  can  be  undertaken. 


Fig.  2.  Film  taken  on  November  28,  1951, 
fifty-eight  hours  after  Fig.  1 and  six  hours  after 
hemorrhage  and  perforation. 


Case  Report 

J.  O’C.,  a thirty-four-year-old  male,  was  admitted 
to  the  Caledonian  Hospital  on  November  28,  1951, 
complaining  of  severe,  excruciating,  penetrating  epi- 
gastric pain  of  five  hours  duration. 

Family  history  indicated  that  two  brothers  had 
duodenal  ulcer  and  one  sister  had  expired  with  ful- 
minating ulcerative  colitis. 

Patient  had  a known  duodenal  ulcer  first  diag- 
nosed in  the  Army  in  1946.  He  had  been  placed 
on  a bland  diet  and  given  alkalis  and  antispas- 
modics  of  various  types.  However,  because  of  the 
occasional  nature  of  the  episodes  (two  or  three  times 
yearly)  of  recurrent  epigastric  pain  radiating  to 
the  back,  he  followed  his  diet  only  intermittently. 
He  had  had  four  previous  episodes  of  bleeding  as 
evidenced  by  tarry  stools  in  1948,  1950,  and  on  No- 
vember 21,  1951.  Sodium  bicarbonate  was  the  only 
medication.  He  smoked  two  packs  of  cigarets 
daily  and  drank  one  or  two  portions  of  beer  or  whis- 
key each  day. 

He  had  consulted  his  physician  on  November 
25,  1951,  because  of  some  epigastric  pain  associated 
with  nausea  and  vomiting  beginning  after  a Thanks- 
giving Day  meal  (November  24,  1951)  consisting  of 
turkey,  cranberry  sauce,  celery,  pie,  etc.  A gastro- 
intestinal series  was  done  on  November  26,  1951, 
and  showed  (four-hour  film)  the  stomach  filled 
with  mixture  of  barium  and  food;  there  was  almost 
complete  obstruction  (Fig.  1).  Fifty-eight  hours 
later  (six  hours  following  hemorrhage  and  perfor- 
ation) the  stomach  still  showed  barium  plus  food 
and  almost  complete  obstruction  (Fig.  2). 

He  was  to  have  reported  back  to  his  physician  on  • I 
November  28,  1951,  but  at  12:10  p.m.  of  that  day  I 
while  at  work  delivering  metal  pipe,  he  became  I 
suddenly  and  acutely  ill.  He  stated  that  he  felt 
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as  though  a “bolt  of  lightning”  had  struck  him  in 
his  abdomen.  This  was  associated  with  a feeling 
of  faintness,  nausea,  and  vomiting.  The  vomitus 
showed  retained,  undigested  food  and  barium 
from  the  previous  week.  This  was  followed  by 
hematemesis  of  approximately  500  cc.  He  took  a 
taxicab  home  and  was  subsequently  admitted  to  the 
hospital  (five  hours  after  onset  of  symptoms)  with 
a diagnosis  of  acute  perforated  peptic  ulcer. 

Physical  examination  on  admission  revealed  an 
acutely  and  severely  ill,  well-nourished  white  male, 
with  facies  dolorosa,  cold  perspiration,  pallor,  and 
restlessness.  The  blood  pressure  was  100/60, 
temperature  101.8  F.,  pulse  rate  110,  and  respirations 
24.  The  abdomen  was  rigid  with  tenderness  and 
rebound  tenderness,  especially  in  the  right  lower 
quadrant.  There  was  no  obliteration  of  liver  dull- 
ness. 

Hematologic  picture  showed  hemoglobin  92  per 
cent,  4,650,000  red  blood  cells,  and  35,200  white 
blood  cells  with  86  per  cent  polymorphonuclears. 
Routine  and  microscopic  examination  of  urine  was 
negative. 

Upright  teleroentgenogram  of  chest,  flat  plate, 
and  x-ray  in  left  lateral  decubitus  position  revealed 
no  evidence  of  perforated  hollow  abdominal  viscus. 
There  was  a moderate  amount  of  barium  scattered 
throughout  the  colon.  A moderate  amount  of 
barium  and  fluid  was  noted  in  the  stomach.  The 
stomach  was  markedly  dilated  and  atonic.  It  was 
concluded  that  there  was  pyloric  obstruction. 

Because  of  the  history  and  physical  findings,  de- 
spite the  failure  of  roentgenograms  to  demonstrate 
the  presence  of  free  air  in  the  peritoneal  cavity,  a 
diagnosis  of  perforated  peptic  ulcer  was  made  and 
the  patient  prepared  for  laparotomy.  During  the 
preparation  which  consisted  of  infusions,  sedation, 
chemotherapy,  and  administration  of  aureomycin 
and  penicillin,  he  vomited  copious  amounts  of  blood- 
stained retained  food  and  barium.  Laparotomy  was 
performed  at  7:12  p.m.  (seven  hours  after  onset) 
through  a left  rectus  incision  under  spinal  anesthesia 
supplemented  by  Pentothal,  nitrous  oxide,  and 
oxygen.  Findings  revealed  150  cc.  of  gastric  and  duo- 
denal contents  free  in  the  right  lower  quadrant 
beneath  the  liver.  A severe  chemical  peritonitis 
was  present.  The  stomach  was  large  and  atonic. 
There  was  a 1-cm.  perforation  with  minimal  indura- 
tion in  the  anterior  aspect  of  the  first  portion  of  the 
duodenum.  The  juxtapyloric  area  was  thickened, 
indurated,  and  obstructed,  permitting  passage  of 
the  tip  of  the  little  finger  only.  There  was  a 1-cm., 
posterior,  chronic,  penetrating,  adherent  ulcer  in  this 


area  of  the  duodenum.  More  free  contents  were 
not  present  because  of  the  fact  that  the  perforation 
was  distal  to  the  obstructing  site. 

Because  of  the  excellent  condition  of  the  patient 
at  this  time  and  because  of  his  proved  disregard  for 
diet,  medication,  and  medical  care,  subtotal  gas- 
trectomy was  decided  upon  as  offering  the  best 
chance  for  a permanent  cure. 

Therefore,  after  all  the  free  contents  of  the  abdo- 
men had  been  aspirated  and  the  perforation  tem- 
porarily closed  with  a catgut  suture,  a routine  75  to 
80  per  cent  subtotal  gastrectomy  was  performed. 
An  antiperistaltic,  anticolic,  Hofmeister-Polya  type 
gastrojejunal  anastomosis  was  then  established. 
The  anterior  ulcer  was  resected  and  the  duodenum 
shaved  off  the  pancreas  at  the  site  of  the  posterior 
ulcer  which  was  left  in  situ.  No  bleeding  site  could 
be  demonstrated.  The  closed  duodenum  was  su- 
tured to  the  ulcer  bed.  A rubber  tissue  drain  was 
inserted  to  the  duodenal  region. 

Convalescence  was  uneventful.  The  drain  was 
shortened  on  the  fourth  postoperative  day  and  re- 
moved on  the  seventh  postoperative  day.  The  pa- 
tient was  discharged  on  December  9,  1951,  the 
eleventh  postoperative  day. 

A follow-up  on  August,  1952,  eight  months  post- 
operative, revealed  the  patient  was  working  at  his 
old  job  and  was  completely  symptom  free.  He  was 
beginning  to  smoke,  drink,  and  disregard  his  diet 
again,  against  advice. 

Summary 

1.  A case  of  primary  subtotal  gastrectomy  in  a 
patient  with  simultaneous  duodenal  obstruction, 
perforated  ulcer,  and  bleeding  ulcer  is  presented. 

2.  A brief  discussion  of  indications  for  this  pro- 
cedure is  given. 

References 

1.  Auchineloss,  H.,  Jr.:  Ann.  Surg.  135:  134  (19.52). 

2.  Dailey,  U.  G.,  Jefferson,  N.  C.t  Phillips,  C.  W.,  and 
Proffett,  M.  M.:  Surg.  Clin.  North  America  47:  62  (1952). 

3.  DeBakey,  M.:  Surgery  8:  1028(1950). 

4.  Eberle,  J. : J.  Internat.  Coll.  Surg.  16:  379  (1951). 

5.  Nuboer,  .1.  F. : Lancet  261:  952  (1951). 

6.  Yudine,  S.,  cited  by  Auchineloss,  H.,  Jr.:  Ann. 
Surg.  135:  134  (1952). 

7.  Moore,  S.  W. : Surg.  Clin.  North  America  429:  441 
(1950). 

8.  Illigsworth,  C.  F.  W.,  Scott,  L.  D.  W.,  and  Jamieson, 
R.  A.:  Brit.  M.  J.  1:  787  (1946). 

9.  Turner,  F.  P.:  Surg.,  Gynec.  & Obst.  92:  281 
(1951). 

10.  Estes.  W.  L.,  Jr.,  and  Bennett,  B.  A.,  Jr.:  Ann.  Surg. 
119:  321  (1944). 


DIABETES  DETECTION  WEEK 


NOVEMBER  15  TO  21,  195  3 


PRELIMINARY  REPORT  ON  THE  USE  OF  MAGNAMYCIN  IN  A 
CASE  OF  ORAL  CELLULITIS 

Austin  H.  Kutscher,  D.D.S.,  John  D.  Piro,  D.D.S.,  Edward  V.  Zegarelli,  D.D.S., 
Stanley  L.  Lake,  M.D.,  D.D.S.,  and  Lucille  Seguin,  B.S.,  New  York  City 

( From  the  Department  of  Dentistry,  Frances  Delafield.  Hospital) 


"XTAGXAMYCIN  (Carbomycin)1-s  is  a newly  de- 

■*"  veloped  monobasic  antibiotic  possessing  strong 
inhibitory  activity,  predominantly  against  gram- 
positive microorganisms.  It  is  particularly  active 
against  streptococci  and  against  many  antibiotic- 
resistant  staphylococci,  especially  penicillin-resistant 
staphylococci.  Magnamycin  also  exhibits  a high 
order  of  activity  against  rickettsia  and  certain  large 
viruses.  In  vivo  experimentation  has  suggested 
a lack  of  cross-resistance  with  other  antibiotics  now 
in  use. 

In  work  with  experimental  animals  Magnamycin 
has  been  found  to  exhibit  a very  low  degree  of  toxic- 
ity: LD=,j  for  mice  by  intravenous  administration 
is  550  mg.  per  Kg.  of  body  weight.  By  intramuscu- 
lar and  subcutaneous  routes  the  LD5o  is  1,000  mg. 
per  Kg.  and  2,950  mg.  per  Kg.,  respectively.  Daily 
intramuscular  administration  of  Magnamycin  (200 
mg.  per  Kg.  of  bod}’  weight)  for  eight  weeks  in  dogs 
and  rats  resulted  in  no  toxic  reactions  while  histo- 
pathologic examinations  were  negative. 

Resistance  to  Magnamycin  has  not  been  found  to 
develop  readily  in  bacteria.  However,  if  resistance 
is  acquired,  it  probably  develops  only  in  gradual 
stepwise  fashion  in  contrast  to  the  pattern  of  resists 
ance  characteristic  of  streptomycin.6 

Administration  of  Magnamycin  to  rabbits  by 
stomach  tube  (100  mg.  per  Kg.)  resulted  in  maxi- 
mum serum  levels  at  one-half  and  one  hours.  De- 
tectable and  significant  levels  remained  for  about 
five  hours.  Serum  levels  were  in  the  range  of  0.15 
to  0.2  microgram  per  ml.  At  200  mg.  per  Kg. 
serum  levels  were  more  consistent  and  longer  last- 
ing.6 Magnamycin  tissue  levels  are  reported  to  be 
more  impressive  than  serum  levels.6  Definitive 
Magnamycin  therapy  in  specific  disease  in  humans 
has  not  as  yet  been  reported,  but  administration  of 
Magnamycin  was  described  in  an  early  preliminary 
report  as  successful  in  the  treatment  of  various  un- 
specified gram-positive  infections.7 

Case  Report 

Magnamycin,  500  mg.  every  six  hours,  was  ad- 
ministered to  a case  presenting  with  an  acute  alveolar 
abscess  and  resultant  cellulitis  of  the  floor  of  the 
mouth  (impending  Ludwig’s  angina). 

Thi«  was  the  first  hospital  admission,  on  October 
10,  1952,  of  a forty-six-year-old,  110-pound,  Chinese- 
born  laundryman.  His  general  condition  was  fair. 
Previous  history  was  negative  except  for  his  chief 
complaints  stemming  from  a primary  right  naso- 
pharyngeal epithelioma  The  patient  had  been  in 
good  general  health  until  February,  1951,  when  he 
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noted  blood  in  his  sputum.  About  this  time  the 
patient  became  aware  of  auricular  tinnitus  which 
persisted  throughout  1951  with  marked  impair- 
ment of  hearing  on  the  right  side.  Intermittent 
shooting  pain  was  noted  which  could  be  relieved  by 
aspirin.  Patient  presented  with  evidence  of  pre- 
vious radiation  therapy  to  right  side  of  the  head 
which  had  been  administered  to  the  primary  site  in 
November  1951,  and  April  to  June,  1952.  In 
June,  1952,  the  patient  noted  slight  trismus.  On 
the  day  of  admission  the  patient  presented  with  evi- 
dence of  recurrence  of  the  nasopharyngeal  lesion. 
There  was  a bluish  epistaxis  from  the  right  nostril. 
Associated  symptomatology  included  “painful 
teeth”  and  recent  weight  loss  of  6 pounds.  Blood 
pressure  was  120  /80,  pulse  72,  and  respiration  16. 
Results  of  a blood  workup  appear  in  Table  I. 

On  October  22  the  patient  complained  of  swelling 
of  two  days  duration  on  the  left  side  of  the  face. 
There  was  dental  pain  following  ingestion  of  hot 
and  cold  fluids,  pain  at  night,  and  pain  while  eating. 
Patient  had  been  unable  to  sleep  for  two  nights.  A 
large  indurated  swelling  was  seen  on  the  left  side  of 
the  face  stemming  from  the  lower  left  second  bicus- 
pid tooth  which  presented  with  a gross  carious  ex- 
posure of  the  pulp.  The  swelling,  which  extended 
from  the  bicuspid  area  to  the  angle  of  the  mandible 
and  beneath  the  jaw  to  the  midline,  was  not  fluctu- 
ant but  was  extremely  tender. 

Intraoral  examination  revealed  a poorly  cared  for 
mouth.  The  lower  left  second  bicuspid  was  ex- 
tremelv  tender  to  percussion.  There  was  markedly 
increased  trismus  and  some  dysphagia.  Hot  saline 
irrigation,  icepack  for  the  outside  of  the  face,  and 
800,000  units  of  crystalline  sodium  penicillin  intra- 
muscularly were  prescribed  at  once. 

Twenty-four  hours  later  the  patient’s  general 
condition  was  essentially  unchanged.  Penicillin  was 
discontinued,  and  Magnamycin  was  administered 
(500  mg  evert'  six  hours).  By  October  24,  the 
next  day,  the  swelling  had  markedly  diminished, 
and  there  was  less  induration.  Magnamycin  was 
continued.  On  October  25  the  patient  continued  to 
make  good  progress;  inflammation  and  swelling 
decreased  further;  trismus  was  markedly  dimin- 
ished; pain  and  dysphagia  had  disappeared.  Two 
days  later  the  area  was  almost  normal.  However, 
Magnamycin  therapy  was  continued,  and  on  Octo- 
ber 31  there  was  no  longer  evidence  of  the  acute 
alveolar  abscess  or  cellulitis  of  the  floor  of  the  mouth. 
The  lower  left  first  bicuspid  was  removed  under  local 
anesthesia.  Cultures  were  taken  of  the  apex  of  the 
extracted  tooth.  Venous  blood  samples  for  study  of 
possible  bacteremia  were  drawn  preoperatively,  dur- 
ing the  extraction  procedure,  and  at  intervals  follow- 
ing the  removal  of  the  offending  tooth.  Magna- 
mycin therapy  was  maintained.  The  postopera- 
tive course  was  normal  with  minimal  pain,  swelling, 
and  inflammation  and  without  evidence  of  infection. 
Magnamycin  was  discontinued  on  November  2. 

Culture  from  the  apex  of  the  extracted  tooth  im- 
mediately postoperatively  was  found  to  be  mixed 
with  positive  identification  of  Bacillus  fusiformis, 
Streptococcus  viridans,  and  Staphylococcus  aureus. 
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Table  I. — Results  of  Laboratory  Determinations  Before  and  During  Treatment  with  Magnamycin 


After  Magnamycin * 

Before  2 4 5 6 7 8 

✓ — Magnamycin » Days  Days  Days  Days  Days  Days 


Blood  studies 


lie.noglobin  (Gm.) 

13. 1 

White  blood  cells 

8,503 

Neutrophils  (per  cent) 

86(5-81) 

Lymphocytes  (per  cent) 

10 

Monocytes  (per  feent) 

3 

Eosinophils  (per  cent) 

1 

Basophils  (per  cent) 

n 

Erythrocyte  sedimentation  rate 

38 

(mm.  per  hour) 

Red  blood  cells 

Platelets 

Bleeding  time  (minutes) 

Clot  retraction 

Prothrombin  time  (seconds) 

1 8 ' 0 

Normal  prothromjn  (seconds) 

14.7 

Urinalysis 

Specific  gravity 

1.019 

Reaction 

Acid 

Albumin 

Negative 

Glucose 

Negative 

Microscopic 

2-5  WBC 

Blood  chemistry 

Nonprotein  nitrogen  (mg.  per 

36 

cent) 

Total  protein  (Gm.  per  cent) 
Albumin  (Gm.  per  cent) 

Globulin  (Gin.  per  cent) 
Phosohatase  (mg.  per  cent) 
Alkaline  phosphatase  (Bodansky 
units) 

Sodium  (mEq.) 

Potassium  (mEq.) 

Chloride  (mEq.) 

Calcium  (mg.  per  cent) 


13.0 

13.1 

13.5 

13.5 

7,350 

7,950 

6 , 750 

7,400 

60(61-7-1) 

76(69-7) 

69(59-10) 

78(65-13) 

23 

15 

78 

20 

4 

6 

1 

2 

4 

2 

2 

0 

T 

4.900.000 

302.000 

4‘A 

4 'A 

Normal 

Normal 

15.4 

16  5 

14.6 

14.6 

1.021 

1.022 

Acid 

Acid 

Negative 

Negative 

Negative 

Negative 

Rare  bac. 

Occasional 

2-4 

epithe- 

WBC 

lial  WBC 

34 

6 

58 

4 

32 

2 

26 

3 A' 

2.9 

142.8 
4 6 
101  4 

9 7 

Serum  levels  were  run  in  order  to  provide  further 
information  on  the  properties  of  Magnamycin.  The 
procedure  used  for  the  determination  of  Magna- 
mycin concentration  in  body  fluids  is  a modification 
of  the  original  Rammelkamp  assay  method  involving 
a twofold  dilution  technic  carried  out  in  the  presence 
of  a constant  serum  concentration  using  brain-heart 
infusion  broth  and  the  test  organism  Str.  pyogenes. 
Serum  levels  determined  on  this  patient  one,  three, 
five,  and  seven  hours  after  a single  500-mg.  dose  of 
Magnamycin  (not  during  the  therapeutic  phase  of 
this  illness)  were  as  follows:  0.5  microgram  per 
ml.  at  one  hour;  0.3  microgram  per  ml.  at  three 
hours;  less  than  0.1  microgram  per  ml.  at  five  and 
seven  hours. 

Detailed  laboratory  procedures  were  carried  out 
to  evaluate  the  possibility  of  occurrence  of  side- 
actions  to  Magnamycin  therapy  over  the  eight-day 
period  of  its  administration  (Table  I). 

In  determining  the  effectiveness  of  Magnamycin 
in  preventing  bacteremia  5-cc.  samples  of  blood  were 
drawn  from  the  patient  (for  both  aerobic  and  anaero- 
bic culture)  one  day  prior  to  surgery,  five  minutes 
before  the  operation,  during  the  operation,  and  three 
hours  following  the  extraction.  No  growth  of  or- 
ganisms appeared  in  any  culture,  suggesting  the 
ability  of  Magnamycin  to  prevent  bacteremia  before, 
during,  and  after  surgical  procedures  involving  oral 
infection. 

Comment 

The  extensive  bacteriologic,  hematologic,  and 
biochemical  laboratory  workup  on  this  patient  was 
not  routine  practice  for  this  type  of  infection.  It 
was  directed  principally  toward  exploration  of  the 
effectiveness  of  activity  (both  beneficial  and  dele- 
terious) of  Magnamycin,  a subject  about  which  there 
is  a relative  paucity  of  information. 


Since  effective  blood  penicillin  levels  only  remain 
for  six  to  eight  hours  and  since  the  initial  dose  of 
crystalline  penicillin  administered  to  the  patient 
was  not  repeated,  the  role  of  the  single  dose  of  peni- 
cillin in  the  patient’s  recovery  was  considered  mini- 
mal. As  might  also  have  been  expected,  no  signifi- 
cant favorable  change  had  occurred  in  the  patient’s 
condition  twenty-four  hours  after  the  solitary  dose 
of  penicillin.  On  the  other  hand,  the  patient’s 
infection  should  not  be  considered  penicillin-resist- 
ant  on  the  basis  of  the  patient’s  failure  to  show 
marked  improvement  after  only  a single  dose  of 
penicillin. 

In  evaluating  changes  from  the  normal  in  the 
figures  reported  for  these  laboratory  tests,  the  pos- 
sible effects,  if  any,  of  the  patient’s  principal  illness, 
the  nasopharyngeal  epithelioma,  should  be  kept  in 
mind.  The  results  of  all  of  the  laboratory  tests  sug- 
gest that  in  the  dosage  administered  (500  mg.  every 
six  hours)  Magnamycin  exerted  no  demonstrable 
deleterious  activity  on  bodily  functions.  The  pa- 
tient experienced  no  untoward  subjective  or  objec- 
tive side-reactions  and,  in  particular,  did  not  com- 
plain of  nausea,  vomiting,  or  stomatitis  as  has  been 
frequently  reported  for  other  antibiotics.8 

It  was  possible  to  manage  the  case  conservatively 
without  operative  surgical  intervention,  such  as  in- 
cision and  drainage,  prior  to  the  extraction  of  the 
tooth.  Following  Magnamycin  therapy  the  tooth 
was  extracted  in  the  absence  of  swelling, 
dysphagia,  or  other  symptoms  of  acute  infection  and 
inflammation.  Although  Magnamycin  therapy  was 
maintained  for  eight  days  in  this  instance,  it  should 
not  be  inferred  that  so  prolonged  a course  of  medi- 
cation is  either  routinely  necessary  or  desirable. 
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Summary 

A case  presenting  with  a severe  acute  alveolar 
abscess  accompanied  by  cellulitis  of  the  floor  of  the 
mouth  ( impending  Ludwig's  angina  with  acute  swell- 
ing, inflammation,  Trismus,  pain,  and  dysphagia  was 
successfully  treated  with  Magnamycin  administered 
orally.  Complete  resolution  of  the  acute  swelling 
and  other  signs  of  infection  took  place  without  re- 
sort to  surgical  intervention.  Extraction  of  the 
tooth  and  postoperative  course  under  continuing 
Magnamycin  therapy  were  uneventful.  No  side- 
reactions  were  observed  over  the  eight-day  thera- 
peutic period.  Intensive  laboratory  workup  did 
not  reveal  any  deleterious  action  of  Magnamycin. 
Laboratory  data  on  serum  levels  and  isolation  of 
bacteria  from  the  extraction  socket  are  presented. 


Magnamycin  apparently  prevented  bacteremia  prior 
to,  during,  and  following  exodontia. 


References 

1.  Traiion.  H.  M..  Lund.  H.  E.  and  Corma-Branco.  M : 
New  England  J.  Med.  24S : 379  Feb  26  1953. 

2.  English.  A.  R_.  Field,  M.  F..  Sirndy.  S.  R..  Tagtiam. 
N.  J..  and  Fitts.  R.  A.:  Antibiotic-  4 Chemotherapy  2 : 67 - 

Dec.}  1952. 

3.  English.  A.  R..  Mullady.  H.  E..  and  Fitts.  R.  A.:  ibid. 
3:  94  (Jan.)  1953. 

4.  Gardocki.  J.  F..  P'an.  5.  Y_.  Rapuxxi.  A.  L_.  Faneili. 
G.  M.  and  Timmtn-  E.  K. : Ibid  2:  55  Jan.  1953. 

5.  Magnamycin.  brochure  supplied  by  Chas.  Pfiaer  4 Co. 

6.  Chas.  Pfixer  4 Co.:  Unpublished  data. 

7.  Tanner,  F.  W..  Jr..  English.  A.  R_,  Lees.  T.  1C,  and 
Rontien  J.  B.:  Antibioties  4 Chemolherapv  2 : 441  sept  j 
1952. 

S.  Kutseber,  A.  H..  and  Lane.  5.  E:  Oral  Surg_,  Oral 
Med.  4 Oral  Path.  5:  347  Apr.)  1952. 


CONTACT  DERMATITIS  DUE  TO  BENZALKONTUM  CHLORIDE 
(ZEPHIRAN  CHLORIDE) 

William  Saunders,  M.D.,  Watertown,  New  York 


"D  E\ Z ALKONI  I'M  chloride  has  in  the  past  couple 
of  years  become  increasingly  more  popular  as 
an  instrument  sterilizer  and  as  a disinfectant  topically 
applied  in  the  therapy  of  dermatitis,  infec- 
tions, and  wounds.  As  in  the  present  case  report  it 
has  even  entered  the  schoolroom,  replacing  tinctures 
of  iodine  and  assorted  mercurials  for  the  emergency 
treatment  of  scratches  and  cuts.  Inasmuch  as  very- 
few.  if  any.  instances  of  allergic  hypersensitivity  to 
this  widely  used  product  have  been  previously  re- 
ported (I  have  been  unable  to  find  anv  such  case 
reports),  the  following  case  report  seems  worthy  of 
mention. 

Case  Report 

A ten-vear-old  boy.  one  of  a family  of  five  infected 
with  Trichophyton  faviforme  (report  to  be  published 
in  Archills  of  Dermatology  and  Syphilology). 
had  an  erythematous-crustal  oval  lesion  of  the 
left  superior  palpebra  and  an  hordeolum  just 
below  this.  Because  of  its  antifungal  and  antibac- 


terial properties  he  had  used  an  aqueous  1 : 1.000  so- 
lution of  Zephiran  chloride  on  the  orbital  and  peri- 
orbital area.  He  had  also  used  Furospor  ointment 
on  the  patch  of  ringworm.  He  began  to  have  swell- 
ing of  the  upper  lid.  left  angular  mandibular  aden- 
opathy, and  redness  surrounding  the  left  eye.  This 
latter  was  followed  a few  days  later  by  a streaky, 
erythematous  patch  of  the  left  infra-auricular  area 
of  the  neck  suggesting  the  path  of  a running  drop  of 
caustic.  The  redness  spread  below  and  lateral  to 
the  left  eye.  Patch  tests  were  negative  to  the  Furo- 
spor but  positive  to  the  aqueous  Zephiran  in  1 : 1.000 
dilution  with  redness,  mild  edema,  scanty  crusts, 
and  fine  vesicles. 

The  father  reported  that  the  boy’s  teacher  had 
applied  colored  tincture  of  Zephiran  for  a scratch 
sustained  in  the  schoolroom.  By  evening,  this 
caused  an  erythema  which  gradually  disappeared  in 
about  one  week.  This  constituted  an  unwitting 
patch  test,  containing,  however,  at  variance  with  the 
original  test,  alcohol  and  dye. 
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TN  A previous  paper  published  in  this  Journal  and 
"“■entitled  “The  Physician’s  Role  in  Welfare  Medical 
Care,”1  emphasis  was  giveD  to  the  need  for  practicing 
physicians  to  understand  properly  and  participate 
actively  in  the  general  medical  care  program  for  re- 
cipients of  public  assistance  and  care.  In  approxi- 
mately two  thirds  of  the  cases  on  the  public  assist- 
ance rolls  medical  problems  have  been  responsible 
for  the  indigent  status  of  the  individual  or  family. 
Since  welfare  medical  care  is  part  of  the  total  medical 
care  problem  and  should,  to  the  greatest  extent 
possible,  follow  the  general  pattern  of  medical  prac- 
tice, the  physician  is  a key  factor  in  the  community’s 
program  to  reduce  the  size  of  the  welfare  rolls.  It  is 
obvious  that  recipients  of  public  assistance  cannot  be 
prepared  for  an  increase  in  self-sufficiency  and  self- 
support  unless  their  general  health  and  physical 
capacity  permits.  Thus,  it  is  essential  that  these  re- 
cipients have  available  to  them  a comprehensive 
medical  service  including  optimal  health  promotion, 
disease  prevention,  early  detection  of  illness,  treat- 
ment, and  rehabilitation.  It  is  the  purpose  of  this 
article  to  emphasize  the  fifth  aspect  of  a comprehen- 
sive medical  service,  namely,  rehabilitation. 

It  is  well  recognized  that  many  recipients  of  public 
assistance  and  care  are  so  advanced  in  years  or  have 
chronic  diseases  or  disabilities  of  such  an  extensive 
nature  that  no  program  of  medical  rehabilitation  can 
have  any  reasonable  chance  of  success.  However, 
even  though  the  percentage  of  potentially  rehabilita- 
table  persons  may  besmall,  theactual  number  of  these 
persons  is  quite  large.  In  June,  1953,  a total  of 
380,473  persons  received  public  assistance  at  a cost 
of  $18, 999, 945. 2 Any  program  which  could  effect  a 
5 or  10  per  cent  reduction  in  the  size  and  cost  of  the 
welfare  rolls  would  not  only  have  great  merit  from 
the  humane  aspect  but  would  be  a very  sound  in- 
vestment for  the  community  from  a dollar-and-cents 
viewpoint. 

Program  of  “Aid  to  the  Disabled” 

To  place  special  emphasis  on  this  aspect  of  the  wel- 
fare program,  a new  public  assistance  category  was 
established  in  October,  1950.  This  category,  which  is 
supported  in  part  by  Federal  funds,  is  known  in  New 
York  State  as  “Aid  to  the  Disabled,”  although  the 
Federal  designation  is  “Aid  to  the  Permanently  and 
Totally  Disabled.”  Its  objectives  are  as  follows: 

1.  To  ascertain  that  persons  who  are  indigent 
because  of  a permanent  and  total  disability  receive 
adequate  financial  assistance  and  medical  care,  pro- 
vided their  financial  need  can  be  established  by  the 
local  welfare  district. 


2.  To  separate  this  group  of  persons  from  those 
who  are  indigent  because  of  other  factors,  such  as 
personal  or  social  problems,  economic  disruptions, 
costly  but  self-limited  illnesses,  or  outright  personal- 
ity or  behavior  problems  for  whom  a completely  dif- 
ferent welfare  approach  is  necessary. 

3.  To  determine  which  of  these  disabled  persons 
have  potentialities  for  increases  in  their  physical 
capacities  to  the  point  of  being  returned  to  self- 
support  or  support  of  their  families,  or  at  least  to  a 
significant  increase  in  self-sufficiency.  It  is  impor- 
tant not  to  lose  sight  of  the  significance  of  the  latter 
goal  of  rehabilitation.  Although  the  chances  of  a 
return  to  employment  may  be  extremely  remote,  the 
conversion  of  a bedridden  patient  to  an  ambulatory 
person  will  do  more  than  bring  him  considerable 
happiness  and  self-respect.  It  will  reduce  the  costs 
of  maintaining  him  in  an  institution  or  private 
nursing  home,  or  if  he  is  living  in  his  own  home,  his 
functional  improvement  may  allow  the  person  who 
has  been  taking  care  of  him  to  be  available  for  part  or 
full-time  employment. 

Determination  of  Medical  Eligibility  for 
“Aid  to  the  Disabled” 

To  accomplish  these  objectives  it  is  essential  to 
have  a complete  record  of  all  social  and  medical 
data  pertaining  to  the  recipient  whose  indigent  status 
appears  to  be  related  to  a chronic  illness  or  disabil- 
ity. After  financial  eligibility  is  established,  the 
caseworker  of  the  local  welfare  district  makes  a 
detailed  social  study  of  the  recipient’s  problem.  In- 
formation is  obtained  regarding  the  person’s  domes- 
tic status,  living  quarters,  distance  from  medical  and 
rehabilitation  centers,  health  of  other  family  or 
household  members,  general  personality  and  be- 
havior pattern,  previous  history  regarding  public 
assistance,  previous  employment,  education  and 
skills,  previous  medical  care  and  rehabilitation, 
present  limitations  regarding  activities  of  daily 
living,  and  present  activities.  The  caseworker,  in 
summarizing  these  data,  gives  her  own  evaluation  of 
the  recipient,  including  his  appearance,  personal 
characteristics,  and  attitudes. 

When  the  social  history  is  completed,  it  is  sent  to 
the  family'  physician  to  assist  him  with  his  medical 
evaluation.  The  doctor’s  medical  form  calls  for  a 
complete  history  and  physical  examination.  Special 
emphasis  is  placed  upon  the  history  of  the  major 
disease  or  disability,  its  present  status  regarding 
activity,  stabilization,  or  regression,  and  the  present 
physical  and  mental  signs  of  disability.  In  addition, 
the  physician  is  requested  to: 
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1.  Evaluate  the  capacity  of  the  recipient  to  work 
in  his  former  occupation  or  another  occupation. 

2.  Determine  the  number  of  hours  a day  the  re- 
cipient can  work  and  the  amount  of  physical  activity 
permissible. 

3.  Estimate  the  possibilities  of  improving  the 
patient’s  chances  for  employment  on  a full  or  part- 
time  basis  or  of  significantly  increasing  his  self- 
sufficiency  through  rehabilitation  procedures. 

4.  Evaluate  the  recipient’s  attitude  and  motiva- 
tion toward  rehabilitation. 

5.  If  the  above  are  favorable,  specify  the  type  of 
therapy  which  may  be  beneficial  and  suggest  where 
such  treatment  may  be  obtained. 

These  data  are  collected  by  the  local  welfare  dis- 
tricts and  submitted  to  the  area  review  teams  of  the 
State  Department  of  Social  Welfare.  Each  review 
team  is  composed  of  one  part-time  consulting 
physician  and  one  full-time  medical  social  worker 
and  is  associated  with  one  of  the  area  offices  of  the 
Department.  The  physicians  serving  on  these 
teams  are  either  practicing  physicians  or  are  asso- 
ciated with  the  medical  teaching  centers  of  the  area 
on  a full-time  basis.  All  but  one  are  specialists  in 
internal  medicine,  physical  medicine  and  re- 
habilitation, surgery,  or  psychiatry. 

The  area  review  team  studies  the  medical  and 
social  information  submitted  by  the  local  welfare 
districts  and  determines  from  these  data  whether 
the  criteria  for  admission  to  the  category  of  “Aid  to 
the  Disabled”  have  been  met.  If  so,  the  team  re- 
views the  attending  physician’s  recommendations 
for  rehabilitative  therapy  and  indicates  for  the  local 
welfare  district  its  additional  suggestions,  if  any, 
regarding  the  neeus  for  further  diagnostic  workup  or 
treatment,  where  it  may  be  obtained,  and  what 
other  agencies  may  possibly  be  helpful  in  the  case. 
Recipients  who  have  a reasonable  potentiality  for 
employment  may  be  referred  to  the  Division  of  Vo- 
cational Rehabilitation  of  the  State  Education  De- 
partment which  provides  not  only  medical  services 
but  vocational  training  and  guidance.  The  Medical 
Rehabilitation  Program  of  the  State  Department  of 
Health  may  provide  medical  services  for  recipients 
who  are  less  than  twenty-one  years  of  age.  Some 
recipients  may  be  referred  directly  to  the  Selective 
Placement  Program  of  the  New  York  State  Employ- 
ment Service.  In  some  instances  services  may  be 
available  through  the  local  voluntary  health  agen- 
cies, such  as  the  heart  or  infantile  paralysis  associa- 
tions. In  the  remaining  cases,  particularly  those  in 
which  medical  and  hospital  services  may  be  required 
to  increase  the  recipient’s  self-sufficiency,  the  costs 
of  these  services  may  be  met  directly  by  the  local 
welfare  agency.  The  latter  may'  then  receive  partial 
reimbursement  with  State  and  Federal  funds. 

Important  Role  of  the  Practicing  Physician 

The  purpose  of  the  medical  examination  is,  as 
stated  above,  to  have  the  patient’s  family'  physician, 
who  knows  the  patient  best,  report  his  medical  find- 
ings and  recommendations,  with  particular  emphasis 
on  the  chronic  illness  or  disability  responsible  for  the 
indigent  status.  Many  physicians  have  been 
wondering  why  during  the  past  three  years  they  have 


been  asked  to  examine  many'  welfare  recipients  who 
have  no  specific  complaints  at  the  time  of  examina- 
tion and  for  whom  they  are  requested  to  fill  out  a 
very  detailed  examination  form.  Because  of  this 
unfamiliarity'  with  the  objectives  of  the  program, 
many  of  the  medical  forms  have  reached  the  area 
review  teams  with  medical  information  too  scant  to 
permit  a decision  as  to  medical  eligibility  or  the 
formulation  of  reasonable  plans  for  a rehabilitation 
program  w here  indicated. 

Medical  forms  are  obnoxious  at  best,  but  there  is 
no  other  way  of  maintaining  a permanent  record  of 
the  physician’s  findings  and  evaluation  and  of  trans- 
mitting such  information  to  another  physician  or 
agency.  The  family  physician’s  statement  is  for  the 
benefit  of  the  consulting  physician  on  the  area  re- 
view team.  Unless  the  family  physician  gives  this 
consultant  the  medical  facts,  the  latter  is  not  in  a 
position  to  carry  out  his  own  responsibilities  as  out- 
lined above.  The  consequent  failure  of  the  review 
team  to  recognize  potentialities  for  rehabilitation 
among  welfare  recipients  will  result  in  complete 
failure  of  the  program  with  the  result  that  all  persons 
with  disabilities  will  remain  on  the  public  assistance 
rolls  for  the  remainder  of  their  lifetimes. 

Characteristics  of  “Aid  to  the  Disabled” 
Recipients 

An  analysis  of  the  characteristics  of  this  group  of 
welfare  recipients  may  assist  the  physician  in  under- 
standing the  problem  at  hand  and  further  encourage 
his  participation.  While  several  studies  have  been 
done  in  local  welfare  districts,3  the  most  representa- 
tive sample  on  a State-wide  basis  is  that  collected  by 
the  State  Department  of  Social  Welfare  in  May, 
1951,  as  part  of  a nation-wide  study  being  conducted 
by  the  Federal  Social  Security  Administration  (now 
the  Department  of  Health,  Education  and  Welfare). 
The  characteristics  of  this  group,  which  numbered 
1,999  recipients  out  of  a total  of  24,115  then  in  the 
“Aid  to  the  Disabled”  category,  are  presented  in 
Tables  I,  II,  and  III. 

The  “Aid  to  the  Disabled”  category  is  limited  to 
persons  between  the  ages  of  eighteen  and  sixty-five, 
thus  eliminating  the  very  elderly  persons  whose  re- 
habilitation potentialities  would  be  seriously'  re- 
duced by'  the  age  factor.  About  one  half  of  the  re- 
cipients are  between  the  ages  of  fifty-five  and  sixty- 
four.  It  is  noted  that  in  41.4  per  cent  of  persons  in 
this  age  group,  a cardiovascular  disorder  was  the 
cause  of  the  total  and  permanent  disability.  Neuro- 
logic and  orthopedic  disorders  each  accounted  for 
between  10  and  15  per  cent  of  the  cases. 

It  is  recognized  that  rehabilitation  might  be  quite 
difficult  in  this  age  group,  especially  when  the  dis- 
ability' has  been  of  long  standing.  Nevertheless,  it 
has  been  well  established  that  many  patients  with 
hemiplegias  on  an  arteriosclerotic  basis  may'  have 
many'  useful  and  productive  years  ahead  of  them  if 
rehabilitation  regimes  are  planned  soon  after  the 
onset  of  the  disability'.  In  addition,  experience  in 
general  practice  has  indicated  that  many'  patients 
with  arteriosclerotic  and  hypertensive  heart  disease 
can  be  returned  to  a satisfying  and  fruitful  life  for 
several  years  to  come  if  they'  are  encouraged  to  use 
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TABLE  I. — Recipients  op  Aid  to  the  Disabled  in  New  York  State  Classified  bt  Age  and  Sex,  May,  1951 


Age 

Number  of 
Recipients 

Male 

Female 

✓ — Per  Cent  Distribution  by  Age  and  Sex— ^ 
Male  Female  Total 

Under  35  years 

200 

103 

97 

10.9 

9.2 

10.0 

35  to  44  years 

295 

134 

161 

14.2 

15.2 

14.7 

45  to  54  years 

507 

247 

260 

26  2 

24.6 

25.4 

55  years  and  over 

997 

459 

538 

48.7 

51.0 

49  9 

Total 

1,999 

943 

1 ,056 

Table  II. — Recipients  op  Aid  to  the  Disabled  in  New  York  State  Classified  by  Type  of  Major  Disability  and  Age, 

May,  1951 


Per  Cent  Distribution  by  Age 


Type  of.  Major  Disability 

Number 

Total ' 

Per  Cent 

Under  35 
Years 

35  to  54 
Years 

55  Years 
and  over 

Cardiovascular  diseases 

655 

32.8 

10.0 

27  7 

41.4 

Neurologic  disorders 

273 

13  7 

20.5 

14  6 

11.5 

Orthopedic  disorders 

269 

13.4 

7.5 

12.6 

15.3 

Psychiatric  disorders 

197 

9 9 

21.5 

11.7 

6.0 

Tuberculosis 

166 

8.3 

26.5 

9.6 

3.6 

Neoplasms 

70 

3.5 

10 

2.8 

4.6 

All  others 

369 

18.4 

13.0 

21.0 

17.6 

TABLE  III. — Recipients  of  Aid 

to  the  Disabled  in  New  York  State  Classified  by 

Mobility  Status  and  Age,  May, 

1951 

■p  n tv  I *1 

Under 

35  to  54 

55  Years 

Under  35 

35  to  54  55  Years 

Mobility  Status 

Total 

35  Years 

Years 

and  over 

Total 

Years 

Years 

and  Over 

Housebound 

253 

19 

92 

142 

12.7 

9.5 

11.5 

14.2 

Bedridden 

68 

11 

17 

40 

3 4 

5.5 

2.  1 

4.0 

Chairfast 

63 

2 

19 

42 

3.2 

1.0 

2.4 

4.2 

Other 

122 

6 

56 

60 

6.  1 

3.0 

7.0 

6.0 

Capable  of  outside  activity 

1 ,746 

181 

710 

855 

87  3 

90.5 

88.5 

85.8 

With  personal  help 

146 

22 

48 

76 

7.3 

11.0 

6.0 

7.6 

With  use  of  device 

173 

12 

74 

87 

8.6 

6.0 

9.2 

8.7 

Unassisted 

1 ,427 

147 

588 

692 

71.4 

73.5 

73.3 

69.4 

Total 

1,999 

200 

802 

997 

their  residual  capacities,  are  taught  new  skills,  and 
are  assisted  in  an  adequate  adjustment  to  their  new 
situation. 

However,  it  will  probably  be  among  the  50  per 
cent  of  the  group  below  the  age  of  fifty-five  that  the 
greater  possibilities  for  rehabilitation  will  be  found. 
In  the  age  group  of  thirty-five  to  fifty-four  years 
cardiovascular  diseases  account  for  only  27.7  per 
cent  of  the  sample,  and  psychiatric  disorders  as  well 
as  neurologic  and  orthopedic  defects  are  found  to 
account  for  between  10  and  15  per  cent  each. 

In  the  group  under  thirty-five  years  tuberculosis 
is  found  to  be  the  relatively  most  important  cause  of 
disability,  accounting  for  26.5  per  cent  of  the  cases. 
Psychiatric  and  neurologic  disorders  account  for 
about  20  per  cent  each.  Cardiovascular  diseases 
have  been  reduced  to  10  per  cent  of  the  total  in  this 
age  group. 

In  reviewing  the  mobility  status  of  this  sample  of 
welfare  recipients,  it  is  noted  that  approximately 
seven  eighths  are  capable  of  leaving  their  home  for 
outside  activity,  and  the  vast  majority  can  do  so 
without  the  assistance  of  another  person  or  a device 
such  as  crutches  or  braces.  This  is  essentially  true 
for  all  ages  although  the  percentage  decreases  from 
90.5  per  cent  for  the  group  under  thirty-five  years  to 
85.8  per  cent  for  the  group  who  are  fifty-five  years 
and  over. 

It  would  certainly  seem  that  in  groups  of  persons 
who  are  essentially  ambulatory  and  of  whom  50  per 
cent  are  less  than  fifty-five  years  of  age,  every  effort 


toward  rehabilitation  should  be  extended.  Re- 
habilitation should  be  directed  toward  increased 
self-sufficiency  as  well  as  at  full  employment. 

Nevertheless,  a review  of  the  medical  forms  has 
indicated  that  some  physicians  hold  a generally 
pessimistic  attitude  toward  the  future  of  these 
patients.  There  have  been  several  instances  where 
patients  with  recent  episodes  of  cardiac  infarction 
or  cerebrovascular  accident  of  mild  to  moderate  de- 
gree have  been  considered  as  permanently  and  totally 
disabled.  If  the  area  review  team  accepts  this 
medical  evaluation  without  further  inquiry,  the 
patient  will  be  kept  on  public  assistance  for  the  re- 
mainder of  his  life.  Yet  it  is  well  known  that  many 
of  these  persons  will  respond  to  rehabilitative  care 
and  no  longer  be  in  need  of  public  assistance.  RuskJ 
has  certainly  demonstrated  extraordinary  results 
with  hemiplegic  patients  of  many  years  standing. 
This  certainly  suggests  that  better  results  should  be 
expected  when  treatment  is  instituted  as  soon  as  the 
acute  phases  of  the  episode  are  over. 

Fortunately,  the  majority  of  examining  physicians 
have  shown  themselves  to  be  fully  cognizant  of  the 
potentialities  of  rehabilitation  and  have  been  reason- 
ably optimistic  in  setting  down  their  evaluations 
and  recommendations  for  rehabilitative  care.  As  a 
result  of  this,  the  local  welfare  districts  after  ac- 
ceptance of  the  cases  by  the  area  review  teams  have 
been  able  to  set  the  machinery  in  motion  for  assisting 
these  patients  to  return  to  lives  which  are  productive 
ajid  fruitful  rather  than  completely  desultory. 
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Need  for  Teamwork  in  Rehabilitation  of 
Welfare  Recipients 

The  rehabilitation  of  the  welfare  recipients  with  a 
permanent  and  total  disability  is  dependent  upon 
many  persons  and  agencies.  These  include  the  at- 
tending physician  and  the  case  worker  to  supply  the 
initial  medical  and  social  data,  the  consulting  physi- 
cian and  medical  social  worker  serving  on  the  area 
review  team,  the  prompt  action  on  the  part  of  the 
local  welfare  district  in  recognizing  the  problem  and 
getting  the  proper  machinery  in  motion,  and  the  full 
cooperation  of  other  official  and  voluntary  agencies 
who  may,  upon  referral,  be  able  to  provide  the  needed 
services  or  arrange  for  the  payment  for  such  services. 
If  any  one  person  or  agency  on  this  team  fails  to 
appreciate  the  significance  of  rehabilitation  and  its 
meaning  to  the  individual  and  the  community,  that 
individual  and  community  may  be  deprived  of  the 
benefits  which  are  potentially  available.  A few 
cases  will  suffice  for  the  purposes  of  illustration. 

Case  1. — J.  T.,  a fifty-five-year-old,  white  male, 
had  a diagnosis  of  osteoarthritis  of  four  years  dura- 
tion with  major  involvement  of  the  spine,  hips,  and 
shoulders.  He  had  been  receiving  public  assistance 
in  the  “Home  Relief”  category  for  several  years. 

Soon  after  the  “Aid  to  the  Disabled”  category  was 
established,  the  man  was  referred  to  the  family 
physician  who  prescribed  physiotherapy  and  corti- 
sone treatment.  The  area  review  team  recom- 
mended to  the  local  welfare  district  that  this  treat- 
ment be  instituted  immediately. 

Unfortunately  the  local  welfare  district  took  no 
action  in  this  case  until  almost  twelve  months  had 
elapsed.  At  the  end  of  that  time  the  agency  made 
the  statement  that  the  patient  was  “not  a feasible 
candidate  for  rehabilitation  because  he  is  not  accepts 
able  by  existing  rehabilitation  agencies  due  to  his 
age,  his  lack  of  recent  work  experience,  and  lack  of 
skill.” 

The  case  was  again  evaluated  by  the  review  team 
which  requested  a re-examination  by  the  family 
physician.  This  second  examination  indicated  that 
there  was  no  important  change  in  the  man’s  condi- 
tion over  the  past  year  and  that  while  the  patient 
would  apparently  not  be  able  to  resume  work  in  his 
original  occupation  as  a seaman,  he  should  be  able 
to  hold  a job  as  elevator  man  or  watchman  on  a full- 
time basis.  The  physician  also  stated  that  there 
appeared  to  be  a psychologic  factor  since  the  man’s 
complaints  were  only  moderate  and  the  clinical 
evidences  of  disability  were  relatively  few.  He  be- 
lieved that  as  soon  as  the  patient  was  returned  to 
regular  work,  he  could  be  kept  working.  The  area 
review  team  again  recommended  that  the  patient  be 
placed  under  proper  medical  care  so  that  he  might 
possibly  be  returned  to  a useful  occupation. 

The  case  clearly  points  out  that  were  this  patient 
not  referred  to  the  family  physician  for  evaluation  re- 
garding eligibility  for  “Aid  to  the  Disabled”  and 
potential  rehabilitation,  he  would  have  been 
allowed  to  remain  on  public  assistance  with  nothing 
being  done  for  him.  Unfortunately  the  local  welfare 
agency  failed  to  take  immediate  advantage  of  the 
examination  and  recommendation,  but  the  review 
team  recalled  the  case  and  is  prevailing  upon  the 
agency  to  take  the  indicated  action  at  this  time.  • 


Case  2. — M.  V.,  a fifty-three-year-old,  white  male, 
who  was  treated  surgically  for  a carcinoma  of  the 
larynx  in  October,  1949,  has  a permanent  trache- 
otomy opening  but  no  other  major  defect.  He  has 
been  receiving  public  assistance  in  the  “Home  Relief” 
category  for  two  years.  When  this  patient  was  con- 
sidered for  the  “Aid  to  the  Disabled”  category,  he 
was  referred  to  a physician  who  reported  that  the 
patient  was  permanently  and  totally  disabled  and 
would  never  work  again.  The  area  review  team  felt 
that  a more  positive  approach  might  be  attempted 
at  least  on  a trial  basis.  It  appeared  that  the  patient 
had  gone  four  years  without  any  difficulty  since  his 
operation.  There  appeared  to  be  no  reason  why  a 
.fifty-three-year-old  white  man  with  a permanent 
tracheotomy  opening  but  no  other  physical  defect 
could  not  resume  work  in  his  previous  occupation  as 
a kitchen  man.  Certainly  he  could  attend  a speech 
clinic  to  get  back  as  much  of  his  speech  as  possible, 
but  even  if  he  failed  at  this,  he  would  still  be  able  to 
work.  Regardless  of  the  ultimate  prognosis,  he  was 
thought  to  be  too  young  and  not  sufficiently  dis- 
abled at  present  to  warrant  his  remaining  on  relief 
indefinitely. 

Case  3. — B.  C.,  a thirty-three-year-old  female, 
had  worked  as  a domestic  until  1949  when  she  left 
because  of  pregnancy.  Since  then  she  had  been  on 
public  assistance  in  the  “Home  Relief”  category. 

In  1951  the  case  was  reviewed  for  possible  transfer 
to  the  “Aid  to  the  Disabled”  category  because  the 
medical  history  included  a notation  of  partial  deaf- 
ness, fainting  spells,  and  epileptiform  convulsions. 
A consulting  psychiatrist  stated  that  there  was  no 
definite  psychiatric  disorder  and  that  the  patient 
was  generally  cooperative  and  in  no  way  conspicu- 
ous in  her  behavior.  Nevertheless,  he  made  the 
statement  that  the  person  would  never  work  again. 
Thereupon,  the  local  welfare  district  took  no  further 
action. 

The  area  review  team  felt  that  there  should  be 
more  investigation  on  the  case  before  this  thirty- 
three-year-old  woman  was  permitted  to  remain  on 
public  assistance  for  the  remainder  of  her  days. 
There  was  no  record  of  experimentation  with  hearing 
aids  or  with  medical  management  of  the  fainting 
spells  or  the  seizures.  Here,  in  the  opinion  of  the 
area  review  team  a negative  attitude  on  the  part  of 
the  psychiatrist  and  failure  of  the  local  agency  to 
investigate  further  has  forestalled  the  opportunities 
of  rehabilitation  in  this  case. 

Comment 

The  program  of  “Aid  to  the  Disabled”  has  un- 
covered many  persons  who  have  been  on  “Home 
Relief”  for  many  years  and  who  might  have  profited 
from  early  rehabilitative  care  with  a decrease  in  or 
elimination  of  the  need  for  public  assistance.  Some 
of  these  may  still  be  capable  of  profiting.  No  one 
will  question  the  fact  that  the  best  results  are  ob- 
tained when  rehabilitative  treatment  is  begun  soon 
after  the  disability  develops  with  diminishing  re- 
turns with  the  passage  of  time.  Nevertheless,  in 
1951  a group  of  4,430  persons  who  had  suffered  in- 
dustrial injuries  an  average  of  seven  years  previously 
were  rehabilitated  and  returned  to  work  through  the 
Federal-State  program  of  vocational  rehabilitation.5 

The  practicing  physician  has  an  excellent  oppor- 
tunity of  contributing  to  the  community  health  and 
welfare  when  he  is  requested  to  examine  a patient 
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who  is  receiving  or  applying  for  public  assistance  and 
is  possibly  eligible  for  “Aid  to  the  Disabled.”  A 
cursory  examination  or  a perfunctory  completion  of 
the  medical  report  following  a thorough  examination 
may  deny  a recipient  a chance  for  rehabilitation.  A 
blunt  statement,  “patient  is  permanently  and 
totally  disabled — can’t  work,”  may  well  keep  a 
potentially  rehabilitatable  recipient  on  public  as- 
sistance the  rest  of  his  life. 

On  the  other  hand,  a careful  determination  and 
evaluation  of  the  recipient’s  disabilities  and  capaci- 
ties, an  estimate  of  his  potentiality  for  improvement 
with  subsequent  increase  in  self-sufficiency  or  em- 


ployment capacity,  and  a recommendation  regarding 
the  type  of  treatment  may  initiate  a chain  of  ac- 
tion which  may  eventually  result  in  a citizen’s  leav- 
ing the  relief  roll  or  at  least  requiring  less  financial 
assistance  from  his  community. 
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UNITED  MEDICAL  SERVICE,  INC— “THE  DOCTORS’  PLAN’’ 

Part  II — The  Meaning  of  Blue  Shield 

Chas.  Gordon  Heyd,  M.D.,  New  York  City 
Chairman,  Board  of  Directors,  United  Medical  Service,  Inc.) 


"VO"HAT  is  the  meaning  of  “Blue  Shield?”  What 
' ’ does  the  name  “United  Medical  Service”  rep- 
resent? United  Medical  Service  is  the  name 
given  to  a voluntary  prepaid  medical  plan  incorpo- 
rated under  Section  IXC  of  the  Insurance  Law  of  the 
State  of  New  York.  It  is  the  official,  legal  name  for 
a Blue  Shield  plan  operating  in  the  17  counties  of 
lower  New  York  State. 

Blue  Shield  plans  are  voluntary,  nonprofit,  medical 
care  prepayment  insurance  plans  approved  by  the 
Blue  Shield  Commission.  Their  purpose  is  to  help 
the  public  prepay  the  cost  of  doctors’  care.  There 
are  77  Blue  Shield  plans  in  the  United  States,  and 
all  must  meet  the  following  standards:  (1)  free 
choice  of  physician,  (2)  approval  by  the  medical 
society  in  the  area  served,  (3)  maintenance  of  con- 
fidential physician-patient  relationship,  (4)  nonprofit 
organization,  (5)  sound  finances  (income  adequate 
to  maintain  reserves  and  provide  benefits  offered), 
and  (6)  sound  enrollment  and  administrative  prac- 
tices. 

United  Medical  Service  (UMS)  is  New  York’s 
Blue  Shield  plan  and  is  also  known  as  the  Doctors’ 
Plan.  It  originated  with  the  medical  profession  and 
functions  with  the  approval  and  guidance  of  the 
medical  profession  through  the  activities  of  the 
various  medical  society  committees.  It  is  the  only 
medical  care  plan  approved  by  the  17  county  medi- 
cal societies  in  the  State  of  New  York.  It  is  also 
approved  by  the  Medical  Society  of  the  State  of  New 
York.  Currently,  more  than  3,000,000  are  enrolled 
subscribers. 

More  than  17,000  doctors  in  the  New  York  area 
have  signed  up  as  participating  physicians  of  UMS. 
These  physicians  grant  “Service  Benefits”  to  eligible 
Blue  Shield  members.  This  means  that  they  have 


agreed  to  accept  UMS  payments  as  their  full  fee  for 
care  rendered  under  the  contract  to  members  who 
are  within  the  established  Service  Benefit  income 
limits — $4,000  total  annual  income  (approximately 
$77  a week)  for  family  members,  $2,500  total  annual 
income  (approximately  $48  a week)  for  individual 
members. 

A participating  physician  is  obliged  to  accept  the 
UMS  allowance  as  his  full  fee  in  a Service  Benefit 
case  only  if  the  following  conditions  are  complied 
with  at  the  time  arrangements  for  care  are  made: 
( 1 ) The  patient  must  inform  the  doctor  he  is  a mem- 
ber of  Blue  Shield;  (2)  the  patient  must  inform  the 
doctor  that  he  is  entitled  to  Service  Benefits,  and 
(3)  the  doctor  agrees  to  accept  the  patient  for  Serv- 
ice Benefits. 

The  allowances  established  by  UMS  are  not  in- 
tended to  fix  the  value  of  the  physician's  services. 
Any  member  whose  income  is  above  the  Service 
Benefit  level  pays  the  doctor  the  difference,  if  any, 
between  the  UMS  allowance  and  his  ordinary  fee. 

The  principle  of  free  choice  is  maintained  for  Blue 
Shield  members  and  physicians.  The  patient  may 
choose  to  be  treated  by  any  licensed  physician 
whether  or  not  that  physician  is  participating  in  the 
plan.  The  physician  retains  the  traditional  right  in  all 
cases  to  decide  whether  or  not  he  will  accept  a patient 
for  care. 

In  an  effort  to  cover  as  many  people  as  possible, 
UMS  has  worked  out  three  basic  plans: 

1.  Surgical  Plan  covers  surgical  procedures  and 
care  of  fractures  and  dislocations  in  the  hospital, 
home,  or  doctor’s  office. 

2.  Surgical-Medical  Plan  covers  all  of  the  above 
plus  in-hospital  medical  care  in  nonsurgical  and 
nonmaternity  cases. 
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3.  General  Medical  Plan  covers  all  of  the  above 
plus  office  and  home  medical  visits  and  one  consulta- 
tion for  each  illness  or  injury. 

Maternity  benefits  are  provided  to  the  wife  under 
family  contracts  in  all  three  plans  when  subscription 
charges  are  paid  through  a group  remitting  agent. 
Direct  Payment  members  are  not  entitled  to  mater- 
nity care.  Service  Benefits  do  not  apply  to  maternity 
cases,  home  and  office  medical  visits,  or  consultations. 

In  order  to  provide  coverage  for  the  major  medi- 
cal costs  and  still  keep  subscription  charges  at  a 
level  that  all  people  can  afford,  some  limitations  are 
necessary.  Thus,  the  Blue  Shield  contract  includes 
certain  waiting  periods,  exclusions,  and  enrollment 
regulations.  UMS  keeps  these  limitations  to  a 
minimum  and  tries,  wherever  feasible,  to  liberalize 
its  benefits. 

Waiting  periods,  unless  waived  for  groups  meeting 
special  enrollment  requirements,  are  as  follows: 


Pre-existing  conditions 11  months 

Maternity.  _ 10  months 


Tonsillectomies  and  adenoidectomies  6 months 

Exclusions  are  listed  in  each  contract.  UMS 
presently  offers  a way  to  extend  benefits  to  cover 
anesthesiology,  pathology,  and  radiology  and  so 
further  reduce  the  number  of  exclusions 

I would  like  to  bring  to  vour  attention  that  a tre- 
mendous revolution  in  medical  practice  has  been 
taking  place  for  the  last  fifteen  or  twenty-five  years. 
Hunter  defines  in  his  book  Revolution  the  various 
ways  in  which  a revolution  is  brought  about:  Citi- 
zenry or  a mob  seizing  the  implements  of  power  to 
create  a new  political  order  is  one  of  them.  More 
successful  is  the  slow  evolution  of  revolutionary 
deas. 

What  are  some  of  the  features  that  enter  into  our 
medical  social  life  today  that  indicate  a vast  revolu- 
tion in  the  practice  of  medicine?  Let  us  take  the 
first  and  most  significant  example,  the  increase  in  pop- 
ulation by  the  purely  biologic  process  of  childbirth. 
Then  consider  the  second  feature  of  our  increased 
population,  the  salvage  of  human  beings  by  increased 
longevity.  We  have  added  to  the  population  birth 
rate  nearly  the  same  number  of  people  who  ordi- 
narily would  have  died  this  year.  Twenty-five  years 
ago  half  the  people  that  were  buried  had  not  reached 
fifty  years  of  age.  Today  well  over  60  per  cent  of 
those  that  are  buried  have  passed  fifty  years  of  age. 
So,  in  the  mere  distribution  of  medical  service  the 
doctor  i«  rendering  service  to  the  greatest  population 
that  he  has  ever  had  in  the  history  of  our  country. 

With  the  population  increase  came  the  concentra- 
tion of  people  in  cities  and  allied  with  that  was  the 
tremendous  change  in  transportation  which  enabled 
patients  to  come  to  the  doctor’s  office,  these  offices 
being  in  modem  office  buildings,  clinics,  or  hospitals. 
Medical  services  in  the  home,  or  home  visits,  which 
were  numerically  large,  were  being  reduced  through 
the  mechanism  of  transportation.  Then,  after  two 
world  wars  we  were  treated  and  exposed  to  the  great- 
est of  all  revolutionary  factors,  inflation.  Wages 
rose  rapidly.  Yet  the  real  wage,  the  basic  wage, 
probably  hasn’t  increased  very  much.  It  takes  more 
of  these  lesser  dollars  to  buy  goods  than  it  did 
twenty-five  years  ago.  Again,  with  this  phenom- 


enon came  the  increased  cost  of  living  with  wages 
sometimes  keeping  pace,  but  many  times  they  did 
not.  Then  came  a new  era  of  science  which  not  only 
affected  medical  practice  but  resulted  in  the  great 
technologic  advances  in  physics  and  chemistry. 
Just  think  of  the  widening  field  of  blood  utilization 
and  anesthesia  : the  exploration  of  every  conceivable 
cavity  in  the  body  with  radio-charged  catheters  or 
with  lights;  operations  we  never  knew  about  are  being 
performed  with  ease  and  with  safety.  Then  came  the 
immense  contribution  of  chemistry  where  every 
secretion  of  the  body  could  be  flocculated  or  sedi- 
mented. The  epoch  of  sulfa  and  antibiotics.  Then 
the  advance  in  instruments  of  precision  in  the  field  of 
surgery,  the  field  of  diagnosis,  the  field  of  medical 
therapy,  superimposed  on  this  great  population  in- 
crease. All  these  new  technics  have  permitted  the 
doctor  to  earn  a greater  living  today  than  he  ever 
earned  in  his  history,  and  all  on  a lessening  unit  of 
remuneration.  This  is  a bizarre  paradox  that  with 
the  lessening  of  the  unit  of  remuneration  the  doctor’s 
income  has  increased.  This  is  due  to  a simple  fact. 
The  doctor  benefited  by  volume  production,  and  it 
was  the  volume  of  medical  services  that  has  created 
the  present  economic  level  of  the  doctor. 

Soon  this  revolutionary  force  was  to  exert  its  in- 
fluence on  medical  practice  in  the  form  of  group  in- 
surance, prepaid  and  voluntary.  The  depression  of 
1929  gave  the  movement  an  impelling  motivation. 
Hospital  beds  were  empty;  patients  needed  hospital 
services.  In  any  event,  from  these  small  beginnings 
has  grown  up  this  tremendous  giant  of  the  national 
Blue  Cross. 

The  school  teachers  of  Dallas,  Texas,  organized  a 
group  and  approached  the  Baylor  Hospital,  saving, 
in  substance,  “Will  you  supply  us  with  hospital 
accommodations  and  care  for  twenty-one  days  at  X 
dollars  per  year?”  That  was  the  beginning  of  the 
concept  of  the  Blue  Cross.  It  was  prepayment, 
voluntary,  and  on  a group  basis.  The  product  was 
intangible.  If  you  buy  an  automobile  on  the  in- 
stallment plan,  you  get  a machine  that  you  may  see, 
feel,  and  use.  but  when  you  buy  hospital  or  medical 
protection,  it  is  a sort  of  intangible  thing  which  you 
may  never  use.  It  is  like  having  fire  insurance  and 
not  having  a fire.  You  know  that  your  premium  is 
expended,  but  you  have  protection. 

It  was  not  very  long  before  it  became  obvious  that 
the  hospital  plan  should  be  implemented  by  some 
medical  program.  Thus.  Blue  Shield  came  into  ex- 
istence. The  concept  of  the  doctors’  plan.  Blue 
Shield,  varied  in  great  detail  from  that  of  the  Blue 
Cross,  and  it  was  in  the  application  of  these  dif- 
ferent details  that  the  Blue  Shield  plans  have  en- 
countered some  difficulties. 

An  illustration  will  make  that  quite  clear.  The 
Blue  Cross  is  dealing  with  a hospital.  One  executive 
in  that  hospital  probably  has  the  power  to  decide 
policies.  It  probably  is  the  superintendent  under 
the  direction  of  the  board  of  directors.  So  far  as  the 
Blue  Cross  is  concerned,  it  doesn’t  matter  who  oc- 
cupies that  bed.  It  is  a bed  occupied  for  a certain 
number  of  days,  multiplied  by  the  per  diem  cost  the 
plan  agrees  to  pay  the  hospital.  The  transaction  is 
very  simple.  In  the  Blue  Shield  it  is  highly  impor- 
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tant  to  know  whether  the  occupant  of  that  bed  is 
married  or  single,  is  enrolled  in  groups,  and,  above 
all,  the  condition  for  which  he  is  in  that  bed  because 
the  Blue  Shield,  in  our  particular  area,  is  dealing 
with  some  23,000  individual  physicians.  Those 
doctors  must  arrive  at  a certain  unanimity  of  opin- 
ion, or  it  is  impossible  for  a Blue  Shield  plan  to  func- 
tion. It  became  necessary  for  some  particular  or- 
ganization to  enter  the  field  and  by  their  membership 
represent  the  consolidated  opinion,  with  minor  varia- 
tions, of  the  medical  profession.  That  power  came 
from  the  county  medical  society,  as  the  smallest  unit, 
and  the  State  Medical  Society.  From  this  associa- 
tion with  the  medical  societies,  United  Medical 
Service  became  known  as  the  Doctors’  Plan. 

Certain  principles  were  to  govern  all  Blue  Shield 
plans  with  Medical  Society  approval  Outstanding 
was  the  fact  that  the  patient  must  have  free  choice  of 
physician.  The  second  was  that  there  should  be  no 
panel,  because  panel  means  selection,  differentiation, 
enticements,  and  emoluments  which  eventually  lead 
to  government  medicine.  The  third,  and  most  im- 
portant, is  that  the  management  of  the  Blue  Shield 
Plan  must  have  a majority  of  medical  men  on  the 
board  of  directors.  This  principle  was  conceived 
after  a long  study,  and  nothing  is  so  important  in  our 
opinion  as  that  the  directing  body  must  have  a ma- 
jority of  physicians.  Because  the  Blue  Shield  takes 
money  from  a vast  number  of  people  and  pays  that 
money  ( less  administration  costs  and  reserves)  out  to 
X number  of  doctors,  United  Medical  Service  is  an 
intermediate  body  between  those  that  pay  and  those 


that  deliver  the  service.  Since  the  doctors  supply 
the  technical  and  professional  services  to  the  sub- 
scribers, it  is  readily  understandable  that  they  should 
have  the  majority  voice  in  the  affairs  of  the  com- 
pany as  to  how  their  services  are  to  be  utilized  and 
what  will  be  the  allowances  for  these  services. 

Under  Article  III,  Section  1,  of  the  By-Laws  of  the 
United  Medical  Service,  complete  legal  power  under 
the  direction  of  the  Superintendent  of  Insurance  is 
allocated  to  24  members  of  the  board  of  directors: 

“The  affairs,  property  and  business  of  the  corpora- 
tion shall  be  managed  by  a board  of  twenty-four 
(24)  directors,  all  of  whom  shall  be  of  full  age  and 
citizens  of  the  United  States  and  at  least  one  of 
whom  shall  be  a resident  of  the  State  of  New  York. 
Thirteen  (13)  of  the  directors  shall  be  physicians 
duly  licensed  to  practice  medicine  in  the  State  of 
New  York.” 

Of  the  24  directors  11  may  be  laymen,  but  at  least 
13  must  always  be  physicians.  How  are  these  24 
directors  elected?  On  the  second  Thursday  of 
March  each  year,  eight  directors  are  elected  for  three 
years.  The  election  of  directors  is  by  43  voting 
members  who  exercise  a voting  franchise  for  this 
particular  meeting.  There  are  the  17  presidents  of 
the  17  county  medical  societies,  the  president  of  the 
Medical  Society  of  the  State  of  New  York,  the  presi- 
dent of  the  New  York  Academy  of  Medicine,  plus 
all  24  members  of  the  board  of  directors.  Of  the  43 
voting  members  at  least  13  are  medical  directors,  19 
are  medical  society  representatives,  and  11  are  lay 
directors. 


MICROFILM  NOT  RECOMMENDED  FOR  HEART  DISEASE  DETECTION 


Because  of  its  low  degree  of  detection,  microfilm  is 
not  recommended  for  use  in  large  surveys  for  find- 
ing persons  with  heart  disease,  according  to  Dr. 
R.  V.  Slattery,  Oakland,  California. 

“It  does  not  seem  that  the  chest  microfilm  should 
be  recommended  for  use  in  large  surveys  for  heart 
disease  since  it  is  capable  of  detecting  less  than  one 
half  of  the  cardiac  abnormalities,”  Dr.  Slattery 
wrote  in  the  August  22  Journal  of  the  American 
Medical  Association.  “The  time  and  expense  in- 
volved in  such  surveys  could  hardly  be  justified  in  a 
test  that  has  such  a limited  degree  of  detection.” 

Dr.  Slattery  based  his  conclusions  on  the  results 
of  a clinical  and  microfilm  study  of  682  patients  ad- 
mitted to  the  medical  and  surgical  outpatient  de- 
partments of  the  University  of  Chicago.  Histories 
of  those  patients  found  to  have  clinical  evidence  of 
heart  disease  were  further  studied  to  determine 
which  of  them  had  a history  of  heart  disease  and 
which  had  symptoms  that  were  compatible  with 
heart  disease  at  the  time  of  examination.  The  in- 
cidence of  heart  disease,  as  determined  from  the 
clinical  examination,  was  then  compared  with  the 
incidence  of  abnormal  cardiac  silhouettes  on  the 
microfilms. 

“Of  the  682  patients,  56  had  clinical  evidence  of 
heart  disease,”  Dr.  Slattery  pointed  out.  “Twenty- 


five,  or  approximately  45  per  cent,  of  the  patients 
with  clinical  evidence  of  heart  disease  were  detected 
on  microfilm.  A review  of  the  histories  of  the  56 
patients  who  had  clinical  heart  disease  revealed  that 
51  either  knew  they  had  heart  disease  or  had  symp- 
toms compatible  with  heart  disease.  In  addition 
to  the  25  patients  with  clinical  heart  disease  de- 
tected on  microfilm,  there  were  12  patients  in  whom 
heart  disease  was  suspected  on  the  microfilms  but  in 
whom  no  heart  disease  was  found  on  clinical  study. 
In  the  series  reported  here,  90  per  cent  of  the  pa- 
tients with  abnormal  hearts  had  symptoms  fre- 
quently associated  with  heart  disease,  whereas  only 
45  per  cent  had  abnormal  cardiac  silhouettes  on 
the  small  roentgenograms.  This  would  indicate 
that,  in  making  surveys  for  heart  disease,  more  per- 
sons with  abnormal  hearts  would  be  found  if  all 
those  with  these  symptoms,  rather  than  only  those 
found  to  have  cardiac  abnormalities  on  the  micro- 
films, were  subjected  to  a clinical  investigation. 
Further  study  would  be  necessary,  however,  to 
determine  whether  surveys  of  this  type  would  be 
practical.  These  findings  make  doubtful  the  value 
of  trying  to  detect  cardiac  abnormalities  on  the 
microfilms  of  patients  being  admitted  to  a clinic  or 
hospital  when  they  will  give  a complete  history  as 
part  of  their  investigation.” 


INTRODUCING  THE  NEW  ROSWELL  PARK  MEMORIAL  INSTITUTE 

George  E.  Moore,  M.D.,  and  William  H.  Wehr,  M.D.,  Buffalo,  New  York 

(Director.  Roswell  Park  Memorial  Institute,  and  Associate  Professor,  University  of  Buffalo 
School  of  Medicine;  Assistant  Director,  Roswell  Park  Memorial  Institute) 


COMETIME  before  January  1 the  Xew  York  State 

Cancer  Hospital,  Roswell  Park  Memorial  Institute, 
will  have  its  clinical  facilities  augmented  by  the  addi- 
tion of  a 516-bed  hospital  unit  (Fig.  1).  Soon  after 
the  first  of  the  year,  the  remaining  clinical  facilities, 
including  a diagnostic  x-ray  department,  irradiation 
therapy  department,  surgical  suite,  and  outpatient 
facilities  will  be  completed.  A large  auditorium  and 
classrooms  will  also  be  provided.  Subsequently, 
laboratories  for  basic  research  in  the  fields  of  bio- 
chemistry and  biology  will  be  added  to  make  the  In- 
stitute a balanced  investigative  center.  In  view  of 
these  developments,  it  seems  pertinent  at  this  time 
to  re-emphasize  the  role  of  the  Institute  in  the  medi- 
cal practice  of  Xew  York  State. 

To  those  who  are  unacquainted  with  the  history 
of  the  Institute,  the  following  short  resume  should 
be  of  interest. 


History 

The  Institute  was  organized  in  1896  through  the 
efforts  of  the  late  Dr.  Roswell  Park,  who  was  pro- 
fessor of  surgery  at  the  University  of  Buffalo  School 
of  Medicine.  It  was  designated  the  Xew  York  State 
Pathological  Laboratory  of  the  University  of  Buf- 
falo and  was  initiated  under  the  provisions  of  a legis- 
lative appropriation  of  $10,000  for  the  purpose  of 
“equipping  and  maintaining  a laboratory  to  be  de- 
voted to  the  study  of  the  causes,  mortality  rate  and 
treatment  of  cancer.”  The  money  was  appropri- 
ated to  the  Medical  Department  of  the  University  of 
Buffalo,  and  the  laboratory  was  located  in  the  medi- 
cal school  building  on  High  Street.  Thus  the  first 
laboratory  in  the  world  devoted  solely  to  the  study 
of  cancer  was  established. 

Within  a period  of  two  years  following  the  organi- 
zation of  the  laboratory,  the  work  had  increased  to 
such  an  extent  that  the  space  available  in  the  Univer- 
sity was  found  to  be  inadequate.  The  faculty  of 
t he  University  of  Buffalo  appealed  to  the  citizens  of 
Buffalo  to  erect  a building  so  that  this  work  could  be 
continued.  Friends  of  the  University  contributed 
the  necessary  funds  for  this  purpose,  and  a building 
known  as  the  Gratwick  Research  Laboratory  was 
completed  in  1902  (Fig.  2). 

In  this  early  period  basic  research  was  predomi- 
nant. For  example,  the  parasitic  theory  of  the  caus- 
ation of  cancer  was  in  vogue,  and  a good  deal  of  time 
was  devoted  to  the  investigation  of  possible  parasitic 
etiologic  agents. 

After  thirteen  years  of  research  Dr.  Gaylord,  the 
first  director,  recommended  to  the  Legislature  that 
funds  be  appropriated  for  the  construction  and  main- 
tenance of  a 25-bed  hospital  for  the  study  of  cancer 
in  human  beings  and  the  development  of  methods 
of  treatment.  One  of  the  primary  goals  was  to  fur- 
ther the  clinical  investigation  of  radium  and  x-ray 
treatments. 


The  formal  opening  of  the  State  Institute  with  its 
new  hospital  took  place  Xovember  1,  1913.  The 
dedicatory  address  was  given  by  the  late  Dr.  James 
Ewing  who  praised  the  Legislature  for  its  foresight 
in  providing  funds  for  research  and  for  the  study  and 
treatment  of  cancer  patients  of  the  State. 

Concomitantly,  basic  investigation  was  being  car- 
ried on  by  the  staff  of  the  Institute’s  biologic  station 
established  at  Springville,  Xew  York.  Dr.  Gaylord 
pursued  the  problem  of  thyroid  carcinoma  in  trout 
and  wrote  an  excellent  monograph  on  the  subject 
which  is  still  pertinent  today7.  The  establishment 
and  study  of  the  Marsh-Simpson  high  cancer  strain 
of  mice  also  took  place  at  the  Springville  Labora- 
tory, and  these  studies  have  continued  to  be  an  out- 
standing achievement. 

By  1937  the  Institute  was  handling  over  3,000  new 
patients  a year  and  38,000  outpatient  visits.  It  be- 
came increasingly  evident  that  the  magnitude  of 
the  cancer  problem  was  such  that  further  provision 
for  clinical  facilities  had  to  be  made.  In  1940  the 
Simpson  Building  with  79  beds  and  outpatient  facili- 
ties was  constructed.  In  addition,  new  x-ray  equip- 
ment was  provided,  including  a 1,000,000-volt  gen- 
erator and  other  units  for  both  deep  and  superficial 
therapy.  Unfortunately,  no  provision  was  made 
for  research  laboratories  in  this  building,  and,  there- 
fore, investigative  work  was  necessarily  limited. 

By  1946  it  was  again  evident  that  the  physical 
plant  of  the  Institute  was  inadequate.  The  older 
buildings  were  no  longer  readily  adaptable  for  the 
provision  of  modern  medical  care,  and  the  number  of 
patients  referred  by  their  physicians  for  treatment 
was  increasingly  great.  Subsequently,  the  Legisla- 
ture again  recognized  the  responsibility  of  the  State 
in  providing  a center  for  the  increasing  number  of 
cancer  victims  among  its  aging  population  and  the 
value  of  continuing  the  research  and  teaching  pro- 
grams of  the  Institute.  Additionally,  the  center 
would  provide  a source  for  both  graduate  and  under- 
graduate teaching  and  the  investigative  laboratories 
necessary  to  complement  its  clinical  work. 

Philosophy  of  the  Institute 

With  its  new  and  enlarged  facilities  it  is  important 
that  the  purposes  of  the  Institute  be  re-examined. 
The  statute  setting  up  the  Institute  outlined  its  func- 
tion as  follows: 

“The  Institute  shall  conduct  investigations  of 
the  cause,  mortality  rate,  treatment,  prevention 
and  cure  of  cancer  and  allied  diseases.  Under 
regulations  established  by  the  state  commissioner 
of  health,  there  may  be  received  free  of  charge  in 
its  hospital  for  study,  experimental  or  other  treat- 
ment, cases  of  cancer  and  allied  diseases.  The 
commissioner  of  health  shall  publish  from  time  to 
time  the  result  of  its  investigations  for  the  benefit 
of  humanity'  and  he  shall,  from  time  to  time,  collate 
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Fig.  1.  Artist’s  view  of  the  new  Roswell  Park  Memorial  Institute. 


its  publications  in  a scientific  report  for  distribu- 
tion to  scientific  bodies  and  the  medical  scientists 
and  qualified  members  of  the  medical  profession. 
The  direction  of  research  work  in  whole  or  in  part 
toward  malignant  diseases  other  than  cancer 
shall  not  be  a violation  of  the  conditions  of  the 
grants  made  pursuant  to  the  provisions  of  chapter 
one  hundred  and  twenty-eight  of  the  laws  of  nine- 
teen hundred  and  eleven.” 

It  is  the  intention  of  the  Department  of  Health 
that  the  investigative  aspects  of  the  Insti- 
tute so  explicitly  outlined  in  the  statute  be  followed. 
Accordingly,  a staff  is  being  recruited  which  will 
consist  of  clinicians  who  are  not  only  proficient  in 
their  specialty  but  who  are  also  trained  investiga- 
tors. A pertinent  example  is  the  appointment  of 
Dr.  James  Elam,  as  chief  of  the  Department  of 
Anesthesiology.  Dr.  Elam  is  not  only  a competent 
anesthetist  but  will  also  continue  his  research  involv- 
ing physical-chemical  aspects  of  respiration  by  in- 
frared spectrograpliy  and  other  technics.  Associ- 
ated with  Dr.  Elam  will  be  a physician-chemist  and  a 
physician-neurophysiologist.  Needless  to  say,  the 
development  of  an  anesthesia  staff  of  this  caliber  is 
gratifying  to  those  of  us  who  wish  to  extend  the 
operative  procedures  for  carcinoma  of  the  stomach, 
pancreas,  and  lungs. 

Education 

Similarly,  the  Institute  is  assuming  additional 
educational  responsibilities  at  undergraduate,  gradu- 
ate, and  postgraduate  levels.  Senior  students  of  the 
University  of  Buffalo  School  of  Medicine  are  actively 
participating  in  the  outpatient  department,  and 


Fig.  2.  Gratwick  Research  Laboratory  building. 


special  seminars  will  be  provided  for  members  of  the 
junior  and  senior  classes.  With  completion  of  the 
new  operating  suite  medical  schools  of  the  State 
will  be  invited  to  send  their  surgical  residents 
to  the  Institute  for  limited  periods.  Such  arrange- 
ments have  already  been  established  by  the  Depart- 
ments of  Gynecology  and  Radiation  Therapy. 

Organization  of  Clinical  Departments 

The  following  list  indicates  the  departments  and 
present  heads  of  departments.  It  is  noteworthy  that 
in  contrast  to  the  predominant  use  of  irradiation 
modalities  at  the  Institute  a few  years  ago,  the  de- 
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F ig.  3.  Photograph  of  2, 000.000- volt  x-ray  machine 
available  at  the  Institute. 


velopment  of  better  surgical  technics  has  fostered 
the  growth  of  surgical  activity  in  all  specialties. 

Outpatient  Medicine. . .George  L.  Sheehan,  M.D. 

Inpatient  Medicine To  be  appointed 

Clinical  Laboratories Robert  Tarail,  M.D. 

Breast Robert  Stein,  M.D. 

Dentistry Harold  A.  Solomon,  D.D.S. 

Dermatology Herbert  L.  Traenkle,  M.D. 

Colon  and  Rectum Joseph  P.  O’Brien,  M.D. 

Stomach  and  Bil- 
iary Tract George  E.  Moore,  M.D. 

Gynecology James  P.  Palmer,  M.D. 

Head  and  Neck Walter  L.  Mattick,  M.D. 

Reconstructive  Surgery.  Leslie  H.  Backus,  M.D 

Thoracic Joseph  E.  Macmanus,  M.D. 

Irradiation  Therapy.  . . . Walter  T.  Murphy,  M.D. 

Urology William  J.  Staubitz,  M.D. 

Roentgenology Elliot  C.  Lasser,  M.D. 

Neurosurgery Dogan  M.  Perese,  M.D. 

Admission  Policy 

The  rules  governing  admission  are  the  following: 

1.  The  patient  must  be  a resident  of  New  York 
State. 

2.  He  must  be  suspected  of  having  or  be  known 
to  have  a malignant  or  premalignant  lesion. 

3.  He  must  be  referred  for  treatment  by  a li- 
censed physician  of  New  York  State,  and  such  a re- 
ferral must  be  in  writing  and  be  on  file  or  accompany 
the  patient  in  order  for  him  to  be  eligible  for  consul- 
tation. 

4.  Patients  accepting  treatment  are  asked  to  sign 
an  autopsy  permit. 

The  psychologic  aspects  of  this  last  requirement 
have  been  questioned;  however,  in  the  main  no  se- 
rious objection  has  been  raised.  Legally,  this  re- 
quirement is  not  tenable,  but  from  a practical  stand- 
point the  autopsy  percentage  approximates  100  per 
cent. 

.As  regards  our  philosophy  of  extending  the  inves- 
tigative and  teaching  aspects  of  the  Institute,  a few 


additional  remarks  concerning  admission  policies 
are  in  order.  The  new  Institute  with  its  laboratories 
and  special  staff  will  afford  a unique  opportunity  to 
develop  an  integrated  attack  upon  the  cancer  prob- 
lem by  bringing  together  basic  research,  clinical  re- 
search, and  clinical  investigations  in  addition  to  pa- 
tient care. 

It  is  our  intention  to  emphasize  that  it  is  not  in- 
tended that  the  Institute  should  be  conducted  for 
the  terminal  care  of  cancer  patients  but  for  the  ac- 
tive treatment  and  investigation  of  patients  with  all 
sorts  of  malignancy.  In  certain  instances  terminal 
patients  will  be  admitted  to  the  hospital  at  the  dis- 
cretion of  the  staff  if  the  treatment  of  these  patients 
forms  a useful  part  of  the  clinical  investigations 
which  are  being  conducted  or  are  planned.  The  ac- 
complishment of  cancer  diagnosis  and  successful 
treatment  is  expected  to  be  a well-established  func- 
tion of  the  Institute,  but  the  admission  of  patients 
with  lesions  which  could  be  treated  elsewhere  will  be 
discouraged.  In  this  way  the  Institute  will  be  bet- 
ter able  to  fulfill  its  purpose  of  contributing  to  the 
improvement  of  cancer  diagnosis  and  treatment. 

In  certain  instances,  it  is  true,  facilities  of  the  In- 
stitute will  be  able  to  provide  modalities  of  treatment 
not  available  in  smaller  communities.  For  example, 
Fig.  3 is  a photograph  of  one  of  the  2,000,000-volt 
x-ray  machines  which  will  be  available  at  the  Insti- 
tute for  special  treatment  of  deep-seated  lesions.  In 
the  future  we  hope  to  add  to  this  supervoltage  arma- 
mentarium by  the  addition  of  a linear  accelerator. 
It  is  hoped  that  by  the  investigation  of  the  use  of 
these  machines  not  only  can  specific  types  of  treat- 
ment be  evaluated  but  additional  information  con- 
cerning the  basic  effects  of  radiation  be  obtained. 

Similarly,  the  surgical  staff  will  have  the  necessary 
adjuncts  to  perform  radical,  complicated  operations 
when  they  are  indicated.  Provision  has  been  made 
for  a postoperative  recovery  room  with  an  attending 
physician  anesthetist,  and  early  postoperative  care 
will  be  carried  out  in  a special  unit. 

Standard  methods  of  diagnosis  will  be  supple- 
mented by  “screening”  clinics  using  mass  roentgeno- 
graphic  technics,  exfoliative  cytology,  and  chemical 
tests.  Supplementary  investigative  clinics  study- 
ing environmental  aspects  of  etiology,  “cancer 
tests,”  and  radioactive  tracer  technics  will  also  be 
available. 

Summary 

1.  Roswell  Park  Memorial  Institute  will  be  an 
investigative  and  educational  center  for  the  general 
problem  of  malignancy  in  New  York  State. 

2.  The  Institute  is  not  intended  to  provide  rou- 
tine medical  care  or  care  for  terminal  patients  except 
when  such  patients’  care  is  requested  by  their  own 
physician,  and  the  problem  is  one  being  actively 
studied  by  the  staff. 

3.  Provision  for  extraordinary  surgical,  radio- 
logic,  and  chemotherapeutic  treatments  of  unusual 
cases  will  be  available. 


Much  happiness  is  overlooked  because  it  doesn’t  cost  anything. — Unknown 
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MY  SIXTY-EIGHT  YEARS  IN  MEDICINE— PART  II 

Henry  Jones  Mulford,  M.D.,  Buffalo,  New  York 


AND  now,  as  my  memory  sets  before  me  my 
experiences  as  an  otolaryngologist  during 
sixty-two  years,  I find  myself  almost  an  alien  in 
my  chosen  field.  It  seems,  in  fact,  that  I have 
become  almost  an  anomaly.  In  the  beginning 
my  work  seems  mostly  to  have  followed  the 
routine  of  the  beginning  otolaryngologist  men- 
tioned in  the  preceding  part  of  this  paper.  But 
later,  as  research  and  mounting  experience 
brought  the  otolaryngologist  in  touch  with 
farther  horizons,  he  became,  in  turn,  plastic 
surgeon,  delver  in  allergy,  and,  as  conditions  in 
his  field  led  him  deeper  and  deeper  into  the 
human  economy,  a general  practitioner.  But 
even  though  he  has  been  drawn  farther  afield  as 
the  years  passed,  his  duty  still  is  toward  the  minor 
side  of  his  domain  for  so  often  does  the  simple 
minor  pathology  become  a major  threat. 

The  coming  of  the  so-called  “wonder  drugs” 
also  was  a changing  factor  in  the  routine  of  the 
otolaryngologist.  Where  surgery  and  heroic 
measures  once  put  the  otolaryngologist  upon  his 
toes,  now  the  hypodermic  needle  and  the  tablet 
and  capsule  rule  his  day.  However,  tonsils, 
adenoids,  and  nosebleed  are,  as  I view  them, 
exceptions  to  the  new  rule.  The  wonder  drugs 
can  neither  remove  tonsils  or  adenoids  nor  check 
nasal  hemorrhage.  I am  placing  special  emphasis 
upon  these  conditions  because  in  each  I see  a 
three-dimensional  threat  to  the  individual.  In 
the  faucial  tonsils  and  the  adenoids  there  are  (1) 
the  threat  of  obstruction  and  irritation  to  the 
welfare  of  both  the  general  economy  and  the 
local  site,  (2)  the  ever-present  threat  of  either  an 
acute  or  a latent  infection  in  the  crypts  of  the 
tonsils,  acting  as  incubation  tubes,  and  (3)  the 
threat  of  morbid  growth  because  of  the  exposure 
of  this  tissue  to  all  extremes  of  extraneous 


irritation  and  because  of  its  peculiar  cellular 
structure. 

And  not  only  are  tonsils,  adenoids,  and  nose- 
bleeds threats  of  today,  but  they  will  continue  to 
be  threats  just  as  long  as  the  tissues  within  the 
nose  and  throat  of  man  remain  as  they  are. 
Will  that  be  forever?  I do  not  know.  I do  not 
know  what  metamorphic  changes  time  will  bring ; 
I cannot  fathom  Nature’s  innate  purpose.  But 
if  one  judges  by  the  meager  results  that  a hundred 
years  of  painstaking  research  have  produced,  it  is 
going  to  take  a long,  long  time. 

My  experience  with  tonsils  includes  four 
unusual  cases,  the  recording  of  which  here  may 
be  worth  while  in  that,  collectively,  they  may  be 
said  to  “point  a moral  and  adorn  a tale.” 

A patient  who  gave  me  the  greatest  surprise  of 
my  professional  life  was  a small  Negro  boy  of  ten 
whose  father  brought  him  to  the  clinic  at  the 
Buffalo  Children’s  Hospital  because  of  his  large 
tonsils.  I was  on  duty  that  day,  and  when  I 
looked  into  the  boy’s  throat,  I saw  not  only  very 
large  faucial  tonsils,  but  also  a projection  from 
the  lingual  tonsil  which  encroached  upon  the 
base  of  the  right  faucial  tonsil.  A week  later  I 
removed  the  faucial  tonsils  in  one  of  the  small 
operating  rooms  of  the  hospital  with  the  boy 
under  gas-ether  anesthesia.  With  the  tonsils 
out,  I proceeded,  as  I usually  did  in  cases  where 
the  faucial  hypertrophy  was  complicated  by 
hypertrophy  of  the  lingual  tonsil,  to  remove  the 
redundant  portion  of  the  right  lingual  tonsil. 
Drawing  the  redundant  tissue  up  with  a Lewis 
tenaculum,  I slipped  a small  wire  loop  of  a Hooper 
snare  around  the  tissue  and,  slowly  turning  the 
endless  screw  in  the  shank  of  the  snare,  cut 
through  the  offending  tissue. 

Laying  my  instruments  aside,  I looked  back  to 
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check  on  the  result.  And,  then,  the  surprise! 
I was  gazing,  now  spellbound,  at  what  appeared 
to  be  a magical  transformation.  The  fossa  of 
the  faucial  tonsil  had  now  become  a long,  glisten- 
ing groove  that  extended  down  from  the  level 
of  the  soft  palate  to  below  the  base  of  the  tongue, 
and  deep  down  in  that  groove  a white,  cauliflower- 
like structure  with  four  or  five  white,  finger-like 
processes  projecting  upward  held  my  wondering 
eyes.  Xowhere  was  there  free  blood  to  be  seen. 
Coming  to  myself  after  a long  moment,  it  flashed 
over  me  that  that  ghostly  thing  down  there  must 
be  the  submaxillary  gland.  But,  what  had 
happened?  Picking  up  the  severed  piece  of 
lingual  tonsil  I looked  it  over.  Externally  it 
seemed  to  be  tonsil  tissue,  but  as  I pulled  it  apart  . 
I found  a small  piece  of  white  tissue  which  re- 
sembled that  of  the  gland  below.  But  how  had 
the  submaxillary  gland  gotten  up  into  the  lingual 
tonsil?  (I  afterward  found  the  answer  in  an 
anatomy  book,  that  the  submaxillary  gland  some- 
times sent  a process  up  into  the  tissue  at  the  base 
of  the  tongue.) 

But  now,  what  should  be  done  about  the  gland? 
Leave  it  exposed?  Cut  it  out?  Or  cover  it  with 
some  other  tissue?  Deciding  upon  the  last 
course.  I felt  around  at  the  base  of  the  tonsil  with 
a small  forceps  until  I found  some  loose  tissue. 
Taking  hold  of  the  tissue,  I pulled  it  up  and  over 
the  gland  and  held  it  against  the  lateral  wall  of 
the  pharynx  until  I could  clamp  it  there  with  a 
broad-blade  forceps.  Dropping  the  first  forceps, 
I took  a curv  ed  needle  threaded  with  chromic  gut, 
handed  to  me  by  an  assistant,  and  put  in  a single 
suture.  Taking  away  the  broad-blade  forceps 
and  repeating  the  procedure  twice.  I succeeded  in 
completely  covering  the  gland.  With  no  sign  of 
bleeding  in  the  operated  area,  the  boy  was  put  to 
bed,  and  I left  with  a silent  prayer  to  Aesculapius, 
the  god  of  healing. 

In  four  days  union  of  the  sutured  side  was 
complete,  and  in  one  month  there  was  no  visible 
sign  of  what  had  been  done.  Since  there  was  no 
sign  of  thickening  on  the  left  side  of  the  lingual 
tonsil,  that  side  had  not  been  disturbed. 

The  second  of  my  “surprises”  which  I am  about 
to  describe,  while  lacking  the  dramatics  of  the 
first  mentioned,  certainly  is  worthy  of  being 
classified  with  the  “unusual.”  This  happened  in 
a man  whose  tonsils  I removed  under  gas-ether 
anesthesia.  Alter  I had  removed  the  second 
tonsil.  I noticed  a piece  of  what  appeared  to  be 
tonsil  tissue  imbedded  in  the  center  of  the  right 
superior  constrictor  muscle.  But  since  there  was 
no  abrasion  of  the  capsule  of  the  tonsil  which  had 
lain  above  it,  it  could  not  have  come  from  that. 
In  order  to  determine  what  it  might  be,  I removed 
it  with  the  help  of  a Lewis  tenaculum  and  a Hurd 
dissector.  It  had  the  appearance  of  being  a small, 


smooth  tonsil  about  the  size  of  the  end  of  my 
thumb.  To  make  certain,  it  was  sent  to  the 
pathologic  laboratory  of  the  Buffalo  Medical 
College.  The  report  received  the  next  afternoon 
was  that  it  definitely  was  tonsil. 

The  third  case  to  be  mentioned  here  has  to  do 
with  a woman  of  about  thirty  years  whose 
tonsils  were  removed  in  a country  hospital  with 
the  patient  under  gas-ether  anesthesia.  This  is 
another  case  in  which  the  surprise  came  when  I 
snared  a redundant  portion  of  the  right  lingual 
tonsil  following  the  removal  of  the  faucial 
tonsils.  I proceeded  as  I had  in  the  case  of  the 
Negro  boy,  but  with  no  such  magical  result.  It 
was  just  an  example  of  material  happenchance 
which  the  operator  runs  up  against  at  the  surgical 
table.  It  was  a hemorrhage,  but  a hemorrhage  of 
such  sudden  magnitude  that  had  it  not  been  for 
the  suction  tube  and  the  quick  application  of 
forceps  with  broad,  fenestrated  ends,  the  woman 
would  have  “drowned”  in  her  own  blood! 
Fortunately  I was  able  to  grasp  and  to  compress 
the  area  from  which  the  blood  was  coming  with 
the  fenestrated  forceps.  The  bleeding  checked 
for  the  moment,  I threaded  my  aneurysm  needle 
with  a length  of  large-gauge  chromic  gut.  Then 
thrusting  the  needle  into  the  base  of  the  tongue, 
I brought  the  gut  up  and  around  the  area  con- 
taining the  severed  artery  and,  bringing  the  ends 
of  the  gut  together,  tied  them  tightly.  Cau- 
tiously removing  the  forceps,  I gave  a sigh  of 
relief  as  I saw  that  there  was  not  even  oozing 
from  the  cut  surface.  The  patient  was  put  to 
bed  and  kept  there  for  ten  days.  She  made  an 
uneventful  recovery,  but  for  several  months 
afterward,  there  was  numbness  of  the  right  side 
of  her  tongue.  It  is  probable  that  the  wire  of 
the  snare  had  cut  both  the  lingual  artery  and  a 
branch  of  the  glossopharyngeal  nerve. 

My  fourth  report  deals  with  just  a hemorrhage 
which  occurred  in  the  pharynx  of  a young  woman 
of  twenty-five,  a recent  graduate  in  medicine  at 
the  Buffalo  Medical  College.  But,  hark!  The 
young  woman,  weighing  200  pounds,  was  robust, 
vigorous,  and  strongly  put  together,  and,  fitting 
her  makeup,  the  hemorrhage  also  was  robust  and 
vigorous!  Following  the  removal  of  the  right 
tonsil,  which  was  solidly  plump,  I noticed  two 
slightly  oozing  spots  upon  the  surface  of  the 
fossa.  Checking  these  by  compressing  each  with 
a broad-blade  forceps  for  a moment  and  both 
points  seeming  to  be  dry,  I went  on  to  the 
removal  of  the  left  tonsil,  equally  plump.  As  I 
completed  the  operation  and  lifted  the  tonsil  from 
its  bed,  a gush  of  blood  came  that  in  an  instant 
had  filled  the  entire  fossa.  And,  at  the  same 
moment,  a similar  burst  came  from  the  right 
fossa.  And,  was  I up  against  it?  The  answer  is: 
I was!  Fortunately  the  fossae  were  large  enough 
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to  hold  the  blood  for  a half  minute  before  it  shot 
down  to  choke  the  larynx.  Gauze  sponges  held 
firmly  against  the  bleeding  surfaces  partially 
checked  the  flow  above,  while  an  assistant  holding 
the  suction  tube  pointed  its  tip  downward  to  pick 
up  any  blood  that  might  be  going  down.  Getting 
busy  with  the  forceps  with  the  fenestrated  blades, 
I shut  off,  temporarily,  the  flow  of  blood  from 
both  fossae.  With  the  fossae  cleared  of  all 
blood  I placed  two  chromic  gut  sutures  upon  each 
side  of  the  patient’s  throat,  using  the  aneurysm 
needle  as  previously  described.  The  sutures 
were  removed  after  several  days,  and  the  fossae 
were  found  in  normal  condition. 

And  now,  what  meaning  do  these  four  cases 
convey?  Do  they  “point  a moral?”  And,  do 
they  “adorn  a tale?”  It  seems  to  me  that  in  the 
meaning  of  the  word  “preparation”  we  have  the 
answer  to  the  first  question.  Is  it  not  that  the 


tonsil  operator  should  know  not  only  the  normal 
anatomy  of  the  area  in  which  he  works,  but  also 
the  abnormal  anatomy,  that  is,  he  must  have  in 
his  memory  all  the  maladjustments  of  the  struc- 
tures of  those  parts  with  which  a vagrant  Nature 
may  challenge  him.  And,  just  the  memory  is 
not  enough;  he  must  also  have  the  instruments 
with  which  to  meet  the  challenge.  This  means 
that  when  the  operator  enters  the  operating 
room,  he  must  carry  with  him  not  only  the  instru- 
ments for  a normal  situation,  but  also  those  for  an 
abnormal  situation.  The  operator  is  master  in 
the  operating  room. 

Coming  now  to  the  second  question,  can  it  be 
said  that  the  “tale”  has  been  “adorned?”  Well, 
I will  leave  that  to  the  reader.  But  I hope  that 
it  has  been  interesting  and  provocative. 

512  Ljnwood  Avenue 


PATIENTS  LIKE  EXPLANATIONS 

Patients  often  complain  that  they  cannot  under- 
stand their  doctor.  Usually  then  they  will  blame 
their  difficulty  on  the  big  words  he  uses.  Of  course, 
the  size  of  the  words  has  little  to  do  with  it.  The 
lack  of  comprehension  is  based  on  total  unfamili- 
arity with  the  doctor’s  terms — unfamiliarity  com- 
pounded by  the  doctor’s  inability  or  unwillingness 
to  devise  explanations  derived  by  analogy. 

As  an  example,  consider  the  plight  of  a patient 
who  has  something  wrong  with  his  heart.  Even 
supposing  that  the  doctor  avoids  words  like  myo- 
cardium or  cardiac,  how  much  does  the  average 
city  dweller  understand  when  he  hears  the  word 
“heart”? 

The  chances  are  that,  he  has  only  the  vaguest 
notion  of  what  a heart  looks  like  or  how  it  func- 
tions. In  these  days  of  packaged  foods,  he  lacks 
even  the  simple  advantage  of  having  seen  the 
“drawing”  of  a fowl.  Unless  the  physician  builds  a 
careful  explanation,  based  on  diagrams  or  models  or 
analogies,  the  patient  is  likely  to  develop  some  weird 
notions  about  just  what  ails  him. 

No  task  demands  more  of  a physician  than  that  of 
explaining  the  nature  of  a disease  to  the  patient. 
It  is  not  surprising,  therefore,  that  although  they 


acknowledge  the  need  for  such  explanations,  some 
physicians  evade  their  responsibility.  They  just 
can’t  spare  the  time.  In  this  connection,  a success- 
ful consultant  once  remarked  that  the  reason  for  the 
majority  of  his  consultations  was  because  the  pa- 
tients already  had  their  diagnoses  but  needed  to  be 
told  what  was  wrong  with  them. 

Sometimes  physicians  use  words  incomprehensi- 
ble to  their  patients  because  this  is  an  easy  cloak 
for  ignorance.  Often  this  becomes  so  much  a habit 
that  neither  physicians  nor  patients  are  aware  of 
any  dishonesty.  The  only  remedy  for  such  be- 
havior is  a physician’s  self-discipline  and  a patient’s 
understanding  that  frankness  is  worth  more  than  a 
pat  diagnostic  phrase. 

As  a part  of  his  formal  education,  a physician 
learns  little  of  the  art  of  explaining  things  to  pa- 
tients. If  he  is  alert  he  may  learn  by  example  from 
other  physicians.  Otherwise  he  must  make  his 
own  way,  but  the  ingredients  for  successful  explana- 
tions are  few.  There  must  be  sympathy — an  abil- 
ity of  the  physician  to  see  the  patient’s  need  for  ex- 
planation. There  must  be  imagination — a power  to 
develop  the  means  for  explanations.  And — time. — 
GP,  July,  1953 
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Morris  Robert  Altman,  M.D.,  of  New  York  City, 
died  on  September  30  at  the  age  of  seventy-six. 
Dr.  Altman  received  his  medical  degree  from 
Baltimore  University  Medical  College  in  1899.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Nathanael  Fedde,  M.D.,  of  Staten  Island,  died  on 
October  7 at  his  home  at  the  age  of  sixty-nine.  Dr. 
Fedde  was  graduated  from  Cornell  University 
Medical  College  in  1912  and  was  a staff  member  of 
the  Richmond  Memorial  Hospital  in  Princess  Bay, 
Staten  Island.  He  served  eighteen  years  as  a 
medical  missionary  in  China  for  the  Lutheran 
United  Mission,  from  1914  to  1927,  and  again  during 
World  War  II  from  1943  until  Communist  troops 
forced  him  to  flee  in  1948.  Dr.  Fedde  was  a 
member  of  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  Henry  Hatfield,  M.D.,  of  Dumont,  New 
Jersey,  formerly  of  Brooklyn,  died  on  September  21 
at  the  age  of  seventy-four.  Dr.  Hatfield  received 
his  medical  degree  from  Long  Island  College 
Hospital  Medical  School  in  1902  and  interned  at 
Williamsburg  and  Lying-In  Hospitals.  During  the 
Spanish- American  War  he  served  on  a hospital  ship 
in  Cuban  waters.  Dr.  Hatfield  practiced  general 
medicine  and  surgery  in  Brooklyn  for  fifty  years  and 
was  acting  cardiologist  on  the  staff  of  Prospect 
Heights  Hospital,  Brooklyn,  for  eight  years  before 
his  retirement.  He  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Mandeville  Herring,  M.D.,  of  Mount 
Vernon,  died  on  October  8 at  his  home  at  the  age  of 
sixty-five.  Dr.  Herring  was  graduated  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1912.  He  was  director  of  physical 
medicine  at  St.  Lawrence  Hospital,  Bronxville,  and 
United  Hospital,  Port  Chester,  and  consultant  in 
physical  medicine  at  New  Rochelle  and  Tarrytown 
Hospitals.  A Diplomate  of  the  American  Board  of 
Physical  Medicine  and  Rehabilitation,  Dr.  Herring 
was  a member  of  the  American  Congress  of  Physical 
Medicine,  the  American  Society  of  Physical  Medi- 
cine, the  New  York  Society  of  Physical  Medicine, 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benno  Ernst  Latz,  M.D.,  of  New  York  City,  died 
on  October  2 at  his  home  at  the  age  of  seventy-five. 
Dr.  Latz  received  his  medical  degree  from  the 
University  of  Kiel  Medical  School  in  1903  and 
practiced  medicine  in  Germany  until  he  came  to  this 
country  in  1938.  Dr.  Latz  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


George  Frederick  Lazarus,  M.D.,  of  Mattituck, 
died  on  October  5 at  the  age  of  eighty-four.  Dr. 
Lazarus  received  his  medical  degree  from  Hahne- 
mann Medical  College,  Philadelphia,  in  1894  and 
interned  at  Cumberland  Hospital,  Brooklyn.  He 
practiced  general  medicine  in  Brooklyn  for  fifty 
years  prior  to  his  retirement  in  1946,  and  was  a 
consulting  physician  at  Prospect  Heights  and  Cum- 
berland Hospitals  and  honorary  staff  member  at 
Peck  Memorial  Hospital,  Brooklyn. 

Frank  Overton,  M.D.,  of  East  Patchogue,  died  on 
October  11  at  his  home  at  the  age  of  eighty-five. 
Dr.  Overton  was  graduated  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in 
1893  and  received  an  honorary  degree  of  Doctor  of 
Science  from  Lafayette  College  and  a degree  of 
Doctor  of  Public  Health  from  New  York  University 
in  1918.  Lie  was  the  first  district  health  officer  to 
be  appointed  to  the  area  of  Brookhaven  and 
Patchogue,  and  in  1914  was  appointed  State  health 
inspector  for  Nassau  and  Suffolk  Counties.  In 
World  War  I,  he  served  in  the  U.S.  Army  Medical 
Corps.  Widely  known  as  a writer,  Dr.  Overton  was 
a former  editor  of  the  New  York  State  Journal  of 
Medicine,  the  New  Jersey  State  Journal  of  Medi- 
cine, and  the  Long  Island  Journal  of  Medicine,  and 
was  the  author  of  “Health  Officer”  and  several 
textbooks  on  physiology  and  hygiene.  A past 
president  of  the  Suffolk  County  Medical  Society, 
Dr.  Overton  was  also  a member  of  the  Medical 
Society  of  the  State  of  New  York  and  the  American 
Medical  Association. 

Henry  McDonald  Painton,  M.D.,  of  Rockville 
Centre,  died  on  October  7 at  his  home  at  the  age  of 
fifty-nine.  Dr.  Painton  received  his  medical  degree 
from  the  Long  Island  College  Hospital  Medical 
School  in  1923  and  practiced  in  Baldwin  before 
moving  to  Rockville  Centre  ten  years  ago.  He  was 
assistant  attending  obstetrician  at  Meadowbrook 
Hospital,  East  Meadow,  and  on  the  staffs  of  Mercy 
Hospital,  Rockville  Centre,  and  South  Nassau 
Communities  Hospital,  Oceanside.  Dr.  Painton 
was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Walter  F.  Rogers,  Jr.,  M.D.,  of  Syracuse,  died  on 
September  18  at  University  Hospital,  where  he  was 
attending  associate  physician,  at  the  age  of  thirty- 
five.  Dr.  Rogers  was  graduated  from  Syracuse 
University  College  of  Medicine  in  1943,  to  which  he 
returned  as  instructor  in  pathology,  following  an 
internship  in  Providence,  Rhode  Island.  After 
completing  a research  fellowship  in  medicine  at 
Harvard  University,  he  went  to  the  State  Univer- 
sity of  New  York  College  of  Medicine  at  Syracuse, 
where  he  was  assistant  professor  of  medicine  at  the 
time  of  his  death.  A nationally  known  investigator 
in  the  field  of  endocrinology,  Dr.  Rogers  was  the 
author  of  numerous  scientific  articles  and  a pioneer 
in  the  use  of  radioactive  isotopes.  A Diplomate  of 
the  American  Board  of  Internal  Medicine,  Dr. 
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Rogers  was  a member  of  the  American  Federation  of 
Clinical  Research,  the  American  Diabetic  Society, 
the  Endocrine  Society,  the  Association  for  the 
Study  of  Internal  Secretions,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harold  Leon  Rosen,  M.D.,  of  Brooklyn,  died  on 
August  28  at  the  age  of  thirty-five.  Dr.  Rosen 
received  his  medical  degree  from  Tulane  University 
Medical  College  in  1944  and  was  on  the  staff  of  the 
outpatient  department  at  Beth  El  Hospital,  Brook- 
lyn- 

I.  Ben  Rubin,  M.D.,  of  Charlton,  died  on  October 
2 in  Saratoga  Hospital  at  the  age  of  forty-seven. 
Dr.  Rubin  received  his  medical  degree  from  Tufts 
University  Medical  College  in  1928  and  began  his 
practice  in  Charlton,  where  he  was  the  only  physi- 
cian, in  1929.  He  was  health  officer  for  the  towns  of 
Charlton  and  Galway,  and  associate  staff  member  at 
Benedict  Memorial  Hospital,  Ballston  Spa, 
Saratoga  Hospital,  Saratoga  Springs,  and  St.  Clare’s 
and  Ellis  Hospitals,  Schenectady.  Dr.  Rubin  was  a 
member  of  the  Saratoga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Isadore  Seiffert,  M.D.,  Forest  Hills,  formerly 
of  the  Bronx,  died  on  August  19  at  the  age  of  sixty- 
eight.  Dr.  Seiffert  received  his  medical  degree  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1906  and  had  been  assistant  adjunct 
physician  at  Bronx  Hospital.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Michael  Sobodnik-Sloden,  M.D.,  of  New  York 
City,  died  on  October  13  at  the  home  of  his  daughter 


in  Bridgeport,  Connecticut,  at  the  age  of  sixty-sbc. 
Dr.  Sobodnik-Sloden  received  his  medical  degree 
from  the  University  of  Kiev  in  1911  and  interned  at 
Kiev  and  St.  Petersburg  Hospitals  in  Russia.  He 
practiced  medicine  in  Germany  and  Poland  until 
he  came  to  this  country  in  1941,  becoming  clinical 
assistant  in  otolaryngology  at  Beth  Israel  and 
Sydenham  Hospitals,  New  York  City.  Dr. 
Sobodnik-Sloden  was  a member  of  the  Russian 
Medical  Society  of  New  York. 

Jacques  Stanley  Uhr,  M.D.,  formerly  of  New 
York  City,  died  on  September  30  at  his  home  in 
New  Brunswick,  New  Jersey,  at  the  age  of  sixty- 
one.  Dr  Uhr  received  his  medical  degree  from 
Fordham  University  Medical  College  in  1914.  He 
was  associated  with  the  pediatrics  and  pathology 
departments  at  Mount  Sinai  and  Babies  Hospitals, 
New  York  City,  a member  of  the  teaching  staff  of 
Columbia  University,  a consultant  in  allergy  at 
Roosevelt  Hospital  in  Metuchen,  New  Jersey,  and 
director  of  pediatrics  at  St.  Peter’s  General  Hospital, 
New  Brunswick,  New  Jersey,  where  he  developed  a 
new  treatment  for  bronchial  asthma.  A Fellow  of 
the  American  Academy  of  Pediatrics,  Dr.  Uhr  was  a 
member  of  the  Israeli  Medical  Association,  the  New 
Jersey  State  Medical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edward  Montgomery  Wellbery,  M.D.,  of  Rich- 
field Springs,  died  on  October  12  at  his  home  at  the 
age  of  sixty-seven.  Dr.  Wellbery  was  graduated 
from  Cornell  University  Medical  College  in  1907 
and  interned  at  Kings  County  Hospital,  Brooklyn. 
He  was  a founder  of  Harbor  Hospital,  Brooklyn,  and 
served  as  its  secretary  for  many  years.  Dr.  Well- 
bery was  a member  of  the  Geneva  Academy  of 
Medicine,  the  Ostego  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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The  Heart  Beat.  Graphic  Methods  in  the  Study 
of  the  Cardiac  Patient.  By  Aldo  A.  Luisada,  M.D. 
Quarto  of  527  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1953.  Cloth,  $12. 

Current  Research  on  Vitamins  in  Trophology. 
Proceedings  of  the  Scientific  Sessions  of  the  Eighth 
Annual  Meeting,  The  National  Vitamin  Founda- 
tion, Incorporated,  New  York  City,  March  4,  1953. 

Contributors,  W.  F.  Alexander,  S.  Corbo,  W.  J. 
Darby,  Mei  Yu  Dju,  et  al.  Octavo  of  157  pages, 
illustrated.  New  York,  The  National  Vitamin 


Foundation,  1953.  Paper,  SI. 50.  (Nutrition  Sym- 
posium Series,  No.  7.) 

Psychotic  and  Neurotic  Illnesses  in  Twins.  By 
Eliot  Slater,  M.D.,  and  James  Shields,  B.A.  Sta- 
tistical Appendix  by  Joan  May.  Octavo  of  385 
pages.  London,  Her  Majesty’s  Stationery  Office, 
1953.  Paper  £l.ls.0d.  (Medical  Research  Council 
Special  Report  Series,  No.  278.) 

Managing  Your  Coronary.  By  William  A.  Brams, 
M.D.  Illustrations  by  Hertha  Furth.  Octavo  of 
158  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1953.  Cloth,  $2.95. 
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A J Demina  First: 

the  New  coronary  vasodilator 

Metamine 

Leeming  brand  of  triethanolamine  trinitrate  biphosphate 


more  effective 
in  angina  prevention 

than  other  coronary  dilators.  When  taken  routinely, 
Metamine  prevents  anginal  attacks  or  greatly  di- 
minishes their  number  and  severity.  In  addition, 
Metamine  is  apparently  nontoxic,  even  in  prolonged 
or  excessive  dosage. 


Metamine  is  chemically  distinct  from  all  other  organic 
nitrates  in  that  it  has  a nitrogen,  rather  than  a carbon 
linkage.  This  perhaps  explains  its  greater  effectiveness 
and  freedom  from  side  effects. 

Dosage:  Metamine  is  effective  in  a dosage  of  only 
2 mg.  To  prevent  anginal  attacks,  swallow  1 Metamine 
tablet  after  each  meal,  and  I or  2 tablets  at  bedtime. 
Full  preventive  effect  is  usually  attained  after  third 
day  of  treatment. 

Supplied:  Metamine  tablets,  2 ing.,  vials  of  50. 


155  East  44th  Street,  New  York  17,  N.Y. 
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Dr.  Mary  J.  Ross  Named  Outstanding  General  Practitioner 

DR.  MARY  J.  ROSS,  Sfeventy-six,  of  Binghamton, 
has  been  named  Outstanding  General  Practi- 
tioner of  1953  by  the  Medical  Society  of  the  State 
of  New  York,  the  first  woman  to  be  so  honored.  A 
native  of  Canada,  Dr.  Ross  is  a 1907  graduate  of 
Johns  Hopkins  University  Medical  College,  holds 
degrees  from  Cornell  University  and  the  University 
of  Pennsylvania,  and  is  listed  among  “Who's  Who 
in  Men  of  Science.” 

Dr.  Ross  traveled  to  and  from  her  first  patients 
by  trolley  car,  in  the  days  when  women  in  medicine 
were  met  with  hostility  and  distrust  and  warned 
they  would  be  forced  to  work  among  the  poor.  She 
did  do  a great  deal  of  work  among  the  poor  through 
choice,  not  necessity,  and  during  her  forty-four 
years  of  practice  in  Binghamton  delivered  four  per 
cent  of  the  community’s  population,  or  3,200  babies. 
These  babies  and  their  families  she  also  provided 
with  some  of  the  things  which  can’t  be  written  on 
prescription  blanks,  such  as  education,  clothes,  and 
kindness,  in  recognition  of  which  the  Binghamton 
Civic  Club  cited  her  as  “one  of  their  most  beloved 
women  and  outstanding  physicians.”  Through 
talking  out  family  problems,  Dr.  Ross  also  came  to 
be  regarded  as  one  of  the  city’s  best  counseling  serv- 
ices. 

Dr.  Ross  is  on  the  staff  of  Binghamton  City  Hos- 
pital and  has  served  on  the  consulting  staff  of 
Broome  County  Tuberculosis  Sanitorium  and  on 
the  courtesy  staff  of  the  local  Our  Lady  of  Lourdes 
Memorial  Hospital.  Donald  Kramer,  mayor  of 
Binghamton,  commended  the  Medical  Society  for 
its  selection,  and  the  Broome  County  Medical 
Society  made  Dr.  Ross  its  unanimous  choice  for  the 
honor. 


MEDICALLY  SPEAKING— 


American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education 
Foundation  for  September,  1953,  from  New  York 
State  were:  Binghamton — Drs.  Robert  Bogdasarian, 
Frederick  R.  Fenning,  and  Alfred  Loewenstein; 
Brooklyn — Dr.  Louis  S.  Nelson;  Buffalo — Drs. 

Marvin  L.  Bloom,  Henry  D.  Duryea,  and  Herbert 
K.  Wittig;  Churchville—  Dr.  Vito  P.  Laglia;  Depew 
— Dr.  Martin  E.  Tyrrell;  Deposit — Dr.  Clayton  M. 
Axtell;  Flushing — Dr.  Albert  T.  Profy;  Gouver- 
neur — Dr.  Arthur  E.  Head;  Jamaica — Dr.  Oscar 
Baumgarten;  Monticello — Dr.  Nathan  Nemerson; 
New  York  City — Drs.  Thomas  P.  Almv,  Harold 
Altman,  Donald  B.  Armstrong,  Allan  R.  Aronson, 
Samuel  H.  Averbuck,  Harry  Bakwin,  Julian  I.  Bar- 
ish,  Bernard  Berglas,  Katharine  D.  Brownell, 
Albert  A.  Cinelli,  Harry  Cohen,  Lewis  J.  Doshay, 
G.  S.  Dudley,  Norris  Feldstein,  Louis  Friedfeld, 
Mitchell  G.  Garren,  Morris  F.  Goldberger,  Loren 
P.  Guv,  William  V.  Hayes.  Morris  F.  Heller,  Charles 
G.  Heyd,  Friedrich  G.  Kautz,  George  Kleefeld, 
Margaret  M.  Klumpp,  Shepard  Krech, Louis  Levine, 


Jere  W.  Lord,  Jr.,  Medical  Society  of  the  State  of 
New  York,  Luis  Mendez,  Bernard  Milch,  Lucy  C. 
Miller,  Vim  cut  J.  Morrissey,  Eli  Moschcowitz, 
Eduard  Muehsam,  Thortias  M.  Muleahv,  Bert 
Munday,  Harmon  T.  Rhoads,  Jr.,  Philip  R.  Roen, 
Nathan  N.  Root,  Ellen  I.  Simon,  Carl  H.  Smith, 
Aaron  D.  Spielman,  Gurney  Taj- lor,  T.  Campbell 
Thompson,  Francis  N.  Timoney,  Giuseppe  Toma- 
sulo,  Douglas  Torre,  Benjamin  P.  Watson,  and 
Harry  F.  Wechsler. 

Also:  Poughkeepsie — Dr.  Chester  O.  Davison; 
Rochester — Drs.  Thon  as  D.  Benson,  Jesse  E.  Gul- 
din,  Harry  I.  Norton,  Gustav  Rosbach,  Bernard  P. 
Soehner,  and  Philip  M.  Winslow;  Rome — Dr.  Ernest 
H.  Panasci;  Rosedale — Dr.  Francis  Muller;  Schroon 
Lake — Dr.  Philip  Sawyer;  Staten  Island — Drs.  Ar- 
pad  Berczeller,  Anthony  Lecce,  Alfredo  Santillo, 
and  Joseph  Sartori;  Ticonderoga — Dr.  William  \ i- 
lardo;  Utica — Dr.  Henry  J.  Ehresman;  Wantagh, 
Long  Island — Dr.  Albert  V.  Jessen,  and  Webster — 
Dr.  William  M.  Daly. 

[Continued  on  page  2720] 
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HoivZhtt  for  food 

(each  hZesHbr  Ufa! 

Babies  love  them... 


IT  is  now  clearly  recognized  that  a 
baby’s  whole  future  development 
is  profoundly  influenced  by  his  early 
experiences  with  food. 

Happy  mealtimes  help  a baby 
thrive  emotionally  as  well  as  physi- 
cally. You,  yourself,  have  noticed  how 
often  a sunny  disposition  and  sturdy 
vitality  are  found  in  the  babies  who 
eat  with  zestful  appetite. 

And  as  one  of  the  many  doctors 
who  recommend  Beech-Nut  Foods, 
you  will  be  glad  to  learn  that  there  is 
a wider  choice  of  appealing  varieties 
than  ever  before— to  keep  mealtimes 
happy  for  your  young  patients. 


thrive  on  them! 

A wide  variety  for  you  to  recommend : 
Meat  and  Vegetable  Soups,  Vegeta- 
bles, Fruits,  Desserts — Cooked  Cereal 
Food,  Cooked  Oatmeal,  Cooked  Barley 
and  Cooked  Corn  Cereal- 

Beech-Nut 

FOODS  A BABI ES 

Every  Beech-Nut  Baby  Food  has 
been  accepted  by  the  Council  on 
Foods  and  Nutrition  of  the 
E American  Medical  Association 
and  so  has  every  statement  in 
every  Beech-Nut  Baby  Food 
advertisement. 
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[Continued  from  page  27X8] 

How  Physicians  Can  Aid  the  Diabetes  Detection 
Drive — In  connection  with  Diabetes  Week,  No- 
vember 15  to  21,  the  American  Diabetes  Association 
has  issued  a pamphlet  which  outlines  the  following 
ways  in  which  physicians  may  help  the  Diabetes 
Detection  Drive. 

Physicians  are  urged,  first  of  all,  to  make  routine 
tests  of  their  own,  their  families’  and  their  patients’ 
urine,  the  first  specimen  voided  within  one  to  three 
hours  after  a meal,  preferably  ninety  minutes. 
Every  positive  urine  test  should  then  be  followed 
with  a blood  sugar  determination. 

Affiliate  units  of  the  American  Diabetes  Associ- 
ation throughout  the  State,  or  committees  on  dia- 
betes in  the  State  and  county  medical  societies  wel- 
come the  physicians’  assistance  in  the  drive.  If  there 
is  no  diabetes  detection  program  in  the  community, 
the  physician  is  asked  to  urge  his  medical  society- 
officers  and  colleagues  to  form  a committee  on 
diabetes  and  to  help  find  the  unknown  diabetic  by- 
testing  every  patient  routinely-. 

In  planning  a diabetes  detection  drive,  an  at- 
tempt should  be  made  to  cover  the  entire  community- 
population,  since  anyone  may  develop  diabetes.  It 
is  wise  to  promote  the  policy  of  “testing  everyone 
every  year.”  For  mass  survey-s,  the  American 
Diabetes  Association  recommends  that  detection 
programs  be  organized  with  the  cooperation  and 
participation  of  the  county  and  State  medical  so- 
cieties. 

In  past  surveys,  urine  tests  have  been  made  by- 
Benedict’s  method,  Clinitest  or  Galatest,  simple 
and  time-saving  means  of  testing  for  glycosuria. 
Standard  blood  sugar  technics,  such  as  the  Folin-Wu 
or  Somogyi  procedures,  should  be  used  for  follow  up. 
Drs.  H.  L.  C.  Wilkerson  and  E.  Heftmann  (in  the 
Journal  of  Laboratory  and  Clinical  Medicine,  Febru- 
ary, 1948)  have  introduced  a blood  sugar  test  for 
mass  screening,  enabling  any  physician  or  technician 
to  screen  for  diabetes  in  the  office  or  home.  It 
does  not  show  the  exact  level  of  blood  sugar,  but 
indicates  levels  that  are  either  abnormally  high  or 
low.  The  diagnosis  of  diabetes  cannot  be  made  by 
this  test  alone,  and  high  levels  should  be  verified 
by  one  of  the  standard  blood  sugar  procedures. 

According  to  the  pamphlet,  symptoms  to  look  for 
in  early  diabetes  are:  loss  of  weight  and  strength  in 
spite  of  good  appetite,  increase  in  thirst,  frequent 
urination,  itching,  pains  in  the  extremities,  and 
changing  vision.  Those  who  are  most  likely  to  have 
diabetes  are  relatives  of  diabetics,  obese  persons, 
those  over  forty,  individuals  who  feel  “below  par,” 
and  patients  recovering  from  acute  illnesses,  but 
diabetes  may-  strike  anyone. 

The  American  Diabetes  Association  emphasizes 
that  the  most  effective  way  to  test  for  diabetes  is 
to  test  both  urine  and  blood,  the  simplest  method 
being  urinalysis  and  confirmation  of  positive  find- 
ings by  blood  sugar  determinations.  For  additional 
information  physicians  may  write  to  the  Association 
at  11  West  42nd  Street,  New  York  36,  New  York. 

Pan  American  Medical  Association  Plans  Cruise 
Meeting  in  January — Announcements  of  the  ninth 
Cruise-Congress  of  the  Pan  American  Medical 
Association  have  been  released.  The  cruise  begins 
on  January  6,  1954  and  ends  January  22,  1954 
aboard  the  S.S.  Nieuw  Amsterdam.  Curacao, 
Venezuela,  Virgin  Islands,  Puerto  Rico,  Dominican 
Republic,  and  Cuba  will  be  visited. 

Scientific  sessions  and  panel  discussions  covering 
all  branches  of  medicine  and  surgery  will  be  held 
both  at  sea  and  in  port.  In  four  of  the  foreign  coun- 


tries the  local  chapter  of  the  Association  will  ar- 
range for  special  medical  sessions  follow-ed  by  social 
programs. 

The  new  president  of  the  Association  is  Dr.  P.  A. 
Gutierrez  Alfaro,  professor  of  obstetrics  at  the  Uni- 
versity- in  Caracas,  who  is  currently-  the  Minister 
of  Health  of  Venezuela. 

President  Eisenhower,  in  a personal  letter,  has 
praised  the  Cruise-Congress  as  a major  factor  in 
promoting  better  Western  Hemisphere  cooperation 
and  understanding. 

Past  and  present  officers  of  the  Medical  Society 
of  the  County-  of  New  York  who  serve  as  governors 
of  the  coming  Congress  include  Drs.  Conrad  Berens, 
Chevalier  L.  Jackson,  Gerald  H.  Pratt,  Juan  Negrin, 
Jr.,  Louis  F.  Bishop,  Norton  S.  Brown,  Douglas 
Quick,  David  Lyall,  and  Joseph  J.  Eller. 

Further  details  and  information  on  costs  may  be 
obtained  from  the  Executive  Offices,  Pan  American 
Medical  Association,  745  Fifth  Avenue,  New  York 
22,  New  York. 

Neoplastic  Lectures  at  Montefiore  Hospital — 

The  Division  of  Neoplastic  Diseases  at  Montefiore 
Hospital,  New  York  City,  has  prepared  the  follow- 
ing schedule  of  lectures  to  be  presented  from  Decem- 
ber through  May-:  December  4, 1953,  “Polycythemia 
and  Related  Conditions,”  by  Dr.  William  Dameshek, 
director  of  the  Blood  Research  Laboratory  at  the 
New  England  Center  Hospital,  Boston;  January- 
8,  1954,  “Some  New  Aspects  of  Thyroid  Hormone 
Physiology,”  by  Dr.  Jack  Gross,  assistant  professor 
in  the  department  of  anatomy-  at  the  State  Uni- 
versity- of  New  York  College  of  Medicine  at  New 
York  City;  February  5,  “Experiences  in  Excision 
of  Primary  and  Secondary  Tumors  of  the  Liver,” 
by  Dr.  Alexander  Brunschwig,  attending  surgeon 
at  the  Memorial  Center  for  Cancer  and  Allied  Dis- 
eases, New  York  City;  March  5,  “Some  Aspects  of 
Nutrition  in  Cancer,”  by  Dr.  Albert  Tannenbaum, 
director  of  the  Department  of  Cancer  Research  at 
the  Medical  Research  Institute,  Michael  Reese 
Hospital,  Chicago;  April  2,  “Studies  with  Steroid 
Hormones,”  by  Dr.  Thomas  G.  Gallagher,  member, 
Sloane-Kettering  Institute  for  Cancer  Research, 
New  York  City,  and  May-  7,  “The  Internal  Dis- 
tribution of  Body-  Sodium,  Potassium  and  Water; 
Its  Implications  on  the  Interpretation  of  Metabolic 
Balance  and  Tracer  Dilution  Data,”  by  Dr.  I.  S. 
Edelman,  established  investigator  of  the  American 
Heart  Association. 

Past  lectures  covered  the  following  topics:  Octo- 
ber 2,  “The  L'se  of  Isotopes  in  the  Diagnosis  and 
Treatment  of  Brain  Tumors,”  by  Dr.  William  H. 
Sweet,  assistant  professor  of  surgery  at  Harvard 
Medical  School,  Boston,  and  November  6,  “Endo- 
crine Approaches  to  the  Cancer  Problem,”  by  Dr. 
Roy-  Hertz,  chief  of  the  research  medicine  branch 
at  the  National  Cancer  Institute,  Bethesda,  Mary- 
land. 

Examination  for  Medical  Officers — A competitive 
examination  for  appointment  of  medical  officers  to 
the  Regular  Corps  of  the  Ignited  States  Public 
Health  Service  will  be  held  on  February-  2,  3,  and  4. 
1954,  at  a number  of  points  throughout  the  L'nited 
States,  located  as  centrally-  as  possible  in  relation 
to  the  homes  of  candidates.  Applications  must  be 
received  no  later  than  December  24,  1953. 

Appointments  will  be  made  in  the  grades  of  assist- 
ant surgeon  and  senior  assistant  surgeon.  Consider- 
ation is  given  to  the  officer’s  preference,  ability,  and 
experience,  in  making  assignments,  but  all  officers 
[Continued  on  page  2721) 
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are  subject  to  change  of  station  and  assignment 
as  necessitated  by  the  needs  of  the  Service.  Ap- 
pointments are  permanent  in  nature  and  provide 
opportunities  to  qualified  physicians  for  a life  career 
in  clinical  medicine,  research,  and  public  health. 

Requirements  for  both  grades  are:  citizenship 

of  the  United  States,  at  least  twenty-one  years  of 
age,  and  graduation  from  a recognized  school  of 
medicine.  Those  applying  for  the  assistant  surgeon 
opening  must  have  at  least  seven  years  of  collegiate 
and  nrofessional  training  and  appropriate  experience, 
and  for  senior  assistant  surgeon,  at  least  ten  years  of 
collegiate  and  professional  training  and  appropriate 
experience.  A copy  of  the  applicant’s  birth  certifi- 
cate and  of  transcripts  covering  all  undergraduate 
and  professional  education  must  accompany  applica- 
tion forms. 

Application  forms  and  additional  information  may 
be  obtained  by  writing  to  the  Chief,  Division  of 
Commissioned  Officers,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare, 
Washington  25,  D.  C.  Completed  application 
forms  must  be  received  in  the  Division  of  Com- 
missioned Officers  no  later  than  December  24,  1953, 
and  those  received  after  that  date  will  not  be  ac- 
cepted and  will  be  returned  to  the  applicant. 

Course  in  Surgery  of  the  Hand  Scheduled — 

Under  the  sponsorship  of  the  New  York  and  Brook- 
lyn Committee  on  Trauma  of  the  American  College 
of  Surgeons,  a two-day  course  in  “Surgery  of  the 
Hand”  will  be  presented  on  Friday  and  Saturday, 
December  11  and  12.  The  program  will  be  held  at 
the  Lenox  Hill  Hospital,  and  the  sessions  will  be 
from  9 a.m.  to  5 p.m.  each  of  the  two  days. 

Presenting  the  course  will  be  Drs.  Robert  H. 
Kennedy,  J.  William  Littler,  Ernest  W.  Lampe, 
Harrison  L.  McLaughlin,  and  Thomas  W.  Steven- 
son, all  of  New  York  City,  and  Dr.  Joseph  H. 
Boyes,  Los  Angeles,  California;  Dr.  John  H. 
Couch,  Toronto,  Canada,  and  Dr.  Michael  L. 
Mason,  Chicago,  Illinois. 

Further  information  may  be  obtained  from  the 
secretary,  Dr.  Frederick  M.  Smith,  180  Fort  Wash- 
ington Avenue,  New  York  32,  New  York. 

American  Journal  of  Proctology  Available  to  Hos- 
pital Libraries — The  International  Academy  of 
Proctology  has  announced  the  establishment  of  a 
postgraduate  teaching  fund  to  provide  gift  sub- 
scriptions to  the  A merican  Journal  of  Proctology  for 
750  of  the  largest  hospital  libraries  in  this  country 
and  abroad.  These  subscriptions  will  provide  a 
continuing  postgraduate  course  in  proctology  for 
interns,  residents,  and  hospital  attending  staffs  in  all 
major  hospitals. 

The  Academy  has  also  announced  the  establish- 
ment of  a research  fellowship  in  proctology,  with  the 
granting  of  $1,200  to  the  Jersey  City  Medical  Cen- 
ter, Jersey  City,  New  Jersey. 

MEETINGS— FUTURE 

Pediatric  Section,  Kings  County  Medical  Society 
and  Academy  of  Medicine  of  Brooklyn 

The  pediatric  section  of  the  Kings  County  Medi- 
cal Society  and  Academy  of  Medicine  of  Brooklyn 
will  hold  a meeting  on  November  23,  at  the  Kings 
County  Medical  Society  Auditorium,  at  8:45  p.m. 

Dr.  Harry  Eagle,  chief  of  experimental  thera- 
peutics at  the  National  Microbiological  Institute, 
Bethesda,  Maryland,  will  speak  on  “The  Use  and 
Abuse  of  Antibiotics.”  All  members  of  the  medical 
profession  are  invited  to  attend. 


A NEW 
WEAPON 

for  the  treatment  of 

BURSITIS  and 

(Musculo-fasciaitis) 

ARTHRITIS 


(RAND) 


NOW 


The  therapeutic  usefulness  df  the 
muscle  co-enzyme  aden 
enhanced  by  the  action  of/vitarn 
(Cyanocobalamine). 

Adenylic  acid  is  unrelatl 
tisone  or  the  steroid  harm ones 

Clinical  reports  demonstrate/ maxi- 
mum therapeutic  act/bn'Ts  obtained 
with  a combination/df^itamin  B12 
and  pure  muscle  adenylic  £cid. 


COBADEN  is  far  fttore 
tive  than  either 
acid  when  admtnistei 
in  the  treatment/^TJdr 


efl 


ec- 


lenylic 
separately 
iritis 

or  bursitis  (mus^uTa/fasciaitis). 


COBADEN -each 
Adenosine-5- 


contains: 
sphoric  acid 


Cyanocobalarmhe  (Bi2) 


25  mg. 
60  meg. 

We  will  glddly  send  you  complete 
literature  upon  request. 

Supplied:  In  10  cc.  multiple  dose  vials 
through  your  Prescription 
Pharmacy  or 


Supply  Dealer 
. . or  direct  from: 


PHARMACEUTICAL  CO.,  INC. 

333  Columbia  Street,  Rensselear,  New  York 
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Soothing,  aseptic 


Free  sample-The  Alkalol  Company,  Taunton  30,  Mass. 


FORTY  YEARS  OF 

RESEARCH-PROGRESS 


Camels’  makers  "never  rest  until  the  good 

is  better.  . . and  the  better,  best!”  For  40  years 
our  research  has  been  constant,  thorough, 
steadily  progressive  to  make  a good 
cigarette  better.  . . to  make  it  best. 


$2,000,000  addition 

to  Camels’  facilities 
— this  new  research 
building  of  ultra- 
modern laboratories. 


Every  laboratory 
equipped 

j with  the  most 
modern  research 
apparatus  known 
! today.  ( Right  — 
“counter  current” 
j device  that  speeds 
I analytical  ingredient 
I definition.) 


R.  J.  REYNOLDS  TOBACCO  COMPANY  • WINSTON-SALEM  • N.  C 
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vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat -sol  able  plus 
water-soluble  vitamins. 

(U.  S.  Patent  Xo.  2.417.299.' 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANE  DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques.  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDIC AL  OFFICE  ASSISTANTS  AVAILABLE 


Mcaull  School 


254  W.  54  St— N V C 
Circle  7-3434 
Licensed  by  the  State  of  New  Yortc 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  Helds  of  medicine— young  physicians,  department 
heads,  nurses,  stall  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patnicia  — 

NEW  YORE  MEDICAL  EXCHANCE 

489  FIFTH  AVE  , N Y C.  AGENCY  MURRAY  HILL  2-0676 


WEST  HILL 


West  252nd  St.  and  Fieldston  Road 
RiTerdale-on-t  he-Hudson.  New  Y ork  City 

For  nrrTOos.  acsteL  3rne  a»3  alcoholic  panreres  The  M— 1-1-- ' tf 
hraonfokr  located  jo  a fnratr  park  of  ra  acres  Amain  cartages, 
snrctincil'T  air-cooiitioord.  Modre-  faciHncs  hr  shoe  a trearcarere 
Occupational  threapy  ani  recreatsoaa!  activities.  Doctors  sar  direct  thr 
treats*—:  flares  and  illustrated  booklet  gladlr  sent  oe  reuuest 

HENRY  W.  LLOYD.  M.O,  PhrsicUn  in  Charge 
Telephone:  Kinssbridg*  9-8440 


XWIN  ELMS 


A Modern 
Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eufene  N.  Boudreau.  M D„  Psychiatrist 
R-  Stuart  Dyer.  M.  D..  Asst.  Psychiatrist 
658  West  Onondaga  Sl 

syracxsk,  n.  y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd.  Director 

Licenced  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-4S5C  Write  for  tUtatratir*  booklet. 


HOLBROOK  MANOR  NKG 

Fit  Act  o!  Pmr/ood.d  Grounds 


SENILE 


Non-?  - ctariaxL  dietary  laws  observed 
M.-dical  Director  O.  L.  Friedman.  MJ)..  Q.P. 
KOLEROOIL  L.  I.  N.  Y.  Offics:  GRamsrcy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Cl  ossification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  ana  insulin  therapy  atcoholisa 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M_D.,  Ptysician-'^-charge 


Hall-Brooke  » • • a modem 

psychiatric  hospital  on  120  acres,  1-hr  from 
N.Y.  George  K.  Pratt, M.D., Med.  Director. 
Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • A 'etc  York:  Entcrprite  6970 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  AmitjviDe  4-0033  - AMITYYILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE.  M.D..  Physician -in -Charge 

NEW  ^ORK  CITY  OFFICE.  Empire  State  Building.  Tel.  Longa  ere  5-0799 
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CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1 .00 

12  Consecutive  times 90 

24  Consecutive  times 85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE 


GARDEN  CITY:  Physician’s  15-room  house,  100  x 150 
plot,  7 bedrooms,  3 baths:  4-room  office  suite,  (reception, 
office,  examining,  laboratory),  equipped.  Retiring  from 
practice.  Tel.  Garden  City,  7-2063. 


FOR  SALE 


Lucrative,  Westchester  General  Practice  for  sale.  Leaving 
because  of  illness.  Box  703,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Medical  Building  of  Central  Nassau.  432  Mineola  Blvd. 
(near  Hillside  Ave.,)  Williston  Park,  Long  Island,  New  York 
Garden  City,  7-9555.  Completely  equipped  and  furnished 
medical  building,  adaptable  to  almost  any  specialty. 
Available  part  or  full  time.  For  rent  or  co-operative 
purchase. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information,  John  Levbarg,  M.  D. 
219  West  86th  St„  N.  Y.  C.  EN2-6845. 


INTERIOR  DECORATOR 


I will  decorate  your  reception  room  and  office,  tastefully, 
giving  it  the  impression  that  you  wish  to  convey.  Will 
work  within  your  budget.  Free  consultation.  Call  Shirley 
Lurie — Oregon  5-3400. 


MANUSCRIPT  PREPARATION 

By  writer-editor,  thoroughly  experienced  in  handling  med- 
ical and  other  scientific  articles  and  books — writing,  re- 
writing, editing,  research.  Box  700,  N.  Y St.  Jr.  Med. 


INTERNIST  - DIPLOMATS 


Qualified  in  cardio- vascular  diseases.  Experienced  in  prac- 
tice, teaching,  research;  desires  association  with  group  or 
individual,  part-time  or  full-time.  Investment  considered. 
Box  704,  N.  Y.  St.  Jr.  Med. 


WANTED 


Professional  and  Technical  Journals  expertly  bound  by 
Certified  Member  Library  Binding  Institute.  Write  Acme 
Bindery,  Inc.,  287  Washington  Street,  Buffalo,  New  York. 


WANTED 


Opportunity  for  married  M.D.  to  work  in  busy,  well-estab- 
lished practice.  New  Hospital,  best  schools,  all  churches. 
In  residential  area.  Write  P.  O.  Box  86,  Manhasset,  L.  I. 


WANTED 


Will  build  to  suit.  Ideal  location,  for  Medical  Group, 
Centrally  located.  South  Shore.  Long  Island,  opposite  Rail- 
road Station  and  Bus  Terminal.  Box  701,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Will  share  six  room,  furnished  office  with  another 
specialist.  Ideal  location  in  Rockville  Centre,  L.  I.  Phone 
RO  6-3466. 


TWO  GENERAL  PRACTICES 


For  the  cost  price  of  a beautiful  home  and  office  combi- 
nation, in  Sunnyside,  Queens.  Husband  and  wife  leaving 
to  specialize.  Wonderful  opportunity!  Ravenswood  9-4551. 


OFFICE  FOR  RENT 


Bayside — G.  P.,  4 room  office,  near  new  developments,  share 
with  specialist,  also  Brooklyn  (Greenpoint) , office  for  rent. 
Box  697,  N.  Y.  St.  Jr.  Med. 


ART  SERVICE  FOR  DOCTORS 


Illustrations,  charts,  slides,  posters,  pamphlets,  etc.,  for 
lectures,  reports,  fund  drives,  exhibitions.  Low  rates.  No 
job  too  small.  Call  PETER  & PAUL  STUDIO 
PLaza  3-4567.  1061  2nd  Ave.  New  York  22,  N.  Y. 


PRACTICE  FOR  SALE 


New  York  City  suburban  general  practice,  established  over 
26  years.  Excellent  opportunity  for  live  wire  and  willing 
to  work.  Address  Box  298,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Four  room  office,  and  nine  room  home,  on  half  acre  double 
A residential  area.  Ideal  spot,  So.  Shore,  for  G.  Practi- 
tioner, Nassau  County  specialist,  locating  Eastern  L.  I. 
Will  aid  in  Hospital  appts.  and  practice.  Box  705,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


Westbury,  Long  Island.  Established  doctor's  office-resi- 
dence. Built  1947,  75  x 100.  Ideal  location,  3 room  office, 
plus  bath.  Upstairs  apartment,  3 rooms,  plus  bath.  Mod- 
erate down  payment,  $15,000.  For  quick  sale.  Phone 
Westbury,  7-0746. 


DOCTOR  . . . . 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cos!  from  a children's  dentol  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 


...recommend... 


Order  from  your  supply  house  or  pharmacist 
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FLA  Uq 


• The  Best  Tasting  Aspirin  You 
Can  Prescribe. 

• The  Flavor  Remains  Stable 
Down  to  the  Last  Tablet 

in  the  Bottle. 

• 24  Tablet  Bottle  . . . 

2 Vi  gr.  each  15^ 

»*(D0D'*r 

Grooved  Tablets — 
Easily  Halved. 


CHILDREN'S  SIZE 

BAYER  ASPIRIN 

W e will  be  pleised  to  send  samples  on  request 

THE  BAYER  COMPANY  OIVIS ION  of  Sterliae  Drug  Inc.,  1450  Broadway.  New  York  18. 
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alcoholic  gastritis  — 

> as  well  as  nonspecific  vomiting— can  be  effectively  controlled  with  the 
combination  of  drugs— each  exerting  a specific  effect— present  in  APOLAMINE. 


APOLAMINE 


combines:  Luminal®  15  mg. 

to  allay  nervousness  and  apprehension 

Scopolamine  0.2  mg. 
Atropine  sulfate  0.1  mg. 

to  reduce  vagus  overactivity 

Benzocaine  0.1  Gm. 

to  reduce  gastric  sensitivity  and  irritability 

Pyridoxine  2.5  mg. 
Nicotinamide  25  mg. 
Riboflavin  4 mg. 

to  help  control  metabolic  functional  imbalances 

Bottles  of  100  tablets. 

WINTHROP-STEARNS  INC. 

NEW  YORK  18,  N.Y.  • WINDSOR,  ONT. 


Apolamine  ond  Luminal  (brand  of  phenobarbetal),  trademarks  reg.  U.S.  & Canada 


272S 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
patients.  Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 


exceptionally  well-tolerated 

sulphur 

of  minimum  particle  size 

for  maximum  therapeutic  effect 

for  adjunctive  therapy 

in  acne, 

seborrheic  dermatitis, 
and  other  skin  disorders 
responsive  to  sulphur 


THYLOX  SULPHUR*  CREAM 


Thylox  Sulphur— of  a particle  diameter  uniformly  2 microns  or  less— 
approaches  the  ideal  of  results  minus  reaction  in  topical  sulphur  therapy, 
because  it  offers  these  advantages . . . 


Rapid  surface  dispersion  and  permeation  of  sulphur  in  a highly  efficient  form 


\ 


Extensive  sulphur  surface  area  permits  prompt  formation 
of  therapeutically  effective  polysulphides 


Avoids  the  irritation  commonly  found  with  alkalinized  forms  of  sulphur, 
and  the  necessity  for  using  sulphur  in  excessive  amounts 


THYLOX  SULPHUR"  CREAM  THYLOX  SULPHUR  SOAP* 


Contains  4%  Thylox  Sulphur  (anhy- 
drous), plus  0.5%  hexachlorophene,  in  a 
greaseless  absorption  base.  Blends  read- 
ily with  the  skin,  has  no  sulphur  odor,  is 
easily  removed  with  warm  water.  Avail- 
able in  IV2-0Z.  tubes. 


Contains  7%%  Thylox  Sulphur  (anhy- 
drous), plus  hexachlorophene  1%.  Sug- 
gested for  routine  skin  cleansing  when 
long-term  sulphur  therapy  is  indicated. 
Available  in  boxes  of  3 cakes,  3%  oz. 
each  cake.* 


SHULTON,  Inc. 

Clifton,  New  Jersey 


•Made  with  Koppers  Thylox  Sulphur^  — a special  sulphur  of  Koppers  Co.,  Inc.  Sole  licensee,  Shulton,  loo. 
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With  Combandrin,  the  tired,  elderly  patient  lacking  the 
metabolic  support  supplied  in  earlier  years  by  gonadal 
hormones  can  often  be  made  stronger,  more  alert.  For- 
mation and  retention  of  protein  are  promoted,  aging  bone 
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sons can  “live”— not  merely  exist— in  their  sixties,  seven- 
ties and  eighties.  For,  the  overall  results  of  Combandrin 
therapy  (balanced  androgen-estrogen  steroid  therapy) 
in  the  aged  “is  a lessening  of  the  degenerative  state  . . .” 

Kountz,  W.  B.:  Ann.  Int.  Med.  35:1055.  1951. 

SUPPLIED:  Each  cc.  contains  1 mg.  estradiol  benzoate  and  20 
mg.  testosterone  propionate  in  sesame  oil,  for  intramuscular  in- 
jection. In  single-dose  disposable  Steraject®  cartridges  and  in 
10  cc.  multiple-dose  vials. 

Also.  Combandrets*  — androgen-estrogen  combination  in  con- 
\enient  tablet  form  for  absorption  by  transmucosal  route. 
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advantages 
of  T ravert* 


* Travert  10%  Solutions  provide: 
twice  as  many  calories  as  5%  dextrose, 
in  equal  infusion  time, 
with  no  increase  in  fluid  volume; 
a greater  protein-sparing  action  as 
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maintenance  of  hepatic  function. 
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a nd  a Ikalosis 
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a new  scientifically  formulated 
product  to  control  obesity 


REDUCING  VITAMIN  CAPSULES 


d-Amphetamine- Vitamins  and  Minerals  Lederle 


reduces  appetite  . . . provides  all  essential 

diet  factors  . . . maintains  morale 

REVICAPS  Reducing  Vitamin  Capsules  is  a new 
development  of  Lederle  research,  designed  to 
provide  a balanced  appetite-depressant  for  the 
management  of  overweight  patients. 

The  importance  of  weight-control  in  heart 
disease  and  other  degenerative  diseases  cannot  be 
over-emphasized.  REVICAPS  fills  the  double 
function  of  reducing  appetite  while  providing  all 
the  essential  vitamins  and  minerals  listed  in  the 
formula  at  right. 

d-Amphetamine  sulfate — 5 mg.  per  tablet — 
maintains  morale,  ends  "diet  irritability,”  keeps 
the  patient  on  the  diet  and  in  good  spirits. 

Methylcellulose  provides  bulk. 

The  complete  supply  of  vitamins  and  minerals 
eliminates  the  dangers  of  "starvation”  diets. 
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Anytime  . . . 
Anywhere  . . . 

Gratifying  Relief 

from  Aggravating 

Urogenital 

Symptoms 


Whenever  frequency , 
pain , urgency  and 
straining  occur  . . . 
wherever  the  patient 


may  be  . . • 

Pyiudium  swiftly  secures  safe  urogenital  analgesia 
in  patients  suffering  from  cystitis,  prostatitis,  urethritis,  or 
pyelonephritis.  Pyridium  is  compatible  with  antibiotics 
or  other  specific, 
corrective  therapy. 


(Ilrand  of  Plien>  la/.o-<]iaiiiiiio-|»y  ridine  MCI) 


PYRIDIUM  is  the  registered  trade-mark  of 
IS  opera  Chemical  Co.,  Inc.  for  its  brand  of 
phenylazo-diamino-pyridine  HC.l. 
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MERCK  & CO.,  Inc. 
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Doctor,  would  it  be  helpful  to  you  in  your 

practice  to  know  that  there  is  a food  avail- 
able at  reasonable  prices  in  the  stores  the 
year  round  having  these  attributes : 


1.  One  of  the  best  “protective”  foods  with  a 
well-rounded  supply  of  vitamins  and  minerals. 

2.  Low  sodium — very  little  fat — no  cholesterol. 

3.  One  of  the  first  solid  foods  fed  babies. 

4.  Useful  in  bland  and  low-residue  diets. 

5.  Mildly  laxative. 

6.  May  be  used  in  the  management  of  both 
diarrhea  and  constipation. 

7.  Can  be  used  in  reducing  diets. 

8.  Can  be  used  in  high-calorie  diets. 

9.  Useful  in  the  dietary  management  of  celiac 
disease. 

10.  Useful  in  the  dietary  management  of  idio- 
pathic non-tropical  sprue. 

1 1 . Useful  in  the  management  of  diabetic  diets. 

12.  Valuable  in  many  allergy  diets. 

13.  A protein  sparer. 

14.  Favorably  influences  mineral  retention. 

15.  Useful  in  the  management  of  ulcer  diets. 


FOR  THE  NAME  OF  THIS  FOOD,  PLEASE  TURN  THE  PAGE 
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The  answer  is 


BANANAS 

If  you  would  like 


1.  The  authority  for  any  of  the  statements 

made  on  the  preceding  page  . . . 

2.  Additional  information  in  connection 

with  any  of  them  . . . 

3.  The  composition  of  the  banana  . . . 

4.  The  nutritional  story  of  the  banana  . . . 

5.  Information  on  various  ways  to  prepare 

or  serve  bananas. 

Please  feel  free  to  write  to 

Director,  Chemical  and  Nutrition  Research 
United  Fruit  Company 

PIER  3,  NORTH  RIVER,  NEW  YORK  6,  N.  Y. 


THERAPEUTICALLY  EFFECTIVE 


indicated  wherever  the  stimulating  and  metabolic 
effects  of  IODINE  in  IODEX  and  the  analgesic  action  of  Methyl 
Salicylate  are  needed  topically  and  for  percutaneous  absorption. 


For  strains,  sprains,  painful  joints  and 
aching  muscles  • rheumatic  pains  • relieves 
itching  in  skin  diseases. 


Samples  and  literature  sent  on  request. 


IODEX 


Reflects  in  your  patients... 
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comprehensive 
antianemia  therapy 
in  a single 
capsulette 


armatinic  activated 


vitamin  B12  plus  activators 


a fresh  response  and 
a vigorous 
improvement 


In  Armatinic  Activated,  the  hemopoi 
etic  factors  activate  and  potentiate 
each  other  in  their  interrelated  role 
in  producing  mature  red  bloodcells. 


THE  ARMOUR 
LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY 
CHICAGO  11.  ILLINOIS 


Each  ARMATINIC  ACTIVATED 

Capsulette  contains: 

Ferrous  Sulfate, 

Exsiccated 200  mg. 

*Crystamin 10  meg. 

Foiic  Acid 1 mg. 

Ascorbic  Acid 

(Vitamin  C) 50  mg. 

**Liver  Fraction  II  (N.  F.)  with 
Desiccated  Duodenum  ..  350  mg. 

*The  Armour  Laboratories  Brand  of  Crystalline 
Vitamin  B12.  **THe  liver  is  partially  digested 
with  duodenum  during  manufacture. 

Supplied  in  bottles  of  100  and  1000. 

Also  available:  Armatinic  Liquid,  bottles  of 
8 oz.  and  16  oz. 


INDEX  TO  ADVERTISERS 


Say ‘Yes  "for  a change,  doctor 


Yes,  they  can  drink  sugar-free 


JVC -CAL 

DELICIOUS,  SPARKLING 

Ginger  Ale  • Cola  • Cream  Soda  • Root  Beer 
Black  Cherry  • Soft  Free  Club  Soda 

• AJI  the  natural  flavor  and 
zest  of  regular  soft  drinks! 

• Contains  absolutely  no  sugar 
or  sugar  derivatives! 

• Recommended  far  dioaetics 
end  patients  on  salt-free,  sugar- 
free  or  reducing  diets! 

• Sweetened  with  new,  non- 
coioric  calcium  cyclamate  pre- 
pared by  Abbott  Laboratories 
and  occepted  by  the  Caunci!  on 
Pharmocy  ond  Chemistry  of  the 
American  Medical  Association! 

AU  THE  FLAVOR  IS  IN  . . . 

ALL  THE  SUGAR  IS  OUT! 

K1RSCH  BEVERAGES.  BROOKLYN  6.  N Y. 


Abbott  Laboratories ...  2755 

American  Hospital  Supply  Carp 2733 

Armour  Laboratories 2741,  2752,  2757 

Ayerst,  McKenna  A Harrison  Ltd 2881 


Bilhuber-Knoll  Corp 

Ernst  Bishoff  Company. 
Brigham  Hall  Hospital. . 
Brown's  Medical  Bureau 


2732 

2752 

2899 

289* 


Cilia  Pharmaceutical  Products.  lac. 

Clifton  Springs  Sanitarium  2728 


Dallons  Laboratories.  Inc 2397 

Doak  Pharma  .cal  Company,  Inc.  2895 

H.  E.  Dubin  Laboratories,  Inc.  2756 


Eastern  School  for  Physicians*  Aides 2899 


Franklin  Laboratories  Inc 2894 

Fruit  Dispatch  Co 2739,  2740 

Halcvon  Rest 2899 

Hall-Brooke 2899 

Hoffmann- La  Roche.  Inc 2746,  2747 

Holbrook  Manor 2899 


Kingsbridge  House. 2891 

Kirsch  Beverages 2742 


Lederle  Laboratories  (Division  American  Cyanamid) 

2735.  2744-2745 

Thos.  Leeming  A Co.  Inc ...  2749 

Eli  Lilly  A Company. ......  2758 

Louden- Knickerbocker  Hall 2899 


MAR  Laboratories  Inc 2893 

Maltbie  Laboratories 2750 

Mead  Johnson  A Company  4th  cover 

Menley  A James  Ltd 2740 

Merck  A Co.  Inc 2737 

Minute  Maid  Corp. 2889 

Mount  Sinai  Hospital 2756 


National  Discount  A Audit 2899 

New  York  Polyclinic  Med.  School.  . 2752 


Chas.  Pfizer  A Co 2732,  2753,  3rd  cover 

Pi ne wood  Sanitarium 2899 


Raymer  Pharmacal  Company 2885 

Regan  Furniture  Corp 2891 

Riker  Laboratories,  Inc 2754 

J.  B.  Roe ng  A Company 2883 


Schieffelin  A Co 

G.  D.  Semite  A Co 2765 

Sharpe  A Dohme,  Inc.  (Division  of  Merck  A Co.)  ...  2751 

Frances  Shortt  Medical  Agency 2899 

Shulton.,  Inc 2729 

Smith  Kline  A French  Labs Between  2742-2743 

E.  R.  Squibb  A Sons,  Division  of  Mathieson  Chemi- 
cal Corp £748 

Standard  Pharmaceutical  C-o.,  Inc 2894 


United  Fruit  Company 


2739,  2740 


Wallace  A Tieman  Co..  Inc. 
Wamer-Chilcott  Labs  . 

West  Hill 

Winthrop-Stearns.  Inc 

Wyeth  Inc 


2743 

2766 

2899 

2727 

2887 


Ze Turner  Co. 


2901 
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Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.) 2756 

Apolamine  (Winthrop-Stearns,  Inc.) 2727 

Armatinic  (Armour  Laboratories) 2741 

Bi  Co  Tussin  (Ernst  Bishoff  Company) 2752 

Bromural  (Bilhuber-Knoll  Corp.) 2732 

Car-Sed-Ine  (Raymer  Pharmacal  Company) 2885 

Cholan  (Maltbie  Laboratories,  Inc.) 2750 

Combandrin  (Chas.  Pfizer  & Company) 2731 

Deltamide  (Armour  Laboratories) 2757 

Dexadrine  Sulfate  (Smith  Kline  & French  Laborator- 
ies)  between  2742-2743 

Diamox  (Lederle  Laboratories) 2744-2745 

Gantricillin  (Hoffmann-La  Roche) 2747 

Iodex  (Menley  & James  Ltd.) 2740 

Kalpec  (Wyeth  Inc.) 2887 

Lorzinex  (Wallace  & Tiernan  Co.,  Inc.) 2743 

Mejalin  (Mead  Johnson  & Company) 4th  cover 

Metamine  (Thos.  Leeming  & Co.,  Inc.) 2749 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 2894 

Paredrine  Sulfathiazole  Suspension  (Smith  Kline  & 

French  Laboratories) between  2742-2743 

Pentids  (E.  R.  Squibb  & Sons) 2748 

Pentresamide  (Sharp  & Dohme) 2751 

Peritrate  (Warner-Chilcott  Labs.) 2766 

Permapen  (Chas.  Pfizer  & Company) 2753 

Pharmaceuticals  (Zemmer  Co.) 2901 

Premarin  (Ayerst,  McKenna  & Harrison  Ltd.) 2881 

Presto  Boro  (Standard  Pharmaceutical  Co.  Inc.) 2894 

Pro  Banthine  (G.  D.  Searle  & Co.) 2765 

Proved  Maleate  (Eli  Lilly  & Company) 2758 

Pyridium  (Merck  & Co.,  Inc.) 2737 

Revicaps  (Lederle  Laboratories,  Div.  Am.  Cyanamid)  2735 

Serpasil  (Ciba  Pharmaceutical  Products.  Inc.) 2nd  cover 

Similac  (M  & R Laboratories) 2893 

Sprace  (Franklin  Laboratories,  Inc.) 2894 

Streptomagma  (Wyeth  Inc.) 2887 

Tarpaste  (Doak  Pharmacal  Company.  Inc.) 2895 

Terramycin  (Chas.  Pfizer  & Company) 3rd  cover 

Thylox  Sulpher  Cream  (Shulton,  Inc.) 2729 

Thyrar  (Armour  Laboratories) 2752 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical 

Products.  Inc.) 2902 

Travert  (American  Hospital  Supply  Corp.) 2733 

Veriloid  (Riker  Laboratories) 2754 

Vi-Daylin  (Abbott  Laboratories) 2755 

Vi-Penta  (Hoffmann-La  Roche) 2746 

Viterra  (J.  B.  Roerig  & Company) 2883 


Medical  and  Surgical  Supplies 

Medi-Sonar  (Dallons  Laboratories,  Inc.) 2897 

Dietary  Foods 


Bananas  (Fruit  Dispatch  Co.) 2739,  2740 

Frozen  Orange  Juice  (Minute  Maid  Corp.) 2889 


Miscellaneous 


Cognac  (Schieffelin  & Co.) 2895 

Furniture  (Regan  Furniture  Co.) 2891 

No  Cal  (Kirsch  Beverages) 2742 


LORZINEX® 

A VAGINAL  CLEANSING 
AGENT 

that  is  different! 
that  is  efficient! 

LORZINEX  solutions  cleanse  at  the 
acid  pH  of  4 (normal  to  the  vagina) 
and  efficiently  disperse  mucus  debris'. 
Inclusion  of  a zinc  salt  in  the  formula 
promotes  astringency.  Lactose  (a  good 
nutrient  for  Doederlein  bacilli)  is 
added  to  further  establish  the  physio- 
logical flora. 

Contains:  The  newly  discovered  tri- 
chomonacidal  synthetic  wetting  agent 
—Sodium  Lauryl  Sulfate. 

For:  EFFICIENT  CLEANSING  at  Acid  pH 
DISPERSION' OF  MUCUS  DEBRIS 
TRICHOMONACIDAL  ACTION 
ANTIFUNGAL  ACTION 
ASTRINGENCY 

LORZINEX  is  recommended  (before 
administration  of  therapeutic  agents) 
as  an  aid  in— 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

Highly  Effective . . . 

Unusually  Economical 

(1)' Lawrence,  E.  D.,  W.  J.  Surg., 
OI».  & Cyn..  58,  236  7,  1950. 

Samples  and  literature 
sent  on  request 

Pharmaceutical  Division 

WALLACE  & TIERNAN 

COMPANY  INC 

BELLEVILLE  9.  NEW  JERSEY.  USA 
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DIAMOX  is  a new  product.  It  is  a 
potent,  remarkably  non-toxic  inhibitor 
of  the  enzyme,  carbonic  anhydrase. 

DIAMOX  is  neither  a gastrointestinal 
nor  a renal  irritant.  DIAMOX  has  no 
cumulative  toxic  effect,  even  when 
administered  as  indicated  for  an  in- 
definite period. 

Clinical  studies  have  shown  that  many 
cases  of  cardiac  edema  which  previ- 
ously required  mercurial  therapy 
have  been  maintained  edema-free  on 
DIAMOX  alone.  These  patients  do 
not  show  the  fluctuations  in  fluid  and 
weight  which  characterize  intermittent 
treatment  with  mercurials. 

DIAMOX  should  not  be  used  with  or 
immediately  following  administration 
of  ammonium  chloride,  since  the 
acidosis  produced  by  ammonium  chlo- 
ride appears  to  block  the  action 
of  DIAMOX. 

After  a single  morning  dose  of 
DIAMOX  (5  mg.  per  kg.),  a copious 
diuresis  lasting  6 to  12  hours  results, 
allowing  for  an  undisturbed  night. 

DIAMOX  is  supplied  in  scored  tablets 
of  250  mg.  (1-1 tablets  should  be 
administered  each  morning,  or  every 
other  day,  according  to  weight). 


I I 0C1 

+ 1 
Edema  t + + 

+ + 


DIAMOX,  250  mg/d.— Chart  shows  effects  of 
administration  of  250  mg.  DIAMOX  once  a day 
on  weight,  urinary  volume  and  edema  of  ambula- 
tory patient  (female,  47  years  old)  with  chronic 
rheumatic  heart  disease.  Patient  previously 
required  mercurial  injections  every  2 to  3 weeks. 
(Based  on  data  from  Belsky,  H.:  Personal  com- 
munication, October,  1953.) 

Belsky,  H.,  M.D.,  D-I-M,  Mount  Vernon  Hospital. 
Lederle  Bulletin.  Autumn  issue.  1953. 


Not  a mercurial  or 

methylxanthine  derivative 
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Especially  for  the  carriage  trade . . . 

Children  like  Vi-Penta  Drops  because  they  taste 
good.  Mothers  like  them  because  they  are  easy  to  give 
in  milk,  fruit  juice,  formula  or  dropped  directly 
on  the  tongue.  Doctors  like  them  because  they  provide 
required  amounts  of  vitamins  A.  C.  D.  and 
important  B-complex  factors,  and  because  they’re 
dated  to  insure  full  potency. 

VI-PENTA  DROPS  ‘Roche’ 

in  packages  of  15.  30  and  60  cc  with  calibrated  dropper. 

HOFFMANN -LA  ROCHE  INC 

Roche  Park  • Nutley  10  • New  Jersey 

VI  PENT  a ® DROPS 


2747 


GANTRISIN  + PENICILLIN 
IN  A SINGLE  TABLET 


gantricillin-300  provides  300,000  units  of  penicillin 
plus  0.5  Gm  of  Gantrisin,  the  single,  highly  soluble  sul- 
fonamide. Especially  useful  in  conditions  in  which  the 
causative  organisms  are  more  susceptible  to  the  com- 
bination than  to  either  Gantrisin  or  penicillin  alone. 

Gantrisin  ‘Roche’  “would  seem  to[  be  an  ideal  sulfon- 
amide to  use  where  it  is  desirable  to  combine  sulfon- 
amide administration  with  other  antibacterial  agents.” 
Hcrrold,  R.  D.:  South.  Clin.  North  America  30: 61,  1950. 


Also  available  — Gantricillin  (100),  containing  0.5  Gm  Gantrisin 
and  100,000  units  of  crystalline  penicillin  G potassium. 

Supplied:  Bottles  of  24,  100  and  500  tablets. 


Gantricillin^  Gantrisin® — brand  of  sulfisoxazole  (3,4-dimethyl-5-sulfanilamido-isoxazo!e) 

HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEV  10  • N.  J. 


1st  choice  for  oral  penicillin  therapy 


Pentids 

Squibb  200,000  Unit  Penicillin  G Potassium  Tablets 


Squibb 
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the  New  coronary  vasodilator 

Metamine 

Leeming  brand  of  triethanolamine  trinitrate  biphosphate 


more  effective 
in  angina  prevention 

than  other  coronary  dilators.  When  taken  routinely, 
Metamine  prevents  anginal  attacks  or  greatly  di- 
minishes their  number  and  severity.  In  addition, 
Metamine  is  apparently  nontoxic,  even  in  prolonged 
or  excessive  dosage. 


there  is  a.  reason 

Metamine  is  chemically  distinct  from  all  other  organic 
nitrates  in  that  it  has  a nitrogen,  rather  than  a carbon 
linkage.  This  perhaps  explains  its  greater  effectiveness 
and  freedom  from  side  effects. 

Dosage:  Metamine  is  effective  in  a dosage  of  only 
2 mg.Topreventanginal attacks, swallow  1 Metamine 
tablet  after  each  meal,  and  1 or  2 tablets  at  bedtime. 
Full  preventive  effect  is  usually  attained  after  third 
day  of  treatment. 

Supplied:  Metamine  tablets,  2 mg.,  vials  of  50. 


/IC. 


155  East  44th  Street,  New  York  17,  N.Y. 
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X\ 

Top  Flushing  Efficiency 

plus  smooth  muscle  relaxation  in  biliary  tract  disorders  with 

Choi  an 

HALTBIE  LABORATORIES,  INC.  • NEWARK  1,  N.  J. 
Malibie ...  first  to  develop  American  process  for  converting 
crude  viscous  ox-bile  into  chemically  pure  dehxdrocholic  acid 

Each  tablet  contains:  Dehydrocholic  acid  Maltbie 250  mg.  (3%  gr.) 

Homalropine  methylbromide 2.5  mg.  (1/24  gr.) 

Phenobarbital 8 mg.  (%  gr.) 


Cholagogue 

Promotes  evacuation 
of  the  gallbladder 

+ 

Utilizes  only  bile  of  normal  viscosity 
present  in  the  gallbladder 

Choleretic 

Stimulates  secretion 
of  normal  bile 
by  the  liver 

+ + 

Utilizes  increased  amounts  of  bile  of  nor- 
mal viscosity 

Hydrocholeretic 

Stimulates  secretion 
of  fluid  bile 
by  the  liver 

+ + + 

Utilizes  copious  amounts  of  free-flowing 
bile  - adequate  in  absence  of  spasm  of 
sphincter  of  Oddi 

Hydrocholeretic, 

parasympatholytic, 

sedative 

Stimulates  secretion 
of  fluid  bile  by  the 
liver,  and  relaies 
sphincter  of 
Oddi  spasm 

++++ 

Utilizes  copious  amounts  of  free-flowing 
bile  and  reloxes  smooth  muscle  spasm  for 
greater  therapeutic  efficacy 

i. 
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Easy -to -administer  oral  antibacterial  therapy 


TRIPLE  SULFONAMIDE  WITH  PENICILLIN 


ACTIONS  AND  USES:  Pentresamide  Tablets  provide  the 
combined  antibacterial  activity  of  penicillin  and  sulfona- 
mides-in  many  susceptible  infections  more  effective  than 
either  agent  used  alone.  They  are  especially  useful  in  mixed 
infections. 

SUPPLIED:  Tablets  in  bottles  of  60  and  250.  Granules  for 
suspension  in  water  in  dispensing  bottle  containing  6 Gm. 
triple  sulfonamide  and  3,000,000  units  buffered  penicillin  G. 
One  tablet  or  one  teaspoonful  of  suspension  provides: 
0.1  Gm.  sulfamerazine,  0.2  Gm.  sulfadiazine,  0.2  Gm. 
sulfamethazine  and  250,000  units  of  potassium  penicillin  G. 

DOSAGE:  Adults,  1 or  2 tablets  or  teaspoonfuls  q.i.d.  Chil- 
dren, by  weight  and  condition.  Dosage  schedule  on  request. 


Wider  Antibacterial  Range 


Corynebacterium 
diphtherlae 
Bacillus  anthracis 
Clostridia 


Penicillin 


Staphylococcus 

Streptococcus 

Pneumococcus 


Gonococcus 

Meningococcus 


Klebsiella  pneumoniae 
Sulfonamides  Brucella  abortus 
Escherichia,  coli 
Aerobacter  aerogenes 
Proteus  vulgaris 
Shigella 
Pseudomonas 
aeruginosa 
Eberthella  typhosa 
Salmonella  


Gram*  Positive 


Gram-Negative 
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the  valuable  uses  of  Thyroid 

IN  HABITUAL  ABORTION' 

In  a series  of  pregnancies  complicated  by  true  habitual 
abortion,  63.5%  were  associated  with  lowered  thyroid 
function.2  This  lowered  thyroid  function  is  in  contrast  to 
that  found  in  normal  pregnancy,  in  which  an  early  rise  in 
serum  protein-bound  iodine  occurs.1-3  Thyroid  given 
early  enough  in  pregnancy  may  diminish  the  tendency  to 
abortion  in  cases  in  which  there  is  no  rise  of 
serum  protein-bound  iodine. 


thyrar  provides  whole-gland  thyroid 
medication  at  its  best.  Prepared  from  beef  sources 
exclusively,  thyrar  undergoes  dual  standardization — it  is 
chemically  assayed  and  biologically  tested.  How  Supplied: 
Tablets  of  Vi,  1 and  2 grains  in  bottles  of  100  and  1000. 


thyroid  therapy 


(1)  Perlmutter,  M.:  Metabolism  2 : 81,  1953:  (2)  Jones, 
G.  E.  S..  and  Delfs,  E.:  J.A.M.A.  146:  1212,  1951;  (3) 
Man,  E.  B.,  et  al.:  J.  Clin.  Investig.  30:  137,  1951. 


LABORATORIES 


"fhyrar 

THE  ARMOUR 


A MOST  EFFECTIVE  ANTITUSSIVE 


to  ease  exhausting  cough  and  please  exacting  patients 

B I - C O - T U S S I N® 


Bischoff  brand  of  dihvdrocodeinone  bitartrate 

SYRUP/TABLETS 


in  acute  respiratory  infections 
potent  and  palatable 

in  severe  chronic  cough  from  any  cause 


Each  teas  poo  of  ul  (5  cc.)  and  each  tablet 
contains  5 mg.  dihydrocodeinone  bitartrate. 
Average  dose  5-10  mg.,  3 to  4 times  daily. 
• May  be  habit-forming;  requires  narcotic 
form. 


ERNST  BISCHOFF  COMPANY,  INC  • IVORYTON,  CONN. 


^Bischoff} 


NEW  YORK  POLYCLINIC  MEDICAL  SCHOOL  and  HOSPITAL 

THE  PIONEER  POST-GRADUATE  MEDICAL  INSTITUTION  IN  AMERICA— ORGANIZED  1881 


SURGERY  AND  ALLIED  SUBJECTS 

A combined  surgical  course  comprising  general  surgery, 
traumatic  surgery,  abdominal  surgery,  gastroenterology, 
proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  o(»erations,  examina- 
tion of  patients  pre-operatively  and  post-operati  vely  and 
follow-up  in  the  wards  post -operatively.  Pathology, 

radiology,  physical  medicine,  anesthesia  Cadaver  dem- 
onstrations in  surgical  anatomy,  thoracic  surgery . proctol- 
ogy. orthopedics.  Operative  surgery  and  operative 
gynecology  on  the  cadaver;  attendance  al  departmental 
and  geueral  conferences. 

For  Information  about  these  and  other  courses  Address: 


RADIOLOGY 

V comprehensive  review  of  the  physics  and  higher  mathe- 
matics involved,  film  interpretation,  all  standard  general 
roentgen  diagnostic  procedures,  methods  of  application 
and  doses  of  radiation  therapy,  both  x-ray  and  radium, 
standard  and  special  fluoroscopic  procedures.  A re- 
view of  dermatological  lesions  and  tumors  susceptible 
to  roentgen  therapy  is  given,  together  with  methods  and 
dosage  calculation  of  treatments.  Special  attention  is 
given  to  the  newer  diagnostic  methods  associated  with 
the  employment  of  contrast  media,  such  as  bronchography 
with  Upiodol.  uterosalpiugography,  visualization  of  car- 
diac chambers,  perirenal  insufflation  and  myelography 
Discussions  covering  roentgen  departmental  management 
are  also  included,  attendance  at  departmental  and 
geueral  conferences. 

THE  DEAN.  315  West  50th  Street.  New  York  City  10 
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ea^-1 6~gu)t 


PENICILLIN 

ax^-1 l-awi 

MU-ll-  taki 

Pfizej}  h>m idafiiM 

AQUEOUS  SUSPENSION 


As  prophylactic  therapy  in  rheumatic  fever  or  in  the  adjunctive  treatment  of  peni- 
cillin-sensitive infections,  one  intramuscular  injection  produces  blood  levels  lasting 
as  long  as  14  days.  Easy-to-give  Permapen  Aqueous  Suspension  is  supplied  in  single- 
dose, disposable  STERAJECT®  cartridges  containing  600.000  units  of  DBED 
penicillin.  Each  cartridge  comes  with  sterile,  individually  wrapped  needle,  ready 
for  immediate  use  in  your  Pfizer  STERAJECT  syringe. 

^.Wi^permapei]l  FORTIFIED 
AQUEOUS  SUSPENSION 

Embodies  the  higher  blood  levels  produced  by  300.000  units  of  procaine  penicillin  G 
crystalline  and  the  protracted  blood  levels  obtained  from  300.000  units  of  DBED 
penicillin.  Available  in  single-dose,  disposable  STERAJECT  cartridges,  each  with 
its  own  sterile,  individually  wrapped  needle. 


Permapen  oral  suspension 


Therapeutic  benefits  are  independent  of  meals,  and  one  teaspoon ful— 300.000  units 
of  DBED  penicillin— every  8 hours  provides  demonstrable  blood  levels  "round  the 
clock  in  most  patients.  Easy-to-take  Permapen  Oral  Suspension  is  peach-flavored, 
leaves  no  disagreeable  after-taste.  Supplied  in  2 oz.  bottles.  No  refrigeration  needed. 


zer 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division,  Chas  Pfizer  & Co.,  Inc. 
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IN  THE  TREATMENT  OF  HYPERTENSION 


VERILOID 


® 


FOR  THESE  CARDINAL  REASONS: 

• around  the  clock  action-through  the  day  and  the 
night-from  4 doses  per  day... 

• no  deleterious  side  actions -no  drug-induced 
allergic  reactions... 

• great  hypotensive  power  without  the  problem  of 
developing  tolerance... 

• action  today  from  today’s  dose. 


Veriloid,  the  selective  alkaloidal  extract  (alkavervir  frac- 
tion) of  Veratrum  viride,  biologically  assayed  in  dogs,  is 
dependably  uniform  in  potency  and  action. 

It  lowers  blood  pressure  promptly  through  mediation 
of  the  central  nervous  system,  without  ganglionic  or  adren- 
ergic blockade.  Not  a local  vasodilator. 

Its  administration  is  not  fraught  with  the  dangers  of 
postural  hypotension. 

Once  dosage  is  established,  prolonged  control  of  hyper- 
tension is  possible.  Even  after  nine  months’  therapy  30% 
or  more  of  patients  retain  the  induced  reduction  in  blood 
pressure — a notably  high  percentage. 

It  causes  no  dangerous  side  effects.  Nausea  and  vomit- 
ing occasioned  by  overdosage  prove  a valuable  guide  in 
dosage  adjustment. 

Since  action  is  not  cumulative,  since  tolerance  does  not 
develop,  Veriloid  is  excellently  suited  "for  the  long  pull” 
over  the  years. 

Kauntze.  R.:  Veratrum  and  Its  Derivatives.  The  Practitioner  170: 189 

(Feb.)  1953. 

Wilkins.  R.  W.:  Recent  Experiences  with  Pharmacologic  Treatment  of 
Hypertension,  in  Bell.  E.T.:  Hypertension.  A Symposium,  Minneapolis, 
University  of  Minnesota  Press.  1951,  p.  492. 

Merritt,  W.  A.:  The  Treatment  of  Essential  Hypertension  with  Veratrum, 

Proc.  Staff  Meet.  Mayo  Clin.  27:481  (Nov.  19)  1952. 


RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  • Los  Angeles  48,  California 


VERILOID  is  supplied  in  slow-dissolving  scored  toblets, 
in  2 and  3 mg.  potencies.  Initial  recommended  dosage,  9 
mg.  daily,  in  divided  doses,  not  less  than  4 hours  apart, 
preferably  after  meals.  Maintenance  dose,  9 to  24  mg. 
per  day. 

VERILOID-VP  provides  in  each  scored  tablet  2 mg.  of 
Veriloid  and  15  mg.  of  phenobarbital.  Initial  daily 
dosage,  1 or  2 tablets  t.i.d.  or  q.i.d. 


.from  Santa 


To  their  twinkling  of  eyes  and  their  cries  of  surprise  . . . 
to  the  hopes  they  have  hidden  away.  To  open-eyed 
wonder  and  ribbon  wrapped  plunder  ...  to  those  words 
that  they  never  need  say. 


they've  heard  the  call 


Each  delicious  5-cc. 
teaspoonful  of 
VI-DAYLIN  contains: 


i Vitamin  A 3000  U.S.P.  units 

(synthetic) 

Vitamin  D 800  U.S.P.  units 

Thiamine  Hydrochloride  1.5  mg. 
Riboflavin  . . . 1.2  mg. 

Ascorbic  Acid  40  mg. 

1 Vitamin  B ii  Activity  3 meg. 

Nicotinamide 10  mg. 


To  the  bell-laden  boughs  and  the  trinkets  they  house  . . . 
to  the  tree  for  its  symbol  of  cheer.  To  the  rainbow  of  light 
and  the  tinsel  so  bright  ...  to  the  vision 
they  know  is  so  near. 


To  their  quick  little  smiles  and  their  childish  beguiles  . . . 
to  behavior  that’s  bound  to  be  best.  To  the  drum  on  the 
floor  and  the  wreath  on  the  door  ...  to  the  one  prize 
they’ll  pick  from  the  rest. 


To  their  dreamful  delight  through  the  long-waited  night 
. . . and  to  morning  that  dawned  after  all.  To  this 
moment  of  wealth  with  a yearful  of  health 
...  to  the  Christmas  they  all  heard  the  Call.  CIxTUTOtt 


VI-DAYLIN * 
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(Homogenized  mixture  of  vitamins  A,  Bi,  B2,  B12,  C,  D 
and  Nicotinamide,  Abbott) 
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The  Mount  Sinai  Hospital  of  New  York 
Postgraduate  Courses  in  Clinical  Medicine 

given  in  affiliation  with 

Columbia  University 

January  1st  through  July  1st,  1954 


PART-TIME  COURSES  OF  VARYING  LENGTH 


Surgical  Pathology 

Laboratory  Methods  in  Blood 
Banks 

Heart  Disease  and  Circulatory 
Dynamics 

Laboratory  Methods  in  Hema- 
lotogy 

Roentgen  Diagnosis  of  Lesions  of 
the  Gastrointest  inal  Tract 

Radiology  of  the  Chest 

Differential  Diagnosis  in  Radi- 
ology of  the  Chest 


(January  16  to 
April  24  i 
February  2 to 
March  9> 
February  16  to 
April  20 1 
March  1 to  25) 

March  15  to  26 1 

March  29  to 
April  6) 

April  12  to 
June  14) 


INTENSIVE  COURSES 


Elementary  Electrocardiog- 
raphy 

Advanced  Electrocardiography 
Cardiovascular  Diseases 
Spatial  Vectorcardiography 
Clinical  Neurology 

Gastroenterology 


January  4 to  9) 

January  11  to  16i 
‘January'  18  to  29) 
March  15  to  20' 
March  29  to 
April  2 1 
(April  5 to  9 


COURSES  FOR  SPECIALISTS 


Radium  Therapy 
Symposium  in  Ophthalmology 
Use  of  Radioactive  Iodine 


Otorhinology:  Rhinoplasty. 
Reconstructive  Surgery  of  the 
Nasal  Septum  and  Otoplasty 


April  13  to 
May  25) 

April  26  to 
May  1) 

Four  times  a year: 
January  - March 
April  - June; 
July- September. 
October  - Decem- 
ber) 

June  17  to 
July  1) 


For  application  blanks  and  information,  address  the 
Registrar  for  Medical  Instruction.  The  Mount  Sinai 
Hospital.  11  East  100th  Street.  New  Y'ors  29.  New 
York 


Buy  Savings  Bonds 


Aminophyllin... 

a "most  effective  single  agent 

for  prompt  relief"  of  severe 

bronchial  asthma 

"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


dubin  [ 
aminophyllin 


theophylline-ethylenediamlne. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  F 43rd  St  - New  York  17.  N Y 
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Each  tablet  or  each  teaspoonful  (5  cc.)  of 
chocolate-flavored  suspension  contains: 


Sulfadiazine 0.167  Gm. 

Suffamerazine 0.167  Gm. 

Sulfamethazine 0.056  Gm. 

Sulfacetamide 0.111  Gm. 


Tablets:  Bottles  of  1 00. 
Suspension:  Bottles  of  4 and  16  oz. 


Each  tablet  or  each  teaspoonful  (5  cc.)  of 
chocolate-flavored  suspension  contains: 

Sulfadiazine 0.167  Gm. 

Sulfamerazine 0. 1 67  Gm. 

Sulfamethazine 0.056  Gm. 

Sulfacetamide ..0.111  Gm. 

Potassium  Penicillin  G 

(Buffered) 250,000  units 

Tablets:  Bottles  of  36  and  100. 
Powder:  In  60  cc.  vials  to  provide  2 
oz.  of  suspension  by  the  addition  of 
40  cc.  of  water. 


THE  NEW 

QUADRI-SULFA  MIXTURES 


t ,4>V  . 

the  new  fourth  dimension  in  sulfa  therapy 

Clinical  experience  indicates  that  the  four  sulfas  in  Deltamide 
provide  high  and  sustained  therapeutic  sulfonamide  blood  levels. 
More  recently,  clinical  experience  and  research  indicate  that  sulfona* 
mides  plus  antibiotics  have  a synergistic  or  additive  action  against 
some  organisms  when  used  together  as  antibacterial  agents.  Rena! 
toxicity  and  blockage  are  minimal. 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 


CHICAGO  II,  ILLINOIS 


IfffJ  ERATRL  M ALBUM,  a spe- 
cies  °f  ^ cratrum  indigenous 
to  southern  Europe,  yields  the  ester 
alkaloid  'Proved  Maleate.'  'Proved 
Maleate'  is  manv  times  more  potent 
than  the  mixture  of  substances  from 
which  it  is  isolated.  Its  uniformity 
and  purity  permit  better  control  of 
the  hypertensive  patient  than  is  pos- 
sible with  mixtures  of  alkaloids. 

Hoobler*  states  that  protovera- 
trine  is  superior  to  the  alkaloids  from 
Veratrum  viride  in  that  blood  pres- 
sure can  be  reduced  from  six  to  eight 
hours  daily  without  producing  nau- 
sea, vomiting,  or  tolerance  to  the 
medication.  The  purity  of  the  alka- 
loid adows  for  the  accurate  dosage 
so  necessary  to  continuing  good  re- 
sults over  extended  periods  of  time. 


Careful  adjustment  of  the  dosage 
schedule  to  fit  the  need  of  each  pa- 
tient is  mandatory.  Overdosage  mav 
result  in  distressing,  although  usu- 
ally not  serious,  symptoms.  'Proved 
Maleate'  is  a potent  drug  to  be  ad- 
ministered only  under  the  close  su- 
pervision of  a physician. 

'Proved  Maleate,"  0.5  mg.,  is  avail- 
able  in  cross-scored  tablets  (to  facili- 
tate careful  individualization  of  dos- 
age) in  bottles  of  100.  Your  pharma- 
cist has  it.  Be  sure  to  evaluate  care- 
fully this  important  hypotensive 
drug.  Ask  the  Lidy  representative 
...  or  write  Eli  Lidy  and  Company, 
Indianapolis  6,  Indiana,  L.  S.  A., 
for  more  complete  pharmacologic 
and  clinical  data. 

* Annals  of  Internal  Medicine,  37:465,  1952. 


PROVELL  MALEATE 

( PROTO VERATRTNE  A AND  B MALEATES,  LILLY) 

lowers  blood  pressure 


consistently , safely 
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Editorial 

The  State  Medical  Society 


Addressing  the  Annual  Meeting  of  the 
Third  District  Branch,*  Dr.  Dan  Mellen, 
president-elect  of  the  Medical  Society  of  the 
State  of  New  York,  said,  in  part: 

“During  the  century  and  a half  that  has 
passed  since  1807,  the  year  in  which  the 
Society  was  organized,  the  world,  and  the 
State  Medical  Society  too,  have  undergone 
tremendous  changes. 

“You  all  know  from  personal  experience 
in  the  field  of  medicine  that  every  scientific 
step  forward  has  brought  increasing  com- 
plexities to  the  private  practice  of  medicine. 
You  all  realize,  too,  that  as  science  has  pro- 
gressed, the  scientific  functions  of  the  State 
Medical  Society  have  kept  abreast  of  the 
times.  The  expansion  of  postgraduate  lec- 
tures and  scientific  sections  and  sessions  at 
the  annual  meeting  are  familiar  to  all  of  you. 
How  many  of  you,  however,  have  ever  re- 
flected on  the  development  of  the  nonscien- 


tific  activities  and  problems  of  the  State 
Medical  Society  down  through  the  years? 
Starting  with  a few  workers,  the  Society 
has  grown  and  expanded  into  a big  organiza- 
tion with  headquarters  in  New  York  City, 
manned  by  62  paid  personnel,  and  an  execu- 
tive office  in  Albany.  In  addition,  there  are 
approximately  50  Council  Committees,  spe- 
cial committees,  and  subcommittees  made  up 
of  some  320  physicians  serving  on  a volun- 
tary basis.  This  does  not  take  into  account 
the  numerous  positions  held,  without  pay, 
by  the  officers,  the  councillors,  the  trustees, 
the  delegates,  and  others.  Allow  me  to 
emphasize  at  this  time  that  despite  the 
changes  of  the  times  the  Society  is  still 
carried  on  in  great  part  by  voluntary 
workers.  . . . 

“The  strength  of  the  State  Medical 
Society  and  the  medical  profession  depends 
very  much  upon  the  conduct  of  the  in- 


* Kingston,  New  York.  September  17,  1953. 
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President’s  Page 

Fair  Play 

Fair  play  is  the  very  essence  of  sportsmanship  in  human 
relations  as  well  as  in  athletics.  Far  be  it  from  me  to  drive 
a wedge  between  the  press  or  labor  and  the  medical  profes- 
sion. However,  of  late  it  has  become  necessary  for  the  medi- 
cal profession  to  deviate  from  strictly  scientific  programs  to 
meet  reprimands  for  things  our  profession  has  or  has  not  done 
and  to  defend  ourselves  when  placed  in  an  apologetic  posi- 
tion for  real  or  fancied  shortcomings.  Fair  play  has  not 
been,  of  late,  the  keynote  of  some  statements  by  newspapers, 
periodicals,  certain  organizations,  and  unions  which  have 
tried  to  make  the  profession  a whipping  boy. 

This  has  been  done  without  intelligent  understanding  on 
the  part  of  our  critics  of  medical  philosophy.  The  medical 
profession  is  founded  on  good  medicine  and  ethics.  It  does 
not  wield  a big  stick  and  herd  its  members  into  a one-way 
street  of  conduct.  Sometimes  it  seems  more  the  pity  that 
doctors  do  not  have  a powerful  union  with  forceful  and  con- 
certed action  in  matters  of  economics,  but  above  all  on  prin- 
ciples of  medical  conduct.  Such  a union  now  would  be  dis- 
tasteful and  abhorrent  to  the  humanitarian  doctor.  Doctors 
do  not  now,  and  God  forbid  they  ever  will,  exhibit  indifference  toward  the  public.  How- 
ever, in  spite  of  the  countless  strikes  which  the  unions  have  called  to  the  detriment  of  the 
public,  the  medical  profession  has  never  offered  a word  of  condemnation  of  such  practices. 
Such  actions  have  to  stand  or  fall,  in  the  eyes  of  the  public,  on  their  merit. 

On  the  other  hand  the  public,  through  half  truths  and  a certain  amount  of  prejudice, 
is  being  swayed  to  distrust  the  medical  profession— a profession  which  has  never  called  a 
strike  against  the  public  welfare.  We  are  criticized  for  looking  out  for  our  economic  wel- 
fare. On  the  other  hand,  almost  every  strike  by  unions  has  been  ordered  for  economic 
reasons.  No  unit  of  the  medical  profession  has  ever  criticized  strikes  called  by  union  lead- 
ers; yet  recently  one  of  the  largest  county  medical  societies  in  New  York  City  and  the  State 
Society  have  been  chastised  and  condemned  because  they  have  seen  the  clear  call  of  duty, 
and  the  call  was  not  only  to  protect  their  own  welfare  but  to  maintain  the  best  medical  care 
for  the  public,  keynoted  by  the  free  choice  of  physician. 

An  epigram  by  Abraham  Lincoln  says,  “To  accept  by  silence  when  they  should  protest 
makes  cowards  of  men,”  and  under  the  guidance  of  this  dictum  doctors  have  a right  to  ob- 
ject to  forces  that  are  unjust  to  them  and  to  the  public.  It  is  well  known  that  the  medical 
profession  is  one  that  has  constantly  striven,  to  the  detriment  of  its  own  economy,  to  use 
every  possible  means  to  prevent  accidents  and  disease.  Typhoid,  diphtheria,  meningitis, 
mastoiditis,  venereal  diseases,  and  pneumonia  have  been  conquered  to  the  point  of  vanish- 
ing. Thanks  be  to  God  that  this  is  true.  The  good  doctors  pray  that  heart  and  mental 
disease,  tuberculosis,  poliomyelitis,  cancer,  and  other  disease  scourges  will  be  similarly  con- 
quered in  the  near  future.  The  medical  profession  has  promoted  good  medical  care  for  in- 
dustry and  labor  alike  at  all  times.  If  there  have  been  objections  by  the  profession  to 
labor’s  attitude  toward  medical  practice,  they  have  been  sincere  and  honest  because  no  one 
knows  better  than  a physician  that  personal  interest  and  medical  care  can  function  best 
when  unfettered. 

My  plea  to  all,  therefore,  is  to  play  the  game  fairly,  to  do  unto  others  as  they  would 
have  done  unto  themselves.  The  Golden  Rule  is  fair  play. 
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CURRENT  CONCEPTS  IN 
DIABETES  MELLITUS 


Irving  Graef,  M.D.,  Editor 
from  the 

Committee  on  Professional  Education 
of  the 

Clinical  Society 
of  the 

New  York  Diabetes  Association 


THE  PRESENT  STATUS  OF  VARIOUS  TYPES  OF  INSULIN  AND 
RECOMMENDATIONS  CONCERNING  THEIR  USE 

Benjamin  Ashe,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  Department  of  Medicine,  New  York  University-Bellevue  Medical  Center,  Post-Graduate  Medical 
School;  Fellow,  Clinical  Society,  New  York  Diabetes  Association) 


INSULIN  is  an  “accessory”  in  the  manage- 
ment of  diabetes  mellitus.  The  basic 
treatment  remains  the  diet  which  should  be 
prescribed  on  the  basis  of  the  nutritional 
needs  of  the  patient.  Exogenous  insulin 
renders  possible  the  use,  if  therapeutically 
indicated,  of  a higher  total  caloric  level  com- 
posed of  more  grams  of  carbohydrate, 
protein,  and  fat  than  would  be  possible  if  the 
patient  had  to  rely  upon  his  own  endogenous 
insulin.  It  is  estimated  that  perhaps  50  per 
cent  of  all  diabetic  patients  can  be  managed 
by  diet  alone. 

Almost  all  obese  diabetic  patients  can  be 
controlled  by  diet  alone.  The  prolonged  use 
of  insulin  in  such  patients  increases  their 
obesity  and  often  necessitates  constantly 
increasing  dosage  of  insulin  over  successive 
months  and  years,  with  no  guarantee  that 
the  diabetes  will  be  effectively  controlled. 

Insulin  is  indicated  in  diabetic  patients  if 
the  diet  prescribed  as  essential  for  the 
nutritional  needs  of  the  patient  yields  more 
than  a negligible  glycosuria,  i.e.,  over  12  to 
20  Gm.  in  the  twenty-four-hour  urine. 


General  Facts  Applying  to  All  Types  of 
Insulin 

Management  of  Injections. — All  insulins 
should  be  kept  cool  in  a refrigerator  without, 
however,  allowing  them  to  freeze.  The 
patient  should  shake  and  rotate  all  insulin 
bottles  prior  to  removing  any  of  the  contents 
by  syringe.  Varying  the  site  of  injection, 
besides  avoiding  local  reactions,  ensures  the 
greater  likelihood  that  a specified  dose  of 
insulin  will  exert  its  expected  effect.  No 
insulin  acts  at  maximal  efficiency  in  all 
people  in  the  first  seven  to  fourteen  days  that 
it  is  employed.  Hence,  in  the  absence  of  an 
emergency  a particular  type  of  insulin  should 
be  continued  for  a few  days  and  “shifts”  of 
the  carbohydrate  of  the  meals  made,  if  need 
be,  rather  than  resorting  too  soon  to  another 
insulin  or  to  “supplemental”  doses  of  regular 
insulin,  or  even  to  great  increases  in  dosage 
of  the  original  type. 

Regular  insulin  is  the  only  insulin  that 
may  be  heated  and  still  retain  its  action- 
curve.  It  is  also  the  only  form  of  insulin 
that  may  be  given  intravenously. 
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TABLE  I. — Approximate  Time  Action  of  Various  Insulins* 


Type  of  Insulin 

Demonstrable 

Action 

(Hours! 

Appreciable 

Action 

(Hours) 

Peak  or 
Optimal 
Action 
(Hours! 

Total  Duration 
of  Action  of 
Any  Extent 
(Hours) 

4 ‘Oversimplified 
Multiple**  of 
Figures  for 
Regular  Insulin 

Regular  or  crystalline 

1/.  to  1 

1 y J to  2 

3 to  4 

4 to  6 

Globin  zinc  (GZI) 

•7 

6 

10  to  16 

16  to  20 

3 

2 : 1 mixture  .regular  and  PZI ' 

A 

8 to  10 

12  to  16 

20  to  24 

4 

XPH  insulin 

A 

8 to  10 

12  to  16 

20  to  24  to  30 

4 or  more 

Protamine  zinc  (PZI) 

6 

12  to  16 

16  to  20 

20  to  24  to  32 

6 

* This  time  action  varies  in  different  individuals  and  in  the  same  individual  at  different  times.  To  aid  in  memorising.  this 
tabulation  is  oversimplified. 


The  patient  should  know  the  expiration 
date  of  all  insulin  bottles  that  he  uses. 

Factors  Affecting  Dosage  of  All  Insulins. — 
Patients  vary  (and  each  patient  at  different 
times  in  his  life  varies)  as  to  the  efficiency 
with  which  they  utilize  a unit  of  insulin. 
Generally,  1 unit  of  insulin  is  able  to 
metabolize  1 to  4 Gm.  of  injected  glu- 
cose or  to  “clear  up"’  1 to  4 Gm.  of 
glycosuria.  If  a patient  is  not  in  ketosis,  is 
not  under  anesthesia,  has  no  infection,  does 
not  have  liver  disease,  and  does  not  give 
evidence  of  hyperthyroidism,  hyperpituitar- 
ism. hyperadrenalism.  or  other  causes  of 
insulin  resistance,  it  is  perhaps  safest  to  start 
insulin  dosage  on  the  basis  of  1 unit  per  4 
Gm.  of  glycosuria,  increasing  or  decreasing 
the  dose  on  successive  injections  as  the  study 
of  the  patient's  glycosuria  may  indicate. 

Color  reaction  for  glycosuria,  or  even  per- 
centage of  glycosuria  (except  in  the  manage- 
ment of  ketosis),  cannot  be  as  effective  as  a 
control  as  is  a knowledge  of  the  number  of 
grams  of  glycosuria  (volume  of  urine  in  cubic 
centimeters  multiplied  by  the  percentage  of 
sugar ).  This  is  of  importance  both  as  to  total 
dosage  of  all  insulins  and  as  to  the  use  of 
“supplemental"  doses  of  regular  insulin. 

Temporary  or  Intermittent  Use  of  Insulin.— 
In  the  obese  and  in  other  diabetic  patients 
who  are  usually  well  controlled  without 
exogenous  insulin,  it  is  often  necessary  to 
use  insulin  temporarily  either  to  reduce  the 
sugar  when  diabetes  is  first,  detected  or 
intermittently  at  other  times  if  there  are 
infections  or  other  complications.  All  dia- 
betic patients  need  regular  insulin  during 
ketosis  regardless  of  whether  or  not  they 
have  previously  used  insulin. 

The  insulin  dosage  in  a pregnant  diabetic 
woman  varies,  especially  in  the  last  trimester 
and  after  parturition. 

Hypoglycemic  Reactions  from  Long-Acting 
Insulins. — The  early  symptoms  of  hypo- 
glycemia from  any  of  the  long-acting  insulins 
(and  sometimes  from  the  “mixtures")  may 
be  vague  and  less  distressing  than  those 
associated  with  the  reaction  to  regular 
insulin.  They  may  consist  of  otherwise  un- 
explained fatigue,  headache,  lassitude,  and 


drowsiness.  Later  there  may  occur  the 
more  familiar  weakness,  sweating,  tremors, 
hunger,  and  "nervousness,"  or  these  may  be 
absent,  and  the  symptoms  may  progress 
from  vague  sensations  to  central  nervous 
system  changes  (including  a positive 
Babinski  reflex),  psychiatric  disorders,  and 
loss  of  consciousness. 

Changing  from  One  Type  of  Insulin  to 
Another. — In  transferring  a patient  to  a long- 
acting  insulin  after  determining  his  total 
daily  requirement  of  regular  insulin,  it  is 
well  to  start  the  long-acting  insulin  dose  at 
about  two  thirds  or  four  fifths  of  the  total 
regular  insulin  previously  needed,  increasing  or 
decreasing  this  dose  on  subsequent  injections 
as  may  prove  necessary.  The  same  applies 
in  changing  from  one  long-acting  insulin  or 
“mixture'’  to  another. 

Data  on  the  Individual  Types  of  Insulin 

Four  types  of  insulin  are  now  available  for 
therapeutic  use:  (1)  regular  insulin  (amor- 
phous or  crystalline  zinc),  (2)  globin-zinc 
insulin,  (3)  XPH  insulin,  and  (4)  protamine 
zinc  insulin.  All  have  a place  in  treatment. 
Neither  the  physician  nor  the  patient  should 
get  the  impression  that  the  latest  insulin 
made  available  is  the  only  insulin  or  the  best 
for  all  cases.  At  least  two  other  types  of  in- 
sulin are  undergoing  clinical  trial  but  are  not. 
as  yet . marketed  for  general  use  i Table  I). 

Regular  or  Crystalline  Insulin— .Amor- 
phous regular  insulin  or  crystalline  insulin 
(crystals  with  traces  of  zinc),  for  all  practical 
therapeutic  purposes,  may  be  regarded  as 
identical.  However,  at  least  theoretically, 
the  crystalline  form  is  somewhat  slower  in 
action  and  may  also  have  advantages  for 
the  patient  who  is  “allergic’'  to  the  amoi- 
phous  form.  Both  are  clear,  aqueous  solu- 
tions and  should  be  discarded  if  they  appear 
viscous,  discolored,  or  not  “water  clear.” 
This  type  of  insulin  is  best  used  at  the  start 
of  treatment  in  all  but  the  mild  cases.  It  is 
the  only  insulin  effective  in  ketosis  and 
coma  or  in  patients  with  capricious  appetite 
or  a tendency  to  vomiting.  In  the  latter  it 
is  best  to  inject  a varying  dose  of  insulin  after 
the  amount  of  food  eaten  is  known  or  after 
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it  is  certain  that  the  meal  has  “stayed 
down.”  It  is  usually  injected  some  fifteen 
or  twenty  minutes  before  meals.  It  is  the 
insulin  for  “supplemental”  injections  when, 
as  indicated  above,  an  appreciable  number 
of  grams  of  glycosuria  exists  despite  a 
previous  injection  of  one  of  the  long-acting 
insulins.  It  is  also  the  insulin  employed  for 
the  various  “mixtures”  to  be  discussed 
below. 

When  used  alone,  regular  or  crystalline 
insulin  may  be  effective  for  routine  manage- 
ment in  two  to  four  doses  a day  of  5 to  20 
units  each.  Some  diabetic  patients  require 
more  than  20  units  at  any  one  injection 
(even  in  the  absence  of  ketosis),  but  such 
patients  should  be  carefully  studied  for 
evidence  of  insulin  resistance  or  possibly 
considered  as  needing  more  frequent  in- 
jections of  a smaller  dose.  For  example, 
four  injections  of  15  units  each  of  regular 
insulin  (a  daily  total  of  60  units)  may  prove 
more  effective  than  three  injections  of  25 
units  each  (a  daily  total  of  75  units). 
Obviously,  also,  such  patients  must  be  trans- 
ferred to  the  single  injection  of  a long-acting 
insulin  or  to  a “mixture”  when  their  total 
daily  insulin  requirement  becomes  known. 
This  is  practical  in  the  vast  majority  of  cases. 

Regular  or  crystalline  insulin  begins  to 
exert  its  effect  in  about  thirty  minutes  after 
subcutaneous  injection.  This  effect  be- 
comes appreciable  in  one  to  one  and  one-half 
hours  and  remains  at  this  appreciable  or  a 
higher  optimal  level  for  three  hours  or  so, 
after  which  its  action  declines  abruptly  or 
slowly. 

Globin  Zinc  Insulin. — Globin  zinc  insulin 
(GZI)  is  a clear,  yellowish  aqueous  solution 
with  a pH  of  3.4  to  3.8.  Its  action  is  of 
longer  duration  than  regular  or  crystalline 
insulin  but  of  shorter  duration  than  that  of 
protamine  zinc  insulin.  In  some,  but  not 
all,  cases  its  action-curve  closely  resembles 
that  of  NPH  insulin.  Its  effect  begins  in 
about  two  hours,  reaches  an  appreciable 
level  in  eight  hours  and  an  optimal  in  twelve, 
and  may  then  continue  to  act  with  appreci- 
able effect  for  sixteen  hours.  It  rarely  is 
found  to  exert  an  effect  of  any  value  beyond 
twenty  hours.  Its  hypoglycemic  effect,  if 
any,  is  usually  noted  in  the  afternoon,  a 
convenient  time  for  the  patient  to  remedy 
the  situation  or  to  anticipate  and  prevent 
it  by  a carbohydrate  “snack”  calculated  into 
the  diet. 

It  is  indicated  in  patients  whose  glycosuria 
occurs  only  in  the  twelve  to  fourteen  hours 
of  the  day  associated  with  their  meals  and 
particularly  in  those  who  are  subject  to 


nocturnal  or  prebreakfast  hypoglycemic  re- 
actions if  they  use  PZI  or  NPH  insulin.  It 
is  also  to  be  used  in  patients  “allergic”  to  PZT 
and  in  those  in  whom  it  is  desired  to  avoid 
protamine  per  se,  for  any  reason.  There 
are  a small  number  of  patients  who  appear 
to  be  best  controlled  by  two  small  doses  of 
GZI  daily,  taken  about  twelve  hours  apart. 

GZI  may,  if  necessary,  be  combined  with 
regular  or  crystalline  insulin  in  a single  in- 
jection. It  is  usually  injected  between  one- 
half  and  one  hour  before  breakfast. 

NPH  Insulin. — NPH  insulin  (neutral 
protamine  Hagedorn)  is  a cloudy  suspension 
of  insulin  crystals,  protamine  and  zinc,  with 
disodium  acid  phosphate  to  produce  an  aver- 
age pH  of  7.2,  i.e.,  it  is  buffered  to  neutrality. 
It  contains  only  about  0.40  mg.  of  protamine 
per  100  units  of  insulin  as  compared  to  1.25 
mg.  in  PZI.  It  contains  no  excess  of  either 
insulin  or  of  uncombined  protamine.  Its 
action  is  intermediate  between  that  of 
regular  (or  crystalline)  insulin  and  that  of 
PZI.  By  releasing  insulin  more  rapidly  in 
the  first  twelve  hours  after  injection  (the 
hours  associated  with  meals)  than  later  in  the 
day,  it  avoids  both  postprandial  hyper- 
glycemia and  hypoglycemia.  In  some,  but 
not  all,  cases  its  action  may  “overlap”  so 
that  the  early  hours  of  the  succeeding  day’s 
insulin  action-curve  are  “covered”  by  the 
preceding  day’s  NPH  insulin  having  acted 
for  twenty-eight  or  even  thirty-two  hours. 
It  is  injected  about  one-half  hour  before 
breakfast,  always  subcutaneously  only.  An 
appreciable  action  is  noted  in  five  to  eight 
hours  but  sometimes  in  about  three  hours, 
particularly  if  the  injection  is  not  entirely 
subcutaneous.  Its  effective  duration  is 
some  twenty  hours,  and,  as  indicated,  there 
may  be  appreciable  action  even  up  to  thirty- 
two  hours. 

It  has  the  advantage  of  being  a stable, 
more  constant  mixture  acting  like  2:1 
regular  and  PZI  mixture,  while  eliminating 
the  necessity  for  the  patient’s  using  two 
insulin  bottles  at  each  specific  injection. 
The  ideal  indications  for  NPH  insulin  are 
the  same  as  for  2:1  mixtures,  i.e.,  cases  not 
controlled  by  GZI  or  PZI  alone.  It  is 
feasible  to  add  small  doses  of  regular  or 
crystalline  insulin  to  NPH  insulin.  Such  an 
addition  will  exert  its  own  action  since  there 
is  not  enough  free  protamine  in  the  NPH 
insulin  to  combine  to  any  extent  with  the 
regular  insulin  so  added.  Likewise  it  is 
possible,  if  necessary,  to  give  regular  or 
crystalline  insulin  as  an  individual,  separate 
injection  later  in  the  day  in  which  NPH 
insulin  has  already  been  used.  Generally 
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this  has  been  done  after  breakfast.  As 
already  discussed,  it  is  well  to  base  the  need 
for  such  “supplemental”  use  of  regular 
insulin  on  an  appreciable  rather  than  a 
negligible  number  of  grams  of  glycosuria  or 
only  after  the  “shift”  in  carbohydrate  intake, 
also  above  mentioned,  has  been  tried.  This 
is  particularly  true  during  the  first  week  or 
two  after  NPH  insulin  has  been  chosen  for  a 
particular  case.  At  a later  date  it  may  often 
be  noted  that  the  postbreakfast  hyper- 
glycemia and  glycosuria  are  no  longer 
evidenced. 

The  dosage  of  NPH  insulin  is  the  same  as 
that  of  any  of  the  long-acting  insulins. 
Patients  receiving  less  than  40  units  of  an- 
other long-acting  insulin  or  a mixture  are 
given  the  same  dose  of  NPH  insulin.  If 
over  40  units  are  being  used,  it  is  well  to 
start  with  about  four  fifths  or  slightly  less 
of  NPH  insulin.  If  a mixture  is  being  re- 
placed, the  initial  dose  of  NPH  insulin 
should  be  equal  to  a total  of  all  of  the  units 
of  PZI  (or  GZI)  plus  four  fifths  of  the  units 
of  regular  insulin  that  were  in  the  mixture. 
Increase  or  decrease  of  this  initial  dose  will 
be  ordered  according  to  subsequent  mani- 
festations of  the  patient’s  control. 

Patients  in  whom  NPH  insulin  does  not 
show  the  “overlap”  action  referred  to  above 
may  benefit  from  dividing  their  total  day’s 
carbohydrate  allowance  so  that  one  fifth 
is  taken  at  breakfast,  two  fifths  at  lunch,  and 
two  fifths  at  dinner.  Those  with  the  “over- 
lap” effect  may  or  may  not  need  to  follow  the 
diet  distribution  mentioned  later  in  connec- 
tion with  PZI. 

Protamine  Zinc  Insulin. — Protamine  zinc 
insulin  (PZI)  is  a relatively  insoluble,  milky- 
white  suspension  of  insulin  to  which  pro- 
tamine and  zinc  have  been  added.  It 
remains  cloudy  even  after  its  container  has 
been  thoroughly  shaken  and  rotated.  It 
contains  disodium  acid  phosphate  to  ensure 


a pH  of  7.1  to  7.4.  It  is  probably  the  insulin 
most  often  first  chosen  when  long-acting 
insulin  is  considered.  Subsequent  observa- 
tions may  lead  to  its  being  combined  with 
regular  or  crystalline  insulin  in  any  pro- 
portion, although  the  most  commonly  em- 
ployed is  the  2:1  mixture  (2  units  of  regular 
or  crystalline  insulin  to  each  unit  of  PZI). 

The  action  of  such  mixtures  is  different 
from  that  of  either  regular  insulin  or  PZI 
when  either  is  used  alone,  being  inter- 
mediate between  the  two  types.  PZI  alone, 
or  in  a mixture,  or  NPH  insulin  are  the  prep- 
arations most  often  employed  for  the  treat- 
ment of  glycosurias  that  are  manifested  for 
sixteen  to  twenty-four  hours  of  the  day. 
PZI  is  often  favored  for  cases  in  which  a 
positive  nitrogen  balance  is  especially  im- 
portant, e.g.,  tuberculosis. 

It  is  often  replaced  if,  when  used  alone  or 
in  a mixture,  nocturnal  or  “early-morning 
hours”  hypoglycemia  cannot  be  avoided 
despite  “shift”  in  dietary  intake.  Likewise, 
PZI  as  well  as  NPH  insulin  are  replaced  if, 
for  any  reason,  it  is  desired  to  avoid  the  in- 
jection of  protamine. 

While  most  patients  inject  PZI  approxi- 
mately one-half  to  one  hour  before  breakfast, 
a small  number  of  cases  secure  a good  result 
if  they  inject  it  about  an  hour  before  dinner. 
Its  action  is  often  at  its  best  only  a week  or 
more  after  its  initial  use.  The  action  curve 
of  PZI  is  variable,  but  it  may  be  said  to 
exert  an  effect  in  four  to  six  hours,  reaching 
an  appreciable  or  optimal  level  in  twelve  to 
sixteen  hours  and  continuing  some  action  or 
even  appreciable  action  for  twenty-four  or 
more  hours. 

Most  patients  using  PZI  do  well  to  appor- 
tion the  carbohydrate  part  of  the  day’s  diet  as 
follows:  one  sixth  at  breakfast,  one  third  at 
lunch,  one  third  at  dinner,  and  one  sixth  as 
a bedtime  feeding,  but  this  is  subject  to 
considerable  variation. 
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dividual  doctor.  The  better  he  serves  his 
patients,  the  higher  will  be  the  regard  of  the 
public  for  the  medical  profession  as  a whole. 
He  should,  therefore,  constantly  bear  in 
mind  that  the  primary  objective  of  the 
medical  profession,  as  is  stated  in  our 
Principles  of  Professional  Conduct,  is  to 
render  service  to  humanity,  and  reward  or 


financial  gain  is  a subordinate  considera- 
tion. In  this  modem  era  in  which  many 
have  much,  there  are  very  many  who  have 
little;  consequently  the  individual  physician 
must  give  great  consideration  to  the  de- 
mands of  the  public  for  adequate  medical 
care.  ‘The  strong  shall  carry  the  weak,’  or 
‘If  you  do  it  to  at  least  one  of  these,  ye  have 
done  it  to  me.’  ” 


Abnormal  Motility  as  the  Cause  of  Ulcer  Pain 


Until  recently  the  general  opinion  was  held  that  ulcer 
pain  was  primarily  caused  by  the  presence  of  hydro- 
chloric acid  on  the  surface  of  the  ulcer. 

Present  investigations1'2  on  the  relationship  of 
acidity  and  muscular  activity  to  ulcer  pain  have  led 
to  the  following  concept  of  its  etiologic  factor : 

. . abnormal  motility2  is  the  fundamental 
mechanism  through  which  ulcer  pain  is  pro- 
duced. For  the  production  and  perception  of 
ulcer  pain  there  must  be,  one,  a stimulus,  HC1 
or  others  less  well  understood ; two,  an  intact 
motor  nerve  supply  to  the  stomach  and  duo- 
denum; three,  altered  gastro-duodenal  motility; 
and  four,  an  intact  sensory  pathway  to  the 
cerebral  cortex.” 

Clinical  Application  of  Pro-Banthine ® 

Pro-Banthine  has  been  demonstrated  consistently  to 
reduce  hypermotility  of  the  stomach  and  intestinal 


tract  and  in  most  instances  also  to  reduce  gastric 
acidity.  Dramatic  remissions1  in  peptic  ulcer  have 
followed  Pro-Banthine  therapy.  These  remissions  (or 
possible  cures)  were  established  not  only  on  the  basis 
of  the  disappearance  of  pain  and  increased  subjec- 
tive well-being  but  also  on  roentgenologic  evidence. 

Pro-Banthine  (Beta-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of  pro- 
pantheline bromide)  has  other  fields  of  usefulness, 
particularly  in  those  in  which  vagotonia  or  parasym- 
pathotonia is  present.  These  conditions  include  hyper- 
motility of  the  large  and  small  bowel,  hyperemesis 
gravidarum,  certain  forms  of  pylorospasm,  pan- 
creatitis and  ureteral  and  bladder  spasm. 

1.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel, 
J.  M. : A Clinical  Evaluation  of  a New  Anticholinergic  Drug, 
Pro-Banthine,  to  be  published. 

2.  Ruffin,  J.  M.;  Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer,  Gas- 
troenterology 23:252  (Feb.)  1953. 
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to  prevent  attacks  in  angina  pectoris 


Nocturnal  angina  pectoris  (as  well  as  day-time 
attacks ) responds  gratifvingly  to  Peritrate. 
Investigators  report  that  in  patients  on  Peri- 
trate “insomnia  due  to  pain  was  much  reduced 
and  they  were  able  to  enjoy  reasonably  good 
sleep.”1  Others  had  less  palpitation  during  the 
night  “and  were  able  to  sleep  on  the  left  side” 
which  they  had  been  unable  to  do  prior  to 
Peritrate.®  When  required,  an  extra  I-IV2  tab- 
lets taken  on  retiring  brought  "striking  relief.”1 

Prophylactic  Management 

Peritrate— a long-lasting  coronary  vasodilator 
—prevents  rather  than  relieves  attacks.  The 
prophylactic  action  of  each  dose  lasts  4 to  5 
hours.  One  to  2 tablets  of  Peritrate,  taken  3 to 
4 times  daily,  can  . . . 


1.  reduce  the  number  of  attacks  and 

2.  reduce  the  severity  of  non-preventable 
attacks. 

Effective  in  4 out  of  5 Patients 

Fewer  or  less  severe  attacks  occurred  in  80% 
and  78.4%  of  patients,1’5  and  in  the  majority 
the  need  for  nitroglycerin  was  reduced.  Clini- 
cal improvement  has  been  verified  by  EKG 
findings  and  exercise  tolerance  may  improve 
measurably.5’3 

Available  in  10  mg.  tablets  in  bottles  of  100, 
500  and  5000. 

Literature  and  samples  on  request. 
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THE  EFFECT  OF  VARIOUS  METHODS  OF  OBSTETRIC  PAIN  RELIEF 

ON  INFANT  MORTALITY* * 


Louis  M.  Hellman,  M.D.,  Brooklyn,  New  York,  and 
Robert  A.  Hingson,  M.D.,  Cleveland,  Ohio 

{From  the  Departments  of  Obstetrics  and  Gynecology,  State  University  of  New  York  College  of  Medicine  at 
New  York  City,  and  the  Department  of  Anesthesia,  Western  Reserve  University  School  of  Medicine ) 


MANY  sincere  and  honest  attempts  have  been 
made  to  assess  the  role  of  anesthesia  and 
analgesia  in  fetal  loss.  These  have  yielded  no 
conclusive  answer,  nor  is  one  likely  to  be  obtained, 
for  the  difficulty  of  setting  up  adequate  controls 
and  an  unbiased  selection  of  patients  is  well-nigh 
insurmountable.  In  most  such  studies  the  infant 
loss  is  far  more  affected  by  obstetric  complica- 
tions than  it  is  by  the  chosen  method  of  pain 
relief.  Furthermore,  the  infant  loss  rate  is  now 
so  small  that  it  is  doubtful  whether  it  could  be 
significantly  lowered  by  the  selection  of  any  single 
pain-relieving  technic. 

It  was  Simpson’s1  original  concept  that  the 
relief  of  pain  in  labor  should  result  in  the  saving 
of  maternal  lives,  just  as  etherization  had  lowered 
the  mortality  in  difficult  surgical  procedures. 
There  is  no  doubt  that  this  concept  is  valid. 
Complicated  deliveries  can  now  be  performed 
with  a deliberateness  and  delicacy  not  possible 
prior  to  the  time  of  anesthesia.  The  maternal 
exhaustion  of  long  and  difficult  labors  can  be  ob- 
viated, and  it  is  even  possible  that  labor  itself  can 
be  shortened. 

It  was  only  natural  that  efforts  should  have 
been  made  to  transfer  these  concepts  of  the  bene- 
ficial effects  of  anesthesia  and  analgesia  upon  the 
mother  to  her  infant.  This  is  exemplified  in  Fig. 
1 which  is  taken  from  Irving’s  well-known  study2 
and  which  purports  to  show  a lowering  of  the  still- 
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birth  rate  due  to  analgesia.  The  difficulty  here 
was  that  the  past  was  used  as  a control  for  the 
present.  That  factors  other  than  analgesia  may 
have  been  operating  was  not  considered. 

There  is  no  carefully  observant  obstetrician 
who  will  not  admit  that  hypnotic  and  narcotic 
drugs  cause  some  sluggishness  in  newborn  in- 
fants which  is  not  seen  in  those  delivered  without 
drugs.  However,  it  is  most  difficult  to  say  whether 
these  drugs  contribute  in  any  way  to  fetal 
wastage.  As  a matter  of  fact,  during  the  years 
when  amnesic  forms  of  obstetric  pain  relief 
reached  their  high,  the  infant  mortality  in  most 
clinics  was  steadily  lowered.  Attempts  to  prove 
any  long-range  harmful  effects  from  those  ob- 
stetric pain-relieving  drugs  which  cross  the  pla- 
centa have  not  been  convincing.3 

In  an  effort  to  eliminate  some  of  the  difficulties 
mentioned  above  and  to  give  proper  cognizance 
to  others,  a long-range  study  of  the  problem  was 
carried  out  by  the  authors  at  the  Johns  Hopkins 
and  the  Sinai  hospitals  of  Baltimore  in  the  three- 
year  period  1948  to  1950.  Through  the  generous 
aid  of  a number  of  pharmaceutical  firms  adequate 
personnel  was  provided  so  that  selected  pain  re- 
lief could  be  given  and  carefully  supervised  for 
all  patients.  The  Division  of  Statistical  Methods 
of  the  U.S.  Public  Health  Service  contributed  to 
the  analysis  and  presentation  of  the  data.  The 
study  comprised  9,347  births  with  130  neonatal 
deaths  and  135  stillbirths  in  infants  weighing 
1,000  Gm.  or  more. 

In  the  tables  and  figures  that  follow,  except 
where  specifically  indicated  to  the  contrary, 
twins,  cesarean  sections,  congenital  malforma- 
tions, and  infants  who  died  before  the  onset  of 
labor  and/or  analgesia  have  been  eliminated.  In 
addition,  in  those  tables  and  charts  dealing  with 
breathing  and  crying  times,  stillbirths  are  not 
considered.  For  the  purpose  of  this  presentation 
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Fig.  1.  Stillbirth  rate  per  1,000  births  including  miscarriages  and  premature  nonviable  infants. 


the  data  on  patients  with  no  anesthesia,  except 
where  planned  beforehand,  are  eliminated. 

Table  I and  Figs.  2 and  3 deal  with  the  effect 
of  two  broad  systems  of  anesthesia  on  the  breath- 
ing and  crying  times  of  all  the  infants  and  prema- 
ture infants  respectively.  These  two  systems  of 
anesthesia  are  as  follows: 

1.  The  encephalic  approach — Here  general 
anesthesia  was  induced  by  means  of  the  inhala- 
tion or  intravenous  routes.  The  drugs  employed 
cross  the  placenta  in  significant  amounts. 

2.  The  anatomic  approach — Here  conduction 
(spinal  or  caudal)  or  local  infiltration  was  em- 
ployed. Drugs  to  induce  this  form  of  anesthesia 
cross  the  placenta  in  insignificant  amounts. 

If  a breathing  time  of  more  than  one  minute 
or  a crying  time  of  more  than  two  minutes  is 


taken  as  a poor  reaction,  it  is  then  clearly  shown 
that  the  percentage  of  poor  reactions  is  signifi- 
cantly* greater  for  both  the  total  group  and  the 
premature  infants  if  the  encephalic  methods  of 
anesthesia  were  employed. 

Table  II  and  Fig.  4 deal  with  the  relationship 
between  a poor  infant  reaction  and  change  in 
blood  pressure.  Although  the  breathing  time 
was  not  affected  by  this  factor,  there  was  a sig- 
nificant prolongation  of  the  crying  time  when 
the  blood  pressure  dropped  35  mm.  or  more. 

It  would  appear  then  that  certain  anesthetic 
and  physiologic  factors  do  play  a significant  role 
in  the  reaction  of  infants  at  birth.  Can  these  be 

* Significance  indicates  throughout  the  paper  a diSerence 
between  two  percentages  equal  to  at  least  two  and  one  half 
times  the  standard  deviation  of  the  diSerence. 


TABLE  I. — Per  Cent  of  Infants  with  Poop.  Reaction  Accobding  to  Method  of  Adhinistesing  Anesthesia 


Method 


N'umber  of  Infants ■ Per  Cent 

. Breathing  Time ■ Crying  Time  Breathing  Crying 

Total  Total  Time  Time 

Known  1 -1-  Minutes  Known  2 + Minutes  (1  + Minutes)  (2  — Minutes) 


All  infants 
Encephalic 
A natomic 
Premature  infants 
Encephalic 
Anatomic 


3.036 

221 

3.019 

442 

7.3 

14.6 

4.409 

153 

4.397 

407 

3.5 

9 3 

167 

18 

164 

31 

10.8 

18  9 

414 

15 

410 

45 

3 6 

10.9 

TABLE  II. — Peb  Cent  of  Infants  with  Poob  Reaction  According  to  Change  of  Matebnal  Blood  Pbesscre  Prior  to 

Anesthesia 


N’umber  of 

Infants 

Per 

Cent • 

Blood 

e Breathing  Time ^ 

Crying 

Time 

Breathing 

Crying 

Pressure 

Total 

Total 

Time 

Time 

Change 

Known 

1 4-  Minutes 

Known 

2 + Minutes 

(1  + Minutes) 

(2  + Minutes' 

Rise  of: 

6 mm. 

1 .013 

35 

1 .013 

80 

3 5 

7 9 

1 to  5 mm. 

145 

5 

145 

13 

3 4 

9.0 

N'o  change 

1 ,608 

57 

1,606 

145 

3 5 

9.0 

Drop  of: 

1 to  14  mm. 

1 .307 

59 

1 .302 

145 

4 5 

11.1 

15  to  34  mm. 

932 

50 

929 

117 

5.4 

12  6 

35  and  over 

196 

8 

198 

29 

4.1 

14.6 
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TOTAL  INFANTS 


Fig.  2.  Transplacental  narcosis  effect  of  an- 
esthesia on  the  breathing  and  crying  time  in  total  in- 
fants. 

translated  to  factors  influencing  infant  loss  (1)  in 
the  term  infant  and  (2)  in  the  jeopardized  infant? 

Table  III  and  Fig.  5 attempt  to  answer  this, 
again  using  the  same  two  systems  of  anesthesia 
and  comparing  the  infant  loss  rates  for  both  term 
and  premature  infants.  There  is  no  significant 
difference  between  the  encephalic  and  anatomic 
approaches  for  either  term  or  premature  infants. 

With  the  idea  of  studying  these  two  general 
approaches  as  they  affect  infants  in  special  jeop- 
ardy, two  groupsof  infants  were  selected  forstudy, 
namely,  the  premature  infants  and  those  deliv- 
ered by  cesarean  section. 

In  605  prematures  divided  into  two  groups, 
1,000  to  1,999  Gm.  and  2,000  to  2,499  Gm.,  re- 
spectively, it  is  shown  in  Table  IV  and  Fig.  6 
that  there  is  no  significant  difference  between  the 
two  systems  of  anesthesia  as  far  as  they  affect 
infant  mortality. 

In  386  cesarean  sections  the  premature  and 


Fig.  3.  Transplacental  narcosis  effect  of  anes- 
thesia on  breathing  and  crying  time  in  premature  in- 
fants. 


term  infant  loss  rates  are  again  studied  according 
to  method  of  anesthesia  (Table  V,  Fig.  7).  The 
differences  in  both  the  term  and  premature  rates 
are  not  significant.  In  both  instances,  however, 
the  number  of  mothers  given  general  anesthesia 
was  small.  The  reason  for  this  is  the  general  im- 
pression among  obstetricians  that  better  infant 
results  are  obtainable  with  the  anatomic  approach 
in  this  operation. 

Although  the  data  are  not  shown  here,  the 
changes  in  blood  pressure  similarly  could  not  be 
shown  to  affect  infant  wastage. 

Finally,  a group  of  obstetrically  normal  mothers 
at  term  were  divided  arbitrarily  into  five  cate- 
gories at  Hopkins  and  into  three  at  Sinai  receiving 
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Chong*  in 

blood  pressure 
Rise  of  6 ♦ mm 


Rise  of  1-5  mm 


No  Chong* 


Orop  of  I -14  mm 


Drop  of  15-34  mm 


Drop  of  35 ♦mm 


hopkins  and  Sinai 


breathing  time  crying  TIME 

I*  minutes  2*  minutes 


Fig.  4.  Relationship  between  poor  infant  reac- 
tion, as  indicated  by  breathing  and  crying  time,  and 
change  in  blood  pressure  of  mother. 


TABLE  III.- — Total  Infant  Loss  for  Premature  and 
Term  Infants  According  to  Method  of  Anesthesia 

Method 

Total 

Births 

Number 

Still- 

births 

Neonatal 

Deaths 

Per  Cent 
Total  Loss 

Premature 

Encephalic 

174 

0 

12 

6.9 

Anatomic 

431 

5 

27 

7.4 

Total 

605 

5 

39 

7.3 

Term 

Encephalic 

2,962 

6 

1 

0.24 

Anatomic 

4,101 

7 

18 

0.61 

Total 

7,063 

13 

19 

0 . 45 

basically  different  types  of  anesthesia  and  anal- 
gesia, assignment  being  on  the  basis  of  the  last 
digits  in  their  history  numbers.  Here  again,  as 
shown  in  Table  VI,  there  is  no  significant  differ- 
ence in  the  infant  loss  rate. 

These  results  are  rather  surprising  and  some- 
what contrary  to  current  obstetric  thinking.  It 
must  be  realized  that  the  anesthesia  and  patient 
supervision  in  this  study  were  of  the  highest 


Fig.  5.  Total  death  rate  for  term  and  premature 
infants  according  to  method  of  administration  of 
anesthesia. 


TABLE  IV. — Total  Death  Rate  op  Premature  Infants 
by  Specified  Birth  Weight  According  to  Method  op 
Anesthesia 


Method 

Total 

Births 

Number 

Still- 

births 

Neonatal 

Deaths 

Per  Cent 
Total  Loss 

1,000  to  1,999 
Gm. 

Encephalic 

41 

0 

7 

17.1 

Anatomic 

134 

3 

24 

20.1 

Total 

175 

3 

31 

19.4 

2.000  to 2, 499 
Gm. 

Encephalic 

133 

0 

5 

3.8 

Anatomic 

297 

2 

3 

1 .7 

Total 

430 

2 

8 

2.3 

Total  premature 
Encephalic  174 

0 

12 

6.9 

Anatomic 

431 

5 

27 

7.4 

Total 

605 

5 

39 

7.3 

order.  Although,  from  the  patient  standpoint, 
the  over-all  pain  relief  was  excellent  or  good  80  per 
cent  of  the  time,  the  dosage  of  drugs  used  was 
never  excessive.  Furthermore,  extreme  care  was 


TABLE  V. — Total  Infant  Loss  for  Mothers  Delivered  by  Cesarean  Section  According  to  Method  of  Anesthesia 


Method 

Total 

Births 

Number 

Still- 

births 

Neonatal 

Deaths 

Per  Cent 
Total  Loss 

Premature 

Intravenous  and  inhalation 

14 

0 

3 

21  .4 

Caudal  and  spinal 

56 

0 

11 

19.6 

Combination 

19 

1 

2 

15.8 

Total 

89 

1 

16 

19.1 

Term 

Intravenous  and  inhalation 

33 

0 

0 

0 

Caudal  and  spinal 

196 

0 

3 

1.5 

Combination 

68 

0 

3 

4.4 

Total 

297 

0 

6 

2.0 

Total 

Intravenous  and  inhalation 

47 

0 

3 

6.4 

Caudal  and  spinal 

252 

0 

14 

5.6 

Combination 

87 

1 

5 

6.9 

Total 

386 

1 

22 

5.9 
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Fig.  6.  Total  death  rate  for  premature  infants  ac- 
cording to  method  of  administration  of  anesthesia. 


taken  at  all  times  to  provide  adequate  oxygena- 
tion, and  trained  personnel  were  always  alert 
for  possible  difficulties.  In  addition,  there  was 
twenty-four-hour  coverage  by  physician  anes- 
thetists. It  is  conceivable  that  the  above  results 
could  not  have  been  obtained  had  such  an  or- 
ganized team  not  been  available. 

Conclusions 

1.  There  is  a significant  difference  in  the  reac- 
tion of  both  term  and  premature  infants,  as 
determined  by  the  breathing  and  crying  times, 
according  to  whether  or  not  the  anesthetic  used 
crossed  the  placenta  in  appreciable  amounts. 

2.  The  infant  reaction  is  similarly  influenced 
by  marked  falls  in  maternal  blood  pressure. 

3.  Whether  or  not  the  anesthetic  crosses  the 
placenta  does  not  appear  to  influence  the  perinatal 
infant  loss,  either  for  normal  term  infants  or  those 
jeopardized  by  prematurity  or  cesarean  section. 

4.  These  results  could  probably  not  have  been 
obtained  had  not  a highly  skilled  team  of  physi- 
cian anesthesiologists  and  specially  qualified 
nurses  been  available  for  round-the-clock  service. 


Fig.  7.  Total  fetal  loss  in  386  cesarean  sections  ac- 
cording to  method  of  administration  of  anesthesia. 


TABLE  VI. — Fetal  Loss  per  1,000  Total  Fcll-term 
Births  for  Each  Study  Group0 


Hospital  and  Study  Group 

Total 

Births 

Still- 

births 

Neonatal 

Deaths 

Hopkins  and  Sinai 

1,489  (3.3) 

2(1.3) 

3 (2 . 0) 

Johns  Hopkins 

1,041  (2.0) 

1 (1.0) 

1 (1  0) 

Sedation 

Inhalation 

291 

Intravenous 

195 

Terminal  block 

204 

Psychoanalgesia 

139 

Continuous  conduction 

212 

i*> 

ic 

Sinai 

448  (6.7) 

1 (2.2) 

2 (4.5) 

Sedation 

Terminal  block 

234 

Id 

2« 

Inhalation  and  intra- 
venous 

112 

Continuous  conduction 

102 

“ Numbers  in  parentheses  indicate  infant  mortality  per 
1 ,000  total  births. 

i>  Anoxia  due  to  shoulder  dystocia. 
c Anoxia  due  to  massive  hemorrhage  into  lungs, 
d Anoxia  due  to  placenta  separation. 

e One  infant  died  on  eighth  day,  no  diagnosis  given.  The 
other  died  of  bronchial  pneumonia,  interstitial  pulmonary 
emphysema  and  edema,  and  hemorrhage  of  the  brain. 
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RECENT  FETAL  MORTALITY  IN  CESAREAN  SECTION— 

THE  OBSTETRIC  VIEWPOINT 

Robert  Landesman,  M.D.,  New  York  City 

( From  the  Departments  of  Obstetrics  and  Gynecology  of  the  Cornell  University  Medical  College  and  the  New  York 
Lying-In  Hospital) 


DURING  the  past  three  years  a vigorous 
effort  has  been  in  progress  to  reduce  fur- 
ther the  perinatal  fetal  mortality  by  interrupting 
pregnancy  in  the  interest  of  the  baby.  Following 
viability  in  the  presence  of  certain  complications 
which  endanger  the  life  of  the  infant,  the  gravid- 
ity may  be  terminated  by  induction  of  labor  or 
cesarean  section.  Our  experience  to  further  this 
cause  at  the  New  York  Lying-In  Hospital  in  1950, 
1951,  and  1952  with  the  abdominal  operation  will 
be  detailed  in  this  report.  Prior  to  this  period 
new  policies  were  formulated  which  we  may 
now  evaluate.  In  order  to  control  associated 
maternal  disease  after  viability,  special  clinics 
for  diabetes  and  hypertension  are  attended  at 
present.  Antepartum  bleeding  requires  early 
hospitalization  and  accurate  diagnosis.  In- 
dividual nursing  care  during  the  complete  course 
of  labor  and  the  rapid  use  of  vaginal  instead  of 
rectal  examination  has  permitted  early  recogni- 
tion of  obstetric  complications.  The  cesarean 
section  may  begin  safely  within  several  minutes 
after  a decision  to  operate  has  been  made. 
Operating  room  nursing  staff  and  anesthetist  are 
available  on  the  premises  twenty-four  hours  a 
day.  A review  of  our  fetal  results  in  cesarean 
section  will  give  some  idea  whether  our  present 
broadening  of  indications  for  section,  our  in- 
creased section  rate,  and  earlier  intervention  have 
resulted  in  a higher  infant  survival  under  the 
diverse  categories  to  be  presented. 

In  this  study  all  sections  are  included  in  which 
the  infant  weighed  1,500  Gm.  or  over.  How- 
ever, for  the  last  two  years  because  of  the  in- 
creasing survival  rate  in  the  immature  group, 
infants  down  to  500  Gm.  have  also  been  tabu- 
lated. Table  I compares  the  total  clinic  and 
section  infant  mortality  of  the  recent  three-year 
period  (1950  to  1952)  with  the  data  of  former 
years.  The  incidence  of  section  is  now  approxi- 
mately 50  per  cent  greater  than  in  the  earlier 
years  of  the  clinic.1  Both  total  clinic  and  section 
infant  mortality  have  gradually  decreased.  A 
fairly  constant  relationship  exists  between  these 
two  figures.  The  section  infant  fatality  still  re- 
mains twice  the  total  clinic  figure.  Both  prema- 
ture and  full-term  infant  mortality  have  shown 
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TABLE  I. — Total  Clinic  and  Section  Infant  Mortality 


1933  to 
1938 

1939  to 
1943 

1944  to 
1949 

1950  to 
1952 

Total  clinic 

3.9% 

3.2% 

2.2% 

2.4% 

Total  section 

9.5% 

8.3% 

6 3% 

5.3% 

Premature  section 

34 

35 

95 

72 

Infant  deaths 

50% 

40% 

22.1% 

19.4% 

Full-term  section 

462 

399 

809 

495 

Infant  deaths 

6.5% 

5.5% 

4.4% 

3.2% 

gradual  improvement,  the  former  more  than  the 
latter.  Complete  analysis  of  the  indications  and 
causes  of  the  infant  deaths  will  shed  further  light 
on  this  subject. 

Premature  separation  during  this  recent  period 
again1  remains  the  most  important  and  frequent 
indication  associated  with  fetal  death  (Table  II). 
During  the  three-year  period  under  study  125  cases 
of  placental  separation  occurred  with  20  deaths  or 
16  per  cent  fetal  mortality.  Thirty-three  of  this 
group  were  delivered  by  the  abdominal  route  with 
an  infant  death  rate  of  seven  (21.2  per  cent)  who 
had  succumbed  prior  to  the  operation.  In  26  in- 
stances abdominal  delivery  was  chosen  as  the 
most  rapid  method  to  extract  a living  infant  be- 
fore further  advancement  of  the  separation 
process.  However,  in  the  more  extensive  cases, 
with  large  blood  loss  ranging  from  200  to  2,000  cc., 
the  operation  was  performed  for  maternal  safety. 
Shock  or  impending  shock  or  overt  blood  loss 
made  section  imperative.  The  operation  during 
these  last  years  was  performed  earlier,  and  in 
a larger  number  of  instances  a living  infant  has 
resulted.  This  is  shown  clearly  by  the  increased 
fetal  survival  from  50  per  cent  in  earlier  series 
(1932  to  1949)  to  79  per  cent  (1950  to  1952). 

Only  one  fetal  death  was  associated  with 
placenta  previa  (Table  II).  Bleeding  was  the 
indication  for  abdominal  intervention,  even 
though  the  fetus  was  dead  prior  to  the  operation. 
Section  for  placenta  previa  has  shown  continued 
improvement  over  the  years. 

An  unusual  fetal  death  resulted  from  the  shock 
associated  with  the  torsion  of  the  small  bowTel 
mesentery.  Laparotomy  was  performed  for 
removal  of  terminal  ileum  and  eecum.  As  an 
incidental  procedure  a dead  infant  was  evacuated 
by  section.  The  fetus  presumably  succumbed 
from  the  initial  shock  associated  with  stran- 
gulated gangrenous  bowel. 

Five  in  a group  of  46  infants  died  when  the 
primary  and  immediate  indication  was  fetal 
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TABLE  II. — Indications  and  Fetal  Mortality  (1950  to  1952) 


Number 

Fetal 

Deaths 

Fetal 

Defects 

Corrected 
Mortality 
(Per  Cent) 

Maternal 

Premature  separation 

:i:i 

7 

0 

212 

Placenta  previa 

35 

1 

0 

2.9 

Bowel  gangrene 

1 

1 

0 

100.0 

Fetal 

Fetal  distress 

46 

5 

1 

8.7 

Prolapsed  cord 

7 

2 

0 

28.6 

Diabetes 

24 

5 

2 

13  0 

Toxemia 

20 

3 

0 

15.0 

Mechanical  dystocia 

Elderly  primipara 

94 

2 

1 

1 1 

Previous  section 

150 

2 

2 

0 0 

Cephalopelvic  disproportion 

140 

1 

0 

0,7 

Cervical  dystocia 

2 

1 

0 

50  0 

Others 

15 

0 

0 

0.0 

Total 

567 

30 

6 

distress  (Table  II).  This  was  demonstrated 
when  the  fetal  heart  dropped  to  a rate  below  110 
per  minute  between  uterine  contractions  and 
usually  ranged  from  80  to  100.  In  many 
instances  a large  amount  of  meconium  suddenly 
exuded  from  the  vagina.  Of  the  five  with  dead 
infants  all  fetal  distress  occurred  during  the  first 
stage  of  labor,  and  four  were  in  postmature 
infants  (from  forty-two  to  forty-four  weeks). 
Two  were  associated  with  severe  pre-eclampsia, 
and  two  followed  failed  forceps  and  evident  dis- 
proportion. Fetal  distress  in  one  instance  was 
related  to  a congenital  anomaly  incompatible  with 
life. 

Prolapse  of  the  cord  continues  to  be  a dangerous 
complication,  and  in  the  three-year  period  two 
sections  out  of  seven  for  this  indication  resulted  in 
dead  infants.  In  one,  although  the  infant  was  of 
good  size,  a thirty-minute  interval  was  required 
from  the  initial  recognition  of  prolapse  to  the 
birth  of  the  infant.  A few  gasps  was  all  that 
could  be  achieved  by  the  infant.  The  second 
infant  weighed  1,000  Gm.  at  thirty  weeks  and  was 
associated  with  a transverse  presentation. 

The  total  fetal  mortality  of  60  diabetic  mothers 
in  the  period  1950  to  1952  was  16.0  per  cent. 
According  to  the  present  clinic  criteria,2  24 
diabetic  mothers  required  cesarean  section.  Five 
deaths  resulted,  representing  an  infant  mortality 
of  21  per  cent.  All  infant  deaths  associated  with 
the  abdominal  operation  were  neonatal  deaths 
during  the  first  four  days  of  life.  Two  infants 
had  serious  congenital  anomalies,  which  lowers 
the  corrected  infant  mortality  to  13  per  cent 
(Table  II).  Three  were  below  2,000  Gm.,  and 
all  these  were  associated  with  toxemia.  All 
sections  were  performed  under  local  anesthesia 
with  only  two  to  four  minutes  of  Pentothal  prior 
to  delivery  of  the  infant. 

Few  sections  were  performed  for  toxemia. 
Twins  weighing  1,000  Gm.  each  were  delivered  in 
the  twenty-eighth  week  because  of  severe 
oliguria  and  a 1,530-Gm.  male  was  born  by 
section  in  the  thirty-second  week  for  fulminating 


TABLE  III. — Anesthesia  fob  Section  (1950  to  1952) 


Infant  Deaths  Total 

Local  and  Pentothal  or  gas-oxygen- 

ether 

14 

379 

Nitrous  oxide,  oxygen,  ether 

9 

114 

Cyclopropane 

1 

1 

Intravenous  alcohol 

1 

1 

Caudal 

1 

1 

Spinal 

0 

11 

Pentothal 

4 

60 

Total 

30 

567 

severe  pre-eclampsia.  All  three  infants  died  in  the 
first  twenty-four  hours.  Obvious  prematurity  was 
the  important  factor.  All  three  showed  pul- 
monary hyaline  membranes  at  autopsy. 

In  the  large  group  of  operations  associated  with 
some  mechanical  obstetric  difficulty  six  fetal 
deaths  (1.6  per  cent)  occurred  in  386  sections 
(Table  II).  Two  are  found  under  the  category  of 
elderly  primipara.  One  infant  had  extensive 
fetal  anomalies,  and  the  other  was  a macerated 
deadborn.  The  presence  of  the  fetal  heart  tones 
was  equivocal  prior  to  the  operation  and  thus 
prompted  intervention.  In  the  previous  section 
group  two  infants  died  of  congenital  anomalies. 
One,  an  anencephaly,  was  known  prior  to  the 
procedure.  Among  the  group  with  cephalopelvic 
disproportion  one  infant  was  born  macerated,  and 
again  the  fetal  heart  was  questionable.  Finally 
cervical  dystocia  was  given  as  the  reason  for 
section  in  one  instance.  This  infant  showed 
evidence  of  intrauterine  infection  and  was  also 
deadborn,  being  the  only  case  in  this  series 
exhibiting  definite  infection.  Accordingly  in 
all  six  instances  the  baby  was  dead  at  the  time  of 
delivery  or  had  anomalies  not  compatible  with 
life. 

Anesthesia  in  the  majority  of  cases  included 
1 per  cent  procaine  infiltration  with  supple- 
mentary intravenous  Pentothal  or  nitrous  oxide 
and  ether  (Table  III) . The  local  infiltration  was 
continued  down  to  the  visceral  uterine  peri- 
toneum. Premedication  was  limited  to  0.0004 
Gm.  atropine  and  sometimes  100  mg.  of  demerol. 
Pentothal  intravenously  was  then  begun,  and  the 


2774 


ROBERT  LAXDESMAX 


| X.  V.  State  J.  M. 


TABLE  IV. — Cirfis  of  F ftal  Deaths  1950  to  1952 


Number  of  Deaths 

Fetal  defects 

6 

Diabetes 

3 

C a-uses  unknown 

3 

Premaruritv — h valine  membrane 

3 

Atelectasis 

1 

Vienne  infection 

1 

Anesthesia 

1 

Asphyxia 

Placental  separation 

7 

Prolapse  of  cord 

Trauma 

Intracranial  hemorrhaae 

I 

Failed  forceps 

1 

Maternal  shock 

1 

average  duration  from  onset  of  administration  to 
the  birth  of  the  infant  was  4.2  minutes.  A 
smaller  group  of  obstetricians  preferred  nitrous 
oxide,  oxygen,  and  ether.  These  inhalation 
agents  were  begun  after  complete  preparation  and 
draping  of  the  patient.  Premedication  included 
only  0.0004  Gm.  of  atropine.  Average  induction 
time  was  six  minutes,  and  seven  more  minutes 
were  required  prior  to  the  delivery  of  the  infant. 
Pentothal  was  used  alone  in  four  cases:  because  of 
the  rapid  effect  on  the  infant,  delivery  must  be 
completed  within  eight  minutes.  One  case  each 
was  delivered  by  cyclopropane,  caudal,  and 
intravenous  ethyl  alcohol.  In  one  instance 
anesthesia  was  the  important  factor  in  fetal 
death.  Gas-oxygen-ether  was  begun  for  forceps 
delivery.  This  was  unsuccessful  and  was 
followed  by  section.  Forty-six  minutes  of 
general  anesthesia  were  used  prior  to  birth.  For 
another  patient  cyclopropane  was  administered 
in  the  case  of  bowel  strangulation:  the  infant  was 
delivered  after  sixty  minutes  of  anesthesia,  but 
this  infant  was  known  to  be  dead  prior  to  the 
operation. 

From  a survey  of  all  the  clinical  data  and  the 
autopsy  findings  the  significant  factors  in  the 
fetal  deaths  are  listed  (Table  IV).  Only  four  of 
the  parents  refused  postmortem  examination. 
Congenital  anomalies  were  a frequent  cause  of 
death.  Two  of  the  six  had  aneneephaly  which 
may  have  been  recognized  prior  to  operation. 
The  large  heart  massive  edema,  initial  difficulty 
with  respiration,  and  the  fatty  changes  in  the 
viscera  characterized  the  diabetic  fetus.  Hyaline 
membranes  in  the  pulmonary  alveoli  were  evident 
in  the  three  neonatal  toxemia  deaths;  the  small 
size  of  the  infants  was  the  more  important  factor. 
Intrauterine  infection  was  the  cause  of  death  in 
one  patient  with  cervical  dystocia  and  prolonged 
rupture  of  the  membranes.  Xo  antimicrobial 
agents  were  administered.  General  inhalation 
anesthesia  with  nitrous  oxide,  oxygen,  and  ether 
for  forty-six  minutes  prior  to  delivery  occurred 
in  one  instance.  Maternal  shock  was  related  to 
gangrene  of  the  bowel  with  toraon  of  the  small 
bowel  mesentery.  In  the  case  of  three  infants 


TABLE  V. — Size  of  Infants  in  Fetal  Mobtalitt  1950  to 
19521 

Deadbora  Neonatal 

Immature — 500  to  1.499  Gm.  2 4 

Premature — 1 ,500  to  2.499  Gm.  3 5 

Term — 2.500  Gm.  and  over  12  4 


no  real  reason  could  be  found  to  explain  the 
fatality  either  in  the  autopsy  or  the  clinical 
course.  These  three  sections  were  performed  for 
fetal  distress,  disproportion,  and  elderly  primi- 
p»ra. 

Six  infants,  weighing  under  1.500  Gm..  were 
delivered  by  section  (Table  V).  Two  of  the  four 
neonatal  deaths  were  twins,  each  weighing 
1.000  Gm.  They  lived  for  ten  hours  and  were 
delivered  when  a primipara  developed  severe  pre- 
eclampsia and  anuria.  The  remaining  two  had 
diabetic  mothers  who  had  complicating  renal 
involvement  and  diabetic  retinopathy.  The 
eight  infants  in  the  middle  weight  group  1,500  to 
2.499  Gm.)  had  five  neonatal  deaths,  three  of 
which  were  serious  congenital  anomalies,  on3 
associated  with  maternal  diabetes  and  another 
with  severe  pre-eclamprsia.  It  is  extremely  un- 
likely that  any  of  these  infants  in  the  two  smaller 
weight  groups  would  have  been  salvaged  under 
the  complicating  circumstances.  Among  the 
full-term  infants  four  neonatal  deaths  occurred. 
Two  were  congenital  defectives:  one  was  asso- 
ciated with  diabetes  and  intracranial  hemorrhage. 
The  fourth  was  complicated  by  a prolapsed  cord. 
If  more  rapid  delivery  was  effected,  this  infant 
may  have  survived.  All  the  deadbom  in  this 
group  were  dead  prior  to  surgery. 

Comment 

Since  our  initial  repx>rt  on  the  data  concerning 
fetal  mortality  in  section  at  the  Xew  York  Lying- 
In  Hospital,  there  have  been  certain  definite  signs 
of  improvement.  The  fetal  mortality  in  section 
has  decreased  from  7.7  pier  cent  in  1,834  operations 
(1933  to  1949 1 to  5.3  per  cent  in  567  operations 
1950  to  1952).  This  is  a one-third  reduction  in 
fetal  mortality  despite  the  fact  that  during  the 
last  two  years  we  have  included  infants  who 
weighed  500  Gm.  or  more.  Recently  Studdiford 
and  Decker*  have  reported  a section  infant 
mortality  of  S.S  per  cent  at  Bellevue  Hospital  in 
the  period  1942  to  1951.  Diddle*  and  Hubei4 
also  found  uncorrected  fetal  mortalities  of  1 1-5  per 
cent  and  4.6  per  cent,  respectively.  The  reasons 
for  this  dramatic  improvement  at  the  Xew  York 
Lying-In  Hospital  become  quite  clear  if  we  refer 
to  Table  VI.  In  the  p»ast  three  years  there  has 
been  a reduction  in  fetal  loss  from  the  bleeding 
complications  of  premature  separation  and 
placenta  previa.  The  fetal  salvage  in  abruptio 
has  been  related  to  a spieedier  decision  to  section 
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TABLE  VI.- — Comparative  Fetal  Loss  in  Section 


^ Per  Cent 

1933  to  1919 

Fetal  Loss * 

1950  to  1952 

Premature  separation 

50 

21.2 

Placenta  previa 

9 

2.9 

Prolonged  labor 

10 

0.0 

Rupture  of  the  uterus 

50 

0.0 

Diabetes 

15.4 

13.0 

Fetal  distress 

8 1 

8.7 

when  the  earliest  signs  develop.  On  the  other 
hand,  placenta  previa  is  recognized  earlier,  and 
bed  rest  with  watchful  waiting  to  maturation  of 
the  infant  has  been  standard  clinic  policy.  The 
established  fact  that  the  first  episode  of  bleeding 
is  mild  and  that  the  pregnancy  may  continue  for 
many  weeks  thereafter  has  further  increased  our 
survival  rate.  Prolonged  labor  prior  to  section 
has  been  absent  for  the  past  three  years. 
Rupture  of  the  uterus  prior  to  delivery  likewise 
has  not  occurred.  This  is  all  the  more  significant 
when  it  is  remembered  that  one  third  of  our 
previous  sections  delivered  via  the  vagina.6  The 
frequency  of  the  low  flap  section  (80  per  cent  of 
the  total),  with  its  rare  incidence  of  complete 
rupture  and  fetal  loss,  may  very  well  be  the 
important  factor. 

Although  there  has  been  gradual  increase  in 
cesarean  section  for  the  diabetic  mother,  the 
operation  itself  does  not  change  the  fetal  salvage 
statistically.  The  total  fetal  mortality  for 
diabetes  is  16  per  cent,  and  for  section  and 
diabetes  it  is  13  per  cent.  Although  some  infants 
have  been  saved  by  early  delivery,  others  have 
been  lost  by  the  added  factor  of  prematurity. 
The  diabetic  mothers  who  were  delivered  by 
section  had  a high  incidence  of  toxemia,  renal 
involvement,  and  congenital  malformation.  In 
the  past  three  years  the  diabetic  mother  has 
tended  more  than  almost  any  other  group  to 
raise  fetal  mortality  in  cesarean  section. 

Within  the  past  three  years  many  more  sections 
have  been  performed  for  fetal  distress,  manifested 
by  the  slowed,  irregular  fetal  heart  which  persists 
between  contractions  at  110  or  less  per  minute. 
Trendelenburg  position  and  oxygen  therapy  do 
not  change  the  slow  rate.  The  presence  of  a 
rapid  rate  of  170  to  190  or  the  passage  of  meco- 
nium are  not  sufficient  to  indicate  distress.  If  the 
fetal  heart  drops  to  70  or  50  per  minute  and  is 
grossly  irregular,  speed  is  essential  in  preparing 
for  the  section.  If  careful  auscultation  reveals 
no  heart  beat  immediately  prior  to  the  operation, 
then  the  procedure  should  be  abandoned.  If  the 
cervix  is  almost  fully  dilated,  the  vaginal  route 
may  be  the  faster  method  of  delivery.  At  times 
an  occult  prolapse  of  the  cord  or  a tight  cord 
complication  may  be  the  cause.  In  other 
instances  a strong  labor  in  the  face  of  dispro- 
portion appears  to  be  the  important  factor. 


These  patients  are  usually  in  the  first  stage  of 
labor,  and  careful  observation  is  the  all-important 
method  of  diagnosis.  The  fetal  mortality  is  high 
with  section  (8.7  per  cent),  but  we  believe  that  it 
would  be  far  higher  if  rapid  section  was  not 
utilized  to  effect  immediate  delivery. 

Review  of  the  present  series  indicates  clearly 
that  section  imposes  no  further  risk  to  the  infant. 
This  is  true  when  the  infant’s  life  is  not  in 
jeopardy.  All  the  indications  under  mechanical 
dystocia  have  an  extremely  low  fetal  mortality. 
There  is  no  clinical  or  experimental  evidence  to 
indicate  that  the  fetus  is  prepared  for  respiration 
by  the  process  of  labor  and  passage  through  the 
birth  canal.  In  this  series  our  former  conclusion 
is  confirmed1  that  in  mechanical  dystocia  there  is 
no  more  risk  to  the  fetus  than  in  a spontaneous 
vertex  delivery.  In  the  group  of  repeat  sections 
the  fetal  mortality  is  similarly  low.  We  believe 
that  a repeat  section  should  await  the  onset  of 
labor  to  avoid  the  pitfall  of  prematurity  and 
wrong  dates.  In  the  386  sections  for  mechanical 
dystocia  the  fetal  mortality  is  correctable  to  zero. 
This  clearly  demonstrates  that  the  cesarean 
operation  itself  (under  this  indication)  imposes 
no  additional  risk  to  the  infant. 

In  what  way  may  we  improve  our  fetal  results 
further  under  cesarean  section?  There  were 
three  instances  in  which  cesarean  section  was 
performed  after  death  of  the  infant.  Usually 
one  observer  heard  the  heart  tones,  and  several 
others  did  not.  One  case  each  was  performed  for 
disproportion,  elderly  primipara,  and  cervical 
dystocia.  It  is  exceedingly  unfair  to  the  mother 
to  perform  an  abdominal  operation  and  extract  a 
macerated  or  known  dead  fetus  except  in  the 
most  unusual  circumstances.  Because  of  the 
very  high  fetal  risk  following  section  on  infants 
under  1,000  Gm.,  the  maternal  life  must  not  be 
endangered  by  operative  intervention.  In  one 
instance  of  a prolapsed  cord  section  was  done,  and 
an  infant  under  1,000  Gm.  was  delivered;  fetal 
death  occurred  within  forty-eight  hours.  In 
another  instance  of  prolapsed  cord  speed  in 
recognition  and  rapid  section  might  very  well 
have  saved  a term  infant  from  death.  If  de- 
livery had  occurred  in  fifteen  instead  of  thirty 
minutes,  the  results  may  have  been  different. 
Prolonged  general  gas-oxygen-ether  anesthesia 
should  perhaps  have  been  avoided  prior  to  section 
in  an  instance  of  failed  forceps.  Two  cases  of 
anencephaly,  one  associated  with  fetal  distress 
and  another  with  repeat  section,  should  have 
escaped  the  abdominal  operation.  There  were 
thus  eight  sections  in  the  group  of  30  associated 
with  fetal  death  which  might  have  been  delivered 
vaginally  or  been  handled  in  a different  fashion 
to  achieve  a more  favorable  result. 

Our  preference  for  local  infiltration  anesthesia 
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is  based  on  a large  series  of  operations.  For  the 
infant  under  2.500  Gm.  it  offers  the  greatest 
possible  safety.  Pentothal  is  usually  given 
during  the  incision  into  the  uterus  and  extraction 
of  the  infant.  In  cases  where  great  speed  is 
necessary,  i.e.,  fetal  distress,  prolapsed  cord,  and 
placental  separation,  general  anesthesia  is 
preferred  in  our  clinic.  Nitrous  oxide,  oxygen, 
and  ether  are  given,  and  the  time  is  noted  follow- 
ing induction.  The  infant  should  be  delivered  in 
less  than  eight  minutes  after  induction.  Al- 
though spinal  anesthesia  is  the  method  of  choice 
in  many  large  clinics, ">s  the  increased  number  of 
reports  associated  with  maternal  and  infant 
deaths  has  confirmed  our  opinion  that  it  is 
associated  with  considerable  danger.  The  sudden 
cessation  of  respirations  occurs  when  the  an- 
esthesia rises  in  the  spinal  canal  to  a high  level. 
Rapid  drops  in  blood  pressure  are  common  with 
spinal  anesthesia  and  are  exceedingly  precarious 
to  the  unborn  infant.  Pressor  agents  and  con- 
tinued vigilance  are  imperative. 

The  recent  advancements  in  induction  of  labor, 
particularly  with  the  use  of  Pitocin,  have  helped 
reduce  section  fetal  mortality.  X-ray  diagnosis 
is  an  additional  important  method  for  the 
recognition  of  congenital  anomalies  and  confirms 
the  presence  of  a dead  infant.  Infants  under 
1.500  Gm.,  where  the  potential  outlook  has  been 
poor,  have  been  delivered  without  difficulty  via 
the  vagina.  It  is  by  the  induction  of  p re  viable, 
congenitally  abnormal,  and  dead  infants  that 
further  elimination  of  fetal  mortality  in  section 
will  be  made  in  the  near  future. 

Conclusions 

1.  In  the  past  three  years  (1950  to  1952)  there 
has  been  a considerable  reduction  in  fetal  mortal- 


ity in  cesarean  section  at  the  New  York  Lying- 
In  Hospital. 

2.  This  has  been  related  in  part  to  earlier 
section  in  premature  separation  and  more  con- 
servative management  of  placenta  previa,  with- 
holding operation  to  maximum  maturity. 

3.  Rupture  of  the  uterus  and  prolonged  labor 
have  not  been  present  during  1950  to  1952. 

4.  Maximum  speed  is  essential  in  the  prepara- 
tion for  operation  in  fetal  distress,  prolapse  of  the 
cord,  and  separation  of  the  placenta. 

5.  A section  for  mechanical  dystocia,  which 
includes  c-ephalopelvic  disproportion,  repeat 
section,  elderly  primipara.  and  abnormal  presenta- 
tion, is  of  no  further  risk  to  the  infant  than  a 
simple  vertex  vaginal  delivery. 

6.  Section  for  maternal  diabetes  is  associated 
with  a substantial  fetal  risk,  related  to  the 
severity  of  the  disease  and  its  complications. 

7.  Section  for  fetal  distress  indicates  an  infant 
fatality  rate  twice  that  of  the  average  section  and 
four  times  that  of  the  average  vaginal  delivery. 

8.  Section  infant  mortality  may  be  improved 
by  avoiding  operation  for  dead  infants  when  no 
maternal  indication  is  evident,  for  infants  under 
1,000  Gm.,  and  when  serious  congenital  anomalies 
are  present. 

9.  Local  procaine  infiltration  remains  the 
safest  form  of  anesthesia  for  section. 
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FETAL  SALVAGE  IN  CESAREAN  SECTION— 

THE  PEDIATRIC  VIEWPOINT 

David  M.  Little,  Jr.,  M.D.,  New  Haven,  Connecticut 

(From  the  Section  on  Anesthesiology,  Yale  University  School  of  Medicine,  and  the  Department  of  Anesthesiology, 
Grace- Xew  Haven  Community  Hospital ) 


FETAL  salvage  has  now  emerged  as  the  obstet- 
ric challenge  of  the  day.  The  burdens  of 
the  achievement  that  have  made  maternal  sal- 
vage a distinct  reality  have  been  borne  in  large 
measure  by  the  obstetrician  alone,  but  in  the  res- 
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olution  of  the  more  complex  problems  of  fetal 
salvage  he  may  rightfully  expect  the  assistance 
of  his  colleagues,  the  anesthesiologist  and  the 
pediatrician.  While  fetal  mortality  rates  have 
decreased  in  a most  gratifying  manner,  the  death 
rate  associated  with  birth  and  the  immediate 
neonatal  period  has  shown  no  such  striking  im- 
provement. In  the  state  of  Connecticut,  for 
example,  the  over-all  infant  mortality  rate  during 
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the  first  year  of  life  has  fallen  from  171.8  per 

1,000  live  births  in  1900  to  20.8  per  1,000  live 
births  in  1951.  The  neonatal  mortality  for  the 
first  week  of  life,  however,  still  is  71.6  per  cent  of 
the  total  mortality  for  the  entire  first  year,  and 
the  mortality  during  the  first  day  of  life  remains 
40.1  per  cent  of  the  total  mortality  of  the  first 
year.1  These  figures  suggest  that  the  process  of 
birth  is  in  truth  the  most  dangerous  event  of  hu- 
man life,  and  the  attainment  of  a greater  fetal 
salvage  must  include  not  only  the  safe  delivery  of 
the  infant,  but,  in  addition,  safe  conduct  through 
the  perilous  first  few  hours  of  life. 

This  would  appear  to  be  particularly  true  in 
relation  to  cesarean  section.  Opinion  remains 
divided  as  to  the  exact  role  played  by  cesarean 
section  as  a causative  factor  in  the  produc- 
tion of  fetal  mortality.  One  school  of  thought 
has  pointed  to  the  greatly  increased  fetal 
mortality  rate  associated  with  cesarean  sec- 
tion as  compared  with  that  pertaining  for  deliv- 
ery from  below. 

In  a significant  review  of  the  cesarean  sections 
in  Detroit  for  the  years  of  1947  to  1950,  Mack2 
found  that  the  infant  death  rate  was  65  per 

1,000  cesarean  sections  as  compared  to  23  per 

1,000  live  births  of  all  types  during  that 
period.  The  greatest  percentage  of  fetal  deaths 
was  associated  with  cesarean  sections  per- 
formed for  antenatal  hemorrhage  and  thus  was  as 
much  a reflection  of  the  pathologic  process  in- 
volved as  of  the  act  of  cesarean  section  itself. 
The  study  was  further  extended,  therefore,  to 
consider  only  those  elective  cesarean  sections 
which  were  uncomplicated  by  intercurrent  pathol- 
ogy. This  analysis  revealed  that  the  fetal  mor- 
tality rate  following  elective  cesarean  section  was 
31  per  1,000  sections  or  substantially  greater 
than  the  average  over-all  infant  death  rate  of 
23  per  1,000  live  births  pertaining  for  those  years. 
It  was  concluded  that  cesarean  section,  even 
under  ideal  conditions,  possessed  an  inherent  risk 
for  the  fetus  not  shared  by  vaginal  delivery. 

On  the  other  hand,  there  is  a quite  divergent 
view  which  questions  the  propriety  of  avoiding 
cesarean  section  in  the  firm  belief  that  the  pendu- 
lum can,  and  has,  swung  too  far.  It  is  pointed 
out  that  cesarean  section  may  well  offer  the  in- 
fant a better  chance  for  survival  than  a difficult 
forceps  delivery  or  vaginal  birth  following  a devas- 
tating antepartum  hemorrhage.  It  is  stressed 
that  opposition  to  cesarean  section  is  today  too 
often  based  upon  statistics  collected  before  the 
advent  of  antibiotics,  blood  banks,  versatile  an- 
esthesia, and  improved  operative  technics.3 

Whatever  the  ultimate  conclusion  of  this  con- 
troversy, it  would  appear  to  be  a problem  that 
must  be  resolved  among  the  obstetricians  them- 
selves. In  the  meantime  the  anesthesiologist  and 


the  pediatrician  must  bend  their  efforts  toward 
aiding  in  the  salvage  of  a live  infant. 

Resuscitation  of  the  Newborn  Infant 

When  asphyxia  neonatorum  occurs  in  the  infant 
delivered  by  cesarean  section,  fetal  salvage  be- 
comes entirely  dependent  upon  the  alacrity  and 
effectiveness  of  the  application  of  resuscitative 
measures.  Such  resuscitative  procedures  must 
be  directed  at  correcting  the  fundamental  physio- 
pathologic  change,  anoxia,  and  at  overcoming 
the  primary  pathologic  lesion,  atelectasis.  The 
methods  employed  in  the  resuscitation  of  the 
newborn  have  now  become  well  defined  and,  to  a 
great  extent,  standardized.4 

Rational  resuscitation  in  asphyxia  neonatorum 
must  consist  first  of  the  establishment  and  main- 
tenance of  a patent  airway  by  thorough  aspira- 
tion of  the  upper  respiratory  tract,  including  as- 
piration and  intubation  of  the  trachea  if  neces- 
sary. Extremely  gentle  external  stimulation  may 
be  applied  next  in  an  attempt  to  stimulate  the 
respiratory  center  with  afferent  impulses.  This 
may  be  accomplished  best  by  gentle  cutaneous 
friction  and  passive  movements  of  the  extremi- 
ties. The  barbaric  methods  of  manhandling  the 
asphyxiated  infant  employed  in  the  past  no  longer 
can  be  condoned. 

Oxygen  must  then  be  administered  immedi- 
ately, for  the  oxygen  content  of  the  fetal  blood  is 
reduced  to  extremely  low  levels  in  severe  asphyxia 
neonatorum.  Indeed,  the  introduction  of  oxy- 
gen into  the  circulating  blood  of  the  newborn  con- 
stitutes the  one  urgent  indication  in  the  therapy. 
The  use  of  carbon  dioxide  in  conjunction  with 
the  administration  of  oxygen  is  mentioned  only  in 
order  to  condemn  the  procedure. 

Carbon  dioxide  admittedly  may  be  of  real  value 
as  a stimulant  to  depressed  respirations  during 
the  neonatal  period  after  spontaneous  respiration 
is  established  and  the  depressed  respiratory  center 
has  become  functional,  but  its  use  cannot  be 
justified  in  asphyxia  neonatorum  in  view  of  the 
already  high  levels  of  carbon  dioxide  in  the  infant, 
the  lack  of  correlation  between  the  carbon  dioxide 
tension  and  the  onset  of  spontaneous  respirations 
in  the  newborn,  and  the  fact  that  under  condi- 
tions of  anoxia  the  respiratory  center  undergoes 
a “reversal”  in  so  far  as  its  response  to  carbon 
dioxide  is  concerned  and  even  low  concentrations 
of  that  agent  may  be  depressant. 

The  use  of  stimulatory  drugs  is  also  mentioned 
only  for  purposes  of  condemnation  since  these 
drugs  produce  high  degrees  of  cerebral  functional 
activity  and  hence  high  levels  of  cerebral  oxygen 
uptake,  raising  the  demand  for  oxygen  beyond 
the  available  supply.  They  are  thus  capable 
of  doing  more  harm  than  good  and  should  not  be 
used. 
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Methods  of  Artificial  Respiration 

When  the  newborn  remains  apneic,  and  there- 
fore atelectatic,  the  fundamental  problem  in 
resuscitation  is  to  initiate  an  inspiratory  gasp  and 
expand  the  lungs.  In  the  past  every  known 
method  of  artificial  respiration  has  been  applied 
in  an  attempt  to  exert  sufficient  force  to  overcome 
the  resistance  of  the  atelectatic  lungs,  yet  none  of 
these  has  proved  to  be  an  infallible  solution  to  the 
problem.  DeLee  has  stated  that  “only  nature 
can  expand  the  alveoli,”  and  until  the  infant  gasps 
and  begins  the  expansion  of  its  lungs  spontane- 
ously, the  most  that  can  be  expected  of  any 
method  of  resuscitation  is  that  it  will  aid  in  main- 
taining oxygenation  and  life  and  in  expanding  the 
lungs  once  the  initial  gasp  has  occurred. 

Gastric  Insufflation  of  Oxygen. — The  gastric 
insufflation  of  oxygen  is  just  such  a technic.5 
On  the  basis  of  favorable  clinical  observations  in 
the  administration  of  oxygen  via  the  stomach 
in  attacks  of  apnea  in  prematures,  as  well  as  cases 
proved  by  autopsy  to  have  been  kept  alive  for 
hours  merely  by  the  absorption  of  oxygen  through 
the  mucous  membranes  of  the  stomach,  trachea, 
and  bronchi,  the  deliberate  gastric  insufflation 
of  oxygen  has  been  applied  in  the  asphyxiated 
newborn . The  method  facilitates  the  administra- 
tion of  oxygen  despite  apnea  and  insufficient 
respiration,  yet  it  is  technically  simple  and  with- 
out the  grave  risk  of  rupture  of  pulmonary  tissue. 

The  technic  originally  described  consisted  of 
the  passage  of  two  small,  soft  catheters  into  the 
ventricle  of  the  stomach,  oxygen  being  supplied 
through  one  at  the  brisk  flow  rate  of  3 to  4 L.  per 
minute,  the  second  serving  as  a safety  valve  to 
prevent  undue  distention  and  interference  with 
the  movements  of  the  diaphragm.  Within  a 
very  short  time  following  the  initiation  of  insuf- 
flation the  stomach  and  the  entire  small  intes- 
tine are  filled  with  gas.  It  has  been  estimated 
from  animal  experiments  that  approximately 
2.7  cc.  of  oxygen  per  minute  may  be  absorbed  in 
this  manner,  a small  amount  under  normal  con- 
ditions but  a very  considerable  driving  force  in 
the  steep  gradient  toward  the  depleted  tissues  in 
severe  asphyxia.  There  seems  to  be  little  doubt 
that  this  technic  can  affect  a considerable  amelio- 
ration of  the  vicious  cycle  of  anoxia  begetting 
anoxia  that  is  seen  in  severe  asphyxia  neona- 
torum. 

Two  minor  variations  in  the  technic  should  be 
noted.  First,  the  use  of  two  catheters  is  too 
bulky  a technic  and  should  be  replaced  by  the 
use  of  a single,  soft,  double-lumened  catheter, 
which  may  be  fashioned  by  suitable  cutting  and 
shaping  of  either  a Miller-Abbott  tube  or  a small 
Foley  catheter.  Second,  bj’  placing  an  oxygen 
mask  over  the  mouth  and  nose  high  oxygen  con- 


centrations will  be  available  immediately  in  the 
event  of  the  onset  of  spontaneous  respirations. 

At  the  present  time  the  full  value  of  the  gastric 
insufflation  of  oxygen  remains  indeterminable, 
but  the  results  obtained  clearly  warrant  further 
careful  investigation. 

Eledrophrenic  Respiration. — When  attempts 
are  made  to  expand  the  lungs  artificially,  pres- 
sures must  be  applied  which  are  greater  than  the 
cohesive  force  of  the  alveoli  and  the  elastic  pull  of 
the  lung  tissue.  Such  pressures  often  are  higher 
than  the  positive  pressure  that  can  be  applied 
safely  through  the  trachea  without  risk  of  gross 
pulmonary  damage.  Furthermore,  increased  in- 
trapulmonary  positive  pressure  must  be  recog- 
nized as  producing  a deleterious  effect  on  the  cir- 
culation by  a reduction  of  cardiac  output,  both 
from  decreased  venous  return  and  from  a direct 
tamponade  effect  upon  the  heart  itself. 

A far  more  physiologic  approach  to  the  problem 
is  contained  in  methods  which  increase  the  nega- 
tive intrathoracic  pressure.  The  use  of  respira- 
tors of  the  Drinker  type  has  been  attempted  but 
has  proved  unsuitable  for  thus  increasing  the  neg- 
ative intrathoracic  pressure.  In  the  face  of 
apnea  the  apparatus  is  usually  incapable  of  over- 
coming the  considerable  resistance  offered  to 
pulmonary  expansion  by  the  cohesion  of  the  al- 
veolar walls,  whereas  in  the  presence  of  spontan- 
eous respirations  it  becomes  impossible  to  regu- 
late the  rate  and  rhythm  of  the  respirator  to  the 
irregular  respirations  of  the  asphyxiated  infant. 

One  thoroughly  ingenious  solution  to  the  prob- 
lem has  been  the  use  of  the  electrophrenic  res- 
pirator.6 Intermittent  electrical  stimulation  of 
the  phrenic  nerve  serves  to  initiate  the  infant's 
own  neuromuscular  mechanism  for  respiration 
even  in  the  face  of  a “silent”  respiratory  center, 
producing  descent  of  the  diaphragm  and  inflation 
of  the  lungs.  This  method  will  effect  a tidal  ex- 
change that  is  proportional  to  the  peak  voltage  ap- 
plied; in  this  manner  oxygenation  may  be  main- 
tained adequately  at  the  same  time  that  pulmo- 
nary expansion  is  accomplished.  The  method  is 
thus  of  paramount  academic  importance  in  that 
it  provides  a means  by  which  the  newborn's 
lungs  can  be  artificially  expanded  by  the  physi- 
cian. However,  from  a frankly  practical  point 
of  view  it  would  be  unrealistic  to  expect  wide- 
spread utilization  of  so  cumbersome  and  difficult  a 
technic.  Furthermore,  it  should  be  noted  that 
although  the  technic  is  indeed  capable  of  expand- 
ing the  lungs  of  the  apneic  newborn,  this  is  by 
no  means  guaranteed  to  be  the  equivalent  of  in- 
itiating an  inspiratory  gasp. 

Augmented  Respiration. — A most  recent  addi- 
tion has  been  the  development  of  a so-called 
“servo  patient-cycled  respirator”  for  the  produc- 
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tion  of  “augmented  respirations.”7  This  tech- 
nic has  been  designed  as  therapy  in  cases  of  per- 
sisting atelectasis;  it  is  no  solution  to  the  enigma 
of  the  initiation  of  a spontaneous  respiratory 
gasp.  It  is,  in  essence,  a Drinker  type  of  appa- 
ratus constructed  to  amplify  spontaneous  res- 
pirations, however  irregular.  This  has  been 
achieved  with  a photoelectric  pickup  mechanism 
whereby  the  first  1 to  2 cc.  inhaled  at  the  very 
start  of  each  inspiration  moves  a light  mirror 
attached  to  the  flap  of  the  inspiratory  valve  and 
thus  causes  a light  beam  to  be  deflected  from  a 
photoelectric  cell.  The  resulting  electric  impulse 
is  then  amplified  to  trigger  the  machine  into  ac- 
tion. The  infant  thus  controls  the  machine 
through  its  own  feeble  respiratory  effort,  a prin- 
ciple of  respiratory  amplification  which  would 
appear  to  be  physiologically  sound. 

It  is  obvious  that  the  technic  is  as  yet  crude  and 
imperfectly  developed,  and,  in  addition,  it  has 
shown  no  ability  to  overcome  the  important  ob- 
stacle presented  by  hyaline  membrane  disease. 
It  has,  however,  produced  successful  and  even 
lifesaving  results. 

These  advances  in  the  field  of  resuscitation  pro- 
vide great  expectations  in  so  far  as  fetal  salvage  at 
the  immediate  moment  of  cesarean  section  is 
concerned..  There  remains  the  very  real  problem 
of  fetal  mortality  during  the  early  neonatal  pe- 
riod. 

Neonatal  Care 

Premedication. — It  has  frequently  been  stressed 
that  the  administration  of  either  premedication 
or  general  anesthesia  to  the  prospective  mother 
results  in  an  increased  incidence  of  asphyxia 
neonatorum.  The  inclination  has  been  toward 
the  omission  of  all  premedication  prior  to  cesarean 
section  and  the  performance  of  operation  itself 
under  some  form  of  conduction  anesthesia. 
There  are  now  suggestive  indications  that  this 
policy  may  not  be  in  the  best  interests  of  the  fetus 
in  all  instances.  Cesarean  section  under  such 
circumstances  frequently  produces  an  overactive 
fetus  who  will  respond  promptly  to  all  stimuli,  to 
the  extent  that  gasping  and  aspiration  may  occur 
the  moment  that  the  uterus  is  incised. 

There  is,  therefore,  a modicum  of  agitation  for 
a return  to  the  judicious  employment  of  premedi- 
cation so  that  the  fetus  is  mildly  depressed,  but 
easily  aroused,  at  the  time  of  delivery.  The 
use  of  a narcotic  agent  in  combination  with  some 
form  of  regional  anesthesia  has  seemed  preferable 
to  the  use  of  general  anesthesia  for  the  accom- 
plishment of  such  mild  depression  since  there  is 
now  available  a reliable  antagonist  to  narcotic 
action  in  the  form  of  N-allylnormorphine,  which, 
however,  is  not  effective  against  the  general  an- 
esthetic agents.  This  attractive  theory  may  fail 


to  stand  up  against  detailed  analysis,  but  it  does 
point  to  the  possibility  that  the  depressant  effects 
of  labor  and  passage  through  the  birth  canal  must 
be  partially  simulated  in  cesarean  section  if  fetal 
mortality  is  to  be  improved  in  a substantial  man- 
ner. 

Gastric  Aspiration  in  the  Newborn. — One  im- 
portant form  of  respiratory  difficulty  is  a syn- 
drome of  delayed  respiratory  distress  occurring 
in  the  newborn  some  minutes  to  hours  after  deliv- 
ery by  cesarean  section  and  after  the  initiation  of 
apparently  normal  respiratory  activity.  This  re- 
spiratory distress  is  of  an  obstructive  nature,  asso- 
ciated with  tachypnea,  dyspnea,  cyanosis,  and 
retraction  of  the  soft  parts  of  the  chest.  It  is 
generally  conceded  that  the  aspiration  of  amni- 
otic  fluid  into  the  trachea  at  or  before  birth  may 
account  for  signs  of  respiratory  distress  in  the 
immediate  neonatal  period,  but  it  seems  unlikely 
that  such  an  explanation  could  suffice  for  the  de- 
velopment of  respiratory  obstruction  several 
hours  following  birth.  Gellis,  White,  and  Pfeffer8 
have  compounded  the  intriguing  theory  that  if 
an  excessive  amount  of  amniotic  fluid  were  in- 
gested at  or  prior  to  delivery,  it  might  later  be 
regurgitated  and  aspirated,  thus  accounting  for 
the  late  onset  of  respiratory  embarrassment. 

Acting  on  the  supposition  that  these  hypotheses 
were,  in  fact,  valid,  Gellis,  White,  and  Pfeffer 
proceeded  to  apply  gastric  suction  at  birth  to  a 
small  series  of  newborn  infants  born  by  cesarean 
section  to  diabetic  mothers.  The  results  ob- 
tained were  impressive  despite  the  limited  size 
of  their  series. 

Gastric  aspiration  of  all  newborn  infants  born 
by  cesarean  section  was  adopted,  therefore,  as  a 
prophylactic  procedure  on  May  1,  1949,  and  a 
comparison  was  made  of  the  infant  mortality  rates 
for  the  twelve-month  period  prior  to  the  institu- 
tion of  the  technic  and  for  the  twelve-month  pe- 
riod following  its  routine  use.9  During  the  control 
period  225  cesarean  sections  were  performed  with 
a total  of  14  fetal  deaths,  a gross  fetal  mortality 
rate  of  6.2  per  cent  and  a corrected  fetal  mortal- 
ity rate  of  4.4  per  cent.  During  the  period  that 
gastric  suction  was  employed  as  a routine  technic, 
179  cesarean  sections  were  performed  with  a total 
of  six  fetal  deaths,  a gross  fetal  mortality  rate  of 
3.4  per  cent  and  a corrected  fetal  mortality  rate 
of  2.8  per  cent. 

The  results  of  this  study  would  appear  to  con- 
firm the  fact  that  the  volume  of  the  gastric  con- 
tents in  the  newborn  infant  may  indeed  be  suffi- 
ciently great  in  quantity  and  the  type  of  material 
may  be  sufficiently  tenacious  in  character  to 
produce  respiratory  distress  if  regurgitated  and 
aspirated  into  the  respiratory  tract.  The  series  is 
too  small  to  permit  any  conclusions  as  to  whether 
or  not  latent  respiratory  distress  does,  in  fact, 
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occur  by  the  mechanism  postulated  or  whether 
such  respirator}'  distress  may  be  prevented  by 
the  technic  of  gastric  aspiration.  However,  the 
fact  that  the  use  of  gastric  suction  coincided  with 
a 50  per  cent  reduction  in  both  the  gross  and  the 
corrected  fetal  mortality  rates  warrants  further 
evaluation  of  the  methods. 

The  Maintenance  of  Body  Warmth. — A heated 
environment  has  always  been  provided  through- 
out the  early  neonatal  period,  but  the  recent  con- 
cept that  heat  by  increasing  the  metabolism  of 
the  body  may  increase  shock  and  therefore  be 
contraindicated  in  the  presence  of  shock  is  begin- 
ning to  be  applied  to  the  problem  of  the  newborn 
infant.  Certainly  hypothermia  is  proving  an  in- 
valuable aid  in  lowering  the  metabolism  and 
therefore  the  oxygen  demand  in  certain  instances 
of  intracardiac  surgery,  and  it  is  worth  while 
noting  that  a decrease  in  body  temperature  has 
been  demonstrated  experimentally  to  be  an  im- 
portant factor  in  aiding  the  survival  of  anoxic 
newborn  puppies  and  rats.10  The  prevalent 
practice  of  providing  a heated  environment  during 
the  neonatal  period  may  be  due  for  revision. 

Humidification. — Humidification  has  long  been 
employed  in  the  treatment  of  laryngitis,  laryngo- 
traeheobronchitis,  and  similar  pulmonary  prob- 
lems in  infants  and  children,  but  its  application 
to  the  problem  of  the  newborn  is  of  more  recent  ori- 
gin. Yet  this  use  is  thoroughly  rational  in  view 
of  the  fact  that  one  is  dealing  with  an  organism 
acclimated  to  a wet  environment  and  suddenly 
thrust  into  a relatively  much  drier  atmosphere. 
Cold  steam  has  been  proved  to  avoid  some  of  the 
dangers  and  discomforts  of  hot  steam,  but  more 
recently  a detergent  aerosol  has  been  introduced 
which  bids  fair  to  replace  the  use  of  steam  alto- 
gether.11 Detergents  possess  the  invaluable  char- 
acteristics of  lowering  both  the  surface  and  the 
interfacial  tension,  reducing  viscosity,  and  lique- 
fying secretions  and  are  thus  of  real  benefit  in 
those  conditions  characterized  by  viseoid  secre- 
tions. The  alkylaryl  polyether  alcohol,  now 
known  as  “Alevaire,”  has  been  demonstrated  to 
be  comparatively  nontoxic,  and  the  viscid  secre- 
tions that  result  from  aspiration  into  the  lungs 
of  such  materials  as  amniotic  fluid  and  gastric 
contents  provide  a most  valuable  use  for  such  an 
aerosol  detergent.  “Alevaire”  may  be  nebulized 
with  oxygen  by  means  of  the  instrument  devised 
by  Miller12  or  by  homemade  nebulizers  such  as 


that  constructed  of  a Yaponefrin  plastic  nebu- 
lizer. The  results  obtained  are  often  truly  dra- 
matic; cyanotic  infants  with  labored,  difficult 
respirations  characterized  by  retractions  and 
rales  rapidly  improve  to  an  extraordinary  extent. 
Ravenel1*  has  suggested  the  routine  use  of  this 
simple  procedure  in  infants  born  by  cesarean  sec- 
tion. estimating  that  its  widespread  employment 
would  save  a substantial  proportion  of  the  28,000 
newborn  infants  who  die  each  year  in  the  United 
States  from  respirator}'  difficulties.  This  is  a 
strong  claim,  but  it  does  indicate  the  enthusiasm 
which  the  detergent  aerosol  has  evoked  in  some 
quarters  as  a means  of  reducing  fetal  mortality 
in  cesarean  section. 


Summary 

The  reduction  of  fetal  mortality  in  cesarean 
section  has  become  a major  obstetric  challenge. 
Toward  the  resolution  of  this  problem  attention 
has  been  drawn  to  recent  concepts  in  the  resusci- 
tation of  the  newborn,  particularly  the  gastric 
insufflation  of  oxygen,  elect rophrenic  respiration, 
and  “augmented  respirations”  by  a so-called 
“servo  patient-cycled  respirator.” 

The  importance  of  certain  problems  during  the 
early  neonatal  period  has  also  been  considered, 
including  the  relationship  of  premedication  prior 
to  cesarean  section,  gastric  aspiration  of  the  new- 
born, the  advisability  of  supplying  a heated  en- 
vironment, and  the  use  of  detergent  aerosols. 

The  attainment  of  a greater  fetal  salvage  in 
cesarean  section  will  in  large  measure  depend  not 
merely  upon  the  efforts  of  the  obstetrician  alone 
but  upon  the  teamwork  supplied  by  his  colleagues, 
the  pediatrician  and  the  anesthesiologist. 
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A philosopher  is  a person  who  knows  just  what  to  do — until  it  happens  to  him. — Hexrt 
Hasse 


PREMATURITY— THE  OBSTETRIC  VIEWPOINT 
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IN  THE  United  States  prenatal  mortality 
dropped  from  75  per  1,000  live  births  in 
1930  to  44  in  1949,  a decline  of  41  per  cent.  In 
the  same  period  maternal  mortality  decreased 
from  67  to  9 per  10,000  live  births,  an  exciting 
decline  of  87  per  cent.1  It  is  obvious  from  these 
figures  that  in  the  past  two  decades  success  in 
saving  maternal  lives  has  far  outstripped  success 
in  fetal  salvage.  Since  prematurity  is  a leading 
cause  of  stillbirths  and  is  also  responsible  for 
half  of  the  neonatal  deaths,  we  can  make  little 
further  improvement  in  the  fetal  picture  without 
obliterating  prematurity  or  salvaging  a vast  pro- 
portion of  the  premature  infants  we  currently 
lose.  Another  expression  of  the  magnitude  of  the 
problem  is  the  fact  that  in  this  country  60,000 
infants  born  alive  die  annually  from  prematurity. 
And  not  only  is  mortality  from  prematurity  a 
grave  matter  but  also  morbidity  in  terms  of  retro- 
lental  fibroplasia,  intracranial  hemorrhage,  and 
spasticity. 

According  to  the  figures  of  Bundesen  and  his 
Chicago  group,2  based  on  more  than  1,000,000 
births,  approximately  6.5  per  cent  of  newborn 
infants  weigh  less  than  2,500  Gm.  Is  there  any- 
thing we  can  now  do  to  lower  this  figure  materi- 
ally? Unfortunately,  the  answer  is  “no.” 

It  might  be  profitable  to  explore  in  this  dis- 
cussion the  possible  etiologic  factors.  Two  which 
seem  to  predispose  to  premature  delivery  are  age 
and  parity.  We  find  the  highest  incidence  of 
prematurity  in  the  primipara  under  twenty. 
Second,  it  is  more  common  in  Negroes  than  in 
whites.  Parenthetically,  one  majr  note  the 
fact  that  the  Negro  fetus  ordinarily  weighs  less 
per  unit  time  of  intrauterine  existence  than  the 
white.  The  white  newborn  weighs  approxi- 
mately 3,350  Gm.  at  full  term,  the  Negro  3,100 
Gm.  It  would  seem  accurate,  then,  to  reduce 
our  criterion  of  prematurity  in  the  Negro  to 
2,350  or  2,300  Gm.  instead  of  applying  the  white 
standard  of  2,500  Gm.  Despite  such  a reduction 
in  the  weight  criterion,  Negroes  would  still  have 
a higher  premature  incidence,  although  obviously 
not  nearly  so  great. 

A third  etiologic  factor  is  economic  status  and 
diet.  I mention  the  two  together  because  they 
are  so  inextricably  intertwined.  Study  after 
study  has  shown  that  the  favored,  prosperous  pri- 
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vate  patient  has  a far  lower  incidence  of  prema- 
turity than  her  underprivileged  sister.  In  1950 
Douglas3  in  an  English  study  observed  that  pre- 
mature labor  was  least  frequent  among  the  most 
prosperous  9 per  cent  of  his  population  sample. 
However,  there  was  no  difference,  according  to 
his  study,  among  the  remaining  91  per  cent,  no 
matter  how  he  divided  them.  Baird  of  Scot- 
land4 found  a 4 per  cent  premature  rate  among 
private  patients  in  contrast  to  an  8.4  per  cent  rate 
among  ward  patients. 

When  one  attempts  to  analyze  the  factor  of 
diet  alone,  the  evidence  is  quite  conflicting.  Dieck- 
mann’s  study5  of  patients  with  dietary  sup- 
plements of  calcium,  phosphorus,  iron,  and  vita- 
mins A and  D showed  no  improvement  in  prema- 
turity rate  over  the  unsupplemented  controls. 
Speert6  and  his  group  at  Columbia  studied  70 
mothers  who  had  just  given  birth  to  premature 
infants,  comparing  them  to  67  parturient  controls 
of  the  same  socioeconomic  group  who  went  to 
term.  In  this  study  expert  dietitians  interro- 
gated both  groups  and  found  that  there  was  no 
significant  difference  in  the  calculated  intake  of 
various  food  essentials.  The  total  intake  was 
within  70  calories  of  each  other,  protein  intake 
within  8 Gm.,  fat  4 Gm.,  and  carbohydrates  essen- 
tially the  same.  The  vitamin,  calcium,  and  iron 
intakes  of  the  two  groups  were  approximately 
identical.  The  only  mildly  significant  difference 
was  the  lessened  vitamin  A intake  of  mothers  who 
gave  birth  to  prematures,  but  this  was  still  in 
excess  of  the  minimum  amount  recommended  for 
pregnant  women  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council.  Fur- 
thermore, blood  studies  of  serum  proteins,  serum 
amino  acids,  red  cell  volume,  hemoglobin,  serum 
ascorbic  acid,  etc.,  showed  no  essential  difference 
in  mothers  who  produced  premature  infants  from 
those  who  went  to  term.  Studies  by  Eastman7 
and  others  have  shown  a positive  correlation  be- 
tween prematurity  and  the  absence  of  adequate 
prenatal  care. 

All  one  can  conclude  is  that  the  patient  most 
likely  to  have  a premature  infant  is  the  young 
Negress  in  her  first  pregnancy  who  has  received 
little  or  no  prenatal  care,  who  comes  from  an  un- 
derprivileged grtmp,  who  works  hard  and  eats 
badly.  The  woman  least  likely  to  have  a pre- 
mature infant  is  the  white  private  patient  over 
twenty,  who  has  had  at  least  one  baby  and  be- 
longs to  the  favored,  well-fed,  leisured,  economic 
top  10  per  cent. 
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TABLE  I. — Distribution*  of  Cases  axd  Associated 
Xeoxatal  Mortalitt 


Weight 

(Gm.) 

Per  Cent  * — Per  Cent  Neonatal  Mortality — > 
of  DLs-  Johns 

tribution  Colorado8'*  Hopkins2  General 

2.000  to  2.500 

60  to  65 

3.3 

8.1 

4 to  8 

1.500  to  2.000 

20  to  21 

13.7 

19.8 

13  to  30 

1,000  to  1.500 

9 to  12 

40.0 

50.9 

41  to  55 

Under  1.000 

6 to  7 

SS.5 

So  to  100 

Average 

13.3 

Table  I portrays  the  distribution  of  prematu- 
rity by  weight  categories  and  the  associated  neo- 
natal mortality.  The  column  headed  “Colorado” 
was  taken  from  an  excellent  study  conducted  by 
Taylor  and  his  associates’’’9  at  the  University  of 
Colorado  Medical  Center;  the  second  column 
represents  the  figures  of  Eastman’s  most  recent 
stud}*  from  the  Johns  Hopkins  Hospital.3  Under 
the  column  “General”  are  included  the  extremes 
of  incidence  and  mortality  as  gleaned  from  several 
current  publications. 

Table  II  summarizes  the  experience  from  1946 
to  1949  of  the  Johns  Hopkins  Hospital,  as  pub- 
lished by  Eastman.2  In  this  study  one  can  ob- 
serve that  nine  tenths  of  the  labors  which  led  to 
a premature  deliver}*  came  on  spontaneously. 
More  than  13  per  cent  were  due  to  the  premature 
termination  of  a multiple  pregnancy,  that  is. 
neither  of  the  infants  in  the  twin  pair  weighed 
2.500  Gm.  Only  10  per  cent  of  the  premature 
infants  in  the  Johns  Hopkins  study  were  the  re- 
sult of  a man-made  decision  to  terminate  preg- 
nancy. In  other  words,  one  might  say  that  in 
nine  out  of  ten  premature  labors,  nature  is  the 
culprit;  in  one  in  ten,  man  is  responsible.  Xo 
etiologic  factor  was  demonstrable  in  two  thirds  of 
the  77  per  cent  in  which  single  pregnancy  ter- 
minated prematurely. 

Pregnancy  was  terminated  for  a variety  of  con- 
ditions, chief  of  which  were  pre-eclampsia  and 
eclampsia  (36  per  cent).  In  second  position  was 
chronic  hypertensive  vascular  disease  (17  per 
cent),  then  placenta  previa  (12  per  cent),  abrup- 
tion of  the  placenta  (7  per  cent),  and  a host  of 
miscellaneous  complications  (28  per  cent). 

Eastman2  also  studied  the  role  of  various  dis- 
eases in  initiating  the  spontaneous  onset  of  pre- 
mature labor  (Table  III).  The  expected  inci- 
dence on  the  basis  of  the  general  clinic  popula- 
tion would  be  10.1  per  cent,  7.2  per  cent  in  white 
cases,  and  13.5  per  cent  in  Negroes.  The  over- 
all incidence  of  prematurity  in  the  Obstetrical 
Department  of  the  Hopkins  Hospital,  which  has 
a relatively  small  private  population,  was  10  per 
cent.  Reading  down  the  column  of  percentages, 
one  must  compare  each  individual  incidence  to  an 
expected  over-all  premature  incidence  of  10  per 
cent.  Therefore,  placenta  previa  and  abruption 
of  the  placenta  are  observed  to  be  very  important 


TABLE  II. — Source  op  Premature  Infants* 


Source  Per  Cent 


Spontaneous  termination  of  single  premature 

pregnancy*  76.8 

Operative  induction  or  termination  by  cesarean 

section  of  single  premature  pregnancy  10 . 0 

Multiple  pregnancy  13.2 


* In  two  thirds  no  etiologic  factor  known. 


TABLE  III. — Role  of  Various  Diseases  in-  Inttiati vg 
Premature  Labor  and  Spontaneous  Termination-  op 
Pregnancy  *•* 


Per  Cent 

Disease  Found 


Placenta  previa 

48  6 

Abruptio  placentae 

60.1 

Pre-eclampsia 

15.9 

Eclampsia 

25.2 

Chronic  hypertension 
Syphilis 

21.8 

Negro 

16.1 

White 

10.7 

Heart  disease 

15 . 6 

Congenital  abnormalities 

25.0 

* Single  pregnancies  only:  does  not  include  abortions. 


etiologic  agents  in  the  spontaneous  production  of 
premature  labor.  The  contrasting  difference  be- 
tween 4S.6  per  cent  and  10  per  cent  shows  the 
great  importance  of  placenta  previa  and  the  even 
greater  importance  of  abruptio.  Similarly,  one 
finds  that  heart  disease,  syphilis,  and  pre-eclamp- 
sia are  of  little  or  no  import  in  initiating  prema- 
ture labor.  Therefore,  if  we  could  find  some  way 
of  preventing  placenta  previa,  abruption  of  the 
placenta,  eclampsia,  chronic  hypertension,  and 
congenital  abnormalities,  we  would  make  a 
decided  inroad  on  the  occurrence  of  prematurity. 

At  this  point  one  must  make  mention  of  the 
important  role  which  rupture  of  the  membranes 
plays  in  the  initiation  of  premature  labor.  In 
more  than  30  per  cent  of  a recent  series  of  prema- 
ture births,10  spontaneous  rupture  of  the  fetal 
membranes  had  preceded  the  onset  of  labor  by 
hours  or  days.  Why  do  the  membranes  rupture 
in  the  absence  of  labor  weeks  or  months  before 
the  term  date  is  reached?  We  do  not  know. 
Is  it  due  to  pathologic  weakness  in  the  walls  of 
the  fetal  sac,  or  could  it  be  due  to  an  abnormal 
increase  in  intra-amniotie  pressure?  Clinically 
the  former  explanation  seems  far  more  tenable. 

Danforth  and  his  group11  in  exploring  this  pos- 
sibility compared  a series  of  “bursting  tension” 
studies  of  the  fetal  membranes  in  cases  in  which 
they  ruptured  prematurely  (“weak  membranes”) 
and  those  in  which  they  raptured  late  in  labor 
(“strong  membranes”).  They  also  studied  the 
bursting  tension  required  in  relation  to  duration 
of  pregnancy  and  other  factors.  By  their  tech- 
nic, the  bursting  of  a sac  formed  from  a 25-sq.  cm. 
piece  of  membrane  inflated  with  oxygen  under 
known  pressure,  there  was  no  positive  correla- 
tion with  spontaneous  early  rapture  and  duration 
of  pregnancy,  age,  parity,  the  stage  of^  labor,  or 
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TABLE  IV. — Incidence  of  One  or  More  Previous  Premature  Deliveries  According  to  Weight  of  Last  Born  Infant 

in  5,125  Women* 


Weight  of  Last 
Born  Child 
(Neonatal  Death) 

Number  in 
Each  Weight 
Group 

Per  Cent  of  Mothers 
with  History  of  One 
or  More  Previous 
Premature  Deliveries 

Per  Cent  of  Mothers 
with  History  of  Two 
or  More  Previous 
Premature  Deliveries 

Over  2,500  Gm. 

1 ,802 

8.2 

2.2 

Under  2,500  Gm. 

3,323 

20.5 

4.9 

Under  1,000  Gm. 

1,083 

24.4 

5.8 

* Compiled  from  Table  21  of  Bundesen,  Potter,  Fishbein,  and  Bauer. 


the  toughness  of  the  sac.  Membranes  which 
ruptured  early  (“weak  membranes”)  required  as 
much  pressure  to  burst  the  experimental  sac  as 
those  which  ruptured  late  (“strong  membranes”). 
These  authors  postulate  that  there  may  be  some 
as  yet  undemonstrated  focal  necrosis  of  the  sac 
just  over  the  internal  os,  perhaps  caused  by  the 
cervical  secretions  or  some  unknown  factor.  It 
is  utterly  impossible  to  recommend  therapy  to 
prevent  the  premature  rupture  of  membranes 
when  we  do  not  even  know  the  cause  of  their 
rupture. 

I am  quite  certain  that  none  of  the  physicians 
in  this  group  needs  to  be  told  that  premature  la- 
bor has  a strong  tendency  to  recurrence,  that  it  is 
a repetitive  condition.  Proof  positive  is  fur- 
nished by  Table  IV,  constructed  by  Eastman2 
from  the  data  furnished  by  the  Bundesen  study. 
The  group  studied  were  all  women  who  had  had 
at  least  two  babies  and  whose  last  baby  had  been 
born  alive  but  had  died  neonatally.  If  the  cur- 
rent neonatal  death  had  been  in  an  infant  of 
term  weight,  then  8 per  cent  of  those  mothers 
had  had  a premature  infant  previously.  How- 
ever, when  the  current  neonatal  death  occurred 
in  an  infant  whose  birth  weight  was  less  than 
2,500  Gm.,  the  proportion  of  mothers  who  had 
had  at  least  one  previous  premature  birth  rose 
from  one  in  twelve  to  one  in  five,  and  when  the 
fetus  weighed  less  than  1,000  Gm.,  the  proportion 
of  mothers  who  had  had  a previous  premature 
birth  reached  the  magnitude  of  one  in  four. 

What  can  be  done  to  lessen  the  occurrence  of 
prematurity?  Because  of  its  importance  this 
should  be  the  most  lengthy  part  of  the  discourse, 
but  because  of  lack  of  knowledge  it  must,  of 
necessity,  be  the  briefest. 

1 . Improve  the  standard  of  living  and  the  ad- 
equacy of  medical  care  so  that  the  underprivi- 
leged have  all  the  social  and  economic  advantages 
of  the  privileged.  In  other  words,  bring  about 
Utopia  on  this  sordid  planet. 

2.  There  should  be  special  care  for  the  wo- 
man with  a multiple  pregnancy.  The  diagnosis 
must  be  made  early  and  the  patient  treated  like 
a potential  pre-eclamptic  with  restriction  of  salt, 
abstention  from  a job  for  the  employed,  or  sup- 
plementary domestic  help  to  ease  the  chores  of 
the  homemaker.  Give  supplementary  iron,  and 
keep  a careful  check  on  the  hemoglobin.  Fre- 


quent vaginal  examinations  should  be  made,  and 
if  the  cervix  shows  premature  evidence  of  efface- 
ment  or  dilatation,  prescribe  absolute  bed  rest. 
Interdict  coitus  and  travel. 

3.  Prevent  pre-eclampsia  by  the  initiation  of 
prehypertensive  therapy.  According  to  the  Aus- 
tralian school,  an  8-pound  weight  gain  between 
the  twentieth  and  thirtieth  weeks  and  the  presence 
of  edema  (tight  rings)  by  the  twenty-sixth  week 
are  both  danger  signals  of  later  elevations  in  blood 
pressure.2  Respect  these  and  other  trouble  signs, 
then  treat  the  patient  like  a pre-eclamptic  before 
it  is  a full-blown  disease. 

4.  Treat  placenta  previa  by  the  expectant 
method  of  Macafee12  and  Johnson.13  This,  of 
course,  means  hospitalization,  even  for  minimal 
bleeding  during  the  third  trimester,  and  the  con- 
stant replenishment  of  the  blood  lost  vaginally 
with  appropriate  transfusions,  carefully  following 
the  hemoglobin.  When  bleeding  has  ceased  or  is 
minimal,  attempt  to  localize  the  placenta  by  soft 
tissue  x-ray.  If  it  is  not  clearly  in  the  fundus, 
the  patient  who  has  bled  must  be  hospitalized 
uninterruptedly  until  the  thirty-sixth  week  when 
vaginal  examination  is  done  in  the  operating 
room  with  cesarean  section  instruments  sterilized 
and  ready  for  immediate  use.  At  such  an  ex- 
amination the  diagnosis  of  placenta  previa  can 
be  confirmed  or  refuted  and  appropriate  therapy 
immediately  instituted.  This  intelligent  pro- 
crastination permits  the  obstetrician  to  salvage 
many  babies  in  bleeding  cases  which  would  other- 
wise be  lost  because  of  prematurity. 

5.  When  dealing  with  cases  of  isoimmuniza- 
tion, whether  it  be  to  the  RH  factor  or  the  A and 
B,  the  fetus  is  carried  to  full  viability  before  any 
attempt  is  made  to  accomplish  delivery.  In  fact, 
we  subscribe  to  the  dictum  of  the  Diamond  school 
in  Boston  that  only  under  the  rarest  conditions 
is  either  induction  of  labor  or  elective  cesarean 
section  carried  out  for  these  conditions.  Cer- 
tainly, delivering  a premature  erythroblastotic 
baby  who  is  far  more  prone  to  kern  icterus  than 
its  erythroblastotic  term  counterpart  has  little 
rationale  since  both  the  mortality  and  morbid- 
ity are  higher,  the  latter  in  terms  of  irreversible 
brain  damage.  In  such  cases  it  is  wiser  to  chance 
a death  in  utero. 

6.  Experience  has  also  taught  that  the  deliv- 
ery of  a premature  baby  to  the  diabetic  woman 
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carries  great  fetal  hazard.  Unless  there  is  an  ex- 
ceptional situation,  it  is  vitally  important  not  to 
terminate  the  diabetic  pregnancy  before  twenty- 
eight  days  from  term. 

7.  If  the  membranes  rupture  before  the  thirty- 
sixth  week,  rest  in  bed  may  postpone  the  onset 
of  labor  for  several  vital  days,  or  at  times  even 
lifesaving  weeks.  At  the  same  time  the  routine 
use  of  antibiotics  has  theoretic  value,  even  though 
there  is  no  absolute  scientific  evidence  to  prove 
this.  Also  give  such  patients  daily  vitamin  Iv 
since  in  these  cases  premature  delivery  is  always 
imminent,  even  though  again  the  absolute  scien- 
tific value  of  such  therapy  is  still  a moot  question. 

8.  The  cardiac  patient  will  not  tend  to  deliver 
prematurely  unless  there  is  cardiac  failure  with 
resulting  anoxia  to  the  fetus.  Therefore,  the 
intelligent,  protracted  hospital  care  of  the  severe, 
pregnant  cardiac  is  necessary  on  two  grounds, 
maternal  survival  and  fetal  salvage. 

Hormones,  whether  progesterone,  stilbestrol, 
or  one  of  the  gonadotropins,  have  no  proved 
value  in  prolonging  pregnancy,  either  in  the  case 
of  the  patient  with  prematurely  ruptured  mem- 
branes or  in  those  cases  in  which  one  anticipates 
difficulty  because  of  a history  of  repeated  fetal 
loss  from  chronic  abortion  or  recurrent  pre- 
maturity. In  the  presence  of  either  of  these 
difficulties  two  things  seem  indicated : the  survey 
of  the  patient  when  not  pregnant  in  regard  to 
malformations  of  the  uterus  and  her  thyroid 
status.  In  addition  to  the  careful  pelvic  examina- 
tion, a hysterogram  is  invaluable  in  determining 
whether  or  not  we  are  dealing  with  a double  or 
separate  uterus.  In  either  instance,  according  to 
the  recent  papers  of  Strassmann14  and  Jones,15 
surgical  correction  of  such  a defect  may  allow  a 
term  pregnancy.  If  thyroid  function  is  low,  pre- 
pregnancy thyroid  medication  continued  during 
pregnancy  may  prevent  recurrence  of  abortion  and 
may  conceivably  even  favorably  affect  prema- 
turity. Some  believe  that  if  pregnanediol  ex- 
cretion is  diminished,  progesterone  should  be 
given  in  cases  of  repetitive  abortion  or  prema- 
turity. 

In  addition  to  preventing  prematurity,  it  is 
desperately  important  that  the  best  obstetric 
methods  be  used  to  salvage  the  premature 
infant. 

Such  methods  include  the  following:16 

1.  The  use  of  no  analgesic  during  labor  and 
either  caudal,  saddle  block,  or  pudendal  block  for 
delivery  anesthesia. 

2.  Vitamin  K to  the  mother  during  labor  and 
to  the  premature  infant  following  delivery. 

3.  Spontaneous  delivery  whenever  possible 
over  a deep,  midline  episiotomy.  Forceps  should 
be  used  only  if  there  is  delay  in  the  second  stage. 
In  most  instances  fundal  pressures  after  full 
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dilatation  of  the  cervix  will  allow  for  the  descent 
of  the  head  to  the  perineum  and  usually  its  rota- 
tion to  occipitoanterior.  If  further  fundal  pres- 
sure to  augment  the  force  of  uterine  contractions 
does  not  bring  about  spontaneous  delivery,  an 
outlet  forceps  is  indicated.  Rarely,  if  ever,  is 
either  a forceps  rotation  or  a midforceps  justified 
in  deliver}'  of  a premature  infant. 

4.  It  is  important  to  recognize  that  a pre- 
mature baby  presenting  as  a breech  offers  a very 
special  problem:  the  gripping  of  the  head,  rela- 
tively larger  than  the  body,  by  the  incompletely 
dilated  cervix.  If  progress  of  the  head  is  arrested 
after  delivery  of  the  body  of  a premature  breech, 
it  then  becomes  necessary  to  pass  the  hand  up 
alongside  the  child  and  palpate  the  condition  of 
the  cervix  in  relation  to  the  head.  If  the  cervix 
is  only  7 or  8 cm.  and  the  head  tightly  gripped, 
the  cervix  must  be  either  milked  back  by  the 
fingers  or  Duhrssen’s  incision  done  to  overcome 
this  type  of  cervical  dystocia.  Such  prophylactic 
labor  care  of  the  premature  breech  will  undoubt- 
edly lead  to  the  prevention  of  jfetal  deaths  and 
fetal  injury. 

5.  It  is  wise  to  allow  the  cord  of  the  premature 
infant  to  remain  unclamped  for  several  minutes 
after  delivery  in  order  to  transfuse  the  baby  with 
its  own  blood.  This  is  best  done  if  the  body  of 
the  baby  is  held  at  a lower  level  than  the  pla- 
centa. Stripping  the  cord  toward  the  baby  may 
transfuse  additional  blood,  although  it  is  not 
agreed  that  the  technic  is  without  some  inherent 
danger.  In  the  meantime  the  pharynx  should 
be  aspirated  with  a soft  bulb.  After  the  cord 
has  been  severed,  the  baby  should  be  sucked  out 
more  thoroughly,  given  oxygen,  kept  warm,  and 
immediately  transferred  to  the  care  of  an  expert 
pediatrician  with,  if  possible,  a special  premature 
unit  at  his  disposal. 
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PREMATURITY— THE  PEDIATRIC  VIEWPOINT 

Alfred  J.  Vignec,  M.D.,  New  York  City 
{From  the  Department  of  Pediatrics,  St.  Vincent’s  Hospital) 


WHILE  the  pediatrician  is  interested  in 
the  etiologic  factors  involved  in  prema- 
turity and  its  prevention,  his  primary  concern  is 
with  the  care  and  management  of  the  premature 
infant.  In  this  regard  great  strides  have  been 
made  in  the  last  ten  years,  in  part  due  to  our  better 
understanding  of  the  needs  of  the  premature,  but 
also  in  large  part  due  to  the  resolution  of  the  socio- 
economic factors  affecting  the  problem. 

A comparative  study  of  the  data  at  St.  Vin- 
cent’s Hospital,  New  York  City,  where  the  mor- 
tality rate  was  reduced  about  50  per  cent  by  the 
installation  of  a premature  unit,  emphasizes  the 
great  advantages  of  the  autonomous  unit.  Par- 
ticularly important  and  demonstrable  are  (1)  bet- 
ter nursing  care,  (2)  more  complete  physical  equip- 
ment, and  (3)  stabilization  of  procedures  and 
technic  and  improved  medical  management. 

The  lag  between  the  demonstration  of  Dr. 
Hess’s  Chicago  unit  and  the  more  widespread 
use  of  such  units  has  been  due  largely  to  economic 
factors.  With  the  development  of  premature 
programs  such  as  that  in  New  York  City  some 
of  the  high  cost  of  this  type  of  care  is  borne  by 
the  State,  and  it  is  only  through  these  programs 
that  progress  in  premature  care  can  be  achieved. 

General  Considerations 

During  the  years  1946  to  1948  before  the  pre- 
mature unit  was  opened,  a total  of  254  prematures 
were  cared  for  at  St.  Vincent’s  Hospital  under 
general  nursery  conditions.  In  1950  to  1952  with 
the  premature  unit  in  operation  we  had  a case 
load  of  675  prematures;  343  were  born  in  the 
hospital,  while  332  were  born  in  other  hospitals 
and  transferred  to  us  by  the  Premature  Trans- 
port Service  of  the  New  York  City  Health  De- 
partment. 

With  the  establishment  of  the  unit  many  of 
our  previous  handicaps  with  regard  to  space, 
light,  ventilation,  isolation  of  suspect  cases,  etc., 
were  eliminated.  It  was  also  possible  to  install 
new  equipment.  In  1946  to  1948  wTe  had  a total 
of  one  Flagg  resuscitator,  two  incubators  without 
humidity  control,  and  nine  heated  cribs.  In  the 
unit  between  1950  and  1952  we  had  available 
one  Flagg  resuscitator,  one  Kreisleman  resuscita- 
tor, nine  heated  cribs,  22  incubators  without  hu- 
midity control,  and  seven  incubators  with  hu- 
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midity  control.  The  unit,  with  a capacity  of 
30,  has  never  suffered  from  a shortage  of  ade- 
quate equipment  when  needed;  in  fact,  we  have 
been  able  on  occasion  to  divert  the  invaluable  in- 
cubators with  humidity  control  to  the  care  of  our 
seriously  ill  full-term  infants. 

One  of  the  factors  which  cannot  be  overempha- 
sized in  the  successful  operation  of  a premature 
center  is  the  development  of  a skilled  and  trained 
nursing  staff.  The  feeding  and  general  care  of 
prematures  is  an  exacting  and  difficult  task  and 
requires  a high  degree  of  technical  skill.  In 
1946  to  1948  we  had  one  graduate,  one  or  two 
student  nurses,  and  one  or  two  baby  nurses 
assigned  to  the  care  of  the  prematures.  Our 
staff  now  includes  eight  graduates,  nine  to  12 
student  nurses,  and  12  baby  nurses.  The  gradu- 
ates and  baby  nurses  are  fixed  in  assignment. 
Two  of  our  graduates  received  specialized  training 
in  premature  care  and  serve  as  instructors. 
Baby  nurses  (infant  care  technicians  with  one 
year  of  training)  have  well-defined  duties  and 
have  proved  to  be  thoroughly  satisfactory  in  the 
care  of  larger  prematures.  All  nurses  are  on  a 
five-day  week. 

Changes  were  also  made  in  the  assignment  of 
pediatric  personnel.  Prior  to  the  opening  of  the 
unit  an  assistant  resident  and  an  attending  pedia- 
trician with  other  duties  supervised  the  care  of 
the  prematures.  At  present,  an  assistant  resi- 
dent and  intern  are  assigned  and  have  as  their 
chief  responsibility  the  premature  unit.  They 
are  supervised  by  a qualified  pediatrician  who, 
while  on  service,  has  no  other  assignment  fin  the 
pediatric  division. 

Specific  Measures 

Of  first  importance  in  the  care  of  prematures  is 
the  maintenance  of  body  heat  and  the  institution 
of  adequate  respiration.  For  the  first  seventy- 
two  to  ninety-six  hours  all  other  considerations 
are  subordinate.  An  incubator  should  be  avail- 
able for  every  premature  at  birth.  The  use  of 
the  incubator  has  increased  markedly  since  the 
opening  of  the  unit.  In  1946  to  1948,  58.4  per 
cent  of  patients  spent  some  time  in  incubators 
without  humidity  control,  while  41.5  per  cent 
utilized  heated  cribs,  masks,  funnels,  etc.  Thus, 
44.4  per  cent  of  254  patients  were  given  support 
in  the  maintenance  of  body  heat  and  adequate 
respiration.  In  1950  to  1952,  72.6  per  cent  of 
patients  were  in  incubators  without  humidity 
control,  21.8  per  cent  were  in  incubators  with 
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humidity  control,  and  5.5  per  cent  utilized  heated 
cribs,  masks,  funnels,  etc.  During  this  period 
S4.6  per  cent  of  675  patients  were  given  respira- 
tory and  thermal  support.  Before  the  unit,  oxy- 
gen therapy  was  utilized  when  clinical  indications 
such  as  apnea  cyanosis,  etc.,  were  present; 
now  our  indications  are  much  broader  and  include 
prematurity.  The  aim  is  to  anticipate  and  not 
to  wait  for  clinical  signs  to  appear. 

The  length  of  time  spent  in  incubators  is  also 
significantly  different.  Before  the  establishment 
of  the  unit  only  8 per  cent  of  incubator  babies 
spent  over  one  week  in  incubators,  whereas  after 
the  unit  was  established  53  per  cent  of  incubator 
babies  were  in  incubators  for  more  than  one  week. 

It  should  be  emphasized  that  the  incubators 
equipped  with  humidity  control,  providing  for 
regulation  of  humidity  up  to  90  per  cent,  are  in- 
valuable. Even  infants  in  severe  respiratory  diffi- 
culty respond  dramatically  within  a short  period 
in  such  incubators.  This  applies  as  well  to  full- 
term  infants  with  respiratory  complications. 

The  second  stage  in  the  management  of  the 
premature  is  the  institution  of  feedings  and  the 
establishment  of  adequate  caloric  intake  (120 
calories  per  Kg.) . Current  practice  is  to  delay  the 
introduction  of  feedings  until  the  respiratory 
physiology  is  stabilized,  and  feedings  may  be  with- 
held for  as  long  as  seventy-two  hours.  The  early 
introduction  of  feedings  is  not  good  practice; 
the  smaller  the  premature,  the  longer  should  be 
the  delay. 

The  development  of  a skilled  nursing  staff  per- 
mits the  liberal  use  of  gavage  feeding  for  small 
and  weak  prematures.  An  invaluable  addition 
to  feeding  technic  has  been  the  use  of  indwell- 
ing polyethylene  tubing  (number  20  or  22).  The 
tubes  are  passed  by  the  resident  and  allowed  to 
remain  in  situ  as  long  as  ten  or  twelve  days.  To 
minimize  the  risk  of  possible  perforations,  it  is 
advisable  to  coat  the  gastric  opening  with  a paraf- 
fin head.  There  have  been  no  complications 
with  paraffin-tipped  tubes;  there  was  one  fatal 
complication  in  an  infant  fed  with  an  untreated 
tube. 

In  1946  to  1948  a total  of  four  prematures  were 
fed  by  dropper,  seven  by  Breck  feeder,  two  by 
gavage.  and  none  by  tube.  Breck  feeders  were 
discontinued  after  1948.  In  1950  to  1952  nine 
were  fed  by  dropper,  80  by  gavage,  and  48  by 
indwelling  tube.  The  average  age  at  which  feed- 
ings were  started  was  fourteen  hours  in  1946  to 
1948  and  twenty-eight  hours  in  1950  to  1952. 

Clinical  experience  and  scientific  investigations 
have  established  that  all  prematures,  and  partic- 
ularly the  smaller  infants,  metabolize  fat  ineffi- 
ciently. Current  practice  is  to  feed  smaller 
prematures  high-protein  low-fat  milk  or  milks 
whose  fat  has  been  altered  to  encourage  better 


TABLE  I. — Percentage  op  Different  Ttpes  of  Feeding 
Used 


1946  to  1948 

1950  to  1952 

Evaporated 

46.6 

33.1 

High-protein,  low-fat 

0 

41.0 

Special 

Unaltered  fat 

47.1 

3.5 

Altered  fat 

0.9 

15.7 

Breast 

5.0 

0.35 

TABLE  II. — Percentage  of  Acquired  Morbidity 


. 1950  to  1952 . 

1946  to  1948  Bom  In  Bom  Out 


Infections 

24.0 

13.4 

28.3 

Respiratory 

54.2 

17.5 

29.7 

Skin 

31.1 

40.3 

35.1 

Other 

14.7 

42.2 

35.2 

Gastroenteritis* 

4.7 

10.4 

21.0 

* Includes  only  eases  requiring  parenteral  support. 


assimilation.  The  use  of  breast  milk  has  been 
all  but  abandoned  because  the  mothers  of  pre- 
matures are  rarety  prepared  to  lactate,  and 
breast  milk  is  difficult  to  obtain  either  on  a vol- 
untary basis  or  commercially.  Differences  in 
types  of  feeding  employed  are  shown  in  Table  I. 

Once  respirations  have  been  established  and  an 
adequate  caloric  and  vitamin  intake  is  main- 
tained, the  prime  requisite  for  continued  well- 
being is  the  control  and  management  of  acquired 
morbidity.  We  have  deliberately  omitted  ref- 
erence to  central  nervous  system  and  congenital 
anomalies  and  have  confined  ourselves  to  a study 
of  infection  and  gastroenteritis.  Table  II  is  a 
graphic  illustration  of  relative  percentages.  The 
high  incidence  of  acquired  morbidity  in  prema- 
tures born  outside  the  hospital  is  due  to  (1)  greater 
susceptibility  in  small  prematures,  (2)  more 
frequent  handling,  (3)  delays  in  transfer,  and 
(4)  deliveries  under  contaminated  conditions. 

In  1950  to  1952,  332  cases  were  transferred  into 
the  unit  by  the  Premature  Transport  Sendee  of 
the  Department  of  Health  of  New  York  City. 
The  transferred  infants  were  mostly  in  the 
lower  weight  groups,  and  as  a result  our  total 
census  was  composed  of  approximately  twice  the 
expected  number  of  smaller  prematures,  and 
slightly  more  than  one-half  the  expected  number 
of  larger  prematures.  This  tended  to  affect  our 
morbidity  and  mortality  rates,  as  well  as  duration 
of  hospital  stay.  To  offset  this  increased  mor- 
bidity we  were  much  more  prone  to  use  prophy- 
lactic antibiotics  in  weak  infants  and  those  suf- 
fering from  atelectasis  and  other  noninfectious 
conditions  which  might  be  complicated  by  sec- 
ondary infections.  In  1946  to  1948  penicillin 
was  administered  22  times  therapeutically  and 
three  times  prophylactiealty.  In  1950  to  1952 
antibiotics  of  various  types  were  utilized  119 
times  therapeutically  and  64  times  prophylacti- 
cally  for  prematures  born  in  the  hospital  and  255 
times  therapeutically  and  150  times  prophylacti- 
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TABLE  III. — Yearly  Mortality  Rates 

Number 

Per  Cent 

of  Cases 

of  Deaths 

1946  to  1947 

128 

25.7 

1947  to  1948 

126 

29.1 

1950  to  1951 

Born  in  hospital 

168 

16.5 

Born  outside  hospital 

169 

23.5 

1951  to  1952 

Born  in  hospital 

175 

15.4 

Born  outside  hospital 

163 

19.0 

TABLE  IV. — Mortality  Rates  by  Weight  and  Age 

1946  to  1948 

1950  to  1952 

Weight 

Under  1,000  Gm. 

94.9 

82.5 

1,000  to  1,499 

57.7 

43.1 

1,500  to  1,999 

33.0 

10.6 

2.000  to  2.499 

7.2 

2.7 

Age 

24  hours 

69.8 

54.8 

24  to  48  hours 

15.0 

19.3 

3 to  7 days 

4.1 

14.5 

Over  7 days 

10.8 

11.0 

Total  patients 

254 

675 

Number  of  deaths 

73 

62 

call}'  for  prematures  born  outside  and  transferred 
into  the  unit.  Parenteral  fluid  therapy  was  also 
utilized  far  more  frequently. 

As  a result  of  the  measures  taken  and  the 
methods  applied,  the  mortality  rate  has  dropped 
significantly  (Table  III).  The  greatest  improve- 
ment in  survival  rate  was  in  the  two  higher  weight 
groups;  least  improvement  was  among  the  in- 
fants under  1,000  Gm.  (Table  IV). 

By  far  the  largest  number  of  deaths  occur 
within  the  first  twenty-four  hours  (Table  IV). 
An  infant  must  be  considered  viable  if  the  heart 
beats,  if  it  draws  breath,  or  moves  voluntarily 

Premature  Economics 

It  is  of  the  greatest  importance  to  consider  the 
cost  of  care  of  prematures  in  an  autonomous 
unit,  such  as  the  one  at  St.  Vincent’s  Hospital. 
Accordingly  we  have  prepared  the  following  sum- 
maries of  our  income  and  expenditures: 


Capital  outlay  per  bassinet,  based  on  30-bassinet 
capacity: 

Construction $2593.16 

Equipment  461.24 

(One  third  of  the  cost  of  construction  and 
equipment  provided  for  under  the  terms  of  the 
Hill-Burton  Act.) 

Operating  cost  of  unit: 

$119,819.24  per  year  for  9,364  patient  days. 
Per  diem  cost  is  $12.79  when  80  per  cent  of  ca- 
pacity is  sustained. 

(The  City  of  New  York,  through  its  prema- 
ture program,  administered  bv  the  Department 
of  Health,  underwrites  the  difference  between 
what  the  family  is  able  to  pay  and  $12  per 
diem.) 

Born  in  prematures  average  19.8  hospital  days  at 
an  average  cost  of  $254.24. 

Born  out  prematures  average  34.5  hospital  days  at 
an  average  cost  of  $341.25. 

The  Premature  Dollar 

Salaries $ . 65 

Nursing $.57 

House  officers 

Social  worker Qg 

Oxygen  therapist 

Housekeeping  personnel 
Drugs,  stationery,  miscellaneous  sup- 


plies  003/4 

Oxygen 08 

Central  supply  laundry 03 

Formula  room 03  y4 

Maintenance 20 


The  unit  is  staffed  exclusively  by  attending 
pediatricians  who  receive  no  recompense  for 
their  time  and  services  except  in  rare  instances 
when  a case  is  referred  for  private  care. 


DISCUSSION— THE  PEDIATRIC  VIEWPOINT 

David  H.  Weintraub,  M.D.,  Buffalo,  New  York 
( From  the  Department  of  Pediatrics,  University  of  Buffalo  School  of  Medicine) 


T7IRST,  I would  like  to  congratulate  the  speakers 
A for  their  excellent  papers,  and  second,  I would 
like  to  apologize  if  I seem  to  veer  into  the  obstetric 
viewpoint  occasionally.  I find  it  difficult  to  divorce 
obstetrics  from  pediatrics;  actually  this  symposium 
is  our  chairman’s  effort  to  show  how  much  we  need 
each  other. 

Dr.  Heilman’s  data  are  very  exciting  and  make 
one  wonder  perhaps  if  the  premature  infant  is  not 
more  rugged  than  we  suspect. 

I would  be  interested  to  hear  Dr.  Landesman’s 
comments  on  the  causes  of  death  in  the  babies  of 
diabetic  mothers  whom  he  observed. 


At  the  Children’s  Hospital  here  in  Buffalo  we  have 
obtained  nowhere  near  the  amount  of  fluid  reported 
by  Gellis  and  White.  The  reduced  infant  mortality 
rate  which  Dr.  Little  reported  in  the  babies  whose 
stomachs  were  aspirated  makes  one  wonder  if 
perhaps  other  factors,  such  as  the  increased  en- 
vironmental humidity  to  which  these  infants  were 
exposed,  have  also  contributed  to  the  lowered 
mortality  rate. 

Dr.  Guttmacher’s  review  of  Eastman’s  findings  of 
the  high  incidence  of  premature  separation  of  the 
placenta  and  placenta  previa  in  initiating  premature 
labor  are  indeed  interesting.  During  the  past  five 
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TABLE  A. — Causes  of  Death  an_d  Incidence 


Cause 

Per  Cent 

Hyaline  membrane  disease 

29.0 

Cerebral  hemorrhages 

20  1 

Intraventricular 

13  7 

Subdural 

4 0 

Subarachnoid 

2 4 

Anoxia 

17  0 

Infection 

12  7 

Congenital  anomalies 

8 1 

Pulmonary  immaturity 

7 6 

Blood  dyscrasias 

2.0 

Metabolic 

1 . 5 

Unexpanded  lung 

1.0 

years  at  the  Premature  Center  of  the  Children's 
Hospital  of  Buffalo,  these  two  factors  have  been 
more  commonly  than  not  associated  with  premature 
neonatal  death  due  to  pulmonary  hyaline  membrane 
disease,  cerebral  hemorrhage,  and  anoxia.  The 
exact  relationship,  although  it  leads  one  to  attractive 
speculations,  has  not  been  thoroughly  investigated. 

Table  A illustrates  the  lesions  observed  at  post- 
mortem examination  in  a total  of  160  premature 
infants  during  this  five-year  period  ending  in 
December,  1952.  You  will  note  that  the  three 
leading  lesions  associated  with  death  are  those 
which  many  of  us  suspect  are  associated  with  anoxia 
before  the  onset  of  or  during  labor.  These  post- 
mortem examinations  were  performed  by  Dr. 
Ivornel  Terplan  and  his  staff.  It  certainly  serves  to 
point  up  the  fact  which  Edith  Potter  has  so  admir- 
ably demonstrated,  namely,  that  prematurity  per 
se  is  no  longer  acceptable  as  a cause  of  death,  and  if 
one  looks  deeply,  a cause  or  at  least  a lesion  associ- 
ated with  death  can  be  found.  Furthermore,  it 
illustrates  where  the  chief  point  of  attack  should 
occur  in  taking  steps  to  reduce  the  morbidity  and 
mortality. 

Dr.  McNeil,  of  the  Buffalo  General  Hospital,  in 
surveying  all  cesarean  sections  in  this  community 
during  the  years  1945  through  1951,  revealed  that  a 
total  of  3,771  sections  were  performed  out  of  a group 
of  120,963  deliveries  with  a fetal  loss  of  5.88  per 
cent  as  compared  to  an  over-all  fetal  mortality  of 
3.37  per  cent.  Two  of  the  hospitals  surveyed  in 
this  group  accounted  for  639  sections  with  a fetal 
loss  of  6.1  per  cent.  Lesions  associated  with 
prematurity  were  a factor  in  41  per  cent  of  the  in- 
fants lost.  In  the  Children’s  Hospital  group  of 
prematures,  pulmonary  hyaline-like  membranes 
accounted  for  death  in  a large  group  delivered  by 
section;  however,  placenta  previa  and  premature 
separation  of  placenta  were  associated  problems  in 
the  nonelective  sections. 

Dr.  Yignec  has  given  you  a beautiful  example  of 
what  can  be  done  when  interest,  teamwork,  training, 
and  money  are  expended  for  the  benefit  of  the  pre- 
mature infant.  His  unit  is  one  of  several  premature 
centers  in  the  greater  metropolitan  area  of  New  York 
City.  The  reduction  in  mortality  is  consistent  with 
the  improved  methods  of  caring  for  premature 
infants.  Much  of  the  change  in  handling  these  small 
infants  was  brought  about  through  the  efforts  of 
Hess  many  years  ago  and  through  the  basic  investi- 
gations of  the  Cornell  group  under  Dr.  Samuel  Z. 
Levine. 

As  Dr.  Yignec  has  indicated,  several  changes  have 


been  made  in  the  feeding  of  premature  infants;  one 
of  the  most  important  of  these  is  that  one  must 
never  be  in  a hurry  to  feed  these  infants  after  birth. 
This  is  one  of  the  most  difficult  points  to  get  across, 
and  failure  to  observe  it  has  led  to  countless  deaths 
from  aspiration  that  could  have  been  avoided. 
Frequently  these  infants  are  born  with  moderate 
edema ; their  electrolyte  stores  are  high,  and  simply 
waiting  a few  days  until  the  edema  has  disappeared 
and  until  their  breathing  has  become  unlabored  will 
not  cause  them  to  die  of  inanition.  Dr.  Yignec  has 
stressed  the  use  of  high-protein,  low-fat  milk  for  the 
smaller  prematures.  While  no  one  can  adequately 
refute  the  data  which  indicated  the  need  for  a low- 
fat  intake,  many  of  us  have  seen  examples  of  small 
prematures  getting  along  just  as  well  on  any  type  of 
milk.  Certainly  the  early  data  did  show  that  small 
premature  infants  fed  a diet  high  in  protein  and  low 
in  fat  gained  weight  at  a faster  rate  than  those  fed 
human  milk  or  evaporated  cow's  milk.  However, 
it  hits  been  our  contention  that  it  is  not  so  much  the 
kind  of  milk  one  feeds  a premature  as  when,  how, 
and  how  much  they  are  fed  that  is  so  important. 

The  reduction  in  morbidity  and  mortality  from 
infection  has  been  brought  about  by  scrupulous 
technic  in  the  nursery  and  the  judicious  use  of  the 
antibiotics.  I mention  “judicious  use”  advisedly 
because  it  has  been  our  experience  in  the  Children's 
Hospital  premature  unit  that  the  prophylactic  use  of 
penicillin  alone  has  resulted  in  the  emergence  of  a 
large  population  of  gram-negative  organisms  in  the 
nose  and  throats  of  these  small  infants.  In  several 
instances  this  has  resulted  in  severe  consequences. 
It  has  been  our  practice  to  reserve  prophylactic 
antibiotics  for  the  “transport”  infants  alone  or  for 
babies  born  in  the  hospital  of  infected  mothers  and 
then  to  use  a combination  of  parenteral  penicillin 
and  sulfadiazine. 

The  higher  morbidity  from  infection  in  Dr. 
Yignec’s  “transport”  group  is  of  interest,  and  I 
think  all  who  have  handled  this  group  are  in  agree- 
ment, Our  own  experience  has  shown  a moderate 
number  of  transport  infants  arriving  in  the  pre- 
mature unit  with  Bacillus  pyocyaneus  in  the  nose 
and  throat.  This  is  a potential  pathogen  and  has 
caused  us  great  concern. 

These  and  many  more  problems  have  become  the 
byproducts  of  our  efforts  to  improve  the  care  of  the 
premature  infant.  Retrolental  fibroplasia,  one  of 
the  severest  of  the  problems,  continues  to  baffle  all 
of  us.  The  present  hospital  management  of  pre- 
matures with  its  long  period  of  parental  separation 
has  laid  the  groundwork  for  future  behavior  dis- 
turbances in  the  child;  this  problem,  I believe,  can 
only  be  resolved  by  providing  space  in  the  nursery 
where  parents  may  come  and  learn  to  hold,  feed, 
and  fondle  their  baby  a week  or  two  before  dis- 
charge from  the  nursery. 

The  anemia  of  prematurity,  the  need  for  careful 
follow-up,  the  realization  that  a discharged  pre- 
mature can  be  cared  for  by  its  parents  like  any 
other  child  and  the  need  for  careful  follow-up 
evaluation  studies  of  the  mental  and  emotional 
growth  of  prematures  are  some  of  the  many  problems 
that  need  to  be  settled. 


CLINICAL  EXPERIENCE  WITH  VARIDASE  IN  OSTEOMYELITIS 


Joseph  M.  Miller,  M.D.,  Fort  Howard,  Maryland;  Hoyt  Kirkpatrick,  Jr.,  M.D.,  Baltimore, 
Maryland;  John  L.  Wooten,  M.D.,  Baltimore,  Maryland,  and  Perrin  H.  Long,  M.D., 
Brooklyn,  New  York 

(From  the  Surgical  Service,  Veterans  Administration  Hospital,  Fort  Howard,  Maryland;  the  Surgical  Service, 
Baltimore  City  Hospitals,  Baltimore,  Maryland;  and  the  Department  of  Medicine,  State  University  of 
New  York  College  of  Medicine  at  New  York  City,  and  the  Kings  County  Hospital ) 


VARIDASE  has  been  found  an  efficient  bio- 
logic curet  since  the  agent  dissolves  fibrin 
and  desoxyribonucleoprotein  and  exposes  the 
bacteria  present  to  the  humoral  and  cellular 
defenses  of  the  body.*  Removal  of  these  sub- 
stances also  facilitates  contact  between  the 
chemotherapeutic  and/or  antibiotic  agents  and 
the  invading  organisms.1  The  surgical  principles 
involved  in  the  clinical  use  of  streptokinase  and 
streptodornase  have  been  discussed  elsewhere.2 
Previous  papers  have  dealt  mainly  with  the 
treatment  of  infections  of  the  soft  tissues, 
empyema,  and  hemothorax.1-20  Varidase  has  a 
proper  place  in  the  treatment  of  infections  seen 
by  the  orthopedist. 

Details  of  the  treatment  of  osteomyelitis  have 
been  already  presented2  but  for  orientation  may 
be  briefly  summarized  as  follows:  300,000  units 
of  streptokinase  and  200,000  units  of  strepto- 
dornase are  dissolved  in  20  cc.  of  a 1:1,000  solu- 
tion of  aqueous  zephiran  chloride  and  250  mg.  of 
aureomycin  chloride  are  dissolved  in  this  solution. 
A round-the-clock  schedule  of  treatment  is 
suggested.  At  8 a.m.  4 cc.  of  a 1 per  cent  solution 
of  acetic  acid  in  glycerine  are  injected  into  the 
wound  through  a small-bore  catheter.  At  12 
noon  the  wound  is  irrigated  with  normal  saline 
solution.  Four  cubic  centimeters  of  the  strep- 
tokinase and  streptodornase  solution  are  injected 
immediately  after  the  saline  wash  at  noon  and 
again  at  4 p.m.,  12  midnight,  and  4 a.m.  At  8 a.m. 
the  following  day  the  wound  is  washed  with  normal 
saline,  and  the  cycle  is  repeated.  The  acetic 
acid  may  be  used  more  frequently  if  the  condi- 
tion of  the  wound  demands,  in  which  case  it  is 
substituted  for  one  of  the  applications  of  strep- 
tokinase and  streptodornase.  Streptomycin  was 
used  instead  of  aureomycin  in  one  of  the  cases  of 
tuberculosis  to  be  reported.  The  high  incidence 
of  sensitization  produced  by  the  topical  use  of 
penicillin  precludes  its  use  in  this  manner.  All 
solutions  including  streptokinase  and  strepto- 
dornase should  be  freshly  prepared  each  day  and 
stored  in  the  refrigerator  when  not  in  use. 

Lubafax  has  also  proved  a useful  vehicle  for 
streptokinase  and  streptodornase  in  the  treat- 
ment of  osteomyelitis.  The  suggested  quantities 

* The  Varidase  was  supplied  by  the  Lederle  Laboratories 
Division,  American  Cyanamid  Company. 


Fig.  1.  Gangrene  of  left  foot  on  July  26,  1951. 


of  streptokinase,  streptodornase,  and  aureo- 
mycin are  dissolved  in  5 cc.  of  physiologic  saline 
solution.  This  is  mixed  with  30  cc.  of  Lubafax 
which  is  a water-soluble  jelly.  The  mixture  is 
stored  in  the  refrigerator  when  not  in  use.  It 
will  retain  its  potency  for  at  least  one  week. 

Where  desired,  the  local  administration  of  the 
antibiotics  may  be  omitted.  Varidase  alone  was 
used  as  the  local  agent  in  the  earlier  cases  of  the 
present  series.  The  addition  of  the  previously 
described  substances  has  increased  the  number 
of  good  results. 

Parenteral  or  oral  administration  of  chemo- 
therapeutic and/or  antibiotic  agents  is  indicated 
concurrently  with  the  use  of  Varidase.  The 
choice  of  the  antibacterial  agent  will  be  dictated 
by  the  results  of  culture  of  the  wound. 

Case  Reports 

Case  1. — A fifty-eight-year-old  Negro  gave  a 
history  of  three  weeks  duration  of  gangrene  of  the 
left  foot  involving  an  area  extending  from  about  2 
cm.  proximal  to  the  metatarsophalangeal  joints  to 
the  four  medial  toes  (Fig.  1).  Pulsations  were  not 
palpable  in  the  dorsalis  pedis  and  posterior  tibial 
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Fig.  2.  Area  of  gangrene  well  demarcated  on 
August  15,  1951. 


Fig.  4.  Lateral  view  of  healed  wound  on  October 
25, 1951. 


Fig.  3.  Anterior  view  of  healed  wound  on  October 
25,  1951. 


arteries.  The  roentgenograms  showed  arterial 
calcification  and  osteoporosis  of  the  first  metatarsal. 
The  line  of  demarcation  became  clear  (Fig.  2).  A 
midtarsal  amputation  of  the  left  foot  was  done  on 


August  20,  1951.  The  wound  was  closed  except  for 
the  lateral  portion  in  which  two  urethral  catheters 
were  placed.  Treatment  with  Varidase  was  given 
through  the  catheters,  and  air  vent  suction  was  ap- 
plied. The  catheters  were  removed  on  September 
2.  The  wound  healed  primarily  except  for  the  site 
around  the  catheters  which  filled  in  secondarily 
(Figs.  3 and  4).  The  patient  was  discharged  from 
the  hospital  on  October  25. 

Case  2. — A thirty-two-year-old  Negro  sustained 
a severe,  compound  fracture  of  the  left  ankle  joint 
from  a gunshot  on  June  27,  1950,  for  which  debride- 
ment was  done  on  the  same  day.  Copious  drainage 
necessitated  frequent  changes  of  cast.  The  roent- 
genogram showed  an  osteomyelitis  of  the  lower 
tibia  and  fibula  with  many  imbedded  shell  frag- 
ments. Purulent  drainage  from  the  anterior  sur- 
face of  the  ankle  persisted  where  several  spicules 
of  bone  protruded.  On  January  15,  1951,  a seques- 
trectomy was  done.  The  resulting  defect  measured 
5 by  4 by  4 cm.  A small  plastic  catheter  was  placed 
into  the  base  of  the  wound  and  a nylon  pack  inserted. 
Culture  yielded  coliform  organisms.  Treatment 
was  carried  out  from  January  15  through  February 
22  with  the  solution  of  acetic  acid  in  glycerine  and 
Varidase  with  aureomycin  in  aqueous  zephiran. 
The  wound  had  healthy  granulation  tissue  on  Janu- 
ary 25.  The  defect  was  subsequently  closed  with  a 
cross-leg  flap.  At  a follow-up  examination  in  April, 
1952,  the  wound  was  still  closed.  The  patient  is 
awaiting  the  application  of  a bone  graft  for  the  non- 
union and  a fusion  of  the  left  ankle  joint. 

Case  3. — A thirty-one-year-old  white  female  sus- 
tained a compound  fracture-dislocation  of  the  right 
ankle  and  a fracture  of  the  distal  third  of  the  fibula 
following  a fall  into  muddy  water  on  July  27, 
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Fig.  5.  Anteroposterior  and  lateral  roentgeno- 
grams of  fracture-dislocation  of  right  ankle  and 
fracture  of  right  fibula  on  July  27,  1950. 


Fig.  6.  Anteroposterior  and  lateral  roentgeno- 
grams showing  extensive  osteomyelitis  on  December 
12,  1950. 


1950  (Fig.  5).  Debridement,  reduction  of  the 
fracture-dislocation,  and  closure  of  the  wound  were 
done  about  six  hours  after  injury.  A moderately 
severe  infection  of  the  medial  side  of  the  foot  even- 
tuating in  slough  of  the  soft  tissues  developed.  Coli 
aerogenes  was  cultured  from  the  wound.  Profuse 
drainage  from  the  wound  over  the  next  four  months 
necessitated  frequent  changes  of  cast.  She  was 
readmitted  to  the  hospital  on  December  12  because 
of  extensive  osteomyelitis  and  nonunion  (Fig.  6). 
Amputation  was  considered  but  delayed  until 
therapy  with  Varidase  could  be  given  a trial. 

A sequestrectomy  and  curettage  were  done  on 
January  19,  1951.  A plastic  catheter  was  inserted 


Fig.  7.  Anteroposterior  roentgenogram  showing 
considerable  improvement  on  January  22,  1952. 


into  the  depths  of  the  wound  which  was  packed  open 
with  nylon.  Culture  of  the  wound  yielded  Pseudo- 
monas aeruginosa.  Treatment  with  acetic  acid  in 
glycerine  and  Varidase  with  aureomycin  in  aqueous 
zephiran  was  given  from  January  22  to  February 
22.  Three  weeks  after  treatment  was  started,  cul- 
tures were  sterile  and  remained  so.  The  wound 
was  dressed  daily,  and  the  nylon  pack  was  changed 
every  five  days.  Healthy  granulation  tissue  ap- 
peared one  week  after  treatment  was  started.  In 
eighteen  days  the  cavity  was  completely  covered 
with  granulations.  The  defect  filled  in  nicely  and 
was  eventually  covered  with  a split-thickness  skin 
graft.  The  roentgenograms  of  the  right  ankle 
showed  considerable  improvement  (Fig.  7).  The 
wound  remained  healed  for  the  following  fifteen 
months. 

On  May  2, 1952,  exploration  of  the  site  showed  an 
area  of  nonunion  immediately  above  the  ankle  joint 
which  was  solidly  fused.  Cultures  made  at  the  time 
of  operation  were  sterile.  The  dense  scar  tissue 
between  the  fragments  of  tibia  was  excised  and  the 
upper  conical  bone  end  squared  and  placed  in  apposi- 
tion with  the  lower  end.  A sliding  bone  graft  from 
the  more  proximal  portion  of  the  tibia  served  for 
internal  fixation.  Her  postoperative  course  was 
uneventful. 

Case  4 . — A thirty-year-old  Negro  had  a triple 
arthrodesis  for  left  pes  planus  performed  on  August 
16,  1950.  When  the  cast  was  removed  three  weeks 
later,  a large  slough  was  present  over  the  site  of 
fusion.  He  was  rehospitalized  on  September  7, 
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1950,  and  treated  until  September  26  with  local 
compresses  of  saline  and  penicillin.  The  bone  chips 
used  in  the  arthrodesis  were  visible  in  the  wound. 
The  roentgenogram  showed  an  osteomyelitis  of  the 
lateral  tarsal  bones.  Considerable  improvement 
occurred  during  the  period  of  hospitalization.  The 
patient  was  discharged  on  September  26  with  his  foot 
in  a cast.  He  was  readmitted  for  further  penicillin 
therapy  from  November  29  to  December  22.  Cul- 
tures of  the  wound  yielded  Proteus  vulgaris.  The 
sinus  closed  under  treatment,  and  the  roentgeno- 
gram showed  that  fusion  of  the  tarsal  bones  had 
occurred. 

Pain  and  reopening  of  the  sinus  necessitated  ad- 
mission again  on  March  1,  1951.  A curettage  of 
the  sinus,  which  extended  about  2 cm.  into  the 
tarsus,  was  done  on  March  2.  Treatment  with 
acetic  acid  in  glycerine  and  Yaridase  with  aureo- 
mycin  in  aqueous  zephiran  was  given  every  four 
hours  from  March  5 through  March  23.  The  wound 
was  closed  on  April  6.  The  patient  returned  to 
work  and  had  not  had  further  difficulty  when  last 
seen  about  eight  months  later. 

Case  5. — A fifteen-year-old  Negro  was  admitted 
on  October  4, 1950,  with  a history  of  untreated  tuber- 
culosis of  the  vertebral  column  for  ten  years.  He 
was  emaciated,  underdeveloped,  paraplegic,  and 
incontinent  of  urine.  There  was  a large  sinus  with 
profuse  drainage  over  the  midthoracic  spine  and  a 
prominent  thoracic  kyphosis.  The  roentgenogram 
showed  destruction  of  the  fourth,  fifth,  eighth, 
ninth,  tenth,  and  eleventh  thoracic  vertebrae  and 
the  lower  four  right  ribs.  Streptomycin  and  para- 
aminosalicylic  acid  were  given  practically  through- 
out the  period  of  hospitalization.  A large  para- 
vertebral abscess  was  drained,  and  the  involved 
ribs  were  removed  on  October  24.  Tubercle  bacilli 
were  isolated  by  culture.  The  patient  was  incor- 
porated in  a body  cast  and  given  numerous  trans- 
fusions. He  improved  considerably  in  the  next  few 
months  and  gained  weight.  The  paraplegia  be- 
came less  severe  in  degree.  Drainage  from  the 
wound,  which  had  an  unhealthy  look  with  pale, 
edematous  granulation  tissue,  however,  persisted. 

It  was  thought  that  treatment  with  Yaridase 
might  aid  in  obliterating  the  residual  soft  tissue 
cavity  and  that  a fusion  of  the  vertebral  column 
might  then  be  undertaken  safe!}'.  Yaridase  was 
inserted  through  a catheter  into  the  wound  twice  a 
day  starting  on  January  28,  1951.  Digestion  was 
allowed  to  proceed  for  four  hours,  and  then  air  vent 
suction  was  provided  to  remove  the  products  of  di- 
gestion until  the  time  for  the  next  instillation  when 
the  cycle  was  repeated.  Therapy  was  continued 
until  February  21  when  the  catheters  were  with- 
drawn. The  wound  responded  well  to  treatment. 
A spinal  fusion  from  the  seventh  thoracic  through 
the  first  lumbar  vertebra  was  done  on  February  13. 
This  wound  healed  primarily.  The  wound  made 
to  remove  the  ribs  and  drain  the  abscess  healed  by 
April  10.  The  paraplegia  disappeared,  and  the 
patient  gained  weight.  Subsequently  two  more 
fusions  of  the  spine  were  done  successfully. 

A stone  in  the  right  kidney  developed  later,  but 
the  patient  refused  treatment  and  signed  out  of  the 


hospital.  In  February,  1952,  a generalized  weak- 
ness of  both  lower  extremities  was  still  present,  but 
the  patient  was  completely  ambulatory.  The 
roentgenograms  showed  a solid  fusion  had  been 
achieved. 

Case  6. — A twenty-three-year-old  white  female 
sustained  a compound,  comminuted  supracondylar 
fracture  of  the  right  humerus  on  December  18, 1950. 
Initial  open  reduction  did  not  give  a good  position, 
and  traction  subsequently  was  likewise  unsuccessful 
in  reduction.  A satisfactory  position  was  achieved 
by  open  reduction  and  fixation  of  the  fragments 
by  a Lane  plate  on  January  5,  1951.  Purulent 
drainage  was  noted  in  March,  1951.  Treatment 
with  saline  compresses  and  the  parenteral  adminis- 
tration of  penicillin  finally  resulted  in  healing. 

Further  drainage  was  noted  in  August,  1951. 
Culture  of  the  pus  yielded  Staphylococcus  aureus. 
On  August  22  a sequestrectomy  and  removal  of  the 
plate  were  done.  The  wound  was  packed  open  and 
catheters  inserted.  Treatment  with  acetic  acid 
in  glycerine  and  Yaridase  with  aureomycin  in  aque- 
ous zephiran  was  given  from  August  23  to  September 
10.  Progressive  healing  of  the  wound  occurred. 
The  patient  was  discharged  from  the  hospital  on 
September  18  to  be  followed  in  the  outpatient 
department.  The  wound  looked  good  on  September 
20  and  was  healed  on  September  27. 

In  February,  1952,  the  wound  and  fracture  were 
healed.  A loss  of  15  degrees  of  flexion  and  60  degrees 
of  extension  had  occurred.  The  patient  is  awaiting 
an  arthroplasty. 

Case  7. — A thirty-year-old  Negress  had  pain  in 
the  lower  back  for  several  years  before  admission. 
Severe  pain,  loss  of  weight,  and  fever  had  been 
noted  for  one  month.  Roentgenograms  showed  a 
destructive  lesion  of  the  twelfth  lumbar  and  first 
thoracic  vertebrae.  A large  right  paravertebral 
abscess  pointed  into  the  flank.  A diagnosis  of 
tuberculosis  of  the  spine  was  made.  A spinal  fusion 
and  application  of  a body  cast  was  done  on  April  6. 
1951.  The  paravertebral  abscess  was  incised  and 
provision  made  for  drainage  on  May  10.  Yaridase 
was  instilled  into  the  cavity  twice  a day  from  May  16 
to  June  26.  The  sinus  was  closed  by  July  30. 
Streptomycin,  para-aminosalicylic  acid,  and  peni- 
cillin were  given  at  various  times  during  the  period 
of  hospitalization.  When  seen  one  year  after  oper- 
ation, the  patient  had  unrestricted  activity.  The 
wound  was  healed,  and  the  fusion  was  solid. 

Case  8. — A thirty-year-old  Negress  noted  indur- 
ation of  the  right  buttock  on  March  7,  1951.  .As- 
piration yielded  pus  and  a subgluteal  abscess  origina- 
ting in  the  right  sacroiliac  joint  was  incised  on 
March  14.  Destruction  of  the  bone  in  the  joint  was 
noted  at  operation.  Culture  and  biopsy  showed  the 
lesion  to  be  tuberculous.  Primary  healing  of  the 
wound  occurred.  An  extra-articular  fusion  of  the 
right  sacroiliac  joint  was  done  on  March  29.  Drain- 
age from  the  wound  was  noted  on  April  4.  Gradual 
enlargement  of  the  wound  until  it  was  4 cm.  long 
and  4 cm.  deep  extending  to  the  bone  was  noted. 
A plastic  catheter  was  placed  in  the  depths  of  the 
wound  and  a nylon  pack  inserted.  Yaridase  was 
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Fig.  8.  Tuberculosis  of  right  femur  and  knee  joint 
on  September  24,  1951. 


injected  into  the  catheter  every  four  hours  from 
April  24  to  May  9 when  the  tube  and  the  pack  were 
removed.  Drainage  was  not  noted  after  the  fifth 
day  of  irrigation.  The  wound  closed  on  May  21. 
Solid  fusion  of  the  sacroiliac  joint  was  achieved. 
The  cast  was  removed  after  five  months.  When 
seen  in  March,  1952,  the  patient  was  asymptomatic 
and  fully  ambulatory. 

Case  9. — A two-year-old  white  female,  admitted 
on  April  24,  1951,  for  swelling  of  the  right  knee 
following  a fall,  was  found  to  have  tuberculous  syno- 
vitis by  culture  and  biopsy  on  May  3,  1951.  The 
roentgenogram  on  September  24,  1951,  showed  a 
destructive  lesion  in  the  femoral  condyles  extending 
into  the  joint  (Fig.  8).  Immobilization  and  treat- 
ment with  streptomycin  and  para-aminosalicylic 
acid  did  not  produce  a change  in  the  roentgenogram. 
A sinus  in  the  operative  wound  was  subsequently 
noted.  The  tract  was  opened,  the  lesion  in  the 
femur  curetted,  and  the  diseased  synovia  removed 
on  October  4.  Catheters  were  inserted  into  the 
depths  of  the  wound.  Varidase  was  dissolved  in 
20  cc.  of  saline  in  which  0.5  Gm.  of  streptomycin  was 
then  suspended.  Five  cubic  centimeters  of  the  mix- 
ture were  injected  through  one  of  the  catheters  four 
times  daily  from  October  4 to  November  5.  Drain- 
age ceased  by  the  end  of  the  second  week  of  treat- 
ment. The  sinus  was  healed  on  December  6.  A 
recurrence  has  not  been  noted  in  the  six  months 
since  therapy  was  terminated.  On  the  roentgeno- 
gram of  May  16  1952,  a remarkable  resolution  was 


Fig.  9.  Resolution  of  tuberculosis  of  right  femur 
and  knee  joint  on  May  16,  1952. 


seen  in  the  lesion  (Fig.  9).  The  patient  is  now 
ambulatory  in  a long  leg  brace. 

Case  10. — A thirty-year-old  Negress  sustained  a 
compound  fracture  of  the  right  toe  on  March  10, 
1951.  This  was  complicated  by  osteomyelitis  of  the 
first  and  second  phalanges  and  the  interphalangeal 
joint.  Hemolytic  Staph,  aureus  wa#  cultured  from 
pus  which  drained  from  the  dorsal,  anterior,  and 
plantar  surfaces  of  the  toe.  She  was  admitted  to 
the  hospital  on  May  7.  The  sinuses  were  curetted, 
and  a sequestrum  was  removed.  A nylon  pack  was 
placed  into  the  wound.  Irrigation  with  acetic  acid 
in  glycerine  and  Varidase  with  aureomycin  in 
aqueous  zephiran  was  done  every  four  hours  from 
May  14  through  May  21.  The  wound  was  then 
covered  with  healthy  granulation  tissue.  Closure 
of  the  wound  occurred  by  May  30.  The  roent- 
genogram showed  resolution  of  the  osteomyelitis. 
The  patient  was  asymptomatic  when  seen  three 
months  later. 

Case  11. — A thirty-year-old  Negress  had  a Brit- 
tain fusion  of  the  left  shoulder  performed  for  tuber- 
culosis in  1947.  A solid  fusion  resulted,  but  drain- 
age from  the  wound  was  present  intermittently.  On 
admission  on  June  19,  1951,  the  left  scapular  area 
was  red,  tense,  swollen,  and  tender.  A large  ab- 
scess, which  extended  over  the  shoulder,  down  the 
upper  arm,  and  down  to  the  inferior  aspect  of  the 
scapula,  was  drained  on  June  26, 1951.  The  abscess 
cavity  was  centered  on  the  bone  graft.  The  wound 
was  packed  open  with  iodoform  gauze.  Strepto- 
mycin and  aureomycin  did  not  control  the  infection. 
Treatment  with  acetic  acid  in  glycerine  and  Varidase 
with  aureomycin  in  aqueous  zephiran  was  given 
every  four  hours  from  July  14  to  July  23.  The 
wound  decreased  rapidly  in  size  and  was  closed  on 
August  7.  The  wound  was  still  healed  in  December. 

Case  12. — A fifty-four-year-old  white  male  sus- 
tained a compound  fracture  of  the  left  tibia  and  fibula 
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in  1946.  A complicating  osteomyelitis  necessitated 
an  amputation  below  the  knee.  In  November, 
1951,  the  patient  fell  and  injured  the  stump.  An 
infected  ulcer  formed  on  the  stump.  Culture  of 
the  wound  yielded  Staph,  aureus.  After  treat- 
ment a revision  and  closure  were  done  on  December 
5,  1951.  The  wound  became  infected  and  was 
reopened.  The  roentgenogram  showed  an  osteo- 
myelitis. Debridement,  sequestrectomy,  and  cu- 
rettage were  done  on  January  23, 1952.  Frank  pus 
was  later  noted  in  the  wound.  Culture  yielded  a 
Staph,  aureus  resistant  to  penicillin  but  sensitive 
to  aureomycin  and  Terramycin.  Treatment  with 
acetic  acid  in  glycerine  and  Varidase  with  aureo- 
mycin in  aqueous  zephiran  was  given  every  four 
hours  from  February  25  to  March  5.  The  wound 
was  completely  filled  with  healthy  granulation  tissue 
on  March  7.  Epithelization  was  complete  by 
March  14. 

Case  13. — A seventeen-year-old  Negro  was  ad- 
mitted on  March  3,  1952,  because  of  pain  in  the 
back  and  the  right  flank.  In  June,  1951,  a left  epi- 
didymo-orchidectomy  was  done  elsewhere  for  tuber- 
culosis. The  roentgenograms  showed  tuberculosis  of 
the  second  and  third  lumbar  vertebrae.  The  pa- 
tient was  given  streptomycin  and  para-aminosali- 
cylic acid.  The  right  paravertebral  abscess  was 
drained  on  March  12,  and  200  cc.  of  pus  were 
evacuated.  Treatment  with  acetic  acid  in  glycerine 
and  Varidase  with  aureomycin  in  aqueous  zephiran 
was  given  every  four  hours  from  March  13  through 
March  24.  The  wound  was  completely  filled  with 
healthy  granulation  tissue  by  April  12.  A fusion 
of  the  vertebral  column  was  done  on  April  18. 
This  wound  healed  primarily.  The  wound  for  drain- 
age of  the  paravertebral  abscess  also  healed.  The 
patient  is  still  in  the  hospital  undergoing  further 
treatment. 

Case  14- — A forty-five-year-old  white  male  sus- 
tained a fracture  of  the  left  humerus  on  September 
15,  1951.  An  open  reduction  and  insertion  of  a 
plate  were  done.  A wound  infection  became  ap- 
parent subsequently,  and  the  wound  was  opened  for 
drainage.  Motion  was  noted  at  the  site  of  fracture 
later.  The  plate  and  screws  were  subsequently 
taken  out  except  for  one  screw  which  broke  and 
could  not  be  removed.  A course  of  acetic  acid  in 
glycerine  and  Varidase  with  aureomycin  in  aqueous 
zephiran  was  given  every  four  hours  from  November 
27  to  December  8.  The  left  arm  was  placed 
in  a hanging  cast.  Union  of  the  fracture  was 
present  in  January,  1952,  but  occasional  purulent 
drainage  was  still  present.  A sequestrum  was  later 
found  on  the  roentgenogram.  The  infected  frag- 
ment of  bone  and  the  remaining  screw  were  removed 
on  April  1.  The  wound  was  left  open  and  poly- 
thene catheters  placed  into  the  depths  of  the  wound. 
Treatment  with  Varidase  as  detailed  above  was 
given  from  April  3 to  April  12.  The  convalescence 
was  delayed  by  varicella.  A secondary  closure 
was  effected  on  May  5.  The  wound  healed  un- 
eventfully. 

Case  16. — A fifty-five-year-old  vrhite  male  gave  a 
history  of  osteomyelitis  of  the  left  femur  for  thirty- 


TABLE  I.— Types  op  Osteomyelitis  in  59  Patients 


Total 

Cases 

. — Results  — . 
Excellent  Poor 

Arteriosclerosis 

7 

4 

3 

Arteriosclerosis  with  diabetes 

mellitus 

9 

6 

3 

Buerger’s  disease 

1 

1 

Osteomyelitis 

Pyogenic 

27 

20 

7 

Tuberculous 

Vertebral  column 

10 

8 

2 

Other  bones 

5 

5 

eight  years  and  continuous  drainage  of  pus  from  the 
area  for  twelve  years.  A tremendous  abscess  in- 
volved the  soft  tissues  of  the  entire  thigh,  knee,  and 
upper  leg.  The  roentgenogram  showed  an  osteo- 
myelitis of  the  lower  three  fourths  of  the  femur  and 
the  knee  joint.  The  abscess  was  incised  on  April  2, 
1952,  and  about  1,000  cc.  of  pus  were  evacuated. 
Cultures  of  the  pus  yielded  diphtheroids.  Treat- 
ment with  acetic  acid  in  glycerine  and  Varidase  with 
aureomycin  in  aqueous  zephiran  was  given  every 
four  hours  from  April  3 through  April  12.  The  pus 
became  much  thinner,  and  there  wras  considerable 
improvement  in  the  appearance  of  the  wound.  It 
was  obvious  at  the  onset  that  the  best  treatment 
would  be  amputation.  This,  however,  could  have 
been  done  only  with  hazard  in  the  presence  of  a 
severe  infection  and  wrould  have  necessitated  dis- 
articulation at  the  hip  joint.  With  improvement 
of  the  local  condition  of  the  wound,  an  amputation 
tvas  done  through  the  high  thigh.  The  wound  was 
closed  without  drainage  and  healed  primarily. 

Comment 

The  experience  was  gained  in  the  treatment  of 
59  patients  with  osteomyelitis,  both  pyogenic  and 
tuberculous  (Table  I).  The  usual  bacteria  have 
been  cultured  from  the  wounds. 

The  results  in  general  have  been  excellent. 
The  failures  merit  consideration  since  in  most 
instances  the  enzymes  were  expected  to  accom- 
plish more  than  should  be  expected  from  their  use. 

The  blood  supply  to  the  diseased  area  must  be 
good.  Optimism,  however,  has  been  expressed 
by  McVay  and  Sprunt3  and  McCarty  and  Tillett4 
in  the  treatment  of  extremities  with  a poor  blood 
supply.  The  rate  of  repair  in  patients  with  such 
deficiency  successfully  treated  with  streptokinase 
and  streptodornase  did  not  seem  to  be  deterred. 
McCarty  and  Tillett4  suggest  that  some  factor 
other  than  insufficient  blood  supply  may  be  in- 
volved in  chronic  tissue  damage  since  the  prompt 
reversibility  from  diseased  to  health}"  tissue 
occurred  even  though  the  vascularity  wras  un- 
changed. That  this  problem  is  still  unsettled  as 
far  as  they  are  concerned  is  indicated  by  the  fact 
that  they  suggest  study  of  a larger  group  of  cases 
with  particular  emphasis  on  blood  supply  before 
this  aspect  can  be  correctly  assayed. 

In  this  connection  it  is  reasonable  to  assume 
that  in  an  extremity  with  a blood  supply  minimal 
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to  support  of  function,  a superimposed  infection 
may  lead  to  loss  of  the  part.  Control  of  the 
infection  before  irreparable  damage  is  done  could 
result  in  salvage  of  the  extremity.  The  enzymes 
will  not,  however,  stimulate  the  growth  of  a new 
blood  supply. 

Gangrene  is  a definite  contraindication  to  the 
preoperative  use  of  locally  applied  streptokinase 
and  streptodornase.  The  inactive  serum  lysing 
factor  cannot  reach  the  area  where  enzymatic 
action  is  required. 

Streptokinase  and  streptodornase  are  valuable, 
however,  in  the  planned  surgical  treatment  of 
such  disease,  as  is  so  well  illustrated  in  Case  1. 
The  amputation  was  done  and  the  enzymes  used 
in  living  tissue  with  a chance  to  survive. 

The  causes  for  failure  in  the  cases  of  pyogenic 
osteomyelitis  are  several.  Bone  is  a relatively 
avascular  structure  so  the  important  aspect  of 
blood  supply  for  successful  enzymatic  action  is 
emphasized.  The  comparatively  impenetrable 
matrix  of  bone  forms  an  excellent  barrier  for 
bacterial  protection.  This  problem  has  been 
solved  to  some  extent  by  the  use  of  acetic  acid  in 
glycerine  and  the  solution  of  the  enzymes  in 
aqueous  zephiran  to  further  penetration.  An- 
other cause  for  failure  is  insufficient  debridement. 
Most  effective  action  from  the  enzymes  is  ob- 
tained when  extensive  surface  contact  is  obtained 
and  maintained.  In  patients  with  severe  osteo- 
myelitis of  the  long  bones,  however,  it  is  some- 
times impossible  to  saucerize  the  area  sufficiently 
for  an  extensive  gap  in  continuity  will  result. 
One  patient  in  this  series  had  an  osteomyelitis 
of  a bone  flap  in  the  skull.  The  infection  could 
not  be  controlled  until  the  bone  flap  was  removed. 

Death  due  to  an  unrelated  cause  was  the  cause 
for  two  failures  in  the  pyogenic  group.  One  of 
these  patients  died  of  diabetes  and  arteriosclerosis 
with  a complicating  osteomyelitis.  The  second 
patient  died  of  syphilis  of  the  central  nervous 
system  and  arteriosclerosis  complicated  by 
decubitus  ulcers. 

The  two  failures  in  tuberculosis  occurred  in 
patients  with  extensive  vertebral  involvement. 


The  primary  disease  was  not  controlled  by  fusion. 
Improvement  in  the  local  appearance  of  the 
wound  resulted,  but  the  widespread  nature  of  the 
tuberculosis  caused  the  death  of  the  patients. 


Summary 

Enzymatic  debridement  of  pus  with  Varidase 
has  been  a useful  adjunct  in  the  treatment  of 
osteomyelitis  of  varied  type.  Where  possible, 
early  aggressive  treatment  with  Varidase  is 
suggested,  but  the  use  of  the  enzymes  is  not 
limited  to  the  preoperative  period.  In  many  in- 
stances, the  agents  can  be  given  through  catheters 
when  the  wound  has  been  closed.  Accent  should 
not,  however,  be  placed  on  the  use  of  the  enzymes 
alone.  Surgical  measures  to  open  areas  of  infec- 
tion to  provide  free  access  of  the  enzymes  to 
the  desired  location  are  necessary.  The  enzymes 
are  an  efficient  adjunct  to  sound  surgery. 


References 

1.  Tillett,  W.  S.:  Harvey  Lecture  Series  1949-1950, 
Springfield,  Illinois,  Charles  C Thomas,  1951. 

2.  Miller,  J.  M.,  and  Long,  P.  H.:  Postgrad.  Med.  11: 
188  (Mar.)  1952. 

3.  McVay,  L.  V.,  Jr.,  and  Sprunt,  D.  H. : Arch.  Int. 
Med.  87:  551  (Apr.)  1951. 

4.  McCarty,  W.  S.,  and  Tillett,  W.  S.:  Surg.  Clin. 
North  America  32:  405  (Apr.)  1952. 

5.  Eareckson,  V.  O.,  Jr.,  Miller,  J.  M.,  and  Long,  P.  H. : 
Arch.  Ophth.  49:  158  (Feb.)  1953. 

6.  Miller,  J.  M„  Ginsberg,  M.,  Lipin,  R.  J.,  and  Long, 
P.  H.:  J.A.M.A.  145:  620  (Mar.  3)  1951. 

7.  Idem:  U.S.  Armed  Forces  M.  J.  2:  1423  (Oct.) 
1951. 

8.  Miller,  J.  M.,  and  Long,  P.  H.:  Arch.  Otolaryng.  55: 
453  (Apr.)  1952. 

9.  Idem:  Am.  J.  Surg.  83:  817  (June)  1952. 

10.  Idem:  U.  S.  Armed  Forces  M.  J.  3:  1061  (July)  1952. 

11.  Miller,  J.  M.,  Long,  P.  H.,  and  Stafford,  E.  S.: 
J.A.M.A.  148:  1485  (Apr.  26)  1952. 

12.  Miller,  J.  M.,  Surmonte,  J.  A.,  and  Long,  P.  H.: 
Dis.  of  Chest.  23:  149  (Feb.)  i953. 

13.  Read,  C.  T.,  and  Berry,  F.  B.:  J.  Thoracic  Surg.  20: 
384  (Sept.)  1950. 

14.  Sherry,  S.,  Johnson,  A.,  and  Tillett,  W.  S. : J.  Clin. 
Investigation  28:  1094  (Sept.)  1949. 

15.  Sherry,  S.,  McCarty,  W.  R.,  and  Tillett,  W.  S.:  Arch. 
Int.  Med.  88:  752  (Dec.)  1951. 

16.  Sherry,  S.,  and  Tillett,  W.  S.:  Ann.  Surg.  135: 
479  (Apr.)  1952. 

17.  Sherry,  S.,  Tillett,  W.  S.,  and  Read,  C.  T. : J.  Tho- 
racic Surg.  20:  393  (Sept.)  1950. 

18.  Tillett,  W.  S.,  and  Sherry,  S. : J.  Clin.  Investiga- 
tion 28:  173  (Jan.)  1949. 

19.  Tillett,  W.  S.,  Sherry,  S.,  Christensen,  L.  R.,  Johnson, 
A.  J.,  and  Hazelhurst,  G. : Ann.  Surg.  131:  12  (Jan.)  1950. 

20.  Tillett,  W.  S.,  Sherry,  S.,  and  Read,  C.  T.:  J.  Tho- 
racic Surg.  21:  275  (Mar.)  1951. 


WHO  PAYS  HOSPITAL  BILLS? 

The  Connecticut  Hospital  Association  studying 
cases  and  patient  days  in  34  general  hospitals  in  the 
state  for  the  year  ending  September  30, 1952,  learned 
that: 

— Only  15  per  cent  of  patient  days  in  Connecticut’s 
community  hospitals  were  paid  for  by  the  patients. 

— Connecticut’s  Hospital  Service  (Blue  Cross) 

I 


absorbed  the  costs  of  50  per  cent  of  cases  and  45.5 
per  cent  of  patient  days. 

— Commercial  insurance  carriers  paid  24.5  per  cent 
of  total  hospital  charges  in  both  categories. 

— City  and  town  welfare  budgets  were  called  on  to 
meet  costs  for  only  1.5  per  cent  of  cases  and  2.5  of 
patient  days. — Briefs,  Florida  Medical  Association, 
September,  1953 


DIFFICULTIES  IN  THE  DIAGNOSIS 
ENDOCARDITIS 

Sol  Glotzer,  M.D.,  Brooklyn,  New  York 

( From  the  Medical  Service,  Kings  County  Hospital) 

CRITERIA  for  the  diagnosis  of  subacute 
bacterial  endocarditis  were  established  long 
ago  and,  still  unchanged,  consist  of  persistent 
fever,  valvular  lesions  in  the  heart,  embolic  and 
vascular  lesions,  and  the  presence  of  organisms 
in  the  blood  on  culture.  Our  interest  in  the 
present  series  of  cases  was  aroused  by  the  rela- 
tively large  number  which  go  undiagnosed  during 
life  or  in  which  diagnosis  is  delayed  so  long  that 
therapeutic  measures  are  ineffective. 

In  Friedberg’s  series1  of  50  autopsied  cases,  six 
were  not  diagnosed  during  life,  and  in  two  others 
diagnosis  was  discarded  because  of  negative  blood 
cultures.  Failure  of  diagnosis  deprives  the 
patient  of  a cure  which  is  almost  certain  if  treat- 
ment is  given  during  the  first  two  weeks  of  illness. 

In  order  to  learn  the  reasons  for  failure  of 
diagnosis,  we  selected  12  cases  in  which  a clinical 
diagnosis  had  not  been  made  during  life  from  the 
records  of  autopsied  cases  of  subacute  bacterial 
endocarditis  at  the  Kings  County  Hospital. 
Four  of  these  records  were  discarded  as  not 
pertinent  to  our  study  for  the  following  reasons: 
one  patient  died  within  twenty-four  hours  of 
admission,  not  allowing  time  for  proper  evalua- 
tion; two  others  showed  an  acute,  rather  than 
subacute  infection,  with  necrotizing  aspiration 
pneumonia  in  one  and  Staphylococcus  aureus 
hemolyticus  sepsis  in  the  other;  in  the  fourth 
patient  the  blood  culture  was  positive  but  was 
not  reported  prior  to  death. 

The  remaining  eight  cases  were  found  to  pro- 
vide clinical  pictures  permitting  of  their  classifica- 
tion into  three  distinct  groups:  cerebral, 

pulmonary,  and  renal. 

Cerebral  Symptoms 

The  first,  or  cerebral  group,  consisted  of 
patients  who  were  admitted  with  presenting 
symptoms  of  cerebral  disease.  Involvement  of 
the  central  nervous  system  is  usually  described 
as  an  embolic  sequel  resulting  from  an  occlusion 
either  of  one  of  the  larger  cerebral  vessels  or  of  a 
small  mural  vessel,  with  the  ultimate  production 
of  a mycotic  aneurysm.  Cates  and  Christie,2  in 
a review  of  442  patients,  found  cerebral  emboliza- 
tion in  70  and  mycotic  cerebral  aneurysms  in  16. 
Moore*  reports  mycotic  cerebral  aneurysms  in 
10  per  cent  of  all  cases.  Alpers4  states  that 
massive  cerebral  hemorrhage  may  result  from 
infected  emboli  lodging  in  the  vessel  wall,  pro- 
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ducing  arteritis,  aneurysm,  and  finally  rupture 
with  subarachnoid  hemorrhage.  Starr5  cites  six 
cases  and  adds  one  more. 

Case  1. — J.  A.,  male,  age  seventeen,  was  ad- 
mitted on  March  12.  1947,  with  a history  of  chill 
five  days  before  admission  and  cough.  On  the  next 
day  the  temperature  rose  to  103  F.,  and  he  perspired 
profusely  and  vomited.  On  the  day  prior  to  ad- 
mission he  became  drowsy  and  was  admitted  in 
semicoma  with  opisthotonv.  Ptosis  of  the  right 
eyelid  and  weakness  of  the  right  internal  rectus 
muscle  of  the  eye  were  seen.  The  heart  was  not 
enlarged,  and  a rough  systolic  murmur  was  heard  at 
the  apex.  A Babinski  sign  was  elicited  on  the  right: 
the  Kemig  sign  was  positive.  A spinal  tap  revealed 
bloody  fluid  under  pressure  of  460  mm.  water.  The 
patient  expired  soon  after. 

Autopsy  revealed  cerebral  hemorrhage  with  a 
blood  clot  in  the  left  cerebral  ventricle  and  necrosis 
of  the  brain  tissues.  Infarcts  were  also  seen  in  the 
left  basal  ganglia,  right  occipital  lobe,  and  right 
parietal  region.  The  heart  weighed  320  Gm.  and 
showed  subepicardial  petechial  hemorrhages.  Mi- 
nute, firm  verrucae  were  seen  along  the  closing  edge 
of  the  mitral  valve  with  superimposed  friable, 
hemorrhagic  vegetations.  A small  infarct  was  found 
on  the  anterior  wall  of  the  left  ventricle.  The  kid- 
neys showed  numerous  hemorrhagic  clots  on  the  sur- 
face with  several  infarcts  in  the  right  kidney,  and  the 
spleen  contained  an  infarct. 

Even  in  retrospect  a diagnosis  of  subacute 
bacterial  endocarditis  does  not  seem  possible 
unless  a previous  history  of  cardiac  disease  had 
been  obtained.  Prior  to  cerebral  signs  the  onset 
with  fever  might  have  suggested  an  infection 
rather  than  an  aneurysm  as  the  underlying 
cause.  The  presence  of  an  apical  murmur  could 
have  been  considered  significant.  It  is  doubtful 
whether  therapy  could  have  helped,  but  it  is  well 
to  keep  in  mind  that  subarachnoid  hemorrhage 
can  mask  an  endocardial  infection. 

Meningitic  symptoms  are  much  less  frequent, 
with  an  incidence  varying  between  20  and  50 
per  cent.  Stanton6  reported,  in  a twenty-two- 
year-old  girl,  meningitis  with  right  hemiplegia 
and  a gram-positive  coccus  in  the  spinal  fluid. 
Later,  a Streptococcus  viridans  was  found  in  the 
blood.  Cerebral  embolization  is  the  most  com- 
mon cause,  and  cerebral  abscess  can  result 
from  septic  embolization.  In  some  cases  Str. 
viridans  was  cultured  from  the  spinal  fluid. 

Case  2. — E.  M.,  age  fifty-seven,  male,  was  ad- 
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mitted  on  May  26,  1949,  with  a history  of  chronic 
valvular  disease  and  congestive  heart  failure. 
Cough,  soreness  of  the  chest,  and  dyspnea  persisted 
for  two  months.  Two  weeks  prior  to  admission  he 
complained  of  stiffness  of  the  neck  and  drowsiness 
and,  one  week  later,  of  swelling  of  the  ankles. 

On  admission  he  was  dyspneic  and  drowsy.  The 
neck  was  rigid.  Congestion  was  present  in  the  left 
lung.  The  heart  did  not  percuss  enlarged,  rhythm 
was  regular,  and  a high-pitched,  loud  systolic  mur- 
mur was  heard  at  the  left  fourth  intercostal  space. 
The  liver  was  palpable,  and  early  clubbing  of  the 
fingers  was  seen.  Spinal  tap  revealed  clear  fluid 
with  5 red  blood  cells  per  cu.  mm.,  a positive  Pandy, 
protein  28  mg.  per  cent,  and  positive  Kolmer  and 
Kahn  tests.  Blood  serology  was  also  positive. 
Blood  urea  was  96  mg.  per  cent  on  admission  and 
later  fell  to  38.  Urine  contained  albumin  and  red 
blood  cells  on  one  occasion.  The  electrocardiogram 
showed  left  ventricular  strain  pattern. 

Treatment  consisted  of  digitalization  and  aureo- 
mycin.  The  patient  improved  until  June  6,  eleven 
days  after  admission,  when  he  developed  pain  and 
swelling  in  the  right  leg  with  evidence  of  phlebitis. 
This  subsided  on  penicillin,  lrut  on  June  14  he  sud- 
denly became  dyspneic  with  tachycardia  and  ex- 
pired. The  final  diagnosis  was  luetic  heart  disease 
with  congestive  failure. 

Autopsy  showed  the  heart  to  weigh  350  Gm.  with 
a large,  hard,  pale,  and  nonfriable  vegetation  on  the 
aortic  valve.  One  of  the  aortic  leaflets  was  ulcer- 
ated at  the  site  of  the  vegetation.  The  mitral  valve 
was  thickened  with  rolled  edges,  and  vegetations 
were  attached  at  three  areas  on  the  valve;  one  of 
these  leaflets  was  also  ulcerated.  Infarcts  were 
seen  in  the  spleen  and  lungs.  Two  ulcerations  were 
seen  on  the  mucosa  of  the  stomach,  along  the  lesser 
curvature,  and  in  the  pyloric  region.  The  brain  was 
not  abnormal. 

The  logical  analysis  was  that  chronic  valvular 
disease  with  congestive  failure  was  present. 
Cerebral  symptoms  were  ascribed  to  the  positive 
serology  and  azotemia.  Clubbing  of  the  fingers, 
a valvular  lesion,  and  hematuria  should  have 
suggested  subacute  bacterial  endocarditis,  but 
with  an  overshadowing  meningismus  a mistaken 
diagnosis  was  not  surprising. 

Case  3. — C.  R.,  male,  age  fifty-seven,  was  ad- 
mitted on  July  16,  1945,  to  the  neurologic  service. 
Fifteen  years  previously  a cord  tumor  had  been  re- 
moved, and  seven  years  ago  he  had  had  “blood  poi- 
soning.” Three  days  before  admission  he  first  com- 
plained of  stiffness  of  the  neck.  On  admission  the 
neck  was  rigid,  temperature  was  102  F.,  and  weak- 
ness of  the  hands  had  developed.  He  appeared 
drowsy  but  was  aroused  with  ease.  Pupils  were 
contracted  and  reacted  readily.  Papilledema  was 
seen  in  both  eyes,  more  marked  on  the  left.  The 
heart  was  not  enlarged  to  percussion,  and  a soft 
blowing  systolic  murmur  was  heard  over  the  entire 
precordium.  Lungs  and  abdomen  were  normal. 
The  right  elbow  was  swollen,  red,  and  fluctuant. 
Knee  jerks  were  exaggerated  with  ankle  clonus  on 


the  left.  The  spinal  fluid  was  under  20  mm.  pres- 
sure and  contained  15  to  20  white  blood  cells,  mostly 
lymphocytes.  The  white  blood  cell  count  was 
20,000  per  cu.  mm.  The  first  clinical  impression 
was  of  an  elbow  abscess  with  sepsis  and  meningitis. 

On  the  next  day  petechiae  were  seen  on  the  left 
conjunctiva,  and  a splinter  hemorrhage  appeared 
under  the  nail  of  the  left  index  finger.  A left  hemi- 
paresis  became  apparent.  At  that  time  a to-and- 
fro  murmur  was  reported  over  the  precordium. 
Another  spinal  tap  revealed  cloudy  fluid  with  a 
positive  Pandy,  49  cells,  of  which  32  were  granu- 
locytes. Ventriculography  showed  good  filling 
of  the  third  and  lateral  ventricles,  nonvisualization 
of  the  fourth  ventricle.  The  third  ventricle  was 
enlarged  to  twice  the  normal  size,  and  the  posterior 
portion  of  the  right  ventricle  was  dilated.  A de- 
pression with  a central  shift  of  slight  degree  was 
seen  at  the  posterior  horn  of  the  right  lateral  ven- 
tricle, and  the  possibility  of  a mass  or  fluid  collec- 
tion in  the  posterior  parietotemporal  region  was 
considered.  One  blood  culture  contained  Staph, 
aureus  hemolyticus;  a second  was  negative.  Spinal 
fluid  culture  was  also  negative.  A diagnosis  of 
subacute  bacterial  endocarditis  was  entertained,  but 
not  seriously.  Penicillin,  15,000  units,  was  given 
every  four  hours  with  no  effect  on  the  course.  The 
patient  expired  on  July  19. 

At  autopsy  splinter  hemorrhages  were  seen  under 
all  fingernails,  and  a diffuse  cellulitis  of  the  right  arm 
and  chest  wall  was  present.  The  heart  weighed  500 
Gm.  The  anterior  and  right  aortic  cusps  were  fused, 
causing  contraction  of  the  aortic  ring.  On  this  fused 
cusp  was  a large,  granular,  rough  vegetation  1 by  3 
cm.  The  left  cusp  was  thickened.  Calcium  de- 
posits extended  from  under  the  vegetation  into  the 
left  ventricle  and  a short  way  up  into  the  aorta.  In 
the  sinus  of  Valsalva  behind  the  vegetation  were 
three  or  four  small,  hard  nodules  on  the  valve  leaflet. 
On  the  left  cusp  of  the  mitral  valve  were  two  vegeta- 
tions, the  largest  3 by  8 mm.  Bronchopneumonia 
was  found  in  both  lungs.  Old  and  recent  infarcts 
were  present  in  the  spleen  and  in  both  kidneys  where 
many  petechial  hemorrhages  and  a few  minute 
abscesses  were  also  seen.  The  brain  showed  an 
edematous,  thickened  pia  arachnoid  with  pinpoint 
white  areas. 

Purulent  meningitis  associated  with  a cellulitis 
in  the  arm  and  chest  were  predominant,  and  al- 
though, in  retrospect,  embolic  signs  were  ap- 
parent, these  were  considered  part  of  the  septic 
process  rather  than  of  a bacterial  endocarditis. 

Pulmonary  Symptoms 

The  next  group  consists  of  two  cases  in  which 
lung  findings  were  prominent.  Pulmonary  in- 
volvement is  extremely  common  in  cardiac 
disease,  and  few  cases  terminate  without  some 
type  of  lung  lesion.  Congestive  failure  and 
bronchopneumonia  are  the  most  common  com- 
plications, although  in  acute  bacterial  endocarditis 
pneumonia  precedes  the  cardiac  lesion  in  one 
fifth  of  the  patients.  Pulmonary  embolization 
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was  found  in  51  of  442  patients.2  However,  when 
the  pulmonary  process  predominates,  the  diag- 
nosis of  subacute  bacterial  endocarditis  may  be 
obscured. 

Case  4.—J.  D.,  male,  age  sixty-seven,  was  ad- 
mitted on  April  2, 1942,  with  anorexia  of  two  months 
duration  and  loss  of  weight.  For  two  weeks  he 
complained  of  cough,  productive  of  thick  white  spu- 
tum, and  some  substemal  ache.  His  previous 
history  included  several  previous  attacks  of  “pneu- 
monia,” the  last  episode  one  year  ago,  and  lues  had 
been  adequately  treated  many  years  previously. 
On  admission  temperature  was  99.4  F.  Heart 
sounds  were  poor;  no  murmurs  were  heard.  The 
right  lung  base  was  dull,  breath  sounds  were  dimin- 
ished, and  rales  were  heard.  X-ray  reported  a 
homogeneous  nodular  density  in  the  right  lower 
lung,  with  numerous  irregular  areas  of  radiolucency 
which  could  be  areas  of  lung  destruction.  Ten  days 
later,  a right  encapsulated  pleural  effusion  was 
seen  on  x-ray. 

Treatment  consisted  of  30,000  units  of  penicillin 
every  three  hours,  but  the  patient  expired  ten  days 
after  admission. 

At  autopsy  the  heart  weighed  375  Gm.  All  cham- 
bers were  dilated.  The  tricuspid  valve  had  two 
vegetations  on  it,  one  of  which  was  fresh  and  fri- 
able, the  other  undergoing  organization.  Another 
large  vegetation  was  found  on  the  posterior  cusp  of 
the  mitral  valve,  which  was  perforated  at  the  base 
of  the  vegetation.  The  pericardium  was  adherent 
and  thickened.  The  right  pleural  cavity  was  com- 
pletely obliterated  and  contained  three  loculated 
cystic  areas  containing  pus.  Both  lungs  were 
emphysematous  with  areas  of  bronchopneumonia. 
Multiple  pulmonary  emboli,  firmly  adheient  to  the 
vessel  walls,  were  found  in  both  lower  lobes.  Xo 
definite  areas  of  infarction  were  seen.  Xo  other 
embolic  manifestations  were  seen. 

In  this  case  death  was  due  to  empyema  of  the 
lung  with  multiple  embolizations.  Even  in 
retrospect,  no  clues  point  to  subacute  bacterial 
endocarditis,  although  one  can  speculate  as  to 
whether  the  previous  “pneumonias”  were  embolic 
and  whether  the  episode  one  year  previously 
could  indicate  the  duration  of  endocardial  in- 
volvement. 

Case  5. — S.  B.,  male,  age  fifty-eight,  was  admitted 
on  April  4,  1947,  with  anorexia  and  weight  loss  of  20 
pounds  in  three  months.  His  past  history  included 
rheumatism  in  childhood  and  lues  eight  years  previ- 
ously. For  three  days  prior  to  admission  he  noted 
substemal  soreness  and  fever.  He  appeared  acutely 
ill  with  temperature  of  102.2  F.,  dyspnea,  and 
Cheyne-Stokes  respiration.  Neck  veins  were  dis- 
tended. Dullness,  bronchial  breathing,  and  rales 
were  found  at  the  right  lung  base,  and  there  were 
crepitant  rales  at  both  bases.  The  heart  was  en- 
larged to  the  left  and  was  regular  with  a gallop 
rhythm.  Sounds  were  of  poor  quality  with  a slap- 
ping first  sound.  A loud  systolic  murmur  was  heard 
at  the  apex,  and  a diastolic  murmur  at  the  third 
left  intercostal  space  near  the  sternum.  X-ray  re- 


vealed hvpervascular  changes  in  both  lungs  with 
areas  of  atelectasis  and  possible  infarcts  at  the  right 
base. 

Treatment  consisted  of  cardiac  therapy  and  40,000 
units  of  penicillin  even-  three  hours.  The  patient 
seemed  to  improve,  but  on  the  third  day  a friction 
mb  was  heard  at  the  left  fifth  intercostal  space. 
Electrocardiograms  showed  first  degree  heart  block 
and  a recent  posterior  wall  infarct.  On  April  13 
the  patient  became  lethargic  with  paresis  of  the  left 
arm.  Dvspnea  increased  until  he  expired  on  April 
20. 

The  heart  weighed  480  Gm.  Both  ventricles  were 
hypertrophied  and  dilated.  The  mitral  valves  were 
thick,  fibrous,  and  calcified  in  spots.  A vegetation 
was  found  at  one  point.  The  aortic  valve  was  thick- 
ened, nodular,  and  calcific.  The  pulmonary  valve 
was  bicuspid.  Subendocardial  hemorrhages  were 
seen  on  the  pulmonary  and  tricuspid  valves.  Xo 
myocardial  infarctions  were  seen.  Infarcts  were 
found  in  the  lower  left  lung,  kidneys,  and  in  the 
right  cerebral  hemisphere. 

The  patient  had  inactive  rheumatic  heart 
disease  with  a congenitally  deformed  pulmonary 
valve  and  an  engrafted  bacterial  endocarditis. 
Bilateral  bronchopneumonia  was  present  with 
pulmonary  infarction,  giving  a primary  pulmo- 
nary disease  picture  which  obscured  the  cardiac 
lesion. 

Renal  Symptoms 

The  third  major  group  includes  those  with  pre- 
dominant renal  disease.  Renal  involvement  is 
common  to  the  extent  that  every  description  of 
subacute  bacterial  endocarditis  stresses  hema- 
turia. The  lesion  is  generally  one  of  three  types: 

1.  Focal  embolic  glomerulonephritis  is  the 
most  common  lesion,  found  in  45  to  90  per  cent 
of  cases  by  various  observers.  The  kidney  is 
swollen  with  punctate  hemorrhages  (the  so-called 
flea-bitten  kidney)  and  scattered  areas  of 
bacterial  embolization  to  the  glomerular  cap- 
illaries. Much  of  the  kidney  remains  normal, 
creating  no  disturbance  in  kidney  function. 

2.  Renal  infarction  may  be  found  in  many 
kidneys  with  an  incidence  varying  up  to  38  per 
cent.  Pain  may  be  caused  occasionally  by  the 
passage  of  a blood  clot  through  the  ureter  or  by 
perinephric  irritation,  and  hematuria  is  usual. 

3.  Diffuse  glomerulonephritis  requires  more 
comment  and  creates  a more  common  diversion. 
It  may  be  acute,  subacute,  or  chronic  and  may  or 
may  not  be  associated  with  embolic  lesions.  It 
is  more  common  in  subacute  bacterial  endo- 
carditis (29.5  per  cent)  than  in  either  the  general 
run  of  autopsies  (1.69  per  cent)  or  in  rheumatic 
heart  disease  (1.56  per  cent).7  Approximately 
one  third  of  a group  of  autopsied  cases  were  found 
to  have  diffuse  glomerulonephritis.  In  another 
100  patients  who  died  of  subacute  bacterial 
endocarditis,8  23  had  renal  insufficiency  with 
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uremia,  and  in  ten  diffuse  glomerulonephritis  was 
the  cause.  Another  observer9  reported  four 
patients  with  diffuse  nephritis  in  11  autopsies. 

The  pathogenesis  of  this  type  of  renal  lesion  has 
been  assumed  to  be  a hypergy  to  the  alpha 
hemolytic  streptococcus.  Experimental  produc- 
tion of  diffuse  glomerulonephritis  in  dogs  requires 
not  only  a bacteremia  but  also  some  form  of 
cardiovascular  stress.10  In  these  animals  the 
production  of  an  arteriovenous  fistula  or  of  endo- 
carditis prior  to  injection  of  bacteria  greatly 
increased  the  incidence  of  nephritic  lesions.  One 
other  factor  was  also  important:  the  level  of 
protein  intake  showed  a significant  correlation 
with  susceptibility  to  the  nephrotoxic  lesion. 

The  type  of  lesion  produced  in  the  animal 
kidney  resembles  that  in  the  human,  and  the 
factors  operative  in  the  animal  probably  apply 
to  man.  Presence  of  bacteria  is  required  since 
disappearance  of  bacteria  from  the  blood  stream 
eliminates  the  renal  lesion.  It  is  important  to 
keep  in  mind  that  treatment  which  sterilized  the 
blood  also  decreased  the  incidence  and  extent  of 
glomerulonephritis.7 

It  should  not  be  surprising,  therefore,  to  find 
cases  in  which  the  cardiac  or  toxic  signs  of  sub- 
acute bacterial  endocarditis  are  completely 
obscured  by  azotemia  or  uremia. 

Case  6. — I.  McL.,  female,  age  eighteen,  became 
ill  six  weeks  prior  to  admission  with  an  upper  respir- 
atory infection  which  was  followed  by  nausea,  vomits 
ing,  diarrhea,  ankle  edema,  and  dyspnea.  Rheu- 
matic heart  disease  was  discovered  at  age  eleven, 
and  she  was  institutionalized  for  two  years  at  age 
fifteen  for  pulmonary  tuberculosis.  On  admission 
clinical  signs  of  mitral  stenosis  were  found  with  con- 
gestive changes  at  both  lung  bases  and  rales  in  the 
apices.  Ascites  and  sacral  and  leg  edema  were 
noted.  X-ray  showed  chronic  fibrotic  tuber- 
culous changes  in  the  right  upper  lung  and  left 
parahilar  region,  and  gastric  washings  contained 
tubercle  bacilli. 

Treatment  consisted  of  streptomycin  and  aureo- 
mycin.  Two  weeks  after  admission  a left  parotitis 
appeared,  and  at  that  time  hematuria  was  found 
in  addition  to  the  pre-existent  albuminuria  and  cy- 
lindruria.  Total  blood  protein  was  4.3  mg.  per  cent, 
albumin  2.5,  globulin  1.8.  Hematuria  continued 
until,  four  weeks  after  admission,  the  patient  sud- 
denly lapsed  into  coma.  Spinal  fluid  was  normal. 
Oliguria  was  marked,  only  30  cc.  of  urine  being  ob- 
tained on  the  next  day,  and  it  contained  red  blood 
cells.  Blood  urea  rose  to  1 1 1 mg.  per  cent,  creatinine 
to  4.0  mg.  per  cent.  Hematemesis  occurred,  the  urea 
rose  to  213  and  creatinine  to  6.0,  and  the  patient 
died  after  four  days  of  coma. 

The  clinical  picture  suggested  acute  glomerulo- 
nephritis. Autopsy  findings  of  note  were  abdominal 
and  pleural  effusions.  The  heart  contained  old  and 
new  verrucae  on  the  mitral  and  aortic  valves  with 
partial  destruction  of  one  cusp  of  the  aortic  valve 
and  verrucae  over  its  outer  surface  on  the  sinus  of 
Valsalva.  The  lungs  showed  active  tubercular 


lesions,  especially  in  the  left  apex.  An  infarct  was 
present  in  the  upper  pole  of  the  spleen.  The  kidneys 
were  large,  swollen,  and  pale  and  showed  evidence  of 
acute  glomerulonephritis  on  microscopic  exami- 
nation. Two  small  ulcers  were  seen  on  the  posterior 
gastric  wall. 

The  sequence  of  events  suggest  that  subacute 
bacterial  endocarditis  began  with  the  so-called 
respiratory  infection,  followed  by  embolization, 
and,  more  prominently,  by  acute  nephritis  which 
eventually  terminated  in  acute  renal  failure  and 
azotemia. 

Case  7. — F.  S.,  Negro  male,  age  forty-six,  was 
first  admitted  in  November,  1947,  because  of  re- 
current chills  and  fever  of  one  year  duration.  Spleno- 
megaly and  microscopic  hematuria  were  noted  with 
azotemia  of  81  to  94  mg.  per  cent  blood  urea,  2 to  3 
mg.  per  cent  creatinine.  He  was  considered  to  be 
in  cardiac  failure  and  was  discharged  after  twenty- 
four  days  of  treatment. 

On  readmission  on  December  29,  1947,  dyspnea 
and  hematuria  had  recurred.  The  heart  was  en- 
larged and  regular  with  a systolic  murmur  at  the 
apex.  The  lungs  were  congested,  and  edema  was 
seen  on  the  face,  sacrum,  and  legs.  Clubbing  of  the 
fingers  was  noted.  Blood  culture  was  negative. 
Blood  urea  was  110  mg.  per  cent,  creatinine  3.5  mg. 
per  cent,  and  gradually  rose  to  150  and  4.0,  respec- 
tively. The  urine  specific  gravity  was  fixed,  and  it 
contained  albumin  and  many  red  cells.  In  spite 
of  treatment  with  digitalis,  mercurials,  and  600,000 
units  of  penicillin  daily,  the  patient  expired. 

At  autopsy  the  heart  weighed  450  Gm.  A small, 
pinhead-sized  vegetation  was  seen  on  the  noncoro- 
nary cusp  of  the  aorta.  On  the  ventricular  surface 
of  the  anterior  aortic  leaflet  of  the  mitral  valve  was 
an  opening  6 by  3 mm.  with  rounded  edges  leading 
into  a diverticulum  and  with  a perforation  at  its 
tip.  At  the  summit  of  the  perforation  was  a red 
vegetation.  Infarcts  were  present  in  the  spleen  and 
kidneys  and  petechial  hemorrhages  on  the  surfaces 
of  the  kidneys.  Microscopically  subacute  glomeru- 
lonephritis was  described. 

In  this  case  the  kidney  showed  all  three  types  of 
lesions.  Although  the  combination  of  cardiac 
lesion,  splenomegaly,  hematuria,  and  fever  of 
long  standing,  as  presented  in  the  protocol,  are 
characteristically  diagnostic  of  subacute  bacterial 
endocarditis,  the  patient  appeared  to  be  so 
typically  nephritic  with  facial  edema  and 
azotemia  that  a negative  blood  culture  eliminated 
the  true  diagnosis. 

Another  patient  was  seen  with  a renal  disease 
which  is  not  usually  related  to  cardiac  disease 
but  which  obscured  the  diagnosis. 

Case  8. — J.  K.,  female,  age  twenty-three,  had  been 
diabetic  for  thirteen  years,  controlled  with  protamine 
zinc  insulin.  Hypertension  and  renal  disease  were 
discovered  at  age  twenty-one.  This  last  illness  be- 
gan one  week  prior  to  admission  with  palpitation, 
insomnia,  gastric  distress,  and  tachypnea.  The  tem- 
perature was  99.4  F.  and  blood  pressure  190/120. 
The  heart  was  normal.  Dullness  was  found  at  both 
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lung  bases  with  signs  of  pleural  effusion.  Edema  of 
the  lids  and  ankles  was  seen.  The  optic  disks  were 
blurred,  fuzzy,  and  irregular  with  old  hemorrhages 
and  exudates  in  both  fundi.  Blood  urea  was  99  mg. 
per  cent  and  sugar  200  mg.  per  cent.  She  was  thought 
to  have  chronic  glomerulonephritis  with  uremia, 
bronchopneumonia  and  pleural  effusion.  A total 
of  900  cc.  of  bloody  fluid  was  removed  from  the  right 
chest  and  100  cc.  from  the  left  by  thoracentesis;  the 
fluid  contained  no  malignant  cells  or  tubercle  bacilli. 

Abdominal  cramps,  diarrhea,  nausea,  and  vomit- 
ing ensued.  A second  thoracentesis  extracted  1,000 
cc.  of  blood-tinged  fluid  from  the  left  chest.  Three 
weeks  after  admission  she  experienced  a sharp  pain 
in  the  left  lower  abdomen  lasting  one  day,  and  a fric- 
tion rub  was  heard  over  the  anterior  left  chest. 
The  electrocardiogram  indicated  a left  ventricular 
strain  pattern  with  a suspicion  of  pericarditis.  A 
gallop  rhythm  appeared  with  increasing  pulmonary 
congestion.  Tenderness  was  noted  in  both  costo- 
vertebral angles,  and  pyuria  was  present.  The  liver 
increased  in  size;  fluid  reaccumulated  in  the  chest 
and  abdomen.  Congestive  changes  appeared  in 
both  lungs.  Blood  urea  rose  to  159  mg.  per  cent, 
creatinine  to  4.0  mg.  per  cent.  Irregular  fever  per- 
sisted, and  congestion  increased  until  the  patient 
expired  six  weeks  after  admission.  Treatment  in- 
cluded 300,000  units  of  penicillin  daily  and  repeated 
transfusions. 

The  final  clinical  diagnosis  was  chronic  nephritis 
with  pyelonephritis,  uremia,  and  congestive  failure. 

At  autopsy,  the  pancreas  was  atrophied.  The 
heart  weighed  300  Gm.  The  aortic  and  mitral 
valves  were  moderately  sclerotic.  Several  small 
vegetations  and  a small  area  of  ulceration  were  seen 
on  the  mitral  valve.  Areas  of  pneumonitis  were 
found  with  pulmonary  edema.  The  spleen  was 
enlarged  and  soft:  the  liver  weighed  1,650  Gm. 

Abdominal  and  pleural  fluid  was  present,  but  the 
pericardial  surface  was  normal.  The  kidneys  were 
small,  the  surfaces  granular.  The  pelves  of  the 
kidneys  were  stippled  with  petechial  hemorrhages 
and  showed  evidence  of  bilateral  pyelonephritis  with 
necrotizing  papillitis. 

This  condition,  which  is  found  in  3.5  to  5 per 
cent  of  diabetics,11  has  not  been  described  too 
frequently.  The  lesion  is  usually  bilateral  and 
often  fulminating  as  in  this  patient.  In  its 
pathogenesis  necrosis  of  the  papilla  of  the  kidney 
is  precipitated  by  infection,  followed  by  an  in- 
flammatory reaction  and  infarction  of  this  area. 
Clinically,  urinary  symptoms  are  noted,  followed 
by  azotemia  and  toxemia.  Hematuria,  renal 
colic,  and  pyelonephritis  in  a diabetic  should 
suggest  the  diagnosis. 

It  is,  therefore,  unlikely  that  the  discovery  of 
bacterial  endocarditis  would  have  led  to  a better 
therapeutic  result  since  the  prognosis  of  necrotiz- 
ing papillitis  is  often  very  poor.  This  is  simply 
an  object  lesson  to  indicate  how  subacute  bac- 
terial endocarditis  can  be  obscured  by  another 
disease  process. 


Summary  and  Conclusions 

We  have  presented  a small  group  of  cases  which 
demonstrate  some  of  the  difficulties  encountered 
in  the  diagnosis  of  subacute  bacterial  endocarditis 
and  indicate  some  of  the  reasons  for  failure. 
Severe  involvement  of  a single  organ  other  than 
the  heart  or  a dramatic  symptom  complex  which 
focuses  attention  on  such  an  organ  can  eclipse  the 
evidences  of  the  underhung  heart  infection  so 
completely  as  to  make  a correct  diagnosis  not 
only  difficult  but  impossible. 

Three  major  organs  were  incriminated:  the 
brain,  lungs,  and  kidneys.  Subarachnoid 
hemorrhage,  meningeal  irritation,  and  intra- 
cranial lesions  masked  systemic,  embolic,  and 
cardiac  lesions  which  might  otherwise  have  been 
detected.  Pulmonary  infection  and  congestive 
cardiac  failure  produced  clinical  pictures  so 
severe  as  to  occupy  the  full  attention  of  the 
observer.  Involvement  of  the  kidney,  partic- 
ularly by  diffuse  glomerulonephritis  in  varying 
degrees,  is  quite  common  in  subacute  bacterial 
endocarditis,  and  the  presence  of  this  lesion, 
terminating  in  renal  failure  and  azotemia,  served 
to  mask  several  of  our  cases. 

Failure  of  diagnosis,  therefore,  increases  the 
number  of  patients  in  whom  failure  of  treatment 
is  recorded.  It  would  be  impossible,  even  with 
the  greatest  of  acumen,  to  penetrate  the  clinical 
camouflage  created  by  the  predominant  involve- 
ment of  one  single  organ  in  man}'  patients,  but 
alertness  may  be  well  rewarded.  It  seems  advis- 
able to  institute  adequate  therapy  in  every  case 
in  which  the  diagnosis  is  merely  suspected  or  in 
which  an  unexplained  fever  is  present  for  more 
than  a week,  particularly  if  a cardiac  lesion  pre- 
exists or  if  any  of  the  usual  manifestations  of 
bacterial  endocarditis  are  seen.  Although  isola- 
tion and  identification  of  the  organism  is  a 
valuable  aid,  once  the  suspicion  of  bacterial 
endocarditis  has  been  aroused,  no  time  should  be 
lost  before  treatment  is  begun  with  adequate 
amounts  of  antibiotics  for  an  adequate  length  of 

time.  __  ,T,  ~ 
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ADENOMAS  OF  LARGE  BRONCHI  VISIBLE  BOTH  ON 
BRONCHOSCOPY  AND  ROENTGENOGRAPHY 

Arthur  S.  W.  Touroff,  M.D.,  and  Gabriel  P.  Seley,  M.D.,  New  York  City 


( From  the  Surgical  Service  of  Mount  Sinai  Hospital ) 

THE  first  case  of  adenoma  of  the  bronchus  was 
reported  by  Kramer  from  the  Mount  Sinai 
Hospital,  New  York  City,  in  1930.1  Two  years 
later  Wessler  and  Rabin,2  reporting  from  the 
same  institution,  described  17  cases  of  bronchial 
adenoma  and  noted  that  in  each  instance  the 
tumor  was  invisible  on  the  x-ray  film.  Naclerio 
and  Langer3  reviewed  15  cases  and  stated  that 
the  tumor  was  demonstrated  only  occasionally 
on  x-ray  examination  because  of  inflammatory 
changes  overlying  it.  In  1947  Maier  and  Fischer4 
reported  five  cases  of  adenoma  of  small  bronchi 
not  accessible  to  the  bronchoscope  but  visible  on 
x-ray  examination.  The  literature  up  to  the 
present  refers  to  only  two  types  of  bronchial 
adenoma: 

1.  Endobronchial  lesion  visible  on  bronchos- 
copy. If  x-ray  is  positive,  it  is  due  to  inflamma- 
tion beyond  the  site  of  obstruction.  The 
bronchus  involved  is  usually  one  of  the  larger 
bronchi.  Treatment  recommended  is  fulgura- 
tion  or  resection  (lobectomy  or  pneumonectomy.  1 
2.  Small  “bronchus”  lesion,  visible  on  x-ray 
but  not  on  bronchpscopy.  X-ray  is  positive. 
Treatment  recommended  is  lobectomy  or  partial 
lobectomy. 

This  presentation  is  concerned  with  14  un- 
usual cases  of  adenoma  of  the  large  bronchi  in 
which  the  tumor  was  visible  not  only  broncho- 
scopically  but  also  could  be  delineated  roentgeno- 
graphically.  To  the  best  of  our  knowledge, 
particular  attention  has  not  been  paid  to  such 
lesions  in  the  past,  and  we  therefore  consider  the 
subject  to  be  worthy  of  discussion.  In  four  of 
the  cases,  in  addition  to  the  circumscribed 
shadow  cast  by  the  tumor,  areas  of  atelectasis 
were  noted  in  the  x-ray  film.  The  tumors  were 
chiefly  of  the  so-called  “dumb-bell”  type.  In 
some  cases  the  primary  tumor  mass  was  found  to 
extend  between  the  bronchial  cartilages  into  the 
adjacent  pulmonary  tissue  or  extrabronchial 
connective  tissue;  in  others  the  tumor  extended 
distally  along  the  bronchus  to  expand  into  a 
widely  dilated  segment  of  the  latter  or  into  a large 
bronchiectatic  cavity.  Since  on  endoscopic 
examination  it  is  impossible  to  determine  whether 
or  not  an  adenoma  has  extended  outside  the 
lumen  of  a large  bronchus  and  ordinary  x-ray 
films  likewise  usually  fail  to  settle  the  question, 
the  authors  are  of  the  opinion  that  every  case  of 
bronchial  adenoma  in  which  the  diagnosis  has 
been  established  at  bronchoscopy  should  be 


further  investigated  by  means  of  sectional  radiog- 
raphy. The  latter  is  of  inestimable  value  in 
determining  the  extent  of  the  lesion  and  also  may 
serve  as  a guide  to  the  type  of  therapy  to  be 
employed. 

Eleven  of  the  patients  wrere  females,  and  three 
w ere  males,  a finding  that  is  in  keeping  with  the 
usual  preponderance  of  females  as  compared  with 
males  suffering  from  the  disease.  They  ranged 
in  age  from  eighteen  to  seventy  years,  the  average 
age  being  44.2  years.  The  latter  is  somewhat 
higher  than  generally  has  been  reported,  but  in 
view  of  the  large  size  of  the  lesions  based  upon 
their  relatively  long  duration  it  is  not  remarkable. 
The  average  duration  of  symptoms  was  eight 
years,  the  extremes  ranging  between  twTo  weeks 
and  sixteen  years.  Accordingly,  if  bronchial 
adenoma  is  a truly  malignant  lesion  as  claimed 
by  some  observers,  all  must  agree  that  the  evi- 
dence tends  to  indicate  that  the  malignancy  is  of 
extremely  low  grade.  In  only  two  cases  could 
evidence  of  lymph  node  involvement  be  found  at 
operation ; in  not  a single  instance  could  evidence 
of  distant  metastases  be  found. 

The  most  common  presenting  symptom  wras 
hemoptysis  wdth  or  without  cough  and  fever. 
Several  patients  complained  only  of  mild  cough 
or  recurrent  episodes  of  fever  and  thoracic  pain. 
Two  patients  were  entirely  symptom-free,  the 
lesion  being  discovered  accidentally  during  the 
course  of  routine  chest  x-ray  examination. 
Operation  was  performed  in  13  cases  and  con- 
sisted of  lobectomy  in  seven,  pneumonectomy  in 
five,  and  exploration  and  biopsy  in  the  remaining 
case  (unclear  diagnosis  Case  5.)  All  patients 
subjected  to  resection  except  one  (Case  13), 
recovered,  and  remained  symptom-free  there- 
after. The  single  death  in  the  resection  group 
(Case  13)  followed  a pneumonectomy  and  was  due 
to  suffocation  two  hours  after  operation  as  a 
result  of  massive  plugging  of  the  remaining  main 
bronchus  by  thick,  tenacious  mucus.  The  case 
in  wrhich  only  exploration  was  performed  (Case  5) 
was  one  in  which  the  presence  of  dense  adhesions 
precluded  the  possibility  of  resection.  The 
patient  is  alive  six  years  after  operation  but 
continues  to  have  symptoms  that  are  referable 
primarily  to  persistent  pulmonary  infection. 
The  single  patient  wTho  was  not  subjected  to 
operation  was  seventy  years  of  age  and  in  poor 
general  physical  condition  when  she  came  under 
observation  in  1936.  She  had  been  under 
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Fig.  1.  Case  2 — Posteroanterior  view  showing  tri- 
angular density  at  right  base,  no  distinct  mass. 


observation  elsewhere  for  fifteen  years,  but 
apparently  the  significance  of  the  endobronchial 
lesion  had  not  been  fully  appreciated.  By  the 
time  she  came  under  our  observation,  she  was 
suffering  from  cardiac  failure  which  precluded 
surgical  treatment.  She  died  soon  thereafter, 
and  at  postmortem  examination  a well-circum- 
scribed tumor  without  lymph  node  metastases 
was  found.  The  immediate  cause  of  death  was 
myomalacia  complicated  by  cardiac  failure. 

Case  Reports 

Case  l.~— E.  B.,  a forty-eight-year-old  female,  was 
admitted  to  Montefiore  Hospital  in  March,  1944, 
because  of  cough  of  fourteen  years  duration. 
Hemoptysis  had  been  present  off  and  on  for  nine 
years.  X-ray  revealed  a rounded  shadow  31/* 
inches  in  diameter  in  the  right  lower  lobe.  The 
mass  had  been  increasing  gradually  in  size  since  it 
was  first  noted  nine  years  previously.  Repeated 
bronchoscopies  performed  during  the  seven  years 
prior  to  admission  revealed  an  adenoma  of  the 
posterolateral  branch  of  the  right  lower  lobe. 

Operation  was  performed  in  March,  1944,  because 
of  persistent  bleeding.  The  right  lower  lobe  was 
removed:  the  patient  made  an  uneventful  recovery. 
Pathologic  specimen  revealed  an  endobronchial 
adenoma  with  a large  (3-inch  diameter)  extra- 
bronchial  component  which  pushed  the  pulmonary 
parenchyma  aside.  Xo  involved  lymph  nodes  were 
found.  The  patient  has  remained  well. 

Case  2. — M.  B.,  a thirty-six-year-old  female,  was 
admitted  to  Mount  Sinai  Hospital  in  December, 
1945,  because  of  cough  and  dyspnea  of  one  year 
duration.  X-ray  examination  revealed  a triangular 
area  of  increased  density  at  the  right  base  (Fig.  1). 
On  tomography  a discrete,  rounded  shadow  about 
Vi  mch  in  diameter  was  seen  within  the  area  of  in- 
creased density  (Fig.  2).  Bronchoscopy  two 
months  prior  to  admission  revealed  an  adenoma  of 
the  posterolateral  division  of  the  right  lower  lobe. 


Fig.  2.  Case  2 — Tomogram  showing  discrete, 
rounded  shadow  in  area  of  increased  density. 


On  December  17,  1945,  right  lower  lobectomy  was 
performed.  The  excised  specimen  consisted  of  a 
polypoid  endobronchial  adenoma  which  was  con- 
tinuous with  a hazelnut-sized  mass  which  extended 
through  the  wall  of  the  bronchus  into  the  extra- 
bronchial  connective  tissue.  No  involved  lymph 
nodes  were  found.  The  postoperative  course  was 
complicated  by  a bronchial  fistula  which  closed 
when  several  silk  sutures  were  discharged  spontane- 
ously through  the  wound.  The  patient  has  re- 
mained well. 

Case  3. — B.  L.,  a sixty-four-year-old  female,  was 
admitted  to  Mount  Sinai  Hospital  in  March,  1947, 
because  a routine  x-ray  of  the  chest  had  revealed  a 
rounded  mass  in  the  uppermost  portion  of  the  left 
lower  lobe  close  to  the  hilus.  Bronchoscopy  per- 
formed on  March  12,  1947,  revealed  an  adenoma  on 
the  lateral  wall  of  the  left  lower  lobe  bronchus.  At 
operation  a bronchial  adenoma  was  seen  in  the  left 
lower  lobe  bronchus  extending  directly  into  the 
lymph  nodes  adjacent  to  the  hilum.  A circum- 
scribed mass,  measuring  approximately  l1/*  inches 
in  diameter,  also  was  noted  in  the  extrabronchial 
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Fig.  3.  Case  4 — Posteroanterior  view  showing 
homogeneous  density  in  lower  half  of  the  right 
chest. 


tissues  immediately  adjacent  to  the  endobronchial 
lesion.  Pneumonectomy  was  performed.  The 
patient  made  an  uneventful  recovery  and  has  re- 
mained well  up  to  the  present  time. 

Case  J. — A.  G.,  a twenty-five-year-old  female,  was 
admitted  to  Mount  Sinai  Hospital  in  January,  1948, 
because  of  recurrent  hemoptysis  of  six  years  duration 
and  fever  of  two  months  duration.  Six  years 
previously  bronchoscopy  had  revealed  a large 
adenoma  of  the  right  main  bronchus.  Numerous 
attempts  to  remove  the  tumor  by  endobronchial 
fulguration  had  been  made.  Bronchoscopy  on 
admission  revealed  a large  mass  still  present  in  the 
right  main  bronchus.  X-ray  examination  revealed  a 
homogeneous  density  occupying  the  lower  half  of  the 
right  chest  (Fig.  3).  On  tomography  a rounded 
mass  about  2 inches  in  diameter  was  noted  within 
the  area  of  increased  density  (Fig.  4).  Operation 
performed  in  January,  1948,  disclosed  a large 
adenoma  located  at  the  bifurcation  of  the  right 
middle  and  lower  lobes.  The  middle  lobe  was 
shrunken  and  contained  a single  cavity  which  was 
filled  with  a polypoid  adenoma  which  measured 
approximately  l'/2  inches  in  all  diameters.  No  in- 
volved lymph  nodes  were  found.  Pneumonectomy 
was  performed.  Postoperative  course  was  entirely 
uneventful.  The  patient  has  remained  well  up  to 
the  present  time. 

Case  5. — J.  D.,  a forty-five-vear-old  female  was 
admitted  to  Mount  Sinai  Hospital  in  April,  1943, 
because  of  fever  and  pain  in  the  chest  of  sixteen 
years  duration.  Hemoptysis  had  been  present  off 
and  on  for  seven  years.  Eleven  years  prior  to 
admission  bronchoscopy  was  reported  negative. 
Two  years  before  admission  bronchoscopy  revealed 
an  adenoma  situated  in  the  apical  division  of  the  left 
lower  lobe.  Shortly  before  admission  x-ray  re- 
vealed a rounded  mass,  2 inches  in  diameter,  within 
the  area  of  infiltration  at  the  left  base.  At  operation 


Fig.  4.  Case  4— Tomogram  showing  rounded  mass, 
2 inches  in  diameter,  in  dense  area. 


the  left  Iowrer  lobe  was  extensively  infiltrated.  A 
mass  measuring  approximately  ll/2  inches  in 
diameter  was  noted  within  the  lobe  in  the  region  of 
the  hilus.  Extensive  bronchiectasis  of  the  lobe  also 
was  found.  The  tumor  mass  wras  aspirated,  and 
immediate  frozen  section  was  reported  “adenoma.” 
No  further  surgery  was  performed.  (This  was  a 
private  patient  of  one  of  our  colleagues,  and  the 
chart  failed  to  give  the  reasons  why  the  lesion  was 
not  removed.)  The  patient  made  an  uneventful 
recover}'  following  operation  and  was  known  to  be 
alive  and  in  reasonably  good  health  in  1949.  No 
follow-up  reports  are  available  since  that  time,  but  in 
viewr  of  the  original  findings  a guarded  prognosis 
must  be  given. 

Case  6. — L.  G.,  a seventy-vear-old  female,  was 
first  observed  at  Mount  Sinai  Hospital  in  1921, 
because  of  extensive  bronchopneumonia  of  the 
right  lower  lobe.  The  symptoms  subsided  under 
treatment,  and  she  was  discharged  only  to  be  re- 
admitted numerous  times  during  the  period  between 
1921  and  1936.  Between  1930  and  1936,  in  addition 
to  the  recurrent  episodes  of  pneumonitis,  the  patient 
suffered  episodes  of  hemoptysis.  Repeated 
bronchoscopies  had  been  performed  during  the 
aforementioned  period.  On  each  occasion  a tumor 
was  noted  in  the  right  main  bronchus  wrhich  on 
pathologic  examination  wras  reported  “nonmalignant 
polyp.”  At  other  times  the  lesion  was  reported 
“basal  cell  epithelioma.”  Repeated  x-ray  examina- 
tions revealed  a dense  homogeneous  shadow  involving 
the  lower  half  of  the  right  lung  field. 

In  1934  radiotherapy  wras  administered  because 
of  the  pathologic  diagnosis  “basal  cell  epithelioma.” 

In  July,  1936,  the  patient  was  admitted  to  the 
hospital  in  cardiac  failure  and  died  within  a few’  days 
of  admission.  Postmortem  examination  revealed 
large  polypoid  tumor  of  the  right  lower  lobe  bronchus 
which  had  extended  through  the  bronchial  wall  into 
an  adjacent  bronchiectatic  cavity  wdthin  the  right 
low’er  lobe.  Despite  the  longstanding  history  the 
lesion  w’as  well  circumscribed,  and  no  metastases 
were  noted  within  the  hilar  lymph  nodes. 

Case  7. — S.  K„  a forty-one-year-old  female,  was 
admitted  to  Mount  Sinai  Hospital  in  .November, 
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Fig.  5.  Case  7 — Posteroanterior  view  showing 
3/<  inch  oval  density,  close  to  right  hilum. 


1946,  because  of  cough,  fever,  and  dyspnea  of 
approximately  eight  months  duration.  Two  months 
prior  to  admission  “wheezing”  had  been  noted  for 
the  first  time.  Several  bronchoscopies  had  been 
performed  shortly  before  admission.  On  each 
occasion  an  adenoma  was  noted  within  the  right 
middle  lobe  orifice.  X-rajr  examination  revealed 
an  oval  density,  measuring  approximately  */4  inch  in 
diameter,  close  to  the  region  of  the  hilum  on  the  right 
side  (Figs.  5 and  6). 

Operation  was  performed  on  November  8,  1946. 
The  right  middle  lobe  was  markedly  shrunken. 
Within  the  substance  of  the  lobe  a mass  could  be 
felt.  The  right  middle  lobe  was  removed.  On 
opening  the  specimen  a typical  adenoma  measuring 
approximately  */«  inch  in  diameter  was  found  within 
a widely  dilated  bronchus.  Careful  examination  of 
the  bronchial  wall  revealed  it  to  be  considerably 
thinned  out  but  intact.  Postoperative  course  was 


Fig.  7.  Case  12 — Posteroanterior  view  taken 
twelve  months  before  operation  showing  ovoid 
shadow  in  right  lower  lobe. 


complicated  by  pleural  infection  which  responded 
to  drainage.  The  patient  has  been  followed  up  to 
the  present  time  and  has  remained  well. 

Case  8. — E.  Q.,  a fifty-six-year-old  female,  was 
admitted  to  Mount  Sinai  Hospital  in  November. 
1948,  complaining  of  “wheeze”  and  cough  of  three 
months  duration.  X-ray  examination  prior  to 
admission  revealed  a rounded  shadow  approxi- 
mately 2'/j  inches  in  diameter  in  the  region  of  the 
right  upper  lobe  close  to  the  hilum.  Bronchoscopy 
revealed  an  adenoma  of  the  right  upper  lobe 
bronchus. 

Operation  was  performed  on  November  29,  1948. 
Immediately  distal  to  the  bifurcation  of  the  right 
upper  lobe  bronchus  a sharply  circumscribed  mass, 
approximately  2 inches  in  diameter,  was  noted  with- 
in the  substance  of  the  lobe.  The  right  upper  lobe 
was  removed.  On  opening  the  specimen  a typical 
adenoma  was  found  arising  within  the  right  upper 
lobe  bronchus  and  penetrating  the  wall  of  the  latter 
structure  to  expand  into  the  large  tumor  mass 
previously  described.  The  postoperative  course 
was  uneventful.  The  patient  has  been  followed  up 
to  the  present  and  has  remained  well. 

Case  9. — D.  B.,  a thirty-six-year-old  female,  was 
admitted  to  Mount  Sinai  Hospital  in  November, 
1948.  Eleven  years  previously  x-ray  of  the  chest 
had  been  performed  because  of  vague  thoracic  pain. 
The  film  was  said  to  have  disclosed  a shadow  “in  the 
right  chest.”  Bronchoscopy  was  performed  and 
revealed  an  adenoma  involving  the  right  middle 
lobe  bronchus.  The  patient  was  given  a course  in 
radiotherapy  and  remained  well  until  eight  months 
prior  to  admission  to  the  hospital  at  which  time 
cough  and  hemoptysis  appeared.  X-ray  examina- 
tion on  admission  to  the  hospital  revealed  an  area  of 
infiltration  in  the  lowermost  portion  of  the  right 
chest  which  on  the  lateral  film  was  confined  to  the 
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Fig.  8.  Case  12 — Posteroanterior  view  taken 
preoperatively  showing  some  growth  of  shadow  in 
one  year. 


Fig.  9.  Case  12 — Lateral  lesion  in  the  posterolateral 
portion  of  the  right  lower  lobe. 


area  of  the  middle  lobe.  The  lobe  had  shrunken,  and 
on  tomography  a circumscribed  shadow  was  noted 
within  the  area  of  infiltration.  Bronchoscopy  was 
performed  and  revealed  an  adenoma  of  the  right 
middle  lobe  bronchus.  In  November,  1948,  the 
right  middle  lobe  was  removed.  The  surgical 
specimen  revealed  an  adenoma  of  the  right  middle 
lobe  noth  extension  into  the  adjacent  pulmonary 
tissue  where  a mass  approximately  1 x/2  inches  in 
diameter  was  found.  No  involved  lymph  nodes 
were  noted.  The  postoperative  course  was  un- 
eventful. The  patient  has  been  lost  from  follow-up. 

Case  10.- — Z.  M.,  a twenty-nine-year-old  male, 
was  observed  in  November,  1948,  complaining  of 
hemoptysis  of  two  weeks  duration.  X-ray  examina- 


Fig.  10.  Case  12 — Posteroanterior  view  taken 
one  year  after  operation  showing  complete  disap- 
pearance of  previous  dense  shadow. 


tion  revealed  a circular  shadow  approximately  2 
inches  in  diameter  in  the  right  lower  lobe  close  to 
the  heart  shadow.  Bronchoscopy  revealed  an 
adenoma  of  the  right  middle  lobe.  Right  pneu- 
monectomy was  performed  in  another  institution 
three  weeks  later.  No  involved  lymph  nodes  were 
found.  The  postoperative  course  was  uneventful. 
The  patient  has  remained  well  up  to  the  present 
time. 

Case  11.- — E.  S.,  an  eighteen-year-old  male,  was 
admitted  to  Mount  Sinai  Hospital  in  January,  1943, 
with  a nine-year  history  of  recurrent  episodes  of  pain 
in  the  right  chest  and  fever  associated  with  hemop- 
tysis. X-ray  examination  at  onset  revealed  a 
circular  mass  approximately  IV2  inches  in  diameter 
situated  in  the  posterolateral  aspect  of  the  right 
chest.  Bronchoscopy  performed  at  the  time  re- 
vealed an  adenoma  in  the  right  upper  lobe  bronchus. 
During  the  year  prior  to  admission  four  broncho- 
scopic  fulgurations  had  been  performed.  Because 
of  continuing  hemoptysis  the  patient  was  admitted 
to  the  hospital  in  January,  1943.  At  operation  a 
right  pneumonectomy  was  performed  because  of  a 
mass  within  the  lung  which  extended  into  the  peri- 
bronchial tissues.  A pair  of  large  firm  lymph  nodes 
were  noted.  Pathologic  report  revealed  “adenoma 
of  the  bronchus  with  malignant  transformation  and 
infiltration  into  adjacent  pulmonary  tissue.  Numer- 
ous lymph  node  metastases  present.”  The  patient 
has  been  followed  up  to  the  present  time,  and  no 
evidence  of  recurrence  has  been  noted. 

Case  12.- — J.  B.,  a male,  age  forty-eight,  was 
admitted  to  Mount  Sinai  Hospital  in  April,  1948. 
Ten  months  previously  he  had  had  an  attack  of 
“pneumonia.”  Twelve  months  prior  to  admission 
he  began  to  cough.  An  x-ray  film  taken  shortly 
thereafter  revealed  an  ovoid  shadow  measuring 
approximately  1 by  2 V2  inches  was  noted  in  the 
posterior  aspect  of  the  right  lower  lobe  (Fig.  7). 
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Bronchoscopy  performed  in  April.  1948,  revealed  an 
adenoma  in  the  posterolateral  division  of  the  right 
lower  lobe.  Roentgenograms  at  this  time  showed 
some  increase  in  size  (.Figs.  8 and  9). 

Operation  performed  in  April,  1948.  revealed  a 
firm,  plum-sized  mass  occupying  a dilated  bronchus 
within  the  posterior  portion  of  the  right  lower  lobe. 
On  pathologic  examination  the  lesion  proved  to  be 
an  endobronchial  adenoma.  Careful  examination 
of  the  wall  of  the  bronchus  revealed  it  to  be  con- 
siderably dilated  and  thinned,  but  the  tumor  did  not 
perforate  the  bronchial  wall.  The  postoperative 
course  was  uneventful  (Fig.  10).  Xo  involved 
lymph  nodes  were  found.  The  patient  has  re- 
mained well. 

Case  13.- — F.  G.,  a fifty-two-year-old  female,  was 
admitted  to  Mount  Siuai  Hospital  in  September. 
1942,  because  of  hemoptysis  of  fifteen  years  duration. 
X-ray  examination  performed  three  years  prior  to 
admission  revealed  a shadow  in  the  left  upper  lobe 
immediately  adjacent  to  the  mediastinum.  Bron- 
choscopy at  the  time  revealed  an  adenoma  of  the 
left  upper  lobe  bronchus.  In  spite  of  repeated 
figurations  between  1940  and  1942  the  tumor  could 
not  be  destro3'ed. 

Left  pneumonectomy  was  performed  on  September 
27,  1942.  Considerable  difficulty  was  encountered 
during  anesthesia  as  a result  of  copious  bronchial 
secretion.  Approximately  two  hours  after  operation 
the  patient  died,  apparently  of  suffocation  as  a 
result  of  a large  mucous  plug  in  the  right  main 
bronchus.  The  surgical  specimen  revealed  a large, 
polypoid  bronchial  adenoma  in  a greatly  distended 
apical  branch  of  the  left  upper  lobe.  The  tumor 
measured  approximately  l1/.  by  1 inches  in  diameter 
and  lay  entirely  within  the  lumen  of  the  bronchus. 
The  latter  was  greatly  thinned  out  and  dilated,  but 
the  wall  was  intact. 

Case  14- — E.  Z.,  a fifty-eight-year-old  female,  was 
admitted  to  the  hospital  complaining  of  hemoptysis 
of  one  week  duration.  Fifteen  years  previously, 
following  an  episode  of  “pneumonia,”  an  x-ray  film 
of  the  chest  had  been  taken  which  revealed  a 
rounded  shadow  measuring  approximately  2 inches 
in  all  diameters  in  the  region  of  the  right  lower  lobe. 
Repeated  films  had  been  taken  since  that  time. 
These  disclosed  the  mass  gradually  increasing  in  size. 
On  admission  to  the  hospital  an  x-ray  film  revealed  a 
mass  approximately  the  size  of  a baseball  in  the 
region  of  the  right  hilum.  Bronchoscopic  examina- 
tion disclosed  the  presence  of  an  adenoma  of  the 
right  lower  lobe  bronchus.  At  operation  a large 
mass  was  found  within  the  right  lower  lobe  close  to 
the  hilus.  The  regional  lymph  nodes  did  not  ap- 
pear to  be  involved.  The  right  middle  and  lower 
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lobes  were  remove  d.  Pathologic  report  was  “large 
bronchial  adenoma  with  extrabronchial  component 
surrounded  by  dense  fibrous  capsule.”  The  re- 
gional lymph  nodes  were  not  involved.  The  post- 
operative course  was  uneventful,  and  the  patient 
has  remained  well  up  to  the  present  time. 


Comment 

When  a patient  has  an  adenoma  of  a large 
bronchus  plus  a shadow  in  the  chest,  the  latter 
may  be  due  to  tumor  or  pneumonitis  atelectasis) 
or  both.  If  uncertain  as  to  the  nature  of  the 
shadow,  one  should  always  do  sectional  films 
tomograms),  Bucky,  or  overexposed  films.  The 
above  x-ray  studies  should  al wax's  be  made  in 
every  case  of  large  bronchus  adenoma  in  order  to 
make  sure  that  there  is  not  an  extrabronchial 
component  present.  This  is  especially  impor- 
tant in  cases  which  are  to  be  treated  by  broncho- 
scopic fulguration. 

In  the  cases  of  our  group  (large  bronchia] 
tumors  with  extrabronchial  component,  large 
endobronchial  mass  dilating  the  bronchia]  wall, 
or  large  mass  filling  a bronchiectatie  cavity)  we 
feel  that  extirpation  is  indicated. 

Summary  and  Conclusions 

1.  The  literature  contains  references  to 
adenomas  arising  from  small  bronchi  not  visible 
bronchoscopically  and  to  tumors  visible  on 
x-ray,  but  no  stress  is  placed  on  tumors  visible 
both  on  x-ray  and  bronchoscopically. 

2.  Numerous  references  are  made  to  the  fact 
that  the  tumor  itself  is  invisible  on  the  roentgen 
film  or  that  the  tumor  itself  is  demonstrated  only 
occasionally  because  of  the  inflammatory  changes 
overlying  it. 

The  cases  herein  presented  were  all  visible  as  a 
delineated  tumor  on  x-ray. 
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BUSY  ...  AT  WHAT? 

Somehow  the  old  “too  busy”  excuse  doesn't 
sound  quite  so  convincing  as  it  used  to.  Maybe 
it’s  because  I’ve  seen  too  many  people  doing  nothing 
to  donate  their  time  to  doing  something.  Maybe 


it’s  because  I've  known  some  businessmen  who 
seemed  to  do  the  work  of  about  ten  men  but  never 
were  too  busy  to  take  on  something  extra. — C.  B. 
Larrabee,  Printers’  Ink 


PROLONGED  CLINIC  STUDY  OF  THE  TREATMENT  OF 
HYPERTHYROIDISM 

Gerald  J.  Friedman,  M.D.,  F.A.C.P.,  Herbert  R.  Marcus,  M.D.,  and  Jefferson  J.  Vorzi- 
mer,  M.D.,  F.A.C.P.,  New  York  City 


( From  the  Medical  Service  of  Beth  Israel  Hospital) 

IN  1943  studies  were  begun  at  Beth  Israel 
Hospital  on  the  use  of  thiouracil  and  pro- 
pylthiouracil in  the  treatment  of  hyperthyroid- 
ism.1 Since  February,  1946,  all  patients  with 
hyperthyroidism  have  been  referred  to  the 
Thyroid  Clinic  and  have  been  treated  on  an 
ambulatory  basis. 

In  this  paper  we  are  reporting  the  results  ob- 
tained prior  to  the  formation  of  our  radioisotope 
group  in  1951.  We  are  including  observations  on 
the  use  of  an  additional  guide  to  the  control  of 
therapy  in  hyperthyroidism. 

Method 

Medical. — The  antithyroid  drugs  were  used  in 
the  following  dosages:  thiouracil  600  mg.  daily 
or  propylthiouracil  300  mg.  daily,  until  the  basal 
metabolic  rate  was  plus  10  per  cent,  at  which  time 
the  dosage  was  gradually  diminished  until  a main- 
tenance dose  was  reached.  In  a few  patients 
450  to  600  mg.  of  propylthiouracil  were  given  for 
short  periods  of  time. 

When  thiouracil  was  used,  patients  were  seen 
in  the  clinic  twice  weekly.  After  the  low  degree 
of  toxicity  of  propylthiouracil  had  been  es- 
tablished, they  were  seen  at  monthly  intervals. 
White  blood  cell  counts  and  basal  metabolic 
rates  were  obtained  every  month.  In  addition  to 
symptomatic  relief,  the  criteria  used  in  evaluat- 
ing the  beneficial  results  of  therapy  were  a fall  in 
the  basal  metabolic  rate,  a fall  in  pulse  rate,  and 
a gain  in  body  weight. 

Surgery. — Preoperative  preparation  consisted 
of  a course  of  200  to  300  mg.  of  propylthiouracil 
daily  until  clinical  improvement  was  evident,  at 
which  time  Lugol’s  solution  (0.6  cc.  three  times 
daily)  was  added.  When  the  basal  metabolic 
rate  was  normal  for  a period  of  one  to  two  weeks, 
the  propylthiouracil  was  discontinued,  and  the 
patient  was  maintained  on  Lugol’s  solution  alone 
for  a period  of  one  week.  At  the  end  of  this  time 
the  patient  was  admitted  to  the  hospital,  and  sub- 
total thyroidectomy  was  performed.  All  patients 
were  ambulatory  throughout  the  preoperative 
period. 

Results.— We  are  reporting  the  results  obtained 
in  44  patients  followed  for  periods  of  from  twelve 
to  eighty-four  months,  the  average  being  thirty- 
nine  months.  They  are  divided  into  three 
groups:  (1)  13  patients  in  whom  a remission  per- 


sisted in  spite  of  the  withdrawal  of  antithyroid 
medication,  (2)  14  patients  in  whom  subtotal 
thyroidectomy  was  performed,  and  (3)  19  patients 
maintained  on  prolonged  antithyroid  therapy. 
One  patient  is  included  in  groups  1 and  2,  and 
another  in  2 and  3,  accounting  for  the  total  of  46 
in  the  three  groups. 

Remission 

In  13  of  the  44  patients  (30  per  cent)  “pro- 
longed” remissions,  which  persisted  at  least 
twelve  months  after  withdrawal  of  antithyroid 
medication,  were  induced.  Ten  of  these  13  had 
diffuse  enlargement  of  the  thyroid  gland;  one  had 
recurrent  hyperthyroidism  twenty-seven  months 
after  a subtotal  thyroidectomy  for  Graves’s 
disease;  one  had  a toxic  adenoma,  and  the  other 
had  masked  hyperthyroidism. 

All  13  patients  in  this  group  were  clinically 
normal  within  nine  months  after  the  start  of 
therapy.  In  addition,  five  of  the  13  had  normal 
basal  metabolic  rates,  and  medication  was  dis- 
continued after  five  to  nine  months  of  therapy. 
Six  others  were  clinically  normal  within  nine 
months,  but  treatment  was  continued  for  from 
eighteen  to  forty  months  because  of  persistently 
elevated  basal  metabolic  rates.  After  the  intro- 
duction of  the  pigment-creatinine  ratio  as  an  addi- 
tional test  of  the  rate  of  metabolism  (see  below), 
we  were  able  to  discontinue  therapy  in  these 
patients.  The  remaining  two  patients  were 
euthyroid  within  four  months,  but  therapy  was 
continued  for  thirteen  and  sixteen  months  because 
they  were  receiving  other  antithyroid  drugs  which 
were  being  investigated  (cyclopropylthiouracil 
and  cyclohexylmeth ylthiouracil) . 2 

The  remissions  have  persisted  in  the  13  patients 
for  periods  of  from  twelve  to  forty-one  months. 

Surgical  Group 

Fourteen  patients  had  subtotal  thyroidectomies 
performed.  In  seven  patients  remissions  were 
induced  by  the  thiouracil  derivatives,  followed  by 
relapses  upon  the  withdrawal  of  medication. 
Three  of  the  seven  were  euthyroid  when  operation 
was  advocated,  and  preoperative  preparation  was 
completed  within  two  to  four  weeks.  The  other 
four  were  hyperthyroid,  and  two  to  three  months 
of  medical  therapy  were  necessary  in  three  of  the 
patients  and  six  months  in  the  other.  The 
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Table  I. — Comparisox  of  Pkoloxged  Medical  Thebapt 
Grocp  with  "Medical  Ccre"  Patiexts 


Prolonged 

Treatment 

“Cure”  Group 

Hyperthyroidism 

Diffuse 

9 

10 

Nodular 

S 

1 

Masked 

2 

1 

Postoperative  recurrence 

i 

1 

Age 

Range 

28  to  77 

26  to  65 

Average 

56 

46 

Number  of  patients  over  55 

14 

1 

seventh  patient  is  the  only  one  who  did  not  take 
Lugol’s  solution  with  propylthiouracil,  receiving 
the  latter  medication  alone  for  five  and  one-half 
months  and  potassium  iodide  for  ten  days  pre- 
• operatively. 

The  other  seven  patients  were  prepared  for 
thyroidectomy  early  in  the  course  of  their  clinic 
attendance.  They  required  one  to  five  months 
(average  two  months)  of  medical  treatment  pre- 
operativelv. 

The  duration  of  hospitalization  for  thyroid- 
ectomy was  four  to  thirteen  days  in  all  patients 
except  one  who  had  a complicating  parathyroid 
deficiency. 

In  12  of  the  14  patients  ‘'cure”  was  obtained. 
This  has  lasted  from  thirteen  to  forty  months 
(average  twenty-five  months). 

Two  of  the  14  had  recurrences,  one  after 
twenty-eight  months  and  the  other  after  thirty- 
two  months  in  remission.  Both  recurrences  re- 
sponded well  to  propylthiouracil  therapy.  One 
of  the  two  patients  had  a medical  “cure”  after 
five  months  of  treatment  with  propylthiouracil. 
The  other  has  been  maintained  on  propyl- 
thiouracil therapy  for  forty-one  months  with  good 
control. 

Complications. — Two  of  the  14  patients  de- 
veloped hypothyroidism.  Symptoms  in  these 
cases  did  not  appear  until  twenty-four  and  thirty 
months  after  operation.  One  of  the  two  de- 
veloped in  addition  a severe  hypertension  which 
was  not  present  before  operation. 

One  patient  had  evidence  of  a parathyroid 
deficiency  and  a recurrent  laryngeal  nerve  paral- 
ysis. The  latter  cleared  within  a short  time. 
The  hypoparathyroidism  lias  required  treatment 
for  the  past  thirty-six  months. 

One  patient  had  marked  increase  in  ex- 
ophthalmos postoperative!}*.  Small  doses  of 
thyroid  were  used  but  were  discontinued  after 
two  months  because  of  palpitation  and 
tachycardia.  There  was  no  noticeable  effect  on 
the  exophthalmos.  Three  patients  had  decreased 
exophthalmos  and  stare  following  operation,  of 
such  a degree  that  it  could  be  observed  clinically. 

The  patients  who  have  undergone  surgery  are 
now  being  followed  in  the  thyroid  clinic  at  three- 
to  six-month  intervals.  All  of  those  who  had 
been  attending  the  clinic  at  frequent  intervals  for 


TABLE  II. — Four  Patiexts  with  Medicatiox-Ixdvced 
Remissioxs  Followed  bt  Relapses 


Patient 

Duration  of  Treatment 
Necessary  to  Induce 
Remission 
(Months) 

Duration  of 
Remission 
Before  Relapse 
( Months) 

D.  K. 

10 

5 

3 

9 

R.  K. 

28 

2 

13 

10 

B.  B. 

30 

5 

3 

9 

35 

S.  A. 

ii 

~ 

prolonged  periods  of  time  during  medical  therapy 
are  grateful  that  surgery  was  performed. 

Prolonged  Medical  Therapy 

Nineteen  patients  were  observed  on  prolonged 
medical  therapy.  The  period  of  observation 
varied  from  thirteen  to  eighty-four  months 
(average  forty  months).  Comparison  of  this 
group  with  the  "medical  cure"  group  as  regards 
type  of  gland  and  age  of  patient  is  given  in  Table 
I. 

Four  of  the  19  patients  had  one  or  more  re- 
missions induced  by  medication  with  relapses 
after  cessation  of  therapy  (Table  II). 

Of  the  remaining  15  patients,  four  were  lost  to 
the  clinic  after  having  received  continuous 
therapy  for  twelve,  fifteen,  thirty-eight,  and 
forty-one  months  with  good  control.  Nine  of  the 
other  11  were  controlled  with  propylthiouracil  in 
doses  of  100  to  300  mg.  daily.  One  of  the  re- 
maining two  patients  had  irregular  control  of  her 
hyperthyroidism  with  medical  therapy  during  the 
past  twenty-four  months.  The  final  patient  was 
not  controlled  in  the  clinic.  She  is  a sixty-seven- 
year-old  white  female  with  an  adenoma  of  the 
thyroid;  she  is  unintelligent  and  uncooperative 
and  does  not  take  her  medication  as  directed.  She 
refused  surgical  intervention.  During  a recent 
admission  to  the  hospital  she  received  250  mg.  of 
propylthiouracil  and  30  drops  of  Lugol’s  solution 
daily  with  a resultant  fall  in  the  basal  metabolic 
rate  (+60  to  +35).  pulse  rate  (90  to  68).  and  an 
increase  in  weight  (99  to  104)  in  three  weeks. 
She  was  continued  on  this  therapy  until  radio- 
active iodine  was  given. 

Clinical  I inprovement  with  Antithyroid  Drugs. — 
The  earliest  improvement  noted  was  the  relief  of 
symptoms.  Nervousness,  palpitation,  tachy- 
cardia, sweating,  tremors,  and  nocturia  decreased 
within  one  to  two  weeks  of  the  onset  of  therapy 
and  usually  disappeared  within  four  to  eight 
weeks.  The  pulse  rate  decreased  and  body 
weight  increased  after  approximately  four  weeks 
of  therapy. 

Complications  of  Medical  Therapy. — Six 

patients  had  reactions  to  drug  therapy.  In  four 
they  were  due  to  thiouracil  and  consisted  of 
purpura,  fever,  sore  throat,  ankle  edema,  ar- 
thralgia, and  leukopenia.  In  these  patients 
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therapy  with  other  thiouracil  derivatives  was 
continued  without  reaction. 

The  other  two  reactions  occurred  in  patients 
who  had  received  both  cyclopropylthiouracil  and 
propylthiouracil.  G.  L.  developed  hepatitis  one 
week  after  starting  cyclopropylthiouracil  therapy 
(300  mg.  daily).  She  had  received  the  same 
daily  dose  of  propylthiouracil  for  six  months 
prior  to  the  use  of  cyclopropylthiouracil.  Later 
she  developed  edema  of  the  macula  while  receiv- 
ing propylthiouracil.  After  a short  period  with- 
out treatment  propylthiouracil  therapy  was  rein- 
stated with  no  further  reaction. 

Patient  C.  C.  received  300  mg.  of  propyl- 
thiouracil daily  for  nine  months.  Cyclopropyl- 
thiouracil was  then  given  in  the  same  dosage  for 
five  weeks  but  was  discontinued  because  of  an  in- 
adequate supply.  Propylthiouracil  was  rein- 
stituted, and  within  one  week  the  patient  de- 
veloped joint  pains,  chills,  and  fever.  Medica- 
tion was  discontinued  for  two  weeks,  and  the 
symptoms  disappeared.  Cyclopropylthiouracil 
(300  mg.  daily)  was  started  again,  and  within  one 
month  the  patient  developed  leukopenia. 
Propylthiouracil  was  substituted  for  one  week, 
but  the  leukopenia  persisted,  and  all  medication 
was  then  withheld.  The  symptoms  cleared,  and 
the  blood  count  rose  to  a normal  level.  Cyclo- 
hexylmethylthiouracil  (450  mg.  daily)  was  given 
for  eight  months  without  a reaction.  Because 
cyclohexylmethylthiouracil  was  not  available, 
propylthiouracil  therapy  (300  mg.  daily)  was  re- 
instituted. Within  forty-eight  hours  the  patient 
developed  fever  and  leukopenia  with  a subsequent 
hepatitis.  The  patient  was  then  controlled  on 
Lugol’s  solution  until  radioactive  iodine  could  be 
given.  The  patient  was  adamant  in  his  refusal 
of  surgical  therapy. 

The  Basal  Metabolic  Rate  as  a Guide  to 
Medical  Therapy 

In  several  patients  studied  therapy  was  con- 
tinued for  a prolonged  period  of  time  because  of 
the  persistent  elevation  of  the  basal  metabolic 
rate  in  spite  of  clinical  improvement.  The 
measurement  of  the  basal  metabolic  rate  by  the 
respiratory  calorimeter  presents  a great  many 
difficulties  and  limitations,  especially  in  a clinic 
where  basal  conditions  may  not  be  attained. 
The  results  of  this  test  may  not  reflect  the  true 
basal  metabolism,  yet  of  necessity  it  is  an  im- 
portant guide  to  the  control  of  therapy  in  hyper- 
thyroidism. 

In  1944  Ostow  and  Philo3  reported  on  a rela- 
tionship between  urinary  pigment  excretion  and 
basal  metabolism.  They  established  a pigment- 
creatinine  ratio  which  paralleled  the  basal  meta- 
bolic rate  of  patients  to  whom  thyroid  extract  had 
been  administered.  Recently,  Vorzimer,  Cohen, 

L 


TABLE  III. — Comparison  op  Accuracy  of  Pigment- 
Creatinine  Ratio  and  Respiratory'  Basal  Metabolic 
Rate 


Number  of 
Observations 

Per  Cent 
of  Total 
Observations 

P/C  and  BMR  agree  with  each 
other  and  clinical  findings 
Euthyroid 

131 

48 

Hyperthyroid 

37 

13  (61) 

P/C  more  accurate  than  BMR 
Euthyroid 

79 

29 

Hyperthyroid 

■ (29) 

BMR  more  accurate  than  P/C 
Euthyroid 

13 

5 

Hyperthyroid 

5 

2(7) 

BMR  and  P/C  agree  with  each 
other  but  not  with  clinical 
findings 
Euthyroid 

8 

3 

Hyperthyroid 

(3) 

and  Joskow4  investigated  the  reliability  of  this 
relationship  and  found  that  there  existed  an 
accurate  correlation  between  basal  metabolic 
rates  as  determined  by  the  respiratory  calorimeter 
and  the  pigment-creatinine  ratio  (P/C). 
Vorzimer  and  Cohen5  later  reported  the  accuracy 
of  this  test  as  compared  with  the  oxygen-con- 
sumption basal  metabolic  rate  in  a group  of 
hospital  patients. 

We  have  used  the  P/C  basal  metabolic  rate  to 
check  the  respiratory  calorimeter  basal  metabolic 
rate  in  33  of  the  clinic  patients  reported  in  this 
study.  In  273  simultaneous  observations,  the 
P/C  basal  metabolic  rate  was  found  to  be  as 
accurate  as  the  oxygen-consumption  basal  meta- 
bolic rate  in  62  per  cent,  more  accurate  in  29  per 
cent,  and  less  accurate  in  6 per  cent  when  these 
determinations  were  correlated  with  the  clinical 
findings. 

In  eight  instances  (3  per  cent)  the  patient  was 
considered  euthyroid  clinically,  but  both  the 
respiratory  calorimeter  and  the  P/C  basal  meta- 
bolic rates  were  elevated. 

In  97  per  cent  of  the  cases  the  respiratory 
calorimeter  basal  metabolic  rate  and/or  the  P/C 
basal  metabolic  rate  was  accurately  correlated 
with  the  clinical  findings,  whereas  in  only  68  per 
cent  would  this  correlation  have  been  tenable  had 
the  respiratory  calorimeter  been  used  as  the  only 
method  of  determining  the  rate  of  metabolism 
(Table  III). 

Comment 

While  the  number  of  cases  is  admittedly  small, 
we  feel  that  the  close  and  prolonged  observation 
permits  certain  conclusions  to  be  drawn. 

The  treatment  of  hyperthyroidism  must  be 
individualized.  The  temperament  of  the  patient 
is  an  extremely  important  factor  in  determining 
the  type  of  treatment  to  be  used.  Fear  of  an 
operation  may  be  so  great  that  medical  treat- 
ment may  be  warranted  in  spite  of  the  desirability 
of  surgery.  Radioactive  iodine  as  a medical 
weapon  in  the  treatment  of  hyperthyroidism  is 
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assuming  a prominent  role  as  its  availability 
becomes  more  widespread.  Where  this  form  of 
therapy  is  not  available,  we  feel  that  a course  of 
medical  treatment  with  the  antithyroid  drugs  is 
desirable.  Thirty  per  cent  of  our  patients  thus 
treated  had  remissions  which  persisted  after  dis- 
continuing the  drug. 

Patients  should  receive  continuous  therapy  for 
one  year.  For  the  first  six  months  300  mg.  of 
propylthiouracil  should  be  given  daily.  During 
the  next  six  months  the  dosage  should  be  di- 
minished gradually  depending  upon  the  clinical 
findings.  If  there  is  a relapse  when  therapy  is 
discontinued,  operation  is  strongly  advocated. 
If  the  patient  is  a bad  surgical  risk  or  refuses 
surgery,  the  antithyroid  drug  is  continued  if 
radioactive  iodine  is  not  available.  One  patient 
was  observed  for  eighty-four  months  with  three 
courses  of  medical  treatment  totaling  seventy- 
nine  months  and  had  no  apparent  ill  effects  from 
the  prolonged  therapy.  However,  the  danger  of 
a drug  reaction  exists  as  long  as  medical  therapy 
is  continued. 

Surgery  offers  our  clinic  patients  a less  ex- 
pensive. more  rapid,  and  certain  cure.  Surgeons’ 
fees,  nursing  care,  and  hospital  expenses,  which 
are  factors  in  the  care  of  private  patients,  do  not 
enter  into  consideration  in  the  case  of  clinic 
patients.  The  important  economic  factor  from 
their  standpoint  is  time  lost  from  work.  With 
ambulatory  preparation  for  thyroidectomy  and 
the  short  period  of  hospitalization  required  in  our 
group,  less  time  was  lost  with  surgery  than  with 
medical  care.6  The  inconvenience  of  repeated 
clinic  visits,  discouragement  with  the  results  of 
the  medical  regime,  or  the  presence  of  esthetically 
undesirable  glands  are  factors  which  lead  patients 
to  request  surgery. 

Recurrences,  parathyroidectomy,  recurrent 
laryngeal  nerve  paralysis,  and  myxedema  were 
noted  as  complications  in  our  group.  Of  these, 
parathyroid  insufficiency  was  the  only  severe 
complication. 

The  P C basal  metabolic  rate  has  given  us  an 
additional  guide  to  the  treatment  of  hyper- 
thyroidism. It  is  of  great  value  in  evaluating 
those  cases  in  whom  the  oxygen-con  sumption 
basal  metabolic  rate  does  not  agree  with  the 
clinical  findings.  Patients  treated  medically  for 
long  periods  of  time  show  fluctuations  in  the  con- 
trol of  their  hyperthyroidism.  Wien  there  is  a 
full-blown  clinical  exacerbation  along  with  an 
elevated  basal  metabolic  rate,  the  diagnosis  of 
“relapse”  is  not  difficult.  However,  elevated 


basal  metabolic  rates  occur  at  times  unassociated 
with  clinical  evidence  of  hyperthyroidism.  Here, 
an  additional  laboratory  determination  is  of  value 
in  guiding  therapy.  We  have  found  the  simul- 
taneous determination  of  the  P/C  basal  meta- 
bolic rate  and  the  respiratory  calorimeter  basal 
metabolic  rate  of  invaluable  aid.  It  is  also  of  aid 
in  those  patients  in  whom  it  is  technically  im- 
possible to  obtain  an  accurate  oxygen-consump- 
tion basal  metabolic  rate  and  in  evaluating  the 
basal  metabolic  rate  of  patients  with  anxiety  state, 
neurocirculatory  asthenia,  and  hypertension. 

Summary 

1 . Observations  made  over  a prolonged  period 
on  44  patients  with  hyperthyroidism  followed  for 
from  twelve  to  eighty-four  months  have  been  re- 
ported. 

2.  Thirty  per  cent  of  the  patients  had  re- 
missions induced  by  and  persisting  after  with- 
drawal of  antithyroid  medication:  32  per  cent 
underwent  thyroidectomy.  The  remaining  3S 
per  cent  received  prolonged  antithyroid  medica- 
tion. 

3.  The  use  of  the  urinary  pigment  excretion 
(P  C)  as  a measurement  of  the  basal  metabolic 
rate  is  discussed.  It  is  advocated  as  an  addi- 
tional guide  to  therapy  in  the  treatment  of  hyper- 
thyroidism. 

4.  Surgery  offers  the  more  rapid,  frequent, 
and  complete  cure.  It  is  more  economical  than 
medical  therapy  for  clinic  patients. 

5.  Medical  therapy  has  the  great  advantage 
of  removing  the  ordeal  and  risk  of  a surgical  pro- 
cedure. The  incidence  of  relapse  after  with- 
drawal of  therapy  is  high.  Prolonged  medical 
therapy  has  the  disadvantage  of  frequent  observa- 
tions over  long  periods  of  time  and  the  danger  at 
all  times  of  a drug  reaction. 

6.  Individual  circumstances  should  determine 
the  treatment  of  choice. 
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CARDIAC  CIRRHOSIS 

Corbet  S.  Johnson,  M.D.,  Waverly,  New  York 

( From  the  Departments  of  Internal  Medicine  and  Cardiology,  Tioga  County  General  Hospital ) 


THE  recent  occurrence  of  three  deaths  in 
cardiac  patients  with  congestive  failure,  who 
had  postmortem  evidence  of  extensive  liver 
damage,  has  brought  to  my  attention  the  recent 
scarcity  of  clinical  articles  discussing  the  relation- 
ship between  heart  disease  and  liver  disease. 
During  the  past  twenty  years  there  have  been 
several  excellent  pathologic  descriptions  of  so- 
called  cardiac  or  congestive  cirrhosis,  and  autopsy 
statistics  are  available  for  its  frequency.  How- 
ever, there  is  a great  deal  of  confusion  in  the 
definitions  of  what  is  meant  by  cardiac  cirrhosis. 
Such  terms  as  “cardiac  cirrhosis,"  “congestive 
cirrhosis,"  or  “pseudocirrhosis,”  are  used,  and 
very  recently  Moschcowitz  used  the  term 
“cardiac  fibrosis  of  the  liver.”1  But  whichever 
terip  is  used,  it  is  important  to  realize  that  the 
pathology  in  the  liver  is  a constantly  changing- 
picture.  It  may  progress  rapidly  or  slowly;  it 
may  regress  to  nearly  normal  conditions ; it  may 
be  a continuous  and  rapid  advance  or  a slow  and 
insidious  process  hardly  perceptible  until  terminal 
stages  are  reached. 

Most  pathologic  descriptions  have  been  based 
on  end  results  of  a long,  severe  lethal  process, 
and  too  few  have  dealt  with  a discussion  of  the 
early  changing  processes  which  still  may  be  in  a 
reversible  stage  if  recognized  and  treated  to 
advantage.2  There  have  been  very  few  reported 
liver  biopsy  studies  of  patients  in  states  of 
chronic  or  recurrent  congestive  failure.3  Liver 
function  studies  have  been  done,  but  these  have 
been  notoriously  inaccurate  and  misleading  in 
predicting  the  true  state  of  the  liver.4'5 

This  discussion  is  not  intended  to  deal  with  the 
pathologic  morphology  of  cardiac  cirrhosis  but  is 
an  attempt  to  clarify  the  clinical  diagnosis.  A 
review  of  the  recent  literature  and  my  own  clinical 
experience  are  used  as  a basis  for  these  con- 
clusions. 

There  probably  are  two  basic  factors  influenc- 
ing the  onset  and  progression  of  cardiac  cirrhosis. 
These  are  (1)  the  oxygen  supply  to  the  liver  cells 
themselves  and  (2)  any  toxic  agent  passing  into 
the  liver  and  poisoning  the  liver  cells.  Either  or 
both  may  conceivably  influence  the  progression 
of  the  disease  process. 

In  considering  the  oxygen  supply  to  the  liver 
cells,  it  must  be  remembered  that  about  75  per 
cent  of  the  blood  going  to  the  liver  is  by  way  of 
the  portal  vein  and  is  venous.  Consequently,  it 
is  low  in  oxygen  content.  About  25  per  cent  is 
arterial  or  oxygenated  blood.  It  is  probable 


that  these  bloods  are  mixed,  and  the  resulting 
oxygen  saturation  is  much  lower  than  other 
organs  of  the  body  receive.  Also,  the  nearer 
the  blood  approaches  the  central  vein,  the  lower 
is  its  oxygen  content.  If  congestive  failure  is 
present,  the  blood  flow  may  be  slowed  further 
and  thus  become  even  more  anoxic.  This 
lessened  oxygen  saturation  as  the  blood  ap- 
proaches the  central  vein  is  undoubtedly  the 
best  explanation  for  the  central  necrosis  which 
is  seen  in  many  patients  dying  in  severe  con- 
gestive failure. 

Animal  experimentation  by  Zimmerman  and 
Hillsman  tends  to  confirm  this  concept.6  With 
metal  clips  they  partially  constricted  the  inferior 
vena  cava  in  dogs.  This  raised  the  pressure  in 
the  central  veins  and  slowed  the  circulation.  A 
typical  central  necrosis  was  produced  which 
eventually  resulted  in  fibrosis  of  that  area.  The 
severity  of  damage  was  dependent  upon  the 
amount  of  increased  venous  pressure.  There 
was  no  factor  of  infection  or  extrinsic  toxemia  in 
the  production  of  this  type  of  cirrhosis.  It  was 
presumed  to  have  been  caused  entirely  by  the 
lowered  oxygen  tension. 

Himsworth  has  also  shown  that  if  there  is  a 
toxic  element  present,  the  effect  of  anoxia  is  much 
more  intensive.7  Using  carbon  tetrachloride  in 
small  amounts,  he  found  that  necrosis  took  place 
much  sooner  and  more  extensively  when  the 
oxygen  tension  was  lowered  by  increasing  the 
venous  pressure.  These  animal  experiments 
tend  to  show  that  the  two  factors  of  anoxemia 
and  toxemia  are  important  in  producing  liver 
cirrhosis. 

Postmortem  studies  and  autopsy  statistics  are 
difficult  of  interpretation  and  inaccurate  in  giving 
the  true  incidence  of  the  occurrence  of  cardiac 
cirrhosis.  These  studies  necessarily  reveal  only 
end  stages  and  often  do  not  recognize  the  milder, 
less  extensive  changes  often  found  in  the  liver 
secondary  to  congestive  failure.  The  experiences 
and  conclusions,  however,  of  Garvin8  and 
Koletsky  and  Barnabee9  do  definitely  show  an 
increased  incidence  of  cirrhosis  in  cardiac 
patients.  Combining  their  findings  in  over 
10,000  consecutive  autopsies,  they  reveal  some 
interesting  statistics  relative  to  factors  influencing 
the  occurrence  of  cardiac  cirrhosis.  Repeated 
attacks  of  congestive  failure  or  longstanding 
chronic  congestive  failure  contribute  to  its 
development.  The  severity  of  the  failure  is 
another  factor.  The  incidence  seems  highest  in 
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cases  of  rheumatic  heart  disease  and  next  in 
hypertensive  heart  disease.  Tricuspid  stenosis 
and  insufficiency  and  cases  of  constrictive 
pericarditis  have  a particularly  high  incidence. 

Another  pertinent  observation  made  by 
Katzin  et  al.  was  that  less  than  15  per  cent  of 
cases  of  cardiac  cirrhosis  are  recognized  ante- 
mortem clinically.10  They  also  state  that  there 
were  pathologic  liver  changes  present  in  one  third 
of  286  cases  of  congestive  heart  failure  autopsied. 
They  further  conclude  that  cardiac  cirrhosis  is 
present  in  50  per  cent  of  patients  with  congestive 
failure  of  nine  months  or  more  duration. 

Case  Reports 

Three  cases  are  presented  briefly  which 
illustrate  many  of  the  clinical  features  seen  in 
cardiac  patients  with  associated  severe  liver 
damage. 

Case  1. — A fifty-one-year-old  railroad  switchman 
had  a cardiac  history  which  began  two  years  before 
his  final  hospital  admission.  At  this  time  he  had  an 
acute  posterior  myocardial  infarct  which  was  proved 
by  electrocardiogram.  He  was  treated  with  bed  rest 
for  two  months  and  later  improved  sufficiently  to  go 
back  to  light  work  on  the  railroad.  Two  months 
before  hospital  admission  he  first  consulted  me  be- 
cause of  increasing  dyspnea,  wheezing,  cough,  and 
slight  ankle  edema. 

His  appearance  was  typical  of  the  frequently  seen 
short,  obese,  hypertensive,  cardiac  patient.  He  was 
5 feet  8 inches  tall  and  weighed  217  pounds.  Blood 
pressure  was  172/108.  Electrocardiogram  showed 
evidence  of  an  old  healed  posterior  infarct  and  a left 
ventricular  strain  pattern.  Fluoroscopically,  his 
left  ventricle  was  slightly  enlarged  with  moderate 
increase  in  size  of  pulmonary  vessels.  He  was  treated 
by  digitalization  and  salt-free  and  low  caloric  diet. 
He  showed  excellent  clinical  improvement  while 
losing  35  pounds  in  weight  over  a two-month 
period. 

Two  days  before  admission  he  had  sudden,  severe 
substernal  pain  lasting  about  six  hours  and  requiring 
hypodermic  narcotics  by  his  family  physician  for  re- 
lief. Electrocardiogram  on  admission  was  character- 
istic of  an  acute  anterior  infarct.  Chest  x-ray 
showed  cardiac  dilatation  and  pulmonary  edema. 
His  four-month  hospital  course  was  difficult  and 
complicated.  He  was  in  congestive  failure  to  begin 
with  and  never  was  entirely  relieved  of  this.  He 
suffered  a pulmonary  infarct  three  weeks  after  ad- 
mission during  a short  period  of  inadequate  Dicu- 
marol  therapy.  There  was  a period  of  approximately 
three  days  during  which  he  had  a ventricular  tachy- 
cardia with  a rate  of  170,  proved  by  electrocardio- 
gram. This  was  finally  converted  to  a sinus  rhythm 
only  after  large  doses  of  quinidine. 

His  liver  was  enlarged  all  the  time  and  was  tender. 
About  two  months  after  admission  his  abdomen 
gradually  began  increasing  in  size  with  evidence  of 
free  peritoneal  fluid.  During  all  this  period  there 
was  edema  of  the  back  and  legs,  and  his  venous  pres- 
sure ranged  from  24  to  34  cm.  of  water.  The  first 


paracentesis  was  done  at  the  beginning  of  his  fourth 
and  last  month  of  hospitalization.  Four  taps  were 
done  during  this  last  month  for  the  relief  of  the  ab- 
dominal distention  and  extreme  dyspnea. 

Postmortem  examination  showed  an  enlarged  and 
dilated  heart  with  an  old  healed  posterior  infarct 
and  a much  larger,  more  recent,  anterior  infarct. 
There  was  some  free  fluid  in  the  pericardium,  more 
in  the  right  pleural  cavity,  and  a large  amount  in  the 
peritoneal  cavity. 

The  liver  was  large  with  moderate  nutmeg  ap- 
pearance. The  central  veins  and  sinusoids  were 
dilated,  and  there  was  extensive  necrosis  around  the 
central  veins.  There  were  also  areas  showing  a 
definite  fibrosis  of  these  central  areas. 

This  case  illustrates  marked  liver  damage  in  a 
patient  with  coronary  heart  disease  and  very 
severe  and  resistant  congestive  failure  for  four 
months,  preceded  by  two  years  of  moderate 
chronic  congestive  failure. 

Case  2. — A fifty-four-year-old  female  was  ad- 
mitted to  the  hospital  because  of  edema  and  ascites. 
She  had  had  two  typical  attacks  of  rheumatic  fever 
during  childhood  and  heart  murmurs  since  these 
attacks  but  was  able  to  carry  on  a fairly  active  life 
up  to  five  years  prior  to  admission,  at  which  time  she 
had  a severe  hemoptysis.  Since  then  she  had  become 
much  more  dyspneic  and  for  two  years  had  had 
definite  peripheral  edema.  For  the  six  months  pre- 
vious to  her  first  admission  she  noticed  her  abdomen 
becoming  larger. 

On  admission  the  abdomen  was  extremely  dis- 
tended, and  all  signs  of  massive  ascites  were  present. 
She  had  peripheral  edema  extending  to  the  abdomen, 
and  dyspnea  and  orthopnea  were  also  present.  She 
was  put  on  a very  strict  regime  for  congestive  failure, 
consisting  of  adequate  digitalization,  rigidly  con- 
trolled salt-poor  diet,  ammonium  chloride,  and 
daily  intravenous  injections  of  a mercurial  diuretic. 
She  showed  a marked  diuresis  and  weight  loss,  but 
the  tenseness  of  the  abdominal  wall  continued  until  a 
paracentesis  with  removal  of  2,500  cc.  of  clear  fluid 
was  done.  Diuresis  was  even  greater  following  this, 
the  abdomen  became  increasingly  smaller,  and 
she  became  much  more  comfortable.  After  the 
abdomen  became  normal  in  size  with  no  evidence  of 
fluid,  a fluoroscopic  examination  of  the  chest  re- 
vealed enlargement  of  the  left  auricle  and  lesser  en- 
largement of  the  right  ventricle  and  right  auricle. 
The  pulmonary  vessels  were  all  prominent  and 
dilated. 

Following  the  paracentesis  it  was  easily  possible 
to  palpate  a liver  edge  about  two  fingers  below  the 
costal  margin.  This  edge  was  very  hard  and  gave 
the  impression  of  being  finely  nodular.  The  spleen 
was  not  palpable.  She  was  discharged  to  the  care  of 
her  family  physician,  in  fairly  good  compensation 
after  thirty  days  of  treatment.  Five  months  later 
she  was  readmitted  because  of  massive  ascites  again. 
She  stated  that  her  abdomen  and  edema  had  been 
under  good  control  as  long  as  she  was  very  strict 
with  her  salt-free  diet,  had  no  activity,  and  got  her 
“shot”  of  mercurial  diuretic  twice. a week.  During 
the  past  three  or  four  weeks,  however,  her  abdomen 
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kept  increasing  in  spite  of  careful  home  care.  An- 
other paracentesis  of  8,000  cc.  was  done,  and  again 
marked  diuresis  followed  so  that  she  soon  became 
edema-free  with  very  little,  if  any,  ascitic  fluid  pres- 
ent. Electrocardiogram  showed  auricular  fibrilla- 
tion, and  venous  pressure  was  33  cm.  of  water. 
This  time  the  liver  seemed  slight!}'  smaller  and 
harder  than  previously.  After  two  weeks  of  hos- 
pitalization, she  was  doing  well  and  about  ready  to 
be  discharged  when  she  developed  a sudden  convul- 
sion, unconsciousness,  and  a flaccid  left-sided  hemi- 
plagia.  She  expired  thirty-six  hours  later. 

Postmortem  examination  showed  the  cause  of 
death  to  be  an  embolus  of  the  right  middle  meningeal 
artery.  Cardiac  findings  showed  a very  tight,  calcified 
mitral  valve,  one  leaf  of  which  was  encrusted  with  a 
thick  deposit  of  calcium  with  ulcerations,  which  was 
undoubtedly  the  source  of  the  embolus.  The  heart 
was  also  markedly  hypertrophied  and  dilated.  The 
liver  grossly  was  gray-yellow  in  color  and  extremely 
firm  in  texture,  and  the  surfaces  were  finely  nodular. 
The  microscopic  report  read  “advanced  cirrhosis 
with  all  associated  changes,  fatty  metamorphosis, 
distention  of  sinusoids,  and  passive  congestion.” 

This  case  of  rheumatic  heart  disease  with  tight 
mitral  stenosis  illustrates  that  far-advanced  liver 
cirrhosis  may  follow  prolonged,  chronic,  con- 
tinuous congestive  failure.  It  also  illustrates  the 
sequence  of  events  with  dyspnea,  peripheral 
edema,  and  ascites  developing  in  that  order.  The 
ascites  here  was  fairly  well  controlled  as  the  con- 
gestive failure  was  controlled. 

Case  3. — A fifty-year-old  drugstore  clerk,  five  years 
before  admission  to  the  hospital,  was  treated  with 
bed  rest  for  two  months  for  an  acute  myocardial  in- 
farct. Two  electrocardiograms  taken  at  the  time 
were  said  to  have  been  diagnostic.  He  made  a fairly 
satisfactory  recovery,  to  such  an  extent  that  he  was 
able  to  clerk  in  a drugstore.  However,  he  stated  that 
dyspnea  very  definitely  limited  his  activities.  There 
was  also  present  almost  continuously  lower  ex- 
tremity edema  which  extended  up  into  the  thighs. 
For  the  past  two  years  he  noticed  increased  size  of 
the  abdomen,  and  during  the  past  year  he  had  about 
eight  paracenteses,  increasing  in  frequency  and  with 
the  removal  of  9 to  13  quarts  of  straw-colored  fluid. 
He  had  taken  digitalis  irregularly  but  aside  from  this 
had  had  no  treatment. 

His  abdomen  was  huge  with  all  signs  of  fluid 
present  upon  admission.  There  was  also  dyspnea, 
orthopnea,  and  leg  edema  extending  to  the  abdomen. 
After  removal  of  10,000  cc.  of  straw-colored  fluid,  the 
liver  was  easily  palpable  thi*ee  fingers  below  the 
costal  margin.  It  was  firm,  smooth,  and  moderately 
tender.  His  heart  was  markedly  enlarged  with  a 
blowing  systolic  murmur.  Fluoroscopically,  enlarge- 
ment of  all  chambers  was  present,  and  the  pulmonary 
vessels  were  prominent.  Electrocardiogram  showed 
auricular  fibrillation  and  evidence  of  an  old  posterior 
wall  infarct.  Venous  pressure  was  37  cm.  of  water. 
He  was  put  on  a strict  regime  for  congestive  failure 
and  his  dyspnea  and  leg  edema  became  much  im- 
proved, but  it  was  necessary  to  repeat  a paracentesis 


about  every  four  weeks  with  removal  of  14  to  16,000 
cc.  each  time.  His  total  protein  during  this  period 
remained  under  6 Gm.  with  the  albumin  fraction 
ranging  from  2.5  to  3.5  Gm. 

Also,  during  this  period  the  liver  could  be  felt  to 
be  receding  in  size.  It  became  harder,  and  a definite 
impression  of  granularity  of  the  surface  was  present. 

Finally,  after  seven  months  of  this  regime,  he  had 
sudden  substernal  pain  and  died  soon  after.  Post- 
mortem examination  showed  a fresh  thrombosis  of 
the  anterior  descending  branch  of  the  left  coronary 
artery  with  hemorrhagic  infarction.  There  was  an 
old  scar  of  the  posterior  wall.  The  liver  was  firm, 
finely  nodular,  and  yellowish-gray  in  color.  Micro- 
scopic examination  was  almost  identical  with  Case  2. 

This  case  history  illustrates  another  advanced 
case  of  cirrhosis  following  prolonged,  continuous, 
chronic,  congestive  failure  as  a result  of  coronary 
artery  disease.  In  this  case  the  ascites  persisted 
in  spite  of  fairly  good  control  of  the  congestive 
failure.  The  sequence  of  events  in  this  case  was 
also  dyspnea,  leg  edema,  and  ascites  and  was  ob- 
viously the  result  of  inadequately  treated  chronic 
congestive  failure. 

In  none  of  these  cases  was  there  a history  of 
alcoholic  intake,  dietary  deficiencies,  jaundice,  or 
other  evidence  of  infectious  hepatitis. 

Comment 

Animal  experimentation,  autopsy  reports,  and 
clinical  observation  all  indicate  that  there  are  at 
least  two  factors  which  influence  the  onset  of 
cirrhosis  of  the  liver  in  cardiac  patients.  These 
are  anoxemia  produced  by  the  congestive  failure 
and  the  presence  of  any  hepatic  toxin.  It  would 
be  expected  that  the  incidence  of  a true  portal  or 
Laennec’s  cirrhosis  would  be  higher  in  cardiac 
patients  than  in  normals,  and  this  has  been  ob- 
served in  large  autopsy  experiences.10  However, 
it  is  only  fair  to  state  that  the  implications  that  a 
congested  liver  may  favor  the  onset  of  a Laennec’s 
cirrhosis  have  been  definitely  denied.1 

It  would  also  be  expected  that  there  would  be  a 
direct  relation  between  the  incidence  of  cardiac 
cirrhosis  and  the  duration  and  severity  of  the 
congestive  failure.  This,  likewise,  has  been 
observed  to  be  true.  Another  factor,  or  perhaps 
this  same  one  expressed  in  a different  way,  seems 
to  be  the  elevation  of  the  venous  pressure.  In 
all  of  the  cases  I have  seen,  admittedly  too  small 
to  draw  valid  conclusions,  the  venous  pressure 
has  been  unusually  high. 

Clinical  Diagnosis 

The  presence  of  serious  associated  liver  pathol- 
ogy in  cardiac  patients  should  be  suspected 
when  (1)  frequent  bouts  of  acute  congestive 
failure  have  been  present,  (2)  chronic  congestive 
failure  has  been  inadequately  controlled  over  a 
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long  period  of  time,  or  (3)  there  is  a history  of  any 
toxic  or  infectious  damage  to  the  liver  in  the  past. 

This  condition  should  also  be  thought  of  and 
looked  for  especially  in  patients  with  the  follow- 
ing conditions:  (1)  constrictive  pericarditis,  (2) 
tricuspid  stenosis  and  insufficiency,  (3)  rheu- 
matic valvular  disease.  (4)  arterial  sclerotic 
heart  disease,  especially  with  a history  of  myo- 
cardial infarction,  and  (5)  hypertensive  heart 
disease. 

The  differential  diagnosis  between  true  cardiac 
cirrhosis  and  Laennec’s  cirrhosis  may  be  difficult 
at  times.  Indeed,  mixed  forms  of  the  two  are 
occasionally  seen. 

In  the  patient  with  heart  disease  who  has  shown 
evidence  of  either  acute,  chronic,  or  recurrent 
congestive  failure,  the  symptoms  and  signs 
suggesting  an  associated  liver  cirrhosis  may  be 
summarized  as  follows: 

1.  Loss  of  appetite,  loss  of  strength,  and  loss 
of  true  body  weight. 

2.  Anemia  and  jaundice.  However,  in  my 
experience,  jaundice  has  been  an  infrequent  sign. 

3.  Paradoxic  liver.  By  this  is  meant  a small 
liver  when,  because  of  congestive  failure,  a large 
liver  would  be  expected  or  a large  liver  remaining 
after  congestive  failure  has  been  relieved. 

4.  An  enlarged  spleen. 

5.  -An  unusually  high  venous  pressure. 

6.  A low  plasma  albumin. 

7.  Most  important,  the  presence  of  ascites. 
If  the  ascites  is  greater  than  the  peripheral  edema 
or  persists  after  the  peripheral  edema  subsides,  it  is 
almost  certain  that  advanced  cirrhosis  is  present. 
Also,  ascites  which  does  not  respond  with  the 
usual  therapy  for  congestive  failure  is  very 
suggestive  of  far-advanced  cirrhosis. 

Upper  right  quadrant  pain  and  tenderness  are 
not  included  because  they  are  more  the  signs  of 
easily  reversible  acute  passive  congestion  of  the 
liver. 

Prevention  and  Treatment 

Prevention  and  treatment  should  include  the 
following : 


1.  Adequate  and  persistent  treatment  of  con- 
gestive failure  even  though  it  may  be  mild. 

2.  Careful  evaluation  of  diet,  considering 
especially  adequate  intake  of  proteins  and 
vitamins. 

3.  A critical  attitude  toward  such  diets  as  rice 
diets  or  other  low-protein  diets  if  there  is  anj’ 
suggestion  of  liver  disease. 

4.  The  restrained  use  of  alcohol  because  of  its 
known  association  with  portal  cirrhosis. 

5.  There  is  little  e\idence  that  preparations 
such  as  methionine,  choline,  etc.  are  of  any  value. 


Summary 

Three  cases  of  cardiac  or  congestive  cirrhosis 
have  been  described,  and  the  following  points  have 
been  mentioned: 

1.  Liver  disease  in  cardiacs  is  more  common 
than  ordinarily  supposed. 

2.  The  mechanism , of  its  cause  is  twofold : 
lowered  oxygen  saturation  of  nutrient  blood  going 
to  liver  cells  and  the  presence  of  toxic  or  in- 
fectious materials. 

3.  The  degree  of  liver  pathology  is  influenced 
by  the  severity  and  chronicity  of  the  congestive 
failure.  The  longer  and  more  severe  the  failure, 
the  more  apt  there  is  to  be  liver  damage. 

4.  The  clinical  diagnosis  and  treatment  have 
been  outlined. 
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PLANTAR  WARTS:  CURE  BY  INJECTION 
The  authors  report  a simple,  painless,  nondis- 
abling, and  relatively  effective  treatment  of  plantar 
warts  by  intracutaneous  injection  of  1 per  cent  novo- 
eaine.  Symptoms  were  relieved  in  96  per  cent  of  the 
series  of  48  patients  so  treated.  Absolute  cure  is 
reoorted  in  73  per  cent.  These  results  compare 
favorably  with  those  achieved  by  other  means  in 
current  use — excision,  radiation,  and  fulguration. 
The  injection  treatment  does  not  require  hospital- 
ization or  loss  of  working  time.  In  cases  presenting 
multiple  warts  of  the  mosaic  type,  this  method  is 


particularly  useful.  By  contrast,  excision  or  ful- 
guration is  painful,  requires  hospitalization,  and 
occasions  loss  of  work  days.  Radiation  is  attended 
by  certain  dangers  and,  unless  expertly  administered, 
may  produce  poor  results.  The  rationale  of  novo- 
caine  injection  is  not  clear;  the  authors  say  that  the 
cure  may  result  from  ischemic  necrosis  of  the  wart. 
Novocaine  itself  has  no  therapeutic  value:  it  is  used 
because  of  pain  attending  infection  of  other  agents 
such  as  saline  solution. — New  England  Journal  of 
Medicine,  April  9, 1953 


THE  PREVENTION  OF  LOW-SALT  REACTIONS  DURING  THE 
TREATMENT  OF  CONGESTIVE  HEART  FAILURE  WITH  MERCURIAL 
DIURETICS 

Studies  on  Mercurial  Diuretics,  II 

Samuel  Waldman,  M.D.,  F.A.C.P.,  and  Louis  Pelner,  M.D.,  F.A.C.A.,  Brooklyn,  New 
York 

( From  the  Cardiac  Clinic,  Department  of  Medicine,  Lonij  Island  College  Hospital,  and  the  Sice  dish  Hospital ) 


IT  SEEMS  advisable  to  analyze  and  evaluate 
some  of  the  untoward  reactions  following  the 
administration  of  mercurial  diuretics  with  the 
extensive  use  of  these  drugs  today.  Although  the 
incidence  is  relatively  rare,  the  indiscriminate,  ex- 
cessive, or  unduly  prolonged  use  of  the  mercurials 
is  not  to  be  viewed  as  an  entirely  innocuous  pro- 
cedure. With  the  advent  of  new  concepts  regard- 
ing the  mechanism  and,  consequently,  the  therapy 
of  congestive  heart  failure,  a great  deal  of  con- 
fusion has  arisen  concerning  the  administration 
of  digitalis,  diuretics  including  the  mercurials, 
cation-exchange  resins,  and  salt  withholding 
diets.  The  main  objective  at  present  is  to  reduce 
the  extracellular  sodium  and  increase  the  renal 
excretion  of  water  without  creating  untoward 
symptoms. 

By  studying  the  urinary  chloride  excretion  of 
patients  under  treatment  we  found  that  by  the 
addition  of  4 Gm.  (1  teaspoonful)  of  sodium 
chloride  to  the  diet  of  the  patient,  on  the  day  of 
parenteral  mercurial  administration,  certain  ad- 
vantages were  obtained.  Reactions  were  elimi- 
nated, diuresis  was  occasionally  enhanced,  exces- 
sive dehydration  was  avoided,  the  patient’s 
morale  was  bolstered,  and  his  cooperation  in  the 
rigid  routine  was  assured. 

Severe  reactions  and  death  following  the  intra- 
venous administration  of  mercurials  have  usually 
been  attributed  to  direct  toxic  effects  on  the  myo- 
cardium with  ensuing  ventricular  fibrillation.1-3 
Fatality  following  the  intramuscular  injection 
has  also  been  reported.4  These  instances  are 
rare.  Today  the  route  of  administration  is 
generally  intramuscular  and  more  recently  sub- 
cutaneous.5-7 

Despite  these  more  favorable  routes  of  injec- 
tion, mild  or  moderate,  uncomfortable  or  dis- 
tressing symptoms  may  follow  the  use  of  these 
diuretics.  These  manifestations  may  or  may  not 
be  accompanied  by  marked  diuresis.  In  the 
former  instances,  dehydration  may  be  the  cause 
of  symptoms,  while  in  the  latter  salt  depletion  is 
probably  more  significant. 

Clinical  Investigation 

In  order  to  substantiate  our  clinical  impression 
that  patients  on  low-salt  diets  did  very  well 


when  given  salt  on  the  day  of  the  mercurial  injec- 
tion, a clinical  investigation  was  carried  out. 

Preliminary  basic  studies  revealed  findings 
which  were  important  to  this  investigation.  We 
learned  that  the  average  normal  patient’s  output 
measured  as  sodium  chloride  is  approximately  9 
Gm.  per  L.8  Patients  on  low-salt  regimes,  with 
or  without  the  addition  of  mercurial  diuretics, 
usually  show  a low  chloride  output  in  the  urine. 
After  a patient  has  been  on  a restricted  sodium 
diet  for  a period  of  time,  a basal  excretion  of 
chloride  is  attained,  and  repeated  tests  will  vary 
slightly  in  the  quantitative  output. 

The  average  cardiac  in  congestive  failure  ex- 
cretes from  1 to  5 Gm.  of  chloride  per  day  in  the 
mine  when  no  potassium,  ammonium,  or  other 
chloride  is  being  given  and  the  patient  is  receiv- 
ing digitalis  and  mercurials  and  is  on  a low-salt 
diet,  including  cation-exchange  resins.  The  resins 
carry  a large  part  of  sodium  off  in  the  stools. 
Under  intensive  therapy  the  urinary  chloride 
may  completely  disappear.9  When  chloride  is 
mentioned  in  this  investigation,  it  is  calculated  as 
sodium  chloride. 

We  studied  the  urinary  chloride  excretion  in 
patients  in  chronic  congestive  cardiac  failure  who 
were  under  continuous  therapy  with  digitalis, 
low-salt  diet,  and  mercurials. 

The  chloride  in  the  urine  was  determined  (as 
sodium  chloride)  by  a modification*’10  of  the 
Fantus  Test,11  the  titrating  agent  being  one 
quarter  the  strength  of  the  original. 

Each  patient  was  studied  in  the  following 
manner  (the  chloride  in  the  urine  was  determined 
as  sodium  chloride) : (1)  for  twenty-four  hours  be- 
fore the  administration  of  2 cc.  of  a mercurial; 
(2)for  twenty-four  hours  after  the  administration 
of  2 cc.  of  a mercurial;  (3)  for  twenty-four  hours 
after  the  administration  of  2 cc.  of  a mercurial, 
plus  the  oral  addition  of  4 Gm.  of  salt  during  this 
period;  (4)  for  twenty-four  hours  after  the 

* To  10  drops  of  urine  (twenty-four-hour  specimen)  in  a 
test  tube  is  added  1 drop  of  20  per  cent  potassium  chro- 
mate solution  as  an  indicator.  A 0.73  per  cent  solution  of 
silver  nitrate  (0.146  Gm.  per  20  cc.  of  distilled  water)  is  added 
drop  by  drop  and  the  tube  shaken  after  the  addition  of  each 
drop.  The  end  point  is  attained  when  a sharp  color  change 
from  yellow  to  brown  occurs.  The  number  of  drops,  divided 
by  four,  required  to  produce  this  point  gives  the  concentra- 
tion of  sodium  chloride  in  the  urine  as  grams  per  liter.  The 
normal  is  approximately  9 Gm.  per  L. 
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TABLE  I. — C hlobikf  Output  as  Total  XaCl  rx  T »*: VT v- 
foub  Houes  Follotkg  the  Ixjection'  op  2 cc.  OP  TEE 
Mebcubial 


1.  Xo  mercurial 

2.  Mercurial  2 ec.. 

no  oral  chlo- 
ride 

3.  Mercurial  2 cc., 

4 Gm.  XaCl 
given  orally 
on  same  day 

4.  Mercurial  2 cc.. 

3 Gm.  of  am- 
monium chlo- 
ride given 
orally  same 
day 

3.  Mercurial  2 cc., 
6 Gm.  of  am- 
monium chlo- 
ride given 
orally  same 
day 


(Gm.)  (Gm.) 

1 3 


(Gm.)  (Gm.) 

4.3  3 


8 


12  8 75  8 8 


7.25  75 


8.25  75 


11  9 


9.50  8.75 


administration  of  2 cc.  of  mercurial,  plus  the  oral 
addition  of  3 Gm.  of  ammonium  chloride  in 
divided  doses  during  this  twenty-four-hour 
period,  and  (5)  for  twenty-four  hours  after 
administration  of  2 cc.  of  the  mercurial,  plus  the 
oral  addition  of  6 Gm.  of  ammonium  chloride  m 
divided  doses  during  this  period.  The  results  are 
noted  in  Table  I. 

The  chloride  output  prior  to  the  administra- 
tion of  the  mercurial  varied  from  1 to  5 Gm.  per 
day.  Following  the  administration  of  the  mer- 
curial the  chloride  output  in  group  2 varied  from 
5 to  * Gm.  per  day.  in  group  3 from  * to  12  Gm. 
per  day.  in  Group  4 from  7.25  to  8.25  Gm.  per 
day.  and  in  group  5 from  6.75  to  1 1 Gm.  per  day. 
In  groups  4 and  5.  it  should  be  noted  that  the 
chloride  output  is  related  to  ammonium  chloride 
intake  and  therefore  does  not  reflect  the  true 
sodium  chloride  levels. 

We  noted  that  consistent  with  the  diuretic 
action  of  the  mercurial,  the  chloride  output  was 
maximal  in  the  first  twenty-four  hours. 

The  addition  of  ammonium  chloride  caused  a 
notable,  almost  mathematic  increase  in  the 
chloride  output.  The  addition  of  salt  on  the  day 
of  mercurial  administration  also  caused  an  in- 
crease in  the  chloride  output.  It  is  significant  to 
note  that  despite  orally  administered  salt,  the 
diuresis  was  effectual  with  augmentation  in  some 
instances  with  resultant  loss  of  weight  and  in- 
creased comfort.  These  results  indicated  that 
with  the  addition  of  salt  on  the  same  day.  both 
water  and  salt  are  usually  excreted  in  larger 
amounts  than  without  salt  addition.  Where  aug- 
mented diuresis  occurred,  the  patients  exhibited 


a much  lower  chloride  output  in  the  previous 
twenty -four  hours  (without  mercurial)  and  the 
added  salt  enhanced  the  output.  The  transient 
high  salt  load  probably  causes  increased  circu- 
latory volume  and  filtration  rate  so  that  renal 
tubule  absorptive  capacity  is  exceeded  with  re- 
sultant increased  sodium  excretion.11  It  is  well 
known  now  that  mercurial  resistance  may  de- 
velop when  hyponatremia  or  hypochloremia 
exists,  and  in  order  to  effect  diuresis  exhibition 
of  salt  is  mandatory.  Repeated  observations 
gave  similar  results  under  similar  conditions. 

If  we  administered  4 Gm.  of  salt  on  days  when 
the  mercurial  was  omitted,  the  chloride  output 
was  found  to  increase  only  about  1 Gm.  indicating 
retention,  and  urinary  output  decreased  as  com- 
pared with  salt-free  days. 

In  view  of  the  results  of  these  studies  we  have 
advised  patients  on  low-salt  routines  for  chronic 
congestive  heart  failure  to  ingest  about  4 Gm.  of 
salt  only  on  the  day  of  mercurial  injection.  This 
is  particularly  enforced  in  patients  who  are  on 
intensive  diuretic  therapy  for  more  than  one 
week,  in  patients  who  receive  cation-exchange 
resins  in  addition  to  other  routine  therapy,  and  in 
patients  who  suffer  some  untoward  reactions  fol- 
lowing a mercurial  injection.  These  latter  in- 
clude such  manifestations  as  abdominal  or  leg 
cramps,  weakness,  exhaustion,  or  even  chills  and 
fever.  The  output  of  chloride  indicated  that  the 
added  salt  was  not  retained  if  given  on  the  same 
day  as  the  mercurial  but  was  largely  excreted  in 
addition  to  the  previous  chloride  output  induced 
by  the  mercurial.  Salt  restriction  is  resumed  after 
twenty-four  hour?. 

Significantly,  untoward  reactions  failed  to 
appear.  One  patient,  who  suffered  chills  and 
fever  on  two  occasion-  following  the  intramus- 
cular injection  of  2 cc.  of  Mercuhydrin,  failed  to 
react  similarly  when  a teaspoonful  of  salt  was 
taken  orally  on  the  same  day.  Yet.  a satisfactory 
diuresis  was  obtained.  In  another  instance  a 
diuresis  of  4.000  cc.  followed  the  ingestion  of  4 
Gm.  of  salt  on  the  day  of  mercurial  administra- 
tion. and  leg  cramps  failed  to  appear  as  they  had 
on  previous  occasions. 

The  salt  may  be  given  in  the  form  of  4 Gm.  of 
salt  tablets,  or  preferably  the  amount  is  utilized 
in  the  preparation  of  food  and  added  to  the 
day's  food  intake.  The  latter  is  obviously  prefer- 
able by  the  salt-starved  patient  who  usually 
anxiously  awaits  injection  day  so  that  he  can 
again  enjoy  the  previously  deprived  foods. 

Pathologic  Physiology  of  the  Salt  Depletion 
Syndrome 

It  is  pertinent  at  this  time  to  discuss  the  salt 
depletion  syndrome  in  order  to  grasp  the  early 
and  later  manifestations  which  indicate  salt 
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Fig.  1.  Mechanism  of  the  volume  changes  in  the 
fluid  compartments  occurring  in  salt  depletion. 
Widening  and  narrowing  of  compartments  corre- 
spond to  increases  or  decreases  in  volume. 

need.  At  the  outset,  let  us  appreciate  the  obser- 
vation that  salt-depleted  patients  are  usually 
not  thirsty,  while  water-depleted  patients  are 
thirsty  and  can  quench  this  thirst  with  water.13’14 
Both  groups  of  patients,  however,  may  appear 
dehydrated. 

Profuse  diuresis  with  salt  loss  may  cause  weak- 
ness, headache,  nausea  and  vomiting,  abdominal 
and  leg  cramps,  fever,  chills,  and  restlessness. 
Exhaustion  is  a common  symptom  of  effective 
diuresis  in  the  elderly  and  suggests  decreasing  the 
dose  of  drug  given.  If  the  salt-depleting  efforts 
are  continued,  we  note  a progressively  diminishing 
output  of  urine,  lassitude,  apathy,  marked  weak- 
ness, anorexia,  loss  of  skin  turgor,  mental  con- 
fusion, delusions,  and  faintness.  A fall  in  blood 
pressure,  tachycardia  with  decreased  pulse  vol- 
ume, azotemia,  shock,  and  coma  may  follow  with 
circulatory  collapse  and  death. 

Increasing  edema  has  been  described  recently 
as  a manifestation  of  salt  inadequacy  in  the  pres- 
ence of  renal  insufficiency.16-16  With  the  exces- 
sive loss  of  sodium  a decrease  in  extracellular  fluid 
osmomolarity  occurs.  Fluid  enters  the  hyper- 
tonic cellular  tissues  (interstitial)  with  resultant 
hemoconcentration,  diminished  glomerular  blood 
flow,  and  nitrogen  retention  (Fig.  1).  Edema  in- 
creases in  the  face  of  salt  need. 

Blood  studies  reveal  azotemia  with  urea  levels 
as  high  as  100  to  200  mg.  per  100  cc.  of  blood. 
Low  blood  sodium  and  chloride  levels  are  found. 
To  excessive  dehydration  per  se  have  been 
attributed  chills  and  fever,  peripheral  vascular 
collapse,17  and  episodes  of  cerebral  thrombosis.18 

Many  explanations  have  been  offered  to 
account  for  the  symptoms  following  intramuscu- 
lar mercurial  administration.  These  include 


water  and  electrolyte  imbalance, 15-16-19~21  dehy- 
dration,17-18 allergic,22-23  and  even  anaphylactic 
responses,24  speed  shock,25  potassium  depletion,26 
overdigitalization27  (by  mobilizing  tissue  fluid 
digitalis),  and  renal  complications. 

All  of  these  factors  may  be  prominent  causes, 
either  individually  or  in  combination,  in  the  pro- 
duction of  postmercurial  reactions.  However,  it 
is  probable  that  the  disturbance  of  water  and 
electrolyte  balance  and  dehydration  are  the  most 
significant  causes  of  the  milder  manifestations  as 
well  as  of  some  of  the  more  severe. 

Since  the  advent  of  regimes  of  intensive  diure- 
sis and  salt  deprivation,  more  and  more  symptoms 
of  salt  lack  become  evident  during  the  manage- 
ment of  congestive  heart  failure.  The  salt  de- 
pletion syndrome  continues  to  be  the  subject  of 
numerous  reports,16-19-21  and  fatalities  are  re- 
ported.19-21 Drastic  therapy,  including  digitalis, 
mercurials,  acidifying  drugs,  low-salt  diets,  and 
cation-exchange  resins,  is  too  rigid  for  the  average 
patient  and  should  not  be  maintained  too  long 
or  intensively  even  in  the  critically  ill  patient 
unless  studies  of  blood  sodium,  potassium,  chlo- 
rides, and  bicarbonate  are  made.  This  is  par- 
ticularly important  where  renal  function  is 
already  impaired.  Since  some  of  the  symptoms 
are  characteristic  of  the  condition  being  treated, 
it  may  be  difficult  to  evaluate  etiologically  current 
or  newly  presenting  complaints.  What  an 
anachronism  it  would  be  to  treat  salt-depleted 
patients  with  vigorous  salt-depleting  measures. 

Methods  of  avoiding  mercurial  reactions  have 
been  offered  depending  upon  the  suspected  etiol- 
ogy. Primarily,  it  is  advisable  to  administer  the 
drug  intramuscularly  or  subcutaneously,  avoid- 
ing the  intravenous  route.  Other  preventive 
measures  suggested  are  avoidance  of  mercurials 
during  hot  environmental  temperatures,3  pre- 
liminary injection  of  sodium  thiosulfate,3  slow 
intermittent  injections,28  antihistamines  even  in 
the  absence  of  positive  skin  tests,22  reduced  dose 
of  the  mercurial,28- 29  and  the  administration  of 
salt.15-16-20 

Our  method  which  has  proved  highly  successful 
has  been  the  prophylactic  administration  of  4 
Gm.  of  salt  on  the  day  of  the  injection  of  the  mer- 
curial. 

Comment 

The  administration  of  4 Gm.  of  salt  throughout 
the  twenty-four  hour  period  on  the  day  of  an 
injection  of  mercurial  is  advantageous  in 'prevent- 
ing the  milder  uncomfortable  symptoms  such  as 
cramps,  fatigue,  lassitude,  fever  and  chills,  and 
even  more  severe  reactions  which  occasionally 
follow  such  injection.  It  prevents  excessive 
dehydration  and  yet  does  not  reduce  the  diuretic 
activity  of  the  mercurial.  Where  there  is  pro- 
gressive resistance  to  mercurial  diuresis  with 
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progressively  increasing  oliguria,  enhanced  out- 
put may  be  caused  by  such  salt  administration. 
Particularly,  such  therapy  is  indicated  in  patients 
with  congestive  heart  failure  under  prolonged 
treatment  and  where  intensive  low-salt  therapy 
has  been  practiced  for  more  than  one  or  two 
weeks.  It  bolsters  the  patient’s  morale  and 
induces  the  maintenance  of  salt  restriction  be- 
tween injections  since  permission  to  use  salt 
otherwise  invariably  results  in  persistent  and 
excessive  usage  in  our  experience.  Finally, 
mercurial  therapy  need  not  be  discontinued. 

Contraindications  to  the  administration  of  salt 
on  the  day  of  mercurial  injections  include  acute 
episodes  of  heart  failure  of  any  type  and  the  early 
weeks  of  treatment  of  congestive  heart  failure. 

Salt  may  be  given  parenterally  in  urgent  cases. 
Oliguria  and  increasing  edema  may  occur  as  more 
serious  manifestations  of  salt  depletion,  especially 
following  intensive  mercurial  therapy.  This,  if 
allowed  to  continue,  may  result  in  progressive 
renal  insufficiency,  uremia,  and  death.  Salt  is 
desperately  needed  for  replacement  of  the 
depleted  extracellular  fluids.  In  such  critical 
instances,  large  amounts  must  be  given,  prefer- 
ably in  the  form  of  hypertonic  saline  solution  (5 
per  cent)  in  volumes  up  to  500  to  1,000  ce.  intra- 
venously. (Each  liter  contains  S6  mEq.  of 
sodium.)  As  much  as  50  to  75  Gm.  of  sodium 
chloride  may  be  required.  The  salt  must  be 
given  in  a minimum  volume  of  water  in  the  pres- 
ence of  edema.  Hypertonic  solutions  tend  to 
increase  extracellular  fluid  and  thus  increase 
blood  volume.  This  could  seriously  burden  an 
already  impaired  cardiovascular  system.  Cau- 
tion is  therefore  necessary  in  these  instances. 

Summary 

Mild  to  severe  symptoms  of  salt  deprivation 
may  follow  intensive  use  of  mercurial  diuretics 
r combined  salt-restricting  and  salt-eliminating 
therapy  of  congestive  heart  failure.  The  symp- 
toms can  elude  the  physician  since  they  may  re- 
semble those  of  the  condition  being  treated. 


Chloride  determinations  of  the  twenty-four-hour 
urine  specimen  may  yield  a clue  to  the  electrolyte 
balance  of  the  patient  and  direct  therapy  to 
normalize  this  system. 

As  a result  of  the  studies  herein  reported,  it 
was  found  that  the  administration  of  4 Gm.  of 
salt  on  the  day  of  mercurial  injections  resulted  in 
a diuresis,  a loss  of  more  than  the  ingested  salt, 
and  the  elimination  of  untoward  symptoms. 

This  method  is  still  being  employed  with  -atis- 
factory  results. 
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STANDARDS  OF  CARE  NOW  IN  PRINT 
The  National  Committee  on  the  Aging  of  the 
National  Social  Welfare  .Assembly  has  published  the 
second  section  of  the  booklet,  “Standards  of  Care 
for  Older  People  in  Institutions."  The  second  sec- 
tion bears  the  subtitle  "Methods  of  Establishing 
and  Maintaining  Standards  in  Homes  for  the  Aged 
and  Nurang  Homes."  Current  practices  in  licens- 
ing and  standard-setting  throughout  the  country 
are  reviewed  and  analyzed.  Section  1.  published 
several  months  ago,  was  devoted  to  “Suggested 


Standards  for  Homes  for  the  Aged  and  Nursing 
Homes.” 

The  booklet  was  prepared  for  the  Committee  by 
Edith  Alt,  under  a grant  from  the  Frederick  and 
Amelia  Schimper  Foundation.  Copies  are  avail- 
able from  the  National  Social  ell’are  Assembly. 
A4o  East  46th  Street.  New  York  17,  N.Y.,  at  $1  each, 
and  at  special  rates  in  quantity. 
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FRACTURES  OF  BOTH  BONES  OF  THE  MID-FOREARM 

Maurice  Gershman,  M.D.,  F.A.C.S.,  and  Raymond  Goodrich,  M.D  , New  York  City 

( From  the  Orthopedic  Services  of  New  York  Polyclinic  Hospital  and  Medical  School,  New  York  City, 
and  St.  Joseph’s  Hospital,  Far  Rockaway ) 


IN  AN  attempt  to  evaluate  the  modem  treat- 
ment of  fractures  of  both  bones  of  the  fore- 
arm a group  of  cases  was  chosen  from  a city  and 
suburban  hospital.  The  cases  collected  from  the 
city  "hospital  were  consecutive  cases,  while  those 
from  the  suburban  institution  were  selected  be- 
cause of  some  unusual  interest.  No  attempt 
will  be  made  to  study  statistical  end  results  since 
the  number  of  cases  involved  is  too  small.  It  is 
felt,  therefore,  that  a study  of  the  causes  of  poor 
end  results  and  a word  of  caution  concerning 
treatment  of  these  bones  will  be  of  value.  How- 
ever, Knight1  states  that  an  analysis  of  cases 
treated  by  manipulation  alone  revealed  that  71 
per  cent  of  these  should  be  classed  as  unsatisfac- 
tory. In  view  of  the  importance  of  the  preserva- 
tion of  the  rotatory  movements  in  the  upper  ex- 
tremity the  exact  replacement  of  the  fragments  is 
more  important  than  in  other  regions. 

The  points  to  be  considered  are  listed  as  fol- 
lows: (1)  greenstick  fractures  in  children,  (2) 
aims  of  closed  reduction,  (3)  open  procedures 
that  can  be  employed,  and  (4)  some  complica- 
tions of  treatment  of  these  bones. 

Greenstick  Fractures  in  Children 

It  has  been  our  impression  in  treating  green- 
stick fractures  of  both  bones  of  the  mid-forearm 
with  angulation  of  the  fragments  that  certain 
points  should  be  emphasized:  With  mild  or  mod- 
erate angulation  usually  only  one  attempt  is  made 
to  straighten  out  the  angulation.  Stuck2  states 
that  if  both  bones  are  fractured  without  displace- 
ment, very  little  manipulation  is  needed.  With 
little  manipulation  it  is  our  impression  that  there 
has  been  a minimal  amount  of  hematoma  forma- 
tion at  the  fracture  sites.  This  creates  only  a 
small  latticework  in  the  hematoma  for  the  osteo- 
genetic  granulation  tissue  with  very  little  cortical 
callus  forming.  We  feel  that  Blount3  is  correct  in 
his  statement  that  greenstick  fractures  should 
have  the  fracture  completed  in  the  interest  of 
alignment.  Because  of  this  minimal  cortical 
callus  refractures  are  likely  to  occur  at  this  same 
level  up  to  six  months.4  This  would  be  especially 
true  in  children  difficult  to  restrain.  The  larger 
the  hemorrhage,  the  greater  the  amount  of  callus 
that  will  be  laid  down. 

Plaster  immobilization  should  be  maintained 
until  solid  bony  union  has  occurred  and  should 
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not  be  removed  when  only  cortical  callus  is  vis- 
ible. Refractures  in  these  children  occur  easily 
until  bones  are  firmly  united  by  medullary  as  well 
as  cortical  callus.  We  feel  eight  to  ten  weeks 
should  be  considered  minimum  immobilization 
time  in  view  of  this  possibility  of  refracture, 
which  we  have  seen  in  nonhospitalized  private 
cases. 

Split  circular  plaster  cast  to  the  axilla,  lightly 
padded  only,  should  be  applied  and  should  ex- 
tend to  the  proximal  palmar  crease.  The  usual 
“sugar  tongs”  cast  allows  for  too  much  motion 
because  of  its  necessarily  loose  fitting  and  inse- 
cure immobilization  of  the  elbow  joint. 

The  question  of  the  degree  of  supination  of  the 
forearm  will  depend  on  the  exact  location  of  the 
fractures  in  relation  to  the  muscle  pull.  Usually 
fractures  in  the  upper  third  should  be  in  full 
supination.  Serial  roentgenograms  in  varying 
degrees  of  rotation  are  best.  This  method  has 
been  advocated  by  Evans4  who  uses  a calibration 
chart  of  the  normal  forearm,  with  the  radial  tu- 
berosity  as  the  key,  to  determine  the  degree  of  pro- 
nation  or  supination. 

Aims  of  Closed  Reduction 

A closed  reduction  is  always  the  procedure  of 
choice  if  good  alignment  can  be  obtained  and, 
once  obtained,  can  be  held.5  The  good  alignment 
initially  obtained  with  interlocking  bony  spicules 
frequently  is  lost  when  the  bone  ends  have  under- 
gone their  physiologic  absorption.  Therefore, 
roentgenograms  should  be  taken  within  a week  of 
the  reduction  and  at  intervals  during  the  next 
two  weeks.  If  slipping  has  occurred,  no  further 
attempts  at  closed  reduction  should  be  made. 
Stuck2  states  that  after  six  weeks  the  fractures 
are  usually  sufficiently  healed  to  permit  the  use 
of  a sling  for  another  two  weeks  and  that  if  there 
is  any  doubt  about  the  solidity  of  the  union, 
another  cast  should  be  applied.  One  or  two  at- 
tempts at  closed  reduction  are  usually  justifiable, 
but  it  should  be  stated  that  repeated  multiple 
attempts  will  create  more  bleeding  and  enhance 
the  possibility  of  complication.  The  insertion 
of  hard  objects,  i.e.,  pencils,  over  the  anterior 
and  posterior  aspects  of  the  interosseous  space 
to  separate  the  radial  from  the  ulnar  fragments 
should  be  discarded.3  Watson-Jones6  has  em- 
phasized the  fact  that  no  time  limit  should  be  set 
for  the  immobilization  of  fractures  of  both  bones 
of  the  forearm. 
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Fig.  1 . Case  1— Second  attempt  at  closed  reduction 
of  fracture  of  distal  radius  and  ulna. 


Fig.  2.  Case  1 — Open  reduction  showing  the  use  of 
too  long  screws. 

Open  Reductions 

Once  it  has  been  found  that  a closed  reduction 
does  not  give  good  bony  apposition  or  that  the 
apposition  cannot  be  maintained,  some  open 
procedure  must  be  used.  The  operation  of  choice 
in  our  hands  used  at  the  large  city  hospital  and 
the  procedure  which  has  been  used  with  the  most 
favorable  results  is  plating  of  both  bones,  and  the 
application  of  fresh  autogenous  bone-sliver  grafts 
from  the  ilium.  These  grafts  are  thin  and  ap- 
plied in  a “barrel  stave”  fashion,  as  advocated  by 
Phemister.7  The  grafts  when  applied  should  al- 
ways be  on  the  side  away  from  the  interosseous 
membrane  to  obviate  the  development  of  synos- 
tosis. These  fractures  have  healed  in  two  and 
one-half  to  three  months,  as  compared  to  much 
longer  periods  with  other  methods. 

Other  procedures  which  have  been  used,  but 
which  we  feel  for  reasons  to  be  mentioned  are 
inadequate,  are  as  follows: 

Plating  Only. — The  bone  plates  may  act  as  a 
distraction  device  once  physiologic  resorption  of 
the  bone  ends  has  occurred.  Knight1  states  that 
where  rigid  internal  fixation  alone  is  used,  65  per 
cent  were  recorded  as  unsatisfactory  results. 
We  feel  that  spline  fixation  alone  as  advocated 
by  Warren  White8  would  have  the  same  draw- 
backs as  plating  alone.  Once  a fracture  site  is 
exposed  and  plates  applied,  we  feel  sliver  grafts 
should  always  be  added. 


Fig.  3.  Case  1 — Beginning  evidence  of  cross  union 
between  radius  and  ulna. 


Fig.  4.  Case  1 — Beginning  evidence  of  motion  in 
two  upper  screws  that  transverse  into  ulna. 


Intramedullary  Pinning. — We  have  not  used 
this  procedure  and  feel  its  place  in  the  treatment 
of  such  fractures  has  not  been  firmly  established 
as  yet.  Carl  Anderson5  states  he  had  50  per  cent 
unsatisfactory  results  in  12  cases.  Certainly  in- 
tramedullary nailing  should  be  done  only  by 
those  skilled  in  the  use  of  these  appliances,  and 
in  a hospital  equipped  with  the  proper  instru- 
ments for  their  insertion  and  subsequent  removal. 

Levering  of  Fragments. — Stuck2  states  that 
through  a small  incision  over  each  fracture  the 
fragments  can  be  levered  into  normal  relation  to 
each  other  and  be  engaged  without  internal  fixa- 
tion. In  this  case  reliance  is  placed  on  plaster 
immobilization  to  maintain  the  position  obtained 
at  operation.  The  passage  of  any  instrument 
from  the  skin  surface  to  bone  ends  is  in  effect  com- 
pounding a simple  fracture,  e.g.,  Kirschner  wire 
transfixation  of  fragments  across  the  interosseous 
space.9  The  use  of  beaded  wires  to  maintain 
the  interosseous  space10  has  the  same  disadvan- 
tage. 

Complication  of  Treatment 

The  43  cases  reviewed  have  all  been  treated 
within  the  past  ten  years.  The  treatment  of 
compound  fractures  and  infection,  operative  and 
otherwise,  is  outside  the  scope  of  this  report. 
We  were  mainly  interested  in  the  complications 
following  operative  intervention  for  simple  frac- 
tures. The  complications  we  found  fall  into  the 
following  general  categories : 

1.  Dela3red  or  nonunion  following  simple 
plating  of  one  or  both  bones. 

2.  Synostosis  as  the  result  of : 

(а)  Improper  graft  position. 

(б)  Use  of  long  screws. 

(c)  Excessive  manipulations  in  attempting 
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Fig.  5.  Case  1 — End  result  one  year  and  five 
months  later  after  removal  of  plate  and  screws. 
There  is  some  absorption  of  the  bony  bridge. 


Fig.  6.  Case  2 — Initial  injury  of  fracture  of  both 
bones  of  forearm. 


closed  reductions  followed  by  open 
reduction  with  no  internal  fixation. 

(d)  Excessive  lapse  of  time  with  partial  un- 
ion in  malposition. 

(e)  Nerve  damage. 

These  complications,  described  in  the  following 
case  reports,  occurred  at  the  suburban  hospital 
and  were  caused  by  poor  choice  of  procedure  as 
follows : 

1.  Personnel  not  trained  in  open  treatment 
of  fractures.11 

2.  Repeated  closed  attempts  at  reduction 
when  surgery  was  indicated.2*12 

3.  Improper  materials  used  during  surgery, 
e.g.,  incorrect  screw  length. 

Case  1 ( Use  of  Long  Screws).- — R.  M.,  a four- 
teen-year-old, white  male,  who  fell  on  September  27, 
1948,  on  his  left  arm  suffered  fractures  of  both  bones 
of  his  forearm  in  the  distal  portion.  An  immediate 
attempt  at  reduction  was  unsuccessful,  as  was  an- 
other subsequent  attempt  at  closed  reduction  (Fig. 
1). 

On  October  5,  eight  days  after  the  initial  injury, 
the  fractures  were  exposed,  and  a vitallium  plate 
was  applied  to  the  distal  radius,  the  ulna  remaining 
in  good  position.  Three  screws  were  used  to  hold 
the  plate  in  place  (Figs.  2,  3,  and  4).  A long  arm 
circular  plaster  was  applied  postoperatively.  The  pa- 
tient was  discharged  from  the  hospital  on  October 
13. 


Fig.  7.  Case  2 — First  attempt  at  closed  reduction. 


Fig.  8.  Case  2 — Second  attempt  at  closed  reduction. 


This  patient  was  readmitted  to  the  hospital  on 
February  7,  1950,  one  year  and  five  months  after 
his  injury  (Fig.  5).  At  this  time  there  was  a 50  per 
cent  loss  of  supination. 

Case  2 (Excessive  Manipulations  in  Attempt- 
ing Closed  Reduction). — F.  A.,  forty-two- year-old, 
white  male,  suffered  a fracture  of  the  mid  third  of 
the  left  radius  and  ulna  on  December  22,  1951,  but 
because  of  associated  severe  injuries  no  reduction 
was  attempted  for  six  days  (Fig.  6\  Closed  reduc- 
tion of  the  fractures  was  attempted  on  three  occa- 
sions, but  alignment  of  the  fragments  was  still  poor 
(Figs.  7 and  8). 

On  January  4,  1952,  a little  over  three  weeks  after 
the  accident,  the  fragments  were  levered  into  position 
through  a 3-inch  incision.  No  form  of  internal  fixa- 
tion was  used.  Postoperatively  a good  position  of  the 
fragments  was  found  on  roentgen  ray  examination 
(Fig.  9).  This  position  was  maintained,  and  on  April 
8,  three  months  after  the  surgery,  the  plaster  was  re- 
moved. Roentgenograms  at  this  time  showed  an 
established  synostosis  with  complete  loss  of  prona- 
tion and  supination  (Fig.  10). 
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Fto.  9.  Fragments  levered  into  position  three  weeks 
after  injury  with  no  internal  fixation. 


This  case  illustrates  a synostosis  arising  from 
excessive  attempts  at  reduction  and  the  inade- 
quacy of  only  levering  the  fragments  into  place. 

Case  3 {Nerve  Damage ). — F.  B.,  twenty-five-year- 
old  auto  mechanic,  fell  while  skating  and  landed  on 
his  left  forearm  on  October  17,  1951.  He  suffered 
fractures  of  both  bones  of  the  left  forearm  which 
were  compounded  through  two  small  puncture 
wounds  dorsally. 

On  October  18,  the  next  day,  two  attempts  at 
closed  reduction  were  unsuccessful  because  of  the 
transverse  nature  of  the  fractures.  Twelve  days 
after  injury  the  fractures  were  exposed  and  plated 
with  four  hole  plates. 

On  January  10,  1952,  two  months  postoperatively, 
when  the  plaster  was  removed,  the  patient  had  evi- 
dence of  an  ulnar  nerve  palsy.  By  March  of  1952, 
five  months  after  operation,  all  evidence  of  nerve 
palsy  had  disappeared,  the  patient  having  returned 
to  work  two  months  earlier  in  January. 

Conclusions 

1.  Greenstick  fractures  of  both  bones  of  the 
forearm  in  children  should  be  immobilized  for  a 


period  of  at  least  eight  to  ten  weeks  because  of 
the  frequency  of  refracture. 

2.  Split  circular  plaster  of  paris  cast  immobili- 
zation to  the  axilla  should  be  used  to  replace  the 
“sugar-tongs”  splint  in  these  fractures. 

3.  Some  common  complications  of  improper 
management  of  these  fractures  in  adults  have 
been  mentioned. 

4.  The  addition  of  cancellous  autogenous 
bone-sliver  grafts  from  the  iliac  crest  to  fracture 
sites  which  have  been  adequately  fixed  by  plates 
and  screws  has  given  us  the  best  results. 
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TELEVISION  CONFERENCES 

Those  of  you  who  occasionally  find  time  to  watch 
television  no  doubt  have  experienced  a rise  in  blood 
pressure  upon  seeing  announcers  in  white  coats 
portraying  physicians  peddling  proprietary  medi- 
cines. This  matter  has  been  brought  to  our  atten- 
tion on  several  occasions,  and  the  A.M.A.  House  of 
Delegates  requested  that  we  “arrange  a meeting 
of  mutually  interested  parties  in  the  radio  and  tele- 
vision industry”  to  do  something  about  correcting 
this  situation. 

We  have  had  a number  of  conferences  with  the 
National  Association  of  Radio  and  Television  Broad- 
casters. The  NARTB  was  most  cordial  and  willing 
to  cooperate  with  us  on  this  problem.  The  NARTB 
brought  to  our  attention  the  Television  Code  which 


states:  “When  dramatized  advertising  material 

involves  statements  by  doctors,  dentists,  nurses,  or 
other  professional  people,  the  material  should  be 
presented  by  members  of  such  profession  reciting 
actual  experience  or  it  should  be  made  apparent 
from  the  presentation  itself  that  the  portrayal  is 
dramatized.” 

The  NARTB  has  expressed  complete  willingness 
to  cooperate  with  us  in  every  possible  way.  It  is 
requested  that  any  televised  sequences  you  may 
note  and  feel  to  be  in  conflict  with  the  code  be  re- 
ported to  the  Public  Relations  Department  of  the 
A.M.A. , and  we,  in  turn,  will  take  the  matter  up 
with  the  NARTB. — ■ Secretary's  Letter,  American 
Medical  Association,  September  17,  1953 


PERIRENAL  AIR  INSUFFLATION  BY  THE  PARACOCCYGEAL 
RETRORECTAL  ROUTE 

Fedor  L.  Senger,  M.D.,  George  R.  Horton,  M.D.,  John  J.  Bottone,  M.D.,  Herbert  Y.  H. 
Chin,  M.D.,  and  Morton  C.  Wilson,  M.D.,*  Brooklyn,  New  York 

( From  the  Departments  of  Urology,  Kings  County  Hospital,  and  Slate  University  of  New  York  College  of 
Medicine  at  New  York  City) 


RADIOLOGIC  demonstration  of  the  renal 
outline  by  the  perirenal  insufflation  of  a 
contrast  medium  has  been  employed  by  urol- 
ogists1-8 since  it  was  advocated  in  1921  by 
Carelli3,4  in  Argentina  and  Rosenstein8  in 
Germany.  From  its  initial  discovery  up  to  re- 
cent years  there  has  been  no  new  innovation 
other  than  the  employment  of  different  contrast 
media  such  as  oxygen,  carbon  dioxide,  and  re- 
cently helium.8  However,  this  flank  approach  to 
the  perirenal  tissues  via  the  lumbocostal  angle 
has  never  been  completely  accepted  because  of  the 
ever-present  danger  of  air  embolism.  A few  pre- 
ferred surgical  exploration  to  unilateral  perirenal 
air  insufflation,  claiming  a lower  mortality  for  the 
surgical  procedure. 

In  November,  1950,  Ruiz  Rivas9  directed  atten- 
tion to  a single  injection  method  via  the  retro- 
rectal, paracoccygeal  route  that  he  had  employed 
since  1947.  This  author  was  the  first  to  recog- 
nize the  continuity  of  all  the  subserous  cellular 
tissue  spaces  of  the  body,  pointing  out  that  where 
separate  compartments  do  exist,  the  dividing 
membranes  are  weak  and  incompetent.  He  fur- 
ther stated  that  the  kidney  is  enclosed  on  all  sides 
by  the  renal  fascia  except  interiorly  where  each 
kidney  communicates  with  the  retroperitoneal 
space.  Hence,  gases  injected  into  the  retrorectal 
space  diffuse  around  both  kidneys. 

Since  the  appearance  of  Rivas’  article  we  have 
employed  his  technic  with  minor  variations  in 
over  a hundred  cases  (Figs.  1,  2,  and  3).  We 
have  been  impressed  by  (1)  the  ease  of  admini- 
stration, (2)  the  high  percentage  of  success,  (3) 
the  lack  of  mortality,  (4)  the  low  incidence  of 
morbidity,  and  (5)  the  bilateral  visualization  of 
both  kidneys  following  a single  injection. 

Prior  to  learning  of  this  new  technic  we  em- 
ployed the  flank  approach,  but  we  found  it  to  be 
a haphazard  affair.  Since  the  approach  is  a 
blind  one,  it  is  difficult  to  ascertain  when  the 
needle  is  in  the  perinephric  space.  This  is  partic- 
ularly true  in  cases  of  ptotic  and  ectopic  kidneys. 
The  paracoccygeal  approach  has  the  decided 
advantage  of  avoiding  a second  injection  for  the 
opposite  side. 

Preparation  of  the  patient  is  similar  to  that  for 
pyelography.  For  unduly  apprehensive  patients 

* Present  address:  Holt-Krock  Clinic,  Fort  Smith,  Arkan- 
sas. 


Fig.  1.  Polycystic  kidney  disease. 


premedication  may  be  desirable.  Anesthesia 
consists  of  the  local  injection  of  procaine. 

The  equipment  used  is  simple,  inexpensive,  and 
easily  sterilized.  We  employ  a number  19  or  20- 
gauge  spinal  needle  connected  to  a three-way 
stopcock  to  which  is  attached  a short  length  of 
rubber  tubing  and  a 50-cc.  syringe.  Our  technic 
does  not  differ  much  from  that  employed  by 
Rivas.  We  use  the  prone  position  with  a rolled 
blanket  placed  under  the  patient’s  pubis.  Others 
have  obtained  equally  successful  results  employ- 
ing the  knee-chest  position,  the  lateral  decubitus 
position  with  the  legs  drawn  up,  and  even  with 
the  patient  standing  bent  over  a table.  The  skin 
is  punctured  approximately  1 inch  lateral  and 
inferior  to  either  sacrococcygeal  joint,  the  needle 
being  directed  superiorly,  medially,  and  anteriorly 
so  that  the  point  comes  to  rest  as  near  the  middle 
of  the  presacral  space  as  possible.  In  obese 
individuals  it  may  be  easier  to  insert  the  needle 
under  the  tip  of  the  coccyx.  Air  is  aspirated 
through  the  rubber  tubing,  the  end  of  which  is 
covered  with  a small  gauze  pad  previously  soaked 
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Fig.  2.  A KUB  film  of  a patient  with  a large 
mass  in  the  left  flank  palpable  on  abdominal  ex- 
amination. 


Fig.  4.  A paracoccygeal  perirenal  air  insufflation 
showing  filling  only  on  the  left  side.  At  operation 
adhesions  were  found  at  the  lower  pole  of  the  right 
kidney. 


Fig.  3.  A perirenal  air  study  and  a retrograde 
pyelogram  of  the  same  patient  as  shown  in  Fig.  7. 
At  operation  a large  clear  cell  carcinoma  of  the  left 
kidney  was  found. 

in  alcohol.  The  air  is  injected,  50  cc.  at  a time, 
without  excessive  pressure.  We  have  found  it 
advantageous  to  insert  the  index  finger  of  the 
opposite  hand  in  the  rectum  to  enable  us  to  deter- 
mine at  all  times  the  position  of  the  needle  point. 
The  operator  is  also  able  to  feel  the  injected  air 
running  over  his  fingertip. 

Oxygen  and  helium  give  a more  rapid  diffusion 
and  a slightly  sharper  contrast  than  air.  We 
have  employed  filtered  air  since  no  special  appa- 
ratus is  necessary  to  administer  it.  Originally, 
1,000  cc.  of  air  were  utilized.  At  present  we  are 
using  500  to  800  cc.  of  air,  depending  on  the  size 
of  the  individual.  With  the  smaller  amounts  re- 
sults are  just  as  good  and  with  less  discomfort  to 
the  patient.  When  greater  quantities  were  used, 
some  patients  complained  of  tightness  of  the 
chest,  occasional  subcutaneous  emphysema  of 
the  neck,  and  in  one  case  dysphagia.  This 
occurred  a few  hours  after  the  injection  and  lasted 
about  a day.  One  case  developed  temporary 
hoarseness.  We  see  no  indication  for  employing 
more  than  800  cc.  of  air  since  results  are  adequate 
and  theoretically  a larger  quantity  could  produce 
a tear  in  the  mediastinal  pleura.  Xo  mortality 
has  resulted  from  our  series,  nor  has  any  occurred 
in  the  large  series  of  cases  reported  by  Black- 
wood10 and  Steinbach  et  al .n 

Results  have  been  invariably  successful. 
Occasionally  the  perirenal  space  on  one  side  will 
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not  fill  completely.  This  may  be  due  to  a con- 
genital defect  but  is  usually  of  diagnostic  signifi- 
cance since  poor  filling  may  denote  the  presence 
of  pathology  such  as  tumor,  cystic  disease,  hydro- 


nephrosis with  chronic  infection,  or  other  renal 
conditions  resulting  in  adhesions  (Fig.  4).  This 
has  been  proved  in  several  operative  cases  in  our 
series. 
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Retrorectal  air  insufflation  is  not  used  alone  but 
is  usually  followed  by  pyelography  (Fig.  5)  and 
is  particularly  effective  with  translumbar  arter- 
iography (Fig.  6)  since  it  decreases  the  confusion 
arising  from  the  presence  of  vessels  to  the  other 
abdominal  viscera. 

The  adrenal  gland  can  usually  be  outlined  by 
this  technic  (Fig.  7).  Occasionally  other  organs 
such  as  liver,  spleen,  bladder,  uterus,  and  retro- 
peritoneal portions  of  the  large  bowel  are  visual- 
ized. Psoas  muscles  and  leaves  of  the  diaphragm 
are  more  clearly  defined  than  on  the  routine  flat 
plate  of  the  abdomen  (Fig.  8). 

Summary 

1.  The  retrorectal  paracoccygeal  route  of 
perirenal  air  insufflation  has  been  successful]}’ 
performed  in  over  100  cases. 


2.  The  authors  have  been  impressed  by  the 
ease  of  administration,  high  percentage  of 
success,  lack  of  mortality,  low  incidence  of 
morbidity,  and  the  necessity  for  only  one  injection 
to  visualize  both  kidneys. 
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THE  EFFECT  OF  CHOLASE  ADMINISTRATION  IN  SOME 
DERMATOLOGIC  CONDITIONS 

Robert  D.  Barnard,  M.D.,  Laurelton,  New  York,  and  Harry  L.  Fox,  M.D., 
Queens  Village,  New  York 


DURING  World  War  II  a comprehensive  re- 
search project  on  problems  relating  to  the 
blood  donor  program  was  carried  out  by  the 
Department  of  Medicine  of  Ohio  State  Univer- 
sity. That  the  marked  pallor  of  blood  donors 
with  syncope  might  be  related  to  blood  cholin- 
esterase depletion  was  one  of  their  findings  that 
aroused  little  interest  until  there  were  indications 
that  the  striking  pallor  of  acute  leukemic  pa- 
tients might  be  a cholinergic  phenomenon  on  the 
same  basis. 1,5  Attempts  to  replenish  the  enzyme 
in  the  circulation  of  the  leukemic  patients  by  mas- 
sive blood  or  plasma  infusion  were  only  par- 
tially successful  because  of  inimical  factors  not 
only  in  the  plasma  of  the  recipients  but  in  normal 
plasma  as  well.  These  inimical  factors  were 
later  identified  as  mucoproteins  with  pseudoag- 
glutinative  properties  similar  to  those  exhibited 
by  Rh  “blocking”  antibody  and  circulating  in 
“hemolytic”  anemia.  Unfortunately,  these  mu- 
coproteins were  concentrated  along  with  cholin- 
esterase in  every  fractionation  attempt.  More 
concentrated  enzyme  preparations  nevertheless 
showed  promise  as  replacement  therapy  in  con- 
ditions in  which  circulating  cholinesterase  was 
depressed.  Evidently  the  preparation  and  thera- 
peutic trial  of  a pseudoagglutinin-free  esterase 
was  in  order.  We  were  assured  by  chemists 
working  in  the  national  blood  program  that  it 


could  be  accomplished  with  not  too  much  expendi- 
ture of  time  and  effort,  and  we  were  prepared  to 
undertake  the  task. 

Approval  for  such  an  expenditure  was  another 
matter.  It  was  not  forthcoming  for  reasons 
which  may  be  instructive.  The  advisers,  who 
were  customarily  chosen  purposely  from  aca- 
demic backgroundstotally  unrelated  to  thesubject 
at  hand  (so  their  opinions  might  be  the  more  im- 
partially rendered),  decided  as  follows:  First, 
cholinesterase  therapy  would  be  purely  substi- 
tutive and,  in  the  doubtful  event  that  it  was  ef- 
fective, would  be  required  every  forty-eight  to 
seventy-two  hours,  the  time  interval  we  had 
found  that  the  substitutive  rise  following  injec- 
tion persisted. 

In  view  of  the  scarcity  of  plasma  from  which 
to  make  cholinesterase,  the  therapy  was  of  no 
more  than  academic  interest.  Furthermore, 
cholinesterase  was  a purely  intracellular  enzyme 
which  could  not  function  in  a cell-free  menstruum 
like  plasma.  Its  presence,  if  it  was  present,  in 
plasma  was  either  an  accident  or  one  of  nature's 
vagaries.  Injected  cholinesterase  could  not 
conceivably  be  either  pharmacologically  or 
therapeutically  active.  Further  experimentation 
should  not  be  condoned  for  a matter  so  obvious 
that  it  could  be  settled  in  conference.  Last, 
with  a war  going  on,  with  the  scientific  resources 
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of  the  country  already  too  sorely  taxed,  and  with 
the  bottom  of  the  medical  manpower  barrel  being 
scraped,  all  scientific  personnel  were  at  too  high  a 
premium  to  waste  in  the  pursuit  of  academic  and 
chimerical  goals. 

In  light  of  what  is  to  be  reported,  it  is  also  of 
considerable  interest  that  Dr.  Charles  R.  Rein 
then  chief  of  the  Division  of  Serology  at  the 
Army  Medical  School  and  a consultant  for  the 
Ohio  State  project,  suggested  the  feasibility  of 
plasma  cholinesterase  preparation  from  the  dis- 
card fractions  of  either  albumin  or  gamma  glob- 
ulin production,  then  in  full  swing.  For  some 
involved  reason,  as  early  as  1943  he  suggested  its 
possible  therapeutic  application  in  the  atopic 
dermatoses.  This  made  little  sense,  so  it  was 
thought,  since  the  goal  of  cholinesterase  therapy 
was  to  produce  a substitutive  rise  in  the  “estra- 
penic”  conditions,  those  in  which  the  enzyme  level 
in  the  blood  is  depressed.  In  atopic  dermatoses 
the  blood  cholinesterase  content  is  either  normal 
or  even  elevated.  The  suggestion  was  dis- 
counted. 

Late  in  1949  a patient  with  pemphigus  vulgaris 
of  some  years  stationary  duration  was  being  pre- 
pared for  operation  on  a right  colon  carcinoma 
that  had  been  uncovered.  One  pint  of  packed 
erythrocytes  failed  materially  to  affect  the  pa- 
tient’s severe  anemia  so  that  operation  was  post- 
poned. She  deteriorated  to  the  point  where 
operation  became  urgent.  Transfusion  was  again 
requested,  and  on  this  occasion,  the  first  lots  of 
Cholase*  having  become  available,  the  practice 
of  incorporating  2,500  Alles  and  Hawes  units  of 
this  material  in  each  packed-erythrocyte  unit  was 
initiated  in  this  particular  case.3  What  rapidly 
transpired  could  only  have  been  attributed  to  the 
esterase  because  plain  packed  cells  had  not 
elicited  the  same  result.  Within  twenty-four 
hours  all  bullous  lesions  were  on  the  wane  and 
had  completely  disappeared  by  the  end  of  forty- 
eight  hours.  They  did  not  recur  during  a one- 
year  interval  of  observation  during  which  time 
the  patient  underwent  successful  colectomy. 

Since  both  the  plasma  and  whole  blood  cholin- 
esterase had  been  shown  to  be  reduced  in  pemphi- 
gus, on  the  basis  of  the  immediate  effects  in  this 
particular  case  there  appeared  to  be  no  reason  to 
abandon  our  original  premise,  namely,  that  in- 
fusion of  this  enzyme  could  only  act  as  a tem- 
porary substitutive  procedure.  The  duration  of 
the  response,  however,  was  puzzling  in  light  of 
this  theory.  Other  disconcerting  facts  were 
meanwhile  taxing  the  premise  on  which  we  had 
been  proceeding.4’5  Schachter,6'7  who  originally 
demonstrated  the  effectiveness  of  horse  serum 


* Human  plasma  cholinesterase,  Cutter  Laboratories, 
Berkeley,  California, 


cholinesterase  in  experimental  surgical  shock  of 
dogs,  had  been  unable  to  demonstrate  any  consist- 
ent rise  in  the  in  vivo  blood  level  of  this  enzyme, 
even  though  the  animals  recovered.  Proewig8 
employed  infusions  of  beef  erythrocyte  cholin- 
esterase (a  form  of  the  enzyme  which  is  known  not 
to  persist  in  the  circulation)  and  reported  its 
efficacy  in  otherwise  intractable  asthma,  rheuma- 
toid arthritis,  and  congestive  heart  failure.  This 
report  was  thoroughly  discounted  by  us  at  the 
time.  Proewig  had  also  failed  to  achieve  de- 
monstrable rises  in  blood  cholinesterase  with  his 
material,  and  on  the  basis  of  our  own  theories  we 
considered  his  dosage  schedule  to  be  made  up  of 
inadequate  amounts  of  the  enzyme,  even  for 
ephemeral  effect. 

We  have  since  been  forced  to  reappraise  our 
own  initial  position  on  the  indications  and  mech- 
anism of  action  of  cholinesterase  therapy.  From 
this  standpoint  other  phases  of  Proewig’s  report 
are  enumerated: 

1.  His  material  was  regularly  pyrogenic. 
This  cannot  be  an  intrinsic  activity  of  cholin- 
esterase because  Cholase  administration  on  the 
contrary  will  regularly  defervesce  febrile  leuke- 
mic and  Pal-Ebstein  Hodgkin’s  patients. 

2.  The  beef  erythrocyte  material  was  said  to 
be  effective  subcutaneously.  This  was  likewise 
demonstrable  for  Cholase  as  indicated  by  Case  1, 
Table  I. 

3.  A marked  diuretic  action  was  evinced  after 
beef  cholinesterase  administration,  unexplained 
by  any  prevailing  theory  of  autonomic  action.  A 
similar  diuresis  following  Cholase  is  frequently 
observed. 

At  the  same  time  that  Proewig’s  report  was 
rendered,  considerable  interest  in  the  role  of  the 
enzyme  in  human  physiology  was  aroused  by 
publicity  about  the  “nerve  gases”  which  exer- 
cised their  efficiently  lethal  effects  on  cholin- 
esterase. Also  determination  of  blood  level  was  a 
recommended  clinical  procedure  that  followed 
disclosure  that  insecticides  of  the  Parathion 
class  were  posing  a health  hazard  to  agricultural 
workers.  Some  physicians  of  our  acquaintance 
have  apprised  us  that  the  first  cognizance  they 
had  of  the  existence  of  the  cholinesterase  system 
in  human  beings  was  through  the  editorial  warn- 
ings carried  by  this  Journal.9’* 

In  academic  circles,  however,  the  primacy  of 
the  cholinesterase  system  was  unfolding.  The 
fundamental  researches  of  Dr.  Margaret  Greig 
and  her  coworkers,  starting  from  the  demonstra- 
tion of  its  role  in  regulating  permeability  of  the 


, * Whereas  the  first  article  advocating  blood  cholinesterase 
determinations  as  a clinical  laboratory  procedure  appeared 
in  the  Journal  of  the  American  Medical  Association  in  1952, 
that  advocacy  was  made  in  the  New  York  State  Journal 
of  Medicine  in  1949. 10,11 
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TABLE  I. — Case  1 — Systemic  Response  to  Cholase 


5 

G 

G ,-K 

z 

G 

.5  G 

■g» 

"& 

O 

15 

-a 

K . 

93 

O G 

X 

3 

* =* 

G 

-So 

-^G 

s r". 

U 

3 

G w 

Z.  G 

£ 

& 

< 

xn 

£ 

September  21 

101.2 

3,440,000 

10.0 

14,100 

891 

marked 

present 

64 

22 

100  6 

935 

marked 

present 

23 

101  2 

3.570,000 

10  2 

13,300 

1,122 

marked 

present 

24* 

100.4 

902 

marked 

present 

25 

99  4 

3,410,000 

10  2 

869 

absent 

fading 

26 

98.8 

660 

absent 

absent 

27 

98  4 

3,660.000 

10.6 

12,800 

341 

absent 

absent 

56 

28 

98.4 

330 

absent 

absent 

29 

98.8 

4,060,000 

11.4 

10 , 900 

330 

absent 

absent 

* 10  cc.  of  human  plasma  cholinesterase,  1,000  Alles  and  Hawes  units  per  cc.,  administered  subcutaneously. 
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hemoencephalic  barrier  and  the  erythrocyte, 
culminated  in  the  first  satisfactory  explanation  of 
the  dynamic  equilibrium  governing  cation  ex- 
changes through  cellular  membranes  in 
general.12-15  It  now  appears  certain  that  the 
operation  of  the  acetylcholine-cholinesterase  bal- 
ance is  responsible  for  the  sodium-potassium 
partition  between  the  external  and  internal 
environments  of  all  vertebrate  cells. 16  While  put- 
ting a particularly  new  complexion  on  Proewig’s 
claim  of  decongesting  heart  failure  patients,  this 
hypothesis  more  generally  establishes  the  long- 
sought  link  between  the  corticotropic  mechanism 
and  cellular  permeability.  Interrelationships 
between  adrenocortical  hormone  action  and  the 
cholinesterase  system  had  heretofore  not  been 
clearly  defined.  But  for  some  time  it  had  been 
possible  to  construct  a scheme  of  compensatory 
or  decompensatory  reactions  to  stress.  We 
should  now  call  the  former,  adaptation  syn- 
dromes, and  the  latter,  adaptation  diseases,  based 
on  cholinesterase  response  as  they  were  formerly 
based  on  corticotropin  response.17  The  diffi- 
culty of  postulating  a predominance  of  either 
system  has  faded  with  the  realization  that  it  is 
all  one  system,  the  enzyme  being  the  final  medi- 


ator of  the  hormone.  From  calculations  of  the 
potassium  equilibrium  exhibited  by  most  recent 
findings,  one  can  predict  that  within  certain 
physiologic  limits  of  plasma  cholinesterase  con- 
centration an  increment  could  produce  a gluco- 
corticoid (cortisone-like)  effect. 

Actually  such  an  effect  may  follow  Cholase 
infusion  (Tables  I and  II).  However,  careful 
scrutiny  of  the  basic  research  shows  that  this 
may  be  a “zone”  phenomenon,  and  under  differ- 
ent conditions  of  blood  cholinesterase  concen- 
tration, quite  the  reverse  might  occur.  Many 
phases  of  the  pharmacology  of  injected  Cholase 
remain  inexplicable,18  and  it  is  not  recommended 
as  a substitute  for  definitive  adrenocorticother- 
apy  at  present.  The  dermatologic  conditions 
herein  reported  were  treated  with  Cholase  after 
observation  of  the  pemphigus  case,  long  before 
any  corticomimetic  activity  of  the  enzyme  was 
suspected  and  then  only  to  test  Dr.  Rein’s  origi- 
nal thesis  on  its  possible  value  in  atopic  der- 
matoses. 

Material 

Thirty-seven  patients  with  dermatoses,  all  in 
the  hypersensitivity,  neuro,  atopic,  or  adaptation 
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TABLE  III. — Effect  of  Cholase  Administration 


j-,  . . 

Condition 

Com- 

plete 

Defi-  Equiv- 
nite  ocal 

Nega- 

tive 

Dermatitis  medicamentosa  (peni- 
cillin) 

4 

2“  1 

Dermatitis  contacta 
“Noczema” 

1 

N’ovocaine 

1 

Dermatitis  herpetiformis 

1 

2 

i 

Lichen  planus 

3 

1 

Atopic  purpura  (food  allergy) 

1 

Leukemic  purpura 

1 

1 2 

i 

Thrombopenic  purpura  (idio- 
pathic) 

' if> 

1 

Leukemia  cutis 

1 

Ichthyosis 

1 

Lupus  erythematosus c 

i 

1 

Dermatophytid 

Id 

Cutaneous  sarcoidosis 

ie 

Atopic  “eczema" 

i 

if 

° Includes  one  patient  receiving  2 injections  at  72-hour 
interval. 

b Previously  responsive  to  antihistamines. 

c Disseminated;  these  cases  are  in  addition  to  Case  1. 

d Exanthem  apparently  due  to  chloramphenicol-induced 
intestinal  moniliasis. 

e Complete  reversion  of  concurrent  lung  involvement  fol- 
lowing Cholase  administration. 

/ This  refractory  case  was  later  proved  an  active  epidermo- 
phytosis. 

category,  were  treated.  Not  incorporated  in  this 
series  were  cases  in  which  Cholase  was  admin- 
istered for  dermatologic  conditions  blit  in  which 
other  therapy  or  local  applications  might  pos- 
sibly have  influenced  the  result,  with  one  ex- 
ception. The  case  of  leukemia  cutis  had  been 
and  remained  on  low-level  mycin  ingestion  dur- 
ing the  observational  period. 

A single  intravenous  dose  of  Cholase  was  ad- 
ministered in  all  but  the  two  following  cases 
(subcutaneously  in  one  and  repeated  intravenous 
injection  in  the  other) : 

Case  1. — A twelve-year-old  male  with  dissemi- 
nated lupus  erythematosus  of  one  and  one-half  years 
duration  had  adverse  reactions  to  ACTH  and  corti- 
sone (intractable  edema).  Remission  of  one  year 
duration  was  induced  and  maintained  by  oral  ad- 
ministration of  cobalt  streptomycin  oenanthate,  50 
mg.  daily,  along  with  salt  restriction  and  potassium 
repletion.  This  therapy  was  discontinued,  and 
relapse  occurred  two  weeks  prior  to  the  recorded 
observations  (Table  I).  The  Cholase-induced  re- 
mission lasted  about  one  week,  after  which  control 
was  resumed  with  the  cobalt  streptomycin  therapy. 

Case  2.— An  eighteen-year-old  female  had  severe 
urticaria  and  “rheumatoid”  reaction  with  onset  five 
days  after  repository  penicillin  injection.  She  was 
seen  two  weeks  following  the  penicillin  injection  dur- 
ing which  time  the  condition  had  persisted  unabated. 
The  week  before  admission  intensive  antihistamine 
therapy  had  been  administered.  Repeated  intra- 
venous injections  of  Cholase  were  given  (Table  II). 

A third  patient  who  received  two  intravenous 
injections  at  forty-eight-hour  intervals  is  in- 
cluded in  the  main  series  (Table  III). 

Table  III  records  the  response  in  admittedly 
arbitrary  terms,  but  the  majority  were  quite 


unequivocal.  A “complete”  response  signifies 
that  all  lesions  cleared  within  forty-eight  hours. 

Comment 

"While  the  therapeutic  effects  of  Cholase  have 
been  good,  one  cannot  say  that  definitive  adreno- 
corticotherapy  would  not  have  been  equally  ap- 
plicable. Case  1 had  had  courses  of  adrenocor- 
ticotherapy,  but  it  was  early  in  the  history  of 
ACTH  and  cortisone  before  sodium  depletion  and 
potassium  repletion  were  considered  and  before 
it  had  been  learned  that  physiologic,  rather  than 
toxic,  “suppressive”  doses  of  the  corticothera- 
peutic  agents  better  meet  the  requirements  of  the 
patient.  Depending  on  how  one  defines  a corti- 
eotherapeutic  agent,  Cholase  could  come  into  this 
category.  Should  the  hypothesis  that  cholines- 
terase is  the  mediator  of  adrenocorticoid  response 
be  proved,  however,  then  the  cart  will  have  been 
before  the  horse  all  along. 

Proewig,  whom  we  are  informed  is  continuing 
his  investigations  abroad,  quite  independently 
informed  the  laboratory  supplying  his  material 
that  he  had  found  the  latter  to  “duplicate  the 
effects  of  adrenal  cortex  extracts.”19  No  ex- 
ception can  be  made  to  the  same  statement  ap- 
plied to  our  material.  Therapeutic  effects  in  the 
present  dermatologic  series  are  those  one  would 
similarly  anticipate  from  ACTH,  cortisone,  or 
ACE. 

Case  2 shows  an  additional  response  to  Cholase 
which  is  known  to  follow  definitive  corticother- 
apy.  The  penicillin  reaction  coexisted  with  a 
moderate  anemia.  Sternal  marrow  aspiration 
revealed  a sparsity  of  normoblasts  and  increase 
in  erythroblasts ; she  had  an  erythroblastic  arrest 
anemia,  frequentlv  erroneously  termed  “hemo- 
lytic.”* 

* This  finding  is  significant  in  a different  but  equally  im- 
portant connection.  During  the  recent  hearings  on  the 
possible  relationship  between  hypo-  or  aplastic  anemia  and 
chloramphenicol,  one  investigator  presented  a single 
case  of  purported  chloramphenicol-induced  hemopoietic 
marrow  failure,  a case  like  many  others  in  this  series  in  which 
penicillin  administrations  were  also  being  made.  When  asked 
how  under  these  circumstances  chloramphenicol  alone  could 
be  incriminated,  there  was  a surprising  answer  that  “no  case 
of  penicillin-induced  aplastic  anemia  has  been  recorded.” 
Should  a cursory  search  of  the  literature  fail  to  explode  this 
hyperbole,  we  could  easily  do  so  with  30  cases  of  hemato- 
myelaplasia  ranging  from  thrombopenia,  neutropenia,  and 
the  erythroblastic  arrests  through  the  more  serious  megalo- 
blastic metaplasias  and  into  actual  leukoblastosis  (leukemia). 
In  the  single  acute  leukemic  patient  incorporated  in  the  pres- 
ent series  as  leukemia  cutis  his  disease  was  precipitated,  we 
feel,  by  unwarranted  penicillin  administration  with  resulting 
sensitization.  We  also  feel  that  the  recent  increase  in  malig- 
nant hematologic  dyscrasias  in  all  age  groups  is  not  just 
apparent  but  real  and  that  indiscriminate  parenteral  peni- 
cillin administration  has  to  a large  extent  been  responsible. 

The  preponderance  of  penicillin-induced  dermatoses  in  the 
currently  reported  series  should  not  detract  from  the  fact 
that  other,  less  overt  tissue  changes  can  occur  from  penicillin 
sensitization.  Many  drugs  and  all  antibiotics  have  antigenic 
potentialities,  more  marked  when  introduced  parenterally. 
It  is  doubtful,  however,  whether  any  agent  for  iatrogenic 
disease  has  ever  been  as  busy  as  penicillin. 


2830 


BARNARD  AND  FOX 


[N.  Y.  State  J.  M. 


As  in  other  forms  of  erythroid  arrest  in  which 
earlier,  cruder  plasma  cholinesterase  preparations 
seemed  effective,  this  one  likewise  responded  to 
Cholase.20  Its  advantage  over  definitive  corti- 
cotherapeutic  agents,  if  any,  remains  to  be  deter- 
mined. An  eosinopenic  response  to  Cholase, 
while  significant,  takes  place  more  slowly  than 
would  be  expected  with  cortisone  or  ACTH. 
Because  remission  of  severe  hematologic  dyscrasia 
accomplished  by  cortisone,  ACTH,  or  other 
agency  is  invariably  accompanied  by  a spon- 
taneous rise  in  blood  cholinesterase,21  the  deter- 
minant role  of  the  enzyme  system  in  this  connec- 
tion is  difficult  to  rule  out.  Conversely,  where 
corticotherapy  fails  to  produce  a remission  of 
hematologic  dyscrasia,  the  blood  enzyme  remains 
at  its  initial  low  level.  Hence,  we  routinely  ad- 
minister sufficient  Cholase  to  bring  the  blood 
cholinesterase  concentration  to  normal  values 
in  current  cases  of  adaptation  disease,  including 
malignant  neoplastic  disease,  before  starting 
adrenocorticotherapy.22 

The  ameliorative  effect  of  cholinesterase  in 
diverse  hypersensitivity  states,  such  as  anti- 
histamine-resistant penicillin  urticaria,  might 
favor  Greig’s  hypothesis  that  the  acetylcholine- 
cholinesterase  system  is  the  determinant  of  cellu- 
lar permeability  over  those  theories  that  incrimi- 
nate histamine  as  the  cause  of  allergic  dysperme- 
ability  states.  Histamine  as  the  “anaphyla- 
toxin”  concerned  with  human  hypersensitization 
is  an  entrenched  idea  that  many  physicians  are 
now  discounting,  particularly  those  encounter- 
ing antihistamine-refractory  cases.  Recent  study 
has  proved  cholinesterase  to  be  inactive  against 
any  effect  of  histamine  administration  in  pa- 
tients.23 But  concurrent  study  showed  it  to  be 
quite  effective  in  abrogating  “peptone”  effects, 
both  in  vitro  and  in  vivo.18'21  It  is  curious  that 
many  years  ago  Vaughan  insisted  upon  the  “pep- 
tone” nature  of  anaphylatoxins.  A re-examina- 
tion  of  Vaughan’s  concepts,  now  fallow  for  al- 
most half  a century,  is  timely  in  the  light  of  ability 
of  cholinesterase  to  vitiate  “peptone”  effects.25 
Employing  oral  antibiotics,  some  of  which  are 
incapable  of  leaving  the  bowel,  e.g.,  Neomycin, 
Fine  has  prevented  experimental  shock  in  dogs 
from  reaching  an  otherwise  irreversible  stage. 
He  believes  this  to  have  been  achieved  by  the 
curtailment  of  proteolytic,  gram-negative  in- 
digenous bowel  organisms.26  Our  own  anti- 
biotic, management  schedule  for  adaptation  dis- 
ease is  premised  on  a reduction  of  an  intestinallv 
derived  proteosemia  (“peptonemia”)  from  such 


organisms.27  It  is,  therefore,  of  added  interest 
that  cholinesterase  infusion  ameliorates  surgical 
shock  in  either  dogs  or  humans.6'18 

Summary 

Excellent  responses,  reminiscent  of  those  from 
adrenocorticotherapy.  have  followed  the  admin- 
istration of  a purified  human  plasma  cholinester- 
ase to  patients  with  dermatologic  conditions  of 
the  atopic  or  adaptation  type. 

The  significance  of  the  cholinesterase  systems 
of  humans  is  discussed  in  the  light  of  recent  hy- 
potheses that  these  systems  may  be  the  final 
mediators  of  corticohumeral  effects  and  that 
they  participate  in  the  regulation  of  general 
cellular  permeability.  Possible  applications  of 
cholinesterase  therapy  in  the  amelioration  of 
hypersensitivity  states,  intoxication  by  phos- 
phate insecticides,  and  “nerve  gases”  remain  to 
be  investigated. 

13S-48  231st  Street 
102-44  225th  Street 
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We  always  think  every  other  man's  job  is  easier  than  our  own.  And  the  better  he  does  it,  the 
easier  it  looks. — Edex  Phillpots 


BACITRACIN  SOLUTION  AS  AN  INSTILLATION  IN  BLADDER 
INFECTION 

Herman  Wechsler,  M.D.,  and  Edward  J.  Frishwasser,  M.D.,  Bronx,  New  York 
( From  the  Department  of  Urology,  Fordham  Hospital ) 


BLADDER  irrigation  has  been  a useful  technic 
since  the  catheter  was  devised.  It  is  a pro- 
cedure that  has  withstood  the  test  of  time.  Until 
the  advent  of  chemotherapy  many  different 
therapeutic  agents  were  used  in  the  treatment  of 
bladder  infections.  The  current  opinion  is  that 
irrigation  of  the  bladder  serves  as  a mechanical 
washing  and  that  the  addition  of  antibiotics  may 
do  some  good  against  certain  bacteria.  Sixteen 
cases  of  severe  cystitis  are  herewith  presented  in 
which  the  symptoms  were  markedly  alleviated 
by  the  administration  of  bacitracin  solution 
irrigations. 

Bacitracin  was  isolated  by  Meleney  and  co- 
workers1 in  1 943.  It  was  produced  from  a strain  of 
Bacillus  subtilis  obtained  from  tissue  debrided 
from  a compound  fracture  of  the  tibia.  The 
patient’s  name  was  Tracy,  and  the  active  growth- 
inhibitory  principle  was  given  the  name  bacitracin. 

We  have  used  the  following  dilution  in  pre- 
paring our  solution:  50  cc.  of  normal  saline  are 
added  to  the  vial  of  50,000  units  of  bacitracin  and 
agitated  to  complete  solution.  This  is  then 
added  to  the  remaining  950  cc.  of  sterile,  normal 
saline  and  labeled.  The  solution  is  kept  under 
refrigeration  and  instilled  in  2-ounce  quantities  at 
four-hour  intervals. 


A series  of  16  cases  of  severe  cystitis  which  did 
not  respond  to  the  combination  of  systemically 
administered  antibiotics  and  local  irrigations  is 
summarized  in  Table  I.  In  these  cases  the 
bacterial  flora  was  mixed:  Streptococcus  fecalis 
and  Aerobacter  aerogenes  were  the  most  prev- 
alent, and  in  nine  cases  B.  proteus  was  present. 

Within  three  days  of  instillation  with  baci- 
tracin in  saline  the  urine  became  clear  in  all 
cases  (Table  I).  Cultures  became  negative,  and 
with  the  sterilization  of  the  urine,  rapid  healing  of 
the  suprapubic  wounds  took  place. 

Comment 

It  is  difficult  to  account  for  the  mode  of  action 
of  bacitracin  instilled  into  the  bladder.  How- 
ever, it  has  been  found  to  be  effective  in  the 
presence  of  wound  exudates,  pus,  and  blood.  It 
is  understandable,  therefore,  that  bacitracin  is 
effective  in  the  infected  bladder.  Interesting  too 
is  the  fact  that  gram-negative  organisms  were 
reduced  with  the  use  of  bacitracin.  This  is  in 
accordance  with  the  finding  that  Escherichia 
coli  w ere  markedly  reduced  in  the  intestinal  tract 
when  bacitracin  was  given  orally  for  ulcerative 
colitis.  The  effectiveness  of  bacitracin  here  is 
most  likely  due  to  sensitization  of  bacterial 


TABLE  I. — Summary  op  16  Cases  Treated  with  Bacitracin  Instillation 


Diagnosis  Age 

Sex 

Onset 
Date  Prior 
to  Admission 

Operation 

Response  to 
Bacitracin 
(Hours) 

Urine  Culture 

Benign  prostatic  hyper-  63 
trophy 

Multiple  sclerosis  49 

Male 

13  months 

Suprapubic  cystotomy 

48 

B.  proteus;  Esch.  coli 

Female 

12  months 

Resection  bladder  neck 

48 

Staph,  fecalis;  Staph,  au- 
reus; B.  proteus 

Vesical  calculus;  be-  82 
nign  prostatic  hyper- 
trophy 

Male 

24  months 

Suprapubic  vesicocystot- 
omy;  then  prostatec- 
tomy 

72 

A.  aerogenes;  Esch.  coli; 
B.  proteus 

Paraplegia  26 

Male 

Birth 

None 

24 

B.  proteus;  A.  aerogenes 

Paraplegia  19 

Female 

5 years 

Xone 

48 

B.  proteus;  Staph,  aureus 

Chronic  cystitis  42 

Female 

16  months 

None 

24 

B.  proteus;  Esch.  coli 

Chronic  cystitis  and  46 
pyelonephritis 

Female 

9 months 

Pyelostomy 

72 

Esch.  coli;  A.  aerogenes; 
Myco.  tuberculosis  (no  re- 

Benign  prostatic  hyper-  66 
trophy 

Male 

3 years 

Suprapubic  prostatec- 

tomy 

48 

sponse) 

B.  proteus;  A.  aerogenes 

Benign  prostatic  hyper-  72 
trophy 

Benign  prostatic  hyper-  81 
trophy 

Male 

2 years 

Suprapubic  prostatectomy 

72 

Esch.  coli;  B.  proteus 

Male 

5 years 

2-stage  suprapubic  prosta- 
tectomy 

24 

B.  proteus 

Benign  prostatic  hyper-  66 
trophy 

Male 

1 year 

Transurethral  prostatec- 
tomy 

48 

Staph,  aureus;  Esch.  coli 

Benign  prostatic  hyper-  63 
trophy 

Male 

3 years 

Transurethral  prostatec- 
tomy 

24 

Esch.  coli;  Strep,  fecalis; 
A. aerogenes 

Ruptured  urethra  52 

Male 

4 days 

Suprapubic  cystotomy;  in- 
cision and  drainage  pu- 
dendum 

72 

Staph,  aureus;  A.  aerogenes 

Stricture  of  urethra  49 
with  retention 

Male 

20  years 

Suprapubic  prostatec- 

tomy; urethral  dilata- 
tion 

48 

Esch.  coli 

Benign  pros' atie  hyper-  62 
trophy;  permanent 
cystotomy;  coronary 
disease 

Male 

3 years 

None 

72 

Esch.  coli;  A.  aerogenes 

Carcinoma  of  bladder  61 

Male 

1 year 

Partial  resection  of  bladder 

48 

Str.  fecalis ; Esch.  coli 

2831 


2832 
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strains  after  treatment  with  penicillin  and  the 
broad-spectrum  antibiotics. 

Conclusion 

In  severe  infections  of  the  bladder  where  anti- 
biotics have  been  administered  systemicallv  and 
local  irrigations  with  weak  chemicals  have  failed 
to  clear  infection  and  where  virulent  strains  of 
bacteria  and  an  indwelling  catheter  seem  to  be 


the  sole  causative  agents,  it  is  suggested  that 
instillations  of  bacitracin  in  saline,  as  described, 
be  used  as  a therapy.  A series  of  16  cases  was 
found  to  respond  very  well  to  this  treatment. 

1515  Grand  Concourse 
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ORAL  PROCAINE  FOR  MUSCULOSKELETAL  PAIN 

Rubin  Klein,  M.D.,  and  Samuel  B.  Harris,  M.D.,  Brooklyn,  New  York 

( From  the  Research  Division  of  the  Arthritis  Clinic,  Greenpoint  Hospital ) 


TO  DATE  we  have  no  drug  that  will  prevent 
or  cure  arthritis.  The  drugs  in  use  help  for  a 
limited  time  but  cannot  be  continued  indefinitely 
because  of  toxicity.  In  arthritis  the  complaint  is 
pain  and  stiffness.  If  we  could  eliminate  these 
factors,  the  patients  would  be  clinically  cured  al- 
though anatomically  the  condition  would  be  un- 
changed. This  thought  led  us  to  search  for  a 
pain  and  spasm  relieving  drug  that  could  be  con- 
tinued indefinitely  without  harm  to  the  patient. 
It  would  have  to  be  inexpensive  and  readily 
available. 

Procaine  hydrochloride  appears  to  be  the  drug 
of  choice.  It  is  an  ester  of  para-aminobenzoic 
acid.  Its  chemical  composition  is  para-amino- 
benzoyl-diethyl-amino-ethanol.  Its  structure  is 
as  follows:1 


O 


It  occurs  as  colorless  crystals,  soluble  in  water  and 
bitter  to  the  taste.  It  was  first  synthesized  by 
Einhorn  in  1905  and  called  novocaine. 

In  1947  Graubard,  Robertazzi.  and  Peterson2 
used  intravenous  procaine  in  traumatic  pain  and 
pain  associated  with  inflammatory  conditions. 
The  results  in  osteoarthritis  were  “striking.” 
They  used  a 1:1,000  concentration  in  saline. 
A dosage  of  4 mg.  per  Kg.  of  body  weight  was  given 
slowly  over  a twenty-minute  period.  In  1948 
Baker  and  Chayen3  gave  intra-articular  injee- 


The  procaine  used  in  this  project  was  furnished  by  the  Re- 
search Division  of  Abbott  Laboratories,  North  Chicago,  Illi- 
nois- 


tions  of  procaine  to  patients  with  osteoarthritis 
and  rheumatoid  arthritis.  These  injections  per- 
mitted active  exercise  without  pain.  In  1949 
Graubard  and  Peterson4  treated  250  cases  of 
arthritis,  using  1,894  infusions  with  no  mor- 
tality or  morbidity. 

When  introduced  into  the  body,  procaine  is 
very  quickly  broken  down  into  its  two  com- 
ponents, para-aminobenzoic  acid  and  diethyl- 
aminoethanol.  Ten  per  cent  of  the  drug  is 
excreted  by  the  kidneys.  The  rest  is  destroyed 
in  the  liver.  Studies  by  Rosenberg  et  al.h  and 
Freis  et  al.6  indicate  that  diethylaminoethanol 
has  some  slight  analgesic  effect.  It  is  less  potent 
than  procaine  and  requires  a dose  two  to  four 
times  as  large.  Para-aminobenzoic  acid  has 
some  value  in  the  treatment  of  fibrositis.  It  has 
been  observed  that  when  procaine  is  injected 
intravenously,  certain  undesirable  reactions  may 
occur.  There  may  be  nausea,  dizziness,  rapid 
pulse,  and  a feeling  of  faintness.  Large  doses 
introduced  rapidly  may  cause  convulsions. 

The  action  of  procaine  resembles  that  of  curare 
but  occurs  even  after  degeneration  of  the  motor 
nerve.  This  fact  has  been  used  in  the  treatment 
of  tetanus,  myalgias,  and  other  diseases  which  are 
characterized  by  a sustained  chronic  and  painful 
contraction  of  muscle.  The  effect  can  be  elicited 
even  after  degeneration  of  the  nerves  of  skeletal 
muscle.  When  muscle  cramps  are  produced  by 
such  drugs  as  nicotine  or  quinidine,  presumably 
the  effect  emanates  from  the  receptor  (trigger) 
mechanism  in  the  muscle  fibers  themselves.  The 
counteracting  effect  of  cocaine  and  its  congeners 
is  biphasic.  The  smooth  muscles  of  the  gastro- 
intestinal tract,  bladder,  and  uterus  show  in- 


December  1,  ] 953 ] ORAL  PROCAINE  FOR  MUSCULOSKELETAL  PAIN 


28.33 


creased  tone  and  rate  of  contraction  with  small 
concentrations  of  procaine,  whereas  in  higher 
concentrations  relaxation  occurs.  Procaine  de- 
creases the  irritability  of  muscle  fibers.  Its  ac- 
tion is  due  to  its  chemical  combination  with  the 
nerve  protoplasm.1  Certain  nerve  fibers  are 
more  susceptible  than  others  to  the  action  of  this 
group  of  drugs.  In  a mixed  nerve  the  sensory 
fibers  are  blocked  earlier  than  the  motor.  Pain 
is  the  first  modality  to  disappear.  Anesthetics 
not  only  act  on  nerve  trunks  and  fibers  but  also 
affect  synaptic  transmission  as  well.7 

Another  theory  on  the  mode  of  action  of  pro- 
caine suggests  that  the  dysfunctioning  of  the 
capillary  bed  in  arthritic  joints  leads  to  localized 
edema,  hypoxia,  and  changes  in  the  hydrogen  ion 
concentration  in  the  tissues.  When  metabolites 
accumulate  in  these  tissues,  pain  becomes  notice- 
able and  at  times  severe.  Procaine  in  the  cir- 
culation reaches  the  dysfunctioning  capillary 
unit  and  produces  anesthesia  in  the  irritated 
nerve  endings.  The  pattern  of  the  reflex  arc  is 
broken.  This  results  in  the  return  to  normal 
circulation  and  the  removal  of  metabolites  from 
the  area.7  We  believe  that  when  large  doses  of 
procaine  are  given,  the  excess  escapes  into  the 
circulation  and  acts  in  the  above  manner. 

From  various  studies  it  would  appear  that  the 
initial  lesion  of  degenerative  arthritis  consists  in 
the  loss  of  the  polysaccharide  half  of  the  collagen- 
polysaccharide  complex  of  connective  tissue. 
Whether  this  results  from  a failure  of  polysac- 
charide synthesis,  from  the  action  of  enzymes  of 
the  hvaluronidase  type,  or  from  some  other 
mechanism  remains  to  be  discovered.  Studies 
of  the  fibrinoid  and  softening  change  have  dis- 
closed two  essential  connective  tissue  lesions  at 
the  molecular  level:  (1)  the  degenerative  change 
in  which  there  is  a primary  loss  of  polysaccharide, 
leaving  the  collagen  fibers  unsupported  so  that 
they  may  eventually  disintegrate  from  wear  and 
tear,  and  (2)  the  fibrinoid  change  in  which  the 
collagen  fibrils  are  destroyed  at  an  early  stage. 
These  two  lesions  should  be  thought  of  as  typical 
tissue  responses  to  some  interference  with  the 
normal  mechanism  of  connective  tissue  mainte- 
nance.8 

It  is  possible  that  dysfunction  of  the  capil- 
lary bed  surrounding  the  involved  joints  may 
be  a cause  of  the  above  changes.  When  arthritis 
develops,  the  patient  complains  of  pain  and  muscle 
spasm.  Procaine  in  the  circulation  breaks  the 
painful  arc,  releases  the  muscle  spasm,  and  allows 
the  return  of  normal  circulation  to  the  capillary 
bed.  This  may  be  the  mode  of  action  of  procaine 
in  musculoskeletal  pain. 

In  any  investigation  of  a new  form  of  therapy 
the  evaluation  of  pain  and  its  relief  by  the  therapy 
are  most  difficult  for  many  reasons.  The  thresh- 
old of  pain  varies  from  person  to  person  and 


even  varies  in  the  same  individual  from  time  to 
time.  We  also  know  that  there  is  a psychologic 
boost  each  time  a patient  starts  on  a new  drug 
or  a new  method  of  treatment.  These  factors 
make  it  difficult  to  evaluate  truly  the  worth  of 
any  new  medication.  There  is  also  one  other 
factor  that  must  be  considered,  especially  with 
patients  attending  a free  clinic  in  a municipal 
hospital — motivation.  Many  people  who  are, 
for  example,  welfare  recipients  might  not  give  an 
honest  answer  regarding  the  effect  of  the  drug. 
We  attempted  to  overcome  some  of  these  factors 
by  substituting  placebos  and  other  drugs. 

In  this  preliminary  series  we  treated  31  cases. 
There  were  23  cases  of  degenerative  arthritis, 
two  of  rheumatoid  arthritis,  one  with  a combina- 
tion of  both,  three  with  fibrositis,  one  polyarthri- 
tis, and  one  calcified  bursitis.  The  diagnosis 
was  confirmed  by  x-ray  or  by  the  typical  clinical 
picture  of  pain,  swelling,  and  deformity  with  a 
long  pre-existing  history.  In  this  series  22 
showed  a marked  and  prompt  relief  from  pain 
within  two  weeks.  A few  were  completely  re- 
lieved in  two  days.  Most  required  one  to  two 
weeks  before  improvement  occurred.  Swelling 
decreased  to  some  extent  within  the  same  period. 
Those  with  marked  deformity  showed  no  change 
in  the  deformity,  but  mobility  of  the  joint  in- 
creased. Nine  showed  no  change.  There  were 
no  changes  in  the  blood  or  urine  during  treat- 
ment, even  though  some  of  our  patients  have 
taken  over  250  Gm.  of  procaine  since  beginning 
treatment.  There  was  no  evidence  of  toxicity 
or  addiction.  Some  patients  were  taking  3 Gm. 
a day  for  several  weeks.  The  average  dose  was  7 
grains  three  times  a day.  The  patients’  ages 
varied  from  twenty-nine  to  eighty-seven  years. 
Duration  of  the  disease  was  from  two  weeks  to 
twenty-one  years.  The  medication  had  to  be 
continued,  or  the  pain  would  return  within  four 
to  seven  days  after  the  drug  was  stopped.  In 
most  cases  the  dosage  could  be  cut  down  to  a 
maintenance  level  at  which  point  the  patient 
would  remain  symptom-free. 

Case  Reports 

Case  1. — I.  R.,  fifty-two-year-old  female,  was  first 
seen  on  September  24,  1952,  with  complaint  of  pain 
in  the  hands  and  knees  for  seven  years.  She  had  re- 
ceived physiotherapy  for  six  years  with  slight  relief 
of  pain.  Examination  revealed  Heberden’s  nodes 
in  the  fingers  and  grating  under  the  right  patella  on 
motion.  X-rays  were  reported  as  follows:  “Nar- 
rowing of  joint  space  in  right  knee.  Articular  mar- 
gins show  slight  arthritis  changes.  Hands  show 
hypertrophic  changes  at  interphalangeal  joints.” 
Procaine,  7 grains  three  times  a day,  was  prescribed. 

October  8 — Felt  better  after  two  days;  prescrip- 
tion same. 

November  12 — No  complaints;  placebo  pre- 
scribed. 
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November  26 — Pain  returned  after  four  days: 
aspirin.  5 grains  three  times  a day.  prescribed. 

December  10 — Still  has  pain:  "felt  better  on  pro- 
caine”: 1 Gm.  procaine  three  times  a day  pre- 
scribed. 

December  17 — No  complaints:  prescription  same. 

Blood  count  and  urinalysis  were  unchanged  during 
treatment. 

Case  2. — M.  B..  female,  age  seventy,  was  first  seen 
on  July  23.  1952.  complaining  of  pain  and  stiffness  of 
four  months  duration  in  the  right  shoulder  going 
down  to  the  elbow  and  wrist.  X-rays  on  August  25, 
H'45.  had  revealed  “degenerative  arthritis  of  lumbar 
spine  and  sacroiliac  joints.”  On  July  23.  1952.  x- 
rays  were  reported  as  "hypertrophic  changes  in 
acromioclavicular  joint  and  greater  tuberosity  of 
humerus.  Small  calcific  deposits  in  subdeltoid  re- 
gion. Right  elbow  shows  hvpertrophic  changes  in 
head  of  radius  and  coronoid  process.”  A placebo 
was  prescribed. 

July  30 — Complaints  still  the  same:  procaine,  7 
grains  three  times  a day,  was  prescribed. 

August  6 — Pain  much  less  after  one  week:  pre- 
scription same. 

September  17 — No  complaints:  more  mobility  in 
shoulder : prescription  same. 

October  15 — “Feels  fine”;  joints  move  freely; 
procaine.  3* 1 2 3 4 5 6 7  « grains  three  times  a day.  prescribed. 

November  26 — No  complaints:  prescription  same. 

February  11.  1953 — No  complaints;  prescription 
same:  no  blood  or  urinary  changes. 

Case  3. — A.  C.,  female,  age  fifty  years,  was  first 
-een  in  September.  1952,  complaining  of  pain  in  the 
left  hand,  wrist,  forearm,  and  shoulders  of  two  years 
duration.  She  had  received  physiotherapy  for  two 
years  with  no  relief.  X-rays  showed  "degenerative 
arthritis  in  both  hands.”  Aspirin.  5 grains  three 
times  a day.  was  prescribed. 

October  S — No  change  in  pain:  procaine,  4 grains 
three  times  a day.  prescribed. 

November  5 — Pain  less:  placebo  prescribed. 

November  26 — Felt  worse  with  placebo;  patient 
claimed  that  she  felt  better  while  taking  procaine: 
salicylates,  5 grains  three  times  a day.  prescribed. 

December  10 — No  relief  from  salicylates;  pro- 
caine. 1 Gm.  three  times  a day.  prescribed. 

December  17 — Felt  much  better;  procaine,  0.5 
Gm.  three  times  a day,  prescribed. 

December  31 — No  complaints;  prescription  same. 

January  21,  1953 — No  complaints;  prescription 
-ame:  no  blood  or  urinary  changes  during  treat- 
ment. 

C'a-sc  4. — H.  S.,  female,  age  fifty-five  years,  was 
•ccn  on  Augu-t  20.  1952.  complaining  of  pain  in  both 
shoulders,  neck,  hips,  and  knees  of  three  years  dura- 
tion. X-rays  were  reported  as  ‘‘mild  hvpertrophic 
changes  in  lower  cervical  vertebrae.  Pelvis  and 
hip  joints  showed  moderate  hvpertrophic  changes.” 
On  examination  Heberden’s  nodes  were  found.  The 
arms  could  be  raised  to  160  degrees,  and  there  was 
pain  in  both  legs  on  abduction  and  crepitus  under  the 
patella.  Procaine.  0.5  Gm.  three  times  a day,  was 
prescribed. 

September  5 — Condition  unchanged;  prescription 
same. 


October  8 — Range  of  motion  increased  in  all 
joints;  no  pain;  prescription  same. 

November  5 — “Feels  fine”;  placebo  prescribed. 

November  19 — Pain  returned  after  four  days; 
procaine.  0.5  Gm.  three  times  a day,  prescribed. 

December  3 — Still  has  some  pain;  procaine.  1 
Gm.  three  times  a day.  prescribed. 

December  10 — Pain  and  stiffness  much  less:  pre- 
scription same. 

December  17 — No  complaints;  procaine  reduced 
to  0.5  Gm.  three  times  a day. 

December  31 — No  complaints;  prescription  same. 

January  7,  1953 — No  pain  or  spasm;  joints  move 
freely:  prescription  same. 

February  4 — No  complaints:  prescription  same; 
no  change  in  blood  or  urine  while  taking  medication. 

Summary  and  Conclusion 

We  believe  that  the  oral  use  of  procaine  is  of 
value  in  the  treatment  of  musculoskeletal  pain 
for  the  following  reasons: 

1.  It  will  alleviate  pain  and  muscular  spasm 
in  a large  percentage  of  cases. 

2.  It  is  readily  available  and  inexpensive. 

3.  It  is  not  toxic  or  habit-forming. 

4.  It  causes  no  blood  or  kidney  changes. 

Oral  procaine  hydrochloride  in  large  doses  will 

relieve  the  pain  of  musculoskeletal  conditions. 

We  wish  to  thank  the  New  York  Chapter  of  the  Arthritis 
and  Rheumatism  Foundation  for  its  help  in  founding  and 
maintaining  the  Arthritis  Clinic  of  Green  point  Hospital. 
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Addendum 

Since  this  paper  was  submitted  for  publica- 
tion. we  have  treated  19  additional  cases  of  de- 
generative arthritis  with  procaine.  Sixteen  of  the 
cases  showed  a prompt  and  marked  improvement : 
three  were  unchanged.  In  addition,  we  have  had 
an  opportunity  to  follow  some  of  the  earlier  cases 
for  a period  of  a year.  In  the  following.  Cases 
1 to  4 have  been  brought  up  to  date,  and  four 
more  cases  are  added. 

Case  1. — This  patient  has  not  received  any  medi- 
cation or  treatment  since  the  last  visit  on  December 
17.  1952.  She  occasionally  has  some  slight  pain  in 
her  hands  or  knees  which  is  relieved  by  one  or  two 
aspirins.  There  is  no  change  in  the  x-ray  or  physical 
findings. 
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Case  2. — Since  her  last  visit  on  February  1 1,  1953, 
we  saw  her  on  February  25,  March  1 1 , April  15,  May 
20,  and  August  19.  Although  she  is  past  seventy,  she 
does  all  her  shopping  and  housework.  She  has  oc- 
casional pain  and  stiffness  during  bad  weather  which 
is  relieved  by  procaine.  She  still  takes  procaine,  0.5 
Gm.  three  times  a day.  Since  the  beginning  of 
treatment,  she  has  taken  about  592  Gm.  of  procaine 
without  any  evidence  of  toxicity.  Her  joints  move 
freely.  Subjectively  she  feels  about  75  per  cent 
better  than  when  she  first  started  treatment. 

Case  3. — Since  her  last  visit  on  January  21,  1953, 
she  continued  coming  to  the  clinic  at  monthly  inter- 
vals until  July  1.  At  that  date  she  felt  about  75  per 
cent  better,  and  objectively  her  wrists  and  hands 
were  no  longer  swollen.  She  still  takes  from  1 to  3 
Gm.  of  procaine  daily.  Since  starting  treatment  she 
has  taken  about  540  Gm.  of  procaine  without  ill 
effects. 

Case  4- — Since  her  last  visit,  on  February  4,  1953, 
we  saw  her  on  March  4,  April  8,  May  13,  and  July  8. 
In  spite  of  extensive  degenerative  arthritis  and  dia- 
betes she  is  comfortable  on  0.5  Gm.  procaine  three 
times  a day.  In  the  past  year  she  has  taken  about 
547  Gm.  procaine  without  any  bad  effects.  She  does 
her  shopping  and  housework  and  gets  around  with- 
out difficulty.  She  feels  about  75  per  cent  better 
than  when  she  started.  Objectively  she  is  about 
75  per  cent  improved. 

Case  5. — P.  N.,  fifty- two-year-old,  white  female, 
was  first  seen  on  September  3,  1952,  wit  h complaints 
of  pain  in  right  hip  and  knee  of  five  years  duration. 
Physical  examination  showed  that  patient  walked 
with  a limp.  The  right  leg  was  y2  inch  shorter  than 
the  left,  and  the  right  knee  was  '/2  inch  larger  than 
the  left.  There  was  impaired  flexion  in  the  right 
hip,  and  the  range  of  motion  was  decreased  in  all 
directions.  Motion  of  the  hip  or  knee  was  painful. 
X-rays  showed  typical  hypertrophic  changes. 

The  patient  was  seen  at  monthly  intervals  until 
July  1,  1953.  During  this  time  she  took  0.5  to  1 
Gm.  of  procaine  three  times  a day.  In  all  she  took 
about  636  Gm.  without  any  toxic  effects.  She  gets 
around  without  difficulty  and  feels  that  she  is  about 


75  per  cent  better.  Ilip  motion  is  improved  and  at 
times  painless. 

Case  6. — C.  It.,  white  female,  age  forty-three, 
was  seen  on  September  17,  1952,  with  pain  and 
swelling  of  both  wrists,  hands,  fingers,  shoulders, 
and  left  knee  of  fifteen  years  duration.  There  was 
deformity  and  swelling  of  the  left  wrist;  Heberden’s 
nodes  were  present,  and  she  had  difficulty  closing 
her  hands.  X-rays  showed  hypertrophic  changes 
in  the  above  areas.  She  was  given  procaine,  0.5 
Gm.  three  times  a day.  After  one  week  she  felt 
better.  She  was  seen  once  a month  until  August  12, 
1953.  She  now  takes  procaine,  0.25  Gm.  three  times 
a day,  and  is  able  to  work  in  a laundry.  She  says 
she  feels  about  90  per  cent  better.  She  has  taken  a 
total  of  547  Gm.  of  procaine  without  any  bad  effects. 

Case  7. — -II.  F.,  fifty-five-year-old  female,  was 
first  seen  on  December  31,  1952,  with  pain  in  both 
hands  and  shoulders  and  in  the  right  leg  and  knee  of 
three  and  one-half  years  duration.  Heberden’s 
nodes  were  present.  X-rays  showed  hypertrophic 
changes  at  the  interphalangeal  joints  of  the  hands 
and  in  the  cervical  and  lower  dorsal  spine.  She 
was  given  procaine,  0.5  Gm.  three  times  a day,  and 
was  seen  at  monthly  intervals  until  August  12,  1953. 
After  two  weeks  the  pain  decreased,  and  joint  mo- 
tion improved.  She  has  taken  360  Gm.  of  procaine 
without  ill  effect.  She  now  feels  about  80  per  cent 
better. 

Case  8. — F.  S.,  age  seventy,  seen  on  August  18, 
1952,  complained  of  pain  and  stiffness  in  right  shoul- 
der and  both  hands  of  one  year  duration.  Motion  of 
right  shoulder  was  limited  in  all  directions.  The 
hands  had  deformities  that  were  typical  of  degenera- 
tive arthritis;  Heberden’s  nodes  were  present.  X- 
rays  of  hands  and  shoulder  showed  hypertrophic 
changes.  She  was  given  procaine,  0.5  Gm.  three 
times  a day,  and  after  four  days  the  pain  and  stiff- 
ness were  much  less.  She  has  been  seen  at  monthly 
intervals  until  August  12,  1953.  Occasionally  she 
has  some  slight  pain,  but  she  can  do  all  her  house- 
work and  shopping.  She  feels  about  75  per  cent 
better.  She  has  taken  492  Gm.  of  procaine  without 
ill  effects. 


CAN  YOU  QUALIFY 

The  switchboard  in  the  Medical  Society  has  re- 
ceived requests  for  specialists  of  various  classifi- 
cations not  listed  in  the  American  Directory  of 
Medical  Specialists.  Anyone  wishing  to  have  pa- 
tients referred  to  him  when  requests  for  any  of 
these  “specialists”  are  received,  kindly  notify  the 
office  staff: 

Localist,  Jennycolologist,  Anthropologist,  Deotol- 
ogist, Post-nozzie  drip,  Kinecologist,  Pro-Psycholo- 


gist, Endocrineman,  Ubtrician,  General  Prackshu- 
neer,  Naturopath,  Jeanealogist,  Pediatricius,  Optri- 
cian,  Ureologist,  Dignotician,  Sexologist,  Obstrea- 
trician,  Gentle  Urologist,  Jeanechologist,  Goneolo- 
gist.,  Physiatric  Board,  Consulate  (Diplomate), 
Nervous  Doctor,  Someone  with  good  nutritional 
background,  Someone  with  access  to  Gamman 
Globsulum,  Globular  Globsulum. — Bulletin,  Medi- 
cal Society  of  the  County  of  Queens,  October,  1953 
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(VITAMIN  E)  AND  CAROTENOID  LEVELS 
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OX  THE  basis  of  the  reports  of  Kay  and  co- 
workers1-4  regarding  the  efficacy  of  alpha- 
tocopheryl  phosphate  and  calcium  in  the  manage- 
ment of  postoperative  thrombic  phenomena  it 
seemed  advisable  to  study  the  influence  of  sur- 
gery on  serum  tocopherol  levels.  While  many 
studies  have  been  made  of  the  effect  of  surgery 
on  serum  ascorbic  acid  levels,5  * no  data  have  been 
reported  to  date  on  serum  tocopherol  values. 
Recently  Fairlie  ct  oh,7  reporting  on  the  metabolic 
effects  of  anesthesia  in  man.  have  demonstrated 
postoperatively  altered  liver  function  which  they 
regard  as  the  organism's  total  reaction  to  stress 
rather  than  toxicity  secondary  to  the  anesthetic 
agent.  What  relationship  this  metabolic  altera- 
tion may  have  to  the  blood  concentration  of 
various  nutrients  is  worthy  of  further  investi- 
gative work. 

This  report  deals  with  322  observations  of 
serum  tocopherols  and  331  observations  of  serum 
carotenoids  in  a group  of  62  surgical  patients 
undergoing  a variety  of  operative  technics  and 
subjected  to  various  types  of  anesthesia.  Pre- 
operative  blood  samples  were  obtained  on  all 
patients,  and  an  effort  was  made  to  secure  addi- 
tional specimens  on  each  of  the  first  five  postoper- 
ative days.  The  data  have  been  organized  ac- 
cording to  type  of  anesthesia  and  have  been  statis- 
tically  treated  within  each  specified  group.  Xo 
effort  was  made  to  correlate  these  data  statis- 
tically with  prothrombin  levels  or  antithrombin 
titers  since  the  variability  of  the  serum  tocoph- 
erol method  was  much  less  than  that  present  in 
the  other  analytic  methods. 

The  results  will  be  discussed  with  respect  to 
possible  metabolic  need,  postoperative  fluid  ex- 
change, anesthesia,  and  relationship  to  possible 
thrombus  formation. 


Materials  and  Methods 

The  patients  represented  admissions  to  the 
private  floors  of  Strong  Memorial  Hospital  and 
division  cases  admitted  to  the  Rochester  Munici- 
pal Hospital.  The  operators  were  attending 
'taff  as  well  as  resident  staff  surgeons.  The  dis- 
tribution of  cases  with  respect  to  anesthesia, 
average  age.  average  operating  time,  classifica- 
tion. and  operative  procedure  is  shown  in  Table  I. 

Serum  tocopherol  values  and  serum  carotenoid 
values  were  determined  in  duplicate  by  the  micro- 
chemical method  of  Quaife,  Scrimshaw,  and 
Lowry-  on  preoperative  and  postoperative  fasting 
blood  samples.  The  precision  of  this  method  is 
such  that  duplicate  sa  mples  agree  within  3 per 
cent.  Xo  effort  was  made  to  evaluate  the  data 
with  respect  to  sex.  although  the  sex  distribution 
is  indicated  in  Table  I. 

Results 

The  average  preoperative  levels  of  serum  to- 
copherol for  each  group  were  found  to  be  in  agree- 
ment with  the  values  reported  by  Dai  by  el  al.9 
for  healthy  adults.  These  data  as  well  as  the 
postoperative  serum  values  are  summarized  in 
Table  II.  By  student's  t test  for  statistically 
significant  difference'  it  is  apparent  that  only 
group  II,  given  nitrous  oxide,  oxygen,  and  ether 
anesthesia  for  a mean  operating  time  of  two 
hundred  and  thirty-nine  minutes,  evidenced  a 
true  postoperative  fall  in  serum  tocopherol  level. 
Lowered  levels  of  serum  tocopherol  were  ap- 
parent for  the  first  three  postoperative  days  with 
a return  to  normal  by  the  fourth  postoperative 
day.  Group  III.  given  nitrous  oxide  and  oxygen 
anesthesia,  is  characterized  by  low  average  post- 
operative serum  tocopherol  levels,  but  the  data 
are  not  significant  when  tested  statistically. 


TABLE  I. — Classification  of  Subjects  According  to  Anesthesia.  Avekage  Age.  Opebatixg  Time.  See  Status,  and 

Ttpe  of  Opebatite  Procedure 


Onerating  Genera! 

Age**  Time**  Sex Cases Thor-  Abdom-  Ortho-  Genito- 


Group 

Anesthesia 

(Years) 

yMinutes) 

Male 

Female  Private 

Staff 

Total 

Xeuro- 

mac 

inal 

pedie 

urinary 

i 

GOE* 

54 

107 

8 

8 

13 

3 

16 

0 

0 

14 

1 

i 

n 

GOE 

53 

239 

13 

7 

13 

7 

20 

2 

2 

10 

0 

6 

hi 

GOt 

53 

106 

7 

o 

7 

2 

9 

3 

0 

3 

2 

1 

IV 

Spinal  and  local 

60 

90 

n 

6 

ii 

6 

17 

5 

0 

7 

2 

3 

Total 

39 

23 

44 

18 

62 

10 

2 

34 

o 

11 

* GOE:  nitrous  oxide,  oxygen.  And  ether. 
+ GO:  nitrous  oxide  and  oxygen. 

**  Mean  values  for  group. 
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TABLE  II. — Prf.-  and  Postoperative  Serum  Tocopherol  Levels  (Milligrams  Per  Cent) 


Type  of  Operating 
Anes-  Time 

(Troup  thesia  (Minutes) 

Age 

(Years) 

Preoperative 

ys  Postoperati 
3 

1 

2 

4 

5 

i 

GOE 

107 

54 

1.43  ± 0.42* 

1.33  zb  0 36 

1 . .30  zb  0 . 29 

1 .28  ± 0 28 

1.25  ± 0 26 

1.33  zb  0.22 

X = 14t 

X = 13 

X = 14 

X = 16 

X = 16 

X = 10 

n 

GOE 

239 

53 

1.33  zb  0.38 

1 03  zb  0 24 

1 . 02  zb  0 24 

1.05  ± 0.27 

1 12  zb  0 29 

1 14  zb  0.28 

X = 18 

X = 20 

X = 18 

X = 17 

Ar  = 17 

X = 14 

t = 2.73 

t = 2 77 

l = 2.37 

t = 1.84 

P = 0.01 

P = <0  01 

P = 0 02 

hi 

GO 

100 

53 

1.48  ± 0.49 

1 09  ± 0.32 

1 . 02  zb  0 27 

1.03  ± 0 30 

1 06  zb  0 30 

1 . 10  ± 0.36 

X = 8 

X = 7 

X = 8 

X = 9 

X = 9 

X = 9 

1 = 2.04 

P = 0 06 

IV 

Spinal 

90 

60 

1.16  ± 0.35 

1.08  zb  0.42 

1. 12  zb  0.44 

1.16  ± 0 41 

1.14  zb  0.29 

1.04  ±0.27 

and  local 

A'  = 13 

X = 15 

iV  = 1.5 

X = 15 

X = 12 

,V  = 9 

* Mean  value  zb  standard  deviation. 

t Key  to  abbreviations: 

.V 

= Number  of  observations 

< 

= Student’s  t value 

p 

= Probability  of  significant  difference 

TABLE  III.— 

-Pre-  and  Postoperative  Sercm  Carotenoid  Levels  (Microghams  Per  Cent) 

Type  of 

Operating 

Group 

thesia 

(Minutes) 

(Years) 

Preoperative 

1 

2 

3 

4 

5 

i 

GOE 

107 

54 

142  zb  77* 

136  ± 70 

124  ± 62 

117  zb  61 

118  zb  56 

135  ± 46 

X = 15 

X = 13 

X = 15 

AT  = 16 

X = 16 

.V  = 10 

ii 

GOE 

239 

53 

120  ± 54 

94  zb  39 

96  ± 40 

91  zb  45 

103  =b  45 

93  zb  45 

■V  = 19 

X = 20 

X = 19 

.V  = 18 

-V  = 17 

X = 14 

1 = 1.69 

hi 

GO 

106 

53 

135  zb  37 

97  ± 32 

93  ± 30 

96  zb  27 

91  zb  35 

99  zb  28 

.V  = 8 

X = 8 

X = 9 

X = 9 

X = 9 

X = 9 

t = 1.93 

1 = 2 25 

t = 2.12 

t = 2.21 

P = 0 07 

P = 0 04 

P = 0,05 

P = 0.04 

IV 

Spinal 

90 

GO 

103  zb  46 

102  zb  57 

101  zb  55 

110  ± 48 

109  zb  29 

94  zb  36 

and  local 

AT  = 13 

N =15 

X = 15 

X = 15 

X = 12 

X = 11 

* Mean  value  rfc  standard  deviation. 


Groups  I and  IV  evidenced  only  slight  varia- 
tions in  serum  tocopherol  levels  postoperatively. 

The  data  for  serum  carotenoids,  summarized 
in  Table  III,  are  in  agreement  with  those  re- 
ported by  Moore  and  Leitner10  for  a group  of  hos- 
pitalized cases.  Unlike  the  situation  encountered 
with  serum  tocopherol  values,  the  serum  caro- 
tenoids were  observed  to  be  decreased  only  in 
group  III,  i.e.,  those  given  nitrous  oxide  and 
oxygen  anesthesia.  Student’s  t test  for  statis- 
tically significant  differences  is  influenced  by  the 
relatively  high  preoperative  serum  carotenoid 
value  obtained  for  this  group.  The  order  of 
magnitude  of  the  probability  factor  borders  on 
5 per  cent,  which  is  the  upper  limit  of  accepta- 
bility in  biologic  testing;  hence  one  may  ques- 
tion whether  this  apparent  postoperative  reduc- 
tion in  serum  carotenoids  would  be  manifest  in 
a larger  population  of  cases. 

Comment 

Although  the  underlying  mechanism  explain- 
ing the  metabolic  need  of  man  for  alpha-to- 
copherol (vitamin  E)  is  as  yet  unknown,  certain 
facts  have  become  apparent  in  the  past  few  years. 
From  analytic  studies  of  human  tissues  by 
Quaife  and  Dju,11  the  ability  of  the  human  body 
to  store  gram  quantities  of  vitamin  E is  evident. 
The  main  organ  of  storage  is  adipose  tissue,  and 
one  would  regard  the  capacity  of  the  body  to 
mobilize  tocopherol  as  exceedingly  good.  Why 


then  should  the  serum  level  of  tocopherol  de- 
crease following  prolonged  surgery  under  nitrous 
oxide,  oxygen,  and  ether  anesthesia? 

Ascorbic  acid  (vitamin  C)  has  been  demon- 
strated to  be  essential  for  adequate  wound  heal- 
ing1'2; hence  a decrease  in  serum  ascorbic  acid 
value  postoperatively  is  readily  explained.  The 
adaptation  syndrome  of  Selye  also  involves  an 
expenditure  of  ascorbic  acid,  thereby  offering 
another  plausible  reason  for  lowered  serum  levels 
in  the  postoperative  period. 

While  vitamin  E has  been  shown  to  be  of  value 
in  preventing  certain  types  of  experimental  mus- 
cular dystrophy  and  in  the  maintenance  of  vas- 
cular integrity  in  many  mammalian  and  avian 
species,13  its  need  for  actual  tissue  repair  has 
never  been  demonstrated. 

In  a recent  investigation  of  the  role  of  tocoph- 
erol in  conditions  of  stress  in  the  experimental 
animal,  Quaife14  did  not  observe  any  alteration  in 
serum  tocopherol  or  adrenal  gland  tocopherol 
content.  Thus,  unlike  ascorbic  acid  tocopherol 
has  not  been  demonstrated  to  be  involved  in  the 
repair  process  or  the  generalized  stress  response. 

The  management  of  the  postoperative  patient 
in  terms  of  fluid  balance,  blood  transfusions,  and 
altered  oral  nutrition  is  not  a major  factor  in  the 
maintenance  of  adequate  postoperative  serum 
tocopherol  levels.  Most  blood  bank  samples 
have  a normal  complement  of  vitamin  E,  and 
the  dilution  effect  of  intravenous  fluids,  which 
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according  to  Ariel15  are  distributed  chiefly  extra- 
celiularly  during  the  postoperative  phase  without 
allowance  for  the  mobilization  of  tocopherol  from 
storage  depots,  can  be  shown  to  be  negligible. 
Unpublished  observations  from  this  laboratory 
have  indicated  that  diets  low  in  tocopherol  or 
fasting  states  sustained  for  three  days  in  normal 
subjects  are  not  characterized  by  lowered  serum 
tocopherol  levels. 

According  to  a recent  publication  of  Cohn 
et  al.is  the  lipid  components  of  serum  are  almost 
exclusively  protein  bound.  Ariel15  has  demon- 
strated a shift  of  19  per  cent  of  the  total  preopera- 
tive circulating  proteins  into  the  tissues  during 
surgery.  While  it  must  be  acknowledged  that 
the  high  molecular  weight  proteins  which  com- 
monly bind  lipids  may  not  be  involved  in  this 
internal  rearrangement  of  proteins,  the  possi- 
bility of  active  loss  of  tocopherol  from  the  serum 
by  this  mechanism  must  be  entertained. 

As  indicated  by  Adriani.1'  the  effect  of  various 
anesthetic  agents  on  blood  lipids  has  been  a sub- 
ject of  great  controversy.  What  relationship 
the  interaction  of  ether  on  the  lipid  substances  of 
blood  bears  to  the  observed  lowered  serum  tocoph- 
erols  of  group  II  remains  to  be  determined. 
The  extensive  study  of  serum  lipids  by  Boydls 
covered  only  the  first  twenty-seven  hours  follow- 
ing the  onset  of  anesthesia  with  nitrous  oxide, 
oxygen,  and  ether.  A hypolipemia  was  observed 
within  eight  to  ten  hours  of  the  postanesthetic 
period  followed  by  a lipemia  approximately 
twenty-four  hours  after  anesthesia.  These  transi- 
tory changes  probably  bear  little  or  no  relation- 
ship to  the  changes  noted  as  late  as  the  third 
postoperative  day.  Comparison  of  groups  I 
and  III  gives  no  indication  of  a specific  ether 
effect  in  causing  a lowering  of  serum  tocopherols; 
thus  the  response  noted  in  group  II  might  be 
better  viewed  in  broad  perspective,  possibly  in 
terms  of  the  concepts  advanced  by  Fairlie  et  al.7 
It  is  of  interest  to  note  in  the  study  of  Fairlie  et  al. 
that  the  ratio  of  cholesterol  esters  to  total  choles- 
terol showed  no  differences  between  anesthetic 
groups  or  any  postoperative  trends. 

The  fact  that  the  serum  carotenoids  (provi- 
tamin A),  which  are  classified  as  substances  with 
lipid-like  properties,  fail  to  show  a postoperative 
fall  in  concentration  in  groups  I and  II  adds  some 
support  to  the  argument  that  the  postoperative 
decrease  in  -erum  tocopherol,  noted  in  group  II. 
is  unrelated  to  the  affinity  ether  possesses  for 
lipids  in  general. 

The  decrease  in  serum  carotenoids  occurring 
at  postoperative  days  two.  three,  and  four  in 
those  case-  given  nitrous  oxide  and  oxygen  anes- 
thesia favors  a nonether  effect.  Tins  decrease 
was  a borderline  response  and  may  not  be  evi- 
dent in  a larger  sample. 


The  relationship  of  alpha-tocopherol  and  cal-j 
cium  to  antithrombin  levels  has  been  recently 
reviewed  by  Kay.1  The  antithrombic  activity 
of  the  alpha  globulin  thrombin  inhibitor  is  de- 
pendent. according  to  Kay,  on  the  presence  of  a 
tocopherol  structure  in  this  substance.  Inner- 
field  and  coworkers1950  have  described  markedly 
elevated  antithrombin  levels  in  cases  of  acute 
pancreatitis  and  cystic  fibrosis  of  the  pancreas 
in  the  stage  of  interstitial  pancreatitis.  Without 
reference  to  the  stages  of  cystic  fibrosis  of  the 
pancreas.  Filer  et  al.*1  have  reported  low  serum 
tocopherol  levels  and  an  impaired  absorption 
of  tocopherol.  The  need  for  further  experiments 
testing  the  interrelationships  of  alpha-tocopheryl, 
antithrombin  titers,  and  thrombus  formation  is 
evident. 

Kay1  has  advocated  the  prophylactic  postop- 
erative use  of  alpha-tocopheryl  esters  to  reduce 
the  incidence  of  phlebothrombosis  and  pulmonary 
emboli.  Such  a use  of  tocopherol  may  prevent 
the  postoperative  fall  in  serum  levels  reported  in 
this  publication. 


Summary 

1.  Serum  tocopherols  were  significantly  low- 
ered for  three  days  postoperatively  in  a group  of 
20  surgical  cases  given  nitrous  oxide,  oxygen,  and 
ether  anesthesia  for  a mean  operating  time  of 
four  hours  (group  II). 

2.  Nitrous  oxide,  oxygen,  and  ether  anesthesia 
or  nitrous  oxide  and  oxygen  anesthesia  for  operat- 
ing times  of  one  hundred  six  to  one  hundred 
seven  minutes  were  without  effect  on  serum 
tocopherols. 

3.  A small  group  of  patients  ghen  local  or 
spinal  anesthesia  did  not  manifest  lowered  serum 
tocopherol  values. 

4.  Serum  carotenoids,  determined  simul- 
taneously on  all  patients,  were  found  to  be  al- 
tered in  the  group  given  nitrous  oxide  and  oxygen 
anesthesia. 

5.  Several  factors  which  may  account  for  the 
lowered  postoperative  serum  tocopherol  values 
in  group  II  were  discussed. 
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BALLISTOCARDIOGRAPHY  IN  THEORY  AND  PRACTICE 

Nahum  J.  Winer,  M.D.,  andj.  J.  Zarriello,  M.D.,  New  York  City 
{Prom  the  Medical  Service  and  Cardiovascular  Clinic  of  the  Lenox  Hill  Hospital) 


Ballistocardiography  is  the  graphic 

recording  of  the  motion  that  is  imparted  to 
the  body  by  the  beat  of  the  heart.  Its  impor- 
tance as  a method  of  cardiac  evaluation  has  grown 
rapidly  with  the  advent  of  more  practicable  modi- 
fications. Subjectively,  one  can  very  simply 
demonstrate  this  phenomenon  by  sensing  the 
movement  of  the  head  when  upon  retiring  the 
hand  is  placed  between  the  head  and  the  pillow. 
Objectively,  it  can  be  demonstrated  by  noting 
the  visual  movement  of  a bed  that  contains  a 
patient  who  has  marked  aortic  insufficiency. 
Attempts  to  record  such  movements  graphically 
have  made  history  for  almost  a century.1-2  It 
is  during  the  past  one  and  a half  decades,  how- 
ever, with  the  introduction  of  the  Starr  ballisto- 
eardiograph3-5  that  greater  strides  in  this  field 
of  study  have  been  made. 

Apparatus 

Simply,  the  Starr  apparatus  or  table  charac- 
terized as  a high-frequency,  undamped  mecha- 
nism is  a board,  mounted  on  springs,  which  vibrates 
in  a head-to-foot  direction  and  whose  movements 
are  recorded  by  a proportionately  moving  light 
beam.  To  remove  the  error  of  the  table’s  own 
frequency,  Nickerson  and  Curtis6  constructed  a 
critically  damped,  low-frequency  table  so  that 
whatever  vibrations  may  be  recorded  are  essen- 
tially those  induced  by  the  movement  of  the 
patient’s  body.  A criticism  of  this  second  in- 
strument is  the  excessive  effect  of  respiration. 
This  requires  suspended  respiration  which,  in 

This  project  was  aided  by  a grant  in  memory  of  the  late 
Dr.  Herman  B.  Baruch. 


turn,  may  introduce  the  error  of  Valsalva  and 
Mueller  effects  as  well  as  the  possible  suppression 
of  the  diastolic  waves.  A third  instrument,  using 
an  electric  strain  gauge,  places  the  patient  on  a 
platform  in  a vertical  position.7  A general  crit- 
icism of  all  of  these  instruments  is  their  imprac- 
ticability for  widespread  clinical  use. 

More  recent  attempts  have  been  directed  at 
recording  movements  of  the  body  directly.  The 
sphygmographic  method6-8,9  records  the  move- 
ments directly  from  the  vertex  of  the  patient’s 
head,  while  the  piezo-electric  method10  uses  the 
electrical  properties  of  glennite  crystals.  Two 
other  methods  devised  by  Dock  and  Taubman9 
have  grown  in  popularity  because  of  their  easy 
applicability.  One  is  based  upon  the  photoelec- 
tric principle,  the  other  upon  the  electromagnetic 
principle.  In  the  former  method,  as  the  patient 
lies  recumbent  upon  a hard,  fixed  surface,  a bar 
is  placed  across  the  shin  bones.  This  bar  di- 
rects a beam  of  light  laterally  onto  a photoelec- 
tric cell  which  is  connected  with  an  electrocardio- 
graph. The  voltage  induced  is  proportional  to 
the  amount  of  light  striking  the  photoelectric- 
cell.  In  the  second  method  a comparable  bar 
containing  a coil  of  wire  is  placed  across  the  shin 
bones  in  such  relation  to  a fixed  magnet  that  the 
movement  of  the  body  and  the  bar  upon  it  en- 
ables the  two  to  pass  one  another  and  thereby 
induce  voltage. 

Elements  of  Body  Motion 

Without  becoming  too  theoretic  the  presen- 
tation of  certain  basic  concepts  would  help  to 
clarify  what  one  is  aiming  to  measure.  Basi- 
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cally,  body  motion  may  be  represented  by  a vector 
quantity  that  has  direction  and  magnitude. 

Direction. — Body  movement  is  generally 
thought  of  in  terms  of  longitudinal  or  head-to- 
foot  direction.  Actually,  with  the  heart  fixed 
at  its  base  the  direction  of  force  and.  therefore, 
the  direction  in  body  motion  is  forever  changing 
during  the  cardiac  cycle  of  systole  and  diastole. 
It  follows  that  the  determination  of  other  direc- 
tions of  force,  e.g..  the  lateral  and  dorsoventral. 
may  be  significant.  Such  two-  and  three-di- 
mensional studies  have  been  performed  by  both 
the  table8’11,12  and  the  direct13  methods.  For 
all  practical  purposes,  certainly  in  the  younger 
subject,  the  determination  of  the  longitudinal  axis 
alone  is  more  than  adequate  since  even  vector 
ballistocardiography11  establishes  the  three-di- 
mensional axis  close  enough  to  the  longitudinal 
axis  to  make  it  valid.  In  older  subjects,  how- 
ever, particularly  in  borderline  abnormal  cases 
or  for  special  studies,13  it  may  be  important  to 
establish  forces  in  the  lateral  and  dorsoventral 
directions  as  well. 

Magnitude. — Motion  in  whatever  direction  is 
made  up  of  three  elements:  displacement,  or 
the  distance  covered  by  the  body;  velocity,  or 
the  speed  with  which  the  body  covers  that  dis- 
tance; and  acceleration,  or  the  rate  of  change 
of  speed  with  which  the  body  achieves  that  ve- 
locity. These  are  all  related  mathematically  in 
that  velocity  can  be  expressed  as  a derivative  of 
displacement  and  acceleration  as  a derivative 
of  velocity. 

In  the  photoelectric  method  the  amount  of 
voltage  induced  is  proportional  to  the  amount  of 
light  striking  the  photoelectric  cell;  this,  in 
turn,  is  proportional  to  the  extent  of  body  dis- 
placement. This  latter  factor  remains  constant 
regardless  of  the  speed  with  which  the  body  covers 
that  distance.  In  the  electromagnetic  method 
the  amount  of  voltage  induced  is  proportional  to 
the  velocity  with  which  the  magnet  and  coil  pass 
one  another  or  the  rate  of  change  of  flux,  regard- 
less of  the  fact  that  the  distance  covered  may  al- 
ways remain  the  same.  ith  the  latter  mech- 
anism it  is  further  possible  to  approximate  ac- 
celeration by  the  introduction  of  a differentiating 
type  of  network  and  to  approximate  displace- 
ment by  the  introduction  of  an  integrating  type 
of  network.  Such  further  analysis  for  practical 
purposes  is  still  in  the  phase  of  technical  develop- 
ment. These  three  elements  must  differ  in  re- 
lation to  time  since  at  the  peak  of  the  displace- 
ment curve,  the  velocity  curve  is  zero,  while  the 
acceleration  curve  is  zero  at  the  peak  of  the  ve- 
locity curve.  By  concurrent  photoelectric  and 
electromagnetic  methods  it  has  been  shown  that 
the  displacement  curve  may  reach  its  peak  any- 
where up  to  0.06  second  behind  that  of  the  veloc- 


ity curve,  although  the  two  can  be  made  syn- 
chronous with  the  introduction  of  the  proper 
filter.9  Experience  will  prove  which  of  these  two 
methods  is  more  valid  for  clinical  application.* 

The  Ballistocardiogram 

The  ballistocardiogram  is  a graphic  recording 
of  body  movements  due  to  forces  escaping  neu- 
tralization within  it.  These  body  movements  are 
arbitrarily  designated  as  HIJKLMXO,  etc., 
waves.  For  purposes  of  simplification  the  H 
wave  will  lie  omitted  for  the  moment.  The  suc- 
ceeding waves,  which  are  primarily  due  to  ventric- 
ular contraction,  will  be  presented  first. 

As  the  ventricle  contracts,  blood  is  ejected  into 
the  aorta  and  pulmonary  artery  with  a force  that 
is  directed  headward.  The  ballistic  recoil  of  the 
body,  accentuated  by  the  direct  impact  of  the 
transmitted  impulse,  is  footward.  This  records 
the  first  downward  or  I wave. 

As  the  blood  is  decelerated  in  rounding  the 
aortic  or  pulmonic  arches  or  meets  with  the  resist- 
ance of  the  narrowed  cranial  arteries,  the  force 
is  reverted  footward  so  that  the  body  recoil,  which 
is  accentuated  by  the  direct  impact  of  the  trans- 
mitted impulse,  is  directed  headward  and  records 
the  upward  J wave. 

As  the  blood  passes  down  the  thoracic  and 
abdominal  aorta  and  is  again  decelerated  by  the 
narrowed  jteripheral  arteries,  the  force  is  again 
reverted  in  a headward  direction  so  that  the  bal- 
listic recoil,  accentuated  by  the  direct  impact 
of  the  transmitted  impulse,  is  directed  footward 
and  records  the  downward  K wave. 

There  has  been  some  speculation  as  to  whether 
the  K wave  might  not  be  a rebound  to  a tall  J 
wave,  but  evidence  confirms  its  intrinsic  qual- 
ity.814 Similarly,  the  succeeding  waves.  LMXO. 
etc.,  have  also  been  speculated  upon  as  to  whether 
they  are  afteroscillations  or  force  effects.8, 14,13  but 
again  the  predominant  belief  is  that  the  latter 
applies.8,13,16 

The  contraction  of  the  auricle  may  similarly 
play  a role  in  the  production  of  certain  deflec- 
tions. namely,  the  H wave  and  a possibly  earlier 
G wave.  The  upward  H wave  is  believed  to  be 
recorded  by  two  possible  forces.  The  first  of  these 
is  auricular  contraction  which  ejectsthebloodfoot- 
ward  and  produces  a headward  recoil16,17;  the  sec- 
ond is  the  lateral  apical  thrust  of  the  ventricle* 
during  the  isometric  contraction  phase  which 
has  a vertical  headward  component.  Both  of 
these  forces  record  an  upward  deflection. 

An  earlier,  footward  G wave  has  occasionally 
been  observed.17  This  wave  is  believed  to  be  due 
to  the  deceleration  of  the  blood  and  to  the  im- 

* Recently  a device  employing  a coupling  network  lias 
made  it  possible  to  record  displacement,  velocity,  and  accel- 
eration [Arbeit.  S.  R..  and  Lindner,  N'.:  Am.  Heart  J.  42:  o- 
(19.53)]. 
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pulse  wave  that  passes  from  the  auricle  into  the 
ventricle.  The  ventricle  directs  the  force  up- 
ward and  produces  thereby  a footward  body  re- 
coil. An  upward  deflection  that  follows  is  pos- 
sibly due  to  the  retrograde  flow  and  impulse  that 
is  traveling  back  in  the  great  caval  veins  and 
being  decelerated  by  the  caval  arches  as  well  as 
the  skull  itself.  This  latter  produces  a footward 
force  and  headward  body  recoil. 

The  Ballistocardiogram  as  an  Index  of 
Heart  Action 

Probably  the  first  apparent  characteristic  of 
the  ballistocardiogram  is  its  amplitude.  It  has 
already  been  noted  that  the  amplitude  is  propor- 
tional to  body  displacement  when  the  photo- 
electric technic  is  employed,  w'hile  it  is  propor- 
tional to  velocity  when  the  electromagnetic  tech- 
nic is  employed.  Both  of  these  are  directly  re- 
lated to  the  force  that  is  imparted  by  the  heart 
beat  to  the  body.  It  is  the  nature  and  measura- 
bility of  this  force  that  has  been  the  object  of 
prolonged  and  intensive  investigation. 

Initially  the  determination  of  the  volume  out- 
put was  thought  to  be  the  proper  measure  of  this 
force.  Starr3’4  attempted  to  calculate  this  vol- 
ume from  the  ballistic  deflection  by  measuring  the 
areas  under  I and  J,  while  Nickerson6  attempted 
to  do  the  same  with  the  slopes  of  I and  J.  Fac- 
tors were  required  in  both  methods.  The  very 
need  for  such  factors  and  the  possible  deviation 
of  volume  output  from  that  derived  by  the  direct 
Fick  method,  despite  certain  evidence  to  the 
contrary,18-21  raised  doubts  as  to  the  complete 
validity  of  volume  output  determination  as  a 
proper  index. 

Another  more  recent  approach,  that  of  the 
measure  of  the  maximal  force  of  the  heart  beat, 
has  been  the  subject  of  serious  consideration.  It 
is  evident  that  while  the  blood  is  being  ejected 
by  ventricular  contraction,  at  each  instant  of 
time  there  is  a change  in  the  acceleration  of  the 
ejection  and,  therefore,  the  amount  of  blood  ejec- 
ted at  the  instant.  Over  any  period  of  time  the 
volume  of  ejection  flow  follows  a curve.  This 
latter  is  known  as  the  systolic  ejection  curve.  In 
other  words,  the  greater  the  initial  force  applied 
by  the  heart  beat,  the  more  rapid  is  the  change  in 
acceleration  and  volume  output  and,  therefore, 
the  steeper  the  initial  slope  of  the  systolic  ejection 
curve.  The  measurement  of  these  forces  could 
represent  cardiac  strength.  Unfortunately  di- 
rect measurement  is  impossible,  and  deduction  of 
absolute  values  from  any  indirect  methods,  as 
Hamilton8  has  pointed  out,  must  cope  with  the 
problems  of  such  unknown  entities  as  heart  ro- 
tation, vessel  elasticity,  peripheral  resistance, 
body  motion,  and  the  limitations  of  the  measuring 
device  itself. 


Starr14  made  deductions  indirectly  from  stud- 
ies in  the  cadaver,  where  the  degree  of  applied 
force  could  be  controlled  and  the  resulting  bal- 
listic deflections  observed,  in  the  hope  of  better 
interpreting  the  ballistic  deflections  of  the  living- 
body.  If  the  force  applied  was  sharp  so  that  the 
acceleration  of  the  injection  into  the  great  ves- 
sels was  rapid  and  produced  the  aforementioned 
steep  systolic  ejection  curve,  the  resulting  ballis- 
tic deflections  were  normal  and  of  good  amplitude 
as  those  seen  in  the  young  healthy  adult.  If  the 
initial  force  applied  was  light  so  that  the  acceler- 
ation of  the  injection  was  slower  and  produced  a 
shallower  systolic  ejection  curve,  the  ballistic 
deflections  were  abnormal  and  of  lower  amplitude, 
resembling  the  ballistic  deflections  of  certain  ab- 
normal hearts. 

By  using  the  ballistic  deflections  of  the  cadaver 
as  a basis  for  calibration,  the  amplitudes  of  I and 
J waves  were  measured  in  a group  of  young, 
healthy  adults.  The  forces  of  cardiac  contraction 
were  accordingly  estimated  and  set  up  as  an  av- 
erage standard  of  100  per  cent.  The  forces  of 
all  other  subjects  could  then  be  evaluated  in  rel- 
ative terms  of  a percentage  of  this  average.  This 
has  definite  advantage  over  evaluation  in  terms  of 
volume  output  for  while  output  may  still  be  de- 
termined from  the  ballistocardiogram  by  triple 
integration,  an  error  at  any  point  may  be  as  much 
as  tripled  in  the  final  result,  particularly  as  ap- 
plied to  the  abnormal  heart.  On  the  other  hand, 
maximal  cardiac  force,  not  being  affected  by  ab- 
normal deflections,  remains  a valid  estimate  under 
all  conditions.  The  significance  of  this  force  may 
be  visualized  in  the  two  contrasting  curves,  oc- 
cupying the  same  area  and  representing  the  same 
volume  output.  Yet  the  one  may  set  out  with 
rapid  acceleration  and  a steep  upward  slope,  rep- 
resenting good  cardiac  force  as  seen  in  the  young- 
health  y adult;  the  other  may  set  out  with 
slower  acceleration  and  more  gradual  slope,  rep- 
resenting poorer  cardiac  force  as  seen  in  the  older 
individual.14,22  This  expression  of  cardiac  func- 
tion as  maximal  force  may  be  the  more  realistic 
approach  and  may  gain  the  support  of  further 
experience. 

The  Pulmonic  Buffer  in  Ballistic  Dynamics 

Normally,  there  is  slight  variation  in  ampli- 
tude between  the  inspiratory  and  expiratory 
phases.  The  increased  amplitude  with  inspira- 
tion is  due  to  a decrease  in  intrathoracic  pressure 
which  facilitates  a greater  venous  return  to  the 
right  ventricle  with  an  increased,  combined,  ven- 
tricular output,23,24  even  though  the  return  from 
the  lung  bed  to  the  left  ventricle  is  actually 
decreased.  The  reverse  is  true  during  expira- 
tion.25-28 The  minimizing  of  these  variations 
is  made  possible  by  the  presence  of  a pulmonic 
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pool  from  which  the  left  ventricle  can  draw  to 
furnish  an  adequate  circulation.  It  is  evident  that 
during  a prolonged  expiratory  phase,  such  as 
prolonged  sneezing,  coughing,  sighing,  etc.,  this 
pulmonic  pool  may  become  depleted  to  the  point 
of  syncope.  This  pool  is  similarly  taxed  in  pres- 
sure breathing. **  following  splanchnicectomy.'-* 
and  in  pulmonary  emphysema,  hypertension, 
and  angina.17-**  In  the  latter  the  coronary  spasm 
may  actually  represent  a compensatory  mecha- 
nism to  maintain  an  adequate  coronary  flow.25 
In  all  of  these  the  respiratory  variations  become 
accentuated.  It  is  credible  that  such  measures 
that  would  assist  in  the  return  of  blood  to  the 
right  heart  and  the  maintenance  of  a pulmonic 
pool,  such  as  the  abdominal  binder, 27 -2S  could 
counteract  this  tendency.  This  variation,  math- 
ematically expressed  as  a respiratory  variation 
index,  is  computed  from  the  difference  in  minute 
inspiratory  and  expiratory  volumes  from  the 
largest  and  smallest  beats  which,  if  corrected  for 
surface  area,  is  normally  less  than  450.* 

Ballistocardiographic  Correlation  with 
Other  Electrophysical  Dynamics  of  the 
Body 

The  correlation  of  the  ballistocardiogram  with 
other  cardiovascular  functions  emphasizes  these 
ballistic  deflections  in  time: 

Heart  Sounds. — The  peak  of  the  H wave  is 
synchronous  with  the  first  heart  sound.  The 
terminal  portion  of  the  JK  slope  is  synchronous 
with  the  second  heart  sound. 

Electrocardiogram. — The  ventricular  QB.''  ex- 
citation wave  just  precedes  the  H wave.  If  the 
PR  interval  is  prolonged  or  if  a presystolie  gallop 
is  present,  the  H wave  may  even  precede  the 
Q wave.”  In  an  instance  of  combined  sinus 
tachycardia,  prolonged  PR  interval,  and  systolic 
gallop,  the  Q wave  was  found  at  the  beginning  of 
the  L wave.**  The  H wave  averages  0.24  sec- 
ond from  the  P wave  or  0.15  second  after  mechan- 
ical auricular  systole.17 

Pxdse. — The  peak  of  the  carotid  pulse  just 
precedes  the  nadir  of  the  I wave,  while  the  radial 
pulse  is  synchronous  with  the  peak  of  J and  the 
femoral  pulse  with  KA 

Other  correlations,  such  as  those  with  the  elec- 
trokymogram  and  venous  pulse,  have  similarly 
been  established  but  for  practical  purposes  may 
be  omitted  here. 

Standard  Ballistic  Deflections  and  Their 
Aberrations 

With  the  realization  of  the  many  factors  that 
go  into  the  production  of  the  ballistic  deflections, 
as  mentioned  above,  and  while  there  may  nor- 
mally be  an  average  amplitude  and  configuration 
of  ballistic  pattern,  an  attempt  to  establish  a 


definite  standard  against  which  different  indi- 
viduals could  be  compared  and  evaluated 
would  not  appear  as  valid  as  setting  up  a standard 
for  one  individual  against  which  further  periodic 
evaluations  could  be  established  in  that  individ- 
ual. In  an  approximate  fashion,  however,  cer- 
tain generalizations  may  be  made.  With  proper 
standardization  the  H wave  averages  approxi- 
mately 0.5  cm. . IJ  averages  approximately  1.0  cm., 
HI  averages  approximately  less  than  one  half  of 
IJ,  and  JK  averages  approximately  0.2  cm.  more 
than  IJ.  It  is  recognized,  however,  that  IJ  may 
normally  van-  40  per  cent  from  the  maximal  in 
amplitude  during  respiration  and  that  reciprocal 
changes  in  the  heights  of  I and  J may  also  occur. 

The  abnormalities  of  these  waves  may  assume 
the  following  forms: 

1.  The  amplitude  of  the  H wave  may  be  in- 
creased to  equal  or  exceed  that  of  the  J wave  and 
produce  the  early  “M"  form  while,  conversely,  , 
its  absence  need  not  necessarily  be  abnormal  since 
with  increased  heart  rate  the  H wave  may  be  | 
merged  w ith  the  L wave,  beginning  in  presystole 
and  ending  in  early  systole.** 

2.  The  I wave  may  be  diminished  or  become 
poorly  defined. 

3.  The  J wave  may  be  of  normal  amplitude 
with  notching  or  splitting  (late  “M”  form)  or 
may  be  low  with  or  w ithout  notching. 

4.  There  may  be  a combination  of  all  of  these 
with  the  H wave  merging  into  an  I wave  that  may 
or  may  not  extend  down  to  the  isoelectric  line 
and  then  blend  into  a low  J wave. 

5.  The  K wave  may  be  deep  and  broad.  This 
may  become  particularly  striking  if  the  preceding 
J wave  is  low. 

6.  The  amplitude  of  the  L wave  may  be  equal  ; 
to  or  exceed  that  of  the  preceding  J wave. 

7.  All  deflections  may  produce  a completely! 
bizarre  pattern. 

Whether  there  may  be  any  significance  to  the 
shortening  of  the  time  intervals  between  the 
early  peaks  or  to  the  position  of  the  heart  in  de- 
termining the  variation  in  amplitude  of  the  deflec- 
tion may  be  subject  to  speculation.**  Actually,  f 
all  of  these  aforementioned  variations  have  been 
reproduced  by  Starr14  in  the  cadaver  where  theS 
-troke  volume  and  the  diastolic  pressure  could 
be  kept  constant  and  the  ventricular  contraction 
could  be  decreased. 


Characteristics  of  the  Ballistic  Deflections 

The  ballistics  deflections  may  be  characterized 
by  five  features:  (1)  regularity.  2)  definitive- 

ness. 3)  amplitude.  (4)  respiratory  variation,  and 
5)  constancy  of  HK  time.  The  first  three  of 
these  are  self-explanatory.  The  fourth  refers  to 
the  variation  in  amplitude  between  the  inspira- 
tory and  expiratory  phases.  The  fifth  represents 
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Fir,.  1.  (/t)  J.  B.,  age  twenty-four,  control.  (B)  R.  B.,  age  fifty,  grade  1,  routine.  (C)  R.  N., 

age  thirty-seven,  grade  2,  obese,  relaxed  abdomen;  ballistocardiogram  partially  improved  with  abdominal 
binder.  (D)  J.  C.,  age  fifty-five,  grade  3,  seven  months  postinfarction  and  angina  with  exertion;  this 
patient  died  three  months  later  with  coronary  thrombosis.  (E)  M.  S.,  age  seventy-four,  grade  4,  occasional 
brief  angina  even  at  rest. 


the  duration  of  the  cardiac  cycle  from  the  begin- 
ning of  mechanical  auricular  systole  to  the  moment 
that  the  blood  is  decelerated  by  the  narrowed 
peripheral  arteries,  and  while  it  may  vary  from 
individual  to  individual,  it  remains  constant  to 
0.01  second  in  the  same  individual.27  The  HK 
time  is  seen  to  vary  with  the  irregularity  and  in- 
definitiveness  of  the  deflections. 


On  the  basis  of  these  characteristics  Brown30 
has  established  the  following  classification  as  a 
measure  of  evaluation  of  the  degree  of  impair- 
ment of  myocardial  function: 

Grade  /.—Regularity  and  definitiveness  are 
preserved,  but  during  the  expiratory  phase  the 
complexes  vary  in  definitiveness  and  are  abnormal 
in  amplitude  (Fig.  IB). 
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Grade  2. — Half  or  more  of  the  complexes  are 
abnormal,  mainly  during  expiration.  During 
inspiration  the  amplitude  of  the  complexes  is 
decreased  (Fig.  1C). 

Grade  3. — Regularity  and  definitiveness  of  the 
complexes  vary  in  degree  both  in  inspiration  and 
expiration,  while  the  amplitude  of  all  complexes 
is  low  (Fig.  ID). 

Grade  J. — The  complexes  of  both  phases  are 
totally  abnormal,  being  of  low  amplitude  and  uni- 
dentifiable (Fig.  IE). 

Dock31  set  up  a classification  of  three  grades. 
Dock's  grade  1 combines  Brown’s  grades  1 and  2. 

Factors  Affecting  the  Ballistic  Deflections 

Anoxemia. — The  effects  of  controlled  oxygen 
saturation  on  the  ballistocardiogram,  using  an- 
oxemia as  an  agent  of  st  ress,  were  those  of  increased 
cardiac  output  and  stroke  volume  as  reflected  in 
the  increased  amplitude  of  IJ.  whether  applied 
to  the  normal  subject  or  one  with  coronary  artery 
disease.  The  form  of  the  ballistocardiogram  may 
show  deterioration,  however,  and  this  is  probably 
due  to  the  alteration  in  the  systolic  ejection 
velocity34  as  described  above  in  Starr’s  studies. 

Exercise. — In  the  normal  individual  exercise, 
as  standardized  by  the  two-step  test,33  increases 
the  amplitude  of  the  deflections  and  accelerates 
the  heart  rate,  but  the  essential  configuration  of 
the  bas;i  1 pattern  is  retained.  Should  such  ex- 
ercise impair  myocardial  function,  however,  de- 
terioration of  the  ballistic  pattern  may  follow 
whether  it  be  the  diminution  of  I alone  or  both 
I and  J,  or  of  all  deflections  with  or  without  the 
other  more  blatantly  abnormal  characteristics 
described  above.  Occasionally  exercise  may  ac- 
tually improve  the  abnormal  ballistic  deflections 
of  rest36,37  which  is  probably  due  to  the  improve- 
ment in  systolic  ejection. 

Synoking. — In  the  sensitive  individual  the  re- 
sponse may  Ire  variable.38  It  may  be  hyperki- 
netic with  widened  complexes  and  accelerated 
heart  rate,  probably  reflecting  an  increased  car- 
diac output.39  Smoking  may  also  produce  a 
diminished  amplitude  of  HIJ,  with  or  without 
deepening  of  K,  through  varying  degrees  of  de- 
terioration to  as  much  as  Grade  4. 

Drugs. — The  application  of  the  ballistocardio- 
gram to  the  study  of  the  effect  of  Amytal  in  reduc- 
ing the  blood  pressure  of  the  hypertensive19  in- 
dicates the  dominant  effect  of  a decreased  cardiac 
output  over  an  actually  increased  peripheral  ar- 
terial resistance.  Conversely,  the  restoration  of 
the  ballistic  pattern  in  the  hypertensive  upon  the 
administration  of  dihydroergocornine  emphasizes 
its  effect  upon  the  peripheral  vascular  mecha- 
nism.40 Amyl  nitrite,4  nitroglycerine.3"40,41  and 
adrenaline4  increase  the  amplitude  of  the  ballistic 
deflections.  Whether  nitroglycerine  effects  this 


alteration  because  of  increased  cardiac  output41 
or  increased  velocity43  is  subject  to  further  study. 

Hypertension. — In  the  absence  of  angina  the 
deflections  may  be  normal  during  the  intermittent 
phase  and  with  progressive  hypertension  show 
progressive  deepening  of  K conversely,  a shallow 
K with  hypotension)  and  lowering  of  HIJ  to  I 
a plateau,  particularly  in  expiration,  to  eventual 
maximal  abnormality.  The  change  in  ejection 
is  due  to  the  increasing  strain  on  the  myocardium 
in  working  against  an  increasing  peripheral  re- 
sistance.31 These  alterations  may  undergo  re- 
versal with  improvement  in  the  hvpertensive 
state.  The  possibility  of  such  alterations  with 
hypertension  must  necessarily  limit  the  diagnos- 
tic potential  of  the  ballistocardiogram.43 

Arteriosclerostic  Heart  Disease. — Depending  on 
the  degree  of  myocardial  fibrosis  and  subsequent 
impairment  of  myocardial  function  as  elaborated 
upon  above,  all  variations  in  abnormality  may  be 
observed,  even  at  rest.  Exercise  as  a form  of  j 
stress  may  further  accentuate  these  abnormalities  I 
where  they  are  less  striking. 

Angina. — Decreased  amplitude  and  respira- 
tory variation  are  the  common  features  of  an- 
ginaS7,38,3°  despite,  interestingly,  the  maintenance 
of  calculated  cardiac  output  and  stroke  volume. 
This  is  probably  an  attribute  of  the  efficiency  of  ! 
the  collateral  circulation.34  even  in  the  presence 
of  marked  arterial  obliteration  of  severe  arterio- 
sclerosis.44 

MisceUatuous. — Any  condition  that  will  in- 
crease the  cardiac  output  can  Ire  expected  to  in- 
crease the  amplitude  of  the  ballistic  deflections.  * ! 
They  are  numerous:  anemia,  hyperthyroidism, I 

beriberi,  auriculoventricular  aneurysm,  active  j 
Paget's  disease,  patent  ductus  arteriosus,  ar- 
teriosclerotic hypertension  with  widened  pulse  j 
pressure,  and  following  digitalization  for  heart  ' 
failure.  Conversely,  ballistic  amplitude  may  be  ( 
decreased  in  hypothyroidism,  neurocirculatory 
asthenia.4  constrictive  pericarditis,4,37,33  lasting 
distention  of  bile  ducts.18,45  and  heart  failure.45 
Other,  less  organic  reasons  are  food46  due  to  ! 
splanchnic  pooling  lasting  for  as  much  as  five  or  ' 
more  hours.18  extreme  cold.37  somatic  tremors, 
parkinsonism,  and  dyspnea.43 

Ballistocardiogram  versus  Electrocardio- 
gram as  an  Index  of  Heart  Disease 

It  has  been  emphasized  already  that  while  the 
electrocardiogram  records  the  sensitive  electric 
potentials  or  paths  of  electric  impulse  in  the  myo- 
cardium. the  ballistocardiogram  records  the  cru- 
der vibratory  effects  of  the  heart  beat.  It  is, 
therefore,  conceivable  that  the  electrocardiogram 
may  be  distinctly  abnormal,  yet  be  accompanied 
by  a completely  normal  ballistocardiogram  since 
even  a small  scar  interfering  with  the  conduction 
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of  a bundle  branch  will  produce  an  electrical  block 
but  will  in  no  way  interfere  with  the  mechanical 
heart  action.  Similarly,  and  perhaps  more  pro- 
foundly, following  convalescence  from  a severe 
infarction  or  trauma,  residual  electrocardiogra- 
phic changes  of  major  proportions  may  persist 
while  concurrently  distorted  ballistocardiographic 
patterns  may  be  completely  restored.43,47'48  Con- 
versely in  the  presence  of  the  aging  myocardium 
with  its  progressive  fibrosis  and  coronary  sclerosis, 
which  may  be  marked  even  in  the  normal  indi- 
vidual,49,50  the  electrocardiographic  pattern  may 
continue  to  be  normal  while  the  ballistocardio- 
gram shows  continued  deterioration.22,51  One  is 
fully  aware,  however,  that  such  deterioration  with 
aging  may  also  be  partly  attributable  to  the  aortic 
rigidity,  emphysema,  and  relaxed  abdominal 
musculature.  Placing  this  heart  under  the  stress 
of  exercise  reveals  its  insufficiency  which  appears 
to  be  detected  more  sensitively  with  the  ballisto- 
cardiographic than  with  the  electrocardiographic 
method,  to  the  point  where  a positive  electro- 
cardiogram is  almost  always  associated  with  a 
positive  ballistocardiogram,  while  a positive  bal- 
listocardiogram may  commonly  occur  with  a 
negative  electrocardiogram.  Conversely,  the  co- 
incidence of  a positive  electrocardiogram  and 
negative  ballistocardiogram  is  a rare  observa- 
tion.37 

The  relative  significance  of  the  ballistocardio- 
gram as  contrasted  with  the  electrocardiogram  is 
borne  out  by  several  extensive  studies.  The 
high  frequency  of  negative  resting  electrocardio- 
grams in  angina  and  coronary  artery  disease,  up 
to  25  per  cent52  and  later  up  to  37  per  cent,53  has 
been  noted.  In  contrast,  the  high  incidence  of 
positive  ballistocardiograms  in  these  disease  states 
is  emphasized  in  several  reports.  In  one34  80  per 
cent  of  patients  with  coronary  artery  disease  had 
distinctly  abnormal  and  10  per  cent  had  border- 
line ballistocardiograms.  A second  and  third 
report  expressed  ballistic  abnormalities  in  terms 
of  age  grouping  with  figures  of  22  per  cent  in  the 
sixth  decade31  and  75  per  cent43  in  the  seventh 
decade.  A last  report,37  based  upon  the  standard 
two-step  test  as  well  as  age  grouping,  empha- 
sized the  2:1  preponderance  of  abnormal  bal- 
listocardiograms in  those  individuals  of  more 
than  fifty  years  who  had  negative  two-step  elec- 
trocardiograms as  compared  with  the  younger 
age  group.  In  contrast,  there  was  more  than  90 
per  cent  incidence  of  abnormal  ballistocardio- 
grams in  those  with  negative  resting,  but  positive 
two-step  electrocardiograms.  Similarly,  in  an- 
gina one  large  series  which  included  hypertensives 
indicated  a 60  per  cent  incidence43;  another 
found  that  all  cases  of  typical  angina  and  all  but 
three  cases  of  atypical  angina  had  abnormal  bal- 
listocardiograms,30 while  a third  series  found  a 


92  per  cent  incidence  of  abnormal  ballistocardio- 
grams in  contrast  to  a 16  per  cent  electrocardio- 
graphic index  of  serious  heart  disease.31 

Recovery  of  the  Abnormal 
Ballistocardiogram 

As  noted  above,  recovery  in  the  ballistocardio- 
gram may  occur  in  the  face  of  a persistently  ab- 
normal electrocardiogram.  One  follow-up  re- 
port over  a twelve-month  period  in  cases  of  myo- 
cardial infarction  showed  improvement  in  30 
per  cent,43  and  in  another  report  there  was  im- 
provement in  42  per  cent.31  The  mechanical 
function  restores  itself  with  healing.  The  trend 
toward  recovery  or  improvement  in  the  ballistic 
pattern  in  mitral  stenosis,32  constrictive  peri- 
carditis,4,32 and  coarctation  of  the  aorta,  by  means 
of  operative  intervention,  appears  established. 
The  abnormalities  due  to  a relaxed  abdomen  may 
respond  promptly  to  the  simple  measures  of  a 
binder.27-  29  as  will  heart  failure  with  digitaliza- 
tion.45 Rarely  abnormalities  in  ballistics  de- 
flections will  improve  with  exercise.  When  this 
latter  does  occur,  it  is  most  likely  due  to  improved 
systolic  ejection.36,37 

The  Ballistocardiogram  in  Differential 
Diagnosis 

With  proper  allowance  made  for  the  progres- 
sive changes  of  aging,  the  value  of  the  ballisto- 
cardiogram as  an  adjunct  in  differential  diagnosis 
mat'  be  a significant  one.  Its  importance  in  the 
differentiation  of  extra-  from  intracardiac  pain 
is  self-evident.  The  association  of  increased 
amplitude  with  heart  failure,  where  amplitude 
should  normally  be  decreased,  throws  suspicion 
on  other  disease  states  including  beriberi,  hyper- 
thyroidism, Paget’s  disease,  auriculoventricular 
fistula,  cirrhosis  of  the  liver,  and  anemia.  De- 
creased amplitude  may  be  suggestive  of  hypo- 
thyroidism, heart  failure,  neurocirculatory  as- 
thenia, and  constrictive  pericarditis.  Varying 
degrees  of  abnormality  may  reflect  acute  myo- 
carditis, angina,  acute  and  postinfarction  states. 
Absence  of  or  distinct  reduction  in  K may  be 
evidence  of  coarctation  of  the  aorta,  shock,  and 
hypotension.  A deepened  E is  seen  in  hyper- 
tension, rigid  aorta,  heart  failure,  severe  fibrosis, 
and  pregnancy.  Bizarre  patterns  with  marked 
respiratory  variation  may  be  seen  in  pericardial 
tamponade.  The  persistence  of  chaotic  waves 
following  infarction  throws  suspicion  on  aneu- 
rysm, impending  failure,  and  even  impending 
death.31  The  markedly  increased  amplitude  of 
aortic  insufficiency  is  striking.54  The  diagnostic 
significance  of  LMNO  is  less  definite,  although 
these  waves  are  apparently  affected  by  diseases 
of  the  heart  that  produce  a sudden  rush  of  blood 
into  the  ventricles  in  various  phases  of  diastole 
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or  asynchronous  contraction  of  the  ventricles.15 
The  amplitude  of  the  L wave  may  be  significantly 
increased  even  above  that  of  J in  acute  rheumatic 
carditis  and  mitral  stenosis.9  Similarly  the  pres- 
ence of  gallop  rhythm  has  been  emphasized  in 
association  with  deepening  of  these  diastolic 
waves.9  The  effect  of  certain  drugs  on  these  di- 
astolic waves  is  more  than  suggestive.32 

Congenital  Heart  Disease 

To  date,  the  only  apparently  significant  pat- 
tern that  has  been  generally  accepted  as  diag- 
nostic is  that  of  coarctation  of  the  aorta8’ 27,55-57 
with  its  absent  or  distinctly  diminished  K.  Spo- 
radic observations  on  patent  ductus,  tetralogy 
of  Fallot,  and  Lutembacher  syndrome  suggest 
the  increased  amplitude  of  a high  volume  output 
with  prominent  L waves32  but  as  yet  appear  to 
present  no  features  that  can  be  regarded  as  diag- 
nostic of  a characteristic  congenital  deformity. 
Further  studies  are  nonetheless  indicated. 

Conclusion 

The  ballistocardiograph  is  of  growing  signifi- 
cance as  a diagnostic  measure  in  heart  disease. 
It  is  of  particular  interest  because  it  reflects  the 
actual  mechanical  force  of  contraction  of  heart 
whether  it  be  affected  by  the  physiologic  process 
of  aging  or  by  a major  organic  insult.  The 
characteristics  of  the  resultant  pattern  may  serve 
as  a measure  of  the  degree  of  insult  and  its  serial 
changes  as  an  index  of  prognostic  significance. 
Its  primary  value  lies  in  the  possible  detection  of 
coronary  artery  disease  of  threatening  nature 
where  the  symptomatology  may  at  most  be  only 
suggestive  and  the  electrocardiogram  fails  to 
reveal  any  abnormality  whatever.  Conversely,  it 
may  help  to  exclude  intrinsic  myocardial  disease 
where  a comparable  symptomatology  may  be 
only  the  result  of  functional  disturbance  or  other 
extracardiac  organic  pathology.  The  ballisto- 
cardiograph is  not  regarded  as  a substitute  for, 
but  as  a possible  adjunct  to  the  electrocardiograph 
in  the  diagnosis  of  heart  disease. 

Addendum. — Since  this  paper  was  accepted  for  publication, 
several  important  reports  have  appeared.  These  are  included 
at  the  end  of  the  reference  list.58-*7 
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THE  USE  OF  A NEW  ANTICHOLINERGIC  AGENT,  PIPERPHENAMIN  E 
FOR  THE  CONTROL  OF  HYPERHIDROSIS  AND  ASSOCIATED  DERMA- 
TOSES 

Irwin  I.  Lubowe,  M.D.,  F.A.C.A.,  New  York  City 
(From  the  Metropolitan  Hospital) 


FOR  many  years  attempts  to  treat  the  dis- 
tressing discomfort  which  accompanies  hv- 
perhidrosis  have  been  unsuccessful.  The  areas 
of  the  body  that  are  usually  affected  by  excessive 
sweat  secretion  are  the  axilla,  the  palms,  soles, 
and  the  anogenital  regions. 

Before  the  introduction  of  the  newer  anti- 
cholinergic pharmaceutical  agents  which  block 
the  parasympathetic  nervous  system  without 
manifestation  of  severe  side-reactions,  the 
therapy  used  was  the  application  of  topical  rem- 
edies. The  agents  that  were  prescribed  pre- 
viously were  antiperspirants,  usually  a 25  per 
cent  aqueous  solution  of  aluminum  chloride,  or 
keratinizing  agents  as  formaldehyde,  paraformal- 
dehyde, and  salicylic  acid.  These  compresses 
are  dispersed  in  ointment  or  in  a boric  acid  talcum 
excipient. 

Anticholinergic  drugs  cause  the  inhibition  of 
acetylcholine  formation  which  not  only  stimu- 
lates the  gastrointestinal  tract  but  also  innervates 
other  organs,  as  the  sweat  apparatus,  salivary 
glands,  the  heart,  the  bladder  musculature,  and 
the  pupils  of  the  eyes.  Atropine  and  its  esters 
are  classified  as  anticholinergic  drugs,  thereby 
being  prescribed  for  the  relief  of  hyperhidrosis. 

The  quarternarv  ammonium  compounds1-5 
have  been  found  efficacious  therapeutically  in 
the  reduction  of  gastric  spasm,  motility,  hyper- 
secretion, relief  of  the  symptoms  related  to 
peptic  ulcer,  and  the  suppression  of  hyper- 
hidrosis. • 

Mantheline  bromide  (B-diethylamino  ethyl 
xanthine-9-carboxylate)  and  Prantal  (N,  N- 
dimethyl  - 4 - pyridylidene  -1,1-  diphenylmethane 
methylsulfate)  have  both  been  prescribed  in- 
ternally for  treatment  and  control  of  hyper- 
hidrosis. These  drugs  have  a parasympathetic- 
blocking  effect.  However,  with  the  use  of 
mantheline  bromide  there  have  been  observed 
untoward  effects  such  as  excessive  drying  of  the 
mucous  membrane  of  the  tongue  and  mouth, 
mydriasis,  temporary  blurring  of  vision,  vertigo, 
and  transitory  urinary  retention. 

Brown6  recorded  an  investigative  study  of  the 
use  of  mantheline  bromide  in  27  patients  with 
excessive  sweating  caused  by  functional  dis- 
turbances of  the  sympathetic  nervous  system. 
He  also  studied  other  dermatoses  which  were 
accompanied  by  dyshidrosis.  The  dosage  used 


TABLE  I. — Results  of  Use  of  Piperphe.vamixe 


Disease 

Number 
of  Cases 

Improved 

Unimproved 

Hyperhidrosis,  palms 

and  soles 

12 

9 

3 

Vesicular  eczema. 

hands 

7 

5 

2 

Contact  dermatitis 

Hands 

5 

4 

i 

Knee 

1 

1 

0 

Miliaria 

7 

7 

0 

Neurodermatitis, 

lichenified 

5 

5 

0 

Vasomotor  rhinitis 

3 

0 

3 

ranged  from  75  to  300  mg.  daily;  two  patients 
required  450  mg.  daily.  He  states  that  he 
noticed  a marked  improvement  in  74  per  cent  of 
the  cases,  moderate  improvement  in  19  per  cent, 
and  a slight  improvement  in  7 per  cent.  The 
types  of  disorders  under  investigation  were  hy- 
perhidrosis, contact  dermatitis,  vesicular  erup- 
tions of  the  hands  and  feet,  and  intertrigo.  The 
latter  three  conditions  were  associated  with  hy- 
perhidrosis. 

Freeman7  studied  the  subject  of  hyperhidrosis 
and  suggested  that  the  etiology  was  a constitu- 
tional defect  with  a definite  emotional  back- 
ground which  does  not  react  to  psychotherapy. 
He  also  stated  that  the  excessive  perspiration  of 
most  areas  of  the  body,  excluding  the  involve- 
ment of  the  palms  and  soles,  can  be  controlled  by 
atropine  and  mild  sedatives. 

Antihistaminics  seem  to  have  a mild  suppres- 
sive effect  on  hyperhidrosis,  but  because  of  the 
frequent  side-effects  of  lethargy,  vertigo,  and 
mental  confusion,  they  are  not  recommended  for 
this  purpose.  When  the  dosage  was  increased  to 
400  mg.  dailyr,  the  toxic  effects  became  more  per- 
ceptible. 

Grimson3  described  the  effectiveness  of  man- 
theline bromide  and  the  control  of  symptoms  re- 
lated to  gastric  hyperacidity  and  ulcer.  He  also 
recorded  that  toxic  side-effects,  such  as  dryness  of 
the  mouth,  dilation  of  the  pupils,  constipation, 
and  decrease  in  the  force  of  urination  (with 
therapeutic  doses),  became  less  troublesome  after 
the  first  few  days  of  therapy.  Its  effectiveness 
in  the  control  of  hyperhidrosis  was  also  men- 
tioned. 

Nelson8  in  a study  of  the  effect  of  Prantal, 
which  is  also  a quarternary  amine,  recorded  that 
in  four  patients  with  severe  hyperhidrosis  of  the 
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hands  and  feet,  two  were  controlled  by  Prantal. 
In  one  case  the  diminished  hyperhidrosis  was 
only  obtained  when  a greater  dosage,  400  mg. 
per  day,  was  utilized.  He  also  indicated  its  use- 
fulness in  contact  dermatitis,  neurodermatitis, 
and  dermatitis  medicamentosa  when  these  con- 
ditions are  associated  with  excessive  perspiration. 

Material 

This  clinical  study  is  an  evaluation  of  a new 
anticholinergic  compound  whose  nonproprietary 
name  is  piperphenamine  (Table  I).*  Its  chem- 
ical formula  is  5-methyl-4-phenyl-l-(piperidyl)- 
3-hexanol  methobromide.  This  product  has  a 
molecular  weight  of  370.3S  and  is  soluble  in 
water  and  stable  in  an  aqueous  solution.  This 
preparation  is  not  a chemical  ester  and  therefore 
does  not  possess  the  vulnerable  ester  linkage. 

Twelve  cases  of  hyperhidrosis  of  the  palms  and 
soles  due  to  emotional  disturbances  were  treated 
and  observed.  Nine  of  the  patients  had  notice- 
able favorable  suppression  of  perspiration. 
Three  of  the  patients  stated  that  the  perspiration 
was  diminished  slightly  after  taking  the  piper- 
phenamine. but  perspiration  reappeared  during 
therapy. 

Seven  patients  with  vesicular  dyshidrotic 
eczema  of  the  hands  were  also  placed  on  this 
anticholinergic  therapy.  All  these  patients  gave 
a history  of  aggravation  by  (jontact  with  soap, 
cleansing  agents,  deteigents,  and  hot  water. 
Two  of  the  patients  gave  a history  of  recurrent 
hand  eruptions  of  five  to  ten  years  duration. 
The  examination  of  these  patients  revealed 
squamous  ervthematous  areas  of  the  interdigital 
surfaces  and  the  back  of  the  hands,  which  were 
studded  with  vesicles  and  collarettes.  Mycologic 
studies  were  negative.  The  patients  were 
treated  with  the  routine  dermatologic  therapy 
consisting  of  superficial  x-ray,  mild  soothing 
ointments,  and  piperphenamine  internally.  Five 
of  the  patients  reacted  more  favorably  than 
patients  who  were  not  given  the  anticholinergic 
agent.  The  patients  with  histories  of  long  dura- 
tion did  not  improve  subjectively  or  clinically. 

Six  patients  diagnosed  as  occupational  contact 
dermatitis,  five  with  lesions  of  the  hands  and  one 
invoking  the  knee,  were  also  studied.  The  con- 
tactants  were  soap  and  water,  an  alkaline  deter- 
gent. paint  thinner,  and  synthetic  foam  rubber. 
All  of  these  patients  presented  a dysfunction  of 
their  sweat  apparatus,  as  manifested  by  hyper- 
hidrosis of  the  palms  and  soles.  These  subjects 
also  received  the  routine  dermatologic  therapy  as 
described  previously  in  conjunction  with  piper- 
phenamine, and  they  all  reacted  more  favorably 

* This  anticholinergic  preparation  wras  supplied  by  Drs. 
Gilbert  M.  Bayne  and  S.  Clyde  Strickland  of  Sharp  & Dohme, 
West  Point.  Pennsylvania.  It  will  be  available  under  the 
commercial  name  of  Darstine. 


and  rapidly  to  this  specific  treatment  than  the 
control  cases. 

There  were  seven  cases  of  miliaria  observed 
during  the  summer  months.  A mild  shake  lotion, 
as  neocalamine  lotion  U.S.P..  and  piperphena- 
mine were  prescribed.  All  these  patients  fared 
very  well  and  cleared  in  from  three  to  seven  days 
compared  to  many  other  eases  of  miliaria  ob- 
served during  the  summer  of  1952.  The  patients 
who  were  placed  on  the  soothing  lotion  without 
the  anticholinergic  agent  presented  the  erythema- 
tous rash  and  extreme  discomfort  from  seven  to 
eighteen  days.  We  believe  the  lesions  healed 
more  rapidly  and  that  the  occurrence  of  new- 
dyshidrotic  lesions  was  prevented. 

It  was  deemed  advisable  to  assay  the  suppres- 
sive effect  of  piperphenamine  in  three  cases  of 
vasomotor  rhinitis  because  of  the  swelling  and 
hvpersecretion  of  the  mucous  membrane.  After 
the  drug  was  used  for  one  month  and  no  thera- 
peutic improvement  was  observed,  the  medica- 
tion was  discontinued. 

There  were  five  cases  of  neurodermatitis  in- 
volving the  antecubital  surfaces,  evaluated  with 
piperphenamine.  In  comparison  to  three  other 
cases  of  neurodermatitis  involving  the  same  area, 
the  patients  on  the  anticholinergic  therapy 
demonstrated  clearing  in  a shorter  period  of  time. 
Pruritis  was  relieved  on  the  fourth  day  of 
therapy. 

The  dose  that  was  utilized  routinely  for  thera- 
peutic effect  was  150  mg.  per  day.  However,  in 
the  patients  presenting  the  severe  type  of  hyper- 
hidrosis. it  was  essential  to  increase  the  dosage 
to  200  mg.  per  day.  Three  of  the  hvperhidrotic 
patients  were  also  placed  on  mantheline  bromide 
therapy  for  comparative  purposes.  These 
patients  all  preferred  piperphenamine  because  of 
the  untoward  side-effects  of  mantheline  bromide, 
dryness  of  the  mouth,  vertigo,  constipation,  and 
blurred  vision.  • 

In  this  series  of  cases  treated  with  piper- 
phenamine there  was  no  evidence  of  toxicity,  such 
as  blurred  vision,  vertigo,  or  disturbances  of 
urinary  function.  Two  of  the  patients  stated 
that  dryness  of  the  mouth  occurred  at  the  be- 
ginning of  therapy  and  disappeared  on  main- 
tenance dosage. 

Many  of  the  patients  suggested  that  tension 
states  were  relieved  while  under  administration 
of  piperphenamine. 

Summary 

1.  Piperphenamine  (5-methyl-4-phenyl-l-(pi- 
peridvl)-3-hexanol  methobromide)  was  evalu- 
ated clinically  in  40  cases  of  hyperhidrosis. 
miliaria,  neurodermatitis,  and  other  dermatoses 
associated  with  dysfunction  of  the  sweat  mecha- 
nism. 
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2.  Hyperhidrosis  of  the  palms  and  soles  can 
be  effectively  controlled  by  piperphenamine  in 
therapeutic,  nontoxic  doses. 

3.  Patients  afflicted  with  dermatoses  associ- 
ated with  disturbances  of  sweat  mechanism  are 
assisted  to  a more  rapid  recovery  when  piper- 
phenamine is  used  in  conjunction  with  routine 
dermatologic  therapy. 

4.  In  comparison  with  the  other  anticho- 
linergic compounds,  its  untoward  effects  are 
negligible. 

667  Madison  Avenue 
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THE  MICROERISIPHAKE  IN  CATARACT  SURGERY 

Impressions  Based  on  275  Consecutive  Erisiphake  Extractions 

William  Charles  Caccamise,  M.D.,  Rochester,  New  York 


ALTHOUGH  the  principle  of  suction  ex- 
traction of  cataracts  (phacoervsis)  has  been 
known  since  1910, 1 forceps  extraction  remains  the 
most  widely  used  method  in  this  country.  In  spite 
of  excellent  results  and  reports  by  Barraquer,2 
Nugent  and  Fisher,3  and  others,  many  eye 
surgeons  are  not  completely  aware  of  the  practical 
potentialities  of  the  erisiphake.  Unfortunately 
only  a limited  number  of  American  ophthalmol- 
ogists have  had  an  opportunity  to  evaluate  the 
erisiphake  in  a significant  number  of  extractions. 
The  author  wishes  to  present  impressions  that 
are  based  primarily  on  275  consecutive  erisiphake 
extractions  which  he  has  personally  performed. 

Instrument 

Basically  there  are  two  types  of  erisiphakes 
(from  the  Greek,  erisi,  meaning  grasp,  and  phake, 
meaning  lens).  Barraquer2  and  Nugent3  have 
reported  extensively  on  the  use  of  the  erisiphake 
with  a suction  pump  as  the  source  of  vacuum. 
Their  results  have  been  excellent.  However, 
the  introduction  of  the  bulb  pipet,  or  micro- 
erisiphake,  has  been  of  the  greatest  importance  in 
popularizing  the  suction  extraction  and  negating 
many  of  the  previous  criticisms  of  the  method, 
criticisms  that  were  primarily  related  to  the  pump 
itself.  The  microerisiphake  has  the  advantages 
of  compactness,  noiselessness,  economy,  and 
equivalent  efficiency  when  utilized  properly.  Of 
the  microerisiphakes  the  author  has  found  the 


Bell  model  most  satisfactory,  and  it  was  employed 
exclusively  in  this  series  of  cataract  extractions. 

The  Bell  erisiphake  (Storz)  consists  of  a rubber 
bulb  measuring  35  mm.  in  length  and  12  mm.  at 
its  greatest  width.  In  order  to  obtain  the 
maximum  vacuum,  the  bulb  must  be  of  stiff 
rubber.  Since  a poor  rubber  bulb  will  lead  to  an 
increased  incidence  of  loss  of  grasp  of  the  erisi- 
phake, particularly  during  the  tumbling  stage, 
the  bulb  should  be  discarded  as  soon  as  the 
rubber  softens. 

The  erisiphake  cup  is  circular  with  a diameter 
of  4.5  mm.  Before  use  the  cup  should  be  in- 
spected for  proper  smoothness  in  order  to  avoid 
injury  to  the  lens  capsule.  The  cup’s  effective 
opening  is  reduced  by  a rim  which  serves  two 
purposes:  (1)  to  prevent  the  capsule  of  soft 
cataracts  from  filling  the  cup  and  obstructing  the 
opening  to  the  hollow  stem  that  leads  to  the 
source  of  vacuum,  the  rubber  bulb,  and  (2)  to 
form  a shoulder  over  which  the  capsule  folds  so 
that  the  cup  does  not  slide  on  the  lens.2 

The  hollow  stem,  1 mm.  in  width  and  26  mm. 
in  length,  connects  the  cup  to  a hub  that  fits 
snugly  into  the  rubber  bulb.  It  should  be 
possible  to  bend  this  stem  so  as  to  vary  the 
angularity  of  the  instrument  according  to  the 
patient’s  brow  and  ocular  prominence. 

The  over-all  length  of  the  erisiphake  is  approxi- 
mately 68  mm. 

There  is  one  point  concerning  the  construction 
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of  this  instrument  that  may  be  overlooked  by  the 
-urgeon  and  has  not  been  stressed  by  the  manu- 
facturer. The  cup  is  merely  fitted  tightly  onto 
the  stem.  The  stem  and  cup  are  not  components 
of  one  continuous  piece  of  metal.  Before  insert- 
ing the  erisiphake  into  the  anterior  chamber,  the 
surgeon  must  always  be  certain  that  the  cup  is 
firmly  fixer!  for  it  would  be  most  unpleasant  to 
have  the  cup  come  loose  from  the  stem  during  the 
actual  extraction. 

Three  erisiphakes  were  used  in  this  series  of 
275  cataract  extractions,  each  being  used  in  an 
approximately  equal  number  of  cases.  Two  of 
the  instruments  were  finally  discarded  because  the 
cup  had  become  detached  from  the  stem. 

Erisiphake  Method 

The  patient  is  prepared  in  the  usual  manner 
preferred  by  the  surgeon  for  an  anticipated  intra- 
capsular  extraction,  e.g..  sterile  preparation. 
O'Brien  and  modified  Van  Lint  akinesia,  retrobul- 
bar injection,  conjunctival  flap,  corneoscleral 
sutures,  adequate  limbal  section,  and  iridectomy 
( peripheral  or  complete  as  indicated). 

The  saline-filled  erisiphake  is  then  held  in  the 
right  hand  like  a pen.  the  rubber  bulb  being 
grasped  just  behind  the  metal  hub  that  fits  into 
the  bulb.  The  bulb  is  held  between  the  thumb 
and  index  finger  and  rests  on  the  middle  finger. 

By  means  of  a fine  tying  forceps  held  in  the  left 
hand  the  corneal  flap  is  lifted  slightly  by  grasping 
part  of  the  previously  placed  corneoscleral  suture. 
The  suction  cup  is  inserted  into  the  anterior 
chamber  from  the  ten  o'clock  direction  and  is  slid 
under  the  iris  in  the  five  o’clock  meridian.  This 
peripheral  point  is  preferable  to  the  center  of  the 
lens  where  the  anterior  capsule  is  thinner.  Care 
is  taken  to  avoid  nibbing  the  endothelial  surface 
of  the  cornea  and  pressing  on  the  lens. 

When  the  whole  perimeter  of  the  cup  is  in 
contact  with  the  lens  capsule,  the  rubber  bulb  is 
squeezed  between  the  thumb  and  index  finger, 
thus  expressing  the  saline.  Pressure  is  slowly 
released  from  the  bulb,  and  the  resulting  vacuum 
result-  in  the  cup’s  grasping  the  lens  capsule. 
The  preliminary  filling  of  the  erisiphake  with 
saline  -eems  to  facilitate  the  attaining  of  an 
adequate  vacuum,  and  the  film  of  saline  between 
the  lens  capsule  and  the  cup  aids  in  the  grasping  of 
the  lens  capsule  by  the  cup. 

The  Kirby  lens  expressor  held  in  the  left  hand 
is  then  applied  with  moderate  pressure  just  on 
the  corneal  side  of  the  limbus  alternately  at  four, 
six.  and  eight  o’clock.  Minimum  traction, 
“directive  traction,”  is  maintained  by  tilting  the 
erisiphake  upward  in  the  corresponding  meridian 
as  point  pressure  is  applied  with  the  expressor. 
In  this  manner  the  expressor  can  be  inserted 
between  the  scleral  ring  and  the  lens  equator 


in  an  attempt  to  slip  under  the  rim  of  the  lens. 
By  remaining  on  the  corneal  side  of  the  limbus 
direct  pressure  on  the  ciliary  body  and  vitreous 
is  avoided. 

Once  the  zonule  has  been  peeled  from  a portion 
of  the  inferior  equator  of  the  lens  and  the  ex- 
pressor is  a bit  under  the  lens,  the  lens  will  be 
seen  to  subluxate  forward  interiorly.  The 
-urgeon  must  watch  for  this  subluxation  carefully 
for  it  marks  the  moment  when  further  pressure 
combined  with  continued  minimum  “directive 
traction."  just  sufficient  to  promote  tumbling, 
is  to  be  carried  out.  It  is  here  that  the  surgeon 
must  not  attempt  to  hasten  delivery  but  should 
continue  moderate  pressure  and  minimum  trac- 
tion. It  is  at  the  point  of  tumbling  that  the 
erisiphake  most  commonly  loses  its  grasp,  and  or 
the  lens  capsule  is  broken.  In  many  cases  these 
are  the  results  of  undue  traction  together  with 
insufficient  limbal  section.  After  the  lens  has 
been  tumbled,  it  should  be  slowly  expressed 
upward  and  through  the  limbal  wound  by  com- 
bined pressure  and  minimum  traction.  It  is  at 
this  point  that  many  capsules  are  ruptured  by 
undue  traction.  The  surgeon  must  resist  the 
urge  to  complete  the  extraction  rapidly. 

After  the  lens  has  been  extracted,  the 
corneoscleral  sutures  should  be  drawn  taut 
immediately  to  close  the  wound.  Toilet  of  the 
wound  is  then  carried  out  in  the  manner  pre- 
ferred by  the  surgeon. 

Complications  During  the  Extraction 

There  are  several  situations  which  arise  fre- 
quently during  the  erisiphake  extraction  that  may 
perplex  the  surgeon. 

An  inability  to  tell  whether  the  erisiphake  has 
successfully  grasped  the  lens  capsule  may  present 
a problem,  but  with  experience  a resistance  will 
be  felt  when  the  erisiphake  is  lifted  slightly  after 
a successful  application.  It  is  important  to  be 
certain  of  one’s  grasp;  otherwise  the  pressure 
applied  w ith  the  expressor  may  result  in  a sliding 
delivery  or.  much  worse,  posterior  subluxation  of 
the  lens. 

Sliding  delivery  is  undesirable  with  the  erisi- 
phake since  it  is  much  more  difficult  to  free  the 
lens  of  its  zonular  attachments  inferiorly  and 
laterally  by  sliding  than  to  peel  off  the  lateral  and 
superior  zonular  attachments  by  tumbling.  If 
added  traction  is  attempted  to  free  the  zonula  dur- 
ing the  sliding  method,  the  erisiphake  grasp  will 
usually  be  lost.  Repeated  reapplication  of  the  eri- 
siphake is  a frequent  occurrence  in  the  sliding  tech- 
nic. If  increased  pressure  is  attempted,  the  vit- 
reous face  will  have  a tendency  to  well  up  between 
the  wound  lip  and  the  posterior  of  the  lens. 
Tumbling  is  the  ideal  method  of  delivery  with  the 
erisiphake.  If  posterior  subluxation  of  the  lens 
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occurs,  the  Snellen  maneuver  with  a lens  loop  is 
indicated. 

That  the  erisiphake  may  lose  its  grasp  has 
probably  resulted  in  the  greatest  criticism  of  the 
microerisiphake.  There  are  three  distinct  stages 
of  the  extraction  during  which  the  erisiphake  may 
lose  its  grasp  of  the  lens  capsule. 

1.  Before  the  lens  has  subluxated  forward. — In 
this  case  the  erisiphake  must  be  reapplied.  This 
is  usually  the  result  of  poor  application  or  undue 
traction. 

2.  After  the  lens  has  subluxated  but  before  it 
has  tumbled. — In  this  situation  many  surgeons 
will  attempt  to  reapply  the  erisiphake.  The 
author  feels  that  reapplication  of  the  erisi- 
phake is  not  indicated  once  the  lens  has  sub- 
luxated forward  inferiorly.  In  the  first  place 
each  reapplication  of  the  erisiphake  is  a further 
test  of  the  lens  capsule  and  increases  the  possi- 
bility of  an  extracapsular  extraction.  In  the 
second  place  there  is  no  need  for  reapplying  the 
erisiphake  since  the  method  of  lens  extraction 
originally  described  by  Knapp  can  be  applied 
ideally  once  the  lens  has  subluxated  forward 
inferiorly. 

Knapp  described  subluxation  of  the  lens 
inferiorly  by  grasping  the  anterior  lens  capsule 
inferiorly  with  forceps:4  “When  this  subluxation 
of  the  lens  had  taken  place,  and  the  lower  margin 
of  the  cataract  appeared  in  the  pupillary  area, 
fearing  that  further  traction  with  the  forceps 
would  tear  the  capsule,  I released  the  capsule 
forceps  intentionally.  Pressure  straight  back 
was  then  applied  at  the  lower  corneal  margin  with 
a blunt  hook  and  with  counterpresssure  above  at 
the  scleral  edge  of  the  incision,  the  lens  in  its 
capsule  was  made  to  tumble.  With  continued 
pressure  below,  and  directed  partly  upward,  the 
lower  margin  of  the  lens  traversed  the  anterior 
chamber  and  presented  in  the  section.  After 
delivery  of  the  equator,  the  lens  was  easily  ex- 
tracted by  separating  the  adhering  suspensory 
attachment  above.” 

Knowledge  of  this  method  is  essential  to  the 
surgeon  who  desires  to  use  the  microerisiphake 
adeptly  and  confidently.  Through  its  use  the 
extraction  can  be  completed  smoothly  no  matter 
when  the  erisiphake  loses  its  grasp  after  subluxa- 
tion has  occurred  forward  inferiorly.  Inasmuch 
as  tumbling  is  a feature  of  the  “Knapp  method,” 
this  method  is  not  applicable  to  the  sliding  type 
of  extraction.  For  this  very  reason  tumbling  is 
the  desired  mode  of  delivery  in  using  the  eri- 
siphake. 

In  many  cases  where  there  is  great  doubt  con- 
cerning adequacy  of  the  lens  capsule,  e.g.,  hyper- 
mature and  intumescent  cataracts,  the  erisiphake 
is  frequently  best  removed  intentionally  once 
subluxation  has  occurred  in  order  to  avoid  trac- 
tion on  the  capsule. 


In  applying  pressure  and  counterpressure  as 
described  by  Knapp,  the  author  uses  the  Kirby 
lens  expressor  inferiorly  for  pressure  and  a lens 
loop  superiorly  for  counterpressure  just  posterior 
to  the  upper  lip  of  the  limbal  section  at  twelve 
o’clock.  Care  must  be  taken  not  to  allow  the 
loop  to  slip  into  the  wound. 

3.  As  the  tumbled  lens  lies  in  the  lips  of  the 
wound. — Subsequent  teasing  of  the  lens  or  re- 
application of  the  erisiphake  may  result  in  rupture 
of  the  capsule.  In  this  situation  the  removal  of 
the  lens  and  any  zonular  remnants  above  is 
smoothly  accomplished  by  a sweep  of  the  inside 
curve  of  the  elbow  of  the  Kirby  lens  expressor. 

Present  Series 

In  this  series  of  275  consecutive  microerisiphake 
extractions,  there  were  85  per  cent  intracap- 
sular  deliveries.  In  comparing  statistics  of 
intracapsular  versus  extracapsular  extractions  it 
is  essential  that  the  type  of  cataract  be  con- 
sidered. Those  lenses  with  good  capsular 
shagreen,  and  particularly  in  the  nuclear  and 
posterior  subcapsular  types,  are  more  readily 
removed  with  the  capsule  intact.  In  general, 
the  intumescent  cataract  is  the  most  difficult 
to  remove  intracapsularly,  followed  by  the 
Morgagnian  cataract.  Of  course  the  patient’s 
age  is  important  in  relation  to  zonular  resistance. 

In  this  series  a total  of  93  Morgagnian  cataracts 
were  extracted,  79  of  them  intracapsularly, 
approximately  85  per  cent.  Without  the  erisi- 
phake as  a substitute  for  forceps  the  percentage 
of  intracapsular  deliveries  undoubtedly  would 
have  been  much  lower. 

Of  the  15  intumescent  cataracts  only  five  were 
delivered  intracapsularly.  In  the  author’s  ex- 
perience the  intumescent  cataract  is  the  most 
difficult  cataract  to  extract  with  the  capsule 
intact.  The  erisiphake  remains  preferable  to  the 
forceps,  however.  The  author  feels  that  in  any 
given  case  the  forceps  will  place  greater  demands 
on  the  anterior  lens  capsule  than  the  erisiphake. 
In  most  cases  of  intumescent  and  hypermature 
cataracts  it  might  be  best  to  try  a conservative 
Smith-Indian  type  of  extraction  in  an  attempt  to 
avoid  altogether  the  grasping  of  a potentially 
fragile  capsule. 

The  majority  of  patients  were  between  the  ages 
of  fifty  and  sixty-five  years.  However,  60  of  the 
extractions  were  performed  on  patients  under 
fifty.  All  but  six  of  these  extractions  were  intra- 
capsular. The  youngest  patient  was  twenty- 
five  years  old.  A round  pupil  intracapsular 
extraction  of  a hypermature  lens  was  performed 
in  this  case.  The  oldest  patient  was  one  hundred 
years  old. 

In  approximately  5 per  cent  of  the  cases  there 
was  loss  of  vitreous.  In  all  but  two  of  these 
cases  the  lost  vitreous  was  of  the  fluid  type  and 
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therefore  of  little  significance.  Of  the  two  cases 
one  was  the  result  of  an  expulsive  choroidal 
hemorrhage  which  occurred  after  the  patient  had 
been  returned  to  the  ward ; the  other  occurred  as 
a result  of  inadequate  local  anesthesia.  It  must 
be  remembered  that  93  of  the  cataracts  were  of 
the  Morgagnian  type.  It  is  the  author’s  im- 
pression that  an  increased  incidence  of  synchysis 
is  to  be  found  in  these  cases. 

In  50  per  cent  of  the  cases  the  erisiphake  lost 
its  grasp  of  the  lens  capsule  before  completion  of 
delivery,  usually  at  the  point  of  tumbling.  In 
another  15  per  cent  the  erisiphake  was  intention- 
ally released  before  complete  delivery  of  the 
lens,  usually  as  soon  as  subluxation  had  occurred 
forward  inferiorly.  For  this  reason  it  is  essential 
that  the  surgeon  be  thoroughly  familiar  with  the 
method  of  pressure  and  counterpressure,  as 
described  by  Knapp,  so  that  delivery  can  be 
completed  smoothly  and  efficiently. 

One  hundred  and  fifteen  round  pupil  extrac- 
tions with  peripheral  iridectomy  were  performed, 
90  per  cent  being  intracapsular  deliveries.  The 
erisiphake  can  be  used  equally  well  with  either  a 
complete  or  a peripheral  iridectomy.  The 
criteria  for  the  type  of  iridectomy  in  a given  case 
are  the  same  as  in  forceps  extractions. 

Comment 

Kirby5  states  that  he  has  not  found  it  necessary 
or  desirable  to  use  the  suction  cup,  except  in 
those  cases  in  which  the  capsule  could  not  be 
grasped  easily  with  forceps,  i.e.,  intumescent  and 
hypermature  cataracts.  This  is  a sentiment  that 
is  expressed  by  many  ophthalmologists.  How- 
ever. it  is  the  author’s  feeling  that  if  the  erisiphake 
facilitates  the  extraction  of  the  two  most  difficult 
types  of  cataract,  it  should  be  at  least  as  effective 
in  the  less  difficult  types.  From  experience  the 
author  has  found  this  to  be  true. 

Spaeth6  maintains  that  vitreous  loss  is  greater 
with  the  erisiphake.  He  also  feels  that  there  is 
the  possibility  of  complete  evacuation  of  the 
vitreous  body  through  the  suction  cup  of  the 
erisiphake.  The  author  does  not  believe  that 
either  of  these  criticisms  is  applicable  to  the 
microerisiphake.  The  erisiphake  is  merely  a 
pneumatic  forceps,  and  there  is  no  reason  to 


believe  that  it  should  play  any  greater  role  in 
vitreous  loss  than  the  ordinary  forceps.  As  for 
aspiration  ol  the  vitreous,  this  is  an  impossibility. 
Even  slightly  viscid  vitreous  will  clog  the  suction 
cup  and  stem  and  thus  prevent  functioning  of  the 
microerisiphake. 

Lancaster7  was  critical  of  the  erisiphake,  stating 
that  while  it  gives  a large  proportion  of  brilliant 
results,  it  gives  a fatally  large  proportion  of  bad 
results  and  is  not  in  his  opinion  worthy  of  general 
adoption.  Any  “fatal”  results  with  the  Bell 
erisiphake  should  be  attributed  to  the  surgeon’s 
technic  or  the  patient’s  misbehavior. 

Castroviejo,8  Barraquer,2  and  Nugent  and 
Fisher3  maintain  that  a higher  percentage  of  intra- 
capsular extractions  can  be  obtained  with  the 
erisiphake.  The  author  feels  that  in  any  given 
extracapsular  delivery  with  the  erisiphake, 
rupture  of  the  capsule  would  probably  also  have 
occurred  if  forceps  had  been  used.  But  there  are 
many  cases  of  intracapsular  extraction  with  the 
erisiphake  that  would  not  have  been  possible 
with  the  forceps. 

Several  advocates  of  the  erisiphake,  partic- 
ularly the  suction  pump  erisiphake,  emphasize 
traction  in  the  extraction.  The  author  feels  that 
the  sine  qua  non  of  successful  intracapsular 
cataract  surgery  with  the  microerisiphake  is  an 
emphasis  on  pressure  combined  with  a minimum 
“directive  traction.”  Undue  emphasis  on  trac- 
tion will  increase  the  incidence  of  ruptured 
capsule. 

Summary 

The  author  has  presented  impressions  that  are 
based  on  275  consecutive  microerisiphake 
cataract  extractions. 

76  South  Fitzhugh  Street 
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He  who  has  learned  to  disagree  without  being  disagreeable  has  learned  the  most  valuable  secret 
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THE  constantly  widening  use  of  steroid 
hormones  in  all  the  fields  of  medicine  has 
made  it  of  utmost  importance  to  develop  agents 
of  great  potency,  prolonged  action,  and  ease  of 
administration.  Relatively  speaking,  there  is  no 
problem  in  estrogen  therapy  for  the  available 
natural  or  synthetic  oral  preparations  present 
excellent  characteristics  and  are  of  relatively  low 
cost.  For  parenteral  treatment  there  is  a wide 
choice  of  well-tolerated  aqueous  suspensions  or 
oil  solutions  of  various  estrogens.  With  testos- 
terone, on  the  other  hand,  oral  medication  re- 
quires large  doses  at  rather  high  cost,  yet  even 
such  dosage  often  fails  as  a substitute  for  paren- 
teral treatment.  Permucosal  tablets  of  testos- 
terone (not  the  methyl  derivative  as  in  the  oral 
form)  represent  an  improvement  but  are  not  al- 
ways willingly  taken  by  patients.  Implantation 
of  steroid  hormone  pellets  is  a useful  technic  in 
expert  hands,  although  its  results  are  not  fully 
predictable  and  of  course  involve  the  repetition  of 
a minor  surgical  procedure  from  time  to  time. 
Parenteral  injection  is  generally  recognized  to  be 
the  most  effective  method  of  administration. 
Testosterone  (and  progesterone)  suspensions, 
which  contain  a large  amount  of  crystalline  ma- 
terial (50  to  100  mg.  per  cc.),  are  often  accom- 
panied by  local  reactions  which  may  at  times  be 
very  severe.  After  clinical  trial  of  a number  of 
crystalline  suspensions  we  have  discontinued  their 
use,  feeling  that  the  somewhat  more  prolonged 
effect  was  outweighed  by  the  disadvantages  just 
described.  Consequently  oil  solutions  of  steroids 
remain  the  mainstay  of  parenteral  testosterone 
and  progesterone  therapy  and  call  for  the  intro- 
duction of  new  derivatives  with  more  prolonged 
action..  In  another  unpublished  study  we  found 
certain  alkylmercapto  derivatives  of  testosterone 
unsuitable  because  they  were  locally  irritating. 
Following  several  reports1-3  on  the  experimental 
and  clinical  effectiveness  of  the  cyclopentyl- 
propionic  ester  of  testosterone,  a clinical  evalua- 
tion of  this  compound  as  well  as  of  another  prepa- 
ration which  combined  the  cyclopentylpropionic 
esters  of  both  estradiol  and  testosterone  in  the 
ratio  of  1:50  was  undertaken,  f 

Detailed  animal  studies4-5  of  testosterone 
cyclopentylpropionate  (hereafter  designated 

* Present  address:  Southwest  Foundation  for  Research 
and  Education,  San  Antonio,  Texas. 

t The  testosterone  cyclopentylpropionate  (Depo-testos- 
terone)  and  the  testosterone  and  estradiol  cyclopentylpropio- 
nates  (Testadiol)  used  in  this  study  were  provided  through 
the  courtesy  of  Dr.  H.  F.  Hailman  of  the  Upjohn  Co. 


TCP)  have  shown  that  its  increased  potency  is 
apparently  due  to  delayed  inactivation,  and  as  a 
consequence  its  effectiveness  appears  to  be  up  to 
ten  times  that  of  testosterone  propionate  (here- 
after designated  TP).  Several  exhaustive 
metabolic  studies  (on  a necessarily  limited  num- 
ber of  patients)  have  shown  TCP  to  be  highly 
effective  in  the  human  as  well.  Warren  and 
Hayes1  found  that  there  was  almost  twice  as  much 
cumulative  nitrogen  retention  following  a single 
injection  of  TCP  as  was  obtained  after  an  equiva- 
lent dose  of  TP.  Lloyd  and  Fredericks2  carried 
out  a careful  study  of  the  effects  of  testosterone 
esters  in  eight  male  hypogonads  and  castrates. 
In  this  group  of  absolute  or  almost  absolute 
hormone  deficiency,  TP  was  found  to  be  effective 
for  periods  up  to  fourteen  days.  Following  the 
administration  of  TCP  a maximum  effectiveness 
was  observed  within  three  to  four  days  and  main- 
tained for  approximately  three  weeks,  followed 
by  a definite  decline  during  or  after  the  fourth 
week.  They  concluded  that  TCP  has  a “dura- 
tion of  effectiveness  which  is  at  least  twice  and  in 
some  instances  three  to  four  times  longer  than 
that  of  testosterone  propionate.”  In  another 
study  on  four  cases  of  similarly  severe  hormone 
deficiency  McCullagh  et  al .3  found  that  the  17- 
ketosteroid  excretion  after  the  injection  of  TCP 
was  considerably  more  prolonged  than  that 
following  equal  doses  of  TP.  They  concluded 
that  the  effectiveness  of  TCP  was  maintained  for 
at  least  one  week  longer  than  that  of  a comparable 
dose  of  TP. 

In  view  of  these  promising  reports  it  seemed 
important  to  carry  out  a clinical  evaluation  of 
TCP  as  well  as  of  the  combined  estradiol  and 
testosterone  cyclopentylpropionates  (hereafter 
designed  E-TCP),  not  only  in  cases  of  the  most 
severe  and  relatively  rare  hormone  deficiency 
but  also  in  those  disorders  where  either  or  both 
testosterone  and  estrogen  might  be  used  for 
diagnostic  or  therapeutic  purposes.  It  was 
advantageous  that  the  available  group  of  patients 
had  been  studied  previously  in  respect  to  other 
forms  of  steroid  therapy  and  had  been  followed 
carefully  for  prolonged  periods  of  time. 

The  effect  of  TCP  (100  mg.  per  cc.)  and  E- 
TCP  (2  mg.  estradiol  as  ester  and  100  mg. 
testosterone  as  ester  per  cc.)  was  studied  in  55 
patients  for  periods  ranging  from  two  to  fifteen 
months.  In  the  course  of  several  hundred  in- 
jections no  local  or  undesirable  systemic  reactions 
were  encountered. 
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Female  Subjects 

A total  of  15  women  were  studied  during  the 
course  of  this  investigation.  There  were  five  pa- 
tients under  continuous  geriatric  treatment,  eight 
with  climacteric  symptoms  of  varying  severity, 
one  with  a postclimacteric  exacerbation  of 
Graves’s  disease,  and  one  with  a postmenopausal 
depressive  state. 

All  the  geriatric  patients  had  had  a history  of 
gradual,  progressive  weight  loss  before  the  be- 
ginning of  any  treatment.  All  patients  had  been 
treated  initially  with  an  oral  form  of  natural 
estrogen  (1.25  mg.  four  to  seven  times  weekly), 
oral  natural  estrogen  combined  with  oral  andro- 
gen (5  mg.  methyl  testosterone)  five  to  seven 
times  weekly,  or  with  parenteral  testosterone 
propionate  up  to  25  mg.  per  week.  All  these 
patients  were  then  placed  on  a uniform  dose  of 
1 cc.  E-TCP;  no  attempt  was  made  to  give  less 
than  this  dose,  but  changes  were  made  by 
varying  the  interval  between  injections.  In  the 
course  of  treatment  (up  to  twelve  months  in 
duration)  there  was  no  evidence  of  hirsutism, 
voice  change,  or  other  sign  of  masculinization  in 
any  patient.  There  was  no  vaginal  bleeding  or 
mastodynia.  All  five  patients  showed  a further 
weight  gain  averaging  2 to  4 pounds  in  the  course 
of  the  first  four  to  six  weeks  of  E-TCP  therapy. 
In  most  instances  a further  increase  in  vigor  and 
euphoria  over  that  obtained  by  previous  steroid 
therapy  was  noted. 

Each  of  the  climacteric  patients  was  selected 
to  represent  a distinct  problem.  All  had  had 
oral  estrogen  or  estrogen-testosterone  treatment 
previously.  In  one  instance  3 mg.  stilbestrol 
daily  failed  to  relieve  the  flushes  and  other  symp- 
toms. Following  the  administration  of  the  first 
dose  of  E-TCP,  this  patient  became  and  re- 
mained asymptomatic  for  twenty-one  days. 
Another  case  was  complicated  by  vaginal  bleed- 
ing which  followed  courses  of  estrogen  sufficiently 
large  to  control  the  climacteric  symptoms. 
Vaginal  bleeding  also  followed  the  combined 
parenteral  administration  of  estrone  and  testos- 
terone propionate  in  oil  in  the  ratio  of  1 : 25. 
On  the  other  hand,  an  adequate  therapeutic 
effect  without  vaginal  bleeding  was  obtained  by 
the  use  of  E-TCP  at  intervals  averaging  three 
weeks.  This  difference  in  side-effects  can  be 
explained  by  the  rapid  rise  and  fall  of  systemic 
estrogen  and  testosterone  levels  following  the 
injection  of  estrone  and  testosterone  propionate 
in  contrast  to  the  cyclopentylpropionic  esters, 
which  produced  a much  more  gradual  rise  and 
fall,  thereby  eliminating  the  sharp  drop  which 
might  precipitate  vaginal  bleeding. 

In  four  uncomplicated,  moderately  severe  cases 
of  climacteric  syndrome,  a single  injection  of 
E-TCP  rendered  the  patients  asymptomatic  for 
a minimum  of  three  weeks.  In  a fifth  case 


symptoms  reappeared  on  the  seventeenth  day. 
One  patient  had  been  previously  castrated  for 
intractable  cyclomastopathy.  The  subsequent 
climacteric  syndrome  required  administration  of 
25  to  50  mg.  testosterone  propionate  with  2 mg. 
estrone  in  oil  at  least  once  a week.  However,  at 
this  level  of  steroid  therapy  mastodynia  recurred 
repeatedly.  Xo  such  breast  symptoms  were 
noted  after  the  administration  of  E-TCP  which 
controlled  symptoms  for  an  average  of  three 
weeks  per  injection.  Recently,  the  patient  has 
received  TCP  alone  at  intervals  of  thirty -seven 
and  sixty  days. 

One  case  of  postmenopausal  depressive  state 
had  shown  no  improvement  on  previous  treat- 
ment with  TP  alone  or  TP  and  estrone  parenter- 
ally  in  various  doses.  There  was  no  significant 
effect  following  administration  of  equivalent 
doses  of  E-TCP.  The  patient  was  ultimately 
referred  for  shock  therapy. 

One  patient  presented  a history  of  typical 
Graves’s  disease  which  had  been  successful ly 
treated  by  medical  means  in  the  past.  At  the 
onset  of  menopause  an  exacerbation  of  the  pre- 
viously slight,  persistent  exophthalmos  was 
observed,  and  a bilateral  increase  of  3 mm.  was 
measured.  The  exophthalmos  was  reduced  2 
mm.  in  each  eye  after  two  weeks  by  the  daily 
administration  of  180  mg.  desiccated  thyroid. 
7.5  mg.  Premarin,  and  10  mg.  methyl  testoster- 
one. Subsequently,  with  continued  thyroid 
medication  E-TCP  was  substituted  for  the  pre- 
viously used  steroids.  In  the  following  week 
the  exophthalmos  regressed  1 mm.  more,  therein- 
returning  to  its  previous  status  which  has  been 
maintained  to  date  (six  weeks). 

Male  Subjects 

A total  of  40  male  patients  was  studied. 
The  follow-up  was  adequate  in  34. 

Two  geriatric  patients  were  selected  for  clinical 
trial.  One  had  been  observed  continuously 
over  a period  of  seven  years  during  which  he 
received  an  average  dose  of  50  mg.  TP  and  0.5 
mg.  estrone  in  oil  per  week  with  added  daily  oral 
testosterone.  On  this  regime  the  weight  in- 
creased initially  and  remained  stable  for  over  a 
year.  Oral  medication  was  stopped,  and  paren- 
teral treatment  was  changed  to  TCP.  50  to  100 
mg.  per  week  (averaging  75  mg.),  combined  with 
0.5  mg.  estrone  in  oil  per  injection  (this  was 
done  so  that  the  TCP  alone  could  be  evaluated). 
In  twelve  weeks  there  was  a gain  of  5 pounds. 
Treatment  was  then  changed  to  0.5  cc.  E-TCP; 
this  dosage  continued  to  maintain  the  weight, 
the  increased  vigor,  and  creative  ability  when 
given  every  two  and  occasionally  three  weeks. 

In  another  case,  also  observed  over  a long 
period  of  time  and  maintained  on  20  mg.  oral 
testosterone  daily,  superior  control  has  been 
achieved  with  50  mg.  TCP  and  subsequently  with 
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0.5  cc.  E-TCP  at  intervals  ranging  from  seven  to 
fourteen  days. 

Psychogenic  Slates. — A total  of  12  cases  and 
two  related  organic  conditions  were  studied. 
There  were  three  cases  of  neurasthenia  which 
had  at  various  times  received  treatment  (for 
investigative  purposes)  with  testosterone,  estro- 
gen, progesterone,  chorionic  gonadotropin,  or 
desoxycorticosterone  acetate.  These  treatments 
were  ineffective,  and  a change  to  TCP  in  all 
three  instances  failed  to  exert  a significant  clinical 
effect.  The  fourth  instance  of  asthenia,  one 
which  was  organic  (following  mild  cerebral  throm- 
bosis), was  studied  for  comparison.  Fifty  milli- 
grams TCP  supplied  a euphoric  effect  which 
persisted  for  approximately  fourteen  days. 

Four  middle-aged  males  with  depressive  states 
had  received  various  steroids  in  previous  thera- 
peutic trials,  including  TP  at  the  level  of  100  to 
1 50  mg.  per  week.  Two  had  shown  improvement 
on  two  doses  of  50  mg.  TP  per  week.  In  one 
case  TP  failed  to  exert  a conclusive  effect. 
When  placed  on  1 cc.  E-TCP  every  two  weeks, 
two  patients  failed  to  show  any  improvement, 
one  noted  slight  improvement  with  a definite 
waning  in  the  third  week,  and  in  the  fourth  case 
shock  therapy  became  necessary. 

Two  patients  were  psychoneurotics,  having 
been  suspected  of  the  male  climacteric  syndrome.6 
Determination  of  urinary  ketosteroid  and  gonado- 
tropin excretion  did  not  confirm  this  diagnosis. 
Both  patients  claimed  to  notice  moderate  im- 
provement on  the  administration  of  50  mg. 
TP  per  week.  In  one  instance  the  response  to 
weekly  administration  of  100  mg.  TCP  was 
striking,  although  subsequently  the  same  treat- 
ment seemed  to  be  less  effective.  In  the  second 
case  there  was  no  appreciable  improvement 
obtained  by  changing  to  TCP  or  E-TCP.  It 
need  hardly  be  stressed  that  the  evaluation  of 
subjective  symptoms  in  this  type  of  patient 
is  relatively  unreliable. 

Three  cases  of  impotence  on  a psychogenic 
basis  were  studied.  Previous  treatment  with 
TP  failed  to  produce  any  effect,  nor  did  shifting 
to  TCP  demonstrate  improvement.  In  a case  of 
organic  impotence  (diabetes  mellitus),  weekly 
injections  of  50  mg.  TP  brought  about  some 
improvement;  the  effect  of  TCP  remains  to  be 
evaluated  but  does  not  appear  to  be  superior. 

Male  Climacteric. — In  this  group  of  12  cases 
brief  histories  are  highly  illuminating.  One 
case  required  15  to  40  mg.  oral  testosterone  with 
occasional  injections  of  TP  for  maintenance. 
An  implant  of  300  mg.  crystalline  testosterone 
lasted  for  approximately  five  months.  Sub- 
sequently, TCP  was  used  with  prompt  effect  and 
lasted  from  ten  to  seventeen  days,  averaging 
two  weeks.  The  patient  has  a distinct  pref- 
erence for  this  treatment  over  implantation. 


A second  patient  was  maintained  on  TP  for 
eighteen  months  with  an  average  requirement 
of  50  mg.  per  week.  Seven  months  ago  he  was 
changed  to  0.5  cc.  of  E-TCP  per  week,  which 
exerted  full  control  and  induced  a gradual  weight 
gain  of  \l/i  pounds. 

Case  3,  a moderately  severe  instance  of  male 
climacteric,  was  relieved  by  three  weekly  in- 
jections of  100  mg.  TCP  and  has  been  maintained 
asymptomatic  since  that  time  with  100  mg.  TCP 
every  two  weeks. 

Case  4 was  an  instance  of  moderately  severe 
male  climacteric  which  was  maintained  symp- 
tom-free with  30  mg.  buccal  testosterone  per  day 
in  addition  to  a single  weekly  injection  of  50  mg. 
TP  plus  1 mg.  estrone.  Equivalent  control  with- 
out oral  medication  was  achieved  with  1 cc. 
E-TCP  every  two  weeks,  an  occasional  injection 
being  effective  for  four  weeks. 

Case  5 had  been  maintained  for  a considerable 
time  on  30  mg.  oral  testosterone  daily  together 
with  50  mg.  TP  and  0.5  mg.  estrone  per  week. 
Oral  medication  could  be  discontinued  and  con- 
trol maintained  on  substituting  50  mg.  TCP 
per  week.  Subsequently,  an  equal  effect  was 
obtained  with  1 cc.  E-TCP  at  three  to  four- 
week  intervals. 

Cases  7 and  8 have  been  given  TCP  from  the 
onset  for  treatment  of  their  climacteric  symptoms 
and  are  fully  controlled;  a maintenance  dose  has 
not  been  established  as  yet. 

Case  9 presented  an  example  of  male  climac- 
teric with  severe  insomnia  which  could  be  con- 
trolled with  50  mg.  TP  twice  weekly.  The 
equivalent  effect  was  achieved  by  substituting  a 
single  injection  of  E-TCP  at  intervals  of  two  to 
four  weeks. 

Case  10  was  a climacteric  male  with  severe 
headaches.  Previous  maintenance  therapy  con- 
sisted of  15  mg.  methyl  testosterone  orally  per 
day  and  25  mg.  TP  per  week.  Substitution  of 
E-TCP  required  at  first  an  injection  of  1 cc. 
at  two  and  a half  to  three-week  intervals.  Subse- 
quently the  dose  was  reduced  by  half,  and  the 
interval  remained  the  same. 

Case  1 1 was  a climacteric  with  anorexia  and 
weight  loss  which  were  offset  only  by  the  ad- 
ministration of  50  mg.  TP  three  times  per  week. 
The  substitution  of  a single  dose  of  50  mg.  TCP 
proved  equally  satisfactory. 

Case  12  was  a clergyman  with  severe  climac- 
teric flushes  who  was  maintained  on  1 mg.  stil- 
bestrol  daily  and  injections  of  50  mg.  TP  at  ir- 
regular intervals.  A single  injection  of  100 
mg.  TCP  was  equally  effective  for  a period  just 
short  of  two  weeks.  Subsequently  a single  in- 
jection of  1 cc.  E-TCP  gave  further  improvement 
and  maintained  its  effect  for  two  weeks.  During 
maintenance  treatment  the  interval  with  E-TCP 
was  increased  to  three  weeks. 
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Three  eunuchoid  patients  were  available  for 
this  study.  All  had  been  maintained  for  a period 
of  years  on  weekly  injections  of  TP  at  the  level 
of  50  mg.  per  week.  In  one  instance  the  same 
dose  of  TCP  maintained  the  patient:  in  a second 
the  interval  between  injections  was  lengthened 
to  two  weeks,  and  a subsequent  increase  of  the 
dose  to  100  mg.  every  two  weeks  produced  fur- 
ther physical  development.  In  the  third  case 
100  mg.  every  two  weeks  also  result ed  in  further 
improvement. 

Prostatism. — One  such  case  was  studied. 
Previous  treatment  by  prostatic  massage  or  by 
the  use  of  oral  testosterone  at  20  mg.  per  day  had 
no  effect:  a single  injection  of  100  mg.  TCP 
followed  by  weekly  injections  of  E-TC’P  resulted 
in  marked  improvement  within  three  weeks. 

Oligospermia. — Two  such  patients  were  treated 
in  order  to  reduce  the  sperm  count  to  zero  and 
then  let  the  “rebound'’  phenomenon  take  place. 
In  both  instances  a satisfactory  seminal  response 
was  obtained  by  weekly  injection  of  100  mg. 
TCP.  This  may  be  compared  to  the  treatment 
usually  recommended,  which  consists  of  50  mg. 
TP  five  to  seven  times  weekly. 

Comment 

The  results  obtained  with  the  use  of  the  cyelo- 
pentylpropionate  of  these  steroids  show  clearly 
that  the  effect  persists  two  to  four  times  longer 
than  that  of  a comparable  dose  of  the  conven- 
tionally employed  esters.  Whether  or  not  the 
intensity  of  effect  differs  is  not  easy  to  evaluate. 
The  cyclopentylpropionic  ester  was  at  no  time 
less  effective  than  an  equivalent  dose  of  another 
preparation  and  in  some  cases  seemed  to  be 
superior:  such  effectiveness  does  not  necessarily 
express  qualitative  differences  for  it  may  be  due  to 
prolonged  maintenance  of  an  effective  therapeutic 
level. 

The  application  of  the  testosterone-estradiol 
combination  merits  discussion.  It  has  been  our 
experience  as  well  as  that  of  others  that  a com- 
bined preparation  of  this  type  is  superior  in  the 
treatment  of  the  climacteric  syndrome  (both  in 
males  and  females)  to  the  administration  of  a 
single  steroid.  There  are  certain  reservations  to 
this  statement  which  will  be  discussed  subse- 
quently. Our  past  experience  with  estrogen- 
testosterone  combinations  has  l)een  confirmed 
in  the  use  of  estradiol  and  testosterone  cyclo- 
pentylpropionates;  far  better  control  with  smaller 
or  less  frequent  injections  was  obtained  with  this 
preparation.  The  use  of  small  doses  of  estrogen 
in  the  relatively  young  male  climacteric  patient 
must  be  considered  with  some  reservation  for 
there  is  certain  (although  not  uncontradicted) 
evidence  that  estrogen  can  produce  permanent 
damage  of  the  testicular  parenchyma.  This 


presents  no  problem  in  the  treatment  of  geri- 
atric patients,  who  also  show  a better  response 
to  the  administration  of  combined  steroids  than 
to  the  individual  hormone  alone. 

Side-effects  of  steroid  therapy  such  as  mascu- 
linization  with  testosterone  or  mastodynia  and 
vaginal  bleeding  with  estrogen  in  women  or 
gynecomastia  in  the  course  of  estrogen  therapy 
in  men  constitute  a hazard  in  climacteric  patients. 
During  this  investigation  no  cases  of  masto- 
dynia. vaginal  bleeding,  or  masculinization  were 
encountered  in  the  female  patients,  and  no  breast 
tenderness  or  enlargement  was  noted  in  any  male 
receiving  E-TCP.  This  is  the  more  significant 
since  certain  patients  had  experienced  such  symp- 
toms during  previous  therapy  with  other  forms  of 
estrogen  and  testosterone.  As  has  been  men- 
tioned above,  the  constant  level  of  circulating 
steroids  tin  contrast  to  the  up  and  down  pattern 
of  shorter-acting  preparations)  may  account  for  this 
difference.  We  have  been  unable  so  far  to  evalu- 
ate the  comparative  effects  of  these  various  prepa- 
rations on  libido,  sexual  activity,  or  sperm  count 
(with  the  exception  of  the  two  cases  of  oligo- 
spermia). 

One  of  the  problems  in  the  prolonged  treatment 
of  aged  males  with  testosterone  is  the  alleged 
hazard  of  prostatic  hypertrophy.  In  this  re- 
gard it  is  noteworthy  that  in  animal  experiments 
TCP  has  a far  smaller  prostate-stimulating  ac- 
tion in  proportion  to  its  other  sexual  and  anabolic 
effects  than  do  other  testosterone  esters  including 
the  propionate.5  If  these  experimental  data 
are  sustained  by  clinical  observation,  it  will  con- 
stitute a significant  advance  in  long-range  geri- 
atric treatment. 

Summary 

The  cyclopentylpropionic  esters  of  testosterone 
and  of  testosterone  plus  estradiol  have  been  com- 
pared clinically  in  55  patients.  The  action  has 
been  found  to  persist  two  to  four  times  longer  than 
that  of  an  equivalent  dose  of  the  propionate. 
Because  of  this  prolonged  action  and  some  con- 
sequent reduction  in  over-all  dosage,  there  has 
been  a significant  absence  of  undesirable  side- 
effects  such  as  mastodynia,  vaginal  bleeding, 
or  masculinization  in  women  and  gynecomastia  ; 
in  men. 
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PRACTICAL  PSYCHOSOMATIC  MEDICINE 

Charles  E.  Goshen,  M.D.,  Hempstead,  New  York 


THIS  paper  is  intended  to  present  a somewhat 
new  and  perhaps  more  practical  approach  to 
the  concept  of  psychosomatic  medicine.  It  is 
based  on  the  premise  that  every  patient  seen  by 
the  physician  is  a psychosomatic  problem.  It 
also  further  presupposes  that  every  human  being 
is  a psychosomatic  consideration.  We  can  sub- 
stantiate this  supposition  simply  as  follows: 
The  human  body  per  se  has  no  value  to  itself 
or  to  others  (except  perhaps  to  the  mortician  or 
pathologist)  except  insofar  as  a human  mind  de- 
termines the  direction  of  its  activities.  The 
human  mind,  on  the  other  hand,  has  no  existence 
except  by  virtue  of  its  being  a function  of  a living 
human  body.  In  other  words,  a body  without 
a mind  is  only  a corpus  delecti,  and  a mind 
without  a body  is  incapable  of  existing.  This 
may  seem  academic,  but  its  significance  is  often 
overlooked  by  the  physician.  In  the  first  place, 
it  is  the  human  mind’s  capacity  to  direct  the 
course  of  its  actions  which  brings  the  human  body 
to  the  physician’s  office.  This  fact  is  the  first 
important  psychosomatic  consideration  to  attract 
our  attention. 

I have  seen  literally  hundreds  of  patients  in 
psychiatric  practice  wrho  could  have  been  helped 
enormously  by  the  family  physician  if  only  he  had 
questioned  this  fact.  In  other  words,  if  you  take 
into  account  only  the  question,  “What  is  the 
nature  of  the  circumstances  of  this  patient’s  life 
which  brings  him  to  me  at  this  particular  time  in 
his  life?,”  you  are  doing  at  least  half  the  job  which 
the  psychoanalyst  does.  If  you  find  the  answer 
to  this  question,  you  are  doing  three  fourths  of  the 
the  job,  and  if  you  help  the  patient  find  a solution 
to  the  problem,  you  are  doing  the  whole  job.  On 
the  other  hand,  if  you  ignore  the  question,  you 
are  going  to  miss  a lot  of  boats.  This  question  is 
pertinent  to  any  request  which  a patient  makes 
for  your  services. 

The  question  further  comes  up  for  considera- 
tion every  time  the  patient  returns  for  subsequent 
visits  and  every  time  the  patient  fails  to  return 
for  an  appointment.  Here  the  question  is  modi- 
fied to  “What  brings  this  patient  back  again?” 
or  “What  kept  him  away?”  Just  the  fact  that 
the  patient  returns  faithfully  is  no  indication  that 
you  are  genuinely  helping  him,  and  just  because 
he  failed  to  return  is  not  necessarily  an  indication 
that  you  failed  to  offer  him  the  help  he  needed. 
It  is  true  that  if  the  patient  returns,  he  must  be 
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getting  what  he  wrants,  and  if  he  fails  to  return,  he 
did  not  get  wThat  he  was  looking  for.  However, 
what  he  is  looking  for  and  wrhat  he  really  needs 
may  be  twro  entirely  different  things. 

Let  us  make  up  a hypothetic  list  of  patients 
who  might  be  found  in  any  doctor’s  waiting 
room  and,  starting  with  their  chief  complaints, 
build  up  typical  stories  for  them.  These  hypo- 
thetic cases  are  not  sheer  guesses  about  w'hat 
might  be  seen  but  are  the  composites  of  what  I 
have  actually  seen.  Let  us  assume  that  there 
are  12  patients  with  the  following  chief  com- 
plaints: 

1.  A thirty-three-year-old  housewife  who  sus- 
pects that  she  might  be  pregnant  for  the  second 
time. 

2.  A twenty-two-year-old  female  stenographer 
complaining  of  sneezing,  coughing,  and  aches  and 
pains  for  two  days. 

3.  A forty-five-year-old  businessman  com- 
plaining of  headaches. 

4.  A thirty-seven-year-old  female  school 
teacher  complaining  of  insomnia. 

5.  A six-year-old  boy  accompanied  by  his 
mother  who  wonders  if  the  boy  has  a hearing 
problem. 

6.  A mother  with  a baby  asking  about  a 
change  of  formula. 

7.  A thirty-five-year-old  machinist  who  sus- 
tained an  industrial  injury. 

8.  A fifty-year-old  woman  complaining  of 
arthritis  for  many  years. 

9.  A forty-seven-year-old  salesman  complain- 
ing of  recurrent  bouts  of  gastric  distress. 

10.  A twenty-four-year-old  engineer  for  an  in- 
surance examination. 

11.  A fifty-five-year-old  accountant  recover- 
ing from  a coronary  attack  three  months  earlier. 

12.  A thirty-five-year-old  housewife  complain- 
ing of  palpitations. 

The  wray  in  which  you  go  about  dealing  with 
these  patients  is  going  to  determine  your  success 
in  making  a living  for  your  own  family  and  in 
achieving  the  deep  satisfactions  which  come  from 
being  a good  doctor.  Your  successes  will  be  de- 
termined by  the  quality  of  service  you  offer  your 
patients.  This  will  depend  in  turn  upon  the  ex- 
tent and  accuracy  of  the  information  you  find 
out  about  these  people.  Therefore,  it  is  expe- 
dient that  you  regard  each  one  of  these  patients 
as  a person  who  lives,  loves,  hates,  fears,  plans, 
works,  and  worries  and  who  comes  to  you  for 
complicated  reasons  which  may  not  be  fully 
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revealed  in  their  chief  complaints.  We  must 
keep  in  mind  the  rather  shameful  fact  that  mod- 
ern medicine  has  placed  the  patient  in  the  position 
of  being  forced  to  present  himself  to  the  physician 
with  physical  symptoms,  even  though  these 
may  not  really  represent  the  most  important 
reason  for  the  patient  coming  to  the  doctor.  The 
average  urban  and  suburban  physician  has  be- 
come so  streamlined  and  so  much  of  a business 
entrepreneur  that  he  has  relinquished  his  tradi- 
tional status  as  the  confidant  of  the  patient. 
Medicine  as  a whole  and  the  individual  physician 
in  particular  suffer  by  depriving  the  patient  of 
a more  extensive  service  and  by  depriving  him- 
self of  richer  satisfactions.  I believe  that  it 
behooves  us  today  to  re-establish  the  tradition 
which  the  old  family  physician  built  up  and  to 
present  ourselves  to  our  patients  as  interested, 
sincere,  and  wise  human  beings  more  and  as  test 
tubes  and  electrocardiograms  less.  Let  us  ana- 
lyze our  hypothetic  patients  from  the  former 
point  of  Anew  as  an  example  of  the  potentialities 

Case  1. — Our  thirty-three-year-old  housewife  who 
suspects  that  she  might  be  pregnant  immediately 
poses  some  important  questions.  If  she  has  had  a 
previous  pregnancy,  why  doesn’t  she  know  that  she 
is  pregnant  now?  Why  doesn’t,  she  wait  and  find 
out  with  more  certainty?  We  can  conclude  at  least 
that  here  is  a person  who  is  unsure  of  her  own  opin- 
ions, unwilling  to  wait  to  get  more  information,  or 
using  this  as  an  excuse  to  see  the  doctor  for  some 
other  purpose.  We  need  to  know  whether  it  seems 
more  important  for  her  to  be  pregnant  again  or 
more  important  to  be  otherwise.  In  either  case 
her  own  uncertainty  suggests  that  her  concern  is 
deeper  and  more  complicated  than  the  simple  issue 
of  a missed  period.  Perhaps  she  has  had  some  men- 
strual irregularity  which  has  led  her  to  worry  about 
cancer  but  is  afraid  to  pose  the  question  for  fear  of 
having  to  face  bad  news.  Perhaps  she  has  experi- 
mented with  some  lovemaking  technics  which  leave 
her  fearful  of  consequent  pregnancy.  Perhaps  she 
comes  to  the  doctor  because  her  friends  are  having 
babies,  and  she  is  competing  with  them.  In  any 
event  we  can  find  out  the  answers  to  those  possibili- 
ties only  if  we  look  for  them,  and  we  may  facilitate 
getting  this  information  simply  by  asking  her  how 
she  has  come  to  figure  out  that  it  would  be  a good 
idea  for  her  to  see  a doctor  on  that  particular  day. 

Case  2. — This  patient  is  our  twenty-two-year-old 
girl  with  obvious  symptoms  of  a mild  upper  respir- 
atory infection.  The  fact  that  she  is  a working  girl 
and  has  a mild  illness  raises  some  interesting  ques- 
tions about  the  kind  of  person  she  is.  Has  she  taken 
time  off  from  work  to  see  a doctor?  If  so,  could  it 
be  because  she  was  looking  for  an  alibi  for  not  work- 
ing? If  she  is  taking  time  from  her  evenings  or 
vacation  time,  she  might  be  seeking  an  alibi  for 
avoiding  some  other  activity.  Perhaps  she  is  afraid 
to  go  on  a date.  Perhaps  she  is  lonely  and  seek- 
ing an  excuse  to  talk  to  someone.  Perhaps  she  has 
been  led  to  believe  by  an  overanxious  mother  that 


even-  physical  symptom  is  an  indication  of  impend- 
ing tragedy.  Maybe  she  has  heard  tales  about  the 
doctor  which  have  interested  her  sufficiently  to  look 
for  a reason  to  visit  him.  To  discover  which  of 
these  or  other  possibilities  apply  we  need  to  know 
what  it  means  to  her  to  take  off  time  from  work  or 
play  and  what  it  means  to  her  to  have  mild  kinds  of 
physical  discomfort.  Our  simply  showing  an  inter- 
est in  the  meaning  she  attaches  to  such  things  can 
lead  her  to  question  their  accuracy  and  perhaps 
succeed  in  taking  a more  realistic  view  of  them. 
Our  attitude  needs  to  be  one  of  objective  interest 
rather  than  one  of  sympathy  or  criticism. 

Case  3. — Our  forty-five-vear-old  businessman  with 
headaches  is  so  obviously  likely  to  be  a person  with 
serious  emotional  problems  that  we  need  also  to  keep 
in  mind  that  he  might  have  a brain  tumor.  With 
him,  assuming  we  have  eliminated  the  brain  tumor 
possibility,  we  can  expect  to  get  into  some  difficult 
problems,  and  we  need  to  devote  some  time  to  evalu- 
ating them.  We  can  tell  him  right  away  that  his 
headaches  might  turn  out  to  be  something  which  will 
require  a few  visits  to  get  to  the  bottom  of.  Let 
us  not  fall  into  the  trap  which  he  is  likely  to  set  for 
us  of  feeling  it  necessary  to  arrive  at  a diagnosis 
right  away.  The  chances  are  most  likely  that  he 
is  living  a tense,  intricate,  competitive  existence 
having  relatively  little  source  of  satisfaction.  If 
we  ask  him  whether  he  is  worried  about  anything, 
we  probably  will  not  find  out  for  he  will  be  very 
likely  to  say  “no.”  Let  us  just  ask  him  what  are 
some  of  the  facets  of  his  work,  family,  and  recrea- 
tional life.  If  he  uses  adjectives  like  good,  bad, 
average,  normal,  etc.,  we  will  not  get  a description 
of  him  as  a person.  We  need  to  know  instead  what 
he  does  and  how  he  does  it.  In  other  words,  what 
kind  of  a person  is  he?  If  he  presents  difficult  fi- 
nancial problems  which  worry  him,  the  thing  to 
question  is  how  does  he  get  into  such  troubles? 
Here  again  our  simply  getting  him  to  reveal  his 
characteristic  way  of  seeing  and  doing  the  various 
jobs  in  life  may  be  enough  to  encourage  him  to  re- 
appraise his  ways  and  thus  look  for  more  relaxed 
ways. 

Case  4- — The  thirty-seven-year-old,  sleepless 
school  teacher  is  a person  who  may  turn  out  to  be 
a stereotype,  namely,  the  unmarried  girl  who  is 
closely  attached  to  her  mother.  If  so.  we  want  to 
find  out  whether  she  has  set  up  her  goals  in  life  in 
the  direction  of  un wedded  independence,  only  to 
find  such  goals  bearing  bitter  fruit  at  the  age  of 
thirty-seven.  If  this  is  so,  it  is  enough  to  account  for 
a lot  of  sleepless  nights.  We  need  to  know  whether  i 
she  is  looking  only  for  a sedative  to  attempt  to  j 
blot  out  the  tortured  thoughts  which  keep  her  awake,  j 
or  is  she  really  looking  for  a richer  kind  of  life?  If  I 
she  is  looking  for  the  sedatives,  we  can  bet  that  she  n 
has  already  tried  alcohol  with  unpleasant  results. 
Whatever  her  problem  is,  we  can  find  out  a lot  about 
it  just  by  asking  her  what  painful  thoughts  keep 
her  awake.  If  it  turns  out,  as  is  likely,  that  these 
worries  consist  of  resentments  about  her  boss,  we 
need  to  raise  the  question  of  why  this  boss  is  so  im- 
portant to  her.  In  other  words,  why  doesn’t  she 
have  a nicer  person  in  life  to  occupy  her  interes  t 
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producing  thoughts  which  would  lull  her  to  sleep 
with  peaceful  dreams,  instead  of  spending  the  night 
arming  herself  for  the  next  day  ahead. 

Case  5. — The  mother  of  the  six-year-old  boy  who 
wonders  about  his  hearing  capacity  presents  a prob- 
lem of  two  personalities  interacting  with  each  other. 
We  can  learn  a lot  about  the  quality  of  this  interac- 
tion, and  therefore  a lot  about  the  problem,  simplv 
by  observing  how  they  get  along  with  each  other  in 
the  office.  We  need  to  look  at  the  boy  from  the 
point  of  view  that  he  represents  the  results  of  six 
years  of  her  efforts  in  dealing  with  another  human 
being.  This  boy  might  be  frightened  and  distant 
or  frightened  and  clinging,  or  he  might  be  boisterous 
and  hard  to  manage.  He  might  react  to  the  doctor 
with  curiosity,  fear,  or  suspiciousness.  However 
he  presents  himself,  it  will  be  done  with  the  honesty 
and  openness  of  a child  and  will  be  quickly  discern- 
ible. Before  even  testing  the  boy’s  hearing,  we 
want  to  know  what  has  made  the  mother  think  he 
might  be  deaf.  Maybe  it  is  because  he  doesn’t  pay 
attention  to  her,  and,  if  so,  maybe  it  is  because  she 
is  either  very  vague  or  very  demanding.  Maybe  it 
is  because  his  schoolwork  is  below  par  in  her  opinion. 
If  this  is  so,  we  need  to  find  out  why  this  is  so  im- 
portant to  her  when  the  boy  is  only  in  the  first  grade. 

Case  6. — The  mother  with  the  baby  presents  an- 
other beautiful  opportunity  to  learn  about  what 
kind  of  person  we  are  dealing  with  through  the  sim- 
ple device  of  observing  her  actually  in  action  taking 
care  of  a big  responsibility,  her  baby.  Is  she  re- 
laxed, or  tense,  or  indifferent?  Does  she  come  to 
check  on  the  baby’s  formula  only  because  she  was 
advised  to  follow  some  routine  system  of  checking, 
or  does  she  have  a special  reason  this  time?  Why 
didn’t  she  breast-feed  the  baby?  When  we  get 
some  idea  of  the  picture,  we  can  bo  of  enormous  help 
in  steering  her  straight  before  she  makes  mistakes 
with  the  baby.  We  can  help  a great  deal  just  by 
minimizing  the  importance  of  formulas  and  routine 
checkups  and  by  emphasizing  the  importance  of 
the  relationship  between  the  two  of  them.  Let  us 
help  her  develop  her  own  judgment  about  matters 
of  taking  the  baby  to  a doctor  and  feeding  it  and 
avoid  the  trap  set  by  some  pediatricians  who  make 
the  business  of  raising  a baby  a mechanical  process. 

Case  7. — Our  machinist  with  the  industrial  in- 
jury may  seem  to  present  an  ordinary  superficial 
problem  not  worthy  of  any  personality  investigation. 
We  will  not  know  how  simple  and  superficial  it  is 
though  until  we  take  the  pains  to  find  out.  First, 
we  need  to  know  how  frequently  he  has  sustained 
injuries  in  the  past.  If  they  have  been  frequent, 
then  we  have  a rather  serious  problem  on  our  hands. 
He  is  likely  then  to  represent  one  of  the  so-called 
accident-prone  people  who  eventually  get  them- 
selves killed.  If  this  is  so,  we  need  to  find  out  what 
kind  of  circumstances  in  his  life  are  apt  to  lead  to 
his  becoming  careless.  Maybe  he  gets  angry  at  his 
boss,  or  his  wife,  or  his  mistress  and  in  such  a mood 
storms  around  recklessly  and  gets  hurt.  Even  if 
he  has  not  had  a lot  of  accidents  before,  we  may 
help  him  to  prevent  accidents  in  the  future.  Let  us 
take  an  interest  in  the  work  he  is  doing.  This  may 


help  him  to  take  more  interest  in  his  own  work  bv 
virtue  of  having  had  the  doctor  take  the  job  seri- 
ously enough  to  give  it  an  air  of  dignity.  We  need 
to  keep  in  mind  that  this  man  is  living  in  a society 
made  up  of  wealthy  people  and  junior  executives 
where  working  class  occupations  are  regarded  as 
lacking  in  dignity.  He  is  very  likely  to  be  affected 
by  this  atmosphere,  perhaps  by  feeling  that  it  is 
necessary  for  him  to  conceal  or  rise  above  a working 
class  status.  Perhaps  his  wife  wants  the  prestige 
and  material  things  possessed  by  the  engineer’s  wife 
in  the  same  neighborhood.  Perhaps  these  pressures 
on  our  patient  have  left  him  discontented  or  feeling 
inadequate,  thus  contributing  to  lack  of  attention 
and  carelessness  on  the  job.  By  our  treating  his 
job  and  his  social  status  with  respect,  he  can  take  a 
different  outlook  on  himself  and  thus  develop  a 
sense  of  greater  self-esteem  than  he  had  before. 
This  might  help  prevent  further  accidents. 

Case  8. — Our  fifty-year-old  woman  with  arthritis 
presents  one  of  the  very  typical  problems  seen  in 
general  practice.  Before  knowing  anything  more 
about  her  than  the  fact  that  she  has  had  her  arthritis 
for  years  and  has  tried  all  kinds  of  treatment,  we 
can  decide  that  if  ever  we  succeed  in  being  of  help  to 
her,  it  will  probably  not  be  through  a direct  attack 
on  her  joints  but  will  be  through  helping  her  to  live 
more  effectively  with  her  arthritis.  It  is  most  prob- 
able that  she  has  faced  repeated  disappointments 
before  in  getting  help,  and  it  is  likely  that  she  has 
built  up  a renewed  hope  in  coming  again  for  treat- 
ment to  another  doctor.  She  has  probably  heard 
about  this  new  doctor  in  a favorable  light  and  comes 
to  him  looking  for  a miracle.  She  may  actually 
say,  however,  that  she  realizes  that  not  much  can 
be  done  (thus  preparing  herself  for  the  worst),  but 
her  presence  in  the  office  belies  this  statement. 

My  own  experience  with  arthritics  has  shown  time 
after  time  that  the  patient’s  particular  way  of  deal- 
ing with  both  his  arthritis  and  with  the  rest  of  his 
life  determines  to  a very  large  degree  how  uncom- 
fortable his  arthritis  turns  out  to  be.  Usually,  the 
people  I have  seen  with  arthritis  deal  with  life  in  a 
strained,  tense,  cautious,  slow,  deliberate  way.  This 
perpetual  tension  results  directly  in  an  intensifica- 
tion of  symptoms  through  the  way  the  muscles 
keep  the  joints  tightened  up.  Conversely,  when 
these  patients  learn  to  relax,  their  muscles  stop 
working  on  the  joints  this  way,  and  the  symptoms 
are  reduced. 

It  would  be  very  appropriate,  in  view  of  this  pos- 
sibility, to  determine  how  this  might  apply  to  our 
patient.  It  is  very  likelv  that  it  will  apply,  and  if 
so,  we  can  present  to  her  the  following  programs: 
There  might  be  something  the  doctor  can  do  to  make 
her  more  comfortable,  and  there  is  certainly  some- 
thing she  can  do  to  help  herself.  The  doctor’s 
medications  may  have  some  value,  but  it  probably 
will  not  be  very  much.  However,  if  she  learns  to 
relax  in  her  ways  of  dealing  with  life,  her  joint  symp- 
toms are  going  to  lose  a great  deal  of  their  impor- 
tance. We  probably  will  not  be  helpful  to  this  pa- 
tient by  suggesting  that  she  “go  home  and  take  it 
easy”  for  she  is  probably  not  the  frantic,  hurried, 
harassed  type  of  person  we  might  expect  to  find 
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with  a peptic  ulcer.  On  the  other  hand,  she  is  more 
likely  to  be  going  to  the  other  extreme.  Instead  of 
being  a person  with  her  foot  on  the  accelerator  all 
the  time,  she  is  probably  one  -with  her  foot  on  the 
brake.  If  anything,  she  needs  to  speed  up,  to  take 
chances,  to  go  forward  instead  of  slowing  down.  In 
other  words,  she  is  more  likely  to  be  tense  because 
she  is  holding  back  rather  than  tense  because  she  is 
running  away. 

Case  9. — Our  forty-seven-year-old  salesman  com- 
plaining of  epigastric  distress  will  probably  turn 
out  to  be  another  kind  of  stereotype.  We,  as  doc- 
tors, have  to  keep  in  mind  the  possibility  that  he 
might  have  cancer,  but  it  will  not  help  him  to  know 
this  unless  it  really  turns  out  to  be  something  he 
has  to  face.  We  can  assure  him  very  soon  that  his 
story  does  not  sound  like  anything  serious.  When 
we  make  this  commitment  before  we  are  sure  our- 
selves, we  are  taking  the  chance  of  being  proved 
wrong.  This  chance  is  only  going  to  be  one  out  of 
fifty  though  and  is  well  worth  taking.  The  psycho- 
logic effects  on  the  patient  of  having  to  wait  a 
couple  of  weeks  to  find  out  whether  he  has  cancer 
are  sufficiently  devastating  to  justify  our  taking  a 
considerable  risk.  Of  course  when  we  x-ray  him  for 
an  ulcer,  we  are  going  to  look  for  cancer  and  maybe 
even  make  a subsequent  check  if  we  don’t  find  anv 
evidence  the  first  time.  This  suspicion,  however, 
can  be  very  appropriately  kept  as  the  doctor’s 
own  private  secret.  Chances  are  most  likely  that 
we  will  not  be  dealing  with  a cancer  victim  but 
rather  with  one  of  the  typical  middle-aged  products 
of  our  competitive  society.  He  will  probably  be  a 
man  whose  problems  are  so  complex  as  to  justify  our 
taking  quite  a bit  of  time  and  several  visits  to 
clarify  some  of  the  basic  issues.  We  may  or  may 
not  find  evidence  of  an  ulcer.  Whether  we  do  or 
not,  we  will  encounter  the  same  situation  in  finding 
the  most  effective  way  to  be  of  service  to  this  man. 
Chances  are  that  his  present  job.  his  future  career, 
his  social  life,  his  recreations,  his  relationships  with 
wife  and  children  need  a totally  new  reappraisal, 
pointing  the  way  for  a reassessment  of  his  goals.  It 
may  turn  out  that  the  complexity  of  his  problems 
will  turn  out  to  be  beyond  the  scope  of  the  family 
physician,  and  a psychiatrist  may  be  needed  to 
carry  the  job  further. 

Case  10. — Our  young  engineer  coming  for  a rou- 
tine insurance  examination  certainly  would  not 
usually  provoke  any  thought  that  he  might  be  a 
potential  psychosomatic  problem.  However,  as  we 
get  to  know  more  and  more  engineers,  we  become 
impressed  by  the  large  proportion  of  tense,  rigid 
people  in  their  ranks.  These  people  tend  to  be  ex- 
cessively meticulous  and  excessively  critical  of  others 
as  a result  of  which  they  develop  relationships  which 
are  strained.  Their  insecurities  are  likely  to  be  ex- 
pressed in  mechanical  and  materialistic  values.  In 
the  case  of  our  engineer  these  possibilities  might 
apply.  This  might  have  had  something  to  do  with 
his  having  undertaken  to  buy  the  life  insurance  for 
whieh  he  is  coming  to  be  examined.  If  this  is  so,  we 
might  be  able  to  steer  him  out  of  future  trouble  by 
helping  him  to  become  aware  of  these  facts  (if  pres- 
ent). He  may  turn  out  to  be  a man  like  a patient 


of  mine,  also  an  engineer,  whose  insecure  wav  of 
living  led  to  his  taking  on  such  a large  burden  of 
life  insurance  that  he  thereby  made  it  impossible  to 
afford  a home  in  which  to  live.  Or,  he  might  be  like 
another  engineer  who  believed  that  by  buying  a large 
insurance  policy  in  which  his  wife  was  the  benefi- 
ciary he  had  discharged  all  his  obligations  to  his 
family.  In  the  case  in  question  we  may  not  find  out 
much  about  these  possibilities  on  his  first  visit, 
but  if  we  take  the  trouble  to  find  out  something 
about  his  life,  he  will  have  the  feeling  that  this  doctor 
knows  him  and,  therefore,  the  logical  physician  to 
visit  the  next  time  he  needs  help,  at  which  time  the 
process  of  getting  to  know  his  kind  of  person  will 
be  carried  on  further.  The  more  we  get  to  know 
about  him,  the  better  will  be  our  position  in  helping 
him  make  more  accurate  appraisals  of  his  way  of 
living.  If  twenty  years  later  we  are  still  serving  as 
the  physician  for  this  man  and  his  family  and  if  we 
find  that  this  family  is  living  in  a happy,  harmonious 
way,  we  can  take  some  credit  for  their  success.  Ac- 
tually. we  may  never  venture  to  solve  any  of  his 
problems,  but  our  interest  in  his  way  of  living  will 
help  him  become  aw-are  of  his  way  and  therefore 
help  him  to  make  appraisals  of  it  which  can  lead  to 
change. 

Case  11. — Our  fifty-five-y ear-old  accountant  who 
had  a serious  coronary  attack  three  months  before 
and  is  now  on  the  road  to  recover}’  will  present  an- 
other very  serious  problem.  The  physician  may  be 
inclined  to  feel  that  his  obligations  to  this  patient 
are  primarily  those  of  forestalling  another  heart 
attack.  If  we  devote  our  attention  primarily  to 
the  man’s  heart,  however,  we  are  likely  to  wind  up 
with  an  invalid  who  is  useless  both  to  himself  and 
society.  Instead  of  doing  this,  let  us  begin  our 
treatment  of  him  with  the  following  assumptions: 
(1)  He  will  have  another,  and  possibly  fatal,  heart 
attack,  and  (2)  only  God  knows  when  that  will  hap- 
pen. Our  job  will  be  to  help  him  make  the  best  1 
possible  use  of  the  time  he  has  left  to  live.  If  our 
approach  to  him  is  a long  list  of  situations  and  ac- 
tivities to  avoid,  we  are  not  doing  the  job  adequately. 
On  the  contrary,  our  job  will  be  best  done  by  helping 
and  encouraging  him  to  do  rather  than  to  avoid. 
Inasmuch  as  his  occupation  is  relatively  nonstrenu- 
ous,  there  would  be  no  point  in  avoiding  work  un- 
less perchance  he  is  financially  able  to  retire.  Let 
us  get  him  started  back  into  an  average,  quiet 
sedentary  life  which  would  be  as  close  as  possible 
to  the  kind  of  life  led  by  a person  in  a similar  station 
of  life  but  who  has  not  had  a heart  attack.  He  will 
need  a fuller  and  richer  life  than  before,  not  a more 
impoverished  life.  Chances  are  that  his  way  of 
liv’ing  before  was  a strictly  routine,  monotonous 
existence  full  of  perjjetual  dissatisfaction.  This  j 
might  have  had  something  to  do  with  his  having  had 
a heart  attack.  That  is  why  he  may  find  it  possible  f 
to  live  longer  by  adding  to  his  life  rather  than  by  f 
subtracting  from  it. 

Case  12. — Our  thirty-six-year-old  housewife  com- 
plaining of  palpitationsis  most  likely  to  turn  out  to  be 
a typical  psychiatric  problem.  Let  us  not  be  misled 
by  her  symptoms,  but  let  us  be  careful  in  getting  a 
picture  of  what  makes  up  her  life,  her  loves,  resent- 
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ments,  fears,  disappointments,  frustrations,  and 
her  particular  way  of  facing  her  responsibilities.  We 
will  not  really  be  of  help  to  her  by  just  reassuring  her 
that  her  health  is  all  right,  even  though  that  may  be 
all  she  is  asking  for.  We  need  to  show  her  that  we 
are  aware  of  the  possibilities  that  might  bring  about 
the  condition  she  is  in,  even  though  we  may  not 
know  the  answer  just  then.  As  we  go  along  with 
her,  unfolding  a picture  of  her  way  of  living  over  some 
period  of  time,  we  may  lead  up  to  the  issue  of  refer- 
ring her  to  a psychiatrist.  If  we  reach  this  point, 
we  will  have  already  paved  the  way  for  her  accepting 
and  benefiting  from  it  just  by  our  having  shown  an 
interest  in  her  total  life. 

Summary 

These  12  hypothetic  patients  are  representa- 
tive samples  of  the  patients  found  in  any  clinic  or 


in  any  physician’s  waiting  room.  It  may  seem 
that  if  we  were  to  go  into  all  the  possibilities  sug- 
gested, we  would  be  taking  up  more  time  than 
we  have.  I do  not  believe  that  any  of  this  would 
be  a waste  of  time,  however.  We  must  remem- 
ber that  of  all  the  patients  we  see,  the  drugs  and 
operative  procedures  we  have  to  offer  are  going 
to  influence  seriously  only  one  out  of  ten  oi- 
ls of  them.  If  we  want  to  help  the  rest  of  them, 
we  will  have  to  find  something  else  to  offer. 
What  I have  discussed  is  that  something  else. 
I have  not  made  a plea  for  psychiatrists’  services 
here,  but  instead  I am  trying  to  carry  out  with 
you  the  most  reasonable  goal  of  any  reasonable 
psychiatrist:  looking  for  ways  to  make  himself 
unnecessary  to  others. 

58  Washington  Street 
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THERE  is  considerable  evidence  that  anesthesia 
has  been  responsible  for  many  maternal 
deaths.  In  1941  the  Committee  on  Maternal 
Welfare  of  the  Massachusetts  Medical  Society1 
found  that  ten  of  226  puerperal  deaths  recorded 
from  the  state  during  that  year  were  due  to 
anesthesia.  In  1943  the  Maternal  Mortality 
Committee  of  the  Minnesota  State  Medical 
Society2  reported  that  three  of  85  maternal  deaths 
were  attributed  to  anesthesia.  In  1946  Gordon’ 
reported  that  anesthesia  was  responsible  for  43  of 
958  puerperal  deaths  reviewed  by  the  Committee 
on  Maternal  Welfare  of  the  Kings  County 
Medical  Society. 

In  the  borough  of  the  Bronx,  in  line  with  the 
improvement  reported  throughout  the  United 
States,  there  has  been  a progressive  decrease  in 
the  number  of  puerperal  deaths  despite  an  in- 
crease in  the  birth  rate.  In  the  six-year  period 
from  1940  to  1945,  there  were  19.0  maternal 
deaths  per  10,000  live  births.  Between  1946  and 
1951  there  were  14.6  maternal  deaths  per  10,000 
live  births,  an  improvement  of  23  per  cent  (Fig. 
1).  This  decrease  was  mainly  due  to  better  re- 
sults in  the  management  of  hemorrhage,  toxemia, 
and  infection.  The  number  of  maternal  deaths 

This  paper,  prepared  under  the  auspices  of  the  Committee 
of  Maternal  Welfare,  Bronx  County  Medical  Society,  was 
presented  at  a meeting  of  the  Bronx  Gynecological  and  Ob- 
stetrical Society,  November  24,  1952. 


Fig.  1.  Decrease  in  maternal  mortality  per  10,000 
live  births. 


from  anesthesia,  however,  have  increased  from  2 
per  cent  in  the  1940  to  1945  period  to  9 per  cent  of 
the  total  mortality  in  the  following  six-year  period 
(Table  I).  The  importance  of  anesthesia  as  an 
increasingly  responsible  factor  in  maternal  deaths 
is  obvious.  It  was  for  this  reason  that  the 
Maternal  Welfare  Committee  of  the  Bronx 
County  Medical  Society  reviewed  all  deaths  per- 
taining to  this  cause,  hoping  thereby  to  determine 
the  preventable  factors  responsible  for  deaths  re- 
sulting from  anesthesia. 

During  the  twelve-year  period  from  1940 
through  1951,  413  maternal  deaths  occurred  in 
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TABLE  I. — Increase  in  Anesthesia  Deaths  and  De- 
crease in  Deaths  from  Other  Causes  in  Period  from 
1946  to  1951  as  Compared  to  Period  from  1940  to  1945 


1940  to  194.5 

1946  to  1951 

--(Total  Deaths  226)-> 

--(Total  Deaths  187  j — 

Per  Cent 

Per  Cent 

Number 

of  Total 

Number 

of  Total 

Causes 

of  Deaths 

Deaths 

of  Deaths 

Deaths 

Hemorrhage 

59 

26 

31 

16.5 

Toxemia 

59 

26 

32 

17 

Infection 

25 

11 

11 

5.8 

Anesthesia 

5 

2 

17 

9 

the  borough  of  the 

Bronx,  22  of  which  were 

attributed 

to  anesthesia.  In 

analvzin 

g these 

deaths,  they  naturally  fell  into  three  groups:  (1) 

those  following  general  anesthesia,  (2)  those 
associated  with  spinal  anesthesia,  and  (3)  those  in 
which  a combination  of  anesthetic  agents  was 
used. 

Deaths  Attributed  to  General  Anesthesia 

There  were  nine  maternal  deaths  associated 
with  general  anesthesia.  The  essential  data  per-  * 
taining  to  these  deaths  are  brief!}'  summarized  in  = 
Table  II.  In  seven  cases  death  was  either  due  to  | 
aspiration  asphyxia  or  massive  collapse  of  the  <\ 
lung.  Cardiac  arrest  and  asphyxia  from  nitrous  <1 
oxide  were  the  other  two  causes.  z 

Aspiration. — The  following  cases  illustrate  o 
the  dire  consequences  that  can  follow  aspiration  E 
of  vomitus.  * 

Case  1. — A twenty-nine-year-old  primigravida,  ; 
after  thirteen  hours  of  labor  (in  hospital  eight  hours),  i 
was  delivered  by  outlet  forceps  under  gas-oxvgen-  I 
ether  by  a trained  anesthetist.  Upon  the  comple-  r 
tion  of  the  anesthetic  the  anesthetist  left,  and  shortly  E 
thereafter  the  patient  vomited.  Two  hours  post-  2 
partum  she  became  cyanotic  and  dyspneic  and  “ 
complained  of  pain  in  the  chest.  The  temperature  — ■ 
was  103  F.,  and  rales  were  heard  at  both  bases.  Z' 
Pulmonary  x-ray  showed  diffuse  density  of  both  £ 
lungs.  Oxygen  and  penicillin  were  given.  The  < 
patient  died  twenty-six  hours  postpartum. 

Case  2. — This  patient  received  food  while  in  the 
hospital.  Evidently  it  was  the  impression  that 
she  was  not  in  active  labor.  A twenty-three-year- 
old  primipara,  she  was  delivered  by  outlet  forceps 
after  being  in  the  hospital  for  eleven  hours.  Vomit- 
ing occurred  with  nitrous  oxide-oxygen-ether  anes- 
thesia administered  by  the  resident  physician.  The 
mask  was  removed,  and  suction  of  nose  and  throat 
yielded  1 quart  of  partially  digested  food.  Increas- 
ing cyanosis  was  treated  by  oxygen  and  artificial 
respiration.  Coramine  and  adrenaline  were  also 
administered.  A qualified  anesthetist  was  called 
too  late,  and  the  patient  expired  one  hour  and  forty 
minutes  after  the  onset  of  anesthesia.  The  total 
time  of  anesthesia  was  approximately  forty  minutes. 

Case  3. — This  patient  did  not  receive  solid  food 
during  her  eight-hour  labor  in  the  hospital  (total 
labor  ten  hours).  She  was  a primipara,  twenty 
years  of  age,  who  was  given  open  drop  ether  by  an 
intern  for  a low  forceps  delivery.  Soon  after  the 
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anesthetic  was  started,  the  patient’s  respiration 
became  obstructed.  Cyanosis  developed,  and  an 
airway  was  introduced  with  considerable  difficulty. 
When  the  anesthesia  was  resumed,  the  patient 
vomited,  and  the  vomitus  slogged  the  airway.  Suc- 
tion apparatus  was  not  available  and  had  to  be  ob- 
tained from  the  operating  room.  In  spite  of  suction 
of  the  vomitus  from  the  throat  and  artificial  respi- 
ration, oxygen,  and  intracardiac  adrenaline,  she  died 
thirty  minutes  after  the  onset  of  anesthesia.  Au- 
topsy revealed  the  air  passages  occluded  with  semi- 
solid food.  The  stomach  had  an  additional  200  cc.  of 
the  same  material. 

Case  4 • — This  case  of  aspiration  occurred  in  a 
thirty-six-year-old  primigravida  who  developed 
fetal  distress  two  hours  after  admission  to  the 
hospital.  Examination  revealed  a face  presenta- 
tion with  the  cervix  two  fingers  dilated.  The  total 
duration  of  labor  was  five  hours.  A cesarean  was 
performed  under  gas-oxygen-ether  by  a trained 
anesthetist.  She  took  the  anesthetic  poorly  and 
vomited.  Immediately  after  the  operation  was 
completed,  the  pulse  rose,  and  the  patient  became 
somewhat  cyanotic.  The  postpartum  course  was 
febrile,  and  physical  examination  revealed  broncho- 
pneumonia. She  died  on  the  fifth  postpartum  day 
despite  oxygen  and  sulfadiazine  therapy. 

Aspiration  of  stomach  contents  into  the  lungs 
during  or  shortly  after  obstetric  anesthesia  occurs 
frequently  enough  to  warrant  the  exercise  of 
every  preventive  measure  against  its  occurrence. 
It  has  been  estimated  that  at  least  one  patient 
in  every  ten  vomits  during  labor  or  delivery.4 
Prophylaxis  begins  with  antepartum  instructions 
when  the  patient  is  warned  of  the  danger  of 
eating  at  home  once  labor  begins.  After  ad- 
mission to  the  hospital  all  foods  should  be 
withheld  except  for  very  small  quantities  of  tea, 
water,  or  juice.  It  is  a well-known  fact  that 
labor  inhibits  gastric  activity  and  favors  reten- 
tion. This  was  seen  in  Case  3 who  did  not  have 
any  food  for  ten  hours,  yet  her  stomach  contained 
200  cc.  of  partially  digested  food.  When  labor 
is  prolonged  or  the  patient  dehydrated,  fluids 
should  be  given  intravenously.  Unfortunately, 
the  onset  of  labor  is  unpredictable,  and  oftentimes, 
despite  the  above  warning  the  patient  is  ad- 
mitted to  the  delivery  room  improperly  prepared 
for  inhalation  anesthesia.  In  these  cases  local 
infiltration,  pudendal,  or  saddle  block  anesthesia 
is  indicated  where  feasible.  If  inhalation 
anesthesia  must  be  given  to  a patient  with  a full 
stomach,  the  stomach  contents  should  be  emptied 
by  lavage  before  the  anesthetic  is  started.  A 
trained  anesthetist  who  takes  his  responsibility 
seriously  should  administer  the  anesthetic,  not 
an  untrained  intern  or  resident  who  is  un- 
familiar with  means  of  coping  with  the  emergen- 
cies or  complications  due  to  the  anesthetic 
agents. 


Should  symptoms  of  aspiration  develop,  im- 
mediate suction  in  Trendelenburg  position  is 
indicated,  and  if  this  fails,  then  bronchoscopy 
must  be  performed  instantly.  The  four  patients 
that  died  from  aspiration  in  our  study  were  denied 
this  important  measure. 

The  delivery  rooms  should  be  equipped  with 
adjustable  tables  for  Trendelenburg  position, 
efficient  suction  apparatus,  laryngoscope  and 
intratracheal  tubes,  proper  sizes  of  airways,  and 
a bronchoscope.  The  delay  incurred  in  borrow- 
ing apparatus  from  the  operating  room  or  central 
supply  may  prove  costly  to  the  patient. 

It  is  essential  that  all  patients  be  observed 
carefully  until  they  have  completely  recovered 
from  the  effects  of  the  anesthetic.  The  ideal 
setup  is  to  observe  all  postpartum  patients  in  a 
recovery  room,  fully  equipped  with  proper  ap- 
paratus for  emergencies  and  staffed  with  trained 
personnel.  In  the  construction  of  a new  ma- 
ternity pavilion,  the  recovery  room  should  be  an 
integral  unit. 

Massive  Collapse. — Massive  collapse  may  de- 
velop suddenly  while  the  patient  is  breathing 
highly  absorbable  gases.  “Acute  atelectasis”  is 
due  in  most  cases  to  plugging  of  a bronchus  or 
several  bronchi  by  tenacious  secretions  which 
have  collected  in  the  tracheobronchial  tree  during 
anesthesia,  or  to  mucus,  blood,  or  vomitus  which 
has  been  aspirated  during  or  immediately  after 
anesthesia.5  Pulmonary  collapse  occurred  dur- 
ing a normal  delivery,  an  ectopic  pregnancy,  and 
during  a curettage  for  retained  placental  tissue. 
All  patients  were  autopsied  and  findings  con- 
firmed. 

Case  5. — This  patient,  age  thirty-seven  years, 
gravida  3,  para  2,  had  a normal  spontaneous  de- 
livery with  episiotomy  repair  after  a six-hour  labor 
(in  hospital  five  hours).  An  intern  administered 
the  ether-oxygen  through  a closed  system.  Upon 
removal  of  the  mask  the  patient  was  cyanotic,  and 
the  pulse  was  barely  perceptible.  Dyspnea  was 
evident.  Treatment  included  oxygen,  artificial 
respiration,  and  adrenaline.  Death  occurred  within 
.forty  minutes.  Autopsy  revealed  blood-tinged 
mucoid  material  present  in  the  main  bronchus.  The 
lungs  contained  no  air. 

Case  6. — A Negro  woman,  age  thirty-five,  gravida 
3,  para  1,  was  curetted  for  retained  placental  tissue. 
An  intern  administered  nitrous  oxide-oxygen-ether, 
closed  method,  for  thirty-two  minutes.  The  pa- 
tient was  taking  the  anesthetic  poorly.  Upon 
completion  of  the  anesthesia  the  patient  stopped 
breathing.  Cardiac  and  respiratory  stimulants  were 
given  but  without  success.  Postmortem  examin- 
ation showed  complete  bilateral  atelectasis. 

Case  7. — This  patient,  age  thirty-two,  para  1,  had 
a salpingo-oophorectomy  for  ectopic  pregnancy 
under  ether  anesthesia  (trained  anesthetist).  The 
operating  time  was  about  forty-five  minutes.  “As 
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the  abdomen  was  being  closed,  she  became  pale,  her 
pulse  failed,  and  the  systolic  blood  pressure  was 
unobtainable.”  The  dyspnea  steadily  increased 
until  she  died  just  as  the  closure  was  completed. 
Coramine,  ephedrine,  and  oxygen  were  administered. 
Necropsy  showed  massive  atelectasis  involving  the 
lower  lobes  of  the  right  and  left  lungs. 

These  cases  demonstrate  that  aspiration  may 
pass  unnoticed  when  a closed  system  of  adminis- 
tration of  anesthesia  is  used.  This  is  more  apt 
to  happen  if  the  anesthetic  is  given  by  an  un- 
trained individual.  Since  the  massive  collapse 
was  unrecognized  as  a clinical  entity,  the  patients 
were  treated  symptomatically  for  “shock.”  In 
lieu  of  stimulation  with  coramine  and  ephedrine, 
maintenance  of  oxygenation  by  artificial  means 
is  of  greater  import.  This  recognition  and 
correction  of  respiratory  obstruction  is  more 
beneficial  than  all  the  stimulating  drugs  used. 
To  insure  proper  diagnosis  and  therapy  a trans- 
parent anesthesia  mask,  suction  apparatus 
equipped  with  an  endotracheal  tube  and  broncho- 
scope are  essential,  and  an  anesthetist  capable  of 
performing  bronchoscopy  must  be  present. 

Cardiac  Arrest. — Cardiac  arrest  occurred  in  one 
patient  under  general  anesthesia. 

Case  8. — This  thirty-six-year-old  primigravida 
had  a normal  spontaneous  delivery  after  six  and  one- 
half  hours  of  labor.  To  repair  the  episiotomv  she 
was  anesthetized  with  gas-oxygen-ether  (closed 
system)  by  a nonqualified  individual.  As  the  epi- 
siotomy  was  completed,  there  was  sudden  failure  of 
the  pulse  and  blood  pressure,  and  the  patient  ceased 
to  breathe.  Cardiac  stimulants  and  artificial  res- 
piration failed.  The  patient  died  sixteen  minutes 
postpartum.  Cardiac  massage  was  not  attempted; 
instead  the  routine  respiratory  and  cardiac  stimu- 
lants were  relied  upon.  The  diagnosis  of  cardiac 
arrest  was  not  made  by  the  anesthetist. 

Any  anesthetic  agent  or  combination  of  agents 
may  cause  this  complication.  Anoxia,6  reflex 
action  from  gastric  dilatation,7  endotracheal 
intubation,8  and  cyclopropane9  are  listed  as 
etiologic  factors. 

The  diagnosis  is  usually  first  made  by  the 
anesthetist.  This  serves  to  emphasize  the  need 
for  a trained  individual  and  the  importance  of 
constantly  watching  the  patient  who  is  under 
anesthesia. 

Treatment  of  cardiac  arrest  must  be  immediate. 
It  consists  of  cardiac  massage,  artificial  respira- 
tion, procaine,  ephedrine,  and  intravenous  fluids. 
The  few  precious  minutes  available  for  this  treat- 
ment necessitate  close  teamwork  between  the 
obstetrician  and  the  anesthetist. 

Nitrous  Oxide  Asphyxia — The  cause  of  the 
following  death  is  obvious. 

Case  9. — This  tragic  incident  occurred  while  a 
thirty-six-vear-old  para  1 was  receiving  intravenous 


Sodium  Pentothal  (2Vs  per  cent  solution)  anesthesia 
for  a curettage  for  retained  secundes,  following  a 
five-and-one-half-month  spontaneous  abortion.  Oxy- 
gen was  supposedly  given  while  the  Pentothal  was 
dripping  into  the  vein.  After  18  cc.  was  admin- 
istered. the  patient  became  cyanotic,  and  the  an- 
esthetist "pushed”  the  oxygen.  The  cyanosis  in- 
creased, and  the  patient  died  within  a few  minutes. 
At  first  it  was  believed  that  this  death  was  due  to 
the  Sodium  Pentothal,  only  to  discover  later  that 
nitrous  oxide  was  being  "pushed”  instead  of  the  oxy- 
gen. This  patient  never  received  any  oxygen  from 
the  start. 

Deaths  Following  Spinal  Anesthesia 

There  were  11  deaths  attributed  to  spinal 
anesthesia.  The  essential  data  pertaining  to 
these  deaths  are  listed  in  Table  III.  Nine  deaths 
were  due  to  “spinal  shock.”  This  term  is  used 
to  designate  sudden  respiratory  embarrassment 
and  circulatory  collapse.  It  is  manifested  clini- 
cally by  severe  hypotension,  followed  by  dyspnea, 
cyanosis,  and  a rapid,  thready  pulse.  The  time 
interval  between  the  onset  of  these  symptoms  and 
the  spinal  injection  varied  from  a few  seconds  to 
thirty  minutes.  In  the  majority  of  patients  the 
onset  was  within  a few  minutes,  as  demonstrated 
in  the  following  case  report. 

Case  10. — Mrs.  E.  R.,  twenty-nine-year-old  gra- 
vida 2.  para  1,  was  admitted  to  the  hospital  at  term 
in  active  labor.  Examination  showed  a vertex  pre- 
sentation, engaged,  cervix  two  fingers  dilated  and 
thin,  with  intact  membranes.  She  had  developed 
whooping  cough  during  the  last  month  of  her  preg- 
nancy, and  during  labor  she  coughed  spasmodically. 
Four  hours  after  admission  the  cervix  was  almost 
fully  dilated,  and  she  appeared  tired.  Her  physician 
decided  to  terminate  labor  by  forceps  under  spinal 
anesthesia.  The  anesthetist  introduced  100  mg. 
procaine  between  the  third  and  fourth  lumbar  level 
with  the  patient  in  sitting  position,  after  which  she 
was  then  placed  in  prone  position.  Almost  im- 
mediately, she  complained  of  headache  and  difficulty 
in  breathing.  She  became  cyanotic,  and  the  pulse 
was  rapid  and  thready.  The  cyanosis  increased; 
the  blood  pressure  could  not  be  obtained.  At- 
tempts to  resuscitate  her  with  oxygen,  glucose  in- 
fusion, coramine.  and  ephedrine  failed.  She  died 
five  minutes  later.  When  beyond  aid,  a midforceps 
was  performed  with  the  delivery  of  a stillborn  in- 
fant. Autopsy  showed  dilatation  of  the  heart, 
acute  bronchitis,  fatty  liver  and  kidneys,  and  dila- 
tation of  the  ovarian  and  abdominal  veins. 

Two  patients  lived  for  twenty-three  hours  and 
four  days,  respective!}',  as  decerebrates  due  to  the 
severe  anoxia  of  spinal  shock  which  caused  ex- 
tensive cerebral  damage.  There  were  two  other 
causes  of  spinal  death.  One  was  attributed  to 
meningitis,  probably  aggravated  or  caused  by  the 
spinal  injection,  and  the  other  followed  massive 
pulmonary  collapse,  showing  that  the  latter  can 
occur  after  spinal  as  well  as  general  anesthesia. 


TABLE  III. — Deaths  Following  Spinal  Anesthesia 
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Of  all  the  reported  methods  of  anesthesia  for 
pregnant  women,  spinal  anesthesia  is  associated 
with  the  highest  percentage  of  accidents.10  The 
explanation  which  is  generally  accepted  for  spinal 
complications  is  that  pertaining  to  the  increased 
intra-abdominal  pressure  during  labor,  which 
tends  to  influence  spinal  fluid  dynamics  and 
propel  the  drug  to  higher  and  more  dangerous 
cord  levels.  Therefore,  great  caution  must  be 
exercised  when  spinal  anesthesia  is  chosen  for  the 
pregnant  patient.  Certainly  the  dosage  of  pro- 
caine should  be  kept  at  a safe  level,  preferably 
100  mg.  or  less.  In  two  instances  150  mg.  and 
200  mg.  were  administered  by  untrained  an- 
esthetists with  lethal  effects. 

One  of  the  major  criticisms  made  by  the 
Maternal  Welfare  Committee  reviewing  the 
spinal  deaths  was  “the  lack  of  supportive 
therapy.”  By  this  is  meant  the  administration 
of  small  doses  of  a vasopressor  drug  and  adminis- 
tration of  intravenous  fluids  to  prevent  the 
collapse  of  the  vital  functions  of  respiration  and 
circulation.  Eight  of  the  nine  patients  who  died 
from  “spinal  shock”  failed  to  receive  -such  treat- 
ment. Both  the  trained  and  untrained  an- 
esthetists were  guilty  of  this  omission. 

Deaths  Associated  with  the  Use  of  Com- 
bined Anesthetic  Agents 

There  were  only  two  cases  that  fall  into  this 
category.  They  are  reported  briefly  with 
omission  of  clinical  data  that  are  not  pertinent. 

Case  1 1 . ( Spinal  A nesthesia  and  C yclopropane ) . — - 

This  Negro  patient,  age  thirty-seven,  para  1,  had  an 
elective  cesarean  section  (previous  section)  under 
spinal  anesthesia  with  5 mg.  Nupercaine  in  glucose 
administered  by  a trained  anesthetist.  During 
closure  of  the  abdominal  wound,  the  patient  com- 
plained bitterly  of  pain  and  appeared  rather  excit- 
able and  nervous.  Cyclopropane  was  then  given. 
Shortly  thereafter,  there  was  a disappearance  of  her 
pulse,  and  she  stopped  breathing.  A diagnosis  of 
cardiac  arrest  was  made.  An  endotracheal  tube  was 
inserted,  oxygen  was  given  under  pressure,  and  100 
mg.  of  procaine  were  injected  intravenously.  Adren- 
aline was  injected  intracardially.  When  she  failed 
to  respond  to  the  above  measures,  a thoracotomy 
was  performed  and  cardiac  massage  employed. 
Unfortunately,  this  failed  to  restore  cardiac  func- 
tion, and  the  patient  expired. 

Cyclopropane  was  considered  by  the  Com- 
mittee an  anesthetic  of  poor  choice  for  a patient 
who  was  nervous  and  excitable.  Such  excite- 
ment causes  an  increase  in  the  epinephrine  con- 
tent of  the  blood.  Cyclopropane  sensitizes  the 
heart  to  the  action  of  epinephrine,  which  may 
cause  cardiac  arrest.  A better  choice  would  have 
been  nitrous  oxide-oxygen-ether  or  intravenous 
Pentothal. 
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Case  12.  ( Spinal  Anesthesia  with  Sodium  Pento- 

thal).— A thirty-year-old.  white  primi gravida  had  a 
classic  cesarean  section  done  for  cephalopelvic  dis- 
proportion after  a twelve-hour  test  of  labor.  The 
operation  was  performed  by  a genitourinary  sur- 
geon. and  the  spinal  anesthesia  (100  mg.  Xeocaine) 
was  given  by  the  house  physician.  With  the  de- 
livery of  the  baby.  0.4  per  cent  Sodium  Pentothal 
was  given  intravenously.  Th“  pulse  and  respi- 
rations disappeared  shortly  thereafter.  Cardiac 
massage  through  the  diaphragm  was  immediately 
instituted  and  oxygen  administered.  Picrotoxin 
and  adrenaline  were  injected  intravenously.  All 
efforts  to  revive  the  patient  failed,  and  she  died 
twenty-three  minutes  after  the  onset  of  the  spinal 
injection. 

It  is  difficult  to  determine  from  the  information 
available  whether  this  death  was  due  to  the 
Sodium  Pentothal  or  the  spinal  anesthesia. 
There  was  no  record  of  blood  pressure  readings, 
nor  any  evidence  that  supportive  therapy  was 
given  with  the  spinal  anesthetic.  Obviously  the 
anesthetist  was  untrained  and  unfamiliar  with 
his  working  tools.  As  a side  commentary,  one 
wonders  what  induces  a urologist  to  perform  a 
cesarean  section. 

Summary  and  Conclusions 

Anesthesia  is  placing  an  increasingly  significant 
role  in  deaths  associated  with  pregnancy  and 
labor  throughout  the  country.  A rise  in  maternal 
mortality  due  to  this  cause,  from  2 to  9 per  cent 
in  the  last  six  years  in  the  Borough  of  the  Bronx, 
has  aroused  interest  in  this  problem. 

.Anesthesia,  whether  it  be  spinal  or  general, 
should  be  considered  a major  procedure.  As 
-uch.  it  should  be  administered  by  one  trained  in 


the  science  and  art  of  anesthesiology.  The 
administration  of  an  anesthetic  agent  is  only  one 
function  of  the  anesthetist:  to  cope  with  emer- 
gencies or  complications  arising  therefrom  is 
another. 

The  following  suggestions  for  prevention  and 
treatment  of  complications  resulting  from  an- 
esthesia have  been  recommended  by  our  Ma- 
ternal Welfare  Committee:  (1)  prenatal  instruc- 
tion stressing  the  dangers  of  eating  when  labor 
begins : ( 2)  withholding  oral  feedings  during  labor 
and  substituting  parenteral  administration  where 
necessary:  (3)  gastric  lavage  prior  to  inhalation 
anesthesia  in  those  patients  who  have  eaten  re- 
cently and  are  ready  for  delivery;  (4)  adequate 
supportive  therapy  for  spinal  anesthesia:  (5) 
competent  anesthetists:  (6)  delivery  rooms 

equipped  with  transparent  anesthetic  mask', 
tiltable  delivery  tables,  various  airways,  suction, 
endotracheal  tubes,  and  bronchoscopes:  (7)  re- 
covery room  staffed  with  trained  personnel  and 
containing  the  above  equipment. 
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MEDICINE  BEHIND  THE  IRON  CERTAIN 

Some  interesting  information  has  been  made 
available  by  the  American  Heritage  Foundation  of 
New  York  City  concerning  medical  practice  in 
Soviet-dominated  satellites.  A former  professor  of 
pediatrics  at  the  Charles  University  in  Prague,  now 
practicing  in  this  country,  gives  the  following 
evaluation: 

"The  revolution  and  regimentation  that  the  medi- 
cal profession  is  undergoing  behind  the  iron  curtain 
will  make  it  increasingly  difficult  for  physicians  to 
exercise  their  profession  according  to  pre-Com- 
munist  standards.  Political  reliability  has  become 
a necessary  adjunct  to  professional  skill  in  qualifying 
for  good  positions  in  hospitals.  Ml  interns  entering 
a hospital  are  carefully  screened  by  a committee 
composed  of  janitors,  clerks  and  nurses.” 

In  Czechoslovakia  and  Poland,  he  said,  serious 
deficiencies  are  found  in  the  medical  care  and  in- 
surance systems.  For  example,  a Prague  publica- 


tion of  March  5.  1953.  said  concerning  the  new  re- 
organized health  service:  "Public  ignorance  of  the 
new  organization  is  still  serious.  The  workers  do 
not  know  whom  to  approach  in  case  of  illness,  where 
to  find  a practitioner,  where  to  apply  for  new  glasses, 
etc.  Frequently  a patient  goes  from  one  medical 
center  to  another  wasting  precious  working  hours. 
One  of  the  main  shortcomings  is  still  the  lack  of  a 
good  relationship  between  the  medical  workers  and 
the  patients,  and  the  lack  of  kindness  and  sympathy 
for  the  ill  person.  This  is  the  reason  why  patients 
have  little  confidence  in  the  doctors.” 

In  Poland,  since  the  Communist  absorption, 
physicians  are  under  the  supervision  of  so-called 
"elements  of  social  vigilance.”  No  free  medical  as- 
sociations exist.  In  Rumania,  political  indoctrina- 
tion courses  are  compulsory  and  failure  to  pass  them 
means  dismissal  from  medical  school. — California 
Medicine,  October,  1953 


Case  Report 

INFECTED  SOLITARY  CYST  OF  THE  KIDNEY 

Perry  Katzen,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 

( From  the  Department  of  Urology,  Jewish  Hospital  of  Brooklyn) 


.THOUGH  solitary  cyst  of  the  kidney  is  not 
uncommon,  suppuration  in  such  a cyst  appears 
to  he  rare,  only  11  instances  having  been  described 
in  the  literature.  The  author  reports  an  additional 
case. 

Case  Report 

M.  C.,  a thirty-seven-year-old,  unmarried  Negress, 
was  admitted  to  the  Jewish  Hospital  on  January  30, 
1951.  Her  present  illness  commenced  six  weeks 
before  with  intermittent  pain  localized  in  the  right 
lower  quadrant  of  the  abdomen,  followed  in  about 
two  weeks  by  fever.  Examination  at  that  time  by 
her  attending  physician  disclosed  slight  enlargement 
of  the  liver  and  icteric  coloration  of  the  sclerae. 
The  urine  contained  2 plus  albumin,  many  pus  cells, 
a few  red  blood  cells,  and  a few  casts.  The  clinical 
impression  was  infectious  hepatitis  and  acute  pyelo- 
nephritis. The  patient  was  kept  at  bed  rest, 
fluids  were  forced,  and  sulfonamides,  penicillin,  and 
Chloromycetin  were  administered.  Although  the 
enlargement  of  the  liver  and  the  jaundice  receded, 
pain  in  the  right  lower  quadrant  continued,  and  the 
temperature  ranged  between  J01  and  104  F.  Ten 
days  prior  to  hospitalization  a slightly  painful  mass 
appeared  in  the  right  loin,  which  gradually  increased 
in  size.  There  were  no  urinary  symptoms.  The 
previous  history  was  negative  except  for  measles, 
chickenpox,  and  scarlet  fever  in  childhood. 

Upon  admission  to  the  hospital  the  patient  ap- 
peared acutely  ill  and  toxic.  The  temperature  was 
101.2  F.,  pulse  88,  and  respirations  20.  The  eyes, 
ears,  nose,  and  throat  were  negative.  The  sclerae 
showed  no  icteric  tint.  The  neck  was  normal. 
The  lungs  were  clear  to  percussion  and  auscultation. 
There  was  no  apparent  cardiac  enlargement;  the 
heart  sounds  were  forceful  and  regular,  and  there 
were  no  murmurs.  The  blood  pressure  was  140/80. 
The  abdomen  was  soft  and  not  distended.  In  the 
right  upper  quadrant  was  a visible  bulge,  and  on 
palpation  in  this  area  a mass  the  size  of  a large 
grapefruit  was  felt;  it  was  globular  in  shape,  smooth, 
firm,  slightly  tender,  moved  with  respiration,  and 
was  ballotable.  It  gave  the  impression  of  arising 
from  the  right  kidney.  There  was  muscular  spasm 
in  the  right  loin  but  no  tenderness  over  the  right 
costovertebral  angle.  The  liver,  spleen,  and  left 
kidney  were  not  palpable.  The  extremities  were 
normal.  Rectal  examination  was  negative.  The 
reflexes  were  physiologic. 

The  urine  was  acid  in  reaction,  specific  gravity 
1 .004,  and  contained  no  albumin  or  sugar;  many  pus 
cells  were  present  . Urine  culture  yielded  Bacterium 
coli.  The  hemoglobin  was  77  per  cent;  the  white 
blood  count  was  12,750,  with  64  per  cent  polymor- 
phonuclear leukocytes,  5 per  cent  band  forms,  27  per 
cent  lymphocytes,  3 per  cent  mononuclears,  and  1 
per  cent  eosinophils.  The  sedimentation  rate  was 
90  mm.  in  one  hour.  Blood  urea  nitrogen,  sugar, 
cholesterol,  total  protein,  and  albumin-globulin 


Fig.  1.  Intravenous  urogram  showing  solitary 
cyst  of  right  kidney.  Note  calcification  in  cyst, 
also  compression  and  displacement  of  renal  pelvis 
and  ureter. 

ratio  were  normal.  The  icterus  index  was  9.5,  the 
cephalin  flocculation  test  was  negative,  the  thymol 
turbidity  0.2  unit.  The  blood  Wassermann  was 
negative.  The  blood  culture  was  sterile. 

X-ray  of  the  chest  disclosed  no  pulmonary  dis- 
ease. The  heart,  mediastinal,  and  hilar  shadows 
were  normal. 

Intravenous  urography  demonstrated  a round 
mass  about  10  cm.  in  diameter  arising  from  the  re- 
gion of  the  inferior  pole  of  the  right  kidney;  fine 
calcific  deposits  were  present  in  the  lower  portion  of 
this  mass  (Fig.  1).  Renal  function  was  good  bilat- 
erally. The  renal  pelvis  and  calyces  of  the  right 
kidney  showed  evidence  of  compression  and  upward 
displacement.  There  was  also  marked  medial  dis- 
placement of  the  upper  part  of  the  right  ureter.  The 
left  urinary  tract  was  normal.  There  was  slight 
scoliosis  of  the  lumbar  spine  but  with  accompanying 
compensatory  curvature  of  the  sacrum,  which  indi- 
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Fig.  2.  Sectioned  kidney  with  cyst  opened  showing 
severe  infection  within  cyst. 


cated  probable  long  duration  of  the  scoliosis;  the 
latter  was  therefore  not  considered  suggestive  of 
perinephric  abscess.  A diagnosis  of  infected  solitary 
cyst  of  the  right  kidney  was  made. 

Procaine  penicillin  300.000  units  every  twelve 
hours,  streptomycin  250  mg.  every  four  hours,  and 
Gantrisin  1.0  Gm.  every  six  hours  were  adminis- 
tered for  six  days  without  improvement.  The  mass 
in  the  right  loin  was  unchanged  in  size,  and  the 
temperature  ranged  between  101  and  104  F.  Oper- 
ation was  therefore  advised. 

On  February  5.  1951.  the  right  kidney  was  ex- 
posed through  a lumbar,  extraperitoneal  incision. 
Gerota’s  fascia  and  the  perirenal  fat  were  edematous. 
The  midportion  of  the  kidney  was  occupied  by  a soli- 
tary cyst  the  size  of  a large  grapefruit:  it  was  ex- 
tremely adherent  to  the  surrounding  fat  and  adja- 
cent peritoneum.  The  parenchyma  at  the  upper  and 
lower  poles  of  the  kidney  appeared  grossly  normal, 
but  there  was  considerable  perinephritis.  The  renal 
pelvis  and  pedicle  were  markedly  displaced  upward 
and  medially  by  the  large  cyst . The  upper  portion 
of  the  ureter  was  pushed  far  medially  but  was  other- 
wise normal.  Upon  separating  the  cyst  from  the 
surrounding  adhesions,  which  firmly  attached  it  to 
the  peritoneum,  a small  opening  was  made  into  the 
cyst,  and  creamy,  green,  odorless  pus  was  seen  to 
exude  from  it.  Because  of  the  severe  infection  in 
the  cyst  nephrectomy  was  decided  upon  and  per- 
formed in  the  usual  manner  without  difficulty. 

The  report  of  the  pathologist.  Dr.  David  M.  Gray- 
zel,  was  as  follows: 

Gross  Examination:  The  specimen  consists  of  a 
kidney  measuring  13  by  10  by  4 cm.  and  weighing 
440  Gm.:  9 cm.  of  ureter  of  usual  caliber  is  at- 
tached (Fig.  2).  Projecting  from  the  convex  bor- 
der of  the  middle  portion  of  the  kidney  is  a soft 
mass  measuring  9 by  8 by  4 cm. ; creamy,  green, 
purulent  material  drains  from  a cut  portion  of  it. 
The  renal  capsule  is  densely  adherent  over  the 
outer  surface  of  the  mass,  and  attached  to  the 
renal  capsule  are  lobules  of  rather  indurated  fat. 
On  section  the  mass  is  seen  to  be  a single  large  cyst 
filled  with  creamy,  green  pus.  Its  inner  surface  is 
in  places  smooth  and  gray  brown  and  in  places 
covered  by  a plastic,  yellow-green  material.  Xo 
kidney  parenchyma  is  noted  bordering  the  outer 
l>ortion  of  the  cyst.  Instead  it  is  seen  to  be 
bounded  by  a dense,  gray,  fibrous  capsule  0.4  cm. 
in  thickness,  outside  of  which  the  perirenal  adi- 
pose tissue  is  markedly  softened  and  converted 
into  purulent  material.  At  each  pole  of  the  kid- 


Fig.  3.  (.4)  Low-power  photomicrograph  of 

cyst  wall,  showing  infiltration  with  inflammatory 
cells,  also  calcareous  deposits. 

(jB)  High-power  photomicrograph  of  cyst  wall, 
showing  infiltration  with  polymorphonuclear  leuko- 
cytes, round  cells,  mononuclear  cells,  and  plasma 
cells. 


ney  the  parenchyma  is  intact,  and  the  cut  sur- 
faces are  gray  brown.  The  cortical  and  medul- 
lary portions  appear  distinct  and  in  the  usual  rela- 
tionship. Xo  communication  can  be  made  out  be- 
tween the  cyst  and  the  renal  pelvis.  The  latter  is 
elongated  and  displaced  medially.  The  mucosa 
of  the  pelvis  is  smooth,  pink  gray,  and  intact 
throughout. 

Microscopic  Examination:  Preparation  from 

the  cyst  shows  within  the  cyst  wall  dense  infiltra- 
tions with  small  round  cells,  large  mononuclear 
cells,  plasma  cells,  and  polymorphonuclear  leuko- 
cytes; calcareous  deposits  are  noted  in  places  (Fig. 
3A  and  B).  Preparation  from  the  adjacent  tissue 
shows  a similar  dense  cellular  infiltration  and  cal- 
careous deposits.  In  the  deeper  portions  there 
are  glomeruli,  and  these  are  compressed;  within 
the  interstitial  tissue  there  are  dense  infiltrations 
with  cells  as  above.  Other  preparations  also 
show  extensive  deposits  of  calcific  material  and  a 
great  deal  of  fibrosis  and  infiltration  with  inflam- 
matory cells.  In  some  areas  the  cytoarchitecture 
is  completely  obliterated  by  necrotic  tissue  and 
dense  infiltrations  with  inflammatory  cells  and 
calcific  deposits.  The  better  preserved  portions 
are  not  remarkable. 

Diagnosis:  Solitary  cyst  of  kidney  showing 

chronic  and  acute  inflammation  within  its  wall; 
chronic  and  acute  pyelonephritis. 

The  pus  present  in  the  cyst  contained  many 
gram-negative  bacilli  on  smear  and  on  culture 
yielded  B.  coli  and  nonhemolytic  streptococcus. 

Following  nephrectomy  the  patient  made  an  un- 
eventful recovery.  The  temperature  gradually 
declined,  becoming  normal  on  the  sixth  postopera- 
tive day  and  remaining  so.  The  wound  healed  per 
primam.  The  patient  was  discharged  from  the 
hospital  on  the  eleventh  postoperative  day.  She 
was  last  seen  on  July  14,  1951;  her  general  health 
was  excellent,  and  she  had  no  complaints  referable 
to  the  urinary  tract.  The  urine  was  normal  in  all 
respects. 

Comment 

Solitary  cyst  of  the  kidney  occurs  most  commonly 
in  middle  life,  the  average  age  in  Hepler’s1  series  of 
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212  serous  cysts  beiug  forty-five  years  and  in  Braasch 
and  Hendrick’s2  series  of  163  cases  49.8  years. 
However,  the  average  age  in  the  11  reported  cases  of 
infected  solitary  cyst  was  only  twenty-four  years, 
the  oldest  patient  being  thirty-six  years  and  the 
youngest  eleven  years.  The  latter,  reported  by 
Chalkley  and  Sutton,3  was  the  only  case  thus  far 
described  in  a child. 

It  is  noteworthy  that  whereas  uninfected  solitary 
cysts  are  only  slightly  more  common  in  women  than 
men,  suppuration  in  such  cysts  appears  to  be  con- 
siderably more  frequent  in  the  female,  comprising 
nine  of  the  1 1 reported  cases. 

The  manner  in  which  a solitary  cyst  of  the  kidney 
becomes  infected  is  of  interest.  The  wall  of  the  cyst 
is  thin  and  very  intimately  attached  to  the  under- 
lying kidney  substance.  It  is  likely  that  infection 
commences  in  the  renal  pelvis,  calyces,  or  paren- 
chyma and  spreads  by  contiguity  through  the  thin 
cyst  wall  and  into  the  lumen  of  the  cyst,  where  the 
infection  progresses  because  of  the  lack  of  drainage 
from  the  completely  closed-off  cyst  cavity.  This 
theory  is  borne  out  by  the  frequent  occurrence  of 
acute  pyelonephritis  directly  preceding  the  onset  of 
suppuration  in  the  cyst. 

Thus,  Sweetser4  recorded  the  case  of  a woman  who 
had  had  pyuria  one  year  before  and  was  then  symp- 
tom free  until  she  became  acutely  ill  with  a large, 
painful  mass  in  the  right  upper  quadrant  of  the  ab- 
domen, fever,  and  recurrence  of  pyuria.  At  oper- 
ation a large,  infected  renal  cyst  was  found,  and 
histologically  the  kidney  itself  showed  evidence 
of  acute  infection.  In  the  case  described  by 
Cibert  and  Froment5  the  patient  suddenly  de- 
veloped left  renal  pain,  fever,  and  a mass  in  the  left 
upper  quadrant.  At  cystoscopy  urine  from  the 
right  kidney  was  normal,  but  that  from  the  left  kid- 
ney contained  many  pus  cells  and  yielded  B.  coli  on 
culture.  At  operation  a large,  infected  solitary  cyst 
was  found,  also  a number  of  small  cortical  abscesses; 
in  the  vicinity  of  the  cyst  the  renal  parenchyma 
showed  histologic  evidence  of  intense  infection.  In 
Ficara’s  case6  there  was  a severe  acute  pyelone- 
phritis shortly  before  the  development  of  infection 
in  the  cyst,  and  in  the  case  reported  by  Nelson  and 
Hooper7  there  were  recurrent  episodes  of  acute  pye- 
lonephritis which  preceded  the  discovery  of  an  in- 
fected solitary  cyst  at  operation. 

In  several  of  the  reported  cases  the  pyelonephritis 
apparently  resulted  from  cystoscopic  trauma. 
Fang8  reported  the  case  of  a woman  who  was 
asymptomatic  but  was  found  to  have  a palpable 
right  kidney  during  routine  physical  examination. 
The  urine  was  normal.  Intravenous  urography  re- 


vealed findings  characteristic  of  a large  solitary  cyst 
of  the  right  kidney.  Following  an  unsuccessful  at- 
tempt at  retrograde  pyelography  the  patient  de- 
veloped a severe  right  pyelonephritis.  At  operation 
there  was  found  a large  solitary  cyst  containing 
thick  pus.  In  the  case  described  by  Davidson9  in- 
fection of  the  cyst  occurred  after  retrograde  pye- 
lography which  caused  a rupture  of  the  ureter. 
With  the  onset  of  the  acute  renal  infection  Staphylo- 
coccus albus  was  cultured  from  the  kidney  urine 
obtained  cystoscopieally,-  and  at  operation  Staph, 
albus  was  also  cultured  from  the  infected  cyst 
found  in  the  same  kidney.  In  Chalkley  and  Sut- 
ton’s case3  postcystoscopie  renal  infection  probably 
also  occurred  after  unsuccessful  attempts  at  ureteral 
catheterization. 

The  diagnosis  of  infected  solitary  cyst  of  the 
kidney  should  not  be  difficult.  It  should  be  strongly 
suspected  in  a patient  who  is  acutely  ill  with  high 
temperature  when  examination  discloses  a tender 
mass  in  t he  flank  which  on  palpation  and  pye- 
lography gives  the  impression  of  solitary  cyst,  par- 
ticularly when  there  is  evidence  of  a recent  acute 
pyelonephritis.  Commonly  the  mass  in  the  loin  in- 
creases rapidly  in  size  as  the  infection  in  the  cyst 
progresses. 

Treatment  is  surgical,  antibiotics  and  sulfon- 
amides being  ineffective  in  all  the  cases  where  they 
were  employed,  doubtless  because  of  the  lack  of 
drainage  from  the  infected  cyst.  In  nine  of  the  1 1 
reported  cases  nephrectomy  was  required  on  account 
of  the  severity  of  infection  in  the  cyst  and  frequently 
in  the  kidney  as  well.  In  two  cases,  one  reported  by 
Cibert10  and  the  other  by  Nelson  and  Hooper,7  the 
cyst  was  resected  because  the  kidney  itself  appeared 
grossly  normal.  All  patients  recovered. 

Summary 

An  additional  case  of  infected  solitary  cyst  of  the 
kidney',  the  twelfth  recoided  in  the  literature,  is  re- 
ported. Its  relation  to  preceding  acute  pyelone- 
phritis is  discussed. 

464  East  19th  Street 
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Allan  Putterman,  M.D.,  Jamaica,  New  York,  and  Joseph  R.  Detrano,  M.D., 
Springfield  Gardens,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology,  Jamaica  Hospital ) 


"DLACEXTA  accreta  is  of  such  rare  occurrence 

that  even  accepted  texts  on  obstetrics  devote 
very  little  space  to  its  discussion.  Particularly 
prominent  is  the  paucity  of  knowledge  as  to  the 
frequency  of  appearance  of  this  lesion  in  the  course 
of  pregnancy. 

A review  of  the  records  of  the  ten-year  period 
from  1941  to  1950  at  Queens  General  Hospital,  a 
municipal  institution  where  all  patients  are  service 
cases,  revealed  that  15,972  women  were  delivered 
during  this  time.  Placenta  accreta  was  diagnosed 
only  once,  and  this  was  done  at  a postmortem  exam- 
ination. Jamaica  Hospital,  a voluntary  institution 
in  the  same  community,  reported  15,328  obstetric 
cases  delivered  during  this  same  ten-year  period. 
This  group  of  patients  is  about  95  per  cent  private. 
The  case  reported  in  this  paper  was  the  only  one 
that  appeared  at  Jamaica  Hospital  in  these  15,328 
cases. 

Case  Report 

M.  H..  white  female,  thirty-three  years  of  age,  was 
admitted  to  Jamaica  Hospital  on  July  15.  1951.  in 
active  labor.  Uterine  contractions  had  started  at 
3:10  a. XL  Family  history  was  irrelevant.  Her 
past  was  entirely  devoid  of  any  major  medical  or 
surgical  afflictions.  The  menarche  appeared  at 
fifteen,  occurred  even-  twenty-eight  days,  and  lasted 
for  five  days.  The  period  had  always  been  regular, 
and  at  no  time  was  it  associated  with  excessive  pain, 
profuse  bleeding,  or  the  passing  of  clots.  Obstetri- 
cally  she  was  gravida  2.  para  1.  Her  three-year-old 
daughter  weighed  7 pounds.  1 ounce  at  birth  and  was 
delivered  with  a low  application  of  forceps  after 
eight  hours  of  labor.  The  third  stag:-  followed  al- 
most immediately  and  was  not  associated  with  any 
excessive  bleeding. 

Her  last  menstrual  period  in  the  pregnancy  being 
discussed  was  October  3,  1950,  and  the  expected 
date  of  confinement  was  July  10,  1951.  Symptoms 
of  toxemia  were  absent  throughout.  Vaginal  bleed- 
ing of  any  sort  never  appeared.  The  patient’s 
weight  at  the  start  of  her  pregnancy  was  114  pounds 
and  at  term  had  increased  to  136  pounds.  She  was 
Rh  positive,  had  a negative  Wassermann,  and  her 
blood  type  was  “O.” 

At  3:10  p.m.,  about  twelve  hours  after  labor  had 
set  in,  it  was  noted  that  the  cervix  was  completely 
dilated.  The  second  stage  lasted  about  an  hour  and 
ended  with  the  birth  of  a fixing  male  baby  that 
weighed  6 pounds.  6 ounces.  The  birth  had  been 
spontaneous.  It  was  noted  that  the  placenta  was 
not  separating  after  a reasonable  time  had  passed. 
Xo  bleeding  was  present.  Attempt  at  expression 
with  simultaneous  gentle  pull  on  the  cord  resulted 
in  moderately  severe  bleeding.  The  cord  length- 
ened, but  no  placenta  appeared.  The  bleeding 
continued,  and  signs  of  severe  blood  loss  were  im- 
minent. 

At  about  5: 10  p.m..  an  hour  after  delivery,  exam- 
ination revealed  active  vaginal  bleeding  with  the 
cord  presenting  at  the  vaginal  introitus.  The  pa- 
tient was  apprehensive  and  very  pale.  Blood  pres- 


Fig.  1.  Section  of  uterine  wall  showing  placental 
attachment. 


sure  at  this  time  was  60  0.  The  abdomen  was  soft, 
not  tender,  not  rigid,  and  no  distention  was  present. 
Vaginal  examination  revealed  a cervix  that  offered 
no  resistance  to  the  entrance  of  the  examining  hand. 
The  cord  and  the  membranes  had  just  peeled  off 
from  their  seemingly  loose  attachment  to  the  pla- 
centa and  lay  nearly  free  in  the  uterine  cavity.  This 
was  the  apparent  site  of  the  bleeding.  Attempts  at 
finding  a line  of  cleavage  failed.  It  was  noted  that 
the  left,  posterior,  and  upper  walls  of  the  uterus 
were  much  thicker  than  the  rest  of  the  uterus  which 
felt  well  contracted.  A diagnosis  of  placenta  accreta 
was  made,  and  an  immediate  laporotomy  with  hys- 
terectomy was  decided  upon.  Blood  transfusion 
was  immediately  started  and  was  continued  during 
the  hysterectomy.  A total  of  1.500  cc.  of  blood  was 
given.  Her  condition  improved  greatly  after  the 
operation.  The  patient  made  an  uneventful  recov- 
ery and  was  discharged  on  her  eighth  postoperative 
day. 

Pathologic  nqxirt  was  as  follows:  Specimen  con- 
sists of  a uterus  supracervically  amputated.  It 
measures  about  20  by  12  cm.  The  placenta  is  in- 
separably attached  to  the  myometrium  and  on 
section  appears  to  be  well  imbedded  into 
the  wall  of  the  uterus  ( Fig.  1 ).  Microscopic  diagnosis 
is  placenta  accreta. 

Summary 

In  a ten-year  period  from  1941  to  1950,  during 
which  31,390  obstetric  cases  were  delivered,  only  two 
proved  cases  of  placenta  accreta  m:ide  their  appear- 
ance. 
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CORTISONE  IN  THE  TREATMENT  OF  PRURITUS  ANI 

Robert  A.  Herfort,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Surgical  Service,  Beth  David  Hospital) 


A/f  ANY  therapeutic  modalities  have  been  em- 
^ ployed  in  the  treatment  of  pruritus  ani.  The 
multiplicity  of  medical  and  surgical  measures  at- 
tests to  the  intractability  of  perineal  itching  in 
many  patients. 

Cortisone  has  been  of  value  in  some  five  patients 
with  pruritus  ani  refractory  to  all  previous  treat- 
ment. This  small  group  of  patients  included  three 
with  so-called  secondary  pruritus  ani  in  whom  there 
was  concomitant  demonstrable  anal  or  rectal  pathol- 
ogy. In  the  remaining  two  patients  the  anal  canal 
and  rectum  were  not  remarkable,  the  pruritus  being 
of  the  idiopathic  variety.  The  following  two  case 
reports  describe  the  response  to  cortisone  of  one 
patient  from  each  group. 

Cortisone  was  given  by  mouth  in  divided  doses  at 
mealtimes  and  before  retiring.  Three  hundred  milli- 
grams were  taken  on  the  first  day;  200  mg.  on  the 
second;  100  mg.  on  the  third,  and  then  50  mg.  daily 
for  three  weeks.  The  drug  was  discontinued  at  the 
end  of  this  period  after  being  reduced  to  25  mg. 
daily  for  the  final  four  days. 

Case  Reports 

Case  1.  ( Secondary  Pruritus  Ani). — E.  H.,  a 

forty-three-year-old  man,  presented  himself  with 
intractable  pruritus  ani  of  fifteen  years  duration. 
He  had  been  treated  at  irregular  intervals  with  locally 
injected  oil-soluble  anesthetics,  fungicidal  ointments, 
roentgen  therapy,  and  local  antipruritic  medica- 
tions. Physical  examination,  urinalysis,  and  hema- 
tologic studies  revealed  no  evidence  of  systemic 
disease.  Local  examination  revealed  an  excoriated, 
inflamed  perianal  area  with  lichenifieation  of  the  skin 
extending  over  the  perineum  and  onto  the  scrotum. 
On  proctosigmoidoscopy  a posterior  anal  fistula 
and  external  hemorrhoidal  tags  were  noted. 

Under  general  anesthesia  in  a hospital  fistulec- 
tomy and  hemorrhoidectomy  were  performed. 
Fifteen  days  postoperatively  cortisone  was  ad- 
ministered orally  and  continued  for  three  weeks. 
Within  twenty-four  hours  of  institution  of  the  drug 
a marked  diminution  in  the  intensity  of  the  itching 
was  noted  by  the  patient.  Healing  of  the  encrusted 
excoriations  over  the  perineum  and  scrotum  fol- 
lowed, and  the  patient  was  free  of  complaints  after 
a ten-day  period  on  the  drug.  The  operative  wounds 
closed  uneventfully  by  secondary  intention,  there 
being  no  apparent  retardation  of  healings. 

Six  months  after  cessation  of  cortisone  the  pa- 
tient had  no  remarkable  complaints.  Examination 
at  that  time  revealed  residual  thickening  of  the 
perineal  skin  with  no  evidence,  however,  of  excoria- 
tion or  inflammation. 

Case  2.  ( Idiopathic  Pruritus  Ani). — R.  K.,  a 

thirty-six-year-old  male,  had  persistent  perianal 
pruritus  and  burning  of  four  years  duration.  He 
stated  he  had  run  the  gamut  of  topical  fungicidal 
and  antipruritic  medications  without  relief.  Two 
years  previously  he  had  received  the  benefit  of  sub- 
cutaneous injections  of  ethanol  and  also  subcuta- 
neous neurotomy  with  but  partial  and  temporary 
relief. 

Examination  revealed  a thin,  apprehensive,  dis- 


traught individual  with  no  evidence  of  systemic 
organic  disease.  Urinalysis  and  blood  studies 
were  not  remarkable.  Proctosigmoidoscopy  to  10 
inches  from  the  anal  verge  revealed  nothing  un- 
toward in  the  rectosigmoid,  rectum,  or  anal  canal. 
There  was  a weeping,  excoriated  perianal  area  with 
crusted,  hemorrhagic  areas  over  the  adjacent  peri- 
neum. 

Cortisone  by  mouth  was  prescribed  in  the  dosage 
employed  above.  Within  thirty-six  hours  this  pa- 
tient claimed  a total  subsidence  of  the  burning  and 
itching  sensations  over  the  perineum.  At  the  time 
of  an  office  visit,  two  weeks  after  the  first  ingestion 
of  the  drug,  the  skin  in  the  perianal  area  was  grossly 
normal.  There  has  been  no  recurrence  of  the  pruri- 
tus four  months  after  the  cortisone  was  discon- 
tinued. 

Comment 

The  first  patient  reported  presented  a picture  of 
longstanding  pruritus  ani  and  associated  anal  fistula 
with  hemorrhoids.  The  latter  undoubtedly  contrib- 
uted to  the  onset  and  persistence  of  the  pruritus. 
Nevertheless,  as  is  usually  the  case,  fistulectomy  and 
hemorrhoidectomy  afforded  no  significant  relief,  and 
recourse  to  cortisone  was  necessary  for  ultimate 
relief  of  the  itching.  Despite  the  alterations  in  the 
connective  tissue  fibroblasts  and  in  amorphous 
ground  substance  that  cortisone  has  been  reported 
to  produce,  wound  healing  proceeded  uneventfully 
in  all  three  patients  who  had  anal  surgery  im- 
mediately prior  to  administration  of  the  drug.  It 
was  deemed  advisable  to  hold  the  cortisone  in  abey- 
ance until  after  surgery  so  as  to  avoid  the  postopera- 
tive complications  reportedly  seen  in  patients  re- 
ceiving cortisone  prior  to  operation.1 

The  second  patient  presented  the  problem  of 
pruritus  ani  in  the  absence  of  other  anorectal  disease. 
Here  the  response  to  cortisone  was  also  prompt  and 
lasting  over  the  limited  four-month  observation 
period. 

The  mode  of  pharmacologic  action  of  cortisone  in 
the  relief  of  pruritus  ani  is  conjectural.  The  histo- 
pathologic picture  in  pruritus  ani  is  similar  to  that 
of  allergic  skin  lesions.2  This  suggests  that  the 
effectiveness  of  cortisone  in  this  condition  may  be 
derived  from  its  antihistamine  action. 

In  pruritus  ani,  as  in  all  diseases  amenable  to 
treatment  with  cortisone,  administration  of  the 
drug  must  be  limited  by  contraindications  and  also 
by  the  complications  arising  from  its  use.  This 
necessitates  a circumspect  clinical  appraisal  of  the 
patient  when  first  seen  as  well  as  continuous  scrutiny 
during  the  course  of  the  drug.  Congestive  failure, 
hypertension,  renal  insufficiency,  diabetes  mellitus, 
peptic  ulcer,  tuberculosis,  and  psychotic  tendencies 
constitute  contraindications  to  the  use  of  cortisone 
in  pruritus  ani  as  in  its  other  clinical  applications. 
The  undesirable  complications  of  sodium  and  water 
retention,  hyperglycemia,  and  glycosuria  may  neces- 
sitate lowering  the  dosage  or  completely  discontinu- 
ing the  drug. 
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Summary 

A report  is  made  of  the  useful  role  of  cortisone  in 
the  treatment  of  five  patients  with  intractable  pru- 
ritus ani.  Where  there  is  anorectal  disease,  surgi- 
cal correction  of  the  offending  lesion  is  indicated 
prior  to  administration  of  the  drug. 

Contraindications  to  the  use  of  cortisone  must  be 


recognized,  and  the  complications  arising  from  its 
administration  should  be  anticipated. 
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PERFORATION  OF  THE  STOMACH  IN  THE  NEONATAL  PERIOD 

Report  of  a Survival 

Rudolph  C.  Giannattasio,  M.D.,  Michael  J.  Pirozzi,  M.D.,  and  Lester  S.  Mullin,  M.D., 
Brooklyn,  New  York 

(From  the  Pediatric  Sendee  of  Kinys  County  Hospital) 


PERFORATION  of  the  stomach  in  the  newbornj 

infant  is  a rare  occurrence.  A review  of  the 
literature  reveals  24  such  cases  of  which  two  sur- 
vived. Herbut1  found  15  cases  recorded  and  re- 
ported the  sixteenth  case  in  1943.  Pendergrass 
and  Booth1  reported  an  infant  three  days  old  with 
two  perforations.  One  of  these  was  repaired  surgi- 
cally, but  the  other,  which  caused  the  death  of  the 
infant  from  peritonitis,  was  found  on  the  posterior 
wall  of  the  stomach  at  autopsy.  Burnett  and  Hal- 
pert3  in  1947  reported  a perforation  of  the  stomach 
in  a two-day-old  Negro  infant.  This  case  was  of 
interest  because  the  perforation  is  believed  to  have 
occurred  through  a congenital  defect  in  the  muscle 
coats  of  the  stomach  which  was  obstructed  by  atre- 
sia of  the  pylorus.  There  was  no  distal  obstruction 
in  any  of  the  previous  17  cases. 

In  January.  1950,  Tudor4  reported  a case  of  per- 
foration through  the  upper  end  of  the  greater  curva- 
ture of  the  stomach  in  a white  infant  who  expired  on 
the  fifth  day  of  life.  Although  an  autopsy  was  per- 
formed, there  was  no  mention  of  any  muscular  de- 
fect. In  December,  1950,  Wright  and  Scott5  re- 
ported the  twentieth  case  of  perforation  of  the  stom- 
ach in  the  newborn.  This  infant  expired  on  the 
fifth  day  of  life  before  surgery  could  be  accomplished. 
In  August,  1951,  Ross,  Hill,  and  Haas6  reported  two 
cases,  one  in  which  the  patient  died  and  the  other 
which  recovered  with  surgical  treatment.  Kellogg. 
Abelson,  and  Cornwell7  in  September,  1951,  re- 
ported the  twenty-third  case  of  perforation  of  the 
stomach  and  the  second  case  to  survive.  The 
twenty-fourth  case  of  perforation  of  the  stomach 
due  to  meconium  ileus  was  reported  by  Sanford  and 
McLendon8  in  July,  1952.  This  infant  expired 
eighteen  hours  after  surgical  intervention. 

This  report  brings  the  total  number  of  reported 
cases  of  rupture  of  the  stomach  in  the  newborn  in- 
fant to  25  and  the  recorded  cases  of  survival  to 
three. 

Case  Report 

B.  D.,  a newborn  Negro  male,  weighing  7 pounds, 
was  delivered  on  the  obstetric  service  of  the  Kings 


Fig.  1.  Roentgenogram  at  two  days  of  age. 


County  Hospital  on  April  9,  1952.  The  mother,  a 
twenty-seven-year-old  Negress,  gravida  3.  para  2. 
had  had  an  uneventful  prenatal  course.  Her  sero- 
logic test  for  syphilis  and  for  Rh  incompatibility 
were  negative.  The  infant  was  delivered  spontane- 
ously under  no  analgesia.  The  length  of  the  entire 
labor  was  twelve  hours  and  fifty-five  minutes.  The 
infant's  condition  at  birth  was  good;  cry  and  color 
were  good.  No  resuscitation  or  respiratory  stimu- 
lants were  needed.  His  hemoglobin  was  22  Gm.  per 
100  cc.  of  blood,  and  the  Coombs’  test  was  negative. 

About  twenty-four  hours  after  birth  the  infant's 
respirations  were  noted  Xjo  be  labored  and  irregular. 
He  regurgitated  greenish  material  several  times.  He 
was  placed  in  a Gordon-Armstrong  incubator.  Ex- 
amination of  the  heart,  lungs,  and  abdomen  revealed 
no  abnormalities.  Roentgenogram  of  the  chest  and 
abdomen  on  April  1 1 were  negative  (Fig.  1). 

The  patient  passed  a normal  meconium  on  April 
10.  his  first  day  of  life.  At  this  time  feedings  of  glu- 
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Fig.  2.  Roentgenogram  at  four  days  of  age  show- 
ing a massive  pneumoperitoneum. 


cose  water,  1 ounce  every  three  hours,  were  started. 
On  April  1 1 the  infant  was  placed  on  an  evaporated 
milk  formula,  1 ounce  every  three  hours.  He  re- 
gurgitated twice  in  this  twenty-four-hour  period. 
On  April  12  the  condition  of  the  infant  appeared 
improved,  and  all  feedings  were  retained.  The 
stools  were  now  yellow.  On  April  13,  the  fourth 
day  of  life,  the  infant’s  condition  became  suddenly 
worse.  He  regurgitated  his  feedings,  became  list- 
less, and  there  was  moderate  abdominal  distention. 
The  white  blood  cell  count  was  1 1,000  with  68  per  cent 
neutrophils  and  32  per  cent  lymphocytes.  Hemo- 
globin was  16  Gm.  per  100  cc.  of  blood.  Roentgeno- 
gram of  the  chest  and  abdomen  revealed  a massive 
pneumoperitoneum  (Fig.  2).  The  lungs  were  clear. 
A blood  culture  was  drawn  and  the  infant  placed  on 
100,000  units  of  penicillin  every  three  hours  and  l/s 
Gm.  of  streptomycin  every  twelve  hours.  The  clini- 
cal impression  at  this  time  was  perforation  of  an 
abdominal  viscus. 

Laparotomy  was  performed  by  Dr.  H.  Degen- 
liardt  and  Dr.  M.  C.  Pian  on  April  13,  1952  (fifteen 
hours  after  the  turn  for  the  worse),  under  open-drop 
ether  anesthesia.  Air  escaped  under  pressure  when 
the  peritoneum  was  opened.  An  exudate  was  seen 
covering  half  of  the  lesser  curvature  of  the  stomach 
and  extending  to  the  cardia.  On  the  anterior  sur- 
face of  the  stomach,  just  distal  to  the  cardia  and  at 
the  lesser  curvature,  a perforated  ulcer  was  found 
which  measured  about  2 by  2 cm.  This  was  closed 
with  number  3 chromic  catgut  in  a continuous  su- 


ture. The  abdomen  was  closed  in  layers  using 
number  4 chromic  catgut  on  the  peritoneum  in  a 
continuous  suture  and  interrupted  chromic  suture  on 
the  fascia.  The  skin  was  closed  with  number  3 
black  silk.  During  surgery  60  cc.  of  whole  blood 
were  administered  through  a polyethylene  tube  in- 
serted into  the  right  anterior  medial  malleolus  vein. 

Postoperatively  the  infant  was  placed  in  an  oxy- 
gen tent.  Nothing  was  given  by  mouth  for  three 
days.  Gastric  aspiration  was  performed  every  hour 
through  a polyethylene  tube  which  was  inserted 
through  the  nose  into  the  stomach.  Nutrition  was 
maintained  by  intravenous  feedings  through  the 
indwelling  polyethylene  tube  and  consisted  of  dex- 
trose in  Ringer’s  lactate  solution.  Glucose  in  wa- 
ter and  also  saline  were  given.  A blood  transfusion 
of  50  cc.  was  given  every  day  for  four  days. 

His  postoperative  course  was  uneventful.  On  the 
fourth  postoperative  day  gastric  aspiration  was  dis- 
continued. He  was  placed  on  oral  feedings  of 
5 per  cent  glucose  in  Ringer’s  lactate  solution,  alter- 
nating with  glucose  in  water.  He  was  given  4 cc. 
initially,  and  this  was  increased  4 cc.  every  hour  un- 
til 1 ounce  was  attained.  He  was  then  placed  on  a 
formula  containing  one  part  evaporated  milk  to 
three  parts  water,  given  in  amounts  of  1 ounce  every 
three  hours  for  six  feedings  and  gradually  increased 
in  strength  and  volume  until  the  patient  was  taking 
4 ounces  even*  four  hours  of  a formula  containing 
one  part  evaporated  milk  to  two  parts  water. 

Penicillin  and  streptomycin  were  continued  for 
ten  days  postoperatively  when  both  were  stopped 
and  1 cc.  of  crysticillin  was  given  every  twelve  hours 
for  an  additional  ten  days. 

The  baby  gained  weight  and  was  discharged  in 
good  condition  on  June  3,  1952,  weighing  7 pounds, 
15*/2  ounces. 

Comment 

The  etiology  of  perforation  of  the  stomach  in  the 
newborn  period  has  been  the  subject  of  much  specu- 
lation. Several  conditions  predisposing  to  gastric 
ulcers  and  subsequent  perforations  have  been  enu- 
merated by  Guthrie.9  These  include  circulatory  dis- 
turbances leading  to  ischemia  and  ulceration,  direct 
trauma  to  the  mucous  membrane,  burns,  marasmic 
conditions,  sepsis,  and  external  violence.  Cerebral 
hemorrhage10  and  erythoblastosis  fetalis11  may  be 
accompanied  by  gastric  ulcers.  The  factors  in- 
volved in  the  two  cases  reported  by  Ross  et  al .6  were 
intramural  hemorrhage  in  the  patient  who  expired 
and  a congenital  defect  in  the  muscle  coats  of  the 
stomach  in  the  one  who  survived.  In  the  case  re- 
ported by  Halpert3  there  was  also  a congenital  de- 
fect in  the  muscular  coats  of  the  stomach,  but  this 
was  accompanied  by  an  atresia  of  the  pylorus. 
This  baby  expired.  Meconium  ileus  was  the  etio- 
logic  factor  in  the  case  reported  by  Sanford  and 
McLendon.8  The  appearance  of  the  perforation 
and  the  extent  of  the  peritonitis  suggested  that  the 
perforation  occurred  in  ut.ero.  Several  other  cases 
associated  with  obstruction  of  the  gastrointestinal 
system12  and  congenital  anomalies13  have  been  re- 
ported. In  the  case  reported  by  Kellogg  et  al.,1  the 
second  case  to  survive,  the  etiology  was  obscure. 
However,  since  their  patient  was  aspirated  and 
gavaged  several  times  before  the  perforation  oc- 
curred, the  possibility  of  mechanical  trauma  as  an 
etiologic  factor  could  not  be  ruled  out. 
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The  cause  of  the  perforation  in  our  patient  is  un- 
known. The  roentgenogram  taken  on  the  second 
day  of  life  proves  that  the  perforation  was  not  con- 
genital. 

It  is  unlikely  that  it  was  a complication  of  erythro- 
blastosis fetalis  inasmuch  as  anemia,  jaundice, 
and  hepatosplenomegaly  were  absent  and  the 
Coombs'  test  was  negative.  Since  the  patient  was 
neither  aspirated  nor  gavaged.  mechanical  trauma 
could  not  have  been  a factor.  Since  antibiotic 
therapy  was  not  started  until  the  fourth  day  of  life 
when  a perforation  of  a viscus  was  suspected,  the 
possibility  of  sepsis  as  an  etiologic  factor  cannot  be 
ruled  out.  However,  a blood  culture  drawn  before 
administration  of  antibiotics  was  negative. 

Summary 

A rare  case  and  the  third  known  survival  of  per- 
foration of  the  stomach  in  the  newborn  is  presented. 

Notwithstanding  its  rarity  early  diagnosis  and 


prompt  treatment  in  rupture  of  the  stomach  in  the 
newborn  period  can  be  lifesaving. 

The  three  known  cases  to  survive  this  condition 
were  all  surgically  repaired. 
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ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 
1954  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  10  to  14,  1954,  at  the  Hotel  Statler.  New 
York  City. 

-Vo  application*  can  be  considered  after  January  1,  195$. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Axderton.  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


Special  Articles 

UNITED  MEDICAL  SERVICE,  INC.— “THE  DOCTORS’  PLAN” 

Part  III — Limitation  of  Liability 

Chas.  Gordon  Heyd,  M.D.,  New  York  City 

(Chairman,  Board  of  Directors,  United  Medical  Service , Inc.) 


'T'HE  medical  mind  approaches  hospital  insurance 
with  an  entirely  different  psychology  from  which 
it  approaches  medical  insurance.  The  doctor,  as  a 
citizen,  finds  prepaid  hospital  insurance  a splendid 
achievement,  but  he,  as  a doctor,  may  never  expect 
any  allowance  for  his  professional  services  under  a 
hospital  plan.  The  doctor,  however,  envisions  a 
prepaid  medical  plan  as  the  agent  that  will  remit  to 
him  certain  allowances  for  services  rendered  to  its 
subscribers.  There  is  thus  a great  psychologic  dif- 
ference in  his  viewpoint.  This  has  resulted  in  two 
entirely  different  modes  of  action.  On  the  hospital 
side  it  has  resulted  in  overutilization  of  hospital 
facilities,  in  diagnostic  work  not  covered  by  the  con- 
tract, prolonged  stays  in  hospitals,  admission  to  the 
hospital  for  trivial  conditions  because  the  doctor,  as 
the  doctor  of  the  patient,  sent  him  into  the  hospital 
and'  concurred  many  times  with  the  patient’s  wish 
to  enter  a hospital. 

On  the  other  hand,  the  doctor  manifests  a great 
interest  in  the  UMS  Schedule  of  Allowances.  He 
looks  with  a beady  eye  at  some  of  the  stipulated 
amounts.  He  wonders  why  the  newborn  are  not 
covered  from  birth.  He  wonders  why  home  and 
office  visits  do  not  command  a larger  allowance. 
He  is  skeptical  as  to  why  the  workup  is  not  permitted. 
He  is  impatient  that  UMS  does  not  move  forward  in 
catastrophic  coverage,  does  not  issue  insurance  to 
people  over  sixty-five,  and  accept  individual  applica- 
tions for  insurance  as  contrasted  with  group  con- 
tracts. 

The  diplomates  of  the  various  specialty  groups 
wonder  why  subscribers  of  UMS  are  not  sent  directly 
to  the  specialists,  why  specialist  fees  are  not  accept- 
able under  the  schedule  of  allowances.  The  special 
groups  and  the  specialties  all  have  some  solicitude 
and  doubt  whether  UMS  is  moving  quickly  enough 
to  cover  their  special  fields. 

Students  of  insurance  realize  that  life  insurance 
in  the  United  States  of  America  has  been  in  exist- 
ence well  over  a hundred  years,  but  for  two  thirds 
of  that  time  very  little  progress  was  made  in  the 
science,  or  shall  I say,  the  art  of  life  insurance. 

Given  time,  we  may  predict  that  prepayment 
plans  can  extend  their  usefulness  by  further  expan- 
sion and  benefits.  Increased  usefulness  of  these 
plans  will  be  determined  by  one  fact  and  one  fact 
only:  “Will  the  premium  income  pay  for  all  the 
services?”  One  may  say,  “Raise  the  premium  rate 
to  pay  for  all  the  services.”  Then  the  64-dollar 
question  is,  “Can  you  sell  such  a contract  with  a pro- 
hibitive premium?” 


For  many  years  we  have  all  heard  of  (1)  preven- 
tive medicine,  (2)  periodic  health  examination,  and 
(3)  comprehensive  service. 

It  is  axiomatic  of  human  conduct  that  the  degree 
of  cooperation  one  receives  for  any  project  is 
proportionate  to  the  self-interest  of  the  individual. 
When  a big  life  insurance  company  made  arrange- 
ments with  the  Life  Extension  Institute  of  New 
York  for  a free  physical  examination  for  any  of  its 
subscribers,  it  was  based  upon  unassailable  evidence 
that  the  early  detection  of  some  organic  lesions 
would  permit  the  subscriber  to  live  a little  longer  and 
to  pay  a few  more  premiums.  After  well-written, 
well-placed,  highly  promotional  advertising,  it  was 
found  that  less  than  1 1 per  cent  of  those  eligible  for 
this  examination  took  advantage  of  the  opportunity. 
Physicians  frequently  inquire  of  UMS,  “Why  don’t 
you  include  one  yearly  physical  examination  for  each 
of  your  subscribers?”  This  seems  logical  and  a 
valid  request. 

Without  passing  any  opinion  on  the  wisdom  or 
the  desirability  of  a periodical  examination,  let  us 
analyze  just  what  it  represents  from  the  insurance 
angle. 

Assume  that  we  can  purchase  a physical  examina- 
tion, including  a urinalysis  and  perhaps  a bl  >od 
examination,  for  a minimum  of  $5.00  per  patient. 
In  substance  that  would  mean  that  the  yearly  pre- 
mium rate  would  have  added  to  it  a $5.00  charge 
for  the  examination.  However,  that  would  not  be 
the  end  of  the  story,  for  to  process  the  claim  and  pay 
the  doctor  $5.00  would  cost  UMS  a minimum  of 
$3.50  so  there  would,  of  necessity,  be  added  to  the 
annual  premium  rate  $8.50  for  an  examination  that 
the  individual  could  purchase  out  of  his  own  money 
for  $5.00. 

In  regard  to  preventive  medicine,  outside  of  such 
general  measures  as  can  be  applied  to  the  community 
by  education  and  the  law,  the  health  departments, 
and  other  agencies,  prevention  is  a shibboleth  that 
has  excited  the  pious  wishes  of  a great  many  emo- 
tional people.  We  believe  that  prepaid  medical 
plans  offer  today  the  best  approach  to  preventive 
medicine  for  the  simple  reason  that  if  we  remove  the 
cost  element  to  our  subscribers,  they  will  seek  medi- 
cal attention  earlier  and  more  frequently  than  they 
will  if  they  are  simply  advised  to  do  so. 

How  many  people  under  recent  or  present  eco- 
nomic conditions  would  wish,  or  be  able,  to  budget  5 
to  8 per  cent  of  their  total  annual  income  for  a health 
program?  How  could  a prepayment  plan  sell  such 
service?  The  premium  would  be  prohibitive  from 
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the  sales  point  of  view.  The  underlying  philosophy 
of  the  Blue  Shield  Plans  is  group  enrollment  for 
large  numbers  of  individuals  at  the  cheapest  possible 
premium  rate. 

Why  doesn’t  UMS  pay  for  a child  from  birth  to 
ninety  days?  UMS  does  pay  for  anatomic  anoma- 
lies or  for  any  measures  that  are  necessary  to  pre- 
serve the  life  of  the  child,  but  UMS  cannot  pay  for 


three  months  of  infant  feeding.  The  cost  would  be 
too  prohibitive.  Xow,  pregnancy  is  not  an  insur- 
able risk.  It  is  a 100  per  cent  positive.  The  wife 
knows  it  is  going  to  occur  and  has  nine  months  to 
prepare  for  it.  Thus  by  pure  force  of  economic 
necessity  maternity  becomes  an  indemnity  item  and 
covered  only  in  groups  to  prevent  adverse  selection 
against  the  company. 


THE  SCIENTIFIC  EXHIBITS 

Beverly  C.  Smith,  M.D.,  New  York  City 
(Cochairman.  Scientific  Exhibits  Subcommittee,  Medical  Society  of  the  State  of  Xetc  York) 


'T'HE  State  Society,  through  its  Scientific  Exhibits 
Subcommittee,  arranges  for  approximately  100 
exhibits  during  its  New  York  City  meeting  and  60 
at  its  Buffalo  meeting.  For  many  years  the  selec- 
tion and  placing  of  these  exhibits  has  been  under 
the  supervision  of  Dr.  J.  G.  Fred  Hiss  of  Syracuse. 
The  Society  remains  in  debt  to  him  for  his  interest 
and  industry. 

This  year  the  committee  changed  the  application 
blank  for  Scientific  Exhibits  in  order  to  correct 
contingencies  which  have  arisen  over  the  years. 
The  new  application  is  an  attempt  to  clarify  exact 
specifications,  construction,  and  conformity  with 
existing  fire  regulations. 

The  State  Society  desires  to  stress  the  educational 
value  of  its  exhibits.  They  should  lie  a forum  for 
discussion  of  problems  of  practitioners  with  the 
exhibitors,  who  are  experienced  and  expert  in  their 
specialty.  The  attendance  of  doctors  is  increasing 
at  State  Society  meetings.  Approximately  6.000 
registered  at  the  last  New  York  City  meeting  in 
1952  and  2.000  at  the  Buffalo  meeting  in  1953. 
respectively.  Visitors  to  these  exhibits  have  found 
there  a wealth  of  material  impressively  presented. 
There  are  more  exhibits  at  the  Medical  Society  of  the 
State  of  New  York  meeting  than  at  any  other  state 
meeting.  In  fact.  Dr.  T.  G.  Hull,  who  is  in  charge  of 
the  American  Medical  Association  exhibits,  told  me 
that  the  number  of  our  exhibits  at  the  New  York  City 
meeting  is  about  the  same  as  at  the  interim  meeting 
of  the  American  Medical  .Association.  This  fact 
attests  the  interest  of  individuals,  hospitals,  and 
medical  schools  in  this  form  of  scientific  education. 
The  Society  is  grateful  for  the  effort,  time,  and 
expense  which  each  exhibitor  has  given  over  the 
years. 

The  Subcommittee  on  Scientific  Exhibits  reviews 
applications  and  selects  those  which,  in  its  opinion, 
have  merit  in  both  form  and  content.  Preference 
of  acceptance  is  given  to  exhibitors  who  reside  in 
New  York  State,  but  frequently  exhibits  from  else- 
where have  such  merit  and  are  so  timely  that  they 
are  accepted  for  their  educational  value.  Exhibits 
should  be  prepared  to  fit  in  the  spaces  available  as 
noted  in  the  application.  Charts  should  be  easily 
readable,  the  information  should  be  succinct,  and 
photographs  or  Kodaohromes  should  clearly  depict 
the  material  which  they  represent.  The  exhibits 
should  be  neither  too  large  nor  too  small,  too  high 
nor  too  low.  The  purpose  of  the  exhibit  is  often 


defeated  if  these  fundamentals  are  not  fulfilled. 
The  Scientific  Exhibits  Subcommittee  is  desirous  of 
making  it  as  easy  as  possible  for  the  exhibitor  to 
place  the  exhibit  and  remove  his  booth  and  its 
contents.  It  begs  to  ask  the  exhibitor  to  bear  with 
it  when,  as  practically  always  happens,  many  un- 
foreseen physical  difficulties  arise  at  the  time  erf  the 
placing  of  the  exhibits.  We  are  endeavoring  to 
diminish  these  each  year  but  have  always  found  a 
new  crop  of  such  problems  concerning  labor, 
electricity,  and  such  local  problems  as  are  beyond 
anticipation.  We  shall  continue  to  serve  the 
exhibitors  as  best  we  possibly  can. 

Applications  for  exhibits  at  the  meeting  in  May. 
1954.  at  the  Hotel  Statler  in  New  York  City  must 
lie  in  the  hands  of  the  Scientific  Exhibits  Sub- 
committee by  December  31,  1953.  Applicants  are 
asked  to  read  the  details  on  the  application  blank 
carefully  and  record  their  requests  so  clearly  and  in 
such  detail  that  the  desires  of  the  exhibitors  will  be 
unmistakably  plain  to  the  committee. 

The  chairman  of  the  Scientific  Exhibits  Subcom- 
mittee for  1953-1954  is  Dr.  William  L.  Watson.  340 
East  72nd  Street.  New  York  City.  He  has  the 
support  of  a committee  of  others  who  have  had 
previous  experience  in  this  field.  The  Society 
realizes  its  obligation  and  gratitude  to  exhibitors  who 
spend  so  much  of  their  time  each  day  at  their 
exhibits.  The  committee  wishes  to  assure  appli- 
cants that  every  consideration  will  be  given  their 
applications  and  solicits  the  attention  and  aid  of 
the  applicant  for  careful  perusal  of  the  application 
blanks  before  filing  them,  which  will  cause  the  least 
confusion  and  disappointment  when  the  exhibits  are 
placed. 

The  Scientific  Exhibits  Subcommittee  is  also  in 
charge  of  the  selection  and  presentation  of  moving 
pictures.  A subcommittee  must  review  each  picture 
before  its  acceptance.  Further  information  con- 
cerning motion  pictures  can  be  obtained  from  the 
chairman  of  the  committee. 

Should  previous  exhibitors  or  members  of  the  I 
Society  desire  to  present  problems  concerned  with  , 
exhibits  or  ideas  for  the  improvement  of  the  func-  f 
tions  of  the  committee,  they  would  be  welcome.  • 
Applications  have  begun  to  come  in  for  the  May 
meeting.  We  expect  to  have  an  excellent  group  of 
exhibits,  and  we  hope  to  stress  again  and  utilize  the 
educational  advantages  and  features  of  this  part  of 
the  forthcoming  State  meeting. 


NECROLOGY 


Hans  George  Baumgard,  M.D.,  of  New  York  City, 
died  on  September  1 at  the  age  of  seventy-two.  Dr. 
Baumgard  was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1905  and 
interned  at  Norwegian  Hospital,  in  Brooklyn. 

Gerald  J.  Carroll,  M.D.,  of  the  Bronx,  died  on 
November  4 at  Union  Hospital,  at  the  age  of  fifty- 
eight.  Dr.  Carroll  received  his  medical  degree  from 
Fordham  University  College  of  Medicine  in  1919 
and  was  physician  to  the  university  and  its  athletic 
association  for  thirty  years,  receiving  the  Fordham 
Bene  Merenti  Medal  for  outstanding  service.  He 
was  an  associate  attending  physician  in  pediatrics  at 
Morrisania  Hospital,  and  held  membership  in  the 
Bronx  Pediatric  Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  C.  Finch,  M.D.,  formerly  of  the  Bronx, 
died  on  July  30  at  the  University  of  Kansas  Medical 
Center,  Kansas  City,  Kansas,  at  the  age  of  fifty-four. 
Dr.  Finch  received  his  medical  degree  from  the  Uni- 
versity of  Berlin  in  1923,  and  became  a civilian  pub- 
lic health  officer  with  the  United  States  Govern- 
ment, Department  of  the  Army.  He  served  in 
Osaka,  Japan,  as  chief  of  the  public  health  section, 
with  headquarters  in  the  Kinki  Civil  Affairs  Region, 
and  was  area  medical  officer  for  the  Bureau  of  Indian 
Affairs,  with  headquarters  in  Oklahoma,  at  the  time 
of  his  death.  Dr.  Finch  had  been  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Zodak  Kapner,  M.D.,  of  New  York  City,  died  on 
October  20  at  the  age  of  seventy-four.  Dr.  Kapner 
received  his  medical  degree  from  New  York  Homeo- 
pathic Medical  College  in  1917. 

John  Cramer  Kindred,  M.D.,  of  Astoria,  died  on 
October  25  at  his  home  at  the  age  of  fifty.  Dr. 
Kindred  received  his  medical  degree  from  the  Medi- 
cal College  of  Virginia  in  1930.  He  was  owner  and 
director  of  the  River  Crest  Sanitarium,  in  Astoria, 
which  his  father  founded  in  1896,  and  was  associate 
attending  neurologist  and  psychiatrist  at  Queens 
General  Hospital.  A Fellow  of  the  American  Psy- 
chiatric Association  and  former  president  of  the 
National  Association  of  Private  Psychiatric  Hos- 
pitals, Dr.  Kindred  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  New  York  Society  for  Clinical  Psy- 
chiatry, the  New  York  Academy  of  Medicine,  the 
Queens  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irvin  J.  Lane,  M.D.,  of  Ossining,  died  on  October 
27  at  the  Earle  Nursing  Home,  Middletown,  at  the 
age  of  ninety-two.  Dr.  Lane  received  his  medical 
degree  from  New  York  Homeopathic  Medical  Col- 
lege in  1883  and  had  practiced  medicine  in  Ossining 
for  more  than  fifty  years. 

Ernest  Myller,  M.D.,  of  New  York  City,  died  on 
October  23  at  his  home  at  the  age  of  sixty.  Dr. 
Myller  received  his  medical  degree  from  the  Univer- 


sity of  Berlin  in  1918  and  headed  hospitals  in  Ger- 
many and  Greece  before  coming  to  this  country  as  a 
refugee  twelve  years  ago.  He  wrote  a number  of 
scientific  papers  in  the  field  of  gynecology,  and  de- 
signed instruments  used  in  the  field  of  sterility  and 
for  the  detection  of  cancer  of  the  uterus.  He  was 
chairman  of  the  conference  of  the  obstetrical  board 
at  Madison  Avenue  Hospital,  instructor  and  assist- 
ant attending  obstetrician  and  gynecologist  at  Uni- 
versity Hospital,  assistant  visiting  obstetrician  and 
gynecologist  at  Gouverneur  Hospital,  and  on  the 
staff  of  Postgraduate  Hospital.  A Diplomate  of 
the  American  Board  of  Obstetrics  and  Gjmecology, 
Dr.  Myller  was  secretary  of  the  Rudolf  Virchow 
Medical  Society,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Thomas  Sullivan,  M.D.,  of  Bronxville, 
died  on  October  30  while  preparing  to  assist  at  an 
operation  in  Lawrence  Hospital,  at  the  age  of  forty- 
three.  Dr.  Sullivan  was  graduated  from  Cornell 
University  Medical  College  in  1940  and  interned  at 
Albany  Hospital.  He  was  attending  anesthetist  at 
the  Lawrence  Hospital.  Dr.  Sullivan  was  a member 
of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  W.  Whitney,  M.D.,  of  Auburn,  died  on 
September  23  at  Auburn  Memorial  Hospital  at  the 
age  of  eighty-nine.  Dr.  Whitney  was  graduated 
from  Bellevue  Hospital  Medical  College  in  1886. 
One  of  Auburn’s  oldest  practicing  physicians,  Dr. 
Whitney  was  an  honorary  member  of  the  staff  of 
City  Hospital,  and  on  the  staffs  of  Auburn  Memorial 
and  Mercy  Hospitals  as  oculist  and  aurist.  He  was 
a member  of  the  Cayuga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Camillo  John  Verta,  M.D.,  of  Schenectady,  died  on 
October  2 at  Ellis  Hospital  at  the  age  of  eighty- 
seven.  Dr.  Verta  received  his  medical  degree  from 
the  University  of  Naples  Medical  College  in  1893 
and  his  license  to  practice  medicine  in  New 
York  State  in  1901.  The  Medical  Society  of  the 
State  of  New  York  awarded  him  a certificate  several 
years  ago  in  recognition  of  his  fifty  years  service  in 
medicine.  Dr.  Verta  specialized  in  obstetrics,  gyne- 
cology, pediatrics,  and  communicable  diseases.  He 
was  a member  of  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Edward  Wiedenman,  M.D.,  of  Schenec- 
tady, died  on  September  25  at  Ellis  Hospital  at  the 
age  of  fifty-seven.  Dr.  Wiedenman  received  his 
medical  degree  from  Albany  Medical  College  in  1921 
and  interned  in  surgery  at  Ellis  Hospital  and  in 
obstetrics  at  Albany  Hospital.  He  was  an  attending 
obstetrician  at  Saint  Clare’s  Hospital  and  consulting 
obstetrician  at  Ellis  Hospital.  During  World  War  I 
[Continued  on  page  2879] 
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New  Wyoming  County  Community  Hospital  Opens  in  Warsaw 


' | HE  people  of  Wyoming  County  dedicated  the 
-L  new  Wyoming  County  Community  Hospital, 
located  in  Warsaw  on  October  2 5.  The  117-bed. 
22-bassinet  institution  includes  a private  room 
honoring  Dr.  Mary  T.  Greene.  Castile  physician 
who  graduated  from  the  University  of  Michigan 
Medical  School  in  1890  which  was  donated  by  the 
Wyoming  County  Medical  Society,  and  office  space 
for  rental  to  members  of  the  hospital’s  specialist 
staff,  an  unusual  feature. 

Dr.  J.  R.  Paine,  professor  of  surgery  at  the  Uni- 
versity of  Buffalo  Medical  School  and  head  of  the 
department  of  surgery  at  Buffalo  General  Hospital, 
was  principal  speaker  at  the  dedication  ceremonies. 
He  was  introduced  by  Dr.  Selden  T.  Williams,  of 
Attica,  president  of  the  hospital  staff.  The  hos- 
pital's professional  library  was  named  in  honor  of 
Dr.  Henry  S.  Martin  chief  surgeon  and  chief-oi- 
staff  for  about  twenty  years,  and  chief  of  staff 
emeritus  at  the  time  of  his  death  last  June. 

Planning  of  the  new  hospital,  to  replace  a ram- 
bling frame  structure  pushed  to  110-bed  capacity, 
was  begun  in  the  spring  of  1951.  after  a twelve- 
citizen  study  commission  had  evaluated  Wyoming 
County’s  existing  hospital  facilities. 


Fig.  1.  Wyoming  County  Medical  Society  phy- 
sicians inspect  an  x-ray  machine  in  the  new  Wyom- 
ing County  Community  Hospital  at  Warsaw.  Li  ft 
to  right.  Dr.  Seldon  T.  Williams,  staff  president;  Dr. 
Paul  A.  Burgeson,  secretary  of  the  Wyoming 
County  Medical  Society  and  hospital  chief  of  staff, 
and  Dr.  George  W.  Nairn,  surgeon-in-chief. 


MEDICALLY 

New  York  Hospitals  and  College  Receive  Grants 
• — The  Long  Island  College  Hospital.  Brooklyn: 
Edward  J.  Meyer  Memorial  Hospital.  Buffalo,  and 
New  York  University  College  of  Medicine.  New 
York  City,  were  among  the  eleven  hospitals,  col- 
leges. and  universities  throughout  the  United  States 
which  received  grants  from  the  medical  division  of 
Sharp  Dohme,  Division  of  Merck  <fc  Co.,  Inc.. 
since  January  1,  1953.  These  grants  totaled 

$45,657  and  were  in  addition  to  the  grants  for  re- 
search previously  distributed. 

The  eight  other  institutions  which  benefited  were 
the  Foundation  of  Research  in  Bronchial  Asthma 
and  Related  Diseases.  Boston:  Michigan  State 

College  of  Agriculture  and  Applied  Science.  East 
Lansing,  Michigan;  Pennsylvania  Hospital.  Phila- 
delphia; Scott.  Sherwood  <fc  Brindley  Foundation, 
Temple.  Texas;  Temple  University  Research 
Fund.  Temple  University.  Philadelphia;  University 
of  Chicago,  Chicago;  University  of  Illinois,  Urbana. 
Illinois,  and  University  of  Utah.  Salt  Lake  City. 

New  Recognition  for  the  Allergies- — Attention  is 
focused  on  a problem-area  Jong  neglected  by  medical 
institutions,  that  of  allergic  diseases,  through  the 
formation  of  the  Foundation  for  Allergic  Diseases, 
with  headquarters  at  525  Lexington  Avenue.  New 
York  City.  Dr.  Horace  S.  Baldwin,  president, 
stated  that  in  1952  members  of  the  executive  com- 
mittee of  the  .American  Academy  of  Allergy  and  the 
board  of  regents  of  the  .American  College  of  .Aller- 
gists studied  the  need  for  such  a foundation  and  set 
forth  the  basic  principles  on  which  it  would  operate. 
The  result  is  a national,  voluntarily  supported,  non- 


S PEAKING — 

profit  organization  designed  to  promote  lay  and  pro- 
fessional understanding  of  the  problems  of  allergic 
diseases,  to  help  hospitals  develop  treatment  facili- 
ties. and  to  finance  research  in  the  field  of  allergic 
diseases.  Eventually,  it  hopes  to  establish  local  or 
regional  branches. 

Vice-president  of  the  Foundation  is  Dr.  J.  Warrick 
Thomas,  of  Richmond.  Virginia:  secretary,  Dr. 

Bret  Ratner,  New  York  City,  and  treasurer,  Dr. 
Theodore  L.  Squier,  Milwaukee.  The  board  of 
trustees  is  composed  of  twenty  prominent  allergists 
representing  all  sections  of  the  United  States. 
Those  from  New  York  are  Dr.  M.  Murray  Peshldn. 
consultant  in  allergy  at  Mount  Sinai  Hospital,  and 
president  of  the  .American  College  of  .Allergists,  and 
Dr.  William  B.  Sherman,  chief  of  allergy  at  Presby- 
terian Hospital,  and  editor  of  the  Journal  of  Allergy 

Vacancies  at  VA  Hospital,  Bronx — Vacancies  are 
available  for  residents  in  head  and  neck  surgery  and 
otolaryngology  at  the  Veterans  Administration 
Hospital.  130  West  Kingsbridge  Road,  Bronx  68. 
The  residency  is  approved  for  three  years  and  is 
supervised  by  consultants  from  affiliated  medical 
schools.  A basic  science  course  is  included  in  the 
program,  and  instruction  during  the  three  years  in- 
cludes endoscopy,  allergy,  and  plastic  surgery  of  the 
nose.  Salaries  range  from  82.640  to  83.300  per 
annum.  Veterans  receive  preference,  but  this  is  not 
essential. 

For  further  information,  write  to  the  Li:tison 
Officer.  Deans  Committee,  Veterans  Administration 
Hospital,  130  West  Kingsbridge  Road.  Bronx  68. 
New  York. 
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Television  Series,  “March  of  Medicine” — 
The  final  program  in  the  new  television  series, 
“March  of  Medicine,”  a report  on  the  highlights  of 
the  annual  clinical  meeting  of  the  A.M.A.  in  St. 
Louis,  will  be  presented  over  the  NBC  network  on 
December  3,  at  10:00  p.m.  The  two  previous  pro- 
grans,  broadcast  on  October  8 and  November  5, 
were  concerned  with  heart  disease  and  cancer. 
Telecast  from  the  country’s  leading  medical  schools 
and  hospitals,  “March  of  Medicine”  offers  insight 
into  the  country’s  major  health  problems  and  shows 
the  extent  of  research  being  conducted  by  the  medi- 
cal profession.  The  series  was  conceived  at  the  an- 
nual meeting  of  the  American  Medical  Association 
in  Chicago  in  June,  1952,  and  is  being  presented  by 
Smith,  Kline  and  French  Laboratories,  in  cooper- 
ation with  the  A.M.A. 

Seminars  in  Cardiovascular  Physiology  and  Heart 
Diseases  in  Children — A course  of  seminars  in 
cardiovascular  physiology  and  heart  diseases  in 
children  opened  at  the  St.  Francis  Sanatorium  for 
Cardiac  Children,  Roslyn,  Long  Island,  on  October 
13,  and  will  continue  on  the  second  Tuesday  of  each 
month,  at  10:00  a.m.,  ending  May  11,  1954. 

The  next  six  seminars  will  cover  the  following 
aspects  of  cardiac  disease:  December  8,  1953, 

“Angiocardiography  in  Congenital  and  Acquired 
Heart  Diseases”;  January'  12,  1954,  “Value  and 
Significance  of  Cardiac  Catheterization  in  the  Diag- 
nosis and  in  the  Conduct  of  Treatment  of  Cardiac 
Disease”;  February'  9,  1954,  “Rheumatic  Fever — 


Present  and  Future”;  March  9,  1954,  “Diagnosis 
of  Congenital  Heart  Disease”;  April  13,  1954, 
“Cardiac  Irregularities  in  Children”;  May  11,  1954, 
“Nonrheumatic  and  Noncongenital  Heart  Diseases 
in  Children.” 

The  following  New  York  physicians  will  partici- 
pate in  the  course:  Dr.  Edward  E.  Fischel,  associate 
professor  of  medicine  at  Columbia  University 
College  of  Physicians  and  Surgeons;  Dr.  Israel 
Steinberg,  assistant  professor  of  clinical  medicine 
and  radiology  at  Cornell  University  Medical  College; 
Dr.  Andre  Cournand,  professor  of  medicine  at 
Columbia  University  College  of  Physicians  and 
Surgeons;  Dr.  Leo  M.  Taran,  medical  director  at 
St.  Francis  Sanatorium,  and  Dr.  Charles  E.  Koss- 
man,  associate  professor  of  medicine  at  New  York 
University  College  of  Medicine. 

Progress  in  Hospital  Construction — Status  of  all 
Hill-Burton  hospital  construction  in  New  York 
State  as  of  September  30  is  as  follows: 

Completed  and  in  operation:  57  projects  at  a total 
cost  of  843,859,252,  including  Federal  contribution 
of  $14,010,852,  and  supplying  additional  beds. 

Under  construction:  16  projects  at  a total  cost  of 
$32,368,369,  including  Federal  contribution  of 
$8,325,933  and  designed  to  supply'  1,516  additional 
beds. 

Approved  but  not  yet  und:r  construction:  10  proj- 
ects at  a total  cost  of  $16,049,790,  including  $3,748,- 
466  Federal  contribution  and  designed  to  supply' 
949  additional  beds. 


MEETINGS— 

FUTURE 


Mark  J.  Schoenberg  Memorial  Lecture 

The  New  York  Society  for  Clinical  Ophthalmology' 
and  the  National  Society'  for  the  Prevention  of 
Blindness  will  present  the  seventh  annual  Mark  J. 
Schoenberg  Memorial  Lecture  at  the  New  York 
Academy  of  Medicine  on  December  7,  at  8:00  p.m. 
Dr.  Alan  C.  Woods,  ophthalmologist-in-chief  at  the 
Johns  Hopkins  Hospital,  Baltimore,  will  speak  on 
“The  Diagnostic  Problem  in  Uveitis.” 

These  lectures  are  given  annually  in  memory'  of 
Dr.  Mark  J.  Schoenberg,  chairman  for  several  years 
of  the  National  Society’s  Committee  on  Glaucoma, 
who  died  in  1945. 

New  York  Society  for  Circulatory  Diseases 

The  New  York  Society  for  Circulatory  Diseases 
will  hold  its  tenth  tegular  meeting  in  room  440  of  the 
New  York  Academy'  of  Medicine  Building,  on 
December  8,  at  8:30  p.m.  The  meeting  will  be  de- 
voted to  a symposium  on  treatment  of  acute  cardiac 
emergencies  in  my'ocardial  infarction,  and  papers 
will  be  given  on  shock,  paroxysmal  arrhythmias,  and 
heart  block,  with  panel  discussion. 

Guest  speakers  will  include  Dr.  Maurice  L. 
Tainter,  director  of  the  Sterling  Winthrop  Research 
Institute,  Rensselaer,  and  Dr.  Herbert  J.  Kayden, 
clinical  instructor  in  medicine  at  New  York  Uni- 
versity College  of  Medicine.  Dr.  Simon  Dack  will 
preside. 


Chautauqua  County  Medical  Society 

The  Chautauqua  County'  Medical  Society'  will 
hold  a meeting  at  the  Hotel  Jamestown,  Jamestown, 
on  December  16.  Dr.  John  D.  Stewart,  professor  of 
surgerv  at  the  University  of  Buffalo  School  of  Medi- 
cine, will  speak  on  “Surgerv  of  the  Elderly.” 

The  program  is  postgraduate  education  arranged 
bv  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  with  the  cooperation  of  the 
State  Department  of  Health. 

Second  Annual  Cancer  Seminar 

The  second  annual  cancer  seminar  of  the  American 
Cancer  Society  will  be  held  January  14,  15,  and  16, 
at  Phoenix,  Arizona,  at  Paradise  Inn. 

The  program  is  planned  as  a series  of  panel  dis- 
cussions by  specialists  and  such  topics  as:  recent 

advances  in  cancer  therapy',  neoplasms  of  the  central 
nervous  system,  carcinoma  of  the  cervix,  carcinoma 
of  the  breast,  exfoliative  cytology',  surgical  methods 
for  relief  of  intractable  pain,  carcinoma  of  the  lung, 
trends  in  cancer  research,  leukemia  and  lymphomas, 
and  tumors  of  childhood  will  be  presented. 

Among  those  participating  in  the  discussions  M ill 
be  Dr.  Charles  S.  Cameron,  Medical  and  Scientific 
Director,  American  Cancer  Society',  New'  York  City. 

Reservations  can  be  made  by  writing  to  the  Ari- 
zona Division,  American  Cancer  Society',  1429 
North  First  Street,  Phoenix,  Arizona. 
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he  served  in  the  medical  reserve  corps.  A Fellow  of 
the  American  College  of  Surgeons,  Dr.  Wiedenman 
was  a past  president  of  the  Schenectady'  County 


Medical  Society',  and  a member  of  the  Eastern  New 
York  Obstetrical  Society',  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


THE  Council  met  on  September  10.  1953.  from 
9:00  a.m.  to  1:00  p.m.  at  the  Manhattan  Club. 
Madison  Square.  New  York  City. 

Secretary’s  Report 

Communications. — 1.  Letter  of  August  5.  1953. 
from  Mr.  H.  F.  Wanvig,  secretary.  Malpractice  In- 
surance and  Defense  Board: 

At  a special  meeting  of  the  Board  held  on  July  15.  1953. 
it  was  regularly  moved,  seconded,  and  carried  that,  subject 
to  approval  by  the  Council  the  Board  advise  each  county 
medical  society  of  the  number  of  suits  entered  from  that 
county,  suits  disposed  of.  those  that  went  to  trial,  and 
those  settled  out  of  court,  together  with  the  sums  involved 
and  the  reserves  allocated. 

The  Board  feels  that  the  above  proposal  is  in  accord 
with  the  spirit  of  the  action  taken  by  the  House  of  Dele- 
gates at  its  annual  meeting  in  1952  whereby  the  Board  was 
authorized  to  furnish  information  regarding  suits  and  claims 
after  cases  have  been  disposed  of  and  closed.  It  is  the 
opinion  of  the  Board  that  the  county  societies  can  more 
effectively  carry  out  their  responsibilities  of  keeping  their 
members  informed  if  the  Board  keeps  them  currently  ad- 
vised of  the  status  of  suits  and  claims. 

It  is  requested  that  this  matter  be  presented  at  an  early 
meeting  of  the  Council  and  that  the  Board  be  advised  of  the 
decision  reached. 

It  teas  voted  that  the  Council  approve  this  proposal 
by  the  Board. 

2.  Letter  of  July  3.  1953.  from  Mr.  Robert  T. 
Lansdale,  Commissioner.  State  of  New  York  De- 
partment of  Social  Welfare,  stating  that,  until  the 
matter  had  been  discussed  by  members  of  his  de- 
partment and  members  of  the  Division  of  the 
Budget,  he  did  not  wish  to  comment  on  the  resolution 
of  the  1953  House  of  Delegates  concerning  physi- 
cians' fees  for  services  to  welfare  recipients.  He  re- 
ferred to  the  1946  agreement  establishing  welfare 
medical  fees  at  66V3  per  cent  of  the  workmen’s 
compensation  schedule,  rather  than  at  75  {ter  cent. 
He  stated  that  the  matter  would  be  an  item  on  the 
agenda  of  the  next  joint  meeting  of  representatives 
of  his  department  and  the  Society’s  Subcommittee 
on  Public  Medical  Care. 

3.  Letter  of  July  2.  1953.  from  Dr.  James  E.  Al- 
len. Jr.,  deputy  commissioner  of  education: 

Chancellor  Myers  referred  your  letter  of  May  21  to  me 
for  reply.  We  are  glad  to  be  informed  about  the  action 
taken  by  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York. 

We  believe  that  you  will  be  interested  to  know  the  units 
on  first  aid  which  are  included  in  the  required  State  Health 
Teaching  Syllabus  for  Junior  and  Senior  Highs  have  been 
approved  by  the  Red  Cross  authorities  as  meeting  the 
standards  of  their  junior  and  standard  first  aid  courses.  It 
is  our  firm  conviction  that  first  aid  is  a basic  area  to  be 
given  to  all  pupils  in  their  health  and  safety  instruction. 
Y011  may  be  sure  that  this  Department  will  make  every 
possible  effort  to  achieve  this  objective. 

Executive  Committee. — Dr.  Anderton  reported  the 
following  communications  were  considered  at  the 
Executive  Committee  meeting  on  September  9: 

1.  Letter  from  a doctor  questioning  the  decision 
of  the  Malpractice  Insurance  and  Defense  Board  in 
regard  to  his  malpractice  insurance  coverage.  The 
Executive  Committee  recommended  that  this  be 
referred  to  the  Malpractice  Insurance  and  Defense 
Board. 

After  discussion,  the  Council  voted  to  refer  the 


matter  to  the  Malpractice  Insurance  and  Defense 
Board,  with  the  request  that  they  give  the  Council 
a complete  report  on  the  basis  for  refusal  of  the  re- 
quested insurance. 

2.  A letter  from  Dr.  Stiles  D.  Ezell,  secretary  of 
the  New  York  State  Board  of  Medical  Examiners, 
dated  July  9.  1953.  requesting  that  the  Council  con- 
sider the  qualifications  of  Dr.  Arthur  W.  Wright  for 
membership  on  the  Regents  Disciplinary  Committee 
to  take  the  place  of  Dr.  John  L.  Bauer,  resigned. 
The  letter  suggested  that  the  Council  might  also 
submit  the  name  of  some  other  physician  as  an  alter- 
nate choice. 

Approval  was  voted  of  the  recommendation  of  the 
Executive  Committee  approving  Dr.  Wright  and 
also  suggesting  the  name  of  Dr.  Charles  D.  Post 
of  Syracuse  for  the  appointment. 

3.  A letter  from  Mr.  Hiram  W.  Jones,  executive 
secretary.  American  Medical  Education  Foundation, 
which  was  the  result  of  an  inquiry  by  your  secretary, 
was  read  for  information: 

Many  thanks  for  your  letter  of  July  30  in  regard  to  the 
contributions  to  the  Foundation  by  physicians  from  the 
State  of  Xew  York  during  the  period  January  1 through 
June  30.  1953. 

According  to  our  records.  2.318  physicians  from  the  State 
of  Xew  York  have  contributed  $25,210  to  the  Foundation 
during  that  period. 

4.  Letter  front  Dr.  Alfred  P.  Ingegno,  president 
of  the  Medical  Society  of  the  County  of  Kings,  dated 
September  4: 

We  have  recently  received  in  the  mail  a printed  circular 
from  the  Association  of  American  Physicians  and  Sur- 
geons, announcing  the  following: 

County  and  State  Medical  Societies  and  Auxiliaries  are 
invited  to  sponsor  the  1954  AAPS  Essay  Contest  for 
High  School  Students.  Subject:  "Why  the  Private 

Practice  of  Medicine  Furnishes  This  Country  with  the 
Finest  Medical  Care."  $1,000  First  Prize. 

May  I request  the  Council  of  the  Medical  Society  of  the 
State  of  Xew  York,  through  you.  whether  we.  as  a county 
medical  society,  should  or  should  not  support  this  contest? 

The  Executive  Committee  felt  that  it  was  a matter 
for  each  county  medical  society  to  decide  for  itself, 
but  they  also  suggested  that  in  transmitting  such 
information  to  the  president  of  Kings  County 
Medical  Society  it  would  lie  well  to  remind  him  that 
the  State  Society  is  furthering  again  an  annual  poster 
contest  for  the  schools  in  this  State. 

After  discussion,  the  Council  voted  that  the  Secre- 
tary obtain  further  information  from  the  American 
Medical  Association  regarding  the  Association  of 
American  Physicians  and  Surgeons  before  action 
is  taken. 

Dues  Remission.— The  Council  voted  to  remit  1953 
dues  of  four  members  because  of  illness.  1952  dues  of 
five  members  and  1953  dues  of  48  members  because 
of  service  in  the  armed  forces,  and  1952  dues  of  two 
members  for  hardship.  It  was  also  voted  to  request  that 
the  American  Medical  Association  remit  1951  dues 
of  one  member.  1952  dues  of  seven  members,  1953 
dues  of  35  memliers.  and  one  half  of  1953  dues  of  one 
member. 

The  secretary  presented  a request  by  the 
Medical  Society  of  the  County  of  Queens  that  Dr. 
Erich  Klopstock's  State  Society  dues  for  1953  be 
[Continued  on  page  2882] 
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. . “sense  of  well-being” . . . 

Exclusive  of  symptomatic  improvement,  a significant 
number  of  menopausal  patients  reported  a “sense  of 
general  relief”  following  “Premarin”  therapy.* 


PREMARIN 


menopause 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


•breed,  S.  C.,  Eisin,  W.  M.,  and  Grccnhill,  J.  P. 
J.  Clin.  Endocrinol.  j:8y  (Feb.)  1943. 
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remitted  and  rescinded  on  account  of  his  death.  He 
died  in  February.  The  Executive  Committee  ap- 
proved. 

General. — Dr.  Anderton  stated : “In  the  House  of 
Delegates,  a resolution  was  passed,  which,  after 
several  whereases,  stated:  ‘Resot red,  that  the  Medi- 
cal Society  of  the  State  of  New  York  request  the 
Governor  of  the  State  of  New  York  to  appoint  a 
Commission  composed  of  prominent  individuals, 
medical  and  nonmedical,  to  study  this  problem  and 
make  recommendations  referring  to  care  of  the 
aged.’ 

“That  was  not  referred  to  the  Council,  and  the 
secretary  was  not  instructed  to  write  to  the 
Governor.  I,  therefore,  request  instructions  to  write 
to  the  Governor  as  stated  in  that  resolution  of 
the  House  of  Delegates.” 

It  teas  voted  that  the  secretary  be  instructed  to 

write  Governor  Dewey. 

“Last  May,  at  the  behest  of  Dr.  James  R.  Reuling, 
the  House  of  Delegates  approved  a motion  ‘that  the 
question  of  the  study  of  any  resolutions  having  to  do 
with  the  Code  of  Ethics  be  referred  to  the  Council 
who  will  report  to  this  House  next  year  an  implemen- 
tation to  find  some  better  way  than  the  way  we  are 
doing  at  present.'  It  was  suggested  that  proposed 
changes  in  this  code  be  studied  for  a year  by  an  ap- 
propriate committee  as  is  done  with  proposed  amend- 
ments to  the  Constitution  and  Bylaws." 

It  teas  voted  to  refer  this  to  the  Committee  on 

Questions  of  Ethics. 

“Your  secretary  takes  the  liberty  of  drawing  to 
your  attention  a policy  established  by  the  House  of 
Delegates  in  May,  1953.  to  the  effect  that  ‘all  dues 
for  members  leaving  military  sendee  be  waived 
throughout  the  balance  of  the  calendar  year  in  which 
they  are  discharged  upon  recommendation  by  the 
respective  comjMment  county  medical  society  to  the 
Council.’ 

“At  the  request  of  Mr.  Robert  C.  Killough.  Jr., 
assistant  commissioner  of  professional  education  of 
the  Xew  York  State  Department  of  Education. 
President  Eggston  appointed  Drs.  Theodore  J. 
C’urphey,  Stiles  D.  Ezell.  Thurman  B.  Givan, 
Frederic  \Y.  Holcomb.  John  J.  Masterson.  Dan 
Mellen,  Edward  T.  Wentworth,  and  W.  P.  Anderton. 
and  Mr.  William  F.  Martin  to  help  formulate  in- 
terpretation and  implementation  of  the  amendment 
to  the  Education  Law  which  added  ‘unprofessional 
conduct’  to  the  list  of  reasons  for  disciplinary  pro- 
ceedings under  the  Board  of  Regents.  This  com- 
mittee met  in  June  and  is  scheduled  to  meet  again 
September  28.  when  it  is  expected  that  Assistant 
Commissioner  Killough  and  Associate  Commissioner 
for  Higher  Education  Carroll  V.  Xewsom  will  also 
attend.  Your  approval  of  this  committee  and  its 
personnel  is  respectfully  suggested  by  our  president.” 

Approval  teas  voted. 

“The  Board  of  Regents,  through  Mr.  Killough,  re- 
quested suggestions  of  two  or  three  outstanding 
members  of  our  profession,  one  of  whom  may  re- 
ceive an  honorary  degree  at  the  1954  convocation  of 
the  University  of  the  State  of  Xew  York.  After 
consultation  with  other  physicians,  vour  secretary 
suggested  to  Mr.  Killough  the  names  of  Dr.  Louis  H. 
Bauer,  Hempstead;  Dr.  Alfred  Blalock,  Baltimore, 
Maryland,  and  Dr.  Allen  O.  Whipple,  Princeton. 
Xew  Jersey.  Your  approval  would  be  appreciated.” 

After  discussion,  approval  teas  voted. 

The  secretary  stated  he  felt  instructed  by  the 
Council  hereafter  to  pick  only  men  from  Xew  York 
State. 


“Inasmuch  as  a Xew  York  State  Health  Council 
has  been  activated,  largely  through  the  efforts  of  our 
Society,  it  has  been  suggested  that  the  Council  em- 
power President  Eggston  to  suggest  that  each  of  the 
component  county  medical  societies  instigate  the 
formation  of  a county  health  council  to  be  co- 
ordinated with  the  State  body  wherever  possible. 

“The  Executive  Committee  felt  it  would  be  wise  to 
table  this  for  the  time  being.” 

After  discussion,  the  Council  approted  this  de- 
cision. 

“On  account  of  the  time  element.  President  Egg- 
ston has  appointed,  subject  to  your  approval.  Dr. 
Denver  M.  Vickers  as  delegate  to  the  annual  meet- 
ing of  the  Vermont  State  Medical  Society,  early 
next  month,  and  himself  and  your  secretary  as  dele- 
gates to  the  Medical  Society  of  the  State  of  Penn- 
sylvania, September  22.  Y our  approval  is  requested, 
and  it  is  also  suggested  that  you  vote  your  president 
authority  to  appoint  delegates  to  the  annual  meet- 
ings of  the  Xew  Jersey  and  Connecticut  State  Medi- 
cal Societies.” 

Approval  teas  voted. 

“Since  your  last  meeting.  Dr.  Daniel  Wilcox  has 
offered  his  resignation  as  regional  chairman  in 
pediatrics  for  Region  III.  of  the  Maternal  and  Child 
Welfare  Subcommittee  of  the  Public  Health  and 
Education  Committee.  Dr.  George  Adie  has  re- 
signed as  chairman  of  the  Cancer  Subcommittee  of 
the  Public  Health  and  Education  Committee,  and 
Dr.  James  I\.  Quigley  from  the  Subcommittee  on 
Maternal  and  Child  Welfare  of  the  Public  Health 
and  Education  Committee.  It  is  suggested  that 
these  be  accepted  regretfully.  Also,  Dr.  Chas. 
Gordon  Heyd  has  submitted  his  resignation  from 
the  Malpractice  Insurance  and  Defense  Board. 
However,  it  is  urged  that  this  be  tabled.  President 
Eggston  would  appreciate  your  approval  of  Dr. 
William  A.  Watson,  of  Xew  York  City,  to  replace 
Dr.  Adie.” 

After  discussion,  it  teas  voted  that  Dr.  Curphey  re- 
quest Dr.  James  Iv.  Quigley  to  reconsider  his  resig- 
nation from  the  Subcommittee  on  Maternal  and 
Child  Welfare  of  the  Public  Health  and  Education 
Committee. 

After  discussion  it  teas  toted  to  request  Dr.  Heyd 
to  reconsider  his  resignation  in  view  of  his  services 
and  his  value  in  the  future. 

It  teas  voted  to  approve  Dr.  William  A.  Watson  of 
Xew  York  City  as  chairman  of  the  Subcommittee 
on  Cancer  to  replace  Dr.  George  Adie.  resigned: 
also  Dr.  Edward  A.  Hardy  of  Mount  Vernon  to  re- 
place Dr.  Daniel  Wilcox  as  regional  chairman  in 
pediatrics  for  Region  III. 

“At  the  request  of  Miss  Mary  Donlon.  Xew  York 
State  Workmen’s  Compensation  Commissioner,  on 
August  1,  President  Eggston  advanced  the  name  of 
Dr.  George  H.  O’Kane  for  her  committee  to  help 
formulate  a fee  schedule  and  certain  other  matters 
for  the  profession  of  podiatry.  Your  approval  is  re- 
quested.” 

Approval  teas  toted. 

"At  its  meeting  last  year,  the  Section  on  Ophthal- 
mology and  Otolaryngology  expressed  its  desire  to 
divide  into  two  sections.  It  is,  therefore,  suggested 
that  the  Council  refer  this  matter  to  the  Program 
Subcommittee  of  the  Convention  Committee  for 
recommendations  that  the  Council  could  submit  to 
the  House  of  Delegates.” 

Approval  teas  toted. 

[Continued  on  page  2884] 
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takes  balance 

All  nutrients  are  interrelated  in 
body  function.  Thus  investigation  in 
nutritive  failure  always  shows  . . 
mixed,  rather  than  single,  deficien- 
cies of  elements  essential  for  life.”1 
To  assure  an  adequate  daily  sup- 
ply of  essential  Vitamins  as  well  as 
Minerals  and  Trace  Elements  need- 
ed for  balanced  nutrition, 


whenever  balanced 
supplementation  is  required 

Each  capsule  contains 


Vitamin  A . 

Vitamin  D . 

Vitamin  B 12  . 

Thiamine  Hydrochloride 
Riboflavin  .... 
Pyridoxine  Hydrochloride 
Niacinamide 
Ascorbic  Acid  . 

Calcium  Pantothenate 
Mixed  Tocopherols  (Type 
Calcium  .... 

Cobalt 

Copper 

Iodine 

Iron 

Manganese 
Magnesium 
Molybdenum  . 
Phosphorus 
Potassium  .... 
Zinc 


5,000  U.S.P.  Units 

. 500  U.S.P.  Units 

1 meg. 

. . . 3 mg. 

. . . 3 mg. 

. . . 0.5  mg. 

. 25  mg. 

. . . 50  mg. 

. . . 5 mg. 

) 

. . . 5 mg. 

. . . 213  mg. 

. . . 0.1  mg. 

. . . 1 mg. 

. . . 0.15  mg. 

. . . 10  mg. 

. . . 1 mg. 

. . . 6 mg. 

. . . 0.2  mg. 

. . . 165  mg. 

. . . 5 mg. 

. . . 1.2  mg. 
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"During  the  past  three  months,  your  secretary  's 
individual  activities  have  been  varied:  June  9, 
attended  meeting  of  the  New  York  City  Selective 
Sendee  Advisory  Committee:  June  11,  with  Presi- 
dent Eggston  and  Dr.  J.  Stanley  Kenney,  attended 
President  McCarthy’s  dinner  at  the  Bronx  County- 
Medical  Society:  June  16.  with  Councillor  Scott 
Lord  Smith,  attended  meeting  at  the  Social  Welfare 
Department,  in  Albany,  regarding  that  department's 
medical  manual;  June  18,  attended  meeting  at  Xew 
York  City  office  of  the  State  Education  Department, 
regarding  unprofessional  conduct’  as  a cause  for 
disciplinary  action  by  the  Board  of  Regents.  This 
meeting  was  also  attended  by  President  Eggston. 
Dr.  Edward  R.  Cunniffe.  Counsel  William  F.  Martin, 
and  Mr.  John  R.  Bums,  as  well  as  representatives 
from  the  Xew  York  State  Education  Department 
Grievance  Committee,  Xew  York  State  Board  of 
Medical  Examiners,  and  the  Xew  York  State  Deans’ 
Committee. 

“You  will  be  glad  to  know  that  the  party  in  honor 
of  Miss  Janet  Loy's  twenty-five  years  with  our 
Society  was  attended  by  forty-six  persons  on  June 
25.  Among  them  were  Drs.  Eggston.  Masterson. 
Kosmak,  Red  way,  and  your  secretary.  On  June  30, 
the  annual  headquarters  outing  was  held  at  Bear 
Mountain  Park,  attended  by  forty-two  persons. 

“On  July  8.  your  secretary  attended  the  Second 
District  Branch  Executive  Committee  meeting,  at 
Garden  City;  on  July  16.  a meeting  of  the  Sub- 
committee on  Medical  Care  Insurance,  at  Syracuse; 
on  July  22.  a preview  of  the  official  opening  of  the 
Xorth  Shore  Hospital,  at  Manhasset.  and  the  next 
day  went  to  the  Research  Council  for  Economic 
Security,  at  the  Waldorf-Astoria. 

"September  1 was  spent  in  Chicago  with  Dr.  Her- 
bert H.  Bauc-kus.  chairman  of  the  Liaison  Committee 
with  the  United  States  Yeterans  Administration,  at 
the  .American  Medical  .Association  conference  on 
veteran  medical  care,  and  on  September  2.  I partook 
joyfully  of  the  hospitality-  of  the  Rockland  County- 
Medical  Society  at  their  annual  picnic  in  Suffem. 

“During  his  vacation,  your  secretary-  visited 
thirteen  communities  yvhich  have  requested  help  in 
obt  aining  a general  practitioner.  With  the  exception 
of  August  26.  your  secretary  was  absent  from  the 
office  for  a fortnight  vacation.” 

The  secretary’s  report  was  approved. 

The  T reasurer's  report  was  accepted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  J.  Stanley  Ken- 
ney, in  the  absence  of  Dr.  Dan  Mellen,  chairman, 
made  the  following  report: 

“The  Blood  Banks  Association  of  Xew  York  State 
was  allocated  office  space  in  August  and  employed 
>•-' retarial  Assistance  beginning  August  10.  1953. 
Files  hate  been  set  up  tabulating  the  more  than  two 
hundred  blood  banks  of  Xew  York  State.  A letter 
was  issued  on  September  8 inviting  institutional 
membership.  Within  the  next  two  weeks  a member- 
ship will  be  solicited  of  physicians  who  may  be  in- 
terested in  joining. 

“Publicizing  the  membership  appeal  has  begun 
through  county  medical  society-  bulletins,  Xews- 
letter,  JorBNAL.  district  branch  meetings,  and  a 
bulletin  that  will  be  issued  by  the  association.  The 
clearing  house  and  blood  assurance  program  com- 
mittee has  crystallized  plans  for  a .State-wide  clearing 
house  for  member  banks.  It  will  be  modeled  after 
a similar  one  developed  by  the  California  Medical 
Association.  It  is  urgently  needed  and  its  operation 


will  be  dovetailed  with  plans  to  meet  civilian  catas- 
trophes.” 

Constitution  and  Bylaws. — In  the  absence  of  Dr. 
Frederick  W.  Williams,  chairman.  Dr.  Anderton  pre- 
sented a recommendation  of  the  committee  that  the 
Council  approve  with  certain  changes,  the  bylaws  of 
the  Medical  Society  of  the  County  of  Washington, 
the  constitution  and  bylaws  of  the  Medical  Society 
of  the  County  of  Xiagara.  amendments  to  the  con- 
stitution and  bylaws  of  the  Medical  Society  of  the 
County  of  Xew  York,  a revision  of  the  constitution 
and  bylaws  of  the  Fifth  District  Branch,  and 
changes  in  the  constitution  and  bylaws  of  the 
Medical  Society  of  the  County  of  Kings. 

Approval  was  toted  in  each  case. 

The  report  as  a whole  teas  adopted. 

Convention. — The  following  report  was  sui  nutted 
by  Dr.  Carlton  E.  Wertz: 

The  147th  .Annual  Convention  was  held  at  the 
Hotel  Stabler  in  Buffalo,  from  Mar  4 through  8. 
1953. 

Registration — An  increase  of  16:  * per  cent  was 
noted  in  the  total  registration  over  the  Buffalo 
meeting  in  1951,  but  the  phyacian  attendance  de- 
creased about  5 per  cent.  Attendance  figures  follow: 


Physicians 1 . 534 

.Allied  professions 599 

(medical  students,  interns,  dentists, 
nurses,  technicians,  others  I 

Guests 295 

Technical  exhibitors. . . . . 321 

Total  2,749 


House  of  Delegates — Due  to  curtailment  of  space 
the  House  of  Delegates  met  uncomfortably  in  a sec- 
tion of  the  exhibit  area,  rather  than  in  the  ballroom 
as  in  previous  years.  Due  to  a large  number  of 
resolutions,  seventy-seven,  there  was  an  evening 
session. 

Scientific  Program — Instead  of  the  previous  two 
general  sessions,  there  were  five,  one  each  afternoon. 
Each  section  held  only  one  meeting.  There  were 
papers  of  broad  interest  to  specialists  and  general 
practitioners  in  the  general  sessions.  Dr.  Alfred  P. 
Ingegno.  chairman.  Subcommittee  on  Scientific  Pro- 
gram. with  the  associate  chairmen  for  general  ses- 
sions. postgraduate  lectures,  round-table  discussions, 
and  section  and  session  officers  planned  this  program. 
There  was  an  evening  round-table  discussion  and 
two  morning  postgraduate  meetings.  More  than 
one  hundred  papers  were  read.  The  pediatric  sec- 
tion and  the  section  on  obstetrics  and  gynecology 
combined  for  a joint  meeting.  It  was  felt  that  this 
changed  type  of  program  was  successful. 

Attendance  figures  for  scientific  meetings: 


Sections 

Anesthesiology  Thursday  a.*. 

Chest  Diseases  Thursday  am.  170 

Dermatology  and  Syphilology  Thursday  a_m.  M 

Gastroenterology  and  Proctology  Thursday  a.m.  120 

General  Practice  Friday  -All.  150 

Industrial  Medicine  and  Surgery  Thursday  a m 34 

Medicine  Thursday  a.il  76 

Neurology  and  Psychiatry  Thursday  a m.  81 

Obstetrics  and  Gynecology  Friday  A M.  64 

Ophthalmology  and  Otolaryngol- 
ogy Thursday  a.m.  50 

Orthopedic  Surgery  Friday  A.M.  40 

Pathology  and  Clinical  Pathology  Friday  a.m. 

Pediatrics  (with  Obstet.  A Gyn. ' Thursday  a m.  85 

Preventive  Medicine  and  Public 

Health  Thursday  A.M.  52 

Radiology  Friday  A M.  45 

Surgery  Friday  A.M. 

Urology  Friday  a.m.  36 

{Continued  on  page  2886] 
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Carbromal  with  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 
To  calm  the  tense  and  nervous  patient 


CAR-SED-INE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  or  producing 
unwanted  drowsiness. 

CAR-SED-INE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  ”...  a dependable  seda- 
tive. It  allays  excitement 
and  anxiety  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  "...  certainly  ...  is 
effective  in  relieving  the 
patient’s  emotional  disturb- 
ances.”2 

FORMULA:  each  tablet  contains 
Carbromal,  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1.000  tablets. 

1.  Krantz,  J.C.  & Carr,  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 
Williams  & Wilkins  Co.,  Baltimore, 
Md.,  1951. 

2.  Goodman,  L.  & Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics. 
The  Macmillan  Co.,  New  York  City, 
1941. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasfter  arui  W\ illard  Streets,  Philadelphia  34,  Pa. 


Serving  the  medical  profession  for  nearly  a third  of  a century. 
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Sessions 

History  of  Medicine 

Friday  A.M. 

40 

Physical  Medicine 

Friday  A.M. 

21 

Public  Relations 

Friday  a.m. 

20 

General  Sessions 

Monday  p.m. 

100 

Tuesday  p.m. 

250 

Wednesday  p.m. 

255 

Thursday  p.m. 

200 

Friday  p.m. 

150 

Postgraduate  Lectures 

Tuesday  a.m. 

60 

Wednesday  a.m. 

90 

Round-Table  Discussion 

Thursday  p.m. 

65 

Scientific  Exhibits — Fifty 

scientific  exhibits 

were 

accepted  by  the  Subcommittee  on  Scientific  Ex- 
hibits. These  were  opened  on  Monday  rather  than 
on  Tuesday  as  previously.  The  House  of  Delegates 
voted  awards  to  six  exhibits  upon  nomination  by  the 
Scientific  Awards  Committee.  Certificates  were  sent 
to  the  winners.  A list  of  the  exhibits  appears  in  the 
Minutes  of  the  Annual  Meeting.  Part  II,  September 
1.  1953,  issue  of  the  New  York  State  Journal  of 
Medicine. 

Television — Colored  medical  television  was 

brought  to  the  Buffalo  area  for  the  first  time.  This 
was  sponsored  by  Smith,  Kline  & French  and  was 
broadcast  from  the  Buffalo  General  Hospital,  under 
the  supervision  of  Dr.  John  D.  Stewart,  chairman, 
Television  Committee.  It  drew  a large  enthusiastic 
audience  of  1.650. 

Scientific  Motion  Pictures — The  motion  picture 
exhibit,  under  the  supervision  of  Dr.  Conrad  Berens, 
chairman,  Subcommittee  on  Motion  Pictures,  was 
handled  by  the  Medical  Film  Guild,  Ltd.,  which  re- 
ported a total  audience  of  about  800. 

Technical  Exhibits — Mr.  Charles  L.  Baldwin,  in 
charge,  reported  82  exhibits,  an  increase  over  the 
previous  Buffalo  meeting.  The  technical  exhibits 
were  in  the  ballroom,  a change  necessitated  by  cur- 
tailment of  hotel  space. 

Annual  Meeting  and  Dinner  Dance — The  Annual 
Meeting  and  dinner  dance  was  held  on  Wednesday 
evening  and  was  attended  by  234  guests.  The 
speakers  were  Dr.  Edward  T.  Wentworth.  Dr.  An- 
drew A.  Eggston.  and  the  Honorable  Charles  S.  Des- 
mond, Associate  Judge  of  the  Court  of  Appeals  of 
New  York  State.  The  American  Heritage  Founda- 
tion Award  was  presented  to  the  State  Society  by 
Dr.  Thomas  R.  McConnell.  Chancellor  of  the  Uni- 
versity of  Buffalo.  An  orchestra  provided  music  for 
dancing  after  dinner.  Dr.  William  J.  Orr  was  chair- 
man of  arrangements. 

Woman’s  Auxiliary — The  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York  held  a 
busy  convention.  Again  the  ladies  provided  a com- 
mittee of  ushers. 

Miscellaneous — A card  of  thanks  was  sent  to  eaclt 
participant  in  the  scientific  program.  Chairmen  of 
committees  and  officers  of  sections  and  sessions  ex- 
pressed thanks  to  the  State  Society  personnel  for 
help  in  arranging  the  convention. 

The  report  was  adopted. 

Economics. — Dr.  Renato  J.  Azzari,  chairman,  sub- 
mitted the  following  report  of  the  Bureau  of  Medical 
Care  Insurance.  Mr.  George  P.  Farrell,  director: 

“Since  the  last  meeting  of  the  Council  your  direc- 
tor reports  on  the  following  activities: 

“May  31.  1953 — Mr.  Farrell  attended  the  Con- 
ference of  Presidents  of  State  Medical  Societies  at 
the  Waldorf  Astoria,  New  York  City,  as  well  as  the 
annual  meeting  of  the  American  Medical  Association 
House  of  Delegates  June  1 to  4. 

“ June  1,  1953 — Your  director  was  present  at  the 
Medical  Society  Executives  Conference  at  the  Bel- 
mont Plaza  Hotel,  New  York  City. 


“ J uly  8.  1953 — A meeting  of  Blue  Cross  executive 
directors  was  held  at  Syracuse,  New  York,  which 
your  director  attended.  Outlined  at  the  meeting  by 
your  director  was  the  progress  of  the  uniform  State- 
wide contract  as  proposed  by  the  Subcommittee  on 
Medical  Expense  Insurance.  After  discussion,  it  was 
pointed  out  by  Blue  Cross  executive  directors  that 
there  were  certain  provisions  in  the  State-wide  con- 
tract which  would  cause  administrative  difficulties, 
and  it  was  suggested  by  executive  directors  that 
these  be  called  to  the  attention  of  the  Bureau  for 
reconsideration. 

“July  16,  1953 — Your  director,  as  adviser,  at- 
tended a meeting  of  the  Subcommittee  on  Medical 
Expense  Insurance  at  the  Hotel  Syracuse.  Syracuse. 

“August  12,  1953 — On  invitation,  Mr.  Farrell  was 
present  at  a meeting  of  New  York  State  Blue  Cross 
executive  directors  at  the  office  of  the  Central  New 
York  Medical  Plan.  Syracuse.  There  was  discussion 
on  the  joint  agreement  entered  into  between  Medical 
Indemnity  of  America,  Inc.,  and  Health  Service,  Inc., 
which  became  effective  August  1, 1953.  The  purpose 
of  this  agreement  is  that  each  corporation  would  be 
able  to  reinsure  50  per  cent  of  the  underwriting  li- 
ability entered  into  by  either  corporation,  thus 
enabling  either  corporation  to  offer  both  hospital 
and  medical  care  insurance  in  areas  where  either 
corporation  was  licensed.  In  view  of  the  recent 
signing  of  this  joint  operating  agreement,  it  was  the 
feeling  of  Blue  Cross  executive  directors  that  Medi- 
cal Indemnity  of  America,  Inc.,  could  be  utilized  to 
offer  medical  indemnity  coverage  to  State-wide 
groups,  with  local  plans  providing  coverage  to  the 
extent  of  their  local  contracts  and  any  excess  cover- 
age could  be  provided  by  Medical  Indemnity  of 
America,  Inc.  It  was  also  suggested  that  all  of  the 
material  developed  by  the  Subcommittee  on  Medical 
Expense  Insurance  be  used  for  guidance  of  the  policy 
making  and  underwriting  committee  of  Medical  In- 
demnity of  .America,  Inc. 

“The  following  pages  contain  the  progress  report 
on  the  New  York  State  Blue  Shield  Plans  as  of 
June  30,  1953.  Copies  of  this  report  have  been 
mailed  to  the  secretaries  of  each  county  medical 
society,  presidents  and  executive  directors  of  Blue 
Shield  plans,  and  others. 

“Following  the  Progress  Report  is  a report  of  the 
Subcommittee  on  Medical  Expense  Insurance.” 
(The  Quarterly  Progress  Report  to  which  Dr. 
Azzari  referred  constitutes  pages  91  to  100,  in- 
clusive, of  the  verbatim  minutes,  in  the  Society 
office.) 

Medical  Expense  Insurance  Subcommittee — Dr. 
Azzari  also  submitted  the  following: 

“The  Subcommittee  met  July  16,  1953,  in  Syra- 
cuse, Dr.  Carlton  E.  Wertz,  chairman,  presiding. 
The  purpose  was  to  discuss  the  progress  of  the  uni- 
form State-w  ide  contract. 

“Dr.  F.  M.  Miller,  Jr.,  president  of  the  Utica 
Plan,  reported  that  at  a special  meeting  of  the  execu- 
tive committee  of  his  plan  the  State-wide  contract 
was  approved  in  principle.  Mr.  Lynn  Doctor,  vice- 
president  of  United  Medical  Service,  stated  that 
United  Medical  Service  had  drafted  a proposed  State- 
wide contract  in  the  form  suitable  for  presentation  to 
the  State  Insurance  Department.  Mr.  Doctor 
pointed  out  that  under  Article  II.  paragraph  lb  of  the 
proposed  State-wide  contract,  it  would  be  necessary 
for  LTnited  Medical  Service  to  add  to  this  paragraph 
the  following: 

‘In  the  event  that  the  applicant’s  membership 
is  changed  from  a group  remittance  to  a direct 
[Continued  on  page  2888] 
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For  diarrhea  after  use  of  broad-spec- 
trum antibiotics,  and  in  other  common 
diarrheas,  Kalpec  simultaneously 
soothes  the  inflamed  and  irritated  bowel, 
and  promotes  development  of  well- 
formed  stools  of  normally  soft  con- 
sistency. 

In  bacterial  diarrheas,  Streptomagma 
— Kalpec  plus  dihydrostreptomvcin — 
provides  effective  antibacterial  and  anti- 
diarrheal  action. 


Two  names,  two  preparations  assure 
prompt  remission  in  diarrhea. 

KALPEC® 

Kaolin  in  Alumina  Gel  with  Pectin 
Supplied:  Bottles  of  12  fl.  oz.  and  1 gallon 

STREPTOMAGMA® 

Dihydrostreptomycin  Sulfate,  and  Pectin  with 
Kaolin  in  Alumina  Gel 

Supplied:  Bottles  of  3 fl.  oz. 


1.  Finland.  M.  and  II  einslein , L.:  New  England  J.  Med. 
241)220  (Feb.  5)  I9S3 


® 

Philadelphia  2,  Pa. 
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payment  basis  as  provided  in  Article  IX.  benefits 
lor  maternity  care  shall  be  available  only  for  a 
pregnancy  existing  on  the  date  to  which  charges 
were  paid  through  the  remitting  agent  and  there- 
after and  without  notice  shall  be  terminated.’ 
“and  to  add  to  Article  IX: 

‘in  which  event,  however,  benefits  for  maternity 
care  shall  be  available  only  to  the  extent  set  forth 
in  Article  II.  hereof.’ 

"Motion  was  carried  that  these  changes  be  per- 
mitted. 

“Motions  were  also  unanimously  carried  that  the 
following  words  be  added  to  Article  V.  paragraph  2 : 
except  procedures  listed  in  surgical  fee  schedule'  and 
the  words  ‘after  care'  be  deleted  from  Article  XV — 
Schedule  of  Allowances. 

“It  was  moved  by  Dr.  Heyd  and  unanimously 
carried  that  these  changes  were  necessary  for  ad- 
ministrative procedure  and  do  not  change  in  princi- 
ple the  basic  concepts  of  the  contract,  and  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York 
be  apprised  of  these  changes. 

".After  discussion,  motion  was  unanimously  car- 
ried that  the  schedule  of  allowances  for  anesthesia 
be  20  per  cent  of  the  allowance  provided  for  the  co- 
incident surgical  procedure  with  a minimum  of  $10, 
with  the  specific  recommendation  that  a fee  for 
anesthesia  should  be  $10  for  a tonsillectomy  for 
children  under  age  thirteen  and  $15  for  members  over 
age  thirteen,  and  no  payment  be  provided  for 
maternity  care. 

"Motion  was  unanimously  carried  that  the  rider 
should  include  provisions  for  x-ray  as  outlined  in  the 
original  medical  indemnity  rider  of  the  uniform 
State-wide  contract  and  that  the  rider  include 
schedule  of  allowances  for  pathology  not  to  exceed 
$25  per  member  per  contract  year,  as  provided  in 
the  original  medical  indemnity  rider  to  the  uniform 
State-wide  contract. 

“After  discussion,  it  was  unanimously  carried  that 
there  be  an  allowance  of  $10  per  member  per  con- 
tract year  for  consultation  in  physical  medicine  while 
hospitalized,  with  report  on  patient’s  chart. 

"The  Subcommittee  also  discussed  a matter  re- 
ferred to  it  by  the  Council  regarding  a fee  schedule 
of  the  New  York  State  High  School  Athletic  Pro- 
tective Plan.  Inc.  After  discussion,  it  was  recom- 
mended that  the  Subcommittee  report  to  the  Council 
that  the  maximum  indemnity  schedule  of  the  .Asso- 
ciation is  on  an  average  approximately  20  per  cent 
less  than  the  Workmen's  Compensation  fee  schedule, 
for  coverage  provided  by  their  basic  premium  of 
$6.00  per  person  per  annum  for  all  sports.  However, 
the  Plan  provided  twice  the  amount  of  the  regular 
schedule  if  the  annual  premium  of  $11  is  paid. 

“The  Subcommittee  also  considered  a resolution 
referred  to  it  by  the  Council  that  ‘consideration  be 
given  to  setting  up  a fair  and  adequate  mechanism' 
for  adjudication  of  cases  in  which  a medical  care 
plan  has  received  county  society  approval  but  not 
that  of  the  Medical  Society  of  the  State  of  Xew 
York.  After  discussion,  it  was  unanimously  carried 
that  the  chairman  of  the  Subcommittee  appoint  a 
committee  of  two  from  its  members  and.  after  con- 
sultation with  legal  counsel,  draft  a revised  provision 
to  the  Standards  for  Approval  of  Plans. 

“The  Subcommittee  considered  the  Council  re- 
quest for  a report  regarding  the  adoption  by  all  in- 
surance companies  of  uniform  certificates’  and 
‘reduction  in  number  and  character  of  questions 
asked  to  those  actually  needed.’  It  was  suggested  by 
Dr.  Anderton  that  we  get  all  available  information 


regarding  different  types  of  forms  required  by  life, 
sickness  and  accident,  and  other  insurance  com- 
panies for  study. 

“After  discussion,  it  was  moved  and  carried  that 
these  forms  be  collected  from  all  available  sources  by 
the  Bureau  of  Medical  Care  Insurance  and  that  the 
American  Medical  Association  be  contacted  to  learn 
to  what  extent  they  have  made  a study  regarding  the 
possibility  of  uniform  claim  blanks.” 

The  report  tra.s  accepted. 

Industrial  Health. — Dr.  Peter  J.  Di  Xatale.  chair- 
man. reported: 

“With  deep  and  sincere  sorrow  let  me  report  that 
Dr.  Frank  Ferlaino  died  suddenly  a week  ago. 

“We  have  been  asked  to  prepare  for  you  a report 
on  the  proposed  plan  for  an  Industrial  Health 
Bureau  including  recommendations  regarding  a 
director,  such  help  as  he  might  need,  and  a budget, 
and.  perhaps  most  important,  to  plan  a program  of 
activities.  Prior  to  our  August  12  meeting,  your 
chairman  contacted  a number  of  men  engaged  in  in- 
dustrial medicine — I wrote  to  about  fifteen.  From 
their  information,  and  following  the  committee 
meeting,  at  which  were  present  representatives  of  the 
American  Medical  Association  Council  on  Industrial 
Health,  your  committee  suggests  the  following: 

1.  A full-time  director  with  a secretary  and 
proper  space  for  the  bureau  in  the  Society’s  quarters. 
Salary  should  be  geared  to  director’s  knowledge  of 
industrial  medicine,  experience,  and  other  qualifica- 
tions. It  is  to  be  remembered  that  a sum  of  $25,000 
was  pro]x>sed  at  the  last  session  of  our  House  of  Dele- 
gates. 

“2.  Activities: 

a.  Collect  information  and  statistics  about  in- 
dustrial medical  practice  in  Xew  York  State. 

b.  Obtain  information  about  full-time  and 
part-time  industrial  physicians,  obtain  a roster  of 
leaders  of  industrial  health  for  purposes  of  speakers 
bureau  and  teacher  group. 

c.  Maintain  close  relationship  with  medical 
schools  to  foster  teaching  of  industrial  medicine. 

d.  Stimulate  and  maintain  active  interest  in 
employers  for  establishing  good  industrial  health 
services. 

e.  Stimulate  interest  in  industrial  health  prac- 
tice among  the  medical  profession  with  particular 
interest  among  those  general  practitioners  that 
could  supply  services  to  small  plants,  and  stimulate 
need  for  proper  ethical  practice  and  cooperation 
with  family  physician. 

/.  A newsletter  distributed  to  physicians,  em- 
ployers. and  labor  groups  about  industrial  health 
matters. 

g.  Help  to  establish  and  improve  standards  for 
preplacement  and  periodic  physical  examination  in 
industry. 

h.  Interest  each  county  society  in  establishing 
industrial  health  committee  to  stimulate  local  in- 
terest. We  believe  this  a most  important  point 
because  industrial  health  activities  should  begin  at 
local  level,  and  pilot  study  must  be  at  a county  level 
at  first. 

i.  Maintain  and  cooperate  with  other  agencies, 
interested  in  industrial  health  services,  such  as 
local  chambers  of  commerce,  labor  organizations. 
State  Health  Department.  State  Labor  Depart- 
ment. and  medical  organizations,  such  as  Academy 
of  General  Practitioners  and  industrial  nurses 
organization. 

j.  Set  up  lectures  at  undergraduate  and  post- 
graduate levels. 


[Continued  on  page  2890] 
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Fresh-Frozen  and  Freshly-Squeezed  Orange  Juice 


Two  years  ago,  findings  of  importance  to 
dietitians  everywhere  were  published,  empha- 
sizing the  superiority  of  reconstituted  Minute 
Maid  Fresh-Frozen  Orange  Juice  over  home- 
squeezed  juice  of  the  same  type  oranges,  in 
three  respects: 

(a)  Average  levels  of  ascorbic  acid  signifi- 
cantly higher  in  Minute  Maid:  Obviously, 
this  advantage  of  Minute  Maid,  observed  in 
the  samples  tested,  is  susceptible  to  variation, 
from  season  to  season,  as  crops  differ.  It 
should  be  emphasized,  however,  that,  penny 
for  penny  and  year  after  year,  the  lower-priced 
Minute  Maid  offers  the  housewife  more  ascor- 
bic acid  than  she  could  get  from  home-squeezed 
orange  juice. 

(b)  Peel  oil  content  significantly  lower:  Sam- 


ples of  orange  juice,  home-squeezed  by  typical 
housewives,  showed  contents  of  peel  oil,  a 
cause  of  allergic  response  and  poor  tolerance, 
especially  in  infants,  were  up  to  700%  higher 
than  in  Minute  Maid! 

(c)  Bacterial  counts  dramatically  lower:  Bac- 
terial counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples,  but 
were  uniformly  low  in  Minute  Maid. 

Since  publication  of  the  above  findings, 
more  and  more  physicians  are  recommending 
Minute  Maid  Fresh-Frozen  Orange  Juice  in 
place  of  home-squeezed  orange  juice  where 
optimum  year-around  intake  of  natural  Vita- 
min C is  indicated. 

And  now  comes  more  evidence  in  favor  of 
Minute  Maid  ...  . 


New  Assays  Reaffirm  Dietary  Advantages  of  Minute  Maid 
Fresh-Frozen  Orange  Juice  on  a Cost  Basis 


A second  report  comparing  the  individual 
mineral  and  vitamin  values  of  Minute  Maid 
Fresh-Frozen  Orange  Juice  and  home-squeezed 
juice  of  the  same  type  oranges  has  recently 
been  published. 

In  this  latest  study,  each  sample  was  ana- 
lyzed separately.  The  analyses  showed  that 
Minute  Maid  Fresh-Frozen  Orange  Juice  was 
equal  to,  or  superior  to,  the  home-squeezed 
juice  in  all  of  the  components  listed  below: 


TABLE 

Mean  Values  in  Samples  Tested 


COMPONENT 

UNITS 

MINUTE  MAID 
FRESH-FROZEN 
ORANGE 
JUICE 

HOME- 

SQUEEZED 

ORANGE 

JUICE 

Detain© 

mg.  / 100  ml. 

49 

46 

H ot  ill 

meg. / 1 OO  ml. 

0.26 

0.26 

CnoliuO 

nig.  / IOO  ml. 

12 

12 

Cobalt 

meg. / IOO  ml. 

74 

67 

Folie  acid 

meg. / IOO  ml. 

2.2 

2.2 

Iodine 

meg.  / IOO  ml. 

0.24 

0.21 

Manganese 

Nitrogen 

meg./  IOO  ml. 

33 

18 

Total 

mg./  IOO  ml. 

104 

79 

Amino 

mg.  / IOO  ml. 

22 

22 

Volatile 

mg./  IOO  ml. 

8 

7 

Non-volatile 

Pantothenic 

mg./  IOO  ml. 

96 

72 

acid 

Para-amino- 

meg.  / IOO  ml. 

146 

145 

benzoic  acid 

meg. / IOO  ml. 

4 

4 

Phosphorus 

mg. / IOO  ml. 

19 

18 

Potassium 

mg./  IOO  ml. 

380 

290 

Riboflavin 

meg.  / IOO  ml. 

18 

17 

Tocopherol  s 

mg. / IOO  ml. 

107 

104 

Vitamin  A 

meg. /IOO  ml. 

19 

16 

Thiamine 

meg.  / IOO  ml. 

87 

83 

Vitamin  B,  2 

meg./  IOO  ml. 

0.0022 

0.0012 

Although  the  results  are  again  susceptible 
to  variation  according  to  crop  and  year, 
Fresh-Frozen  Minute  Maid  was  equal  to  the 
home-squeezed  juice  in  the  samples  tested  for 
the  largest  number  of  components  listed;  and 
in  the  mean  values  for  iodine,  manganese, 


potassium,  Vitamins  A and  B12,  Minute  Maid 
showed  appreciably  higher  values. 

SUMMARY 

These  new  findings  help  enlarge  professional 
knowledge  of  the  nutrient  constituents  of 
orange  juice  in  general  and  add  fresh  evidence 
that,  on  a cost  basis,  Minute  Maid  Fresh- 
Frozen  Orange  Juice  has  significant  dietary 
advantages.  Penny  for  penny,  Minute  Maid 
offers  not  only  more  Vitamin  C,  but  also  more 
of  all  the  other  vitamins  and  minerals  listed 
than  home-squeezed  orange  juice. 

Taken  in  conjunction  with  the  previously 
published  findings,  this  should  confirm  the 
choice  of  physicians  who  recommend  Minute 
Maid  in  place  of  home-squeezed  orange  juice. 
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k.  Because  in  New  York  State,  under  the 
Workmen’s  Compensation  Law,  industrial  medical 
practice  plays  an  important  role  because  of  the 
free  choice  principle  which  permits  all  qualified 
doctors  to  participate  in  industrial  medical  prac- 
tice, the  Industrial  Health  Bureau  should  work 
very  closely  with  the  Compensation  Bureau  of  our 
Society. 

“The  above  could  be  a starter  for  the  program. 
We  realize  that  it  will  take  time  and  planning  be- 
fore concrete  results  can  be  noticed. 

“Your  committee  desires  to  make  some  general 
comments : 

“We  feel  that  the  State  Medical  Society  is  vitally 
interested  in  seeing  that  the  worker  gets  the  best 
medical  care  possible.  We  desire  that  our  State 
Society  assume  its  proper  place,  that  of  leader  in  this 
ever-increasing  important  phase  of  medical  practice. 
We  know  that  the  State  Society  is  pioneering  in 
establishing  this  bureau  and  we  are  being  watched 
by  other  state  medical  societies  for  their  future 
guidance  in  this  matter. 

“I  move  the  adoption  of  that  report.” 

Dr.  Thomas  M.  d’ Angelo  amended  Dr.  DiXatale’s 
motion  as  follows:  “That  it  be  the  consensus  of 

opinion  of  this  body  that  the  Industrial  Health 
Bureau  and  the  Workmen’s  Compensation  Bureau  be 
under  one  director  until  such  time  as  the  need  for 
two  directors  be  shown.” 

After  discussion,  the  amendment  was  adopted. 

Legislation. — Dr.  James  Greenough,  chairman, 
submitted  the  following  report: 

The  executive  committee  of  the  Legislation  Com- 
mittee met  July  15,  1953.  Dr.  John  C.  Brady,  Dr. 
J.  Stanley  Kenney,  Mr.  William  F.  Martin  and  Mr. 
Bums  of  his  office  were  present.  There  was  dis- 
cussion concerning  the  mandate  of  the  1953  House  of 
Delegates  to  introduce  the  Friedman  Bill  preventing 
hospitals  from  practicing  medicine.  Many  proce- 
dures detrimental  to  the  care  of  the  public  were  dis- 
cussed, to  wit:  treatment  by  interns  and  residents 
without  adequate  supervision,  opening  of  many  new, 
insufficiently  supervised  hospitals  by  physicians 
unable  to  obtain  hospital  employment,  and  de- 
terioration of  many  practicing  physicians  owing  to 
inability  to  obtain  hospital  appointments. 

The  executive  committee  voted  unanimously  to 
adopt  a resolution  suggested  by  Dr.  Kenney,  re- 
ferring these  matters  back  to  the  Council  with  the 
suggestion  that  an  effort  be  made  to  arrange  a con- 
ference between  officers  of  the  Medical  Society  of 
the  State  of  New  York,  the  deans  of  the  Medical 
Schools  of  New  York  State,  and  representatives  of 
the  Hospital  Associations  of  New  York  State  and 
Greater  New  York.  The  purpose  of  this  conference 
would  be  to  reach  an  agreement  between  these 
groups  which  would  be  satisfactory  to  all  and  of 
benefit  to  the  public. 

In  the  meantime,  the  Legislation  Committee  is  en- 
deavoring to  obtain  from  each  county  medical  so- 
ciety a vote  of  its  membership  in  regard  to  the  prac- 
tice of  medicine  by  hospitals.  Further  efforts  to 
introduce  the  Friedman  Bill  will  be  held  in  abeyance, 
awaiting  the  results  of  these  efforts. 

This  executive  committee  suggests  to  the  Council  a 
careful  study  of  the  present  Medical  Practice  Act 
with  a view  to  its  improvement. 

The  Legislation  Committee  will  put  forth  every 
effort  for  passage  of  an  injunction  bill. 

The  executive  committee  recommends  to  the 
Council  the  organization  of  a well-qualified  group  of 
physicians  prepared  to  appear  before  any  legislative 


hearing  to  present  the  stand  of  the  Medical  Society. 

During  tie  summer,  five  of  the  nine  meetings  of 
county  legislation  chairmen  have  been  held.  Your 
chairman  has  attended  four  and  feels  that  the  effort 
and  expense  are  worthwhile,  as  they  have  aroused 
considerable  interest  in  each  area  and  afforded  an 
opportunity  for  full  and  informal  discussion  of  the 
legislative  program.  The  planning  and  leadership 
of  these  meetings  have  been  very  ably  conducted  by 
our  Executive  Officer,  Dr.  Harold  J.  Smith. 

Dr.  Greenough  stated:  “I  have  two  communica- 
tions. The  first  consists  of  three  letters  written  by 
the  National  Association  for  the  Advancement  of 
Colored  People,  Central  Trades  and  Labor  Council 
of  Greater  New  York  and  Vicinity,  New  York  State 
C.I.O.  Council;  also  a letter  from  Assemblyman 
Hulan  E.  Jack,  all  recommending  that  the  Governor 
and  the  Commissoner  back  the  Carver  House  Medi- 
cal Center  and  deploring  the  action  of  the  New  York 
County  Medical  Society  opposing  it. 

“In  view  of  the  fact  that  the  House  of  Delegates 
at  the  last  meeting  went  on  record  as  opposing  any 
agreement  or  arrangement  for  any  institution  or 
group  of  individuals  that  might  lead  to  the  establish- 
ment of  a clinic  in  a tax-supported  public  housing 
project,  as  outlined  by  the  housing  commissioner  of 
New  York  State,  over  his  signature,  and  published 
in  the  April  3,  1953  issue  of  New  York  Medicine,  I 
don’t  see  what  action  can  be  taken  in  contradiction 
to  the  action  of  the  House  of  Delegates;  so  I merely 
introduce  these  for  information. 

“I  have  another  communication.  This  came  to  Dr. 
Smith  from  J.  L.  Judson  Moorhouse,  executive  direc- 
tor of  the  New  York  Good  Roads  Association,  re- 
questing the  Medical  Society  to  put  in  a resolution,  I 
think  addressed  to  the  Highway  Financing  Commis- 
sion, requesting  action  on  good  roads  in  New  York 
State.  Do  you  want  anything  done  with  that?” 

It  was  suggested  that  some  county  medical  society 
be  requested  to  introduce  a resolution  on  the  subject 
in  the  next  House  of  Delegates. 

Commenting  on  his  report.  Dr.  Greenough  stated: 
“The  Friedman  Bill,  I think,  is  very  important.  This 
bill  would  make  it  illegal  for  hospitals  to  employ 
doctors  and  sell  the  practice  of  medicine.  Probably 
it  is  illegal  now,  but  this  would  be  a definite  bill  on 
that  subject.  It  has  been  introduced  three  years. 
From  past  experience  in  the  Legislation  Committee 
it  seems  impossible  that  it  can  be  passed.  The  Legis- 
lation Committee  and  the  executive  committee  of 
the  Legislation  Committee  have  discussed  this  at 
length.  At  the  last  meeting.  Dr.  Kenney  made  a 
suggestion  which  was  adopted,  and  which  is  in  this 
report,  referring  the  matter  back  to  the  Council, 
with  the  suggestion  that  an  effort  be  made  to  arrange 
a conference  between  officers  of  the  Medical  Society 
of  the  State  of  New  York,  the  deans  of  the  Medical 
Schools  of  New  York  State,  and  representatives  of  the 
Hospital  Associations  of  New  York  State  and 
Greater  New  York.  The  purpose  would  be  to  reach 
an  agreement  which  would  be  satisfactory  to  all  and 
of  benefit  to  the  public. 

“The  Legislation  Committee  feels  that  would  be  a 
far  more  valuable  way  of  trying  to  solve  the  problem 
of  full-time  medicine  than  for  your  legislation  Com- 
mittee to  attempt  to  have  passed  a bill  which  would 
make  it  illegal.  In  the  first  place  it  could  not  be 
passed,  and  in  the  second  place  it  could  not  be  en- 
forced, and  I would  like  to  move  that  the  President 
be  authorized  to  appoint  a committee  for  the  purpose 
of  arranging  such  a conference  in  an  effort  to  smooth 
out  the  differences  between  the  doctors  and  the  hos- 
[Continued  on  page  2892] 
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pitals  and  the  medical  schools  in  regard  to  full-time 
practice." 

After  discussion.  Dr.  Greenough  withdrew  his 
motion  and  reported  this  suggestion  for  any  action 
the  Council  wished  to  take. 

Dr.  Eggston  stated:  “If  the  Council  will  permit 
me  I will  refer  this  recommendation  to  our  Com- 
mittee on  Hospital  and  Professional  ^Relations,  of 
which  Dr.  Harold  F.  R.  Brown  is  chairman,  with  the 
idea  that  he  might  work  with  the  Legislation  Com- 
mittee and  activate  a program  to  have  meetings.  If 
there  is  no  objection.  I will  make  that  recommen- 
dation.'’ 

It  ura .*  coted  to  accept  the  report  of  the  Legislation 

Committee  as  a whole. 

Office  Administration  and  Policies. — Dr.  John  J. 

Masterson.  chairman,  presented  the  request  of  the 
committee  that  an  additional  appropriation  of  $68  to 
the  Journal  editorial  salary  budget  be  recom- 
mended to  the  Board  of  Trustees.  He  explained 
that  a misunderstanding  had  occurred  regarding  the 
effective  date  of  a salary  increase  in  that  depart- 
ment. 

He  stated  that  at  the  meeting  of  the  committee 
held  September  9.  1953.  various  personnel  matters 
were  discussed.  It  was  decided  to  charge  the  Blood 
Banks  Association  of  X'ew  York  State.  Inc.,  for  the 
services  of  this  Society’s  accounting  department  and 
cashier  at  the  rate  of  $20  per  month  and,  whenever 
possible  and  if  the  board  of  directors  of  the  Associa- 
tion approved,  to  include  under  Medical  Society 
accounts  the  expenses  of  the  Association  for  which 
the  Society  is  to  be  reimbursed. 

A list  of  office  procedures  was  submitted  to  the 
committee  and  approver!  for  distribution  among  the 
employes. 

Regulations  were  adopted  regarding  entertain- 
ment expenses  of  employes. 

The  report  was  adopted. 

Publication. — Dr.  John  J.  Masterson.  chairman, 
presented  the  following  report : 

The  Publication  Committee  met  September  9, 
1953.  The  Editor  gave  his  report. 

"A  letter  from  Dr.  S.  Sehussheim  of  Brooklyn  was 
read.  Recently  the  Journal  published  a review  by 
Dr.  George  A.  Anderson  of  Brooklyn  of  Tolstoi’s 
Liring  with  Diabete .*.  Dr.  Sehussheim  differed  with 
Dr.  Anderson's  review.  It  was  voted  to  refer  the 
letter  to  Dr.  Anderson  for  any  reply  he  might  care 
to  make. 

"It  was  voted  to  exchange  the  Journal  with  the 
Japanese  Journal  of  Medical  Science  and  Biology 
published  by  the  National  Institute  of  Health  at 

Tokyo. 

"Upon  request,  it  was  voted  to  give  a complimen- 
tary- sub-  ription  to  the  Pittsburgh  Press. 

"It  was  decided  to  have  a dinner  meeting  of  the 
Associate  Editorial  Board  on  Wednesday.  November 
11.  1953.  Dr.  Redway  to  handle  the  arrangements. 

"A  request  from  Smaller  Magazines  Postal  Com- 
mittee for  a contribution  was  rejected. 

"Dr.  Redway  submitted  a letter  from  Dr.  Harold 
Davidson  proposing  that  a special  section  of  the 
Journal  be  devoted  to  a tie-in  with  various  New 
York  State  medical  colleges.  It  was  voted  that  the 
Editor  consider  this. 

“Dr.  Redway  reported  that  he  had  received 
numerous  letters  suggesting  that  other  series  of 
articles  similar  to  that  on  ‘Diabetes’  be  printed. 
It  was  voted  that  a series  on  cardiology  and  electro- 


cardiograms could  be  published  with  the  assistance 
of  Dr.  Arthur  Master.  It  was  voted  that  Dr.  Red- 
way proceed  with  this. 

. "It  was  reported  that  we  had  experienced  con- 
siderable delay  in  obtaining  paper  for  the  Directory. 
and  that  the  paper  on  which  the  advertising  is 
printed  would  not  be  available  for  some  sixty  to 
ninety  days  if  not  longer.  It  was  voted  to  purchase 
the  paper  for  this  section  from  the  J.  E.  Linde  Paper 
Co. 

“It  was  decided  that  Dr.  Kosmak  be  requested  to 
be  responsible  for  the  production  of  the  1955  Direc- 
tory, on  which  the  Society  is  already  working.’’ 

The  report  uras  accepted. 

Planning  Committee. — Dr.  Peter  J.  Di  Xatale, 
chairman,  presented  the  following  report : 

"Your  Planning  Committee  met  yesterday.  The 
House  of  Delegates  voted  to  approve  in  principle  and 
the  Council  referred  to  the  Planning  Committee  a 
resolution  that  the  Society  establish  a Council  Com- 
mittee on  General  Practice.  After  considerable  dis- 
cussion yesterday  it  was  voted  to  invite  some  in- 
terested general  practitioners. 

“The  second  matter  was  the  House  resolution  that 
this  Society  clarify  its  attitude  toward  osteopaths, 
and  the  relation  of  the  latter  to  the  medical  profes- 
sion. This  was  referred  to  the  Planning  Com- 
mittee for  study.  Following  discussion  a motion 
was  voted  that  there  be  invited  to  a meeting  of 
the  Planning  Committee,  osteopaths  and  other 
interested  persons  who  could  help  in  making 
a recommendation  for  the  Council,  so  that  at 
the  meeting  in  June  of  the  American  Medical 
Association.  State  Society  may  have  its  answers 
towards  the  relationship  between  osteopaths  and  the 
medical  profession.  As  you  know,  at  the  last  ses- 
sion of  the  House  of  Delegates  of  the  American 
Medical  Association  the  Klein  report  to  the  Trustees 
was  debated.  The  report  of  Dr.  Anderton's  Ref- 
erence Committee  on  Miscellaneous  Business  agreed 
with  the  report  of  the  Board  of  Trustees  of  the 
American  Medical  Association  advising  postpone- 
ment of  action  until  1954. 

"The  Planning  Committee  also  was  asked  to 
study  the  proposal  that  regular  dates  be  established 
for  district  branch  meetings  throughout  the  State. 
Yesterday  the  Planning  Committee,  with  the  pre- 
liminary work  done  by  Dr.  Anderton.  made  these 
suggestions,  which  should  be  referred  to  the  district 
branches  for  implementation: 

“The  First  District  Branch  to  meet  during  the 
House  of  Delegates  meeting. 

“The  Second  District  Branch  to  meet  on  a Wed- 
nesday the  third  week  in  Septemlier. 

“The  Third  District  Branch  to  meet  on  a Thurs- 
day the  third  week  in  September. 

"The  Fourth  District  Branch  to  meet  on  a Thurs- 
day the  third  week  in  October. 

“The  Fifth  District  Branch  to  meet  on  a Wednes- 
day the  third  week  in  October. 

"The  Sixth  District  Branch  to  meet  on  a Wednes- 
day the  fourth  week  in  October. 

"The  Seventh  District  Branch  to  meet  on  a 
Thursday  the  fourth  week  in  September. 

[Continued  on  page  289-11 
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even  a '‘first-time  father" 
can  prepare  it  with  ease 

Though  “boiling  water”  is  the  extent  of 
his  culinary  skill,  the  newest  of  fathers 
can,  with  Similac  Liquid,  readily  prepare 
a formula  closely  approximating  human 
breast  milk  in  nutritional  quality  and 
digestibility. 

One  part  Similac  Liquid  added  to  one  part 
sterilized  water  provides  the  standard 
20  cal./fl.  oz.  feeding  formula. 


SO  SIMILAR  TO  HUMAN  BREAST  MILK:  there  is  no  closer 
equivalent  to  the  milk  of  healthy,  ivell-nourished  mothers 
in  prepared  liquid  form  than 


Liquid 

Supplied : Tins  containing  13  fl..  oz. 
Also  available:  SIMILAC  Powder , 
tins  containing  1 lb. 


M & R Laboratories  • Columbus  16,  Ohio 


2894 


MINUTES  OF  THE  COUNCIL 


[X.  Y.  State  J.  M. 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


nucarpdM' 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING’’ 


POWDER  in  envelopes  or  in  tablets 

phesto-bobo 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
2S3  WEST  26TH  ST..  NEW  YORK  1.  N.  Y. 


A Special  Clinical  Studyf 

PROVED 

SPRACE*  Ointment 

Containing  Ephedrine  Alkaloid  1%;  Benzo- 
eaine  5%;  Chlorothymol  XA%\  Bismuth 
Subnitr  5%.  Combined  with  a Mentholated, 
Emollient,  Cholesterine  Base. 

A superior  agent  for  longer  control  of 

PAIN,  PRURITUS 

and 

HEMOSTASIS 

in  rectal  conditions  where 
surgery  is  not  indicated. 

Mail  in  coupon  below  to  receive  reprint  of 
report  with  professional  samples, 
t Dept,  of  Pharmacology  and  Proctol- 
ogy, New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals. 

Franklin  Laboratories  Inc.,  Englewood,  N.J. 

Gentlemen  :-Please  mail  reprints  of  clinical  report  and 
professional  samples  of  SPRACE  Rectal  Ointment. 
Please  type  or  print. 

Name MD- 


Address 


City 

•Reg.  U.  S.  Pat.  On. 


Zone. 


State. 


[Continued  from  page  2892] 

“The  Eighth  District  Branch  to  meet  on  a Wednes- 
day the  fourth  week  in  September. 

“The  Ninth  District  Branch  to  meet  on  a Thurs- 
day the  first  week  in  October. 

“You  will  notice  there  are  four  meetings  in  Sep- 
tember and  four  in  October  and  the  other  district 
meets  at  the  time  of  the  House  of  Delegates.  The 
dates  were  scheduled  so  that  the  officers  of  the  So- 
ciety who  have  to  do  the  traveling  may  take  in  two 
meetings  on  successive  days  in  adjacent  districts. 

“The  Planning  Committee  yesterday  also  briefly 
took  up  the  subject  of  the  chronically  ill  and  aged. 
A subcommittee  has  been  appointed  to  report. 

“The  subcommittee  of  the  Planning  Committee 
appointed  bv  Dr.  Eggston  under  the  chairmanship 
of  Dr.  Mellen  met  August  12  to  discuss  permanent 
headquarters  for  the  Society.  There  was  consider- 
able discussion  as  to  location,  type  of  building,  whom 
to  contact  to  advise  the  State  Society  about  matters 
of  permanent  headquarters,  etc.  On  motion,  it  was 
voted  that  this  subcommittee  (that  is  the  subcom- 
mittee of  the  Planning  Committee)  request  the 
Council  to  recommend  to  the  Board  of  Trustees  that 
they  establish  a permanent  headquarters  fund  with 
an  original  sequestration  of  8100,000,  more  or  less.” 
Dr.  Anderton  suggested  that  the  secretary  be  in- 
structed to  send  word  to  each  of  the  district  branches 
as  soon  as  possible  of  the  proposed  permanent  sched- 
ule for  their  annual  meetings,  as  approved  by  the 
Council. 

Dr.  Di  Xatale  continued:  “I  want  to  read  from 
the  minutes  of  the  annual  meeting,  the  report  of 
Dr.  Kelley  concerning  implementation  of  the 
loyalty  oath  resolution : 

‘In  discussing  the  various  means  of  attempting 
to  implement  the  loyalty  oath,  the  Planning  Com- 
mittee raised  the  question  of  having  the  New 
York  State  Education  Department  require  the 
signing  and  filing  of  a loyalty  oath  by  each 
physician  for  original  licensure,  and  when  reregis- 
tration occurs  for  physicians  already  licensed. 
Your  Reference  Committee  approves  of  this  sug- 
gestion (that  was  Dr.  Kelley’s  committee)  and 
recommends  that  the  New  York  State  Department 
of  Education  be  requested  to  have  a loyalty  oath 
signed  by  all  physicians  licensed  in  New  York 
State.  I move  the  adoption  of  this  report.’ 

“The  report  was  adopted.” 

Dr.  Anderton  stated:  “Mr.  President,  as  directed 
by  the  House  of  Delegates  the  secretary  wrote  to  the 
State  Education  Department,  and  has  had  a reply 
stating  that  the  matter  is  to  be  considered  seriously 
by  their  governing  body. 

It  was  voted  to  adopt  the  report. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphev,  chairman,  reported  he  had  attended  four 
meetings  since  the  last  Council  meeting  and  had  ar- 
ranged 39  postgraduate  lectures  in  10  counties.  He 
stated  that  the  program  of  the  second  annual  meet- 
ing of  the  New  York  State  Citizens’  Health  Council, 
on  June  12  at  Geneva,  included  an  outline  of  the 
organizational  history  of  the  Health  Council  by  Mr. 
Lee  B.  Mailler,  president  of  the  Council  and  ma- 
jority leader  of  the  Now  York  State  Assembly,  dis- 
cussion of  the  problem  of  developing  team  work  for 
health  on  State  and  local  levels,  and  a report  of  the 
experience  of  the  Madison  County  Health  Council. 
A meeting  is  planned  for  the  fall.  To  assist  the  Health 
Council  in  acquiring  additional  members,  Dr.  Eggs- 
ton wrote  a supporting  letter  in  July  to  certain  or- 
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ganizations  being  approached  by  Mr.  Mailler. 

Dr.  Curphey  stated  that  the  New  York  State 
Federated  Women’s  Clubs,  reported  to  have  po- 
tentially a million  or  one  and  a quarter  million 
members,  have  requested  advice  from  this  Society  in 
developing  a program  of  yearly  physical  examina- 
tions for  each  member.  It  was  suggested  that  Mrs. 
William  S.  Shary,  chairman  of  their  Public  Health 
Committee,  get  in  touch  with  Dr.  Bratt,  chairman 
of  the  Subcommittee  on  General  Practice,  and  with 
the  Public  and  Professional  Relations  Bureau  of  the 
Medical  Society  to  discuss  the  program. 

He  stated  that,  in  response  to  a request  from  the 
New  York  State  Chapter  of  the  American  Academy 
of  General  Practice  for  financial  assistance  in  the 
program  of  their  Fifth  Annual  Scientific  Assembly, 
this  Society  had  agreed  to  reimburse  three  of  the 
speakers  for  their  travel  expenses.  For  budgetary 
reasons,  requests  that  the  Society  meet  the  expenses 
of  two  other  speakers  and  the  cost  of  mailing  the 
programs  were  refused.  He  reported  that  all  of  the 
members  of  the  School  Health,  Subcommittee  approved 
the  resolution  of  the  New  York  State  Association  of 
School  Physicians  which  was  referred  to  them  by  the 
Council  on  June  5.  They  wished,  however,  to  sub- 
stitute the  clause  “that  the  salary  shall  be  commen- 
surate with  the  duties  and  responsibilities  involved 
and  at  a level  which  will  attract  well  qualified  per- 
sonnel” for  the  original  stipulation  of  specific  mini- 
mum and  maximum  salaries. 

After  discussion,  it  was  felt  that  no  further  action 
was  necessary  but  it  was  agreed  that  the  name  of 
Dr.  William  Mitchell,  secretary  of  the  New  York 
State  Association  of  School  Physicians,  be  added 
to  the  list  of  those  who  are  to  receive  copies  of  the 
resolution. 

In  connection  with  the  annual  diabetes  detection 
drive  to  be  held  during  the  week  November  15  to  21, 
1953,  Dr.  Curphey  moved  that  the  Council  issue  a 
statement  for  the  press  around  November  1,  urging 
support  of  the  detection  drive  during  Diabetes 
Week,  that  Dr.  Redway  be  approached  for  publicity 
in  the  State  Journal  of  Medicine  in  the  November 
1 issue,  that  Governor  Dewey  be  approached  for  a 
proclamation  concerning  the  drive  to  appear  around 
November  9 or  10,  and  that  the  Public  and  Pro- 
fessional Relations  Bureau  of  the  State  Society  be 
asked  to  urge  support  by  the  doctors  of  the  State 
in  the  next  Newsletter. 

It  was  so  voted. 

Where  necessary,  the  subcommittee  is  appealing 
to  individual  members  of  the  American  Diabetes 
Association  to  assist  in  the  detection  drive  and  to 
urge  the  appointment  of  county  medical  society  com- 
mittees on  diabetes. 

Dr.  Curphey  called  the  attention  of  the  Council 
to  a statistical  summary,  released  by  the  New  York 
State  Department  of  Health,  of  the  mass  polio- 
myelitis immunization  carried  out  in  Chemung  and 
Steuben  counties  in  July.  He  quoted  the  statement 
of  Dr.  George  It.  Murphy,  the  regional  chairman  in 
pediatrics  for  Region  11,  that  “All  agencies,  both 
official  and  voluntary,  worked  very  enthusiastically 
to  put  the  program  over.  The  actual  decision  to  put 
on  this  program  was  made  on  Tuesday,  July  7,  so 
you  can  see  how  swiftly  and  successfully  it  was 
accomplished  in  a minimum  period  of  time.”  He 
referred  to  an  article  by  Dr.  Korns  in  Health  News 
stating  that  the  project  was  undertaken  after  con- 
sultation with  the  Medical  Society  of  the  State  of 
New  York  and  that  the  medical  societies  of  the 
[Continued  on  page  2896] 
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counties  involved  did  an  outstanding  job  in  recruit- 
ing their  members  and  setting  up  schedules  for 
private  doctors  to  serve  at  clinics. 

The  report  was  adopted. 

It  was  brought  out  in  discussion  that  we  should 
try  to  persuade  the  State  Health  Department 
that  when  they  make  releases  which  represent  good 
medical  practice  on  the  part  of  the  men  in  the  com- 
munity. they  should  include  the  doctors’  organiza- 
tions and  not  have  a unified  release  from  one  health 
agency. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report : 

‘‘Following  the  usual  custom,  the  Public  and  Pro- 
fessional Relations  Bureau  adopted  a summer  sched- 
ule of  activities.  While  carrying  on  routine  mat- 
ters. the  Bureau  concentrated  much  of  its  efforts  on 
projects  for  the  fall.  The  field  work  was  curtailed 
and  the  bulk  of  the  work  was  done  at  headquarters. 

‘‘Among  activities  was  the  preparation  for  the  Fall 
Conference  of  County  Medical  Society  Public  Rela- 
tions Committees  Chairmen.  This  involved  compil- 
ing the  ‘Public  Relations  Kit  for  County  Medical  So- 
cieties,’ which  contains  materials  for  aiding  local  pub- 
lic relations  chairmen  in  improving  their  programs. 
Preparation  of  an  outline  of  suggested  procedures  for 
initiating  new  members  into  county  medical  societies, 
entitled  'How  to  Make  New  Members  Active  Mem- 
bers in  Your  County  Medical  Society,’  was  assigned 
to  Mr.  Walsh.  The  preparation  for  the  Fall  Public 
Relations  Conference  was  supervised  by  Mr.  Tracey. 

‘‘Work  continued  on  preparation  of  the  proposed 
series  of  12  four-page  pamphlets  suitable  for  mailing 
with  doctors’  bills,  explaining  such  problems  as  the 
cost  of  medical  care.  Directed  by  Mr.  Messinger, 
the  preliminary  steps  were  carried  on  so  that,  in  the 
event  funds  are  made  available  by  the  Board  of 
Trustees,  the  pamphlets  can  be  published  without 
delay. 

‘‘The  Bureau  continued  its  policy  of  working 
closely  with  newspaper,  magazine,  radio,  and  TV 
writers,  when  requested  to  do  so,  in  the  preparation 
of  articles  and  programs.  A one-hour  documentary 
program  dealing  with  questionable  medical  ‘cures’ 
and  frauds,  including  chiropractic,  was  aired 
nationally  over  CBS  radio,  August  7.  after  several 
conferences  with  representatives  of  the  Bureau,  the 
American  Medical  Association,  and  other  groups. 
A proposed  TV  program  on  a similar  subject,  a news- 
paper article  by  a California  newsman,  and  a film  on 
quackery  were  also  discussed  by  the  Bureau’s  repre- 
sentative with  the  respective  authors. 

“Plans  were  laid  for  publicizing  district  branch 
meetings.  Prior  to  sending  out  releases  to  papers 
throughout  the  State,  Mr.  Miebach  polled  the  dis- 
trict branch  presidents  as  to  their  wishes  about 
publicity.  The  results  showed  that  the  presidents 
are  in  favor  of  having  the  Bureau  continue  to  issue 
releases. 

“The  Bureau  continued  to  work  closely  with  the 
Woman’s  Auxiliary.  Among  major  projects  were 
the  planning,  designing,  and  supervising  of  the 
Auxiliary’s  exhibit  at  the  State  Fair  at  Syracuse, 
assistance  with  the  summer  issue  of  the  Distaff  and 
‘The  Ladder’  for  1953-54. 

“Good  public  relations  at  the  local  level  were  de- 
veloped when  the  Bureau,  working  in  close  coopera- 
tion with  Dr.  Theodore  J.  Curphev,  chairman, 
Public  Health  and  Education  Committee,  was  in- 
strumental in  obtaining  favorable  publicity  for  the 
part  played  by  physicians  in  the  mass  inoculation  of 
children  with  gamma  globulin  in  Steuben  and 


Chemung  Counties.  Through  conferences  with 
State  Health  Department  representatives  and  the 
preparation  of  a special  news  release,  the  physician 
members  of  the  Steuben  and  Chemung  County 
Medical  Societies  were  given  deserved  publicity  for 
work  that  otherwise  would  have  been  without  public 
recognition. 

“In  the  matter  of  gamma  globulin  publicity  the 
July  issue  of  Newsletter  carried  for  the  fourth  con- 
secutive month  a statement  prepared  by  the  State 
Health  Department  and  reviewed  by  Dr.  Curphev. 
Evidence  that  this  type  of  publicity  is  effectual  were 
the  inquiries  received  from  physicians  asking  for 
additional  information.” 

It  was  roted  to  adopt  the  report. 

Veterans  Administration,  Liaison  with. — Dr. 
Herbert  H.  Bauckus,  chairman,  reported  on  the 
American  Medical  Association  conference  on  veteran 
medical  care,  held  September  1 in  Chicago.  Dr. 
Louis  M.  Orr,  chairman,  Committee  on  Federal 
Medical  Services,  presided.  The  morning  and  after- 
noon sessions  included  an  address  by  Dr.  Martin,  the 
president-elect:  Dr.  Elmer  Hess,  chairman  of  the 
Council  on  Medical  Service;  Mr.  Leo  Brown, 
director  of  the  Department  of  Public  Relations  of 
the  American  Medical  Association,  and  several 
others. 

Dr.  Bauckus  stated  that  the  recommendations  dis- 
cussed at  the  conference  “have  to  do  with  our  public- 
relations  and  our  finances.”  Kits  on  Veterans  Ad- 
ministration Medical  Care,  containing  ten  pamphlets 
with  a covering  letter  by  Dr.  Lull,  were  distributed 
at  the  conference.  The  purpose  of  the  kits  is  to  im- 
plement the  action  taken  by  the  House  of  Delegates 
of  the  Association  in  June,  1953,  approving  a ref- 
erence committee  recommendation  “with  respect  to 
the  provision  of  medical  care  and  hospitalization 
benefits  for  veterans  in  Veterans  Administration  and 
other  Federal  hospitals,  that  new  legislation  be 
enacted  limiting  such  care  to  the  following  two 
categories:  (a)  Veterans  with  peacetime  or  wartime 
service  whose  disabilities  or  diseases  are  service- 
incurred  or  aggravated;  and  (6)  Within  the  limits 
of  existing  facilities  to  veterans  with  wartime  service 
suffering  from  tuberculosis  or  psychiatric  or  neuro- 
logic disorders  of  nonservice-connected  origin,  who 
are  unable  to  defray  the  expenses  of  necessary  hos- 
pitalization.” 

Dr.  Lull’s  letter  states:  “The  House  of  Delegates 
further  recommended  that  all  of  the  facilities  of  the 
American  Medical  Association  and  of  its  constituent 
state  and  county  societies  be  employed  immediately 
to  disseminate  background  information  and  accurate 
statistical  data  in  this  regard.” 

In  discussing  the  resolution  and  the  kits,  Dr. 
Bauckus  placed  particular  emphasis  on  a statement 
in  one  of  the  pamphlets: 

“Those  veterans  who  are  unable  to  pay  the  costs 
of  medical  care  should  seek  this  care  in  the  same  way 
thousands  of  nonveteran  indigents  across  the  country 
do.  through  their  state  and  county  relief  channels.” 

He  also  quoted  statements  that  on  July  31.  1952, 
the  Veterans  Administration  operated  154  hospitals 
with  1 16.986  beds  and  was  constructing,  during  the 
year  1952.  18  new  hospitals  and  four  additions  hav- 
ing a total  of  13.231  beds.  Six  new  hospitals  with 
5.000  beds  were  reported  to  be  at  present  “in  the 
advanced  planning  stage.”  Removal  of  nonservice- 
connected  cases  at  present  would  leave  60.000  vacant 
beds  in  Veterans  Administration  hospitals. 

Dr.  Bauckus  raised  the  point  that  the  building 
program  started  because  of  insufficient  hospital  facili- 
[Continued  on  page  2898] 
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ties  and  asked  what  answer  should  be  given  to  the 
argument  that  these  beds  should  be  used  for  veterans 
with  nonservice-eonnected  diseases  or  disabilities. 
He  stated  that  the  American  Legion  is  strongly  op- 
posed to  the  American  Medical  Association  program 
and  has  raised  the  question  of  why  an  exception  is 
made  of  tubercular  and  psychiatric  cases.  He 
quoted  a statement  in  “From  A to  Z.”  a brochure  by 
Dr.  Joel  Boone  of  the  Veterans  Administration,  to 
the  effect  that  nonservice-connected  cases  are 
needed  in  Veterans  Administration  hospitals  in 
order  to  maintain  their  teaching  program  and 
attract  residents  and  other  physicians. 

In  the  course  of  his  report.  Dr.  Bauckus  mentioned 
his  article  on  the  Veterans  Medical  Sendee  Plan  in 
the  July,  1953,  issue  of  Health  News  and  stated  he 
had  not  known  that  an  article  by  Dr.  Carroll  of  the 
Veterans  Administration  would  appear  in  the  same 
issue. 

He  stated:  “We  are  now  confronted  with  deciding 
what  to  do  about  this  recommendation  of  the 
American  Medical  Association  and  also  how  to  im- 
plement it.” 

In  view  of  the  many  facets  of  the  subject  which  re- 
quired consideration,  he  suggested  that  the  American 
Medical  Association  be  asked  to  send  the  kits  and 
other  material  to  Council  members  for  study. 

It  was  voted  that  the  committee  be  instructed  to 
submit,  for  action  by  the  Council  at  its  October 
meeting,  a resolution  with  recommendations  as  to 
what  action  this  Society  should  take  in  support  of 
the  American  Mtedical  Association  program. 
Woman’s  Auxiliary,  Advisory  to. — Dr.  Edward  T. 
Wentworth,  chairman,  stated  that,  at  a meeting  in 
Syracuse  on  September  7,  1953,  the  committee  con- 
sidered “a  desire  on  the  part  of  the  women  in  Wash- 
ington County  to  join  the  Warren  County  Auxiliary 
with  full  privileges  of  voting  and  holding  office.” 
He  referred  to  the  following  resolution  approved 
bv  the  Council  on  September  21,  1950:  “ Resolved , 
that  permission  is  hereby  given  to  the  county 
woman’s  auxiliaries  to  accept  members  from  neigh- 
boring counties  that  have  no  auxiliaries.  Authority 
to  decide  what  counties  may  be  permitted  to  accept 
members  from  neighboring  counties  shall  reside  in 
the  president.”  That  is.  he  explained,  the  president 
of  the  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York.  He  stated  that  the  formal 
approval  of  the  Medical  Society  of  the  County  of 
Washington  was  reported  to  the  committee  by  Dr. 
Newton  Krumdieck,  secretary  of  that  society. 
Representing  the  committee,  Mr.  Martin  J.  Tracey 
consulted  eight  officials  of  the  Medical  Society  of  the 
County  of  Warren.  Six  of  the  eight  were  strongly 
in  favor  of  the  union.  The  Advisory  Committee, 
accordingly,  voted  to  recommend  “that  the  doctors’ 
wives  of  Washington  County  be  permitted  to  join  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Warren.” 

Approval  was  voted. 

Dr.  Wentworth  stated  that  the  committee  had 
studied  the  budget  of  the  Medical  Society  of  the 
State  of  New  York  in  support  of  the  Woman’s 
Auxiliary.  After  careful  consideration  of  each  item 
in  the  1953  budget,  and  of  the  actual  expenses  in 
1952  and  to  the  middle  of  the  year  in  1953,  the  com- 
mittee decided  to  recommend  the  same  amounts  in 
the  1 954  budget  as  were  put  in  the  1953  budget.  The 
detailed  recommendations  of  the  committee  were 
submitted  to  the  Finance  Committee  and  will  be 
presented  by  them  to  the  Council.  Dr.  Wentworth 
reported,  however,  the  feeling  of  his  committee 


that,  “particularly  in  light  of  the  fact  that  it  is  able 
to  make  such  remarkable  contributions  to  nurse 
recruitment,  the  Physicians’  Home,  and  the  educa- 
tion of  medical  students,”  the  Auxiliary  should 
gradually  assume  more  and  more  financial  responsi- 
bility for  The  Distaff.  He  characterized  The  Distaff  as 
an  outstanding  publication — -probably  the  finest 
publication  produced  by  any  of  the  state  auxilia- 
ries— and  as  playing  “a  large  part  in  the  fine  esprit  de 
corps  of  our  state  and  county  auxiliaries.”  He 
stated  that  further  consideration  of  this  item  would 
be  taken  up  with  the  officers  of  the  Auxiliary. 

The  committee  studied  the  Health  Exhibit  con- 
ducted by  the  Woman’s  Auxiliary  at  the  State  Fair 
in  September,  1953.  It  was  felt  that,  although  a 
great  deal  of  valuable  health  information  is  made 
available  to  those  who  visit  it  and  although  its  loca- 
tion is  probably  better  than  that  of  other  health 
exhibits,  the  space  available  is  too  small. 

Dr.  Wentworth  stated:  “There  is  great  question 
in  my  mind  about  whether  it  would  not  be  a good  idea 
for  the  State  Society  to  take  a hand  and  do  more  to 
help  the  women  in  getting  space  and  in  providing  the 
exhibits  themselves.  Most  booths  which  attract 
large  numbers  of  people  have  some  dramatic  activity, 
which  not  only  attracts  attention  but  which  leads  to 
some  positive  thought  or  action  on  the  part  of  the 
visitor.” 

Dr.  Wentworth’s  report  also  included  the  following 
items  regarding  the  committee  meeting  on  Septem- 
ber 7 : 

1.  The  report  rendered  by  the  president  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  of  August  26,  1953,  was  read. 
The  report  deals  with  activities  of  the  State  Auxiliary 
at  the  annual  meeting  of  the  auxiliary  to  the  Ameri- 
can Medical  Association  in  June,  1953;  with  the 
plans  for  the  Health  Exhibit  at  the  State  Fair  at 
Syracuse;  with  the  second  annual  poster  contest, 
and  with  the  fall  conference  for  county  presidents, 
presidents-elect,  and  State  chairmen  of  all  commit- 
tees. It  expresses  appreciation  for  the  services  of 
Mr.  Thomas  Walsh.  This  report  requires  no  action. 

2.  A request  from  Mrs.  L.  G.  Jensen  of  Staten 
Island,  the  First  District  Councillor,  for  permission 
to  hold  a meeting  in  that  district,  was  referred  to 
Dr.  Anderton  for  appropriate  reply. 

3.  The  chairman  reported  to  the  committee  that 
he  had  carried  out  a request  from  the  president  of 
the  Auxiliary  to  write  a short  article  for  ‘The  Lad- 
der,’ the  official  publication  of  the  Auxiliary,  pub- 
lished each  fall  for  the  benefit  of  all  officers,  district 
councillors,  and  committee  chairmen  of  the  State 
and  county  auxiliaries. 

He  called  attention  to  the  fact  that  the  Auxiliary 
returned  to  this  Society  81,573.26,  the  unused  por- 
tion of  $2,000  appropriated  for  expenses  in  connec- 
tion with  entertainment  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

He  stated  that  he  intended  to  talk  on  his  report 
and  file  a copy  with  the  Auxiliary  at  a meeting  the 
following  day  with  the  board  of  directors  and  the 
chairmen  of  several  committees.  He  also  stated 
that  he,  and  possibly  other  members  of  the  com- 
mittee, would  be  in  attendance  at  least  throughout 
one  day  and  evening  of  the  Fall  Conference  of  the 
Auxiliary,  in  Utica,  at  the  end  of  September. 

The  report  was  approved. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  presented  the  following  report: 

During  the  summer  months  the  routine  activities 
of  the  Bureau  have  been  normal.  Following  are  a 
[Continued  on  page  2900] 
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(Continued  from  page  2898) 

number  of  topics  receiving  special  study  and  which 
will  be  referred  to  the  Workmen's  Compensation 
Committee  at  its  nest  meeting. 

1.  Tvpe  of  accommodations  provided  workmen's 
compensation  patients  in  voluntary  and  proprietary 
hospitals.  Is  a workmen's  compensation  case  always 
provided  semiprivate  accommodations?  Are  the 
hospital  rates  paid  for  compensation  claimants  suf- 
ficient to  warrant  semiprivate  accommodations  and 
status  for  injured  employes? 

2.  Delay  in  hearings  before  Medical  Practice 
Committee  and  delay  in  making  awards  after  hear- 
ings. 

3.  The  exclusion  of  compensation  cases  from 
group  practice  law.  Modification  of  Section  6514  of 
the  Education  Law  and  of  Section  13d  of  the  Work- 
men's Compensation  Law  to  permit  payment  of  com- 
pensation cases  when  treated  by  medical  groups 
throughout  the  State. 

4.  Study  of  routine  and  unnecessary  objections  to 
medical  bills  by  certain  insurance  carriers  on  grounds 
of  "necessity,  value  of  service,  frequency  of  treat- 
ments.” etc. 

5.  Question  of  payment  for  first  complete  ex- 
amination or  consultation  where  case  is  subsequently 
operated  upon  by  physician  to  whom  the  patient  was 
referred  either  for  consultation  or  for  treatment. 
Failure  to  obtain  a ruling  on  this  and  other  ques- 
tions referring  to  the  applicability  of  items  in  the  fee 
schedule  from  chairman  of  the  Workmen's  Compen- 
sation Board,  despite  frequent  requests. 

6.  Occasional  correspondence  with  physicians 

throughout  the  State  indicates  that  certain  physi- 
cians with  specialty  ratings — for  example,  a sur- 
geon— are  not  familiar  with  the  provisions  of  the  fee 
' •hedule  providing  a fee  of  $10  for  a first  visit  in  all 
cases  falling  within  the  specialty  of  the  surgeon.  A 
number  of  physicians  are  still  billing  insurance 
carriers  at  general  practitioners  rates,  particularly  in 
minor  surgical  conditions.  The  best  ruling  which  we 
have  been  able  to  obtain  is  that  a specialist  is  en- 
titled to  a specialty  fee  provided  the  condition  falls 
w ithin  his  specialty  regardles-  of  the  extent  or  degree 
of  the  injury.  This  would  of  course  include  all 
minor  surgical  conditions  within  the  specialty  of  the 
general  surgeon.  The  fact  that  the  condition  is  one 
that  might  have  been  treated  by  a general  prac- 
titioner should  not  be  the  deciding  factor:  the 

rating  of  the  physician  is  the  deciding  factor  in  de- 
termining whether  he  is  paid  a specialist  or  general 
practitioner’s  fee. 

On  August  25.  1953,  we  brought  to  the  atten- 
tion of  Miss  Marx-  Donlon.  chairman  of  the  Work- 
men’s Compensation  Board,  resolutions  passed  at 
the  Buffalo  meeting  of  the  House  of  Delegates  in 
May.  These  resolutions  include  a recommendation 
for  more  adequate  fees  for  general  practitioners,  for 
-ul  '--quent  visits  to  specialists,  an  increase  in  fees 
for  testimony  before  referees  or  the  Workmen’s 
Compensation  Board,  recommendations  for  a further 
study  of  Section  6514  of  the  Education  Law  as 
amended  in  11*47  permitting  physicians  to  practice 
in  groups  and  sharing  fees  but  excludes  compensa- 
tion claimants,  and  the  recommendation  that  the 
subspecialty  of  thoracic  surgery  be  recognized  with  a 
special  designation.  M-17. 

Dr.  Dorman  stated  that,  at  meetings  of  the  Work- 
men's Compensation  Board  on  August  13  and  August 
31.  forms  were  drawn  up  for  use  in  workmen's  eom- 
IMMisation  cases  treated  by  podiatrists.  He  read 
questions  from  forms  C— 4-P,  C-14-P.  and  C-104-P 


which  seemed  to  imply  that  podiatrists  are  entitled 
to  make  decisions  infringing,  in  his  opinion,  on  the 
practice  of  medicine.  He  also  read  items  from  the 
fee  schedule  for  podiatrists  implying  that  podiatrists 
are  expected  to  perform  or  prescribe  treatments  and 
tests  which  have  not  been  regarded  as  falling  within 
the  limits  of  the  practice  of  podiatry.  The  fee 
schedule  also  includes  an  item  “Assistant  to  Surgeon. 
$15”  although  podiatrists  are  entitled  to  do  only 
minor  surgery  and.  in  the  medical  fee  schedule,  no 
allowance  is  made  for  an  assistant  in  minor  surgery. 
Alter  discussion,  it  was  voted  that  the  president  be 
empowered  to  appoint  a special  committee  to  see 
Miss  Donlon  in  regard  to  the  inclusion  of  all  these 
items  on  the  forms. 

Mentioned  as  possible  committee  members  were 
Drs.  Eggston.  Dorman.  O'Kane,  Anderton.  Kaliski. 
and  Xorrnan  S.  Moore. 

The  report  was  adopted. 


War  Memorial  Committee. — Dr.  Eggston  an- 
nounced that  the  War  Memorial  Committee  ap- 
pointed by  the  Board  of  Trustees  consisted  of  Drs. 
Cunniffe.  Mott,  and  Schiff,  with  Dr.  Dattelbaum  as 
a member  ex  officio.  The  committee  of  the  Council 
which  he  had  appointed  consisted  of  Drs.  Cunniffe. 
Mott,  and  Dattelbaum.  He  asked  the  opinion  of  the 
Council  as  to  whether  it  was  necessary  to  continue 
the  Council  committee,  particularly  in  view  of  the 
fact  that  the  Council  is  represented  on  the  Trustees 
committee  in  the  person  of  Dr.  Dattelbaum. 

Dr.  Reuling  stated  that  when  the  War  Memorial 
was  being  set  up.  it  was  necessary  that  it  be  under 
the  control  of  a Council  committee  because  questions 
of  policy  were  involved.  He  expressed  the  opinion 
that  at  present  the  only  activity  connected  with  the 
War  Memorial  is  the  disbursement  of  funds  and  that, 
consequently,  its  functions  should  be  carried  on  by  a 
committee  of  the  Board  of  Trustees. 

It  was  voted  that  the  Council  Committee  on  War 
Memorial  be  abolished. 

Estimates  of  Expenditures. — It  was  moved  by  Dr. 
Geis  and  seconded  that  the  office  have  at  the  annual 
convention  a person  who  understands  the  costs  of 
procedures  of  the  general  office,  and  that  the  Speaker 
be  requested  to  instruct  all  reference  committee  chair- 
men to  submit  all  resolutions  to  this  person  so  that 
the  approximate  cost  may  be  given  before  the  reso- 
lutions are  voted  on.  and  that  this  cost  be  announced 
to  the  House  of  Delegates. 

.Alter  discussion  dealing  with  the  action  taken  by 
the  1951  House  of  Delegates,  it  was  voted  that  this 
matter  be  placed  on  the  agenda  of  the  October 
meeting  of  the  Council. 

CORRECTION. — In  the  Summary  of  Minutes  of 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York,  for  the  meeting  of  June  5,  1953.  an  omis- 
sion occurs  in  the  secretary’s  report  (see  New  York 
State  Journal  of  Medicine.  October  15.  1953, 
page  23SS  . Paragraph  8 should  read  as  follows: 

8.  There  was  a resolution  regarding  voluntary 
health  insurance  sent  to  this  Society  by  Dr.  Christian 
G.  Ivrupp.  416  Kendall  Professional  Building,  Grand 
Rapids.  Michigan.  The  Executive  Committee  voted 
that  a copy  be  sent  to  the  Kent  County  (Michigan)  j 
Medical  Society  for  further  evaluation  and  that  Dr.  . 
Krupp  should  be  so  informed. 

It  teas  voted  so  to  instruct  the  secretary. 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


WANTED 


Opportunity  for  married  M.D.  to  work  in  busy,  well-estab- 
lished practice.  New  Hospital,  best  schools,  all  churches. 
In  residential  area.  Write  P.  O.  Box  86,  Manhasset,  L.  I. 


WANTED 


Wanted  G.  P.  as  substitute  for  summer;  later  partner- 
ship considered.  Excellent  summer  residence  for  family 
in  suburban  N.  Y.  C.  Call  Ho  5-8750  evenings. 


WANTED  PEDIATRICIAN 


Peditrician,  with  or  without  Boards,  for  very  active  New 
York  City  practice.  Starting  Dec.  15th.  Partnership 
possibilities.  Box  707,  N.  Y.  St.  Jr.  Med. 


WANTED 


Associate  in  Ophthalmology.  Nassau  County,  N.  Y.  Must 
be  Diplomate  and  good  surgeon.  State  professional  quali- 
fications. Active  practice.  Excellent  opportunity.  Box 
694,  N.  Y.  St.  Jr.  Med. 


INTERIOR  DECORATOR 



I will  decorate  your  reception  room  and  office,  tastefully. *  1 
giving  it  the  impression  that  you  wish  to  convey.  Will 
work  within  your  budget.  Free  consultation.  Call  Shirley 
Lurie — Oregon  5-3400. 


MANUSCRIPT  PREPARATION 


By  writer-editor,  thoroughly  experienced  in  handling  med-  ' 
ical  and  other  scientific  articles  and  books — writing,  re- 
writing, editing,  research.  Box  700,  N.  Y St.  Jr.  Med. 


WANTED 


Professional  and  Technical  Journals  expertly  bound  by  , 
Certified  Member  Library  Binding  Institute.  Write  Acme  ! 
Bindery,  Inc.,  287  Washington  Street,  Buffalo,  New  York.  ! 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information,  John  Levbarg,  M.  D. 
219  West  86th  St.,  N.  Y.  C.  EN2-6845. 


FOR  SALE 


One  Poser-Slit  Lamp,  practically  new.  Half  price.  L.  H. 
Clark,  245  Alexander  Street,  Rochester,  New  York. 


FOR  SALE 


G.  E.  X-ray,  shockproof,  15  M.  A Bucky  and  fluoroscope. 
Like  new.  For  details  Phone  SO  8-1110 


FOR  SALE 


General  Practice,  office  equipment  free  to  purchaser  of  in- 
come-producing 3-family  house,  W.  Bronx.  $10,000  cash 
required.  Or  equipment  sold  separately,  reasonable.  Ford- 
ham  7-0949 


FOR  SALE 


100  M.  A.  Shockproof  Bucky  Tilt  Table,  Westinghouse 
Pandex,  and  Picker  Century,  reasonable.  Henry  W. 
Weiss,  M.D.,  Ellenville,  New  York.  Tel.  Ellenville  900. 


TO  LET 

For  Radiologist,  Orthopedist,  Internist.  Proctologist,  etc. 
Complete  suite,  five  rooms,  equipped  with  X-ray.  Main 
thoroughfare.  Active  town.  30  minutes  from  N.  Y.  City. 
Box  702,  N.  Y.  St.  J.  Med. 


OFFICE  FOR  RENT 


Bayside — G.  P.,  4 room  office,  near  new  developments,  share 
with  specialist,  also  Brooklyn  (Greenpoint) , office  for  rent. 
Box  697,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


New  Jersey,  Morristown;  Home,  Office  and  Practice.  Es- 
tablished Medical  and  Surgical,  rapidly  growing  residential 
community.  Furnishings  and  equipment  optional.  Will 
introduce.  Specializing.  Box  708,  N.Y.  St.  Jr.  Med. 
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PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  CO.,  Pittsburgh  13,  Pa. 
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for  the  relief  of  tension 
and  associated  pain  and 

spasm  of  smooth  muscle 


a threefold  action  is  provided  by 


Trasentine-Phenobarbital 

(Adiphenine  Ciba) 

1.  Phenobarbital  provides  sedation  and  eases  tension 
without  the  greater  hypnotic  effect  of  more  potent 
barbiturates. 

2.  Trasentine  relieves  gasti-ointestinal  pain  by  exert- 
ing a direct  local  anesthetic  effect  on  the  mucosa. 

3.  Trasentine  relaxes  spasm  through  a papaverine- 
like effect  on  smooth  muscle  and  an  atropine-like  effect 
on  the  parasympathetic  nerve  endings. 

Prescribe  Trasentine-Phenobarbital  for  nervous  ten- 
sion and  gasti-ointestinal  disoi-ders  in  which  psycho- 
somatic factoi-s  ai-e  dominant.  Each  tablet  contains  50 
mg.  Ti-asentine  hydx-ochloride  and  20  mg.  phenobar- 
bital. Bottles  of  100  and  500. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 
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new 

Privine 


convenient 


Now,  at  work  or  play, 
patients  with  stuffy  noses 
can  carry  the 
new  Privine  Nebulizer 
in  purse  or  pocket. 

spray  so  they 
can  breathe  comfortably. 

The  fine  mist  penetrates 
into  the  nasal  passages 
for  relief  of  nasal  congestion — 
potent,  prompt,  prolonged 

Privine  " Nebulizer 

15  cc.  of  0.05  per  cent  solution. 
Same  composition  and 
therapeutic  advantages  as 
Privine  Nasal  Solution 
widely  prescribed  in 
drop  dosage. 


(03.1b®.  Summit,  New  Jersey 


PRIVINE®  HYDROCHLORIDE  (nAPHAZOLINE  HYDROCHLORIDE  CIRaI 

i in 
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A 4th  dimensional  approach 
to  preferred  local  anesthesia 


Stocked  by  leading  wholesale 
druggists  and  surgical  supply 
houses  as  a */*%»  1 % or  2% 
solution  without  Epinephrine 
and  with  Epinephrine  1 :100,- 
000.  2%  solution  is  also  sup- 
plied with  Epinephrine 
1 :50,000.  AH  solutions  dis- 
pensed in  50c e.  and  20c e. 
multiple  dose  vials,  packed 
SxSOcc.  or  5x20cc.  to  a carton. 


Xylocaine®  Hydrochloride  (Astra) 
merits  special  consideration  by  the  busy 
anesthesiologist  and  surgeon.  Profound 
in  depth  and  extensive  in  spread,  its 
well-tolerated  effect  is  more  significantly 
measured  by  the  time  saved  through  its 
remarkably  fast  action,  by  which  so 
much  normally  wasted  “waiting  time” 
is  converted  to  productive  “working 
time”. 


Bibliography  available  on  request 

ASTKA  PHARMACEUTICAL  PRODUCTS,  INC 

WORCESTER,  MASS.  U.S.A. 


•U.S.  Palenl  No.  2.441,498 


XYLOCAINE  HCL 


Pronounced  Xi  lo'cain 


(Brand  of  lidocaine  *HCL) 
AN  AQUEOUS  SOLUTION 
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RHINALGAN® 


NASAL  DECONGESTANT 


f FOR 

INFANTS  • CHILDREN 
ADULTS  AND  AGED 


DOES  NOT  CONTAIN  ANY  ANTIBIOTIC 


Does  not  affect 


BLOODPRESSURE 

RESPIRATION 

CENTRAL  NERVOUS  SYSTEM 


ENTIRELY 


CARDIAC-DIABETIC 
PREGNANCY-THYROID 
AND  HYPERTENSION  CASES 


Authoritative  Proof  sent  on  request. 


COMPLETELY  FREE  OF  SIDE-EFFECTS... 
no  cumulative  action... no  overdosage 
problem . . . non-toxic. 


For 


Safety! 


USE  RHINALGAN 


NOW  Modified  Formula  assures 
PLEASANT,  PALATABLE  TASTE! 

FORMULA:  Desoxyephedrine  Saccharinate  0.50% 
w/v  in  an  isotonic  aqueous  solution  with  0.02% 
Laurylammonium  saccharin.  Flavored.  pH  6.4. 

Available  on  YOUR  prescription  only! 
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functional  G.  I.  distress 

spasmolysis  alone 
is  not  enough 

w \ \ X. 

' 


For  prompt  and  more  effective  relief  of  belching, 
bloating,  flatulence,  nausea,  indigestion  and  constipation, 
prescribe  Decholin /Belladonna  for 


reliable  spasmolysis 

• inhibits  smooth-muscle  spasm 

• suppresses  incoordinate  peristalsis 

• facilitates  biliary  and  pancreatic  drainage 

improved  liver  function 

• increases  bile  flow  and  fluidity  through  /rydrocholeresis 

• enhances  blood  supply  to  liver 

• provides  mild,  natural  laxation  — without  catharsis 


DECHOLIN®  with  BELLADONNA 


Dosage:  One  or,  if  necessary,  two 
Decholin/ Belladonna  Tablets  three  times  daily. 

Composition:  Each  tablet  of  Decholin/ Belladonna 
contains  Decholin  (dehydrocholic  acid,  AMES)  3%  gr., 
and  ext.  of  belladonna,  1/6  gr.  (equivalent  to 
tincture  of  belladonna,  7 minims).  Bottles  of  100. 


AMES 

COMPANY.  INC 


ELKHART.  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

O Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
oround  the  entire  leg  to  supply  compression. 


0 


DOME  CHEMICALS  INC.  J*V 

Makers  of  the  Soothing , Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  to  naphthalene  content)  uniform  ia  color,  free  of  coil 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  3rd.  gauze  bandage  impregnated  with  a modifled  "Unnas  Formula”  consisting  of  nac 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna  s Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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Why  BIOPAR  is  an 

effective  oral  replacement 
for  injectable  vitamin  B„ 

With  Biopar,  effective  absorption  of 
vitamin  BtI  through  the  intestinal  barrier  is 
assured — even  in  the  presence  of  partial 
or  complete  achlorhydria. 

Absorption  is  assured  because  the  intrinsic 
factor  in  Biopar  performs  the  functions 
ascribed  to  the  Intrinsic  Factor  of  Castle. 


Biopar’s  completely  new  intrinsic  factor 
is  another  pioneering  hematologic  advance 
made  by  The  Armour  Laboratories. 


: 


9,0 


BIOPAR 


Each  Biopar  tablet  contains: 
Crystalline  Vitamin  B12  U'.S.P. ..  6 meg. 

Intrinsic  Factor 30  mg. 

Supplied:  Bottles  of  30  toblets.^^j 


# 


Biopar  produces  prompt,  positive  re- 
ticulocyte and  erythrocyte  response  in 
patients  with  pernicious  anemia. 

When  you  give  Biopar,  you  can  be 
sure  that  the  patient  is  getting  the  full 
benefits  of  oral  vitamin  B,2  therapy. 
Biopar  is  an  effective  method  of  ad- 
ministering vitamin  BtI  . . . the  patient 
is  spared  the  discomfort  of  injection. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • CHICAGO  II,  ILLINOIS 
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Major  advance  in  dermatitis  control: 

The  neiv  direct  approach  to  the  control  of  der- 
matitides  is  hormonal,  enlisting  the  antiphlogis- 
tic and  antiallergic  potency  of  compound  F— 
foremost  of  the  corticosteroid  hormones. 

The  new  objective  is  adapting  corticoid  therapy 
to  simple  inunction  treatment,  and  obtaining  re- 
lief in  various  forms  of  dermatitides  within  days 
—sometimes  within  hours. 


The  neiv  attainment  is  Cortef  Acetate  Ointment, 
which  rapidly  controls  edema  and  erythema, 
halts  cellular  infiltration,  arrests  pruritus  in  such 
harassing  skin  problems  as  atopic  dermatitis,  con- 
tact dermatitis,  pruritus  vulvae  and  ani,  neuro- 
dermatitis, and  seborrheic  dermatitis. 


* 


Acetate 

Ointment 


Supplied:  Cortef  Acetate  Ointment  is  available  in  5 
Gm.  tubes  in  two  strengths— 2.5%  concentration  (25 
mg.  per  Gm.)  for  initial  therapy  in  more  serious  cases 
of  dermatitis,  and  1.0%  concentration  (10  mg.  per 
Gm.)  for  milder  cases  and  for  maintenance  therapy. 

Administered:  A small  amount  is  rubbed  gently  into 
the  involved  area  one  to  three  times  a day  until  defi- 
nite evidence  of  improvement  is  observed.  The  fre- 
quency of  application  may  then  be  reduced  to  once  a 
day  or  less,  depending  upon  the  results  obtained. 

♦ TRADEMARK  FOR  UPJOHN'S  BRAND  OF  HYDROCORTISONE. 


A product  of  Upjohn 


Itosvareh 


for  medicine ...  produced  with  care ..  .designed  for  health 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 
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In  ECZEMA 
INFANTILE  ECZEMA 
PSORIASIS 
FOLLICULITIS 
SEBORRHEIC 
DERMATITIS 
INTERTRIGO 
PITYRIASIS 
DYSHIDROSIS 
TINEA  CRURIS 
VARICOSE  ULCERS 


Tarbonis  combines  the  three  features  needed  for  success- 
ful management  of  a host  of  dermatologic  conditions: 

It  presents  all  the  therapeutic  properties  of  crude 
tar,  but  in  a form  liberated  from  the  undesirable  proper- 
ties which  so  long  have  made  tar  therapy  unacceptable 
to  physician  as  well  as  patient. 

It  is  so  nonirritant,  in  spite  of  its  dependable  efficacy, 
that  it  is  safely  used  for  infants  and  on  the  tenderest 
body  areas. 

Tarbonis  presents  a specially  processed  liquor  carbonis 
detergens  (5  per  cent),  together  with  lanolin  and  menthol, 
in  a vanishing-type  cream  base.  It  is  greaseless,  free  from 
all  tarry  odor,  and — since  it  leaves  virtually  no  trace  on 
proper  application — is  appreciated  by  the  patient,  espe- 
cially when  exposed  body  surfaces  are  involved. 

TARBONIS  is  available  through  all  pharmacies  upon 
prescription.  For  dispensing  purposes  TARBONIS  is 
packaged  in  1-lb.  and  6-lb.  jars  through  Physicians’  and 
Hospital  Supply  Houses. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


THE  TARBONIS  CO. 

4300  Euclid  Ave.,  Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 


Physicians  are  invited  to  send 
for  clinical  test  samples  to  dem- 
onstrate the  antipruritic,  decon- 
gestant, remedial  properties  of 
Tarbonis  in  the  conditions  listed 
above. 


,M.D. 


Address. 
City 


-Zone State- 
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new  3 year  study1  shows 


“beneficial  effect"  of 


DESITIN 

OINTMENT 

the  pioneer  external  cod  liver  oil  therapy 


in  extensive  dermatitis,  diaper 
rash,  severe  intertrigo, 
chafing,  irritation  (due  to 
diarrhea,  urine,  soaked  diapers,  etc.) 


DESITIN  OINTMENT  achieved  “signifi- 
cant amelioration”  or  practically 
normal  skin  in  963A%  of  infants 
and  children  suffering  intense 
edema,  excoriation,  blistering, 
maceration,  Assuring,  etc.  of  con- 
tact dermatitis.  This  and  other  re- 
cent studies  recommend  Desitin 
Ointment  as  “safe,  harmless,  sooth- 
ing, relatively  antibacterial” 

protective,  drying  and  healing.2'4 

samples  and  reprint1  available  from 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2.  R I 


Desitin  Ointment  is  a 
non-irritant,  non-sensitizing 
blend  of  high  grade,  crude 
Norwegian  cod  liver  oil  (with 
its  high  potency  vitamins  A and 
D,to  benefit  local  metabolism, l 
and  unsaturated  fatty  acids  in 
proper  ratio  for  maximum 
efficacy),  zinc  oxide,  talcum, 
petrolatum,  and  lanolin.  Does 
not  liquefy  at  body  temperature 
and  is  not  decomposed  or 
washed  away  by  secretions, 
exudate,  urine  or  excrements. 
Dressings  easily  applied  and 
painlessly  removed.  Tubes  of 
1 oz.,  2 oz.,  4 oz.;  1 lb.  jars. 

1.  Grayzel,  H.  G.,  Heimer,  C.  B.,  and  Grayzel,  R.  W.:  New 
York  St.  J.  M.  53:2233,  1953. 

2.  Heimer,  C.  B.,  Grayzel,  H.  G.,  and  Kramer,  B.:  Archives 
of  Pediatries  68:382,  1951. 

3 Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A.,  and  Leviticus, 
R.:  Ind  Med.  & Surgergy.  18:512,  1949 

4 Tureli.  R.:  New  York  St.  J M 50:2282,  1950 


L«  increase  and  accelerate  the 
appearance  of  remissions 


‘‘Gold  salts,  if  administered  during  the  first  year  of  rheumatoid 
arthritis,  increase  and  accelerate  the  appearance  of  remis- 
sions.”* A remission  rate  of  66  per  cent  was  recently  noted  in 
a group  of  gold-treated  patients  with  rheumatoid  arthritis  of  12 
months  or  less  duration.  Similar  patients  treated  without  gold 
showed  a remission  rate  of  only  24.1  per  cent.  On  the  average, 
remissions  appeared  10  months  sooner  in  the  gold-treated  cases. 


SOLGANAL’ 

(aurothioglucose) 


♦Adams,  C.  H„  and  Cecil,  R.  L.:  Ann.  Int.  Med.  33:163,  1950. 


U/M/f  CORPORATION 


BLOOMFIELD,  N.  J. 
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For  Mucous 
Membrane 

Bland, 

Effective] 

FP66  sample  — The  Alkalol 
Company,  Taunton  30,  Mass. 
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common  in  persons  in  normal  health 


acid  range  so 
prevalent  in  fevei 
and  infections 


pH  6.7 

ELKOSIN 

282  mg.  % 

Solubility  of  free  (nonacetylated)  ELKOS1N 

e sulfgp 
iffUfRu1 


(Solubility  determinations  made  with  the  free 
amide  at  37°C.  in  normal  human 


high  solubility  where  it  counts 

in  the  acid  pH  range 
so  prevalent  in  fevers 
and  infections 

alkalis  not  needed 


SUL  FI  SOM  I DINE  CIBA 


a new  advance  in  sulfonamide  safety 

tablets  0.5  Gm.,  double-scored.  Bottles  of  100  and  1000 
suspension  in  syrup  0.25  Gm.  per  teaspoonful  (4  cc.).  Pints. 


1.  Ziegler , J.  B.;  Bagdon,  R.  £.,  and  Shabica,  A.C.:  To  be  published. 
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the  first 
compound 
effective  against 


motion 

in  a single 
daily  dose 


Pfizer 
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— - 


with  just  4 tablets 

of  new  BONAMINE 

you  can  travel  from  . . . 

Boston  to  Bangkok— n 2 day  trip 
. . . with  new  freedom  from  airsickness 

MOST  PROLONGED  ACTION 

Bonamine  is  the  only  motion-sickness  preventive  which  is 
effective  in  a single  daily  dose.  Just  two  25  mg.  tablets  (50  mg.) 
will  provide  adequate  protection  against  all  types  of  motion 
sickness  — car  or  boat,  train  or  plane  — for  a full  24  hours  in 
most  persons. 

new  Bonamine 

BRAND  OF  PARACHLORAMINE  HC1 


FEW  SIDE  EFFECTS 

Clinical  studies  have  shown,  in  case  after  case,  that  rela- 
tively few  of  the  patients  experienced  the  usual  side  effects 
observed  with  other  motion-sickness  remedies:  less  drowsi- 
ness, dullness,  headache,  dryness  of  the  mouth,  etc. 


Supplied:  25  mg.  tablets,  bottles  of  100. 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


•trademark 
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Good  nutrition  and  good  health  go  hand  in  hand! 
Knox  Concentrated  Gelatine  Drink  is  a worthy  pro- 
tein dietary  adjuvant  where  high  protein  diet  is 
indicated. 

First  used  by  the  profession  in  this  form  about 
fifteen  years  ago,  increasing  clinical  usage  demon- 
strates its  professional  acceptance.  Up  to  60  grams 
of  Knox  Gelatine  in  the  concentrated  drink  have 
been  administered  daily  with  no  allergic  reactions.1 
It  contains  25  per  cent  glycine  and  7 out  of  8 essen- 
tial amino  acid,  as  well  as  9 other  accepted  aminos. 
Knox  Gelatine  is  low  in  sodium,  has  a pH  of  6.2-6.4, 
is  pure  protein  with  no  sugar  and  no  flavoring. 

1.  Reich.  C.,  and  Mulinos,  M.  G.,  Treatment  of  Refractory  Nutritional 
Anemia  with  Gelatine.  Bull.  N.Y.  Med.  Coll.  March  1953. 


-Hom  jo 

Kh&c  Tbu*/:/ 


Each  envelope  of  Knox  Gelatine  con- 
tains 7 grams  which  the  patient  is 
directed  to  pour  into  a % glass  of 
orange  juice,  other  fruit  juices,  or 
water,  not  iced.  Let  the  liquid  absorb 
the  gelatine,  stir  briskly,  and  drink  at 
once.  If  it  thickens,  add  more  liquid  and  stir  again.  Two  enve- 
lopes or  more  a day  are  average  minimal  doses.  Each  envelope 
contains  but  28  calories. 


Be  sure  you  specify  KSOX  so  that  your  patient  does 
not  mistakenly  get  factory-flavored  gelatine  dessert 
powders  which  are  85%  sugar. 


You  are  invited  to  send  for  brochures  on  diets  of  Diabetes, 
Colitis,  Peptic  Ulcer ...  Low  Salt  Reducing,  Liquid,  and  Soft 
Diets. 

KNOX  GELATINE,  JOHNSTOWN,  N.Y.  Dept.  N. 

Available  at  grocery  stores  in 
«-envelope  family  site  and  32- 
envelope  economy  size  packages. 
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HP*ACTHAR  Gel,  subcutaneously  or  intramuscularly, 
provides  rapid  relief  of  even  severe  pain,  especially  in 
the  acute  stage  of  bursitis  and  tendinitis. 

Unlike  procaine  infiltration  or  narcotics,  HP*ACTHAR 
Gel  does  not  simply  dull  the  pain.  It  effectively  counter- 
acts the  underlying  inflammatory  reaction,  concomitant 
swelling  and  edema.  Even  calcium  deposits  may  dis- 
appear.! 

•f  Steinberg,  C.  L„  and  Roodenburg,  A.  L. : J.A.M.A.  149: 1458, 1952. 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 
A DIVISION  OF  ARMOUR  AND  COMPANY 


HIGHLY  PURIFIED  ^V(IN  GELATIN) 

ACTHAR*  IS  THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE— CORTICOTROPIN  (ACTH). 


The  small  total  dose  required  affords 
economy  and  virtual  freedom  from  side  actions. 
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Physiological  test 
compares 

Kents 

“Micronite”  Filter 


2925 


with  other  cigarette  filters 


To  compare  the  efficiency  of  various 
filters  as  they  affect  physiological  re- 
sponses in  the  cigarette  smoker,  drop 
in  surface  skin  temperature  at  the  last 
phalanx  was  measured. 

Using  well-established  procedures, 
the  subject  smoked  conventional  filter 
cigarettes  and  the  new  KENT  with 
the  exclusive  “Micronite”  Filter. 

For  every  other  filter  cigarette,  the 
drop  in  temperature  averaged  over  6 
degrees.  For  KENT’S  Micronite  Filter, 
there  was  no  appreciable  drop. 

These  findings  confirm  the  results  of 
other  scientific  measurements  that 
show  these  facts:  ordinary  cotton,  cel- 
lulose or  crepe  paper  filters  remove  a 
small  but  ineffective  amount  of  nico- 
tine and  tars;  KENT’S  Micronite  Filter 
approaches  7 times  the  efficiency  of  other 
filters  in  the  removal  of  nicotine  and  tars 
and  is  virtually  twice  as  effective  as 
the  next  most  efficient  cigarette  filter. 

Thus  KENT,  with  the  first  filter  that 
really  works,  gives  the  one  smoker  out 
of  every  three  who  is  susceptible  to 
nicotine  and  tars  the  protection  he 
needs  . . . while  offering  the  satisfac- 
tion he  expects  of  fine  tobacco. 

For  these  reasons,  smokers  have 
made  the  new  KENT  the  most  popular 


new  brand  of  cigarette  to  be  introduced 
in  the  last  20  years. 

I f you  have  yet  to  try  the  new  KENT, 
may  we  suggest  you  do  so  soon? 
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provides 
continuous 
maintained 
gastric  anacidity 
required 
for 

rapid  healing  ( 


RESTING  V.  V4  X lhi  IX  154  IX  2hr  2X  2X  2X  3hr  3X 
JUICE 


GASTRIC  ANALYSIS.  Superimposed  gruel 
fractional  test-meal  curves  of  five  patients  with 
peptic  ulcer. 


in  peptic  ulcer 

Nulacin 


Nulacin  quickly  and  conveniently 
achieves — in  the  ambulant  patient — the 
intragastric  state  most  conducive  to  con- 
tinued freedom  from  pain  and  to  rapid 
ulcer  healing.* 1- 2 

It  accomplishes  this  desirable  objective 
— maintained  anacidity  — because  the 
tablet  is  not  chewed  but  is  allowed  to  re- 
main in  the  mouth  and  dissolve  slowly. 

Its  contained  antacids  thus  are  released 
slowly,  at  a rate  sufficient  to  neutralize 
virtually  all  HC1  as  it  is  formed. 

Because  of  this  maintained  anacidity 
patients  report  a sense  of  well-being  not 
experienced  with  other  antacid  medica- 
tions. 

Each  tablet,  prepared  from  milk 
combined  with  dextrins  and  maltose,  in- 
corporates magnesium  trisilicate,  3.5  gr., 

magnesium  oxide,  2.0  gr.,  calcium  carbo- 
nate, 2.0  gr.,  magnesium  carbonate,  0.5  gr., 

ol.  menth.  pip.,  q.s.  The  palatable  taste 
of  Nulacin  meets  with  immediate  patient 
acceptance. 

In  active  ulcer  flare-ups,  two  to  three 
tablets  per  hour,  starting  one-half  to  one 
hour  after  each  meal,  are  prescribed. 
During  quiescent  periods,  the  suggested 
dosage  is  two  tablets  between  meals. 

Indicated  in  active  and  quiescent  pep- 
tic ulcer,  gastritis,  gastric  hyperacidity. 
Available  through  all  pharmacies  in  tubes 
of  25  tablets. 


GASTRIC  ANALYSIS.  Same  patients,  two  days 
later,  showing  the  neutralizing  effect  of  sucking 
Nulacin  tablets  (three  an  hour). 


HORLICKS  CORPORATION 

RACINE,  WISCONSIN 


1.  Douthwaite,  A.  H.,  and  Shaw,  A.  B.:  The  Control  of 
Gastric  Acidity,  Brit.  M.  J.  2:180  (July  26)  1952. 

2.  Douthwaite,  A.  H.:  Medical  Treatment  of  Peptic  Ulcer, 
M.  Press  227:195  (Feb.  27)  1952. 
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PHOTOGRAPH  BY  RUZZI  GREEN 


“My  throat  sure  feels  better ” 


TRAC  I N ETS 

BACITRACIN-TYROTHRICIN  TROCHES  WITH  BENZOCAINE 


actions  and  USES:  With  Tracinets  you  can  readily 
relieve  afebrile  mouth  and  minor  throat  irritations 
in  young  patients-and  in  older  ones,  too.  Acting 
together,  bacitracin  and  tyrothricin  are  truly  syner- 
gistic. Soothing  local  relief  is  afforded  by  benzocaine. 


In  severe  throat  infections  Tracinets  Troches,  by 
their  local  action,  supplement  antibiotic  injections. 
quick  information:  Each  Tracinets  Troche  con- 
tains 50  units  of  bacitracin,  1 mg.  of  tyrothricin  and 
5 mg.  of  benzocaine.  Available  in  vials  of  12. 
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BILL  BBOWX’S  HEALTH  CENTER 

PATIENT:  Middle  aged,  business  executive,  hypertension,  overweight,  blood  pressure  tends  to 
be  high. 

SUGGESTED  TREATMENT:  Rest,  rehabilitation  program  ...  try  BILL  BROWN'S  Health  Center 

only  an  hour  from  New  York  City  in  Garrison,  N.  Y.  7-14  days 
planned  program  of  diet  and  exercise.  Measured  walks.  Salt 
and  sugar  free  diet.  Should  lose  considerable  weight. 

PROGNOSIS:  Good  if  suggestion  followed.  Should  return  to  work  rested,  with  loss  of  6-10 
pounds.  Cheerful  mental  outlook. 

BILL  BROWN/S/  GARRISON,  N.  Y.  Phone  GARRISON  4-3605 

Physicians  diets  and  exercise  program  carefully  observed. 


AR-EX 


.X>. 


ROUGH  HAND! 


FROM  TOO  MUCH  SCRUBBING 


Soothe  rough,  dry  skin  with  AR-EX  Chap  Crea 
Contains  healing  ingredient,  carbonyl  diamide.  Ai 
severely  chopped  and  broken  skin.  Pleasant  to  wi 
Scented  or  Unscented.  Send  for  sample. 

AR-EX  COSMETICS,  INC.,  1036-J  W.  Van  Biren  St.,  Chicaeo 7, 


| “helpful” 

“worthy  of  use”  “most  effective”  “useful” 


Recent  clinical  reports  of  the  use  of  AZULFID1NE  give  real  promise  in 
the  difficult  and  usually  disappointing  treatment  of  acute  and  chronic 
ulcerative  colitis.  Newest  is  Weinstein's  statement1  that  it  "is  worthy 
of  use  in  an  acute  case  associated  with  the  earmarks  of  an  infection.” 


Earlier  this  year,  Morrison2  found  that  of  79%  of  patients  tolerant  to 
the  drug,  18%  remained  symptom-free  for  three  years,  and  52%  were 
significantly  improved. 


AZULFIDINE 


Brand  of  Salicylazosulfapyridine 


Tablets  of  0.5  Gm„  in  bottles  of  100,  500,  and  1000 


PHARMACIA  LABORATORIES.  INC.,  Executive  Offices:  270  Park  Ave„ 
New  York  17.  N.  Y.  • Sales  Offices:  300  First  Street,  N.  E..  Rochester.  Minn. 


1.  Weinstein,  A.:  J.  Tennessee  M.  A.  46:10  (Oct.)  1953. 

2.  Morrison,  L.  M.:  J A M. A.  151: 5 (Jan.  31)  1953. 
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First: 

the  New  coronary  vasodilator 

IVIe'ta.nn  i ne 

Leeming  brand  of  triethanolamine  trinitrate  biphosphate 


more  effective 
in  angina  prevention 

than  other  coronary  dilators.  When  taken  routinely, 
* Metamine  prevents  anginal  attacks  or  greatly  di- 
minishes their  number  and  severity.  In  addition. 
Metamine  is  apparently  nontoxic,  even  in  prolonged 
or  excessive  dosage. 


Metamine  is  chemically  distinct  from  all  other  organic 
nitrates  in  that  it  has  a nitrogen,  rather  than  a carbon 
linkage.  This  perhaps  explains  its  greater  effectiveness 
and  freedom  from  side  effects. 

Dosage:  Metamine  is  effective  in  a dosage  of  only 
2 mg.Topreventanginalattacks, swallow  1 Metamine 
tablet  after  each  meal,  and  1 or  2 tablets  at  bedtime. 
Full  preventive  effect  is  usually  attained  after  third 
day  of  treatment. 

Supplied:  Metamine  tablets,  2 mg.,  vials  of  50. 


VIC. 


155  East  44th  Street,  New  York  17,  N.Y. 


FORTY  YEARS  OF 


RESEARCH-PROGRESS 

Camels’  makers  "never  rest  until  the  good 

is  better.  . . and  the  better,  best!"  For  40  year 
our  research  has  been  constant,  thorough, 
steadily  progressive  to  make  a good 
cigarette  better.  . . to  make  it  best. 


$2,000,000  addition 

to  Camels’  facilities 
— this  new  research 
building  of  ultra- 
modern laboratories. 


Every  laboratory 
equipped 

with  the  most 
modern  research 
apparatus  known 
today.  (Right  — 
“counter  current” 
device  that  speeds 
analytical  ingredient 
definition.) 


R.  J.  REYNOLDS  TOBACCO  COMPANY  • WINSTON-SALEM  • N.  ( 


moderates 
the  menopause 


M THEELIN 

pure  crystalline  estrogen  of  natural  origin 

By  promptly  relieving  symptoms  and  im- 
parting a characteristic  sense  of  well- 
being, THEELIN  has  helped  minimize  the 
distress  of  the  menopause  for  hundreds  of 
thousands  of  women.  The  first  estrogen  to 
be  isolated  in  pure  crystalline  form  and 
the  first  to  attain  clinical  importance, 
THEELIN  has,  moreover,  demonstrated  a 
most  notable  freedom  from  side  effects. 

Available  as  THEELIN  IN  OIL  — for  rapid  estrogenic  effect 
and  - as  THEELIN  AQUEOUS  SUSPENSION  - for  more  pro- 
longed action— THEELIN  facilitates  individualized  treatment 
schedules.  And  for  greater  economy,  both  THEELIN  IN  OIL 
and  THEELIN  AQUEOUS  SUSPENSION  are  available  in  mul- 
tiple-dose Steri-Vials®  as  well  as  in  ampoules.  Each  mg.  of 
THEELIN  represents  10,000  international  units  of  ketohy- 
droxyestratriene. 


THEELIN  AQUEOUS  SUSPENSION 
Ampoules 

I-cc.  ampoules  of  1 mg.  ( 10,000  I.U.) 

1-cc.  ampoules  of  2 mg.  ( 20,000  I.U. ) 

1-cc.  ampoules  of  5 mg.  ( 50,000  I.U. ) 

Steri-Vials 

10-cc.  vials  of  2 mg.  ( 20,000  I.U. ) per  cc. 
5-cc.  vials  of  5 mg.  ( 50,000  I.U. ) per  cc. 


THEELIN  IN  OIL 
Ampoules 

1-cc.  ampoules  of  0.2  mg.  (2,000  I.U.) 
1-cc.  ampoules  of  0.5  mg.  (5,000  I.U.) 
1-cc.  ampoules  of  1 mg.  ( 10,000  I.U.) 

Steri-Vials 

10-cc.  vials  of  1 mg.  ( 10,000  I.U. ) per  cc. 


\C  A * 
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• DETROIT.  MICHIGAN  * • 


More  Rapid  Absorption 
Increased  Toleration 
Greater  Stability 

Achromycin,  a new  broad-spectrum 
antibiotic  developed  by  the  Lederle 
research  team,  has  demonstrated  greater 
effectiveness  in  clinical  trials  with  the 
advantages  of  more  rapid  absorption, 
quicker  diffusion  in  tissue  and  body 
fluids,  and  increased  stability  resulting 
in  prolonged  high  blood  levels. 

Achromycin  exhibits  a broad  range 


of  activity  against  beta  hemolytic  strep- 
tococcic infections,  E.  coli  infections 
(including  urinary  tract  infections, 
peritonitis,  abscesses),  meningococcic, 
staphylococcic,  pneumococcic  and 
gonococcic  infections,  otitis  media  and 
mastoiditis,  acute  bronchitis  and  bron- 
chiolitis, actinomycosis,  mixed  infections 
and  many  viral  and  rickettsial  diseases. 

Achromycin  is  now  available  in  250 
mg.,  100  mg.,  and  50  mg.  capsules, 
Spersoids®  50  mg.  per  teaspoonful 
(3.0  Gm.),  Intravenous  500  mg.,  250 
mg.  and  100  mg.  Other  dose  forms 
will  become  available  as  rapidly  as 
research  permits. 


LEDERLE  LABORATORIES  DIVISION 

American  Cuanatnid  company 
.30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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1st  choice  for  oral  penicillin  therapy 


Pentids 

Squibb  200.000  Unit  Penicillin  G Potassium  Tablets 


SQL1  IBB 


for  specific  and  potent 
antiarthritic  action 
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BUTAZOLIDIN 

(brand  of  phenylbutazone) 

Butazolidin  relieves  pain  and  improves  function  in  the  great  majority 
of  arthritic  patients.  Its  broad  therapeutic  spectrum  makes  it  valuable 
in  virtually  all  the  more  serious  forms  of  arthritis.  Like  other  powerful 
antiarthritic  agents,  Butazolidin  should  be  prescribed  according  to 
a controlled  regimen,  based  on  careful  selection  of  cases,  judicious 
manipulation  of  dosage,  and  regular  observation  of  the  patient.  To 
obtain  optimal  therapeutic  results  with  minimal  incidence  of  side  re- 
actions, physicians  are  urged  to  send  for  the  brochure  “Essential  Clini- 
cal Data  on  Butazolidin.” 

Butazolidin®  (brand  of  phenylbutazone)  tablets  of  100  mg. 


(1)  Burns,  J.  J.,  and  others:  J.  Pharmacol.  & Ex- 
per.  Therap.  706:375,  1952.  (2)  Byron,  C.  S.,  and 
Orenstein,  H.  B. : New  York  State  J.  Med.  53:676 
(Mar.  15)  1953.  (3)  Currie,  J.  P. : Lancet  2:15 
(July  5)  1952.  (4)  Davies,  H.  R.;  Barter,  R.  W.; 
Gee,  A.,  and  Hirson,  C. : Brit.  M.  J.  2:1392 
(Dec.  27)  1952.  (5)  Delfel,  N.  E.,  and  Griffin, 
A.  C. : Stanford  M.  Bull.  2:65,  1953.  (6)  Domenjoz, 
R.:  Federation  Proc.  77: 339,  1952.  (7)  Domenjoz, 
R.:  Internal.  Rec.  Med.  165: 467,  1952.  (8)  Gold* 
fain.  E.:  J.  Oklahoma  M.  A.  46: 27,  1953.  (9)  Gut* 
man.  A.  B.,  and  Yu,  T.F.:  Am.  J.  Med.  13  : 744,  1952. 
(10)  Kuzell,  W.  C. : Annual  Review  of  Medicine, 
Stanford,  Annual  Reviews,  2 :367,  1951.  (11)  Kuzell, 
W.  C.,  and  Schaffarzkk.  R.  W. : Bull,  on  Rheu- 


matic Diseases  3:23,  1952.  (12)  Kuzell,  W C. ; 
Schaffarzick,  R.  W.;  Brown,  B.,  and  Mankle,  E.  A.; 
J.A.M.A.  149: 729  (June  21)  1952.  (13)  Kuzell, 
W.  C.,  and  SchafTarzick,  R.  W. : California  Med. 
77:319,  1952.  (14)  Patterson,  R.  M.;  Benson, 

J.  E,  and  Schoenberg,  R L. : U.  S.  Armed  Forces 
M.  J.  4:109,  1953.  (15)  Rowe,  A.,  Jr.;  Tufft, 
R.  W.;  Mechanick,  P.  G.,  and  Rowe,  A.  H. : Am. 
Pract.  & Digest  Treat.,  in  press.  (16)  Smith, 
C.  H.,  and  Kunz,  H.  G. : J.  M.  Soc.  New  Jersey 
49:3 06,  1952.  (17)  Steinbrocker,  O.,  and  others: 
J.A.M.A.  750:1087  (Nov.  15)  1952.  (18)  Stephens, 
C.  A.  L.,  Jr.,  and  others:  J.A.M.A.  750:1084 
(Nov.  15)  1952.  (19)  Wilkinson,  E.  L.,  and 

Brown,  H.:  Am.  J.  M.  Sc.  225:153,  1953. 


CEICY  PHARMACEUTICALS 
Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.  Y. 

In  Canada:  Ceigy  (Canada)  Limited,  Montreal 


• U-2«f 
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good  reasons 
for  using 

'POLYS  PORIN'9 

POLYMYXIN  B-BACITRACIN  OINTMENT 


1.  ANTI-GRAM-NEGATIVE  AND  ANTI-GRAM-POSITIVE 

Combines  the  bactericidal  activity  of  ‘Aerosporin’®  Sulfate  Poly- 
myxin B Sulfate  against  gram-negative  bacilli  with  that  of  bacitracin 
against  gram-positive  organisms.1-2  Their  effects  are  completely 
additive.3 

2.  ANTI-PSEUDOMONAS 

‘Aerosporin’  is  the  most  effective  therapeutic  agent  known  against 
Pseudomonas  ( pyocyaneus ).6  Pseudomonas  organisms  commonly  gain 
access  to  skin  and  lesions  from  the  air  and  occasionally  from  instru- 
ments, dressings  and  drug  solutions.7 

3.  MINIMAL  SENSITIZATION 

‘Aerosporin’  and  bacitracin  have  low  indices  of  allergenicity;  an  im- 
portant advantage  over  penicillin,  streptomycin,  and  sulfonamides.5-6 

4.  NO  DAMAGE  TO  TISSUES 

In  concentrations  used  locally  the  antibiotics  do  not  damage  tissue 
or  blood  cells— compare  this  with  the  effects  of  chemical  antiseptics.6-7-8 

5.  NEGLIGIBLE  ABSORPTION 

Systemic  absorption  of  ‘Aerosporin’  or  bacitracin  from  intact  skin, 
mucous  membranes,  or  lesions  of  either  is  practically  nil.6-8 

6.  RAPID  DRUG  RELEASE  FROM  BASE 

Non-aqueous  base  readily  gives  up  the  antibiotics  to  skin  and  tissue 
fluids.  Absence  of  water  from  the  base  insures  stability  of  the  anti- 
biotics. 4 

7.  SPARING  GENERAL  ANTIBIOTIC  SENSITIZATION 

Use  of  rarely-sensitizing  ‘Aerosporin’  and  bacitracin  for  local  lesions 
avoids  possible  sensitization  to  penicillin,  streptomycin,  or  the  broad- 
spectrum  antibiotics,  thus  leaving  the  patient  responsive  to  them  in 
case  of  serious  systemic  infection. 
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Burroughs  Wellcome 


8.  PROPHYLACTIC  VALUE  & Co.  (U.  S.  A.)  Inc. 

To  protect  burns,  skin  grafts,  and  other  lesions  from  contamination  i 

by  practically  all  bacterial  pathogens,  particularly  Pseudomonas.  Tuckahoe  7 New  York 
Prevention  of  infection  probably  shortens  healing  time  and  reduces 
incidence  of  fever  and  inflammation.7 

‘POLYSPORIN’®  Polymyxin  B — Bacitracin  Ointment 
Available  in  ^ oz-  anc^  1 oz-  tubes  and  1/g  oz.  ophthalmic  tubes 
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HESODATE 


THE  ORIGINAL  ENTERIC-COATED  TABLET 
OF  THEOBROMINE  SODIUM  ACETATE 


pAauided 

EFFECTIVE 

WELL-TOLERATED 

PROLONGED 

VASO-DILATION 


REPEATEDLY  SHOWN  and  proven  by  objective  tests  on 
human  subjects'  — this  is  one  of  the  most  effective  of  all  the 
commonly  known  Xanthine  derivatives.  Because  of  the 
enteric  coating  it  may  be  used  with  marked  freedom  from 
the  gastric  distress  characteristic  of  ordinary  Xanthine 
therapy.  Thus  THESODATE,  with  its  reasonable  prescrip- 
tion price  also,  enjoys  a greater  patient  acceptability. 

Available:  t„  bottle*  of  too,  500,  1000. 

TABLETS  THESODATE 

*(7'/j  gr.)  0.5  Gm.  *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7'/j  gr.)  0.5  Gm.  with  (Vi  gr.)  30  mg. 

(7Vi  gr.)  0.5  Gm.  with  ('A  gr.)  15  mg. 

*(3 5A  gr.)  0.25  Gm.  with  ('A  gr.)  15  mg. 

THESODATE  WITH  POTASSIUM  IODIDE 

(5  gr.)  0.3  Gm.  with  (2  gr.)  0.12  Gm. 

THESODATE,  POTASSIUM  IODIDE  WITH  PHENOBARBITAL 

(5  gr.)  0.3  Gm.,  (2  gr.)  0.12  Gm.  with  ('A  gr.)  15  mg. 

*ln  capsule  form  also,  bottles  of  25  and  100. 


in 

CORONARY 

ARTERY 

DISEASE 


T.  Riseman,  J.  E.  F.  and  Brown,  M.  G.  Arch.  Int.  Med.  60:  100,  1937 

2.  Brown,  M.  G.  and  Riseman,  J.  E.  F.  JAMA  109:  256,  1937. 

3.  Riseman,  J.  E.  F.  N.  E.  J.  Med.  229:  670,  1943. 

For  samples  just  send  your  Rx  blank  marked  MTHI2 


BREWER 


COMPANY, 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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TAKE 


ADVANTAGE 


OF  YOUR 


SANBORN 


SERVICE 


STATION 


It  stands  ready 
to  provide  you  with 

• expert  technician  service 
on  all  Sanborn  instruments 

• emergency  loan  Sanborn 
instruments 

• complete  stocks  of  daily- 
use  supplies  and  accessories 

and  to  demonstrate 


w 

today’s  foremost 
electroca  rdio graph 


Your  local 
Service 
Center  is: 


NEW  YORK  CITY -1860  Broadway 
Phone  Circle  7-5794,  5795 
ROCHESTER  — 3 Juniper  Street 
Phone  Culver  8431 


when  proper  or  corrective  shoes 
are  indicated 

prescribe  PEDIFORMES 

IN  STOCK  — 

• straight  last  shoes 

• inflare  last  shoes 

• outflare  last  shoes 

• club  foot  shoes 

• flat  foot  shoes 

• shoes  with  Thomas  Heel 
and  long  counters 

You  are  assured  alterations  and  fittings 
as  you  prescribe  because  of  our  interest,  and 
experience  gained  in  serving  the  medical  pro- 
fession for  more  than  40  years. 

34  WEST  36th  STREET 
NEW  YORK  CITY 
Wisconsin  7-2534 

Other  Shops  In:  Brooklyn  • Flntbuih  • Htmpstcsd  • East  Orange 
Hackensack  a New  Rochelle 


Something  New  for  the  Old 

The  Private  Pavilion  at  Kingsbridge  House 

(a  unit  of  The  Home  for  Aged  and  Infirm  Hebrews  of  New  York) 


• Modern  spacious  private  and  semi-private  accommoda- 
tions for  the  handicapped  or  infirm  older  person.  Tem- 
porary or  long  term  stays. 

• Large  staff  of  nurses  and  therapists.  Resident  physician 
always  on  duty. 

• Extensive  diagnostic  and  therapeutic  resources  available 

• Rehabilitation  and  physical  medicine  programs. 

• Recreation  facilities  include  movies,  television,  library, 
and  gardens. 

PATIENTS  REMAIN  UNDER  CARE  OF  THEIR  PERSONAL  PHYSICIAN 


Write  for  Descrip- 
tive Brochure 


The  Private  Pavilion  at  Kingsbridge  House 

100  West  Kingsbridge  Road 

The  Bronx  68,  New  York  CYpress  8-9200 


The  value  of  Terramycin  in  promptly  controlling  otitis  media, 
severe  sinusitis,  laryngotracheobronchitis,  bacterial  pneumonia 
and  virtually  all  infections  of  the  respiratory  tract,  due  to  or  com- 
plicated by  the  many  organisms  sensitive  to  Terramycin,  is  now 
a matter  of  clinical  record. 

Because  of  its  excellent  toleration  and  rapid  response,  Terramycin 
is  a therapy  of  choice  for  bacterial  respiratory  tract  infections. 
Among  the  convenient  dosage  forms  of  Terramycin  are  Capsules, 
Tablets  (sugar  coated),  good-tasting  Oral  Suspension,  non- 
alcoholic Pediatric  Drops,  Intravenous  for  hospital  use  in  severe 
infections  and  various  topical  preparations  including  Troches, 
Nasal  and  Aerosol  for  adjunctive  therapy. 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 
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is  universally  acknowledged  that 
the  only  effective  means  of  weight  re- 
duction is  restriction  of  caloric  intake. 
Furthermore,  it  is  acknowledged  that 
no  single  food  can  be  branded  as  fat- 
tening. that  the  solution  to  the  problem 
is  sensible  limitation  of  the  amounts 
of  all  foods  eaten. 

That  enriched  bread  has  a place  in 
the  modem  reducing  diet  is  evidenced 
by  its  inclusion  in  many  weight  reduc- 
tion programs  recommended  by 
authorities  in  the  fields  of  metabolism 
and  internal  medicine.  Such  a diet  has 
recently  been  included  in  a pamphlet 
published  by  one  of  the  nationwide 
organizations  concerned  with  national 
health  and  the  increasing  problem  of 
obesity. 

This  diet,  a conventional  reducing 
diet  providing  1,200  to  1,400  calories 


per  day,  allows  a balanced  variety  of 
basic  foods  including  bread.  Note  the 
sample  menu. 

Enriched  bread  is  far  more  than 
just  a carbohydrate  food,  as  is  often 
the  mistaken  concept.  Moreover,  in  it- 
self. it  is  not  a "fattening  food,"  since 
only  the  calorically  excessive  diet  can 
induce  increase  in  body  weight.  Three 
shoes  of  enriched  bread  provide  only 
189  calories,  yet  this  amount  makes  a 
worthwhile  contribution  of  biologically 
applicable  protein.  B group  vitamins, 
and  valuable  minerals  including  iron 
and  calcium.  Of  even  greater  impor- 
tance to  the  person  dieting  is  the 
gustatory  attractiveness  which  bread 
lends  to  the  meal. 

The  Seal  of  Acceptance  denotes  chat  the 
' nutritional  statements  made  in  this  adver- 

■ 1 ' * ' 1 1 issemec:  are  acceptable  to  the  Council  on 
Food!  and  Nutrition  of  the  American 
Medical  Association. 


AMERICAN  BAKERS  ASSOCIATION 

20  North  Worker  Drive  • Chicago  6,  Illinois 


2941 


The  small  total  dose  required  affords 
economy  and  virtual  freedom  from  side  actions. 


HP*ACTHAR  Gel,  subcutaneously  or  in- 
tramuscularly, gives  quick  relief  in  severe 
attacks  of  bronchial  asthma,  and  may  pro- 
vide long-lasting  remissions.  Patients 
refractory  to  all  customary  measures,  in- 
cluding epinephrine,  and  even  to  other 
forms  of  ACTH,  may  fully  benefit  from 
HP*ACTHAR  Gel. 

Used  early  enough,  HP*ACTHAR  Gel 
may  become  a valuable  agent  in  prolong- 
ing the  life  span  of  asthmatic  patients. 
ACTH  "should  not  be  withheld  until  the 
situation  is  hopeless".t 
fEditorial,  J.  Allergy  23:  279-280, 1952. 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 

A DIVISION  OF  ARMOUR  AND  COMPANY 
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dramatic, 
sustained  relief 
in 

severe 


nerve  pain 


of 


trigeminal  neuritis 
diabetic  neuritis 
subacute  combined  sclerosis 
(of  pernicious  anemia) 
peripheral  neuritis 
herpes  zoster 
tabes  dorsalis 


new!  massive  B12  therapy... 


DO  DEC  AVITE 

1000  meg.  vitamin  B12  per  cc. 

for  intramuscular  or  subcutaneous  injection 


Complete  or  long-time  remission  of  pain  in  a substantial 
number  of  patients  • often  successful  where  all  other  therapy  has  failed 
• non-toxic  • well  worth  trying  in  these  disabling,  agonizing  pain  con- 
ditions which  so  often  leave  the  physician  so  helpless  and  the  patient 
so  hopeless. 

Detailed  literature  upon  request. 


U.S.  VITAMIN  CORPORATION 

Casimir  Funk  Laboratories,  Inc.  (affiliate),  250  E.  43rd  St.,  New  York  17,  N.  Y. 
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Upjohn 


cortisone 

for  inflammation, 

neomycin 

for  infection: 


Each  gram  contains: 

Cortisone  Acetate 15  mg. 

Neomycin  Sulfate 5 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 

Available  in  1 drachm  tubes  with 
applicator  tip 

The  Upjohn  Company,  Kalamazoo,  Michigan 


Neosone 

Trademark 


OPHTHALMIC  OINTMENT 


a 

NEW 

hypotensive 

agent 


ERATRUM  ALBUM,  a spe- 
cies  of  1 eratrum  indigenous 
to  southern  Europe,  yields  the  ester 
alkaloid  'Proved  Maleate.’  'Proved 
Maleate"  is  many  times  more  potent 
than  the  mixture  of  substances  from 
which  it  is  isolated.  Its  uniformity 
and  purity  permit  better  control  of 
the  hypertensive  patient  than  is  pos- 
sible with  mixtures  of  alkaloids. 

Hoobler*  states  that  protovera- 
trine  is  superior  to  the  alkaloids  from 
I eratrum  viride  in  that  blood  pres- 
sure can  be  reduced  from  six  to  eight 
hours  daily  without  producing  nau- 
sea, vomiting,  or  tolerance  to  the 
medication.  The  purity  of  the  alka- 
loid adows  for  the  accurate  dosage 
so  necessary  to  continuing  good  re- 
sults over  extended  periods  of  time. 


Careful  adjustment  of  the  dosage 
schedule  to  fit  the  need  of  each  pa- 
tient is  mandatory.  Overdosage  may 
result  in  distressing,  although  usu- 
ady  not  serious,  symptoms.  'Proved 
Maleate*  is  a potent  drug  to  be  ad- 
ministered only  under  the  close  su- 
pervision of  a physician. 

'Proved  Maleate,"  0.5  mg.,  is  avail- 
able in  cross-scored  tablets  (to  facili- 
tate careful  individualization  of  dos- 
age) in  bottles  of  100.  \ our  pharma- 
cist has  it.  Be  sure  to  evaluate  care- 
fully this  important  hypotensive 
drug.  Ask  the  Lidy  representative 
...  or  write  Eli  Lidy  and  Company, 
Indianapolis  6,  Indiana,  U.  S.  A., 
for  more  complete  pharmacologic 
and  clinical  data. 

* Annals  of  Internal  Medicine . 3 7:465,  1952. 


PROVELL  MALEATE 

( PROTO V ERA TfUNE  A AND  B MALEATES.  LILLY  ) 

lowers  blood  pressure 


consistently , safely 
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Editorial 

A New  Dress  for  the  Journal 


For  many  years  the  cover  and  typography 
of  the  New  York  State  Journal  of 
Medicine  have  remained  unchanged.  The 
distinctive  red  band  and  the  seal  of  the  < 
Medical  Society  of  the  State  of  New  York  • 
have  caught  the  eye  of  the  observer  year  ' 
after  year,  calling  attention  to  the  official 
publication  of  the  doctors  of  the  Empire 
State.  During  World  War  II,  because  of 
paper  shortages,  a revision  of  type  sizes  was  1 
made  to  include  more  wordage  on  a given 
page,  and  margins  were  reduced,  producing 
a certain  crowding  by  elimination  of  white 
space.  Easy  readability  was  necessarily 
sacrificed  to  war-time  necessity. 

In  1952  the  Publication  Committee 
directed  a study  to  be  made  with  a view 
toward  improving  the  cover  arrangement 
without  sacrificing  its  distinctive  character  _ 
and  at  the  same  time  allowing  for  a more 
complete  listing  of  the  table  of  contents  since  - 


many  of  the  membership  had  considered  this 
' feature  to  be  desirable.  A similar  study  was 
conducted  with  respect  to  the  typography. 
Many  cover  designs  were  considered,  and 
; numerous  type  faces  were  studied  over  a 
period  of  a year  and  a half. 

The  Publication  Committee  is  pleased  to 
announce  that  beginning  January  1,  1954, 
, the  New  York  State  Journal  of  Med- 
- icine  will  appear  in  its  new  dress  and  with 
new  type  faces.  On  the  cover  will  be  found 
a much  more  complete  table  of  contents,  and 
it  is  anticipated  that  readability  will  be 
greatly  enhanced  by  the  new  type  faces  and 
page  design. 

During  the  year  every  effort  will  be  made 
to  increase  the  scope  and  interest  of  the 
Journal.  In  addition  to  the  physician 
, membership  of  the  Society  and  our  paid 
subscribers,  the  Journal  now  goes  to  a large 
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It  is  my  pleasant  privilege  in  this  page  and  at  this  time  of 
year  to  extend  the  Season’s  Greetings  to  all  doctors,  nurses, 
and  ancillary  aids  who  render  sendees  for  the  care  of  the  sick. 
It  is  not  my  desire  to  wish  this  more  for  one  group  than  an- 
other. because  it  is  the  doctors,  the  administrators,  the  nurses, 
the  technicians,  and  even  the  orderlies  who.  all  together,  give 
the  best  they  have  to  ease  the  misery  of  the  ill.  Deeply 
rooted  in  the  hearts  of  everyone  at  this  time  of  the  year  is  a 
spirit  of  goodness  and  thoughtfulness  which  elevates  and 
electrifies  all  those  who  seek  divine  guidance.  There  is  re- 
vived and  rededicated  in  them  a hope  for  Peace  on  Earth  for 
all  of  God’s  children. 

It  is  also  a time  to  count  our  blessings  of  liberty,  freedom, 
and  justice,  which  give  value  to  man’s  existence  as  conceived 
by  God  when  he  was  created.  Every  man  has  a God-directed 
personal  obligation  to  succor  and  aid  his  neighbor  when  in 
distress.  Xo  doctor  would  shirk  or  avoid  this  obligation  and 
moral  duty. 

With  the  world  as  it  is  today,  when  everyone  is  flirting 
with  destiny,  life  seems  to  have  become  cheap  to  all  but  the 
doctor.  Physicians  from  time  immemorial  have  been  ordained  to  save  life  to  the  very  last 
breath.  Unfortunately,  the  god  of  war  does  not  have  this  consideration  and  never  spares 
the  cost  in  substance  and  human  life.  The  world  is  sick  because  it  has  lost  sight  of  God. 
May  He  give  us  the  power  to  regain  the  vision  necessary  to  live  in  brotherly  love,  security, 
and  contentment,  so  as  to  save  mankind. 

Let  us,  in  our  own  way,  worship  and  revere  the  Lord.  It  is  time  for  all  to  offer  gratitude 
to  His  Almighty  Presence  by  embracing  the  spirit  of  Christmas,  which  is  so  well  portrayed 
in  the  Hippocratic  Oath — written  five  centuries  before  Christ.  A doctor  comes  closest  of  all 
to  the  intimate  relationship  of  people’s  living.  Therefore  his  greatest  Christmas  present  is 
the  realization  that  he  is  in  such  a position  of  trust,  for  which,  of  all  things,  he  should  be 
grateful. 

Privately  and  individually  let  us  be  in  harmony  with  the  Universal  Spirit  that  should 
pervade  all  the  peoples  of  the  world.  If  this  comes  to  pass,  never  will  there  be  dissonance 
again. 

And  so  I offer  to  you — the  Season’s  Greetings,  with  neighborly  love  and  fellowship! 

Most  sincerely, 

H . 


EDITORIAL 


[Continued  from  page  2945] 


group  of  fourth-year  medical  students  in  the 
nine  universities  of  the  State  and  to  numer- 
ous exchanges  in  all  parts  of  the  world, 
principally  libraries  and  medical  schools. 

It  is  the  hope  of  the  Publication  Com- 


mittee that  the  membership  will  be  pleased 
with  and  better  served  by  the  changes  in  the 
January  1,  1954.  Journal  and  subsequent 
issues.  The  Editors  mil  be  happy  to  have 
your  comments. 
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IN  1936  Kimmelstiel  and  Wilson1  described 
a characteristic  renal  glomerular  lesion  in 
eight  patients  who  came  to  autopsy,  seven  of 
whom  were  known  to  have  diabetes  during  life. 
Study  of  the  clinical  records  of  these  diabetic 
patients  disclosed  the  presence  of  albuminuria, 
hypertension,  edema  of  the  nephrotic  type,  and 
azotemia.  Numerous  reports  have  since  ap- 
peared attesting  to  the  clinical  importance  of  this 
syndrome.  Although  originally  considered  to  be 
a disease  of  middle-aged  and  elderly  diabetic 
patients,  it  is  now  appreciated  that  this  “com- 
plication” of  diabetes  is  also  relatively  common 
in  children  and  adolescents  whose  diabetes  is  of 
ten  or  more  years  duration.2'4  The  gravity  of 
this  syndrome  is  emphasized  when  one  realizes 
that  diabetic  nephropathy  now  takes  first  place 
in  some  reports  as  the  cause  of  death  in  diabetic 
patients  after  twenty  years  of  their  metabolic 
disorder. 

Clinical  Features 

The  fully  developed  clinical  syndrome  consists 
of  retinopathy,  proteinuria,  hypertension,  neph- 
rotic and/or  cardiac  edema,  and  progressive 


azotemia  in  a patient  whose  diabetes  is  either 
mild  or  severe.  It  is  occasionally  possible  in 
some  cases  to  follow  the  patient  accurately  over 
the  course  of  years  sequentially  from  the  definite 
onset  of  his  diabetes  through  the  various  pro- 
gressive manifestations  of  the  syndrome.  More 
frequently,  however,  it  is  not  possible  to  de- 
termine with  any  degree  of  accuracy  the  exact 
onset  of  the  disease  or  its  full  development.  As 
in  most  diseases,  numerous  clinical  variations 
may  be  noted  at  any  one  time.  We  have  been 
privileged  to  study  this  syndrome  in  a large 
group  of  patients  at  Montefiore  Hospital  in  New 
York  City,  and  the  following  categories  repre- 
sent our  experience  with  the  clinical  variants 
(the  common  feature  in  postmortem  studies  is 
“diabetic  intercapillary  glomerulosclerosis”  and 
arteriolar-nephrosclerosis) : 

1.  Diabetes  mellitus,  hypertensive  disease, 
edema,  proteinuria,  and  retinopathy.  This  repre- 
sents the  full-blown  syndrome. 

2.  Mild  diabetes  mellitus,  retinopathy,  periph- 
eral vascular  disease,  and  proteinuria  with  or 
without  hypertension  or  renal  insufficiency. 

3.  Diabetes  mellitus,  arteriosclerotic  heart 
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disease,  congestive  failure,  proteinuria,  and 
retinopathy. 

4.  Diabetes  mellitus,  hypertensive  disease 
with  or  without  cardiac  failure,  and  proteinuria. 

5.  Renal  insufficiency  and/or  edema  of  un- 
determined etiology  in  a latent  diabetic  patient 
with  some  other  major  illness. 

6.  Nephrotic  syndrome  in  a juvenile  diabetic 
with  retinopathy,  with  or  without  hypertension 
or  renal  impairment  in  early  stages. 

7.  Diabetes  mellitus,  proteinuria,  retinopathy, 
and  peripheral  neuropathy. 

Analysis  of  all  available  clinical  data  indicates 
that  there  is  no  correlation  of  this  syndrome  with 
age,  sex  distribution,  or  the  intensity  of  diabetes. 
Even  the  fully  developed  syndrome  may  be 
found  in  patients,  particularly  in  the  older  age 
group,  whose  diabetes  is  of  such  a mild  character 
that  glucose  tolerance  studies  are  necesssary  to 
prove  the  existence  of  diabetes  mellitus.5  The 
most  important  factor  in  the  genesis  appears  to 
be  the  duration  of  diabetes.  The  earliest  renal 
lesions  thus  far  reported  followed  eight  years  of 
known  diabetes.6 

There  is  disagreement  among  various  workers 
concerning  the  relationship  between  the  degree 
or  type  of  control  and  the  development  of  the 
renal  disorder.  Both  Root7  and  Jackson8  with 
their  respective  coworkers  have  independently 
accumulated  evidence  from  records  of  patients 
observed  for  long  periods  of  time  under  good 
control,  which  indicates  that  the  renal  lesion  may 
be  postponed  or  actually  prevented.  Other 
authorities9, 10  believe  that  the  problem  of  de- 
generative vascular  complications  is  not  one  of 
control  since  cases  of  longstanding  diabetes  have 
been  encountered  in  which  there  has  been  good 
control  and  still  the  marked  vascular  lesions  have 
developed.  The  question  of  control  is  obviously 
related  to  the  duration  of  diabetes  because  the 
longer  the  latter,  the  more  tedious  and  difficult 
the  former. 

Furthermore,  what  constitutes  good  control 
appears  to  vary  in  different  clinics.  There 
still  appear  to  be  unknown  etiologic  factors 
inherent  perhaps  in  diabetes  itself.  The  rarity 
of  acidosis  throughout  the  course  of  diabetes  in 
patients  with  the  Kimmelstiel-Wilson  syndrome 
has  been  noted.11  This  has  been  considered  by 
some  to  indicate  a specific  metabolic  difference 
between  patients  who  develop  retinopathy  and 
renal  lesions  and  those  without  them.  However, 
in  our  experience  younger  diabetics  are  prone  to 
frequent  episodes  of  acidosis  and  coma  prior  to 
the  onset  of  the  Kimmelstiel-Wilson  syndrome. 

The  prognosis  is  poor  regardless  of  the  pre- 
senting clinical  picture.  The  average  duration 
of  life  after  the  onset  of  the  syndrome  is  six  to 
seven  years  with  a range  of  two  to  thirteen  years. 


Uremia,  myocardial  infarction,  and  acute  cardiac 
failure  are  the  most  frequent  causes  of  death. 

Pathogenesis 

The  renal  lesion  is  closely  related  to  the  retinal 
microaneurysm  which  is  the  fundamental  lesion 
of  diabetic  retinopathy,  and  both  appear  to  be 
manifestations  of  the  same  degenerative  process. 
There  is  still  considerable  controversy  among 
histologists  concerning  the  nature  and  origin  of 
the  hyalin  material  noted  in  these  lesions,  but 
more  precise  information  awaits  advances  in  the 
study  of  the  ultrastructure  of  the  ground  sub- 
stance of  connective  tissue.  Renal  arterio-  and 
arteriolar-sclerosis  are  found  constantly  in  asso- 
ciation with  the  glomerular  lesion.  The  spec- 
ificity of  the  “nodular”  lesion  is  now  agreed 
upon  by  most  authorities.  Reports  to  the  con- 
trary are  generally  based  on  postmortem  review 
of  clinical  records  lacking  adequate  data  spe- 
cifically directed  toward  the  establishment  of  a 
diagnosis  of  diabetes  during  life. 

Lesions  suggestive  of  diabetic  glomerulosclero- 
sis have  been  produced  experimentally  in  animals 
made  diabetic  either  by  injection  of  anterior 
pituitary  extracts,  alloxan,  or  partial  pancreatec- 
tomy. Lesions  produced  in  these  animals  are 
not  the  typical  findings  noted  in  diabetic  humans. 
Recently  Rich11  has  described  renal  lesions  re- 
sembling those  of  diabetic  glomerulosclerosis 
which  were  produced  in  rabbits  in  a period  of  two 
to  three  weeks  by  the  daily  intramuscular  ad- 
ministration of  7Vt  mg.  of  cortisone.  It  has 
further  been  noted  that  alloxan  diabetes  in  these 
rabbits  predisposes  them  to  glomerular  and  ret- 
inal capillary  lesions  produced  by  cortisone  and 
corticotropin. 

.Although  the  clinical  and  morphologic  picture 
of  this  disease  appears  to  be  well  documented, 
the  pathogenesis  is  still  poorly  understood. 
There  is  some  clinical  evidence,  as  well  as  the 
experimental  evidence  cited  previously,  which 
indicates  that  relative  adrenal  hvperf unction, 
possibly  associated  with  vitamin  Bn  deficiency, 
may  be  causally  related  to  the  development  of 
both  glomerular  and  retinal  lesions.  Possible 
clues  to  this  relationship  have  been  admirably 
presented  in  a recent  editorial.13 

Disturbances  of  lipid  metabolism  as  well  as 
alterations  in  the  metabolism  of  complex  muco- 
polysaccharides appear  to  be  involved  in  the 
genesis  of  this  syndrome.  Elevated  levels  of 
cholesterol  and  phospholipids  as  well  as  marked 
elevation  of  Sf  12-20  class  of  lipid  proteins  have 
been  found  in  the  blood  of  these  patients.14 
Both  the  concentrations  of  total  nonglucosamine 
polysaccharides  bound  to  serum  protein  and  the 
serum  glucosamine  have  been  found  to  be  in- 
creased in  diabetic  patients  with  retinopathy 
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and  the  Kimmelstiel-Wilson  syndrome  in  con- 
trast to  normal  values  in  diabetic  patients  with- 
out clinically  detectable  degenerative  vascular 
disease.15 

Diagnostic  Criteria 

A studyr  of  the  urinary  sediment  is  most  re- 
warding.5 The  prominent  finding  is  the  presence 
of  doubly  refractile  lipoid  droplets  in  epithelial 
cells  or  casts  containing  cholesterol  esters  in  addi- 
tion to  neutral  fats.  They  appear  yellow  black 
when  viewed  under  ordinary  light.  With  polar- 
ized light  they  present  a typical  and  easily 
recognizable  appearance  of  maltese  crosses. 
The  polarized  light  can  be  produced  by  means  of 
Nicol’s  prisms  or  more  simply  by  inserting  a 
piece  of  ordinary  thin  Polaroid  film  in  the  eye 
piece  and  another  piece  in  the  condenser  of  an 
ordinary  microscope.  The  eyepiece  is  rotated 
until  a maximally  dark  background  is  produced. 
In  this  field  fatty  cells  are  seen  to  contain  bright 
achromatic  maltese  crosses. 

It  is  necessary  to  study  the  urine  daily  since 
the  amount  of  anisotropic  material  varies  from 
day  to  day.  It  is  chiefly  found  in  fresh  acid 
urine,  being  poorly  preserved  and  difficult  to 
find  in  alkaline  urine.  While  these  elements  are 
also  found  in  the  urine  of  patients  with  other 
causes  of  the  nephrotic  syndrome,  namely, 
nephrotic  glomerulonephritis,  renal  amyloidosis, 
luetic  nephrosis,  and  occasionally  diffuse  vascular 
disease,  they  have  not  been  seen  in  patients  writh 
generalized  arteriosclerosis  and  hypertensive 
renal  vascular  disease  with  or  without  diabetes 
in  the  absence  of  glomerulosclerosis.  Therefore, 
if  one  can  rule  out  glomerulonephritis,  which  is 
the  chief  diagnostic  problem  in  the  younger 
diabetics,  careful  examination  of  the  urinary 
sediment  becomes  an  important,  yet  simple, 
diagnostic  aid.  Hyaline,  granular,  and  waxy 
casts  are  noted  with  varying  constancy.  Red 
blood  cell  casts  and  hemoglobin  casts  are  never 
found.  If  they  are  seen  in  the  urine,  one  should 
consider  a diagnosis  of  glomerulonephritis,  malig- 
nant nephrosclerosis,  renal  infarction,  or  necro- 
tizing papillitis,  rather  than  the  Kimmelstiel- 
Wilson  syndrome. 

We  have  recently  studied  the  plasma  and 
urinary  proteins  in  patients  with  all  variants  of 
this  syndrome  by  means  of  Tiselius  electrophore- 
sis.16 The  chief  findings  consist  of  a low  serum 
albumin,  an  elevated  alpha-2  and  beta  globulin, 
and  normal  gamma  globulin.  The  urinary 
proteins  consist  chiefly  of  albumin  and  alpha-1 
globulin  with  no  increase  in  the  beta  and  gamma 
globulin.  Similar  findings  have  been  reported 
in  the  sera  of  patients  with  nephrotic  glomerulo- 
nephritis but  with  the  exception  of  a low  gamma 


globulin.  In  renal  amyloidosis  an  increase  in  the 
gamma  globulin  in  the  serum  and  urine  of  these 
patients  has  been  described.  Normal  alpha-2 
globulin  can  be  noted  in  diabetic  patients  with 
hypertensive  or  arteriosclerotic  heart  disease 
but  without  the  typical  glomerular  lesion.16 
Since  the  introduction  of  the  relatively  simple 
and  cheap  method  of  paper  electrophoresis,  these 
findings  may  serve  as  important  diagnostic 
features. 

Studies  of  renal  hemodynamics  have  proved 
disappointing  as  a diagnostic  tool  in  this  disease.4 
Findings  by  various  workers  indicate  a reduction 
in  glomerular  filtration  rate  (GFR),  renal  plasma 
flow  (RPF),  maximum  tubular  excretory  func- 
tion (TmD),  filtration  fraction,  and  an  increase  in 
the  ratio  (RPF/TmD).  The  mechanism  of  the 
change  is  apparently  similar  to  that  noted  in 
glomerulonephritis.  The  pattern  is  one  of  de- 
creased filtration  associated  with  a loss  of  tubular 
secretory  function. 

The  renal  biopsy  technic  recently  introduced 
by  Iverson  and  his  colleagues  may  prove  to  be  an 
invaluable  aid  in  diagnosis.17 

Treatment 

No  specific  therapy  is  available.  It  is  only 
possible  to  render  symptomatic  and  supportive 
care.  The  diet  should  be  arranged  to  maintain 
the  patient  in  a normal  nutritional  status  as  in 
the  case  of  diabetic  diets  in  general;  the  protein 
content  should  be  about  100  Gm.  daily  and  carbo- 
hydrate 150  to  200  Gm.  with  sufficient  fat  to 
make  up  the  necessary  calories.  Even  in  patients 
with  considerable  proteinuria  and  nephrotic 
edema,  further  increase  of  protein  in  the  diet  may 
not  be  necessary.  The  rate  of  formation  of 
edema  will  depend  to  a large  extent  on  the  in- 
take of  salt  and  water,  regardless  of  the  basic  ' 
cause  of  the  edema.  Salt  restriction  will,  there- 
fore, appreciably  delay  the  accumulation  of 
edema  and  may  even  lead  to  its  mobilization. 
However,  the  degree  of  cardiac  failure  and  es- 
pecially of  renal  insufficiency  will  be  deciding 
factors  in  this  process.  There  is  no  situation 
more  difficult  to  manage  than  edema  in  a patient 
with  hypoalbuminemia,  congestive  failure,  and 
marked  renal  impairment.  The  salt  content  in 
the  diet  of  edematous  patients  should  be  less  than 
2 Gm.  per  day.  Further  reduction  in  the  intake 
of  salt,  as  on  the  rice  diet  or  other  very  low  sodium 
regimens,  should  be  carried  out  only  under  care- 
ful supervision  of  blood  electrolytes. 

In  general,  our  experience  at  Montefiore  Hos- 
pital indicates  that  the  dietary  protein  should  be 
reduced  to  30  to  50  Gm.  per  day  in  the  presence  of 
poor  renal  function,  but  adequate  caloric  intake 
must  be  assured  to  prevent  malnutrition,  es- 
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peciaUy  in  the  presence  of  marked  proteinuria. 
The  fluid  intake  must  be  elevated  to  the  point  of 
producing  a urine  volume  of  1,200  to  1,500  cc. 
daily*;  otherwise  nonprotein  nitrogen  retention 
may  develop  rapidly,  even  on  the  relatively  low 
protein  diets. 

Patients  with  cardiac  failure  and  diabetic 
glomerulosclerosis  are  maintained  on  digitalis 
and  may  be  given  mercurial  diuretics  as  long  as 
they  respond  and  renal  insufficiency  is  not  too 
severe.  Ammonium  chloride  and  other  acid- 
forming salts  may  be  helpful  in  promoting  mer- 
curial diuresis  when  renal  function  is  adequate, 
but  the  patient  should  be  carefully  observed  for 
the  development  of  acidosis.  Purine  diuretics 
given  orally  are  of  little  value  and  often  produce 
unpleasant  gastrointestinal  symptoms.  Ion  ex- 
change resins  are  useful  in  the  treatment  of  either 
cardiac  or  renal  edema,  but  their  production  of 
acidosis  and  other  electrolyte  changes  in  patients 
with  renal  insufficiency  must  be  borne  in  mind. 
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PREVENTIVE  AND  SOCIAL  MEDICINE  IN  GREAT  BRITAIN 

Duncan  W.  Clark,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Environmental  Medicine  and  Community  Health,  State  University  of  New 

York  College  of  Medicine  at  New  York  City) 


IN  THE  past  decade  Great  Britain  has  been  the 
scene  of  far-reaching  change  in  the  structure 
and  pattern  of  the  nation’s  health  and  welfare 
services.  Nearly  five  years  have  passed  since 
the  National  Health  Service  Act  went  into  opera- 
tion on  July  5,  1948.  A brief  review,  largely  of 
British  interpretation,  of  some  of  the  consequen- 
ces of  this  Act,  particularly  those  pertaining  to 
public  health  practice,  may  be  of  general  inter- 
est.1-8 Concurrently,  there  has  been  a signifi- 
cant change  in  the  academic  sphere  responsible 
for  instruction  and  research  in  the  broad  field  of 
preventive  and  social  medicine.  The  purpose  of 
this  presentation  will  be  to  discuss  mainly  the 
former  and  to  make  only  brief  reference  to  social 
medicine  as  a university  discipline. 

None  of  the  changes  that  have  occurred  is  fully 
understandable  without  knowledge  of  the  events 
that  preceded  the  present  situation.  The  Na- 
tional Health  Service  Act  itself,  providing  in  the 
main  for  the  full  range  of  medical  care  without 
charge  at  the  time  of  its  delivery,  is  best  exam- 
ined in,  the  context  of  other  national  legislation 
to  which  it  is  related  in  purpose.  This  includes 
the  National  Assistance  Act  (1948)  which  marked 
the  end  of  the  Poor  Law  and  provides  financial 
assistance  and  at  times  residential  accommoda- 
tions for  the  disabled,  the  sick,  and  the  aged; 
also,  the  National  Insurance  Act  (1946),  the 
National  Insurance  (Industrial  Injuries)  Act 
(1946),  and  the  Family  Allowances  Act  (1945). 
Each  is  an  important  link  in  a system  of  com- 
pulsory insurance  applicable  to  the  entire  popula- 
tion. They  have  as  their  collective  purpose  the 
prevention  of  poverty  resulting  from  sickness, 
disability,  unemployment,  or  old  age.  In  effect, 
by  these  several  acts  the  State  was  delegated 
responsibility  for  certain  services  previously  ini- 
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tiated  and  conducted  under  voluntary  auspices; 
together,  they  unified  the  then  existing  British 
schemes  of  social  insurance;  there  was  extension 
to  the  entire  population  of  benefits  previously 
limited  in  their  applicability;  medical  or  social 
need  alone  was  made  the  basis  of  requirement  for 
a particular  service;  the  benefits  of  insurance 
were  added  to,  were  raised  to  a subsistence  level, 
and  were  made  adequate  in  point  of  time.3 

The  evident  relation  of  these  five  Acts  to  the 
recommendations  of  the  Beveridge  Report  in 
1942  is  generally  acknowledged  and  is  superfi- 
cially clear  from  a comparison  of  the  titles  of  the 
above-mentioned  Acts  and  the  fundamental  prem- 
ise of  the  Report,  namely,  that  no  satisfactory 
scheme  of  social  security  can  be  devised  except  on 
three  assumptions:  children’s  allowances,  the 
maintenance  of  full  employment,  and  a compre- 
hensive national  health  service.9 

While  the  recommendations  of  the  Beveridge 
Report  gave  form  to  the  policies  ultimately 
adopted  by  Parliament,  the  Report  also  ex- 
plained in  part  the  motivation  for  the  sweeping 
changes  that  culminated  in  the  welfare  state. 
In  less  than  half  a century  Great  Britain  had 
been  in  three  wars  with  serious  taxation  of  the 
nation’s  human,  physical,  and  financial  re- 
sources. There  was  a serious  loss  of  overseas 
investments  and  export  markets.  Despite  a 
general  increase  in  the  standard  of  living  in  recent 
decades  the  problem  of  want  remained  a personal 
problem  for  many  and  a significant  problem 
for  all 

Other  reasons  leading  to  public  support  of 
government  action  in  the  movement  toward  a 
minimal  social  security  for  all  included  the  rela- 
tively high  percentage  of  aged  persons  and  the 
anticipated  more  extensive  health  and  welfare  re- 
quirements of  an  aging  population;  there  were 
the  relatively  high  sickness  rates  among  the  lower 
socioeconomic  classes  and  the  expected  trend  to 
a higher  cost  of  medical  care  associated  in  part 
with  the  expansion  and  need  of  specialization; 
the  impact  of  the  recent  war  in  limiting  local 


2953 


2954 


DUNCAN  IF.  CLARK 


[N.  Y.  State  J.  M. 


government  and  private  resources  in  their  capac- 
ity to  develop  needed  medical  and  social  facili- 
ties and  services;  and,  finally,  there  had  been  a 
reasonably  satisfactory  experience  with  the  sev- 
eral limited  national  schemes  of  social  and  medical 
insurance. 

It  was  early  in  the  course  of  World  War  II  that 
the  minister  responsible  for  anticipating  the  re- 
construction problems  of  the  postwar  period  ap- 
pointed Sir  William,  later  Lord,  Beveridge  chair- 
man of  a committee  to  survey  the  existing  na- 
tional schemes  of  social  insurance  and  allied 
services.  All  such  insurance  plans  were  the  prod- 
uct of  the  previous  half  century  and  had  evolved 
on  an  unrelated  and  piecemeal  basis.  The  first 
modem  act  had  to  do  with  Workmen’s  Compen- 
sation (1897)  and  was  followed  by  the  Pensions 
Act  (1908)  and  by  compulsory  health  and  un- 
employment insurance  (1912).  The  latter, 
known  as  the  National  Insurance  Act,  was  com- 
pulsory in  its  application  to  those  manually  em- 
ployed under  contract  and  to  those  below  a cer- 
tain remuneration  if  engaged  in  nonmanual  work. 
It  was  designed  “to  provide  for  insurance  against 
loss  of  health  and  for  the  prevention  and  care  of 
sickness  and  for  insurance  against  unemploy- 
ment. . . ” It  paid  cash  benefits  in  the  event  of 
sickness,  disablement,  and  maternity  and  pro- 
vided for  a general  practitioner  and  certain  medi- 
cal benefits  for  the  insured  person.  In  time 
the  Act  came  to  cover  approximately  half  the 
working  class  of  Great  Britain,  and  it  is  important 
to  recognize  its  role  as  a prototype  of  the  insur- 
ance systems  and  sendees  that  ultimately  fol- 
lowed. 

It  is  commonly  accepted  that  these  several  acts 
in  the  early  part  of  the  century  represented  a late 
popular  response  to  the  amount  and  kind  of 
health  and  social  need  that  followed  in  the  wake 
of  the  Industrial  Revolution.  The  associated 
economic  philosophy  of  nineteenth  century 
laissez-faire  and  the  rapid  reorganization  of 
society  from  a peasant  to  a w-age-earning  laboring 
class  had  combined  to  contribute  to  a significant 
degree  of  social  distress.  In  an  age  wrhen  the  skill 
of  labor  was  the  only  salable  product  of  many, 
serious  privation  was  the  not  unlikely  lot  of  those 
who  had  lost  this  skill — the  sick,  the  disabled,  the 
aged.  When  the  traditional  sources  of  charitable 
aid  wrere  overwhelmed  by  the  rapid  rise  of  a pre- 
dominantly industrial  society,  the  poorer  classes 
organized  themselves  into  what  has  been  de- 
scribed as  an  embryonic  welfare  state,  i.e.,  one 
based  on  the  principle  of  mutual  aid.  A vast 
array  of  friendly  societies,  clubs,  and  trade  unions 
appeared,  these  having  as  a basic  concept  the 
tenet  that  the  entire  membership  should  share  in 
meeting  and  anticipating  the  needs  of  sickness, 
disablement,  unemployment,  and  old  age.10 


The  presence  of  war  is  always  a stimulus  to 
self-assessment  of  a nation’s  manpower  and  the 
organization  of  its  health  sendees.  In  Britain 
the  high  rate  of  physical  defect  among  military 
recruits  in  the  Boer  War  is  credited  with  stimu- 
lating public  development  of  personal  preventive 
medicine;  the  necessity  of  organizing  its  hospi- 
tals into  a national  service  in  anticipation  of  air- 
raid casualties  during  World  War  II  is  seen  in  ret- 
rospect as  an  important  step  leading  tow-ard  the 
subsequent  nationalization  of  hospital  care  under 
the  N.H.S.  Act. 

This  introductory  sketch  has  as  its  intent  not 
only  placement  of  the  National  Health  Sendee. 
Act  in  the  context  of  its  natural  evolution,  but 
also  recognition  that  the  form  and  substance  of 
such  national  policy  is  intimately  related  to  and 
determined  by  the  particular  history  and  the 
contemporary  political  philosophy  of  the  people 
under  discussion;  it  also  suggests  the  force  of  the 
trend  that  led  to  popular  support  of  as  extensive 
a program  as  that  of  the  National  Health  Service. 
Finally,  since  the  National  Health  Sendee  Act  is 
but  one  of  a complex  of  legislative  acts  dealing 
wdth  health,  welfare,  and  social  security,  advert- 
ence to  this  broad  frame  of  reference  should  not 
be  lost  from  view  in  any  search  for  adequate  aj)- 
praisal  and  judgment. 

In  the  inauguration  of  a program  so  vast  and 
complex  as  the  National  Health  Sendee,  imposing 
organizational  problems  naturally  presented 
themselves,  and  the  administrative  mechanisms 
initially  decided  upon  leave  many  problems  un- 
resolved.5-7 In  the  interval  prior  to  the  ap- 
pointed day  there  were  expedient  decisions  neces- 
sary on  the  part  of  government  in  gaming  the 
cooperation  of  those  elements  of  the  profession 
that  were  relatively  more  independent  and  less 
accessible  to  government  persuasion,  i.e.,  the 
dentists,  voluntary  hospitals,  specialists,  etc. 
For  example,  the  government  was  forced  to  over- 
bid in  its  offer  of  remuneration  of  dentists  so  that 
one  consequence  was  the  wdthdrawal  to  a more 
lucrative  practice  by  some  in  the  public  health 
dental  service  wdth  alleged  harmful  effect  to  the 
priority  program  for  children  and  pregnant 
women.  Many  of  the  voluntary  hospitals  were 
resistant  to  the  idea  of  turning  over  supervision 
of  their  institutions  to  the  public  health  officers 
who  had  been  the  administrators  of  the  rival 
municipal  system  since  1929;  however,  this  was 
only  one  of  the  reasons  for  the  displacement  of 
the  public  health  officer  from  the  field  of  hospital 
administration  by  the  N.H.S.  Act. 

More  serious  in  its  ultimate  effect  appears  to 
have  been  the  decision  to  set  up  three  relatively 
independent  compartments  of  medical  and  health 
practice  under  the  central  ministry:  the  hospital 
and  specialist  sphere,  general  practice,  and  public 
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health.  In  order  to  launch  the  service  it  seemed 
wise  to  establish  the  three  main  divisions  of  medi- 
cine under  separate  authorities.  The  establish- 
ment of  an  effective  working  partnership  among 
these  three  divisions  of  health  and  medical  care  is 
in  some  degree  a universal  problem,  but  there  is 
evidence  that  in  Britain  this  may  appear  in  ex- 
aggerated form,  in  part  through  the  organiza- 
tional arrangement  which  in  practice  favors  the 
relative  isolation  of  each.  For  one  reason,  co- 
ordination among  them  is  not  readily  achieved 
since  the  hospital  system  is  arranged  regionally 
with  all  of  England  and  Wales  divided  into  14 
areas,  whereas  public  health  is  divided  on  a 
county  or  political  unit  basis,  there  being  145 
major  local  health  authorities  and  a correspond- 
ing number  of  general  practice  executive  coun- 
cils. The  yardstick  of  regionalization  as  pres- 
ently constituted,  while  it  favors  hospital  and 
specialty  self-sufficiency  and  functional  unity  for 
the  area  served,  does  not  simultaneously  lend  it- 
self as  a satisfactory  basis  for  cooperative  associa- 
tion with  general  practice  and  public  health. 

Public  health  practice  is  identified  in  Britain 
with  local  government,  with  the  other  social  and 
educational  services  that  the  latter  provides,  and, 
unlike  other  medical  branches  of  the  Health 
Service,  derives  approximately  half  its  financial 
support  from  local  sources.  It  has  been  sug- 
gested that  a better  alignment  of  the  three  divi- 
sions might  be  possible  through  reform  of  local 
government,  in  boundaries  and  in  functions,  but 
there  is  reason  to  question  this  as  the  major 
solution.  Unless  more  progress  is  forthcoming  in 
bringing  the  three  areas  of  medical  and  health 
practice  into  physical  or  functional  juxtaposition, 
especially  at  the  level  of  policy-making,  the  con- 
clusion is  possible  that  there  may  be  official 
or  professional  preference  in  perpetuating  two 
worlds  of  practice,  the  one  the  hospital  and  the 
other  the  nonhospital. 

It  should  be  made  clear  that  the  impact  of  the 
National  Health  Service  Act  on  public  health  is 
in  the  sphere  of  personal  services  only.  There 
are  other  functions  of  public  health  which  derive 
from  the  Public  Health  Acts.  An  important 
public  health  activity  not  officially  a part  of 
public  health  is  the  school  medical  service,  which 
is  under  the  Ministry  of  Education,  although 
arrangements  are  made  for  coordination  at 
national  and  local  levels.  Another  agency  not 
officially  identified  with  public  health  is  the 
Public  Health  Laboratory  Service,  which  is  ad- 
ministered centrally  on  behalf  of  the  Ministry  of 
Health  by  the  Medical  Research  Council.  This 
service  was  organized  during  World  War  II  and 
consists  of  a network  of  laboratories  offering  diag- 
nostic bacteriologic  services. 

Within  the  range  of  personal  services  tradi- 
tionally performed  by  local  public  health  author- 


ity, drastic  rearrangements  were  effected  by  the 
N.H.S.  Act.1'2  Certain  duties  were  removed  and 
others  added;  some  functions  were  contracted, 
while  others  were  extended.  Certain  permissive 
duties  were  converted  into  statutory  obligations, 
and  at  least  one  new  statutory  function  has  not 
been  activated  for  lack  of  funds. 

The  National  Health  Service  Act  brought  to  an 
end  the  increasing  trend  of  assignment  of  re- 
sponsibility to  local  health  authority  for  all  public 
medical  care,  curative  as  well  as  preventive. 
The  Act  removed  public  health  from  the  field  of 
hospital  development  and  administration.  It 
reassigned  and  divided  responsibility  for  the  con- 
trol of  tuberculosis  and  venereal  disease  between 
public  health  and  hospitals,  further  reducing  the 
association  of  the  public  health  officer  with  clini- 
cal medicine.  It  was  argued  that  release  from 
such  duties  would  permit  more  time  for  activity 
in  the  community,  but,  in  general,  the  changes 
effected  were  most  unpopular  with  the  medical 
officers  of  health. 

Parenthetically,  this  reassignment  of  the  func- 
tions of  the  medical  officer  of  health  appears  to 
have  resulted  from  several  factors,  some  of  which 
deserve  mention:  There  was  the  belief  that  the 
health  officer  had  had  too  wide  a range  of  respon- 
sibilities, some  of  which  were  not  even  in  the  field 
of  disease  prevention  and  health  promotion.  Of 
equal  importance,  probably,  was  the  trend  of  the 
time  in  government  toward  regionalization,  to- 
ward larger  units  of  local  government,  and  an  in- 
creased control  over  local  affairs  by  central  de- 
partments of  state,  all  of  which  necessarily 
modify  the  function  of  local  government  officials 
whether  in  health  or  in  any  other  field.  Finally, 
it  was  inevitable  that  in  the  redesign  of  medicine 
the  functional  unity  of  each  of  the  three  spheres 
of  medicine  would  come  into  conflict ; where  such 
seemed  possible,  decisions  appear  to  have  been 
made  that  favored  preservation  of  the  unity  of 
clinical  medicine  over  that  of  public  health.6 

The  new  Act  consolidated  the  many  provisions 
for  preventive  care  which  had  been  developed 
over  the  years  by  the  several  local  authorities. 
The  new  statutory  functions  of  local  public 
health  authority  included  the  provision  of  health 
centers,  a program  of  care  for  expectant  and  nurs- 
ing mothers  and  preschool  children  under  five, 
the  administration  of  a domiciliary  midwifery 
service,  the  provision  of  a public  health  nursing 
service  and  a home  nursing  service,  arrangements 
for  vaccination  and  immunization,  and  the  pro- 
vision of  an  ambulance  service.  Beyond  the 
above  statutory  duties  local  health  authorities  are 
empowered  to  provide  .a  domestic  help  service 
and  also  to  make  such  arrangements  as  thought 
necessary  for  the  prevention  of  illness  and  for  the 
care  and  after-care  of  persons  suffering  from  ill- 
ness or  mental  defectiveness. 
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These  duties  provide  the  means  to  the  pro- 
motion of  health  and  to  the  control  of  many  of 
the  preventive  and  social  problems  of  the  individ- 
ual and  the  community  at  large.  An  important 
power  is  the  ability  of  the  local  health  authority 
to  make  arrangements  with  voluntary  organiza- 
tions for  the  provision  of  these  sendees,  thereby 
favoring  the  position  of  the  health  officer  in  de- 
signing the  coordinated  use  of  community  serv- 
ices. 

It  was  anticipated  that  a most  interesting  func- 
tion for  public  health  would  be  its  role  in  provid- 
ing, equipping,  and  partially  staffing  facilities  to 
be  known  as  health  centers.  These  centers  are 
intended  to  favor  the  development  of  group  or 
partnership  practice  and  to  house  general  medi- 
cal, dental,  pharmaceutic,  specialist,  and  local 
health  authority  sendees.  For  many  reasons, 
for  example,  those  of  cost,  the  prior  needs  of  the 
country  in  the  building  of  homes,  professional 
resistance  to  group  practice,  and  the  requirement 
of  time  for  experimentation  and  experience  with 
such  facilities,  the  rate  of  development  of  these 
health  centers  is  expected  to  be  very  slow. 

Of  some  concern  is  the  relatively  inadequate 
remuneration  of  health  officers,  which  is  a contribu- 
ting cause  to  the  present  low  recruitment  rate 
to  this  branch  of  medicine.  With  very  few  can- 
didates seeking  graduate  training  in  public 
health,  there  is  danger  of  a deficit  not  only  of 
personnel  properly  qualified  to  administer  the 
preventive  services  but  of  a secondary  failure  in 
the  retention  and  development  of  the  university 
faculties  needed  to  prepare  them. 

As  mentioned  initially,  changes  in  the  social 
scene  have  been  reflected  in  contemporaneous 
developments  within  the  universities  as  well.11-20 
Academic  departments  of  social  medicine  have 
been  established  in  recent  years  among  virtually 
all  of  the  provincial  universities.21  Although 
accepted,  if  not  sharply  delineated  as  an  academic 
discipline,  social  medicine  in  the  field  of  instruc- 
tion has  responsibility  for  public  health  and  medi- 
cal services  and  for  an  emphasis  on  the  social 
and  preventive  aspects  of  clinical  medicine. 
With  respect  to  the  latter  the  relation  of  social 
medicine  to  the  other  clinical  departments  may 
be  that  of  stimulation,  cooperation,  coordination, 
and  demonstration.  Its  role  in  each  university 
naturally  varies  with  local  needs  and  opportuni- 
ties. 

The  conviction  is  general  that  social  medicine 
must  validate  its  recently  created  academic  exis- 
tence by  demonstration  of  a field  of  inquiry  that 
is  on  a par  with  other  university  disciplines.  It 
is  through  research  that  social  medicine  will 
create  its  own  teaching  materials  and  contribute 
to  the  body  of  knowledge  of  human  ecology. 
The  extension  of  epidemiologic  methods  to  the 
study  of  the  social  environment  and  heredity  has 


considerable  acceptance  as  one  appropriate  re- 
search area  for  departments  of  social  medicine. 

Social  medicine  is  hailed  as  the  union  of  the 
social  sciences  with  medicine,  and  to  some  the 
utility  of  the  now  popular  descriptive  title  re- 
sides in  the  implication  that  the  advances  in 
knowledge  useful  to  the  public  health  of  the  fu- 
ture may  come  more  from  the  social  than  the 
physical  sciences.  To  some,  social  medicine  is 
derivative  of  public  health,  and  its  proper  object 
of  attention  is  the  group ; to  others,  social  medi- 
cine marks  the  union  of  personal  preventive  and 
clinical  medicine,  and  the  object  of  attention  is 
the  individual.  Of  more  importance  than  the 
several  interpretations  to  which  the  term  “social 
medicine”  lends  itself  is  the  fact  that  a field  wide 
in  scope  is  being  given  academic  departmental 
status  and  is  to  be  supported  on  a full-time  basis. 
Parenthetically,  it  hardly  seems  necessary  to 
point  out  that  social  medicine  is  not  synonymous 
with  “socialized  medicine.” 

In  brief,  the  National  Health  Service  Act  has 
been  the  occasion  for  extensive  modification  and 
redesign  of  public  health  practice  in  Great 
Britain.  Although  many  of  the  changes  are 
identified  with  circumstances  local  and  peculiar 
to  the  British  scene,  there  are  many  others  that 
attract  universal  interest.  The  opportunity  of 
reviewing  reported  British  experience  during  the 
formative  years  of  the  National  Health  Sendee  is 
a useful  vantage  point  for  all  concerned  with  the 
problems  of  public  health  and  medical  care. 

248  Baltic  Street 


References 


1.  Scott,  J.  A.:  The  National  Health  Service  Act  (1946), 
London,  Eyre  A Spottiswoode,  Ltd..  1947. 

2.  Hill,  C.,  and  Woodcock,  J. : The  National  Health 
Service,  London,  Christopher  Johnson,  1949. 

3.  Grundy,  F.:  Preventive  Medicine  and  Public  Health , 
Luton,  England,  Leagram  Press,  Ltd.,  1951. 

4.  Massey,  A.:  Modern  Trends  in  Public  Health,  New 
York,  Paul  B.  Hoeber,  Inc.,  1949. 

5.  Institute  of  Public  Administration:  The  Health 

Services:  Some  of  Their  Practical  Problems  (A  Symposium), 
London,  George  Allen  & Unwin,  Ltd..  1951. 

6.  Daley,  Sir  A.,  British  National  Health  Service:  Am. 

J.  Pub.  Health  42:  1232  (1952). 

7.  Peterson,  O.  L.:  A Study  of  the  National  Health 
Service  of  Great  Britain,  New  York,  Rockefeller  Foundation, 


1951. 

8.  Elliot,  A.:  Pub.  Health  66:  54  (1953). 

9.  Beveridge,  Sir  W. : Report:  Social  Insurance  and 
Allied  Services,  London.  H.M.  Stationery  Office,  1942,  Cmd. 
6404  (Reprinted  by  Macmillan  Co,  New  York). 

10.  Titmuss,  R.  M.,  quoted  in:  Lancet  1 : 127  (1953). 

11.  Goodenough,  Sir  W.:  Report  of  the  Interdepartmental 
Government  Committee  on  Medical  Schools,  London,  H.M. 
Stationery  Office,  1944. 

12.  Royal  College  of  Physicians  of  London:  Report  of 
the  Social  and  Preventive  Medicine  Committee,  London. 
Royal  College  of  Physicians,  1943. 

13.  The  General  Medical  Council:  Recommendations  as 
to  the  Medical  Curriculum,  London,  Constable  & Co.,  1947. 

14.  British  Medical  Association:  The  Training  of  the 
Doctor,  Report  of  the  Medical  Curriculum  Committee, 
London,  Butterworth,  1948. 

15.  Clark,  D.  W.:  J.  Med.  Education  28  : 64  (1953). 

16.  Ryle,  J.  A.:  Changing  Disciplines,  London,  Oxford 
press  1 0*18 

17. '  Crew,  F.  A.  E.,  in  Massey,  A.:  Modem  trends  in 

Public  Health,  New  York,  Paul  B.  Hoeber,  Inc.,  1949. 

18.  Mackintosh,  J.  M. : Brit.  M.J.  2:  274  (1950). 

19.  McKeown,  T. : Lancet  1 : 1020  (1949). 

20.  Hobson,  W.:  Presented  as  Inaugural  Lecture,  Uni- 
versity of  Sheffield,  Dec.  7,  1949. 

21.  Special  Article:  Lancet  1 : 286(1953). 


ACCIDENTS  DURING  INFANCY  AND  CHILDHOOD 


John  H.  Powers,  M.D.,  and  Jim  F.  Lincoln,  M.D.,*  Cooperstown,  New  York 
{From  the  Department  of  Surgery  of  the  Mary  Imogene  Bassett  Hospital ) 


CCIDENTS  are  responsible  for  the  death  of 
more  infants  and  children  of  both  sexes 
between  the  ages  of  one  and  fourteen  years  than 
are  the  four  most  fatal  diseases  of  childhood, 
pneumonia,  cancer,  congenital  malformations, 
and  tuberculosis.  And  for  every  accidental 
death  there  are  at  least  100  serious,  disabling  or 
permanently  crippling,  but  nonfatal  injuries. 
The  prevention  of  such  tragedies,  and  most  of 
these  accidents  are  preventable,  is  a major  chal- 
lenge to  every  authority  in  the  field  of  public 
health  and  to  all  practitioners  of  medicine. 

Successful  planning  for  such  prevention  in- 
cludes primarily  a knowledge  of  the  facts  which 
relate  to  accidents,  where  they  occur,  why  they 
occur,  when  they  occur,  and  to  whom  they  occur. 
We  wish  to  present,  therefore,  a study  of  260 
children  who  sustained  accidents  of  sufficient 
severity  to  require  their  admission  to  the  Mary 
Imogene  Bassett  Hospital  in  Cooperstown. 
The  village  is  located  in  the  central  part  of  the 
State,  10  miles  distant  from  a transcontinental 
highway,  and  is  surrounded  by  dairy  and  truck 
farms.  The  Hospital  has  a capacity  of  130  beds 
and  serves  a community  beyond  the  village 
limits  of  about  50,000  inhabitants. 

Incidence 

This  study  embraces  a period  of  five  years, 
from  1946  through  1950.  During  this  interval 
there  were  15,059  total  admissions  to  the  Hospi- 
tal; 2,284  were  children  under  fourteen  years  of 
age ; 260,  or  11.4  per  cent,  of  these  were  admitted 
for  the  treatment  of  traumatic  lesions  due  to  ac- 
cidents. All  were  seriously  injured  and  required 
hospitalization.  No  infant  or  child  whose  treat- 
ment was  rendered  entirely  in  the  outpatient  de- 
partment is  included  in  the  group.  Not  included 
also  are  infants  whose  injuries  were  sustained  at 
birth. 

Distribution  by  Age. — Infants  between  the  ages 
of  one  and  two  years  were  injured  most  fre- 
quently in  this  series  (Fig.  1).  This  year  repre- 
sents a period  when  the  infant  is  still  primarily 
dependent  upon  his  parents  for  protection  yet  is 
beginning  to  acquire  minimal  self-reliance  and 
some  freedom  from  constant  parental  supervi- 
sion. It  is  apparent  that  more  prolonged  and 
careful  protection,  education,  and  discipline,1 
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Fig.  1 . Age  distribution  of  accidents  during  infancy 
and  childhood. 


Fig.  2.  Curve  representing  the  seasonal  distri- 
bution of  such  accidents.  The  peak  during  July 
and  August  is  striking. 

even  to  the  fourth  and  fifth  years,  are  necessary 
in  order  to  prevent  serious  harm  to  infants  and 
children  before  they  acquire  personal  realization 
of  the  hazards  and  dangers  to  which  they  are  con- 
stantly exposed.  The  number  of  accidents  de- 
creased gradually  with  the  acquisition  of  experi- 
ence and  knowledge  during  later  childhood.  Im- 
maturity, congenital  malformations,  postnatal 
asphyxia,  birth  injuries,  pneumonia,  gastroen- 
teritis, and  colitis  supersede  accidents  as  the 
cause  of  death  under  one  year  of  age.2 

Distribution  by  Sex. — Sixty-one  per  cent  of  the 
injured  children  were  males  and  39  per  cent  fe- 
males. This  proportionate  distribution  of  ac- 
cidents between  the  sexes  is  in  agreement  with 
that  published  by  other  observers3’4  and  is  indic- 
ative of  the  more  rugged  play  of  boys,  then- 
greater  willingness  to  accept  risks,  and  their  ex- 
posure to  a larger  number  of  hazards  during  the 
early  years  of  life. 

Seasonal,  Weekly,  and  Daily  Distribution. — The 
curve  representing  the  seasonal  distribution  of 
accidents  during  infancy  and  childhood  in  central 
New  York  State  (Fig.  2)  is  comparable  to  the 
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Fig.  3.  Graphic  representation  of  the  distribu- 
tion of  childhood  accidents  throughout  the  week. 
No  significant  variation  is  apparent. 


curve  previously  published  for  all  rural  acci- 
dents,5 farm  accidents,6  and  automobile  accidents 
in  this  area.7  A sustained  peak  occurred  during 
July  and  August  which  was  in  large  part  com- 
posed of  those  accidents  which  transpire  when 
urban  children  are  turned  loose  on  farms  and  in 
summer  camps  during  the  long  vacation  to  visit 
and  play  among  hazards  to  which  they  are  con- 
stantly exposed  and  of  which  they  are  totally 
ignorant.  The  automobile  and  the  rural  high- 
way likewise  take  their  toll.7 

There  was  no  significant  variation  in  the  distri- 
bution of  childhood  accidents  during  the  week. 
No  one  day  appeared  to  be  more  dangerous  than 
another  (Fig.  3). 

There  was,  however,  a very  impressive  peak  in 
the  distribution  of  such  accidents  throughout  the 
day  (Fig.  4).  Sixty-four  per  cent  of  these  oc- 
curred during  the  hours  between  twelve  o’clock 
noon  and  eight  in  the  evening.  Those  which 
transpire  in  the  early  afternoon  may  be  due  to 
the  fact  that  infants  and  young  children  are  left 
alone  more  often  during  these  hours  while  moth- 
ers are  resting,  playing  bridge,  or  participating 
in  other  extramural  activities.  The  after-school 
hours  of  unsupervised  play  and  fatigue  with  con- 
sequent carelessness  of  both  parents  and  children 
at  the  end  of  the  day  may  be  responsible  for 
many  of  the  accidents  which  occur  between  four 
o’clock  in  the  afternoon  and  eight  in  the  evening. 
The  daily  variation  in  rural  automobile  accidents 
shows  a similar  peak  during  these  hours.7 

Motivating  Activity 

At  least  two  factors  participate  in  the  causa- 
tion of  most  accidents,  a motivating  activity  and 
an  etiologic  agent. 

Accidents  in  and  about  the  American  home 
constitute  a major  threat  to  the  lives  and  limbs 


Fig.  4.  Curve  representing  the  daily  distribution 
of  accidents  during  infancy  and  childhood.  The 
peak  between  noon  and  early  evening  is  very  impres- 
sive. 

of  the  inhabitants.  Such  tragedies  annually  kill 
28,000  persons,  permanently  cripple  100,000,  and 
injure  4,000,000  more  sufficiently  to  remove  them 
from  routine  activities  for  one  or  more  days.8 
Life  at  home  was  responsible  for  33.1  per  cent  of 
the  accidents  to  infants  and  children  in  this  series 
and  for  the  only  two  fatalities,  one  from  extensive 
burns  incurred  in  the  bathroom  and  the  other 
from  the  ingestion  of  a large  quantity  of  furniture 
polish  (Table  I).  Seventy-two  of  these  86  acci- 
dents at  home  occurred  during  the  usual  routine 
of  bathing,  dressing,  eating,  and  sleeping;  six 
were  the  result  of  unsupervised  play. 

Farm  life  was  responsible  for  58,  or  22.3  per 
cent,  of  the  accidents.  Playing  around  men  at 
work,  machinery  in  operation,  farm  animals,  and 
farm  buildings  and  falls  from  hay  mows,  hay 
wagons,  and  trees  are  responsible  for  many  of 
these  tragedies.9 

Forty-six  accidents  could  be  directly  attributed 
to  automobiles.  Many  of  the  children  so  in- 
jured were  riding  as  passengers;  others  were 
struck  by  moving  cars  while  crossing  the  street  or 
highway.  The  injuries  thus  sustained  were  usu- 
ally" multiple,  extensive,  and  most  serious. 
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TABLE  I. — Motivating  Activities 


Activities 

Number 

Per  Cent 

Home  life 

80 

33 . 1 

Farm  life 

58 

22.3 

Motoring 

46 

17.7 

Sports 

26 

10.0 

Unsupervised  play 

20 

7.7 

Bicycling 

9 

3.4 

Others 

12 

4.6 

Unknown 

3 

1.2 

Total 

260 

100.0 

TABLE  II  — 

-Etiologic  Agents 

Agents  Number  Per  Cent 


Falls 

99 

38.  1 

Blows 

48 

18.5 

Cutting  or  piercing  instruments 

35 

13.5 

Excessive  heat  (6re  or  hot  water) 

23 

8.8 

Foreign  bodies 

14 

5.4 

Animals 

10 

3.8 

Foreign  fluids 

9 

3.4 

Crushing  instruments  or  machines 

7 

2.7 

Falling  bodies 

6 

2.3 

Firearms 

1 

0.4 

Others  or  unknown 

8 

3.1 

Total 

260 

100.0 

Twenty-six  accidents  occurred  while  children 
were  participating  in  sports,  both  competitive 
and  noncompetitive;  20  were  attributed  to  un- 
supervised play  elsewhere  than  at  home  or  on  the 
farm. 

Bicycling  is  often  dangerous  on  rural  streets 
and  highways;  nine  children  were  so  injured. 

Etiologic  Agents 

The  preponderance  of  accidents  as  the  result 
of  falls,  38.1  per  cent,  is  substantiated  by  all 
published  reports  (Table  II).  The  severity  of 
such  injuries  is  not  so  closely  correlated  to  the 
height  of  the  fall  as  with  the  hardness,  sharpness, 
or  angularity  of  the  object  fallen  upon  and  the 
position  of  the  injured  part  at  the  time  of  the  im- 
pact. 

Blows  were  common  and  were  usually  sustained 
when  children  were  struck  by  moving  cars  or 
while  riding  as  passengers  in  motor  vehicles  in- 
volved in  collisions. 

Cutting  or  piercing  instruments  accounted  for 
13.5  per  cent  of  the  injuries.  Broken  glass  and 
nails  were  the  most  common  offenders. 

Fire  and  hot  water  are  very  dangerous  hazards 
during  infancy  and  childhood.  Flames  and 
matches  which  produce  them,  burning  leaves, 
brush  fires,  and  bonfires  all  have  a great  attrac- 
tion for  children  and  often  leave  them  dead  or  per- 
manently injured  and  deformed. 

Pennies,  peanuts,  marbles  and  buttons,  kero- 
sene, gasoline,  cleaning  fluid,  and  furniture  polish 
in  the  tracheobronchial  tree,  esophagus,  and 
stomach,  if  not  promptly  fatal,  lead  to  pneumonia, 
pulmonary  abscess,  esophagitis,  and  gastritis 
if  definitive  treatment  is  long  delayed. 

Many  children  playing  about  the  home  and 
yard  are  bitten  by  dogs  and  bitten  or  scratched  by 


TABLE  III. — Location 


a j__, 

Site  of  Accident 

Number 

Per  Cent 

Home 

94 

36  2 

Farm 

59 

22.7 

Highway 

35 

13.5 

Street  or  sidewalk 

29 

11.2 

School 

12 

4.6 

Summer  camp 

10 

3.8 

Woods  or  open  country 

5 

1.9 

Public  playground 

4 

1.5 

Gymnasium 

3 

1.2 

Public  building 

3 

1.2 

Miscellaneous 

2 

0.7 

Unknown 

4 

1.5 

Total 

260 

100  0 

cats.  Such  injuries  may  be  extremely  serious  in 
areas  where  rabies  is  prevalent,  as  it  has  been  in 
central  New  York  during  the  past  five  years.  A 
grave  responsibility  rests  with  the  health  officer 
to  whom  an  animal  bite  is  reported,  for  upon  his 
interest  and  skill  may  depend  the  life  of  the 
patient.  One  boy  in  this  series  received  Pasteur 
prophylaxis  because  the  dog  which  bit  him  was 
rabid;  the  child  is  alive  and  well.  During  the 
past  decade  several  children  and  adults  have 
been  treated  at  the  Bassett  Hospital  because  of 
bites  by  rabid  dogs,  rabid  cats,  rabid  foxes,  and 
rabid  horses. 

Crushing  instruments  or  machines  and  falling 
bodies  were  responsible  for  a small  number  of  in- 
juries. Firearms  which  killed  520  children  in  the 
United  States  in  1951  caused  only  one  accident 
in  this  group  and  that  not  fatal. 

Location 

In  Table  III  are  listed  in  order  of  frequency  the 
locations  where  these  260  accidents  occurred. 
The  tabulation  substantiates  the  data  which 
have  been  presented  above  and  requires  no  ad- 
ditional comment  other  than  to  call  attention  to 
the  fact  that  over  one  third  of  the  accidents  hap- 
pened when  the  children  were  “safe  at  home.” 
Twenty-five  of  these  occurred  in  the  yard,  16  in 
the  kitchen,  ten  in  the  bedroom,  seven  on  stairs, 
six  in  the  living  room,  five  in  the  bathroom,  four 
on  the  porch,  two  in  the  garage,  and  one  in  the 
cellar;  the  site  of  the  accident  was  unknown  in  14 
instances.  Most  of  these  home  accidents  oc- 
curred during  the  first  five  years  of  life  and  were 
due  to  frank  negligence  by  parents. 

Duration  of  Accident-Admission  Interval 

The  length  of  time  required  for  injured  children 
in  the  country  to  reach  the  hospital  after  an  ac- 
cident has  occurred  may  be  influenced  by  the 
season  of  the  year,  the  condition  of  the  roads,  the 
distance  to  be  traversed,  the  availability  of  trans- 
portation, the  severity  of  the  injury,  and  the  at- 
titude of  both  the  parents  and  the  physician 
toward  the  necessity  for  hospitalization.  In 
spite  of  these  many  variables  one  half  the  children 
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TABLE  IV. — Treatment  Before  Hospitalization 


Treatment 

Number 

Per  Cent 

None 

157 

60  4 

First  aid  only 

63 

24.2 

Definitive  professional  care 

37 

14  2 

Unknown 

3 

1.2 

Total 

260 

100.0 

in  this  group  reached  the  hospital  within  two 
hours  after  the  accident  occurred,  two  thirds 
within  six  hours,  and  four  fifths  within  twenty- 
four  hours.  Admission  of  the  remaining  20  per 
cent  was  delayed,  often  for  several  days,  with  no 
medical  care  during  the  interim. 

Treatment  Before  Arrival  at  the  Hospital 

In  spite  of  the  serious  nature  of  many  of  these 
injuries,  157,  or  60.4  per  cent  of  the  total  number 
of  children,  received  no  treatment  whatever  be- 
fore arrival  at  the  hospital  (Table  IV) . Although 
40  of  these  had  been  seen  by  local  physicians  en 
route,  fractures  had  not  been  splinted,  wounds 
had  not  been  dressed,  burns  had  not  been  covered, 
and  neither  sedative  nor  antibiotics  had  been 
given. 

First  aid  was  administered  to  63  children,  to  22 
of  these  by  laymen  (usually  parents  and  usually 
with  intelligence),  to  37  by  local  physicians,  and 
to  four  by  ambulance  doctors. 

Definitive  professional  care  had  been  rendered 
to  37  patients  before  admission.  These  included 
19  in  the  outpatient  department  of  the  Bassett 
Hospital,  ten  by  their  own*  doctors,  four  by  staff 
physicians  at  home,  and  four  more  had  been 
treated  at  other  hospitals  before  arrival. 

Classification  of  Injuries 

Six  hundred  and  three  injuries  were  recorded 
and  classified  according  to  the  Standard  Classi- 
fied Xomenclature  of  Disease.  Many  patients 
had  multiple  lesions.  All  are  listed  in  order  of 
frequency  in  Table  V.  Fractures  were  most 
numerous  and  comprised  one  fourth  of  the  total 
injuries;  of  the  143  recorded  11  were  compound. 
Burns  were  next  in  order  of  frequency;  34  were 
first  degree,  50  were  second  degree,  and  ten  were 
third  degree.  Lacerations  and  contusions  were 
common.  Fifty-three  patients  suffered  concus- 
sion of  the  brain;  this  diagnosis  represents  only 
8.8  per  cent  of  the  recorded  injuries,  but  the 
children  so  injured  make  up  one  fourth  of  the 
total  number  in  the  group,  an  indication  of  the 
severity  of  the  trauma  to  which  these  little  pa- 
tients were  subjected.  The  additional  diagnoses 
are  recorded  in  order  of  frequency.  The  ap- 
parent discrepancy  between  two  “gunshot 
wounds”  in  this  table  and  one  “firearm”  in 
Table  II  is  explained  by  the  fact  that  one  of  these 
gunshot  wounds  occurred  when  a loaded  cartridge 
was  tossed  into  a bonfire  and  exploded;  perhaps 


TABLE  V. — Tabulation  of  Injuries 


Classification 

Number 

Per  Cent 

Fractures 

143 

23.7 

Burns 

94 

15.7 

Lacerations 

86 

14.3 

Contusions 

60 

10.0 

Concussion  of  brain 

53 

8.8 

Abrasions 

42 

7.0 

Foreign  bodies 

28 

4.6 

Incised  or  punctured  wounds 

24 

4.0 

Dislocations 

14 

2.3 

Divisions  or  amputations 

12 

2.0 

Shock 

7 

1.2 

Rupture  of  liver 

3 

0.5 

Subdural  hematoma 

2 

0.3 

Gunshot  wounds 

2 

0.3 

Rupture  of  stomach 

1 

0.1 

Rupture  of  kidney 

1 

0.1 

Miscellaneous 

31 

5.1 

Total 

603 

100.0 

this  should  have  been  more  properly  labeled 
“bullet  wound.”  Three  patients  had  ruptured 
livers,  two  subdural  hematomata,  one  a rup- 
tured stomach,  and  another  a ruptured  kidney. 

Nontraumatic  diagnoses  recorded  in  the  charts 
of  these  patients  included  “accelerated  reaction 
to  tetanus  antitoxin,”  which  appeared  14  times. 
The  fact  that  this  diagnosis  was  made  even  once 
should  be  a strong  plea  to  public  health  officers 
and  those  interested  in  preventive  medicine  for 
the  general  immunization  of  all  children  in  rural 
areas  with  tetanus  toxoid ; such  a plan  would  defi- 
nitely eliminate  the  hazard  of  sensitivity  to 
horse  serum  which,  in  a very  rare  instance,  may 
be  fatal. 

Additional  Data 

The  average  length  of  time  spent  in  the  hospi- 
tal by  each  of  these  260  infants  and  children  was 
6.5  days  with  a range  from  four  hours  to  fifty-six 
days.  One  hundred  required  subsequent  care  in 
the  surgical  outpatient  department.  The  average 
number  of  visits  made  by  each  child  was  2.4; 
64  children  made  one  visit  only  and  33  made 
two  calls  to  the  outpatient  clinic. 

The  total  cost  of  hospital  and  professional  care 
has  been  estimated  with  a reasonable  degree  of 
accuracy  to  have  been  S32,000  or  approximately 
8123  per  child,  an  expense  which  rural  families 
can  often  ill  afford.  And  this  does  not  include 
fees  to  local  physicians,  loss  of  time  spent  in  trips 
to  and  from  the  hospital,  and  other  expenses  in- 
cidental to  every  accident. 

Prepayment  plans  for  hospitalization  and  medi- 
cal care  have  only  recently  received  read}*  ac- 
ceptance in  the  villages  and  towns  of  central  New 
York  and  still  meet  with  considerable  resistance  in 
many  distinctly  rural  areas.  Consequently,  a 
serious  accident  may  be  a major  financial  catas- 
trophe to  many  farm  families. 

Langford  et  al.10  have  recently  reported  in  de- 
tail a study  designed  to  determine  why  certain 
children  are  prone  to  accidents  and  others  are  not. 
Such  an  evaluation  of  “accident-proneness”  is 
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difficult  to  assess  without  involved  psychiatric 
study  of  the  child  and  the  family,  which  is  beyond 
the  scope  of  this  paper  and  the  ability  of  the 
authors.  They  wish  only  to  state  that  77  of  the 
260  infants  and  children  herein  discussed  had 
previous  or  subsequent  accidents,  an  incidence  of 
29.5  per  cent  “repeaters.” 

A certain  proportion  of  accidents  during  in- 
fancy and  childhood  are  unpredictable  and  un- 
avoidable, particularly  those  which  transpire  dur- 
ing participation  in  sports.  However,  the  large 
majority  is  due  to  the  callousness  of  some  respon- 
sible adult  and,  again,  is  preventable.  A pro- 
gram designed  to  bring  the  fundamentals  of  safe 
living  to  every  home  in  New  York  State  is  indeed 
worthy  of  consideration  by  this  Section  on  Pre- 
ventive Medicine  and  Public  Health. 

Summary 

Two  hundred  sixty  infants  and  children  were 
admitted  to  the  Mary  Imogene  Bassett  Hospital 
during  1946  through  1950  because  of  serious  ac- 
cidental injuries.  These  represent  11.4  per  cent 
of  all  the  admissions  to  the  pediatric  ward  during 
this  period  of  five  years.  Sixty-one  per  cent  were 
males  and  39  per  cent  females. 

Accidents  occurred  most  often  during  the 
second  year  of  life. 

Both  seasonal  and  diurnal  variations  were  ap- 
parent with  annual  peaks  during  July  and  August 
and  daily  peaks  between  noon  and  eight  o’clock 
in  the  evening. 

Accidents  at  home  were  responsible  for  one 
third  of  the  injuries,  farm  life  for  one  fifth, 
motoring  for  one  sixth,  and  participation  in 
sports  for  one  tenth  of  the  total  number. 

Nearly  two  fifths  of  all  the  accidents  were  due 
to  falls.  Blows,  cutting  or  piercing  instruments, 
fire,  and  hot  water  were  common  etiologic  agents. 

Fractures  comprised  23.7  per  cent  of  the  total 
number  of  injuries  with  burns,  lacerations,  con- 
tusions, and  concussion  of  the  brain  next  in  order 
of  frequency. 

Two  thirds  of  the  injured  children  received  no 
treatment  before  arrival  at  the  hospital. 

Half  the  children  reached  the  hospital  within 
two  hours,  two  thirds  within  six  hours,  and  four 
fifths  within  twenty-four  hours  after  the  accident 
occurred. 

The  average  period  of  hospitalization  was  6.5 
days,  and  the  average  number  of  visits  to  the 
outpatient  department  was  2.4. 

Thirty  per  cent  of  the  children  were  “repeat- 
ers.” 

The  mortality  was  0.7  per  cent. 
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Discussion 

William  G.  Beadenkopf,  M.D.,  Albany  (By  in- 
vitation).— Drs.  Powers’  and  Lincoln’s  interesting 
report  on  “Accidents  During  Infancy  and  Child- 
hood” represents  another  studious  analysis  of  the 
characteristics  more  frequently  involved  in  the  oc- 
currence of  injuries.  In  this  report  as  much  infor- 
mation seems  to  have  been  extracted  from  the  data 
as  was  possible.  There  are  only  a few  characteris- 
tics about  which  comment  might  be  made.  The 
total  number  of  cases  studied  (260)  was  not  sufficient 
probably  to  analyze  by  sex  and  age  separately,  but 
one  wonders  if  the  proportion  of  60  per  cent  males 
was  maintained  in  the  peak  of  accidents  which  oc- 
curred between  one  and  four  years  of  age. 

Another  characteristic  of  the  occurrence  of  these 
accidents  was  shown  in  the  July-August  peak. 
This  was  attributed  by  the  authors  to  the  involve- 
ment of  visiting  urban  children.  The  authors  may 
have  available  information  on  this  point  in  the  form 
of  the  permanent  addresses  of  the  children  involved 
in  the  July-August  peak  period.  Another  peak 
period  which  was  found  in  October  might  invite  in- 
teresting speculation.  The  question  also  comes  up 
of  how  constantly  the  seasonal  pattern  was  repeated 
in  the  five-year  period  under  study. 

The  demonstration  by  the  author  of  a peak  oc- 
currence of  these  accidents  during  the  afternoon 
period  probably  reflects  not  only  the  period  of  most 
activity  of  the  population  under  study  but  also,  as 
the  authors  suggest,  the  development  of  fatigue  and 
carelessness  during  the  afternoon  by  both  parents 
and  children.  This  time  of  characteristic  occur- 
rence brings  up  for  me  the  next  step  in  the  study  of 
the  causation  of  accidents.  In  several  papers  Dr. 
Powers  has  pointed  out  the  characteristics  which  are 
involved  most  frequently  when  individuals  are 
injured.  This  present  report  likewise  shows  us 
characteristics  frequently  involved.  The  important 
next  step  is  to  study  all  these  characteristics  of  the 
agent,  the  host,  and  the  environment  and  from  this 
study  to  detect  accident  rates.  This  is  no  simple 
task,  but  it  is  a required  step  before  the  community 
can  be  expected  to  take  action  and  change  its  ways. 
It  is  not  so  difficult  to  convince  anyone  of  the  danger 
of  a particular  activity  if  he  can  be  shown  that  there 
is  a definite  rate  of  risk  for,  say,  any  group  of  chil- 
dren who  indulge  in  that  activity.  Many  of  the  etio- 
logic agents  detected  by  the  authors,  such  as  falls, 
blows,  cutting  instruments,  and  excessive  heat,  rep- 
resent good  examples  of  hazardous  agents  in  the 
environment  of  any  young  child.  Common  sense 
tells  us  that.  In  addition  to  our  common  sense 
judgments,  however,  there  is  no  more  forceful  argu- 
ment in  accident  prevention  than  the  presentation 
of  definite  rates  of  risk  following  exposure  to  a given 
hazardous  activity. 


AN  OUTBREAK  OF  TYPHOID  FEVER  IN  A RURAL  NEW  YORK 
STATE  COMMUNITY 

Daniel  P.  McNLahon,  M.D.,  Binghamton,  New  York,  and  Arthur  C.  Hartnagel,  M.D., 
Berkshire,  New  York 


(From  the  .Yew  York  State  Department  of  Health) 

THIS  paper  will  present  an  outbreak  of  ty- 
phoid fever  which  had  as  its  source  a small 
restaurant  located  in  rural  Tioga  County  and 
which  resulted  in  the  occurrence  of  54  known 
cases.  On  May  2S,  1952,  the  Binghamton  Dis- 
trict Office  received  a report  from  an  area  hospi- 
tal that  a diagnosis  of  typhoid  fever  based  on  a 
positive  blood  culture  had  been  established  in  one 
of  three  patients,  members  of  the  same  family  and 
residents  of  Tioga  County,  all  of  whom  had  be- 
come ill  on  or  about  May  18,  and  who  were  ad- 
mitted to  the  hospital  on  May  24.  Investiga- 
tion revealed  that  the  only  common  source  of  food 
or  beverage  outside  of  their  home  during  the  pre- 
ceding month  was  a small  combination  restaurant 
and  notion  store  in  Richford,  Tioga  County,  on 
Sunday,  May  4,  where  they  had  Sunday  dinner. 
The  fourth  member  of  the  family,  a ten-year-old 
child,  had  accompanied  the  family  at  that  time 
but  did  not  become  ill. 

Investigation  of  home  conditions,  contacts, 
etc.,  failed  to  reveal  any  reliable  leads  as  to  the 
source  of  infection.  The  restaurant  was  visited, 
and  while  an  investigation  was  being  made,  a 
report  was  received  from  the  Cortland  County 
Health  Department  informing  us  that  a resident 
of  Cortland  County  was  hospitalized  with  a defi- 
nite diagnosis  of  typhoid  fever.  This  patient 
had  eaten  breakfast  at  the  Richford  Restaurant 
several  times  weekly  during  the  four  months  prior 
to  onset  of  illness  on  May  13.  On  the  basis  of 
this  additional  information  and  pending  further 
investigation,  the  restaurant  owner  discontinued 
serving  food  and  beverages  at  once.  On  May  31 
the  entire  establishment,  including  the  notion 
store,  was  closed  completely  by  the  owner  and  has 
not  reopened  to  date. 

Following  the  discovery  of  these  cases  and  re- 
sultant publicity,  reports  of  additional  cases  were 
received  almost  immediately.  Diagnosis  of  ty- 
phoid fever  was  confirmed  by  blood  culture  in  the 
other  two  cases  of  the  family  mentioned  above  on 
May  29.  Table  I indicates  dates  of  onset  of  re- 
ported cases  by  weeks.  It  will  be  noted  that  the 
last  reported  cases  had  onset  during  the  week  of 
June  21.  Investigation  of  reported  cases  by  the 
district  office  or  health  officers  of  the  jurisdiction 

Presented  at  the  147th  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York.  Buffalo.  Section  on  Preven- 
tive Medicine  and  Public  Health,  May  7.  1953. 


TABLE  I. — Dates  op  Onset  op  Reported  Cases  bt  W elks 


Week  Ending 

Number  of  Cases 

April  26 

1» 

Mav  3 

0 

10 

2 

17 

12 

24 

14 

31 

9 

June  7 

8 

14 

1 

21 

7 

Total 

54 

* Wife  of  restaurant  owner. 


in  which  the  patients  lived  or  were  hospitalized 
revealed  that  all  of  the  54  cases  had  eaten  or 
drunk  at  the  Richford  restaurant.  While  the 
seven  cases  occurring  the  week  of  June  21  sug- 
gest a wave  of  secondary  cases,  it  was  found  that 
three  of  the  seven  had  no  exposure  other  than 
eating  or  drinking  at  the  restaurant,  and  the  re- 
maining four  were  exposed  both  to  previous  cases 
and  to  the  restaurant  food  and  beverage.  It  is 
interesting  to  note  that  although  the  restaurant 
was  located  in  a small  hamlet  off  the  principal 
State  highways  and  was  a very  small  one-room 
business.  17  of  the  54  cases  were  residents  of 
counties  other  than  Tioga. 

Food  handling  by  a case  or  carrier  or  contami- 
nation of  the  water  supply  were  the  most  proba- 
ble modes  of  transmission.  Very  few  of  the  cases 
had  eaten  cheese  or  shellfish.  Milk,  cream,  and 
ice  cream  were  consumed  by  a larger  portion  of 
the  cases:  the  sources  of  supply,  however,  were 
many  and  varied  and  could  be  reasonably  elimi- 
nated. The  milk,  cream,  and  ice  cream  served  at 
the  restaurant  were  all  pasteurized  products,  proc- 
essed and  sold  by  large  distributors  operating 
throughout  southern  New  York  and  northern 
Pennsylvania. 

The  restaurant  was  a small,  one-room,  notion 
store  restaurant  and  ice  cream  parlor  combina- 
tion operated  by  a couple  in  their  late  forties, 
located  in  a northern  Tioga  Count}*  hamlet  hav- 
ing a population  of  less  than  300.  The  building 
housing  the  restaurant  also  contained  a radio  shop 
and  three  apartments,  one  occupied  by  a family  of 
five,  one  by  a couple  employed  by  the  radio  store, 
and  the  third  by  the  couple  operating  the  restau- 
rant. 

Water  for  the  restaurant,  radio  store,  and  apart- 
ments in  the  building  was  obtained  from  a dug 
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well  located  behind  the  building.  This  well,  said 
to  have  been  in  use  for  over  fifty  years,  was  ap- 
proximately 30  feet  deep,  its  walls  lined  with 
stone  and  the  top  provided  with  a stone  cover. 
The  water  was  distributed  to  the  building  by 
means  of  an  electric  pump.  The  well  was  also 
equipped  with  a hand  pump  which  was  not  ordi- 
narily used.  The  cesspool  serving  the  building 
was  located  30  feet  from  the  well  and  on  about 
the  same  ground  level.  In  addition  to  serving 
the  restaurant  sink,  this  cesspool  also  served  the 
flush  toilets  in  the  apartments  in  the  building  and, 
in  addition,  a third  toilet  installed  on  the  ground 
floor  level  in  the  radio  store  about  April  22. 
There  were  also  two  other  cesspools,  each  located 
approximately  50  feet  from  the  well,  one  of  these 
serving  a hardware  store  and  apartment  in  an 
adjacent  building  and  the  other  a private  home. 
Food  handling  facilities  in  the  restaurant  were 
fairly  satisfactory.  However,  the  hot  water 
tank  was  of  an  insufficient  capacity  to  provide 
water  at  sterilizing  temperatures  for  dishwashing 
for  more  than  very  short  periods  of  time. 

We  learned  that  the  proprietress  of  the  res- 
taurant had  been  ill  since  the  last  week  of  April. 
She  had  been  seen  by  a physician  several  times 
and  had  been  told  that  her  temperature  was  101  F. 
Various  medicines  had  been  administered  but 
none  of  the  antibiotics.  During  this  time  she 
had  worked  in  the  restaurant  whenever  she  was 
able  and  remained  in  her  apartment  only  on  the 
few  days  she  felt  too  sick  to  get  around.  A blood 
specimen  obtained  on  May  29  showed  only  a trace 
of  agglutination  to  pure  Vi.  strain,  H 1:80  and  O 
negative.  However,  typhoid  bacilli  were  iso- 
lated at  the  State  laboratory  from  a specimen  of 
feces  submitted  on  May  29,  and  bacteriophage 
was  type  D-l  according  to  Craigie  classification. 
In  view  of  the  history  of  an  illness  suggestive  of 
typhoid,  it  would  appear  that  she  was  probably  a 
case  rather  than  that  she  had  been  a typhoid  car- 
rier. The  fact  that  she  has  been  a cook  in  hotels 
or  operator  of  her  own  restaurant  for  twenty 
years  and  had  no  history  of  previous  difficulty 
also  indicates  that  this  was  the  case. 

A sixty-year-old  chronic  carrier  (D-l  Craigie) 
discovered  in  1938  has  resided  in  this  hamlet  for 
many  years.  He  is  the  father  of  the  occupant  of 
the  larger  apartment  in  the  building  but  resided 
with  his  sister  two  blocks  away.  He  frequently 
ate  at  the  restaurant.  However,  the  restaurant 
operators  were  aware  of  his  condition  and  main- 
tain that  they  always  boiled  anything  that  he  had 
used.  They  also  were  certain  that  he  had  never 
used  the  second  floor  toilet  in  the  bathroom  used 
jointly  by  themselves  and  their  neighbor.  He 
may  have  occasionally  used  the  toilet  in  his  son’s 
larger  apartment  in  the  building.  However, 
because  of  the  fact  that  his  son  had  small  children 


and  was  concerned  that  they  might  contract 
typhoid  fever  from  their  grandparent,  he  main- 
tains that  he  seldom  used  this  toilet.  However, 
since  the  installation  on  April  22  of  the  ground 
floor  toilet  in  the  radio  store,  the  carrier  admitted 
using  this  regularly. 

This  man  and  the  restaurant  proprietress  are 
the  two  possible  sources  of  the  outbreak.  Both 
were  D-l  types,  as  were  all  of  the  49  additional 
cases  from  whom  the  typhoid  bacillus  was  re- 
covered and  typed.  The  possible  modes  of 
transmission  are  obviously  food  and  water. 
There  is  considerable  evidence  to  indicate 
that  water  was  the  more  probable  mode,  at 
least  in  most  of  the  cases.  First,  it  should  be 
remembered  that  the  well  was  a dug  well  and  that 
regardless  of  the  condition  of  the  top  the  sides 
were  known  to  haye  been  walled-up  with  stone 
many  years  ago  and  were  undoubtedly  open  to 
seepage.  Also,  the  first  water  sample  collected 
on  May  29  from  a tap  in  the  restaurant  showed  a 
Most  Probable  Number  of  2,400  or  more  coli- 
forms  per  100  ml.  Additional  samples  from  the 
same  source  on  June  5 and  25  and  July  24  and  30 
continued  to  show  M.P.N.  2,400  or  more  coli- 
forms  per  100  ml.  Fluorescein  was  put  into  the 
toilets  in  the  restaurant  building  on  May  31  but 
did  not  show  up  in  water  samples  from  the  sus- 
pected well. 

The  method  of  contamination  of  the  water  is 
uncertain.  However,  in  view  of  the  continued 
gross  pollution,  as  shown  by  samples  taken  at 
intervals  from  May  29  through  July  30,  it  would 
appear  probable  that  it  was  due  to  continuing 
pollution  from  the  cesspool  through  the  soil, 
rather  than  to  a single  episode  of  back  spillage, 
which  could  have  occurred  when  the  new  toilet 
was  installed  in  April,  or  to  infrequent  surface 
pollution  following  heavy  rains  or  spillage.  In 
fact,  several  of  these  samples  were  taken  after  a 
period  of  dry  weather. 

A review  of  the  dates  of  onset  in  Table  I indi- 
cates that  the  proprietress  became  ill  during  the 
week  ending  April  26.  No  additional  cases  were 
reported  as  having  onset  during  the  next  seven 
days.  It  was  during  the  second  week  that  the 
epidemic  wave  began.  This  would  indicate  the 
probability  that  the  chronic  carrier  had  infected 
this  lady  in  some  manner.  Following  this  and 
as  soon  as  her  stools  became  infective  and  coupled 
with  the  increased  and  regular  usage  of  the  radio 
store  toilet  by  the  chronic  carrier  because  of  its 
convenient  ground  floor  location,  the  water  would 
undoubtedly  become  quite  infective  and  thereby 
could  have  caused  the  epidemic.  We  learned 
from  persons  frequenting  the  area  that  the  chronic 
carrier  used  the  toilet  in  the  radio  store  almost 
daily  from  the  time  it  was  installed  until  we  be- 
came aware  of  the  outbreak. 
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TABLE II. — Repobted  Cases  with  Single  Exposure  to  Restaurant,  Food  or  Beverage  Consumption,  and  Incubation 

Period 


Age 

Sex 

Water 

Coffee 

Ice 

Cream 

Other 

Food 

Date  of 
Exposure 

Date  Onset 
of  Typh -id 

Incubation 
Period  (Days) 

40 

F 

Yes 

No 

Yes 

Yes 

April  28 

May  19 

21 

11 

M 

Yes 

No 

No 

No 

May  4 

May  18 

14 

31 

F 

No 

No 

No 

No 

May  10 

May  21 

11 

31 

F 

^ es 

No 

Yes 

No 

May  11 

May  20 

9 

22 

F 

No 

Yes 

No 

Yes 

May  13 

May  28 

15 

49 

M 

No 

Yes 

No 

Yes 

May  13 

May  26 

13 

38 

M 

Yes 

No 

Yes 

No 

May  14 

May  26 

12 

61 

M 

Yes 

Yes 

No 

Yes 

May  14 

May  25 

11 

62 

F 

Yes 

Yes 

No 

Yes 

May  14 

May  24 

10 

31 

F 

Yes 

? 

7 

Yes 

May  4 

May  18 

14 

32 

M 

Yes 

7 

7 

Yes 

May  4 

May  18 

14 

6 

F 

Yes 

7 

7 

Yes 

May  4 

May  21 

17 

23 

M 

1 es 

No 

No 

Yes 

May  26 

June  9 

14 

17 

M 

Yes 

No 

Yes 

No 

May  27 

June  3 

7 

31 

M 

No 

No 

Yes 

No 

May  29 

June  15 

17 

2* 

F 

Yes 

No 

Yes 

No 

May  ? 

June  16 

7 

* Possible  secondary  case. 


On  the  other  hand,  the  possibility  of  the  pro- 
prietress directly  transmitting,  the  disease  to  cus- 
tomers at  the  restaurant  must,  of  course,  be  con- 
sidered. If  the  outbreak  was  entirely  due  to 
handling  of  food  or  utensils  by  the  proprietress, 
it  would  be  necessary  for  her  to  infect  all  of  the 
53  other  cases,  including  those  who  were  at  the 
restaurant  but  once.  While  it  is  true  that  during 
her  illness  she  may  have  become  careless  because 
of  the  fact  that  she  didn’t  feel  well,  it  is  difficult 
to  believe  that  she  could  have  directly  partici- 
pated in  the  infection  of  each  of  the  53  persons. 
She  has  been  in  her  own  or  other  restaurants  as  a 
food  handler  for  many  years  and  from  our  obser- 
vation was  clean  and  careful.  Also,  the  restau- 
rant was  small,  and  food  was  usually  prepared  on 
order  for  each  customer.  The  cases  who  visited 
the  restaurant  but  once  did  so  on  different  days, 
and  this,  in  addition  to  the  data  regarding  dates 
of  onset  which  show  a reasonably  well-defined 
peak,  implies  a definite  concentrated  infective 
period  in  keeping  with  the  theory  of  water-borne 
transmission. 

There  were  16  patients  who  had  only  a single 
exposure  at  the  restaurant  (Table  II).  The  dates 
of  exposures  ranged  from  the  week  of  April  28 
through  May  29  with  an  average  incubation 
period  of  thirteen  days.  -All  of  the  patients  who 
had  been  to  the  restaurant  but  once  had  had  only 
ice  cream.  The  ice  cream  ladle,  however,  was 
kept  in  a container  of  water.  Also,  dishwashing, 
although  reasonably  good  for  a small  restaurant, 
certainly  did  not  result  in  sterilization  of  the 
dishes  since  the  capacity  of  the  hot  water  tank 
was  too  small  to  assure  a continued  supply  of 
rinse  water  hot  enough  to  kill  pathogenic  organ- 
isms. 

Two  cases  are  of  special  interest.  One,  a resi- 
dent of  another  county,  visited  her  sister  on  May 
10.  Since  the  sister’s  well  was  dry,  the  patient’s 
husband  borrowed  two  buckets  of  water  from  the 
restaurant  well.  He  obtained  this  from  a hand 
pump  outside  the  restaurant.  This  water  was 


used  in  baking  a pie,  for  making  coffee,  and  wash- 
ing dishes,  although  the  patient  states  she  neither 
ate  pie  nor  drank  coffee.  She  did  wash  the  dishes 
and  stated  that  the  water  was  warm  but  not  hot. 
As  far  as  we  can  determine,  this  was  the  only  con- 
tact she  had  with  the  restaurant.  There  is  no 
history  of  any  contact  with  other  typhoid  cases. 
Her  sister,  who  resides  in  the  hamlet,  and  her  hus- 
band and  two  children,  who  accompanied  the  pa- 
tient, did  not  become  ill.  A second  case  of  in- 
terest was  that  of  a child  returning  to  his  home  by 
automobile  from  a visit  to  another  part  of  the 
State.  This  child  became  car  sick,  and  the  family 
obtained  a glass  of  water  at  the  restaurant  with 
which  he  swallowed  a Dramamine  tablet.  The 
child  didn’t  enter  the  restaurant,  nor  did  he  have 
anything  else  to  eat  or  drink  from  there.  The 
water  was  obtained  for  the  child  by  his  father 
and  was  drawn  from  the  restaurant  tap  by  the 
husband  of  the  proprietress  who  was  ill. 

The  clinical  course  of  the  disease  in  the  54  re- 
ported cases  was  not  unusual  except  for  the  con- 
sistent!}' favorable  and  sometimes  spectacular 
response  to  chloramphenicol.  Studies  of  hospital 
and  physicians’  records  by  members  of  the  staff 
of  the  Division  of  Communicable  Diseases  of  the 
State  Health  Department  indicated  that  the  dura- 
tion of  fever  after  treatment  in  patients  receiving 
chloramphenicol  averaged  five  and  one-half  days. 
In  the  few  patients  treated  with  other  antibiotics 
it  averaged  nineteen  days.  Three  of  the  patients 
hospitalized  in  one  of  the  hospitals  in  the  Bing- 
hamton District  and  observed  personally  by  us 
were  not  treated  with  chloramphenicol,  and  their 
clinical  course  was  typical  of  a severe  typhoid 
infection. 

The  personnel  of  the  Division  of  Com- 
municable Diseases  also  studied  the  effect  of 
vaccination  on  the  cases,  and  it  was  found,  as 
might  be  expected,  that  the  disease  was  less  severe, 
as  indicated  by  duration  of  fever,  in  the  vaccinated 
group.  There  were  five  clinical  relapses;  two 
have  been  treated  with  chloramphenicol.  As  of 
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March  15,  1953,  one  case  continues  to  have  posi- 
tive stool  specimens,  and  it  would  appear  that  this 
individual  has  become  a carrier. 

As  soon  as  the  restaurant  was  definitely  in- 
volved and  an  investigation  had  begun,  it  was 
closed  by  the  proprietor  at  the  suggestion  of  the 
local  and  district  health  officers.  This  effectively 
stopped  the  spread  of  infection,  as  indicated  by  a 
study  of  dates  of  onset,  time  of  exposure,  etc. 
Since  several  families  lived  in  the  restaurant 
building  and  used  the  same  water  supply,  all 
water  drawn  from  the  polluted  well  was  boiled 
before  use.  A great  deal  of  newspaper  publicity 
was  received.  This  not  only  resulted  in  the  rapid 
discovery  and  diagnosis  of  additional  cases  but 
also  effectively  prevented  further  use  of  the  water 
supply.  The  sixty-year-old  known  carrier  was 
again  warned  of  the  dangers  of  irresponsible  ac- 
tions. However,  we  must  point  out  that  he  did 
not  violate  any  of  the  regulations  governing  the 
conduct  of  carriers  prior  to  the  outbreak. 

The  extensive  vaccination  program  carried  out 
by  the  local  health  officer  each  year  since  1943, 
when  a previous  smaller  outbreak  of  typhoid  oc- 
curred in  this  community,  undoubtedly  did  a 
great  deal  to  decrease  the  number  of  cases  and  the 
severity  of  the  cases  occurring  in  the  present  , 
outbreak.  In  addition,  as  soon  as  the  outbreak 
became  known,  most  of  the  individuals  in  the 
town  were  vaccinated.  This  may  have  been  one 
of  the  reasons  why  few  if  any  secondary  cases 
occurred,  especially  since  many  of  these  had  been 
previously  vaccinated  and  their  response  would 
naturally  be  prompt. 

As  a result  of  this  outbreak,  citizens  of  the  town 
expressed  an  interest  in  the  establishment  of  a 
public  water  supply.  It  was  found,  however, 
that  because  of  the  very  low  property  valuation  in 
the  hamlet  the  cost  of  even  a very  modest  water 
supply  system  could  not  be  met  by  the  local  com- 
munity because  of  legal  debt  limits. 

Summary 

An  outbreak  of  typhoid  fever  resulting  in  54 
reported  cases  has  been  discussed.  Epidemio- 
logic evidence  strongly  points  to  water  as  the 
mode  of  transmission.  However,  food  handling 
as  a secondary  means  cannot  be  ruled  out.  Con- 
trol measures  consisted  in  identification  of  source 
and  its  elimination,  an  extensive  vaccination  pro- 
gram, and  follow-up  and  supervision  of  cases  until 
negative  stool  specimens  were  obtained.  There 
were  no  proved  secondary  cases,  although  four 
of*  the  54  could  have  been  either  primary  or  sec- 
ondary. 

Discussion 

Wendell  R.  Ames,  M.D.,  Buffalo. — First  I would 
like  to  conunend  Drs.  Hartnagel  and  McMahon  on 


the  excellent  presentation  of  this  typhoid  outbreak. 
The  paper  serves  to  remind  us  that  these  diseases, 
which  are  supposed  to  have  disappeared  long  since 
from  our  midst,  are  bound  to  reappear  unless  we 
maintain,  and  perhaps  even  reinforce,  the  barriers 
that  we  have  erected  against  them.  Furthermore, 
this  presentation  serves  to  remind  us  that  the  modem 
epidemiologist  is  not  satisfied  with  identifying  only 
the  vehicle  of  transmission  of  infectious  material. 
He  wishes  to  know  how  the  infectious  material  got 
into  that  vehicle  and  who  put  it  there  so  that  the 
ultimate  source  may  be  identified  and  put  under 
control. 

Now  for  one  or  two  questions.  It  would  be  of 
interest  to  know  a little  more  about  the  clinical  and 
immunologic  pattern  of  the  wife  of  the  restaurant 
proprietor.  I say  this  because  on  rare  occasions  we 
have  found  more  than  one  carrier  per  epidemic. 
Her  agglutinin  titer  is  not  as  high  as  it  perhaps  should 
be  over  four  weeks  after  the  onset  of  her  illness  if 
her  illness  really  was  typhoid.  Whether  she  ran  a 
prolonged  fever  and  whether  the  agglutinin  titer 
rose  subsequent  to  the  date  mentioned  in  the  paper 
would  be  of  interest.  However,  I do  not  believe 
that  this  point  is  of  practical  epidemiologic  impor- 
tance. The  dates  of  onset  appear  consistent  with  the 
introduction  of  bacilli  by  either  this  person  or  the 
previously  known  carrier. 

I am  in  agreement  with  the  expressed  conclusion 
of  the  authors  that  this  outbreak  does  not  have  the 
epidemiologic  characteristics  of  being  foodborne. 
Foodborne  outbreaks  are  characteristically  “one- 
shot”  affairs,  and  it  is  extremely  unlikely  in  my 
judgment  that  one  food  handler  could,  through 
continuous  or  intermittent  contamination  of  a large 
variety  of  different  foods  prepared  at  different  times 
and  under  different  circumstances,  produce  an  out- 
break like  this.  I would  call  to  your  attention 
Anderson’s  dissertation  on  chance  infections  from 
typhoid  carriers.  This  is  the  discussion  in  which 
Anderson  described  the  complex  chain  of  events 
that  permits  survival  of  the  typhoid  bacillus  from 
source  to  susceptible  person  through  foods.  The 
chain  is  an  extremely  complex  one  and  is  often 
broken.  There  are  also  the  incidental  events  such 
as  the  child  with  the  Dramamine  tablet  and  the  glass 
of  water  and  the  knowledge  that  we  have  among 
ourselves  as  to  how  difficult  it  is  really  to  determine 
whether  water  was  consumed  at  a specific  time  and 
place.  I for  one  have  always  felt  that  if,  on  ques- 
tioning, a person  says  he  drank  water  at  a particular 
time  and  place,  he  probably  did,  but  if  he  says  he 
did  not,  maybe  he  did  not  and  maybe  he  just  did 
not  remember  it. 

There  are  a couple  of  problems  brought  to  light 
as  a result  of  this  outbreak  that  are  perhaps  more 
administrative  than  epidemiologic.  One  is  the 
need  for  a sanitary  survey  of  every  drinking  water 
supply.  I know  that  some  would  consider  the  supply 
that  caused  this  difficulty  too  small  to  merit  the 
attentions  of  an  expert  sanitarian,  but  it  certainly 
was  not  too  small  after  typhoid  had  occurred. 
Obviously  we  need  better  coverage  than  we  have. 
Another  problem  is  the  impossibility  with  present 
legislation  for  a small  or  heavily  bonded  community 
to  develop  a new  public  water  supply.  I do  not 
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know  the  remedy.  Better  minds  than  mine  have 
wrestled  with  this  problem.  To  solve  this  problem, 
legislation  is  required  in  many  areas,  of  which  this 
is  only  one  example. 

Arthur  C.  Hartnagel,  M.D.,  Berkshire. — We  have 
had  three  epidemics  of  typhoid  in  the  locality  of  the 
Town  of  Richford,  Tioga  County,  since  I have  been 
health  officer  of  the  town. 

The  first  one  in  1939  was  supposed  to  have  orig- 
inated from  a neighboring  town  where  the  carrier 
from  Richford  was  working  and  drank  from  a 
stream  of  water  which,  upon  investigation  was  found 
to  have  been  formerly  polluted  by  another  carrier. 
In  Richford  the  cases  were  limited  to  the  carrier’s 
family,  at  which  time  the  brother  died  of  typhoid. 

In  1943  a total  of  12  cases  developed,  with  one 
death.  After  investigation  it  was  determined  a 
possibility  that  the  source  was  from  a local  store 
where  soft  drinks  were  gotten  by  several  residents 
who  contracted  the  disease.  These  people  would 
take  a bottle  from  the  water  cooler  and  drink  from 
it,  without  wiping  the  neck  of  the  bottle.  The 


water  in  which  the  bottles  were  submerged  came  from 
a polluted  well  in  the  rear  of  the  building. 

As  soon  as  the  typhoid  was  definitely  determined 
in  the  town,  90  per  cent  of  the  township  was  inocu- 
lated. This  percentage  decreased  to  20  per  cent 
before  the  epidemic  of  1952.  Last  year  we  again 
inoculated  about  90  per  cent  which  may  be  the 
reason  for  no  secondary  cases.  I believe  sincerely 
that  since  the  water  and  sewage  system  are  so  near 
to  each  other,  and  there  seems  no  way  to  change  it 
because  of  the  low  property  valuation,  as  pointed 
out  by  Dr.  McMahon,  there  is  but  one  alternative — 
to  keep  the  public  aware  of  the  necessity  for  inocu- 
lations. 

I want  to  say  a word  of  commendation  for  the 
district  health  officer,  Dr.  McMahon,  for  the  manner 
in  which  he  handled  this  situation  during  and  after 
the  epidemic.  He  not  only  traced  the  infection 
scientifically  but  had  a human  understanding  for 
the  people.  This  may  seem  a minor  point,  but  it  is 
important  in  getting  the  confidence  of  the  people 
and  health  officer  of  any  community. 


CARDIAC  SCREENING  IN  A SCHOOL  HEALTH  PROGRAM 

Berwyn*  F.  Mattisox,  M.D.,  Edward  C.  Lambert,  M.D.,  and  William  E.  Mosher,  M.D., 
Buffalo,  New  York 

( From  the  Maternal  and  Child  Health  Service,  Erie  County  Department  of  Health) 


IN  BUFFALO,  as  in  only  two  other  cities  in 
New  York  State,  the  school  health  service  is  a 
responsibility  of  the  local  health  department 
rather  than  of  the  school  authorities.  Health 
protection  for  this  segment  of  the  population  is, 
therefore,  an  integral  part  of  the  whole  com- 
munity health  effort.  The  program  for  dis- 
covery of  cardiac  defects  in  the  school-age  child, 
which  is  about  to  be  described,  utilizes  the  skills 
of  family  doctor,  school  physician,  school  and 
public  health  nurse,  teacher,  the  local  hospitals, 
and  the  local  branch  of  the  American  Heart 
Association. 

Some  of  the  objectives  of  the  cardiac  screening 
program,  when  it  was  initiated  four  years  ago, 
may  be  stated  as  follows: 

1.  To  provide  a more  leisurely  review  of 
suspected  “heart  cases”  by  a cardiologist  before 
alarming  the  parents  with  such  a diagnostic  label. 

2.  To  avoid  the  previous  criticism  of  private 
physicians  that  many  children  were  being  re- 
ferred to  them  unnecessarily  because  of  hasty 
or  incomplete  cardiac  evaluation  as  a part  of 
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the  school  examination  which  must  frequently  be 
carried  out  under  difficult  conditions. 

3.  To  improve  the  quality  of  histories  secured 
as  part  of  the  school  examination  whenever  there 
is  any  suggestion  of  cardiac  difficulty. 

4.  To  minimize  the  number  of  unjustified 
activity  restrictions  imposed  on  children  with 
suspected  cardiac  pathology. 

5.  To  offer  the  sendees,  wherever  patients  are 
eligible,  of  the  health  department’s  medical  re- 
habilitation service  for  the  surgical  repair  of  con- 
genital heart  defects. 

6.  To  determine  more  completely  (since 
cardiac  defects  are  not  reportable)  the  actual 
prevalence  of  heart  disease  among  the  school 
children  of  Buffalo. 

Several  of  these  purposes  have  already  been 
achieved,  others  only  partially  so.  This  is  a 
preliminary  report  of  our  continuing  sendee  pro- 
gram rather  than  of  a special  study. 

In  1949  the  Erie  County  Health  Department 
organized  a rheumatic  fever  and  heart  disease 
detection  program  for  children.  For  case-find- 
ing the  department  set  up  two  clinics:  (1)  a 
screening  clinic,  meeting  one  or  more  times  a 
week,  rotating  through  the  public  and  parochial 
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schools  of  Buffalo,  and  (2)  a diagnostic  clinic, 
meeting  once  a week  at  Children’s  Hospital  and 
supported  in  part  by  the  Western  New  York 
Heart  Association.  The  consultant  in  charge  of 
both  these  clinics  is  Dr.  Lambert. 

The  work  of  the  screening  clinic  is  essentially 
that  of  securing  a complete  history  and  physical 
examination,  with  special  emphasis  on  possible 
signs  and  symptoms  of  heart  disease  or  rheumatic 
fever.  This  history  is  obtained  by  a public 
health  nurse,  who  has  been  instructed  in  the 
method  of  eliciting  this  specialized  information, 
and  it  is  then  entered  on  the  screening  clinic 
record.  The  consultant  confirms  the  history 
with  the  parent  and  then  does  the  physical 
examination.  No  more  than  six  patients  are 
seen  in  a two-hour  clinic.  On  the  basis  of  the 
picture  thus  obtained,  a diagnosis  or  tentative 
diagnosis  is  reached.  No  laboratory  work  of  any 
kind  is  done  in  this  clinic. 

The  diagnostic  clinic  performs  the  same  service, 
both  complete  history  and  physical  examination, 
but  provides  laboratory  services  in  addition, 
including  blood  count,  sedimentation  rate, 
urinalysis,  chest  x-ray,  fluoroscopy,  and  electro- 
cardiography, and  arranges  for  special  tests 
such  as  blood  oximetry  and  cardiac  catheteriza- 
tion where  indicated. 

Referral  to  these  clinics  may  occur  in  one  of 
several  ways.  School  physicians  have  been  in- 
structed to  refer  cases  with  cardiac  findings  to  the 
screening  clinic.  Until  September  1,  1950,  no 
definite  criteria  for  referral  were  set  up,  leaving 
the  matter  to  the  judgment  of  the  school  physi- 
cian. On  that  date  a directive  to  school  physi- 
cians gave  a definition  of  cases  to  be  referred: 
“.  . . cases  about  which  [the  school  physician  is] 
in  doubt  after  routine  physical  examinations, 
and  those  where  a diagnosis  of  organic  heart 
disease  seems  justifiable.”  All  cases  falling  into 
the  following  categories  are  referred:  “(1)  those 
children  having  a definite  history  of  rheumatic 
fever,  (2)  those  children  having  a history  of 
chorea,  (3)  those  children  having  a history  of 
‘heart  trouble,’  (4)  any  child  having  an  organic 
heart  murmur,  (5)  any  questionable  ‘functional’ 
murmur.” 

If  after  the  screening  clinic  examination  Dr. 
Lambert  feels  that  a case  deserves  further  in- 
vestigation to  establish  a definite  diagnosis, 
evaluate  the  amount  of  heart  damage  if  any,  or 
for  any  other  reason,  he  offers  the  family  doctor 
the  services  of  the  cardiac  diagnostic  clinic. 
Private  practitioners  may  send  cases  directly 
to  this  diagnostic  clinic. 

Whereas  the  screening  clinic  limits  its  work  to 
one  examination  per  case,  the  diagnostic  clinic 
does  follow-up  work  where  requested  by  the 
private  physician.  The  laboratory  facilities  are 
available  on  both  initial  and  subsequent  visits. 


TABLE  1. — Diagnoses  of  Definite  or  Suspected  Heart 
Disease 


Diagnosis  of  Heart  Disease 

1949-1950 

1951 

1952 

Total 

Rheumatic 

89 

14 

13 

116 

Congenital 

89 

19 

18 

126 

Potential 

240 

17 

13 

270 

Possible 

55 

37 

22 

114 

Possible  and  potential 

43 

2 

2 

47 

Totals 

516 

89 

68 

673 

The  screening  clinic  is  an  integral  part  of  the 
school  health  examination;  the  diagnostic  clinic 
services  are  not  given  without  the  consent  of  both 
the  private  practitioner  and  the  parents.  A full 
report  containing  all  the  findings  of  history, 
physical  examination,  and  results  of  laboratory 
tests,  as  well  as  interpretation  of  all  data  and  the 
diagnostic  impression  and  recommendations  of 
the  consultant,  is  sent  to  the  private  physician. 
Each  case  examined  is  referred  back  to  the 
latter’s  care,  and  no  revisits  to  the  clinic  are 
scheduled  except  on  his  request. 

From  the  foregoing  it  may  be  seen  that  this 
program  concerns  itself  with  children  having  or 
suspected  of  haying  any  type  of  heart  disease. 
A large  proportion  of  the  cases  seen  are  diag- 
nosed as  “no  heart  disease”  or  “no  heart  disease, 
functional  murmur,”  and  it  has  been  one  of  the 
major  tasks  of  this  enterprise  to  reassure  the 
parents  and  patients  in  such  cases  to  prevent 
or  alleviate  cardiac  neuroses  and  to  return  such 
patients  to  full  activity. 

Findings 

During  the  four  years  from  1949  through  1952, 
a total  of  1,336  children  were  referred  to  the 
screening  clinics.  During  the  latter  two  years  a 
few  clinics  were  held  in  the  suburbs  and  rural 
schools  with  a total  of  55  children  being  seen  by 
the  cardiologist.  The  remaining  1,281  were  seen 
in  either  public  or  parochial  schools  of  Buffalo. 
By  1952  the  referrals  necessitated  an  increase  of 
nine  clinics  up  to  a total  of  44  per  year. 

Table  I shows  the  number  of  diagnoses  in  the 
entire  group.  It  will  be  seen  that  242  children 
were  found  to  have  definite  cardiac  pathology, 
of  which  116  (48  per  cent)  were  rheumatic  and 
126  (52  per  cent)  were  congenital.  An  addi- 
tional 431  were  reviewed  who  had  either  a history 
of  rheumatic  fever  (potential  disease),  or  a 
cardiac  murmur  of  doubtful  significance  (possible 
disease),  or  both.  The  higher  referrals  for  1949 
and  1950  resulted  from  a review  of  records  in  the 
schools  at  the  time  the  program  was  started. 
Subsequently  the  referrals  were  principally  from 
routine  physical  examinations  in  the  first, 
fourth,  seventh,  ninth,  and  twelfth  grades  plus 
children  in  the  intervening  years  brought  to  the 
attention  of  the  school  nurse  by  teacher,  parent,  or 
family  doctor. 


2968 


MATTISON,  LAMBERT,  AND  MOSHER 


[N.  Y.  State  J.  M. 


TABLE  II. — Reversals  of  Diagnosis  and  Release  fbom 
Unwarranted  Restriction  Among  1,336  Children 


Diagnosis 

1949-1950 

1951 

1952 

Total 

Functional  murmurs 

288 

110 

138 

536 

No  cardiac  disease 

93 

13 

18 

124 

Total  (No  disease  with 

or 

— 

_ without  murmurs) 
Unwarranted  restriction 

381 

of 

123 

156 

660 

activity 

116 

32 

35 

183 

TABLE  III. — Anatomic  Lesions  in  116 
Cases 

Rheumatic  Fever 

Diagnosis 

1949-1950 

1951 

1952 

Total 

Mitral  insufficiency  62 

Mitral  and  aortic  insuffi- 

13 

12 

87 

ciency 

9 

0 

0 

9 

Aortic  insufficiency 

13 

1 

1 

15 

Possible  mitral  stenosis 

5 

0 

0 

5 

Totals 

89 

14 

13 

116 

One  of  the  most  valuable  contributions  of  the 
cardiac  screening  clinic  in  the  school  is  the  pre- 
vention of  or  correction  of  erroneous  diagnosis  of 
cardiac  pathology.  Table  II  shows  that  183 
children  were  found  under  physical  restriction 
(about  half  following  a history  of  rheumatic 
fever  and  half  because  of  murmurs  deemed  func- 
tional by  the  cardiologist)  which  could  be  lifted 
after  cardiologic  review  in  the  screening  clinic. 
In  124  children  previously  labeled  "heart 
disease”  the  cardiologist  satisfied  himself  that 
no  organic  disease  existed  when  the  case  was  re- 
viewed, and  in  536  cases  functional  murmurs 
were  identified.  Of  these  latter,  46  had  pre- 
viously  been  called  "heart  disease.”  In  another 
seven  cases  an  earlier  impression  of  rheumatic 
heart  disease  was  changed  to  a definite  diagnosis 
of  congenital  disease. 

Thus,  of  the  1,336  children  seen,  673  had 
definite  or  suspected  lesions,  660  had  no  organic 
lesions,  and  two  had  chorea,  one  acute  when  seen. 

Of  the  rheumatic  fever  cases  confirmed,  an- 
atomic diagnoses  were  made  on  116.  As  shown 
in  Table  III,  mitral  insufficiency  was  the  pre- 
dominant lesion,  as  might  be  expected. 

As  for  the  congenital  cardiac  defects  en- 
countered, the  types  identified  are  indicated  in 
Table  IV.  Here,  as  in  the  three  preceding 
tables,  there  is  a consistent  pattern  of  findings 
from  year  to  year  after  the  initial  1949-1950 
backlog  of  cases  was  worked  up. 

Seventeen  of  the  congenital  cases  were  recom- 
mended for  surgery  following  initial  diagnosis  in 
the  screening  clinic.  These  were  cases  where  no 
definitive  diagnosis  had  been  made  prior  to  school 
cardiac  screening.  Twelve  of  these  cases  ac- 
cepted surgery,  and  their  progress  is  noted  in 
Table  V. 

Of  the  1,336  children  examined  by  the  cardi- 
ologist during  the  four-year  period,  168  (12.6 


TABLE  IV. — Anatomic  Lesioxs  in 
Cabdiac  Cases 

126 

Congenital 

Diagnosis 

1949-1950 

1951 

1952 

Total 

Ventricular  septal  defect 

29 

1 

2 

32 

Patent  ductus  arteriosus 

11 

2 

4 

17 

Auricular  septal  defect 

13 

0 

0 

13 

Pulmonary  stenosis 

9 

4 

O 

16 

Aortic  stenosis 

3 

2 

1 

6 

Tetralogy  of  Fallot 

4 

0 

0 

4 

Aortic  coarctation 

1 

1 

0 

2 

Truncus  arteriosus 

2 

0 

0 

2 

Dextrocardia 

1 

0 

1 

2 

Others 

16 

9 

7 

32 

Totals 

89 

19 

18 

126 

TABLE  V. — Diagnosis  and  Current  Postoperative 
Status  of  12  Cases  of  Congenital  Heart  Disease 


Diagnosis 

Marked 

Improve- 

ment 

Returned  to 
Normal 
Activity 

Total 

Patent  ductus  arteriosus 

3 

3 

6 

Tetralogy  of  Fallot 

1 

0 

1 

Pulmonic  stenosis 

2 

1 

3 

Coarctation  of  aorta 

0 

1 

1 

Pectus  excavatum 

1 

0 

1 

Totals 

7 

5 

12 

TABLE  VI. — Confirmation  of  Screening  Clinic  Diag- 
noses in  Diagnostic  Clinic  According  to  Category  of 
Diagnoses 


Screening  Clinic  , — Diagnostic  Clinic — , 

Diagnosis  of  Not  Per  Cent 

Heart  Disease  Confirmed  Confirmed  Total  Confirmed 


Rheumatic 

41 

2 

43 

95 

Congenital 

43 

3 

46 

94 

Potential 

35 

3 

38 

92 

Possible 

39 

11 

50 

78 

Totals 

158 

19 

177 

89 

per  cent)  were  also  seen  and  more  intensively 
worked  up  in  the  diagnostic  consultation  clinic. 
Table  VI  shows  the  relationship  of  the  diagnoses 
on  these  168  children  in  the  two  clinics.  It  will 
be  seen  that  the  rates  of  confirmation  were  high, 
even  in  “potential”  and  "possible”  categories. 

A considerable  number  of  special  studies  have 
been  reported  as  indicating  the  prevalence  of 
cardiac  disease  among  children  of  school  age  in 
various  parts  of  the  country.  Table  VII  sum- 
marizes some  of  those  findings. 

In  these  prevalence  studies,  among  other 
methods  of  case-finding,  school  health  records 
and  referrals  by  school  physicians  and  nurses  to 
a school  cardiologist  were  utilized.  In  other 
studies8  where  large  numbers  of  school  children 
were  examined  by  a cardiologist  in  the  first 
instance,  considerably  larger  yields  of  heart 
disease  were  reported. 

This  report  concerns  itself  with  describing  a 
service  program  rather  than  a prevalence  study. 
However,  some  evidence,  which  is  acknowledged 
to  be  incomplete,  can  be  reported  for  whatever 
it  is  worth.  In  the  knowledge  that  not  all  cases 
of  heart  disease  recognized  in  the  school  had  been 
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TABLE  VII. — Prevalence  op  Heart  Disease  Among  Children  op  School  Age  in  Various  Areas  as  Previously 

Reported 


Place 

Author 

Date 

Number  of 
Children 
Included 

Rheumatic  Congenital 

Heart  Disease  Heart  Disease 
(Cases  per  l,000(Cases  per  1,000 
Children)  Children) 

Total 

New  York 

Halsey* 1 2 3 

1921 

44,000 

4.3 

0.7 

5.0 

Boston 

Robey* 

1927 

119,000 

4 . 5 

0.5 

5.0 

Philadelphia 

Cahan* 

1937 

33,000 

5.0 

0.9 

5.9 

Louisville 

Weiss4 

1941 

42,000 

3.6 

1.6 

5.2 

Cincinnati 

Rauh5 

1941 

85,000 

2.9 

1.5 

4.4 

San  Francisco 

Robinson6 

1948 

58,000 

2.4 

1.9 

4.3 

Toronto 

Gardner7 8 

1951 

74,000 

1.6 

2.1 

3.7 

Buffalo 

Mattison 

1953 

71 ,000 

1.8 

2.2 

4.0 

TABLE  VIII. — Cases  of  Heart  Disease  Reported  from  Screening  Clinics  and  as  Estimated  in  the  Buffalo  Ele- 
mentary School  Population 


Potential 
and  Possible 


Group 

Number  of 
Children 

Rheumatic 

Fever 

Rate 

per 

1,000 

Congenital 

Heart 

Disease 

Rate 

per 

1,000 

Heart 
Disease 
per  1,000 

Rate 

per 

1,000 

Study  group,  1951 — first 
and  second  grades  (62 
schools) 

10,869 

9 

0.8 

12 

1.1 

28 

2.6 

Elementary  school  popu- 
lation, 1949  to  1952 
(180  schools) 

Observed  cases 

71,107* 

89 

1.3 

110 

1.5 

333 

4.7 

Estimated  prevalence 

125 

1.8 

154 

2.2 

476 

6.7 

* Average  enrollment  in  the  elementary  parochial  and  public  schools  for  the  two  academic  years  midway  in  the  four-year 
period. 


referred  to  the  screening  clinic,  e.g.,  cases  known 
by  the  school  physician  to  be  diagnosed  and  under 
the  care  of  a pediatrician  or  cardiologist,  an  in- 
tensive study  of  the  health  records  in  62  of 
Buffalo’s  180  schools  was  made  in  1951.  One 
purpose  was  to  determine  the  proportion  of  cases 
of  heart  disease  known  to  the  schools  which 
reached  our  cardiac  screening  clinics.  Forty- 
eight  of  these  schools  were  visited  and  the 
records  reviewed  by  a senior  medical  student, 
and  14  schools  were  similarly  covered  by  public 
health  nurses,  after  a review  of  the  problem 
and  briefing  by  the  deputy  commissioner.  This 
study  included  the  records  of  10,869  children 
in  the  first  and  second  grades  of  the  Buffalo 
schools.  It  was  found  that  about  60  per  cent 
of  all  children  with  “apparently  significant” 
heart  records  in  the  schools  studied  were  re- 
ferred to  the  screening  clinics  (80  out  of  128). 
Also,  about  60  per  cent  of  all  of  the  cases  de- 
termined after  screening  to  have  definite  pa- 
thology (29  of  49  with  congenital,  rheumatic, 
potential,  or  possible  heart  disease)  were  seen  in 
clinic,  the  remainder  being  seen  only  by  the 
family  doctor,  the  school  doctor,  or  by  the  diag- 
nostic clinic. 

The  occurrence  of  demonstrable  heart  disease 
in  this  first  and  second  grade  study  group,  and 
also  as  estimated  in  the  entire  elementary  school 
population,  is  shown  in  Table  VIII.  The  esti- 
mates for  the  larger  group  assume  that  the  cases 
reported  from  the  screening  clinics  represent  60 
per  cent  of  all  cases  actually  on  record  in  the 
schools. 


Summary 

The  services  of  a trained  pediatric  cardiologist 
have  been  found  most  valuable  in  the  Buffalo 
School  Health  Sendee.  Fewer  children  are  being 
unnecessarily  labeled  “cardiacs,”  and  fewer  are 
unnecessarily  restricted  as  to  physical  activity. 
A number  of  congenital  cardiac  defects  diag- 
nosed in  the  clinic  have  been  successfully  cor- 
rected surgically.  The  prevalence  of  congenital 
and  rheumatic  cardiac  defects  in  this  area  is 
estimated  and  compared  to  the  frequency  of  oc- 
currence in  other  regions.  The  findings  em- 
phasize again  the  increasing  relative  importance 
of  congenital  cardiac  defects. 

Appreciation  of  their  considerable  help  in  preparing  this 
report  is  due  to  Dr.  Adfur  E.  Maines,  director  of  the  Division 
of  School  Health,  and  to  Dr.  Kurt  J.  Wegner  who  carried  out 
the  first  and  second  grade  record  study.  » 
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Discussion 

Alfred  Yankauer,  M.D.,  Albany  (By  invitation). — 
I should  like  to  underscore  two  important  general 
concepts  which  are  implicit  in  the  splendid  cardiac 
screening  program  in  Buffalo  schools.  The  first 
concept  relates  to  the  school  health  service  itself. 
In  many  quarters  the  case-finding  functions  of  a 
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school  health  service  are  deliberately  limited  to 
gross  screening,  and  no  attempt  is  made  to  arrive 
at  even  an  approximate  diagnosis.  Such  an  atti- 
tude infers  that  the  school  physician  is  not  a physi- 
cian at  all  and,  therefore,  incapable  of  making  a 
diagnosis.  Obviously,  Dr.  Mattison  and  his  col- 
leagues feel  that  a school  health  service  should  do 
more  than  merely  screen  children  in  a gross  fashion. 
They  mention  the  criticism  by  private  physicians 
prior  to  the  introduction  of  their  program  because  of 
the  many  unnecessary"  referrals.  This  is  a criticism 
which  parents,  as  well  as  physicians,  can  justifiably 
level  at  many"  school  health  services.  One  of  the 
additional  advantages  of  sharpening  the  diagnostic 
acumen  of  a school  health  service  is  that  it  permits 
follow-up  in  a concentrated  form  of  the  really"  im- 
portant cases.  The  12  children,  whose  definitive 
diagnosis  was  unknown  prior  to  school  cardiac 
screening  and  who  were  dramatically'  improved 
after  surgery,  are  a living  testimony  to  this  fact. 
One  might  hazard  a guess  that  following  the  17 
children  recommended  for  surgery"  was  of  far  greater 
value  than  attempting  to  follow-up  several  times  as 
many  children  with  “tonsils,”  “flat  feet,”  or  similar 
conditions  which  make  up  so  large  a part  of  the 
“defects”  reported  to  be  found  in  school  children. 

For  a school  health  service  to  sharpen  its  diag- 
nostic acumen  the  sendees  of  consultants  and  special 
technics  are  necessary".  This  principle  can  be  ap- 
plied to  many  conditions  other  than  cardiac — hear- 
ing loss,  orthopedic  impairments,  epilepsy",  to  men- 
tion a few  examples.  Although  it  is  desirable  for 
these  sendees  to  be  provided  by"  the  same  agency 
which  provides  school  health  sendees  to  the  schools 
in  an  area,  this  is  not  essential.  There  is  a role  here 
for  health  departments  in  areas  where  the  school 
health  services  are  provided  by"  boards  of  education. 
There  is  also  a great  potential  role  for  voluntary" 
health  agencies.  Several  such  combined  efforts 
exist  elsewhere  in  New  York  State,  but  I believe 
there  is  need  for  considerably"  more  effort  in  this 
field. 

Implicit  in  the  viewpoint  of  Dr.  Mattison  and  his 
colleagues  toward  a school  health  service  is  the  sig- 
nificance of  the  parent  who  must  be  present  when  a 
child  is  being  evaluated.  This  is  important,  not 
only"  in  the  evaluation  itself,  where  an  adequate 
history  is  fundamental,  but  also  in  relieving  parental 
anxiety".  If  the  findings  of  a school  health  examina- 
tion (even  when  they"  are  not  significant)  are  not 
interpreted  directly’  to  the  parent  by  a phyrsician  with 
whom  he  or  she  has  established  a relationship,  the 
burden  placed  on  a third  person  (usually  the  public 
health  nurse)  to  make  this  interpretation  alone  is 
very  great. 

I should  like  to  ask  Dr.  Mattison  whether  he 
feels  that  referrals  to  the  cardiac  screening  service 
by’  school  physicians  will  decrease  over  a period  of 
time.  Is  it  possible  that  as  school  physicians  be- 
come better  acquainted  with  the  principles  of  mak- 
ing a diagnosis  on  the  basis  of  history"  and  physical 
examination,  they  will  need  to  refer  fewer  cases  to 
the  cardiologist?  Could  this  process  of  education  be 


expedited  by  having  the  cardiologist  and  school 
physician  examine  the  child  at  the  same  time? 
Is  it  possible  that  at  some  future  date  the  cardiac 
screening  service  itself  will  no  longer  be  necessary, 
and  all  patients  may  be  referred  directly  to  the 
cardiac  diagnostic  clinic  after  consultation  with  the 
private  physician? 

The  second  concept  I should  like  to  underscore 
relates  to  the  diagnostic  clinic  itself.  In  some 
quarters  such  clinics  are  thought  of  as  screening 
only"  for  the  presence  or  absence  of  heart  disease; 
in  such  cases  no  interpretation  of  findings  is  made  to 
the  parents,  and  there  is  no  definite  follow-up  ex- 
cept for  letters  to  referring  physicians  or  agencies. 
Such  limitations,  unless  specifically  guarded  against, 
may  result  in  the  overlooking  of  a significant  and 
treatable  condition  other  than  heart  disease,  in  con- 
fusing parents  (particularly  if  no  actual  heart  disease 
is  found),  and  in  lack  of  needed  therapy"  if  the  family’ 
fails  to  return  to  the  physician  referring  them  to  the 
clinic.  Obviously",  Dr.  Mattison  and  his  colleagues 
consider  diagnosis  of  the  total  child,  interpretation  to 
parents,  and  follow-up  of  significant  findings  to  the 
point  of  therapy"  as  important  aspects  of  their  compre- 
hensive program. 

I should  like  to  ask  Dr.  Mattison  two  final  ques- 
tions. Is  there  a relationship  between  cardiac 
evaluation  and  vocational  guidance  plans  for  those 
children  who  are  really  handicapped?  This  would 
necessitate  interpretation  to  the  high  school  coun- 
selor of  the  employment  limitations  of  those  chil- 
dren who  are  truly"  handicapped,  as  well  as  the  re- 
moval of  false  labels  from  those  who  are  not  truly’ 
handicapped  and  whose  conditions  are  not  sig- 
nificant in  so  far  as  their  future  jobs  are  concerned. 
Is  there  a follow-up  of  true  rheumatic  heart  disease 
cases  comparable  to  the  follow-up  reported  in  the 
case  of  operable  congenital  heart  disease?  It 
would  seem  that  streptococcal  prophylaxis  is  almost 
as  specific  a measure  in  preventing  recurrent  attacks 
of  rheumatic  fever  as  operation  is  for  certain  ty’pes  of 
congenital  heart  disease.  Are  those  children  with 
true  rheumatic  heart  disease  receiving  prophylaxis? 

Berwyn  F.  Mattison,  M.D.,  Closing  remarks. — It 
is  true,  of  course,  that  the  records  of  the  cardiac 
screening  clinic  and  the  cardiac  diagnostic  clinic  are 
available  to  the  vocational  guidance  counselors  in 
the  schools  just  as  are  the  other  health  records. 
However,  it  has  been  our  experience  that  medical 
information  tending  to  limit  the  child’s  activities 
already"  was  all  too  available.  Probably  where 
significant  lesions  existed,  the  additional  information 
was  of  some  help. 

With  regard  to  the  follow-up  of  true  rheumatic 
heart  disease  cases,  funds  have  recently"  become 
available  for  penicillin  prophydaxis  in  a limited 
number  of  these  cases  so  that  we  now  have  some- 
thing definite  to  offer  them.  Until  funds  from  the 
State  Health  Department  or  some  other  source  are 
obtainable  for  similar  prophydaxis  in  the  remainder 
of  the  cases,  this  follow-up  can  only"  be  on  a partial 
and  demonstration  basis. 


DIAGNOSIS  AND  TREATMENT  OF  ACUTE  ABDOMINAL 
EMERGENCIES  IN  INFANCY 

Jose  M.  Ferrer,  Jr.,  M.D.,  New  York  City 

( From  the  Department  of  Surgery,  Babies  Hospital  and  Columbia  University  College  of 
Physicians  and  Surgeons ) 


THE  great  majority  of  abdominal  emergencies 
in  infancy  are  caused  by  obstruction  of  the 
alimentary  tract.  I shall  discuss  these  obstruc- 
tions in  two  groups,  those  occurring  in  the  new- 
born period  and  those  occurring  later  in  infancy. 
I propose  simply  to  mention  and  not  discuss  in 
detail  the  other  less  common  acute  abdominal 
emergencies  of  this  age  group.  Abdominal 
trauma  is  rare  in  infancy,  but  when  it  occurs, 
it  presents  the  same  problems  as  in  older 
children.  Acute  appendicitis  and  perforated  pep- 
tic ulcer  do  occur  in  infancy,  but  both  are  rare. 
Meckel’s  diverticulitis  is  uncommon  but  may 
cause  local  or  generalized  peritonitis  if  it  per- 
forates. The  so-called  “primary”  peritonitis 
due  to  streptococci  or  pneumococci  originating 
in  the  respiratory  tract  is  occasionally  seen  in 
infancy  but  is  best  treated  by  antibiotic  therapy 
without  surgery;  the  diagnosis  can  be  made  by 
peritoneal  fluid  smear  and  culture  after  aspiration 
through  a small  needle.  Congenital  megacolon, 
congenital  hypertrophic  pyloric  stenosis,  and 
congenital  diaphragmatic  hernia  should  be  oper- 
ated promptly  as  soon  as  they  are  diagnosed, 
but  they  do  not  constitute  acute  emergencies. 
Similarly,  gastrointestinal  hemorrhage,  even 
though  it  is  often  seen  in  infancy,  is  almost  never 
an  acute  emergency. 

Omphalocele  or  umbilical  eventration,  al- 
though uncommon,  is  an  extremely  urgent  emer- 
gency. Immediate  surgical  reduction  of  the 
peritoneal-covered  evisceration  and  closure  of 
the  umbilical  defect  offer  the  only  hope  of  sur- 
vival for  these  newborn  infants.  Mortality  is 
high  at  best,  and  any  delay  increases  it  sharply 
due  to  generalized  peritonitis,  other  accompany- 
ing anomalies,  or  postoperative  respiratory 
complications. 

Prompt  diagnosis  and  early  surgery  are  essen- 
tial if  we  are  to  lower  the  mortality  figures. 
Newborn  infants  withstand  surgical  shock  better 
in  the  first  forty-eight  hours  of  life  than  at  any 
time  until  they  are  two  or  three  weeks  of  age. 
Furthermore,  early  surgery  is  technically  easier, 
quicker,  and  more  accurate  because  distention  of 
the  proximal  bowel  is  much  less,  and  the  compli- 
cations of  perforation  and  peritonitis  are  not  apt 
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to  have  occurred.  The  infant’s  fluid  and  elec- 
trolyte balance  is  more  nearly  normal,  and  the 
danger  of  aspiration  pneumonia  from  repeated 
vomiting  is  minimized.  The  diagnosis  of  con- 
genital alimentary  tract  obstruction  is  usually 
obvious  by  the  third  or  fourth  day  of  life  when 
the  abdomen  is  distended,  the  infant  dehydrated 
and  vomiting  repeatedly,  and  there  have  been 
no  meconium  stools.  However,  there  are  certain 
early  signs  which  should  make  us  suspicious  of 
obstruction. 

Immediate  regurgitation  and  choking  with 
each  feeding  plus  moist  respirations  and  inability 
to  swallow  even  saliva  without  coughing  or  chok- 
ing suggest  the  presence  of  congenital  atresia  of 
the  esophagus  with  a tracheoesophageal  fistula. 
This  diagnosis  can  be  easily  and  early  confirmed 
by  gently  passing  a number  8 soft  rubber  catheter 
into  the  esophagus.  If  atresia  exists,  the  tip 
of  the  tube  will  be  arrested  at  about  the  level  of 
the  second  thoracic  vertebra.  Two  or  three 
cubic  centimeters  of  Lipiodol  instilled  into  the 
catheter  will  outline  the  blind  upper  pouch  of 
esophagus  on  the  x-ray  film  of  the  chest.  In 
the  presence  of  a tracheoesophageal  fistula  an 
abdominal  x-ray  film  will  show  air  in  the  stomach 
and  intestines.  Regurgitation  and  spillover 
from  the  blind  esophageal  pouch  make  these 
babies  very  liable  to  develop  aspiration  pneu- 
monia, and  for  this  reason  barium  examination 
of  the  esophagus  is  contraindicated.  Early 
surgical  closure  of  the  fistula  and  end-to-end 
anastomosis  of  the  proximal  and  distal  esophageal 
segments  should  be  done  extrapleurally,  if  possible 
via  a right  thoracotomy  incision  through  the 
bed  of  the  fourth  rib.  If  the  atresia  is  a long  one 
and  the  two  ends  of  the  esophagus  cannot  be 
brought  together,  it  is  necessary  to  close  the 
fistula  and  the  distal  blind  esophageal  end, 
exteriorize  the  proximal  esophageal  pouch  in  the 
right  neck,  and  do  a gastrostomy  for  feeding.  In 
some  cases  it  is  possible  to  pull  the  stomach  up 
into  the  chest  and  thus  achieve  end-to-end 
esophagoesophagostomy. 

An  anomaly  which  should  be  noted  on  the 
initial  physical  examination  done  on  an  infant 
immediately  postpartum  is  imperforate  anus. 
This  lesion  may  be  seen  first  by  a nurse  when 
she  attempts  to  take  a rectal  temperature. 
Immediate  diagnostic  steps  should  be  taken  to 
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determine  two  points.  The  first  point  is  whether 
there  is  a coexistent  rectoperineal  or,  in  the  fe- 
male. rectovaginal  fistula  and  whether  this  fistula 
is  large  enough  to  decompress  the  bowel  ade- 
quately. In  the  presence  of  a decompressing 
fistula,  surgery  mat'  be  deferred  until  the  child 
is  older.  The  presence  of  a rectovesical  or  recto- 
urethral  fistula  does  not  obviate  the  need  for  early 
surgery  because  of  the  certainty  of  severe  as- 
cending urinary  infection  if  this  type  of  fistula 
is  allowed  to  persist.  The  second  point  is  to 
determine  the  distance  between  the  anus  and  the 
lower  end  of  the  blind  rectal  pouch.  This  is 
best  done  by  taking  an  x-ray  picture  with  the 
baby  held  upside  down  and  a metal  marker  in 
the  anal  dimple.  The  distance  between  the 
marker  and  the  rectal  gas  shadow  can  thus 
be  measured.  If  the  distance  is  less  than  2 cm., 
an  anoplasty  and  dissection  of  the  pouch  with 
anastomosis  from  below  can  be  done.  If  the 
distance  is  more  than  2 cm.  or  if  there  is  a urinary 
or  high  vaginal  fistula,  an  abdominoperineal 
pull-through  operation  is  done.  In  either  case 
care  is  taken  to  preserve  the  anal  sphincter  and 
to  bring  the  rectum  accurately  through  the 
sphincter  muscles  to  the  center  of  the  anal  dimple. 
If  there  is  real  difficulty  in  mobilizing  sufficient 
left  colon  to  bridge  a long  segment  of  rectal 
atresia  or  if  the  baby  is  in  poor  general  condition, 
it  may  be  wiser  simply  to  decompress  the  bowel 
by  a left  transverse  colostomy  and  defer  definitive 
surgery  for  several  weeks  or  even  months. 

The  early  diagnosis  of  congenital  obstruction 
of  the  small  bowel  is  based  on  the  same  set  of 
signs  and  symptoms,  although  there  are  various 
etiologic  anomalies.  Vomiting  and  absence  of 
any  meconium  stools  are  the  two  earliest  signs. 
Distention  is  the  next  sign  to  appear,  but  this 
may  not  be  noticeable  for  forty-eight  to  seventy- 
two  hours  after  birth.  Vomiting  is  earliest 
and  most  profuse  in  the  high  jejunal  or  duodenal 
lesions;  it  occurs  later  in  low  ileal  and  very  late 
in  colonic  obstructions.  Abdominal  x-ray  films 
in  flat  and  both  lateral  projections  may  show 
dilated  intestinal  loops  with  fluid  levels  above 
the  obstruction,  but  this  finding  is  not  usually 
present  for  thirty-six  to  forty-eight  hours.  A 
more  important  early  sign  is  the  presence  of 
normal  upper  gastrointestinal  gas  shadows  plus 
the  absence  of  gas  in  the  colon.  This  can  often 
be  noted  bv  eighteen  to  twenty-four  hours  and 
strongly  suggests  small  intestinal  obstruction. 
When  vomiting  is  earl}'  and  prolonged,  the  in- 
fant rapidly  becomes  profoundly  dehydrated. 
The  serum  chlorides  fall,  and  the  carbon  dioxide 
content  rises.  Replacement  of  fluid  and  re- 
establishment of  electrolyte  balance  are  essential 
and  should  be  undertaken  promptly  in  the  pre- 
operative period,  while  x-ray  films  and  other 
diagnostic  procedures  are  being  done  and  while 


the  operating  room  is  being  prepared.  Fluid 
and  electrolyte  replacement  should  be  con- 
tinued during  surgery  and  in  the  early  post- 
operative period  until  oral  alimentation  can  be 
started.  A small  amount  of  whole  blood  should 
be  given  during  and  immediately  after  operation 
to  replace  blood  loss  and  correct  any  pre-existing 
deficiency.  In  the  newborn  infant  30  to  60  cc. 
usually  suffice.  A Miller-Abbott  tube  should 
be  passed  preoperativelv,  but  operation  should 
not  be  delayed  in  order  to  get  the  tube  through 
the  pylorus.  In  duodenal  or  high  jejunal  ob- 
struction a nasogastric  tube  suffices  for  decom- 
pression. 

At  operation  the  surgical  procedure  is  deter- 
mined by  the  pathology  found.  Volvulus  with 
or  without  malrotation  must  be  untwisted.  We 
do  not  usually  try  to  fix  the  reduced  loops  in  any 
set  position.  Congenital  adhesions  must  be  cut. 
Stenoses  and  atresias  must  be  bypassed,  usually 
by  a side-to-side  anastomosis,  since  there  is 
always  marked  disproportion  of  the  loops  above 
and  below  the  obstruction. 

The  operative  treatment  of  meconium  ileus  is 
one  of  the  most  difficult  of  any  in  this  group. 
The  inspissated,  hard  meconium  concretions  in 
the  lower  ileum  and  the  thick,  pasty,  tenacious 
meconium  which  fills  the  small  intestine  above 
the  obstructed  ileum  must  all  be  removed  through 
an  ileotomy  incision  by  irrigation  and  gentle 
milking  of  the  bowel.  Since  meconium  ileus  is 
invariably  due  to  deficient  pancreatic  enzyme 
secretion  resulting  from  congenital  cystic  fibrosis 
of  the  pancreas,  pancreatin  is  instilled  into  the 
ileum  before  closing  the  ileotomy  and  is  also 
given  by  mouth  postoperatively.  Meconium 
peritonitis  may  complicate  any  of  these  obstruc- 
tive lesions  due  to  perforation  which  may  occur 
in  utero  or  in  the  early  neonatal  period.  This 
complication  carries  a very  high  mortality. 

The  postoperative  treatment  should  include 
parenteral  vitamin  administration  (especially 
vitamins  C and  K),  attention  to  fluid  and  electro- 
lyte balance,  continued  intraluminal  suction 
decompression  of  the  proximal  bowel,  appropriate 
antibiotic  therapy,  and  limited  oral  intake  until 
the  anastomosis  begins  to  function.  This  may 
take  as  long  as  a week,  and  we  have  seen  it  take 
longer. 

The  obstructions  which  occur  later  in  infancy 
after  the  newborn  period  are  less  frequent  and 
more  easily  and  successfully  treated.  The  in- 
carcerated inguinal  hernia  must  always  be 
treated  with  respect  because  of  the  great  danger 
of  strangulation  of  bowel  with  gangrene.  There 
should  be  no  undue  delay  in  operating  if  an  in- 
carcerated hernia  cannot  be  promptly  reduced. 
Swallowed  foreign  bodies,  even  pointed  ones, 
should  be  treated  conservatively  with  frequent 
roentgenographic  checks  of  their  progress. 
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Ninety-five  per  cent  of  them  will  pass  sponta- 
neously in  the  stool,  and  surgical  removal  is  indi- 
cated only  if  there  are  signs  of  perforation  or  if 
the  foreign  body  is  arrested  at  some  point  in  its 
passage.  Duplications  may  occur  at  any  level 
in  the  gastrointestinal  tract,  and  they  may 
produce  partial  or  complete  obstruction  by 
compression  of  the  adjacent  bowel  lumen. 
More  commonly,  the  presenting  symptom  of  a 
duplication  is  gastrointestinal  bleeding  and 
sometimes  abdominal  pain. 

Intussusception  is  an  obstructing  lesion  in 
which  early  diagnosis  is  synonymous  with  low 
mortality  and  late  diagnosis  with  high  mortality. 
This  condition  occurs  most  frequently  in  male 
infants  between  the  ages  of  three  and  eleven 
months.  The  four  characteristic  symptoms  are 
intermittent,  crampy  abdominal  pain,  vomiting, 
a mass  (typically  “sausage-shaped”)  felt  abdomi- 
nally or  rectally  or  both,  and  the  passage  of  bloody 
stools  with  the  typical  “current  jelly”  appearance. 


Barium  enema  under  fluoroscopic  control  will 
show  the  intussusception  clearly  in  most  cases, 
and  in  the  early  stages  of  the  disease  the  retro- 
grade pressure  of  the  barium  column  will  often 
reduce  the  intussusception.  If  complete  re- 
duction is  not  clearly  obtained  by  the  barium 
enema,  surgery  should  be  resorted  to  promptly. 
Surgical  reduction  should  be  accomplished  by 
gentle  pressure  and  milking  of  the  intussucipiens 
and  never  by  traction  on  the  intussusceptum. 
In  late  cases  the  intussusception  may  be  irreduc- 
ible or  gangrenous,  and  resection  with  anasto- 
mosis is  then  necessary.  This  greatly  increases 
the  mortality. 

I have  attempted  to  present  in  outline  form 
the  diagnosis  and  treatment  of  abdominal  emer- 
gencies in  infancy.  The  most  important  of 
these  by  far  is  alimentary  tract  obstruction  in 
its  various  forms.  The  importance  of  early 
diagnosis,  immediate  preoperative  treatment, 
and  prompt  surgery  have  been  stressed. 


TECHNIC  OF  RADICAL  MASTECTOMY  WITH  REFERENCE  TO 
EXTENSION  OF  THE  DISSECTION  TO  MEDIASTINAL  AND 
CERVICAL  NODES 

Herbert  Willy  Meyer,  M.D.,  New  York  City 

{From  the  Department  of  Surgery,  New  York  University  Post-Graduate  Medical  School ) 


IT  IS  difficult  to  discuss  a controversial  subject 
and  attempt  to  be  fair  to  all  sides  of  the 
controversy,  especially  if  one  has  personal  con- 
victions. A decade  ago  this  was  not  difficult  so 
far  as  the  treatment  of  cancer  of  the  breast  was 
concerned.  At  that  time  the  two  accepted 
methods  were  irradiation  and  adequate  radical 
mastectomy.  In  other  words  we  agreed  that 
either  surgery  or  irradiation  was  the  best 
method  available. 

I have  been  asked  by  the  officers  of  the  Section 
on  Surgery  of  the  New  York  State  Medical 
Society  to  discuss  the  technic  of  the  standard 
radical  mastectomy  with  special  reference  to  the 
extension  of  the  operation  to  the  dissection  of  the 
cervical  and  mediastinal  lymph  nodes,  as  sug- 
gested by  Wangensteen  and  his  coworkers,  and 
to  the  continuity  resection  of  the  chest  wall  in- 
cluding the  internal  mammary  chain  of  nodes  as 
performed  by  Urban  on  the  Breast  Service  of  the 
Memorial  Cancer  Center. 

I believe  the  majority  of  clinicians  and  surgeons 
are  of  the  opinion  that  the  best  advice  they  can 
give  patients  is  surgical  radical  mastectomy  with 
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or  without  postoperative  irradiation.  This  is  so 
if  the  lesion  is  removable  in  continuity  with  the 
regional  lymph  node  field. 

In  1894,  now  fifty-nine  years  ago,  William 
Halsted1-2  in  Baltimore  and  Willy  Meyer3  in 
New  York  independently  published  their  work 
on  the  treatment  of  cancer  of  the  breast.  They 
laid  down  the  basic,  fundamental  principles  of 
cancer  surgery,  especially  as  applied  to  the 
treatment  of  cancer  of  the  breast.  Immediately 
thereafter,  the  survival  rate  greatly  improved. 
The  basic  principle  was  the  removal  of  the  entire 
breast  containing  the  tumor  with  wide  skin 
removal,  thin  skin  flaps,  excision  of  both  pectoral 
muscles,  and  the  removal  by  sharp  dissection  of 
the  accessible  lymphatic  drainage  area,  namely, 
the  cancer  field.  Both  authors  recognized  the 
fact  that  the  supraclavicular  nodes  were  a great 
danger  point  if  the  axillary  nodes  were  extensively 
involved,  especially  at  the  apex  of  the  axilla.  At 
times  they  included  or  added  a supraclavicular 
node  dissection  in  indicated  cases,  but  they  dis- 
covered clinically  that  if  these  nodes  were  in- 
volved, the  survival  rate  was  not  sufficiently  im- 
proved to  warrant  the  added  surgical  procedure. 
Therefore,  frequent  supraclavicular  node  dis- 
section was  given  up  by  them. 
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Halsted,  Willy  Meyer,  Sampson  Handley, 
their  coworkers,  and  many  other  surgeons  also 
recognized  the  danger  of  the  then  inaccessible 
nodes  along  the  internal  mammary  vessels.  It 
was  technically  too  dangerous  in  those  days  to 
think  of  opening  the  chest  and  attempting  to 
explore  the  mediastinal  nodes  or  to  excise  them. 
I well  remember  some  cases  in  which  Willy  Meyer 
implanted  radium  at  the  time  of  radical 
mastectomy  in  the  intercostal  spaces  at  the 
perforating  vessels  close  to  the  sternum  in 
patients  in  whom  he  feared  or  suspected  involve- 
ment of  the  internal  mammary  nodes. 

However,  the  recent  publications  and  teaching 
of  McWhirter4  and  Bruce  of  Edinburgh  and  the 
statistical  studies  of  Park  and  Lees5  have 
created  great  confusion  in  the  minds  of  physicians 
and  also  of  some  surgeons,  who  now  do  not  know 
just  how  to  advise  their  patients.  This  is 
especially  so  in  patients  who  are  definitely 
operable  by  adequate  radical  mastectomy.  The 
compass  pointing  the  way  is  now  unstead}'  and 
fluctuating.  The  pendulum  is  swinging  in  two 
directions.  At  the  one  end  of  the  excursion  of  the 
pendulum  is  the  conservative  teaching  of  Mc- 
Whirter, namely,  simple  mastectomy  followed  by 
x-ray  irradiation  of  the  entire  field  including  the 
axilla,  supraclavicular  fossa,  chest  wall,  and 
mediastinum.  At  the  other  end  of  the  excursion 
of  the  pendulum  is  the  more  radical  surgical 
procedure  advocated  by  Wangensteen,  namely, 
radical  mastectomy  either  with  immediate  or 
secondary  dissection  of  the  supraclavicular  and  an- 
terior and  deep  mediastinal  nodes.  This  procedure 
his  clinic  terms  the  “super-radical  mastectomy.” 
In  the  same  arc  of  the  pendulum  is  the  ingenious 
procedure  of  Urban,6  namely,  the  resection  of  a 
portion  of  the  sternum  and  the  adjoining  chest 
wall.  This  resection  includes  the  internal 
mammary  vessels  from  the  first  to  the  sixth  ribs 
by  resecting  the  second,  third,  fourth,  and  fifth 
costal  cartilages  and  anterior  ends  of  the  ribs  with 
the  attached  pleura  containing  the  internal 
mammary  vessels  and  nerves.  The  great  value 
of  this  well-planned  addition  is  that  the  resection 
is  in  continuity  writh  the  breast  and  axillary 
dissection. 

In  the  middle  of  this  wide  swung  of  the  pen- 
dulum are  many  general  surgeons  all  over  our 
country  and  the  world  who  have  up  to  now 
accepted  the  basic  fundamental  principles  of 
good  cancer  surgery  and  have  and  are  performing 
the  standard  radical  mastectomy.  Some  of 
these  surgeons  are  now  uncertain  whether  they 
should  hold  steady  or  whether  they  should  turn 
in  either  direction.  Should  they  go  to  the  right 
(McWhirter)  and  conservatism  or  to  the  left 
(Wangensteen  and  Urban)  and  greater  radical- 
ism? 


There  are  certainly  definite  facts  on  both  sides 
of  the  question  that  give  much  food  for  thought 
and  serious  consideration.  As  of  the  present 
writing,  I plan  to  continue  down  the  middle  of  the 
road,  and  it  is  my  opinion  that  I am  probably 
serving  my  patients  best  by  performing  a 
standard  adequate  radical  mastectomy  according 
to  the  accepted  fundamental  principles  of  the 
radical  operation  for  cancer  of  the  breast.  The 
best  possible  cancer  surgery  technic  must  be 
employed  of  course.  I shall  also  continue  to 
teach  these  principles.  I shall  encourage  and 
urge  my  confreres  who  are  active  in  general 
surgery  and  who  perform  many  of  these  opera- 
tions to  do  the  same. 

In  support  of  my  personal  thoughts  on  this 
subject  I must  express  ideas  about  some  of  the 
facts  that  the  other  authors  have  placed  before 
us. 

Newer  Technics 

The  outstanding  surgeon  and  author  who  has 
reactivated  the  old  interest  in  and  realization  of 
the  importance  of  early  extension  of  metastatic 
cancer  to  the  lymph  nodes  along  the  internal 
mammary  vessels  of  the  anterior  mediastinum  is 
Robert  J.  Handley,  the  illustrious  son  of  the 
famous  Sampson  Handley  of  England.  Late  in 
1946,  Handley7  found  that  radical  mastectomy 
would  fail  in  33  per  cent  before  operation  was 
started  on  account  of  internal  mammary  node 
involvement.  In  other  words,  out  of  125  cases 
in  which  he  explored  the  anterior  mediastinal 
nodes  along  the  internal  mammary  vessels, 
radical  mastectomy  would  fail  to  remove  all  of 
the  cancer  in  about  half  of  the  cases  with  positive 
axillary  nodes.  When  the  tumor  was  in  the  inner 
half  of  the  breast  with  positive  axillary  nodes, 
radical  mastectomy  would  fail  to  remove  all  of 
the  cancer  in  about  three  fourths  of  the  cases. 
When  a tumor  in  the  outer  half  of  the  breast 
had  metastasized  to  the  axilla,  only  about  one  in 
four  also  had  deposits  inside  the  chest.  This 
proves  the  frequency  of  early  involvement  of 
the  nodes  along  the  internal  mammary  vessels 
in  tumors  situated  in  the  inner  half  of  the  breast 
and  under  the  areola. 

Handley  further  found  that  the  greater  the 
degree  of  axillary  involvement,  the  greater  was 
the  degree  of  involvement  of  the  nodes  along  the 
internal  mammary  chain.  Handley  felt  that 
clinical  staging  of  the  cases  into  I,  II,  and  III 
could  be  misleading:  stage  I cases  are  those  in 
which  the  primary  tumor  in  the  breast  is  the 
only  evidence  of  carcinoma;  stage  II  are  those 
cases  with  primary  tumor  of  the  breast  and 
axillary  node  involvement;  stage  III  are  those 
cases  with  primary  tumor  of  the  breast  and 
distant  metastases  as  well  as  axillary  involve- 
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ment.  Handley  considers  cases  with  involve- 
ment of  nodes  along  the  internal  mammary 
vessels  as  stage  III  cases.  I agree  with  him.  He 
feels,  however,  that  we  must  be  more  selective  in 
planning  radical  surgery  for  patients  with 
mediastinal  involvement.  He  is  probably  correct 
on  this  point.  Many  cases  now  classified  as 
stage  II  cases  actually  are  already  stage  III  cases 
or  would  be  classified  as  such  if  the  nodes  along 
the  internal  mammary  vessels  had  been  ex- 
plored at  the  time  of  operation.  In  his  series  of 
125  cases  in  which  he  explored  the  mediastinal 
nodes  Handley  found  that  there  was  no  marked 
change  in  the  cases  classified  as  stage  I ; 42  cases 
changed  only  to  38  after  exploration  of  the  in- 
ternal mammary  nodes.  Along  the  same  lines 
cases  classified  primarily  as  stage  II  showed  a 
marked  decrease  after  exploration  of  the  nodes 
along  the  mammary  chain.  Seventy-five  stage 
II  cases  changed  to  43,  the  others  becoming  stage 
III.  However,  cases  classified  primarily  as  stage 
III,  eight  in  number,  were  markedly  increased  to 
44  cases  after  exploration  of  the  internal 
mammary  chain  of  nodes.  In  a follow-up  of 
three  or  more  years  the  survival  rate  of  60  cases 
which  had  an  internal  mammary  biopsy  showed 
that  out  of  four  patients  who  had  only  internal 
mammary  node  involvement  all  were  alive  after 
three  years.  Out  of  21  cases  with  only  axillary 
involvement  14  were  alive,  and  of  17  cases  with 
both  axillary  and  internal  mammary  node  in- 
volvement five  were  alive.  Of  18  cases  with  no 
nodes  involved  17  were  alive. 

I have  unfortunately  not  had  the  opportunity 
to  observe  Dr.  Wangensteen  and  his  coworkers 
perform  a “super-radical  mastectomy.”  How- 
ever, I did  see  his  interesting  slides  which  he 
presented  at  the  Second  National  Cancer  Con- 
ference in  Cincinnati  in  March,  1952.  I am 
indeed  grateful  to  Dr.  Wangensteen  who  asked 
Dr.  F.  John  Lewis  of  his  clinic  to  reply  to  some  of 
my  questions  asked  in  a personal  communication. 
From  this  communication  I report  the  following 
abstracted  facts. 

As  of  January,  1953,  54  patients  have  had  the 
super-radical  dissection  of-  the  mediastinum. 
Fifty  of  these  patients  had  the  operation  per- 
formed for  carcinoma  of  the  breast.  The 
operative  mortality  was  13  per  cent  with  no 
operative  mortality  in  the  last  14  cases.  Sixty 
per  cent  of  the  patients  had  cancer  that  would 
not  have  been  removed  by  the  standard 
mastectomy  alone.  According  to  the  operative 
criteria  of  Haagensen  and  Stout,8’9  Dr.  Lewis 
stated  the  percentage  who  have  carcinoma  outside 
of  the  region  of  the  standard  mastectomy  is  still 
high,  i.e.,  49  per  cent.  Dr.  Lewis  felt  that  it 
was  still  too  early  to  tell  whether  these  patients 
who  had  the  super-radical  mastectomy  have  a 
better  chance  of  surviving  their  cancer. 


About  one  half  of  the  super-radical  mas- 
tectomies have  had  the  entire  procedure  in  one 
stage.  Of  the  stage  procedures  some  were 
staged  because  axillary  nodes  were  found  to  be 
involved  by  the  pathologist  which  had  not  been 
suspected  clinically.  Other  cases  were  inten- 
tionally staged.  In  the  latter  about  two  months 
elapsed  between  the  two  stages.  This  allowed 
sufficient  time  for  heahng  and  recovery  from  the 
first  operation. 

When  the  sternum  is  split  in  Dr.  Wangensteen’s 
procedure,  it  is  split  out  into  the  first  and  fourth 
interspace.  By  splitting  the  sternum  out  into 
the  first  interspace  and  resecting  the  first  rib,  the 
clavicle  is  easily  elevated,  and  thus  the  internal 
mammary  vessels  are  exposed  from  their  origin 
down  to  the  level  of  the  fourth  or  fifth  interspace. 
Thereby,  the  entire  internal  mammary  vessels 
can  be  removed  from  their  origin  to  the  fifth 
interspace. 

The  Wangensteen  clinic  has  found  some  in- 
volvement of  the  deep  mediastinal  nodes  without 
apparent  involvement  of  the  internal  mammary 
nodes.  About  this  fact  Dr.  Lewis  would  not  be 
definite  without  further  study.  In  the  majority 
of  cases  the  deep  mediastinal  nodes  were  not  in- 
volved unless  there  was  also  involvement  of  the 
internal  mammary  nodes.  All  patients  with 
mediastinal  node  involvement  also  had  axillary 
nodes  involved.  About  an  equal  number  of 
cases  with  mediastinal  node  involvement  had  or 
did  not  have  supraclavicular  node  involvement. 

Next  I would  like  to  take  up  the  procedure  as 
devised  by  Urban.10  The  principle  of  this 
procedure  is  an  extension  of  the  standard  radical 
mastectomy  by  the  resection  of  the  lateral 
portion  of  the  sternum  and  resection  of  the  second 
to  fifth  rib  cartilages,  intercostal  spaces,  inner 
margin  of  the  ribs,  and  the  underlying  pleura. 
This  window  of  chest  wall  contains  the  lymph 
nodes  along  the  internal  mammary  vessels,  as 
demonstrated  many  years  ago  by  the  anatomic 
studies  of  Cruikshank  (1790),  Sappey  (1872), 
Gray  (1890),  Stibbe  (1918),  and  more  recently 
by  Dahl-Iversen  and  Sorensen  (1951).  The 
window  of  chest  wall  is  left  attached  to  the  over- 
lying  origin  of  the  pectoralis  major  muscle  and  is 
removed  in  continuity  with  the  standard  radical 
mastectomy.  This  basic  principle  of  cancer 
surgery  certainly  favors  this  procedure  if  we  feel 
that  involvement  of  the  nodes  along  the  internal 
mammary  vessels  still  permits  us  to  classify  the 
case  as  a so-called  stage  II  case  and  not  a stage  III 
case.  Handley  feels  they  are  stage  III  cases 
if  the  internal  mammary  nodes  are  involved, 
and  I agree  with  him  at  present.  The  one  point 
in  Urban’s  procedure  which  he  may  possibly  im- 
prove on  is  the  fact  that  the  origin  of  the  internal 
mammary  vessels  behind  the  first  rib  and  inner 
end  of  the  clavicle  are  not  accessible  and  re- 
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moved.  Haagensen  calls  this  area  the  “Grand 
Central  Terminal”  of  the  lymphatic  drainage 
area.  It  is  here  that  cancer  cells  are  so  apt  to 
enter  the  blood  stream  and  cause  widespread 
metastases.  Wangensteen’s  super-radical  mas- 
tectomy attacks  this  area,  but  the  main  nodes 
along  the  internal  mammary  vessels  are  dissected 
out  from  under  the  costal  cartilages  rather  than 
removed  in  continuity  as  so  well  planned  and 
performed  by  Urban.  Of  course,  Urban  does  not 
dissect  the  deeper  mediastinal  nodes  as 
Wangensteen  does. 

Urban  closes  the  chest  wall  defect  where  the 
window  is  excised  with  a living  fascia  lata  im- 
plant. This  he  considers  important  if  there 
should  be  necrosis  of  the  skin  flap  from  the 
opposite  breast  which  is  employed  to  cover  the 
fascia  lata  graft.  The  opposite  breast  is  under- 
mined and  drawn  across  the  window  and  fascia 
lata  implant. 

At  the  meeting  of  the  Ewing  Society  held  in 
March,  1953,  at  the  Memorial  Cancer  Center, 
Slaughter  of  Chicago  reported  that  he  had 
performed  the  Urban  procedure  17  times  in 
selected  patients  with  central  or  medial  quadrant 
lesions.  Sixteen  cases  had  positive  nodes  along 
the  internal  mammary  vessels.  In  only  two 
cases  was  there  involvement  of  the  nodes  along 
the  internal  mammary  vessels  without  involve- 
ment of  the  axillary  nodes.  All  other  14  cases 
had  both  groups  of  nodes  involved.  He  em- 
ployed tantalum  wire  mesh  to  close  the  defect 
which  he  found  a satisfactory  and  time-saving 
procedure.  Effler11  has  reported  recently  that  he 
prefers  steel  wire  mesh  to  the  tantalum  wire  mesh 
in  repair  of  chest  wall  defects.  Slaughter  felt 
that  the  indication  for  the  Urban  procedure  was 
in  early  cases  of  central  and  medial  tumors. 

At  the  same  meeting  Sugarbaker  reported  that 
he  had  performed  the  Urban  procedure  46  times. 
He  did  not  employ  either  tantalum  mesh  or  fascia 
lata  to  close  the  defect  in  the  chest  wall  but  only 
resected  the  second,  third,  and  fourth  cartilages 
without  a margin  of  the  sternum.  In  lesions  of 
the  central  and  medial  portion  he  found  the 
mediastinal  nodes  involved  in  about  30  per  cent 
of  the  cases.  Ten  per  cent  of  these  had  only 
mediastinal  nodes  involved  while  20  per  cent  also 
had  axillary  nodes  involved.  If  these  nodes 
were  involved,  over  half  the  cases  thus  treated  are 
now  dead. 

Urban  at  the  same  meeting  reported  that  he 
had  performed  his  internal  mammary  node 
dissection  81  times  with  only  one  operative 
mortality  (1.2  per  cent).  Fifty-nine  per  cent 
had  positive  axillary  nodes  and  41  per  cent 
positive  internal  mammary  nodes.  The  majority 
of  positive  nodes  were  found  in  the  second  and 
third  interspaces.  Urban  stated  that  on  the  basis 
of  lymph  node  studies  it  was  essential,  in  his 


opinion,  to  remove  the  inner  margin  of  the 
sternum  in  order  to  resect  all  of  the  nodes. 
Urban  felt  that  the  selection  of  cases  where  the 
added  procedure  is  indicated  is  a difficult  one.  It 
should  not  be  done  in  too  early  cases  or  in  too 
late  cases  but  is  probably  most  indicated  in  the 
cases  which  the  tumor  is  in  the  inner  quadrants  or 
under  the  areola. 

At  the  present  time  I personally  feel  that  I 
shall  let  Wangensteen  and  his  associates  perform 
the  super-radical  mastectomy.  After  five  and 
more  years  it  will  be  most  interesting  to  find  out 
whether  the  procedure  will  have  sufficiently  in- 
creased the  survival  rate  statistically  to  warrant 
the  adoption  of  this  procedure.  As  yet  its  value 
has  not  been  proved.  It  is  still  too  early. 
Similarly,  it  will  be  most  interesting  to  see 
whether  Urban's  follow-up  statistics  will  show  a 
marked  increase  in  the  survival  rate  of  the  cases 
in  which  the  nodes  along  the  internal  mammary 
vessels  were  found  involved  with  metastases. 

The  one  fear  I have  is  that  the  procedure  of  the 
super-radical  mastectomy  and  the  resection  of 
the  chest  wall  might  be  attempted  by  some  casual 
surgeons  in  clinics  which  are  not  adequately 
equipped  to  perform  these  procedures  with  the 
low  operative  mortality  of  Urban  and  the  13  per 
cent  mortality  of  Wangensteen.  If  the  operative 
mortality  of  radical  mastectomy,  now  usually 
under  1 per  cent,  suddenly  increased  markedly,  it 
would  certainly  tend  to  bring  discredit  to  radical 
mastectomy.  The  public,  physicians,  and  some 
surgeons  would,  therefore,  be  tempted  to  favor 
the  conservative  philosophy  of  McWhirter  and 
Bruce.  I cannot  help  but  feel  that  that  would 
be  a great  pity  and  would  turn  the  hands  of  the 
clock  of  progress  backward  as  far  as  the  treat- 
ment of  cancer  of  the  breast  is  concerned. 

Some  day  we  may  find  some  method  of  treat- 
ment for  cancer  that  will  put  irradiation  and 
surgery  into  the  discard.  Until  that  happy 
day  arrives,  however,  it  certainly  seems  wise  to 
adhere  to  the  basic  fundamentals  of  cancer 
surgery,  standardized  many  years  ago.  which  we 
know  prolong  life  in  comparative  comfort  in  a 
high  percentage  of- cases  for  these  unfortunate 
sufferers  with  cancer  of  the  breast. 

In  the  meantime  it  is  wise  that  the  extensions 
of  the  fundamental  radical  operation  be  followed 
in  those  clinics  and  by  those  surgeons  only  who 
are  well-equipped  by  training  and-  facilities  to 
perform  and  further  perfect  the  technics  and 
follow  these  cases  and  report  on  their  results. 
We  all  will  certainly  keep  an  open  mind  and 
accept  the  ultraradical  procedures  if  they  prove 
their  worth  with  safety  to  the  patients.  At  the 
moment  I feel  that  their  worth  is  not  yet  an 
established  fact  and  probably  should  not  be  j 
universally  accepted  and  followed. 

However,  I now  wish  to  discuss  what  we  all 
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should  consider  the  basic  principles  of  the 
adequate  standard  radical  mastectomy.  These 
principles  are  based  on  the  original  work  of 
Halsted  and  Willy  Meyer. 

Basic  Principles  of  Radical  Mastectomy 

As  far  as  cancer  surgery  technic  is  concerned, 
our  knowledge  of  the  spread  of  cancer  cells  is  of 
utmost  importance.  Most  authorities  accept 
the  theory  of  embolic  spread  of  cancer  rather 
than  that  of  permeation  along  the  lymphatics  of 
the  fascial  planes.  Embolic  spread  may  occur 
either  by  way  of  the  lymph  vessels  or  the  blood 
vessels.  In  the  majority  of  cases  the  spread  is 
by  way  of  the  lymph  vessels  to  the  regional  lymph 
nodes.  In  the  nodes  cancer  cells  may  be  arrested 
and  grow  slowly  or  rapidly.  Occasionally  the 
cells  may  even  pass  through  a node  along  the 
perilymphnode  space  and  pass  on  to  a further 
node.  I have  been  struck  many  times  by  the 
fact  that  I have  seen  fairly  large  lymph  vessels 
empty  directly  into  the  axillary  vein  during  the 
sharp  dissection,  especially  near  the  apex  of  the 
axilla.  No  matter  how  small  a group  of  car- 
cinoma cells  may  be  in  a lymph  node,  these  cells 
certainly  act  as  a focus  from  which  embolic  spread 
may  occur  and  create  microscopic  unrecognized 
distant  metastases.  These  may  be  present  at 
the  time  of  the  beginning  of  the  operation.  No 
matter  how  careful  the  technic  or  how  ultra- 
radical the  mastectomy,  the  final  fate  of  the 
patient  may  already  then  be  sealed.  Cancer  cells 
may  also  attach  themselves  to  the  walls  of  blood 
vessels,  always  veins,  at  the  site  of  the  primary 
tumor.  Here  they  may  grow  through  the  wall 
of  the  vein  and  form  a tumor  thrombus.  Once 
again,  any  procedure  that  would  break  off  a few 
cells  from  this  tumor  thrombus  and  change  it  to 
an  embolus  will  seal  the  fate  of  the  patient. 

A great  deal  can  be  done  by  the  diagnostician 
during  the  examination  of  the  breast  and  by  the 
surgeon  during  the  technical  surgical  procedure 
to  prevent  this  spread  of  cancer  cells.  This  is 
accomplished  primarily  by  gentleness  and  light- 
ness of  touch  while  palpating  the  breast  and  also 
during  the  various  steps  of  the  surgical  procedure. 

The  basic  principle  of  the  standard  radical 
operation  for  cancer  of  the  breast,  as  practiced  on 
our  Tumor  Service  at  the  New  York  University 
Post-Graduate  Medical  School,  is  surgical  re- 
moval in  continuity  of  the  primary  accessible 
cancer  field.  This  means  removal  of  the  breast 
containing  the  primary  tumor  and  the  regional 
lymphatic  drainage  area,  accomplished  as  follows: 

1.  Removal  of  the  breast  with  all  of  the  skin 
of  the  breast,  centering  the  tumor  so  that  the 
skin  excision  lies  4 to  5 cm.  from  the  margin  of 
the  tumor.  This  is  important  if  the  tumor  is 
near  the  periphery  of  the  breast. 

2.  Reflection  of  all  skin  flaps,  thin,  and  with 


a minimal  amount  of  fat  and  definitely  no  breast 
tissue  attached  to  the  skin  until  all  the  land- 
marks are  exposed. 

3.  Removal  in  toto  of  both  pectoralis  major 
and  minor  muscles  without  entering  the  plane 
between  these  two  muscles,  where  there  are  lymph 
vessels  and  lymph  nodes  (Rotter’s  nodes). 

4.  Meticulous  sharp  dissection  with  a sharp 
scalpel  of  the  axilla  with  removal  of  the  sheath  of 
the  axillary  vein.  The  nodes  are  attached  to  and 
lie  on  the  sheath  of  the  vein. 

5.  Excision  of  the  axillary  vein  if  the  nodes 
seem  attached  to  the  adventitia  of  the  vein  or  if 
more  extensive  involvement  of  the  nodes  is  found 
at  the  time  of  operation  than  suspected  clinically 
by  examination.  Preservation  of  the  cephalic  vein 
and  its  entrance  into  the  axillary  vein  is  of  value 
and  will  help  to  prevent  edema  of  the  arm, 
especially  if  the  axillary  vein  must  be  resected. 

6.  Dissection  of  the  subscapular  space  with 
the  preservation  of  the  long  thoracic  nerve  of 
Bell  supplying  the  serratus  anticus  muscle. 
Preservation  or  sacrifice  of  the  thoracodorsal 
nerve  and  subscapular  artery  and  vein  depends 
on  the  degree  of  nodal  involvement. 

7.  Excision  of  the  fascia  over  the  serratus 
anticus  muscle  and  intercostal  muscles. 

8.  Excision  of  the  fascia  over  the  upper 
portion  of  the  external  oblique  muscle. 

9.  Excision  of  the  upper  portion  of  the 
anterior  sheaths  of  both  recti  muscles. 

10.  Removal  of  the  fascia  over  the  origin  of 
the  opposite  pectoralis  major  muscle  at  the  site 
of  the  perforating  vessels. 

11.  Thorough  irrigation  of  the  wound  with 
saline  to  flush  out  possible  free  tumor  cells. 

12.  Closure  of  the  wound  with  immediate 
skin  graft  if  the  skin  edges  cannot  easily  be 
approximated  without  tension. 

The  type  of  skin  incision  employed  by  the 
individual  surgeon  makes  no  difference  whatso- 
ever. The  important  point  is  that  the  skin 
incision  must  be  adequate  in  order  to  expose  all 
of  the  fixed  landmarks  and  to  permit  the  surgeon 
to  follow'  all  of  the  above  principles  of  the  radical 
operation.  It  is  not  w'ise  to  apply  the  name  of  an 
individual  surgeon  to  the  type  of  skin  incision 
employed  in  an  adequate  radical  operation.  One 
finds  drawings  in  textbooks  with  innumerable 
types  of  incisions  with  surgeons’  names  applied 
to  them.  If  one  desires  to  name  the  fundamental 
radical  operation,  then  there  are  two  names  that 
might  be  employed,  either  Halsted  or  Willy 
Meyer.  The  Halsted  technic  starts  the  dis- 
section at  the  sternum  and  dissects  outward,  end- 
ing with  the  axillary  dissection  and  subscapular 
dissection.  The  Willy  Meyer  technic  starts  with 
the  axillary  dissection  and  subscapular  dissection 
and  crosses  the  chest  wrall  from  without  medially 
ending  at  the  sternum. 
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The  knowledge  and  appreciation  of  the  spread 
of  cancer  cells  also  has  been  the  basis  of  the 
formulation  of  the  principles  of  cancer  surgery 
technic,  especially  as  applied  to  breast  cancer 
surgery.  These  principles  aid  in  helping  to  pre- 
vent spread  of  cancer  cells  during  the  operation 
and  implantation  of  cancer  cells  in  the  large  raw- 
wound  of  the  operative  field,  which  may  be  one  of 
the  main  causes  of  local  reappearance  of  cancer 
in  the  field  of  operation.  The  principles  are  as 
follows: 

1.  Operate  carefully,  gently,  and  by  sharp 
dissection.  Do  not  steeplechase.  Discard  or 
disregard  the  clock  in  the  operating  room.  It  is 
a pity  in  cancer  surgery  that  patients  nowadays 
so  often  have  to  pay  for  the  use  of  the  operating 
room  according  to  the  time  taken  by  the  surgeon. 
This  tends  to  make  some  surgeons  hurry  a cancer 
operation.  It  makes  no  difference  nowadays 
how  long  an  operation  takes.  Modem  anesthesia, 
blood  transfusions,  and  careful  technic  with  a 
minimum  of  blood  loss  have  made  good  surgery- 
safe  and  possible. 

2.  The  weight  of  heavy  metal  hemostats  on 
the  tissues  and  the  handling  of  these  may  cause 
embolization  of  tumor  cells  during  the  operation. 
Therefore,  stop  frequently  during  the  various 
steps  of  the  operation  to  get  rid  of  the  hemostats. 
Use  electrocoagulation  on  the  tumor  side  to  save 
time  and  ligation  with  silk  or  cotton  on  the  tissue 
side.  Plain  catgut  on  the  chest  wall  at  the  site  of 
possible  skin  graft  is  wise. 

3.  Wash  and  boil  all  hemostats  after  they 
have  been  removed  from  the  tissues.  This  will 
aid  in  preventing  implantation  of  tumor  cells. 

4.  Sharp  retraction  of  tissues  on  the  tumor 
side  should  be  avoided.  If  used,  the  same 
retractor  should  never  thereafter  be  used  on  the 
tissue  side.  Cancer  cell  implantation  near  the 
skin  margin  is  easily  possible  if  this  principle  is 
not  followed. 

5.  The  operation  should  proceed  in  definite, 
set  stages  according  to  fixed  landmarks.  Only 
the  portion  of  the  large  wound  being  dissected 
should  be  exposed.  The  remainder  should  be 
kept  covered  with  either  towels  or  laparotomy 
pads.  This  also  aids  in  preventing  implantation 
of  tumor  cells. 

6.  Scalpel  blades  should  be  changed  fre- 
quently to  prevent  implantation  of  tumor  cells. 
This  also  permits  a more  meticulous  sharp 
dissection,  especially  in  the  axilla.  The  safest 
instrument  in  the  hands  of  a surgeon  is  a sharp 
scalpel.  A dull  one  is  always  dangerous. 

7.  Discard  and  change  the  solution  in  wash 
basins  after  washing  hands  and  rubber  gloves. 
White15  of  the  Roosevelt  Hospital  in  New  York 
and  others  have  recovered  tumor  cells  from  this 
wash  water. 

8.  Draping  of  the  operative  field  at  time  of 


biopsy  and  proper  sealing  of  the  biopsy  wound 
are  also  important  factors  in  preventing  im- 
plantation of  tumor  cells. 

These  then  are  the  fundamental  principles  of 
an  adequate  standard  radical  operation  and  the 
principles  of  cancer  surgery  technic  which  I hope 
will  be  followed  at  the  present  time  by  all  general 
surgeons  who  do  the  majority  of  this  type  of  work. 

I do  feel  that  many  fives  will  be  prolonged  and 
made  happier  thereby. 

I must  also  say  something  about  the  teachings 
of  the  Scottish  authors,  MeWhirter  and  Bruce. 

I have  had  the  privilege  of  meeting  Dr.  Me- 
Whirter, the  radiotherapeutist,  and  Mr.  Bruce, 
the  surgeon,  when  they  visited  our  country.  I 
have  had  the  opportunity  of  listening  to  their 
philosophies  and  their  beliefs  and  their  teachings. 

I am  convinced  that  they  are  completely  honest 
and  believe  sincerely  that  they  are  correct.  * 
However,  at  the  present  time  I am  not  convinced 
that  surgeons  should  discard  the  fundamentals  . 
of  the  radical  operation  for  cancer  of  the  breast 
purely  on  the  basis  of  their  statistical  studies. 
As  Handley  said  this  fall  at  the  meeting  of  the 
American  Cancer  Society  in  New  York,  a pro- 
cedure which  works  well  in  the  hands  of  certain 
enthusiasts  does  not  necessarily  work  well  in  the 
hands  of  everyone  else.  Sir  Heneage  Ogilvy  of 
England  once  made  an  astute  observation  when  he 
said  that  “statistics  are  either  too  true  to  be  good 
or  too  good  to  be  true.”  I think  we  must  use  in- 
dividual judgment  in  every  case.  We  must  not 
determine  the  treatment  of  even-  case  accord- 
ing to  statistics  alone.  Statistics  show  a trend, 
but  they  should  not  be  the  final  word  in  the 
determination  of  treatment! 

Mr.  Bruce  recently  stated  in  New  York  that 
they  felt  in  Edinburgh  that  the  Halsted  and 
Willy  Meyer  operation  for  cancer  of  the  breast 
had  been  a failure  and  that  that  was  the  reason 
men  like  Dahl-Iversen  and  Sorensen,  Wangen- 
steen, and  Urban  had  become  more  radical  in 
their  procedures,  while  they  in  Edinburgh  had 
become  more  conservative.  On  the  basis  of  their 
statistical  studies  they  now  rely  in  Edinburgh  on 
simple  mastectomy  and  irradiation.  The  simple 
mastectomy,  Mr.  Bruce  stated,  was  often  not 
even  a complete,  good  simple  mastectomy. 
Yen-  little  skin  is  excised,  and  the  skin  flaps  are 
made  thick  so  that  early  healing  will  take  place. 
All  they  try  to  do  is  to  get  rid  of  the  bulk  of  the 
breast.  In  this  manner  x-ray  therapy  can  be 
started  as  quickly  as  possible  after  the  surgical 
procedure.  The  Edinburgh  group  feel  that 
dissection  of  the  axilla  explodes  and  spreads  the 
cancer.  They  liken  an  axillary  dissection  to  an 
operation  in  the  axilla  in  the  presence  of  virulent 
bacteria.  They  state  that  no  surgeon  would 
dissect  an  axilla  under  such  circumstances  so  why 
should  they  do  so  in  the  presence  of  cancer  cells. 
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I cannot  agree  with  Mr.  Bruce  or  Dr.  McWhirter 
on  this  point.  If  it  were  so,  we  should  give  up 
all  surgery  for  cancer  in  every  portion  of  the 
human  body.  The  same  principle  would  hold 
true  everywhere.  The  five-year  survival  follow- 
ing radical  mastectomy  of  patients  with  histo- 
logically proved  axillary  metastases  confirms  my 
conclusion.  I believe  that  adequate,  efficient, 
radical  surgery  is  at  the  moment  the  best  form  of 
therapy  until  an  entirely  different  and  newer 
imode  of  therapy  is  discovered. 

To  be  sure,  there  are  certain  cases  in  which 
surgery  is  contraindicated.  In  these  cases  irradia- 
tion sterilization,  hormone  therapy,  possible  ad- 
renaleetomy,  or  a combination  of  one  or  more 
i methods  of  therapy  are  indicated  to  relieve  pa- 
tients and  make  them  and  their  families  happier. 
Yet  tlere  are  some  instances  in  which  even  pallia- 
tive radical  surgery  will  make  the  life  of  a patient 
infinitely  more  comfortable  than  if  they  had  not 
been  operated.  We  must  individualize  every 
case.  As  long  as  we  are  honest  with  the  patient 
and  the  family  and  do  not  promise  or  assure  anv- 
thing  definite  or  positive,  our  conscience  can  be 
clear,  and  we  can  be  satisfied  that  we  have 
chosen  the  best  method  of  treatment  for  that 
individual  patient.  I feel  that  in  our  profession 
we  must  not  work  for  or  make  decisions  on 
statistics  alone.  We  are  doctors  whose  duty  it  is 
to  relieve  suffering  humanity,  especially  the 
tragic  cancer  victims. 

Technic  of  Radical  Mastectomy 

Since  this  paper  deals  primarily  with  the 
technic  of  radical  mastectomy,  I include  the 
following  more  detailed  description  of  radical 
mastectomy  as  performed  on  the  Breast  Service 
of  the  University  Hospital  of  the  New  York 
University-Bellevue  Medical  Center. 

Incision. — Landmarks  are  as  follows: 

1.  Midline  between  upper  recti  abdomini 
muscles  halfway  between  umbilicus  and  ensiform 
cartilage. 

2.  Over  pectoralis  major  muscle  at  junction  of 
middle  and  outer  third,  between  clavicle  and 
axillary  free  border  of  muscle. 

3.  On  arm  between  pectoralis  major  and 
deltoid  at  level  of  insertion  of  pectoralis  major  at 
humerus. 

Variable  part  is  about  the  breast.  Do  not 
think  of  subsequent  closure  of  the  wound,  but  be 
sure  to  take  enough  of  the  skin  (practically  all  of 
the  skin  of  the  breast),  staying  well  away  from 
tumor  in  order  to  prevent  skin  recurrence.  At 
least  4 to  5 cm.  should  be  allowed. 

Reflection  of  Skin  Flaps. — Cut  through  skin 
alone : 

1.  Lateral  portion:  Reflect  abdominal  part 
with  thin  fat;  chest  portion  with  no  fat;  axillary 
part  with  minimum  of  fat,  especially  in  midaxilla 
where  some  nodes  are  subcutaneous;  the  arm 


part  with  fair  amount  of  fat.  Landmark  is 
latissimus  dorsi  muscle  below  and  tendon  of 
latissimus  dorsi  muscle  and  teres  major  at  arm 
and  axilla. 

2.  Arm  portion:  Incise  straight  down  to 
external  cephalic  vein. 

3.  Rectus  portion:  Skin  with  fair  amount  of 
subcutaneous  fat  extends  to  lateral  border  of  both 
recti  muscles.  Landmark  is  anterior  rectus 
sheath. 

4.  Median  portion:  Leave  no  subcutaneous 
fat.  Reflect  over  sternum  to  opposite  pectoralis 
major.  Incise  fascia  over  opposite  pectoralis 
major  to  make  path.  Upper  and  clavicular  por- 
tion of  this  flap  goes  over  the  sternoclavicular 
joint  and  exposes  clavicle.  Do  not  leave  thin 
fascia  over  pectoralis  major  attached  to  skin 
flap. 

Make  a path  along  every  landmark  by  incising 
fascia  over  muscles  to  mark  limits  of  removal  of 
tissue  at  later  dissection. 

Dissection  at  Cephalic  Vein  and  Pectoralis 
Major  Attachment  to  Arm  and  Clavicle. — Re- 
member that  humeral  attachment  of  pectoralis 
major  is  in  vertical  fine  along  pectoral  ridge.  The 
cephalic  vein  should  be  saved. 

Begin  dissection  of  cephalic  vein  on  upper  side, 
i.e.,  over  deltoid,  and  reflect  fat  and  sheath  down- 
ward through  nearly  whole  length.  Draw  vein 
upward  with  small  round  blunt  retractor,  and  ex- 
pose pectoralis  major  tendon  and  separate  del- 
toid from  pectoralis  major. 

Incise  tendon  of  pectoralis  major  in  vertical  line 
close  to  bone.  Continue  incision  in  depth  as  long 
as  any  transverse  fibers  remain  (these  are  all  pec- 
toralis major;  biceps  fascial  bands  are  all  longi- 
tudinal). 

Upper  cephalic  dissection  is  facilitated  by  divi- 
sion of  clavicular  portion  of  pectoralis  major. 

Carefully  include  in  tissue  to  be  removed  the 
fat,  nodes,  and  areolar  tissue  about  upper  cephalic 
vein  and  branches  in  subclavicular  space  between 
deltoid  and  pectoralis  major.  Divide  tendon  of 
pectoralis  minor  at  coracoid  process. 

Axillary  Dissection.— Divide  the  upper  part  of 
pectoralis  major  insertion  at  sternum  for  an  inch 
or  more  for  convenience  in  some  cases  to  get  bet- 
ter exposure  of  axilla. 

Incise  axillary  fascia  at  clavicle  under  the  cut 
pectoralis  major  exposing  the  axillary  vein  as  it 
emerges  from  under  clavicle.  Mark  with  one 
black  silk  thread  for  pathologist  to  mark  upper- 
most limit  of  axillary  dissection. 

Begin  dissection  of  axillary  structures  on  cora- 
cobrachialis  and  biceps  muscle,  removing  the  thin 
fascia  from  lateral  to  vessel  side.  Carry  this  over 
the  musculocutaneous  and  median  nerves,  bra- 
chial artery  to  the  axillary  vein.  Hold  back  nerves 
and  artery,  and  incise  sheath  of  axillary  vein  or 
veins. 
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Fig.  1.  Typical  operative  field  at  end  of  opera- 
tion. Note  all  landmarks  as  described  in  technic: 
deltoid,  clavicle,  opposite  pectoralis  major,  recti, 
external  oblique,  serratus  anticus,  subscapularis, 
latissimus  dorsi,  cephalic  vein  emptying  into  axillary 
vein  with  axillary  artery,  and  brachial  plexus. 

Ligate  vessels  to  the  pectoralis  major,  namely* 
the  acromial  and  alar  thoracic  arteries,  numerous 
veins,  and  nerves.  Before  clamping  and  dividing 
vessels  clear  them  of  areolar  tissue.  Clamp  and 
divide  the  long  scapular  vessels  and  the  long- 
thoracic  and  anterior  circumflex  veins.  It  is  im- 
portant to  note  that  all  of  these  veins  enter  the 
axillary  vein  from  below. 

Preserve  the  subscapular  vessels.  This  vein  is 
the  only  one  that  enters  the  axillary  vein  from 
behind. 

Carry  the  dissection  over  the  brachial  plexus. 
In  addition  to  the  nerves  mentioned  above,  there 
will  be  the  ulnar,  internal  cutaneous,  lesser  in- 
ternal cutaneous  nerves.  An  intercostohumeral 
nerve  or  two  will  have  to  be  divided. 

Subscapular  Space  Dissection. — The  highest 
portion  of  the  subscapular  space,  way  up  behind 
the  vessels,  can  be  best  cleaned  out  by  wiping  it 
out  with  a gauze  sponge.  This  is  the  only  time 
that  gauze  dissection  is  employed.  This  proce- 
dure will  expose  the  long  thoracic  nerve  of  Bell 
which  supplies  the  serratus  anticus  muscle  and 
which  should  be  preserved.  The  subscapular  ar- 
tery, vein,  and  nerve  are  now  to  be  dissected  out 
and  are  to  be  preserved,  unless  involved  in  a mass 
of  malignant  nodes,  when  they  must  be  sacrificed 
for  the  sake  of  thoroughness.  The  upper  loops  of 
the  subscapular  vessels  are  to  be  preserved;  the 
lower  loops  are  divided. 

Mark  outermost  limit  of  axillary  dissection  with 
two  black  silk  threads  for  pathologist.  Axillary 
nodes  will  lie  between  the  one  and  two  silk 
threads. 

Removal  of  Breast  from  W ithout  Inward.— The 
dissection  is  now  carried  across  the  chest  wall 
mesially  from  the  margin  of  the  latissimus  dorsi 
muscle.  Allis  clamps  are  placed  on  the  edge  of  the 
fascia  for  holding  purposes  and  make  dissection 
easier. 

The  serratus  anticus  fibers  are  freed  of  their 


Fig.  2.  Specimen  of  a typical  radical  mastec- 
tomy. Tumor  above  and  just  to  outer  side  of  nipple. 
Note  wide  excision  of  skin,  the  axillary  contents 
marked  by  one  black  silk  thread  at  apex  of  axilla 
and  two  black  silk  threads  at  outer  portion  of  axil- 
lary dissection.  Below  two  black  silk  thread  mark- 
ings are  subscapular  contents;  below  breast  tissues 
over  the  recti  muscles  with  rectus  sheaths;  to  left 
the  tissues  over  the  sternum  and  the  opposite  pec- 
toralis major  muscle. 


fascia  above  and  below  where  they  interdigitate 
with  the  external  oblique.  The  fibers  of  origin  of 
the  pectoralis  minor  muscle  are  divided.  The 
fascia  over  intercostal  muscles  is  removed.  A 
towel  or  pad  is  now  placed  over  the  entire  dissec- 
tion area,  and  the  breast  and  axillary  contents  al- 
lowed to  drop  back. 

Dissect  fascia  from  opposite  pectoralis  major 
across  sternum  to  border  of  pectoralis  major. 
Divide  the  pectoralis  major  muscle  from  above 
downward  at  the  sternum  since  this  will  expose 
the  perforating  vessels  and  some  branches  of  the 
intercostal  vessels  so  that  they  can  be  clamped  I 
before  they  are  divided.  They  appear  above  the  | 
rib  margin. 

Dissection  of  the  Rectus  Sheath  ( Handley  Addi- 
tion).— Dissect  off  the  sheath  of  both  recti  muscles 
from  side  to  side.  This  is  the  least  bloody  method. 
The  linea  alba  may  be  preserved,  but  if  excised, 
the  protruding  properitoneal  fat  is  best  covered 
over  by  suture  of  the  muscles. 

Removal  of  Specimen  and  Closure  of  Wound. — ■ ‘ 
The  entire  specimen  of  breast,  axillary  contents,  I 
subscapular  contents,  fascia  over  the  serratus  I 
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anticus  and  external  oblique,  and  recti  muscles 
and  all  of  the  pectoralis  major  and  minor  muscles 
is  now  removed  in  one  piece  (Figs.  1 and  2).  The 
entire  wound  is  thoroughly  irrigated  with  warm 
saline. 

A stab  wound  is  made  in  the  outer  flap  just  in 
front  of  the  border  of  the  latissimus  dorsi  muscle 
and  not  too  high  in  the  axilla,  and  a double  small 
split  drain  is  inserted  and  brought  up  towards  the 
axilla.  Another  drain  is  placed  at  the  lowermost 
angle  of  the  wound  in  the  region  of  the  rectus 
sheath  dissection. 

The  skin  is  sutured  with  many  interrupted  silk 
sutures  placed  close  to  the  skin  edge  to  release  any 
tension,  and  the  entire  wound  is  closed  if  there  is 
not  undue  tension.  Avoid  large  retention  sutures. 
If  there  is  undue  tension,  the  wound  is  not  closed 
in  its  entirety,  and  the  skin  edges,  where  not  ap- 
proximated, are  sutured  to  the  intercostal  muscles 
with  interrupted  sutures.  Care  must  be  taken  not 
to  perforate  the  pleural  cavity  with  the  needle. 
The  defect  is  then  covered  immediately  with  a 
Thiersch  skin  graft  taken  from  the  thigh.  The 
graft  is  dressed  with  dry  gauze,  carefully  im- 
mobilized with  sterile  adhesive  plaster  placed  in 
sufficient  quantity  in  criss-cross  fashion,  or  with 
gauze  stent  held  in  place  with  silk  sutures  em- 
ployed to  suture  skin  edges  to  intercostal  muscles. 
All  air  and  fluid  are  most  carefully  expressed  from 
under  the  flaps  so  that  close  and  immediate  skin 
apposition  to  the  chest  wall  occurs. 

Dressing.- — A pressure  dressing  is  applied  with 
gauze  packed  into  the  axilla  and  especially  under 
the  clavicle  where  serum  is  apt  to  collect.  The 
axilla  and  subclavicular  space  must  be  well  packed 
and  filled  with  gauze.  The  bandage  is  applied 
with  the  arm  at  right  angles  to  the  body. 

If  the  patient  does  well,  the  dressing  is  not  dis- 
turbed for  four  to  five  days  when  the  arm  is  again 
dressed  in  abduction.  The  drainage  tubes  are  re- 
moved at  this  time. 

Function  of  the  arm  is  encouraged  early  so  as  to 
get  the  erect  “Statue  of  Liberty”  posture  as  soon 
as  possible. 

If  there  is  any  tension,  the  sutures  in  the  area  of 
tension  are  not  to  be  removed  until  about  ten 
days. 

General  Note—  All  dissection  is  performed  with 
the  sharp  scalpel.  The  only  place  where  blunt 
dissection  is  carried  out  is  in  the  subscapular  space 
where  gauze  dissection  is  done  (see  above). 

Hemostasis  is  accomplished  with  electrocoagu- 
lation on  the  tumor  side  and  either  cotton  or  silk 
for  all  vessels  on  tissue  side.  It  is  dangerous  to 
use  the  electric  current  in  the  axilla  where  the 
vessels  are  clamped  close  to  the  main  axillary  vein. 
Hemostasis  should  be  effected  frequently  during 
operation  so  as  to  have  a simple  field  at  all  times 


without  a lot  of  hemostats  on  the  specimen  or  tis- 
sues. This  insures  better  cancer  surgery  tech- 
nic. 

Summary  and  Conclusions 

An  adequate,  efficient  radical  mastectomy  ac- 
cording to  the  fundamental  principles  of  Halsted 
and  Willy  Meyer  is  still  the  best  method  of  treat- 
ment for  cancer  of  the  breast. 

A general  form  of  therapy  should  not  be  chosen 
on  the  basis  of  statistics  alone.  This  dictum  ap- 
plies to  the  conservative  method  of  treatment  by 
simple  mastectomy  and  irradiation  (McWhirter- 
Bruce),  the  super-radical  mastectomy  of  Wang- 
ensteen with  dissection  of  the  lower  cervical  nodes 
and  superficial  and  deep  mediastinal  nodes,  and  to 
the  resection  of  the  chest  wall  with  the  internal 
mammary  nodes  as  developed  by  Urban. 

These  conservative  and  more  radical  authors 
are  to  be  encouraged  to  continue  their  splendid 
work  and  report  five  and  more  years  hence  on 
their  survival  rates.  Only  in  this  manner  can  the 
final  worth  of  these  procedures  be  established. 

At  the  moment  their  worth  has  not  been  suf- 
ficiently established  and  their  indications  suf- 
ficiently clarified  to  warrant  the  advice  that  the 
rank  and  file  of  general  surgeons  should  try  and 
adopt  these  procedures.  This  fact  is  especially 
true  as  far  as  the  extended  radical  procedures  are 
concerned  in  the  hands  of  the  casual  surgeon,  who 
only  occasionally  performs  this  operation,  or  the 
hinterland  surgeon  who  does  not  have  the  equip- 
ment or  adequate  facilities  to  perform  the  opera- 
tion. 

Inadequate  simple  mastectomy  followed  by  in- 
adequate irradiation  will  sacrifice  many  lives 
which  might  otherwise  be  saved.  As  Stuart  W. 
Harrington  so  wisely  states,  “We  assume  a great 
responsibility  when  we  advise  a radical  mastec- 
tomy, but  we  assume  a still  greater  responsibility 
when  we  refuse  it.”  Every  active  general  sur- 
geon is  well  equipped  and  able  to  give  his  patient 
the  great  benefit  of  an  adequate,  efficient  radical 
mastectomy. 

170  East  78th  Street 
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THROMBOENDARTERECTOMY:  INDICATIONS  AND  RESULTS 
IN  THE  TREATMENT  OF  LOCALIZED  OBSTRUCTION  OF 
LARGE  ARTERIES 

R.utherforx)  S.  Gilfillan,  M.D.,  San  Francisco,  California 
( From  the  Department  of  Surgery,  University  of  California  School  of  Medicine) 


PERIPHERAL  vascular  obliterative  disease 
due  to  arteriosclerosis  with  its  attendant 
complications  of  claudication,  rest  pain,  and  gan- 
grene has  long  been  a problem  in  the  field  of  sur- 
gical therapy.  Sympathectomy  has  been  of  aid 
in  the  preservation  of  peripheral  tissues  but  has 
left  much  to  be  desired  in  the  correction  of  claudi- 
cation.1 Arterectomy  has  at  times  been  useful 
in  the  relief  of  intractable  rest  pain.2  In  1947 
Dos  Santos3  described  a procedure  restoring 
arterial  continuity  known  as  thromboendarterec- 
tomy  which  provides  relief  in  all  three  situations. 

This  procedure  is  made  possible  by  the  exist- 
ence of  a pathologic  cleavage  plane  hung  within 
the  media  of  the  artery,  usually  in  close  approxi- 
mation to  the  internal  elastic  membrane  (Fig.  1). 
It  is  in  this  plane  that  the  accumulation  of  choles- 
terol, fatty  acid  salts,  and  tissue  debris  creates  a 
line  of  separation  between  the  relatively  unin- 
volved  and  viable  outer  portion  of  the  media  and 
the  diseased  intima  with  its  contained  thrombotic 
material.  A longitudinal  incision  into  such  a 
vessel  is  followed  by  the  spontaneous  separation 
of  the  vessel  wall  into  two  layers  (Fig.  2A).  The 
innermost  layer  can  then  be  readily  removed, 
leaving  behind  the  smooth  muscular  surface  of 
the  tunica  media  (Fig.  2B).  Reconstruction  of 
the  artery  is  then  possible  by  suturing  the  re- 
maining media  and  adventitia  (Fig.  2C).  The 
occluding  nonviable  mass  has  been  described  by 
Amulf4  as  “the  arterial  sequestrum.”  Since  Dos 
Santos3  performed  the  original  procedure, 
Le riche, 5 Bazy,6  Amulf,4  and,  more  recently, 
Wylie/-8  Freeman  and  Gilfillan,9  and  Nunez  and 
associates10  have  described  the  successful  per- 
formance of  this  procedure  in  the  relief  of  seg- 
mental obstructions  due  to  atherosclerosis.  The 
detailed  operative  technics  have  been  well  de- 
scribed, and  sufficient  cases  have  been  performed 
to  give  some  indication  of  wherein  the  best  re- 
sults may  be  expected.  The  use  of  general  and 
regional  heparinization  has  been  of  great  value, 
especially  in  femoral  thromboendarterectomy. 

Arteriography  has  played  a major  role  in  mak- 
ing the  decision  to  perform  a thromboendarterec- 
tomy, and  of  the  various  forms  of  arteriography, 
translumbar  aortography  has  played  the  domi- 
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Fig.  1.  Section  of  the  wall  of  the  aorta  showing 
arteriosclerosis  (scarlet  red  stain  for  fat  and  cab 
cium).  The  dissection  plane  in  which  thrombo- 
endarterectomy is  performed  is  shown  as  a zone  of 
amorphous  debris  between  the  degenerated  intima 
and  the  normal  media. 


^ A 


Fig.  2.  (.4)  Incision  into  wall  of  vessel  is  fol- 

lowed by  separation  into  two  layers.  ( B ) Removal 
of  “arterial  sequestrum”  by  blunt  dissection.  ( C ) 
Repair  of  artery  following  endarterectomy:  (a) 

tubing  for  distal  heparinization;  (6)  tubing  for 
heparinization  of  endarterectomy  site;  (c)  begin- 
ning of  arterial  suture  line. 

nant  role.  Translumbar  aortography  has  been 
carried  out  from  the  left  lateral  approach  be- 
neath the  twelfth  rib  with  direct  puncture  of  the 
abdominal  aorta  using  one  or  two  17-gauge  fl- 
inch needles11  (Fig.  3).  Over  200  aortograms 
have  been  carried  out  by  the  members  of  the  staff 
of  the  University  of  California,  using  mainly 
Diodrast  and  very  occasionally  Thorotrast  or 
Urokon  as  a contrast  media. 

There  have  been  remarkably  few  complica- 
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Fig.  3.  Patient  positioned  and  ready  for  aorto- 
gram  with  use  of  rapid  film  changer. 


TABLE  I. — Comparison  of  Complications  in  Translom- 
bar  Aortography,  Franklin  Hospital  and  University 
of  California  Hospital 


Number 

of 

Cases 

Fatal 

Nonfatal 

Franklin  Hospital,  1951-1953 

Contrast  Medium 

Diodrast 

97 

Thorotrast 

5 

Urokon 

5 

Sodium  iodide 

2 

Total 

109 

Complications 

Cerebrovascular 

0 

1 

Cardiovascular 

1 

1 

Renovascular 

0 

3* 

Extravasation 

0 

10 

Total 

1 

15 

University  of  California  Hospital, 

1952-1953 

Contrast  medium 

Diodrast 

60 

Urokon 

12 

Total 

72 

Complications 

Cardiovascular 

1 

0 

Renovascular 

0 

3t 

Total 

1 

3 

* Two  direct  injections  into  renal  artery,  one  lower 
nephron  syndrome  (sensitivity?). 

t Three  lower  nephron  syndromes  (two  known  sensitive 
to  iodine). 

tions  with  this  procedure.  Table  I shows  the 
complications  in  109  aortograms  carried  out  at 
Franklin  Hospital  and  in  72  aortograms  per- 
formed at  the  University  of  California  Hospital. 
The  most  outstanding  complications  have  been 
following  the  injection  of  70  per  cent  Diodrast 
directly  into  the  renal  artery  with  subsequent 
unilateral  renal  failure  or  secondary  renovascular 
changes  of  a lower  nephron  type  due  to  iodine 
sensitivity.  The  unilateral  renal  failures  are  pre- 
sumably due  to  rupture  of  small  renal  vessels 
coupled  with  the  sclerosing  action  of  the  hyper- 
tonic Diodrast  solution.  There  have  been  several 
episodes  of  myocardial  infarction  following  the 
blood  pressure  drop  which  is  frequently  seen  after 
the  injection  of  the  Diodrast.  Thorotrast  has 
been  reserved  almost  exclusively  for  those  pa- 
tients over  the  age  of  sixty  in  whom  there  is  clini- 


Fig.  4.  Femoral  arteriogram,  20  cc.  Diodrast  35 
per  cent,  with  36-inch  cassettes. 


cal  and  electrocardiographic  evidence  of  myo- 
cardial disease.  Extravasation  of  Diodrast  has 
presented  only  a minor  transient  problem. 

Indications  for  Thromboendarterectomy 

Decision  for  operation  in  patients  with  seg- 
mental obstruction  due  to  atherosclerosis  was 
based  on  the  possibility  of  improving  the  circula- 
tion by  the  removal  of  the  localized  obstruction 
which  was  visualized  by  arteriography.  It  was 
early  ascertained  that  endarterectomy  was  seldom 
technically  feasible  in  vessels  smaller  than  the 
popliteal  artery.  The  localized  obstruction 
should  be  one  which  exists  between  the  level  of 
the  aorta  and  the  distal  end  of  the  popliteal  ar- 
tery. The  occlusive  process  should  be  one  of  very 
recent  origin,  that  is,  measured  in  a matter  of 
hours,  or  an  old,  nonactive,  noninflammatory 
lesion  of  three  to  four  months  duration.  Lesions 
lying  between  these  limits  often  present  so  much 
inflammatory  reaction,  not  only  in  the  artery 
itself  but  also  in  the  periadventitial  tissues,  that 
accurate  dissection  and  repair  are  extremely 
difficult. 

The  vascular  disease  in  the  distal  small  vessels 
should  not  be  of  such  magnitude  that  repair  of 
the  obstruction  in  the  major  vessels  will  contrib- 
ute little  to  the  nutrition  of  the  distal  parts. 
In  other  words,  there  must  be  distal  vessels  into 
which  the  increased  flow  may  be  directed.  Thus, 
arterial  survey  is  sometimes  necessary  from  the 
level  of  the  renal  arteries  to  the  level  of  the  lower 
calf.  For  this  purpose,  the  use  of  36-inch  cas- 
settes are  of  value  (Fig.  4). 

Recently  the  question  has  arisen  of  performing 
endarterectomy  in  major  arteries  merely  for  the 
purpose  of  opening  collateral  channels  which  have 
their  origin  in  the  thrombosed  segment  and  which, 
following  such  a procedure,  might  give  additional 
flow.  Sufficient  data  are  not  available  as  yet  to 
give  a definite  answer.  The  selection  of  patients 
in  general  has  been  limited  to  those  who  have 
severe  claudication  which  is  debilitating  and 
which  prevents  them  from  pursuing  their  occupa- 
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Fig.  6.  Arteriographic  demonstration  of  short 
obstruction  in  left  external  iliac  artery. 

tions  or  to  those  in  whom  the  peripheral  tissues 
are  in  jeopardy  or  in  whom  tissue  necrosis  has 
already  taken  place.  The  candidates  for  this 
procedure  should  not  present  signs  of  severe 
myocardial,  cerebrovascular,  or  renal  changes. 
It  is  extremely  doubtful  whether  those  patients 
should  be  considered  as  candidates  who  have  ob- 
structions or  partial  arterial  obstructions  and  in 
whom  there  is  no  elevation  pallor  or  dependent 
rubor,  whose  only  symptomatology  is  that  of 
claudication,  and  in  whom  there  is  no  question  of 
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TABLE  II. — Thromboendarterectomy  Series  of  E.  J. 
Wylie,  University  of  California  (Private  and  Service) 


Number 

Total  cases 

Aorta  and  iliac 

39 

Femoral 

12 

Total 

51 

Mortality 

Aorta  and  iliac 

Hemorrhage  (fascia  not  used 

in  either  case) 

2 (at  6 hours.  34  davs) 

Cerebrovascular  accident 

1 tat  20  davs) 

Kidnev  failure  (no  function 

postoperatively) 

2 (at  10,  4 days) 

Total 

5 

Femoral 

Cerebrovascular  accident 

1 (at  9 days) 

Total 

6 (11.7%) 

Results 

Aorta  and  iliac  (34  survivors) 

Good 

28 

Bad  (exclusive  of  deaths) 

6 

Late  thrombosis 

0 

Immediate  thrombosis  (re- 
verted to  preoperative 

status) 

5 

Hemorrhage 

0 

Aneurvsmal  dilatation 

1 

Femoral  (11  survivors) 

Good 

7 

Bad 

4 

Late  thrombosis 

1 

Immediate  thrombosis 

1 

Hemorrhage  (at  8 and  14 
days,  arterial  ligation  and 

amputation) 

2 

Aneurysmal  dilatation 

0 

tissue  jeopardy.  This  is  especially  true  in  those 
patients  who  pursue  sedentary  occupations  and 
who  are  able  to  compensate  easily  for  their  disa- 
bility. 

There  is  another  school  of  thought,  however, 
which  promulgates  the  concept  that  total  or 
partial  segmental  occlusions  due  to  atherosclero- 
sis, even  with  mild  symptomatology,  constitute  a 
chronic  progressive  disease  and  that  this  phase  of 
the  condition  should  be  elected  as  an  optimal  time 
for  repair.12  With  the  passage  of  time  and  the 
improvement  in  surgical  technic,  this  may  be- 
come true.  In  general,  regardless  of  the  symp- 
tomatology, the  most  optimal  results  are  ob- 
tained in  those  cases  in  which  there  is  a short 
localized  segment  of  vascular  disease  (Figs.  5 
and  6).  At  the  present  time,  however,  it  seems 
wise  to  restrict  the  selection  of  patients  to  those 
with  severe  debilitating  disease. 

Results  of  Thromboendarterectomy 

The  results  which  can  be  hoped  for  are  those 
very  desirable  things  such  as  the  loss  of  eleva- 
tion pallor,  dependent  rubor,  rest  pain,  and  clau- 
dication, the  healing  of  superficial  necrotic  lesions, 
and  adequate  peripheral  circulation  for  local 
amputation  at  the  level  of  the  digit  or  forefoot.  . 
Table  II  shows  the  cause  of  death  and  results  in 
patients  on  whom  thromboendarterectomy  was 
performed  at  the  University  of  California.  By 
“good”  and  “bad”  results,  we  are  referring  to 
those  cases  in  which  arterial  patency  was  or  was 
not  obtained  following  thromboendarterectomy. 

A similar  analysis  of  the  cases  performed  by  Free- 
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TABLE  III. THROMBOENDARTERECTOMY  SERIES  OF  FREE- 

man  and  Leeds 


Number 

Total  cases 

Aorta  and  iliac 

25 

Femoral 

12 

Total 

37 

Mortality 

Aorta  and  iliac 

Hemorrhage 

1 (at  24  hours) 

Cerebrovascular  accident 

1 (at  4 days) 

Total 

2 

Femoral 

0 

Total 

2 (5.4%) 

tie.  suits 

Aorta  and  iliac  (23  survivors) 

Good 

19 

Bad 

4 

Immediate  thrombosis  (1  amputation) 

2 

Late  thrombosis  (aorta-bowel  infarc- 

tion  and  death) 

1 

Infection  and  hemorrhage 

1 

Femoral  (12  survivors) 

Good 

7 

Bad 

5 

Immediate  thrombosis  (no  amputation) 

i 1 

Late  thrombosis  (at  3,  7,  9 months, 

no  amputations) 

3 

Infection  and  hemorrhage  (at  28  days) 

1 

TABLE  IV. — Thromboendarterectomy  Series  of  R. 

Gilfillan  (Private) 

Number 

Total  cases 

Aorta  and  iliac 

5 

Femoral 

10 

Total 

15 

Mortality 

0 

Results 

Aorta  and  iliac 

Good 

5 

Bad 

0 

Femoral 

Good 

7 

Bad 

3 

Hemorrhage  (at  7 days) 

1 

Thrombosis 

2 

Infection 

0 

Other  vascular  complications 

0 

man  and  Leeds  is  shown  in  Table  III.  Table  IV 
is  an  analysis  of  our  own  cases. 

It  can  be  seen  that  the  major  complications 
and  fatalities  are  those  due  to  hemorrhage  and 
thrombosis.  The  hemorrhages  observed  in  this 
series  of  103  cases  occurred  on  the  first,  sixth, 
seventh,  eighth,  thirteenth,  fourteenth,  twenty- 
eighth,  and  thirty-fourth  days  postoperatively 
and  on  only  two  occasions  were  associated  with 
infection.  No  fascial  wrapping  was  used  in  any 
of  these  cases.  Of  the  ten  cases  of  postoperative 
hemorrhage  there  were  three  fatalities.  Of  the 
cases  of  thrombosis  eight  were  in  the  femoral 
artery  and  eight  in  the  aorta  and  iliac  arteries, 
demonstrating  that  rethrombosis  is  equally  prom- 
inent in  the  aortoiliac  and  femoral  areas.  Re- 
thrombosis, when  it  does  occur,  usually  involves  a 
longer  segment  than  the  original  obstruction 
since  the  dissection  begins  and  ends  in  rela- 
tively normal  vessels  and  is  usually  not  started  or 
finished  in  the  regions  of  major  branches.  The 
total  mortality  for  103  cases  performed  by  these 
operators  was  7.8  per  cent.  When  combined 


Fig.  7.  {A ) Pre-  and  postoperative  femoral  ar- 
teriograms showing  irregular  dilatation  of  the  re- 
paired artery  six  months  after  thromboendarter- 
ectomy.  ( B ) Femoral  arteriograms  of  the  same 
vessel  at  the  end  of  one  year  and  three  months  show- 
ing i mpro  vement . 


Fig.  8.  Pre-  and  postoperative  femoral  arterio- 
grams showing  slight  dilatation  of  the  lumen  one 
year  after  thromboendarterectomy. 


with  a 1.1  per  cent  mortality  for  aortography, 
the  over-all  mortality  is  8.9  per  cent.  Postopera- 
tive aneurysmal  dilatation  has  been  infrequent. 

Figure  7A  shows  irregular  areas  of  dilatation 
in  the  femoral  artery  six  months  postoperative. 
The  improved  appearance  at  the  end  of  one  year 
and  three  months  is  shown  in  Fig.  7B.  Slight 
dilatation  of  the  arterial  lumen  at  the  end  of  one 
year  in  another  case  is  shown  in  Fig.  8. 
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Summary 

Thromboendarterectomy  is  a procedure  which 
can  be  used  to  restore  the  patency  of  thrombosed 
atherosclerotic  major  arteries  with  segmental 
obstructions.  Patients  with  major  cardiac,  cere- 
bral, or  renal  disease  should  not  be  considered  as 
candidates.  Arteriography  is  essential  in  the 
selection  of  cases.  The  major  complications  are 
those  of  hemorrhage,  thrombosis,  renal  failure, 
cerebrovascular  accidents,  and  coronary  occlu- 
sion. 

The  figures  on  aortography  were  obtained  through  the 
courtesy  of  Dr.  Thomas  Fullenlove  of  the  Department  of 
Radiology.  Franklin  Hospital,  and  Dr.  Howard  Steinbach  of 
the  Department  of  Radiology,  University  of  California. 
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Discussion 

William  F.  Clark,  M.D.,  Rochester. — It  is  clear 
that  the  rationale  for  performing  thromboendarterec- 
tomy is  a proper  approach  to  the  problem  of  arterial 
obstruction  as  seen  in  obliterative  peripheral  arterio- 
sclerosis. Those  of  us  who  are  interested  in  this 
increasingly  common  disease  have  been  disappointed 
in  the  over-all  results  from  lumbar  sympathectomy, 
particularly  in  regard  to  the  relief  of  claudication. 

Once  one  has  actually  seen  the  vascular  tree  in 
the  lower  extremity  as  it  is  visualized  by  arterio- 
grams, it  is  not  difficult  to  understand  the  limita- 
tions of  an  operative  approach  aimed  at  correcting 
arterial  obstruction  from  a vasospastic  viewpoint, 
namely,  lumbar  sympathectomy.  It  becomes  ob- 
vious when  one  sees  the  actual  “segmental  block” 
that  the  removal  of  that  obstruction  is  a much  more 
rational  approach  to  the  problem.  The  pioneers 
who  first  conceived  that  the  removal  of  such  a seg- 
mental obstruction  on  a living  human  was  logical 
realized  (1)  that  the  accomplishment  of  such  an 
operation  depended  on  one’s  ability  actually  to 
visualize  the  point  of  obstruction,  i.e.,  arteriography, 
and  (2)  that  the  rapid  coagulation  of  blood  over  a 
raw  surface,  once  the  thrombus  or  intima  had  been 
removed,  was  a real  hazard  to  success. 

Arteriography  and  regional  heparinization  has 
made  this  type  of  arterial  surgery  of  practical  value. 
All  will  recognize  that  arteriosclerosis  is  a general- 
ized disease.  Up  to  now  we  have  accepted,  reluc- 
tantly and  with  a sense  of  futility,  the  management 


of  patients  with  chronic  peripheral  vascular  occlu- 
sion. Many  of  these  patients  are  destined  to  go  on 
inevitably  to  the  failure  of  amputation. 

At  our  hospital  we  have  had  a brief  experience 
with  the  procedure  of  thromboendarterectomy.  It 
is  important  to  know  that  once  one  has  selected  the 
proper  patient,  one  can  perform  the  operation  with- 
out additional  harm  to  the  patient’s  already  pre- 
carious position.  The  technic  of  selection  and 
performance  of  this  operation  should  and  does  take 
this  important  fact  into  consideration.  We  have 
found  that  exploration  of  an  artery,  properly  diag- 
nosed by  aortogram,  is  not  extremely  difficult,  and  \ 
ill  effect  need  not  result  if  proper  care  is  used  to  pre- 
serve collaterals. 

The  actual  removal  of  the  “sequestrum”  is  sur- 
prisingly easy.  Our  greatest  difficulty  has  been,  as 
one  might  expect  in  a generalized  disease,  in  the  find- 
ing of  diseased  intima  both  proximal  and  distal  to  N 
the  segmental  block  removed  and  also  in  the  in- 
volvement of  intima  in  arterial  branches  above  and 
below  the  segmental  block.  Since  January  we  have 
had  one  case  which  showed  a block  in  the  lower  aorta 
and  common  iliac  with  no  palpable  femoral  pulsa- 
tion preoperatively.  After  thromboendarterec-  ft 
tomy  the  patient  had  booming  dorsalis  pedis  and 
posterior  tibial  pulses  in  the  involved  leg. 

Two  other  cases,  one  a right  external  iliac  obstruc-  ; 
tion,  the  other  showing  superficial  femoral  obstruc- 
tion, were  done  but  rethrombosed  in  spite  of  re- 
gional heparinization.  Both  cases  reverted  to  their 
preoperative  status. 

In  the  first  case  we  attempted,  we  felt  that  we 
were  able  to  improve  the  peripheral  flow  by  re-  : 
moval  of  sequestrum  from  the  collateral  branches, 
even  though  we  were  unable  to  restore  the  circula-  * 
tion  completely  in  the  superficial  femoral  artery  be- 
cause of  degenerative  changes  in  the  wall  which  re- 
mained. We  did  not  restore  the  continuity  of  the 
femoral  artery,  but  we  did  improve  the  peripheral 
circulation  by  being  able  to  clean  out  collateral 
branches  above  the  knee.  As  proof  of  this  we  noted  ■ 
the  improvement  in  coloration  of  the  patient’s  ' 
first  and  fifth  toes  which  were  pregangrenous,  but 
more  important  there  was  actually  an  increase  in 
recorded  oscillations  postoperatively  as  compared 
with  preoperative  oscillations. 

In  our  limited  experience  we  have  the  distinct  I 
impression  that  thromboendarterectomy  in  the  larger 
vessels  (aorta  and  iliacs)  will  prove  highly  successful, 
while  in  vessels  of  smaller  caliber  it  is  much  more 
difficult  to  maintain  an  open  lumen  after  reconstruc-  « 
tion  of  the  artery. 

At  the  present  time  there  are  three  competing 
methods  used  to  solve  the  problem  of  segmental 
occlusion  in  an  artery,  thromboendarterectomy,  I 
vein  graft,  and  homologous  arterial  graft.  It  is 
too  soon  to  evaluate  their  comparative  merits.  Ob- 
viously all  three  methods  should  have  the  proper 
trial. 

Thromboendarterectomy,  as  has  been  described 
by  Dr.  Gilfillan,  in  most  instances  seems  to  be  a 
sound  surgical  method  in  the  properly  selected  and 
managed  patient. 
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A DISCUSSION  of  the  treatment  of  carcinoma 
of  the  colon  is  best  introduced  by  emphasiz- 
ing certain  available  means  of  prophylaxis  of  the 
disease.  Preventive  measures  are  effective  in  the 
presence  of  solitary  adenomas,  familial  polypo- 
sis, and  chronic  ulcerative  colitis.  It  is  generally 
agreed  that  most,  if  not  all,  carcinomas  of  the 
colon  arise  in  pre-existing  adenomas.  Routine 
sigmoidoscopic  examination  of  patients  fifty 
years  of  age  or  over  will  reveal  adenomas  in  at 
least  7 per  cent  of  cases.1  In  individuals  less  than 
forty-five  years  of  age  the  proportion  will  be  in 
the  neighborhood  of  2 per  cent.  Thus  it  seems 
reasonable  to  perform  sigmoidoscopy  as  part  of 
the  routine  physical  examination  in  all  individuals 
over  forty-five  years  of  age.  If  a polyp  is  detected, 
it  should  be  biopsied  for  microscopic  examina- 
tion, followed  by  a barium  enema  in  order  to  de- 
termine the  presence  of  additional  polyps  in  the 
more  proximal  bowel.  Pedunculated  polyps 
which  are  situated  below  the  peritoneal  reflection 
may  be  removed  locally  through  the  proctoscope 
by  means  of  the  electrosnare  or  by  extirpation 
and  fulguration  if  the  stalk  is  free  of  malignant 
cells.  Sessile  adenomas  and  polyps  of  the  intra- 
peritoneal  colon  require  segmental  excision 
through  the  abdominal  approach. 

Patients  with  familial  polyposis  of  the  colon  are 
likely  to  develop  carcinoma  unless  their  primary 
disease  is  eradicated  early.  The  treatment  is 
either  total  colectomy  and  extirpation  of  the 
rectum  with  permanent  ileostomy  or  total  colec- 
tomy, ileorectosigmoid ostomy,  and  proctoscopic 
fulguration  of  the  polyps  of  the  remaining  bowel. 
If  the  latter  course  is  chosen,  the  preserved  seg- 
ment of  bowel  should  be  under  periodic  observa- 
tion for  the  remainder  of  the  patient’s  life. 

Chronic  ulcerative  colitis  has  recently  gained 
well-deserved  recognition  for  its  malignant  po- 
tential. In  several  series2-4  carcinoma  has  been 
found  to  develop  in  15  to  25  per  cent  of  patients 
who  have  had  active  ulcerative  colitis  for  more 
than  ten  years.  Pseudopolyposis  occurs  in  ap- 
proximately 20  per  cent  of  patients  with  chronic 
ulcerative  colitis,5  and  while  its  relation  to  car- 
cinoma is  not  entirely  clear,  it  seems  rational  to 
consider  its  presence  a danger  signal  warranting 
total  colectomy.  Recent  improvements  in  ileos- 
tomy management  together  with  recognition  of 
the  potentiality  of  malignant  degeneration  have 
convinced  many  authorities  that  total  colectomy 


should  not  be  withheld  too  long  in  the  presence  ol 
recurrent,  severe  ulcerative  colitis. 

Approximately  30  per  cent  of  cases  of  carci- 
noma of  the  colon  give  rise  to  acute  obstruction ; 
obstruction  in  the  left  half  of  the  colon  is  about 
eight  times  as  frequent  as  it  is  in  the  right.6  With 
relatively  few  exceptions  it  should  be  a rule  that 
acute  colonic  obstruction  is  a surgical  emergency. 
Immediate  effective  decompression  is  necessary  to 
prevent  diastasic  cecal  perforation.  In  spite  of 
the  fact  that  the  ileocecal  valve  is  occasionally 
incompetent,  it  is  probably  safer  to  consider  all 
acute  colon  obstructions  as  closed  loops  rather 
than  to  expend  much  valuable  time  attempting  to 
attain  decompression  through  a Miller-Abbott 
tube. 

Extensive  intra-abdominal  exploration  and 
manipulation  should  be  avoided  in  the  presence 
of  acute  obstruction.  However,  sanguineous  peri- 
toneal fluid  as  well  as  the  suspicion  of  a strangulat- 
ing obstruction  warrant  an  appraisal  of  bowel 
viability. 

If  the  acute  obstruction  is  located  in  the  left 
colon,  my  preference  is  for  transverse  colostomy; 
it  is  a more  efficient  decompressive  measure  than 
cecostomy  and  carries  a lower  mortality  rate.7 
When  the  obstruction  involves  the  proximal  colon, 
ileotransverse  colostomy  in  continuity  may  be 
employed.  A short  trial  of  double-lumen  tube 
decompression  may  be  utilized  in  the  presence  of 
right  colon  lesions,  but  too  much  temporization 
is  fraught  with  danger.  Cecostomy  is  best  re- 
served for  cases  in  which  there  is  gangrene  or 
perforation  of  the  cecum  or  in  which  there  is 
proximal  colon  obstruction  in  a poor  risk  patient. 
When  the  obstruction  is  located  in  the  cecum 
proper,  Miller-Abbott  tube  decompression  is 
preferable  to  ileostomy.  After  effective  emer- 
gency decompression  it  is  advisable  to  spend  one 
to  three  weeks  preparing  the  patient  for  definitive 
surgery. 

In  the  majority  of  cases  of  carcinoma  of  the 
colon  surgery  is  elective,  and  the  patient  may  be 
prepared  constitutionally  for  operation.  Atten- 
tion should  be  directed  to  the  nutritional  status 
with  due  emphasis  upon  protein  and  vitamin  sup- 
plementation and  fluid  and  electrolyte  replace- 
ment. It  is  safer  not  to  operate  upon  a patient 
whose  hemoglobin  is  less  than  10  Gm.  per  100  cc. 
of  blood  (the  hematocrit  being  normal);  whole 
blood,  carefully  cross-matched  and  administered 
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periodically  during  the  week  or  two  prior  to 
surgery,  is  an  effective  insurance  against  opera- 
tive shock.  In  regard  to  bowel  preparation  sul- 
fasuxidine,  sulfathalidine,  aureomycin,  and  Terra- 
mycin  have  all  proved  to  he  of  tremendous  value 
in  reducing  the  number  of  intestinal  bacterial 
flora  and,  consequently,  the  danger  of  postopera- 
tive peritonitis.  Streptomycin  should  not  be 
used  for  more  than  forty-eight  hours  prior  to 
surgery  because  of  the  rapid  development  of  re- 
sistant bacterial  strains.  Ancillary  measures 
such  as  nonresidue  diet,  colonic  irrigations,  saline 
cathartics,  and  rectal  aspiration  on  the  morning 
of  surgery  should  be  employed  also. 

Historically,  the  first  great  advance  toward  re- 
duction of  mortality  rate  of  bowel  resection  was 
the  exteriorization  procedure  devised  by  Bloch 
and  Paul,8’9  popularized  by  von  Mikulicz,10  and 
perfected  by  Rankin.11  Although  the  method 
increased  morbidity  and  hospitalization  because 
of  the  additional  procedure  of  closure  of  the  co- 
lonic stoma,  it  did  serve  to  prevent  peritonitis 
secondary  to  the  contamination  of  primary  bowel 
anastomosis.  Unquestionably,  the  increased 
safety  derived  from  oral  chemotherapy  stimulated 
the  current  wisespread  acceptance  of  resectioo 
and  primary  open  anastomosis  as  the  procedure 
of  choice  in  the  treatment  of  cancer  of  the  intra- 
peritoneal  colon.  Pemberton  has  reported  that 
chemotherapeutic  bowel  preparation  has  reduced 
the  mortality  of  colon  surgery'  at  the  Mayo 
Clinic  from  15  to  20  per  cent  prior  to  1939  to  less 
than  5 per  cent  after  that  date.  Nevertheless, 
there  are  situations  in  which  the  obstructive-ex- 
teriorization resection  may  be  indicated:  (1) 

where  there  is  marked  disparity  between  the  size 
of  the  bowel  proximal  and  distal  to  the  tumor,  as 
in  chronic  obstruction,  (2)  where  there  is  exten- 
sive pericolonic  inflammation  due  to  penetration 
of  the  lesion,  (3)  when  the  vascular  supply  of 
the  bowel  ends  is  in  doubt,  and  (4)  when  increased 
risk  of  operation  in  a debilitated  patient  demands 
a rapid  procedure. 

Laparotomy  in  a patient  with  carcinoma  of  the 
colon  should  include  careful  examination  of  the 
entire  large  bowel  since  there  will  be  multiple 
primary  carcinomas  in  4 to  5 per  cent  of  cases. 
Also  carcinoma  will  be  associated  with  polyps 
elsewhere  in  the  colon  in  at  least  one  out  of  five 
cases.  Therefore,  it  is  a good  plan  to  have  a 
sterilized  sigmoidoscope  at  the  operating  table  so 
that  the  remainder  of  the  colon  may  be  thoroughly 
examined  at  the  time  of  resection. 

With  modem  adjuvants  in  supportive  therapy 
resectability  of  colon  lesions  in  some  series  has 
reached  a figure  close  to  90  per  cent.  Unless 
there  is  evidence  of  widespread  peritoneal  dis- 
semination or  distant  metastasis,  the  surgeon 
should  have  as  his  aim  removal  of  the  growth  plus 
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involved  contiguous  structures  such  as  bladder,  I 
prostate,  uterus,  kidney,  or  gastrointestinal  ele-  1 
ments.  A localized  liver  metastasis  should  be  I 
excised;  true,  there  is  usually  concomitant  I 
‘‘seeding’’  in  the  liver,  but  eradication  of  the  pri-  I 
mary  tumor  has  been  known  to  be  associated  with  I 
regression  of  small  metastatic  deposits. 

Palliative  resection  should  be  performed  when-  | 
ever  possible.  Palliative  colostomy  should  be  j 
avoided  in  all  patients  with  terminal  cancer.  ] 
Even  in  the  face  of  extension  beyond  the  limits  I 
of  curative  resection,  palliative  resection  will  ] 
rid  the  patient  of  the  source  of  toxic  products,  I 
constant  blood  loss,  and  potential  bowel  obstruc-  1 
tion. 

There  is  a tendency  for  right  colon  lesions  to 
perforate  and  produce  a marked  pericolonic  in- 
flammatory  reaction.  A lesion  which  is  perforat- 
ing into  the  parietes  does  not  necessarily  bear  a 
grave  prognosis.  In  Colcock’s  series  58.7  per 
cent  of  patients  in  whom  there  was  local  fixation 
had  no  evidence  of  regional  node  metastasis.12 
Thus,  when  such  a situation  obtains,  one  should 
remove  the  involved  portion  of  parietal  peritoneum 
and  its  underlying  muscle.  A portion  of  the 
anterior  wall  of  the  duodenum  may  be  excised 
when  it  is  invaded  by  a hepatic  flexure  lesion.  In 
lesions  of  the  right  colon  there  is  a good  opportu- 
nity for  doing  a complete  resection  of  primary 
and  secondary  h-mphatic  drainage  areas  by  taking 
the  ileocolic,  right  colic,  and  middle  colic  arteries 
at  their  origins  together  with  some  of  the  nodes 
lying  along  the  superior  mesentery  artery.  After 
right  hemicolectomy  my  preference  is  for  an 
end-to-end  ileotransverse  colostomy.  I consider 
this  to  be  the  quickest  and  most  physiologic 
means  of  reconstruction,  and  it  eliminates  the  pos- 
sibility of  blind  stump  enlargements  which  occa- 
sionally occur  after  side-to-side  or  end-to-side 
anastomoses.  Insertion  of  a Miller-Abbott  tube 
on  the  day  prior  to  surgery  with  continuous  suc- 
tion for  at  least  forty-eight  hours  postoperativelv 
is  good  prophylaxis  against  ileus.  In  most  re- 
cent reports  the  operative  mortality  of  right  hemi- 
colectomy is  about  3 per  cent.  The  over-all 
five-year  survival  rates  of  patients  who  have  sur-  J 
vived  resection  are  about  55  to  70  per  cent.  > 
When  lymph  nodes  are  involved,  as  they  are  in 
about  50  per  cent  of  cases,  the  prognosis  is  about 
one  half  as  good. 

When  the  neoplasm  is  located  in  the  transverse  , 
colon,  the  middle  colic  artery  should  be  ligated  : 
at  its  origin,  both  flexures  should  be  mobilized, 
and  the  transverse  mesocolon,  greater  omentum, 
and  gastroepiploic  lymph  nodes  should  be  in-  t 
eluded  in  the  resection. 

For  lesions  of  the  splenic  flexure  and  proximal 
descending  colon,  the  left  branch  of  the  middle 
colic  artery  should  be  removed  along  with  the 
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left  colic  artery  at  their  origins.  When  there  is 
extensive  lymphadenopathy,  one  should  not  hesi- 
tate to  take  either  or  both  the  middle  colic  and  in- 
ferior mesenteric  arteries,  relying  on  the  marginal 
ajtery  of  Drummond  to  maintain  the  blood  sup- 
ply. Splenectomy  should  be  performed  con- 
comitantly in  order  to  remove  the  lienocolic  and 
phrenicocolic  node-bearing  ligaments. 

When  the  neoplasm  is  situated  in  the  distal 
descending  colon  or  sigmoid,  the  inferior  mesen- 
teric artery  is  severed  at  the  aorta,  and  the  mes- 
entery removed  along  with  the  para-aortic  nodes. 

Resection  and  primary  end-to-end  anastomosis 
are  feasible  in  most,  if  not  all,  cases  of  intraperito- 
neal  colonic  carcinoma.  Mobilization  of  one  or 
both  flexures  will  remove  tension  from  the  suture 
line.  When  the  blood  supply  to  the  bowel  is 
questionable,  it  is  best  to  bring  both  ends  of  the 
suspected  colon  to  the  surface  as  a double-bar- 
reled colostomy  to  be  closed  at  a later  date. 

The  subject  of  cancer  of  the  extraperitoneal 
colon  and  rectum  deserves  special  emphasis  be- 
cause today  there  are  two  strongly  opposed  points 
of  view  regarding  method  of  treatment:  the  one 
favoring  the  Miles  procedure  with  permanent 
abdominal  colostomy  and  the  other  advocating 
some  form  of  sphincter-preserving  resection.  For 
lesions  situated  above  15  cm.  from  the  anus  an- 
terior resection  and  removal  of  the  inferior  mes- 
enteric artery,  sigmoid  mesentery,  and  para-aortic 
nodes  with  primary  anastomosis  constitutes  a 
sound  cancer  operation.  Westhues,13  Gilchrist 
and  David,14  Coller  and  Kay,15  and  Glover  and 
Waugh16  have  offered  convincing  evidence  that 
the  main  pathway  of  lymphatic  spread  follows 
the  superior  hemorrhoidal  and  inferior  mesenteric 
arteries  and  that  retrograde  metastasis  occurs  in 
less  than  1 per  cent  of  even  far-advanced  cases. 
Dixon17  reports  a five-year  survival  rate  of  67.7 
per  cent  in  272  patients  who  had  undergone  ante- 
rior resection  for  lesions  of  the  rectosigmoid  area. 
Lesions  of  the  lower  15  cm.  of  bowel  carry  a graver 
prognosis  than  those  above  this  level.  Judd  and 
Bellegie18  reported  that  there  was  a 16.4  per  cent 
incidence  of  local  recurrence  after  anterior  resec- 
tion for  lesions  located  16  to  20  cm.  above  the 
anus,  as  opposed  to  a 30.2  per  cent  recurrence  for 
lesions  at  the  11  to  15  cm.  level  and  a 41.7  per 
cent  recurrence  for  those  at  10  cm.  or  lower. 
Local  recurrences  can  be  held  to  a minimum  if 
the  bowel  is  resected  2 inches  (5  cm.)  distal  to  the 
growth.19  Anterior  resection  should  not  be  per- 
formed if  the  growth  is  within  2 to  3 cm.  of  the 
levators  ani  because  of  the  possibility  of  involve- 
ment of  these  muscles  by  direct  extension.20 
Thus,  the  Miles  procedure  is  indicated  for  all 
lesions  of  the  distal  5 or  6 cm.  of  the  rectum. 

The  mid-rectum  has  been  a controversial  area 
in  discussions  on  therapy  of  rectal  carcinoma; 


most  surgeons  agree  that  rectosigmoidal  lesions 
may  be  treated  by  anterior  resection  and  lower 
rectal  lesions  by  the  Miles  resection.  Babcock 
and  Bacon21  contend  that  their  modifications  of 
the  Hochenegg  pull-through  procedure  are  as 
radical  as  the  Miles  operation  for  lesions  of  the 
upper  and  mid-rectum.  Bacon2  has  recently  re- 
ported a 58.4  per  cent  five-year  survival  rate  with 
17.9  per  cent  incidence  of  local  recurrence  for 
patients  who  have  undergone  his  procedure. 
These  figures  are  comparable  with  any  of  those 
achieved  after  the  Miles  procedure.  Sphincter 
function  following  the  pull-through  operation  is 
satisfactory  in  no  more  than  70  per  cent  of  pa- 
tients.22 The  pull-through  procedure  is  best 
reserved  for  small,  circumscribed,  mobile,  highly 
differentiated  lesions  of  the  mid-rectum  in  which 
there  is  no  gross  lymphadenopathy.  The  follow- 
ing plan  of  management  is  offered:  (1)  anterior 

resection  for  lesions  of  the  rectosigmoid  and  upper 
rectum  located  above  15  cm.  from  the  anus  and 
only  when  it  is  possible  to  resect  2 inches  beyond 
the  lesion,  (2)  the  Miles  procedure  for  lesions  of 
the  lower  rectum  and  those  in  the  vicinity  of  the 
levators,  and  (3)  the  pull-through  operation  for 
carefully  selected  growths  of  the  mid-rectum. 

Deddish23  has  recently  reported  a series  of  cases 
of  rectal  carcinoma  treated  by  the  Miles  proce- 
dure in  combination  with  abdominopelvic  lym- 
phadenectomy.  This  plan  is  predicated  upon  the 
belief  that  a more  extensive  initial  effort  is  re- 
quired since  residual  carcinoma  is  limited  to  the 
pelvis  in  a significant  number  of  instances.  In 
70  consecutive  cases  treated  by  the  modified 
Miles  procedure  with  abdominopelvic  node  dis- 
section 16  per  cent  demonstrated  metastatic 
carcinoma  in  nodes  outside  the  areas  resected 
by  the  classic  Miles  technic.  Only  time  will  tell 
whether  the  results  will  justify  the  increased 
operative  hazards  and  postoperative  morbidity. 

Grinnell24  in  a careful  pathologic  study  has 
demonstrated  blood  vessel  invasion  in  36  per  cent 
of  cases  of  resected  carcinoma  of  the  rectum.  In 
an  unpublished  study  Wattiker25  has  found  the 
incidence  of  blood  vessel  involvement  to  be  over 
40  per  cent.  Since  the  average  five-year  survival 
rate  is  approximately  50  per  cent  in  cases  of  rectal 
cancer  treated  by  any  of  the  current  methods,  it 
is  difficult  to  anticipate  better  results  from  more 
radical  surgery  in  the  presence  of  the  high  inci- 
dence of  blood  vessel  invasion.  The  solution 
rests,  as  it  does  in  all  cancer  surgery,  on  bringing 
the  patient  to  operation  while  the  growth  is  still 
localized. 

521  Park  Avenue 
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MUSCLE  EIOPSY  AND  ACTH  IN  COXSACKIE  VIRUS 

Nathan:  Brown,  M.D.,  Binghamton,  New  York 


THE  discover.'  of  the  Coxsaekie  viruses1  has 
opened  new  opportunities  for  the  clinical 
study  of  virus  infections.  Group-B  Coxsaekie 
viruses5  are  the  etiologic  agents  of  epidemic 
pleurodynia  or  Bornholm  disease  which,  while 
usually  self-limited,  not  infrequently  relapses  and 
may  then  be  marked  by  slow  recovery. 5,4  A 
report  from  France5  describes  chronic  forms  of 
epidemic  pleurodynia  in  which  muscle  biopsy 
disclosed  lesions  similar  to  those  seen  in  experi- 
mental Coxsaekie  virus  infection.  Coxsaekie 
viruses  were  isolated  from  the  muscle  samples 
and  the  patient’s  feces. 

The  present  report  is  of  two  similar  illnesses  in 
which  muscle  biopsies  revealed  comparable 
lesions.  Both  patients  responded  favorably  to 
cortisone  and  ACTH  therapy. 

Case  Reports 

Case  1. — This  fifty-nine-vear-old  white  male  was 
seen  by  his  physician  on  September  9,  1951,  com- 
plaining of  severe  soreness  in  both  thighs  attributed 
to  “chilling”  during  an  auto  drive.  He  continued 
work  as  a post  office  maintenance  man  until  Septem- 
ber 16,  when  he  was  forced  to  bed  with  increased 
pain  on  motion.  He  developed  a severe  frontal 
headache,  anorexia,  sweating,  profound  weakness, 
and  intermittent  abdominal  pain  in  the  left  lower 
quadrant.  He  obtained  no  relief  from  penicillin 
by  injection  on  two  successive  days  and  sulfa  tablets. 
On  September  21  sodium  salicylate,  1 Gm.  every 
four  hours,  and  on  September  23  Chloromycetin, 
500  mg.  every  six  hours,  were  added.  No  improve- 
ment was  noted,  and  his  temperature  continued  to 
fluctuate  between  100  and  101  F.  He  was  admitted 
to  Binghamton  City  Hospital  on  September  25. 
He  continued  to  do  poorly,  complaining  bitterly 
of  severe  frontal  headache,  and  the  nurses  noted  a 
definite  irritability.  The  author  saw  the  patient  on 


October  1.  1951,  and  detected  swallowing  difficulties. 
Physical  examination  revealed  a poorly  developed, 
highly  irritable,  and  emotionally  unstable  white  i 
male.  The  positive  findings  were  fine  rales  at  both 
bases;  blood  pressure  110/70;  point  of  maximal  i 
impulse  in  fifth  interspace  at  midclavicular  line, 
rate  98  per  minute,  rhythm  regular,  heart  sounds 
well  defined,  no  murmurs  or  thrills,  and  second 
aortic  sound  equal  to  second  pulmonic  sound.  Neuro- 
logic examination  was  negative.  The  patient’s  I 
course  in  the  hospital  was  as  follows:  his  headache 
was  severe;  he  continued  to  complain  of  leg  aches,  J 
difficulty  in  swallowing,  and  pain  in  his  neck.  He 
remained  irritable,  despondent,  and  very  emotional. 

A neurologic  consultant  could  find  no  localizing  I 
signs.  An  esophagram  was  negative.  His  tempera- 
ture continued  between  101  and  102  F.,  and  his  1 
aches  and  pains  were  intense.  A liver  biopsy  was 
done  on  October  8 without  success.  He  became  j 
discouraged,  demanded  his  release,  and  was  dis- 
charged on  October  17  with  a diagnosis  of  “fever 
of  undetermined  origin.” 

Laboratory  Data. — Results  of  laboratory  deter- 
minations were  as  follows:  red  blood  cells  3,500,000. 
hemoglobin  10  Gm.,  white  blood  cells  19,150  with 
lymphocytes  8.  eosinophils  1,  stabs  11,  segmented  ; 
80.  Urinalysis  was  negative;  stool  was  negative  t 
for  ova  and  parasites.  Blood  culture  was  negative.  I 
Spinal  fluid  showed  cell  count  2 lymphocytes,  I 
chlorides  700  mg.  per  cent,  sugar  78  mg.  per  cent, 
proteins  19.5  mg.  per  cent,  colloidal  gold  00-111-000. 
Blood  chemistry  revealed  nonprotein  nitrogen  21 
mg.  per  cent,  blood  sugar  97  mg.  per  cent,  blood 
chlorides  450  mg.  per  cent,  serum  proteins  6.7  Gm  ' 
per  cent  with  albumin  3.3  Gm.  per  cent  and  globulin 
3.4  Gm.  per  cent,  alkaline  phosphatase  5.4  Bodan- 
sky  units.  Prothrombin  time  was  seventeen  sec-  f 
onds,  51.8  per  cent  of  normal;  cephalin  flocculation 
twenty-four  and  forty-eight  hours  was  negative; 
thymol  turbidity  1.2  units.  Agglutination  studies 
for  typhoid,  paratyphoid,  undulant  fever,  and  lepto- 
spira  group  were  negative. 
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Liver  biopsy  was  reported  as  follows:  “Liver  cells 
are  larger  than  normal,  and  some  of  them  show  gran- 
ular degeneration  and  absence  of  nuclei.  Normal 
fat  and  cholesterol  deposits  are  absent,  but  there 
are  accumulations  of  pigment  in  isolated  areas  in 
the  cells.  There  is  only  very  mild  periportal  chronic 
inflamation  and  no  definite  increase  in  fibrosis. 
No  pigment  stasis  is  noted  and  chronic  congestion 
cannot  be  identified.” 

X-rays  of  skull  and  chest,  barium  enema,  upper 
gastrointestinal  series,  and  esophagram  were  normal. 

Course  at  Home. — Patient  was  seen  in  the  office 
on  October  23  with  the  same  muscle  complaints 
and  physical  findings  except  for  tremulousness. 
There  were  no  fibrillary  twitchings.  A muscle 
biopsy  was  suggested  but  refused.  On  November  5 
with  the  same  complaints  he  agreed  to  a muscle 
biopsy.  On  November  9 a sample  of  the  patient’s 
gastrocnemius  was  excised.  No  microscopic  abnor- 
malities were  found.  On  November  20  with  the  same 
findings  and  complaints  and  on  a provisional  diag- 
nosis of  one  of  the  collagen  diseases,  cortisone,  25  mg. 
four  times  a day,  was  instituted.  The  effect  was 
immediate  and  dramatic;  his  pains  diminished, 
and  his  ability  to  walk  increased.  However,  he 
still  had  aches  and  pains.  Cortisone  was  continued, 
and  the  patient  was  followed  at  weekly  intervals. 
His  attitude  and  appetite  improved  steadily.  He 
still  had  an  occasional  twinge.  Since  a diagnosis 
was  unestablished,  a biopsy  of  the  deltoid  muscle 
was  done  on  December  28.  He  returned  to  heavy 
work  on  January  15,  1952,  and  stopped  his  cortisone 
without  recurrence  of  symptoms.  Report  of  the 
biopsy  was  received  on  August  6,  1952,  and  the 
diagnosis  of  Coxsackie  virus  disease  suggested  by 
Drs.  Grewal  and  Bergstrom  was  confirmed  by 
Dr.  Fred  Stewart  of  Memorial  Hospital,  New  York 
City. 

Pathologic  Re-port. — “Sections  2612-51  of  the 
skeletal  muscle  biopsy  reveal  degenerative  changes 
affecting  individual  or  scattered  groups  of  muscle 
fibers  without  any  evidence  of  inflammatory  or 
cellular  infiltration.  The  distribution  of  these 
lesions  does  not  seem  to  follow  any  set  pattern 
corresponding  to  the  blood  supply  of  the  part  of  the 
muscle  affected.  The  muscle  fibers  are  swollen  and 
remain  poorly  stained  with  hematoxylin  and  eosin 
(Figs.  1 and  2).  The  myofibrils  are  separated  from 
each  other  and  lie  within  the  sheath  loosely  held  to- 
gether as  a bundle  of  wavy  strings.  These  become 
pigmented  and  change  over  into  formless  granular 
material  which  is  finally  completely  liquefied  into  an 
unstable  homogeneous  material  interspersed  with 
small  amounts  of  homogeneous  liquefied  material 
where  in  other  areas  only  a portion  of  the  fiber  is  in- 
volved in  the  degenerative  process  where  the  line  of 
demarcation  is  rather  abrupt.  The  effect  on  the 
whole  is  somewhat  similar  to  that  seen  in  a few 
areas.  A few  of  the  arterioles  are  thrombosed. 
The  nerve  fibers  also  reveal  degenerative  changes 
noticeable  in  the  pigmented  swollen  portions  of  the 
myelin  sheath.  Still  other  areas  reveal  partially 
liquefied  or  degenerated  fibers.  The  remaining 
slightly  swollen  portion  of  the  fiber  is  well  demar- 
cated from  the  affected  portion.” 


Case  2. — K.  L.,  twenty-three-year-old,  white,  fe- 
male student  nurse,  was  admitted  to  Binghamton 
State  Hospital  on  August  7,  1952.  She  first  noted 
some  aching  and  soreness  without  swelling  in  her 
joints  beginning  about  one  week  before  admission. 
She  had  no  antecedent  sore  throat.  She  complained 
bitterly  of  left  chest  pain  on  deep  inspiration  and 
weakness  of  her  right  leg.  History  was  negative  as 
to  exposure  to  rats  or  mice,  ingestion  of  unpastur- 
ized  milk,  poorly  cooked  pork,  and  rheumatic  fever. 
She  had  had  an  operation  for  strabismus  seven 
years  ago.  Physical  examination  revealed  a flushed, 
white  female  with  bilateral  conjunctival  injection, 
slight  cervical  rigidity,  respiratory  excursions 
limited  by  severe  pain,  alleviated  by  splinting  the 
diaphragm.  The  lungs  were  clear  to  percussion  and 
auscultation;  liver,  kidneys,  and  spleen  were  not 
palpable;  there  was  no  tenderness,  rigidity,  or 
masses.  Marked  left  costovertebral  tenderness 
and  decreased  patellar  and  achilles  reflex  on  the 
right  were  noted.  No  other  abnormalities  were 
elicited. 

In  view  of  the  season  of  the  year  and  the  weakness 
of  the  right  leg,  poliomyelitis  was  suspected,  and  a 
spinal  tap  was  done.  This  was  within  normal  limits. 
Suspicions  next  pointed  to  Coxsackie  virus  disease. 
However,  it  was  extremely  difficult  to  obtain  labora- 
tory aid. 

This  girl  continued  to  run  a fever  of  103  to  104  F. 
with  severe  pleurodynia  and  left  costovertebral 
pain.  Agglutination  studies  for  the  agglutinating 
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fevers  and  leptospira  were  negative.  On  August  13, 
1952,  the  patient  developed  erythema  nodosum  over 
both  anterior  tibial  areas.  An  electrocardiogram 
showed  normal  PR  and  QT  intervals.  Antistrepto- 
lysin titer  was  100.  She  showed  no  swelling  of  her 
joints,  but  she  complained  bitterly  of  her  aching 
muscles.  Intravenous  pyelogram  gave  no  evidence 
of  a perinephric  abscess.  A neurologic  consultant 
saw  the  patient  and  repeated  the  spinal  tap,  which 
again  yielded  normal  fluid.  In  view  of  our  previous 
experience  with  Case  1 and  the  elimination  of  the 
agglutinating  fevers,  trichinosis,  rheumatic  fever, 
leptospira,  etc.,  ACTH  was  instituted  on  August  15, 
1952.  Once  again  the  results  were  dramatic.  The 
temperature  subsided,  and  the  muscular  aches 
and  pleurodynia  diminished  dramatically  after  three 
days  treatment. 

A muscle  biopsy  report  was  as  follows:  “Section 
2489-52  of  the  skeletal  muscle  biopsy  reveals  a 
few  areas  of  interstitial  fibrosis.  Xo  degenerative 
changes  or  cellular  infiltration  is  seen”  (Fig.  3). 

ACTH  was  stopped  on  September  1,  1952.  She 
was  discharged  on  September  10,  feeling  well. 

Laboratory  Data. — Results  of  laboratory  deter- 
minations were  as  follows: 

August  8,  1952 — Red  blood  cells  5,000,000, 
hemoglobin  13.4  Gm.,  white  blood  cells  10,250  with 
polymorphonuclears  64,  lymphocytes  32,  mono- 
cytes 1,  eosinophils  3,  basophils  0;  spinal  fluid 
appearance  clear,  cell  count  5 per  cu.  mm.,  globulin- 
Pandy  negative,  sugar  68  mg.  per  cent,  chlorides 
720  mg.  per  cent;  urinalysis  negative;  abortus 
agglutination  negative  in  all  dilutions;  stool  nega- 
tive for  ova,  parasites,  ameba. 

August  13 — Red  blood  cells  4,710,000,  hemoglobin 
13.6  Gm.,  and  white  blood  cells  13,800  with  poly- 
morphonuclears 69,  lymphocytes  29,  monocytes  1, 
eosinophils  1,  basophils  1;  blood  culture  negative; 
no  L.E.  cells  found;  bone  marrow  within  normal 
limits. 

August  21 — Red  blood  cells  5,040,000,  hemoglobin 
14  Gm.,  white  blood  cells  12,150  with  polymorpho- 
nuclears 66,  lymphocytes  30,  monocytes  0,  eosino- 
phils 2,  basophils  2. 

August  26 — Serum  proteins  7.6  Gm.  per  cent, 
albumin  5.1  Gm.  per  cent,  globulin  2.5  Gm.  per  cent. 

September  3 — X-rays  of  the  fingers  negative  for 
sarcoid;  chest  x-ray  negative. 

September  4 — Heterophil  antibody  2 plus  ag- 


glutination in  1:28  dilution  and  1 plus  agglutination 
in  1 : 56  dilution. 

Comment 

Dalldorf2  described  the  usual  features  of  the 
muscles  in  paralyzed  suckling  mice.  Lepine5 
described  similar  features  in  humans  and  gave  a 
detailed  description  of  two  biopsies.  The  biopsy 
and  the  results  in  our  first  case  simulated  the 
histologic  findings  as  described  by  Dalldorf  and 
Lepine.  Unfortunately  the  author  was  not  aware 
of  this  article  in  the  French  literature,  and  no 
attempt  was  made  to  determine  its  infectiousness 
in  unborn  mice. 

The  treatment  of  Coxsackie  virus  disease  has 
been  symptomatic.  There  are  known  fatalities 
among  humans.  The  morbidity  is  severe,  and 
the  disability  presents  an  economic  problem. 
Patients  are  quite  ill;  they  require  medical  care 
and  at  times  hospital  care  for  months.  Case  1 
was  disabled  for  about  four  months,  Case  2 for 
about  three  months.  This  disease  presents  a 
challenge  to  treatment.  Each  case  responded  to 
cortisone  and  ACTH,  respectively.  Review  of 
the  literature  elicited  no  data  on  the  use  of  these 
two  drugs  in  this  disease  except  for  the  demon- 
stration by  Kilbourne6  of  the  “lethal  action  with 
Coxsackie  virus  of  adult  mice  given  cortisone.” 
The  author  believes  that  ACTH  and  cortisone 
are  worthy  of  a trial  in  this  disease. 

It  must  be  remembered  that  access  to  virus 
study  facilities  is  very  limited,  and  despite  co- 
operation laboratories  are  frequently  undermanned 
and  unable  to  do  these  studies  in  every  instance. 
A muscle  biopsy  is  a simple  procedure,  frequently 
performed  in  suspected  cases  of  periarteritis 
nodosum  and  trichinosis.  The  author  believes 
that  it  should  be  done  more  often  in  the  obscure 
diseases  attributed  to  virus  to  facilitate  the  follow- 
up of  the  course  and  character  of  the  disease. 

Summary 

1.  Two  cases  of  Coxsackie  virus  disease  are 
presented  with  their  characteristic  history  of 
fever,  headache,  paresis,  weakness,  muscle  aches, 
etc. 

2.  The  use  of  ACTH  and  cortisone  is  dis- 
cussed. 

3.  The  hope  that  the  report  will  stimulate 
further  investigation  and  criticism  is  expressed. 

99  Main  Street 
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DIHYDROSTREPTOMYCIN  AND  DEAFNESS 

James  K.  Lees,  M.D.,* *  and  Donald  M.  Markle,  New  York  City 

{From  the  Department  of  Otolaryngology,  College  of  Physicians  and  Surgeons,  Columbia  University) 


SINCE  the  discovery  of  dihydrostreptomvcin 
there  has  been  considerable  clinical  and  lab- 
oratory research  done  in  an  effort  to  ascertain 
the  degree  of  toxicity  of  this  drug.1-7  The  exact 
incidence  of  deafness  due  to  dihydrostreptomvcin 
is  still  unknown. 

Earlier  studies  of  the  problem  revealed  a very 
high  incidence  of  deafness,  which  all  too  often 
proved  to  be  irreversible;  the  drug  was  originally 
given  in  dosages  of  1 to  2 Gm.  every  day.  How- 
ever within  the  past  three  years  a smaller  dosage, 
given  at  less  frequent  intervals,  seems  to  have 
been  just  as  effective  in  the  treatment  of  tuber- 
culosis; today  the  most  common  dosage  schedule 
is  1 Gm.  three  times  a week.  Allison,1  Domon,5 
Shane,7  and  others  have  found  that  when  the  re- 
duced dosage  is  used,  a very  small  percentage  of 
their  cases  developed  hearing  losses.  When  deaf- 
ness did  occur,  however,  it  was  usually  irrever- 
sible. 

Method  of  Investigation 

This  study  was  carried  out  at  the  Summit  Park 
Sanatorium,  Pomona,  New  York,  a 90-bed  tuber- 
culosis sanatorium  with  patients  from  all  strata  of 
society.  Each  patient  who  was  receiving  or  had 
received  dihydrostreptomycin  was  included  in  the 
investigation.  The  dihydrostreptomycin  dosages 
used  on  the  patients  reported  in  this  paper  were  1 
Gm.  two  or  three  times  a week;  all  but  10  Gm. 
of  the  drug  were  Merck’s  dihydrostreptomycin 
sulfate. 

Audiometric  screening  was  performed  at  a 20- 
decibel  intensity  level  (baseline  equals  average 
normal  hearing)  at  octave  intervals  from  128 
through  8,192  cycles  per  second.  Otologic  his- 
tories were  recorded,  and  otic  examinations  were 
completed. 

All  hearing  testing  was  carried  out  in  a heavily 
draped  and  carpeted  room  18  by  20  feet  which 
was  situated  in  a quiet  section  of  the  institution. 
The  testing  was  done  by  the  same  examiner,  using 
a Western  Electric  6 BP  audiometer  which  was 
calibrated  the  day  prior  to  testing.  The  ambient 
noise  level  of  the  room,  as  determined  by  serial 
readings  of  a type  759-B  General  Radio  Sound 
Level  Meter,  was  between  34  and  46  decibels. 
All  readings  were  taken  using  the  “a”  weighting 
network. 

This  study  was  supported  in  part  by  Grant  1127  from  the 
U.S.  Public  Health  Service. 

* Present  address:  1321  Cravens  Avenue,  Torrance,  Cali- 
fornia. 


Results  of  the  Study 

Of  the  60  patients  who  were  examined,  seven 
were  excluded  from  the  study.  They  included 
patients  sixty-five  years  of  age  or  over  and  those 
who  had  had  either  mastoid  surgery  or  tuber- 
culous meningitis.  Of  the  final  group  32  were 
male  and  21  female.  The  age  range  was  twenty- 
two  through  sixty-four,  with  a mean  age  of  39.5 
years. 

Of  the  53  patients  studied,  31  or  58.9  per  cent 
failed  to  pass  the  audiometric  screening  test. 
The  failures  all  had  high  frequency  perceptive 
losses  of  a nonhandicapping  variety  (Table  I). 

It  is  interesting  to  note  that  of  the  120  ears 
examined  there  was  only  one  perforation  of  the 
tympanic  membrane.  In  addition,  one  simple 
and  one  radical  mastoidectomy  were  discovered. 
Except  for  an  occasional  slight  to  moderate 
thickening  or  retraction  of  the  tympanic  mem- 
brane, all  the  patients  had  normal  healthy  ear- 
drums. The  paucity  of  the  ear  pathology  was 
quite  striking  when  compared  to  the  prestrepto- 
mycin era  when  otitis  media  in  tuberculous  pa- 
tients was  relatively  common. 

From  the  entire  group  only  four  patients  com- 
plained of  having  had  tinnitus  while  on  dihydro- 
streptomycin therapy,  but  all  stated  that  in 
varying  lengths  of  time  following  the  termination 
of  therapy  this  symptom  vanished. 

In  order  that  statistical  correlations  could  be 
carried  out,  the  total  decibel  hearing  loss  for  all 
frequencies  was  calculated  for  each  patient,  and 
on  the  basis  of  this  procedure  each  patient  was 
assigned  a rank-order  number.  The  following 
correlations  were  computed  by  the  Spearman 
rank-difference  method. 

Since  the  type  of  hearing  loss  found  was  almost 
entirely  restricted  to  4,096  and  8,192  cycles  per 
second,  the  authors  felt  that  with  some  of  the 
patients  beginning  manifestations  of  presbycusis 
may  have  influenced  the  results  of  the  study. 
With  this  possibility  in  mind  the  correlation  be- 
tween degree  of  hearing  loss  and  age  was  cal- 
culated and  was  found  to  be  plus  0.45.  Although 
it  was  a positive  correlation,  it  was  not  considered 
to  be  significantly  high  enough  to  warrant  the  as- 
sumption that  the  hearing  losses  found  were  due 
to  an  age  factor. 

The  relationship  between  hearing  loss  and  total 
dosage  of  dihydrostreptomycin  was  computed  and 
was  found  to  have  a correlation  of  plus  0.25. 
This  figure,  although  positive,  was  not  considered 
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TABLE  L — Am  Conduction  Thbesholds  or  31  Patients  with  Heabing  Below  the  20-Decibel  Sceeening 

Level* 


■Air  Conduction  Threshold  Levels- 


-Right  -Ear Left  E&r- 


Patient 

128 

256 

512 

1.024 

2.048 

4.096 

8.192 

128 

256 

512 

1,024 

2.048 

4,096 

8.192 

2 

25 

3 

— 

— 

— 

— 

— 

30 

25 

— 

— 
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— 

— 

— 

DO 

4 

— 

— 

— 

— 

— 

— 

25 

— 

— 





— 



30 

7 

— 

— 

— 

— 

— 

50 

70 

— 

— 

— 

— 

— 

35 

50 

9 

— 

— 

— 

— 

— 

35 

40 

— 

— 

— 

— 

— 

— 

45 

12 

— 

— 

— 

— 

— 

— 

30 

— 

— 
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13 

— 

— 

— 

— 

— 

— 

65 

— 

— 

— 

— 

— 

45 

65 

13 

— 

— 

— 

— 

— 

25 

55 

— 

— 

— 

— 

— 

25 

45 

16 

— 

— 

— 

— 

— 

40 

45 

— 

— 

— 

— 

— 

— 

30 

17 

— 

— 

— 

— 

— 

— 

60 

— 

— 

— 

— 

— 

— 

— 

IS 

— 

— 

— 

— 

— 

35 

35 

— 

— 

— 

— 

— 

50 

65 
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— 

— 

— 

— 

— 

— 

DO 

— 

— 

— 

— 

— 

— 

65 

20 

— 

— 

— 

— 

— 

— 

40 

— 

— 

— 

— 

— 

25 

55 

26 

— 

— 

— 

— 

— 

— 

35 

— 

— 

— 

— 

— 

— 

40 

28 

55 

29 

— 

— 

— 

— 

— 

— 

45 

— 

— 

— 

— 

— 

— 

50 

30 

30 

31 

— 

— 

— 

— 

— 

35 

45 

— 

— 

— 

— 

— 

— 

45 

32 

— 

— 

— 

— 

— 

— 

35 

— 

— 

— 

— 

— 

— 

— 
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40 

— 

— 

— 

— 

— 

— 

25 

39 

— 

— 

— 

— 

— 

— 

35 

— 

— 

— 

— 

— 

35 

45 

40 

— 

— 

— 

— 

25 

35 

70 

— 

— 

— 

— 

— 

35 

75 

43 

— 

— 

— 

— 

— 

— 

45 

— 

— 

— 

— 

— 

25 

35 

47 

30 

49 

— 

— 

— 

— 

— 

— 

40 

— 







— 
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45 

50 

— 

— 

— 

— 

— 

— 

30 

— 

— 

— 

— 

— 

25 

45 

52 

— 
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40 

40 
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— 
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— 

— 

— 

— 

35 

— 

— 

— 
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— 

— 

45 
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— 

— 

— 

— 

— 
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45 

— 

— 

— 

— 

— 
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30 

57 

— 

— 

— 

— 

— 
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— 

— 

— 

— 

35 

oo 

58 

— 

— 

— 

— 

— 

35 

80 

— 

— 

— 

— 

— 

35 

80 

* Dash  indicates  that  patient  heard  given  frequency  at  20  decibels  or  better. 


to  be  significant,  and  therefore  it  was  not  felt  that 
dihydrostreptomycin  and  deafness  were  necessar- 
ily related  in  the  patients  included  in  this  study. 

Since  some  investigators  have  reported  a “de- 
layed reaction’’  of  deafness  due  to  dihydrostrepto- 
mycin. the  correlation  between  degree  of  hearing 
loss  and  lapse  of  time  since  termination  of  drug 
therapy  was  computed.  The  correlation  was 
found  to  be  plus  0.11  which  is  evidence  that  in  the 
group  studied  no  relationship  existed. 

It  seemed  possible  that  the  para-aminosalicylic 
acid,  which  is  usually  given  concomitantly,  might 
account  for  the  high  frequency  losses  which  have 
beeD  attributed  to  dihydrostreptomycin.  As  a 
result,  the  relationship  between  degree  of  hear- 
ing loss  and  total  dosage  of  PA8  was  investigated 
and  was  found  to  produce  a correlation  of  minus 
0.03.  It  was  concluded,  therefore,  that  no  re- 
lationship existed  between  these  two  factors  in 
our  series. 

Twelve  of  the  53  patients  studied  had  received, 
in  addition  to  dihydrostreptomycin,  “regular” 
streptomycin.  .Although  12  is  too  small  a group 
to  be  statistically  significant,  the  correlation  be- 
tween total  dosage  of  streptomycin  and  deafness 
was  computed  and  was  found  to  be  minus  0.13. 
It  can  be  concluded  that  there  was  no  relation- 
ship between  streptomycin  and  deafness  in  the 
series  of  patients. 

An  attempt  was  made  to  correlate  deafness  and 
the  multiple  dihydrc .streptomycin  dosage  sched- 
ules used,  but  tills  became  too  complex  for  pres- 
entation in  this  paper.  Incidentally  no  history 
of  kidney  ailments  was  elicited  from  any  of  these 
patients. 


Summary 

Each  of  53  patients  with  active  pulmonary 
tuberculosis  who  was  either  receiving,  or  who  had 
received,  dihydrostreptomycin , 1 Gm.  two  or 
three  times  a week,  was  audiometrically  screened 
at  a 20-decibel  intensity  level.  An  otologic  his- 
tory was  taken  and  an  otic  examination  completed. 
Of  this  group  5S.9  percent  failed  to  pass  the  screen- 
ing test  and  upon  further  examination  were  found 
to  have  perceptive  type  hearing  losses  for  4,096 and 
/or  S,  1 92  cycles  per  second . One  had  a 25-decibel 
loss  at  2,048  cycles  per  second.  None  of  these 
hearing  losses  was  demonstrably  handicapping. 

The  total  arithmetic  hearing  loss  was  cal- 
culated for  each  patient,  and  on  the  basis  of  this 
procedure  each  patient  was  assigned  a rank-order 
number  for  purposes  of  correlative  studies  utiliz- 
ing the  Spearman  rank-difference  method.  De- 
gree of  hearing  loss  was  correlated  against  the 
following:  (1)  age  of  patient,  (2)  total  dosage  of 
dihydrostreptomycin,  (3)  time  “off”  dihydro- 
streptomycin,  (4)  total  dosage  of  para-aminosali- 
cylic acid,  and  (5)  total  dosage  of  streptomycin. 
In  no  instance  could  a statistically  significant 
correlation  be  found  in  this  “low  dosage”  group. 

Conclusion 

When  dihydrostreptomycin  first  became  widely 
available,  it  was  customary  to  prescribe  large 
dosages  in  the  order  of  1 or  2 Gm.  daily.  At  that 
time  the  reported  incidence  of  irreversible  deaf- 
ness was  high,  and  many  of  the  hearing  losses 
which  occurred  were  very  handicapping. 

Today,  when  dosages  of  1 Gm.  of  dihydrostrep- 
tomycin  sulfate  administered  two  to  three  times 
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a week  are  used,  the  incidence  of  deafness  related 
to  this  drug  is  markedly  reduced. 

Although  the  group  involved  in  this  study  pre- 
sents a considerable  number  of  high  frequency 
hearing  losses,  no  cause  for  them  could  be  found 
on  the  basis  of  statistical  correlations. 
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Bellevue  Hospital) 

IN  THE  few  years  since  the  attention  of  the 
medical  profession  has  been  directed  to  the 
occurrence  of  retrolental  fibroplasia  in  premature 
infants,1  there  has  been  a rapid  increase  in  interest 
in  this  condition.  Retrolental  fibroplasia  is  at 
present  one  of  the  most  important  and  urgent 
problems  in  pediatrics  and  ophthalmology.  Our 
concepts  of  retrolental  fibroplasia  have  changed 
materially  since  Terry’s  first  description.  It 
would  appear  profitable  at  this  time  to  review  in 
general  what  progress  has  been  made,  as  well  as 
our  own  experience  in  the  field. 

Clinical  Course 

The  routine  ophthalmoscopic  examination  of 
premature  infants  from  birth,  as  suggested  by 
Owens  and  Owens,2  has  clarified  the  clinical 
course  of  the  disease.  In  such  routine  examina- 
tions we  have  recognized  an  ophthalmoscopic 
change  during  the  first  two  weeks  of  life  which 
appears  related  in  some  way  to  retrolental 
fibroplasia.3  In  many  premature  infants  there 
may  be  noted  a haziness  of  the  vitreous  which 
obscures  the  fundus  and  myopia  requiring  a 
minus  correction  of  the  ophthalmoscope  to  focus 
on  the  optic  disk.  Most  frequently  these  signs 
disappear,  and  the  eyes  return  to  normal. 
Occasionally  they  progress  to  the  final  stages  of 
retrolental  fibroplasia  (Table  I). 

In  our  experience  retrolental  fibroplasia  has 
occurred  with  one  exception  only  among  those 
infants  who  have  shown  such  early  changes.  The 
observation  is  therefore  of  prognostic  value. 
However,  it  cannot  be  decided  at  present  whether 
these  findings  represent  early  and  frequently 

Aided  by  grants  from  the  National  Society  for  the  Preven- 
tion of  Blindness  and  the  Schering  Corporation. 
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TABLE  I. — Relationship  of  Ophthalmoscopic  Abnor- 
malities During  the  First  Two  Weeks  of  Life  to  the 
Eventual  Outcome  (July,  1949,  to  September,  1952) 


Weight  Group 

Diagnosis 
at  Two 
Weeks 

✓ Final  Diagnosis * 

Nor-  Retrolental 
mal  Fibroplasia 

Under  1,000  Gm. 

Abnormal 

i 

i 

0 

Normal 

0 

0 

0 

Total 

I 

1 

0 

1,000  to  1,499  Gm. 

Abnormal 

33 

22 

11 

Normal 

8 

8 

0 

Total 

41 

30 

11 

1,500  to  1,999  Gm. 

Abnormal 

64 

58 

6 

Normal 

105 

104 

1 

Total 

169 

162 

7 

2,000  Gm.  and  over 

Abnormal 

46 

46 

0 

Normal 

157 

157 

0 

Total 

203 

203 

0 

Grand  Totals 

Abnormal 

144 

127 

17 

Normal 

270 

269 

1 

Total 

414 

396 

18 

reversible  signs  of  retrolental  fibroplasia  or 
whether  they  merely  indicate  susceptibility  to 
retrolental  fibroplasia. 

The  earliest  ophthalmoscopic  signs  that  are 
reasonably  certain  to  be  part  of  the  disease 
process  are  vascular  changes.  In  our  experience 
the  first  of  these  is  frequently,  although  not 
invariably,  a constriction  of  the  retinal  vessels. 
This  is  shortly  replaced  by  vascular  dilatation 
and  tortuosity.  Hemorrhages  may  follow.  In 
the  progressive  cases  there  is  retinal  separation. 
Fibrous  organization  of  the  retina  and  vitreous 
into  an  early,  visible,  opaque,  retrolental, 
cicatricial  mass  is  the  end  result  of  the  severe 
case.  Contraction  of  this  cicatrix  may  produce  a 
shallow  anterior  chamber. 
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— Retrolental  Fibroplasia — «. 

eight  Group 

Total  Number 

Number  of 

I6r 

• 

(Gm.) 

of  Infanta 

Cases 

Per  Cent 

15 

i 

1.000  to  1.499 

47 

13 

27.7 

t 

1,500  to  1.999 

140 

8 

6 8 

!4f 

X 

• 

2,000  and  over 

161 

0 

0 

TABLE  IX. — Incidence  or  Retbolental  F ibboplasia  in 
Bellevce  Hospital  fbom  June.  1950,  to  Seftembeb,  1952* 


* Only  infants  who  survived  and  could  be  followed  at  least 
three  months  are  included. 
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AGE  IN  WEEKS 

Fig.  1.  Relation  of  onset  of  vascular  stage  as  re- 
lated to  birth  weight.  Twin  births  are  represented 
by  circles. 

Retrolental  fibroplasia  in  its  early  stages  is 
frequently  reversible.  In  our  series  of  67  infants 
seen  in  the  vascular  stage,  29  advanced  to  serious 
involvement,  and  38  regressed  completely  to 
normal.  After  retinal  separation  complete  re- 
gression is  vert'  common.  We  have  seen  it  once 
at  another  hospital,  but  at  Bellevue  Hospital 
none  returned  completely  to  normal.  Even  after 
scar  formation  one  should  be  cautious  in  pre- 
dicting the  eventual  outcome.  We  have  seen 
some  scars  shrink  greatly  in  size  and  retract  into  a 
position  so  as  to  cause  little  or  no  impairment  of 
function. 

Silverman4  has  noted  that  the  time  of  onset  of 
the  vascular  stage  is  related  to  the  birth  weight  of 
the  infant  and  occurs  later  in  the  smaller  infants. 
There  is  no  general  agreement  on  this  point.5  In 
Fig.  1 we  have  shown  graphically  our  own 
experience.  Only  those  infants  were  included 
who  developed  definite,  irreversible  retrolental 
fibroplasia  and  who  were  seen  frequently  enough 
so  that  the  time  of  onset  could  be  established  with 
reasonable  accuracy.  The  vascular  changes  were 
those  of  constriction,  dilatation,  tortuosity,  and 
hemorrhages.  It  is  apparent  that  our  data  con- 
form in  general  to  tho»e  of  Silverman's  group. 
This  would  suggest  that  the  onset  of  the  vascular 
stage  is  related  to  a period  of  development  in  the 
retinal  vasculature.  If  there  are  no  abnormal- 
ities on  careful  ophthalmoscopic  examination  by 
the  time  the  infant  is  three  months  old,  there  is 
no  longer  am-  danger  of  retrolental  fibroplasia.3 

Pathologic  studies6-7  of  the  early  acute  stage 
have  been  limited.  It  has  been  reported  that  the 
earh'  lesion  is  characterized  by  endothelial  pro- 
liferation in  the  absence  of  inflammatory  reaction. 
However,  in  the  very  few  sections  seen  by  one  of 
us  (L.P.G.),  there  did  appear  to  be  an  inflamma- 
tory response.  Further  study  will  be  necessary 
to  clarify  this  issue. 


It  has  been  noted  that  there  is  a high  incidence  of 
central  nervous  system  anomalies5  and  hemangi- 
omas of  the  skin  in  cases  of  retrolental  fibroplasia.® 

It  is  difficult  to  exclude  the  possibility  that  this  is 
merely  a coincidental  relation.  It  is  also  wise  to 
withhold  judgment  on  the  mental  status  of  ( 
children  with  retrolental  fibroplasia  since  there  is 
insufficient  experience  with  intelligence  testing  of 
children  who  have  been  blind  since  shortly  after 
birth.10  At  least  some  of  the  infants  with  severe 
retrolental  fibroplasia  have  appeared  very  alert 
mentally  in  spite  of  their  handicap. 

Incidence 

There  are  no  completely  reliable  figures  on  the 
incidence  of  retrolental  fibroplasia  in  the  United 
States.  However,  an  indication  of  its  frequency 
can  be  obtained  from  the  results  of  a questionnaire 
circulated  in  21  states  by  the  National  Society 
for  the  Prevention  of  Blindness.5  Of  2,500  blind 
preschool  children  1,150  have  retrolental  fibro- 
plasia. Several  medical  centers  have  reported 
their  incidence;  it  appears  to  van.'  in  different 
hospitals  in  the  same  community. 

The  incidence  of  the  disease  at  Bellevue 
Hospital  since  June,  19.50,  is  presented  in  Table 
II.  Only  cases  of  retrolental  fibroplasia  in  an 
irreversible  stage  are  tabulated,  expressed  as  a 
percentage  of  the  nursery  population  surviving 
and  followed  ophthalmoscopically  for  at  least 
three  months.  We  believe  that  this  represents 
a high  incidence  of  the  disease.  In  the  lowest 
weight  group  27.7  per  cent  of  sun'iving  infants 
were  left  with  residual  evidence  of  the  disease. 

In  most  cases  the  vision  was  either  destroyed  or 
seriously  damaged.  The  next  two  higher  weight 
groups  had  6.8  per  cent  and  0 per  cent  of  infants 
with  residual  evidence  of  the  disease.  The 
magnitude  of  the  problem  posed  by  the  disease  is 
apparent  from  the  figures. 

Most  observers  believe  that  there  has  been  an  s 
increased  incidence  in  recent  years.  .For  example,  I 
in  Sweden  there  are  at  present  38  cases  of  ret- 
rolental fibroplasia  that  have  been  recognized.11  ' 
All  have  been  born  since  1945.  It  is  not  likely 
to  be  a spurious  increase  due  to  greater  interest  ( 
in  the  disease:  retrolental  fibroplasia  is  too 

obvious  an  affliction  to  have  been  missed  by 
earlier  clinicians.  Nor  is  it  likely  that  the  in- 
creased incidence  can  be  explained  by  increased 
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fibroplasia  to  survival  rate  in  infants  with  a birth 
weight  of  1,000  to  1,499  Gm.  (only  infants  surviving 
at  least  three  months  are  included): 

Per  Cent  Retrolental  Fibroplasia  = 


Number  with  retrolental  fibroplasia 
Number  surviving 


X 100 


Survival  Rate  = 


Number  surviving 
Number  born 


X 100 


survival  rates  of  premature  infants  because  the 
former  has  far  outstripped  the  latter. 

The  survival  rate  and  the  incidence  of  ret- 
rolental fibroplasia  among  infants  with  a birth 
weight  of  1,000  to  1,499  Gm.  born  at  Bellevue 
Hospital  during  the  years  1947  to  1952  are 
presented  in  Fig.  2.  This  weight  group  was 
selected  for  presentation  because  of  its  high 
incidence  of  retrolental  fibroplasia.  It  is  obvious 
that  there  is  no  relation  between  incidence  and 
survival  rate,  nor  can  the  sudden  increase  in 
incidence  be  attributed  to  increased  interest  and 
improved  diagnosis  because  we  had  begun  a 
formal  study  of  the  incidence  almost  two  years 
before  it  began  to  increase. 

Etiology 

The  disease  is  limited  apparently  almost 
entirely  to  premature  infants,  and  among  them 
the  incidence  varies  inversely  with  the  birth 
weight.  Aside  from  this,  virtually  nothing  is 
known  about  either  the  primary  or  contributory 
factors  in  the  etiology. 

Investigations  into  the  histories  of  mothers 
have  for  the  most  part  not  been  fruitful,12  but  the 
search  for  antenatal  factors  should  be  extended. 
Ingalls  has  presented  experimental  evidence  in 
animals  demonstrating  that  antenatal  anoxia  may 
produce  ocular  lesions.13 

The  recent  increase  in  incidence  has  suggested 
that  some  of  the  new  practices  in  the  care  of  the 


premature  infant  may  be  responsible.  The  feed- 
ing of  artificial  formulas,14  dehydration,15  over- 
hydration,16 transfusions,16  anemia,17  the  new 
vitamin  preparations,12  insufficient  oxygen,18-20 
and  too  much  oxygen21-24  have  all  been  incrim- 
inated, usually  on  circumstantial  evidence. 

The  evidence  is  obviously  conflicting,  probably 
because  of  the  unexplained  vagaries  in  the  in- 
cidence of  the  disease.  Our  own  experience 
tends  to  absolve  most  of  these  factors  (Fig.  3). 
At  the  beginning  of  our  study,  from  November, 
1946,  to  the  end  of  1948,  we  had  only  one  case  of 
retrolental  fibroplasia.  In  May,  1949,  our  in- 
cidence began  to  rise.  In  March,  1948,  we  had 
begun  to  use  a new  vitamin  preparation.  This 
was  nine  months  before  our  increase  in  incidence 
and,  therefore,  not  likely  to  be  related.  Except 
for  this  and  the  increased  use  of  oxygen  in  the 
unit,  the  routine  care  remained  the  same  during 
both  the  periods  of  low  and  of  high  incidence. 
This  in  a negative  way  suggests  that  none  of  the 
known  factors  in  routine  care,  except  possibly 
oxygen,  influence  the  incidence.  As  to  the  use  of 
oxygen,  at  about  the  time  of  our  increase  in 
incidence  we  had  completed  a study  on  the 
efficiency  of  incubators26  and  as  a result  had  in- 
creased considerably  the  oxygen  concentrations 
used.  However,  the  role  of  oxygen  can  be 
settled  only  by  a well-controlled  study.  Such 
a study  is  now  in  progress  in  Bellevue  Hospital 
and  in  several  other  centers. 

Because  of  the  interest  in  transfusions  we 
investigated  our  experience  for  the  period  from 
December,  1948,  to  January,  1952.  The  fre- 
quency and  the  volume  of  transfusions  were 
determined  in  the  group  of  infants  who  developed 
advanced  retrolental  fibroplasia.  The  same  in- 
formation was  collected  for  a second  group  of 
infants  of  comparable  birth  weights  and  birth 
dates  (because  the  incidence  in  our  unit  varied  at 
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TABLE  III. — Relation  of  Transfusions  to  Incidence  of 
Retrolental  Fibroplasia 


Infants  with 

Retrolental 

Fibroplasia 

Normal 

Infants 

Total  number  of  infants 

28 

29 

Number  of  infants  transfused 

16 

16 

Average  volume  (cc.  per  Kg.) 
Pathologic  changes  before  trans- 

18 

18 

fusion 

8 

0 

different  times)  but  who  did  not  develop  ret- 
rolental fibroplasia.  The  results  are  presented 
in  Table  III.  It  is  apparent  that  in  this  series 
transfusions  were  not  a significant  factor  in  the 
incidence  of  retrolental  fibroplasia. 

The  epidemiologic  aspects  of  the  disease  could 
be  well  explained  by  the  appearance  of  a new  in- 
fection or  an  increase  in  virulence  of  an  old  one. 
Adequate  investigation  of  this  possibility  pre- 
sents difficulties  but  is  indicated. 

Diagnosis 

Retrolental  fibroplasia  is  by  far  the  most 
common  cause  of  eye  disease  in  premature  infants 
so  that  the  diagnosis  is  usually  a simple  matter. 
Diagnosis  is  further  simplified  if  the  evolution  of 
the  disease  has  been  followed  ophthalmoscopically 
since  birth.  We  have  used  i/2  to  3 per  cent 
homatropine  hydrobromide  as  a mydriatic  for 
these  routine  examinations.  Anesthesia  has  not 
been  necessary  for  infants  under  three  months 
and  is  only  rarely  needed  for  older  infants  if  the 
examiner  is  sufficiently  patient. 

Several  conditions  such  as  retinal  hemangioma, 
blood  dyscrasia,  and  systemic  infections  may 
produce  retinal  changes  that  resemble  retrolental 
fibroplasia  in  the  vascular  stage.  However,  we 
have  never  observed  these  conditions  in  our  pre- 
mature infants.  On  one  occasion  following 
retinal  separation  there  was  some  concern  as  to 
the  possibility  of  retinoblastoma  because  of  the 
yellow  color  of  the  retina.  An  unsuccessful 
attempt  was  made  in  this  infant  to  replace  the 
retina  with  a diathermia  operation,  and  the 
subretinal  fluid  was  found  to  be  exceedingly 
yellow.  The  disease  progressed  and  became 
typical  of  retrolental  fibroplasia. 

If  there  is  retinal  destruction  in  the  cicatricial 
stage,  toxoplasmosis  may  require  consideration. 
X-rays  of  the  skull  and  serologic  studies  should 
readily  identify  that  condition. 

Therapy 

The  unpredictable  variations  in  incidence  of  the 
disease  and  its  spontaneous  reversibility  at  any 
stage  before  that  of  scar  formation  make  the 
evaluation  of  therapy  difficult.  To  date  there  is 
no  therapy  that  has  stood  the  test  of  a carefully 
controlled  study  or  of  prolonged  observation. 
This  includes  surgery,9  vitamin  E,26  and 
ACTH. 26-28  The  ideal  approach  would  be  the 
elimination  of  etiologic  factors,  but  since  pre- 


maturity is  the  only  factor  of  which  we  are  sure, 
that  remains  an  approach  of  the  future.  The 
best  that  can  be  done  at  present  is  to  guide  the 
family  in  their  role  as  guardians  to  a handicapped 
child  and  to  support  them  through  a trying 
period  of  adjustment.  Oxygen  therapy  should 
be  limited  and  administered  only  when  there  is  a 
definite  indication  of  need  of  oxygen  such  as 
cyanosis. 

Conclusions 

A review  of  our  knowledge  of  retrolental 
fibroplasia  reveals  that  while  we  have  learned 
something  in  a descriptive  way  about  the  disease, 
all  of  the  major  questions  remain  unanswered. 
To  obtain  such  answers  a mobilization  of  effort 
is  indicated.  The  effect  of  this  disease  on  the 
individual  and  the  family  is  obvious.  The 
burden  it  will  impose  on  society  has  not  yet  be- 
gun to  be  felt  since  most  of  the  afflicted  are  still 
children.  However,  some  indication  of  what 
this  will  mean  can  be  deduced  from  the  fact  that 
retrolental  fibroplasia  is  already  the  leading  cause 
of  blindness  in  children  under  five  years  of  age. 
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ANTIBIOGENIC  SYNDROMES 

Harrison  F.  Flippin,  M.D.,  Philadelphia,  Pennsylvania 

( From  the  Medical  Service,  Philadelphia  General  Hospital,  and  the  Section  of  Infectious  Diseases,  University 
of  Pennsijlvania ) 


ON  FEBRUARY  7,  1789,  Dr.  Benjamin 
Rush  gave  the  following  advice  to  his 
medical  students  at  the  University  of  Penn- 
sylvania:1 

Above  all,  record  the  epidemics  of  every  season 
. . .Such  records,  if  published,  will  be  useful  to 
foreigners,  and  a treasure  to  posterity.  . .Record 
the  name,  age,  and  occupation  of  your  patient: 
describe  his  disease  accurately,  and  the  changes 
produced  in  it  by  your  remedies;  mention  the 
doses  of  every  medicine  you  administer  to  him. 
It  is  impossible  to  tell  you  how  much  improve- 
ment and  facility  in  practice  you  will  find  from 
following  these  directions.  It  has  been  remarked, 
that  physicians  seldom  remember  more  than  the 
two  or  three  last  years  of  their  practice.  The 
records  which  have  been  mentioned  will  supply  this 
deficiency  of  memory,  especially  in  that  advanced 
state  of  life,  when  the  advice  of  physicians  is  sup- 
posed to  be  most  valuable.  . . 

By  observing  simplicity  in  your  prescriptions, 
you  will  always  have  the  command  of  a greater 
number  of  medicines  of  the  same  class  which  may 
be  used  in  succession  to  each  other  in  proportion 
as  habit  renders  the  system  insensible  of  then- 
action.  By  using  medicines  in  a simple  state,  you 
will  obtain  an  exact  knowledge  of  their  virtues 
and  doses  and  thereby  be  able  to  decide  upon  the 
numerous  and  contradictory  accounts  which  exist 
in  our  books,  of  the  character  of  the  same  medi- 
cines. 

On  February  18,  1953,  one  hundred  and  sixtv- 
four  years  after  the  above  advice  was  given  by 
Dr.  Rush,  we  may  apply  the  same  to  anti- 
microbial therapy.  Today  the  practice  of 
medicine  offers  no  greater  satisfaction  than  the 
successful  treatment  of  a patient  with  a severe 
infection  which,  prior  to  modern  antimicrobial 
therapy,  would  have  been  highly  or  uniformly 
fatal.  Certainly  the  advent  of  the  antibiotics 
represents  one  of  the  greatest  discoveries  of 
recent  years,  and  although  each  new  discovery  in 
medicine  increases  our  knowledge  and  opens  up 
ne\v  avenues  of  approach,  at  the  same  time 
it  increases  our  ignorance.  The  antibiotics  are 
no  exception  to  the  adage,  “All  is  not  gold  that 
glitters.”  The  administration  of  these  agents 
has  resulted  in  certain  undesirable  consequences 
which  constitute  new  and  serious  problems  in  the 
medical  care  of  patients  and  may  be  designated 

Presented  at  a meeting  of  the  Saranac  Lake  Medical 
Society,  Saranac  Lake,  February  18,  1953. 


as  the  antibiogenic  syndromes.  For  the  most 
part,  the  practicing  physician  is  bewildered,  and 
justly  so,  by  the  complications  of  antimicrobial 
therapy.  Furthermore,  through  the  competitive 
research  efforts  of  the  pharmaceutic  industry  in 
hopes  of  finding  more  effective  and  less  toxic 
agents,  the  number  of  these  drugs  steadily  in- 
creases, which  makes  it  virtually  impossible  for 
a busy  practitioner  to  evaluate  properly  the 
available  antimicrobial  agents.  Certain  factors, 
such  as  the  spectacular  multiplication  of  available 
antibiotics  and  the  increasing  use  of  combinations 
of  these  agents,  has  resulted  in  an  increasing 
number  of  drug-resistant  bacteria  and  of  “super- 
infections” with  endogenous  bacteria,  fungi,  and 
protozoa  which  are  likewise  resistant  to  these 
agents,  as  well  as  an  increasing  incidence  of 
untoward  reactions  to  the  drugs. 

A fundamental  requirement  to  successful 
treatment  wdth  any  drug  is  that  the  physician 
have  the  clearest  possible  understanding  of  the 
therapeutic  agents  he  prescribes.  The  need  is 
great,  therefore,  for  a simple  guide  to  the  intelli- 
gent use  of  these  drugs,  although  the  time  is  not 
yet  ripe  for  such  an  undertaking.  The  chief 
obstacle  to  the  solution  is  our  failure  to  under- 
stand fully  the  mode  of  action  of  these  drugs  and 
the  nature  of  many  of  the  toxic  reactions  asso- 
ciated with  their  use.  These  factors  have  impeded 
progress  toward  a better  understanding  of 
synergistic  and  antagonistic  activities,  the  de- 
velopment of  bacterial  resistance  and  cross- 
resistance,  and  the  untoward  reactions  following 
the  administration  of  the  antibiotic  drugs.  Until 
these  fundamental  problems  are  more  fully 
understood,  the  practicing  physician  can  best 
contribute  to  the  welfare  of  his  patient  and  to 
the  advancement  of  knowledge  in  this  field  by 
following  certain  principles  of  antimicrobial 
therapy. 

Drug-resistant  Infections 

The  widespread  and  indiscriminate  use  of  the 
antimicrobial  agents  has  resulted  in  an  increased 
number  of  drug-resistant  bacteria.  This  in- 
creased microbial  resistance  following  exposure 
to  an  antibiotic  not  only  holds  for  the  antibiotic 
itself,  but  also  the  possibility  of  the  development 
of  cross-resistance  to  other  antibiotics  exists.  In 
considering  this  problem  of  drug-resistant  in- 
fections one  must  distinguish  between  the  natural 
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and  the  acquired  resistance  of  microorganisms. 
Natural  resistance  or  susceptibility  to  these 
agents  varies  widely  among  bacterial  species  and 
among  different  strains  of  a given  species. 
Acquired  resistance,  for  the  most  part,  results 
from  continued  exposure  to  subinhibitory  con- 
centrations of  these  drugs,  especially  the  broad- 
spectrum  antibiotics.  The  development  of  resist- 
ance to  streptomycin  often  occurs  within  a 
period  of  a few  days,  whereas  very  few  organisms 
become  resistant  to  penicillin.  It  is  true  that  the 
incidence  of  penicillin-resistant  staphylococcic 
infections  has  increased  rapidly  over  a period  of 
years  (approximately  20  per  cent  in  1943  to  75 
per  cent  in  1952  in  hospital  infections),  but  it 
is  thought  that  this  is  due  to  the  reduction  in 
the  number  of  naturally  sensitive  strains,  thereby 
giving  the  naturally  resistant  strains  already 
present  an  opportunity  to  become  predominant. 

Superinfections 

Statistics  show  that  there  has  been  a definite 
decline  in  the  number  of  patients  suffering  with 
infectious  diseases  in  this  country  during  the  past 
one  hundred  years.  No  doubt,  such  factors  as 
improvement  in  general  nutrition  and  hygiene, 
better  housing,  improvement  in  food  handling 
and  in  water  supply,  the  decline  in  virulence  of 
infecting  organisms,  and  increased  resistance  to 
infections  singly  or  in  combination  have  been 
responsible  for  these  observable  results.  The 
question  naturally  arises  of  the  influence  of  anti- 
microbial therapy  upon  the  relative  incidence  of 
infectious  diseases.  Unfortunately,  the  wide 
therapeutic  range  of  the  antimicrobial  agents  has 
resulted  in  a failure  in  most  instances  to  establish 
an  etiologic  diagnosis.  Usually,  the  necessary 
laboratory  studies  are  reserved  for  cases  faffing 
to  respond  to  therapy.  For  this  reason  accurate 
figures  dealing  with  the  treatment  of  large  groups 
of  infectious  diseases  are  becoming  increasingly 
difficult  to  assemble,  and,  as  a consequence,  data 
regarding  the  newer  antibiotics  are  limited. 

Diseases  such  as  gonorrhea  and  syphilis  with 
established  etiologies  and  with  effective  measures 
for  prophylaxis  and  treatment  are  definitely  on 
the  decrease.  Such  conditions  as  classic  pneu- 
mococcic  pneumonia  are  certainly  diminishing  in 
frequency  in  hospital  practice,  whereas  there  is  an 
increasing  proportion  of  infections  due  to  gram- 
negative bacteria.  In  addition,  more  cases  due 
to  rickettsiae,  fungi,  and  protozoa  are  being  seen. 
No  doubt,  this  apparent  increase  of  infections  due 
to  the  latter  group  of  agents  is  in  part  a result  of 
the  introduction  of  new  laboratory  methods. 

Nevertheless,  the  effect  of  antimicrobial  ther- 
apy upon  the  normal  bacterial  flora  of  the  body 
plays  an  important  role.  Normally,  the  body 
harbors  many  organisms  that  in  small  numbers 


are  not  pathogenic  and  cause  no  symptoms; 
however,  if  the  normal  conditions  are  disturbed 
by  antimicrobial  therapy,  these  organisms  may 
become  active  and  give  rise  to  infections. 
Occasionally,  such  infections  with  these  micro- 
organisms, which  are  usually  regarded  as  non- 
pathogenic,  will  occur  during  antibiotic  therapy 
and  prove  to  be  insensitive  to  the  drug  being 
employed.  Such  “superinfections”  result  from 
the  dislocation  of  the  normal  bacterial  flora  of 
the  sinorespiratory,  gastrointestinal,  and  genito- 
urinary tracts.  Hence,  the  importance  of 
bacteriologic  studies  to  follow  the  changes  in 
bacterial  flora  in  various  regions  of  the  body  in 
patients  being  treated  for  infectious  diseases. 
Once  the  organism  has  been  isolated,  antibiotic 
therapy  can  be  selected  for  most  infections  with- 
out resorting  to  sensitivity  tests,  except  when  one 
is  dealing  with  bacteria,  different  strains  of  which 
are  known  to  exhibit  wide  variations  in  suscepti- 
bility to  the  antibiotics. 

Although  the  determination  of  bacterial  sensi- 
tivity to  antibiotics  is  a procedure  widely  em- 
ployed, it  is  one  which  is  not  infrequently  mis- 
leading to  the  physician.  The  use  of  these  tests 
is  based  on  the  assumption  that  the  effectiveness 
of  the  various  chemotherapeutic  agents  deter- 
mined by  in  vitro  tests  parallels  the  therapeutic 
results  of  these  agents.  Clinical  results  are  of 
course  influenced  by  the  degree  to  which  the 
particular  antibiotic  is  distributed  in  the  body, 
and  it  is  common  experience  that  the  therapeutic 
effectiveness  differs  from  the  results  reported 
from  in  vitro  tests.  In  this  connection  the 
clinical  activity  of  penicillin  is  especially  likely 
to  be  underestimated  from  in  vitro  tests.  In- 
fections due  to  a strain  only  slightly  susceptible 
to  concentrations  of  penicillin  employed  in 
laboratory  tests  and  moderately  or  highly  suscep- 
tible to  other  antibiotics  may  clinically  respond 
more  rapidly  to  penicillin  because  of  the  higher 
blood  and  tissue  concentrations  readily  obtain- 
able with  the  latter  drug.  In  general,  it  is  wise 
to  consider  sensitivity  tests  performed  in  the 
ordinary  laboratory  as  only  qualitative  guides 
to  distinguish  susceptible  from  nonsusceptible 
organisms. 

In  order  to  provide  more  rapid  information 
to  the  physicians,  we  are  employing  in  our 
laboratory  at  the  Hospital  of  the  University  of 
Pennsylvania  the  following  routine.  Organisms 
are  tested  for  sensitivity  to  penicillin,  strepto- 
mycin, aureomycin,  chloramphenicol,  Terramycin, 
erythromycin,  and  Magnamycin  at  the  concentra- 
tion easily  obtained  by  moderately  intensive 
chemotherapy.  Organisms  are  reported  as  sensi- 
tive or  resistant.  Any  organism  found  resistant 
to  any  of  these  agents  is  studied  by  serial  tube 
dilution  for  the  antibiotic  of  choice  for  this 
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organism.  Because  of  the  high  sensitivity  of 
streptococci  (enterococci  excluded),  pneumococci, 
Hemophilus  influenzae,  and  Neisseria  to  either 
or  both  penicillin  and  the  broad-spectrum  anti- 
biotics, these  organisms  are  not  tested  routinely 
for  response  to  antibiotics.  However,  all  staphy- 
lococci, enterococci,  coliforms,  Shigella,  proteus, 
Salmonella,  and  Klebsiella  organisms  are  studied. 
In  addition,  all  organisms  in  cases  of  subacute 
bacterial  endocarditis  are  tested  to  penicillin  by 
serial  tube  dilution  technic. 

Antibiotic  Toxicity 

The  untoward  reactions  following  antibiotic 
therapy  are  becoming  increasingly  familiar. 
Penicillin  remains  the  least  toxic  of  the  now 
available  antibiotics,  and  if  the  reactions  are  not 
too  severe,  treatment  can  usually  be  continued 
with  the  aid  of  symptomatic  and  antiallergic 
remedies.  Obviously,  the  more  serious  reactions 
demand  discontinuance  of  the  drug.  Many 
patients  can  tolerate  penicillin  even  after  a 
previous  allergic  reaction  to  the  same,  thus 
making  difficult  an  evaluation  of  the  so-called 
hypoallergic  preparations.  The  chief  untoward 
reactions  to  penicillin  therapy  fall  into  three 
principal  types:  (1)  local  contact  (skin,  mucous 
membrane,  and  injection  site),  (2)  dermatologic 
allergic  (urticarial,  erythematous,  and  eczema- 
toid),  and  (3)  systemic  allergic  (serum  sickness, 
anaphylactoid-like,  cardiovascular,  and  renal). 
In  addition,  there  have  occurred  certain  specific 
phenomena  associated  with  some  particular 
disease  being  treated  with  penicillin,  such  as  the 
Jarisch-Herxheimer  reaction  in  syphilis  and  the 
development  of  a Loeffler’s  syndrome  following 
penicillin  aerosol  in  the  treatment  of  certain 
pulmonary  diseases. 

In  general,  the  toxicity  of  streptomycin  re- 
sembles that  of  penicillin,  although  vertigo  and 
deafness  are  the  chief  toxic  reactions  following 
its  administration.  Fortunately,  however,  with 
the  present-day  dose  schedule,  the  combination 
with  para-aminosalicylic  acid  (PAS),  and  the 
employment  of  mixtures  containing  both  strepto- 
mycin and  dihydrostreptomycin  in  tuberculosis, 
this  complication  has  been  markedly  reduced.2 

Aureomycin,  Terramycin,  and  chloramphenicol 
frequently  give  rise  to  gastrointestinal  and  genito- 
urinary disorders  which  at  times  may  become 
quite  severe.  Chloramphenicol  may  cause 
certain  fatal  blood  dyscrasias;  however,  until  a 
better  drug  is  developed  for  the  treatment  of 
Salmonella  infections  and  certain  other  drug- 
resistant  organisms,  chloramphenicol  will  con- 
tinue to  have  a definite  place  in  our  therapeutic 
armamentarium.  It  is  felt  that  the  gastro- 
intestinal and  genitourinary  lesions  are  the  result 
of  altered  bacterial  flora  which  give  rise  to  a 


vitamin  B deficiency  and  possibly  tend  to  in- 
crease the  virulence  of  certain  fungi,  especially 
monilia.  These  two  factors  result  in  an  over- 
growth of  monilia.  Although  these  complica- 
tions are  not  usually  serious,  they  do  give  rise  to 
considerable  inconvenience,  hence  the  advisa- 
bility of  administering  vitamin  B complex  orally 
and  crude  liver  extract  intramuscularly  in  all 
patients  receiving  prolonged  treatment  with 
these  broad-spectrum  antibiotics.  The  use  of 
yogurt,  acidophilus,  and  buttermilk  are  all  worth 
a trial  in  cases  with  these  reactions.  We  have 
not  as  yet  encountered  the  above  complications 
with  the  newer  antibiotics,  namely,  erythromycin 
and  Magnamycin,  and  in  view  of  their  lack  of 
activity  against  gram-negative  organisms  which 
frequent  the  gastrointestinal  tract,  it  is  unlikely 
that  these  side-effects  will  be  observed. 

Combined  Antimicrobial  Therapy 

It  is  frequent  practice  in  the  treatment  of  in- 
fections to  employ  antibiotics  in  “shotgun” 
fashion.  This  practice  has  been  furthered  by 
the  recognition  that  in  certain  instances  a definite 
synergistic  action,  or  additive  effect,  is  obtainable 
from  certain  combinations : tuberculosis  (strepto- 
mycin plus  PAS),  brucellosis  (streptomycin  plus 
aureomycin),  enterococcic  endocarditis  (penicillin 
plus  streptomycin) ; bacterial  meningitis — 
staphylococcic,  pneumococcic,  and  streptococcic 
(penicillin  plus  sulfonamides),  and  Hemophilus 
influenza  (streptomycin  plus  sulfonamides).  In 
peritonitis  and  mixed  bacterial  wound  infections, 
penicillin  and  streptomycin  have  been  effective, 
although  the  broader-spectrum  antibiotics  seem 
equally  as  effective.  Despite  these  examples 
there  are  experimental  and  clinical  studies  which 
show  that  certain  combinations  result  in  an- 
tagonism and  diminished  effectiveness.  Aureo- 
mycin, Terramycin,  and  chloramphenicol  have 
been  shown  to  diminish  the  effectiveness  of 
penicillin.  The  interference  is  apparently  due  to 
the  inhibition  of  multiplication  of  organisms 
produced  by  the  bacteriostatic  action  of  the 
broad-spectrum  antibiotics;  the  bactericidal 
action  of  penicillin  is  manifested  only  with  rapidly 
multiplying  organisms,  and  hence  penicillin 
activity  is  impaired  by  the  concomitant  use  of 
these  bacteriostatic  agents. 

At  this  time  it  is  evident  that  the  problem  of 
antibiotic  synergism  and  antagonism  is  far  from 
settled.  Certainly,  combined  therapy  should  be 
restricted  to  the  relatively  few  situations  in  which 
specific  combinations  are  of  established  value. 
For  the  most  part,  combined  antibiotic  therapy  is 
useful  and  indicated  chiefly  in  chronic  infections. 
There  is  no  justification  for  use  of  multiple  agents 
in  most  acute  infections,  and  it  is  certainly  part  of 
wisdom  to  use  single  agents  wherever  possible. 
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Jawetz  and  Gunnison3  have  recently  sum- 
marized their  views  concerning  the  advisability 
of  using  combinations  of  these  agents.  They 
recognize  that  antagonism  among  antibiotics  is 
an  infrequent  event  in  clinical  practice  and  point 
out  that  certain  drug  pairs  may  exhibit  synergism 
when  acting  on  one  micro-organism  and  an- 
tagonism when  acting  on  another.  They  suggest, 
as  a rough  guide  to  interaction  of  antibiotics,  the 
following  classification : 

Group  I — Penicillin,  streptomycin,  bacitracin, 
and  Neomycin. 

Group  II — -Aureomycin,  chloramphenicol,  and 
Terramycin. 

Members  of  group  I are  frequently  synergistic 
with  each  other,  occasionally  indifferent,  never 
antagonistic.  Members  of  group  II  are  neither 
synergistic  with  nor  antagonistic  to  each  other. 
When  a member  of  group  II  is  added  to  a drug  of 
group  I,  the  result  will  depend  upon  the  sensi- 
tivity of  the  organism;  there  may  be  synergism  if 
the  organism  is  resistant  to  the  group  I drug  or 
antagonism  if  the  organism  is  susceptible  to  the 
group  II  drug.  They  emphasize  that  only  if  the 
organism  proves  resistant  to  single  drugs  by 
laboratory  test  or  by  adequate  therapeutic  trial, 
should  drug  combinations  be  employed. 

Masking  Effect  of  Antibiotics 

Often  in  the  practice  of  medicine  the  physician 
finds  it  difficult  to  withhold  these  miracle  drugs 
at  the  time  of  his  initial  visit.  The  patient 
demands  relief,  and  the  relatives  are  insistent 
that  something  be  done.  To  succumb  to  these 
pleas  is  often  a literally  fatal  mistake.  These 
therapeutic  agents  may  modify  the  disease  so  as 
to  confuse  the  diagnosis,  and  as  a result  we  are 
seeing  an  increasing  number  of  patients  in  whom 
the  classic  signs  and  symptoms  of  disease  are 
masked  or  modified  by  these  drugs.  For  this 
reason  it  is  sometimes  advisable  to  discontinue 
all  antimicrobial  therapy  in  those  patients  in 
whom  the  response  has  been  unsatisfactory  and 
in  whom  the  diagnosis  is  uncertain.  Not  only 
does  this  give  the  disease  an  opportunity  to 
manifest  itself  more  definitely  but  also  eliminates 
the  possibility  of  drug  toxicity.  Furthermore, 
the  successful  treatment  of  many  infections  is 
dependent  on  the  detection  and  eradication  of 
the  primary  focus  of  the  infection.  No  doubt 
many  potential  or  established  foci  of  infection 
can  be  successfully  eradicated  with  the  use  of 
these  agents  alone,  and  thus  many  unrecognized 
foci  are  eradicated  without  their  exact  location  or 
nature  being  known.  On  the  other  hand,  it 
should  be  remembered  that  in  many  instances 
these  agents  may  only  modify  the  disease,  while 
in  others  the  nature  of  the  disease  process  is  such 
that  these  drugs  are  relatively  ineffective. 


Comment 

Today,  because  of  the  wide  therapeutic  effec- 
tiveness of  the  antimicrobial  agents,  most  infec- 
tious diseases  are  treated  successfully  at  home. 
No  doubt  the  accuracy  of  future  medical  litera- 
ture dealing  with  infectious  diseases  will  depend 
largely  upon  those  who  see  the  patient  initially 
and  record  not  only  the  disease  but  the  action  of 
the  drugs  employed.  It  is  for  this  reason  that 
the  practicing  physician  is  in  an  enviable  position 
to  record  such  facts,  which  greatly  adds  to  the 
stock  of  common  knowledge.  One  should  reserve 
the  use  of  these  agents  for  the  treatment  of 
serious  infections  and  restrict  their  prophylactic 
use  to  those  conditions  in  which  the  complication 
to  be  avoided  is  a serious  one  and  one  which 
occurs  frequently  in  the  absence  of  precautions. 
Furthermore,  one  should  use  doses  of  single  agents 
that  have  proved  adequate  and  effective  and 
reserve  the  use  of  multiple  agents  for  the  type  of 
case  in  which  there  is  already  adequate  proof  that 
their  use  may  be  expected  to  yield  beneficial 
effects.  Penicillin  by  virtue  of  its  antibacterial 
action  remains  the  most  effective  antibiotic 
against  the  majority  of  bacterial  infections,  and 
since  it  is  the  least  expensive  and  toxic,  it  is  the 
drug  of  choice  for  most  of  the  infectious  diseases 
encountered  in  this  part  of  the  world.  Certainly, 
very  few  lives  will  be  lost  by  employing  penicillin 
initially,  and  if  subsequent  studies  so  indicate, 
then  another  agent,  or  agents,  may  be  sub- 
stituted. When  one  considers  the  untoward  re- 
actions associated  with  these  agents,  it  is  essential 
that  the  physician  who  undertakes  to  prescribe 
these  drugs  shall  exercise  the  same  caution  as 
when  he  administers  any  other  highly  useful  but 
potentially  dangerous  drug.  Finally,  despite 
the  proved  prophylactic  and  therapeutic  effec- 
tiveness of  the  antimicrobial  agents,  it  is  to  be 
remembered  that  they  are  not  to  be  used  to  the 
exclusion  or  neglect  of  other  proved  forms  of 
therapy. 

Conclusion 

Although  a great  deal  has  been  learned  about 
the  antimicrobial  agents,  many  factors  concerned 
with  the  antibiogenie  syndromes  remain  obscure. 
Certainly,  these  should  act  as  a deterrent  to  their 
indiscriminate  use  both  prophylactics!  ly  and 
therapeutically. 
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TREATMENT  OF  PYLEPHLEBITIS  SECONDARY  TO 
ACUTE  APPENDICITIS 
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( From  the  Departments  of  Surgery  and  Medicine,  State  University  of  New  York  College  of  Medicine 

at  Syracuse) 


Pylephlebitis  complicating  and  following 

appendectomy  is  uncommon.  Its  therapy 
apparently  resolves  itself  about  three  controver- 
sial procedures:  antimicrobial  therapy,  anti- 
coagulation,  and  ligation  of  veins,  either  the  por- 
tal directly  or  lesser  radicals  from  the  appendiceal 
area.  As  a result  of  the  successful  treatment  of 
pylephlebitis  following  an  appendectomy  in  a 
single  patient  whose  therapeutic  regimen  was 
outlined  without  adequate  precedent  gained  from 
available  reports,  a review  of  its  proper  manage- 
ment seems  warranted.  Because  the  indication 
for  some  of  these  therapies  is  not  clearly  defined  in 
the  literature,  an  informal  questionnaire  was  sent 
to  leading  surgeons  in  this  country  requesting 
their  opinions  concerning  two  of  the  moot  points, 
namely,  anticoagulation  and  ligation.*  This  re- 
port consequently  describes  the  results  of  therapy 
of  a patient  developing  pylephlebitis  after  appen- 
dectomy, discusses  current  opinion  about  chemo- 
therapeutic and  mechanistic  approaches  to  the 
problem,  and  summarizes  from  all  sources  a 
method  of  treatment  of  pylephlebitis. 

Case  Report 

Mr.  E.  L.,  a white,  fifty-seven-year-old  lawyer, 
was  referred  to  Syracuse  Memorial  Hospital  on 
February  15,  1952.  f Ten  hours  before  admission 
he  had  noted  mild,  generalized  abdominal  pain. 
This  continued  intermittently  and  was  accompanied 
by  occasional  transient  nausea  and  several  loose 
stools,  but  the  symptoms  were  not  incapacitating. 
During  the  four  hours  prior  to  hospitalization  he 
occasionally  felt  chilly,  and  one  hour  before  ad- 
mission he  realized  that  pressure  over  his  lower 
abdomen  aggravated  the  pain. 

On  admission  the  patient’s  temperature  was  100.6 
F.,  pulse  92,  respirations  20,  blood  pressure  120/80, 
and  he  rested  quietly  in  bed.  Relevant  findings 
were  confined  to  the  abdomen,  which  was  flat  and 
tympanitic.  Moderate  direct  and  rebound  tender- 
ness were  present  over  the  right  lower  quadrant  with 
associated  minimal,  overlying,  involuntary  rigidity. 
No  hyperesthesia  or  costovertebral  angle  tenderness 
was  noted.  Rovsing’s,  psoas,  and  obtruator  signs 
were  negative.  Bowel  sounds  were  normal. 

The  diagnosis  of  appendicitis  was  made  (Fig.  1). 
During  fifteen  minutes  of  the  one-hour  preoperative 

* The  survey  in  the  form  of  a questionnaire  was  answered 
'by  93  surgeons.  Because  of  the  number  it  is  not  practicable 
to  list  them.  The  authors  are,  however,  appreciative  of  the 
efforts  expended  by  each. 

t Permission  to  publish  this  case  was  given  by  Dr.  William 
Gates,  Cazenovia,  New  York. 
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Fig.  1.  Clinical  course  of  patient  with  appendi- 
citis followed  by  pylephlebitis. 

preparation  the  patient  had  a severe  shaking  chill. 
Thus,  in  addition  to  routine  preoperative  measures, 
procaine  penicillin,  400,000  units,  and  streptomycin, 
1 Gm.,  were  administered  parenterally. 

At  operation  there  was  no  free  peritoneal  fluid,  and 
the  appendix  was  intact,  unattached,  and  was  found 
overlying  the  true  pelvis.  It  was  elongated,  tense, 
and  turgid,  and  there  was  an  occluding  fecalith  at 
its  base.  The  mesoappendix  was  moderately  edema- 
tous. The  appendix  was  removed  without  incident. 

Following  the  operative  procedure  the  patient’s 
temperature  remained  elevated  (102  F.),  and  Terra- 
mycin,  2 Gm.  daily,  was  prescribed.  Forty-eight 
hours  after  operation  the  patient  developed  a gen- 
eralized, morbilliform,  papular  rash  which  was  due 
presumably  to  a known  hypersensitivity  to  penicillin. 
Because  the  rash  and  fever  persisted  for  the  next 
two  days,  penicillin-0  was  given  as  a replacement, 
and  dosage  was  increased  to  12  million  units  daily. 
The  rash  subsided  during  the  succeeding  forty-eight 
hours,  the  pruritis  decreased,  and  the  papules  be- 
came less  evident.  On  the  sixth  postoperative  day, 
however,  the  eruption  flared  extensively  and 
gradually  progressed.  Generalized  angioneurotic 
edema  and  exfoliation  occurred  on  the  eleventh  hos- 
pital day,  and  penicillin  was  discontinued.  There- 
after the  rash  and  edema  subsided  gradually  and  did 
not  recur. 

The  patient’s  temperature  rose  in  a spiking  man- 
ner from  the  second  to  the  eighth  postoperative  day, 
but  there  were  initially  no  signs  or  symptoms  sug- 
gesting a specific  complication  and  blood  cultures 
were  sterile  (Fig.  1).  Late  in  the  third  day,  when 
his  temperature  was  above  104  F.,  the  patient  for  the 
first  time  suddenly  complained  of  severe  epigastric 
and  right  upper  quadrant  pain.  These  regions  were 
markedly  tender,  and  deep  inspiration  increased  the 
pain.  A firm,  tender,  smooth  liver  was  palpated  for 
the  first  time  6 cm.  below  the  right  costal  margin. 
Blood  cultures  taken  at  the  time  and  two  subsequent 
ones  were  positive  for  a species  of  bacteroides  (no 
attempt  was  made  to  identify  the  species).  On  the 
following  day  he  developed  definite  jaundice,  and 
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petechiae  were  noted  over  his  abdomen  and  all  ex- 
tremities. A presumptive  diagnosis  of  pylephlebitis 
with  embolic  liver  abscesses  was  made.  With  this 
diagnosis  the  patient  was  promptly  heparinized,  and 
prolonged  clotting  times  above  thirty  minutes  were 
maintained  for  the  next  seven  days. 

A change  in  antimicrobial  therapy  was  also  ac- 
complished. When  the  organisms  from  the  blood 
were  identified,  polymyxin-B  was  given  in  place  of 
Terramycin.  With  its  administration  clinical  im- 
provement was  initiated  for  the  first  time  since  the 
operation.  There  was  defervescence  and  gradual 
diminution  of  liver  tenderness  and  size,  and  the 
petechiae  faded  slowly.  Polymyxin-B  was  discon- 
tinued after  four  days  because  of  kidney  damage,  as 
manifested  by  albuminuria,  cylindruria,  and  a 
sudden  elevation  in  level  of  blood  nonprotein  nitro- 
gen. Although  fever  below  102  F.  persisted  for  two 
weeks  thereafter,  the  sudden  crisis  from  the  hyper- 
pyrexic  state  was  closely  associated  with  the  ad- 
ministration of  combined  polymyxin-B,  streptomy- 
cin, and  penicillin. 

During  the  period  of  febrile  lysis  and  early  in  the 
course  of  the  generalized  angioneurotic  edema  but 
after  the  acute  liver  tenderness  had  subsided,  in- 
hibition ileus  commenced,  which  was  refractory.  It 
finally  relented  after  five  days,  although  the  usual 
therapies  of  suction,  stupes,  rectal  tubes,  prostig- 
mine,  and  other  parasympathomimetic  agents  had 
been  prescribed  early. 

During  the  third  postoperative  week  the  patient 
convalesced  slowly,  although  there  was  a leukocy- 
tosis of  unusual  degree  during  this  period.  The  peak 
count  observed  on  the  sixteenth  hospital  day  was 
50,200  per  cu.  mm.  with  75  per  cent  of  the  cells  being 
mature  polymorphonuclears  and  20  per  cent  eosino- 
phils. Abnormal  counts  extended  from  the  twelfth 
to  the  nineteenth  day,  and  the  eosinophilia  disap- 
peared after  the  twenty-third  day.  Bone  marrow 
studies  were  not  performed.  Tachycardia  (average 
130  per  minute)  was  also  noted  in  this  period. 

Repeat  roentgenograms  and  fluoroscopy  obtained 
on  the  nineteenth  postoperative  day  revealed  evi- 
dences of  a subphrenic  abscess  in  the  right  anterior 
superior  space  (Fig.  2).  Nevertheless,  associated 
physical  signs  and  subjective  symptoms  were 
minimal.  Because  of  the  persistence  of  otherwise 
unexplained  fever  and  tachycardia,  however,  a right 
subcostal  ineisioQ  was  made  on  the  twenty-first  post- 
operative day.  Remaining  extraperitonea],  the 
right  anterior  superior  subphrenic  space  was  thor- 
oughly exposed,  and  aspiration  of  the  right  liver  lobe 
was  done,  but  pus  was  not  encountered.  Needle 
aspirations  through  the  diaphragm  yielded  100  cc. 
of  serosanguineous  fluid,  which  was  sterile  on  culture. 
During  the  next  two  weeks  multiple  thoracenteses 
via  the  intercostal  approach  were  performed,  and 
the  hydropneumothorax  gradually  subsided.  Con- 
comitant with  the  disappearance  of  the  hydropneu- 
mothorax the  tachycardia  diminished. 

On  the  twenty-sixth  hospital  day  when  the  patient 
still  had  hydropneumothorax,  he  suddenly  developed 
acute  and  severe  right  lower  chest  pain  (Fig.  1). 
Shortly  thereafter  a harassing  cough  began  and  be- 
came productive  of  small  amounts  of  bloody  sputum. 


Fig.  2.  Roentgenogram  on  twentieth  hospital 
day  (March  18)  reveals  fluid  level  below  the  ele- 
vated diaphragm.  Fluoroscopy  at  the  same  time  re- 
vealed limited  motion  of  right  diaphragm.  The 
fluid  appeared  to  be  anterior. 

A presumptive  diagnosis  of  pulmonary  infarct  was 
made,  although  roentgenograms  failed  to  demon- 
strate a new  pulmonary  lesion.  Because  the  symp- 
tom complex  was  unequivocally  characteristic  of  an 
infarct  later,  heparin  succeeded  by  Dicumarol  was 
again  administered.  Gradual  subsidence  of  the 
hemoptysis  occurred  in  two  days,  and  the  cough  dis- 
appeared after  the  sixth  day  (thirty-third  hospital 
day).  Anticoagulant  therapy  was  continued  for 
only  six  days. 

By  the  fifth  week  the  patient  was  again  ambula- 
tory. The  final  complication  was  eighth  nerve 
(vestibular)  palsy  which  became  evident  upon  am- 
bulation. He  had  received  83  Gm.  of  streptomycin 
at  the  time  it  was  first  noted.  During  the  next  sev- 
eral days  he  gradually  compensated  for  its  loss,  and 
upon  hospital  discharge  he  was  walking  without  as- 
sistance. 

On  successive  follow-up  visits  during  the  eight 
months  after  discharge,  the  patient  had  gained 
weight,  his  strength  had  returned,  his  vertigo  was 
minimal,  the  incisions  were  well  healed,  the  liver 
was  of  normal  size,  and  fluoroscopy  revealed  only 
slight  restriction  of  motion  of  the  right  leaf  of  the 
diaphragm. 

Current  Status  of  Three  Methods  of 
Therapy  for  Pylephlebitis 

Antimicrobial  Therapy. — Pylephlebitis  begins 
with  thrombosis  in  the  small  periappendiceal 
veins.1  As  the  thrombus  extends  proximally, 
larger  venous  radicles  are  involved,  as  far  as  and 
often  through  the  portal  vein.  Generally  the 


December  15,  1953]  PYLEPHLEBITIS  SECONDARY  TO  ACUTE  APPENDICITIS 


3009 


thrombus  becomes  infected  by  organisms  found 
in  the  gastrointestinal  tract,  particularly  those 
from  the  proximal  colon.  There  apparently  is 
no  predictable  species  of  microorganisms  that  can 
be  implicated  specifically,  but  commonly  the  in- 
fection is  produced  by  anaerobic  streptococci, 
bacteroides,  and  clostridia.  In  many  instances, 
such  as  the  present  case,  blood  cultures  are 
positive,  making  easier  the  planning  of  anti- 
bacterial therapy.  Streptococci  and  clostridia 
are,  for  the  most  part,  susceptible  in  some 
degree  to  penicillin  or  to  a combination  of 
streptomycin  and  penicillin.  Bacteroides  as  a 
species,  on  the  other  hand,  are  usually  antago- 
nized by  Terramycin  and  chloramphenicol  but  not, 
as  a rule,  by  penicillin.  When  organisms  are 
recovered,  as  was  true  in  this  case,  sensitivity 
studies  are  needed  to  assure  the  physician  that 
proper  drug  therapy  can  be  prescribed.  It  must 
be  emphasized  that  polymyxin-B,  which  was 
used  successfully  in  this  instance,  need  not  be  con- 
sidered the  drug  of  choice  in  the  majority,  and 
indeed  it  is  probably  not  the  sole  therapy  in  most. 

Antimicrobial  therapy  must  be  designed  empiri- 
cally for  patients  from  whom  no  organisms  are 
cultured.  Because  the  commonest  organisms  in 
the  infection  within  the  thrombus  are  anaerobic 
streptococci  and  clostridia,  a combination  of  peni- 
cillin and  streptomycin  administered  in  large  doses 
is  the  best  therapy  and  offers  the  patient  the 
most  effective  antimicrobial  protection  available. 
A combination  of  2,000,000  to  5,000,000  units  of 
aqueous  penicillin  and  2 or  3 Gm.  of  streptomycin 
daily  act  in  synergism  against  the  streptococci 
and  clostridia,  and  this  regimen  consequently  is 
advised. 

In  the  present  case,  after  control  of  the  infec- 
tion with  polymyxin  but  at  a later  time  when 
neither  polymyxin  nor  penicillin  could  be  used 
with  safety,  streptomycin  was  capable  of  main- 
taining the  gain  and  of  preventing  an  infectious 
relapse.  Although  this  sequence  of  drug  therapy 
proved  successful  in  this  instance,  it  would  seem 
wise  in  most  other  cases  to  stop  streptomycin 
after  40  Gm.  if  penicillin  can  be  continued  and, 
more  importantly,  if  the  infection  is  controlled,  in 
order  to  avoid  the  risk  of  untoward  reactions  to 
streptomycin.  Duration  of  single  or  combined 
drug  therapy  cannot  be  defined.  One  or  more  of 
them  should  be  continued  until  the  complication 
has  been  controlled.  In  this  case  control  was 
not  gained  for  thirty-four  days. 

Anticoagulant  Therapy. — Consequences  of  the 
extending  thromboses  in  the  portal  venous  system 
are  manifest.  As  one  sequel  the  thrombus  may 
undergo  liquefaction  with  pus  formation.  An- 
other event  is  occlusion  of  the  superior  mesenteric 
vein  with  subsequent  engorgement  and  second- 
ary ileus  of  the  small  intestine.  A third  occur- 


IGATION  OF  ILEOCOLIC  VEIN 
IGATION  OF  VEINS  IN  ILEO-CECAL  ANGLE 

(IDE  EXCISION  OF  MESO-APPENOIX 

Fig.  3.  Section  of  venous  supply  from  the  ap- 
pendix. Points  of  possible  ligation,  as  discussed  in 
the  text,  can  be  seen. 

rence  is  the  formation  of  pyogenic  liver  abscesses 
by  the  direct  proximal  extension  of  the  infected 
thrombus  into  the  liver.  Finally,  miliary  embo- 
lism can  occur  when  bacteria  from  the  infected 
thrombus  gain  access  to  the  portal  circulation  and 
seed  the  liver  with  multiple  septic  emboli.  It  is 
quite  probable  that  this  patient  had  at  least  two 
of  these  potential  sequelae. 

The  use  of  an  anticoagulant  to  prevent  the  oc- 
currence of  all  of  these  untoward  complications 
has  been  recommended.  Anticoagulants  are  in- 
dicated for  reasons  similar  to  those  in  cases  of 
venous  thromboses  elsewhere,  namely,  by  a re- 
duced clotting  mechanism  to  prevent  further  prop- 
agation of  the  clot  and  to  avoid  the  possibility  of 
the  clot  breaking  and  of  producing  distant  septic 
infarcts.  Because  the  administration  of  anticoagu- 
lants in  the  presence  of  acute  liver  disease  may 
be  dangerous,  however,  there  has  been  some  ques- 
tion concerning  the  wisdom  of  further  interfering 
with  prothrombin  and  other  clotting  functions. 
Ninety-three  contemporary  surgeons,  therefore, 
have  been  questioned  concerning  the  matter. 
Fifty-one  believe  that  the  use  of  anticoagulants 
is  proper  and  that  heparin  followed  by  Dicumarol 
is  the  drug  of  choice.  On  the  other  hand,  the 
majority  of  the  remaining  42  surgeons  are  not  im- 
pressed with  the  necessity  of  administering  anti- 
coagulants, and  a few  emphatically  oppose  this 
form  of  therapy.  Presumably  the  reason  for 
such  opinion  is  not  the  fear  of  hepatic  toxicity 
from  the  drugs  but  rather  that  the  proximal  por- 
tion of  the  thrombus  acts  as  a “cap”  and  anti- 
coagulants might  defeat  this  beneficial  process. 
This  diversity  of  opinion  seems  to  indicate  that 
anticoagulants  have  not  so  impressed  surgeons 
treating  the  complication  that  their  use  singly  or 
in  succession  is  necessarily  proper. 

Ligation. — The  mechanistic  approach  to  treat- 
ment of  pylephlebitis  is  clear  in  the  presence  of 
pus.  Incision  and  drainage  of  localized  abscesses 
must  of  course  be  performed . Surgical  therapy  is 
less  easily  defined  in  other  ways,  particularly 
concerning  the  problem  of  proximal  venous  liga- 
tion. Different  sites  for  ligation  have  been  advo- 
cated by  those  who  believe  the  procedure  indi- 
cated, e.g.,  veins  in  the  ileocecal  angle  and  the  ileo- 
colic vein  (Fig.  3). 2-9  However,  others  have 
pointed  out  that  the  latter  procedure  is  not  prac- 
ticable for  the  following  reasons:  The  usual  sur- 


3010 


CLARK  AXD  BUN X 


[N.  Y.  State  J.  M. 


gical  exposure  for  appendectomy  is  not  adequate 
for  such  a procedure;  the  diagnosis  of  thrombo- 
phlebitis of  the  appendiceal  veins  is  not  always 
valid;  extensive  peritoneal  dissection  in  a con- 
taminated field  seems  unwarranted ; and  ligation 
of  the  correct  vessel  is  usually  tedious  and  often 
difficult. 0,10,11  Portal  vein  ligation  also  has 
been  considered  a potential  method  of  therapy 
for  pylephlebitis,  but  it  apparently  has  a limited 
field  because  of  attendant  grave  surgical 
risks.4,10,11 

Because  again  there  is  a diversity  of  opinion 
in  the  published  literature,  the  93  surgeons  pre- 
viously mentioned  were  surveyed  for  their  opin- 
ions about  venous  ligation  at  the  time  of  an  ap- 
pendectomy when  pylephlebitis  is  present  or  sus- 
pected or  when  the  complication  might  be  antici- 
pated because  of  a severe  preoperative  shaking 
chill.  Seventy  of  the  93  suggest  that  ligation  of 
the  proximal  vein  at  the  time  of  appendectomy 
should  not  be  done,  even  in  the  presence  of  a 
known  preoperative  shaking  chill  or  when  the 
complication  is  presumed  to  be  or  actually  is  pres- 
ent. The  remaining  23  surgeons  recommend 
ligation  of  the  ileocolic  vein  or  "above  the  throm- 
bus” if  that  is  observed.  A second  question  was 
also  asked  in  the  survey  concerning  the  feasibility 
of  reoperation  for  ligation  of  proximal  veins  after 
the  clinical  syndrome  of  pylephlebitis  is  estab- 
lished, i.e.,  in  the  presence  of  shaking  chills  and 
liver  tenderness  two  to  three  days  postappendec- 
tomy. Eighty  of  the  93  who  answered  would  not 
reoperate,  and  nine  were  undecided.  Only  four 
favored  the  procedure  as  offering  benefit  to  the 
patient.  Consequently,  although  the  rationale 
for  earh’  proximal  vein  ligation  is  lucid,  the  opera- 
tion is  practiced  by  few,  and  only  rarely  is  reop- 
eration indicated. 

Summary 

1.  The  clinical  picture  of  pylephlebitis  sec- 
ondary to  acute  appendicitis  is  described.  In 
addition  to  the  variable  story  of  appendicitis  a 
shaking  chill  before  or  after  appendectomy  is 
suggestive  evidence  of  its  onset.  Spiking  tem- 
perature and  unwarranted  prostration  follow. 
With  the  onset  of  liver  abscess  (es)  liver  tenderness 
is  generally  elicited,  and  there  is  associated  hepa- 
tomegaly observed  clinically  and/or  roentgeno- 
graphicallv.  Later,  jaundice  may  appear. 

2.  Therapy  has  many  facets.  The  selection 
of  proper  antimicrobial  agents  cannot  be  defined 
easily.  Although  polymyxin-B  appeared  to  al- 
ter this  patient’s  clinical  course  favorably,  it 
cannot  be  stated  that  this  drug  should  be  used  to 
the  exclusion  of  others,  notably  penicillin  and 


streptomycin.  Indeed  the  routine  use  of  these 
latter  two  agents  in  large  doses  is  probably  man- 
datory (2  to  5 million  units  of  penicillin  and  2 to 
3 Gm.  streptomycin  daily).  Partial  clarification 
of  other  methods  of  specific  therapy,  which  in  the 
past  have  been  controversial,  are  proffered  by 
correlating  the  opinions  of  a group  of  authorita- 
tive surgeons  throughout  this  country  with  ex- 
perience gained  from  the  treatment  of  the  patient 
in  this  report. 

Anticoagulant  therapy  is  advocated  by  many 
but  not  by  a significant  majority.  Although  used 
on  two  occasions  in  this  patient,  its  administra-  j 
tion  apparently  neither  altered  the  result  nor 
prevented  further  complications.  The  use  of  ! 
anticoagulants  to  achieve  success,  therefore, 
cannot  be  recommended,  although  there  are  no 
significant  contraindications  to  their  administra- 
tion with  proper  laboratory  controls. 

The  majority  of  present  surgical  opinion  is 
against  the  procedure  of  proximal  vein  ligation 
in  the  presence  of  pylephlebitis.  This  obtains 
in  instances  of  pre-  or  postappendectomy  chills 
and  liver  tenderness.  The  procedure  is  con- 
demned as  meddlesome  and  because  the  Mc- 
Burney  incision  prevents  sufficient  dissection  of 
the  veins.  On  the  other  hand,  ligation  of  the 
ileocolic  vein  in  selected  cases  is  recommended  by 
some.  A plausible  compromise  between  these 
divergent  opinions  can  be  recommended.  In 
the  individual  whose  preappendectomy  course  is 
complicated  by  a shaking  chill  and  in  whom  the 
potential  development  of  pylephlebitis  seems  pos- 
sible. wide  excision  of  the  mesoappendix  is  urged 
at  the  time  of  appendectomy.  If  veins  bleed  only 
slightly  or  not  at  all,  high  ligation  is  performed. 
Without  previous  ligation  reoperation  after  the 
development  of  clinical  pylephlebitis  is  not  in- 
dicated. 

With  intelligent  utilization  of  these  and  other 
more  routine  acceptable  medical  and  surgical 
therapies  the  seriousness  of  pylephlebitis  can  be 
reduced  appreciably  and  its  mortality  rate  les- 
sened. 
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THE  pendulum  of  medical  thought  concerning 
the  association  of  thrombophlebitis  and  gout 
has  swung  from  complete  acceptance  in  the  older 
literature  to  the  present  feeling  that  their  oc- 
currence together  is  purely  coincidental.  The 
association  of  these  two  clinical  conditions  was 
first  noted  by  James  Paget1  in  1866  who  gave  five 
examples  from  what  he  implied  was  a large 
source.  He  believed  that  the  thrombophlebitis 
which  occurred  in  people  with  gout  was  char- 
acterized by  symmetry,  metastatic  patchiness, 
frequent  recurrences,  and  involvement  of  the 
superficial  veins  of  the  lower  limbs.  He  felt  that 
this  was  in  favor  of  inflammation  of  portions  of 
the  venous  walls  rather  than  a disease  of  coagula- 
tion of  the  blood.  Hewett2  in  1873  stated  that 
although  he  had  not  seen  any  phlebitis  in  people 
who  had  acute  manifestations  of  gout,  he  had  had 
cases  of  venous  thrombosis  in  individuals  who 
had  a tendency  to  gout  manifested  by  renal  lithi- 
asis  or  a family  history  of  gout.  He  did  not  men- 
tion the  number  of  cases  he  had  seen.  Tuckwell3 
in  1874  reported  three  cases  of  gouty  phlebitis. 
Garrod4  pointed  out  that  the  thrombophlebitis 
might  or  might  not  occur  in  an  area  of  acute  gout. 
He  discussed  13  cases  of  this  association,  three 
who  developed  their  phlebitis  on  effort  during 
acute  gout,  nine  who  had  varicose  veins  of  long 
standing,  and  one  whose  venous  thrombosis  oc- 
curred without  simultaneous  manifestation  of 
acute  gout. 

Duckworth5  mentioned  three  cases  with  this 
association  and  pointed  out  that  acute  gout  may 
occur  before  the  thrombophlebitis  or  may  follow 
it  at  later  periods.  He  stated  that  minor  trauma 
may  be  an  exciting  factor  in  the  occurrence  of  the 
phlebitis.  He  felt  that  the  thrombosis  was 
caused  by  gouty  inflammation  of  the  coats  of  the 
vein  due  to  urates.  Clemente6  reported  one 
case  of  thrombophlebitis  occurring  with  gout. 
Dargelos  and  de  Sablet7  mentioned  having  seen 
30  cases  of  thrombophlebitis  associated  with 
arthritis  including  gout.  However,  they  did  not 
separate  the  gout  from  other  forms  of  arthritis. 
Barker8  reviewed  166  cases  of  thrombophlebitis 
complicating  some  infectious  or  systemic  disease. 
He  subdivided  these  cases  into  three  groups: 
91  venous  thromboses  complicating  infectious 
diseases,  17  venous  thromboses  complicating 
blood  dyscrasias,  and  58  venous  thromboses 
complicating  noninfectious  systemic  diseases. 


Of  the  58  cases  of  thromboses  complicating  non- 
infectious systemic  diseases,  two  had  gout. 

Laubry  and  Louvel9  noted  that  Widal  and  de 
Gennes  emphasized  dilatation  and  atony  of  the 
walls  of  veins  causing  secondary  valvular  insuf- 
ficiency as  an  accompaniment  of  acute  gouty 
attacks.  Pellet10  reported  three  cases  of  throm- 
bophlebitis, one  of  whom  had  had  gout  previously 
and  two  whose  phlebitis  was  the  primary  manifes- 
tation of  gout.  He  also  pointed  out  that  Trous- 
seau and  Leriche  discussed  the  dilatation  of  veins 
associated  with  gout.  McPhedran11  in  his  review 
on  gout  mentioned  the  occurrence  of  thrombo- 
phlebitis. Steinbrocker12  mentioned  phlebitis  as 
being  a complication  or  coincidental  disturbance 
in  gout.  Talbott13  believed  the  two  conditions 
to  be  unrelated. 

In  view  of  these  reports  it  seemed  desirable  to 
attempt  to  evaluate  the  coincidence  of  thrombo- 
phlebitis and  gout.  A total  of  287  cases  of  gout 
were  obtained  from  office  and  hospital  practice 
and  were  reviewed  with  this  in  mind.  Ten  had 
an  associated  thrombophlebitis.  These  ten  cases 
are  briefly  summarized. 

Case  Reports 

Case  1. — A thirty-six-year-old,  white  male,  follow- 
ing minor  trauma  to  his  left  ankle,  developed  pain, 
local  swelling,  and  redness  in  this  area  with  sur- 
rounding dilatation  of  the  superficial  veins.  This 
lasted  seven  days  during  which  time  he  remained 
active  but  favored  the  leg.  It  was  followed  by  a 
red,  tender  streak  extending  up  the  course  of  the 
vein  to  the  thigh  He  was  hospitalized,  and  a sym- 
pathetic block  was  done  followed  by  a saphenous 
ligation.  A diagnosis  of  acute  superficial  thrombo- 
phlebitis was  made. 

In  the  following  nine  years  he  continued  to  have 
similar  episodes  of  pain,  local  swelling,  and  redness 
of  the  left  and,  on  one  occasion,  the  right  ankle, 
always  with  extension  up  the  leg  along  the  course  of 
a vein.  In  some  of  the  episodes  it  followed  minor 
trauma,  but  occasionally  it  was  spontaneous.  On 
one  occasion  pain,  swelling,  and  redness  of  a left 
varicocele  occurred  spontaneously,  and  an  acutely 
thrombosed  vein  was  removed.  He  had  complete 
remissions  between  attacks. 

At  the  age  of  forty-five  he  developed  an  acute 
arthritis  of  Ms  right  great  toe  which  responded  well 
to  colchicine,  and  gout  was  diagnosed.  His  blood 
uric  acid  was  3.4  mg.  per  cent.  Since  then  he  has 
had  several  exacerbations  of  involvement  of  the  great 
toe  with  the  blood  uric  acid  reaching  5.52  mg.  per 
cent.  He  has  also  had  an  accompanying  thrombo- 
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phlebitis  of  the  superficial  veins  of  the  legs  on  two  of 
these  occasions.  He  has  developed  mild  varicosi- 
ties as  a result.  Throughout  his  course  complete 
blood  counts,  urinalyses,  and  differential  peripheral 
blood  smears  have  been  normal.  Oscillometric  de- 
terminations of  the  arterial  circulation  have  always 
been  within  the  normal  range. 

Case  2. — Following  slight  trauma  to  his  left  ankle 
while  skiing,  a twenty-four-year-old,  white  male 
developed  a small  area  of  local  swelling,  redness,  and 
tenderness  which  disappeared  after  three  days.  Six 
months  later  he  spontaneously  developed  local  red- 
ness, swelling,  and  pain  of  the  left  ankle  associated 
with  distention  of  the  superficial  veins.  He  re- 
mained active,  and  the  next  day  there  was  a red, 
tender  streak  extending  up  the  leg  along  the  course 
of  the  vein.  A diagnosis  of  superficial  thrombo- 
phlebitis was  made.  It  subsided  after  two  weeks. 

Seven  years  later  he  had  a similar  spontaneous 
episode  of  local  pain,  swelling,  and  redness  of  the 
left  ankle  with  linear  extension  up  the  leg  along  the 
course  of  the  vein.  He  had  two  sympathetic  blocks. 
Since  that  period  he  had  noted  superficial  varicosities 
of  the  left  leg  with  swelling  of  the  left  ankle  when  on 
his  feet  all  day. 

Thirteen  years  later  he  developed  pain  in  the  pop- 
liteal space  of  the  right  lower  extremity  and  dor- 
sum of  the  right  hand.  The  blood  uric  acid  which 
had  been  within  normal  limits  was  now  5.0  mg.  per 
cent,  increased  to  17  mg.  per  cent  on  one  occasion, 
and  is  now  down  to  7.5  mg.  per  cent.  A diagnosis 
of  gout  was  made,  and  the  patient  responded  well  to 
colchicine,  obtaining  a complete  remission.  One 
prothrombin  time  was  normal.  Complete  blood 
counts  and  peripheral  blood  smears  were  negative. 
Oscillometric  readings  of  the  pulses  of  the  lower  ex- 
tremities were  normal.  Also  in  his  history  was  mi- 
croscopic hematuria,  first  noted  at  the  age  of 
twenty-four,  with  a negative  genitourinary  workup. 
This  hematuria  recurred  during  his  last  attack  of 
gout. 

Case  3. — A forty-nine-year-old,  white  male  de- 
veloped an  attack  of  acute  arthritis  of  the  great  toe 
with  hyperuricemia,  and  the  diagnosis  of  gout  was 
made.  Nine  years  later  there  was  an  episode  of 
pain,  redness,  and  swelling  on  the  inner  aspect  of 
the  right  ankle  with  distention  of  the  veins,  followed 
by  a tender,  red  streak  extending  along  the  course  of 
the  vein.  A diagnosis  of  superficial  thrombophle- 
bitis was  made. 

One  year  later  another  attack  of  arthritis  in- 
volving the  left  great  toe  relieved  by  colchicine  oc- 
curred. Six  months  later,  he  noted  pain  in  the  left 
calf,  and  a positive  Homan’s  sign  was  elicited.  He 
was  immobilized,  and  several  days  later  the  left 
ankle  became  painful,  red,  and  swollen.  After  a 
complete  remission  occurred,  he  first  noted  the  de- 
velopment of  venous  insufficiency  of  the  left  leg  with 
slight  varicosities  of  this  extremity  and  swelling  and 
cyanosis  on  standing.  His  blood  uric  acid  varied 
from  5.3  to  5.7  mg.  per  cent. 

Case  4- — A twenty-one-year-old,  white  male 
developed  his  first  attack  of  acute  arthritis  with 


elevated  blood  uric  acid  and  response  to  colchicine 
at  this  age.  This  was  followed  by  frequent  attacks 
in  the  following  sixteen  years  resulting  in  tophi  and 
gouty  erosion  of  bone  on  x-ray.  At  thirty-two  he 
developed  poor  kidney  function  with  nitrogen  re- 
tention. 

He  was  admitted  to  the  hospital  at  the  age  of 
thirty-seven  with  persistent  vomiting,  and  the  diag- 
noses of  chronic  gout,  gouty  nephritis  with  uremia 
and  anemia,  hypertension,  peripheral  neuritis  of  the 
lower  extremities,  and  rheumatic  heart  disease  were 
made.  He  was  not  in  congestive  heart  failure. 
Nineteen  days  after  a transfusion  and  one  day  after 
some  intravenous  blood  tests  were  taken  without  ap- 
parent incident,  he  developed  painful  swelling  of  the 
inner  aspect  of  his  right  arm.  The  brachial  vein 
was  corded,  enlarged,  and  tender,  and  there  was 
heat  and  redness  in  the  area  of  this  mass.  A diag- 
nosis of  acute  thrombophlebitis  was  made.  An 
aspiration  was  done,  and  8 cc.  of  bloody  fluid  with 
white  flecks  were  withdrawn.  Microscopically,  no 
uric  acid  crystals  were  seen.  A sample  sent  for  uric 
acid  level  was  2.4  mg.  per  cent.  His  blood  uric  acid 
was  7.1  mg.  per  cent.  A similar  episode  of  throm- 
bophlebitis of  the  left  arm  developed  three  weeks 
later.  He  had  received  a blood  transfusion  three 
days  before  and  an  injection  of  Mercuhydrin  in- 
travenously one  day  before  without  any  infiltra- 
tion. There  was  no  evidence  of  arterial  disease 
present. 

Case  5. — -A  fifty-eight-year-old,  white  female  sud- 
denly developed  pain  in  the  right  calf  and  lower 
thigh.  This  continued  for  two  weeks  and  was 
followed  by  an  acute  episode  of  right  anterior  chest 
pain,  worse  on  respiration.  She  was  hospitalized, 
and  examination  revealed  crepitant  rales  in  the 
right  axilla,  calf  tenderness,  and  a positive  Homan’s 
sign  on  the  right.  She  had  moderate  varicosities  of 
both  thighs  and  legs.  The  diagnoses  of  thrombo- 
phlebitis and  pulmonary  infarction  were  made. 
One  week  later,  while  in  the  hospital,  she  suddenly 
developed  pain,  redness,  heat,  and  swelling  of  the 
left  thumb.  The  blood  uric  acid  was  5.5  mg.  per 
cent.  Blood  count  and  urinalysis  were  normal.  A 
diagnosis  of  gout  was  made.  She  had  a complete 
remission. 

Case  6. — A thirty-seven-year-old,  white  male  be- 
gan having  recurrent  attacks  of  acute  gouty  arthri- 
tis involving  the  great  toes.  These  attacks  oc- 
curred every  two  years  and  were  accompanied  by  a 
hyperuricemia.  They  responded  to  colchicine. 
Sixteen  years  later,  he  was  admitted  to  the  eye  serv- 
ice at  the  hospital  because  of  sudden  severe  pain  in 
the  left  eye.  A diagnosis  of  retinal  hemorrhage  due 
to  thrombosis  of  the  central  superior  retinal  vein  on 
the  left  was  made,  as  well  as  chronic  congestive 
glaucoma  of  the  left  eye  and  chronic  non  congestive 
glaucoma  of  the  right  eye.  His  blood  uric  acid  was 
8.5  mg.  per  cent.  His  blood  counts,  peripheral 
blood  smears,  and  urinalyses  were  always  normal. 

Case  7. — A sixty-four-year-old,  white  female 
noted  a cordlike  mass  along  the  course  of  the  vein  on 
the  medial  aspect  of  the  right  thigh.  Physical  ex- 
amination revealed  a painless,  cordlike  lump  on  the 


December  15,  1953]  THROMBOPHLEBITIS  ASSOCIATED  WITH  GOUT 


3013 


TABLE  I. — Criteria  for  Diagnoses  of  Gout  and 
Thrombosis 


Case 

Nura-  Diagnosis  of  Diagnosis  of 

ber  Gout  Thrombosis 


1 (a)  Acute  recurring  at- 

tacks of  arthritis 
with  complete  re- 
missions 

(6)  Involvement  of 
great  toe 

(c)  Hyperuricemia 

(d)  Response  to  colchi- 
cine 

2 (o  to  d)  Similar  to  Case 

1 

(«)  Hematuria 

3 (a  to  d)  Similar  to  Case 

1 


4 (a  to  d)  Similar  to  Case 

1 

(e)  Tophi 

(/)  X-ray  evidence  of 
bone  erosion 
(ff)  Poor  kidney  func- 
tion 

5 (a)  Acute  arthritis 
(6)  Hyperuricemia 


6 (a  to  d)  Similar  to  Case 
1 


7 (a)  Hyperuricemia 
(6)  Hematuria 

8 (o  to  d)  Similar  to  Case 

1 

(e)  Hematuria 


9 (a)  Hematuria 

(6)  Hyperuricemia 

10  (a  to  d)  Similar  to  Case 
1 


(а)  Pain,  tenderness, 
and  redness  along 
the  course  of  the  in- 
volved vein 

(б)  Development  of  var- 
icosities 


(a  and  b)  Similar  to  Case 

1 

(c)  Development  of 
edema 

(o  and  b)  Similar  to  Case 
1 

(c)  Development  of 
edema 

(d)  Calf  tenderness 

(e)  Positive  Homan’s 
sign 

(f)  Development  of  cy- 
anosis 

(а)  Similar  to  Case  1 

(б)  Swelling  along  the 
course  of  the  in- 
volved vein 


(а)  Calf  tenderness 

(б)  Positive  Homan’s 
sign 

(c)  Pulmonary  embo- 
lism 

(a)  Retinal  hemorrhages 
with  engorged  and 
tortuous  veins  and 
small  arteries 

(o)  Cordlike  mass  along 
the  course  of  the 
vein 

(a)  Similar  to  Case  1 

(f>)  Cordlike  mass  along 
the  course  of  the 
vein 

(e)  Fever 

(d)  Leukocytosis 

(e)  Elevated  sedimenta- 
tion rate 

(а)  Calf  tenderness 

(б)  Positive  Homan’s 
sign 

(a  and  b)  Similar  to  Case 
1 

(c)  Swelling  along  the 
course  of  the  vein 

d)  Fever 

e)  Edema 


anteromedial  aspect  of  the  upper  third  of  the  right 
thigh.  X-ray  revealed  the  lump  to  be  an  area  of  in- 
creased density  in  the  soft  tissues,  suggesting  a 
thrombosed  vein.  Urinalysis  showed  several  red 
blood  cells.  The  blood  uric  acid  was  5.4  mg.  per 
cent.  Her  blood  count  was  normal.  A diagnosis  of 
gout  and  thrombosis  of  a superficial  vein  of  the 
right  lower  extremity  was  made. 

Case  8. — An  obese  female  with  a history  of  vari- 
cose veins  for  forty-five  years  developed  her  first 
episode  of  gouty  arthritis  at  the  age  of  fifty-one. 
She  had  recurrent  attacks  relieved  by  colchicine  for 
the  next  twenty-one  years.  At  the  age  of  seventy- 
two  she  injured  her  right  leg  slightly,  and  trauma 
was  followed  by  a painful,  swollen,  red  area  with 
tenderness,  redness,  and  a cordlike  mass  along  the 
course  of  the  great  saphenous  vein.  She  had  fever, 
tachycardia,  leukocytosis,  and  an  elevated  sedi- 
mentation rate.  Her  blood  uric  acid  varied  from 


3.2  to  4.6  mg.  per  cent.  Her  urine  showed  a rare 
red  blood  cell.  She  was  hospitalized  with  the  diag- 
nosis of  acute  thrombophlebitis  and  responded  well 
to  anticoagulant  therapy. 

Case  9. — A fifty-year-old,  white  male  entered  the 
hospital  for  a cholecystectomy  because  of  chronic 
cholelithiasis.  Twelve  days  postopera  tively  he 
developed  a thrombophlebitis  of  the  left  calf  with 
local  pain,  tenderness,  and  a positive  Homan’s  sign. 
His  prothrombin  time  was  normal.  He  was  put  on 
anticoagulant  therapy  and  did  well.  He  was  read- 
mitted two  years  later  because  of  right  flank  pain, 
frequency,  dysuria,  and  gross  hematuria.  Pyelog- 
raphy was  negative.  The  blood  uric  acid  was  5.2 
mg.  per  cent.  A diagnosis  of  gout  was  made.  The 
blood  count  and  peripheral  blood  smear  were  nor- 
mal. 

Case  10. — A fifty-year-old  white  male  while  walking 
noted  pain,  swelling,  and  redness  in  his  right  calf 
with  a cordlike,  tender  mass  along  the  course  of  the 
vein.  There  was  also  fever.  He  was  immobilized 
for  one  month  with  the  diagnosis  of  acute  thrombo- 
phlebitis and  recovered.  However,  he  then  noted 
varicosities  of  this  extremity,  and  his  right  ankle 
swelled  when  he  was  on  his  feet  all  day.  At  the  age 
of  sixty-eight  he  had  his  first  episode  of  acute  arthri- 
tis of  the  left  great  toe  relieved  by  colchicine,  and  a 
diagnosis  of  gout  was  made.  His  blood  uric  acid 
has  varied  from  4.13  to  5.75  mg.  per  cent.  He  had 
another  episode  of  acute  arthritis  of  the  left  wrist 
with  response  to  colchicine  at  seventy.  Between 
attacks  he  was  asymptomatic.  There  has  been  no 
evidence  of  peripheral  arterial  disease. 

Comment 

The  criteria  used  to  diagnose  gout  and  thronV 
bophlebitis  can  be  seen  in  Table  I.  In  none  of 
these  cases  was  there  any  evidence  of  infection, 
blood  dyscrasia,  or  peripheral  arterial  occlusive 
disease.  In  only  one  case  was  there  renal  in- 
sufficiency, and  this  occurred  eleven  years  after 
gout  had  developed. 

On  the  basis  of  my  experience  the  incidence  of 
thrombophlebitis  in  this  series  is  greater  than 
could  be  expected  from  random  sampling.  This 
plus  the  number  of  cases  of  thrombophlebitis  as- 
sociated with  gout  accumulated  from  the  litera- 
ture raises  the  question  of  a causal  relationship 
between  the  two  conditions.  Clinicians  should 
be  aware  of  this  possible  relationship,  albeit  not 
decisively  proved  at  present  because  of  the  small 
number  of  cases  and  the  presence  in  some  of  the 
patients  of  exciting  factors  which  might  in  them- 
selves produce  thrombosis. 

The  basic  factors  contributing  to  the  occur- 
rence of  thrombophlebitis  are  local  irritation  of 
the  vein,  changes  in  the  blood,  and  venous 
stasis.  The  idea  that  hyperuricemia  could  cause 
local  irritation  of  the  wall  of  the  veins  has  long 
been  suggested  in  phlebitis  with  gout.  In  the 
present  series  six  patients  had  known  hyperurice- 
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TABLE 

II. — Svmmabt  of  Cases 

Cases 

Sex 

Age  at 
Onset  of 
Thrombosis 

Possible  Exciting  Factors 
in  Onset  of  Thrombosis 

Age  at 
Onset  of 
Gout 

Age  at 
Onset  of 
Hyperuricemia 

1 

Male 

36 

Minor  trauma  in  some  of  the 
episodes 

36 

45 

2 

Male 

24 

24 

37 

3 

Male 

58 

49 

49 

4 

Male 

37 

Trauma 

21 

21 

5 

Female 

58 

Varicose  veins 

58 

58 

6 

Male 

53 

37 

37 

7 

Female 

64 

64 

64 

8 

Female 

72 

Varicose  veins,  minor  trauma 

51 

51 

9 

Male 

50 

Immobilisation 

52 

52 

10 

Male 

50 

68 

68 

mia  at  the  time  the  thromboses  developed  (Table 
II).  In  one  of  the  six  cases  an  attempt  to  re- 
cover local  uric  acid  crystals  in  the  area  of  the 
phlebitis  was  unsuccessful. 

There  is  no  evidence  at  present  to  substantiate 
any  changes  in  the  blood  as  a factor  in  the  de- 
velopment of  thrombophlebitis  in  gouty  patients. 
In  two  cases  prothrombin  times  were  taken  and 
were  normal.  The  fact  that  acute  gouty  attacks 
are  associated  with  dilatation  and  atony  of  the 
walls  of  veins  causing  secondary  valvular  insuffi- 
ciency and  thus  venous  stasis  has  long  been  noted. 
In  this  series  there  were  three  cases  of  acute  at- 
tacks of  gout  with  local  swelling  and  surrounding 
venous  distention  followed  by  the  development 
of  a contiguous  superficial  thrombophlebitis. 
As  noted  in  Table  II,  other  exciting  thrombotic 
factors  were  present  in  four  of  the  cases  when  the 
thrombosis  occurred  and  in  one  other  case  in  some 
of  the  episodes  of  the  phlebitic  attacks. 

• The  present  investigation  of  the  coincidence  of 
thrombophlebitis  and  gout  reopens  the  question 
of  a definitive  relationship  between  the  two  clini- 
cal conditions.  The  factors  of  local  irritation 
of  the  vein  by  hyperuricemia  and  venous  stasis 
by  dilatation  of  the  vein  during  acute  gouty  at- 
tacks are  noted  as  playing  possible  roles  in  this 
relationship.  Hence,  it  would  seem  wise  at  pres- 
ent for  clinicians  to  bear  in  mind  that  unexplained 
occurrences  of  thrombophlebitis  might  well  be  in- 
vestigated for  the  possibility  of  a gouty  diathesis. 
Conversely,  the  diagnosis  of  gout  should  embrace 
a careful  watch  for  the  development  of  thrombo- 
phlebitis. 

Summary 

1.  A clinical  investigation  of  the  coincidence 
of  thrombophlebitis  and  gout  and  the  factors 
which  might  contribute  to  this  occurrence  is 
presented. 


2.  The  world  literature  on  this  subject  is 
briefly  reviewed. 

3.  A total  of  2S7  cases  of  gout  obtained  from 
office  and  hospital  practice  were  examined,  and 
ten  of  these  had  thrombophlebitis.  These  ten 
cases  are  briefly  presented. 

4.  It  is  felt  that  the  incidence  found  in  this 
series  and  the  number  of  cases  accumulated  from 
the  literature  raises  the  possibility  of  a causal 
relationship  between  the  two  clinical  conditions. 

5.  Local  irritation  of  the  walls  of  the  vein  by 
hyperuricemia  and  venous  stasis  by  dilatation  of 
the  veins  with  acute  attacks  of  gout  are  noted  as 
playing  possible  roles  in  this  relationship. 

6.  It  is  suggested  that  unexplained  occur- 
rences of  thrombophlebitis  be  investigated  with 
the  possibility  of  gout  in  mind  and  conversely 
that  gouty  patients  be  watched  for  the  occur- 
rence of  thrombophlebitis. 
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Make  other  people  like  themselves  a little  better  . . . and  I promise  you  they  will  like  you 
very  well. — Lord  Chesterfield 


EVALUATION  OF  A NEW  CYCLOPLEGIC 

Leon  H.  Ehrlich,  M.D.,  New  York  City 


THE  ideal  cycloplegic  drug  for  refraction  has 
yet  to  be  found.  The  characteristics  to  be 
sought  are  rapid,  deep,  and  brief  cycloplegia, 
coupled  with  the  absence  of  mydriasis  and  toxic- 
ity. Homatropine,  used  most  commonly,  re- 
quires about  one  hour  or  more  for  useful  effect 
and  in  practice  does  not  wear  off  for  twenty-four 
to  forty-eight  hours.  Atropine  inhibits  the  ac- 
tion of  the  ciliary  muscle  to  a greater  extent  but 
customarily  requires  repeated  instillation  over  a 
period  of  days  for  full  effect  and  impairs  near 
vision  for  one  to  two  weeks. 

A series  of  parasympathetic-inhibiting  agents 
lias  been  synthesized,  one  of  which,  Compound 
75  G.T.,  was  studied  for  its  cycloplegic  properties. 
A preliminary  report  by  Priestley  and  Medine 
seemed  to  warrant  such  study.1 

Method 

Compound  75  G.T.*  was  used  in  boric  acid- 
borate  buffered  solutions  containing  0.5  or  1 per 
cent  of  the  drug  and  1:50,000  Zephiran  as  a 
preservative.  The  structural  formula  is  as 
follows: 


OH  H 


COO(CH2)2N(CH3)2.HCl 

A single  drop  of  the  0.5  per  cent  solution  was  in- 
stilled in  the  conjunctival  sac  and  repeated  after 
ten  minutes.  When  the  1 per  cent  solution  was 
used,  only  one  drop  was  instilled  except  for  a 
series  of  Negro  patients,  as  indicated  below,  where 
a second  drop  was  used  ten  minutes  after  the  first. 

Cycloplegia  was  recorded  in  terms  of  residual 
accommodation.  Residual  accommodation  (here- 
after called  R.A.)  was  found  by  determining 
the  refractive  error,  placing  the  appropriate  cor- 
recting lens  before  the  ej^e,  and  locating  the  near 
point  of  accommodation,  which,  when  expressed 
in  diopters,  is  the  R.A.  When  the  near  point  of 
accommodation  was  found  to  be  too  remote,  as 
was  usually  the  case,  a plus  3 spherical  lens 
was  added  to  the  correction  and  the  three  sub- 
tracted from  the  near  point  of  accommodation 
thus  determined. 

Patients  consisted  of  two  main  groups.  The 
first  was  comprised  mostly  of  white  children  and 
young  adults  seen  in  private  practice,  the  predom- 

*  Cyclogyl,  supplied  through  the  courtesy  of  Gino  Treves 
of  Schiefflin  & Co. 


TABLE  I. — Comparison  of  Residual  Accommodation 
with  0.5  and  1 Per  Cent  Solutions 


Residual  Accommodation  0.5  Per  Cent 

1 Per  Cent 

(Diopters) 

(2  Drops) 

(1  Drop) 

0 to  0.75 

2 

18 

1 to  1.75 

20 

56 

2 to  2.5 

1 

3 

Total  eyes 

23 

77 

TA  BLE  II. — Depth  of  Cycloplegia  in  100  Eyes 

Residual 

Accommodation 

0 to 

1.0  to 

2.0  to 

Age  of  Patients 

0.75 

1.75 

2.5  Total  Eyes 

11  to  15  years 

2 

9 

0 11 

16  to  20  years 

10 

34 

1 45 

21  to  30  years 

5 

23 

3 31 

31  to  40  years 

3 

10 

0 13 

Total 

20 

76 

4 100 

inating  age  levels  corresponding  to  those  most 
commonly  refracted  under  homatropine.  My- 
opes accustomed  to  reading  without  correction 
were  eliminated  because  of  the  likelihood  of  poor 
ciliary  muscle  development.  Postcards  with  a 
small  line  of  print  were  given  to  these  patients 
who  were  instructed  to  indicate  on  them  when 
they  could  first  read  the  print  with  each  eye  sep- 
arately, wearing  their  eyeglasses  if  they  possessed 
a pair.  These  were  mailed  back,  and  the  time 
until  reading  was  possible  was  thereby  estimated. 

The  second  group  examined  consisted  of  Ne- 
groes, mostly  children,  who  were  studied  sepa- 
rately from  the  other  patients  because  of  the  fre- 
quent difficulty  in  obtaining  satisfactory  cyclo- 
plegia with  them. 

Comparison  Between  0.5  and  1 Per  Cent 
Solutions 

Twenty  of  23  eyes  in  which  2 drops  of  the  0.5 
per  cent  solution  were  instilled  showed  from  1.0 
to  1.75  diopters  of  residual  accommodation, 
while  56  out  of  a total  of  77  eyes  in  which  1 drop 
of  1 per  cent  solution  was  instilled  showed  the 
same  depth  of  cycloplegia  (Table  I).  Eighteen 
of  the  remaining  21  eyes  given  the  1 per  cent 
solution  showed  even  more  profound  cycloplegia. 

Depth  of  Cycloplegia 

Prangen2  has  stated  that  a cycloplegic  which 
does  not  consistently  result  in  residual  accommo- 
dation of  2.5  diopters  or  less  is  not  effective. 
Analysis  of  the  degree  of  cycloplegia  with  Com- 
pound 75  G.T.  in  a total  of  100  eyes  shows  it 
qualifies  as  effective  by  this  standard.  Twenty 
per  cent  showed  R.A.  of  0.75  diopter  or  less;  76 
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per  cent  had  R.A.  ranging  from  1.0  to  1.75  diop- 
ters; the  remaining  4 per  cent  had  R.A.  from  2.0 
to  2.5  diopters. 

The  ages  of  these  patients  varied  from  eleven  to 
thirty-eight  years,  and  the  distribution  shows 
no  obvious  relationship  between  the  age  and  the 
degree  of  cycloplegia  achieved  (Table  II). 

Speed  of  Cycloplegia 

In  53  eyes  the  residual  accommodation  was  de- 
termined both  thirty  and  sixty  minutes  after  in- 
stillation of  the  drops.  Twenty-seven  of  these 
eyes  had  the  same  degree  of  cycloplegia  on  both 
determinations.  Of  the  remaining  26  eyes,  13 
showed  more  cycloplegia  at  the  end  of  the  sixty- 
minute  period  than  they  had  after  thirty  minutes, 
while  in  the  other  13  eyes  the  reverse  was  true, 
indicating  that  the  cycloplegic  effect  was  already 
commencing  to  wear  off. 

Duration  of  Cycloplegia 

The  time  the  patient  stated  he  could  read  small 
print  is  admittedly  only  a rough  indication  of  the 
duration  of  cycloplegia  and  whether  sustained 
reading  at  that  time  was  possible  is  not  known. 
However,  no  convenient  means  other  than  the 
postcards  issued  to  the  patients  was  available. 
What  is  significant  is  not  the  various  possible  errors 
but  the  relatively  small  interval  between  the  in- 
stillation of  the  drug  and  the  ability  to  see  closely. 
Eighteen  per  cent  of  the  eyes  were  able  to  read 
small  print  in  less  than  three  hours;  68  per  cent 
of  the  eyes  could  read  small  print  in  less  than 
five  hours,  while  all  but  7 per  cent  could  read  it  in 
less  than  seven  hours  (Fig.  1,  Table  III). 

Cycloplegic  Effect  on  Negro  Eyes 

The  eye  of  the  Negro  is  usually  considered  less 
responsive  to  cycloplegics  than  that  of  the  white. 
Accordingly,  a series  of  tests  was  run  on  a group 
of  Negro  patientsf  who  averaged  younger  than 
the  white  patients  and  who,  on  the  basis  of  age, 
might  be  expected  to  show  a somewhat  poorer 
response  to  the  Compound  75  G.T.  To  insure  a 
satisfactory  basis  for  comparison  all  these  patients 
were  examined  first  with  5 drops  of  2 per  cent 
homatropine  hydrobromide  administered  at  ten- 
minute  intervals.  A week  later  the  residual  ac- 
commodation was  again  found,  this  time  an  hour 
after  2 drops  of  Compound  75  G.T.  had  been  in- 
stilled. 

The  first  ten  eyes  studied  in  this  manner  (group 
1)  received  Compound  75  G.T.  in  0.5  per  cent 
concentration,  and  the  average  residual  accom- 
modation was  the  same  for  both  homatropine 
and  Compound  75  G.T.  The  ages  in  this 
group  ranged  from  nine  to  twenty-three  years 
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Number  of  Hours 

Fig.  1.  Speed  of  recovery  from  cycloplegia  in  100 
eyes. 

TABLE  III. — Speed  of  Recovebt  fbou  Cycloplegia  in 
100  Eyes 


Age  of  Patients  Speed  of  Recovery  (Hours)  Total 
3 4 5 6 7 Eyes 


11  to  15  years 

6 

4 

2 

1 

0 

13 

16  to  20  years 

4 

12 

6 

9 

8 

43 

21  to  30  years 

6 

10 

8 

4 

2 

33 

31  to  40  years 

2 

5 

3 

0 

1 

11 

Total 

18 

31 

19 

14 

11 

100 

Fig.  2.  Cycloplegic  effect  on  eyes  of  Negroes. 

with  an  average  of  twelve  years.  Since  the  R.A. 
was  anywhere  from  1.25  to  7.0  diopters  and 
averaged  3.25  diopters,  it  was  considered  unsatis- 
factory for  routine  clinical  use  in  these  patients 
(Fig.  2).  j 

Thirty  more  eyes  (group  2)  were  studied  in  the 
same  manner,  but  2 drops  of  a 1 per  cent  solution 
of  Compound  75  G.T.  were  instilled  the  week 
after  the  R.A.  was  found  with  the  homatropine. 
The  ages  ranged  from  nine  to  sixteen  years  and 
averaged  thirteen  years.  The  average  residual  I 
accommodation  after  homatropine  was  3.0  diop- 
ters, while  after  2 drops  of  1 per  cent  solution  of 
Compound  75  G.T.  it  was  1.9  diopters  and  ranged 
from  0.75  to  3.25  diopters. 

Comment 

The  various  desiderata  stated  for  cycloplegics 
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for  use  in  refraction  are  better  satisfied  with  Com- 
pound 75  G.T.  than  the  cycloplegics  customarily 
used.  Depth  of  cycloplegia  is  greater  than  that 
attained  with  homatropine,  the  speed  of  its  de- 
velopment is  faster,  and  the  duration  of  its  action 
is  less. 

Mydriasis,  although  not  specifically  studied, 
was  of  the  same  degree  as  after  homatropine 
and  persisted  for  several  days.  No  evidence 
of  toxicity  was  noted.  However,  the  effect  on 
intraocular  pressure  was  not  studied,  and  it  is  as- 
sumed that  the  same  precautions  must  be  taken 
with  its  use  in  potentially  glaucomatous  eyes  as 
with  any  other  mydriatic.  Although  some  pa- 
tients found  more  smarting  than  with  homatro- 
pine, there  was  no  conjunctival  injection. 


Conclusion 

Satisfactory  cycloplegia  for  routine  clinical  re- 
fraction is  attained  in  the  eyes  of  white  patients 
in  forty-five  minutes  with  one  drop  of  the  1 per 
cent  solution.  Two  drops  of  this  same  strength, 
instilled  ten  minutes  apart,  achieve  satisfactory 
cycloplegia  in  Negro  patients.  This  drug,*  by 
virtue  of  its  brevity,  rapidity  of  action,  and  con- 
sistent depth  of  cycloplegia,  will  be  the  drug  of 
choice  for  routine  refraction  when  generally 
available. 
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BAL  THERAPY  IN  ACUTE  LEAD  ENCEPHALOPATHY 

Rudolph  C.  Giannattasio,  M.D.,  and  Michael  J.  Pirozzi,  M.D.,  Brooklyn,  New  York 
( From  the  Kings  County  Hospital) 


THE  efficacy  of  2,  3-dimercaptopropanol 
(BAL)  in  the  treatment  of  acute  lead  enceph- 
alopathy has  been  a matter  of  dispute  for 
many  years.  The  popular  high-calcium,  inor- 
ganic phosphate,  and  vitamin  D regimen  has 
been  used  for  a long  period  of  time  in  many  hos- 
pitals with  unfavorable  results.  More  recently, 
BAL  has  gained  in  popularity  and  several  inves- 
tigations on  its  use  have  been  reported.1-3 

The  purpose  of  this  study,  conducted  from 
February,  1951,  to  September,  1952,  was  to  de- 
termine whether  the  favorable  results  in  the  man- 
agement of  acute  lead  encephalopathy  with  BAL 
reported  by  Ennis1  could  be  confirmed. 

Material 

Fourteen  children,  ranging  in  age  from  eighteen 
months  to  three  years,  were  observed  on  the  wards 
of  the  Kings  County  Hospital  in  Brooklyn,  New 
York,  from  February,  1951,  to  September,  1952. 
They  were  admitted  for  acute  lead  encephalo- 
pathy. 

Six  patients  were  treated  with  BAL.  Eight 
other  children  were  placed  on  high-calcium,  in- 
organic phosphate  intake  (1  quart  of  milk  a day) 
and  large  doses  of  vitamin  D and  served  as  a 
control  group. 

Criteria  for  Diagnosis. — The  diagnosis  of  lead 


TABLE  I. — Urinary  Lead  Content 


Urinary  Lead  Content 

Milligrams  Milligrams 
per  Liter  per  24  Hours 


Control  group 

Severe  encephalopathy 

Case  1 

(108 

0.056 

Case  2 

0 157 

0.094 

Case  3 

0 375 

0 122 

Mild  lead  encephalopathy 

Case  4 

0.60 

0 074 

Case  5 

0. 16 

0 018 

Case  6 

0 36 

0.  184 

Case  7 

0 65 

0 195 

Case  8 

0 10 

0.044 

BAL  group 

Severe  lead  encephalopathy 
Case  1 

0 50 

0.202 

Case  2 

0.10 

0.034 

Case  3 

1 995 

0 978 

Mild  lead  encephalopathy 

Case  4 

0 209 

0.136 

Case  5 

0 148 

0.106 

Case  6 

0.09 

0 063 

poisoning  was  based  on  a history  of  pica,  char- 
acteristic signs  and  symptoms  of  the  disease, 
basophilic  stippling  of  the  red  blood  cells,  in- 
creased density  at  the  ends  of  long  bones,  and 
an  elevation  of  the  level  of  lead  in  the  urine  above 
0.08  mg.  per  L.  (Table  I).  When  one  or  more  of 
the  following  manifestations  were  present  in  a 
child  with  lead  poisoning,  he  was  considered  to 
have  encephalopathy:  convulsions,  increased 
intracranial  pressure,  persistent  vomiting,  cranial 
nerve  palsies,  muscle  weakness  or  paralysis, 
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TABLE  II- — Compab-sov  of  Reso-ts  of  Teesapt 


Control  Group 

BAL  OrooD 

Severe  encephsiopathr 

3 cases 

3 case? 

Death 

Case  2 

0 

Complete  recovery 

0 

Cases  1.  2.  3 

Permanent  wqoel&e 

Case?  1,  3 

0 

Convulsions 

C a?e  3 

0 

Blindness 

Case  1 

0 

Spastic  hemiparesds 

Case  3 

0 

Speech  defeet 

Case  1 

0 

Behavior  problem 

Case  1 

0 

Tremors 

Case  1 

0 

Mild  encephalopathy 

5 case? 

3 cases 

Death 

0 

0 

Complete  recovery 

Case?  6,  S 

Case?  4,  5.  6 

Permanent  seq^aeiae 

Cases  4.  7 

0 

Tremor? 

Case  7 

0 

Behavior  problem 

Cases  4,  7 

0 

ataxia,  drowsiness,  tremors,  and  increased  con- 
centration of  protein  in  the  spinal  fluid.  Lead 
encephalopathy  was  considered  severe  if  the  pa- 
tient had  repeated  convulsions,  which  responded 
only  with  difficulty  to  the  usual  remedies,  or  coma 
or  stupor  persisting  for  more  than  fourteen  hours. 
On  the  basis  of  these  criteria  three  of  the  eight 
cases  in  the  control  group  were  severe  and  five 
mild.  In  the  BAL  or  trial  group  three  were  se- 
vere and  three  mild. 

Method 

Trial  Group.— AH  patients  were  given  BAL. 
4 mg.  per  Kg.  of  body  weight  even*  four  hours 
around  the  clock  for  ten  days.  BAL  was  injected 
intramuscularly  as  a 10  per  cent  solution  in 
benzyl  benzoate  and  oiL  Elixir  of  Benadryl, 
1 teaspoon  three  times  daily,  was  given  to  fore- 
stall nausea  and  vomiting. 

Control  Group. — All  children  received  a high- 
alcium.  inorganic  phosphate,  and  vitamin  D in- 
take. Comatose  children  were  given  10  per  cent 
calium  gluconate  by  vein  and  milk  and  vitamin 
D by  stomach  tube.  Sodium  citrate,  0.5  to 
1 Gm.  three  times  a day.  was  administered  orally 
to  the  severely  toxic.  Sedatives  and  intramuscu- 
lar injections  of  25  per  cent  magnesium  sulfate 
solution.  0.2  cc.  per  Kg.  of  body  weight  every 
six  hours  for  six  doses,  were  given  to  control  en- 
cephalitic symptoms. 

Results 

Trial  Group. — In  noncoma tose  children  the  pre- 
senting symptoms  and  signs,  such  a;  vomiting, 
drowsiness,  strabismus,  and  basophilic  stippling 
of  the  red  blood  cells,  were  noted  to  disappear 
dramatically  in  twenty-four  to  thirty-six  hours. 
Comatose  or  stuporous  children  became  alert  in 
twenty-four  to  seventy-two  hours,  and  at  tins 
time  one  case  was  observed  to  have  recovered 
completely.  The  other  two  cases  both  showed  a 


minor,  transitory*  neurologic  defect  (ptosis  of  the 
left  upper  eyelid). 

Control  Group. — In  noncomatose  children  the 
presenting  signs  and  symptoms,  such  as  vomiting, 
abdominal  pain,  arthralgia,  constipation,  ataxia, 
and  tremors,  persisted  from  three  days  to  one  week. 
Coma  or  stupor  persisted  for  as  long  as  seventy- 
two  hours  to  five  days.  One  case  expired  after 
seventy-two  hours  of  deep  coma.  The  other 
two  comatose  patients,  who  eventually  became 
alert,  suffered  severe  neurologic  defects  (hemi- 
paresis  and  blindness). 

Follow-up. — The  surviving  children  in  both 
groups  have  been  followed  in  the  outpatient  de- 
partment of  the  hospital  for  six  to  eighteen 
months.  Pertinent  observations  are  recorded  in 
Table  II. 

Comment 

The  observations  in  the  cases  studied  indicate 
that  the  use  of  BAL  in  patients  with  acute  lead 
encephalopathy  should  result  in  a reduction  in 
mortality  and  severity  of  neurologic  residua.  In 
view  of  the  fact  that  no  toxic  reaction  to  BAL  it- 
self was  noted,  the  drug  appears  to  be  a safe  thera- 
peutic agent.  In  another  study  published  by 
the  authors.*  it  was  demonstrated  that  the  de- 
leading effect  of  BAL  did  not  cause  an  exacerba- 
tion of  the  symptoms  of  lead  encephalopathy. 
However,  the  authors  stress  the  fact  that  if  BAL 
therapy  is  to  be  successful,  its  early  use  is  manda- 
tory. Such  pathologic  lesions  as  punctate  hem- 
orrhages, gliosis,  and  focal  areas  of  necrosis 
throughout  the  brain,  which  occur  in  lead  en- 
cephalopathy, are  irreversible.4-6  Early  use  of 
BAL  in  acute  lead  encephalopathy  may  prevent 
some  or  all  of  these  lesions  and  thus  lessens  mor- 
tality and  decreases  the  severity  of  the  residua. 

Summary 

1.  BAL  therapy  appears  to  reduce  the  mor- 
tality and  decrease  the  severity  of  residua  in 
acute  lead  encephalopathy. 

2.  BAL  itself  in  proper  dosage  appears  to  be 
a safe  therapeutic  agent. 
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I don't  care  hove  much  a man  talks  if  he  only  says  it  in  a few  words. — Josh  Billings 


PREVENTION  OF  LOCAL  SKIN  REACTIONS  TO  INSULIN 

Maximilian  Fabrykant,  M.D.,  and  Benjamin  I.  Ashe,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  New  York  University  Post-Graduate  Medical  School,  and  the  Fourth 
Medical  ( New  York  University)  Division,  Bellevue  Hospital) 


REACTIONS  at  the  site  of  insulin  injections 
may  be  classified  under  three  headings: 

1.  Inflammatory  changes  characterized  by  a 
stinging,  burning,  or  itching  sensation,  redness, 
swelling,  and  tenderness.  They  appear  immedi- 
ately or  up  to  twelve  hours  after  the  injection, 
reach  maximum  intensity  in  one  to  twenty-four 
hours,  subside  in  one  to  seven  days,  but  on  oc- 
casion leave  a residual  induration  which  may 
persist  for  many  weeks. 

2.  Painless  subcutaneous  infiltrations  of  hard 
consistency  found  at  sites  of  repeated  injections. 

3.  Lipodystrophies  which  develop  some  four 
months  or  more  after  institution  of  insulin  ther- 
apy and  are  the  result  of  continuous  injections 
into  the  areas  of  infiltration.  They  present 
themselves  as  atrophic  concavities  covered  by  a 
pale  and  lifeless  appearing  skin,  often  insensitive 
and  adhering  to  the  underlying  structures  or  as 
spongy  hypertrophic  tumefactions. 

All  three  types  of  skin  lesions  may  be  seen  in 
the  same  patient  and  even  in  the  same  extremity. 
With  discontinuation  of  injections  into  the  affected 
areas  the  subcutaneous  indurations  may  grad- 
ually disappear,  and  partial  or  complete  restora- 
tion of  subcutaneous  fat  in  the  atrophic  concavi- 
ties may  occur  after  months  or  years. 

It  is  not  only  because  of  local  pain  or  disfigu- 
ration that  the  described  lesions  should  be 
avoided.  A partial  loss  of  insulin  activity  in  areas 
of  inflammation  and  the  slowed-down  absorption 
or  leakage  of  the  hormone  from  indurated  or 
atrophic  areas  increase  the  need  for  insulin,  while 
making  injections  into  the  affected  areas  on  some 
days  and  into  healthy  skin  on  others  results  in 
marked  daily  fluctuations  in  the  insulin  require- 
ment. While  these  difficulties  in  achieving  the 
diabetic  control  may  be  reduced  by  frequent 
changing  of  the  injection  sites,  the  development  of 
local  skin  lesions  can  be  prevented  in  practically 
all  patients  by  proper  injection  technic. 

Recommended  Technic  of  Insulin 
Administration 

In  our  experience  the  technic  for  subcutaneous 
insulin  therapy  in  routine  use  (formation  of  a 
skin  fold  and  injection  of  the  material  with  the 
syringe  held  parallel  to  the  skin1)  is  not  suitable 
for  insulin  administration.  The  technic  which 
we  have  successfully  employed  is  as  follows: 

The  skin  over  the  area  selected  for  injection 
is  stretched  with  the  thumb  and  index  finger  of  one 


Fig.  1.  Syringe  with  mounted  needle  held  per- 
pendicularly to  the  stretched  skin  just  prior  to 
thrusting  the  needle  into  the  subcutaneous  tissue. 


hand  and  cleansed  with  a pellet  of  cotton  soaked 
in  alcohol  held  in  the  other  hand.  While  the 
skin  is  still  kept  stretched,  the  syringe  is  grasped 
and  the  needle  thrust  by  quick  motion  up  to 
the  hub  at  a right  angle  to  the  stretched  skin  (Fig. 
1).  Now  the  hand  used  for  stretching  the  skin 
takes  over  the  holding  of  the  syringe,  while  with 
the  other  hand  a slight  traction  is  exerted  on  the 
plunger.  If  blood  appears  in  the  syringe,  the 
latter  is  withdrawn  a few  millimeters  so  that  the 
needle  tip  remains  outside  of  the  blood  vessel 
but  still  quite  deep  in  the  subcutaneous  tissue. 
Insulin  is  then  injected,  whereupon,  with  the 
hand  previously  used  in  stretching  of  the  skin, 
the  cotton  pellet  saturated  with  alcohol  is  placed 
close  to  the  needle  hub.  The  syringe  with  the 
attached  needle  is  removed  by  rapid  motion,  and 
firm  pressure  is  exerted  over  the  injected  area. 

It  is  important  to  push  the  tip  of  the  needle 
well  into  the  subcutaneous  tissue.  To  this  end 
a Vrinch  needle  proved  satisfactory  in  most 
patients,  but  a 3/4-inch  long  needle  was  used  in 
those  with  large  deposits  of  subcutaneous  fat.  In 
individuals  with  scarce  amounts  of  subcu- 
taneous fat  with  the  recommended  technic  the 
needle  tip  may  pierce  the  muscle.  To  withdraw 
the  needle  from  the  muscle  a skin  fold  is  former! 
with  the  two  fingers  previously  used  for  stretching 
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Fig.  2.  Formation  of  a skin  fold  in  patients 
with  paucity  of  subcutaneous  fat  to  ensure  that 
needle  tip  is  well  into  subcutaneous  tissue. 


the  skin  (Fig.  2).  The  fold  is  then  released 
and  the  injection  made  with  the  needle  tip  deep 
underneath  the  skin.  In  those  whose  fat  depots 
naturally  produce  the  desired  distention  of  the 
skin,  injections  into  the  arms  or  buttocks  may  be 
made  without  preliminary  skin  stretching. 

Since  injections  made  with  the  described  tech- 
nic are  painless,  daily  varying  of  the  injection  site 
is  easily  carried  out.  and  in  consequence  repeated 
injury  to  the  injected  tissue  is  avoided.  Charts 
introduced  by  Lawrence2  and  Lamar*  are  used 
for  demonstration  of  skin  areas  suitable  for  ad- 
ministration of  insulin.  Also  the  technic  pre- 
vents leakage  of  insulin  following  the  injection 
and  thereby  unpredictable  blood  glucose  varia- 
tions, which  occur  when  part  of  the  injected  hor- 
mone is  lost  . 

To  insure  satisfactory’  results  the  technic  is 
demonstrated  to  patients  by  the  physician  him- 
self or  by  a well-indoctrinated  nurse.  Inspection 
of  injection  sites  is  made  part  of  physical  exam- 
ination, especially  in  those  with  unexplained 
variations  in  blood  glucose  values  or  in  amounts 
of  excreted  sugar. 

Results 

Subsidence  of  local  skin  reactions  to  insulin 
owing  to  employment  of  proper  injection  technic 
was  obtained  in  the  past  eleven  years  in  over  200 
patients.  In  a representative  group  of  20  such 
patients  selected  for  this  communication,  inflam- 
matory changes  were  present  for  periods  varying 
from  three  months  to  fourteen  years  and  occurred 
consistently  with  each  injection  in  14  and  with 
most  but  not  all  injections  in  the  remaining  six 


subjects.  Two  patients  in  this  group  exhibited, 
in  addition,  subcutaneous  tumefactions  for  five  ] 
and  eleven  years,  respectively,  four  extensive 
fat  atrophies  for  one  to  six  years,  and  one  both 
atrophies  and  spongy  tumefactions  for  twelve 
years.  All  experienced  difficulty  in  keeping  their 
diabetes  under  control,  but  features  of  labile  dia- 
betes  were  encountered  in  only  four  patients  with 
atrophies. 

Tli ere  were  IS  patients  in  the  selected  group 
who  employed  the  injection  technic  herein  de- 
scribed for  periods  ranging  from  five  months  to 
eleven  years.  All  were  relieved  of  previously 
experienced  painful  local  skin  lesions,  and  none 
developed  fat  atrophies,  even  though  those 
afflicted  with  such  disfigurations  continued  the 
injections  in  the  affected  extremities.  One 
patient  who  discontinued  insulin  after  fourteen 
months  of  therapy  because  of  pain  at  the  injection 
site  was  first  seen  three  months  later.  He  re- 
sumed insulin  with  the  useof  proper  injection  tech- 
nic and  remained  free  from  local  dermal  reactions 
Tire  remaining  two  patient'  in  this  group  were 
older  and  highly  tense  females  who  because  of 
nervous  tension  and  fear  of  insulin  were  at  first 
unable  to  master  the  technic  and  in  consequence 
exhibited  local  inflammatory  changes  during  the 
first  three  months  of  therapy. 

The  development  as  well  as  subsidence  of  le- 
sions in  the  injection  areas  bore  no  relationship 
to  the  type  of  insulin  used.  Of  the  20  selected 
patients  six  were  maintained  on  small  amounts  of 
protamine  zinc  insulin  alone,  and  14  were  given 
both  protamine  zinc  and  regular  insulin  daily.  In 
the  past  two  years  nine  patients  were  changed 
over  to  XPH  and  regular  insulin  which  three  of 
them  are  Liking  twice  daily.  Globin  insulin  was 
used  on  occasion  in  eight  patients. 

Of  particular  interest  were  three  subjects  with 
acute  generalized  allergic  disease.  One  who  was 
allergic  to  nuts,  following  an  automobile  accident, 
received  tetanus  serum  and  developed  serum 
sickness:  another  responded  with  a severe  reac- 
tion to  penicillin  given  for  an  intercurrent  infec- 
tion. and  the  third  was  suffering  from  hay  fever. 
Insulin  dosage  was  stepped  up  considerably  in 
the  first  two  patients,  and  the  injections  were 
given  two  to  four  times  daily.  However,  all 
three  remained  free  from  local  reactions  to  insulin 
during  their  active  allergic  disease. 

In  all  patients  prevention  of  new  skin  lesions 
allowed  better  control  of  their  diabetes.  Gradual 
disappearance  of  tumefactions  was  noted  in  two 
patients  and  partial  filling  of  fat  atrophies  in 
three  of  the  five  patients  so  affected.  Insulin  in- 
jections into  atrophic  areas,  as  advocated  by  two  1 
groups  of  workers. were  made  daily  for  six  i 
weeks  in  three  patients  but  had  no  noticeable  | 
effect  on  the  atrophies. 
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Comment 

Local  dermal  lesions  were  reported  to  occur  in 
up  to  60  per  cent  of  patients  taking  insulin,6 
but  from  a review  of  our  material  on  the  Fourth 
Medical  Division  of  Bellevue  Hospital  their 
incidence  may  be  estimated  to  exceed  80  per- 
cent of  insulin-treated  diabetics.  Among  the 
various  factors  incriminated  in  the  production  of 
such  lesions,  prominence  has  been  given  to  im- 
mune mechanisms  as  the  cause  of  painful  reac- 
tions and  to  repeated  mechanical  injury  as  the 
cause  of  fat  atrophies.  The  painful  lesions  were 
reported  to  occur  less  frequently  when  crystalline 
insulin  was  used  and  to  subside  when  a change  was 
made  to  insulin  obtained  from  a different  animal 
species.  Paley7  observed  a decrease  in  the  reac- 
tion area  with  the  use  of  insulin  recrystallized 
six  times,  and  Jorpes8  noted  disappearance  or 
attenuation  of  painful  lesions  with  insulin  recrys- 
tallized three  to  seven  times  or  with  protamine 
zinc  insulin  made  with  the  recrystallized  insulin. 
Recently  Dolger9  employed  insulin  denatured  by 
heat  for  prevention  of  systemic  allergy  in  five 
patients. 

Jorpes8  viewed  the  painful  local  changes  as 
sensitivity  reactions  to  impurities  in  commercial 
insulin  preparations,  while  Allan  and  Scherer10 
assumed  sensitivity  to  insulin  protein  itself,  which 
in  animal  insulin  may  differ  from  protein  of  hu- 
man insulin. 

To  be  sure,  the  painful  skin  changes  at  the  site 
of  insulin  injections  bear  some  similarity  to  anti- 
gen-antibody reactions  and,  indeed,  in  some  in- 
stances may  reflect  an  individual  sensitivity  to 
animal  protein  attached  to  the  insulin  molecule. 
However,  their  occurrence  in  a large  proportion 
of  patients  treated  with  insulin  can  hardly  be 
explained  on  the  basis  of  immune  mechanisms. 
It  is  significant  that  the  local  reactions  to  insulin 
:lo  not  develop  consistently  with  each  insulin  in- 
ection,  are  not  accompanied  by  eosinophilia,6 
and  are  utterly  refractory  to  desensitization  pro- 
cedures.10 In  patients  with  the  described  lesions 
controlled  allergic  studies  in  progress11  failed  to 
show  any  evidence  of  hypersensitivity  to  various 
nsulin  preparations. 

From  data  presented  in  this  communication  it 
s evident  that  local,  painful  skin  changes  can  be 
arevented  by  proper  injection  technic  regardless 
)f  the  type  of  insulin  used.  Spontaneous  desensi- 


tization in  three  to  four  weeks  reported  in  the  lit- 
erature could  not  be  confirmed  since  the  lesions 
were  found  to  occur  even  after  more  than  ten 
years  of  continuous  therapy.  Our  data  also 
show  that  tumefactions  as  well  as  fat  atrophies 
caused  by  administration  of  insulin  can  be  pre- 
vented by  means  of  proper  injection  technic  and 
frequent  changing  of  the  injection  sites. 

It  may  thus  be  concluded  that  (1)  painful  skin 
lesions  at  the  site  of  insulin  injections  are  com- 
monly caused  by  nonspecific  inflammatory 
changes  subsequent  to  injection  made  too  close  to 
the  superficial  skin  layers;  virtual  immunity 
reactions  may  be  operative  in  an  insignificant 
number  of  patients  afflicted  with  such  lesions. 
(2)  Both  painless  tumefactions  and  fat  atrophies 
are  caused  by  repeated  injury  to  the  injected 
tissue,  in  accordance  with  the  suggestion  made  by 
Avery12  to  explain  insulin  lipoatrophies. 

Summary 

The  painful  skin  reactions  which  commonly 
develop  at  the  site  of  insulin  injections  represent 
nonspecific  inflammatory  changes  which  can  be 
prevented  by  proper  injection  technic.  The 
technic  which  proved  successful  in  this  regard  in 
over  200  patients  is  described  in  detail. 

The  nonpainful  tumefactions  and  fat  atrophies 
are  due  to  repeated  injury  of  the  injected  tissue. 
They  were  prevented  by  the  use  of  proper  injec- 
tion technic  and  frequent  varying  of  the  injection 
sites. 

With  these  simple  measures  it  was  possible  to 
avoid  daily  fluctuations  in  insulin  requirement 
related  to  local  skin  reactions  and  thereby  to 
achieve  a better  control  of  diabetes. 
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Thermometer:  A short  glass  tube  that  regulates  the  weather — and  usually  does  a poor  job. — 
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AMONG  the  various  predisposing  factors 
considered  in  the  etiology  of  disseminated 
lupus  erythematosus,  a constitutional  weakness 
has  been  frequently  mentioned.1’2  It  should, 
therefore,  be  expected  that  a familial  occurrence 
of  the  disease  would  have  been  noted;  however, 
disseminated  lupus  erythematosus  occurring  in 
close  members  of  the  same  family  has  been  rarely 
observed. 

The  purpose  of  the  present  paper  is  to  report 
the  occurrence  of  acute  disseminated  lupus 
erythematosus  in  a mother  and  her  son,  and  to 
discuss  the  familial  occurrence  of  the  disease. 

Case  Reports 

Case  1. — A thirty-six-year-old  Irish  housewife 
was  admitted  to  Bellevue  Hospital  on  May  10,  1943, 
because  of  abdominal  pain.  Two  years  prior  to  ad- 
mission she  noted  a rash  on  the  face  which  was  in- 
tensified by  sunlight  and  was  associated  with  the 
onset  of  arthralgia.  Shortly  thereafter  these  symp- 
toms cleared  but  then  recurred  two  weeks  before 
admission.  In  addition,  she  noted  the  onset  of 
jaundice  and  severe  lower  abdominal  pain  with 
chills,  fever,  nausea,  and  vomiting.  Examination 
revealed  a thin  woman  who  appeared  acutely  ill. 
The  temperature  was  104  F.,  the  pulse  132  and  regu- 
lar, and  the  blood  pressure  125/80  mm.  Hg.  The 
face  was  edematous,  and  there  was  a diffuse  erythema 
most  marked  on  the  “butterfly”  area  of  the  face. 
Generalized  purpura  was  present,  and  the  sclera  were 
icteric.  The  heart  was  enlarged:  a blowing  systolic 
murmur  was  heard  over  the  entire  precordium,  and 
a rough,  late  diastolic  murmur  was  present  at  the 
apex.  The  abdomen  was  tender,  and  the  liver  and 
spleen  were  palpable.  One  plus  pretibial  edema 
was  present. 

Examination  of  the  urine  showed  3 plus  protein, 
occasional  red  blood  cells,  and  bile.  Examination 
of  the  blood  showed  hemoglobin  10  Gm.,  red  blood 
count  3,060.000,  white  blood  count  8,900.  and 
platelet  count  102,000.  The  albumin-globulin 
ratio  was  2.3  to  3.4,  alkaline  phosphatase  was  47 
Bodanskv  units,  and  the  cephalin  flocculation  test 
4 plus.  The  erythrocyte  sedimentation  rate  (Wester- 
gren)  was  60  mm.  per  hour.  The  Wassermann 
reaction  and  sputum  test  for  acid-fast  bacilli  were 
negative.  .An  x-ray  of  the  chest  revealed  moder- 
ate cardiac  enlargement  and  fibrous  changes  at  the 
lung  roots. 

The  hospital  course  was  stormy;  the  patient  had 
a persistent  fever  and  complained  of  severe  ar- 
thralgia and  abdominal  pain.  Ascites  and  a left 
pleural  effusion  developed,  and  the  peripheral 


edema  increased.  Blood  transfusions  were  admin- 
istered but  had  to  be  discontinued  when  reactions 
occurred.  The  course  remained  febrile,  and  after 
six  months  of  hospitalization  the  patient  expired. 

Necropsy  revealed  atypical  verrucous  endocarditis 
of  the  auricular  surface  of  the  mitral  valve;  peri- 
vascular scarring  of  the  myocardium;  fibrinous 
pericarditis;  fibrinous  pleuritis;  lamellated  layers 
of  collagen  surrounding  the  splenic  arterioles;  peri- 
adrenal  arteriole  inflammation;  necrosis  and  hya- 
linization  of  the  glomeruli  of  the  kidney  with  “wire 
loop”  forms;  thickening  and  subintimal  proliferation 
of  the  renal  arteries.  In  addition,  there  was  hema- 
togenous miliary  tuberculosis  of  the  hilar  lymph 
nodes,  lungs,  liver,  spleen,  and  adrenals. 

Case  2. — A seventeen-year-old  boy,  son  of  the 
above  patient,  entered  Bellevue  Hospital  on  Decem- 
ber 11,  1951,  because  of  an  indolent  ulcer  on  his  right 
ankle.  Two  weeks  before  admission  he  developed 
purpura  of  the  lower  extremities  associated  with 
weakness,  anorexia,  weight  loss,  and  a nonproductive 
cough. 

The  family  histo-y  disclosed  that  the  mother  had 
died  of  lupus  erythematosus.  The  father  and  three 
siblings  were  living  and  well. 

Examination  revealed  a thin  young  boy  who  ap- 
peared acutely  ill.  Purpura  was  present  over  both 
lower  extremities,  and  a 3-cm.,  crusted,  deep  ulcer 
was  present  over  the  medial  malleolus  of  the  right 
ankle.  Diffuse  adenopathy  was  evident.  The 
heart  was  unremarkable  except  for  a harsh  apical 
systolic  murmur.  The  blood  pressure  was  114/58. 
The  liver  extended  3 cm.  below  the  right  costal  mar- 
gin and  the  spleen  2 cm.  below  the  left  costal  margin. 
The  remainder  of  the  examination  was  negative. 

The  urine  showed  a specific  gravity  of  1.017,  1 
plus  protein,  and  rare  red  blood  cells  and  casts. 
The  blood  count  revealed  hemoglobin  6.0  Gm.,  red 
count  2.030.000,  white  count  3,500  with  normal  dif- 
ferential. Other  blood  studies  revealed  a hema- 
tocrit of  20  per  cent,  platelets  136,000,  bleeding  time 
(Duke)  three  and  one-half  minutes,  clotting  time 
(Lee- White)  eight  and  three-quarters  minutes.  The 
Coombs’  test  was  positive.  The  erythrocyte  sedi- 
mentation rate  (Westergren)  was  138  mm.  per  hour. 
The  nonprotein  nitrogen  was  34  mg.  per  cent,  and 
the  albumin-globulin  ratio  was  3.8  to  3.8.  Blood 
cultures  were  repeatedly  sterile.  Three  seventy- 
two-hour  sputum  cultures  were  negative  for  acid- 
fast  bacilli,  and  the  Mantoux  test  was  negative. 
Biopsy  of  an  axillary  lymph  node  revealed  hyper- 
plasia. 

During  the  first  week  of  hospitalization  an  ery- 
thematous eruption  developed  over  the  “butterflv” 
area  of  the  face.  The  temperature  rose  to  104  F., 
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and  cough  and  chest  pain  became  severe.  On  the 
eleventh  day  L.E.  cells  were  demonstrated  in  the 
peripheral  blood  by  Miss  Hazel  Mathis.5  Blood 
transfusions  and  antibiotics  were  administered,  and 
cortisone,  100  mg.  twice  a day,  was  started.  This 
was  followed  by  improvement  in  the  arthritis  and 
skin  rash  and  decrease  in  fever;  the  anemia  per- 
sisted, however,  but  the  Coombs’  test  became  nega- 
tive. Although  L.E.  cells  were  still  present  on  the 
twelfth  day  of  cortisone,  on  the  twenty-second  day 
they  could  no  longer  be  demonstrated.  Because  of 
hypertension  which  had  developed  under  cortisone, 
the  hormone  was  discontinued.  The  patient  con- 
tinued to  improve,  however,  and  the  blood  count 
rose.  He  was  then  discharged  to  a convalescent 
home. 

The  patient  was  readmitted  on  July  14,  1952,' be- 
cause of  nausea,  vomiting,  and  hemoptysis.  Ex- 
amination revealed  a blood  pressure  of  120/68  mm. 
Hg  and  temperature  of  101  F.  Periorbital  edema 
was  present,  and  enlargement  of  the  liver  and  spleen 
were  noted.  The  urine  contained  4 plus  protein  and 
numerous  red  blood  cells.  The  hemoglobin  was 
7.5  Gm„  and  the  Coombs’  test  was  positive.  Shortly 
after  admission  pulmonary  edema  developed  which 
temporarily  responded  to  treatment  with  oxygen 
and  morphine.  Corticotropin  (ACTH)  admin- 
istration was  started,  but  after  three  injections  the 
patient  lapsed  into  coma  and  quietly  expired. 

Necropsy  revealed  an  atypical  glomerulonephritis 
with  focal  necrosis  of  the  glomeruli  and  hyaline 
thrombi  in  the  capillary  tufts — typical  “wire  loop” 
lesions,  marked  gastric  dilatation,  mild  congestion 
of  the  spleen,  lobular  pneumonia,  pulmonary  edema, 
and  bacterial  ileocolitis. 

Comment 

Although  many  factors  have  been  implicated 
in  the  etiology  of  disseminated  lupus  erythema- 
tosus, the  cause  of  the  disease  is  still  not  known. 
The  high  incidence  of  the  disease  in  females  of 
childbearing  age  has  suggested  a hormonal  im- 
balance, but  the  failure  of  androgen  therapy  and 
sterilization  to  alter  the  eventual  course  of  the 
illness  casts  doubt  upon  this  concept.  Moreover, 
the  disease  is  being  recognized  more  frequently  in 
males4  and  in  nonmenstruating  females.5 

One  of  the  most  constant  predisposing  factors 
in  the  development  of  disseminated  lupus 
erythematosus  is  photosensitivity.  Frequently 
the  onset  or  acute  exacerbation  of  the  disease 
follows  the  exposure  to  sunlight  or  ultraviolet 
radiation.  This  phenomenon  has  not  been  satis- 
factorily explained,  and  despite  the  occasional 
demonstration  of  increased  porphyrin  excretion6 
a definite  abnormality  in  porphyrin  metabolism 
has  not  been  proved. 

The  long-held  theory  of  a tuberculous  etiology 
has  been  virtually  discarded  since  Keil’s  critical 
analysis7  in  which  he  found  no  evidence  of  active 
tuberculosis  in  the  vast  majority  of  cases  with 
lupus  erythematosus.  Hypersensitivity  is  fre- 


quently mentioned  as  a possible  cause  of  the 
disease.  In  this  connection  Welsh8  postulated 
that  the  streptococcus  was  the  inciting  agent. 
Recently  Finch  and  Ross9  produced  L.E.  cells  by 
incubating  a specific  antihuman  granulocyte 
rabbit  serum  with  human  granulocytes.  It  is 
their  belief  that  the  phenomenon  is  best  explained 
on  the  basis  of  immunologic  mechanisms.  Fur- 
ther supporting  evidence  in  favor  of  a hyper- 
sensitive basis  for  the  disease  was  provided  by 
the  observations  that  typical  L.E.  cells  were 
present  in  the  blood  of  patients  writh  severe 
penicillin  reactions.10 

Little  information  is  available  bearing  upon  the 
role  of  familial  factors  in  disseminated  lupus 
erythematosus.  Maschkilleissen  and  Neradow11 
reported  the  case  histories  of  father  and  daughter 
who  were  believed  to  have  systemic  lupus 
erythematosus,  but  the  brevity  of  the  clinical 
descriptions  and  the  absence  of  autopsies  prevent 
an  accurate  evaluation  of  these  cases.  Legobbe12 
reported  the  case  histories  of  two  young  girls  who 
were  third  cousins;  the  clinical  course  and 
necropsy  findings  in  both  of  them  appear  highly 
suggestive  of  the  disease.  However,  third 
cousins  can  scarcely  be  considered  close  relatives. 
More  recently,  Davis  and  Gutridge13  observed 
the  disease  in  identical  twin  sisters;  in  these 
patients  the  diagnosis  was  determined  on  the  basis 
of  the  clinical  course  and  confirmed  in  one  by 
necropsy. 

Still  another  possible  example  of  a familial 
occurrence  of  the  disease  is  found  in  a re- 
port by  Singer  and  associates14  wherein  they 
mention  the  development  of  thrombotic  throm- 
bocytopenic purpura  in  a sibling  of  a woman  with 
disseminated  lupus  erythematosus.  This  is  of 
interest  because  of  the  suggested  relationship  of 
thrombotic  thrombocytopenic  purpura  to 
systemic  lupus  erythematosus.15  In  the  cases 
herein  reported  the  diagnosis  of  disseminated 
lupus  was  confirmed  in  both  at  autopsy.  In 
Case  1 Libman-Sacks  endocarditis  and  “wire 
loop”  renal  lesions  were  found,  while  in  Case  2 
the  diagnosis  was  established  by  the  demonstra- 
tion of  L.E.  cells  in  the  blood  and  by  the  “wire 
loop”  renal  lesions  found  at  necropsy. 

In  addition  to  the  above-mentioned  cases  of 
disseminated  lupus  erythematosus  occurring  in 
members  of  the  same  family,  there  are  some 
reports  on  the  familial  incidence  of  discoid  lupus 
erythematosus.  This  is  of  interest  since  much 
evidence  has  been  presented  to  indicate  that 
discoid  and  disseminated  lupus  are  variants  of  the 
same  disease.16  A familial  occurrence  of  discoid 
lupus  erythematosus  was  first  reported  by  Hebra 
and  Kaposi17  and  subsequently  by  Rona,18 
Sequeira,19  Michelson,20  and  others.21-25  How- 
ever, it  is  fairly  well  agreed  that  a familial 
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relationship  is  rather  uncommon  in  chronic  dis- 
coid lupus  erythematosus.26 

The  importance  of  a constitutional  weakness  is 
well  documented  in  many  diseases  including 
rheumatic  fever,  diabetes,  epilepsy,  hypertension, 
and  many  others.  It  is  apparent  that  the  de- 
velopment of  certain  disease  states  is  facilitated 
under  certain  conditions  of  human  constitution 
and  that  in  the  presence  of  a similar  genetic  back- 
ground members  of  the  same  family  frequently 
develop  the  same  disease.  With  respect  to  lupus 
erythematosus  Baehr1  has  stated  that  “whatever 
the  exact  nature  of  the  primary  cause,  the  disease 
must  be  conditioned  upon  a peculiarity  in  the 
constitution  of  the  host.”  If  such  a constitu- 
tional diathesis  exists  in  lupus  erythematosus,  it 
would  be  reasonable  to  expect  that  more  cases 
might  have  occurred  in  members  of  the  same 
family.  In  the  past  those  advocating  the  view- 
point of  a constitutional  weakness  ascribed  the 
rarity  of  familial  cases  of  disseminated  lupus 
erythematosus  to  difficulties  in  establishing  the 
diagnosis  of  a disease  with  such  pleomorphic 
symptomatology.  However,  in  recent  years 
since  the  L.E.  cell  test  has  allowed  greater 
accuracy  in  diagnosis,  several  large  series  of  cases, 
have  been  reported,27,28  yet  reference  to  the 
familial  occurrence  has  been  absent.  This  might 
lead  to  the  presumption  that  the  familial  cases 
recorded  in  the  literature  are  simply  chance 
occurrences;  however,  we  have  no  assurance  that 
a familial  relationship  was  specifically  searched 
for  in  any  of  these  published  series.  It  is  w'ell  to 
remember  that  lupus  erythematosus  may  be  en- 
countered without  the  characteristic  rash  and 
may  frequently  adopt  the  guise  of  another  clinical 
entity.5  Thus,  when  a relative  of  a patient  with 
disseminated  lupus  erythematosus  develops  some 
unexplained  symptom  such  as  fever,  arthritis, 
purpura,  or  hematuria,  a suspicion  of  lupus 
erythematosus  should  be  borne  in  mind  and  L.E. 
cell  tests  performed.  In  such  a manner  addi- 
tional cases  of  familial  lupus  erythematosus 
might  be  uncovered.  In  any  event,  until  more 
information  becomes  available,  no  conclusions 


regarding  the  role  of  familial  factors  in  this 
disease  are  warranted. 


Summary 

Acute  disseminated  lupus  erythematosus 
occurring  in  a mother  and  son  is  reported;  in 
both  the  diagnosis  was  confirmed  by  autopsy. 

The  familial  occurrence  of  the  disease  and  its 
bearing  on  a constitutional  diathesis  are  dis- 
cussed. 


We  wish  to  thank  Dr.  Dickinson  W.  Richards,  Jr.,  for  per- 
mission to  report  Case  1. 
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WHAT  IS  FREEDOM? 

Freedom  is  the  man  at  the  lathe  or  at  the  desk 
doing  the  job  he  likes  to  do  and  speaking  up  for  him- 
self. It  is  a man  in  the  pulpit,  or  one  in  the  comer, 
speaking  his  mind.  It  is  a man  puttering  in  his 
garden  in  the  evening  and  stopping  to  talk  with  his 
neighbor  over  the  fence. 

It  is  the  unafraid  faces  of  men  and  women  and 
children  at  the  beach,  or  looking  out  of  the  car  win- 
dow, speeding  along  tne  four-lane  highway. 


It  is  a man  saying,  “Howdy  stranger,”  without 
looking  cautiously  over  his  shoulder.  It  is  the  peo- 
ple of  the  country  making  up  their  own  minds.  It 
is  the  soprano  singing  the  “Star  Spangled  Banner” 
off  key  meaning  every  word  of  it. 

Freedom  is  the  air  you  breathe  and  the  sweat  you 
sw'eat.  It  is  you.  and  a hundred  and  fifty  million 
people  like  you  with  their  chins  up  daring  anybody 
to  take  it  awTay  from  you. — St.  Louis  County  Medical 
Bulletin 


MEDICAL  CONFERENCE  ON  CARDIAC  SURGERY— ST.  MARY’S 
HOSPITAL,  ROCHESTER,  NEW  YORK* 

Charles  A.  Hufnagel,  M.D.,  Washington,  D C. 

( From  the  Department  nf  Surgery,  Georgetown  University  Hospital) 


THE  recent  successes  of  surgery  in  the  primarily 
medical  field  of  cardiovascular  disease  have 
produced  extensive  changes  in  our  thinking  about 
the  treatment  of  congenital  and  acquired  car- 
diac lesions.  It  might  be  worth  while  to  review 
briefly  thoselesions  which  are  amenable  to  surgical 
treatment  and  the  cost  of  such  treatment  in 
terms  of  mortality  and  morbidity. 

Congenital  Cardiovascular  Defects 

The  earliest  advances  in  cardiovascular  sur- 
gery were  made  in  the  field  of  congenital  abnor- 
malities. In  1939  the  first  successful  operation 
for  ligation  of  patent  ductus  arteriosus  was  per- 
formed, and  essentially  all  of  these  developments 
have  occurred  since  that  time.  Thus  it  is  not 
possible  to  speak  in  terms  of  very  long  follow- 
ups with  some  of  these  lesions,  but  I will  try  to 
give  you  an  idea  of  the  follow-ups  that  are  avail- 
able. 

Patent  Ductus  Arteriosus. — The  original  ap- 
proach to  patent  ductus  was  simple  ligation. 
Ligation  of  a major  artery,  however,  has 
never  been  satisfactory.  The  complications 
of  rupture  and  aneurysm  formation  after  ligation 
alone  have  made  complete  division  and  suture 
the  procedure  of  choice.  The  patent  ductus 
is  now  transected,  and  the  two  ends  are  oversewn 
so  that  the  continuity  is  permanently  inter- 
rupted. This  operation  has  becomesuch  a routine 
matter  in  most  clinics  that  once  the  diagnosis 
has  been  made,  it  is  automatically  an  indica- 
tion for  operation.  The  mortality  rate  is  ex- 
tremely low,  ranging  around  1 per  cent,  only 
slightly  higher  than  in  acute  appendicitis,  and 
the  results  are  uniformly  good.  The  optimum 
time  for  surgery  is  generally  felt  to  be  at  time 
of  discovery  of  the  lesion,  and  if  operation 
can  be  carried  out  in  childhood,  it  is  preferable. 

Untreated  patent  ducti  are  subject  to  many 
complications  of  which  one  of  the  principal  ones 
is  subacute  bacterial  endarteritis.  This  was 
always  fatal  in  the  past,  but  now  that  is  not  nec- 
essarily true.  With  adequate  antibiotic  therapy 
one  can  expect  a favorable  result  in  the  majority 
of  cases  in  which  endarteritis  occurs  albeit  at 
the  risk  of  a weakened  wall,  aneurysm  formation, 
and  other  complications.  Operation  is  advised 
following  control  of  the  infection. 

* Conference  notes  edited  by  Dr.  John  J.  Butler,  Director 
of  Medical  Education,  St,  Mary’s  Hospital,  Rochester,  New 
York. 


Coarctation  of  the  Aorta. — Coarctation  of  the 
aorta  is  a lesion  which  has  attracted  attention 
more  recently.  Since  the  first  successful  attempt 
in  1945  a very  large  number  of  these  have  been 
operated.  The  average  age  of  survival  of  a pa- 
tient with  coarctation  is  around  thirty-five  years 
of  age.  Patients  usually  succumb  to  such  com- 
plications as  aortic  rupture,  aneurysm  formation 
distal  to  the  coarctation,  endarteritis,  endocar- 
ditis, and  all  the  sequelae  of  cerebral  hypertension. 
This  is  a lesion  which,  if  corrected  early  in  life, 
has  a very  favorable  outcome,  but  because  of 
certain  technical  considerations  it  is  advisable  to 
do  this  operation  between  the  eighth  and  twelfth 
year.  The  bulk  of  the  operations  have  been 
carried  out  without  difficulty,  but  in  a small  per- 
centage the  size  of  the  anastomosis  has  limited  the 
results.  Operation  in  infants  is  undertaken  only 
if  signs  of  failure  or  other  serious  symptoms  oc- 
cur. Usually  failure  can  be  controlled  medically, 
and  if  possible,  this  should  be  done  with  operation 
carried  out  at  some  later  date.  This  is  not  al- 
ways possible,  however,  and  then  one  must  make 
the  decision  as  to  which  involves  the  greater  risk. 
In  many  cases  the  excision  of  the  constricted  seg- 
ment cannot  be  carried  out  with  an  end-to-end 
anastomosis  because  of  the  long  length  of  the 
constrictions.  In  those  cases  a graft,  usually 
an  homologous  arterial  graft,  which  is  kept  by 
any  one  of  the  usual  preservative  type  methods, 
is  carried  out.  About  10  per  cent  of  adults  will 
require  a graft  in  order  to  have  a successful  anas- 
tomosis. 

It  is  interesting  that  many  cases  of  coarctation 
come  to  the  surgeon  after  they  have  been  treated 
for  hypertension  for  some  time  before  diagnosis 
of  coarctation  was  made.  Interesting  too  that 
this  is  one  of  the  few  diagnoses  that  can  be  made 
with  considerable  certainty  by  physical  examina- 
tion alone.  If  one  examines  all  patients  with 
hypertension  by  palpating  the  femoral  arteries, 
these  cases  will  be  picked  up  much  earlier  in 
life.  After  operation  the  results  are  quite  uni- 
formly good  with  reduction  of  the  hypertension 
in  the  upper  extremities  and  restoration  of  normal 
pressure  to  the  lower  extremities.  The  symp- 
toms are  usually  completely  relieved  by  opera- 
tion. The  over-all  mortality  rate  is  rather  high, 
somewhere  around  10  per  cent,  but  this  includes 
the  very  early  cases  which  were  done  before  there 
had  been  a great  deal  of  experience  with  this  le- 
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sion.  Xow  the  uncomplicated  favorable  cases 
without  aneurysm  formation  and  other  compli- 
cating factors  have  a mortality  rate  well  under 
3 per  cent. 

Tetralogy  of  Fallot. — Probably  the  most  widely 
publicized  of  all  congenital  lesions,  tetralogy  of 
Fallot  has  been  treated  with  reasonable  success 
for  the  past  eight  years.  The  lesion  is  not  com- 
pletely corrected  by  operation,  and  one  actually 
adds  a new  “anomaly”  for  one  which  has  a less 
favorable  prognosis.  Some  of  these  children 
can  do  all  forms  of  activity  after  operation,  but 
most  of  them  have  some  limitation  on  extreme 
exertion.  Ordinarily  the  cyanosis  is  relieved, 
and  their  exercise  tolerance  is  very  good.  Such 
cases  should  not  be  operated  on  before  the  age  of 
two  years  if  this  delay  is  feasible.  The  mortality’ 
rate  under  two  rises  sharply  to  15  to  20  per  cent. 
It  is  true  that  the  ones  who  have  to  be  operated 
on  before  the  age  of  two  have  the  more  severe 
anomalies  which  get  them  into  trouble  earlier,  and 
they  tolerate  operations  rather  poorly.  If  op- 
eration can  be  delayed  until  after  the  age  of  two. 
the  mortality  rate  ranges  around  2 to  3 per  cent 
up  through  the  ages  of  fifteen  to  twenty.  Very 
few  of  these  patients  survive  into  adult  life  with- 
out operation.  A great  many  of  them  are  now 
going  to  survive  well  into  adult  life  with  very 
little  incapacity  after  operation. 

The  original  procedure  was  the  Blalock  op- 
eration in  which  the  subclavian  artery  was  anas- 
tomosed to  the  pulmonary  artery.  This  and 
all  of  the  other  types  of  operation  are  based  upon 
the  principle  that  the  blood  in  the  aorta  is  not 
fully  saturated  with  oxygen  and  by  shunting  the 
unsaturated  blood  back  into  the  pulmonary’  ar- 
tery it  can  gain  an  additional  amount  of  oxygen. 
We  have  adopted  the  procedure,  advocated  by 
Potts,  of  making  a direct  anastomosis  between 
the  pulmonary*  artery  and  the  aorta  for  correc- 
tion of  most  cases  of  tetralogy  of  Fallot,  pri- 
marily because  we  can  select  the  size  of  the  shunt. 
When  one  uses  the  subclavian  artery,  he  is  limi- 
ted by  the  size  of  the  artery  which  is  available. 
Because  the  end  result  in  tetralogy  of  Fallot  de- 
pends upon  a combination  of  circumstances,  in- 
cluding how  much  overriding  of  the  aorta  is  pres- 
ent, how  much  pulmonary  stenosis  is  present, 
and  how  big  the  interventricular  shunt  is,  it  is  a 
highly  variable  situation.  If  one  does  a subcla- 
vian anastomosis,  he  must  take  what  he  gets  re- 
gardless of  the  symptoms.  In  an  aortopulmo- 
nary anastomosis,  on  the  other  hand,  one  can  vary 
the  size  of  the  anastomosis  to  fit  the  clinical  sit- 
uation so  that  this  is  the  procedure  of  choice. 

There  is  another  procedure  with  which  I will 
not  burden  you,  except  to  mention  it— the  direct 
procedure  to  widen  the  pulmonary  stenosis.  At 
the  present  time  it  is  not  well  known,  but  it  may 


be  important  in  the  future.  The  results  of  shunt- 
ing operations  are  so  satisfactory  that  it  is  dif- 
ficult to  persuade  people  to  use  any  other  pro-  l 
cedure.  I think  this  is  probably  wise. 

“Pure”  Pulmonary  Stenosis. — “Pure”  pul-  1 
monary  stenosis  is  a lesion  of  the  pulmonary  valve 
itself  in  about  85  per  cent  of  the  cases.  In  the 
remainder  of  the  cases  the  stenosis  lies  in  the 
infundibulum  between  the  right  ventricle  and  the 
pulmonary*  artery.  In  “pure”  pulmonary  steno- 
sis, because  the  blood  is  fully  oxygenated  and 
there  is  no  shunt,  one  does  not  get  cyanosis.  In 
this  lesion  the  operation  of  choice  is  incision  of 
the  valve.  One  can  insert  a knife  into  the  pul- 
monary artery  and  divide  the  pulmonary  valve 
and  restore  function.  There  is  one  condition 
in  which  pulmonary 'stenosis  is  difficult  to  dif- 
ferentiate from  tetralogy  of  Fallot,  namely, 
when  it  is  combined  with  an  interauricular  septal 
defect.  In  these  patients  incision  of  the  valvular 
lesion  also  gives  excellent  results. 

Interauricular  Septal  Defects. — Interauricular 
septal  defects  are  one  of  the  latest  congenital 
lesions  which  have  become  amenable  to  surgical 
correction.  Actually  the  number  of  patients 
for  whom  this  operation  has  been  performed  is 
rather  small,  and  the  results  are  not  susceptible 
to  analysis.  It  is  safe  to  say  that  these  lesions 
can  be  corrected  at  relatively  low  risk,  but  at 
present  the  operation  should  be  confined  to  chil- 
dren and  adults  in  whom  trouble  is  imminent  and 
to  patients  who  are  having  failure  and  who  are 
at  the  moment  having  trouble.  I think  that 
within  the  next  six  months  we  will  have  such 
improved  procedures  that  in  the  patients  who 
can  wait  the  results  will  be  much  better. 

Acquired  Valvular  Lesions 

With  the  success  that  has  attended  the  attack 
on  congenital  defects,  surgeons  have  become 
more  interested  in  the  acquired  valvular  lesions. 

Mitral  Stenosis  and  Mitral  Insufficiency. — The 
most  common  of  the  valvular  lesions  are  those  of 
rheumatic  origin,  and  stenosis  of  the  mitral  valve 
has  been  most  widely  utilized  for  surgical  cor- 
rection. In  this  lesion  uniformly  good  results  can 
be  expected  if  the  patients  are  properly  selected. 

It  might  be  well  to  outline  the  classification  that 
is  used  in  selecting  patients  for  operation. 

Group  I — The  patient  with  the  murmurs  of 
mitral  stenosis  but  without  symptoms.  This 
patient  is  not  a candidate  for  operation. 

Group  II — The  patient  with  some  mild  dif- 
ficulty on  exertion  but  without  evidence  of 
progression  of  the  disease.  We  prefer  not  to 
operate  on  this  patient  except  under  unusual 
circumstances. 

Group  III— The  patient  with  dyspnea  on 
mild  exertion  and  with  evidence  of  progression 
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of  the  disease.  This  patient  is  the  ideal  can- 
didate for  surgery. 

Group  IV — The  patient  who  is  completely 
incapacitated,  has  failure  at  bed  rest,  and  re- 
quires repeated  mercurial  diuretics.  This  pa- 
tient is  a poor  surgical  risk. 

Group  I and  II  patients  may  sometimes  live 
out  a normal  life  span  without  progression  of  the 
disease. 

We  prefer  to  operate  on  a group  III  patient 
under  fifty  years  of  age  who  has  primary  mitral 
stenosis.  The  patient  may  have  moderate  de- 
grees of  mitral  insufficiency  and  still  be  accept- 
able, or  he  may  have  an  aortic  lesion  of  the  insuf- 
ficiency type,  provided  a wide  pulse  pressure  is 
not  present.  However,  we  prefer  that  the  pa- 
tient not  have  severe  aortic  stenosis.  We  are 
speaking  here  of  the  ideal  patient  with  whom  the 
best  results  will  be  obtained.  When  severe  aor- 
tic stenosis  is  present,  it  should  be  corrected  at 
the  same  operation  if  possible. 

If  the  patient  has  had  failure,  this  is  not  a con- 
traindication but  rather  an  indication  for  opera- 
tion, providing  the  failure  is  controlled.  Severe 
pulmonary  edema  with  hemoptysis  is  rather  an 
indication  than  a contraindication.  At  least 
three  fourths  of  our  patients  had  auricular  fibril- 
lation prior  to  operation.  Peripheral  emboliza- 
tion increases  operative  risks,  particularly  if  the 
embolization  has  been  cerebral,  but  it  in  no  sense 
contraindicates  operation.  Thus  we  would  pre- 
fer to  operate  on  the  patient  who  has  some  ap- 
preciable difficulty  with  exertional  dyspnea  and 
some  evidence  of  progression  of  the  disease. 

Everyone  tends  to  think  that  mitral  stenosis 
in  its  early  stage  is  a mild  disease,  and,  to  be  sure, 
this  is  so.  But  we  must  remember  that  once 
progression  has  been  demonstrated,  it  is  a con- 
tinuous process  and  inevitably  results  in  death. 
Operation  can  be  carried  out  in  the  group  III 
patient  with  an  extremely  .low  mortality  rate, 
averaging  less  than  5 per  cent  over  the  country 
and  in  some  cases  as  low  as  1 per  cent. 

In  group  IV  the  mortality  rate  rises  sharply 
to  about  45  per  cent.  However,  in  unoperated 
patients  mortality  is  about  95  per  cent  in  eighteen 
months  and  100  per  cent  in  two  years.  Ac- 
tually group  IV  is  a catchall  foF  patients  who  are 
inoperable,  and  there  is  a wide  variation.  The 
mortality  rate  will  vary  considerably  within  the 
group.  Early  in  group  IV  the  mortality  is  prob- 
ably 10  per  cent,  while  late  in  group  IV  it  runs 
around  60  per  cent.  If  operation  is  offered  to 
the  late  group  IV  patient,  one  is  surprised  to 
find  that  it  is  almost  never  refused.  Obviously 
we  are  very  unhappy  to  have  to  accept  such  pa- 
tients, but  we  do  operate  upon  them  because  we 
know  that  without  operation  we  have  nothing  to 
offer  them. 


Mitral  insufficiency  has  been  thought  always  to 
be  associated  with  mitral  stenosis.  However, 
when  the  heart  is  open  and  the  valve  is  palpated, 
we  find  that  this  is  not  true.  The  mitral  stenosis 
is  very  commonly  pure,  and  one  can  detect  this 
very  easily  at  operation.  If  the  patient  has  had 
severe  symptoms,  the  valve  orifice  is  usually  less 
than  1 sq.  cm.  in  diameter.  The  normal  valve 
area  is  usually  4 to  6 sq.  cm.  In  many  of  the  pa- 
tients it  is  difficult  to  see  how  they  can  survive 
with  the  size  opening  they  have.  I do  not  think 
we  will  discuss  the  various  complications  of  the 
procedure  which  will  increase  the  morbidity,  but 
these  offer  great  problems.  It  is  only  with  care 
for  the  most  minute  details  pre-  and  postopera- 
tively  that  one  can  maintain  a low  mortality 
rate. 

Recently  we  have  been  taking  more  and  more 
patients  with  mitral  insufficiency  for  operation, 
and  some  we  have  operated  electively  for  this 
defect  alone.  There  are  a number  of  procedures 
which  are  available  for  the  correction  of  mitral 
insufficiency.  In  general,  we  can  say  that  the 
results  with  mitral  stenosis  alone  are  very  favor- 
able, but  when  it  is  associated  with  mitral  in- 
sufficiency to  a great  degree,  the  mortality  rate 
rises  very  sharply,  and  one  must  resort  to  com- 
bined procedures. 

In  mitral  stenosis  we  see  no  patients  in  which 
there  is  initial  relief  with  recurrence  of  their 
symptoms  at  a later  date.  There  has  been  no 
regression  of  benefit  during  our  period  of  obser- 
vation; whether  there  will  be  in  later  years  is 
impossible  to  say.  Approximately  75  per  cent  of 
the  patients  with  mitral  stenosis  obtain  a result 
which  we  can  classify  as  excellent,  that  is,  they 
can  do  anything  they  choose  within  the  range  of 
normal  adult  activity.  For  instance,  one  pa- 
tient is  a professional  roller  skater.  Another  15 
per  cent  of  the  patients  can  stand  moderate  ex- 
ertion without  difficulty,  such  as  climbing  stairs, 
etc.  There  is  another  5 per  cent  in  which  results 
are  poor.  This  is  usually  due  to  some  anatomic 
situation  which  makes  correction  difficult  or  to 
an  emergency  which  arises  during  operation  which 
forces  one  to  abandon  the  procedure  before  it  is 
fully  accomplished. 

Aortic  Stenosis. — Aortic  stenosis  is  another  le- 
sion which  can  be  relieved  by  surgical  treatment. 
The  results  are  somewhat  less  favorable  than  with 
mitral  stenosis,  and  the  permanence  of  cure  is 
somewhat  less  sure.  There  is  often  a recurrence 
of  symptoms  after  three  or  four  years,  probably 
because  the  pathology  of  aortic  stenosis  is  a 
highly  variable  thing.  What  is  excellent  treat- 
ment for  one  type  of  aortic  stenosis  may  not  be 
the  correct  thing  for  another.  There  is  also  an 
anatomic  variation  which  as  yet,  even  at  opera- 
tion, one  cannot  determine. 
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Tricuspid  Stenosis. — When  tricuspid  stenosis 
is  present,  it  is  almost  always  seen  in  association 
with  mitral  stenosis.  The  methods  of  correction 
are  identical,  and  results  are  similar.  Sometimes 
both  procedures  can  be  carried  out  at  a single 
operation.  If  both  lesions  are  present,  one  should 
try  to  correct  the  mitral  lesion  first  and,  if  pos- 
sible, the  tricuspid  lesion  also  at  the  same  op- 
eration. If  this  is  not  possible,  tricuspid  lesions 
should  be  corrected  in  the  near  future. 

SyphiHtic  Aortic  Disease. — In  syphilitic  aortic 
disease  two  possibilities  exist.  The  first  is  an- 
eurysm. Aneurysms  of  the  ascending  arch  are 
ordinarily  treated  by  wiring,  wrapping,  or  exci- 
sion. Results  are  only  fair  but  give  relief  of  pain 
and  increased  longevity.  The  second  is  aortic 
insufficiency.  This  is  a lesion  which  has  only 
recently  been  attacked  by  placement  of  a new 
aortic  valve  into  the  aorta.  It  has  been  done  in 
a small  number  of  patients  with  very  encouraging 
results.  The  patients  who  have  been  chosen 
for  operation  have  been  almost  moribund.  All 
of  them  have  failure  on  the  basis  of  aortic  insuf- 
ficiency, with  diastolic  gallop  rhythm,  Austin- 
Flint  murmurs,  and  major  cardiac  enlargement. 
These  patients  have  a great  increase  in  cardiac 
output  following  operation,  and  some  of  them 
have  been  able  to  return  to  work.  It  is  very  dif- 
ficult as  yet  to  give  any  definite  recommendation 
for  selection  in  this  disease. 

Some  of  the  patients  who  have  been  selected 
for  operation  have  died  on  the  ward  prior  to  op- 
eration. Such  patients  are  subject  to  sudden 
death,  and  this  is  the  major  difficulty  in  this 
group.  Giving  such  a patient  an  anesthetic  is  a 
major  undertaking.  This  is  the  sort  of  patient 
who  dies  during  the  anesthesia  preceding  the 
operation  or  who  drops  dead  walking  along  the 
street.  In  the  late  stages  of  the  disease  it  is  as- 
sociated with  ventricular  arrhythmias,  and  if  pa- 
tients are  chosen  at  an  earlier  stage  before  there 
is  conduction  difficulty,  the  results  are  more  fa- 
vorable. To  date  only  one  patient  has  died  during 
operation,  and  when  one  is  dealing  with  such  poor 
risk  patients,  this  is  rather  remarkable. 

Pericarditis. — We  feel  that  pericarditis  is  a 
surgical  problem.  Acute  purulent  pericarditis 
is  best  treated  by  surgical  drainage.  This  is  not 
actually  a thoracic  procedure.  We  advocate 
a small  extrapleural,  extraperitoneal  incision 
about  1 inch  long  just  to  the  left  of  the 
lower  end  of  the  xiphoid.  This  incision  leads  one 
directly  under  the  sternum  to  the  base  of  the  heart. 
The  pericardium  is  opened  under  direct  visual- 
ization. Pericardial  drainage  is  dependent  drain- 
age with  a very  simple  incision  and  offers  no 
problem  whatsoever,  and  pericardial  biopsy  is 
taken  at  this  time.  Tapping  is  liable  to  tear 
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the  coronary  arteries  and  cause  other  damage,  1 
and  when  we  drain  a pericardium  surgically  after 
such  tapping,  we  sometimes  find  quantities  of 
blood  from  the  trauma  of  the  needle. 

Constrictive  pericarditis  is  a diagnosis  which  is 
fraught  '«ith  great  difficulty  and  is  frequently 
overlooked.  Actually  there  is  very  little  help 
forthcoming  from  the  complicated  diagnostic 
procedures.  The  patient  without  heart  mur- 
murs but  with  a high  venous  pressure,  ascites, 
and  edema  must  be  considered  as  a possible  con- 
strictive pericarditis.  Operation  is  quite  effec- 
tive and  relatively  safe.  Properly  carried  out, 
operation  offers  the  patient  excellent  results  with 
very  little  risk. 

Arteriosclerotic  Heart  Disease. — This  condition 
probably  offers  the  greatest  challenge  of  the  age. 
Cervical  sympathectomy  offers  relief  of  pain  in 
about  70  per  cent  of  cases  of  intractable  angina. 
Its  effect  on  the  course  of  the  disease  is  probably 
neghgible.  There  are  some  people  who  agree 
that  the  onset  of  ventricular  fibrillation  is  greatly 
lessened  by  the  use  of  bilateral  sympathectomy, 
provided  it  is  carried  out  through  the  fifth  tho- 
racic ganglion.  This  is  most  commonly  done  now 
through  a small  incision  in  the  neck.  The  first 
five  thoracic  ganglia  are  removed  bilaterally. 
Pericardial  adhesions  offer  very  questionable  re- 
lief, as  does  cardiopneumopexy.  Coronary  vein 
ligation  and  pericoronary  denervation  have  been 
shown  experimentally  to  be  helpful  but  probably 
do  not  fundamentally  alter  coronary  artery  dis- 
ease. Shunts  between  the  aorta  and  the  coro- 
nary sinus  are  still  under  investigation.  Actually 
at  the  moment  we  have  nothing  for  coronary  dis- 
ease which  is  on  a completely  sound  footing  ex- 
cept relief  of  pain  in  certain  individuals  with  in- 
tractable angina.  Our  attitude  toward  the  above 
procedures  is  that  we  have  investigated  the  pos- 
sibilities and  are  not  convinced  of  their  value. 

Aneurysms  of  the  Aorta  due  to  Arteriosclerosis. — 
These  are  now  quite  routinely  treated  either  by 
wiring  or  wrapping,  which  we  consider  an  unde- 
sirable procedure,  although  its  results  are  quite 
successful  in  some  cases.  By  preference  we  ex- 
cise the  aneurysm  and  replace  it  with  a graft. 

In  large  aneurysms  this  sometimes  requires  re- 
placement of  the  descending  thoracic  aorta  or 
almost  all  of  the  abdominal  aorta.  This  is  a 
difficult  procedure  but  carries  quite  a low  mor- 
tality. One  must  constantly  remember  that 
aneurysms  are  all  ultimately  fatal.  Most  of  the 
patients  are  dead  within  five  years  from  the  time 
the  aneurysm  is  discovered,  and  70  per  cent  of 
them  will  be  dead  in  three  years.  Thus,  when 
one  finds  an  abdominal  arteriosclerotic  aneurysm,  j 
one  should  not  consider  it  an  incidental  finding 
about  which  nothing  can  be  done,  because  there 
is  a great  deal  that  can  be  done  about  it. 
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Peripheral  Arterial  Disease. — I would  only  like 
to  give  one  thought  to  peripheral  arterial  disease, 
and  I think  this  is  a new  concept  in  the  treatment 
of  the  disease.  We  all  think  of  peripheral  arte- 
rial disease  as  a generalized  disease,  and  so  it  is. 
However,  if  one  looks  carefully  at  these  patients, 
one  will  find  that  about  30  per  cent  have  loca- 
lized arterial  obstruction;  by  localized  I mean  a 
segment  from  5 to  45  cm.  in  length.  This  45-cm. 
length  lies  between  the  renal  arteries  and  the 
knee  and  can  be  successfully  removed  with  the 
full  arterial  flow  restored  to  the  leg.  We  have 
abandoned  the  technic  of  the  removal  of  the 
thrombosis  and  have  resorted  to  excision  and  re- 
placement by  arterial  graft.  Restoration  of  the 
main  arterial  trunks  is  always  preferable  to  de- 
pendence on  collaterals.  We  do  not  have  time 
to  go  into  the  reasons  why  restoration  prevents 
retrograde  thrombosis  after  the  primary  occlusion. 
If  one  thinks  about  this,  it  becomes  apparent. 

Summary 

I think  that  we  are  on  the  threshold  of  surgical 


correction  of  essentially  all  cardiac  defects,  al- 
though certainly  many  of  our  present  procedures 
have  great  limitations.  The  results  are  not  al- 
ways good,  and  they  will  never  be  perfect.  On 
the  other  hand,  there  are  now  one  or  more  pro- 
cedures available  for  every  major  organic  cardiac 
lesion,  and  we  can  face  the  future  with  greater 
hope  than  ever  before. 

Discussion 

Dr.  Leo  La  Palm:  If  auricular  fibrillation  is 
of  recent  onset,  do  you  attempt  to  revert  the 
rhythm  prior  to  surgery? 

Dr.  Hxjfnagel:  No,  we  do  not.  And  we 
avoid  the  use  of  quinidine  in  general.  We  have 
found  that  ventricular  standstill  is  more  prone  to 
occur  when  quinidine  is  used. 

Dr.  William  Farlow:  Do  you  take  any 
precautions  to  prevent  cerebral  embolization? 

Dr.  Hufnagel:  Yes,  we  occlude  the  innom- 
inate and  carotid  arteries  with  tourniquets  dur- 
ing manipulation  of  the  auricle  and  mitral  valve 
at  which  times  mural  thrombi  are  most  apt  to 
break  off. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 
1954  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  10  to  14,  1954,  at  the  Hotel  Statler,  New 
York  City. 

No  applications  can  he  considered  after  January  1,  1954. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Grouo  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D..  Secretary 
Medical  Society  of  the  State  of  New  York 


Case  Reports 

THE  DISAPPEARANCE  OF  RAYNAUD’S  PHENOMENON  IN  A DIABETIC 
AFTER  THE  .ADMINISTRATION  OF  A NEW  LIVER  EXTRACT 

Herbert  Berger,  M.D.,  Staten  Island,  New  York 


THIS  is  the  report  of  a diabetic  female  with  a 
typical  Raynaud's  phenomenon  who  responded 
to  pregnant  mammalian  liver  extract  after  several 
other  medicaments  failed  to  relieve  her  symptoms. 

Case  Report 

The  patient  was  a fifty-five-year-old  white  fe- 
male who  was  first  seen  on  January  7.  1952.  with  hy- 
pertension which  was  asymptomatic.  It  had  been 
discovered  one  week  previously  on  a routine  examina- 
tion for  insurance.  There  was  a family  history  of 
cardiovascular  disease  in  that  her  mother  had  died  of 
a "stroke’’  at  the  age  of  sixty-four.  The  father  had 
been  a diabetic  and  had  died  suddenly  (coronary 
occlusion?  i at  the  age  of  fifty-one.  One  older  sister 
had  been  a diabetic  since  the  age  of  forty-nine. 

The  patient's  past  history  was  not  pertinent  to  her 
present  complaints. 

There  were  none  of  the  usual  symptoms  so  often 
associated  with  hypertension.  Headache,  vertigo, 
breathlessness,  precordial  pain,  and  dependent 
edema  were  denied.  She  declared  that  during  the 
past  three  months  (winter)  she  noted  that  the  third 
and  fourth  fingers  of  the  right  hand  became  "white 
and  dead’’  when  she  was  out  of  doors  without 
glove-.  After  returning  indoors  they  became  deep 
• lue  and  then  red.  and  there  was  a burning,  tingling 
sensation.  This  ordinarily  disappeared  in  ten  to 
fifteen  minutes. 

The  physical  examination  included  the  following 
pertinent  data:  She  was  moderately  overweight. 

There  was  no  undue  apprehension  or  introspection. 
She  manifested  evidence  of  emotion  only  when  dis- 
cussing the  death  of  her  only  son  during  the  past 
war.  These  points  are  introduced  to  show  that  she 
was  not  the  tense,  neuropathic  personality  so  often 
observed  with  either  hypertension  or  Raynaud's 
phenomenon.  The  blood  pressure  was  186/106. 
The  fundi  were  not  remarkable.  There  were  no 
unusual  cardiac  findings  clinically.  The  heart  was 
enlarged  on  fluoroscopy.  The  left  ventricle  ex- 
tended into  the  retrocardiac  space  so  that  it  did  not 
clear  the  spine  in  the  left  anterior  oblique  position. 
The  electrocardiogram  and  ballistocardiogram  were 
not  remarkable. 

The  Ravnaud’s  phenomenon  was  easily  repro- 
duced in  five  to  seven  minutes  by  immersing  her 
hand  in  a basin  of  water  filled  with  ice  cubes  (32 
F.  or  0 C.  . These  findings  were  observed  not  only 
on  the  first  visit  but  on  each  succeeding  visit. 
This  is  important  since  it  served  as  a control  when 
various  therapeutic  modalities  were  introduced. 

The  laboratory  workup  revealed  a normal  blood 
count.  The  urine  showed  4 plus  sugar  and  no  albu- 
min or  acetone.  The  fasting  blood  sugar  wa«  312 
mg.  per  100  cc.  X-ray  of  the  neck  did  not  show  a 
cervical  rib,  nor  could  the  symptoms  be  elicited  by 
the  manipulations  of  the  upper  extremity  which 
usually  produce  a scalenus  anticus  syndrome. 


Treatment  consisted  of  dietary  regulation  without 
insulin  since  she  was  adverse  to  the  use  of  ‘‘injec- 
tions” if  they  could  be  avoided.  Since  she  was  obese 
(182  pounds,  85  Kg.),  there  was  no  objection  to 
placating  her  in  this  manner,  and  on  protein  70. 
fat  70.  and  carbohydrates  225,  she  rapidly  became 
sugar-free.  Sedation  and  later  veratrum  viride 
preparations  were  used  for  the  hypertension,  and  as 
the  weight  fell  to  155  pounds,  her  blood  pressure 
dropped  as  well  to  152  94.  It  has  been  maintained 
with  rare  exceptions  in  this  general  area.  During 
this  entire  period  lasting  until  February  15.  she  was 
seen  biweekly  and  weekly,  and  the  test  for  the  Ray- 
naud’s phenomenon  was  always  positive  in  five  to 
seven  minutes  as  described  above.  Similarly,  she 
noted  the  condition  during  this  period  whenever 
she  was  out  of  doors  in  cold  weather,  especially  if 
her  hands  were  wet  or  uncovered. 

Since  the  control  of  her  diabetes  (the  blood  sugar 
varied  between  137  and  14S  after  she  became  sugar- 
free  * and  the  subsidence  of  the  hypertension  did  not 
relieve  the  symptoms,  it  was  deemed  advisable  to 
administer  other  medicaments  in  the  hope  of  re- 
lieving the  Raynaud's  phenomenon.  It  should  be 
mentioned  that  this  phenomenon  could  not  be  pro- 
duced in  any  of  her  other  extremities.  At  first  she 
received  1 grain  (0.15  Gm.  of  thiamin  chloride 
daily  in  divided  doses  and  100  mg.  parenterally 
twice  weekly.  After  three  consecutive  weeks  with- 
out change  in  the  fingers  we  decided  to  try  vitamin 
B -.  This  was  administered  parenterally  in  30- 
microgram  doses  twice  weekly  while  the  same  dose 
of  thiamin  chloride  was  continued  by  mouth.  There 
was  still  no  change  in  the  time  required  for  the 
Raynaud's  phenomenon  to  appear  when  the  hand 
was  immersed  in  ice  water.  These  methods  of 
therapy  were  instituted  since  it  seemed  possible 
that  the  phenomenon  was  a diabetic  neuropathy. 
However,  as  noted,  neither  of  these  approaches  to 
the  problem  influenced  it. 

At  this  time  the  remarkable  results  in  various 
diabetic  neuropathies  reported  by  Rabinowitch1-1 
and  Collens  et  at.1  came  to  my  attention.  The  ma- 
terial recommended  is  a liver  extract  prepared  from 
pregnant  cattle.*  Five  cubic  centimeters  of  this 
material  were  injected  parenterally  on  March  24. 
1952.  She  returned  on  March  27  and  stated  that 
she  had  had  no  Ravnaud’s  symptoms  at  home. 
However,  since  the  weather  was  unseasonably  warm, 
this  had  little  significance.  The  ice  water  test  wa- 
repeated  with  negative  results  even  after  twenty 
minutes  of  immersion.  The  test  did  not  become 
positive  again  until  May  15. 

Since  ordinary  crude  liver  extract  may  have  con- 
tained the  active  principal  which  produced  the  dis- 

* Pregnant  mammalian  liver  ertraet  is  derived  from  50 
Gm.  of  liver  and  is  marketed  coder  the  name  Biohepulin. 
mancfamred  by  the  International  Bioehemieal  Corporation 
of  Brooklyn.  It  does  not  contain  anupernirious  anemia 
factor. 
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appearance  of  the  Raynaud’s  phenomenon,  it 
seemed  advisable  to  try  to  reproduce  the  improve- 
ment now  with  this  medicament.  Consequently 
six  biweekly  injections  of  2 units  of  crude  liver  ex- 
tract were  administered  during  the  ensuing  three 
weeks  with  no  change  in  the  time  necessary  to  ini- 
tiate the  train  of  symptoms.  Therefore,  on  June  5 
the  pregnant  mammalian  liver  extract  was  again 
injected.  As  on  the  first  occasion  the  Raynaud’s 
phenomenon  could  no  longer  be  elicited  and  has  not 
reappeared  since. 

Comment 

A diabetic  patient  with  Raynaud’s  phenomenon 
(there  may  or  may  not  be  a causal  relationship  here) 
had  no  influence  on  her  symptoms  from  regulation 
of  the  diabetes,  reduction  of  blood  pressure,  the 
use  of  sedation,  veratrum  viride,  thiamin  chloride, 
or  vitamin  Bi2.  Coincident  with  the  use  of  paren- 
teral pregnant  mammalian  liver  extract  the  phenom- 
enon disappeared.  If  this  new  material  was  in- 
deed responsible  for  this  salutary  result,  then  it 


would  seem  to  contain  some  antineuropathic  sub- 
stance other  than  either  vitamin  lb  or  BI2. 

The  active  ingredient  of  pregnant  mammalian 
liver  extract  is  apparently  not  found  in  ordinary 
crude,  nonpregnant  (2-unit)  liver  extract  since  the 
latter  material  failed  to  influence  the  appearance  of 
the  symptoms. 

The  report  of  this  case  seemed  particularly  im- 
portant since  the  relief  was  observed  objectively 
whereas  the  previous  reports1-3  concerned  them- 
selves largely  with  subjective  improvement,  a 
notoriously  inaccurate  method. 

7440  Amboy  Road 
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CONCEPTION  DURING  CORTISONE  THERAPY  AND  EFFECT  ON  OFFSPRING 
Harry  G.  Kupp£rman,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  New  York  University  Post-Graduate  Medical  School,  the  Medical  Service 
of  University  Hospital,  and  the  Fourth  Medical  ( New  York  University)  Division,  Bellevue  Hospital) 


CTUDIES  by  Fraser  and  his  associates1-3  on  the 
^ incidence  of  cleft  palate  in  the  offspring  of  corti- 
sone-treated pregnant  mice  suggests  that  this  drug 
can  cause  intrauterine  developmental  and  degenera- 
tive disturbances.  When  administered  between  the 
tenth  and  seventeenth  days  of  gestation,  the  in- 
cidence of  cleft  palates  in  the  offspring  was  79  to 
29  per  cent  and  21  to  8 per  cent  in  different  strains 
of  mice.  The  congenital  defect  was  not  observed  in 
the  offspring  of  untreated  mice  injected  with  corti- 
sone-free vehicle  or  in  the  offspring  of  mice  receiving 
0.62-mg.  doses  of  cortisone.  An  incidental  ob- 
servation was  that  of  strain  differences  in  the  ability 
to  become  pregnant  after  coitus,  the  animals  of 
stock  A + N showing  a significantly  lower  incidence 
of  pregnancy  than  animals  of  stocks  C57,  black  and 
tan,  and  H.4 

The  doses  employed  were  large  and,  if  admin- 
istered to  human  beings  on  a similar  milligram-kilo- 
gram  basis,  would  correspond  to  2 to  8 Gm.  in  four 
days. 

The  following  is  a case  history  of  a patient  with 
post-traumatic  reflex  sympathetic  dystrophy  of  the 
hand  and  wrist  who  received  cortisone  from  the  first 
day  of  her  usual  menstruation  and  during  the  early 
period  of  gestation. 

Case  Report 

B.  B.,  female,  aged  twenty-two  years,  was  first 
seen  on  October  4,  1950,  three  months  following  an 


injury  to  the  dorsum  of  the  right  hand.  She  had 
been  married  five  years  with  no  children,  reason  un- 
known. Her  general  health  had  been  good,  and 
there  were  no  major  illnesses.  Since  puberty  her 
menstrual  periods  had  been  regular,  lasting  eight 
days.  In  April,  1949,  a ventral  suspension  of  the 
uterus  was  performed  for  the  purpose  of  correcting 
sterility.  The  systemic  review  was  negative.  Her 
weight  had  been  stationary  at  215  pounds  for  the 
past  five  years. 

On  June  30,  1950,  the  right  hand  became  wedged 
between  the  door  frame  and  the  transom.  She 
experienced  severe  pain  in  the  dorsum  of  the  hand. 
The  hand  became  swollen  and  discolored.  X-rays 
of  the  right  hand  taken  the  following  day  did  not  re- 
veal any  fracture.  A metallic  ventral  splint  was 
applied  from  just  below  the  elbow  to  the  metacarpo- 
phalangeal joints.  The  intense  pain  and  swelling 
persisted,  and  four  days  later  the  patient  was  told 
she  had  a “phlebitis”  and  was  hospitalized.  Treat- 
ment consisted  of  elevation  of  the  hand,  massive 
hot  wet  dressings,  Dicumarol,  and  sedation.  One 
week  later  the  right  hand  was  maintained  in  eleva- 
tion by  means  of  skin  traction  to  the  forearm  for 
two  weeks.  She  was  then  discharged. 

According  to  the  patient  flexion  contractures  of 
the  fingers  of  the  right  hand  developed  during  her 
hospitalization.  The  swelling  of  the  hand  sub- 
sided somewhat,  but  the  pain  persisted.  Diathermy 
treatments  were  then  instituted  until  the  middle  of 
August,  1950,  without  any  improvement. 

At  this  time  she  consulted  another  orthopedist. 
X-rays  revealed  spotty  osteoporosis  of  the  hand 
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and  wrist.  The  patient  was  rehospitalized  and  given 
a nerve  block  and  whirlpool  baths.  Xo  permanent 
improvement  resulted  from  this  treatment.  A cir- 
cular plaster  cast  was  then  applied  for  two  weeks 
with  the  wrist  in  dorsiflexion  and  the  fingers  mildly 
flexed.  The  right  upper  extremity  was  then  placed 
in  a trough  filled  with  crushed  ice  and  maintained 
for  fourteen  hours.  A circular  casing  was  then  re- 
applied. She  was  discharged  unimproved  after  a 
three  weeks  hospital  stay.  The  plaster  cast  was 
removed  in  two  weeks  and  diathermy  again  institu- 
ted, Xo  benefit  resulted  from  this  treatment. 

Physical  examination  in  October,  1950,  revealed 
no  systemic  defects.  Abdominal  examination  was 
negative  except  for  a horizontal  scar  of  a pelvic  oper- 
ation. There  were  no  abnormalities  of  the  uterus  or 
adenexa  on  pelvic  examination.  The  right  wrist 
was  swollen,  tender,  and  fixed  in  dorsiflexion.  The 
hand  was  clawlike  with  the  fingers  fixed  in  flexion 
to  90  degrees  at  the  metacarpophalangeal  joints 
and  the  interphalangeal  joints  fully  extended. 
There  was  a fullness  of  the  dorsum  of  the  hand  and 
diffuse  swelling  of  all  the  digits.  The  palm  of  the 
hand  was  warm,  thickened,  and  there  was  increased 
temperature  and  perspiration.  Diffuse  tenderness 
and  hyperesthesia  were  present  throughout  the 
hand  and  fingers.  Reflexes  were  hvpoactive  but 
equal  in  both  upper  extremities.  The  sedimenta- 
tion rate  was  10  mm.  per  hour.  The  Wassermann, 
urine,  and  blood  count  were  normal. 

From  the  history  of  trauma  and  “phlebitis”  and 
objective  evidence  of  deformity,  vasomotor  changes, 
and  spotty  osteoporosis  as  revealed  by  x-ray,  a diag- 
nosis of  post-traumatic  reflex  sympathetic  dvstrophy 
was  made.  Accordingly  the  patient  was  treated 
with  brachial  plexus  nerve  blocks  administered 
twice  weekly  and  then  once  weekly.  The  blocks 
were  combined  with  passive  manipulation  of  the 
hand  and  wrist.  Extension  of  the  fingers  was 
maintained  in  a banjo  splint.  Extension  exercises 
were  prescribed  to  be  carried  out  by  the  patient  at 
home.  Function  of  the  wrist  and  hand  began  to 
improve  immediately  following  the  institution  of 
this  regimen.  After  a total  of  20  nerve  blocks, 
treatment  was  confined  to  passive  manipulation 
once  weekly  at  my  office. 

Gradual  improvement  continued,  and  by  May, 
1951,  there  was  complete  painless  mobility  of  the 
wrist  joint,  complete  painless  flexion  of  all  the  fingers 
of  the  hand,  and  a considerable  increase  in  the 
strength  of  the  hand  grasp.  Extension  of  the  inner 
four  fingers  was  moderately  limited  and  accompa- 
nied by  soreness  in  the  palm  of  the  hand. 

At  this  time  the  patient  had  a miscarriage  of  a 
two  and  one-half  months  pregnancy,  and  a dilata- 
tion and  curettage  were  performed.  By  September, 
1951,  there  remained  slight  restriction  in  extension 
and  soreness  in  the  palm  of  the  hand  on  passive 
manipulation.  Contracture  and  scarring  as  in  a 
Dupuytren’s  contracture  were  noted  in  the  palm. 
The  latter  continued  despite  passive  manipulation 
and  active  exercises. 

On  October  24,  1951,  oral  cortisone  was  ad- 
ministered for  the  purpose  of  relieving  the  palmar 
soreness  and  fibrous  tissue  contracture.  She  re- 
ceived 200  mg.  the  first  and  second  day  and  100  mg. 
daily  thereafter.  The  dose  was  then  gradually  re- 
duced. In  fifteen  days  the  patient  received  a total 
of  1,625  mg.  of  cortisone  and  over  a two-month 
period  a total  of  3 Gm.  Temporary  improvement 
occurred,  but  the  condition  recurred  on  cessation  of 
cortisone  therapy. 

The  patient  developed  a moon  face,  pretibial 
edema  of  both  legs,  insomnia,  oligomenorrhea,  and  a 
weight  gain  of  10  pounds  There  was  no  glycosuria 


or  hypertension.  She  menstruated  four  days  in- 
stead of  the  usual  eight  days.  When  she  missed 
her  period  in  November,  the  following  month,  it 
was  attributed  to  an  amenorrhea  caused  by  the 
cortisone.  However,  when  she  missed  her  December 
period  and  developed  slight  nausea  and  fullness  of 
the  breasts,  examination  on  January  10,  1952,  re- 
vealed evidence  of  a two  and  one-half  months 
pregnancy.  Apparently,  the  patient  had  con- 
ceived while  receiving  therapeutic  doses  of  corti- 
sone. On  subsequent  review  of  the  patient’s 
menstrual  cycle,  it  was  discovered  that  cortisone  was 
inadvertent!}-  administered  on  the  first  day  of  her 
last  menstruation  which  was  October  24,  1951. 

Her  pregnancy  was  uneventful  until  the  fifth 
month  when  she  developed  symptoms  and  signs  of 
gallbladder  disease.  A cholecystectomy  was  per- 
formed without  interference  in  the  progress  of  the 
pregnancy. 

The  patient  went  into  labor  July  28,  1952,  and  was 
in  labor  for  seventy-two  hours,  when  dystocia 
necessitated  the  performance  of  cesarean  section. 
She  was  delivered  of  a perfectly  normal  baby  girl, 
weight  6 pounds,  14  ounces. 

Comment 

The  observation  of  Fraser  el  al.l~3  was  based  upon 
data  derived  from  massive  cortisone  dosage  in  ex- 
perimental mice.  These  findings  do  not  necessarily 
indicate  that  therapeutic  doses  of  cortisone  prevent 
conception  or,  when  administered  during  pregnancy, 
offer  any  hazard  to  the  offspring.  As  the  authors 
point  out,  it  is  important  to  know  whether  cortisone 
and  the  naturally  produced  adrenal  corticoids  cross 
the  human  placenta  before  one  can  decide  how  far 
these  findings  in  mice  may  apply  to  human  con- 
genital defects.  Whether  the  observation  of  sig- 
nificantly lowered  incidences  of  pregnancies  occur- 
ring in  certain  strains  of  mice  applies  to  humans  must 
also  await  further  investigation. 

The  patient  gave  a history  of  sterility  for  the  six 
years  of  her  married  life.  Conception  first  occurred 
six  months  prior  to  the  institution  of  cortisone  ther- 
apy, but  a two  and  one-half  month  miscarriage 
ensued. 

The  administration  of  cortisone  coinciding  with 
the  first  day  of  the  menstrual  period  apparently  was 
responsible  for  the  oligomenorrhea  during  this 
cycle.  Continued  oral  cortisone  administration  in 
therapeutic  dosage  did  not  prevent  conception  or 
alter  the  course  of  her  pregnancy.  The  possibility 
that  cortisone  may  exert  a favorable  effect  on  ste- 
rility or  on  the  courses  of  pregnancy  in  certain  in- 
stances of  hormonal  imbalance  merits  further  in- 
vestigation. 

Summary 

Cortisone  administered  in  therapeutic  dosage 
did  not  prevent  conception,  interfere  with  the 
progress  of  the  pregnancy,  or  have  any  effect  on  the 
offspring.  Temporary  benefit  resulted  from  corti- 
sone in  a late  stage  of  post-traumatic  reflex  sym- 
pathetic dystrophy  of  the  hand. 
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BARBER’S  PILONIDAL  SINUS  OF  THE  HAND 

William  Saunders,  M.D.,  Watertown,  New  York 


''THIS  disorder,  although  not  too  uncommon,  has 

only  recently  been  recognized  in  the  litera- 
ture.1-9 It  is  of  some  importance  because  it 
occurs  almost  exclusively  in  barbers  and,  therefore, 
is  an  occupational  disease. 

The  basic  lesion  is  a minute  pit  which  gradually 
develops  into  a sinus  tract  between  the  fingers. 
Both  the  pit  and  the  sinus  tract  are  produced  by  the 
action  of  short  pieces  of  hair  coming  from  the  head 
of  the  barber’s  clients  (hair  originating  from  various 
individuals  is  apt  to  be  found  in  one  lesion).  The 
pathogenesis  is  still  a matter  for  theorizing,  but  it 
seems  to  me  that  a combination  of  the  following 
three  hypotheses  already  advanced  by  others  is 
necessary  to  account  for  the  lesion : 

1.  Short  hairs  may  penetrate  the  skin  like  a 
hypodermic  needle  when  the  barber  runs  his  fingers 
through  the  hair  which  he  supports  while  cutting.6 
This  seems  especially  applicable  since  the  skin  of 
the  finger  webs  is  relatively  thin. 

2.  Hairs  which  accumulate  between  the  bar- 
ber’s fingers  at  his  work  may  find  their  way  into  a 
minute  depression  of  the  skin,  a tiny  pit  being  pro- 
duced. As  more  hairs  are  trapped,  especially  with 
complicating  infection,  the  opening  enlarges  and 
persists,  and  the  tract  progressively  enlarges  through 
the  loose  connective  tissue  of  the  web.9  This  too 
is  applicable  for,  if  we  examine  the  finger  webs, 
we  find  minute  natural  depressions  at  the  junctions 
of  the  normal  skin  creases. 

3.  Suction  produced  by  the  alternate  tautening 
and  loosening  of  tissues  during  movements  of  the 
fingers  is  sufficient  to  pull  in  hairs  and  thereby 
produces  a sinus.3  This  seems  to  me  applicable 
in  that  it  probably  materially  aids  in  deepening 
the  pit  already  begun  through  mechanism  1 or  2. 

Once  begun,  the  sinus  tract  may  remain  as  such, 
the  patient  often  learning  to  extrude  some  or  all 
of  the  hair  (which  may,  or  may  not,  protrude  from 
the  opening)  by  pressure  exerted  between  the  thumb 
and  index  fingers.  However,  secondary  infection 
frequently  intervenes  in  one  of  three  degrees: 
(1)  simple  purulent  infection  of  the  tract,  (2) 
abscess,  either  at  the  fundus  of  the  tract  or  of  the 
tract  in  toto,  or  (3)  foreign  body  granuloma.1’9 
Occasionally,  as  in  the  case  presented  below,  the 
external  surface  of  the  sinus  may  be  covered  over 
by  a small,  conical,  wartlike  growth  of  epidermis. 
Although  this  might  lead  one  to  believe  that  the 
lesion  is  quiescent  or  uninfected,  the  opposite  may 
be  true.  In  the  case  presented,  one  such  lesion 
was  apparently  uninfected,  whereas  another  with 
identical  surface  appearance  held  a deep  abscess 
under  pressure  at  the  fundus  of  the  sinus  (Fig.  1). 
When  the  sinus  tract  was  being  removed,  the  fundus 
was  found  to  open  into  an  unlined  sac  containing 
2 to  3 cc.  of  pus  which  gushed  out  as  from  any 
incised  abscess. 

In  contrast  to  previous  case  reports,  the  patient 
presented  had  multiple  lesions.  Also,  whereas 
usually  only  one  interdigital  space  is  involved, 


Fig.  1.  Pilonidal  sinus  removed  in  toto  showing 
hairs  of  different  thickness  and  color  protruding 
through  the  fundus  (internal  end  on  left). 

our  patient  was  affected  in  three  interdigital  spaces 
of  the  left  hand  as  well  as  in  one  of  the  right.  One 
space  contained  three  independent  sinuses  and  one 
granulomatous  lesion. 

The  following  case  report  is  presented  because  of 
the  multiplicity  in  number  and  type  of  lesions 
and  also  because  we  were  able  to  obtain  an  excellent 
photographed  specimen  of  a simple  sinus  with 
numerous  hairs  in  situ. 

Case  Report 

A forty-five  year-old  white  man,  a barber,  was 
first  seen  on  September  30,  1952.  He  stated  that 
for  about  one  year  he  had  had  a furuncle-like,  dis- 
charging lesion  at  the  base  of  the  right  index  finger 
dorsally  facing  the  second  interspace.  On  examina- 
tion this  was  found  to  consist  of  an  erythematous, 
moderately  thickened,  and  scarred  surface.  This  was 
easily  opened  and  revealed  a moderate-sized  cavity 
with  pus.  Further  examination  showed  several 
hairs  protruding  into  a tiny  hole  in  the  second  inter- 
digital  space  nearby.  The  opening  led  to  a fibrous- 
like  sinus  sheath  containing  six  to  seven  hairs. 
These  were  several  millimeters  long  and  varied  in 
color,  one  being  white,  another  brown,  and  several 
black. 

The  patient  pointed  to  hair  protruding  from  other 
openings  between  fingers  of  the  left  hand.  On  this 
hand  he  was  found  to  have  in  the  third  interspace 
three  independent  sinuses  containing  hair  and  one 
small  granulomatous  lesion,  again,  as  on  the  right 
hand,  on  the  dorsal  part  of  the  interdigital  space. 
In  the  dorsal  part  of  the  first  and  second  interspaces 
there  was  one  small,  conical,  wartlike  lesion.  When 
the  surface  of  each  of  these  was  removed,  there  was 
found  to  be  a sinus  underneath.  One  appeared  to 
be  uninfected,  while  the  other  terminated  in  an  ab- 
scess as  described  above. 

All  the  lesions  were  extirpated  by  surgical  exci- 
sion. It  was  relatively  easy  to  show  the  connection 
between  the  sinus  and  abscess  of  the  right  hand.' 

531-535  Woolworth  Building 

The  author  is  indebted  to  P.  H.  Mott,  technical  head, 
audiovisual  studio  of  the  Faculty  of  Medicine,  Queens  Uni- 
versity, Kingston,  Ontario,  for  the  photograph  of  the  patho- 
logic specimen. 
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STEROID  THERAPY'  OF  SUBACUTE  THY'ROIDITIS 

Melvin  H.  Stich,  M.D.,  Brooklyn,  N~ew  Y’ork 
(From  the  Jewish  Hospital  of  Brooklyn) 


"THE  purpose  of  this  paper  is  to  add  to  the  litera- 
. lure  a case  of  subacute  thyroiditis  which  was  dra- 
matically cured  by  a short  course  of  combined 
ACTH  and  cortisone  therapy. 

Case  Report 

H.  R.,  a forty-seven-year-old  white  female,  was 
first  seen  on  December  12.  1952.  She  gave  a history 
of  a severely  painful  swelling  in  her  neck  of  two  weeks 
duration.  The  swelling  had  begun  on  the  right 
side  but  after  three  days  spread  to  involve  both 
sides  equally.  Pain  was  excruciating  on  any  move- 
ment of  the  neck  or  during  the  act  of  swallowing. 
There  had  been  generalized  malaise  and  muscle 
aches,  anorexia,  and  a 5-pound  weight  loss. 

Positive  findings  on  examination  were  limited 
to  the  neck.  The  thyroid  was  markedly  swollen  bi- 
laterally, very  firm,  and  extremely  tender.  There 
was  no  redness  or  increased  heat. 

The  only  therapy  given  was  an  intramuscular  in- 
jection of  80  mg.  of  ACTH.  three  doses  being  ad- 
ministered at  twenty-four-hour  intervals.  The  pa- 
tient reported  that  six  hours  following  the  first  dose 
there  was  a very  definite  decrease  in  neck  pain,  tense- 
ness. and  tenderness.  After  twenty-four  hours  the 
swelling  had  decreased  to  about  two  thirds  its  former 
size,  and  all  constitutional  symptoms  had  disap- 
peared. Seventy-two  hours  after  starting  therapy  all 
pain  had  disappeared,  and  the  gland  was  minimally 
enlarged.  ACTH  was  then  stopped,  and  she  was 
placed  on  oral  cortisone  for  one  week,  the  dosage 
being  25  mg.  every  six  hours  the  first  two  days,  every 
eight  hours  the  third  and  fourth  days,  and  every 
twelve  hours  the  last  two.  At  her  return  visit  at 
the  termination  of  this  therapy,  all  signs  and  symp- 
toms of  the  disease  were  completely  gone.  There 
has  not  been  any  further  therapy,  and  there  has 
been  no  recurrence. 

Comment 

SQbacute  thyroiditis  is  a disease  of  unknown  etiol- 
ogy. It  is  seen  more  commonly  in  the  female,  and 
the  usual  age  of  onset  is  in  the  forties.  It  is  self- 
limited, but  untreated  cases  may  have  symptoms  for 
a year  or  more.  It  manifests  itself  by  a rapid  uni- 
lateral or,  more  often,  bilateral  swelling  of  the  thy- 


roid, the  gland  becoming  hard  and  extremely  tender. 
Constitutional  symptoms  of  inflammation,  some- 
times very  severe,  are  almost  always  present. 

The  accepted  types  of  beneficial  therapy  have  been 
irradiation  or  administration  of  thiourea  derivatives. 

N either  of  these  methods  of  treatment  has  been  com- 
pletely satisfactory  in  all  cases.  In  those  patients 
who  have  responded,  there  is  usually  a one  to  two- 
week  period  until  relief,  although  there  are  cases 
with  more  rapid  results. 

Search  of  the  literature  revealed  only  one  note 
regar  ding  the  therapy  of  this  condition  with  steroids. 
Crile1  in  his  recent  paper  on  thyroiditis  of  all  types 
makes  the  following  statement  in  the  section  on  the 
therapy  of  subacute  thyroiditis:  “ACTH  or  corti- 
sone affords  immediate  relief  of  the  symptoms  fol- 
lowed in  two  or  three  days  by  striking  reduction  in 
the  size  of  the  thyroid,  abolition  of  tenderness,  and 
softening  of  the  gland,  but  all  signs  and  symptoms 
recur  promptly  after  short  courses  of  treatment.”  f 
He  does  not  mention  the  dosage  or  length  of  course 
he  hs-i  in  mind. 

The  extremely  rapid  and  complete  disappearance 
of  the  entire  clinical  picture  in  the  reported  case,  on 
a very  short  course  of  steroid  therapy,  certainly 
warrants  trial  of  this  type  of  treatment  in  future 
cases.  The  finding  of  similar  responses  would  make 
this  the  therapy  of  choice  in  this  condition. 

Summary 

1.  A case  of  subacute  thyroiditis,  rapidly  and 
completely  cured  by  a short  course  of  ACTH  and 
cortisone,  is  reported. 

2.  It  is  hoped  that  this  will  encourage  the  use  of 
this  type  of  therapy  in  similar  cases. 
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TREATMENT  OF  BARBITURATE  COMA  WITH  MASSIVE  DOSES  OF 
METRAZOL 

Frederick  M.  Weissman,  M.D.,  New  York  City 
{From  the.  Neurologic.  Service,  City  Hospital,  Welfare  Island ) 


TNESPITE  the  tightening  of  restrictions  on  the 
sale  of  barbiturates,  so  many  loopholes  still 
exist  that  the  incidence  of  overdosage,  either  ac- 
cidental or  suicidal,  continues  practically  unabated. 

In  fact,  the  frequency  of  this  form  of  poisoning  only 
is  surpassed  by  that  of  illuminating  gas  or  carbon 
monoxide  poisoning.  This  greater  incidence  of 
carbon  monoxide  poisoning,  however,  may  be  more 
illusory  than  real.  Not  infrequently,  poisoning  by 
illuminating  gas  represents  a familial  or  even  a 
more  widespread  misfortune,  whereas  barbiturate 
poisoning  is  limited  of  necessity  to  the  individual 
who  ingests  the  drug. 

In  the  treatment  of  the  patient  suffering  from  an 
overdose  of  a barbiturate,  practically  all  physicians 
are  agreed  that  open  airways,  oxygen  inhalations, 
supportive  therapy,  and  antibiotics  are  of  prime  im- 
portance to  prevent  or  overcome  pneumonia. 

Further  therapy,  however,  is  still  more  or  less  in 
dispute.  Some  men  believe  gastric  lavage  to  be  in- 
dicated in  every  case;  others,  on  the  contrary,  feel 
that  it  is  too  dangerous.  They  claim  that  it  might 
lead  to  fatal  aspiration  pneumonia.  Koppanyi 
and  Fazekas  take  the  realistic  attitude  that  after 
recent  ingestion  of  the  drug,  if  there  is  reason  to  be- 
lieve that  fair  or  large  amounts  of  it  are  still  present 
in  the  stomach,  lavage  is  indicated.1  Otherwise,  its 
dangers  outweigh  its  value. 

Another  controversy  concerns  the  use  of  analeptics 
in  such  patients.  Although  most  physicians  favor 
the  use  of  central  nervous  system  stimulants,  others 
are  opposed  to  it.  The  latter  believe  that  the  brain 
becomes  stimulated  to  such  a degree  of  activity  by 
central  nervous  excitation  that  it  uses  up  more 
oxygen  than  the  cerebral  vessels  can  supply. 
The  end  result,  therefore,  is  increased  depression. 
Schmidt,  for  example,  found  that  convulsions  in- 
duced by  drugs  cause  marked  increase  in  cerebral 
oxygen  consumption.2  This  in  turn  is  followed  by  a 
“decrease  in  cerebral  blood  flow  and  in  cerebral 
oxygen  consumption,  together  with  an  increase 
in  cerebral  arteriovenous  oxygen  difference  and  vas- 
cular resistance.”  He  points  out  that  such  changes 
are  not  due  to  the  drug  but  to  the  aftermath  of  the 
convulsion. 

Fazekas  and  Koppanyi  have  a very  logical  ap- 
proach to  the  use  of  analeptics  in  barbiturate 
poisoning:3-6  “The  argument,  that  since  these 
analeptics  neither  increase  the  elimination  nor  the 
destruction  of  barbiturate,  is  no  more  germane 
than  the  argument  that  aliphatic  narcotics  should 
not  be  used  in  strychnine,  Picrotoxin,  or  in  tetanus 
toxin  poisoning  because  they  neither  enhance  the 
elimination  nor  metabolism  of  these  substances.  ” 

Opinions  on  the  choice  of  the  analeptic  to  be  ad- 

1 ministered  also  differ.  Picrotoxin,  Metrazol,  nik- 
ethamide, caffeine,  strychnine,  disodium  succinate, 

1 and  others  have  all  been  recommended.  In  general, 
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the  first  two  drugs  are  regarded  as  most  effective 
(Barlow,*  Beckman,7  Eckenhoff  et  al.,s  Koppanyi 
and  Fazekas,1  Werner  and  Tatum,9  and  others). 
It  is  also  the  opinion  of  all  investigators  that  Picro- 
toxin, although  more  potent,  is  also  more  toxic  than 
Metrazol.  The  latter,  according  to  Goodman  and 
Gilman,10  is  of  low  toxicity,  not  cumulative,  and 
quickly  eliminated.  Unlike  Picrotoxin  it  shows  no 
latent  period.  This  is  confirmed  by  reports  in  the 
literature:  Booker  et  al.,n  Jones  et  al.,12  Milton 

and  Stennes,13  Engstrand  and  Hruza,14  and  others. 

Case  Report 

A fifty-nine-year-old,  white  female  was  admitted 
to  the  New  York  City  Hospital  one  evening  in  a 
state  of  deep  coma.  The  only  obtainable  history 
was  that  the  landlady,  not  having  seen  the  patient 
for  two  days,  became  suspicious,  forced  her  way 
into  the  room,  and  found  the  woman  lying  in  bed 
without  any  apparent  signs  of  life. 

Physical  examination  at  the  hospital  revealed  a 
rather  stocky,  white  female  of  medium  height. 
There  were  no  signs  of  trauma;  her  head  and  face 
were  symmetric;  her  tongue  was  in  the  midline, 
and  there  was  no  unusual  pallor  or  discoloration  of 
the  skin.  The  temperature  was  102  F.;  her  pulse 
could  not  be  felt;  heart  sounds,  although  faint,  were 
regular,  the  rate  being  140  per  minute,  and  her  blood 
pressure  was  0/0.  Respirations  were  32  per 
minute.  An  examination  of  the  lungs  revealed  bi- 
lateral bronchopneumonia.  The  abdominal  ex- 
amination as  well  as  the  rest  of  the  physical  examina- 
tion was  negative. 

Neurologic  examination  disclosed  the  following: 
Complete  areflexia  with  equal  but  pinpoint  pupils. 
Conjunctival  and  corneal  reflexes  were  absent 
as  were  all  of  the  deep  tendon,  epigastric,  and  ab- 
dominal reflexes.  There  was  no  response  to  touch, 
pain,  or  temperature.  Lumbar  puncture  revealed 
an  initial  pressure  of  100  mm.  The  fluid  was  clear. 
Pandy’s  test  for  globulin  was  negative,  and  no  cells 
were  noted.  After  insertion  of  a retention  catheter, 
the  urine  was  found  to  be  scanty  and  dark  yellow 
in  color.  It  was  negative  for  sugar,  acetone,  albu- 
min, blood,  and  cells.  Unfortunately,  at  that  time 
of  night,  it  was  not  possible  to  test  the  urine  or 
spinal  fluid  for  the  presence  of  barbiturates.  The 
pupils  were  dilated  with  Paredrine,  and  a fundo- 
scopic  examination  revealed  no  abnormality  of  the 
disks,  retinas,  or  vessels. 

When  a comatose  patient  arrives  in  a hospital 
without  an  adequate  history,  the  diagnosis  often 
seems  baffling  at  first  (Walshe,15  Savill16).  This 
case  was  no  exception.  However,  the  negative 
spinal  fluid,  negative  eye  examination,  and  negative 
urinary  findings  immediately  excluded  most  of  the 
obvious  causes  of  unconsciousness.  The  deep  coma, 
pinpoint  pupils,  complete  areflexia,  and  absence  of 
stertorous  breathing  made  drug  poisoning  most 
probable,  particularly  since  an  exhaustive  examina- 
tion failed  to  reveal  any  other  cause  or  causes  for  the 
unconscious  state. 

In  view  of  the  findings  three  factors  pointed 
strongly  to  a diagnosis  of  barbiturate  overdosage: 
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(1  The  respiratory  depression  was  not  such  as  one 
usually  finds  in  severe  morphine  poisoning.  (2) 
Xo  puncture  marks  were  found  on  the  skin.  (3) 
The  ready  availability  of  the  barbiturates  and 
their  popularity  as  a suicidal  agent  was  considered. 

Treatment. — The  patient  was  immediately  placed 
in  an  oxygen  tent  and  penicillin  given  to  combat  the 
pneumonia:  plasma  was  administered  for  the  shock 
and  renal  shutdown.  While  waiting  for  Metrazol 
to  be  brought  from  another  ward.  10  cc.  of  niketh- 
amide were  injected  intravenously  at  the  rate  of 
about  1 cc.  per  minute.  Xo  signs  of  regaining 
consciousness  were  produced,  but  it  was  evident 
that  the  plasma  was  lyeginmng  to  exert  its  effect. 
Even  though  the  pulse  was  barely  palpable  at  this 
point,  the  blood  pressure  rose  to  80  '40.  Urine 
began  to  be  voided  freely  and  gradually  became 
light  in  color. 

Metrazol  was  now  given  to  arouse  the  patient. 
At  first,  one  3-cc.  ampule  was  injected  intravenously 
very  slowly.  This  small  dose  produced  no  effect. 
The  identical  procedure  was  then  repeated  with  in- 
creasing doses.  In  the  latter  stages  of  the  treat- 
ment. a 20-cc.  syringe  wa«  filled  with  Metrazol  and 
injected  into  the  vein  continuously  and  slowly  at  the 
rate  of  about  1 cc.  per  minute.  It  was  felt  that  in 
such  a deep  depression  only  heroic  treatment  could 
be  of  any  avail.  Hence,  as  long  as  there  were  no 
signs  of  cortical  irritation,  i.e..  muscle  twitching.®  or 
convulsions,  it  seemed  perfectly  safe  to  continue 
the  Metrazol  injections. 

After  65  ampules  ( 195  cc.)  had  been  injected  over 
a period  of  approximately  three  and  one-quarter 
hours  at  the  average  rate  of  1 cc.  per  minute,  the  pa- 
tient finally  began  to  twist  and  turn  in  bed.  Then 
she  started  to  moan  and  groan.  At  this  point, 
after  having  successfully  aroused  the  patient,  the 
Metrazol  was  discontinued  to  prevent  overdosage. 
In  addition  to  the  Metrazol.  1.000  cc.  of  plasma  had 
already  been  given.  A 2.000-cc.  infusion  of  5 per 
cent  glucose  in  distilled  water  with  vitamins  was  now 
started. 

The  pulse  rate  at  this  time  was  100.  strong,  regu- 
lar. and  of  good  quality  while  the  blood  pressure 
had  now  risen  to  130  80. 

.After  being  aroused  the  patient  did  not  relapse 
into  coma,  and  further  administration  of  Metrazol 
was  not  deemed  necessary.  She  was  allowed  to 
sleep  until  breakfast  time  the  next  morning,  there- 
fore. and  her  condition  was  checked  from  time  to 
time.  Although  her  speech  remained  slurred,  she 
always  responded  to  questioning. 

The  patient  was  able  to  eat  breakfast  alone  in  the 
morning.  Upon  persistent  questioning  she  ad- 
mitted having  swallowed  a large  amount  of  “sleeping 
tablets,”  and  further  interrogation  revealed  these 
“tablets”  to  have  been  phenobarbital . The  woman 
also  admitted  a previous  suicidal  attempt.  .After 
an  uncooperative  interview  she  became  very  hostile 
because  she  had  not  been  permitted  to  die. 


Summary 

The  good  result  obtained  in  this  ca9e,  in  which, 
without  doubt,  a large  dose  of  a barbiturate  had 
been  taken  twenty-four  to  forty-eight  hours  before 
the  patient  was  found  in  coma  and  completely  are- 
flexic,  is  in  line  with  other  reported  cases  of  this  type 
of  poisoning  receiving  similar  analeptic  therapy. 
The  fact  that  195  cc.  of  10  per  cent  Metrazol  solu- 
tion were  needed  to  arouse  this  woman  completely 
shows  that  in  a severe  case  of  poisoning  one  must 
not  hesitate  to  use  massive  doses  if  these  are  in- 
dicated. Some  authors  give  the  analeptic  intermix 
tently  into  the  vein.  Here  a slow,  continuous 
method  was  used. 

Xo  dosage  can  be  specified;  it  must  depend  en- 
tirely on  the  degree  of  depression  present  in  the  pa- 
tient. In  any  case,  as  is  stressed  in  the  literature, 
the  therapy  must  be  continued  until  the  patient  be- 
gins to  show  signs  of  awakening  or  even  until 
slight  muscle  twitchings  appear.  Therapy  should 
be  discontinued  then,  at  least  temporarily,  and  re- 
started later,  if  necessary,  in  sufficient  dosage  to  pre- 
vent the  patient  from  relapsing  into  unconsciousness. 
Such  treatment  must  be  continued  until  all  danger 
is  past. 


The  author  wishes  to  express  his  gratitude  to  Dr.  L.  Yos- 
burgh  Lyons,  attending  neuropsychiatrist.  City  Hospital, 
New  York  City,  for  his  undivided  cooperation  in  making 
possible  the  publication  of  this  case. 
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TT e fight  not  to  enslave,  but  to  set  a country  free,  and  to  make  room  upon  the  earth  for  honest  men 
to  live  in. — Thomas  Paine  . 


DELAYED  INFLAMMATORY  REACTION  TO  ANTIBIOTICS  SIMULATING 
CARCINOMA  OF  THE  RECTUM 

Frederick  Vogel,  M.D.,  New  York  City 

(From  the  Department  of  Proctology,  New  York  Polyclinic  Medical  School  and  Hospital) 


'T’HEIIE  are  many  reports  in  the  current  medical 

literature  concerning  untoward  reactions  to  anti- 
biotics.1-3 Anorectal  manifestations,  ranging  from 
pruritus  ani  to  massive  loss  of  blood,  have  been  de- 
scribed. Changes  in  the  rectal  mucosa,  varying 
from  edema  to  ulceration,  are  noted.  Whether  the 
cause  is  allergy,  chemical  toxicity,  inflammation  due 
to  overgrowth  of  some  organism  such  as  Monilia,  or 
a combination  of  any  of  these  factors  is  still  hypo- 
thetic. 

The  following  report  of  a case  is  interesting  be- 
cause of  its  delayed  onset  and  unusual  appearance. 

Case  Report 

A sixty-one-year-old,  well-balanced  white  male 
had  been  referred  because  of  uncontrolled  rectal 
i bleeding.  He  was  first  seen  in  January,  1952.  In 
November,  1950,  he  suffered  from  a heart  attack  and 
subsequently  had  a febrile  condition  which  was  diag- 
nosed as  influenza.  Aureomycin,  250  mg.  every 
four  hours,  was  administered.  ‘After  seven  capsules 
had  been  taken,  diarrhea  consisting  of  two  to  three 
soft  evacuations  a day  appeared.  The  antibiotic  was 
discontinued,  but  the  tendency  to  diarrhea  persisted. 
In  January,  1951,  the  patient  for  some  reason  re- 
ceived Chloromycetin,  250  mg.  every  six  hours  for 
six  doses. 

In  May  of  the  same  year  he  began  to  notice  bleed- 
ing with  the  bowel  movement.  The  bleeding  was  per- 
sistent but  not  severe.  A proctoscopy  performed  by 
his  physician  was  allegedly  negative  as  was  a radio- 
graphic  study  with  barium  enema.  The  patient 
was  advised  to  use  some  hemorrhoidal  ointment  and 
a daily  dose  of  mineral  oil.  After  several  months  of 
complying  with  these  orders  without  relief  he  con- 
sulted another  doctor.  Proctoscopy  was  repeated, 
and  a polypoid  lesion  was  seen  in  the  rectum  from 
which  a biopsy  was  taken.  The  histopathologic 
report  was  that  of  an  adenomatous  rectal  polyp. 
The  patient  continued  to  bleed  but  had  good  appe- 
tite, no  weight  loss,  and  now  a regular  daily  bowel 
movement.  No  attempt  was  made  to  remove  the 
“polyp”  completely,  but  injection  treatment  of 
hemorrhoids  was  started.  The  patient  was  dissat- 
isfied since  the  bleeding  not  only  continued  but  was 
gradually  more  pronounced.  He  was  then  referred 
to  this  examiner  in  January,  1952. 

Examination  revealed  small  external  skin  tabs, 
normal  condition  of  the  sphincter  muscles,  and 
medium-sized  internal  hemorrhoids.  Upon  digital 
examination  an  annular,  slightly  irregular,  elevated 
induration  could  be  reached  by  the  tip  of  the  finger 
which  upon  retraction  was  stained  with  abundant, 
dirty,  brown-red,  foul  smelling  blood  and  discharge. 
Upon  proctoscopy  a lesion  was  found  about  8 cm. 
above  the  anal  verge,  which  appeared  to  be  two  and, 
in  part,  three  parallel,  thickened,  irregular,  annular 
folds  of  dark-red  color.  No  ulceration  was  visible, 
and  yet  the  lesion  bled  freely  wherever  touched. 
Within  the  limits  of  the  annular  lesion  there  were 
two  dome-shaped,  grayish-red  elevations  of  only  a 
few  millimeters  diameter.  Abundant,  dirty,  brown- 
ish-red blood  was  present.  Sigmoidoscopy  beyond 


Fig.  1 . Low-power  view  of  inflammatory  polyp  of 
rectum. 


this  lesion  revealed  normal  mucous  membrane,  and 
no  more  blood  was  seen  proximally.  The  clinical 
impression  was  carcinoma  of  the  rectum. 

The  patient  was  admitted  for  biopsy  to  the  New 
York  Polyclinic  Hospital  where  part  of  the  principal 
lesion  and  a small  polyp-like  growth  was  removed  for 
examination.  Spurting  bleeding  from  one  biopsy 
site  was  eventually  stopped  with  pressure  and  Gel- 
foam  tampon.  The  report  on  the  biopsy  was  “in- 
flammatory polyp  of  the  rectum  (Figs.  1 and  2).” 
Bacteriologic  examination  of  the  feces  showed  gram- 
positive and  gram-negative  rods  and  gram-positive 
cocci.  No  Monilia  was  found.  Stool  cultures 
failed  to  show  Monilia  or  pathogenic  enteric  or- 
ganisms. Barium  enema  was  repeated  again  and 
failed  to  suggest  pathology.  The  diagnosis  of  non- 
specific ulcerative  proctitis  was  then  ventured,  pre- 
sumably as  a reaction  to  antibiotics. 

Therapy  was  based  on  the  hypothesis  of  an  allergic 
or  possibly  toxic  reaction  to  antibiotics.  As  is  cus- 
tomary with  this  writer,  nonspecific  ulcerative  coli- 
tis is  being  treated  first  as  an  allergic  condition  as 
advocated  by  Andresen.  The  patient  was  placed, 
therefore,  on  a diet  eliminating  chiefly  milk  and  milk 
products.  Pyribenzamine  tablets  were  added  as 
was  calcium  gluconate;  a series  of  crude  liver  in- 
jections was  instituted.  Despite  the  negative  stool 
findings  a topical  overgrowth  of  Monilia  was  not 
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Fig.  2.  High-power  view  of  polyp  showing  poly- 
poid mass  of  tissue  lined  by  mucous,  glandular  epi- 
thelium with  a fibromuscular  stroma  infiltrated  by 
mononuclear  and  smaller  number  of  polynuclear  cells. 


entirely  ruled  out.  and  the  lesion  was  painted  with  a 
2 per  cent  aqueous  gentian  violet  solution  through 
the  proctoscope. 

Nineteen  such  treatments  were  carried  out  in 
semi  weekly  and  later  weekly  sessions  until  the  end 
of  May,  1952.  Although  some  improvement  could 
be  noticed  early,  the  course  was  not  without  relap- 
ses. Eventually  the  area  of  the  lesion  reintegrated 
into  the  regular  rectal  mucosa.  The  patient  was 
allowed  to  return  to  normal  diet  after  a few  weeks 
with  the  exclusion  of  sweet  milk,  roughage,  and 
spices.  Yogurt  was  added  in  order  to  gain  the  effect 
of  the  acidophilus  bacilli.  Before  his  discharge  the 
patient  had  regained  his  physical  well-being:  a 
proctosigmoidoscopy  on  the  last  day  of  October  of 
the  same  year  showed  normal  rectal  conditions. 

Summary 

A case  of  bleeding  ulcerative  proctitis  is  presented. 
Its  outstanding  features  were  delayed  onset  of  bleed- 
ing after  diarrhea  had  immediately  followed  the  use 
of  antibiotics,*  simulation  of  carcinoma,  and  favor- 
able response  to  antiallergic  and  anti- Monilia  ther- 
apy if  it  was  not  a spontaneous  remission. 

Ill  East  61st  Street 


* Another  ease  of  delayed  hemorrhagic  proctitis,  with  an 
onset  four  months  after  use  of  aureomycin,  was  simulta- 
neously observed  at  the  clinic. 
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HELP  TEENAGERS  KNOW  THE  SIMPLE  THINGS  ARE  BEST 


Most  of  us  are  acutely  conscious  of  the  under- 
privileged child.  But  today’s  economy  of  plenty — 
and  social  aims  of  plenty,  too — are  breeding  another 
problem,  the  overprivileged  child.  Many  parents, 
perhaps  remembering  the  depression  and  “the 
things  they  never  had,”  give  their  children  too 
many  clothes,  too  many  movies,  too  many  parties. 
A home  full  of  material  possessions  can  be  empty  of 
love — the  parents  may  have  confused  love  with  the 
gift  of  a new  car  for  the  teen-age  son,  a fur  coat  for 
the  growing-up  daughter.  Such  a shower  of 
blessings  can  become  a bit  of  a curse:  the  children 
grow  blas4;  one  pleasure  is  quickly  discarded  for 
another,  and  sometimes — though  really  not  often — 
wild «escapades  are  sought  to  fill  the  idle  hours  and 
supply  the  missing  thrills.  These  young  people 
have  been  deprived  of  important  nonmaterial  ad- 
vantages— self-reliance  and  an  appreciation  of  sim- 
ple things. 

How  can  children  be  introduced  to  these  advan- 
tages? Parents  can  do  it  by  their  own  example:  are 


they  themselves  chasing  surface  values?  When  a 
child  is  very-  young  his  parents  can  help  him  under- 
stand he  cannot  have  everything  he  wants.  Teen- 
agers can  earn  their  own  money — or  part  of  it. 
since  sharing  itself  is  good — for  the  taken-for- 
granted  luxuries  and  the  acquisitions  they  insist 
“everyone  else  has.” 

Starting  with  the  days  when  they  can  put  away 
their  own  toys,  children  can  learn  to  do  things  for 
themselves,  to  accept  and  carry  out  their  own  re- 
sponsibilities. They  can  understand,  also,  if  it  is 
your  philosophy,  that  too  much  getting  and  not 
enough  giving  do  not  make  a happy  life.  They  can 
begin  by  helping  and  cooperating  with  others  in 
their  own  family.  What  they  learn  at  home  they 
can  carry  out  at  school  and  camp  and  in  the  com- 
munity. 

The  teen-agers  who  know  the  simple  things 
are  best  know  also  that  a sense  of  values  is  one 
of  the  richest  possessions  they  can  have. — Today* 
Health,  October,  1953 


SIALOLITHIASIS 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 


npHE  formation  of  calculi  in  the  salivary  ducts  is 
not  a common  occurrence.  When  compared  to 
the  frequency  of  stone  formation  in  the  bile  ducts  or 
pancreatic  ducts,  sialolithiasis  is  at  the  bottom  of  the 
list.  It  is  doubtful  whether  the  man  of  medicine 
encounters  more  than  two  such  cases  during  his 
professional  lifetime. 

Etiology  and  Physiopathology 

An  explanation  for  the  occurrence  of  a stone  in  the 
salivary  ducts  must  find  its  basis  in  our  knowledge 
of  the  formation  of  stones  in  other  body  organs. 
These  cardinal  pathologic  factors  are  infection, 
stagnation,  and  concentration  of  the  glandular 
secretions.  The  presence  of  one  of  these  factors 
is  sufficient  to  institute  activity  on  the  part  of  the 
others.  That  is  to  say,  stagnation  causes  concen- 
tration, and  one  or  both  of  these  factors  produce  an 
excellent  culture  medium  for  bacteria.  A subse- 
quent infection  then  results.  Infection,  on  the 
other  hand,  with  its  associated  pus  formation  creates 
stagnation  and  concentration  first  at  the  infection 
site  and  then  along  the  course  of  the  duct  ramifica- 
tions. 

These  factors  (infection,  stagnation,  and  concen- 
tration) may  be  transitory  or  continual  in  activity. 
The  course  of  events  need  not  have  a beginning  and 
an  immediate  ending.  For  example,  one  of  the 
factors  may  be  in  action  for  several  days  or  weeks; 
then  there  is  a freedom  from  symptoms  for  a long  or 
short  period  of  time.  An  exacerbation  occurs,  and 
the  nidus  for  stone  formation  is  reactivated.  Over 
a period  of  months  this  situation  is  repeated  many 
times.  Finally  the  stone  increases  in  size  and 
causes  an  obstruction  along  the  duct  pathway, 
resulting  in  a distention  of  the  duct,  and  for  the 
first  time  the  patient  complains  of  pain.  This  pain 
is  directly  proportional  to  the  amount  of  duct 
dilatation  and  blockage  of  the  salivary  secretion. 
The  stagnation  of  saliva  associated  with  the  blockage 
causes  a backward  progression  of  the  infection  into 
the  salivary  glandular  structure.  The  infection  not 
only  spreads  into  the  gland  tissue  but  may  actually 
cause  the  formation  of  pus  and/or  an  abscess.  If 
the  inflammation  progresses,  abscess  formation 
outside  the  gland  capsule  secondary  to  focal  ne- 
crosis may  result.  The  source  of  the  organisms  which 
initiate  the  infection  is  the  mouth  which  contains  a 
myriad  of  pathogenic  and  nonpathogenic  bacteria. 

Case  Report 

The  patient  was  a thirty-seven-year-old  druggist. 
In  March,  1952,  he  complained  of  an  occasional 
swelling  in  and  about  the  left  lower  “jaw”  (angle  of 
the  mandible).  This  swelling  became  more  promi- 
nent while  masticating.  The  more  rapidly  he  mas- 
ticated, the  larger  became  the  swelling.  There  wa« 
no  pain  associated  with  the  swelling  unless  he 
touched  the  area  which  was  tender  to  palpation. 
The  swelling  would  subside  in  one-half  to  one  hour 
after  eating. 

This  swelling  did  not  occur  after  every  meal,  and 


Fig.  1.  Preoperative  x-ray  showing  two  calculi  vis- 
ible in  submaxillary  duct. 


Fig.  2.  Specimen  removed  at  operation  consisted 
of  entire  submaxillary  gland,  its  duct,  and  three 
calculi. 


sometimes  it  would  be  a week  or  more  before  it  hap- 
pened again.  On  September  1,  1952,  the  swelling 
became  very  prominent  following  every  meal.  Pain 
commenced  to  be  a prominent  symptom.  When 
the  swelling  subsided,  a nodular  hard  mass  remained 
and  did  not  disappear  as  it  had  on  previous  occa- 
sions. At  this  time  he  sought  medical  advice. 

X-rays  were  ordered.  Roentgen  studies  per- 
formed at  a hospital  included  lateral  and  anterior 
views  of  the  mandible.  Nothing  unusual  was  re- 
vealed. The  patient  was  sent  to  a dentist  for  x-ray 
studies  which  subsequently  demonstrated  a large 
submaxillary  calculus  (Fig.  1). 

The  patient  entered  the  hospital  for  operation  on 
September  23.  1952.  At  the  time  of  operation  the 
mass  under  the  left  mandible  was  clearly  visible. 
An  incision  was  made  parallel  to  the  angle  of  the 
mandible  and  followed  the  contour  of  this  bone. 
A small  abscess  was  encountered  in  the  subcutaneous 
tissue.  The  gland  itself  did  not  contain  any  macro- 
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scopic  pus  or  abscess.  By  means  of  sharp  and  blunt 
dissection  the  left  submaxillary  duct  was  found  and 
palpated.  The  duct  was  dilated  proximally,  giving 
the  impression  of  a dilated  ureter  as  noted  in  hydro- 
ureter associated  with  a hydronephrosis.  Three 
stones  were  palpated  in  the  duct,  one  large  and  two 
smaller  ones.  The  entire  left  submaxillarv  gland, 
its  duct,  and  the  calculi  were  removed  (Fig.  2). 
The  operative  site  was  packed  with  an  aureomycin 
pack  which  was  removed  in  twenty-four  hours. 
The  patient  had  primary  healing  of  the  wound  and 
enjoyed  an  uneventful  recovery. 

Pathology  Report  (Left  Submax  filar  y Gland 
and  Duct). — Gross:  The  specimen  consisted  of  a 
moderately  firm,  encapsulated  salivary  gland  meas- 
uring 4 by  3 by  2 cm.  The  cut  surfaces  were  lobu- 
lated  and  yellow  gray.  Three  calculi  were  present 


in  the  specimen.  One  measured  1 by  0.5  cm;  the 
second  was  2 mm.  in  diameter,  and  the  third  3 mm. 
in  diameter.  Two  sections  of  the  gland  were  taken 
for  microscopic  study. 

M icroscopic:  Preparations  revealed  dense  accumu- 
lations of  lymphocytes  within  the  interstitial  connec- 
tive tissue.  Some  of  the  ducts  were  dilated. 

Diagnosis:  Salivary  gland  with  sialolithiasis  and 
chronic  inflammatory  reaction. 

Summary 

1.  A case  of  multiple  calculi  in  a submaxillar}' 
duct  associated  with  chronic  inflammation  of  the 
gland  is  presented. 

2.  The  etiology  and  pathology  of  sialolithiasis 
are  discussed  briefly. 
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ACUTE  FULMINATING  PRE-ECLAMPSIA  ASSOCIATED  WITH 
HYDATID  MOLE 


Irving  Greene,  M.D.,  F.A.C.S.,  New  York  City 


( From  the  Department  of  Obstetrics,  Bronx  Hospital) 


T)RE-ECLAMPSIA  and  eclampsia  in  the  first 
-*•  half  of  pregnancy  are  frequently  encountered  in 
association  with  hvdatidiform  mole.  This  case 
represents  an  acute,  rapidly  fulminating  type  with 
severe  toxemia  and  cardiac  embarrassment,  which  is 
rare.  The  term  pre-eclampsia  is  restricted  to  those 
cases  with  blood  pressure  of  140/90  or  over  (hyper- 
tension) and  proteinuria.  In  one  of  the  largest 
series  of  cases  on  this  subject  reported  in  the  litera- 
ture, over  a thirteen-year  period  there  had  been 
75,238  deliveries  and  57  cases  of  hvdatidiform  mole 
at  the  Margaret  Hague  Maternity  Hospital,  Jersey 
City.  New  Jersey.1  Pre  -eclampsia  occurred  in  eight 
cases  and  eclampsia  in  one,  giving  a toxemia  inci- 
dence of  15.8  per  cent.  The  association  of  pre- 
eclampsia with  hvdatidiform  mole  is  so  frequent  that 
Hitschmann2  in  his  monograph  on  mole  included 
early  pre-eclampsia  as  one  of  the  diagnostic  criteria. 
His  review  indicated  about  30  per  cent  incidence  of 
toxemia  associated  with  mole. 

Case  Report 

G.  S.,  a twenty-four-year-old,  white  para  1,  was 
admitted  to  Bronx  Hospital  on  August  1,  1952. 
She  had  had  a spontaneous  deliver}-  of  a living  boy 
in  1948.  Familial  and  past  history  were  negative. 
Menstruation  had  started  at  age  eleven  and  fol- 
lowed a twenty-eight  day  cycle  with  four-day  flow. 
Her  last  menstrual  period  was  April  1,  1952,  and 
expected  date  of  confinement  was  January  8, 1953. 

Her  initial  office  visit  was  on  May  24,  1952,  at 
which  time  blood  pressure  was  124/60,  urine  nega- 
tive, and  weight  120  pounds.  On  July  5 the  patient 
had  mild  vaginal  bleeding.  She  was  kept  in  bed  and 


treated  as  a threatened  abortion  with  estrogens. 
On  July  23  she  was  seen  at  home  again.  Examina- 
tion at  this  time  revealed  the  following:  blood  pres- 
sure 140/80,  only  mild  spotting,  cervix  closed,  no 
history  of  passage  of  cysts,  urine  negative.  The 
uterus  was  the  size  of  a four  months  gestation,  a 
little  larger  than  her  period  of  amenorrhea  would 
indicate  but  not  considered  significant.  On  August 
1,  the  morning  of  admission,  the  patient  complained 
of  some  dyspnea  and  was  immediately  referred  to  the 
hospital. 

Examination  on  admission  revealed  an  acutely  ill, 
pale,  dvspneic  woman  with  blood  pressure  190  120, 
pulse  172,  and  temperature  99  F.  There  was  some 
dullness  at  the  left  base  of  the  lungs  with  many  rales, 
and  cardiac  rate  was  172  and  slightly  irregular; 
heart  sounds  were  weak.  There  was  no  tenderness 
or  rigidity  of  the  abdomen : the  uterus  was  the  size 
of  a six  months  gestation.  Vaginal  examination  was 
not  done  at  this  time.  The  impression  was  (1) 
hydatid  with  severe  toxemia,  (2)  chorioepithelioma 
to  be  ruled  out,  and  (3)  tachycardia  of  unknown 
origin. 

Immediate  medical  consultation  with  Dr.  G. 
Saland  gave  the  following  information:  patient 
anxious  and  pale;  blood  pressure  190/120;  heart  172 
with  gallop  rhythm,  sounds  of  good  quality  and  regu- 
lar: liver  and  spleen  not  felt:  dullness  at  both  lung 
bases  with  diminished  breath  sounds,  fremitus,  and 
no  rales;  edema  of  legs  and  ankles;  mass  in  abdomen 
(uterus).  Urine  showed  4 plus  albumin  with  many 
casts.  Electrocardiogram  revealed  sinus  tachycardia 
with  evidence  of  myocardial  damage.  Diagnosis 
was  pregnancy  with  hypertensive  heart  disease. 

Radiographic  examination  of  the  abdomen  on 
August  1 revealed  a very  large,  oval  area  of  increased 
density  in  the  pelvis  and  lower  abdomen  extending 
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riG.  1.  Giant  villus  with  central  hydropic  de- 
generation and  peripheral  trophoblastic  proliferation. 


Ito  the  level  of  the  second  lumbar  vertebral  segment 
knd  suggesting  enlargement  of  the  uterus  to  approxi- 
mately the  size  of  a six  months  gestation.  However, 
|there  was  no  evidence  of  fetal  parts  or  abnormal 
! ‘calcifications  within  this  oval  of  increased  density. 
|!X-ray  examination  of  the  chest  showed  increased 
jjand  accentuated  vascular  markings  in  both  lungs 
land  the  diaphragm  elevated  as  in  pregnancy.  The 
Weft  base  was  not  well  visualized. 

I On  the  following  morning  the  patient  was  critically 
ill.  Blood  pressure  was  220/120,  pulse  170,  and 
jlheart  sounds  of  poor  quality.  The  uterus  was 
I increasing  to  size  of  six  to  seven  months  gestation, 
much  larger  than  the  period  of  amenorrhea  would 
indicate.  No  fetal  heart  was  heard,  and  x-ray  re- 
vealed no  fetal  parts.  Active  vaginal  bleeding  had 
begun,  and  the  cervix  was  one  finger  dilated  with 
some  tissue  felt  in  the  os.  Urine  was  negative  for 
leucine  and  tyrosine,  but  numerous  granular,  hyaline, 
and  coarse  casts  were  seen.  Blood  nonprotein 
nitrogen  was  58.5  mg.  per  cent. 

Although  the  patient’s  condition  was  critical, 
active  vaginal  bleeding  called  for  immediate  empty- 
ing of  the  uterus.  Hysterotomy  rather  than  vaginal 
emptying  of  the  uterus  was  decided  upon  for  the 
following  reasons:  (1)  the  large  size  of  the  uterus, 
(2)  bleeding  would  be  more  easily  controlled,  (3) 
complete  evacuation  of  the  uterus  would  be  assured, 
and  (4)  gross  evidence  of  malignancy  with  myome- 
trial  invasion  would  be  evident. 

Under  cyclopropane  anesthesia  hysterotomy  was 
performed.  The  uterus  was  the  size  of  a seven 
months  gestation,  full  of  a large  amount  of  cystic, 


Fig.  2.  Trophoblastic  proliferation  at  the  periphery 
of  one  of  the  chorionic  villi. 


gelatinous  material  (hydatid).  Only  a small 
amount  of  blood  was  noted  in  the  uterine  cavity. 
Two  soft  lutein  ovarian  cysts  were  not  disturbed. 
No  invasion  of  the  uterine  wall  was  evident.  The 
uterus  was  emptied  of  the  hydatid  material,  and 
uterus  and  vagina  were  packed  with  plain  gauze.  A 
total  of  2,000  cc.  of  blood  was  given  during  and 
shortly  after  the  procedure. 

Pathology  report  was  as  follows:  Gross  examina- 
tion— Specimen  was  a reddish-pink  mass  of  placental 
and  membranous  tissue  measuring  16  by  15  by  5 cm. 
in  size  and  was  made  up  of  numerous  cysts,  the  largest 
of  which  measured  about  2 cm.  in  diameter.  The 
cysts  were  uniformly  thin  walled,  averaging  about  1 
to  2 mm.  in  thickness,  and  contained  mucoid,  cloudy 
fluid.  Microscopic  examination — Section  revealed 
immature  placental  tissue  showing  most  of  the  villi 
to  be  markedly  enlarged  and  some  of  them  gigantic 
(Fig.  1).  They  were  poorly  vascularized,  and  the 
larger  ones  exhibited  hydropic  degeneration  of  the 
stroma.  In  a few  areas  there  was  proliferation  of  the 
trophoblasts  forming  solid  sheets  of  cells  (Fig.  2). 
Diagnosis — Hydatidiform  mole. 

Laboratory  data  including  blood  counts,  uri- 
nalyses, and  results  of  Aschheim-Zondek  tests  are 
given  in  Tables  I,  II,  and  III.  Also  noted  were  the 
following:  On  August  4 blood  studies  revealed 

poikilocytosis,  macrocytes,  and  microcytes;  blood 
urea  nitrogen  was  35.8  mg.  per  cent.  The  patient’s 
blood  type  was  A,  Rh  positive. 

Immediately  after  operation  the  patient  was 
laced  in  an  oxygen  tent.  Therapy  consisted  of  a 
igh-protein,  low-salt  diet,  fluids  limited  to  1,500  cc. 
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TABLE  I. — Blood  Counts  During  First  and  Second  Admissions 


August  1 

August  4 

August  11 

October  16 

Red  blood  cells 
Hemoglobin 
White  blood  cells 
Segmented 
Lymphocytes 
Monocytes 

3,050,000 

70% 

16,900 

3,450,000 

78% 

14.300 

8.8 

11 

1 

4,100,000 

86% 

6,000 

3,500.000 

70% 

TABLE  II. — Urinaltses  During  First  and 

Second  Admissions 

August  4 

August  8* 

August  12 

October  14 

Color 

Amber 

Amber 

Yellow 

Yellow 

Specific  gravity 

1.012 

1 002 

Albumin 

3 plus 

2 plus 

Trace 

Trace 

Sugar 

Negative 

Negative 

Negative 

Negative 

Acetone 

Negative 

Negative 

Negative 

Negative 

Microscopic  examination 
Red  blood  cells  per 

high  power  field 

20  to  30 

4 to  6 

2 to  3 

2 to  4 

White  blood  cells  per 

high  power  field 

10 

Occasional 

None 

Epithelial  cells 

Occasional 

squamous 

Squamous 

Squamous 

Casts 

2 granular  per 
high  power  field 

Granular 

Granular 

* Catheterized  specimen. 


:• 


TABLE  III. — -Results  op  Quantitative  Aschheim-Zondek 
Tests 


Date 


Results 


August  8 
August  12 

4.000  mouse  units 

40.000  mouse  units 

100.000  mouse  units 

400.000  mouse  units 
September  25 
October  6 

4.000  units  1 

40.000  units 

100.000  units! 

400.000  units  J 
November  8 

1 .000  units  ! 

4.000  units 

40.000  units  [ 

100.000  units  | 

400.000  units] 


Positive 

Corpora  lulea  and  hemorrhagic  areas 
present 

Cystic  follicles  seen 
No  cystic  follicles 
No  cystic  follicles 
Negative 


No  evidence  of  increased  chorionic 
gonadotropic  production 


Negative  in  all  dilutions.  Several 
slightly  cystic  follicles  noted  but 
these  were  within  normal  limits 


the  first  twenty-four  hours  (except  for  blood),  and 
penicillin,  600,000  units  twice  a day.  Four  pints  of 
blood  were  given  in  the  first  twenty-four  hours. 
The  patient  showed  marked  improvement  in  her 
toxemic  symptoms  within  forty-eight  hours.  The 
edema  of  the  lower  extremities  markedly  diminished, 
blood  pressure  went  down  to  160/96  and  pulse  to  90. 
The  uterine  and  vaginal  packing  was  removed  on  the 
second  postoperative  day  with  no  vaginal  bleeding. 

The  abdominal  wound  healed  well  by  primary 
intention.  The  patient  continued  to  show  marked 
improvement  and  was  discharged  on  August  17,  the 
fifteenth  postoperative  day.  Examination  at  that 
time  revealed  the  uterus  to  be  the  size  of  a ten  weeks 
gestation;  the  lutein  cysts  were  smaller.  She  was 
to  be  observed  with  repeated  gonadotropic  titers. 

Re-examination  on  October  9 revealed  the  uterus 
to  be  about  the  size  of  an  eight  weeks  gestation. 
Small  ovarian  cysts  were  still  present.  Blood  pres- 
sure was  140/90,  and  urine  was  negative  for  albumin 
and  microscopically.  On  October  14  the  patient 
again  had  vaginal  bleeding  with  passage  of  large  clots 
and  was  readmitted  to  the  gynecologic  service  of  the 
hospital.  Dilatation  and  curettage  on  that  day  ob- 
tained a moderate  amount  of  greasy  material.  A 
uterine  sound  passed  to  a depth  of  41/-  inches. 


Pathology  report  was  as  follows:  Gross  specimen 
consisted  of  an  abundant  amount  of  pinkish- white 
tissue,  the  largest  of  which  measured  1 cm.  in  depth. 
Microscopic  sections  of  the  specimen  consisted  of 
small  fragments  of  decidual  tissue  and  endometrium 
in  which  the  glands  were  in  the  luteal  phase  with  a 
hemorrhagic  stroma.  Diagnosis:  decidua. 

Laboratory  data  for  this  admission  were  as  fol- 
lows: Urea  nitrogen  was  12.6,  sugar  104,  carbon 
dioxide  combining  power  60,  erythrocyte  sedimenta- 
tion rate  40  mm.  per  hour.  Electrocardiogram 
showed  sinus  tachycardia  with  myocardial  damage. 
Radiographic  examination  of  the  chest  showed  a 
small,  somewhat  round  area  of  increased  density  of 
unknown  etiology  in  the  pale  area  of  the  left  fourth 
interspace:  the  remaining  lung  fields  were  clear. 

The  patient  had  an  uneventful  course  in  the  hos- 
pital and  was  discharged  four  days  after  admission 
with  the  following  note:  Patient  not  bleeding,  feels 
well;  received  1,000  cc.  blood  for  secondary  anemia; 


discharged  improved. 

Examination  of  the  patient  on  November  20  re- 
vealed blood  pressure  138'90,  pulse  80,  urine  nega- 
tive for  albumin  and  casts.  The  uterus  appeared 
well  involuted,  about  normal  size,  anteverted,  and 
fieely  movable.  The  ovaries  were  of  normal  size. 


Summary 

1.  An  unusually  severe  and  fulminating  toxemia 
of  pregnancy  associated  with  hydatidiform  mole  is 
presented. 

2.  The  toxemia  was  of  such  severity  as  to  produce 
repeated  changes  in  the  electrocardiogram  indicative 
of  myocardial  damage. 

3.  The  pre-eclampsia  was  relieved  by  emptying 
the  uterus,  and  within  two  months  of  this  procedure, 
repeated  Aschheim-Zondek  tests  for  chorionic 
gonadotropin  were  negative. 
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BALL- VALVE  SYNDROME  CAUSED  BY  PRIMARY  CARDIAC  TUMOR 

jP.  F.  Madonja,  M.D.,  R.  Boggiano,  M.D.,  and  R.  Gubner,  M.D.,  Brooklyn,  New  York 
From  the  Department  of  Medicine,  Kings  County  Hospital ) 


"THE  clinical  picture  produced  by  a primary  cardiac 
neoplasm  is  very  variable,  but  the  diagnosis 
should  be  considered,  particularly  when  the  syn- 
irome  of  congestive  heart  failure  develops  rapidly 
Without  any  apparent  etiology.  The  following  case 
eport  illustrates  this  fact  and,  in  addition,  the 
inique  terminal  picture  of  a ball-valve  thrombus 
produced  by  the  herniation  of  the  tumor  through 
: he  mitral  valve. 

lase  Report 

D.  R.,  a forty-one-j  ear-old,  white  female,  was  ad- 
mitted to  Kings  County  Hospital  on  April  14,  1952, 
■omplaining  of  marked  dyspnea  and  peripheral 
■dema  of  six  months  duration.  The  patient  had 
>een  apparently  well  until  October,  1951,  when  she 
toted  the  onset  of  peripheral  edema  and  dyspnea 
ollowing  a bout  of  lobar  pneumonia.  The  symp- 
toms became  progressively  more  severe,  and  she  en- 
,ered  another  hospital  in  February,  1952,  with  these 
somplaints.  At  that  time  she  was  told  that  she  had 
i,  “weak  heart”  and  was  started  on  a therapeutic 
:ardiac  regime.  Nevertheless,  she  had  frequent  re- 
apses and  was  bedridden  at  home  for  one  month 
)rior  to  admission  to  Kings  County  Hospital.  Past 
listory  revealed  no  illnesses  prior  to  October,  1951. 
The  patient  had  three  normal  pregnancies  without 
tny  evidence  of  diminished  cardiac  reserve. 

Physical  examination  revealed  a markedly  emu- 
lated, white  female  who  appeared  chronically  ill 
md  who  was  in  acute  respiratory  distress  while 
itting  up  in  bed.  Blood  pressure,  temperature,  and 
julse  were  normal.  Pertinent  physical  findings  were 
listended  neck  veins,  moist  rales  at  the  base  of  the 
eft  lung,  flatness  to  percussion,  absent  breath 
lounds,  voice  sounds,  and  tactile  fremitus  in  the 
ower  half  of  the  right  lung.  The  heart  was  not  en- 
arged  on  percussion;  regular  sinus  rhythm  was  pres 
snt.  There  was  a diastolic  thrill  at  the  apex,  a 
;rade  2 systolic  murmur,  and  a rough  diastolic  mur- 
nur  at  the  apex.  Heart  sounds  were  distant  and  of 
)Oor  quality.  Liver  was  palpable  six  fingers  below 

I he  right  costal  margin  and  was  smooth  and  tender. 
Steady  pressure  on  the  liver  resulted  in  more  prom- 
nent  distention  of  the  neck  veins.  There  was  2 
flus  pitting  edema  of  the  anterior  abdominal  wall 
ind  4 plus  pitting  edema  of  the  extremities.  Im- 
jression  at  the  time  of  admission  was  rheumatic 
leart  disease  with  marked  congestive  failure  or  con- 
strictive pericarditis. 

Electrocardiogram  taken  on  admission  was  read 
is  low  voltage,  myocardial  damage,  and  ventricular 
•xtrasystoles.  X-ray  of  the  chest  taken  on  April  16, 
952,  revealed  the  lower  third  of  the  right  lung  field 
o be  obscured  by  fluid,  minimal  amount  of  fluid  at 
he  left  base,  and  slight  enlargement  of  the  heart. 
Cardiac  esophagram  revealed  posterior  displacement 
if  the  lower  third  of  the  esophagus.  On  April  23 

Iepeat  x-ray  showed  minimal  amount  of  fluid  in 
>oth  lung  bases.  A kymogram  on  April  30  was  re- 
ported as  showing  slightly  diminished  pulsations  of 
he  visualized  portion  of  the  left  cardiac  border.  Re- 
naming laboratory  findings  were  hemoglobin  12 
! lm.  per  100  cc.,  white  blood  cell  count  8,000  per  cu. 
nm.  with  a normal  differential  count,  urine  showed  2 
ilus  albumin  and  was  otherwise  normal.  Venous 


pressure  was  215  mm.  of  water;  circulation  time, 
arm  to  tongue,  with  decholin  was  thirty  seconds. 
Liver  chemistries  showed  a 1 plus  cephalin  floccula- 
tion, an  icteric  index  of  15  units,  total  protein  of  6.7 
per  cent,  albumin  4.6  per  cent,  globulin  2.1  per  cent, 
alkaline  phosphatase  2.2  mg.  per  cent,  prothrombin 
time  of  16.3  seconds  with  a control  of  13.6  seconds. 
Mazzini  test  was  negative,  urea  45  mg.  per  cent, 
fasting  blood  sugar  90  mg.  per  cent. 

On  bed  rest  and  strict  cardiac  regime  the  patient 
improved  markedly,  and  by  the  fourth  hospital  day 
she  was  allowed  out  of  bed  in  a wheelchair.  It  was 
noted  by  several  observers  that  the  cardiac  murmurs 
heard  on  admission  varied  in  quality  and  intensity 
from  day  to  day  and  at  times  were  even  absent.  On 
May  2,  1952,  the  patient  suddenly  became  markedly 
dyspneic,  cold,  and  clammy,  with  mottled  cyanosis 
of  the  body.  Blood  pressure  and  radial  and  femoral 
pulses  were  not  obtainable.  Patient  was  conscious 
initially  and  complained  of  no  pain  but  became 
comatose  in  a period  of  ten  minutes.  At  this  time 
examination  of  lungs  revealed  pulmonary  edema. 
There  was  regular  sinus  tachycardia  of  160  per 
minute  with  a loud,  grade  III  systolic  murmur  and 
loud  rough  diastolic  murmur  at  apex.  Diagnosis  of 
a ball-valve  thrombus  was  made  because  of  the  sud- 
den onset  of  shock  and  the  change  in  apical  mur- 
murs. The  etiology,  however,  was  not  suspected. 
Patient  was  treated  with  intravenous  digitalis,  nor- 
epinephrine, and  oxygen  but  expired  three  hours 
later. 

On  postmortem  examination  heart  weighed  410 
Gm.  A polypoid  tumor  mass  was  found  which  arose 
from  the  wall  of  the  left  atrium  just  below  fossa 
ovalis,  measuring  2 cm.  long  and  3/4  cm.  wide.  The 
tumor  protruded  through  the  mitral  orifice  into  the 
left  ventricle.  At  its  base  there  were  two  small 
polypoid  outgrowths  measuring  4 by  4 mm.  each. 
The  left  ventricle  was  2 cm.  thick  and  the  right 
ventricle  V2  cm.  thick.  Coronary  vessels  were  in- 
tact. Microscopic  examination  revealed  the  tumor 
to  be  a fibromyxoma  with  no  evidence  of  hemorrhage 
present.  There  was  fluid  in  both  lungs  and  in  the 
abdominal  cavity. 

Comment 

Of  the  primary  cardiac  tumors  of  the  heart  myx- 
oma is  the  most  common,  constituting  nearly  50 
per  cent;  approximately  200  cases  of  this  tumor  have 
been  reported.  About  75  per  cent  were  located  in 
the  left  atrium,  the  next  most  frequent  location 
being  the  right  atrium.1 

In  cases  of  myxoma  of  the  left  atrium  transient 
interference  •with  peripheral  circulation,  signs  of 
mitral  stenosis,  syncope  on  standing,  and  short 
periods  of  coldness  and  cyanosis  of  the  extremities 
have  been  observed.2,3  Usually,  in  spite  of  physical 
findings  compatible  with  mitral  stenosis,  no  history 
of  rheumatic  fever  is  present,  congestive  heart 
failure  is  progressive  with  little  or  no  response  to 
digitalis,  and  murmurs  may  change  remarkably 
with  changes  in  posture.4  Other  cases  present 
themselves  with  neurologic  signs,6  peripheral  em- 
bolization,6 and  others  have  had  no  symptoms  ref- 
erable to  the  cardiac  system  at  all,  the  tumor  being 
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found  incidently  at  postmortem  examination.7 
Sudden  death  occurs  frequently  in  this  condition. 

In  some  cases  rapid  and  unexpected  exitus  is  be- 
lieved not  to  be  due  to  sudden  herniation  of  the 
polypoid  tumor  through  the  mitral  orifice,  as  in  the 
case  reported,  but  rather  to  sudden  increase  in  size 
of  the  tumor  already  present  in  the  mitral  valve  due 
to  hemorrhage  into  it.7 

This  case  presented,  in  addition  to  intractable 
cardiac  failure  and  changing  cardiac  murmurs,  a 
terminal  picture  of  ball-valve  thrombus,  which  was 
recognized,  but  whose  etiology  was  not  suspected. 
In  such  cases  where  death  does  not  immediately 


follow,  the  diagnosis  of  neoplasm  should  be  enter- 
tained, and  the  possibility  of  surgical  intervention 
considered. 
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UNUSUAL  INGUINAL  HERNIA  IN  INFANCY 
Albert  E.  Roberto,  M.D.,  Yonkers,  New  York 


"THE  purpose  of  this  paper  is  to  present  a report  of 
a most  unusual  type  of  hernia  occurring  in  a 
five-week-old  infant. 

Inguinal  hernia  is  a common  condition  frequently 
occurring  because  of  faulty  development.  Failure 
of  the  peritoneal  canal  to  become  obliterated  results 
in  a condition  favorable  to  the  occurrence  of  in- 
direct inguinal  hernia.  In  the  female  peritoneal 
pockets,  remnants  of  the  processus  vaginalis  are 
frequently  present  and  predispose  to  indirect  in- 
guinal hernia.  Many  cases  of  hernia  in  the  female 
containing  various  pelvic  organs  are  recorded. 
Review  of  the  recent  literature  fails  to  reveal  any 
cases  of  sliding  inguinal  hernia  with  portions  of  the 
internal  genitalia  making  up  one  wall  of  the  sac. 
Such  a case  was  treated  recently  on  the  Surgical 
Service.  U.S.  Army  Hospital,  Camp  Chaffee. 
Arkansas,  and  in  view  of  its  unusual  nature  it  was 
felt  to  be  worth  reporting. 

Case  Report 

L.  S.  C.  was  admitted  to  the  U.S.  .Army  Hospi- 
tal. Camp  Chaffee.  Arkansas,  on  October  20.  1952. 
The  history  obtained  from  the  mother  revealed  that 
this  five-week-old  female  infant  had  developed  a 
mass  in  the  right  groin  one  week  prior  to  admission 
The  history  was  otherwise  negative,  there  having 
been  no  vomiting,  constipation,  diarrhea,  or  irri- 
tability. The  parents  had  been  unable  to  reduce 
the  mass.  The  child  was  seen  at  another  Army 
hospital,  and  because  the  mass  was  irreducible,  the 
baby  was  transferred  to  this  hospital  for  therapy. 
The  family  and  birth  histories  were  normal. 

Physical  examination  revealed  a well-developed, 
well-nourished  female  infant  with  mass  in  the  right 
inguinal  region  measuring  approximately  3 cm.  in 


greatest  diameter.  The  mass  felt  cystic  and  was  ir- 
reducible. Palpation  of  the  mass  (fid  not  appear  to 
cause  the  child  any  discomfort.  The  remainder  of 
the  physical  examination  was  negative. 

The  patient  was  taken  to  surgery  on  October  21. 
The  findings  in  surgery  revealed  a large,  indirect 
inguinal  hernia  with  the  sac  in  the  right  inguinal 
canal.  The  sac  was  opened,  and  it  was  found  to  con- 
tain the  uterus  and  both  tubes  and  ovaries  which 
formed,  along  with  the  bladder,  the  anteromedial 
wall  of  the  hernial  sac.  The  hernial  sac  was  re- 
duced. and  the  superior  lateral  border  was  closed 
over  the  internal  ring  to  the  peritoneum  and  trans- 
versalis  fascia.  The  conjoined  tendon  was  approxi- 
mated to  the  inguinal  ligament  with  a single,  number 
2 chromic  catgut,  the  external  oblique  aponeurosis 
was  imbricated,  and  the  skin  was  closed  with  plain 
catgut  sutures. 

It  is  likely  that  faulty  development  of  the  round 
ligament  was  responsible  for  this  anomaly.  Ab- 
normal shortening  of  the  chorda  gubemaculi  and  the 
ligamentum  labiale,  which  fuse  to  form  the  round 
ligament,  could  result  in  this  type  of  sliding  hernia 
Other  possibilities  are  available,  but  this  explanation 
seems  most  reasonable  to  the  author.  Because  of 
the  rarity  of  the  condition  the  course  of  therapy  was 
equivocal.  Because  of  the  age  of  the  patient  it  was 
felt  judicious  to  avoid  a second  incision  with  internal 
repair  of  the  sliding  defect.  The  future  course  of 
the  patient  with  regard  to  recurrence  of  the  hernia, 
position,  and  function  of  the  internal  genitalia  will 
judge  the  merits  of  the  procedure  utilized. 

Summary 

This  case  of  sliding  hernia  in  a five-week-old  in- 
fant with  uterus,  adnexa,  and  bladder  making  up  one 
wall  of  the  sac  is  presented  because  of  the  unusual 
anatomic  findings. 


Pediatricians  eat  because  children  don't.- — M.  A.  Perl-stein 


MONILIAL  INFECTION  OF  THE  TONSIL 

Ira  S.  Witchell,  M.D.,  New  York  City 


VfONILIASIS  occurs  most 
mouth,  vagina,  skin,  and 


commonly  in  the 
nails.  Cases  have 


been  reported  in  the  bronchi  and  lungs  and  in- 
frequently in  the  meninges  and  endocardium. 
Moniliasis  is  seen  most  commonly  by  the  pediatric, 
gynecologic,  and  dental  practitioners.  Of  the 
various  strains  of  Moniliae  only  Monilia  albicans, 
called  Candida  albicans  by  microbiologists,  is  com- 
monly pathogenic  for  man. 

Jackson  and  Jackson1  briefly  mention  the  occur- 
rence of  monilial  infections  on  the  lingual  and  faucial 
tonsils  and  pharyngeal  lymphoid  nodules  of  adults. 
In  a review  of  the  literature  for  the  past  ten  years  only 
two  articles  could  be  found  reporting  cases  involving 
the  pharynx  in  adults.  In  Kelly’s  series  of  ten 
cases2  no  specific  case  of  tonsillar  infection  is  cited. 
Tumulty  and  Michael,3  reporting  18  cases  in  young 
soldiers,  list  five  in  which  the  monilial  infection  was 
either  primary  or  predominant.  In  these  cases  there 
were  symptoms  of  pain  and  discomfort  and  slight 
fever.  The  lesions  were  on  the  tonsils,  palate, 
uvula,  and  pharyngeal  wall. 

This  case  is  reported  because  the  lesions  were 
restricted  to  the  tonsillar  crypts,  and  a therapeutic 
response  was  obtained  by  using  sodium  caprylate 
solution  after  other  medications  had  failed  to  effect 
a cure. 

Seltzer  and  Bender4  tested  various  concentra- 
tions of  formaldehyde,  iodine,  peroxide,  chlorinated 
soda,  sodium  propionate,  2,4,D,  and  dithane  D-14, 
against  pure  cultures  of  Candida  albicans  and  con- 
cluded “only  aqueous  iodine  solutions  at  concen- 
trations above  0.1  per  cent  can  possibly  be  employed 
clinically.”  Formaldehyde,  chlorinated  soda,  and 
dithane  D-14  were  also  effective  but  in  concentra- 
tions above  tissue  tolerance. 

Keenej'6  first  reported  the  use  of  sodium  caprylate 
in  vivo.  He  used  a 20  per  cent  solution  of  sodium 
caprylate  adjusted  to  a pH  7.4  with  excellent  re- 
sults. Cohen  and  Persky6  used  a 10  per  cent 
aqueous  solution  of  sodium  caprylate  in  12  cases 
of  thrush  in  infants  and  obtained  rapid  clearing  of 
the  lesions. 


There  was  no  bleeding  after  removal.  The  exudate 
was  not  confluent.  A smear  was  taken,  and  the 
organism  was  reported  as  “fungi  mycelium.”  A 
chest  x-ray  was  reported  normal.  Routine  blood 
and  urine  examinations  showed  no  abnormal  find- 
ings. 

The  tonsil  crypts  were  thoroughly  swabbed  with  a 
solution  of  3 per  cent  iodine  in  glycerin  daily  for 
three  weeks.  Slight  improvement  was  noted,  but 
while  the  patient  was  still  under  treatment,  the  ton- 
sil crypts  again  became  filled  with  the  cheesy 
material.  On  July  16  the  patient  was  given  300,000 
units  of  procaine  penicillin  intramuscularly,  and 
the  tonsils  were  swabbed  with  1 per  cent  gentian 
violet  solution.  The  swabbing  with  gentian  violet 
was  repeated  daily  by  the  patient’s  husband. 
Improvement  was  noted,  but  again,  while  still 
under  treatment,  the  lesions  recurred.  On  culture 
of  the  material  the  organism  was  identified  as 
Monilia  albicans.  Gentian  violet  swabbing  was 
continued  until  November  1.  At  that  time  treat- 
ment was  started  with  a 20  per  cent  solution  of 
sodium  caprylate  adjusted  to  a pH  of  7.4.  The 
patient’s  husband  swabbed  the  tonsil  crypts  with 
the  solution  three  times  daily.  Twice  a week  the 
crypts  were  cleaned  and  the  solution  applied. 
After  one  month  the  left  side  was  clear,  and  treat- 
ment was  continued  on  the  right  side  only.  One 
month  later  the  right  side  was  clear  except  for  a 
single  island.  This  cleared  after  three  weeks  of 
daily  applications  of  the  sodium  caprylate  solution. 
There  has  been  no  recurrence  of  the  monilial  in- 
fection in  the  year  since  treatment  was  discon- 
tinued. Throughout  the  entire  period  the  patient 
was  symptom  free. 

Summary 

A case  of  Monilia  albicans  infection  of  the  tonsil 
is  presented.  The  lesions  were  confined  to  the 
crypts  of  the  faucial  tonsils.  The  patient  was  an 
adult  female  in  excellent  general  physical  condition. 
No  local  or  general  symptoms  were  present.  Treat- 
ment with  iodine  in  glycerin  solution  and  with 
gentian  violet  was  not  effective.  Applications  of 
20  per  cent  sodium  caprylate  solution  caused  the 
disappearance  of  the  lesions. 

2021  Grand  Concourse 


Case  Report 

I.  S.,  a fifty-eight-year-old,  married  female,  was 
first  seen  on  June  4,  1951.  She  was  in  good  general 
physical  condition.  Her  past  history  contained 
nothing  relevant  to  the  present  illness.  On  May  3, 
1951,  she  had  a mild  sore  throat.  This  improved 
rapidly  with  hydrogen  peroxide  gargles.  She  came 
in  for  examination  because  she  saw  "white  spots” 
in  her  throat.  Examination  of  the  throat  revealed 
the  follicles  of  both  tonsils  to  be  filled  with  cheesy 
material  which  could  be  expressed  with  difficulty. 
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Education  is  what  remains  ivhen  ice  have  forgotten  all  that  we  have  been  taught. — George 
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Editor's  Note:  The  following  article  by  Miss  Xesbit,  devoted  to  the  institution  which  she 
so  capably  heads,  will  make  clear  to  our  readers  the  rich  library  facilities  available  to  physi- 
cians in  our  State  and  drive  home  the  difference  between  this  State-supported  medical  library 
in  Albany  and  the  line  collections  of  the  King’s  County  Medical  Society  which  constitute  the 
official  library  of  our  State  Medical  Society.  Physicians  desiring  to  contribute  material  to 
these  pages  on  the  history  of  medicine  in  New  York  State  will  find  the  staffs  of  both  these  li- 
braries most  cooperative. 


NEW  YORK  STATE  MEDICAL  LIBRARY 

Maude  E.  Nesbit,  Albany,  New  York 
( Medical  Librarian,  New  York  Stale  Medical  Library) 


JUST  shortly  over  sixty-two  years  ago,  in  May, 
1891,  the  physicians  of  the  State  of  New 
York,  through  the  Board  of  Regents  of  the  Uni- 
versity, pioneered  in  a new  ventur  e in  medical  li- 
brary service  in  the  establishment  by  legislative 
enactment  of  the  New  York  State  Medical  Li- 
brary. This  library  was  at  that  time  unique  in 
two  particulars:  first,  by  being  the  only  medical 
library  in  the  country  supported  wholly  by  legis- 
lative appropriation  and,  second,  by  being  among 
the  earliest  of  libraries,  aside  from  the  legal  collec- 
tions, to  fall  into  the  group  of  now  numerous  spe- 
cial libraries.  Its  purpose  was  to  serve  the  mem- 
bers of  the  medical  profession  of  the  entire  State. 

Laws  of  the  State  of  New  York  passed  at  the  one 
hundred  & fourteenth  session  of  the  Legislature  . . . 
1891. 

Chap.  377  (p.  722) 

“An  act  to  provide  for  the  acceptance  and  care, 
by  the  regents  of  the  university,  of  the  medical 
library  donated  to  the  state  by  the  Albany  medical 
college. 

“Section  1.  The  sum  of  five  thousand  dollars  is 
hereby  appropriated  out  of  any  money  in  the 
treasury  not  otherwise  appropriated,  to  be  paid 
by  the  treasurer  . . . for  the  necessary  expenses  of 
providing  suitable  shelving  and  furniture  to  re- 
ceive the  medical  library  offered  to  the  state  by 
the  Albany  medical  college,  and  for  the  necessary 
expenses  of  shelving,  arranging  and  cataloguing  the 
said  library. 


“Section  2.  The  said  medical  library  shall  be  a 
part  of  the  New  York  state  library"  under  the  same 
government  and  regulations  and  shall  be  open  for 
consultation  to  every  citizen  of  the  state  at  all 
hours  when  the  state  law  library  is  open  and  shall 
be  available  for  borrowing  books  to  every'  accred- 
ited physician  residing  in  the  state  of  New  York, 
who  shall  conform  to  the  rules  made  by  the  re- 
gents for  insuring  proper  protection  and  the  larg- 
est usefulness  to  the  people  of  the  said  medical  li- 
brary.” 

As  a nucleus,  the  few  medical  works  already  in 
the  State  Library"  were  combined  with  the  Li- 
brary' of  the  Albany  Medical  College  (about  2,500 
volumes  and  3,600  pamphlets),  donated  as  a whole 
to  the  State  Library'  on  the  understanding  that 
students  of  that  institution  should  have  access  to 
the  entire  collection.  The  Medical  College  at  that 
time  was  located  only'  a short  distance  from  the 
Library',  and  the  reading  rooms  were  used  by’  the 
students.  The  College  later  moved  into  its  pres- 
ent quarters  adjacent  to  the  Albany'  Hospital  and 
established  its  own  library’.  At  present  the 
College  operates  messenger  service  three  days  a 
week  between  the  two  libraries.  It  is  interesting 
to  note  that  even  this  small  nucleus  was  started 
byr  legislative  appropriation,  as  evidenced  by  the 
following  excerpt  from  the  Laws  of  1841,  chapter 
221,  section  1. 

“The  treasurer  shall  pay,  on  the  warrant  of  the 
Comptroller,  the  sum  of  five  thousand  dollars  a 
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year  for  three  years,  from  the  income  of  the  United 
States  deposit  fund,  to  the  trustees  of  the  Albany 
Medical  College,  to  be  expended  for  additions  and 
improvements  to  the  college  buildings,  museum, 
chemical  and  philosophical  apparatus,  and  for  the 
purchase  of  a library.” 

The  original  appropriation  by  the  Legislature 
in  1891  was  for  the  sum  of  $5,000  for  “the  neces- 
sary expenses  of  providing  suitable  shelving  and 
furniture  to  shelve  this  collection.”  The  amount 
appropriated  in  succeeding  years  was  much 
smaller,  and  it  was  not  until  August,  1895,  that  a 
second  appropriation  of  the  same  amount  was 
available  for  the  purchase  and  cataloging  of  new 
books  and  periodicals.  With  this  limited  finan- 
cial support  and  the  generous  gifts  from  interested 
physicians,  the  librarian  was  able  to  report  in 
1896  that  there  were  6,856  volumes  in  the  collec- 
tion and  that  many  American  and  foreign  periodi- 
cals had  been  added.  History  states  that  in  1895 
“in  order  to  use  the  appropriation  to  the  best  ad- 
vantage, the  Regents  appointed  Doctors  Charles 
E.  Jones,  Samuel  B.  Ward,  and  Willis  G.  Tucker 
as  a medical  library  council  to  advise  on  the  se- 
lection of  books.”  Later  Drs.  Albert  Vander 
Veer,  Henry  Hun,  G.  E.  Gorham,  A.  W.  Elting, 
L.  W.  Gorham,  and  J.  L.  Bendell,  among  others, 
served  on  this  council.  Just  when  the  council 
lapsed  is  unknown,  but  probably  it  became  more 
difficult  for  the  busy  physicians  to  have  time  for 
the  scheduled  monthly  meetings,  and  they  were 
asked  only  to  approve  special  purchases. 

By  1910  the  number  of  volumes  had  increased 
to  about  20,000  and  the  Medical  Library  re- 
ceived over  300  serial  publications.  The  story 
of  the  capitol  fire  in  March,  1911,  which  almost 
totally  destroyed  the  State  Library,  need  not  be 
retold.  The  destruction  of  the  Medical  Library 
was  complete  since  there  was  no  salvage  beyond  a 
few  badly  damaged  volumes  of  periodicals.  The 
physicians  of  Albany  immediately  provided  a 
small  room  in  a nearby  building,  and  through  pur- 
chase and  gifts  the  restoration  was  started.  The 
New  York  Academy  of  Medicine  offered  its  col- 
lection of  duplicates  of  over  16,000  volumes  at  a 
very  nominal  cost.  The  entire  library  of  Dr. 
Willis  Goss  Macdonald  and  over  1,800  volumes 
from  Dr.  Albert  Vander  Veer  with  dozens  of  lesser 
gifts  from  other  physicians  and  libraries  we-e  re- 
ceived. This  small  room  was  kept  open  for  read- 
ers while  the  labor  of  checking  and  preparing  this 
material  went  on.  Tire  State  Library  was  moved 
into  the  Education  Building  upon  its  completion 
in  1912.  In  January,  1913,  the  Medical  Library 
opened  new  reading  rooms  with  about  1 2,000  vol- 
umes ready  for  use  and  receiving  currently  more 
than  500  serials. 

In  the  forty  years  since  that  time  the  collec- 
tion has  grown  until  at  present  it  numbers 


around  64,000  bound  volumes,  including  mono- 
graphs, textbooks,  and  bound  journal  volumes 
and  receives  currently  over  750  serial  publica- 
tions. In  addition,  as  a depository  library  for  the 
publications  of  the  Federal  government  and 
through  gift  and  exchange  from  health  and  wel- 
fare departments  of  states  and  cities,  as  well  as 
many  foreign  countries,  the  Medical  Library  has 
a comprehensive  document  collection.  Even 
these  statements  are  misleading  regarding  the  re- 
sources of  the  Library  because,  being  a section  of 
the  State  Library,  many  related  works  included 
in  other  medical  libraries  are  classed  under  the 
decimal  classification  in  the  General  Library,  al- 
though they  are  readily  available  for  study  and 
lending. 

Due  to  the  generosity  of  physicians  and  medical 
libraries  over  the  country  and  to  far-seeing  plan- 
ning by  those  in  charge  of  this  rebuilding  of  the 
collection,  the  Library  is  fortunate  in  having  com- 
plete or  almost  complete  sets  of  the  valuable  peri- 
odicals, foreign  and  American,  that  are  so  neces- 
sary for  any  research  but  which  are  now  practi- 
cally impossible  to  obtain. 

The  collection  of  the  State  Medical  Library  in- 
cludes, in  addition  to  medicine  and  surgery,  lit- 
erature in  the  fields  of  dentistry,  nursing,  phar- 
macy, and  veterinary  medicine.  Because  it  is  sup- 
ported by  public  funds,  large  amounts  of  money 
can  seldom  be  used  to  purchase  expensive  and  rare 
editions.  However,  at  various  times  through 
gift  or  purchase  the  Library  has  been  fortunate 
in  acquiring  among  other  rare  items  a very  fine 
copy  of  the  1555  edition  of  the  Fabrica  de  Hu- 
mane Corporis  by  Vesalius  as  well  as  some  early 
editions  of  the  works  of  Pare.  The  Library  is 
especialljr  interested  in  publications  by  New 
York  physicians  and  books  relating  to  the  history 
of  medicine  with  emphasis  on  New  York  men. 
Since  there  were  many  books  in  the  Library  on 
medical  botany,  an  attempt  has  been  made  to 
increase  this  collection  with  the  result  that  it 
now  numbers  around  300  volumes,  many  of  which 
are  very  early  herbals.  The  study  of  the  use  of 
herbs  in  medicine,  as  well  as  in  the  home,  has  in- 
creased during  recent  years,  and  as  this  collection 
becomes  known,  more  and  more  use  is  being  made 
of  it.  The  Library  has  a special  interest  also  in 
literature  regarding  the  early  epidemics  of  chol- 
era and  yellow  fever. 

As  the  size  of  the  collection  has  increased,  so 
has  the  use  of  the  Library.  Registered  borrowers 
in  all  but  eight  of  the  62  counties  of  the  State 
have  borrowed  books  and  periodicals  over  the 
past  few  years.  The  growth  of  local  medical  li- 
braries, institutional  or  supported  by  local  socie- 
ties and  having  trained  or  partially  trained  li- 
brarians, has  made  it  possible  for  more  doctors  to 
have  access  locally  to  small  working  collections 
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and  indexing  tools.  Requests  for  additional  help 
and  literature  needed  from  the  larger  library  are 
handled  by  the  local  library.  This  trend  should 
continue.  These  smaller  libraries  would  in  most 
cases  have  space  only  for  a working  collection  and 
should  depend  on  the  State  Library  for  expensive 
sets  of  periodicals  or  less  used  texts. 

The  New  York  State  Medical  Library  offers 
invaluable  facilities  to  the  medical,  dental, 
nursing,  and  allied  professions,  as  well  as  to 
governmental  officers  and  the  interested  public. 
A trained  staff  of  librarians  is  ready  to  serve  in 
answering  questions,  making  research  materials 
available,  and  aiding  in  the  use  of  the  facilities 
for  professional  reference  as  far  as  limitations  of 
time  and  staff  will  allow. 

We  should  like  to  stress  particularly  our  serv- 


ices to  physicians  in  small  communities  and 
rural  areas  where  existing  facilities  may  not  be 
adequate  for  their  needs. 

Books,  periodicals,  and  other  items  of  the 
collection  may  be  borrowed  by  resident  doctors, 
dentists,  nurses,  public  health  officers,  and  other 
professional  persons.  A limitation  of  ten  volumes 
will  be  imposed  on  individual  borrowers.  Hospi- 
tals, medical  colleges  and  libraries,  laboratories, 
and  similar  institutions  are  limited  to  25  volumes. 
Books  may  be  kept  for  four  weeks,  periodicals  j 
for  two  weeks.  All  such  loans  are  subject  to  | 
recall  if  required  for  emergency  use.  Prompt 
return  of  loans  and  care  in  wrapping  are  essential  ' 
for  continued  borrowers’  privileges.  Return 
postage,  library  book  rate,  must  be  paid  by  I 
borrowers. 


ANNOUNCEMENT 

PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  10  to 
14,  1954,  in  New  York  City. 

The  Lucien  Howe  Prize  of  S100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “ to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2, 1951,,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

R.  Townley  Paton,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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THE  DOCTOR 
IN  CIVIL  DEFENSE 


Medical  Defense  Committee  of  the  Medical  Society  of  the  State  of  New 
York  and  the  Office  of  Medical  Defense,  New  York  State  Department 

of  Health 

J.  G.  Fred  Hiss,  M.D.,  Syracuse,  New  York,  Editor 


THE  LITTER-COT 


After  an  atomic  bombing  there  will  be  so  many 
injured  people  needing  a doctor’s  immediate  atten- 
tion that  speed  will  be  of  utmost  importance. 
Minutes  saved  may  mean  lives  saved.  Physicians 
should  learn  beforehand  about  the  supplies  which 
are  being  stockpiled  by  the  State  and  Federal 
governments  for  their  use. 

The  litter-cot  is  one  item  which  is  new  to  the 
medical  field  and  has  been  developed  by  New  York 
State  Civil  Defense  personnel  to  fit  particularly  a 
disaster  situation  in  which  there  are  mass  casualties 
and  a shortage  of  supplies.  As  its  name  implies, 
the  litter-cot  serves  both  as  a litter  and  a cot. 
Litter-cots  can  also  be  placed  in  tiers,  one  on  top  of 
another  (Fig.  1).  Not  only  does  the  litter-cot  make 
floor  space  in  buildings  and  vehicles  twice  or  thrice 
as  useful,  but  in  an  atomic  disaster  it  also  makes  it 
unnecessary  to  move  the  injured  person  once  he  has 
been  placed  on  the  litter-cot  by  medical  aides  in  the 
field. 

As  the  injured  person  progresses  from  the  site 
where  he  is  found  in  the  field  to  an  aid  station,  from 
there  to  a hospital,  and  then  perhaps  on  a train  to  a 
distant  hospital,  he  remains  at  all  times  on  the  same 
litter-cot.  When  the  legs  are  folded  up,  it  serves 
as  a litter  for  carrying,  and  when  the  legs  are  ex- 
tended, it  serves  as  a cot. 

The  litter-cot,  when  used  to  carry  an  injured 
person,  will  usually  be  carried  by  four  persons.  In 
some  circumstances,  such  as  a long  and  difficult 
carry,  it  may  be  advisable  to  use  six  persons. 

Litter-cots  have  restraint  straps  which  can  be 
fastened  over  the  patient  during  a long  or  bumpy 
carry  or  a carry  on  a slope.  In  the  field,  if  the  carry 
is  long  and  the  way  is  reasonably  clear  of  rubble,  the 
litter-cot  may  be  carried  with  the  legs  down.  The 
stretcher  team  can  then  rest  on  the  way  by  lowering 
the  litter-cot  to  the  ground.  When  they  are  ready 
to  go  on,  they  need  only  raise  the  litter-cot  a few 
inches. 

Although  the  carrying  and  moving  of  litter-cots 
will  be  done  by  medical  aides  or  untrained  volunteers, 
the  physician  should  know  how  to  use  the  litter-cot 
so  that  he  may  show  untrained  persons  if  necessary. 

The  legs  of  the  litter-cot  are  lowered  or  raised  by 


Fig.  1.  Litter-cots  placed  in  two-high  tier. 

Handle 
Bond  or  collar 
Side  pole 
Canvas 
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Insert  hole 
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Foot 

Unlocking 
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Fig.  2.  Mechanism  of  legs  of  litter-cot. 

pressing  the  button  at  the  hinge,  which  unlocks  the 
leg  (Fig.  2).  In  order  to  set  one  litter-cot  on  an- 
other, the  feet  of  one  litter-cot  are  set  over  the  bands 
or  collars  of  another.  To  lock  them  firmly  in  place 
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if  the  upper  litter-cot  contains  a patient,  it  is  neces- 
sary to  lift  the  side  poles  at  the  middle.  This  pro- 
cedure will  cause  the  feet  to  move  into  the  proper 
position  and  lock  automatically. 

In  a disaster  situation  there  will  be  a shortage  of 
time,  transportation  will  be  scarce,  roads  crowded. 
Even  a small  panel  truck,  however,  can  help  move 
the  injured  swiftly  when  loaded  with  two  tiers  of 
litters.  To  keep  tiered  litter-cots  steady  against 
the  side  of  a truck  while  in  motion,  a transport  cx- 
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tension  brace  is  used.  If  litter-cots  are  loaded  two- 
high.  two  braces  are  used,  one  at  each  end  of  the 
upper  litter-cots.  If  litter-cots  are  loaded  three- 
high.  four  braces  are  used  at  each  end  of  the  highest 
and  lowest  litter-cots. 

The  litter-cot  is  an  important  advance  in  the 
treatment  of  mass  casualties  since  it  will  save 
precious  space  in  hospitals  and  trucks.  The  use  of 
the  litter-cot  will  contribute  greatly  to  the  swift 
movement  of  the  injured  and  the  saving  of  lives. 


Special  Article 


UNITED  MEDICAL  SERVICE,  INC — THE  DOCTORS'  PLAN” 

Part  IV — Claim  Statements  and  Their  Payment 

Chas.  Gobxkjk  Hetd,  M.  D.,  New  York  City 

(Chairman.  Board  of  Directort.  United  Medical  Service.  Inc.) 


\\  "r  HEX  a physician  signs  a Statement  of  Claim 
’ ’ and  Medical  Report  of  CMS.  be  assumes  a “gal 
responsibility.  UMS  will  not  accept  any  mutilated 
or  changed  claim  statements,  and  the  doctor  should 
note  carefully  that,  over  his  signature,  he  declares: 


We  find,  unfortunately,  that  in  some  cases  the 
doctor  does  not  deposit  UMS  checks  in  his  personal 
account  but  makes  them  payable  to  a hospital. 
Here.  again,  there  are  certain  legal  implications  and 
responsibilities.  There  is  the  angle  that  the  doctor 


I,  a Duty  Licensed  Physician,  personally  performed  the  ahost  services.  Mj 
fee  as  shown  above  (check  one)  ~ HAS  jQ|  HAS  NOT  been  paid  to  me. 


SIGN*, 

HERE^  MD 


DATE 


YOUR  UMS 
CODE  NUMBER 


Such  a claim  statement  is  treated  promptly  and 
pro  forma,  and  the  doctor  receives  a UMS  check  in  a 
few  days;.  Now  enters  the  question  of  personal  re- 
sponsibility. If  the  doctor  did  not  actually  and 
personally  perform  the  services  and  alleges  that  he 
did.  he  obtains  money  for  services  under  false  pre- 
tenses. He  has  certified  above  his  signature  that  he 
personally  rendered  the  services,  and  it  is  capable  of 
proof  in  court  as  to  whether  he  did  or  did  not  per- 
sonally perform  the  services.  If  he  received  money 
for  services  he  did  not  perform,  then  there  are  grave 
legal  possibilities  in  store  for  him.  The  moment  a 
check  is  made  out  to  a doctor,  a notation  is  made  for 
the  record.  It  - Adigatory  for  UMS  to  report  all 
amounts  over  !k>00  received  by  any  phyacian  in  any 
year  to  the  Bureau  of  Internal  Revenue.  Therefore, 
it  behooves  the  doctor  to  depwsit  the  UMS  check  in 
his  own  personal  bank  account  so  that  his  decla- 
ration mav  be  exacilv  the  same  as  the  declaration  of 
UMS. 


has  not  made  a record  of  the  UMS  checks  but  has 
turned  them  over  to  the  hospital.  It  may  be  per- 
fectly legitimate  for  the  doctor  to  make  his  check 
payable  to  the  hospital  or  it  may  bring  him  frankly 
to  a violation  of  the  Medical  Practice  Act,  which 
reads  as  follows: 

Medical  Practice  Act  of  Xew  York  State 
Sec.  6514.  Revocation  of  Certificate:  Annulment 
of  Registration. 

2.  The  license  or  registration  of  a practitioner 
of  medicine  may  be  revoked,  suspended  or  an- 
nulled or  such  practitioner  reprimanded  or  di— 
ciplined  in  accordance  with  the  provi-ions  and 
procedure  of  thi~  article  upon  decision  after  due 
hearing  in  any  of  the  following  cases: 

That  a physician  has  directly  or  indirectly 
requested,  received  or  participated  in  the  division, 
transference,  assignment,  rebate,  splitting  or  re- 
funding of  a fee  for  . . . care  or  treatment  under 
this  chapter  . . . etc.” 
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The  burden  of  proof  before  the  Grievance  Com- 
mittee would  be,  why,  if  the  doctor  rendered  the 
services  personally,  did  he  not  utilize  the  money  re- 
ceived from  UMS.  It  would  be  very  difficult  to  ex- 
plain any  “oral  agreement”  between  the  doctor  and 
the  hospital,  and  it  might  be  embarrassing  that, 
having  turned  over  his  check  to  the  hospital,  the 
doctor  claims  no  liability  for  income  tax  purposes  on 
this  amount  because  of  certain  rulings  by  some  of  the 
regional  offices  of  the  Internal  Revenue  department. 

Now,  the  patient  who  is  insured  in  UMS  also  has 
some  responsibility  as  a subscriber.  UMS  contracts 


to  pay  either  as  indemnity  certain  amounts  or  on 
service  certain  amounts  to  a duly  licensed  practi- 
tioner of  medicine.  UMS  does  not  contract  to  pay 
residents  or  interns  or  nonlegal  practitioners  of 
medicine.  Therefore,  the  subscriber,  in  having  the 
free  choice  of  any  physician,  must  assure  himself 
that  the  physician  of  his  choice,  in  or  out  of  a hos- 
pital, is  a duly  licensed  practitioner  of  medicine. 
The  patient  should  inquire  and  know  that  the 
physician  who  takes  care  of  him  is  a duly  licensed 
practitioner  of  medicine  and  that  he,  personally, 
wall  render  the  necessary  service. 


MALPRACTICE  INSURANCE  AND 
DEFENSE  BOARD 

Christopher  Wood,  M.D.,  Chairman 


TN  MAY  of  this  year  the  House  of  Delegates 

directed  the  Malpractice  Insurance  and  Defense 
Board  “to  study”  the  offers  being  made  by  Lloyd’s 
of  London  to  furnish  malpractice  insurance  to 
members  of  the  Society  at  excessively  low  rates. 

For  the  sake  of  the  record,  it  should  be  stated  at 
once  that  the  Board  had  been  fully  aware  of  the 
activities  of  Lloyd’s  and  had  been  investigating 
them  since  late  in  1952.  The  Board  was  also  aware 
of  the  fact  that  Lloyd’s  are  not  entered  and  licensed 
to  do  business  in  this  State*  and  was  fully  informed 
as  to  the  laws  which  forbid  the  soliciting  of  insurance 
to  be  placed  in  nonentered  organizations. 

In  January  of  this  year  the  Secretary  of  the 
Society,  at  the  request  of  the  Board  and  with  the 
approval  of  the  Council,  addressed  a letter  on  this 
subject  to  the  Superintendent  of  Insurance.  This 
was  followed  by  considerable  correspondence  and 
several  conversations  with  officials  of  the  Insurance 
Department,  all  of  which  confirmed  the  Board’s 
conclusion  that  Lloyd’s  and  its  representatives,  as 
well  as  soliciting  brokers,  could  not  legally  transact 

* See  New  York  Law  Journal  for  October  22,  1953,  Grace 
Kaye  et  al.  v.  "John  Doe,"  "Richard  Roe.”  and  others,  parties 
intended  being  underwriters  at  Lloyd’s  of  London,  Ltd., 
defendants.  The  head  note  of  the  case  says  that  it  concerns 
an  "unauthorised  foreign  insurer."  In  the  first  paragraph  of 
the  decision  Lloyd’s  are  referred  to  as  "an  insurance  company 
not  authorized  to  do  business  here." 


malpractice  insurance  business  for  members  of  the 
Society  in  this  State.  This  fact  was  known  to  the 
Board  and  incorporated  in  its  annual  report  to  the 
House  of  Delegates. 

As  evidence  of  the  correctness  of  the  Board’s 
conclusions,  the  Superintendent  of  Insurance,  on 
July  7,  1953,  issued  a cease  and  desist  order  to  all 
Lloyd’s  representatives  and  soliciting  brokers  known 
to  be  active  in  attempting  to  sell  malpractice  in- 
surance to  members  of  the  Society. 

In  his  order  the  Superintendent  reviewed  the 
purpose  and  meaning  of  the  law  and  pointed  out  that 
the  only  exceptions  to  its  application  were  those 
cases  where  licensed  companies  are  unable  or  un- 
willing to  supply  the  type  or  amount  of  insurance 
required  by  the  insurance  buyer.  He  clearly  in- 
dicated that  a kind  of  insurance  does  not  qualify  as 
an  exception  merely  because  an  unlicensed  insurer 
offers  lower  rates  or  pays  a commission  to  the 
soliciting  broker.  Following  is  a full  copy  of  the 
Superintendent’s  letter: 

“This  Department  has  recently  investigated  the 
circumstances  under  which  malpractice  liability 
insurance  has  been  placed  with  unauthorized 
insurers.  Brokers  have  been  offering  this  cover- 
age to  doctors  and  members  of  various  medical 
societies  and  have  forwarded  these  lines  to  excess 
line  brokers. 
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“It  is  our  opinion  that  in  enacting  Section  122 
of  the  Insurance  Law  our  Legislature  intended  to 
safeguard  the  welfare  of  the  people  of  the  State  of 
New  York  by  requiring  that  insurance  be  afforded 
to  them  through  insurers  under  the  supervision  of 
the  State  Insurance  Department.  In  only  those 
instances  where  authorized  insurers  were  un- 
willing or  unable  to  write  the  necessary  coverage 
does  our  law  authorize  an  excess  line  broker  to 
place  insurance  in  a company  not  under  our  direct 
supervision.  The  law  does  not  make  a kind  of 
insurance  unobtainable  merely  because  it  can  be 
purchased  at  a lesser  price  from  an  unauthorized 
insurer  nor  does  the  fact  that  an  authorized  insurer 
does  not  pay  brokerage  commission  cause  the 
particular  coverage  involved  to  become  an  excess 
line. 

“Our  investigation  has  disclosed  that  in  most 
instances  malpractice  coverage  can  be  obtained 
from  authorized  insurers.  In  such  instances  it  is 
the  opinion  of  this  Department  that  a broker  has 
no  right  to  submit  the  line  to  an  excess  line  broker 
and  the  excess  line  broker,  in  turn,  has  no  right  to 
submit  the  line  to  an  unauthorized  insurer. 

“Under  the  circumstances,  you  are  hereby 
directed  forthwith  to  cease  and  desist  such 
activities  and  conduct  as  may  be  inconsistent 
with  the  provisions  of  this  letter. 

Very  truly  yours, 

Alfred  J.  Bohlixgee 
Superintendent  of  Insurance 
By  Walter  F.  Brooks 
Deputy  Superintendent ” 

These  are  the  reasons  the  Board  could  not  enter- 
tain any  proposals  from  Lloyd’s  or  recommend  their 
offerings  to  members  of  the  Society.  Despite  these 
facts,  which  were  as  available  to  them  as  they  were 
to  the  Board,  the  proponents  of  Lloyd's  preferred  to 
follow  the  advice  of  outside  insurance  solicitors 
rather  than  that  of  the  Board  appointed  by  the 
Society  to  protect  the  insurance  interests  of  the 
members. 

Although  it  should  not  be  necessary  to  do  so,  it  is 
again  reported  for  the  sake  of  the  record  that  the 
Board  is  and  has  been  in  touch  with  all  of  the 
companies  willing  or  able  legally  to  furnish  valid 
and  dependable  malpractice  insurance  to  members 
of  the  Society. 

It  must  always  be  borne  in  mind  that  our  in- 
surance carrier  does  not  make  our  losses;  we  do 
that,  and  for  that  reason  our  loss  ratio  will  be  the 
same  regardless  of  the  company  that  insures  us. 
The  Board,  with  the  wealth  of  meticulous  loss  data 
compiled  by  our  Indemnity  Representative,  which 
is  audited  and  approved  by  the  independent  in- 
surance actuaries  employed  by  the  Society,  knows 
more  about  the  loss  cost  of  our  malpractice  insur- 
ance than  does  any  outside  company.  If  and  when 
some  reputable  company  is  able  and  willing  to 
compete  for  our  business  on  a sound  actuarial  basis, 
the  Board  will  know  about  it. 

An  uninformed  statement  made  in  the  House 
of  Delegates  last  May  during  a discussion  of  this 
matter  was  that  our  present  carrier,  the  Employers 
Mutual  Liability  Insurance  Company  of  Wisconsin, 
reinsures  a part  of  its  business,  including  our  mal- 
practice insurance,  with  Lloyd's.  The  implication 
is  that  if  Lloyd's  were  acceptable  for  reinsurance. 


they  should  be  equally  acceptable  for  selling  in- 
surance direct  to  members.  Statements  of  this 
kind  ignore  the  fact  that  Lloyd’s  are  permitted 
under  the  law  to  transact  reinsurance  business  but 
cannot  legally  sell  through  licensed  brokers  mal- 
practice insurance  to  members  of  the  Society  who 
are  eligible  for  protection  under  our  Group  Plan,  as 
indicated  in  the  order  of  the  Superintendent  of 
Insurance.  Quite  aside  from  this  point,  however, 
it  is  a fact,  verified  by  the  vice-president  and  general 
counsel  of  the  Employers,  that  the  company  has  no 
reinsurai-  e agreement  whatever  with  Lloyd’s  ex  ejr 
for  occasional  extra  hazardous  risks  not  covered  by 
their  regular  reinsurance  treaties. 

Practicing  members  of  the  Society  should  be  alert 
to  the  tremendous  change  which  has  taken  place  in 
the  malpractice  insurance  situation  generally 
throughout  the  country,  as  well  as  in  New  York. 
We  have  received  from  at  least  four  states  inquiries 
as  to  where  and  how  they  can  secure  malpractice 
insurance,  and  the  Employers  Mutual  is  under  con- 
siderable pressure  to  provide  protection  in  hah'  a 
dozen  states.  One  state  society  reports  its  inability 
to  secure  malpractice  insurance  on  any  terms  accept- 
able to  its  doctors.  This  can  and  will  happen  in  our 
State  also  unless  a way  can  be  found  to  prevent  our 
loss  ratio  from  increasing  faster  than  our  rates.  The 
Board  and  our  insurance  actuaries  have  repeatedly 
warned  the  Society  of  this  danger. 

For  the  last  thirty-three  years,  during  which 
companies  selling  insurance  at  cheaper  rates  have 
come  into  the  field,  lost  money,  and  withdrawn 
again,  the  Group  Plan  of  the  Society  has  stood  firm 
and  has  continued  to  supply  sound,  dependable 
insurance  at  the  lowest  cost  consistent  with  the  fine 
protection  it  has  furnished.  This  is  because  of  the 
high  character  of  our  carriers  and  their  confidence  in 
the  loyalty  of  the  State  Society  to  live  up  to  its 
obligations  and  to  support  whatever  rates  are 
necessary  to  cover  the  costs  incurred.  Insurance  in 
the  Group  Plan  has  become  a priceless  privilege  of 
membership  and  must  be  preserved  and  protected  at 
all  costs  for  the  welfare  of  the  members  and  for  their 
patients. 

Critics  of  the  Board  and  of  our  group  insurance 
plan  are  so  intent  upon  butting  cheaper  insurance, 
regardless  of  consequences,  that,  in  view  of  the  order 
of  the  Superintendent  of  Insurance,  they  are  now- 
urging  members  to  send  their  applications  to  the 
office  of  a Lloyd’s  representative  in  Baltimore,  which 
is  beyond  the  control  of  the  New  York  State 
Insurance  Department.  Although  disclaiming  any 
desire  to  disrupt  an  important  and  valuable  function 
of  the  State  Society,  the  proponents  of  buying 
insurance  from  a nonlicensed  organization  by  such 
action  can  serve  only  to  weaken  and  perhaps  destroy 
the  sound,  dependable  and  legal  source  of  protection 
which  the  Society  has  painstakingly  provided  for 
all  of  its  members,  including  the  critics  themselves . 
All  thoughtful  members  of  the  Society  will  know 
how  to  appraise  such  recommendations  correctly. 

All  members  whose  malpractice  insurance  is 
solicited  for  Lloyd’s  by  New  York  brokers  are  urged 
to  report  such  solicitation  to  the  Malpractice  In- 
surance and  Defense  Board . 


NECROLOGY 


Irving  Cheifetz,  M.D.,  of  the  Bronx,  died  on  July- 
13  at  the  age  of  forty-nine.  Dr.  Cheifetz  received 
his  medical  degree  from  the  Long  Island  College 
Hospital  Medical  School  in  1930.  He  was  attend- 
ing physician  at  Seton  Hospital,  associate  attending 
physician  in  chest  diseases  at  Morrisania  Hospital, 
adjunct  physician  in  internal  medicine  at  Bronx 
Hospital,  and  chief  of  internal  medicine,  and  senior 
clinical  assistant  in  thoracic  diseases  in  the  outpa- 
tient department  of  Bronx  Hospital.  A Fellow  of 
the  American  College  of  Chest  Physicians,  Dr. 
Cheifetz  was  a member  of  the  American  Trudeau 
Society,  the  North  Bronx  Medical  Society,  the 
Bronx  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Burnett  Charles  Collins,  M.D.,  of  New  York  City, 
died  on  November  17  at  his  home  at  the  age  of 
eighty-one.  Dr.  Collins  received  his  medical  de- 
gree from  the  Tong  Island  College  Hospital  Medical 
School  in  1894  and  interned  at  Kings  County  Hos- 
pital, Brooklyn.  He  had  been  senior  surgeon  at  the 
Brooklyn  Eye  and  Ear  Hospital  and  was  on  the 
staff  of  Brooklyn  Swedish  Hospital.  Dr.  Collins 
was  a Fellow  of  the  American  College  of  Surgeons. 


Henry  G.  Glazer,  M.D.,  of  the  Bronx,  died  on 
November  13  at  Beth  Israel  Hospital,  New  York 
City,  at  the  age  of  fifty-six.  Dr.  Glazer  received  his 
medical  degree  from  the  Long  Island  College  Hos- 
pital Medical  School  in  1921,  and  for  many  years 
was  assistant  surgeon  at  the  Bronx  Eye  and  Ear 
Infirmary.  A Diplomate  of  the  American  Board 
of  Ophthalmology,  he  was  a former  president  of  the 
Bronx  Physicians  Society,  and  a member  of  the 
Bronx  Physicians  Square  Club,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Herbert  Lobsenz,  M.D.,  of  Hopewell  Junction, 
died  on  October  19  at  his  home,  at  the  age  of  thirty- 
three.  Dr.  Lobsenz  received  his  medical  degree 
from  New  York  University  Medical  College  in  1943 
and  interned  at  Bellevue  Hospital,  serving  there  as 
resident  in  radiology  from  1946  to  1949.  During 
World  War  II,  he  received  the  Bronze  Star  with 
President’s  citation  and  a combat  medical  badge, 
for  his  work  as  battalion  surgeon  with  the  345th 
and  87th  Infantries  in  northern  Europe.  Active  in 
the  treatment  of  malignant  diseases  and  cancer  re- 
search, Dr.  Lobsenz  was  resident  physician  in  the 
Department  of  Surgery  at  Maimonides  Hospital, 
and  a Fellow  of  the  Bureau  of  Cancer  Control  of  the 
New  York  State  Department  of  Health  from  1949 
to  1951,  and  chief  radiologist  at  the  Veterans  Ad- 
ministration Hospital  at  Castle  Point.  Last  year, 
he  spoke  at  the  New  York  Academy  of  Medicine 
as  one  of  the  foremost  research  Fellows  of  the  year. 
A Diplomate  of  the  American  Board  of  Radiology, 


Dr.  Lobsenz  was  a member  of  the  American  College 
of  Radiology,  the  National  Board  of  Medical  Ex- 
aminers, the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

E.  Wallace  MacAdam,  M.D.,  of  the  Bronx,  died 
on  November  16  at  his  home,  at  the  age  of  seventy- 
nine.  Dr.  MacAdam  received  his  medical  degree 
from  New  York  Homeopathic  College  in  1907  and 
interned  at  Metropolitan  Hospital,  New  York  City, 
where  he  became  chief  of  staff.  He  was  an  asso- 
ciate professor  at  the  New  York  Medical  College,  on 
whose  faculty  he  served  for  nearly  fifty  years,  and 
associate  attending  physician  at  the  Flower  and 
Fifth  Avenue  Hospitals.  Dr.  MacAdam  was  a 
former  editor  of  the  Journal  of  the  American  Insti- 
tute of  Homeopathy,  a past  president  of  the  Homeo- 
pathic Society  of  New  York,  and  also  held  member- 
ship in  the  Dunham  Club,  the  American  Institute 
of  Homeopathy,  and  the  New  York  State  Homeo- 
pathic Society. 

George  W.  Pasco,  M.D.,  of  Wolcott,  died  on 
October  30  at  his  home,  at  the  age  of  forty-six.  Dr. 
Pasco  was  graduated  from  Syracuse  University 
Medical  College  in  1934  and  interned  at  Cooper 
Hospital,  in  Camden,  New  Jersey.  He  came  to 
Wolcott  in  1935  and  started  practice  in  the  Wolcott 
Clinic,  the  plans  for  which  he  drew  while  a senior  in 
medical  college,  and  which  was  built  the  year  he 
spent  as  intern.  He  had  charge  of  the  x-ray  lab- 
oratory of  the  Wolcott  Clinic  and  hospital.  Dr. 
Pasco  was  the  first  chairman  of  the  Wayne  County 
Cancer  Society,  of  which  he  was  an  active  member. 
He  held  membership  in  the  American  Academy  of 
General  Practice,  the  Central  New  York  Roentgen 
Ray  Society,  the  Wayne  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  T.  Roosa,  M.D.,  of  Buffalo,  died  on 
October  16  in  Buffalo  General  Hospital,  at  the  age 
of  seventy- three.  Dr.  Roosa  was  graduated  from 
Buffalo  University  Medical  College  in  1924. 

Siegfried  M.  Schoenfeld,  M.D.,  of  New  Hyde 
Park,  died  on  November  16  while  treating  an  in- 
jured man  in  a sewer  excavation,  at  the  age  of  fifty- 
seven.  Dr.  Schoenfeld  received  his  medical  degree 
from  the  University  of  Vienna  Medical  College  in 
1921.  A Fellow  of  the  American  College  of  Chest 
Physicians,  he  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Frank  G.  Walz,  M.D.,  of  Buffalo,  died  on  October 
15  in  Sisters  Hospital,  at  the  age  of  sixty-six.  Dr. 
Walz  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1909  and  interned  at  Sister 
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Hospital,  where  he  later  served  on  the  staff,  and  at 
the  Ernest  Wende  Contagious  Hospital.  During 
World  War  I,  he  served  at  Walter  Reed  Hospital, 
Washington,  and  at  Camp  Jackson,  South  Carolina. 
He  was  physician  for  the  Board  of  Education  for 
nearly  forty  years,  and  examining  physician  for  the 
Metropolitan  Life  Insurance  Company.  Dr.  Walz 
was  a member  of  the  United  States  Board  of  Ex- 
amining Surgeons,  the  Association  of  School  Physi- 
cians, the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Maurice  Williams,  M.D.,  of  White  Plains, 
died  on  November  17  in  St.  Agnes  Hospital,  at  the 


NUMBER  OF  INTERNS  AND  RESIDENTS  IN 

Twice  as  many  interns  and  resident  physicians 
today  are  completing  their  training  and  furthering 
their  education  through  hospital  work  as  there  were 
prior  to  World  War  II.  During  the  year  1952-1953, 
there  were  7,645  interns  and  16,867  resident  physi- 
cians on  duty  in  the  nation’s  hospitals,  compared 
to  a total  of  approximately  12,000  in  1940. 

This  was  disclosed  in  the  27th  annual  report  on 
internships  and  residencies  in  the  United  States, 
prepared  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association. 
The  report  appears  in  the  September  26  Journal  of 
the  American  Medical  Association. 

To  make  certain  that  the  American  people  ob- 
tain the  best  medical  care,  the  A.M.A.,  through  its 
Council  on  Medical  Education  and  Hospitals, 
accredits  only  those  hospitals  for  the  training  of  the 
country’s  physicians  that  meet  set  educational 
and  clinical  standards.  It  is  significant  to  note, 
the  report  pointed  out,  that  the  number  of  hospitals 
offering  approved  intern  training  has  increased  12 
per  cent  during  the  last  ten  years,  from  760  to  856, 
while  the  number  of  internships  available  has  risen 
32  per  cent,  from  8,180  to  11,006. 

Of  the  total  number  of  internships  offered,  9,497, 
or  90  per  cent,  were  rotating  internships,  an  increase 
of  six  per  cent  over  the  previous  year.  Rotating 
internships  are  those  in  which  the  intern  spends  two 
or  more  months  in  each  of  the  major  divisions  of 
medicine — internal  medicine,  surgery,  obstetrics- 
gynecology,  and  pediatrics.  This  type  of  intern- 
ship training  is  primarily  designed  to  prepare  a 
physician  for  the  general  practice  of  medicine.  If  a 
physician  decides  to  enter  a specialty,  he  must  take 
from  two  to  four  additional  years  of  hospital  training 
in  the  specialty  he  chooses. 


age  of  fifty-six.  Dr.  Williams  received  his  medical 
degree  from  New  York  University  and  Bellevue 
Hospital  Medical  College  in  1925  and  was  a member 
of  the  staff  of  St.  Agnes  Hospital.  He  founded  the 
White  Plains  chapter  of  the  National  Association  for 
the  Advancement  of  Colored  People  and  served  for 
eight  years  as  its  president.  Dr.  Williams  held 
membership  in  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
A ork,  and  the  American  Medical  Association. 

Maurice  Wollin,  M.D.,  of  the  Bronx,  died  on  July 
14  at  the  age  of  sixty-two.  Dr.  Wollin  received  his 
medical  degree  from  Fordham  University  Medical 
College  in  1918. 


HOSPITAL  TRAINING  DOUBLED 

As  of  September  1,  1952,  there  were  7,645  interns 
on  duty,  1,300  to  1,400  of  whom  were  graduates  of 
medical  schools  outside  the  United  States.  The 
majority  of  state  examining  boards  require  foreign 
medical  school  graduates  to  have  a year’s  intern- 
ship in  an  accredited  .American  hospital  prior  to 
taking  state  board  examinations  to  obtain  a license 
to  practice  medicine.  Federal  hospitals  accounted 
for  about  six  per  cent  of  the  interns  on  duty,  other 
governmental  institutions  for  36  per  cent,  and  non- 
governmental hospitals  for  58  per  cent. 

During  the  year  1952-1953,  there  were  4,635 
residency  programs  conducted  in  1,131  hospitals 
approved  by  the  A.M.A.  A total  of  22,292  resi- 
dency positions  were  available  in  these  hospitals, 
10,285  being  first  year  appointments,  the  report 
said.  The  residency  occupancy  rate  for  all  types  of 
hospitals  last  year  was  76  per  cent,  the  report  stated. 
There  was  a total  of  16,867  residents,  7,777  of  whom 
were  first  year  appointees.  During  the  prior  year, 
there  were  15,851  residents,  6,376  of  whom  were 
first-year  appointees. 

During  the  last  ten  vears  there  has  been  a marked 
increase  in  the  number  of  residents  entering  certain 
specialty  fields,  reflecting  the  increased  demand  by 
the  public  for  the  services  of  these  specialists. 
Considering  first-year  appointments  only,  last  year 
the  largest  number  of  residents,  1,533,  entered  the 
field  of  psychiatry.  Internal  medicine,  with  1,352 
residents,  was  second,  and  general  surgery,  with 
1,256,  was  third. 

The  report  was  prepared  by  Dr.  Edward  H. 
Leveroos,  director  of  the  division  of  hospitals  and 
graduate  education  of  the  council,  and  Mr.  Warren 
R.  von  Ehren,  administrative  assistant  to  the  divi- 
sion. 


MEDICAL  NEWS 


“Mental  Health  and  M.S.,”  Booklet  Available  to 
Multiple  Sclerosis  Patients — A booklet  on  better 
mental  health  for  multiple  sclerosis  patients  is  now 
available,  as  the  result  of  a grant  made  in  1949  by 
the  National  Multiple  Sclerosis  Society  to  the  New 
York  University-Bellevue  Medical  Center  for  the 
study  of  the  psychologic  factors  in  multiple  sclerosis. 
Written  by  Molly  Harrower,  Ph.D.,  consultant  in 
psychology  to  the  United  States  Army  and  research 
director  of  the  Court  Intake  Project  for  the  New 
York  City  Court  of  Domestic  Relations,  it  includes 
psychologic,  intelligence,  and  vocational  interest 
tests,  besides  a discussion  of  psychologic  problems 
which  sometimes  accompany  the  disease. 

Patients  may  receive  the  booklet  without  charge 
upon  writing  to  the  National  Multiple  Sclerosis 
Society,  270  Park  Avenue,  New  York  17,  New  York. 
A second  mental  health  booklet  by  the  same  author, 
for  the  use  of  physicians  who  treat  multiple  sclerosis 
patients,  will  be  published  shortly. 

Columbia  Medical  School  to  Receive  Grant — 

Columbia  University  College  of  Physicians  and 
Surgeons  is  among  the  13  medical  schools  through- 
out the  United  States  and  Canada  selected  to  re- 
ceive grants  from  Sharp  and  Dohme,  division  of 
Merck  and  Company,  in  1953.  Grants  made  to 
schools  by  the  company  this  year  totaled  $45,910. 

Second  Annual  Capital  District  Conference  on 

Aging — The  Second  Annual  Capital  District  Con- 
ference on  Aging,  which  was  sponsored  by  the  Al- 
bany County  Department  of  Public  Welfare,  was 
held  at  the  Ann  Lee  Home,  Shaker  Farms,  Albany, 
on  November  12.  “Rehabilitation  of  Older  People” 
was  the  theme  of  the.  conference. 

Participating  physicians  from  the  Ann  Lee  Home 
were  Dr.  John  Phelan,  medical  director;  Dr.  John 

A.  Browne,  director,  who  discussed  “Food — the 
Key  to  Better  Life”;  Dr.  Raymond  Harris,  attend- 
ing cardiologist  and  assistant  medical  director,  who 
spoke  on  “Cardiac  Rehabilitation,”  and  Dr.  Marcus 

B.  Einhorn,  attending  dermatologist;  Dr.  William 
Griesau,  attending  urologist,  and  Dr.  William  E. 
Pickett,  attending  ophthalmologist,  members  of  a 
general  discussion  group. 

Other  physicians  from  New  York  State  who  were 
active  in  the  conference  were:  Dr.  Eugene  Davidoff, 
attending  psychiatrist  at  Ellis  Hospital,  Schenec- 
tady, who  discussed  “Psychologic  and  Psychiatric 
Problems,”  and  Dr.  Philip  Forster,  medical  director 
of  Socony  Vacuum  Oil  Company;  Dr.  John  W. 
Ghormley,  attending  orthopedist  at  Albany  Hos- 
pital; Dr.  Harold  E.  Marden,  industrial  physician 
at  Kenwood  Mills,  Rensselaer,  and,  Dr.  Thomas  J. 
O’Donnell,  attending  orthopedist  at  St.  Peter’s 
Hospital. 

Positions  Open  at  Sage  Memorial  Hospital, 
Arizona — The  Sage  Memorial  Hospital  of  the 
Ganado  Mission,  Ganado,  Arizona,  a grade  A,  75- 
bed  hospital  for  Navaho  Indians,  requires  the  serv- 
ices of  an  assistant  physician  and  an  assistant 
physician  responsible  for  surgery.  A married  man 
may  be  considered  for  both  positions.  The  Sage 


Memorial  Hospital  is  directed  by  the  Board  of 
National  Missions  of  the  Presbyterian  Church  in  the 
United  States. 

In  a recent  statement  of  1954  salary  policy,  the 
Department  of  Missionary  Personnel  has  reported 
that  married  physicians  serving  within  the  United 
States  will  receive  $3,400  cash  annually,  plus  a 
furnished  house  or  apartment,  and  heat  and  light. 
Single  doctors  will  receive  $2,300  cash  annually,  plus 
maintenance.  Beginning  salary  is  based  on  the 
physician’s  professional  training  and  experience, 
and  increments  for  service,  additional  educational 
preparation,  and  position  and  responsibility  are 
provided. 

For  further  information  write:  Department  of 

Missionary  Personnel,  Room  703,  156  Fifth  Avenue, 
New  York  10,  New  York. 

Salmon  Committee  on  Psychiatry  and  Mental 
Hygiene — The  twenty-first  series  of  the  Thomas 
William  Salmon  lectures,  sponsored  by  the  Salmon 
Committee  on  Psychiatry  and  Mental  Hygiene,  was 
given  by  Dr.  Ralph  Linton,  Ph.D.,  Sterling  Professor 
of  Anthropology  at  Yale  University,  at  Hosack  Hall 
of  the  New  York  Academy  of  Medicine.  Dr.  Lin- 
ton’s subject  was  “Culture  and  Mental  Disorders,” 
and  was  given  in  three  lectures:  “Culture  and 

Normality,”  November  2;  “Cultural  Influences  in 
Psychosis  and  Neurosis,”  November  8,  and  “Culture 
and  Hysteria,”  November  17. 

Damon  Runyon  Memorial  Fund  for  Cancer  Re- 
search— The  Damon  Runyon  Memorial  Fund  for 
Cancer  Research  has  announced  that  $79,110  has 
been  allocated  to  Columbia  University  College  of 
Physicians  and  Surgeons  for  six  projects  under  the 
guidance  of  Dr.  Alfred  Gellhorn,  director,  Institute 
of  Cancer  Research. 

Amateur  Medical-Surgical  Films  to  Have  Viewing 
in  Paris — Annual  prizes  for  amateur,  unpublished 
medical-surgical  films  will  be  awarded  in  Paris, 
France,  at  the  last  session  of  the  course,  “Actualities 
Medico-Chirurgicales,”  at  the  Faculty  of  Medicine 
in  Paris,  in  March,  1954.  Films  should  be  mailed  to 
La  Presse  Medicale,  120  Boulevard  Saint-Germain, 
Paris,  France,  before  March. 

Entries  must  be  of  16-mm.  size,  not  subsidized  or 
produced  by  any  laboratory  or  firm.  They  may  be 
sonorous,  silent,  black  and  white,  or  colored.  The 
jury  will  consider  their  didactic  value,  as  well  as 
cinegraphic  quality,  and  cash  and  other  prizes  will  be 
awarded. 

New  York  Academy  of  Medicine  Holds  Mental 
Health  Symposium — The  Committee  on  Public 
Health  Relations  of  the  New  York  Academy  of 
Medicine  held  a two-day  symposium  on  mental 
health,  on  November  5 and  6.  Theme  of  the  con- 
ference was  the  “Convergence  of  Viewpoints  on  the 
Etiology  of  Mental  Disease,”  discussed  by  forty-five 
authorities  in  the  field  of  mental  illness,  who  repre- 
sented the  psychosocial,  psychodynamic,  experi- 
mental psychologic,  and  organic  “schools”  of 
thought  and  experience. 

The  first  portion  of  the  symposium,  made  possible 
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by  a grant  from  the  Rockefeller  Brothers  Fund,  was 
held  in  Hosack  Hall,  of  the  Academy  of  Medicine 
Building,  and  the  final  session  at  a banquet  at  the 
Waldorf-Astoria  Hotel.  Addresses  which  composed 
the  seventh  A.  Walter  Suiter  Memorial  Lecture  were 
given  on  November  6 at  the  Academy  Building  by 
Dr.  John  C.  Whitehorn,  Henry  Phipps  professor  of 
psychiatry  at  the  Johns  Hopkins  University  School 
of  Medicine,  and  Dr.  Frederick  G.  Redlich,  professor 
and  chairman  of  the  department  of  psychiatry  at 
Yale  University  School  of  Medicine. 

“Oscar  of  Industry”  to  Associated  Hospital 
Service — Associated  Hospital  Service,  New  York’s 
Blue  Cross  Plan,  received  the  bronze  “Oscar  of 
Industry"  trophy  for  the  second  consecutive  year  in 
October.  The  award  was  received  for  having  the 
best  annual  report  of  the  health  insurance  industry 
following  the  thirteenth  survey  of  5,000  annual  re- 
ports conducted  by  “Financial  World.”  Second 
place  honors  in  the  health  insurance  industry  classi- 
fication went  to  United  Medical  Service,  New  York’s 
Blue  Shield  Plan. 

New  York  Physicians  Participate  in  Venezuela 
Meeting — The  Venezuelan  government  invited 
six  New  York  physicians,  all  officers  of  the  Pan 
American  Medical  Association,  to  Caracas  on  Octo- 
ber 25  to  28,  to  read  papers  at  the  University  of 
Caracas,  in  honor  of  the  inauguration  of  the  new 
president  of  the  Pan  American  Medical  Association, 
Dr.  P.  A.  Gutierrez  Alfaro. 


Participating  in  the  program  and  the  papers  which 
they  presented  were  the  following:  Dr.  Norton  S. 
Brown,  associate  professor  of  clinical  medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons,  “The  Evaluation  of  the  Usefulness  of 
Laboratory  Examinations  and  Special  Attention 
to  the  Newer  Methods  of  Laboratory  Investigation" ; 
Dr.  Joseph  J.  Eller,  director  of  dermatology,  New 
York  City  Hospital,  “Cancer  of  the  Skin,  Newer 
Therapuetic  Aspects”;  Dr.  Locke  L.  Mackenzie, 
professor  of  clinical  surgery  and  gynecology, 
New  York  University- Bellevue  Medical  Center, 
“Exfoliative  Cytology  in  Gynecologic  Practice.” 
.Also:  Dr.  Juan  Negrin,  Jr.,  Lenox  Hill  Hospital, 
Brain  Surgery  and  Mental  Diseases”;  Dr.  Gerald 
H.  Pratt,  associate  professor  of  surgery',  New  York 
University-Bellevue  Medical  Center,  “Recent  Ad- 
vances in  Cardiovascular  Surgery'  with  Special 
Reference  to  the  Heart,”  and  Dr.  Herbert  C.  Maier, 
“Surgery  of  the  Chest.” 


Dr.  Kosmak  Honored — A testimonial  dinner  in 
honor  of  the  eightieth  birthday  of  Dr.  George  W. 
Kosmak,  editor  emeritus  of  the  Journal,  was  held 
on  September  23  at  the  University  Club  in  New  York 
City'.  Dr.  Thomas  C.  Peightal  was  in  charge  of  ar- 
rangements. and  Dr.  John  J.  Masterson,  chairman 
of  the  Publication  Committee,  represented  the 
Medical  Society  of  the  State  of  New  York. 


MEETINGS 

PAST 


Sullivan  County  Medical  Society 

The  Sullivan  County  Medical  Society  held  its 
annual  meeting  at  the  Liberty-Maimonides  Hospital 
in  Liberty,  on  October  4.  Dr.  George  T.  Pack, 
New  York  City',  and  Dr.  Richard  Brasfield,  a 
member  of  the  Gastric  and  Mixed  Tumor  Services 
at  Memorial  Hospital,  New  York  City,  spoke  on 
“The  Surgical  Treatment  of  Gastric  Cancer.” 

The  program  was  postgraduate  education  ar- 
ranged by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

St.  Lawrence  County  Medical  Society 
The  St.  Lawrence  County  Medical  Society  held  a 
meeting  on  October  15  at  which  Dr.  Irving  Ershler, 
clinical  associate  professor  of  medicine  at  the  State 
University  of  New  York  College  of  Medicine  at 
Syracuse,  led  a discussion  of  the  topic,  "The  Sig- 
nificance and  Management  of  Chest  Pain.” 

The  program  was  postgraduate  education  ar- 
ranged by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Nassau  Pediatric  Society 

The  Nassau  Pediatric  Society  held  a scientific 
meeting  at  the  Garden  City  Hotel,  Garden  City,  on 
October  19.  Dr.  James  B.  Arey,  of  St.  Christo- 
pher’s Hospital  for  Children,  spoke  on  “Causes  of 
Fetal  and  Neonatal  Mortality.” 

Long  Island  Psychiatric  Society 

The  fall  schedule  of  the  Long  Island  Psychiatric 
Society'  consisted  of  three  meetings,  held  in  October 


and  November.  The  first  of  these  was  held  at  the 
Pilgrim  State  Hospital,  West  Brentwood,  with  Dr. 
James  Brussel,  assistant  director  of  Willard  State 
Hospital,  Willard,  as  the  speaker. 

On  October  20,  the  Society  met  at  the  Veterans 
Administration  Hospital  in  Northport.  Long  Island. 
Dr.  Emil  A.  Gutheil,  editor  of  the  American  Journal 
of  Psychotherapy  and  president  of  the  Association  for 
the  Advancement  of  Psychotherapy,  discussed  the 
topic,  “Psychotherapy  in  Latent  Schizophrenia.” 
The  final  meeting  was  held  at  Kings  Park  State 
Hospital,  Kings  Park.  Long  Island,  on  November 
1 7,  when  Dr.  Sam  Parker,  president  of  the  Brooklyn 
Psychiatric  Society  and  director  of  psychiatry  for 
the  New  York  City  Department  of  Hospitals,  spoke 
on  “Some  Problems  in  Modem  Forensic  Psychiatry.” 

Otsego  County  Medical  Society 

The  Otsego  County  Medical  Society  held  a meet- 
ing at  the  Sportsmen’s  Tavern  in  Fly  Creek  on 
October  21.  Dr.  Louis  F.  Bishop,  Jr.,  assistant 
professor  of  clinical  medicine  at  the  New  York 
University  College  of  Medicine,  spoke  on  the  topic, 
“Complications  of  Myocardial  Infarction.” 

The  program  was  postgraduate  education  ar- 
ranged byr  the  State  Society  ’s  Council  Committee 
on  Public  Health  Education  with  the  cooperation 
of  the  State  Department  of  Health. 

Albany  County  Medical  Society 

The  Albany  County  Medical  Society  held  a meet- 
ing at  the  Albany'  College  of  Pharmacy'  on  October 
28.  Dr.  William  W.  Faloon,  assistant  professor  of 
medicine  at  the  State  University  of  New  York  Col- 
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lege  of  Medicine  at  Syracuse,  spoke  on  the  topic 
“Therapeutic  Management  of  Hepatic  Cirrhosis.” 

At  the  meeting  on  November  18,  Dr.  L.  Maxwell 
Lockie,  professor  of  therapeutics  at  the  University"  of 
Buffalo  School  of  Medicine,  spoke  on  “The  Manage- 
ment of  Arthritis.”  The  program  was  postgraduate 
education  arranged  by  the  State  Society’s  Council 
Committee  on  Public  Health  and  Education  with 
the  cooperation  of  the  State  Department  of  Health. 

American  Academy  of  Pediatrics  and  Central 
New  York  Pediatrics  Club 

Section  I,  New  York  State,  American  Academy  of 
Pediatrics,  and  the  Central  New  York  Pediatrics 
Club  held  their  annual  joint  meeting  at  the  State 
University  of  New  York  College  of  Medicine  at 
Syracuse  on  October  29.  The  program  consisted  of 
a luncheon  at  Memorial  Hospital,  eight  scientific 
papers  by'  members  of  the  four  upstate  medical  col- 
lege faculties,  a business  meeting,  and  dinner  at  the 
University  Club. 

Those  who  presented  papers  were:  Drs.  Paul 

Patterson,  Albany  Medical  College;  Thomas  L. 
Rider,  Albany;  Gilbert  B.  Forbes,  University'  of 
Rochester  School  of  Medicine;  Gerald  Miller, 
Rochester;  Phillip  L.  Calcagno,  University  of  Buf- 
falo School  of  Medicine;  David  Karzon,  Buffalo; 
Lytt  I.  Gardner.  State  University'  of  New  York 
College  of  Medicine  at  Syracuse,  and  Lawrence  K. 
Pickett,  Syracuse. 

Those  in  charge  of  the  meeting  were:  Drs. 

William  O.  Kopel,  secretary  of  Section  I,  New  York 
State,  American  Academy  of  Pediatrics;  Fred  W. 
Bush,  Rochester,  secretary,  Central  New  York 
Pediatrics  Club;  and  Tyree  Wyatt,  chairman,  Sec- 
tion I,  New  York  State.  American  Academy  of 
Pediatrics. 

Onondaga  County  Medical  Society 

The  Onondaga  County  Medical  Society'  held  a 
meeting  at  the  University  Club,  in  SyTacuse,  on 
November  3.  Dr.  John  Talbott,  professor  of  medi- 
cine at  the  Buffalo  University  School  of  Medicine, 
spoke  on  the  topic,  “The  Treatment  of  Arthritides.” 

The  program  was  postgraduate  education 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Steuben  County  Medical  Society 

The  Steuben  County'  Medical  Society  held  a 
meeting  at  the  Hotel  Steuben,  in  Bath  on  November 
5.  Dr.  Curtis  J.  Lund,  professor  of  obstetrics  and 
gynecology'  at  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  spoke  on  the  topic,  “Man- 
agement of  Adnexal  Tumors.” 

The  program  was  postgraduate  education 
arranged  byr  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Schoharie  County  Medical  Society 

The  Schoharie  County  Medical  Society'  held 
meetings  at  the  Cobleskill  Village  Library,  Scho- 
harie, on  November  10  and  17,  and  December  1. 

Dr.  William  J.  Hoffman,  assistant  attending  sur- 
geon at  University  Hospital,  New  York  City,  spoke 
on  “Cancer  of  the  Head,  Neck,  and  Breast”  at  the 
November  10  meeting;  Dr.  Herbert  J.  Wright,  Jr., 
attending  surgeon  at  Ellis  Hospital,  Schenectady', 
spoke  on  “Newer  Aspects  of  Surgical  Treatment  of 
Diverticulitis”  at  the  meeting  on  November  17, 
and  Dr.  Arthur  Hengerer,  assistant  gynecologist  at 
Albany'  Hospital,  Albany,  presented  the  topic, 


“Functional  Uterine  Bleeding,”  at  the  December  1 
meeting. 

All  three  programs  were  postgraduate  education 
arranged  byr  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Allegany  County  Medical  Society 

The  .Allegany  County  Medical  Society  held  a 
meeting  at  the  Hotel  Belmont,  Belmont,  on  Novem- 
ber 12.  Dr.  Richard  W.  Baetz,  instructor  in  gyne- 
cology' and  obstetrics  at  the  University  of  Buffalo 
Medical  School,  spoke  on  the  topic,  “Office  Manage- 
ment of  Female  Pelvic  Disorders.” 

The  program  was  postgraduate  education 
arranged  by  the  State  Society's  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Yonkers  Academy  of  Medicine 

The  Yonkers  Academy'  of  Medicine  held  a public 
forum  on  “The  Curability  of  Cancer”  at  the  High 
School  of  Commerce,  in  Yonkers,  on  November  18. 
Laymen  submitted  questions  which  were  answered 
by  a panel  of  local  general  practitioners  and  special- 
ists. 

The  Academy  experimented  with  the  forum  with 
the  hope  of  heightening  public  awareness  of  medical 
matters  and  promoting  greater  understanding  be- 
tween patients  and  the  profession.  A series  of 
similar  forums  on  medical  topics  of  broad  public 
interest  is  to  be  planned. 

Suffolk  County  Medical  Society 

The  Suffolk  County'  Medical  Society  held  a panel 
discussion  on  “Advances  in  Cardiac  Diagnosis”  at 
Central  Islip  State  Hospital  on  November  18.  Dr. 
Richard  S.  Gubner,  assistant  director  of  medical  re- 
search for  the  Equitable  Life  Assurance  Society, 
discussed  “Electrocardiography”;  Dr.  Harry  Man- 
delbaum,  lecturer  in  medicine  at  the  State  Uni- 
versity' of  New  York  College  of  Medicine  at  New 
York  City,  discussed  “Ballistocardiography”;  and 
Dr.  J.  Scott  Butterworth,  assistant  professor  of 
medicine  at  New  York-  University  Post-Graduate 
Medical  School,  spoke  on  “Auscultation  and 
Catheterization.  ’ ’ 

Conference  on  Electronic  Instrumentation  and 
Nucleonics  in  Medicine 

The  sixth  annual  conference  on  Electronic  In- 
strumentation and  Nucleonics  in  Medicine  was  held 
in  New  York  City  at  the  Hotel  New  Yorker , 
November  19  and  20. 

“Instrumentation  Aspects  of  Single  Plane  and 
Stereoscopic  X-Rayr  Motion  Pictures”  was  the 
subject  of  a talk  presented  by  Dr.  S.  A.  Weinberg, 
University  of  Rochester  School  of  Medicine,  Roch- 
ester, during  the  session  on  x-ray'S. 

Kings  County  Medical  Society 

The  Section  on  Allergy  of  the  Kings  County' 
Medical  Society  held  its  regular  meeting  at  the 
Society  Building  on  November  19.  Dr.  Lewis  Webb 
Hill,  associate  professor  of  pediatrics  at  Harvard 
Medical  School,  and  chief  of  the  allergy'  section  at 
the  Children’s  Medical  Center,  Boston,  spoke  on  the 
topic,  “Respiratory'  Allergy  in  Infancy'  and  Child- 
hood.” A discussion  was  given  by  Dr.  Bret  Ratner, 
professor  of  clinical  pediatrics  and  associate  pro- 
fessor of  immunology  at  New  York  Medical  College, 
and  attending  pediatrician  at  Flower  and  Fifth 
Avenue  Hospitals,  New  York  City, 
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Seminar  in  Ophthalmology  and  Otolaryngology 
at  University  of  Florida 

The  eighth  annual  University  of  Florida  Mid- 
winter Seminar  in  Ophthalmology  and  Otolaryn- 
gology, attended  by  physicians  from  all  over  the 
United  States  and  Canada,  will  be  held  at  the 
Sans  Souci  Hotel  in  Miami  Beach,  January  18 
through  January  23,  1954.  Lectures  on  ophthal- 
mology will  be  presented  January  18  to  20,  and  those 
on  otolaryngology,  January  21  to  23.  On  January 
20,  the  Florida  Society  of  Ophthalmology  and  Oto- 
laryngology will  hold  its  midwinter  convention, 
to  which  all  registrants  are  invited.  Registrants 
and  their  wives  may  also  attend  the  informal  ban- 
quet at  8:00  p.m.,  January  20. 

From  New  York  State,  Drs.  Algernon  B.  Reese, 
and  Maynard  C.  Wheeler,  New  York  City,  will 
lecture  on  ophthalmology,  and  Drs.  Dorothy  Wolff 
and  DeGraaf  Woodman,  New  York  City,  will  lecture 
on  otolaryngology’.  Other  lecturers  on  ophthal- 
mology will  be  Dr.  W.  B.  Anderson,  Durham,  North 
Carolina;  Dr.  W.  P.  Beetham,  Boston,  Massachu- 
setts, and  Dr.  W.  C.  Owens,  Baltimore,  and  on  oto- 
laryngology’, Dr.  E.  N.  Broyles,  Baltimore;  Dr.  H. 
P.  House,  Los  Angeles;  and  Dr.  W.  J.  McNally, 
Montreal. 

Sixth  Annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice 

The  American  Academy  of  General  Practice  will 
hold  its  sixth  annual  scientific  assembly  at  the  Public 
Auditorium  in  Cleveland,  Ohio,  March  22  to  25, 
1954. 

Dr.  John  F.  Mosher,  of  Coeymans,  will  head  the 
Committee  on  Scientific  Assembly,  and  Dr.  Howard 
Rusk,  New  York  City,  will  participate  in  the 
scientific  program.  Symposia  will  be  presented  on 
peptic  ulcer,  tuberculosis,  headache  and  dizziness, 
antibiotics,  the  commonly  missed  diagnoses  of 


skin  diseases,  unnecessary  gynecologic  surgery, 
arthritis,  anemia,  surgical  problems,  and  recent 
advances  in  therapeutics.  There  will  be  a live 
clinic  on  rehabilitation  procedures  and  a scientific 
exhibit  including  more  than  sixty  exhibits,  at  least 
half  of  them  original,  and  all  closely  integrated 
with  the  lecture  program.  A full  social  program 
is  being  planned  for  the  wives. 

The  Assembly’  will  conclude  with  a president’s 
reception  for  the  entire  attendance,  the  first  the 
Academy’  has  had. 

International  College  of  Surgeons 

The  United  States  and  Canadian  Sections  of  the 
International  College  of  Surgeons  will  hold  their 
Nineteenth  Annual  Congress  at  the  Palmer  House  in 
Chicago,  September  7 to  10,  1954. 

The  Ninth  International  Congress  of  Surgery  of 
the  International  Congress  of  Surgeons  will  be  held 
in  Sao  Paulo,  Brazil,  April  26  to  May  2,  1954. 

Regional  meetings  of  the  United  States  Section  in 
1954  are  scheduled  as  follows:  January’  22  and  23, 
Oklahoma  City,  Oklahoma;  January’  29  and  30, 
Pennsylvania  Hotel,  West  Palm  Beach,  Florida,  and 
July  22  and  23,  Hotel  Utah,  Salt  Lake  City,  Utah. 

Postgraduate  Course  in  Orthopedics 

The  Hospital  for  Joint  Diseases,  New  York  City’, 
will  offer  a two-week  course  in  orthopedic  diagnosis 
and  treatment,  under  the  auspices  of  Columbia 
University’  College  of  Physicians  and  Surgeons, 
March  15  through  27,  1954.  The  class  will  convene 
Monday’  through  Friday,  9 a.m.  to  4 p.m.,  and 
Saturday,  9 a.m.  to  12  noox.  It  will  be  limited  to 
twenty  students. 

Application  blanks  may  be  obtained  from  Asso- 
ciate Dean,  Postgraduate  Instruction,  Columbia 
University  College  of  Physicians  and  Surgeons,  630 
West  168th  Street.  New  York,  New  York. 


PERSONALITIES 


Honored 

Dr.  Leonard  A.  Scheele,  surgeon  general  of  the 
United  States  Public  Health  Service,  the  degree  of 
Doctor  of  Science  at  the  twenty-fifth  anniversary- 
program  of  the  Columbia-Presbyterian  Medical 
Center  . . . Drs.  Louis  Casamajor,  James  A.  Cors- 
caden,  A.  Raymond  Dochez,  Haven  Emerson, 
John  M.  Hanford,  James  W.  Jobling,  John  D. 
Kernan,  Arnold  Knapp,  Albert  R.  Lamb,  Charles  C. 
Lieb,  Howard  H.  Mason,  Alwin  M.  Pappenheimer, 
William  B.  Parsons,  Henry  A.  Riley,  Fordyce  B. 
St.  John,  Philip  E.  Smith,  Byron  Stookey,  Ben- 
jamin P.  Watson,  Allan  O.  Whipple,  Herbert  B. 
Wilcox,  and  Edwin  G.  Zabriskie,  distinguished  serv- 
ice awards  at  the  twenty-fifth  anniversary  celebra- 
tion of  the  Columbia-Presbyterian  Medical  Center 
. . . Drs.  James  M.  Archibold  and  Francis  M.  Noonan, 
of  Cohoes,  a fellowship  degree  and  an  associate  de- 
gree, respectively,  at  a special  convocation  cere- 
mony- of  the  International  College  of  Surgeons,  held 
in  New  York  City. 

Awarded 

Dr.  Robert  C.  Bahn,  Buffalo,  prize  for  outstanding 
research  at  the  twenty-ninth  annual  reunion  of  the 


Alumni  Association  of  the  May-o  Foundation.  .Dr 
Ludwik  Gross,  Bronx,  the  annual  award  of  the. 
Robert  Roesler  de  Villiers  Foundation,  Inc.,  for  re- 
search into  leukemia. 

Appointed 

Dr.  Samuel  Weith  Dooley,  New  York  City,  as 
health  associate  of  the  Community-  Service  Society  of 
New  York . . . Dr.  Frank  C.  Ferguson,  Jr.,  New  York 
City,  as  professor  and  head  of  a new  department  of 
pharmacology  at  Albany-  Medical  College  . . . Dr. 
James  D.  MaeCallum,  Buffalo,  as  a member  of  the 
staff  of  the  Wyoming  County  Community  Hospital, 
Warsaw . . . Dr.  Norman  Plummer,  New  York  City, 
as  chairman  of  a special  conference  of  the  New  York 
Heart  Association,  to  be  held  in  New  York  City  on 
November  20. 

Dr.  Bernard  Epstein,  Brooklyn,  as  chief  of  the 
department  of  radiology  at  the  Long  Island 
Jewish  Hospital  . . . Dr.  Marcus  Kogel,  former 
New  York  City  hospital  commissioner,  as  dean  of 
the  Albert  Einstein  College  of  Medicine  . . . Dr. 
Edward  Meilman,  Boston,  chief  of  the  Division 
of  Medicine  at  the  Long  Island  Jewish  Hospital  . . . 
Dr.  Irwin  A.  Cole,  Batavia,  as  chairman  of  the 
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; malpractice  committee  of  the  Genesee  County 
Medical  Society. 

Speakers 

Dr.  David  Abrahamsen,  New  York  City,  at  the 
New  York  Times  Youth  Forum,  televised  over  sta- 
1 tion  WABD,  in  October  . . . Dr.  Franklin  M.  Foote, 
New  York  City,  at  the  fourth  National  Conference 
on  Physicians  and  Schools,  in  Highland  Park, 
Illinois,  in  October  . . . Dr.  Herman  E.  Hilleboe, 
Albany,  at  a dinner  at  the  Waldorf-Astoria  Hotel 
for  the  alumni  and  staff  of  the  Columbia-Presby- 
terian  Medical  Center,  in  October  . . . Dr.  Sherman 
Little,  Buffalo,  at  the  22nd  annual  meeting  of  the 
i American  Academy  of  Pediatrics,  in  Miami,  in 

I October  . . . Dr.  E.  M.  Medlar,  Ithaca,  at  the  an- 
i nual  meeting  of  the  Association  of  Life  Insurance 
j Medical  Directors,  in  New  York  City,  in  October  . . . 
Dr.  H.  Houston  Merritt,  New  York  City,  at  the 
! fourth  annual  convention  of  United  Cerebral  Palsy, 
in  November  . . . Dr.  Herbert  Pollack,  New  York 

Ij  City,  at  a symposium  on  protein  metabolism  at  the 
i University  of  Toronto,  in  October  . . . Dr.  Gerald  H. 

. Pratt,  New  York  City,  at  the  annual  alumni  con- 
J ference  of  the  Hospital  for  Joint  Diseases,  in  Octo- 
J.  ber. 

Dr.  Albert  F.  R.  Andresen,  Brooklyn,  at  the  Vet- 
lilerans  Administration  Hospital,  Northport,  on 
(i  October  29.  . Dr.  Michael  Antell,  New  York  City, 

| at  the  twelfth  annual  meeting  of  the  New  York 
Tuberculosis  Association’s  Washington  Heights- 
| Riverside  District  Health  Committee,  in  October . . . 

I Drs.  Ernst  P.  Boas,  New  York  City,  and  Frederick 
) H.  Epstein,  Flushing,  at  the  annual  meeting  of  the 
I Society  for  the  Study  of  Arteriosclerosis,  at  Chicago, 
in  November. . .Dr.  Herbert  Conway,  New  York 


City,  at  the  annual  meeting  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgery,  in  California, 
on  November  4. . .Dr.  Lothar  B.  Kalinowsky,  New 
York  City,  at  the  Veterans  Administration  Hospital, 
Northport,  on  October  27.  . Dr.  John  F.  Mahoney, 
New  York  City,  at  the  fiftieth  anniversary  luncheon 
of  the  Staff  Nurses  Council  of  the  Department  of 
Health,  in  October. . .Dr.  R.  Sterling  Muller.  New 
York  City,  at  the  Graduate  Fortnight  of  the  New 
York  Academy  of  Medicine,  in  October.  . .Dr.  Mark 
M.  Ravitch,  New  York  City,  at  the  Jewish  Sani- 
tarium and  Hospital  for  Chronic  Diseases,  in 
October. 

New  Offices 

Dr.  Anthony  Biancardi,  general  practice  in  High- 
land. . .Drs.  Ernest  A.  Cerasano  and  Stephen  C. 
Meigher,  general  practice  in  Schenectady ...  Dr. 
Clarence  E.  Dungan,  the  practice  of  gynecology  and 
obstetrics  in  Geneva. . .Dr.  Raymond  E.  Frisk,  gen- 
eral practice  in  Elmira. . . Dr.  Herbert  E.  Gade,  prac- 
tice of  ophthalmology  in  Kingston ...  Dr.  Jerome 
Gerber,  general  practice  in  Catskill.  . .Dr.  Allyn  F. 
Judd,  general  practice  at  the  Rip  Van  Winkle  clinic 
in  Hillsdale . . . Dr.  Morton  M.  Koff,  general  practice 
in  Long  Beach . . . Dr.  Louis  Platt,  the  practice  of 
pediatrics  in  Manhasset. . .Dr.  Armond  V.  Mascia, 
general  practice  in  Tarry  town.  . .Dr.  Frederick 
McCarty,  general  practice  in  Wellsville. . .Dr. 
Lemuel  Meyers,  general  practice  in  Canisteo . . . Dr. 
John  L.  Simon,  general  practice  in  New  City.  . . 
Dr.  Robert  G.  Wedemeyer,  general  practice  in 
Baldwinsville. 

Dr.  Ronald  Loeb,  general  practice  in  Macedon  . . . 
Dr.  William  B.  McCafferty,  general  practice  in 
Ballston  Spa. 


i CONTINUING  RISE  IN  LONGEVITY  OF  THE  INDUSTRIAL  POPULATION 


The  average  length  of  life  among  American  wage- 
?|  earners  and  their  families  reached  a new  high  of  68.5 
| years  in  1952,  according  to  the  experience  of  the 
! industrial  policyholders  of  the  Metropolitan  Life 
Insurance  Company.  Although  this  is  not  much 
j above  the  figure  for  1951,  it  marks  the  ninth  year  of 
H consecutive  rise.  The  gain  in  average  lifetime 
I among  these  insured  persons  amounts  to  five  years 
since  1941,  to  ten  years  since  1932,  and  to  twenty- 
|j  two  years  since  1911-1912,  just  four  decades  ago. 
In  1879-1889,  the  earliest  period  with  a comparable 
figure,  the  average  lifetime  was  only  thirty-four 
]»]  years — -less  than  half  that  for  1952. 

Details  for  individual  ages  show  mortality  rates 
■j  under  1 per  1,000  for  white  males  at  ages  four  to 
•I  sixteen,  white  females  at  ages  two  to  thirty-one, 

1 colored  males  at  ages  five  to  thirteen,  and  colored 
females  at  ages  five  to  sixteen.  However,  after 
! childhood  the  room  for  reduction  in  colored  mor- 
tality is  still  considerable  when  compared  with  that 
for  white  persons.  Among  females  the  rates  for  the 
1 colored  are  at  least  double  those  for  the  whites 
f throughout  the  childbearing  period.  In  the  case 
I of  males  the  difference  between  the  races  is  not  as 
I large  as  for  females;  nevertheless,  at  ages  fifteen  to 
t thirty-nine  the  ratio  of  colored  to  white  mortality 
among  males  exceeds  1.5. 

It  is  instructive  to  compare  some  of  the  details 
I regarding  longevity  for  1952  with  the  corresponding 
i|  situation  for  1946,  the  first  postwar  year.  In  this 
I brief  period,  white  males  at  age  five  gained  1.3 
i years,  their  expectation  of  life  reaching  a level  of 
62.9  years  in  1952.  This  gain  would  have  been 


greater  were  it  not  for  the  high  mortality  from  acci- 
dents and  other  hazards  encountered  by  young  men 
in  military  training.  Among  white  females  at  age 
five,  the  rise  was  greater,  amounting  to  2.2  years, 
with  68.8  years  as  the  expectation  of  life  in  1952. 
The  corresponding  improvement  among  colored 
lives  was  even  more  rapid — namely,  2.3  years  for 
males  and  3.3  years  for  females.  However,  the 
recent  record  for  colored  lives  still  lags  considerably 
behind  that  for  white  persons;  the  expectation  of  life 
at  age  five  in  1952  was  60.5  years  for  colored  males 
and  63.6  years  for  the  females. 

At  the  threshold  of  midlife,  the  improvements  in 
expectation  of  life  since  1946  among  these  insured 
persons  are  still  noteworthy,  especially  for  females. 
Whereas  the  gain  in  expectation  of  life  at  age  forty  - 
five  amounted  to  only  one-half  year  for  white  males, 
the  rise  came  to  1.4  years  for  white  females.  In  the 
case  of  colored  lives  the  corresponding  gains  in  ex- 
pectation of  life  were  one  year  for  males  and  1.5 
years  for  females. 

The  record  for  gains  in  longevity  among  our  wage- 
earning families,  when  compared  with  that  for  the 
general  population,  is  particularly  impressive.  In 
1911-1912,  the  earliest  year  of  comparison,  the 
average  lifetime  for  industrial  policyholders  was 
about  six  and  one-half  years  less  than  that  for  the 
country  as  a whole;  currently  the  two  are  on  a par. 
It  is  significant  of  our  American  way  of  life  that  the 
health  status  of  the  wage-earning  segment  of  our 
population  has  now  caught  up  with  the  general 
average  for  the  country. — Statistical  Bulletin, 
Metropolitan  Life  Insurance  Company,  August,  1953 
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with  a combination/of-^itar1  in  B)2 
and  pure  muscle  adenylic  p id. 


lenylic 

separately 


COBADEN  is  far 
tive  than  either 
acid  when  admtnistei 
in  the  treatment/^FTrir 
or  bursitis  (mus^ulp/fasciaitis). 

COBADEN  — each  dd.  contains: 
Adenosine-5-Phq$phoric  acid  25  mg. 


Cyanocobalarmhe  (Bu) 


60  meg. 


We  will  glaaly  send  you  complete 
literature  upon  request. 

Supplied:  In  10  cc.  multiple  dose  vials 
through  your  Prescription 
Pharmacy  or  Surgical 

iiSSj  SupplyDeo1*' 


...  or  direct  from: 


PHARMACEUTICAL  CO.,  INC. 

333  Columbia  Street,  Rensselear,  New  York 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-4550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-ln-charge 


HOLBROOK  MANOR  "K5 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman.  M.D..  Q.P. 
HOLEROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


Hall-Brooke . . • a modern 

psychiatric  hospital  on  120  acres,  1-hr  from 
X.Y.  George  K.  Pra  tt,  M . D. , Med.  Director. 

Greens  Farms,  BOX  31,  Connecticut 
Westport  2-5105  • New  York:  Enterprise  607 U 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson.  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridg*  9*8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE.  M.D..  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  Slate  Building,  Tel.  Longacre  3-0799 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connec- 
tion, or  a nything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 
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FOR  SALE 


100  M.  A.  Shockproof  Bucky  Tilt  Table,  Westinghouse 
Pandex,  and  Picker  Century,  reasonable.  Henry  W. 
Weiss,  M.D.,  Ellenville,  New  York.  Tel.  Ellenville  900. 


FOB  RENT 


Excellent  opportunity  for  BOARD  ELIGIBLE  OBSTE- 
TRICIAN to  rent  space  in  a beautiful  and  efficient  modern 
medical  building,  now  being  constructed,  for  a general 
practitioner,  in  rapidly  growing  suburban  northeastern 
New  Jersey,  six  miles  from  New  York  City,  and  three 
miles  from  excellent  hospital.  Occupancy,  January  1954. 
Telephone  Englewood  3-3050. 


SUB -LEASE 


Office,  fully  equipped  for  dermatologist,  including  X-Ray 
therapy.  Suitable  general  practitioner,  or  specialist.  Far 
Rockaway,  (Doctors’  Row).  Low  rental.  Address  Box 
710,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


For  immediate  sale  office  and  practice  of  recently  de- 
ceased ophthalmologist.  Excellent  Bronx  location.  Box 
709,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Opportunity  for  professional  man  who  desires  combined 
office  and  home  in  new  community,  on  North  Shore  of 
Long  Island.  New  two-story,  eight  room  house,  two  baths, 
full  basement.  Price  $16,000.  20%  down,  mortgage. 

For  information,  call  Huntington  4-1988. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times 00 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Medical  Building  of  Central  Nassau.  432  Mineola  Blvd. 
(near  Hillside  Ave.,)  Williston  Park,  Long  Island,  New  York 
Garden  City,  7-9555.  Completely  equipped  and  furnished 
medical  building,  adaptable  to  almost  any  specialty. 
Available  part  or  full  time.  For  rent  or  co-operative 
purchase. 


COURSES 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  & Individual  Information,  John  Levbarg,  M.  £>. 
219  West  86th  St.,  N.  Y.  C.  EN2-6845. 


INTERIOR  DECORATOR 


I will  decorate  your  reception  room  and  office,  tastefully, 
giving  it  the  impression  that  you  wish  to  convey.  Will 
work  within  your  budget.  Free  consultation.  Call  Shirley 
Lurie — Oregon  5-3400. 


MANUSCRIPT  PREPARATION 


By  writer-editor,  thoroughly  experienced  in  handling  med- 
ical and  other  scientific  articles  and  books — writing,  re- 
writing, editing,  research.  Box  700,  N.  Y St.  Jr.  Med. 


BOOK  BINDERS 


Professional  and  Technical  Journals  expertly  bound  by 
Certified  Member  Library  Binding  Institute.  Write  Acme 
' Bindery,  Inc.,  287  Washington  Street,  Buffalo,  New  York. 


TAX  AND  ACCOUNTING  SERVICE 


Federal,  State,  City  Taxes,  Permanent  Service — Reasonable, 
j Eric  Welles,  Accountant,  550  5th  Ave.,  N*.  Y.  C.  PL. 
7-3638.  After  6:30  P.  M„  call  LI.  4-6271. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mandl  School  854  w *4  st— n y c 

Circle  7-3434 

Licensed  by  the  State  of  New  York 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patricia  Zdcfesiiy — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SHOES 1 

inKL€R 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  fherapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamercy  7-5504 
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NOW 


A safe  tranquilizer-antihypertensive 


(reserpine 

A pure  crystalline  alkaloid  of  Rauwolfia  serpentina 


Serpasil,  a pure,  crystalline,  single  alkaloid  of 
Rauwolfia  serpentina,  produces  mild,  gradual,  sus- 
tained lowering  of  blood  pressure  without  unde- 
sired effects  from  unknown  alkaloids  of  the  whole 
root.  Other  advantages: 

■ Effective  alone  or  in  combination  with  other 
antihypertensive  agents. 

■ Uniform  potency. 

■ Predictable  therapeutic  results. 

■ No  tolerance  developed,  or  toxic  effects  re- 
ported; no  contraindications;  no  serious  side 
effects. 

Virtually  every  hypertensive  patient  may  be 
treated  with  Serpasil  therapy.  Prescribe  this  safer 
tranquilizer-antihypertensive  now.  Available  at  all 
prescription  pharmacies. 

Serpasil  Tablets,  0.25  mg.- 0.1  mg.  Bottles  of  100. 


(O  3, Ip) <30,  Summit,  New  Jersey 


2/  1937M 


A new  form  of  a synthetic  narcotic  analgesic  . . . 
approximately  twice  as  potent  as  racemic  Dromoran 
(dl)  Hydrobromide  'Roche’  . . . inducing  prompt 
pain  relief  with  longer  duration  of  analgesic 
effect  than  morphine. 

. . . indicated  for  the  relief  of  severe  or  intractable 
pain  . . . preoperative  medication  and 
postoperative  analgesia. 

. . . "A  striking  characteristic  is  its  ability  to 
produce  cheerfulness  in  pain-depressed  patients 
the  morning  after  an  evening  dose.”* 

. . . less  likely  than  morphine  to  produce  constipation, 
nausea  or  other  undesirable  side  effects  . . . whether 
administered  orally  or  subcutaneously. 

CAUTION: 

Levo-Dromoran  Tartrate 
is  a narcotic  analgesic. 

It  has  an  addiction 
liability  equal  to 
morphine  and  therefore 
the  same  precautions 
should  be  taken  in 
dispensing  this  drug 
as  with  morphine. 

*(ilazebrook,  A.  J.:  Brit.  M.  J., 
2:1328  (Dec.  20)  1952. 

HOFFMANN-LA  ROCHE  INC  • Nutley  10  • New  Jersey 

LEVO-DROMORAN® — brand  of  levorphan 


LEVO-DROMORAN 

TARTRATE  ’Roche 

(tartaric  acid  salt  oiTevo-3-hydroxy-N-methylmorphinan) 
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when  you  are  challenged  with  — 


“But  Doctor,  can’t  you  make  them  eat?" 


specify  — Trophite*  b12  piusBi 

to  increase  appetite  and  growth  in  below-par  children 

Recommended  daily  dosage— only  one  teaspoonful  (5  cc.)  containing: 

25  meg.  Vitamin  B,2  and  10  mg.  Vitamin  B,.  Delicious  cherry  flavor 

*tm  Re*  us  Pat  ott  Smith,  Kline  & French  Laboratories,  Philadelphia 
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Editorial 

Minutes  of  the  House  of  Delegates 


Yearly  in  Part  II  of  the  September  1 issue 
of  the  New  York  State  Journal  of  Med- 
icine the  complete  transactions  of  the 
House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  are  printed,  to- 
gether with  an  index.  The  1953  Annual 
Meeting  was  held  at  the  Hotel  Statler, 
Buffalo,  May  4 to  6. 

The  minutes  herein  contained  constitute 
a detailed  and  valuable  record.  They 
should  be  read  carefully  and  retained  by  the 
membership  for  future  reference.  It  is 
hoped  that  the  readers  of  the  Journal  will 
take  advantage  of  the  facility  here  offered, 
in  convenient  indexed  form,  to  become  ac- 
quainted with  the  procedures  of  the  House. 
In  these  pages  the  policy  of  the  Medical 
Society  of  the  State  of  New  York  is  defined 
by  the  action  of  the  delegates  with  relation 
to  its  various  enterprises  and  activities  both 
internal  and  external.  Only  by  careful 
perusal  of  these  minutes  can  the  member- 
ship hope  to  acquaint  itself  with  the  vast 


area  covered  by  the  deliberations  of  the 
delegates  and  the  officers  of  the  Society. 

In  this  Part  II  the  fate  of  all  resolutions 
may  be  followed  by  the  reader  from  the  time 
of  their  introduction  on  the  floor  of  the 
House  to  the  final  action  taken  on  them,  and 
our  members  are  urged  to  inform  themselves 
of  the  business  accomplished  on  their  behalf 
by  their  hard  working  county  society  dele- 
gates. 

Relatively  few  of  our  large  membership 
have  the  opportunity  to  be  present  at  each 
Annual  Meeting,  but  all  have  the  means  of 
informing  themselves  through  these  minutes 
of  what  the  Society  does  for  the  public 
interest,  the  advancement  of  medicine  in  the 
State,  and  the  welfare  of  its  members. 

The  scientific  papers  are  published  as 
rapidly  as  possible  in  the  Journal  through- 
out the  year,  as  are  the  official  transactions 
of  the  Council.  Preserve  this  copy  of  Part 
II;  it  answers  many  questions  you  may 
have  during  the  year  1953-1954. 
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House  of  Delegates 


Minutes  of  the  Annual  Meeting  ^ 'op  ^ 


^ 9a 
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May  4 to  May  6,  195  3 


* 

<r 


THE  147th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  convened  at  the  Hotel  Statler,  Buffalo,  New 
York,  on  Monday,  May  4,  1953,  at  10:00  a.m.  ; Dr. 
Frederic  W.  Holcomb,  Speaker;  Dr.  Frederick  W. 
Williams,  Vice-Speaker;  Dr.  W.  P.  Anderton, 
Secretary;  Dr.  Alfred  P.  Ingegno,  Assistant  Secre- 
tary. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Mr.  Secretary,  will  you  give  me  the  report  of  the 
Reference  Committee  on  Credentials? 

Section  1 

Report  of  Reference  Committee  on  Credentials 

It  was  reported  that  there  were  no  disputed  dele- 
gations, and  all  on  the  rolls  were  entitled  to  vote. 

Dr.  Charles  F.  McCarty,  Kings:  There  are 
represented  and  present  109  from  the  counties,  8 
from  the  districts,  9 from  the  sections,  21  officers,  and 
3 ex-presidents. 

Speaker  Holcomb  : Thank  you,  Dr.  McCarty. 

I now  declare  the  147th  Session  of  the  House  of 
Delegates  open  for  business. 

Section  2 

Memorial  Observance 

Speaker  Holcomb:  At  this  time  I wish  to  an- 
nounce with  regret  the  passing  of  three  of  our  very 
valuable  members,  Dr.  Goodlatte  Gilmore,  Dr. 
Morris  Weintrob,  and  Dr.  Harry  Aranow.  I will  ask 
the  House  to  arise  for  a moment  of  silence  in  their 
memory. 

. . . The  members  arose  and  stood  for  one  minute 
with  bowed  heads  in  memory  of  their  departed  con- 
freres. . . 

Section  3 

Invocation 

Speaker  Holcomb:  I think  it  is  very  timely  at 
the  beginning  of  our  session  to  ask  for  Divine 
guidance  and  God’s  blessing  upon  our  proceedings 
during  the  next  few  days.  Dr.  Joseph  Fink,  of  the 
Temple  Beth  El  Zion,  of  Buffalo,  has  graciously 
consented  to  ask  the  invocation. 

Rev.  Joseph  Fink:  Our  God,  Father  of  all  men, 
make  us  ever  mindful  and  appreciative  of  the 
privilege  of  meeting  together  in  fellowship  and  unity 
to  explore  ever  deeper  into  the  truth  of  Thy  uni- 
verse. Extend  our  horizons,  broaden  our  sym- 
pathies, and  deepen  our  understanding,  that  we  may 
ever  more  zealously  and  earnestly  devote  ourselves 
to  the  great  work  which  engages  us. 

May  the  light  of  Thy  wisdom  ever  shine  upon  us 


and  guide  us  to  increasing  usefulness  and  service. 
Amen. 

Section  J+ 

Approval  of  Minutes  of  the  1952  Session 

Speaker  Holcomb:  Members  of  the  House,  the 
next  order  of  business  is  the  approval  of  the  minutes 
of  the  1952  session.  These  appeared  in  Part  II  of  the 
September  1 issue  of  the  New  York  State  Journal 
of  Medicine.  If  there  are  no  corrections  or  ob- 
jections, the  minutes  will  stand  approved  as  pub- 
lished. Hearing  no  objections,  I declare  them 
approved  as  published. 

Section  5 

Reference  Committees 

Speaker  Holcomb  : There  have  been  some 
last  minute  changes  in  the  reference  committees; 
in  fact,  some  of  these  reference  committees  have  had, 
I would  say,  a tremendously  high  mortality  rate.  I 
believe  it  would  be  wise  at  this  time  to  read  these 
because  of  the  changes. 

CREDENTIALS 

Charles  F.  McCarty,  Chairman,  Kings 
Edward  L.  Schwabe,  Chautauqua 
George  Schwartz.  Bronx 
Ferdinand  It.  Herrman,  Queens 
Frank  A.  Gagan,  Dutchess 

PRESIDENT’S  REPORT 

Henry  T.  McGarvey,  Chairman,  Westchester 

Joseph  C.  O’Gorman,  Erie 

Edwin  A.  Griffin,  Kings 

William  E.  Pelow,  Onondaga 

David  W.  Beard,  Schoharie 

REPORTS  OF  SECRETARY,  CENSORS.  AND  DIS- 
TRICT BRANCHES 

Theodore  R.  Proper,  Chairman,  Orange 
Samuel  Leo,  Bronx  (who  replaces  Moses  H.  Krakow, 
Bronx) 

Stanley  B.  Folts,  Seneca 
Joseph  A.  Lane,  Monroe 
David  Fertig,  Westchester 

REPORTS  OF  TREASURER,  TRUSTEES,  AND  FI- 
NANCE COMMITTEE 

Thomas  M.  Watkins,  Chairman,  St.  Lawrence 

R.  Edward  Delbridge,  Monroe 

Thomas  F.  McCarthy,  Bronx 

Kenneth  M.  Lewis,  New  York 

Kenneth  F.  Bott,  Greene 

PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 
John  F.  Kelley,  Chairman,  Oneida 
Peter  M.  Murray,  New  York 
Christopher  Wood,  Westchester 
George  D.  Anderson,  Saratoga 
John  C.  Brady,  Erie 

MALPRACTICE  INSURANCE  AND  DEFENSE  BOARD 
LEGAL  COUNSEL 

Walter  S.  Bennett,  Chairman,  Washington 
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HOUSE  OF  DELEGATES 


[X.  V.  State  J.  M. 


Homer  L.  Nelms.  Albany 
Frank  LaGattuta,  Bronx 
Solomon  Schussheim,  Kings 

George  P.  Bergmann,  Second  District  Branch,  Suffolk 
(replacing  Austin  B.  Johnson) 

CONSTITUTION  AND  BYLAWS  COMMITTEE  OF 
COUNCIL 

Aaron  Kottler,  Chairman,  Kings 
Orin  Q.  Flint,  Delaware 
Frank  J.  Cerniglia,  Queens 

M.  Edgerton  Deuel,  Ontario  (replacing  Homer  J.  Knicker- 
bocker. Ontario,  one  of  our  old  members  of  the  House, 
who  was  taken  ill) 

Ralph  E.  Isabella,  Schenectady  (replacing  James  M. 
Blake,  Schenectady) 

COUNCIL — PART  I 

POSTGRAD!' ATE  EDUCATION 
MEDICAL  DEFENSE 
George  A.  Burgin.  CAotrman,  Herkimer 
John  L.  Sengstack,  Suffolk 
J.  Homer  Cudmore,  New  York 
Richard  P.  Doody.  Rensselaer 

Sydney  L.  McLouth,  Eighth  District  Branch,  Genesee 

COUNCIL — PART  II 

MATERNAL  AND  CHILD  WELFARE 
Harold  B.  Davidson,  Chairman,  New  York 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Waring  Willis,  Westchester 
Gerald  B.  Manley,  Livingston 
R.  Scott  Howland,  Chemung 

COUNCIL— PART  III 

PUBLIC  HEALTH  ACTIVITIES  A:  INDUSTRIAL 

HEALTH.  RURAL  MEDICAL  SERVICE.  GENERAL 
PRACTICE,  PROBLEMS  OF  ALCOHOLISM 
William  E.  Gazeley,  Chairman,  Fourth  District-  Branch- 
Schenectady 

William  A.  Buecheler,  Section  Delegate,  Onondaga 
Adelaide  Romaine,  New  York 
Stanley  C.  Pettit,  Richmond 
Felix  Ottaviano,  Madison 

On  the  next  group,  which  is  one  of  our  difficult 
reference  committees,  the  mortality  rate  was  terrific. 
At  tills  time  I will  ask  all  of  the  replacements  on  that 
particular  reference  committee  to  give  Dr.  Shea,  of 
lister,  chairman,  all  of  the  help  they  possibly  can: 
I know  he  is  going  to  need  it.  The  present  setup  of 
that  reference  committee  is  as  follows: 

COUNCIL— PART  IV 

PUBLIC  HEALTH  ACTIVITIES  B:  CANCER, 

BLOOD  BANKS.  HEART  DISEASE,  MENTAL 
HYGIENE,  FILM  REVIEW 
Edward  F.  Shea,  Chairman,  Ulster 
A.  Wilbur  Duryee,  New  York 

Carl  G.  Merkel,  Franklin  (replacing  Morris  Maslon,  War- 
ren) 

Abraham  D.  Segal,  Kings  (replacing  Charles  S.  Lakeman, 
Monroe) 

Sol  Axelrad,  Queens  (replacing  Alfred  Angrist,  Queens) 
COUNCIL— PART  V 

PUBLIC  HEALTH  ACTIVITIES  C:  PHYSICAL 

MEDICINE  AND  REHABILITATION,  GERIAT- 
RICS. DIABETES.  CEREBRAL  PALSY,  SCHOOL 
HEALTH,  HARD  OF  HEARING  AND  THE  DEAF 
Dwight  V.  Needham,  Chairman,  Onondaga 
Madge  C.  L.  McGuinness,  New  York 
Olin  J.  Mo  wry,  Oswego 
Norman  S.  Moore,  Tompkins 
A.  W.  Martin  Marino.  Kings 

COUNCIL — PART  VI 

ECONOMICS.  PUBLIC  MEDICAL  CARE,  MEDI- 
CAL LICENSURE  AND  MEDICAL  SERVICE. 
HOSPITAL  AND  PROFESSIONAL  RELATIONS 
Gerald  D.  Dorman,  Chairman,  New  York 
Harry  Golembe,  Sullivan 
Henry  J.  Barrow,  Bronx 
Herbert  E.  Wells,  Erie 

Louis  Berger.  Kings  (replacing  Morris  Weintrob,  Kings, 
deceased) 

COUNCIL— PART  VII 

MEDICAL  CARE  INSURANCE 
Elmer  T.  McGroder,  Chairman,  Erie 


William  B.  Rawls.  New  York 
John  M.  Galbraith,  Nassau 
John  W.  Latcher,  Otsego 
Walter  Drey  fuss,  Montgomery 

COUNCIL — PART  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION 
WAR  MEMORIAL.  AMERICAN  MEDICAL  EDU- 
CATION FOUNDATION 
Charles  Sandler,  Chairman,  Bronx 
Arthur  J.  Sullivan,  Albany 
Henry  Joseph  Noerling,  Columbia 
Henry  I.  Fineberg,  Queens 
Charles  H.  Loughran.  Kings 

COUNCIL— PART  IX 
LEGISLATION 

Charles  W . Mueller,  Chairman,  First  District  Branch, 
Kings 

Samuel  Sanes,  Erie 
Samuel  B.  Burk,  New  York 
George  F.  Xevin,  Cortland 
E.  Kenneth  Horton,  Nassau 

COUNCIL— PART  X 

WORKMEN  S COMPENSATION 
T.  Scudder  Winslow.  Chairman,  New  York 
William  C.  Rausch.  Third  District  Branch.  Albany 
Harold  W.  Grosselfinger,  Rockland 
John  L.  Norris.  Monroe 
James  A.  Lynch,  Bronx 

COUNCIL — PART  XI 

PUBLICATION,  PUBLIC  RELATIONS 
Ezra  A.  Wolff,  Chairman.  Queens 
Clifton  H.  Berlinghof  Broome 
Samuel  Z.  Freedman,  New  York 
Benjamin  M.  Bernstein,  Kings 
W.  Walter  Street,  Onondaga 

COUNCIL — PART  XII 

CONVENTION.  NURSING  EDUCATION. 
WOMANS  AUXILIARY.  OFFICE  ADMINISTRA- 
TION AND  POLICIES,  ETHICS,  BELATED 
BILLS 

Edward  P.  Flood,  Chairman,  Bronx 

Clarence  G.  Bandler.  New  York 

Arthur  F.  Gaffney,  Fifth  District  Branch.  Oneida 

John  S.  Fitzgerald,  Section  Delegate,  Oneida 

Fred  R.  Bromberg,  Suffolk 

MISCELLANEOUS  BUSINESS  A 

George  J.  Lawrence,  Jr.,  Chairman,  Queens 

Leonard  J.  Schiff.  Clinton 

George  E.  Anderson,  Kings 

William  G.  Roberts.  Yates 

Reid  R.  Heffner,  Westchester 

MISCELLANEOUS  BUSINESS  B 
E.  Dean  Babbage,  Chairman,  Erie 
Sylvester  C.  Clemans,  Fulton 
Charles  A.  Anderson,  Kings 
Walter  T.  Heldmann.  Richmond 
John  Edward  Lowry,  Queens 

And  the  new  committee  which  was  formed  this 
year: 

SPECIAL  COMMITTEE  ON  CONSTITUTION  AND 
BYLAWS 

A.  H.  Aaron,  Buffalo.  Chairman 
Thomas  O.  Gamble,  Albany 
James  R.  Reuling,  Queens 

The  Chair  wishes  to  call  attention  to  the  im- 
portance of  this  committee.  It  is  felt  that  it  will  be 
valuable  in  avoiding  conflicts  with  the  text  and  per- 
haps the  intent  of  the  Constitution  and  Bylaws  of 
some  of  the  resolutions  that  are  brought  in  and  some 
of  the  reports. 

Again,  I wish  to  announce  that  Miss  Alvina  Rich 
Lewis  will  help  you  with  your  resolutions.  She  will 
edit  them  and  correct  the  English.  She  is  in  the  back 
of  the  room. 

Speaker  Holcomb:  I wish  to  announce  at  this 
time  that  Miss  Lewis  has  been  of  extreme  value  to 
the  vice-speaker  and  me  in  going  over  some  of  these 
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resolutions  and  getting  them  in  proper  order. 
That  is  no  reflection  on  the  English  of  the  House  of 
Delegates,  but  we  know  it  slips  occasionally. 

Section  6 

Reference  of  Reports  and  Supplementary  Reports 

Secretary  Anderton:  Mr.  Speaker,  I move  that 
the  reports  and  supplementary  reports  of  officers. 
Council,  trustees,  legal  counsel,  and  district  branches 
that  have  been  published  and  distributed  to  the 
members  of  the  House  be  referred  to  their  respective 
reference  committees  without  reading. 

Dr.  Clarence  G.  Bandler,  Neiv  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Ezra  A.  Wolff,  Queens:  At  this  time  I move 
that  the  report  of  the  Special  Committee  Concerning 
Legislative  Activities,  which  has  not  been  published 
as  yet,  but  which  is  in  process  of  being  mimeographed 
and  will  be  given  to  the  House  first  thing  tomorrow 
morning,  be  also  referred  to  the  respective  reference 
committee. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Those  copies  will  be  dis- 
tributed to  the  delegates  in  the  morning. 

Section  7 ( See  129) 

Corrected  Supplementary  Report  of  the  Secretary 

To  the  House  of  Delegates,  Gentlemen: 

As  result  of  a suggestion  from  Dr.  Carlton  E. 
Wertz,  chairman  of  the  Convention  Committee,  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  voted  to  canvass  the  component  county  medi- 
cal societies  in  regard  to  their  desires  respecting  the 
place  for  annual  meetings. 

Forty-four  of  61  county  societies  replied,  repre- 
senting 77.45  per  cent  of  membership.  Twenty-two 
counties,  representing  62.5  per  cent  of  membership, 
voted  to  continue  existing  custom,  alternating  be- 
tween Buffalo  and  New  York  City.  Fourteen  coun- 
ties, representing  15.9  per  cent  of  membership, 
voted  New  York  City  every  year.  Four  counties, 
representing  2.9  per  cent  of  membership,  voted  New 
York  City  three  years,  and  Buffalo  every  fourth 
year.  One  county,  representing  0.2  per  cent  of 
membership,  prefers  New  York  City  two  years,  and 
Buffalo  every  third  year.  One  county,  representing 
0.2  per  cent  of  membership,  prefers  New  York  City 
four  years,  and  Buffalo  every  fifth  year.  Two  coun- 
ties, representing  0.6  per  cent  of  membership,  ex- 
pressed satisfaction  either  to  meet  in  New  York  City 
every  year,  or  New  York  City  and  Buffalo  alternate 
years. 

On  April  9,  1953,  the  Council  voted  to  continue 
annual  meetings  in  Buffalo  and  New  York  City  al- 
ternate years. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Section  8 (See  185) 

Citizens’  Health  Education  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Citizens’  Health  Education  Committee  con- 
sists of  the  following: 

J.  Stanley  Kenney,  M.D.,  Chairman, 

New  York  City 


Floyd  S.  Winslow,  M.D Rochester 

Theodore  J.  Curphey,  M.D Garden  City 

Edward  T.  Wentworth,  M.D Rochester 


At  the  1952  Session  of  the  House  of  Delegates  held 
at  the  Hotel  Statler  in  New  York  City,  a resolution 
was  introduced  which  stated  that  the  Medical  So- 
ciety of  the  State  of  New  York  should  oppose  any 
bills  for  the  licensing  of  chiropractors  and  other 
cultists.  In  addition,  the  resolution  stated  that  the 
Society  should  “take  measures  to  secure  the  co- 
operation of  all  interested  persons  and  groups  in 
opposing  any  bills  to  license  chiropractors  and  other 
cultists.”  The  heart  of  the  resolution,  however,  was 
contained  in  the  final  paragraph  which  stated  that 
the  State  Society  should  “with  the  assistance  of 
such  other  persons  and  groups,  develop  and  conduct 
a program  for  the  education  of  the  people  of  the 
State  of  New  York  in  the  dangers  of  cult  practice.” 

In  strongly  and  unanimously  approving  this 
resolution,  the  reference  committee  which  acted 
upon  it  stated  that  they  hoped  the  resolution  “will 
serve  as  a credo  in  presenting  our  uncompromising 
opposition  to  unqualified  practitioners  of  any  phase 
of  the  healing  arts.”  The  House  accepted  the 
recommendation  of  the  reference  committee  when  it 
unanimously  adopted  the  above  resolution. 

Acting  to  carry  out  the  intent  of  this  resolution, 
the  Council  approved  the  appointment  by  President 
Wentworth  of  a special  Citizens’  Health  Education 
Committee  to  conduct  a vigorous  all-out  educational 
campaign  to  inform  the  public  as  to  the  dangers  of 
cult  practice.  In  keeping  with  the  name  of  the  com- 
mittee, which  was  chosen  because  it  emphasized  the 
education  of  people  in  matters  pertaining  to  health, 
the  persons  appointed  to  the  committee  were  ex- 
perienced in  phases  related  to  health  education  and 
the  public.  After  Dr.  Theodore  J.  Curphey  was 
chosen  to  serve  on  the  committee  because  of  his  ex- 
perience as  chairman  of  the  Council  Committee  on 
Public  Health  and  Education,  Dr.  Floyd  S.  Winslow 
was  selected  because  of  his  knowledge  of  public  re- 
lations as  chairman  of  the  Council  Committee  on 
Public  Relations.  Your  chairman  was  chosen  be- 
cause of  the  fact  that  he  is  the  chairman  of  the  Coun- 
cil Committee  on  Legislation,  which  is  intimately 
connected  with  the  over-all  chiropractic  problem. 

Fields  of  Operation. — Before  taking  any  specific 
action,  your  committee  sat  down  with  President 
Wentworth,  Dr.  Anderton,  and  Dr.  Smith  to  con- 
sider what  plan  of  action  should  be  followed.  It  was 
decided  that  the  first  step  to  be  taken  was  the 
preparation  of  some  sort  of  kit  which  would  contain 
materials  and  a step-by-step  procedure  that  could 
be  followed  in  the  campaign.  It  was  recognized 
immediately  that  a basic  concept  was  that  the  edu- 
cation of  the  people  and  others  concerned  must  be 
conducted  at  the  local  level  through  the  county 
medical  societies. 

Before  approaching  the  various  county  medical 
societies,  your  committee  agreed  that  its  activities 
should  be  concerned  with  the  internal  and  external 
aspects  of  the  educational  campaign.  This  meant 
that  the  internal  would  have  to  do  with  our  own 
men  in  the  county  medical  societies  and  that  the  ex- 
ternal would  deal  with  first,  the  public;  second, 
ress,  radio,  and  TV;  third,  the  legislature,  and 
nally,  allied  organizations  in  the  health  field. 

With  this  fundamental  plan  in  mind,  your  com- 
mittee decided  that  the  kit  mentioned  above  must 
be  actually  prepared.  The  work  of  assembling  the 
kit  and  of  carrying  out  the  numerous  details  of  the 
campaign  was  assigned  to  the  Public  and  Profes- 
sional Relations  Bureau.  After  much  research  and 
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work,  a “Working  Kit  for  a Public  Education  Cam- 
paign Concerning  the  Dangers  of  Cults,  Quacks,  and 
Chiropractors”  was  finally  completed.  This  kit  not 
only  contained  a step-by-step  procedure  called  a 
timetable,  which  the  county  medical  society  offi- 
cials would  follow,  but  had  in  it  13  separate  pieces 
that  could  be  utilized  in  the  campaign.  These 
pieces  included: 

1.  “Down  to  Brass  Tacks  About  Chiropractic” 

2.  “The  Facts  About  Chiropractic” 

3.  “A  Report  to  the  Senate  and  General  As- 
sembly on  Chiropractic”  (Xew  Jersey  Report) 

4.  “Chiropractic”  (Xew  York  State  Journal 
of  Medicine  reprint) 

5.  “Medicine  Men  and  Men  of  Medicine” 

6.  “Myth  and  Menace” 

7.  Down  in  “Old  Kentucky”  ( Kings  County 
Bulletin  reprint) 

8.  Suggested  resolution  for  organizations  in- 
terested in  health  (long  form) 

9.  Suggested  resolution  for  organizations  in- 
terested in  health  (short  form) 

10.  Suggested  release  announcing  appointment 
of  committee 

11.  Suggested  release  announcing  county  medi- 
cal society  resolution  opposing  licensure  of  chiroprac- 
tic 

12.  Suggested  resolution  for  county  medical 
societies 

13.  Suggested  letter,  requesting  speaking  time 
from  organizations 

A copy  of  this  kit  was  sent  to  the  chairman  of  each 
local  county  Citizens’  Health  Education  Committee. 
In  addition,  copies  were  sent  to  many  count}-  society 
officers  who  expressed  interest  in  the  campaign  and 
even  to  medical  societies  and  other  groups  outside 
the  State  who  had  come  to  know  about  this  kit.  In 
all,  600  copies  of  this  working  kit  were  distributed 
during  the  campaign. 

Internal  Activities. — After  the  completion  of  the 
kit,  your  committee  was  in  a position  to  work  with 
local  groups.  It  was  at  this  point  that  Dr.  Went- 
worth sent  out  a special  letter  to  each  of  the  61 
county  medical  societies  in  the  State  calling  upon 
them  to  join  forces  with  the  State  Medical  Society 
in  a State-wide  campaign  to  educate  the  public  in 
the  dangers  of  cult  practice.  He  strongly  urged 
each  society  to  appoint  a special  county  society 
Citizens’  Health  Education  Committee  to  cooperate 
with  your  State  Society  education  committee.  He 
also  urged  that  each  county  society  adopt  a resolu- 
tion endorsing  the  State  Medical  Society’s  opposi- 
tion to  chiropractic.  The  ultimate  outcome  of  this 
request  was  that  even-  county  medical  society  in  the 
State  of  Xew  York  appointed  a special  Citizens’ 
Health  Education  Committee  and  that  59  societies 
adopted  strong  resolutions  endorsing  the  State 
Medical  Society’s  opposition  to  chiropractic. 

Once  the  names  of  the  local  committees  were  re- 
ceived, specific  steps  were  taken  to  convey  your  com- 
mittee’s plans  to  each  county  medical  society.  One 
of  the  most  important  factors  in  activating  the  local 
committees  was  the  use  of  the  field  representatives 
in  the  Public  and  Professional  Relations  Bureau. 
These  men  contacted  the  various  members  of  the 
local  Citizens’  Health  Education  Committees  and 
assisted  them  in  whatever  way  they  could.  An- 
other means  of  communication  between  the  State 
level  and  the  county  level  was  the  publication  of  a 
special  campaign  bulletin  every  week  during  the 
campaign.  As  a result  15  Citizens’  Health  Educa- 
tion Campaign  bulletins  were  published  and  sent  to  a 
total  of  7,875  individuals.  There  also  were  four 
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special  bulletins  that  were  mailed  to  2,000  individ- 
uals. 

Other  media  that  were  used  to  convey  your  com- 
mittee’s program  were  the  Newsletter  and  various 
types  of  personal  letters  and  telegrams.  Seven 
issues  of  the  Newsletter  were  used  to  bring  notices 
about  the  campaign  to  county  medical  society  offi- 
cials as  well  as  to  individual  members,  and  one  issue 
in  particular,  the  December  issue,  was  devoted 
entirely  to  the  campaign  as  a special  Citizens’ 
Health  Education  Campaign  issue. 

In  communicating  with  the  county  society  offi- 
cials, seven  telegrams  and  letters  were  sent  out  to  a 
total  of  614  individuals.  As  regards  the  number  of 
letters  and  telegrams  sent  to  Citizens’  Health  Educa- 
tion Committees  of  county  medical  societies,  there 
were  eight  of  these  going  to  a total  of  1,350. 

In  an  effort  to  gain  as  much  support  as  possible 
from  county  medical  society  and  Woman’s  Auxiliary 
committees,  a special  meeting  of  these  groups  was 
held  in  Albany.  The  purpose  of  this  meeting  was  to 
review  what  the  campaign  stood  for  and  to  plan  for 
the  future.  Although  this  meeting  was  held  early  in 
the  campaign,  on  Xovember  19,  representatives  from 
38  county  medical  societies  and  from  the  nine  dis- 
trict branches  of  the  Woman’s  Auxiliary  crowded  the 
Empire  Room  of  the  Hotel  Ten  Eyck  for  this  very 
important  meeting. 

It  is  well  to  mention  at  this  time  that  besides  urg- 
ing local  medical  societies  to  establish  committees, 
the  Woman’s  Auxiliary  in  each  county  society  also 
was  organized.  Under  the  able  direction  of  Mrs. 
Michael  Slovak,  chairman  of  the  Woman’s  Auxiliary 
Citizens’  Health  Education  Committee  on  the  State 
level,  the  Woman’s  Auxiliaries  throughout  the  State 
did  a tremendous  job  during  the  campaign.  In 
order  to  save  time  your  chairman  would  like  to  point 
out  that  the  various  items  reported  hereinafter 
should  be  considered  as  applying  to  the  efforts  of  the 
Woman’s  Auxiliary  as  well  as  to  those  of  the  mem- 
bers of  the  county  medical  societies  carried  on  during 
the  six  months  of  the  campaign. 

While  concentrating  our  efforts  in  the  beginning 
on  key  people  in  the  county  medical  societies,  the 
individual  physician  was  by  no  means  overlooked. 
Through  the  medium  of  the  Newsletter  and  a special 
mailing  going  to  ever}-  one  of  the  more  than  23.000 
members  of  the  State  Medical  Society,  the  individual 
physician  was  kept  posted  on  the  campaign  activi- 
ties. The  special  mailing  concerned  a copy  of  a 
specially-prepared  pamphlet  entitled  “What  Price 
Your  Life?”  This  pamphlet,  designed  by  the  Public 
and  Professional  Relations  Bureau  to  present  the 
true  facts  about  the  dangers  of  chiropractic  to  the 
people  of  the  State,  was  sent  to  all  physician-mem- 
bers for  the  purpose  of  encouraging  them  to  order 
supplies  for  their  waiting  rooms. 

External  Activities. — With  the  groundwork  laid  of 
having  local  committees  in  operation,  your  com- 
mittee concentrated  much  of  its  efforts  on  external 
activities  which  included  first,  the  public;  second, 
the  press,  radio,  and  TV;  third,  the  legislature  and 
finally,  allied  organizations.  In  this  whole  program 
your  committee  constantly  stressed  to  the  local 
committees  at  the  countv  society  level  that  they 
should  have  these  same  four  fields  of  operation  as 
their  goals  in  conducting  their  local  education  cam- 
paign. 

Public. — Realizing  the  necessity  for  presenting  the 
case  against  chiropractic  in  a form  that  would  appeal 
to  the  public,  the  special  pamphlet  “What  Price 
Your  Life?”  was  prepared.  This  pamphlet  was  dis- 
tributed so  widely  through  various  sources,  including 
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the  county  medical  society  committees,  allied  health 
organizations,  and  other  groups,  that  at  the  end  of 
the  campaign  367,000  copies  had  been  distributed, 
without  cost  to  any  individual. 

The  second  means  of  contacting  the  public  was  the 
distribution  of  another  pamphlet.  “Science  vs. 
Chiropractic”  was  obtained  from  the  Public  Affairs 
Committee,  Inc.,  a nonprofit,  educational  organi- 
zation. It  is  based  on  official  court  records,  on  the 
records  of  medical  examiners,  and  on  public  state- 
ments, so  that  it  appeared  to  be  an  ideal  medium 
for  bringing  the  campaign  to  opinion  leaders.  A 
total  of  64,000  copies  was  distributed  to  various  per- 
sons, particularly  leaders  of  public  opinion,  in  New' 
York  State. 

In  order  to  get  the  maximum  benefit  of  whatever 
ammunition  was  available,  your  committee  also  dis- 
tributed two  pamphlets  long  in  use  by  the  State 
Medical  Society.  In  all,  34,000  copies  of  “Myth 
and  Menace,”  a short  explanation  of  the  dangers  of 
chiropractic,  wrere  distributed,  and  35,000  copies  of 
“Medicine  Men  and  Men  of  Medicine,”  a detailed 
and  documented  presentation  of  the  case  against 
chiropractic,  were  sent  out  to  interested  persons. 

In  general,  the  over-all  picture  show's  that  more 
than  one  half  million  copies  of  materials  wrere  dis- 
tributed on  the  basis  of  5,087  orders  for  materials 
(see  Table  I). 

Press,  Radio,  and  Television. — Being  fully  conscious 
of  the  power  of  the  press,  radio,  and  TV,  your  com- 
mittee decided  from  the  very  beginning  that  much 
work  must  be  done  in  these  related  fields.  In  ad- 
dition to  the  great  wTork  done  at  the  county  level  by 
the  county  societies,  your  State  committee  directly 
sent  out  eight  different  releases  and  letters  to  New 
York  State  daily  papers,  weekly  papers,  radio 
stations,  and  wire  services.  The  total  number  of 
these  amounted  to  5,200. 

Among  the  releases  sent  out  was  a very  effective 
one,  which  received  wdde  circulation  in  the  press, 
concerning  a joint  statement  by  the  deans  of 
various  medical  schools  in  the  State  opposing  chiro- 
practic. 

The  letters  that  wrent  out  w'ere  aimed  particularly 
at  the  editors  of  papers.  These  letters  contained 
such  materials  as  “Science  vs.  Chiropractic”  and 
“What  Price  Your  Life?”  as  well  as  suggested  edi- 
torials and  other  materials  gathered  as  source  ma- 
terials for  the  editors’  use  in  the  event  that  they  de- 
sired to  publish  an  editorial  favorable  to  our  cause. 

While  it  is  impossible  to  give  a minute  evaluation 
of  the  actual  coverage  given  to  our  campaign  in  the 
press,  it  is  possible  to  make  a general  evaluation  of 
w’hat  actually  happened.  An  examination  of  the 
newrs  clippings  received  by  us  show  that  about  1 ,000 
new's  items  appeared  in  the  press  throughout  the 
State.  Each  item  averaged  about  500  words.  The 
estimated  total  of  words  given  to  our  campaign,  in 
newrs  items,  therefore,  w'as  approximately  500,000 
words.  Besides  these  news  items,  there  were 
numerous  editorials  that  appeared  in  the  press. 
While  many  of  these  editorials  were  not  in  our  favor, 
it  is  interesting  to  note  that  approximately  125  edi- 
torials appeared  and  that  each  averaged  about  400 
words.  Evaluating  these  editorials,  your  committee 
finds  that  approximately  50,000  words  were  printed 
editorially  about  the  campaign. 

In  the  field  of  television,  Dr.  Harold  B.  Smith, 
executive  officer,  participated  in  the  TV  program 
entitled  “Do  You  Think?”,  telecast  over  station 
WNBF  in  Binghamton.  According  to  all  reports, 
Dr.  Smith’s  presentation  was  not  only  well  received 
by  the  television  audience  but  attracted  wide  atten- 


tion in  the  press  throughout  the  upstate  area. 

Legislature. — Bearing  in  mind  that  the  resolution 
of  the  1952  House  of  Delegates  had  a two-pronged 
attack  against  chiropractic — namely,  education  and 
legislation — your  committee  did  a great  deal  toward 
bringing  the  campaign  to  the  members  of  the  State 
Legislature. 

Personal  contact  was  made  with  many  officials 
and  legislators.  On  the  State  level  your  committee 
contacted  the  Governor,  the  Governor’s  counsel, 
members  of  the  Board  of  Regents,  representatives  of 
the  State  Education  and  Health  Departments,  and 
many  others.  At  the  local  level,  the  county  Citi- 
zens’ Health  Education  Committees  reported  many 
interviews  personally  with  State  senators,  assembly- 
men,  and  prominent  lay  leaders. 

It  is  safe  to  say  that  never  before  in  the  experience 
of  your  chairman  has  the  State  Society  brought  its 
message  to  the  members  of  the  Assembly  and  the 
Senate  as  it  did  during  this  campaign.  On  seven 
different  occasions,  by  means  of  telegrams  or 
letters,  messages  were  sent  to  the  various  members 
of  the  Assembly  and  the  Senate.  Every  one  of  the 
206  members  of  the  Senate  and  the  Assembly  was 
reached  through  these  communications,  and  in  the 
over-all  picture  1,629  such  communications  were 
sent  out. 

Among  these  communications  by  letter  and  tele- 
gram was  a detailed  statement  of  reasons  vrhy  the 
Medical  Society  of  the  State  of  New  York  opposed 
chiropractic  generally  and  in  particular  the  Seelye- 
Morgan  Bill.  In  the  same  letter,  the  Society’s  en- 
dorsement of  the  Metcalf-Rabin  Commission  Bill 
also  was  stated.  A special  communication  also  was 
sent  to  leaders  of  the  Senate  and  the  Assembly  urging 
that  they  cooperate  with  the  State  Society’s  position. 
Every  member  of  the  Assembly  was  contacted  by 
means  of  a telegram,  when  it  appeared  that  a vote 
was  about  to  be  taken  in  that  chamber  on  the  chiro- 
practic bill.  Nor  did  your  committee  forget  to  follow 
up  after  the  defeat  of  the  chiropractic  bill  with  a 
“thank  you”  note.  A special  letter  of  thanks  was 
sent  to  each  one  of  the  32  members  of  the  Senate  who 
opposed  the  chiropractic  bill. 

Allied  Organizations. — Acting  upon  the  theory 
that  the  fight  against  chiropractic  was  not  medi- 
cine’s alone,  your  committee  contacted  many  or- 
ganizations in  fields  allied  to  the  medical  profession. 
The  basic  thought  in  this  activity  was  that  selec- 
tivity rather  than  quantity  was  to  be  the  goal.  As  a 
result,  after  a careful  selection  100  organizations  in 
the  health  field  were  contacted.  Approximately  one 
half,  or  50,  of  these  organizations  responded  to  our 
request  for  help  in  the  campaign  against  chiro- 
practic. These  organizations  adopted  resolutions 
against  chiropractic,  sent  the  resolutions  to  members 
of  the  Senate  and  the  Assembly,  and  also  cooperated 
in  the  distribution  of  literature.  Some  examples  of 
what  these  allied  organizations  did  in  the  field  of  dis- 
tributing literature  are  the  New  York  State  Pharma- 
ceutical Association,  which  distributed  approxi- 
mately 15,300  “What  Price  Your  Life?”;  the 
Dental  Society  of  the  State  of  New  York,  1,200 
“What  Price  Your  Life?”,  500  “Myth  and  Menace,” 
and  500  “Medicine  Men  and  Men  of  Medicine”; 
the  New  York  State  Nursing  Association,  1,100 
“What  Price  Your  Life?”;  and  medical  directors, 
3,400  “What  Price  Your  Life?”  and  2,325  “Science 
vs.  Chiropractic.” 

Another  result  of  our  work  with  allied  organiza- 
tions in  the  health  field  was  the  preparation  and  dis- 
tribution of  a special  news  release  containing  state- 
ments made  by  spokesmen  of  five  of  the  largest 
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TABLE  I.— CITIZENS'  HEALTH  EDUCATION'  CAMPAIGN'.  BISTRIBUTIOX  OF  LITERATURE  TO 

COUNTY  SOCIETIES 


County 

Society 

Number  of 
Orders 

"What  Price 
Your  Life?” 

"Science  vs. 
Chiropractic” 

"Medicine  Men  £ 
Men  of  Medicine 

"Myth  4 Menace" 

Albany 

102 

10,041 

1,522 

320 

250 

Allegany 

9 

661 

24 

33 

325 

Bronx 

606 

15.025 

1 , 675 

1.4S5 

600 

Broome 

42 

3,320 

65 

155 

152 

Cattaraugus 

19 

2,000 

100 

60 

60 

Cayuga 

IS 

1.00S 

1,025 

20 

20 

Chautauqua 

44 

23,055 

2.000 

16,025 

3.145 

Chemung 

26 

742 

10 

45 

Chenango 

12 

375 

35 

Clinton 

19 

1.240 

1,015 

io 

io 

Columbia 

11 

2.800 

200 

C-ortland 

10 

505 

110 

40 

40 

Delaware 

13 

972 

170 

50 

100 

Dutchess 

46 

697 

52 

62 

25 

Ene 

241 

59,000 

5.445 

520 

585 

Esses 

14 

400 

160 

95 

170 

Franklin 

8 

228 

10 

Fulton 

13 

489 

20 

20 

20 

Genesee 

14 

2.242 

2,000 

50 

50 

Greene 

3 

124 

100 

Herkimer 

12 

1,125 

150 

io 

3 

Jefferson 

26 

1,450 

105 

15 

15 

Kings 

743 

37,650 

2,750 

1.230 

1.576 

Lewis 

5 

160 

50 

10 

10 

Livingston 

9 

1.000 

10 

10 

Madison 

17 

750 

65 

25 

35 

Monroe 

120 

35,965 

6.050 

230 

221 

Montgomery 

16 

770 

25 

100 

55 

Nassau 

196 

11.105 

1,650 

375 

325 

New  York 

989 

35,725 

2,610 

3.580 

1 .410 

Niagara 

28 

1,765 

150 

1,120 

1,160 

Oneida 

52 

3.380 

585 

123 

55 

Onondaga 

90 

8.020 

2,322 

365 

105 

Ontario 

15 

4,404 

1.000 

Orange 

48 

6 , 155 

1,603 

1.023 

1.030 

Orleans 

1,180 

150 

Oswego 

20 

1,450 

125 

230 

1.010 

Otsego 

12 

550 

535 

35 

Putnam 

6 

225 

25 

Queens 

360 

18.100 

2,435 

2,840 

1.340 

Rensselaer 

15 

8.370 

1,100 

1 ,000 

1 .000 

Richmond 

51 

5,695 

950 

360 

300 

Rockland 

14 

1.110 

200 

12 

20 

St.  Lawrence 

17 

1,570 

305 

55 

100 

Saratoga 

23 

2,930 

505 

300 

Schenectady 

35 

1,500 

100 

44 

37 

Schoharie 

6 

320 

15 

no 

Schuyler 

5 

1 .625 

250 

1.000 

Seneca 

6 

875 

20 

50 

200 

Steuben 

35 

4.460 

1,580 

204 

962 

Suffolk 

62 

4,375 

125 

161 

150 

Sullivan 

9 

240 

150 

Tioga 

3 

35 

10 

io 

10 

Tompkins 

13 

980 

400 

Ulster 

31 

3,245 

1,010 

136 

30 

Warren 

28 

2.370 

1,210 

1.050 

1 .060 

Washington 

14 

1.065 

210 

... 

W ayne 

18 

1.487 

670 

100 

525 

Westchester 

180 

7.825 

2,910 

475 

510 

Wyoming 

12 

790 

35 

10 

Tates 

2 

50 

250 

... 

... 

T OTAL9 

4,519 

346,770 

50,078 

32,898 

20.271 

research  and  health  organizations  in  the  country. 
These  quotations,  which  in  substance  refuted  the 
various  cure  claims  made  by  chiropractors  in  ad- 
vertisements, came  from  representatives  of  the 
American  Cancer  Society,  United  Cerebral  Palsy, 
National  Multiple  Sclerosis  Society,  Muscular 
Dystrophy  Association  of  America,  Inc.,  and  the 
Arthritis  and  Rheumatism  Foundation.  These 
groups  represented  a cross-section  of  the  kind  of 
organizations  that  responded  to  our  appeal  for  as- 
sistance. 

Cost. — In  taking  up  the  question  of  ‘ how  much  did 
the  Citizens’  Health  Education  Campaign  cost?,” 
we  should  bear  in  mind  the  extent  of  the  campaign. 
The  campaign  began  approximately  in  September 
and  ended  about  the  1st  of  April.  This  means  that 
the  campaign  was  in  being  for  about  six  months. 
These  six  months  are  evenly  divided  between  1952 
and  1953. 


The  expenses  in  1952  amounted  to  $13,344.22. 
which  incidentally  included  an  expense  for  the  Al- 
bany meeting  of  $865X2.  In  1953  the  expenses; 
amounted  to  $18,647.88.  The  over-all  expense, 
therefore,  for  the  six-month  period  totaled  $31,992  - 
10. 

In  presenting  these  expenses  your  committee 
should  like  to  point  out  an  item  which  is  very  often 
forgotten.  In  carrying  on  a campaign  of  the 
Citizens'  Health  Education  Committee  nature,  it  is 
necessary  to  contact  the  more  than  23.000  members 
of  the  State  Medical  Society.  The  expenses  for  sta- 
tionery and  postage  and  express  charges  alone  are 
most  interesting.  In  six  months  expenses  for  sta- 
tionery amounted  to  $2.26S.27,  while  those  for 
postage  and  express  amounted  to  $3,910.39.  for  an 
over-all  total  of  $6,17S.66. 

Now  let  us  look  at  the  over-all  expjense  of  $31.- 
992.10  in  terms  of  what  it  means  to  each  member  of 
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the  Medical  Society  of  the  State  of  New  York.  On 
the  basis  of  23,407  members,  the  individual  cost  to 
each  member  amounted  to  SI. 37. 

Results. — One  of  the  great  difficulties  in  evaluating 
the  results  of  work  in  the  field  of  public  education 
is  the  fact  that  you  have  to  deal  with  so  many  in- 
tangibles. You  also  must  take  into  consideration  the 
circumstances  surroundiug  the  beginning  of  an  edu- 
cational campaign. 

In  our  particular  situation,  it  is  a well-known  fact 
that  a great  deal  of  pessimism  was  prevalent  at  the 
time  the  Citizens’  Health  Education  Campaign 
started.  Reports  from  the  highest  sources  in  govern- 
ment and  from  other  leaders  throughout  the  State 
were  that  a chiropractic  bill  would  be  passed  duriug 
the  1953  session  of  the  Legislature.  In  spite  of  this 
spirit  of  pessimism,  your  committee  took  the  posi- 
tion that  even  if  iu  the  long  run  defeat  were  in- 
evitable, the  Medical  Society  of  the  State  of  New 
York  owed  it  to  the  public  to  fight  chiropractic  to  the 
end. 

Even  though  this  spirit  of  pessimism  prevailed  in 
many  quarters  almost  to  the  very  end,  this  House  of 
Delegates  knows  the  happy  results  that  actually 
transpired.  Although  the  Seelye-Morgan  Bill  was 
defeated  in  the  Senate  by  a vote  of  32  to  24,  your 
committee  has  good  reason  to  believe  that  the  cer- 
tainty of  defeat,  immediately  preceding  the  vote 

Ion  the  bill,  led  many  friends  of  medicine  to  vote  for 
the  measure  as  a political  expediency.  In  other 
words,  your  committee  firmly  believes  that  if  there 
had  been  any  doubt  about  the  ultimate  outcome, 
there  would  have  been  more  votes  on  the  side  of 
medicine.  Many  feel,  too,  that  if  the  bill  had  been 
put  to  a test  in  the  Assembly,  the  margin  of  victory 
would  have  been  much  greater. 

Regardless,  however,  of  the  wonderful  victory  that 
was  accomplished  in  defeating  the  chiropractic  bill, 
there  is  another  side  of  the  campaigu  that  may  be, 
in  the  long  run,  more  valuable  than  this  particular 
victory.  Through  the  Citizens’  Health  Education 
Campaign,  the  Medical  Society  of  the  State  of  New 
York  received  more  publicity,  and  more  recognition, 
for  the  true  objectives  for  which  it  stands  than  ever 
before  in  its  history.  It  is  safe  to  say  that  more 
people  today  know  of  the  Medical  Society  of  the 
State  of  New  York  and  know  what  it  stands  for 
than  at  any  other  time. 

As  a result  of  the  campaign,  the  State  Medical 
Society  has  received  nation-wide  attention.  Not 
only  has  Dr.  George  F.  Lull,  secretary  aud  general 
mauager  of  the  A.M.A.,  commended  the  State 
Medical  Society  for  its  great  victory,  but  letters 
have  been  received  from  numerous  organizations 
throughout  the  country  pertaining  to  the  campaign. 
To  list  just  a few,  we  have  heard,  during  the  cam- 
paign, from  the  Kentucky  State  Medical  Association, 
the  Indiana  State  Board  of  Medical  Registration 
and  Examination,  the  Medical  Societies  of  the 
States  of  North  Carolina,  Michigan,  Ohio,  New 
Jersey,  Massachusetts,  and  many  others.  Your 
committee  feels  that  it  is  not  beyond  probability  that 
the  great  educational  campaign  conducted  in  New 
York  State  might  well  be  the  starting  point  for  a 
nation-wide  movement  to  repeal  chiropractic 
licensure  laws  in  states  where  these  now  exist. 

Your  committee  was  given  a job  to  conduct  a 
Citizens’  Health  Education  Campaign  with  two 
purposes  in  mind;  first,  the  education  of  the 
people  and,  second,  the  defeat  of  any  chiropractic 
bill  that  might  come  before  the  State  Legislature. 
Y’our  committee  feels  that  this  job  has  been  ac- 
complished. 

We  wish  to  point  out,  however,  that  it  could  not 


have  been  accomplished  without  the  cooperation  of 
numerous  persons,  the  county  medical  societies,  and 
the  Woman’s  Auxiliaries  throughout  the  State. 
For  the  tremendous  job  that  the  local  Citizens’ 
Health  Education  Committees  in  each  county 
medical  society  and  in  each  Woman’s  Auxiliary  ac- 
complished your  committee  is  most  grateful  and 
feels  that  this  House  owes  them  a vote  of  thanks  for 
what  they  have  accomplished. 

Your  chairman  and  the  members  of  the  State 
Medical  Society  Citizens’  Health  Education  Com- 
mittee trust  that  we  have  fulfilled  a difficult  assign- 
ment to  the  satisfaction  of  this  House. 

Section  9 ( See  112) 

Supplementary  Report  of  the  Council  Committee  on 
Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Cons  itution  and  By- 
laws washes  to  make  the  following  supplementary 
report. 

Ymur  committee  has  received  amendments  and  re- 
visions of  the  bylaws  of  the  First  District  Branch. 
All  of  the  proposed  changes  were  reviewed  by  the 
counsel,  by  each  member  of  the  committee,  and  by 
the  Secretary  of  the  Society  before  being  reported 
to  the  Executive  Committee. 

The  president  of  the  First  District  Branch  was 
notified  of  the  Executive  Committee’s  decision. 
Respectfully  submitted, 

Frederick  W.  Williams,  M.D.,  Chairman 

Section  10  (See  137 ) 

Supplementary  Report  of  the  Hospital  and  Pro- 
fessional Relations  Committee 

The  appended  communications  from  the  Blair 
County  Medical  Society  were  presented  to  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  at  its  meeting  on  April  9,  1953.  The  Council 
referred  it  to  our  committee  for  study  and  re- 
port. 

This  committee  unanimously  approves  the  point 
of  view  of  the  Blair  County  Medical  Society  of 
Pennsylvania  and  urges  that  the  House  of  Delegates 
conform  with  their  request,  i.e.,  of  so  notifying  Dr. 
H.  G.  Weiskotten,  chairman  of  the  Council  on 
Medical  Education  and  Hospitals,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illlinois. 

We  further  suggest  that  the  House  of  Delegates 
empower  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  similarly  to  inform  all  members 
of  Dr.  Weiskotten’s  Council  on  Medical  Education 
and  Hospitals,  as  well  as  all  officers  and  trustees  of 
the  American  Medical  Association,  of  our  attitude  in 
this  matter. 

Respectfully  submitted, 

Harold  F.  Brown,  M.D.,  Chairman 
Carlton  F.  Potter,  M.D. 

Gerald  D.  Dorman,  M.D. 

BLAIR  COUNTY  MEDICAL  SOCIETY 
component  of 

THE  MEDICAL  SOCIETY  OF  THE  STATE  OF 
PENNSYLVANIA 
and 

THE  AMERICAN  MEDICAL  ASSOCIATION 

Altoona,  Pennsylvania 
April  6,  1953 

Dear  Doctor: 

Enclosed  is  a copy  of  a resolution  unanimously  passed  at 
the  March  24.  1953,  meeting  of  this  Society.  It  deals  with 
the  action  of  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  concerning  approval  of 
hospitals  for  internship. 
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This  Society  has  been  in  existence  since  1846  and  a perusal 
of  its  minutes  will  show  that  it  has  always  been  vigorous  in 
defending  what  it  thought  was  right  and  in  condemning  what 
it  thought  was  wrong.  Furthermore,  its  members  and  the 
Society  as  a whole  have  never  been  slow  to  debate  in  its 
meetings  or  to  express  to  its  State  Society  its  opinions. 

The  Society  consists  of  only  one  hundred  and  thirteen  active 
members,  but  it  considers  itself  a real  part  of  organized  medi- 
cine. By  itself  it  can  have  little  effect  or  influence  on  either 
the  State  Society  or  the  American  Medical  Association  in  any 
issue,  but  with  others  it  can  make  a constructive  contribu- 
tion. 

If  after  reading  the  enclosed  resolution,  you  or  your 
Society  feel  as  the  Blair  County  Medical  Society  does  about 
this  matter,  will  you  not  join  with  us  in  expressing  your  dis- 
approval of  the  action  of  the  Council  on  -Medical  Education 
and  Hospitals  of  the  A.M.A.  by  writing  to  Dr.  H.  G.  Weiskot- 
ten.  Chairman,  Council  on  Medical  Education  and  Hospitals, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois? 

Very  sincerely  yours, 
Irvax  A.  Boucher,  M.D. 
President  and  Chairman 
Board  of  Directors 


RESOLUTION  ADOPTED  BY  BLAIR  COUNTY 
MEDICAL  SOCIETY  OF  THE  STATE  OF  PENNSYL- 
VANIA 

Whereas,  the  House  of  Delegates  of  the  American  Medical 
Association  authorized  the  appointment  of  an  Advisory  Com- 
mittee on  Internships  to  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association:  and 

Whereas,  this  Advisory  Committee  on  Internships,  con- 
sisting of  eleven  eminent  physicians,  eight  being  professors  in 
medical  schools,  worked  from  the  fall  of  1951  to  the  fall  of 
1952  and  then  published  its  report  in  the  J. A.M.A.  February 
7,  1953;  and 

Whereas,  the  report  of  this  Advisory  Committee  on  In- 
ternships was  incorporated  in  a report  entitled  "Revision  of 
the  Essentials  of  an  Approved  Internship”  made  by  the 
Council  on  Medical  Education  and  Hospitals  in  the  J. A.M.A. 
February  14,  1953;  and 

Whereas,  this  "Revision”  puts  forth  specific  changes  in 
requirements  for  approval  of  hospitals  for  internships,  to 
wit:  (1)  increase  in  bed  capacity  to  150  (including  bassinets), 
(2)  increase  in  annual  admissions  to  5,003  (excluding  bas- 
sinets), (3)  raise  of  autopsy  rate  to  25  per  cent  continued 
approval  for  internship  dependent  on  a hospital  obtaining  at 
least  two  thirds  of  its  normal  complement  of  interns  and  failure 
to  meet  this  for  two  successive  years  necessitating  re-evalua- 
tion  of  a hospital’s  approved  status. 

Whereas,  this  "Revision"  will  have  the  effect  of  cutting 
down  the  number  of  smaller  hospitals  approved  for  intern- 
ship in  favor  of  larger  hospitals  and  those  affiliated  with 
medical  schools: 

Therefore,  be  it  resolved  that  the  Blair  County  Medical 
Society,  a component  of  the  Medical  Society  of  Pennsylvania, 
in  the  tradition  of  a representative  free  democracy,  express 
its  disapproval  of  the  action  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  A.M.A.  and  further  states  its  be- 
lief that: 

1.  The  action  of  the  Advisory  Committee  and  the  Council 
is  an  attempt  to  solve  the  difficulties  of  larger  hos- 
pitals who  formerly  offered  an  18  to  27  month  internship,  but 
now  must  compete  with  smaller  hospitals  who  always  had 
offered  only  a 12  month  internship. 

2.  The  Advisory  Committee  and  Council  are  trying  to 
make  internship  a fifth  year  of  medical  education  instead  of  its 
former  status  as  a year  or  more  of  medical  practice  under 
supervision,  such  change  being  a tremendous  one  for  such  a 
small  body  of  the  men  to  make. 

3.  The  requirement  that  two  thirds  of  a hospital’s  quota 
of  interns  must  be  obtained  is  particularly  vicious  and  biased 
in  favor  of  larger  hospitals  and  those  affiliated  with  medical 
schools  since  the  latter  are  in  a position  to  influence  medical 
graduates  to  intern  with  them. 

4.  The  two-thirds  quota  requirement  should  be  removed 
by  the  Council  because  the  failure  of  a smaller  hospital  to 
secure  two-thirds  of  its  intern  quota  or  even  any  interns  is  not 
a reflection  on  its  ability  to  provide  an  adequate  internship 
but  merely  an  indication  that  during  this  time  of  a nation-wide 
shortage  of  over  3,000  interns  that  hospital  has  not  had  a 
fair  chance  to  present  its  advantages  to  medical  graduates. 

Section  11  ( See  195) 

Supplementary  Report  of  the  Committee  on  Nursing 
Education 

To  The  House  of  Delegates,  Gentlemen: 

Your  committee  acting  with  the  coordinating  com- 
mittee submits  the  following  report: 

We  should  set  up  a coordinating  committee  in  five 


regions  of  the  State  to  carry  out  the  work  of  the 
State  coordinating  committee. 

We  have  invited  Dr.  John  Bourke  of  the  Joint 
Committee  on  Hospital  Planning  to  join  with  us. 

The  aims  and  objects  are  as  follows: 

1.  To  ideutify  the  major  problems  inherent  in 
providing  adequate  and  effective  nursing  sendees. 

2.  To  develop  a plan  of  action  to  provide  ade- 
quate high  quality  nursing  sendees. 

3.  To  provide  effective  utilization  of  available 
nurse  power. 

4.  To  secure  and  coordinate  data  concerning  the 
adequacy  of  nursing  resources. 

5.  To  promote  better  inter-  and  intrapersonal 
and  professional  relationships  among  all  groups  con- 
cerned with  nursing  sendees. 

6.  To  devise  ways  and  means  of  effective  com- 
munication among  all  groups  concerned  with  the  im- 
provement of  nursiug  sendees. 

The  following  is  a plan  or  organization  of  regional 
councils: 

On  the  premise  that  we  are  primarily  interested  in 
good  nursing  sendees  to  the  community  and  be- 
cause the  institution  is  the  center  of  concentrated 
health  sendees,  it  is  proposed  that  our  efforts  at  this 
time  be  in  that  direction. 

Communities  and  the  institutions  sending  them 
are  seeking  guidance  in  broadening  the  base  of  in- 
terrelationship among  hospitals  and  the  various 
trained  personnel  sendng  the  needs  of  patients.  To 
the  end  that  this  need  may  be  met  it  is  proposed  that 
the  Coordinating  Council,  with  its  representation  of 
the  various  interested  agencies,  consider  the  estab- 
lishment of  regional  councils  which  may  be  suf- 
ficiently broad  in  scope  that  their  efforts  may  be 
directed,  by  any  desirable  medium,  toward  the  im- 
provement of  patient  care  as  it  may  be  affected  by 
the  efforts  of  all  levels  of  professional,  semiprofes- 
sional, and  technical  personnel. 

This  proposition  is  based  on  the  fact  that  (1) 
health  centers  in  communities  are  to  an  ever-in- 
creasing degree  becoming  centered  in  or  in  close 
affiliation  with  hospitals;  (2)  the  continuing  educa- 
tion of  all  levels  of  trained  health  personnel  is  essen- 
tially centered  in  the  hospital;  (3)  good  patient  care 
is  the  net  result  of  integrated  effort  of  all  levels  of 
trained  health  personnel. 

Good  patient  care  is  the  responsibility  of  the  total 
community,  and  for  that  reason  full  consideration 
should  be  given  to  the  organization  structure  of  such 
proposed  regional  councils.  Policy-making  and  gen- 
eral government  of  such  an  organization  should  come 
from  the  combined  efforts  of  fields  such  as  education, 
management,  labor,  medicine,  nursing,  hospitals, 
agriculture,  religion,  prepayment  plans,  health,  and 
social  welfare.  This  can  be  accomplished  in  board 
organization. 

It  is  recommended  that  the  Coordmating  Council 
act  in  an  advisory  capacity  in  aiding  in  the  establish- 
ment of  such  regional  councils. 

We  also  recommend  that  the  course  of  nursing  be 
changed  to  two  years  in  order  to  give  a larger  number 
of  bedside  nurses.  For  those  who  wish  to  do  hospital 
teaehiug,  supervising,  health,  or  school  work,  a [Mist- 
graduate  course  should  be  given. 

Respectfully  submitted, 

Joseph  A.  Geis,  M.D.,  Chairman 
Elton  R.  Dickson,  M.D. 
Norman  S.  Moore,  M.D. 

Section  12  ( See  197) 

Supplementary  Report  of  the  Office  Administration 
and  Policies  Committee 
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To  the  House  of  Delegates,  Gentlemen: 

The  Office  Administration  and  Policies  Committee 
wishes  to  report  that  since  April  1,  1953,  when  the 
anuual  report  was  submitted,  the  Society  has  rented 
additional  space  on  another  floor  of  the  building  at 
386  Fourth  Avenue,  New  York  City,  at  an  annual 
rental  of  $5,500  per  year.  This  will  solve  some  of 
our  space  problem  for  a while. 

The  second  item  relates  to  the  great  difficulty  we 
have  in  obtaining  new  personnel.  In  many  in- 
stances, positions  from  which  employes  have  re- 
signed remain  unfilled  for  weeks  at  a time.  One  of 
the  prime  reasons  for  this  difficulty  is  the  salary  scale 
which  is  in  effect  in  the  office.  It  appears  that  we 
shall  have  to  give  consideration  to  increasing  this 
scale  in  order  to  obtain  and  to  hold  desirable  per- 
sonnel. With  this  in  mind,  the  committee  has 
authorized  Dr.  Walter  P.  Anderton,  secretary,  to 
prepare  an  adequate  salary  scale.  This  study  is  in 
progress  at  this  time. 

Respectfully  submitted, 

John  J.  Masterson,  M.D.,  Chairman 
Walter  P.  Anderton,  M.D. 

Andrew  A.  Eggston,  M.D. 

Maurice  J.  Dattlebaum,  M.D. 

Section  13  (See  114,  115) 

Supplementary  Report  of  the  Council,  Part  III : 
Public  Health  Activities  A — Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

In  order  properly  to  acquaint  the  members  of  the 
Council  and  the  members  of  the  House  of  Delegates, 
it  is  necessary  to  review  the  actions  of  the  Council  of 
April  10,  1952,  and  the  House  of  Delegates  session  of 
May,  1952. 

The  report  of  the  Committee  on  Public  Health  and 
Education  presented  to  the  Council  at  its  meeting  on 
April  10,  1952,  contained  a recommendation  “that  a 
Council  Committee  on  Industrial  Health  be  estab- 
lished with  the  full  prerogative  of  such  a Council 
committee  set  up  according  to  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York;  also 
that  a sufficiently  large  appropriation  of  funds  be 
authorized  to  permit  the  employing  of  a full-time 
executive  to  carry  out  the  work  of  this  committee.” 
The  Council  approved  this  recommendation  in 
principle  and  referred  it  to  the  Planning  Committee 
for  Medical  Policies  for  further  study. 

The  Planning  Committee  for  Medical  Policies  met 
on  Sunday,  May  11,  1952,  and  discussed  this  ma- 
terial referred  to  it  by  the  Council  and  after  hearing 
those  present,  voted  also  to  approve  in  principle  but 
deferred  final  judgment  on  the  entire  question  until 
a more  comprehensive  study  could  be  made. 

At  the  meeting  of  the  House  of  Delegates,  Dr.  J. 
Stanley  Kenney,  in  presenting  his  supplementary 
report,  stated,  “The  field  of  industrial  health  is  fast 
becoming  one  of  the  most  important  facets  of 
medical  practice.  It  emphasizes  preventive  medicine 
even  above  therapeutic  care;  it  embraces  in  its 
broader  aspects  the  over-all  problems  of  rehabilita- 
tion and  physical  medicine;  it  is  closely  allied  with 
compensation  medicine.”  He  further  emphasized 
the  importance  of  our  State  Society  taking  a leading 
role  in  the  progress  of  this  branch  of  medicine: 
“If  we  do  not  take  the  initiative,  governmental  and 
labor  groups  by  default  will  gain  control  of  such 
programs.  There  is  a major  task  to  be  done  in  edu- 
cating the  public,  labor,  industry,  and  the  physicians 
themselves  to  recognize  the  social  and  practical  side 
of  the  problem.” 

This  was  referred  to  the  Reference  Committee  on 


Report  of  the  President.  Dr.  Joseph  H.  Cornell, 
chairman,  reporting  for  his  committee,  stated,  “The 
reference  committee  looks  with  favor  on  the  recom- 
mendations of  the  president  that  there  be  established 
a Council  Committee  on  Industrial  Health.  The 
reason  stated  in  his  report  adequately  substantiates 
the  need  for  this.  We  recommend  that  the  House 
support  this  action  and  refer  it  to  the  Council  for 
further  development.” 

The  late  Dr.  Weintrob,  who  was  chairman  of  the 
Reference  Committee  on  Council,  Part  IX,  Work- 
men’s Compensation,  reporting  for  his  committee, 
also  approved  in  principle  the  establishment  of  a 
Council  Committee  on  Industrial  Health. 

The  Planning  Committee  studied  this  problem 
and,  because  this  could  mean  the  establishment  of 
another  bureau,  proceeded  slowly  and  cautiously. 
Following  comprehensive  study,  that  committee 
recommended  to  the  Council  that  a Council  Commit- 
tee on  Industrial  Health  be  established  with  full 
Council  committee  authority. 

Dr.  Wentworth,  president,  appointed  in  Decem- 
ber, 1952,  the  following  committee:  Dr.  P.  J.  Di 
Natale  of  Batavia,  chairman;  Dr.  Frank  R.  Ferlaino, 
medical  director  of  the  New  York  executive  office  of 
the  General  Motors  Corporation,  New  York  City, 
and  Dr.  Anthony  J.  Lanza  of  New  York  City,  who 
is  chairman  of  the  A.M.A.  Council  on  Industrial 
Health. 

This  committee  has  had  two  meetings  in  New 
York  City  and  begs  to  submit  the  following  report: 

We  are  sure  that  our  State  Society  should  assume 
its  proper  place  in  this  ever-increasing,  important 
phase  of  the  practice  of  medicine.  Our  Society 
should  take  the  initiative  and  not  sit  idly  by  while 
management  and  labor  establish  industrial  health 
programs  without  consulting  those  who  should  be 
most  vitally  interested,  the  medical  profession.  We 
desire  for  the  American  worker  the  best  medical  care 
possible. 

This  Industrial  Health  Committee  should  have 
certain  objectives  that  they  must  work  toward. 
Among  these  are  the  following: 

1.  Perhaps  the  most  important  is  the  appoint- 
ment of  a competent,  experienced  man,  if  possible,  to 
head  the  Bureau  of  Industrial  Health  of  our  State 
Medical  Society  if  this  House  of  Delegates  sees  fit 
to  recommend  the  same. 

2.  A comprehensive  survey  of  the  present  in- 
dustrial medical  practice  in  this  State  should  be 
made. 

3.  Make  the  members  of  our  Medical  Society  and 
other  interested  groups  more  conscious  of  this  phase 
of  medical  practice.  This  could  be  done  in  various 
ways  such  as  (a)  promoting  the  establishment  of 
local  county  society  committees  on  industrial  health, 
( b ) addresses  on  industrial  health  at  county  society 
and  district  branch  levels,  and  (c)  postgraduate 
courses  on  industrial  health. 

The  principles  and  practices  of  industrial  medicine 
have  been  greatly  developed  over  the  past  few 
years.  A number  of  problems  confront  the  industrial 
physician,  such  as  toxicology,  problem  of  human 
behavior  arising  out  of  stress  in  industry,  etc.  An  im- 
portant problem  has  to  do  with  selection  and  place- 
ment of  the  worker  in  relation  to  the  job  so  as  to 
obtain  the  highest  degree  of  adjustment  and  insure 
least  physiologic  and  psychologic  stress  and  maxi- 
mum satisfaction  and  productivity  to  the  worker. 
The  placement  of  the  handicapped  worker  is  an  im- 
portant phase  of  the  industrial  problem.  The  pre- 
vention and  control  of  occupational  diseases  is 
another  phase  of  the  industrial  problem. 
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The  problem  of  the  aging  worker  is  becoming  very 
important,  and  in  times  of  emergency  when  labor 
market  is  scarce,  the  aging  worker  can  and  must  play 
an  important  role.  Another  problem  in  industry  is 
absenteeism,  and  it  is  believed  in  many  quarters 
that  with  a health  program  properly  supervised  and 
managed,  and  with  the  cooperation  of  physician  and 
nurses,  personnel  department,  and  labor,  absentee- 
ism can  be  reduced  to  the  minimum.  Many  ob- 
servers feel  that  labor  turnover,  a very  perplexing 
problem  in  many  industries,  can  be  reduced  by  a 
good  health  program  in  industry. 

In  Xew  lork  State  under  the  Workmen’s  Com- 
pensation Law  industrial  medical  practice  plays  an 
important  role,  and  because  of  the  free  choice  prin- 
ciple which  allows  all  doctors  to  participate  in  indus- 
trial medical  practice,  it  is  very  important  that  our 
State  Society  maintain  and  assume  a more  im- 
portant part  in  earning  out  its  provisions. 

Therefore,  in  order  to  implement  this  important 
phase  of  medical  practice,  your  committee  whole- 
heartedly recommends  to  the  House  of  Delegates 
the  establishment  of  a Bureau  of  Industrial  Health 
with  a full-time  director  and  proper  personnel  to 
carry  out  adequately  proper  duties  and  functions  of 
such  a bureau.  Details  about  personnel  to  be  de- 
cided by  the  Council  and  Board  of  Trustees. 

Respectfully  submitted, 

P.  J.  Di  Xataxe,  M.D.,  Chairman 
Frank  R.  Ferlaino,  M.D. 
Anthony  J.  Lanza,  M.D. 

Rural  Medical  Service 

Following  a meeting  of  the  Subcommittee  on  Rural 
Medical  Service  of  the  Council  Committee  on  Medi- 
cal Licensure  and  Medical  Service,  April  26,  1953, 
the  following  supplementary  report  is  made: 

A study  of  mortality  statistics  for  1952  made  by 
Dr.  Granville  Larimore,  advisor}’  member  of  the 
committee,  shows  approximately  the  same  death 
rate  in  rural  areas  outside  the  metropolitan  area  as 
in  similar  urban  areas.  For  purposes  of  comparison, 
rural  areas  comprise  all  places  under  10,000  popula- 
tion except  those  within  the  14  metropolitan  coun- 
ties. The  corrected  rural  death  rate  is  7.9,  the  urban 
8.5. 

The  data  on  mortality  rates  do  not,  of  course,  in- 
dicate that  there  are  no  major  health  problems  in 
rural  areas  in  Xew  York  State.  The  Subcommittee 
on  Rural  Medical  Service,  after  considerable  study 
and  discussion,  feels  it  a duty  to  report  to  the  House 
of  Delegates  certain  problems  in  rural  areas,  the 
solution  of  which  would  definitely  improve  rural 
health,  and  other  problems  which,  fortunately,  do 
not  exist  in  Xew  York  State. 

Properly  organized,  local  health  councils  on  a 
county  or  smaller  unit  basis  would  definitely  raise 
the  rural  health  level  as  has  been  shown  in  many 
communities.  These  councils  should  originate  spon- 
taneously from  the  activities  of  the  citizens  in  a 
community  who  want  to  improve  the  health  of  their 
community.  Health  councils  should  have  a broad 
base.  They  should  include  delegates  from  as  many 
groups  in  the  community  as  show  an  interest. 
Health  groups  such  as  tuberculosis  and  public 
health,  cancer,  poliomyelitis,  and  heart  associations 
should  be  included.  Parent-teacher  organizations, 
church  groups,  labor  groups,  farm  organizations,  and 
extension  services  are  only  a few  who  should  be  in- 
terested. The  doctors,  dentists,  nurses,  and  their 
local  societies  should  be  receptive  to  participation  in 
health  councils.  They  should  work  hard,  give 


freely  of  what  specialized  knowledge  they  have,  but 
should  never  attempt  to  dominate. 

The  first  activity  of  a health  council  should  be  an 
extensive  survey  of  the  health  situation  in  the  • 
territory : what  it  has,  how  best  to  use  it,  and  what  it 
needs.  This  in  itself,  when  correctly  done,  educates 
and  interests  the  whole  community.  Thus  the 
greatest  step  toward  improving  health  is  already 
taken.  From  the  survey,  health  problems  are  dis- 
covered. Each  problem  is  considered  on  its  priority,  I 
and,  one  by  one,  each  problem  is  solved.  The  coun- 
cil must  always  remember  that  it  is  an  advisory  > 
unit.  The  problems  are  solved  by  presenting  them, 
with  advice  on  solutions,  to  executive  bodies  such  as 
boards  of  health  or  boards  of  supervisors. 

Your  committee  asks  that  each  delegate  from  a 
rural  community  return  to  his  or  her  county  society  > 
and  urge  cooperation  in  these  movements  by  the 
society  members  so  that  their  community  may  be- 
come a better  place  in  which  to  live. 

Undoubtedly,  there  is  need  for  more  prepayment 
medical  insurance  in  rural  communities.  From  the 
committee’s  studies,  it  is  evident  that  insurance  is 
needed,  but  the  facts  and  statistics  are  too  few  to 
make  definite  recommendations  at  this  time.  Your 
committee  has  learned  that  within  the  next  six 
months  an  extensive  survey  of  farm  insurance  is  to 
be  made  by  the  Cornell  College  of  Agriculture.  It  is 
the  recommendation  of  your  committee  that  when  , 
this  study  is  completed,  the  Subcommittee  on  Rural  , 
Medical  Service  join  with  the  Subcommittee  on  j 
Medical  Expense  Insurance  to  develop  a plan  for  | 
educating  the  rural  citizen  on  his  need  for  medical  j 
insurance.  Such  education  might  well  be  carried  out  I 
in  cooperation  with  the  extension  sendees. 

Xew  York  State  is  fortunate  in  its  rural  medical 
facilities  and  its  distribution  of  physicians.  The  ] 
Medical  Society  of  the  State  of  Xew  York  receives  j 
comparatively  few  calls  for  placement  of  physicians 
in  rural  communities.  We  do  not  need  to  subsidize 
doctors  to  move  into  the  country  as  is  required  in 
many  other  states.  The  Xew  York  State  Joint  Hos- 
pital Survey  and  Planning  Commission  has  studied 
very  carefully  where  to  place  additional  hospital 
construction.  Under  the  Hill-Burton  Act,  and  with 
transportation  as  it  is.  the  State  is  well  covered  now 
and  improving  all  the  time.  Good  hospitals  attract 
good  doctors  to  rural  areas.  The  rural  people  do 
need  to  realize  the  value  of  bringing  the  patient  to 
the  doctor  at  the  center  rather  than  calling  the  doctor 
to  the  home,  where  sometimes  he  is  helpless.  The 
extension  services  could  help  us  in  such  an  educa- 
tional campaign. 

Your  committee  has  found,  however,  that  there  is 
insufficient  supervision  of  the  many  fine  rural  hos- 
pitals. When,  for  lack  of  proper  medical  and  ad- 
ministrative audits,  any  hospital  renders  sub- 
standard treatment,  it  is  a reflection  on  the  entire 
medical  profession  and  one  which  we  cannot  afford, 
especially  at  a time  when  the  public  is,  at  least 
moderately,  inclined  to  believe  that  government 
control  of  medicine  would  raise  the  standard  of 
medical  care.  We  should  raise  that  standard  our- 
selves as  a duty  to  the  public  and  as  a crusade  j 
which  we,  as  doctors,  have  always  led.  We  ourselves 
have  set  up  an  agency  to  raise  hospital  standards  in 
the  Joint  Commission  for  Accreditation  of  Hospitals.  « 

Your  committee  recommends  that  this  House  of  1 
Delegates  instruct  our  delegates  to  the  American 
Medical  Association  to  introduce  a resolution  at  the 
next  meeting  of  that  body  in  June,  1953,  to  the  effec  t 
that  the  Joint  Commission  on  Accreditation  of  Hos 
pitals  be  asked  to  make  frequent  and  thorough  pro- 
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fessional  and  administrative  audits  of  all  rural  hos- 
pitals. 

The  medically  indigent  patient  is  as  prevalent  in 
rural  communities  as  elsewhere.  Provision  for  the 
care  of  these  patients  by  welfare  agencies  varies  to  a 
great  degree  in  all  the  upstate  counties.  Your  com- 
mittee suggests  that  in  conjunction  with  the  Sub- 
committee on  Public  Medical  Care  it  try  to  stand- 
ardize the  welfare  practices  throughout  the  State 
for  the  benefit  of  the  indigent  patient,  the  taxpayer, 
and  the  doctor. 

As  chairman  of  the  Subcommittee  on  Rural 
Medical  Service,  I wish  to  thank  all  the  members 
of  the  committee  for  their  outstanding  cooperation 
and  diligent  work  which  have  made  possible  the 
foregoing  report. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  14  (See  205) 

Supplementary  Report  of  the  Council,  Part  XII: 
Miscellaneous — Belated  Bills 

To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  the  Bylaws,  Chapter  IX,  Sec- 
tion 1,  belated  bills  from  three  persons  must  be 
submitted  to  the  House  of  Delegates  before  they  can 
be  paid.  Expense  accounts  are  required  to  be  sub- 
mitted within  thirty  days  after  the  expenses  are  in- 
curred. “This  time  may  be  extended  for  any  cause 
by  the  Board  of  Trustees,  and  such  extension  shall 
not  exceed  ninety  days.”  As  these  items  were  re- 
ceived more  than  ninety  days  late,  they  are  respect- 
fully submitted  to  the  House  of  Delegates  with  the 
recommendation  that  they  be  approved. 

1.  On  March  17,  1953,  a voucher  was  received 
from  Dr.  J.  H.  Bauer  of  Syracuse,  a member  of  the 
Legislation  Committee,  for  $1.20  spent  for  taxi  fare 
in  connection  with  a meeting  of  the  committee  on 
September  24,  1952,  and  one  for  $38.83  covering  the 
expense  of  attendance  at  a meeting  on  November  11, 
1952.  The  two  vouchers  total  $40.03. 

2.  On  February  27,  1953,  Dr.  Edwin  W.  Gates 
of  Niagara  Falls,  a member  of  the  Subcommittee  on 
Diabetes  of  the  Public  Health  and  Education  Com- 
mittee, submitted  a voucher  for  $58.70  covering  the 
expense  of  attendance  at  a meeting  of  the  subcom- 
mittee in  New  York  City  on  October  8,  1952. 

3.  On  March  24,  1953,  Dr.  J.  Stanley  Kenney, 
member  of  the  Council  and  chairman  of  the  Legisla- 
tion and  Citizens’  Health  Education  Committees, 
submitted  a voucher  for  telephone  and  telegraph 
charges  appearing  on  his  own  telephone  bill  and  in- 
curred in  connection  with  the  business  of  this  society. 
They  total  $10.70  and  cover  the  period  July  17  to 
December  24,  1952. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Section  15 

Announcements 

Speaker  Holcomb:  The  tables  for  the  meetings 
of  the  reference  committees  are  in  the  foyer  of  the 
Assembly  Room  on  the  17th  floor  just  to  the  right 
as  you  enter  this  room.  The  stenographers  will  be 
there.  We  call  your  attention  to  the  fact  that  each 
report  is  to  have  nine  copies.  Those  interested  are 
to  seek  the  reference  committees  and  appear  before 
them.  The  officers,  trustees,  and  Council  members 
are  to  hold  themselves  in  readiness  if  they  wish  to 
confer  with  any  of  the  reference  committees. 


Section  16 

Address  of  the  Speaker 

Speaker  Holcomb  : On  behalf  of  our  capable  vice- 
speaker, Dr.  Fred  Williams,  and  myself  as  speaker, 
may  I express  our  appreciation  to  the  House  of 
Delegates  at  this  time  for  having  granted  us  the 
privilege  of  welcoming  you  here  at  our  147th  meet- 
ing, and  also  the  privilege  of  presiding  over  this 
Annual  Meeting.  Since  my  election  to  the  office  of 
speaker,  I have  come  to  recognize  and  now  wish  to 
pay  tribute  to  the  officers  of  the  State  Society  and  to 
all  of  the  members  of  the  Council  committees  and 
subcommittees  for  the  splendid  contribution  they 
make  in  time,  effort,  and  not  to  mention  the  financial 
sacrifice  which  is  entailed  in  carrying  on  their  prac- 
tice while  engaged  in  carrying  on  their  assignments 
during  this  past  year.  I feel  that  only  a compara- 
tively small  minority  of  the  now  23,000  members  in 
the  Society  are  cognizant  of  their  unselfish  work 
which  they  give  each  year  to  the  fulfillment  of  re- 
sults which  benefit  all  of  our  members. 

Apropos  of  that  I had  a rather  amusing  ex- 
perience some  time  ago  in  the  washroom  where  most 
of  the  conferences  of  the  hospital  are  held.  I was 
speaking  very  highly  of  the  efforts  of  one  of  our  past- 
presidents  who  had  been  extremely  active  for  several 
years  in  the  work  of  the  Society,  telling  about  the 
time  that  he  had  sacrificed  from  his  practice  and  the 
work  he  had  done.  One  of  the  men  said,  “I  wonder 
just  what  such  people  get  out  of  it.” 

I replied,  “Well,  perhaps,  there  are  still  a few  men 
left  in  the  world  who  are  willing  to  do  some  work 
without  thinking  of  financial  gain.” 

Whereupon  he  had  nothing  more  to  say,  but  I do 
feel  with  some  of  the  work  that,  is  done  in  the  State 
Society  perhaps  it  does  not  seem  at  times  as  though 
it  is  greatly  appreciated. 

During  the  past  few  years  I have  been  increasingly 
concerned  about  the  deterioration  in  our  relations 
with  the  general  public.  Perhaps  the  individual 
physician  may  justly  and  correctly  assume  that  his 
patients  have  a high  regard  for  him,  but  I feel  that 
the  public  does  not  entertain  a friendly  attitude 
toward  us  as  a profession.  Perhaps  a great  many 
people  feel  that  physicians  have  too  high  an  income, 
forgetting  that  most  of  us  spend  many  more  hours 
in  our  profession  than  does  the  average  worker  or 
other  professional  person.  Second,  complaints  are 
made  that  sometimes  physicians  refuse  to  accept 
emergency  calls  promptly  or  at  times  refuse  to  make 
them  at  all. 

A third  rather  common  observation  is  often  heard 
that  the  art  of  medicine  has  become  a business 
rather  than  an  honored  profession.  To  one  whose 
grandfather  began  his  practice  in  1845,  and  whose 
father  started  his  medical  career  in  1886,  and  whose 
son  is  now  engaged  in  the  practice  of  medicine,  I 
have  the  uncomfortable  feeling  that  this  situation  is 
not  a pleasant  reflection,  and  I know  it  disturbs 
many  of  us.  I recently  heard  this  observation  ex- 
pressed, “Why  don’t  you  doctors  correct  irregulari- 
ties in  your  own  ranks?  If  you  don’t  do  it,  perhaps 
some  governmental  agency  might  do  it  for  you.” 

I hope  you,  as  delegates  and  officers  of  the  So- 
ciety, who  are  highly  respected  in  your  component 
county  societies,  will  continue  to  bear  this  in  mind, 
and  attempt  to  initiate  or  carry  on  constructive  and 
corrective  measures  in  your  own  localities.  If  100 
per  cent  of  the  medical  profession  are  suffering  from 
the  carelessness  or  unethical  conduct  of  a very  small 
minority,  would  it  not  be  a wise  and  judicious  idea 
to  attempt  to  enforce  discipline  in  our  profession 
rather  than  have  legislative  bodies  do  this  un- 
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pleasant  task  for  us?  Perhaps  it  is  not  too  late  to 
regain  some  of  the  respect  and  dignity  that  really 
belong  to  us. 

Another  fact  that  I have  thought  of  recently  is 
that  a small  minority  of  our  members  seem  to  turn 
to  a few  groups  outside  of  the  parent  organization, 
that  is  the  county,  State  Society,  and  American 
Medical  Association,  for  guidance  as  to  policy 
and  legislation  on  both  the  State  and  national 
levels.  I think  we  ought  to  remind  this  small 
minority  that  we  must  be  unified  and  that  we  must 
stand  together;  let  our  differences  be  among  our- 
selves, but  let  us  not  be  divided  and  go  to  minority 
groups. 

I have  during  the  past  year  been  privileged  to  sit 
in  on  many  committee  meetings.  One  particularly 
is  the  Malpractice  Insurance  and  Defense  Board, 
with  Dr.  Wood  and  his  group,  and  Dr.  Di  Natale, 
and  I have  come  to  appreciate  how  much  the  work 
they  are  doing  is  accomplishing  for  us.  I do  feel  if 
approximately  16,000  men  carry  their  insurance  with 
our  group,  the  other  several  thousand  must  be 
insured  with  other  outside  companies,  and  they 
should  think  carefully  how  their  action  affects  us 
and  them,  and  be  with  our  own  group  for  their  pro- 
tection. After  hearing  the  proceedings  of  these  meet- 
ings, I am  more  and  more  convinced  that  this  is  a 
wise  procedure. 

The  Chair  will  recognize  Dr.  Wentworth,  and 
will  ask  Dr.  Kenney  and  Dr.  Wertz  to  escort  him  to 
the  platform. 

. . . The  delegates  arose  and  applauded  as  Dr.  J. 
Stanley  Kenney  and  Dr.  Carlton  E.  Wertz  escorted 
Dr.  Edward  T.  Wentworth  to  the  rostrum.  . . 

Speaker  Holcomb:  The  secretary  has  a motion 
to  make. 

Secretary  Anderton:  I move  we  go  into  execu- 
tive session. 

Dr.  Alfred  M.  Hellman,  New  York:  I second  it. 

. . . Whereupon  the  House  went  into  executive 
session,  which  was  off  the  record  . . . 

Speaker  Holcomb:  The  House  is  now  out  of 
executive  session.  Since  the  preceding  discussion 
and  report  are  for  information  only,  the  Chair  will 
now  recognize  President-Elect  Eggston,  and  I shall 
ask  Dr.  Bauckus  and  Dr.  Masterson  to  escort  him 
to  the  rostrum. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Herbert  H.  Bauckus  and  Dr.  John  J.  Masterson  es- 
corted Dr.  Andrew  A.  Eggston  to  the  rostrum  . . . 

Section  17  {See  165) 

Supplementary  Report  of  President-Elect 

Dr.  Andrew  A.  Eggston:  Mr.  Speaker  and 
members  of  the  House,  if  you  will  take  a look  at  me, 
you  will  notice  I have  not  grown  any  since  you 
elected  me  last  year;  probably  I have  shriveled  up  a 
little  bit.  However,  I have  a few  remarks,  and  I 
hope  they  will  not  tire  you  too  much. 

Probably  there  never  was  any  person  who  had  the 
distinction  of  wearing  the  mantle  of  the  presidency 
of  the  Medical  Society  of  the  State  of  Xew  York  who 
has  not  felt  humbly  grateful  to  the  House  of  Dele- 
gates for  the  honor  bestowed  upon  him.  I am  no 
exception  to  the  rule.  It  may  seem  trite  to  say  that 
one  who  takes  this  position  does  so  with  a keen 
sense  of  obligation  and  realization  of  great  responsi- 
bility. 

I am  the  successor  to  a long  line  of  distinguished 
doctors  who  have  occupied  this  office.  They  have 
contributed  not  only  in  time  but  in  thought  and  con- 
structive accomplishment.  This  has  added  much  to 
the  glory  of  the  position  of  president,  as  well  as  to 


the  good  of  the  Society  and  the  people  of  the  State 
of  Xew  York.  I shall  exert  every  effort  to  uphold 
the  fine  principles  laid  down  by  my  predecessors.  I 
do  not  conceive  of  many  new  ideas  or  pioneering 
efforts  that  I can  initiate  in  this  office.  Xone  can 
tell  in  these  changing  times  what  added  responsibili- 
ties will  have  to  be  assumed,  what  new  adjustments 
will  have  to  be  made,  or  what  principles  may  have 
to  be  altered  in  order  that  the  medical  profession  may 
march  forward  step  by  step  with  the  rapidly  evolving 
changes  taking  place  in  government  and  public  rela- 
tions. 

It  is  absolutely  essential  that  the  medical  profes- 
sion be  not  reactionary  nor  static.  It  must  be  pre- 
pared to  progress  in  harmony  with  the  beneficial 
changes  occurring  in  the  lives  of  ever}'  individual 
in  this  particular  period  of  history.  Xever  have 
principles  been  less  stable  than  they  have  been  in  the 
last  decade.  What  is  new  today  may  be  obsolete 
when  I lay  down  the  toga  of  this  office. 

In  the  interim,  however,  I know  the  trustees, 
Council,  House  of  Delegates,  and  my  fellow  officers 
will  give  me  their  unstinted  help.  I have  abiding 
faith  that  whatever  arises,  whatever  befalls,  I will 
have  their  assistance  in  solving  the  problems  at 
hand.  This,  in  deepest  humility,  I shall  need.  I 
shall  solicit  the  help  of  all  the  members  with  every 
power  of  appeal  that  my  mind  and  heart  can  con- 
jure. 

I hope  to  consider  paragraphically  some  of  the 
manifold  activities  of  the  Society.  I have  been 
taught  by  contacts  with  the  House  of  Delegates  and 
the  Council  that  their  agendas  are  fraught  with 
problems — problems  that  recur  and  deserve  serious 
consideration. 

Finances. — Because  it  is  the  life’s  blood  of  the 
Society,  one  of  the  first  things  to  consider  is  the  state 
of  the  treasury.  The  finances  of  an  organization  are 
traditionally  an  unpopular  subject.  However,  at 
this  time  this  vital  subject  needs  to  be  discussed  and 
some  solution  sought.  Very  few  members  realize 
what  a large  business  concern  their  Society  is,  nor  are 
they  aware  of  the  amount  of  money  that  is  required 
to  run  it.  To  keep  it  going  under  the  most  modest 
circumstances  requires  adequate  financing.  For  in- 
stance, few  realize  that  some  62  people  are  em- 
ployed. There  is  a constant  recurring  demand  for 
more  pay.  This  happens  with  a certain  amount  of 
monotonous  repetition.  Increased  stipends  are 
justified  by  the  continuing  advance  in  the  cost  of 
living.  The  salaries  of  many  employes  are  amazingly 
small  when  compared  to  industrial  employment. 
These  people  contribute,  in  addition  to  work,  loyalty 
and  love  of  the  job.  If  they  did  not,  the  Society 
could  not  retain  them.  Of  course  this  kind  of  pay  is 
not  very  practical  when  the  cost  of  living  is  so  out  of 
reach. 

The  headquarters  in  which  these  people  work  is 
greatly  overcrowded.  Transportation  and  working 
hours,  too,  make  their  task  in  many  instances  very 
undesirable.  Money  is  of  the  essence  in  maintaining 
a well-rounded  and  efficiently  functioning  organiza- 
tion. 

You  have  received  a statement  of  the  tremendous 
increase  in  costs  of  the  various  items  in  the  past 
twenty  years,  more  particularly  in  the  last  five 
years.  Unless  there  is  a substantial  increase  in  in- 
come there  must  be  deficit  financing.  This  can  only 
be  done  by  withdrawing  from  the  savings  of  the 
Society.  The  only  source  of  more  money  is  a sub- 
stantial raise  in  dues.  This  step,  while  unpleasant, 
is  imperative.  Unless  this  is  done,  the  membership 
will  lose  valuable  services  which  now  protect  the 
freedom  and  dignity  of  a great  profession.  Day  by 
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day  there  are  demands  for  more  protection  for  the 
life  of  medical  practice.  Without  sustenance  this 
protection  will  not  long  endure.  Many  of  the  ex- 
penditures have  been  requested  or  mandated  by  the 
House  of  Delegates,  often  done  without  due  con- 
sideration of  the  cost.  These  mandates  must  be 
activated  by  the  Council,  and  the  trustees  are  ex- 
pected to  pay  the  tariff.  It  is  very  essential  that 
every  expenditure  recommended  be  carefully 
analyzed. 

There  is  probably  room  for  economies,  and  per- 
haps an  efficiency  expert’s  analysis  of  the  various 
activities  in  relation  to  their  usefulness  should  be 
undertaken.  This  would  be  costly.  On  the  other 
hand,  it  might  effect  savings  by  combining  some  of 
the  committees  and  subcommittees.  Reducing  the 
number  of  some  of  the  large  committees  would  re- 
sult in  economies.  All  of  the  committees  cost  money 
in  travel  and  living  expenses  if  they  function  prop- 
erly. In  spite  of  the  apparent  savings  which  every 
effort  will  be  made  to  consummate,  there  is  nothing 
in  sight  to  meet  a minimum  budget  without  more 
revenue.  I do  not  hesitate  to  ask  for  more  dues,  and 
I come  to  you  with  all  the  zeal  at  my  command  now, 
and  I promise  to  continue  to  work  diligently  to 
achieve  such  an  end. 

Home. — There  comes  a time  in  the  life  of  each 
person  when  to  owm  a home  with  a bit  of  earth  is  a 
satisfying  ambition.  This  is  no  less  true  of  an  or- 
ganization such  as  the  Medical  Society  of  the  State 
of  New  York.  It  needs  its  own  home.  There  is  no 
reason  wrhy  men  in  our  position  should  live  from 
hand  to  mouth  or  pillar  to  post.  Only  gypsies  or 
nomads  do  that.  We  certainly  have  among  our 
membership  erudition  and  contacts  that  can  solve 
our  headquarters’  problems  for  all  time.  Many  a 
person  has  rued  the  day  when  he  w'as  in  a position  to 
use  his  assets  for  his  own  housekeeping  and  did  not 
do  it.  Many,  in  retrospect,  could  have  enjoyed  all 
the  comforts,  yes  and  some  of  the  luxuries,  if  they 
had  had  the  foresight  to  purchase  for  themselves 
proper  living  quarters.  Inadequate  accommoda- 
tions at  the  present  time  fail  to  meet  the  needs  of  the 
Society.  Certainly,  if  new  departments  or  services 
are  added,  there  will  be  no  room  for  this  expansion. 
A worthy  citadel  would  mean  so  much  to  the  morale 
of  the  staff  and  the  membership  of  the  Society. 

One  of  the  activities  already  planned  which  re- 
quires expansion  is  the  newly  organized  Blood  Banks 
Association.  The  Committees  on  Industrial  Medi- 
cine and  Civil  Defense  are  likewise  going  to  need 
more  facilities.  These  are  only  a few  of  the  things 
that  have  recently  been  adopted.  It  is  not  difficult 
to  envisage  more  and  more  new  departments  that 
will  be  added  to  the  administrative  duties  of  this  or- 
ganization. Adequate  headquarters  will  symbolize 
free  medicine  and  will  enhance  the  principles  of  free 
enterprise.  You  wall  hear  more  about  this  project. 
Please  make  it  close  and  dear  to  your  hearts.  Your 
study  and  cooperation  in  furthering  the  idea  of  our 
own  headquarters  will  be  appreciated.  I would  not 
be  true  to  the  tenets  of  good  trusteeship  in  this 
Society  if  I did  not  feel  this  way  about  it. 

I beg  to  recommend  that  the  Planning  Committee 
be  assigned  to  investigate  and  seriously  consider  an 
adequate  location  and  building  for  permanent  head- 
quarters. This  is  the  end  of  the  commercial,  as  they 
say  on  television. 

Legislation. — Little  need  be  said  in  regard  to  the 
importance  of  a constructive  and  realistic  legislation 
program,  not  only  for  one  year  but  every  year. 
Legislation  is  not  alone  for  the  medical  profession 
but,  most  important,  is  for  the  public  good.  Any 
law  that  will  cause  deterioration  of  any  phase  of  the 


scientific  healing  art  or  institute  any  inequities  af- 
fecting the  doctors  and  the  public  must  be  rigidly 
scrutinized  and  forcefully  opposed  through  the 
means  of  your  Legislation  Committee.  Every  year 
there  are  numerous  bills  introduced  in  the  legislature 
which  interest  different  phases  of  medicine.  The  legis- 
lative body  needs  and  seeks  the  proper  advice  from  the 
medical  profession  of  this  State  to  evaluate  these  and 
to  support  the  worthy  ones. 

This  last  year  the  Society  has  been  very  fortunate 
in  our  Legislation  Committee  and  its  accomplish- 
ment. Dr.  Wentworth,  your  very  astute  president, 
appointed  a Citizens’  Health  Education  Commit- 
tee consisting  of  Drs.  J.  Stanley  Kenney,  Theodore  J. 
Curphey,  and  Floyd  S.  Winslow.  This  energetic 
triumvirate  performed  most  efficiently  and  effec- 
tively to  defeat  the  licensing  of  chiropractors.  Theirs 
was  indeed  yeoman  service — service  in  the  protec- 
tion of  the  health  of  the  public,  which  is  of  prime  im- 
portance and  for  which  the  medical  profession  is  and 
should  be  the  sergeant-at-arms. 

An  incidental  dividend  of  their  efforts  was  the 
education  of  the  people  on  general  medical  matters, 
as  well  as  upon  the  dangers  of  all  unscientific  cultism. 
As  a matter  of  fact,  the  education  of  the  public  was 
the  ultimate  goal,  and  it  was  achieved  on  the  highest 
plane  of  public  relations. 

There  is  one  point  that  occurs  to  me  in  regard  to 
the  chairman  of  the  Legislation  Committee.  Any- 
one who  is  required  to  spend  so  much  time  and  effort 
during  the  legislative  session  to  direct  medical 
legislation  should  receive  adequate  compensation. 
The  position  requires  ability,  in  addition  to  hard 
work,  and  a tremendous  financial  loss.  I recom- 
mend to  the  reference  committee  and  all  the  mem- 
bers of  this  Society  to  read  carefully  and  weigh  ju- 
diciously every  word  of  the  report  of  the  Committee 
on  Legislation.  A treatise  on  the  most  effective 
accomplishments  of  a legislation  committee  in  the 
history  of  this  Society,  on  pages  861  to  863  of  the 
Report  to  the  Council.  I also  advise  the  creation  of  a 
perpetual  legislation  group,  with  membership  com- 
parable to  the  Malpractice  Insurance  and  Defense 
Board,  so  there  would  be  a minimum  change  in 
personnel.  The  heart  and  blood  of  medical  care  rest 
in  this  committee. 

Forensic  Medicine. — I wish  here  to  mention  briefly 
a phase  of  medicine  important  to  the  public,  namely, 
forensic  medicine.  This  can  best  be  served  through 
a medical  examiner’s  office,  staffed  by  a pathologist 
and  toxicologist.  This  is  an  essential  department 
for  the  improvement  of  scientific  and  professional 
data — facts  for  the  support  and  administration  of 
justice  in  accidental,  suicidal,  or  homicidal  deaths. 
The  Medical  Society  should  use  its  full  influence  for 
the  establishment  of  medical  examiner  officers  in 
every  county  in  the  State.  Congratulations  are  due 
the  House  for  its  advocacy  of  the  establishment  of  a 
scientific  session  on  legal  medicine  which  will  be  in- 
stituted next  year. 

Medical  Education. — It  is  not  necessary  for  me  to 
remind  you  of  the  American  Medical  Education 
Foundation  and  its  fund-raising  activities.  The 
Foundation  was  organized  in  May,  1951.  This  year 
physicians  and  other  people  generally  have  become 
interested  in  the  problems  of  medical  education. 
Numerous  corporations,  in  addition  to  doctors’  or- 
ganizations, have  established  the  National  Fund  for 
Medical  Education.  Through  the  Fund  many 
thousands  of  corporations  have  become  actively  in- 
terested in  aiding  medical  schools.  These  two  or- 
ganizations have  raised  approximately  three  million 
dollars  since  their  beginning.  It  will  require  the 
continued  interest  of  every  professional  person,  in- 
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dustry,  labor,  and  capital  to  support  medical  educa- 
tion in  order  to  maintain  good  medical  care  to  even  - 
one.  Because  oi  skyrocketing  costs  of  education  it 
is  estimated  that  there  will  be  a ten  mil  lion -dollar 
deficit  in  the  operating  costs  of  the  79  existing 
medical  schools  during  the  current  year.  In  1952 
some  thirty-eight  thousand  doctors  gave  substantial 
direct  support  to  medical  education.  Some  of  these 
monies  were  derived  from  the  §25  annual  dues  of  the 
American  Medical  Association. 

In  addition,  there  have  been  large  sums  given  for 
buildings,  endowments,  scholarships,  research,  and 
special  purposes.  There  have  also  been  considerable 
contributions  directly  to  teaching  budgets  of  the  in- 
stitutions. The  support  that  has  already  been  forth- 
coming is  nothing  short  of  remarkable. 

When  aid  is  given  to  these  institutions,  it  is  incum- 
bent upon  them  to  reciprocate  with  an  abiding 
loyalty  to  the  alumni  who  support  them  and  help  to 
solve  their  problems.  Efforts  to  streamline  pre- 
medical  as  well  as  medical  education  are  desirable 
and  had  well  be  consummated.  This  involves  a 
better  balanced  educational  program — more  humani- 
ties. more  emphasis  on  the  art  of  medicine  and  less 
on  the  technical  and  scientific  phases.  These  things 
are  necessary  not  only  to  enhance  the  professional 
life  of  the  embry  o physician  but  will  also  be  an  im- 
portant training  for  his  civic  and  culture!  role  in  the 
community  There  should  be  a better  relationship 
between  the  medical  schools  and  the  academic 
colleges  in  coordinating  the  various  curricula. 
There  should  be  no  gap  or  chasm,  but  really  a 
chiasm  between  the  medical  schools  and  the  under- 
graduate colleges.  There  is  no  need  for  a march  to 
the  tune  of  a military  band,  making  all  students 
uniform,  which  of  late  has  b?en  the  tendency. 
Though*  shoul  d be  given  to  the  individual  differences 
among  the  classes  of  students.  Being  a product  of 
the  farm,  myself.  I am  of  the  deep  conviction  that 
more  consideration  and  aid  should  be  given  to  this 
type  of  medical  student. 

Some  foundations  and  state  societies  have  created 
loans  for  deserving  medical  students  and  nurses  who 
are  themselves  unable  to  pay  for  medical  education. 
This  loan  can  be  repaid  a number  of  years 
following  graduation,  provided  they  locate  m a rural 
area  where  there  is  need  for  better  medical  care.  It 
would  not  seem  a great  hardship  upon  this  Society 
to  investigate  the  possibility  of  aiding  such  a 
worthy  cause. 

One  questions  if  the  available  facilities  of  the 
medical  schools  should  not  be  evaluated  on  the 
basis  of  an  efficiency  study.  There  certainly  seems 
to  be  the  possibility  of  greater  use  of  existing  facili- 
ties. Reference  is  made  to  the  perennial  teaching  of 
students,  which  would  tend  to  satisfy  the  crying  need 
for  more  medical  personnel.  More  applications 
could  thus  be  accommodated,  and  as  a corollary' 
there  would  be  a cut  in  per  capita  costs  as  well  as  an 
increase  in  tuhional  revenues.  Better  use  of  the 
available  laboratories— anatomy,  bacteriology, 

chemistry — might  well  be  investigated. 

I am  reminded  at  this  point,  because  of  the  in- 
attention to  mv  talking,  of  the  story  of  the  minister 
who  was  preaching  away,  when  he  noticed  a fellow 
sitting  way  in  the  back  somewhere  half  asleep  and 
snoring  a little  bit.  So  he  saw  his  friend  next  to  him 
and  he  said,  "Jim.  will  vou  pinch  Bill,  and  wake  him 
up?” 

But  Jim  spoke  up  and  said,  "You  come  and  pinch 
him  yourself.  You  put  him  to  sleep.”  (Laughter  t 

The  practicing  physician  seems  to  have  a more 
severe  and  continuous  schedule  in  serving  the  public 
and  delivering  home  medical  care  than  prevails  in 


institutions.  A great  many  things  in  medical  edu 
cation  demand  careful  investigation  because  wha 
happens  within  the  walls  of  a medical  school  is  f; 
reaching  and  affects  every  home  and  community 
Instruction  in  cultural  medicine  and  the  Hippocra 
Oath  is  of  more  importance  to  the  public  than  is 
struct  ion  in  complicated  chemical  formulas. 

At  present  most  of  the  graduates  from  medii 
schools  are  lost  to  public  medical  care.  First  of  i 
they  know  little  of  how  to  care  for  people  in 
home.  They  are  helpless  without  the  refinement 
of  diagnosis  and  therapeutics  to  which  they  i 
accustomed-  They  are  indoctrinated  in  the  use 
mechanical  aids  often  at  the  expense  of  independent 
thinking.  Improvising  is  frequently  the  byprodu 
of  necessity  and  becomes  a valuable  ally  if  under- 
stood and  used.  A human  and  psychologic  under- 
standing of  the  person  sick  at  home  is  more  impor- 
tant than  the  robot  or  mechanical  methods  so  oft 
sought  in  diagnosis.  People  are  interested  only 
relief,  be  h mental  or  physical.  They  care  fittl 
about  fancy  diagnosis.  As  medical  students 
taught  at  present,  they  do  too  much  to  the  patien 
and  not  enough  for  him.  Therefore,  when  they  et 
bark  on  a community  profession,  they  of  necessr 
have  to  be  re-educated-  They  have  to  be  given 
postgraduate  course  in  the  art  of  medicine,  or  el 
they  will  be  failures  and  dissatisfied. 

Who  else  is  there  to  carry  on  this  education  e 
cept  those  who  have  experienced  the  necessity  f< 
adjustment  to  a transition  from  formal  medi< 
curricula  to  one  adapted  by  common  sense  to 
needs  of  the  people  in  the  homes?  Your  cot 
and  state  societies  must  and  do  offer  these  faciliti 
for  adjustment  in  this  transition. 

Blood  Banks. — As  the  result  of  a directive  of  the 
House  of  Delegates  in  1952.  Dr.  Wentworth  ap- 
pointed a Blood  Banks  Commission.  This  has  func- 
tioned under  very  difficult  circumstances  because  of 
the  many  problems  and  inequities  and  unrealistic 
status  of  blood  banking  in  this  State.  Unfortunately, 
this  State  is  far  behind  other  states  in  blood  banking. 
Things  happened  which  would  never  have  happe: 
if  the  problems  of  blood  banking  had  been  pre- 
viouslv  studied.  Years  of  planning  and  essential 
contributions  to  blood  banking  have  thereby  been 
lost.  Ever?'  day  in  every  community  and  with 
nearly  every  patient  that  is  sick,  the  question  of 
blood  arises.  Blood  is  the  most  plentiful  biologic 
product  available  in  nature,  yet  it  must  be  properly 
processed  and  delivered.  Through  the  lack  of  proper 
organization  and  coordination  of  the  users  and  proc- 
essors of  blood  the  situation  had  really  become 
chaotic,  and  this  might  have  led  to  disaster  in 
of  catastrophic  visitation  by  disease  or  enemy  at- 
tack. Fortunately,  an  attempt  was  made  this  last 
year  to  correlate  all  the  agencies  into  a harmonious 
guild  to  do  whatever  is  best  to  cull  the  driftwood 
and  mold  it  into  an  efficiently  functioning  force  to 
•direct  the  potentially  great  supply  of  blood  into 
proper  chan  neb  for  the  best  use  of  all  the  people. 

It  was  soon  clear  to  the  Commission  that  this  will 
require  foresight,  a give-and-take  spirit,  effiden 
technical  skill,  and  proper  scientific  control.  It  will 
also  require  all  of  the  agencies  of  government,  the 
Red  Cross,  public  health,  and  above  all  the  hospital 
and  private  banks  to  be  in  a sound  position  in  time 
of  disaster,  so  that  they  may  meet  the  needs  and 
save  the  lives  of  the  people.  After  many  meetings  of 
the  Commission — the  report  of  which  you  have  read 
in  the  April  1 issue  of  the  State  Journal — the  Blood 
Banks  Association  of  New  York  State,  Incorporated, 
is  ready  to  proceed  with  the  solving  of  existing 
problems.  It  is  hoped  that  this  corporation,  in 
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spite  of  many  growing  pains,  will  function  well  with 
the  earnest  cooperation  of  all  interested  parties. 
The  House  of  Delegates  of  this  Society  deserves  an 
infinite  amount  of  credit  for  aiding  in  a financial  way 
the  organization  of  this  essential  phase  of  medical 
care. 

Medical  Insurance. — As  long  as  there  is  a doctor, 
be  he  institutional  or  in  the  practice  of  medicine,  he 
will  have  to  consider  for  the  sick  the  question  of 
economics.  No  one  can  live  on  bread  and  water 
alone;  he  must  have,  besides  sustenance,  adequate 
medical  facilities.  The  provident  person  educated 
to  the  costs  of  illness  will  appreciate  the  value  of 
medical  and  hospital  expense  insurance.  For  just 
this  contingency  there  have  been  developed  two  great 
agencies,  the  Blue  Cross  and  the  Blue  Shield  plans. 
Perhaps  it  has  not  been  the  fault  of  the  public  in 
the  past  that  they  have  been  improvident  about 
health  insurance.  A gentle  impeachment  is  properly 
due  to  the  medical  profession  and  insurance  com- 
panies because  they  have  been  so  long  in  educating 
themselves,  as  well  as  the  public,  in  the  provision  of 
insurance.  While  most  medical  societies  and  groups 
interested  in  medical  care  under  the  free  enterprise 
system,  with  freedom  of  choice  of  physician,  advo- 
cate medical  care  insurance,  the  ones  working 
in  this  field  have  as  yet  no  final  answer  today  to  the 
many  intricacies  of  comprehensive  health  in- 
surance. Continued  studies  should  be  made  whereby 
benefits  can  be  broadened  which  will  be  consistent 
with  sound  underwriting  procedures. 

Rendering  medical  care  is  a different  problem  en- 
tirely from  that  of  providing  education  for  the 
public.  Courses  in  high  school  can  be  streamlined 
into  groups,  hours,  and  days.  Education  can  be 
dosed  to  the  students  somewhat  like  an  assembly 
line.  It  is  because  there  is  not  the  need  for  personal 
contact,  nor  are  the  subjects  taught  of  immediate 
importance  to  the  person.  But  when  one  con- 
siders the  medical  care  of  patients,  personal  com- 
munication with  a doctor  is  involved.  Mental  and 
physical  illnesses  are  absolutely  and  always  on  a 
personal  basis,  and  no  assembly  line  diagnosis  of 
therapeusis  will  satisfy  an}-  person.  He  is  an  in- 
dividual, he  expects  to  remain  an  individual,  and 
he  wants  to  be  treated  medically  as  an  individual 
and  wants  to  have  something  to  say  about  what 
kind  of  medical  treatment  he  gets.  He  does  not  want 
governmental  agencies  to  tell  him  how  to  take  it. 

There  are  many  actuarial  problems  in  the  dis- 
pensing of  medical  care.  The  medical  profession 
undertook  an  actuarial  study  mostly  on  its  own  re- 
sponsibility which  powerful  insurance  companies 
had  disdained  to  do.  These  companies,  as  well  as  the 
public,  will  owe  eternal  gratitude  to  the  medical  pro- 
fession for  experimenting  with  and  advancing  medi- 
cal insurance.  Perhaps  some  day  the  medical 
profession  will  see  fit  to  relinquish  responsibility 
for  health  insurance  if  equitable  arrangements  can 
be  made  with  private  insurance  companies  to  take 
over  the  problems  and  provide  a good,  comprehensive 
care  on  a low-cost  basis  to  the  public.  Emphasis 
must  always  be  placed  upon  the  principles  of  in- 
surance to  mitigate  the  loss  to  the  ill  but  never  to 
add  a premium  to  one’s  illness.  Every  dollar  paid 
as  premium  to  an  insurance  companv  must  represent 
to  the  insured  protection  as  a psychologic  principle 
of  security.  If  one  does  not  use  medical  insurance, 
he  should  not  feel  cheated  but  should  be  congratu- 
lated on  the  fact  that  he  has  not  needed  medical 
care. 

Insurance  can  be  written  only  against  an  actuarial 
risk  probability  which  must  be  based  on  the  fre- 
quency and  the  extent  of  the  illness.  Without  a 


statistical  evaluation  of  these,  insurance  becomes 
hazardous,  and  the  premium  must  be  flexible.  Be- 
cause of  these  factors,  trial  and  error  will  be  neces- 
sary for  a period  of  time  before  voluntary  insurance 
can  meet  all  the  needs  of  the  public,  regardless  of  how 
determined  the  medical  profession  is  to  give  them 
just  what  they  want.  In  any  event,  they  will  come 
nearer  doing  this  properly  every  day  in  the  year,  and 
more  satisfactorily  than  any  governmental  agency 
can  do  it. 

It  becomes  more  and  more  apparent  that  as  in- 
surance plans  increase  in  volume  and  service  to  the 
community,  it  is  important  that  individual  doctors 
become  more  interested  in  and  familiar  with  their 
local  plans  in  regard  to  benefits  as  well  as  the 
problems  of  administration. 

Workmen’s  Compensation. — Doctors  might  well 
show  more  interest  in  workmen’s  compensation  both 
in  regard  to  occupational  and  nonoccupational 
phases  of  the  law.  In  an  advance  release  by  Miss 
Mary  Donlon,  chan-man  of  the  Workmen’s  Compen- 
sation Board  of  the  New  York  State  Department  of 
Labor,  I was  interested  to  find,  and  I quote: 

Every  now  and  then  someone  blames  the  medical  pro- 
fession for  all  or  nearly  all  the  ills  of  workmen’s  compensa- 
tion. If  by  this  is  meant  merely  that  physicians  have  in- 
sisted during  the  past  five  years  on  increased  fees,  reason- 
ably commensurate  with  the  increased  cost  of  living;  that 
hospital  rates  have  been  several  times  increased  in  the  same 
period  of  time  or  that  advances  in  medical  research  have 
broadened  the  field  of  compensable  disability  and  have  pro- 
longed life  for  the  seriously  disabled,  then  the  charge  has 
merit.  There  is  nothing  sinister  or  blameworthy  in  this. 

Everyone  knows  that  the  expanding  frontiers 
provided  by  medical  research  have  increased  the 
expectancy  of  life  in  the  past  decades.  It  is  obvious 
that  the  people  will  have  more  years  in  which  to 
have  accidents  and  prolonged  periods  of  illness. 
Furthermore,  the  newer  drugs  lengthen  life  but  often 
fail  to  restore  health.  However,  the  medical  pro- 
fession has  been  unjustly  blamed  with  respect  to  the 
high  premium  rates  of  workmen’s  compensation 
insurance.  Doctors’  fees  at  the  present  time,  under 
the  living  conditions  that  prevail,  are  not  adequate 
to  compensate  for  the  services  rendered.  In  the 
report  previously  quoted  we  are  told  that  large  in- 
surance carriers  have  been  neglectful,  careless,  and 
asleep  at  the  switch.  Their  losses  have  increased, 
and  indeed  have  always  been  greater  than  the  losses 
sustained  by  the  self-insured.  This  seems  like  a 
sinister  indictment  of  the  carriers,  and  they  are 
suspected  of  poor  insurance  management  and  labor 
relationship.  This  has  made  the  cost  of  workmen’s 
compensation  premiums  increase  to  an  almost  pro- 
hibitive point.  Whether  the  carriers  are  guilty  or 
not,  someone  had  better  find  out ! The  answer  to  this 
question  is  not  the  dirty  linen  of  the  medical  profes- 
sion. It  would  be  an  error  to  blame  the  medical 
profession  under  the  existing  circumstances  when 
the  insurance  carriers  pay  so  little  attention  to  their 
statutory  opportunities  to  reduce  their  losses  and 
consequently  their  premiums.  By  no  means  should 
the  medical  profession  be  made  the  whipping  boy. 
It  is  hoped  the  present  State  government  will  in- 
vestigate and  shed  light  on  these  problems. 

The  Specialties. — A brief  reference  to  a problem 
which  is  turbulent,  I know.  I refer  to  the  four 
essential  specialties.  When  I say  “essential  serv- 
ices,’’ I mean  just  that.  To  be  specific,  pathology, 
radiology,  anesthesiology,  and  physical  medicine. 
There  is  not  in  medicine,  any  more  than  in  religion, 
room  for  schismatic  division.  Medical  services  are 
as  one — indivisible — and  what  applies  to  one  will 
eventually  be  used  for  or  against  every  phase  of 
medical  service — again  to  be  specific — surgery, 
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gynecology,  obstetrics,  and  the  others.  So  it  is,  as  in 
a guild  of  old,  what  is  good  for  one  is  good  for  all. 
It  will  only  be  a question  of  time  until  all  will  be  on 
the  same  economic  level,  ethically  and  economically 
subservient  to  greater  organized  forces.  Nature  has 
provided  that  one  can  graft  upon  a sturdy  stump  or 
root,  with  wax  and  skill,  twigs  of  the  same  species  of 
plant.  These  boughs  will  produce  a variety  of  fruit 
as  long  as  there  is  vitality  in  the  basic  stem  or  roots. 
So,  by  all  the  inexorable  laws  of  nature  this  applies 
to  human  contacts  everywhere. 

Nothing  more  needs  to  be  said  about  the  special- 
ties in  medicine!  The  supply  versus  demand  will  be 
equitable  according  to  the  actuarial  values  and 
magnetic  appeal  of  these  services  in  medicine.  It  is 
well  to  rest  all  controversies  in  the  laws  of  nature, 
mellowed  by  good,  honest  thinking.  The  sendees 
rendered,  weighed  against  responsibility,  costs,  and 
independence,  will  ultimately  solve  some  of  the  con- 
troversial problems  in  medical  care.  I have  faith  in 
this  justice,  and  any  specific  discussion  or  incrimina- 
tion is  not  going  to  alter  or  hasten  solution  of  these 
problems. 

It  was  Benjamin  Franklin  who  said,  when  he 
signed  the  Declaration  of  Independence,  "If  we  do 
not  hang  together,  we  will  certainly  hang  sepa- 
rately!” 

Ethics  in  Advertising. — You  heard  a great  deal 
about  that  this  morning,  but  I must  repeat  it. 
Many  advertisers,  lacking  medical  ethics,  will  use 
pseudomedical  claims  in  order  to  sell  their  wares  to 
the  unaware  and  trusting  public.  This  is  too  often 
done  under  the  guise  of  entertainment.  It  is  also 
done  at  the  expense  of  and  by  baiting  the  honorable 
profession  of  medicine.  Some  advertisers  do  not 
disdain  to  sell  antihistamines,  cold  remedies,  vita- 
mins, chlorophyll,  and  tobaccos  without  their  effect 
having  been  investigated  by  well-controlled  re- 
search. In  fact,  some  of  these  products  are  actually 
harmful  if  not  properly  used.  Smoking  has  been 
shown  to  be  detrimental  to  the  body  in  several 
ways  and  plays  a likely  etiologic  role  in  lip,  mouth, 
and  lung  cancer.  Certainly  nothing  needs  to  be 
added  to  the  causes  of  cancer  when  in  1952  there 
were  about  225,000  deaths  in  this  country  from  this 
‘‘queen  bee”  of  death-dealing  disease!  There  is  no 
need  to  heap  misstatements  and  abuse  upon  medi- 
cine. Good  sportsmanship  dictates  better  considera- 
tion of  the  medical  profession,  to  say  nothing  of  an 
unsuspecting  and  gullible  public. 

A word  can  be  said  here  in  commendation  of  many 
newspapers  and  magazines  which  analyze  the  new 
developments  in  medical  research  and  the  rape  us  is 
and  present  this  information  in  accurate  and  readable 
form  to  the  public.  It  is  a public  service  to  give  true 
and  unbiased  facts  about  medical  progress  and  con- 
trol of  disease.  For  this  no  one  will  be  more  grateful 
than  the  medical  profession. 

There  are  certain  privileges  that  are  abused  by 
well-meaning  agencies.  Reference  is  made  to  the 
law  that  permits  veterans  with  nonservice-connected 
disabilities  to  accept  hospitalization  and  medical 
services  regardless  of  their  ability  to  pay.  This  is  a 
controversial  subject,  but  equity  demands  that 
bounties  should  be  for  the  needy.  Some  of  these 
policies  have  never  been  presented  to  nor  approved 
by  the  taxpayers,  about  one  third  of  whom  are 
veterans.  This  is  not  necessarily  the  fault  of  the 
Veterans  Administration,  because  it  cannot  police 
and  check  the  ability  to  pay  of  all  the  applicants. 
In  fairness,  it  may  be  said  that  many  veterans  do  not 
wish  charity  in  any  form.  They  know  that  in  the 
long  run  the  cost  will  find  its  level— and  that  is  the 
taxtaxer.  Better  services  will  be  available  for  the 


deserving  veteran  if  such  abuses  are  eliminated.  If 
they  are  not  eliminated,  with  the  great  numbers  of 
veterans  and  the  increased  legitimate  expenses,  this 
abuse  can  become  a burden  to  even  as  rich  a country 
as  ours. 

There  are  abuses  and  consequently  misuse  of  funds 
obtained  by  contributions.  The  giving  of  free  blood 
to  civilian  people  that  are  able  to  pay  for  it,  as  is  done 
in  many  counties  and  regions  and  even  in  whole 
states,  seems  quite  unjust  to  the  contributors. 
Many  people  resent  the  use  of  general  funds  to 
finance  favored  local  areas.  There  has  been  a lag  in 
many  campaigns  for  funds,  and  one  wonders 
whether  or  not  such  actions  and  policies  are  not 
contributory  to  public  disfavor.  In  the  not  distant 
past  contributions  were  given  to  the  needy,  for 
catastrophic  purposes,  and  should  continue  to  be  so 
earmarked. 

An  insidious  and  creeping  threat  in  medical  prac- 
tice is  taking  place  under  the  clear  view  of  the 
private  practitioner — an  evolution  which,  if  it  con- 
tinues, will  destroy  private  practice.  Medical 
monopolies  have  developed  through  governmental, 
institutional,  industrial,  and  labor  groups.  Erudite 
medical  centers  whose  personnel  should  know  better 
and  certain  subsidized  medical  insurance  plans  have 
helped  to  knock  the  principle  of  free  choice  of 
physician  into  a cocked  hat.  These  agencies  do  not 
hesitate  to  give  patients  directives  as  to  where  to  go 
and  what  to  do  and  even  go  so  far  as  to  make  a 
choice  of  physician  compulsory.  In  the  larger  cities 
this  has  already  meant  the  practical  confiscation  of 
the  private  doctor’s  practice.  There  is  unfortunately 
not  available  any  power  to  combat  this  tendency, 
but  some  means  of  defense  should  and  must  be 
found.  • 

Allies  of  Socialized  Medicine. — If  the  doctors,  in 
their  contacts  with  the  public,  do  not  conduct  them- 
selves in  such  a way  as  to  gain  respect  not  only  for 
themselves  but  for  the  medical  profession  to  which 
they  were  admitted  at  the  cost  of  money  and  time, 
they  will  have  encouraged  the  allies  of  socialized 
medicine.  If  the  doctors  practice  with  the  idea  that 
they  are  better  than  the  person  they  treat;  if  they 
are  greedy  and  overcharge  the  patient  without  re- 
gard to  his  ability  to  pay;  if  they  are  ignorant  of 
modem  methods;  if  they  lack  the  milk  of  human 
kindness  in  their  treatment  of  the  patients;  if  they 
flaunt  all  the  principles  of  the  Hippocratic  Oath  by 
trying  to  make  money  in  devious  ways,  such  as 
chiseling  and  fee-splitting,  and  if  they  fail  to  oppose 
and  discredit  all  such  offenders,  then  will  they  have 
played  into  the  hands  of  the  advocates  of  state 
medicine.  Neither  Cadillac  cars  nor  titular  position 
are  necessary  to  a good  doctor.  It  will  take  courage 
to  live  up  to  all  these  ideals,  but  the  public  has  the 
right  to  expect  this  courage  of  us.  We  need  teeth, 
not  words,  in  medical  ethics.  It  is  so  hard  to  ex- 
plain or  understand  how  there  can  be  crooks  or  mer- 
cenaries in  medicine. 

May  I quote  the  American  Medical  Association’s 
principles  of  medical  ethics:  “A  physician  should 
expose  without  fear  or  favor  incompetent  or  corrupt, 
dishonest  or  unethical  conduct  on  the  part  of  mem- 
bers of  the  profession.” 

The  profession  must  turn  the  light  of  publicity  on 
wrongdoers  of  its  own  accord,  never  by  some  other 
agency.  Publicity,  if  properly  handled,  will  not 
injure  the  just  doctor,  and  the  bad  ones  should  be 
humiliated.  Often  publicity  will  vindicate  the 
ethical  doctor  to  his  advantage. 

There  is  an  aura  of  respect  for  the  good  doctor — 
the  doctor  no  less  than  the  minister.  In  the  past 
they  have  contributed  much  to  the  relief  of  the  suf- 
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fering  of  mind  and  body.  These  things  should  never 
be  discounted  in  public  relations.  In  spite  of  cer- 
tain oracles  often  self-anointed,  it  is  only  a small 
minority  of  the  profession  that  is  crooked — yes,  no 
greater  percentage  than  exists  in  other  vocations. 
( Applause ) 

Public  Relations. — Public  and  professional  relations 
wall  always  be  the  keystone  and  essence  of  our  socio- 
economic position,  not  only  in  medicine  but  in  the 
community.  Certainly  the  time  and  effort  and  sub- 
stance spent  on  these  activities  of  the  Society  should 
not  be  curtailed  at  this  time.  All  the  services  of  the 
Society,  the  House  of  Delegates,  the  Council,  and 
the  committees  must  be  reduced  to  simple  terms 
which  the  man-on-the-street  can  understand. 

In  the  past  year  thousands  of  pamphlets  and  book- 
lets and  the  Newsletter  have  been  distributed  to 
strategic  points  of  usefulness  to  the  doctor  and  for 
the  public.  By  the  efforts  of  your  Public  Relations 
Committee  great  emphasis  and  pressure  have  been 
placed  upon  the  county  medical  societies  to  re- 
evaluate their  usefulness  in  the  community  and  to 
help  all  worthy  public  projects  openly  and  with  zeal. 
A fine  job  of  revitalization  of  public  relations  has 
been  done.  It  must  be  continued  on  an  expanding 
plane. 

Cultism  has  been  narcotized  for  the  time  being. 
Never  let  the  medical  profession  be  asleep  to  all  the 
power  and  influence  which  it  possesses  with  an  edu- 
cated public.  A dignified  and  successful  campaign 
has  informed  the  man-on-the-street  about  the 
fallacies  and  falsities  of  the  cultists.  It  is  education 
and  education  alone  which  enables  the  man-on-the- 
street  to  judge  for  himself.  He  is  the  person  we 
need  for  a friend.  Let  us  continue  to  extend  to  him  a 
welcome  hand.  The  Medical  Society  of  the  State 
of  New  York,  through  its  Public  and  Professional 
Relations  Bureau,  should  be  a household  word  and 
be  known  to  every  person  for  its  interest  in  the  wel- 
fare of  the  citizenry  of  New  York  State. 

Malpractice  Insurance  and  Defense  Board. — A 
word  is  in  order  in  regard  to  the  Malpractice  In- 
surance and  Defense  Board.  This  Board  renders  in- 
valuable service  in  carrying  out  its  assigned  task  of 
studying  and  supervising  all  matters  having  to  do 
with  malpractice.  This  is  not  an  easy  task,  and  each 
year,  as  the  questions  involved  become  more  numer- 
ous and  complex,  that  job  becomes  more  difficult. 
Not  so  many  years  ago  doctors  bought  their  in- 
surance as  individuals  and  were  obliged  to  accept 
conditions  and  rates  as  the  insurance  companies  saw 
fit  to  offer.  In  the  case  of  disagreement  the  doctor 
had  to  accept  the  company’s  point  of  view.  Of 
necessity  he  has  to  set  his  own  house  in  order. 

All  uncertainties  of  protection  have  been  changed. 
Today  every  provision  in  our  policy  contract,  every 
underwriting  rule  or  regulation,  every  item  of  cost 
which  affects  the  rates  is  scrutinized  and  approved 
by  the  Board.  No  changes  can  be  made  in  any  of 
these  things  without  its  approval.  The  Board  takes 
care  of  settling  differences  with  the  insurance  com- 
panies, and  unless  you  forget,  this  is  done  with  the 
prestige  of  the  State  Medical  Society  behind  it. 
Our  current  rates  are  higher  than  anyone  thought 
likely  a few  years  ago.  However,  let  us  not  lose 
sight  of  the  fact  that  these  are  governed  entirely  by 
the  losses  incurred  by  ourselves.  The  Board  and 
our  insurance  carrier  have  done  their  part  in  reducing 
costs  through  economies  of  operation,  which  has 
greatly  lowered  the  expense  item,  thus  making  a 
substantial  addition  of  each  premium  dollar  avail- 
able for  the  payment  of  losses. 

A word  may  be  said  to  those  who  seek  cheaper  in- 
surance from  inexperienced  companies  outside  the 


Society’s  plan.  This  is  no  cure  for  their  problem  and 
responsibilities.  It  is  indeed  a step  backward  to  the 
individualistic  days  of  insurance  referred  to  above. 
In  its  splendid  report  to  the  House  of  Delegates,  the 
Board  has  clearly  pointed  out  the  only  safe,  sure,  and 
constructive  way  to  reduce  our  insurance  costs. 
The  Board  is  laboring  for  the  insurance  welfare  of 
all  the  members.  Therefore  let  us  wholeheartedly 
support  its  recommendations  and  put  in  its  hands 
whatever  tools  are  at  our  disposal  to  further  its 
efforts. 

I realize  there  are  polyvalent  and  multitudinous 
problems  of  this  Society  which  only  an  omnipotent 
person  by  monographs  and  the  control  of  time  could 
outline  or  discuss.  I have  mentioned  only  a few,  yet 
I have  been  indoctrinated  into  the  various  phases  of 
your  agenda.  I promise  to  try  to  mell  all  the  angles 
of  this  Society  without  neglect  of  any.  Please  for- 
give me  if  I have  failed  to  mention  those  of  particular 
interest  to  you. 

In  the  march  of  my  time  in  the  Society  great 
works  have  been  started  and  consummated  by  this 
House.  Needless  to  say,  problems  will  recur  and 
continue  to  recur  which  wall  require  hard  work.  A 
childlike  faith  that  some  other  way  than  hard  work 
will  solve  important  matters  would  be  foolhardy. 
There  is  no  panacea  to  take  the  place  of  day-by-day 
attention  and  devotion  to  the  problems  of  medicine, 
now  and  forever.  Every  single  doctor  in  this  State 
has  a stake  and  interest  to  protect,  and  he  should 
not  depend  on  “George”  to  do  the  work. 

In  the  position  of  president  this  year  I offer  to 
work  with  all  the  enthusiasm  and  ability  that  I 
possess  and  to  pray  for  added  ability.  Therefore  I 
do  not  anticipate  wrapping  the  draperies  of  my 
couch  about  me  and  lying  down  to  pleasant  dreams. 
Perhaps  no  sleep  at  all  will  be  my  lot. 

In  conclusion,  I hope  these  words  have  not  be- 
fuddled your  mental  horizons.  By  now  you  have 
suspected  that  my  heart  belongs  to  sound  financing, 
dignified  headquarters,  living  up  to  the  Hippocratic 
principles  of  the  practice  of  medicine,  and  to  what- 
ever else  is  best  for  the  members  of  the  Medical 
Society  of  the  State  of  New  York  and  to  the  best 
medical  care  of  the  public. 

Alas  and  alack,  there  is  one  thought  which  is  close 
to  my  heart.  By  now  my  voice  has  betrayed  me  as 
a transplanted  Southerner.  My  deepest  gratitude 
to  you  all  for  your  faith  in  me  and  in  electing  me 
your  president.  This  is  the  quintessence  of  fellow- 
ship. 

. . . The  delegates  arose  and  applauded  . . . 

Speaker  Holcomb  : The  President-Elect’s  report 
is  referred  to  the  Reference  Committee  on  Report 
of  the  President,  of  which  Dr.  Henry  E.  McGarvey, 
of  Westchester,  is  chairman. 

Members  of  the  House,  we  still  have  a great  deal 
of  work  to  do  this  morning,  but  I want  to  call  a ten- 
minute  recess,  and  then  we  will  go  on  until  one 
o’clock.  We  will  have  to  have  an  afternoon  meeting. 
We  have  50  new  resolutions  coming  in,  I understand, 
after  the  recess. 

. . . Recess  . . . 

Speaker  Holcomb:  Will  the  House  please  come 
to  order? 

Section  18 

Announcements 

Speaker  Holcomb:  My  first  announcement  is 
that  Dr.  Mellen  has  asked  that  the  Board  of  Trus- 
tees meet  in  Room  1649  immediately  after  this 
session  is  recessed. 

Dr.  Aaron,  Dr.  Gamble,  Dr.  Reuling,  and  Dr. 
Anderton  will  have  a special  meeting  at  the  time 
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that  the  reference  committee  meets  on  the  Report  of 
the  Special  Committee  on  the  Amendments  to  the 
Constitution  and  Bylaws  upon  other  materials  that 
have  been  submitted  to  them.  They  will  meet  at  the 
time  the  reference  committees  meet. 

Section  19 

Presentation  of  Scroll  to  Distinguished  General 
Practitioner  of  the  Year 

Speaker  Holcomb  : The  next  order  of  business  at 
this  time  is  the  presentation  of  the  scroll  to  the  Dis- 
tinguished General  Practitioner  of  the  Year,  whose 
name  will  be  presented  to  the  American  Medical 
Association  for  consideration  by  them  for  the  award 
of  the  most  distinguished  general  practitioner  of  the 
year  throughout  the  country.  Dr.  Charles  D.  Graney 
unfortunately  will  be  unable  to  be  with  us.  We  have 
a communication  from  him  in  which  he  states  that 
his  wife  passed  away  recently.  The  Chair  will  en- 
tertain a motion  that  a letter  be  sent  from  the 
secretary  expressing  the  regret  of  the  House  that  he 
could  not  be  present  with  us  and  extending  our 
sympathy  to  him. 

Dr.  Irving  J.  Sands,  Kings:  I so  move. 

Dr.  Alfred  M.  Hellman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  20 

Introduction  of  President  of  the  American  Medical 
Association 

Speaker  Holcomb  : At  this  time  we  have  a man 
with  us  for  whom  we  all  have  the  highest  regard,  one 
whom  it  makes  us  happy  to  have  with  us,  and  that  is 
Dr.  Louis  H.  Bauer.  I am  going  to  ask  Dr.  Hevd 
and  Dr.  Bandler  to  escort  him  to  the  rostrum. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Chas.  Gordon  Heyd  and  Dr.  Clarence  G.  Bandler 
escorted  Dr.  Louis  H.  Bauer  to  the  rostrum  . . . 

Dr.  Louis  H.  Bauer:  Mr.  Speaker  and  members 
of  the  House  of  Delegates,  I had  a few  things  which  I 
would  like  to  say  to  you  with  reference  to  the  Ameri- 
can Medical  Association,  but  I realize  you  are  very 
much  behind  in  your  proceedings  so  I am  going  to 
postpone  them  until  some  lull  occurs  in  the  proceed- 
ings that  might  be  a more  favorable  opportunity.  I 
will  confine  myself  now  merely  to  presenting  the 
greetings  of  the  .American  Medical  Association  to 
you  and  expressing  my  appreciation  of  your  recep- 
tion; also  to  tell  you  how  glad  I am  to  be  here  with 
you.  I sort  of  feel  at  home  on  this  platform.  It  is 
very  nice  to  be  with  you,  and  I am  sure  you  are  going 
to  have  a most  successful  meeting.  If  time  permits 
later  on,  perhaps  I may  say  a few  other  things,  but  I 
think  that  is  all  your  patience  will  warrant  right  at 
the  moment.  Thank  you.  ( Applause ) 

Speaker  Holcomb:  Thank  you,  Dr.  Bauer.  I 
know  this  House  of  Delegates  will  be  very  happy  to 
hear  from  you  as  soon  as  we  can  put  you  back  on  the 
program. 

Section  21 

Introduction  of  Representatives  from  Other  State 
Societies 

Speaker  Holcomb:  I have  a telegram  from  Dr. 
George  H.  Gildersleeve,  president  of  the  Connecticut 
State  Medical  Society,  reading:  “Regret  that  cir- 
cumstances prevent  my  attendance  as  delegate  from 
the  Connecticut  State  Medical  Society  to  the  annual 
meeting  of  the  Medical  Society  of  the  State  of  New 


York  May  4 to  8.  I extend  my  very  best  wishes 
for  a most  successful  meeting.” 

I believe  we  have  with  us  at  this  time  Dr.  Harrold 
A.  Murray,  of  New  Jersey.  Will  Dr.  Aaron  and  Dr. 
d’ Angelo  escort  Dr.  Murray  to  the  platform,  please. 

. . . The  delegates  applauded  as  Dr.  A.  H.  Aaron 
and  Dr.  Thomas  M.  d’Angelo  escorted  Dr.  Harrold 
A.  Murray  to  the  rostrum  . . . 

Dr.  Harrold  A.  Murray:  Mr.  Speaker  and 

members  of  the  House  of  Delegates,  it  is  my  pleasure 
as  president  of  the  Medical  Society  of  Xew  Jersey  to 
extend  greetings.  Like  Dr.  Bauer,  I shall  be  very 
brief.  I know  that  we  have  many  things  in  com- 
mon. We,  in  New  Jersey,  feel  like  an  older  sibling 
to  you  people.  We  are  celebrating  this  year  our 
187th  meeting. 

I want  to  congratulate  Dr.  Wentworth  on  his 
courage  and  you  on  your  reception  of  his  remarks. 
New  Jersey  is  called  the  Garden  State,  but  we 
have  many  sewers  also.  ( Laughter ) They  are  not 
always  in  our  rural  areas  either,  but  they  are  scat- 
tered all  over  the  state. 

I have  enjoyed  being  here  and  expect  to  spend  a 
while  with  you.  I hope  you  will  have  a very  happy 
and  successful  meeting.  Thank  you  very  much. 

Speaker  Holcomb  : Thank  you,  Dr.  Murray.  I 
am  sure  we  would  like  to  hear  a much  longer  talk 
from  you  than  you  have  given  us. 

Will  Dr.  Azzari  and  Dr.  Gibson  escort  Dr.  D. 
Dexter  Dams,  of  Vermont,  to  the  rostrum.  We  are 
all  glad  to  see  him. 

. . . The  delegates  applauded  as  Dr.  Renato  J. 
Azzari  and  Dr.  Leo  E.  Gibson  escorted  Dr.  D.  Dexter 
Davis  to  the  rostrum  . . . 

Dr.  D.  Dexter  Dams:  Mr.  Speaker  and  members 
of  the  Medical  Society  of  the  State  of  New  York, 
ladies  and  gentlemen,  I will  do  just  as  Dr.  Bauer  and 
the  gentleman  from  New  Jersey  did,  I hope,  and  try 
to  save  you  some  time.  I know  they  apologized  to 
me  when  they  sent  me  down  because  this  is  the  first- 
week  in  Vermont  of  trout  fishing,  and  I should  not 
be  here  at  all,  but  they  send  me  with  their  greetings, 
and  they  asked  me  to  tell  you  this  story.  Perhaps 
I should  have  told  it  previous  to  some  of  the  speeches 
you  have  listened  to  this  morning,  especially  Dr. 
Wentworth’s.  It  was  the  story  of  the  perfect 
squelch.  Those  of  you  who  read  the  Saturday 
Evening  Post  may  see  it  in  there  every'  week,  and  to 
this  one  my  name  is  signed. 

I learned  early  in  life  that  long  speeches  are  out  of 
the  window,  but  I learned  it  the  hard  way.  I was 
asked  to  come  to  the  accident  room  one  night  very- 
late  to  put  a few  stitches  into  a man  who  was  very-, 
very  tired  and  very,  very  inebriated.  He  never 
looked  up,  but  he  hung  his  head  down  low,  so  I 
thought  this  is  just  the  time,  and  I started  very 
facetiously  to  talk  to  him.  I said,  “You  ought  to 
realize  the  bad  effects  of  alcohol  and  liquor  by  now.” 
I kept  this  up,  and  I kept  it  up,  all  the  time  I was 
putting  the  sutures  in.  He  never  lifted  his  head  and 
never  said  a word.  I said,  “Now,  I’ll  tell  you  what 
we’ll  do.  I will  write  out  the  pledge.  You  sign  it, 
and  I will  witness  it,  and  we  will  get  the  nurse  also 
to  witness  it.”  This  was  the  first  time  he  showed  any 
signs  of  life.  He  looked  up  at  me  like  this,  and  he 
said,  “Doc,  you  talk  like  my  Aunt  Mary-,  and  she 
talks  like  a Goddamned  fool.”  ( Laughter  and 
applause ) 

Speaker  Holcomb:  Is  Dr.  Elmer  Hess,  from 
Pennsylvania,  here? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  He  will  probably  show  up 
later.  I know  the  House  of  Delegates  feel  that  they 
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can  relax  a bit  now.  The  welcoming  of  the  visiting 
firemen  has  been  a very  pleasant  and  happy  one. 

The  next  order  of  business  will  be  the  introduction 
of  resolutions.  I believe  there  is  no  way  possible  of 
avoiding  a short  session  this  afternoon  for  the  intro- 
duction of  resolutions. 

I think  if  it  is  the  consensus  of  opinion,  we  could 


have  a one-hour  recess  now  from  one  until  two  for 
lunch.  I will  ask  the  House  to  meet  promptly  at 
two  o’clock.  If  we  don’t,  we  will  have  to  have  a 
night  session. 

At  this  time  I will  declare  a recess. 

.. . The  session  recessed  at  1:00  p.m.  . . . 


AFTERNOON  SESSION 
Monday,  May  4,  1953 


The  House  convened  at  2:15  p.m. 

Speaker  Holcomb:  Will  the  House  please  come 
to  order? 

Our  first  announcement  is  by  our  genial  secretary, 
Dr.  Anderton,  which  is  somewhat  a matter  of  in- 
formation. 

Secretary  Anderton:  The  Speaker  has  asked 
me  to  call  to  the  attention  of  the  House  that  there  is 
nothing  in  Robert’s  Rules  of  Order  as  revised  that  re- 
quires the  members  of  the  Society  to  keep  their 
coats  on ; however,  on  page  327-A  it  is  said  that  all 
members  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  should  keep  their 
shirts  on  under  all  circumstances.  ( Laughter ) 

Speaker  Holcomb:  Our  first  order  of  business 
this  afternoon  is  the  introduction  of  some  supplemen- 
tary reports. 

Dr.  Mellen  has  a supplementary  report  from  the 
Board  of  Trustees. 

Section  22  ( See  171 ) 

Supplementary  Report  of  Board  of  Trustees 

Dr.  Dan  Mellen,  Trustee:  Mr.  Speaker  and 
delegates,  at  a meeting  of  the  Council,  held  April  9, 
1953,  it  was  voted  to  recommend  to  the  Board  of 
Trustees  that  the  State  Society  dues  be  increased. 
It  was  moved  and  seconded  that  the  Board  of 
Trustees  recommend  to  the  House  of  Delegates  an 
increase  of  $10  a year. 


After  discussion,  a substitute  motion  was  intro- 
duced to  send  the  delegates  a letter,  stating  that  the 
Council  had  recommended  to  the  Board  of  Trustees 
that  dues  be  increased  in  an  amount  not  to  exceed 
$10. 

The  Trustees,  in  order  to  acquaint  you  with  con- 
ditions, have  prepared  some  data  which  is  a summary 
of  expenditures  of  a period  covering  the  last  twenty 
years.  You  have  received  this  information  and,  no 
doubt,  have  given  it  consideration.  The  Trustees 
feel  that  this  data  will  assist  you  in  arriving  at  a 
decision. 

. . . The  letter  and  data  referred  to  were  distributed 
to  the  delegates,  and  are  as  follows: 

April  13,  1953 

To  the  Members  of  the  House  of  Delegates,  Medical  Society  of 
the  State  of  New  York 

Dear  Doctor: 

At  a meeting  of  the  Council,  held  April  9,  1953,  it  was 
voted  to  recommend  to  the  Board  of  Trustees  that  the  State 
Society  dues  be  increased.  So  that  you  may  acquaint  your- 
self with  the  happenings  of  the  past  twenty  years,  we  en- 
close an  informative  sheet  for  comparison  of  expenditures  for 
that  period. 

It  is  hoped  this  will  be  helpful  to  you  when  the  matter 
comes  before  the  House. 

Sincerely  yours, 

Dan  Mellen,  M.D.,  Chairman 

Board  of  Trustees 


General  Comparative  Information 


1933 

1943 

1948 

1953 

State  Society  dues 

310 

$10 

$15 

$20 

Consumer  Price  Index1 

55 

74 

102 

113 

Total  number  of  employes  at  end  of  year 

14 

25 

58 

62 

Average  individual  clerical  salary  per  week 

S34 

$36 

$41 

$56 

Average  individual  stenographic  salarv 

$42 

$45 

$51 

$71 

Total  salaries — stenographic  category 

$11, 160 

$16,627 

$32,057 

$38,232 

Total  salaries — clerical  category 

$10,712 

$20,374 

$74,974 

$107,265 

Number  of  paid  executives,  including  legal 

2 

3 

3 

3 

Salarv  paid  executives  including  legal 

$15,000 

$34,000 

$34,000 

$50 , 000 

Number  of  department  heads  and  field  men 

6 

7 

12 

15 

Number  of  departments  in  State  Society 

5 

9 

11 

17 

Bent 

$4 , 279 

$7,000 

$15,350 

$33,050 

Telephone 

326 

2,198 

4,135 

7,445 

Auditing 

530 

425 

2,000 

2,500 

Travel — Officers,  Trustees,  Council,  Delegates  to  A.M.A.,  etc. 

4,547 

7,841 

16,001 

32,150 

Total  cost  of  operating  departments  or  committees 

$102,261 

$100,432 

$285 , 876 

$547 , 060 

1 United  States  Department  of  Labor 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Comparative  Costs  of  Various  Departments  and  Activities 


1933 

1943 

1948 

1953 

(Budget) 

American  Medical  Education  Foundation 

$25,000 

Blood  Banks  Commission 

2,000 

Citizen's  Health  Education  Committee 

31,992' 

Economics  Committee 

$1,712 

82 

350 

Bureau  of  Medical  Care  Insurance 

$15,137 

19,949 

Hospital  and  Professional  Relations  Committee 

350 

Industrial  Health  Committee’ 

Legislation  Committee 

988 

458 

121 

600 

Legislation  Bureau 

13 , 500 

15,824 

18.217 

28,035 

Malpractice  Insurance  and  Defense  Board 

451 

16 

1.744 

2,500 

Medical  Defense  Committee 

56 

750 

Medical  Licensure  and  Medical  Service 

350 

Nursing  Education 

150 

Administrative  Department 

24.247 

38,631 

81 , 798 

115,670 

Planning  Committee  for  Medical  Policies 

495 

895 

850 

Public  Relations  Committee 

1,564 

507 

51 

750 

Bureau  of  Public  and  Professional  Relations 

14,340 

27 , 545 

89 , 046 

Liaison  Committee  with  Veterans  Administration 

164 

400 

War  Memorial  Committee 

Woman’s  Auxiliary 

2,000 

10,180 

Workmen’s  Compensation  Committee 

57 

112 

50 

Workmen's  Compensation  Bureau 

9,308 

20,263 

24,358 

Nominating  Committee 

350 

Public  Health  and  Education  Committee  and  Scientific  Activities 

7,778 

10,044 

18,587 

24,094 

Publication  Committee 

12 

39 

100 

War  Participation  Committee 

45 

Annual  Meeting 

2 , 857 

-129* 

-33 

11,693 

Journal  (before  dues  allocation) 

19,266 

— 5 , 995 

-1,332 

20,914 

District  Branches 

2,524 

2,032 

2,747 

5,300 

Conference  of  Countv  Secretaries 

442 

525 

1 , 736 

1,000 

Conference  of  County  Legislation  Committee  Chairmen 

1,393 

1.064 

1,200 

Counsel — retainer  and  expenses 

12,194 

12,257 

16,000 

30,000 

Blood  Banks  Association 

12,000' 

1 Includes  expenditures  for  1952-1953  campaign. 

5 A Bureau  on  Industrial  Health  has  been  authorized, 
run  as  much  as  $15,000  to  $20,000. 

' The  Board  of  Trustees  has  authorized  $12,000  as  an  initial  advance 
1953. 

* Minus  sign  indicates  net  income. 


As  yet  no  monies  have  been  appropriated.  Annual  expenditures  may 
The  Association  anticipated  a budget  of  $48,000  for 


Speaker  Holcomb:  This  .supplementary  report 
will  be  referred  to  the  Reference  Committee  on  Re- 
ports of  Treasurer,  Trustees,  and  Finance  Commit- 
tee, of  which  Dr.  Thomas  M.  Watkins,  of  St.  Law- 
rence, is  chairman. 

Dr.  Kenney  is  recognized.  He  has  a supplemen- 
tary report  of  the  Council  Committee  on  Legislation. 

Section  23  (Sec  147) 

Supplementary  Report  of  Committee  on  Legisla- 
tion 

Dr.  J.  Stanley  Kenney,  Trustee:  Mr.  Speaker 
and  members  of  the  House,  I am  submitting  this 
supplementary  report  from  the  Committee  on 
Legislation  and  will  not  take  time  to  read  it,  merely 
to  comment  briefly  on  one  or  two  portions  of  it. 
It  has  been  mimeogranhed  and  will  be  distributed  to 
you  some  time  this  afternoon. 

I feel  very  strongly  about  some  of  the  suggestions 
that  appear  in  the  annual  report,  and  I do  hope  that 
everybody  in  this  House  who  has  the  welfare  of  our 
legislative  structure  at  heart  will  take  the  time,  if  he 
has  some  constructive  views,  to  appear  before  the 
reference  committee  and  make  them  known.  I am 
convinced  from  my  experience  that  we  must  make 
some  changes,  and  we  must  revamp  our  structure  if 
we  are  to  achieve  the  results  that  are  expected  of  us. 
I hope  in  making  this  appeal  that  many  of  you  will 
find  th°  time  to  appear  before  the  reference  commit- 
tee and  make  your  views  known. 

I think  that  the  lesson  that  stands  out  in  this  en- 
deavor this  year  has  been  the  value  of  teamwork, 
and  I want  to  take  this  opportunity  to  express 
publicly  to  this  House  of  Delegates  for  their  in- 
formation the  diligent  and  cooperative  work  I re- 
ceived from  the  Hospital  and  Professional  Relations 
Committee,  from  the  Public  Relations  Committee, 


from  the  Committee  on  Public  Health  and  Educa- 
tion, and  from  practically  even*  agency  in  the 
Council  in  developing  the  work  of  the  CHEC  cam- 
paign. Although  we  did  not  achieve  the  full  measure 
of  success  this  year  we  had  hoped  for  in  some  of  our 
other  legislative  interests,  we  have  in  my  opinion 
laid  the  groundwork  and  demonstrated  the  mecha- 
nisms which,  if  assiduously  employed,  should  pay 
dividends  in  future  legislative  sessions. 

Some  of  our  problems  are  extremely  controversial, 
notably  those  in  the  field  of  hospital-physician  rela- 
tionships and  the  growing  threat  of  the  corporate 
practice  of  medicine.  To  cope  successfully  with  such 
issues  as  these,  a long  period  of  preparation  is 
essential.  This  means  education,  publicity,  con- 
tacts, and  all  of  the  technics  so  ably  exploited  this 
year  in  the  campaign  against  the  chiropractic  bill. 
Only  by  such  an  educational  campaign  can  we  secure 
the  public  support  which  we  must  have  in  order  to 
solve  these  vexing  problems. 

I am  going  to  stress  that.  I believe  that  we  have 
prepared  the  field  for  work  next  year.  I don’t  be- 
lieve that  the  chiropractic  bill  will  be  the  issue  it  was 
this  year,  by  any  means.  The  problem  has  not  been 
solved,  however.  We  defeated  the  bill,  but  we  have 
not  solved  the  problem;  however,  on  the  basis  of 
experience  I do  not  believe  that  this  particular  piece 
of  legislation  will  be  the  problem  it  was  this  year, 
and  I think  the  opnort unity  is  given  us  to  put  in  time 
to  study  some  of  the  other  major  parts  of  our  legisla- 
tive program,  particularly  our  free  choice  bills  and 
the  objectives  that  are  aimed  to  be  achieved  by  the 
Friedman  bill,  and  prepare  ourselves  to  go  before 
the  Legislature  with  the  facts  that  are  convincing. 
The  opposition  in  that  field  is  tremendous,  and  we 
must  be  adequately  and  full}'  prepared  if  we  hope  to 
prevail. 

Mr.  Speaker,  I am  submitting  these  nine  copies. 
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. . . The  report  referred  to  by  Dr.  Kenney,  and 
which  was  distributed  to  the  delegates,  is  as  follows: 

Supplementary  Report  of  Committee  on 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  report  for  this  meeting  is  largely  the  story  of 
the  late  Seelye-Morgan  Bill.  On  March  18  the 
State  Senate,  by  vote  of  32  to  24,  defeated  the 
amended  bill,  which  would  have  granted  limited 
licensure  to  chiropractors.  All  the  factors  that  had 
a bearing  on  the  defeat  of  this  legislation  will  prob- 
ably never  be  clearly  known.  Notwithstanding 
this,  it  was  a success  brought  about  by  the  extra- 
ordinary effort  put  forth  by  all  segments  of  the 
Medical  Society.  Not  in  years  of  experience  and 
activity  in  medical  society  affairs  has  such  con- 
certed effort  been  brought  to  bear  to  achieve  an 
objective.  We  can  all  take  immeasurable  satisfac- 
tion from  the  fact  that  our  endeavors  were  success- 
ful and  that  we  brought  knowledge  of  the  situation 
to  thousands  of  persons  who  little  realized  pre- 
viously how  dangerous  the  cultists  could  be  to  the 
public  health. 

The  lesson  that  stands  out  in  this  endeavor  has 
been  the  value  of  teamwork.  The  collaboration  of 
the  Public  Relations  Committee,  and  particularly 
the  staff  of  its  bureau  in  the  New  York  office;  the 
close  liaison  with  Public  Health  and  Education, 
Workmen’s  Compensation,  Economics,  and  Hospital 
and  Professional  Relations  Committees  was  note- 
worthy. I desire  publicly  to  express  my  thanks  and 
the  thanks  of  those  entrusted  with  the  conduct  of  the 
Citizens’  Health  Education  Campaign  for  this  in- 
valuable help. 

Although  this  year  we  did  not  achieve  the  measure 
of  success  which  earlier  in  the  year  we  had  hoped  for 
in  some  of  our  other  legislative  interests,  we  have,  in 
my  opinion,  laid  the  groundwork  and  demonstrated 
the  mechanisms  which,  if  assiduously  employed, 
should  pay  dividends  in  future  legislature  sessions. 
Some  of  our  problems  are  extremely  controversial, 
notably  those  in  the  field  of  hospital-physician  rela- 
tionships and  the  growing  threat  of  the  corporate 
practice  of  medicine.  To  cope  successfully  with  such 
issues  as  these  a long  period  of  preparation  is  essen- 
tial. This  means  education,  publicity,  contacts, 
and  all  the  technics  so  ably  exploited  in  the  recent 
campaign  against  the  Chiropractic  Bill.  Only  by 
such  an  educational  campaign  can  we  secure  the 
public  support  which  we  must  have  in  order  to  solve 
these  vexing  problems.  An  informed  public  will 
strengthen  our  hand  when  we  sit  down  at  the  con- 
ference table  and  perhaps  force  just  compromises 
which,  in  my  opinion,  cannot  be  achieved  at  the 
present  time. 

We  have  an  alerted  State  Medical  Society  at  every 
ocal  level.  Let  us  take  full  advantage  of  this  new 
spirit  as  we  plan  for  our  future  legislative  activities. 

Now  is  the  time  and  the  place  to  begin  a detailed 
study  as  to  how  our  legislative  structure  should  be 
revamped.  To  this  end  your  reference  committee  will 
have  the  benefit  of  the  suggestions  expressed  by  the 
Legislation  Committee  in  its  annual  report  before 
vou,  as  well  as  those  contained  in  the  report  of  Dr. 
Wolff’s  special  committee  to  investigate  and  review 
our  legislative  program. 

We  submit  herewith  a summary  of  the  fate  of  the 
various  bills  which  were  handled  at  the  1953  session 
in  Albany: 

Legislation  for  the  regular  1953  session  of  the 
Legislature  was  completed  on  April  20,  the  last  day 
for  the  Governor  to  act  with  respect  to  the  bills  on 
his  desk.  It  is  now  possible  for  the  first  time  to  re- 


port upon  the  final  disposition  of  all  legislative 
matters  of  interest  to  the  Medical  Society  of  the 
State  of  New  York.  Bulletin  No.  8 of  the  Legisla- 
tive Bureau  contains  a complete  summary  of  new 
laws  of  medical  interest,  and  the  following  comments 
will  deal  only  with  the  more  important  legislative 
matter  or  matters  in  which  the  medical  profession 
has  evinced  substantial  interest. 

The  House  of  Delegates  of  the  Medical  Society,  at 
its  session  in  May,  1952,  directed  with  respect  to 
legislation  that  attempts  to  license  chiropractors  be 
opposed  and  that  certain  bills  be  sponsored  by  the 
Medical  Society.  Bills  in  the  Legislature  to  license 
chiropractors  ( Senate  Intro.  1313,  Pr.  1374,  3250- 
Seelye;  Assembly  Intro.  1516,  Pr.  1555,  3584-Mor- 
gan ) were  opposed  successfully,  despite  the  fact  that 
the  amended  bills  had  the  approval  of  the  adminis- 
tration. All  the  bills  mandated  by  the  1952  House 
of  Delegates  were  introduced,  but  none  of  them 
succeeded  in  being  advanced  out  of  committee  in 
either  house.  The  bills  were  as  follows: 

Senate  Intro.  2653,  Pr.  2799-Metcalf,  to  author- 
ize the  Attorney  General  to  apply  to  the  Supreme 
Court  for  injunction  to  restrain  violation  of  the 
practice  of  medicine. 

Senate  Intro.  2659,  Pr.  2805-Milrnoe;  Assembly 
Intro.  3121,  Pr.  3226-Waters,  to  include  diagnosis 
and  treatment  of  mental  conditions  with  other 
acts  included  in  the  definition  of  the  practice  of 
medicine. 

Senate  Intro.  122,  Pr.  122-Fried.man,  to  prohibit 
hospitals,  except  with  respect  to  charity  patients, 
from  rendering  medical  diagnosis  and  treatment. 

Senate  Intro.  2131,  Pr.  2267 -Condon;  Assembly 
Intro.  2716,  Pr.  2821-Dwyer,  to  provide  that  sub- 
scribers to  nonprofit  medical  expense  indemnity  or 
hospital  service  plans  shall  have  choice  of  physi- 
cians whether  or  not  designated  by  corporation. 

Senate  Intro.  2130,  Pr.  2266-Condon;  Assembly 
Intro.  2861,  Pr.  2966- Rabin,  to  provide  that  if 
State  or  municipality  contributes  to  costs  for 
medical  or  dental  expense  indemnity  or  hospital 
service,  subscriber  shall  have  right  to  select  any 
plan  operating  under  Article  IX-C  of  the  Insur- 
ance Law. 

Senate  Intro.  2245,  Pr.  2381-McCullough; 
Assembly  Intro.  2963,  Pr.  3068-Wilson,  to  provide 
that  value  of  medical  aid  for  workmen’s  compensa- 
tion claimant  residing  in  county  of  one  million  or 
more  shall  be  determined  by  medical  practice 
committee  where  services  were  rendered  therein, 
and  in  other  cases  by  an  arbitration  committee 
designated  by  president  of  local  medical  society 
of  county  in  which  services  were  rendered  instead 
of  county  in  which  claimant  resides. 

Senate  Intro.  2135,  Pr.  2271-Condon,  to  provide 
that  value  of  medical  aid  for  workmen’s  compensa- 
tion claimant  shall  be  decided  by  arbitration  com- 
mittee instead  of  by  medical  practice  committee 
in  New  York  City,  and  to  strike  out  reference  in 
section  to  New  York  Homeopathic  Society. 

Senate  Intro.  2136,  Pr.  3095-Condon;  Assembly 
Intro.  2717,  Pr.  2822-Dwyer,  to  strike  out  pro- 
vision for  medical  practice  committee  for  work- 
men’s compensation  cases  in  New  York  City  for 
determining  value  of  medical  aid  and  for  recom- 
mending physicians  to  render  medical  care  in  such 
cases  and  to  extend  to  New  York  City  provisions 
applying  to  rest  of  State. 

Senate  Intro.  2459,  Pr.  2605-Donovan;  Assembly 
Intro.  2817,  Pr.  2922-McDonnell,  to  repeal  provi- 
sion permitting  care  and  treatment  of  injured  em- 
ployes entitled  to  workmen’s  compensation,  by 
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licensed  podiatrists,  and  establishing  podiatric 
practice  committee. 

Xew  versions  of  two  former  bills  mandated  by 
the  House  of  Delegates  for  the  year  1951  were  rein- 
troduced in  the  Legislature.  One  was  enacted  into 
law.  and  the  other  was  vetoed  by  the  Governor. 
They  are  as  follows: 

Senate  Intro.  1973,  Pr.  2083,  3367,  3427-Hal- 
pem;  Assembly  Intro.  2523,  Pr.  2630,  3638, 
3705-Van  Cleef,  enacted  into  Chapter  854  of  the 
Laws  of  1953,  providing  that  a person  who  oper- 
ates motor  vehicle  or  motorcycle  shall  be  deemed 
to  have  given  his  consent  to  chemical  tests  for  de- 
termining alcoholic  content  of  blood  if  adminis- 
tered at  direction  of  police  officer  having  reasonable 
grounds  to  suspect  intoxicated  condition;  refusal 
shall  compel  motor  vehicle  commissioner  to  re- 
. voke  license  or  permit  of  resident  operator  and 
privilege  of  nonresident  operator. 

Senate  Intro.  754,  Hr.  787-McCaffrey,  to  include 
resident  physicians,  interns,  and  any  physician  or 
dentist  rendering  sendees  without  receiving  pay 
from  patients,  in  provision  making  municipalities 
liable  for  malpractice  in  public  institutions,  in- 
cluding damages  for  death  actions. 

Pursuant  to  an  even  earlier  House  of  Delegates 
directive,  renewed  by  the  Committee  on  Legislation, 
a bill  was  prepared  to  provide  for  the  payment  of 
fees  to  attending  physicians  who  appear  at  hearing 
held  pursuant  to  disability  benefits  law,  but  its  in- 
troduction was  not  obtained. 

Prior  to  and  during  the  1953  session  of  the  Legis- 
lature the  Council  of  the  Medical  Society  was  re- 
quested to  express  its  will  with  respect  to  the  follow- 
ing bills.  The  Legislature  concurred  with  the  Coun- 
cil’s desires  only  with  respect  to  the  first  bill: 

Assembly  Intro.  91,  Pr.  91-Brady,  to  strike  out 
provision  that  duly  licensed  physician  or  optome- 
trist must  be  in  attendance  in  store  or  place  of 
sale  of  eyeglasses,  to  permit  sale  on  prescription 
without  such  attendance,  and  to  permit  without 
prescription  or  such  attendance  the  sale  of  ready- 
made magnifying  spectacles  with  spheric  convex 
lenses,  if  label  shows  strength  of  lens  and  purpose 
for  which  to  be  used.  ( Council  opposed ) 

Senate  Intro.  1416,  Pr.  I486,  2966-Metcalf ; 
Assembly  Intro.  1621,  Pr.  1668 , 3245-Rabin,  to 
create  temporary  commission  of  five  appointees 
of  Governor,  three  senators,  and  three  assembly- 
men,  to  study  laws  of  the  State  relating  to 
licensure  in  healing  arts,  except  with  respect  to 
healing  by  prayer  or  spiritual  means;  825,000 
appropriation.  ( Council  approved) 

Senate  Intro.  2112,  Pr.  2248-B rydyes ; Assembly 
Intro.  2289,  Pr.  2378-Olliffe,  to  permit  revocation, 
suspension,  or  annulment  of  license  to  practice 
medicine  where  physician  is  determined  by  Re- 
gents to  be  guilty  of  unprofessional  conduct. 
{Council  opposed.  Enacted  into  Chapter  682  of  the 
Laws  of  1953.) 

Senate  Intro.  2114,  Pr ■ 3301-Brydges ; Assembly 
Intro.  22SS,  Pr.  3350-Ollijfe,  to  require  that  un- 
licensed physicians  appointed  members  of  staff 
of  hospital,  except  intern  or  physician  who  is  full- 
time employe  of  State  or  municipality  in  hospital 
or  institution  under  supervision  of  duly  licensed 
physician,  or  resident  physician  here  under  non- 
immigration visa  for  medical  study  under  super- 
vision, shall  possess  temporary  certificate  certify- 
ing that  he  is  eligible  for  admission  to  medical 
licensing  examination,  which  shall  be  valid  for  not 
more  than  two  years  and  may  be  renewed. 


[X.  Y.  State  J.  M. 

{Council  opposed.  Enacted  into  Chapter  802  of  the 

Laws  of  1953.) 

The  position  of  the  Medical  Society  with  respect 
to  other  bills  before  the  Legislature  was  established 
by  the  combined  State  Society  Legislation  Com- 
mittee and  the  county  society  legislative  chairmen. 
The  matters  they  considered  in  addition  to  those 
above  are  too  numerous  to  mention  in  their  entirety. 
The  most  important  one  which  was  considered  by 
them  and  not  already  mentioned  was  Senate  Intro. 
1422,  Pr.  1500- Anderson;  Assembly  Intro.  1626,  Pr. 
1673-Wilson,  which  bill  would  have  compelled  Blue 
Shield  Plans  to  pay  indemnity  for  podiatric  services. 
This  bill  was  opposed  in  behalf  of  the  Medical  So- 
ciety, and  it  ultimately  was  vetoed  by  the  Governor. 
Also  opposed  were  a number  of  bills  sponsored  by  the 
Health  Department  and  the  Department  of  Correc- 
tion, which  bills  would  permit  employment  of  non- 
citizen physicians  under  certain  emergency  circum- 
stances. However,  the  latter  bills  were  enacted  into 
law. 

There  were  scores  of  other  bills  which  demanded 
the  attention  of  the  Legislative  Bureau,  but  no  pur- 
pose can  be  served  by  mentioning  them  herein.  It 
also  should  be  noted  that  the  Medical  Society,  par- 
ticularly the  Legislative  Bureau,  was  called  upon  to 
assist  legislatively,  and  actually  did  assist,  the  legis- 
lative representatives  of  the  following  professions: 
dentistry,  nursing,  physiotherapy,  pharmacy,  vet- 
erinary medicine,  optometry,  ophthalmic  dispensing, 
and  engineering. 

Aside  from  certain  factors  with  which  the  Medical 
Society  cannot  and  does  not  desire  to  deal,  the  legisla- 
tive success  or  failure  of  the  Society  is  for  the  most 
part  dependent  upon  the  soundness  of  the  Society’s 
legislative  program,  the  strength  of  the  opposition, 
and  the  prestige  and  solidarity  of  the  medical  profes- 
sion. Judged  in  the  foregoing  light,  the  1953  legisla- 
tive --box  score”  of  the  Medical  Society  is  not  as  bad 
as  reasonably  might  have  been  anticipated. 
Respectfully  submitted, 

J.  Stanley  Kenney,  M.D.,  Chairman 

Dr.  Kenney:  I also  have  a copy  of  a report  that 
we  were  mandated  to  prepare  for  publication  in  the 
Journal  in  compliance  with  the  mandate  of  the 
House  to  prepare  a brief  on  the  various  free  choice 
bills,  and  this  has  been  done.  I do  not  think  this  has 
to  be  introduced  as  a resolution.  It  will  be  published 
in  the  State  Journal. 

I would  also  call  your  attention  to  the  report  of 
the  Citizens’  Health  Education  Committee,  which 
was  distributed  to  you  this  morning.  I think  you  will 
find  in  it  a very  detailed  outline  of  the  work  of  that 
committee,  how  we  proceeded,  and  the  various  steps 
that  we  took  chronologically  to  bring  before  the 
public  and  the  legislators  our  story  about  chiroprac- 
tic. 

Thank  you  very  much. 

Speaker  Holcomb:  That  supplementary  report 
will  be  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  IX.  Legislation,  of  which 
Dr.  Charles  \Y.  Mueller,  of  Kings,  is  the  chairman. 

. . . There  was  distributed  to  the  delegates  the 
following  mimeographed  report: 

Section  24  {See  184) 

Supplementary  Report  of  the  Special  Committee  to 
Evaluate  Legislative  Activities 

The  initial  task  that  the  committee  set  for  itself  in 
pursuance  of  the  objective  for  which  it  was  created 
was  to  delineate  the  scope  of  its  inquiry.  It  was 
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agreed  that  we  should  first  determine  the  process  by 
which  medical  legislation  is  initiated,  how  its  im- 
plementation within  the  Society  is  accomplished, 
how  an  idea  becomes  an  actual  bill,  and  how  that  bill 
can  be  made  into  law. 

In  the  course  of  investigation  of  the  latter  point, 
it  became  obvious  that  we  would  have  to  try  to  de- 
termine the  factors  that  influence  legislation.  It 
was  then  decided  that  we  should  interview  as  many 
as  possible  of  the  individuals  within  the  Society  who 
have  any  part  in  the  legislative  program.  It  was 
therefore  planned  to  interview  county  society  legis- 
lation committee  chairmen,  the  chairman  of  the 
State  legislation  committee,  the  Society’s  secretary 
and  president,  its  counsel,  its  executive  officer  in 
Albany  and  his  legal  adviser,  and  as  many  others  as 
might  be  helpful  in  placing  additional  relevant  facts 
at  our  disposal. 

It  was  found  that  legislation  may  be  initiated  in  a 
single  county  society  or  in  several  societies  simul- 
taneously as  the  result  of  a common  need.  From 
here  it  is  generally  passed  on  to  the  House  of  Dele- 
gates via  the  medium  of  a resolution  which  outlines 
the  basic  idea  and  instructs  the  Council  to  imple- 
ment it.  The  Council,  usually  following  study  by  the 
legislation  committee  or  a committee  appropriate  to 
the  subject  matter,  refers  it  to  the  Albany  office 
whose  function  it  is  to  find  a legislator  to  sponsor  it. 
The  sponsor  delivers  a draft  of  the  proposed  bill  to  a 
bill  clerk  of  the  Legislature,  essentially  a technical 
expert  who  puts  the  bill  in  proper  form.  It  is  then 
printed  and  introduced  by  the  sponsor. 

Its  subsequent  handling  is  more  a matter  of  gen- 
eral knowledge.  It  is  referred  to  an  appropriate 
committee  of  the  legislative  house  where  it  is  studied. 
It  may  then  be  kept  in  committee  or  reported  out 
with  a recommendation  when  it  will  come  to  a vote 
on  the  floor.  Collaterally  it  may  also  be  considered 
by  the  caucus  of  each  political  party  and  a deter- 
mination made  as  to  whether  it  should  be  acted  on 
along  party  lines.  This  decision  may  be  influenced 
by  the  wishes  of  the  Governor,  a high  State  official, 
or  a party  leader.  An  intermediary,  in  the  person  of 
a lobbyist,  an  interested  individual,  or  a representa- 
tive of  an  interested  group,  may  exert  pressure  at 
any  point  in  this  succession  to  achieve  the  passage  or 
defeat  of  the  bill. 

The  methods  by  which  legislation  might  be  so  in- 
fluenced are  varied,  and  the  relative  effectiveness  of 
each  is  not  readily  ascertainable.  A common  proce- 
dure which  is  unquestionably  important  is  political 
“horse-trading,”  reciprocal  support  by  two  groups 
with  respect  to  legislation  each  is  trying  to  advance. 

Mobilization  of  public  opinion,  which  may  then  be 
transmitted  to  the  legislators  through  the  press  or  by 
individual  letters  or  personal  interviews,  in  resolu- 
tions of  civic  groups,  by  petitions  with  impressive 
numbers  of  signatures,  represents  a fully  accepted 
means  of  influencing  legislation. 

It  can  be  readily  seen  that  the  tenuous  chain  of 
individuals  through  which  our  medical  legislation 
passes  lends  itself  to  many  weaknesses.  A county 
society  chairman  who  is  disinterested  or  not  suf- 
ficiently well  versed  may  place  the  kiss  of  death  on 
a given  proposal  advanced  by  his  society  before  it 
is  well  launched.  A House  of  Delegates,  in  haste  to 
complete  its  business  at  the  end  of  a long  session, 
may  set  conditions  impossible  of  achievement  in  its 
instruction  to  the  Council.  The  latter,  in  delegating 
a given  proposal  to  a committee,  whose  action  is  de- 
termined by  the  advice  of  the  counsel  or  the  execu- 
tive officer,  may  unwittingly  negate  the  wishes  of  the 
House  of  Delegates  or  the  State  Society  itself  on  the 
basis  of  the  judgment  of  a single  individual. 


The  executive  officer  or  his  legal  adviser  may  be 
placed  in  the  position  where  he  has  the  choice  be- 
tween two  undesirable  courses.  He  may  be  obliged 
to  push  a bill  which  not  only  has  no  chance  of  passing 
but  will  actually  create  animosity  and  active  opposi- 
tion on  the  part  of  influential  groups,  to  the  detri- 
ment of  other  portions  of  our  legislative  program. 
Or  he  may,  because  he  deems  it  inexpedient  to  do 
this,  fail  to  exert  his  efforts  for  a particular  measure 
at  the  risk  of  disobeying  his  instructions  and  in- 
curring the  wrath  of  the  House  of  Delegates  or  one 
or  more  of  the  component  societies. 

Aside  from  these  pointed  considex-ations  is  the 
more  intangible  question  of  public  relations.  A 
medical  profession  besmirched  by  drug  scandals  and 
accusations  of  fee-splitting  may  find  it  well-nigh  im- 
possible to  gain  favorable  hearing  in  the  legislature, 
regardless  of  the  merits  of  the  case  at  issue.  On  the 
contrary,  a carefully  contrived  program  of  proper 
public  relations,  based  on  years  of  demonstration 
to  the  public  of  a lack  of  selfish  motives  and  a 
genuine  interest  in  the  public  welfare,  might  be  much 
more  effective  in  defeating  a chiropractic  bill  than 
any  last-minute  intensive  campaign  such  as  we  have 
just  been  through.  A public  and  a legislative  body, 
fully  acquainted  with  the  facts  concerning  the  un- 
scientific nature  and  logically  untenable  position  of 
chiropractic,  through  sustained  bombardment  with 
educational  material  and  authoritative  demonstra- 
tion by  a thoroughly  respected  medical  profession, 
would  promptly  translate  their  knowledge  into  legis- 
lative action  in  accord  with  our  own  views. 

Enumeration  of  the  weaknesses  and  deficiencies  of 
the  legislative  program  should  also  include  a dis- 
cussion of  the  debatable  problem  of  limiting  the 
number  of  bills  to  be  promoted,  so  as  to  be  able  to 
concentrate  our  efforts  and  improve  our  effective- 
ness. One  school  of  thought,  espoused  by  several 
of  those  interviewed,  firmly  supports  this  concept. 
They  argue  that  legislators  who  are  besieged  with 
numerous  requests  for  support  by  a given  group  are 
likely  to  become  recalcitrant  and  impervious  and 
further  that  it  is  impractical  to  try  to  exert  contin- 
uous effort  toward  passage  of  more  than  a very  few 
bills.  It  would  be  better,  therefore,  according  to 
this  view,  to  select  the  one  or  two  most  desirable 
legislative  objectives  at  the  expense  of  temporary 
abandonment  of  others. 

Opposed  to  this  thinking  are  those  who  maintain 
that  all  legislative  aims  that  are  morally  right  and 
good  for  the  public  and  for  medicine  should  be 
backed  with  vigor.  They  contend  that  repetitive 
introduction  of  bills,  even  if  defeated  year  after  year, 
strengthens  them  and  will  lead  to  their  ultimate  pas- 
sage. Both  sides  agree,  however,  that  there  should 
be  uncompromising  opposition  to  all  proposed  legis- 
lation which  in  our  view  is  detrimental  to  the  public 
welfare,  regardless  of  the  extent  or  degree  of  effort  re- 
quired. 

Conclusions. — While  the  mere  tabulation  of  the 
inherent  defects  in  the  State  Society’s  approach  to 
the  problem  of  legislation  suggests  some  obvious 
ways  of  improvement,  it  is  apparent  that  there  is  no 
simple  corrective  formula,  no  guaranteed  panacea. 
Blame  for  failure  cannot  be  placed  entirely  at  the 
doorstep  of  any  one  individual,  or  committee,  or 
small  segment  of  the  medical  population.  The  suc- 
cess of  any  proposed  remedy"  requires  that  each  of  us 
will  be  a cog  in  an  integrated  machine  with  a clear- 
cut  function  and  a will  to  perform  it. 

To  begin  at  the  grass  roots,  the  individual  county 
society  member  must  interest  himself  in  legislative 
problems,  acquaint  himself  with  facts,  and  crystal- 
lize his  ideas.  Having  discussed  them  with  his 
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colleagues  and  learned  the  opinion  of  the  majority, 
he  must  actively  support  their  stand  to  his  patients, 
his  friends,  his  legislators.  The  personal  physician  of 
a legislator,  particularly,  can  be  of  tremendous  in- 
fluence in  this  respect,  but  any  physician  can  act  as 
a constituent  of  the  legislators  in  his  district  in  in- 
forming them  of  his  legislative  wants  together  with 
valid  reasons  therefor. 

The  county  society  legislative  chairman  should 
have  had  some  experience  in  studying  and  passing 
on  legislation  within  his  county  society.  Minimal 
prerequisites  of  previous  experience  should  be  es- 
tablished for  his  selection.  He  should  cultivate  local 
legislators  and  acquaint  them  with  medicine’s  view- 
point. He  must  be  not  only  willing  but  intelligently 
vocal. 

The  chairman  of  the  State  Society’s  legislation 
committee  must  be  a man  of  experience.  To  be  effec- 
tive, he  must  be  of  dynamic  personality,  dedicated  to 
his  task,  and,  of  extreme  importance  in  our  opinion, 
must  be  retained  as  chairman  over  a considerable 
period  of  time.  These  prerequisites  are  dictated  by 
past  experience  with  chairmen  who,  while  willing, 
were  inexperienced  or,  while  able,  were  not  returned 
to  office  for  sufficiently  long  so  that  their  influence 
might  be  utilized  to  the  maximum.  Since  choice  of 
a chairman  is  limited  by  the  constitutional  provision 
that  he  must  be  a member  of  the  Council,  which 
might  preclude  getting  the  best  man  available, 
thought  should  be  given  to  an  amendment  that 
would  obviate  this  restriction. 

The  creation  of  a small  executive  body  within  the 
present  legislation  committee  would  prove  a more 
workable  mechanism  than  the  present  rather  un- 
wieldy group  to  insure  prompt  contact  with  the  Al- 
bany office. 

It  might  be  well  to  mention  here  that  the  general 
consensus  of  those  interviewed,  without  exception, 
was  that  the  annual  conference  of  county  society 
chairmen  has  been  unfruitful,  not  too  informative, 
and  wasteful.  We  therefore  recommend  that  it  be 
abolished. 

The  function  of  the  Council  with  respect  to  the 
legislative  program  has  heretofore  been  relatively 
passive.  They  have,  in  effect,  merely  transmitted 
instructions  of  the  House  of  Delegates  to  a committee 
or  individual  for  consultation  and  been  guided  accord- 
ingly. If  more  members  of  the  Council  assumed  the 
function  of  making  liaison  with  State  officials,  not 
only  during  the  legislative  session  but  throughout 
the  year,  they  could  accomplish  much  in  giving  us 
access  to  these  important  officers  when  we  wish  to  be 
heard. 

Instruction  concerning  legislation,  given  by  the 
House  of  Delegates  to  the  Council,  should  be 
specific.  It  cannot,  if  it  is  to  be  effective,  be  in- 
flexible. Some  power  must  be  ceded  to  an  imple- 
menting agency,  whether  this  be  the  Council  itself, 
the  executive  officer,  his  legal  counsel,  or  another,  to 
vary  the  attack  according  to  the  exigencies  of  the 
situation.  This  should  not  be  construed  as  allowing 
principle  to  be  sacrificed  to  expediency,  but  it  ap- 
pears necessary  if  we  would  avoid  the  type  of 
dilemma  detailed  previously.  Recognizing  that 
there  is  specialization  in  law  as  well  as  in  medicine, 
even  the  august  Association  of  the  Bar  of  the  City  of 
New  York  seeks  legal  advice  from  a firm  specializing 
in  legislative  matters  to  avoid  the  very  stumbling 
blocks  that  we  have  pointed  up. 

Since  it  is  obviously  impractical,  if  not  impossible, 
to  guarantee  equal  effort  in  pursuance  of  the  passage 
of  each  piece  of  desirable  legislation,  some  system  of 
priorities  should  be  worked  out  in  order  that  major 
efforts  will  be  expended  in  behalf  of  more  important 


bills.  We  do  not  feel,  however,  that  any  legislation 
suggested  by  the  House  of  Delegates  should  be  com- 
pletely shelved  because  it  is  of  a relatively  lower 
order  of  importance. 

Each  of  the  representatives  of  the  Society  in  Al- 
bany should  have  clearly  defined  duties  and  responsi- 
bilities. This  has  not  been  the  case  up  to  now. 
Overlapping  of  responsibility  can  only  lead  to  fric- 
tion, on  the  one  hand,  or  neglect  on  the  part  of  both 
individuals  with  each  assuming  that  the  other  has  or 
should  have  shouldered  the  burden  within  the  over- 
lapping area. 

The  present  executive  officer,  admittedly  limited 
in  legislative  experience  at  the  time  he  was  engaged, 
has  now  been  through  two  full  legislative  sessions. 
This  would  seem  to  be  a fair  period  to  allow  for  in- 
doctrination. We  feel  that  his  value  to  the  Society 
must  be  judged  on  the  basis  of  critical  review  of  his 
activities  in  the  future. 

The  necessity  of  maintaining  a nonpartisan  ap- 
proach to  the  lawmakers  becomes  obvious  on  perusal 
of  the  Senate  vote  on  the  chiropractic  bill.  The 
party  whom  we  oppose  on  one  measure  may  well  be 
our  firm  ally  on  another. 

Our  feelings  with  respect  to  the  value  of  public 
relations  must  be  quite  apparent  from  foregoing 
references  to  the  subject.  But  by  public  relations 
we  do  not  only  mean  a staff  pounding  out  news  re- 
leases at  a battery  of  typewriters  in  the  main  office. 
We  would  encompass  the  county  societies  and  the 
individual  members  in  our  concept.  Each  must 
seize  every  opportunity,  not  only  to  exploit  the  vir- 
tues and  accomplishments  of  medicine  in  its  broadest 
traditional  sense  as  a healing  art  practiced  by  forth- 
right men  for  the  benefit  of  the  public,  but  must  work 
actively  to  discredit  the  chiropractors,  the  cultists, 
and  all  unscientific,  unlicensed,  self-styled,  or  self- 
implied  healers. 

Further,  this  must  be  a year-round  activity  and 
not  a frantic  sporadic  effort  at  the  time  the  Legisla- 
ture convenes.  The  public,  through  all  the  avenues 
of  dissemination  of  information  which  we  can  prac- 
tically utilize,  including  press,  radio,  television,  and 
meetings  for  the  laity,  must  be  kept  informed.  The 
legislators  must  be  kept  cognizant  of  our  views  and 
not  importuned  at  the  last  moment  to  side  with  us. 

The  limitations  of  the  State  Society,  as  an  or- 
ganization, to  influence  legislation,  while  not  pre- 
cisely spelled  out  by  the  provisions  of  our  charter  or 
by  law,  are  nevertheless  real.  We  do  not  have  the 
latitude  of  a political  action  committee  or  the  pre- 
rogatives of  a Republican  or  Democratic  Club.  It 
therefore  behooves  us  to  encourage,  to  a greater  ex- 
tent than  has  been  done,  organizations  outside  the 
Society  framework  which  can  take  actions  that  are 
proscribed  for  us,  e.g.,  Physicians’  Guild. 

Closer  association  of  the  Medical  Society’s  legisla- 
tive organization  with  those  of  other  professions, 
dental,  pharmaceutical,  legal,  engineering,  might 
likewise  be  of  mutual  benefit  since  we  frequently 
have  common  aims,  e.g.,  Reed-Keogh  bill. 

Summary  of  Recommendations. — -1.  Individual 
Members:  Alert  individual  physicians  to  the  need 
for  active  cooperation. 

2.  County  Society  Legislation  Chairmen:  Setup 
qualifications  for  holding  office  based  on  experience. 

3.  State  Society  Legislation  Committee: 

(а)  Streamlined  executive  group  for  facilitating 
consultation  with  and  by  Albany  office. 

(б)  Carefully  selected  chairman  who  should  re- 
tain office  over  extended  period. 

(c)  Consider  amending  Constitution  so  that 
chairman  need  not  necessarily  be  Council  mem- 
ber. 
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4.  House  of  Delegates: 

(а)  Clear  instruction  to  Council  with  some  lati- 
tude of  action. 

(б)  Formulate  program  coordinated  with  re- 
spect to  relative  priority  of  emphasis. 

5.  Council  Members:  Year-round  liaison  with 
State  officials  and  lawmakers. 

6.  Albany  Office: 

(а)  Speciiic  outline  of  duties  and  responsibilities 
of  executive  officer  and  legal  counsel. 

(б)  All  matters  pertaining  to  legislation  com- 
ing from  House  of  Delegates  to  be  funneled 
through  executive  officer  and  his  legal  counsel  for 
technical  advice  on  form,  content,  and  feasibility 
of  enactment. 

7.  Public  Relations: 

(а)  Continue  cooperation  as  at  present. 

(б)  Year-round  educational  program  stressing 
positive  benefits  of  medicine  and  working  actively 
to  discredit  unscientific  cults. 

(c)  Extend  active  public  relations  program  to 
county  and  individual  levels. 

(d)  Nonpartisan  approach. 

8.  Outside  Organizations:  Foster  extra-Society 
organizations  sympathetic  with  our  aims. 

In  completing  this  report,  the  chairman  would 
like  to  express  his  sincere  thanks  to  his  fellow  com- 
mittee members,  Drs.  Loughran  and  Davidson,  for 
their  unstinted  cooperation  and  their  valuable  con- 
tributions to  the  work  of  the  committee.  He  is  like- 
wise grateful  to  all  those  who  appeared  before  the 
committee  to  be  interviewed  and  who  supplied  the 
facts  incorporated  herewith.  He  would  especially 
like  to  thank  the  Society’s  secretary,  Dr.  Anderton, 
for  supplying  the  services  of  his  staff  to  send  out 
notices  of  meetings,  for  his  assiduous  attendance  at 
all  of  the  committee’s  hearings,  and  for  his  unfailing, 
helpful,  and  kindly  advice  at  all  times. 

Having  finished  its  work,  the  committee  respect- 
fully requests  that  it  be  discharged. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 

Speaker  Holcomb:  Dr.  Masterson  has  a supple- 
mentary report  on  Publication  to  give  at  this  time. 

Section  25  ( See  125) 

Supplementary  Report  of  the  Publication  Com- 
mittee 

Dr.  John  J.  Masterson,  Trustee:  Since  we  have 
not  had  time  to  circulate  this  supplementary  report 
among  the  House  of  Delegates,  may  I be  permitted 
to  read  it?  It  will  only  take  thirty  seconds. 
Speaker  Holcomb:  All  right. 

Dr.  Masterson:  The  Publication  Committee 
believes  it  is  desirable  to  place  the  New  York 
State  Journal  of  Medicine  in  the  hands  of  as 
many  medical  students  as  possible  in  the  State  of 
New  York. 

At  the  April,  1953,  meeting,  the  committee  pro- 
posed a subscription  rate  to  students  at  one-half  the 
regular  rate,  or  $2.50  per  year.  The  Publication 
Committee  recommends  to  the  House  of  Delegates 
the  approval  of  this  action  of  the  Publication  Com- 
mittee, and  that  notice  of  this  special  subscription 
rate,  if  so  approved,  be  published  in  the  NewYork 
State  Journal  of  Medicine. 

If  this  recommendation  is  approved  by  the  House 
of  Delegates,  the  Publication  Committee  will,  at 
its  first  meeting  after  the  annual  meeting,  take  the 
necessary  steps  to  implement  this  action. 

Speaker  Holcomb:  Thank  you,  Dr.  Masterson. 


This  supplementary  report  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XI,  of  which  Dr.  Ezra  A.  Wolff,  of  Queens,  is 
chairman. 

We  are  now  ready  for  the  resolutions.  We  will 
again  follow  the  procedure  of  last  year  and  have  the 
counties  called  in  alphabetical  order.  I feel  that 
simplifies  matters  a great  deal. 

The  first  county  is  Albany,  and  Dr.  Gamble  is 
recognized. 

Section  26 

Amendments  to  Bylaws 

Dr.  Thomas  O.  Gamble,  Albany:  This  concerns 
an  amendment  to  the  Bylaws: 

“Whereas,  at  the  present  time  our  Constitution 
and  Bylaws  provide  for  the  automatic  admission  to 
membership  in  any  county  medical  society  of  a 
doctor  who  removes  from  another  county,  pro- 
vided he  is  in  good  standing;  and 

“Whereas,  occasions  have  arisen  when  the  ad- 
mission of  such  doctors  has  been  against  the 
wishes  and  best  judgment  of  many  of  the  members 
of  the  societies  to  which  they  have  removed;  there- 
fore, be  it 

“ Resolved , that  Section  2,  Chapter  XIV,  of  the 
Bylaws  be  amended  by  adding  to  the  first  sentence 
the  following:  ‘and  provided  his  application  for 
membership  has  been  acted  upon  favorably  by  the 
members  of  the  society  to  which  he  has  removed.’ 
“Section  2,  Chapter  XIV,  of  the  Bylaws  would 
then  read: 

‘Section  2.  Whenever  an  active  member  in 
good  standing  or  a retired  member  in  any 
component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  upon  his 
request  shall  be  transferred  to  the  roster  of  the 
component  county  medical  society  of  the 
county  to  which  he  removes,  without  cost  to 
him,  provided  that  he  files  a certificate  with 
the  secretary  signed  by  the  president  and 
secretary  of  the  component  society  from  which 
he  removes  as  to  his  good  standing  in  such 
society,  and  provided  his  application  for  mem- 
bership has  been  acted  upon  favorably  by  the 
members  of  the  society  to  which  he  has  removed. 
No  member,  however,  shall  be  an  active  mem- 
ber of  more  than  one  component  county  society 
nor  shall  any  component  comity  society  accept 
a physician  residing  in  another  county  in  any 
other  way  than  in  accordance  with  the  law 
governing  transfers. 

‘When  a member  in  good  standing  ceases  to 
reside  and  practice  in  the  State  of  New  York,  he 
shall  ipso  facto  cease  to  be  an  active  member  of 
the  Society  and  his  component  county  medical 
society  at  the  end  of  the  current  year.  His 
status  shall  be  deemed  that  of  a resigned  mem- 
ber and  all  rights  and  title  to  any  share  in  the 
privileges  and  property  of  the  Society,  the  dis- 
trict branch,  or  county  society  shall  be  deemed 
to  have  been  forfeited  by  such  action. 

‘The  dues  of  any  member  of  the  Medical  Soci- 
ety of  the  State  of  New  York  may  be  remitted  for 
the  current  year  on  account  of  illness  when  the 
request  is  made  by  the  member’s  component 
county  medical  society.’  ” 

Speaker  Holcomb  : This  being  an  amendment 
to  the  Bylaws  it  will  be  referred  to  the  House 
Committee  on  Constitution  and  Bylaws  for  action 
next  year. 

The  next  county  is: 
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Allegany 

Bronx 

Section  27  (See  122) 

Conserving  Medical  Military  Personnel 

Db.  Charles  Sandler,  Bronx:  This  is  a resolu- 
tion pertaining  to  the  conserving  of  medical  military 
personnel: 

“Whereas,  there  is  an  increased  demand  for 
physicians  in  the  armed  forces;  and 

“Whereas,  if  the  present  rate  of  demand  con- 
tinues, it  may  be  necessary  to  recall  to  military- 
service  veterans  of  World  War  II;  and 

“Whereas,  the  services  of  many  medical  officers 
are  presently  utilized  for  the  care  of  families  of 
military  personnel  throughout  the  United  States; 
therefore  be  it 

“ Resolved,  that  the  armed  services  individually 
be  requested  to  conserve  medical  military  person- 
nel by  assigning  nonmilitary  duties  to  civilian 
physicians;  and  be  it  further 

“Resolved,  that  these  resolutions  be  transmitted 
to  the  Council  on  National  Emergency  Medical 
Service  of  the  American  Medical  Association  not 
later  than  June  1,  1953.” 

Speaker  Holcomb  : This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  I,  of  which  Dr.  George  A.  Burgin  is  chairman. 

Section  28  (See  123) 

Doctor-Draft  Law 

Dr.  Charles  Sandler,  Bronx:  I have  another 
resolution  regarding  the  Doctor-Draft  Law: 

“Whereas,  the  United  States  Department  of 
Defense  has  prepared  a bill  to  extend  the  doctor- 
draft  law  beyond  the  current  expiration  date  of 
July  1,  1953;  and 

“Whereas,  although  the  proposed  bill  is  specific 
as  to  the  order  of  call  in  each  priority'  group,  no 
provision  is  made  for  exhausting  the  list  in  the  non- 
veteran category  before  calling  up  veterans;  and 
“Whereas,  the  proposed  bill  includes  a pro- 
vision for  deferments  to  maintain  national  health, 
safety',  and  interest,  providing  thereby  an  open 
sesame  for  wholesale  deferments;  and 

“Whereas,  the  proposed  bill  provides  that 
veterans  with  twelve  or  more  months  of  service 
since  September  16,  1940,  serve  seventeen  months, 
proving  inequitable  to  many  veterans  who  have 
served  just  short  of  the  twenty-one-month  exclu- 
sion period;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society'  of  the  State  of  New  York  recom- 
mend the  following  changes  in  the  proposed  draft 
law: 

1.  All  eligible  nonveterans  be  called  before 
veterans; 

2.  The  provision  for  deferments  to  maintain 
national  health,  safety,  and  interest  be  deleted 
entirely'; 

3.  Veterans  with  twelve  or  more  months  service 
since  September  16,  1940,  serve  the  uncompleted 
portion  required  bv  law  but  not  less  than  twelve 
months;  and  be  it  further 

“ Resolved , that  these  resolutions  be  transmitted 
to  the  Council  on  National  Emergency  Medical 
Service  of  the  American  Medical  Association  not 
later  than  June  1,  1953.” 

Speaker  Holcomb:  This  resolution  is  referred  to 
the  same  Reference  Committee  on  Report  of  Coun- 
cil, Part  I,  of  which  Dr.  George  A.  Burgin,  of  Herki- 
mer, is  the  chairman. 


Section  29  (See  177) 

Policy  for  Legislative  Action 

Dr.  James  A.  Ltnch,  Bronx:  This  resolution  is 
being  introduced  upon  the  request  of  the  membership 
of  the  Bronx  County  Medical  Society: 

“Whereas,  in  the  past  few  years  no  bill  has  been 
passed  in  the  New  York  State  Legislature  which 
was  of  major  importance  to  the  practicing  physi- 
cians of  this  State;  and 

“Whereas,  several  bills  having  to  do  with  the 
free  choice  of  physician  and  plan  and  with  the  pre- 
vention of  the  practice  of  medicine  by  hospitals 
were  introduced  and  apparently'  received  only 
token  support;  and 

“Whereas,  the  policy  of  the  Medical  Society  of 
the  State  of  New  York  in  relation  to  legislation 
seems  to  be  of  a defensive  nature;  therefore  be  it 
" Resolved , that  the  Medical  Society  of  the  State 
of  New  York  adopt  a vigorous  and  energetic  policy 
of  positive  action  in  furthering  the  passage  of  bills 
which  are  mandated  by  the  House  of  Delegates.” 
Speaker  Holcomb  : This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  IX,  of  which  Dr.  Charles  W.  Mueller  is  chair- 
man, dealing  with  legislation. 

Section  30  (See  132) 

Spot  Radio  Announcements 

Dr.  George  Schwartz,  Bronx:  These  two  resolu- 
tions are  introduced  at  the  request  of  the  Bronx 
County'  Medical  Society'.  They'  are  very  short: 

“Whereas,  the  Metropolitan  Life  Insurance 
Company  sponsors  spot  health  statements  over 
radio  station  WCBS  daily;  and 

"Whereas,  the  Metropolitan  Life  Insurance 
Company  through  its  commentator,  Bob  Hite, 
continually  stresses,  'See  Your  Family'  Doctor,’ 
and  ‘Talk  With  Your  County'  Medical  Society’; 
and 

“Whereas,  these  suggestions  render  a construc- 
tive service  to  the  welfare  of  the  general  public; 
therefore  be  it 

“ Resolved , that  a letter  of  commendation  from 
the  Medical  Society  of  the  State  of  New  York  be 
transmitted  to  the  Metropolitan  Life  Insurance 
Company  and  Mr.  Hite.” 

Speaker  Holcomb:  This  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  Report  of  the 
Council,  Part  XI,  of  which  Dr.  Ezra  A.  Wolff,  of 
Queens,  is  chairman. 

Section  31  (See  110) 

Motor  Vehicle  Inspection  and  Driver  Physical 
Examination 

Dr.  George  Schwartz,  Bronx:  Continuing: 
“Whereas,  available  statistics  indicate  human 
lives  are  needlessly  lost  in  accidents  because  of  de- 
fective automobile  mechanism;  and 

“Whereas,  available  statistics  indicate  that 
remedial  physical  defects  are  a cause  of  fatal 
automobile  accidents;  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  petition 
the  Governor  of  the  State  of  New  York  to  create  a 
committee,  which  would  be  financially  unre- 
munerated  and  non  political  in  character,  to  sur- 
vey critically  the  problems  inferred  by  these  sta- 
tistics and  recommend  appropriate  corrective 
measures.” 

Speaker  Holcomb:  This  resolution  will  be  re- 
ferred  to  Reference  Committee  on  Miscellaneous 
Business  B,  of  which  Dr.  E.  Dean  Babbage,  of  Erie,  1 
is  chairman. 
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Section  32  ( See  150 ) 

Status  of  Osteopaths 

Dr.  Philip  Ladin,  Bronx:  This  concerns  the  status 
of  osteopaths: 

“Whereas,  prior  to  being  licensed  by  New 
York  State,  osteopaths  were  officially  regarded  as 
cultists;  and 

“Whereas,  osteopaths  are  now  licensed  to  prac- 
tice medicine  and  surgery  in  New  York  State  and 
are  serving  in  many  private  hospitals;  and 

“Whereas,  doctors  of  medicine  are  obliged  to 
work  professionally  with  osteopaths  in  these  in- 
stitutions; and 

“Whereas,  doctors  of  medicine  are  frequently 
called  upon  to  collaborate  with  osteopaths  in 
community  health  and  welfare  endeavors;  and 

“Whereas,  all  members  of  the  Medical  Society 
of  the  State  of  New  York  are  bound  to  comply  in 
letter  and  spirit  with  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of 
New  York;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  not  rendered  definitive  directions  in 
regard  to  the  status  of  osteopaths;  therefore  be 
it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  clarify  its  attitude  toward  osteopaths 
and  the  relation  of  the  latter  to  the  medical  pro- 
fession.” 

Speaker  Holcomb:  This  resolution  will  be  re- 

ferred to  the  Reference  Committee  on  Report  of  the 
Planning  Committee  for  Medical  Policies,  of  which 
Dr.  John  F.  Kelley,  of  Oneida,  is  chairman. 

Section  33  (See  149) 

Policy  re  Participants  in  State  Medical  Society 
Scientific  Programs 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  This 
resolution  is  being  introduced  on  behalf  of  the 
Bronx  County  Medical  Society: 

“Whereas,  the  Planning  Committee  for  Medi- 
cal Policies  in  its  1953  report  recommends:  ‘Your 
Committee  strongly  reaffirms  its  opposition  to  the 
practice  of  medicine  by  hospitals  and  medical 
schools  under  any  guise  and  urges  its  members  to 
be  constantly  on  the  alert  to  combat  this  encroach- 
ment on  the  practice  of  medicine’;  and 

“Whereas,  the  1953  report  of  the  Council 
Committee  on  Legislation  states:  ‘Some  of  our 
problems  are  extremely  controversial,  notably 
those  in  the  field  of  hospital-physician  relation- 
ship, and  the  growing  threat  of  the  corporate  prac- 
tice of  medicine’;  and 

“Whereas,  Article  VI,  Section  6,  of  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York  provide:  ‘Ex- 
cept where  permitted  by  law  and  only  in  the  man- 
ner permitted  and  to  the  extent  permitted  by  law,  a 
physician  should  not  dispose  of  his  professional 
attainments  or  services  to  any  hospital,  lay  body, 
organization,  group,  or  individual,  by  whatever 
name  called,  or  however  organized,  under  terms  or 
conditions  which  permit  exploitation  of  the  serv- 
ices of  the  physician  for  the  financial  profit  of  the 
agency  concerned.  Such  a procedure  is  beneath 
the  dignity  of  professional  practice  and  is  harmful 
alike  to  the  profession  of  medicine  and  the  welfare 
of  the  people’;  and 

“Whereas,  the  full-time  medical  school  profes- 
sors and  directors  of  hospital  services  cause  interest 
to  be  centered  on  their  particular  institutions  by 


presenting  and  discussing  papers  before  medical 
societies;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  establish  the  policy  of  limiting  its 
invitations  to  present  and  discuss  papers  at  its 
scientific  sessions  to  physicians  engaged  in  the  pri- 
vate practice  of  medicine  and/or  allied  research 
fields;  and  be  it  further 

“Resolved,  that  this  resolution  be  submitted  to 
the  House  of  Delegates  of  the  American  Medical 
Association  for  similar  action  and  implementa- 
tion.” 

Speaker  Holcomb:  This  resolution  will  also  be 
referred  to  the  Reference  Committee  on  Report  of 
the  Planning  Committee  for  Medical  Policies,  of 
which  Dr.  John  F.  Kelley,  of  Oneida,  is  chairman. 

Section  34  (See  152) 

Disapproval  of  Intern  Program 

Dr.  Abraham  B.  Tamis,  Bronx:  This  resolution 
deals  with  disapproval  of  the  intern  program: 

“Whereas,  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Associa- 
tion is  empowered  by  the  House  of  Delegates  of 
the  American  Medical  Association  to  set  up  stand- 
ards for  approval  of  hospitals  for  intern  training; 
and 

“Whereas,  a list  of  such  approved  hospitals  is 
published  annually  in  the  Journal  of  the  American 
Medical  Association  and  is  used  by  senior  medical 
students  as  a reference  for  desirable  internship;  and 
“Whereas,  the  ruling  by  the  said  Committee 
on  Medical  Education  and  Hospitals  to  the  effect 
that  ‘approval  may  be  withdrawn  from  an  intern- 
ship program  which  for  two  consecutive  years 
fails  to  obtain  at  least  two  thirds  of  the  stated 
complement  of  interns,’  is  to  take  effect  as  of 
July  1,  1954;  and 

“Whereas,  because  of  the  shortage  of  interns 
many  hospitals  having  approved  intern  programs 
have  found  it  difficult  under  present  conditions  to 
obtain  their  full  quota  of  interns;  and 

“Whereas,  loss  of  approval  because  of  failure 
to  maintain  a two-thirds  quota  of  interns  will  add 
seriously  to  the  difficulty  of  hospitals  approved  for 
intern  training  to  attract  sufficient  interns;  and 
“Whereas,  loss  of  such  approval  will  cause  a 
collapse  of  the  entire  intern  teaching  program  as 
well  as  a loss  of  essential  medical  sendees  to  pa- 
tients; and 

“Whereas,  the  Committee  on  Medical  Educa- 
tion and  Hospitals  admits  to  the  difficulties 
aforementioned  by  permitting  approved  hospitals 
to  re-evaluate  the  ratio  of  interns  to  hospital  beds 
by  scaling  it  downward  from  1 to  15  to  1 to  25, 
which  in  effect  nullifies  the  two-thirds  ruling; 
therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  disapprove  the  section  of  the  report 
by  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  which 
withdraws  approval  of  the  intern  program  for 
failure  to  obtain  two  thirds  of  the  stated  comple- 
ment of  interns  until  such  time  as  there  is  no 
longer  a shortage  of  interns;  and  be  it  further 
“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  be  instructed  to 
introduce  this  resolution  to  the  House  of  Delegates 
of  the  American  Medical  Association.” 

Speaker  Holcomb:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  Report  of 
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the  Council,  Part  VI,  of  which  Dr.  Gerald  D.  Dor- 
man, of  New  York,  is  chairman. 

Section  35  (See  159 ) 

American  Medical  Education  Foundation 

Dr.  Edward  P.  Flood,  Bronx:  This  resolution  is 
introduced  at  the  request  of  the  Bronx  County 
Medical  Society: 

“Whereas,  the  1952  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  voted 
that  a substantial  contribution  be  made  by  the 
Medical  Society  of  the  State  of  New  York  to  the 
American  Medical  Education  Foundation;  and 
“Whereas,  the  House  of  Delegates  further 
voted  to  leave  to  the  discretion  of  the  Trustees  of 
the  Medical  Society  of  the  State  of  New  York  the 
amount  of  the  contribution;  and 

“Whereas,  the  Trustees  voted  a contribution 
of  §25,000  to  the  American  Medical  Education 
Foundation;  therefore  be  it 

“Resolved,  that  the  Board  of  Trustees  be  com- 
mended for  its  action;  and  be  it  further 

“Resolved,  that  a similar  appropriation  be  made 
for  the  year  1953.” 

Speaker  Holcomb:  That  resolution  will  be 

referred  to  the  Reference  Committee  on  Report  of 
the  Council,  Part  VIII,  of  which  Dr.  Charles 
Sandler,  of  the  Bronx,  is  the  chairman. 

Broome  County. 

Section  36  ( See  141) 

Need  for  Summary  of  Proposed  Resolutions  Before 
House  Meets 

Dr.  Clifton  H.  Berlixghof,  Broome:  This 

resolution  is  introduced  by  the  Broome  County 
Medical  Society: 

“Whereas,  at  the  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York,  a large  number  of  disassociated  resolu- 
tions are  presented  for  consideration;  and 

“Whereas,  it  would  expedite  proceedings  of  the 
House  and  make  for  a more  intelligent  considera- 
tion of  these  resolutions  by  the  delegates  if  the 
resolutions  could  be  presented  for  consideration 
before  the  meeting;  therefore  be  it 

“Resolved,  that  the  summary  of  the  proposed 
resolutions  to  be  considered  at  the  annual  meeting 
of  the  House  of  Delegates  be  sent  to  the  delegates 
for  study  and  consideration  two  months  prior  to 
the  date  of  meeting.” 

Speaker  Holcomb:  That  resolution  will  be 

referred  to  the  Committee  on  Miscellaneous  Business 
A,  of  which  Dr.  George  J.  Lawrence,  Jr.,  of  Queens,  is 
chairman. 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Section  37  (See  131) 

Continuation  of  CHEC 

Dr.  Leonard  J.  Schiff,  Clinton:  This  has  two 
very  short  whereases  so  I will  read  the  entire  resolu- 
tion: 

“Whereas,  the  Citizens’  Health  Education 
Campaign  has  brought  about  a great  realization  of 
one  of  the  serious  medical  problems  facing  the  pub- 
lic today;  and 


“Whereas,  there  are  many  other  medical  prob- 
lems concerning  which  the  public  is  either  inade- 
quately informed  or  misinformed;  therefore  be  it 

“ Resolved , that  the  Council  Committee  on  Pub- 
lic Relations  be  requested  to  conduct  citizens’ 
health  education  campaigns  as  a continuing  effort, 
covering  pertinent  problems  in  medical  public 
relations,  such  as  the  advisability  of  having  a 
family  doctor,  the  proper  use  of  emergency  call 
service,  the  advisability  of  having  Blue  Cross  and 
Blue  Shield  Insurance,  and  other  subjects  of  a like 
nature,  in  an  effort  to  improve  the  realization  by 
the  general  public  of  the  medical  problems  facing 
them  in  these  times;  and  be  it  further 

“Resolved,  that  these  campaigns  need  not  be 
conducted  as  intensively  nor  on  as  extensive  or 
expensive  a scale  as  the  1952-1953  campaign,  but 
that  ever}-  effort  should  be  made  to  retain  the 
organization  and  enthusiasm  which  have  been 
developed  during  the  past  year.” 

Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XI,  of  which  Dr.  Ezra  A.  Wolff,  of  Queens,  is 
the  chairman. 

Columbia 

Cortland 

Delaware 

Dutchess 

Section  38  (See  1J+0) 

Simplification  and  Unification  of  Insurance  Forms 

Dr.  Scott  Lord  Smith,  Dutchess:  This  resolution 
is  introduced  on  the  instructions  of  the  delegates  of 
the  County  of  Dutchess  Medical  Society: 

“Whereas,  the  filling  out  of  the  medical  section 
insurance  forms  is  a time-consuming  burden  on  the 
doctor;  and 

“Whereas,  such  forms  are  unnecessarily  long 
and  complex;  and 

“Whereas,  these  forms  vary  with  the  different 
insurance  companies,  leading  to  added  time,  use, 
and  confusion;  now,  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge: 

1 . The  adoption  by  all  insurance  companies  of 
uniform  certificates; 

2.  Reduction  in  number  and  character  of  ques- 
tions asked  to  those  actually  needed; 

3.  Payment  and  fee  to  doctor  for  filling  out 
these  forms.” 

Speaker  Holcomb:  This  resolution  is  referred  to 
the  Reference  Committee  on  Miscellaneous  Business 
A,  of  which  Dr.  George  J.  Lawrence,  Jr.,  is  the  chair- 
man. 

Erie 

Section  39  (See  152 ) 

Essentials  of  an  Approved  Internship 

Dr.  Elmer  T.  McGroder,  Erie:  The  subject  of 
this  resolution  is  “Essentials  of  an  Approved  Intern- 
ship”: 

“Whereas,  there  is  an  admitted  shortage  of 
graduate  physicians  to  fill  all  the  approved  intern- 
ships; and 

“Whereas,  there  are  many  hospitals,  with 
excellent  training  and  educational  facilities,  which 
are  not  affiliated  with  medical  schools;  and 

“Whereas,  the  recent  new  ‘Essentials  of  an 
Approved  Internship’  will  make  it  difficult  for 
many  hospitals  to  obtain  interns;  and 
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“Whereas,  the  new  two  thirds  of  a hospital 
quota  requirement  will  make  it  even  more  difficult 
for  many  hospitals;  and 

“Whereas,  the  new  ‘Essentials’  were  approved 
by  the  A.M.A.  House  of  Delegates  at  the  Denver 
meeting  without  having  time  for  a complete  study 
or  understanding  of  all  its  implications;  therefore 
be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  represented  at  this  duly  convened 
Annual  Session  of  the  House  of  Delegates,  hereby 
goes  on  record  as  requesting  and  petitioning  the 
House  of  Delegates  of  the  American  Medical 
Association  at  the  forthcoming  1953  Annual 
Meeting  to: 

1.  Postpone,  for  at  least  two  years,  the  time 
set  for  the  ‘Essentials  of  an  Approved  Internship’ 
to  be  put  into  force  and  effect; 

2.  Establish  a new  special  committee  of  the 
American  Medical  Association  to  conduct  a 
prompt  re-evaluation  of  the  intern  problem,  which 
study  would  take  into  consideration  the  best 
interests  of  the  patient,  the  hospital,  and  the 
medical  profession;  and 

3.  Make  certain  that  such  special  committee 
be  composed  of  physicians,  at  least  half  of  whom 
shall  not  be  connected  with  medical  schools  or 
their  affiliated  hospitals  and  who  shall  be  in  the 
active  private  practice  of  medicine;  and  be  it 
further 

“ Resolved,  that  the  New  York  State  delegates  to 
the  1953  annual  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  be 
instructed  to  introduce  this  resolution  and  strive 
for  its  adoption.” 

Speaker  Holcomb:  This  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  Report  of  the 
Council,  Part  VI,  of  which  Dr.  Gerald  D.  Dorman, 
of  New  York,  is  chairman. 

Are  there  any  other  resolutions  from  Erie  County? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  Essex  County. 

Section  40 

Amendments  to  the  Bylaws 

Dr.  Joseph  A.  Geis,  Councillor:  This  concerns 
amendments  to  the  Bylaws: 

“Resolved,  that  the  Bylaws  be  amended  as  fol- 
lows: 

1.  Chapter  I,  Section  2,  subdivision  (a),  second 
line,  after  the  word  ‘society’  delete  the  words  ‘and 
the  assessments.’  On  the  third  line,  after  the 
word  ‘Society’  insert  ‘and  the  American  Medical 
Association.’  This  will  make  the  paragraph 
read:  ‘A  member  is  in  good  standing  when  his  dues 
to  his  county  society,  the  State  Society  and  the 
American  Medical  Association  have  been  paid 
when  they  are  due  and  payable.’ 

2.  In  subdivision  (c),  on  the  fifth  line,  delete 
the  word  ‘and,’  and  after  the  words  ‘State  Society’ 
add  ‘and  the  American  Medical  Association.’  This 
paragraph  will  then  read : ‘The  member  whose  dues 
and  assessments  are  unpaid  after  December  31  of 
any  current  year  shall  automatically  be  dropped 
from  the  rolls  of  membership  of  both  his  county  so- 
ciety, the  State  Society,  and  the  American  Medical 
Association  without  notice  to  such  member  by  his 
county  medical  society  or  the  Medical  Society  of 
the  State  of  New  York,  all  without  further  action 
on  the  part  of  either  the  county  society  or  the 
State  Society,  and  upon  such  date  he  shall  auto- 
matically cease  to  be  a member  of  all  three  socie- 
ties.’ 


3.  In  subdivision  ( d ),  delete  the  word  ‘State’  in 
the  first  line,  and  after  the  word  ‘assessments’ 
add:  ‘of  county  and  State  societies,  and  the 
American  Medical  Association.’  This  paragraph 
will  now  read:  ‘Dues  and  assessments  of  county 
and  State  societies,  and  the  American  Medical 
Association,  of  a member  elected  or  reinstated 
after  October  1,  shall  be  credited  to  the  succeed- 
ing year,  all  rights  and  privileges  of  membership, 
however,  dating  from  the  time  of  election;  . . .'  ” 
Speaker  Holcomb  : This  being  an  amendment  to 
the  Bylaws,  it  will  be  laid  over  for  action  until  next 
year. 

Franklin 

Fulton 

Genesee 

Section  41  (See  214) 

Blood  Banks  Pilot  Study  in  Genesee  County 

Dr.  Alfred  L.  George,  Genesee:  This  concerns 
the  Blood  Banks  Pilot  Study  in  Genesee  County: 
“Whereas,  the  Medical  Society  of  the  County 
of  Genesee  has  followed  with  intense  interest  the 
activities  and  programs  of  the  Blood  Banks  As- 
sociation of  New  York  State,  Inc.;  and 

“Whereas,  not  only  is  the  Medical  Society  of 
the  County  of  Genesee  in  enthusiastic  accord  with 
the  worth-while  objectives  of  the  Association  but 
would  welcome  an  opportunity  to  make  its  contri- 
bution to  the  performance  of  the  duties  and 
accomplishment  of  the  purposes  to  which  this 
program  is  dedicated;  and 
“Whereas,  the  Medical  Society  of  the  County 
of  Genesee  recently  has  learned  that  the  Associa- 
tion contemplates  the  establishment  on  a State- 
wide basis  of  a blood  assurance  program,  under 
which  family  groups  would  be  guaranteed  the 
boon  of  whole  blood  in  the  event  of  a genuine 
emergency,  in  return  for  donations  of  blood  by  one 
member  of  the  family;  and 

“Whereas,  before  embarking  upon  this  venture 
on  a State-wide  basis  the  Association  recognizes 
the  need  for  first  submitting  the  plan  on  a limited 
scale  with  a View  to  measuring  public  reactions  to 
the  program  and  obtaining  the  experience  data 
essential  to  the  development  of  the  program  on  a 
sound  footing;  and 

“Whereas,  in  order  to  obtain  these  public  reac- 
tions and  experience  information,  the  Association 
has  under  consideration  the  early  conduct  of  a 
series  of  so-called  ‘pilot  projects,’  each  of  which  is 
to  be  confined  to  a single  county  and  conducted  in 
cooperation  with  the  medical  society  for  such 
county;  and 

“Whereas,  the  Medical  Society  of  the  County 
of  Genesee,  in  stated  meeting  assembled  on  the 
afternoon  of  December  1,  1952,  went  on  record  as 
requesting  and  petitioning  the  Blood  Banks 
Association  of  the  State  of  New  York  and  the 
Blood  Banks  Commission  of  the  Medical  Society 
of  the  State  of  New  York  to  designate  Genesee 
County  as  one  of  the  counties  in  which  a ‘pilot 
project’  will  be  conducted,  and,  if  feasible,  Genesee 
County  would  enjoy  the  honor  of  being  the  first 
thus  selected;  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  recom- 
mend to  the  Blood  Banks  Association  of  New 
York  State,  Inc.,  that  consideration  be  given  to 
the  aforesaid  request  of  the  Medical  Society  of  the 
County  of  Genesee.” 

Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council. 
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Part  IV,  of  which  Dr.  Edward  F.  Shea,  of  Ulster,  is 
chairman. 

Greene 

Herkimer 

Jefferson 

Kings 

Section  43  (See  183) 

Free  Choice  of  Physician 

Dr.  Aaron  Kottler,  Kings:  Mr.  Speaker,  at  the 
request  of  the  Medical  Society  of  the  County  of 
Kings,  I am  introducing  the  following  resolution: 
“Whereas,  a bill  introduced,  at  the  request  of 
the  Medical  Society  of  the  State  of  New  York,  to 
amend  the  Insurance  Law  of  the  State  of  New 
York  in  relation  to  nonprofit  medical  indemnity 
and  hospital  service  corporation,  for  free  choice  of 
physician  in  prepaid  voluntary  health  insurance 
plans,  failed  of  passage  at  the  1953  session  of  the 
Legislature  of  the  State  of  New  York;  therefore 
be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1954 
session  of  the  Legislature  of  the  State  of  New 
York  of  a like  bill  (similar  to  Senate  Intro.  1082  of 
the  1952  session)  and  work  actively  for  its  pas- 
sage.” 

Speaker  Holcomb:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX,  of 
which  Dr.  Charles  W.  Mueller,  of  Kings,  is  chairman. 

Section  43  (See  182) 

Opposition  to  Licensing  of  Cultists 

Dr.  Charles  E.  Spratt,  Kings:  I am  introducing 
this  resolution  at  the  request  of  the  Medical  Society 
of  the  County  of  Kings: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  oppose  any  bills  for  the  licensing  of 
chiropractors  and  other  cultists;  and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  measures  to  secure  the  coopera- 
tion of  all  interested  persons  and  groups  in  opposing 
any  bills  to  license  chiropractors  and  other  cult- 
ists; and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  with  the  assistance  of  such  other 
persons  and  groups,  develop  and  conduct  a pro- 
gram for  the  education  of  the  people  of  the  State 
of  New  York  in  the  dangers  of  cult  practice.” 
Speaker  Holcomb:  This  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  of  which  Dr.  Charles  W. 
Mueller,  of  Kings,  is  the  chairman. 

Section  44  (See  175) 

Inclusion  of  Nervous  and  Mental  Disorders  in 
Medical  Practice  Act 

Dr.  Irving  J.  Sands,  Kings:  I am  introducing 
this  resolution  at  the  request  of  the  Kings  County 
Medical  Society,  the  American  Psychiatric  Associa- 
tion, the  New  York  Society  for  Clinical  Psychiatry, 
the  Bronx  County  Society  for  Psychiatry  and  Neu- 
rology, the  Brooklyn  Psychiatric  Association,  and  a 
dozen  more  which  I am  not  going  to  mention  now: 
“Whereas,  it  is  the  duty  of  physicians  and  sur- 
geons to  treat  sick  people;  and 

“Whereas,  sickness  may  be  the  result  of  physi- 
cal, chemical,  bacteriologic,  traumatic,  metabolic, 
emotional,  and  hereditary  causes;  and 

“Whereas,  the  Medical  Practice  Act  of  the 


State  of  New  York  does  not  include  the  treatment  I 
of  nervous  and  mental  disorders;  and 

“Whereas,  the  American  Psychiatric  Associa- 
tion at  its  meeting  in  Washington  on  February  8, 
1953,  passed  the  following  resolution:  'That  state 
medical  practice  acts  should  include  a statement  to 
the  effect  that  the  practice  of  medicine  includes  the 
diagnosis  and  treatment  of  all  mental  and  physical 
ills’;  and 

“Whereas,  the  American  Psychiatric  Associa- 
tion has  passed  a number  of  resolutions  relating  to 
psychotherapy  as  a part  of  the  branch  of  medicine 
and  condemning  the  practice  of  psychotherapy  by 
other  than  medically  trained  and  licensed  physi- 
cians when  done  independently  and  without 
supervision  by  such  trained  physicians;  and 

“Whereas,  many  psychologists  and  psychiatric 
social  workers  are  demanding  the  right  to  treat 
mentally  sick  people  by  psychotherapeutic  meas- 
ures; and 

“Whereas,  nonmedical  people  are  treating  per- 
sons suffering  from  nervous  and  mental  disorders 
and  are  soliciting  such  patients  by  advertisements 
in  newspapers  and  in  classified  telephone  direc- 
tories; therefore,  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  petition 
the  New  York  State  Legislature  to  amend  the 
Medical  Practice  Act  to  include  nervous  and  men- 
tal disorders  as  a part  of  the  duties  and  responsi-  , 
bilities  of  duly  licensed  medical  practitioners;  and 
be  it  further 

“ Resolved , that  a copy  of  this  resolution  be  sent  I 
to  each  member  of  the  Legislature  and  to  the  I 
Governor  of  the  State  of  New  York.” 

Speaker  Holcomb  : That  resolution  is  referred  to  I 
the  Reference  Committee  on  Report  of  the  Council,  j 
Part  IX,  dealing  with  legislation,  of  which  Dr. 
Charles  W.  Mueller,  of  Kings,  is  chairman. 

Section  45  (See  151) 

Hospital  Visiting  Staff  Tenure 

Dr.  Irving  J.  Sands,  Kings:  This  is  my  own 
resolution. 

“Whereas,  during  the  past  twenty-five  years 
hospitals  have  assumed  a greater  and  more 
important  role  in  the  treatment  of  the  sick;  and 

"Whereas,  it  has  become  an  indispensable  pre- 
requisite for  many  physicians  to  hospitalize  their 
patients  in  order  to  treat  them  adequately;  and 

“Whereas,  most  hospitals  have  a tenure  of 
office  for  members  of  the  visiting  medical  staff; 
and 

“Whereas,  many  doctors,  after  having  given 
the  greater  part  of  their  lives  for  the  development 
of  the  hospital  with  which  they  have  been  associ- 
ated, suddenly  find  themselves  without  any  hos- 
pital connections  and  are  unable  to  send  their 
patients  to  a voluntary  hospital;  and 

“Whereas,  the  span  of  life  for  physicians  has 
increased  as  has  that  of  the  rest  of  the  population; 
therefore  be  it 

“Resolved,  that  this  House  of  Delegates  recom- 
mends that  a tenure  of  office  be  guaranteed  to 
everv  member  of  the  visiting  staff  of  any  hospital 
and  that  the  retirement  age  of  the  physician  be 
sixty-five  years.” 

Speaker  Holcomb:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  Report,  of 
the  Council,  Part  VI,  of  which  Dr.  Gerald  D.  Dor- 
man, of  New  York,  is  chairman. 

Are  there  any  more  resolutions  from  Kings 
County? 
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Section  46  ( See  113) 

Medical  Placement  Service 

Dr.  Abraham  D.  Segal,  Kings:  This  concerns  a 
Medical  Placement  Service  and  reads: 

“Whereas,  there  are  small  communities  situ- 
ated within  the  State  of  New  York  which  are 
deficient  of  medical  personnel ; and 

“Whereas,  there  are  physicians  who  are  con- 
stantly seeking  a location  in  order  to  practice 
medicine;  and 

“Whereas,  ten  states  have  already  established 
placement  bureaus  which  are  rendering  valuable 
service  to  the  public;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  establish  a placement  committee 
through  which  aid  may  be  given  to  help  solve 
these  problems.” 

Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  III,  of  which  Dr.  William  E.  Gazeley,  of 
Schenectady,  is  the  chairman. 

Section  47  (See  169) 

Study  of  State  Society  Activities 

Dr.  Ben  A.  Borrow,  Kings:  At  the  request  of 
the  Kings  County  Medical  Society,  I am  introducing 
this  resolution: 

“Whereas,  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  has  recommended  an 
increase  in  the  membership  dues  to  the  Medical 
Society  of  the  State  of  New  York;  and 

“Whereas,  additional  dues  will  probably  cause 
a drop  in  the  membership  roster;  and 

“Whereas,  the  ever-expanding  activities  of  the 
Medical  Society  of  the  State  of  New  York  will 
make  additional  increases  in  the  dues  inevitable; 
therefore  be  it 

“Resolved,  that  the  Board  of  Trustees  be,  and  is 
hereby,  authorized  to  engage  efficiency  experts  to 
survey  the  activities  of  the  Medical  Society  of  the 
State  of  New  York  with  a view  to  recommending 
ways  and  means  of  curtailing  and  amalgamating 
such  activities  so  as  to  come  within  the  current 
income;  and  be  it  further 

“Resolved,  that  the  Board  of  Trustees  be,  and  is 
hereby,  authorized  to  expend  a sum  up  to  $10,000 
for  such  survey,  with  the  stipulation  that  its  re- 
port be  ready  for  the  next  annual  session  in  1954.” 
Speaker  Holcomb:  That  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  Reports  of  the 
Treasurer,  Trustees,  and  Finance  Committee,  of 
which  Dr.  Thomas  M.  Watkins,  of  St.  Lawrence,  is 
chairman. 

Section  48  (See  181) 

Free  Choice  of  Plan  in  Voluntary  Health  Insurance 

Dr.  David  B.  Monheit,  Kings:  At  the  request 
of  the  Medical  Society  of  the  County  of  Kings,  I 
am  introducing  the  following  resolution : 

“Whereas,  a bill  introduced  at  the  request  of 
the  Council  and  the  Legislation  Committee  of  the 
Medical  Society  of  the  State  of  New  York  in  rela- 
tion to  nonprofit  prepaid  health  insurance  corpora- 
tions, for  free  choice  of  plan,  failed  of  passage  at 
the  1953  session  of  the  Legislature  of  the  State  of 
New  York;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1954 
session  of  the  Legislature  of  the  State  of  New 


York  of  a like  bill  (Condon)  and  work  actively  for 
its  passage.” 

Speaker  Holcomb:  That  is  referred  to  the 

Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  of  which  Dr.  Charles  W. 
Mueller,  of  Kings,  is  the  chairman. 

Section  49  (See  198) 

Elaboration  of  Medical  Ethics  of  the  American 
Medical  Association 

Dr.  John  J.  Flynn,  Kings:  I am  presenting  this 
on  behalf  of  the  Brooklyn  Chapter  of  the  General 
Practitioners  Section  of  the  New  York  State  General 
Practitioners  and  the  National  A.A.G.P.: 

“Whereas,  the  physicians  in  general  practice  of 
the  State  of  New  York  realize  that  ill-advised, 
unfounded,  false,  and  misleading  news  releases  or 
statements,  such  as  the  recent  interview  published 
in  the  magazine  U.S.  News  by  one  who  takes  it 
upon  himself  to  assume  the  role  of  spokesman  for 
an  honored  and  respected  medical  organization, 
can  do  infinitely  more  harm  to  an  understanding 
between  doctors  of  medicine  and  the  American 
public  than  can  be  corrected  by  years  of  patient, 
thoughtful,  and  even  considered  effort;  and 
“Whereas,  the  Medical  Society  of  the  State  of 
New  York,  like  all  other  organized  groups  of  doc- 
tors, respects  its  position  as  a subsidiary  or  constit- 
uent of  the  parent  organization  of  all  medical  doc- 
tors in  the  United  States,  namely,  the  American 
Medical  Association;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  seeks  to  take  any  steps  necessary  to 
assist  in  effecting  a peaceful  unanimity,  rather 
than  a cacophonous  division  within  the  ranks  of 
American  doctors;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  firmly,  steadfastly,  and  sincerely  be- 
lieves in  the  basic  honor,  both  personal  and  pro- 
fessional, of  the  medical  doctors  of  the  United 
States;  and 

“Whereas,  the  general  practitioners  of  New 
York  State  neither  have  nor  desire  to  have  a 
quarrel  with  any  group  of  medical  specialists,  be- 
cause among  the  specialty  groups  are  many  re- 
spected, honest,  and  skillful  men  whom  we  sum- 
mon for  counsel  and  help;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  believes  that  the  recent  unsavory 
pseudoexpose  by  the  director  of  the  American 
College  of  Surgeons  forces  upon  the  medical  doctors 
of  America  an  urgent  necessity  for  the  settlement 
of  certain  basic  issues  to  prevent  future  assaults 
upon  the  honor,  integrity,  and  professional  standing 
of  general  practitioners;  and 

“ Whereas,  the  Medical  Society  of  the  State  of 
New  York  believes  this  task  can  only  be  accom- 
plished by  and  through  the  American  Medical 
Association;  therefore  be  it 
“Resolved  that: 

1.  The  American  Medical  Association  be 
asked  to  consider  some  means  of  controlling  public 
expressions  of  its  members  which  are: 

(a)  Beneath  the  dignity  doctors  strive  to 
attain  for  their  profession ; 

(b)  Inclined  or  intended  to  cast  aspersions 
upon,  arouse  suspicion  against,  or  under- 
mine the  public  confidence  in  any  par- 
ticular group  within  the  medical  profes- 
sion; 

(c)  Possible  acts  or  attempts  to  gain  prefer- 
ence unfairly  for  any  one  portion  or  group 
of  doctors  above  another,  because  each 
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group  of  doctors  has  its  service  to  per- 
form within  the  economy  of  medical  prac- 
tice, and  such  acts  are  too  often  the  prod- 
uct of  selfish  motives  (See  Chapter  III, 
Article  I,  Sections  1 and  4,  Principles  of 
Medical  Ethics); 

2.  The  American  Medical  Association  be  asked 
to  resist  attempts  by  any  group,  or  a spokesman 
for  any  group,  to  impugn  the  judgment,  of  the 
general  practitioner  or  other  qualified  doctor  of 
medicine,  in  performing  any  service  for  which  he  is 
qualified; 

3.  The  American  Medical  Association  be  asked 
to  define  explicitly  a method  by  which  joint  or 
combined  bills,  covering  the  professional  services 
of  several  doctors  in  respect  of  a single  case,  may 
be  rendered  to  a patient  or  his  legally  authorized 
agent  by  one  doctor,  acting  for  himself  and  those 
other  doctors  who  may  be  associated  with  him  in 
treating  the  single  case; 

4.  The  American  Medical  Association  be  asked 
to  distribute  and  disseminate  actively  and  thor- 
oughly to  the  American  people  information  as  to 
the  attitude  of  the  doctors  in  opposition  to  exorbi- 
tant fees,  unnecessary  surgery,  ghost  surgery, 
split  fees,  commissions,  and  referral  fees  but,  at 
the  same  time,  to  do  all  in  their  power  to  reassure 
the  public  that  although  a single  infraction  of 
medical  ethics  is  serious,  still  such  unethical  prac- 
tices are  the  exception  rather  than  the  rule  and 
that  the  doctors  will  make  every  effort  to  eliminate 
such  unethical  conduct  as  may  exist; 

5.  The  American  Medical  Association  be 
enjoined  more  adequately  to  disclose  through  its 
public  relations  media  the  functions  of  a medical 
doctor,  expand  the  understanding  of  uninformed 
people  of  doctor-patient  relationships  and  ethics, 
and  take  steps  to  strengthen  any  programs  for 
improvement  of  the  understanding  by  doctors  of 
doctor-patient  relationships;  and  be  it  further 

“Resolved,  that: 

1.  A copy  of  these  resolutions  be  forwarded  to 
the  proper  officers  of  the  American  Medical  Asso- 
ciation and  that  said  officers  be  requested  to  refer 
them  to  the  appropriate  committees,  commissions, 
or  councils  of  said  association  for  study  and  action; 
and 

2.  The  officers  of  the  American  Medical  Asso- 
ciation be  respectfully  requested  to  advise  the 
president  of  the  Medical  Society  of  the  State  of 
New  York  in  respect  to  the  disposition  and  action 
taken  after  due  consideration  by  the  American 
Medical  Association;  and 

3.  The  president  of  the  Medical  Society  of  the 
State  of  New  York  report  back  to  this  House  of 
Delegates  at  its  next  annual  meeting  what  shall 
have  occurred  in  respect  hereto;  and  be  it 

“Resolved,  that  the  delegates  of  the  State  of 
New  York  to  the  American  Medical  Association 
actively  work  for  the  passage  of  this  resolution.” 
Speaker  Holcomb:  This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  XII,  under  the  heading  of  Ethics,  with  Dr. 
Edward  P.  Flood,  of  the  Bronx,  as  chairman. 

Section  60  ( See  180) 

Injunction  Bill 

Dr.  Milton  B.  Spiegel,  Kings:  I wish  to  intro- 
duce the  following  resolution: 

“Whereas,  a bill  introduced  at  the  request  of 
the  Medical  Society  of  the  State  of  New  York  to 
amend  Section  6513  of  the  Education  Law  of  the 


State  of  New  York  in  relation  to  authorizing  the 
Attorney  General  to  apply  for  relief  by  injunction 
to  restrain  the  commission  of  any  act  which  is 
illegal  under  Article  131  of  such  law  (Medical 
Practice  Act),  failed  of  passage  at  the  1953  session 
of  the  Legislature  of  the  State  of  New  York; 
therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  cause  the  reintroduction  at  the  1954 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (similar  to  Senate  Intro.  94  of  the 
1949  session)  and  work  actively  for  its  passage.” 
Speaker  Holcomb:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX, 
Legislation,  of  which  Dr.  Charles  W.  Mueller  is 
chairman. 

Section  51  ( See  179) 

Malpractice  Liability  for  Interns  and  Residents  in 
Municipal  Hospitals 

Dr.  Solomon  Schussheim,  Kings:  The  Kings 
County  Medical  Society  requested  the  introduction 
of  the  following  resolution: 

“Whereas,  the  law  has  been  interpreted  by  the 
courts  not  to  protect  from  malpractice  liability 
interns  and  residents  who  receive  small  benefits 
through  room,  board,  and  stipend;  and 

“Whereas,  the  exclusion  of  residents  and 
interns  is  a great  hardship  because  they  have  a 
considerable  exposure  to  liability  in  such  institu- 
tions; and 

“Whereas,  they  are  unable  to  obtain  malprac- 
tice insurance  from  insurance  companies;  and 
“Whereas,  the  present  law  does  not  protect 
physicians  and  dentists  against  liability  for  wrong- 
ful death;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  in  the  Legis- 
lature of  the  State  of  New  York,  in  1954,  of  a 
similar  bill  as  the  McCaffrey  Bill  (Senate  Intro. 
754,  1953);  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  actively  work  for  the  passage 
of  this  bill.” 

Speaker  Holcomb:  Referred  to  Reference  Com- 
mittee on  Report  of  the  Council,  Part  IX,  Legisla- 
tion, Dr.  Charles  W.  Mueller,  chairman. 

Section  52 

Proposed  Change  in  Junior  Membership 

Dr.  Benjamin  M.  Bernstein,  Kings:  This  con- 
cerns proposed  change  in  junior  membership: 

“Whereas,  a regulation  now  exists  which  per- 
mits a recent  graduate,  up  to  five  years  after 
graduation  from  medical  school,  to  be  a junior 
member  of  the  county  and  State  medical  societies 
at  reduced  membership  fees;  and 

“Whereas,  most  graduates  from  medical  school 
now  spend  at  least  four  years  in  training  as  interns 
and  residents  and  an  additional  two  years  of  serv- 
ice in  the  armed  forces  before  going  into  prac- 
tice; and 

“Whereas,  under  such  circumstances  these 
physicians  would  not  then  be  eligible  for  the 
benefits  of  junior  membership;  therefore  be  it 
“Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  so 
as  to  provide  that  a physician  shall  be  eligible  for 
junior  membership  up  to  five  years  after  com- 
mencing practice,  except  where  such  physician  is  a 
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salaried  employe  of  a governmental  or  private 
agency;  and  be  it  further 

“Resolved,  that  the  American  Medical  Associa- 
tion be  requested  to  take  the  same  action  in  re- 
gard to  its  own  dues  by  establishing  a similar 
junior  membership.” 

Speaker  Holcomb:  That  is  an  amendment  to  the 
Bylaws  and  will  be  laid  over  for  action  next  year. 

Section  53 

Integration  of  County,  State,  and  American  Medical 
Association  Dues  and  Membership 

Dr.  Benjamin  M.  Bernstein,  Kings:  Integra- 
tion of  county,  State,  and  American  Medical  Associa- 
tion dues  and  membership: 

“Whereas,  the  American  Medical  Association 
is  composed  of  a loose  union  of  state  medical 
societies  without  integration  between  any  or  all  of 
the  state  societies  and  the  American  Medical 
Association;  and 

“Whereas,  the  American  Medical  Association, 
because  of  its  financial  requirements,  found  it 
necessary  to  assess  members  of  the  component 
state  societies  without  previous  discussion  by  or 
consent  of  the  state  societies;  and 

“Whereas,  the  American  Medical  Association 
then  found  it  advisable  to  establish  a dual  mem- 
bership by  which  separate  dues  may  be  paid  first 
to  the  county  and  state  societies  and  second  to  the 
American  Medical  Association,  by  which  one  may 
be  a member  of  the  county  and  state  society  with- 
out being  a member  of  the  American  Medical 
Association;  and 

“Whereas,  such  dual  membership  has  resulted 
in  a disproportionate  representation  of  delegates 
from  the  state  societies  to  the  American  Medical 
Association;  and 

“Whereas,  such  representation  is  wholly 
unequitable  and  tends  to  disenfranchise  many 
members  of  local,  county,  and  state  societies; 
therefore  be  it 

“Resolved,  that  the  entire  matter  of  representa- 
tion, integration  of  dues,  and  all  questions  affect- 
ing the  relationship  of  membership  in  county  and 
state  medical  societies  and  the  American  Medical 
Association  be  studied  by  a special  committee  of 
the  Council  for  submission  to  the  next  meeting  of 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York,  bearing  in  mind  that  unit 
membership  should  be  sought  and  one  dues  pay- 
ment at  the  county  level  be  established,  if  possible, 
for  membership  in  county,  state,  and  American 
Medical  Association.” 

Speaker  Holcomb:  This  resolution  is  referred  to 
the  Special  Committee  on  Constitution  and  By- 
laws, of  which  Dr.  A.  H.  Aaron  is  chairman. 

Section  5J+  ( See  178 ) 

Hospital  Practice  of  Medicine 

Dr.  Louis  Berger,  Kings:  Mr.  Speaker,  at  the 
request  of  the  Medical  Society  of  the  County  of 
Kings  I am  introducing  the  following  resolution: 

“Whereas,  hospitals  are  engaged  in  the  prac- 
tice of  medicine  through  the  medium  of  hiring 
physicians,  particularly  in  the  fields  of  anesthesi- 
ology, pathology,  roentgenology,  and  physio- 
therapy, and  in  some  instances  hiring  full-time 
surgeons,  internists,  and  other  specialists  on  a sal- 
ary basis;  and 

“Whereas,  these  practices  are  both  unethical 
and  illegal;  therefore  be  it  hereby 


“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  reintroduction  of  the 
Friedman  Bill  (Senate  Intro.  122,  1953)  at  the 
1954  session  of  the  Legislature  of  the  State  of  New 
York;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
bill.” 

Speaker  Holcomb:  That  is  referred  to  the 

Reference  Committee  on  Report  of  Council,  Part 
IX,  Legislation,  of  which  Dr.  Charles  W.  Mueller, 
of  Kings,  is  chairman. 

Section  55  (See  301 ) 

Contract  Practice 

Dr.  A.  W.  Martin  Marino,  Kings:  Mr.  Speaker, 
at  the  request  of  the  Medical  Society  of  the  County 
of  Kings,  I introduce  the  following  resolutions,  the 
first  one  being  on  contract  practice: 

“Whereas,  Chapter  III,  Article  VI,  Section  3, 
of  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York,  read 
as  follows: 

‘Contract  Practice 

Contract  practice  as  applied  to  medicine 
means  the  practice  of  medicine  under  an  agree- 
ment between  a physician  or  a group  of  physi- 
cians, as  principles  or  agents,  and  a corporation, 
organization,  political  subdivision,  or  individ- 
ual, whereby  partial  or  full  medical  services 
are  provided  for  a group  or  class  of  individuals 
on  the  basis  of  a fee  schedule  or  for  a salary  or 
for  a fixed  rate  per  capita. 

Contract  practice  per  se  is  not  unethical. 
Contract  practice  is  unethical  if  it  permits  of 
features  or  conditions  that  are  declared  un- 
ethical in  these  Principles  of  Professional  Con- 
duct or  if  the  contract  or  any  of  its  provisions 
causes  deterioration  of  the  quality  of  the  medical 
services  rendered’;  and 

“Whereas,  further  specific  changes  in  this  sec- 
tion are  necessary;  therefore  be  it 

“Resolved,  that  the  above  section  (Chapter  III, 
Article  VI,  Section  3)  of  the  Principles  of  Profes- 
sional Conduct  be  amended  to  read  as  follows: 

‘Contract  practice  as  applied  to  medicine 
means  the  practice  of  medicine  under  an  agree- 
ment between  a duly  licensed  physician  or  a 
group  of  duly  licensed  physicians,  as  principals 
or  agents,  and  a corporation,  organization, 
political  subdivision,  or  individual,  whereby 
partial  or  full  medical  services  are  provided  for  a 
group  or  class  of  individuals  on  the  basis  of  a 
fee  schedule,  or  for  a salary  or  for  a fixed  rate 
per  capita. 

‘Contract  practice  per  se  is  not  unethical. 
Contract  practice  is  unethical  if  it  permits  of 
features  or  conditions  that  are  declared  un- 
ethical in  these  Principles  of  Professional  Con- 
duct or  if  the  contract  or  any  of  its  provisions 
causes  deterioration  of  the  quality  of  the  medi- 
cal services  rendered’;  and  be  it  further 
“ Resolved , that  to  Chapter  III,  Article  VI,  the 
following  be  added  to  the  second  paragraph,  to 
wit: 

‘A  contract  with  a hospital,  organization  or 
political  subdivision  which  is  supported  in 
whole  or  in  part  by  public  funds  or  by  solicita- 
tion of  private  subscriptions,  to  diagnose  and 
treat  patients,  is  ethical  only  when  such  diagno- 
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sis  and  treatment  is  for  a patient  who  is  a public 
charge.’  ” 

Speaker  Holcomb  : That  is  referred  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part 
XII,  Ethics,  of  which  Dr.  Edward  P.  Flood,  of  the 
Bronx,  is  chairman. 

Section  56  {See  202) 

Free  Choice  of  Physician  (Principles  of  Professional 
Conduct) 

Dr.  A.  W.  Martin  Marino,  Kings:  The  second 
resolution  concerns  ' Free  Choice  of  Physician”  and 
reads: 

'Whereas,  Chapter  III.  Article  VI,  Section  4, 
of  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  reads  as 
follows: 

Free  Choice  of  Physician 

The  right  of  the  patient  freely  to  choose  his 
doctor  must  be  preserved  and  maintained. 
Nothing  in  any  individual  or  group  method  of 
practice  must  be  permitted  to  interfere  with 
this  right.’  and 

Whereas,  further  clarification  of  such  section 
is  necessary;  therefore  be  it 

Resolved,  that  the  following  be  added  to  the 
above  section,  to  wit: 

Free  choice  of  physician  is  defined  as  the 
unrestricted  freedom  of  a patient  to  choose  his 
own  physician.  The  interjection  of  a third 
party,  who  has  a valid  interest  or  who  inter- 
venes between  the  physician  and  the  patient, 
does  not  per  se  cause  a contract  to  be  unethical. 
A third  party  has  a valid  interest  when,  by  law  or 
volition,  the  third  party  assumes  legal  responsi- 
bility and  provides  for  the  cost  of  medical  care 
and  indemnity  for  occupational  disability. 

'If,  however,  the  third  party  be  an  organiza- 
tion or  corporation  which  agrees  to  provide 
medical  and/or  surgical  services  through  the 
medium  of  individual  or  group  practice,  pay- 
ment to  the  physicians  under  contract  being 
either  on  an  indemnity  or  a per  capita  basis,  a 
requirement  restricting  choice  of  physician  to 
either  the  individual  or  group  practitioners 
under  contract  vitiates  the  subscriber’s  right  to 
free  choice  of  physician.  This  is  against  the 
best  interests  of  the  public  and  of  the  medical 
profession.’  ” 

Speaker  Holcomb:  That  is  also  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XII,  Ethics,  of  which  Dr.  Edward  P.  Flood,  of 
Bronx,  is  chairman. 

Section  57  ( See  199) 

Proration  of  Fees 

Dr.  Arthur  P.  Kane,  Kings:  This  concerns 
"Proration  of  Fees”: 

"Whereas,  insurance  agencies  have  established 
the  practice  of  accepting  a single  voucher  from 
participating  physicians,  rendering  medical  care 
to  their  subscribers;  and 

'Whereas,  such  properly  itemized  combined 
statement  has  been  considered  as  being  ethical  by 
the  American  College  of  Surgeons;  and 

“Whereas,  Section  6514  of  the  Education  Law 
of  the  State  of  New  York  forbids  the  proration  of 
fees;  therefore  be  it 

"Resolved,  that  a new  section  to  be  labeled  Sec- 
tion 7 be  added  to  Art icle  VI  of  Chapter  III  of  the 


Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  to  wit: 
Probation  of  Fees 

It  is  not  unethical  for  a fee  to  be  prorated 
between  two  or  more  physicians  when  such 
physicians  actively  participate  in  the  rendering 
of  medical  and/or  surgical  care,  and  the  fee 
therefore  be  commensurate  with  the  services 
rendered;  and  the  patient  to  whom  such  care 
shall  have  been  rendered  shall  be  advised  of  the 
participation  and  of  the  distribution  of  the  fee 
through  an  itemized  combined  statement  or 
separate  statements.  Such  proration  would  be 
considered  ethical  if  it  is  limited  to  instances 
where  a contracted  fee  payment  for  a service  has 
been  made  by  an  insurance  company5;  and  be 
it  further 

"Resolved,  that  Section  6514  of  the  Education 
Law  of  the  State  of  New  York  be  amended  so  as  to 
permit  legally  such  proration  of  fees.” 

Speaker  Holcomb  : This  will  also  be  referred  to 
the  Reference  Committee  on  Report  of  the  Council. 
Part  XII.  Ethics,  of  which  Dr.  Edward  P.  Flood,  of 
the  Bronx,  is  the  chairman. 

Are  there  any  further  resolutions  from  Kings 
County? 

Lewis 

Livingston 

Madison 

Monroe 

Section  58  (Sec  191) 

Care  of  the  Aging 

Dr.  Leonard  Horn,  Monroe:  Mr.  Speaker  and 
members  of  the  House,  this  resolution  which  I am 
about  to  introduce  has  to  deal  with  the  care  of  the 
aging  population.  It  was  approved  by  the  Monroe 
County  Medical  Society  at  its  last  regular  meeting: 
'Whereas,  the  care  of  our  aging  population  is 
rapidly  becoming  a serious  sociologic  problem; 
and 

“Whereas,  nonprofit  voluntary  health  insur- 
ance Blue  Cross  and  private  plans  cover  the  age 
group  sixty-five  and  over  very  inadequately,  and 
illness  in  this  age  group  is  more  likely  to  be 
catastrophic  in  nature  and  require  prolonged 
hospitalization;  and 

“Whereas,  in  all  economic  discussions  relative 
to  medical  care  a definite  distinction  should  be 
made  between  the  cost  of  hospital  care  versus  the 
cost  of  the  attending  physician’s  services;  and 
Whereas,  free  choice  of  a ptn-sician  is  an  essen- 
tial ingredient  to  good  medical  care;  and 

"Whereas,  nonprofit  voluntary  health  insur- 
ance (Blue  Cross  I and  private  plans  could  enlarge 
their  scope  to  handle  this  age  group  and  the  State 
of  New  York  could  underwrite  them  for  losses 
incurred;  therefore  be  it 

" Resolved . that  the  Medical  Society  of  the  State 
of  New  York  request  the  Governor  of  the  State  of 
New  York  to  appoint  a Commission  composed  of 
prominent  individuals,  medical  and  nonmedical, 
to  study  this  problem  and  make  recommenda- 
tions.” 

Speaker  Holcomb  : This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  V,  having  to  do  with  Geriatrics,  of  which  Dr. 
Dwight  V.  Needham,  of  Onondaga,  is  chairman. 

Has  Monroe  County  any  further  resolutions? 

Montgomery 

Nassau 
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Section  59  ( See  l-U) 

Early  Submission  of  Resolutions 

Dr.  E.  Kenneth  Horton,  Nassau:  This  resolu- 
tion has  been  fathered  by  Eugene  Coon,  whom  most 
of  you  have  known  as  a member  of  the  House  of 
Delegates  for  several  years.  Being  very  active  on 
committees  for  several  years,  he  nas  conceived  a 
resolution  which  may  help  to  streamline  the  work  of 
the  House  of  Delegates,  where  he  worked  so  hard  for 
a long  time: 

“Whereas,  the  work  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  is 
continually  increasing,  and  the  time  for  accom- 
plishing its  labors  remains  necessarily  brief,  and 
since  the  major  portion  of  the  work  of  the  House  is 
done  by  the  introduction  of  resolutions  which  are 
referred  to  committees;  and 

“Whereas,  these  resolutions  have,  in  the  past, 
been  introduced  to  the  House  at  its  opening  ses- 
sion, a system  which  causes  most  resolutions  to  be 
a surprise  to  the  delegates,  leaving  no  time  either 
for  consideration  by  the  membership  of  the  Medi- 
cal Society  of  the  State  of  New  York  or  for  their 
delegates  to  receive  any  instructions  concerning 
them;  therefore  be  it  hereby 

‘‘Resolved,  that  this  procedure  be  changed  so 
that  in  1954  and  henceforth  all  resolutions  shall  be 
presented  to  the  Secretary  of  the  Medical  Society 
of  the  State  of  New  York  by  January  15  preceding 
the  Annual  Meeting  of  the  House  of  Delegates, 
that  by  February  15  the  Secretary  shall  have 
copies  of  such  resolutions  distributed  to  the  com- 
ponent county  societies  for  their  consideration  and 
instruction  to  their  delegates,  and  that  any  excep- 
tion to  this  rule  must  receive  the  approval  of  three 
fourths  of  the  House  of  Delegates.” 

It  says  three  fourths  of  the  House,  but  I think  that 
will  be  changed  by  the  Committee. 

Speaker  Holcomb:  This  will  be  referred  to  the 
Reference  Committee  on  Miscellaneous  Business  A, 
of  which  Dr.  George  J.  Lawrence,  Jr.,  of  Queens,  is 
the  chairman,  since  he  has  already  had  referred  to 
him  previously  a similar  resolution. 

New  York  County. 

Section  60  (See  216) 

Advertising  for  Professional  Blood  Donors 

Dr.  Alfred  M.  Hellman,  New  York:  In  the  early 
thirties  we  learned  there  was  great  trouble  in  getting 
blood  to  certain  individuals  who  needed  it.  In  New 
York  City,  largely  through  the  efforts  of  Dr.  Unger 
and  his  group,  this  has  been  practically  eradicated, 
so  now  practically  everybody  who  needs  blood  can 
get  it.  Here  is  a resolution  that  I am  bringing  up 
for  that  group  of  men,  and  I will  read  it: 

“Whereas,  a resolution  was  passed  at  the  1952 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  (introduced  by 
Dr.  William  Benenson,  Queens,  relative  to  adver- 
tising for  blood  donors),  criticizing  the  wording  of 
certain  newspaper  advertisements  for  blood  donors 
and  declaring  such  advertising  as  ‘bordering  on 
the  unethical  practice  of  medicine’;  and 

“Whereas,  a meeting  of  blood  bank  medical 
directors,  all  of  them  members  in  good  standing  of 
the  Medical  Society  of  the  State  of  New  York,  who 
are  affected  by  said  resolution,  resulted  in  such 
changes  in  the  wording  of  these  advertisements  so 
that  they  are  now  beyond  criticism;  and 

“Whereas,  these  advertisements  do  now  result 


in  approximately  250,000  blood  donations  annually 
in  New  York  City  alone  for  the  distribution  of 
blood  and  plasma;  and 

“Whereas,  the  blood  banks  affected  have  for 
years  supplied  and  do  now  supply  blood  and 
lasma  to  Veterans  Administration  and  civilian 
ospitals  which  have  no  blood  banks  or  which 
must  augment  their  supply  of  blood  by  purchasing 
it  from  outside  sources  and  to  practicing  physi- 
cians for  administering  blood  to  their  patients; 
and 

“Whereas,  if  in  any  way  this  supply  of  blood 
donors  is  eliminated,  a critical  shortage  of  blood 
and  plasma  for  transfusion  will  result,  endangering 
health  and  life  in  the  community;  and 

“Whereas,  the  blood  banks  using  newspaper 
advertisements  to  secure  donors  operate  under 
licensure,  inspection,  and  supervision  by  the  U.S. 
Public  Health  Service,  National  Institutes  of 
Health,  the  New  York  State  Department  of 
Health,  and,  in  New  York  City,  the  New  York 
City  Department  of  Health  and  must  and  do  ob- 
serve the  regulations  imposed  by  these  agencies; 
and 

“Whereas,  hospital  administrators  attest  to 
the  fact  that  these  blood  banks  supply  a satisfac- 
tory and  necessary  service;  and 

“Whereas,  the  New  York  City  Department  of 
Health  recognizes,  defines,  and  sets  forth  regula- 
tions of  professional  donors  (Section  108);  and 
“Whereas,  professional  donors  can  be  obtained 
only  by  means  of  advertising;  therefore  be  it 
“Resolved,  that  newspaper  advertising  for  pro- 
fessional blood  donors,  in  its  revised  form,  be 
declared  necessary  and  ethical  and  hereby  ap- 
proved.” 

This  resolution  is  signed  by  Dr.  Kenney  and 
myself. 

Speaker  Holcomb  : This  resolution  is  referred  to 
Reference  Committee  on  Report  of  Council,  Part  IV, 
having  to  do  with  blood  banks,  of  which  Dr.  Edward 
F.  Shea,  of  Ulster,  is  chairman. 

Section  61  ( See  176) 

Change  in  Medical  Practice  Act 

Dr.  Samuel  Z.  Freedman,  New  York:  This  is  a 
very  short  resolution,  and  it  is  introduced  by  the 
Medical  Society  of  the  County  of  New  York: 

“Whereas,  the  private  practice  of  psycho- 
therapy has  in  recent  years  been  increasingly  prac- 
ticed by  nonmedical  trained  personnel;  and 
“Whereas,  the  Council  of  the  American  Psy- 
chiatric Association  has  recommended  that  medi- 
cal practice  acts  of  states  should  be  amended 
wherever  it  is  not  stated  that  the  diagnosis  and 
treatment  of  mental  diseases  is  included  in  the 
practice  of  medicine;  and 

“Whereas,  the  Education  Law  of  the  State  of 
New  York  seems  vague  in  this  definition;  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  approving  an 
amendment  to  the  Medical  Practice  Act  of  the 
State  of  New  York  to  state  specifically  that  the 
diagnosis  and  treatment  of  mental  disorders  is 
part  of  the  practice  of  medicine.” 

Speaker  Holcomb  : This  is  similar  to  a previous 
resolution  and  will  have  to  be  referred  to  the  same 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  of  which  Dr.  Charles  W.  Mueller  is  chair- 
man. 
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Section  62  (See  203) 

Fee-Splitting 

Dr.  Joseph  E.  Corr,  New  York:  I have  two 
resolutions  to  introduce  on  behalf  of  the  Medical 
Society  of  the  County  of  New  York.  The  first  one 
concerns  “Fee-Splitting”: 

“Whereas,  Section  6514-2  (f)  of  the  New  York 
State  Education  Law  provides  that  the  license  or 
registration  of  a licensed  physician  may  be  re- 
voked, suspended,  or  annulled  or  the  individual 
reprimanded  or  disciplined  in  the  event  that  he 
has  directly  or  indirectly  requested,  received,  or 
participated  in  the  division,  transference,  assign- 
ment, rebate,  splitting,  or  refunding  of  a fee  for 
the  furnishing  of  medical  or  surgical  care,  diagno- 
sis, treatment,  or  sendees;  and 

“Whereas,  said  Section  further  provides  that, 
except  with  respect  to  medical  care  and  treatment 
under  the  Workmen’s  Compensation  Law,  physi- 
cians practicing  medicine  as  partners  or  in  groups 
may  pool  fees  and  monies  received  and  share, 
divide,  and  apportion  the  same  in  accordance 
with  a partnership  or  other  agreement;  and 
“Whereas,  the  practice  of  individual  physi- 
cians, not  organized  as  partnerships  or  groups  as 
permitted  by  law,  in  pooling  their  fees  and  shar- 
ing, dividing,  or  apportioning  such  fees  among 
themselves  or  remitting  such  fees  in  whole  or  in 
part  to  others,  including  hospitals,  for  any  pur- 
pose whatsoever,  is  in  direct  violation  of  the  terms 
and  provisions  of  said  Section  6514  of  the  Educa- 
tion Law;  and 

“Whereas,  the  practice  of  hospitals  and  physi- 
cians and  surgeons  employed  by  them  on  a full- 
time basis  in  apportioning  or  alioting  any  part  of 
the  fees  received  by  such  physicians  and  surgeons 
for  services  rendered  by  them  is  equally  in  viola- 
tion of  said  Section  6514  of  the  Education  Law; 
and 

“ Whereas,  in  the  opinion  of  the  Medical  Society 
of  the  State  of  New  York  such  practices  are  not 
only  illegal  but  are  inimical  to  the  best  interests  of 
the  public  and  of  the  medical  profession  and  tend 
to  disrupt  and  to  destroy  the  individual  practice 
of  medicine  by  independent  physicians  and  the 
free  choice  by  patients  of  their  own  physicians; 
therefore  be  it 

“Resolved,  that  the  practices  above-described 
are  condemned  by  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

“ Resolved , that  the  Attorney  General  of  the 
State  of  New  York  be  memorialized  to  institute 
such  legal  actions  as  he  may  deem  proper  for  the 
full  and  effective  enforcement  of  the  provisions  of 
Section  6514  of  the  Education  Law,  to  the  end 
that  such  practices  of  splitting  and  pooling  of  fees 
in  violation  of  law  may  be  eradicated.” 

Speaker  Holcomb:  This  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XII,  of  which  Dr.  Edward  P.  Flood,  of  the 
Bronx,  is  chairman. 

Section  63  ( See  151 ) 

Tenure  of  Hospital  Staff  Members 

Dr.  Joseph  E.  Corr,  New  York:  The  second 
resolution  I wish  to  introduce  concerns  “Tenure  of 
Hospital  Staff  Members” : 

“Whereas,  it  is  to  the  best  interest  of  patients, 
hospitals,  physicians,  and  public  policy  to  estab- 
lish an  equitable  system  of  tenure;  and 

“Whereas,  a system  of  tenure  protects  hospital 
staff  members  from  being  summarily  dismissed  or 


denied  their  annual  reappointment  except  for  just 
cause  and  yet  does  not  interfere  with  assignment 
for  service  protection;  and 

“Whereas,  a physician  who  has  been  sum- 
marily dismissed  has  been  injured  professionally 
and  financially;  and 

“Whereas,  a physician  who  has  given  loyal 
and  faithful  service  should  enjoy  security  of  hos- 
pital staff  privilege;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  a system  of  tenure 
be  set  up  and  that  no  man  be  summarily  dis- 
missed after  a probationary  period  of  three  years, 
except  for  good  and  sufficient  cause,  in  a hearing 
before  the  hospital  governing  board;  and  be  it 
further 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  a board  of  review 
be  set  up,  composed  of  fair  and  equal  representa- 
tion of  the  hospital  involved  and  the  local  medical 
society  of  the  county  involved.” 

Speaker  Holcomb  : That  is  referred  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part  VI, 
of  which  Dr.  Gerald  D.  Dorman  is  chairman,  having 
to  do  with  hospital  and  professional  relations. 

Section  64  ( See  111 ) 

Approval  of  Reed-Jenkins  Bill 

Dr.  Philip  D.  Allen*,  New  York:  Gentlemen,  the 
New  York  County  delegation  was  mandated  to 
present  the  following  resolution  by  majority  vote  at  a 
regular  meeting  held  on  February  3,  1953: 

“Whereas,  the  Reed-Keogh  Bill  and  the  exten- 
sion of  Federal  Social  Security  to  include  self- 
employed  physicians  would  be  desirable;  and 
“ Whereas,  the  Reed-Jenkins  Bill  is  the  current 
bill  corresponding  to  the  Reed-Keogh  Bill;  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  approve  the  Reed-Jenkins  Bill  and 
the  principle  of  Federal  Social  Security  to  include 
self-employed  physicians.” 

Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Miscellaneous  Business  B. 
of  which  Dr.  E.  Dean  Babbage,  of  Erie,  is  chairman. 

Section  65  (See  152) 

Intern  Training 

Dr.  William  B.  Rawls,  New  York:  This  is 
introduced  as  an  individual: 

“ Whereas,  according  to  the  report  of  the  Coun- 
cil on  Medical  Education  of  the  American  Medical 
Association,  as  published  in  the  September,  1952, 
issue  of  the  Journal  of  the  American  Medical 
Association,  there  were  6,080  graduates  during  the 
year  of  June,  1951,  to  June,  1952,  and  there  were 
11.253  available  internships  during  this  same 
period;  and 

“Whereas,  a two-year  rotating  hospital  service 
will  give  better  training  to  men  entering  the 
armed  sendees  or  private  practice  and  will  serve 
to  train  them  for  general  practice  and  may  help  to 
solve  the  severe  shortage  of  interns;  and 

“Whereas,  there  is  a proposed  rule,  to  become 
effective  June,  1954,  that  any  hospital  not  securing 
two  thirds  of  its  required  quota  of  interns  for  two 
years  in  succession  shall  be  dropped  from  the 
accredited  lists;  and 

“Whereas,  if  all  the  available  interns  are  in- 
cluded, it  is  equivalent  to  only  54  per  cent  of  the 
required  number  and  would  therefore  be  12  per 
cent  below  the  two-thirds  mark  set  by  the  Council 
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on  Medical  Education  of  the  American  Medical 
Association;  and 

“Whereas,  some  would  receive  more  than 
others,  and  eventually  it  would  require  dropping  a 
great  many  hospitals  from  the  accredited  lists; 
and 

“Whereas,  it  most  likely  would  affect  the  small 
community  hospitals  first  and  thus  defeat  our 
intention  of  trying  to  train  men  in  their  own  com- 
munity to  obtain  a wider  distribution  of  doctors; 
and 

“Whereas,  such  a rule  is  manifestly  unfair 
since  it  would  mean  dropping  a hospital  for  no 
fault  of  its  own,  but  because  it  cannot  secure  a 
nonexistent  intern;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  favoring  a two-year  rotating  hospital 
service  and  that  the  armed  services  be  asked  to 
defer  recent  graduates  for  a two-year  training 
period  and  that  every  effort  possible  be  made  to 
obtain  the  necessary  action  on  this  proposal;  and 
be  it  further 

“Resolved,  that  the  House  of  Delegates  ask  that 
the  Council  on  Medical  Education  of  the  American 
Medical  Association  rescind  the  rule  of  dropping  a 
hospital  from  the  accredited  list  for  not  obtaining 
two  thirds  of  its  quota  of  interns  for  two  years  in 
succession;  and  be  it  further 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  be  instructed  to 
introduce  a similar  resolution  in  the  House  of  Dele- 
gates of  the  American  Medical  Association  at  its 
meeting  in  June,  1953.” 

Speaker  Holcomb:  That  resolution  is  referred  to 
Reference  Committee  on  Report  of  the  Council, 
Part  VI,  of  which  Dr.  Gerald  D.  Dorman,  of  New 
York,  is  chairman. 

Are  there  any  more  resolutions  from  New  York 
County? 

Niagara 

Oneida 

Onondaga 

Ontario 

Section  66  ( See  153) 

Licensure  of  Cultists 

Dr.  M.  Edgerton  Deuel,  Ontario:  The  subject 
of  this  resolution  is  “Licensure  of  Cultists”: 

“Whereas,  for  at  least  twenty-seven  years  the 
Medical  Society  of  the  State  of  New  York  has 
opposed  bills  introduced  into  the  Legislature  of 
the  State  of  New  York  for  the  purpose  of  granting 
license  to  practice  chiropractic  and  other  forms  of 
cult  medicine  on  the  grounds  of  inadequate  educa- 
tional requirements  and  inadequate  scientific  proof 
of  the  premise  on  which  such  treatment  is  based; 
and 

“Whereas,  bills  proposing  the  licensure  of  such 
groups  have  died  in  committee,  or  have  been 
defeated  by  distressingly  small  majorities,  or  on 
one  occasion  have  been  vetoed;  and 

“Whereas,  the  defeat  of  these  bills  has  made 
no  change  whatever  in  the  ability  of  the  courts  to 
secure  convictions  of  the  members  of  these  groups 
for  the  illegal  practice  of  medicine;  and 

“Whereas,  such  failure  to  become  licensed  to 
practice  has  resulted  in  the  entrance  into  this 
State  of  chiropractors  and  others  who  have  failed 
to  secure  license  to  practice  in  other  states,  and 
others  who,  knowing  that  restrictions  in  this  State 
are  not  enforced,  have  never  tried  for  licensure 
elsewhere;  and 


“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  repeatedly  pledged  itself  not  to 
oppose  the  licensing  of  chiropractors  or  any  other 
cult  provided  that  they  elevate  their  educational 
and  ethical  standards  to  a parity  with  that  re- 
quired of  candidates  for  license  to  practice  medi- 
cine in  this  State;  therefore  be  it 

“Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  directed  to 
make,  or  cause  to  be  made,  such  studies  as  will 
enable  the  drafting  and  introduction  of  a bill  into 
the  next  regular  session  of  the  legislature  to  amend 
or  so  change  the  Medical  Practice  Act  as  to  leave 
no  loopholes  whereby  prosecution  and  conviction 
for  illegal  practice  of  medicine  can  be  evaded;  and 
be  it  further 

“Resolved,  that  such  bill  shall  contain  provisions 
imposing  on  all  applicants  for  licensure  involving 
the  diagnosis,  treatment,  or  care  (within  the  mean- 
ing of  the  Medical  Practice  Act  as  herein  pro- 
posed) of  any  mental,  psychologic,  or  physical 
human  complaint,  ailment,  deformity,  or  other 
condition,  whether  physiologic  or  pathologic,  ex- 
cept as  they  have  first  conformed  to  the  educa- 
tional and  ethical  requirements  that  now  apply  or 
may  hereafter  be  imposed  by  law  on  applicants  for 
lieense  to  practice  medicine  in  this  State;  and  be  it 
further 

“Resolved,  that  proper  exemption  be  made  for 
all  groups  now  licensed  to  treat  or  care  for  all  or 
any  specific  part  of  the  human  anatomy.” 
Speaker  Holcomb  : I believe  that  this  should  be 
referred  to  Dr.  Dorman’s  Committee  on  Medical 
Licensure  for  study.  We  have  already  over- 
burdened the  reference  committee  dealing  with 
legislation.  It  is  so  referred  to  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VI,  Dr. 
Dorman,  chairman. 

Has  Orange  County  any  resolutions? 

Orleans 

Oswego 

Section  67  (See  128) 

Remission  of  Dues  for  Dr.  Gladman 

Dr.  Olxn  J.  Mowry,  Oswego:  Mr.  Speaker,  this  is 
in  regard  to  the  remission  of  dues  for  Dr.  Gladman. 
Dr.  Gladman  is  one  of  our  honored  members  of 
Oswego  County.  He  is  seventy-eight  years  old, 
and  he  is  active  in  our  county  society  affairs.  The 
county  society  wishes  to  introduce  the  following 
resolution : 

“Whereas,  Dr.  Everett  A.  Gladman  has 
reached  the  age  of  seventy-eight  years;  and 
“Whereas,  Dr.  Everett  A.  Gladman  was  a 
member  in  good  standing  of  the  Medical  Society  of 
the  State  of  New  York  from  1903  until  December 
31,  1952;  and 

“Whereas,  because  of  misunderstanding  of 
eligibility  for  retired  membership  in  the  Medical 
Society  of  the  State  of  New  York,  he  failed  to  pay 
State  Society  dues  for  1952;  and 

“Whereas,  the  Medical  Society  of  the  County 
of  Oswego  has  declared  Dr.  Everett  A.  Gladman 
eligible  for  retired  membership  in  that  society  as 
of  the  year  1952;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  remit 
Dr.  Everett  A.  Gladman’s  dues  for  the  year  1952 
thereby  returning  him  to  good  standing,  and  elect 
him  to  retired  membership  in  the  Medical  Society 
of  the  State  of  New  York.” 

Speaker  Holcomb  : I will  refer  that  to  the  Refer- 
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ener  Committee  on  Report  of  the  Secretary.  of 
which  Dr.  Theodore  R.  Proper,  of  Orange,  is  the 
chairman.  It  will  have  to  be  referred  to  the  House 
for  action  by  that  reference  committee. 

Oswego 

Putnam 

Queens 

Section  6S  (See  ISO ) 

Legal  Protect::'"  in  Alleged  Criminal  Xegliger.ee 

Db.  Hexbt  I.  Fixeherg,  Queen*:  This  is  a short 
resohnion  from  Queens  County: 

"Whereas.  in  a recent  case  alleging  malprae- 
lice  on  the  part  of  a member  of  the  Medical  So- 
ciety of  the  State  of  Xew  York,  a concurrent 
: range  criminal  negligence  resulted  in  indict- 

ment of  the  accused  on  a charge  of  second  degree 
manslaughter;  and 

• Where  »s.  the  distinction  between  malprae- 
::  :e  and  criminal  negligence  is  extremely  vague  so 
•Lai  there  may  be  increasing  repetition  of  the 
aforementioned  actions;  and 

••Whereas,  the  Medical  Society  of  the  State  of 
Xew  York  provides  no  legal  defense  against 
alleged  --riminal  negligence  comparable  to  that 
provided  for  a lie  ged  malpractice;  therefore  he  it 

' ' Remitted.  that  the  H : vise  of  Delegates  instruct 
the  Council  to  study  the  feaabilfry  of  providing 
such  protection  and  take  the  necessary  steps  to 
implement  it.” 

Speaker  Hoixomb:  This  will  be  referred  to  the 
Reference  Committee  or.  Report  of  the  Malpractice 
Insurance  and  Defense  Board,  of  which  Dr.  Walter 
S.  Bennett,  of  Washington,  is  chairman. 

•Section  69  (See  216 ) 

Advertising  for  Professional  Blood  Donors 

Dr.  Johx  Scaxxeu,  Queen*:  The  subject  of  this 
res;  luti  on  is  advertising  for  flood  doners: 

Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in  May. 
1952.  unanimously  adopted  a resolution  dts- 
approving  paid  advertisements  r • lool  donors: 
and 

"Whereas,  since  then,  there  have  appeared,  at 
various  times,  paid  advertisements  in  the  public 
press  for  Mood  donors.  In  substantiation  of  this 
statement  there  is  submitted  herewith,  a marked 
copy  of  the  .Vftr  Tort  Journal  Ame.rieam.  dated 
March  19,  1953.  containing  seven  such  advertise- 
ments for  blood  donors  indicating  ’Fee  Paid.’ 
‘Immediate  Payment,'  'Cash  Paid.’  and  various 
other  evidence  of  inducements  (Exhibit  A at- 
tached j and  also  a marked  copy  of  the  Brootlyn 
Eagle,  'dated  March  24.  1953  'Exhibit  B ; and 

"Whereas.  there  have  appeared  several  artirfe-s 
questioning  the  value  of  blood  received  from  such 
honors  sec-  following  r ahlliography  : 

1.  Journal  of  the  .4  mnericam  Medical  A**ociri- 
tion,  February  28,  1953 — voL  151,  p.  699. 

2.  New  Vork  State  Jocrxal  or  Medi- 
oxe.  June  15,  1947 — vol.  47,  no.  12. 

3.  Ameathaialagig,  January.  1950 — voL  11, 
no.  1,  p.  49. 

4.  Excerpt  from  Lancet.  "Blood  Transfusion 
Around  the  World,"  September  1, 1951. 

5.  Department  of  Health  of  the  City  of  New 
York.  Weekly  Bulletin.  September  14,  1929 — 
vol.  18,  no.  37 : therefore  he  it 

'‘Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  looks  with  disfavor  on  such  paid 


advertisements  and  urges  all  doctors  to  refrain 

from  such  practice.” 

Speaker  Holcomb:  Referred  to  Reference  Com- 
mittee on  Report  of  Council.  Part  IV.  Blood  Banks, 
of  which  Dr.  Edvard  F.  Shea  is  chairman. 

Section  70  (See  200) 

Course  in  Medical  Ethics  for  Medical  Students 

Dr.  Sol  Axe  lb.  id.  Queens:  This  resolution  from 
the  Medical  Society  of  the  County  of  Queens  per- 
tains to  medical  ethics: 

■ Whereas,  it  appears  that  a considerable  num- 
ber of  young  physicians  are  poorly  informed  on 
matters  of  medkal  ethics;  and 

"Whereas,  infractions  of  the  Principle*  of  Pro- 
fessional Conduct  are  frequently  condoned  on  this 
basis;  therefore  be  it 

"Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  mail  a copy  of  the  Principle * of  Pro- 
fessional Conduct  of  the  Medkal  Society  of  the 
State  of  New  York  and  a copy  of  the  Medical 
Practice  Act  of  the  State  of  New  York  to  even- 
new  licentiate  in  medicine  in  New  York  State; 
and  be  it  further 

"Remind.  that  the  Medical  Society  of  the  S-ate 
of  New  York  recommend  to  the  medical  schools  in 
this  State  that  a detailed  course  in  medkal  ethics 
be  given  as  part  of  the  curriculum  in  the  fourth 
year;  and  be  it  further 

' ' Reared,  that  the  Medkal  Society  of  the 
State  of  New  York  offer  to  make  available  to  the 
medical  schools  the  materials  and  personnel  re- 
quired for  this  purpose. 

Speaker  Holoovb:  Referred  to  the  Reference 
Committee  on  Report  of  Council.  Part  XII.  having 
to  do  with  ethics,  erf  which  Dr.  Edward  P.  Flood,  of 
the  Bronx,  is  chairman. 

Section  71  (See  144} 

Use  of  Television  for  Medical  Education 

Dr.  Fkaxk  J.  Cerxiglia,  Queen*:  This  is  being 

introduced  on  behalf  of  the  Queens  County  Medi- 
cal Society: 

Whereas,  television  offers  an  ideal  method  for 
the  teaching  of  medkin-  and  the  transmission  of 
desirable  knowledge  to  the  lay  public  under  proper 
ethkal  control;  and 

■ ' W HERE'.-,  postgraduate  medi  al  education,  by 
means  of  television,  can  initiate  a program  of 
voluntary  nonprofit  subscription,  revenue  from 
which  may  be  applied  to  support  all  medical  educa- 
tion; and 

W eereas.  the  kinescope  recording  of  such  lec- 
tures and  demonstrations  offers  the  opportunity 
to  carry  medkal  progress  to  the  most  remote 
areas  of  the  State;  therefore  be  it 

“'Remind,  that  the  Medkal  Society  of  the 
State  of  Xew  Yack  favors  the  establishment  of 
television  broadcasting  stations  for  educational 
purposes  in  k-epimg  with  the  plan  of  the  Board  of 
Regents  of  the  University  of  the  State  of  Nei 
York,  or  some  like  program;  and  be  it  further 

Remind.  that  the  Council  of  the  Medical 
Society  off  the  State  of  Xew  York  petition  the 
Governor,  the  Temporary  Commission  on  the  Use 
of  Television  for  Educational  Purposes,  and  the 
Legislature  of  the  State  of  Xew  York  to  favor  the 
establishment  of  such  broadcasting  stations  for 
educational  television;  and  be  it  further 

■ ‘ Reared,  that  the  Council  of  the  Medical 
Society  of  the  State  of  Xew  York  be  urged  to 
work  fur  and  keep  abreast  of  progress  made  tow  ard 
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these  ends  and  request  that  specified  time  be  made 
available  to  the  medical  profession  for  medical 
educational  television  under  the  auspices  of  the 
Medical  Society  of  the  State  of  New  York,  the 
medical  colleges  and  universities  in  the  State,  the 
New  York  Academy  of  Medicine,  and  other  local 
academies  and  agencies  in  the  several  communities 
where  such  facilities  will  be  available.” 

Speaker  Holcomb:  Referred  to  Reference  Com- 
mittee on  Report  of  Council,  Part  I,  under  Post- 
graduate Education,  of  which  Dr.  George  A. 
Burgin,  of  Herkimer,  is  chairman. 

Section  72 

Amendment  to  Constitution — Board  of  Censors 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  This 

resolution  from  the  County  of  Queens  Medical  So- 
ciety amends  the  Constitution  of  the  State  Society: 
“Whereas,  the  Board  of  Censors  of  the  Medical 
Society  of  the  State  of  New  York  is  presently  con- 
stituted so  that  there  is  no  assurance  that  it  will 
be  composed  of  physicians  who  have  had  appro- 
priate experience;  and 

“Whereas,  it  is  important  that  this  Board  of 
Censors  be  a continuing  body;  therefore  be  it 
“Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  so 
that  the  Article  VII  shall  read  as  follows: 

‘Article  VII — Board  of  Censors.  There  shall 
be  a Board  of  Censors  consisting  of  the  Presi- 
dent, the  Secretary  of  the  Society,  and  eight 
members  who  shall  be  elected  by  the  House  of 
Delegates  in  1954.  Two  of  these  shall  be 
elected  for  terms  of  two  years,  two  for  terms  of 
four  years,  two  for  terms  of  six  years,  and  two  for 
terms  of  eight  years.  Terms  of  office  shall  begin 
as  of  the  date  of  election.  As  terms  expire,  the 
vacancies  shall  be  filled  by  appointment  by  the 
President,  with  the  consent  of  the  Council  for 
terms  of  four  years.  Vacancies  occurring  prior 
to  expiration  of  term  shall  be  similarly  filled  for 
the  unexpired  term.’  ” 

Speaker  Holcomb:  This  will  be  referred  to  Dr. 
Aaron’s  Special  Committee  on  Constitution  and  By- 
laws for  action  next  year. 

Are  there  any  more  resolutions  from  Queens 
County? 

Rensselaer 

Richmond 

Section  73  (See  109) 

Legalizing  of  Distribution  of  Narcotics 

Dr.  Walter  T.  Heldmann,  Richmond:  I have 
two  resolutions  to  introduce  at  the  request  of  the 
Richmond  County  Medical  Society.  The  first  con- 
cerns “Legalizing  of  Distribution  of  Narcotics”: 

“Whereas,  the  medical  profession,  in  its  tradi- 
tional role  as  guardian  of  the  public  health,  has 
been  distressed  by  the  narcotic  problem  and  its 
apparent  increase;  and 

“Whereas,  the  average  user  of  narcotics  must 
spend  from  $15  to  $100  per  day  to  keep  himself 
supplied  with  drugs;  and 

“Whereas,  the  crime  in  drug  addiction  stems 
from  the  inability  of  persons  of  moderate  means  to 
purchase  drugs  at  present  illegal  prices;  and 
“Whereas,  the  most  serious  of  these  crimes  is 
the  conversion  of  each  addict  into  a salesman,  with 
consequent  formation  of  new  addicts;  and 

“Whereas,  the  use  of  morphine  and  heroin  in 
themselves  do  not  incite  these  unfortunate  people 
to  crime,  since  both  drugs  are  depressants;  and 


“Whereas,  the  narcotic  trade  exists  only  be- 
cause of  the  huge  profits  involved  (for  example,  2 
pounds  of  heroin  can  be  bought  for  $10  in  China 
and  sold  after  cutting  and  packaging  for  $80,000  or 
more);  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  favors  the  legalizing  of  the  distribu- 
tion of  narcotics  free  of  charge  with  proper  safe- 
guards, as  follows: 

1.  Establish  narcotics  clinics  in  all  cities,  as 
the  need  appears,  under  the  aegis  of  the  Federal 
Bureau  of  Narcotics; 

2.  Register  and  fingerprint  all  who  apply  (to 
prevent  reregistering  in  other  clinics); 

3.  Do  not  demand  that  these  addicts  be 
forcibly  confined,  as  they  are  now; 

4.  Determine  the  smallest  amount  of  pure 
drug  that  will  relieve  the  patient  of  his  symp- 
toms; 

5.  Administer  this  uncut  material  by  the 
doctor  or  under  his  supervision  and  under 
sterile  precautions; 

6.  Keep  accurate  records  of  dosages; 

7.  Never  give  any  supply  to  the  addict,  dos- 
age to  be  given  only  at  the  clinic; 

8.  Nominal  charge  for  the  actual  cost  of  the 
drug,  possibly  15  to  30  cents; 

9.  Make  an  effort  to  effect  a cure,  where 
possible,  using  hospitalization  if  the  patient 
acquiesces;  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  instruct  its  delegates  to  the  American 
Medical  Association  to  work  actively  for  the 
enactment  of  Federal  legislation  embodying  these 
principles.” 

Speaker  Holcomb:  This  will  be  referred  to  the 
Reference  Committee  on  Miscellaneous  Business  B, 
of  which  Dr.  E.  Dean  Babbage  is  the  chairman. 

Section  74  ( See  152) 

Desirability  of  Rotating  Internships 

Dr.  Walter  T.  Heldmann,  Richmond:  The 

second  resolution  concerns  “Desirability  of  Rotating 
Internships”: 

“Whereas,  the  shortage  of  interns  in  suburban, 
rural,  and  smaller  metropolitan  hospitals  is  in- 
creasing and  the  discrepancy  between  the  number 
of  interns  and  places  is  likely  to  become  even  more 
pronounced  as  more  Federal  and  non-Federal  hos- 
pitals are  built;  and 

“Whereas,  the  shortage  of  first-year  interns  is 
not  directly  due  to  the  needs  of  the  armed  forces, 
since  the  recent  graduate  is  permitted  a year’s 
training;  and 

“Whereas,  the  real  cause  of  scarcity  of  such 
interns  lies  in  the  growing  house  staffs  of  our  larger 
metropolitan  hospitals,  and  these  highly  trained 
recent  graduates  serve  as  little  more  than  clinical 
clerks  in  a ‘straight’  one-year  internship;  and 

“Whereas,  these  same  individuals  can  acquire 
considerably  more  practical  experience  in  an 
approved  rotating  internship  in  these  smaller 
hospitals,  which  art  ill  equipped  for  residency 
training,  which  by  all  odds  can  be  done  better  in 
the  larger  metropolitan  hospitals;  and 

“Whereas,  such  rotating  training  will  give  the 
young  physician  considerable  training  in  general 
medicine  and  may  well  serve  to  augment  our  ever- 
diminishing  ranks  of  general  practitioners;  and 

“Whereas,  such  training  may  help  the  intern 
more  properly  to  make  a choice  of  a specialty  or  of 
general  practice;  therefore  be  it 
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“Resolved,  that  all  properly  qualified  general 
hospitals  with  a bed  capacity  under  250  be  ap- 
proved for  rotating  internships  only;  and  be  it 
further 

“Resolved,  that  the  straight  one-year  internship 
of  larger  hospitals  be  discontinued  and  that  larger 
hospitals  be  approved  only  for  residency  training; 
and  be  it  further 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  implement 
this  resolution  before  the  joint  hospital  regulating 
bodies  of  the  American  Medical  Association,  the 
American  Hospital  Association,  the  American 
College  of  Surgeons,  and  the  American  College  of 
Physicians.” 

Speaker  Holcomb  : This  is  referred  to  Reference 
Committee  on  Report  of  Council,  Part  VI,  of  which 
Dr.  Gerald  D.  Dorman  is  chairman.  A few  moments 
ago  I extended  my  sympathy  to  the  Legislation 
Committee;  I am  now  extending  it  to  Dr.  Dorman. 
Rockland 
St.  Lawrence 
Saratoga 
Schenectady 
Schoharie 
Schuyler 
Seneca 
Steuben 
Suffolk 

Section  75  (See  138 ) 

Revision  of  Fee  Schedule  for  Welfare  Cases 

Dr.  Sol  Shlimbaum,  Suffolk:  This  resolution  is 
submitted  through  the  Suffolk  County  Medical  So- 
ciety. The  subject  is  “Revision  of  Fee  Schedule  for 
Welfare  Cases.”  I have  attached  the  revision  of 
fees  and  the  schedule  here: 

“Whereas,  fees  for  welfare  cases  have  been  the 
same  for  five  years;  and 

“Whereas,  fees  for  workmen’s  compensation 
and  other  insurances  and  many  other  fees  have 
been  revised  upward;  and 

“Whereas,  all  medical  and  hospital  expenses 
have  increased  considerably  over  these  years;  and 

“Whereas,  a recent  schedule  of  revised  fees  has 
been  proposed;  and 

“Whereas,  efforts  to  gain  approval  of  the  re- 
vised schedules  from  the  State  Department  of 
Social  Welfare  have  met  with  no  success;  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  approving  the  pro- 
posed revision  of  fees  for  welfare  cases.” 

Speaker  Holcomb:  This  will  be  referred  to 
Miscellaneous  Business  A,  of  which  Dr.  George  J. 
Lawrence,  Jr.,  of  Queens,  is  chairman. 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Section  76  (See  146) 

Re-evaluation  of  Postgraduate  and  Residency 
Training 

Dr.  Walter  S.  Bennett,  Washington:  The 

Washington  County  Medical  Society  submits  the 
following  resolution: 

“Whereas,  postgraduate  medical  education  and 


residency  training  programs  over  recent  years 
have  been  greatly  influenced  by  the  various 
specialty  boards  and  have  largely  done  away  with 
the  old  preceptor  system,  which  did  have  certain 
advantages;  and 

“Whereas,  these  specialty  boards  have  been 
set  up  with  the  approval  or  cooperation  of  the 
Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association;  and 

“Whereas,  the  members  of  the  governing 
bodies  of  the  various  boards  and  of  the  Council  are 
largely  university  physicians  and  not  men  in  the 
active  practice  of  their  professioh;  and 

“Whereas,  this  has  tended  to  insure  a steady 
output  of  residents  trained  for  teaching  or  research 
but  not  for  practice;  and 

“Whereas,  the  nonuniversity  hospitals  and 
their  specialists  throughout  the  country,  who  now 
have  difficult}'  getting  assistants  or  residents, 
could  provide  a wide  range  of  teaching  material 
that  is  being  largely  overlooked  at  present; 
therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  petition  the  American  Medical 
Association  at  the  next  meeting  of  its  House  of 
Delegates  to  appoint  a committee  representing 
both  university  teachers  and  practicing  physicians 
to  investigate  and  re-evaluate  the  basic  funda- 
mentals of  the  present  postgraduate  and  residency 
training  program  and  insure  some  representation 
of  active  practicing  physicians  on  the  various 
specialty  boards  and  the  Councils  of  the  A.M.A.” 
Speaker  Holcomb:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  I,  under 
Postgraduate  Education,  of  which  Dr.  George  A. 
Burgin  is  chairman. 

Are  there  any  resolutions  to  be  introduced  from 
Wayne  County? 

Westchester 

Section  77  (See  108 ) 

To  Amend  Section  2213  of  the  Penal  Law  of  the 
State  of  New  York  Governing  the  Right  to  Conduct 
an  Autopsy 

Dr.  Edwin  L.  Harmon,  Westchester:  This  resolu- 
tion from  the  Medical  Society  of  the  County  of 
Westchester  would  seek  to  amend  the  New  York 
State  Law*  as  it  pertains  to  the  consent  for  conduct- 
ing an  autopsy: 

“Whereas,  the  present  New  York  State 
Autopsy  Law  is  ambiguous  and  in  many  cases 
makes  it  extremely  difficult  to  obtain  consent  for  a 
postmortem  examination  and  thus  deprives  the 
medical  profession  of  valuable  information  which 
may  furnish  teaching  material  for  the  profession 
and  for  the  benefit  of  mankind  in  general;  and 
“Whereas,  the  Wisconsin  statute  defining  the 
procedures  to  obtain  consent  for  autopsy  is 
simple  and  workable  and  eliminates  many  of  the 
difficulties  encountered  under  the  present  New 
York  Law';  nowr,  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  act  through  its  legislative  personnel, 
committees,  and  offices  to  make  every  effort  to 
promote  legislation  to  liberalize  the  New  York 
State  Autopsy  Law’  in  conformity  with  that  of  the 
State  of  Wisconsin  (see  copy  of  both  laws  below).” 

State  of  Wisconsin 

Postmortem  Examinations.  Consent  for  a licensed 
physician  to  conduct  a postmortem  examination  on 
the  body  of  a deceased  person  shall  be  deemed  suffi- 
cient when  given  by  whichever  one  of  the  following 
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assumes  custody  of  the  body  for  purposes  of  burial: 
father,  mother,  husband,  wife,  child,  guardian,  next 
of  kin,  or  in  absence  of  any  of  the  foregoing,  a friend, 
or  a person  charged  by  law  with  the  responsibility  for 
burial.  If  two  or  more  such  persons  assume  custody 
of  the  body,  consent  of  one  of  them  shall  be  deemed 
sufficient. 

State  of  New  York— Penal  Law 

Section  2218.  Right  to  dissect  dead  body  of  a 
human  being. 

The  right  to  dissect  the  dead  body  of  a human 
being  exists  in  the  following  cases: 

Paragraph  3:  Whe never  and  so  far  as  the  hus- 
band, wife,  or  next  of  kin  of  the  deceased,  being 
charged  by  law  with  the  duty  of  burial,  (a)  may 
authorize  dissection  for  the  sole  purpose  of  ascer- 
taining the  cause  of  death,  or  (6)  may  authorize 
dissection  for  any  other  purpose  by  written  instru- 
ment which  shall  specify  the  purpose  and  extent 
of  the  dissection  so  authorized. 

Speaker  Holcomb:  Referred  to  Miscellaneous 

Business  B for  study  and  report,  of  which  Dr.  E. 
Dean  Babbage,  of  Erie,  is  chairman. 

Section  78  (See  126 ) 

Period  of  Remission  of  County  and  State  Medical 
Society  Dues  for  Physicians  Returning  from  Mili- 
tary Service 

Dr.  Waring  Willis,  Westchester:  The  subject  of 
this  resolution  concerns  the  period  of  remission  of 
county  and  Stab*  medical  society  dues  for  physicians 
returning  from  military  service: 

“Whereas,  regulations  are  definite  in  regard 
to  the  remission  of  dues  during  the  year  of 
entrance  into  military  service  and  during  the 
period  of  service  but  are  not  specific  in  regard  to 
the  period  following  discharge  from  the  service; 
and 

“Whereas,  requests  for  remission  of  dues  for 
physicians  in  military  service  are  usually  ap- 
proved at  the  time  of  entrance  into  the  sendee  and 
subsequently  at  the  beginning  of  each  calendar 
year;  and 

“Whereas,  the  date  of  the  physician’s  return 
from  service  cannot  usually  be  anticipated;  now, 
therefore,  be  it 

“Resolved,  that  all  dues  for  members  leaving 
military  service  be  waived  throughout  the  balance 
of  the  calendar  year  in  which  they  are  discharged; 
and  be  it  further 

“Resolved,  that  the  American  Medical  Associa- 
tion be  urged  to  waive  dues  for  members  returning 
from  military  service  in  conformity  with  the  prac- 
tices of  respective  state  societies.” 

Speaker  Holcomb:  This  will  be  referred  to  the 
Reference  Committee  on  Reports  of  the  Secretary, 
Censors,  and  District  Branches,  of  which  Dr.  Theo- 
dore R.  Proper,  of  Orange,  is  chairman. 

Section  79  (See  170) 

Group  Retirement  Pension  Plan  for  Employes  of 
New  York  State  and  County  Medical  Societies 

Dr.  Henry  E.  McGarvey,  Westchester:  This 
resolution  has  to  do  with  group  retirement  pension 
plans  for  employes  of  New  York  State  and  county 
medical  societies: 

“Whereas,  most  county  medical  societies 
maintaining  administrative  offices  do  not  have 
large  enough  staffs  to  enable  them  to  procure 
economical  group  retirement  income  policies;  and 


“Whereas,  some  of  these  employes  have  served 
faithfully  for  many  years;  and 

“Whereas,  continuity  of  service  is  a valuable 
asset  in  carrying  forward  the  executive  functions 
of  a medical  society  and  should  be  encouraged  with 
suitable  benefits  connected  with  employment; 
now,  therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  recom- 
mend that  the  Medical  Society  of  the  State  of 
New  York  establish  a Group  Retirement  Pension 
Plan  for  its  employes  and  of  a type  with  which 
county  societies  could  affiliate  for  the  protection 
of  their  employes.” 

Speaker  Holcomb  : This  is  referred  to  the  Refer- 
ence Committee  on  Reports  of  Treasurer,  Trustees, 
and  Finance  Committee,  of  which  Dr.  Thomas  M. 
Watkins,  of  St.  Lawrence,  is  chairman. 

Section  80  (See  127) 

Collection  of  A.M.A.  Dues 

Dr.  Christopher  Wood,  Westchester:  This 

resolution  has  to  do  with  the  collection  of  American 
Medical  Association  dues: 

“Whereas,  the  present  method  of  collection  of 
duesfor  the  American  Medical  Association  through 
the  county  society  to  the  State  Society  and  even- 
tually to  the  A.M.A.  causes  delays  of  three  to  six 
months,  and  even  longer  in  many  cases,  in  obtain- 
ing services  from  the  national  society  in  the  way 
of  membership  cards,  journal  subscriptions,  and 
the  like;  and 

“Whereas,  these  delays  are  causing  widespread 
dissatisfaction  and  antagonism  towards  the 
A.M.A.  on  the  part  of  physicians  and  members  in 
our  area  who  paid  A.M.A.  dues  in  January  still  do 
not  have  cards  to  enable  them  to  attend  the 
scientific  session  of  the  A.M.A.  in  June,  even 
though  these  dues  were  sent  to  the  State  Society 
promptly  at  the  end  of  the  month;  and 

“Whereas,  in  response  to  a resolution  in  1950 
urging  that  the  A.M.A.  collect  its  own  dues,  we 
were  advised  that  a few  years  would  be  needed  to 
get  the  system  organized;  and 

“Whereas,  it  is  understood  that  highly  efficient 
mechanical  equipment  has  now  been  installed  in 
the  membership  department  at  A.M.A.  head- 
quarters; now,  therefore,  be  it 

“Resolved,  that  the  American  Medical  Associa- 
tion be  urged  to  collect  dues  direct  from  each 
member  and  thus  avoid  the  difficulties  caused  by 
the  present  long  delays  in  recognition  and  ac- 
knowledgment of  the  fact  that  dues  have  been 
paid.” 

Speaker  Holcomb:  This  resolution  is  referred  to 
the  Reference  Committee  on  Reports  of  Secretary, 
Censors,  and  District  Branches,  of  which  Dr.  Theo- 
dore R.  Proper,  of  Orange,  is  chairman. 

Section  81  (See  133) 

To  Correct  the  Inequity  in  Junior  Membership  Dues 
in  the  State  Society 

Dr.  Harold  J.  Dunlap,  Westchester:  This  resolu- 
tion is  designed  to  correct  the  inequity  in  junior 
membership  dues  in  the  State  Society: 

“Whereas,  during  the  first  five  years  after 
graduation  from  medical  school,  a physician  is 
eligible  for  junior  membership  in  the  State  Society 
at  $10.00  a year,  or  one  half  the  regular  member- 
ship dues;  and 

“Whereas,  this  type  of  membership  does  not 
include  a free  copy  of  the  Medical  Directory,  which 
usually  sells  for  $15;  and 
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“Whereas,  a junior  member  who  wishes  to  have 
a copy  of  this  Directory  pays  $10.00  dues  and  $15 
for  the  Directory,  making  a total  of  $25  during 
that  particular  year,  or  $5.00  more  than  the  regu- 
lar dues  which  include  the  Directory,  now,  there- 
fore, be  it 

“ Resolved , that  junior  members  who  wish  to 
purchase  the  Directory  be  allowed  to  do  so  at  a 
discount  so  that  the  dues  and  the  cost  of  the 
Directory  would  not  exceed  the  total  dues  for  a 
regular  member.” 

Speaker  Holcomb  : This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  XI,  of  which  Dr.  Ezra  A.  Wolff,  of  Queens,  is 
chairman. 


occasion  be  promoted  through  all  possible  media 
for  the  instruction  of  the  public  concerning  the 
aims,  ideals,  and  achievements  of  modem  medi- 
cine.” 

Speaker  Holcomb:  Referred  to  Miscellaneous 
Business  A,  of  which  Dr.  George  J.  Lawrence,  Jr., 
of  Queens,  is  chairman. 

Are  there  any  further  resolutions  from  West-  J 
Chester? 

Wyoming 

Yates 

We  have  now  some  resolutions  that  are  to  be  pre- 
sented by  individuals.  I think  Dr.  Bauckus  has  a 
resolution  to  present.  These  are  not  from  counties 
but  are  from  individuals. 


Section  82 

Formal  Expression  of  Appreciation  to  the  President 
of  the  United  States 


Section  84  (See  156) 

Veterans  Administration  Medical  Care 


Dr.  David  Fertig,  Westchester : This  expresses 
our  formal  expression  of  appreciation  to  the  Presi- 
dent of  the  United  States: 

“Whereas,  the  special  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association  in 
Washington,  D.C.,  on  March  14,  1953,  with  a 
welcoming  address  by  the  President  of  the  United 
States  was  unique  in  the  history  of  this  country; 
and 

“Whereas,  the  establishment  of  a Department 
of  Health,  Education,  and  Welfare  is  a long  step 
toward  the  type  of  recognition  of  the  importance 
of  medical  services  for  which  the  American  Medi- 
cal Association  has  appealed  during  the  past 
eighty  years;  now,  therefore,  be  it 

“Resolved,  that  an  official  expression  of  com- 
mendation and  appreciation  for  the  avowed  con- 
fidence of  President  Eisenhower  in  the  aims,  ideals, 
and  efforts  of  the  medical  profession  be  dispatched 
to  him  from  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York.”  ( Applause ) 

Speaker  Holcomb:  The  Chair  will  entertain  a 
motion  that  this  be  acted  upon  by  the  House  without 
further  stud}'. 

Dr.  Chas.  Gordon  Heyd,  Past-President:  I 
move  its  adoption. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  83  (See  139 ) 

Annual  Medical  Progress  Day 

Dr.  Reid  R.  Heffner,  Westchester:  This  resolu- 
tion has  to  do  with  the  subject  of  “Annual  Medical 
Progress  Day”: 

“Whereas,  the  progress  and  achievements  of 
medicine  are  momentous  and  continue  to  advance 
at  a most  encouraging  and  gratifying  rate;  and 
“Whereas,  positive  and  accurate  information 
concerning  this  progress  and  greater  recognition 
thereof  are  urgently  needed;  and 

“Whereas,  our  national  administration  is 
cognizant  and  highly  appreciative  of  this  note- 
worthy and  humanitarian  advancement;  now, 
therefore  be  it 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  petition  that 
body  to  urge  the  President  of  the  United  States  to 
proclaim  an  appropriate  day  of  the  year  as  Medical 
Progress  Day;  and  be  it  further 

“ Resolved , that  suitable  recognition  of  this 


Dr.  Herbert  H.  Bauckus,  Past-President:  Mr. 
Speaker  and  members  of  the  House,  I present  this 
resolution  for  the  Board  of  Directors  of  the  Veterans 
Medical  Care  Plan  of  New  York,  Incorporated,  and  the 
Liaison  Committee  with  the  Veterans  Administration : 
“Whereas,  it  becomes  increasingly  apparent 
that  the  Federal  budget  should  be  balanced;  and 
“Whereas,  recent  reductions  in  the  budget  of 
the  Veterans  Administration  have  resulted  in  a 
decrease  in  the  number  of  hospital  beds  and  out- 
patient facilities  available  for  the  care  of  the  ' 
veterans;  and 

“Whereas,  these  decreased  facilities  have  re- 
sulted in  lessened  care  for  veterans  without  regard 
to  whether  the  disability  is  ‘service-connected’ 
or ‘nonservice-connected’;  and 

“Whereas,  this  is  to  the  detriment  of  veterans 
with  ‘service-connected’  disabilities  who  should 
have  ever}'  available  care  in  accordance  with  the 
intent  of  the  law  as  well  as  the  wishes  and  desires 
of  the  American  people;  therefore  be  it 

"Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  urge  the  Veterans  Administra- 
tion to  restrict  any  reduction  in  the  medical  care  of  \ 
veterans  to  those  with  ‘nonservice-connected’  dis- 
abilities, except  in  cases  of  prolonged  illnesses  j 
such  as  tuberculosis,  psychiatric  conditions,  and 
proved  hardship  cases  where  local  facilities  are  not 
available;  and  be  it  further 

" Resolved , that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of  , 
Delegates  of  the  American  Medical  Association  be 
directed  to  introduce  this  resolution  into  the  House 
of  Delegates  of  the  American  Medical  Association 
at  its  meeting  in  June,  1953.” 

Speaker  Holcomb:  That  resolution  is  referred  to  , 
the  Reference  Committee  on  Report  of  Council, 
Part  VIII,  Liaison  with  the  Veterans  Administra- 
tion,  of  which  Dr.  Charles  Sandler,  of  the  Bronx,  is 
chairman. 


Section  85  (See  219) 

Approval  of  Medical  Care  Plans 


Dr.  Carlton  E.  Wertz,  Past-President:  Mr. 
Speaker  and  members  of  the  House,  I have  two  short 
resolutions  that  I would  like  to  introduce.  The  first 
is  in  regard  to  the  State  approval  of  medical  care 
plans: 

“Whereas,  Group  Health  Insurance,  Inc.,  120 
Wall  Street,  New  York  5,  New  York,  is  not  ap- 
proved by  the  Medical  Society  of  the  State  of  New 
York,  because  it  does  not  have  on  its  board  of 
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directors  at  least  a majority  of  one  physician; 
and 

“Whereas,  Group  Health  Insurance,  Inc.,  is 
approved  by  the  Medical  Societies  of  the  Counties 
of  Kings  and  New  York  and  not  approved  by  the 
Medical  Societies  of  the  Counties  of  Richmond, 
Bronx,  and  Queens;  and 

“Whereas,  under  the  Standards  for  Approval 
by  the  Medical  Society  of  the  State  of  New  York 
of  New  York  State  Medical  Care  Plans,  under 
Paragraph  2 of  these  State  Society  approved 
standards,  it  states  that  in  the  event  a local 
county  medical  society  does  not  approve  a plan, 
a special  committee  of  three  shall  be  appointed; 
one  by  the  Plan,  one  by  the  county  medical 
society,  and  one  by  the  Medical  Society  of  the 
State  of  New  York,  to  consider  the  reasons  for  not 
granting  local  approval.  After  consideration  of 
the  reasons,  a majority  vote  of  the  Special  Com- 
mittee shall  determine,  subject  to  confirmation  by  the 
Council,  if  approval  will  be  granted  by  the  Medical 
Society  of  the  State  of  New  York;  and 

“Whereas,  there  is  no  corresponding  plan  to 
adjudicate  when  a local  county  approves  but  the 
State  Society  does  not  approve;  therefore  be  it 
“Resolved,  that  consideration  be  given  to  set 
up  a fair  and  adequate  mechanism  to  correct  this 
anomalous  situation.” 

Speaker  Holcomb:  This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  VII,  Medical  Care  Insurance,  of  which  Dr. 
Elmer  T.  McGroder,  of  Erie,  is  chairman. 

Section  86  ( See  220) 

Disapproval  of  Group  Health  Insurance 

Dr.  Carlton  E.  Wertz,  Past-President:  Another 
resolution  in  regard  to  the  type  of  insurance  which  is 
now  being  offered  to  the  public  by  Group  Health  In- 
surance: 

“Whereas,  there  appeared  an  advertisement  in 
the  New  York  Times  on  Tuesday,  March  10,  1953, 
by  Group  Health  Insurance,  Inc.,  of  120  Wall 
Street,  New  York  5,  New  York,  proposing  revolu- 
tionary changes  in  the  character  and  economic 
status  of  medical  practice;  and 

“Whereas,  the  general  acceptance  of  the  propo- 
sition of  Group  Health  Insurance,  namely,  that 
‘this  plan  provides  full  payment  (regardless  of  in- 
come) of  doctor  bills  in  medical  or  surgical  cases  if 
the  patient  is  hospitalized  in  semiprivate  accom- 
modations and  uses  the  services  of  one  of  our 
9,000  participating  Physicians,’  will  forever 
shackle  the  medical  profession  with  a revolution- 
ary economic  system;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in  an- 
nual session  at  Buffalo,  May  4 to  6,  1953,  dis- 
approve of  any  plan  that,  makes  the  accommoda- 
tion in  a hospital,  regardless  of  the  patient’s  in- 
come, the  sole  and  only  basis  for  remuneration  of 
the  medical  profession.” 

Speaker  Holcomb:  This  is  also  referred  to  Ref- 
erence Committee  on  report  of  the  Council,  Part  VII, 
Medical  Care  Insurance,  of  which  Dr.  McGroder  is 
chairman. 

I understand  that  Dr.  Anderton  has  a resolution 
to  introduce. 

Section  87  ( See  1J,8 ) 

Establishment  of  a Council  Committee  on  General 
Practice 


Dr.  W.  P.  Anderton,  Secretary:  This  resolution 
is  introduced  by  me  as  an  individual  at  the  request  of 
the  president  of  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice: 

“Whereas,  the  field  of  general  practice,  in  the 
founding  of  the  American  Academy  of  General 
Practice  in  1947,  has  demonstrated  its  intention  to 
organize  general  practice  and  the  ability  effec- 
tively to  carry  out  such  organization;  and 

“Whereas,  organized  general  practice  has  fixed 
as  its  ultimate  objective  the  raising  of  the  stand- 
ards of  general  practice  as  the  most  practical  and 
the  most  important  factor  in  giving  to  the  people 
of  the  United  States  such  quality  of  medical  care 
as  shall  fully  meet  their  needs;  and 

“Whereas,  the  ideals  and  the  goals  of  the 
American  Academy  of  General  Practice  can  best 
be  achieved  by  the  wholehearted  cooperation  of 
the  organized  medical  profession  as  a whole;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York,  in  its  official  actions,  expressed  its 
approval  of  the  objectives  of  organized  general 
practice  with  reference  to  raising  the  standards  of 
general  practice  and  the  improvement  of  the  qual- 
ity of  medical  care;  and 

“Whereas,  the  general  practice  of  medicine 
presents  multiple  problems  which  are  of  great, 
vital  importance  to  the  public.  The  judicious  ex- 
pedition of  these  problems  will  serve  as  one  of  the 
greatest  bulwarks  against  socialized  medicine; 
and 

“Whereas,  the  general  practitioners  of  the 
State  of  New  York  have  actually  no  direct  repre- 
sentation on  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  despite  the  fact  that 
repeated  surveys  have  demonstrated  that  (1) 
there  are  between  18,000  and  19,000  general  prac- 
titioners in  the  State  of  New  York;  (2)  the  general 
physicians  carry  approximately  85  per  cent  of  all 
medical  practice  and  prescribe  80  to  90  per  cent  of 
all  drugs;  and  (3)  the  general  practitioners  have 
become  the  counsellors  and  advisers  to  families 
on  many  nonmedical  matters,  due  to  their  es- 
teemed position  as  the  ‘family  physician,’  and 
known  to  others  as  the  ‘personal  physician’;  and 

“Whereas,  the  physician  in  general  practice 
can  in  no  way  be  considered  in  the  same  vein  as  the 
medical  specialist  who  has  his  boards  and  is  a 
diplomate  in  various  specialties.  The  general 
physician  must,  of  necessity,  represent  the 
‘breadth,’  the  specialist,  the  ‘depth’.  The  sphere 
of  the  general  practitioners  includes  all  fields  of 
medicine;  and 

“Whereas,  the  hospital  problems  presented  by 
general  practitioners  are  very  complex  and  will  re- 
quire a great  amount  of  thought,  in  the  future  on 
the  part  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  for  the  following  reasons: 

1.  A great,  number  of  physicians  in  general 
practice,  despite  their  honest  desire  and  willing- 
ness to  be  on  the  medical  staff  of  large  hospitals, 
are  denied  that  right,  purely  because  they  are  not 
specializing  in  a specific  field  of  medicine.  In 
most  of  the  large  voluntary  hospitals,  a special- 
ization, or  the  intent  to  specialize  in  the  near 
future,  is  a ‘must’  to  be  an  active  member  of  the 
hospital  staff  or  outpatient  department. 

2.  In  other  instances,  the  general  practitioner 
has  been  so  drastically  limited  in  his  practice  at 
the  hospital  that  it  is  virtually  impossible  to  carry 
on  his  practice  as  a general  practitioner.  An  ex- 
cellent example  of  a drastic  ruling  is  the  following: 
One  western  New  York  hospital  recently  issued  an 
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order  which  stated  that  a general  practitioner 
could  not  treat  a pediatric  patient  with  a tempera- 
ture over  101  F.  rectally.  Many  other  such  absurd 
situations  could  be  presented  upon  request. 

3.  It  follows  that  much  of  the  medical  and 
surgical  practice  of  the  general  practitioner  must 
therefore  be  carried  out  either  in  his  office  or  in 
small,  inadequately  equipped  proprietary  hospi- 
tals, all  of  which  leads  to  substandard  medical 
practice,  resulting  in  inadequate  care  to  the 
public. 

4.  The  general  practitioner  is  denied  the  right 
of  sitting  with  his  colleagues  on  medical  boards  and 
making  medical  rounds  in  the  hospitals  on  the 
same  footing  with  his  specialist  brethren. 

5.  In  view  of  the  fact  that  many  of  the  general 
practitioners  are  denied  the  right  and  the  oppor- 
tunity to  utilize  the  knowledge  gained  from  post- 
graduate courses,  the  tendency  on  the  part  of  a 
great  number  of  general  practitioners  is  to  feel 
that  there  is  no  need  to  spend  a great  amount  of 
time  in  continuing  their  medical  education,  since 
they  are  denied  the  right  to  utilize  same  in  the 
hospitals.  There  is  a feeling  prevalent  among 
general  practitioners  that  while  there  have  been  a 
considerable  number  of  promises  made  to  them  to 
remedy  the  above  situation  and  a great  man}' 
articles  have  been  written  glorifying  the  position 
of  the  general  practitioner  in  the  practice  of 
medicine,  actually,  essentially  nothing  has  been 
done  to  date  to  aid  the  general  practitioner  in  his 
present  plight.  It  is  the  general  feeling  among 
many  observers,  as  well  as  general  practitioners, 
that  much  is  due  to  the  fact  that  the  general  prac- 
titioner is  not  directly  represented  at  the  top  levels 
of  organized  medicine,  e.g.,  in  New  York  State,  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York;  and 

“Whereas,  because  of  the  many  problems 
stated  above,  the  following  positive  action  has 
been  taken: 

1.  At  a meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  in 
May,  1952,  a resolution  was  passed,  urging  all 
hospitals  to  act  at  once  in  integrating  general  prac- 
titioners into  their  staffs,  and,  furthermore,  a sur- 
vey of  the  results  of  this  request  is  to  be  made  and 
a report  on  same  given  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
at  its  1954  Annual  Meeting. 

2.  A Special  Committee  to  Study  the  Needs  of 
the  General  Practitioners  of  the  State  of  New 
York,  after  long  and  intensive  deliberations,  came 
to  the  conclusion  that  the  problems  of  general 
practice,  exclusive  of  those  pertaining  to  public 
health  and  education,  could  best  be  administered 
by  a Council  Committee  on  General  Practice,  and 
has  so  recommended. 

3.  The  Subcommittee  on  General  Practice  of  the 
Council  Committee  on  Public  Health  and  Edu- 
cation of  the  Medical  Society  of  the  State  of  New 
York  passed  a resolution  at  its  last  meeting,  after 
thoroughly  discussing  the  problem,  recommending 
that  there  be  established  a Council  Committee  on 
General  Practice  of  the  Medical  Society  of  the 
State  of  New  York. 

4.  The  New  York  State  Academy  of  General 
Practice  has  gone  on  record  in  recommending  a 
Council  Committee  on  General  Practice  for  the 
Medical  Society  of  the  State  of  New  York;  there- 
fore be  it 

“Resolved,  that  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  establish  a Council  Com- 
mittee on  General  Practice.” 


Speaker  Holcomb:  This  is  referred  to  the 
Reference  Committee  on  Report  of  the  Planning 
Committee  for  Medical  Policies,  of  which  Dr.  John 
F.  Kelley,  of  Oneida,  is  chairman. 

Section  88  ( See  US) 

First  Aid  Training  for  School  Students 

Dr.  Johx  J.  Mastersox,  Trustee:  I am  introduc- 
ing this  as  chairman  of  the  Special  Committee  on 
Medical  Defense. 

“Whereas,  an  attack  on  New  York  State  cities, 
employing  the  weapons  of  modern  war,  would 
create  a medical  emergency  of  a magnitude  never 
before  experienced  in  this  country.  The  instan- 
taneous injury  of  tens  of  thousands  or  hundreds  of 
thousands  of  our  people  would  present  problems 
of  mass  treatment  and  medical  logistics  that  would 
surpass  the  ability  of  existing  medical  resources  to 
solve;  and 

“Whereas,  a problem  of  particular  acuteness  in 
such  a situation  would  result  from  the  inevitable 
delays  inherent  in  the  mobilization  and  establish- 
ment of  civil  defense  forces,  the  delays  in  freeing 
injured  persons  trapped  in  buildings  or  beyond  im- 
passable streets,  and  the  delays  inevitable  in  giving 
treatment  to  all  the  injured.  Many  lives  will  be 
lost  that  can  be  saved;  many  disabilities  result 
that  can  be  avoided  and  reduced  if  these  delays 
can  be  overcome;  and 

“Whereas,  it  is  a cardinal  principle  of  civil  de- 
fense that  people  must  help  each  other  imme- 
diately after  attack.  We  cannot  seriously  antici- 
pate that  organized  medical  sendees  can  save  all 
or  most  of  the  lives  endangered  by  massive  hemor- 
rhage, extensive  bums,  wounds  leading  to  suffoca- 
tion, or  cases  allowed  to  progress  into  a significant 
degree  of  shock  through  unrelieved  pain,  exposure, 
or  blood  loss.  A far  greater  proportion  of  these 
lives  can  be  saved  if  our  people  are  prepared  to  give 
first  aid  to  themselves  and  to  others.  Not  only 
can  such  action  prevent  death  and  relieve  suffer- 
ing until  medical  care  is  available,  but  disability 
and  disfigurement,  temporary  or  permanent,  may 
be  avoided  or  reduced  to  a minimum  by  prompt 
action  of  individuals;  and 

“Whereas,  the  Regents  of  the  University  of  the 
State  of  New  York  are  to  be  congratulated  for 
their  foresight  and  leadership  in  including  a 
standard  first  aid  course  in  the  Health  Teaching 
Syllabus  for  the  Senior  High  School  and  for  the 
recommendation  of  May  10,  1951,  by  the  State 
Education  Department,  that  all  high  school 
graduates  have  a first  aid  course  before  gradua- 
tion. Information  available  to  this  Society  indi- 
cates, however,  that  in  a number  of  school  districts, 
significant  numbers  of  students  are  not  receiving 
such  instruction,  through  selection  of  other  courses 
in  place  of  health  teaching  in  their  courses  of 
study;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  Regents  of  the  University 
of  the  State  of  New  York  to  require  that: 

1.  All  students  in  the  junior  high  schools  be 
required  to  have  completed  satisfactorily  the 
American  Red  Cross  Junior  First  Aid  Course  or 
the  Self-Help  and  Neighbor  Help  for  the  Injured 
Course  of  the  New  York  State  Civil  Defense  Com- 
mission as  a prerequisite  to  promotion  from  the 
eighth  grade,  and 

2.  All  students  in  the  senior  high  schools  be 
required  to  have  completed  satisfactorily  the 
American  Red  Cross  Standard  First  Aid  Course,  or 
equivalent,  as  a prerequisite  to  graduation.” 
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Speaker  Holcomb:  This  resolution  will  be  re- 
ferred to  Reference  Committee  on  Report  of  the 
Council,  Part  I,  on  Medical  Defense,  Dr.  George  A. 
Burgin,  of  Herkimer,  chairman. 

Section  89 

Announcements 

Speaker  Holcomb:  I wish  to  announce  at  this 
time  that  a folder  for  all  of  the  reference  committee 
chairmen  wall  be  at  Miss  Dougherty’s  side  with 
supplementary  reports  and  resolutions  referred  to 
their  respective  reference  committees  in  it. 

I would  also  ask  all  of  the  chairmen  of  reference 
committees  to  meet  in  this  corner  with  Dr. 
Williams  concerning  their  plans  for  the  evening. 

We  have  another  resolution,  and  I will  recognize 
Dr.  Sydney  L.  McLouth,  of  the  Eighth  District 
Branch. 

Section  90 

Deficit  Spending 

Dr.  Sydney  L.  McLouth,  Eighth  District  Branch: 
The  subject  of  this  is  “Deficit  Spending”: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  spent  more  monies  than  received 
during  the  past  several  years;  and 

“Whereas,  this  deficit  spending  has  occurred 
largely  because  of  the  fact  that  activities  have 
been  undertaken  without  taking  into  considera- 
tion or  ascertaining  whether  sufficient  funds  are 
available  and  without  providing  any  appropriation 
for  the  carrying  on  of  such  activities;  now  there- 
fore be  it 

“Resolved,  that  Article  IX  of  the  Constitution  of 
the  State  Society  entitled  ‘Funds’  shall  be  amended 
by  striking  out  the  second  sentence  beginning 
with  the  words  ‘Funds  may’  and  ending  with  the 
words  ‘in  session,’  and  also  striking  out  the  last 
sentence  beginning  with  the  words  ‘The  approval’ 
and  ending  with  the  words  ‘of  the  Society,’  and  in 
lieu  thereof  adding  the  following  language: 

‘No  money  shall  be  paid  out  of  the  treasury  of 
the  State  Society  or  any  of  its  funds  or  any  of 
the  funds  under  its  management  except  in  pur- 
suance of  an  appropriation  by  the  House  of 
Delegates.  Every  such  appropriation  shall  dis- 
tinctly specify  the  sum  appropriated  and  the 
object,  or  purpose  to  which  it  is  to  be  applied. 
All  such  appropriations  shall  be  subject  to  the 
approval  of  the  Board  of  Trustees  and  the 
Council.  The  Board  of  Trustees  and  the 
Council  shall  not  approve  an}'  appropriation  of 
the  House  of  Delegates  unless  the  appropriation 
can  be  met  without  resorting  to  deficit  spending 
or  by  pledging  the  credit  of  the  State  Society. 
No  debt  shall  hereafter  be  contracted  by  or  on 
behalf  of  the  State  Society  unless  such  debt 
shall  be  authorized  by  the  House  of  Delegates 
for  some  single  purpose  to  be  distinctly  speci- 


fied therein.  Nothing  herein  contained  however 
shall  prevent  the  Council,  subject  to  the  ap- 
proval of  the  Board  of  Trustees,  from  contract- 
ing debts  in  anticipation  of  the  receipt  of  dues 
and  revenues  for  the  purposes  and  within  the 
amounts  of  appropriations  theretofore  made.’  ” 

Speaker  Holcomb:  This  will  be  referred  to  Dr. 
Aaron’s  Special  Committee  on  Constitution  and  By- 
laws. 

Are  there  any  further  resolutions? 

Section  91 

Reminder  of  Previous  Action  of  House  re  Ex- 
penditures for  New  Projects 

Dr.  James  Greenough,  Councillor:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  we  heard 
this  morning  several  remarks  in  regard  to  deficit 
spending.  We  have  heard  a great  deal  about  raising 
the  dues  so  in  a serious  situation  the  finances  of  the 
State  Society  may  be  conserved. 

I would  like  to  remind  the  House  of  Dele- 
gates, and  particularly  the  chairmen  of  reference 
committees,  of  the  resolution  passed  by  this  House 
two  years  ago  that  any  reference  committee  approv- 
ing additional  or  new  activities  of  the  Medical 
Society  of  the  State  of  New  York  estimate  the  cost 
of  such  new  project  so  that  the  delegates  may  know 
the  expenditures  for  which  they  are  voting. 

Speaker  Holcomb:  Thank  you,  Dr.  Greenough! 

I think  the  chairmen  will  take  that  into  considera- 
tion in  their  deliberations. 

Is  there  any  further  business  before  recess? 

Section  92 

Ruling  re  Meetings  of  Reference  Committees 

Dr.  Thomas  F.  McCarthy,  Bronx:  I want  a 
ruling  from  the  Chair.  Previously  it  has  been  the 
practice  of  the  reference  committees  to  meet  in  one 
place  so  that  the  delegates  may  sit  in  and  listen  to 
what  is  going  on.  I am  not  being  critical  of  the 
chairmen,  but  on  this  question  of  meeting  in  some- 
body’s room  or  some  room  downstairs,  is  a reference 
chairman  permitted  to  do  that?  Do  you  favor  that, 
or  what  are  we  going  to  do  about  it? 

Speaker  Holcomb:  I believe  your  point  is  well 
taken.  I think  we  will  have  to  ask  all  reference 
committees  to  meet  in  the  regular  room  that  has 
been  set  aside  for  the  reference  committees. 

Thank  you,  Dr.  McCarthy,  for  bringing  that  to 
our  attention. 

All  reference  committee  chairmen  will  meet  with 
Dr.  Williams  at  this  end  of  the  room,  and  we  will 
then  place  on  the  blackboard,  where  the  various 
committees  are  listed,  the  times  that  they  will 
meet  in  the  regular  room,  so  that  all  delegates  in- 
terested can  appear  before  them. 

There  being  no  further  business  to  come  before 
the  House  at  this  time,  we  will  recess  until  tomorrow 
morning  at  9 o’clock. 

. . . The  session  adjourned  at  4:25  p.m.  . . . 
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HOUSE  OF  DELEGATES 


[X.  Y.  State  J.  M. 


MORNING  SESSION 
Tuesday,  May  5,  195  3 


The  session  convened  at  9:30  a.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Section  93 

Announcements 

Speaker  Holcomb:  I have  an  announcement  to 
make.  Delegates  are  requested  to  purchase  dinner 
tickets  as  soon  as  possible.  They  can  be  purchased 
in  the  foyer. 

We  have  another  request  that  all  resolutions,  if 
possible,  be  in  by  noon  today.  Tomorrow  no  resolu- 
tions can  be  introduced  except  by  unanimous  vote  of 
the  House. 

Are  there  any  other  resolutions  to  be  introduced? 
Section  94  (See  221) 

Establishment  of  Clinic  in  Tax-supported  Public 
Housing 

Dr.  George  Himler,  New  York:  The  title  of  this 
resolution  is  ‘ State  .Aid  in  Voluntary  Health  In- 
surance”: 

“Whereas,  the  Housing  Commissioner  of  New 
York  State  has  formulated  a plan  for  the  medical 
care  of  families  in  a State-assisted  housing  project 
in  Xew  York  City;  and 

"Whereas,  this  care  is  to  be  rendered  by  a vol- 
untary hospital  or  medical  center  in  clinic  space 
provided  free  in  this  public  housing  project;  and 
‘‘“Whereas,  this  plan  which  has  been  called  a 
clinic  extension  service  is  to  serve  as  a pilot  plan 
for  a city,  State,  and  possibly  a nation-wide  sys- 
tem for  the  medical  care  of  persons  in  a certain 
income  bracket;  and 

"Whereas,  the  physicians  of  the  State  of  Xew 
York  are  deeply  concerned  with  the  public  health 
and  with  the  medical  services  available  to  all 
citizens  of  the  State,  including  those  in  the  lower 
income  brackets,  and  have  done  and  will  continue 
to  do  everything  that  in  their  judgment  will  tend 
to  improve  the  quality  of  medical  services  ren- 
dered to  all  people  at  a cost  within  each  in- 
dividual's capacity  to  pay;  and 

"Whereas,  careful  study  of  the  plan  proposed 
by  the  Housing  Commissioner  indicates  that  it 
will  be  detrimental  to  public  welfare,  if  carried  to 
its  logical  conclusion,  by  establishing  a large  de- 
pendent population  which  look  to  medical  centers 
and  other  agencies  for  necessities  of  life;  and 
"Whereas,  the  extension  of  voluntary  health 
insurance  will  go  further  than  the  proposed  plan 
toward  meeting  needs  of  low  income  families, 
while  preserving  the  essential  framework  of  free- 
dom of  choice  and  enterprise  for  physician  and 
patient  and  allowing  the  patients  to  participate  in 
providing  for  their  own  needs;  and 

"Whereas,  the  proposed  plan  offers  the  medi- 
cally indigent  no  services  which  are  not  now  avail- 
able to  them;  now,  therefore,  be  it 

"Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  Xew  York  go  on 
record  as  being  opposed  to  any  agreement  or 
arrangement  with  any  institution  or  group  of  in- 
dividuals that  might  lead  to  the  establishment  of 
the  plan  outlined  by  the  Housing  Commissioner 
of  Xew  York  State  over  his  signature  as  published 
in  the  April  5,  1953,  issue  of  New  York  Medicine; 
and  be  it  further 


"Resolved,  that  the  Medical  Society  of  the  State 
of  Xew  York  apprise  the  Governor  and  the 
Legislature  of  Xew  York  State  of  this  action;  and 
be  it  further 

“Resolved,  that  the  State  assist  in  proriding  the 
payment  of  premium  for  approved,  nonprofit 
voluntary  health  insurance  for  those  who  are 
financially  unable  to  assume  the  complete  cost  of 
that  insurance.” 

Speaker  Holcomb  : This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  ATI,  Medical  Care  Insurance,  of  which  Dr. 
Elmer  T.  Mc-Groder,  of  Erie,  is  the  chairman. 

Are  there  any  further  resolutions  to  be  introduced 
at  this  time? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  If  not,  are  any  reference 
committees  ready  to  report? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  Dr.  Heyd  has  requested  an 
opportunity  to  speak  about  the  Physicians’  Home. 
Is  Dr.  Heyd  here? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  Dr.  Bauer,  you  wished  to 
speak  further  in  regard  to  the  American  Medical 
Association? 

Section  95 

Address  by  President  of  the  American  Medical 
Association 

Dr.  Loels  H.  Baiter:  Mr.  Speaker  and  members 
of  the  House  of  Delegates.  Yesterday  I said  I had 
a few  things  I would  like  to  say  and  maybe  there 
might  be  a lull  in  the  proceedings,  so  Dr.  Holcomb 
has  told  me  that  I am  a pinch  speaker  instead  of  a 
pinch  hitter. 

I wanted  to  say  a few  words  about  the  American 
Medical  Association.  You  know  I was  a little  em- 
barrassed last  year  because  Xew  York  has  had 
about  the  worst  record  of  any  state  in  the  union  on 
membership  in  the  American  Medical  Association. 
We  should  be  entitled  to  23  and  within  a hair’s 
breadth  of  having  24  delegates,  and  we  have  17, 
which  means  we  have  lost  between  six  and  seven 
thousand  members  in  Xew  York.  Some  of  them  I 
don’t  think  it  makes  much  difference  about,  but  the 
vast  majority  I think  have  failed  to  keep  up  their 
membership  through  misinformation  and  misunder- 
standing. 

I have  often  said  that  I think  the  greatest  mistake 
the  American  Medical  Association  ever  made  was 
that  it  did  not  charge  dues  from  the  time  of  its  very 
inception,  because  you  never  appreciate  what  you 
get  for  nothing.  You  take  it  for  granted,  and  then 
when  anyone  asks  you  to  render  support,  you  say, 
“Why  should  I do  anything  because  the  .Association 
never  did  anything  for  me?” 

If  you  look  back  over  the  history  of  American 
medicine,  you  will  find  that  the  entire  environment 
in  which  you  practice  medicine  is  very  largely  due  to 
the  actions  of  the  American  Medical  Association. 
For  example,  the  fact  that  we  have  now  nothing 
but  first-class  medical  schools  in  this  country  is  en- 
tirely due  to  the  campaign  of  the  American  Medical 
Association  initiated  by  it  about  a half  century  ago 
to  raise  the  standards  of  medical  education  in  this 
country.  Medical  education  was  then  at  a pretty- 
low  ebb.  It  was  more  or  less  the  laughing  stock  of 
the  rest  of  the  world.  That  is  entirely  changed  now. 
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and  this  has  become  the  center  of  the  world  for 
medical  training. 

The  same  thing  applies  to  drugs  and  other  thera- 
peutic agents  and  to  apparatus  used  in  diagnosis  and 
treatment.  The  councils  of  the  American  Medical 
Association  which  pass  on  these  things  give  you 
something  on  which  you  can  hang  your  hat.  You 
know  that  if  a preparation  has  the  stamp  of  ap- 
proval of  one  of  the  councils  of  the  American  Medi- 
cal Association,  there  is  no  unwarranted  claim  made 
about  it.  That  is  based  on  sound  pharmacologic  and 
clinical  evidence,  and  it  is  as  reliable  as  anything 
possibly  can  be,  and  there  is  no  secret  formula  about 
it. 

Our  standards  in  industrial  and  rural  health  have 
been  very  largely  raised  through  the  actions  of  the 
American  Medical  Association,  and  also  our  Bureau 
of  Investigation  has  over  half  a million  cards  in  its 
files  pertaining  to  quacks  and  charlatans  and  fraudu- 
lent remedies  which  have  been  placed  before  the 
public  by  these  unethical  groups  and  individuals. 
So  I think  you  cannot  turn  to  any  particular  phase 
of  your  practice  wherein  it  has  not  been  touched  by 
the  American  Medical  Association.  If  one  men- 
tions the  scientific  publications  and  the  scientific 
meetings,  you  are  all  familiar  with  those,  but  I 
think  the  doctors  have  not  realized  the  other  factors 
which  they  have  taken  for  granted  during  all  these 
years  until  now  they  don’t  even  stop  to  think  about 
them. 

In  any  organization  as  large  as  the  American  Medi- 
cal Association  there  are  always  going  to  be  dif- 
ferences of  opinion.  When  you  have  140,000  mem- 
bers, you  cannot  expect  they  are  all  going  to  agree; 
in  fact,  I don’t  think  there  would  be  much  use  in 
having  an  organization  if  everybody  thought  ex- 
actly alike.  There  would  not  be  anything  to  do. 
So  these  differences  of  opinion  are  healthy,  but  I 
think  we  must  remember  that  no  organization  is 
ever  going  to  adopt  or  adhere  to  any  policy  which  is 
at  variance  with  the  wishes  of  the  members.  How- 
ever, it  has  to  know  what  the  wishes  of  its  members 
are. 

The  American  Medical  Association  is  sometimes 
referred  to  as  being  undemocratic.  I will  say  that  it 
is  probably  the  most  democratic  large  organization 
there  is.  You  are  all  familiar  with  how  the  House  of 
Delegates  is  formed  so  I won’t  go  into  that,  but  what 
does  not  seem  to  be  generally  recognized  is  that  any 
one  of  the  140,000  members  has  the  right  to  appear 
before  the  reference  committees  of  the  House  and 
speak  for  or  against  any  particular  policy  or  report. 
Too  few  members  take  advantage  of  that.  Some 
don’t  even  know  they  have  that  privilege,  so  I 
think  what  we  need  is  a little  education  among  the 
doctors  in  our  various  communities  as  to  what  the 
American  Medical  Association  is  and  what  it  stands 
for,  and  then  we  would  get  back  many  of  the 
members  whom  we  have  lost. 

So  I appeal  to  you  when  you  go  home  to  try  to  be 
missionaries  in  your  own  area  to  build  up  the 
strength  of  the  American  Medical  Association.  If 
the  medical  profession  ever  falls  in  this  country,  it 
will  be  through  disunity.  That  has  happened  in 
other  countries  where  the  profession  started  negotiat- 
ing in  separate  groups  and  they  fell  apart. 

I remember  hearing  an  Englishman  make  a re- 
mark pertaining  to  what  happened  in  his  country  a 
few  years  ago.  The  medical  profession  did  not 
stand  together.  He  said  it  reminded  him  of  a story 
during  World  War  II.  As  you  recall,  the  Republic  of 
Ireland  was  not  in  the  war,  so  when  an  Englishman 
asked  an  Irishman,  “If  the  Germans  should  para- 


chute or  invade  Ireland,  would  you  then  allow  the 
British  to  come  in  and  help  you  chase  them  out?” 
The  Irishman  replied,  “We  have  got  that  all  pro- 
vided for.  We  have  divided  our  forces  into  four 
groups:  one  to  fight  the  Germans,  one  to  fight  the 
British,  and  the  other  two  will  fight  each  other.” 

I think  sometimes  we  are  in  danger  of  that  in  the 
medical  profession,  and  we  are  not  going  to  get  very 
far  if  we  pursue  that  course,  so  when  you  have  objec- 
tions to  a policy  of  the  American  Medical  Association 
let  it  be  known  through  your  local  and  State  societies 
and  go  before  the  reference  committees  of  the  House 
of  Delegates.  You  know  that  in  Congress  every 
item  which  is  proposed  is  sent  to  a committee  also. 
The  only  difference  is  that  Congress  does  not  always 
hold  hearings,  and  when  they  do  hold  them,  the 
attendance  is  often  limited,  and  the  length  of  time 
anyone  can  talk  is  limited.  That  is  not  true  of  the 
American  Medical  Association.  Anyone  can  come 
and  speak  his  piece. 

I thank  you  very  much  for  the  opportunity  of  re- 
minding you  of  these  facts,  and  I hope  when  you  go 
home  you  will  do  something  about  it.  (Applause) 
Speaker  Holcomb:  Thank  you,  Dr.  Bauer.  This 
House  of  Delegates  is  always  happy  to  hear  from 
you,  even  though  we  are  reminded  we  could  be  some- 
what better  missionaries. 

Section  96  (See  218) 

Supplementary  Report  of  Council,  Part  VII : 
Medical  Care  Insurance 

Speaker  Holcomb:  The  Chair  wishes  to  call  your 
attention  to  the  report  of  the  Council,  Part  VII, 
Medical  Care  Insurance,  which  has  been  distributed 
this  morning: 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Medical  Expense  Insurance 
of  the  Council  Committee  on  Economics  met  May  3, 
1953,  at  the  Hotel  Statler,  Buffalo,  to  consider  a 
brief  submitted  to  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  on  April  9,  1953,  in 
regard  to  comments  by  Dr.  Chas.  Gordon  Heyd, 
which  was  referred  to  the  subcommittee  for  report. 

After  reviewing  the  brief  submitted  to  the  Council, 
the  following  resolutions  were  approved  for  intro- 
duction to  the  House  of  Delegates: 

“Whereas,  there  appeared  an  advertisment  in 
the  Yew  York  Times  on  Tuesday,  March  10,  1953, 
by  Group  Health  Insurance,  Inc.,  of  120  Wall 
Street,  New  York  5,  New  York,  proposing  revolu- 
tionary changes  in  the  character  and  economic 
status  of  medical  practice;  and 

“Whereas,  the  general  acceptance  of  the 
proposition  of  Group  Health  Insurance,  Inc., 
namely,  that  “this  plan  provides  full  payment  (re- 
gardless of  income)  of  doctor  bills  in  medical  or 
surgical  cases  if  the  patient  is  hospitalized  in 
semiprivate  accommodations  and  uses  the  services 
of  one  of  our  9,000  participating  Physicians,”  will 
forever  shackle  the  medical  profession  with  a 
revolutionary  economic  system;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  in  annual  session  at  Buffalo, 
May  4,  1953,  disapprove  of  any  plan  that  makes 
the  accommodation  in  a hospital,  regardless  of  the 
patient’s  income,  the  sole  and  only  basis  for  re- 
muneration of  the  medical  profession.” 

“Whereas,  Group  Health  Insurance,  Inc.,  120 
Wall  Street,  New  York  5,  New  York,  is  not  ap- 
proved by  the  Medical  Society  of  the  State  of  New 
York,  because  it  does  not  have  on  its  board  of 
directors  at  least  a majority  of  one  physician;  and 
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‘'Whereas,  Group  Health  Insurance,  Inc.  is 
approved  by  the  Medical  Societies  of  the  Counties 
of  Kings  and  Xew  York  and  not  approved  by  the 
Medical  Societies  of  the  Counties  of  Richmond, 
Bronx,  and  Queens;  and 

“Whereas,  under  the  Standards  for  Approval 
by  the  Medical  Society  of  the  State  of  Xew  York 
of  Xew  York  State  Medical  Care  Plans;  and 
“Whereas,  under  paragraph  2,  of  these  State 
Society  approved  standards,  it  states  that  ‘in  the 
event  a local  county  medical  society  does  not 
approve  a plan,  a special  committee  of  three  shall 
be  appointed;  one  by  the  plan,  one  by  the  county 
medical  society,  and  one  by  the  Medical  Society 
of  the  State  of  Xew  York,  to  consider  the  reasons 
for  not  granting  local  approval.  After  considera- 
tion of  the  reasons,  a majority  vote  of  the  Special 
Committee  shall  determine,  subject  to  confirmation 
by  the  Council,  if  approval  will  be  granted  by  the 
Medical  Society  of  the  State  of  Xew  York’;  and 
“Whereas,  there  is  no  corresponding  plan  to 
adjudicate  when  a local  society  approves,  but  the 
State  Society  does  not  approve;  therefore  be  it 
‘'Resolved,  that  consideration  be  given  to  set  up  a 
fair  and  adequate  mechanism  to  correct  this 
anomalous  situation.” 

Since  the  February  5,  1953,  meeting,  all  Blue 
Shield  plans  in  Xew  York  State  have  been  contacted 
regarding  the  proposed  uniform  State-wide  contract 
and  schedule  of  allowances.  Individual  plans  have 
not  had  an  opportunity  to  present  the  program  in 
most  instances  to  their  boards  of  directors.  How- 
ever, representatives  of  plans  reported  favorably  at 
the  meeting  regarding  the  urgent  need  for  a uniform 
State-wide  contract.  Again  it  was  definitely  ex- 
plained that  this  uniform  State-wide  contract  on  an 
indemnity  basis  was  not  to  replace  any  present 
contracts  but  rather  to  take  care  of  State-wide  in- 
dustries who  desired  uniform  coverage  for  their  em- 
ployes throughout  the  State. 

It  was  drawn  to  the  attention  of  the  subcommittee 
that  Blue  Shield  plans  throughout  Xew  York  State 
during  the  past  year  have  lost  business  because  of 
the  lack  of  a uniform  contract  on  a State-wide  basis. 

Your  subcommittee  urgently  recommends  the 
adoption  of  the  uniform  State-wide  contract,  as  re- 
ferred to  in  the  annual  report,  by  Blue  Shield  plans 
in  Xew  York  State  as  quickly  as  it  is  feasible  for  the 
plans  to  do  so,  which  is  conforming  to  the  directive 
of  the  House  of  Delegates  over  the  past  several 
years. 

Respectfully  submitted, 

Carlton  E.  Wertz,  M.D.,  Chairman 
Speaker  Holcomb  : This  supplementary  report  is 
referred  to  Reference  Committee  on  Report  of  the 
Council,  Part  VI I,  Medical  Care  Insurance,  of  which 
Dr.  Elmer  T.  McGroder,  of  Erie,  is  chairman. 

Are  there  any  further  resolutions  to  be  introduced 
at  this  time  or  any  reference  committees  ready  to 
report? 

I wish  to  announce  again  that  the  Annual  Report 
of  the  Citizens’  Health  Education  Committee  was 
referred  yesterday  to  the  Reference  Committee  on 
Report  of  the  Council,  Part  IX,  Legislation,  of  which 
Dr.  Charles  W.  Mueller  is  chairman.  I am  calling 
that  to  your  attention  again. 

Section  97  (See  215 ) 

Supply  of  Fibrinogen 

Dr.  Abraham  B.  Tamis,  Bronx:  This  is  a very 
short  noncontroversial  resolution.  It  has  to  do  with 
the  supply  of  fibrinogen: 


“Whereas,  the  supply  of  fibrinogen,  a life- 
saving blood  derivative  essential  in  the  manage- 
ment of  afibrinogenemia,  is  not  available  for 
general  use;  and 

“Whereas,  the  processing  and  distribution  of 
fibrinogen  is  under  the  sole  direction  of  the 
Xational  Red  Cross  Blood  Bank  Division;  and 

“Whereas,  the  Xational  Red  Cross  Blood 
Bank  Division  has  discontinued  the  manufacture 
of  this  necessary  blood  derivative  so  that  the 
stock  pile  of  fibrinogen  will  shortly  be  exhausted; 
therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  Xew  York  make  known  to  the  Xational 
Red  Cross  and  the  Xew  York  State  Red  Cross 
Blood  Bank  Divisions  through  its  representatives 
on  these  boards  of  its  concern  in  this  matter  and 
urge  them  to  process  additional  fibrinogen  imme- 
diately and  to  make  available  to  all  counties  a 
central  source  to  supply  the  fibrinogen  when 
needed.” 

Speaker  Holcomb:  This  is  referred  to  Reference 
Committee  on  Report  of  Council,  Part  It",  Blood 
Banks,  of  which  Dr.  Edward  F.  Shea,  of  Ulster,  is 
chairman. 

Section  98  (See  130) 

A Code  of  Press  Cooperation 

Dr.  Harold  B.  Davidson,  Xew  York:  This  is 
being  introduced  by  the  Xew  York  County  delega- 
tion: 

“Whereas,  there  is  no  question  that  good  public 
relations  are  of  extreme  importance  to  all  of  us; 
and 

“Whereas,  when  in  the  past  the  best  possibili- 
ties of  public  relations  have  been  lost,  it  has  been 
more  often  because  of  thoughtlessness  or  mis- 
understanding than  any  other  cause;  and 

‘ Whereas,  a clear  understanding  of  a policy  to 
be  followed  will  help  to  avoid  misunderstandings 
in  the  future;  therefore  be  it 

“Resolved,  that  in  accordance  with  an  implemen- 
tation of  Chapter  1,  Article  5,  of  the  Principles  of 
Professional  Conduct,  the  Medical  Society  of  the 
State  of  Xew  York,  that  the  Society  work  actively 
to  formulate  ‘A  Code  of  Press  Cooperation’  and 
that  once  established,  the  Public  Relations  Bureau 
work  actively  to  support  this  program;  and  be  it 
further 

“ Resolved , that  this  code  of  press  cooperation  be 
established  in  cooperation  and  consultation  with 
the  authorized  branches  of  dissemination  of  public 
information,  namely,  the  press  (newspapers,  syndi- 
cates. and  magazines),  the  press  photographers, 
newsreel  photographers,  wire  services,  radio  and 
television  news  services,  and  any  other  authorized 
branch  of  dissemination  of  information;  and  be  it 
further 

"Resohrd,  that  this  code  of  press  cooperation  be 
presented  to  the  county  societies  on  a permissive 
b.asis  with  their  consideration  and  forwarded  to 
the  American  Medical  Association  as  an  example 
of  our  ethics.” 

Speaker  Holcomb  : This  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  the  Council. 
Part  XI,  having  to  do  with  Public  Relations,  of 
which  Dr.  Ezra  A.  Wolff,  of  Queens,  is  chairman. 

Is  there  any  further  reference  committee  ready  to 
report? 

. . . There  was  no  response  . . . 
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Speaker  Holcomb  : Are  there  any  further  resolu- 
tions to  be  introduced  at  this  time? 

. . . There  was  no  response  . . . 

Section  99 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  II:  Maternal  and  Child  Welfare 

Dr.  Harold  B.  Davidson,  New  York:  The  Sub- 
committee on  Maternal  and  Child  Welfare  whose 
report  this  Reference  Committee  considered  de- 
serves very  real  commendation.  Under  the  able 
chairmanship  of  Dr.  Charles  A.  Gordon,  it  has  con- 
tinued its  interest  in  all  relevant  problems  and  has 
cooperated  well  with  the  Metropolitan  Life  In- 
surance Company,  the  Committee  on  Accident  Pre- 
vention of  the  American  Academy  of  Pediatrics,  the 
State  Health  Department,  and  the  Council  Com- 
mittee on  Public  Health  and  Education.  They 
also  cooperated  with  the  New  York  State  Citizens’ 
Committee  of  One  Hundred  for  Children  and  Youth 
and  had  the  assistance  of  Mead  Johnson  Company. 

With  the  present  excellent  record  in  maternal 
health  it  is  worth  noting  the  trend  which  emphasizes 
the  neonatal  mortality,  stillbirths,  and  infant  mor- 
tality studies.  Many  counties  have  now  organized 
separate  committees  to  study  these  latter  problems. 
The  committee  should  be  complimented  for  its  care- 
ful consideration  of  all  these  problems  and  its  co- 
operation with  the  above-mentioned  agencies.  We 
also  think  that  the  Section  on  Pediatrics  of  this 
Society  at  this  convention  should  be  mentioned  for 
its  fine  program  on  neonatal  deaths. 

I move  that  this  report  be  accepted. 

Dr.  Waring  Willis,  Westchester:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Davidson:  I wish  to  thank  my  committee, 
consisting  of  Drs.  Frederick  A.  Wurzbach,  Jr.,  Waring 
Willis,  Gerald  B.  Manley,  and  R.  Scott  Howland, 
for  their  cooperation  and  assistance. 

Speaker  Holcomb:  Thank  you,  Dr.  Davidson. 
Are  there  any  other  reference  committees  ready  to 
report? 

. . . There  was  no  response  . . . 

Speaker  Holcomb  : Are  there  any  further  resolu- 
tions to  be  introduced? 

Section  100  {See  11$) 

Doctor-Draft  Law 

Dr.  Samuel  Sanes,  Erie:  I have  two  short  resolu- 
tions to  introduce  on  behalf  of  the  Medical  Society  of 
the  County  of  Erie: 

“Resolved,  that  the  ‘Doctor  Draft’  Law  (Public 
Law  779)  be  revised  to  provide  that  physicians 
who  have  not  reached  their  fifty-first  birthday,  be 
divided  into  two  groups: 

Group  A — Those  physicians  never  having  mili- 
tary service;  these  men  to  be  called  according  to 
age,  the  youngest  being  called  first. 

Group  B — Those  physicians  who  have  had  mili- 
tary service  since  September  15,  1940,  these  men 
to  be  called  according  to  the  length  of  military 
service,  those  with  the  least  service  being  called 
first ; and  be  it  further 

“Resolved,  that  Group  B shall  not  be  called  until 
Group  A is  completely  exhausted.” 

Speaker  Holcomb:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  I,  of 
which  Dr.  George  A.  Burgin  is_chairman. 


Section  101  {See  11$) 

Administration  of  Doctor-Draft  Law 

Dr.  Samuel  Sanes,  Erie:  The  second  resolution 
reads: 

“Resolved,  that  the  administration  of  the  Doc- 
tor-Draft Law  (Public  Law  779),  being  a special 
draft  law  for  professional  people,  should  be  taken 
out  of  the  hands  of  local  selective  service  boards 
and  put  in  the  hands  of  a special  selective  sendee 
board,  one  for  each  county  or  medical  society  dis- 
trict. This  special  selective  sendee  board  shall 
consist  of  eight  members  as  follows:  two  laymen, 
three  doctors  of  medicine  recommended  by  their 
respective  county  medical  societies,  two  doctors  of 
dentistry  recommended  by  their  respective  dental 
society,  and  one  doctor  of  veterinary  medicine 
recommended  by  the  veterinarian  society  if  such 
exists.” 

Speaker  Holcomb:  That  resolution  is  also  re- 
ferred to  the  Reference  Committee  on  Report  of  the 
Council,  Part  I,  of  which  Dr.  George  A.  Burgin  is 
chairman. 

Section  102 

Announcements 

Vice-Speaker  Williams:  The  Chair  would  like 
to  urge  all  delegates  to  visit  the  technical  exhibits. 
Perhaps  if  it  were  not  for  the  technical  exhibits,  we 
would  not  even  have  facilities  such  as  these  within 
which  to  operate. 

The  Chair  recognizes  Dr.  Kenney  who  wishes  to 
make  an  announcement. 

. . . Dr.  J.  Stanley  Kenney,  chairman  of  the  Local 
Arrangements  Committee  of  the  American  Medical 
Association,  gave  an  interesting  description  of 
plans  for  the  American  -Medical  Association  con- 
vention in  June  . . . 

Vice-Speaker  Willlams:  Are  there  any  other 
resolutions? 

. . . There  wras  no  response  . . . 

Vice-Speaker  Williams:  Are  there  any  ref- 
erence committees  ready  to  report? 

. . . There  was  no  response  . . . 

Section  102  A 

Recognition  of  Representatives  of  Student  A.M.A. 

Vice-Speaker  Williams:  As  you  all  know,  this 
year  we  have  as  our  guests  representatives  from  the 
local  chapters  of  the  Student  A.M.A.  Are  any  of 
those  delegates  from  the  medical  schools  that  have 
these  chapters  of  the  Student  A.M.A.  in  the  House 
at  this  time? 

Dr.  Thomas  M.  d’ Angelo:  Yes,  Dr.  Lehrer  is 
here. 

Vice-Speaker  Williams:  I present  Dr.  Gerard 
Lehrer,  of  New  York  University  Chapter.  {Ap- 
plause) 

Is  Dr.  Robert  Glick,  of  the  New-  York  University 
College  of  Medicine  in  Syracuse,  present? 

. . . There  was  no  response  . . . 

Vice-Speaker  Williams:  Are  there  any  other 
representatives  or  delegates  from  the  Student 
A.M.A.  present? 

I will  ask  you,  Dr.  Lehrer,  if  they  do  come  in,  to 
call  it  to  my  attention  so  I can  introduce  them 
properlv  if  we  have  the  time? 

Dr.  Gerard  Lehrer:  Yes,  sir. 

Vice-Speaker  Willlams:  I think  it  is  only  right 
that  the  Chair  should  now  recess  and  reconvene 
within  ten  minutes.  Will  you  hold  yourselves  in 
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readiness  in  the  immediate  vicinity  to  reconvene  at 
the  sound  of  the  gavel? 

. . . Recess . . . 

Vice-Speaker  Williams:  Will  the  House  be  in 
order?  So  that  it  is  clear  in  the  minds  of  every  dele- 
gate, we  are  about  to  hear  a report  from  the  Special 
Committee  on  Constitution  and  Bylaws.  There 
seems  to  be  some  confusion  in  the  minds  of  the  dele- 
gates in  that  they  say,  "You  have  two  committees 
on  Constitution  and  Bylaws,  including  a reference 
committee.”  Therefore,  I think  it  is  only  fair  to 
take  one  minute  to  explain  these  two  committees. 
This  special  committee  whose  report  you  are  about 
to  hear  now  is  a special  committee  of  the  House,  and 
it  concerns  itself  wholly  and  solely  with  problems  of 
the  Constitution  and  Bylaws  of  the  State  Medical 
Society. 

The  report  of  the  Council  Committee  on  Constitu- 
tion and  Bylaws  is  that  of  a committee  of  the  Coun- 
cil. and  its  function  is  to  consider  amendments  to 
county  medical  societies’  constitutions  and  bylaws 
and  district  branch  constitutions  and  bylaws. 

This  committee  that  you  are  about  to  hear  from 
now,  of  which  Dr.  Aaron  is  chairman,  is  a special 
committee  of  the  House,  and  he  will  report  now  on 
amendments  to  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  which 
were  brought  up  last  year. 

Gentlemen,  give  jour  attention  to  Dr.  Aaron. 
This  is  verj-  important. 

Section  103 

Report  of  Special  Committee  on  Constitution  and 
Bylaws 

Dr.  A.  H.  Aarox,  Erie:  Mr.  Speaker  and  mem- 
bers of  the  House,  I should  like  to  say  this.  This 
report  would  be  impossible  without  the  splendid 
attention  and  consideration  of  Dr.  Anderton,  Dr. 
Gamble,  and  Dr.  Reuling.  Where  a matter  of  legal 
interpretation  came  up,  we  had  the  excellent  advice  of 
our  attomej-,  Air.  Martin. 

This  has  been  published  in  our  Jocrxal.  You 
have  had  an  opportunity  to  read  it.  I have  noticed 
two  resolutions  coming  on  this  floor  asking  for  early 
publication  of  resolutions  so  that  time  could  be 
saved  here.  I am  sure  I should  like  to  try  this  now 
and  see  what  jou  want  to  do  with  it,  and  to  say  in 
view  of  the  fact  that  j-ou  have  had  an  opportunity 
to  read  this  and  studj-  it,  it  may  be  entirely  ac- 
ceptable to  all  of  you.  If  it  is,  why  continue? 

I move  now  that  it  be  accepted  as  a whole  and 
save  you  time.  If  you  have  objections  to  it,  then 
we  have  got  to  go  through  the  whole  thing.  I am 
now  trying  to  save  you  time.  This  meets  all  of  the 
requirements  to  save  time  you  have  expressed  here 
in  presenting  resolutions.  It  has  been  in  your  hands 
two  or  three  months  to  study.  You  may  have  ob- 
jections to  it,  and  it  may  be  necessary  to  read  it  all, 
but  if  it  is  not,  I should  like  to  make  a motion  that  the 
report  be  considered  as  read  and  accepted  in  its  en- 
tirety. 

Dr.  R.  Scott  Howlaxd,  Chemung:  I second  that. 

Vice-Speaker  Willlams:  I don’t  think  that  the 
Chair  could  possibly  accept  a motion  like  that  and 
consider  it  in  order  when  it  comes  to  amendments  to 
the  Constitution  and  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York.  They  should  actualty  be 
read  now  that  we  are  in  session  as  a committee  of  the 
whole,  and  I will  have  to  ask  the  chairman  to  read 
them,  and  we  will  act  upon  them  one  at  a time. 

Dr.  Aarox:  Give  me  credit  at  least  for  a try. 

You  have  the  report  in  front  of  you,  and  the  first 
one  we  will  consider  is  as  follows.  I am  going  to  take 
out  parts  so  as  not  to  take  too  long  a time  with  you. 


Chorus:  What  page? 

Dr.  Aarox:  Page  890,  and  I will  refer  you  to 
page  39  of  jour  little  blue  book  so  that  jou  can 
follow  along  with  us. 

It  was  proposed  in  the  House  of  Delegates  that 
the  last  sentence  of  Chapter  XIV,  Section  2,  of  the 
Bylaws  be  amended  by  inserting  the  words  "or 
financial  hardship”  after  the  word  ''illness,”  so  that 
the  sentence  as  amended  would  read:  ‘'The  dues  of 
any  members  of  the  Aledical  Society  of  the  State  of 
New  "York  may  be  remitted  for  the  current  year  on 
account  of  illness  or  financial  hardship  when  the 
request  is  made  bj-  the  member’s  component  county 
medical  society.” 

This  was  disapproved  bj-  our  Committee,  which 
voted, 

"Whereas,  a resolution  was  introduced  in  the 
House  of  Delegates;  and 

"Whereas,  the  committee  feels  it  is  not  wise  to 
amend  the  Constitution  and  Bylaws  without 
further  experience  and  trial  period;  and 

"Whereas,  a precedent  has  been  established, 
although  not  in  the  Constitution  and  Bylaws,  as  to 
the  remission  of  dues  of  members  in  the  armed 
forces;  therefore  be  it 

‘ Resolved,  that  the  Council  be  empowered  to  re- 
mit the  dues  of  a member  of  the  Society  for  one 
year  at  a time,  provided  (1)  the  member’s  county 
society  dues  have  been  remitted,  (2)  the  evidence 
of  hardship  has  been  well  documented,  and  (3) 
that  the  secretary  be  empowered,  under  Chapter  II, 
Section  2,  paragraph  A,  of  the  Bylaws  of  the 
American  Medical  Association,  to  request  remis- 
sion of  such  a member’s  dues  to  the  American 
Aledical  Association,  if  financial  hardship  has 
been  substantiated.” 

I recommend  the  adoption  of  this  resolution. 
Vice-Speaker  Willlams:  You  have  all  heard 

that  recommendation.  Is  there  a second? 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  That  stands  adopted. 
Continue,  Dr.  Aaron. 

Dr.  Aarox:  We  will  now  skip  down  to  the  bot- 
tom of  the  page,  see  j our  Bylaws,  page  12.  It  will 
be  new  matter,  Section  3,  of  Chapter  II.  It  won’t 
be  in  jour  booklet;  it  will  be  a new  Section  applving 
to  our  House  of  Delegates: 

"Section  3.  Delegates  shall  be  members  of  the 
American  Aledical  Association.” 

I recommend  the  adoption  of  this  alteration  of  the 
Bylaws. 

Dr.  Edward  P.  Flood,  Bronx:  I second  it. 
Vice-Speaker  Willlams:  It  has  been  regularly 
moved  and  seconded  that  this  new  section  to  Chap- 
ter II  of  the  Bj  laws  be  adopted.  Is  there  anj'  dis- 
cussion? 

Dr.  Bexjamix  AI.  Berxsteix,  Kings:  When  a 
doctor  becomes  a member  of  a county  society  and 
pays  his  dues  to  that  county  society,  he  auto- 
matically paj  s his  dues  to  the  State  Aledical  Society 
of  which  he  automaticallj-  becomes  a member.  He 
has  not  obligated  himself  to  become  a member  of  the 
American  Aledical  Association,  and.  as  you  heard  Dr. 
Bauer  say  a few  minutes  ago,  manj-  of  our  members 
in  Xew  York  State  have  not  become  members  of  the 
American  Aledical  Association.  Until  there  is  some 
consideration  given  to  dues,  such  as  a resolution  I 
introduced  jesterdaj',  whereby  a man  could  pay  his 
county  dues,  which  would  then  become  part  of  the 
State  dues,  and  from  then  on  toward  American 
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Medical  Association  dues,  we  have  a dual  member- 
ship. We  have  a dual  dues  arrangement,  which  is 
entirely  inequitable  and  absolutely  unjust  as  far  as 
I can  see  it.  When  you  say  to  a man  who  is  a mem- 
ber of  a county  society,  “You  may  not  nominate 
or  elect  a representative  of  yours  to  your  State 
Society  because  he  is  not  a member  of  the  American 
Medical  Association,”  you  are  disenfranchising  him 
completely.  You  are  dictating  from  above  what 
your  county  society  member  shall  do,  what  he  may  or 
may  not  do  as  far  as  his  own  personal  representation 
is  concerned.  I don’t  think  it  is  fair.  I don’t 
think  it  is  just.  I don’t  think  it  is  legal,  as  a matter 
of  fact.  I am  not  a legal  authority,  but  I don’t 
think  that  it  is  legal  and  that  it  will  stand  up  if  it  is 
tested  legally.  I hope  you  will  vote  this  thing  down 
or  at  least  table  it  until  some  other  form  of  integra- 
tion is  arranged.  I told  Dr.  Bauer  outside  a little 
while  ago,  and  he  sort  of  agreed  with  me,  that  sooner 
or  later  a form  of  integration  such  as  I talked  about 
must  come  into  effect.  I would  urge  that  you  vote 
this  thing  down  or  at  least  table  it  until  some  other 
time. 

Dr.  Benjamin  F.  Glasser,  Queens:  Dr.  Bern- 
stein has  covered  the  subject  matter  of  my  discus- 
sion. I just  want  to  point  out  again  that  the  State 
Medical  Society  is  composed  of  the  local  county 
medical  societies;  that  membership  in  our  Society  is 
definitely  governed  and  dictated  by  our  Constitu- 
tion; that  if  a man  joins  a county  society  he  is  auto- 
matically a member  of  the  State  Society;  that  if  he 
pays  his  dues  he  is  in  good  standing;  that  you  can- 
not tell  him  whom  to  vote  for  as  a delegate;  and 
that  if  you  do  pass  this  new  Bylaw  you  disenfran- 
chise a man,  which  I think  is  unconstitutional  as  far 
as  the  State  Society  is  concerned. 

Dr.  Joseph  A.  Geis,  Councillor:  Mr.  Speaker  and 
members  of  the  House,  in  disagreeing  with  both  of 
the  former  speakers  let  me  say  the  question  of  con- 
stitutionality definitely  does  come  up.  This  body 
elects  members  who  are  delegates  to  the  American 
Medical  Association,  and  definitely  if  we  are  going  to 
send  delegates  to  the  American  Medical  Association, 
those  members  should  be  members  of  the  American 
Medical  Association,  and  those  who  elect  them  should 
be  members  of  the  American  Medical  Association. 
There  is  no  question  of  that  constitutional  point. 
Therefore,  the  men  who  elect  from  the  county  socie- 
ties should  pick  men  who  are  also  members  of  the 
American  Medical  Association.  It  does  not  disen- 
franchise them;  it  just  simply  has  them  elect  a cer- 
tain selective  group  for  one  year. 

I am  in  favor  of  doing  that.  I am  hoping  next 
year  that  the  amendment  to  the  Constitution  that  I 
submitted  yesterday,  which  will  require  membership 
in  the  American  Medical  Association,  will  go  through 
next  year,  and  then  this  thing  will  not  come  up;  but 
definitely  we  should  support  the  Committee  in  this 
amendment. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Mr.  Chairman  and  members  of  the  House,  I for  one 
am  in  favor  of  having  everyone  in  the  Medical 
Society  of  the  State  of  New  York  be  a member  of  the 
American  Medical  Association  by  order  of  our  own 
House  of  Delegates. 

I would  be  in  favor  of  the  amendment  that  Dr. 
Geis  brought  in  yesterday  and  that  will  be  acted 
upon  next  year,  but  I am  definitely  not  in  favor  of 
this  type  of  an  amendment  which  actually  makes  two 
classes  of  membership  in  our  county  societies.  I see 
no  reason  why  this  House  cannot  go  on  record  next 
year  in  favor  of  making  it  mandatory  for  an  indi- 
vidual to  be  a member  of  his  county  and  state  socie- 


ties and  also  of  the  American  Medical  Association. 
However,  I don’t  think  that  this  particular  amend- 
ment solves  that  problem  at  all.  It  will  confuse  it 
very  badly.  Since  we  are  going  to  vote  on  a veri- 
definite,  concise  amendment  next  year,  I think  that 
this  amendment  right  now  should  be  turned  down. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion? 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Chairman  and 
fellow  delegates,  I too  should  like  to  reiterate  that  it 
is  unfair  that  a man  who  pays  his  dues  to  his  county 
society  and  his  State  Society  should  not  have  any 
representation  here.  If  he  cannot  be  elected  to  this 
House  of  Delegates,  he  has  lost  his  voice  in  the  State 
Society.  If  he  has  not  paid  American  Medical 
Association  dues,  that  is  no  concern  of  ours.  Let  the 
State  Society  then  elect  to  the  American  Medical 
Association  only  members  who  have  paid  their 
American  Medical  Association  dues.  The  others  are 
not  entitled  to  representation  in  the  American  Medi- 
cal Association,  but  to  disenfranchise,  as  one  of  the 
former  speakers  said,  a man  who  has  paid  his  dues  to 
this  Society  in  good  faith  is  wrong,  and  I am  opposed 
to  it. 

Dr.  Aaron:  Mr.  Speaker  and  members  of  the 
House,  one  of  the  advantages  of  your  having  a com- 
mittee of  this  type  and  character  composed  of  people 
like  Dr.  Reuling,  Dr.  Gamble,  and  Dr.  Anderton 
will  now  be  exemplified.  The  legality  of  this  has 
been  determined  by  our  own  attorney.  Before  this 
report  was  made,  he  said  to  us,  “If  it  is  not  legal, 
why  put  it  before  the  House?  If  it  is  legal,  put  it 
before  the  House  for  their  consideration.”  In  his 
opinion,  after  consideration,  it  is  a legal  thing  to  be 
considered  by  this  House. 

Vice-Speaker  Williams:  Let  me  remind  you 
that  you  may  only  speak  once  on  the  same  subject, 
and  then  you  are  allowed  five  minutes.  We  don’t 
want  to  clutter  up  our  records  unduly. 

Dr.  Walter  T.  Heldmann,  Richmond:  Mr. 

Speaker  and  members  of  the  House,  the  same  con- 
stitutional amendment  came  up  last  year,  and  it  was 
defeated.  I think  that  the  problem  can  only  be 
solved  if  we  first  solve  it  in  our  own  county  and  make 
it  mandatory  for  every  member  to  be  a member  of 
the  American  Medical  Association. 

I am  still  opposed  to  this  amendment  because 
there  are  members  of  the  county  societies  who  don’t 
have  to  be  members  of  the  American  Medical  Associa- 
tion; therefore,  we  should  be  allowed  to  elect  them 
to  this  House. 

I would  like  to  move  that  this  be  tabled  until  next 
year  because  at  that  time  an  amendment  will  be 
offered  which  will  solve  the  problem  and  solve  it  to 
everybody’s  satisfaction. 

Dr.  Wolff:  I second  that. 

Vice-Speaker  Williams:  The  chairman  of  our 
Special  Committee  on  Constitution  and  Bylaws 
made  a motion  that  we  adopt  the  amendment,  which 
motion  was  seconded,  and  we  are  in  the  process  of 
discussion  of  that  resolution. 

Dr.  Heldmann:  A motion  to  table  is  always  in 
order  and  precedes  the  other  motion. 

Vice-Speaker  Williams:  A motion  to  table  is 
not  discussable,  so  are  you  ready  for  the  question? 

Dr.  d’Angelo:  It  is  really  a motion  to  defer 
action  for  one  year. 

Chorus:  What  is  the  question? 

Vice-Speaker  Williams:  The  motion  is  to  table. 

. . . The  question  was  called,  and  the  motion  to 
table  was  put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Williams:  I think  that  was  a 
three-quarter  vote,  so  that  motion  has  been  tabled. 
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Continue,  Dr.  Aaron. 

Da.  Aabox:  We  now  proceed  with  the  next  item 
in  our  report,  which  is  Section  5,  Chapter  XIV,  of 
the  Bylaws,  see  your  booklet  at  page  39.  This  is 
the  new  recommendation  of  your  Committee: 

‘‘Section  5.  The  treasurer  of  each  component 
county  society  of  the  Medical  Society  shall  for- 
ward to  the  Treasurer  of  this  Society  the  amount 
of  the  State  per  capita  assessment  and  the  amount 
of  all  American  Medical  Association  dues  collected 
from  members  of  his  county  as  promptly  as  possible 
but  in  any  event  before  the  first  day  of  June  of 
each  year.” 

I should  like  to  present  to  you  before  I recommend 
action  on  this  the  following  arguments  that  took 
place  in  our  own  committee,  which  may  help  clarify 
our  recommendation:  First,  it  was  not  deemed  that 
this  was  an  absolute  order  for  the  State  Society  to 
collect  these  dues. 

Second,  we  believe  it  was  contingent  upon  the  fact 
that  all  states  should  be  arrived  at  on  a national 
basis. 

Third,  there  should  be  adequate  compensation  to 
the  State  Societies  for  collecting  these  dues,  and  they 
should  not  incur  any  additional  expense  in  carrying 
on  this  bookkeeping  and  this  paper  work. 

Fourth,  that  a sum  should  be  designated  as  being 
an  acceptable  sum  for  such  an  effort. 

It  does  not  demand  that  our  State  Society  should 
collect  the  dues.  It  is  not  mandatory.  Here  it  is 
as  interpreted  by  our  Committee:  It  is  required  that 
he  should  forward  to  the  .American  Medical  -Associa- 
tion those  dues  which  are  paid  to  him.  It  is  not 
necessary  that  he  must  insist  upon  their  collection. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Williams:  Is  there  a second? 

Dr.  Joseph  A.  Laxe,  Monroe:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Yice-vSpeaker  Willlams  : That  amendment  is 

adopted.  Proceed,  Dr.  Aaron. 

Dr.  Aabox:  We  will  now  proceed  to  Junior 

Membership.  From  your  Constitution,  page  1,  you 
will  see  under  Membership  it  provides: 

"The  membership  in  this  Society  shall  be 
divided  into  four  classes:  (a)  junior,  (b)  active,  (c) 
retired,  (d)  honorary.” 

It  seemed  incorrect  that  the  junior  membership 
should  precede  the  lineup  in  front  of  the  most  potent 
factor  in  the  society,  the  active  membership. 
Therefore,  we  recommend  the  adoption  of  this  por- 
tion of  our  report  changing  that  order  to  read: 

"The  membership  in  this  Society  shall  be 
divided  into  four  classes:  (a)  active,  (b)  retired, 
(c)  junior,  (d)  honorary.” 

I move  the  adontion  of  this  portion  of  the  report. 
Dr.  Fraxk  LaGattuta,  Brora::  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Aabox:  Now  will  you  turn  to  page  7 of  your 
Constitution.  However,  before  we  do  that,  in 
keeping  with  the  change  just  made,  your  committee 
recommends  that  the  sequence  and  words  in  the 
first  sentence  of  Chapter  I,  Section  1,  of  the  Bylaws, 
which  now  reads,  "The  junior  and  active  members 
shall  be  all  junior  and  active  members  in  good 
standing  of  the  component  medical  societies,”  be 
changed  to  read : 

“The  active  and  junior  members  shall  be  all 
active  and  junior  members  in  good  standing  of  the 
component  county  medical  societies.” 


That  is  merely  a change  in  the  order,  and  it  does 
not  change  the  meaning,  so  no  action  is  necessary. 
That  is  merely  an  editorial  change. 

Now  we  come  to  page  3 of  the  Constitution.  In 
keeping  with  the  proposed  amendment,  which  was 
referred  to  your  committee,  it  is  recommended  that 
the  dues  for  junior  membership  be  changed  from  one 
half  of  those  of  active  members  to  one  third  of  the 
dues  of  active  members.  To  accomplish  this,  the 
present  Article  IX  of  the  Constitution  should  also  be 
amended,  so  with  the  new  matter  it  will  now  read: 
“Funds  shall  be  raised  by  annual  per  capita  dues 
or  assessment  on  each  component  county  society 
at  a uniform  per  capita  rate  throughout  the  State, 
but  the  dues  or  assessments  of  each  junior  member 
shall  be  one  third  the  amount  levied  on  each  active 
member.  Funds  may  also  be  raised  in  any  other 
manner  approved  by  the  House  of  Delegates,  or 
by  the  Council  when  the  said  House  of  Delegates 
shall  not  be  in  session. 

“The  approval  of  the  Council  and  of  the  Board 
of  Trustees  shall  be  necessary  for  the  expenditure 
of  any  funds  of  the  Society.” 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Willlams:  Do  I hear  a second? 
Dr.  George  Schwartz,  Bronx:  I second  it, 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Aarox:  Mr.  Speaker  and  members  of  the 
House,  in  A*iew  of  the  fact  that  every  item  that  has 
been  referred  to  this  committee  was  pre\-iouslv  read 
at  a meeting  of  this  House  of  Delegates,  and  acted 
upon,  and  called  to  your  attention  a second  time,  I 
move  the  adoption  of  the  report  as  a whole. 

Vice-Speaker  Willlams:  There  was  a portion 
that  was  tabled. 

Dr.  Aarox:  Except  for  that  portion  which  was 
tabled. 

Dr.  Harrt  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  10 U 

Report  of  Actuary 

Vice-Speaker  Williams:  The  Chair  will  now 
recognize  Mr.  Linder,  of  the  firm  of  Wolfe,  Corcoran 
& Linder,  who  are  the  actuarial  auditors  of  the  sur- 
vey of  the  Malpractice  Insurance  and  Defense 
Board.  As  you  know,  each  year  we  have  a report 
from  him  concerning  the  status  of  our  malpractice 
defense  insurance. 

Mr.  Joseph  Linder:  Mr.  Speaker,  ladies  and 
gentlemen,  again  it  is  my  privilege  to  present  to  the 
House  of  Delegates  the  results  of  our  examination  of 
your  Group  Plan  of  Malpractice  Insurance  and 
Defense. 

The  original  of  our  report  has  been  filed  with  the 
Secretary  of  the  Society.  Our  report,  necessarily, 
deals  with  a mass  of  figures  and  technical  computa- 
tions that  would  be  difficult  to  present  or  to  follow 
in  a short  oral  statement.  I shall,  therefore,  try  to 
give  you  a brief  outline  of  our  work,  together  with 
our  conclusions  in  nontechnical  terms. 

Under  the  cost-plus  carrying  agreement  with  the 
insurance  carrier,  rates  are  controlled  by  losses,  and 
it  is  necessary,  therefore,  first  to  ascertain  what  the 
losses  have  been.  Here,  our  procedure  did  not 
differ  from  that  of  last  year.  For  closed  cases  all 
loss  vouchers  for  1952  were  inspected  for  approval 
by  the  legal  counsel  and  the  statistical  distribution 
of  the  respective  amounts  was  checked  into 
the  statistical  data  as  of  December  31,  1952. 
For  outstanding  cases,  the  reserves  were  es- 
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tablished  case  by  case  by  agreement  between  the 
carriers  and  your  legal  counsel.  Development  fac- 
tors were  again  utilized  for  the  dual  purpose  of  in- 
cluding a reserve  for  incurred  but  not  reported  cases 
and  to  offset  probable  salvage  in  the  estimated  cost 
of  known  cases.  The  sum  of  these  three  groups 
represents  the  total  loss  experience. 

Last  year  we  stressed  the  increase  in  the  rate  of 
incidence  over  a five-year  period,  pointing  out  that 
while  for  policies  issued  in  1945  there  was  an  average 
of  one  case  for  every  71  insured  members,  for  policies 
issued  in  1950  there  was  one  for  every  47  insured 
members.  For  policies  issued  in  1951  there  was  a 
further  rise  of  17  per  cent  so  that  there  is  currently 
one  case  for  every  40  insured  members.  We  again 
invite  your  special  attention  to  this  continued  in- 
crease in  incidence. 

The  loss  experience  of  the  past  is  compiled  as  care- 
fully as  possible  because  on  it  are  predicated  rates  for 
the  future,  and  it  is  important,  therefore,  to  apply 
every  known  factor  which  will  affect  the  costs.  For 
that  reason  it  is  necessary  to  add  to  the  normal  de- 
velopment factors,  referred  to  above,  additional  fac- 
tors to  provide  for  the  increase  in  the  rate  of  inci- 
dence to  which  we  have  just  made  reference. 

When  a combination  of  the  development  and  inci- 
dence factors  is  applied  to  the  closed  and  outstanding 
losses  up  to  $5/15,000  in  the  two  sections  of  the 
State,  we  find  that  the  pure  premiums,  that  is,  the 
cost  per  policy  for  losses  alone,  are  S81.93  for  the 
metropolitan  area  and  $49.45  for  the  upstate  area. 
By  dividing  these  pure  premiums  by  0.765,  we  obtain 
a calculation  of  the  rates  necessary  to  carry  the 
business  on  the  agreed  76.5  per  cent  permissible  loss 
ratio.  As  shown  on  page  9 of  our  report,  this  pro- 
duced the  following  average  rates  for  $5/15,000 
limits: 


Metropolitan $107 . 09 

Upstate 64.64 


Examination  of  the  loss  experience  for  the  years 
1949  and  1950  showed  that  the  contingent  loss  fac- 
tors for  those  years  were  wholly  inadequate,  while 
for  1951  token  increases  of  $3  and  $2  were  made, 
raising  them  to  $8  and  $6,  respectively,  for  the  two 
areas.  It  is  now  proposed  that  such  contingent  fac- 
tors be  increased  to  $15  and  $10,  respectively,  for  the 
two  State  areas  so  that  the  average  rates  become: 


Metropolitan  ($106  4-  $15) $121 

Upstate  ($65  + $10) 75 


Having  reached  this  point,  it  is  necessary  to  break 
down  these  average  rates  to  meet  the  requirements 
of  the  classification  system  adopted  by  the  Society  as 
of  September  1,  1951,  and  to  add  the  surcharges  for 
the  three  excluded  specialties. 

In  addition  to  the  usual  material,  the  loss  experi- 
ence by  classes  has  been  compiled  and  made  avail- 
able to  us.  These  data  have  been  subjected  to  analy- 
sis, and  while  the  experience,  particularly  for  the 
three  specialties,  is  rather  meager,  the  following 
pertinent  observations  may  safely  be  made: 

1.  The  present  $30  differential  between  nonsur- 
geons and  surgeons  should  be  substantially  increased. 
For  both  territories,  loss  costs  for  surgeons  are 
roughly  twice  those  for  nonsurgeons. 

2.  Experience  for  the  x-ray  coverage  (both 
classes)  has  been  particularly  favorable.  In  view  of 
the  “inherent  hazard,”  however,  the  present  modest 
surcharges  of  $10  and  $20  might  well  be  continued. 

3.  The  present  surcharge  of  $40  for  electroshock 
therapy  is  grossly  inadequate.  For  both  territories 
the  experience  is  at  least  as  bad  as  that  for  surgeons. 

4.  The  present  surcharge  of  $30  for  cosmetic 
plastic  surgery  appears  to  be  reasonable. 


Taking  the  foregoing  factors  into  account,  we  have 
prepared  the  following  schedule  of  revised  rates 
(including  the  contingent  loss  factors): 


Nonsurgical 

Metropolitan  ($65  4-  $15) $ 80 

Upstate  ($35  + $10) 45 

Surgical 

Metropolitan  ($160  4-  $15) 175 

Upstate  ($90  4-  $10) 100 

Specialties  (both  territories) 

X-ray  (superficial) 10 

X-ray  (deep  and  superficial) 20 

Electroshock  therapy 75 

Cosmetic  plastic  surgery 30 


In  the  foregoing  schedule,  we  have  attempted  to 
carry  out  the  experience  indications  without  increas- 
ing or  decreasing  the  revenue  to  the  insuranoe  carrier. 
In  other  words,  the  same  amount  of  over-all  revenue 
is  produced  as  was  produced  by  the  average  rates 
previously  quoted. 

Class  data  will,  of  course,  continue  to  be  studied 
so  that  modifications  may  be  made  from  time  to 
time  as  the  experience  warrants.  In  this  connec- 
tion a further  study  will  be  made  to  ascertain  whether 
a more  equitable  distribution  of  cost  may  be  made 
between  those  who  do  a moderate  amount  of  surgery 
and  those  whose  practice  consists  almost  entirely  of 
surgery. 

When  the  system  of  classes  was  introduced  and 
approved  by  the  Insurance  Department,  such  ap- 
proval carried  with  it  the  obligation  to  utilize  such 
experience  for  the  purpose  of  rate-making. 

It  is  hoped  and  expected  that  these  rates  will  prove 
adequate  to  carry  the  business  for  the  year  beginning 
September  1,  1953,  when  they  go  into  effect,  but 
whether  they  will  or  not  depends,  of  course,  upon  the 
average  cost  of  losses  encountered  during  the  next 
examination  period,  and  especially  upon  the  rate  of 
incidence  of  cases  to  the  number  of  policies  issued. 
If  the  present  level  of  average  loss  costs  is  main- 
tained but  the  rate  of  incidence  increases  during  1952 
as  it  did  in  1950  and  1951,  it  is  possible  that  these 
rates  also  will  prove  to  be  inadequate,  and  that 
applies  also  to  the  rates  for  excess  limits  which  are 
dealt  with  on  pages  9 and  10  of  our  report. 

Reference  to  Exhibit  A on  page  12  of  our  report 
shows  the  average  loss  ratio  for  the  policy  years  1936 
to  1951  inclusive  for  $5/15,000  limits  was  105.0  per 
cent;  for  excess  limits,  it  was  87.9  per  cent;  and  the 
over-all  average  was  99.8  per  cent.  Every  year 
since  1942  down  to  date,  the  developed  loss  ratios 
have  exceeded  the  agreed  and  permissible  loss  ratio. 
This  means  that  for  each  of  those  policy  years  your 
insurance  carriers  have  been  obliged  to  pay  for  some 
part  of  your  loss  costs  out  of  the  surplus  earned  on 
their  other  business. 

This  audit  and  actuarial  study  leads  us  to  the 
following  conclusions: 

1.  The  known  data,  as  represented  by  the  closed 
vouchers,  has  been  correctly  accounted  for  and 
carried  forward  into  the  statistical  data. 

2.  The  contingent  loss  factor,  which  was  intro- 
duced into  the  agreement  with  the  new  carrier,  while 
intended  to  provide  a cushion  for  unforeseen  losses, 
appears  to  have  been  grossly  inadequate  to  take  care 
of  an  extreme  rise  in  incidence  and  costs,  such  as 
occurred  in  policy  years  1950  and  1951. 

3.  While  we  continue  to  adhere  to  the  belief  that 
the  cost-plus  agreement  under  which  the  plan  is 
operated  is  sound,  the  question  of  rapidly  increasing 
costs  is  a troublesome  one.  The  nature  of  the  rate- 
making problem  is  such  that  there  is  an  appreciable 
lag  before  adverse  experience  is  translated  into  a rate 
increase.  Despite  the  intentions  of  the  Society, 
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the  carrier  ha?  undoubtedly  accumulated  a substan- 
tial deficit.  The  whole  question  of  rates  (including 
the  contingent  loss  factor  should  be  considered  with 
a view  at  least  to  preventing  the  further  accumula- 
tion of  a deficit. 

4.  Our  most  important  comment  must,  of  course, 
be  directed  to  the  rapid  increase  in  the  cost  of  this 
insurance  because  we  would  be  failing  in  our  duty  to 
the  members  of  the  Society  if  we  did  not  point  out 
the  danger  inherent  in  the  situation  as  it  is  develop- 
ing. It  will  be  remembered  that  the  cost  of  this 
insurance  is  based  entirely  upon  the  cost  of  the  losses 
caused  by  the  members  themselves. 

Usually  it  is  not  the  function  of  an  actuary  to  do 
more  than  report  the  facts  as  he  finds  them.  In  this 
case,  however,  we  desire  to  point  out  that  unless 
effective  measures  ean  be  devised  to  halt  and  reverse 
the  current  trend  in  the  rate  of  incidence,  the  carrier 
may  feel  itself  justified  in  imposing  arbitrary  rate 
increases,  regardless  of  analyzed  experience.  (Ap- 
plause) 

Vice-Speaker  Williams:  Gentlemen,  this  report 
is  read  purely  for  the  information  of  the  House,  and 
no  action  will  be  taken  upon  it. 

Thank  you  very  much,  Mr.  Linder. 

Mr.  Linder  : I thought  there  might  be  some  ques- 
tions. 

Dr.  Christopher  Wood,  ITesfc&esfer;  I would 
like  to  ask  Mr.  Linder  a question  if  I may. 

Vice-Speaker  Willi  ams:  You  certainly  may. 

Dr.  Wood:  .4s  a member  of  the  Malpractice 
Board  I would  like  to  ask  Mr.  Linder  the  following 
question:  Recently,  in  the  past  few  days,  we  have 
been  advised  that  certain  underwriters  of  Lloyds  of 
London  are  offering  to  menders  of  the  Society  in  the 
metropolitan  area  malpractice  insurance  for  both 
surgeons  and  nonsurgeons  at  a rale  of  $31.50  for 
revised  $5  15,000  limits.  Since  this  rate  is  approxi- 
mately one  third  of  our  own  Group  Plan's  rate,  and 
since  you,  Mr.  Linder,  have  for  several  years  studied 
and  audited  our  loss  costs,  my  question  is  this:  Is  it 
possible  in  your  opinion  for  Lloyds  or  any  other  com- 
pany to  insure  successfully  any  group  of  surgeons  or 
nonsurgeons  in  the  metropolitan  area  and  maintain 
the  rate  level  they  now  offer;  and  if  it  is  not  posable, 
what  in  your  opinion  would  be  the  likely  outcome  of 
such  an  attempt? 

Mr.  Linder:  In  answering  your  question,  let  me 
first  assume  that  the  coverage  being  offered  by 
Lloyds  is  just  as  broad  as  your  present  coverage. 
You'gentlemen  should  keep  in  mind  that  by  law  the 
New  York  Insurance  Department  must  approve  of 
all  rates,  including  those  which  you  have  just  quoted. 
In  approving  such  rates,  they  are  charged  by  law 
with  seeing  to  it  that  the  rates  are  adequate,  reason- 
able, and  not  unfairly  discriminator}-.  Lloyds  is  not 
licensed  to  do  business  in  the  State  of  New  York  and 
therefore  does  not  have  to  have  its  rates  approved. 

I am  confident  that  the  rates  which  you  quoted 
would  not  meet  with  the  approval  of  the  Insurance 
Department  of  the  State  of  New  York.  I think  you 
gentlemen  have  already  had  the  experience  over  the 
past  few  years  of  seeing  these  two  things  happen: 
Your  previous  carrier  asked  to  get  off  the  risk  in  1949. 
Another  carrier,  which  has  been  written  up  quite  pro- 
fuse]}- in  the  reports  of  your  Board,  got  out  of  the 
business  altogether  within  the  past  eighteen  months 
and  simply  refused  to  renew.  Both  of  those  carriers, 
that  is.  the  group  carrier  which  carried  your  business 
up  to  July  1,  1949,  and  the  carrier  which  withdrew 
from  the  field,  had  rates  twice  as  high  as  the  rates 
quoted  by  Lloyds. 

I think  we  have  to  go  on  the  assumption  that  the 
Llovds  group  are  prettv  smart.  If  thev  go  through 


with  this  program,  it  is  only  a question  of  time  before 
they  grossly  increase  their  rates,  because  the  quoted 
rate  of  $31.50  is  less  than  one  half  ihe  pure  loss  cost 
that  is  shown  by  your  experience.  Therefore.  I can 
say  pretty  safely  this  rate,  if  it  is  put  into  effect,  will 
not  be  continued  for  very  long. 

Does  that  answer  your  question’ 

Dr  Wood:  Thank  you  very  much. 

Vice-Speaker  Williams:  Are  there  any  other 
questions  that  someone  would  like  to  put  to  Mr. 
Linder? 

Dr  John  J.  Fltnn.  Kings:  This  is  not  to  be  a 
debate  but  is  another  question  I would  like  Mr. 
Linder  lo  answer.  Since  he  has  made  quite  a point 
of  the  fact  that  Lloyds  is  not  licensed  in  New  A ork 
State,  why  is  it  that  our  own  insurance  is  reinsured 
with  Lloyds?  I would  like  him  to  answer  that. 

Mr  Linder:  Your  own  insurance  is  reinsured 
with  Lloyds  for  certain  excess  losses.  I cannot  tell 
you  offhand  what  limits  your  present  -airier  retains. 
I am  under  the  impression  that  it  is  probably  fifty  or 
one  hundred  thousand  dollars,  and  the  Lloyds  con- 
tract is  strictly  an  excess  contract.  Lloyds  writes 
excess  contracts  for  the  entire  fire  insurance  business 
in  the  United  States  and  for  the  entire  casualty  insur- 
ance  business  in  the  L' united  States  for  the  simple 
reason  that  there  is  not  a sufficient  market  for  excess 
reinsurance  in  the  United  States. 

Here  we  are  talking  not  about  excess  cov-rage; 
we  are  talking  about  the  bask  coverage. 

Dr  Flynn  : Then  the  explanation  that  was  given 
and  the  ruling  from  the  Commisskiner  of  Insurance 
of  the  State  of  New  York  should  be  of  interest  to  this 
House.  I think  it  should  be  pointed  out  in  connere 
tion  with  this  report  that  Lloyds  doing  all  of  this 
business  is  still  a creditable  organization  with 
which  to  do  business.  As  one  of  the  men  in  the 
metropolitan  area  who  have  taken  out  Lloyds  insur- 
ance. we  have  gone  to  the  Commissioner  of  Insurance 
to  ask  all  the  questions  that  could  be  asked,  why  are 
they  able  to  give  us  this  insurance  at  this  rate,  and 
all  the  rest  of  them.  I think  that  when  Mr.  Linder 
gives  his  report  and  tells  us  that  this  company  is  not 
credited  by  the  State,  and  then  they  turn  around 
and  reinsure  with  them,  shows  just  what  weight 
should  be  given  to  that  facT.  I think  in  1951  the 
New  York  State  Insurance  had  four  carriers,  one  of 
whom  was  licensed  under  the  laws  of  Wisconsin. 
In  1952  they  have  only  two  excess  carriers,  of  which 
Lloyds  is  again  one. 

One  of  the  questktns  and  the  principal  doubt  in 
many  people's  minds  is  that  they  would  make  an 
exception,  and  we  could  not  get  any  redress  back 
through  the  insurance  company;  however,  I think 
the  attorney  in  the  office  of  the  Commissioner  of 
Insurance  has  dispelled  that  doubt  in  our  minds, 
those  of  us  who  have  taken  this  policy. 

No  matter  what  else  happens.  I think  the  Society 
should  at  least  investigate  and  should  study  the 
policies  offered  by  Lloyds  because  they  certainly 
give  us  people  in  the  metropolitan  area  the  same 
coverage  for  one  third  less. 

Vice-Speaker  W illiams  : I will  have  to  keep  this 
to  questions  to  be  asked  of  Mr.  Under.  Let  us  not 
get  into  a reference  committee  disc-usskwn  of  malprac- 
tice insurance.  Are  there  any  more  questions  of 
Mr.  Linder? 

. . . There  was  no  response  . . . 

Vice-Speaker  Williams:  If  not.  his  report  has 
l«een  read  purely  for  information. 

Thank  you  very  much,  Mr.  Linder. 

We  have  another  resolution  to  be  introduced.  It 
will  be  read  by  Dr.  Lewis  for  Dr.  Rawls. 
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Section  105  ( See  152) 

Representation  for  Nonuniversity- Affiliated  Hos- 
pitals on  the  Council  of  Medical  Education  of  the 
American  Medical  Association 

Dr.  Kenneth  M.  Lewis,  New  York:  This  resolu- 
tion has  been  introduced  by  Dr.  Rawls  as  an  indi- 
vidual and  a delegate  from  New  York  County. 

“Whereas,  nonuniversity-affiliated  hospitals 
render  care  to  80  per  cent  of  the  patients  in  the 
United  States,  the  university-connected  hospitals 
caring  for  only  about  20  per  cent  ; and 

“Whereas,  in  the  past  there  has  been  little,  if 
any,  representation  of  the  nonuniversity-affiliated 
hospitals  on  the  Council  on  Medical  Education  of 
the  American  Medical  Association  or  on  its  advi- 
sory committees;  and 

“Whereas,  there  is  a serious  problem  of  interns 
that  involves  the  nonuniversity-affiliated  as  well 
as  the  university-affiliated  hospital;  and 

“Whereas,  this  lack  of  representation  by  the 
vast  majority  of  hospitals  does  not  allow  them  to 
discuss  their  problems  on  an  equal  basis  and  is 
unfair  and  does  not  conform  to  ways  of  medicine; 
therefore  be  it 

“ Resolved , that  this  House  of  Delegates  go  on 
record  that  there  be  equal  representation  of  duly 
appointed  and/or  elected  members  to  the  Council 
or  Advisory  Committee  of  both  the  university- 
affiliated  and  nonuniversity-affiliated  hospitals 
where  problems  of  interns  and  residency  are  in- 
volved; and  be  it  further 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association  be 
instructed  to  introduce  a similar  resolution  in  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  annual  meeting  in  June,  1953.” 
Vice-Speaker  Williams:  This  resolution  is 

referred  to  the  Reference  Committee  on  Report  of 
the  Council,  Part  VI,  of  which  Dr.  Gerald  D.  Dor- 
man, of  New  York,  is  chairman. 

Section  106 

Chairmen  of  Standing  Committees 

Dr.  Kenneth  M.  Lewis,  New  York:  This  is  also 
introduced  for  Dr.  Rawls: 

“Whereas,  the  volume  of  work  to  be  carried  on 
by  the  Medical  Society  of  the  State  of  New  York  is 
ever  increasing;  and 

“Whereas,  it  would  appear  to  be  an  almost 
impossible  task  for  the  members  of  the  Council  to 
be  responsible  for  this  volume  of  work;  and 
“Whereas,  it  is  incumbent  upon  this  Society  to 
obtain  the  best  trained  men  available  to  aid  in  our 
problems  and  to  retain  men  who  are  trained  in  a 
certain  field;  therefore  be  it 

“Resolved,  that  a chairman  of  a standing  com- 
mittee may  or  may  not  be  a member  of  the 
Council;  and  be  it  further 

“Resolved,  that  in  the  event  someone  is  ap- 
pointed chairman  who  is  not  a member  of  the 
Council,  he  shall  be  invited  to  present  his  report  to 
the  Council  and  shall  have  voice;  and  be  it  further 
“Resolved,  that,  the  Constitution  and  Bylaws  be 
amended  in  whatever  way  is  necessary  to  effect  t his 
change.” 

Vice-Speaker  Williams:  This  will  necessitate  a 
change  in  our  Bylaws  and  is  therefore  referred  to  the 
Special  Committee  on  Constitution  and  Bylaws,  of 
which  Dr.  A.  H.  Aaron  is  chairman. 


Section  107  ( See  204) 

Unethical  Practice 

Dr.  Aaron  Kottler,  Kings:  The  subject  of  this 
resolution  is  “Unethical  Practice”: 

“Whereas,  members  of  the  Medical  Society  of 
the  State  of  New  York  are  hired  by  hospitals  on  a 
salary  basis  to  practice  medicine  on  private  pa- 
tients; and 

“Whereas,  the  fees  paid  by  these  patients  to 
the  physicians  are  assigned  by  the  latter  to  the 
hospital;  and 

“Whereas,  the  corporate  practice  of  medicine 
is  illegal  in  the  State  of  New  York;  and 

“Whereas,  the  assignment  of  fees  by  a physi- 
cian is  a violation  of  Section  6514,  paragraph  2-F, 
of  the  Education  Law  of  the  State  of  New  York; 
and 

“Whereas,  such  practice  has  been  declared 
unethical  by  the  Medical  Society  of  the  State  of 
New  York;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  study  and  investigate  these  viola- 
tions and  report  its  findings  and  recommenda- 
tions.” 

Vice-Speaker  Williams:  This  resolution  is 

referred  to  the  Reference  Committee  on  Report  of 
the  Council,  Part  XII,  of  which  Dr.  Edward  P. 
Flood,  of  the  Bronx,  is  chairman.  It  concerns 
ethics. 

We  are  now  approaching  80  resolutions,  and  we  are 
about  to  pull  the  curtain  down  on  resolutions.  Are 
there  any  other  resolutions  to  be  introduced? 

. . . There  wa's  no  response  . . . 

Vice-Speaker  Williams  : Are  there  any  reference 
committees  ready  to  report? 

Section  108  ( See  77) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B:  To  Amend  Section  2213  of  the 

Penal  Law  of  the  State  of  New  York  Governing  the 
Right  to  Conduct  an  Autopsy 

Dr.  E.  Dean  Babbage,  Erie:  Four  resolutions 
were  presented  to  the  Committee: 

First,  a resolution  was  introduced  by  Dr.  Edwin  L. 
Harmon,  Westchester  County,  reading: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  act  through  its  legislative  personnel, 
committees,  and  offices  to  make  every  effort  to 
promote  legislation  to  liberalize  the  New  York 
State  Autopsy  Law  in  conformity  with  that  of  the 
State  of  Wisconsin.” 

Dr.  Harmon  was  present  to  discuss  the  resolution. 
He  stated  it  was  introduced  at  the  request  of  West- 
chester County  pathologists.  The  Wisconsin 
autopsy  law  is  considered  ideal  and  is  used  as  a pat- 
tern by  other  states  to  amend  their  autopsy  laws. 

The  Committee  recommends  adoption  of  the 
resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee. 

Chorus:  What  is  the  Wisconsin  law? 
Vice-Speaker  Williams:  Someone  wants  to 

know  what  is  the  Wisconsin  law?  Have  vou  it  with 
you? 

Dr.  Babbage:  My  resolutions  are  in  the  back 
part  of  the  room.  I will  get  them  if  you  would  like. 

Vice-Speaker  Williams:  Is  there  any  other 

question  in  the  meantime? 

Dr.  Babbage:  This  is  very  brief.  The  Wisconsin 
law  reads: 
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“Postmortem  Examination.  Consent  for  a 
licensed  physician  to  conduct  a postmortem 
examination  of  the  body  of  a deceased  person  shall 
be  deemed  sufficient  when  given  by  whichever  one 
of  the  following  who  assumes  custody  of  the  body 
for  purposes  of  burial:  father,  mother,  husband, 
wife,  child,  guardian,  next  of  kin,  or  in  absence  of 
any  of  the  foregoing,  a friend,  or  a person  charged 
by  law  with  the  responsibility  for  burial.  If  two 
or  more  such  persons  assume  custody  of  the  body, 
consent  of  one  of  them  shall  be  deemed  sufficient.” 
Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion? Any  other  questions? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  109  {See  73) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B : Legalizing  of  Distribution  of  Nar- 
cotics 

Dr.  E.  Dean  Babbage,  Erie:  Two,  a resolution 
was  introduced  by  Dr.  Walter  T.  Heldmann,  of 
Richmond  County.  It  is  a lengthy  resolution,  and 
all  members  of  the  House  of  Delegates  have  been 
sent  a copy. 

Dr.  Herbert  Berger,  president  of  the  Medical 
Society  of  the  County  of  Richmond,  was  present  to 
discuss  the  resolution.  His  views  are  that  addiction 
is  an  illness,  t he  present  system  of  treatment  of  addic- 
tion is  a failure,  and  that  the  medical  profession 
should  take  the  lead  in  presenting  some  constructive 
program  rather  than  allowing  the  legal  profession  to 
assume  the  task.  He  presented  two  bills  that  have 
been  introduced  in  Congress,  one  by  Miller  of 
Nebraska  and  one  by  Bailey  of  West  Virginia,  the 
latter  being  a member  of  the  Kefauver  Committee. 
Both  bills  embody  the  contents  of  the  resolution 
presented  by  Dr.  Heldmann  for  your  action. 

This  reference  committee  discussed  the  resolution 
for  some  time  and  arrived  at  the  following  conclu- 
sions: This  is  a complicated  subject  and  one  that 
would  have  to  be  studied  at  great  length.  There  are 
so  many  ramifications  of  the  problem  that  this 
House  of  Delegates  could  debate  on  them  the  rest  of 
this  session.  Y our  reference  committee  unanimously 
approves  of  the  resolution  in  principle  and  recom- 
mends it  be  referred  to  the  Council  for  further  study. 

I recommend  the  adoption  of  this  portion  of  the 
report. 

Dr.  Charles  A.  Anderson,  Kings:  I second  it. 
Vice-Speaker  Williams:  Is  there  any  discus- 
sion? Are  you  ready  for  the  question?  Every  dele- 
gate is  fully  aware  that  the  recommendation  of  the 
reference  committee  is  to  adopt  the  resolution  in 
principle  and  refer  it  to  the  Council  for  further  study. 

Dr.  Irving  J.  Sands,  Kings:  I should  like  to  say  a 
word  about  this  resolution.  I would  urge  you  to  be 
cautious  in  what  you  do  with  it.  In  1920  you  recall 
the  name  of  Royal  Copeland,  who  was  quite  a 
national  figure,  mayor  of  New  York,  senator,  and 
what  have  you.  He  established  then  the  very  same 
thing  that  is  proposed  in  these  resolutions.  It  was  a 
miserable  failure.  The  treatment  of  narcotics  drug 
addicts  from  a medical  point  of  view  is  a very  simple 
one,  but  you  cannot  cure  them  because  the  so-called 
economic  factors,  not  the  medical,  are  too  powerful 
to  prevent  addiction.  You  can  cure  a drug  addict 
within  a month.  There  are  no  difficulties  at  all.  I 
was  at  that  time  in  1920  in  charge  of  the  Bellevue 
ward  for  narcotics.  The  trouble  is  that  we  fail  to 
recognize  there  is  too  much  money  as  far  as  drug 
addiction  is  concerned.  It  is  a social  and  economic 
question.  When  you  say  that  we  approve  in  prin- 


ciple the  idea  that  we  should  open  clinics  and  treat 
them,  it  is  a very  serious  and,  I am  afraid,  a mis- 
guided step.  We  doctors  can  cure  the  addict  but 
can’t  keep  him  off  the  drug.  It  is  not  within  our 
policy  to  do  so;  it  is  not  within  our  reason.  I should 
like  to  have  a vote  against  the  entire  proposition. 

Vice-Speaker  Willlam:  I would  like  to  call  to 
the  attention  of  the  House  that  by  this  recommenda- 
tion the  principle  is  approved,  and  they  are  referring 
it  to  the  Council  for  further  study  and  action. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  110  {See  31) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B : Motor  Vehicle  Inspection  and  Driver 
Physical  Examination 

Dr.  E.  Dean  Babbage,  Erie:  Three,  a resolution 
was  introduced  by  Dr.  George  Schwartz,  of  Bronx 
County,  reading: 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  petition 
the  Governor  of  the  State  of  New  York  to  create  a 
committee,  which  would  be  financially  unremuner- 
ated and  nonpolitical  in  character,  to  survey  crit- 
ically the  problems  inferred  by  these  statistics 
and  recommend  appropriate  corrective  measures.” 
Your  reference  committee  recommends  approval 
of  the  resolution.  Mr.  Speaker,  I recommend  the 
acceptance  of  this  portion  of  the  report. 

Dr.  Walter  T.  Heldmann,  Richmond:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  111  {See  64) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B : Approval  of  the  Reed-Jenkins  Bill 

Dr.  E.  Dean  Babbage,  Erie:  Fourth,  a resolution 
was  introduced  by  Dr.  Philip  D.  Allen  of  New  York 
County,  reading: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  approve  the  Reed-Jenkins  Bill  and 
the  principle  of  Federal  Social  Security  to  include 
self-employed  physicians.” 

Y our  committee  recommends  favorable  considera- 
tion of  as  much  of  the  resolution  as  states  the  Medi- 
cal Society  of  the  State  of  New  York  approves  the 
Reed-Jenkins  Bill. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Aaron  Kottler,  Kings:  I second  that. 

Dr.  J.  Stanley  Kenney,  Trustee:  I just  want  to 
understand  if  by  this  action  the  provision  regarding 
local  social  security  is  rejected.  I want  to  make  it 
very  clear  in  my  own  mind. 

Dr.  Babbage:  Yes. 

Secretary  Anderton:  Mr.  Speaker,  may  I 

offer  an  amendment  to  the  effect  that  the  House 
instructs  the  Secretary  so  to  notify  the  American 
Medical  .Association’s  Chicago  and  Washington 
offices. 

Vice-Speaker  Williams:  That  is  an  amend- 

ment. Is  it  seconded? 

Dr.  John  Edward  Lowry,  Queens:  I will  second 
the  amendment. 

. . . There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  The  amendment  stands  • 
adopted.  Is  there  any  discussion  on  the  motion  as 
amended? 
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Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I would  like  a clarification  of  Dr.  Kenney’s  question. 
As  I understand  it  now,  there  is  a period  put  after 
the  Reed-Jenkins  Bill,  and  nothing  at  all  is  said 
about  the  principle  of  social  security. 

Dr.  Babbage:  Right. 

Dr.  d’Angelo:  I take  it  then  that  no  action  has 
been  taken  on  that  rather  than  that  it  has  been 
opposed  or  turned  down. 

Vice-Speaker  Williams:  Would  you  state  the 
recommendations  of  the  reference  committee  again 
for  the  House? 

Dr.  Babbage:  Your  committee  recommends 

favorable  consideration  of  as  much  of  the  resolution 
as  states  the  Medical  Society  of  the  State  of  New 
York  approves  the  Reed-Jenkins  Bill. 

Dr.  d’Angelo:  Then  I will  ask  Dr.  Babbage  a 
question.  What  did  the  reference  committee  do 
about  the  rest  of  that  particular  portion?  Did  it 
turn  it  down,  or  did  it  decide  to  take  no  action? 

Dr.  Babbage:  It  decided  to  take  no  action. 

Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion? 

. . . The  question  was  called,  and  the  amended 
motion  was  put  to  a vote  and  was  carried  . . . 

Dr.  Babbage:  I move  the  adoption  of  the  entire 
report  as  amended. 

Dr.  Sylvester  C.  Clemans,  Fulton:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  At  this  time  I would  like  per- 
sonally to  thank  all  members  of  my  committee,  Drs. 
Sylvester  C.  Clemans,  Charles  A.  Anderson,  Walter 
T.  Heldmann,  and  John  Edward  Lowry. 

Vice-Speaker  Williams:  Thank  you,  Dr. 

Babbage. 

Section  112  (See  9) 

Report  of  Reference  Committee  on  Reports  of  Con- 
stitution and  Bylaws  Committee  of  the  Council 

Dr.  Aaron  Kottler,  Kings:  Your  reference 

committee  has  reviewed  the  published  report  of  the 
Council  Committee  on  Constitution  and  Bylaws, 
Dr.  Frederick  W.  Williams,  chairman,  and  the 
supplementary  report  submitted  by  this  committee 
and  approves  both  reports. 

We  wish  to  commend  the  committee  for  its  work 
during  the  past  year. 

I move  the  adoption  of  the  report,  which  is  signed 
by  myself  as  chairman,  Orin  Q.  Flint,  Frank  J. 
Cemiglia,  M.  Edgerton  Deuel,  and  Ralph  E. 
Isabella. 

Dr.  Ralph  E.  Isabella,  Schenectady:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  113  (See  46) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III : Medical  Placement  Service 

Dr.  William  E.  Gazeley,  Fourth  District  Branch: 
On  the  resolution  introduced  by  Dr.  Abraham  D. 
Segal  that  the  Medical  Society  of  the  State  of  New 
York  establish  a placement  committee  through 
which  aid  may  be  given  to  help  solve  the  problem  of 
deficient  medical  personnel  in  small  communities, 
your  reference  committee  wishes  to  go  on  record  as 
disapproving  this  resolution  for  the  following  rea- 
sons: 

1.  It  is  being  ably  taken  care  of  at  the  present 


time  by  the  secretary  of  the  State  Medical  Society 
and  the  secretaries  of  the  various  county  societies. 

2.  It  has  been  the  subject  of  intensive  study  by 
the  secretary  of  the  State  Society  for  several  years. 

3.  Such  a committee  would  involve  additional 
expense. 

4.  The  Subcommittee  on  Rural  Medical  Services 
of  the  Committee  on  Medical  Licensure  and  Medical 
Services  has  made  an  extensive  study  of  the  problem 
and  are  preparing  to  make  recommendations  to  the 
Council. 

I move  the  adoption  of  this  portion  of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Dr.  Thomas  H.  McGavack,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  114  (See  13) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Rural  Medical  Service 

Dr.  William  E.  Gazeley,  Fourth  District  Branch: 
The  supplementary  report  made  by  Dr.  James 
Greenough,  chairman  of  the  Subcommittee  on  Rural 
Medical  Service,  recommended  that  this  House  of 
Delegates  instruct  our  delegates  to  the  American 
Medical  Association  to  introduce  a resolution  at  the 
next  meeting  of  that  body  in  June,  1953,  to  the  effect 
that  the  Joint  Commission  on  Accreditation  of 
Hospitals  be  asked  to  make  frequent  and  thorough 
professional  and  administrative  audits  of  all  rural 
hospitals. 

We  have  read  this  excellent  report  with  consider- 
able interest  and  approve  of  it. 

It  was  brought  out  in  the  discussion  that  many 
smaller  hospitals  do  not  receive  the  benefit  of  this 
study.  There  can  be  no  doubt  but  that  this  is  one 
of  the  most  effective  means  at  our  disposal  for 
improving  medical  care.  We  feel  that  the  recom- 
mendation does  not  go  quite  far  enough.  We 
would,  therefore,  amend  the  recommendation  to 
read,  in  the  last  part  of  the  sentence,  “to  make  fre- 
quent audits  ...  of  all  hospitals  inclusive  of  all  rural 
hospitals  in  order  to  secure  the  best  possible  care  of 
all  patients.” 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  115  (See  13,  147  [Planning  Committee]) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  HI : Industrial  Health 

Dr.  William  E.  Gazeley,  Fourth  District  Branch: 
Dr.  Peter  J.  Di  Natale,  chairman  of  the  Council 
Committee  on  Industrial  Health,  reports  that  this 
committee  has  made  a most  comprehensive  study  of 
conditions  prevailing  in  this  State. 

It  is  recommended  that  a Bureau  of  Industrial 
Health  be  established  with  a full-time  director  and 
proper  personnel  to  carry  out  the  duties  and  func- 
tions of  such  a bureau  adequately,  the  details  con- 
cerning personnel  to  be  decided  by  the  Council  and 
the  House  of  Delegates. 

Your  committee  approves  of  this  recommendat  ion 
but  also  recommends  that  the  Council  study  the 
feasibility  and  possibility  of  integrating  such  a 
bureau  with  the  Society’s  Workmen’s  Compensation 
Bureau. 

It  is  our  feeling  that  the  possibility  of  having  one 
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director  in  charge  of  both  departments  but  at  the 
same  time  keeping  the  departments  separate  might 
lead  to  a more  economical  and  just  as  effective  means 
of  operation — especially  since  it  is  estimated  that  the 
cost  of  this  new  bureau  would  be  approximately 
$25,000.  By  combining  such  departments  the  cost 
should  not  exceed  $15,000,  whereas  it  would  be  con- 
siderably higher  if  the  new  bureau  was  a separate 
department  entirely. 

I move  the  acceptance  of  this  portion  of  the  report. 
Dr.  Adelaide  Romaixe,  .Yctc  York:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  William  E.  Gazeley,  Fourth  District  Branch: 
Now  I move  the  adoption  of  the  report  as  a whole. 
Dr.  Stanley  C.  Pettit,  Richmond:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gazeley:  I want  to  thank  all  of  the  members 
of  my  committee  for  their  excellent  help.  Drs.  William 
A.  Buechler,  Adelaide  Romaine,  Stanley  C.  Pettit, 
and  Felix  Ottaviano. 

Vice-Speaker  Williams:  Thank  you,  Dr. 

Gazeley. 

Section  116 

Amendments  to  Constitution  and  Bylaws 

Dr.  Samvel  Leo,  Bronx:  Mr.  Chairman  and 

gentlemen,  I was  requested  by  the  Board  of  Trustees 
to  present  this  resolution  to  you: 

"Resolved,  that  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  Xew  York  be 
amended  in  the  following  respects: 

1.  Amend  Article  7 of  the  Constitution  as  follows: 

(a)  Delete  the  entire  present  Article  7. 

(b)  Substitute  the  following  new  article: 

Article  7 
Judicial  Council 

There  shall  be  a Judicial  Council  consisting  of 
five  members  appointed  by  the  president  in 
accordance  with  the  Bylaws.  The  secretary 
and  the  legal  counsel  of  the  Society  shall  sit 
with  the  Judicial  Council  with  voice  but  without 
vote.’ 

2.  Amend  Chapter  II  of  the  Bylaws  to  omit  Sec- 
tion 5,  renumbering  present  Sections  6,  7,  and  8 to 
become  new  Sections  5,  6,  and  7. 

3.  Amend  Subdivision  10  of  new  Section  7 of 
Chapter  II  of  the  Bylaws  to  read: 

'10 — Report  of  the  Judicial  Council.’ 

4.  Amend  Chapter  VI  of  the  Bylaws  as  follows: 

(а)  Delete  entire  present  Chapter  VI. 

(б)  Substitute  the  following  new  chapter: 

Chapter  VI 
Judicial  Council 

• Section  1.  The  Judicial  Council  consists 
of  five  members,  including  a chairman,  ap- 
pointed by  the  president  and  confirmed  by  the 
Council.  In  1954  one  member  shall  be  apt- 
pointed  for  five  years,  one  for  four  years,  one  for 
three  years,  one  for  two  years,  and  one  for  one 
year,  such  appiointments  to  be  so  arranged  that  at 
each  annual  convention  of  the  Society  the  term 
of  one  member  shall  expire.  Thereafter,  when- 
ever the  term  of  a member  expires,  a member 
shall  lie  appointed  for  five  years.  In  the  event, 
of  a vacancy,  a member  shall  be  appointed  for 
the  unexpired  term. 

The  Judicial  Council  shall  meet  upon  the  call 
of  the  chairman.  The  secretary  of  the  Society 


shall  prepare  and  submit  the  repxirt  of  the 
Judicial  Council  to  the  House  of  Delegates. 

‘Section  2.  The  Judicial  Council  shall  have 
jurisdiction  to  hear  and  determine  all  appeals 
from  decision  on  discipline  of  component  county 
medical  societies  or  decision  of  such  societies 
which  may  involve  the  privileges,  rights,  or 
standing  of  members,  whether  in  relation  to  one 
another  or  to  county  medical  societies  or  to  this 
Society.  Any  member  of  any  component  medi- 
cal society  who  shall  have  been  disciplined  or 
directed  to  suffer  discipline  in  any  degree  by  any 
final  decision  of  his  county  medical  society  and 
who  shall  have  exhausted  his  right  of  appeal,  if 
any,  with  any  such  county  medical  society, 
feeling  aggrieved  by  the  decision  of  such  society, 
may  appeal  to  the  Judicial  Council  of  this  So- 
ciety from  the  decision  of  such  eompxment  medi- 
cal society  by  filing  a notice  of  appeal  with  the 
secretary  of  this  Society  and  with  the  secretary 
of  such  component  medical  society  within  three 
months  after  final  decision  by  such  compxinent 
medical  society. 

‘Section  3.  Any  applicant  for  membership 
in  a component  county  medical  society  who  may 
have  been  excluded  from  membership  in  such 
society,  may  likewise  appieal  from  the  action  of 
said  society  excluding  him. 

'Section  4 - Any  notice  of  appieal  shall  set 
forth  in  writing  the  name  of  the  appellant,  the 
name  of  such  compxment  county  medical  society 
and  the  date  and  substance  of  the  decision  ap> 
pealed  from  and  shall  indicate  the  ground  or 
grounds  upxrn  which  each  appieal  is  taken.  If 
the  appellant  desires  to  be  present  in  pierson  or 
by  counsel  at  the  hearing  of  said  appieal,  the 
notice  of  appieal  must  so  state.  In  that  event, 
the  appellant  must  file  with  the  notice  of  appieal 
a bond  in  the  sum  of  $500  to  cover  the  costs  of 
said  appieal.  If  the  appiellant  fails  to  appiear  in 
pierson  or  by  counsel  upxm  hearing  of  said  api- 
pieal,  he  shall  forfeit  to  the  Medical  Society  of 
the  State  of  Xew  York  such  share  of  said  bond 
as  represents  necessary  expenditures  incident  to 
convening  the  Judicial  Council  for  the  hearing  of 
said  appeal. 

‘Section  5.  Upxm  filing  a notice  of  appeal, 
the  appellant  and  the  eompxment  county  medi- 
cal society  shall  submit  to  the  secretary  of  the 
Society  all  records,  minutes,  letters,  papers,  and 
all  written  evidence,  including  a digest  of  all 
testimony  not  stenographically  reported  relat- 
ing to  the  matter.  All  data  so  submitted  shall 
be  available  only  to  the  Judicial  Council. 

‘Section  6.  The  Judicial  Council  shall  con- 
sider the  apipeal  on  the  data  so  submitted  to  it, 
and  may  affirm,  modify,  or  reverse  the  decisions 
so  appealed  from,  by  a majority  vote  of  the 
members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the 
Judicial  Council  may  summon  witnesses  and 
piroceed  to  take  such  evidence  in  such  manner  as 
it  may  deem  proper  and  render  its  decision  by  a 
majority  vote  of  those  present  and  voting, 
which  decision  shall  be  final  and  binding. 

‘Section  7.  The  Judicial  Council  shall  inves- 
tigate all  charges  preferred  (a)  by  a member  of  a 
eompxment  county  society  against  any  com- 
pionent  county  medical  society  of  which  he  is  not 
a member;  and  (£>)  by  a eompxment  county 
medical  society  against  another  such  county- 
medical  society  or  a member  thereof,  and  the 
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secretary  shall  submit  a report  of  the  Judicial 
Council  to  the  Council. 

‘Section  8.  Three  members  of  the  Judicial 
Council  shall  constitute  a quorum.’ 

Dr.  J.  Stanley  Kenney,  Trustee:  For  the  pur- 
pose of  clarification  of  the  record  Dr.  Leo  stated  he 
was  introducing  that  for  the  Board  of  Trustees. 
Does  that  refer  to  the  Bronx  County  or  State  Medi- 
cal Society? 

Dr.  Leo:  State  Medical  Society. 

Vice-Speaker  Williams:  The  Board  of  Trustees 
of  the  State  Medical  Society. 

Dr.  Kenney:  Thank  you. 

Vice-Speaker  Williams:  This  is  an  amendment 
to  the  Constitution  and  Bylaws,  so  will  naturally  be 
referred  to  the  Special  Committee  of  the  House  of 
Delegates  on  Constitution  and  Bylaws  of  which  Dr. 
Aaron  is  chairman. 

Section  117 

Introduction  of  Delegates  of  Student  A.M.A. 

Dr.  Thomas  0.  Gamble,  Albany:  I should  like  to 
introduce  to  you  the  student  representative  from  the 
Albany  Medical  College,  Dr.  Sabin.  ( Applause ) 
Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
We  also  have  with  us  as  a delegate  from  the  Student 
A.M.A.  from  the  New  York  University  Chapter,  Dr. 
George  Lehrer.  ( Applause ) 

Vice-Speaker  Williams:  I called  Dr.  Lehrer’s 
name  previously. 

Section  118  ( See  154) 

Restudy  of  “Matching  Plan”  for  Internships 

Dr.  Joseph  E.  Corr,  New  York:  I should  like  to 
introduce  a resolution  on  allocation  of  interns: 

“Whereas,  the  'matching  plan’  instituted  by 
the  A.M.A.  approximately  three  years  ago  for  the 
apportionment  of  interns  has  resulted  in  the  chan- 
nelling of  applicants  for  internships  into  teaching 
hospitals  and  medical  centers  with  full-time  clinical 
directors;  and 

“Whereas,  the  choice  of  applicants  for  intern- 
ships, frequently  coercive,  has  caused  the  ‘match- 
ing plan’  to  work  to  the  detriment  of  smaller  hos- 
pitals by  depriving  them  of  an  adequate  allocation 
of  interns;  and 

“Whereas,  the  smaller  hospitals  must  still 
carry  the  bulk  of  the  patient  load  and  must  have 
adequate  house  staffs  to  do  so  effectively;  now, 
therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct 
its  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  to  introduce  a 
resolution  calling  for  the  discontinuance  of  the 
operation  of  the  ‘matching  plan’  and  to  ask  for 
restudv  of  the  problem  so  that  a more  equitable 
allocation  of  interns  may  be  achieved.” 
Vice-Speaker  Williams:  Referred  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part 
VI,  Dr.  Gerald  D.  Dorman,  of  New  York,  chairman. 

The  Chair  wishes  to  recognize  Dr.  Chas.  Gordon 
Heyd,  who  wishes  to  make  an  announcement  regard- 
ing the  Physicians’  Home. 

Section  119 

The  Physicians’  Home 

Dr.  Chas.  Gordon  Heyd,  Past-President:  Mr. 

Chairman  and  members  of  the  House  of  Delegates,  I 
appreciate  the  opportunity  of  saying  a very  few 
words  to  }*o u regarding  the  Physicians’  Home. 


You  remember  the  age-long  story  of  the  Good 
Samaritan  who  met  a fellow  traveler,  who  was 
injured  and  sick.  There  was  no  question  in  the  mind 
of  the  Samaritan  of  recompense.  But  simply  upon 
that  concept  the  Physicians’  Home  was  established 
to  take  care  of  the  elderly,  indigent  members  of  our 
profession  and  their  wives,  to  keep  them  in  the 
locality  in  which  they  grew  up,  to  take  care  of  the 
onerous  burden  of  living. 

In  the  objectives  of  the  Physicians’  Home,  the 
Medical  Society  of  the  State  of  New  York  by  its 
great  permissive  powers  permitted  us  to  seek  an 
annual  assessment  or  a donation,  and  to  each  and 
even-  one  of  you  I may  say,  inasmuch  as  you  did  it 
to  the  least  of  these  you  have  done  it  unto  Me. 

Thank  you  very  much.  ( Applause ) 

Vice-Speaker  Williams:  Thank  vou  very  much, 
Dr.  Heyd. 

Are  there  any  other  reference  committees  ready  to 
report  at  this  time? 

Section  120 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I : Postgraduate  Education 

Dr.  George  A.  Bcrgin,  Herkimer:  The  report  of 
the  Council  Committee  on  Postgraduate  Education 
has  been  reviewed  by  your  reference  committee. 

We  are  greatly  impressed  by  the  work  of  Dr. 
Theodore  J.  Curphey  and  his  committee  in  supply- 
ing the  material  and  advice  for  Postgraduate  Medical 
Education  in  the  State  of  New  York.  We  also  note 
the  appreciation  of  assistance  they  expressed  to  the 
Medical  Society  of  the  County  of  Queens  and  the 
willing  cooperation  they  have  received  from  our 
secretary,  Dr.  Walter  P.  Anderton,  and  his  executive 
assistant,  Miss  Doris  K.  Dougherty.  Many  of  us 
through  personal  experience  would  also  like  to  note 
the  efficiency  of  Miss  Sue  Baker,  the  loyal  and  ener- 
getic executive  assistant. 

The  functions  of  the  Council  Committee  on  Post- 
graduate Education  have  been  defined  as  follows: 

1.  To  arrange  postgraduate  medical  instruction 
for  the  members  of  the  Society. 

2.  To  act  as  liaison  committee  between  the  So- 
ciety and  State  Department  of  Health. 

3.  To  coordinate  the  work  of  its  various  commit- 
tees with  the  Society  as  a whole  and  to  present  to  the 
Council  and  House  of  Delegates  the  recommenda- 
tions of  these  committees  regarding  medical  educa- 
tion. 

Your  reference  committee  notes  with  strong  ap- 
proval the  continued  improvement  of  our  relations 
with  the  New  York  State  Department  of  Health 
through  Dr.  Herman  E.  Hilleboe,  the  Commissioner. 
It  is  a compliment  to  Dr.  Curphey  and  his  committee 
that  the  educational  value  of  the  programs  they  pre- 
sent warrants  the  payment  of  an  honorarium  to  the 
speakers  by  the  State  Department  of  Health. 

Since  the  committee’s  last  report,  it  has  arranged 
postgraduate  instruction,  presented  as  lecture  series, 
symposiums,  or  single  lectures,  for  31  groups.  This 
has  entailed  a total  number  of  129  lectures. 

Your  reference  committee  also  notes  t he  increased 
interest  and  attendance  at  the  Television  Teaching 
Day  at  the  annual  meeting  a year  ago.  We  feel 
that  the  use  of  television  has  demonstrated  the 
popularity  with  which  it  will  be  received  again  this 
year.  In  this  connection  it  is  noted  that  the  com- 
mittee had  under  study  during  the  past  year  the 
matter  of  delivering  medical  lectures  to  county 
society  groups  by  telephone  transmission.  It  is 
anticipated  that  this  complex  problem  may  be 
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worked  out  to  our  mutual  advantage  during  the  com- 
ing year. 

It  is  noted  that  the  Council  Committee  has  de- 
layed the  publishing  of  a new  edition  of  Course  Out- 
line Book.  Your  reference  committee  feels  that  this 
book  has  been  a great  aid  to  the  various  county 
societies,  academies  of  medicine,  and  so  forth,  and 
hope  that  it  may  continue  to  be  published  unless  the 
committee  finds  other  ways  of  presenting  to  our 
various  program  committees  another  form  of  select- 
ing these  programs. 

It  is  noted  that  Dr.  Curphey’s  committee  has  met 
with  the  New  York  State  Citizens’  Health  Council 
and  that  our  chairman  is  on  the  executive  committee. 
This  method  of  education  of  the  laity  certainly  pre- 
sents a step  in  the  right  direction. 

Your  reference  committee  concludes  that  the 
burden  of  proof  in  this  field  of  medical  education,  as 
prepared  for  you  by  the  Council  Committee,  lies 
mainly  with  the  county  medical  societies,  hospital 
staffs,  and  academies  of  medicine  in  recognizing  and 
taking  advantage  of  opportunities  offered  by  Dr. 
Curphey’s  committee. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Richard  P.  Doodt,  Rensselaer:  I second 
that  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  121 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Medical  Defense  and  Emergency  Pre- 
paredness 

Dr.  George  A.  Burgix,  Herkimer:  Your  refer- 
ence committee  has  reviewed  the  report  of  the  Coun- 
cil Committee  on  Emergency  Preparedness. 

Your  reference  committee  strongly  approves  the 
continuation  of  Dr.  John  J.  Masterson  as  chairman 
of  this  committee  in  spite  of  the  fact  it  must  have 
taken  a great  deal  of  his  time. 

We  realize  that  this  committee  must  work  in  close 
cooperation  with  the  State  Department  of  Health 
through  Dr.  Herman  E.  Hilleboe  in  regard  to  the 
State  setup  for  civil  defense. 

Meetings  with  the  Office  of  Medical  Defense  of  the 
State  Department  of  Health  have  been  occupied  in 
revising  previously  adopted  plans  and  developing 
new  concepts  to  meet  ever-changing  situations. 
Revision  of  Information  Circular  Number  10  has 
apparently  been  completed,  and  it  is  hoped  that  this 
circular  may  be  available  in  the  near  future. 

As  noted  in  the  report  of  1952  following  Dr.  Hille- 
boe’s  visit  to  Korea,  progress  has  definitely  been 
made  in  planning  improvised  emergency  hospitals. 
The  basis  for  these  hospitals  has  been  the  relatively 
new  Mobile  Army  Surgical  Hospital  with  certain 
revisions  making  it  usable  for  civil  defense.  The 
method  and  procedures  in  the  use  of  this  hospital 
were  demonstrated  to  the  local  and  civil  defense 
officers  and  chief  medical  officers  in  Syracuse  in 
March,  1952. 

Arrangements  for  stockpiling  and  procuring  sup- 
plies are  well  outlined  in  the  committee’s  report.  A 
total  of  §17,000,000  has  been  made  available  for 
Medical  Civil  Defense  in  the  State  of  New  York 
since  1951.  We  note  that  the  use  of  this  money  in 
the  purchase  and  allocation  and  storage  is  somewhat 
indefinite  in  the  committee’s  report. 

Several  test  exercises  have  been  held,  and  accord- 
ing to  the  Council  Committee’s  report  have  been 
well  received  by  the  State  Civil  Defense  Commission. 
It  is  noteworthy,  however,  that  in  many  of  these 


exercises  there  has  been  a minimal  number  of  physi- 
cians participating. 

Your  reference  committee  appreciates  the  diffi- 
culty in  concrete  proof  of  the  exact  status  of  the 
medical  emergency  setup  in  the  State,  but  in  con- 
tacting the  various  counties  it  would  seem  that  a 
better  understanding  by  the  county  civil  defense 
medical  officers  of  the  situation  and  of  their  responsi- 
bility to  it  would  be  a very  practical  help. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  122  (See  27) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Conserving  Medical  Military  Personnel 

Dr.  George  A.  Burgix,  Herkimer:  Your  refer- 
ence committee  had  two  resolutions  referred  to  it 
that  have  been  acted  upon  by  it.  (See  Section  27) 

Your  reference  committee  approves  this  resolu- 
tion. I move  for  its  adoption. 

Dr.  Sydxey  L.  McLouth,  District  Delegate:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  123  (See  28) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I : Doctor-Draft  Law 

Dr.  George  A.  Burgix,  Herkimer:  The  second 
resolution  that  was  referred  to  your  Reference  Com- 
mittee has  to  do  with  the  Doctor-Draft  Law.  (See 
Section  28) 

Your  reference  committee  feels  that  this  problem  is 
well  appreciated  by  the  Council  on  National  Emer- 
gency Medical  Service  of  the  American  Medical 
Association  and  that  specific  instructions  as  indicated 
in  this  resolution  are  not  now  in  order.  Therefore, 
we  disapproved  of  this  resolution. 

I so  move. 

Dr.  Johx  L.  Sexgstack,  Suffolk:  I second  the 
motion. 

Yice-Speaker  Williams:  It  has  been  regularly 
moved  and  seconded  that  the  report  of  the  reference 
committee  be  adopted,  which  carries  with  it  the  dis- 
approval of  the  resolution.  Is  there  any  discussion? 
Are  you  now  ready  for  the  question? 

Dr.  Johx  J.  Mastersox,  Trustee:  I received 

from  Washington  headquarters  of  the  American 
Medical  Association  on  Saturday  a copy  of  the 
amended  Doctor-Draft  Law.  Many  of  the  com- 
plaints against  the  law  have  been  taken  care  of  by 
the  special  committee.  This  bill  was  introduced  on 
April  13.  The  amendments  to  the  bill  were  proposed 
on  April  30.  Among  other  provisions  in  the 
amended  bill  are  that  any  doctor  who  has  been 
called  back  to  service  since  the  Korean  situation  now 
may,  if  this  bill  is  passed,  request  immediate  dis- 
charge from  the  sendee. 

Another  provision  is  that  any  doctor  who  has 
served  eighteen  months  will  automatically  be  placed 
in  priority  IV.  In  the  original  draft  of  the  new  law 
if  he  senfed  less  than  twenty-one  months,  he  would 
be  required  to  go  back  into  service  and  serve  a mini- 
mum of  two  years;  now  if  he  sensed  up  to  eighteen 
months  but  less  than  twenty-one  months,  he  is  auto- 
matically placed  in  priority  IY. 

Another  provision  is  that  any  doctor  who  has 
served  up  to  twenty-one  months  will  now  not  be 
called  into  service  unless  there  is  a national  emer- 
gency. 
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There  are  many  of  the  objections  to  the  previous 
draft  law  that  have  been  taken  care  of  in  the  amended 
section,  and  I don’t  think  it  wise  at  this  time  for  us 
to  take  anv  action  at  all  because  Dr.  Hamilton  ap- 
peared before  the  committee  on  this  bill,  and  the 
American  Medical  Association  made  many  recom- 
mendations, and  many  of  those  recommendations 
have  been  carried  into  effect. 

If  we  disapprove  of  this  resolution,  it  would  mean 
that  we  are  practically  approving  of  the  new  draft 
law,  and  when  this  resolution  was  introduced,  the 
introducer  or  introducers  did  not  know  of  the 
amended  bill  which  eliminates  many  of  our  com- 
plaints. 

Vice-Speaker  Williams:  As  vice-speaker  I would 
like  to  ask  you  whether  you  could  provide  the  State 
Medical  Society  with  a copy  of  the  bill,  and  also 
could  you  document  the  statement  you  made?  If  so, 
it  would  help  a lot.  The  secretary  would  like  to 
have  it. 

Dr.  Masterson:  I would  be  glad  to  do  so.  May 
I suggest  that,  you  take  no  action  on  this  at  the 
present  time? 

Dr.  Benjamin  M.  Bernstein,  Kings:  I should 
like  to  amend  the  recommendation  of  the  reference 
committee,  and  where  it  asks  that  the  resolution  be 
disapproved,  I would  make  it  read,  amend  it  to  read, 
that  no  action  be  taken. 

Dr.  Samuel  Leo,  Bronx:  I second  that  amend- 
ment. 

. . . There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Burgin:  I move  the  adoption  of  this  report 
as  a whole,  as  amended. 

Dr.  J.  Homer  Cudmore,  New  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Do  you  want  to  thank 
the  members  of  your  reference  committee? 

Dr.  Burgin  : We  still  have  some  more  work  to  do, 
but  I thank  them  very  much  for  the  work  they  have 
done  so  far. 

Section  121,. 

Report  of  Reference  Committee  on  Report  of  Coun- 
\ cil,  Part  XI : Publication 

Dr.  Ezra  A.  Wolff,  Queens:  The  report  of  the 
Publication  Committee  details  the  tribulat  ions  of  the 
staff  during  the  operation  of  moving  the  Society’s 
Offices  to  386  Fourth  Avenue.  All  concerned  are  to 
be  congratulated  on  having  been  able,  in  spite  of 
this  handicap,  to  publish,  on  schedule,  the  vast 
volume  of  material  from  the  annual  meeting  as  well 
as  the  then  pending  issues  of  the  Journal. 

The  symposia  on  Blood  and  Cancer,  with  the 
innovation  of  four-color  illustrations,  reflect  an  alert 
and  forward  looking  editorial  policy.  Other  pro- 
jected improvements  outlined  to  the  reference  com- 
mittee by  the  editor  should  increase  both  reader  and 
advertiser  acceptability  of  the  Journal. 

Increasing  costs  of  publication,  in  part  due  to  such 
continuing  improvement,  seem  also  due,  in  part,  to 
the  devotion  of  more  pages  to  scientific  text  and 
fewer  to  advertising.  To  supplement  the  scientific 
material  further,  the  reference  committee  suggests 
that  the  editorial  board  consider  institution  of  an 
abstract  department  if  it  will  not  add  materially  to 
i costs. 

, The  announcement  that  the  new  Directory  should 
. be  delivered  in  June  is  a welcome  one,  since  this 
volume  is  one  of  recognized  utility  to  a wide  variety 
of  agencies  aside  from  the  doctor  himself.  W e recom- 
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mend  its  continued  publication  at  a maximum  inter- 
val of  two  years. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
that  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  tarried  . . . 

Dr.  Wolff:  The  publication  of  a series  of  articles 
for  eventual  compilation  into  a “History  of  the 
Medical  Society  of  the  State  of  New  York”  in  bro- 
chure form  which,  it  is  projected,  will  be  ready  for 
the  sesquicentennial  of  the  Society  in  1957  is  also  an 
event  to  be  anticipated  with  interest. 

The  concluding  recommendation  of  the  Publica- 
tion Committee,  that  it  be  continued  by  the  House 
of  Delegates  as  constituted  in  1941,  with  the  addi- 
tional inclusion  of  the  assistant  editor  and  the  editor 
emeritus  as  members,  is  approved. 

I move  the  adoption  of  this  part  of  the  report  with 
the  contained  recommendation. 

Dr.  Clifton  H.  Berlinghof,  Broome:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  125  ( See  25) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Public  Relations  and  Publication 

Dr.  Ezra  A.  Wolff,  Queens:  The  reference  com- 
mittee endorses  the  shift  in  emphasis  of  the  public 
relations  program  from  a defensive  position  to  a 
positive  program,  whose  broad  aims  include: 

1.  Developing  an  increasingly  favorable  attitude 
toward  medicine  in  general,  as  well  as  toward  the 
individual  doctor. 

2.  Resisting  government  encroachment  and  pro- 
moting the  principle  of  voluntary  health  insurance. 

3.  Developing  the  best  possible  patient-physi- 
cian relationships. 

4.  Enlisting  county  society  support  in  the  same 
directions. 

It  is  only  by  breadth  of  vision  and  long-range  plan- 
ning, as  evidenced  by  the  scope  of  this  program,  that 
the  Committee  on  Public  Relations  will  serve  its 
true  function:  to  elevate  the  profession  of  medicine 
in  the  public  esteem  to  the  position  it  rightfully 
deserves.  Having  attained  such  a position,  it  will 
receive  a favorable  hearing  in  any  field  in  which  it 
chooses  to  have  its  voice  heard.  An  ample  backlog 
of  goodwill  will  cushion  us  against  the  blows  leveled 
at  us  by  our  detractors  and  render  doubly  effective 
any  efforts  we  may  exert  in  the  public  welfare. 

Those  among  us  who  question  the  wisdom  of  our 
mounting  expenditure  in  this  venture  are  urged  to  be 
patient.  Results  will  not  be  obvious  immediately, 
but  if  a lesson  can  be  learned  from  industry,  this  is 
an  investment  in  the  future. 

The  committee  feels  that  the  mounting  expendi- 
ture evidenced  in  the  balance  sheets  requires  that  we 
scrutinize  with  utmost  care  the  return  that  accrues 
therefrom,  the  more  so  since  there  is  no  finite  measure 
of  tangible  results. 

The  fostering  of  mediation  bureaus,  emergency 
call  services,  and  medical  economics  bureaus  by 
county  societies  has  been  proved  in  other  areas,  no- 
tably California,  to  provide  handsome  dividends  in 
public  approbation  of  the  efforts  of  medicine  to  main- 
tain its  dignity  and  standards.  Results  may  ulti- 
mately be  expected  in  a diminution  of  the  stimulus 
to,  and  the  institution  of,  malpractice  suits. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 
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. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dk.  Wolff:  The  Citizens’  Health  Education 

Campaign,  carried  on  intensively  almost  to  the 
exclusion  of  the  other  functions  of  the  Public  and 
Professional  Relations  Bureau,  was  in  large  measure 
necessitated  by  the  considerations  discussed  above. 
A lack  of  long-range  planning  heretofore  has  allowed 
the  public  to  be  deprived  of  the  opportunity  to  get 
facts  concerning  chiropractic  and  medicine’s  attitude 
concerning  it.  Sustained  effort  on  our  part  devoted 
to  a continuing  year-round  program  of  public  educa- 
tion, not  only  with  respect  to  chiropractic  but  to  all 
the  positive  benefits  of  medicine,  may  obviate  the 
need  for  last  minute  agitation  comparable  to  this 
year's  campaign. 

The  Society  owes  to  the  chairman  of  the  Citizens’ 
Health  Education  Committee  a debt  of  extreme 
gratitude  for  his  efforts.  It  is  difficult  to  imagine 
that  anyone  could  have  worked  harder  or  been  more 
devoted  or  more  inspiring  than  Dr.  Kenney  in  the 
untiring  zeal  which  he  displayed.  We  proudly  salute 
him  as  an  able  leader  and  a worthy  representative 
of  our  ideas.  ( Applause ) 

The  work  of  the  public  relations  staff,  headed  by 
Mr.  Miebach,  in  the  preparation  of  literature  and  its 
dissemination,  of  the  Woman’s  Auxiliary,  of  the 
county  societies’  committees  and  their  chairmen,  and 
of  all  others  who  helped  in  the  campaign  is  also  de- 
serving of  special  commendation.  It  provided  a 
heartening  example  of  how  coordinated  effort  can  be 
exerted  when  the  exigency  arises. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Frank  J.  Cf.rniglia,  Queens:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Wolff:  The  Public  Relations  Conference, 
held  at  the  Hotel  Syracuse  in  September,  would  seem 
to  be  an  excellent  method  of  training  county  chair- 
men in  effective  public  relations.  The  publication 
and  distribution  of  original  pamphlets  by  members 
of  the  staff,  covering  the  internal  workings  of  the 
State  Society,  may  be  of  extreme  aid  in  "selling”  the 
Society  to  its  members.  The  favorable  reaction  to 
this  activity  from  out-of-state  medical  societies 
would  tend  to  bear  out  this  conclusion. 

Expansion  and  improvement  of  the  Newsletter 
provides  an  excellent  vehicle  for  topical  news  of  the 
Society. 

Other  functions  of  the  Bureau,  including  prepara- 
tion of  news  releases  and  exhibits,  provision  of  liaison 
with  the  American  Medical  Association,  and  co- 
operation with  the  officers,  committees,  and  other 
subdivisions  of  the  Society,  go  to  make  up  a broad 
program  consistent  with  the  desired  aims  of  the  pub- 
lic relations  program.  The  projected  program  for 
1953  is  likewise  in  character  and  should  be  supported. 

Maintaining  a Speakers  Bureau  provides  an  ad- 
mirable opportunity  for  official  presentation  of  views 
of  the  Society  directly  to  interested  groups  and  for 
radio  and  television  publicity,  while  the  use  of  the 
Bureau  as  an  information  exchange  for  obtaining 
electrical  transcriptions  and  films  for  inquirers  is  an 
additional  valuable  service. 

Assistance  to  the  Woman’s  Auxiliary  in  their 
public  relations  efforts  opens  an  additional  field  for 
favorably  influencing  public  opinion  in  our  behalf, 
and  we  favor  its  continuation. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Z.  Freedman,  Neic  York:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Dr.  Wolff:  The  supplementary  report  of  the 
Publication  Committee  recommending  half-rate  sub- 
scriptions to  medical  students  was  considered.  We 
agreed  that  it  would  be  desirable  to  place  the  Jour- 
nal in  the  hands  of  medical  students  but  do  not 
feel  that  cutting  the  rate  alone  would  be  sufficient 
inducement  to  attain  this  end. 

After  consultation  with  the  editor  and  the  business 
manager  concerning  probable  costs  involved,  the 
reference  committee  recommends  that  subscriptions 
to  the  Journal  be  given  gratis  to  senior  students  in 
the  medical  schools  in  this  State  upon  their  request, 
provided  this  is  not  in  conflict  with  postal  regula- 
tions governing  subscription  periodicals,  in  which 
case  a nominal  charge  should  be  assessed. 

I move  the  adoption  of  this  portion  of  the  report, 
with  its  contained  recommendation. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Wolff:  In  closing,  the  chairman  would  like 
to  express  his  thanks  for  the  cooperation  of  his  com- 
mittee and  all  those  who  helped  us  in  arriving  at  the 
conclusions  detailed  in  this  report. 

I move  the  adoption  of  the  report  as  a whole. 

Dr.  Philip  D.  Allen,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  126  l See  78) 

Report  of  Reference  Committee  on  Reports  of 
Secretary,  Censors,  and  District  Branches:  Period 
of  Remission  of  County  and  State  Medical  Society 
Dues  for  Physicians  Returning  from  Military 
Service 

Dr.  Theodore  R.  Proper,  Orange:  Mr.  Speaker  i 
and  members  of  the  House  of  Delegates,  your 
Reference  Committee  on  Reports  of  Secretary, 
Censors,  and  Disirict  Branches  has  three  resolutions 
upon  which  to  report. 

The  first  resolution  concerns  the  remission  of  dues 
for  physicians  returning  from  the  military  service 
and  was  presented  by  Dr.  Waring  Willis,  of  West- 
chester. Your  reference  committee  approves  this 
recommendation  and  wishes  to  add  the  following 
words  in  paragraph  4,  "upon  recommendations  by  ' . 
the  respective  component  county  medical  society  to 
the  Council,”  after  the  word  "discharged”  para- 
graph 4 reads: 

" ResoU'ed , that  all  dues  for  members  leaving 
military  service  be  waived  throughout  the  balance 
of  the  calendar  year  in  which  they  are  discharged.” 
and  your  reference  committee  recommends  the 
addition  of  the  following  words: 

‘ upon  recommendations  by  the  respective  com-  . 
ponent  county  medical  society  to  the  Council.” 

I move  the  adoption  of  this  resolution  as  it  con- 
firms the  present  action  of  the  Council  bv  the  House 
of  Delegates. 

Dr.  Henrt  E.  McGarvey,  Westchester:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  127  (See  80) 

Report  of  Reference  Committee  on  Reports  of 
Secretary,  Censors,  and  District  Branches : Collec- 
tion of  A.M.A.  Dues 

Dr.  Theodore  R.  Proper,  Orange:  The  second 
resolution  was  presented  by  Dr.  Christopher  Wood, 
of  Westchester: 
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“Resolved,  that  the  American  Medical  Associa- 
tion lie  urged  to  collect  dues  direct  from  each 
member  and  thus  avoid  the  difficulties  caused  by 
the  present  long  delays  in  recognition  and  ac- 
knowledgment of  thefact  that  dues  have  been  paid.” 
Your  committee  approves  this  resolution  in  princi- 
ple and  moves  its  adoption.  I so  move. 

Dr.  Joseph  A.  Lane,  Monroe:  I second  that 

motion. 

Vice-Speaker  Williams:  Is  Dr.  Aaron  in  the 
House? 

Dr.  A.  H.  Aaron,  Erie:  Yes. 

Vice-Speaker  Williams:  I would  like  to  ask  does 
this  conflict  with  what  we  passed  a little  while 
ago? 

Dr.  Aaron:  No. 

Vice-Speaker  Williams:  Is  there  any  discussion 
of  the  reference  committee’s  recommendation  which 
approves  this  in  principle? 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  I 
think  in  order  to  effectuate  this  there  would  have  to 
be  an  amendment  or  change  in  the  bylaws  of  the 
American  Medical  Association,  so  we  should  add  a 
recommendat  ion  to  this  that  such  a recommendation 
be  asked  of  the  American  Medical  Association. 

Vice-Speaker  Williams:  Do  you  so  move  to 
amend,  or  are  you  just  suggesting? 

Dr.  Wurzbach:  I move  to  amend  the  reference 
committee’s  recommendation  in  that  regard. 

Vice-Speaker  Williams:  You  have  the  amend- 
ment to  recommend  to  the  American  Medical  Asso- 
ciation to  amend  their  bylaws  to  carry  out  this.  Is 
this  amendment  seconded? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Yes,  I will 
second  the  amendment. 

Dr.  Joseph  A.  Geis,  Councillor:  Speaking  on  this 
amendment,  we  have  had  an  amendment  to  our  own 
Bylaws  introduced  to  be  acted  on  at  our  next  meet- 
ing, and  that  will  make  it  mandatory  for  all  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York 
to  be  members  of  the  American  Medical  Association. 
Now  if  you  adopt  an  amendment  changing  and 
having  the  A.M.A.  collect  its  own  dues,  we  may  find 
ourselves  in  conflict  with  an  amendment  we  are 
going  to  take  up  next  year.  I think  we  should  go 
slow  on  this  proposition  this  year,  and  I move  the 
whole  question  be  laid  on  the  table  to  be  taken  up 
next  year. 

Dr.  Thomas  H.  McGavack,  New  York:  I second 
that. 

. . . The  motion  was  put  to  a vote  and  was  car- 
ried . . . 

Vice-Speaker  Williams:  It  is  tabled. 

Section  128  (Nee  67) 

Report  of  Reference  Committee  on  Reports  of  the 
Secretary,  Censors,  and  District  Branches:  Re- 

mission of  Dues  for  Dr.  Gladman 

Dr.  Theodore  R.  Proper,  Orange:  The  third 
resolution  was  introduced  by  Dr.  Olin  J.  Mowry, 
from  the  County  of  Oswego: 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  remit 


Dr.  Everett  A.  Gladman’s  dues  for  the  year  1952, 

thereby  returning  him  to  good  standing,  and  elect 

him  to  retired  membership  in  the  Medical  Society 

of  the  State  of  New  York.” 

Your  committee  recommends  approval  of  this 
resolution,  and  I so  move. 

Dr.  Olin  J.  Mowry,  Oswego:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  129  ( See  7) 

Report  of  Reference  Committee  on  Reports  of  the 
Secretary,  Censors,  and  District  Branches 

Dr.  Theodore  It.  Proper,  Orange:  The  second 
portion  of  our  report  deals  with  the  Reports  of  the 
Secretary,  Censors,  and  District  Branches. 

We  have  received  the  annual  report  of  the  Secre- 
tary, including  the  corrected  supplementary  report. 
Your  committee  wishes  to  compliment  our  secretary 
on  the  clear,  concise,  and  comprehensive  manner  in 
which  these  reports  are  presented  and  recommends 
your  approval.  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Samuel  Leo,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Proper:  The  reports  of  the  Board  of  Censors 
have  been  studied  and  discussed. 

I move  the  adoption  of  this  portion  of  the  ref- 
erence committee’s  report. 

Dr.  Joseph  A.  Lane,  Monroe:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Proper:  Reports  of  the  District  Branches 
appearing  in  the  Journal  of  April  1,  1953,  have  been 
noted.  The  committee  moves  adoption  of  these  re- 
ports. 

Dr.  David  Fertig,  Westchester:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Proper:  Now  I would  like  to  move  the  ap- 
proval of  the  report  of  the  reference  committee  as  a 
whole,  with  the  exception  of  the  portion  that  was 
tabled  concerning  the  collection  of  A.M.A.  dues. 

Dr.  Stanley  B.  Folts,  Seneca:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Proper:  I would  like  to  thank  the  members 
of  my  committee  for  their  assistance,  Dr.  Samuel 
Leo,  Dr.  Stanley  B.  Folts,  Dr.  Joseph  A.  Lane,  and 
Dr.  David  Fertig. 

Vice-Speaker  Williams:  Thank  you,  Dr. 
Proper. 

Are  there  any  further  resolutions  to  be  presented? 

. . . There  was  no  response  . . . 

Vice-Speaker  Williams:  Are  there  any  other 

reference  committees  ready  to  report? 

. . . There  was  no  response  . . . 

Vice-Speaker  Williams:  There  being  no 

business  before  the  House  we  will  stand  in  recess,  and 
we  will  reassemble  at  2 o’clock  punctually,  gentlemen. 

. . . The  meeting  recessed  at  12:15  p.m.  . . . 
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The  session  convened  at  2 : 20  p.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order.  We  have  a long  session  ahead  of  us  and 
some  very  important  subjects  to  bring  up,  so  we  are 
anxious  to  get  started  as  soon  as  possible. 

Section  130  ( See  98) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : A Code  of  Press  Cooperation 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Speaker  and 
delegates,  the  first  of  these  resolutions  was  intro- 
duced bv  Dr.  Davidson,  of  New  York.  (.See  Section 
98) 

This  proposal  has  the  endorsement  of  Dr.  Winslow, 
chairman  of  the  Committee  on  Public  Relations,  and 
Mr.  Miebach,  heading  the  public  relations  staff,  and 
is  unanimously  endorsed  by  the  reference  commit- 
tee. We  feel  it  will  be  integrated  into  a prospective, 
broad  public  relations  program. 

Mr.  Speaker,  I move  the  adoption  of  this  recom- 
mendation of  the  reference  committee. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  131  (.See  37) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  Continuation  of  CHEC 

Dr.  Ezra  A.  Wolff,  Queens:  The  second  resolu- 
tion was  introduced  by  Dr.  Schiff,  of  Clinton  County. 
(See  Section  37) 

We  approve  the  principle  of  this  resolution.  Its 
intent,  we  feel,  will  be  effectually  achieved  by  the 
recommendations  embodied  in  our  report  on  the  re- 
port of  the  public  relations  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  recom- 
mendation. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  132  (See  30) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Spot  Radio  Announcements 

Dr.  Ezra  A.  Wolff,  Queens:  This  is  a resolution 
introduced  by  Dr.  Schwartz,  of  the  Bronx.  We  ap- 
prove the  resolution  with  a minor  amendment  to 
read  as  follows: 

“Whereas,  the  Metropolitan  Life  Insurance 
Company  sponsors  spot  health  statements  over 
radio  station  WCBS  daily;  and 

“Whereas,  the  Metropolitan  Life  Insurance 
Company  through  its  commentator,  Bob  Hite, 
continually  stresses  ‘See  Your  Family  Doctor,’ 
and  ‘Talk  With  Your  County  Medical  Society’; 
and 

“Whereas,  these  suggestions  render  a con- 
structive service  to  the  welfare  of  the  general 
public;  therefore  be  it 

“Resolved,  that  a letter  of  commendation  from 
the  Medical  Society  of  the  State  of  New  York  be 
transmitted  to  the  Metropolitan  Life  Insurance 
Company.” 

I move  the  adoption  of  this  recommendation. 

Dr.  H.arry  Golembe,  Sullivan:  I second  it. 


. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  133  (See  81) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI : To  Correct  the  Inequity  in 

Junior  Membership  Dues  in  the  State  Society 

Dr.  Ezra  A.  Wolff,  Queens:  This  is  a resolution 
introduced  by  Dr.  Dunlap,  of  Westchester.  (See 
Section  81 ) 

This  resolution  is  approved  without  comment, 
and  I move  its  adoption,  Mr.  Speaker. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second  it. 
Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I would  like  to  ask  a question.  I don’t  know  whether 
the  chairman  of  the  reference  committee  can  answer 
it  or  not.  It  is  as  follows:  These  junior  members  are 
given  this  privilege  because  we  feel  they  cannot 
afford  to  pay  the  full  amount  of  dues,  yet  if  they  get 
the  Directory  they  are  going  to  pay  the  full  amount 
of  dues.  I was  wondering  whether  or  not  they  could 
not  get  the  Directory  at  cost,  and  I wondered  whether 
the  cost  could  be  based  not  on  how  much  it  costs  to 
print  the  first  24,000,  let  us  say,  but  how  much  would 
it  cost  to  print  one  after  the  24,000;  in  other  words, 
the  basic  cost  of  the  Directory  to  them. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Wolff:  Thank  you,  Mr.  Speaker!  That 
completes  my  report. 

Speaker  Holcomb:  Thank  you,  Dr.  Wolff. 
Section  134 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI : Economics 

Dr.  Gerald  D.  Dorman,  New  York:  Your  ref- 
erence committee  submits  the  following  report  and 
comments  on  the  work  done  during  the  past  year  by 
the  Council  Committee  on  Economics,  Public  Medi- 
cal Care,  Medical  Licensure  and  Medical  Service, 
and  Hospital  and  Professional  Relations. 

The  report  of  the  Committee  on  Economics  deals 
with  two  resolutions  referred  to  the  Council  by  the 
1952  House  of  Delegates.  The  first  resolution  is: 
“Resolved,  that  the  Council  of  the  State  Medical 
Society  make  suitable  provision  for  the  gathering 
of  medical-economic  data  from  all  possible 
sources,  the  filing  and  cross-filing  of  such  data  in 
easily  digestible  form  at  the  executive  offices  of 
this  State  Medical  Society,  the  regular,  timely 
publication  of  such  data  in  our  State  Journal  of 
Medicine,  and,  when  considered  advisable,  the 
issuance  of  medical-economic  releases  in  the 
State  Society’s  Newsletter." 

It  would  be  impractical  to  establish  a separate  de- 
partment to  handle  this  work  because  of  the  expense 
involved.  An  existing  committee  could  review  and 
correlate  the  material  which  is  available  in  the  State 
Society  office  and  present  that  which  was  of  timely 
interest  for  the  medical  profession  to  the  editorial 
board  of  the  New  York  State  Journal  of  Medi- 
cine or  the  Society’s  Newsletter.  This  suggestion 
was  approved  by  the  Council. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Harry  Golembe,  Sullivan:  I second  it. 
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. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  The  second  resolution  reads: 

“Resolved,  that  disability  insurance  for  illness 
and  accident  be  made  available  to  our  members 
and  that  the  proper  group  or  committee  investi- 
gate available  types  and  complete  arrangements 
as  soon  as  practicable.” 

A questionnaire  was  sent  to  the  61  component 
county  medical  sooieties,  and  reports  were  received 
from  60.  All  counties  reported  group  disability 
sickness  and  accident  insurance  programs  in  effect 
with  approximately  13,798  members  insured,  or  60 
per  cent  of  the  total  membership.  It  was  recom- 
mended to  the  Council  that  the  local  county  medical 
societies  should  determine  the  type  of  group  disa- 
bility sickness  and  accident  coverage  desired  by  their 
members.  If  further  exploration  along  these  lines  is 
requested  by  the  House  of  Delegates,  several  reliable 
insurance  companies  could  be  asked  to  present  their 
plans  of  accident  and  sickness  for  consideration  by 
the  proper  committee.  This  report  was  approved 
by  the  Council. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Gervais  W.  McAuliffe,  New  York:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  The  committee  considered  a letter 
from  a doctor  relative  to  remunerative  salaried 
positions  for  aging  physicians  physically  unable  to 
carry  on  an  active  private  practice.  Doctors  of  all 
ages,  on  inquiry  to  the  State  Society  for  information 
about  locations  to  practice,  are  furnished  lists  of 
localities  which  have  requested  doctors  to  locate 
there  and  are  referred  to  established  medical  place- 
ment agencies  if  a salaried  position  is  desired.  In 
view  of  these  conditions  no  program  of  this  type  is 
recommended  for  the  Society  at  this  time.  The 
Council  approved  this  decision. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman  : A questionnaire  was  sent  to  the 
county  medical  societies  in  the  metropolitan  areas 
requesting  a survey  of  voluntary  and  municipal  in- 
stitutions regarding  the  number  of  ward  bed  ac- 
commodations and  what  institutions  prohibit  the 
collection  of  a fee  for  payment  to  the  doctor  for  sur- 
gical, medical,  and  maternity  care  for  ward  patients 
who  are  insured.  The  purpose  of  the  survey  was  to 
determine  whether  doctors  who  certify  to  an  in- 
surance company  that  they  have  personally  rendered 
medical  service  to  an  insured  patient  are  permitted 
to  accept  payment  for  professional  services  from  the 
insurance  company. 

Of  131  voluntary  hospitals  in  the  16  counties,  122 
have  17,034  ward  beds.  Ninety-three  hospitals 
permit  the  physician  to  charge  insured  ward  patients, 
16  do  not,  and  no  report  is  available  on  13  hospitals. 
Of  27  municipal  hospitals,  26  have  17,667  ward 
beds.  Twenty-one  allow  physicians  to  charge  in- 
sured ward  patients,  one  does  not  permit  this,  and 
no  reports  have  been  received  from  the  other  four. 
This  is  a preliminary  study  and  is  intended  as  in- 
formatory  to  the  county  medical  societies. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Madge  C.  L.  McGtjinness,  New  York:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  ... 


Section  135 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Public  Medical  Care 

Dr.  Gerald  D.  Dorman,  New  York:  The  basic 
function  of  this  committee  is  to  maintain  contact 
with  the  State  Department  of  Social  Welfare  in 
setting  up  and  administering  the  provisions  of  the 
welfare  law  that  affect  physicians  throughout  the 
State. 

There  are  currently  400,000  persons  on  New  York 
State  relief  rolls.  Medical  reasons  are  the  greatest 
cause  of  indigence,  recently  taking  first  place  over 
unemployment.  The  largest  item  on  the  agenda 
this  year  has  been  the  adoption  of  a “Medical 
Manual”  for  the  State  Department  of  Social  Welfare 
which  will  be  a guide  for  local  welfare  districts. 

Under  the  present  permissive  law  46  welfare  dis- 
tricts have  “medical  plans”  with  a medical  executive 
supervisor.  Twenty-six  welfare  districts  operate 
under  Section  77E  of  the  old  law  and  have  no  medical 
executive.  The  addition  of  a medical  official  in  the 
local  department  has  improved  the  correlation  of 
medical  and  welfare  needs.  Soon  the  “medical  plan” 
will  be  made  compulsory  instead  of  permissive. 

The  medical  director  is  responsible  to  the  com- 
missioner for  “developing,  administering,  and  super- 
vising” the  medical  care  program.  This  covers 
medical  records,  methods  of  checking  and  cross  in- 
dexing, personnel  and  staff  work,  and  review  of  cost 
of  drugs  and  supplies  where  single  items  exceed 
$6.00  or  the  monthly  total  $15. 

A medical  advisory  committee  is  appointed  by  the 
commissioner  after  consultation  with  the  county 
medical  society  for  advice  and  review  of  special 
problems  brought  up  by  the  medical  director. 

The  question  of  payment  to  doctors  for  hospital 
care  is  still  open.  If  service  ward  cases  are  usually 
free,  welfare  cases  pay  no  doctor’s  fee,  but  if  ward 
cases  pay  a fee  for  physician’s  services,  the  local  wel- 
fare district  may  also  pay  a fee.  The  fee  schedule  of 
charges  is  still  under  consideration  but  will  be  lower 
than  compensation  or  Blue  Shield  schedules.  The 
law  still  provides  for  full-time  salaried  welfare 
physicians,  but  so  few  are  employed  in  the  State 
that  generally  the  welfare  client  has  “free  choice  of 
physician.” 

In  the  Aid-to-Disabled  Program,  established  a 
year  ago,  the  “review  teams”  are  being  changed 
from  a local  to  an  area  level,  and  more  specialists  in 
rehabilitation  are  being  appointed  to  them.  It  is 
hoped  that  with  more  rehabilitation  some  of  the  dis- 
abled will  be  taken  off  the  relief  rolls. 

Special  consideration  was  given  to  problems  in 
Oswego  and  Fulton  Counties.  The  Mother  Cabrini 
Clinic  in  Olean  applied  for  special  fee  allowances,  but 
as  no  unusual  situation  existed,  after  consultation 
with  the  local  county  society  the  Department  was 
advised  that  the  usual  fee  schedule  should  apply.  In 
Elmira  the  question  of  payment  to  anesthetists  was 
deferred  pending  consideration  of  the  entire  fee 
schedule.  The  Department  of  Social  Welfare  ques- 
tioned the  accreditation  of  two  hospitals  in  Water- 
town  and  was  advised  that  they  could  accept  the 
approval  granted  by  the  American  College  of  Sur- 
geons and  the  Joint  Commission  for  Accreditation 
of  Hospitals.  If  unapproved  hospitals  are  to  be 
used,  the  Commission  should  set  up  their  own 
standards  and  inspection. 

The  resolution  of  Dr.  Leonard  Horn  regarding 
medical  care  and  hospitalization  for  individuals  over 
sixty-five  was  studied.  Information  was  collected 
from  many  sources,  and  Dr.  Horn  presented  his  sug- 
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gestion  that  the  plan  be  financed  by  withdrawing 
from  the  State  income  tax  the  10  per  cent  discount 
now  prevailing.  It  is  a complicated  problem.  The 
well-to-do  can  finance  their  own  medical  and  hospital 
care  even  in  old  age . In  New  York  State  hospitaliza- 
tion can  be  obtained  for  the  indigent  and  the 
“medically”  indigents,  even  though  not  on  relief 
rolls  at  other  times. 

The  problem  has  two  parts:  hospitalization  for 
those  now  over  sixty-five,  and,  second,  hospitaliza- 
tion for  younger  groups  as  they  reach  sixty-five. 
The  original  resolution  provides  for  hospitalization 
at  State  expense  for  anyone  over  sixty-five.  Various 
approaches  to  this  problem  were  considered  includ- 
ing State  coverage,  voluntary  hospital  insurance. 
State  health  insurance  with  deficits  underwritten  by 
the  State.  It  is  estimated  that  by  1970,  20  per  cent 
of  total  physicians’  services  may  be  for  persons  over 
65  and  34  per  cent  of  hospital  beds  will  be  occupied 
by  them.  The  committee  felt  that  this  question 
should  be  studied  further  and  recommended  that : 

1.  No  legislation  be  introduced  at  this  time. 

2.  Blanket  hospital  insurance  for  all  over  sixty- 
five  regardless  of  their  ability  to  pay  is  not  needed. 

3.  Support  of  legislation  along  the  lines  of  the 
Reed-Jenkins  bill,  whereby  payment  for  old-age 
annuities  may  be  deducted  from  income  tax  figures, 
be  continued. 

4.  Study  be  continued  of  hospital  insurance  for 
the  elderly,  including  exact  figures  on  the  cost  of 
such  insurance  over  sixty-five,  the  number  of  hos- 
pitalization days  to  be  expected  in  different  age 
groups,  and  methods  of  meeting  these  costs. 

The  reference  committee  urges  that  this  matter  be 
studied  further  and  a definite  report  be  brought  in  at 
the  1954  House  of  Delegates  meeting.  The  commit- 
tee wished  to  be  kept  informed  on  all  problems  of 
welfare  medicine  throughout  the  State  and  to  thank 
the  State  Department  of  Social  Welfare  for  its  con- 
tinued close  cooperation. 

I move  the  adoption  of  this  portion  of  the  report. 

Dh.  Thomas  H.  McGavack,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  138 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI : Medical  Licensure  and  Medical 
Service 

Dr.  Gerald  D.  Dorman,  New  York:  Three  can- 
didates were  considered  for  the  Annual  General 
Practitioner’s  Award  of  our  Society  and  of  the 
American  Medical  Association.  Choice  was  made 
of  Dr.  Charles  D.  Graney  of  LeRoy  in  Genesee 
County. 

The  committee  approved  the  change  to  the  supple- 
ment of  the  professional  roster  by  the  State  Depart- 
ment of  Education. 

The  controversy  between  Dr.  Edward  B.  Leahey 
of  Nyack,  New  York,  and  the  Department  of  Edu- 
cation, State  of  New  York,  Division  of  Professional 
Education,  was  studied.  Dr.  Leahey  first  registered 
with  the  Department  for  1946-1947  but,  while  a 
resident  on  orthopedics  1949-1950  and  1950-1951, 
failed  to  pay  the  registration  fees  incurring  total 
fees,  fines,  and  penalties  of  $46.  He  has  now  paid 
them  under  protest.  Dr.  Anderton  has  outlined  a 
suggested  appeal  in  this  case  as  “such  penalties  may 
for  good  cause  shown  in  the  discretion  of  the  Regents 
be  remitted  or  compromised.” 

In  December  the  committee  was  asked  to  choose  a 
representative  doctor,  over  seventy-five  t ears  of  age, 


to  attend  the  first  Western  Hemisphere  Conference 
of  the  World  Medical  Association,  at  Richmond. 
Virginia,  April  23  to  25,  1953.  A list  of  several 
names  was  submitted. 

Although  the  New  York  State  law  providing  that 
all  interns  and  residents  working  in  hospitals  in  this 
State  shall  be  graduates  of  a medical  school  approved 
by  the  Department  of  Education  of  New  York  State 
has  existed  for  over  twenty  years,  it  had  not  been 
enforced.  Last  year  enforcement  was  instituted, 
which  presented  an  acute  problem  to  the  hospitals 
in  the  State  who  had  many  graduates  of  non- 
approved  schools  on  their  staffs.  Enforcement  was 
postponed  to  July.  1953.  and  the  committee  held 
conferences  with  the  New  York  State  Hospital 
.Association,  the  Hospital  Association  of  Greater 
New  York,  the  Assistant  Commissioner  for  Profes- 
sional Education,  the  Secretary  of  the  State  Board 
of  Medical  Examiners,  and  the  Counsel  to  the 
State  Department  of  Education.  An  amendment 
to  the  law  to  solve  this  problem  was  approved  in 
principle  and  offered  to  the  Council. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  137  ( See  10) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI : Hospital  and  Professional  Rela- 
tions 

Dr.  Gerald  D.  Dorman.  New  York:  This  com- 
mittee communicated  to  the  Hospital  Association  of 
New  York  State  the  action  of  the  1952  House  of 
Delegates  regarding  hospital  relations  with  certain 
specialists  and  the  establishment  of  residencies  in 
general  practice.  Receipt  of  the  requests  was 
acknowledged,  and  a joint  meeting  concerning 
these  matters  is  being  arranged. 

Pathologists  in  New  York  City  complained  of 
certain  policies  and  activities  in  laboratory  work  by  a 
metropolitan  hospital.  The  problem  was  tabled 
until  the  local  county  medical  society  had  acted 
upon  this  matter. 

The  committee  considered  a resolution  submitted 
for  information  to  the  Medical  Society  of  the  State  of 
New  York  disapproving  the  action  of  the  A.M.A. 
Council  on  Medical  Education  and  Hospitals  in 
revising  more  strictly  the  requirements  for  approval 
of  hospitals  by  requiring: 

1.  Increase  in  bed  capacity  to  150  (including 
bassinets  J : 

2.  Increase  in  annual  admissions  to  5,000  (ex- 
cluding bassinets): 

3.  Raise  autopsy  rate  to  25  per  cent ; 

4.  Continued  approval  dependent  on  a hospital 
obtaining  at  least  two  thirds  of  its  normal  comple- 
ment of  interns  and  failure  to  meet  this  for  two  suc- 
cessive years  necessitating  re-evaluation  of  a hos- 
pital’s approved  status. 

The  committee  unanimously  approved  the  point 
of  view  that  these  stricter  requirements  should  not 
be  implemented  at  this  time  because  it  would  work 
even  greater  hardships  on  many  small  hospitals 
w hich  have  difficulty  in  obtaining  interns.  It  urges 
that  the  House  of  Delegates  empower  the  secretary 
of  the  Medical  Society  of  the  State  of  New  York  so 
to  notify  Dr.  H.  G.  Weiskotten,  chairman  of  the 
Council  on  Medical  Education  and  Hospitals,  Ameri- 
can Medical  Association,  535  North  Dearborn 
Street.  Chicago,  Illinois,  and  similarly  to  inform  all 
members  of  Dr.  Weiskotten’s  Council  on  Medical 
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Education  and  Hospitals  as  well  as  all  officers  and 
trustees  of  the  American  Medical  Association. 

In  the  resolutions  that  will  be  reported  later  on  as 
a supplement  to  this  report  or  in  completion  of  this 
report  there  will  be  four  or  five  resolutions  on  this 
particular  topic  which  are  even  more  strongly  worded. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Aaron  Kottler,  Kings:  I second  the 

motion. 

Speaker  Holcomb:  Is  there  any  discussion  on 
this  portion  of  the  report? 

Dr.  Abraham  D.  Segal,  Kings:  I would  like  to 
know  whether  this  resolution  will  be  turned  over  to 
our  delegates  to  the  American  Medical  Association 
Convention  for  their  use  and  whether  they  will  be 
instructed  to  carry  out  the  mandates  of  this  body? 

Dr.  Dorman:  A resolution  which  we  will  bring  in 
later  will  so  mandate  them. 

Speaker  Holcomb:  This  is  the  portion  of  the 
report  on  the  Council  Committee  itself,  the  resolu- 
tions will  follow.  Is  there  any  further  discussion  on 
this  portion  of  the  report? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Thank  you.  Dr.  Dorman,  for 
a very  excellent  bit  of  work  done  by  your  committee. 
( Applause ) 

I might  remark  that  every  time  I referred  another 
resolution  to  Dr.  Dorman’s  committee,  he  took  it  in 
very,  very  good  grace. 

Section  138  (See  75) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A:  Revision  of  Fee  Schedule  for  Welfare 
Cases 

Dr.  George  J.  Laurence,  Jr.,  Queens:  Your 
reference  committee  considered  the  resolution  intro- 
duced by  Dr.  Sol  Shlimbaum  of  Suffolk  County. 
The  committee  wishes  to  point  out  that  when  the 
present  fee  schedule  was  adopted  by  the  New  York 
State  Department  of  Welfare,  it  was  intended  to  be 
on  the  basis  of  a 75  per  cent  ratio  to  the  Workmen’s 
Compensation  Fee  Schedule.  Since  that  time  the 
Workmen’s  Compensation  Fee  Schedule  has  been 
increased,  but  the  welfare  schedule  has  not.  The 
committee  feels  that  a just  increase  in  the  schedule 
is  indicated  at  this  time  but  amends  the  resolution 
to  read  as  follows: 

“Whereas,  fees  for  welfare  cases  have  been  the 
same  for  five  years;  and 

“Whereas,  fees  for  Workmen’s  Compensa- 
tion and  other  insurances  and  many  other  fees 
have  been  revised  upward;  and 

“Whereas,  all  medical  and  hospital  expenses 
have  been  increased  considerably  over  these  }rears; 
and 

“Whereas,  a recent  schedule  of  revised  fees 
has  been  proposed  by  the  Suffolk  County  Medical 
Society;  and 

“Whereas,  efforts  to  gain  approval  of  the  re- 
vised schedules  from  the  State  Department  of 
Social  Welfare  have  met  with  no  success;  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  to  the  New  York  State 
Commissioner  of  Welfare  that  a revision  of  the  fee 
schedule  for  welfare  cases  be  made  to  the  level  of 
75  per  cent  of  the  current  Workmen’s  Compensation 
Fee  Schedule.” 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Reid  R.  Heffner,  Westchester:  I second  it. 


. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  139  (See  83) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A : Annual  Medical  Progress  Day 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Your 
reference  committee  considered  the  resolution  intro- 
duced by  Dr.  Reid  R.  Heffner  of  Westchester 
County  The  resolution  is  wholeheartedly  approved 
as  an  excellent  method  of  presenting  the  medical  pro- 
fession to  the  public  in  a favorable  light,  and  it  has 
been  edited  to  some  extent  by  your  Committee  to 
read  as  follows: 

“Whereas,  the  progress  and  achievements  of 
medicine  are  momentous  and  continue  to  advance 
at  a most  encouraging  and  gratifying  rate;  and 

“Whereas,  positive  and  accurate  information 
concerning  this  progress  and  greater  recognition 
by  the  public  are  urgently  needed;  and 

“Whereas,  our  national  administration  is 
cognizant  and  highly  appreciative  of  these  note- 
worthy and  humanitarian  advancements;  now, 
therefore,  be  it 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  petition  that 
body  to  urge  the  President  of  the  LTnited  States  of 
America  to  proclaim  an  appropriate  day  of  the 
year  annually,  to  be  known  as  Medical  Progress 
Day;  and  be  it  further 

“ Resolved , that  suitable  recognition  of  this 
occasion  be  promoted  through  all  possible  media 
for  the  information  of  the  public  concerning  the 
aims,  ideals,  and  achievements  of  modern  medi- 
cine.” 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Christopher  Wood,  Westchester:  I second  it. 
Dr.  George  E.  Anderson,  Kings:  Mr.  Speaker, 
I must  rise  on  this  occasion  because  I feel  this  is  a 
marvelous  opportunity  to  strike  at  the  grass  roots  of 
the  public  relations  problem  and  the  fireside  of  the 
home. 

We  have  seen  it  amply  demonstrated  that  the 
present  administration  is  very  squarely  behind  the 
aims  of  the  medical  profession.  Here  is  a chance  to 
let  them  motivate  that  in  a very  tangible  way  by 
putting  forth  something  that  will  demonstrate  to  the 
American  people,  right  where  we  need  it  demon- 
strated, that  they  are  forcefully  behind  our  profes- 
sion because  of  our  many  accomplishments.  I cer- 
tainly hope  this  House  will  vote  in  favor  of  this. 

Speaker  Holcomb:  Thank  you  very  much,  Dr. 
Anderson.  Is  there  any  more  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  140  (See  38) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A : Simplification  and  Unification  of 

Insurance  Forms 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Your 
committee  considered  the  resolution  introduced  by 
Dr.  Scott  Lord  Smith,  of  Dutchess  County.  The 
resolution  reads  as  follows: 

“Whereas,  the  filling  out  of  the  medical  section 
of  insurance  forms  is  a time-consuming  burden  on 
the  doctor;  and 

“Whereas,  such  forms  are  unnecessarily  long 
and  complex;  and 

“Whereas,  these  forms  vary  with  the  different 
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insurance  companies,  leading  to  added  time,  use. 
and  confusion:  now  therefore  be  it 

“Rejoiced,  that  the  Medical  Society  of  the  State 
of  New  York  urge: 

1.  The  adoption  by  all  insurance  companies  of 
uniform  certificates. 

2.  Reduction  in  number  and  character  of  ques- 
tions asked  to  those  actually  needed. 

3.  Payment  of  a fee  to  doctor  for  filling  out 
these  forms.” 

Your  committee  approves  the  principles  enumer- 
ated in  items  1 and  2 but  feels  that  the  specific  forms 
to  which  objection  is  made  should  be  supplied  before 
any  action  can  be  taken.  We,  therefore,  recom- 
mend that  these  forms  be  supplied  to  the  Council  as 
exhibits  and  that  the  Council  in  turn  submit  them  to 
the  State  Insurance  Department  as  being  unneces- 
sarily harassing  to  the  medical  profession,  with  the 
suggestion  that  the  Department  recommend  the  use 
of  more  suitable  forms  to  the  insurance  companies 
affected. 

Your  committee  agrees  that  a physician  is  entitled 
to  a fee  for  a service  rendered.  Since,  however,  the 
burden  of  proof  of  disability  devolves  on  the  patient 
and  many  contracts  are  worded  so  that  the  patient 
must  pay  for  such  services,  we,  therefore,  recommend 
disapproval  of  item  3. 

I move  the  acceptance  of  this  portion  of  my  re- 
port. 

Dr.  Leonard  J.  Schiff,  Clinton:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  HI  (See  36,  59) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A : Early  Submission  of  Resolutions 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Your 
committee  considered  two  resolutions  requiring  ad- 
vance submission  of  resolutions  to  the  delegates  of 
this  House. 

The  resolution  submitted  by  Dr.  E.  Iv.  Horton  of 
Nassau  County  demands  that  this  procedure  be 
changed  so  that  in  1954  and  henceforth  all  resolutions 
shall  be  presented  to  the  secretary  of  the  Medical 
Society  of  the  State  of  New  York  by  January  15 
precetiing  the  Annual  Meeting  of  the  House  of  Dele- 
gates, that  by  February  15  the  secretary  shall  have 
copies  of  such  resolutions  distributed  to  the  com- 
ponent county  societies  for  their  consideration  and 
instruction  to  their  delegates,  and  that  any  excep- 
tion to  this  rule  must  receive  the  approval  of  three 
fourths  of  the  House  of  Delegates. 

Your  committee  disapproves  this  resolution  as 
being  both  impractical  and  prejudicial.  However, 
your  committee  feels  that  it  would  be  of  considerable 
help  to  the  rapid  expedition  of  the  deliberations  of 
this  House  if  as  many  resolutions  as  possible  could 
be  submitted  in  advance  to  the  delegates  for  their 
study.  We.  therefore,  have  amended  the  resolution 
introduced  by  Dr.  Berlinghof  of  Broome  County  and 
recommend  its  approval  as  follows: 

"Whereas,  at  the  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York,  a large  number  of  disassociated 
resolutions  are  presented  for  consideration;  and 
“Whereas,  it  would  expedite  proceedings  of  the 
House  and  make  for  a more  intelligent  considera- 
tion of  these  resolutions  by  the  delegates  if  the 
resolutions  could  be  presented  for  study  before 
the  meeting;  therefore  be  it 

“ Resolved , that  when  possible,  proposed  resolu- 
tions to  be  considered  at  the  annual  meeting  of  the 


House  of  Delegates  be  submitted  to  the  secretary 
of  the  Medical  Society  of  the  State  of  New  York 
not  later  than  six  weeks  before  the  scheduled 
meeting  and  that  these  resolutions  be  placed  in 
the  hands  of  the  delegates  not  later  than  two 
weeks  before  such  meeting.” 

I move  the  adoption  of  this  portion  of  my  report. 
Dr.  William  B.  Rawls.  .Yew  York:  I second  the 
motion. 

Speaker  Holcomb:  Is  there  any  discussion? 

This  reference  committee  recommends  the  dis- 
approval of  the  first  resolution  as  being  impractical 
and  prejudicial.  I think  it  would  be  wise  to  vote  on 
those  one  at  a time.  Would  you  mind  phrasing  it 
that  way? 

Dr.  La  wren ce  : I move  that  we  disapprove  of  the 
resolution  submitted  by  Dr.  E.  K.  Horton,  of  Nassau 
County. 

Dr.  Harry  Golembe,  Sullivan:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Lawrence:  I now  move  that  we  approve  of 
the  resolution  of  Dr.  Berlinghof,  as  it  has  been 
amended  by  the  reference  committee. 

Dr.  Sameel  B.  Berk.  .Yeir  York:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Lawrence:  I move  the  adoption  of  my  re- 
port as  a whole. 

Dr.  Ezra  A.  W olff.  Queens:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Lawrence:  I would  now  like  to  thank  Dr. 
Anderson.  Dr.  Leonard  Schiff,  and  Dr.  Roberts  for 
their  help  in  this  committee’s  work. 

Speaker  Holcomb  : Thank  you,  Dr.  Lawrence. 

Section  143  (See  100 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I : Doctor-Draft  Law 

Dr.  George  A.  Bergin.  Herkimer:  These  first 
two  resolutions  have  to  do  with  the  Doctor-Draft 
Law: 

“Resolved,  that  the  ‘Doctor-Draft  Law5  (Public 
Law  779)  be  revised  to  provide  that  physicians 
who  have  not  reached  their  fifty-first  birthday  be 
divided  into  two  groups: 

Group  A — Those  physicians  never  having  had 
military  service,  these  men  to  be  called  according 
to  age.  the  youngest  being  called  first. 

Group  B — Those  physicians  who  have  had  mili- 
tary service  since  September  15.  1940.  these  men 
to  be  called  according  to  the  length  of  military 
service,  those  with  the  least  service  being  called 
first ; and  it  be  further 

“ Resolved , that  Group  B shall  not  be  called  until 
Group  A is  completely  exhausted. 

Your  reference  committee  recommends  no  action 
at  this  time  in  view  of  the  remarks  by  Dr  Masterson 
this  morning. 

Dr.  J.  Homer  Cedmore,  Xew  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Section  143  (See  101) 

Report  of  Reference  Committee  on  report  of  Coun- 
cil, Part  I : Administration  of  Doctor-Draft  Law 

Dr.  George  A.  Bergin,  Herkimer:  The  second 
resolution  was  along  this  same  line: 
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“Resolved,  that  the  administration  of  the  Doctor- 
Draft  Law  (Public  Law  779),  being  a special  draft 
law  for  professional  people,  should  be  taken  out  of 
the  hands  of  local  selective  service  boards  and  put 
in  the  hands  of  a special  selective  service  board, 
one  for  each  county  or  medical  society  district. 
This  special  selective  service  board  shall  consist  of 
eight  members,  as  follows:  two  laymen,  three  doc- 
tors of  medicine  recommended  by  their  respective 
county  medical  societies,  two  doctors  of  dentistry 
recommended  by  their  respective  dental  society, 
and  one  doctor  of  veterinary  medicine  recom- 
mended by  the  veterinarian  society,  if  one  exists.” 
Your  reference  committee  recommends  no  action 
on  this  in  view  of  Dr.  Masterson’s  report  this  morn- 
ing. I so  move. 

Dr.  Richard  P.  Doody,  Rensselaer:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Section  144  (See  71) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Use  of  Television  for  Medical  Educa- 
tion 

Dr.  George  A.  Burgin,  Herkimer:  This  resolu- 
tion has  to  do  with  the  use  of  television  in  medical 
education,  and  the  fact  that  a great  deal  of  money  is 
involved. 

Your  reference  committee  agrees  in  principle  with 
the  idea  of  using  every  available  means  to  dissemi- 
nate medical  education.  The  use  of  television  cer- 
tainly deserves  consideration.  We  recommend  that 
this  resolution  be  referred  to  the  Council  Committee 
on  Medical  Education  for  further  study.  I so  move. 

Dr.  J.  Homer  Cudmore,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  145  (See  88) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I : First  Aid  Training  for  School  Students 

Dr.  George  A.  Burgin,  Herkimer:  This  resolu- 
tion was  presented  by  Dr.  Masterson.  (See  Section 
88) 

Your  reference  committee  approves  this  resolution, 
and  I so  move. 

Dr.  Sydney  L.  McLouth,  District  Delegate:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  146  (See  76) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Re-evaluation  of  Postgraduate  and 
Residency  Training 

Dr.  George  A.  Burgin,  Herkimer:  The  final 
resolution  reads  as  follows.  (See  Section  76) 

Your  reference  committee  agrees  in  principle  with 
the  ideals  behind  this  resolution  but  realizes  the 
present  lack  of  interns  and  residents  available. 

We  recommend  the  adoption  of  this  resolution  as  a 
petition  to  the  American  Medical  Association  for 
further  action.  I so  move. 

Dr.  J.  Homer  Cudmore,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Dr.  Burgin:  I move  the  adoption  of  the  report  of 
this  reference  committee  as  a whole. 

Dr.  Gerald  D.  Dorman,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Burgin:  I would  like  to  take  this  oppor- 
tunity again  to  thank  my  committee  as  well  as  Dr. 
Curphey  and  Dr.  Masterson  and  the  other  inter- 
ested people  who  came  before  us. 

Speaker  Holcomb:  Thank  you,  Dr.  Burgin. 

(Applause) 

Our  next  order  of  business  is  the  Report  of  the 
Planning  Committee  for  Medical  Policies  Reference 
Committee,  of  which  Dr.  Kelley  is  the  chairman. 
The  Chair  wishes  to  announce  that  when  the  second 
portion  of  that  report  is  presented,  which  has  to  do 
with  the  loyalty  oath,  the  House  will  go  into  execu- 
tive session.  Your  Speaker  believes  that  this  sub- 
ject has  been  discussed  quite  thoroughly;  however, 
it  would  seem  the  better  part  of  wisdom  to  go  into 
executive  session,  so  I will  ask  Dr.  McCarty  to  hold 
his  assistants  ready.  Dr.  Bandler  is  one  of  his 
assistants,  and  I would  like  Dr.  McCarthy,  of  the 
Bronx,  and  Dr.  McAuliffe,  of  New  York,  also  to 
assist  him.  If  you  gentlemen  will  hold  yourselves  in 
readiness,  we  should  appreciate  it. 

Dr.  Kelley,  will  you  now  proceed  with  your  report, 
please? 

Section  147  (See  115 — Industrial  Health) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies 

Dr.  John  F.  Kelley,  Cneida:  The  Planning 
Committee  for  Medical  Policies  in  its  report  has 
made  six  recommendations  during  the  past  year  on 
suggestions  referred  to  it. 

1 . The  first  recommendation  was  the  remission  of 
dues  by  the  State  Society  for  members  temporarily 
in  the  armed  services  or  U.S.  Public  Health  Service . 
After  careful  consideration  it  recommended  that  the 
same  policy  followed  diming  World  War  II  should 
be  followed  this  time,  i.e.,  to  remit  the  dues  for 
one  additional  year  following  discharge  from  serv- 
ice. The  reference  committee  feels  this  is  rather 
ambiguous  and  recommends  that  dues  be  remitted 
for  the  remainder  of  the  year  in  which  a member  is 
discharged.  I move  the  adoption  of  this  portion  of 
the  report. 

Dr.  John  C.  Brady,  Erie:  I second  the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  Two,  as  to  the  associate  or  honor- 
ary membership  in  New  York  Nutrition  Committee, 
after  investigation  into  the  background  of  this  com- 
mittee by  Dr.  Moore,  of  the  Planning  Committee,  it 
was  recommended  that  the  Medical  Society  decline 
the  invitation  to  membership  at  this  time.  Your 
reference  committee  approves  this  recommendation. 
I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Christopher  Wood,  Westchester:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  The  third  recommendation  con- 
cerns “The  Council  Committee  on  Industrial 
Health.”  The  Planning  Committee  was  of  the 
opinion  that  we  should  proceed  slowly  in  this  matter 
and,  at  this  time,  recommended  to  the  Council  that  a 
committee  on  industrial  health  be  appointed  with 
full  Council  committee  authority.  A pilot  study 
has  been  suggested  in  one  or  two  counties,  patterned 
somewhat  after  the  so-called  Pennsylvania  Plan  or 
any  other  plan  suitable  to  our  needs  and  our  re- 
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sources.  Your  reference  committee  concurs  in  this 
recommendation  and  suggestion.  I move  the  adop- 
tion of  this  portion  of  the  report. 

Dr.  George  E.  Axdersox,  Kings:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kei.i.ey:  Four,  after  obtaining  reports  from 
a number  of  district  branches,  it  was  felt  that  each 
district  branch  should  decide  for  itself  whether  or  not 
it  wishes  to  abolish  the  scientific  sessions  at  its 
meeting.  Your  reference  committee  approves  of 
this  suggestion.  I move  the  adoption  of  this  por- 
tion of  the  report. 

Dr.  Edwlv  A.  Grifflx.  Kings:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  Five,  in  discussing  the  plan  for 

Training  in  Public  Relations  for  Interns  and  Resi- 
dents the  Committee  approved  of  this  plan  and  felt  a 
letter  could  be  written  by  our  Society  to  all  hospital 
boards  with  interns  and  residents  and  all  medical 
schools  informing  them  of  our  desires.  Your  refer- 
ence committee  approves  of  this  suggestion.  I move 
the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  B.  Burk.  .Wit  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  The  House  will  now  go  into 
executive  session. 

All  who  are  not  delegates  will  leave  the  room  ex- 
cept the  executive  State  officer,  executive  assistant, 
executive  secretaries  of  component  county  societies, 
counsel,  stenotypist.  and  any  other  person  the  House 
of  Delegates  inrites  to  attend.  Will  someone  make 
that  as  a motion? 

Dr.  Thomas  F.  McCarthy.  Bronx:  I so  move. 

Dr.  Edward  P.  Flood.  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  The  motion  is  adopted. 

The  Chair  wishes  to  announce  that  only  the  heads 
of  departments  on  the  staff  will  remain,  that  the 
assistants  are  requested  to  leave.  They  are  not 
entitled  to  remain  for  the  executive  session.  Any 
other  individual#  who  might  be  here  are  also  advised 
to  leave  because  it  is  against  parliamentary  rules  for 
them  to  remain. 

Vice-Speaker  Williams:  The  Sergeant-at-Arms 
reports  the  floor  is  clear  and  that  all  present  are  in 
good  standing.  Let  us  proceed.  Give  your  atten- 
tion to  Dr.  Kelley. 

Dr.  Kelley:  Six.  implementation  of  loyahy  oath 
resolution.  The  Planning  Committee  after  very 
extensive  study  and  after  obtaining  legal  opinion  feel 
that  the  validity  and  enforceability  of  the  resolution 
are  matters  of  very  serious  doubts  and  that  any 
attempt  at  enforcement  would,  in  all  probability, 
lead  to  judicial  proceedings  attacking  the  validity. 
The  Planning  Committee  following  this  study  of 
legal  opinion  advised  the  Council  that,  while  we  of 
the  Planning  Committee  agree  with  the  principles  of 
the  resolution  and  are  in  accord  with  its  intent,  from 
the  point  of  enforceability  and  legal  implementation 
we  should  not  subject  our  State  Society  to  the  possi- 
bility of  long  legal  controversies.  In  discussing  the 
various  means  of  attempting  to  implement  the 
loyalty  oath,  the  Planning  Committee  raised  the 
question  of  haring  the  New  York  State  Education 
Department  require  the  signing  and  filing  of  a 
loyalty  oath  by  each  physician  for  original  licensure 
and  when  reregistration  occurs  for  physicians  al- 
ready licensed.  Your  reference  committee  ap- 


proves of  this  suggestion  and  recommends  that  the 
New  York  State  Department  of  Education  be  re- 
quested to  have  a loyaltv  oath  signed  by  all  physi- 
cians licensed  in  Xew  York  State.  I move  the 
adoption  of  this  part  of  the  report. 

Dr.  John  C.  Brady,  Erie:  I second  the  motion. 
Vice-Speaker  Williams:  Is  there  any  discus- 
sion? If  not.  are  you  ready  for  the  question? 

Dr.  Joseph  A.  Geis.  Councillor:  I would  like  to 
know  what  the  loyalty  oath  is,  and  to  whom  are  we 
to  be  required  to  swear  loyalty? 

Vice-Speaker  Williams:  To  the  best  of  my 
recollection.  I think  that  Dr.  Bauer  was  up  here  last 
year  and  said  we  did  not  swear  loyalty  to  any 
administration.  We  pledge  allegiance  to  the  flag 
and  to  the  Republic  for  which  it  stands,  and  so  on. 
Dr.  Geis:  Does  that  include  New  York  State? 
Vice-Speaker  Williams:  Good  heavens  above! 
I think  you  are  out  of  order. 

Is  there  any  further  relevant  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Please  note  on  the 

record  that  that  motion  was  unanimously  carried. 

Dr.  Kelley:  It  is  the  opinion  of  the  reference 
committee  that  the  Planning  Committee  are  to  be 
complimented  on  the  results  of  their  study  and  the 
obvious  amount  of  work  which  this  entailed  during 
the  year.  The  reference  committee  approves  of 
their  findings  and  recommendations  and  feel  they 
should  be  accepted. 

I move  that  the  report  as  a whole  be  approved. 
Dr.  Christopher  Wood.  Westchester:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  148  (See  87 ) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  Establish- 
ment of  a Council  Committee  on  General  Practice 

Dr.  .John  F.  Kelley.  Oneida:  This  resolution, 
presented  by  Dr.  Anderton.  reads: 

“ Resohed , that  the  Council  of  the  Medical 
Society  of  the  State  of  Xew  York  establish  a 
Council  Committee  on  General  Practice.” 

Your  reference  committee  approves  the  resolution 
in  principle  but  recommends  that  it  be  referred  by 
the  Council  to  the  Planning  Committee  for  further 
study. 

I move  the  adoption  of  this  report. 

Dr.  Christopher  Wood.  Westchester:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  149  (See  S3 1 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies : Policy  re 
Participants  in  State  Medical  Society  Scientific  Pro- 
grams 

Dr.  Johx  F.  Kelley.  Oneida:  The  next  resolu- 
tion was  presented  by  Dr.  Frederick  A.  Wurzbach. 
Jr.,  of  the  Bronx: 

" Resolred . that  the  Medical  Society  of  the  State 
of  Xew  York  establish  the  policy  of  limiting  its 
invitations  to  present  and  discuss  papers  at  its 
scientific  sessions  to  physicians  engaged  in  the  pri- 
vate practice  of  medicine  and  or  allied  research 
fields:  and  be  it  further 

"Resolred.  that  this  resolution  be  submitted  to 
the  House  of  Delegates  of  the  American  Medical 
Association  for  similar  action  and  implementa- 
tion.” 
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Your  reference  committee  disapproves  of  this 
resolution. 

I move  the  adoption  of  this  report. 

Vice-Speaker  Williams:  You  have  heard  the 
motion.  Is  there  a second?  It  calls  for  the  dis- 
approval of  the  resolution. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  It  gives  me  great 

pleasure  to  recognize  no  less  a person  than  Dr. 
Bedell,  of  Albany,  a former  president  of  the  Medical 
Society  of  the  State  of  New  York. 

Dr.  Arthur  J.  Bedell,  Past-President:  Mr. 

Speaker  and  members  of  the  House,  it  is  a great 
pleasure  to  stand  before  you  and  call  attention  to 
your  rules  and  regulations,  which  seemingly  have 
been  forgotten  in  the  past  few  years,  when  as  chair- 
man of  the  Scientific  Committee  of  this  Society  we 
adopted,  and  as  far  as  I know  the  rule  has  never  been 
changed  except  in  the  breach,  that  no  man  could 
appear  on  the  program  of  this  Society  unless  he  was 
a member  of  this  State  Society.  In  other  words,  a 
doctor  in  this  State  could  not  appear  on  our  program 
if  eligible  for  membership  if  he  had  not  consummated 
his  membership.  I think  that  is  the  vital  thing. 
This  is  a forum  where  opinions  are  expressed,  and  the 
standing  of  the  Society  rests  on  those  expressions.  I 
would  call  your  attention,  Mr.  Speaker,  to  that 
essential  thing  and  ask  that  it  be  printed  and  ob- 
served. 

May  I before  I sit  down  tell  you  how  I feel.  I was 
recently  down  in  South  Africa,  and  among  other 
places  I addressed  a society  in  Capetown.  The  re- 
porters were  anxious  because  I was  said  to  be  the 
first  American  who  had  addressed  that  society. 
They  came  after  much  protest  on  my  part  and  inter- 
viewed me,  and  in  due  time  there  came  out  the 
article,  “A  small  elderly  man  presented  the  paper.” 

Thank  you.  ( Applause ) 

Vice-Speaker  Williams:  Gentlemen,  that  shows 
the  advantage  of  having  an  experienced  man  in  the 
House  when  he  calls  your  attention  to  the  facts  that 
are  existent  and  that  we  have  evidently  neglected  to 
be  aware  of.  I think  we  had  better  call  it  to  the 
attention  of  the  Planning  Committee  that  this  con- 
dition exists,  that  we  can’t  take  anybody  unless  he 
is  a member  of  the  Society.  I suppose  they  could 
waive  that  by  special  invitat  ion,  but  only  by  special 
invitation. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  Mr. 
Speaker,  the  intent  of  this  resolution  was  not  as  Dr. 
Bedell,  I believe,  considered  it  to  be.  The  whereases 
presented  with  this  resolution  spoke  of  the  nice 
statements  made  by  many  of  the  committees  about 
the  hospital-physician  relationships  and  the  diffi- 
culty that  the  committees  were  having  in  regard  to 
the  handling  of  this  condition.  This  resolution  was 
presented  to  the  Bronx  County  Society,  and  there 
passed,  with  the  intent  that  men  in  contract  pract  ice 
who  are  giving  their  fees  to  the  hospital  be  not 
invited,  that  only  men  in  active  practice,  and  practic- 
ing on  their  own,  be  considered  as  speakers  before 
this  Society. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion,  gentlemen?  If  not,  the  recommendation 
of  your  reference  committee  was  disapproval  of  this 
resolution. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  150  ( See  32) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  Status  of 
Osteopaths 


Dr.  John  F.  Kelley,  Oneida:  This  is  a resolution 
introduced  by  Dr.  Philip  Ladin: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  clarify  its  attitude  toward  osteo- 
paths and  the  relation  of  the  latter  to  the  medical 
profession.” 

Your  reference  committee  approves  of  the  intent 
of  this  resolution  and  suggests  that  the  appropriate 
Council  committee  study  this  subject  in  correlation 
with  studies  and/or  recommendations  made  by  the 
American  Medical  Association. 

I so  move. 

Dr.  Clarence  G.  Bandler,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  I will  now  ask  for  approval  of  my 
report  as  a whole. 

Dr.  Edward  P.  Flood,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  I wish  at  this  time  to  thank  my 
committee  who  were  very  helpful;  in  fact,  I think  I 
had  one  of  the  best  committees  there  are.  We  could 
not  have  gotten  through  this  without  their  help  and 
cooperation.  ( Applause ) 

Vice -Speaker  Williams:  Thank  you,  Dr. 

Kelley. 

While  we  are  still  in  executive  session,  the  Secre- 
tary has  a resolution,  which  we  think  is  important. 

Vice-Speaker  Williams:  I will  entertain  a 

motion  to  arise  from  executive  session. 

Dr.  J.  Stanley  Kenney,  Trustee:  I so  move. 

Dr.  Alfred  M.  Hellman,  New  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  151  ( See  45,  63) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Tenure  of  Hospital  Staff  Members 

Dr.  Gerald  D.  Dorman,  New  York:  This  is  a 
continuation  of  the  Report  of  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VI,  and  deals 
with  the  resolutions  that  were  referred  to  us. 

Your  reference  committee  received  nine  resolu- 
tions for  consideration.  Two  resolutions  on  hos- 
pital tenure  for  physicians  on  hospital  staffs  were 
introduced  by  Dr.  Corr  of  New  York  County  and  by 
Dr.  Sands  of  Kings  County.  The  purpose  and  gist 
of  the  resolutions  were  similar  except  for  a limiting 
age  of  sixty-five  in  Dr.  Sands’s  resolution.  It  is 
recommended  that  the  House  of  Delegat  es  adopt  the 
resolution  as  submitted  by  Dr.  Corr  as  follows: 

“Whereas,  it  is  to  the  best  interest  of  patients, 
hospitals,  physicians,  and  public  policy  to  estab- 
lish an  equitable  system  of  tenure;  and 

“Whereas,  a system  of  tenure  protects  hos- 
pital staff  members  from  being  summarily  dis- 
missed or  denied  their  annual  reappointment  ex- 
cept for  just  cause  and  yet  does  not  interfere  with 
assignment  for  service  protection ; and 

“Whereas,  a physician  who  has  been  summarily 
dismissed  has  been  injured  professionally  and 
financially;  and 

“Whereas,  a physician  who  has  given  loyal  and 
faithful  service  should  enjoy  security  of  hospital 
staff  privilege;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  a system  of  tenure 
be  set  up  and  that  no  man  be  summarily  dis- 
missed after  a probationary  period  of  three  years, 
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except  for  good  and  sufficient  cause,  in  a hearing 
before  the  hospital  governing  board;  and  be  it 
further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  a board  of  review 
be  set  up,  composed  of  fair  and  equal  representa- 
tion of  the  hospital  involved  and  the  local  medical 
society  of  the  county  involved.” 

I move  the  adoption  of  this  resolution. 

Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Section  152  (See  34,  39,  65,  74,  105) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Disapproval  of  the  Intern  Program 

Dr.  Gerald  D.  Dormax,  Xew  York:  Five  resolu- 
tions were  introduced  on  the  subject  of  intern  train- 
ing and  the  A.M.A.  “Essentials  of  an  Approved 
Internship.”  While  your  reference  committee  ap- 
proved in  principle  Dr.  Rawls’s  two-year  rotating 
hospital  intern  sendee,  they  felt  it  may  be  an  inop- 
portune time  to  recommend  the  two-year  training 
now  when  doctors  are  needed  by  the  armed  sendees 
to  the  point  where  older  men  are  being  inducted  into 
active  duty. 

They  recommend  that  the  first  part  of  the  resolu- 
tion be  tabled  and  referred  to  the  Council  for  further 
consideration,  while  the  second  portion  is  combined 
in  the  following: 

“Whereas,  there  is  an  admitted  shortage  of 
graduate  physicians  to  fill  all  the  approved  intern- 
ships: and 

“Whereas,  there  are  many  hospitals,  with  excel- 
lent training  and  educational  facilities,  which  are 
not  affiliated  with  medical  schools;  and 

“Whereas,  the  recent  new  ‘Essentials  of  an 
Aproved  Internship’  will  make  it  difficult  for  many 
hospitals  to  obtain  interns;  and 

“Whereas,  the  new  two  thirds  of  a hospital 
quota  requirement  will  make  it  even  more  difficult 
for  many  hospitals;  and 

“Whereas,  the  new  ‘Essentials’  were  approved 
by  the  A.M.A.  House  of  Delegates  at  the  Denver 
meeting  without  having  time  for  a complete  study 
or  understanding  of  all  its  implications;  therefore 
be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  Xew  York,  represented  at  this  duly  convened 
annual  session  of  its  House  of  Delegates,  hereby 
goes  on  record  as  requesting  and  petitioning  the 
House  of  Delegates  of  the  American  Medical 
Association,  at  the  forthcoming  1953  Annual 
Meeting  to: 

1.  Postpone,  for  at  least  three  or  four  years, 
the  time  set  for  the  ‘Essentials  of  an  Approved 
Internship’  to  be  put  into  force  and  effect; 

2.  Establish  a new  special  committee  of  the 
American  Medical  Association  to  conduct  a 
prompt  re-evaluation  of  the  intern  problem,  which 
study  would  take  into  consideration  the  best 
interests  of  the  patient,  the  hospitals,  and  the 
medical  profession;  and 

3.  Make  certain  that  such  special  committee  be 
composed  of  physicians,  half  of  whom,  at  least, 
shall  not  be  connected  with  medical  schools  or 
their  affiliated  hospitals  and  who  shall  be  in  the 
active  private  practice  of  medicine; 

4.  Rescind  the  requirement  that  hospitals 
meet  two  thirds  of  the  number  of  their  normal 
complement  of  interns  for  two  years  in  succession 
or  lose  their  accreditation;  and  be  it  further 


“Resolved,  that  the  Xew  York  State  delegates 
to  the  1953  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  be 
instructed  to  introduce  this  resolution  and  dili- 
gently strive  for  its  adoption.” 

I move  the  adoption  of  this  portion  of  the  report, 
with  the  resolution. 

Dr.  Fraxk  LaGatttjta,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  153  ( See  66) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Licensure  of  Cultists 

Dr.  Gerald  D.  Dormax.  Xew  York:  The  resolu- 
tion on  licensure  of  cultists  introduced  by  Dr.  Deuel 
was  approved  in  principle.  The  members  of  the 
Legislature  of  the  State  of  Xew  York  often  resent 
the  same  old  chestnut  “against  chiropractors”  but 
seek  guidance  for  positive  legislative  action,  and  this 
reference  committee  urges  this  House  of  Delegates  to 
direct  further  studies  which  may  lead  to  this  end. 
This  will  probably  come  into  the  field  of  the  Com- 
mittee on  Legislation.  We  therefore  recommend 
the  following  resolution: 

“Whereas,  the  defeat  of  bills  to  license  cultists 
has  made  no  change  whatever  in  the  ability  of  the 
courts  to  secure  convictions  of  the  members  of 
these  groups  for  the  illegal  practice  of  medicine; 
and 

“Whereas,  the  lack  of  convictions  of  cultists  has 
resulted  in  an  influx  into  this  St  ate  of  chiropractors ; 
and 

“Whereas,  the  Medical  Society  of  the  State  of 
Xew  York  has  repeatedly  pledged  itself  not  to 
oppose  the  licensing  of  any  cult  provided  that  they 
elevate  their  educational  and  ethical  standards  to  a 
parity  with  that  required  of  candidates  for  license 
to  practice  medicine  in  this  state;  therefore  be  it 
“Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  Xew  York  be  directed  to 
cause  to  be  made  such  studies  as  may  enable  the 
introduction  of  a bill  into  the  next  regular  session 
of  the  Legislature  to  amend  the  Medical  Practice 
Act  so  as  to  leave  no  loopholes  whereby  prosecu- 
tion and  conviction  for  illegal  practice  of  medicine 
can  be  evaded;  and  be  it  further 

“Resolved,  that  such  bill  shall  contain  provisions 
imposing  on  all  applicants  for  licensure,  that  they 
first  conform  to  the  educational  and  ethical  re- 
quirements that  now  apply  or  may  hereafter  be 
imposed  by  law  on  applicants  for  license  to  prac- 
tice medicine  in  this  State  involving  the  diagnosis, 
treatment,  or  care  (within  the  meaning  of  the 
Medical  Practice  Act  as  herein  proposed)  of  any 
mental,  psychologic,  or  physical  human  com- 
plaint, ailment,  deformity  or  other  condition, 
whether  physiologic  or  pathologic;  and  be  it  fur- 
ther 

“Resolved,  that  proper  exemption  be  made  for 
all  groups  now  licensed  to  treat  or  care  for  all  or 
any  specific  part  of  the  human  anatomy.” 

I move  the  adoption  of  this  resolution. 

Dr.  Gervais  W.  McAulifee,  Xew  York:  I 

second  it. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

Dr.  Arthcr  J.  Bedell,  Past-President:  The 
question  that  I raise  is  why  in  one  place  mention  one 
cult.  Your  remember  the  old  basic  rule  of  business 
that  even.'  time  you  knock  a competitor  you  boost 
his  stock.  I,  therefore,  move  you,  Mr.  Speaker,  that 
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the  word  “chiropractors,”  which  is  only  used  once, 
be  deleted  and  the  word  “cultists”  substituted  in  its 
stead. 

Vice-Speaker  Williams:  Do  you  move  that  as 
an  amendment? 

Dr.  Bedell:  I do,  sir. 

Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  adopted  . . . 

Vice-Speaker  Williams:  The  amendment  is 

approved.  Now  is  there  any  discussion  of  the 
resolution  as  thus  amended? 

Dr.  Thomas  F.  McCarthy,  Bronx:  There  is  one 
whereas  in  this  resolution  that  suggests  to  me  that  in 
the  past  we  have  approved  a basic  science  law  in  this 
State.  I refer  to: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  repeatedly  pledged  itself  not  to 
oppose  the  licensing  of  any  cult  provided  that 
they  elevate  their  educational  and  ethical  stand- 
ards to  a parity  with  that  required  of  candidates 
for  license  to  practice  medicine  in  this  State; 
therefore  be  it” 

That  whereas  to  me  raises  the  question  that  we 
are  practically  promising  that  irrespective  of  who  the 
cult  is  or  what  their  cult  is  that  if  they  raise  their 
standards  to  those  of  ours  for  the  practice  of  medi- 
cine we  have  now  committed  ourselves  not  to  oppose 
them.  Would  others  interpret  that  as  so? 

Chorus:  Yes. 

Dr.  McCarthy:  Then  I would  move  the  deletion 
of  that  whereas  from  this  resolution. 

Vice-Speaker  Williams:  Do  you  move  that  as 
an  amendment? 

Dr.  McCarthy:  Yes,  I move  that  as  an  amend- 
ment. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  I 
second  it. 

Vice -Speaker  Williams:  Is  there  any  discussion 
on  the  amendment  for  the  deletion  of  the  third 
whereas  which  was  read? 

Dr.  Joseph  A.  Geis,  Councillor:  It  has  been  the 
custom  and  action  of  the  Legislation  Committee  for 
years  in  this  organizat  ion,  ever  since  I have  been  con- 
nected with  it,  which  dates  back  to  around  1920, 
that  we  have  taken  the  attitude  that  any  organiza- 
tion of  the  healing  arts  who  has  a similar  requirement 
to  ours  in  education  we  would  not  oppose  their 
licensure.  That  has  been  the  attitude  of  this  So- 
ciety, and  it  was  the  attitude  of  this  Society  when  we 
backed  the  osteopaths  in  getting  a license.  When 
they  introduced  a bill  for  full  licensure  and  accepted 
the  full  educational  requirements  that  we  had,  we 
backed  them  in  getting  a license. 

I feel  that  we  should  not  go  back  on  that  state- 
ment because  it  is  one  of  our  strongest  arguments 
with  the  Legislature,  that  any  organization  of  the 
healing  arts  that  meets  the  requirements  of  educa- 
tion that  we  have,  we  will  not  oppose  their  licensure. 
That  has  been  our  attitude  in  the  past,  and  it  should 
continue  to  be  our  attitude.  Therefore,  I would  not 
like  to  see  that  taken  out. 

Vice-Speaker  Williams:  In  the  discussion  of 
the  deletion  of  the  one  whereas,  we  will  now  hear 
from  Dr.  Wolff  of  Queens. 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Speaker  and 
fellow  members  of  the  House,  it  has  been  my  recol- 
lection— and  I have  not  been  in  this  House  as  long 
as  Dr.  Geis  has — that  it  has  always  been  the  policy 
of  this  House  to  feel  that  regardless  of  what  educa- 
tional qualifications  a particular  group  had,  if  we 
felt  that  they  were  founded  on  unscient  ific  principles, 
if  their  basic  theses  had  no  foundation  in  fact,  we 


opposed  them.  We  opposed  the  basic  science 
legislation  which  would  in  essence  have  brought  their 
education  to  a level  with  ours  on  that  very  basis. 

True,  I agree  with  Dr.  McCarthy  that  we  should 
not  let  this  slip  by,  and  we  should  delete  this  partic- 
ular phrase. 

Dr.  Leo  F.  Schiff,  Trustee:  Speaking  in  favor  of 
deletion,  gentlemen,  we  could  dilate  for  another  ten 
hours  or  two  whether  it  has  been  the  policy  of  the 
State  Medical  Society  or  not;  however,  if  you  stop 
to  think  for  a moment,  the  loss  of  that  clause  is  not 
going  to  hurt  the  resolution  any,  while  at  the  same 
time  it  will  remove  any  possibility  of  misunder- 
standing. It  seems  to  me  that  the  simplest  thing 
we  can  do  is  to  simply  delete  it  and  pass  the  resolu- 
tion without  that.  I am  not  saying  anything  about 
the  merits,  other  than  I believe  it  would  be  good 
policy  simply  to  delete  it. 

Dr.  Thurman  B.  Givan,  Councillor:  Mr.  Speaker, 
as  far  as  this  deletion  goes  I am  in  favor  of  it.  It 
seems  to  me  it  is  rather  paradoxic,  and  because 
names  have  been  named  and  the  cults  mentioned,  we 
are  continually  having  brought  before  the  Council, 
monthly  almost,  questions  so  far  as  osteopathy  goes. 
As  you  know,  they  are  considered  as  cultists  as  far  as 
the  American  Medical  Association  goes,  and  it  seems 
to  me  paradoxic  to  have  that  in  so  I am  against  it. 

Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion? You  now  have  before  you  the  question  of 
deletion  of  the  whereas  on  an  amendment. 

Dr.  Arthur  J.  Bedell,  Past-President:  Are  we 
delet  ing  that  word  or  that  paragraph? 

Vice-Speaker  Williams:  The  word  “cultists” 
has  already  been  substituted  for  “chiropractors,” 
and  now  we  are  voting  on  the  amendment  to  delete 
the  entire  whereas  paragraph.  Do  you  want  me  to 
read  it  so  that  you  may  be  clear? 

Dr.  Bedell:  Please. 

Vice-Speaker  Williams:  The  motion  is  to  delete 
this  paragraph,  “Whereas,  the  Medical  Society  of 
the  State  of  New  York  has  repeatedly  pledged  itself 
not  to  oppose  the  licensing  of  any  cult  provided  that 
they  elevate  their  educational  and  ethical  standards 
to  a parity  with  that  required  of  candidates  for 
license  to  practice  medicine  in  this  State.” 

. . . The  question  was  called,  and  the  amendment 
was  put  to  a vote  and  was  carried  . . . 

Dr.  McCarthy:  I move  the  adoption  of  the 
resolution  as  doubly  amended. 

Dr.  Dorman  : I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  154  (See  118) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Restudy  of  Matching  Plan  for  Intern- 
ship 

Dr.  Gerald  D.  Dorman,  New  York:  The  resolu- 
tion by  Dr.  Joseph  Corr  on  “Allocation  of  Interns” 
recommended  the  abolition  and  restudy  of  the 
“matching  plan.”  Mr.  Robert  Click,  one  of  our 
A.M.A.  student  members,  appeared  before  the  refer- 
ence committee  and  pointed  out  that  the  matching 
plan  has  worked  most  satisfactorily  for  the  prospec- 
tive intern.  The  prostitut  ion  of  the  plan  by  coercion 
of  students  in  their  choice  of  internships  has  made 
restudy  of  this  plan  a necessity.  We,  therefore, 
recommend  the  adoption  of  this  resolution  as  modi- 
fied: 

“Whereas,  the  ‘matching  plan’  instituted  by 

the  A.M.A.  approximately  three  years  ago  for  the 

apportionment  of  interns  has  resulted  in  the 
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channeling  of  applicants  for  internships  into  teach- 
ing hospitals  and  medical  centers  with  full-time 
clinical  directors ; and 

' Whereas,  the  choice  of  applicants  for  intern- 
ships. frequently  coercive,  has  caused  the  match- 
ing plan'  to  work  to  the  detriment  of  smaller  hos- 
pitals by  depriving  them  of  an  adequate  allocation 
of  interns;  and 

‘•Whereas,  the  smaller  hospitals  must  still 
earn*  the  bulk  of  the  patient  load  and  must  have 
adequate  house  staffs  to  do  so  effectively;  now. 
therefore,  be  it 

"RfsoJt'ed.  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct 
its  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  to  introduce  a 
resolution  condemning  the  interference  of  teach- 
ing institutions  with  the  operation  of  the  'match- 
ing plan’  and  to  ask  for  restudy  of  the  problems  so 
that  a more  equitable  allocation  of  interns  may  be 
achieved.” 

I move  the  adoption  of  this  resolution. 

Dr.  Lons  Berger,  Kings:  I second  it. 
Vice-Speaker  Williams:  If  the  Speaker  may  be 
so  bold  as  to  interpolate,  I want  to  call  to  the  atten- 
tion of  the  members  of  the  House  the  preamble  of 
this  resolution.  You  notice  that  Mr.  Glick.  one  of 
our  AM. A student  members,  appeared  before  the 
reference  committee.  This  Speaker  feels  that  is  a 
wholesome  development  to  give  the  students  voice 
in  organized  medicine.  You  have  before  you  the 
adoption  of  the  resolution.  Is  there  any  discussion? 

Dr.  Abraham  D.  Segal.  Kings:  Since  the 

A.M.A.  convention  is  only  a short  time  ahead,  I 
would  like  to  move  that  a copy  of  these  resolutions 
be  immediately  forwarded  to  all  of  the  other  state 
medical  societies  for  reference  to  their  delegates  and 
to  suggest  that  they  regard  these  resolutions  with 
favor.  I move  that. 

Vice-Speaker  Willlams:  You  move  that  as  an 
amendment? 

Dr.  Segal:  I so  move;  I move  it  as  an  amend- 
ment. 

Dr.  Benjamin  M.  Bernstein.  Kings:  I second 
the  amendment. 

. . . There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Now  the  discussion  is 
on  the  resolution  as  amended. 

Dr.  Irving  J.  Sands,  Kings:  There  is  a question 
of  one  word  that  was  used.  You  don’t  mean  to  infer, 
do  you,  that  it  is  the  interference  "of  teaching  insti- 
tutions but  the  interference  "by”  teaching  institu- 
tions with  the  ope- rat  ion  of  the  plan?  I think  the 
word  “by”  should  be  substituted  for  the  word  “of.” 
Dr.  Dorman:  The  wording  now  is  to  introduce  a 
resolution  with  the  word  “of,”  and  Dr.  Sands  wants 
to  introduce  a resolution  condemning  it  “by” — that 
is  what  you  want? 

Dr.  Sands:  Yes,  it  is  the  interference  by  teaching 
institutions. 

Vice-Speaker  Willlams:  Do  you  accept  that? 
Dr.  Dorman:  I accept  that  amendment, 
Vice-Speaker  Williams:  The  reference  com- 

mittee has  a cepted  that  amendment.  Is  there  any 
further  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  Now  I move  the  adoption  of  the 
report  as  a whole,  as  amended. 

Dr.  Herbert  E.  Wells,  Erie:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Dr.  Dorman  : I wish  to  thank  the  members  of  my 
committee.  Dr.  Harry  Golembe.  of  Sullivan.  Dr. 
Henry  J.  Barrow,  of  Broome,  Dr.  Herbert  E.  Wells, 
of  Erie,  and  Dr.  Louis  Berger,  of  Kings,  for  their 
diligent  and  painstaking  cooperation  in  the  study 
and  composition  of  this  report. 

I also  want  to  thank  Miss  Lewis  and  her  staff  for 
their  cooperation  in  expediting  this  report.  (Ap- 
plmue ) 

Vice-Speaker  Williams:  I think  the  members 
of  this  House  owe  Dr.  Dorman  much  praise  for  what 
he  has  done,  especially  when  you  remember  how 
many  resolutions  we  threw  at  him  yesterday  morn- 
ing. 


•Section  1-5-5 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VlH:  Liaison  Committee  with  Veterans 
Administration 

Dr.  Charles  Sandler.  Bronx:  On  August  7. 
1946.  a plan  was  set  up  whereby  practicing  physi- 
cians of  New  York  State  contracted  with  the 
Federal  government  to  provide  medical  care  on  a fee 
basis  to  veterans  for  service-connected  disability  and 
disease.  Authorization  for  services  under  this  plan 
in  each  case  is  made  by  the  Veterans  Administration. 

The  Veterans  Medical  Service  Plan  of  New  York. 
Inc.,  is  an  organization  independent  of  structure 
from  the  Medical  Society  of  the  State  of  New  York, 
but  through  the  Liaison  Committee  with  Veterans 
Administration,  which  is  a standing  committee  of 
our  State  Medical  Society,  close  affiliation  with  the 
Council  is  effectuated,  and  reports  to  that  body  have 
appeared  regularly  in  the  New  York  State  Jocrnal 
of  Medicine. 

The  contract  has  been  renewed  on  a yearly  basis, 
with  only  minor  fee  schedule  changes,  this  year's 
contract  expiring  on  June  30,  1953. 

The  Liaison  Committee  feels  that  the  services 
rendered  to  the  veterans  has  been  of  excellent  quality. 
There  have  been  some  unpleasant  episodes  of  with- 
drawal of  authorization  for  needed  eare  because  of 
budget  reductions,  and  the  transfer  of  most  all  care 
to  contract  clinics  and  the  Veterans  Administration 
clinics  (except  for  house  calk  in  rural  areas)  has 
caused  considerable  hardship  to  the  veterans  con- 
cerned. 

The  Veterans  Administration  has  apparently 
decided  upon  a policy  of  attempting  to  care  for  its 
service-connected  disease  and  disability  in  its  own 
clinics  and  hospitals.  Although  the  Veterans  Ad- 
ministration in  the  home-town  care  plan  sharply 
eliminates  the  nonservice  disease  or  disability,  this 
does  not  so  well  apply  to  official  policy  in  nonservice 
hospitalizations  in  the  veterans  hospitals. 

There  can  be  no  objection  to  complete  medical 
in-hospital  care  for  service-connected  disease  or  dis- 
ability. but  we  should  strongly  urge  that  the  concept 
of  free  choice  in  American  medicine  should  not  dis- 
criminate against  the  veteran  and  emphasize  his 
right  to  make  his  own  choice  of  physician  and  hos- 
pital. 

Your  committee  recommends  the  approval  of  the 
report  of  the  Liaison  Committee  with  the  Veterans 
Administration  as  printed  in  the  Journal. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Aether  J.  Seluvan,  Albany:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  pat 
to  a vote  and  was  unanimously  carried  . . . 
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Section  156  ( See  84) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  Veterans  Administration  Medical 
Care 

Dr.  Charles  Sandler,  Bronx:  There  was  a 

resolution  referred  to  your  reference  committee, 
introduced  by  Dr.  Herbert  Bauckus.  (See  Section 
84) 

The  resolution  on  Veterans  Administration  Medi- 
cal Care  introduced  by  Dr.  Herbert  Bauckus  is  ap- 
proved as  introduced. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Charles  H.  Loughran,  Kings:  I second  it. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion on  the  recommendation  of  the  reference  com- 
mittee which  carries  with  it  the  approval  of  the 
resolution? 

Dr.  Louis  H.  Bauer:  I realize  the  intent  of  this 
resolution,  but  it  is  aimed  at  the  wrong  people.  The 
Veterans  Administration  has  nothing  to  do  with  it. 
It  is  a law  of  Congress.  Congress  states  that  they 
shall  give  this  care  if  the  veteran  states  he  is  unable 
to  provide  his  own  care  and  forbids  the  Veterans 
Administration  going  back  of  the  statement  of  the 
veteran.  So  if  you  want  to  change  this — and  I agree 
that  it  should  be  changed — your  memorial  should  be 
sent  to  Congress  and  not  to  the  Veterans  Adminis- 
tration because  they  can  do  nothing  about  it. 

V ice-Speaker  Williams  : Do  you  offer  that  as  an 
amendment,  Dr.  Bauer? 

Dr.  Bauer:  I would  move  that  it  be  referred  to 
the  Council  for  rewording  so  that  it  could  be  aimed 
it  the  proper  people. 

Dr.  Harry  Golembe,  Sullivan:  I second  that. 

Vice-Speaker  Williams:  It  has  been  moved  and 
seconded  to  refer  this  to  Council  for  rewording.  Is 
there  any  further  discussion,  any  discussion  on  the 
motion  to  refer  to  the  Council? 

Dr.  Sandler:  I should  like  to  call  to  the  atten- 
tion of  the  House  that  it  specifically  states  in  the 
authorization  by  Congress  that  where  a veteran 
applies  for  a nonservice-connected  disability  and 
states  that  he  is  unable  to  pay  for  such  care,  he  will 
then  be  admitted,  so  there  Dr.  Bauer,  of  course,  is  on 
perfectly  solid  ground.  However,  as  a matter  of 
policy  the  Veterans  Administration  Hospitals  prac- 
tically never  refuse  anybody.  The  veteran’s  state- 
ment to  the  effect  that  he  cannot  pay  for  this  care  is 
taken  at  face  value.  There  is  no  investigation  of  his 
statement,  and  I tell  you  that  as  recently  as  a month 
or  so  ago  in  the  Veterans  Hospital  in  Brooklyn  there 
died  the  brother  of  one  of  the  most  prominent  poli- 
ticians in  the  United  States — a man  of  enormous 
wealth,  a man  who  had  spent  two  years  living  in  the 
Veterans  Administration  Hospital  in  Brooklyn  at 
government  expense — and  he,  of  course,  had  stated 
that  he  was  unable  to  pay  for  care. 

Furthermore,  a former  Attorney  General  of  this 
State,  a former  Secretary  of  State  of  the  State  of 
New  York,  was  recently  operated  on  in  the  Veterans 
Hospital  in  Brooklyn,  and  no  doubt  he  too  signed  a 
pauper’s  oath. 

Vice-Speaker  Williams:  You  have  before  you 
the  motion  of  Dr.  Bauer,  which  is  to  refer  this  to  the 
Council.  Is  there  any  discussion  on  that  motion? 

Dr.  Herbert  H.  Bauckus,  Past-President:  I 

don’t  want  to  disagree  with  Dr.  Bauer.  Of  course, 
this  material  should  come  to  the  Congress,  but  the 
Veterans  Administration  is  responsible  for  the 
present  program  within  the  present  law  of  the  Con- 
gress. Certainly  it  is  such  a large  job  that  it  cannot 
be  detailed  or  decided  upon  by  Congress,  but  the 
point  I want  to  make  in  connection  with  this  ques- 


tion of  deduction  in  the  budget  is  that  last  September 
it  was  brought  out  that  there  would  be  a 5 per  cent 
reduction  in  the  budget.  That  5 per  cent  reduction 
was  used  by  the  branches  in  this  State  at  least  as  a 
means  of  reduction  in  the  home-town  care  plan  for 
service-connected  veteran  cases.  The  Government 
has  an  obligation  to  the  service-connected  case. 
Each  branch  administrator — and  it  was  printed  in 
the  various  county  bulletins  and  publications — 
stated  that  because  of  the  reduction  in  the  budget  we 
have  to  cut  down  on  the  authorization  to  this  home 
service  case.  The  Veterans  Administration  did  not 
have  to  do  that  in  my  opinion,  and  they  made  no 
reference  about  congressional  direction  as  far  as  that 
was  concerned.  That  is  the  objection  to  this  point 
that  I make.  They  are  using  this  reduction  as  a 
means  of  interfering  with  the  proper  care  of  the  serv- 
ice-connected veteran,  and  I do  not  think  money 
should  be  used  for  other  purposes  where  that  condi- 
tion exists.  That  is  the  point  I have  to  make  in  that 
particular  paragraph. 

Dr.  George  Schwartz,  Bronx:  Your  discussion 
as  to  whether  or  not  it  should  be  referred  to  the 
Council,  that  is  the  amendment,  is  it  not? 

Dr.  Bauer:  That’s  it. 

Dr.  Schwartz:  Then  I have  nothing  further  to 
say. 

Vice-Speaker  Williams:  You  have  before  you 
the  amendment  offered  by  Dr.  Bauer  to  refer  this  to 
the  Council. 

Dr.  Clarke  T.  Case,  Oneida:  I support  Dr. 
Bauer  on  his  statement.  I have  been  connected  with 
the  Veterans  Administration  at  one  time,  and  I 
know  that  the  Veterans  Administration  has  no  power 
to  question  the  statement  of  a veteran  if  he  signs  the 
pauper’s  oath,  and  by  law  of  Congress  he  must  be 
admitted  and  treated.  You  were  directing  this  to 
the  wrong  source.  The  Veterans  Administration 
cannot  change  the  law.  Congress  is  the  only  one 
that  can  change  the  law.  If  you  do  not  want  non- 
service-connected disabilities  to  be  treated  by  the 
Veterans  Administration,  you  have  to  change  the 
current  law. 

Vice-Speaker  Williams:  Dr.  Bauer  said  we 

should  memorialize  Congress,  but  we  are  discussing 
whether  or  not  this  should  be  referred  to  the  Council 
with  that  advice.  Isn’t  that  so,  Dr.  Bauer? 

Dr.  Bauer:  Mr.  Speaker,  I moved  it  be  referred 
to  the  Council  for  rewording,  and  in  doing  so  I 
thought  it  would  save  the  time  of  this  House  rather 
than  wrangling  over  it.  That  was  my  only  purpose 
in  referring  it  to  the  Council  so  it  could  be  properly 
worded  and  directed  to  the  right  source. 

I might  remind  the  House  that  last  December  the 
Board  of  Trustees  of  the  American  Medical  Associa- 
tion brought  in  a report  on  the  whole  situation. 
They  recommended  that  all  service-connected  dis- 
abilities be  given  every  possible  care;  the  nonserv- 
ice-conneeted  disabilities,  such  as  tuberculosis  and 
mental  disease,  could  temporarily,  even  though  they 
were  nonservice-connected,  be  taken  care  of  because 
these  people  could  not  afford  the  care  of  long  dura- 
tion illnesses,  and  there  were  not  civilian  facilities  in 
most  areas  to  take  care  of  it.  This  was  a temporary 
solution  only  but  that  all  other  nonservice-connected 
disabilities  should  not  be  taken  care  of.  Then  the 
reference  committee  brought  in  a recommendation 
as  a result  of  pleas  by  the  American  Legion  and  the 
Veterans  Administration  to  give  this  further  discus- 
sion to  see  if  a solution  could  not  be  found  without 
changing  the  law,  and  the  House  agreed  to  wait  an- 
other six  months  and  see  what  has  been  done.  The 
report  has  been  drafted,  but  I have  not  seen  it,  so  I 
don’t  know  what  is  in  it.  But  I think  the  resolution 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


M 


could  be  worded  in  such  a way  that  it  could  be 
brought  to  the  attention  of  the  American  Medical 
Association,  which  meets  next  month,  and  also  to 
the  proper  authorities  who  can  do  something  about 
it,  but  as  has  been  stated,  the  Veterans  Administra- 
tion cannot  do  anything  about  it.  We  have  to 
change  the  law. 

. . . There  being  no  further  discussion,  the  motion 
to  refer  was  put  to  a vote  and  was  carried  . . . 

Section  157 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII : War  Memorial  Committee 

Dr.  Charles  Sandler,  Bronx:  The  War 

Memorial  Fund  was  established  in  1948  by  a resolu- 
tion of  the  House  of  Delegates. 

During  the  1951-1952  academic  year,  12  students 
were  beneficiaries  of  the  Fund.  During  the  current 
educational  year,  11  are  receiving  benefits.  Many 
letters  of  gratitude  have  been  received  from  students 
and  their  mothers. 

During  1952,  $72  in  assessments  were  received  and 
$5,326  in  interest  on  investments.  Payments  to 
beneficiaries  during  the  same  period  amounted  to 
$6,500,  a decline  in  the  Fund  of  $1,102.  Since  the 
surplus  in  the  Fund  as  of  December  31,  1952,  is 
$236,574,  it  would  seem  to  vour  reference  committee 
that  the  War  Memorial  Fund  set  up  to  aid  in  the 
education  of  children  of  our  deceased  members  who 
served  in  World  War  II  is  ample  for  present  and 
future  foreseeable  needs. 

At  the  same  time  your  reference  committee  wishes 
to  commend  the  War  Memorial  Committee  for  its 
able  management  of  the  monies  and  gracious  manner 
of  extending  aid  to  those  in  need  of  it. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  T.  Sccdder  Winslow,  New  York:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  158 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII : American  Medical  Education  Foun- 
dation 

Dr.  Charles  Sandler,  Bronx:  The  purposes  and 
aims  of  the  American  Medical  Education  Founda- 
tion require  neither  explanation  nor  exhortation  to 
this  House  of  Delegates. 

Since  1940  tuition  fees  have  risen  165  per  cent. 
Our  medical  schools  need  $10  million  more  for 
operating  revenue,  and  several  hundred  millions  for 
new  construction  and  expansion.  The  American 
Medical  Education  Foundation  has  distributed  to 
medical  schools  from  January,  1951,  to  date  the  sum 
of  $2,819,901,  and  there  is  available  for  distribution 
$494,795,  plus  an  A.M.A.  grant  of  $500,000.  A 
total  of  $337,480  was  alloted  as  grants  in  1952  to  the 
nine  medical  schools  in  our  State.  Inaccurate  statis- 
tics show  that  New  York  State  physicians  con- 
tributed about  $200,000  directly  to  their  alma  maters 
in  1952.  Others  contributed  directly  to  the  A.M.A. 
fund,  and  $25,000  was  allotted  by  the  Board  of 
Trustees,  following  a resolution  introduced  by  Dr. 
Edward  P.  Flood,  of  the  Bronx,  at  the  last  session  of 
the  House  of  Delegates.  This  generous  contribu- 
tion by  our  farseeing  trustees  is  a very  worth-while 
step,  proving  to  the  nation  at  large  that  we  in  New 
York  State  appreciate  the  gravity  of  the  medical 
school  situation  and  are  ready  to  give  material  aid. 
We  believe  that  this  donation  should  be  matched  by 
a similar  grant  for  the  year  1953-1954. 


National  headquarters  of  the  American  Medical 
Education  Foundation  plans  to  instigate  an  inten- 
sive campaign  in  1953,  with  a goal  of  2 million  dollars 
from  physicians.  To  have  maximum  results,  a con- 
certed effort  from  all  of  us  should  put  New  York 
State  at  the  head  of  the  list  where  it  belongs. 

The  reference  committee  recommends  the  ap- 
proval of  the  report  of  the  Special  Committee  on 
American  Medical  Education  Foundation. 

I move  the  approval  of  this  portion  of  the  report. 

Dr.  Henry  J.  Noerling,  Columbia:  I second  the 
motion. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion of  this  motion? 

Dr.  Thomas  F.  McCartht,  Bronx:  I would  like, 
if  I may,  to  ask  the  chairman  of  the  committee  was 
he  able  to  obtain  any  information  this  year  as  to  how 
much  was  contributed  by  this  $10  voluntary  contri- 
bution of  the  New  York  doctors?  Did  you  get  that 
information?  I ask  that  because  having  just  been  on 
the  Reference  Committee  on  the  Reports  of  the 
Treasurer,  Trustees,  and  Finance  Committee,  I 
would  interpret  this  report,  if  it  is  approved  by  the 
House  of  Delegates,  that  you  are  also  approving  an- 
other appropriation  by  your  trustees  of  $25,000  for  the 
American  Medical  Education  Foundation  this  year 
from  New  York  State  because  that  is  in  the  recom- 
mendation of  the  reference  committee.  I felt  that  if 
enough  doctors  in  New  York  State  by  this  volun- 
tary contribution  made  up  for  well  over  the  amount 
contributed  by  your  State  Society  last  year,  it  might 
be  advisable,  in  mew  of  the  finances  of  your  State 
Society,  to  omit  this  contribution  this  year.  I am 
directing  this  as  a question. 

Dr.  Sandler:  I would  like  to  answer  Dr.  Mc- 
Carthy by  saying  that  we  anticipated  this  question 
might  come  up,  so  Dr.  Anderton  was  kind  enough  to 
contact  the  auditor  of  the  State  Society,  who  in  turn 
got  in  touch  early  this  morning  with  the  headquar- 
ters in  Chicago,  so  we  have  a report  before  us. 

The  members  of  the  State  Society  have  contrib- 
uted on  the  basis  of  that  $10  voluntary  contribu- 
tion— and  remember  the  total  number  of  members 
that  we  have  in  our  State  Society — the  members  in 
our  State  Society  have  knocked  themselves  out  to 
the  extent  of  $21,742,  which  amounts  to  less  than  $1 
per  member  of  the  State  Society. 

I might  add,  of  course,  that  in  addition  to  that 
there  were  other  contributions  made  directly  to  the 
medical  schools,  the  alma  maters  of  the  doctors  con- 
cerned, but  the  answer  to  it  remains  still  that  there 
were  $21,742  contributed  on  the  basis  of  that  special 
appeal  for  an  additional  $10.  From  all  over  the 
country,  from  all  of  the  state  medical  societies,  all  of 
the  membership  at  large,  there  was  $700,000  con- 
tributed, of  which  New  York  State  contributed  onlv 
$21,000. 

Your  reference  committee  feels,  therefore,  that  in 
view  of  this  niggardly  contribution  made  on  that 
basis,  the  State  Society  should  still  match  the  con- 
tribution of  last  year  and  donate  another  $25,000  to 
the  fund. 

Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion? 

Dr.  Aaron  Kottler,  Kings:  Mr.  Speaker  and 
delegates,  I move  that  we  support  the  medical 
schools  in  this  endeavor,  but  I wish  that  the  deans 
of  the  medical  schools  that  we  support  would  sup- 
port us.  I believe  there  are  deans  of  medical  schools 
who  educate  the  students  in  certain  ideologies  and 
certain  economic  courses  that  we  disapprove  of. 
That  being  the  case,  those  deans  of  the  medical 
schools  should  be  apprised  that  we  disapprove  of 
these  methods. 
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Vice-Speaker  Williams:  Is  there  any  further 
discussion?  Remember  that  this  recommendation 
of  the  reference  committee  carries  with  it  this 
phrase,  that  we  believe  this  donation  should  be 
matched  by  a similar  grant  for  the  year  1953-1954. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Williams:  The  recommendations 
of  the  reference  committee  are  adopted.  Continue. 

Section  159  (See  35) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VTII:  American  Medical  Education  Foun- 
dation 

Dr.  Charles  Sandler,  Bronx:  There  was  one 
further  resolution  introduced  by  Dr.  Edward  P. 
Flood,  which  I will  not  read  in  its  entirety  because 
it  is  in  fact  a plea  for  another  contribution  of  $25,000: 
“Resolved.,  that  the  Board  of  Trustees  be  com- 
mended for  its  action” 
that  is  of  last  year 

“and  be  it  further 

“Resolved  that  a similar  appropriation  be  made 

for  the  year  1953.” 

Your  reference  committee  considered  this  resolu- 
tion, and  approves  of  it.  I move  the  adoption  of  the 
resolution. 

Dr.  Edward  P.  Flood,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Sandler:  I move  the  adoption  of  the  report 
as  a whole,  as  amended. 

Dr.  Henry  I.  Fineberg,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Sandler:  I wish  to  thank  the  members  of 
my  committee,  Drs.  Arthur  J.  Sullivan  of  Albany, 
Henry  J.  Noerling  of  Columbia,  Henry  I.  Fineberg 
of  Queens,  and  Charles  H.  Loughran  of  Kings,  for 
their  splendid  cooperation. 

Vice-Speaker  Williams:  Thank  you,  Dr.  Sand- 
ler. 

The  Speaker  has  asked  me  to  declare  a ten-minute 
recess. 

. . . Recess  . . . 

Speaker  Holcomb:  The  House  will  come  to 
order. 

We  have  two  more  reports  to  consider  this  after- 
noon, Malpractice  Insurance  and  Defense  and  Work- 
men’s Compensation.  There  are  several  long  re- 
ports that  have  not  yet  come  up,  namely,  blood  banks 
and  legislation,  and  some  rather  controversial  sub- 
jects. I know  we  will  have  to  have  a night  session. 
With  the  approval  of  the  House  of  Delegates,  we  will 
carry  through  perhaps  until  5 : 45,  then  recess  until 
8 o’clock.  We  cannot  possibly  get  through  tomor- 
row without  a night  session. 

Section  160  (See  68) 

Report  of  Reference  Committee  on  Report  of  Mal- 
practice Insurance  and  Defense  Board : Legal  Pro- 
tection in  Alleged  Criminal  Negligence 

Dr.  Walter  S.  Bennett,  Washington:  Mr. 

Speaker  and  members  of  the  House  of  Delegates,  I 
have  here  one  resolution,  the  report  of  the  Counsel, 
and  the  report  of  the  Malpractice  Insurance  and 
Defense  Board. 

On  the  resolution  introduced  by  Dr.  Henry  Fine- 
berg, of  Queens  County,  dealing  with  “Legal  Protec- 
tion in  Alleged  Criminal  Negligence.”  (See  Section 
68) 


Your  reference  committee  feels  it  is  not  able  in  the 
short  time  available  to  consider  the  many  facets  of 
the  situation  referred  to  in  the  resolution  and,  there- 
fore, recommends  that  it  be  referred  to  the  Council 
for  study  as  requested. 

I move  the  adoption  of  this  section  of  the  report. 

Dr.  Frank  LaGattuta,  Bronx:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  161 

Report  of  Reference  Committee  on  Report  of  Coun- 
sel 

Dr.  Walter  S.  Bennett,  Washington:  Your 

committee  desires  to  direct  your  attention  to  the 
increasing  amount  of  work  that  is  each  year  being 
placed  upon  the  counsel  and  his  staff.  Litigation 
has  increased,  and  activities  of  the  Society  have 
raised  many  legal  problems  which  will  be  noted  on 
page  838  of  the  annual  report  of  the  counsel.  You 
will  note  that  200  malpractice  suits  were  disposed  of 
during  the  year  in  a satisfactory  manner. 

Our  counsel  calls  attention  to  the  fact  that  no 
type  of  practice  is  immune  from  the  possibility  of  the 
institution  of  a malpractice  suit  against  it  and 
makes  a strong  plea  for  the  malpractice  insurance  to 
be  sufficient  in  amount  to  protect  him  and  his  family 
in  these  days  of  inflation.  He  cites  cases  of  physi- 
cians having  to  pay  out  of  their  own  pocket  over  and 
above  the  amount  of  their  insurance  carried  to  dis- 
pose of  a tragic  situation.  We  are  concerned  with 
evidence  of  an  increasing  energetic  and  vicious  atti- 
tude on  the  part  of  some  members  of  the  profession 
in  relation  to  the  troubles  of  their  fellow  practi- 
tioners. We  believe  it  is  the  moral  obligation  and 
duty  of  all  physicians  to  help  their  brothers  in  time 
of  trouble,  and  particularly  to  avoid  the  criticism  of  a 
fellow  practitioner,  which  has  often  resulted  in 
unnecessary  and  pre'ventable  litigation. 

The  report  makes  no  definite  recommendations, 
and  again  we  commend  Mr.  Martin  and  his  staff  for 
the  excellent  work  they  are  doing  on  behalf  of  the 
medical  profession  of  the  Empire  State. 

We  move  for  the  adoption  of  this  report. 

Dr.  Solomon  Schussheim,  Kings:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  162 

Report  of  Reference  Committee  on  Report  of  Mal- 
practice Insurance  and  Defense  Board 

Dr.  Walter  S.  Bennett,  Washington:  The  an- 
nual report  of  the  Malpractice  Insurance  and  De- 
fense Board  has  been  carefully  examined,  and  this 
reference  committee  desires  to  extend  its  apprecia- 
tion to  the  Board  for  the  clearness  and  fairness  of 
the  report.  It  is  evident  that  the  Board  has  been 
conscientiously  active  in  the  performance  of  its  duty. 

We  note  with  concern  that  the  ratio  of  claims  and 
suits  to  the  total  of  insured  is  still  increasing,  and 
during  the  past  year  that  ratio  has  been  one  claim  to 
every  28.7  insured  members  or  approximately  4 per 
cent  of  claims  filed  against  every  100  insured. 

The  only  satisfaction  we  can  see  from  this  section 
of  the  report  is  the  fact  that  the  rate  of  increase, 
which  has  until  recently  been  quite  rapid,  has  now 
slowed  down,  the  rate  of  previous  year  claims  being 
one  for  every  29.4  members  insured. 

While  it  is  regrettable  that  claims  against  physi- 
cians cannot  be  filed  within  a reasonable  time,  there 
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is  little  or  nothing  we  can  do  about  it,  and  it  is  neces- 
sary to  wait  approximately  six  years  before  it  can  be 
assumed  that  the  number  of  pending  suits  chargeable 
against  any  given  year  can  be  determined  with  any 
degree  of  accuracy. 

In  1951  the  House  of  Delegates  approved  the 
present  system  of  classification  of  members  for  rat- 
ing under  the  Group  Plan  of  Malpractice  Insurance 
of  the  Society.  At  that  time  no  data  were  available 
upon  which  to  base  the  differentials  between  the 
classes,  and  it  was  necessary  to  rely  upon  estimates 
until  enough  experience  could  be  obtained  for  more 
accurate  adjustment  of  the  rates.  This  committee 
has  had  access  to  the  report  s of  the  actuary  employed 
by  the  House  of  Delegates  on  which  the  cost  factors 
are  analyzed.  Since  the  annual  report  of  the  Mal- 
practice Board  was  submitted  for  publication,  the 
Board  has  had  an  intensive  study  made  of  claim 
occurrences  broken  down  by  classification  of  type  of 
practices.  These  data  were  submitted  to  the  actu- 
ary who  has  made  a supplementary  report  with 
recommendations  as  to  the  rates  for  these  various 
classifications  and  types  of  practices  with  a further 
subdivision  of  the  metropolitan  and  upstate  areas. 
This  report  was  not  available  until  shortly  before  the 
meeting  of  the  House  of  Delegates. 

In  accordance  with  the  recommendations,  the  Mal- 
practice Board  now  recommends  the  following  basic 
rates  for  $5  15,000  policies  of  insurance: 


Class  I 

Metropolitan  Area 
Nonsurgical 

$ SO 

Class  II 

Surgical 

175 

Class  III 

Superficial  x-ray 

90 

Class  IY 

Deep  x-ray 

100 

Class  Y 

Electroshock  therapy 

155 

Class  YI 

Cosmetic  plastic  surgery 

205 

Class  I 

Upstate  Area 
Nonsurgical 

$ 45 

Class  II 

Surgical 

100 

Class  III 

Superficial  x-ray 

55 

Class  IV 

Deep  x-ray 

65 

Class  V 

Electroshock  therapy 

120 

Class  VI 

Cosmetic  plastic  surgery 

130 

Your  reference  committee  has  gone  over  all  these 
rates  with  the  Board.  For  the  first  time  they  repre- 
sent class  differentials  based  on  actual  experience 
which  fairly  distributes  the  cost  of  our  insurance  to 
the  classes  in  accordance  with  the  losses  caused  by 
each.  For  this  reason,  this  reference  committee  be- 
lieves that  they  will  be  welcome  by  the  members  of 
the  Society.  Since  there  is  no  alternative  at 
present  than  to  follow  the  recommendation  of  the 
Malpractice  Insurance  and  Defense  Board  and  the 
actuary,  this  reference  committee  recommends  that 
their  recommendations  be  accepted.  However,  this 
reference  committee  must  take  cognizance  of  the 
fact  that  Lloyds  of  London  has  been  issuing  policies 
to  groups  and  individuals  at  a substantially  lower 
rate.  .4s  a consequence,  many  members  of  the  New 
York  State  Medical  Society  have  subscribed  with 
Lloyds,  which  trend  may  ultimately  require  sub- 
stantial changes  in  our  entire  malpractice  insurance 
program.  The  committee  therefore  recommends 
that  the  Malpractice  Insurance  and  Defense  Board 
study  in  particular  this  phase  of  the  problem.  We 
recommend  approval  of  this  part  of  the  report,  and 
I so  move. 

Speaker  Holcomb:  Is  there  any  second? 

Dr.  Homer  L.  Nelms.  Albany:  I second  it. 

Speaker  Holcomb:  This  recommends  that  the 
Malpractice  Insurance  and  Defense  Board  study 


particularly  this  phase  of  the  problem.  Is  there  any 
discussion? 

Dr.  Thomas  M.  d’ Angelo,  Assistant  Treasurer: 
May  I ask  the  chairman  of  the  reference  committee 
if  he  is  going  to  continue  on  with  the  Malpractice 
Insurance  and  Defense  Board's  Report,  or  is  that  the 
end  of  it? 

Dr.  Bennett:  No,  that  is  merely  the  first  por- 
tion of  it.  I am  going  to  continue  on. 

Speaker  Holcomb  : He  is  going  to  continue  on. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried 

Dr.  Bennett:  Members  Insured:  The  number 
of  members  insured  to  the  Group  Plan  of  Malprac- 
tice Insurance  according  to  the  annual  report  of 
December  31, 1952,  showed  that  14.623  of  the  22.637 
physicians  in  New  York  State  were  members  of  the 
group  insurance.  This  is  an  increase  of  1.554  over 
the  last  years  report.  This  is  encouraging. 

The  chairman  of  the  Malpractice  Insurance  and 
Defense  Board  has  directed  our  attention  that  in  the 
past,  several  insurance  companies  have  sold  mal- 
practice insurance  in  this  State  at  a substantially 
lower  rate  than  that  charged  by  our  group.  We  are 
also  informed  that  these  corporations,  after  taking  a 
substantial  loss  over  a period  of  years,  have  either 
withdrawn  from  the  malpractice  insurance  field  or 
have  increased  their  rates  comparative  to  our  own. 
If  a substantial  number  of  our  members  insure  them- 
selves in  these  companies,  it  will  weaken  the  group 
malpractice  insurance  of  the  Medical  Society  of  the 
State  of  New  York  and  may  even  jeopardize  its  very 
existence.  If  and  when  these  companies  should 
withdraw  from  this  field  of  insurance,  our  member- 
ship would  have  no  company  to  fall  back  on.  This 
should  receive  very  careful  and  serious  consideration 
by  the  members  of  the  Society.  We  recommend 
approval  of  this  section  of  the  report,  and  I so  move. 

Dr.  George  P.  Bergmanx,  Second  District 
Branch:  I second  the  motion. 

Speaker  Holcomb:  Is  there  any  discussion? 

Are  you  ready  for  the  question? 

Dr.  John  j.  Fltnn.  Kings:  I would  like  to  dis- 
cuss this  just  a little  bit.  Be  careful,  gentlemen. 
Something  is  going  to  happen.  I think  something 
should  be  said  in  justice  to  those  of  us  who  have 
initiated  the  taking  out  of  Lloyds  Insurance,  namely, 
the  Brooklyn  Chapter  of  the  American  Academy  of 
General  Practitioners.  This  group  did  not  go  into 
this  field  of  malpractice  insurance  for  the  purpose  of 
disrupting  the  Society.  For  years  we  have  been 
asking  that  the  Malpractice  Insurance  and  Defense 
Board  of  our  Society  investigate  other  companies, 
but  we  got  no  place.  We  have  initiated  a program 
in  which  we  have  shown  that  we  can  get  substantial 
reductions  of  rate.  I think  that  the  crux  of  the 
whole  thing  should  be  not  that  these  companies 
have  withdrawn  from  the  field.  I understand  that 
the  companies  have  withdrawn  from  the  field  because 
in  the  last  three  years  the  insurance  carriers  that 
earn'  malpractice  insurance  were  warned  by  their 
parent  organization — I believe  it  is  the  National 
Casualty,  I am  not  too  sure — that  they  would  raise 
the  rates  or  else  they  would  lose  other  types  of  busi- 
ness. 

I think  in  considering  this  thing  instead  of  recom- 
mending that  we  just  approve  this,  the  House  should 
ask  the  committee  to  study  it  further  and  give  us  a 
report  at  a not  too  late  date  because  if  it  goes  on,  we 
will  have  an  increased  policy  again  next  year. 

Apropos  to  the  increase  in  the  policy,  if  these  com- 
panies, namely,  Lloyds,  find  that  the  incidence  is  not 
comparable  with  what  they  know  it  to  be  at  the 
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present  time,  and  they  would  have  to  raise  our  rates, 
would  not  the  difference  of  $95  for  three  years  he 
better  to  accrue  to  me  rather  than  to  an  insurance 
company? 

I think  that  the  gentlemen  should  at  least  ask  that 
we  get  a report  in  a hurry  from  the  Malpractice 
Committee. 

Dr.  d’Angelo:  I can  very  easily  answer  the  pre- 
vious speaker.  If  he  would  read  the  annual  report 
of  the  Malpractice  Insurance  and  Defense  Board,  I 
think  of  1948  or  1949,  he  would  see  very  clearly  that 
this  Malpractice  Insurance  and  Defense  Board 
canvassed  the  field  of  insurance  companies  to  take 
our  business;  as  a matter  of  fact,  it  canvassed  12 
companies.  We  were  on  the  fringe  of  giving  up 
completely,  gentlemen,  when  by  a fortunate  coinci- 
dence we  were  able  to  get  the  present.  Employers 
Mutual  to  take  us  on.  We  were  turned  down  by  1 1 
companies,  11  insurance  companies,  so  we  did  can- 
vass the  field.  Right  now  there  is  not  any  more 
field  to  canvass. 

Unquestionably  this  committee,  if  and  when  the 
proper  time  comes,  will  ask  the  Lloyds  people  about 
their  plan.  At  present  it  would  be  unfortunate  for 
us  to  go  to  Lloyds  when  they  cannot  do  business  in 
this  State,  and  we  have  a Group  Plan  which  makes 
it  practically  impossible  to  have  such  a group  with 
an  insurance  company  that  cannot  do  business  in 
this  State,  but  we  will  follow  the  lead  as  the  reference 
committee  has  stated.  We  will  make  inquiries  and 
find  out  how  they  are  able  to  do  this  business. 

As  far  as  the  previous  doctor  is  concerned  that  he 
can  gain  $95  over  a period  of  three  years  and  that  it  is 
better  in  his  pocket  than  in  the  pocket  of  the  insur- 
ance companies,  if  that  were  the  only  reason  I would 
agree  with  him  wholeheartedly,  but  in  doing  so  he 
may  find  himself  with  $95  in  his  pocket  three  years 
from  now  and  with  no  insurance  company  to  take 
his  insurance.  If  that  is  his  idea  of  economy,  it  is 
not  economy  in  my  sense  of  the  word. 

There  is  no  question  about  it,  and  I reiterate, 
gentlemen,  that  if  enough  individuals  leave  the  group 
just  for  the  pecuniary  savings  that  they  may  make, 
and  if  they  jeopardize  this  Group  Plan,  and  if  the 
Employers  Mutual  should  turn  us  down,  I don’t 
know  where  we  could  possibly  go  to  get  insurance  be- 
cause at  the  rate  that  Lloyds  is  giving  us  today, 
gentlemen,  if  they  had  our  figures  we  know  they 
could  not  do  it. 

New  Jersey,  I don’t  know  if  they  have  an  insur- 
ance company  today  or  not,  but  as  of  March  14  they 
had  no  insurance  company  that  would  take  them  on. 
Their  old  insurance  company  gave  them  up,  and 
they  came  to  us  and  asked  us  to  intercede  with  our 
insurance  company  to  take  them  on.  I wonder 
why  Lloyds  do  not  take  them  on. 

Dr.  Leo  F.  Schiff,  Trustee:  Mr.  Speaker  and 
members  of  the  House,  I believe  that  possibly  not 
too  many  members  are  aware  of  one  feature  of  our 
group  insurance  plan.  Who  makes  the  rates? 
Gentlemen,  you  make  the  rates.  We  don’t  make  the 
rates,  and  the  insurance  companies  don’t  make  the 
rates.  Mr.  Linder  tried  to  tell  you  that  yesterday. 
It  is  our  experience  with  this  company — and  we  have 
access  to  all  of  the  cost  figures — that  these  costs 
broken  down  by  experienced  actuaries  are  necessary 
to  get  a classification  of  the  various  groups  and  vari- 
ous geographic  localities  and  decide  what  the  insur- 
ance costs  are.  Our  agreement  with  the  insurance 
carrier  is  to  pay  these  costs  of  insurance  and  a cer- 
tain very  small  and  reasonable  profit  because  he 
takes  the  risk.  Now  it  is  2'/c  per  cent. 

If.  would  be  fine  if  we  could  do  it  this  way  and  say 


let  it  run  for  the  year  1953,  and  when  the  time  comes, 
when  you  have  it  all  straightened  out,  the  members 
insured  in  the  Society  will  pay  you  all  of  your  losses 
and  2‘A  per  cent  and  your  administration  expense. 
However,  that  may  go  on  for  twenty-one  years  be- 
fore it  is  all  decided  and  by  that  time  a good  many 
of  the  doctors  that  subscribed  to  it  would  not  be 
here.  We  have  to  pay  on  a basis  which  is  estab- 
lished by  a guess,  a well-qualified  guess,  or  let  us  call 
it  an  estimate — it  would  sound  better  than  the  word 
“guess” — the  estimate  may  be  as  closely  figured  as 
possible.  Nevertheless,  it  is  an  estimate  of  what  it 
is  going  to  cost.  Simply  because  some  other  com- 
pany now  says,  “without  an  estimate  we  will  give 
you  this  insurance  this  year,”  next  year  may  be  an- 
other story;  it  may  be  higher.  That  should  not 
assure  us  because  if  and  when  the  occasion  arises  and 
they  find  to  their  sorrow  that  the  costs  are  not  met, 
they  will  have  to  raise  the  premium  not  because  they 
want  to  raise  it  but  because  the  insured  people,  our- 
selves, raise  the  cost  by  making  ourselves  subject 
to  these  malpractice  suits  and  claims,  just  or  unjust. 
Maybe  it  is  due  to  other  causes,  the  hurry  of  the 
people  today  to  go  to  court  and  try  to  get  something 
out  of  the  doctor.  It  makes  no  difference  what  the 
cause  is,  the  cost  is  established  by  the  number  of 
suits  and  claims  and  the  size  of  them.  So  with  our 
type  of  contract  we  are  going  to  pay  our  honest 
ligations.  We  have  for  the  past  number  of  years 
not  been  paying  enough  because  our  estimates  did 
not  come  close  enough.  We  are  having  to  make  up 
for  the  fact  that  these  estimates  did  not  take  into 
cognizance  the  trend  of  the  times  which  makes  us 
more  liable  to  these  suits,  but  in  the  final  analysis 
don’t  forget  for  our  type  of  insurance  it  is  the  insured 
people  that  establish  the  costs,  or  what  happens  to 
them.  Furthermore,  we  want  to  keep  our  group 
insurance  plan  and  not  have  to  go  shopping  around 
to  this  company,  that  company,  or  the  other  com- 
pany. 

If  Lloyds  happened  to  be  a New  York  State- 
licensed  company  and  came  to  our  Group  Plan  and 
said,  “We  will  insure  you  for  $35,”  we  could  not  in 
honor  accept  that  for  our  members,  as  a matter  of 
fact,  because  we  know  it  costs  more.  So  bear  that  in 
mind  and  bear  in  mind  that  your  Malpractice  In- 
surance and  Defense  Board  is  composed  of  seven  of 
your  fellow  members  and  is  not  trying  to  do  anything 
but  keep  for  us  and  be  able  to  get  for  us  the  best 
kind  of  malpractice  insurance  we  can  have. 

Speaker  Holcomb:  Members  of  the  House,  I 
would  like  to  remind  you  that  so  far  the  report  is 
factual  and  informative. 

Dr.  Aaron  Kottler,  Kings:  Mr.  Speaker  and 
gentlemen,  I am  not  here  to  sell  malpractice  insur- 
ance. I don’t  represent  any  company.  I am  not 
an  insurance  broker.  I am  a general  practitioner. 
I am  out  here  for  the  interest  and  for  the  benefit  of 
the  doctors  as  a whole. 

There  have  been  in  the  past  a number  of  insurance 
companies,  stock  companies  and  mutual  companies, 
selling  these  policies.  It  is  true  they  are  out  of 
business,  but  they  are  not  out  of  business  because 
the  loss  ratio  incident  to  carrying  our  insurance  has 
put  them  out  of  business.  They  are  still  in  business 
writing  other  forms  of  insurance. 

Only  about  three  years  ago  I took  a policy  with 
another  company  and  dropped  my  State  policy.  I 
took  a policy  with  the  American  Mutual  Insurance 
Company  with  assets  of  93  million  dollars.  The 
Employers  Liability,  the  one  that  you  are  with, 
only  has  about  33  million  dollars  assets.  Gentle- 
men, I took  it  with  them  because  I got  a rate  close 
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to  about  $50  to  $60  cheaper  than  what  I was  paying 
with  the  State.  They  renewed  my  policy  the  fol- 
lowing year,  and  the  third  year  the  rate  jumped  up 
to  that  of  the  rate  that  the  State  Society  pays.  I 
made  my  investigation;  I received  my  answer. 
However,  gentlemen,  I am  still  with  the  Mutual 
Company  because  I felt  because  of  certain  inequities 
that  have  existed,  I would  stay  where  I am.  Along 
comes  the  proposition  from  another  company,  the 
Lloyds  of  London,  which  was  given  to  the  Brooklyn 
Chapter  of  the  American  Academy  of  General  Prac- 
tice. As  the  president  of  that  particular  chapter  it 
was  my  duty  to  protect  the  members  of  that  chap- 
ter, and  if  they  were  going  to  take  a policy  out  with 
Lloyds,  I was  going  to  make  sure  that  everything  is 
on  the  up  and  up,  and  the  policy  is  going  to  be  fool- 
proof. After  three  months,  with  aid  of  legal  coun- 
sel, and  after  consultation  with  the  Deputy  Insur- 
ance Commissioner  Proskauer,  of  61  Broadway,  we 
have  come  to  the  conclusion  that  even  though  Lloyds 
of  London  is  not  licensed  in  the  State  of  New  York, 
we  would  take  out  the  policy  with  that  particular 
group. 

One  of  the  reasons  that  influenced  us  to  take  out 
the  policy  with  Lloyds  of  London  was  that  we  found 
out  by  being  shown  through  the  Dun  and  Brad- 
street  of  the  insurance  business  that  your  own  com- 
pany is  reinsured  with  their  excess  insurance  with 
Lloyds  of  London ; and  if  it  is  good  enough  for  you, 
it  is  good  enough  for  us. 

Gentlemen,  I did  ask  the  chairman  of  this  Mal- 
practice Insurance  Board,  I did  call  Dr.  Anderton 
before  this  convention,  I did  want  this  Board  to 
convene  with  these  particular  people  to  study  what 
they  had  to  offer.  Let  us  investigate.  Let  us  find 
out.  His  answer  was  that  the  invitation  was  not 
given  to  them. 

I say  that  we  should  not  accept  any  definite  re- 
port until  a more  exhaustive  study  is  made  in  this 
field  and  a more  detailed  report  is  given  to  this  body. 

I thank  you  for  your  attention. 

Dr.  Samuel  B.  Burk,  .Yeir  York:  Mr.  Speaker 
and  members  of  the  House,  the  problem  presented  to 
us  is  rather  complicated  and  has  very  many  angles. 
I believe  our  counsel,  our  legal  department,  could 
help  us  considerably  in  reaching  some  conclusions 
relating  to  what  actually  happens.  It  is  not  only 
the  fact  that  we  are  insured  by  one  company  or 
another  company,  but  it  comes  down  to  the  fact  that 
the  doctors  themselves — and  I was  one  of  them  a 
number  of  years  ago  when  I had  a week  in  court;  I 
came  out  on  top,  thank  goodness — are  slow  in  report- 
ing the  cases.  The  doctors  do  not  help  each  other; 
in  fact,  the  doctors  are  the  first  ones  who  will  criticize 
each  other. 

Thank  you! 

Dr.  Samuel  Z.  Freedman,  Sew  York:  I don’t 
want  to  pass  any  opinions  on  this,  but  I would  like 
to  ask  some  questions.  I would  like  to  preface  that 
by  saving  that  the  possibility  that  we  may  find  our- 
selves without  insurance  would  apply  to  the  whole 
State.  I might  also  call  to  your  attention  that  for 
years  now  the  criticism,  if  you  want  to  call  it  such, 
which  has  been  stated  on  this  floor  has  come  from 
the  city  of  New  York.  I think  it  is  fair  to  say  that 
the  criticism  stems  from  nothing  else  than  the  fact 
that  the  rates  are  apparently,  in  the  opinion  of  those 
who  criticize,  too  high. 

We  also  must  bear  in  mind  that  a few  years  ago — I 
don’t  remember  how  many — a differential  rate  was 
established  between  New  York  City  and  upstate, 
and  I know  that  should  I here  advocate  the  abolish- 
ment of  that,  we  would  probably  be  licked  because 
of  the  setup  of  the  House,  but  I think  in  all  fairness 


if  this  is  a group  policy — and  it  is  if  my  understand- 
ing of  the  word  ' group”  is  correct — the  entire  group 
should  share  both  in  the  benefits  and  in  the  losses. 
This  arbitrary  division  between  upstate  and  down- 
state,  which  unfortunately  carries  over  into  other 
fields,  including  the  political,  may  be  responsible  for 
this  criticism. 

As  I look  at  the  figures,  as  reported,  they  say  that 
upstate  in  1952,  during  the  twelve  months  ending 
December  31.  1952,  there  were  2,277  surgical  and 
2,232  nonsurgical  policies,  while  in  the  metropolitan 
area  there  were  4,025  surgical  and  6.0S9  nonsurgical, 
and  then  they  go  on  to  the  loss  ratio.  I would  like 
to  ask  of  our  counsel  whether  this  differential  in  rate 
which  now  exists  between  upstate  and  downstate 
should  not  be  reconsidered  and  whether  according  to 
the  number  of  actions  which  are  started  and  the 
losses  which  are  sustained,  perhaps  the  great  differ- 
ence in  rate  might  not  be  unfair  to  the  city  of  New 
York,  and  whether  even  if  it  were  not  unfair,  maybe 
to  save  this  entire  situation  we  should  not  have  one 
rate  for  the  entire  State. 

Speaker  Holcomb  : I think  the  Chair  will  make 
an  exception  here  about  a man  speaking  twice  on  the 
same  subject  because  Dr.  d’ Angelo  on  this  subject  is 
able  to  give  us  some  information,  himself  being  on 
the  Malpractice  Insurance  and  Defense  Board. 
The  Chair  recognizes  Dr.  d’ Angelo. 

Dr.  d’Angelo:  I was  going  to  ask  for  that  priv- 
ilege. As  far  as  having  the  uniform  rate,  that  was 
no  longer  within  the  province  of  this  Medical  Society 
or  of  the  group;  it  is  by  order  of  the  Insurance  Direc- 
tor in  Albany.  The  Commissioner  has  ruled  that 
the  rates  between  upstate  and  downstate  be  dif- 
ferent depending  upon  their  actual  losses.  He  noted 
the  great  difference  in  losses  between  upstate  and 
downstate.  The  same  with  other  forms  of  negli- 
gence insurance,  the  rates  had  to  be  separated. 
Then  two  years  ago,  he  again  ruled  that  they  must 
be  broken  down  into  categories  of  the  practice  of 
medicine  because  he  noted  that  certain  categories 
were  much  more  prone  to  negligence  cases,  and  their 
losses  were  much  higher  than  other  categories,  and 
he  requested  that  they  be  so  broken  down.  There- 
fore we  have  been  acting  under  the  instruction  of  the 
Department  of  Insurance. 

I would  like  to  answer  one  more  thing  for  Dr. 
Kottler.  Dr.  Kottler  has  inferred  that  this  Mal- 
practice Insurance  and  Defense  Board  does  not  give 
sufficiently  detailed  reports.  Gentlemen,  I don’t 
know  how  much  more  detailed  our  report  can  be. 
We  have  given  you  all  of  the  facts  at  our  disposal. 
We  have  all  of  the  losses,  but  I don’t  think  you  want 
to  be  bothered  about  having  the  total  losses,  pure 
premiums,  and  so  on,  which  we  give  to  our  actuary 
in  order  that  he  may  determine  the  justice  of  the 
rates  charged  by  the  insurance  company. 

We  gentlemen  in  the  insurance  group  make  the 
rates;  the  insurance  company  does  not  make  the 
rates.  I don't  know  of  any  negligence  insurance  com- 
pany in  this  entire  country  that  allows  an  individual 
group  to  make  its  rates.  We  are  very,  very  fortu- 
nate in  having  such  a unique  setup. 

Speaker  Holcomb:  Ladies  and  gentlemen  of  the 
House  of  Delegates,  I again  might  remind  you  that 
this  is  factual,  that  you  have  not  heard  the  recom- 
mendations of  the  reference  committee.  With  your 
permission,  I think  I can  suggest  that  this  portion 
being  informative  we  pass  upon  it,  and  then  at  the 
end  when  you  hear  the  recommendation  of  the  Refer- 
ence Committee  the  discussion  can  again  be  opened. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Bennett:  Causes  for  Malpractice  Insurance 


Part  II — September  1,  1953]  MINUTES  OF  THE  ANNUAL  MEETING 


89 


Losses:  The  examination  of  the  records  shows  that 
such  wide  and  various  causes  for  filing  of  suits  against 
physicians  exist  that  it  is  almost  impossible  to  give 
them  any  satisfactory  classification.  In  an  analysis 
of  500  cases  filed  against  the  Malpractice  Board,  it 
appeared  that  in  63  per  cent  of  these  cases  some 
action  or  attitude  of  the  physician  was  an  important 
factor  in  the  instigation  of  the  suit.  Among  such 
actions  or  attitudes  the  following  actions  might  be 
noted:  suing  for  fee,  failure  to  respond  to  com- 
plaining patient,  neglect  of  patient,  unnecessary 
criticism  by  other  physicians.  Surely,  some  of  these 
suits  might  have  been  prevented  by  more  active  co- 
operation on  the  part  of  the  physician. 

In  conclusion,  we  cannot  refrain  from  emphasizing 
the  statements  expressed  in  the  last  part  of  the 
report  of  the  Malpractice  Insurance  and  Defense 
Board  which  reads  in  part: 

“Medicine  came  to  its  high  position  of  trust  due 
to  the  strict  discipline  of  both  the  teachers  and  the 
taught  in  the  spirit  of  the  Hippocratic  oath.  The 
degree  to  which  we  have  relaxed  that  discipline 
marks  the  extent  to  which  our  good  name  has  been 
compromised.  Let  us,  therefore,  begin  at  once 
the  re-establishment  of  the  discipline  needed  to 
restore  the  confidence  in  organized  medicine  in 
this  State  which  both  we  and  the  public  need. 
Let  medicine  in  this  State  deny  the  great  privilege 
of  membership  in  the  Medical  Society  of  the  State 
of  New  York  to  the  greedy,  the  calloused,  and 
those  of  the  State  that  practice  fraud.  If  the 
Bylaws  of  the  Society  do  not  provide  authority  for 
such  action,  let  us  amend  them.  Let  it  be  known 
to  all  members  of  the  Society  and  to  the  public 
that  the  great  Medical  Society  of  the  State  of  New 
York  and  its  component  county  societies  propose 
no  longer  to  condone  the  offenses  or  retain  as 
members  the  offenders  who  are  bringing  discredit 
to  our  profession.  Enlightened  self-interest  de- 
mands nothing  less.” 

Since  this  contains  a recommendation  to  amend 
the  Bylaws,  we  recommend  that  it  be  referred  to  the 
Special  Committee  on  Constitution  and  Bylaws  for 
study  and  action. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Homer  L.  Nelms,  Albany:  I second  it. 

Dr.  Burk:  Gentlemen,  I have  acted  as  a member 
of  the  Board  of  Censors,  also  as  its  secretary,  and  I 
have  been  chairman,  and  there  is  one  thing  that 
stands  out  particularly  prominently  in  connection 
with  such  activities.  That  is  this:  A dissatisfied 
patient  that  you  send  a bill  to  turns  around  and 
says,  “Well,  I did  not  get  the  proper  treatment, 
hence  I am  going  to  sue  you  also.”  All  you  have  to 
do  is  to  wait  for  two  years,  then  you  can  get  busy 
and  get  after  their  scalps.  Thank  you. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Bennett:  Your  reference  committee  further 
suggests  to  the  Malpractice  Insurance  and  Defense 
Board  that  a breakdown,  according  to  geographic 
areas  or  counties,  in  the  number  of  new  cases  started 
during  the  year  be  incorporated  in  their  report  in  the 
future. 

We  recommend  approval  of  this  portion  of  the  re- 
port, and  I so  move. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
the  motion. 

Dr.  Bennett:  We  recommend  the  adoption  of 
the  report  as  a whole. 

Dr.  Chas.  Gordon  Hetd,  Past-President:  I 

second  it. 


. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Bennett:  I would  like  at  this  time  to  thank 
the  members  of  my  committee  for  the  cooperation 
and  support  they  have  given  me;  also  Dr.  d’ Angelo 
and  Dr.  Leo  F.  Schiff  for  the  valuable  assistance  and 
advice  given  in  preparing  this  report.  ( Applause ) 

Speaker  Holcomb:  Thank  you,  Dr.  Bennett. 

Section  163 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X : Workmen’s  Compensation 

Dr.  T.  Scudder  Winslow,  New  York:  Your 
reference  committee  has  studied  and  is  greatly 
impressed  by  a careful  review  of  the  report  of  the 
Council  Committee  on  Workmen’s  Compensation  as 
published  in  Part  X of  the  Annual  Reports  of  the 
Council.  Practically  every  phase  of  the  present-day 
problems  of  workmen’s  compensation  is  covered  in 
detail,  indicating  a zealous  interest  over  a period  of 
nearly  two  decades.  It  is  a gross  understatement  to 
say  that  too  few  realize  the  devotion  in  time  and 
energy  that  Dr.  John  H.  Keating,  chairman  of  the 
Compensation  Committee,  and  Dr.  David  J.  Kaliski, 
the  very  capable  and  devoted  director  of  the  Bureau, 
have  given  of  themselves  in  the  interest  of  the  proper 
administration  of  the  Workmen’s  Compensation 
Law  to  the  advantage  of  all  interested  parties. 

In  addition  to  protecting  the  interests  of  the  prac- 
ticing physician,  both  the  bureau  and  the  Council 
Committee  on  Workmen’s  Compensation  have  ever 
sought  to  protect  and  further  the  public  welfare. 
The  Society  has,  with  the  approval  of  the  Legisla- 
ture, carried  out  certain  important  functions  in  con- 
nection with  the  administration  of  the  Workmen’s 
Compensation  Law,  especially  as  they  involve  the 
practice  of  medicine  and  the  treatment  of  the  injured 
worker.  In  so  doing,  these  varied  functions  are 
better  carried  out  and  incidentally  save  the  State 
considerable  sums  of  money. 

It  would  take  us  too  far  afield  to  mention  all  the 
activities  outlined  in  the  report.  However,  we  do 
commend  the  endeavor  of  the  Bureau  to  educate  the 
medical  profession  with  respect  to  its  responsibilities 
under  the  law  in  enlisting  the  cooperation  of  the 
more  than  25,000  physicians  authorized  to  treat 
compensation  patients  and  in  facilitating  the 
administration  of  the  law.  Without  such  coopera- 
tion the  Workmen’s  Compensation  Board  could  not 
operate  properly,  or  the  injured  worker  would  not 
obtain  so  high  a quality  of  medical  care.  For  nearly 
two  decades  the  workers  of  the  State  have  had  the 
privilege  of  unlimited  free  choice  of  physician  under 
the  Workmen’s  Compensation  Law.  To  safeguard 
this  great  privilege  should  be  the  aim  of  every  citizen. 
It  is  up  to  the  medical  profession  to  guard  this  ad- 
vantage by  assuring  each  patient  the  highest  quality 
of  medical  care.  It  should  be  unnecessary  to  men- 
tion that  compensation  claimants  receive  the  same 
treatment  as  a private  patient.  The  fact  that  a 
third  party  (employer  or  insurance  carrier)  pays  the 
bill  for  services  rendered  should  not  encourage  any 
physician  to  prolong  treatment  needlessly.  The 
workers  of  this  State  are  entitled  to  the  services  of  a 
physician  of  their  choice,  be  he  general  practitioner 
or  specialist.  This  is  to  enable  him  to  obtain  medical 
care  of  the  highest  quality.  Physicians  are  there- 
fore required  to  limit  their  care  to  what  they  are 
actually  qualified  to  do  by  their  education,  training, 
and  experience.  Should  they  transcend  their  quali- 
fications, the  employer  or  carrier  is  entitled  by  law 
to  transfer  the  patient  to  a physician  who  is  properly 
qualified.  Fortunately,  most  physicians  realize  the 
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implication  of  this  provision  of  the  law  and  stay 
within  the  limits  of  their  experience.  All  this  should 
assure  the  highest  quality  of  medical  care  at  a reason- 
able cost  comparable  with  private  practice. 

The  chairman  of  the  Workmen’s  Compensation 
Board  in  the  1952  report  indicates  that  many  em- 
ployers or  insurance  carriers  “have  paid  too  little 
attention  to  their  statutory  opportunities  in  connec- 
tion with  medical  care  of  workmen’s  compensation 
claimants.  “It  would  be  in  error,”  she  states,  “to 
make  the  medical  profession  the  whipping  boy  of 
workmen’s  compensation  costs.”  Your  reference 
committee  fully  agrees  and  feels  that  physicians 
should  be  zealous  in  respect  to  remaining  within  the 
limits  of  their  qualifications. 

Your  reference  committee  refers,  with  a great  deal 
of  emphasis,  to  that  part  of  the  report  referring  to 
the  alleged  disproportionately  high  cost  of  work- 
men’s compensation  coverage  in  Xew  York  State,  as 
compared  with  other  industrial  states.  We  note  the 
committee  has  referred  to  this  important  matter  in 
detail.  While  we  are  not  in  a position  to  evaluate 
the  criticism  leveled  at  the  State  and  the  Workmen’s 
Compensation  Board,  we  feel  that  the  appointment 
by  the  Governor  of  the  Moreland  Commission  to 
study  the  problem  is  justified.  It  goes  without  say- 
ing that  we  should  cooperate  with  the  Commission 
to  the  fullest  extent  in  an  exhaustive  study  of  the 
basic  problem  involved  in  this  important  field  of 
social  legislation. 

Your  reference  committee  would  like  to  draw 
attention  to  the  study  to  determine  whether  or  not 
recodification  of  the  Workmen’s  Compensation  Law 
is  necessary.  If  such  recodification  is  undertaken, 
the  committee  would  like  to  go  on  record  as  being 
vitally  interested  in  such  recodification  and  urge 
that  the  chairman  of  the  Workmen’s  Compensation 
Board  enlist  cooperation  of  our  committee  and 
bureau  in  any  such  recodification. 

Your  reference  committee  again  commends  the 
Compensation  Insurance  Rating  Board  and  the 
many  officials  of  the  Workmen’s  Compensation 
Board  throughout  the  State  for  their  continued 
cooperation. 

Your  reference  committee  is  in  full  agreement  with 
and  once  again  endorses  the  recommendations  of  the 
Committee  on  Workmen’s  Compensation  that  an 
adequate  fee  schedule  be  set  up  more  nearly  ap- 
proaching the  prevailing  fees  in  private  practice.  A 
complete  revision  of  the  fee  schedule  is  not  called  for, 
but  a reasonable  increase  in  the  fees  for  general 
practitioners  and  for  subsequent  visits  by  specialists 
is  urgently  requested.  Many  disputes  between 
physicians,  carriers,  and  employers  could  be  avoided 
by  careful  editing  of  the  present  fee  schedule  by  the 
chairman  of  the  Workmen’s  Compensation  Board, 
with  the  assistance  of  properly  qualified  physicians 
familiar  with  Workmen’s  Compensation  fees  and 
procedures.  The  8 per  cent  increase  allowed  on 
May  1,  1951,  does  not  bring  fees  up  to  the  level  of 
those  in  private  practice.  It  must  be  noted  that  in 
administering  to  compensation  cases  there  are 
numerous  reports,  telephone  calls,  and  other  details 
in  addition  to  the  actual  medical  care  of  the  indi- 
vidual, all  of  which  add  greatly  to  the  burden  on  the 
physician.  A first  visit  fee  of  S3. 00  and  subsequent 
office  fees  of  S3.00  are  far  from  excessive  for  the 
general  practitioner.  The  subsequent  visits  by 
specialists  should  be  raised  to  $5.00,  as  they  origi- 
nally were  in  the  September  1,  1948,  schedule. 

Your  reference  committee  further  supports  a 
motion  made  by  the  Workmen’s  Compensation 
Committee  that  fees  for  testimony  for  the  general 
practitioners  be  increased  from  $10  to  $15;  and  that 


mileage  fees  be  increased  in  accordance  with  present- 
day  costs.  Your  reference  committee  further  sup- 
ports the  motion  of  the  committee  that  the  chair- 
man of  the  Workmen’s  Compensation  Board  give 
authority  to  referees  to  increase  fixed  fees  within 
reasonable  bounds  when  a physician  is  required  to 
spend  a considerable  amount  of  time  going  to  and 
from  a hearing  and  undue  time  at  the  hearing  itself. 

We  deplore  the  situation  in  Rochester,  Xew  York, 
where  an  official  of  the  city  government  persists  in  his 
refusal  to  comply  with  certain  provisions  of  the 
Workmen’s  Compensation  Law  regarding  arbitra- 
tion of  disputed  medical  bills,  and  call  upon  the 
chairman  of  the  Workmen’s  Compensation  Board  to 
take  such  action  as  is  necessary  to  induce  the  munici- 
pality to  comply  with  the  Workmen’s  Compensation 
Law. 

Your  reference  committee  fully  endorses  that  por- 
tion of  the  Workmen’s  Compensation  Committee 
report  in  regard  to  the  practice  of  medicine  by  hos- 
pitals. It  is  our  opinion  that  only  a licensed  physi- 
cian can  provide  medical  care.  The  hospital  merely 
provides  the  physical  facilities  for  such  care.  We 
call  upon  the  proper  authorities  to  enforce  the  pro- 
visions of  the  Workmen’s  Compensation  Law  in 
connection  with  medical  care  in  hospitals,  with  par- 
ticular reference  to  the  physiatrist,  the  anesthetist, 
and  the  pathologist. 

Your  reference  committee  notes  with  approval  the 
work  of  the  examining  committees  in  x-ray  diagnosis 
and  treatment  and  calls  upon  all  county  societies  to 
refer  to  the  Workmen’s  Compensation  Bureau  for 
examination  by  the  committee  of  all  applicants  for 
x-ray  rating  who  are  not  fully  qualified  according  to 
the  standards  of  qualification  for  this  specialty. 
Great  care  should  be  exercised  in  granting  all 
specialty  ratings,  as  the  committee  points  out  in  their 
report . 

For  a number  of  years  the  House  of  Delegates  has 
recommended  the  restoration  to  the  county  societies 
in  counties  having  a population  of  a million  or  more 
of  all  those  functions  which  they  exercised  prior  to 
1944.  We  believe  experience  has  shown  that  the 
functions  now  exercised  by  the  Medical  Practice 
Committee  can  be  as  well,  if  not  better,  carried  out 
by  the  four  Xew  York  counties  as  they  are  elsewhere 
throughout  the  State,  and  with  no  cost  to  the  State. 
This  is  an  important  consideration  in  these  days  of 
backbreaking  taxes,  both  Federal  and  State.  We 
strongly  recommend  that  the  legislation  committee 
intensify  its  efforts  to  accomplish  the  restoration  of 
these  functions  to  the  four  Xew  York  counties.  It 
should  be  noted  that  Erie  County  is  nearing  the  one 
million  mark  and  may  soon  be  controlled  by  a State 
bureaucracy  and  a medical  practice  committee. 

Your  reference  committee  again  concurs  in  the 
recommendation  of  the  Council  Committee  that  the 
chairman  of  the  Workmen’s  Compensation  Board 
recognize  the  subspecialty  of  thoracic  surgery  under 
the  Workmen’s  Compensation  Law,  and  assign  M-17 
as  the  code  letters  designating  such  subspecialty. 

Your  reference  committee  endorses  the  efforts  of 
the  committee  on  legislation  in  attempting  to  obtain 
the  repeal  of  the  law  licensing  podiatrists  to  treat 
workmen  under  Section  13(k)  of  the  Workmen’s 
Compensation  Law.  We  regret  that  these  efforts 
were  unsuccessful. 

Your  reference  committee  approves  that  portion 
of  the  report  concerning  rehabilitation.  We  are 
pleased  to  note  that  the  chairman  of  the  Workmen’s 
Compensation  Board  has  announced  the  complete 
cooperation  of  physicians  throughout  the  State  in 
this  forward-looking  program.  We  hope  that  facili- 
ties for  rehabilitation  will  be  made  available  through- 
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out  the  State.  We  are  of  the  opinion  that  with  the 
cooperation  of  the  medical  profession,  rehabilitation 
will  greatly  facilitate  the  restoration  of  the  injured 
worker  to  a useful  occupation. 

I herewith  move  approval  of  this  report  of  the 
reference  committee  as  a whole. 

Dr.  James  A.  Lynch,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  mot  ion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Winslow:  I wish  to  thank  Dr.  Harold  W. 
Grosselfinger,  Rockland  County;  Dr.  James  A. 
Lynch,  Bronx;  Dr.  John  L.  Norris,  Monroe,  and 
Dr.  William  C.  Rausch,  Third  District  Branch, 


Albany,  for  their  assistance  in  the  preparation  of  this 
report. 

Speaker  Holcomb:  And  we  wish  to  compliment 
you  on  your  very  comprehensive  report. 

The  exhibitors  are  considerably  upset  that  very 
few  visitors  are  coming  through  the  exhibits.  Would 
you  kindly  make  it  a point  to  visit  the  exhibits  at 
your  early  convenience. 

I would  like  to  recess  now  until  8 o’clock  tonight. 
Please  be  punctual  because  we  have  considerable 
work  ahead  of  us. 

. . . The  session  recessed  at  5:50  p.m.  . . . 


EVENING  SESSION 
Tuesday,  May  5,  1953 


The  session  convened  at  8:35  p.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Members  of  the  House  of  Delegates,  we  have  a 
busy  evening  before  us.  The  more  attention  we  pay 
to  proceedings,  the  sooner  we  will  finish. 

Section  164 

Report  of  Reference  Committee  on  Report  of  Presi- 
dent 

Dr.  Henry  E.  McGarvey,  Westchester:  Even  a 
cursory  glance  at  Dr.  Wentworth’s  itinerary  for  the 
past  twelve  months  makes  one  wonder  how  he  cov- 
ered so  much  ground  in  so  little  time.  We  find  him 
addressing  the  Pennsylvania  House  of  Delegates  one 
day,  and  opening  the  door  of  the  Doctor’s  Office  in 
the  Farmer’s  Museum  at  Cooperstown  the  next:  we 
find  him  appearing  before  college  students,  medical 
and  surgical  organizations;  dining,  wining,  dedicat- 
ing, convocating,  conferring,  and  picnicking  all  over 
the  State;  we  find  him  dedicating  a new  home  for 
the  State  Pharmaceutical  Association,  participating 
in  the  proceedings  at  five  district  branch  meetings 
and  seven  county  society  meetings.  In  addition, 
he  took  an  active  part  in  the  work  of  all  the  com- 
ponents of  the  Medical  Society  of  the  State  of  New 
York — Council,  Board  of  Trustees,  Board  of  Cen- 
sors, and  innumerable  sections,  committees,  and  sub- 
committees. We  should  all  be  deeply  grateful  for 
his  untiring  efforts  accomplished  without  regard  for 
time  and  energy  and  undoubtedly  with  great  per- 
sonal sacrifice. 

The  District  Branches. — We  are  in  accord  with  his 
views  on  this  subject  and  feel  that  the  district 
branches  should  individually  decide  as  to  whether  or 
not  they  present  a scientific  program  at  their  meet- 
ings. 

The  Loyalty  Oath. — We  endorse  Dr.  Wentworth’s 
views  on  this  subject  particularly  as  legal  opinion 
obtained  questions  its  reasonableness  and  enforce- 
ability, particularly  the  latter. 

Blood  Banking.— Your  committee  feels  that  the 
president  has  adequately  covered  this  most  impor- 
tant subject  in  his  report  and  accepts  his  views  on  the 
subject  without  criticism. 

Industrial  Health. — Your  president  has  stressed 
the  importance  of  this  subject  and  suggests  that 
nothing  further  be  done  until  we  hear  the  forth- 


coming report  of  the  Council  Committee  on  Indus- 
trial Health.  We  agree. 

Finally,  your  committee  wishes  to  go  on  record  in 
paying  tribute  along  with  the  president  to  each  and 
every  employe  of  the  Medical  Society  of  the  State  of 
New  York  for  loyal  and  faithful  service. 

I move  the  adoption  of  this  report. 

Dr.  Joseph  C.  O’Gorman,  Erie:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  165  (See  17) 

Report  of  Reference  Committee  on  Report  of  Presi- 
dent-Elect 

Dr.  Henry  E.  McGarvey,  Westchester:  After  a 
careful  study  of  Dr.  Eggston’s  report,  your  com- 
mittee presents  the  following: 

Finances. — We  agree  that  the  state  of  the  treasury 
is  the  life  blood  of  the  Society  and  that  it  seems  neces- 
sary to  increase  income  and  decrease  expenditures  in 
the  very  near  future.  We  strongly  support  the  idea 
of  a careful  analysis,  as  to  its  actual  cost,  of  every 
recommended,  requested,  or  mandated  expenditure 
by  the  House  of  Delegates.  Combining  some  of  the 
committees  and  subcommittees  should  effect  a sav- 
ing. We  question  the  necessity  or  advisability  of 
obtaining  an  efficiency  expert’s  analysis  of  the 
Society’s  activities  in  relation  to  their  usefulness. 
The  suggestion  that  a planning  committee  be  as- 
signed to  investigate  and  seriously  consider  an  ade- 
quate location  and  building  for  the  State  Society’s 
permanent  headquarters  is  both  timely  and  interest- 
ing. 

Legislation. — Your  committee  is  in  accord  with  the 
president-elect’s  views  on  this  matter,  with  one 
exception.  While  fully  cognizant  of  the  tremendous 
financial  loss,  necessity  for  ability,  loss  of  time,  and 
hard  work  required  by  the  position  of  chairman  of 
the  State  Legislation  Committee,  we  feel  that  the 
question  as  to  whether  adequate  remunerations 
should  be  recommended  requires  further  study. 
Such  a procedure  could  act  as  a precedent  for  others 
and  seems  at  this  time  incompatible  with  the  key- 
note of  increasing  income  and  decreasing  expendi- 
tures. 

Forensic  Medicine. — Your  committee  entirely 
agrees  with  Dr.  Eggston’s  expressed  views  on  this 
subject. 
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Medical  Education. — We  are  in  accord  with  the 
president-elect’s  comprehensive  analysis  of  this  sub- 
ject. 

Blood  Banks. — We  feel  that  Dr.  Eggston  is  pro- 
foundly erudite  on  this  subject,  and  we  agree  with 
his  statement  and  approval  of  the  present  setup, 
namely,  the  Blood  Banks  Association  of  Xcw  York 
State,  Inc. 

Medical  Insurance. — Dr.  Eggston  expresses  his 
admiration  for  the  Blue  Cross  and  Blue  Shield  Plans 
and  the  sendees  they  offer.  He  also  visualizes  the 
day  when  private  insurance  companies  may  take 
over  the  problem  of  comprehensive  care  on  a non- 
profit basis.  We  endorse  his  views. 

Workmen's  Compensation. — Your  committee  is  in 
sympathy  with  Dr.  Eggston’s  analysis  of  this  sub- 
ject. 

The  Specialties. — Your  reference  committee  has 
carefully  read  the  president-elect’s  paragraph  on  this 
turbulent  problem,  approves  of  his  views,  and  recom- 
mends his  expression  of  them  as  a horticultural 
masterpiece. 

Ethics. — Your  reference  committee  strongly  en- 
dorses Dr.  Eggston’s  remarks  on  this  subject. 

Allies  of  Specialized  Medicine. — Your  reference 
committee  agrees  without  reservations  with  the 
president-elect’s  views  and  advice  on  this  subject. 

Public  Relations. — We  are  in  sympathy  with  his 
views  on  the  subject  of  public  relations. 

In  conclusion,  vour  reference  committee  wishes  to 
strongly  suggest  or,  if  not  out  of  order,  recommend 
that  in  the  future  some  change  in  procedure  be 
effected  wherein  delegates  on  reference  committees 
are  not,  of  necessity,  denied  their  privilege  and  just 
right  to  hear  and  discuss  other  reference  committee 
reports  read  to  the  House  of  Delegates  during  the 
time  they  are  absent  by  reason  of  their  duty. 

I move  the  adoption  of  the  report  as  a whole. 

Dr.  Edwix  A.  Griffin-,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  McGarvey:  I wish  to  thank  Drs.  O’Gorman, 
Griffin,  Hiss,  and  Beard  for  their  participation  in  the 
preparation  of  this  report.  ( Applause ) 

Speaker  Holcomb:  Thank  you,  Dr.  McGarvey. 

Section  166 

Report  of  Reference  Committee  on  Report  of 
Treasurer 

Dr.  Thomas  M.  Watkin’s,  St.  Lawrence:  Your 
committee  has  carefully  reviewed  the  report  of  the 
treasurer,  with  Dr.  Maurice  J.  Dattelbaum  present. 

We  note  there  is  an  accumulated  deficit  in  the 
general  fund  of  $74,775.65.  This  deficit  is  due  in 
large  part  to  the  increase  in  operating  expenses,  as  a 
result  of  higher  costs  of  administration  and  to  in- 
creased demands  for  new  expenditures. 

The  funds  of  the  Medical  Society  of  the  State  of 
Xew  York  are  divided  into  four  funds: 

1 . General  Fund  into  which  your  dues  go  and  out 
of  which  all  current  expenses  are  paid.  Last  year 
your  dues  collected  amounted  to  $437,180.  After 
pavment  of  operating  expenses,  there  was  a deficit  of 
$11,072.08. 

2.  Investment  Fund,  $595,049.03.  This  fund 
has  been  accumulated  over  the  years  that  the  State 
Society  has  been  in  existence.  Xo  diversion  from 
the  general  fund  has  been  made  to  this  fund  since 
1947.  It  has  always  been  looked  upon  as  a backlog, 
as  insurance  against  any  cat  astrophic  demands  upon 
the  Society 

3.  Endowment  Fund,  $13,168.28. 

4.  War  Memorial  Fund,  $236,574.17. 


These  last  two  are  self-explanatory. 

Your  reference  committee  feels  that  these  funds 
have  been  very  ably  administered.  Good  invest- 
ment advice  has  been  obtained  and  followed.  Your 
treasurer  is  to  be  commended  upon  his  excellent 
stewardship. 

We  move  the  adoption  of  the  report  of  the  treas- 
urer. 

Dr.  Kenneth  M.  Lewis,  Xew  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a %Tote  and  was  unanimously  carried  . . . 

Section  167 

Report  of  Reference  Committee  on  Report  of  Board 
of  Trustees 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  Your 
reference  committee  has  reviewed  the  report  of  the 
Board  of  Trustees.  It  is  fully  aware  of  the  tremen- 
dous responsibility  and  work  entailed  in  conserving 
and  disbursing  the  funds  of  the  Society.  We  feel 
that  on  the  whole  this  has  been  admirably  done. 

In  reviewing  the  Constitution  and  Bylaws,  Chap- 
ter 5,  Section  2,  under  duties  of  the  trustees,  it 
reads: 

‘‘The  Board  of  Trustees  shall  have  charge  of  all 
property  including  trust  funds  and  shall  super- 
vise the  financial  affairs  of  the  Society  and  shall 
invest  the  surplus  from  time  to  time.  The  budget 
prepared  by  the  Council  shall  be  submitted  to  the 
Board  for  its  approval,  and  all  resolutions  or 
recommendations  of  the  House  of  Delegates  or 
Council  pertaining  to  expenditures  of  money  must 
be  approved  by  the  Board  of  Trustees  before  the 
same  shall  become  effective.  The  Board  of 
Trustees  shall  make  and  execute  all  contracts  for 
the  Society.  The  fiscal  year  shall  begin  January  1 
and  end  December  31  of  each  calendar  year.” 

It  is  strenuously  urged  that  the  Board  of  Trustees 
exercise  this  prerogative  very  diligently.  We  recom- 
mend the  approval  of  the  report  of  the  Board  of 
Trustees  with  the  above  recommendation,  and  I so 
move. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  168 

Report  of  Reference  Committee  on  Report  of  the 
Finance  Committee 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  Your 
reference  committee  has  carefully  noted  the  1952 
income  and  an  anticipated  deficit  of  $52,221.00  for 
1953.  We  feel  that  the  finance  committee  has  exer- 
cised extreme  vigilance  and  exerted  every  effort  to 
conserve  funds  of  the  Society.  However,  the  de- 
mands upon  the  Society  have  been  so  great  that  the 
limited  fixed  income  has  not  been  able  to  balance 
the  elastic  expenditures.  We  recommend  the 
acceptance  of  the  report  of  the  finance  committee. 
I so  move. 

Dr.  Kenneth  M.  Lewis,  Xew  York:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  169  (See  47) 

Report  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  and  Finance:  Study  of  State 
Society  Activities 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  This 
reference  committee  had  three  resolutions  for  its 
consideration. 
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The  first  was  introduced  by  Dr.  Ben  A.Borkow,  of 
Kings  County.  This  resolution  would  authorize  the 
Board  of  Trustees  to  engage  an  efficiency  expert  to 
make  a study  of  the  activities  of  the  Medical  Society 
of  the  State  of  New  York  with  a view  to  curtailing 
and  amalgamating  such  activities  as  to  bring  them 
within  the  budget,  $10,000  to  be  appropriated  for 
this  survey. 

Your  committee  feels  that  this  expenditure  would 
not  be  justified,  as  there  are  too  many  fixed  expenses 
which  cannot  be  reduced.  Also,  the  changes  in 
administration  would  inevitably  cause  changes  in 
methods  of  administration  and  creation  of  new 
expenditures.  The  committee  feels  that  the  Board 
of  Trustees  already  has  the  authority  to  do  this  if 
they  feel  the  necessity  or  benefit.  The  committee 
recommends  disapproval  of  this  resolution,  and  I so 
move. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  170  ( See  79) 

Report  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  and  Finance:  Group  Retire- 
ment Pension  Plan  for  Employes  of  New  York  State 
and  County  Medical  Societies 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  The 
resolution  introduced  by  Dr.  Henry  E.  McGarvey, 
of  Westchester  County,  recommended  the  establish- 
ment of  a retirement  fund  for  the  employes  of  the 
State  Society. 

The  reference  committee  was  fully  in  accord  with 
such  a motion.  However,  due  to  the  number  and 
complexity  of  such  plans,  it  recommends  that  the 
president  appoint  a committee  to  study  the  various 
plans  and  report  at  the  next  meeting  of  the  House  of 
Delegates.  We  move  the  adoption  of  this  report  of 
the  reference  committee  on  this  resolution. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  the 
motion. 

Speaker  Holcomb:  Is  there  any  discussion  on 
this  recommendation  of  the  reference  committee? 

Dr.  Leo  F.  Schiff,  Trustee:  I think  it  would  be 
more  sensible  to  have  this  committee  report  to  the 
Council.  It  is  going  to  be  a big  job  for  the  House  of 
Delegates  to  handle  unless  there  is  a little  prediges- 
tion. Therefore,  Mr.  Speaker,  I move  to  amend  the 
recommendation  so  that  the  committee  will  report 
to  the  Council. 

Speaker  Holcomb  : Is  that  amendment  seconded? 

Dr.  Clarence  G.  Bandler,  New  York:  Yes,  I 
will  second  that. 

. . . There  being  no  discussion  on  the  amendment, 
it  was  put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  The  vote  will  now  be  on  the 
original  motion  as  amended.  Is  there  any  discus- 
sion? 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Am  I to  understand  then  that  a special  committee 
will  not  be  appointed,  but  that  the  matter  will  be 
referred  to  a Council  committee? 

Chorus:  No. 

Dr.  Schiff:  The  special  committee  is  to  report 
to  the  Council. 

Dr.  d’Angelo:  Then,  I will  speak  on  the  motion 
with  the  amendment.  Gentlemen,  you  are  now 
creating  a new  committee  to  carry  on  a study.  This 
committee  will  undoubtedly  need  funds  above  what 
it  would  cost  to  refer  this  to  a Council  committee. 
I am  quite  sure  that  there  is  some  council  committee 
at  present  that  could  very  well  carry  on  this  work 


without  any  extra  funds  for  the  creation  of  a new 
committee.  I,  therefore,  would  make  another 
amendment,  Mr.  Chairman,  that  this  matter  be 
referred  to  the  Council  for  study  and  report  back  to 
the  next  House  of  Delegates. 

Speaker  Holcomb:  That  is  a second  amend- 
ment. Is  that  amendment  seconded? 

Dr.  Henry  I.  Fineberg,  Queens:  I will  second  it. 

Speaker  Holcomb:  Is  there  any  discussion  on 
Dr.  d ’Angelo’s  amendment? 

Dr.  Thomas  F.  McCarthy,  Bronx:  I would  say 
that  amendment  is  directly  contrary  to  the  one  you 
just  adopted.  He  said  report  to  the  House  of  Dele- 
gates, and  you  just  amended  the  original  motion  to 
read  to  report  to  the  Council. 

Speaker  Holcomb  : Will  you  clarify  your  amend- 
ment to  meet  that  point? 

Dr.  d’Angelo:  It  would  always  report  to  the 
House  of  Delegates.  All  Council  committees  report 
to  the  House  of  Delegates  through  their  annual  re- 
ports. I am  asking  that  this  matter  be  referred  to  a 
Council  committee  which  will  eventually  report  to 
the  House  of  Delegates  in  routine  fashion  and  not 
create  a new  expenditure  by  having  a special  com- 
mittee. 

Dr.  Leo  F.  Schiff,  Trustee:  I fail  to  see  where  the 
type  of  work  this  committee  would  have  to  do,  which 
is  carried  on  mostly  by  correspondence,  would  entail 
terrific  expense.  I believe  that  it  would  be  a good 
idea  to  have  a fresh  viewpoint.  The  Council  is  a 
very  busy  body  ( laughter ) . . . 

Speaker  Holcomb:  I think  that  was  well  taken. 

Dr.  Leo  F.  Schiff:  It  was  absolutely  uninten- 
tional— with  many,  many  duties.  I really  believe  it 
best  to  retain  the  intent  of  the  original  motion  as 
amended,  which  is  there  should  be  a non-Council 
committee  appointed  to  investigate  the  matter  and 
report  to  the  Council,  and  eventually  of  course  to 
this  House  of  Delegates.  I suggest  that  we  defeat 
the  amendment  and  then  take  the  original  motion  as 
amended  for  the  reasons  given. 

Speaker  Holcomb:  If  there  are  any  more 

amendments,  no  one  in  the  room,  including  the 
Speaker,  will  know  where  we  are. 

Dr.  Henry*  E.  McGarvey,  Westchester:  Mr. 

Speaker,  all  I would  like  to  say  is  that  that  is  a 
Westchester  resolution,  and  I am  sure  I express 
their  views  when  I say  that  we  are  perfectly  satisfied 
to  have  it  referred  to  the  Council. 

Dr.  John  J.  Masterson,  Trustee:  For  the  infor- 
mation of  the  House,  this  matter  was  very  carefully 
considered  several  years  ago  by  the  Board  of  Trust  ees, 
and  they  have  all  of  the  facts  and  figures  necessary 
if  in  the  judgment  of  the  House  they  decide  to 
carry  out  this  program. 

Speaker  Holcomb  : Are  you  ready  for  the  ques- 
tion? We  will  now  vote  on  the  second  amendment 
which  was  offered  by  Dr.  d’Angelo  and  which  will 
have  this  special  committee  report  to  the  Council 
and  then  to  the  House  of  Delegates. 

Chorus:  No. 

Speaker  Holcomb  : I am  corrected  by  my  Vice- 
Speaker.  The  amendment  was  to  refer  the  matter 
directly  to  the  Council.  Is  that  straight? 

. . . The  question  was  put,  and  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Speaker  Holcomb:  Now  that  the  matter  has 
been  referred  directly  to  the  Council  for  implementa- 
tion, we  will  vote  on  the  original  recommendation  of 
the  reference  committee  as  twice  amended.  Is 
there  any  more  discussion? 

. . . The  question  was  called,  and  the  motion  as 
amended  was  put  to  a vote  and  was  carried  . . . 
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Section  171  {See  22) 

Report  of  Reference  Committee  on  Supplementary 
Report  of  Board  of  Trustees 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  The 
third  resolution  was  introduced  by  the  Council 
recommending  a raise  in  dues  of  $10.  This 
resolution  was  substituted  by  the  Board  of  Trustees 
to  read  not  to  exceed  $10. 

Your  committee  feels  after  careful  examination  of 
the  financial  report  that  an  increase  in  dues  is  the 
only  way  to  keep  the  Society  solvent.  After  careful 
study,  no  way  to  reduce  the  budget  to  make  it  con- 
form with  the  revenue  could  be  found.  Your  com- 
mittee feels  that  an  increase  of  $5.00  will  produce 
enough  income  so  that  with  continued  vigilance  and 
economy  a balanced  budget  can  be  obtained  and 
maintained.  Therefore,  we  reluctantly  recommend 
an  increase  of  $5.00  in  dues.  We  move  the  approval 
of  this  portion  of  the  report  of  the  reference  com- 
mittee. 

Dr.  McCarthy:  I second  that. 

Speaker  Holcomb:  The  resolution  recommends 
an  increase  of  $5.00  in  dues  rather  than  the  $10. 
Is  there  any  discussion  on  this  recommendation  of 
the  reference  committee,  recommending  an  increase 
of  $5.00  in  dues? 

Dr.  Leo  F.  Schiff.  Trustee:  I am  rising  to  move 
an  amendment  to  this  motion,  the  amendment  being 
to  substitute  the  word  ‘ten’’  for  the  word  “five." 

Speaker  Holcomb  : Your  original  resolution  calls 
for  a raise  of  $10.  You  can't  make  an  amend- 
ment that  would  negate  the  recommendation  of  the 
reference  committee. 

Dr.  Leo  F.  Schiff:  Will  you  ask  the  chairman  of 
the  reference  committee  to  state  the  recommenda- 
tion which  he  wishes  approved? 

Speaker  Holcomb  : Will  you  read  it  again,  please, 
Dr.  Watkins? 

Dr.  Watkins:  I will  read  it  again  because  it  is 
short. 

Speaker  Holcomb:  Slowly,  please. 

Dr.  Watkins:  The  third  resolution  was  intro- 
duced by  the  Council  recommending  a raise  in  dues 
of  $10.  This  resolution  was  substituted  by  the 
Board  of  Trustees  to  read  not  to  exceed  $10. 

Your  committee  feels  after  careful  examination  of 
the  financial  report  that  an  increase  in  dues  is  the 
only  way  to  keep  the  Society  solvent.  After  careful 
study,  no  way  to  reduce  the  budget  to  make  it  con- 
form with  the  revenue  could  lie  found.  Your  com- 
mittee feels  that  an  increase  of  $5.00  will  produce 
enough  income  so  that  with  continued  vigilance  and 
economy  a balanced  budget  can  be  obtained  and 
maintained.  Therefore,  we  reluctantly  recommend 
an  increase  of  $5.00  in  dues.  We  move  the  approval 
of  this  portion  of  the  report  of  the  reference  commit- 
tee. 

Dr.  Leo  F.  Schiff:  Mr.  Speaker,  do  you  agree 
that  I was  correct  in  offering  an  amendment  to  make 
it  $10,  instead  of  $5.00? 

Speaker  Holcomb  : You  want  to  move  it  back  to 

$10. 

Dr.  Leo  F.  Schiff:  I am  moving  nothing.  I am 
attempting  to  substitute  for  the  motion  by  the  refer- 
ence committee  to  raise  the  dues  $5.00  a motion  to 
raise  them  $10. 

Speaker  Holcomb:  That  is  a motion  to  amend? 

Dr.  Leo  F.  Schiff:  Yes.  that  is  a motion  to 
amend. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Chas.  Gordon  Heyd,  Past-President:  I will 
second  it. 


Dr.  Leo  F.  Schiff:  May  I speak  on  this? 

Speaker  Holcomb  : Certainly. 

Dr.  Leo  F.  Schiff:  I just  want  to  say  this, 
gentlemen:  We  are  already  in  the  hole,  in  the  red. 
We  have  this  year  voted  expenditures  which  will  put 
us  still  more  deeply  in  the  red.  despite  the  screening 
of  all  motions  which  involve  the  expenditure  of 
money.  In  addition  to  that  we  have  not  for,  I have 
forgotten  how  many  years  but  quite  a few.  added 
one  penny  to  our  investment  funds.  It  is  about 
time  we  looked  forward.  It  is  not  a hard  matter  to 
swallow  a $10  increase  rather  than  a $5.00  in- 
crease. I would  suggest  that  we  now  raise  the  dues 
where  they  won’t  have  to  be  boosted  up  again  after 
another  year  or  two.  Consider  also  the  fact  that  we 
are  still  in  an  era  of  rising  salaries  and  rising  costs 
and  that  we  are  just  about  to  increase  the  space  of 
the  Medical  Society’s  headquarters.  That  repre- 
sents quite  an  increased  cost,  and  there  are  any  num- 
ber of  other  things  we  have  to  face,  so  it  won’t  be 
much  harder  to  take  a $10  increase  now  than  a 
$3.00.  Therefore,  let  us  take  the  $10  and  get  it 
over  with  for  quite  a while. 

Speaker  Holcomb:  Is  there  any  more  discussion 
on  the  amendment? 

Dr.  William  B.  Raw  ls,  Sew  York:  Mr.  Speaker 
and  members  of  the  House.  Dr.  Schiff  says  it  will 
not  be  any  more  difficult  to  raise  the  dues  $10  than 
$5.00.  Dr.  Schiff  does  not  come  from  the  county 
society  that  I come  from,  or  he  would  find  out  dif- 
ferently. 

We  have  exactly  the  same  problem  in  our  county 
society  that  the  State  Society  has.  We  need  to 
raise  our  own  dues  in  order  to  meet  our  own  prob- 
lems of  financing.  We  cannot  raise  our  dues  $10 
for  the  State  Society,  and  then  raise  them  again  for 
our  own  county  society.  We  have  7.000  members, 
and  I can  tell  you  it  is  quite  a problem. 

I am  fully  sympathetic  with  the  problems  of  the 
State  Society  because  we  have  them  ourselves,  and 
we  know  exactly  the  position  they  are  in.  but  I do 
say  that  we  must  raise  them  what  we  have  to.  and  no 
more,  because  we  have  to  consider  our  own  problems 
as  well  in  the  county  society.  Therefore.  I am 
opposed  to  the  $10  increase  and  want  to  speak  in 
support  of  the  reference  committee’s  recommenda- 
tion of  increasing  the  dues  $5.00. 

Speaker  Holcomb:  Thank  you.  Dr.  Rawls. 

Dr.  Thomas  F.  McCarthy.  Bronx:  I was  a mem- 
ber of  the  reference  committee,  so  I think  I can  Yen- 
well  defend  our  report.  The  raise  of  the  dues  from 
$5.00  to  $10  and  so  forth,  is  just  part  of  the  broad 
financial  problem  of  the  State  Society.  If  you  read 
the  report  of  the  finances,  which  I doubt  that  90  per 
cent  of  you  do.  you  will  see  a very,  very  contradic- 
tory statement.  In  the  report  the  treasurer  gives 
you  the  impression  that  the  Medical  Society  of  the 
State  of  New  York  is  in  a deplorable  financial  condi- 
tion: from  1946  to  1952  you  have  a deficit  of  $74.- 
775.65.  You  then  turn  to  the  report  of  the  Trustees 
of  the  Medical  Society  of  the  State  of  New  York,  and 
between  1944  and  1952  the  investment  funds  of  the 
Medical  Society  of  the  State  of  New  York  increased 
$251,000.  I have  not  had  the  answer  yet  from  the 
trustees  or  the  treasurer.  If  you  can  show  me  a 
business  organization  that  from  one  pocket  can  have 
a hole  that  lets  out  $75,000  and  in  the  other  pocket 
accumulates  $251,000  in  virtually  the  same  period  of 
time,  there  is  something  very  contradictory  in  that. 

Now  I went  along  with  the  committee  and  I voted 
the  $5.00  increase  because  I feel,  as  I called  your 
attention  to  it  when  you  voted  $25,000  this  afternoon 
to  the  American  Medical  Education  Foundation 
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without  thinking  very  much  about  it,  you  then  voted 
away  one  dollar  out  of  that  five  dollars  in  just  that 
one  vote  this  afternoon.  I called  it  to  your  attention 
at  the  time  for  that  reason,  but  you  voted  to  turn 
over  $25,000  to  the  American  Medical  Education 
Foundation  just  the  same.  This  will  raise  for  the 
State  Society  we  estimate  about  $ 1 10,000  to$115,000. 
If  you  vote  the  $10  increase,  you  will  increase  it 
by  $230,000,  and  no  matter  how  we  figured  it  out 
this  would  give  them,  even  if  they  paid  off  all  of  this 
paper  debt  in  one  year,  a surplus  of  $80,000  for  next 
year  over  and  above  what  they  need. 

To  me,  if  you  waited  eight  years  before  you  paid 
off  this  deficit,  I don’t  see  why  you  should  want  to 
pay  it  off  all  in  one  year. 

I agree  we  have  this  problem  in  the  metropolitan 
areas  on  the  dues  of  our  local  county  societies,  and 
you  may  say,  “Well,  $10  or  $5.00  does  not  make 
any  difference,”  but  it  is  my  feeling  it  does.  Two 
years  ago  I was  on  a committee  of  the  Treasurer  and 
Finance  Committee  that  voted  a $5.00  raise;  two 
years  later  I am  on  another  committee  that  is  going 
to  do  the  same  thing.  I think  if  you  will  give  them  a 
surplus  of  $80,000,  somebody  is  going  to  find  some 
way  to  spend  it  within  the  next  two  years,  and  you 
will  be  back  again  for  another  raise  then.  So  I 
would  oppose  this  amendment.  I think  we  will 
have  to  go  along  and  allow  them  the  $5.00,  but  I am 
very  violently  opposed  to  the  $10  raise  in  dues. 
I feel  if  the  members  here  would  study  the  financial 
report  you  would  realize  that  actually  this  little  item 
of  investments  is  carried  at  cost,  which  is  also  a little 
deceptive,  because  the  actual  market  value  of  your 
surplus  fund  is  now  $675,000  as  of  December  31, 
1952. 

I feel  too  that  we  should  call  on  the  trustees — this 
is  rather  broad,  but  I think  it  is  part  of  the  suggested 
raise  of  $10  in  dues— to  account  for  what  their 
intentions  are  with  this  investment  fund  of  $600,000 
or  $700,000.  There  should  be  some  answers  forth- 
coming from  them.  Should  there  be  a ceiling  on 
how  much  of  an  investment  fund  this  Society  will 
accumulate?  Should  we  use  any  of  the  income  for 
other  purposes  than  adding  to  the  investment  fund? 
All  of  these  things  I think  the  members  should  think 
of  very  seriously  before  they  vote  on  this  amendment 
to  change  it  from  $5.00  to  $10. 

Dr.  Kenneth  M.  Lewis,  New  York:  I might  say 
as  a member  of  this  reference  committee  that  we 
spent  two  hours  yesterday  afternoon  and  three  hours 
this  morning  interviewing  the  treasurer  and  the 
trustees,  many  of  them,  and  everything  that  Dr. 
McCarthy  has  just  said  impressed  us  a great  deal. 

There  is  no  question  about  it  at  all,  a $10  raise  is 
going  to  mean  an  increase  of  income  for  the  Society  of 
$230,000,  and  frankly  and  seriously  and  sincerely  in 
the  opinion  of  your  reference  committee  the  Society 
does  not  need  that  much  increase.  That  is  an  awful 
lot  of  money.  We  figured  that  with  the  $5.00  raise 
they  could  wipe  out  their  debt  in  this  coming  year, 
and  in  the  years  following  that  they  still  would  have 
an  increased  income  of  about  $115,000  a year. 

We  were  all  impressed,  as  has  been  brought  out  in 
the  report  of  the  Board  of  Trustees,  which  I think 
the  delegates  ought  to  know,  that  simply  because  in 
the  House  of  Delegates  money  is  appropriated  or 
because  the  Council  recommends  that  money  be 
spent  it  does  not  mean  that  it  has  to  be  spent  at  all. 
It  means  that  it  is  up  to  the  Board  of  Trustees  to 
decide  whether  they  have  the  funds  to  spend  it  or 
whether  they  want  to  spend  it.  The  Board  of 
Trustees  are  the  watchdogs  of  our  funds  in  this 
organization,  and  I am  very  strenuously  opposed  as 


is  every  other  member  of  this  committee  to  any 
raise  of  $10.  We  think  $5.00  is  plenty,  and  we 
think  the  job  can  be  done,  provided  the  Board  of 
Trustees  carefully  watches  where  the  money  goes. 

Dr.  Solomon  Schussheim,  Kings:  As  the  fourth 
representative  of  the  metropolitan  area  I want  to 
talk  about  the  forgotten  man,  the  plain  ordinary 
member  of  our  county  medical  society,  and  not  as  a 
financier  who  is  discussing  the  problem  of  a half 
million  dollar  income  expenditures,  and  what  we 
hope  to  gain  next  year. 

The  rank  and  file  want  to  know  why  they  are  going 
to  be  taxed  again,  and  what  for.  They  say  to  us — 
and  I am  sure  that  most  of  you  hear  the  same  thing — 
“What  does  the  State  Medical  Society  do  for  us  at 
the  expense  of  $20  per  year?”  They  again  say,  “An 
added  $10?  What  for?”  and  after  we  try  to  tell 
them  about  $500,000  expenses  and  $123,000  for  this, 
$35, 000-odd  for  that,  they  say,  “So  what?” 

What  is  going  to  happen?  The  men  are  going  to 
refuse  to  pay  that,  and  we  will  find  ourselves  instead 
of  receiving  an  extra  stipend  from  each  man  that  we 
won’t  even  get  the  $20  that  we  have  been  getting  for 
the  State  Medical  Society  for  the  past  number  of 
years. 

As  a token  of  a $5.00  additional  assessment,  we 
may  be  able  to  pry  it  out  of  them,  tickle  them  into 
paying  it.  Be  careful,  gentlemen.  Ten  dollars  is  a 
lot  of  money  to  some  of  these  men.  A five-dollar 
bill  may  go  over  much  easier,  and  you  may  be  able 
to  sell  them  a bill  of  goods  on  that.  They  don’t 
understand  what  is  going  on,  most  of  them  don’t 
understand  and  they  don’t  want  to  understand,  but  a 
five-dollar  bill  may  appease  their  conscience  and 
mine. 

Speaker  Holcomb:  The  Chair  announces  there 
are  four  or  five  men  that  have  asked  to  be  recog- 
nized, and  we  will  recognize  them  as  they  have 
arisen.  Dr.  Anderson,  of  Kings,  will  now  speak  on 
the  amendment.  Are  you  speaking  for  or  against 
the  $10,  which? 

Dr.  George  E.  Anderson,  Kings:  I am  speaking 
against  the  amendment. 

Speaker  Holcomb:  All  right. 

Dr.  Anderson:  The  gentlemen  in  this  House 
must  realize  we  are  in  a different  era  now  than  we 
have  been.  We  are  not  presently  in  the  era  of  deficit 
spending,  and  we  should  be  taking  account  of  things, 
how  monies  are  being  spent,  or  at  least  give  the 
impression  that  we  are  trying  to.  I should  hate  to  go 
back  to  my  contingent  and  say  that  when  an  oppor- 
tunity was  offered  to  accept  the  $5.00  assessment,  we 
insisted  on  spending  $10  of  their  money. 

I feel  we  want  to  build  up  membership  in  the 
American  Medical  Association,  and  certainly  in  our 
town  we  cannot  afford  to  have  them  drop  by  the 
wayside.  It  seems  to  me  if  we  take  account  of 
expenditures,  and  if  necessary  spend  some  of  that 
interest  we  receive  from  bonds,  stocks,  etc.,  to  meet 
this  situation,  we  can  nicely  manage  it;  and  if  not, 
we  can  come  back  another  time  for  more.  But  for 
heaven’s  sake  let  us  not  give  the  impression  that  we 
carelessly  agreed  to  demand  more  dues  than  were 
necessary  from  our  members. 

Speaker  Holcomb:  No  one  has  spoke  in  favor  of 
this  resolution. 

Dr.  Samuel  Z.  Freedman,  New  York:  I will  yield 
if  there  is  anybody  in  favor  of  it. 

Speaker  Holcomb:  The  Chair  wishes  to  be 

impartial.  Dr.  Freedman  has  said  he  would  yield 
to  anybody  that  wishes  to  speak  in  favor  of  the 
amendment. 

Dr.  Dan  Mellen,  Trustee:  To  be  sure  we  have 
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some  monies  set  aside,  a backlog,  and  it  is  a good 
thing  to  have.  We  may  want  to  use  that  money  for 
perhaps  a building,  or  there  may  be  a pension  fund, 
in  fact  there  probably  will  be.  If  we  could  iucrease 
our  dues  by  $5.00  at  this  time,  it  would  get  us  out  of 
our  present  debt  and  give  us  a chance  to  start  anew ; 
yet  we  would  have  considerable  money  left,  which  I 
am  sure  we  will  use  at  some  time.  I hope  this  House 
will  feel  it  can  approve  of  the  $5.00. 

Dr.  Leo  F.  Schiff:  May  I speak? 

Chorus:  Question! 

Dr.  Freedman:  If  you  will  take  the  question,  I 
will  yield,  but  if  you  have  other  speakers,  I am 
afraid  I will  have  to  exercise  my  rights. 

Dr.  Schiff:  I want  to  withdraw  my  amendment. 

Speaker  Holcomb  : Dr.  Schiff  wishes  to  withdraw 
his  amendment. 

Does  Dr.  Heyd  withdraw  his  second? 

Dr.  Heyd:  Yes. 

Speaker  Holcomb:  Those  in  favor  of  allowing 
Dr.  Schiff  to  withdraw  his  amendment  say  “aye,” 
contrary  “no.”  The  amendment  is  withdrawn. 

We  will  now  vote  on  the  original  recommendation 
of  the  reference  committee  in  which  they  state  they 
reluctantly  recommend  an  increase  of  $5.00  in  dues. 

Dr.  David  Fertig,  Westchester:  Mr.  Speaker, 
with  due  respect  to  the  various  people  who  have 
spoken,  we  in  Westchester  feel  very  strongly  that 
you  get  what  you  pay  for.  We  have  heard  a great 
deal  here  about  what  members  would  like  to  have 
the  State  Medical  Society  do,  and  in  most  instances 
we  are  heartily  in  accord  with  the  projects  presented 
for  implementation  by  the  State  Medical  Society. 
We  feel  that  it  gets  to  be  awfully  small  potatoes 
when  you  have  to  fight  about  a $5.00  or  $10  raise. 
We  feel  that  the  State  Medical  Society  should  be 
above  and  beyond  being  concerned  about  small  sums 
of  money  to  carry  on  projects  of  such  extreme  impor- 
tance to  all  of  the  doctors;  and  with  due  respect  to 
those  small  and  large  counties  who  are  having 
problems  in  raising  their  own  county  dues  we  feel 
that  they  are  their  own  enemies  in  not  putting  over 
their  own  programs.  We  feel  in  Westchester  we 
have  a right  to  say  those  things,  and  we  are  strongly 
in  favor  of  providing  the  funds  for  the  State  Medi- 
cal Society  to  carry  out  these  projects. 

Speaker  Holcomb  : Are  you  ready  for  the  ques- 
tion? 

Dr.  Andrew  A.  Eggston,  President-Elect:  Mr. 
Speaker,  I don’t  worry  you  people  with  a lot  of  talk. 
I am  a simple  person.  I don’t  like  to  spend  money; 
in  fact,  I don’t  have  it  to  spend.  But  in  West- 
chester we  have  found  just  what  Dr.  Fertig  said,  you 
get  just  exactly  what  you  pay  for,  and  no  more.  If 
you  give  the  membership  service,  and  attention,  and 
good  sound  judgment,  they  don’t  mind  whether  it  is 
$5.00  or  $10. 

For  the  second  largest  medical  society  in  the  world 
to  vote  a measly  $5.00  raise,  with  all  of  the  expenses 
we  have,  and  when  if  you  were  on  the  Executive 
Committee  or  the  Office  Administration  and  Policies 
Committee  you  realized  a lot  of  the  people  that  work 
for  the  Society  are  underpaid,  I tell  you  right  now  it 
is  sort  of  a sad  state  of  affairs  when  people  in  our 
positions  cannot  afford  to  put  our  own  household  in 
order  so  we  can  take  care  of  our  employes  in  the 
right  way  and  give  the  members  of  the  Society  just 
what  they  want. 

Don’t  misunderstand  me.  I am  not  going  to  be  a 
spendthrift  this  year,  and  I am  going  to  husband 
every  dime  you  have.  Even  if  I tried  to  do  other- 
wise, I could  not  do  it  anyway.  I do  think  in  our 
position  in  life  compared  to  other  people  in  other 


vocations  we  pay  doggone  little  for  our  protection. 
We  pay  peanuts  compared  to  other  people  in  labor, 
etc.  I certainly  would  feel  like  we  are  cheapening 
ourselves  if  we  do  not  carry  on  the  program  that  is 
voted  by  tlus  House.  Of  course  the  amendment  has 
been  withdrawn,  but  if  we  had  a $10  raise,  we 
could  earmark  $5.00  of  it  for  our  own  home.  We 
certainly  do  need  a home.  When  you  go  to  Queens 
and  Brooklyn  and  see  what  they  have  there,  and 
then  you  see  how  we  live  in  the  State  Society,  the 
second  largest  state  society,  and  you  go  to  the 
Academy  and  you  see  what  they  have  there,  I just 
want  to  put  that  out  as  a feeling  deep  from  my 
heart. 

Speaker  Holcomb:  Thank  you,  Dr.  Eggston. 

The  Chair  recognizes  Dr.  Reuling  of  the  Board  of 
Trustees.  We  have  heard  a great  many  arguments 
against  the  $10  increase,  but  we  have  heard  very 
few  in  favor  of  it,  so  the  Chair  would  like  to  be 
impartial. 

Dr.  McCarthy:  The  recommendation  on  the 
floor  is  the  $5.00  increase. 

Dr.  James  R.  Reuling,  Trustee:  Mr.  Speaker 
and  gentlemen,  I am  only  arising  to  make  sure  that 
the  record  is  straight.  It  was  stated  that  the  Board 
of  Trustees  recommended  an  increase  of  $10. 
That  is  not  correct.  The  Council  of  the  State 
Medical  Society  passed  a motion  that  the  dues  be 
increased  to  $10  and  that  it  be  referred  to  the 
Board  of  Trustees.  The  Board  of  Trustees  took  no 
action  on  that.  It  is  up  to  this  House  to  decide 
that.  The  Board  of  Trustees  did  not  recommend  a 
$10  increase  in  dues.  They  did  not  recommend 
anything.  They  sent  you  all  a summary  of  the  way 
tilings  have  been  increased.  That  was  the  only 
communication  from  the  Board  of  Trustees. 

Speaker  Holcomb  : Thank  you,  Dr.  Reuling. 

Are  you  ready  for  the  vote? 

Dr.  Joseph  A.  Geis,  Councillor:  Mr.  Speaker, 
two  years  ago  we  came  before  the  House  to  request  a 
raise  of  $5.00  in  dues.  At  that  time  I made  the 
statement  that  it  should  be  made  $10  because 
within  two  years  we  would  be  back  for  another  $5.00. 
Well,  we  are  back  for  it. 

Now,  is  it  easier  to  go  before  your  members  and 
ask  for  $10  in  one  lump  sum  than  to  come  back 
every  other  year  for  a $5.00  raise?  I can  assure  you 
gentlemen  that  if  we  continue  the  way  we  are  going 
now,  we  are  going  to  be  back  within  two  years  for 
another  $5.00  raise. 

The  question  has  been  brought  up  of  an  increased 
expenditure  this  year  of  S25,OO0.  I have  specifically 
watched  the  appropriations  this  year,  and  the  in- 
crease, aside  from  that  donation  to  the  American 
Medical  Education  Fund  that  has  already  been  ap- 
proved, amounts  to  over  $30,000  in  the  resolutions 
that  have  been  passed  here  in  the  last  two  days. 

Speaker  Holcomb:  Is  the  House  ready  for  the 
vote  on  the  recommendation  of  the  reference  com- 
mittee calling  for  an  increase  of  $5.00  in  dues? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Speaker  Holcomb:  Dr.  Watkins  has  another 
resolution.  The  House  will  please  come  to  order. 

Section  172 

Report  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  and  Finance  Committee: 
Change  in  Bylaws 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  This 
resolution  is  introduced  by  the  committee  in  regard 
to  changing  the  Bylaws: 
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“Whereas,  the  Board  of  Trustees  are  the 
financial  officers  of  the  Society  and  legally  and 
morally  responsible  for  all  the  funds  of  the  Society; 
therefore  be  it 

“Resolved,  that  Chapter  4,  Section  1-A,  of  the 
Bylaws  under  duties  of  the  Council  which  reads,  ‘It 
shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees’  be  deleted;  and  be  it  fur- 
ther 

“Resolved,  that  Chapter  5,  Section  2,  under 
duties  of  the  Trustees  which  reads  ‘The  budget  pre- 
pared by  the  Council  shall  be  submitted  to  the 
Board  for  its  approval’  be  deleted  and  be  replaced 
by  the  following  phrase:  ‘The  budget  shall  be 
prepared  by  the  Board  of  Trustees.’  ” 

Speaker  Holcomb  : This  resolution  is  referred  to 
the  Special  Committee  on  Constitution  and  Bylaws 
for  action  next  year. 

Dr.  Watkins:  I move  the  approval  of  the  report 
as  a whole,  as  amended. 

Dr.  Kenneth  M.  Lewis,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Watkins:  May  I thank  the  members  of  my 
committee,  Drs.  Thomas  F.  McCarthy,  Kenneth  M. 
Lewis,  Kenneth  F.  Bott,  and  It.  Edward  Delbridge, 
for  their  cooperation.  (Applause) 

Vice-Speaker  Williams:  I understand  that  Dr. 
Reuling  has  a motion  he  would  like  to  introduce  at 
this  time. 

Section  173 

Procedure  to  Be  Followed  on  Election  of  A.M.A. 
Delegates 

Dr.  James  R.  Reuling,  Trustee:  Mr.  Speaker 
and  gentlemen  of  the  House,  the  Council  in  March 
was  faced  with  an  emergency  decision  regarding 
certification  of  delegates  to  the  special  meeting  of 
the  House  of  Delegates  of  the  American  Medical 
Association  in  Washington. 

That  emergency  was  met  by  a decision  which  was 
accepted  by  the  Credentials  Committee  of  the 
American  Medical  Association  in  Washington. 

The  Constitution  of  the  Medical  Society  of  the 
State  of  New  York,  page  16,  Chapter  III,  Section  7, 
states : 

“The  delegates  to  the  American  Medical  As- 
sociation shall  be  elected  in  the  calendar  year  preced- 
ing the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  to  which  they  are 
elected  and  in  accordance  with  the  constitution  and 
bylaws  of  that  body  (the  American  Medical  Associa- 
tion) for  a term  of  two  years.” 

The  bylaws  of  the  American  Medical  Association, 
Division  3,  Chapter  IX,  House  of  Delegates,  Section 
1,  state: 

“(A)  Qualifications. — In  order  to  be  eligible  for 
membership  in  the  House  of  Delegates,  a physician 
must  have  been  an  Active  or  Service  Member  of 
the  American  Medical  Association  for  at  least  the 
two  years  immediately  preceding  the  session  of 
the  House  in  which  he  is  to  serve. 

“(B)  Term. — (1)  Delegates  and  alternates  from 
constituent  associations,  sections,  the  United 
States  Army,  the  United  States  Navy,  the  United 
States  Air  Force,  the  United  States  Public  Health 
Service,  and  the  Veterans  Administration  shall  be 
selected  for  two  year  terms,  and  shall  assume  office 
on  January  1 of  the  year  succeeding  their  selection. 
Constituent  associations  entitled  to  more  than  one 


representative  shall  select  them  so  that  one-half  the 

number,  as  near  as  may  be,  are  selected  each  year." 

That  much  for  background.  In  order  to  conform 
to  our  Bylaws  as  well  as  the  bylaws  of  the  American 
Medical  Association,  I would  propose  that  this 
House  adopt  without  reference  the  following  motion: 

That  the  Delegates  to  the  December,  1953,  meet- 
ing of  the  House  of  Delegates  of  the  American  Medi- 
cal Association  be  the  first  nine  names  of  the  1952- 
1953  class  and  the  first  eight  names  of  the  1953-1954 
class — that,  gentlemen,  because  we  are  now  allowed 
17  delegates.  We  used  to  be  allowed  23. 

I would  further  move  that  tomorrow  upon  the 
election  of  delegates  to  the  American  Medical  As- 
sociation for  the  1954-1955  session  that  ten  delegates 
be  elected  with  the  understanding  that  the  secretary 
be  empowered  to  add  or  delete  after  the  apportion- 
ment is  received  from  the  American  Medical  Associa- 
tion on  January  1,  1954,  if  necessary,  to  keep  the  two 
lists  equal  as  indicated  by  the  Bylaws  quoted. 

I move,  sir,  the  adoption  of  that  motion. 

Vice-Speaker  Williams:  Dr.  Reuling,  do  you 
want  to  act  on  this  as  a whole  or  do  you  want  to 
break  it  into  three  parts? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  that, 
Mr.  Speaker. 

Chorus:  Act  on  it  as  a whole. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  174  (See  23) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Legislation 

Dr.  Charles  W Mueller,  First  District  Branch: 
The  reference  committee  on  the  Report  of  the 
Council,  Part  IX,  concerned  with  legislation,  has 
carefully  reviewed  the  published  report  of  the  chair- 
man of  the  Council  Committee  on  Legislation  as  it 
appears  in  the  annual  report  and  also  the  supplemen- 
tary report,  copies  of  which  appear  on  the  table 
before  you. 

Of  the  many  objectives  attained  by  the  legislation 
committee,  the  most  outstanding  this  year  was  the 
defeat  of  the  amended  Seelye-Morgan  Bill,  which 
would  have  licensed  chiropractors.  This  was 
brought  about  by  the  concerted  effort  and  teamwork 
of  our  entire  Society. 

All  the  bills  mandated  by  the  1952  House  of  Dele- 
gates were  introduced  into  the  Legislature,  but  none 
of  them  succeeded  in  being  advanced  out  of  commit- 
tee in  either  house. 

During  the  year  the  legislation  comittee  made  a 
determined  effort  to  bring  its  work  into  closer 
unanimity  on  the  State,  the  local  level,  and  by  the 
Albany  office,  thus  enhancing  the  legislation  prestige 
throughout  our  State.  It  is  noteworthy  that  the 
chairman,  together  with  our  president  and  secretary, 
came  into  closer  and  formal  contact  with  high 
officials  of  our  State  administration  and  with  the 
legislation  leaders,  which  materially  enhanced  our 
position. 

There  has  been  established  a better  cooperation 
between  the  State  Departments  of  Education  and 
Health,  the  Board  of  Regents,  the  Joint  Hospital 
Planning  and  Survey  Commission,  as  well  as  the 
Governor’s  office. 

Your  reference  committee  finds  that  the  chairman, 
Dr.  Kenney,  and  his  legislation  committee  has  spent 
considerable  time,  much  in  personal  finance,  in  self- 
sacrifice  from  busy  medical  practice,  and  untiring 
effort,  to  bring  about  the  results  so  effected.  The 
Council  may  consider  the  wisdom  of  an  honorarium 
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to  the  chairman.  We  must  pay  a special  tribute  to 
his  very  commendable  work.  It  is  greatly  appreci- 
ated by  every  officer  and  member  of  this  Society. 
We  recommend  that  the  delegates  express  themselves 
in  a sincere  vote  of  thanks. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Samuel  Saxes,  Erie:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  175  ( See  44) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Inclusion  of  Nervous  and  Mental  Dis- 
orders in  Medical  Practice  Act 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  Irving 
J.  Sands,  from  Kings,  concluding  with  the  resolution: 
“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  petition 
the  New  York  State  Legislature  to  amend  the 
Medical  Practice  Act  to  include  nervous  and 
mental  disorders  as  a part  of  the  duties  and 
responsibilities  of  duly  licensed  medical  practi- 
tioners: and  be  it  further 

“Resolved,  that  a copy  of  this  resolution  be  sent 
to  each  member  of  the  Legislature  and  to  the 
Governor  of  the  State  of  New  York.” 

After  extensive  study  by  the  committee,  the  sub- 
ject matter  is  of  great  importance  and  warrants  fur- 
ther study  by  the  Council  of  the  Society. 

I move  adoption  of  this  part  of  the  report. 

Dr.  Samuel  B.  Burk,  .Veto  York:  I second  the 
motion. 

Dr.  Irving  J.  Sands,  Kings:  I have  to  apologize 
for  discussing  this  at  this  late  hour,  but  I would  be 
derelict  in  my  duties  if  I did  not.  I will  give  you  a 
summary  of  the  entire  situation  because  it  involves 
1.100  members  of  our  Society,  and  I was  asked  by 
several  organizations,  including  the  .American  Psy- 
chiatric .Association,  the  Brooklyn  Psychiatric 
Association,  New  York  Society  for  Clinical  Psychia- 
try, the  Nassau  County  Society  for  Neurolog}'  and 
Psychiatry,  and  Dr.  Ivottler  has  about  a dozen  more. 
Let  me  give  you  this  brief  summary  of  what  we  are 
dealing  with. 

Since  the  end  of  World  War  I psychiatry  has  made 
great  progress,  as  you  know.  Moreover,  in  the 
establishment  of  various  psychiatric  clinics,  child 
guidance  centers,  and  what  have  you,  it  was  neces- 
sary to  have  adjuvant  workers  with  us  just  as  you 
internists  have  to  have  technicians  do  your  blood 
counts  or  you  have  to  do  it  yourself,  so  we  had  so- 
called  psychologists.  The  result  has  been  this: 
After  World  War  II  we  found  that  these  so-called 
psychologists  have  organized  to  treat  nervous  and 
mental  disease.  Furthermore,  we  found  not  only 
these  people  but  any  other  group  of  people  may  prac- 
tice, may  treat  nervous  and  mentally  sick  people. 
If  you  question  that,  look  at  your  Classified  Tele- 
phone Director}-,  and  you  will  see  them  in  there, 
psychologists  each  one  claiming  he  can  treat  nervous- 
ness, restlessness,  and  what  have  you. 

There  has  also  been  this:  In  1950  these  psycholo- 
gists organized  and  were  able  in  fact  to  get  the 
Legislature  to  pass  a bill  certifying  them.  For- 
tunately, Governor  Dewey  vetoed  that  bill.  Last 
February  Senator  Millemoe  and  Assemblyman 
Waters  introduced  a bill  saying  . . . 

Vice-Speaker  Williams:  Dr.  Sands,  may  I 

interrupt  you  to  ask,  do  you  feel  that  this  discussion 
is  pertinent  to  the  pending  motion  The  recom- 
mendation of  the  reference  committee  is  that  we 


refer  this  to  the  Council  for  further  study.  It  surely 
looks  as  though  it  needs  further  study  from  all  of  the 
evidence  you  are  bringing  out.  Do  you  feel  it  is 
pertinent? 

Dr.  Sands:  It  is  pertinent. 

Vice-Speaker  Williams:  All  right,  you  have  the 
floor. 

Dr.  Sands:  Because  if  we  don’t  do  that  this  year, 
the  coming  year  of  the  Legislature  a bill  will  be  intro- 
duced certifying  the  psychologists,  and  they  will  be 
allowed  to  treat  nervous  and  mental  disorders  and 
not  we.  because  here  is  your  Medical  Practice  Act 
about  which  you  speak.  Let  me  read  this: 

“A  person  practicing  medicine  within  the  mean- 
ing of  this  article  is  he  who  holds  himself  out  as 
being  able  to  diagnose,  treat,  operate,  or  prescribe 
for  any  human  disease,  pain,  injur}',  deformity,  or 
physical  condition,  and  who  shall  either  offer  or 
undertake  by  any  means  or  method  to  diagnose, 
treat,  operate,  or  prescribe  for  any  human  disease, 
pain,  injury,  deformity,  or  physical  condition.” 
Nothing  is  said  about  nervous  and  mental  diseases. 
For  this  reason  no  district  attorney  has  been  able  to 
prosecute  these  people,  and  if  we  don't  petition  the 
legislature  to  add  nervous  and  mental  disorders, 
these  psychologists  will  have  their  bill  passed.  They 
will  be  the  ones  who  will  be  licensed  to  practice  and 
not  you  or  I. 

For  this  reason  the  various  psychiatric  groups  have 
asked  me  please  to  present  this.  We  have  had 
changes  in  the  Council.  Last  year  we  had  appear 
before  the  reference  committee,  headed  by  Dr.  Ezra 
Wolff,  Dr.  Sam  Parker,  director  of  psychiatry  at 
Bellevue,  and  Dr.  Morris  Herman,  president  of  the 
New  York  Society  for  Clinical  Psychiatry,  and  I beg 
you  not  to  postpone  it  again.  Please  don’t,  because 
we  are  not  going  to  have  time  when  the  next  Legisla- 
ture is  in  session. 

Dr.  Samuel  B.  Burk.  Xew  York:  I want  to  say 
that  the  members  of  the  reference  committee  who 
participated  in  the  preparation  of  this  report  felt 
that  this  matter  is  so  extensive,  as  our  Speaker  has 
recognized,  that  further  steps  in  connection  with  it 
should  be  consummated.  What  may  be  desired  by 
Dr.  Sands  can  be  taken  up  after  the  matter  has  been 
discussed  and  started  and  then  sent  to  us  for  further 
action. 

Vice-Speaker  Williams:  It  is  quite  evident  that 
the  doctor’s  views  have  been  spread  upon  the  record. 
Is  there  further  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 


Section  176  {See  61) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Change  in  Medical  Practice  Act 

Dr.  Charles  W.  Mueller.  First  District  branch: 
The  next  resolution  also  involves  a change  in  the 
Medical  Practice  Act. 

Referring  to  the  resolution  presented  by  Dr. 
Samuel  Z.  Freedman,  from  New  York,  containing 
three  whereas's  concluding  then  with  the  resolution: 
“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  approving  an  amend- 
ment to  the  Medical  Practice  Act  of  the  State  of 
New  York  to  specifically  state  that  the  diagnosis 
and  treatment  of  mental  disorders  is  part  of  the 
practice  of  medicine.” 

This  resolution  refers  to  the  same  subject  matter 
as  the  resolution  introduced  by  Dr.  Sands,  which  you 
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have  just  acted  upon;  therefore,  it  too  warrants 
future  study  by  the  Council  of  this  Society. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Williams:  Without  objection,  the 
Chair  will  rule  no  further  discussion  is  necessary  as 
it  would  be  identical  with  that  already  had  on  the 
previous  recommendation. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  177  (See  29) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Policy  for  Legislative  Action 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  James 
A.  Lynch,  from  the  Bronx,  concluding  with  the 
resolution: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  adopt  a vigorous  and  energetic 
policy  of  positive  action  in  furthering  the  passage 
of  bills  which  are  mandated  by  the  House  of  Dele- 
gates,” 

after  due  consideration  the  reference  committee  ap- 
proves this  resolution,  but  recommends  that  the 
delegates  hereafter  carefully  consider  the  interpreta- 
tion of  the  wording  “mandate.” 

I move  the  adoption  of  this  part  of  the  report  . 
Dr.  E.  Kenneth  Horton,  Nassau:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  178  ( See  54) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Hospital  Practice  of  Medicine 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  Louis 
Berger  from  Kings,  containing  two  whereas’s  and 
concluding  with  the  resolution: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  reintroduction  of  the 
Friedman  Bill  (Senate  Intro.  122, 1953)  at  the  1954 
session  of  the  Legislature  of  the  State  of  New 
York;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
bill,” 

the  reference  committee  has  studied  and  has  ap- 
proved this  resolution  as  did  the  reference  committee 
of  1952. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 
Vice-Speaker  Williams:  Is  there  discussion? 
Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
The  words  “actively  work  for”  are  going  to  be  very 
confusing.  You  adopted  today  a report  by  Dr. 
Ezra  Wolff  in  which  he  suggested  and  asked  that  our 
representatives  in  Albany  and  our  own  legislation 
committee  be  given  a certain  amount  of  leeway  in 
actively  working  for  particular  bills.  Now  you 
suddenly  come  across  tonight  and  practically  man- 
date your  legislative  representatives  to  work  actively 
for  this.  This  afternoon  you  made  it  here  more  or 
less  a question  of  expediency  to  our  legislative 
representatives  to  do  it  or  not,  and  now  you  go 
ahead  and  mandate  it.  I think  we  are  working  at 
diametrically  opposite  ends. 

Vice-Speaker  Williams:  One  of  the  resolutions 
adopted  temporized  the  word  “mandate,”  so  this 
will  all  have  to  be  interpreted  by  the  legislation  com- 
mittee. 


Dr.  Solomon  Schussheim,  Kings:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  we  have 
used  the  word  “mandate”  for  the  last  few  years,  so  I 
think  by  this  time  we  have  learned  to  interpret  the 
meaning  of  “mandate”  perhaps  in  a different  light 
from  what  we  had  hoped  for  five  or  six  years  ago.  I 
think  Dr.  d’Angelo  need  have  nothing  to  fear  when 
we  use  the  word  “mandate.”  We  feel  that  the 
CouncD  will  use  their  good  judgment  in  the  interpre- 
tation of  the  meaning  of  “mandate.” 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Speaker, 
ladies  and  gentlemen,  this  is  a problem  which  is  not 
difficult  of  solution.  As  the  author  of  the  particular 
bill  that  we  have  before  us  indicates,  the  word  “man- 
date” shall  be  properly  interpreted.  That  inter- 
pretation is  going  to  be  entirely  with  our  legislation 
committee,  not  only  here  but  as  it  will  be  under  all 
circumstances,  and  I think  we  are  wasting  a lot  of 
time  by  not  putting  this  to  the  question  and  voting 
on  it. 

Vice-Speaker  Williams:  Do  you  call  for  the 
question,  Dr.  Burk? 

Dr.  Burk:  I do. 

Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Vice-Speaker  Williams:  Now  we  will  vote  on 
the  question. 

. . . The  question  was  put  to  a vote  and  was 
carried  . . . 

Section  1 79  (See  51 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Malpractice  Liability  for  Interns  and 
Residents  in  Municipal  Hospitals 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  Solomon 
Schussheim,  from  Kings,  containing  four  whereas’s 
and  concluding  with  the  resolution: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  in  the  Legisla- 
ture of  the  State  of  New  York,  in  1954,  of  a simi- 
lar bill  as  the  McCaffrey  Bill  (Senate  Intro.  754, 
1953);  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
bill,” 

the  reference  committee  approves  this  resolution. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  E.  Kenneth  Horton,  Nassau:  I second  it. 
Vice-Speaker  Williams:  Let  us  not  heckle 

about  the  interpretation  of  “mandate.” 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  180  (See  50) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Injunction  Bill 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  Milton 
Spiegel,  from  Kings,  containing  one  whereas  and 
concluding  with  the  resolution: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  reintroduction  at  the  1954 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (similar  to  Senate  Intro.  94  of  the  1949 
session)  and  work  actively  for  its  passage,” 
the  reference  committee  approves  this  resolution  and 
recommends  the  reintroduction  of  a similar  bill  in 
1954. 

I move  the  adoption  of  this  part  of  the  report  . 
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Dr  Aaron  Kottler  Kings:  I second  the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  181  (See  43) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Free  Choice  of  Plan  in  Voluntary 
Health  Insurance 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  David 
Monheit,  from  Kings,  containing  one  whereas  and 
concluding  with  the  resolution: 

“ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1954 
session  of  the  Legisl  attire  of  the  St  ate  of  New  York 
of  a like  bill  (Condon-Rabin)  and  work  actively 
for  its  passage,” 

your  reference  committee  approves  this  resolution. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Samuel  B.  Burk,  Xeu>  York:  1 second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  182  (See  43) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Opposition  to  Licensing  of  Cultists 

Dr  Charles  W.  Mueller  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  Charles 
E.  Spratt,  from  Kings: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  oppose  any  bills  for  the  licensing  of 
chiropractors  and  other  cultists ; and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  measures  to  secure  the  coopera- 
tion of  all  interested  persons  and  groups  in  oppos- 
ing any  bills  to  license  chiropractors  and  other 
cultists;  and  be  it  further 

■ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  with  the  assistance  of  such  other 
persons  and  groups,  develop  and  conduct  a pro- 
gram for  the  education  of  the  people  of  the  State 
of  New  York  in  the  dangers  of  cult  practice,” 
the  reference  committee  recommends  the  continua- 
tion of  the  education  of  the  peoples  of  the  State  of 
New  York  in  the  dangers  of  cult  practice.  The 
success  of  our  recent  campaign  must  be  carried  out 
both  at  the  State  and  local  levels. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Samuel  Saxes.  Erie:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  183  (See  42) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Free  Choice  of  Physician 

Dr  Charles  W.  Mueller,  First  District  Branch: 
Referring  to  the  resolution  presented  by  Dr.  Aaron 
Kottler,  from  Kings,  containing  one  whereas  and 
concluding  with  the  resolution: 

“Rescind,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1954 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (similar  to  Senate  Intro.  1082  of  the 
1952  session)  and  work  actively  for  its  passage,” 
the  reference  committee  recommends  the  reintroduc- 
tion of  a similar  bill  in  the  1954  Legislature. 

I move  the  adoption  of  this  part  of  the  report. 
Dr  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 
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. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . , 

Section  184  (See  24) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, IX : Supplementary  Report  of  the  Special  Com- 
mittee to  Evaluate  Legislative  Activities 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
Your  reference  committee  submits  the  following  re- 
port and  comments  on  the  excellent  report  of  Dr. 
Wolff’s  Special  Committee  to  Evaluate  Legislative 
Activities.  Copies  of  this  report  have  been  placed 
before  you. 

The  methods  by  which  legislation  might  be  influ- 
enced are  varied  and  complex,  and  to  insure  most 
effective  use  of  these  methods  the  special  committee 
has  made  a number  of  recommendations: 

1.  Individual  Members.  Alert  individual  physi- 
cians to  the  need  for  active  cooperation. 

2.  County  Society  Legislation  Chairmen.  Set  up 
qualifications  for  holding  office  based  on  experience. 

Vice-Speaef.b  Williams:  The  Chair  recom- 

mends we  adopt  this  in  sections.  The  recommenda- 
tion is  to  adopt  the  first  two.  Is  there  any  discus- 
sion on  the  first  two? 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr  Mueller:  Three,  State  Society  Legislation 

Comm  ittee: 

(a  ; Streamlined  executive  group  for  facilitating 
consultation  with  and  by  Albany  office; 

(b)  Carefully  selected  chairman,  who  should  retain 
office  over  extended  period ; 

(c)  Recommend  amending  Constitution  so  that 
chairman  need  not  necessarily  be  Council  member. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr  Samuel  B.  Burk.  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Mueller:  Four,  House  of  Delegates: 

(a)  Clear  instruction  to  Council,  with  some  lati- 
tude of  action; 

(b  Formulate  program  coordinated  with  respect 
to  relative  priority  of  emphasis. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  E.  Kenneth  Horton,  .Y assau:  I second  it. 

Dr  Ezra  A.  Wolff,  Queens:  Mr.  Speaker,  I 
think  that  you  should  all  be  cognizant  of  the  recom- 
mendation that  has  just  been  read,  which  is  taken 
from  the  report  of  our  Committee  on  the  Investiga- 
tion of  the  Legislative  Activities  of  the  Society. 

The  report  recommends  that  some  latitude  be 
given  to  the  Council  in  matters  of  required  or  re- 
quested legislation.  This  would  solve  the  problem 
and  the  question  of  what  a mandate  means.  I don’t 
want  to  go  into  all  of  the  details  and  all  of  the 
implications.  You  have  before  you  a fairly  exten- 
sive report  on  our  thinking  in  the  matter.  I feel, 
however,  that  it  is  extremely  important  that  this,  in 
conjunction  with  the  recommendation  which  you 
have  just  passed,  that  the  entire  legislative  program 
be  streamlined,  and  one  which  you  will  hear  very 
shortly  that  legislation  be  funneled  through  the 
Albany  office  so  that  the  technical  flaws  and  the 
practical  difficulties  can  be  ironed  out,  will  be  of 
extreme  importance  in  gaining  success  in  our  legisla- 
tive program. 

I would  hope  that  if  this  recommendation  is 
passed,  it  will  be  made  retroactive  to  refer  to  the 
items  of  suggested  legislation  which  have  been  ap- 
proved and  which  the  Council  has  been  mandated  to 
follow  through  on.  I think  that  it  is  extremely 
difficult  to  place  the  Council  and  the  Albany  office 
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in  the  position  where  they  must  insist  on  pushing 
legislation  which  not  only  has  no  chance  of  passing 
but  which  may  in  actuality  do  harm  to  our  legisla- 
tive program  by  antagonizing  people  who  would  be 
our  allies  under  other  circumstances,  so  I commend 
to  you  your  earnest  cooperation  in  the  approval  of 
this  report,  and  I trust  that  it  will  be  fruitful  in 
leading  to  ultimate  legislative  successes. 

Vice-Speaker  Wolff:  Thank  you,  Dr.  Wolff. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Mueller:  Five,  Council  Members.  Year- 
round  liaison  with  State  officials  and  law'makers. 

6.  Albany  Office: 

(а)  Specific  outline  of  duties  and  responsibilities 
of  executive  officer  and  legal  counsel. 

(б)  All  matters  pertaining  to  legislation  coming 
| from  House  of  Delegates  to  be  funneled  through 
I executive  officer  and  his  legal  counsel  for  technical 
i advice  on  form,  content,  and  feasibility  of  enact- 
ment. 

7.  Public  Relations: 

(a)  Continue  cooperation  as  at  present. 

(b)  Year-round  educational  program  stressing 
: positive  benefits  of  medicine  and  working  actively  to 

discredit  unscientific  cults. 

(c)  Extend  active  public  relations  program  to 
county  and  individual  levels. 

(d)  Nonpartisan  approach. 

8.  Outside  Organizations:  Foster  extra-Society 

organizations  sympathetic  with  our  aims. 

The  reviewing  committee  approves  the  report  in 
its  entirety  and  suggests  the  adoption  of  the  report 
and  recommendations  of  the  Special  Committee  to 
Evaluate  Legislative  Activity. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Saxes,  Erie:  I second  the  motion. 

Dr.  J.  Stanley  Kenney,  Trustee:  This  portion 

of  the  report  includes  the  Albany  office,  Mr.  Speaker? 

Vice-Speaker  Willlams:  Yes,  that  is  right. 

Dr.  Kenney:  Mr.  Speaker  and  gentlemen,  I have 
had  a year’s  objective  experience  in  this  work.  I 
have  also  had  an  opportunity  to  look  around  a little 
bit.  I have  observed  some  of  the  procedures  in  some 
of  our  neighboring  states  for  my  own  information, 
and  I am  in  accord  thoroughly  with  the  recommenda- 
tions of  Dr.  Wolff’s  committee,  particularly  the  pro- 
vision of  funneling  legislation  through  the  executive 
officer  and  the  Albany  office. 

The  reason  I get  up  to  speak  at  all  is  I am  wonder- 
ing in  my  own  mind  if  we  should  not  go  further  than 
this  report  indicates  in  the  re-evaluation  and  re- 
surveying of  the  Albany  office  as  it  is  presently  con- 
stituted. I am  offering  my  own  opinions  for  what 
they  are  worth  so  they  can  be  considered  by  the 
delegates  and  Council.  I believe  that  today  when 
we  are  trying  to  hold  down  our  expenditures,  keeping 
the  Albany  office  operating  on  a twelve  months’  basis 
seems  to  me  an  extraordinary  expense.  I think  that 
having  a Council  chairman  in  New  York  and  two 
representatives  in  Albany  should  be  given  a good  deal 
of  consideration  because  I believe  that  if  this  Council 
chairman,  whoever  he  may  be,  if  the  Constitution  is 
amended  or  not,  if  he  should  receive  a reasonable 
honorarium  and  give  his  time  to  it,  we  can  get  along 
with  a much  diluted  Albany  office  and  with  one  repre- 
sentative up  there.  When  you  see  the  work  being 
done  around  in  other  states  that  are  not  as  big  as  w'e 
are,  but  their  results  are  as  good  as  we  get — perhaps 
they  are  better,  I don’t  know — that  seems  reason- 
able. I offer  these  suggestions,  and  I hope  the 
Council  and  the  delegates  will  give  them  some 
thought. 


Dr.  Abraham  D.  Segal,  Kings:  Mr.  Speaker  and 
gentlemen  of  the  House,  you  have  voted  this  eve- 
ning an  increase  in  dues  for  your  State  Society.  You 
have  also  voted  to  follow  through  with  some  legisla- 
tive resolutions  and  have  laid  down  a program  for 
the  next  year.  This  increase  in  dues  may  be  a little 
more  difficult  to  put  over  than  you  think  it  will  be 
because  there  are  many  men  who  are  going  to  ask, 
with  an  increase  in  dues  what  have  you  accomplished 
so  far? 

Let  me  give  you  a few  figures.  This  organization 
has  spent  on  legislation  committee  and  public  rela- 
tions within  the  last  five  years  the  phenomenal  sum 
of  $440,000  without  one  piece  of  legislation  coming 
through  in  our  favor.  Now  that  is  an  important 
figure.  You  are  discussing  mandates  and  other 
things  this  evening,  but  you  must  do  something 
more  strenuously  to  accomplish  something  or  you 
are  going  to  decrease  the  number  of  members  in  the 
county  societies  and  then  in  turn  in  the  State  So- 
ciety, and  instead  of  increasing  your  income  by 
raising  your  dues  your  income  will  decrease  even 
with  the  raise  in  dues. 

Gentlemen,  this  is  a serious  problem,  and  with  due 
regard  to  all  of  the  fine  work  that  was  done  by  the 
committee  with  regard  to  the  chiropractic  bill  and 
its  defeat  in  Albany,  let  me  make  this  statement  that 
it  was  not  defeated  by  the  efforts  of  all  of  the  gentle- 
men who  worked  upstate. 

Dr.  Solomon  Schussheim,  Kings:  Mr.  Speaker 
and  members  of  the  House,  I would  like  to  talk  on 
subdivision  6,  Albany  office,  technical  advice  on 
form  and  content.  We  cannot  argue  about  the 
technical  advice  on  form  and  content,  but  as  to  the 
feasibility  of  enactment  that  is  something  else.  We 
are  giving  to  our  Albany  office  too  much  of  a veto 
power.  It  does  not  belong  in  that  office.  It  be- 
longs in  the  Council  and  in  the  House  of  Delegates. 
It  cannot  be  solely  attributed  to  that  Albany  office. 
Therefore,  Mr.  Chairman,  I would  amend  that  to 
delete  the  term  “feasibility  of  enactment.” 

Vice-Speaker  Williams:  You  move  to  delete 
that? 

Dr.  Schussheim:  Yes. 

Vice-Speaker  Williams:  Is  there  a second  to 
that  motion  to  amend? 

Dr.  Segal:  I will  second  that,  yes. 

Vice-Speaker  Williams:  On  the  motion  to 

amend  and  delete  “feasibility  of  enactment,”  the 
Chair  recognizes  Dr.  Wolff. 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Speaker  and 
delegates,  the  term  “feasibility”  was  placed  in  there 
after  very  careful  consideration.  It  means  just  that. 
We  were  amazed  at  what  we  found  when  we  started 
to  question  all  of  the  people  who  have  to  do  with  the 
promotion  of  legislative  activities  in  the  Society. 
Three  of  us  on  the  committee  were  frankly  skeptics. 
We  felt  practically  as  Dr.  Schussheim  does  that  the 
House  of  Delegates  should  be  the  last  word  in  this 
Society,  that  it  is  the  voice  of  the  Society,  that 
nothing  transcends  its  power  within  the  Society. 
After  finding  that  the  Society  was  not  very  successful 
in  the  legislation  requested,  we  also  found  that  some- 
times its  requests  were  not  entirely  practical;  that 
while  the  principles  involved  were  to  be  desired,  the 
methods  by  which  the  legislation  was  attempted 
were  not  at  all  practical  and  could  not  under  the 
circumstances  which  attend  the  legislative  manipula- 
tions in  Albany  ever  hope  to  be  passed.  Under 
those  circumstances  we  felt  that  it  might  be  wise  to 
get  good  technical  advice  on  how'  wre  could  manage 
to  push  our  legislation  through. 

When  you  want  something  done,  you  get  an  expert. 
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When  you  get  good  expert  advice,  you  have  a better 
chance  of  obtaining  what  you  are  after.  When  we 
consider,  as  is  stated  in  our  report,  that  the  Bar 
Association  of  Xew  York  in  its  legislative  program 
hires  a firm  of  lawyers  who  are  technical  experts  on 
legislation  to  advise  it  on  how  and  what  form  legisla- 
tion should  assume,  so  that  it  can  be  successful,  I 
think  we  need  not  fear  that  we  are  losing  any  of  our 
dignity  by  ceding  some  of  our  power  to  an  expert. 

We  have  engaged  the  people  who  represent  us  in 
Albany.  If  we  don’t  think  they  are  the  proper 
people,  let  us  by  all  means  get  proper  people,  but  let 
us  give  them  what  is  due  them.  We  hired  them  as 
experts,  people  who  know  their  way  around  and  can 
do  the  things  that  we  don’t  know  how  to  do.  We 
are  amateurs;  they  are  professionals.  Let  us  let 
them  take  the  ball  and  earn-  it  for  us.  Let  us  give 
them  some  leeway.  They  are  on  our  side.  They  are 
not  going  to  try  to  fool  us  or  do  anything  we  don’t 
want.  I think  that  we  have  to  feel  that  we  can  give 
them  some  of  our  prerogatives,  that  we  can  benefit 
from  their  advice,  and  that  in  practical  results  we 
will  certainly  find  we  can  do  a lot  better  by  having 
them  do  things  for  us  that  we  cannot  do  ourselves. 

Dr.  Isaac  Levine,  Kings:  Mr.  Chairman  and 
members  of  the  House  of  Delegates,  we  just  heard 
Dr.  Wolff  say  that  in  matters  of  this  type  it  would 
not  be  amiss  for  us  to  consult  with  experts.  With 
that  statement  I must  heartily  agree,  but  what  we 
have  on  our  payroll  is  a man  who  is  an  expert.  Dr. 
Smith  is  our  expert  in  .Albany  and.  Mr.  Chairman,  I 
request  that  you  call  at  this  time  Dr.  Smith  to  appear 
before  the  House  of  Delegates  and  give  his  expert 
opinion.  Let  him  tell  us  exactly  what  the  situation 
is  that  is  confronting  us  in  .Albany  so  that  we  ama- 
teurs do  not  wander  around  aimlessly  and  so  confuse 
the  situation  that  no  one  will  know  what  is  going  on. 

Vice-Speaker  Williams:  Is  Dr.  Smith  in  the 
House? 

Dr.  Smith,  would  you  take  the  microphone,  please. 
Define  "feasibility,”  Dr.  Smith. 

Dr.  Harold  Smith.  Executive  Officer:  Having 
been  billed  as  an  expert,  I think  I have  to  say  that  in 
the  .Albany  situation  we  try  to  learn  through  experi- 
ence. As  we  deal  with  these  affairs,  we  do  gain  some 
experience,  but  to  say  we  don’t  share  most  of  the 
same  confusion  you  all  share  in  these  matters  would 
be  incorrect. 

We  have  very  difficult  programs  sometimes.  We 
see  the  mandates  from  the  House  on  legislative 
matters.  On  a quick  check  in  the  .Albany  scene  we 
see  that  the  force  of  politics  is  lined  up  against  us. 
If  a person  has  so  much  money  in  the  bank,  he  can 
only  draw  on  what  he  has.  To  a certain  extent  we 
know  that  in  any  particular  session  in  .Albany  we 
can  only  draw  upon  so  much  credit. 

When  we  have  the  legislative  program,  it  is  not  a 
matter  of  our  forming  policy  necessarily,  but  we  say 
we  have  so  much  we  can  get  away  with  this  year.  It 
might  be  our  program,  or  we  might  have  to  throw 
ourselves  into  a defensive  action.  We  have  strong 
opponents  lined  up  against  us.  We  have  lobbies 
which  we  face  which  outnumber  us  and  outflank  us, 
and  it  is  a very  difficult  proposition. 

I hate  to  sound  like  an  apologist  for  our  legislative 
program,  but  our  job  is  a difficult  one,  and  we  simply 
don’t  feel  each  year  that  we  have  the  capacity  to 
handle  a program  as  large  as  is  given  to  us. 

On  the  matter  of  what  power  we  should  be  given 
to  interpret  the  will  of  the  House  of  Delegates,  I will 
say  that  the  power  is  something  we  frequently  have 
to  assume  as  a matter  of  reality.  If  a mandate  of 
this  House  is  contrary  to  the  existing  law  of  the 
State,  or  if  it  is  inconsistent  with  the  existing  laws  of 


the  State,  then  necessarily  the  law  as  it  exists  governs, 
and  the  resolution  to  the  extent  that  it  is  insufficient 
from  a legal  point  of  view  is  going  to  have  to  fall. 
We  have  actually  had  that  type  of  resolution  passed 
by  the  House  where  nobody,  including  myself,  could 
give  you  an  immediate,  quick,  curbstone  opinion 
that  was  accurate  whether  it  would  be  proper  or  not, 
hut  after  we  got  to  the  last  milestone  we  found  we 
had  something  that  was  completely  illegal  and  would 
put  us  in  a rather  ridiculous  position  to  try  to  pro- 
mote it  in  the  Legislature. 

AA'e  also  have  the  reality  of  other  situations  where 
in  the  course  of  trying  to  promote  one  program  we 
have  such  a hot  potato  mandated  by  the  House  that 
we  get  ourselves  in  a fight  on  our  issue,  and  where  we 
are  going  to  be  in  too  many  fights  at  one  time  and 
lose  them  all. 

Then,  perhaps,  the  greatest  problem  that  faces  the 
Albany  office  is  that  all  of  the  extremely  difficult 
problems  of  the  medical  profession  are  thrown  into 
the  lap  of  the  Albany  office,  all  of  the  things  that  the 
profession  has  a great  deal  of  difficulty  solving  any 
other  way  somebody  comes  up  with  the  idea  we  can’t 
solve  this,  we  must  pass  a law.  I don’t  think  that 
we  have  reason  to  believe  that  the  government  of 
the  State  of  Xew  York  is  so  uniformly  friendly  to  us 
that  all  we  have  to  do  is  to  say,  “Let  us  pass  a law.” 
The  problems  that  are  presented  to  us  are  very 
great . The  people  who  bring  these  resolutions  to  us, 
they  don’t  brief  them,  they  don't  give  us  the  factual 
background  which  we  need  to  prove  our  case.  Dr. 
Wentworth  suggested  in  his  opening  address  that  we 
undertake  the  responsibility  of  injecting  ourselves 
into  these  highly  controversial  areas  in  Albany,  that 
we  assume  the  responsibility  of  bringing  on  these 
battles,  but  then  we  should  also  assume  the  responsi- 
bility of  coming  there  with  the  facts  and  being  able 
to  provide  the  government  of  the  State  of  Xew  York 
with  all  of  the  information  they  require  to  act  upon  a 
particular  subject. 

When  the  .Albany  office  is  handed  the  function  of 
promoting  all  of  these  programs,  when  they  are  also 
seemingly  handed  the  function  of  briefing  all  of  these 
programs  and  proving  that  they  should  be  enacted 
into  law.  I think  our  strategy  should  be  a much  more 
comprehensive  thing  than  that.  I think  people 
interested  in  legislation  should  consult  with  Mr. 
Beasley  and  myself  so  we  might  make  suggestions, 
not  form  policies,  but  so  we  might  in  some  helpful 
way  suggest  how  they  might  obviate  some  of  the  pit- 
falls  that  we  are  annually  faced  with,  and  if  you  don't 
do  that,  we  are  going  to  get  these  programs  with  all 
of  their  deficiencies.  The  mandate  by  the  House  will 
be  passed,  and  you  won’t  be  convened  again  to 
change  your  mandate,  so  it  puts  us  in  a very  difficult 
and  embarrassing  position. 

During  the  ensuing  year  I intend  to  tour  the  entire 
State  and  convene  with  the  county  legislation  chair- 
men throughout  the  State,  hoping  they  will  come  to 
me  with  such  questions  and  such  problems  as  they 
have.  It  is  not  my  desire  to  form  policy.  I would 
be  very  happy  to  be  relieved  of  that  problem.  But 
sometimes  I do  have  to  form  policy,  not  because  we 
want  to  form  policy  but  because  the  policy  is  not 
submitted  to  us  for  action  in  a manner  in  which  we 
can  deal  with  it  or  sometimes  we  can’t  even  under- 
stand the  mandate  which  we  are  given. 

A’ice-Speaker  Williams:  Just  so  that  even- 
body  in  the  House  knows,  we  are  discussing  the 
amendment  to  delete  “feasibility  of  enactment” 
from  the  recommendation  of  the  reference  com- 
mittee. 

Dr.  Aaron  Kottler.  Kings:  We  heard  the  pre- 
vious speaker  tell  you  that  they  need  the  factual 
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background  to  prove  the  case.  This  Society  has 
gone  to  the  expense  of  giving  the  Albany  office  a 
legal  adviser  who  was  supposed  to  be,  and  I believe 
he  is,  an  expert  advising  on  legislative  matters;  as 
a matter  of  fact,  he  is  representing  another  firm,  so  to 
speak,  as  their  legal  adviser  on  legislation  up  in 
Albany.  We  have  the  same  legal  adviser  to  advise 
our  Albany  director  as  to  how,  when,  and  what  to  do. 

These  resolutions,  gentlemen,  that  are  passed  at 
this  meeting  have  plenty  of  time  for  briefing.  This 
is  May.  The  legislative  session  does  not  go  into  real 
activity  until  the  middle  of  January.  Between  May 
and  the  middle  of  January,  these  resolutions  are  at 
the  disposition  of  these  gentlemen,  and  after  they 
study  these  resolutions,  if  they  cannot  get  the  re- 
quired factual  background  as  to  what  we  mean  and 
what  we  want  and  the  necessary  proof  for  them  to 
put  this  thing  over,  then  I say  there  is  something 
lacking. 

The  legislation  committee  meets  between  the  time 
you  adjourn  and  the  time  the  session  goes  into 
action  about  four  or  five  times.  Many  a time  we 
have  our  meetings,  and  we  don’t  find  our  legal 
adviser  there.  If  he  does  not  understand  what  we 
want,  he  should  come  down  to  our  legislation  com- 
mittee meetings  and  say,  “Gentlemen,  clarify  this. 
Gentlemen,  I want  this.  I want  that.” 

The  chiropractic  bill  was  killed  by  a political 
adjustment.  The  manipulation  with  the  politicians 
is  very  important.  One  of  the  main  politicians  in 
this  State  has  recently  said  that  if  the  medical  pro- 
fession, only  30  per  cent  of  them,  would  openly 
register  either  as  Republicans  or  Democrats,  he  does 
not  care  which,  the  politicians  and  the  legislators 
would  feel  that  you  are  interested  in  securing  what 
you  want  to  accomplish.  This  proposit  ion  has  never 
actually  really  been  worked  for  yet  by  this  Society 
and  the  local  societies  where  the  doctors  would  be 
actually  pulled  by  the  ear  down  to  the  registry  to 
vote  and  register.  If  there  are  certain  bills  which 
we  cannot  put  through — let  me  give  you  an  ex- 
ample— 

Vice-Speaker  Williams:  We  have  three  more 
reference  committees  to  report,  and  we  are  only  half 
through  Dr.  Mueller’s  report,  so  I ask  you  to  be 
brief.  I am  not  asking  you  to  curtail  your  discus- 
sion, but  please  be  brief. 

Dr.  Kottler:  Give  me  a few  more  minutes. 
Take  the  injunction  bill,  that  will  carry  out  my  ex- 
ample. We  tried  to  get  an  injunction  bill  for  five 
years.  What  is  so  impossible  about  a bill  like  that 
when  the  other  professions  have  the  same  kind  of  a 
bill?  Why  can’t  we  get  it?  I say  it  is  because 
there  is  something  woefully  lacking  somewhere. 
The  final  say  should  not  be  left  in  the  hands  of  the 
Albany  director  or  legal  adviser.  The  best  method  of 
getting  bills  enacted  is  by  horse  trading.  I say  you 
cannot  serve  two  masters  at  the  same  time.  When 
you  go  before  your  legislators,  and  you  ask  them  to 
go  ahead  and  support  one  bill  for  you  and  one  bill 
for  somebody  else,  you  may  find  that  you  have  too 
many  bills  and  too  many  favors  to  ask  for. 

Dr.  Leonard  J.  Schiff,  Clinton:  I would  just 
like  to  point  out  to  the  House  that  this  recommenda- 
tion of  the  Special  Committee  calls  not  for  a final 
say  but  merely  for  technical  advice  on  feasibility. 
It  does  not  say  that  they  have  the  final  say. 

Vice-Speaker  Williams:  Thank  you,  Dr.  Schiff. 

Are  you  ready  for  the  question?  To  be  sure  you 
know  what  you  are  voting  on,  the  amendment  was  to 
delete  the  phrase  “feasibility  of  enactment,”  which 
changes  the  recommendation  of  your  reference  com- 
mittee. A vote  in  favor  of  this  amendment  is  a 


vote  in  favor  of  the  deletion,  and  a vote  in  opposition 
to  the  amendment  defeats  the  amendment  and  then 
we  will  proceed  to  vote  on  the  original  recommenda- 
tion of  the  reference  committee. 

. . . The  question  was  called,  the  amendment  was 
put  to  a vote  and  was  defeated  . . . 

Vice-Speaker  Williams:  The  amendment  is 

defeated,  and  the  recommendation  of  the  reference 
committee  is  before  you.  Is  there  any  further  dis- 
cussion? 

. . . The  motion  was  put  to  a vote  and  was  car- 
ried . . . 

Dr.  Mueller:  I am  sorry  I did  not  give  this  to 
you  before  we  had  that  long  argument. 

Our  committee  adds  the  recommendation  that  all 
resolutions  pertaining  to  legislative  matters  be  sub- 
mitted to  the  legislation  committee  of  the  Council 
and  the  executive  officer  in  Albany  prior  to  presenta- 
tion to  the  House  of  Delegates  so  that  their  com- 
ments on  form,  content,  and  feasibility  of  enactment 
may  be  available  to  the  House  of  'Delegates  and 
reference  committee  at  the  time  of  presentation  of 
the  resolution. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Mueller:  Your  reference  committee  wishes 
to  express  sincere  thanks  to  the  chairman  of  the 
Special  Committee,  Dr.  Wolff,  and  his  committee 
members,  Drs.  Davidson  and  Loughran,  for  their 
untiling  efforts  and  valuable  contribution  in  study- 
ing the  problems  of  legislative  activity  and  compiling 
this  excellent  report. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Charles  H.  Loughran,  Kings:  As  a member 
of  the  original  committee  of  Dr.  Wolff’s,  there  is  one 
recommendation  that  I presume  was  inadvertently 
left  out.  On  page  4 it  says:  “It  might  be  well  to 
mention  here  that  the  general  consensus  of  those 
interviewed,  without  exception,  was  that  the  annual 
conference  of  county  society  chairmen  has  been 
unfruitful,  not  too  informative,  and  wasteful.  We 
therefore  recommend  that  it  be  abolished.”  I be- 
lieve that  should  be  included  in  the  report  of  the 
committee. 

Dr.  Mueller:  That,  Dr.  Loughran,  is  in  the  re- 
port by  reference.  The  entire  report  is  attached  to 
these  recommendations. 

Dr.  Loughran:  But  there  is  no  approval  from 
the  House  on  the  suggestion  in  the  report  or  recom- 
mendation in  the  report  that  this  annual  conference 
of  county  legislation  chairmen  be  abolished. 

Dr.  Mueller:  Your  reference  committee  referred 
it  to  the  Council,  the  report  in  its  entirety. 

Vice-Speaker  Williams:  The  chairman  of  the 
reference  committee  says  it  is  included.  Is  that  to 
your  satisfaction,  sir? 

Dr.  Loughran:  Yes. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  185  ( See  8) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Annual  Report  of  Citizens’  Health  Edu- 
cation Committee 

Dr.  Charles  W.  Mueller,  First  District  Branch: 
The  committee  wishes  to  express  its  thanks  and 
appreciation  of  the  very  large  amount  of  work  which 
appears  in  the  annual  report  of  the  Citizens’  Health 
Committee,  which  is  on  the  table  before  you.  Dr. 
J.  Stanley  Kenney,  of  New  York,  was  chairman  and 
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had  such  able  coworkers  as  Dr.  Floyd  S.  Winslow  of 
Rochester,  Dr.  T.  J.  Curphev  of  Garden  City,  and 
our  retiring  president,  Dr.  Edward  T.  Wentworth. 

The  first  part  of  the  report  deals  with  organization, 
structure,  and  implementation  of  the  functioning  of 
this  committee. 

Your  attention  is  directed  to  the  extensive  assist- 
ance which  evolved  from  the  activities  of  numerous 
ancillary  organizations  in  the  various  health  fields. 
These  are  detailed  in  the  original  report.  The  co- 
operation of  the  press,  TV,  and  radio  is  noted  with 
satisfaction. 

It  is  important  to  bear  in  mind  that  in  almost  all 
counties  there  are  live  civilian  groups  who  are  avail- 
able to  assist  and  cooperate  with  the  medical  pro- 
fession in  caring  for  the  health  and  welfare  of  their 
communities.  This  work  which  has  been  so  ably 
begun  should  be  continued.  These  committees 
must  never  again  be  rendered  inactive  or  lose  the 
initiative  and  momentum  which  are  so  manifestly 
theirs  at  this  time. 

Part  of  the  report  deals  with  publications  and  dis- 
tribution of  thousands  upon  thousands  of  pieces  of 
literature  to  inform  the  public  of  problems  which  so 
grossly  affected  them. 

Please  consider  that  each  of  the  206  members  of 
the  Assembly  and  Senate  were  contacted  at  least  on 
seven  different  occasions  during  the  progress  of  this 
legislation.  In  addition,  other  spade  work  was 
successfully  performed. 

Next  we  come  to  a consideration  of  the  expense 
involved  in  this  activity.  How  much  does  the 
Citizens’  Health  Education  Campaign  cost?  The 
committee  spent  only  $1.37  per  capita,  which 
amounted  to  a total  of  $31,000.  You  can  all  appre- 
ciate what  a minimum  expenditure  per  capita  this 
represents. 

At  this  time  we  want  to  thank  Dr.  Harold  Smith 
and  his  associates  from  the  .Albany  office  for  their 
share  in  the  success  of  this  activity. 

In  conclusion,  the  reference  committee  feels  that 
the  results  obtained  would  not  have  been  possible 
without  the  splendid  cooperation  that  the  central 


committee  received  from  every  county  medical 
society  and  the  local  chapters  of  the  Woman’s 
Auxiliary.  For  this  we  express  our  heartfelt  thanks. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Sanes,  Erie:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Mueller:  In  completing  my  report  I wish  to 
extend  my  sincere  thanks  to  all  the  members  of  this 
reference  committee,  Dr.  Samuel  Sanes,  Dr.  Samuel 
B.  Burk,  Dr.  George  F.  Nevins,  and  Dr.  E.  Kenneth 
Horton  for  their  diligent  cooperation  in  our  delibera- 
tions. Also  for  the  help  and  suggestions  of  Dr.  J. 
Stanley  Kenney,  Dr.  Geis,  and  the  many  others  who 
appeared  before  us.  I also  want  to  thank  the  dele- 
gates for  hearing  me  through. 

I move  the  adoption  of  this  portion  of  the  report, 
and  the  adoption  of  the  report  as  a whole.  (-4p- 
pLmse) 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  186 

Announcements 

Speaker  Holcomb:  The  Chair  has  one  or  two 
brief  announcements.  I think  the  Sandman  is 
beginning  to  come  around.  I saw  two  or  three  that 
were  getting  a little  sleepy. 

There  will  be  a meeting  of  the  Nominating  Com- 
mittee tomorrow  morning  at  8:45  in  the  reference 
meeting  room  on  this  floor,  Dr.  Charles  D.  Post, 
chairman. 

At  this  time  I wish  to  thank  the  members  of  this 
House  of  Delegates  for  the  attention  they  have  given 
the  proceedings  today.  They  have  made  a great 
many  constructive  criticisms  and  comments. 

The  first  order  of  business  tomorrow  morning  will 
be  the  election  of  officers. 

We  will  recess  until  9 o’clock  tomorrow  morning. 
Thank  you! 

. . . The  session  recessed  at  10:35  p.m.  . . . 


MORNING  SESSION 
Wednesday,  May  6,  195  3 


The  session  convened  at  9 a.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Section  187 

Announcements 

Speaker  Holcomb  : I have  one  or  two  announce- 
ments to  make.  Immediately  after  the  adjournment 
of  the  House,  the  Council  will  meet  in  the  Erie 
County  Society  rooms  on  the  18th  floor. 

Immediately  following  that  meeting  the  Board  of 
Trustees  will  meet. 

The  Chair  wishes  to  call  attention  to  the  fact  that 
the  dinner  tickets  have  been  selling  at  a very  slow 
rate.  This  makes  it,  as  you  realize,  ext remely  diffi- 
cult for  our  convention  committee,  your  committee 
on  arrangements,  and  your  banquet  committee  to 
arrange  properly  and  take  care  of  their  duties,  and  I 
hope  the  members  will  perhaps  speed  this  purchase 


up.  Dr.  Williams  did  a very  excellent  job  if  we  gave 
our  attention  to  it  yesterday,  but  I hope  everyone 
will  buy  their  tickets  as  soon  as  possible. 

Section  188  ( See  207 ) 

Elections 

The  Chair  announced  that  the  Nominating  Com- 
mittee had  placed  in  nomination  the  following: 
President-Elect — Dan  Mellen,  M.D.,  Oneida 
Vice-President — Earl  C.  Waterbary,  M.D.. 
Orange 

Secretary — W.  P.  Anderton,  M.D.,  New  York 
Assistant  Secretary — Gervais  W.  McAuliffe,  M.D., 
New  York 

Treasurer — Maurice  J.  Dattelbaum,  M.D.,  Kings 
Assistant  Treasurer — Thomas  M.  d’Angelo,  M.D., 
Queens 

Speaker — Frederic  W.  Holcomb,  M.D.,  lister 
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Vice-Speaker — Frederick  W.  Williams,  M.D., 
Bronx 

Councillors  (three  years) — Floyd  S.  Winslow, 
M.D.,  Monroe;  Renato  J.  Azzari,  M.D.,  Bronx; 
Peter  J.  Di  Natale,  M.D.,  Genesee;  Scott  Lord 
Smith,  M.D.,  Dutchess. 

In  addition,  Benjamin  M.  Bernstein,  M.D.,  Kings, 
was  nominated  for  councillor  by  Dr.  Irving  J.  Sands. 

The  Nominating  Committee  placed  in  nomination 
as  Trustees: 

J.  Stanley  Kenney,  M.D.,  New  York  (five  years) 
Leo  F.  Schiff,  M.D.,  Clinton  (five  years) 

Walter  W.  Mott,  M.D.,  Westchester  (one  year,  to 
fill  the  unexpired  term  of  Dr.  William  H.  Ross) 
Delegates  to  the  A.M.A.  (for  two  years  commenc- 
ing January  1,  1954) — A.  H.  Aaron,  M.D., 
Erie;  Renato  J.  Azzari,  M.D.,  Bronx;  E.  Dean 
Babbage,  M.D.,  Erie;  Maurice  J.  Dattelbaum, 
M.D.,  Kings,  Peter  J.  Di  Natale,  M.D., 
Genesee;  Andrew  A.  Eggston,  M.D.,  West- 
chester; James  Greenough,  M.D.,  Otsego; 
Frederic  W.  Holcomb,  M.D.,  Ulster;  Herman 
E.  Hilleboe,  M.D.,  Albany;  Alfred  P.  Ingegno, 
M.D.,  Kings;  J.  Stanley  Kenney,  M.D.,  New 
York;  John  J.  Masterson,  M.D.,  Kings;  Dan 
Mellen,  M.D.,  Oneida;  Norman  S.  Moore, 
M.D.,  Tompkins;  Peter  M.  Murray,  M.D., 
New  York;  Guy  S.  Philbrick,  M.D.,  Niagara; 
Charles  D.  Post,  M.D.,  Onondaga;  William  B. 
Rawls,  M.D.,  New  York;  LeoF.  Schiff,  M.D., 
Clinton;  Frederick  W.  Williams,  M.D.,  Bronx. 
In  addition  Dr.  Thomas  M.  d’ Angelo  of  Queens 
was  nominated  as  delegate  to  the  American  Medical 
Association  by  Dr.  Ezra  A.  Wolff. 

Dr.  Loots  H.  Batjer,  Past-President:  I would 
move  that  the  nominees  for  President-Elect,  Vice- 
President,  Secretary,  Assistant  Secretary,  Treasurer, 
Assistant  Treasurer,  Speaker,  Vice-Speaker,  and 
Trustees  be  elected  by  acclamation. 

Dr.  Hellman,  New  York:  I second  that. 

. . . The  motion  was  unanimously  carried  by  the 
delegates  arising  and  applauding  . . . 

Speaker  Holcomb  : It  is  so  ordered,  and  I declare 
them  elected  by  acclamation. 

Dr.  Anderton  will  now  read  the  list  of  tellers. 
Secretary  Anderton:  Mr.  Speaker,  the  list  of 
tellers  is  as  follows: 

Charles  F.  McCarty,  Kings,  Chairman 

Frank  A.  Gagan,  Dutchess,  Vice-Chairman 

William  Benenson,  Queens,  Vice-Chairman 

George  P.  Bergmann,  Second  District 

Samuel  A.  Munford,  Seventh  District 

Harold  C.  Kelley,  Bronx,  Section  on  Anesthesiology 

Halford  Hallock,  New  York,  Section  on  Orthopedic  Surgery 

Frank  J.  Borrelli,  New  York,  Section  on  Radiology 

Homer  L.  Nelms,  Albany 

Philip  Ladin,  Bronx 

James  A.  Lynch,  Bronx 

Abraham  B.  Tamis,  Bronx 

F.  Albert  Baumann,  Broome 

Clyde  E.  Wilson,  Chautauqua 

Leonard  J.  Schiff,  Clinton 

Orin  Q.  Flint,  Delaware 

Stephen  A.  Graczyk,  Erie 

Carl  G.  Merkel,  Franklin 

George  A.  Burgin,  Herkimer 

David  Ferber,  Kings 

Isaac  Levine,  Kings 

David  B.  Monheit,  Kings 

Charles  E.  Spratt,  Kings 

Felix  Ottaviano,  Madison 

Ray  M.  Bowles,  Nassau 

Samuel  B.  Burk,  New  York 

Norton  Brown,  New  York 

William  Hall  Lewis,  Jr.,  New  York 

Adelaide  Romaine,  New  York 

John  C.  Kinzly,  Niagara 

T.  Douglas  Kendrick,  Oneida 

Irving  L.  Ershler,  Onondaga 

Thhodore  R.  Proper,  Orange 


Sol  Axelrad,  Queens 
Anthony  A,  Mira,  Queens 
Benjamin  F.  Glasser,  Queens 
Gilbert  A.  Clark,  Rensselaer 
Lewis  D.  Foote,  Richmond 
G.  Gordon  Knight,  Rockland 
George  D.  Anderson,  Saratoga 
Ralph  E.  Isabella,  Schenectady 
Francis  J.  O’Neil,  Suffolk 
Harry  Golembe,  Sullivan 
Harry  Fish,  Tioga 
Eugene  Galvin,  Ulster 
Walter  S.  Bennett,  Washington 
Harold  J.  Dunlap,  Westchester 
Edwin  L.  Harmon,  Westchester 
Waring  Willis,  Westchester 

. . . The  names  of  all  nominees  were  placed  on  the 
blackboards  in  view  of  the  delegates  in  alphabetical 
order  . . . 

Speaker  Holcomb:  May  I call  the  attention  of 
the  House  again  to  the  fact  that  there  are  eleven 
spaces  provided  for  A.M.A.  delegates,  but  you  vote 
only  for  ten. 

I will  ask  at  this  time  our  assistant  secretary,  Dr. 
Ingegno,  to  read  the  list  of  voters. 

. . . Assistant  Secretary  Ingegno  read  the  following 
list  of  those  who  were  entitled  to  vote: 


Officers,  Councillors,  Trustees 


Edward  T.  Wentworth 
Andrew  A.  Eggston 
John  L.  Edwards 
W.  P.  Anderton 
Alfred  P.  Ingegno 
Maurice  J.  Dattelbaum 
Thomas  M.  d'Angelo 
Frederic  W.  Holcomb 
Frederick  W.  Williams 
Floyd  S.  Winslow 
Renato  J.  Azzari 
Peter  J.  Di  Natale 


Walter  W.  Mott 
Joseph  A.  Geis 
Leo  E.  Gibson 
Thurman  B.  Givan 
John  J.  H.  Keating 
Harold  F.  Brown 
Theodore  J.  Curphey 
James  Greenough 
Denver  M.  Vickers 
Dan  Mellen 
James  R.  Reuling 
Edward  R.  Cunniffe 


Leo  F,  Schiff 


Ex-Presidents 


Martin  B.  Tinker 
Thomas  H.  Halsted 
Orrin  Sage  Wightman 
Nathan  B.  Van  Etten 
William  H.  Ross 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 


Thomas  A.  McGoldrick 
Herbert  H.  Bauckus 
Louis  H.  Bauer 
Leo  F.  Simpson 
John  J.  Masterson 
Carlton  E.  Wertz 
J.  Stanley  Kenney 


Commissioner,  New  York  State  Department  of  Health 
Herman  E.  Hilleboe 


District  Delegates 

Charles  W.  Mueller  Elton  R.  Dickson 

George  P.  Bergmann  Samuel  A.  Munford 

William  E.  Gazeley  Sydney  L.  McLouth 

Arthur  F.  Gaffney  Morley  T.  Smith 

Section  Delegates 

Harold  C.  Kelley  Raymond  J.  Pieri 

David  Ulmar  Everet  H.  Wood 

George  M.  Lewis  Halford  Hallock 

Harry  L.  Segal  Harry  P.  Smith 

William  A.  Buecheler  Frederick  H.  Wilke 

S.  Charles  Franco  Frank  E.  Coughlin 

Edward  D.  Cook  Frank  J.  Borrelli 

William  F.  Beswick  William  F.  MacFee 

John  S.  Fitzgerald 


Delegates  from  Component  County  Societies 


Albany  (4) 

Thomas  O.  Gamble 
William  C.  Rausch 
Homer  L.  Nelms 
Arthur  J.  Sullivan 

Allegany  (1) 

Irwin  Felsen 

Bronx  (IS) 

Joseph  P.  Alvich 
Henry  J.  Barrow 
Philip  Ladin 
Edward  P.  Flood 
Paul  Casson 
Frank  LaGattuta 
Samuel  Leo 


James  A.  Lynch 
Thomas  F.  McCarthy 
Charles  Sandler 
George  Schwartz 
Abraham  B.  Tamis 
Frederick  A.  Wurzbach, 
Jr. 

Broome  (S) 

F.  Albert  Baumann 
Clifton  H.  Berlinghof 
John  A.  Kalb 

Cattaraugus  (I) 

Joseph  A.  Wintermantel 

Cayuga  ( 1 ) 

Alfred  K.  Bates 
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C ha  iU-a  itq  ua  {2) 

Donald  D.  Trantmu 
Edward  L.  Schwa  be 

Chemung  (2) 

R-  Scott  Howland 
Joseph  J.  McConnell 

Chenango  (7) 

.Archibald  K.  Benedict 
Clinton  (7) 

Leonard  J.  Schiff 
Columbia  (7) 

Henry  Joseph  Xoerling 

Cortland  (1) 

George  F.  Nevin 
Delaware  (J) 

Chin  Q.  Flint 
Dutchess  (5) 

Frank  A.  Gagan 
A.  A.  Rosenberg 
Scott  Lord  Smith 

Erie  ( 8 ) 

A.  H.  Aaron 
E.  Dean  Babbage 
John  C.  Brady 
Stephen  A.  Graczyk 
Elmer  T.  McGroder 
Joseph  C.  O’ Gorman 
Samuel  Sanes 
Herbert  E.  Wells 

Essex  (I) 

Thomas  R.  Cummins 
Franklin  (7) 

Carl  G.  Merkel 
Fulton  (7) 

Sylvester  C.  Clemans 
Genesee  (7) 

Alfred  L.  George 
Greene  (7) 

Kenneth  F.  Bott 
Herkimer  (J) 

George  A.  Burgin 

Jcferson  ( 1 ) 

Charles  A.  Prudhon 

Kings  (24) 

Jacob  B.  Alter 
Charles  A.  Anderson 
George  E.  Anderson 
Benjamin  M.  Bernstein 
Ben  A.  Borkow 
David  Farber 
John  J.  Flynn 
Edwin  A.  Griffin 
Arthur  P.  Kane 
David  Kershner 
Aaron  Kottler 
Isaac  Levine 
Charles  H.  Loughran 
Samuel  Lubin 
A.  W.  Martin  Marino 
Charles  F.  McCarty 
David  B.  Monheit 
Irving  M.  Pallin 
Irving  J.  Sands 
Solomon  Schussheim 
Abraham  D.  Segal 
Milton  B.  Spiegel 
Charles  E.  Spratt 
Julius  Stolfi 

Leuis  (J) 

Edgar  O.  Boggs 

Liringstan  ( 1 ) 

Homer  T.  Bull 

Madison  (1) 

Felix  Ottaviano 

Monroe  (6) 

R.  Edward  Delbridge 
Leonard  Horn 


Joseph  A.  Lane 
John  L.  Norris 
Libby  Pulsifer 

Montgomery  (7) 

Walter  Drevfuss 

Xassau  ( € ) 

Louis  Bush 
John  M.  Galbraith 
Stephen  F.  Gerde 
E.  Kenneth  Horton 
Perciva)  A.  Robin 
Joseph  G.  Zimring 

-Ye it  York  (£5) 

Philip  D.  .Allen 
Clarence  G.  Bandler 
Norton  S.  Brown 
Samuel  B.  Burk 
Joseph  E.  Coit 
J.  Homer  Cudmore 
Harold  B.  Davidson 
Gerald  D.  Dorman 
A.  Wilbur  Duryee 
James  H.  Ewing 
Samuel  Z.  Freedman 
John  H.  Garlock 
Alfred  M.  Heilman 
George  Hinder 
Kenneth  M.  Lewis 
William  Hall  Lewis,  Jr. 
Arthur  M.  Master 
Gervais  W.  McAuliffe 
Thomas  H.  McGavack 
Madge  C.  L.  McGuinness 
Peter  M.  Murray 
Herbert  S.  Ogden 
William  B.  Rawls 
Adelaide  Romaine 
T.  Scudder  Winslow 

Xiagara  (2) 

John  C.  Kinzly 
Guy  S.  Philbrick 

Oneida  (3) 

Clarke  T.  Case 
John  F.  Kelley 
T.  Douglas  Kendrick 

Onondaga  (4) 

Irving  L.  Ershler 
J.  G.  Fred  Hiss 
Dwight  V.  Needham 
W.  Walter  Street 

Ontario  (2) 

M.  Edgerton  Deuel 
Philip  M.  Standish 

Orange  (2) 

Robert  J.  Hewson 
Theodore  R.  Proper 

Orleans  (!) 

John  S.  Roach 

Oswego  (1) 

Olin  J.  Mowry 

Otsego  (7) 

John  W.  Latcher 

Putnam  (7) 

Robert  S.  Cleaver 

Queens  (12) 

Alfred  Angrist 
Sol  Axelrad 
William  Benenson 
Frank  J.  Cerniglia 
Meyeron  Coe 
Henry  I.  Fineberg 
Benjamin  F.  Glasser 
Ferdinand  H.  Hernnan 
George  J.  Lawrence,  Jr. 
John  Edward  Lowry 
Anthony  A.  Mira 
Ezra  A.  Wolff 

Rertseelaer  ( 2) 

Gilbert  A.  Clark 
Richard  P.  Doodv 

Richmond  (3) 

Lewis  D.  Foote 


Walter  T.  Heldmann 
Stanley  C.  Pettit 

Rockland  (2) 

Harold  W.  Grosselfinger 
G.  Gordon  Knight 

St.  Laurence  (7) 

Thomas  M.  Watkins 
Saratoga  ( 1) 

George  D.  Anderson 
Schenectady  (3) 

James  M.  Blake 
Joseph  H.  Cornell 
Ralph  E.  Isabella 

Schoharie  (7) 

David  W.  Beard 
Schuyler  (1) 

Fritz  Landsberg 
Seneca  (J) 

Stanley  B.  Folts 
Steuben  (2) 

William  J.  Tracy 
Richard  E.  Travis 

Suffolk  (4) 

Fred  R.  Bromberg 
Francis  J.  O’Neill 
John  L.  Sengstack 
Sol  Shlimbaum 


Sullivan  (7) 

Harry  Golembe 
Tioga  (7) 

Harry  S.  Fish 
Tompkins  (7) 

Norman  S.  Moore 
Ulster  (2) 

Eugene  F.  Galvin 
Edward  F.  Shea 

TFarren  (7) 

Burke  Diefendorf 
Washington  (7) 

Walter  S.  Bennett 
Wayne  (7) 

James  H.  Arseneau 
Westchester  (7) 

Harold  J.  Dunlap 
David  Fertig 
Edwin  L.  Harmon 
Reid  R.  Heffner 
Henry  E.  McGarvey 
Waring  Willis 
Christopher  Wood 
Wyoming  (7) 

Willard  J.  Chapin 
Yates  (7) 

William  G.  Roberts 


Vice-Speaker  Williams:  Have  all  delegates 

that  are  eligible  to  vote  cast  their  ballots?  We  are 
about  ready  to  close  the  polls. 

. . . There  was  no  response  . . . 

Vice-Speaker  Willlams:  The  Chair  declares  the 
polls  are  now  officially  closed. 


Section  189 


Announcements 

Speaker  Holcomb  : Your  attention  please;  I have 
two  announcements  to  make. 

It  is  requested  that  the  delegates  to  the  House  be 
reminded  that  they  should  register  with  their  scien- 
tific sessions.  That  makes  a great  deal  of  difference 
in  the  recorded  attendance.  Please  bear  that  in 
mind. 

Another  announcement  is  that  the  next  annual 
meeting  of  the  House  of  Delegates  will  be  held  in  the 
Hotel  Statler.  New  York,  the  second  week  in  May. 
The  second  year,  God  willing,  it  will  be  held  in  Buffalo, 
and  I believe  that — and  we  have  every  reason  to 
reassure  our  delegates — our  arrangements  for  the 
meeting  room  will  be  much  better.  I believe  we  will 
go  back  to  the  ballroom.  I think  that  will  please 
all  of  you.  (Applause ) As  you  all  realize  there  has 
been  a certain  amount  of  difficulty  with  the  acous- 
tics in  this  room.  There  have  been  one  or  two  crit- 
icisms that  I have  heard.  Some  of  the  men  have 
remarked  that  my  Vice-Speaker's  voice  cannot  carry 
to  the  rear  of  the  room.  (Laughter)  However,  he 
had  an  excellent  alibi.  He  informed  me  last  night 
that  it  was  all  premeditated.  He  said,  “With  my 
voice  the  ardent  conversationalists  in  the  rear  of  the 
room  get  a rather  discouraged  look  on  their  faces,  go 
out  into  the  foyer,  and  cany  on  their  conversations 
out  there.”  The  second  meeting,  the  year  following 
next  year,  will  also  be  the  second  week  in  May — 
again  God  willing. 

If  the  House  will  come  to  order,  I should  appreciate 
it.  We  have  more  reports  to  hear.  Our  closing  on 
time  will  depend  largely  on  your  attention  and  our 
action  on  motions,  etc. 
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Section  190 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V : Public  Health  Activities  C — Physical 
Medicine  and  Rehabilitation,  Geriatrics,  Diabetes, 
School  Health 

Dr.  Dwight  V.  Needham,  Onondaga:  One, 

Physical  Medicine  and  Rehabilitation:  Your  refer- 
ence committee  wishes  to  express  the  appreciation  of 
the  Society  to  the  retiring  chairman  of  this  subcom- 
mittee for  his  many  years  of  activity  and  extends  its 
best  wishes  to  him  in  his  new  field.  We  note  that 
the  subcommittee  has  been  inactive  during  the  year 
and  agree  that  there  should  be  a study  of  the  problem 
of  the  licensed  physical  therapist  including  the  ques- 
tion of  his  training  and  subsequent  practice. 

2.  Diabetes:  Your  reference  committee  has  re- 
viewed and  approved  the  work  of  this  subcommittee 
and  recommends  that  the  program  should  be  con- 
tinued. 

3.  Geriatrics:  Your  reference  committee  ap- 

proves the  five  objectives  which  the  subcommittee 
has  so  well  stated: 

(a)  To  stimulate  the  individual  physician’s  inter- 
est in  the  medical  and  social  problems  of  old  age; 

( b ) To  cooperate  with  community  planning  and 
research  in  the  problems  of  old  age; 

(c)  To  encourage  over-all  community  planning 
and  research  in  old  age  problems; 

( d ) Organization  of  at  least  one  program  yearly 
for  county  society  meetings; 

(e)  Constant  study  of  proposed  legislation  dealing 
with  the  aging  population;  and  recommends  that 
the  Council  consider  the  expansion  of  this  subcom- 
mittee in  order  to  provide  regional  representation 
throughout  the  State. 

4.  School  Health:  Your  reference  committee 

approves  the  program  and  activities  of  this  subcom- 
mittee and  agrees  with  its  recommendation  for  the 
appointment  of  two  additional  members. 

I move  the  adoption  of  this  report  . 

Dr.  Madge  C.  L.  McGtjinness,  New  York:  I 
second  the  motion. 

Dr.  Benjamin  M.  Bernstein,  Kings:  In  this  jet- 
propelled  age  of  speed  in  which  we  do  things,  it  is 
sometimes  worth  while  to  call  a halt  and  put  on  the 
brakes  and  find  out  where  we  are  going  and  why. 

You  will  note  from  this  report  of  the  chairman  of 
the  reference  committee,  and  if  you  will  also  wait 
until  the  reports  of  the  next  two  parts  on  public 
health  activities  are  given,  that  the  Council  now  con- 
cerns itself  with  the  following:  maternal  and  child 
welfare,  cerebral  palsy,  cancer,  hard  of  hearing, 
mental  hygiene,  heart  disease,  diabetes,  physical 
medicine,  geriatrics.  I should  like  to  ask  why  not 
tuberculosis,  the  common  cold,  arthritis,  polio- 
myelitis, multiple  sclerosis?  In  other  words,  if  you 
will  study  the  reports  of  these  committees  you  will 
find  in  the  first  place  that  they  rarely  meet.  Some 
of  these  have  not  met  at  all  in  the  last  year:  some 
have  met  only  once  in  the  last  year.  All  of  these 
committees  have  chairmen  who  are  neither  members 
of  the  Council  nor  of  the  House  of  Delegates.  I ask, 
are  we  asking  the  Council  to  go  into  the  practice  of 
medicine  clinically?  If  that  is  so,  then  they  should 
include  all  of  our  branches  of  medicine.  But  we 
don’t.  We  picked  out  certain  things.  I would  ask 
if  I were  to  take  the  time,  which  I am  not  going  to, 
what  do  we  mean  by  heart  disease?  Are  you  talking 
about  angiocarditis,  arteriosclerosis,  cardiac  arrhyth- 
mia, coronary  disease,  congenital  heart  disease,  or 
what  have  you? 

I think  there  are  enough  local,  State,  and  national 
organizations  today  who  concern  themselves  with 


these  matters  regularly,  weekly,  monthly,  annually, 
and  at  frequent  times  in  conventions.  I would  ask 
if  I were  in  order  that,  we  be  permitted  to  introduce  a 
motion  asking  the  Council  to  re-evaluate  itself  in  this 
regard  and  find  out  whether  or  not  these  activities 
are  a part  of  the  Council  activities.  If  the  Speaker 
will  permit,  I will  make  a motion  of  that  kind  to  ask 
the  Council  to  constitute  itself  a committee  of  one,  a 
committee  of  the  whole  if  you  will,  and  study  this 
problem  and  let  us  know  whether  what  I tell  you 
now  is  worth  listening  to  or  not. 

Speaker  Holcomb  : Thank  you,  Dr.  Bernstein. 
Are  there  any  further  questions  or  comments? 
Any  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  191  {See  58) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V : Care  of  the  Aging 

Dr.  Dwight  V.  Needham,  Onondaga:  This  is  a 
resolution  offered  by  Dr.  Horn,  of  Monroe  County. 
It  is  concerned  with  a study  of  the  problem  of  the 
aged: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  Governor  of  the  State  of 
New  York  to  appoint  a commission  composed  of 
prominent  individuals,  medical  and  nonmedical, 
to  study  this  problem  and  make  recommenda- 
tions.” 

Your  reference  committee  approves  the  purpose  of 
this  resolution.  We  are  informed  by  Dr.  Curphey, 
chairman  of  the  Council  Committee  on  Public 
Health  and  Education,  that  his  Subcommittee  on 
Geriatrics  is  the  only  group  which  is  currently  study- 
ing this  problem,  which  has  come  to  be  one  of  great 
importance.  It  would  seem,  therefore,  that  a com- 
plete study  of  this  problem  is  necessary,  and  we  be- 
lieve that  such  a commission  would  be  desirable.  I 
move  the  approval  of  this  resolution. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Needham:  I move  the  approval  of  the  report 
as  a whole. 

Dr.  A.  W.  Martin  Marino,  Kings:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Needham:  I would  like  to  thank  the  mem- 
bers of  my  committee,  Drs.  Madge  C.  L.  McGuin- 
ness, Olin  J.  Mowry,  Norman  S.  Moore,  and  A.  W.  M. 
Marino,  for  their  assistance  in  the  preparation  of  this 
report. 

Speaker  Holcomb  : Thank  you,  Dr.  Needham. 
Section  192 

Report  of  Committee  on  Scientific  Awards 

Dr.  Charles  D.  Post,  Chairman:  Mr.  Speaker 
and  members  of  the  House,  when  our  committee 
arrived  in  Buffalo,  we  found  a man  missing,  but  Dr. 
Clayton  Greene  was  able  to  substitute  for  him. 
These  men  are  very  busy  practitioners,  and  I wish 
now  to  thank  them  for  their  generosity  of  time  which 
they  spent  in  compiling  this  report. 

The  report  of  the  Committee  on  Scientific  Awards 
is  as  follows: 

First  Scientific  Award — “Synthetic  Organ  Mech- 
anisms,” Arthur  E.  MacNeill,  M.D.,  University 
of  Buffalo,  School  of  Medicine 
Second  Scientific  Award — “Surgical  Anatomy  of 
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the  Portal  System,”  John  L.  Madden,  M.D., 
John  M.  Lore,  Jr.,  M.D.,  and  Frank  P.  Gerold, 
M.D.,  St.  Clare’s  Hospital,  New  York  City 

First  Clinical  Award — ‘‘Long-term  Antibiotic 
Therapy  in  Chronic  Bronchitis  and  Infectious 
Asthma,”  Walter  Finke,  M.D.,  Genesee  Hos- 
pital, Rochester 

Second  Clinical  Award — “Prevention  of  Allergic 
Transfusion  Reactions,”  Charles  S.  Coaklev, 
M.D.,  Harry  E.  Ferris.  D.D.S.,  and  Seymour 
Alpert,  M.D.,  George  Washington  University 
Hospital.  Washington,  D.  C. 

Honorable  M enl  ion — Clin  ical — ‘ ‘Int  ravenous  T rvp- 
sin  in  Thrombotic  and  Inflammatory  States,” 
Irving  Innerfield,  M.D.,  Alfred  Angrist, 
M.D.,  and  Alfred  Schwarz,  M.D.,  New  York 
Medical  College.  Flower  and  Fifth  Avenue 
Hospitals.  Jewish  Memorial  Hospital 

Honorable  Mention — Scientific — “Injuries  to  the 
Menisci  of  the  Knee  Joint,”  Frederick  Lee 
Liebolt,  M.D.,  New  York  Hospital-Comell 
Medical  Center 

I move  the  acceptance  of  this  report. 

Secretary  Anderton:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Thank  you,  Dr.  Post. 

Section  193 

Report  of  Committee  on  Prize  Essays 

Speaker  Holcomb  : The  next  report  will  be  given 
by  Dr.  Anderton.  It  is  the  Report  of  the  Commit- 
tee on  Prize  Essays. 

Secretary  Axderton:  To  the  House  of  Dele- 
gates, gentlemen: 

The  Committee  on  Prize  Essays  consists  of  the 
following  members: 

Mather  Cleveland,  M.D.,  Chairman,  New  York 

William  P.  Van  Wagenen,  M.D.,  Monroe 

Arthur  B.  Raffl,  M.D.,  Onondaga. 

Eight  essays  were  submitted  for  the  Merrit  H. 
Cash  prize  and  one  for  the  Lucien  Howe  prize.  They 
have  all  been  carefully  considered  by  the  members  of 
your  committee  and,  in  several  instances,  by  advisory 
specialists. 

Your  committee  recommends  that  the  Merrit  H. 
Cash  prize  be  awarded  for  the  paper  entitled  “The 
Morgagni-Stewart-Morel  Syndrome,”  by  the  doctor 
who  chose  as  his  pseudonym,  “Teach  Thy  Tongue  to 
Say  I Do  Not  Know.”  (Opening  envelope),  his 
name  is  Sydney  Solomon,  M.D.,  F.A.C.P.,  Stam- 
ford, New  York.  ( Applause ) 

We  also  recommend  that  the  Lucien  Howe  Prize 
be  awarded  to  the  author  of  the  paper,  “Otani's 
Tumor,”  whose  pseudonym  is  “Lucky  Number.” 
(Opening  envelope),  his  name  is  Frederick  G.  Zak, 
New  York  City.  This  paper  is  published  from  the 
Department  of  Pathology  and  Neuropathology,  Mt. 
Sinai  Hospital.  New  York,  Kings  County  Hospital, 
Brooklyn,  and  the  Department  of  Pathology.  State 
University  of  New  York  College  of  Medicine  in 
New  York  City.  ( Applause ) 

The  committee  wishes  to  thank  all  of  the  members 
who  submitted  essays  and  to  commend  them  for 
their  efforts. 

I move  the  approval  of  this  report. 

Dr.  Samuel  B.  Burk,  Xew  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Thank  you,  Dr.  Anderton. 


Section  194 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Miscellaneous 

Dr.  Edward  P.  Flood,  Bronx:  This  is  the  report 
of  the  Reference  Committee  on  Part  XII  of  the 
Council.  Your  reference  committee  notes  with 
pleasure  the  new  high  in  registering  at  the  1952 
meeting  of  the  Society  in  New  York  City. 

The  scientific  program  was  of  a high  caliber,  and 
the  various  sessions  were  well  attended.  The  deci- 
sion to  reduce  the  number  of  section  meetings  to  one 
and  to  increase  the  number  of  general  sessions  is 
approved.  Your  committee  is  in  accord  with  the 
decision  to  continue  alternating  the  meetings  be- 
tween New  York  and  Buffalo.  This  was  the  over- 
whelming decision  of  those  polled.  The  television 
teaching  program  was  an  outstanding  success  as 
evidenced  by  the  registration  of  4,611.  The  scien- 
tific exhibits  were  excellent,  and  the  awards  were  well 
deserved  by  the  recipients.  The  committee  is 
pleased  that  the  technical  exhibitors  were  well  satis- 
fied with  the  opportunity  afforded  them  to  acquaint 
the  profession  with  their  products.  The  concurrent 
meeting  of  the  Woman’s  Auxiliary  of  the  State  of 
New  York  with  the  annual  meeting  of  the  State 
Society  continues  to  be  a successful  innovation. 

Speaker  Holcomb:  That  report  was  informative 
and  requires  no  action. 

Section  195  ( See  11) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XH : Nursing  Education 

Dr.  Edward  P.  Flood,  Bronx:  Your  reference 
committee  studied  the  published  report  and  the 
supplementary  report  of  the  Council  Committee  on 
Nursing  Education.  Their  meeting  in  January, 
1953.  was  attended  by  all  members  of  the  committee. 

It  is  with  continued  regret  that  we  note  a progres- 
sive diminution  of  the  number  of  nurses  available  for 
bedside  duty.  Apparently  the  profession  has  been 
at  fault  in  not  indoctrinating  pupil  nurses  with  the 
necessity  of  fulfilling  the  purposes  for  which  they 
were  trained.  The  competition  of  industry,  of  pub- 
lic health  nursing,  and  physicians  for  office  assistants 
has  an  attraction  which  contrasts  with  that  of  the 
care  for  the  sick. 

The  Council  Committee,  acting  with  the  Coordi- 
nating Committee  in  Nursing  Education,  plans  the 
organization  of  regional  councils.  Their  present 
objective  is  to  identify  the  major  problems  inherent 
to  the  provision  of  adequate  nursing  services,  to 
effect  utilization  of  available  nurse  power,  and  to 
promote  better  interprofessional  relationships.  They 
are  to  be  commended  for  this  suggestion,  and  we 
hope  for  its  full  implementation. 

The  Committee’s  recommendation  that  the  course 
in  nursing  be  reduced  to  a two-year  course  is  ap- 
proved. A' our  reference  committee  recommends 
that  the  Council  Committee  and  its  coordinating 
affiliates  urge  the  Federal  government  to  establish 
schools  of  nursing  in  the  hospitals  and.  where  this  is 
not  possible,  tosubsidizestudents in  civilian  schoolsof 
nursing  for  their  own  procurement  . Your  reference 
committee  also  urges  that  the  Council  Committee 
institute  a survey  of  hospitals  which  offer  group 
nursing  for  private  patients  and  commends  these 
hospitals  which  utilize  this  type  of  economy.  We 
furtner  urge  that  hospitals  without  training  schools 
start  courses  or  schools  for  the  training  of  practical 
nurses. 

I move  the  adoption  of  this  part  of  the  report. 
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Dr.  Arthur  F.  Gaffney,  District  Delegate:  I 
second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  196 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Woman’s  Auxiliary 

Dr.  Edward  P.  Flood,  Bronx:  The  Council 
Advisory  Committee  on  the  Woman’s  Auxiliary  has 
provided  a comprehensive  report  of  the  varied  activi- 
ties of  this  invaluable  adjunct  to  the  Medical  Society 
of  the  State  of  New  York. 

Its  participation  in  the  activities  of  the  Citizens’ 
Health  Education  Committee  played  a great  part 
in  the  success  of  our  legislative  activities.  Its  work 
on  behalf  of  the  Physicians’  Home  is  especially  com- 
mendable. The  administration  of  Mrs.  Harry  I. 
Norton,  the  president,  has  been  outstanding. 

Your  reference  committee  echoes  the  sentiments  of 
the  Council  Committee  in  expressing  to  her  and  her 
associates  in  every  county  its  gratitude  for  their 
efforts. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I second  that  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  197  (See  12) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Office  Administration  and  Policies 

Dr.  Edward  P.  Flood,  Bronx:  The  reference 
committee  has  carefully  studied  the  published  and 
the  supplementary  report  of  the  Council  Committee 
on  Office  Administration. 

It  approves  the  expenditure  of  $5,500  a year  for 
the  rent  of  additional  space  in  the  building  at  386 
Fourth  Avenue  in  New  York  City.  This  increases 
our  annual  expenditures  for  rent  to  $30,000  a year, 
which  represents  the  income  from  our  invested  funds. 
We  have  seen  the  depletion  of  these  funds  by  infla- 
tion and  regret  that  they  were  not  long  ago  invested 
into  real  property.  The  investment  of  $500,000  in  a 
suitable  office  building  would  probably  exempt  us 
from  real  estate  taxes  or  provide  the  Society  with 
additional  income. 

In  the  supplementary  report,  mention  is  made  of 
the  difficulty  of  obtaining  new  personnel  and  of  re- 
taining our  experienced  employes.  There  is  no  ques- 
tion of  the  necessity  of  paying  competitive  wages, 
but  in  addition,  the  Council  Committee  should  con- 
sider the  device  of  annual  increments  in  the  wage 
scale  and  the  formulation  of  a pension  plan. 

Our  faithful  employe,  Mrs.  Ann  Roetger,  is  de- 
ceased. We  join  with  the  administration  staff  in 
their  eulogy,  “Well  done,  good  and  faithful  servant.” 

The  efficient  conduct  of  our  office  is  undoubtedly  a 
demonstration  of  the  outstanding  executive  ability 
of  our  secretary  and  general  manager,  Dr.  Walter 
P.  Anderton. 

The  reference  committee  feels  that  the  Council 
should  reappoint  a Committee  on  Office  Administra- 
tion and  Policies  for  the  coming  year.  We  recom- 
mend the  adoption  of  this  portion  of  the  report. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Leo,  Bronx:  I second  the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  198  (See  49) 

Report  of  Reference  Committee  on  Report  of  Coun- 


cil, Part  XII : Elaboration  of  Medical  Ethics  of  the 
American  Medical  Association 

Dr.  Edward  P.  Flood,  Bronx:  We  had  presented 
to  us  several  resolutions,  the  first  of  those  considered 
being  that  introduced  by  Dr.  John  Flynn,  of  Kings, 
on  behalf  of  the  Brooklyn  Division  of  the  American 
Academy  of  General  Practice.  It  was  a two-page 
resolution,  the  subject  matter  of  which  was  “Elabora- 
tion of  Medical  Ethics  of  the  American  Medical 
Association.”  I won’t  read  it,  but  the  reference 
committee  has  formulated  and  introduced  as  a sub- 
stitute resolution  the  following,  which  reads : 

“Whereas,  the  physicians  in  general  practice 
of  the  State  of  New  York  realize  that  ill-advised 
and  misleading  news  releases  or  statements  can  do 
infinitely  more  harm  to  an  understanding  between 
doctors  of  medicine  and  the  American  public  than 
can  be  corrected  by  years  of  patient,  thoughtful, 
and  considered  effort,  therefore  be  it 
“Resolved,  that: 

1.  The  American  Medical  Association  be  re- 
quested to  consider  some  means  of  controlling 
public  expressions  of  its  members  which  are: 

(а)  beneath  the  dignity  doctors  strive  to 
attain  for  their  profession; 

(б)  inclined  or  intended  to  cast  aspersions 
upon,  arouse  suspicion  against,  or  undermine 
the  public  confidence  in  any  particular  group 
within  the  medical  profession; 

2.  The  American  Medical  Association  be  re- 
quested to  resist  attempts  by  any  group,  or  a 
spokesman  for  any  group,  to  impugn  the  judgment 
of  the  general  practitioner  or  other  qualified  doc- 
tor of  medicine,  in  performing  any  service  for 
which  he  is  qualified ; 

3.  The  American  Medical  Association  be  re- 
quested to  devise  a method  by  which  itemized 
joint  or  combined  bills,  covering  the  professional 
services  of  several  doctors  in  respect  of  a single 
case,  may  be  rendered  to  a patient  or  his  legally 
authorized  agent  by  one  doctor,  acting  for  himself 
and  those  doctors  who  may  be  associated  with  him 
in  treating  the  single  case;  and  be  it  further 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
resolution  of  this  purport  at  the  New  York  meet- 
ing of  the  American  Medical  Association.” 

I move  the  adoption  of  this  substitute  resolution. 
Dr.  Clarence  G.  Bandler,  New  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  earned  . . . 

Section  199  (See  57) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Proration  of  Fees 

Dr.  Edward  P.  Flood,  Bronx:  On  the  resolution 
presented  by  Dr.  Arthur  Kane,  of  Kings,  the  com- 
mittee on  the  advice  of  counsel  changed  the  position 
of  the  final  “Resolved,”  and  then  added  another  para- 
graph to  the  effect  that  the  addition  of  the  new  sec- 
tion in  the  Principles  of  Professional  Conduct  be 
subordinate  to  action  by  the  State  Legislature  in 
amending  the  Education  Law. 

The  revised  resolution  reads  as  follows: 

“Whereas,  insurance  agencies  have  established 
the  practice  of  accepting  a single  voucher  from 
participating  physicians  rendering  medical  care  to 
their  subscribers;  and 

“Whereas,  such  properly  itemized  combined 
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statement  has  been  considered  as  being  ethical  by 
the  American  College  of  Surgeons;  and 

“Whereas,  Section  6514  of  the  Education  Law 
of  the  State  of  New  York  forbids  the  proration  of 
fees:  therefore  be  it 

“Resolved,  that  Section  6514  of  the  Education 
Law  of  the  State  of  New  York  be  amended  so  as 
legally  to  permit  such  proration  of  fees;  and  be  it 
further 

“Resolved,  that  a new  section  to  be  labeled  Sec- 
tion 7 be  added  to  Article  YI  of  Chapter  III  of  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  to  wit: 
‘Proration  of  Fees 

‘It  is  not  unethical  for  an  indemnity  fee  to  be 
prorated  between  two  or  more  physicians  when 
such  physicians  actively  participate  in  the 
rendering  of  medical  and/or  surgical  care,  and 
the  fee  therefor  be  commensurate  with  the  serv- 
ices rendered;  and  the  patient  to  whom  such 
care  shall  have  been  rendered  shall  be  advised  of 
the  participation  and  of  the  distribution  of  the 
fee  through  an  itemized  combined  statement  or 
separate  statements.  Such  proration  would  be 
considered  ethical  if  it  was  limited  to  instances 
where  a contracted  fee  payment  for  a service 
has  been  made  by  an  insurance  company.’;  be 
it  further 

“Resolved,  that  this  be  incorporated  in  the 
Principles  of  Professional  Conduct  when  such 
legislation  is  enacted.” 

I move  the  adoption  of  this  portion  of  the  report  of 
the  reference  committee. 

Speaker  Holcomb:  The  Chair  wishes  to  call 
attention  to  the  fact  that  the  Principles  of  Profes- 
sional Conduct  can  be  changed  by  action  of  this 
House  at  this  time  without  having  it  referred  to  the 
Special  Committee  on  Constitution  and  Bylaws. 
Is  there  a second  to  the  motion? 

Dr.  Edwix  A.  Griffix,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  200  (See  70) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Course  in  Medical  Ethics  for  Medical 
Students 

Dr.  Edward  P.  Flood,  Bronx:  This  is  a resolu- 
tion proposed  by  Dr.  Sol  Axelrad,  of  Queens.  ( See 
Section  70) 

The  Committee  approved  this  resolution,  with  the 
following  addition,  the  final  resolution,  namely, 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  offer  to  make  available  to  the  medical 
schools  the  materials  and  personnel  required  for 
this  purpose  if  requested.” 

That  is  the  addition.  I move  the  substitution  of 
our  committee’s  resolution  and  its  approval. 

Dr.  Gervais  W.  McAcliffe,  .Veto  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  201  ( See  55 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Contract  Practice 

Dr.  Edward  P.  Flood,  Bronx:  Next  is  the  report 
of  the  reference  committee  on  the  resolution  pre- 
sented by  Dr.  A.  W.  Martin  Marino,  of  Kings,  which 
perhaps  I had  better  read  in  to  to: 


“Whereas.  Chapter  III,  Article  VI.  Section  3. 
of  the  Principles  of  Professional  Conduct  of  the 
State  of  New  York  Medical  Society  reads  as  fol- 
lows: 

‘Coxtract  Practice 

‘Contract  practice  as  applied  to  medicine 
means  the  practice  of  medicine  under  an  agree- 
ment between  a physician  or  a group  of  physi- 
cians, as  principals  or  agents,  and  a corporation, 
organization,  political  subdivision,  or  individual, 
whereby  partial  or  full  medical  services  are  pro- 
vided for  a group  or  class  of  individuals  on  the 
basis  of  a fee  schedule,  or  for  a salary  or  for  a 
fixed  rate  per  capita. 

‘Contract  practice  per  se  is  not  unethical. 
Contract  practice  is  unethical  if  it  permits  of 
features  or  conditions  that  are  declared  unethi- 
cal in  these  Principles  of  Professional  Conduct 
or  if  the  contract  or  any  of  its  provisions  causes 
deterioration  of  the  quality  of  the  medical  serv- 
ices rendered.’;  and 

“Whereas,  further  specific  changes  in  this  sec- 
tion are  necessary  ; therefore  be  it 

“Resolved,  that  the  above  section  be  amended 
to  read  as  follows: 

‘Contract  practice  as  applied  to  medicine 
means  the  practice  of  medicine  under  an  agree- 
ment between  a duly  licensed  physician  or  a 
group  of  didy  licensed  physicians,  as  principals 
or  agents,  and  a corporation,  organization,  polit- 
ical subdivision,  or  individual,  whereby  partial 
or  full  medical  services  are  provided  for  a group 
or  class  of  individuals  on  the  basis  of  a fee 
schedule,  or  for  a salary  or  for  a fixed  rate  per 
capita. 

‘Contract  practice  per  se  is  not  unethical. 
Contract  practice  is  unethical  if  it  permits  of 
features  or  conditions  that  are  declared  unethi- 
cal in  these  Principles  of  Professional  Conduct 
or  if  the  contract  or  any  of  its  provisions  causes 
deterioration  of  the  quality  of  the  medical  serv- 
ices rendered.’;  and  be  it  further 

“Resolved,  that  the  following  be  added  to  the 
second  paragraph,  to  wit: 

‘A  contract  with  a hospital,  organization,  or 
political  subdivision  which  is  supported  in  whole 
or  in  part  by  public  funds  or  by  solicitation  of 
private  subscriptions,  to  diagnose  and  treat  pa- 
tients, is  ethical  only  when  such  diagnosis  and 
treatment  is  for  a patient  who  is  a public 
charge.’  ” 

We,  the  reference  committee,  recommend  the  dis- 
approval of  this  resolution  because  it  entails  no 
essential  change  in  the  present  provisions  of  the 
Principles  of  Professional  Conduct. 

Mr.  Speaker,  i move  the  adoption  of  the  recom- 
mendation of  the  reference  committee,  which  carries 
disapproval  of  the  resolution. 

Dr.  Clarence  G.  Baxdler,  .Yetr  York:  I second 
it. 

Speaker  Holcomb  : Now  it  is  open  for  discussion. 
Dr.  Aaron  Ivottler,  Kings:  I don’t  believe  that 
the  thinking  of  the  reference  committee  in  saying 
that  what  we  propose  is  no  different  from  what  we 
have  in  our  present  code  of  ethics,  in  our  present 
Principles  of  Professional  Conduct,  is  sound. 

In  our  present  code  of  ethics  any  corporation,  any 
hospital,  may  hire  a doctor  to  practice  medicine  on 
its  behalf,  even  for  pecuniary  gains,  to  treat  people, 
patients,  on  its  behalf. 
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According  to  this  amendment  of  the  code  of  ethics 
we  say  that  such  shall  only  be  the  case,  permitted 
and  considered  as  such,  when  it  is  done  on  patients 
who  are  public  charges. 

Let  me  explain.  A patient  who  is  a public  charge 
is  a ward  patient.  Where  a hospital  hires  a doctor 
to  treat  a patient  in  a ward  who  pays  a part  of  the 
fee,  the  ward  charge,  and  he  is  on  hospital  services, 
and  the  hospital  pays  the  doctor  on  a salary  basis,  a 
full-time  man,  to  take  care  of  those  patients,  then  it 
is  ethical;  but  when  a hospital  or  a corporation  hires 
a doctor  to  treat  patients  and  derives  the  benefit  of 
the  fees  from  these  patients,  I say  that  is  the  cor- 
porate practice  of  medicine  and  is  unethical. 

I would  like  to  ask  our  counsel,  in  terms  of  his 
explanation  before  on  the  proration  of  fees  where  he 
says  that  this  can  be  so  enacted  if  the  law  be  amended 
as  to  provide  and  make  legal  proration  of  fees,  the 
Education  Law,  Section  6514,  says  you  cannot  pro- 
rate fees,  and  therefore  the  previous  resolution  on 
proration  was  so  amended  contingent  on  the  change 
in  the  law.  The  law  does  forbid  the  corporate  prac- 
tice of  medicine,  and  our  code  of  ethics  says  that 
contract  practice  per  se  is  unethical.  There  is  a 
little  bit  of  confusion  in  my  mind  on  the  interpreta- 
tion, and  I think  that  we  should  permit  the  practice 
of  medicine  by  hospitals  only  on  ward  patients  and 
try  to  conform  with  the  law  if  it  is  so  that  the  cor- 
porate practice  of  medicine  is  illegal. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  lost . . . 

Speaker  Holcomb:  The  motion  is  lost. 

Dr.  Joseph  A.  Geis,  Councillor:  Does  that  deci- 
sion to  disapprove  that  carry  the  approval  of  the 
resolution? 

Speaker  Holcomb:  No,  it  does  not. 

Dr.  Geis:  Then  I would  like  to  make  a motion 
that  this  be  referred  to  the  Council  for  further  study. 

Speaker  Holcomb  : Is  there  a second? 

. . . There  was  no  response  . . . 

Speaker  Holcomb  : Your  motion  is  not  seconded ; 
therefore  it  is  not  in  order. 

Dr.  Flood:  The  reference  committee  moved  dis- 
approval of  the  resolution  but  was  not  supported  so 
we  still  have  it  before  us,  the  original  resolution  of 
Dr.  Marino. 

Dr.  Geis:  On  that  particular  resolution  I sug- 
gested that  it  be  referred  to  the  Council  for  further 
study.  Something  has  to  be  done  with  it.  It  is  be- 
fore us,  and  we  definitely  must  have  action.  We 
voted  not  to  disapprove  it,  and  certainly  in  my 
opinion  the  worst  thing  we  could  do  is  to  approve  it, 
so  therefore  the  only  solution  is  to  refer  it  to  the 
Council  for  further  study,  and  I make  such  a motion. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
1 second  it. 

Speaker  Holcomb:  Is  there  any  discussion  on 
the  motion  to  refer  this  resolution  to  the  Council? 

Dr.  Clarence  G.  Bandler,  New  York:  Mr. 

Speaker  and  members  of  the  House,  all  of  this  discus- 
sion which  has  been  at  considerable  length  and  vari- 
ance could  well  have  been  avoided  if  the  proponent 
and  if  the  introducer  of  the  resolution  had  appeared 
before  the  reference  committee  and  advocated  his 
resolution.  Unfortunately,  your  reference  commit- 
tee were  unable  individually  and  collectively  to 
fathom  the  background  or  the  meaning  of  the  resolu- 
tion, and  therefore  it  was  essential  for  it  to  advocate 
disapproval. 

Dr.  Solomon  Schussheim,  Kings:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I have  al- 
ways assumed  that  in  presenting  a motion  to  the 
House  there  were  just  two  votes,  either  approval  or 


disapproval.  If  you  vote  approval,  it  means  you 
vote  to  approve  the  resolution;  if  you  vote  disap- 
proval, you  mean  to  disapprove.  There  is  no  ques- 
tion that  you  have  to  go  through  the  rigmarole  of 
another  vote  on  these  things. 

In  so  far  as  what  Dr.  Bandler  said,  he  is  absolutely 
correct,  but  unfortunately  most  of  us  were  tired  out 
with  other  reference  committee  work,  and  we  could 
not  get  around  to  try  to  convince  him  to  go  along 
with  us. 

Speaker  Holcomb:  Remember  the  vote  is  on  Dr. 
Geis’s  motion  to  refer  the  resolution  to  the  Council. 

Dr.  William  B.  Rawls,  New  York:  Why  not 
table  it? 

Dr.  Abraham  D.  Segal,  Kings:  Dr.  Geis  has 
moved  to  postpone  the  resolution  which  you  have 
already  expressed  approval  of  by  the  vote  here.  I 
think  that  is  contrary  to  parliamentary  procedure. 
We  have  spent  a great  deal  of  time  in  discussing 
these  motions.  It  would  be  better  if  we  were  just  a 
little  bit  more  vigorous  in  our  action  and  just  a little 
more  unified  in  our  intent  to  solve  many  of  these 
problems  which  involve  a number  of  individuals  and 
later  with  time  will  involve  all  of  the  members  up- 
state as  well  as  downstate.  Gentlemen,  you  must 
realize  the  seriousness  of  these  problems  which  are 
confronting  us.  I,  therefore,  would  like  you  to 
defeat  Dr.  Geis’s  motion  and  take  the  bull  by  the 
horns  and  approve  the  resolution.  I think  when  you 
disapproved  the  recommendation  before,  you  auto- 
matically approved  the  resolution. 

Speaker  Holcomb  : The  Chair  will  rule  Dr.  Geis’s 
motion  is  in  order  for  a vote.  Those  in  favor  of  Dr. 
Geis’s  motion  to  refer  to  Council  the  resolution  on 
contract  practice  will  say  “aye,”  opposed  “no.” 
The  “noes”  have  it.  Apparently  the  motion  is  con- 
sidered out  of  order. 

Dr.  Geis:  That  is  twice  that  has  been  beaten.  It 
seems  to  me  we  have  to  do  something  with  this  to  get 
it  off  the  floor.  The  next  thing  would  be — and  I 
hope  to  God  that  this  body  will  not  do  so — we  will 
have  to  approve  it.  It  is  the  only  thing  that  is  left, 
and  I hope  they  won’t  do  that. 

Dr.  Segal,  Kings:  I would  like  to  make  a motion 
that  we  approve  the  action  of  the  body  before  and 
approve  this  motion. 

Chorus:  Out  of  order. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Let  us  not  confuse  this  issue  now.  There  was  one 
vote  to  disapprove,  which  does  not  mean  a matter  is 
approved  because  it  is  disapproved.  There  was 
another  vote  to  refer  the  resolution  to  the  Council. 
I think  the  motion  of  Dr.  Segal  in  effect  is  to  approve 
the  resolution. 

Dr.  Segal:  That  is  right. 

Dr.  d’Angelo:  Then  I make  such  a motion. 

Dr.  Segal:  That  is  right.  I second  it. 

Dr.  Samuel  Z.  Freedman,  New  York:  I would 
like  to  ask  the  introducers  of  the  motion  would  they 
define  at  least  for  me  what  they  mean  by  “public 
charges.”  Isn’t  that  a rather  vague  term? 

Speaker  Holcomb:  For  the  sake  of  clarification, 
the  Chair  will  ask  Dr.  Flood  to  read  the  resolution  and 
the  original  action  of  the  reference  committee  on  such 
resolution,  so  you  may  understand  what  is  being  dis- 
cussed. After  that  is  read,  then  you  will  remember 
that  the  motion  now  pending  is  to  approve  of  that 
resolution.  In  that  way,  we  will  see  if  it  can  be 
clarified  sufficiently  so  we  can  get  it  off  the  floor,  and 
you  may  all  understand  what  is  being  voted  on. 

. . . Dr.  Flood  reread  the  resolution  and  the  original 
report  of  the  reference  committee  thereon  . . . 

Dr.  Leonard  J.  Schiff,  Clinton:  As  I understand 
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it,  the  motion  before  the  House  now  is  to  approve 
that  resolution.  Am  I correct? 

Chorus:  Right. 

Speaker  Holcomb : That  is  right. 

Dr.  Leo  F.  Schief,  Trustee:  We  had  a long  and 
tiresome  discussion  on  that,  and  I know  I,  for  one, 
am  not  as  quick  now  at  getting  things  as  I should. 
There  might  be  implications  in  this  that  it  would  be 
well  for  us  to  take  time  to  consider  or  that  it  would 
be  well  for  us  to  have  someone  take  the  time  to  study. 
Every  time  we  attempt  to  tinker  with  our  Principles 
of  Professional  Conduct  and  to  add  a qualifying 
clause  here  or  there  for  some  special  occasion  we  are 
doing  something  that  may  have  consequences  far 
more  serious  and  outreaching  than  we  realize.  It 
seems  to  me  to  do  justice  to  this  particular  subject 
the  only  sensible  thing  would  be  to  refer  it,  although 
a motion  to  refer  was  lost — 

Chorus:  Right. 

Dr.  Leo  F.  Schiff:  But  I hope  that  you  will  not 
approve  of  this  resolution  in  its  present  form.  If, 
Mr.  Speaker,  I am  in  order — and  I believe  I am  on 
this  motion  to  approve — I move  that  it  be  referred  to 
Council. 

Chorus:  Out  of  order. 

Speaker  Holcomb  : A motion  to  refer  now  is  out 
of  order.  We  are  voting  on  the  approval  of  the 
resolution. 

Dr.  Leo  F.  Schiff:  Then  I move  to  amend  so 
that  it  be  referred. 

Speaker  Holcomb:  The  motion  to  refer  the 
resolution  to  the  Council  has  already  been  voted 
down. 

Dr.  Leo  F.  Schiff:  Then  I will  move  that  this  be 
laid  on  the  table. 

Dr.  Geis:  I second  the  motion  to  lay  on  the  table. 
. . . The  motion  to  table  was  put  to  a vote  and  was 
carried  . . . 

Section  202  {See  56) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XH : Free  Choice  of  Physician  (Principles 
of  Professional  Conduct) 

Dr.  Edward  P.  Flood,  Bronx:  We  have  another 
resolution  introduced  by  Dr.  A.  W.  Martin  Marino, 
of  Kings: 

“Whereas,  Chapter  III,  Article  VI.  Section  4, 
of  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  Xew  York  reads  as 
follows: 

T ree  Choice  of  Physician* 

‘The  right  of  the  patient  freely  to  choose  his 
doctor  must  be  preserved  and  maintained. 
Nothing  in  any  individual  or  group  method  of 
practice  must  be  permitted  to  interfere  with 
this  right.’;  and 

“Whereas,  further  clarification  of  such  action 
is  necessary;  therefore  be  it 

“ Resolved , that  the  following  be  added  to  the 
above  section,  to  wit: 

‘Free  choice  of  physician  is  defined  as  the 
unrestricted  freedom  of  a patient  to  choose  his 
own  physician.  The  interjection  of  a third 
party  who  has  a valid  interest,  or  who  inter- 
venes between  the  physician  and  the  patient, 
does  not  per  se  cause  a contract  to  be  ethical. 
A third  party  has  a valid  interest  when,  by  law 
or  volition,  the  third  party  assumes  legal  re- 
sponsibility and  provides  for  the  cost  of  medical 
care  and  indemnity  for  occupational  disability. 

‘If,  however,  the  third  party  be  an  organiza- 


tion or  corporation  which  agrees  to  provide 
medical  and/or  surgical  sendees  through  the 
medium  of  individual  or  group  practice,  pay- 
ment to  the  physicians  under  contract  being 
either  on  an  indemnity  or  a per  capita  basis,  a 
requirement  restricting  choice  of  physician  to 
eitner  the  individual  or  group  practitioners 
under  contract  vitiates  the  Subscriber’s  right  to 
free  choice  of  physician.  This  is  against  the 
best  interests  of  the  public  and  of  the  medical 
profession.’ 

This  resolution  is  disapproved  because  it  does  not 
in  any*  way  clarify  the  original  article. 

I move  the  acceptance  of  the  report  of  the  refer- 
ence committee. 

Dr.  Alfred  M.  Hellman*,  Xew  York:  I second  it. 

Speaker  Holcomb:  The  motion  is  open  for  dis- 
cussion. which  asks  for  disapproval  of  the  resolution. 

Dr.  Thomas  M.  d' Angelo,  Assistant  Treasurer: 
The  chairman  of  the  reference  committee  said  it  was 
disapproved  because  it  does  not  in  any*  way  clarify 
the  original  code  of  ethics.  I take  that  to  mean  then 
that  the  original  code  of  ethics  is  fully  clarified  al- 
ready without  any  addition.  Is  that  the  intent  of 
the  chairman  of  the  reference  committee? 

Dr.  Flood:  Yes. 

Speaker  Holcomb:  I think,  Dr.  d’ Angelo,  that 
the  committee  simply*  gave  their  reason  for  dis- 
approval. That  was  simply  for  information. 

Dr.  d’Angelo:  I want  to  know  if  the  committee 
considered  that  the  present  section  as  it  stands  now 
is  fully  clarified  without  this. 

Dr.  F lood  : W e did  not  consider  that  a paragraph 
of  five  lines  was  clarified  by*  being  elaborated  into  a 
paragraph  of  25  lines. 

Speaker  Holcomb:  Is  there  further  discussion? 

Dr.  Solomon*  Schussheim,  Kings:  Mr.  Speaker, 
apparently*  clarification  is  implicit,  and  the  reference 
committee  seems  to  feel  that  this  attempted  clari- 
fication of  five  lines  by*  the  addition  of  15  or  20  lines 
does  not  make  it  as  simple  as  it  should  be.  The 
trouble  has  been  that  the  five  lines  were  not  simple 
and  did  not  clarify*,  so  the  attempt  was  made  to 
really*  clarify  by*  the  addition  of  more  lines.  That  is 
the  entire  consideration  that  must  be  given  to  this 
resolution,  that  we  understand  what  free  choice  of 
physician  is.  Apparently*  we  still  don’t  know  what 
free  choice  of  physician  means. 

Speaker  Holcomb:  Is  there  any*  further  discus- 
sion? 

Dr.  Samuel  Leo,  Bronx:  Mr.  Chairman  and 
gentlemen,  there  is  no  question  that  the  ones  who 
brought  this  resolution  before  the  House  have  a very* 
definite  purpose.  If  we  defeat  this  resolution  because 
of  poor  clarification,  we  have  the  talent  to  clarify*  it. 
Let  us  call  on  that  talent  to  clarify*  it  and  have  it 
passed. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  lost  . . . 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I move  no  action  lie  taken  on  this  resolution. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Section  203  {See  62) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XH : Fee-Splitting 

Dr.  Edward  P.  F lood,  Bronx:  We  now  have  the 
resolution  introduced  by*  Dr.  Joseph  E.  Corr,  New 
York  County.  {See  Section  62) 

Your  reference  committee  recommends  that  this 
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resolution  be  referred  to  the  Council  for  a statistical 
study  of  the  alleged  grievances  before  complaint  is 
made  to  the  Attorney  General. 

I so  move. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

Speaker  Holcomb  : Is  there  discussion? 

Dr.  Aaron  Kottler,  Kings:  There  is  one  correc- 
tion I would  like  to  make.  I believe  I heard  the 
chairman  of  the  reference  committee  state  that  in 
workmen’s  compensation  the  doctors  pool  their  fees 
in  groups  or  in  partners.  If  that  is  so,  I would  like 
to  correct  that  statement  and  say  that  as  far  as 
partners  are  concerned,  that  only  applies  to  the 
Education  Law.  The  same  does  not  apply  to  the 
Workmen’s  Compensation  Law.  In  the  Workmen’s 
Compensation  Law  the  doctors  form  medical 
bureaus,  and  after  they  have  been  given  a license  by 
the  Department  of  Workmen’s  Compensation  to 
form  such  a bureau,  that  is  the  way  they  practice  as 
partners  under  the  Workmen’s  Compensation  Law. 
Speaker  Holcomb:  Thank  you,  Dr.  Kottler. 
Dr.  Abraham  D.  Segal,  Kings:  I would  like  a 
point  of  clarification,  Mr.  Speaker.  If  our  Council 
approves  of  this  resolution,  then  will  it  automatically 
go  to  the  Attorney  General? 

Speaker  Holcomb  : The  Chair  would  inform  you, 
Dr.  Segal,  that  the  recommendation  is  that  the  resolu- 
tion be  referred  to  the  Council  for  a statistical  study 
of  the  alleged  grievances  before  complaint  is  made. 
I think  these  facts  will  be  taken  into  consideration 
by  the  Council  who  makes  the  study. 

Dr.  Segal:  May  I make  an  amendment  to  this 
resolution, -that  if  our  Council  approves  and  gives  the 
required  facts,  that  the  resolution  then  earn-  on  its 
progress  and  be  referred  to  the  Attorney  General. 

Speaker  Holcomb:  Is  your  amendment  sec- 

onded? 

Dr.  Norton  S.  Brown,  New  York:  I second  the 
amendment. 

. . . There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  The  vote  will  now  be  on  the 
original  motion  as  amended. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  204  ( See  107) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Unethical  Practice 

Dr.  Edward  P.  Flood,  Bronx:  The  next  resolu- 
tion on  which  the  reference  committee  wishes  to  re- 
port was  presented  by  Dr.  Aaron  Kottler  of  Kings. 
It  is  along  the  same  tenor  as  the  previous  one : 

“Whereas,  members  of  the  Medical  Society  of 
the  State  of  New  York  are  hired  by  hospitals  on  a 
salary  basis  to  practice  medicine  on  private  pa- 
tients; and 

“Whereas,  the  fees  paid  by  these  patients  to 
the  physicians  are  assigned  by  the  latter  to  the 
hospital;  and 

“Whereas,  the  corporate  practice  of  medicine 
is  illegal  in  the  State  of  New  York;  and 
_ “Whereas,  the  assignment  of  fees  by  a physi- 
cian is  a violation  of  Section  6514,  paragraph  2F  of 
the  Education  Law  of  the  State  of  New  York;  and 
“Whereas,  such  practice  has  been  declared 
unethical  by  the  Medical  Society  of  the  State  of 
New  York;  therefore  be  it 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  study  and  investigate  these  viola- 
tions and  report  its  findings  and  recommenda- 
tions.” 


We  added  the  last  two  words  “and  recommenda- 
tions.” 

The  reference  committee  feels  that  this  resolution 
is  similar  to  that  just  referred  to  the  Council,  and  the 
committee  recommends  that  this  be  disposed  of  like- 
wise, and  I so  move. 

Dr.  Thomas  H.  McGavack,  New  York:  I second 
that. 

Dr.  Aaron  Kottler,  Kings:  Has  anybody 

seconded  that  motion? 

Speaker  Holcomb:  Yes,  it  has  been  seconded. 

Dr.  Kottler:  I have  a brief  statement  which  I 
would  like  to  read.  It  will  take  three  minutes. 

Speaker  Holcomb  : Very  well. 

Dr.  Kottler:  The  illegal  practice  of  medicine  by 
hospitals  has  been  going  on  for  the  past  number  of 
years.  A good  number  of  our  members  are  parties 
to  this  violation  of  the  laws  of  this  State  and  the 
ethics  of  our  profession.  They  are  aiding  and  abet- 
ting an  illegal  practitioner  to  practice  medicine. 

Were  I to  talk  at  length  on  this  subject,  I would 
miss  my  train  to  New  York;  and  if  I would  say  what 
I heard  and  believe  to  be  the  truth  about  the  prac- 
tice of  medicine  by  hospitals,  Mr.  Speaker,  I would 
be  compelled  to  ask  you  to  call  this  House  into  execu- 
tive session.  And,  again,  if  we  did  go  into  executive 
session,  the  information  which  I believe  is  fact  and 
undeniable  would  be  used  by  some  in  this  room  to 
our  detriment. 

Your  president,  Dr.  Wentworth,  put  it  very 
mildly  the  other  day  in  his  remarks  to  the  House  on 
the  ethical  practice  of  medicine,  and  he  is  justified  in 
what  he  said,  although  I do  not  agree  with  him  in  his 
recent  published  articles  on  the  Friedman  Bill  and 
hospitals  practicing  medicine. 

Gentlemen,  our  Constitution  requires  that  charges 
be  signed  against  unethical  practitioners  of  medicine. 
Those  who  have  conveyed  the  facts  to  me  do  not 
wish  to  sign  such  charges  or  even  have  their  names 
be  made  public  for  fear  of  losing  their  staff  appoint- 
ments in  the  respective  hospitals  with  which  they  are 
affiliated.  They  just  do  not  have  the  intestinal 
fortitude  to  do  so;  however,  they  do  want  someone 
to  “bell  the  cat.” 

Only  through  an  honest  investigation  can  these 
facts  be  brought  out  into  the  open.  If  the  medical 
profession  does  not  clean  its  own  house,  the  people 
of  this  State  will,  through  legislation  as  recently 
enacted,  giving  the  Board  of  Regents  the  power  to 
suspend,  reprimand,  and  revoke  a physician’s  license 
to  practice  medicine  if  he  is  found  guilty  of  unprofes- 
sional conduct. 

The  press  is  aw-aiting  your  action.  They  have 
recently  exposed  the  unprofessional  conduct  of  some 
of  our  members  with  drug  companies,  w-hich  caused 
the  enactment  of  the  above  law\  The  press  has  been 
gathering  information,  and  Dr.  Paul  Hawley’s 
educational  program  of  exposing  unethical  practices 
through  the  press  will  disappear  from  the  front  pages. 

It  is  necessary  and  urgent  that  we  protect  that 
inalienable  right  of  judging  our  own  peers.  Please 
pass  this  resolution  for  the  sake  of  medicine  and  for 
the  public  protection.  You  owe  it  to  them  as  honest 
physicians  and  in  accordance  with  the  oath  of  Hip- 
pocrates wrhich  you  have  taken. 

I thank  you. 

Speaker  Holcomb:  The  Chair  wishes  to  call 
attention  to  the  fact  that  the  reference  committee’s 
recommendation  is  that  the  resolution  be  referred  to 
the  Council  for  study.  I believe  that  the  Council 
will  take  into  consideration  all  of  these  matters,  and 
probably  many  of  our  members  who  wish  to  discuss 
this  so  fully  might  even  be  asked  to  appear  before 
the  Council.  Are  you  ready  for  the  question? 
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Dr.  Abraham  D.  Segal,  Kings:  Point  of  infor- 
mation, did  I understand  that  there  was  to  be  an 
addition  of  two  words  on  that  by  the  reference  com- 
mittee? 

Speaker  Holcomb:  That  is  true.  Dr.  Flood, 
will  you  state  them? 

Dr.  Flood:  The  resolution,  as  it  now  reads, 
states: 

“ Resolved , that  the  Medical  Society  of  the  State 

of  New  York  study  and  investigate  these  viola- 
tions and  report  its  findings  and  recommenda- 
tions.” 

“And  recommendations”  is  the  addendum. 

Speaker  Holcomb:  That  simply  complements 
the  resolution. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  205  ( See  14) 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  XII:  Belated  Bills 

Dr.  Edward  P.  Flood,  Bronx:  I ask  permission 
to  report  for  the  Reference  Committee  on  the  Sup- 
plementary Report  to  the  Council,  Part  IX,  Belated 
Bills.  We  overlooked  this  supplementary  report, 
concerning  three  belated  bills  that  have  been  sub- 
mitted by  the  Council  to  the  House: 

1.  On  March  17,  1953,  a voucher  was  received 
from  Dr.  J.  H.  Bauer,  of  Syracuse,  a member  of  the 
Legislation  Committee,  for  SI. 20  spent  for  taxi  fare 
in  connection  with  a meeting  of  the  Committee  on 
September  24,  1952,  and  one  for  S38.88  covering  the 
expense  of  attendance  at  a meeting  on  November  11, 
1952.  The  two  vouchers  total  S40.03. 

2.  On  February  27,  1953,  Dr.  Edwin  W.  Gates  of 
Niagara  Falls,  a member  of  the  Subcommittee  on 
Diabetes  of  the  Public  Health  and  Education  Com- 
mittee, submitted  a voucher  for  S58.70  covering  the 
expense  of  attendance  at  a meeting  of  the  subcom- 
mittee in  New  YY>rk  City  on  October  8,  1952. 

3.  On  March  24,  1953,  Dr.  J.  Stanley  Kenney, 
member  of  the  Council  and  chairman  of  the  Legisla- 
tion and  Citizens’  Health  Education  Committee,  sub- 
mitted a voucher  for  telephone  and  telegraph  charges 
appearing  on  his  own  telephone  bill  and  incurred  in 
connection  with  the  business  of  this  Society.  They 
total  S10.70  and  cover  the  period  Julv  17  to  Decem- 
ber 24,  1952. 

The  committee  recommends  these  three  payments 
be  approved. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  I think  that  is  perhaps  a 
salutory  lesson  to  any  of  us  who  serve  on  committees. 
Please  get  your  bills  in  promptly  in  the  required 
time,  thirty  days. 

Dr.  Flood:  This  concludes  the  reference  com- 
mittee’s report,  and  I now  move  for  the  adoption  of 
the  report  as  a whole,  as  amended  by  action  of  this 
House. 

Dr.  Arthur  F.  Gaffney,  District  Delegate:  I 
second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Flood:  I wish  also  to  thank  the  other  mem- 
bers of  the  committee  for  their  cooperation  and  effort 
in  formulating  this  report.  They  are  Dr.  Clarence 
G.  Bandler,  of  New  York;  Dr.  Fred  Bromberg,  of 
Nassau;  Dr.  John  S.  Fitzgerald  of  Oneida;  and  Dr. 
Arthur  F.  Gaffney,  of  Otsego,  I think. 


Procedure  as  To  Future  Amendments  of  Principles 
of  Professional  Conduct 

Dr.  James  R.  Reeling,  Trustee:  Mr.  Speaker, 
we  have  had  the  spectacle  this  morning  of  trying  to 
change  our  code  of  ethics  by  resolutions  that  have 
been  heard  once,  referred  to  a reference  committee, 
and  then  without  an  opportunity  for  study,  brought 
before  the  House.  Any  change  in  our  Constitution 
and  Bylaws  is  required  to  lie  over  for  one  year.  I 
believe  that  some  method  should  be  devised  by  this 
House  or  by  the  Council  to  safeguard  our  code  of 
ethics,  which  is  just  as  important.  It  has  implica- 
tions even  more  important  at  times  than  our  Con- 
stitution and  Bylaws.  I would  move  that  the  ques- 
tion of  the  study  of  any  resolutions  having  to  do  with 
the  code  of  ethics  be  referred  to  the  Council  who  will 
report  to  this  House  next  year  an  implementation  to 
find  some  better  way  than  the  way  we  are  doing  at 
present.  That  motion  is  not  very  well  put,  but  I 
think  you  all  understand  exactly  what  I have  in  my 
mind.  I would  move  that,  sir. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

Speaker  Holcomb  : Is  there  any  discussion? 

Dr.  Aaron  Kottler,  Kings:  On  a point  of  infor- 
mation, do  I understand  from  what  Dr.  Reuling  just 
said  that  the  procedure  we  took  on  those  resolutions 
on  the  code  of  ethics  previously  is  unconstitutional? 

Chorus:  No. 

Speaker  Holcomb:  No,  indeed  not. 

Dr.  Reeling:  I am  sorry  that  anyone  in  the  room 
misunderstands  me. 

Speaker  Holcomb  : I am  sure  they  did  not. 

Dr.  Reeling:  We  have  to  safeguard  our  ethics 
and  not  have  them  acted  on  without  due  considera- 
tion, and  we  must  find  some  way  to  do  it.  I am 
referring  not  to  any  action  that  was  taken  this  morn- 
ing. I am  only  looking  to  the  future  to  find  some 
way  to  safeguard  them. 

Speaker  Holcomb:  Thank  you,  Dr.  Reuling. 
Is  there  any  further  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  We  will  suspend  our  con- 
sideration of  the  reference  committee  reports  so  that 
Dr.  McCarty  can  give  us  the  report  of  the  elections. 


Dr.  Charles  F.  McCarty,  Kings:  The  results 
for  Councillors  are: 

Renato  J.  Azzari 180 

Peter  J.  Di  Natale 173 

Floyd  S.  Winslow 164 

Scott  Lord  Smith 107 

Benjamin  M.  Bernstein 91 

Speaker  Holcomb:  Drs.  Winslow,  Azzari, 

Di  Natale,  and  Scott  Lord  Smith  are  declared  elected 
as  Councillors  for  a term  of  three  years. 

Dr.  McCarty:  For  delegates  to  the  American 
Medical  Association: 

J.  Stanley  Kenney 169 

John  J.  Masterson 162 

Maurice  J.  Dattelbaum  142 

.Andrew  A.  Eggston 135 

Henato  J.  Azzari - 132 

Peter  M.  Murray 131 

Peter  J.  Di  Natale 119 

Thomas  M.  d’Angelo 118 


Section  207  ( See  188) 

Results  of  Election 
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Abraham  A.  Aaron 114 

Dan  Mellen 93 

Those  are  the  first  ten  who  serve  as  delegates. 

Leo  F.  Schiff 92 

James  Greenough 77 

William  B.  Rawls 71 

Frederick  W.  Williams 67 

Norman  S.  Moore 58 

Frederic  W.  Holcomb 53 

Charles  D.  Post 43 

E.  Dean  Babbage 36 

Alfred  P.  Ingegno 30 

Herman  E.  Hilleboe 25 

That  is  20. 

Guy  S.  Philbrick 23 


Speaker  Holcomb:  The  above  tabulated  votes 
are  hereby  accepted  as  official. 

Dr.  Masterson  wishes  to  make  a motion  concern- 
ing our  legal  counsel,  Mr.  Martin. 

Section  208 

Tribute  to  Counsel 

Secretary  Anderton:  Mr.  Speaker,  Dr.  Master- 
son  has  requested  me  to  call  to  the  attention  of  the 
House  that  Mr.  William  Martin,  our  chief  counsel  for 
ten  years,  and  before  that  associated  with  the  former 
counsel  for  fifteen  years,  now  has  been  in  the  service 
of  the  Society  for  twenty-five  years.  I,  therefore, 
move  that  this  House  offers  Mr.  Martin  our  thanks 
and  congratulations  and  appreciation  for  his  long 
years  of  wonderful  service.  ( Applause ) 

. . . The  delegates  arose  and  applauded  . . . 

Speaker  Holcomb  : That  is  a very  splendid  trib- 
ute. 

Mr.  William  F.  Martin,  Counsel:  Thank  you, 
Dr.  Anderton.  I want  to  express  my  heartfelt 
thanks  for  your  congratulations  and  assure  you  that 
it  has  been  a great  thrill  to  me  and  a source  of  heart- 
felt satisfaction  that  over  these  past  twenty-five 
years  I have  met  so  many  wonderful  men.  I have 
had  so  many  interesting  experiences,  and  if  I have 
any  small  aim  in  this  matter,  it  is  that  in  every 
transaction  that  we  enter  into,  we  shall  reflect  credit 
not  only  on  a great  profession  but  on  the  individuals 
that  we  represent,  and  that  wherever  we  go  we  shall 
leave  in  the  minds  of  the  people  we  deal  with  a feel- 
ing of  greater  sympathy  and  respect  for  the  medical 
profession. 

Again  I thank  you  and  I only  hope  that  we  have 
many  days  of  further  useful  work.  ( Applause ) 

Section  209 

Editing  of  Minutes 

Secretary  Anderton:  For  the  past  few  years  it 
has  been  customary  for  the  House  to  request  the 
secretary  to  edit  and  if  necessary  even  delete  por- 
tions of  the  minutes  before  publication.  I,  there- 
fore, so  move. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Members  of  the  House,  we 
have  only  two  more  Council  reports  to  consider.  I 
believe  if  we  pay  close  attention  to  them,  and  the 
conversation  is  kept  at  a low  level,  perhaps  we  can 
get  through  them  very  expeditiously.  Dr.  Shea  is  to 
present  the  report  of  the  reference  committee  on  the 
Council,  Part  IV,  which  is  extremely  important,  the 
one  on  blood  banks.  I might  have  taken  this  up 
last  night  or  had  it  presented  then,  but  I felt  that  the 


House  was  pretty  tired  after  a long  day.  I know 
that  this  is  extremely  interesting,  and  many  of  you 
will  wish  to  consider  it  carefully. 

I wish  to  also  state  that  Dr.  Shea  had  a very  good 
committee  assigned  to  him.  As  you  recall,  he  gave 
the  report  on  blood  banks  last  year,  and  we  tried  to 
select  a very  good  committee  to  act  with  him.  Un- 
fortunately, he  had  an  80  per  cent  mortality  on  his 
committee.  When  he  arrived  here,  he  was  the  sole 
survivor.  Dr.  Shea  informs  me  that  the  men  who 
consented  to  serve  in  their  appointments  have  done 
an  excellent  job.  He  will  probably  pay  tribute  to 
them,  but  the  Chair  wishes  to  recognize  the  fact  that 
he  worked  under  many  difficulties. 

Section  210 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Cancer 

Dr.  Edward  F.  Shea,  Ulster:  Mr.  Speaker  and 
gentlemen  of  the  House  of  Delegates,  your  reference 
committee,  after  careful  review  of  the  report  of  the 
Subcommittee  on  Cancer,  approves  its  work  and 
recommendations.  Your  committee  wishes  expressly 
to  commend  the  accomplishments  of  the  subcom- 
mittee chairman,  Dr.  George  C.  Adie. 

The  subcommittee  in  its  report  dwells  once  again 
upon  the  importance  of  the  early  detection  of  cancer, 
and  your  committee  wishes  to  stress  this  point. 
Your  committee  feels  deeply  about  the  cancer  educa- 
tional program,  both  for  the  physician  as  well  as  the 
layman.  The  illustrated  series  of  articles  on  cancer 
in  the  New  York  State  Journal  of  Medicine  we 
feel  is  commendable  because  of  its  aid  to  the  physi- 
cians of  the  State  to  make  the  diagnosis  of  cancer  in 
their  offices,  which  is  precisely  where  the  diagnosis 
should  be  made,  if  possible. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Sol  Axelrad,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  21 1 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Heart  Disease 

Dr.  Edward  F.  Shea,  Ulster:  A review  of  the 
report  of  the  Subcommittee  on  Heart  Disease  by 
your  reference  committee  revealed  that  the  subcom- 
mittee is  studying  a project  relative  to  cardiovascular 
health  centers  and  at  the  present  time  is  engaged  in 
clarifying  some  basic  philosophic  involvements, 
which  study  your  reference  committee  recommends 
be  continued. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  A.  Wilbur  Duryee,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  212 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Mental  Hygiene 

Dr.  Edward  F.  Shea,  Ulster:  Your  committee 
reviewed  the  brief  report  of  the  Subcommittee  on 
Mental  Hygiene. 

Your  committee  recognizes  the  lamentable  fact 
that  the  field  of  mental  health  is  not  only  “often 
neglected  in  the  area  of  public  health,”  as  men- 
tioned by  the  Council  of  the  American  Medical 
Association,  but  has  been  persistently  neglected 
through  the  years.  It  would  seem  that  at  the 
present  time  any  stimulation  for  an  educational  and 
therapeutic  program  for  mental  health  in  this  State 
does  not  emanate  from  the  members  of  our  profes- 
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sion,  but  rather  from  ioresighted  layman  groups. 
Those  of  us  who  have  been  promoting  mental  health 
educational  programs  at  any  level  are  appalled  by 
the  apathy  of  the  medical  profession.  Your  com- 
mittee feels  the  time  has  arrived  for  the  Medical 
Society  of  the  State  of  New  York  to  cease  flounder- 
ing but  rather  to  enter  into  active  participation  in  a 
mental  health  program.  We  might  well  advocate 
the  introduction  of  study  of  mental  health  from  a 
positive  standpoint  into  the  medical  schools  of  the 
State.  The  education  of  the  layman,  in  an  effort  to 
increase  understanding  of  the  mentally  ill,  thereby 
diminishing  the  so-called  stigma  of  the  mentally  ill. 
is  best  accomplished  at  a county  level  and  should  be 
encouraged  by  each  county  medical  society.  We 
recommend  that  this  be  activated  by  the  Medical 
Society  of  the  State  of  New  York. 

I move  that  this  part  of  the  report  be  adopted. 

Dr.  J.  Staxlet  Kexxey,  T rustee:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  213 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Medical  Film  Review 

Dr.  Edward  F.  Shea,  Ulster:  Your  committee  is 
cognizant  of  the  fact  that  through  the  excellent 
work  of  Dr.  John  L.  Norris,  chairman  of  the  Sub- 
committee on  Medical  Film  Review,  his  committee, 
and  the  special  effort  of  Dr.  Granville  W.  Larimore, 
of  the  New  York  State  Department  of  Health,  a 
singularly  excellent  list  of  medical  films  has  been  re- 
viewed and  screened  and  catalogued  for  the  use  of 
the  medical  profession.  Your  committee  feels  that 
there  has  been  an  important  improvement  in  the 
appraisal  and  quality  of  medical  films  during  the  past 
year. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Abraham  D.  Segal,  Kings:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  214  (See  41  j 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  IV : Blood  Banks ; Pilot  Study  in 
Genesee  County 

Dr.  Edward  F.  Shea,  Ulster:  Your  committee 
recognizes  the  formation  of  the  Blood  Banks  Com- 
mission of  the  Medical  Society  which  resulted  from  a 
directive  of  the  House  of  Delegates  session  in  May, 
1952.  Your  reference  committee  recognizes  the 
organization  of  the  Blood  Banks  Association  of  the 
State  of  New  York  and  its  extremely  worthy  objec- 
tives. 

Your  committee  received  first  a resolution  from 
the  County  of  Genesee,  presented  by  Dr.  Allred 
L.  George.  (Sec  Seel  ion  41) 

Your  reference  committee  approves  the  request  of 
the  County  of  Genesee  to  undertake  a “pilot  study 
project”  under  the  auspices  of  the  Blood  Banks 
Association.  Your  committee  is  informed  that  the 
County  of  Genesee  is  singularly  qualified  to  initiate 
this  pilot  study  in  the  State  of  New  York. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  A.  Wilbur  Durtee,  Sew  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  215  (See  97) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Supply  of  Fibrinogen 


Dr.  Edward  F.  Shea,  Ulster:  The  Reference  1 
Committee  received  the  personal  resolution  of  Dr.  ] 
Abraham  Tamis.  (See  Section  97) 

Your  reference  committee  is  aware  of  a depletion  j 
in  the  supply  of  fibrinogen  distributed  by  the 
American  Red  Cross.  The  committee  is  also  con- 
scious of  the  rare  indications  for  fibrinogen.  Ap- 
parently the  diminished  supply  of  fibrinogen  is 
caused  by  the  difficulties  arising  in  its  processing 
particularly  pertaining  to  elimination  of  the  virus 
contamination. 

Your  committee  recommends  approval  of  the 
resolution,  and  I so  move. 

Dr.  Abraham  D.  Segal,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  216  (See  60,  69) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Advertising  for  Professional  Blood 
Donors  1 

Dr.  Edward  F.  Shea,  Ulster:  Your  committee 
received  from  Dr.  Alfred  M.  Heilman  a personal 
resolution  which  reads  as  follows: 

“Whereas,  a resolution  was  passed  at  the  1952 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  (introduced  by 
Dr.  William  Benenson,  Queens)  relative  to  adver- 
tising for  blood  donors  and  declaring  such  adver- 
tising as  ‘bordering  on  the  unethical  practice  of 
medicine’;  and 

“Whereas,  a meeting  of  blood  bank  medical 
directors,  all  of  them  members  in  good  standing  of 
the  Medical  Society  of  the  State  of  New  York,  who 
are  affected  by  said  resolution,  resulted  in  such 
changes  in  the  wording  of  these  advertisements  so 
that  they  are  now  beyond  criticism;  and 

“Whereas,  these  advertisements  do  now  result 
in  approximately  250,000  blood  donations  annu- 
ally in  New  York  City  alone,  for  the  distribution  of 
blood  and  plasma;  and 

“Whereas,  the  blood  banks  affected  have  for 
years  supplied  and  do  now  supply  blood  and  plasma 
to  Veterans  Administration  and  civilian  hospital® 
which  have  no  blood  banks  or  which  must  aug- 
ment their  supply  of  blood  by  purchasing  it  from 
outside  sources,  and  to  practicing  physicians  for 
administering  blood  to  their  patients;  and 

“Whereas,  if  in  any  way  this  supply  of  blood 
donors  is  eliminated,  a critical  shortage  of  blood 
and  plasma  for  transfusion  will  result,  endangering 
health  and  life  in  the  community;  and 

“Whereas,  the  blood  banks  using  newspaper 
advertisements  to  secure  donors  operate  under 
licensure,  inspection,  and  supervision  by  the  E.S. 
Public  Health  Service  National  Institutes  of 
Health,  the  New  York  State  Department  of 
Health,  and,  in  New  York  City,  the  New  York  City' 
Department  of  Health,  and  must  and  do  observe 
the  regulations  imposed  by  these  agencies;  and 
"Whereas,  hospital  administrators  attest  to 
the  fact  that  these  blood  banks  supply  a satisfac- 
tory and  necessary  service;  and 

“Whereas,  the  New  York  City  Department  of 
Health  recognizes,  defines,  and  sets  forth  regula- 
tions of  professional  donors  (Section  108);  and 
“Whereas,  professional  donors  can  be  obtained 
only  by'  means  of  advertising;  therefore  be  it 
“Resolved,  that  newspaper  advertising  for  pro- 
fessional blood  donors,  in  its  revised  form,  be 
declared  necessary  and  ethical  and  hereby  ap- 
proved.” 
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Your  committee  reviewed  and  discussed  the  resolu- 
tion from  the  County  of  Queens,  presented  by  Dr. 
John  Scanned,  which  reads  as  follows: 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in  May, 
1952,  unanimously  adopted  a resolution  disapprov- 
ing paid  advertisements  for  blood  donors;  and 
“Whereas,  since  then,  there  have  appeared,  at 
various  times,  paid  advertisements  in  the  public 
press  for  blood  donors.  In  substantiation  of  this 
statement  there  is  submitted  herewith,  a marked 
copy  of  the  New  York  Sournal  American,  dated 
March  19,  1953,  containing  seven  such  advertise- 
ments for  blood  donors,  indicating  ‘Fee  Paid’, 
‘Immediate  Payment’,  ’Cash  Paid,’  and  various 
other  evidence  of  inducements  (Exhibit  ‘A’  at- 
tached) and  also  a marked  copy  of  the  Brooklyn 
Eagle,  dated  March  24,  1953  (Exhibit  ‘B’);  and 
“Whereas,  there  have  appeared  several  articles 
questioning  the  value  of  blood  received  from  such 
donors  (see  attached  bibliography);  therefore  be 
it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  looks  with  disfavor  on  such  paid 
advertisements  and  urges  all  doctors  to  refrain 
from  such  practice.” 

Since  your  reference  committee  has  insufficient 
information  at  this  time  to  arrive  at  any  con- 
clusion regarding  the  basic  problems  of  the  acquisi- 
tion of  blood,  and  since  it  also  is  not  empowered  to 
pass  on  the  ethics  of  advertising,  and  since  we  are 
still  in  a precarious  period  in  which  blood  is  so 
urgently  needed,  your  reference  committee  recom- 
mends that: 

1.  This  matter  be  referred  to  the  Council  for 
study; 

2.  And  further  until  such  time  as  the  Council 
shall  act  on  this  problem,  that  each  county  be  per- 
mitted to  collect  blood  under  its  present  acceptable 
system  so  that  in  no  way  shall  the  adequate  procure- 
ment of  blood  be  jeopardized  by  any  change. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Carl  G.  Merkel,  Franklin:  I second  it. 

Dr.  Alfred  M.  Hellman,  Nexo  York:  Mr. 

Speaker,  and  fellow  members  of  the  House,  I sat 
with  the  reference  committee.  They  were  very 
courteous,  and  I felt  when  I left  there  that  they  were 
all  of  the  opinion  that  such  advertising  was  certainly 
definitely  not  unethical,  but  they  rightly  felt  they 
did  not  know  all  there  was  to  know  about  it.  I 
want  to  ask  you  all  to  vote  for  the  resolution  or 
motion  made  by  the  chairman  that  this  go  for  fur- 
ther study  to  the  Council  and  that  nothing  be  done 
that  interferes  with  the  blood  banks  and  their  method 
of  collecting  blood  for  the  present. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion? 

Dr.  A.  Wilber  Duryee,  New  York:  Mr.  Speaker 
and  members  of  the  House,  I have  before  me  the 
leading  editorial  from  the  New  York  Times,  dated 
January  25,  1878,  at  which  time  this  same  problem 
came  before  the  Medical  Society  of  the  County  of 
New  York,  and  at  that  time  the  following  men  were 
brought  up  as  possibly  being  unethical.  I will  read 
the  list,  none  of  them  are  living  today:  R.  Ogden 
Doremus,  Fordyce  Barker,  Austin  Flint,  William 
A.  Hammond,  Alfred  L.  Loomis,  Louis  A.  Sayre,  and 
J.  Marion  Sims.  If  men  of  that  caliber  presented  a 
problem  of  unethical  practice,  it  is  very  difficult  in 
this  day  and  age,  even  with  our  so-called  advances, 
to  pass  on  these  problems  of  ethics,  and  I don’t  be- 
lieve that  members  of  the  House  sitting  here  today 
can  decide  this  particular  problem  in  reference  to 


blood  banks.  It  needs  a lot  of  study  actually.  As 
an  individual,  I do  not  believe  that  the  advertising 
for  blood  donors  is  unethical,  and  reading  from  the 
code  of  ethics  or  the  Principles  of  Professional  Con- 
duct, Chapter  1,  General  Principles,  Section  4, 
“Advertising.  Solicitation  of  patients  directly  or 
indirectly  by  a physician,  by  groups  of  physicians,  or 
by  institutions  or  organizations,  is  unethical.” 
There  is  nothing  in  this  section,  which  is  further 
elaborated  and  which  I won’t  take  the  time  to  read, 
which  would  indicate  that  the  solicitation  of  donors, 
which  is  the  same  as  the  solicitation  of  supplies  for  a 
laboratory,  is  unethical.  That  is  my  own  belief, 
but  I know  there  are  members  in  the  House  who 
feel  otherwise;  therefore,  I think  this  resolution  to 
refer  this  for  further  detailed  study  is  in  order. 
Thank  youl 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Mr.  Chairman,  I don’t  believe  at  any  time  there  is 
any  question  of  ethics  involved  here  at  all.  It  is  a 
question  of  the  propriety  of  the  type  of  advertise- 
ments that  are  issued  in  the  newspapers  by  the  mem- 
bers of  our  own  profession.  However,  one  great 
point  to  my  mind  is  the  value  of  blood  received  from 
such  donors.  We  here  are  in  no  position  to  say  that 
this  question  should  be  studied  fully  by  the  Council 
from  all  points  of  view. 

Dr.  John  Scannell,  Queens:  Mr.  Speaker  and 
delegates,  since  I began  the  study  of  medicine  in 
1900,  the  leaders  in  our  profession  and  all  decent  and 
ethical  doctors  have  been  opposed  to  doctors’  adver- 
tising in  the  public  press,  either  directly  or  indirectly. 

Twelve  months  ago  at  a meeting  of  the  House  of 
Delegates  in  New  York  City,  the  following  resolution 
was  unanimously  adopted: 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  disapprove  the  practice  of  paid 
advertisements  for  blood  donors  as  it  borders  on 
the  unethical  practice  of  Medicine.” 

Two  days  ago  a personal  resolution,  not  passed  by 
any  county  medical  society  but  at  the  request  of  two 
doctors  in  blood  banking,  was  submitted  asking  the 
delegates  to  rescind  the  resolution  passed  unani- 
mously by  this  House  of  Delegates  last  year. 

As  it  is  debatable  whether  or  not  this  practice  is 
unethical,  let  us  consider  this  problem  from  the 
standpoint  of  decency  and  whether  or  not  this  prac- 
tice is  dignified  and  if  it  reflects  credit  or  discredit 
on  the  medical  profession.  See  the  red  book. 
Principles  of  Professional  Conduct  by  the  Medical 
Society  of  the  State  of  New  York,  Page  10,  Article  I, 
Section  1,  which  states: 

“A  physician  is  expected  to  uphold  the  dignity 
of  his  vocation.” 

At  a stated  meeting  of  the  Queens  County  Medical 
Society  held  March  28,  1953,  the  following  resolu- 
tion was  adopted: 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Queens  instruct  its  delegates  to  re- 
affirm the  previous  stand  of  the  New  York  State 
Medical  Society;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  looks  with  disfavor  on  such  paid 
advertisements  and  urges  all  doctors  to  refrain 
from  such  practice.” 

It  is  unnecessary — 

Dr.  James  R.  Reuling,  Trustee:  Is  this  discus- 
sion on  the  motion  to  refer  or  not?  I maintain  that 
is  the  motion  before  the  House,  to  refer. 

Vice-Speaker  Williams:  Yes,  and  I would 

declare  that  this  discussion  is  pertinent.  You  can 
appeal  from  the  ruling  of  the  Chair  if  you  want  to. 
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Dk.  Reeling:  I will  appeal  from  the  decision  of 
the  Chair. 

Dr.  Scan  sell:  To  continue — 

Vice-Speaker  Williams:  One  moment,  Dr. 

Scannell.  There  has  been  an  appeal  from  the 
decision  of  the  Chair  on  the  ground  that  this  discus- 
sion is  not  relevant  to  the  motion  to  refer.  On  the 
appeal  to  the  Chair,  gentlemen,  all  those  who  uphold 
the  Chair  say  •aye."  opposing  the  Chair  say  "no.” 
The  decision  of  the  Chair  is  upheld.  Proceed,  Dr. 
Scanned. 

Dr.  Scaxnell:  It  is  unnecessary  to  advertise  in 
the  public  press  for  blood  donors  as  shown  by  the 
leading  blood  banks  in  this  country.  In  substantia- 
tion of  this  I quote  from  two  letters  received  from  the 
California  Blood  Bank  System,  which  is  rated  one  of 
the  best  in  the  world: 

‘Tt  would  seem  that  sooner  or  later  unfortunate 
experiences  and  time  alone  will  be  able  to  combat 
this  type  of  blood  bank. 

“I  have  thought  about  it  a great  deal  since  our 
convention,  and  I sincerely  believe  that  the  pubdc 
themselves  may  object  if  sufficiently  stirred. 

“If  the  county  medical  society  and  the  Xew 
York  State  Medical  Association  would  realize  the 
benefits  of  their  support  and  coordinate  the  cam- 
paigns it  should  not  take  too  long  to  get  the  job 
done  and  automatically  minimize  the  type  of  paid 
donor  program  running  rampant  in  and  about 
Xew  York  City. 

"It  is  my  sincere  hope  and  that  of  Doctor  Upton 
that  your  efforts  and  those  of  others  who  are  inter- 
ested in  the  community  type  of  blood  program, 
which  will  awaken  organized  medicine  to  the  need 
of  a plan  such  as  we  have  in  California,  and  make 
it  a reality  in  Xew  York.” 

That  was  dated  November  13,  1951. 

Another  dated  October  27,  1952 — 

Vice-Speaker  Williams:  One  minute,  we  have 
to  limit  each  speaker  to  five  minutes.  You  have 
surely  had  five  minutes.  The  Chair  has  been  con- 
siderate. Did  you  appear  before  the  reference  com- 
mittee and  present  these  facts? 

Dr.  Sc anne li, : No,  sir  : I appeared  but  did  not 
present  this. 

Vice-Speaker  Williams:  Have  you  got  any 

more  discussion  that  you  have  written  out  that  you 
would  like  to  become  part  of  the  printed  record? 

Dr.  Scaxnell:  Yes,  sir. 

Vice-Speaker  Williams:  Could  I ask  the  indul- 
gence of  the  delegates  to  accept  his  printed  state- 
ment that  he  wants  in  the  record  without  reading  it? 
Chores:  Yes. 

Vice-Speaker  Williams:  He  has  already  taken 
more  than  five  minutes  of  the  time  of  the  House  to 
read  a long  prepared  statement.  Would  that  be 
adequate  and  fair,  gentlemen? 

Chores:  Yes. 

Vice-Speaker  Williams:  Would  you  consider 
that  adequate.  Dr.  Scannell? 

Dr.  Scannf.ll:  Yes. 

Vice-Speaker  Williams:  We  will  then  accept 
vour  prepared  statement  and  incorporate  it  in  the 
record. 

Dr.  Alfred  Axgrist,  Queens:  For  the  record  I 
wish  to  have  it  decided  whether  Dr.  Scannell  is  in 
favor  or  opposed  to  the  motion.  If  his  remarks  are 
of  such  a nature  that  they  could  be  considered  con- 
trary— 

Vice-Speaker  Williams:  May  I interrupt  as 

Speaker?  I think  he  is  anxious  to  get  his  remarks 
and  his  ideas  into  the  record  so  that  when  we  do  refer 
this  to  the  Council,  the  Council  has  an  exact  docu- 
mented statement  of  his  stand. 


Dr.  Axgrist:  I wish  at  least  one  member  from 
Queens  County  who  is  in  favor  of  the  resolution 
might  be  so  recorded. 

. . . The  continuation  of  Dr.  Scannell’s  statement 
is  as  follows: 

On  October  27,  1952,  another  letter  was  re- 
ceived : 

“It  is  obvious  that  advertising  for  paid  donors 
is  a bad  practice  and  results  in  too  many  people 
competing  in  blood.  We  compliment  you  on 
your  intensiveness  of  purpose  and  feel  assured 
that  although  you  will  have  to  fight  for  it, 
your  type  of  blood  program  will  come  out  on 
top.” 

I predict  a big  increase  in  the  number  of  com- 
mercial blood  banks  if  this  resolution  passed  last 
year  by  you  delegates  is  rescinded. 

Exhibits:  The  following  references  are  pre- 
sented for  your  information: 

1.  From  the  Journal  of  the  American  Medical 
Association,  February  28,  1953,  by  Drs.  Strauss 
and  Torres,  Bronx  Veterans  Hospital; 

2.  Anemia  in  Indigent  Blood  Donors  published 
in  New  York  State  Joehxal  of  Medicine  by 
Drs.  Eskwith  and  Rroll,  First  Medical  Division  of 
Bellevue  Hospital,  New  York: 

3.  .4 nesthesiology — The  Journal  of  the  Ameri- 
can Society  of  Anesthesiologists.  January,  1950: 

4.  Year  Bool: — The  1950  Year  Book  of  General 
Surgery  Blood  Donors  by  John  B.  Alsever,  M.D., 

5.  Excerpt  from  Lancet,  September  1,  1951. 

It  is  my  sincere  hope  that  the  delegates  at  this 

convention  will  act  to  put  a stop  to  a practice  that 
reflects  great  discredit  on  the  medical  profession 
rather  than  to  have  some  governmental  authority 
step  in  and  do  it  for  us. 

In  conclusion,  may  I quote  from  a speech  made 
by  Abraham  Lincoln  in  1859  at  New  York  City: 
“Let  us  have  faith  that  Right  makes  might 
and  in  that  faith  let  us  to  the  end  dare  do  our 
duty  as  we  understand  it.” 

Thank  you  for  your  patience.  . . . 

Vice-Speaker  Willlams:  Is  there  any  other  dis- 
cussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Willlams:  This  portion  of  the  re- 
port is  referred  to  the  Council. 

Dr.  Shea:  I move  the  adoption  of  the  report  as  a 
whole. 

Dr.  Sameel  B.  Berk,  Xew  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  ( A pplause) . . . 

Dr.  Shea:  Mr.  Speaker,  the  chairman  of  this 
reference  committee  wishes  to  acknowledge  with 
deep  feeling  the  interesting  and  stimulating  contri- 
butions to  the  report  from  his  committee.  Although 
the  helpfulness  of  this  “emergency"  committee  can- 
not be  measured  adequately  out  of  session,  be  as- 
sured I am  extremely  grateful  to  Dr.  Abraham  D. 
Segal  of  Kings.  Dr.  A.  Wilbur  Duryee  of  New  York. 
Dr.  Carl  Merkel  of  Franklin  County,  and  Dr.  Sol 
Axelrad  of  Queens  County. 

Section  217 

Election  of  Retired  Members 

Secret  ary  Axdertox:  I move  that  the  following 
gentlemen  and  ladies  who  have  been  nominated  by 
their  county  medical  societies  for  retired  member- 
ship. be  declared  retired  members  of  the  Medical 
Society  of  the  State  of  New  York: 
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Charles  Franklin  Abbott,  Elmira 

Frederick  Madison  Allen,  New  York  City 

William  B.  Aten,  Binghamton 

Percy  E.  Banks,  Newburgh 

Fenwick  Beekman,  New  York  City 

Alexander  A.  Bersin,  Glen  Cove 

Theodore  Bliss,  Hants,  England 

William  Henry  Boese,  New  York  City 

Joseph  Brandaleone,  New  York  City 

Jane  R.  Breese,  Buffalo 

Walter  H.  Brundage,  Huntington 

A.  Lopes  Cardozo,  Kew  Gardens 

Sprague  Carleton,  New  York  City 

Otis  Jameson  Case,  Salamanca 

Ruth  J.  Chalfant,  Dayton,  Ohio 

Gertrude  Jackson  Chandlee,  New  York  City 

Milton  Chapman,  Rochester 

Edgar  B.  Cook,  Rochester 

William  Burgess  Cornell,  Menands 

Charles  Ward  Crampton,  New  York  City 

James  B.  Cross,  Buffalo 

Thomas  H.  Curtin,  Bronx 

Charles  Erwin  Curtiss,  Manlius 

Katherine  L.  Daly,  Rochester  (retroactive  to  May,  1952) 

Walter  W.  Davis,  Chester 

Byron  Theodore  Davey,  New  York  City 

Julien  Dean,  Freeport 

Joseph  Solomon  Diamond,  New  York  City 

John  C.  Dingman,  Spring  Valley 

A.  Raymond  Dochez,  New  York  City 

Martin  J.  Downey,  Buffalo 

Harold  Roy  Dunton,  St.  Albans 

Moses  Henry  Edelman,  New  York  City 

David  Eichenbronner,  Amsterdam 

Haven  Emerson,  New  York  City 

Seward  Erdman,  New  York  City 

Karl  F.  Eschelman,  Buffalo 

William  P.  Evans,  White  Plains 

Harlow  G.  Farmer,  Watertown 

William  G.  Ferrier,  Watkins  Glen 

Christopher  Fletcher,  Buffalo 

W.  Frank  Fowler,  Rochester 

Simon  Friedland,  Brooklyn 

Lynn  Lyle  Fulkerson,  New  York  City 

Clifford  H.  Fulton,  New  Rochelle 

Boleslaw  Gerzabek,  Buffalo 

Arthur  R.  Gibson,  Buffalo 

Everett  A.  Gladman,  Fulton 

Robert  H.  H.  Goheen,  Orlando,  Florida 

Geza  Greenberg,  New  York  City 

Henry  M.  Groehl,  Monterey,  Massachusetts 

Oscar  Wolfgang  Gross,  Elmhurst 

Milton  M.  Grover,  Poughkeepsie 

Jesse  Evans  Guldin,  Rochester 

Robert  B.  Hammond,  Bradenton,  Florida 

Richard  H.  Hatfield,  Brooklyn 

William  Van  Valzah  Hayes,  New  York  City 

George  Hayunga,  New  York  City 

Ludwig  Heine,  Richmond  Hill 

Charles  W.  Hennington,  Rochester 

Lucien  Herriot,  New  York  City 

Miner  C.  Hill,  Oyster  Bay 

S.  Mortimer  Hill,  Vernon 

Marshall  L.  Hillsman,  Little  Valley 

Henry  Hirsch,  New  York  City 

Moses  Holtz,  Rochester 

William  F.  Jacobs,  Buffalo 

C.  Wadsworth  Johnson,  Greenwich,  Connecticut 

Isidore  Kaminstein,  Jamaica 

Frederick  Conrad  Keller,  New  York  City 

James  H.  Kellogg,  Bemus  Point 

William  H.  Wellington  Knipe,  New  York  City 

Henry  W.  Korman,  New  York  City 

George  W.  Kosmak,  New  York  City 

Peritz  Meier  Kurzweil,  New  York  City 

Albert  R.  Lamb,  Pine  Orchard,  Connecticut 

Charles  W.  Lanning,  Herkimer 

Benno  Ernst  Latz,  New  York  City 

William  Grant  Lewi,  Santa  Monica,  California 

Nicholas  T.  Lombardi,  Amsterdam 

Herman  Lorber,  New  York  City 

O.  Houghton  Love,  Little  Falls 

William  E.  Low,  Johnson  City 

Karl  J.  Lowe,  New  York  City 

Charles  G.  Lyon,  Binghamton 

Charles  A.  Mack,  New  York  City 

Joseph  Manisof,  New  York  City 

Gustave  R.  Manning,  New  York  City 

Arthur  Martin,  Cooperstown 

Harry  W.  Mayes,  Brooklyn 

Robert  F.  McDonald,  Brooklyn 

Thomas  D.  McMenamin,  Highland  Falls 

Edward  H.  Mehl,  Buffalo 

Leo  L.  Michel,  New  York  City 

Samuel  N.  Moses,  Brooklyn 

Florizel  De  Lorme  Myers,  New  York  City 

Philip  I.  Nash,  Brooklyn 


Frederick  Jacob  Newman,  New  York  City 

Alexander  Nicoll,  New  York  City 

David  D.  O’Brien,  Oswego 

Elijah  Osterhout,  Newburgh 

Albert  W.  Palmer,  Buffalo 

Esther  E.  Parker,  Trumansburg 

Henry  Salem  Pascal,  New  York  City 

Victor  A.  Pchellas,  Buffalo 

William  A.  Peart,  Sanborn 

Pasquale  Peluso,  New  York  City 

Alfred  W.  Poliak,  New  York  City 

Charles  M.  Quinn,  Mt.  Vernon 

Charles  Rabinowitz,  Long  Island  City 

Benjamin  Radgik,  New  York  City 

J.  Sturdivant  Read,  Brooklyn 

Charles  Reitz,  Rochester 

Alvah  C.  Remington,  Rochester 

Floyd  Richardson,  East  Aurora 

Joseph  B.  Ringland,  Oswego 

Joseph  J.  Ringwald,  New  York  City 

Willard  T.  Rivenburgh,  Middleburgh 

William  A.  Roberts,  Bronx 

Julius  M.  Rosenthal,  Monticello 

Eugene  W.  Rother,  Rochester 

Isadore  S.  Ruben,  Buffalo 

Lucius  A.  Salisbury,  Scarsdale 

Joseph  Frederick  Saphir,  Peekskill 

Solomon  Schless,  New  York  City 

Abraham  M.  Schwager,  New  York  City 

Walter  Roger  Scott,  Niagara  Falls 

Walter  Seckel,  New  York  City 

Emil  J.  Senn,  Schenectady 

Marks  S.  Shaine,  New  York  City 

Zelik  Sharfin,  New  York  City 

William  F.  Shaw,  Thiells 

Leander  H.  Shearer,  New  York  City 

S.  E.  Simpson,  Watertown 

Josef  S.  Smul,  New  York  City 

Albert  C.  Snell,  Rochester 

Leda  J.  Stacy,  White  Plains 

Eugene  J.  States,  Rochester 

Adolph  Stern,  New  York  City 

Charles  A.  Steurer,  Great  Neck 

Otto  K.  Stewart,  Homell 

Israel  Strauss,  New  York  City 

David  A.  Swick,  New  York  City 

Harold  W.  Trick,  Henderson,  Nevada 

Roy  Upham,  New  York  City 

Nathan  Uris,  Long  Island  City 

Eli  H.  Vail,  Churchville 

Nathan  B.  Van  Etten,  Bronx 

Osmond  I.  Van  Keuren,  Monroe 

Samuel  Z.  Weinstein,  Brooklyn 

Gustav  Wendel,  Long  Island  City 

Max  Abraham  Werner,  New  York  City 

Henry  W.  W’ertheimer,  New  York  City 

Adeline  M.  Wescott,  Newburgh 

Edward  G.  Whipple,  Rochester 

Solomon  Wiener,  New  York  City 

Luvia  M.  Willard,  Jamaica 

Charles  R.  Witherspoon,  Rochester 

J.  Stanley  Wooley,  Middletown 

Armin  Wurmfeld,  New  York  City 

Walter  J.  M.  Wurtz,  Buffalo 

Dr.  George  E.  Anderson,  Kings:  I move  that 
the  secretary  be  instructed  to  cast  the  unanimous 
ballot  of  the  House  for  the  election  of  these  to  retired 
membership. 

Dr.  Alfred  M.  Hellman,  New  York:  I would 
like  to  draw  attention  to  the  fact  that  one  name  on 
the  list  has  unfortunately  passed  away,  Dr.  Rosen- 
sohn. 

Secretary  Anderton:  The  secretary  regret- 

fully withdraws  that  nomination. 

Dr.  Edward  P.  Flood,  Bronx:  Two  additional 
members,  Dr.  Bickelhaupt  and  Dr.  Doming,  have 
since  passed  away. 

Vice-Speaker  Williams:  Those  two  names  will 
also  be  deleted. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second  the 
motion  that  the  secretary  cast  one  ballot  for  the 
election  of  these  men  to  retired  membership. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Secretary  Anderton:  The  ballot  has  been  cast. 
Vice-Speaker  Williams:  I,  therefore,  declare 
them  elected  retired  members  of  the  Medical  Society 
of  the  State  of  New  York. 
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HOUSE  OF  DELEGATES' 


We  have  come  to  the  last  reference  committee 
which  is  to  report.  Reference  Committee  on  Report 
of  Council,  Part  VII,  Medical  Care  Insurance,  Dr. 
Elmer  T.  McGroder,  of  Erie,  is  the  chairman. 

Section  218  (See  96) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII : Medical  Care  Insurance 

Dr.  Elmer  T.  McGroder,  Erie:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  this  is  one 
time  where  the  last  wishes  he  were  first. 

This  report  of  the  Reference  Committee  on  Report 
of  the  Council,  Part  VII,  Medical  Care  Insurance, 
covers  the  following  matters: 

1.  It  describes  the  progress  made  on  the  develop- 
ment of  the  uniform  Blue  Shield  contract  for  State- 
wide industries  and  the  steps  to  be  taken  to  effec- 
tuate the  establishment  of  the  St  ate- wide  contract. 

2.  The  report  gives  the  status  of  the  Blue  Shield 
attempt  to  effect  coverage  of  catastrophic  illness. 

3.  The  report  recommends  a solution  to  the 
problem  of  proration  of  fees  by  Blue  Shield  Plans 
where  more  than  one  doctor  renders  service  to  a 
Blue  Shield  subscriber,  to  wit,  that  it  be  considered 
ethical  to  prorate  fees  for  duly  authenticated  services 
of  this  kind,  pursuant  to  the  mutual  agreement  of  the 
physicians  concerned.  This  proration  must  con- 
form to  the  code  of  ethics  of  the  Medical  Society  of 
the  State  of  Xew  York. 

4.  The  report  approves  in  principle  an  amend- 
ment to  Article  IX-C  of  the  Insurance  Law,  which 
would  permit  dentists  to  participate  in  Blue  Shield 
It  recommends  that  coverage  be  limited  to  dental 
surgery  only  and  that  a list  of  procedures  to  be 
covered  be  carefully  determined. 

Your  committee  recommends  that  this  part  of  the 
report  be  referred  to  the  Council  for  further  study 
and  appropriate  action. 

The  reference  committee  wishes  to  commend  the 
Subcommittee  on  Medical  Care  Insurance  and  also 
Mr.  George  P.  Farrell,  for  the  excellent  manner  in 
which  they  have  discharged  their  duties. 

I move  the  adoption  of  tins  portion  of  the  report. 

Dr.  William  B.  Rawls,  Xew  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Serf  ton  219  (See  85) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII : Approval  of  Medical  Care  Plans 

Dr.  Elmer  T.  McGroder,  Erie:  The  second  por- 
tion of  our  report  deals  with  a resolution  presented 
by  Dr.  Carlton  E.  Wertz.  .After  a number  of 
whereas's  the  resolution  is: 

" Resolved , that  consideration  be  given  to  set  up  a 

fair  and  adequate  mechanism  to  correct  this  anom- 
alous situation.” 

This  resolution  does  not  offer  a solution  to  the 
problem  but  only  asks  for  the  study  of  some 
method  for  the  correction  of  this  situation. 

Your  reference  committee  does  not  believe  that  it 
is  within  their  province  to  make  such  suggestions, 
and  we,  therefore,  recommend  that  this  resolution 
be  referred  to  the  Council  of  the  Medical  Society  of 
the  State  of  Xew  York  for  further  study  and  action. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  John  M.  Galbraith.  Xassau:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Seel  ion  220  (See  86) 

Report  of  Reference  Committee  on  Report  of  Coun^ 
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cil,  Part  VII:  Disapproval  of  Group  Health  Insur- 
ance 

Dr.  Elmer  T.  McGroder,  Erie:  The  third  part 
deals  with  a resolution  presented  by  Dr.  Wertz,  in 
which  after  the  whereas’s  it  is: 

'‘Resolved.  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  Xew  York  in  an- 
nual session  at  Buffalo,  May  4 to  6.  1953,  dis- 
approve of  any  plan  that  makes  the  accommoda- 
tion in  a hospital,  regardless  of  the  patient’s  in- 
come, the  sole  and  only  basis  for  remuneration  of 
the  medical  profession.” 

Your  reference  committee  had  included  in  the 
briefs  that  were  presented  to  it.  and  included  fn  the 
material  presented  to  it,  an  advertisement  by  the 
Group  Health  Insurance  that  appeared  in  the  .Yew 
York  Timet.  March  10, 1953.  Your  committee  can- 
not find  words  strong  enough  to  condemn  this  deplor- 
able ad. 

Your  committee,  after  due  consideration  and 
after  having  heard  many  viewpoints,  believes  that 
the  principle  involved  in  this  resolution  will  eventu- 
ally lead  to  the  complete  control  by  lay  groups  of 
the  private  practice  of  medicine.  Your  committee, 
therefore,  recommends  this  resolution  with  the  fol- 
lowing change: 

We  recommend  the  disapproval  of  the  principle  of 
making  accommodations  in  a hospital  the  sole  and 
only  basis  for  remuneration  of  the  physicians  re- 
gardless of  the  patient's  income. 

We  further  recommend  that  the  Council  of  the 
Medical  Society  of  the  State  of  Xew  York  take  even- 
means  possible  to  bring  this  resolution  to  the  atten- 
tion of  every  member  of  the  Medical  Society  of  the 
State  of  Xew  York. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Johx  W.  Latcher.  Otsego:  I second  it. 
Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

Dr.  Solomon  Schessheim.  K inert:  Mr.  Speaker 
and  gentlemen,  I wish  to  amend  that  motion  to  read 
that  the  recommendations  of  the  reference  com- 
mittee be  tabled  inasmuch  as  if  this  thing  is  going  to 
be  brought  up  into  open  discussion,  we  may  be  here 
until  tomorrow  night  discussing  this  problem.  It  is 
not  as  simple  as  you  may  be  led  to  believe.  The 
first  pan  with  reference  to  the  advertisement  will 
not  be  considered  in  the  discussion.  The  question — 
Vice-Speaker  Williams:  .Are  you  moving  to 
amend  the  recommendation  or  are  you  moving  to 
table? 

Dr.  Schtssheim:  I am  moving  to  table. 

Dr.  Irvixg  M.  Pallix,  Kings:  I second  the 
motion  to  table. 

. . . The  motion  to  table  was  put  to  a vote  and  was 
lost  . . . 

Vice-Speaker  Williams:  Xow  we  are  on  the  dis- 
cussion of  the  reference  committee’s  report  and 
recommendations. 

Dr.  .Alfred  P.  Ingegxo,  Assistant  Secretary: 
Mr.  Speaker  and  gentlemen,  two  years  ago  Group 
Health  Insurance,  Inc.,  was  approved  by  the  Medi- 
cal Society  of  the  County  of  Kings.  After  that 
approval  I was  directed  to  be  a representative  on  the 
Board  of  Directors  of  Group  Health  Insurance  and 
served  in  that  capacity  for  two  years,  so  that  I am 
in  a position  to  know  fairly  well  what  the  stuation  is 
with  respect  to  this  motion. 

Whatever  the  intent  of  the  resolution  presented 
before  the  House  of  Delegates  and  of  the  brief  pre- 
sented before  the  State  Society  Council  and  the 
reference  committee,  the  position  taken  in  these 
resolutions,  if  supported,  would  in  effect  seriously 
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impair  the  effectiveness  of  Group  Health  Insurance, 
Inc.,  a voluntary  medical  care  plan  based  on  free 
choice  of  physician  and  a fee-for-service  method  of 
payment  of  physicians  rendering  service  under  the 
plan.  The  net  result  would  be  to  leave  medical  care 
insurance  of  a type  based  on  principles  supported  by 
the  medical  profession  entirely  in  the  hands  of  one 
variety  of  medical  care  plan,  and  that  is  the  Blue 
Shield  variety. 

Medical  care  insurance  is  a competitive  field  in 
which  open-panel,  free-choice,  fee-for-service  plans 
of  the  GHI  and  Blue  Shield  type  vie  with  each  other 
and  with  commercial  carriers  and  with  closed  panel 
plans,  such  as  HIP,  for  subscriber  preference.  This 
competition  is  good  for  it  guarantees  increased  effi- 
ciency in  the  field  of  medical  care  insurance  and  is  a 
bulwark  against  the  imposition  of  government  com- 
pulsion. It  is  to  be  hoped  that  more  plans  will  be 
encouraged  to  compete  for  the  favor  both  of  the 
physician  and  his  patient.  It  would  be  a sad  dis- 
service to  the  doctor  were  there  any  attempt  to  stifle 
legitimate  competition  in  an  effort  to  aquire  monop- 
olistic control  of  medical  care  insurance  in  a given 
area. 

Vice-Speaker  Williams:  Dr.  Ingegno,  I ques- 
tion whether  these  remarks  are  in  order.  I think 
we  are  discussing  the  efficacy  of  the  advertising,  not 
whether  or  not  plans  should  be  allowed  to  compete. 

Dr.  Ingegno:  It  discusses  the  whole  principle  of 
the  method  of  pavment  for  services  of  this  particular 
plan. 

Vice-Speaker  Williams:  The  only  reason  I 

interrupted  I think  your  five  minutes  are  up,  and 
you  are  going  on  and  not  discussing  the  subject  we 
are  discussing. 

Dr.  Ingegno:  May  I have  another  minute  or 
two? 

Vice-Speaker  Williams:  Yes. 

Dr.  Ingegno:  With  respect  to  the  advertising,  I 
was  on  that  board  of  directors.  I condemn  that 
advertisement  too  and  may  add  that  it  took  an 
indirect  slap  at  United  Medical  Service.  The  ad  is 
certainly  not  approved,  and  it  can  only  be  stated 
that  it  represented  an  overzealous  attempt  of  adver- 
tising personnel  of  GHI  to  appeal  for  additional  sub- 
scribers. It  had  not  been  the  custom  for  such  adver- 
tising details  to  come  before  the  GHI  Board  of  Direc- 
tors for  specific  approval.  That  there  wall  be  no 
repetition  of  ads  of  this  type  is  assured  by  the  fact 
that  all  advertising  copy  of  GHI  must  now  be  ap- 
proved by  a subcommittee  of  the  board  of  directors 
of  GHI  on  which  committee  the  medical  profession 
is  well  represented.  Because  GHI  has  made  this 
one  mistake  in  its  advertising  is  certainly  not  an 
adequate  reason  for  destroying  it  as  an  effective 
medical  care  plan,  particularly  since  there  is  every 
assurance  that  all  ads  in  the  future  will  receive  care- 
ful professional  scrutiny. 

The  semiprivate  basis  for  service  benefits  cannot 
be  taken  out  of  context  as  one  simple  statement.  It 
is  a matter  which  requires  very  careful  study,  gentle- 
men, and  I ask  you  not  to  take  the  undue  and  hasty 
action  that  this  resolution  requires. 

We  all  recognize  the  procedure  for  taking  care  of 
medical  care  plans.  If  a plan  wants  the  approval  of 
the  State  Society,  it  makes  that  request,  and  it  is 
judged  according  to  the  criteria  that  we  already 
have.  I see  no  reason  for  changing  that  procedure 
and  singling  out  one  particular  plan  for  condemna- 
tion. 

Mr.  Chairman,  I humbly  urge  that  this  portion  of 
the  report  be  defeated,  and  that  in  its  place  the  House 
decide  to  take  no  action  on  this  matter  at  this  time. 


Dr.  Chas.  Gordon  Heyd,  Past-President:  Mr 
Speaker  and  members  of  the  House  of  Delegates, 
United  Medical  Service  has  no  sensitivity  about  be- 
ing singled  out.  The  ad  was  objectionable,  but  we 
will  let  that  pass.  The  previous  speaker  has  taken  a 
wide  gamut  and  based  his  very  interesting  remarks 
upon  the  advertisement. 

United  Medical  Service  wants  to  see  Group  Health 
Insurance  prosper.  We  will  not  impede  and  in  no 
way  interfere  with  the  orderly  expectation  or  sin- 
cerity of  their  projectors,  but  as  an  individual  and 
as  a member  of  this  House  I do  not  want  to  see  the 
profession  of  medicine  run  down  a railroad  and  in  the 
absence  of  the  Truman  Plan  afford  complete  cover- 
age for  labor  under  these  Group  Health  Insurance 
Plans. 

I do  not  take  any  statement  out  of  its  context. 
Here  (displaying)  is  a replica  of  a brochure  received 
in  January.  I wrote  in  every  word  on  this.  There 
was  nothing  taken  out  of  its  context:  “GHI,  New 
York’s  first  nonprofit  insurance  plan  that  pays  the 
whole  doctor  bill  in  hospitalized  cases  regardless  of 
your  income.” 

The  question  before  you  gentlemen  is  crystal 
clear.  Do  you  accept  as  a principle  that  because  a 
patient  for  a variety  of  reasons  goes  into  a semi- 
private room  that  the  bill  that  you  expect  to  render 
will  be  paid  by  the  insurance  company  according  to  a 
set  schedule  regardless  of  that  patient’s  income?  I 
don’t  believe  that. 

I sent  out  480  letters  to  the  listed  participating 
members.  They  were  taken  as  nearly  as  possible  to 
avoid  any  objectivity,  3,  7,  13,  21.  We  received  a 
69.2  per  cent  reply,  and  83.5  per  cent  of  those  replies 
said  they  would  not  abide  by  this  agreement. 

I submit  my  case  simply  and  sincerely  that  this  is 
a mechanism  to  have  a hospital  location  determine 
the  remuneration  of  you  gentlemen  and  other  col- 
leagues and  other  members  of  the  profession  regard- 
less of  the  income  of  that  patient.  That  is  here 
(indicating  advertisement)  and  I defy  anyone  to 
challenge  the  statement.  ( Applause ) 

Dr.  Thomas  F.  McCarthy,  Bronx:  I think  we 
are  all  tired,  and  I want  to  give  this  to  you  from  our 
county,  that  county  being  involved  in  the  metro- 
politan area  on  this  particular  problem,  and  I think 
any  other  recommendations  that  may  come  from  the 
committee  would  be  covered  by  the  same  statement. 

One  of  the  previous  speakers  would  imply  that  we 
would  by  passing  this  interfere  with  the  free  competi- 
tion involved  in  the  selling  of  nonprofit  voluntary 
health  insurance  plans.  I don’t  think  that  would  be 
our  purpose  in  objecting  to  some  of  the  clauses  in  the 
contracts  that  are  used  by  these  plans,  but  the  funda- 
mental thing  is  that  all  doctors  must  be  members. 
When  you  are  a participating  physician  in  any  of 
these  companies,  you  in  essence  are  the  company  and, 
therefore,  you  have  the  right  and  your  State  Society 
and  your  county  society  should  have  the  right  to 
establish  the  standards  that  these  companies  must 
meet  before  they  go  out  and  sell  their  contracts.  If 
your  county  and  your  State  societies  object  to  cer- 
tain of  these  clauses,  it  is  within  your  province  to 
object  and  you  are  not  interfering  with  free  competi- 
tion among  the  plans. 

Second,  on  the  particular  contract  that  is  being 
discussed  now,  the  semiprivate  plan,  in  our  own 
county  of  the  Bronx,  if  such  a policy  became  universal, 
87  per  cent  of  all  of  the  admissions  to  hospitals  in  the 
Bronx  of  private  patients  would  be  covered  by  this 
plan.  In  other  words,  there  are  only  13  per  cent  of 
all  of  the  private  and  semiprivate  beds  which  are 
private  beds,  87  per  cent  of  the  beds  are  in  the  semi- 


12*2 


HOUSE  OF  DELEGATES 


[X.  V.  State  J.  XL 


private  status.  That  would  mean  that  an  insurance 
company  would  dictate  to  you  in  87  per  cent  of  the 
admissions  that  the  fee  allowed  by  that  company 
you  must  accept  in  full,  in  toto,  as  your  fee  if  you 
participate  in  this  company.  Our  advice  to  our 
members  has  been  only — because  we  do  not  tell 
them  join  this  or  don’t  join  that — to  explain  to  them 
and  have  them  understand  what  they  are  signing 
when  they  agree  to  participate.  If  they  disagree, 
and  they  are  a participating  physician — and  this 
goes  for  any  man  who  has  previously  become  a par- 
ticipating physician  in  any  plan — they  should  so 
notify  the  company  when  they  make  a change  in 
their  contract,  they  are  withdrawing  as  participating 
physicians. 

I wanted  to  get  this  on  the  record,  and  I think  it 
would  cover  any  other  recommendations  of  this 
committee  in  this  instance. 

Thank  you. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Mr.  Chairman  and  members,  this  subject  is  very 
close  to  my  heart.  I have  been  interested  in  this 
question  of  voluntary  health  insurance  since  1939, 
and  I know  whereof  I speak.  If  we  allow  such  a 
plan  as  GHI  now  has  and  is  selling  to  become  city- 
wide, under  which  a doctor  may  only  charge  a stipu- 
lated amount  if  the  patient  goes  into  a semiprivate 
ward  or  two-bed  room,  then  we  are  relegating,  gentle- 
men, to  an  outside  agency,  in  this  case  the  hospital, 
as  to  what  our  fees  will  be.  There  are  hospitals  in 
Xew  York  that  have  small  private  rooms,  and  they 
call  these  semiprivate  accommodations.  You  would 
then  have  to  accept  the  fees  in  the  contract  of  GHI. 
You  are  now  relegating  to  an  outside  agency  a por- 
tion of  your  prerogatives. 

If  we  don’t  want  government  to  take  us  over, 
then  we  should  not  have  hospitals,  or  corporations, 
or  labor  organizations  take  us  over  either.  Once  we 
begin  giving  over  our  prerogatives  to  them.  I don’t 
know  where  we  will  end.  Remember  that  we  who 
sign  up  as  participating  physicians  are  the  capital  of 
the  organization.  They  can  do  nothing  without  us. 
If  we  stick  together,  we  will  win  in  the  end.  You 
heard  Dr.  Bauer  say  yesterday  that  the  plight  of  the 
physicians  in  Great  Britain  is  due  to  their  inability 
to  stand  together.  Let  us  stand  together  as  a unit 
and  let  us  in  a large  measure  control  the  voluntary 
health  insurance  plans  of  this  country. 

Dr.  William  B.  Rawls,  .Y«r  York:  As  a member 
of  this  reference  committee,  one  of  the  former  speak- 
ers said  he  had  some  right  to  speak  as  he  knew 
whereof  he  was  speaking.  I go  beyond  this  par- 
ticular individual.  I was  chairman  of  the  Eco- 
nomics Committee  and  the  Economic  Council  of 
Greater  Xew  York  when  this  particular  organization 
was  first  presented  to  us.  The  plan  today,  this 
semiprivate  plan,  is  the  old  Goldwater  Plan  that  was 
presented  to  the  Economic  Council  and  the  Com- 
mittee on  Medical  Economics  of  Xew  York  County 
and  was  turned  down  by  this  group.  We  had  Dr. 
Goldwater  appear  before  the  Economic  Council 
after  it  was  disapproved  at  that  time.  I know  all  of 
the  ins  and  outs  of  GHI.  I spent  many  and  many 
an  hour  when  this  was  first  brought  out.  It  did  not 
include  at  that  time  when  it  was  considered  by  the 
county  societies  this  present  semiprivate  plan. 

It  lias  been  said  that  if  we  disapprove  of  this  par- 
ticular part  of  this  plan,  it  will  destroy  competition 
and  destroy  voluntary  plans.  I say  to  you  if  any 
plan  cannot  exist  without  adopting  principles  against 
those  that  we  have  established  in  the  Medical  So- 
ciety of  the  State  of  Xew  York  to  supply  medical 
care,  then  that  plan  does  not  deserve  to  exist  and 
should  fall  by  the  wayside. 

I want  to  call  your  attention  to  the  committee’s 


report.  We  did  not  say  we  disapproved  of  this  par- 
ticular plan.  We  said  we  disapproved  of  any  plan 
making  hospital  accommodations  the  reason  for 
establishing  the  fee.  This  is  the  back-door  entrance; 
it  will  destroy  the  private  practice  of  medicine  as  you 
heard  Dr.  McCarthy  say,  and  in  the  end  who  is 
going  to  decide  what  is  a semiprivate  room? 

I am  very  much  opposed  to  the  semiprivate  plan, 
and  I hope  you  people  will  take  into  consideration 
what  it  is  going  to  mean  to  you.  You  will  be  under 
the  control  of  the  hospitals. 

Thank  you. 

Vice -Speaker  Williams:  I heard  a call  for  the 
question.  Have  you  discussed  this  sufficiently? 

Dr.  Schtssheim:  Mr.  Chairman  and  delegates, 
inasmuch  as  the  House  of  Delegates  or  the  State 
Medical  Society  never  recognized  GHI  nor  approved 
of  this  plan,  I am  wondering  what  all  of  this  discus- 
sion is  about  except  to  state  that  we  object  to  cer- 
tain principles  promulagted  by  GHI.  Whatever 
your  decision  may  be,  will  it  affect  the  county  so- 
cieties who  have  approved  of  this  plan?  Will  you 
ask  them  to  rescind  their  approval? 

Chorus:  Yes. 

Dr.  Schtssheim:  And  if  they  don’t  do  it.  what 
then?  Will  you  punish  them?  There  have  been 
many  times  in  this  House  I have  listened  to  reso- 
lutions being  presented  to  this  House  declaring 
things  unethical,  illegal,  and  what  not,  and  then  you 
stop.  Are  you  willing  to  go  on  record  as  a mandate 
or  a directive  to  the  county  societies  who  have  ap- 
proved of  this  plan,  gentlemen?  That  is  important 
to  us  in  the  Kings  County  Medical  Society. 

Dr.  Carlton  E.  Wertz.  Past-President:  Mr. 
Speaker  and  members  of  the  House,  as  the  introducer 
of  this  resolution.  I want  to  say  first  that  I have  no 
feeling  against  GHI.  I introduced  this  resolution 
on  one  ground  only,  and  that  was  the  principle  of 
whether  we  should  gauge  the  remuneration  of  physi- 
cians by  room  accommodation  in  hospitals.  I think 
if  that  principle  stands,  not  today  but  in  the  future. 
I can  see  many  great  difficulties  for  the  medical 
profession. 

This  is  not  a new  experiment.  As  has  been  said, 
this  was  tried  in  the  State  of  Xew  Jersey  when  they 
had  their  original  plan  there,  and  it  failed.  They 
had  to  give  it  up.  We  are  not  criticizing  any  plan, 
but  as  a principle  we  must  and  can  in  this  State 
Society  take  a stand  on  major  principles  which  may 
affect  the  whole  private  practice  of  medicine  in  the 
future. 

Vice -Speaker  Willlaus:  Gentlemen  of  the 

House,  for  clarity  I would  like  to  read  the  recommen- 
dation of  the  reference  committee  and  then  close 
the  discussion:  “We  recommend  the  disapproval  of 
the  principle  of  making  accommodations  in  a hos- 
pital the  sole  and  only  basis  for  remuneration  to  the 
physician,  regardless  of  the  patient’s  income. 

“We  further  recommend  that  the  Council  of  the 
Medical  Society  of  the  State  of  Xew  York  take  every 
means  possible  to  bring  this  resolution  to  the  atten- 
tion of  even'  member  of  the  medical  society. ’’ 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Vice-Speaker  Willlaus:  After  all  of  that  it  is 
unanimously  carried. 

Dr.  Gerald  D.  Dorman.  AVir  York:  Having 
voted  in  favor  of  it,  I would  like  to  move  reconsider- 
ation and  spreading  on  the  minutes  of  this  portion  of 
the  report. 

Db.  Gervais  W.  McAuliffe.  .V etc  York:  Having 
voted  affirmatively,  I second  that  motion. 

Vice-Speaker  Williams:  There  is  a motion  to 
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reconsider.  It  is  not  discussable.  All  in  favor  of 
reconsideration — 

Dr.  Ezra  A.  Wolff,  Queens:  Point  of  order,  I 
should  like  to  have  the  Speaker  explain  to  the  House 
the  implications  of  this  motion. 

Dr.  McCarthy:  I don’t  get  it  at  all,  “reconsider- 
ation and  spreading  on  the  minutes  of  the  report.” 
What  does  it  mean? 

Vice-Speaker  Williams:  Of  which  motion? 

Dr.  Wolff:  Dr.  Dorman’s  motion. 

Vice-Speaker  Williams:  Dr.  Dorman,  will  you 
restate  the  motion? 

Dr.  Dorman:  That  it  be  reconsidered  and  spread 
upon  the  minutes. 

Vice-Speaker  Williams:  The  Chair  is  definitely 
confused.  What  do  you  mean,  “spread  upon  the 
minutes?”  We  did  not  wipe  it  off  the  minutes. 

Dr.  Harold  B.  Davidson,  New  York:  I agree 
with  the  spirit  of  this,  but  if  you  will  check  in 
Robert’s — I think  it  is  Section  65 — reconsideration 
is  in  order,  but  then  we  cannot  do  it  now.  You  will 
find  that  Robert’s  says  you  cannot  spread  upon  the 
record  at  the  last  executive  session  of  a house  of  this 
type.  That  can  only  be  used  where  there  are  con- 
tinuous meetings  during  the  year.  Unfortunately, 
even  though  I sympathize  with  the  intent  of  the 
resolution,  I cannot  stand  by  while  something  that  is 
not  the  proper  parliamentary  procedure  is  being 
done.  If  I may  add,  it  would  have  to  be  either  re- 
considered now  or  referred,  some  motion  of  that 
sort,  but  we  can’t  spread  it  on  the  minutes  at  this 
annual  meeting,  and  that  is  in  Robert’s  Rules  of 
Order. 

Vice-Speaker  Williams:  Dr.  Dorman,  you  have 
me  in  a spot.  W e will  have  to  ask  you,  please — 

Chores:  It  is  out  of  order. 

Vice-Speaker  Williams:  I will  rule  it  out  of 
order.  Is  there  anv  appeal  from  the  ruling  of  the 
Chair? 

. . . There  was  no  response.  . . 

Vice-Speaker  Williams:  Then  Dr.  Dorman’s 
motion  is  declared  out  of  order. 

Dr.  Ingegno:  I want  to  ask  a point  of  infor- 
mation. Is  it  in  order  to  ask  that  it  be  reconsidered 
and  referred  to  the  Council  for  further  consider- 
ation? 

Vice-Speaker  Williams:  It  has  been  referred, 
to  the  Council. 

Dr.  Ingegno:  For  consideration? 

Vice-Speaker  Williams:  It  was  referred  to  the 
Council  for  consideration.  That  has  been  passed. 

Dr.  Ingegno:  Is  it  in  order  to  ask  for  reconsider- 
ation on  that  basis? 

Vice-Speaker  Williams:  I ruled  it  out  of  order 
just  now.  Dr.  Davidson  pointed  out  the  parlia- 
mentary procedure,  but  my  parliamentarian,  Dr. 
Anderton,  did  not  find  it. 

Section  221  {See  94) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VII:  State  Aid  in  Voluntary  Health 
Insurance 

Dr.  Elmer  T.  McGroder,  Erie:  There  is  one 
more  resolution,  and  then  maybe  we  can  call  it  a 
day.  I refer  to  the  resolution  presented  by  Dr. 
George  Himler,  of  New  York.  After  considering 
the  many  whereases  in  the  resolution,  your  reference 
committee  suggests  that  the  following  resolution 
be  substituted  therefor: 

“Whereas,  the  medical  profession  of  the  State 

of  New  York  is  deeply  concerned  with  public 

health  and  the  medical  services  available  to  all 


citizens  of  the  State,  including  those  in  the  lower 
income  brackets,  and  have  done  and  will  continue 
to  do  everything  in  their  judgment  that  will  tend 
to  improve  the  quality  of  medical  services  ren- 
dered to  all  people  at  a cost  within  each  individ- 
ual’s capacity  to  pay;  and 

“W'hereas,  it  should  be  the  common  goal  of  all 
government  agencies  to  improve  the  economic 
level  and  living  standard  of  all  individuals  so  that 
they  may  maintain  their  self-respect  and  at  the 
same  time  be  enabled  to  obtain  the  necessities  of 
life,  including  medical  care  under  self-respecting 
and  decent  standards  and,  in  the  case  of  medical 
care,  by  supplemental  insurance  programs;  and 
“Whereas,  the  most  effective  plan  to  provide 
medical  care  would  be  the  utilization  of  existing 
hospitals  and  medical  services;  therefore  be  it 
“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  being  opposed  to  any  agreement  or 
arrangement  with  any  institution  or  group  of  indi- 
viduals that  might  lead  to  the'  establishment  of  a 
clinic  in  a tax-supported  public  housing  project, 
as  outlined  by  the  housing  commissioner  of  New 
York  State,  over  his  signature,  as  published  in  the 
April  5,  1953  issue  of  New  York  Medicine;  and  be 
it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  apprise  the  Governor  and  the  Legis- 
lature of  New  York  State  of  this  action;  and  be  it 
further 

“Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  study  ways  and 
means  of  providing  medical  care  for  the  medically 
indigent.” 

As  you  will  note  also,  we  deleted  the  last  portion 
of  the  resolution  wherein  it  says  the  State  should 
assist  in  providing  payment  of  the  premium  for  ap- 
proved nonprofit  voluntary  health  insurance  for 
those  who  are  financially  unable  to  assume  the  com- 
plete cost  of  that  insurance.  We  did  that  upon  the 
advice  of  Dr.  Bauer,  who  said  that  the  American 
Medical  Association  has  been  against  that  principle. 
Therefore,  we  have  deleted  it  from  the  submitted 
report. 

I move  the  adoption  of  this  part  of  the  report. 
Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  McGroder:  I move  that  the  report  as  a 
whole  be  adopted. 

Dr.  John  M.  Galbraith,’  Nassau:  I second  that. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  McGroder:  I wish  to  thank  the  members  of 
the  Reference  Committee  on  Medical  Care  Insur- 
ance, namely,  Dr.  William  B.  Rawls  of  New  York, 
Dr.  John  M.  Galbraith  of  Nassau,  Dr.  John  W. 
Batcher  of  Otsego,  and  Dr.  Walter  Dreyfuss  of 
Montgomery  for  their  valuable  assistance  in  com- 
piling this  report. 

Vice-Speaker  Williams:  Thank  you,  Dr. 

McGroder. 

The  parliament  ary  detail  has  been  found,  and 
Dr.  Davidson  was  quite  right,  and  I thank  you  for 
his  help. 

Section  222 

Appreciation  of  Courtesies  of  Radio,  Press,  and  TV 

Dr.  Floyd  S.  Winslow,  Councillor:  Mr.  Speaker, 
this  is  a brief  motion,  not  a resolution. 

The  media  of  communication  in  the  City  of 
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Buffalo,  namely,  press,  radio,  and  TV,  have  been 
most  generous  in  providing  space  and  time  for  the 
publication  and  dissemination  of  news  emanating 
from  the  1953  convention  of  the  Medical  Society  of 
the  State  of  Xew  York.  Such  information  has 
enabled  our  Medical  Society  to  stress  the  public  serv- 
ice aspects  of  its  operation.  Therefore,  as  chair- 
man of  the  Council  Committee  on  Public  Re- 
lations, I move  that  the  House  of  Delegates 
go  on  record  as  expressing  its  deep  appreciation  to 
the  newspapers,  radio  stations,  and  television  sta- 
tions of  the  City  of  Buffalo  and  vicinity  for  their 
many  courtesies  to  us. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  223 

Doctor-Draft  Act 

Vice-Speaker  Williams:  Dr.  Aaron  wishes  to 
give  to  the  House  of  Delegates  certain  information 
which  is  pertinent  and  very  short.  I hope  that  the 
House  will  remain  in  session.  We  have  one  or  two 
more  matters  which  are  simply  matters  of  courtesy  to 
our  incoming  officers. 

Dr.  A.  H.  Aaron,  Erie:  Mr.  Speaker  and  mem- 
bers of  the  House,  I just  want  to  call  your  attention 
to  one  very  important  thing  in  regard  to  the  Doctor- 
Draft  Act.  W e have  gone  along  with  Dr.  Masterson 
entirely  on  the  information  that  he  has  given  us  and 
cooperated  with  him  in  the  idea  that  the  American 
Medical  Association  is  doing  everything  it  can  at 
Washington  to  complete  an  adequate  draft  act  and 
include  all  of  the  possibilities  that  may  occur  and 
that  in  no  way  should  this  House  or  ourselves  inter- 
fere with  it. 

As  you  know',  I happen  to  be  the  director  of  the 
Doctors’  Draft  outside  of  the  City  of  Xew  York.  I 
should  like  to  call  the  attention  of  this  House  though 
to  one  very  vital  point.  I would  consider  myself 
remiss  to  the  physicians  of  the  State  of  Xew  York 
that  are  involved  in  the  Doctor-Draft  Act  if  I did 
not  emphasize  to  you  that  we  are  looking  forward  at 
the  meeting  of  the  American  Medical  Association 
to  calling  attention  to  the  fact  of  an  inequality  in  the 
act.  We  believe  that  when  a man  is  declared  essen- 
tial or  nonessential  by  his  subcommittee  board  in 
the  area  in  which  he  resides,  and  when  all  such  in- 
stances have  been  substantiated  by  the  State  com- 
mittee, where  that  is  reversed  by  a local  draft  board, 
we  are  going  to  ask  for  ah  alteration  in  the  law  or  in 
the  regulations  so  that  all  determinations  in  regard 
to  a doctor’s  status  in  regard  to  the  draft  shall  be 
decided  by  members  of  the  medical  profession. 

Section  224 

Presentation  of  New  Officers 

Speaker  Holcomb  : Thank  you,  Dr.  Aaron. 

At  this  time,  members  of  the  House,  it  is  my 
privilege  to  request  Dr.  Bauckus  and  Dr.  Masterson 
to  escort  our  President-Elect,  Dr.  Mellen,  to  the 
rostrum. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Bauckus  escorted  President-Elect  Dan  Mellen  to 
the  rostrum.  . . 

President-Elect  Mellen:  Mr.  Speaker  and 

delegates,  I am  deeply  appreciative  of  what  you  have 
done  for  me  this  morning.  I am  most  grateful. 
This  gratitude  comes  genuinely  from  the  bottom  of 
my  heart.  If  I had  many  words  at  my  disposal,  I 
doubt  if  I could  arrange  them  in  better  form  than 
saying  thank  you.  ( Applause ) 


Speaker  Holcomb  : Xow  it  is  my  privilege  to  ask 
Dr.  Golembe  and  Dr.  Masterson — he  couldn’t  get 
there  fast  enough  on  the  last  escort  job — will  you 
please  escort  Dr.  Waterbury,  our  incoming  Vice- 
President  to  the  rostrum. 

. . . The  delegates  arose  and  applauded  as  Drs. 
Golembe  and  Masterson  escorted  Vice-President 
Earl  Waterbury  to  the  rostrum.  . . 

Vice-President  Waterbcry:  All  I can  say  is 
thanks.  {Applause) 

Speaker  Holcomb:  .\s  you  can  see,  our  incoming 
vice-president  is  the  soul  of  brevity. 

We  have  some  motions  that  will  be  made. 

Section  225 

Thanks  to  Committee  on  Scientific  Program 

Dr.  Charles  Sandler,  Bronx:  Mr.  Speaker  and 
fellow  delegates,  we  have  been  so  busy  for  the  last 
few  days  on  matters  of  business  before  the  House  of 
Delegates,  but  I am  sure  most  of  us  in  spite  of  that 
fact  have  not  lost  sight  of  the  fact  that  the  purpose 
of  this  convention  is  primarily  to  serve  most  of  the 
doctors  of  the  State  in  a scientific  as  well  as  in  a 
business  manner.  There  is  a scientific  session  that 
has  been  arranged  which  will  start  immediatelv 
after  the  conclusion  of  this  portion  of  the  State  pro- 
gram. An  excellent  program  has  been  arranged  by 
the  chairman  of  the  Scientific  Program  Committee, 
Dr.  Ingegno  of  Brooklyn.  If  you  will  consult  your 
red  book  you  will  see  that  this  should  be  a source  of 
pride  to  us.  I move  you,  sir,  on  behalf  of  this  House 
of  Delegates,  a vote  of  thanks  to  Dr.  Ingegno  for  his 
brilliant  efforts. 

. . . The  motion  was  carried  by  acclamation.  . . 

Section  226 

Thanks  to  Office  Staff 

Dr.  Edward  T.  Wentworth:  Mr.  Speaker  and 
gentlemen  of  the  House,  I consider  this  one  of  my 
great  privileges  to  make  a motion  of  appreciation 
and  gratitude  to  the  many  good  people  who  make  our 
activities  possible.  This  applies  particularly  to 
those  who  help  us  at  this  convention,  Mrs.  Grimm, 
Miss  Dougherty,  but  it  applies  to  all  of  those  people 
also  who  served  us  throughout  the  year.  Thank 
you. 

. . . The  motion  was  carried  by  acclamation.  . . 
Section  227 

Thanks  to  Committee  on  Arrangements 

Dr.  Gerald  D.  Dorman,  Xew  York:  At  this  time 
I wish  to  move  for  a resolution  of  thanks  to  Dr. 
Carlton  E.  Wertz  and  Mr.  Harold  Jarvis,  who 
headed  up  the  local  Committee  on  Arrangements  for 
this  meeting  w'hich  is  drawing  to  a close  now. 

Dr.  Wertz:  I would  like  to  make  a little  correc- 
tion. I am  chairman  of  the  State  Committee  on 
Convention.  Dr.  William  Orr,  of  Buffalo,  is  the 
local  Chairman  of  Arrangements,  and  it  is  to  him  we 
owe  a great  debt  of  thanks  and  appreciation  for  his 
efforts  on  our  behalf. 

. . . The  motion  was  carried  by  acclamation.  . . 
Section  228 

Thanks  to  Speaker  and  Vice-Speaker 

Dr.  J.  Stanley  Kenney,  Trustee:  This  has  been 
one  of  the  longest  and  one  of  the  most  difficult  con- 
ventions to  conduct  in  many  a day.  I feel  that  a 
vote  of  sincere  thanks  should  be  extended  to  the 
Speaker  and  the  Vice-Speaker  for  their  able  efforts 
in  conducting  a long  and  harassing  session.  _ 

. . . The  motion  was  carried  by  acclamation.  . . 
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Speaker  Holcomb:  Thank  you  on  behalf  of  Dr. 
Williams  and  myself. 

Section  229 

Vote  of  Thanks  to  Hotel  Management 

Dr.  Carlton  E.  Wertz,  Past-President:  I 
would  like  to  extend  a vote  of  thanks  through  this 
House  of  Delegates  to  the  Hotel  Statler  Corporation, 
Mr.  Krieger,  the  manager,  and  Mr.  Beck,  the  maitre 
d’hotel,  and  all  of  the  employes  of  the  hotel  itself. 
. . . The  motion  was  carried  by  acclamation.  . . 

Section  230 

Vote  of  Thanks  to  Woman’s  Auxiliary 

Dr.  A.  W.  Martin  Marino,  Kings:  Mr.  Speaker 
and  members  of  the  House,  I want  to  move  a reso- 
lution of  thanks  to  the  Woman’s  Auxiliary  of  the 
Medical  Society  for  their  helpful  cooperation  during 
this  convention. 

. . . The  motion  was  carried  by  acclamation.  . . 
Section  231 

Vote  of  Thanks  to  Mr.  Thomas  E.  Alexander 

Dr.  James  Greenough,  Councillor:  Mr.  Speaker 
and  members  of  the  House,  I wish  to  move  that  this 
House  of  Delegates  express  its  thanks  to  Mr.  Thomas 
E.  Alexander,  our  office  manager,  for  his  very  valu- 
able and  capable  assistance  at  this  convention. 

. . . The  motion  was  carried  by  acclamation.  . . 

Section  232 

Vote  of  Thanks  to  Mr.  Charles  L.  Baldwin 

Dr.  Norman  S.  Moore,  Toynpkins:  Mr.  Speaker, 
I wish  to  move  the  thanks  of  this  House  to  Mr. 
Charles  L.  Baldwin,  who  is  the  convention  manager, 
and  who  has  spent  many  hours  in  preparation  for 
this  at  the  other  end,  New  York  City. 

Speaker  Hoclomb:  I feel  we  all  owe  our  thanks 
to  Mr.  Baldwin  for  an  excellent  job. 

. . . The  motion  was  carried  by  acclamation.  . . 

Section  233 

Vote  of  Thanks  to  Committee  on  Arrangements 

Dr.  Renato  J.  Azzari,  Councillor:  Mr.  Speaker, 
I would  like  at  this  time  to  resolve  a vote  of  thanks 
to  Dr.  William  Orr,  chairman  of  the  Committee  on 
Arrangements,  and  his  entire  membership  for  its 
efforts  on  our  behalf. 

. . . The  motion  was  carried  by  acclamation.  . . 


Section  234 

Closing  Remarks  by  Speaker 

Speaker  Holcomb:  The  Speaker  has  just  a few 
closing  remarks.  I promise  you  they  will  be  very 
brief.  I have  two  announcements. 

First  of  all,  the  Council  will  meet  at  two  o’clock 
In  the  Erie  County  Medical  Society  Rooms  on  the 
18th  floor.  The  Trustees  will  meet  immediately 
after  the  Council  adjourns. 

Your  Speaker  would  be  remiss  if  he  did  not  take 
this  opportunity  to  express  sincere  appreciation  both 
for  Dr.  Williams  and  himself  to  you  for  your  pa- 
tience, your  attendance,  your  excellent  attention  at 
all  of  the  sessions  of  this  House,  and  above  all  for 
your  tolerant  and  good  natured  attitude  for  the  in- 
evitable slips  from  the  slippery  paths  of  parliamen- 
tary procedure.  If  it  were  not  for  the  helping  hand 
of  such  good  friends  as  Louis  Bauer,  James  Reuling, 
and  many  other  good  parliamentarians,  you  would 
have  had  much  more  difficult  going. 

I wish  to  thank  too  the  chairmen  of  the  reference 
committees  and  their  members  for  the  long,  tedious 
hours  of  work  that  they  have  given  to  the  labors  of 
this  House,  and  I wish  to  compliment  them  on  their 
well-formulated  reports  and  the  excellent  manner 
in  which  they  have  been  presented;  to  Dr.  Anderton 
and  his  staff,  Miss  Dougherty,  whom  we  refer  to 
unofficially  as  our  boss,  Mrs.  Grimm,  Miss  Lewis, 
and  all  of  the  members  you  have  seen  among  us  who 
have  done  such  excellent  work,  I wish  to  extend  our 
thanks.  ( Applause ) 

In  closing,  I wish  to  again  deeply  thank  you  for 
the  attention  you  have  paid  us,  and  you  have  been 
awfully  good  natured  during  this  very  long  trying 
session. 

Is  there  any  further  business  to  come  before  the 
session? 

Dr.  Kenney:  What  time  will  the  Council  meet? 

Speaker  Holcomb:  Two  o’clock.  It  has  just 
been  announced. 

Dr.  Wertz:  I would  just  like  to  say  a word  more. 
I have  called  it  to  your  attention  before,  but  it  was 
not  announced,  and  that  is  that  all  newly  elected 
officers  are  expected  to  attend  the  Council  and 
Trustees’  meetings. 

Speaker  Holcomb  : Thank  you,  Dr.  Wertz. 

Please  visit  the  commercial  exhibits. 

I now  declare  this  meeting  adjourned. 

...  At  1:15  p.m.,  an  adjournment  was  taken  sine 
die.  . . 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1953. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  the  Fall  of  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

- Medico!  Society  of  the  State  of  New  York 
• - • 386  Fourth  Avenue,  New  York  16,  N.  Y. 
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DISTRICT  BRANCH  MEETINGS 


Date 

September  16 

District 

Sixth 

Time 

Afternoon 

Evening 

Place 

Binghamton 

September  17 

Third 

Morning 

Afternoon 

Kingston 

September  23 

Eighth 

Afternoon 

Dinner 

Buffalo  Medical  College 
Hotel  Statler,  Buffalo 

September  24 

Seventh 

Morning 

Afternoon 

Rochester 

September  30 

Fifth 

Afternoon 

Evening 

Utica 

October  1 

Fourth 

Afternoon 

Evening 

Johnstown 

October  21 

Ninth 

Afternoon 

Evening 

New  City 

October  28 

Second 

Dinner 

Patchogue 
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Marine  S/Sgt.  Archie  Van  Winkle 
Medal  of  Honor 


Attacking  in  darkness,  a superior  Red 
force  had  smashed  through  B Company’s  defense 
line,  near  Sudong.  Staff  Sergeant  (now  Second  Lieu- 
tenant) Van  Winkle’s  platoon  lay  pinned  under  mur- 
derous fire.  The  entire  Company  faced  destruction. 

Passing  a command  to  his  platoon,  the  sergeant 
leaped  from  cover,  led  a desperate  rush  against  the 
enemy.  A bullet  shattered  his  left  elbow,  but  he  kept 
going. 

The  left-flank  squad  got  separated.  Sergeant  Van 
Winkle  dashed  40  yards  through  heavy  fire  to  bring  it 
in.  A grenade  seriously  wounded  his  chest.  Still, 
lying  on  the  ground,  he  continued  to  direct  the  fight- 
ing. Finally  he  was  evacuated,  unconscious  from  loss 
of  blood ; but  the  break  had  been  plugged,  the  Com- 
pany saved. 

‘T  found  out  firsthand,”  says  Sergeant  Van  Winkle, 
“that  the  Reds  respect  only  one  thing— strength.  But 
.America  has  plenty,  thanks  to  our  armed  forces  who 
serve  in  the  field  — and  good  citizens  at  home  who  in- 
vest in  our  country’s  Defense  Bonds!  I believe  in 
Bonds  — as  savings  to  protect  my  family  and  as 
strength  to  protect  my  country.” 

Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U.  S.  Defense  Bonds! 

★ ★ ★ 

Now  E Bonds  pay  3 % ! Now.  improved  Series  E Bonds 
start  paying  interest  after  6 months.  And  average  3%  in- 
terest, compounded  semiannually  when  held  to  maturity. 
Also,  all  maturing  E Bonds  automatically  go  on  earning 
— at  the  new  rate  — for  10  more  years.  Today,  start  invest- 
ing in  Series  E Bonds  through  the  Payroll  Savings  Plan; 
you  can  sign  up  to  save  as  little  as  52.00  a payday  if  you  wish. 


The  C.  S.  Government  does  not  pay  lor  thl*  advertisement.  It  is  donated  by  this  publication  in  cooperation 
i cith  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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The  Kings  County  Circulating  Library,  II 
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alternatives  for  the  hay  fever  patient 


to  relieve 
symptoms 


hydrochloride 
(tripelennamine  hydrochloride  Ciba) 


Once  atop  Pike’s  Peak,  your  hay  fever  patient  can  enjoy  freedom  from  pollens. 
But  for  patients  who  must  remain  in  a high-pollen  environment,  you  can  insti- 
tute this  effective  therapy : one  or  two  Pyribenzamine  tablets,  3 or  4 times  daily. 

Alone  and  as  an  adjunct  to  desensitization,  Pyribenzamine  has  proved  effective 
in  relieving  hay  fever  symptoms,  as  evidenced  by  thousands  of  published  case 
reports.  On  the  basis  of  this  evidence,  no  other  antihistamine  combines  greater 
clinical  benefit  with  greater  freedom  from  side  effects. 

For  your  prescription  needs,  Pyribenzamine  50  mg.  tablets  are  available  in 
bottles  of  100  and  1000  at  all  pharmacies. 


©Shi! 


Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
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new  convenience  and 

economy  in  broad-spectrum  therapy 
for  your  younger  patients ... 


. . . with  the  same  good  taste 
distinguishing  this  favorite  dosage 
form  for  older  patients 


cm 


oral  suspension 

Bottles  containing  1.5  gram 
of  pure,  well-tolerated  Terramycin 
in  raspberry-flavored, 
nonalcoholic  vehicle.  Each  teaspoonful 
(5  cc.)  supplies  250  mg.  of  Terramycin. 

May  be  diluted  as  required. 


cm 


BRAND  OF  OXYTETRACYCLIN  F 


pediatric  drops 

Each  10  cc.  bottle  contains  1.0  gram  of 
pure,  well-tolerated  Terramycin,  often 
sufficient  as  a total  dose  for  the  treatment  of 
common  infections  of  moderate  severity  in 
infants  and  small  children.  Each  cc.  supplies 
100  mg.  of  Terramycin  in  raspberry-flavored, 
nonalcoholic  vehicle.  With  specially  calibrated 
dropper.  May  be  diluted  as  required. 


Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6.  n.y. 


on  every 
count 


Each  0.6  cc.  of  PoJy-Vi-Sol  supplies: 


Vitamin  A 
Vitamin  D 
Ascorbic  ac''d 
Thiamine 
Riboflavin 
Niacinamide 


3000  units 
10DD  units 
50  mg. 

1 mg. 
0.8  mg. 
6 mg. 


When  2 supplement  cDnia.r.ing  jus4,  vitamins  A. 
D end  C is,  desired,  specify  Tn-Vt-Sol  . . . also 
superior  m pa:  em  acceptab  ' :y,  convenience 
and  stability. 


b 

b 

b 
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Superior  flavor 

Pleasant  tasting.  No  disagreeable  aftertaste. 
Readily  accepted  without  coaxing. 

Superior  miscibility 

Disposes  readily  in  formula,  fruit  juice  or  water. 
Mixes  well  with  cereals,  puddings  or  strained  fruits. 

Superior  convenience 

Light,  clear  and  non-sticky  . . . can  be  accurately 
measured  and  easily  administered.  No  mixing  nec- 
essary ...  in  ready-to-use  form. 


Superior  stability 

Requires  no  refrigeration.  May  safely  be  auto- 
claved with  the  formula. 


POLY-VI-SOL  ^ 

MEAD  JOHNSON  & COMPANY 
Evansville  21/  ind.,  U.S.A. 


New  York  Office:  Port  Authority  Bldg.,  1 1 l-8th  Ave.,  New  York  11,  N.  Y-,  CHelsea 
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Bentyl  proves  more  effective  than 
atropine  in  “Nervous  Indigestion ” 


McHardy1  reports  that  Bentyl  is  “superior  to 
atropine”  for  relief  of  pain  due  to  pylorospasm.  He 
confirms  the  work  of  others  that  Bentyl  is  free  from 
significant  side  effects  which  permits  more 
general  use  in  nervous  indigestion. 

When  you  prescribe  Bentyl,  you  prescribe  patient 
comfort.  You  will  rarely  hear  patients  complain  about 
“belladonna  backfire”  or  dry  mouth  and  blurred  vision. 
Use  Bentyl  for  your  next  nervous  indigestion  patient. 
Relief  of  G.I.  spasm  is  quick,  complete  and  comfortable. 


New  technic  of  measuring 
human  motility  shows  a de- 
crease or  complete  sup- 
pression of  intestinal  pres- 
sure waves,  depending  on 
dosage  of  Bentyl.2  Bentyl 
acts  by  blocking  acetyl- 
choline and  directly  affects 
the  muscle  fibers  like 
papaverine. 

COMPOSITION:  Each 
Bentyl  Capsule  or  tea- 
spoonful Bentyl  Syrup  con- 
tains 10  mg.  Bentyl  (dicy- 
clomine) Hydrochloride. 

Also  Bentyl  (10  mg.)  with 
Phenobarbital  (15  mg.)  Cap- 
sules and  Syrup , and  Bentyl 
Injection,  10  mg.  per  cc. 

DOSAGE:  Prescribe 

Bentyl,  2 capsules  or  2 tea- 
spoonfuls Bentyl  Syrup 
three  times  daily  and  at 
bedtime.  Infants  and  Chil- 
dren, /i  to  1 teaspoonful 
Syrup  10  to  15  minutes  be- 
fore feeding,  three  times 
daily. 

1.  McHardy  and  Brown: 
Sou.  M.J.  45:1139,  1952. 

2.  Lorber  and  Shay:  Fred. 
Proc.  12:90,  1953. 
Complete  Bentyl  bibli- 
ography on  request. 

T.M.  ‘Bentyl’ 


Bentyl 

AN  EXCLUSIVE  DEVELOPMENT  OF  MERRELL  RESEARCH 


CINCINNATI 

New  York  St.  Thomas,  Ontario 


The  Wm.  S.  Merrell  Company  . . . Pioneer  in  Medicine  for  125  Years 
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“...for  the  first  time  in  his  life 

he  developed  a real  appetite. 


Here  is  a case  history  from  a Philadelphia  Pediatrician.  It  illustrates 
the  clinical  results  achieved  with  ’Trophite’  in  below-par  children: 


Patient:  Jim  B.,  age  12,  height  55  inches,  weight  75  pounds.  . . 
had  been  a very  marked  feeding  problem  since  birth  . . . was  always  called 
the  'runt’  ...  a psychological  problem.” 


Treatment:  ' He  was  started  on  ’Trophite’  and  for  the  first  time 
in  his  life  he  developed  a real  appetite.”  One  teaspoonful  of  Trophite’ 
daily  for  2 years. 

Results:  During  first  year  he  gained  13  pounds  and  grew  3 inches. 

"His  appetite  continued  to  improve  . . .”  At  the  end  of  2 years  he  weighed 
10834  pounds  and  was  6334  inches  tall — a total  gain  in  weight  of  3334 
pounds  and  increase  in  height  of  834  inches. 


Comment:  ".  . . no  longer  the  'runt’  in  his  class  ...  a much  happier  and 
better  adjusted  child.” 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Trophite 


B12  plus  B; 


to  increase  appetite  and  growth 
in  below-par  children 


*T.M.  Reg.  U.S.  Pat.  Off. 


One  teaspoonful  (5  cc.)  delivers  25  meg.  of  Vitamin  B12  and 
10  mg.  of  Vitamin 


smaller  size 


small  dosage 


Natalins 

Tku  \£mj 


ArtuMeAy  C^adOiA' 


A nation-wide  survey  of  practicing  physicians 
revealed  large  size  and  large  dosage  to 
be  the  greatest  deterrents  to  patient's  regular 
use  of  prenatal  capsules. 


Vitamin  and  Mineral  Potencies 


Natalins  are  designed  to  overcome  the 
disadvantages  of  the  usual  large  size,  large  dosage 
prenatal  capsules,  yet  provide  generous  vitamin 
and  mineral  supplementation.  Natalins'  small. 


3 capsules 
supply 


6000  units 
600  units 
100  mg. 

3 mg. 


Nutrient 


Vitamin  A 
Vitamin  D 
Ascorbic  acid 
Thiamine 


easy-to-swallow  size  and  small  dosage  of  only 
3 capsules  daily  assure  instant,  as  well  as 
continued,  patient  acceptance  throughout 
the  stress  period  of  pregnancy. 


Natalins 


MEAD  JOHNSON  & COMPANY 

Evansville  21,  Ind.,  U.S.A. 


Riboflavin  4.5  mg. 

Niacinamide  30  mg. 

Pyridoxine  hydrochloride  0.6  mg. 
Calcium  pantothenate  3 mg. 
Folic  acid  1 mg. 

Vitamin  B12  (crystalline)  1 meg. 
Iron  (from  ferrous  sulfate)  22  mg. 
Calcium  375  mg. 

Phosphorus  188  mg. 


Natalins  also  contain  traces  of  cooper, 
zinc,  manganese,  magnesium  and  fluorine. 

Supplied  in  bottles  of  100  and  500. 


New  York  Office:  Port  Authority  Bldg.,  lll-8th  Ave.,  New  York  11,  N.  Y.,  CHelsea  2-7222 
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